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Introduction
The need for an increased understanding of the relationship between poverty and health 
and translation of this knowledge into policy and program development has never been 
greater. Currently, Georgia ranks among those states with the highest per capita inci-
dence of premature death, infant mortality, infectious disease, heart disease, and sub-
stance abuse. According to the United Health Foundation (2008), the state ranks 41st 
in terms of population health status. Residents in the state’s poorest counties bear the 
brunt of the burden of illness, disability, and disease. 

In 2003, the University of Georgia’s Carl 
Vinson Institute of Government con-
ducted a study on poverty in the South 
and found that 91 of Georgia’s 159 coun-
ties can be categorized as persistently 
poor. The results of this study prompted 
the mobilization of resources to break the 
cycle of poverty in Georgia. The univer-
sity launched the Initiative on Poverty and 
the Economy in order to encourage sound 
scholarly research that will be aimed at 
ameliorating poverty. The findings also 
inspired a community movement that has 
brought together citizens and businesses 
working to end the cycle of poverty in 
Athens, Georgia. 

Objectives
Researchers at the University of Georgia 
received a seed grant from the Initiative 
on Poverty and the Economy to conduct 
this study focusing on the persistently 
poor health of residents in the state. The 
objective of this project is to identify 
counties with persistently poor health 
among children, working-age adults, and 
seniors and determine the important risk 
factors associated with persistently poor 
health at the county level. 

Dissemination of these findings has the 
potential to bring about policy change. 

Health care reform is not only on the fed-
eral agenda; it is a state government issue. 
The governor and the General Assembly 
of Georgia have discussed the geographic 
distribution of trauma centers, the need 
for high-risk health insurance pools, the 
promotion of community health care clin-
ics, the rising costs of Medicaid, and the 
initiation of reforms and programs such 
as PeachCare for Kids (that is, the Chil-
dren’s Health Insurance Program). There 
is a great need for accurate and easy-to-
understand information that will guide 
communities and policymakers as they 
make tough decisions, particularly in light 
of the urgent health care needs of popula-
tions in Georgia.

Readership
The intended readership of this report 
includes state and local policymakers and 
leaders, elected and appointed officials and 
legislators, public health officials, indi-
viduals in the private sector, Chamber of 
Commerce personnel, Georgia Hospital 
Association members, and other inter-
ested citizens. In order to reach the wide 
variety of individuals and groups involved 
in developmental activities, much of the 
information is presented in the form of 
easily interpretable maps. 
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Methods
This study identifies the counties in 
Georgia in which the health of children, 
working-age adults, and seniors is persis-
tently poor and then describes the char-
acteristics of these counties in order to 
assess the needs of the state and suggest 
policy recommendations. This section ex-
plains why the analysis is carried out at the 
county level and by age group, describes 
the health variables used in the analysis, 
and defines the concept of persistently 
poor health.

County-Level Analyses
Comprehensive planning requires basic 
information about the local community. 
Up-to-date, easy-to-understand, and 
unbiased information plays an important 
role in the planning process. Counties are 
the basic units of analysis for most gov-
ernmental agencies because of the high 
costs associated with the collection of data 
below the county level. The number of 
political subdivisions below the county 
level can be enormous. In Georgia, for 
example, there are 159 counties but 535 
municipalities and even more communi-
ties/neighborhoods.

Several limitations are associated with 
using counties as units of analysis. First, 
counties can be very diverse. There may 
be both wealthy areas and high-poverty 
areas in a county. Similarly, a county 
may have urban and rural sections. Thus, 
policymakers should not assume that 
county-level data describe all parts of a 
county uniformly. Second, comparing 
percentages or rates in one county with 
state averages or those in another county 
is an effective technique but must be ap-
plied with caution. For example, a county 
with a low population density may have a 
high death rate compared with a densely 
populated urban county, but the actual 
number of deaths involved likely will be 
much higher in the urban area because the 
population is larger.

Despite these limitations, county-level 
analyses are extremely useful for decision 
making. A large amount of county-level 
information is generated by both federal 
and state government agencies. Moreover, 
county-level data tend to be accurate be-
cause the information is filtered through a 
host of local and state government em-
ployees who have close working knowl-
edge of the subject area.

Health care reform is not only on the federal agenda; it is a state 

government issue. There is a great need for accurate and easy-to-

understand information that will guide communities and policy-

makers as they make tough decisions, particularly in light of the 

urgent health care needs of populations in Georgia.
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Age Groups
Counties with persistently poor health for 
children (birth to 15 years), working-age 
adults (16–64 years), and seniors (65 years 
and older) were identified separately in 
this analysis in order to account for age 
differences across counties. Creating a 
single index for all ages would confound 
the health status of the population with 
the age composition differences across 
counties. For example, a county might 
appear to have a high cancer death rate 
merely because it is a popular place to live 
for seniors, who have higher death rates 
than other age groups. 

Examining the health status of chil-
dren and seniors separately from that 

of working-age adults can also provide 
insight into the relationship between 
health and income. Because children and 
seniors generally do not work, a strong 
relationship between poverty and the 
health of children and seniors cannot be 
caused by the health of these groups af-
fecting their job productivity, resulting in 
high poverty rates. A correlation would 
be expected between the poor health of 
working-age adults and income because 
the income-generating abilities of this 
group can be affected by their poor health. 
Counties in which working-age adults are 
in persistently poor health therefore may 
derive both health and poverty-alleviation 
benefits from health interventions. 
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Key Health Variables
Three health indicators were selected to 
measure the health of people in each age 
group. In all cases, the indicators were 
restricted to health outcome measures and 
not determinants of health or health be-
haviors such as smoking rates and health 
insurance coverage rates. For each age 
group, health outcomes that are consid-
ered to be amenable to health interven-
tions were chosen. 

An important selection criterion was the 
availability of the health measure at the 
county level for the periods under study. 
Each indicator was measured from 1992 

to 1997, when the earliest data were avail-
able, and from 2000 to 2005, when the 
most recent data were available. All of the 
indicators were based on six-year averages 
in order to ensure reliable estimates for 
even the smallest counties in the United 
States. The measures chosen for this 
analysis are commonly used in popular 
health rankings, including the United 
Health Foundation’s America’s Health 
Rankings, the Annie E. Casey Foundation’s 
Kids Count Data Book, and the Healthier 
America Project led by the Trust for 
America’s Health. Table 1 provides de-
scriptive statistics on each of the health 
indicators used in this analysis. 

Table 1. Descriptive Statistics

Source: Based on data from the National Vital Statistics Mortality files, Kids Count Data Book, and state health departments.

Note: Death rate values represent number of deaths per 100,000 people. For every health indicator except the diabetes 
death rate in 1992–97 for working-age adults and the cancer death rate for seniors, the Georgia average is higher than 
the U.S. average, indicating that there are greater health problems in Georgia than in the rest of the country.

Age 
Group 

Health Indicator Years 
Number of 
Counties 

U.S. 
Average 

Georgia 
Average 

Children 
Low-birth-weight 

percentage 
1992–97 3,036 8 9 

  2000–5 3,003 8 10 

 Infant mortality rate 1992–97 3,003 821 1,038 

  2000–5 2,958 770 979 

 Child death rate 1992–97 2,154 34 36 

  2000–5 2,258 29 31 

Adults Cancer death rate 1992–97 3,137 101 112 

  2000–5 3,135 101 106 

 Diabetes death rate 1992–97 2,927 10 9 

  2000–5 2,974 12 13 

 
Cardiovascular death 

rate 
1992–97 3,134 101 128 

  2000–5 3,133 93 122 

Seniors Cancer death rate 1992–97 3,141 1,134 1,126 

  2000–5 3,140 1,129 1,127 

 Accidental death rate 1992–97 3,119 135 151 

  2000–5 3,129 145 159 

 
Flu/pneumonia death 

rate 
1992–97 3,114 234 241 

  2000–5 3,104 174 192 
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For children, the three indicators were 
low-birth-weight percentage (that is, the 
percentage of babies weighing less than 
2,500 grams, or 5.5 pounds, at birth), 
the infant mortality rate (the number of 
deaths before age 1 per 100,000 infants), 
and the child death rate (the number of 
deaths between ages 1 and 15 per 100,000 
children). Low birth weight and infant 
mortality capture the health and behavior 
of the mother, the care that she received 
during pregnancy, and the quality of the 
infant’s care. Both health outcomes may 
be prevented if the mother has a greater 
understanding of the importance of pre-
natal care and healthy behaviors and if the 
mother and child receive quality health 
care. Because most deaths among children 
are attributable to external causes, the 
child death rate captures deaths primarily 
from accidents, unintentional injuries, and 
child maltreatment. 

For working-age adults, the three health 
indicators were the cancer death rate, 
diabetes death rate, and cardiovascular 
death rate. The most common cause of 
death in this age group is cardiovascular 
disease. However, all three causes of death 
are considered preventable with quality 

health care (Nolte and McKee 2003). In 
particular, screening, early detection, and 
early treatment can lower death rates in all 
three cases.

For older adults, the three health indica-
tors were the cancer death rate, acciden-
tal death rate, and influenza/pneumonia 
death rate. Many forms of cancer and 
influenza/pneumonia are considered 
amenable to health interventions if they 
occur before age 74 (Nolte and McKee 
2003). Accidents are another important 
preventable cause of death among older 
Americans. Although cardiovascular dis-
ease is the most common cause of death 
among this age group, an indicator for 
accidents—which are an important pre-
ventable cause of death among the entire 
age group—was chosen to ensure that the 
health of those over age 74 was captured 
by the health index. Because there is some 
debate about whether health interven-
tions for diabetes are effective after age 
49, death from diabetes was not used as an 
indicator for this age group. 

The data on death rates came from the 
National Center for Health Statistics 
Mortality File accessed through the 
Centers for Disease Control and Preven-
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tion’s online database, CDC WONDER 
(wonder.cdc.gov). The data on low birth 
weight came from the Kids Count Data 
Book (www.kidscount.org/datacenter/) and 
individual state health departments’ Web 
sites when data were not available from 
the Kids Count Web site.

Defining Persistently Poor Health
Counties were identified as having poor 
health for one of the age groups if they 
were in the bottom half of the 3,145 
counties in the United States with respect 
to an index created from the three health 
indicators selected for the age group (see 
Appendix A). The counties were identi-
fied as having persistently poor health for 
one of the age groups if poor health was 
prevalent over a long period of time, from 
1992 to 1997 and from 2000 to 2005.

The health index for each age group 
and time period were determined by (1) 
ranking all counties in the United States 
according to each of the three health 
indicators and (2) computing an average 
from the three health indicators for each 
age group. Counties with a health index in 
the bottom half of all U.S. counties were 
assigned a poor health county indicator 
for that age group. Counties that ranked 
among the bottom half of all U.S. coun-
ties during both periods were identified 

as having persistently poor health for 
the respective age group captured by the 
health index.

Findings

Number of Counties with 	
Persistently Poor Health
The Georgia counties in which the 
population is in persistently poor health 
were identified for each age group accord-
ing to the methodology. The results are 
displayed in a series of maps shown in Fig-
ures 1–6 (larger images of the maps are in 
Appendix B). Figures 1–3 show the Geor-
gia counties in which children, working-
age adults, and seniors are in persistently 
poor health. 

According to the summary statistics in 
Table 2, more than 1,000 counties have 
persistently poor health for each age 
group in the entire United States. The 
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Figure 1. Children in Georgia Who Are in	
Persistently Poor Health

Population is not in persistently poor health
Population is in persistently poor health (bottom 50th percentile)
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percentage of Georgia’s counties that 
have persistently poor health is greater 
than that for the United States overall for 
each age group. Thus, Georgia constitutes 
a large percentage—between 7 percent 
and 10 percent—of all counties whose 
populations are in persistently poor health 
in the United States. The results show 
that persistently poor health is evident 
for children in 108 Georgia counties, for 
working-age adults in 108 counties, and 
for seniors in 75 counties. 

The geographic distribution of poor 
health across the state corresponds with 
the Southern Black Belt and the Five 
Georgias concept.

The Southern Black Belt. The term 
Southern Black Belt has been used for 
more than 100 years by historians, demog-
raphers, sociologists, economists, and ge-
ographers to describe a unique subregion 
of the American South. The Black Belt 

is located in a series of nearly contigu-
ous counties that extend from Alabama, 
Arkansas, Georgia, Florida, Louisiana, 
North Carolina, South Carolina, Missis-
sippi, Tennessee, Texas, and Virginia. The 
region was originally identified as having 
counties that had an African American 
population of greater than 50 percent 
in 1860 (Washington 1901). Due to the 
large amount of out-migration  
by both black and white residents since 
that time, the region now comprises 
counties that are greater than 25 percent 
African American. Reliance on natural 
resources, lack of economic diversifica-
tion, low levels of physical and social 
infrastructure, high dependence on 
governmental spending, low levels of 
educational attainment, intergenerational 
poverty, poor access to health care, and 
substandard housing also characterize 
this region, one of America’s most im-
poverished rural areas. 
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Source: Based on data from the National Vital Statistics Mortality files. Source: Based on data from the National Vital Statistics Mortality files.

Figure 2. Working-Age Adults in Georgia 
Who Are in Persistently Poor Health

Figure 3. Older Adults in Georgia Who Are 
in Persistently Poor Health

Population is not in persistently poor health
Population is in persistently poor health (bottom 50th percentile)

Population is not in persistently poor health
Population is in persistently poor health (bottom 50th percentile)
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Georgia’s Black Belt lies in the southern 
portion of the state below the Fall Line, 
sometimes referred to as the Gnat Line. 
Stretching across the state from Colum-
bus to Augusta, it marks the change in 
elevation and soil type separating the 
Piedmont from the Coastal Plain and is a 
remnant of the Pleistocene Era coastline. 
This favorable cotton-growing region 
gave rise to plantation agriculture, which 
brought many black slaves to the region. 

Pockets of the American South have virtu-
ally no African American residents. In the 
mountainous sections—the Appalachians, 
Ozarks, and Blue Ridge—the means of 
production was subsistence-based agri-
culture. Farmers in these areas could not 

afford and did not use slave labor. Thus, 
these areas have never had a large African 
American presence. 

As Table 3 shows, counties that have 
populations that are in persistently poor 
health, particularly children and working-
age adults, have higher percentages of 
African Americans on average than coun-
ties that do not have such populations. 

The Five Georgias Concept. The Five 
Georgias concept advances the idea that 
within the state of Georgia, there are five 
distinct types of counties: urban, urban-
izing, suburban, rural growth, and rural 
decline. Figure 4 shows the break down 
of counties into these categories. Table 4 

Table 2. Summary Statistics on Counties with Populations That Are in Persistently Poor Health

Source: Based on data from the National Vital Statistics Mortality files, Kids Count Data Book, and state health departments.

Note: Numbers in last column are calculated by dividing the number of persistently poor health counties in Georgia by the number of 
persistently poor health counties in the United States. 

Table 3. Persistently Poor Health among African Americans in the Georgia Black Belt

Source: U.S. Census Bureau (2000).

 
Age Group 

Percentage who are in 
persistently poor health 

Percentage who are not in 
persistently poor health 

Children 34 14 
Adults 35 20 
Seniors 31 24 

 

  
 
 

U.S. Counties 

 
 
 

Georgia Counties 

Percentage of all 
persistently poor 
health counties in 

Georgia 

Age Group    N             percent   N             percent  

Children 1,050            33 108              68 10 
Adults 1,307            42 108              68  8 
Seniors 1,067            34   75              47  7 
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presents the numbers and percentages of 
counties in the areas that have persistently 
poor health for each age group.

Urban counties are the core centers for 
the state’s 15 metropolitan areas. These 
counties make up the hub of the state’s 
social, economic, and cultural activity, yet 
a sizeable proportion of the well-educated, 
highly paid workers in these areas com-
mute from suburban areas surrounding 
these core counties. The people who 
remain in urban Georgia are some of the 
state’s poorest and least educated. Urban 
counties have a large number of African 
Americans and a growing number of His-
panic residents, many of whom are young, 
poorly educated, and living at or below 
the poverty level. These areas also tend to 
have high rates of crime, births to unwed 
mothers, and minority unemployment. 
Statistics on persistently poor health in 
urban areas reflect these extremes. The 

percentages of urban counties with persis-
tently poor health for working-age adults 
and seniors are the lowest among all 
county types at 43 percent and 36 percent, 
respectively, but the percentage is high for 
children (86 percent). 

Urbanizing counties are characterized 
by expanding populations, a diversified 
economy, and growing minority popula-
tions. These characteristics are the result 
of growth in viable job opportunities 
and infrastructure improvements such as 
access to transportation and quality-of-
life improvements, including education, 
housing, medical facilities, and cultural 
attractions. The percentages of urbanizing 
counties with persistently poor health for 
all ages are similar or a little higher than 
the state averages.

fin
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Source: Based on data from the U.S. Census Bureau (1980, 
1990, 2000).

Figure 4. Five Georgias Concept

urban county

suburban county
urbanizing county

rural growth county
rural decline county
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Suburban counties include surround-
ing core urban counties in which more 
than a quarter of residents commute into 
the core or central city to work each day. 
Residents of suburban counties are pre-
dominately white, affluent, and highly 
educated, although some exceptions do 
occur. Consistent with this description, 
the percentages of suburban counties with 
persistently poor health for all age groups 
are the lowest or next to lowest. 

Rural growth counties are characterized 
by having either scenic beauty or some 
type of physical landscape that makes 
them attractive places for tourism or 
retirees. In addition, some of these areas 
are located near military bases or regional 
growth centers that are capable of sustain-
ing or attracting economic growth. The 
percentages of rural growth counties with 
persistently poor health for all age groups 
are similar to the state averages.

Counties that are in rural decline are char-
acterized by long-term population loss, 
lack of employment opportunities, low 
levels of infrastructure and business de-
velopment, and populations that have low 
educational attainment and skill develop-
ment and limited access to medical facili-
ties and health professionals. In addition, 
the continued out-migration of working-

age residents leaves behind a large number 
of both young and older residents who 
require a large share of governmental 
services. The percentages of rural decline 
counties with persistently poor health 
for all age groups are the highest. In fact, 
almost all rural decline counties have 
persistently poor health for children and 
working-age adults. 

Persistent Poverty and 		
Persistently Poor Health
In the 2003 study on poverty in the South, 
91 Georgia counties were found to have 
persistent poverty. This study defined a 
county as having persistent poverty if it 
had a poverty rate in the bottom half of 

Table 4. Persistently Poor Health in the Five Georgias Area

Source: Based on data from the U.S. Census Bureau (1980, 1990, 2000), National Vital Statistics Mortality files, Kids Count Data 
Book, and state health departments.

Percentage of counties with persistently poor health 
County Type N Children Adults Seniors 
Urban 14 86 43 36 
Urbanizing 29 76 83 55 
Suburban 56 46 46 38 
Rural Growth 30 67 77 43 
Rural Decline 30 93 97 67 
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all U.S. counties in three census periods: 
1980, 1990, and 2000. Figure 5 shows the 
91 counties that were found to have per-
sistent poverty from 1980 to 2000 (Carl 
Vinson Institute of Government 2003). 

There is a large body of evidence linking 
economic status with health status (see 
Smith 1999 for a review). It may be that 
poor individuals receive low quality health 
care, have limited access to health care, 
and practice riskier health behaviors. It 
may also be that compared with healthy 
individuals, people with poor health earn 
less because their health has restricted 
their educational attainment and their 
ability to be productive in the workforce. 
Whatever the reason, a large overlap is 
expected between these 91 persistently 
poor counties and the counties identified 
as having persistently poor health. Figure 
6 shows the counties that have persistent 
poverty and persistently poor health for 
all age groups. In 49 counties, all three age 
groups are in persistently poor health. Of 
those, 39, or 81 percent, also are in per-
sistent poverty. The average percentage 
of African Americans in these 39 coun-
ties is 40 percent compared with the state 
average of 28 percent. Almost half of these 
39 counties (N = 18) are rural decline 
counties, and none are urban counties. 
Although not depicted in this figure, 140 
counties have at least one age group that 
is in persistently poor health. Ninety out 
of the 91 counties that have persistent 
poverty also have persistently poor health 
for at least one age group. 

This map also shows the best counties in 
Georgia: those that do not have persistent 
poverty or persistently poor health in any 
category. Only 18 counties satisfy this cri-
terion. Thirteen are suburban, and none 
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Source: Based on data from the National Vital Statistics Mortality 
files, Kids Count Data Book, state health departments, and the 
Carl Vinson Institute of Government (2003).

Figure 6. Persistent Poverty and Persistently 
Poor Health in Georgia

Source: Carl Vinson Institute of Government (2003).

Figure 5. Persistent Poverty in Georgia, 	
1980–2000
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are rural decline counties. African Ameri-
cans make up an average of 10 percent of 
the population in these counties. 

Persistently Poor Health 	
over Time
Table 5 summarizes changes in health 
among Georgians over time. For all three 
age groups, more counties had popula-
tions that could be categorized as being in 

persistently poor health in 2000–5 than in 
1992–97, signaling a decline in the health 
status of Georgians compared with the rest 
of the U.S. population. Consistent with this 
trend, more counties became poor health 
counties over time than moved out of that 
category for all age groups. The greatest 
variability in poor health status across time 
occurred among older adults: 26 counties 
that were not considered poor health coun-
ties with respect to older adults in 1992–97 
became poor health counties in 2000–5, and 
20 counties that were poor health counties 
in 1992–97 were not in 2000–5. Finally, 
several counties had persistently good 
health: 19 counties for children’s health, 33 
counties for working-age adults’ health, and 
37 counties for seniors’ health. 

Persistently Poor Health among 
Age Groups
Table 6 provides the breakdown of counties 
by the number of age groups that are cat-
egorized as having persistently poor health. 
Only 19 counties do not have any age 
group that is in persistently poor health. In 
38 counties, only one age group is in persis-
tently poor health. Most of these counties 

Table 5. Persistently Poor Health over Time, by Age Group

Source: Based on data from the National Vital Statistics Mortality files, Kids Count Data Book, and state health departments.

 
 
 
Age Group 

Counties in 
persistently poor 

health (1992–97) 
(N) 

Counties in 
persistently poor 
health (2000–5) 

(N) 

Counties that 
worsened 
over time 

(N) 

Counties that 
improved 
over time 

(N) 

Counties in 
persistently 
good health 

(N) 

Children 122 126 18 14 19 
Adults 110 124 16 2 33 
Seniors 95 101 26 20 37 
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have children who are in poor health (16 
counties), followed by working-age adults 
(13 counties) and seniors (9 counties). In 
53 counties, the health of at least two age 
groups (primarily children and working-
age adults) is persistently poor (36 coun-
ties). The health of all three age groups is 
persistently poor in 49 counties. 

The percentage of African Americans 
is highly correlated with how many age 
groups are in persistently poor health: 

Counties in which none of the popu-•	
lation is in persistently poor health 
are only 11 percent African American. 

Counties in which one age group is •	
in poor health are 21 percent African 
American.

Counties in which two age groups are •	
in poor health are 30 percent African 
American. 

Counties in which all three age •	
groups are in poor health are 37 per-
cent African American. 

Similarly,

Counties in which none of the popu-•	
lation is in persistently poor health 
are most likely to be suburban. 

Counties in which one age group is in •	
poor health are spread across the state 
fairly evenly. 

Counties in which two age groups are •	
in poor health are most likely to be 
rural growth counties. 

Counties in which all age groups are •	
in poor health are most likely to be 
rural decline counties.

Finally, considering the health of children 
and seniors separately from that of work-
ing-age adults is of particular interest 
because of the implications for policy and 
understanding the relationship between 
health and income in the state. In coun-
ties in which children and/or seniors but 
not working-age adults are in persistent 
poverty and persistently poor health, the 
income-generating capacity of the work-
force in the county likely is unrelated to 
health because the former groups tend  
not to work in the labor force. On the 
other hand, persistent poverty and per-
sistently poor health among working-age 
adults (which may affect children’s health 

Table 6. Persistently Poor Health and Age Groups

Number of age groups in 
persistently poor health 

 
Number of counties 

0 19 
1 38 

2 53 
3 49 

 
Source: Based on data from the National Vital Statistics Mortality 
files, Kids Count Data Book, and state health departments.
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status) may affect workforce productiv-
ity. If many counties in the state had 
working-age adults but not seniors in 
poor health, a health intervention might 
have both health and poverty-alleviating 
benefits. 

This analysis indicates that in only 13 of 
the 90 counties in which at least one age 
group is in persistent poverty and per-
sistently poor health, working-age adults 
do not make up the group. On the other 
hand, in 32 of the 90 counties, the health 
of working-age adults or both children 
and adults (but not seniors) is persistently 
poor. In addition, the health of working-
age adults and/or seniors is persistently 
poor in the remaining 45 counties. This 
finding implies that although health 
may be the root of the problem in some 
counties, in at least half of the counties, 
health and income likely have an effect on 
each other. That is, health affects worker 
productivity and therefore income but 
income also affects the health of everyone 
in the county by virtue of its relationship 
to access to medical care, nutrition, educa-
tion, and stress, among other things. 

Risk Factor Analysis
Although the primary goal of this study 
was to identify the counties that have 
persistently poor health for children, 
working-age adults, and seniors, additional 
analysis was conducted in order to deter-
mine the important risk factors associated 
with persistently poor health at the county 
level. A wide variety of county-level 
characteristics were compiled that served 
as proxies for the risk factors that were of 
interest. According to Hawkins, Catalana, 
and Miller (1992), important risk factors 
for poor health and risky health behaviors 
include 

at the community level, economic and •	
social deprivation, access to health 
care, and population growth; 

at the school level, delinquency and •	
dropout rates; 

at the family level, births to unwed •	
mothers; and 

at the individual level, degree of alien-•	
ation as represented by the prevalence 
of serious (Type I) crimes such as 
murder, rape, and property theft. 
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Data on the characteristics of counties 
were collected from the U.S. census, 
the Georgia Crime Information Cen-
ter, Georgia public schools, the Georgia 
Board of Physician Workforce, the Geor-
gia Department of Human Resources, and 
the National Vital Statistics. Most of the 
characteristics were available through the 
annual Georgia County Guide, but some 
of the statistics were obtained directly 
from the source.

Because characteristics at the county level 
often are correlated with each other, factor 
analysis was used to combine a variety of 
characteristics in order to create a multi-
dimensional variable that is more reveal-
ing about a county’s character than is a 
single statistic. In this way, six variables 
were derived that represent the following 
risk factors: economic and social depriva-

risk fact


o
r a

n
a

lysis

tion, health care access, upward mobility, 
educational access, lack of family re-
sources, and crime. Table 7 provides a list 
of the proxy variables that were combined 
to create the six underlying risk factors. 
Probit estimation was used to regress the 
persistently poor health status of each age 
group on these six risk factors in order 
to determine their relative importance. 
These results are reported in Table 8. 

As might be expected, economic and social 
deprivation, characterized by a greater 
share of female-headed households, higher 
unemployment rates, lower per capita 
income, and a greater share of the popula-
tion enrolled in assistance programs, is 
associated with persistent poverty at the 
county level. It also is significantly as-
sociated with a higher probability of a 
county having children and seniors who 

Table 7. Risk Factors and Proxy Variables

Risk Factor Proxy Variable 

Economic and social deprivation Percentage of households headed by female 
Unemployment rate 
Per capita income 
Percentage receiving TANF 
Percentage receiving food stamps 

Health care access Bed capacity of hospitals 
Bed capacity of nursing homes 
Number of physicians per 100,000 people 

Upward mobility Population growth rate 
Net migration rate 
Rates of commuting to other counties 
Percentage of population working in the county of residence 

Educational access Retention rate 
Percentage of class completion 
Delinquency rates 
High school dropout rates 

Lack of family resources Percentage of births to unwed mothers 
Percentage of mothers without high school education 

Crime Number of arrests for drug offenses 
Number of Type I crimes (murder, rape, property crimes, etc.) 
Number of DUI arrests 
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are in persistently poor health. Because 
children and seniors generally do not 
work, the poor health of these groups 
is not the driving force behind the high 
poverty rates in a county. These findings 
suggest that the persistently poor health 
of children and seniors in these counties is 
a result of economic deprivation. Inter-
ventions that address poverty therefore 
should have health benefits.

Health care access, characterized by 
higher bed capacities and more doctors 
to provide health care services to county 
residents, is significantly associated with 
a lower probability that a county has a 
population that is persistently poor but 
does not have a significant relationship 
with the persistently poor health status of 
the county. Thus, it may also be the case 

that health interventions are important in 
the fight against poverty.

Upward mobility captures trends in popu-
lation and economic activity in a county. 
Populations in counties with high rates of 
population growth, more commuters, and 
a greater share of residents working in the 
county are significantly less likely than 
residents of other counties to be in persis-
tently poor health.

The educational access of a county, 
represented by higher retention rates in 
schools, higher high school completion 
rates, lower delinquency rates, and lower 
high school dropout rates, is significantly 
associated with a lower probability that 
working-age adults in a county are in 
persistently poor health. In addition, 
a lack of family resources in a county, 

Table 8. Risk Factor Analysis Results 

Note: Marginal effects of probit analysis are reported. 
*p < .10  **p < .05  ***p < .01

 
 

 
Persistent 
Poverty 

 
Persistently Poor Health 

Risk Factor  All age groups Children Adults Seniors 

Economic and social 
deprivation 1.165***            0.127 0.274**   –0.080 

        
0.277** 

Health care access  –0.343*     –0.055     0.095     0.140   0.019 
Upward mobility  –0.272 –0.449**   –0.431**   –0.294 –0.137 
Educational access    0.084     –0.062   –0.032 –0.256** –0.106 
Lack of family resources  –0.066       0.044     0.035     0.441*** –0.091 
Crime    0.111       0.033     0.101 –0.323** –0.016 
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represented by a higher share of births 
to unwed mothers and a higher share of 
mothers without high school degrees, is 
significantly related to a higher probability 
that working-age adults are in persistently 
poor health. Thus, educational reforms 
that lower dropout rates and increase edu-
cational opportunities can have important 
health benefits for workers, which in turn 
can improve the economic productivity of 
a county.

High crime rates are associated with a 
lower probability that working-age adults 
in a county are in persistently poor health. 
This result is counterintuitive; it might be 
expected that incidences of crime would 
have a positive effect on a county’s eco-
nomic and health indicators. Higher crime 
rates may be correlated with affluent areas, 
or it may be that this statistic captures a 
county characteristic that cannot be ob-
served or measured.

Similar results were found when these 
models were estimated using the poor 
health measures in 1992–97 and 2000–5 
separately (results not shown). It may be 
that the populations in these counties are 
in persistently poor health because neither 
the characteristics of the counties nor the 
determinants of poor health have changed 
over time.

Conclusion
Georgia ranks toward the bottom among 
states in terms of the health of its popula-
tion. As a result, many proposals in the 
General Assembly are aimed at improving 
the state’s health resources. The results of 
this study can provide policymakers with 
scientifically based, easy-to-understand 
information as they develop health care 
policies and programs. The key findings 
from this study are as follows:

Of Georgia’s 159 counties, 108 coun-•	
ties were found to have children who 
are in persistently poor health, 108 have 
working-age adults who are in persis-
tently poor health, and 75 have seniors 
who are in persistently poor health.

Forty-nine counties have persistently •	
poor health for all three age groups. 
Of those, 39, or 81 percent, also have 
persistent poverty. 

Only 18 counties in the state do not •	
have persistent poverty or persistently 
poor health in any category.

More counties had persistently poor •	
health for all three age groups in 
2000–5 than in 1992–97, suggesting a 
decline in the health status of Geor-
gians compared with the rest of the U.S. 
population over these periods.
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Several counties have populations that are in persistently good health: children’s health •	
is good in 19 counties, working-age adults are in good health in 33 counties, and seniors’ 
health is good in 37 counties. 

The percentage of African Americans is highly correlated with how many age groups are •	
in persistently poor health. 

Counties in which none of the population is in persistently poor health are most likely •	
to be suburban, and counties in which all age groups are in persistently poor health are 
most likely to be rural counties that are in decline.

Regression results from the risk factor analysis suggest that persistently poor health •	
among children and seniors is an outcome of economic deprivation. This finding implies 
that interventions that address poverty also should result in health benefits.

The regression results also suggest that educational reforms that lower dropout rates •	
and increase educational opportunities can have important health benefits for workers, 
which in turn could lead to improved economic productivity in a county.
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Appendix A. County-Level Indicators of Poor Health and Persistent Poverty
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Appendix B. Maps

Source: Based on data from the National Vital Statistics Mortality files, Kids Count Data Book, and state health departments.

Figure 1. Children in Georgia Who Are in Persistently Poor Health

Population is not in persistently poor health
Population is in persistently poor health (bottom 50th percentile)
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Source: Based on data from the National Vital Statistics Mortality files.

Figure 2. Working-Age Adults in Georgia Who Are in Persistently Poor Health

Population is not in persistently poor health
Population is in persistently poor health (bottom 50th percentile)
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Source: Based on data from the National Vital Statistics Mortality files.

Figure 3. Older Adults in Georgia Who Are in Persistently Poor Health

Population is not in persistently poor health
Population is in persistently poor health (bottom 50th percentile)



 28 | Exposing Persistently Poor Health in Georgia

Source: Based on data from the U.S. Census Bureau (1980, 1990, 2000).

Figure 4. Five Georgias Concept

urban county
urbanizing county
suburban county
rural growth county
rural decline county
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Source: Carl Vinson Institute of Government (2003).

Figure 5. Persistent Poverty in Georgia, 1980–2000

Population is not in persistent poverty
Population is in persistent poverty
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Source: Based on data from the National Vital Statistics Mortality files, Kids Count Data Book, state health departments, and the Carl Vinson 
Institute of Government (2003).

Figure 6. Persistent Poverty and Persistently Poor Health in Georgia

No persistently poor health and no persistent poverty 
Persistent poverty; all categories are in persistently poor health 
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