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Abstract
Purpose—Extensive attention has been focused on improving the dietary intake of Americans.
Such focus is warranted due to increasing rates of overweight, obesity, and other dietary-related
disease. To address suboptimal dietary intake requires an improved, contextualized understanding
of the multiple and intersecting influences on healthy eating, particularly among those populations
at greatest risk of and from poor diet, including rural residents.

Methods—During 8 focus groups (N=99) and 6 group key informant interviews (N=20), diverse
Appalachian rural residents were queried about their perceptions of healthy eating, determinants of
healthy food intake, and recommendations for improving the dietary intake of people in their
communities. Participants included church members and other laypeople, public health officials,
social service providers, health care professionals, and others.

Findings—Participants offered insights on healthy eating consistent with the categories of
individual, interpersonal, community, physical, environmental and society-level influences
described in the socioecological model. Although many participants identified gaps in dietary
knowledge as a persistent problem, informants also identified extra-individual factors, including
the influence of family, fellow church members, and schools, policy, advertising and media, and
general societal trends, as challenges to healthy dietary intake. We highlight Appalachian
residents’ recommendations for promoting healthier diets, including support groups, educational
workshops, cooking classes, and community gardening.

Conclusions—We discuss the implications of these findings for programmatic development in
the Appalachian context.

Keywords
dietary intake; health disparities; qualitative research; rural

Most Americans consume far below the recommended daily intake (RDI) for fruits and
vegetables and far above the RDI for suboptimal foods.1–3 Such dietary patterns have been
linked to overweight and obesity, metabolic syndrome, and other chronic conditions.4 Rural
residents are more likely than their urban counterparts to experience these conditions,
oftentimes leading to premature mortality.5 Social determinants, including lower
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socioeconomic status, lower likelihood of health insurance coverage, and more limited
access to safety net and preventive medical services, place rural residents at elevated risk of
and from these chronic conditions.6

Kentucky residents, particularly those living in the rural, Appalachian portion of the state,
suffer even higher rates of overweight, obesity, and associated chronic conditions than other
rural residents.7 In 2005, 62.5% of adults in Kentucky were overweight or obese, as
compared to 58.5% for the United States.8 Residents of the eastern Appalachian portion of
Kentucky have among the highest rates of obesity and overweight in the United States,
estimated between 62.5% and 76.2% (See Figure 1, which also highlights study counties.
Data obtained from the CDC’s Behavioral Risk Factor Surveillance System).8–10 Rates of
diabetes and cardiovascular disease in Appalachian counties in Kentucky also are among the
highest in the state and the United States.10–12

Likely associated with these negative health outcomes, Kentucky ranks third nationally for
those least likely to consume the RDI of fruits and vegetables; only 21.1% of Kentuckians
and 19% of Appalachian residents meet this RDI, compared with 23.4% of Americans
nationwide.13 In part, these consumption patterns stem from regional food ways, which tend
to emphasize meats, biscuits, and fried foods over vegetables; these food preferences have
become important components of rural Appalachian identities.15 Common uses of locally
acquired ingredients and methods of preparation shared among rural Appalachians serve as
an expression of belonging that not only reaffirms cultural ties to place, but also to family
and community.14 The preference for these unhealthy foods among rural Appalachians,
including the expectation that these culturally appropriate foods should be present at home
and community events, has been identified as a potential barrier for individuals in the region
to making healthy dietary choices.15

Dietary patterns in rural Appalachia also are shaped by a broad range of interacting social,
cultural, geographical, and economic processes. For instance, some research has suggested
that the economic transition in the region from farming and mining to employment in the
service industry has contributed to a rising dependence on fast foods.16 Coupled with issues
of food affordability,15 limited access to high-quality grocery stores,17 and increased
demands on the use of time, the spiking number of fast food establishments in rural
Appalachian communities has been met with a corresponding dependence on these foods in
regional diets. This dependence sometimes supplants former food practices which are
viewed as more time intensive to prepare.12

Given that Appalachian residents experience disproportionate risk of overweight, obesity,
and associated negative health outcomes, new approaches to improve dietary intake are
needed. These approaches will be most successful if they are grounded in local perspectives
and address the interactions between regional food ways and shifting social, cultural, and
economic contexts. Thus, the purpose of this article is to explore how rural, Appalachian
residents think about healthy eating and their ideas for improving dietary intake.

METHODS
We used focus groups and group key informant interviews to understand how local residents
think about food and gain insights into program development. Human subjects and research
protocols, measures, and analytic procedures were similar between the focus groups and the
group key informant interviews, with a few variations in sampling approach (focus group
members were primarily recruited through churches while key informants were recruited
through a purposive snowball approach), discussion guides (there was one additional
question for the key informants about their professional perspectives of previous community
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programming to increase healthy diet), honoraria ($25 for focus group participants, a meal
for key informants), and meeting location (focus groups convened at churches or community
centers and key informant interviews convened at the public health department or library).
Focus groups also differed from key informant interviews in the perspectives sought; focus
groups provided general, lay insights and key informant interviews gathered insights from
people with specialized knowledge of the community.18 All participants signed informed
consent forms prior to participating in this study. Protocols were approved by the University
of Kentucky Institutional Review Board.

Study Setting
Appalachia is a geographically and culturally diverse region of 410 counties in 13 states that
contains nearly 22 million people, or 8.3% of the total United States population.19

Appalachian Kentucky counties have socioeconomic status indicators among the lowest in
the United States. In 2006, the Appalachian poverty rate was nearly twice that of the nation
as a whole and the per capita income slightly more than half the United States’ average.
Forty-one of the 54 Appalachian counties in Kentucky, including all of those where this
project took place, are considered “distressed” counties by the Appalachian Regional
Commission and persistent poverty counties by the United States Department of
Agriculture.20 Pertaining to rural designation, 5 of the 6 counties in this study are classified
as 9 (out of a possible 9, indicating “completely rural not adjacent to a metropolitan area”)
on the Rural-Urban Continuum Codes (Beale Codes), and one county t is considered a 7
(“urban population of 2,500 to 19,999, not adjacent to a metro area”).21

Sample
We primarily recruited focus group participants through our existing partnerships with
community churches enhanced by a snowball sampling approach. Churches were selected as
a community partner, as they tend to be diverse and well-attended.22, 23 Although faith-
based recruitment strategies may bias samples toward those who are members of churches,
most Eastern Kentucky residents are affiliated with a local church. Furthermore, the
minority of residents not associated with a church tend to be closely associated with
someone who attends a church. Moreover, our previous work has shown that primarily
recruiting through churches provides a diverse array of participants (socioeconomic status,
race/ethnicity, sex, etc.).16, 24, 25

Our community-based research staff first approached the minister of a church to describe the
research opportunity and gauge interest. If interested, the minister was given a written
description of the study to read during a church event (Sunday services, Bible study, etc.)
and our staff was present to record the names of those interested in participating. One week
prior to convening the focus group, potential participants were called and told that they
should feel welcome to bring anyone else they wished to bring as long as he or she met the
inclusion criteria (18 years of age or older, residents of Appalachia, and willing and able to
participate in a focus group). This snowball approach allowed us to recruit non-church
members, approximately 20% of each focus group.

Theoretical saturation principles guided our sample size,26 and a total of 8 focus groups,
composed of 99 participants (See Table 1 for focus group participant characteristics), were
conducted before reaching saturation. Focus groups were held in local churches and
community centers. Groups ranged in size from 8 to 14 participants, with most focus groups
averaging 12 participants.

Six group key informant interviews were conducted with 20 stakeholders from diverse
locations, including churches (minister(s) or designees), social service, and health care
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agencies. (See Table 2 for key informant description). Key informants were selected through
snowball sampling, with theoretical saturation guiding our sample size. Our community staff
identified several key community stakeholders and requested their participation in a
discussion group; the initial key informants were then asked to recommend other relevant
individuals who might have important contributions to the discussion. In addition to age
criteria (18 and older) and willingness to participate, key informant inclusion criteria also
included specialized knowledge of healthy eating, historical perspectives on Appalachian
diets, and familiarity with the community. Key informant group interviews ranged in size
from 2 to 6 participants. Prior to initiating the focus group or group key informant interview,
trained staff administered informed consent protocols.

Discussion Guide
Our focus group guide (See Figure 2) was developed by academic researchers and
community members, and it was pilot tested with additional community members. The
guide focused on 3 main domains: perceptions of healthy versus unhealthy food,
determinants of dietary intake, and perceptions of programs designed to improve the quality
of dietary intake.

Procedures
Community staff trained and experienced in undertaking group interviews conducted the 8
focus groups and 6 group key informant interview sessions over 5 months. The moderator
opened with a description of the purpose of the focus group or group key informant
interviews, handed out sociodemographic forms and then posed the open-ended questions
described in Figure 2. Most sessions lasted 90–120 minutes. Staff assisted participants with
limited literacy in completing the forms.

Analysis
After the tape-recorded sessions were transcribed, staff reviewed them for accuracy. The
transcripts were then imported into NVivo v. 8 (QSR International Inc., Burlington,
Massachusetts) for coding, organization, and analysis. Coding began with one researcher
engaging in line-by-line coding of the transcripts, affixing codes to each text segment, and
eventually developing a preliminary codebook.27, 28 To ensure rigor, we co-coded a
subsample of the transcripts, eventually obtaining inter-rater reliability of 82%,29 and we
employed member checking.30 Member checking involved taking our major themes back to
new groups of community members for their input and discussion.

RESULTS
Perspectives and Influences on Healthy Eating

Many participants equated healthy eating with dieting and weight loss. Dieting was often
described as involving sacrifice and inconvenience, with participants using terms such as
“starving” or “doing without.” Alternatively, some emphasized that healthy eating was
related to increasing fruit and vegetable intake and reducing consumption of unhealthy foods
such as soda, white bread, “greasy foods,” and most desserts. Participants also recognized
that certain preparations of food were more healthful than others, such as baking and
steaming instead of frying, with one key informant describing her family’s strategies, “We
cook it, bake it, or broil it. People are really misled. It doesn’t have to be fried to be good.”
Participants also recognized the unhealthy aspects of processed foods, stating “the more
natural, the better it is for you” and one focus group participant (female) indicated “I think if
you can’t read the words on the box you shouldn’t eat it because you’re putting junk in your
body.”
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Others acknowledged making unhealthy food choices in certain situations, including
emotional experiences and when under time pressure. “Emotionally when I work really
hard, I think I deserve a good [food] treat. When I’m sad, I think I deserve a good treat. And
when I’m mad…” stated one female focus group participant. Busy schedules and personal
preferences negatively influenced healthy eating. Participants often stated that their lives
were too hectic to prepare and eat healthy foods. For example, one male focus group
participant noted, “We live in a fast world, that’s why the fast food industry is doing good.
We want things now.”

Other individual influences on healthy eating included managing existing health conditions.
Several participants described the challenges of balancing healthy eating with chronic illness
management. One woman (focus group) noted,

I have high blood pressure and diabetes so a lot of times I make something for my
diabetes and it has too much sodium. But then I cut back on the sodium and it gets
the diabetes, and there isn’t taste by then. It’s hard to come up with recipes that
taste good that fit both diets.

Many participants emphasized the social influences on eating habits, including dietary
negotiations among family members. One woman suggested during a focus group, “You
have to take each day and realize what’s bad for you and try to get it out of your house
because it’s not only affecting you but your family.” One woman identified these influences
as having a negative impact on healthy eating, noting in her focus group that “family
members don’t always want to eat healthy” while another stated, “my husband won’t eat
whole wheat bread so there is no point in buying a whole loaf just for me, so I just eat what
he likes.” However, as the traditional food purveyors and providers (“us women are the
boss”), wives and mothers often described having a positive effect on the rest of the family.
One male focus group participant indicated, “My wife does most of the shopping and she
gets the wheat bread and the wheat buns” and a female focus group participant said, “I put
my husband on a diet because of his health and he was successful at losing weight.”
Participants also recognized the influence parents have on their children’s eating habits. As a
female focus group participant explained, “I think it all goes back to what you learned as a
child and changing and starting your children off the right way.” Another female focus
group participant said, “As a parent, I think you choose how your children’s health is going
to be. If you start letting them be health conscious then that will continue.”

Many participants explained how community-level influences (eg, norms and attitudes)
often worked against healthy eating. One key informant described how different she felt
from most community members, an uncomfortable feeling,

I have been told that I am a picky eater just because I only eat whole wheat and
whole grains, skim milk, and other healthy foods. It is very difficult… People will
always say to me, ‘just this once, it won’t hurt if we serve this junk food.’ Well if
you say that once you will say it an average of 7 times during the week.

Participants underscored that changing community norms to make healthy eating more
acceptable will not happen overnight. Another female key informant advised,

Trying to get people around here to eat tofu is a real stretch but if you can get them
to know about the different items, they just might try them. In my mind, it has got
to get them out of their comfort zone and then you can start to move forward once
they realize that it is just as yummy and a whole lot better for you.

Another community influence on diet involved food served at social or public events
including church gatherings, a venue frequently implicated in unhealthy eating practices.
One key informant male participant noted, “The churches bring all the fat foods when they
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get together, it may start there” while another focus group participant (male) stated, “Social
dinners at church make it nearly impossible to be healthy.”

Appalachia’s physical environment, ranging from the mountainous terrain to the stores and
restaurants available to area residents, was cited as a strong influence on diet. Recognizing
that not all rural residents have regular access to large supermarkets, one female key
informant said, “A lot of what you can [eat] is obviously influenced by what you can get at
the local grocery store. If the convenience store on the corner does not have a lot of healthy
options, then that is a large influence in what you will eat.”

The poverty endemic to Appalachian Kentucky counties also emerged as an important factor
in shaping diets. Many participants described an inability to access and afford high-quality
foods due to low socioeconomic status, insufficient transportation, and geographic isolation.
One woman (focus group) explained, “The economy has a lot to do with it. A lot of the
healthy foods are more expensive, so you do the macaroni and cheese and that type of
thing.” A male key informant connected optimal food choices with income, “Wherever the
money is, is where you find the variety.” Another woman described the financial allure of
less healthy eating in her focus group, noting that “Fast food places have the dollar menus,
so it’s cheaper to go and buy a dollar burger than buy food and fix it yourself.”

Participants described that gardening, a traditional backbone of the Appalachian diet,
influenced their eating patterns to varying extents. Despite the mountainous terrain in
Appalachia which challenges residents to find a suitable growing area, many participants
reported gardening in the summer as a source of healthy food. However, since the region has
become dotted with small cities, many urban residents have little available land. As one man
(focus group) described, “… if you live in the city, you don’t have the yard for a garden so
you have to buy what’s on the shelf.”

Appalachian residents’ perceptions of the benefits of healthy eating frequently revolved
around societal influences such as advertising and the media. As this formerly isolated
region has become more integrated with the rest of the nation through highway systems,
commerce, communications, and popular culture, these broader social influences have
become more central to Appalachian life. One female key informant reported that,
“McDonald’s was not in Harlan County when we moved here. When McDonald’s opened,
their opening day here surpassed any other opening in the United States.” Speaking of
residents in her community, another key informant said, “They know that a Big Mac is not
healthy, but most will tune that out and go for the convenience or the marketing of the item
that pushes them to make that choice.”

Suggestions for Healthy Eating Programs
In response to an open-ended question about ways to promote healthy eating, participants
offered numerous program suggestions. At the individual level, participants described the
need to increase knowledge to develop healthier eating habits, emphasizing nutrition and
cooking classes. As one focus group participant noted, “Just get in line at Wal-Mart and look
at some of the things people put in their carts. We need to teach people what to eat and how
much to eat.” Another woman (focus group) agreed, “I think in order for an eating program
to be successful people need to learn what is healthy and not just what they like.”
Educational workshops were supported by several community members who expressed a
desire to know more about “the food pyramid.” Another woman also suggested in her group
key informant interview that, “Cooking classes could really make a big difference…. I think
they would work well. We also need to focus on specialty groups like diabetics and family
meals. We also might want to do cooking for singles and different methods of canning.”
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Cooking classes held appeal because, as one key informant noted, “some people have fixed
ingredients in their recipes and they won’t change them,” but a “cooking class is an
excellent way to introduce new foods. You just have to be sure that it is something that
tastes good.”

Recognizing the important role played by interpersonal factors in supporting behavioral
change, participants strongly expressed preference for a healthy eating program that
incorporated social support, agreeing with one focus group participant who explained,
“Group programs work best for me. The motivation is a booster.” Another woman (key
informant) stated that a good program makes sure community members are

…being supported by their peers…. A personal contact with a person [is the most
important part of a healthy eating program]. If you just put it on paper, nothing is
going to happen. They need that contact with people that they know and trust.
Whether it is friends or pastors – just anyone.

Some participants advocated for using well-respected community members as nutrition
coaches. Others expressed concern about this suggestion; one key informant cautioned that
people might have difficulties with nutrition coaches if “they feel like they are being talked
down to.”

Community gardening emerged as another suggestion to increase healthy eating, reinforcing
messages from the cooking classes and from nutrition coaches. One woman (key informant)
suggested that, “Community gardening would be nice, like at the housing projects or even in
the schools…. You could incorporate the food you raise into the cooking classes.” A female
key informant expressed that, “a lot of people just don’t know [how] to plant so they may
want to learn or they may be embarrassed to try,” suggesting that community gardening
could help them learn about growing food, and could potentially also help establish new
healthier social norms.

While the topography of the region may continue to be a challenge, several suggestions for
changing the food environment were offered. Participants suggested that enhancing healthy
eating could be accomplished by simply offering healthier options through institutional
kitchens at schools and other locations. One female cafeteria worker (key informant) noted,
“The kids will really start eating whatever it is that we cook” and “If that is what you fix,
then they will eventually eat it.” A focus group participant (female) suggested, “Instead of
selling popcorn and pizza at ball games and stuff, sell healthier things.”

DISCUSSION
This study sought to understand how rural, Appalachian residents think about healthy eating
and their ideas for improving dietary intake. One of the most striking and novel findings of
this study is how closely the participants’ understandings of the challenges faced in
maintaining healthy diets mirrored the socioecological model of health behavior. This was
especially notable since the interview guide used in this research was intentionally phrased
broadly, rather than focusing on any particular theories or constructs. Nonetheless, while
participants did not use the language of behavioral theory, their responses were reflective of
the key elements of the socioecological model, with emphasis on the multiple levels of
influence on health behavior.31, 32 This contrasts with other research on Appalachian diet
which emphasizes individual and interpersonal influences on diet.15, 33

On the individual level, while most participants felt that their own nutritional knowledge
was adequate and that other forces led them to follow diets they knew were unhealthy, many
suggested that other community members, such as those they see in store checkout lines,
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needed nutrition education. Many participants noted that promoting stand-alone nutrition
education programs would be unlikely to achieve traction among people who felt they
already had adequate nutritional knowledge.

The strong support expressed for cooking classes as a potential strategy for improving diets
within Appalachian communities may reflect participants’ perceptions of the importance of
intersecting individual, interpersonal, and community levels of influence on dietary intake.
Such intersections have been previously described in ethnographic descriptions and survey
analyses of Appalachian perspectives toward health.34, 35 Participants noted that cooking
classes can be used to disseminate accurate knowledge and food preparation strategies at the
individual level, which can ultimately affect the diets of others in their families and
communities. Bringing together these levels of influence may address several new
challenges to healthy eating in rural America. First, Appalachian families are increasingly
experiencing time constraints associated with extracurricular activities, the need to commute
significant distances for jobs,36 and women working outside the home.16 Such constraints,
in conjunction with the proliferation of fast food outlets and advertisements promoting less
healthy food options, are shifting community norms and personal and familial practices
away from homemade meals. Compounding these challenges, rural residents oftentimes
experience all of the stresses and strains of modern life without the accompanying benefits
of convenient healthy lifestyle items (salad bars, fruit stands, local gyms for physical
activity).16

Increasing attention has been paid to the role that families play in affecting dietary habits,
resulting in recommendations to improve dietary quality through intergenerational
approaches.37, 38 Shaping the decisions of key members of households, particularly those
with primary responsibilities for shopping and cooking, could influence the diets of entire
families. Since participants noted that community members and local organizations
promoted unhealthy eating habits, targeting family units within social and group settings
may help to improve community-level attitudes toward healthy foods and eating practices.
As Goins and colleagues have recently described, many Appalachian residents view social
integration and familial influences on health as a key determinant of a good and healthy
lifestyle.39 As expressed by our participants, encouraging important community institutions,
such as churches and schools, to offer healthy eating options (eg, through church suppers)
may also be a promising direction for community-level interventions.

Although recent reports from noteworthy sources such as the Institute of Medicine and the
Robert Wood Johnson Foundation emphasize the role of the food environment in shaping
dietary patterns, our data are among the first to document this perspective among
Appalachian residents themselves.40 Increasingly, rural researchers are focusing on the
environmental challenges to high-quality diets, including the prevalence of fast food outlets,
convenience stores, and needed income derived from the sale of unhealthy food at
concessions or vending machines. Ahern and colleagues found that among non-metropolitan
residents lower mortality rates were associated with greater access to full-service food
venues (as opposed to fast food restaurants or convenience stores). Lower rates of diabetes
and obesity were associated with fewer fast food restaurants and convenience stores, and
lower obesity rates were associated with more per capita full-service restaurants.41

Emphasizing the diversity of rural communities, Hosler and colleagues noted even within 2
rural counties, lower socioeconomic status parts of town were far more likely than higher
socioeconomic status areas to offer inexpensive, high-calorie but nutritionally limited foods
(and cigarettes). Higher income community stores in rural communities, however,
maintained a greater offering of fresh produce and nutritionally dense foods.42 Amarasinghe
and colleagues’ work in Appalachian West Virginia highlighted the interacting effects of
individual socioeconomic status and the surrounding economic environment.43 Such
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findings corroborate our informants’ perspectives that the environment and society matter
regarding access to healthy food.

Limitations
Although this study is among the first to document local residents’ description of
multifaceted and interlinking levels of influence on healthy eating, we acknowledge several
limitations. First, this research focused in one region, Appalachian Kentucky; thus, we are
not necessarily able to generalize our results throughout rural America or even to the 8.3%
of the United States population that comprises Appalachia. However, we suspect the
challenges that exist in Appalachian Kentucky (low socioeconomic status, geographic
isolation, high unemployment, scarce health care resources, etc.) may simply represent a
more dramatic version than many rural communities. Additionally, generalizability is
limited by the more exploratory, descriptive nature of the project. Despite being relatively
large for a qualitative project (8 focus groups and 6 group key informant interviews), we
acknowledge the potential for selection bias.

CONCLUSION
There is increasing recognition of the importance of listening to the local community to
better understand their health decision-making context and involve them in health promotion
efforts.44 Consistent with the socioecological model, rural Appalachian residents described
challenges and suggested approaches to address the multiple and intersecting layers of
healthy eating; sustained improvements in dietary intake will require addressing all of these
layers. Researchers and policy makers have begun to recognize the limitations of solely
focusing on individual and interpersonal factors to enhance dietary intake, and have begun
to develop broader and more innovative plans to address these intersecting layers. Contrary
to images of the bucolic rural lifestyle where people labor in the garden all day, and satisfy
their well-earned hunger on homegrown produce, our participants articulate a different
reality, one involving a hurried lifestyle where meals are picked up at drive-through
windows or at high school concession stands. With most participants bemoaning this reality
and the accompanying health problems, many hope for constructive, innovative, feasible,
and sustainable solutions. The next step involves constructive collaboration and engagement
to develop, implement, and evaluate such culturally sensitive solutions, including those
mentioned by these participants and important existing literature.45
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Figure 1.
Overweight and Obesity Among Adults in Kentucky 2008–2010
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Figure 2.
Focus Group Guide
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Table 1

Combined Focus Group Sample Characteristics (N = 99)

Variable Frequency Percent

Sex

Male 28 28

Female 71 72

Age

18–30 12 12

31–40 10 10

41–50 22 22

51–60 21 21

61–70 24 24

71+ 10 10

Race

White 88 88

African-American 9 9

Other 2 2

Education

Ninth grade or less 7 7

Some High school 12 12

High school graduate 40 40

More than High school 40 40

Marital Status

Married 64 64

Separated/Divorced/Never married 22 22

Widowed 13 13

Perceived Income Adequacy

Struggle to get by 24 24

Enough to get by 47 47

More than I need 24 24

Unable/unwilling to say 4 4

Actual income

Under $10,000 20 20

$10,0001 – 20,000 12 12

$20,001–30,000 21 21

$30,001–40,000 9 9
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Variable Frequency Percent

Over $40,001 26 26

Unable/unwilling to say 11 11

Perceived Health Status

Excellent 5 5

Very good 28 28

Good 43 43

Fair 19 19

Poor 4 4
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Table 2

Combined Group Key Informant Sample Characteristics (N = 20)

Variable Frequency Percent

Sex

Male 2 10

Female 18 90

Age

18–30 7 35

31–50 6 30

51+ 7 35

Race

White 18 90

African-American 2 10

Education

High school or less 5 25

Some college 4 20

College graduate 5 25

Graduate school 6 30

Marital Status

Married 13 65

Separated/Divorced/Never married 6 30

Widowed 1 5

Perceived Income Adequacy

Struggle to get by 4 20

Enough to get by 9 45

More than I need 7 35

Actual income

Under $20,000 6 30

$20,001–35,000 7 35

$35,001–50,000 4 20

Over $50,001 3 15

Perceived Health Status

Excellent 3 15

Very good 6 30

Good 7 35
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Variable Frequency Percent

Fair 3 15

Poor 1 5
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