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Mission of Indiana Minority Health Coalition  

 

 

To enhance the quality of life and eliminate health disparities among racial and ethnic minority 

populations in Indiana through advocacy, education, evaluation, research, policy, technical 

assistance and training. 

 

 

 

 

 

Goal of Indiana Minority Health Coalition  

 

 

To develop a broad-based, statewide network of community coalitions for the implementation of 

health promotion and disease prevention programming, for impact on health policy as it relates to 

black and minority populations, and to empower all people to better care for themselves and their 

families. 
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INTRODUCTION  

 

 

This report highlights the emergence and development of the Indiana Minority Health Coalition 

(IMHC) and the impact of its work to reduce minority health disparities in Indiana. According to 

the National Partnership for Action (NPA), health disparities are defined as ñthe persistent gaps 

between the health status of minorities and non-minorities in the United Statesò (NPA, 2010). It 

notes that progress has been made through IMHCôs partnerships with the Indiana Black 

Legislative Caucus, the Indiana State Department of Health, numerous statewide and local health 

partners, and local minority health coalitions and community based organizations.  However, the 

report also points out that the battle for health parity as envisioned by national and state health 

goals remains a work in progress. 

 

Each year, the United States spends more than $2.2 trillion on health care, which accounts for 

sixteen percent of the countryôs gross domestic product (Borger et al. 2006; Posal et al. 2007).  

Yet the U.S. ranks 37
th
 overall in health status (WHO, 2000). According to a study released by 

the Joint Center for Political and Economic Studies, health disparities among African Americans, 

Asians, and Hispanics account for 30.6 percent of the direct healthcare costs for services provided 

to from 2003 through 2006.  The costs were higher for these populations as they were more likely 

to be disadvantaged and have poor health status.  During this time, health disparities among 

African Americans accounted for $135.9 billion of direct healthcare costs, while health disparities 

accounted for $82 billion of direct healthcare costs among Hispanics and $11.4 billion among 

Asians in the United States (LaVeist et al. 2009). 

 

The report begins by recounting the Minority Health Initiativeôs history and funding.  In addition, 

it identifies the breadth and depth of IMHCôs health education, training and research and 

collaboration activities.  Next, the report discusses some of the complex factors that impede 

progress in the elimination of health disparities including the social determinants of health.  

Discussion of these factors is important to understand the context in which health gains have 

occurred while underscoring the continuing existence of significant societal barriers to greater 

success. 

 

Finally, consistent with the sense of optimism and hope that remains the driving force of all of 

IMHCôs work, new opportunities for funding and policy development that arise from the 

implementation of federal health reform is discussed. 

 

Threaded throughout the report is evidence that the stateôs investment in IMHC and its local 

minority health coalition and community based organization partners has leveraged the vision, 

leadership, focus, and in some instances, the financial support, of national, state and local 

organizations that value and choose to support IMHCôs work and that of its local partner network. 

 

Building relationships and leveraging the help of other organizations has been a core operating 

principle of IMHC since its founding.  These relationships reflect IMHCôs motto that ñMinority 

Health is Everybodyôs business.ò 

 

In summary, the report makes clear that IMHC and its local network have become an integral part 

of Indianaôs approach to minority health disparity elimination in particular, and public health in 

general.  It concludes that IMHC is and remains a vital force for assuring that community based 

leaders and consumers gain and continue to have a respected voice and a significant role in our 

stateôs strategy to address this important health concern. 
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HISTORY OF MINORITY HEALTH MOVEMENT  

 

 

Roots of Racial and Ethnic Disparities in Health Care 

In 1896 the treatise, ñRace Traits and Tendencies of the American Negroò, by Fredrick L. 

Hoffman, a statistician at Prudential Life Insurance was released.  It was Hoffmanôs contention 

that ñthe poor health status of African Americans was inherent susceptibility and racial 

inferiority.  ñIn 1906, W.E.B. DuBois stated that disparities were the result of the ñsocial 

condition and not from inherent racial traits.ò  In his report entitled, ñThe Health and Physique of 

the Negro Americanò he argued that ñwith improved sanitary conditions, improved education and 

better economic opportunities, the mortality of the race may and probably will steadily decrease 

until it becomes normal.ò 

 

For much of the twentieth century the color line in medicine was so rigidly drawn that hospitals 

and medical institutions could, and routinely did, exclude African Americans, which often had 

tragic consequences, as the November 1931 death of Juliette Derricotte, Dean of Women at Fisk 

University, vividly demonstrates (Crisis 1932; Lerner 1972: 384-396).  There were multiple 

protests and lawsuits against segregated hospitals.   

 

Federal Involvement 

Initially the lawsuits were successful in prohibiting segregation in hospitals receiving Hill-Burton 

funds.  With the passage of Medicare and Medicaid legislation in 1965, any hospital receiving 

Federal Funds could not segregate services. 

 

In 1990, the American Medical Association responded to the growing research on racial and 

ethnic disparities in treatment.  It contended that patient characteristics such as income, education, 

and cultural belief played probable roles in these disparities.  It recognized that ñdisparities in 

treatment decisions may reflect subconscious bias and prejudiceò (Council on Ethical and Judicial 

Affairs 1990: 2344-2346).  This was demonstrated in 1999 when the New England Journal of 

Medicine published an article from a team of researchers led by Dr. Kevin A. Schulman 

(Schulman et al. 1999). The study controlled for clinical presentations and symptoms, health 

insurance and employment of white males, white females, African American males, and African 

American females.  The ñpatientsò were asked by primary care physicians about the nature of 

their chest pain.  The study found that African Americans and women with chest pain had relative 

odds of referral for cardiac catherization that were 60 percent of the odds for whites and men.  

African American women faced the greatest disparity ï relative odds that were 40 percent of 

those for white men.  The researchers attributed the disparate care to ñsubconscious perceptions 

rather than deliberate actions or thoughtsò on the part of physicians (ibid.: 624). 

 

The Schulman study was released a year after Dr. David Satcher assumed the positions of U.S. 

surgeon general and assistant secretary of health.  During his tenure as the nationsô top public 

health and health policy adviser, Satcher once again pushed the issue of health disparities onto the 

nationôs health policy and research agenda.  His efforts led to the development of the Initiative to 

Eliminate Racial and Ethnic Disparities in Health and the inclusion of the elimination of health 

disparities as one of the two major objectives of Health People 2010 (U.S. Department of Health 

and Human Services 1998). 

 

In November 2000, President Bill Clinton signed the Minority Health and Health Disparities 

Research and Education Act of 2000 (Public Law 106-525).  One of its major provisions was the 

elevation of the NIH Office of Minority Health to the Center for Minority Health and Health 

Disparities.  African American political and medical leaders gathered bipartisan support, 
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including that of Senator Bill Frist of Tennessee, to push the legislation.  Frist, currently Senate 

majority leader, is a cardiothoracic surgeon who wields great influence on health policy issues.  

Frist agreed to support the legislation after provisions were included that would also cover poor 

white Americans.  Thus, the act was not just a minority health bill, but also one that recognized 

health disparities in white, economically disadvantaged Americans.   

 

Report of the Secretaryôs Task Force on Black and Minority Health 

The catalyst for initiating activities to address minority health status in Indiana and in other states 

was the release on October 16, 1985 of the Report of the Secretaryôs Task Force on Black and 

Minority Health.  The United States Department of Health and Human Services, Secretary, 

Margaret Heckler released this groundbreaking report (U.S. DHHS, 1985). Immediately 

following the release of the report, a national Office of Minority Health was created and Dr. 

Herbert Nickens was appointed as the Director of the Office of Minority Health. 

 

Although the report documented the overall improvement in the health of the American people, it 

found ña sad but significant fact; there was a continuing disparity in the burden of death 

and illness experienced by Blacks and other minority Americans as compared with our 

nationsô population as a wholeò
 
(U.S. DHHS, 1985). 

 

The report drew this conclusion after examining the effect of a broad range of behavioral, 

societal, and health care issues on minority health disparities.  It found that six (6) health 

conditions account for more than 80 percent of the ñexcessò deaths experienced by minority 

groups when compared to whites.  These conditions are cancer, heart disease and stroke, 

complications from diabetes, infant mortality, chemical dependency, and homicide and accidents. 

 

To address these concerns, the report articulated key principles to drive the nationôs response to 

the report: 

 

¶ Incorporate minority health into existing programs. 

¶ Press for greater public and private involvement in the common effort to eliminate health 

disparities. 

¶ Resolve unanswered questions through a concentrated program of research and data 

collection. 

¶ Seek new strategies to ameliorate health inequities. 

 

In view of these principles, the report made the following recommendations: 

 

¶ Increase health information and education outreach by linking federal and state efforts 

with minority communities through local leaders who could ñrepresent a powerful force 

for promoting acceptance and reinforcement of the central themes of health promotion 

messages.ò 

¶ Increase patient education by developing materials and programs responsive to minority 

needs and by improving provider awareness of minority cultural and language needs. 

¶ Improve the access, delivery and financing of health services to minority populations 

through increase efficiency and acceptability. 

¶ Develop strategies to improve the availability and accessibility of health professionals to 

minority communities. 

¶ Provide technical assistance and encourage efforts by local and community agencies to 

meet minority health needs. 
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¶ Improve the quality, availability and use of public health data pertaining to minority 

populations. 

¶ Adopt and support research to investigate factors affecting minority health, including 

risk-factor identification, education interventions, and prevention and treatment services. 

 

Based on the reportôs recommendations and call to action, Indiana responded. 

 

Indianaôs Involvement 

In early 1986, Indiana State Health Commissioner, Dr. Woodrow Myers, created a Black and 

Minority Health Advisory Committee.  The committee was responsible for advising the 

commissioner on minority health concerns and developing recommendations as to how the 

Indiana State Health Department might address these concerns. 

 

The Interagency State Council on Black Minority Health was created in the late 1987. The 

Council during its early years developed its capacity to carry out its main functions to: 

 

¶ Review and assess the health status of minority populations in the state. 

¶ Identify factors that impact minority health. 

¶ Make recommendations to the Governor and Legislature as to policies and initiatives that 

could improve minority health. 

 

Meanwhile, on the local level minority leaders began to convene consumers, religious leaders, 

health professionals and human service agency representatives to discuss minority health 

concerns.  It was apparent from the start that those involved in these early discussions had felt the 

health disparities articulated in Secretary Hecklerôs report.  Everyone knew someone or had a 

family member who experienced one of the health conditions that disproportionately affects 

minority populations.  Most also knew someone who had died prematurely. 

 

By 1990, seven coalitions had formed Lake County (Gary); Madison County (Anderson); Marion 

County (Indianapolis); St. Joseph County (South Bend); Tri-County [Clark, Floyd, and Harrison 

(Jeffersonville)]; Vanderburgh County (Evansville); Allen County (Ft. Wayne); Elkhart County 

(Elkhart); LaPorte County (Michigan City).  By 2009, there were 23 local minority health 

coalitions and affiliates serving 29 Indiana counties.  See Appendix 1 for map highlighting the 29 

counties; see Appendix 2 for the racial/ethnic breakdown in the counties. 

 

It is important to note that virtually all of the initial work of the early local minority health 

coalitions was carried out without the benefit of an office, staff or budget.  Local leaders secured 

in-kind support from churches and other community based organizations to get started, and 

therefore have remained rooted in the local communities that helped give them birth and have 

nurtured and supported them over the years. 

 

Formalization of the Process 

In Indiana, the decade saw the establishment of a statutory framework, direction and strategy to 

better address minority health disparities.  It also saw the development of a statewide and local 

infrastructure to reach and serve minority communities.   

 

The law further mandated that the Interagency State Council submit findings and 

recommendations to the General Assembly by November 1 of each year. 
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To better support the work of the Interagency Council and establish a focal point for minority 

health concerns, the Indiana State Department of Health created the Office for Special 

Populations (now the Office of Minority Health) in 1991.  This office was responsible for 

identifying and advocating the interest of populations at risk of poor health outcomes.  It also was 

responsible for working with and supporting the emerging volunteer-driven local minority health 

coalitions. 

 

In 1992, the Indiana Legislature adopted IC 16-46-6, which ratified legislation creating the 

Interagency State Council on Black and Minority Health.  The law mandated that the 21 member 

council carry out minority health surveillance activities, recommend preventive measures, and 

develop and implement a comprehensive plan to address health disparities.   

 

Development of Indiana Minority Health Coalition 

The local minority health leaders felt the state needed a ñunified voiceò to articulate and advocate 

local minority health concerns.  Therefore, in 1992, the initial  nine local minority health 

coalitions decided to create the Indiana Minority Health Coalition (IMHC).  With no funding 

to support its development, IMHC, like its local counterparts, operated with volunteers and in-

kind support in its early years. 

 

Consistent with the desire to be fully engaged in minority health progress, IMHCôs county 

minority health coalition network collaborated with the Indiana Black Legislative Caucus and the 

Indiana State Department of Health and community leaders and consumers to convene 

community level public hearings.  These events were very well attended in communities across 

the state to gather grass roots input into the development of a five-year strategic plan for minority 

health.   

 

After gathering significant public input and after the study of health disparity data, the 

Interagency State Council on Black and Minority Health on November 2, 1992 released a report 

entitled, Assessing Indianaôs Black and Minority Health Status:  Five Year Strategic Plan.  

The plan was submitted to the Governor and placed on the desk of every member of General 

Assembly during Organization Day for the 1993 legislative session. 

 

The 129-page plan observed, ñIf Indiana is to have an impact on minority health status, 

immediate concentration on the improvement of health status must be focused in the 11 

counties (Allen, Delaware, Elkhart, Grant, Lake LaPorte, Madison, Marion, St. Joseph, 

Vanderburgh and Vigo) targeted by the Indiana State Department of Health for minority 

health initiatives.ò  These counties matched the geographical presence of existing and emerging 

local minority health coalitions. 

 

Further Legislative Action 

Building on the progress of the past year, 1993 became the most significant year for setting the 

framework for advancing minority health in the state.   

 

The Indiana General Assembly enacted the Minority Health Initiatives, IC 16-46-11.  This 

groundbreaking legislation required the Indiana State Department of Health, among other 

provisions, to: 

 

¶ Develop and implement a state structure more conducive to addressing health disparities. 

¶ Fund minority health programs, research and other initiatives. 
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¶ Provide state support necessary to ensure the continued development of existing minority 

health coalitions and to develop coalitions in other areas targeted for minority health 

intervention. 

 

By this action, the General Assembly recognized and emphasized the important role of local 

minority health coalitions in addressing health disparities in the state.  The law also appropriated 

$500,000 beginning July 1, 1994 to carry out the purposes of the statute. 

 

Transformational Years for IMHC 

1994-1996 were transformational years for IMHC.  It moved from a grass roots volunteer 

organization to a more sustainable organization with secured funding and statewide partnerships.     

 

The following activities occurred during this time: 

 

¶ IMHC became incorporated and received tax-exempt status. 

¶ IMHC formalized its partnership with Indiana State Department of Health by co-

sponsoring the first, ñState of Black Indiana Address and Symposiumò.  The partnership 

also conducted focus groups in counties with high Black infant mortality rates. 

¶ IMHC received its first grant from the Health Foundation of Greater Indianapolis to hire 

a consultant to develop its structure. 

¶ IMHC received support from the Indiana Black Legislative Caucus and the State Health 

Commissioner to designate IMHC to become the lead entity to administer the Minority 

Health Initiative. 

¶ IMHC entered into a 2-year contract with ISDH to assist in carrying out the legislatively 

mandated Minority Health Initiative.   

 

Indiana State Health commissioner, Dr. John Bailey, with the support of the Indiana State 

Council on Black and Minority Health and the Indiana Black Legislative Caucus, designated 

IMHC to become the lead entity to administer the Minority Health Initiatives.  The goals were as 

follows: 

 

¶ Goal 1:  Educate policy makers and decision makers on current and/or potential impacts 

of administrative or legislative policies that affect the health and well-being of minority 

populations. 

¶ Goal 2: Increase awareness of the prevalence of health disparities and empower 

individuals and key stakeholders on ways to improve health and well-being, while 

assisting in the reduction of health disparities. 

¶ Goal 3: Increase the sustainability of programs and services that are culturally and 

linguistically appropriate for minority populations in Indiana. 

¶ Goal 4: Increase primary data collection, analysis, and interpretation used to provide 

ISDH, FSSA, and other key stakeholders technical assistance on health related issues 

encountered by minority populations in Indiana. 

¶ Goal 5: Engage and mobilize individuals and corporations in becoming active 

participants in the efforts to eliminate health disparities in Indiana. 

¶ Goal 6:  Increase the number of minorities interested in becoming a healthcare worker or 

health professional. 

 

Programs and Projects   

IMHC supports numerous program and projects that are offered throughout the state.  In order to 

effectively provide these programs, IMHC and its community partners collaboratively work 



Indiana Minority Health Coalition, Inc. 2011 Page 11 

 

together to assess, design, develop, implement and evaluate these programs that are culturally and 

linguistically appropriate for each minority group represented.  See Appendices 4 and 5 for 

detailed listings of the programs and projects. 

 

¶ IMHC has established multidisciplinary relationships with universities, state and local 

departments of health, and community-based organizations involved in research 

throughout the state to address the lack of racial ethnic specific data issues in Indiana.  

An example is the creation of the Racial and Ethnic Minority Epidemiology (REME) 

Center.        

¶ A planning committee was formed to design the infrastructure and establish the goals and 

objectives of the REME Center.  The mission of the REME Center is to ñserve as a 

centralized source for the collection and dissemination of information that will influence 

policy and provide directions for the enhancement of health activities targeting Indianaôs 

various racial and ethnic minority populations.ò 

¶ IMHC and its partners applied for funding through the Minority Smoking Prevention 

Initiative to develop the structure of the REME center.  IMHC received $500,000 funding 

from the Attorney Generalôs tobacco settlement fees to initiate a planning process to 

design the statewide REME center. 

 

In 1999, IMHC and its partners requested legislative action to create a line item in the state 

budget to allow dedicated funding for the continued development of the center and to support 

implementation of research initiatives.  The request was supported and the REME-center was 

provided funding in the state budget under Indiana Code. The Indiana General Assembly enacted 

Senate Bill 0108 and House Bill 1789 that awarded the REME Center $1,000,000.00 to do the 

following:   

 

¶ Provide operational support for the Minority Epidemiology Resource Center within 

IMHC. 

¶ Conduct research and provide health data concerning minority populations in Indiana. 

¶ Provide technical assistance to the Indiana State Department of Health and the Office of 

the Secretary of Family and Social Services to: 

o Address the elimination of health disparities among minorities; and  

o Evaluate health programs focused on minorities. 

 

Impact of the REME Center 

Since its inception, some of the research activities that the REME Center has conducted are as 

follows: 

 

¶ Collaborated with the Indiana University School of Medicine, (IUSM) Bowen Research 

Center and the local minority health coalitions to conduct community health needs 

assessment studies. 

¶ Established and maintained the Resource Center website to provide minority health 

information. 

¶ Collaborated with IUSM Bowen Research Center to develop the Indiana Minority Health 

Surveillance System (IMHSS). 

¶ Identified and collaborated with other community organizations to expand and fund 

services to minorities and counties not initially funded with minority health initiative 

dollars. 

¶ Collaborated with the Bowen Research Center do develop a tri-county community-based 

participatory research (CBPR) pilot project. 
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¶ Collaborated with the Indiana State Department of Health to expand the number of 

racial/ethnic minority participants in their Behavior Risk Factor Surveillance Survey. 

¶ Collaborated with minority coalitions and community organizations to conduct base line 

assessment of health literacy among racial and ethnic minorities in selected counties. 

¶ IMHC conducted an observational study of seatbelt use among minorities in selected 

Indiana Counties. 

¶ Provided program evaluation services and data collection training to the twenty-three 

coalitions and local affiliates; as well, as other community-based and faith-based 

organizations. 

 

Training and Technical Assistance 

During 2000 through 2002, IMHC was involved in the development of a training initiative, which 

provided capacity building, and culturally competency training to the local coalitions as well as 

other faith and community based organizations that provided health programming.  This training 

initiative was called the Community Capacity Building Technical Assistance and Training 

(CCBTAT) center.  Over the years, the CCBTAT center has provided technical assistance and 

training to organizations, which has allowed them to strengthen quality social support services 

and to implement appropriate and effective programming and sustainability.  From 2008 through 

2010, the training center reached seven hundred and forty-four individuals and provided technical 

assistance.  In addition, the CCBTAT Center has provided the following training: 

 

¶ Since 2003, provided cultural competency training to the Department of Mental Health 

and Addictions (community mental health centers). 

¶ Provided a one-time cultural competency training to ISDH and local health department 

staff throughout the state. 

¶ Provided cultural competency training to Indiana Poison Center staff focusing on 

assisting Latino consumers to access and utilize poison control services. 

 

Impact of Healthy People 2000 

In 1990, the federal government released Healthy People 2000, a strategic statement of national 

opportunities to tackle the most significant preventable threats to the nationôs health.  In 

providing this tool, the government encouraged federal, state, community and private sector 

partners to combine their efforts and work as a team to improve health. 

 

Most states, including Indiana, developed their own Healthy People plans.  Indianaôs plan was 

known as Healthy Hoosiers 2000.  While this plan focused on health prevention for the overall 

population, it contained neither a coherent strategy nor specific goals to reduce minority health 

disparities. 

 

Healthy People 2000 set three overarching health goals for the nation, one of which addressed 

health disparities.  The goals were: 

 

¶ Increase the years of healthy life for all Americans. 

¶ Reduce health disparities among Americans. 

¶ Achieve access to preventive services for all Americans. 

 

Healthy People 2000 also identified twenty-two areas of focus and set measurable objectives to 

monitor progress toward goals.  These focus areas remain familiar today as they are still the 

object of considerable effort for improvement.  These areas are: 1) Physical Activity and Fitness, 

2) Nutrition, 3) Tobacco, 4) Substance Abuse:  Alcohol and Other Drugs, 5) Family Planning; 6) 
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Mental Health and Mental Disorders, 7) Violent and Abusive Behavior, 8) Educational and 

Community-Based Programs, 9) Unintentional Injuries, 10) Occupational Safety and Health, 11) 

Environmental Health, 12) Food and Drug Safety, 13) Oral Health, 14) Maternal and Infant 

Health, 15) Heart Disease and Stroke, 16) Cancer, 17) Diabetes and Chronic Disabling 

Conditions, 18) HIV Infection, 19) Sexually Transmitted Diseases, 20) Immunization and 

Infectious Diseases, 12) Clinical Preventive Services, and 22) Surveillance and Data Systems. 

 

Progress 

By 2000, after ten years of effort, the nation did indeed make progress toward improved health 

not only for minority populations, but also for the overall population, yet it is important to note 

that our national health disparity goals only called for health disparity reduction ï not elimination.  

Therefore, even with the health gains made during the decade, minority populations continued to 

disproportionately suffer alarming ñexcessò death and disability compared to whites. 

 

National Exposure for IMHC 

From 2003 to 2010, IMHC elevated its exposure to the national level.  The organization is 

requested on a regular basis to provide input on national level policies that could impact on health 

disparities.  IMHC was requested to host along with the Indiana State Department of Health a 

regional research conference in May 2010 as well as to provide the evaluative report and 

recommendations for a regional research project.  The organization with the Indiana State 

Department of Health was instrumental in the launch of the National Office of Minority Health 

Public Private Partnership launch in 2006.  During this same period, the organization expanded 

into twenty-nine Indiana counties. 
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HEALTH DISPA RITIES  

 

 

The focus on eliminating health disparities is both national and state. The national focus on the 

elimination of health disparities is noted in the overarching goals of the Healthy People 2010 and 

Healthy People 2020.  IMHC offers a state level focus on eliminating health disparities.  This 

executive summary will focus on Indiana only. 

  

Health Disparities in the United States 

 

Racial and ethnic minority populations experience health disparities in death, disease, preventive 

services and health care (CDC, 2009).  Specific examples of health disparities among racial and 

ethnic minority populations in the U.S. are indicated below. 

 

Health Disparities In Death 

 

¶ Accident, diabetes, homicide, and suicide death rates among American Indian/Alaska 

Natives are higher than other populations. 

¶ Cancer is the leading cause of death for Asian/Pacific Islanders. 

¶ Stroke death rates among Blacks are higher than all other populations, 

¶ Diabetes deaths among Hispanics are 50% higher than White, Non-Hispanics. 

 

Health Disparities In Disease 

 

¶ Diabetes is nearly three times higher among American Indian/Alaska Natives compared 

to Whites. 

¶ Asian/Pacific Islander women are nearly three times as likely to have stomach cancer 

compared to White women. 

¶ Blacks are twice as likely to have hepatitis compared to Whites. 

¶ Cervical cancer is 152% higher among Hispanic women compared to White, Non-

Hispanic women. 

 

Health Disparities In Preventive Care 

 

¶ Fewer American Indiana/Alaska Native elders received the pneumonia vaccine compared 

to Whites (44% vs. 61%). 

¶ Fewer Asian elders received the pneumonia vaccine compared to Whites (47% vs. 65%). 

¶ Fewer Black elders received the flu vaccine compared to Whites (49% vs. 67%). 

¶ Fewer Hispanic elders received the flu vaccine compared to Whites (45% vs. 67%). 

 

Health Disparities In Health Care 

 

¶ Blacks received significantly less treatment for all types of cancer compared to Whites. 

¶ Blacks with chronic pain received less medication for pain management compared to 

Whites. 

¶ Blacks with high blood pressure are hospitalized nearly five times more often than 

Whites. 

¶ Hispanics with high blood pressure are hospitalized nearly twice as often as Whites. 

 

 



Indiana Minority Health Coalition, Inc. 2011 Page 15 

 

Health Disparities in Indiana 

 

Current information available from the Indiana State Department of Health demonstrates that 

minority populations in Indiana experience health disparities (ISDH, 2003). Disparities are noted 

in the death, disease conditions, and health care.  At this time, there is limited information is 

available for American Indian/Alaska Native and Asian/Pacific Islander populations in Indiana. 

 

Health Disparities in Death 

 

¶ Blacks are more than twice as likely to die from diabetes, as compared to Whites. 

¶ Stroke deaths among Blacks are 1.4 times higher as compared to Whites. 

¶ Asian/Pacific Islanders are almost twice as likely to die from stomach cancer compared 

to Whites. 

¶ Cancer and heart disease deaths among Blacks are 1.2 times higher as compared to 

Whites. 

¶ Infant mortality rates for Blacks are nearly three times higher as compared to Whites. 

 

From 1990 through 2007, heart disease and cancer consistently remained the top two causes of 

death, while the third, fourth and fifth leading cause of death varied by racial/ethnic groups.  

Stroke was the third leading cause of death among Blacks/African Americans over this period, 

while it was the fourth leading cause of death among Asian/Pacific Islanders, and the fourth and 

fifth leading cause of death among Hispanic/Latinos, and the third and fourth leading cause of 

death among Whites. 

 

Diabetes was the third leading cause of death among American Indiana/Alaska Natives in 2007, 

the fourth leading causes of death for Blacks/African Americans in 2000 and 2007.  Accidents 

were the third leading cause of death among Asian/Pacific Islanders and Hispanic/Latinos in 2000 

and 2007, the fourth leading cause of death among American Indiana/Alaska Natives in 2007, and 

the fifth leading cause of death among Blacks/African Americans in 1990.  Homicide was the 

fourth leading cause of death in 1990, but was the fifth leading cause Blacks/African Americans 

death in 2000 and 2007. 

 

Trends in Causes of Death 

Frequently, there is limited or no data available for American Indiana/Alaska Natives, 

Asian/Pacific Islanders and Hispanic/Latino populations.  This data limitation is due to the small 

numbers and potential inaccuracies in racial/ethnic data collection. 

 

Based on the available data, death rates for Hispanic/Latino populations are noted at times to be 

lower than other populations.  This is observed in Indiana and across the nation despite increased 

prevalence of diabetes and obesity, lower socioeconomic status and barriers to health care.  

Researchers have labeled this phenomenon as the ñHispanic Paradoxò (Lerman-Garber et al. 

2004). It is theorized that this paradox may be more due to limited accuracy in reporting, 

migratory factors, and under-reporting of Hispanic/Latino deaths than better overall health.   

 

The overall trends from 1995 to 2007 demonstrate a decrease in the death rate among Hoosiers 

for all causes and selected conditions, but the gap between minority populations and non-

minorities continues. Fluctuations and low rates for American Indian/Alaska Native, 

Asian/Pacific Islander and Hispanic/Latino populations may be due to small numbers and 

potential inaccuracies in racial/ethnic data collection. 
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Health Disparities In Cause of Death 

 

¶ From 1995 to 2007, deaths attributed to heart disease have decreased for all populations, 

but the racial/ethnic gap persists. 

¶ From 1995 to 2007, deaths attributed to cancer have decreased for all populations, but 

deaths among Black/African Americans continue to be higher than all other populations, 

and the racial/ethnic gap persists. 

¶ From 1995 to 2007, deaths attributed to strokes have decreased for all populations, but 

deaths among black/African Americans continue to be higher than all other populations, 

and the racial/ethnic gap persists.  

¶ From 1995 to 2007, deaths attributed to diabetes have decreased for all populations, but 

deaths among Black/African Americans continue to be higher than all other populations, 

and the racial/ethnic gap persists.  

¶ From 1995 to 2007, infant deaths have demonstrated a general downward trend for 

Black/African Americans and Whites, but the racial/ethnic gap persists.  Infant mortality 

for Hispanic/Latinos have fluctuated.   

 

Health Disparities In Disease 

 

¶ In 2009, a larger portion of Black, Non-Hispanic adults (22.4%) and Hispanic adults 

(24.4%) reported fair or poor health compared to White, Non-Hispanics (15.2%). 

¶ In 2009, a larger portion of Black, Non-Hispanic Adults (15.3%) reported that had been 

told by a health care provider that they had asthma compared to White, Non-Hispanics 

(13.1%). 

¶ In 2009, a larger portion of Black, Non-Hispanic adults (13.9%) reported that had been 

told by a health care provider that they had diabetes compared to White, Non-Hispanics 

(9.1%). 

¶ In 2009, a larger portion of Black, Non-Hispanic adults (35.5%) and Hispanic adults 

(24.4%) reported that had been told by a health care provider that they had high blood 

pressure compared to White, Non-Hispanics (31.8%). 

¶ In 2009, a larger portion of Black, Non-Hispanic adults (35.5%) and Hispanic adults 

(24.4%) reported that had been told by a health care provider that they had high blood 

pressure compared to White, Non-Hispanics (31.8%). 

¶ In 2009, Black, Non-Hispanic adults (34.5%) and Hispanic adults (32.2%) were more 

likely to be obese than White, Non-Hispanic (29.8%). 

 

Health Disparities In Preventive Care 

 

¶ In 2008, a smaller portion of Hispanic adults fifty  years and older (4.6%) reported that 

they had received a blood stool test compared to White, Non-Hispanics (18.1%). 

¶ In 2009, a smaller portion of Black, Non-Hispanic adults (26.2%) and Hispanic adults 

(22.9 %) reported that they had received flu vaccine compared to White, Non-Hispanics 

(38.5 %). 

¶ In 2009, a smaller portion of Black, Non-Hispanic adults (26.2 %) and Hispanic adults 

(22.9%) reported that they had received pneumonia vaccine compared to White, Non-

Hispanics (38.5 %). 
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Factors that Contribute to Health Disparities 

 

A broad range of factors has been identified as contributing to health disparities.  These factors 

include inequities in resources, inequities in risk, and inequities in access to care.  There are 

multiple layers within these contributing factors can be described as individual, neighborhood, 

health care systems, health care delivery, and societal factors.  Details for the contributing factor 

are as follows: 

 

¶ Individual factors contribute to health disparities: educational attainment; 

employment/occupation; income and; lifestyle/behavior. 

¶ Neighborhood factors contribute to health disparities:  access to food; housing; safety; 

transportation; recreational amenities; environment and; schools and, businesses. 

¶ Health care factors contribute to health disparities: cultural beliefs and practices; 

eligibility; insurance coverage; language barriers; money for expenses; transportation 

available; trust; health care workforce diversity; health literacy; providers located in area 

and; regular health care provider. 

¶ Health care delivery factors contribute to health disparities: insurance coverage of care; 

cultural competence of providers; communication between patient and provider; diseases 

more likely to impact certain populations; personal preference and adherence; appropriate 

and effective care; Workforce diversity and; language and cultural barriers. 

¶ Societal factors contribute to health disparities: discrimination; prejudice; racism and; 

stereotyping. 
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SOCIAL DETERMINANTS OF HEALTH  

 

 

The World health Organization (WHO) defines the social determinants of health (SDOH) as the 

circumstances in which people are born; grow up, live, work and age, and the systems put in 

place to deal with illness.  These circumstances are shaped by a wider set of forces that include 

economics, social policies, and politics (WHO, 2011). 

 

The Social factors that contribute to the overall health of communities and individuals include: 

 

Socioeconomic status factors include: 

 

¶ Transportation. 

¶ Housing. 

¶ Access to services. 

¶ Discrimination by social grouping. 

¶ Social or environmental stressors. 

 

Additional social factors that have been noted to have an impact on health include: 

 

¶ Unequal distribution of wealth and economic opportunities. 

¶ National debt overshadows economic productivity. 

¶ Family incomes sink further and further below the poverty line. 

¶ Gender bias. 

¶ Unequal power sharing. 

 

The SDOH have been associated with health disparities particularly among minority populations.  

The factors that contribute to health disparities are detailed in the health disparities section that 

follows.   

 

Health Care Delivery 

 

Inadequate Health Care Services 

 

The adequacy of the health care delivery system exerts a huge impact on the health of minority 

populations in Indiana.  The federal government identifies inadequacies in the health care 

delivery system and works to alleviate problems by funding services in areas determined to be in 

need of assistance. 

 

The Health Resources and Services Administration (HRSA) is the federal agency charged with 

the task of determining the areas of need and coordinating funding for services.  HRSA 

determines the areas of need through the application of specific criteria to decide whether a 

geographic area, population group, or facility is a Medically Underserved Area (MUA), 

Medically Underserved Population (MUP) or a Health Professional Shortage Area (HPSA) 

(HRSA, 2010). 

 

HRSA utilizes the Index of Medical Underservice (IMU) to obtain a shortage designation score 

for the area.  The IMU scale ranges from 10 to 100, where zero represents completely 

underserved and 100 represents the best served or least underserved.  Under the established 
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criteria, each service area found to have an IMU score of 62.0 or less qualifies for designation as 

MUA. 

 

An MUA is defined as a whole county or group of contiguous counties, a group of county or civil 

divisions, or a group of urban census tracts in which residents have a shortage of personal health 

services.  A MUP may include a group of persons who face economic, cultural or linguistic 

barriers to health care.  MUA and MUP have been determined to have an inadequate number of 

primary care providers for the population in need; high rates of infant mortality; high poverty 

levels; and/or a large elderly population.  Those populations designated as a MUP at the request 

of a State Governor, based on documented unusual local conditions and barriers to accessing 

personal health service, are labeled as GOV-MUP. 

 

HPSA, a shortage of primary medical care, dental, or mental health providers, may be geographic 

(a county or service area), demographic (low-income population) or institutional (comprehensive 

health center, federally qualified health center or other public facility). 

 

Impact on Counties Served by the Minority Health Initiative 

 

Medically Underserved Areas or Medically Underserved Populations 

 

Twenty-one of the twenty-nine counties served by the Minority Health Initiative have been 

designated as MUA/Ps.  Marion was the first affiliate county to be designated as medically 

underserved (1982), followed by Howard and St. Joseph in 1984.  Between 1992 and 1996, 

twelve more affiliate counties were designated as medically underserved.  Miami was the last 

affiliate county to receive that status. 

 

Health Professional Shortage Areas 

 

Twenty-two of the twenty-nine counties served by the Minority Health Initiative have been 

designated as HPSA.  Fourteen of the affiliate counties that are designated as primary medical 

care shortage areas.  Thirteen of the affiliate counties are designated as mental health provider 

shortage areas.  While ten of the affiliate counties are designated as dental health provider 

shortage areas.  See Appendix 3 in the full report for a detailed list of affiliate counties with 

designated health professional shortage areas. 

 

These categories of shortage designations include geographic area (GA), low-income population 

(LIP), homeless population (HP), correctional facility (CF), or medical facility (MF).   

 

Mental Health Services 

The Department of Mental Health and Addictions (DMHA) at the Indiana Family and Social 

Services Administration (FSSA) provides mental health services to Indiana residents through the 

Hoosier Assurance Plan (HAP).  Eligibility for HAP is based on an income less than 200% of the 

Federal Poverty Line.  The following information reflects only the portion of residents eligible for 

mental health services through HAP, and not all residents who received mental health or 

addiction services. 

 

While mental health disorders affect a wide range of the population, the main burden of the 

disorders falls on a smaller portion of the population.  In Indiana, it is estimated that the 

prevalence of serious mental illness among adults is 5.4% of the population of adults.  The 

prevalence of serious emotional disturbance among youth is 6.0% of children 9 to 17 years of 

age.  The adult portion of this population is labeled as having Serious Mental Illness (SMI), while 
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the children are labeled as having Serious Emotional Distress (SED).  Data for SED is usually 

only collected for children between the ages of 9 and 17. 

 

The percent of eligible adults with SMI in Indiana who were served by the DMHA demonstrated 

an overall decline with 63.6% of the population served in 2001, while only 54.7% were served in 

2008.  During this same period, the percent of eligible youth with SED rose and fell, but resulted 

in an overall in increase from 2001 (51.3%) to 2008 (66.2%).  The portion of individuals with co-

occurring disorder decreased from 51.7% in 2003 to 39.5% in 2008.  Finally, the portion of adults 

with chronic addiction who were served ranged from 21.1% in 2001 to as high as 38.0% in 2004.  

Based on this information, consistently smaller portions of adults with chronic addiction were 

served by DMHA compared to individuals with SMI, SED, and co-occurring disorder. 

 

County Health Rankings  

 

In 2011, County Health Rankings were released for all fifty  states in the nation as part of the 

Mobilizing Action Toward Community Health (MATCH) project. The Robert Wood Johnson 

Foundation and the University of Wisconsin Population Health Institute are collaborators on this 

project to develop and release these health rankings (UWPHI, 2011). 

 

The County Health Rankings rank the counties in each state based on health outcomes and health 

factors.  Health outcomes reflect the most recently available information on the illness 

(morbidity) and deaths (mortality) among the total population in the county.  The health factors 

reveal details on health behavior, clinical care, social and economic factors, and physical 

environment.  These rankings provide county level information that can inform and assist 

decision-making among a variety of stakeholders including county representatives, educational 

officials, governmental officials, and health field professionals.   

 

The MATCH project provides the ranking scores for all ninety-two counties in Indiana.  County 

scores for each measure are determined based on the available information and weighting factors.  

The ranking scores for Indiana counties range from one to ninety-two where one out of ninety-

two indicates the best and ninety-two out of ninety-two indicates the worst of an overall or 

specific health measure.  In general, counties with better health measures tend to have populations 

with higher incomes and educational attainment, but rankings may vary widely within a county 

on the specific health measures offering insight into areas for improvement. 

 

Ranking results for the twenty-nine selected counties served by the Minority Health Initiative 

reveals that there are disparities in health outcomes and health factors.  See Appendix 4 in full 

report for a glossary of the terms for each of the measures evaluated in the ranking process.   

 

For Overall Health Outcomes, fourteen of the twenty-nine selected counties receiving Minority 

Health Initiative funding rank in the lower half (47 to 84 out of 92) of the county state rankings   

These counties include Clinton, Cass, Clark, Vigo, LaPorte, Howard, Jefferson, Wayne, Madison, 

Vanderburgh, Marion, Delaware, Grant  and Lake. 

 

For Mortality , fifteen of the twenty-nine selected counties receiving Minority Health Initiative 

funding rank in the lower half (47 to 85 out of 92) of the county state rankings.   These counties 

include Bartholomew, Clinton, Cass, Clark, Jefferson, Vigo, Madison, Vanderburgh, Howard, 

LaPorte, Wayne, Grant, Delaware, Marion, and Lake. 

 

For Morbidity , fourteen of the twenty-nine selected counties receiving Minority Health Initiative 

funding rank in the lower half (47 to 85 out of 92) of the county state rankings.   These counties 
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include Cass, Clark, LaPorte, Howard, Floyd, Vigo, Wayne, Marion, Lake, Jefferson, Delaware, 

Grant, Madison and Vanderburgh. 

 

For Overall Health Factors, thirteen of the twenty-nine selected counties receiving Minority 

Health Initiative funding rank in the lower half (53 to 92 out of 92) of the county state rankings   

These counties include Cass, Howard, Clark, LaPorte, Grant, Wayne, Vigo, Elkhart, Noble, 

Jefferson, Madison, Marion and Lake. 

 

For Health Behaviors, fourteen of the twenty-nine selected counties receiving Minority Health 

Initiative funding rank in the lower half (47 to 91 out of 92) of the county state rankings.   These 

counties include Porter, Noble, Bartholomew, LaPorte, Allen, Floyd, Howard, Delaware, Clark, 

Vigo, Marion, Jefferson, Lake and Madison. 

 

For Clinical Care, seven of the twenty-nine selected counties receiving Minority Health 

Initiative funding rank in the lower half (47 to 84 out of 92) of the county state rankings.   These 

counties include Jefferson, Clinton, Porter, Monroe, Tippecanoe, Lake and Noble. 

 

For Social and Economic Factors, seventeen of the twenty-nine selected counties receiving 

Minority Health Initiative funding rank in the lower half (49 to 92 out of 92) of the county state 

rankings.   These counties include Allen, Vanderburgh, Cass, Clinton, Delaware, St. Joseph, 

Jefferson, Madison, LaPorte, Vigo, Noble, Howard, Grant, Wayne, Marion, Elkhart and Lake. 

 

For Physical Environment, twelve of the twenty-nine selected counties receiving Minority 

Health Initiative funding rank in the lower half (49 to 92 out of 92) of the county state rankings.   

These counties include LaPorte, Lake, Kosciusko, Elkhart, Noble, Vanderburgh, Clinton, Cass, 

Floyd, Johnson, Marion and Clark. 

 

Insurance Coverage 

 

According to the 2009 American Community Survey, 14.3% of the population in Indiana is 

uninsured, which is similar to the 15.1% uninsured in the nation (Census, 2009). There are 

racial/ethnic disparities among the uninsured in Indiana, where minority populations are more 

likely to be uninsured than non-minorities. 

 

In Indiana, the population with the highest uninsured rate was the Hispanic/Latino population 

(30.2%); followed by Black/African Americans (19.6%), Asian/Pacific Islanders (18.6%) and 

Whites (13.1%).  There was no information available in the 2009 American community Survey 

for the insurance status of American Indian/Alaska Native population in Indiana. 

 

Impact on Counties Served by the Minority Health Initiative 

The county rate of uninsured was higher than the uninsured rate in Indiana in seven of the twenty-

nine counties served by the Minority Health Initiative with the highest county level of uninsured 

in Elkhart County (19.9%).  These counties included Elkhart, Grant, Kosciusko, LaPorte, Marion, 

Miami and Wayne.  See Appendix 6 in the full report for the detailed list of uninsured rates by 

race/ethnicity among affiliate counties. 

 

Eight of the twenty-nine counties served by the Minority Health Initiative have uninsured rates 

among Hispanic/Latino population that ishigher than overall rate among the Hispanic/Latino 

populations in Indiana.  These counties included Bartholomew, Clark, Delaware, Elkhart, 

Johnson, Marion, Tippecanoe, and Vigo. 
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Seven of the twenty-nine counties served by the Minority Health Initiative have uninsured rates 

among Black/African American  population that is higher than overall rate among the 

Black/African American populations in Indiana.  These counties included Hendricks, Howard, 

Madison, Monroe, St. Joseph, Vigo and Wayne. 

 

Three of the twenty-nine counties served by the Minority Health Initiative have uninsured rates 

among Asian/Pacific Islander population that is higher than overall rate among the 

Asian/Pacific Islander populations in Indiana.  These counties included Allen, Hamilton, and 

Johnson. 

 

There was no information available in the 2009 American Community Survey for the 

insurance status of American Indian/Alaska Native population in Indiana. 

 

Diversity of Population  

 

The population of Indiana has changed over the past several years.  In, 1990 the United States 

Census Bureau reported that one out of ten Hoosiers were racial/ethnic minorities (10.2%) with 

Black/African African residents (7.7%) as the largest group (Census 1990; Census 2000; Census 

2010). 

 

The portion of racial/ethnic minorities increased over the next decade to 13% of the population 

per the 2000 census.  The racial/ethnic diversity in the Indiana has continued to change with 2010 

population indicating the approximately 17% (16.8%) of the population are estimated to be 

minorities. 

 

The figures below illustrate an increase in the portion of the racial/ethnic minority populations in 

Indiana.  The greatest increase in proportion of the population has occurred in the 

Hispanic/Latino population with an increase from 1.7% in 1990 to 6.0% in 2010, though 

increases are noted among all minority groups. 

 

Minority populations live in all of the ninety-two Indiana counties, but there are twenty-nine 

counties that have been identified as having over 94% of the racial/ethnic minorities in Indiana.  

These counties are located in all regions of the state that include the major urban areas of 

Indianapolis, Gary, Fort Wayne, South Bend, and Evansville.  There are several rural counties 

included in the twenty-nine selected counties.  See Appendix 2 for a detailed listing of 

racial/ethnic minorities for these selected counties in Indiana. 
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FUNDING FOR PROGRAMS TARGETING HEALTH DISPARITIES  

 

 

Federal Funding in Indiana 

 

According to the United Health Foundation, public health funding for the State of Indiana and the 

United States has declined from 2002 to 2010 (UHF 2002-2010).  In 2002, Indiana received 

public health funding of $135 per person, but this funding has steadily declined to $39 per person 

in 2010.  The lowest level of public health funding occurred in 2008 when public health funding 

per person was $33 per person. 

 

In 2002, the amount of public health funding per person in Indiana was the same as the funding in 

the United States ($135 per person).  In 2010, the amount of public health funding per person in 

Indiana ($39 per person) is significantly less than the United States ($94). 

 

Compared to other states in the nation, Indiana has fallen in the overall ranking of public health 

funding from nineteen out of fifty in 2002, to 50 out of 50 in 2008, to 49 out of 50 in 2009 and 

2010.  From 2000 through 2009, Indiana received $640,432,543 in federal funding.  The majority 

of this funding ($634,133,017) was distributed to counties that also received Minority Health 

Initiative funding. 

 

During this time, twenty-one of the twenty-nine counties served by the Minority Health Initiative 

received federal dollars.  These counties that had received federally funded included Allen, 

Bartholomew, Cass, Clark, Delaware, Elkhart, Grant, Howard, Johnson, Lake, LaPorte, Madison, 

Marion, Marshall, Monroe, Porter, St. Joseph, Tippecanoe, Vigo and Wayne.  The amount of the 

funding varied, and counties did not receive funding each year during this time.   

 

State Funding in Indiana 

 

Indiana has funded the Minority Health Initiative (MHI) since 1995.  MHI was initially funded 

during the fiscal year 1995-1996 for a contract amount of $573,965.  In 1997-1998, the contract 

was written for $1,081,713.   The next significant increase occurred during the 2001-2002 fiscal 

year when the contract was written for $2,044,129.  The contract was $2,940,000 during fiscal 

years 2007-2008, 2008-2009, and 2009-1010. 

 

The REME Center was funded during the 2003-2004 state fiscal year for the contract of 

$500,000.  In 2007-2008, the funding increased with the contract was written for $735,000.   The 

Epidemiology funding has remained at this level through fiscal year 2008-2009 and 2009-2010. 
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SUMMARY  

 

 

There are multiple factors that contribute to ethnic and racial health disparities, including social 

determinates of health, bias, and the need for cultural competency of health professionals. The 

report demonstrates that IMHC and its local network have become an integral part of Indianaôs 

approach to minority health disparity elimination in particular, and public health in general.   

 

 

Recommendations to Eliminate Health Disparities 

 

Several recommendations have been determined to be helpful in eliminating health disparities.  In 

the 2004 release of Unequal Treatment, the Institute of Medicineôs (IOM) provides a roadmap to 

eliminate health disparities.  The National Partnership for Action recently released a detailed 

action plan on the elimination of health disparities (NPA 2010).  An overview of these 

suggestions is summarized below. 

 

¶ Increase awareness of health disparities.  

¶ Collect race ethnicity data in a standardized manner.  

¶ Evaluate programs designed to reduce health disparities. 

¶ Establish benchmarks for cultural and linguistic competency in healthcare services.  

¶ Increase diversity of healthcare workforce with more racial and ethnic minorities. 

¶ Institute and improve offices of minority health within state governments. 

¶ Increase access to healthcare services. 

¶ Engage key stakeholders in minority health endeavor. 

¶ Increase access to care. 

¶ Expand insurance coverage. 

¶ Eliminate the shortage of dental, medical and mental health provides.  

¶ Enhance public health funding. 

 

 

IMHC is and remains a vital force for assuring that community based leaders and consumers gain 

and continue to have a respected voice and a significant role in our stateôs strategy to address this  

important health issue. 
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Appendix 1 

 

Map Highlighting Counties Served by Coalitions 
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Appendix 2  

 

Racial and Ethnic Distribution by Selected Counties 

 
 

County Name  

African 

American / 

Black, Non-

Hispanic 

American 

Indian/ 

Alaska 

Native, 

Non-

Hispanic 

Asian, Non-

Hispanic 

Native 

Hawaiian/ 

Other 

Pacific 

Islander, 

Non-

Hispanic 

Hispanic/ 

Latino 

Total 

Minority 

Population  

Total 

Population 

Overall 

1 Marion  238,454 1,954 18,119 333 84,466 343,326 903,393 

2 Lake  125,506 913 5,981 63 82,663 215,126 496,005 

3 Allen  40,998 987 9,611 119 23,093 74,808 355,329 

4 St. Joseph  33,407 791 4,985 180 19,395 58,758 266,931 

5 Elkhart  10,989 434 1,879 60 27,886 41,248 197,559 

6 Hamilton  9,395 437 13,122 72 9,426 32,452 274,569 

7 Tippecanoe  6,731 349 10,679 41 12,947 30,747 172,780 

8 Vanderburgh  16,228 345 1,986 89 3,873 22,521 179,703 

9 Porter  4,649 349 1,960 31 13,933 20,922 164,343 

10 LaPorte  11,835 246 570 13 6,093 18,757 111,497 

11 Monroe  4,363 288 7,190 56 4,029 15,926 137,974 

12 Madison  10,887 253 547 41 4,189 15,917 131,636 

13 Hendricks  6,988 231 2,984 47 4,379 14,629 145,448 

14 Clark  7,541 255 858 43 5,350 14,047 110,232 

15 Vigo  7,371 321 1,777 32 2,469 11,970 107,848 

16 Delaware  8,051 255 1,128 56 2,088 11,578 117,674 

17 Bartholomew  1,360 145 2,622 37 4,762 8,926 76,794 

18 Johnson  1,536 252 2,716 46 4,270 8,820 139,654 

19 Howard  5,585 246 737 13 2,203 8,784 82,752 

20 Grant  4,805 218 408 14 2,517 7,962 70,061 

21 Kosciusko  542 178 642 19 5,634 7,015 77,358 

22 Floyd  3,822 146 694 16 1,972 6,650 74,578 

23 Cass  519 100 407 3 4,897 5,926 38,966 

24 Wayne  3,349 140 522 44 1,804 5,859 68,917 

25 Noble  170 90 174 5 4,567 5,006 47,536 

26 Clinton  138 44 65 3 4,395 4,645 33,224 

27 Marshall  196 80 210 2 3,971 4,459 47,051 

28 Hancock  1,420 136 554 14 1,216 3,340 70,002 

29 Jackson  265 82 356 18 2,410 3,131 42,376 

 
Indiana  582,140 14,165 101,444 1,853 389,707 1,089,309 6,483,802 

Source:  U.S. 2010 Census; retrieved from www.census.gov  

Note: The 29 counties listed represent 94% (n=1,023.255) of the Racial/Ethnic Minorities in Indiana, ranked by total 

minority population in the county from 1 to 29 
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