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Demographics 
Population 
Figure 1 presents the total populations of each county in the 10-county service area. Allen 
County is by far the largest, with a population only slightly smaller than the remaining nine 
counties combined. These counties average populations of roughly 36,000 people, with DeKalb 
and Noble slightly higher and Wells County slightly lower.  
 
Figure 1. County population. 

 
Source: U.S. Census Bureau, 2010 Census 
 
Age 
Indiana’s median age is slightly younger than that of the nation as a whole. As seen in Figure 2, 
within the LF service area, DeKalb, Huntington, Steuben, Wabash, Wells, and Whitley exhibit a 
higher median age, which is typical of rural areas, though in DeKalb it is less pronounced. Of the 
remaining four, Noble County aligns with the state as a whole, and Allen County is somewhat 
younger, which is typical of urban areas. Adams and especially LaGrange are noteworthy for 
their much younger populations. The median ages in these two counties are 3 years (Adams) and 
6.6 years (LaGrange) below Indiana’s median age.  
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Figure 2. Median age. 

 
Source: U.S. Census Bureau, 2010 Census 
 
When broken down by age group, differences in the composition of each population become 
apparent. Figure 3 shows the population of each county in five-year increments as a percentage 
of the total. Allen County shows the same relative distribution as Indiana and the nation as a 
whole, with population swells in the 40–64 year old, range representing the baby boom 
generation and in the 10–24 year old range. Most of the other counties follow the same pattern, 
only with higher percentages in the baby boom range and lower percentages in the younger ages 
to offset them. Again, the notable exceptions are Allen and LaGrange counties. In LaGrange 
County, the adult population is flat over a 40-year span from ages 20–59, with a steadily 
increasing population below the age of 19. Adams County follows the same pattern but is less 
pronounced.   
 
Figure 3. Age distributions. 
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Source: U.S. Census Bureau, 2010 Census 

Race and Ethnicity 
Like the state as a whole, the population of the LF service area is predominantly White. Only 
Allen and Noble counties have sizable racial minorities. In Allen County, 12% of the population 
is Black, and 3% is Asian. In Noble County 5% describe themselves as “Some Other Race”. The 
remaining counties are at least 97% White. Each county also has at least a small Hispanic 
population, but once again Allen (7%) and Noble (10%) are the largest. The racial and ethnic 
populations are shown in Figures 4 and 5.  
  
Figure 4. Race. 

 
Source: U.S. Census Bureau, 2010 Census 
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Figure 5. Ethnicity. 

 
Source: U.S. Census Bureau, 2010 Census 
 
Population Trends 
Population changes between 2000 and 2010 reveal demographic shifts in several counties. Taken 
as a whole, there is a tendency toward increasing minority populations, decreasing White 
populations, and a large aging population overall as the baby boom generation nears or enters 
retirement, although not every county follows this pattern. The major demographic trends for 
each county are presented below. Data are from the 2000 and 2010 censuses and were retrieved 
from the Missouri Census Data Center. 
 
Adams 

While small, the Black population 
more than doubled over 10 years. 
Most striking is the decline in 
younger adults. Given the influence 
of Adam County’s sizable Amish 
population, which typically skews 
the age distribution toward more 
young people, the aging of the 
county is probably more acute than 
these numbers indicate. 
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                                                                                      Percent                                                                                        
Population                          2000               2010          Change 
Total 33,597 34,424 2.5 
White Non-
Hispanic 32,287 32,699 1.3 
Black 74 183 147.3 
Hispanic 1,122 1,412 25.8 
aged 0–17 10,429 10,702 2.6 
aged 18–24 3,082 2,952 -4.2 
aged 25–44 8,804 7,885 -10.4 
aged 45–64 6,769 8,126 20 
aged 65+ 4,513 4,759 5.5 
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Allen 
Allen County’s White population 
was largely flat, with growth driven 
by increases in minority 
populations, particularly Hispanics. 
While the percentage increase was 
comparable to other counties, the 
size of Allen County makes the 
increase far more substantial in 
terms of actual numbers of people.  
 
 
 
 
 

DeKalb 
DeKalb also experienced noticeable 
growth in its small Black and 
Hispanic communities; however, 
the population declined in every age 
group below age 45. 
 
 
 
 
 
 
 
 
 

 
Huntington 

Huntington experienced a decline in 
total population, as increases in 
minority populations were not 
sufficient to offset a decline among 
Whites. Here too the population 
declined in every age group below 
age 45. This is largely a function of 
aging baby boomers; however, the 
size of the decline in the 0–17 range 
suggests other factors are also at 
work. 
 
 

  

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 332,786 355,795 6.9 
White Non-
Hispanic 272,938 275,767 1 
Black 40,084 46,741 16.6 
Hispanic 14,091 23,253 65 
aged 0–17 92,117 95,857 4.1 
aged 18–24 31,394 33,556 6.9 
aged 25–44 99,381 92,653 -6.8 
aged 45–64 72,036 91,422 26.9 
aged 65+ 37,858 42,307 11.8 

 

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 40,537 42,250 4.2 
White Non-Hispanic 39,475 40,665 3 
Black 145 274 89 
Hispanic 678 1,031 52.1 
aged 0–17 11,344 11,109 -2.1 
aged 18–24 3,511 3,427 -2.4 
aged 25–44 12,205 10,496 -14 
aged 45–64 8,803 11,647 32.3 
aged 65+ 4,674 5,571 19.2 

 

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 38,068 37,099 -2.5 
White Non-Hispanic 37,308 35,887 -3.8 
Black 113 283 150.4 
Hispanic 363 631 73.8 
aged 0–17 9,945 8,767 -11.8 
aged 18–24 3,775 3,715 -1.6 
aged 25–44 10,659 8,802 -17.4 
aged 45–64 8,341 10,345 24 
aged 65+ 5,348 5,470 2.3 
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LaGrange 
The population in LaGrange 
increased in all racial/ethnic groups. 
Declines in adults aged 18–44 were 
modest. As with Adams County, 
this is probably attributable to the 
county’s Amish influence. 
 
  
 
 
 
 
 

Noble 
Population growth in Noble County 
was driven almost entirely by the 
Hispanic Community, though the 
population declined in all but the 
oldest age groups. 
 
 
 
 
  
 
 
 

 
Steuben 

Steuben County conforms generally 
to the pattern seen in other counties: 
a small but growing minority 
population, a stable White 
population, and a growing older 
population as baby boomers age. 
 
 
  
 
 
 
 

 
 

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 34,892 37,166 6.5 
White Non-Hispanic 33,583 35,482 5.7 
Black 111 202 82 
Hispanic 1,093 1,317 20.5 
aged 0–17 11,810 12,784 8.2 
aged 18–24 3,597 3,392 -5.7 
aged 25–44 9,043 8,474 -6.3 
aged 45–64 6,895 8,202 19 
aged 65+ 3,547 4,314 21.6 

 

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 46,640 47,496 1.8 
White Non-Hispanic 42,822 42,338 -1.1 
Black 236 345 46.2 
Hispanic 3,321 4,579 37.9 
aged 0–17 13,540 12,800 -5.5 
aged 18–24 4,315 3,944 -8.6 
aged 25–44 13,893 11,917 -14.2 
aged 45–64 9,757 12,860 31.8 
aged 65+ 5,135 5,975 16.4 

 

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 33,339 34,141 2.4 
White Non-Hispanic 32,254 32,655 1.2 
Black 167 273 63.5 
Hispanic 685 982 43.4 
aged 0–17 8,536 7,797 -8.7 
aged 18–24 3,491 3,596 3 
aged 25–44 9,475 7,789 -17.8 
aged 45–64 7,880 9,839 24.9 
aged 65+ 3,957 5,120 29.4 
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Wabash 
Despite its growing minority 
populations, Wabash County 
experienced the largest total 
population decline, as well as 
declines among youth and younger 
adults, of any of the 10 counties. 
 
 
  
 
 
 
 

 
Wells 

The total population in Wells 
County has remained almost 
unchanged, but its makeup 
continues the by now familiar 
pattern: growth among minorities 
and declines among youth and 
younger adults. 
 
  
 
 
 
 

 
Whitley 

Whitley County experienced the 
largest total population growth of 
any of the counties, with growth in 
all three major racial/ethnic groups. 
The shifts in age groups as cohorts 
age also had the least impact in 
Whitley of any of the eight 
comparable counties (excluding 
Allen and LaGrange). 
 
 
 
 

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 34,993 32,829 -6.2 
White Non-Hispanic 34,009 31,518 -7.3 
Black 186 275 47.8 
Hispanic 414 696 68.1 
aged 0–17 8,577 7,422 -13.5 
aged 18–24 3,626 3,291 -9.2 
aged 25–44 9,113 7,161 -21.4 
aged 45–64 8,175 8,994 10 
aged 65+ 5,502 5,961 8.3 

 

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 27,619 27,646 0.1 
White Non-Hispanic 27,035 26,734 -1.1 
Black 84 179 113.1 
Hispanic 397 564 42.1 
aged 0–17 7,545 6,883 -8.8 
aged 18–24 2,290 2,192 -4.3 
aged 25-44 7,714 6,345 -17.7 
aged 45–64 6,166 7,872 27.7 
aged 65+ 3,904 4,354 11.5 

 

                                                                                      Percent                                                                                        
Population                          2000               2010          Change 

Total 30,634 33,338 8.8 
White Non-Hispanic 30,093 32,428 7.8 
Black 87 199 128.7 
Hispanic 276 515 86.6 
aged 0–17 8,172 8,168 0 
aged 18–24 2,482 2,578 3.9 
aged 25–44 8,797 7,999 -9.1 
aged 45–64 7,169 9,912 38.3 
aged 65+ 4,014 4,681 16.6 
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Migration  
Figure 6 shows the combined percentages of the total households that moved into and out of each 
county in the previous year. The percentages shown are the five-year average for 2006–2010. 
There is a wide range between counties in the level of overall migration. Steuben County has had 
the most migration, nearly double that of Adams County, which had the least. The remaining 
counties are distributed fairly evenly between the two extremes.  

Figure 6. Immigration and emigration as percentage of total population. 

 
Source: Missouri Census Data Center, using IRS Migration Files – 2006–2010 

Figure 7 shows the balance of inward and outward migration over the same period. The graph 
shows the deviation from an even balance, so a negative number means more households left the 
county than moved into it. With the exception of Whitley County, whose migration was well 
balanced, all of the counties experienced more outward migration. There is, however, variation 
in the degree. Adams County is skewed more heavily toward outward migration, as are 
LaGrange and Wabash.  
  
For most of the counties, the destination and origins of these migrants shows a close association 
with Allen County, as it is the dominant location for those coming and going. The exceptions are 
LaGrange County, which is more in Elkhart’s sphere than Allen’s, and Wabash County, whose 
migration patterns are scattered throughout northern Indiana and out of state. Out of state 
migration is also prevalent in counties that border Michigan or Ohio and is particularly high in 
Steuben County, which borders both.  
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Figure 7. Deviation of immigration from half of total migration.  

 
Source: Missouri Census Data Center, using IRS Migration Files – 2006–2010 
 
Mobility 
While there are any number of reasons an individual or family may choose to move—many of 
those reasons are quite benign—a noticeable deviation from typical patterns may be an 
indication of economic or family instability. Figure 8 presents the percentage of residents by age 
group who have moved within the same county in the previous year. The percentages are 5-year 
averages covering 2007–2011. Figure 9 presents the same by race and ethnicity.  
 
In terms of overall mobility, most of the counties have lower rates than what is typical in 
Indiana. Even Allen County's rates are slightly lower, which is somewhat surprising given the 
size of their minority populations and the higher mobility these populations typically exhibit. The 
exceptions are Huntington County, whose overall mobility rates more closely resembles 
Indiana’s, Noble County whose rates are slightly higher, and LaGrange County whose rates are 
much lower. 
   
The state and national columns in Figure 8 demonstrate the basic pattern in mobility over a 
lifetime: high mobility in early life and again as individuals enter the work force and begin 
families; mobility then tapers off as people age. For the most part, each county follows this 
pattern; however, Adams and Wells have their highest periods of mobility in the 25–34 year old 
range, and Adams, Noble, and Wells have above average mobility among those aged 75 and 
older. The higher mobility of residents of Noble County is mostly exhibited in early life, before 
the age of 24. Beyond that age, their mobility is fairly typical. 
   
It is worth noting that the timespan covered, 2007–2011, includes the housing collapse and the 
ensuing financial crisis and Great Recession. Consequently, the figures reported here may reflect 
the impact of the crisis more than they do any longer term patterns or trends. 
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Figure 8. Percentage of residents by age group who have moved within the same county in the past year. 

 

 
Source: U.S. Census Bureau, ACS 5yr estimates 2007–2011 
 
Given the relatively small minority populations in most of the counties, their limited 
representation in the ACS leads to high margins of error; thus, the mobility of these populations 
presented in Figure 9 is not conclusive. They are included only to indicate that while small, these 
communities may be under considerable strain, a situation that may require further scrutiny. For 
example, even at the lowest end of the survey’s confidence interval, the mobility rate of Blacks 
in Adams County is still nearly twice the state’s average.  
 
Figure 9. Percentage of residents by race/ethnicity who have moved within the same county in the past year. 

 
Source: U.S. Census Bureau, ACS 5yr estimates 2007–2011 
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Social Features 
Households and Families 
Figure 10. Household type. 

 
Source: Missouri Census Data Center, using 2010 Census data 
 
Figure 10 shows the distribution of household types in each county, in Indiana, and in the U.S. In 
Adams and LaGrange counties, the Amish skew the results in favor of more husband/wife 
families with children, and fewer single parents or individuals living alone. The other more rural 
counties have higher percentages of husband/wife families with no children, reflecting more 
empty nesters associated with an older population. Indiana has a higher rate of single fathers than 
is typical in the U.S., and outside of the Amish communities, the LF service area is consistent 
with this trend. The rate of single mothers on the other hand is lower than the state and national 
rates in every county except for Allen. The percentage of people living alone is also lower, 
except in Wabash County, whose percentage is typical for Indiana and the U.S., and Allen 
County, which has a higher percentage. 
   
Figure 11 presents the number of individuals aged 65 and over living alone as a percentage of 
total households. For the most part, the number of seniors living alone is consistent with what 
would be expected given each county’s median age. However, the percentage in Wabash County 
is noticeably higher than similar counties with comparable median ages. Adams County also 
stands out. Despite being the second youngest county after LaGrange, it has the second highest 
percentage of seniors living alone. Over the whole 10-county area, among seniors living alone, 
the ratio of women to men is 3:1. 
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Figure 11. Seniors living alone. 

 
Source: U.S. Census Bureau, 2010 Census  
 
Religion 
Concurrent with the U.S. Census, the Association of Statisticians of American Religious Bodies 
(ASARB) sponsors the U.S. Religious Census, a study of religious congregations and 
membership. The Religious Census includes 236 denominations covering all major religions. 
Figure 12 presents the denominational affiliations (by category) of residents in each county, as 
well as Indiana and the U.S. The “Other” column includes adherents to denominations not 
covered by the other major categories. The “Unclaimed” column includes atheists, agnostics, 
adherents to obscure denominations not included in the study, and those who may or may not be 
religious but have no affiliation with a particular denomination. 
    
Overall, religious affiliation in the LF service area conforms to that of the state, which is itself 
slightly more religious, slightly more protestant, and slightly less Catholic than the nation as a 
whole. Individually, with the exception of Adams and LaGrange counties where roughly half the 
population is evangelical protestant, the unclaimed category is the most prevalent. This lack of 
affiliation closes an important avenue for social support, especially in rural communities. 
 
Figure 12. Religious affiliation.  
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Source: Association of Religious Data Archives, 2010 Religious Census 
 
Veteran Status 
With the exception of Adams and LaGrange counties, the prevalence of veterans within the 
population is fairly typical of the state and nation as a whole. The lower prevalence in Adams 
and LaGrange are likely due to the pacifist beliefs of their large Amish communities. 
   
Figure 13. Veteran status. 

 
U.S. Census Bureau, 2010 Census 

Lifestyle 
The market research firm Nielsen produces lifestyle profiles (called PRIZM Segments) based on 
demographic features, education level, the level of urbanization and spending habits of 
households. The relative prevalence of distinct lifestyles in each county are used in place of 
income statistics, as focusing on spending more accurately depicts the relative cost of living and 
the demands placed on a household’s resources than does an assessment of income distribution. 
The Indiana Prevention Resource Council (IPRC) publishes county lifestyle profiles based on 
these PRIZM segments. 
   
Lifestyle Descriptions 
There are a total of 66 segments divided into four urbanization levels and collected into Social 
Groups according to their relative affluence. The Social Groups within each level of urbanization 
are shown in Table 1, followed by Nielsen’s descriptions of each Group. See the Data Sources 
section for links to more detailed segment descriptions and PRIZM definitions and methodology. 
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Table 1. Nielsen lifestyle segments. 
 Urban Suburban Second City Town & Rural 

Most Affluent 
: 
: 

Least Affluent 

Urban Uptown 

Midtown Mix 

Urban Cores 

Elite Suburbs 

The Affluentials 

Middleburbs 

Inner Suburbs 

Second City Society 

City Centers 

Micro-City Blues 

Landed Gentry 

Country Comfort 

Middle America 

Rustic Living 

 
Urban 
Urban Uptown 
The five segments in Urban Uptown are home to the nation's wealthiest urban consumers. 
Members of this social group tend to be midscale to upscale, college educated, and ethnically 
diverse, with above-average concentrations of Asian and Hispanic Americans. Although this 
group is diverse in terms of housing styles and family sizes, residents share an upscale urban 
perspective that's reflected in their marketplace choices. Urban Uptown consumers tend to 
frequent the arts, shop at exclusive retailers, drive luxury imports, travel abroad, and spend 
heavily on computer and wireless technology. 
 
Midtown Mix 
Diversity is the hallmark of Midtown Mix, a group of mostly lower-middle-income urban 
segments. It's the most ethnically diverse social group and consists of a mix of singles and 
couples, homeowners and renters, and college alumni and high school graduates. In Midtown 
Mix, the households are dominated by consumers who pursue active social lives—frequenting 
bars, health clubs, and restaurants at high rates—listen to progressive music, drive small imports, 
and acquire the latest consumer electronics. 
 
Urban Cores 
The segments of Urban Cores are characterized by relatively modest incomes, educations, and 
rental apartments, but affordable housing is part of the allure for the group's young singles and 
aging retirees. One of the least affluent social groups, U3 has a high concentration of Hispanics 
and African-Americans, and surveys indicate a fondness for both ethnic and mainstream media 
and products. Among the group's preferences: TV news and daytime programming, Spanish and 
African-American radio, telephony services and pagers, cheap fast food and high-end department 
stores. 
 
Suburban 
Elite Suburbs 
The most affluent suburban social group, Elite Suburbs is a world of six-figure incomes, post-
graduate degrees, single-family homes, and managerial and professional occupations. The 
segments here are predominantly white with significant concentrations of well-off Asian-
Americans. Befitting their lofty salaries, S1 members are big consumers of large homes, 
expensive clothes, luxury cars, and foreign travel. Despite representing a small portion of the 
U.S. population, they hold a large share of the nation's personal net worth. 
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The Affluentials 
The six segments in The Affluentials are rung down from the Elite Suburbs—with a significant 
drop in median income—but still enjoy comfortable, suburban lifestyles. The median income and 
median home value in S2 are well above the U.S. median values, and the members of this social 
group are mostly singles who tend to have college degrees and white-collar jobs. Asian-
Americans make up an important minority in these predominantly White segments. As 
consumers, The Affluentials are big fans of health foods, computer equipment, consumer 
electronics, and the full range of big-box retailers. 
 
Middleburbs 
The five segments that comprise Middleburbs share a middle-class, suburban perspective, but 
there the similarity ends. The group includes a mix of homeowners and renters, as well as high 
school graduates and college alumni. With good jobs and money in their jeans, the members of 
Middleburbs tend to have plenty of discretionary income to visit nightclubs and casual-dining 
restaurants, shop at midscale department stores, buy dance and easy listening CDs by the dozen, 
and travel across the U.S. and Canada. 
 
Inner Suburbs 
The four segments in the Inner Suburbs social group are concentrated in the inner-ring suburbs 
of major metros—areas where residents tend to be high school educated, unmarried, and 
downscale. There's diversity in this group, with segments that are racially mixed, divided evenly 
between homeowners and renters, and filled with households that are either young or aging in 
place. However, the consumer behavior of the S4 segments is dominated by older Americans 
who enjoy social activities at veterans clubs and fraternal orders, TV news and talk shows, and 
shopping at discount department stores. 
 
Second City 
Second City Society 
Among second-tier cities, Second City Society stands at the top of the heap—a social group 
consisting of the wealthiest families who live outside the nation's metropolitan core. The three 
segments in this group are dominated by married couples with college degrees, large homes, and 
executive jobs. Ethnically, the residents are predominantly white with above-average rates of 
Asian-Americans. In the marketplace, they spend big on digital and wireless technology, 
business and cultural media, casual-dining restaurants, upscale retailers, foreign travel, and 
luxury cars. 
 
City Centers 
The five segments in the C2 social group consist of a mix of Americans—old and young, 
homeowners and renters, and families and singles—who've settled in the nation's satellite cities. 
What they share is a middle-class status, educations that include at least some college, and a 
lifestyle heavy on leisure and recreation. The members of City Centers tend to be big fans of 
home-centered activities: surfing the Internet, renting videos, watching TV, and playing games 
and musical instruments. Outside their homes, they go to movies, museums, and bowling alleys 
at high rates. 
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Micro-City Blues 
Micro-City Blues was created via the predominantly downscale residents living in the affordable 
housing found throughout the nation's smaller cities. A diverse social group, these five segments 
contain a mix of old and young, singles and widowers, whites, African-Americans, and 
Hispanics. Most of the workers hold blue-collar jobs—hence the name—and their marketplace 
behaviors reflect the segments' varied lifestyles. This is a social group of strong dualities, with 
consumers indexing high for video games and bingo, aerobic exercise and fishing, and BET and 
CMT. 
 
Town & Country 
Landed Gentry 
Widely scattered throughout the nation, the five segments in the Landed Gentry social group 
consist of wealthy Americans who migrated to the smaller boomtowns beyond the nation's 
beltways. Many of the households contain Boomer families and couples with college degrees, 
expansive homes, and professional jobs—they're twice as likely as average Americans to 
telecommute. With their upscale incomes, they can afford to spend heavily on consumer 
electronics, wireless and computer technology, luxury cars, powerboats, books and magazines, 
children's toys, and exercise equipment. 
 
Country Comfort 
The five segments in Country Comfort are filled with predominantly white, upper-middle-class 
homeowners. In their placid towns and scenic bedroom communities, these Americans tend to be 
married, mostly between the ages of 25 and 54, with or without children. They enjoy comfortable 
upscale lifestyles, exhibiting high indices for barbecuing, bar-hopping, and playing golf as well 
as home-based activities such as gardening, woodworking, and crafts. Reflecting their rural, 
family environment, they prefer trucks, SUVs, and minivans to cars. 
 
Middle America 
The six segments in Middle America are filled with lower-middle-class homeowners living in 
small towns and remote exurbs. Typically found in scenic settings throughout the nation's 
heartland, Middle Americans tend to be white, high school educated, living as couples or larger 
families, and ranging in age from under 25 to over 65. Like many residents of remote 
communities, these conservative consumers tend to prefer traditional rural pursuits: fishing, 
hunting, making crafts, antique collecting, watching television, and meeting at civic and veterans 
clubs for recreation and companionship. Friday nights are for celebrating high school sports. 
 
Rustic Living 
The six segments in Rustic America represent the nation's most isolated towns and rural villages. 
As a group, T4 residents have relatively modest incomes, low education levels, aging homes, and 
blue-collar occupations. Many of the residents, a mix of young singles and seniors, are 
unmarried, and they've watched scores of their neighbors migrate to the city. In their remote 
communities, these consumers spend their leisure time in such traditional small-town activities 
as fishing and hunting, attending social activities at the local church and veterans club, and 
enjoying country music and car racing. 
 



19 
 

Lifestyle Profiles 
Figure 14 shows the prevalence of each Social Group as a percentage of the total population. For 
comparison, state and national profiles are included as well. Allen County has the only detectable 
urban or suburban population but also includes a notable contingent of rural lifestyles. These 
rural lifestyles are weighted more toward the more affluent end of the scale. The other nine 
counties all fall within the Town & Country urbanization class. Approximately 10% of the 
population in each of these counties are the relatively affluent Landed Gentry, but the similarity 
ends there. There is a wide range across counties in the remaining three segments, and each 
county has a fairly unique blend of lifestyles. LaGrange County, for instance, consists 
predominantly of middle and working class families, with relatively fewer of the less affluent 
Rustic Living segment. Meanwhile, the largest segment in DeKalb and Whitley counties is the 
upper-middle class Country Comfort segment. Adams and Wabash counties are reversed, with 
the bulk of their population at the lower end of the affluence scale.  
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Figure 14. Nielsen Lifestyles. 

 
Source: Indiana Prevention Resource Center, County Profiles Database 

County Profiles 
This profile focuses on the environmental factors which can trigger or exacerbate mental health 
problems. It is also intended to begin the process of identifying subpopulations which may 
require unique or more intensive services or require services to be delivered in a culturally 
specific way. Allen County is quite distinct from the other counties in the region, and while the 
remaining nine counties have a number of characteristics in common, they also possess unique 
features which will impact the need for mental health services and how those services are 
delivered. What follows are profiles of each county in turn, which attempts to integrate the above 
information into a cohesive picture.  
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Adams 
Adams County is typical for the region in terms of size, and like most of Northeast Indiana, it is 
almost entirely white. The Hispanic population is growing but is only about 1400 people, and 
while the Black population has nearly tripled since 2000, it is still just over 200. No other 
minority groups are present in detectable numbers. 
   
While not conclusive, there is initial indication of a high degree of instability within the black 
population. Based on census data, nearly half of this population moves at least once within the 
county every year, and while no concrete conclusions can be drawn due to the high margin of 
error in the census data, the situation deserves further scrutiny. For the rest of the county, 
mobility is well below average. The one notable exception is among people aged 75 and over, 
which is much higher than normal. 
   
A key feature of Adams County is their large Amish community, which makes up almost one 
fifth of the county’s total population. Because of their distinct family and social patterns, they 
can influence aggregated data in ways that can mask features of the non-Amish population. To 
overcome this, a comparison to LaGrange County, which has an even larger Amish community, 
is useful. LaGrange County is frequently the exception in the region where demographics is 
concerned, and in most categories, Adams County follows their lead, exhibiting the same 
characteristics but to a slightly lesser degree, proportional to the size of their Amish populations. 
In both counties, the baby boom has had a much smaller influence on generational proportions. 
Youths aged 19 and below are the largest cohort by fairly wide margins. Both have higher 
proportions of husband and wife families, as well as lower proportions of single parents and 
individuals living alone. They are the 2 most religious counties and have the fewest veterans. 
 
Comparing differences between the two counties provides a glimpse into Adams County’s non-
Amish population. Where the two counties differ is in mobility, the number of seniors, and 
lifestyle. Between the ages of 35 and 74, mobility in Adams and LaGrange is very similar; 
however, above and below that range mobility, Adams is markedly higher. Adams also has the 
second highest percentage of seniors living alone, and the second highest percentage of 
individuals over 85, despite having the second lowest median age. Factor in lifestyle differences, 
which in Adams are weighted more toward the lower end of the affluence scale, and two 
vulnerable populations emerge which are otherwise hidden in the aggregate data:  first are 
economically struggling, transient young adults and young families; second is a large population 
of seniors, many of whom live alone with limited means and minimal social support. While 
undoubtedly these groups are present in every county, they are likely more prevalent in Adams 
County than the data, at first, suggests may account for a substantial portion of the population. 

   
Allen 
Allen County is unique among the 10 counties. It is the largest by far, with a population greater 
than the other nine counties combined. It is also the most diverse county, more so than the state 
as a whole, with sizable Black, Asian, and Hispanic populations. The white population has been 
stable since 2000, with increases in population driven entirely by growth among minorities. 
Allen County’s size and diversity dilutes trends in sub-populations, making their age profile 
more consistent with the state and national trends. Mobility is also consistent with state and 
national trends. The only noticeable deviation is a smaller percentage of seniors aged 65 and over 
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and a younger median age. This is due to both a relatively high fertility rate among minorities 
and a tendency for young people to move into Fort Wayne to start careers and older people to 
move out of the city later in life. Fort Wayne, as the second largest city in Indiana, is the center 
of gravity for the county and for the region as a whole, making Allen County the most frequent 
destination of people moving out of other counties in the region and the most frequent source of 
people moving into them. 
   
Lifestyles in Allen County are dispersed between three of the four urbanization classes— 
Suburban, Second City, and T&C—creating bands and pockets of distinct lifestyles throughout 
the county. Within Fort Wayne are the Second City groups. 12% of the population in Allen 
County consists of the Micro-City Blues, the city dwellers of various races and ethnicities with 
the lowest median incomes of any of the Nielsen Social Groups. These are joined by a relatively 
small number of middle- and upper-class urbanites. At the city’s edge are the Suburban Social 
Groups, including the wealthiest Social Group, the Elite Suburbs (2%), and the bulk of the 
county’s middle- and upper-middle-class residents. The least affluent Suburban Social Group, 
the Inner Suburbs, still has a median income more than $3,000 above that of the Micro-City 
Blues. The countryside outside of Ft. Wayne is dominated by upper- and upper-middle-class 
commuters with high-paying jobs in the city and comfortable homes outside of it, with relatively 
small numbers of poor and working-class households scattered throughout. 
 
DeKalb 
DeKalb is one of the larger rural counties. It is mostly white, but the Hispanic population has 
cleared the 1,000 mark. For the most part, DeKalb seems to be a fairly prosperous rural county. 
It has one of the most evenly distributed populations in terms of age, though the adults are 
skewed more toward the older range, as is typical of rural counties, compared to the rest of the 
state. The median age is only one year above the rest of the state, which is low for a rural county. 
Mobility is also uniformly low across age and racial/ethnic groups. In terms of home life, they 
have above average percentages of husband/wife families and a low percentage of single 
mothers. Lifestyles in DeKalb County are entirely rural but heavily weighted toward the upper-
middle-class Country Comfort Group. DeKalb has the lowest percentage of the least affluent 
Rustic Living Group of any rural county, except for LaGrange. 
 
Huntington 
The story in Huntington County appears to be one of economic stress, not of the chronic variety 
which drives up in-county mobility, although that is present in the usual quantity. Rather it 
appears to be the incidental kind which fuels outward migration. The population is declining, 
particularly among whites, including an 11% decline in the number of people below the age of 
18. Consequently, the effects of the baby boom are felt more acutely here, with higher 
percentages of older adults, fewer younger adults, and relatively few youth. The county is almost 
entirely white; diversity is more a matter of class. Huntington County is the most balanced in 
terms of lifestyle. 10% of the population is the very affluent Landed Gentry, with the remaining 
90% of its population divided more or less evenly across the rest of the affluence scale.  
 
LaGrange 
LaGrange County is the exception in nearly every category included in this profile. While its 
overall size is near the median population, it is by far the youngest county in the region and third 



23 
 

youngest in the state. The adult population is almost flat from age 20 to age 60, while the 
percentage of those aged 19 and below are the highest of any age group in any of the 10 counties. 
They have the highest percentage of husband/wife families—both with and without kids—the 
lowest percentage of single parents—both male and female—the lowest percentage of 
individuals living alone, the lowest percentage of seniors living alone, and the lowest percentage 
of veterans. In-county mobility is a third of what is typical in the state and is uniformly low 
across all age groups. The county is solidly middle class, with the lowest percentage of the least 
affluent Rustic Living Group of any of the nine rural counties. 
   
In short, LaGrange County has too great a percentage of Amish to draw sound conclusions from 
aggregate statistics. It has the highest percentage of Amish of any county in the nation, and their 
influence on aggregated totals obscures any information about the non-Amish portion of the 
population. LaGrange is in Elkhart’s orbit, not Fort Wayne’s. Otherwise, the only conclusive 
information to be gleaned from this profile is that the non-Amish population is more affluent and 
slightly less religious than the non-Amish in Adams County. 
   
Noble 
With over 47,000 people, Noble County is the biggest of the small counties. Besides Allen, 
Noble is also the only county with a sizable minority population, with almost 5,000 Hispanics. 
All growth in the county since 2000 has come from the Hispanic community. Like rural counties 
generally, it has slightly fewer young adults, and slightly higher percentages of older ones, but 
the disparity is small and otherwise the county resembles the rest of the state. Noble County is 
predominantly middle class, with only a fifth of their population in the least affluent Rustic 
Living Group. They are also the least religious, with 71% of the population in the “unclaimed” 
category. What stands out in Noble County is the high level of mobility, especially among those 
aged 24 and below. The 18–24 year-olds had the highest mobility of any group in any county. 
Noble also had the highest mobility among those aged 75 and over, and higher mobility among 
Hispanics than is typical in the state.  

 
Steuben 
Very little stands out in Steuben County. In terms of lifestyles, Steuben closely resembles Noble 
County, with its large middle class, but is slightly less affluent. Demographically, it exhibits the 
usual pattern, with small but growing minorities, a stable White population, and an aging 
population. Perhaps the most interesting statistic is that Steuben County has the most variation in 
age cohorts, with a high percentage of baby boomers relative to other age groups. This gives the 
county a median age three years above that of the state in general, despite having the smallest 
percentage of seniors over 65. It is also tied with Wabash for the lowest percentage of youth, 
despite a high peak in the 15–19 age range. Consequently there is a high percentage of empty 
nesters. 
   
Wabash 
Wabash is increasingly becoming a retirement community. It has the highest median age of any 
county in the region, a full year above any of the others. It has the highest percentage of seniors 
over the age of 65, the highest percentage of seniors living alone, and the lowest percentage of 
adults below the age of 45, and it is tied with Steuben for the lowest percentage of youth aged 19 
and below. Wabash had the highest population decline, losing 6% of its total between 2000 and 
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2010, and the largest declines among youth and younger adults. As this trend continues, isolation 
and lack of social support among seniors become increasing concerns, as does general economic 
stress through shrinking markets and a smaller workforce. Lifestyles in Wabash County are fairly 
dispersed but tend toward the lower end of the affluence scale. Wabash is tied with Adams 
County for the highest percentage of their population being in the least affluent social group. 
Wabash’s geographic isolation adds to the difficulties. While most of the counties in the region 
exchange regularly with Allen County, Wabash does not. Its distance from any major 
metropolitan area leaves it without ready access to the depth and breadth of services available in 
larger cities. 
   
Wells 
Wells County is the smallest county in the region, with only 27,000 people. Like most of the 
other rural counties, it is slightly older and much whiter than the state as a whole. In Terms of 
lifestyle, Wells County is Wabash in reverse. Country Comfort is the largest Social Group in the 
County, but all four groups are present in fairly large numbers. Demographically, Wells follows 
the same basic pattern as Wabash, with far more older residents than there are younger ones; 
however, the disparity there is less severe. Consequently, Wells County will face many of the 
same issues as Wabash County, but the symptoms will likely be less acute. Among the young 
people in the county, there is a high mobility rate among those aged 1–4 and aged 25–34, which 
may indicate a high level of instability among young families. 
   
Whitley 
With nearly half of its population in the upper-middle class Country Comfort Social Group and 
10% in the very affluent Landed Gentry, Whitley County is easily the wealthiest of the nine rural 
counties. The rest of the population is divided between the two less affluent Social Groups with 
about 20% apiece. Whitley is slightly older. It has one of the higher median ages in the region, 
only without the sharp disparity between old and young seen in Wabash County. It is typical in 
size, and has experienced the most growth, but has the smallest minority population in the 
region. Mobility in the county is very low, and family structure is stable with high percentages of 
husband/wife families, one of the lowest percentages of single parents, and a low percentage of 
individuals living alone. There is also relatively low religiosity, with two thirds of the population 
not adhering to any particular faith. Altogether, the county seems to be populated primarily by 
White families and empty nesters with good incomes and a stable home life.  

Mental Health Prevalence and Treatment 
Prevalence of Mental Health Problems 
The Behavioral Risk Factor Surveillance System conducted by the Centers for Disease Control 
and Prevention asks respondents the question "Now thinking about your mental health, which 
includes stress, depression, and problems with emotions, for how many days during the past 30 
days was your mental health not good?"  Figure 15 presents the average response for each county 
and Indiana as a whole. The results presented are the seven-year average spanning 2005–2011. 
For comparison, the mean response for all U.S. adults (2006-2010) is also provided. 
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Figure 15. Number of days in the last month with poor mental health. 

 
Source: Center for Disease Control and Prevention, Behavior Risk Factor Surveillance System (BRFSS), 2005–
2011, (2006-2010 for U.S. adults).  
 
Figure 16 presents the percentage of the adult population, nationwide, that experienced a range 
of mental health (MH) or substance abuse (SA) problems in the past year, including drug and 
alcohol dependence, major depressive episodes (MDE), suicide, and Serious Mental Illness 
(SMI). 
  
Figure 16. Prevalence of mental health problems among adults. 

 
Source: Substance Abuse and Mental Health Administration, National Survey on Drug Use and Health, 2012 
 
Suicide 
Suicide rates for Indiana and the U.S., as well as Allen, DeKalb, and Noble counties are 
presented in Figure 17. Rates for the remaining counties could not be reliably calculated due to 
low numbers. Because the statistics are reported differently, the state and national rates are for 
2010 alone. County rates are five-year averages spanning 2007–2011. The number of suicides in 
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each county is presented in Table 2, as are the numbers of Emergency Department visits and 
hospitalizations resulting from suicide attempts. 
  
Figure 17. Age adjusted suicide rate per 100,000 population. 

 
Source: Suicide in Indiana Report, September 2013, Indiana State Department of Health 
 
Table 2. Total number of suicides, and hospitalizations / Emergency Department visits for self-harm, 2007–2011.  
 Suicides Hospitalizations ED visits 
Adams 15 36 55 
Allen 204 614 1051 
DeKalb 32 47 104 
Huntington 18 72 169 
LaGrange 14 34 106 
Noble 28 63 164 
Steuben 13 73 133 
Wabash 13 46 61 
Wells 12 30 43 
Whitley 16 56 114 
Source: Suicide in Indiana Report, September 2013, Indiana State Department of Health  
 
Statewide, there were 867 suicide completions in Indiana in 2010. In the same year, there were 
311 homicides documented. Suicide and homicide rates by race and gender are presented in 
Figure 18. 
  
Figure 18. Indiana suicide and homicide rates. 
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Source: Indiana Mortality Report 2010, Indiana State Department of Health 
 
Treatment Incidence  
The percentage nationwide of the adult population who has received any mental health treatment 
in the past year is presented in Figure 19, as well as the percentage who receive inpatient or 
outpatient services, and the percentage of the adult population who received prescription 
medication in the past year as part of mental health treatment. The location they received 
treatment is presented in Figure 20. Of those treated for a major depressive episode (MDE), the 
type of professional(s) from whom they received treatment in the past year is presented in Figure 
21. 
 
Figure 19. Types of mental health treatment received by adults in the past year. 

 
Source: Substance Abuse and Mental Health Administration, National Survey on Drug Use and Health, 2012 
 
Figure 20. Location patients receive mental health treatment. 

 
Source: Substance Abuse and Mental Health Administration, National Survey on Drug Use and Health, 2012 
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Figure 21. Type of professional seen for treatment of major depression. 

 
Source: Substance Abuse and Mental Health Administration, National Survey on Drug Use and Health, 2012 
 
Mental Health Admissions 
Park Center, Inc., the only facility for which data was found, provided mental health services to 
18,934 patients and substance abuse services to 4,463 patients. Patients were 50% male and 50% 
female. The percentage of diagnoses by disorder is presented in Figure 22. The most prevalent 
age group treated is 18–29 years old, followed by individuals 6–17 years of age. Treatment by 
race is resented in Figure 23. 
 
Figure 22. Diagnosis by disorder, Park Center Inc., 2010–2012. 

 
Source: 2012 Annual Report, Park Center Inc. 
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Figure 23. Treatment by race, Park Center Inc., 2010–2012. 

  
Source: 2012 Annual Report, Park Center Inc. 

Hospitalization Rates for MH Conditions 
Hospital discharge data was available for 16 hospitals within the 10-county area. Of those, 11 
reported at least one patient with a primary diagnosis relating to mental health or substance 
abuse. The following tables present the discharge data by diagnosis (ICD-9-CM code) for each 
hospital and for all 11 hospitals combined. Related codes are collapsed into categories, so for 
example, all variants of schizophrenia are described as “schizophrenic disorders”. All data are 
for 2012. 
 
Cameron Memorial Community Hospital, Inc. – Angola 

Diagnosis Number of 
Patients 

  
Drug-induced mental disorders 1 
 

Bluffton Regional Medical Center - Bluffton 

Diagnosis Number of 
Patients 

  
Liver disease due to alcohol use 2 
 

Adams Memorial Hospital - Decatur 

Diagnosis Number of 
Patients 

  

67 

19 

7 

1 1 

5 

People Served by Race 

White 67% Black 19% Multiracial 7% Asian 1% Native American 1% Unknown 5%
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Bipolar/ manic depressive disorder 81 
Conditions related to alcohol use 2 
Conditions related to drug use 2 
Conduct disorder 1 
Dementia 5 
Depressive disorders 117 
Emotional disturbance 5 
Liver disease due to alcohol use 3 
Paranoid state 1 
Schizophrenic disorders 19 
Unspecified psychosis 27 
 

Lutheran Hospital of Indiana – Fort Wayne 

Diagnosis Number of 
Patients 

  
Bipolar/ manic depressive disorder 1 
Conditions related to alcohol use 12 
Conditions related to drug use 6 
Dementia 1 
Depressive disorders 2 
Developmental disorders 1 
Drug-induced mental disorders 22 
Emotional disturbance 2 
Liver disease due to alcohol use 28 
Paranoid state 2 
Physical problem arising from mental health problem 3 
Unspecified psychosis 8 
 

Parkview Hospital – Fort Wayne 

Diagnosis Number of 
Patients 

  
Bipolar/ manic depressive disorder 866 
Childhood or adolescent disorders 37 
Conditions related to alcohol use 30 
Conditions related to drug use 43 
Conduct disorder 58 
Dementia 14 
Depressive disorders 1107 
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Drug-induced mental disorders 135 
Emotional disturbance 411 
Liver disease due to alcohol use 79 
Paranoid state 7 
Physical problem arising from mental health problem 1 
Schizophrenic disorders 354 
Unspecified psychosis 792 
 

St. Joseph Hospital – Fort Wayne 

Diagnosis Number of 
Patients 

  
Bipolar/ manic depressive disorder 69 
Childhood or adolescent disorders 1 
Conditions related to alcohol use 9 
Conditions related to drug use 39 
Conduct disorder 18 
Dementia 166 
Depressive disorders 176 
Developmental disorders 1 
Drug-induced mental disorders 7 
Emotional disturbance 137 
Liver disease due to alcohol use 11 
Paranoid state 1 
Physical problem arising from mental health problem 1 
Schizophrenic disorders 45 
Unspecified psychosis 104 
 

Parkview Huntington Hospital – Huntington 

Diagnosis Number of 
Patients 

  
Liver disease due to alcohol use 1 
Unspecified psychosis 1 
 

Parkview Whitley Hospital – Columbia City 

Diagnosis Number of 
Patients 
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Bipolar/ manic depressive disorder 2 
Conditions related to drug use 1 
Liver disease due to alcohol use 3 
Unspecified psychosis 1 
 

Dupont Hospital – Fort Wayne 

Diagnosis Number of 
Patients 

  
Bipolar/ manic depressive disorder 1 
Conditions related to alcohol use 2 
Drug-induced mental disorders 1 
Emotional disturbance 2 
Liver disease due to alcohol use 1 
Unspecified psychosis 1 
 

Parkview LaGrange Hospital – LaGrange 

Diagnosis Number of 
Patients 

  
Conditions related to alcohol use 2 
 

DeKalb Health – Auburn 

Diagnosis Number of 
Patients 

  
Conditions related to drug use 1 
Dementia 2 
Liver disease due to alcohol use 2 
Unspecified psychosis 1 
 

All Hospitals Combined 

Diagnosis Number of 
Patients 

  
Bipolar/ manic depressive disorder 1020 
Childhood or adolescent disorders 38 
Conditions related to alcohol use 57 
Conditions related to drug use 92 
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Conduct disorder 77 
Dementia 188 
Depressive disorders 1402 
Developmental disorders 2 
Drug-induced mental disorders 166 
Emotional disturbance 557 
Liver disease due to alcohol use 130 
Paranoid state 11 
Physical problem arising from mental health problem 5 
Schizophrenic disorders 418 
Unspecified psychosis 935 
Source: Indiana State Department of Health  

Homeless Count 
Four counties in NE Indiana participated in the annual Point in Time (PIT) Homeless Count in 
2013. The PIT Count gauges the number of homeless households and individuals on a given 
night, in this case January 30, 2013. 
  
State totals for the 2013 PIT Count include:  
 6,064 individuals comprising 4,375 households were homeless during the last week in 

January 2013.  
 Of the 6,064 individuals found and identified as experiencing homelessness, 688 were 

unsheltered and found on the street and 5,396 were staying in emergency shelters, safe 
havens or in temporary transitional housing programs.  

 3,602 households were persons without dependent children.  
 1,543 were under the age of 18 years old.  
 1,116 of the adults counted were women fleeing from domestic violence.  
 743 of the adults counted were veterans.  
 739 households had dependent children.  
 503 identified themselves as being characterized as "chronically homeless."  
 16% of the adults counted identified themselves as suffering from a chronic addiction. 
 13% of the adults counted identified themselves as having a severe mental illness.  

 
The total number of homeless households and individuals in each county is presented in Figure 
24. Figure 25 presents the percentage of the total that are chronically homeless, veterans, victims 
of domestic violence, or that suffer from a chronic addiction or severe mental illness. In the three 
smaller counties, the percentages should be viewed with caution due to the relatively small 
numbers. For example, 10% of the homeless in Whitley County represents just one person. 
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Figure 24. 2013 Point In Time homeless count. 

 
Source: Indiana Housing & Community Development Authority    
 
Figure 25. Homeless subpopulations. 

 
Source: Indiana Housing & Community Development Authority    
 
Law Enforcement Data 
The number of calls responded to by the Fort Wayne Police Department’s Crisis Intervention 
Teams (CIT) and the results of those calls are presented in Figure 26 presents the number of calls 
related to mental illness, suicide, or narcotics for the FWPD as a whole and for the Allen County 
Sheriff’s Dept. The total number of drug-related arrests made by the FWPD from 2009–2012 is 
presented in Figure 27. The number of victims served by the Victim Assistance program is 
presented in Table 4.  
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Table 3. Crisis Intervention Team responses. 
 2012  2011  2010  2009  2008   

Calls Responded to by CIT  1313  1234  1059  989  926  

Immediate 24-Hour Detentions  1290  1205  1011  907  807  

Voluntary Admissions  9  9  19  35  59  

Medical Admissions  1  0  0  0  3  

Emergency 72-Hour Detentions  0  1  2  2  1  

Consumers Stabilized at Scene  12  18  23  34  49  

No Action Taken/Required  0  1  3  5  4  

Arrested  1  0  1  5  3  

Suicide Related Calls  942  892  763  674  611  

Party Armed  119  78  95  60  76  

Currently Using Drugs/Alcohol  389  329  247  245  230  

Source: Annual Report, 2012, Fort Wayne Police Department 
 
Figure 26. Number of calls responded to by the FWPD and Allen County Sheriff’s Department, by type,  
Jan.1 - Dec 31, 2013. 

 
Source: Fort Wayne News-Sentinel’s Lights & Sirens database 
 
Table 4. Individuals served by FWPD Victim Assistance program. 

TYPE OF CRIME  2009 2010 2011  2012  
        
Child Abuse  95  142 94  110  
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Homicide  30  21 20  30  
Domestic  3093  3647 3114  2912  
Sexual Assault  152  137 137  148  
Robbery  218  324 198  249  
Assault  105  206 154  173  
Other *  356  497 404  403  
TOTALS  4454  5406 4482  4476  
* Suicide, threats, stalking, arson, fraud, property, elder 
Source: Annual Report, 2012, Fort Wayne Police Department. 
 
Figure 27. Total drug-related arrests, FWPD, 2009–2012. 

 
Source: Annual Report, 2012, Fort Wayne Police Department 
 
The number of victims served in domestic violence emergency care shelters in each county is 
presented in Figure 28. Counts are for the period July1, 2012 to June 30, 2013. Statewide, 11,719 
victims were served over the same period. Of those, 6,819 were women, 32 were men, and 4,868 
were children. Over the same period 3,837 victims were denied shelter because the program was 
over capacity.  
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Figure 28. Number of victims served in domestic violence emergency care shelters, July 1, 2012 - June 30, 2013. 

 
Source: Indiana Coalition Against Domestic Violence program report 
 
Prevalence of Mental Health Problems among Youth  
Mental health data for youth is tracked differently than for adults. The only condition addressed 
directly on the NSDUH is depression. Figure 29 presents the percentage of the population ages 
12–17, nationwide, who experienced a major depressive episode (MDE) in the past year, both in 
total, and differentiated by gender. 12.7% of youth ages 12–17 received some form of mental 
health services in 2012. For a more detailed indication of the mental health challenges facing 
youth, the reasons youth received treatment are presented in Figure 30. 
  
Figure 29. Major depression among youth. 

 
Source: Substance Abuse and Mental Health Administration, National Survey on Drug Use and Health, 2012 
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Figure 30. Reasons youth received mental health treatment. 

 
Source: Substance Abuse and Mental Health Administration, National Survey on Drug Use and Health, 2012 
 
The Youth Risk Behavior Surveillance System: 2011 National Overview (YRBS) is given every 
two years to 9th through 12th graders. It monitors health risk behaviors that lead to death, 
disability, and social problems among youth. The 2011 overview sited 15.8% of youth had 
seriously considered attempting suicide in the last 12 months. Of that, 7.8% had attempted 
suicide one or more times. 
 
Environmental Factors and Other Indicators 
Homeless Count 
Four counties in NE Indiana participated in the annual Point in Time (PIT) Homeless Count in 
2013. The PIT Count gauges the number of homeless households and individuals on a given 
night, in this case January 30, 2013. 
  
State totals for the 2013 PIT Count include:  
 6,064 individuals comprising 4,375 households were homeless during the last week in 

January 2013.  
 Of the 6,064 individuals found and identified as experiencing homelessness, 688 were 

unsheltered and found on the street and 5,396 were staying in emergency shelters, safe 
havens or in temporary transitional housing programs.  

 3,602 households were persons without dependent children.  
 1,543 were under the age of 18 years old.  
 1,116 of the adults counted were women fleeing from domestic violence.  
 743 of the adults counted were veterans.  
 739 households had dependent children.  
 503 identified themselves as being characterized as "chronically homeless."  
 16% of the adults counted identified themselves as suffering from a chronic addiction. 
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 13% of the adults counted identified themselves as having a severe mental illness.  
 
The total number of homeless households and individuals in each county is presented in Figure 
31. Figure 2532 presents the percentage of the total that are chronically homeless, veterans, 
victims of domestic violence, or that suffer from a chronic addiction or severe mental illness. In 
the three smaller counties, the percentages should be viewed with caution due to the relatively 
small numbers. For example, 10% of the homeless in Whitley County represents just one person. 
  
Figure 31. 2013 Point In Time homeless count. 

 
Source: Indiana Housing & Community Development Authority    
 
Figure 32. Homeless subpopulations. 

 
Source: Indiana Housing & Community Development Authority    
 
Child Abuse and Neglect 
The rate of child abuse and neglect in each county is presented in Table 5 and as a graph in 
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number of substantiated cases of child abuse and neglect per 1,000 children younger under the 
age of 18. 
  
Figure 33. Rate of child abuse and neglect. 

 
Source: Kids Count Data Center, using data from the Indiana Department of Child Services, Office of Data 
Management, Reports and Analysis 
 
Table 5. Child abuse and neglect rate. 
 2008 2009 2010 2011 2012 

Adams 6.8 9.2 9.1 6.3 5.4 
Allen 10.5 11.5 9.8 7.6 7.7 
DeKalb 22.6 21.4 42 11.1 31.6 
Huntington 14.3 11.8 12.8 11.9 12.5 

LaGrange 11.5 8.4 8.9 8.3 7.7 
Noble 10.7 15.6 15.7 13.7 11.4 
Steuben 21.8 24.9 22.9 18.6 18.5 
Wabash 15.6 16.2 16.5 21.7 18.3 
Wells 13.2 13.2 15.1 11.6 5.8 
Whitley 6.2 6.2 6 7.8 6.4 
Indiana 12.6 15.6 14.5 12.2 12.5 
Source: Kids Count Data Center, using data from the Indiana Department of Child Services, Office of Data 
Management, Reports and Analysis 
 
The number of Children In Need of Service (CHINS) in each county is presented in Table 6, 
and as a graph in Figure 34. CHINS are children who are alleged to have been abused or 
neglected by their parent or guardian. Allegations of abuse or neglect can include the 
manufacture of a controlled substance on the property (Indiana Code 31-34-1-2(b)). 
   

0
5

10
15
20
25
30
35
40
45

Rates of child abuse and neglect 
2008-2012 

2008 2009 2010 2011 2012



41 
 

Figure 34. Number of Children In Need of Service (CHINS). 

 
Source: Kids Count Data Center, using data from the Indiana Department of Child Services, Office of Data 
Management, Reports and Analysis 
 
Table 6 - Number of Children In Need of Service (CHINS). 
 2008 2009 2010 2011 2012 
Adams 47 50 63 67 43 
Allen 1267 1174 1049 945 783 
DeKalb 95 77 131 140 69 
Huntington 33 41 58 57 56 
LaGrange 59 50 60 39 32 
Noble 93 112 99 122 81 
Steuben 97 96 89 52 32 
Wabash 66 45 45 88 84 
Wells 38 40 36 19 26 
Whitley 13 23 21 21 32 
 
The number of children served in domestic violence emergency care shelters is presented in 
Table 7, and as a graph in Figure 35.  
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Figure 35. Number of children served in domestic violence emergency care shelters. 

 
Source: Kids Count Data Center, using data from the Indiana Coalition Against Domestic Violence 
 
Table 7. Number of children served in domestic violence emergency care shelters. 
 2006 2007 2008 2009 

Adams 15 11 19 23 
Allen 281 242 256 181 
DeKalb 21 12 1 2 
Huntington 6 3 3 9 
LaGrange 6 2 4 0 
Noble 0 3 2 5 
Steuben 5 1 0 0 
Wabash 6 4 21 6 
Wells 10 3 12 0 
Whitley 5 0 8 1 
Source: Kids Count Data Center, using data from the Indiana Coalition Against Domestic Violence 
 
The number of deaths of children under the age of 18 that occurred as a consequence of abuse or 
neglect is presented in Figure 36. In December 2002, the Indiana Family and Social Services 
Administration announced that child abuse and neglect deaths had been underreported since at 
least SFY 1999. 
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Figure 36. Number of child deaths from abuse or neglect. 

 
Source: Kids Count Data Center, using data from the Indiana Department of Child Services 
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2-1-1 Referral Service Use 
The United Way’s 2-1-1 service is a single point of referral for all social services.  Figure 37 
presents the total number of service requests (phone and web-based) for each service type 
category in the combined 10-county area for calendar year 2013.  The number of requests 
includes those requests for which a referral could not be made.  The number of service requests 
for each individual county are in Table 8.   
 
Figure 37. Total number of 2-1-1 service requests in 2013, by service type. 

 
Source: The United Way of Northeast Indiana, 2-1-1 Call Center 
 
Table 8.  2-1-1 Service requests by service type, 2013. 
 Adams Allen DeKalb Huntington LaGrange 

Housing/Utilities 153 11354 491 226 185 
Food/Meals 52 4381 120 85 58 
Health Care 52 2259 101 63 41 

Legal, Consumer and Public Safety Services 36 2283 73 50 28 
Income Support/Assistance 28 2772 100 55 31 

Individual, Family and Community Support 23 2387 86 35 33 
Information Services 14 1426 54 21 15 

Clothing/Personal/Household Needs 8 1868 48 25 9 
Mental Health/Addictions 12 824 27 20 12 
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Transportation 7 905 22 20 8 
Education 3 630 16 6 7 

Volunteers/Donations 5 222 5 2 3 
Arts, Culture and Recreation 2 164 4 0 0 

Other Government/Economic Services 2 752 15 10 1 
Employment 5 324 7 11 3 

Disaster Services 0 48 2 0 0 
 

 Noble Steuben Wabash Wells Whitley 

Housing/Utilities 448 290 307 179 347 
Food/Meals 179 73 130 84 83 
Health Care 136 82 104 46 76 

Legal, Consumer and Public Safety Services 71 44 45 44 56 
Income Support/Assistance 94 64 55 47 51 

Individual, Family and Community Support 88 48 75 30 58 
Information Services 50 25 37 16 26 

Clothing/Personal/Household Needs 58 27 28 11 96 
Mental Health/Addictions 17 27 9 7 21 

Transportation 17 25 28 17 27 
Education 7 7 5 5 8 

Volunteers/Donations 5 3 8 1 11 
Arts, Culture and Recreation 1 3 1 2 1 

Other Government/Economic Services 13 13 6 10 11 
Employment 6 6 4 3 8 

Disaster Services 2 2 2 2 1 
Source: The United Way of Northeast Indiana, 2-1-1 Call Center 
 
Juvenile Justice 
The number of children younger than age 18 committed to the Indiana Department of Correction 
is presented Table 9, and graphically in Figure 38. The data covers 2008–2012 calendar years. 
Figures only include those youth housed in state facilities. Table 10 presents the number of cases 
filed on behalf of youth in each county during the same period. Case filing types include 
delinquency, paternity, status offenses, and termination of parental rights. 
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Figure 38. Juveniles committed to state correctional facility. 

 
Source: Kids Count Data Center, using data from the Indiana Department of Correction, Research & Technology 
Division 
 
Table 9. Number of juveniles committed to the Department of Correction. 
 2008 2009 2010 2011 2012 
Adams 6 9 8 2 4 
Allen 52 56 36 45 71 
DeKalb 1 4 6 4 4 
Huntington 7 12 10 8 12 
LaGrange 5 6 3 4 3 
Noble 7 17 12 6 8 
Steuben 14 6 14 10 6 
Wabash 13 11 3 3 5 
Wells 7 11 9 15 11 
Whitley 4 4 3 0 1 
 
Table 10. Juvenile case filings by County. 
 Case Filing Type 2008 2009 2010 2011 2012 
Adams Delinquency 64 56 46 42 57 

Miscellaneous 78 143 126 157 122 
Paternity 75 54 67 71 61 
Status Offense 23 15 13 6 11 
Termination of Parental 
Rights 

12 13 10 5 8 

       
  2008 2009 2010 2011 2012 
Allen Delinquency 2,259 1,005 1,996 1,808 1,840 

Miscellaneous 173 2,647 73 49 81 
Paternity 1,626 1,049 1,804 1,750 1,204 

0
10
20
30
40
50
60
70
80

Adams Allen DeKalb Huntington LaGrange Noble Steuben Wabash Wells Whitley

Juveniles Committed to Corrections, 2008-2012 

2008 2009 2010 2011 2012



47 
 

Status Offense 706 268 596 736 806 
Termination of Parental 
Rights 

224 508 494 179 159 

       
  2008 2009 2010 2011 2012 
DeKalb Delinquency 129 111 58 105 84 

Miscellaneous 12 19 26 19 18 
Paternity 128 88 108 143 127 
Status Offense 42 32 17 36 32 
Termination of Parental 
Rights 

13 39 27 9 18 

       
  2008 2009 2010 2011 2012 
Huntington Delinquency 98 67 101 113 89 

Miscellaneous 2 49 44 43 31 
Paternity 124 65 85 119 86 
Status Offense 25 13 15 22 8 
Termination of Parental 
Rights 

5 3 5 12 13 

       
  2008 2009 2010 2011 2012 
LaGrange Delinquency 65 68 67 61 65 

Miscellaneous 69 52 46 51 66 
Paternity 45 36 45 44 43 
Status Offense 80 82 85 32 99 
Termination of Parental 
Rights 

9 9 6 4 2 

       
  2008 2009 2010 2011 2012 
Noble Delinquency 90 85 107 78 95 

Miscellaneous 66 58 76 27 46 
Paternity 147 133 127 205 189 
Status Offense 19 6 14 14 18 
Termination of Parental 
Rights 

26 15 13 32 17 

       
  2008 2009 2010 2011 2012 
Steuben Delinquency 59 42 109 103 107 

Miscellaneous 171 152 128 153 187 
Paternity 99 123 97 106 100 
Status Offense 6 6 16 11 28 
Termination of Parental 
Rights 

40 18 16 13 4 
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  2008 2009 2010 2011 2012 
Wabash Delinquency 149 83 90 67 53 

Miscellaneous 41 71 58 108 107 
Paternity 53 106 108 120 86 
Status Offense 24 47 27 32 26 
Termination of Parental 
Rights 

13 4 5 31 8 

       
  2008 2009 2010 2011 2012 
Wells Delinquency 71 41 61 55 58 

Miscellaneous 84 66 61 64 39 
Paternity 61 50 81 76 69 
Status Offense 32 11 19 18 14 
Termination of Parental 
Rights 

21 3 16 2 10 

       
  2008 2009 2010 2011 2012 
Whitley Delinquency 101 80 67 60 70 

Miscellaneous 39 54 54 53 62 
Paternity 71 35 35 73 70 
Status Offense 31 15 18 18 15 
Termination of Parental 
Rights 

6 3 2 1 5 

Source: Kids Count Data Center, using data from the Indiana Supreme Court, Division of State Court 
Administration 
 
School Discipline 
Table 11, Table 12, and Table 13 present the total number of suspensions, out-of-school 
suspensions, and expulsions in each county for 2004–2008. The Indiana Department of 
Education stopped publishing these data after this period. Caution should be exercised in 
interpreting school discipline data, particularly as an indicator of behavioral problems. The 
application of suspensions can be quite arbitrary, and numerous studies have demonstrated 
disproportionate disciplinary actions based on race and ethnicity.  
 
Table 11. Suspensions. 
 2004 2005 2006 2007 2008 
Adams 752 651 634 1317 868 
Allen 28893 31694 33068 34186 34244 
DeKalb 1357 1295 1382 1415 1312 
Huntington 1507 1428 1440 1913 2263 
LaGrange 672 697 704 759 815 
Noble 1572 1755 1727 2053 2096 
Steuben 882 847 773 661 742 
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Wabash 1499 455 211 230 129 
Wells 453 534 496 440 438 
Whitley 988 734 663 901 994 
Source: Kids Count Data Center, using data from the Indiana Department of Education 
 
Table 12. Out-of-school suspensions. 
 2004 2005 2006 2007 2008 
Adams 162 202 210 207 275 
Allen 12040 11381 11069 12125 12981 
DeKalb 181 256 176 195 235 
Huntington 339 608 327 569 889 
LaGrange 331 210 176 341 433 
Noble 359 437 462 579 511 
Steuben 343 266 197 200 279 
Wabash 541 254 98 93 73 
Wells 284 278 269 132 162 
Whitley 318 279 312 347 296 
Source: Kids Count Data Center, using data from the Indiana Department of Education 
 
Table 13. Expulsions. 
 2004 2005 2006 2007 2008 
Adams 21 15 26 15 16 
Allen 279 226 203 197 211 
DeKalb 31 15 28 20 33 
Huntington 15 20 29 12 19 
LaGrange 39 44 32 44 28 
Noble 34 37 30 42 41 
Steuben 28 37 34 29 22 
Wabash 25 25 16 20 30 
Wells 14 18 36 14 27 
Whitley 16 20 12 26 20 
Source: Kids Count Data Center, using data from the Indiana Department of Education 

Data Sources 
Demographics 
 US Census Bureau – http://factfinder2.census.gov/faces/nav/jsf/pages/index.xhtml  
 Missouri Census Data Center – http://mcdc.missouri.edu/  
 
Lifestyles 
 Association of Religious Data Archives, 2010 Religious Census – http://www.rcms2010.org/  
 Indiana Prevention Resource Center, Nielsen Lifestyles - http://www.drugs.indiana.edu/prev-

stat/county-profiles-data  
 
 

http://factfinder2.census.gov/faces/nav/jsf/pages/index.xhtml
http://mcdc.missouri.edu/
http://www.rcms2010.org/
http://www.drugs.indiana.edu/prev-stat/county-profiles-data
http://www.drugs.indiana.edu/prev-stat/county-profiles-data
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Prevalence of substance abuse and mental health problems 
 Behavior Risk Factor Surveillance System (BRFSS) Prevalence and Trends Data 

http://www.cdc.gov/brfss/data_tools.htm 
 Substance Abuse and Mental Health Administration, National Survey on Drug Use and 

Health - http://samhsa.gov/data/NSDUH/2k12MH_FindingsandDetTables/Index.aspx  
 Suicide in Indiana Report, September 2013, Indiana State Department of Health  - 

http://www.state.in.us/isdh/21838.htm  
 Indiana State Department of Health mortality reports - https://secure.in.gov/isdh/19096.htm 
 
Treatment Incidence 
 Substance Abuse and Mental Health Administration, National Survey on Drug Use and 

Health - http://samhsa.gov/data/NSDUH/2k12MH_FindingsandDetTables/Index.aspx 
 Park Center Inc. 2012 - http://www.parkcenter.org/annual.htm 
 Indiana State Department of Health hospital discharge files - 

http://www.in.gov/isdh/26137.htm  
 
Law Enforcement Data 
 Fort Wayne Police Department - http://www.fwpd.org/  
 Fort Wayne News-Sentinel’s Lights and Sirens database -  

http://egen.fortwayne.com/ns/projects/lights_sirens/index.php 
 Indiana Coalition Against Domestic Violence – http://www.icadvinc.org/  
 
Statistics Pertaining to Youth 
 Substance Abuse and Mental Health Administration, National Survey on Drug Use and 

Health - http://samhsa.gov/data/NSDUH/2k12MH_FindingsandDetTables/Index.aspx 
 The Youth Risk Behavior Surveillance System: 2011 National Overview – 

http://www.cdc.gov/HealthyYouth/yrbs/pdf/us_overview_yrbs.pdf 
 
Environmental Factors and Other Indicators 
 Indiana Housing and Community Development Authority, homeless PIT Count – 

http://www.in.gov/ihcda/  
 Annie E. Casey Foundation, Kids Count Data Center – http://datacenter.kidscount.org/  
 United Way 2-1-1 Referral Service - http://211northeastindiana.org/content.aspx?reports  

Literature Review 
The following literature review covers topics in mental health that are particularly relevant to 
The Lutheran Foundation based on our investigations into its 10-county service area. Given that 
The Lutheran Foundation’s service area consists primarily of rural communities, issues of rural 
mental health specifically will be addressed throughout the review, in addition to other specific 
topics that have been identified as significant. 

  
A Brief Overview of Mental and Behavioral Health 
There are many dimensions to mental illness and mental health. When looking at mental illness, 
many experts turn to a system of classification according to which mental illnesses can be 
categorized into three major disorders, each disorder being multi-faceted and diagnosable on 
multiple plains and levels of intensity. These three categories are: 1) affective disorders such as 

http://www.cdc.gov/brfss/data_tools.htm
http://samhsa.gov/data/NSDUH/2k12MH_FindingsandDetTables/Index.aspx
http://www.state.in.us/isdh/21838.htm
https://secure.in.gov/isdh/19096.htm
http://samhsa.gov/data/NSDUH/2k12MH_FindingsandDetTables/Index.aspx
http://www.parkcenter.org/annual.htm
http://www.in.gov/isdh/26137.htm
http://www.fwpd.org/
http://egen.fortwayne.com/ns/projects/lights_sirens/index.php
http://www.icadvinc.org/
http://samhsa.gov/data/NSDUH/2k12MH_FindingsandDetTables/Index.aspx
http://www.cdc.gov/HealthyYouth/yrbs/pdf/us_overview_yrbs.pdf
http://www.in.gov/ihcda/
http://datacenter.kidscount.org/
http://211northeastindiana.org/content.aspx?reports
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depression and mania, the leading cause of disability in the United States; 2) anxiety disorders, 
including panic disorder, obsessive compulsive disorder, and post-traumatic stress disorder 
(PTSD), which affects more than 19 million Americans each year; and 3) schizophrenia, which 
affects more than 2 million Americans each year (Gamm, Stone, & Pittman, 2010). According to 
the Rural Healthy People 2010 national survey, conducted by Texas A & M’s School of Rural 
Public Health, mental disorders were ranked fourth among 28 functional areas of rural health 
concerns by rural health leaders in the U.S. (Gamm, Stone, & Pittman, 2010). Research 
conducted in the 21st century has identified accessibility of mental health services, suicide, stress, 
anxiety disorders, and depression as major rural health concerns (American Psychological 
Association, 2013; Gamm, et al, 2010; National Rural Health Research Center Director's 
Meeting, 2001; Ward, Clark, & Heidrich, 2009; Zwaanswijk, Verhaak, Bensing, van der Ende, & 
Verhulst, 2003). 
 
Depression1 is the most commonly diagnosed mental illness and is seen as a major factor in the 
battle for better overall mental health in America. Like most mental illnesses, depression is 
multi-faceted and can often be diagnosed incorrectly, inadequately, or not at all (Mitchell, Vase, 
& Rao, 2009; Wakefield, Scmitz, & Baer, 2010; Weisz, et al., 2012). Genetic inheritance, age, 
sex, chemical imbalances in the brain, hormone changes, substance abuse, and other illnesses or 
life changes all play significant roles in the development of depression and mental illness 
(National Alliance on Mental Illness (NAMI), 2013). 
  
Diagnosing one or more mental illnesses can be difficult. Individuals may not recognize their 
need for treatment and, thus, not seek the help of a professional who can diagnose their illness or 
illnesses. Diagnosing and correctly treating several coexisting conditions at once is even more of 
a challenge. As noted by the National Institutes of Health (NIH, 2013), mental illnesses like 
depression often co-exist or are brought on by other illnesses such as anxiety, PTSD, obsessive-
compulsive disorder, panic disorders, social phobias, and substance abuse. This coexistence of 
illnesses is referred to as comorbidity (National Institutes of Health (NIH, 2013). Those 
diagnosed with more than one concurrent illness tend to suffer from functional impairment and, 
compared to those with only one diagnosis, experience a poorer quality of life and accelerated 
mortality (Kessler, Demler, & Frank, 2005; Mitchell, Malone, & Doebbeling, 2009). Research 
has shown that physical illnesses too, such as thyroid disorder, heart disease, stroke, cancer, 
diabetes, Parkinson’s, and HIV/AIDS, tend to exacerbate the symptoms of depression and other 
mental illnesses (NIH, 2013). This, in turn, often worsens the physical ailments of those affected. 
Ultimately, identifying and treating a physically ill person’s depression can improve the outcome 
of treatment for co-occurring physical and mental illnesses and vice versa (Burton, Simpson, & 
Anderson, 2013; Miller, Paschall, & Svendsen, 2006; NIH, 2013). 
  
Diagnosis and Treatment 
According to the NIH (2013), the earlier treatment for a mental disorder begins, the more 
effective the treatment (NIH, 2013). However, getting a diagnosis is difficult, explains Dr. 
Steven E. Hyman from the Harvard Medical School’s Department of Neurobiology, because 
                                                 
1 The four major depression categories affecting Americans today are 1) major depressive disorder, 2) dysthymic 
disorder, 3) minor depression, and 4) bipolar disorder—all of which require some type of treatment in order to 
control ("Depression," 2013).  
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mental illness is still in a sense, a quantitative deviation from health—measured on multiple 
dimensions, like dyslipidemias or hypertension—rather than a qualitative deviation from health, 
like pneumonia or the flu, which is measured by one measurable issue such as cell dysfunction. 
The major difference here is that qualitative or categorical illnesses have natural boundaries 
between disorders and between disorder and health, but quantitative illnesses (like mental 
illness) are understood to be continuous and lack separation from other illnesses and health 
(Hyman, 2010). For this reason, doctors must turn to approaches that include unsympathetic, 
unnatural thresholds that allow for some sort of diagnostic variant, for example the nationally 
recognized DSM2, used by providers to diagnose a variety of mental illnesses. Clinicians create 
treatment plans—or conversely deny patients treatment—based on the categories the patients fall 
into (or fail to score high enough on) along the DSM spectrum. This proves problematic when 
we consider that millions of Americans are going untreated or undertreated because of the rigid 
boundaries placed around diagnosis and treatment (Wakefield, Scmitz, & Baer, 2010). 
 
Clinicians in the last decade have made a push toward treating persons with mental illnesses 
through evidence-based practices, or EBP3, a seemingly holistic approach to mental health.4 
Many researchers have conducted meta-analysis along with longitudinal studies on the EBP 
approach and have found almost unanimously that using an EBP approach to treating mental 
illness is the most effective form of treatment5; however, patients are rarely treated through this 
method and poor access is cited as the main reason for this deficiency (Bartels, et al., 2004; 
Mueser, Torrey, Lynde, Singer, & Drake, 2003; King & Arther, 2007). When looked at in depth, 
an evidence-based approach to treatment is one that requires work, time, and dedication from all 
parties involved precisely because it is a multi-faceted approach.6 
  
Common Self-treatment Behaviors 
Unfortunately, access to healthcare, cost, time, and social stigma, among other factors, often 
prevent those willing to seek care from ever receiving it. We will discuss these issues throughout 
the review. The gravity of these hindrances to the diagnosis and treatment of the mentally ill 
comes to light when we consider that those affected by mental illness may go on to cause harm 
to themselves or others. 
  
Many people struggling with mental illnesses choose to self-medicate, consuming alcohol and 
other substances in order to temporarily relieve their symptoms. This behavior is seen in every 

                                                 
2 Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition.  
3 Otherwise known as empirically supported interventions (Mueser, Torrey, Lynde, Singer, & Drake, 2003). 
4 For comprehensive information regarding this approach, see: Evidence-Based Public Health (Brownson, Baker, 
Leet, Gillespie, & True, 2010) and “Evidence-Based Public Health: A fundamental concept for public health 
practice” (Brownson, Fielding, & Maylahn, 2009). 
5 EBP treatment plans can include multiple layers and different levels of involvement on the part of the clinician, 
patient, and even family members. Some characteristics of an evidence-based approach to treatment may include 
standard medicative practices coupled with behavior modification, not to mention family [psycho]education 
providing them with insights into a patient’s illness(es) and recovery process (Mueser, Torrey, Lynde, Singer, & 
Drake, 2003). 
6 Another form of EBP is “Patient-Centeredness” or patient-centered care. This emphasizes the importance of 
having a Patient Centered Medical Home (PCMH), given that a patient’s main access to care is his/her primary 
physician (Croghan & Brown, 2010). 
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age group, from youths to seniors and will be addressed individually in later sections. In most 
cases, self-medication exacerbates illness rather than treating it. Men in particular, have been 
shown to be more likely than women to consume substances when depressed (Bolton, Robinson, 
& Sareen, 2009; NIH, 2013). The literature indicates a high “comorbidity” or correlation 
between substance use and/or addiction and mental illness—particularly in those who have been 
diagnosed with anxiety and/or depression and especially for those who reside in rural areas 
(Bolton, Robinson, & Sareen, 2009; Culberson & Ziska, 2008; Mitchell, Malone, & Doebbeling, 
2009; Patterson & Jeste, 1999; Simmons & Havens, 2007). Results from the National 
Epidemiologic Survey on Alcohol and Related Conditions (NESARC) (2009) show that almost 
25% of individuals with mood disorders use alcohol or drugs to relieve symptoms and again, 
men are shown to be twice as likely as women to do so. After controlling for the effects of 
substance use disorders, Bolton, et al. (2009) found that people who reported self-medicating 
were at higher odds for comorbid anxiety and personality disorders when compared to those who 
did not self-medicate (Bolton, Robinson, & Sareen, 2009). Comorbidity seems to play a 
correlating role in those who self-medicate. 
  
Current Approaches to Service Delivery 
Generally, when tackling the topic of mental health service delivery, providers and policy 
makers focus on establishing guidelines surrounding utilization, spending, location of services 
and providers, strategic placement of critical-access hospitals, Federally Qualified Health 
Centers (FQHCs), and National Health Service Core efforts (Hartley, 2004). The U.S. 
Department of Health & Human Services’ Administration for Children & Families sites cross-
system collaboration and funding as two major roadblocks to the improvement of mental health 
service delivery (Children's Bureau, Administration for Children & Families, 2013; Barry & 
Huskamp, 2011). The Affordable Care Act (2010) contains provisions to address these issues 
both by expanding Medicaid, employer mandates, and subsidies for low-income persons and by 
emphasizing integrated care models which include patient-centered medical homes and 
accountable care organizations (ACOs) (Barry & Huskamp, 2011). 
  
Mental health services cannot be effective if they are not culturally sensitive and attainable by all 
demographics. Researchers from the Texas A & M, Appalachian Regional Commission (ARC), 
and the Southern Rural Access Project (SRAP) have concluded that the current approaches 
(relying on FQHCs and critical-access hospitals) have been ineffective thus far (Hartley, 2004). 
Dr. David Hartley (2004) at the University of Southern Maine’s Rural Health Research Center, 
among others in his field, believes the current approach to mental health care must be adjusted to 
focus more on population health7 rather than on systematic health integration. 
 
In sum, generalized Health Professional Shortage Area (HIPSA) designations and providing 
services at or just above the Indiana Division of Mental Health and Addiction’s “measures of 

                                                 
7 Population health is an approach to healthcare delivery that focuses on the interrelated factors of an individual’s 
health over the course of his or her lifetime. This approach identifies patterns of occurrence and applies policies to 
improve the health of specific populations (Hartley, 2004; Kindig & Stoddart, 2003).  
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accessibility”8 may no longer be the best approach to determining rural and urban mental health 
initiatives. 
 
Mental Illness in Males and Females 
Males and females experience depression differently. Along with heredity, socio-economic 
status, life-style, and physical illnesses, depression and mood disorders in women can also be 
brought on by hormonal shifts in the body9, as is the case with premenstrual syndrome (PMS), 
premenstrual dysphoric disorder (PMDD), and postpartum depression 10 (NIH, 2013). 
  
In terms of urban versus rural mental health, it has been found that women living in rural 
communities experience “elevated depressive symptoms,” including postpartum and maternal 
depression, similar to their low-income urban and ethnic minority peers. Unfortunately, these 
higher rates of depressive symptoms in rural women are coupled with lower rates of treatment-
seeking behaviors than urban and minority women (Price & Proctor, 2009; Huang, et al., 2007).  
The literature also suggests that women report mental health disorders more often than men 
(Judd, Komiti, & Jackson, 2008; Kessler, 2003; Price & Proctor, 2009; Huang, et al., 2007; 
Wang, et al., 2005). Women, for example, have been found to report generalized anxiety and 
depression two to three times as often as men and report use of medications that treat the 
symptoms of these disorders twice as often (Horwitz, 2002; Horwitz & Wakefield, 2007; 
Kessler, 2003; Riska, 2009; Rosenfield & Mouzon, 2013). These tendencies in the reporting of 
mental illnesses by men have been addressed mostly indirectly, following efforts to explain the 
elevated tendencies among women (Riska, 2009). 
 
Recent research has identified a gap in the literature surrounding male mental health, a subject 
that has remained largely understudied in the social sciences (Kempner, 2006). Because males 
generally respond to health issues differently from females, sociological research and theoretical 
perspectives on men’s mental health have been concentrated into two camps: the social causation 
and the social constructionist perspectives (Riska, 2009). The former is based on a notion of 
gender differences in mental health as real factors that can be explained by identifying structural 
determinants. The latter focuses primarily on the methodological issues related to approaches to 
explaining women’s higher rates of mental illness and challenges the validity of criteria for 
defining mental health in social epidemiological research, biomedical research, and clinical 
practice (Riska, 2009). According to Elianne Riska (2009), a specialist in the field of gender and 

                                                 
8 Indiana’s measure of accessibility is that outpatient services are available in the county, an adjacent county or 
within a 60-minute drive (DMHA Home, 2011).  
9 Before the age of 15, females are twice as likely as males to experience major depressive disorders, perhaps due to 
hormonal changes, however, that trend weakens as males and females age. In women, many of these disorders 
manifest themselves with feelings of sadness, worthlessness, and excessive guilt while men are more likely to feel 
tired and irritable and to experience sleeplessness and a loss of interest in activities they had previously found 
pleasurable prior to the onset of their illness (Depression, 2013).  
10 Impoverished mothers face additional and particularly challenging circumstances that may prove detrimental to 
their mental health. A recent study by Yale University finds that mothers with a significant diaper need for example, 
were at a higher risk of having a stress-related mental health issues than even mothers who described themselves as 
having a significant food need (Smith, Kruse, Weir, & Goldblum, 2013). 
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health, in the study of men’s lower rates of reported mental illness, sex role theory11 has been the 
major theoretical framework. Sex role theory maintains that masculinity is incompatible with the 
adoption of a sick role (Nathanson, 1975; Gerhardt, 1989). In her discussion of this theory, Riska 
(2009) raises the point that males have been socialized in such a way that they feel that it is 
unacceptable for men to experience, report, and seek help for symptoms. Presenting the blockage 
release model of men’s emotions (Robinson, 2002), Riska (2009) explains: 

The values of masculinity are assumed to be in conflict with expressing emotions and 
help seeking, and men are assumed to channel their emotional expression in different 
ways. This is the blockage release model of men’s emotions. It is assumed that normative 
expectations about men’s mastery of their behavior lead men to block their emotions and 
that the consequence is a variety of violent behavior, i.e. self-destructive behavior...and 
violence towards others...These male behaviors are assumed to constitute a repertoire of 
mental symptomology that has been interpreted as functional equivalents to women’s 
diagnosed mental disorders. (146–147) 

 
The social stigma of mental illnesses, gender role socialization, and male norms, not to mention 
myriad other factors addressed in the literature surrounding men’s mental health, are particularly 
influential on men’s help-seeking behaviors (Hammer, Vogel, & Heimerdinger-Edwards, 2013; 
Galdas, 2009). Recent research into men’s help-seeking behaviors has identified a correlation 
between masculine norms, self-stigma, and attitudes toward counseling across all male 
subgroups when taking into account community size, education, and income. The relationship 
between masculine norms and self-stigma was found to be twice as strong for rural men than for 
other men. Attending to the relationships among masculine norm conformity, self-stigma, and 
help-seeking attitudes for men in rural areas is of importance in the context of promoting mental 
and behavioral health services (Hammer, Vogel, & Heimerdinger-Edwards, 2013). 
 
Special Populations 
Aging Adults 
According to the NIH (2013), when older adults12 experience depression, it is often overlooked 
because seniors show “different, less obvious symptoms” (NIH, 2013) and often their depression 
comes after and/or during a period of grief and/or loss—which makes their symptoms sometimes 
difficult to distinguish from clinical depression. In addition, older adults tend to have more 
physical illnesses than their younger peers, and the medications they take to treat certain illnesses 
can produce side effects similar to depression, again making diagnosis and treatment difficult13 
(NIH, 2013). Not only do medications affect the way an aging adult feels mentally and 
emotionally, but also their actual physical ailment can affect their outlook on life and living in 
general.14   

                                                 
11 Sex Role Theory was developed and explored at length by sociologist Walter R. Gove throughout the later half of 
the 20th century in articles such as “Adult Sex Roles and Mental Illness” (Gove & Tudor, 1973). 
12 Throughout the literature review “older adults”, “elderly”, and “seniors” refers to persons over the age of 64. 
13 A common aging-related condition called “vascular depression” for example, restricts blood vessels and reduces 
blood flow to vital organs including the brain which in turn can manifest into depressive episodes (NIH, 2013; 
Sheline, et al., 2010).  
14 For further information, including symptoms, risk factors, diagnosis, and interventions for depression in older 
adults see “Depression in Older Adults”  (Stickle & Onedera, 2006) and the more comprehensive Physical Ilness 
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Rates of depression are particularly high among seniors reporting poor health; although, the 
elderly have the lowest recorded rates of serious (clinical) depression, dysthymic disorder 
(chronic low-level depression), and anxiety disorders of any adult age group (partially due to the 
DSM-IV rating scale layers) (VanItallie, 2005). In contrast, the incidence of subsyndromal 
depression is estimated to be quite high. Subsyndromal depression is characterized by chronic 
depressive symptoms that do not meet the technical requirements of a clinical diagnosis of 
depression according to the DSM-IV15 (Lyness, King, Cox, Yoediono, & Caine, 1999). Because 
these symptoms are hard to characterize and vary widely among individuals, precise statistics are 
unavailable16; however, it is believed that approximately 15% of ambulatory seniors may be 
affected by subsyndromal depression (VanItallie, 2005).  
 
While symptoms of depression and anxiety among seniors often fall short of the requirements of 
a clinical diagnosis, the impact of these symptoms on their daily lives can be profound 
(Grabovich, Lu, Tang, & Lyness, 2010). In fact, the American Association of Suicidology 
estimates the rate of suicide for the elderly to be approximately 14.3 per 100,000 seniors each 
day. The same report indicates that the suicide completion rate (per attempts) for seniors is 1 in 4 
while the rate for other age groups is closer to 1 in 100–200 depending on the group (2009). 
  
In terms of self-treatment behaviors among the elderly, Results from the 2003 Indiana Adult 
Household Survey indicate that substance abuse was up to 10 times more prevalent among 
elderly males, who made up 60–75% of treatment episodes for substance abuse (Indiana 
Prevention Resource Center, 2013)—the same as with other age groups, where men typically 
self-medicate at a higher rate than women. A common concern expressed among many key 
informants is that the local elderly population experiences high incidences of alcohol and 
prescription drug abuse—the result of a changing life-style and their own physical and mental 
health issues. Those who are at an increased risk for abusing prescription drugs in particular are 
socially isolated (low-levels of social well-being), depressed individuals who have a history of 
substance abuse  (Culberson & Ziska, 2008; Koechl, Unger, & Fischer, 2012; Van Lente, et al., 
2012). This is especially disconcerting considering that the number of aging persons using illicit 
drugs and alcohol will increase significantly in the next decade because the baby boomer 
generation already shows higher rates of drug and alcohol abuse than its previous cohort 
(Patterson & Jeste, 1999). 
  
Veterans  
According to the Department of Veterans Affairs (Halsmayer, Schuh, & Skrivanek, 2008), at the 
moment there are approximately 23 million veterans living in the United States. About half a 
million of those veterans currently reside in Indiana. In 2011, the U.S. Government 
                                                                                                                                                             
and Depression in Older Adults: A handbook of theory, research, and practice (Williamson, Shaffer, & Parmelee, 
2000). 
15 Though it may not score as highly on the DSM scale, subsyndromal depression is associated with the same 
functional disability and medical comorbidity as minor depression, and often treated in the same way with 
antidepressant medications (Lyness, King, Cox, Yoediono, & Caine, 1999). 
16 Research has shown that similar to major depression or anxiety, predictors of subsyndromal depression are the 
same, whereas a person’s current medical condition(s) (physical and mental), self-rated health, and social support 
structures are highly dependent factors in the onset of the illness (Lyness, et al., 2006). 
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Accountability Office (GAO) reported that from 2006 through 2010, about 2.1 million unique 
veterans received mental health care services from the VA. The five most common diagnostic 
categories for Veterans receiving mental health care are, in order of prevalence: depressive 
disorder, adjustment reaction, episodic mood disorder, neurotic disorder, and substance abuse 
disorder (U.S. Government Accountability Office, 2011). 
 
The GAO’s report identified from the literature and corroborated through interviews the 
following key barriers found to hinder veterans attempting to access mental health care from the 
VA: “stigma, lack of understanding or awareness of mental health care, logistical challenges to 
accessing mental health care, and concerns about VA’s care, such as concerns that VA’s services 
are primarily for older veterans” (GAO, 2011). These barriers impeding access to mental health 
care are not necessarily unique to veterans; rather, they may affect people with a variety of 
profiles attempting to access mental health care from any provider. 
  
In an effort to promote mental health care services for veterans, the VA has integrated mental 
health care into primary care and has reportedly endeavored to educate veterans, their families, 
and other community stakeholders about the conditions affecting soldiers and the care afforded 
to them by the VA (GAO 2011). Recently, journalists such as Aaron Glantz of the Center for 
Investigative Reporting have pointed to the current VA backlog of nearly one million cases of 
veterans seeking benefits. According to the Department of Veteran Affairs’ Strategic Plan to 
Eliminate the Compensation Claims Backlog (2013), measures are being taken to reduce the VA 
backlog to zero by 2015. At the moment, nearly one million claims are backlogged, meaning that 
their filing process has exceeded 125 days. According to the VA, as of October 2012, the 
average processing time, beginning with the date a claim is received by the VBA and ending on 
the date all actions have been completed, is approximately 277 days (Veterans Benefits 
Administration, 2013). 
  
In 2012, researchers from the Brookings Institution argued that in order to increase access to and 
improve the quality of mental health care services offered to veterans, the Veterans Affairs 
Mental Health System requires the collaboration of the rest of the vast American health system. 
The collaboration between New York University’s Langone Medical Center and the Veterans 
Affairs New York Harbor Healthcare System is one example of this cooperation between health 
care providers (O’Hanlon et al., 2012). Similarly, the Indiana Veterans Behavioral Health 
Network is working to establish a network of veteran friendly health providers in Indiana in 
order to facilitate veterans’ access to mental health care. In The Lutheran Foundation’s service 
area, there is only one VA medical center and one VA Health Care system, both of which are 
based in Fort Wayne (Allen County). 
 
African American Mental Health 
A brief survey of the vast literature surrounding mental health issues affecting African American 
populations provides us with a general overview of what mental health researchers have found to 
be true of certain black communities. Research indicates that Blacks (and rural residents) 
underutilize mental health services yet are overrepresented as a sub-population with serious 
mental health needs (Gamm, Stone, & Pittman, 2010; Primm, Vasquez, & Perry, 2010)—which 
means they are represented as experiencing mental illness at a rate higher than their overall 
population representation, but receive treatment at a lower rate than other mentally ill 
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populations—similar to rural women and their same-sex peers. Some literature suggests that 
stigma associated with peer judgment, along with high levels of cultural mistrust—of white 
providers in particular—plays a role in the low rates of mental health services utilization among 
African Americans (Ward, Clark, & Heidrich, 2009). 
  
In a study conducted by the University of Wisconsin-Madison, African American communities 
were found to have a deep understanding of mental health and mental disorders; however, with 
this understanding came a lack of professional help-seeking behaviors. African Americans 
reported that prayer and pastoral counseling17 were the main actions taken to treat mental 
illnesses and explained that, again, service access and stigma were factors that hindered further 
treatment-seeking (Ward et al., 2009). 
  
The overarching concern here is that according to the 2010 Census there are just under 50,000 
persons in The Lutheran Foundation service area who identify as Black or of African American 
descent, making this population markedly significant when considering an approach to dealing 
with the overall population’s mental health issues. 
 
Children and Adolescents 
There are over 180,000 youth under the age of 18 currently residing in the 10 counties that The 
Lutheran Foundation serves. Compared to national estimates, roughly 20% of them struggle with 
emotional and behavioral disorders; 10–15% have had symptoms of depressions at some time; 
and approximately 25% of youth aged 9–17years struggle with serious emotional disturbances 
that affect their daily functioning such as appetite, sleep disturbances and concentration levels 
(Gamm et al., 2010). In addition, depression in adolescents most commonly co-occurs with other 
disorders and often can manifest itself in the form of coping mechanisms such as eating 
disorders, self-inflicted harm, and the more typical substance abuse problems as well 
(Depression, 2013). 
  
According to the U.S. Department of Health and Human Services, youth who suffer from anxiety 
and/or depression have an increased likelihood of struggling in school or, in later years, at work 
and of engaging in risky behavior such as substance abuse, intentional self-harm, and suicide18 
(Youth Risk Behavior Surveillance-UnitedStates, 2012). A report from the Surgeon General, 
finds that the prevalence of all types of anxiety disorders among youth is higher than that of all 
other mental disorders of childhood and adolescence (Mental Health: A Report of the Surgeon 
General, 1999). Among the many causes of adolescent anxiety and depression discussed in the 
literature, most common are domestic issues, school related stress, bullying, sexual abuse, 
traumatic experiences, and developmental changes, (Bond, et al., 2007; Eaton, D. K., et al., 
2012; U.S. Department of Health and Human Services, 1999; Zwaanswijk, Verhaak, Bensing, 
van der Ende, & Verhulst, 2003). 
 
                                                 
17 Pastoral counseling was mentioned by numerous key informants as a protective or preventative factor in the local 
mental health landscape and was often mentioned as a regular source for treatment for locals in the area.  
18  13% of all deaths among youths and young adults between the ages of 10 and 24 are the result of suicide, one of 
the four leading causes of death among adolescents (Eaton, D. K., et al., 2012). 
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In “Mental Health and Mental Disorders—A Rural Challenge: A Literature Review,” Gamm, 
Stone, and Pittman (2010) allude to several articles published in the last decade that observe 
urban youth receiving more mental health services than rural youth, though the former’s need is 
no greater than the latter’s. In signaling this disparity, they call attention to the fact that rural 
children are likely to be disadvantaged in mental health treatment, especially with regard to 
treatment for serious emotional disturbances (Gamm, Stone, & Pittman, 2010). This failure to 
meet the needs of children living with serious mental health problems in rural America is 
attributed to the relative lack of psychiatrists already mentioned and the help-seeking behaviors 
of youth and their parents. 
 
Research highlights several variables that play into the treatment—or lack thereof—of 
adolescents’ mental illnesses. Zwaanswijk et al. (2003) point out that parental involvement alone 
is often not enough (and at times non-existent), so a network of checks and balances works best 
for identifying adolescent mental health issues and for youth to practice help-seeking behaviors. 
Behavioral/mental health problems identified in a school setting in particular “are found to play 
an important role in the help-seeking process, influencing both parental help-seeking and 
problem recognition by the [child’s] GP [or general practitioner]” (Zwaanswijk, Verhaak, 
Bensing, van der Ende, & Verhulst, 2003). The same can be said for identifying “risk factors” 
within a secondary education setting. A child’s experiences in school may not only affect his or 
her mental health journey, but also his or her risk of experiencing a mental illness or a substance 
abuse issue. According to researchers the University of Melbourne and Murdoch Children’s 
Research Institute, a students’ social interactions, or “social connectedness” to his or her peers is 
a significant predictor in determining that child’s likelihood of experiencing mental health 
problems and substance abuse issues. 
  
The literature indicates that children who were present in school, but socially disconnected, 
experienced higher rates of mental illness and substance use issues than those with larger social 
networks. In the same sense, children who were socially connected with peers at school, yet not 
present in the school (large social networks, but high truancy rates), were seen to be at the same 
risk as the aforementioned not-so-social students (Bond et al., 2007). Katoaka et al. (2003) also 
have discovered that school-based, trauma-focused intervention is effective in helping to reduce 
symptoms of PTSD and depression among school-aged first and second generation New 
Americans especially (Kataoka et al., 2003)19. In summation, the secondary school setting is a 
relatively reliable place for identifying and addressing adolescent mental and behavioral health 
predictions and issues. 
  
“New Americans” 
Immigrants, or New Americans bring to the U.S. a unique set of mental and behavioral health 
issues and experiences. Language barriers, acculturation, and educational disparities are often 
what is thought of first when considering the barriers these New Americans face; however, more 
in-depth mental health issues accompany them as well. Experiences from their native countries 
such as war, poverty, genocide, and family displacement bring about unique post-traumatic stress 

                                                 
19 It is relevant to note here too that many key informants felt that early intervention in the schools—which would 
include general education to students about mental health—was thought to be good practice for promoting mental 
wellness and for treating mental illness and substance abuse.  
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disorder illnesses, and religious and cultural differences give a different definition to stigma and 
holist health (Takeuchi, et al., 2007). With a large Burmese population in particular residing in 
The Lutheran Foundation’s 10-county service area, it is important to understand the particular 
issues that surround them in regards to mental health and mental illness. 
  
Researchers from multiple universities, including the Harvard School of Public Health, have 
found that cultural inclusion was the most important factor for many Asian American U.S. 
immigrants (Takeuchi, et al., 2007). English-language proficiency in particular was the leading 
factor in the study lead by David Takeuchi (et al.) (2007), a professor of sociology and 
epidemiology at the University of Hawaii, indicating the level of risk an immigrant may be at to 
experience a mental illness such as anxiety or depression. Takeuchi, et al. (2009) reveal that 
“English-language proficiency may serve as a marker for the ability of immigrants to move 
outside of their immediate social circles and expand their opportunities for employment and 
other types of social and economic resources” (Takeuchi et al., 2007), which in turn effects one’s 
mental health outlook. Moreover, immigrants who arrive as children acculturate much more 
easily than an elderly immigrant who has a more difficult time picking up the language and 
developing social relationships outside of their families (Takeuchi, et al., 2007). 
    
As for second and third generation immigrants and particularly school-aged youth, the link 
between acculturation and mental health is seen mostly through the lenses of identity crisis and 
discrimination experienced in schools (Oppeda, Roysamb, & Lackland Sam, 2004). Of course, 
when a young New American has a stronger family support system, these issues are less 
affecting; however, many New American parents and grandparents are struggling themselves to 
deal with their own acculturation and socio-economic issues, which in the long-term weakens 
their parenting effectiveness (Oppeda, Roysamb, & Lackland Sam, 2004; Maiko, 2013). 
 
Rural Mental Health 
In 2012, the Substance Abuse and Mental Health Services Administration (SAMHSA) estimated 
(based on 2010 and 2011 data) that nearly 10% of Indiana’s population was living with a serious 
mental illness, placing the state among the top nine in the U.S. for mental illness incidences 
(Substance Abuse and Mental Health Services Administration, 2012). In non-metropolitan areas 
and rural communities in particular, there is a higher proportion of people who are at risk for 
mental illness than in large urban or metropolitan communities (American Psychological 
Association (APA) (2013). The Lutheran Foundation, whose service area covers mainly rural 
communities,20 sees a particularly high need for rural mental health services. 
  
According to the APA (2013), rural Americans are in greater need of mental health services than 
those living in metropolitan areas; however, accessibility to these services is lacking. A recent 
survey of providers shows that there are approximately 39 psychologists per every 100,000 
persons in metropolitan areas but only 16/100,000 in rural living spaces (APA, 2013). Overall, in 
U.S. counties with populations less than 20,000, nearly 75% lack a psychiatrist of any kind and 

                                                 
20 9 of the 10 counties in The Lutheran Foundation service area are classified as rural, according to the U.S. Census 
Bureau classification of urban and rural spaces (U.S. Department of Commerce, U.S. Census Bureau, 2013).  
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close to 95% lack a child psychiatrist21 (Gamm, Stone, & Pittman, 2010). Even so, when 
controlling for these factors (service availability, race, gender, and need) it has been found that 
rural Americans still access mental health services at a lower rate than their metropolitan peers 
(Petterson, Williams, Hauenstein, Rovnyak, & Merwin, 2009). 
 
We now also understand that, even when breaking down demographics and looking at specific 
genders, social class, and race, rural residents also experience higher rates of comorbidity, life-
time prevalence of mental health issues, substance abuse, and addiction (Culberson & Ziska, 
2008; Gamm, Stone, & Pittman, 2010; Koechl, Unger, & Fischer, 2012; Price & Proctor, 2009; 
Simmons & Havens, 2007; Wang, et al., 2005). Research suggests this is the case because rural 
areas foster social isolation are populated with residents who lack education about mental 
illness—including those who believe they cannot afford care—and have less access points to 
care (Aneshensel, 2009; Hartley, 2004; Hunter, 2013; McMahen, 2013; Primm, Vasquez, & 
Perry, 2010; Safran, et al., 2009; Wilson, 2013). 
   
The literature in Texas A & M’s “Rural Healthy People 2010” introduces the idea that the 
reduction and elimination of health disparities in rural populations requires an approach that is 
“sensitive to local variations in physical and cultural realities” (Hartley, 2004) rather than a 
generic approach suited to serve only rural or urban mentally ill populations respectively. 
  
Alcohol, Tobacco, and Other Drugs 
The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) defines substance abuse as 
a maladaptive pattern of consumption of illicit drugs, alcohol, and tobacco that is associated with 
a range of social problems including family disruptions, economic problems, declining 
productivity and functionality, poor performance in school, domestic violence, child abuse, and 
crime (American Psychiatric Association, 1994). 
  
Despite the efforts of government and law enforcement agencies to reduce rates of use of mind- 
and body-altering substances, illicit drug use has increased in America (National Institute on 
Drug Abuse, 2012). Moreover, use of synthetic drugs, such as the so-called Bath Salts stimulant 
and the synthetic cannabinoid Spice, has been on the rise, which is disconcerting because 
designer drugs are so difficult to regulate and so readily available (Maxwell, 2014; Spaderna, 
2013). Recent efforts to explain this increase in substance abuse have primarily looked at social 
factors or conditions that may increase the likelihood of consumption. A recent study using 
negative binomial logistic and multinomial regression analyses of data derived from the 2001 
Chicago Community Adult Health Study found a correlation between discrimination, or coping 
with discrimination, and psychotherapeutic and illicit drug misuse ( (Hunte & Finlayson, 2014). 
  
Because substance abuse affects different communities differently, it is important to take into 
consideration other social problems that may potentially affect drug abuse. For example, the 
question of why childhood maltreatment is associated with adolescent substance abuse was 
recently the focus of a critical review of explanatory methods published in the International 
                                                 
21 This is concerning for a number of reasons including the fact that suicide rates are 54% higher in rural areas than 
urban, the second leading cause of death in states with primarily rural populations ("The Critical Need for 
Psychologists in Rutal America," 2013).  
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Journal of Mental Health Addiction. The article concludes with recommendations for future 
research, including the recommendation that research look into system-involved children and 
adolescents (Hovdestad, Tonmyr, Wekerle, & Thornton, 2011). 
 
Substance abuse continues to negatively impact families and communities across the nation. A 
recent study estimates that substance abuse is responsible for over half a trillion dollars annually 
in health- and crime- related costs (Miller & Hendrie, 2009). However, this measure does not 
take into account the toll that substance abuse takes on individuals and their families as 
opportunities for social and economic betterment are lost to the detriments of substance abuse 
and addiction (Center for Health Policy, 2010). Many government and social institutions, for 
example, must provide support not only for persons struggling with addiction problems but also 
for their families, in some cases even assuming responsibility for neglected or abused children. 
   
Substance abuse often leads to addiction or dependence, a chronic, relapsing mental illness 
characterized by compulsive drug seeking and consumption; addicts compulsively consume the 
substance on which they have developed a dependence regardless of the direct and indirect 
effects that their indulgence has on their families and communities, which may experience a 
great deal of grief and loss of productivity as a result of their difficulty coping with loved ones’ 
substance abuse. Nevertheless, one should not underestimate the benefits that family support can 
have on recovery of substance abuse; by examining maladaptive schemas and substance use of 
patients and their intimate partners, an article published in the most recent volume of the Journal 
of Psychoactive Drugs finds that couples-based substance abuse treatment has demonstrated 
effectiveness in reducing substance abuse and increasing healthy couple functioning (Shorey, 
Anderson, & Stuart, 2014). 
 
Because of the wealth of articles that have been published in the area of ATOD, it simply is not 
possible to integrate them all into this literature review. Some interesting research published in in 
the past two years—motivated no doubt by the pervasiveness of substance abuse and addiction in 
society—explores the direct effects of individuals’ substance abuse on fetal development (Treit, 
2013; Jansson, et al., 2012; Hanson, 2012 ); its correlation with disease and child abuse (Seay & 
Kohl, 2013; Chuang, Wells, Bellettiere, & Cross, 2013); and deaths resulting from drugged 
driving (Li, 2013; Scherer, Voas, & Post, 2013). 
  
In 2005, the Indiana Office of the Governor was awarded a grant by the U.S. Department of 
Health and Human Services’ Center for Substance Abuse Prevention in order to address 
substance abuse and addiction by engaging in prevention planning and grant making. The grant 
required the Indiana government to establish a State Epidemiology and Outcomes Workgroup 
(SEOW) to collect and analyze epidemiological data and facilitate data-based decision making 
regarding substance abuse prevention across Indiana. To date, the Indiana SEOW has published 
four annual comprehensive state epidemiological profiles on substance use.22 The most recent 
brief, An Epidemiological Overview of Alcohol, Tobacco, and Other Drug Use in Indiana, 

                                                 
22 The complete reports are available at the Center for Health Policy website at www.healthpolicy.iupui.edu. 

http://www.healthpolicy.iupui.edu/
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provides a comprehensive overview of alcohol, tobacco, marijuana, cocaine, heroin, 
methamphetamine, nonmedical prescription drugs, and poly-substance use in Indiana.23  
 
Nation-wide Substance Abuse Trends  
The National Survey on Drug Use and Health (NSDUH) offers both national and state-level data 
on substance use—tobacco, alcohol, illicit drugs, and recreational use of prescription drugs—and 
mental health. In the most recent survey, 23.9 million Americans aged 12 or older (or 9.2% of 
the total population aged 12+) reported having used illicit drugs—this category includes 
marijuana, cocaine, heroin, hallucinogens, and inhalants, as well as the nonmedical use of 
prescription-type pain relievers, tranquilizers, stimulants, and sedatives—in the month prior to 
taking the survey. While illicit drug use has been ranked ninth in the leading causes of death in 
the United States, i.e., contributing to the diagnosed condition to which a death is attributed, 
alcohol has been ranked third. In 2012, marijuana was the most commonly used illicit drug, with 
18.9 million users. 62.8% of illicit drug users reported only using marijuana in the past month, 
while 21% reported currently using other illicit drugs but not marijuana and 16.2% reported 
using both marijuana and other drugs. 
  
According to the NSDUH, the second most commonly abused substances by Americans aged 12 
and over were psychotherapeutics, including pain relievers, tranquilizers, stimulants and 
sedatives. In 2012, 6.8 million Americans reported currently abusing psychotherapeutics such as 
oxycodone and methamphetamines. Although adults aged 26 and over were less likely to use 
illicit drugs than youths (aged 12–17) and young adults (aged 18–25), in 2012 there were more 
current users of illicit drugs aged 26 and over than both of the younger populations combined 
(U.S. Department of Health and Human Services, 2013). Although data from the most widely 
cited surveys, the National Survey on Drug Use and Health and the Monitoring the Future study, 
have consistently found methamphetamine use to be a relatively minor concern among persons 
aged 12 and older, many other data sources—law-enforcement, criminal justice agencies, 
substance abuse treatment programs, welfare agencies, and state/county executives suggest that 
methamphetamine production and use is a serious problem for many communities across the 
nation, particularly rural communities (Gonzales, Mooney, & Rawson, 2009). In rural and urban 
America, alcohol and tobacco are by far the most frequently abused substances across 
geographic, demographic, and economic boundaries. Residents of large metropolitan counties 
have the highest rate of illicit drug use (7.65%), followed by non-metropolitan (5.8%) and rural 
counties (4.8%). Growing evidence suggests that usage rates are higher among rural youth than 
urban youth for alcohol and methamphetamines. (Hutchison & Blakely, 2010). 
  
Substance Abuse and Addiction in Indiana 
The state of Indiana ranks 20th in the nation in illicit drug use by persons aged 12 and over (U.S. 
Department of Health and Human Services, 2013). Praxis recently interviewed a number of key 
informants in Northeast Indiana; alcohol, methamphetamines, prescription drugs, and marijuana 
are the substances most frequently observed by respondents in The Lutheran Foundation’s 10 
county service area. These substances and substance abuse related trends and prevention efforts 
in Indiana and nation-wide are the focus of this section. 
                                                 
23 For a more detailed analysis, refer to The Consumption and Consequences of Alcohol, Tobacco, and Drugs in 
Indiana: A State Epidemiological Profile, 2009. 
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The National Survey on Drug Use and Health (NSDUH) reports that 8.5% of persons 12 and 
older in the state of Indiana reported using illicit drugs in the month prior to taking the survey 
and 3.96% reported illicit drug use other than marijuana. The following summaries of alcohol, 
tobacco, marijuana, methamphetamine, and prescription drug use trends in Indiana are 
principally based on both the most recent report issued by Indiana University’s Center for Health 
Policy, An Epidemiological Overview of Alcohol, Tobacco, and Other Drug Use in Indiana, and 
data drawn from the NSDUH. 
 
Alcohol 
Alcohol is the most frequently used drug in both Indiana and the United States. Half of Indiana 
residents aged 12 years and older used alcohol in the past month, while 22.3% engaged in binge 
drinking (consumption of five or more alcoholic drinks on the same occasion). Hoosiers ages 18 
to 25 had the highest rates of alcohol use: within the past month, 61.8% drank alcohol and 41.5 
percent engaged in binge drinking (Substance Abuse and Mental Health Services Administration, 
2012). Underage drinking is still prevalent in Indiana: in 2011, 24.2% of 12- to 20-year-olds 
reported using alcohol in the past month, and 16.4 % had engaged in binge drinking (Substance 
Abuse and Mental Health Services Administration, 2012). The rate for alcohol use in the past 
month tends to be greater among 12th grade students than students in lower grades; consumption 
appears to increase with age (Center for Health Policy, 2010). Because drinking can lead to 
alcohol abuse and dependence, increased morbidity and mortality, and legal problems, it is 
important to educate youths about the potential consequences of alcohol consumption. 
 
Tobacco 
According to the CDC, cigarette smoking accounts for approximately one out of every five 
deaths, with an estimated 49,000 of those deaths resulting from exposure to secondhand smoke 
(Center for Disease Control and Prevention, 2013). Indiana’s rates of cigarette smoking and 
tobacco use have remained among the highest in the nation. Currently, nearly one-third of the 
population aged 12 years and older reported using a tobacco product in the past month. The age 
group with the highest rate of tobacco product consumption is 18- to 25-year-olds at 
approximately 45%. The state’s adult smoking prevalence was among the highest in the nation at 
an estimated 27.4 %. Moreover, a correlation has been found between smoking and education 
and income levels: individuals with less than a high school education (50.5 percent) and people 
whose household income was below $15,000 (40.3 percent) tended to smoke (Center for Health 
Policy, 2010). 
 
Marijuana 
The most commonly used illicit substance in the United States is marijuana. In Indiana, almost 
11 percent of the population aged 12 and older used marijuana in the past year and six percent 
used it in the past month. Hoosiers 18- to 25- year-olds were found to have the highest 
prevalence of marijuana use at nearly 28% reporting past-year use and just under 17% reporting 
use within the 30 days prior to taking the NSDUH (Substance Abuse and Mental Health Services 
Administration, 2012). Harmful effects of marijuana include respiratory illnesses, a weakened 
immune system, and an increased risk of heart attack and cancer. Marijuana use is also 
associated with risky sexual behavior and may lead to other drug use (National Institute on Drug 
Abuse, 2001). 
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Methamphetamine 
In Indiana, 4.5% of residents aged 12 and older used meth at least once in their life; 0.8% used it 
in the past year; and only 0.2% used meth in the 30 days prior to responding (Substance Abuse 
and Mental Health Services Administration, 2012). Use of methamphetamines can lead to 
serious health consequences including: cardiovascular problems; stroke, brain, liver, and kidney 
damage; severe tooth decay; increased risk of contracting and transmitting hepatitis, as well as 
HIV and other sexually transmitted diseases; mental illness; and death (Center for Health Policy, 
2010). 
 
Prescription Drug Abuse 
The fastest-growing drug problem in the nation, prescription drug abuse is a serious public health 
concern in Indiana and the United States (Wenthur, et al., 2013). The most commonly abused 
prescription drugs in the United States include pain relievers, depressants (sedatives, 
tranquilizers, hypnotics), and stimulants (use to treat attention deficit disorder, epilepsy, and 
obesity. The most frequently abused prescription drugs are opioid-based pain relievers such as 
codeine, morphine, and oxycodone, a schedule II narcotic. Other prescription drugs with high 
potential for abuse, especially among young people, are methylphenidate (Ritalin®) and 
Adderall®. Over a million Indiana residents (20.7%) aged 12 and older have misused 
psychotherapeutics at least once in their life. Moreover, almost eight percent of Indiana’s youth 
ages 12 to 17 used prescription pain medications for nonmedical purposes in the past year 
(Substance Abuse and Mental Health Services Administration, 2012). 
  
Conclusions 
Based on the literature considered in this review, the following conclusions have been drawn: 

 
Mental Health 
 The rigid boundaries placed around diagnosis and treatment has led millions of 

Americans to go untreated or undertreated.  
 Physical illnesses exacerbate symptoms of depression and other mental illnesses, 

worsening the physical ailments. Treating a physically ill person’s depression can 
improve the outcome of treatment for co-occurring physical ailments. 

 Evidence Based Practice is the most effective approach to treating mental illness; 
however, patients are rarely treated through this method due to poor access. 

 Cross-system collaboration and funding are two major roadblocks to the improvement of 
mental health service delivery. 

 Accessibility of mental health services, suicide, stress, anxiety disorders, and depression 
are major rural health concerns. 

 The relationship between masculine norms and self-stigma was found to be twice as 
strong for rural men than for other men.  

 Women living in rural communities, as well as their low-income urban and ethnic 
minority peers, experience elevated depressive symptoms. Higher rates of depressive 
symptoms in rural women are coupled with lower rates of treatment-seeking behaviors 
than urban and minority women. 
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 The most common causes of adolescent anxiety and depression are domestic issues, 
school related stress, bullying, sexual abuse, traumatic experiences, and developmental 
changes. 

 Urban youth receive more mental health services than rural youth. 
 Blacks experience mental illness at a rate higher than their overall population 

representation, but receive treatment at a lower rate than other mentally ill populations. 
 Regarding immigrant mental health, cultural inclusion and English-language proficiency 

are important factors. 
 In order to increase access to and improve the quality of mental health care services 

offered to veterans, the Veterans Affairs Mental Health System requires the collaboration 
of the rest of the vast American health system.  

 
Substance Abuse 
 Alcohol is the most frequently used drug in both Indiana and the United States. 
 The fastest-growing drug problem in the nation, prescription drug abuse is a serious 

public health concern in Indiana. 
 The literature indicates a high correlation between substance use and mental illness—

particularly in those who have been diagnosed with anxiety and/or depression and 
especially for those who reside in rural areas. 

 Rural residents experience higher rates of comorbidity, life-time prevalence of mental 
health issues, substance abuse, and addiction. 

 Socially isolated (low-levels of social well-being), depressed elderly populations with a 
history of substance abuse are at an increased risk for abusing prescription drugs. 

 Couples-based substance abuse treatment has demonstrated effectiveness in reducing 
substance abuse and increasing healthy couple functioning. 

 A recent study found a correlation between experiencing discrimination and misuse of 
psychotherapeutic and illicit drugs. 
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Area Service Provider Maps 
Methods and Data Sources 
Praxis consultants began by creating a list of agencies in each county that provide services related to mental and/or behavioral health 
or addiction. Consultants searched the Indiana Family and Social Services Administration’s county listings of agencies which provide 
services to adults with serious mental illness, children with serious emotional disturbances, and individuals with substance abuse or 
gambling addiction. Consultants also searched the referral agencies of the United Way’s 2-1-1 service and web-based phone 
directories for agencies which provide services related mental and/or behavioral health or addiction, and performed generalized web 
searches for each county. The results of these searches were augmented with a list of preferred EAP providers furnished by New 
Avenues Midwest Behavioral Health Network. 
 
Maps of The Lutheran Foundation service area were then created which 
depict the number of psychiatrists and psychologists (Mental Health 
Providers) practicing in each county, and the number of mental health, 
behavioral health, and substance abuse agencies, both in absolute terms and 
relative to population size. In interpreting the maps, a number of things 
should be kept in mind: 

 The maps only depict the number of agencies in each county, 
without any adjustment for the size and sophistication of each 
operation. So, a large agency with a diverse staff of specialized 
counselors, social workers, and psychologists would be counted 
equally to a single generalized practitioner working in private 
practice. This likely distorts the results in Allen County, particularly 
when comparing the number of providers to population size. The 
population in Allen County is slightly larger than the other nine 
counties combined and is of a much more urban character. 
Consequently direct comparisons between Allen and other counties 
are unreliable. In order to offset this liability, the first set of maps 
depicts the number of child psychiatrists, psychiatrists, and 
psychologists practicing in each county. While this excludes other 
mental health professionals, including licensed social workers and 
mental health counselors, and thus does not provide a complete 
picture of mental health services, it does provide a degree of context to aid in interpreting the remaining maps. 

Figure 39. Mental Health Provider locations. 
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 Agencies whose service areas include multiple counties are counted separately for each county they serve, regardless of their 
actual location. While this more accurately reflects the number of providers available to residents of a particular county, it 
obscures the distances residents must travel to receive service. In Allen County this is of little consequence; however, in the 
surrounding counties, half or more of the agencies are located outside the county, and several are located outside The 
Lutheran Foundation’s service area. Figure 39 shows the actual locations of all of the agencies included in this profile. As can 
be seen, there is a clear centralization of services in Allen County. This is of particular concern where agencies’ actual service 
provision and their mandated service area do not align. For example, an agency located in Fort Wayne with a six county 
service area may only draw a small fraction of its clients from outside Allen County. 

 Many of the agencies outside of Allen County are part of a network, serving as satellite agencies for a central office in Fort 
Wayne. These agencies typically have smaller staffs, and may include just a single counselor yet are charged with providing 
the same breadth of services as the central office. This raises three likely possibilities, each with significant drawbacks. First, 
these offices may be serving primarily as intake centers, treating simple cases locally and referring clients to Fort Wayne for 
more specialized care. This requires patients to travel long distances for treatment and ensures that those with the most serious 
issues have the highest barriers to treatment. Second, they are utilizing generalist counselors with limited expertise to provide 
service for a whole host of mental, behavioral, and substance abuse issues. In this case, patients may not be receiving the 
specialized care they need, resulting in poorer outcomes or misdiagnosis. 
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Heat Maps 
The following maps depict the number of psychiatrists and psychologists (Mental Health Providers) practicing in each county, and the 
number of mental health agencies, both in absolute terms and relative to population size. 
  
 Number of Mental Health Providers 

per County 
Rate of Mental Health Providers per 

100,000 Population 
Total Providers – all 
service types 
 
According to NHRA data, there are 
100 Mental Health Providers (22 
psychiatrists and 78 psychologists) 
practicing in Allen county, which 
gives the county a rate of 28 
providers per 100,000 people. This 
is comparable to Indiana’s rate of 
26.  
 
The remaining counties have less 
than five providers, and Wells 
County has none at all. When 
adjusted for population, Allen 
County remains the best served, 
with Huntington as a distant 
second.  
 
These figures exclude other mental 
health professionals, including 
Licensed Mental Health 
Counselors and Licensed Clinical 
Social Workers.  
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 Number of Mental Health Provider 
Agencies per County 

Rate of Mental Health Provider 
Agencies per 100,000 Population 

Total Agencies – all 
types 
 
With 52 agencies and local 
chapters of both NAMI and 
MHA, Allen county has by 
far the most mental health 
agencies, but with a 
population slightly larger than 
the other nine counties 
combined, their per capita rate 
is much lower. With a rate of 
40 agencies per 100,000 
people, Whitley County has 
the highest level of overall 
service provision, with 
Adams slightly ahead of the 
rest at 32.  
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 Number of Mental Health Provider 
Agencies per County 

Rate of Mental Health Provider 
Agencies per 100,000 Population 

General Counseling – 
Adult 
 
33 of Allen County’s agencies 
provide general counseling 
for adults. This includes most 
forms of mental and 
behavioral health services, 
excluding treatment for the 
most serious mental illnesses. 
In the other counties, there are 
between 2 and 6 agencies. 
Based on population, Whitley 
and Adams are again the best 
provided for, with Wabash, 
LaGrange, and DeKalb 
lagging behind.  
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 Number of Mental Health Provider 
Agencies per County 

Rate of Mental Health Provider 
Agencies per 100,000 Population 

General Counseling – 
Youth 
 
As with adults, this category 
includes most forms of mental 
and behavioral health services 
for those below the age of 18. 
This excludes children with 
serious emotional 
disturbances and those with 
serious mental illness. Allen 
is again the best served in 
terms of numbers but among 
the lowest by population, 
while Whitley and Adams 
continue to have the highest 
rate of service based on 
population.  
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 Number of Mental Health Provider 
Agencies per County 

Rate of Mental Health Provider 
Agencies per 100,000 Population 

Family Counseling  
 
Agencies offering family 
counseling are fairly widely 
distributed across all the nine 
smaller counties, with 6 
agencies in Whitley but only 
one in LaGrange. There are 
23 in Allen. Here again, 
Whitley is the best served by 
a fairly wide margin, although 
there is less overall variation 
than in other categories.  
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 Number of Mental Health Provider 
Agencies per County 

Rate of Mental Health Provider 
Agencies per 100,000 Population 

Substance Abuse 
Treatment 
The number of agencies 
offering substance abuse 
treatment ranges from 2 in 
Wabash to 7 in LaGrange.  
 
While Whitley and Adams 
continue to have high rates of 
service based on population, 
this is the only category in 
which Whitley County does 
not have the highest rate. 
While generally lower than 
average in every other 
category, LaGrange has the 
highest rate of substance 
abuse treatment facilities per 
100,000 people. This is also 
the highest category for 
Huntington County.     
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Other services 
For the most serious mental health conditions, the Family and Social Services Administration ensures that residents of every county 
have access to services for adults with Serious Mental Illness (SMI) and for children with Serious Emotional Disturbance (SED), 
though the facility may be located in a nearby county. Table 14 presents the FSSA’s designated agencies, their service areas and 
locations. 
 
Table 14. Community mental health clinics. 
 Counties Served Facility Locations 
The Otis R. Bowen Center for 
Human Services 

Huntington, Noble, Wabash, 
Whitley 

Albion, Columbia City, 
Huntington, Wabash  

Park Center Adams, Allen, Wells Fort Wayne, Decatur, 
Bluffton 

Northeastern Center Allen, DeKalb, LaGrange, 
Noble, Steuben 

Auburn, LaGrange, 
Kendallville, Angola 

Oaklawn Psychiatric Center LaGrange, Noble Goshen 
 
Gambling 
Treatment for problem gambling is available at the facilities listed in Table 15. Note that no such service is provided in Wabash or 
Whitley counties outside of Gamblers Anonymous, which holds all meetings in Fort Wayne. It is worth noting, however, that a 
number of agencies include addiction generally in their substance abuse treatment, so that category may be a better measure of the 
availability of service. 
  
Table 15. Gambling services. 
 Counties Served Facility Locations 
Park Center Adams, Allen, Wells Decatur, Fort Wayne, 

Bluffton 
Northeastern Center DeKalb, LaGrange, Steuben Auburn, LaGrange, Angola 
The Otis R. Bowen Center for 
Human Services 

Huntington Huntington 

Life Treatment Centers LaGrange South Bend 
Gamblers Anonymous  All 10 Counties Fort Wayne 
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Pastoral Counseling 
While pastoral counseling can be a valuable resource, and many pastors are trained mental health professionals in addition to being 
clergy, the term “pastoral counseling” can also be applied to practices that are little more than naked proselytizing or to such dubious 
practices as conversion therapy; “pastoral counseling” may stress faith over more concrete forms of mental health assistance. Agencies 
that were listed under The United Way’s 211 referral service as providing pastoral counseling are listed below, but were not included 
in the heat-maps above.  
 Abundant Life Tabernacle (Allen County) 
 Youth for Christ (Adams County) 
 Salvation Army of Huntington (Huntington County) 

 
Mental Health Associations 
The National Alliance on Mental Illness (NAMI) and Mental Health America of Indiana (MHA) both have affiliates within the LF 
service area. NAMI Fort Wayne covers all of Northeast Indiana, but meetings are only held in Fort Wayne. They provide education 
and outreach, and peer support services. Through its affiliates in Allen, Steuben, and Wells counties, MHA provides outreach, 
education, and community support for those with mental illnesses.  
 
Services for Sub-populations 
Amish 
Oaklawn Psychiatric Center, Inc. in Goshen is the only provider to offer mental health services specific to the Amish population. It is 
a residential facility for the most serious forms of mental illness and accepts Amish patients from anywhere in the nation.  
 
Veterans 
Two facilities serve the mental health needs of veterans and their families: the VA Northern Indiana Health Care System and The Vet 
Center. Both are run by the Department of Veterans Affairs and both are located in Fort Wayne. While these are the only locations 
within The Lutheran Foundation’s service area, the VA also maintains community based outpatient clinics in Goshen, Muncie, Peru, 
and South Bend. In 2012, the Bowen Center also began developing the capacity to serve the veteran population and was named a 
Military-Ready Behavioral Health Provider by the Indiana Veterans Behavioral Health Network.  
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