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Abstract: This mixed-methods study examined pediatric healthcare beliefs, practices, and perceived
barriers among Old Order Mennonite (OOM) families in southcentral Kentucky. Parents described their
children as generally healthy while emphasizing the use of home remedies and community-based care as
the primary approach to managing childhood illnesses and injuries. Modern pediatric medical care was
typically sought only when conditions were perceived as severe or beyond the scope of home management.
When accessed, experiences with modern care were largely viewed positively, particularly for emergency
and specialized services. Decisions about seeking care were shaped by cultural values, financial
considerations related to self-pay status, and logistical challenges associated with rural access. Parents
emphasized the importance of respectful communication, shared decision-making, and recognition of
traditional practices when engaging with healthcare providers. Findings underscore the need for culturally
responsive, community-informed approaches to pediatric care that acknowledge both rural barriers and the
cultural contexts influencing healthcare decision-making within OOM communities.
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As the U.S. population becomes increasingly diverse, healthcare providers must navigate a
range of beliefs and practices that influence patients’ perspectives on health, illness, and
medical care. These beliefs are strongly shaped by cultural background, which informs how
individuals perceive health and illness, interpret symptoms, view treatment, and evaluate
healthcare experiences (Levesque & Li, 2014). Culture, understood as a group’s shared norms,
values, and behaviors, plays a vital role in shaping health practices. Hence, there is increasing
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emphasis on the need for culturally effective care among healthcare professionals, especially those
working in pediatric care settings (Torjesen & Olness, 2018).

Culturally responsive approaches to pediatric healthcare can improve care quality and reduce
inequities across diverse populations (Raphael, 2013). Those in rural or insular communities
remain understudied in healthcare literature. Old Order Mennonites are one such culturally isolated
rural population. These Plain Anabaptist communities are known for their conservative religious
practices, traditional dress, and limited use of modern technology. Approximately 2,266 Old Order
Mennonite (OOM) individuals reside in Kentucky, including around 685 in the Noah Hoover
subgroup, which adheres to stricter lifestyle guidelines than almost all other Plain groups,
including most Amish fellowships (Young Center, 2025). The Noah Hoover subgroup is among
the most conservative OOM affiliations, maintaining stricter prohibitions around technology,
transportation, and engagement with outside institutions than other Plain groups. These practices
shape healthcare access and decision-making in distinctive ways. Kentucky is home to two Noah
Hoover OOM settlements, which together account for approximately one-third of the total Noah
Hoover OOM population in North America (Young Center, 2025). This concentration positions
Kentucky as a key setting for studying this affiliation.

Prior studies of OOM communities have documented that families generally rely on self-
treatment and home remedies as their first response to illness, seeking modern medical care only
when symptoms become severe or begin to interfere with work and daily functioning (Jones et al.,
2013; Main, 2010). This pattern aligns with rural nursing theory, which describes how individuals
in rural communities often delay seeking outside care until illness compromises their ability to
maintain family or occupational responsibilities (Long & Weinert, 1989). Although research has
explored OOM feeding practices and general healthcare preferences, little is known about their
pediatric healthcare experiences and needs (Garrett-Wright et al., 2014). This study aimed to
address this gap by examining pediatric healthcare beliefs, pediatric healthcare usage, and
perceived barriers to pediatric care among OOM families in southcentral Kentucky. By focusing
on the Noah Hoover subgroup, one of the most conservative OOM affiliations, this study extends
existing Plain community health literature into a population whose pediatric healthcare
experiences have been largely unstudied.

Literature Review

Existing research suggests that decision-making within OOM communities is shaped by a shared
set of cultural and religious beliefs. Religion plays a central role in OOM understandings of health
and illness, particularly the belief that health outcomes reflect God’s will (Dabrowska-Miciula,
2007). This worldview contributes to an acceptance of chronic, debilitating, or terminal conditions
in some families and influences expectations regarding medical intervention (Main, 2010). Health
is often defined less by the absence of illness and more by an individual’s capacity to fulfill family
and community roles, which frames how illness is interpreted and managed. These perspectives
are consistent with rural nursing theory, which emphasizes the influence of cultural values, self-
reliance, and role preservation in rural health behaviors (Long & Weinert, 1989).
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Beyond religious beliefs and conceptualizations of health, the transmission of intergenerational
knowledge plays a crucial role in shaping healthcare practices within OOM communities. Health-
related knowledge is passed down between generations in OOM communities and is actively used
in daily life within each community. Lay community midwives, for example, use intergenerational
knowledge to help deliver babies at home, give general health advice, and provide home remedies
that function as the first line of treatment for infant illness (Burklow et al., 2020; Main, 2010).
Members of the southcentral Kentucky OOM community prefer home remedies and self-treatment
to modern medical care (Jones et al., 2013). Commonly used home remedies within OOM
communities include garlic and onion poultices, echinacea and herbal teas, charcoal for digestive
concerns, and topical salves for wounds or skin irritation (Burklow et al., 2020; Main, 2010). The
preference for self-treatment over modern medicine was evident in the results of an 18-year
collaboration with local health professionals, which provided monthly “Health Promotion Days”
based on topics selected by OOM community members (Main et al., 2020). Nearly 30% of the
topics chosen were related to “self-care for illness or injury” (Main et al., 2020).

Members of the southcentral Kentucky OOM community often seek modern healthcare only
in times of acute or chronic health issues (Main, 2010). As a result, health promotion and
preventive services are seldomly used within the community (Jones et al., 2013). While rural
isolation contributes to limited preventive service utilization, OOM cultural norms also play a
significant role. Preventive care is often conceptualized differently, with emphasis placed on self-
care, resilience, and trusting that health unfolds according to God’s will rather than through
scheduled medical visits. Furthermore, this pattern extends to the children of the OOM community,
with children not being seen in traditional healthcare settings for well-child visits and
immunizations (Garrett-Wright et al., 2014).

Lack of well-child visit utilization is not unique to OOM communities. Children in rural
communities also attend fewer child visits than their non-rural counterparts (DeGuzman et al.,
2021). Other disparities identified within rural pediatric communities include limited access to
pediatric care and reduced childhood vaccine coverage (Cheng, 2025; Zhai et al., 2020). Previous
research involving the southcentral Kentucky OOM community has found that opinions regarding
immunizations vary among community members, with some participants voicing their support for
immunization while others disapprove of them within their family (Garrett-Wright et al., 2016).
This divergence in opinions aligns with previous findings suggesting that, although Plain
Anabaptists are often categorized as vaccine hesitant, vaccination usage is not prohibited by their
religion and is instead a parental decision driven by individual beliefs, traditions, and community
values (Stein et al., 2025). However, specific vaccination rates for chickenpox, pertussis, and RSV
among OOM children in this region are not known, as no published studies report disease-specific
uptake levels. This highlights how understanding OOM pediatric healthcare usage is critical to
address both general rural disparities and unique cultural factors.

Of particular interest are the lower health literacy levels exhibited by rural individuals
(Halverson et al., 2013), a finding not reflected in the southcentral Kentucky OOM community.
Health literacy is higher within the southcentral Kentucky OOM community than in other OOM
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communities and is comparable to levels found in other rural Kentucky populations (Garrett-
Wright et al., 2014). This may be due to the proliferation of printed reading sources available
within the community, such as magazines, journals, and letters (Main et al., 2020). Community
members also demonstrate a strong interest in healthcare, which is reflected in the regular inclusion
of health-related topics and remedies in their local Mennonite newsletters (Main, 2010). This
interest is further reflected in their high participation rate (56% of the eligible population) in a
previous colorectal cancer screening study (Main, 2010). Notably, high participation in this
specific screening project likely reflects the strong reciprocal relationship between researchers and
the community, rather than a general cultural inclination toward preventive screening.

One unique aspect of healthcare usage in OOM communities is their nonparticipation in health
insurance programs (Jones et al., 2013). Instead, members pay out of pocket for healthcare
treatments and negotiate self-pay discounts with providers. OOM households also rely on
donations from the wider OOM community to cover medical expenses that exceed a family’s
ability to pay (Main et al., 2020). Although challenges related to self-payment, preference for low-
technology treatments, and transportation have previously been identified in this community, some
OOM communities do not perceive access to medical services as a problem (Dabrowska-Miciula,
2007; Main et al., 2020).

Despite previous research on OOM communities, the existing body of literature remains
limited, especially compared to the more extensively studied Old Order Amish (Kraybill & Hurd,
2006). Furthermore, most studies addressing health and healthcare within OOM communities have
focused on the community as a whole, with minimal focus on pediatric healthcare or the
perspectives of OOM parents regarding their children’s health. This study addresses that gap by
reporting the results of a pediatric health needs assessment among an OOM group in southcentral
Kentucky. Expanding knowledge of this community’s pediatric healthcare needs will help
practitioners better meet those needs and provide more culturally effective care.

Methods
Sample

Participants in this study were members of an OOM community in southcentral Kentucky. Access
to this community was facilitated by a member of the research team who served as a gatekeeper
and has maintained a long-standing relationship with community members. This gatekeeper
accompanied other members of the research team during visits with OOM community leaders.
These OOM community leaders assisted with participant recruitment by using snowball sampling
methods, with the community leaders informing families in the community about the study and
providing them with study documents. Inclusion criteria for the study included self-identifying as
a member of the OOM community, being 18 years of age or older, and being a parent who is
currently raising or has previously raised at least one child. Participation was voluntary, and refusal
to participate carried no penalty or loss of potential benefits. This study was approved by the
Institutional Review Board (IRB) at a regional university in southcentral Kentucky.
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Instruments

This study utilized two instruments: 1) the Child Health Conditions Survey (Wong et al., 2011)
and 2) the mixed-methods Healthcare Preferences for Children Questionnaire developed by the
research team (see Appendix). Prior to survey distribution, community leaders reviewed the
questionnaires and modified wording on items throughout the tools to ensure clarity, cultural
relevance, and appropriateness for their community. The Child Health Conditions Survey
measures whether children have specific health problems and assesses the extent to which each
problem affects their daily activities. The survey was modified for use within the OOM community
with the author’s permission (Wong et al., 2011). Based on OOM community leader feedback,
modifications instructed participants to complete the form based on all children in their family,
rather than on a single child, and to report only on experiences from the past 10 years. The
Healthcare Preferences for Children Questionnaire was created by the research team and asked
both closed and open-ended questions regarding participants’ interactions with and preferences for
pediatric healthcare, as well as family size and composition. OOM community leaders reviewed
the Healthcare Preferences for Children Questionnaire before distribution and revised the wording
of several items to better reflect language and concepts familiar to their community.

Data Collection Procedures

The two paper surveys, along with an IRB-approved informed consent document, were provided
to a female community leader who coordinated distribution within the OOM community. She
divided the community into four geographic sections—north, south, east, and west—and
designated a female subcommunity leader for each section to distribute the questionnaires.
Participants received a small incentive for survey completion.

Data Analysis
Quantitative Data Analysis

Quantitative data from the Child Health Conditions Survey and the closed-ended questions of the
Healthcare Preferences for Children Questionnaire were analyzed using descriptive statistics.
Frequencies and percentages were calculated to summarize the types and impact of health
conditions experienced by children, as well as family composition and basic healthcare
preferences. Percentages were calculated using the number of participants who responded to each
individual survey item; therefore, the denominator varied slightly across questions due to missing
responses.

Thematic Data Analysis

Thematic analysis, as described by Braun & Clarke (2006), was used to analyze the open-ended
responses from the Healthcare Preferences for Children Questionnaire. Written responses were
transcribed and reviewed by each research team member to ensure familiarity with the data. Each
investigator independently coded the data, identifying recurrent ideas and organizing them into
potential themes.
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The research team then conducted triangulation, comparing codes and discussing emerging
patterns to ensure consistency and validity. This collaborative review process allowed for deeper
interpretation of the data and alignment with the study’s research questions. Themes were refined
and finalized through iterative discussion, resulting in a coherent thematic structure.

To enhance trustworthiness, the team conducted member checks with a group of OOM
community leaders, who reviewed the identified themes and provided feedback. Their insights
were integrated into the analysis. An audit trail documenting decisions made throughout the
process was maintained to support transparency and credibility.

Results
Sample Demographics

Questionnaires were returned from 42 out of 70 potential families in the OOM community, for a
60% response rate. Consistent with cultural norms, survey responses came almost exclusively from
mothers, who serve as primary caregivers and health decision-makers in this community. Family
size varied from 1 to 11 children (mean = 5.1). Parents reported on both children currently in the
household and older children they had raised, resulting in reported child ages ranging from 3
months to 51 years (mean = 14.7 years). See Table 1 for more information on demographics of
families who participated.

Table 1
Household and Child Demographic Characteristics

Characteristic Value

Families (N) 42
Families with complete demographic data (n) 37
Children 189
Children per family, median (range) 4 (1-11)
Child age, median (IQR), years 13.0 (5.0-22.0)
Child age, mean (SD), years 14.7 (11.4)

Note. Total sample size was 42. Demographic characteristics were calculated using only families who
provided complete data (n = 37). Five families did not provide sufficient demographic information and
were excluded from these descriptive statistics. Median and interquartile range (IQR) are reported due to
the skewed distribution of child age.

Key Findings

Common Health Concerns. Few parents reported severe health conditions among their children:
vision problems (15%, n = 6), hearing problems (15%, n = 6), speech problems (12.8%, n = 5),
breathing problems (12.8%, n = 5), seizures (7.5%, n = 3), growth concerns (5.1%, n = 2). No
parent reported heart conditions. These findings suggest that parents overall perceived their
children as generally healthy. Despite this, parents reported multiple common health concerns.
Dental concerns were the most frequently reported (58.4%, n = 24), with 12.2% (n = 5) of
respondents indicating a fairly great impact on daily life. Digestive problems (reflux, vomiting,
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constipation) were reported by 52.5% (n =21), with 7.5% (n = 3) noting great to very great effects.
Behavioral challenges related to emotional and behavioral regulation were reported by parents in
50% (n = 20) of families, with 17.5% (n = 7) rating the severity as moderate to fairly great. Less
frequent but notable concerns included sleeping difficulties (27%, n = 10), skin conditions such as
eczema (24.4%, n = 10), repeated infections (22.5%, n = 9), and persistent pain (20.5%, n = 8).

Qualitative results added context to these findings. Parents reported their children as being
“mostly well” but emphasized acute illnesses and typical childhood injuries as occurring among
their children. Common injuries included broken bones and “injuries that can happen on a farm”
such as cuts, burns, falls, and some injuries requiring stitches. Respiratory and viral illnesses, such
as colds, flu, strep throat, whooping cough, and chickenpox, were common in infants and younger
children. Respiratory syncytial virus (RSV) was noted as a major concern of many participants,
reflecting the anxiety some parents experience when monitoring illness severity at home. One
parent stated, “RSV seems the scariest to me in normal life otherwise. It’s so stressful to decide if
the baby’s handling it all right or if they need medical assistance. And how to know if it is
bronchitis or pneumonia.” Appendicitis was also mentioned as a common concern.

Pediatric Care Use and Preferences for Home Remedies. Families reported that modern
pediatric care was used selectively and was reserved for situations perceived as severe, life-
threatening, or beyond the scope of home management. Common triggers for seeking outside care
included serious infections (RSV, pneumonia, ear infections), significant injuries (fractures, burns,
severe pain), surgical needs (ear tubes, appendectomy), and newborn complications such as
prematurity or birth defects. As a result, children were often described as very ill by the time
families sought modern healthcare treatment. Parents’ open-ended responses indicated that
modern care was sought only when infections were “serious,” “lingering,” or when injuries
appeared severe.

For most medical needs, participants relied primarily on home and community-based care.
Parents consulted community caregivers, including local midwives, mothers, grandmothers, and
herbalists, who assessed children, recommended home remedies, and advised on when to seek
modern care. Common remedies included garlic/onion poultices for infection, herbal remedies and
immune boosters for colds and flu, charcoal for poisoning and digestive issues, cold/hot
compresses, and over-the-counter medications including Tylenol, Ibuprofen, Benadryl, and cough
syrup. These findings highlight the central role of traditional and homeopathic medicine and
knowledge in OOM’s treatment of pediatric illnesses and injuries.

Experiences with Modern Pediatric Care. Although the majority (82.9%, n = 34) of participants
reported limited knowledge of modern pediatric medicine, most had multiple experiences with
modern pediatric medical care (75.6%, n = 31). Among those with experience, perceptions were
overwhelmingly positive (88.9%, n = 32). Participants frequently used words such as “thankful,”
“grateful,” and “appreciate” when describing modern pediatric medical care, especially in relation
to specialized or emergency interventions such as care for RSV, pneumonia, broken bones,
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surgeries, and complications at birth. One participant stated, “While we try to care for our children
at home, we are thankful that modern pediatric healthcare is available if the need should arise.”

Importantly, participants distinguished between their decision to seek modern pediatric care
and their experiences after receiving care. Although many participants described their direct
experiences with modern pediatric care as positive, the choice to access care was influenced by
cultural values, financial constraints, and anticipatory fears of being misunderstood, judged, or
overruled. Families typically sought outside care only when home remedies were no longer
effective or illness was perceived as severe, indicating that satisfaction with care did not eliminate
the cultural hesitations and structural barriers that influence families’ decisions about when to
access modern care.

Cultural, Financial, and Logistical Barriers to Care. Participants described cultural disconnects
centered around communication styles, differing expectations about parental authority, and
perceived lack of understanding of community norms. Parents emphasized the importance of being
listened to, respected as primary caregivers, and meaningfully involved in decision-making,
including acknowledgment of traditional remedies and alternative treatment choices. One
participant stated, “[W]hen I go to the hospital with [minor child/infant,] I fear having to deal with
a doctor who respects the social services more than he respects me as the parent; so, I avoid
hospitals as much as possible.” These concerns suggest that anticipated or perceived cultural
insensitivity, whether intentional or not, may affect willingness to seek modern care even when
prior medical experiences have been positive.

Financial and logistical barriers further constrained access to care. Although most (55%, n =
22) families felt they had adequate access to medical care, many noted challenges related to cost
and travel. Families preferred local care options within their county but often had to travel to
neighboring counties or states for pediatric specialty services. Participants expressed a desire for
improved local access to pediatric services such as circumcision, medication prescription, dental
care, and casting for broken bones. They also stated that they would like to avoid going through
the emergency room for these services, as it is “very costly for self-pay patients.”

Discussion

This study explored pediatric healthcare experiences, beliefs, and practices among members of an
OOM community in southcentral Kentucky. Parents shared that while they prioritize their
children’s health and often rely on traditional or home-based remedies, they view modern pediatric
healthcare as important and appreciated when needed, particularly in emergencies or for
specialized care. These findings on common pediatric health conditions in this community align
with previous studies noting that dental care, gastrointestinal issues, and behavioral health are
commonly cited concerns in OOM communities (Main, 2010; Garrett-Wright et al., 2014).
Although most participants reported limited knowledge of modern pediatric medicine, this
reflects limited familiarity with contemporary medical treatments rather than low functional health
literacy. Prior research with this community demonstrates strong engagement with written health
information and health promotion materials. Families expressed gratitude for the availability and
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effectiveness of modern pediatric medical care, particularly in emergency and specialty contexts,
and reported largely positive interactions with providers. These findings are consistent with prior
work showing that, while OOM families prefer traditional approaches, they value respectful and
skilled modern care when needed (Main et al., 2020).

Importantly, the coexistence of appreciation for modern pediatric care and reported cultural or
logistical barriers reflects a key dynamic in this community: barriers primarily influence the
decision to seek care rather than the care experience itself. Qualitative responses highlighted fears
of being misunderstood, the desire for respect for home-based treatments, and the financial burden
of self-pay care. These factors may contribute to delays in accessing care even when the care
ultimately received is viewed favorably. This pattern reflects OOM norms of self-reliance and
home-based care and is consistent with prior research in OOM and rural communities, where
appreciation for high-quality medical care and reluctance to seek it early often coexist (Jones et
al., 2013; Main, 2010; Long & Weinert, 1989).

Though much of the literature, and this study, emphasize the responsibility of healthcare
providers to engage in culturally responsive practice, families also assume a role in building
effective healthcare relationships. Participants in this study described actively evaluating when to
seek outside care, communicating their treatment preferences, and engaging with providers once
care was accessed. This highlights that culturally effective pediatric healthcare is a shared process:
providers must approach families with respect and cultural humility, and families contribute by
expressing their concerns, values, and decision-making preferences.

Financial and logistical barriers to care remain a persistent issue. Many of these barriers mirror
those experienced in rural communities more broadly, although OOM-specific cultural norms and
practices add additional complexity to care-seeking decisions. While a little over half of families
felt they had adequate access to care, others described significant challenges related to geographic
distance, lack of local pediatric specialty services, and high costs associated with being self-pay
patients. These findings are similar to previous literature noting that OOM families often face both
logistical and financial barriers to care, particularly when living in rural settings (Main, 2010;
Dabrowska-Miciula, 2007). Participants in this study emphasized the need for providers to
understand the financial realities of uninsured patients and expressed a desire for payment plans
or discounted self-pay options. Overall, this study highlights both the resilience of OOM families
in using traditional remedies and the appreciation for modern care, when necessary, while
underscoring the ongoing challenges of affordability, access, and cultural respect in healthcare
delivery.

Strengths, Weaknesses, and Future Directions

A strength of this study was the relatively high response rate (60%), which reflects strong
community participation despite the small population size. The mixed-methods design provided
both quantitative prevalence estimates and qualitative context, enhancing the richness of the
findings. Snowball sampling was the most appropriate sampling method for this particular study;
however, this type of sampling may have introduced self-selection bias, as participants who chose
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to respond may differ in healthcare experiences from those who did not. Because participants
reported on all children, findings may be weighted toward larger families, which may also reflect
older parents. Additionally, the results cannot be generalized to other OOM or Anabaptist
communities, given variability in beliefs and practices across regions. To enhance trustworthiness,
the team conducted member checks with the OOM community leaders. The researchers met with
these community members to review and discuss the preliminary themes, and the leaders
confirmed that the interpretations accurately reflected community experiences; however, further
replication in diverse settings is warranted.

Implications for Practice and Future Research

Healthcare providers serving OOM families should prioritize relationship-building, respect for
traditional knowledge, and transparency in communication. Training in culturally responsive care,
particularly regarding the integration of home remedies with modern treatments, may help reduce
perceived barriers. Expanding mobile or outreach-based pediatric services could help address
geographic and logistical challenges, especially for uninsured families. Future research should
examine pediatric healthcare perspectives in other Anabaptist groups to identify both shared
patterns and community-specific needs, informing tailored intervention strategies.

Conclusion

OOM nparents place high importance on their children’s health and continue to rely on long-
standing traditions of home-based and alternative treatments. Most families described their
children as generally healthy, but dental, digestive, and behavioral concerns were common.
Modern medical care was usually only sought when home remedies did not work. Decisions about
seeking care were shaped by cultural values, distance to services, and the costs of being self-pay.
These findings illustrate the importance of provider awareness of the community’s traditions,
financial challenges, and preference for alternative approaches. This study adds to the limited
research on pediatric healthcare in OOM populations and gives useful ideas for how care can be
made more culturally responsive. Working with families in ways that respect their traditions,
expand local service options, and lower costs may help improve both trust and access to care.
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Appendix
Healthcare Preferences for Children Questionnaire

*Please respond and mail in the questionnaire in the envelope provided within 5 days.

Date: List the number of children in your family:

List the ages of the children in your family:

Please answer all questions to the best of your ability and elaborate as needed. Feel free to
write anywhere on these pages, including the back.

1. What is your knowledge of modern pediatric medicine?
[0 No knowledge

[ Limited knowledge
[J Extensive knowledge

2a. How many experiences have you had with modern pediatric medical care?

[0 No experiences
L1 Single experience
[0 Multiple experiences

2b. Were these experiences positive or negative?
[0 Positive
[0 Negative

[0 T have had no experiences with modern pediatric medical care
Please elaborate on your experience(s) below:

3. Do you think there is a need for increased access to modern pediatric medical care in
your community?

0 Yes
O No
O Ido not know

4. Do you wish you had easier access to modern pediatric medicine for your children?
[0 Yes, I wish for easier access
[0 No, I am content with how things are now

O Ido not know
If you chose “yes” above, please elaborate on how you wish for easier access

5. In what situation(s), if any, would you seek modern pediatric medical care for your
children?
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6a. Where would you go if you needed modern pediatric medical care outside of your
community?

6b. What makes this pediatric medical care preferable to you?

7. How common is it for a member of your community to seek external medical care for a
child?

0 Rarely

[0 Occasionally
[0 Frequently

O Ido not know

8a. Do you have any type of medical practitioners (of your people) in your community?
O Yes
0 No
O Ido not know

8b. What kind of services can medical practitioners in your community provide for children?
(Examples: Do they evaluate and recommend home remedies, recommend that you take the
child to a physician or specialist, or other?) Please explain below:

9. What kinds of child injuries/illnesses are common in your community?

10. What are common ways you treat children when they are i11?

11. What do you think keeps children healthy?

12. Is there anything else you would like to share with a modern pediatric healthcare
practitioner?
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	 Financial and logistical barriers further constrained access to care. Although most (55%, n = 22) families felt they had adequate access to medical care, many noted challenges related to cost and travel. Families preferred local care options within their county but often had to travel to neighboring counties or states for pediatric specialty services. Participants expressed a desire for improved local access to pediatric services such as circumcision, medication prescription, dental care, and casting for broken bones. They also stated that they would like to avoid going through the emergency room for these services, as it is “very costly for self-pay patients.” 
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	Cultural, Financial, and Logistical Barriers to Care. Participants described cultural disconnects centered around communication styles, differing expectations about parental authority, and perceived lack of understanding of community norms. Parents emphasized the importance of being listened to, respected as primary caregivers, and meaningfully involved in decision-making, including acknowledgment of traditional remedies and alternative treatment choices. One participant stated, “[W]hen I go to the hospital with [minor child/infant,] I fear having to deal with a doctor who respects the social services more than he respects me as the parent; so, I avoid hospitals as much as possible.” These concerns suggest that anticipated or perceived cultural insensitivity, whether intentional or not, may affect willingness to seek modern care even when prior medical experiences have been positive. 
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	effectiveness of modern pediatric medical care, particularly in emergency and specialty contexts, and reported largely positive interactions with providers. These findings are consistent with prior work showing that, while OOM families prefer traditional approaches, they value respectful and skilled modern care when needed (Main et al., 2020). 
	 Financial and logistical barriers to care remain a persistent issue. Many of these barriers mirror those experienced in rural communities more broadly, although OOM-specific cultural norms and practices add additional complexity to care-seeking decisions. While a little over half of families felt they had adequate access to care, others described significant challenges related to geographic distance, lack of local pediatric specialty services, and high costs associated with being self-pay patients. These findings are similar to previous literature noting that OOM families often face both logistical and financial barriers to care, particularly when living in rural settings (Main, 2010; Dabrowska-Miciula, 2007). Participants in this study emphasized the need for providers to understand the financial realities of uninsured patients and expressed a desire for payment plans or discounted self-pay options. Overall, this study highlights both the resilience of OOM families in using traditional remedies and the appreciation for modern care, when necessary, while underscoring the ongoing challenges of affordability, access, and cultural respect in healthcare delivery. 
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	 Though much of the literature, and this study, emphasize the responsibility of healthcare providers to engage in culturally responsive practice, families also assume a role in building effective healthcare relationships. Participants in this study described actively evaluating when to seek outside care, communicating their treatment preferences, and engaging with providers once care was accessed. This highlights that culturally effective pediatric healthcare is a shared process: providers must approach families with respect and cultural humility, and families contribute by expressing their concerns, values, and decision-making preferences. 
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	to respond may differ in healthcare experiences from those who did not. Because participants reported on all children, findings may be weighted toward larger families, which may also reflect older parents. Additionally, the results cannot be generalized to other OOM or Anabaptist communities, given variability in beliefs and practices across regions. To enhance trustworthiness, the team conducted member checks with the OOM community leaders. The researchers met with these community members to review and discuss the preliminary themes, and the leaders confirmed that the interpretations accurately reflected community experiences; however, further replication in diverse settings is warranted.  
	Conclusion 
	Conclusion 
	OOM parents place high importance on their children’s health and continue to rely on long-standing traditions of home-based and alternative treatments. Most families described their children as generally healthy, but dental, digestive, and behavioral concerns were common. Modern medical care was usually only sought when home remedies did not work. Decisions about seeking care were shaped by cultural values, distance to services, and the costs of being self-pay. These findings illustrate the importance of provider awareness of the community’s traditions, financial challenges, and preference for alternative approaches. This study adds to the limited research on pediatric healthcare in OOM populations and gives useful ideas for how care can be made more culturally responsive. Working with families in ways that respect their traditions, expand local service options, and lower costs may help improve both trust and access to care.  
	Healthcare providers serving OOM families should prioritize relationship-building, respect for traditional knowledge, and transparency in communication. Training in culturally responsive care, particularly regarding the integration of home remedies with modern treatments, may help reduce perceived barriers. Expanding mobile or outreach-based pediatric services could help address geographic and logistical challenges, especially for uninsured families. Future research should examine pediatric healthcare perspectives in other Anabaptist groups to identify both shared patterns and community-specific needs, informing tailored intervention strategies.  
	OOM parents place high importance on their children’s health and continue to rely on long-standing traditions of home-based and alternative treatments. Most families described their children as generally healthy, but dental, digestive, and behavioral concerns were common. Modern medical care was usually only sought when home remedies did not work. Decisions about seeking care were shaped by cultural values, distance to services, and the costs of being self-pay. These findings illustrate the importance of provider awareness of the community’s traditions, financial challenges, and preference for alternative approaches. This study adds to the limited research on pediatric healthcare in OOM populations and gives useful ideas for how care can be made more culturally responsive. Working with families in ways that respect their traditions, expand local service options, and lower costs may help improve both trust and access to care.  
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