February 2016

Improving Community Health Through Policy Research

16-H72

Behavioral Health Disparities in Indiana
INTRODUCTION
The burden of illness, premature death, and disability is distributed unequally throughout the nation, leading to vast differences in health status or outcomes between specific groups.
Such health disparities are persistent and occur across a wide
range of physical and behavioral conditions.1
The focus of this issue brief is on behavioral health
disparities in Indiana. First, we discuss health disparities in
general and how they affect vulnerable or minority populations. We then provide an overview of specific behavioral
health disparities—i.e., disparities related to mental health and
substance use. Data on these indicators, especially at the statelevel, are limited, but we included national and Indiana-specific information whenever possible. In the last section of this
brief, we suggest strategies for Indiana policymakers and the
prevention community to reduce behavioral health disparities
and promote equity within our state.   
HEALTH DISPARITIES
Health disparities denote differences in health status or outcomes among certain segments of the population. The U.S.
Department of Health and Human Services employs various
initiatives designed to eliminate disparities, achieve health
equity, and improve the health of all groups in the nation.2,3
In its Healthy People 2020 initiative, the U.S. Department of
Health and Human Services4 defines health disparity as:
“A particular type of health difference that is closely
linked with social, economic, and/or environmental disadvantage. Health disparities adversely affect groups of
people who have systematically experienced greater social or economic obstacles to health based on their racial
or ethnic group; religion; socioeconomic status; gender;
mental health; cognitive, sensory, or physical disability;
sexual orientation or gender identity; geographic location; or other characteristics historically linked to discrimination or exclusion.”
Carter-Pokras and Baquet (2002) suggest viewing health
disparities as a “chain of events” indicated by: a difference
in environment; access to, utilization of, and quality of care;

KEY POINTS
• The burden of illness, premature death, and disability
is not distributed equally throughout the nation or our
state.
• Behavioral health disparities refer to differences in mental health or substance use status or outcome in specific
subpopulations.
• Certain racial and ethnic groups; lesbian, gay, bisexual,
transgender, and questioning (LGBTQ) populations;
people with disabilities; and transition-age youth and
young adults experience high rates of health disparities.
• Based on available sources, we found that behavioral
health disparities were evident among minority populations in Indiana and low-income Hoosiers were particularly impacted.
• Disproportionately high prevalence rates among minority populations were found in Indiana for:
o Lifetime depressive disorder
o Current smoking  
o No healthcare coverage
o Couldn’t afford to see a doctor
• Policy recommendations to reduce behavioral health
disparities and promote equity among all Hoosiers: (1)
Increase public awareness; (2) Develop a culturally and
linguistically competent behavioral health workforce and
increase workforce diversity; (3) Build collaborations
with key stakeholders and local and statewide minority health coalitions; (4) Assist communities in building
capacity to implement evidence-based policies and programs; (5) Develop, implement, and evaluate culturally
and linguistically appropriate evidence-based initiatives;
(6) Increase availability and quality of data; (7) Promote,
fund, and engage in research; and (8) Increase public
health funding.

health status; or a particular health outcome.5 The factors
influencing health disparities are multilayered and complex.
According to the World Health Organization, social determinants of health are primarily responsible for health inequities.6
This includes socioeconomic status,7 social conditions,7 level
of education,8 available resources,7 racial residential segregation,9 and geographic heterogeneity.9 Furthermore, race, ethnicity, sex, sexual orientation, age, and disability also impact
health conditions and outcomes.10
The socio-ecological approach can be applied to understand the dynamic interrelations among various personal
and environmental aspects contributing to disparities. These
include (see Graph 1):
• Individual factors (e.g., minority race or ethnicity, educational attainment, employment/occupation, income,
lifestyle, behaviors, sexual orientation)
• Neighborhood factors (e.g., access to food, housing,
safety, transportation, recreational amenities, schools,
and businesses)
• Healthcare system factors (e.g., insurance coverage, language barriers, trust, health literacy, workforce diversity/
cultural competence, physical access)
• Societal factors (e.g., discrimination, racism, stigma)
Graph 1: Socio-ecological Framework of Factors Contributing to Health
Disparities

Healthcare access is one of the most utilized indicators of
health disparities. With its most recent National Healthcare
Quality and Disparities Report, the Agency for Healthcare
Research and Quality (AHRQ) found access to care improved
as a result of the Affordable Care Act insurance expansion.
However, disparities in access-to-care disparities, though
on the decline, remained.11 One of the most pressing issues
affecting healthcare access is insurance coverage. According to Smith and Medalia (2015), 19.9% of Hispanics and
11.8% of Blacks did not have health insurance coverage in
2014; rates considerably higher than for non-Hispanic Whites
(7.6%). Disparities in health insurance were also evident by
educational attainment and household income. For instance,
94.9% of Americans with a graduate or professional degree
were insured; a rate noticeably higher than for high school
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graduates only (82.3%) and individuals without a high school
diploma (69.4%). Similarly, 94.7% of Americans with annual
household incomes of $100,000 or more had health insurance, compared to 89.3% of individuals with incomes ranging
from $50,000 to $74,999 and 83.4% of those with incomes
less than $25,000.12
Health disparities also have a significant economic impact on our nation. According to a study by LaVeist, Gaskin,
and Richard (2011), the estimated excess costs due to health
disparities was $316.2 billion in 2006, including $61.1 billion
for direct medical care expenditures and $255.1 billion for
indirect costs due to lost productivity and premature death.
Most of these excess costs were incurred by African Americans. The authors concluded that eliminating health disparities
would not only be cost-effective, but also a matter of social
justice.13
BEHAVIORAL HEALTH DISPARITIES
Behavioral health disparities refer to differences in mental health or substance use status or outcome in specific
subpopulations. Significant behavioral health disparities
persist among diverse groups across the United States. The          
Substance Abuse and Mental Health Services Administration
(SAMHSA) reports certain racial and ethnic groups; lesbian,
gay, bisexual, transgender, and questioning (LGBTQ) populations; people with disabilities; and transition-age youth and
young adults experience elevated levels of mental and substance use disorders as well as higher rates of suicide. These
disparities may be linked to factors such as limited access to
care, a lack of information, and the need for a diverse healthcare workforce and culturally and linguistically competent care
and programs.14
NATIONAL DATA
Behavioral health problems are widely prevalent, but unevenly
distributed in the United States. U.S. data on behavioral health
disparities are available more readily for some groups (e.g., by
gender, race/ethnicity, or socio-economic indicators) than for
others (e.g., by LGBTQ status). However, individual studies
have identified differences in mental health and substance use
conditions within the LGBTQ community. In one study, both
lesbians and bisexual women, who were not “out”, were more
likely to have had a suicide attempt compared with heterosexual women. Additionally, lesbians used psychotherapy
for depression more often than did heterosexual or bisexual
women.15 Similarly, depression, mental disorder, or suicide
attempts were more common among gay men and youth
than among heterosexual men.16-18 This may be explained by
emotional stressors, verbal and physical harassment, substance
use, isolation and negative experiences relevant to disclosing
sexual orientation.15,19 Among the gay group, the probability

of depression or anxiety may be higher, and the problem
may be more severe for those men who do not disclose their
sexual orientation (“in the closet”) or who do not have adequate social support.20
Transgendered people were also at high risk for suffering
from depression, alcohol use disorder, drug abuse, and suicide
when under the oppression from sexism.21 Nearly one-third
of the transgendered participants had attempted suicide.22
The male-to-female group had a higher risk of being classified as depressed than the female-to-male group (66% vs.
55%).22
Mental Health
Mental health issues affect a large proportion of Americans;
nearly one in five U.S. adults experience a mental illness in a
given year. According to estimates from the 2014 National
Survey on Drug Use and Health (NSDUH), 43.6 million
adults (18.1%) were reported to have had a mental illness and
about 9.8 million adults (4.1%) were reported to have had a
serious mental illness in the past year.23
The occurrence of mental illness was distributed disproportionally within the population. Determining which groups
are at the highest risk is crucial for the development and
implementation of strategies to reduce mental health disparities. Significant differences in prevalence were seen by age,
gender, race, employment status, type of health insurance, and
poverty level:
• Overall, rates of mental illness declined with age and
older adults 65 years and above had the lowest prevalence (13.0%);
• Females reported higher rates of mental illness (21.8%)
than males (14.1%);
• Racial minority groups experienced higher rates of mental illness, particularly those who self-identified as two
or more races (27.1%), Native Hawaiians/other Pacific
Islander (22.3%), and American Indians/Alaska Natives
(21.2%);
• One-fourth (25.1%) of U.S. adults who were unemployed reported mental illness compared to 14.8% with
full-time employment;
• Nearly one-third (29.7%) of Americans on Medicaid/
CHIP experienced a mental illness in the past year; a
rate substantially higher than for those with private
health insurance (15.4%) and even those without insurance coverage (20.9%); and
• Poorer adults had higher rates of mental illness; onefourth (25.7%) of Americans who were at less than
100% at the federal poverty level (FPL) reported mental
illness compared to 15.4% who were at FPL of 200% or
more.24
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Tobacco, Alcohol, and Illicit Drug Use
Tobacco use continues to be the primary cause of preventable
death in America.4 Findings from the 2014 NSDUH showed
nearly one-third (32.5%) of U.S. adults reported consuming
a tobacco product in the past year. Differences in past-year
tobacco consumption were seen by gender, race, educational
attainment, and employment status:23
• Males were more likely to use tobacco (40.4%) than
females (25.1%)
• Rates were highest for American Indians/Alaska Natives (45.6%) and individuals who self-identified as
having two or more races (41.5%); the lowest rate was
among Asians (15.5%)
• Lower educational attainment was associated with more
tobacco use; i.e., U.S. adults who did not graduate from
high school had the highest prevalence rate (40.1%) and
college graduates had the lowest (21.5%)
• Half (50.4%) of those who are currently unemployed
used a tobacco product in the past year compared to
one-third (34.9%) of those with fulltime employment
Furthermore, people with mental illness were more likely
to use tobacco than those with no mental illness. Specifically
speaking, the consumption of tobacco products advanced
with the degree of mental illness in the past year. For instance, people with a serious mental illness were more likely
to report past-year tobacco use (51.0%) than those with only
mild mental illness (38.9%).
Nearly one-fourth (24.7%) of U.S. adults engaged in
binge drinking (i.e., having had five or more drinks on the
same occasion on at least one day in the past month). NSDUH data from 2014 showed the following patterns of
disparity:23
• Males were more likely to binge drink (32.6%) than
females (17.4%)
• Rates were highest for American Indians/Alaska Natives (30.0%) and for Asians (15.8%)
• Binge drinking rates were higher among unemployed
(31.4%) and fulltime employed (30.4%) adults, compared to those with part-time employment (24.5%)
• Educational attainment did not impact binge drinking
rates noticeably
Binge alcohol rates increased with the degree of mental
illness. For instance, people with serious mental illness were
more likely to report binge alcohol use (27.4%) than those
with mild mental illness (26.5%).23
Illicit drug use is a prevalent public health issue associated with considerable negative outcomes including increased
morbidity and mortality. Based 2014 NSDUH estimates,
27.0 million Americans (10.2%) ages 12 or older used an

Table 1: Co-Occurring Substance Use Disorder and Any Mental Illness
illicit substance in the past month. Marijuana was the most
(COD) in the Past Year among Persons Ages 18 or Older, by Age Group
prevalent illicit drug, with 13.3% of Americans reporting
past-month use; followed by nonmedical use of psychothera- and Demographic Characteristics (NSDUH, 2014)
Aged Aged Aged
peutics (5.6%). The distribution of illicit drug consumption
Total
18-25 26-49
50+
was not proportional to the population, i.e., some groups had
Gender
Male
3.6%
5.7%
4.8%
1.7%
higher rates of use compared to other groups, suggesting the
3.0% 6.0% 3.7%
1.5%
Female
existence of health disparities. Racial minority groups were
Hispanic
more likely to engage in illicit drug use, particularly Native
Not Hispanic or
Origin and
3.3% 6.0% 4.4%
1.6%
Hawaiians/other Pacific Islanders and those who self-identiLatino
Race
fied as two or more races, with 16.6% and 16.1%, respectively,
3.2% 6.3% 4.7%
1.4%
White
reporting past-month use.23
Black
3.8%
4.5%
3.7%
3.5%
Age was also a contributing factor, and young adults ages
American Indian/
18 to 25 had the highest rate of illicit drug use (22.0%) in the
8.8% 8.4% 8.7%
*
Alsaka Native
past month; considerably higher than adolescents ages 12 to
Natie Hawaiian/
17 (9.4%) or adults ages 26 and older (8.3%).23
Other Pacific
3.1%
* 1.4%
*
Furthermore, prevalence differed by current employment
Islander
status; i.e., Americans who were unemployed had a higher rate
1.9% 4.6% 2.0%
0.3%
Asian
of illicit drug use (18.7%) than those with full-time employ23
Two
or
More
ment (10.6%) or part-time employment (13.2%).
6.0% 8.6% 8.7%
1.8%
Races
Similar to tobacco use and binge drinking, illicit drug use
1.1%
Hispanic or Latino 3.3% 5.6% 3.6%
was more prevalent among those with mental illness and rates
Current
increased with the severity of mental illness. For example,
EmployFull-Time
3.1% 5.3% 3.6%
1.5%
14.1% of U.S. adults without mental illness reported past-year ment
illicit drug use, compared to 33.8% of Americans with a seriPart-Time
4.0% 6.2% 5.1%
1.5%
ous mental illness.23
Unemployed
7.0% 8.9% 7.5%
3.1%

Co-occurring Mental Health and Substance Use
Disorders
Mental illness and substance use disorders often co-occur; i.e.,
individuals who abuse alcohol or drugs are more likely to also
have a mental health condition and vice versa. For example,
among U.S. adults with a substance use disorder in the past
year, 39.1% suffered from a mental illness. In comparison, the
occurrence of mental illness was lower among those without
a substance use disorder (16.2%). Similarly, 18.2% of U.S.
adults with a mental illness in the past year also had a substance use disorder; while only 6.3% of Americans without
mental illness met criteria for substance use disorder.23 Based
on 2014 NSDUH results, 7.9 million U.S. adults had a cooccurring disorder (COD) in the past year, representing a
prevalence rate of 3.3% within the general population.23
COD prevalence rates differed by age, race, and employment status. Young adults ages 18 to 25 were more likely to
suffer from COD (5.9%) than individuals 50 years and older
(1.6%); and Americans who were unemployed had a higher
rate (7.0%) than those with fulltime employment (3.1%). The
highest prevalence rate, however, was found among American
Indians/Alaska Natives (8.8%).23
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Other
2.7% 5.0% 5.3%
1.7%
Total
3.3% 5.9% 4.2%
1.6%
* Low precision; no estimate reported.
Source: Substance Abuse and Mental Health Services Administrations 23

INDIANA DATA
Data on behavioral health disparities in Indiana are limited
and state-level NSDUH estimates are not broken down by
demographics other than age group. However, the Behavioral
Risk Factor Surveillance System (BRFSS) provides information on certain disparity indicators among Indiana subpopulations ages 18 and older.
In this section, we first present an overview of Hoosiers’
insurance coverage, because access to healthcare is one of the
most utilized general indicators of health disparities. We then
provide more specific information on behavioral health variables such as depression, binge drinking, and tobacco use, and
show how the prevalence rates differ among specific groups,
hence, indicating disparity.
General Indicators of Health Disparity
Based on findings from the 2013 BRFSS, the availability of
healthcare coverage was unevenly distributed among Indiana

residents. Overall, 17.3% (95% Confidence Interval [CI]*:
16.2-18.3) of Indiana adults did not have healthcare coverage.25 Rates were higher among younger adults, those with less
education, and low-income Hoosiers (see Table 2).
Also, 15.5% (95% CI: 14.5-16.5) of Indiana adults reported
needing to see a doctor in the past 12 months but could not
afford it.25 This percentage, too, was disproportionately high
for Hispanics and multi-racial Hoosiers, and those with lower
education or household income (see Table 2).
Table 2: Indiana Adults without Healthcare Coverage and Who Could Not
See a Doctor due to Cost, by Demographic Characteristics (BRFSS, 2013)
No healthcare
Couldn’t afford
coverage
doctor
Percent 95% CI
Percent 95% CI
Gender
Race/
Ethnicity

Age Group

Education

Household
Income

Male

18.0%

(16.4-19.7)

12.7% (11.2-14.1)

Female

16.5%

(15.0-18.0)

18.2% (16.7-19.6)

White

14.0%

(13.0-15.1)

13.4% (12.3-14.4)

Black

25.4%

(20.3-30.4)

22.8% (18.0-27.5)

Hispanic

46.0%

(39.6-52.4)

30.3% (24.3-36.3)

Other

25.3%

(17.2-33.4)

21.5% (14.0-28.9)

Multi-racial

25.3%

(13.9-36.8)

29.1% (17.5-40.7)

18-24

26.3%

(22.1-30.6)

15.6% (12.1-19.1)

25-34

28.0%

(24.5-31.5)

22.5% (19.2-25.8)

35-44

20.5%

(17.6-23.4)

18.5% (15.8-21.2)

45-54

17.4%

(15.2-19.6)

19.8% (17.5-22.2)

55-64

13.1%

(11.3-14.8)

12.9% (11.2-14.6)

2.0%

(1.4-2.6)

35.6%

(31.4-39.9)

30.1% (26.0-34.1)

17.3%

(15.6-19.0)

14.9% (13.3-16.5)

16.0%

(14.1-17.9)

15.6% (13.8-17.4)

6.3%

(5.1-7.4)

35.7%

(31.4-39.9)

34.9% (30.7-39.1)

32.6%

(29.3-35.8)

29.5% (26.5-32.6)

21.4%

(17.9-25.0)

19.9% (16.5-23.3)

13.3%

(10.5-16.0)

11.3%

(8.8-13.8)

4.4%

(3.4-5.4)

5.0%

(4.0-6.0)

65+
Less than
H.S.
H.S. or
GED
Some postH.S.
College
graduate
Less than
$15,000
$15,000$24,999
$25,000$34,999
$35,000$49,999
$50,000 or
more

Total
17.3% (16.2-18.3)
Source: Centers for Disease Control Prevention 25

4.6%

6.4%

(3.7-5.5)

(5.3-7.5)

15.5% (14.5-16.5)

*See explanation of confidence interval following the Conclusion on page 7.
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Mental Health
Based on findings from the 2013 BRFSS, about one-fifth
(19.5%; 95% CI: 18.5-20.5) of Indiana adults have been told
by a healthcare professional at some point in their life that
they have a depressive disorder (including depression, major/
minor depression, or dysthymia). Rates were higher for females, individuals who self-identify as multi-racial and whites,
and those with less than a high school degree. The disparity,
however, was particularly evident by household income, ranging from 14.1% (95% CI: 12.5-15.6) in Hoosiers with incomes
of $50,000 or more to 33.4% (95% CI: 29.6-37.3) in those
who make less than $15,000 annually25 (see Table 3).  
Alcohol and Tobacco Use
According to 2013 BRFSS results, 15.0% (95% CI: 14.0-16.0)
of Indiana adults reported binge drinking in the past month.
Prevalence rates were significantly higher for males and
younger adults. While Hispanics seemed to have an elevated
rate compared to other races/ethnicities, findings were not
statistically significant. There was an upward trend for binge
drinking based on higher levels of education and income,
but again findings were not statistically different, except for
the rate difference between Hoosiers with annual household
incomes of $15,000--$24,999 (11.8%; 95% CI: 9.5-14.2) and
those who make $50,000 or more (17.8%; 95% CI: 16.0-19.5)
(see Table 3). Overall, the data seemed to suggest that being more educated and having a greater income was associated with higher rates of binge drinking; however, statistical
significance was not observed, which could either mean that
there were no true differences between the groups or that the
sample size was too small and did not have enough power to
reach significance.25
About one-fifth (21.9%; 95% CI: 20.8-23.1) of Indiana
adults currently smoke. Health disparities were most evident
for individuals who self-identify as multi-racial, those with
lower educational attainment, and low-income Hoosiers. In
fact, individuals with a household income of less than $15,000
were nearly three times as likely to smoke (38.3%; 95% CI:
34.2-42.5) than those who made $50,000 or above (13.2%;
95% CI: 11.7-14.7) and Indiana adults without a high school
degree or GED were more than four times as likely to smoke
(37.6%; 95% CI: 33.4-41.8) than college graduates (9.0%; 95%
CI: 7.7-10.3).25 For detailed prevalence rates, see Table 3.  

Table 3: Lifetime Depressive Disorder, Current Binge Drinking, and Current Smoking in Indiana Adults, by Demographic Characteristics (BRFSS, 2013)
Ever depression
Percent
Gender
Race/Ethnicity

Age Group

Education

Household Income

Current binge drinking
Percent

95% CI

Current smoking
Percent

95% CI

Male

13.1%

(11.7-14.4)

20.2%

(18.5-21.9)

23.6%

(21.8-25.3)

Female

25.7%

(24.1-27.2)

10.3%

(9.1-11.5)

20.4%

(19.0-21.9)

White

20.5%

(19.4-21.7)

15.0%

(13.9-16.1)

22.1%

(20.8-23.3)

Black

13.3%

(10.0-16.7)

12.6%

(8.9-16.3)

24.8%

(20.1-29.5)

Hispanic

12.1%

(8.0-16.2)

21.1%

(15.4-26.9)

15.2%

(10.1-20.2)

Other

15.9%

(9.3-22.4)

16.3%

(7.9-24.6)

19.6%

(12.2-26.9)

Multi-racial

28.8%

(18.2-39.4)

N/A

N/A

36.0%

(24.7-47.4)

18-24

17.9%

(14.0-21.7)

23.4%

(19.3-27.4)

19.7%

(15.9-23.5)

25-34

20.1%

(17.1-23.1)

23.8%

(20.6-27.0)

29.5%

(25.9-33.1)

35-44

20.2%

(17.6-22.9)

21.1%

(18.2-23.9)

28.6%

(25.5-31.7)

45-54

21.3%

(19.0-23.5)

13.5%

(11.6-15.4)

26.1%

(23.6-28.6)

55-64

21.8%

(19.8-23.8)

8.9%

(7.4-10.4)

19.1%

(17.1-21.1)

65+

15.9%

(14.4-17.4)

3.1%

(2.4-3.9)

9.6%

(8.4-10.8)

Less than H.S.

24.6%

(21.0-28.2)

13.0%

(9.8-16.1)

37.6%

(33.4-41.8)

H.S. or GED

18.8%

(17.2-20.4)

13.9%

(12.2-15.5)

24.3%

(22.4-26.2)

Some post-H.S.

20.7%

(18.7-22.7)

16.0%

(14.1-18.0)

20.9%

(18.9-22.9)

College graduate

15.6%

(14.0-17.2)

16.9%

(15.1-18.7)

9.0%

(7.7-10.3)

Less than $15,000

33.4%

(29.6-37.3)

15.5%

(12.3-18.7)

38.3%

(34.2-42.5)

$15,000-$24,999

25.3%

(22.4-28.1)

11.8%

(9.5-14.2)

31.9%

(28.7-35.1)

$25,000-$34,999

19.6%

(16.6-22.5)

13.9%

(10.8-17.1)

25.0%

(21.3-28.7)

$35,000-$49,999

17.3%

(14.8-19.9)

16.8%

(14.0-19.6)

20.4%

(17.5-23.4)

$50,000 or more

14.1%

(12.5-15.6)

17.8%

(16.0-19.5)

13.2%

(11.7-14.7)

19.5%

(18.5-20.5)

15.0%

(14.0-16.0)

21.9%

(20.8-23.1)

Total
Source: Centers for Disease Control Prevention 25

6

95% CI

THOUGHTS FOR POLICYMAKERS
Health disparities, which are closely linked to social, economic, and environmental disadvantage, continue to persist in our
nation. The U.S. Department of Health and Human Services
engages in multiple initiatives to reduce disparity, building
on the Affordable Care Act, which was signed into law by
President Barack Obama on March 23, 2010. The statute
represents a reform of the healthcare system and contains
provisions related to reducing health disparities.2
Based on a review of national and state-level resources, the
following recommendations are being made to help Indiana reduce behavioral health disparities and promote equity
among all of its residents:
1. Increase awareness
Increase public awareness of behavioral health disparities and their impact on minority populations and on the
state as a whole.
2. Develop workforce
Develop a culturally and linguistically competent behavioral health workforce and increase workforce diversity.
3. Build collaboration
Engage key stakeholders in endeavors to raise awareness and promote initiatives to reduce disparities; build
strong relationships with local and statewide minority
health coalitions.

4. Build capacity
Assist communities in building capacity to implement
evidence-based policies and programs designed to reduce behavioral health disparities.
5. Emphasize evidence-based programs
Develop, implement, and evaluate culturally and linguistically appropriate evidence-based initiatives.
6. Collect data
Increase availability and quality of data collected on minority populations, including racial and ethnic minorities,
LGBTQ populations, and other underserved groups.
7. Encourage research
Promote, fund, and engage in behavioral health disparities research.
8. Increase funding
Increase public health funding designated to improve
the behavioral health of minority populations.
CONCLUSION
Access to care has and continues to improve as a result of the
Affordable Care Act. Unfortunately, health disparities, though
on the decline, persist among specific segments of the population. Implementing evidence-based strategies to eliminate
disparity at the local and state level is essential and a necessary
measure to achieve social justice and good public health.

Confidence Interval: In many instances, data are collected from a subset or sample of a population and not from the entire population. Based on the
sample, estimates (e.g., prevalence rates) are calculated. These estimates may be close to the “true values”, or they may be higher or lower. To address
this uncertainty, confidence intervals (CI) are computed. A CI is a range within which the “true value” is likely to fall, based on the data used in the
analysis. For example, Indiana’s adult smoking rate in 2013 was 21.9%, with a 95% CI ranging from 20.8% to 23.1%. This means we are
95% confident that that the true smoking rate (estimated at 21.9%) was between 20.8% and 23.1%.
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