An exploration of the link between food insecurity and chronic illnesses in the USA, Indiana,
and where data is available, in Clark County Indiana

Social Determinants of Health

The 2020 Covid-19 Pandemic brought to the surface to many Americas about health
disparities and especially social determinants of health. Many people working in essential
services and especially on the front lines of the pandemic in healthcare settings noticed how the
virus spread and devastated people from minority communities to a much greater degree (Lopez,
et.al). Much has been studied about the various non-biological causes of chronic illness in

America.

One such chronic illness that has been studied from a sociological epidemiological
perspective is diabetes. According to the Centers for Disease Control (CDC), diabetes is now
among the top ten causes of death in the United States (2022). Diabetes is a chronic disease
affecting insulin levels. There are four distinct types of diabetes: type one, type two, prediabetes,

and gestational diabetes.

More than thirty-seven million people in the United States have diabetes, and one in five
of them do not know they have it (CDC 2022). Some racial and ethnic minority groups and
groups with lower socioeconomic status have historically had higher rates of illness and death
from diabetes than White people (CDC 2022). These higher rates suggest reasons or causes for
this disparity, to be not only biological in nature but to show the social and structural causes

within the United States.

In the United States, the prevalence of diabetes when age-adjusted by race/ethnicity in
adults > 20 years of age is greatest among the following populations:

o Native Americans (33%)



o Non-Hispanic Blacks (12.6%)

o Hispanic Americans overall (11.8%)
Biological contributors to these disparities include glucose metabolism and insulin resistance,
obesity, genetics, and glycemic control complications. But these only partially explain the
differences (Spanakis and Golden 2013).

According to these authors, minority populations are more susceptible to engaging in
unhealthy behavior such as a sedentary lifestyle and smoking than Caucasians, and lack of self-
monitoring of blood glucose is a contributing factor to diabetes risk complications. Another well-
known complication among minority populations is depression, which is linked to poorer self-
management compared to those without (Spanakis and Golden 2013).

Social and environmental contributors include neighborhoods lacking healthy food
sources, and places to exercise, and increases stressors from higher crime have been linked with
poorer health outcomes. Another contributor to disparities is the lack of health insurance and
therefore limited healthcare access. Sadly, studies have shown that once care is obtained, it is
often of lower quality than that of more affluent patients (Spanakis and Golden 2013). These

factors are not biological but behavioral and can be changed with lifestyle modifications.



According to an article by Williams and Mohammed, first published in 2013 in American
Behavioral Scientist, racism affects health dramatically and negatively in the United States. able
4.1 graphically illustrates their framework for the multiple pathways that racism affects health.

This framework illustrates how institutional and cultural racism, combined with societal
institutions, are just as foundational a cause as biological factors. They conclude that these basic
causes are the principal factors in designing and executing effective interventions: “Whereas
changes in fundamental causes lead to changes in outcomes, interventions in the intermediate or
proximal pathways, without corresponding changes in fundamental causes, are unlikely to

produce long-term improvements in population health” (Conrad and Leiter 2019).

FIGURE4.1 B AFramework for the Sfudy of Racism and Health
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The Center for Lay Ministries, a community and church supported food pantry in Clark County,
had 22,652 client visits between July 1, 2019, and June 30, 2020, which includes family members. This

was an increase 1,300 more people from the previous year. (2019-20 CLM Annual Report).

In the following year there was a slight decrease to 21,560 people In the most recent annual
report, the food pantry recorded 9,978 more than the year before (this number includes family
members). The following is a graphic representation of the number of people fed by the pantry from

2014-2023:




