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Dear State Health Improvement Plan Reader:

The Indiana State Department of Health is pleased to present th@08Ihdiana State Health
Improvement PlanThe Indiana State Health Improvement Plan was created among a
collaboration of executive committee members who represented a wide variety of organizations.
Without their diligent work and commitment this document would not exist.

| ndi anads imgavaemend wilhoalyadcdurtwith strategic and productive interaction
with all elements that influence Hoosier healltis requires a statewide systematic and
consistent approach that creates a dynamic network of health promotion, measured outcomes,
andimproved delivery of critical services

All parties interested in public health are encouraged and challenged to review this document and
determine your role in the future of moving public health forward in Indiana. There are

numerous challenges and opomities for every entity to play a critical role: hospitals, health
departments, nonprofits, universities, food establishments, surgery centers, etc.

The goals, objectives and activities contained in the Indiana State Health Improvement Plan are
gearedoward improving the lives of all Indiana residents. This plan will be implemented and
evaluated over the next five years. Successful implementation can only occur through
collaboration among individuals, public, private, governmental, and nonprofitinagians.

The Indiana State Department of Health is confident that with strong and committed partners, the
Indiana State Health Improvement Plan will move forward in a successful manner.

Sincerely,

I Y

Gregory N. LarkinMD, FAAFP, FACOEM
State Healh Commissioner

2 North Meridian Street » Indianapolis, IN 46204 | The Indiana State Department of Health supports Indiana’s economic

317.233.1325 tdd 317.233.5577 prosperity and quality of life by promoting, protecting and providing for
www.statehealth.in.gov the health of Hoosiers in their communities.



A LETTER FROM THECO-CHAIRS
ON BEHALF OF THE
INDIANASTATEHEALTHIMPROVEMENTPLAN
EXECUTIVECOMMITTEE

Dear Public Health Partners:

For the past year, it has been our privilege to teathdiana State Health Improvement

Planning process. We are pleased to have had the opportunity to work with a committed and
talentedExecutive Plannin€ommittee. This broattased group of individuals represented

health care providers, academia, fpwafit health organizations, state and local public health
departments, and state governmental agencies who subscribed to a broad definition of health.

We are pleased to present the Indiana State Health Improvement Plan to the Governor, the State
Health Commssioner and to you, our Indiana public health system parthieisplan was
created for all of yowho are dedicated to improving the health of all Hoosiers.

The State Health Improvement Plan envisiopsnoal mental, physical, environmental, social,
and intellectual wetbeing for all Hoosiers leading to a healthy, productive, vibrant and
prosperous state.

The Plan focuses on several health priorities, as well as key system improvements that, when
achieved, will significantly impact health in Indiar@@oals and objectives relating to these
priorities, as well as suggested strategies comprise the health improvement plan.

It is the hope and intent of the State Executive Planning Committee that each and every public
health system partner will identiftvities in the Plan which will enable them to contribute to

the improvement of health outcomes in Indiahi single organization has the capacity or depth

of resources needed to improve health to an optimal level or even to maintain it at its current
level. The State Health Improvement Plan is founded on the premise that together, Indiana Public
Health System partners can make a difference.

Sincerely, ~

Nl G hide 2 Kol R WA

Dr. Deborah McMahan DeanRichad Williams
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EXECUTIVE SUMMARY

Effective state health improvement planning that provides a statewide,
systematic, and consisteapproach linkindhealth promotion to

measurable change in health outcomesamtithal delivery of services is
critical icmngingpdiohéaith eewranmenthis Indiana
StateHealthImprovemen®Plan(I-SHIP)is acomprehensive
implementatiorplan that setsut goals, identifies dat@riven priorities
andprovides a pcess for managing and measuring progréée Plans

part of a frameworko focusthe public healthworkforceandall state and
local public health system partne@nsprimary, secondary ardrtiary
prevention efforts to i mpact I|Indianads most p
issues.The longterm goals and accountability measures of the Réave
beenestablishedn alignment with the Indiana State Department of Health
(ISDH) Strategic Program Plans.

[-SHIP incorporates the work of a State Health Improvement Plan
Committee that has dedicated their time and expertise over the past year to
develop this documeniThe Plan is a concise document that is intended to
serve as algdeand a toofor health improvement planning fdre

Indiana State Department Health, as well apuilic health system
stakeholderand communitiestatewide. It outlines @ approach that
generates goals and performance measures for accomplishiogettall

vision of the Committee

Theongoingprocesf implementing 4SHIP will bring together
stakeholders ankbDH stdf on aperiodic regularbasis through public-
private advisory committee teview health priorities progressand
accountability measuress part of ongoing evaluation. Important to this
Committee will be the need to evaluate new health thataprovides
indication of the need for additional or emerging health or system
infrastructure poritiesin the state

[-SHIP isnotintended to bafinal report orfiend documenb It is

intended to be the beginning of a process that will monitor and evaluate
health prioritiesand system infrastructure in an ongoing manhesHIP
provides a approach that istructurel in nature andpecific enough to
guide decisiongout flexible enough to respond to néealthchallenges.

Its inclusive process represents a frameworlaficstakeholders
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RECOMMENDATIONS FOR HEALTH PRIORITIES

The six health priorities listed below are presented in alphabetical ord
and are not prioritizedThey represent what is determined to most
significantly influence health and iliness and Indiand align with
selectedCenters for Disease Control anaé®ention (CDChealth
priorities as identified by Dr. Thomas Friedémaddition, each is
influenced by associated behavioral, environmental, and social
contextual factors.

A AssureFood Safetyby reducing infectious/intoxication
associated with foetiorneiliness outbreaks due to
pathogens commonly transmitted through foods.

A Reducedealthcare Associated Infectiondy reducing
the standardized infection ration for healthcare associated
infections in healthcare facilities.

A Reduce the burden 6flV, Sexually Transmitted
Disease@andViral Hepatitis by decreasing incidence in
Indiana.

A Reducednfant Mortality by decreasing the percentage of
preterm births in Indiana.

A Increase Hoosiers atHealthy Weightby reducing the
prevalence oDbesity in Indiana.

A Decreasé obacco Usagdo reducaghetobacco burden on
Indiana.
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RECOMMENDATIONS FOR SYSTEM PRIORITIES

The 10 Essential Public Health Services are intended to represent the
core functions of public healtAs outlined below,liey serve as the
underlyingfoundation that supports the planning, delivery and
evaluation of public health practicEhe public health core functions and
10 essential services include:
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ASSESSMENT
ES1 Monitor health status to identify and solve community
health problems.
ES2 Diagnose and investigate health problems and health

hazards irthe community

POLICY DEVELOPMENT

ES3 Inform, educate and empower people about health issue

ES4 Mobilize community partnerships and action to identify
and solve health problems.

ES5 Develop policies and plans that support individual and

community health efforts.

ASSURANCE

ES6 Enforce laws and regulations that protect health and =
ensure safety.

ES7 Link people to needed personal health services and ens
the provision of healthare when otherwise unavailable.

ES8 Assure a competent public and personal health care
workforce. L

ES9 Evaluate effectiveness, accessibilapd quality of person

and populatiorbased health services.
ES10 Research for new insights and innovative sohgito
health problems.

Public health system partners that contribute to the delivery of these

services in every community in Indiana must have a strong mfrastructm
to effectively meet health goals and improve health outcomes of the

populations they serve.

e ]
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The listbelowrepresents infrastructure priorities, as identibgdhe
Planning CommitteeTheyare based othe 10 essential public health
services, recognizing their key importance in underlying public health
practiceat all levelsoward improved health outcomes

A

D IS (I <

>

Enforcement of Laws and RegulatiaiisS6)

Public Health Workforce DevelopmefiS8)

Data and Community Health ProfilésS1)
Diagnosing and Investigating Health HazafldS?2)
Public Health Policy Developme(ES5)

Informing, Educating anBEmpowering the Publi(ES3)

Integrated Healthcare Delive(S4, ES7, ES9)
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| NDIANA : BACKGROUND

As of 2010, Indiana's population wa&483,8020eo0ple, with a median

age of 34 years. Statewide, Indiana's population grew by
approximatelysix percenbetween 2000 and 20, with the majority of
thegrowth resulting from more births than deaths and people moving
into Indiana. Indiana is a honnele state comprised of 92 counties, 93
local public health jurisdictions, arid preparedness districtdppendix

A). Nearly onehalf of Indiana counties are designated as being rural,
with 50% of Indiana counties having Healthcare Professional Shortage
Areas (HPSA) and 61% of counties having designated Medically
Underserved Areas (MUA).

Whites make up 8.3% of Indiana's populatianApproximately9% of

the state's population Black Marion County (Indianapolis) and Lake
County (Gary) have the highest concentrationBlatks representing
approximately 25% of each county's populatidnl.6% of Indiana's
population, Asians are the fastest growing minority, with the highest
concentration 05.3% in Tippecano@and Monroe Countiesin addition,
Hamilton County has4.2%Asian representationndiana also has the

third largest population of Old Order Amish in the nation, with 19
settlements in the state, representing a population of more than 35,000.
The Pokagon Band of Potawatomi Indians, a federally recognized Indian
tribe of 3,150 membethat spealdlgonquian,alsoresidesn

northwestern Indiana and southwestern Michigan.

The largest increase among Indiana'’s population has bekEistianic/
Latino ethnic group Hispanic/Latinos make upc% of the state's
population with the greatesbncentration in Lake Coun($t5.1%)
followed by Elkhart County at4.0%. Other counties with significant
Hispanic/Latingpopulation growth include AllerMarion, Porter, and
Tippecanoe

The melianincome per capita annually for residents of Indiana ir©200
was 15,424 Between 1999 and 2002, Indiana's poverty rate increased
from 8.7% to 9.6%; increased to 12.2% in 2080 was 12.9% in 2008.
LaGrangeCounty, in northwestern Indiana haansistery had one of

the highestunemployment ratein the statégreater than 7%), (Indiana
Department of Workforce Developmenargely due to laid off Amish
workers whahave nowfiled for unemployment.Elkhart County, in
northern Indiana, where the largé€dtl Order Amish settlement is
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located hashad a consistently higlnemployment rate @pproximately
17-18%. Of Indiana resident®5 years of age or older, onfg.86 have
a high school diplomdhe percent of adult25 years of age or older,
with BS, BA or graduate degreesl7.6%.

Infant mortality rates in Indiana are some of the highest in the n&tion
2006,Black infant mortality rates in Allen and St. Joseq@untieswere
over 30per 1,000 live birthsthe equivalent of rates in coues such as
Honduras, Indonesia, and Nicaraguia.addition, Indiana has one of the
highest smoking rates during pregnancy of all statésewise,almost
11% of births in Indiana are preterm anéarly % of infants born in
Indiana are of low birth wght.

Indiana is challenged by a number of health behavior factors imgact
outcomes in the state. For exampla|adhood and adult obesitates in
Indiana are of epidemic proportio(it.6% for children 1617 years and
30% for adults)Over 26% of residents saiéport a history of high

blood pressure, and over 38% have ever been told they have elevated
cholesterol, both higher than the national average. Leading causes of
death in Indiana for men and womesntinue to béeart diseaseancer,
chronic lower respiratory infections and strpwdich can all be

attributed to obesityThese issues are further addressed and explored in
this plan.

Counties in numerous regions of statehave spent the past three years
recovering from dewstating floods in 2008Flooding displaced

significant numbers of Indiana residents from their homes temporarily or
permanently.In one regional hospital, the flooding led to the temporary
closureof the Emergency Department, pharmacy, and laboratory as
those areawere inundatedevents such as these have highlighted the
need and the impact of effective preparedness training and response in
Indiana for natural disasteréndiana is also located near the Wabash
Valley Fault, where the risk of earthquakehe next 20 years is a
significant threat.

In 2007, the Environmental Integrity Project named 12 Indiana coal
burning power plants, including one on the Southside of Indianapolis,
among the 50 "dirtiest" in the country for producing heddimaging
pollutants. The report underscores the potential health threat from power
company smokestacks throughout Indiana.
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In an effort to improve effectiveness and capacity of preparedness
planning and response in Indiana, $kede moved from an infrastructure
of countylevel preparedness coordinators to a distacel approach

and infrastructure in 200950vernmental lodgublic health continues
to be structured at the county lewelth 93 local health departments

| ocated in Indianad6s 92 counties.

The effectiveness of efforts to improve health indicators in Indiana is

limited by the insufficient numbers of pubhealth workers and
insufficient training of those workers in counties throughout the state.

Indiana has only 46 workers per 100,000 population, compared to the pEr Ty

national average of 138 workers per 100,0065( Department of Health

and Human Service2000'. Federal public health funding to Indiana

now ranks 58, with only $12.47 per capita from the Centers for Diseas

Controland Preventioncompared to the national average of $1.71:60

addition, funding from the Health Resources and Services

Administraion (HRSA) provides $10.32 per capita, compared to the

national average of $21.43, ranking Indian¥49T r ust f or

Health, 2009). A 2008 study concluded that an investment in evidence

based public health programs could save Indiana &8Hi8n dollars Oy

annually within five years, with a return on investment of $5.52 for eve A

$1 invested (Trust for Americab R e
A T T T
R W ]
S e e P e

'U.S. Department of Health and Human Services (2000). The RdesditthWork For
Force EnumeratiorAccessed from:
http://www.uic.edu/sph/prepare/courses/chsc400/resources/phworkforce2000.pdf

"Trust for America6s.Adessframh, 2008 repo
http://www.rwijf.org/publichealth/product.jsp?id=39808

e ]
B


http://www.uic.edu/sph/prepare/courses/chsc400/resources/phworkforce2000.pdf
http://www.rwjf.org/publichealth/product.jsp?id=39808

I NDIANA STATE HEALTH |MPROVEMENT PLAN
Partnering for the Publicdés Hea

VISION STATEMENT FOR HEALTH IN INDIANA
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PROCESS FORDEVELOPING THE PLAN

The implementation and evaluation processSHIP is key to
understanding the difference between a compreheimplementation
plananda strategic @n Thel-SHIP planningorocess bean with
identification of a vision for
Improvement Planning Committee, comprised of brbased partnership =
and key stakeholder§he Committee, in partnership with the ISDH,
establisked prioritiesthat werereflective of current health needs data ancW

Wm
system infrastructure needs. Healtlopties are supported by multevel == m

M"‘\.-W

performance measures and activities that incorporate primary, SECOHdW

and tertiary interventions fe@ach. Thesystem infrastructurpriorities are
supported by measureable goals and objectives to build a stronger sy

for public healtrandservice delivery.The measuresicluded in the Plan

will enable thdSDH and the ongoing$HIP Advisory Commiteeto

systematically track progress towards identified prioritiesr time The

overall approach is a shift from being reactive towards an approach th
more Oproactived in nature
on a foundation of

A Building, sustaining and creating where necessary, collaborativ
public health systemartnerships.

A Healthpromotion and diseasprevention.

A Closing gaps in theystem infrastructure for more effective
delivery of services althd pro

e ]
B
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SECTION 1: THE STATE OF HEALTH IN |INDIANA

This section presents a general overview of some of the major health
problems in Indiana. In the first part ofdlsection, demographic trends
and their implications for public health are presentedhe second part,
trends in health status are examin&this includes infant mortality rates,
premature birth rates, lolirth weightrates, and coronary heart disease,
cerebrovascular disease, and diabetes death rates, as inferences can
made fran the data and conclusions drawn about the general good or
health status of the population.
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DEMOGRAPHIC TRENDSAND PRIMARY HEALTHCARE SERVICES

Indianais ranked as the Blargest state in the nation for population and
18" largest by population density, with an estima26éd0population of g ) :
6,483802(U.S. Census Buread010) With a limited number ofarger s : s :
urban areas being located both cehtrahdin nearly every cornesf the '
state, Indiana is primarilgrural state with nearly twethirds ofindiana
countieshaving a population of less than 50,0@able 1.1)Figures 1.1
and 1.2demonstrate the percent chamgéhe total populatiomnd in
minority population$y county from 2000 to 2010Table 1.1 denotes

counties in Indiana.

FIGURE 1.1PERCENT CHANGE FOR TOTAL POPULATION BY COUNTY,
INDIANA 200062010

COUNTY SIZE

Small 0- 19,999
Medium 20,000 39,999
Large 40- 89,999

Extra Large90,000 + 64

Source: US Census 2010
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FIGURE 1.2PERCENT CHANGE IN MINORITY POPULATION BY COUNTY,
INDIANA 20002010

COUNTY SIZE
Small 0- 19,999
Medium 20,000 39,999

Extra Large 90,000 +

Source: US Census 2010
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TABLE 1.1INDIANA POPULATION AND PRIMARY HEALTHCARE
SERVICES BY COUNTY

RURAL RURAL
COUNTY POPULATION HEALTH FQHC COUNTY POPULATION HEALTH FQHC

CLINIC CLINIC

Total Urban/Rural Population

Urban 3,598,000

Rural 1,946,000

Population By CountyBlue = Counties with more than 50% urban population)

Adams 34,256 1 Lawrence 45,842

Allen 353,888 Madison 131,417 2

Bartholomew 76,063 Marion 890,879 13

Benton 8,613 Marshall 46,903

BlacKord 13,051 Martin 9,946 3

Boone 56,287 Miami 36,001

Brown 14,548 1 Monroe 130,738

Carroll 19,752 Montgomery 37,862

Cass 39,065 1 Morgan 70,876

Clark 108,634 Newton 13,736 2

Clay 26,533 3 Noble 48,028

Clinton 34,367 Ohio 5,909

Crawford 10,540 2 Orange 19,559 2

Daviess 30,620 7 Owen 22,397 2

Dearborn 50,502 Parke 16,896

Decatur 25,079 Perry 18,812

DeKalb 42,060 Pike 12,259 2

Delaware 115,192 1 Porter 163,598 3

Dubois 41,419 Posey 26,004

Elkhart 200,502 1 Pulaski 13,614

Fayette 24,101 Putnam 36,837

Floyd 74,426 Randolph 25,696 5

Fountain 16,852 1 Ripley 27,421

Franklin 23,148 1 Rush 17,175 1

Fulton 20,265 St. Joseph 267,613 2

Gibson 32,750 1 Scott 23,624 2

Grant 68,796 2 1 Shelby 44,503

Greene 32,463 4 Spencer 20,039 1

Hamilton 279,287 Starke 23,530 3

Hancock 68,334 Steuben 33,579 1

Harrison 37,562 Sullivan 21,153 1

Hendricks 140,606 Switzerland 9,675 1

Henry 47,827 3 Tippecanoe 167,964 1

Howard 82,895 1 Tipton 15,892

Huntington 37,777 Union 7,040

Jackson 42,362 1 Vanderburgh 175,434 4

Jasper 32,816 1 Vermillion 16,172 1

Jay 21,117 Vigo 105,967

Jefferson 33,010 Wabash 32,558

Jennings 28,043 2 Warren 8,491 1

Johnson 141,501 1 3 Warrick 58,521

Knox 37,907 Washington 27,729

Kosciusko 76,499 Wayne 67,552 2

LaGrange 37,204 3 Wells 27,566

Lake 494,211 3 White 23,452 1

LaPorte 111,063 Whitley 32,861
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Geographically, Indiana has a land are@8&#18 square miles, ranking

it 38" of all states in sizeThe \ast plains across the statesdsited by

the Wabash River, comprise the majorityloédstaté s geogr aphy and
are the basis for the strong agricultural economy in Indidnlaigh

percentage of Indianads iIincome also comes fro
sector.
|l ndi anads popul thdmedan age cll Hbasiere r s e ;Wi t h

being364years T h e spoulatierbasincreasd nearly 16% in the
pasttwo decadesApproximately 12.9% of theurrentpopulationis
over the age of 65, nearly a 10% increfstne past decadend a
number that is expected to continue to grawable 1.2 identifiesthe
2000 and 2009 populatioms Indiang by age and raceemonstrating
growth over the past decade.n d | total papwation is expected to
continue to increaséowever thatincrease willnotablybe most
significant in the 45 and over age grqugpulation.

While theoverall population growth has been minimalmoderaten

the statever the past decade, when compareddabdahthe U.S. overall,
theracial and ethnic diversityf the state continues to increaSable
1.2revealsthat thenon-White population iscurrentlymore than 1096f
the total populationcomprised primarily oBlacks.

Thegreatesgrowth since 200is in the HispanifLatinoand Asian

populations, with a81.76 and73.3% increase respective(2010 U.S.

Census)In Indiana, as in the U.S., the number of pesdmionging to

minority groups continuestoincreasehe st at ed6s maj ofF mi nNnor ity
groups includdlacks,HispanicgLatinos and Asians, being distributed

across the state, but primarily in more urban ar€minties with largest

minority populations includelamilton,Lake, Marion,Monroe, and

Tippecanoe counties.

It is important to note, for purposes of health improvement planning, that
subgroups also exist within the major minority groups and céer dif
significantly with regard to language, health beliefs and cultural health
practices.Asian populations in Indianor example may include
ChineseFilipino, Japanese, Korean, Vietnamese and other groLips.
HispanicLatino population, similarlymay includeCubanMexican,

Puerto Rican, South American, or others.
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In addition, other minority groupand special populatiorise in
Indiana, and represent special populatitvas arerecognized within the
context of health improvement planninghese include Native
Americans, Amishand Burmese, as well as migrant seasonal farm
workers in some counties.

TABLE 1.2INDIANA POPULATION BY AGE AND RACE/ETHNICITY

FOIPLIEAIEY ALY POP(;/;’L?A":I'ION AL POPOL/jLil':I'ION CH:\/lilGE
Total Population
Indiana 6,091,649 100% 6,423,113 100% 5.6%
United States 282,171,957 100% 307,006,550 100% 9.1%
Population by Age
Preschool (&1) 423,264 6.9% 445,604 6.9% 5.3%
School age 7) 1,151,661 18.9% 1,143,761 17.8% 0.7%
College age (184) 618,463 10.2% 643,920 10% 4.1%
Young adult (2&14) 1,788,402 29.4% 1,689,050 26.3% 5.5%
Older adult (4564) 1,356,138 22.7% 1,672,187 26% 23.3%
Older (65+) 753,721 12.4% 828,591 12.9% 9.9%
Population by Race/Ethnicity
White 5,436,650 89.2% 5,637,786 87.7% 3.7%
Black 517,872 8.5% 588,163 9.2% 13.6%
Hispanic or Latino 216,741 3.6% 350,676 5.5% 61.8%
2{25&::&;&'2” / 16,738 0.3% 20,698 0.3% 23.7%
Asian 61,520 1% 93,813 1.5% 52.5%
'F\,':gl‘]ﬁl‘f: ';"I"E‘::‘acjia”’ 2,389 04% 3,276 05% 37%
Two ormore races 56,480 .9% 79,377 1.2% 40.5%

Source:2010 US Census

Economically, the median household income of Hoosse$45,427,
(2009)compared to the national median income of $50,22iis
represents a 7.5% decreasenedian incomén Indianasince 2000.The
percent of Indiana residents living in povegs increase@3.6%from
8.8% in 2000 td.4.4%in 2010 (+5.6%)and the percent of children in
poverty has increade4.5%from 12.1% in 2000 to 19.9% in 2010
(+7.8% (Table 1.3)Figure 12 demonstrates the additional significant
racial/ethnic differences in median income among groups.
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TABLE 1.3INDIANA SOCIOECONOMIC FACTORS
INDIANA U.S.
Income
Median household income | #5427 | $50,221
Poverty Levels
Percent living in poverty 14.4% 14.3%
Percent under 18 living in poverty 19.9% 20%
Unemployment
Unemployment rate (Nov. 2010) | 9.4% | 9.3%
Uninsured (2009 R
Total 902,000(14%) | 50,674,000 (17% ]
e
Under Age 65 898,000 (166) | 49,998,000 (19% STy

$80,000
$70,000
$60,000
$50,000
$40,000
$30,000
$20,000
$10,000

Under Age 18 141,000 (90) 7,513,000(10%)

Age 65+ 5,000(0.6%) 676,000 (1.8%

Source: Stats Indiana(2010).

Retrieved fronittp://www.stats.indiana.edukttp://www.stats.indiana.edu/

U.S. CensuBureay Income, Poverty, and Health Insurance Coverage in the United States:-20
http://www.census.gov/prod/2009pubs/g8b. pdf

FIGURE 1.3 MEDIAN HOUSEHOLD INCOME BY RACE/ETHNICITY
INDIANA 2009

m Indiana

m United States

$0

Al/AN = American Indian/Alaskan Native

Source: U. S. Census Bureau. (2010).

2009 American Community Survey, gmear estimates.

Retrieved from http://factfinder.census.gov/

2009 American Comm. Survey: IN: white=$421;black=$27815; AIAN=$32,238;
Asian=$50629; Hispanic=$3013 US: white=$5331; black=$33,463; AIAN=$3381;
Asian=%$68780; Hispanic=$3923

e ]
B
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In 2009, of thenearly 3.9 million Hoosiers age 25 and over, 17.9% had not

graduated high school (or earned the equivalent GEBiIh represents a

26.3% decrease sin@)00. Eighty-two percent of the population in

Indianahad a high school diploma bigherand 19.4%ad a bachel or @s
degree or highgiTable 1.4)

TABLE 1.4INDIANA EDUCATION ATTAINMENT BY AGE

PERCENT OF PERCENT OF
EDUCATION 2000 POPULATION 2009 POPULATION
S 25rF

Total Population
Population 25+ | 3,489,470 100% 3,893,278 100%
Education levelattained
Less than 9th grade 297,423 8.5% 206,540 5.3%
Sl 19 A2 g, 552,591 15.8% 489,000 12.6%
no diploma
=5 ErEnliEs 1,333,003 38.2% 1,447,734 37.2%
(incl. equivalency)
o eellzgs; 578,705 16.6% 768,856 19.7%
no degree
Associate's degree 184,717 5.3% 225,535 5.8%
Bachelor's degree 321,278 9.2% 475,247 12.2%
Sl o 221,663 6.4% 280,366 7.2%
professional degree

Source: Stats Indiana. (2010).
Retrieved fronittp://www.stats.indiana.edukhttp://www.stats.indiana.edu/

State health improvement planning in Indiana must take into account the
racial cultural and linguistic diversity of the residentslofliana and the

impact which educational levehd economic status, rural residence or

other factors may have on obtaining access to public health and health care
services, as well as engaging in health promotion activities.

Significant demographic trends to consider in planning include:

Substantial number of small, rural counties

Aging of the stateb6s popul at i on
Growth of racial/ethnic minoritpopulations

Increase in poverty status over the last decade

Racial/ethnic disparities in median income

9 High school dropout rate

=4 =4 4 A

"Indianacurrently uses the 1977 Office of Management and Budget (OMB) standards for
collecting data on race and ethnicity. These standards are in use by all states who have notyet
revised their birth certificates to meet the 1997 OMB standards for collectingrndce

ethnicity information. The 1977 standards are also the standards used by the National Vital
Statistics System for national reporting.


http://www.stats.indiana.edu/
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HEALTH CONDITIONS/HEALTH RISK FACTORS

This section presents information on morbidity, with data reflecting
Indanads popul ation that is affe
Some data, where noted, are derived from the Behavioral Risk Factor
Surveillance System (BRFSS). BRFSS is a dvateed computeaissisted
telephone interviewing effort conducted inlablboration with the Centers
for Disease Control and Prevention. Adults are randomly selected via
telephone across Indiamadsurveyed on a monthly basis. Survey
guestions are constructed to determine individual behaviors that may
affect risk of develomig chronic diseases that lead to premature mortali
and morbidity and are useful in broad, populatt@sed health
improvement planning.
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DISEASES OF THEIEART

Diseases of the heart remain the leading cause of death in Indiana, as
as acrosthe U.S. Deaths due to this cause showed a decrease in bot
number andheageadjusted rate during the period of 2003
(15,411/245.39) to 2007 (13,715/203.47). Overall, over the past five
years, the prevalence of diseases of the heart in adultsrhamed
unchanged.

TABLE 1.5PREVALENCE OF HEART DISEASE

2005 5.0 (4.45.6)
2006 5.3 (4.7-5.9)
2007 5.2 (4.65.8)
2008 5.0 (4.35.7)
2009 4.9 (4.35.5)

% = Percentage, Cl= Confidence Interval, n = cell size.
Percentages are weighted to population characteristics
Source: 2002009 Indiana BRFSS

When residents of Indiana were asked if they had ever been told they
a heart attack (myocardial infarction) BRFSS data revealed that for all
groups, with the exception of adults ages 55+ year olds, Indiana rates
similar to the median represerg the U.S. and Washington D.C

(Table 1.6)

TABLE 1.6 EVER TOLD YOU HAD A HEART ATTACK (MI)

% 05 0.6 2.1 36 85
Indiana cl (0.01.5) | (0.01.4) | (0.7-3.5) | (2.54.8) | (6.69.8)
n 1 2 17 75 155
Estimated
adult 31,345 | 50,032 | 18,211 | 33,179 | 57,576
population ! ! ! ! ’
affected
?‘S”:g‘t’e”s"";‘:l% Median %| 0.4 06 11 27 58
Do) # states 25 45 51 51 51

Source: 2009 Indiana BRFSS
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When asked if they had ever been told they had angina or coronary ar
disease, Indiana BRFSS results reveal rates higher than the national
average foall age groups. (Table 1.7)

TABLE 1.7EVER ToLD You HAD ANGINA OR CORONARY ARTERY

DISEASE

% 1 23 31 91
Indiana Cl wa | 0024 | ©739) | (1943) | (7.5107)
n 4 20 68 167
Estimated
Sg:glaﬁon nia 8,402 19,940 28,354 | 63,020
affected
?‘Sig?é‘s"";?% Median% | 0.4 0.4 1 o 6.5
= #states | 24 44 51 51 51

Source: 2009 Indiana BRFSS
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CANCER

Malignant neoplasms (cancers) of all types were responsible for 12,75
deaths in Indiana in 2007. Cancer was responsible f@¥@8t all deaths
in Indiana in2007 and remains the second leading cause of death in th
state. The agadjusted rate for cancer in Indiana is 192.77 per 100,000
population Table 1.8 below reflects the incidence of cancer over the p
five years, measured as cases diagnosed per Vearageadjusted rate
per 100,000 reflectadecrease over the past five years.

TABLE 1.8 INCIDENCE OF CANCER

Cancer incidence cases per y( 30,455| 30,277| 30,599| 31,390| 31,028

Age-adjusted rate per 100,000 488.2 | 479.3 | 478.1 | 482.7 | 469.0

Source: ISDH Cancer Registry Report Generatctessed 2/22/11
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CEREBROVASCULARISEASE

In 2009, deaths from cerebrovascudaease were the third leading cau
of death in Indiana, causing 2.6% of all deaths. Over the past five ye
the prevalence of stroke for adults ages 18 years and older has been

coOs

He al

t h

TABLE 1.9 PREVALENCE OF CEREBROVASCULAR DISEASE (20052009)

2005 2.6 (2.23.0) | 174
2006 2.7 (2.33.1) | 244
2007 2.9 (2533) | 252
2008 2.8 (2.33.4) | 205
2009 2.6 (2.33.0) | 397

Source: 20082009 Indiana BRFSS

When residents of Indiana were asked if they had ever been told they
astroke] ndi anads

1.10)

preval ence

TABLE 1.10EVER ToOLD YOU HAD A STROKE

wa s

S i

S

% 0.2 0.5 1 2.3 4.4 7.4
Indiana Cl (0.0-0.6) (0.01.3) (0.21.8) (1.53.1) (3.25.6) (6.2-8.6)
n 1 2 13 56 96 229
Estimated
Ul 4,206 8,690 21,207 30,910 60,641 1,251
population ’ ’ ’ ’ ’ ’
affected
Nationwide
(States and | Median % 0.5 0.4 0.8 1.9 3.4 7.8
DC) # states 33 47 51 51 51 51

Source: 2009 Indiana BRFSS

a)
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DIABETES

In 2007, there were 1,564 deaths of Indiana residents with diabetes
mellitus designated as the underlying cause of death. Diabetes mellit
was the seventh leading cause of death, with aradgested death rate of
23.42 per 100,000 populatiohhe ageadusted death rate by race was
22.04 for White and 49.03 for B
prevalence was similar to the national median.

TaABLE 1.11 EVER BEEN TOLD BY A DOCTOR YOU HAVE DIABETES

% 1.3 11 33 9.7 18.4 223
Indiana cl (0.027) | (0.31.9) | (2.145) | (7.9115) | (16.220.6) | (20.324.3)
n 4 16 51 215 385 651
Estimated
adult
S opulation 8,149 9,284 28,700 89,639 129,452 183,232
affected
?lsa;g?:swéﬁ Median % 11 2.0 41 8.3 14.3 19.0
Do) # states 46 51 51 51 51 51

Source: 2009 Indiana BRFSS
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BEHAVIORAL RISK FACTORS

OBESITY

Beingobesas a risk factor for heart disease, cancer, stroke, and diabe
Using the BRFSS, beingpeseas defined asncluding all responses to
guestions pertaining to weight and height that#&adlculated body mass
index greater than or equal30. For allraces and subgroups, the
prevalence of being obesemained fairly steady at 2529 % until 2009
when the percerdf obesity in Indiana rose to 30%.

TABLE 1.12 PREVALENCE OF OBESITY (20032009)

[YEAR [ % [ c [ n= |
2003 260 | (24.727.3)| 1383
2004 255 | (24.326.7)| 1608
2005 272 | (25.828.6)| 1458
2006 278 | (26429.2)| 1857
2007 274 | (25829.0)| 1756
2008 270 | (252288)| 1414
2009 300 | (28.631.4)| 2865

Source: 2002009 Indiana BRFSS

TABLE 1.13WEIGHT CLASSIFICATION BY BODY MASSINDEX (BMI)

% 19.7 28 29.8 35.0 39.2 24.8
Indiana cl (14.425.0) | (24.131.9) | (26.533.1) | (32.337.7) | (36.541.9) | (-28.8)
n 65 248 351 663 772 766
Estimated
adult
opulation 120,492 | 223,764 248,075 311,209 263,780 | 213,279
affected
?‘Sﬁg?:s"";‘:]% Median % 17.7 28.0 29.5 30.7 317 24.1
Do) # states 48 51 51 51 51 51

Source: 2009 Indiana BRFSS
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ToBAccdJSE

Tobacco use is also a wdthown risk factor for heart disease, cancer,
stroke, and diabetes. Using the BRFSS, questions included whether
respondents were currently smoking. Foradlllts the prevalence of
smoking has decreased from 27.6% over the past seven years (2002
2009). For most age groups (excluding2v8and 65+), however [95% CI
contains national median for 28l and 65+], as demonstrated in Table
1.15, smoking rates in Indiana remain higheartithe national median.

TABLE 1.14 PREVALENCE OF SMOKING (20022009)

2002 27.6 (26.2-29.0) 1533
2003 26.1 (24.827.4) 1391
2004 24.9 (23.7-26.1) 1529
2005 27.3 (25.928.7) 1416
2006 24.1 (22.7-25.5) 1442
2007 24.1 (22.525.7) 1359
2008 26.0 (24.028.1) 1108
2009 23.1 (21.7-24.5) 1943

Source: 2002009 Indiana BRFSS

TABLE 1.15ADULTS WHO ARE CURRENT SMOKERS (2009)

% 25.6 32.7 25.6 25.6 195 9.3
Indiana cl (19.7315) | (28.437.0) | (22.528.7) | (23.228.0) | (17.321.7) | (7.910.7)
n 79 276 308 546 438 296
Estimated
;g::jlaﬂon 160,225 | 274,968 | 222,249 | 235667 | 137,269 | 75,885
affected
?‘Sigfé‘s‘"’;ﬁ Median % e 23.8 18.1 20.5 G2 8.2
= # states 46 51 51 51 51 51

Source: 2009 Indiana BRFSS
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PATIENT SAFETY ANDMEDICALERRORREPORTING

Since 2006, the Indiana State Department of Health has collected and
reported medical errors for six reportable events in hospitals and surgi
centers in the state, astlined in Table 1L6. While some improvements
appear to have improved from 2006 to 2009, reportable events of sur
errors and products/devices have not shown improvement. Therefore,
patient safety remains of paramount concern in terms of health
improvement planning in the state.

TABLE 1.16 MEDICAL ERROR REPORTING BY TYPE OF REPORTABLE
EVENT

Surgical 39 49 48 51
Products or devices 4 2 3 5
Patient protection 0 2 4 2
Care management 33 38 42 27
Environmental 6 5 8 9
Criminal 3 9 0 0

Source: ISDH 2009
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M EASURING HEALTH STATUS IN INDIANA
LEADINGHEALTH INDICATORS

This section provides an overview of the leading issues that affect the 2
health status of residents latliana The health status of trstateis a
description of the health of its population. The information used to report = :
health status comes from a variety of sources, including birth and deatm\ s
records; hospital discharge data; and health information collected fromw
health care records, persongkrviews, physical examinations, and
telephone surveys.

FIGURE1.4 ESTIMATEDPOPULATIONBY RACE
4%\ 1%

0%

H White
M Black
E Hispanic/Latino
H Asian

I American Indian

87%

Source: *US Census Buredujp://www.census.gov/ac®.C. Department of Health, State Cente
for Health Statistics

TABLE 1.17 HEALTH STATUS |INDICAT ORS

HEALTH STATUS INDICATORS WHITE BLACK TOTAL | st
Live Births 2007 77,171 10,303 89,719
Percent PriermBirths 2007 10.1% 16.3% 10.8%
Izngggt Mortality Rate Per 1,000ve Births 6.5 15.7 75
Percent Births to Mothers ReceiviRgenatal
Care in FirsfTrimester2007 i e ol
Infant Death2007 499 162 677
Percent of Adults Smoking009 22.2% 31.6% 23.1%
Percent of Adults Considered Obese Based 5
BMI (2009) 29.8% 34.5% 30%
Cancer Incidence Per 100,0P007 27,970 2,041 30,871
gl(l;cr)r;ber ofTotal Deathdrom All Causes 49,454 4,282 53,882
Age-AdjustedDeath Rate Per 100,000
Populatior2007 802.28 995.09 808.06
Heart Diseas@ge-AdjustedDeath Rate Per
100,000 PopulatioB007 201.85 294.94 203.47
HypertensiorAge-AdjustedDeath Rate Per
100,000 Populatiog007 T s T8
Cerebrovascular Diseasage-AdjustedDeath
Rate Per 100,000 Populatiaf0? S e LS SRl

Sources: Birth and death data, Indiana State Department of Health, Epidemiology Resource Ce
Data Analysis Team

e T R
ottt hatt_ Rt Nl hatf_ St
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LEADINGCAUSES OBEATH

Ranking the leading causes of death is one way of tracking those
conditions that affect the population the most at any moment in time.
Although caus@f-death is only one indicator of the health status of a
given population, it is the most significant aselere indicator, and is
therefore included in considering health prioritié®ading causef death
and leading morbidities vary by multiple factors, including age,
race/ethnicity, gender, income, geographic location and access to
healthcare resources.
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TABLE 1.18 TEN LEADING CAUSES OFDEATH IN INDIANA (2007)

CAUSE OF DEATH No. % SoTTLTToTTaaTaaas
recalculated 23

Diseases of the Heart 13,712 25.4%

Malignant Neoplasms (Cancer) 12,750 23.7%

Chronic Lower Respiratory Diseaseg 3,224 6.0%

Cerebrovascular Diseases (Stroke) 3,001 5.6%

Accidents (Unintentional Injuries) 2,460 4.6%

Al zhei mer és Di se 1,658 3.1%

Diabetes Mellitus 1,564 2.9%

Kidney Diseases 1,296 2.4%

Influenza/Pneumonia 1,095 2.0%

Septicemia 830 1.5%

Sourcefor Table 1.18 and Figure 1.2007 Indiana Mortality Report, Indiana State Department W
Health, Epidemiology Resource Center, Data Analysis Team W

FIGURE 1.5TEN LEADING CAUSES OFDEATH IN | NDIANA
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FIGURE 1.6 COMPARISON OF AGE-ADJUSTED DEATH RATES (INDIANA
AND U.S) FOR TOP TEN LEADING CAUSES OFDEATH
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Source: 2007 Indiana Mortality Report, Indiana State Department of Health,
Epidemiology Resource Center, Data Analysis Team; National Center for Health Statistics
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YEARS OF POTENTIAL LIFE LOST (INDIANA)

Years ofPotential Life Lost (YPLL) is a measure of premature death
YPLL is an indicator that the younger the age of a person at death, th
more years of potential life lost. Therefore, this indicator can be a usef
indicator at the population level about the anpof early deaths and loss
of contribution to society. Tablk19 below shows the leading causes of
death and the years kit lost for each.

TABLE 1.19 YEARS OF POTENTIAL LIFE LOST

Accidents/Unintentional Injuries 50,838 19.3% 20.1%
Malignant Neoplasms 42,312 16.0% 15.8%
Heart Disease 34,891 13.2% 11.8%
Perinatal Period 22,278 8.4%. 8.0%
Suicide 16,788 6.4% 6.0%
Homicide 11,791 4.5% 5.1%
Congenital Anomalies 10,038 3.8% 4.2%
Cerebrovascular Disease 5,272 2.0% 2.1%
Diabetes Mellitus 5,026 1.9% 1.9%
Chronic Lower Respiratory Diseas 4,963 1.9% 1.4%
All Other Causes 59,501 22.6% 23.6%
INDIANA TOTAL 263,698 100%

Source: 200National Center for Healtl$tatistics, Vital Statistics Systems (via WISQARS)
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INFANT MORTALITY

An increase in overall infant mortality rates in Indiataurredirom 1998
to 2004 with a steady declinmore recently from 2004 2007. White
infant mortality rates demonstratsiailar trend, peaking at a rate of 6.9
infants per 1,000 in 2004 and 2005, with a decline to 6.5 in.2B@&ck
infant mortality ratekowever, continue to reveal significant dispiest
While overallblack infant mortality rates hawkecreased from 17.1 to
15.7 over the past decade, the nearly triple rate when companbieas
a significant concern in Indiand he neonatal period remains paramoun
with regard to efforts to reduce infant mortality in the stasea significant
number of infant deaths during this period may be prevented with
preconception and prenatal care.

TABLE 1.20INFANT MORTALITY RATES IN INDIANA

Total 75| 78 | 17| 76 | 76 | 74 8.1 8.0 7.9 7.5

White | 6.3 | 6.8 | 6.7 | 6.8 | 65 | 6.4 6.9 6.9 6.4 6.5

Black | 17.1| 17.0| 159 | 13.6| 156 | 159 | 17.1 | 16.9 | 18.1 15.7

Rates per 1,000 live births
Source: Indiana State Department of Health, Epidemiology Resource Center, Data Analysis
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SECTION 2: HEALTH PRIORITIES
FRAMEWORK

Health prioritiedeaturedn this plan were arrived at by considering the
prevalence of morbiditgndmortality in Indiana coupled witkelected
public healthprioritiesidentified bythe Centers for Disease Control and
Prevention (CDG)alsoknown as the CDC Winnable Battl&nce these
priorities were identified, the Executive Committee considered them in
light of the10 essential services of public health

Therefore, all activities associated with the intended outcomes for the six
health piorities were divided into two major categories 1) health
promotion and 2) access to care. They were then further segmented
categories related g&ystem change, health communicaticommunity
intervention or other The activities werdased on whethéheypertained

to primary, secondary and/or tertiary preventiéor the sake of efficiency
and to avoidduplication,all outcomes, activities and responsible partners
were derived from already existing ISDidprovemenplans forthe
majority of the six hdiana health priorities.

A AssureFood Safetyby reducing infectious/intoxication
associated with foetiorne illness outbreaks due to
pathogens commonly transmitted through foods.

A ReduceHealthcare Associated Infectiondy reducing
the standardized infectn ration for healthcare associated
infections in healthcare facilities.

A Reduce the burden &flV, Sexually Transmitted
DiseaseandViral Hepatitis by decreasing incidence in
Indiana.

A Reducdnfant Mortality by decreasing the percentage of
preterm birthsn Indiana.

A Increase Hoosiers atHealthy Weighty reducing the
prevalence oDbesity in Indiana.

A Decreasdobacco Usagdo reducehetobacco burden on
Indiana.
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HEALTH PRIORITY :
| NCREASE THE NUMBER OF HOOSIERS
AT A HEALTHY WEIGHT

GOAL: To reduce the prevalence of obesity in India

e ]
e A
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Over the past three decades, the impact and prevalence of overweight-and
obesity have increased at an alarming rate, in both Indiana and the nation. In
Indiana, 29% of adolescents and 65% of adults are oigirrend obese.

Poor nutrition and sedentary behaviors are contributing to this epidemic. In
Indiana, only 41% of adolescents and 64% of adults meet the recommended
levels for physical activity. There has been little success to increase fruit-and
vegetableconsumptiod 16% of adolescents and 21% of adults consume

the recommended servings of fruits and vegetables.

Many factors lead to being inactive, eating poorly, and obesity and chronic
diseases. While it is true that, overall, the residents of Indidhea @il to

eat the recommended amount of fruits and vegetables or meet the
recommended amount of daily physical actidityvo behaviors directly

linked to weight and overall good health and virding® many other

factors impact weight. The places whereliwe, learn, work, and play
influence whether or not the healthy nutrition or physical activity choice is
even an option.

A key milestone in Indianados ef forts

| aunch of Governor Mit ShapeDaianael Ss6 hea
(INShape), in July 2005. INShape began withebsite to provide Indiana

residents with information on nutrition, physical activity, and tobacco

cessation to help them engage in healthier behaviors. The strength of

INShape lies in the many giaerships it has created or inspired over the

years. As a result, the groundwork has been laid for Indiana to focus more

on addressing overweight and obesity through policy and environmental

change that make healthy eating and active living possibleintirena

Heal thy Weight Initiative is Indianaodgs public
need and desire for more communities and settings that support good

nutrition and physical acti vity cBraddnsmsdiosten
seeks to enhance the hbaand quality of life for all Indiana residents by

promoting good nutrition, regular physical activity, and a healthy weight

through policy, environment, and lifestyle change.

to i m
| t i

[0
h it

p
i

By building on the stateds preyvious efforts w
the Indiana Healthy Weight Initiative Task Force was established. The Task

Force is a diverse group of stakeholders positioned throughout Indiana;

representing nutrition, physical activity, transportation, academics, business;

professional organizationand state and local governments. Since

December of 2008, the Task Force has been working to delvelog i a n-a 6s

Comprehensive Nutrition and Physical Activity Plan, 2@0QQ and to

create the infrastructure to support the Plan
evaluaon. Using professional and personal ‘resour
speakers bureau amebsite, the Task Force and a growing network of

additional partners have developed the framework for what needs to be done

across all sectors of Indiana to address paoirition, sedentary behaviors,

and obesity with an intensity and reach never seen before in Indiana. Goals;

objectives, and strategies from the Plan are provided below. They provide a
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roadmap directing individuals, groups, and organizations toward the
creation of healthier environments to support improvements in health

behaviors among. Indianabs resid
Adoptedfroml ndi anads Comprehensive Nut r-2020. 0




Increase Hoosiers at a Healthy Weight
Priority: To reduce the prevalence of obesity in Indiana

1 GOAL 1: Increase access to and consumption of healthy foods and beverages.
1 GOAL 2: Increase opportunities for and engagement in regular physical activity.

1 GOAL 3: Increase efforts aimed at enabling people to achieve and maintain a healthy weight acrc
lifespan.

1 GOAL 4: Reduce environmental and polioglated disparities for breastfeeding, nutrition, physical
activity, overweight, obesity, and chronic disease.

1 GOAL 5: Increase the capacity of communities and settings within those communities (e.g., schot
worksites, faithbased organizations, etc.) to develop and sustain environmental and poli
support systems that encourage healthy eating and active living.

1 GOAL 6: Increase state and local strategic partnerships to more effectively coordinate efforts, she
resources, and identify and reach priority populations.

Takenfroml ndi anads Comprehensi ve Nut r-20R0 (tbenState OBty Fam)y si cal Acti vity F

"Takenfroml ndi anaés Comprehensive Nut r-2020(te Stata @basityPray)s i cal Activity Plan, 2010
A A key strategy or strategies taken from a longer list of comprehensive strateébeState Obesitlan.
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Increase Hoosiers at a Healthy Weight
Priority: To reduce the prevalence of obesity in Indiana

PRIMARY PREVENTION

OUTCOMES

PP1. By 2020, increase the number of
AiBaby Friendlyo d
from 3 to 20. (Source: Baby Friendly
Hospital Initiative and CDC National
Survey of Maternity Practices in Infant
Nutrition and CarémPINC])’

ACTIVITIES

PP1. Sponsor a summit for key decision
makes from hospitals providing maternity
care to highlight best practices and evidenc
based interventions for breastfeeding and th
role hospitals and birth centers play in
supporting breastfeeding mothers.

RESPONSIBLE PARTNER(S)

PP1. State ObesityPreventiorPlan partners,
including but not limited to: Summit Partners
and Indiana hospitals and birth centers provid
maternity care

Systems Change

PP2. By 2014, add nutrition, physical
activity, and television viewing
recommendations for early childhood
settings into the formal and ndarmal
Child Development Associate (CDA)
training. (Baseline: no standard
recommendations exist; Source:
Inventory exising and future training
courses)

PP2. Develop or update a training course(s
focusing on early childhood obesity, providit
early care and education providers with
practical strategies to address nutrition,
physical activity, and television viewing in
child-care settings.*

PP2. Organizatims and colleges statewide
offering training courses for the CDA National
Credential and Indiana AEYC

(Policy/Resources)

As implemented at ¢
state level.

PP3. By 2014, include standard
nutrition, physical activity, and
television viewing requirements in the
Paths to QUALITY (PTQ) rating systen
standards. (Baseline: no standards exi
Source: FSSA PTQ Standards)

PP3. Ensure nutrition and physical activity
criteria meet national accreditation best
practices. *

PP3. Submit standards with criteria to the
FSSA,Bureau of Child Care, for review and
consideration”®

PP3. ISDH, FSSA, Cooperative Extension
Service Nutrionists, Indiana AEYC and the
IACCRR

PP4. By 2016, include basic nutrition
and physical activity requirements for
unlicensed chiletare providers in the
Child Care and Development Fund
(CCDF) voucher program provider
eligibility standards. (Baseline: no
standards exist; Source: FSSECDF
voucler program provider eligibility

standards)

PP4. Set standards for nutrition, physical
activity, and television viewing”*

PP4. Provide training and technical
assistance to help early child and education
providers comply with the new standards.

PP4. Early care and education providers,
policymakers, and other key leaders, FSSA, ¢
ISDH

"Takenfroml ndi anads
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Increase Hoosiers at a Healthy Weight

Priority: To reduce the prevalence of obesity in Indiana

-

uonowolid YyiesH

OUTCOMES

PP5. By 2015, amend existing law to
require school corporations to provide
least 30 minutes a day of physical
activity in elementary schools.
(Baseline: no time requirement in the
current law; Source: Indiana Coddaw
is passed with amendment of 30 minut
required)

PP5. Collect and share success stories and

PRIMARY PREVENTION

ACTIVITIES

effective strategies from schools and schoo
corporations that provide active, daily reces
and incorporate physical activity into lesson
plans. #

PP5. Provide information and resources to
school boaranembers, CSHAC members,
school personnel, and parents on the
relationship between physical activity, healt
and academic performance and how to
incorporate physical activity throughout the
school day. "

RESPONSIBLE PARTNER(S)

PP5. State ObesityPreventiorPlan partners,
including but not limited to: schools, ICC,
IDOE, ISDH, and Indiana School Health
Network

Systems Change
(Policy/Resources)

As implemented at ¢
state level.

PP6. By 2014, state agencies and stat
owned facilities will have implemented
additional efforts to support and promag
healthy eating and physical activity
environments. (Currently do not have
baseline data; Source: direct observati
and inventory of procurement policies
and physical activity opportunities)

PP6. Provide education and technical
assistance to state agencies and/or-swateed
facilities with cafeterias and vending options
to have strong nutrition standards in place
wherever foods and beverages are sold or
available and promote the use of stairs by
employees and visitors where applicabfe.

PP6. ISDH, INShape Indiana, and IDOA

PP7. By 2015, increase the number of
Complete Streets policies at the MPO
and/or local level from 3 to 8. (Source:
inventory of MPO and county and city
policies)

PP7. Adopt and implement Complete Stree
through a variety of methods that may inclu
executve orders from elected officials,
internal memos from directors of
transportation agencies, inclusion in
comprehensive plans, rewrite of design
manuals, and/or ordinances and resolutiohs

PP7. Health by Design, Indiana AARP, MPOg
local planners and engineers, ISDH, and loca
elected officials

"Takenfroml ndi anads
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Increase Hoosiers at a Healthy Weight

Health
Communications

Priority: To reduce the prevalence of obesity in Indiana

-

OUTCOMES

PP8. By 2015, launch a mulyear
statewide initiative to promote healthy
eating and physical activity among old
adults. (Baseline: no specific initiative
has been launched; Source: direct
observation of initiative launched with
specific evaluation indicators)

PP8. Convene statewide partners to develo

PRIMARY PREVENTION

ACTIVITIES

and launch initiative that promotes increase
opportunities for healthy eating and physica
activity through policy and environmental
change strategies, expansion of community,
programs and services and increases the
awareness of the importance of healthy eat
and physical activity.*

RESPONSIBLE PARTNER(S)

PP8. State ObesityPreventiorPlan partners

PP9. By 2013, provide technical
assistance and education to support a
promote the availability of nutrition
information and the availability of
healthier food options in restaurants.
(Currently do not have baseline data;
Source: direct observation and inteny
of educational items and activities )

PP9. Promote and support educational
opportunities that focus on using calorie
information to achievand maintain a healthy
weight; advocating for restaurants to offer
more fresh, locally grown produce; more
forms of fruits and vegetablesutritionally
balanced meals for children and adults; and
smaller,more economical portions of food,
and recognize leaders in the food industry t
offer healthier food options.

PP9. State ObesityreventiorPlan partners,
including but not limited to: IRA, culinary
institutes and chef s
IDA

Community
Interventions

To include systems
change
(policy/resources)

PP10. From 2010 through 2014,
increase participation in the CACFP
among licensed childare centers,
licensed childcare homes, and
unlicensedregistered ministries by 2%
each year. (Baseline: TBD; Source:
inventory of participants from IDOE)

PP10. Identify licensed childcare centers,
licensed childcare homes, and unlicensed
registered ministries that are not CACFP
participants for outreach, trainingnd
technical assistan@nd toencourage
participation in the CACFP#

PP10. IDOE, FSSA, IACCRR, and BH

PP11. By 2013, increase by 10 the
number of schools that implement
policies, activities, or infrastructure
improvements that support walking an
bicycling to school. (Currently do not
have baseline data; Source: Direct
communication and/or observation ang
paticipation in the INDOT SRTS

program)

PP11. Promote and support the INDOT
SRTS Program.”*

PP11. Establish a statewide network of
represetatives from IDOE, ISDH, and
INDOT, as well as bicycle, pedestrian, healt
school, and parent advocacy groups tier
promotion of walking and bicycling to
school. #

PP11. State ObesitPreventiorPlan partners,
including but not limited to: INDOT, ISDH, ang
Indiana School Health Network

"Takenfroml ndi anads
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Increase Hoosiers at a Healthy Weight
Priority: To reduce the prevalence of obesity in Indiana

-

OUTCOMES

PP12. By 2016, increase by at least 5
rural schools and 1 urbahe number of
schoolsthat provide access to their
physical activity spaces and facilities fq
all personutside of normal school
hours. (Currently do not have baseline
data; Source: direct communication an
observation with schools and local
communities)

PRIMARY PREVENTION

ACTIVITIES
PP12. Collect and share information on
effective protocols and successful strategies
for joint use agrements to allow the use of
schools for recreation by the public during
non-school hours.”

PP12. Provide training to school personnel
and community organizations on developing
partnerships, facilities, and riskanagment
plans to support the public uséschool
facilities for physical activity.”

RESPONSIBLE PARTNER(S)

PP12. State ObesitPreventiorPlan partners,
including but not limited to: ISDH, schools, an
communitybased organizations

Community
Interventions

To include systems
change
(policy/resources)

PP13. By 2015, at least 10 hospitals
will provide and promote healthier
food/drink options for all food served o
sold to visitors and staff on their hospit
campuses. (Currently do not have
baseline data; Source: direct
communication and observations and
surveys of hospitals)

PP13. Assess the

current food and beverage procurement
practices and policies for food servedsold
to staff and visitors on hospitehmpuses and
update the IHWI Website with evidenbased
recommendationand strategies famproving
healthyfood and beverage access, availabili
and affordability on hospital campuses.

PP13. ISDH, IHA, and hospital food service
personnel

PP14. By 2013, increase the number @
approved Small Employer Qualified
Wellness Prograriax Creditapplicants
by 20%. (Baseline: 201078
applications were approved; Source:
ISDH)

PP14. Promote the tax credit to appropriate
employers, wellness, vendors, and industry
organizations; ensure the application proce
is accessible online with aupporting
documents for small employers

PP14. ISDH, INShape Indiana, Indiana
Chamber of Commerce, and worksite wellnes
program vendors

PP15. By 2014, increase the number @
farmersé mar ket s
accept Supplemental Nutrition
Assistance Program (SNAP) benefits
(e.g., Hoosier Works card) frofinto 20.

(Source: inventor

PP15. Provide training and technical
assistance to assist farm@nsarkets with the
licensing process to accept the Hoosier Wo
card and to successfully implement and
promote the acceptance of SNAP.

PP15. ISDH, FSSA, Indiana Department of
Agriculture, Pudue University Cooperative
Extension Service, and the Indiana Cooperati
Development Center

"Takenfroml ndi anads
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Increase Hoosiers at a Healthy Weight

Priority: To reduce the prevalence of obesity in Indiana

-
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Community
Interventions

To include systems
change
(policy/resources)

PP16. By 2016, increase by 20 the

OUTCOMES

number of communities that have
implemented evidenebased policy,
systems and/or environmental change
strategies to support healthy eating an
physical activity. (Currently do not havg
baseline data; Source: inventory of Ibc
communities nutrition and physical
activity strategies; number of
ACHIEVE, Pioneering Healthy
Communities, and other initiatives in
Indiana)

PRIMARY PREVENTION

ACTIVITIES

PP16. Develop lo@l partnerships to assess
the built and social environmerds they
relateto physical activiy and nutrition. *

PP16. Identify strategies for evidendssed
nutrition and physical activity policy and
environmental change and base them on th
communityds needs” fq

RESPONSIBLE PARTNER(S)

PP16. State ObesitPreventiorPlan partners,
including but notimited to: ISDH, other state
agencies, local health departments, local
foundations, local communitgased
organizations, local coalitions, and local
decisionmakers

"Takenfroml ndi anads
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Increase Hoosiers at a Healthy Weight

Priority: To reduce the prevalence of obesity in Indiana

-

uonowolid YyiesH

PP17. Increase the percentage of blac

OUTCOMES

mothers who initiate breastfeeding fror
49% to 57% by 2016. (Source: ISDH)

PRIMARY PREVENTION

ACTIVITIES

PP17. Launch a social marketing campaign

promote early, exclusive and continued
breastfeeding among black mothefs.

RESPONSIBLE PARTNER(S)

PP17. ISDH, IPN, Black Breastfeeding
Coalitions, and State Obesi®reventiorPlan
Partners

Other

PP18. Increase the percentage of
mothers who breastfeed their babies
from 71% to 73% by 2016. (Source:
ISDH, PHPC, ERC, Data Analysis
Team, and CDC 2007 National
Immunization Survey.)

PP19. Increase the percentage of
mothers who breastfeed their babies
exclusively at 3 months from 29% to
34% by 2016. (SourcéSDH, PHPC,
ERC,DataAnalysis Team, and CDC
2007 National Immunization Survey.)

PP20. Increase thpercentage of
mothers who breastfeed their babies a|
months from 43% to 50% by 2016.
(SourcelSDH PHPC, ERCData
Analysis Team, and CDC 2007 Nation
Immunization Survey.)

PP21. Increase the percentage of

mothers who breastfeed their babies a

12 months from 17% to 21% by 2016.
(SourceiSDH, PHPC ERC,Data
Analysis Team, and CDC 2007 Nation
Immunization Survey.)

PP 1821. Implementation of the State
ObesityPreventiorPlan strategies and other
selected evidenelbased interventions that ar
successful in practice.

PP 1821. Improve maternity care practices
in hospitals.

PP 1821. State ObesityPreventionPlan

partners, including but not limited to: ISDH,
IPN, local brastfeeding coalitions, and Indiang
hospitals and birth centers providing maternity
care

"Takenfroml ndi anads
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Increase Hoosiers at a Healthy Weight

Priority: To reduce the prevalence of obesity in Indiana

-

Other

PP22 Increase the percentage of

OUTCOMES

adults who meet the
recommended amounts of
physical activity per day from
64% to 65% by 2020. (Source:
IndianaBRFSS)

PP23. Increase the percentagehifih
school students who meet the
recommended amounts of physical
activity per day from 41% to 46% by
2016. (Source: Indiana YRBS)

PP24 Decrease the percentage of ady
who drink 1 or more sugaweetened
beverages per day from 69% to 64% b
2016. (Source: Indiana BRFSS)

PP25. Decrease the percentage of hig
schod students who drank a can, bottle
or glass of soda or pop 1 or more time
per day during the past 7 days from 30
to 26% by 2016. (Source: Indiana
YRBSY

PP26 Increase the percentage of adul
who eat the recommended amounts of
fruitsand vegetables per day from 219
to 22% by 2016. (Source: Indiana
BRFSS)

PP27. Increase the percentage of
high school students who eat the
recommended amounts of frelit
and vegetables from 16% to 18%
by 2020. (Source: Indiana

YRBS)

PRIMARY PREVENTION

ACTIVITIES

PP 2227.Implemenation of the State
ObesityPreventiorPlan strategies and other
selected evidenelbased interventions that ar
successful in practice.

PP 2227. Maintain and enhance state and
local infrastructure to implement priority
nutrition and physical activity pwies and
environmental changes across all settings 3
special populations.

PP 2227. Educate on the need for adequat
funding and resources for nutrition, physica
activity, and obesity prevention interventions

PP 2227. Provide information to
policymakers and othétey leaders on the
importance of changingolicies and
environments to create healthier communiti
and settings.

PP 2227. Maintain a surveillance system ar
evaluation activities to monitor and track
progress.

RESPONSIBLE PARTNER(S)

PP 2227. State ObesityPreventionPlan
partners, including but not limited to: ISDH,
other state agencies, state coalitions, local he
departments, state and local politiakers,
academia, health organizations, community
based organizations, and local communities

"Takenfroml ndi anaés Comprehensive Nut r-2020(te Stata @besityPray) s i ¢ a |
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Increase Hoosiers at a Healthy Weight

Priority: To reduce the prevalence of obesity in Indiana

-
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Other

PP28. By 2014, provide training and

OUTCOMES

technical assistance to parents, early @
and education providers, and others th
focus on nutrition, physical activity, anc
lactation support in childare settings.
(Currently do not have baseline data;
Source: Inventor of state and local
conferences and training events)

PRIMARY PREVENTION

ACTIVITIES

PP28 Build upon existing training resource
and activities to provide a variety of offering
using multiple methods of disseminatiofi.

RESPONSIBLE PARTNER(S)

PP28. Indiana AEYC, IACCRR, FSSA, Indian
Head Start Collaboration Office, Indiana Heag
Start Association, provider support
organizations, parents, and early care and
education providers

PP29. By 2013, establish a system for
childhood obesity surveillanagsing
annual statewide, schebhsed BMI
collection among students in at least
three representative grades. (Baseline
no system exists; Source: direct
observation)

PP29. Maintain an interagency collaboratior
between the IDOE and ISDH to support
annual schoebased body mass index (BMI)
collection and reporting”*

PP29. Provide information to school board
members, CSHAC members, school

personnel, and parents on the impoce and
benefits of measuring and reporting student
BMIs.” A

PP29. IDOE, IHWI, Indiana School Health
Network, Indiana Association of School Nurse
ISDH, and Clarian Health Partners

PP30. By 2013, establish a least one
state, regionabr local food policy
council. (Currently do not have baselin
data; Source: inventory of food policy
councils)

PP30. Establish a strong, diverse network o
stakeholders from many sectors of fbed
system (e.g., production, consumption,
processing, disibution, and waste recycling)
to participate.

PP30. Apply national recommendations ang
best practices for the structure and practice
food policy councils.”

PP30. State ObesitPreventiorPlan partners
including but not limited to: ISDH, Indiana
Department of Agriculture, Purdue Extension,
and local communities

"Takenfroml ndi anads
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A A key strategy or strategies taken from a longer list of comprehensive strateébeState Obesitlan.

Activity

Pl an, 2010



Increase Hoosiers at a Healthy Weight
Priority: To reduce the prevalence of obesity in Indiana

PRIMARY PREVENTION
OUTCOMES ACTIVITIES RESPONSIBLE PARTNER(S)

PP31. Identify and/or develop a protocol for
the prevention and assessment of

PP31. By 2015, develop and overweight/obesity; promote the use of

disseminate a protocol for use by heal{ €xisting resources such Bgercisels PP31. State ObesitPrevantion Plan partners,

care providers to integrate obesity MedicineprescriptionOunce of Prevention | jncjuding but not limited to: local chapters of tf
Systems Change | prevention into office practice. 12 WeltChild Visitprescriptions, and the AAP, AAFP, Nurses Associations, other
(Policy/Resources) | (Baseline: no standard protocol American Academy foPediatrics ﬁﬁAP) professional associations representing health

recommended at this time; Source: Healthy Active Livingrescription. professionals, and individual health care

protocol is available and widely PP31. Provide training and technical providers

distributed) assistance to health care providers and offi¢

staff to ensure the effective integration of

? obesity prevention into office practicé.
o

@ Health

n L

wn Communications
~—*

o .

e Community

QD Interventions

2

(9]

PP32. By 2013, offer and promote
annual continuing education
opportunities for healtbare
professionals and health educators
focused on evideneeased

Other breastfeeding, nutrition, physical
activity, and obesity prevention
practices. (Currently do not have
baseline data; Source: inventory of
opportunities most used by local healtk
care professionals and health educato

PP32. Identify and promote evidendmsed
continuing medical education/contimgj
education (CME/CE) programs that address
obesity prevention, assessment, and
treatment. *

PP32. Work with colleges and universities t
include competencies in nutrition, physical
activity, breastfeeding, and obesity preventi
in programs that train fure health
professionals.*

PP32. Professional associations representing
health professionals, individual health care
providers, and colleges and universities

"Takenfroml ndi anaés Comprehensive Nut r-2020(te Stata @basityPray)s i cal Activity Plan, 2010
A A key strategy or strategies taken from a longer list of comprehensive strateébeState Obesitlan.



Increase Hoosiers at a Healthy Weight
Priority: To reduce the prevalence of obesity in Indiana
SECONDARY PREVENTION

OUTCOMES ACTIVITIES RESPONSIBLE PARTNER(S)

Systems Change
(Policy/Resources)

9

o L

=IRI Health

o = L

— = Communications

o j

S Community
Interventions

"Takenfroml ndi anaés Comprehensive Nut r-2020(te Stata @basityPray)s i cal Activity Plan, 2010
A A key strategy or strategies taken from a longer list of comprehensive strateébeState Obesitlan.
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Increase Hoosiers at a Healthy Weight
Priority: To reduce the prevalence of obesity in Indiana

Other

SECONDARY PREVENTION

OUTCOMES

SP 1. Increase the percentage of
adults who are at a healthy weight
from 35% to 36% by 2016.
(Source: Indiana BRFSS)

SP2. Increase the percentage of high
school students who are at a healthy
weight from 71% to 73% by 2016.
(Source: Indiana YRBS)

SP3. Increase the percentage of
adults who meet the recommended
amounts of physical activity per
day from 64% to 65% by 2016.
(Source: Indiana BRFSS)

SP4. Increase the percentagetofh
school students who meet the
recommended amounts of physical activ
per day from 41% to 46% by 2016.
(Source: Indiana YRBS)

SP5. Decrease the percentage of adults
who drink 1 or more sugaweetened
beverages per day from 69% to 64% by
2016. (Source: Indiana BRFSS)

SP6. Decrease the percentage of high

school studentesho drank a can, bottle, o
glass of soda or pop 1 or more times per
day during the past 7 days from 30% to
26% by 2016. (Source: Indiana YRBS)

SP7. Increase the percentage of adults
who eat the recommended amounts of
fruits and vegetables per day frorh%2 to
22% by 2016. (Source: Indiana BRFSS)

SP8. Increase the percentage of high
school students who eat the recommend
amounts of fruits and vegetables from 16
to 18% by 2016. (Source: Indiana

YRBS)*

ACTIVITIES

SP 18. Implementation of the State Obesity
PreventiorPlan strategies and other selecte
evidencebased interventions that are
successful in practice.

SP 18. Maintain and enhance state and loc
infrastructure to implement priority nutrition
and physical activity policies and

environmental changeacross all settings anc
special populations.

SP 18. Educate on the need for adequate
funding and resources for nutrition, physical
activity, and obesity prevention interventions

SP £8. Provide information to policymakers
and otheikey leaders on thenportance of
changingpolicies and environments to creat
healthier communities and settings.

SP 18. Maintain a surveillance system and
evaluation activities to monitor and track
progress.

RESPONSIBLE PARTNER(S)

SP 18. State ObesityreventiorPlan partners,
including butnot limited to: ISDH, other state
agencies, state coalitions, local health
departments, state and local polityakers,
academia, health organizations, community
based organizations, and local communities

"Takenfroml ndi anaés Comprehensive Nut r-2020(te Stata @besityPray) s i ¢ a |

A A key strategy or strategies taken from a longer list of comprehensive strateébeState Obesitlan.

Activity

Pl an, 2010



Increase Hoosiers at a Healthy Weight
Priority: To reduce the prevalence of obesity in Indiana

SECONDARY PREVENTION

OUTCOMES ACTIVITIES RESPONSIBLE PARTNER(S)

SP9. By 2015, develop and dissemina
a protocol for use by health care
providers to integrate obesity preventiq
into office practice. (Currently do not
have baseline data; Source: inventory

SP9. State ObesityPreventiorPlan partners,
SP9. Provide training and technical assistar including but not Iimited to: local chapters of th
to health care providers and office staff to | AAP, AAFP, Nurses Associations, other

ensure the effective integration of obesity | professional associations representing health

Systems Change
(Policy/Resources)

. prevention into office practice’ professionals, and individual health care
opportunities most used by local health i
. x providers
care professionals an@#&lth educators)
CJ: Health
9] Communications
g Community
n Interventions
— SP10. By 2013, offer and promote
o annual continuing education
@) opportunities for healtbare
2 professionals and health educators SP10. Identify and promote evidendsased
() focused on evideneeased continuing medical education/continuing SP10. Professional associations representing
Other breastfeeding, nutrition, physical education (CME/CE) programs that address health professionals, individual health care
activity, and obesity prevention obesity preventiomssessment, and providers, colleges and universities
practices. (Currently do not have treatment. *

baselhe data; Source: inventory of
opportunities most used by local health
care professionals and health educato

"Takenfroml ndi anaés Comprehensive Nut r-2020(te Stata @basityPray)s i cal Activity Plan, 2010
A A key strategy or strategies taken from a longer list of comprehensive strateébeState Obesitlan.
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Increase Hoosiers at a Healthy Weight

Priority: To reduce the prevalence of obesity in Indiana

SystemsChange
(Policy/Resources)

TERTIARY PREVENTION

OUTCOMES

ACTIVITIES

RESPONSIBLE PARTNER(S)

Health
Communications

Community
Interventions

Other

TP1. Decrease the percentage of
adults who are obese from 30% to
27% by 2016. (Source: Indiana
BRFSS)

TP2. Decrease the percentage of high
school students whare obese from 139
to 12% by 2016. (Source: Indiana
YRBS)

TP3. Decrease the prevalence of
chronic disease riskincluding:

- High cholesterol

- High blood pressure

- Heart disease

- Cancer for which obesity is a risk
factor)

- Diabetes

TP 1-3. Implementation of the State Obesity
PreventiorPlan, Indiana Cancer Control Pla
St ate Strategic Pl ar
other Indianaspecific chronic disease
strategic plans (as théecomeavailable) and
other selected evidendmsed interverins
that are successful in practice.

TP 1-3. Maintain and enhance state and loc
infrastructure to implement priority nutrition,
physical activity, obesity and other chronic
disease policies and environmental change
across all settings and special pltapions.

TP 1-3. Educate on the need for adequate
funding and resources for nutrition, physica
activity, obesity and other chronic disease
interventions.

TP 1-3. Maintain a surveillance system and
evaluation activities to monitor and track

progress.

TP 1-3. State ObesityPreventiorPlan Partners,
ICC, Adolescent Health Coalition, other state
coalition partners, health care professionals,
health educators, nutritionists, and physical
activity specialists

"Takenfroml ndi anads
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A A key strategy or strategies taken from a longer list of comprehensive strateébeState Obesitlan.

Activity

Pl an, 2010




Increase Hoosiers at a Healthy Weight
Priority: To reduce the prevalence of obesity in Indiana

Systems Change
(Policy/Resources)

TERTIARY PREVENTION

OUTCOMES

TP4. By 2015, develop and disseminal
a protocol for use by health care
providers to integrate obesity preventiq
into office practice. (Currently do not

have baseline data; Source: inventory
opportunities most used by local health
care professionals ané#lth educators)

ACTIVITIES

TP4. Provide training and technical
assistance to health care providers and offig
staff to ensure the effective integration of
obesity prevention into office practice:

RESPONSIBLE PARTNER(S)

TP4. State ObesityPreventiorPlan partners,
including but not Imited to: local chapters of th
AAP, AAFP, Nurses Associations, other
professional associations representing health
professionals, and individual health care
providers

Health
Communications

Community
Interventions

Other

Listing of Acronyms

AAP: American Academy of Pediatrics

AAFP: American Academy of Family Physicians

BRFSS: Behavioral Risk Factor Surveillance System
CACFP. Child and Adult Care Food Program

CDC: Centers for Disease Control and Prevention
CSHAC. Coordinated School Health Advisory Council
ERC: ISDH Epidemiology Resource Center

FSSA Indiana Family and Social Services Administration

IACCRR: Indiana Associabn for Child Care Resource and Referral

ICC: Indiana Cancer Consortium

ICIAH: Indiana Coalition to Improve Adolescent Health

Indiana AEYC Indiana Association for the Education of Young Children

"Takenfroml ndi anads

Comprehensi ve
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IDA: Indiana Dietetic Association

IDOA: Indiana Departmerdf Administration

IDOE: Indiana Department of Education

IHA: Indiana Hospital Association
IHWI: Indiana Healthy Weight Initiative

INDOT: Indiana Department of Transportation

IPN: Indiana Perinatal Network

IRA: Indiana Restaurant Association

ISDH: Indiana State Department of Health

MPO: Metropolitan Planning Organization

SRTS: Safe Routes to School

A A key strategy or strategies taken from a longer list of comprehensive strateébeState Obesitlan.

Activity

YRBS: Youth Risk Behavior Survey

Pl an, 2010
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DECREASE TOBACCO USAGE

Decrease tobacco use among all Hoosiers
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Decrease Tobacco Usage

|l ndi anads Tobacco Burden

Tobacco use is the single most preventable cause of death and disease in
the United States. Annually cigarette smoking causes nearly 440,000
deaths in the United States, more deaths than alcohol, AIDS, car accidents,
illegal drugs, murders and suicidesnbined.

The impact of tobacco on Indiana is staggering. Each year over 9,700
Hoosier adults die from their own smoking and 194,000 Hoosiers are living
with a tobaccerelated illness or chronic disedsé\n estimated additional
1,200 adult nonsmokeide each year due to exposure to secondhand
smoke, and 160,000 youth in Indiana now under the age of 18 will
prematurely die from a smoking related dis€ase.

Average Number of Annual Smokingattributable Deaths:

 Cancers 3,978

1 CVDT 3,127 (Stroker cerebrovascular disease400 and is
included in the CVD total)

1 Respiratory Diseasé2,623

Total annual smoking-attributable mortality: 9,728"

Annual deaths attributed to secondhand smoke: 1,240

Hundreds more die from other tobaaetated causs such as fires caused
by smoking (more than 1,000 deaths annually natiorfyjded smokeless

tobacco use.

What Tobacco Costs Indiana Each Year

1 Health care costs related to smoking in Indiana: over $2 Billion
1 Health care costs related to secondhand smoke in Indiana: $390
million*"
1 Total loss of life attributable to smoking: $282.5 million
1 Total loss of life attributable to secondhand smoke: $107.8
million
i1 For every pack of cigarettes sold in Indiana, Hoosipend $7.57
in healh care costs related to smoking
1 Medicaid expenditures directly related to tobacco: $487 miilion

f Indianar esi dent s6 state and federal tra-x-—bwur-den
caused expenditures: $566/ household

1 Smokingcaused productivity lossés Indiana: $2.6 billiofi

1 Annual smokingrelated economic costs (including smoking
attributable medical expenditures and smolatigibutable neonatal
medical expenditures) total $3,391 per smdker.



Decrease Tobacco Usage

Amounts do not include health costs caused by smgataused fires,
smokeless tobacco use, or cigar and pipe smoking.

Tobacco Industry Influence in Indiana:

Test Marketing of New Tobacco Products:

Beginning in July 2007, RJ Reynolds introduced Camel 8nGentral

Indiana as one of seven cities to receive the product. Philip Morris followed
in March 2008 and released Marlboro Snus into the Indianapolis market.
Tourney Snus (Vector Group Ltd of Liggett) and Grand Prix (Vector Group
Ltd of Liggett) are alg being marketed here. While Central Indiana has
been the focus of these test markets, ongoing surveillance of the marketing
and sales of the products indicate these products are moving further out
into the state.

The introduction of snugroducts is of particular concern for Indiana
employers who have spent considerable resources to motivate smokers to
quit. Snus products are marketed as an alternative for smokers when they
cannot smoke, thus leading to dual tobacco use. Therefore dinieoéff
employers to reduce the percentage of tobastog workers is

undermined.

In 2009, R.J. Reynolds introduced dissolvable tobacco products in the

centr al |l ndi ana area. These products called
smokeless tobacco that candigsolved in the mouth. They resemble

breath mints, breath strips and toothpicks. At the time, the products were

only being tested in three U.S. cities. The potential harm from these

products is of much concern and has caused the Indiana Poison Center to

issue a warning to parents and health care providers about the potential

health impacts of a child ingesting this product.

Spending on tobacco prevention in Indianas. Tobacco Company
Marketing Expenditures:

The U.S. Centers for Disease Control and &néwon (CDC) recommends

that Indiana spend $78.8 million a year to have an effective, comprehensive
tobacco prevention program. Indiana currently allocates $9.2 million a

year for tobacco prevention and cessation. This is 11.7% of the CDC's
recommendatioand ranks Indiana 28th among the states in the funding of
tobacco prevention prograrfisIndiana's spending on tobacco prevention
amounts to 1.5% of the estimated $599 million in tobaymerated

revenue the state collects each year from settlementgrayg and tobacco
taxes:"

Tobacco companies spend approximately $426.2 million annually for
marketing in Indiana. Thas over 40 times what Indiana spends on
tobacco prevention each year. Annual tobacco industry marketing
expenditures nationwide totapproximately$12.8 billion)"
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Indiana Adult & Youth Smoking Rates:

|l ndi anads adult smoking rate is:-23.
decrease from the 2001 adult smoking rate of 27.4%. Still, over 1.1 million
adults in Indiana smoksagarettes. Indiana ranks high among states in

adult smoking prevalence, and is higher than the U.S. rate of 17.9%.

Indiana smoking rates for men remain higher than those for Indiana

women. Hoosier smoking rates by gender are also higher than the nationa
rates.”

Smoking among high school students in Indiana is at 18.3%, a drop from
31.6% in 2000. This decrease in the smoking rate among high school
students equates to approximately 49,000 less youth smokers. Four percent
of middle school students Indiana are current smokers. This is a 59%
decline from 2000, when approximately one in every ten middle schoaol
students smoked cigarettgs.

| ndi alabacgaPolicies:

The current Indiana state cigarette excise tax is 99.5 cents/pack.
Nationally,the average state tobacco tax is $1.45, with taxes ranging from
17 cents to $4.35/pack.

Approximately 34% of all Hoosiers are protected from secondhand smoke
by a local smokdree air law that covers workplaces and restaurants. Only
11% of Indiana residgs are protected by a local law that covers
workplaces, restaurants, and bdl'sAt a national level, 79.4% are covered
by a smokédree air law that covers most public places and workplaces,
including restaurants. Nearly half, or 47.8%, of the nasaovered by a
comprehensive smokeee air law which covers all workplaces,

restaurants, and bats.

The Changing Landscape & New Opportunities in Tobacco Control

Regulation of Tobacco Products:

On June 22, 2009, President Barack Obama signdehthdy Smoking
Prevention and Tobacd@ontrol Act. This historic legislation grants
authority to regulate tobacco products to the U.S. Food and Drug
Administration. Powerful opportunities to advance the regulation of
tobacco products exist at state anchldevels, opportunities which

| ndi anads tconmissiocnwst take mdvantade of to stay in
front of the increasingly aggressive tactics of the tobacco industry.

Conclusion

Tobacco use, if left unchecked, will almost certainly canseeasurable
harm to the physicdlealth of children and adults, while damaging our
countryods fiscal health. To prevent

1:%;, whi

t-hese

c-h

u-n

n



Decrease Tobacco Usage

as loss of productivity and premature death, it is imperative that the federal,
state, and lagl governments continue to work to prevent tobacco use
among young people. Tobacco control programs are at the heart of public
health recommendations for national health reform, as the number one
recommendation is to invest in populatibased and commugibased
prevention, education and outreach programs that have been proven to
prevent disease and injury and improve the social determinants of health.
Tobacco control has years of evidei@sed research behind it.

" Centers for Disease Control and Pratien. [Article title]. MMWR 2008;57:[inclusive page
numbers].

"CDC, HfACi ga r-attritutable®orbidityi hgi t ed St MMV¥RS2(35)284D 0,0
844, September 5, 2003.

il CDC, State Data Highlights 2006 See al s o, CD C:RElatenl Denihs Aendng STmorkiizn g
Youthd United StatesMMWR45(44):971974, November 11, 1996,
http://www.cdc.gov/mmwr/preview/mmwrhtml/00044348.htm

¥ CDC SmokingAttributable Mortality, Morbidity, and Economic Costs (SAMMEC): Adult
SAMMEC and Maternal and Child Health (MCH) SAMMEC software:
http://www.cdc.gov/tobacco/sammec

¥ Zollinger, T., Saywell, R., Muegge, C., Plmyski, M. Estimating the Economic Impact of
Secondhand Smoke on Indiana in 2007. Bowen Research Céntiana University School of
Medicine, June 2008.

“Karter, Michael Jr. AFi r &atitnalEie Protection Associdtioni t ed St ates 2007. 0
National Fire Protection Associationtip://www.nfpa.org/assets/files/pdf/os.fireloss. pAligust
2010;

" CDC, Data Highlights 2006and underlying CDC data/estimate§lDC6s STATE System
average annual smoking attributable productivity losses from-2007(1999 estimates updated to

2004 dol |l ar s) ; C bAdrjbutabla Mortality, IYeas wfdétentiald_ife Lost, and
Productivity Losse® United States 2062 0 0 MMWR57(45):12261228, November 14, 2008,
http://www.cdc.gov/immwr/PDF/wk/mm5745.pdf.

Vit Zollinger, T., Saywell, R., Muegge, C., Przybylski, M. Estimating the Economic Impact of
Secondhand Smoke on Indiana in 2007. Bowen Research Céntiana Univergy School of
Medicine, June 2008.

“"Mi |l | er, L. et al ., iState Estimates of Medicaid “Expenditiure:
Fi scal Y leublic Heali® Beportel3: 140151, March/April 1998; Orleans, CT, et al.,

iHel pi ng Pr egintaintMeenoikreg st Qar Ch a Mdbaceogentral n “t-he -~ "Next ~Decadeo,
9(Supplemental I11): 6.1, 2000.

* Orzechowski & WalkerTax Burden on Tobac@009, state agencidd.S. General Accounting

Office (GAO). Federal Smoking Medicaid Costs are fedexpknditures within the state to cover

the federal share of istate Medicaid expenditures caused by smoking. Other Federal Smoking

Caused Costs are estimated amounts that eaech stateos —taxpaye
Medicaid federal natiomide smokingc aused expenditures. Taxpayeros bhurden egual s
taxpayers in each state to cover all smoldagsed state government health expenditures and their

share of payments to cover all smokicaused federal government health expenditiNesion

health costs included in tax burden other than smekiuged Social Security Survivors Insurance

(SSSI) payments.

“CDC, @ An n u-AtributboMoitalityy Years of Potential Life Lost, and Productivity
Losse$® United States 2002 0 0 MIMWR57(45): 12261228, November 14, 2008,
http://www.cdc.gov/immwr/PDF/wk/mm5745.pdf

XicpDc, i A n n u-AttributbheoMoitatityg Years of Potential Life Lost, and Economic Costs
T United States, 1995 999, 06 MMWR -3 Ap(il 4212002, 300
http://www.cdc.gov/immwr/preew/mmwrhtml/mm5114a2.htm

Xil cDC, Best Practices for Comprehensive Tobacco Con®otober 2007


http://www.cdc.gov/mmwr/preview/mmwrhtml/00044348.htm
http://www.cdc.gov/tobacco/sammec
http://www.nfpa.org/assets/files/pdf/os.fireloss.pdf
http://www.cdc.gov/mmwr/PDF/wk/mm5745.pdf
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5114a2.htm
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XV Campaign for TobaceBree Kids, et aJ A Decade of Broken Promises: The 1998 State Tobal
Settlement 12 Years Latéfovember 17, 2010ittp://tobaccofreekids.org/reports/settlements.

*U.S. Federal Trade Commission (FTC)garette Report for 200&009,
http://ftc.gov/0s/2009/08/09081 2cigarettereport.pdf

X 2001 & 2008 Rhavioral Risk Factor Surveillance System
X 20002008 Indiana Youth Tobacco Survey

Xt | TPC Policy Tracking

**Americans for Nons mo Kiterisw.ndinakedagd/madieardisi.pel



http://ftc.gov/os/2009/08/090812cigarettereport.pdf
http://www.no-smoke.org/pdf/mediaordlist.pdf
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Decrease Tobacco Usage
Priority: Reduce the tobacco use burden on IndianaAdapted from the 2015 Indiana Tobacco Control Strategic Plan (2009)
PRIMARY PREVENTION

Systems Change
(Policy/Resources)

OUTCOMES

Il ncrease to 100%
that isprotected by secondhand smoke
by law. (8.7% in 2010, ITPC policy
tracking/U.S. Census)

l ncrease I ndianabé
(99.5 cents in 2010, I@ept.of
Revenue)

Increase tax on other tobacco products
45% of the wholesale price. (24% of
wholesde price in 2010, INDept. of
Revenue)

ACTIVITIES

Implement smoke free air policy at all levels
from schools and hospital campuses to stat
and community laws.

Educate on the public health benefits of hig
tobacco prices (cigarette taxes and taxes of
other tobacco mducts).

RESPONSIBLE PARTNER(S)

Indiana tobacco control plan partners, includir
but not limited to:

Indiana Campaign for Smokese Air
Hoosier Faith and Health Coalition

Indiana Cancer Consortium

Health
Communications

Increase confirmed awareness of
countermarketingampaigns to 67%.
(53% in 2008, IN Adult Tobacco
Survey)

Increase to 75% of adults that think
secondhand smoke is therioushealth
hazard. (57% in 2008, IN Adult Tobacq
Survey)

Increase to 85% of adults that think
smokeless tobacco products ase

harmfulas cigarettes. (71% in 2008, IN
Adult Tobacco Survey)

Conduct mass media countermarketing
campaigns under the brands Quit Now India
and Voice (ages 127); campaigns include
paid and earned and social media

IndianaState Department of Healthipbacco
Prevention and Cessation
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Decrease Tobacco Usage
Priority: Reduce the tobacco use burden on IndianaAdapted from the 2015 Indiana Tobacco Control Strategic Plan (2009)
PRIMARY PREVENTION

OUTCOMES

Decrease high school youth smoking
rates to 17%. (18% in 2008, IN Youth
Tobacco Survey)

Decrease adult smoking 18%. (23% in

ACTIVITIES

Provide funding, technical assistance and
training to community based coalitions, one
per couty, with a specific tobacco control
work plan.

Provide funding, technical assistance and

RESPONSIBLE PARTNER(S)

Commun_ity 2009, Behavior Risk Factor Surveilland trainin_g local minoritybaseq coalitions_, _ Indiana_State Departme_nt of Healthpbacco
Interventions reaching 95% of the minority population in | Prevention and Cessation
Survey) . o
the state, with a specific tobacco control wo
Decrease smoking during pregnancy r{ plan.
1D 82290 (42920 [7) 2007, [1N) NETEITSY Support youth mobilizatioto increase ani
REPEMHEES A0 MEH LAY tobacco attitudes through the Voice youth
movement and hub support structure.
Maintain and enhance state and local
infrastructure to implement robustbacco
control interventions, including training and | IndianaState Department of Healthipbacco
Decrease cigarette consumption to no| téchnical assistance. Prevention and Cessation
more than 425 million packs per year. | Equcate on the need for adequate state Indiana tobacco control plan partners, inchgi
(R453m'”'0” in SFY 2010, IN Dept. of | fynding for tobacco control interventions. | but not limited to:
ven
Other evenue) Monitor the tobacco industry marketing Indiana Campaign for SmoKeee Air,

Increase to 100% the counties with a
funded local tobacco control coalition.
(70% of the counties in 2062011,
ITPC Community Program)

tactics.

Support surveillance and evaluation tools tg
monitor tobacco use indicators.

Education for state and local policymakers t
understand the more cesffective population

based interventions.

Hoosier Faith and Health Coalition,

Indiana Cancer Consortium
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Decrease Tobacco Usage

Priority: Reduce the tobacco use burden on IndianaAdapted from the 2015 Indiana Tobacco Control Strategic Plan (2009)

Systems Change
(Policy/Resources)

PRIMARY PREVENTION

OUTCOMES

Increasdo 90% the smokers that repor
physician advised them to quit using
tobacco. (70.5% in 2008, IN Adult
Tobacco Survey)

ACTIVITIES

Implement cessation systems changes at a
public health and health care setting to ask,
advise and refer

Increase and promote healthrea
benefits/health insurance coverage for
evidencebased tobacco treatments that are
provided by employers.

Increase and promote health care coverage
evidencebased tobacco treatments provided
by the state Medicaid program

RESPONSIBLE PARTNER(S)

IndianaState Department d¢iealth, Tobacco
Prevention and Cessation

Indiana Tobacco Quitline
Quit Now Indiana Preferred Networks

Indiana tobacco control plan partners

Health
Communications

Increase to 67% the smokers that are
aware of the Indiana Tobacco Quitline
(ITQL). (49% in 2008, IN Adult
Tobacco Survey)

Promote a message of quitting and support
available through the Indiana Tobacco
Quitline (ITQL) and avoidance of secondha
smoke.

Indiana Tobacco Prevention and Cessation
Agency

Quit Now Indiana PreferreNetworks

Increase to 65% of smokers making a
quit attempt.(50% in 2008, IN Adult
Tobacco Survey)

Increase annual calls to the ITQL.

Provide quit coaching through the Indiana
Tobacco Quitline (ITQL).

IndianaState Department of Healthpbacco
Preventiorand Cessation

Indiana Tobacco Quitline

Interventions (19,QOO calls in SFY 2010, ITQL Implement cessation systems changes at a  Now Indiana Preferred Network
Service reportsTPC) levels of health care delivery to ask, advise, Quit No ana Freterred Networks
Increase the utilization of tobacco and refer Indiana} tobacco _coptrol plan partners, includir
treatment amontyledicaid members. the Indiana Medicaid Program
(unknown; OMPP)
Direct a portion of tobacco taxes to fund
Other

tobacco control interventions.
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Systems Change
(Policy/Resources)

Decrease Tobacco Usage
Priority: Reduce the tobacco use burden on IndianaAdapted from the 2015 Indiana Tobacco Control Strategic Plan (2009)

SECONDARY PREVENTION

Outcomes

Activities

Responsible Partner(s)

Health
Communications

Community
Interventions

Other

Systems Change
(Policy/Resources)

Increase to 90% the smokehat report
physician advised them to quit using
tobacco. (70.5% in 2008; IN Adult
Tobacco Survey)

Implement cessation systems changes at a
public health and health care setting to ask,
advise and refer

Increase and promote health care

benefits/healtlinsurance coverage for
evidence based tobacco treatments that are
provided by employers.

Increase and promote health care coverage
evidence based tobacco treatments provide
by the state Medicaid program

IndianaState Department of Healthpbacco
Prevention and Cessation

Indiana Tobacco Quitline
Quit Now Indiana Preferred Networks

Indiana tobacco control plan partners, includir
the Indiana Medicaid Program

Health
Communications

Increase to 67% the smokers that are
aware of the Indiana TobacQuitline
(ITQL). (49% in 2008; IN Adult
Tobacco Survey)

IndianaState Department of Healthipbacco
Prevention and Cessation

Quit Now Indiana Preferred Networks

Interventions

Increase to 65% of smokers making a
quit attempt(50% in 2008, IN Adult
Tobacco Survey)

Increase annual calls to the ITQL.
(19,000 calls in SFY 2010, ITPC Servi
ReportsITPC)

Increase the utilization of tobacco
treatment among Medicaid members.
(unknown, OMPP)

Provide quit coaching through the Indiana
Tobacco Quitline (ITQL)

Implement cessation systems changes at a
levels of health care delivery to ask, advise,
and refer.

IndianaState Department of Healthpbacco
Prevention and Cessation

Indiana Tobacco Quitline
Quit Now Indiana Preferred Networks

Indiana tobaccaontrol plan partners, including
the Indiana Medicaid Program

Other
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Systems Change
(Policy/Resources)

Decrease Tobacco Usage
Priority: Reduce the tobacco use burden on IndianaAdapted from the 2015 Indiana Tobacco Control Strategic Plan (2009)

TERTIARY PREVENTION

Outcomes

Decrease asthma episod@eBD)
Decrease heart attaekimissions. (TBD)

Decrease rates of cancer. (TBD)

Activities

Implement smoke free air policy to ensure
smoke free air environments that are
necessary to reduce asthma episodes and
attacks, and other implications related to
chronic diseases.

but not limited to:

Responsible Partners(s)

Indiana tobacco cordl plan partners, including

Indiana Campaign for SmoKece Air

Health
Communications

Community
Interventions

Other

Systems Change
(Policy/Resources)

Increase to 90% the smokers that repa
physicianadvised them to quit using
tobacco. (70.5% in 2008, IN Adult
Tobacco Survey)

Implement cessation systems changes at a
public health and health care setting to ask,
advise and refer

Increase and promote health care
benefits/health insurance coverage for
evidencebased tobacco treatments that are
provided by employers.

Increase and promote health care coverage
evidencebased tobacco treatments provided
by the state Medicaid program.

the Indiana Medicaid Program

IndianaState Department of Healthpbacco
Prevention and Cessation

Indiana Tobacco Quitline
Quit Now Indiana Preferred Networks

Indiana tobacco control plan partners, includir

Health
Communications

Increase to 67% the smokers that are
aware of the Indiana Tobacco Quitline
(ITQL). (49% in 2008, IN Adult
Tobacco Survey)

IndianaState Department of Healthpbacco
Prevention and Cessation

Quit Now Indiana Preferred Networks

Interventions

Increase t®5% of smokers making a
quit attempt(50% in 2008, IN Adult
Tobacco Survey)

Increase annual calls to the ITQL.
(19,000 calls in SFY 2010, ITQL
Service Report$TPC)

Increase the utilization of tobacco
treatment among Medicaid members.
(unknown, OMPP)

Provide quit coaching through the Indiana
Tobacco Quitline (ITQL).

Implement cessation systems changes at a
levels of health care delivery to ask, advise,
and refer.

IndianaState Department of Healthpbacco
Prevention and Cessation

Indiana Tobacco Quitie
Quit Now Indiana Preferred Networks

Indiana tobacco control plan partners, includin
the Indiana Medicaid Program

Other




| NDIANA STATE HEALTH |IMPROVEMENT PLAN
Partnering for the Publicos

HEALTH PRIORITY :
REDUCE |NFANT M ORTALITY

GOAL: Decrease total preterm binthtes by 15% by 2015 fro
12.7 in 2007 to 10.8 by 2015.
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Reduce Infant Mortality

Prematurity is the leading cause of death among newborn babies. Being
born premature is also a serious health risk for a baby. Some babies will
require special care and spend weeks or monthstalisgd in a neonatal
intensive care unit (NICU). Those who survive may face lifelong problems
such asntellectual disabilitiescerebral palsybreahing and respiratory
problemsyision and hearing losand feeding and digestive problems.

In 2008, the March of Dimes (MOD) announced that Indiana had a failing

grade on its premature birth report card ttua number of perinatal

indicators including late preterm births. The consistent escalation of

|l ndi anads preterm rate has created major conc
community and promptea Maternal and Child Health (MCHt)vestigation

into the patternsf preterm births and the potential contributing factors.

In September, 2009 MCH released results for the Stuelyds in Preterm
Birth, Cesarean Delivery, and Induction of Labor in Indiaigatistics from
the Live Birth Data, 199R2006.The purpose of this report was to study the
patterns and trends in rates of preterm births, cesarean delivery, and
induction of labor in Indiana between 1990 and 2006 and to explore the
relationship of rising preterm rates with cesarean delivery and induaft
labor.

Over the last two decades, there has been a marked shift in the gestational
age distribution of Indiana live births towards earlier ages between 1990 and
2006. During this period, very preterm (less than 32 weeks) and moderately
preterm (3233 weeks) birth have increased modestly (by 16 and 15

percent, respectively) whereas late preterm3@4veeks) and near term

(37-38 weeks) births have risen sharply (by 38 and 63 percent, respectively).
In contrast, births at 40 weeks or more have noticeably declined.

Cesarean delivery accounted for 29.3% of all births in 2006, up by 48%
since the lowest rate of 19.8% in 1997. The upward trend in cesarean rates
between 1997 and 2006 was evident across all gestational ages with the
largest increases for late preterndarear term births. Primary cesarean

rates in Indiana doubled (192D06) even for singleton full term vertex
position births to women with no indicated medical risk factors (birth weight
<4000g, no concurrent iliness, no complications of labor and dglivgy

2007, the primary Cesarean section rate was 20.1%.

Rate of induction of labor almost tripled in Indiana from 9.3% in 1990 to

26. 9% in 2006, surpassing the national rates
trend in induction rates was sharper for term latel preterm births

compared to very and moderately preterm and-{gust.

Infant Mortality (death within the first year of life) is much more prevalent
in the Black norHispanic / Latino population than in the White non


http://www.cdc.gov/ncbddd/dd/ddmr.htm
http://www.cdc.gov/ncbddd/dd/ddcp.htm
http://www.cdc.gov/NCBDDD/ehdi/

Reduce Infant Mortality

Hispanic/Latino or Hispanic/Latd population. The Infant Mortality Rate

for Black nonHispanic/Latino population is consistently higher each year
than the state average, and even in 2007 when the Blaek non
Hispanic/Latino rate dropped from 18.1 to 15.7, it was still over twice as
high as the White noiidispanic / Latino rate in 2007. The percentage of
Black women receiving prenatal care in the first trimester decreased from
68.2% in 2003 to 65.6 % in 2006. The Black premature birth rate in Indiana
between 2000 and 2005 has consistanttyeased, and is at a much higher
percentage than the total premature percentage. From 2000 through 2002,
the Black premature birth percentage was 18.1, before increasing to 18.5
between 2003 through 2005. The Black low birth weight percentages have
steadily increased every year from 13.3% in 2003 up to 14.4% in 2007.

Indiana has seen a decreasing trend in smoking during pregnancy from
19.1% in 2002 to 17.3% in 2006. However, 17.3% smoking in pregnant
women is still too high and not acceptable. Fdte percent of all pregnant
women in Indiana are on Medicaid at time of birth. Smoking rates among
pregnant women on Medicaid have been found to be 1.5 times that for
pregnant women not on Medicaid. In 2009, ISDH linked Medicaid patient
data to 2007 vital eord data. Results showed that an average of 27.7% of
all women delivering a live baby on Medicaid smoked during pregnancy in
2007, compared to 17.3% for all pregnant women in Indiana. What was
even more alarming was that for pregnant women on Medicaidl 83
counties had a smoking rates of 30% or greated8madunties had smoking
rates of 4049%. MCH will collaborate with the Office Medicaid Policy and
Planning (OMPP), Medicaid Managed Care Organizatithms obacco
Prevention and Cessati@ommissiorat the Indian State Department of
Health,Indiana Tobacco Quitline, and other state and local partners to
decrease smoking among pregnant women on Medicaid and all pregnant
women.

In 2009 and 2010, Indiana received a grade of D on the March of Dimes
Premature Birth Report Card. In fall 2010, ISDH Maternal and Child Health
Division called together a group of health care providers, hospitals, health
professional organizations and concerned organizations to coordinate
statewide systems and approaches toavgperinatal health outcomes.
Focus areas include implementing preconception and interconception care,
reducing perinatal smoking, instituting more standardized levels of obstetric
and neonatal care and reducing prematurity.
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Reduce Infant Mortality
Priority: Decrease percentage of preterm births in Indiana

Systems Change
(Policy/Resources)

PRIMARY PREVENTION

OUTCOMES

Completed perinatal state plan to guids
state and local interventions

ACTIVITIES

Complete a perinatatate plan to guide state
and local interventions that will reduce
preterm births at all levels by creating policy
that leads to system change, change in
provider practice, and change in patient
knowledge and practice.

Committees organized and working on
ongoing basis

Committees working on
1) provider education,
2) public and consumer education,

3) identification of data sources, and
evaluation of interventions,

4) creatiorof policy, standards, tools to drive
system change and improve birth outcomes

RESPONSIBLE PARTNER(S)

Indiana State Department of Health (Maternal
Child Health) (ISDHMCH), Indiana Perinatal

Network (INP), Indian Chapter March of Dime|
(MOD), Indiana University National Center of

Excell ence in Womenao:;g
with Indiana Chapter American Colle@f
Obstetricians and Gynecologists (INnACOG),
Indiana Chapter American Academy of
Pediatrics (InAAP), Office of Medicaid Policy
and Planning (OMPP) , Indiana Chapter
Association of Women
Neonatal Nurses (INnAWHONN), and other
partners.

Health
Communications

Decreased induction rates from 31% ir|
2007 to 21% in 2012.

Decreased primary Cesarean section
rates from 20.1% in 2007 to 14% in
2012.

Increase the awareness and knowledge of
prenatal health care providers on the effects
prematurity due to scheduled induction and
Cesarean on the mother and newborn throu
various educational methods.

ISDH-MCH, IPN, MOD, IUCEWH, INACOG,
INAAP, INAWHONN, Managed Care
Organizations (MCOs), Health Systems and
hospitals, and other partners.

Community
Interventions

Decreased induction rates from 31% i
2007 to 21% in 2012.

Decreased primary Cesarean section
rates from 20.1% in 2007 to 14% in
2012.

Developstandards and tools to facilitate
practice change at the hospital level

ISDH-MCH, IPN, MOD, IUCEWH, InACOG,
INAAP, INAWHONN, Managed Care
Organizations (MCOs), Health Systems and
hospitals, and other partners.

Other




Reduce Infant Mortality
Priority: Decrease percentage of preterm births in Indiana
PRIMARY PREVENTION

OUTCOMES ACTIVITIES RESPONSIBLE PARTNER(S)

Systems Change
(Policy/Resources)

(Jj> Health

o Communications

(D

% Interventions

8 ; ISDH-MCH, IPN, MOD, IUCEWH, INACOG,
@) Increased percentage African- INAAP, INAWHONN, MCOs, Indiana Minority
) Other Americanpregnant women who have ] Health Coalition (IMHC), local minority health
[0 adequate prenatal care visits from 55.3 coalitions, Health Systems and hospitals

in 2007 to 62% in 2012. other partners.
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Reduce Infant Mortality

Priority: Decrease percentage of preterm births in Indiana

Systems Change
(Policy/Resources)

SECONDARY PREVENTION

Outcomes

Activities

Responsible Partner(s)

Health
Communications

Increased public awareness of all aspe
of prematurity, including causes of ear
and late preterm delivery, induction
and/orCesarean delivery with no
medical reason, brain development of
the fetus, the long term effects of
prematurity on the newborn

Develop media messages that are culturally
appropriate, literacy level appropriate and a
targeted to state and local audiences.

Community
Interventions

Decrease the proportion of pregnant
women on Medicaid who smoke during
pregnancy by 0.5% each ydeom a
baseline of 27.7% in 2007.

Continue OMPP Neonatal Quality Committe
that provides advice and collaborative effort
to decrease smoking in pregnancy.

The Indiana Tobacco Quitline providep to
10 tobacco cestion counseling sessions for
all pregnant women who contact the Quitlin
for help. This service is available to all
pregnant women including those Medicaid
or other insuranceggnd women who are
uninsured.

OMPP, ISDHMCH, MCOs,IndianaState
Department of HealthT obacco Preventioand
Cessation

Other
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Reduce Infant Mortality

Priority: Decrease percentage of preterm births in Indiana

Systems Change
(Policy/Resources)

SECONDARY PREVENTION

OUTCOMES

ACTIVITIES

RESPONSIBLE PARTNER(S)

Health
Communications

Proportion of pregnant women on
Medicaid who smoke during pregnancy
decreased b§.5% each year from a
baseline of 27.7% in 2007.

Percentage of women who smoke in t
last three months of pregnancy
decreased from 17.5% in 2007 to 15.5
in 2012.

Provide training and materials to prenatal
Medicaid providers through each MCO to
promote he use of evidenceldlased screening
and referral to the Indiana Tobacco Quitline

Members of the Indiana Preventing Sraok
free Pregnancies in Indiataining
subcommittee will continue to provide
regional trainings for health care providers
working with pregnant women.

Promotefi éxt4baby as another way to reach
pregnant women and new mothers with
smoking messages.

ISDH-MCH, IPN, IUNCEWH,PSPI Indiana
State Department of Healthipbacco Preventior
and Cessation

Interventions

Promote tobacco treatment services, includ
promotion of the Indiana Tobacco Quitline
and access to health care providers through
policy implementation and quality
improvement measures.

ISDH-MCH, IPN, IUNCEWH, PSRlIndiana
State Department of Healthipbacco Preventior
and Cessation

Other
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Reduce Infant Mortality

Priority: Decrease percentage of preterm births in Indiana

Systems Change
(Policy/Resources)

TERTIARY PREVENTION

Outcomes

Ongoing surveillance on prevalence of
smoking among pregnant women on
Medicaid

Prenatal smoking data briefs created ar
disseminated to prenatal care provider,
local health departments, and communi
policy leaders.

Activities

Assess counties with the highest smoking
rates and the lowest smoking rates to
identify what works and what does notnkqg
to decrease smoking among low income
pregnant women on Medicaid.

Conduct ongoing assessment of prenatal
smoking data using monthly Notice of
Pregnancy data; vital records, Title V
funded project quarterly reports, by county
race, Medicaid versus NeMedicaid.

Responsible Partners(s)

ISDH-MCH, OMPP,IndianaState Department
of Health,Tobacco Prevention and Cessation

Health
Communications

Community
Interventions

Other

Systems Change
(Policy/Resources)

Health
Communications

Interventions

Other




| NDIANA STATE HEALTH |IMPROVEMENT PLAN
Partnering for the Publicos

HEALTH PRIORITY :
ASSUREFOOD SAFETY

GOAL.: Reduce infections/intoxications associated with
foodborne iliness (FBI) outbreaks due to pathog g
commonly transmitted through food. SR :
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Assure Food Safety

In the United States, about 48 million people (1 in 6 Americans) get sick,
128,000 are hospitalized, and 3,000 die each year from foodborne diseases,
according to recent data from the Centerdfizease Control and
PreventionThis is a significant publibealth burden that is largely
preventable.

The United States Food and Drug Administration (FDA) Food Safety
Modernization Act (FSMA), signed into law by President Obama on
January 4, 2011, enables FDA to better protect public health by
strengthening théood safety system. It enables FDA to focus more on
preventing food safety problems rather than relying primarily on reacting to
problems after they occur. The law also provides FDA with new
enforcement authorities designed to achieve higher rates ofieocglwvith
prevention and riskbased food safety standards and to better respond to
and contain problems when they do occline law also gives FDA
important new tools to hold imported foods to the same standards as
domestic foods and directs FDA to llidn integrated national food safety
system in partnership with State and local authorities. The FSMA will
impact the State and local food safety professionals by relying on them-to
help implement the FSMA.

Among the key findings of the FSMA Food Safety Working Group created
by President Obama was the need to modernize statutes that require
effective sanitation and preventive controls in food establishments. An
increasingly globalized food supply chain, tlgeng of our population,

increases in the number of immunocompromised and immunosuppressed
individuals, and the trend toward greater consumption of foods prepared
outside the home demand sustained vigilance by industry and the regulatory
community, from thé-ederal, State, and local level, to promote food safety

in retail and foodservice establishments.

Healthy People 2020 identésfood safety as important. According to

Healthy People 2020, foodborne illness is a preventable and underreported
public heath problem. It presents a major challenge to both general and at
risk populations. Each year, millions of illnesses in the United States can be
attributed to contaminated foods. Children younger than age 4 have the
highest incidence of laborateopnfirmedinfections from:

Campylobactespecies
Cryptosporidiunspecies
Salmonellaspecies
Shigatoxin-producingEscherichia col0157
Shigellaspecies

Yersiniaspecies

= =4 -8 8 -9 -9



Assure Food Safety

People older than age 50 are at greater risk for hospitalizations and death
from intestinalpathogens commonly transmitted through foods. Safer food
promises healthier and longer livesducedhealth careosts and a more
resilient food industry.

Many factors determine the safety of ‘the Nat:
handling, preparatiorand storage practices may result in cases of foodbhorne

illness. This can happen in processing and retail establishments and in-the

home.

Fewer consumers grow and prepare their own food, preferring instead either
to use convenience foods purchased in supermarkets that can quickly be
prepared or assembled, or to eat in restaurants. This gives them less control
over the foods they eat.

The pocessing and retail food industries continue to be challenged by:

1 Large employee populations that have high rates of turnover.
1 Nonuniform systems for training and certifying workers.
1 Ability to rapidly traceback/traceforward food items of interest.

In addition, changes in production practices and new sources of food, such
as imports, introduce new risks.

Food hazards can enter the food supply at any point from farm to table:
Many foodborne hazards cannot be detected in food when it is purchased or
consuned. These hazards include microbial pathogens and chemical
contaminants. In addition, a food itself can cause severe adverse reactions.
In the United States, food allergy is an important problem, especially among
children under age 18.

Implementation oftte Food Code also supported many of the food safety
objectives of Healthy People 2010, the comprehensive, nationwide set of
health promotion and disease prevention objectives designed to serveas a
10-year strategy for improving health in the United Statdsaltly People
20206s objectives include:

1 Reducenfections caused by key pathogens transmitted commonly
through food.

1 Reducehe number of outbreakssociated infections due $higa
toxin-producingE. coliO157, orCampylobacterListeria, or
Salmomrlla species associated with food commaodity groups.

1 Preventan increase in the proportion of nontyphoifialmonella
andCampylobacter jejunsolates from humans that are resistant to
antimicrobial drugs.

1 Reducesevere allergic reactions to food amongleiwith a food
allergy diagnosis.



Assure Food Safety

1 Increasehe proportion of consumers who follow key food safety
practicesShigellaspecies

1 (Developmental)mprove food safety practices associated with
foodborne iliness in foodservice and retail establishments.

Source: Healthi People 2020, Food Safety Topic and Objective, Accessed March 31, 2011,
http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx@tdgic

Indiana Specific Enteric lliness Data

Enteric illnesses are prevalent yet are underreported in Indiana, as well-as
across the U.S. The table below describes confirmed cases of various enteric

illnesses from 2007 to 2009.

Condition 2007 2008 2009 Average
Botulism 3 1 0 1
Campylobacteriosis 489 686 616 597
Cryptosporidium 149 203 278 210
Cyclosporidium 2 2 1 2
Giardiasis* NR NR 314 N/A
Hepatitis A 28 20 19 22
Hepatitis E 1 2 2 2
Hemolytic Uremic
Syndrome (HUS) 16 1 7 8
Listeriosis 18 10 10 13
Salmonellosis 675 641 572 629
Shigatoxin
producing E. coli
(STEC) 105 96 64 88
Shigellosis 296 607 77 327
Typhoid Fever 2 1 1 1
Vibriosis 3 5 3 4
Yersiniosis 14 9 7 10

*Giardiasiswas made a newly reportable disease December 12, 2008 with the release of the updated
410 IAC 12.3 Communicable Disease Reporting Rule for Physicians, Hospitals, and laboratories.

These enteric illnesses are identified by passive surveillance through
identification by laboratory diagnosis or epidemiologic linkage. Indiana
St ate Depart @EDH)tcurrent syském & Lo tfothods with

every reported case. Interviews are agtdd by the local health department
(LHD) in the county of residence to collect demographic, clinical, risk
factor, and other pertinent information using a standardized questionnaire
that is specific to the etiologic agent causing illness. These intenaeswv


http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=14

Assure Food Safety

not dependent on serotype or PFGE results but are conducted upon initial
notification. Information collected from LHD case interviews, reference
laboratories, and the ISDH laboratory (serotype and confirmatory testing) is
entered into the Indiana Nanal Electronic Disease Surveillance System
(INEDSS) for review by the Enteric Epidemiologist. Local clusters with
common risk factors or serotypes are identified at this time.

In addition to passive surveillance activities, ISDH also conducts outbreak
investigations for enteric illnesses. Improvements in molecular laboratory
testing methods of enteric bacteria have made it easier to identify foodborne
disease outbreaks at a State and National level. In 2009, ISDH reported 10
confirmed cases disteriosis 572 confirmed cases sélmonellosisand 62
confirmed cases @&higatoxin producinge. coli (STEC) infections. These
numbers do not include the suspect, probable, ctddstlow-

up/unconfirmed cases which still required time and resources tstigate.

In 2009, ISDH also investigated and reported to National Outbreak
Reporting System (NORS) 31 clusters of foodborne illness caused by
Listeria monocytogeneSalmonellaspp., and STEC identified by either

Pulse Field Gel Electrophoresis (PFGEjraditional epidemiologic

met hods. These clusters contributed a total
2009 surveillance numbers and required additional time and resources of
State and local Public Health professionals to investigate.

The United States Food and Drug Administration (FDA) recommend 280
320 inspections per futime employee (FTE). This equals roughly 150
establishments per FTE if 2 inspections occur each day per year on average.

Food Establishments Served by LHD’s
n= 92

Total

Total All Types 41,503
B&B Estab. 1178
Other 1,741
Temporary Food... 10,610
Mobile Food Estab. 1,345
Seasonal 1457
Assisted Living | 151
Farmers' Markets & 772
Fast Food 5,359
Prepackaged 1,679
Schools 2,204

Convenience Stores 3,329
Full Service Grocery 1,213
Restaurants/Caters 11,465

Source: 2010 Food Protection Survayliana State Department of Health, Food Protection Program



Assure Food Safety

Food Establishments Served by State
Agencies

800 750
611

M Establishments

Q
~\
X
{,0
Source: 2010 Food Protection Survey, Indiana State Department of Health, Food Protection

Based on the number of food establishments in Indiana, the overall n
of food safety inspeaion officers (FSIO), the numerous activities require
FSIOs other than inspections and the dwindling public resources, it is
evident that Indiana must move to a comprehensive system difassd

inspections to offer to best possible protection tgotitdic. This will be on
of the overriding objectives of the Food Safety Priority of the Indiana S
Health Improvement Plan.
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Assure Food Safety
Priority: Food Safety

Systems Change
(Policy/Resources)

PRIMARY PREVENTION

OUTCOMES

Collaborate with the Indiana State
Department of Health (ISDH), Indiana
State Board of Animal Health (BOAH),
Indiana State Egg Board (ISEB), & loc
health departments (LHDs) to increaseg
inspection effectiveness basedrak.

ACTIVITIES

Utilize LHD survey to educate on staffing
needs based on FDA Voluntary Program
Standards recommended levels.

RESPONSIBLE PARTNER(S)

ISDH, BOAH, ISEB, LHDs

Will conduct and/or continue the self
assessment process for determination
standards compliance

Achieveminimum staffing requirements
recommended by the FDA Voluntary Progrs
Standards.

ISDH

ISDH Food Protection Inspection Staff
be standardized by a FDA or ISDH
standardized staff.

Meet FDA Voluntary Program Standards.

ISDH

Develop and implement diredata entry
of inspection data to support near real
time data reporting.

Increase transmission of data to ISDH

Promote CodePal by presenting at foo
safety groups such as IEHA and other
LHD training opportunities.

Begin using CodePd&br inspection data at
ISDH in the f'year.

Educate LHDs on CodePal to utilize the
software. Educate 5 LHDs with majority of
food establishments by end of year 2.
Create linkages to LHDs with their own
systems by end of year 3.

Continue to eduda and promote software to
create statsvide data system of 75% of food
establishments by end of year 5.

ISDH, LHDs

Develop and implement a field data
entry and exchange system for near re
time data access used to identify food
safety issuegelative to the commerce o
shell eggs

This information will be used to quickly and
effectively assist with retail recall activities i
the event of a shell egg related FBI outbrea

ISEB

Implement guidance from the Indiana
Food Safety & Defense Taslorce to
improve FBI prevention based on
workgroup recommendations

IndianaFood Safety &efense Task Force
workgroups develop recommendations to
improve FBI prevention. Create formalized
structure and strategic plans for the Task
Force that challenges the Task Force to
address more food safety and defense issu
Create workgroups like theharter workgroup
and licensing proposal workgroup. Create &

communications workgroup.

Task Force Members
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Assure Food Safety
Priority: Food Safety

Systems Change
(Policy/Resources)

PRIMARY PREVENTION

OUTCOMES

Increase level of technickhowledge of
good manufacturing practices of Food
Safety I nspection
dairy, meat, egg, and feed inspectors.

ACTIVITIES

Onsite trainings from U.S. Food Brug
Administration (FDA), United States
Department of Agriculture (USDA), etc.
Utilize FDA Office of Regulatory Affairs
University (ORAU).

RESPONSIBLE PARTNER(S)

ISDH, BOAH, ISEB, Indiana State Chemist

Provide and require ongoing training fq
ISDH food protection stathased off of
continuing education requirements.

Establish continuing education requirement

ISDH

Increase information sharing between
agencies and the food and agriculture
industry.

Establish the Indiana Food SafetyCgfense
Task Force communications workgroup, we
resources, video conferencing and through
FoodSHIELD.

ISDH, BOAH, ISEB, Indiana State Chemist,
LHDs, food industry, agriculture industry, Tas
Force

Reduced.isteria monocytogeneés

Routine/intensified product and environmen

readyto-eat meat products by 10%. sampling in meat plants. SO
Increase routine surveillance sampling| Collect food and environmental samples wh ISDH
food establishments by 10%. conducting a riskbasednspection.

Maintain 100% compliance

implementingSalmonella Shiga toxin e .

producingE. coli (STEC) Daily in-plant regulatory oversight and BOAH

reduction/elimination systems on beef
carcasses at slaughter.

verification audits.

Reduction of rawnilk consumption
through pet food and cow share
activities to reduce cases of FBI
attributable to raw milk consumption.

Media/educational campaign utilizing CDC
information, education for lawmakers and
public to encourage a change in raw milk
consumption abits.

BOAH, ISDH, State Chemist, Indiana State
Department of Agriculture (ISDA)

Increase the amount of surveillance
safety testing for manufactured dairy
products by 10%.

Collect 10% additional number of samples
from current baseline.

BOAH
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Assure Food Safety
Priority: Food Safety

Health
Communications

PRIMARY PREVENTION

OUTCOMES

Assess level of FBI prevention oversig
and education based on tiee key
public health interventions in the food
industry to include:
1 Demonstration oknowledge
1 Employee health controls
I Controlling hands as a vehicle
of contamination
1 Time/temperature parameters
for controlling pathogens
1 Consumer Advisory

ACTIVITIES

FBI prevention education for consumers an
industry.

ISDH website.

ISDH data collection and communtn tool.

Promotion of the FDA Voluntary National
Retail Food Regulatory Program Standards
regulatory programs trained by FDA and
ISDH staff.

RESPONSIBLE PARTNER(S)

ISDH, LHDs, Purdue University

Community
Interventions

Increase level of FBI prevention
awareness araktivities by consulting
training specialist(s) designated to the
food industry.

Food industry key factors: improve FBI
prevention methods. Establish food safety
trainer database to share list of approved
trainers with industry. Utilize Task Force to
provide at leasbnetraining per year.

Food industry, trade associations, ISDH

Increase effective food safety educatio
especially in schools, to consumers an
within the food industry utilizing
training specialists.

Develop/enhance food safety knowledge
practice using innovative systems develope
for targeted food industries, especially food
handlers.

ISDH, public and state educational institutiong
and universities

Increase accessibility to the public,
LHDs, other agencies, and food indust
via the ISDH website.

Update the ISDH website frequently with

current events and information pertinent to
food safety. Create and update a state may
with county by county information to reach
staff. Create an electronic complaint form &
the ability tosubmit plans electronically.
Monitor and measure use of website.

ISDH

Other




Assure Food Safety

Priority: Food Safety

Systems Change
(Policy/Resources)

SECONDARY PREVENTION

Outcomes

Identify pathogens in the food supply.

Activities
Implement surveillance sampling of targetec

foods and establishments by creating
requirements of submitting samples.

Responsible Partner(s)

ISDH, BOAH, LHDs

Identify poor food safety practices in
food establishmentsEnsure that food
samples are collected early in outbrea
within 24-48 hrs. once a target food ha
been identified.

Provide prepaid shippers for overnight
shipment of samples to ISDH lab in outbrea|

ISDH- Epi-Resource

Health
Communications

Improve food industrgelf-monitoring

Provide guidance to food industry about
increased surveillance for allergens and
pathogens.

Increase food and environmental sampling
and testing to check for food allergens and
pathogens.

ISDH, BOAH, LHDs, food indstry

uonowolid YyiesH

Require food establishments to condug
market withdrawal or recall if pathogen
is found during routine monitoring.

Notify affected foodestablishment if pathoge

Community _ _ is found. ISDH, BOAH, State Chemist, LHDs
Interventions As an agency, work with the industry t ;

remove pathogens and resume norma| Recall effectiveness checks.

operations.

Increa_se med'a aIert; concerning Using news media tools, such as print, ISDH, BOAH, State Chemist, LHDs, food

potential risks found in surveillance . : . . .

le findi internet, sociamedia, and email. industry

Other sample findings.

The food industry will report appropriat
adverse events in the Federal Reporta
Food Registry as required by law.

Educate and train on the Federal Reportabl
Food Registry.

ISDH, BOAH, LHDs, food industry




Assure Food Safety
Priority: Food Safety

TERTIARY PREVENTION

Outcomes

Activities

Responsible Partners(s)

uonowold YyiesH

Systems Change
(Policy/Resources)

Reduce the amount of time between
identification of an outbreak and
notification with health carproviders
during a FBI outbreak.

Notify hospitals and physicians about FBI
usingthelndiana Health Alert Network
(IHAN) and email distribution lists both
internal and through field staff.

ISDH, LHDs

Improve information sharing between
epidemiologyenvironmental, and
laboratory.

Have altinclusive discussions when a curre
FBI is suspect or occurring. Promote
information sharing and educate on roles vi
Epi-Ready training.

ISDH, LHDs, healthcare providers

Increase response to suspect FBI case
by having a dedicated rapid response
team for FBI outbreaks.

Establish an environmental and epidemiolo
investigative team with laboratory support b
actively pursuing the Outbreak Sentinel Gra

ISDH, BOAH, LHDs

Improve notification system of FBI to
regulatory staff.

Notify staff througt
information that a FBI outbreak is suspect.

ISDH, BOAH

Conduct food defense investigations if
intentional contamination is suspected

Work with involved parties to help prevent
future contamination and raise awareness o
food defense.

ISDH, BOAH, law enforcement, food industry

Health
Communications

Food industry will take immediate
necessary mitigation steps to stop FBI
outbreak or enforcement options will
follow.

Enforcement optionsncluding:

1 Embargo

I Recalls

1 Civil Penalties
I Hearings

 Cease and Desist

ISDH, BOAH, LHDs

To reduce the reoccurrence of a simila|
issue, offer education and assistance.

Provide educational opportunities based off
specific incidences. Offer guidance for the
industry to recover.

ISDH, BOAH, LHDs

Community
Interventions

Require food industry to mitigate
problem and establish permanent
controls for prevention.

Recovery and mitigation assistance.

Food industry, ISDH, BOAH, LHDs

Other
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Assure Food Safety

Priority: Food Safety

Systems Change
(Policy/Resources)

TERTIARY PREVENTION

Outcomes

Implementation of enhanced natificatig
system for FBI.Regularly scheduled
outbreak meetings.

Activities

Enhance existing alert systems and/or polic
to incorporate this ability and function.
Review distribution lists. Encourage
enrollment in the IHAN system.

Responsible Partners(s)

ISDH/LHD/CDC or other involved parties

Health
Communications

Create awareness of ill consumers.

Using IHAN or other alert mechanism for
notifying health care providers, such as recs
and health advisories.

Provide educational tools specific to pathog
or problem to health care providers.

Utilize websiteand other media tools.

ISDH, LHDs, Media

Notifications to membership of health
care professional organizations within
48 hours.

Notify the health care professional
organizations about FBI outbreak.

ISDH, LHDs, Indiana State Medical

ol ] o . Association, Hospitals, Long Term Care, Hea
Interventions Encourage and educate healthcare | Conduct EpiReady training tailored for care providersEmergency Nurses Association
providers to conduct proper diagnostic| hospital and industry involvement.
testing to assist in the FBivestigation.
Other Improve media alerts targeted toward | Using news media tools, such as print, ISDH, LHDs, food industry

potential FBI outbreak cases.

internet, social media, and email.




Reduce Healthcare Associated Infections

HEALTH PRIORITY :
REDUCE HEALTHCARE ASSOCIATED INFECTIONS
(HAI)

GOAL: Reduce the standardized infection ratio for
healthcare associated infections in health ca
facilities.
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Reduce Healthcare Associated Infections

Healthcare associated infections are infectionsgaténts acquire within a
healthcare setting during the course of receiving treatment for other
conditions. Halthcare associated infections include:

Central line associated bloodstream infections (CLABSI)
Catheter associated urinary tract infectic@8TI)
Clostridium difficileinfection (CDI orC diff)

Methicillin resistantStaphylococcus aure§IRSA)
Surgical site infections (SSI)

Ventilator associated pneumonia (VAP)
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Evidence suggests that healthcare associated infections are an increasing
healthcare problem in part resulting from mudlitug resistant organisms.
Studies have estimated that 5% of all admissions to an acute care setting
result in a healthcare associaieféction. Infections result in 99,000 deaths
per year nationally. Hospital costs per infection range from $1,000 for a
catheter associated urinary tract infection to $36,000 for a central line
associated bloodstream infection resulting in excess ocbeter $28 billion
per year.

In a 2009 study of long term care facilities, g@gh&d of long term care
residents were affected by respiratory disease outbreaks. A 2008 study of
Veterans healthcare facilities found a healthcare associated infection
prevalence of 5.2% with 25% of residents having an indwelling medical
device and therefore at increased risk for infections.

An example of increasing prevalence of infectionSlsstridium difficile

In May of 2008 the Association of Professionals in lofien Control and
Epidemiology (APIC) conducted a national prevalence stu@jastridium
difficile. Facilities were to take one day during the month and report on
their Clostridium difficileincidence for that day. Data showed that 13 out of
every 1,00 inpatients in the survey were either infected (94.4%) or
colonized (5.6%). This was 6.5 to 20 times previous estim&tat also
indicated tha69.26 were over 60 years of age and 67.6% hachoobid
conditions (renal failure, diabetes, heart faijuf®.9% had an initial

episode of severe to complicated disease. 35.1% had long term care facility
residence within 30 days of onset and 47.4% had hospitalization within-90
days of onset. 79.4% had antimicrobial exposure before onset.

Indiana data sumpts the increase in reported case€lofstridium difficile
infections from 2002 to 2007. The following charts si@wstridium
difficile data for Indiana:



Reduce Healthcare Associated Infections

Clostridium difficile Cases
Critical Access and Short-Term Stay Hospitals

Indiana, 2002-2007
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Reduce Healthcare Associated Infections

Clostridium difficile Discharges by Age Group

Critical Access and Short-Term Stay Hospitals
Indiana, All Diagnosis
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Reduce Healthcare Associated Infections

In its Healthy People 202€eport, the U.S. Office of Disease Prevention and
Health Promotion added healthcare associated infections as a health priority.
Healthcare associated infections are largely preventable. A 2003 study
suggested that 6% of all healthcare associated infisctice preventable

with minimal infection control efforts and 32% preventable with well
organized and highly effective infection control programs. Pennsylvania

and Michigan initiatives reduced central line associated bloodstream
infections in ICUs by 68%nd 66% through the implementation of

checklists.

In studying causes of infection transmission, studies suggested that often
healthcare facilities failed to follow fundamental prevention practices. A
2005 study found for instance that hand hygiene diamge for healthcare
workers was 460%, compliance with time of surgical prophylaxis was

40%, and many facilities had not implemented proven prevention measures.

To address these issues, the U.S. Department of Health and Human Services
(HHS) releasedn January 2009 an Action Plan to Prevent Healthcare
Associated Infections (HAIS). The Action Plan identified key actions in-the
prevention of healthcare associated infections and provided states with a
template for developing state prevention planse Abtion Plan

recommended state implementation of infection prevention collaboratives

and increased focus on tracking of infection data.

To improve the tracking of infection data, the Centers for Disease Control

and Prevention (CDC) developed in 2008eav system for monitoring

healthcare associated events and processes. The National Healthcare Safety
Network (NHSN) provided standardized definitions and a consistent

tracking system to assist facilities and states in developing surveillance and
analysissystems.

The development of NHSN resulted in increased state legislation requiring
the reporting of healthcare associated infection data. By October 2009, 28
states required reporting of at least some healthcare associated infection
data. Of those di@s, 21 states were using or planning to use NHSN as the
reporting tool. Indiana does not mandate reporting of healthcare associated
infections. As part of its prevention initiative, the ISDH provided training to
health care facilities on NHSN and infiect identification standards to

prepare facilities for improved tracking of infection data.

In September 2009, CDC awarded grants to states to implement infection
prevention initiatives. The Indiana State Department of Health was awarded
a grant andmplemented a twqgear statewide initiative.



Reduce Healthcare Associated Infections

The goals of the Indiana Healthcare Associated Infection Initiative are:

1 Improve the identification of healthcare associated infections b
health care providers

1 Reduce the number of healthcare associatedtinfes

1 Increase public and healthcare worker awareness of healthcar
associated infections

Objectives of the Indiana Healthcare Associated Infection Initiative are

1 Create a State Plan for Healthcare Associated Infections

1 Develop and implementlaealthcare associated infections
surveillance and reporting system

1 Develop and implement a healthcare associated infections pre
initiative
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Reduce HealthcareAssociated Infections (HAI)
Priority: Healthcare Associated Infections (HAI)

PRIMARY PREVENTION : HEALTHCARE ASSOCIATED INFECTION PREVENTION INITIATIVE

Systems Change
(Policy/Resources)

OUTCOMES

ReduceClostridium difficileinfections
(CDI) by at least 30% within five years
as measured by the Centers for Disea
Control and Preventio@lostridium
difficile standardized infection ratio at
health care facilities participating in
statewide initiative

ACTIVITIES

Indiana Healthcare Assod¢&l Infection
Initiative.

Participation by health care facilities in a
Clostridium difficileprevention initiative
Participation by health care facilities in
utilizing an environmental cleaning
compliance checklist

RESPONSIBLE PARTNER(S)

Indiana health care facilities; Indiana
Healthcare Associated Infection Initiative
Collaborative Team; Healthcare quality
improvement associations, organizations, and
centers; ISDH Health Care Quality and
Regulatory Commission; ISDH Epidemiology
Resource Center

Reduce catheter associated urinary trg
infections (CAUT]I) by at least 25%
within five years as measured by the
CDC catheter associated urinary tract
infections standardized infection ratio ¢
health care facilities participating in
statewide initiative

Indiana Healthcare Associated Infection
Initiative.

Participation of health care facilities in a
catheter associated urinary tract infection
initiative.

Participation by health care facilities in
utilizing a catheter bundle checklist

Indiana health carfacilities; Healthcare quality
improvement associations, organizations, and
centers; Indiana Healthcare Associated
Infection Initiative Collaborative Team; ISDH
Health Care Quality and Regulatory
Commission; ISDH Epidemiology Resource
Center

Increasehand washingompliance by
healthcare workers as measured by
compliance tracking by facilities
participating in state initiative

Indiana Healthcare Associated Infection
Initiative.

Participation by health care facilities in
utilizing ahandwashingevaluation toal

Indiana health care facilities; Indiana
Healthcare Associated Infection Initiative
Collaborative Team; Healthcare quality
improvement associations, organizations, and
centers; ISDH Health Care Quality and
Regulatory CommissiontSDH Epidemiology
Resource Center

Health
Communications

Increased availability of healthcare
associated infection education and
training for health care providers and
consumers

Development of ISDH Healthcare Associate
Infection Resource Center to be available o
ISDH website

Development and use of online healthcare
associated infection education modules for
healthcare workers and consumers

Development of healthcare associated
infection resources and toolkits

Increase certification opportunities for healt
care providers in infection prevention

Development of evideneleased healthcare
associated infection iservice programfor

health care facilities.

Indiana health care fdities; Indiana
Healthcare Associated Infection Initiative
Collaborative Team; Healthcare quality
improvement associations, organizations, and
centers; ISDH Health Care Quality and
Regulatory Commission; ISDH Epidemiology
Resource Center
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Reduce HealthcareAssociated Infections (HAI)
Priority: Healthcare Associated Infections (HAI)

SECONDARY PREVENTION : HEALTHCARE ASSOCIATED INFECTION SURVEILLANCE , DETECTION,
REPORTING AND RESPONSE

Systems Change
(Policy/Resources)

Outcomes

Reduce central line associated
bloodstream infections (CLABSI) kst
least 25% within five years at health cg
facilities as measured by the Centers fi
Disease Control and Prevention centrg
line associated bloodstream infection
standardized infection ratio and
compliance with the central line bundle

Activities

Implement use o& central line bundle
checklist at all hospitals

Participation by health care facilities in a
central line associated bloodstream infectio
initiative.

Responsible Partner(s)

Indiana health care facilities; Healthcare qual
improvement associations, organizations, and
centes; ISDH Health Care Quality and
Regulatory Commission; ISDH Epidemiology|
Resource Center

Health
Communications

Adopt reporting of healthcare associatg
infection by health care facilities

Adopt state standards for healthcare

associated infectioreporting by health care
facilities beginning with hospitals and

extending to other facilities and providers as
the Center for Disease Control and
Preventionds Nati oneé
Network is adapted for other providers

Utilize healthcare associat@tfection data
though federal reporting for improved
surveillance

ISDH Health Care Quality and Regulatory
Commission; ISDH Epidemiology Resource
Center

Assess current incidence of healthcare
associated infections in hospitals and
nursing homes

Analyze healthcare associated infection dat
from the Center for Disease Control and

Preventionbs Nati onga
Network

Analyze healthcare associated infection dat
from participants in the Indiana Healthcare
Associated Infection Initiative

Indiana Healthcare Associated Infection
Initiative Collaborative Team; ISDH Health
Care Quality and Regulatory Commission;
ISDH Epidemiology Resource Center

Use of CDC National Healthcare Safet
Network (NHSN) by hospitals to track
healthcareassociated infections utilizing
National Healthcare Safety Network
national standards

Training to health care providers on the
National Healthcare Safety Network and
identification of healthcare associated
infection

Development of state healthcargsociated

infection epidemiology program

Healthcare quality improvement organizations
associations, and centers; ISDH Health Care
Quality and Regulatory Commission; ISDH
Epidemiology Resource Center
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Reduce HealthcareAssociated Infections (HAI)

Priority: Healthcare Associated Infections (HAI)

TERTIARY PREVENTION : HEALTHCARE ASSOCIATED INFECTION PROGRAM |INFRASTRUCTURE

Systems Change
(Policy/Resources)

Outcomes

Complete an assessment and evaluati
of the Indiana Healthcare Associated

Infection Initiative to determine progres
towards improvements and targets

Activities

Continuation of Indiana Healthcare
Associated Infection Initiative Collaborative
Team to advise on infection prevention

Meetings of Indiana Healthcare Associated
Infection Initiative Collaborative Team to
review and adge on Indiana Plan for the
Prevention of Healthcare Associated
Infection

Responsible Partners(s)

Indiana Healthcare Associated Infection
Initiative Collaborative Team; ISDH Health
Care Quality and Regulatory Commission;
ISDH Epidemiology Resource Center

Increase numbesf hospitals and nursin
homes participating in a regional or stg
patient safety coalition.

Develop regional patient safety coalitions
throughout the state

Develop and implement regional care
coordination and transition initiatives

State and regionalatient safety coalitions and
centers; Indiana health care facilities;
Healthcare quality improvement associations,
organizations, and centers; ISDH Health Car
Quality and Regulatory Commission; ISDH
Epidemiology Resource Center




INDIANA STATE HEALTH IMPROVEMENT PLAN
Partnering for the Publicoés

HEALTH PRIORITY :
REDUCE THE BURDEN OF HIV, STD, AND VIRAL
HEPATITIS IN INDIANA

GOAL: To decrease the incidence of HIV, STDs, an(
Viral Hepatitis in Indiana
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Reduce the Burden of HIV, STD,
and Viral Hepatitis in Indiana

The Division of HIV, STD, Viral Hepatitis, is comprised of several program
areas addressing the prevention and care of these infections incidtiing
Prevention, HIV Care and Medical Services, HIV Surveillance, and the STD
Program. Included under these core programs are Communities of Color and
Capacity Building, Training and Education, Community Planning Group,

and Viral Hepatitis Prevention undie HIV Prevention Program. HIV

Care and Medical Services houses the Care Coordination, Medical Services,
Special Populations Support Program, and Consumer and Provider Advisory:
Boards. HIV Surveillance serves the Division and the community through
Core Surveillance, Incidence, the Medical Monitoring Project, and the
Advocacy and Responsibility Program. The Division is primarily funded

via federal grants fror@enters for Disease Control and Prevention (CDC)

the Health Resources and Services AdministnatitRSA)andthe

Substance Abuse and Mental Health Services AdministreéBAMGSHA)

with some additional funding through the state.

In 2009, the number of newly diagnosed persons in Indiana was 489,

slightly up from 2008, which had 483 newly diagnosecdqes. The

diagnosis rate remained relatively the same in 2009 at 7.7 slightly up from
7.6 per 100,000 people in 2008. The highest rate of new diagnosis in 2009
occurred among males between the ages of 20 to 24 years of age. Males
continue to outrank femed more than three times. The male diagnosis rate

of 12.1/100,000 in 2009 has increased from a rate of 11.9 in 2008. The
female new diagnosis rate remained constant at 3.4/100,000 in 2009 and the
previous year.

More than a third of all diagnosed peopte Black (41.7%), while about

five out of ten people with HIV/AIDS are White (47.9%). The gap between
races continues to shorten as shown by the previous year, 2008 (34.8%
Black vs. 55.9% White). Blacks continue to have a rate (35.3) that is almast
threetimes the rate of Hispanics (12.0), and more than seven times that of
Whites (4.2). New diagnosis among males is predominant for all racial:and
ethnic groups. The rate of new diagnosis with HIV/AIDS among Black
males (48.9) is especially high, comparethter Hispanic (20.0) and White
(7.2) counterparts.

By the end of December 2009, a total of 9,646 persons were living with
HIV/AIDS (PLWHA) in the state of Indiana, up from 9,282 people by the
end of 2008. Geographically, the vast majority of peopleweat

diagnosed in Indianeontinue to reside in Indiar{@1.1%). Within the state

of Indiana, most PLWHA are concentrated in the urban areas of the state.
The disease continues to be male dominated, with the number of diagnosed
males almost four timesdtier than that of females. The rate of infection

was at 247.1 for males and 58.2 for females per 100,000 people of the
general population.



Reduce the Burden of HIV, STD,
and Viral Hepatitis in Indiana

The majority of PLWHA are in their middle ages, ranging from 40 to 49
years of age. Around a third of all PLWHAeaBlack (34.8%), while about
five out of ten people with HIV/AIDS are White (55.5%). Based on the
smaller number of Blacks in the general population, the prevalence rate of
Blacks (579.8/100,000) is exceeding the rate of the Hispanics
(201.1/100,000) anw/hites (95.3/100,000). HIV/AIDS continues to affect
Black males disproportionably more than their White counterparts.

The HIV, STD, Viral Hepatitis portion of the Indiana State Health

Improvement Plan outlines overarching Division goals and objectives over

the next five years. It is anticipated that these goals will become more

refined as t he Didevebpedinrésponstorthat egi ¢ Pl an
President s Nati onal HI V/ Al DS Strategy.

TABLE 2.1ANNUAL HIV/AIDS, STD,AND HEPATITIS B & C DATA
JANUARY 1,20091 DECEMBER 31,2009

Indiana HIV/AIDS

Cases HIV Diagnosis AIDS Diagnosis
New Reports for 209* 313 176
Persons Living with HIV
(without an AIDS Persons Living with AIDS
diagnosis)
Prevalence as of
12/31/2@9** 4,267 5,379
Indiana STD Cases Pl Se_c_ondary Gonorrhea Chlamydia
Syphilis
1/01/097 12/31/09*** 152 6,812 21,759
Hepatitis B Hepatitis C ***
Indiana Hepatitis 1/01097 12/3109 1/01/09i 12/31/09
B & C Cases 63 6.101

Source: Indiana HIV/AIDS Surveillance Database

* New Reports are broken into 2 categories: HIV at First Diagnosis represents all new
reports as being diagnosed first with HIV; AIDS at First Diagnosis represents all new
reports as being diagnosed first with AIDS.

**Prevalence is the number of people who “are 6l i Vvingo

including those diagnosed in other states but living in Indiana.
***Suspected, probable, and confirmed cases based on case investigation submission.



Reduce the Burden of HIV, STD,
and Viral Hepatitis in Indiana

FIGURE 2.1 NEw DIAGNOSIS RATES FOR HIV AND AIDS BY AGE, 2009
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FIGURE 2.2 NEW DIAGNOSIS RATES OF HIV/AIDS BY RACE/ETHNICITY
2009
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Reduce the Burden of HIV, STD,
and Viral Hepatitis in Indiana

FIGURE 2.3 PREVALENCE RATES OF HIV AND AIDS BY RACE/ETHNICITY
& GENDER, 2009
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Reduce the Burden of HIV, STD,
and Viral Hepatitis in Indiana

Perinatal HIV Transmission:

All infants born to an HIVpositive mother should be reported to the Indi
State Health Department, even though the final HIV status of the child
known until later. Current Indiana law (IC-#d-2-1) requires all health

care poviders to offer all pregnant women an HIV test along with their
other prenatal tests. Pregnant women have the opportunity-tabpt the
HIV testing. By the end of 2009, a total of 728 children had been born
HIV positive mothers since the begingiof record keeping.

TABLE 2.2 CHILDREN BORN TO HIV INFECTED M OTHERS WHO ARE
RESIDENTS OF INDIANA ,
CUMULATIVE 1982THROUGH DECEMBER 31,2009

White 227 65
Black 373 62
Hispanici All Races 63 6

Multiracial i Non Hispanic 62 11
Other <5 <5
Total 728 145

Source: Indiana HIV/AIDS Surveillance Database

Exposed =Children born to HIV+ women. Laboratory testing has not yet determined
HIV status.
HIV Disease =Children born to HIV+ womenLaboratory testing has confirmed that th
child is HIV+.



Reduce the Burden of HIV, STD,

and Viral Hepatitis in Indiana
STD:

In 2009, Chlamydia continued to be the most frequently reported sexuW
transmitted disease (STD) in Indiana, with 21,759 reported cases, upfrom =
21,744 cases in 2008. Gonorrhea cases wga@ted at 6,812 cases in 20
and 8,489 in 2008. Primary and Secondary Syphilis was reported tobe 152~
in 2009, up from 140 in 2008, and 53 reported cases the year prior. F
continued to outnumber males for both Chlamydia and Gonorrhea Whlw
Syphilis is more prevalent among males. Both Blacks and Whites makW
the majority of all STD cases in 2009.

FIGURE 2.4 PERCENTAGES OF STD CASES ININDIANA BY GENDER, 2009
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FIGURE 2.5 PERCENTAGES OF STD CASES ININDIANA BY RACE, 2009
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Reduce the Burden of HIV, STD,

and Viral Hepatitis in Indiana
Hepatitis:

The Indiana State Health Department collects the number of laborator
reportsof persons testing positive for Hepatitis B & C. Itis a very sens
indicator of an individual 6s ri
among the general population. In 2009, Indiana had 63 cases of acut
Hepatitis B and 6,101 cases of He{p& C infection reported to the Indian
State Department of Health.

FIGURE 2.6 HEPATITIS C SUSPECTED, PROBABLE, AND CONFIRMED CASES
BASED ON CASE INVESTIGATIONS .

NOTE:
Data aregprovisionalandshould be finalizedater in 2011.

Hepatitis C (HCV)casesnayreflect county of medicgirovider and notesidence of
individual due to reportingystem limitations.
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Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana
Priority: Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana

PRIMARY PREVENTION

OUTCOMES

ACTIVITIES

RESPONSIBLE PARTNER(S)

Systems Change
(Policy/Resources)

The Division of HIV, STD, Viral
Hepatitis will complete a strategic plan
for the prevention, care, surveillance,
and elimination of HIV, STDs, and Virg
Hepatitis.

The Division will assemble a team of staff tc
develop a Divisiorwide strategic plan based
on current epidemiological datad trends,

the Presidents HIV/AIDS Agenda, The NIH
Viral Hepatitis and Liver Cancer Prevention
National Strategy, and other appropriate tog
and publications.

ISDH Division of HIV, STD, Viral Hepatitis
staff members.

Health
Communications

uonowolid yiesH

Increase knowledge and awareness
around disease etiology and the
prevention of HIV, STDs, and Viral
Hepatitis.

Division staff and appropriate partners will
provide educational messages around disez:
etiology and prevention including harm
reduction.

Theevents and opportunities for message
delivery include but are not limited:tbealth
fairs, community events, the development a
dissemination of PSAs and other marketing
materials and support of partner events.

ISDH Division of HIV, STD, Viral Hepatis
staff members

Indiana State Department of Education

Indiana Coalition for the Improvement of
Adolescent Health

Community partners
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Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana
Priority: Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana

Health
Communications

PRIMARY PREVENTION

OUTCOMES

The Division of HIV, STD, Viral
Hepatitis will continue to partner with
the Indiana Department of Education t
ensure that scientifically accurate and
age appropriate information and
prevention messages are provided in
Indiana schools.

ACTIVITIES

The Division will continue to engage the
Department of Education in discussions ana
activities that inform local school boards an
schools around the delivery of scientifically
appropriate information and prevention
messages.

In addition, the Division will partner with
DOE and appropriate outside research entit
to assess school sexual health programs to
ensure they are scientific evidence based, g
are found to be effective, utilizing available
DOE and YRBS data.

RESPONSIBLE PARTNER(S)

Community
Interventions

Increase knowledge and awareness of
disease etiology and prevention.

Division staff and appropriate partners will
participate in health fairs and community
events where education can be provided.

Effective Behavioral Interventions or EBIs
will be provided in accordance with CDC
guidance. Appropriate modifications will be
utilized to ensure they adhere to CDC
guidelines.

The community based participatory model
will continue utilizing the CPG, CAB, and
CHSPAC groups and processes.

ISDH Division of HIV, STD, Viral Hepatitis
staff.

HIV Prevention and Care grantees.

HIV Prevention Indirectly funded
organizations.

HIV Community Planning Group, Consumer
Advisory Board, and Comprehensive HIV
Services Provider Advisory Council.

Other

N/A

N/A

N/A




Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana
Priority: Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana

Systems Change
(Policy/Resources)

a1eD 0} SS922Y

PRIMARY PREVENTION

OUTCOMES

The Indiana One Test, Two Lives
initiative will continue to provide
education to medical providers and
expectant mothers around the
importance of prenatal HI'¥nd hepatitis
B (HBV) screening.

The Indiana Medical Licensing Board
rule will be amended to aNwfor the
provision of Expedited Partner Therap
(EPT) when appropriate and on the
discretion of the physician.

Appropriate local health departments,
community based organizations, AIDS
service organizations, and community
heal th cent er stopwi
shopso utilizing
and Service Integration (PCSI)
guidelines to provide prevention
education and services, testing, care &
referral points for HIV, STDs, and viral
hepatitis.

ACTIVITIES

Educational materials, conference
presentations, a midcampaign, and other
interventions will be planned and
implemented to ensure 100% of pregnant
women are screened for HIV and HBV.

The Division of HIV, STD, Viral Hepatitis in
partnership with the Medical Director will
continue to support the Medical Litging
Board in amending the current rules
appropriate to this intervention.

Division staff and national technical
assistance providers will provide technical
assistance and financial support when able
appropriate to entities providing these
services.

Surveillance and reporting will be streamlineg
as appropriate to ensure a more
comprehensive picture of linked diseases.

RESPONSIBLE PARTNER(S)

ISDH Division of HIV, STD, Viral Hepatitis
staff

HIV Prevention and Care grantees
HIV Prevention Indirectly fundedrganizations
Riley Hospital for Children

Midwest AIDS Training and Education Cente
(MATEC)

Indiana Medical Licensing Board

Riley Hospital 6s
Pediatric Infectious Disease

Ry a

Indiana University School of Medicine
Indiana Perinatal Network
Health and Hagital Corporation

Il U National Center 0]

Health

Health
Communications

A variety of media sources will be usec
to inform the public of combined
prevention messages and available
service offerings.

Increase the uptake of the vaccine
schedule for human papillomavirus
(HPV) among early adolescents and
young adults to bring them in line with
the national average.

Combined prevention messages will be
developed to inform the public of disease
etiology aml prevention methods, and to
provide information on how to access
available services.

The Division in partnership with the

ImmunizationDivision, will educate provider
and the community about the benefits of the
vaccine for human papillomavirus (HPV)

anmong early adolescents and young adults.

ISDH Division of HIV, STD, Viral Hepatitis
staff

ISDH Immunization Division
ISDH Office of Public Affairs
HIV Prevention and Care grantees

HIV Prevention Indirectly funded sites
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Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana
Priority: Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana

PRIMARY PREVENTION

OUTCOMES

HIV, STD, Viral Hepatitis, and TB
testing will be available at each

ACTIVITIES

Division staff and national technical
assistance providers will providedchnical

RESPONSIBLE PARTNER(S)

ISDH Division of HIV, STD, Viral Hepatitis
staff.
HIV Prevention and Care grantees.

Community appropriate local health department, | assistance and financial support when able

Interventions community based organization, AIDS | appropriate to entities providing these HIV Prevention Indirectly fundedrganizations.
service organization, and community | services.
health center.
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Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana
Priority: Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana

Systems Change
(Policy/Resources)

SECONDARY PREVENTION

OUTCOMES

HIV, STD, Viral Hepatitis, and TB
testing will be available at each
appropriate local health department,
community based organization, AIDS
service organization, and community
health center.

ACTIVITIES

Division staff and national technical
assistance providers will providecteical
assistance and financial support when able
appropriate to entities providing these
services.

RESPONSIBLE PARTNER(S)

ISDH Division of HIV, STD, Viral Hepatitis
staff

HIV Prevention and Care grantees

HIV Prevention Indirectly fundedrganizations

Health
Communications

Media campaign aimed at increasing
awareness of routine testing for HIV ar
potential age based testing for viral

hepatitis (based on CDC guidelines).

Prevention staff in cooperation withe
Office of Public Affairs (OPA) at ISDH
will work with CDC to distribute and/or
develop a media campaign around rout
testing.

Division of HIV, STD, Viral Hepatitis staff
CDC partners

OPA

Media

Raise awareness among health care
providers of theneed for routine

Division staff and appropriate technical
assistance providers will work to develop
messages and opportunities for message

Division of HIV, STD, Viral Hepatitis staff

ﬁl?er?\gl;?igls population,anq risk basgq t(_asting for ?Azsiﬁ]r;:)r:?;f:etgnh;?ggg%ﬁg&g!gers arou Appropriate technical assistance providers
HIV, STDs, Viral Hepatitis, in the healt X : ) (MATEC, ISOM, IPCA)
care setting. population, a_nd risk ba_s_ed_ testing for HIV,
STDs, and Viral Hepatitis in the health care
setting.
Other N/A N/A N/A

Systems Change
(Policy/Resources)

Raise awareness among health care
providers of the need faputine,
population, and risk based testing of
HIV, STls, Viral Hepatitis, in the health
care setting.

Division staff and appropriate technical
assistance providers will work to develop
messages and opportunities for message
dissemination to health care providers arou
the importance and neediroutine,
population, and risk based testing of HIV,
STDs, andViral Hepatitis in the health care
setting.

Division of HIV, STD, Viral Hepatitis staff

Appropriate technical assistance providers
(MATEC, ISOM, IPCA)

Health
Communications

Provision of education around the
availability of testing within the
healthcare system.

Community
Interventions

Provision of routine, population based,
or risk based testing for HIV, STDs, an
HIV in health care settings

ISDH staff and appropriate partners will offe
and provide greater opportunity for testing
within the health care setting.

Other

N/A

N/A

N/A
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Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana
Priority: Reduce the Burden of HIV, STD, and Viral Hepatitis in Indiana

Systems Change
(Policy/Resources)

TERTIARY PREVENTION

OUTCOMES

The current process from HIV testing
into care for those individuals that are
newly diagnosed will be enhanced.

ACTIVITIES

HIV Prevention and Care programs will
continue to evaluate and refine the current
referral linkage between HIV testing and HI
Care and Medical services.

RESPONSIBLE PARTNERS(S)

Division of HIV, STD, Viral Hepatitis Staff.
Appropriate HIV Testing and Care Coordinatig
staff.

N/A- Current practices will remain in

gg?r!trrr:unications place forcommqnication related to HIV| N/A N/A
Care Coordination messages.
N/A T Current HIV Care and Medical

Community Services interventions will continue in N/A N/A

Interventions accordance with federal and state
guidelines.

Other

Systems Change N/A- HIV Care an_d_Me(_jicgl _Services

(Policy/Resources) are offe_red to a}h‘ellglple individuals N/A N/A
living with HIV in Indiana.

Al N/A N/A N/A

Communications

Community
Interventions

The Division will support increased
opportunities to facilitate hepatitis B
(HBV) and hepatitis C (HCV) treatmen
in those with chronic infections of thest
diseases that are uninsured and
underinsured.

The Division, in particular the Adult Viral
HepatitisPrevention Program, will support
legislative action, explore grants, and
otherwise support the provision of hepatitis
(HBV) and hepatitis C (HCV) treatment in
those that are underinsured or uninsured.

Division of HIV, STD, Viral Hepatitis staff.
Public Health and Preparedness Medical
Director.

Other

N/A

N/A

N/A
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SECTION 3: SYSTEM PRIORITIES

During one of its earliest meetings, the Executive Committee arrived at'a
consensus conclusionhe public health system bidianaas currently
constructed and funded is incapable of fully addressing the public health
prioritiesof the State. The maguode of these problems is simply too great
for the capacity of the current system to address, despite concerted
determination to do so at every level. Given ttuaclusion the Executive
Committee also determindxy consensus thaprimary focus of thiplan
should be public healtinfrastructuredevelopment to the point where the
ten essential services of public health can be effectively and efficiently
provided for all citizens of Indianalherefore, the remainder of th&an
focuses on the seven higi@riority public health services.

Following are sections that address each of the SyBtamtiesbeginning

with Enforcemendf Laws and Regulations. For each Priority, four factors
are presentetl) assessment of the priority based on specified stiagd?)
current gaps described in terms of activities and participadjpgnort,

medium and longerm implementation gogland 4) perequisiteand
externalfactors that profoundly influence the extent to which each Standard
can be achieved.

The Standals and Activities were derived from a draft document published
by the Public Health Accreditation Board (PHABefore the Standards

and Activities were adopted for this plan they were vetted with groups of
Indiana local public health departmeministators These groups were
asked

1. Do these Standards and Activities apply to Indiana?

2. If yes, should they be adopted verbatim or modified?

3. If yes, who participates in implementing them, which are reasonable
and achievable short, medium and long term gaald,what
prerequisites / external factors must be in place to allow attainment
of each Standard.

In all cases, informants agreed that the Standards as found in the PHAB
document pertained to Indiana, most in verbatim form. A very few
Standards were rewad to better apply to Indiana. Informants were also able
to identify key participants, goals, and prerequisites/external factors foreach
Standard. Informants strongly emphasized, and the Executive Committee
agreed, that those vital Public Health Sen8tandards cannot be achieved
unless the resources are provided to assure that the prerequisites/external
factors are adequately addressed.
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SYSTEM PRIORITY 1.

ENFORCEMENT OF LAWS AND REGULATIONS




ES6: Enforce Laws and Regulationg hat Protect Health and Ensure Safety
Maintain Up -to-Date Laws

ES6.1

Assessment vs. Standarc

Identify Gaps

Activities

Participation

Program Goal Development

Short

Medium

Long

Review existing laws and
work with governing
entities and elected
officials to update as
needed.

Maintain access to legal
& program expertise to
assist in the review of
laws

County/board attorney

Evaluate the need for
changes in laws

Board of Health
Local Health Officer
Staff

External resources

Inform governingentity
and elected officials of
needed updates of laws
and make
recommendations for
action

Local Health Officer
Staff

Done as needed by 75%
LHDs

Done as needed by 50%
of LHDs and biannually
by 50% of LHDs

Done biannually by
100% of LHDs

ISDH, related state
agencies and LHDs
collaborate in reviewing
and developing state and
local laws

ISDH staff
Other state agencstaff
LHD staff

Occurs 50% of the time

Occurs 75% of the time

Occurs 100% of the
time

Prerequisites/External Factors

Availability & accessibility of resources (e,degal counsel)

Knowledge of change process.
LHO & staff possess current knowledge.

Opportunity for public input.

Approachable elected officials.
Collaboration across related state agencies




ES6: Enforce Laws and RegulationsT hat Protect Health and Ensure Safety
Educate about Public Health Laws

ES6.2

Assessment vs. Standarc

Identify Gaps

Activities

Participation

Program Goal Development

Short

Medium

Long

Educate individuals and
organizations on the
meaning, purpose and
benefit of public health
laws and how to comply

Maintain agency
knowledge and consister
interpretation of public
health laws

Local Health Offcer
LHD supervisors and
assigned staff

Local boards of health
County/board attorney
Other public agencies

Done for existing law by
100% of LHDs and for
new laws within 90 days
of effective date

Done for existing law by
100% of LHDs and for
new laws within 45 days
of effective date

Done for existing law
by 100% of LHDs
and for new laws on
effective date

Make laws, permit/licensg

80% of LHDs make easily
available through a variet

90% of LHDs make easily
available through a

100% of LHDs make
easily available
through a variety of

application requirements| LHD staff of mediums variety of mediums mediums

accessible to the public

Upon request, provide . &

public access to 50% of LHDsdoon 25% of LHDsdoon 100% of LHDs do
LHD staff request request

inspection reports &
violations

50%do proactively

75% do proactively

proactively

Provide education to
regulated entities
regarding their
responsibilities and
methods to achieve full
compliance with

applicable laws

LHD supervisors and
assignedtaff

SHD specialists
Professional and trade
associations

25% of LHDs provide
proactively

75% do through
inspection and licensure
processes

50% of LHDs provide
proactively

50% do through
inspection and licensure
processes

100% of LHDs
provide proactively

Prerequisites/External Factors

Availability of media to enhance public awareness
Availability and accessibility foresources (e.glegal counsel)
Current updated versions of state law and code
Training of LHD staff by SHD experts/specialists
Well prepared and knowledgeable existing and new LHD staff
Motivation of regulated entities to know and comply




ES6: Enforce Laws and Regulationg hat Protect Health and Ensure Safety
Conduct Enforcement Activities

ES6.3

Assessment vs. Standarc

Identify Gaps

Activities

Participation

Program Goal Development

Short

Medium

Long

Conduct & monitor
enforcement activities for
which the agency has the
authority & coordinate
notification of violations
with appropriate agencies

Develop and maintain
current written procedure
& protocols for
conducting enforcement
actions

LHD supervisors and
assigned staff

50% of LHDs in
compliance

75% of LHDs in
compliance

100% of LHDs in
compliance

Conduct inspection
activities of regulated
entities according to
mandated frequency/&r
a risk analysis method.

LHD supervisors and
assigned staff

50% of LHDs do in
accordance with written
protocols

75% of LHDs do in
accordance with written
protocols

100% of LHDs do in
accordance with
written protocols

Conduct enforcement
activities& follow up on
complaints according to
procedures & protocols
for both routine &
emergency situations

LHD supervisors and
assigned staff

Local law enforcement
County/board attorney

80% of LHDs do in
accordance with written
protocols

90% of LHDs do in
accordance with written
protocols

100% of LHDs do in
accordance with
written protocols

Conduct analysis of
complaints, violations &
enforcement activities to
determine patterns,
trends, compliance &
effectiveness

LHD supervisors and
assigned staff

Local board of health
County/board attorney
Consultant experts
SHD experts/specialists
Federal experts
/specialists

100% of LHDs conduct
in profound
circumstances and

30% of LHDs do as part
of annual report
preparation

100% of LHDs conduct
in profound
circumstances and

60% of LHDs do as part
of annual report
preparation

100% of LHDs
conduct in profound
circumstances and
100% of LHDs do as
part of annual report
preparation

Coordinate a) notification
of violations to the public
when required, & b) the
sharing of information
about enforcement
activities, analysis, result
& follow-up among
appropriate agencies

LHD supervisors and
assigned staff

Local hospitals

SHD

School health services
StateDept.of Education

100% of LHDs do in
profound circumstances
and as required by law
50% of LHDs have
established notification
networks for use when
public health and safety i
threatened

100% of LHDs do in
profound circumstances
and as required by law
75% of LHDs have
established notification
networks for use when
public health and safety i
threatened

100% of LHDs do in
profound
circumstances and as
required by law
100% of LHDs have
established
notification networks
for use when public
health and safety is
threatened




Prerequistes/External Factors

Availability of experts/specialists to assist

Availability of funding tomaintain adequatstaffing levels

Motivation of regulated agencies to comply

Established relationships with community partners and appropriate agencies
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SYSTEM PRIORITY 2:

PuBLIC HEALTH WORKFORCE DEVELOPMENT




ES8: Maintain a CompetentPublic Health Workforce
Maintain a Qualified Public Health Workforce

ESS8.1

Assessmenvs. Standard

Identify Gaps

Activities

Participation

Program Goal Development

Short

Medium

Long

Recruit, hire and retain a
qualified and diverse
public health workforce.

Apply recruitment and
retention policies and
make them available to
staff.

Local health officer
LHD or county HRdept.
Local board ohealth

Done routinely for
recruitment in 100% of
LHDs; 50% of LHDs have
formal retention policy

Done routinely for
recruitment in 100% of
LHDs; 75% of LHDs
have formal retention

policy

Done routinely for
recruitment in 100%
of LHDs; 100% of
LHDs have retetion
formal policy

Make job standards and
position descriptions
available to staff

Local health officer
LHD or county HRdept.
LHD staff

Done routinely in 100% of
LHDs

Done routinely in 100%
of LHDs

Done routinely in
100% of LHDs

Confirm thatstaff meet
qualifications for their
positions, job
classifications and
licensure

Local health officer or
designee

LHD or county HRdept.
College/university
registrar

Done routinely in 100% ot
LHDs

Done routinely in 100%
of LHDs

Done routinely in
100% ofLHDs

Establish relationships
and/or collaborate with
schools of public health
and/or other related
academic programs to
promote the developmen
of qualified workers for

public health

Local health officer
LHD staff

SHD staff
College/university
faculty
Professional associations

Done routinely in 50% of
LHDs

SHD expand partnerships
to 25% of available
colleges and universities

Done routinely in 50% of
LHDs and as needed by
50% of LHDs

SHD expand partnership:s
to 50% of available
colleges and uwersities

Done routinely in
100% of LHDs

SHD expand
partnerships to 75%
of available colleges
and universities

Prerequistes/External Factors

Adequate funding for a professional public health workforce

Available qualified applicants

Resources fodeveloping & maintaining appropriate job descriptions
Common understanding among of possibilities and expectations LHD and college/university supervisors
Awareness of appropriate intern activities

Availability of interns

Resources for managing interns
Awareness by LHD and SHD of resources colleges and universities can provide




ES8: Maintain a CompetentPublic Health Workforce
Maintain a Qualified Public Health Workforce

ES8.2

Assessment vs. Standarc

Identify Gaps

Activities

Participation

Program Goal Development

Short

Medium

Long

Assess staff competencie
and address gaps by
enabling organizational
and individual training
and development
opportunities.

Complete performance
evaluations and
improvement/training
plans

Local health officer
LHD supervisors
SHD supervisors

20% of LHDs do routinely

50% of LHDs do
routinely

100% of LHDs do
routinely

Implement an agency
workforce development
plan that addresses the
training needs of the staf
and development of core
competencies

LHD supervisors
Local board of health

20% of LHDs do routinely

50% of LHDs do
routinely

100% of LHDs do
routinely

Make provisions for staff
leadership and
management developme
activities

Local health officer

County or LHD HRdept.

SHD supervisors

50% of LHDs do routinely

75% of LHDs do
routinely

100% of LHDs do
routinely

State:

Provide consultation and
technical assistance to
LHDs regarding
evidencebased and/or
promising practices in the
development of
workforce capacity,
training and continuing
education

SHD Office of Public
Health Performance
Management

Provide to 20% of HDs

Provide to 75% of LHDs

Provide to 100% of
LHDs

Prerequistes/External Factors

Time to conduct adequate performance reviews
Knowledgeable supervisors and mentors available
Funding for professional development and training/certification
Knowledge ofprofessional development and training resources
Access to professional development and training resources
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SECTION 4. IMPLEMENTATION AND EVALUATION PLAN

The public health systems priorities are based on the 10 Essential Public
Health Services. Members of the Executive Planning Committee identified
the areas Indiana Local Health Departments can focus on that will impact
the health outcomesf their communities the most. Enforcement of Laws
and Regulations and Public Health Workforce Development were the top
two public health essential services targeted for developmentidiR.

The remaining five priority areas (Data and Community HieRibfiles;
Diagnosing and Investigating Health Hazards; Public Health Policy
Development; Informing, Educating and Empowering the Public; and
Integrated Healthcare Delivery) will be developed over the next two years
by the Office of Public Health Performee Management at the Indiana
State Department of Heal(tSDH).

Additional data is to be collected by an Accreditation Assessment Team
(AAT) located at ISDH. The AAT is to conduct a public health

accreditation gap analysis at the local health depatthaeel in 2011.

These newly acquired data will be used as both a baseline and evaluation for
the yearl public health essential services goal development critéhe

Office of Public Health Performance Management will utilize the same
methodology talevelop the remaining five priority essential services. The
development of the remaining services will be based on the final Publi¢
Health Accreditation Board standards and measures.

The evaluation of the System Priorities will be conducted by the Qiffice
Public Health Performance Management. The evaluation instrument will be
based on theocal Standards & Measures Sél§sessment Todkeveloped

by the Public Health Accreditation Board. Thacal Standards &

Measures SelAssessment Tow the foundaon for the public health
accreditation gap analysis plan. A series of questions are asked to determine
if health departments calemonstrate, partially demonstrate,not
demonstratelocumentation requirements needed to meet each measure for
accreditabn. Each Assessment/Standard has an identified Domain in the
public health accreditation documentation; the evaluation will connect the
assessment/standard to the appropriate domain.

To evaluate the | ocal h e a identifiedd e part ment s06 pro
system priorities, a survey focusing on each identified Assessment/Standard

will be administered at years 3 and 5 of t##&HIP. Data will be reported in

an aggregate format so no individual health department data will be

identifiable.
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APPENDIX A INDIANA MAP AND PREPAREDNESS
DISTRICTS

St. Joseph

2 Elkhart

Marshall

Steuben

laPorte Lagrange

Fulton

Greene

Lawrence

Daviess

Pike

Warrick



APPENDIX B PRIORITY TEAM PARTICIPANTS

List of participants in the SHIP T Food Safety Priority

A. ScottGilliam, MBA, CP-FS, Director, CeChair
Food Protection Program

Indiana State Department of Health

2 North Meridian Street, Room 5C
Indianapolis, IN 46204

sqilllam@isdh.in.gov

Sarah Popovich, MS, Food Defense Coordinator
- North

Food Protection Program

Indiana State Department of Health

2 North Meridian Street, Room 5C

Indianapolis, IN 46204

spopovich@isdh.in.gov

Tom Duszynski, MPH, REHS, Director
Director of Surveillance and Ingggation
Epidemiology Resource Center
Indiana State Department of Health

2 North Meridian Street, 5 Selig
Indianapolis, IN 46204
tduszynski@isdh.in.gov

Amie May, MSBS, MPH. PhD(c)
Enteric Epidemiologist
Epidamiology Resource Center
Indiana State Department of Health
2 North Meridian Street, 5 Selig
Indianapolis, IN 46204
amay@isdh.in.gov

James Scott, DVM, Director

Meat and Poultry Program

Indiana State Board of Animéalealth
4154 N. Keystone Ave.
Indianapolis IN 46205
jascott@boah.in.gov

Deborah McMahan, MD, Health Officer, €&hair
Allen County Health Department

One East Main St.,"5Floor

Fort Wayne IN 46802
Deborah.McMahan@co.allen.in.us

David Bough, DVM, Deputy Director
Meat and Poultry Program

Indiana State Board of Animal Health
4154 N. Keystone Ave.

Indianapolis IN 46205
dbough@boah.in.gov

Terry J. Philibeck, Director

Dairy Program

Indiana State Board of Animal Health
4154 N. Keystone Ave.

Indianapolis IN 46205
tphilibeck@boah.in.gov

TomFord, Deputy Director

Dairy Program

Indiana State Board of Animal Health
4154 N. Keystone Ave.

Indianapolis IN 46205
tford@boah.in.gov

Mark Straw, Executive Administrator
Indiana State Egg Board

125 S. Russell Street

West Lafayette IN 47907
straw@purdue.edu

Joseph M. KelsagyDirector

Indiana State Department of Agriculture
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Maternal and Child Health
Indiana State Department of Health
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Indiana State Department of Health
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Indiana Perinatal Network
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