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I. General Requirements

I.A. Letter of Transmittal
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I.B. Face Sheet

The Face Sheet (Form SF424) is submitted electronically in the HRSA Electronic Handbooks (EHBs).

I.C. Assurances and Certifications

The State certifies assurances and certifications, as specified in Appendix F of the 2018 Title V Application/Annual Report
Guidance, are maintained on file in the States’ MCH program central office, and will be able to provide them at HRSA’s request.

I.D. Table of Contents

This report follows the outline of the Table of Contents provided in the “Title V Maternal and Child Health Services Block Grant
To States Program Guidance and Forms,” OMB NO: 0915-0172; Expires: December 31, 2020.

II. Logic Model

Please refer to figure 4 in the “Title V Maternal and Child Health Services Block Grant To States Program Guidance and
Forms,” OMB No: 0915-0172; Expires: December 31, 2020.
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III. Components of the Application/Annual Report

III.A. Executive Summary

III.A.1. Program Overview

I.E. Application/Annual Report Executive Summary
 

The mission statement of the Indiana State Department of Health (ISDH) is to "promote, protect, and provide for the public health of
people in Indiana.” The ISDH vision statement affirms, The Indiana State Department of Health is committed to facilitation of efforts
that will enhance the health of people in Indiana. To achieve a healthier Indiana, the ISDH will actively work to promote integration of
public health and health care policy, strengthen partnerships with local health departments, and collaborate with hospitals, providers,
governmental agencies, business, insurance, industry, and other health care entities. ISDH will also support locally-based
responsibility for the health of the community. 

In order to fulfill our mission, MCH and CSHCS continue to strive to meet the performance goals established by national initiatives
such as MCHB's National Performance Measures (NPM) as well as State initiatives, based on the latest needs assessment. The
State-selected priorities identified for the 2015-2020 Needs Assessment Cycle were:

·   Infant Mortality
·   Smoking
·   Obesity
·   Access to Care
·   Injury Prevention
·   Breastfeeding
·   Alcohol and Drug Use

From the current needs assessment, Title V staff identified new State priorities as well as the need to continue several existing
priorities. ISDH chose to continue efforts to address infant mortality, smoking, obesity, and breastfeeding. Additionally, ISDH will
focus on access to care, injury prevention, and alcohol and drug use. When evaluating the proposed NPMs, leadership staff analyzed
how each aligned with the State-selected priorities. ISDH leadership staff used the findings from the needs assessment to create a
state action plan to address the needs of the MCH population. This plan focused on six identified population health domains:
women/maternal health, perinatal/ infant health, child health, adolescent health, children with special health care needs, and cross-
cutting or life-course perspective.

Women/Maternal Health

Issues that impact pregnant women and women of childbearing age in Indiana include problems related to preconception, conception,
post-conception, and inter-conception health. Health behaviors prior to and during pregnancy impact not only the health of the
mother but also the health of the offspring.

Based on the findings from the needs assessment, ISDH plans to address the following National Performance Measures and State
Performance Measures.

·         NPM14-A (2016-2021) Percent of women who smoke during pregnancy.
·         NPM 14-B (2016-2021) Percent of children who live in households where someone smokes.
·         SPM 5 (2016-2021) The rate of infants born with Neonatal Abstinence Syndrome per 1,000 delivery hospitalizations.
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·   SPM 1 (2016-2021) Percent of pregnant women that receive prenatal care in the first trimester.

 
To address needs related to Women’s and Maternal Health, ISDH plans to improve access to preconception and
interconception health services and resources.

Indiana was successful in addressing early prenatal care by funding 11 Early Start programs with Title V funding. Indiana’s
Early Start is a prenatal care program that seeks to reduce barriers to accessing care in the first trimester. It triages high-risk
pregnant women into care as soon as possible and navigates all pregnant women to appropriate care in a timely manner.

 
To address the NPM related to smoking, ISDH plans to enhance the Baby & Me Tobacco Free program. In FY18, ISDH
supported 22 Baby & Me Tobacco Free sites. This free program incorporates relationship building, clinical guidelines for
treating tobacco use, and incentives to help women avoid returning to tobacco after their child is born. ISDH has already
begun work with organizations, such as Anthem and the Indiana Chapter of the March of Dimes, to expand the Baby & Me
Tobacco Free sites into high-risk counties. MCH also plans to work with the Tobacco Prevention and Cessation Division to
better align efforts related to decreasing smoking rates in Indiana. In addition to enhancing efforts related to smoking, ISDH
plans to also focus on decreasing substance use, including alcohol use during pregnancy.

ISDH plans to strengthen partnerships with local and state-wide service providers to improve and enhance efforts related to the
State-selected priorities. ISDH is seeking additional grants that will allow Indiana to supplement Title V funding for maternal and child
health programs.
 
 
Of the 22 ISDH Baby & Me Tobacco Free sites, eight are supported with Title V funds and 11 are supported in partnership with the
Division of Mental Health and Addiction using SAMHSA Prevention funding.  This close collaboration has strengthened both
agencies’ work on primary prevention, with the Baby and Me Tobacco Free Programs special emphasis on keeping new mothers
and their families smoke free after baby is born so that children can be raised in a healthy, smoke-free environment. In an effort to
better serve rural communities, some site facilitators have partnered with Nurse Family Partnership home visitors and paramedicine
professionals. Other tobacco cessation programs are being researched and considered to pilot within the State of Indiana, beginning
in September of 2019.

 
 

 

Perinatal/Infant Health

With over 83,000 births annually in Indiana, prevention and early detection of health problems in infants are vital to reduce the
magnitude of financial, personal and emotional burdens associated with adverse outcomes. Data around birth rates, newborn
screening, birth defects, low birthweight and prematurity, perinatal systems of care, fetal and infant mortality, specific causes of infant
mortality, and breastfeeding were analyzed in this population domain.

Based on the findings from the needs assessment, ISDH plans to address the following National Performance Measures and State
Performance Measures.

·         NPM 3  (2016 - 2021) - Percent of very low birth weight infants born in a hospital with a Level III + Neonatal
Intensive Care Unit.

·         NPM 4-A- (2016-2021) Percent of infants who are ever breastfed.
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·         NPM 4-B-(2016 - 2021) Percent of infants breastfed exclusively through 6 months.
·         SPM 2- (2016 - 2021) Infant mortality rate per 1,000 live births.

Infant Mortality is a key priority at ISDH. Approximately 600 babies die every year in Indiana. The Indiana infant mortality rate
(IMR) has continued to be much higher than the U.S. rate and Healthy People 2020 goal for the past decade (2003-2013). The
Healthy People 2020 Goal is to reduce the IMR to 6 infant deaths per 1,000 live births. While the U.S. has seen a steady decline in
the IMR, Indiana’s rates continue to fluctuate. The MCH Program supports reproductive health and wellness, prenatal care services,
and health services throughout Indiana to improve access to care and reduce infant mortality and low birth weight. ISDH plans to
continue and enhance current initiatives related to addressing infant mortality, such as the Labor of Love campaign. The MCH
Program supports the Indiana Perinatal Quality Improvement Collaborative (IPQIC), a statewide leadership team formed to address
infant mortality.  In addition, ISDH has partnered with the Indiana March of Dimes, Indiana Hospital Association, and other state-
wide and local organizations to not only decrease infant mortality, but to improve the quality of care for women and infants in Indiana. 

 

 As part of the statewide efforts to reduce Indiana infant mortality rates, ISDH contracted with Indianapolis-based technology
solutions company to create and implement pregnancy mobile application, LIV, launched November 2017.  LIV provides
valuable health resources to parents, caregivers and women of child bearing age that are pregnant, parenting or planning to be
pregnant. The main goal is to improve the health of Indiana women and their children. LIV provides evidence-based
information and local resources to pregnant women who are considered high-risk. The content areas include:

•         Women's Health

•         Breastfeeding

•         Safe Sleep

•         Car Seat Safety

•         Insurance

 

Child &Adolescent Health

Experiences in the first years of life are extremely important for a child’s healthy development and lifelong learning. Childhood is a
time of tremendous physical, cognitive, and socio-emotional development. Additionally, adolescent health (ages 10 to 19 years) is a
critical transitional period that includes the biological changes of puberty and the need to negotiate key developmental tasks.

Based on the findings from the needs assessment, ISDH plans to address the following National Performance Measures and State
Performance Measures.

·   NPM 7 (2016-2021) - Rate of hospitalization for non-fatal injury per 100,000 children ages 0 through 9 and adolescents 10
through 19.

·   NPM 8 (2016-2021) - Percent of children ages 6 through 11 and adolescents 12 through 17 who are physically active at
least 60 minutes per day.

·   SPM 3 (2016-2021) Rate of births for teenagers aged 15-17 years old.
 
To address the needs related to the child health and adolescent health domains, the MCH and CSHCS plan to enhance
partnerships with other ISDH Divisions such as Nutrition and Physical Activity, Child Fatality Review, and the Trauma and
Injury Prevention Divisions. The MCH and CSHCS Divisions also plan to create funding opportunities for Indiana
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organizations to address issues related to decreasing injuries and increasing physical activity at the local level.  
 
ISDH currently funds two school-based health centers to provide resources and services related to healthy lifestyles for high
school students.

ISDH currently participates on the Advisory Board of the Indiana School Health Network.

 

Children with Special Health Care Needs

 

The CSHCS Division received a State Implementation Grant for Enhancing the System of Services for Children and Youth
with Special Health Care Needs through Systems Integration from the Health Resources and Services Administration
(HRSA). The grant period ended on August 31, 2017. As a result of closure of this grant, we entered into a 9 month no cost
extension that continued grant activities and services through May 2018.

 

Over 14 million children (19%) in the U.S. have special needs ages 0-17. In Indiana, approximately 270,000 children (22.6%) have
special health care needs in the same age range. The percentage of children with special health care needs (CSHCN) has been on the
rise in the past several years. With 21.6% of these Indiana children living at or below the federal poverty level, it is of increasing
concern that these low-income families have the appropriate attention and access to care for their CSHCN.

Based on the findings from the needs assessment, ISDH plans to address the following National Performance Measures.

o  NPM 11 (2016-2021) - Percent of children with and without special health care needs having a medical home.
o  NPM 12 (2016-2021) - Percent of adolescents with and without special health care needs who received services necessary

to make transitions to adult health care.

 
There are six components that comprise a well-functioning system. These components include: (1) families with CSHCN who
are partners in shared decision making for the child’s optimal health, (2) CSHCN receive coordinated, ongoing,
comprehensive care within a medical home, (3) families of CSHCN have consistent and adequate private and/or public
insurance to pay for the services they need, (4) children are screened early and continuously for special health care needs, (5)
families claim their community-based services are organized well and easy to use, and (6) youth with special health care
needs receive the services necessary to make transitions to adult life.  To increase the percentage of children with special
health care needs that are receiving care in a well-functioning system, ISDH plans to focus efforts on increasing the
percentage of children with a medical home and receiving comprehensive care coordination and increase the percentage of
children who receive adequate transition to adulthood services.
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III.A.2. How Title V Funds Support State MCH Efforts

 

 

III.A.2. How Title V Funds Support State MCH Efforts

The Title V program in Indiana exemplifies the importance of supporting coordinated, comprehensive, and family-centered systems of
care at the state and local levels, especially for children and youth with and without special health care needs.  Title V programming
guides major state initiatives that impact all MCH populations and program staff serve on numerous internal and external boards and
councils addressing this work. Some of the state initiatives Title V funds include pregnancy care coordination and home visiting
programs that support the family through the baby’s first year of life.

For more than 20 years, the Indiana Title V program has funded care coordination efforts throughout the state for children and youth
with special health care needs (CYSHCN) within the medical home and transition national performance measures. As a key
stakeholder in the Help Me Grow (HMG) planning and implementation, Title V is supporting the development of a statewide
comprehensive early childhood system, with care coordination at its core, that is responsive to the needs of families who have
children with and without special health care needs. Collectively, this has uniquely positioned the Title V program to lead efforts in the
state in working with Medicaid and it’s Managed Care Entities (MCEs) to explore piloting an innovative payment model for care
coordination.

 

 

 

 

 

 

III.A.3. MCH Success Story

 

III.A.3. MCH Success Story

 

Pregnancy Mobile App

A mobile app focusing on women’s health and specifically aimed at Indiana women was launched on
November 17, 2017. Liv is a powerful interactive app available for free download to any mobile device, Android
or Apple. Funded by the Indiana State legislature and developed with Indianapolis app and software developer
eImagine, Liv is nominated for two app development awards.

This innovative app has the ability to reach every Indiana woman, whether on a mobile device or online at
www.askliv.com. Liv provides health information for any woman from 12 to 60 in the form of dozens of articles, quizzes, checklists,
and how-tos. Interactive features include a journal, personal calendar and due date calculator. Registering in the app allows users to
receive updates, push notices and personalized information whether they are childfree, pregnant or parenting. Additionally, the app is
filled with resources across Indiana to provide easy access to health information and services. With one touch, a user can locate
pediatricians, obstetricians, gynecologists, dentists, midwives, hospitals and clinics in her county or zip code. She can locate the
nearest WIC office, county health department, Baby and Me Tobacco Free or Safe Sleep sites. She can find a human to talk to by
connecting to the MOMS Helpline.

Marketing of the app is ongoing. MCH is exploring a variety of marketing opportunities to deliver the app to as many Indiana women
as possible.
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III.B. Overview of the State

II. A. Overview of the State
 
The Indiana State Department of Health (ISDH) is the second smallest of 10 state agencies with fewer than 800 employees,
serving the population in a wide variety of ways, including providing environmental public health, food protection services,
health facility licensing, public health preparedness, health promotion programs, statistical information, direct health services,
and many other infrastructure building programs.
 
The Mission of the ISDH supports Indiana's economic prosperity and quality of life by promoting, protecting and providing
for the health of Hoosiers in their communities. To achieve this mission, ISDH has adopted principles that guide policy
development and programs. These principles mandate that ISDH and its Commissions:
 

·   Focus on data-driven policy to determine appropriate evidence-based programs and initiatives.
·   Evaluate activities to ensure measurable results.
·   Engage partners and include appropriate intra-agency programs in policy-making and programming.
·   View essential partners to include local health departments, physicians, hospitals and other health care providers, other state

agencies and officials, as well as local and federal agencies and officials, community leaders, businesses, health insurance
companies, Medicaid, health and economic interest groups, and other groups outside the traditional public health model.

·   Actively facilitate the integration of public health and health care activities to improve Hoosiers' health.

In 2014, ISDH adopted a new Mission, Vision, and Strategic Priorities as listed below:

·   Mission: To promote and provide essential public health services.
·   Vision: A healthier and safer Indiana
·   ISDH Core Values:

o   Health Promotion and Prevention
o   Vaccines—providing for those who can’t afford
o   Equitable Care—community health centers
o   Vital Records
o   Health Protection
o   Regulatory
o   Food
o   Environmental
o   Laboratory
o   Collaboration with Local Health Departments
o   Data Collection, analysis, and information dissemination
o   Evidence-based best practices for public health promotion, training, and health care quality

·   Agency Strategic Priorities: The Indiana State Department of Health believes that the following agency priorities will have
the most impact on the way it operates and on its ability to deliver on its Mission and Vision:

o   Decrease disease incidence and burden
o   Improve response and preparedness networks and capabilities
o   Reduce administrative costs through improving operational efficiencies
o   Recruitment, evaluation, and retention of top talent in public health
o   Better use of information and data from electronic sources to develop and sponsor outcomes-driven programs
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o   Improve relationships and partnerships with key stakeholders, coalitions and networks throughout the State of
Indiana.

Since 2014, reducing infant mortality has been the number one priority of the agency with other top priorities
including addressing the opioid epidemic, reducing adult obesity and reducing adult smoking.
In its efforts to make Indiana the healthiest state in the country, ISDH recognizes that key factors such as disease
prevention, ensuring access to health care, and promoting personal responsibility of individual Hoosiers for their own
health must be an integral part of the state's initiatives. ISDH works to collaborate effectively with its many partners in
policy-making and program development. ISDH strives to develop an environment of respect--for those who serve
Hoosiers in the public health field and the public it serves--by honoring diversity, equality of opportunity, cultural
differences, and ethical behavior. ISDH values feedback and input from community members and works to engage
local stakeholders. The State's Priority Health Initiatives include activities that support data driven efforts for both
health conditions and health system initiatives. The state is emphasizing the integration of evidenced based health care
policies and outcomes focused programming while continuing to highlight preparedness and effective responses to
threats that cannot be prevented.
The Maternal Child Health (MCH) division resides within the Health and Human Services Commission of ISDH. 
The MCH division team members are responsible for the administration, coordination and surveillance efforts of Title
V and other grants, consisting of programs that focus on promoting the health and well-being of mothers, children and
adolescents throughout the state of Indiana. 

MCH division team members work closely together with other divisions of ISDH, external partners, and stakeholders to
determine the importance, magnitude, and value of competing factors that impact health services offered throughout the state
of Indiana. The MCH division collaborates with internal and external partners to ensure all Title V grants are effectively
allocated and maintained in a manner that continually achieves the values and priorities outlined in the five year strategic plan.
 
The MCH Epidemiology (Epi) team provides regular presentation updates to all ISDH staff regarding MCH Outcomes and
Performance Measures along with Natality, Mortality and other reports, some of which can be found at
http://www.in.gov/isdh/23506.htm. In addition, the Epi team is available to analyze ad hoc reports for ISDH staff as needed,
which ensures the most recent and meaningful data is available to assist in program development and decision making.
 
The MCH Program teams work closely with the finance teams to review budget and expenditure reports quarterly to ensure
all available resources are allocated and utilized in a manner consistent with MCH priorities and needs. The Program teams
meet regularly with external stakeholders in order to understand the priorities, needs projects, and initiatives relevant to the
MCH population domains.  This information was taken into consideration when developing the priorities of the MCH
initiatives to ensure alignment of shared interests.

 
 
Health Status and Health Needs of Hoosiers
 
Demographics
The State of Indiana is located in the Great Lakes Region of the United States and the residents of Indiana are known as
Hoosiers. Indiana is ranked 38th in land area, and is the smallest state in the continental U.S. west of the Appalachian
Mountains. Indianapolis is the capitol of Indiana and ranks as the 3rd largest city in the Midwest.  According to the U.S.
Census Bureau (2017), Indiana had a population of over 6.6 million, with the Indianapolis Metropolitan Area (defined as
Marion County and its surrounding counties) as among the fastest growing metropolitan areas in the US, with the largest
growth centering in the counties surrounding Marion County.  Approximately 23.8% of the population was under the age of
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18, 6.4% under the age of 5, and 14.9% was over the age of 65. In 2014, the population was 50.7% female and 49.3%
male.
 

Indiana has limited cultural diversity outside of its metropolitan areas with over two-thirds of its counties reporting White/non-
Hispanic populations of more than 85%. Indiana's overall Hispanic population is 6.8%, the White/non-Hispanic population is 85.6%,
and the Black/non-Hispanic population is 9.7%. This contrasts highly with Indiana's largest county, Marion County, which has an
African-American population of 28.5%, a Hispanic population of 10.2 % and a White/non-Hispanic population of 65%. 

 

Indiana's economy is considered to be one of the most business-friendly in the United States. This is due in part to its conservative
business climate and low business taxes. Indiana is located within the U.S. corn and grain belts. The state has a feedlot-style system
raising corn to fatten hogs and cattle. Along with corn, soybeans are also a major cash crop. Indiana's proximity to large urban
centers, like Chicago and Indianapolis, supports dairying, egg production, and specialty horticulture. Other crops include melons,
tomatoes, grapes, mint, popping corn, and tobacco in the southern counties. 

Poverty
In 2017, approximately 14.1% of Indiana residents were living in poverty, with 978,043 Hoosiers below the poverty threshold,
including 340,200 persons under the age of 18... In 2015, there were 1,655,043 Hoosier families living in poverty and 270,000
families with a female head of household were living in poverty. Additionally, there were 6,790 Hoosier families receiving Temporary
Assistance for Needy Families (TANF), and 656,297 individuals received Food Stamps. According the Indiana Family and Social
Services Administration, 414,983 school-aged children received free lunch, while 80,347 school-aged children received reduced-fee
lunch in 2017.  

 

 

Low-income children are less likely to be covered by healthcare and thus are more likely to lack primary care and other necessary
medical services. Because of these disparities, providing services to children from low-income households is of paramount concern
for our nation and has led to national coverage programs for children. Healthcare-financing sources for low-income and disabled
children include Medicaid and SCHIP funding and are administered in Indiana through Hoosier Healthwise, which includes a risk-
based managed care (RBMC) program, Medicaid for aged, blind, disabled, and other special populations, and fee-for-service
Medicaid programs. At the Governor's direction, Indiana is working diligently to improve the economic status of Hoosier children and
their families.

Racial/Ethnic Disparity

Minority, racial, and ethnic populations in Indiana make up more than 20% of the population. Like the rest of the United States,
Indiana is growing more culturally, racially, and ethnically diverse. This will continue to increase over the coming years, will enrich
Indiana as a state, and help to expand its global perspective. However, while there are many positive outcomes due to this growth,
there are also problems, such as inadequate health care delivery. The National Institutes of Health (NIH) states that "Health
disparities are differences in the incidence, prevalence, mortality, and burden of diseases and other adverse health conditions that exist
among specific population groups in the US." Racial and ethnic minorities are facing a disproportionately greater burden of disease,
injury, premature death, and disability.
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Indiana's MCH and CSHCN programs are aware of racial and ethnic health disparities in Indiana and are working to impact the
many contributing factors that influence an individual's health. These factors include, but are not limited to, the environment, cultural
practices, poverty, trauma and toxic stress associated with past experiences, insurance status, and unemployment. Additionally, racial
and ethnic minorities also experience barriers to health including, access to care, access to culturally competent care, continual
sources of health care coverage and limited access to health education.

 

Reducing health disparities among racial and ethnic groups in Indiana requires the cooperation of legislators, governments (both local
and state), providers of health care, and the community. Improved data collection, better access to care, essential preventative care
and community involvement are also necessary to improve current health status and conditions of all racial and ethnic minority groups.
 

In Indiana, the black non-Hispanic population has consistently more severe health outcomes than the white non-Hispanic population.
The 2016 infant mortality rate for black non-Hispanic (14.4 per 1,000 live births) is about two and a half times that of the white non-
Hispanic population (6.4 per 1,000 live births). The 2016 percentage of low birth weight infants for non-Hispanic black infants (12.5
%) is nearly double that of the non-Hispanic white infants (7.6%). The percentage of mothers receiving early and adequate prenatal
care continues to increase, up to 77.1 % in 2016. While all continue to remain below the national goal of 77.6%, the discrepancy is
considerably more evident among black women (63.2%) than white women (79.9%). The percent of non-Hispanic black mothers in
2016 who are breastfeeding at hospital discharge (68.9%) is well below that of the non-Hispanic white mothers (82.5%). This
information has helped to guide the development of the newly revised State Performance Measures and will be used to determine the
judicious allocation of scarce Title V resources.

 
By systematically reviewing data, we intend to address disparities through the implementation of programs specific to the needs of the
population.  Central to this concept is our utilization of Perinatal Periods of Risk (PPOR), engagement at the local community level,
and addressing perinatal quality initiatives with the Indiana Perinatal Quality Improvement Collaborative (IPQIC).  Additionally,
Indiana is very excited to begin receiving the Pregnancy Risk Assessment Monitoring System (PRAMS) results in the spring of
2019.  The results, stratified by race, will assist us to understand maternal attitudes, behaviors, and expectations immediately before,
during and in the months after delivery.  With a close alignment of quality data and program planning, addressing disparities will be a
constant focus.

 

ISDH promoted Presumptive Eligibility at the local level by collaborating with local minority health coalitions, neighborhood baby
showers, faith based organizations, and WIC. ISDH worked with local Black Minority Health Coalitions to implement the Free
Pregnancy Test Program in counties where black pregnant women have a lower entrance into early prenatal care than the state
average.  Per community feedback, pregnancy tests are extremely inexpensive and, as such, ISDH no longer funds free pregnancy
tests and instead allocates funding for care coordination aimed at engaging women in early prenatal care, particularly in the highest
risk counties.
 

 

As part of the state infant mortality initiative, an FOA was released for local projects to impact infant mortality. MCH is funding three
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Early Start clinics in counties with high black perinatal disparity, such as Lake and Allen. Early Start clinics provide free pregnancy
tests to county residents and initiates prenatal care at the time of a positive pregnancy test. A complete history and current risking
occurs, as well as initial prenatal labs, exam, education, support, and enrollment into presumptive eligibility, pregnancy Medicaid,
WIC, and other needed services. All women continue to receive prenatal care services through Early Start until they can get into care
with a prenatal physician.
 

The IPQIC Perinatal Health Disparities committee was established to look at disparities in racial groups, geography, and other special
populations. The committee established the following values to guide their work, and assigned subcommittees to move forward with
efforts for each:

·   Data used for the development of strategies, policies and laws should consistently reflect a complete picture of the impact of
infant mortality in Indiana, regardless of gender, ethnicity, race, geography, religious-spiritual affiliation, sexual orientation or
socio-economic status.

·   Providers should always have the tools to be sensitive and responsive to the needs of every mother, caregiver, and baby in
their care regardless of gender, ethnicity, race, geography, religious-spiritual affiliation, sexual orientation, or socio-economic
status.

·   Clients (mothers, caregivers, and babies) should, without exception, receive care during a pregnancy so that a healthy baby
lives beyond the first year of life regardless of gender, ethnicity, race, geography, religious-spiritual affiliation, sexual
orientation, or socio-economic status.

In 2016, the work of this sub-committee was recognized as too critical to be addressed by only a stand-alone sub-committee, and
was instead integrated into the work of each of the other IPQIC sub-committees. Within this new framework, all IPQIC
opportunities for improvement focus on addressing and eliminating health disparities for the citizens of Indiana. 

 

 

Geography

In Indiana, 70% of the population lives in a metropolitan area, while 30% reside in a rural area. According to the Indiana Rural Health
Association, rural communities have higher rates of chronic illness and disability and poorer overall health status than urban
communities. Rural residents also tend to be older and poorer than urban residents. Eighteen percent of rural residents are over 65
compared to 15% of urban residents and more rural residents live below the poverty level compared to urban residents. Chronic
conditions such as heart disease and diabetes are more prevalent in rural areas. Injury-related deaths are 40% higher in rural
communities than in urban communities. Cancer rates are higher in rural areas. People living in rural areas are less likely to use
preventive screening services, exercise regularly, or wear safety belts. These disparities among rural and urban Hoosiers may be due
to a number of factors, including:

 

Transportation--Many individuals lack access to medical care and treatment because appropriate transportation is too expensive,
limited by weather factors, not available in a specific geographic area, or because the patient is too sick to use the options that are
available. 
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Lack of Providers-- Many individuals living in rural areas do not have appropriate medical care in their county of residence.  As of
December 2017, 65 of the 92 Indiana counties have a primary care health professional shortage. There is a mental health professional
shortage in 76 counties and 21 counties have a shortage of dental health professionals. Additionally, 64 of the 92 counties in Indiana
have a Medically Underserved Area designation.

 

Lack of Services-- Several counties in Indiana, such as Pike and Crawford counties in southwest Indiana, do not have a hospital,
and a number of areas in Indiana have limited or no trauma services. As of July 2016, only 57% of the land area and 81% of the total
population are within a 45-minute drive to a trauma center. In south central Indiana, several counties lack hospitals and, as such,
require extensive travel to Indianapolis or Evansville for elevated trauma care services.

Limited Services--Rural residents are more likely to report that their provider does not have office hours at night or on weekends. 

Insurance-- In comparison to other states, the health insured status of Hoosiers is below average.  In 2016, 13.5% of Indiana
adults, aged 18 to 64, lacked health insurance. Additionally 6.9% of Indiana children under the age of 18 lacked health insurance
coverage.

 

Urbanization

Within Indiana, metropolitan areas experienced population gains, while other areas experienced population declines. The fastest
growth was in the Indianapolis metropolitan area. Urbanization can have negative impacts disproportionately suffered by the poor and
minorities (Urban Institute and Kaiser Commission on Medicaid and the Uninsured). Urbanization is associated with changes in diet
and exercise that increase the prevalence of obesity with increased risks of Type II diabetes and cardiovascular disease; vulnerability
to sexual abuse and exploitation; and separation from social support networks. Many of these conditions affect the most vulnerable
segment of the population - women, children and the elderly.

 

Environmental contaminants, although not restricted to urban settings, can alter the reproductive process and increase the risk of
miscarriage, birth defects, fetal growth and perinatal death. Particularly in cities, motor vehicles are a primary source of air pollution
and studies in Indiana are associating pesticides in water with poor birth outcomes. Children are especially susceptible to disease in
an urban environment. Not only can they suffer from overcrowding, poor hygiene, excessive noise, and a lack of space for recreation
and study, they also suffer from stress and violence that such environments create.

Private Sector Title V Service Delivery Challenges

The three private sector challenges in providing Title V services are (1) lack of providers who accept Medicaid reimbursement, (2)
lack of cultural competency, and (3) location of services. 

Medicaid Providers -- Indiana has a risk-based managed care system for all MCH populations on Medicaid. Providers in some
counties have refused to participate in Medicaid reimbursement for pregnancy and infant care until the infants are on the Children’s
Health Insurance Program (CHIP). These counties tend to have poorer pregnancy outcomes. Over the past few years, a serious
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challenge has been not only the number of physicians who do not accept Medicaid reimbursement, but also a flawed Medicaid
enrollment system.  This has left many eligible women and infants without insurance coverage throughout the pregnancy and the
baby’s critical first few months of age.

In an effort to overcome enrollment challenges for pregnant women, Indiana Medicaid began Presumptive Eligibility (PE) on July 1,
2009. Even so, there are areas of the state where providers are less likely to accept Medicaid reimbursement. Per Indiana
Medicaid’s directory website (http://www.indianamedicaid.com/ihcp/ProviderServices/ProviderSearch.aspx), 23 of Indiana’s 92
counties are without a single provider participating in Presumptive Eligibility. Furthermore, although the remaining 69   counties have
PE qualified providers, MCH has found that by comparing the MOMS Helpline extensive database records and speaking with
individual callers, certain providers that are listed as accepting PE actually do not and some no longer have OB/GYN departments.
The ISDH is partnering with providers across the state to clarify the intent of PE is to bridge the gap until Medicaid is in place and
that they will be paid for services rendered.

 

Lack of Cultural Competency -- Lack of cultural competency has played a role in driving black-to-white perinatal disparities
higher. To address these disparities, MCH is utilizing a life course perspective to impact change. For Indiana to make a difference in
disparities, ISDH and MCH must address needs at the neighborhood and community levels to ensure medically accurate and
culturally competent health education and resources are widely available, not only to minority populations, but also to ensure
healthcare and other service providers are well-equipped to meet the unique and diverse needs of the children and families they serve.
To do this, MCH has been collaborating with the ISDH Office of Minority Health, the Indiana Minority Health Coalition (IMHC),
and local minority health coalitions throughout the state. In 2015, ISDH created the Indiana Perinatal Quality Improvement
Collaborative (IPQIC) Health Disparities sub-committee.  In 2016, the critical work of this sub-committee was recognized as too
important to be addressed in a stand-alone sub-committee and was thus integrated into the work of each of the other IPQIC sub-
committees. Within this new framework, all IPQIC opportunities for improvement focus on addressing and eliminating health
disparities for the citizens of Indiana. 

In addition to the disparities that exist between the white and black populations, Indiana also has other minority groups of concern,
such as the growing Hispanic, Burmese, and Amish populations. An increasing Hispanic population is facing barriers to care from
lack of insurance, scarcity of interpreters, and educational materials and forms that are not often translated into Spanish. Hispanic
centers around the state do not have the capacity to assist all Hispanic families in need. Outside of Burma, Indiana has the largest
Burmese population in the world. While there are services in place to help this population, they may not yet be adequate to ensure the
Burmese have consistent access to culturally appropriate healthcare services. 

Location of Services -- All Indiana county health departments are autonomous. This has led to stark differences among local health
department offerings, and therefore a lack of consistent accessible services for all Title V populations. The majority of Indiana's
primary care physicians are located within 5 counties and 16 counties are without a hospital. As of 2018, 31 of the 92 Indiana
counties do not have a hospital with delivery services or obstetric providers. The only two specialty children's hospitals are located in
Marion County (Indianapolis). Families in many parts of the state must travel long distances to receive specialty care during
pregnancy and for their children. MCH will address systems of care and collaboration among hospitals so that facilities providing
various levels of perinatal services can be more evenly distributed over the next five years.

 

Current and Emerging Issues
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The ISDH, in partnership with the Indiana Perinatal Quality Improvement Collaborative (IPQIC), has been working to develop
regulations and a process for designating perinatal levels of care in compliance with national recommendations. The vision of IPQIC is
threefold:  (1) All perinatal care providers and all hospitals have an important role to play in assuring all babies born in Indiana have
the best start in life; (2) all babies in Indiana will be born when the time is right for both the mother and baby; (3) and through a
collaborative effort, all women of childbearing age will receive risk appropriate health care before, during and after pregnancy. There
are over 100 active members of IPQIC working on a wide range of projects through five core committees including: Education,
Quality Improvement, Perinatal Systems Integration, Perinatal Substance Use, and Finance, each with multiple ad hoc workgroups.
Indiana continues to develop guidelines and a process for designating levels of care that are in compliance with the national
recommendations.  The Indiana Perinatal Standards were approved in the 2018 Indiana legislative session providing ISDH with the
authority to establish a program to certify perinatal levels of care designations for every delivering hospital and birthing center in the
state.  The related rules were revised in 2018 to ensure continued compliance with evidence-based practice guidelines and
recommendations from national organizations such as American Congress of Obstetricians and Gynecologists (ACOG), the
Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN), and American Academy of Pediatrics (AAP).
The gap analysis for levels of care readiness was completed in May 2017 and centered on the Indiana Perinatal Hospital Standards,
which define risk appropriate care. Although the gap analysis is now complete, the nurse surveyors remain in contact with birthing
hospitals to foster relationships and networking throughout the state. The surveyor team will continue work with external partners and
birthing hospitals to develop tool kits, educational resources, and formalized teaching to address top gaps identified. The nurse
surveyors will continue to conduct a thorough review of very low birth weight infants born in Level I or II facilities as site surveys are
completed, to ensure timely consultation and transfer of such patients to birthing hospitals able to support the level of care required by
the condition of the mother and infant.
 
ISDH plans to promulgate the final draft of perinatal hospital services rules in 2018 with the goal of implementing the levels of care
survey process in early 2019.  The process will take several years to complete and will be followed by an every-three-year cycle of
resurveying to ensure risk appropriate care exists throughout the state.

While it is unrealistic to expect that 100% of very low birth weight babies would be born in level III nurseries, Indiana remains
significantly below the Healthy People 2020 goal of 83.7%, and as such continues to focus on increasing the percentage.

 

In 2014, the 118t h Indiana General Assembly passed Senate Bill 408 which added IC 16-19-16, requiring ISDH to establish a task
force charged with developing clinical definitions, uniform process of identification, estimated time and resources needed,
identification of appropriate data reporting options available, and identification of payment methods for Neonatal Abstinence
Syndrome (NAS). With the completion of the report to the General Assembly, ISDH and task force efforts turned to an additional
request in Senate Bill 408 to establish one or more pilot programs with volunteer hospitals to implement appropriate and effective
models for NAS identification, data collection and reporting. The goal of the pilot is to establish the prevalence of NAS in Indiana
and to test the process used for potential expansion to all Indiana delivering hospitals. The initial pilot began in January 2016 and
included four hospitals utilizing an established protocol. When the pregnant woman arrives at the hospital for delivery, hospital
personnel will conduct a standardized and validated verbal screening on all women. Medical staff will request that any woman with a
positive screening result at any point during her pregnancy consent to a urine toxicology screening. Babies whose mothers had a
positive verbal screen or positive toxicology screening results, and babies whose mothers did not consent to the toxicology screen will
be screened using urine, cord or meconium, depending upon the results of the maternal screening. In 2017, of the 2,938 cords tested,
opiates were positively detected at a rate of 14.37 %, higher than the national sample rate of 10.8%.  The types of drugs being
utilized varies geographically.  Because we are not conducting universal screening of all Indiana babies, we believe pilot results are an
underrepresentation of true prevalence. Future actions for this task force include expanding the established protocols statewide, and
pursuing legislation to mandate universal drug screening of pregnant women.
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III.C. Needs Assessment

FY 2019 Application/FY 2017 Annual Report Update

II.C. Five Year Needs Assessment Summary

Process

In order to ensure Indiana’s MCH Needs Assessment is an ongoing process, there is continual monitoring and dissemination of
quantitative data around the maternal and child health populations. The MCH Epidemiology team has the ability to monitor data using
real-time vital statistics data and is in the process of obtaining real-time Medicaid data to supplement this. Other data used involving
surveys is only available annually but is monitored and analyzed upon public release. 

Because infant mortality is a top health priority of Indiana’s Governor, ongoing assessment and analyses are performed around infant
mortality and morbidity to monitor the status and progress of this issue for the state. Published perinatal statewide and regional fact
sheets are published and universal power-points are created and updated annually to distribute and present to stakeholders to ensure
that all individuals are appropriately informed about infant mortality (available at http://www.in.gov/isdh/26292.htm).

In 2016, ISDH was awarded CDC funding to initiate the Pregnancy Risk Assessment Monitoring System (PRAMS) for the first time
since 1996.  This will provide data around pregnancy-related behaviors and will specifically provide the ability to support, monitor,
and evaluate the ongoing ISDH/IPQIC work around the issue of SUIDs and NAS in Indiana.

2. Findings

·     MCH Population Health Needs

Current MCH Epidemiology Reports for Natality, Mortality and MCH Outcomes and Performance Data Book can be found
at http://www.in.gov/isdh/23506.htm     

WOMEN/MATERNAL HEALTH

Women’s Well Visits

According to the 2015 Behavioral Risk Factor Surveillance System (BRFSS) data, there was a slight increase from 58.4% in
2014 to 66.0% of Hoosier females 18-44 years of age who received a preventive visit in the past 12 months. This is an
increase from 2011 (56.8%) and 2012 (57.0%) but is still low when compared to the national average of 69.6%.  

Prenatal Care

The prevalence of women in Indiana receiving prenatal care in the first trimester is 69.3% compared to the national indicator
of 70.8% and the target of 77.9%. Disparities are seen in Indiana, White women had the highest percent of prenatal care
71.8%, Black women 58.0%, and Hispanic women 57.5%. 

Cesarean Deliveries

The primary cesarean rate is approximately 17.8% in 2016. Black women had the highest rate of low-risk births by cesarean
deliveries at 26%, 22.6% of white low-risk births were cesarean deliveries, and 19% of Hispanic low-risk births were
cesarean deliveries.

Teen Births
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The Indiana teen birth rate among 15 to 19 year olds has declined from 42.3 per 1,000 in 2009 to 26.0 in 2015.  Indiana
rates in 2016 are highest among Black mothers (35.4) for the 15-19 age group and highest among Hispanic mothers (34.2)
for 15-19 age group.

Short Interval Pregnancies

The percentage of short interval pregnancies (less than 18 months or 78 weeks) has been stagnant around 33% in Indiana the
past several years (2011-2014) which is above the 29.6% that the CDC/National Center for Health Statistics (NCHS) most
recently reported for the nation in their National Vital Statistics Report (Volume 63, Number 3) based on 2011 live birth
certificate data. 

Smoking

While Indiana continues to see a decrease in the percentage of mothers who smoke during pregnancy, down from 14.3% in
2015 to 13.5 %in 2016, this rate continues to be nearly double the U.S. average. The percentage of children reported on the
NSCH who live in households in Indiana where someone smokes decreased from 2007 (37.3%) to 2011-12 (30.5%).
However, Indiana’s percentage of children who live in households where someone smokes still remains much higher than the
national average (24.1%).

 

PERINATAL/INFANT HEALTH

Prematurity & Low Birthweight

Indiana’s prevalence of preterm births in 2016 increased slightly from 9.6% in 2015 to 10.0 %.   Although, Indiana has lower
rates of preterm births compared to the nation and national goal, large disparities exist among racial and ethnic groups in
Indiana that cannot be ignored.  Indiana’s prevalence of low birthweight births (LBW) has remained stable since 2010
(8.0%), but there continues to be a racial disparity with Black mothers in Indiana having 12.5%  LBW births, which is nearly
double of White mothers (7.6%) and Hispanic mothers (7.3% ).

Perinatal Systems of Care

The percentage of very low birthweight births delivered at a self-declared level III or IV hospital increased in 2015 to 2016
from 80.1% to 80.7%. Indiana’s percentage of VLBW births delivered at level III or IV remains lower than the national goal
of 83.7%.

Infant Mortality

Indiana’s infant mortality rate in 2016 was at 7.5 per 1,000 live births. Meanwhile, the U.S. had an IMR of 5.6 per 1,000 live
births. The targeted goal for IMR is 6.0 per 1,000 live births. Racial disparity exists in Indiana, with Black IMR of (14.4)
compared to White (6.4) and Hispanic (9.0) rates.

Sleep-Related Infant Deaths

Indiana continues to see a rise in SUIDs rates, with suffocation rates doubling and SIDS rates decreasing, which shows
further reasoning to improve coding. To this end, ISDH has provided SUID protocol training to infant death scene
investigators and SUID classification/coding training to local health officers, coroners and local CFR/FIMR teams.

Indiana SUIDs rates in 2016 were 102.3 per 100,000 with clear racial disparities. Black infants had a SUIDs rate that was
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2.3 times that as White infants with a rate of 191.0 per 100,000 live births. The overall rate of accidental suffocation and
strangulation in bed (ASSB) was 45.7 in 2016. This rate is up from 2014 (42.9). White infants had a rate of 45 and Black
infants had double the rate of suffocation at 96.1.

Breastfeeding

According to live birth certificate data in 2016, 80.9% of Indiana mothers reported breastfeeding at hospital discharge.
82.5% of White mothers reported breastfeed at hospital discharge, which is significantly higher than the reported 68.9% of
Black mothers.

Child& Adolescent Health

 

Obesity

In Indiana during FY15, of children ages two to five years in the Women, Infants, and Children (WIC) program, 34.8% had a
BMI at or above the 85t h percentile, 15.4% were considered obese while 17.4% were considered overweight. This is an
increasing trend from 2013 when 14.5% were obese and 16.2% were overweight. According to the 2015 Youth Risk
Behavior Survey (YRBS) around 13.6% of Indiana high school students are obese (at or above 95t h percentile for BMI), for
age and sex), compared to 13.9% nationally, based on self-reported height and weight. Although slightly lower than the
national average, the trend of Indiana‘s obese youth has been increasing since 2003 when it was reported to be 11.3%. 

Physical Activity

 

The 2016 National Survey of Children’s Health reported that in Indiana only 29.8% of children aged 6 through 11 were
physically active at least 60 minutes per day, a  decrease from 20011 (36.4%). Approximately 25.3% of high-school
students in Indiana reported that they were physically active for a total of at least 60 minutes every day in the past week,
according to the 2015 YRBS. This is an increase from the 23.4% reported in 2009.  

Non-Fatal Injuries

Motor vehicle collisions are among the leading causes of injury-related hospitalizations across all age groups, and the leading
cause of injury death for children 1-5 years, 6-11 years, and 12-18 years. The Division of Trauma and Injury Prevention has
analyzed the Indiana hospitalization data and found that 2.7% of injury related hospitalizations among 0-5 year olds and 2.1
% among 6-11 year olds were motor vehicle traffic-related in 2016.

CHILDREN WITH SPECIAL HEALTH CARE NEEDS

In Indiana, 22.6% percent of children have special health care needs ages 0-17 according to the 2016 NSCH. With nearly
21.6% of these Indiana children living at or below the federal poverty level, it is of increasing concern that these low-income
families have the appropriate attention and access to care for their CSHCN according to the 2016 National Survey of
Children's Health.

Medical Home

In Indiana, 45% of CSHCN received coordinated, ongoing, comprehensive care within a medical home, compared to only
43.2% of CSHCN in the U.S according to the 2016 NSCH. Both Indiana and the nation fall below the Healthy People goal
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of 54.8% for this measure. Among children without health care needs, 55.7% in Indiana receive the appropriate care within a
medical home. This percentage is above the national average of 50.0% but falls below the Healthy People 2020 goal of
63.3%.    

Transition

The Healthy People 2020 goal aims to increase the proportion of CSHCN whose health provider has discussed transition
planning from pediatric to adult health care to over 45%. Nationally, only 16.5% of families reported on the 2016 NSCH that
their youth (12 to 17 years) with special health care needs received the services necessary to make transitions to adult life.
This percentage is higher in Indiana, with 14.2% of families reporting their youth with special health care needs received
necessary services to make the transition to adult life.

Title V Program Capacity Organizational Structure

Martha Allen became the Maternal and Child Health Division Director in January 2016, including the role of Title V Director. 
Prior to joining the ISDH team, Martha worked in hospital administration for more than two decades at one of Indiana’s
largest quaternary referral hospitals serving in the following roles:  Clinical Director of Operations for Women’s Services and
Perioperative Services and Clinical Manager of Operations for Labor and Delivery. She holds a Master of Science in Nursing
Administration and a Bachelor of Science in Nursing. As the Title V Director, Ms. Allen is responsible for the direct
administration and oversight of all Title V and MCH grants and programs.  She also serves as PI on three additional federal
grants: Maternal, Infants, and Early Childhood Home Visiting (MIECHV), State Systems Development Initiative (SSDI), and
Pregnancy Risk Assessment Monitoring System (PRAMS).

 
The Maternal and Child Health Programs Director position is currently vacant and will be filled with an experienced candidate
in the fall of 2018. This role will continue to provide direct oversight and supervision to the Maternal, Child, and Adolescent
Health program teams and serves as the state’s MIECHV PD and the PI for ECCS and Project LAUNCH.

·    Agency Capacity

State Program Collaboration with Other State Agencies and Private Organizations 

There are several Offices and Departments under the Family and Social Services Administration (FSSA) that partner with
MCH/CSHCN for a variety of activities. The Office of Medicaid Planning & Policy (OMPP) assists not only with payment
issues but also with protocol and policy issues that help to establish uniformity and quality of care for women of childbearing
age, pregnant women, children, and children with special needs. The Department of Family Resources (DFR) provides
Temporary Assistance to Needy Families (TANF) funds to enhance the Indiana Family Planning Partnership. The Department
of Mental Health and Addictions (DMHA) provides MCH with Substance Abuse Prevention and Treatment Block Grant
funds to enhance the Baby and Me Tobacco Free™ program.

The MCH and the Department of Child Services (DCS) Prevention Team serve as co-lead agencies for Indiana’s Maternal,
Infant and Early Childhood Home Visiting (MIECHV) program. DCS in collaboration with the Indiana State Department of
Health is in the process of implementing the Help Me Grow (HMG) model to the state. This model is a system approach to

designing a comprehensive, integrated process for ensuring developmental promotion, early identification, referral, and linkage to

early childhood resources and services.  It is specifically designed to help states organize and leverage existing resources in

order to best serve families with children at-risk for developmental delay. 
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Collaboration with the Department of Education (DOE) ensures that the needs of children/children with special needs are met
in the educational venue. In FY16, MCH contracted with McMillen Health to work with the DOE to create an electronic
Indiana School Nurses Manual. Prior to this, the manual had not been revised since 1996 and only existed in photo-copy of
the original typed manual. The new manual was published online to ensure ease of use and routine updates into the future.

 

o   MCH Workforce Development and Capacity

In FY 18, Title V funds are budgeted to fund 51 full-time state positions and 22 full-time contractors. 

 

 
 In the spring of 2018, the ISDH Division of Maternal and Child Health began working with the National MCH Workforce

Development Center based within the University of North Carolina.  The MCH Workforce Development Center has provided
technical assistance and guidance to align efforts to improve breastfeeding rates and duration. With the assistance of the MCH
Workforce Development Center, ISDH MCH has partnered with local chapters of national professional organizations such as
American Academy of Pediatrics (AAP) and the Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN),
local hospital systems, state, local and minority focused breastfeeding coalitions, the Milk Bank, Nurse Family Partnership, WIC, and
numerous divisions within ISDH like Nutrition and Physical Activity, Office of Rural Health, and the Office of Primary Care, to create
the Indiana Breastfeeding Alliance. It is the mission of this alliance to not only improve breastfeeding initiation and duration rates, but
to align all breastfeeding efforts across the state, reduce duplicate services and make sure every region of the state has the necessary
resources for every mom interested in breastfeeding.

 

 

·    Partnerships, Collaboration and Coordination

Noted edits/updates from the 2015 report/application to the State’s Title V partnerships, collaboration and coordination are
outlined below.

Early Childhood Comprehensive Systems Program (ECCS) –In 2016, MCH submitted a competitive application for the ECCS
Impact opportunity and received notice that the application was accepted on July 6, 2016.

 
The purpose of Indiana’s Early Childhood Comprehensive Systems Impact (IN ECCS Impact) is to enhance early childhood systems

building and demonstrate improved outcomes in population-based children’s developmental health and family well-being using a

Collaborative Innovation and Improvement Network (CoIIN) approach. Through the ECCS grant, we hope to connect Indy East

Promise Zone children ages 0-8 and their families to care coordination, child developmental screening and screening for maternal

depression in order to support early detection, referral and intervention with the goal of demonstrating a 25% increase from baseline in

age appropriate developmental skills among the community’s 3 year old children within 60 months
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FY 2018 Application/FY 2016 Annual Report Update

II.B. Five Year Needs Assessment Summary

Process

In order to ensure Indiana’s MCH Needs Assessment is an ongoing process, there is continual monitoring and dissemination of
quantitative data around the maternal and child health populations. The MCH Epidemiology team has the ability to monitor data using
real-time vital statistics data and is in the process of obtaining real-time Medicaid data to supplement this. Other data used involving
surveys is only available annually but is monitored and analyzed upon public release. 

Because infant mortality is a top health priority of Indiana’s Governor, ongoing assessment and analyses are performed around infant
mortality and morbidity to monitor the status and progress of this issue for the state. Published perinatal statewide and regional fact
sheets are published and universal power-points are created and updated annually to distribute and present to stakeholders to ensure
that all individuals are appropriately informed about infant mortality (available at http://www.in.gov/isdh/26292.htm).

MCH has been partnering partners with the Vital Records division to work on assessing and improving the quality of birth certificates
by developing working partnerships with each of the major hospital networks in Indiana and is partnering with IU Health and the
Vermont Oxford Network (VON) States Together project. 

In efforts to expand the datasets that are accessible to ISDH, a partnership and data sharing agreement has been established between
MCH and Medicaid to share prenatal and postnatal claims in order to fill gaps in data otherwise not monitored through vital records.
In 2016, ISDH was also awarded CDC funding to initiate the Pregnancy Risk Assessment Monitoring System (PRAMS) for the first
time since 1996.  This will provide data around pregnancy-related behaviors and will specifically provide the ability to support,
monitor, and evaluate the ongoing ISDH/IPQIC work around the issue of SUIDs and NAS in Indiana.

2. Findings

·     MCH Population Health Needs

Current MCH Epidemiology Reports for Natality, Mortality and MCH Outcomes and Performance Data Book can be found
at http://www.in.gov/isdh/23506.htm     

WOMEN/MATERNAL HEALTH

Women’s Well Visits

According to the 2015 Behavioral Risk Factor Surveillance System (BRFSS) data, there was a slight increase from 58.4% in
2014 to 66.0% of Hoosier females 18-44 years of age who received a preventive visit in the past 12 months. This is an
increase from 2011 (56.8%) and 2012 (57.0%) but is still low when compared to the national average of 69.6%.  

Prenatal Care

The prevalence of women in Indiana receiving prenatal care in the first trimester is 69.3% compared to the national indicator
of 70.8% and the target of 77.9%. Disparities are seen in Indiana, White women had the highest percent of prenatal care
71.5%, Black women 59.4%, and Hispanic women 58%. 

Cesarean Deliveries

The primary cesarean rate is approximately 18% in 2015. Black women had the highest rate of low-risk births by cesarean
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deliveries at 26%, 22.6% of white low-risk births were cesarean deliveries, and 19% of Hispanic low-risk births were
cesarean deliveries.

Teen Births

The Indiana teen birth rate among 15 to 19 year olds has declined from 42.3 per 1,000 in 2009 to 26.0 in 2015.  Indiana
rates in 2015 are highest among Black mothers (39.4) for the 15-19 age group and highest among Hispanic mothers (37.8)
for 15-19 age group.

Short Interval Pregnancies

The percentage of short interval pregnancies (less than 18 months or 78 weeks) has been stagnant around 33% in Indiana the
past several years (2011-2014) which is above the 29.6% that the CDC/National Center for Health Statistics (NCHS) most
recently reported for the nation in their National Vital Statistics Report (Volume 63, Number 3) based on 2011 live birth
certificate data. 

PERINATAL/INFANT HEALTH

Prematurity & Low Birthweight

Indiana’s prevalence of prematurity in 2015 is 9.6% down from 11% in 2014.  Although, Indiana has lower rates of preterm
births compared to the nation and national goal, large disparities exist among racial and ethnic groups in Indiana that cannot
be ignored.  Indiana’s prevalence of low birthweight births (LBW) has remained stable since 2010 (8.0%), but there
continues to be a racial disparity with Black mothers in Indiana having 12.4%  LBW births, which is nearly double of White
mothers (7.4%) and Hispanic mothers (7.1% ).

Perinatal Systems of Care

The percentage of very low birthweight births delivered at a self-declared level III or IV hospital increased in 2014 to 2015
from 72.9% to 80.1%. Indiana’s percentage of VLBW births delivered at level III or IV remains lower than the national goal
of 83.7%.

Infant Mortality

Indiana’s infant mortality rate in 2015 was at 7.3 infant deaths per 1,000 live births. Meanwhile, the U.S. had an IMR of 5.9
infant deaths per 1,000 live births. The targeted goal for IMR is 6.0 per 1,000 live births. Racial disparity exists in Indiana,
with Black infants over twice as likely to die when compared to White (6.4) and Hispanic (5.7) infants.

Sleep-Related Infant Deaths

Indiana continues to see a rise in SUIDs rates, with suffocation rates doubling and SIDS rates decreasing, which shows
further reasoning to improve coding. To this end, ISDH has provided SUIDI protocol training to infant death scene
investigators and SUID classification/coding training to local health officers, coroners and local CFR/FIMR teams.

Indiana SUIDs rates in 2015 were 98.8 per 100,000 with clear racial disparities. Black infants had three times the rate of
SUIDs with 240.1 per 100,000 and white infants had a rate of 78.4. The overall rate of accidental suffocation and
strangulation in bed (ASSB) was 48.8. This rate is up from 2014 (42.9). White infants had a rate of 45% and Black infants
had double the rate of suffocation at 96.1. The rate of SIDS saw a decrease from 42.9 in 2014 to 40.5 in 2015.

Breastfeeding
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According to live birth certificate data in 2015, 80.5% of Indiana mothers reported breastfeeding at hospital discharge.
81.9% of White mothers reported breastfeed at hospital discharge, which is significantly higher than the reported 68.5% of
Black mothers.

Child& Adolescent Health

Developmental Screening

According to the National Survey of Children’s Health (NSCH), the percent of children ages 10 months to 5 years who
received a standardized screening in Indiana increased from 2007 (19.4%) to 2011-12 (23.9%).  This is much lower when
compared to the nation, where 30.8% of children were screened.

 

Obesity

In Indiana during FY15, of children ages two to five years in the Women, Infants, and Children (WIC) program, 34.8% had a
BMI at or above the 85t h percentile, 15.4% were considered obese while 17.4% were considered overweight. This is an
increasing trend from 2013 when 14.5% were obese and 16.2% were overweight. According to the 2015 Youth Risk
Behavior Survey (YRBS) around 13.6% of Indiana high school students are obese (at or above 95t h percentile for BMI), for
age and sex), compared to 13.9% nationally, based on self-reported height and weight. Although slightly lower than the
national average, the trend of Indiana‘s obese youth has been increasing since 2003 when it was reported to be 11.3%. 

Physical Activity

The 2011-12 NSCH reported that in Indiana only 36.4% of children aged six to 11 exercised, played a sport, or participated
in physical activity that made them sweat and breathe hard for at least 20 minutes every day, a slight decrease from 2007
(37.7%). Approximately 25.3% of high-school students in Indiana reported that they were physically active for a total of at
least 60 minutes every day in the past week, according to the 2015 YRBS. This is an increase from the 23.4% reported in
2009.  

Non-Fatal Injuries

Motor vehicle collisions are among the leading causes of injury-related hospitalizations across all age groups, and the leading
cause of injury death for children 1-5 years, 6-11 years, and 12-18 years. The Division of Trauma and Injury Prevention has
analyzed the Indiana hospitalization data and found that 4.5% of injury related hospitalizations among 0-5 year olds and 9.9%
among 6-11 year olds were motor vehicle traffic-related in 2015.

CHILDREN WITH SPECIAL HEALTH CARE NEEDS

In Indiana, approximately 270,000 children (17%) have special health care needs. With nearly 20% of these Indiana children
living at or below the federal poverty level, it is of increasing concern that these low-income families have the appropriate
attention and access to care for their CSHCN.

Medical Home

In Indiana, 44% of CSHCN in Indiana received coordinated, ongoing, comprehensive care within a medical home,
compared to only 46.8% of CSHCN in the U.S according to the 2011-12 NSCH. Both Indiana and the nation are well
below the Healthy People goal of 54.8% for this measure. Among children without health care needs, 62.3% in Indiana
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receive the appropriate care within a medical home. This percentage is above the national average of 56.3% but falls below
the Healthy People 2020 goal of 63.3%.    

Transition

The Healthy People 2020 goal aims to increase the proportion of CSHCN whose health provider has discussed transition
planning from pediatric to adult health care to over 45%. Nationally, only 40% of families reported on the 2009-10 NS-
CSHCN that their youth (12 to 17 years) with special health care needs received the services necessary to make transitions
to adult life. This percentage is higher in Indiana, with 43.7% of families reporting their youth with special health care needs
received necessary services to make the transition to adult life.

CROSS-CUTTING/LIFE COURSE

Smoking

While Indiana continues to see a decrease in the percentage of mothers who smoke during pregnancy, down from 15.1% in
2014 to 14.3 %in 2015, this rate continues to be nearly double the U.S. average. The percentage of children reported on the
NSCH who live in households in Indiana where someone smokes decreased from 2007 (37.3%) to 2011-12 (30.5%).
However, Indiana’s percentage of children who live in households where someone smokes still remains much higher than the
national average (24.1%).

Title V Program Capacity Organizational Structure

Martha Allen became the Maternal and Child Health Division Director in January 2016, including the role of Title V Director. 
Prior to joining the ISDH team, Martha worked in hospital administration for more than two decades at one of Indiana’s
largest quaternary referral hospitals serving in the following roles:  Clinical Director of Operations for Women’s Services and
Perioperative Services and Clinical Manager of Operations for Labor and Delivery. She holds a Master of Science in Nursing
Administration and a Bachelor of Science in Nursing. As the Title V Director, Ms. Allen is responsible for the direct
administration and oversight of all Title V and MCH grants and programs.  She also serves as PI on three additional federal
grants: Maternal, Infants, and Early Childhood Home Visiting (MIECHV), State Systems Development Initiative (SSDI), and
Pregnancy Risk Assessment Monitoring System (PRAMS).

 
The Maternal and Child Health Programs Director position is currently vacant and will be filled with an experienced candidate
in August 2017.  This role will continue to provide direct oversight and supervision to the Maternal, Child, and Adolescent
Health program teams and serves as the state’s MIECHV PD and the PI for ECCS and Project LAUNCH.

·    Agency Capacity

State Program Collaboration with Other State Agencies and Private Organizations 

There are several Offices and Departments under the Family and Social Services Administration (FSSA) that partner with
MCH/CSHCN for a variety of activities. The Office of Medicaid Planning & Policy (OMPP) assists not only with payment
issues but also with protocol and policy issues that help to establish uniformity and quality of care for women of childbearing
age, pregnant women, children, and children with special needs. The Department of Family Resources (DFR) provides
Temporary Assistance to Needy Families (TANF) funds to enhance the Indiana Family Planning Partnership. The Department
of Mental Health and Addictions (DMHA) serves as a required partner in Project Linking Actions to Unmet Needs in
Children’s Health (Project LAUNCH) and provides MCH with Substance Abuse Prevention and Treatment Block Grant
funds to enhance the Baby and Me Tobacco Free™ program. The Office of Early Childhood and Out of School Learning
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works very closely with MCH/CSHNC to ensure alignment of several shared interests and efforts including the development
and expansion of high quality infant and toddler mental health training and consultation availability and early learning efforts to
address social determinants of health.

The MCH and the Department of Child Services (DCS) Prevention Team serve as co-lead agencies for Indiana’s Maternal,
Infant and Early Childhood Home Visiting (MIECHV) program. In addition, the DCS Permanency and Practice Support
Division has historically partnered with MCH for Indiana’s Safe Sleep Program for crib distribution and to ensure alignment
of safe sleep training, messaging and initiatives between state departments. Finally, DCS also provides Social Services Block
Grant (SSBG) funds to MCH to enhance the Indiana Family Planning Partnership. 

Collaboration with the Department of Education (DOE) ensures that the needs of children/children with special needs are met
in the educational venue. The partnership with DOE also provides an entryway for educational curricula on public health
issues such as HIV/AIDS, STIs, and fetal alcohol spectrum disorders. Also in FY16, MCH contracted with McMillen Health
to work with the DOE to create an electronic Indiana School Nurses Manual. Prior to this, the manual had not been revised
since 1996 and only existed in photo-copy of the original typed manual. The new manual will be published online to ensure
ease of use and routine updates into the future.

o   MCH Workforce Development and Capacity

In FY 18, Title V funds are budgeted to fund 47 full-time state positions and 18 full-time contractors. 

·     Partnerships, Collaboration and Coordination

Noted edits/updates from the 2015 report/application to the State’s Title V partnerships, collaboration and coordination are
outlined below.

Early Childhood Comprehensive Systems Program (ECCS) –In 2013, Indiana was awarded a competitive grant from
the Maternal and Child Health Bureau for funding for the Early Childhood Comprehensive Systems (ECCS) for three years
to mitigate the toxic stress experienced by young children throughout the state. This grant ended in July of 2016. Also in
2016, MCH submitted a competitive application for the ECCS Impact opportunity and received notice that the application
was accepted on July 6, 2016.
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FY 2017 Application/FY 2015 Annual Report Update

Process

In order to ensure Indiana’s MCH Needs Assessment is an ongoing process, there is continual monitoring and dissemination of
quantitative data around the maternal and child health populations. The MCH Epidemiology team has the ability to monitor data using
real-time vital statistics data and is in the process of obtaining real-time Medicaid data to supplement this. Other data used involving
surveys is only available annually but is monitored and analyzed upon public release. 

 

Because infant mortality is the Indiana Governor’s top health priority, ongoing assessment and analyses are performed around infant
mortality and morbidity to monitor the status and progress for this issue for the state. Published perinatal statewide and regional fact
sheets are published and universal power-points are created and updated annually to distribute and present to stakeholders to ensure
that all individuals are appropriately informed about infant mortality (available at http://www.in.gov/isdh/26292.htm).

 

In this first year of work, there has been much done around improving the quality of data that is available. In February of 2016, Dr.
Brian McCarthy met with the IPQIC Governing Council to discuss analyzing data using his BABIES matrix (refer to V. Supporting
Documents, Supporting Document #1) highlighted many issues around birth, death, and fetal death certificate reporting. 

Since this meeting, MCH has been partnering with the Vital Records division to work on assessing and improving the quality of birth
certificates by developing working partnerships with each of the major hospital networks in Indiana and is partnering with IU Health
and the Vermont Oxford Network (VON) States Together project. 

 

In efforts to expand the datasets that are accessible to ISDH, a partnership and data sharing agreement has been established between
MCH and Medicaid to share prenatal and postnatal claims data to fill gaps in data that the vital records data does not monitor. In
2016, ISDH was also awarded CDC funding to initiate the Pregnancy Risk Assessment Monitoring System (PRAMS) for the first
time since 1996.  This will provide data around pregnancy-related behaviors and will specifically provide the ability to support,
monitor, and evaluate the ongoing ISDH/IPQIC work around the issue of SUIDs and NAS in Indiana.

 

2. Findings

a. MCH Population Health Needs

Current MCH Epidemiology Reports for Natality, Mortality and MCH Outcomes and Performance Data Book can be found
at http://www.in.gov/isdh/23506.htm   

 

WOMEN/MATERNAL HEALTH

Women’s Well Visits

According to the 2014 Behavioral Risk Factor Surveillance System (BRFSS) data, there was a slight increase from 57.9% in
2013 to 58.4% of Hoosier females 18-44 years of age who received a preventive visit in the past 12 months. This is an
increase from 2011 (56.8%) and 2012 (57.0%) but is still low when compared to the national average of 69.6%.

 

Prenatal Care
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The prevalence of women in Indiana receiving prenatal care remains below 70% and has stayed relatively stable from 2013
(67.4%) to 2014 (67.5%) but well below the national indicator of 77.9%.

 

Cesarean Deliveries

The primary cesarean rate has been approximately 20% and repeat cesarean rate has been approximately 10% from 2009 to
2014.

 

Teen Births

The Indiana teen birth rate among 15 to 19 year olds has declined from 42.3 per 1,000 in 2009 to 28.0 in 2014. However,
this is an increase from the 2013 national teen birth rate for 15 to 19 year olds of 26.5.

 

Short Interval Pregnancies

The percentage of short interval pregnancies (less than 18 months or 78 weeks) has been stagnant around 33% in Indiana the
past several years (2011-2014) which is above the 29.6% that the CDC/National Center for Health Statistics (NCHS) most
recently reported for the nation in their National Vital Statistics Report (Volume 63, Number 3) based on 2011 live birth
certificate data. 

 

PERINATAL/INFANT HEALTH

Prematurity & Low Birthweight

Indiana’s prevalence of prematurity remained stable in 2014 at 11.0%.  Although, Indiana has lower rates of preterm births
compared to the nation and national goal, large disparities exist among racial and ethnic groups in Indiana that cannot be
ignored.  Indiana’s prevalence of low birthweight births (LBW) has remained stable since 2010 (8.0%), but there continues
to be a racial disparity with Black mothers in Indiana having 13.3% LBW births, which is nearly double of White mothers
(7.3%) and Hispanic mothers (6.4%).

 

Perinatal Regionalization

While the percentage of very LBW births delivered at a designated Perinatal Level III hospital remains lower in Indiana when
compared to the national goal of 83.7%, there was an increase from 2013 (66.1%) to 2014 (72.9%).

 

Infant Mortality

Indiana’s infant mortality rate (IMR) remained stable in 2014 at 7.1 infant deaths per 1,000 live births. Meanwhile, the U.S.
saw its lowest rate in recorded history with an IMR of 5.8. There is a significant racial disparity with Black infants being 2.5
times more likely to die when compared to White infants.

 

Sleep-Related Infant Deaths

In 2014, in order to allow a better comparison with national rates, Indiana started using only three ICD 10 codes to
report SUIDs rates; R95, R99, and W75. Using those three codes, Indiana continues to see a rise in SUIDs rates,
with suffocation rates doubling and SIDS rates decreasing, which shows further reasoning to improve coding. To
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this end, ISDH has provided SUIDI protocol training to infant death scene investigators and SUID
classification/coding training to local health officers, coroners and local CFR/FIMR teams.

 

 

Breastfeeding

According to live birth certificate data in 2014, 79.3% of Indiana mothers reported breastfeeding at hospital discharge which
is significantly higher than the reported 66.1% of Black mothers. Both continue to be below the national goal of 81.9%.

 

Child& Adolescent Health

Developmental Screening

According to the National Survey of Children’s Health (NSCH), the percent of children ages 10 months to 5 years who
received a standardized screening in Indiana increased from 2007 (19.4%) to 2011-12 (23.9%).  This is much lower when
compared to the nation, where 30.8% of children were screened.

 

Obesity

In Indiana during FY15, of children ages two to fives years in the Women, Infants, and Children (WIC) program, 34.8% had
a BMI at or above the 85  percentile, 15.4% were considered obese while 17.4% were considered overweight. This is an
increasing trend from 2013 when 14.5% were obese and 16.2% were overweight. According to the 2015 Youth Risk
Behavior Survey (YRBS) around 13.6% of Indiana high school students are obese (at or above 95  percentile for BMI), for
age and sex), compared to 13.9% nationally, based on self-reported height and weight. Although slightly lower than the
national average, the trend of Indiana‘s obese youth has been increasing since 2003 when it was reported to be 11.3%. 

 

Physical Activity

The 2011-12 NSCH reported that in Indiana only 36.4% of children aged six to 11 exercised, played a sport, or participated
in physical activity that made them sweat and breathe hard for at least 20 minutes every day, a slight decrease from 2007
(37.7%). Approximately 25.3% of high-school students in Indiana reported that they were physically active for a total of at
least 60 minutes every day in the past week, according to the 2015 YRBS. This is an increase from the 23.4% reported in
2009.  

 

Non-Fatal Injuries

Motor vehicle collisions are among the leading causes of injury-related hospitalizations across all age groups, and the leading
cause of injury death for children 1-5 years, 6-11 years, and 12-18 years. The Division of Trauma and Injury Prevention has
analyzed the Indiana hospitalization data and found that 7.8% of injury related hospitalizations among 0-5 year olds and
17.5% among 6-11 year olds were motor vehicle traffic-related in 2014.

 

CHILDREN WITH SPECIAL HEALTH CARE NEEDS

In Indiana, approximately 270,000 children (17%) have special health care needs. With nearly 20% of these Indiana children
living at or below the federal poverty level, it is of increasing concern that these low-income families have the appropriate
attention and access to care for their CSHCN.

th

th
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Medical Home

In Indiana, 44% of CSHCN in Indiana received coordinated, ongoing, comprehensive care within a medical home,
compared to only 46.8% of CSHCN in the U.S according to the 2011-12 NSCH. Both Indiana and the nation are well
below the Healthy People goal of 54.8% for this measure. Among children without health care needs, 62.3% in Indiana
receive the appropriate care within a medical home. This percentage is above the national average of 56.3% but falls below
the Healthy People 2020 goal of 63.3%.   

 

Transition

The Healthy People 2020 goal aims to increase the proportion of CSHCN whose health provider has discussed transition
planning from pediatric to adult health care to over 45%. Nationally, only 40% of families reported on the 2009-10 NS-
CSHCN that their youth (12 to 17 years) with special health care needs received the services necessary to make transitions
to adult life. This percentage is higher in Indiana, with 43.7% of families reporting their youth with special health care needs
received necessary services to make the transition to adult life.

 

CROSS-CUTTING/LIFE COURSE

Smoking

While Indiana continues to see a decrease in the percentage of mothers who smoke during pregnancy, down from 17.1% in
2010 to 15.1% in 2014, this rate continues to be nearly double the U.S. average. The percentage of children reported on the
NSCH who live in households in Indiana where someone smokes decreased from 2007 (37.3%) to 2011-12 (30.5%).
However, Indiana’s percentage of children who live in households where someone smokes still remains much higher than the
national average (24.1%).

 

Title V Program Capacity Organizational Structure

Martha Allen became the Maternal and Child Health Division Director in January 2016, including the role of Title V Director. 
Prior to joining the ISDH team, Martha worked in hospital administration for more than two decades at one of Indiana’s
largest quaternary referral hospitals serving in the following roles:  Clinical Director of Operations for Women’s Services and
Perioperative Services and Clinical Manager of Operations for Labor and Delivery. She holds a Master of Science in Nursing
Administration and a Bachelor of Science in Nursing. As the Title V Director, Ms. Allen is responsible for the direct
administration and oversight of all Title V and MCH grants and programs.  She also serves as PI on three additional federal
grants: Maternal, Infants, and Early Childhood Home Visiting (MIECHV), State Systems Development Initiative (SSDI), and
Pregnancy Risk Assessment Monitoring System (PRAMS).

Mary Ann West became the Director of Maternal Child Health Programs in July 2015 and is supervised by the MCH
Division Director. Prior to starting with ISDH, Ms. West worked for the state’s child welfare agency and has over 10 years of
experience providing project and program consultation, coordination and management for a variety of child welfare and early
intervention initiatives ranging from prevention, child welfare, juvenile probation & permanency. In her role at ISDH, Ms.
West provides direct oversight and supervision to the Maternal, Child, and Adolescent Health program teams and serves as
the state’s MIECHV PD and the PI for ECCS and Project LAUNCH.
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i. Agency Capacity

State Program Collaboration with Other State Agencies and Private Organizations 

There are several Offices and Departments under the Family and Social Services Administration (FSSA) that partner with
MCH/CSHCN for a variety of activities. The Office of Medicaid Planning & Policy (OMPP) assists not only with payment
issues but also with protocol and policy issues that help to establish uniformity and quality of care for women of childbearing
age, pregnant women, children, and children with special needs. The Department of Family Resources (DFR) provides
Temporary Assistance to Needy Families (TANF) funds to enhance the Indiana Family Planning Partnership. The Department
of Mental Health and Addictions (DMHA) serves as a required partner in Project Linking Actions to Unmet Needs in
Children’s Health (Project LAUNCH) and provides MCH with Substance Abuse Prevention and Treatment Block Grant
funds to enhance the Baby and Me Tobacco Free™ program. The Office of Early Childhood and Out of School Learning
works very closely with MCH/CSHNC to ensure alignment of several shared interests and efforts including the development
and expansion of high quality infant and toddler mental health training and consultation availability and early learning efforts to
address social determinants of health.

 

The MCH and the Department of Child Services (DCS) Prevention Team serve as co-lead agencies for Indiana’s Maternal,
Infant and Early Childhood Home Visiting (MIECHV) program. In addition, the DCS Permanency and Practice Support
Division partners with MCH for Indiana’s Safe Sleep Program for crib distribution and to ensure alignment of safe sleep
training, messaging and initiatives between state departments. Finally, DCS also provides Social Services Block Grant
(SSBG) funds to MCH to enhance the Indiana Family Planning Partnership. 

Collaboration with the Department of Education (DOE) ensures that the needs of children/children with special needs are met
in the educational venue. The partnership with DOE also provides an entryway for educational curricula on public health
issues such as HIV/AIDS, STIs, and fetal alcohol spectrum disorders. Also in FY16, MCH contracted with McMillen Health
to work with the DOE to create an electronic Indiana School Nurses Manual. Prior to this, the manual had not been revised
since 1996 and only existed in photo-copy of the original typed manual. The new manual will be published online to ensure
ease of use and routine updates into the future. 

i. MCH Workforce Development and Capacity

In FY 17, Title V funds are budgeted to fund 50 full-time state positions and 21 full-time contractors.

 

a. Partnerships, Collaboration and Coordination

Noted edits/updates from the 2015 report/application to the State’s Title V partnerships, collaboration and coordination are
outlined below.

 

Early Childhood Comprehensive Systems Program (ECCS) –In 2013, Indiana was awarded a competitive grant from
the Maternal and Child Health Bureau for funding for the Early Childhood Comprehensive Systems (ECCS) for three years
to mitigate the toxic stress experienced by young children throughout the state. This grant will end July 2016. Also in 2016,
MCH submitted a competitive application for the ECCS Impact opportunity and received notice that the application was
accepted on July 6, 2016.
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Five-Year Needs Assessment Summary
(as submitted with the FY 2016 Application/FY 2014 Annual Report)

II.B.1. Process

Indiana‘s Five Year Needs Assessment for FY 2016 to FY 2020 was a collaborative effort with Title V staff, professional,
parent, and community partners. Other programs within ISDH and state government that work with MCH and CSHCN
populations provided data and programmatic input. This needs assessment will provide guidance to Indiana‘s MCH and
CSHCN programs for the next five years.

The goals of the Indiana Title V Needs Assessment process were to (1) identify health needs for the maternal, infant, child,
adolescent and children with special healthcare needs (CSHCN) populations in Indiana; (2) improve working relationships
with collaborative partners; and (3) provide a road map for improving health outcomes for the same populations. Staff
engaged stakeholders by sending out an early questionnaire seeking areas of concern from partners. Then staff also
solicited input from stakeholders in the prioritization of needs process. Title V staff assessed needs of the Maternal and
Child Health (MCH) and CSHCN population groups using Title V indicators, performance measures and other quantitative
and qualitative data.

Quantitative and qualitative data were analyzed to gain a comprehensive statewide, community and client-centered
perspective about the health needs of these population groups. Quantitative data were assembled via several ongoing and
periodic surveillance systems operated by the ISDH and outside partners. The data collected allowed for the accurate
description of these populations, including identifying their general demographics, health-related disparities, and areas of
strength that could be maximized to attain desired outcomes. Moreover, these data were used to describe, by geographic
region, the capacity of the healthcare system to offer access to appropriate and timely services.

Data were obtained from our partners and collaborators including many relevant programs within ISDH, the Office of
Medicaid Policy and Planning (OMPP), the Indiana Department of Education (DOE), Indiana Family and Social Services
Administration (FSSA), Indiana Hospital Association, Department of Child Services (DCS), Centers for Disease Control and
Prevention (CDC), the U.S. Census Bureau, and Healthy People 2020 Objectives. Additionally, specific partner and
collaborator groups, publications, and online resources material were used to fill gaps in data.

Vital statistics were used to analyze information about women, infants, and children who were born and who had died in
Indiana.  Vital statistics data also supplemented data received in the 2012 Indiana Perinatal Hospital Standards of Care Gap
Analysis to assess the capacity and quality of care for mothers and babies within Indiana hospitals. The ISDH Maternal and
Child Health Integrated Data System (IDS) were utilized for birth defects, newborn screening, and linked infant birth and
death data.  The linked infant birth data was used for a statewide Perinatal Periods of Risk (PPOR) Analysis to be
conducted using 2011 data.  The PPOR results were utilized in this needs assessment.  Medicaid data were used to analyze
information about pregnant women, infants, and children on that program.

Women, Infants, and Children (WIC), Pregnancy Nutrition Surveillance System and the March of Dimes data were used for
perinatal risk and outcomes data. Specifically, to analyze children‘s and adolescents’ health, we used data from the National
Immunization Survey,  the American Academy of Pediatrics, Behavioral Risk Factor Surveillance System (BRFSS), Indiana
Youth Risk Behavior Survey (YRBS), and the National Survey of Children‘s Health (NSCH). The YRBS data for Indiana was
limited to 2011 being the most recent dataset due to the 2013 survey year not being representative of the entire state.  The
NSCH data was limited to the most recent survey year being 2011-2012. Hospital discharge was also used to examine the
burden and causes of youth hospitalizations in Indiana. The National Survey of Children with Special Healthcare Needs
(NSCSHCN) data were used to analyze children and youth with special healthcare needs.  This data was limited to the most
recent year being 2009-2010.

In addition to the quantitative data that was collected and analyzed, ISHD also utilized qualitative data to that was collected
through program-specific focus groups, input from the public and multiple stakeholders, and periodic surveys conducted in
targeted populations. The first method for soliciting qualitative data involved the use of surveys for identifying priority needs
for the Five Year Needs Assessment. The survey was sent to key stakeholders, providers, partners, family representatives,
and the general population through various avenues such as email distribution lists, links on the ISDH website, and
community groups. Needs assessment surveys were sent by e-mail to the 92 Local Health Departments (LHD) , all
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community health centers, and to all MCH clinics. The Indiana State Department of Health received 341 responses to the
Title V Needs Assessment Public Input Survey.

The next step in the Needs Assessment was to examine strengths and capacity. Staff examined the State’s capacity to
engage in various activities, including collecting annual performance data and providing services by each service domain.
Staff analyzed current resources including state health department staff, collaborative partners, Title V Block Grant funding,
state funding and funding from other resources including HRSA and CDC project specific grants. Staff reviewed what current
activities and services were being provided by state and local entities by pyramid levels to address current and proposed
national and state performance measures. This helped staff understand where there were adequate services and where
gaps existed.

To select priorities, the MCH Director, Children with Special HealthCare Services (CSHCS) Director, Title V Coordinator, MCH
Epidemiology Director and other senior staff met to examine the needs identified from data and public input. They matched
needs to desired outcomes, required state and federal mandates, Healthy People 2020 draft objectives, and levels of
existing capacity.

To set performance objectives, the priority areas were divided among senior Title V staff and staff subject matter experts.
These activities resulted in an Action Plan that has been used as part of this Title V grant application. The team also
identified what data would be used to monitor progress on the performance measures, who would be responsible for
reviewing the data, and how frequently the data would be monitored.

The MCH Director, CSHCS Director, Medical Director, Director of Life Course Systems and Grants Coordinator met and
evaluated current resources to decide if additional resources or legislative authority would be needed for the new national
and state performance measures. This group assessed the activities, current budgets, political priorities, and existing
partnerships to develop a budget that directs available resources toward activities identified in the Action Plan. During the
needs assessment process, collaborators, stakeholders and parents of children with special healthcare needs were
involved in setting priorities, developing performance measures and setting yearly objectives.

 

II.B.2. Findings

II.B.2.a. MCH Population Needs

MCH POPULATION NEEDS

            The summary of Indiana’s MCH populations is presented in the following categories: (1) Women/Maternal Health, (2)
Perinatal/Infant Health, (3) Child and Adolescent Health, (4) Children with Special Health Care Needs, and (5) Cross-
cutting/Life Course.  Child and Adolescent Health domains were combined due to the ease of summarizing overlapping data
sources.  Topics in each section of this summary are relevant to that population and are limited to the key existing or
emerging issues that will be addressed in the state action plan.  A more comprehensive document including all indicators
reviewed and analyzed, as well as a list of references for data sources used can be found in the attachment section of the
application.

WOMEN/MATERNAL HEALTH

Issues that impact pregnant women and women of childbearing age in Indiana include problems related to preconception,
conception, post-conception, and inter-conception health.  Data around women’s well-visits, alcohol and drug use among
women of child-bearing years, overweight and obesity, pregnant women receiving early and adequate prenatal care, teen
births, short interval pregnancies, cesarean deliveries, and inductions were reviewed for this population domain.

Women’s Well Visits

Annual well-woman preventive care visits allow women to obtain the recommended preventive services that are age and
developmentally appropriate such as preconception care, mammograms, STD testing, and cervical cancer screenings.  The
Healthy People 2020 Goals related to this measure aim to increase the proportion of women who receive clinical preventive
services and pregnant women who discussed preconception health with a provider prior to pregnancy. According to the
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2013 Behavioral Risk Factor Surveillance System (BRFSS) data, in Indiana, only 57.9% of females 18-44 years of age had
a preventive visit in the past 12 months compared to the national average of 65.1%. This, however, is an increase from
2011 (56.8%) and 2012 (57.0%). Females 40 to 44 years of age have had the highest percentage of preventive visits within
the past year for 2011 to 2013, ranging from 61.7% to 65.7%.  Females between 20 and 29 years typically have lower
percentages receiving preventive visits in the past 12 months. 

Prenatal Care

Prenatal care is more likely to be effective if women begin receiving care early in pregnancy. The Healthy People 2020 goal
is for 77.9% of pregnant women to receive prenatal care beginning in their first trimester.  The Indiana prevalence has never
been above 70% for this indicator.  An increase from 66.1% in 2009 to 68.4% in 2012 was observed for Indiana; however,
the percentage disappointingly dropped back down to 67.4% in 2013. There is a major racial and ethnic disparity for Indiana
in the percentage of women receiving prenatal care in the first trimester as the percentages in the Black (56.8%) and
Hispanic (57.8%) populations are consistently lower than the White (69.9%) population. Positively, both Black and Hispanic
populations have shown improvement in the past few years.

Another way of assessing prenatal care is the Kotelchuck Index, also known as the Adequacy of Prenatal Care Utilization
(APNCU) Index, which combines the month prenatal care began with the number of prenatal care visits from the start of
prenatal care up to the delivery and compares it with a standard number of visits. The Healthy People 2020 goal is to
increase the proportion of pregnant women who receive early and adequate prenatal care to 77.6%. The percentage in
2011 for Indiana was 72.0% and increased in 2013 to 73.6%. In 2013, White women had the highest rate receiving
adequate care (76.6%), followed by Hispanic women (63.4%) and Black women (60.0%).

Cesarean Deliveries

Cesarean delivery can be a life-saving procedure for certain medical indications. However, for most low-risk pregnancies,
cesarean delivery poses avoidable maternal risks of morbidity and mortality, including hemorrhage, infection, and blood
clots.  Much of the increase in cesarean deliveries in Indiana and the rest of the nation can be attributed to first-birth
cesareans.  The overall cesarean delivery rate in Indiana has remained around 30% in the past several years for all races.
The primary cesarean rate has been approximately 20% from 2009 to 2013. A low-risk cesarean delivery is a term,
singleton, and vertex birth to a nulliparous woman delivered by cesarean section. The Health People 2020 objective for low-
risk cesarean deliveries is 23.9%.  From 2009 to 2013, approximately 24% of low-risk deliveries were cesarean in Indiana. 
Black mothers typically have had a higher prevalence of low-risk cesarean deliveries with 26.5% in 2012 and 24.5% in 2013.
Although increasing from 21.8% in 2009 to 22.3% in 2013, Hispanic mothers have the lowest prevalence of low-risk
cesarean deliveries.

Teen Births

            Children born to teen mothers are more likely to suffer health, social, and emotional problems than children born to
older mothers.  Teen mothers are at increased risk of medical complications, such as preterm or low birthweight births. 
While the number of births to teen mothers has declined over time, the rates are still higher in Indiana when compared to
the rest of the nation.  The Indiana teen birth rate among 15 to 19 year olds has declined from 42.3 per 1,000 female
population 15 to 19 years in 2009 to 30.3 in 2013.  However, the 2013 national teen birth rate for 15 to 19 year olds was a
much lower 26.5.  More specifically, the Indiana teen birth rate for 15 to 17 year olds has declined from 20.8 per 1,000
female population 15 to 17 years in 2009 to 13.6 in 2013.  The 2013 national teen birth rate for 15 to 17 year olds was
12.3.  Indiana rates in 2013 are highest among black mothers (44.8) for the 15 to 19 age group and highest among
Hispanic mothers (24.9) for the 15 to 17 age group. 

Short Interval Pregnancies

Interpregnancy interval is the amount of time between pregnancies. Short interval pregnancies are associated with adverse
perinatal outcomes such as significantly higher risks for low birth weight, preterm, and small-for gestational age births.
According to the CDC, interpregnancy intervals less than 18 months are at greater risk of delivering a full term small for
gestational age (low birth weight) infant compared to women with interpregnancy intervals of 24 to 36 months. The
percentage of short interval pregnancies (less than 18 months or 78 weeks) has been around 33% in Indiana the past
several years (2011-2013).  This is above the 29.6% that the CDC/National Center for Health Statistics (NCHS) most
recently reported for the nation in their National Vital Statistics Report (Volume 63, Number 3) based on 2011 live birth
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certificate data.  In 2013, 33.7% of Indiana white and black births were short interval pregnancies, while 28.7% of births to
mothers of other races and 27% to mothers of Hispanic ethnicity were less than 18 months apart.  The percentage of short
interval pregnancies is inversely proportional with age.  Over 80% of births to mothers ages 15 to 17 years and almost 70%
to mothers ages 18 to 19 years were considered short interval in 2013, while mothers ages 30 to 34 years and ages 35 to
39 years had 27% and 23% of births less than 18 months apart from a previous birth, respectively.

PERINATAL/INFANT HEALTH

With over 83,000 births annually in Indiana, prevention and early detection of problems in infants are vital to reduce the
magnitude of financial, personal and emotional burdens associated with adverse outcomes.  Data around birth rates,
newborn screening, birth defects, low birthweight and prematurity, perinatal regionalization, fetal and infant mortality, specific
causes of infant mortality, and breastfeeding were analyzed in this population domain.

Prematurity & Low Birthweight

            Prematurity, or preterm birth, is defined as a birth less than 37 weeks gestation, or a birth prior to at least three
weeks before a full term birth (full term birth is defined as 40 weeks gestation). Prematurity is the leading cause of death
among newborn infants. Between 2007 and 2013, percentages of preterm births in the U.S. and Indiana steadily declined.
The Healthy People 2020 Goal is to decrease the percentage of preterm births to 11.4% (based on the last menstrual
period). In 2012 and 2013, Indiana fell below this, with 10.9% and 11.0%, respectively. Although Indiana has lower rates of
preterm births compared to the nation and national goal, large disparities exist among racial and ethnic groups in Indiana
that cannot be ignored.  Black mothers deliver the highest percentage of preterm births with 13.2% in 2013, compared to
just over 9% to white and Hispanic mothers (based on the obstetric estimate).  Moreover, while trends of preterm births are
declining among all other races, preterm birth rates among black mothers in Indiana have remained relatively unchanged
since 2003 (13.3%) and have been as high as 16.3% in 2007. 

Low birthweight births (LBW), those infants born weighing less than 2,500 grams, comprised 7.9% of all live births in Indiana
in 2013. These births can be infants born preterm and those who are born full term but are too small, a condition known as
intrauterine growth retardation (IUGR).  LBW is associated with an increased risk of infant death and long-term disabilities. 
Indiana has seen a decrease in the percentage of LBW births between 2009 (8.3%) and 2013 (7.9%). In 2012, for the first
time, Indiana had a lower percentage of LBW births when compared to the U.S. The Healthy People 2020 Goal is to reduce
the percentage of LBW births nationwide to 7.8%. There is a clear racial disparity among infants born at low birthweights.
Black mothers in Indiana had nearly double the percentage of LBW births, with 12.9%, compared to white mothers (7.3%)
and Hispanic mothers (6.7%).

Perinatal Regionalization

            Perinatal regionalization is a system of designating where infants are born or transferred based on the care needed
for the mother and baby at the time of birth. The goal of regionalized systems is to ensure that high-risk infants receive
appropriate care at facilities with superior technology and specialized health providers.  One challenge of achieving a
successful perinatal regionalization network in Indiana is the widespread rural communities that are far from perinatal
centers. The Healthy People 2020 Goal is to have 83.7% of very low birthweight births delivered at a designated Perinatal
Level III hospital. In Indiana, the percentage of those infants born at a Level III hospital has decreased between 2011
(68.2%) and 2013 (66.1%), and is far below the national goal.  VLBW births to Hispanic mothers had the lowest percentage
born at a Level III facility with only 62.2% followed by 65.7% among white mothers and 67% among black mothers in 2013. 

Infant Mortality

            The Indiana infant mortality rate (IMR) has continued to be much higher than the U.S. rate and Healthy People 2020
goal for the past decade (2003-2013). The Healthy People 2020 Goal is to reduce the IMR to 6 infant deaths per 1,000 live
births. While the U.S. has seen a steady decline in the IMR, Indiana’s rates continue to fluctuate. Indiana’s IMR saw a steady
decline between 2004 (8.1) and 2008 (6.9). However, in 2009, the IMR increased to 7.8 and has since slowly decreased to
7.1 in 2013. Indiana’s rates, despite small improvements, are still much higher than the U.S. rate in 2013 of 5.96 infant
deaths per 1,000 live births. There is an obvious racial disparity that exists for infant mortality. In Indiana, black infants are
2.6 times more likely to die when compared to white infants.

Sleep-Related Infant Deaths
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SUIDs are the leading cause of infant death after the first month of life and the third leading cause of infant death overall in
Indiana and the rest of the nation.  Rates of SUIDs in Indiana are much higher compared to the nation.  Although, the
Indiana SUIDs rate has decreased from 117.3 deaths per 1,000 live births in 2009 to 99.0 in 2013, the black-white infant
mortality disparity remains critically evident when it comes to SUIDs.  The SUIDs rates in 2012 and 2013 for black infants
were 268.8 and 199.9 and for white infants 73.3 and 84.8, respectively.  Examining within the SUIDs category, in 2012,
Indiana had a SIDS rate of 56.5 per 100,000 live births, while the national rate was 42.5. The Indiana rate has since
increased to 57.8 in 2013. The 2013 rate of SIDS deaths among black infants was 70.0, down from 119.5 in 2012, while the
2013 rate for white infants was 55.1, up from 51.6 in 2012. The Healthy People 2020 Goal is 50.0. The rate of suffocation
deaths for Indiana in 2012 was 13.2 per 100,000 live births compared to the national rate of 18.3.  However, the 2013
Indiana rate has since increased to 20.5. The 2013 rate of suffocation deaths among black infants was 60.0, while the white
rate was 16.4. 

Breastfeeding

            The Healthy People 2020 goals are to increase the percentage of infants that have ever been breastfed to 81.9%
and increase the proportion of infants who are breastfed exclusively to 25.5%. According to the 2011 National Immunization
Survey, Indiana fell below these goals, with only 74.1% of all infants ever being breastfed and only 18.1% being exclusively
breastfed through six months of age.  Both measures are also consistently lower than the national averages. Additionally,
77.3% of Indiana mothers reported breastfeeding at hospital discharge according to live birth certificate data in 2013, with
only 64.1% of black mothers reporting this measure. 

Child & Adolescent Health

Childhood is a time of tremendous physical, cognitive, and socio-emotional development. Additionally, adolescent health
(ages 10 to 19 years) is a critical transitional period that includes the biological changes of puberty and the need to
negotiate key developmental tasks. This part of the needs assessment analyzed data around developmental screenings,
school readiness, overall reported health status of children, routine immunizations, influenza vaccinations, physical activity,
overweight and obesity, injury hospitalizations, adolescent well-visits, bullying, drinking and drug use, sexual behaviors,
causes of mortality.

Developmental Screening

While the percent of children with a developmental disorder has been increasing, the overall screening rates remain low.
The Healthy People 2020 goal is to increase the proportion of children (age 10 months to five years) who have been
screened for an Autism Spectrum Disorder and other developmental delays to 24.9%.  According to the National Survey of
Children’s Health (NSCH), the percent of children who received a standardized screening in Indiana increased from 2007
(19.4%) to 2011-12 (23.9%).  The percent of children in Indiana receiving a screening is much lower when compared to the
nation, where 30.8% of children in 2011-12 were screened.

Physical Activity

With a high proportion of children and adolescents in Indiana battling problems with obesity, ensuring guidelines around
physical activity are met is critical. In Indiana, of the children two to four years in the WIC (Women, Infants, and Children)
program, an alarming 15.4% were considered obese while 17.4% were considered overweight in 2014. This is an increasing
trend from 2013 when 14.5% were obese and 16.2% of WIC children two to four years were overweight.  Moreover, around
15% of Indiana high school students compared to 13% nationally reported they were obese (at or above 95  percentile for
body mass index (BMI), for age and sex) on the 2011 Youth Risk Behavior Survey (YRBS).  The trend of Indiana obese
youth has been increasing since 2003 (11.3%). 

The 2011-12 NSCH reported that in Indiana only 36.4% of children aged six to 11 exercised, played a sport, or participated
in physical activity that made them sweat and breathe hard for at least 20 minutes every day, a slight decrease from 2007
(37.7%). About 37% of parents in Indiana reported that their child (6-11 years) engages in vigorous physical activity four to
six days a week, an increase from 2007 (32.0%). In 2011-12, 21.3% of parents reported that their child engaged in vigorous
physical activity one to three days a week, a decrease from 2007 (25.8%), and 5.0% reported zero days a week. These
percentages are nearly the same as the national average for 2011-12.

Approximately, 24.2% of high-school students in Indiana reported that they were physically active for a total of at least 60
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minutes every day in the past week, according to the 2011 YRBS.  This is an increase from 2009 with 23.4%.  In 2011, only
16.7% of Non-Hispanic Black students reported meeting the guidelines, while over 25% of Non-Hispanic Whites and
Hispanics reported meeting the guidelines.  Females (15.8%) reported the lowest percentage, while males (32.2%) reported
the highest.

Non-Fatal Injuries

According to the National Electronic Injury Surveillance System (NEISS) nationally representative sample, there were 176.8
unintentional injury hospitalizations per 100,000 children 0 to 9 years in 2013 compared to Indiana’s rate of 99.95.  From
2011 to 2013, there were 2,941 injury-related hospitalizations in children ages 0 to 9 in Indiana. Male children (1,752) were
hospitalized more than female children (1,189) from 2011 to 2013.   Rates of injury-related hospitalizations in Indiana have
decreased from 218.6 in 2011 to 172.5 hospitalizations per 100,000 in 2013 for children less than a year old. Rates for
children ages one to four years have also decreased from 151.9 in 2011 to 119.3 in 2013. The rate of hospitalizations
fluctuated in children 5 to 9 years, increasing from 2011 (73.0) to 2012 (83.6) but decreasing in 2013 (71.7).

According to the NEISS, there were 210.6 unintentional injury hospitalizations per 100,000 adolescents 10 to 19 years of
age in 2013 compared to Indiana’s rate of 186.7.  In Indiana, there were 5,457 injury-related hospitalizations in adolescents
10-19 year olds from 2011 to 2013.  Males (3,280) were hospitalized more than females (2,177) from 2011 to 2013. More
specifically, the rate for injury-related hospitalization in Indiana for adolescents 10-14 years old has decreased from 103.6
per 100,000 in 2011 to 102.2 in 2013. The rate of males 10-14 years old has decreased from 132.0 in 2011 to 106.9 in
2013. The rate of females 10-14 years old has increased from 73.9 in 2011 to 97.3 in 2013. For adolescents 15-19 years
old in Indiana, the rate for injury-related hospitalization has decreased from 298.4 in 2011 to 270.3 in 2013. The rate of
males 15-19 years old has decreased from 368.2 in 2011 to 301.5 per 100,000 in 2013 while the rate of females 15-19
years old has increased from 224.5 in 2011 to 237.6 in 2013. 

Bullying

The number of students who were bullied on school property in Indiana has increased and is higher than the rest of the
nation, according to the 2011 YRBS. Almost 23% of students in Indiana compared to 19.9% nationally reported being bullied
at school in 2009, while 25% of students in Indiana compared to 20.1% nationally reported bullying in 2011. Males were less
likely to be bullied than females in Indiana in 2011 (21.8% and 28.2%, respectively). Students in 10  grade reported the
highest rate of bullying on school property (30.2%) followed by 28.5% of 9  graders, 21.6% of 11  graders, and 18.2% of
12  graders in 2011. Non-Hispanic black students (12.4%) were less likely to report bullying in comparison to Non-Hispanic
whites (26.9%), Hispanics (25.4%), and multi-racial students (31.5%).   

CHILDREN WITH SPECIAL HEALTH CARE NEEDS

In Indiana, approximately 270,000 children (17%) have special health care needs. With nearly 20% of these Indiana children
living at or below the federal poverty level, it is of increasing concern that these low-income families have the appropriate
attention and access to care for their CSHCN. This part of the needs assessment analyzed data around the demographics
of CSHCN, the components of a well functioning system for CSHCN (including medical home and transition services), autism,
ADD/ADHD, and treatment and counseling.

Medical Home

One very important component of a well-functioning system is CSHCN receiving coordinated, ongoing, comprehensive care
within a medical home. A medical home ensures that children have easy and timely access to appropriate, individualized and
comprehensive health care. The key component of a medical home is the collaborative efforts between the primary,
specialty and sub-specialty providers. This provides care coordination services so that each family and all the professionals
serving them work together to implement a specific care plan.  In Indiana, 44% of CSHCN in Indiana received coordinated,
ongoing, comprehensive care within a medical home, compared to only 46.8% of CSHCN in the U.S according to the 2011-
12 NSCH. Both Indiana and the nation are well below the Healthy People goal of 54.8% for this measure.  Among children
without special health care needs, 62.3% in Indiana receive the appropriate care within a medical home.  This percentage is
above the national average of 56.3% but falls below the Healthy People 2020 goal of 63.3%.

Transition

Another component that is essential to well-functioning system is youth with special health care needs receive the services
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necessary to make transitions to adult life; including adult health care, work and independence. For this outcome to be
reported as successfully achieved, the youth’s doctor must have discussed transitioning to doctors who treat adults,
changing health needs as the youth becomes an adult, and how to maintain health insurance as an adult. The doctor must
have usually or always encouraged the youth to take age-appropriate responsibility for managing his or her own health
needs.  The Healthy People 2020 goal aims to increase the proportion of CSHCN whose health provider has discussed
transition planning from pediatric to adult health care to over 45%.  Nationally, only 40% of families reported on the 2009-10
NS-CSHCN that their youth (12 to 17 years) with special health care needs receive the services necessary to make
transitions to adult life. This percentage is higher in Indiana, with 43.7% of families reporting their youth with special health
care needs received necessary services to make the transition to adult life.

CROSS-CUTTING/LIFE COURSE

Cross-cutting issues that impact the life-course of Indiana’s population of infants, children, adolescents, and women are
particularly important due to the overall negative health, financial, and social impact that could result. Data around smoking,
tobacco use, oral health, and insurance coverage were of focus for this domain. These issues were assessed for the entire
MCH population in Indiana and only data around the key existing or emerging issues are summarized below.

Smoking

Despite decreasing rates, Indiana remains consistently higher than the rest of the United States among all population age
groups. In 2013, 25.5% of Indiana women of childbearing age were current smokers. The rate of women smoking during
pregnancy is of even more concern in Indiana.  This puts many women at risk of having low birth weight babies and or even
at risk of infant death. The Healthy People 2020 Goal is for 98.6% of pregnant women not to smoke. The 2013 national
average of pregnant smokers was 8.5% while Indiana’s rate was 15.7%. Although this is an improvement from the 16.5%
that reported smoking during pregnancy in 2012, Indiana is consistently near double the national average. White mothers
(17.4%) in Indiana were far more likely than black mothers (11.8%) or Hispanic mothers (4.7%) to report smoking during
pregnancy in 2013. Another population that has a high smoking rate is pregnant women on Medicaid. In Indiana, 44.1% of
pregnant women were on Medicaid in 2013. Of those pregnant women on Medicaid, 25.6% reported smoking during
pregnancy.  This is a slight improvement from 2012 where 27.0% of women of Medicaid smoking while pregnant.

Adverse effects of parental smoking on children have been a clinical and public health concern for decades. The Healthy
People 2020 goal is to reduce the proportion of children ages three to 11 years exposed to secondhand smoke to 47%. 
The percent of children reported on the NSCH who live in households in Indiana where someone smokes decreased from
2007 (37.3%) to 2011-12 (30.5%). However, Indiana’s percentage of children who live in households where someone
smokes still remains much higher than the national average (24.1%). In Indiana, 31.1% of Black, Non-Hispanic children,
20.5% of White, Non-Hispanic children, and 25.6% of Hispanics children lived in a household where someone smokes.

Oral Health

Oral health is a vital component of overall health. Access to oral health care, good oral hygiene and adequate nutrition are
essential components of oral health. Children with limited access to preventive oral health services are at greater risk for
oral diseases. The Healthy People 2020 goal is to increase the proportion of persons aged 2 years and older who used the
oral health care system in the past year to 49%. Healthy People 2020 goals also include reducing the proportion of children
aged 3 to 5 years with dental caries in their primary or permanent teeth to 30% and children aged 6 to 9 years with dental
caries in their primary or permanent teeth to 49%.  Unfortunately, there are no local sources of data for these objectives. 
The 2011-12 NSCH reported that 17.3% of children in Indiana had a toothache, decayed teeth, or unfilled cavities in the
past year, which was lower than the nation (18.7%). The percent of children who had a preventative dental visit in Indiana
was 78.1%, which is slightly higher than the nation (77.2%). Data around the oral health of pregnant women and other
populations is unavailable currently in Indiana.  

II.B.2.b Title V Program Capacity

II.B.2.b.i. Organizational Structure

Mike Pence was elected the 50th Governor of the State of Indiana in 2012 and inaugurated January 14, 2013. Prior to being
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elected Governor, Pence represented Indiana in Congress. 

Dr. Jerome Adams was appointed by Governor Mike Pence as the Indiana State Health Commissioner on October 22, 2014.
Dr. Adams currently serves as Assistant Professor of Clinical Anesthesia at Indiana University School of Medicine and as a
staff anesthesiologist at Eskenazi Health, where he is Chair of the Pharmacy and Therapeutics Committee. 

Dr. Jennifer Walthall, was appointed as the Indiana State Department of Health Deputy State Health Commissioner and
Director for Health Outcomes by Governor Pence on November 3, 2014. Dr. Walthall is currently an Associate Professor of
Emergency Medicine and Pediatrics at Indiana University School of Medicine. She also serves as the Division Chief for
Pediatric Emergency Medicine and the Program Director for the Emergency Medicine and Pediatrics Residency.

Eric Miller was appointed the Chief of Staff on October 22, 2014 by State Health Commissioner Jerome M. Adams. Prior to
this appointment, Eric served as Deputy Director of Government Efficiency and Financial Planning in Indiana's Office of
Management and Budget. 

Dr. Duwve has been at the Indiana State Department of Health (ISDH) since 2008.  She currently serves as the Chief
Medical Consultant.  Prior to that appointment, she served as the Medical Director for Public Health and Preparedness,
working closely with the Immunization, Lead and Healthy Homes, Injury Prevention, and Local Health Department Outreach
programs.  

The commissions at the Indiana State Department of Health include Health Care Quality and Regulatory, Public Health
Protection and Laboratory services, Tobacco Prevention and Cessation, and Health and Human Services. The Maternal and
Child Health Division and the Children’s Special Health Care Services Division both reside under the Health and Human
Services Commission. MCH and CSHCS are responsible for administering and coordinating all parts of the Title V Block
Grant for Indiana.

Arthur Logsdon,  serves as the Assistant Health Commissioner for the Health and Human Services Commission. His work at
ISDH began in 1979. Over the course of that time he has served as Communications Director, Deputy Director of the Office
of Legal Affairs, and as an Assistant Commissioner for regulatory programs.  In his role as Assistant Commissioner for HHS,
Art oversees several ISDH Divisions, including MCH and CSHCS.

Robert Bowman became the Director of Maternal and Child Health in  2013. Prior to this position, Mr. Bowman served five
years as Director of Genomics and Newborn Screening Program at ISDH. 

Shirley Payne became the Director of the Children’s Special Health Care Services Division in 2013. Prior to this, Ms. Payne
served as the Integrated Community Services Manager for the Children’s Special Health Care Services Division.

 

II.B.2.b.ii. Agency Capacity

The narrative that follows provides some insight into the extensive partnership system that helps to ensure services, at all
pyramid levels, to the Title V populations. 

State Program Collaboration with Other State Agencies and Private Organizations 

Collaboration with other state agencies and private organizations is key to continued capacity building to meet the needs of
the Title V populations. At the State level, at least three partnerships have been pivotal in meeting the needs of the Title V
population. These include the Family & Social Services Administration (FSSA), Department of Child Services (DCS) and the
Department of Education (DOE). Under FSSA, the Office of Medicaid Planning & Policy (OMPP) assists not only with
payment issues but also with protocol and policy issues that help to establish uniformity and quality of care for women of
childbearing age, pregnant women, children, and children with special needs. In regards to DCS, the Indiana State
Department of Health has partnered with this organization to expand their home-visitation programs and safe sleep
initiatives. Collaboration with the DOE ensures that the needs of children/children with special needs are met in the
educational venue. The partnership with DOE also provides an entryway for educational curricula on public health issues
such as HIV/AIDS, STIs, and fetal alcohol spectrum disorders. 
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Partnerships with private organizations provide a mechanism for growing capacity beyond the reaches of government.
Especially important are the partnerships with professional organizations in the healthcare industry. Examples include the
American Academy of Pediatrics (Indiana Chapter) and the Indiana Academy of Family Physicians, which have been key
partners in the Community Integrated Systems of Services project. The Indiana chapter of the American College of
Obstetricians and Gynecologists and Indiana Certified Nurse Midwives assist in creation and implementation of prenatal
standards of care as well as participating on initiatives such as decreasing prematurity. Organizations, such as the Indiana
Perinatal Network and the Indiana Chapter of March of Dimes, are also instrumental in bringing issues on health/healthcare
for the Title V populations to the legislative forefront, and disseminating perinatal health information throughout the state.

MCH is particularly excited about its new partnership with Goodwill Industries of Central Indiana. Specifically, through the
Maternal, Infant, and Early Childhood Home Visiting Program, ISDH is funding Goodwill Industries to implement Nurse Family
Partnership (NFP) in high risk communities in Indiana. This innovative public / private partnership will be the state's first
implementation of NFP.

State Support for Communities

Limited staff at the State level means that resources must be used in a judicious manner to support the local communities.
Dedicated State staff serve as a focal point or clearing house, providing local communities with information and research on
evidence-based protocols and best practices. Since staff at the State level are aware of a wide range of programs across
the state, Title V staff members also provide a means of connectivity between projects. This connectivity allows the sharing
of information concerning successes and challenges in the implementation of a variety of local programs. 

One example of an interface with local programs is the safe sleep education program. This program develops and
coordinates access to community-based services for pregnant women and their families at risk for poor pregnancy
outcomes. The Safe Sleep program provides outreach and education at the local level to ensure that every infant in Indiana
has a safe sleep environment. 

MCH also funds the Indiana Family Help Line (IFHL) which provides a means of connecting families with community level
services. The Indiana Family Helpline is an official Enrollment Center recognized by the Division of Family Resources (DFR)
comprising of seven certified Navigators who are knowledgeable about the several programs operated under Indiana
Medicaid.  The role of the IFHL Navigators is to assist Hoosier consumers in obtaining health insurance by assisting in
completing applications for the Indiana Health Coverage Programs (IHCP) and the Healthy Indiana Plan (HIP) 2.0.  In
addition, the IFHL Navigators provide consumer outreach and education, assess the level and type of consumer need,
assist with the eligibility assessment, and assist with the enrollment of the application, including processing Supplemental
Nutrition Assistance Program (SNAP) applications.  Furthermore, the Indiana Family Helpline’s Navigators are familiar with
the health insurance key concepts of the Patient Protection Affordable Care Act (PPACA), that are mandatory to assist
consumers with completing applications for qualified health plans on the federal Marketplace Exchange.  The IFHL
Navigators are available throughout the year to assist with any IHCP application, including Medicaid and SNAP; and for
providing guidance to consumers who qualify for an insurance health plan on the Marketplace either during a special
circumstance period or during the regular open enrollment period from November through January of each year.

A strong relationship between MCH staff and local and statewide partners also allows for a sharing of information concerning
local participation in community programs such as school wellness projects, community baby showers, and local MCH
events.

Coordination with Health Components of Community-Based Systems

Key health components in community systems include access to care, insurance coverage, prevention initiatives, and a
medical home for children with special needs. At the state level, MCH and CSHCS collaborate with the OMPP, in the Indiana
FSSA, to ensure a woman's access to prenatal care via the "presumptive eligibility" program. Children's Special Health Care
Services (CSHCS) also collaborates with OMPP to provide supplemental medical coverage to families of children with
chronic medical conditions. Community-based staff members provide feedback to MCH staff concerning strengths and
issues associated with these processes. Prevention programs are a key component in addressing issues, especially those
associated with pregnancy. Examples of such initiatives include smoking cessation during pregnancy and prematurity
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prevention. IPN and the Coalition to Preventing Smoke-free Pregnancies in Indiana are two examples of organizations that
provide a conduit between state and local advocates in support of these initiatives. 

The medical home is an especially important component for children/children with special needs. Currently, the pediatric
staff members at Indiana University School of Medicine are working with the Community Integrated System of Services on
the medical home learning collaborative. The Indiana State Department of Health also works collaboratively with the local
health departments, community health cents, and other local health agencies to coordinate systems of care for Hoosiers.

Coordination of Health Services with Other Services at the Community Level 

Indiana has at least two major mechanisms to coordinate health services with other community services. The Indiana Family
Help Line (IFHL) is a centralized clearing house which connects families with services located in their respective
counties/communities on a statewide basis. IFHL participates in the Indiana 211 Partnership, a regionalized information and
referral service. IFHL is also involved with Connect2Help which provides a forum for discussion/implementation of standards,
resources and policies concerning information and referral systems. The second mechanism of coordination of services
concerns the contractual agreement with each of the MCH grantees providing services. Inclusion of Memorandums of
Understanding (MOUs) with community organizations providing support services is strongly encouraged and reviewed with
each clinic grant application. 

II.B.2.b.iii. MCH Workforce Development and Capacity

Title V Program Administration

MCH distributes the Title V Federal-State Block Grant Partnership budget primarily through grants to community agencies
that provide direct, enabling, population-based, and infrastructure building services that impact the federal and State
performance measures. 

MCH Business and Grants Management staff manages all contracts, grants, MOUs and MOAs, prepares Grant Application
Procedures (GAP), facilitates review of grant and contract applications, and monitors grant and contract expenditures for
the MCH Division and the CSHCS Division. This section makes Title V budget and planning recommendations and
coordinates all applications for funding, including primary responsibility of preparing Title V Budget and Budget Narrative
and Budget. The staffs coordinate all contracting, procurement and programmatic financial tracking and provide clerical
support for the MCH Division.

Title V funds funded 67 full-time state employees, 21 full-time contractors, and 1 part-time contractor in the MCH and
CSHCS Divisions.

Robert Bowman became the Director of Maternal and Child Health in 2013. Bob Bowman also serves as the MCH Title V
Director. Prior to his role as MCH Director, he served for five years as the Director of Genomics and Newborn Screening
Program at ISDH. Mr. Bowman has a Master’s degree in Genetic Counseling from Indiana University as well as two prior
Master’s degrees in Secondary Education and Developmental Biology and Genetics from West Virginia University.

Shirley Payne became the Director of the Children’s Special Health Care Services Division in 2013. Prior to this, Ms. Payne
served as the Integrated Community Services Manager for the Children’s Special Health Care Services Division, working
closely with the Title V program. Ms. Payne has a MPH degree from Indiana University. In the fall of 2015, Ms. Payne will
start the PhD- Health Behavior program at Indiana University.

Since 2012, Theresa Hunter has served as the Title V Coordinator. Ms. Hunter provides programmatic oversight to the MCH
Title V grantees. Ms. Hunter has a MPH and Master’s of Applied Health Science from Indiana University. In May of 2015, Ms.
Hunter earned her PhD in Health Behavior from Indiana University. Ms. Hunter is also a Certified Health Education Specialist.

Since 2014, Justin Searcy has served as the Integrated Community Services manager for the Children’s Special Health
Care Services Division. Mr. Searcy provides programmatic oversight to the CSHCN Title V grantees. Mr. Search has a
MPH degree from the University of Tennessee.
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Kelsey Gurganus currently serves as MCH Epidemiology Division Director and supervises a team of three contracted
epidemiologists. Ms. Gurganus has a Master’s of Public Health (MPH) degree in epidemiology from Indiana University.

Alisha Borcherding has served as the MCH Business Manager since December 2012.  Ms. Borcherding, has a Master’s
degree in Public Administration from Indiana University.

Diana Feliciano currently serves as the Director of the Indiana Family Help Line. Prior to this role, Ms. Feliciano served as

the Resource Database Specialist for the Indiana Family Help Line. Ms. Feliciano received her Bachelor of Science degree

 from Indiana University. 

Victoria Buchanan currently serves as the Director of Genomics and Newborn Screening. Prior to this role, Ms. Buchanan
provided oversight to the INSTEP program. Ms. Buchanan has a MPH degree  from Indiana University and a Master’s of
Science in Biology from Purdue University.

Since 2012, Carolyn Runge has served as the Maternal Health Administrator. Ms. Runge provides programmatic oversight
to the Baby and Me Tobacco Free Program and the MCH breastfeeding initiatives. Ms. Runge has a MPH degree from
Indiana University. Ms. Runge is also an International Board Certified Lactation Consultant.

Gretchen Martin serves as the Child Fatality Review Coordinator and oversees the Child Fatal Review teams, FIMR teams,
and injury prevention related projects. Ms. Martin also supervises our Safe Sleep coordinator position. Ms. Martin has a
MSW from Indiana University.

In May of 2015, Geena Lawrence became the Adolescent Health Coordinator and will oversee all adolescent health related
projects. Ms. Lawrence will also supervise the YRBS Coordinator. Ms. Lawrence has a MPH from Indiana University.

Julie Betz became the Infant Mortality Education Liaison in May of 2015. Ms. Betz will be providing oversight of our infant
mortality education initiatives and the ISDH Labor of Love campaign. Ms. Betz has a Bachelor’s degree from the University
of Dayton.

The MCH Division currently has vacancies in the following positions: Child Health Administrator, Chief Nurse Consultant, and
Women, Infant, Child and Adolescent Health Program Director.

II.B.2.c. Partnerships, Collaboration, and Coordination

Title V staff excel in the area of collaboration. In many cases MCH and CSHCS provide leadership in coordinating efforts
among the many public and private organizations concerned with the Title V populations.

Local Health Departments -- The local health departments operate independently in the State of Indiana. However, the
ISDH Local Health Department's Outreach Office hosts a monthly conference call and webcast. Agenda topics are gathered
from the various commissions at ISDH. The MCH Division uses this opportunity to broadcast updates to the 92 counties
throughout the State. 

Mental Health &  Substance Abuse -- The Division of Mental Health and Addiction (DMHA) provides input to the Social,
Emotional & Training Committee of the Early Childhood Comprehensive Systems (ECCS) initiative. DMHA also provides
supplemental funding support for the Baby & Me Tobacco Free program for pregnant women with substance abuse
problems. ISDH and DMHA are co-lead agencies for the SAMHSA funded Project LAUNCH grant.

Education -- The Department of Education is a core partner in the administration of the Youth Risk Behavior Survey. DOE
also assists in training and curricula on HIV and sexuality issues for adolescents.In 2015, ISDH partnered with DOE to create
the Indiana School Nurse Manual, to provide resources to all school nurses in the state of Indiana.

Vocational Rehabilitation/Disability Determination/Rehabilitation Services -- MCH and CSHCS work closely with
several divisions in FSSA. The Division of Disability and Rehabilitative Services (DDRS) is the parent agency for First Steps,
which partners with CSHCS to create a combined enrollment procedure for children with special needs. First Steps,
Indiana's Early Intervention Program, also provides intervention services to children identified by positive Newborn
Screening (NBS) and children who do not pass the Universal Newborn Hearing Screening and/or children at risk for later
acquired hearing loss. 

Medicaid, SCHIP/Social Security Administration -- OMPP, under FSSA, is a key collaborator in the establishment of
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payment policies and procedures for CSHCS and the development of the Family Information & Resource Directory.  As of
July 1, 2015, Medicaid will no longer reimburse for early elective childbirths. The new policy means that Indiana Medicaid will
not pay a hospital or physician for the delivery of a child prior to 39 weeks gestation that is not medically indicated or occurs
naturally. With this policy change, Indiana will become the fourth state to eliminate Medicaid payment for early elective
deliveries. About half of all births in Indiana are covered by Medicaid. 

Corrections -- MCH partners with the Department of Corrections (DOC) to provide to funding for "Wee Ones Nursery"
(WON). WON is located at the Indiana Women's Prison and provides care for children from birth up to 18 months. The goal
of the program is to reduce infant placement into foster care and allow an opportunity for bonding and attachment between
mothers and their newborns. DOC also offers the Mother and Child Safe Care and Development program and works with
Craine House, a step down program for early release of mothers.

Federally Qualified Health Centers -- ISDH funds community health centers (CHCs) that have over 85 locations
throughout Indiana. The Office of Primary Care (OPC) provides CHC support with funds from the Master Tobacco
Settlement as authorized by the Indiana General Assembly. Nineteen community health centers are designated FQHCs. The
CHCs are located in 43 of 92 counties.  There are an additional 58 Rural Health Centers in Indiana. The OPC and MCH
share information on statewide needs and how funding is distributed.  Many CHCs were originally funded as MCH clinics, but
they have now developed into comprehensive primary care centers. In addition to sharing of information via staff, activities
are also coordinated between MCH, CHCs, and local health departments using a web-based tool.

Primary Care Associations -- The Indiana Primary Health Care Association (IPHCA), advocates for quality health care for
all persons residing in Indiana and supports the development of community-oriented primary care initiatives. IPHCA partners
regularly with MCH by providing staffing on many MCH committees and councils.

Tertiary Care Facilities -- The CSHCS program funds an enrollment office at Riley Children's Hospital in Indianapolis,
Indiana. CSHCS also trains other hospitals on how to enroll children needing services. 

Technical Resources and Health Professional Educational Programs and Universities -- Indiana University provides
research and evaluation  for committees and grantees. Indiana University also participates in the Leadership Education in
Neurodevelopmental and Related Disorders (LEND) program.  Organizations such as the Indiana Society for Public Health
Education (InSOPHE) provide public health seminars and forums to allow sharing of information and relationship-building.

Indiana Perinatal Quality Improvement Collaborative (IPQIC) - IPQIC brings together key stakeholders across the
state of Indiana to work collaboratively to address infant mortality related issues. IPQIC currently has several subcommittees
including, System Development, Finance, Education, Quality Improvement, Data and NAS Task Force. In 2015, ISDH
created the newest IPQIC subcommittee, the Health Disparities subcommittee.

Coordination of Title V Programs with Other Federal Programs and Providers

MCH collaborates with numerous providers and many federal programs to ensure that services are available and accessible
to members of the MCH population. In addition, MCH partners with other organizations in the sharing of data and the funding
of services. Some examples of collaborative efforts follow.

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) -- HealthWatch/EPSDT is the coordinated program
established by OMPP to provide periodic screening for children under the age of 19. Information concerning Title V and
Medicaid providers can be obtained using the toll-free number to the IFHL. 
Womens, Infants and Childrens (WIC) -- WIC has numerous partnerships with Divisions within the HHS Commission as
well as within ISDH. The IFHL, funded and administered by MCH, provides referrals not only to WIC but also other
appropriate agencies. Twenty-one of the WIC clinics house the MCH Free pregnancy testing program.

Disability -- Both MCH and CSHCS work closely with several divisions in the FSSA. The Division of Disability and
Rehabilitative Services (DDRS) is the parent agency for First Steps which partners with CSHCS to create a combined
enrollment procedure for children with special needs. First Steps also provides intervention services to children identified by
positive Newborn Screening (NBS) and children who do not pass the Universal Newborn Hearing Screening and/or children
at risk for later acquired hearing loss. Vocational Rehabilitation Services, under FSSA, also provides referrals and partners
with CSHCS.
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Family Planning Programs -- The Indiana Family Planning Partnership is a partnership among the Indiana Family Health
Council (IFHC), ISDH, the Indiana Department of Child Services (IDCS) and FSSA. These agencies have agreed that the
coordinated funding of family planning services in Indiana will increase access to services ensure quality of services, and
minimize administrative overhead. All funds have been granted to the IFHC, Indiana's Title X agency. IFHC contracts with
local agencies in locations with the highest risk populations to provide comprehensive reproductive health and family
planning services to the citizens of Indiana. The goal of the coordinated funding is to use the public family planning funds as
efficiently and effectively as possible to target the women most in need, to provide complete services to all low income
women, to maximize Indiana competitive position family planning funding regionally, and to minimize the amount of
paperwork for the providers.

Department of Child Services - ISDH works closely with the Indiana Department of Child Services (IDCS) for the
Maternal, Infant, and Early Childhood Home Visiting Program (MIECHV). IDCS operates the Healthy Families program
throughout the state while ISDH contracts with Goodwill Industries of Central Indiana to implement Nurse Family Partnership
program. This partnership ensures that all federally-recognized home visiting programs in operation throughout the state
are coordinated for optimal service provision, recruitment of highest-need families, and non-duplication of efforts. In 2014,
ISDH and DCS partnered to form the Indiana Safe Sleep Collaborative. This partnership has helped to unify a safe sleep
message and to provide safe sleep education and resources to Hoosier families.

State Disabilities Determination and Vocational Rehabilitation -- CSHCS works through DDRS in the Indiana FSSA to
determine services and rehabilitation for children with special health care needs. First Steps, Indiana's early intervention
program, coordinates services for/with CSHCS. Healthy Families Indiana, another early intervention program, identifies, at
the time of birth, those families that are at risk of child abuse. CSHCS provides financial support for the training efforts
involved in this statewide home visiting program. CSHCS coordinates with developmental disabilities programs primarily
through interactions with the First Steps Program and with the UNHS/EHDI follow-up efforts. Coordination with vocational
rehabilitation programs is conducted primarily through the database of providers maintained by the IFHL. IFHL provides
appropriate referral contacts to statewide vocational rehabilitation offices and agencies.

Early Childhood Comprehensive Systems Program (ECCS) -  Indiana was awarded a competitive grant from the
Maternal and Child Health Bureau for funding for the Early Childhood Comprehensive Systems (ECCS) Program to mitigate
the toxic stress experienced by young children throughout the state. Indiana proposed to build on existing resources to
create a coordinated training model that cuts across disciplines and links systems in order to achieve a sustainable system
of evidence based and informed supports and treatment services for infant and young children and their families that have
experienced trauma or that are at risk for trauma.

Home-Visiting Program- The governor appointed ISDH and the Department of Child Services as co-lead agencies to
implement the Indiana Maternal, Infant, and Early Childhood Home Visiting Program.
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$12,245,079 $12,201,282 $16,396,864 $12,194,490

$13,825,616 $12,542,261 $18,830,753 $10,826,991

$281,514 $231,067 $170,026 $156,993

$1,208,063 $833,945 $923,332 $810,736

$812,660 $1,146,322 $1,693,342 $354,769

$28,372,932 $26,954,877 $38,014,317 $24,343,979

$15,796,793 $9,357,234 $17,910,188 $17,761,157

$44,169,725 $36,312,111 $55,924,505 $42,105,136

$12,245,079 $12,095,666 $12,245,079

$13,747,912 $15,442,086 $12,703,035

$231,067 $231,067 $172,442

$833,945 $835,946 $364,702

$1,146,322 $1,146,502 $227,856

$28,204,325 $29,751,267 $25,713,114

$19,582,880 $18,290,474 $19,264,023

$47,787,205 $48,041,741 $44,977,137

III.D. Financial Narrative

2015 2016

Budgeted Expended Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total

2017 2018

Budgeted Expended Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total
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$12,245,079

$25,158,751

$339,761

$764,893

$435,284

$38,943,768

$19,876,022

$58,819,790

2019

Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total
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III.D.1. Expenditures

Expenditures
 
For Federal Fiscal Year 17, the Indiana State Department of Health expended $10,534,888 through June 30, 2018.  Additional salary
and related expenses will be charged in ISDH’s financial system to consume the remaining award balance by 09/30/2018. 
 
Combined funding for contracts and subgrants constitutes the majority of Title V spending.  The MCH division made subawards to
thirty organizations for the two‐year period 10/01/2017 through 09/30/2019.  Projects addressed Children with Special Health Care
Needs, oral health, breastfeeding, prenatal care coordination, family planning, infant mortality, and other topics.  These grantees
provided $1,104,654 in non‐Federal matching funds.  Contracts included an event planner for the Annual Infant Mortality Summit,
a program to work with the Indiana Perinatal Quality Improvement Collaborative and our Nurse Family Partnership home‐visiting
program, allowing the program that was piloted in Marion County to continue and expand into additional counties. 
 
The Title V grant pays salary, fringe, and related expenses for all staff in the Children’s Special Health Care Services (CSHCS)
division, comprised of approximately thirty‐three staff and contractors.  This staff provides care coordination, enroll providers in
the State CSHCS program, determine financial and medical eligibility of applicants, and process all claims to outside vendors. 
They also collaborate with other state, local, and community partners on improving systems of care.  The Maternal and Child
Health program employs approximately forty staff and contractors through the Title V grant.  These individuals oversee a variety
of programs including the Child Fatality Review program, breastfeeding initiatives, smoking cessation, infant mortality,
adolescent health, children’s health, and the Indiana MCH hotline.  The MCH Epidemiology and Information Technology teams
work with all MCH programs to house and interpret data that used to guide policy in all parts of the state.
 
State fund expenditures increased from State Fiscal Year 2016 to State Fiscal 2017, and an additional increase has been recognized
for State Fiscal Year 2018 spending.  Much of Indiana’s MCH State funding come from our Children’s Special Health Care Services
program.  Using Title V funds to pay salaries allows use of all State appropriation funds to provide services directly to families. 
The Safety PIN and State Nurse Family Partnership program also provides a large portion of the State commitment, focusing on
reducing infant mortality and protecting Indiana newborns. Subgrants made under these two new appropriations began January
1, 2017, with a second round in January 1, 2018.  ISDH will anticipate significant increase in state expenditures in future years as a
result of these appropriations.  Additional funds come from our Sickle Cell, Tobacco Prenatal Substance Abuse Prevention, and
Birth Problems Registry funds.
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Created on 9/24/2018 at 4:23 PMPage 51 of 274 pages



III.D.2. Budget

Budget
 
For Federal Fiscal Year 2019, the Indiana State Department of Health (ISDH) requests $12,245,079.  This amount is consistent with
what was received by ISDH for Fiscal Year 2018.  ISDH has increased the amount of funding granted out to local communities to
align with the performance measures for the new five‐year cycle.  The Indiana governor and general assembly continues to
emphasize infant mortality as a state priority.  The ISDH Division of Maternal & Child Health (MCH) also partners with ISDH
Divisions of Trauma & Injury Prevention and Nutrition & Physical Activity to provide programs focusing on child safety and
physical activity. 
 
The MCH division will continue approximately forty‐one grants for Fiscal Year 2018.  The family planning program will continue,
expanding to additional grantees in Fiscal Year 2018 through the Abstinence Education Grant Program (AEGP) grant.  Smoking
cessation for pregnant women will be a focus of the Baby and Me Tobacco Free program, for which ISDH is partnering with the
national provider, Welco.  ISDH will also partner with the Centering Healthcare Institute to implement the Centering Pregnancy
program in local Indiana communities, bringing assessment, education, and support to pregnant women.  The Early Start grant will
increase the number of pregnant women gaining early entrance into prenatal care.  New grant programs that started in FY17,
including Injury Prevention and Fetal Infant Mortality Review will continue through into FY19.  The goal of the FIMR grant is for
local communities to implement and enhance fetal infant mortality review teams.  The Injury Prevention grant provides funds for
organizations to turn recommendations from their local Child Fatality Review Team into a project to decrease the rate of injury‐
related hospitalizations per population aged 0‐19.
 
ISDH anticipates contracting with a number of organizations as well.  The Nutrition and Physical Activity division will coordinate
several contracts to bring programs into schools encouraging physical activity and making better nutritional choices.  They will
also partner with the Indiana Department of Transportation for the creation of a master bike and pedestrian plan for the State of
Indiana, focusing on infrastructure that will engage youth and adolescents in physical activity but providing opportunities for the
entire family as well.  The Trauma and Injury Prevention division will contract to create a car seat recycling program and provide
Child Passenger Safety Technician training. 
 
The Maternal and Child Health division intends to put Title V money toward our Nurse Family Partnership home visiting program,
allowing the program that has been piloted in Marion County to continue and expand into additional counties.  Title V funds will
also be used to contract with an event planner for ISDH to host the Annual Infant Mortality Summit.  Emerald Consulting, a current
contractor, will continue to work with the Indiana Perinatal Quality Improvement Collaborative to ensure all women of
childbearing age receive equitable and appropriate health care before, during, and after pregnancy.
 
While grants and contracts make up the majority of the Title V expenses for ISDH, salaries are also a large part.  The Title V grant
pays salary, fringe, and related expenses for all staff in the Children’s Special Health Care Services (CSHCS) division, comprised of
approximately thirty‐three staff and contractors.  This staff provides care coordination, enroll providers in the State CSHCS
program, determine financial and medical eligibility of applicants, and process all claims to outside vendors.  They also
collaborate with other state, local, and community partners on improving systems of care.  The Maternal and Child Health
program employs thirty‐nine staff and contractors through the Title V grant.  These individuals oversee a variety of programs
including the Child Fatality Review program, breastfeeding initiatives, smoking cessation, infant mortality, adolescent health,
children’s health, and the Indiana MCH hotline.  The MCH Epidemiology and Information Technology teams work with all MCH
programs to house and interpret data that is used to guide policy in all parts of the state.
 
Non‐federal MCH budgeting has increased by approximately $10 million annually based on the new appropriation of state funds
for Nurse Family Partnership and Safety PIN (Protecting Indiana Newborns) programs.  These state funds support 20 new
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subawards to Indiana communities and organizations to reduce infant mortality. 
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III.E. Five-Year State Action Plan

III.E.1. Five-Year State Action Plan Table

State: Indiana

Please click the links below to download a PDF of the Entry View or Legal Size Paper View of the State Action Plan Table.

State Action Plan Table - Entry View 

State Action Plan Table - Legal Size Paper View 
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III.E.2. State Action Plan Narrative Overview

III.E.2.a. State Title V Program Purpose and Design

 

III.E.2.a. Title V Program Purpose and Design

 

The Title V program in Indiana exemplifies the importance of supporting coordinated, comprehensive, and family-centered systems of
care at the state and local levels, especially for children and youth with and without special health care needs.  Title V programming
guides major state initiatives and program staff serve on numerous internal and external boards and councils addressing this work. 
For more than 20 years, the Indiana Title V program has funded care coordination efforts throughout the state.  This uniquely
positioned the program to lead the work to secure reimbursement from Medicaid for care coordination.  Indiana serves as one of 12
states collaborating with the Boston University School of Social Work Center for Innovation in Social Work & Health (CISWH) on
the HRSA-funded Health Care Delivery System Innovation for Children with Medical Complexity (CMC) project.  Indiana will pilot
place-based care coordination within the health care system to better provide comprehensive family-centered assessment, cross-
communication, and integration of services into communities.  This includes piloting an innovative payment model through Medicaid
for care coordination reimbursement.  Indiana’s CoIIN team is comprised of Title V, Medicaid, family members, primary care and
specialty care providers, and other key state and local stakeholders that are relevant to the project’s success..  It is important to note
that this project was conceptualized, in part, by utilizing AMCHP’s National Consensus Standards for Systems of Care for
Children and Youth with Special Health Care Needs (CYSHCN).  The national standards have also been used to inform state-
funded initiatives around care coordination and wrap-around services overseen directly by Title V and CYSHCN directors (i.e.
sickle cell).

 

These national standards also guide the CYSHCN portion of the block grant which aims to implement and support initiatives within
the medical home, those that reflect transition national performance measures, and the development of screening state measures.  Title
V’s years of experience with implementing care coordination efforts statewide has also made the program an invaluable member and
one on a team of leaders working to implement the Help Me Grow (HMG) model in the state.  This model is a system approach to
designing a comprehensive, integrated process for ensuring developmental promotion, early identification, referral, and linkage to
early childhood resources and services at the state and local levels.  It reflects a set of best practices for designing and implementing a
system that can optimally meet the needs of young children and families.  Utilizing both the national standards and HMG model as
guides for enhancing the systems of care for children, youth, and young adults in Indiana is creating an optimal environment for long-
term sustainable change in the state.        

 

 

III.E.2.b. Supportive Administrative Systems and Processes
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III.E.2.b. Supportive Administrative Systems and Processes

III.E.2.b.i. MCH Workforce Development

 

III.E.2.b.i.MCH Workforce Development and Capacity

All ISDH employees receive training on cultural competency during orientation and refresher courses are available throughout the
year. Through partnerships with the Office of Minority Health and the Indiana Minority Health Coalitions, MCH and CSHCN
employees have several opportunities to received training on culturally and linguistic competence.
Through partnerships with local and state-wide organizations, ISDH employees also have the opportunity to attend workshops and
trainings such as Youth Worker Cafés provided by the Indiana Youth Institute, and the Strengthening Families Institute provided by
the Department of Child Services. Additionally, MCH and CSHCN staff are encouraged to participate in local, state-wide and
national leadership committees and learning collaboratives.

To foster professional growth and development, MCH and CSHCN employees are encouraged to attend and present at community
events, state-wide workshops, and national conferences. MCH and CSHCN employees have presented on behalf of Indiana at
national conferences such as American Public Health Association, Association of Maternal and Child Health Programs Conference,
Society for Public Health Education, American School Health Association Conference, and the School-based Health Alliance
Conference.  

Continuing education for professional development is also offered by the ISDH.  Leadership at All Levels (LAAL) is offered at no
cost to participants and includes core, intermediate, and advanced courses which train in leadership concepts.. LAAL helps build
skills that can strengthen resumes, advance careers, and prepare individuals for their next professional assignment.  It can also
improve the learner’s ability to supervise employees, work well on a team, become more effective in their work, and take on new
challenges, both professionally and personally.

The ISDH reviews staff on an annual basis, utilizing the State Personnel Department’s Review Criteria, which include completion and
review of the Work Profiles.  These review sessions offer opportunities for employees to reflect on personal growth and
development, set goals for the coming year, and celebrate the successes.  Adoption of these staff reviews as policy has strengthened
open communication between staff and leadership.

 

Indiana is also participating in the Maternal Child Health Workforce Development Center 2018 cohort training.  The proposed
project aims to integrate and align the Indiana Breastfeeding Coalition and the ISDH WIC and MCH divisions.  As the project has
evolved, additional partners, including physicians and local coalitions, has increased  collective impact  through better partnership,
goal and strategy alignment, and improvement in organizational relationships.  By fall of 2018, there will remain an alliance of
independent breastfeeding-support organizations, but are all working cooperatively to implement the state’s Breastfeeding Plan. 
 

The MCH division hosts quarterly team retreats to strengthen workforce development. These retreats are meant to give MCH team
members a chance to collaborate and learn about each other’s roles, while bonding and participating in team-building activities. Since
the MCH division is so unique in the number of team members who reside offsite, these retreats provide opportunities for everyone to
connect, learn updates about the division and ISDH, and become reinvigorated with the common aim and purpose of all MCH
programming.

 

By identifying strengths of individuals not only as team members but as leaders in MCH, the division has continued a culture of
constant professional and personal growth and development. The MCH Programs team has participated in the StrengthsFinder
assessment to determine each individual’s top five strengths.  This effort will be continuously utilized to evaluate strengths of new
members, as they are added to the team.
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The MCH Title V Coordinator, along with the MCH team leads have applied and been accepted to the 2018 Strategic Skills Institute
hosted by the National MCH Workforce Development Center. The National MCH Workforce Development Center offers state Title
V leaders and their partners training, collaborative learning, coaching and consultation in implementing health transformation using a
variety of learning platforms. The Skills Institute is focusing on providing MCH Title V program individuals’ tools, specifically the eight
key strategic skills, to achieve MCH program goals. The MCH team hopes to leverage strategic skills to advance outcomes as the
period for renewing the 5 year Title V Needs Assessment is approaching in the next year.

 

In an effort to support other agency educational priorities, MCH provided funding to the ISDH Lead and Healthy Homes Division
earlier this year to provide lead risk-assessment training for local health department staff. Through these trainings, individuals from 13
local health departments received licensing to assess lead risks in homes where an elevated blood lead level had been identified. The
funding was also able to assist currently licensed lead risk assessors in numerous local health departments in obtaining the refresher
class license renewal. The Lead and Healthy Homes Division acknowledges the roe of this support in protecting the health of
Hoosiers against the devastating effects of lead hazard exposure and subsequent lead poisoning. If funding allows, MCH would like
to continue to provide scholarships to local health departments and continue the partnership with the Lead and Healthy Homes
Division to address lead hazards in the homes of Indiana’s children and families.
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III.E.2.b.ii. Family Partnership

 

III.E.2.b.ii. Family Partnership

 

ISDH values the role that families and consumers play in program implementation and sustainability. Family representatives participate
on several statewide and local advisory committees, quality improvement collaborative, as well as education development and
dissemination.
 
Advisory Committees:
Family representatives are part of several local and statewide leadership committees and coalitions. For example, the Project
LAUNCH Leadership Committee includes several family representatives, as well as representatives from local organizations.

The Title V Family Advisory Committee is a central part of Title V functions and serves a leadership and advocacy role for Indiana’s
Title V program.  The Title V Family Advisory Council was established to provide guidance and advice to the CSHCS Division at the
ISDH in its efforts to ensure a family-centered and culturally competent perspective is maintained in program planning processes.

Family representatives and local partners contribute to the leadership and efforts of several MCH/CSHCN related coalitions and
advisory committees, including the Title V Family Advisory Council, Indiana Perinatal Quality Improvement Collaborative (IPQIC),
NAS Task Force, Project LAUNCH Leadership Committee, and the ECCS Leadership team. Through our ECCS PDSA cycles,
over 75 families have been interviewed to gain a grass-roots understanding of the early childhood systems to which families are
connected that could conduct a developmental screening.  ECCS state and local partners also participate in monthly CoIIN family-
engagement webinars. Finally, the local ECCS team is creating a parent group to inform our work. 

 
Strategic and Program Planning:
ISDH requests feedback and suggestions about program activities from local organizations and Hoosier families.  For example, ISDH
hosted several focus groups in the fall of 2014.  These were meant to engage local families and to receive feedback on ISDH’s Labor
of Love infant mortality education campaign. ISDH hosted these focus group forums in both urban and rural areas across the state.
The input received during these open discussion sessions, was considered as the Labor of Love campaign was developed and
subsequently launched.
 
In the development of the Title V Needs Assessment, public input and feedback from Hoosier families was solicited through several
avenues such as electronic surveys, informational meetings, and public forums. 

 
Quality Improvement:
The CSHCN Division partners with families of CTSHCN in decision making at all levels to help ensure that families are satisfied with
the services that they receive.
 
The CSHCN Division partners with About Special Kids Organization to help facilitate the Title V Family Advisory Council.

 
Workforce Development:
The Title V Family Advisory Council partners with ISDH to provide educational opportunities for consumer stakeholders, parents,
and family members to gain skills related to advocacy, leadership development, and issues related to maternal and child health. These
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events include the Labor of Love Infant Mortality Summit, Indiana Public Health Nurse Conference, and the Indiana Hospital
Summit.
 
 
Additionally, parents of children with special health care needs are paid staff members of MCH and CSHCN and serve the important
role of providing support and leadership to other families navigating the complexities of determining diagnosis, treatment, and follow
up necessary for their children.
 
 
Block Grant Development and Review:
Input is solicited from Hoosier families and consumers when developing the Title V Needs Assessment and Application. In the
development of the Title V Needs Assessment, public input and feedback from Hoosier families was solicited through several
avenues such as electronic surveys, informational meetings, and public forums.
 
 
Materials Development:
ISDH utilizes feedback and recommendations from family representatives when creating culturally relevant educational materials and
resource information.. For example, EHDI contracts with Indiana Hands and Voices, another national organization, which promotes
parent-to-parent support.  Further, more than half of EHDI staff are parents of children who are deaf, giving the perspective required
to serve this unique population appropriately.
 
 
Advocacy: 
The About Special Kids (ASK) contract supports parent involvement by utilizing trained and experienced Parent Liaisons to provide
peer support, information and referral, and education and training for families of CSHCN. Activities include sending a monthly e-
newsletter, developing and sending out educational materials, operating an information "hotline" and a system of follow-up contact
with families, conducting training sessions, and assessing the ongoing and changing needs of families with special health needs. ASK
utilizes family input to develop strategies to address issues such as childcare, community resources, early intervention, and health care
financing. Guide By Your Side has ten Parent Guides located throughout the state to assist families of newly-identified children with
special health care needs.
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III.E.2.b.iii. States Systems Development Initiative and Other MCH Data Capacity Efforts

 

 

III.E.2.b.iii States Systems Development Initiative and Other MCH Data Capacity Efforts

The Title V Maternal and Child Health (MCH) Block Grant program (Title V) strives to reduce maternal and infant morbidity
and mortality rates, by improving the health of women before, during and after pregnancy. In order to measure Title V program
efficacy, program leaders must collect a wide array of information from the residents served. This captured data serves as the core of
any population health program and is used to understand uniqueness of local populations, prevalence rates, participation trends, gaps
in services, barriers to care, needs of the community, and much more. Accurate, complete, and timely collection of data with
meaningful use allows for a strong understanding of the community and program, in order to drive decision-making based upon
individual community needs.  Data capture and its meaningful use is the crux of Title V programs..

In order to address the complexity of this need, the State Systems Development Initiative (SSDI) grant program was created
to support Title V recipients in the understanding and overcoming of data challenges. The purpose of the SSDI project is to address
MCH database management systems efficiency and meaningful use of captured data points as foundations for programmatic decision
making. The primary focus of this project will be to develop, enhance, and expand Indiana State Department of Health (ISDH) Title
V MCH data capacity and integrity for Title V MCH Block Grant reporting needs.

In accordance with the notice of funding opportunity, Tier 2 applications for the SSDI grant program must address three goals:
 two general objectives shared by all states and one objective specific to each state’s population needs. The first general goal shared
by all 50 states is to build and expand MCH data capacity. This will allow states to further support MCH program activities and form
data-driven decisions based directly upon population health outcomes. Second, is the objective for all state MCH programs to
advance the development and utilization of linked information systems and datasets both within the agency as well as throughout the
state. Having integrated or interoperable systems allows program staff to address data integrity needs, in addition to providing a
health information exchange system for seamless transition of care. The ISDH will work to meet these goals through the development
of an MCH-specific database management system with a fully interoperable health information exchange system.

 
The third objective for Tier 2 SSDI grant applicants is intended to allow states a programmatic focus based upon individual

population need. States are to select one of three options: support program evaluation activities and tools, provide data support for
quality improvement initiatives, or address data needs for syndromic surveillance systems. The ISDH has elected to provide focus on
data integrity for syndromic surveillance systems related to emerging MCH issues. Specifically, Indiana’s MCH will focus on
surveillance tools for Neonatal Abstinence Syndrome, infant mortality, and vector borne diseases such as Zika, Dengue, and
Cytomegalovirus (CMV). The ISDH will develop biosurveillance dashboards to aid in the monitoring of prevalence rates, data
completeness, timeliness, and accuracy.

 
State Systems Development Initiative
Each of the Title V national performance measures and the state-specific health initiatives relies on the active collaboration

with the community’s healthcare providers to gain knowledge, feedback, and guidance regarding health outcomes, resource
availability, and barriers to care. This information allows ISDH Title V program divisions to monitor progress toward population
health objectives and make data-driven decisions for programmatic focus. When considering the identified needs for Title V and the
state-selected goals to achieve, it becomes clear that ISDH programs cannot function as silos, where each independently focuses on
one aspect of maternal and child health. In order to address full MCH population health needs, the ISDH requires a custom,
enhanced database and health information exchange system capable of successful data management and systems interoperability
within a complex and dynamic data environment.

Data from all MCH population domains is essential to make data-driven decisions, in order to provide needed resources,
conduct state-wide disease surveillance, implement evidence-based program for the treatment and prevention of disease, as well as
patient-level early detection and intervention to reduce both maternal and infant morbidity and mortality rates. Through the data
capacity expansion and data systems integration, an accurate and functional health information exchange system will be created.
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Rapid detection and early intervention is the crux of MCH programs success. In order to perform early detection and
intervention, program staff need access to timely, accurate, and complete data for both aggregate and individual health outcomes,
along with the ability to confidentially exchange patient level data with Indiana’s healthcare providers for appropriate medical
intervention and resource provision. Further evaluation is needed to address data integrity, database functionality and systems
interoperability for MCH programs use.

While Indiana does have syndromic surveillance systems and community health programs to address concerns (the Indiana Birth
Defects and Problems Registry), the limited system functionality, inability to verify accurate data, rudimentary reporting portals, and
lack of connection in the community make them ineffective tools for impacting mortality rates. Therefore, our state specific special
project will focus on data integrity for syndromic surveillance systems related to emerging MCH issues. Our syndromic surveillance
systems will focus on the emerging MCH issues of Neonatal Abstinence Syndrome, infant mortality, and vector borne diseases such
as Zika, Dengue, and Cytomegalovirus (CMV). The special project is crucial to improve mortality rates, engage in community
partnerships, and provide accurate and timely data to community leaders and stakeholders.

 
Through the data-driven MCH programmatic decisions, ISDH will implement and allocate appropriate resources and community

programs to ensure our mission “to promote, protect, and provide for the public health of people in Indiana.”

PROGRESS ON OBJECTIVES

Objective Activity Progress

Build and expand state
MCH data capacity to
support the Title V MCH
Block Grant program
activities.

Engage stakeholders to assess
current data reporting
processes and identify gaps.
Meet regularly to develop
work plan and perform
continuous quality improvement
efforts for overcoming barriers
to success.

To date, internal MCH data system
staff meet weekly to review current
data exchanges and identify barriers.
External stakeholder meetings have
not yet been held.

 Hire Data Quality Engineer to
address current data capacity,
use, barriers, and needs.
 
 

DQE hired 04/17/2018

 Procurement of a vendor for
data system design; addressing
database management system
expansion.
 
 

The RFP has been drafted and is in
final stages of review. Plan to have it
posted by July 1, 2018.

 Managing daily data load
integrity, data granularity, and
barriers to meaningful use.

The DQE is hired and weekly
meetings for data quality and business
need are being held.

 Expand programmatic data
capacity by evaluating reported
data for meaningful use.

This has not been started. This
programmatic expansion is included in
the RFP for data system vendor
procurement.

Advance the
development and
utilization of linked

Collaborating with community
healthcare providers and health
data reporting entities for

Outreach to identify key persons from
each healthcare facility has been
implemented as of 05/2018.

Created on 9/24/2018 at 4:23 PMPage 61 of 274 pages



information systems improved data capture and
reporting

 Procurement of a vendor for
data system design; addressing
systems interoperability and
data integration

RFP is in final review stage and
planned to be posted 07/01/2018.

Support surveillance
systems development to
address data needs
related to emerging
MCH issues.

Procurement of a vendor for
development of the data system
design.
 

 Procurement of a vendor for
development of the data system
design.

 Ensuring successful data
integration, data integrity, and
data granularity for the
identification and
implementation of risk factor
and data alert algorithms

 Establishing meaningful use of
reported data for
biosurveillance needs including
the assessment of data
accuracy and completeness as
well as the rapid identification
and intervention of disease.

Weekly meetings are being held to
review currently captured data and
assess business need and meaningful
use. Current discussions focus on
duplication of data and source of
authority for accuracy.
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III.E.2.b.iv. Health Care Delivery System

 

III.E.2.b.iv. Health Care Delivery System

 

The ISDH and the Indiana Title V program hav3 worked to ensure that the Indiana Title V program compliments statewide health
care reform efforts and does not duplicate services.
 
The MOMs Helpline is an official Enrollment Center recognized by the Division of Family Resources (DFR), including certified
Navigators who are knowledgeable about programs operated under Indiana Medicaid.  The role of the MOMs Helpline Navigators
is to be available throughout the year to assist Hoosier consumers in obtaining health insurance by assisting in application completion
for the Indiana Health Coverage Programs (IHCP) and the Healthy Indiana Plan (HIP) 2.0.  In addition, the Helpline Navigators
provide consumer outreach and education, assess the level and type of consumer need, assist with the eligibility assessment, and
assist with the enrollment of the application, including processing Supplemental Nutrition Assistance Program (SNAP)
applications.  Furthermore, the MOMs Helpline Navigators are familiar with the health insurance key concepts of the Patient
Protection Affordable Care Act (PPACA), mandatory in assisting consumers with completing applications for qualified health plans
on the federal Marketplace Exchange.  
 
The new Healthy Indiana Plan (or “HIP 2.0”) is an affordable health insurance program from the State of Indiana for uninsured adult
Hoosiers. The Healthy Indiana Plan pays for medical expenses and provides incentives for members to be more health conscious.
The Healthy Indiana Plan provides coverage for qualified low-income Hoosiers ages 19 to 64, who are interested in participating in a
low-cost, consumer-driven health care program. Hoosiers with incomes of up to $16,436.81 annually for an individual, $22,246.25
for a couple or $33,865.13 for a family of four are generally eligible to participate in the Healthy Indiana Plan. The Healthy Indiana
Plan uses a proven, consumer-driven approach that was pioneered in Indiana. HIP 2.0 builds upon the framework and successes of
the original Healthy Indiana Plan.
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III.E.2.c State Action Plan Narrative by Domain

Women/Maternal Health

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 2 - Rate of severe maternal morbidity per
10,000 delivery hospitalizations

SID-2015 129.3 NPM 14.1

NOM 3 - Maternal mortality rate per 100,000 live
births

NVSS-2012_2016 43.6 NPM 14.1

NOM 4 - Percent of low birth weight deliveries
(<2,500 grams)

NVSS-2016 8.2 % NPM 14.1

NOM 5 - Percent of preterm births (<37 weeks) NVSS-2016 10.0 % NPM 14.1

NOM 6 - Percent of early term births (37, 38
weeks)

NVSS-2016 24.5 % NPM 14.1

NOM 8 - Perinatal mortality rate per 1,000 live
births plus fetal deaths

NVSS-2015 6.8 NPM 14.1

NOM 9.1 - Infant mortality rate per 1,000 live
births

NVSS-2015 7.3 NPM 14.1

NOM 9.2 - Neonatal mortality rate per 1,000 live
births

NVSS-2015 4.9 NPM 14.1

NOM 9.3 - Post neonatal mortality rate per 1,000
live births

NVSS-2015 2.4 NPM 14.1

NOM 9.4 - Preterm-related mortality rate per
100,000 live births

NVSS-2015 240.4 NPM 14.1

NOM 9.5 - Sleep-related Sudden Unexpected
Infant Death (SUID) rate per 100,000 live births

NVSS-2015 94.0 NPM 14.1

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2016 90.4 % NPM 14.1
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National Performance Measures

NPM 14.1 - Percent of women who smoke during pregnancy 
Baseline Indicators and Annual Objectives

Federally Available Data

Data Source: National Vital Statistics System (NVSS)

2016 2017

Annual Objective 15 14

Annual Indicator 14.3 13.5

Numerator 12,014 11,212

Denominator 84,010 83,053

Data Source NVSS NVSS

Data Source Year 2015 2016

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 13.0 11.5 10.0 8.5 7.0 5.5
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Evidence-Based or –Informed Strategy Measures

ESM 14.1.1 - Percent of adults enrolled in Baby and Me Tobacco Free that remain nicotine free at 6 months
postpartum.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 18.5

Annual Indicator 16.2 15.3

Numerator 45 32

Denominator 278 209

Data Source Baby and Me Tobacco Free
Program

Baby and Me Tobacco Free
Program

Data Source Year 2016 2017

Provisional or Final ? Provisional Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 20.0 21.5 23.0 24.5 26.0 27.5
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State Performance Measures

SPM 1 - Percent of Pregnant Women that receive prenatal care in the first trimester.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 71.5

Annual Indicator 69.3 69.3

Numerator 58,205 57,573

Denominator 84,008 83,063

Data Source MCH Epidemiology/ISDH DAT MCH Epidemiology/ISDH DAT

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 73.0 74.5 76.0 77.9 77.9 77.9
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SPM 5 - The rate of infants born with neonatal abstinence syndrome per live birth.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 9.9

Annual Indicator 14.9 23.5

Numerator 1,157 1,794

Denominator 77,585 76,243

Data Source MCH Epidemiology/Hospital
Discharge Data

MCH Epidemiology/Hospital
Discharge Data

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 9.8 9.7 9.6 9.5 9.4 9.3
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State Action Plan Table

State Action Plan Table (Indiana) - Women/Maternal Health - Entry 1

Priority Need

Smoking

NPM

NPM 14.1 - Percent of women who smoke during pregnancy

Objectives

Decrease the percent of women who smoke during pregnancy to less than 10% by 2020.

Decrease the percent of children who live in households where someone smokes to less than 20% by 2020.

Strategies

Promote Smoking Cessation among women of child-bearing age as well as within the Children's and Adolescent Health
Programs by supporting the Baby and Me Tobacco Free program and encourage enrollment in the Indiana Quit-line.

To improve statewide efforts we are researching additional tobacco cessation programs for pregnant women and their
partners.

**This Priority Need is supposed to be under "Cross-Cutting Life course"but since that domain is optional now it will only let
me input it under Women/Maternal***

ESMs Status

ESM 14.1.1 - Percent of adults enrolled in Baby and Me Tobacco Free that remain nicotine free at 6
months postpartum.

Active
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NOMs

NOM 2 - Rate of severe maternal morbidity per 10,000 delivery hospitalizations

NOM 3 - Maternal mortality rate per 100,000 live births

NOM 4 - Percent of low birth weight deliveries (<2,500 grams)

NOM 5 - Percent of preterm births (<37 weeks)

NOM 6 - Percent of early term births (37, 38 weeks)

NOM 8 - Perinatal mortality rate per 1,000 live births plus fetal deaths

NOM 9.1 - Infant mortality rate per 1,000 live births

NOM 9.2 - Neonatal mortality rate per 1,000 live births

NOM 9.3 - Post neonatal mortality rate per 1,000 live births

NOM 9.4 - Preterm-related mortality rate per 100,000 live births

NOM 9.5 - Sleep-related Sudden Unexpected Infant Death (SUID) rate per 100,000 live births

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health
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State Action Plan Table (Indiana) - Women/Maternal Health - Entry 2

Priority Need

Infant Mortality

SPM

SPM 1 - Percent of Pregnant Women that receive prenatal care in the first trimester.

Objectives

Increase the percent of pregnant women that receive prenatal care in the first trimester to 67.9% by 2020.

Strategies

Enhancing access to community resources and referrals by supporting the content and marketing of the pregnancy
mobile app, LIV that will assist women locate clinics and prenatal services in their area.

Our Indiana Perinatal Improvement Collaborative (IPQIC) Education Subcommittee has focused on prenatal care in the
first trimester specifically among women who have experienced a previous preterm birth or short cervix (≤ 20mm), with the
goal of identification of ALL women who have experienced a previous preterm birth delivered at less than 37 weeks
gestation and not induced for a medical indication. Once these patients are identified, the next step is to offer a
progesterone prophylaxes and expedite the initiation of weekly 17 hydroxyprogesterone (17P) injections or treatment with
vaginal progesterone.
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State Action Plan Table (Indiana) - Women/Maternal Health - Entry 3

Priority Need

Alcohol and Drug Use

SPM

SPM 5 - The rate of infants born with neonatal abstinence syndrome per live birth.

Objectives

Decrease the percent of infants born with Neonatal Abstinence Syndrome to 9.5% by 2020.

Strategies

Expand the perinatal substance use prevalence pilot program to utilize the established models for NAS identification, data
collection, and reporting.

MCH staff will work with local partners to disseminate education related to alcohol and drug use during pregnancy.

Pursue legislation for mandatory maternal drug screening upon presentation for delivery.
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Women/Maternal Health - Annual Report

II.E.2.c Women/Maternal Health: Annual Report (FY17 10/12016 - 09/30/2017)

State Priority:
Infant Mortality
 
 
State Performance Measure #1 (2016-2021): 
Percent of Women that receive prenatal care in the first trimester. 

In FY17, ISDH provided funding to 11 organizations across Indiana to implement and expand Early Start, a program that provides
community outreach to engage women in early prenatal care.  Women deemed at high risk are fast-tracked into a qualified provider.

ISDH released a funding opportunity in 2016 and again in 2017 for Safety PIN (Protecting Indiana’s Newborns) funding of best
practice initiatives with the goal of reducing infant mortality.  The recipients were provided 60% of their award for the first two years
and will receive the remaining 40% if the infant mortality rate drops within their targeted state region.  Several of these funded
programs focus on early and ongoing pregnancy care coordination.

ISDH helped to promote presumptive eligibility at the local level by collaborating with local organizations, attending stakeholder
meetings, including a quarterly neonatal quality subcommittee meeting hosted by our Office of Medicaid Policy and Planning, and
exhibiting at statewide community baby showers.

MCH staff members presented at several local and state-wide meetings on the importance of preconception and early prenatal care.

MCH continues to fund the Nurse-Family Partnership (NFP), with funding from the Maternal Infant and Early Childhood Home
Visiting (MIECHV) Program. MCH was awarded MIECHV competitive funding which supported expansion into additional
counties. The NFP model engages women early in pregnancy and has a positive influence on improving overall health during
pregnancy, especially in reducing preterm births.
 

In November of 2017, ISDH hosted the 5th annual ISDH Infant Mortality Summit.  The focus was on the impact of the opioid
epidemic on moms and babies.

MCH continued to work with the ISDH Division of Vital Records to improve data collection on birth and death certificates to
provide better quality data for analysis of perinatal outcomes. Replacement of the vital records data system has been approved.  The
future system will support linkage of birth and death records which will strengthen the ability to review infant mortality outcomes and
inform future action planning.

 
 

 

State Priority Need:

Alcohol and Drug Use
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State Performance Measure #5 (2016-2021): 

Rate of infants born with Neonatal Abstinence Syndrome per 1,000 delivery hospitalizations.
The ISDH initiated a perinatal substance use hospital study in January 2016 with the goal of identifying the prevalence of drug
exposed newborns throughout Indiana.

In 2017, of the 2,938 cords tested, opiates were positively detected at a rate of 14.37%, higher than the national sample rate of 10.8
%.  The types of drugs being utilized varies geographically.  Because we are not conducting universal screening of all Indiana babies,
we believe pilot results are an underrepresentation of true prevalence.
 In January 2016, four pilot hospitals began utilizing an established protocol. When the pregnant woman arrives at the hospital for
delivery, hospital personnel conduct a standardized and validated verbal screening.. Medical staff request that anyone with a positive
screening result at any point during her pregnancy consent to a urine toxicology screening. Babies whose mothers had a positive
verbal screen or positive toxicology screening results, and babies whose mothers did not consent to the toxicology screen are
screened using urine, cord or meconium, depending upon the results of the maternal screening.
 
Future actions this task force include expanding the established protocols statewide and pursuing legislation to mandate universal drug
screening of pregnant women.
 

ISDH partnered with Volunteers of America (VOA) to establish residential addiction treatment centers for pregnant women.  The
Fresh Start program is an opioid addiction recovery program administered by VOA and aims to prevent the detrimental effects of
prenatal drug usage on newborns by assisting pregnant women and women with newborns with p substance abuse and addiction
treatment in a residential care facility and post-discharge home visitation. The program supports pregnant women who have an opioid
addiction but do not have an open case with the Department of Child Services (DCS). Service begins during pregnancy and
continues up to the baby’s first birthday.  Women admitted into the program are allowed to have two of their children ages five and
under live with them during their residential treatment.  Home visitation by community health workers after discharge from the
residential treatment program provides continued follow up with the women and provides parenting information on child well-being.
The first two sites were established in Winchester and Indianapolis with two future sites planned in southern Indiana.

 

 

State Priority Need: Smoking

National Performance Measure #14 (2016-2021):
A. Percent of women who smoke during pregnancy.
B. Percent of children who live in households where someone smokes.
 

ISDH funded 20 sites to implement the Baby and Me Tobacco Free program. Ten sites are funded on a 7/1 – 6/30 cycle and seven
are funded on a 10/1-9/30 cycle. The remaining three sites are funded through the Safety PIN grant state funds.  ISDH Baby and Me
Tobacco Free sponsored programs enrolled a total of 1,185 participants (917 women and 217 support partners). 2,461 vouchers
were rewarded to participants whose carbon monoxide levels were reduced from their baseline.
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Women/Maternal Health - Application Year

II.E.2.c. Women/Maternal Health: Plan for the Application Year 
 
 
State Priority Need:
Infant Mortality
 
State Performance Measure #1 (2016-2021)
Prenatal Care in the first trimester
 
Indiana will address Perinatal & Infant Health factors contributing to Infant Mortality to increase the percent of women that
receive prenatal care in the first trimester. MCH will impact the increase by supporting, enhancing and promoting the MOMs
Helpline and Early Start programs.
 
Current Activities (FY18) and Plans for the Coming Year (FY19)
 
The Early Start program is an outreach effort that facilitates connecting newly diagnosed pregnant women with a prenatal provider.
There are 11 Early Start sites located throughout Indiana, most of them in health departments providing prenatal care. Many pregnant
women do not receive early prenatal care because they are not aware of available resources, which is especially common among
women who are not already enrolled in insurance. Along with connecting these women to insurance, Early Start triages high-risk
pregnancies to a qualified provider within two weeks.  Components of the first encounter include:

o  Health and pregnancy history
o  Prenatal risk assessment
o  Nutrition assessment
o  Height/Weight/BMI
o  Prenatal labs
o  Dispense prenatal vitamins
o  First trimester education
o  Medicaid enrollment, if eligible
o  WIC referral
o  Social services referrals
o  Prenatal care coordination referral

 
The ISDH, in partnership with FSSA, is working to establish an obstetric navigator program to foster the early identification of
pregnancies, engagement of women in the program, and guiding the mother throughout her pregnancy and the baby’s first year of life. 
The primary goal will be to focus on assessing and addressing risk factors known to impact the health of pregnant women and their
newborns. 
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The obstetric navigator program will use a centralized risk-stratification assessment process to determine the optimal program referral
based on perinatal needs.  For this framework to meet the need of women statewide, a home visiting program will need to be either
identified or established in all 92 counties.  The programs could include: Community Health Workers, Health Families, Nurse Family
Partnership and Paramedicine.  Once the optimal program is identified, the referral will be made, with the goal of empowering local
community programs to support women and their newborns.
 
Women on Medicaid and of childbearing age will be the focus of the marketing for this program.  Messaging will be simple: “When
you find out you are pregnant, call us for support.”  Women on Medicaid will also be contacted after a positive pregnancy test or
confirmatory ultrasound.  The Medicaid managed care entities will be encouraged to highlight the obstetric navigator program
incentives and reinforce enrollment, once a women shares she is pregnant.

 
 
Launched on March 1, 2016, the rebranded MCH MOMS Helpline (formerly known as the Family Helpline) connects mothers and
pregnant women with a network of prenatal and child health care services within local communities, state agencies and health care
organizations around the state. These services include: providing site locations for free pregnancy tests, facilitating Presumptive
Eligibility for Medicaid, linking mothers to qualifying clinicians for themselves and their infants, social service resources and referrals,
home visiting options, and aiding with transportation. The Helpline has regular hours (Monday – Friday from 7:30am – 5:00pm) with
voicemail outside of regular hours.  Spanish-speaking specialists are available. MCH intends to integrate the data received from the
Helpline to identify gaps in services throughout the state and will be instrumental in connecting services to high-need areas that might
have otherwise gone underserved.

 
 

The Indiana Perinatal Improvement Collaborative (IPQIC) Education Subcommittee has focused on increasing prenatal care in the
first trimester, specifically for women who have experienced a previous preterm birth or short cervix (≤ 20mm). The goal is
identification of all women who have experienced a previous preterm birth delivered at less than 37 weeks gestation and not induced
for a medical indication.  Once these patients are identified, the next step is to offer a progesterone prophylaxes and expedite the
initiation of weekly 17 hydroxyprogesterone (17P) injections or treatment with vaginal progesterone.

 
 

 
The Liv pregnancy mobile app was created to be a warm, friendly mobile environment that promotes early prenatal care and
education from planning to pregnancy and parenting. The name Liv, represents the character who navigates users through the app and
reflects the core mission of ensuring babies live beyond their first birthday. The goal of this app is to decrease the infant mortality rate
in Indiana by connecting new or expecting mothers with education about resources and healthy behaviors. The app includes a
searchable library filled with dozens of articles, calculators for due date and baby weight, an interactive calendar, a journal feature,
checklists, and an “Ask Liv” feature for getting answers not addressed in the app. Liv grants the user access to other resources
including contacts for doctors, hospitals, food banks, WIC clinics, drug treatment centers, and safe sleep education/crib distribution
sites, all based on the location of the user. Users can also sign up to receive messages and alerts appropriate to their stage of
pregnancy.  The Liv app was launched at the Indiana Labor of Love Infant Mortality Summit in November 2017 and is available for
free in the Apple Store and Google Play in both English and Spanish. It may also be used on a computer and may be found here:
www.askliv.com.
 
 
The information in this app has been a cross-collaboration effort across  ISDH, FSSA, the Indiana Office of Technology,  and the
Indiana Management Performance Hub. There are plans to include more resources and features from the Indiana Department of
Education and the Indiana Department of Child Services.
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State Priority Need:

Alcohol and Drug Use

State Performance Measure #5 (2016-2021): 

Rate of infants born with Neonatal Abstinence Syndrome per 1,000 delivery hospitalizations.

MCH will demonstrate progress in addressing alcohol and drug use throughout the Lifecourse domain by identifying the rate of infants
born with NAS in Indiana. Indiana Senate Enrolled Act 408 states that the ISDH may establish one or more pilot programs in
hospitals that consent to implement appropriate and effective models for NAS identification, data collection, and reporting. This pilot
has begun and plans to expand are in place.. MCH will continue to encourage the reporting of NAS diagnosis codes to the Indiana
Birth Defects and Problems Registry, with the goal of accurately quantifying the rate moving forward.  A small sample in 2018
revealed a rate of NAS diagnosis of 7.4 per 1,000 live births, which is above the reported US rate in 2012 of 5.8.

 

Current Activities (FY18) and Plans for the Coming Year (FY19)

ISDH facilitated this work through the IPQIC Perinatal Substance Use committee and pilot hospitals to develop a screening protocol
policy.  There currently exists no state mandated policy for universal drug screening of mothers or their newborns; mothers are only
screened at hospitals which have voluntarily implemented a screening protocol.

 

Senate Enrolled Act 408 also states that the ISDH establish one or more pilot programs with volunteer hospitals to implement
appropriate and effective models for NAS identification, data collection and reporting. With the recommendations of the IPQIC
Perinatal Substance Use committee, the goal of the pilot was to establish a protocol to determine prevalence of NAS in Indiana and
to test the processes used for potential expansion to all Indiana delivering hospitals. Four hospitals agreed to pilot the final
recommendations of the committee.

The hospitals are utilizing the following components:

·   A common definition of NAS;

·   Comprehensive and uniform staff training in the use of the Finnegan Neonatal Abstinence Scoring Tool to determine the
newborn’s status;

·   Universal screening of pregnant women at the first prenatal visit and when presenting for delivery;

·   Screening of newborns whose mothers have had a positive screen or who have opted out of the screening protocol;

·   Therapy protocol for providers for the treatment of pregnant women dealing with dependence/addiction;

·   Educational materials for patients and providers developed jointly with the IPQIC Education Committee;

·   Referrals for behavioral health supports;

·   Collection of a common set of data.

Future actions include expanding the established protocols statewide and pursuing legislation to mandate universal drug screening of
pregnant women.
 

State Priority Need:

Smoking

National Performance Measure #14 (2016-2021):

A. Percent of women who smoke during pregnancy.

B. Percent of children who live in households where someone smokes.
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Evidence-based/Informed Strategy Measure linked to NPM #14:

Number of adults enrolled in Baby and Me Tobacco Free that remain nicotine free at six months post-partum.

MCH will demonstrate improvements in smoking within the Lifecourse domain by increasing the number of adults that remain nicotine
free at 6 months postpartum, after participating in the Baby and Me Tobacco Free program.  This promotion of smoking cessation
among women of child-bearing age and families in the Children and Adolescent Health Programs will lead to a decrease in the
percent of women who smoke when pregnant and children living in households where someone smokes.

Current Activities (FY18) and Plans for the Coming Year (FY19)

Indiana continues to struggle with women who choose to smoke while pregnant.  In 2016, 13.5% of Hoosier women smoked. For
women on Medicaid, that number increases to 23.4%.  County rates range from a low of 2.4%, to 31.4%. Integration of the Baby
and Me program into community Health Centers and Federally Qualified Health Centers is a priority, as the ISDH continues to target
the Medicaid population in areas of highest need.

 

The Baby and Me Tobacco Free program has expanded in Indiana to include 22 sites supported by the ISDH. From October 1,
2017 to March 31, 2018, 621 women and support partners have been enrolled into the program, with 1,010 post-partum
appointments taking place.  Of the 22 ISDH sites, 8 locations are supported with Title V funding and 11 are supported in partnership
with the Division of Mental Health and Addiction using SAMHSA Prevention funding.  This close collaboration has strengthened both
agencies work on primary prevention, in that the Baby and Me Tobacco Free Program emphasizes keeping new mothers and their
families smoke free after baby is born so that children can be raised in a healthy, smoke-free environment. In an effort to better serve
rural communities, some site facilitators have partnered with Nurse Family Partnership home visitors and paramedicine professionals.
MCH also collaborates with the ISDH Tobacco Prevention and Cessation Division’s quit line to ensure families are referred to the
program that best meets their needs and to maximize the efforts of the agency. ISDH is in the process of evaluating program
outcomes to determine if funding should remain invested in this program or if alternative national programming options should be
pursued.
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Perinatal/Infant Health

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 8 - Perinatal mortality rate per 1,000 live
births plus fetal deaths

NVSS-2015 6.8 NPM 3

NOM 9.1 - Infant mortality rate per 1,000 live
births

NVSS-2015 7.3 NPM 3
NPM 4

NOM 9.2 - Neonatal mortality rate per 1,000 live
births

NVSS-2015 4.9 NPM 3

NOM 9.3 - Post neonatal mortality rate per 1,000
live births

NVSS-2015 2.4 NPM 4

NOM 9.4 - Preterm-related mortality rate per
100,000 live births

NVSS-2015 240.4 NPM 3

NOM 9.5 - Sleep-related Sudden Unexpected
Infant Death (SUID) rate per 100,000 live births

NVSS-2015 94.0 NPM 4

Created on 9/24/2018 at 4:23 PMPage 79 of 274 pages



National Performance Measures

NPM 3 - Percent of very low birth weight (VLBW) infants born in a hospital with a Level III+ Neonatal Intensive Care
Unit (NICU) 

Baseline Indicators and Annual Objectives

FAD for this measure is not available for the State.

State Provided Data

2016 2017

Annual Objective 68 70.5

Annual Indicator 80 80.7

Numerator 971 953

Denominator 1,213 1,181

Data Source MCH Epidemiology/Final DAT
Natality File

MCH Epidemiology/Final DAT
Natality File

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 74.9 79.3 83.7 83.7 83.7 83.7
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Evidence-Based or –Informed Strategy Measures

ESM 3.1 - Number of hospitals provisionally surveyed to determine Obstetric and neonatal level of care.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 75

Annual Indicator 0.6 1

Numerator 51 89

Denominator 89 89

Data Source Maternal and Child Health Division Maternal and Child Health Division

Data Source Year 2016 2017

Provisional or Final ? Provisional Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 80.0 85.0 90.0 95.0 100.0 100.0
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NPM 4 - A) Percent of infants who are ever breastfed B) Percent of infants breastfed exclusively through 6 months
Baseline Indicators and Annual Objectives

NPM 4A - Percent of infants who are ever breastfed

Federally Available Data

Data Source: National Immunization Survey (NIS)

2016 2017

Annual Objective 75.7 77.2

Annual Indicator 76.1 84.3

Numerator 55,709 67,480

Denominator 73,234 80,006

Data Source NIS NIS

Data Source Year 2013 2014

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 78.7 80.2 81.7 83.2 84.7 86.2
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NPM 4B - Percent of infants breastfed exclusively through 6 months

Federally Available Data

Data Source: National Immunization Survey (NIS)

2016 2017

Annual Objective 23 23.5

Annual Indicator 16.6 23.1

Numerator 11,821 17,788

Denominator 71,445 77,112

Data Source NIS NIS

Data Source Year 2013 2014

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 24.0 24.5 25.0 25.5 26.0 26.5
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Evidence-Based or –Informed Strategy Measures

ESM 4.1 - Number of Obstetric and pediatric providers who have completed breastfeeding education.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 90

Annual Indicator 40 550

Numerator

Denominator

Data Source Maternal and Child Health Division,
ISDH

Maternal and Child Health Division,
ISDH

Data Source Year 2016 2017

Provisional or Final ? Provisional Provisional

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 99.0 109.0 120.0 132.0 145.0 160.0
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State Performance Measures

SPM 2 - Infant mortality rate per 1,000 live births.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 7.1

Annual Indicator 7.3 7.5

Numerator 613 623

Denominator 84,008 83,063

Data Source MCH Epidemiology/ISDH DAT MCH Epidemiology/ISDH DAT

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 7.0 6.9 6.8 6.7 6.6 6.5
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State Action Plan Table

State Action Plan Table (Indiana) - Perinatal/Infant Health - Entry 1

Priority Need

Infant Mortality

NPM

NPM 3 - Percent of very low birth weight (VLBW) infants born in a hospital with a Level III+ Neonatal Intensive Care Unit
(NICU)

Objectives

Increase the number of VLBW infants born in a hospital with a Level III + Neonatal Intensive Care Unit to 83.7% by 2020.

Strategies

Implement legislative authority for the Obstetric and Neonatal Levels of Care designation process based the established
perinatal level of care rules.

Partner with hospitals to address the gaps identified in achieving their desired levels of care.

Chart reviews will be conducted during the onsite surveys to collect outcomes data and mentor facilities accordingly.

Trend analysis of quality outcomes to guide best practice recommendations and measure effectiveness of strategies

NOMs

NOM 8 - Perinatal mortality rate per 1,000 live births plus fetal deaths

NOM 9.1 - Infant mortality rate per 1,000 live births

NOM 9.2 - Neonatal mortality rate per 1,000 live births

NOM 9.4 - Preterm-related mortality rate per 100,000 live births

ESMs Status

ESM 3.1 - Number of hospitals provisionally surveyed to determine Obstetric and neonatal level of
care.

Active
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State Action Plan Table (Indiana) - Perinatal/Infant Health - Entry 2

Priority Need

Breastfeeding

NPM

NPM 4 - A) Percent of infants who are ever breastfed B) Percent of infants breastfed exclusively through 6 months

Objectives

Increase the percentage of infants who are ever breastfed to the Healthy People 2020 goal of 81.9%.

Increase the percentage of infants breastfed exclusively at 6 months to the Healthy People 2020 goal of 25.5%.

Strategies

Align efforts within ISDH to support the Breastfeeding Strategic Plan.

Support efforts to provide training to Obstetric and Pediatric providers and clinical staff.

Support pregnant women and new mom's efforts to breastfeed through programs such as NFP.

Supporting the Indiana Breastfeeding Alliance and their efforts to align statewide initiatives.

NOMs

NOM 9.1 - Infant mortality rate per 1,000 live births

NOM 9.3 - Post neonatal mortality rate per 1,000 live births

NOM 9.5 - Sleep-related Sudden Unexpected Infant Death (SUID) rate per 100,000 live births

ESMs Status

ESM 4.1 - Number of Obstetric and pediatric providers who have completed breastfeeding education. Active
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State Action Plan Table (Indiana) - Perinatal/Infant Health - Entry 3

Priority Need

Infant Mortality

SPM

SPM 2 - Infant mortality rate per 1,000 live births.

Objectives

Decrease the infant 2016 mortality rate to 6.7% by 2020.

Strategies

Promote and support Fetal and Infant Mortality Review Teams (FIMR) and their development of strategies to reduce infant
mortality in their communities.

Raise awareness of infant mortality as a public health issue to promote prevention strategies through the Labor of Love
campaign.

Raise awareness of infant mortality as a public health issue to promote prevention strategies through external
stakeholders and partners providing safe sleep education and resources.

Improve identification and classification of SUID cases through improving the standardization of infant death scene
investigations.

Help to identify what may be lacking in a community in preventive and primary care services for pregnant women and
infants.

Examine social, cultural, safety, and health systems factors that are associated with infant mortality through review of
individual cases.

Provide valuable qualitative data to use with state’s quantitative infant mortality data.

Promote & Support Fatality Review and FIMR Teams & their development of strategies to reduce maternal mortality in their
communities.
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Perinatal/Infant Health - Annual Report

III.E.2.c. Perinatal/Infant: Annual Report    (FY17 10/12016 - 09/30/2017)
 
State Priority Need:
Infant Mortality 
 
National Performance Measure #3 (2016-2021):
Percent of very low birth weight infants born in a hospital with a Level III + Neonatal Intensive Care Unit 
 
The Obstetric and Neonatal Level of Care gap analysis centered on the Indiana Perinatal Hospital Standards, which define risk
appropriate care. These definitions establish that all very low birth weight (VLBW) infants shall be born in a hospital with a level III
plus NICU. During the gap analysis, nurse surveyors conducted a thorough review of VLBW infants born in Level I or II facilities.
Surveyors assisted all facilities with the development of policies, protocols and guidelines to improve recognition of mothers requiring
delivery at a higher level of care. There is a strong focus on timely consultation and transfer of such patients to birthing hospitals able
to support the level of care required by the condition of the mother and infant.
 
 
Evidence-Based/Informed Strategy Measure linked to NPM#3:
Number of hospitals provisional surveyed to determine Obstetric and Neonatal Level of Care
 
Through a collaborative effort, the Indiana Perinatal Hospital Standards were designed to make certain all women of child bearing
age receive risk-appropriate care before, during, and after pregnancy, with a long term goal of reducing infant mortality rates in
Indiana. The Perinatal Standards were revised in 2018 to ensure continued compliance with evidence based practice guidelines and
recommendations from national organizations such as American Congress of Obstetricians and Gynecologists (ACOG), the
Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN), and American Academy of Pediatrics (AAP).
Indiana’s team of birthing hospital surveyors have traveled to each birthing hospital to introduce and explain the standards, perform a
comprehensive on-site gap analysis for each facility, and offer assistance in compliance with each standard. All 89 birthing hospitals in
Indiana voluntarily participated in a full gap analysis and the process was completed in May 2017. A central goal of this process was
to support all hospitals in the evaluation of the level of care that most appropriately defines their practice. Clearly defined levels of
obstetric and neonatal care are essential to reduce infant mortality and secure risk appropriate care to mothers and infants across our
state.
 
Although the gap analysis is now complete, surveyors remain in contact with birthing hospitals to foster relationships and networking
throughout the state. The surveyor team will continue work with external partners and birthing hospitals to develop tool kits,
educational resources, and formalized teaching to address identified priority needs.
 
One outstanding gap identified was Standard 13.2: “The hospital shall provide continuing education programs for physicians, nurses,
and ancillary members of the perinatal team concerning the treatment and care of obstetrical and neonatal patients.” Of 89 birthing
hospitals surveyed, 31% did not meet this standard. Of all Level I facilities surveyed, 44% had a gap with this education. The ISDH
is currently supporting efforts to assist birthing hospitals in improving compliance with this standard.
 
STABLE: The STABLE program offers practical and effective education to healthcare providers in an effort to reduce infant
morbidity and mortality as well as improve neonatal outcomes. In March of 2017, Dr. Kristine A. Karlsen PhD, NNP-BC, the
founder and author of the STABLE program, was invited to Indiana to bring this education to birthing hospitals. Along with nurse
surveyors, 61 participants, representing 22 birthing hospitals, received training in this educational program. Representatives included
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those from Level III and IV birthing facilities and transport teams, three neonatologists, one pediatrician, six neonatal nurse
practitioners, ten respiratory therapists, and 41 registered nurses.   All are now able to teach the STABLE course to other providers.
 
Electronic Fetal Monitoring: Standard 13.2 also addresses education in standardized terminology for all fetal heart-rate tracings.
Nurse surveyors are currently working to develop a multidisciplinary fetal monitoring course, focused on a change in culture to adopt
standardized vocabulary, communication, and documentation. Pilots for this program began in the fall of 2017 and target hospitals
with the fewest resources.
 
Lactation: The Indiana Hospital Perinatal Standards require lactation support in accordance with recommendations by the
International Lactation Consultant Association (ILCA) and AWHONN, as well as lactation education to all perinatal team members.
Lactation support and education represents the number one gap in the state, with 36% of all birthing hospitals in Indiana not meeting
this standard. The ISDH has a comprehensive breastfeeding plan that will address this gap, along with other initiatives and will begin
rolling it out to birthing hospitals in 2018.
 
Perinatal Centers: The establishment of Perinatal Centers of Care in Indiana serves to identify birthing hospitals that may act as a
perinatal system of care in our state. Perinatal Centers will assist all affiliates to provide high quality service throughout the system, and
promote risk appropriate obstetrical and neonatal care through improved use of resources. Evaluation tools for perinatal centers were
developed and distributed to four pilot facilities in 2017. The nurse surveyors worked with these four pilot facilities to refine the tools
and documents used in preparation for inviting other facilities to participate in 2018.
 
Transport Programs: Maternal-Fetal and Neonatal Transport programs are essential requirements of perinatal centers and bring
higher levels of care to outlying facilities by supporting safe and timely transfer of patients to tertiary centers. The Indiana Perinatal
Transport Standards, which were written in accordance with evidence-based Air and Ground CAMTS and AAP transport
guidelines, center on safety culture routines, quality assurance measures, education, competencies, and certifications of the transport
team and leadership. Evaluation of transport programs includes these essential standards for inter-facility transfers and management of
maternal/fetal and neonatal transport teams.
 
 
State Performance Measure #2 (2016-2021):
Infant Mortality Rate per 1,000 live births
 
State Priority Need:
Breastfeeding
 
National Performance Measure #4A) (2016-2021)
Percent of infants who are ever breastfed
 
National Performance Measure #4B) (2016-2021)
Percent of infants who are breastfed exclusively through 6 months
 

 

The breastfeeding coordinator has been able to grow partnerships with Indiana chapters of professional organizations who are in
position to support improved breastfeeding rates in Indiana.  In Feb 2017, the topic of breastfeeding was included in the state
meeting of IN-ACOG and is included routinely in the calls of the IN-AAP. The Division of Primary Care and Rural Health focused
on breastfeeding for a one-hour learning collaborative for staff.  The concept of weaving breastfeeding into more conversations,
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instead of isolating it as a stand-alone part of perinatal care, has been very well-received. 

Breastfeeding updates and education were included as a break-out session in the Infant Mortality Summit in 2017.  This opportunity
was attended by physicians, nurses and community health workers from around the state. 

Indiana also began the creation of a state-wide program to recognize those hospitals that provide optimal maternity care practices
and provide care based on the Ten Steps to Successful Breastfeeding.  Through focus groups and surveys, ISDH learned that a
significant portion of birthing facilities have no interest in Baby-Friendly designation because of cost or other real or perceived
barriers.  The state’s recognition will be offered at no cost, but will require some documentation of practice, measurement of
compliance, and quality improvement around breastfeeding support practices. The Indiana Hospital Association is in support of this
project and will help promote it to hospital administrators.

For the first time in recent history, Indiana was above the HP2020 goal for breastfeeding initiation in 2016.  Duration of breastfeeding
continues to be the opportunity for the most improvement.  Work is being done to improve collaboration between hospitals and WIC
peer counselors during the admission process, in an effort to achieve more seamless support for mothers after hospital discharge. 
More hospitals are supporting outpatient breastfeeding follow-up visits.  The biggest barrier to breastfeeding is separation from the
infant when a mother goes back to work.  A goal for 2018 is increasing support for mothers in the workplace and a broader
understanding of the employer’s responsibility to support them will help mothers continue to breastfeed after going back to work. 
Increasing knowledge and support from child care providers is also part of the state’s plan. 

In 2016 Indiana entered into a collaborative agreement with the CDC to issue the Pregnancy Risk Assessment Monitoring System
(PRAMS) survey to Indiana women.  Data collected from this survey will allow MCH and statewide stakeholders to better
understand attitudes, behaviors, and expectations of women shortly before, during and immediately following their most recent
pregnancy. From there, tailored programming can be implemented to better address the needs that women identify as obstacles.
Topics addressed in the survey include breastfeeding, drug use, insurance status, baby sleeping practices, dental care, and more.
 

State Performance Measure:
Infant Mortality Rate per 1,000 live births.
 
During this reporting period, the Child Fatality Review (CFR) division staff, recognizing the need for improved consistency in
investigation, classification and coding of infant deaths to inform prevention efforts, provided Sudden Unexpected Infant Death
Investigation (SUIDI) training to professionals responding to infant fatalities, including coroners, law enforcement, Indiana Department
of Child Services, fire/EMS, prosecutors and physicians.  During this reporting period, more than 50 professionals have received this
training and accompanying program materials.  To date, CFR staff have trained more than 550 death scene investigators, and this
training class has now been recognized by the Indiana Law Enforcement Training Academy to be offered by CFR staff through their
facility on an annual basis.
 
CFR staff also worked on ways to support investigators and promote SUIDI outreach by improving evidence and data collection,
and standardizing child death/injury investigations.  As a result of this collaboration, CFR staff created a SUIDI pocket guide and
utilized Title V funds to pay for the cost of producing 800+ guides to be provided to child death investigators throughout the state. 
The guides were well received and, as a result, a mobile app was also developed using PHHS Block Grant funds.

This ISDH CFR program provides technical assistance and training to the local child fatality review and Fetal-Infant Mortality Review
(FIMR) teams across the state.  CFR staff traveled to over 30 local CFR team meetings to guide them in the review process, offer
resources and assist with data collection. 

CFR staff have also worked to expand our FIMR network during this reporting period.  Title V funding helped support FIMR
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implementation in four counties, but CFR staff have worked with local partners and stakeholders to increase the number of counties
with FIMR teams to nineteen.  A focus has also been on the collaboration among review processes, so most of the CFR and FIMR
teams collaborate or share membership to exponentially increase the weight of their recommendations and share resources toward
collective impact.

In addition, the ISDH provided mortality and morbidity data to local CFR team members and stakeholders across the state.  This
information can be used by local injury prevention experts to implement evidence-based, data-driven prevention programming in their
communities.

The CFR program staff and Statewide CFR Committee conducted a retrospective review of SUID deaths occurring in Indiana in
2014.  Utilizing the standard CDC SUID Case Registry algorithm, 105 infant deaths were examined for risk factors and trends,
including those relating to the investigation of the fatalities.  These results have been made public and disseminated to stakeholders
and investigators across the state, so that all may understand the burden of SUID and the necessity of thorough SUIDI.  This case
review process will be repeated for deaths occurring in 2015 and beyond.
 
Direction On-Scene Education (DOSE) is an innovative attempt at eliminating sleep related infant death due to suffocation,
strangulation or positional asphyxia by using First Responders to identify and remove hazards while delivering education on scene
during emergency and non-emergency 911 calls. During this reporting period, CFR staff trained 249 responders and home-based
service providers, representing 49 counties, as DOSE trainers.  The ISDH CFR program has trained first responders and home-
based service providers in DOSE in 81 of Indiana’s 92 counties, and to date, there are 525+ DOSE trainers in Indiana who have
trained a total of 1150 staff.  Participating agencies have reported nearly 1500 DOSE encounters with Indiana families.  As a result of
CFR program staff efforts, the Indianapolis Metropolitan Police Department (IMPD) has added DOSE as a mandatory training for
all of their officers, and in FY2019, DOSE will be part of the statutorily mandated “SIDS” training for all law enforcement, fire and
EMS in Indiana.

This reporting period was also marked by an increase in requests from non-traditional partners to join the Title V funded Safe Sleep
Program and promote safe sleep practices in their communities. During this fiscal year, CFR program staff were able to increase safe
sleep education outreach by increasing our safe sleep education/distribution to 141 sites providing service in all 92 Indiana counties. 
These sites ordered 3898 crib/kits and provided education and cribs/kits on more than 5,000 occasions.

As this reporting period came to an end, CFR staff had begun working with state and local partners to incorporate pre/postnatal care
as part of a community paramedicine program.  CFR staff are also working with the ISDH Division of Chronic Disease and Rural
Health to provide Brief Action Planning (BAP)—based on motivational interviewing—to our DOSE trainers and other first
responders to be integrated into their client/patient care and safe sleep and community paramedicine programs.
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Perinatal/Infant Health - Application Year

III.E.2.c. Perinatal/Infant Health: Application Year
 
 
State Priority Need:
Infant Mortality 
 
National Performance Measure #3 (2016-2021):
Percent of very low birth weight infants born in a hospital with a Level III + Neonatal Intensive Care Unit 
 
Evidence-Based/Informed Strategy Measure linked to NPM#3:
Number of hospitals provisional surveyed to determine Obstetric and Neonatal Level of Care
 
State Performance Measure #2 (2016-2021):
Infant Mortality Rate per 1,000 live births
 
Current Activities (FY18) and Plans for the Coming Year (FY19)
 
Through a collaborative effort, the Indiana Perinatal Hospital Standards were designed to make certain all women of child bearing
age receive risk-appropriate care before, during, and after pregnancy, with a long term goal of reducing infant mortality rates in
Indiana. The Perinatal Standards were approved in the 2018 Indiana legislative session providing ISDH with the authority to establish
a program to certify perinatal levels of care designations for every delivering hospital and birthing center in the state.  The related rules
were revised in 2018 to ensure continued compliance with evidence-based practice guidelines and recommendations from national
organizations such as American Congress of Obstetricians and Gynecologists (ACOG), the Association of Women’s Health,
Obstetric and Neonatal Nurses (AWHONN), and American Academy of Pediatrics (AAP).
 
Although the gap analysis for levels of care readiness was completed in May 2017, the MCH Chief Nurse Consultants remain in
contact with birthing hospitals to foster relationships and networking throughout the state. The surveyor team will continue work with
external partners and birthing hospitals to develop tool kits, educational resources, and formalized teaching to address identified
priority needs. The nurse surveyors will continue to conduct a thorough review of VLBW infants born in Level I or II facilities to
ensure timely consultation and transfer of patients to birthing hospitals able to support the level of care required by the condition of the
mother and the VLBW infant.
 
ISDH plans to promulgate the final draft of perinatal hospital services rules in 2018 with the goal of implementing the levels of care
survey process in early 2019.  This implementation will take several years to complete and will be followed by an every three year
cycle of resurveying to ensure risk appropriate care is maintained throughout the state.
 
 State Priority Need:
Breastfeeding
 
National Performance Measure #4A) (2016-2021)
Percent of infants who are ever breastfed
 
National Performance Measure #4B) (2016-2021)
Percent of infants who are breastfed exclusively through 6 months
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Indiana
(2015 births)

United States 
(CDC data)

HP 2020
Goal

Ever breastfed 76.1 81.1 81.9

Breastfeeding at 6 months 37.7 51.8 60.6

Breastfeeding at 12 months 20.7 30.7 34.1

Exclusive breastfeeding at 3
months 39.3 44.4 46.2

Exclusive breastfeeding at 6
months 16.5 22.3 25.5

 

 Evidence-Based/Informed Strategy Measure(s) linked to NPM #4 A & B)

Increase the number of Obstetric and Pediatric providers who have completed breastfeeding education.

Indiana currently has 19 hospitals designated as Baby-Friendly. One facility that was part of the LINC collaborative is still awaiting its
survey.   Three additional facilities are on the journey to Baby-Friendly designation and are in the process of training staff and
providers.   

A task force has been formed with the goal of developing a program to recognize prenatal care providers, hospitals, and infant care
providers who demonstrate best practices for infant safety including feeding, safe sleep and reduced exposure to cigarette smoke. 
Recognition for breastfeeding-friendly clinics, workplaces, and businesses is included in the multi-year plan.  This will reinforce the
maternity practices measured in the mPINC survey and spread support for families with infants beyond hospital campuses. The
hospitals who are unable or unwilling to seek Baby-Friendly designation will find this state program emphasizes the same goals of
breastfeeding support and success and infant safety.  But it will be more affordable and less restrictive than the Baby-Friendly
program.  Provider education is included in the plan. Representatives of Indiana chapters of ACOG and AAP are working together
to provide speakers at conferences targeting these providers so that consistent messages and expectations can be shared, broadly 

 

Indiana will improve Perinatal & Infant Health by increasing the number/percent of obstetric and pediatric providers who have
completed education on better support of breastfeeding women.  The goal of this expanded education is an increase in the percentage
of infants ever breastfed and breastfed exclusively through the first six months of life. MCH will impact these increases by aligning
efforts within ISDH to support the Breastfeeding Strategic Plan, supporting efforts to provide training to obstetric and pediatric
providers, and support pregnant women’s and new mom’s efforts to breastfeed through the Centering Pregnancy and Nurse-Family
Partnership programs.

ISDH continues to support a breastfeeding coordinator, based in MCH, to facilitate these efforts and be the communication link
between ISDH divisions, including Women’s Health, DNPA, Chronic Disease and Rural Health, Minority Health and WIC, to assure
efficiency as well as collective impact.  The breastfeeding coordinator also interfaces with external partners, such as Indiana chapters
of March of Dimes, AAP, AWHONN, Indiana Hospital Association, Indiana Breastfeeding Coalition and Nurse Family Partnership,
to work on opportunities for collaboration.  

 
Current Activities (FY18) and Plans for the Coming Year (FY19)
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In February 2018, over 500 professionals attended the third annual Indiana Breastfeeding Conference..  A physician panel, more
than 10 physician providers attended, along with several nurses, midwives, and community health partners. The focus of this event
was maternity care practices centered on skin to skin and kangaroo care.  We also partnered with Riley Children’s Hospital to bring
international expert Nils Bergman to provide a keynote lecture, as well as grand rounds to the neonatology department at Riley.  The
2019 conference will focus on the breastfeeding benefits to the mother in disease prevention and mental health.

During the gap analysis surveys for Indiana Perinatal Hospital Standards, hospital lactation support was the most prevalent gap across
all levels of care and across the state.  The significant barriers to hospitals are training and adequate amounts of specialized support. 
ISDH established a scholarship program with Healthy Children to train at least 30 nurses or physicians to become Certified Lactation
Counselors (CLC’s).  These CLCs are then encouraged to return to their community to educate families, nurses and providers.  In
2018, ten additional scholarships will be granted to community staff seeking this level of training to support the mothers in their
communities. 

The Milk Mob designed a two-day training for community members and clinic staff and MCH will be supporting this for Indiana
breastfeeding champions. The goals of this training include learning to troubleshoot, assess, support and triage breastfeeding issues so
that better information is shared and mothers get support beyond the hospitalization at delivery.  There are 40 people registered for
the first training, including two physicians. Partnerships with communities, home visitors, and hospital systems will continue to keep
this training sustainable for several years.  

The partnership between the MCH breastfeeding coordinator and the WIC breastfeeding coordinator is encouraging and improving
partnerships at the local level as well.  Hospitals are encouraged to partner with local WIC offices and community agencies for
ongoing support to mothers.  Peer Counselors and trained staff are crucial to increasing breastfeeding duration.

Starting in January 2018, Indiana is participating in the ASPHN CoIIN with the breastfeeding work stream at a technical assistance
level.  This has provided training and a platform to further engage hospital and WIC partnerships in the communities to eliminate
barriers to referrals and improve communication between organizations. In the past three years, WIC has established partnerships at
15 hospitals around the state. As of May 30, there are two more hospitals working with three WIC agencies to conduct PDSA
cycles and reduce barriers to breastfeeding education and support.

Indiana is also participating in the Maternal Child Health Workforce Development Center 2018 cohort training.  The project
proposed was to integrate and align the Indiana Breastfeeding Coalition and the ISDH, including the WIC and MCH divisions.  As
the project has evolved, additional partners like physicians and local coalitions have increased the collective impact through better
partnership, goal and strategy alignment, and improvement in organizational relationships.  By the fall of 2018, there will be an alliance
of independent breastfeeding support organizations working together to implement the state Breastfeeding Plan. 

Through a partnership with the Indiana Breastfeeding Coalition and Indiana’s chapter of AAP, ISDH is helping to recognize
breastfeeding-friendly clinics and providers. This charter initiative will be an ongoing project to both recognize and monitor the
providers who are completing continuing education in the realm of breastfeeding practice.
 

 

State Priority Need:
Infant Mortality 
 

 State Performance Measure #2 (2016-2021):
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Infant Mortality Rate per 1,000 live births
 
 

Current Activities (FY18) and Plans for the Coming Year (FY19)

Child Fatality Review division (CFR) staff continue to provide Sudden Unexpected Infant Death Investigation (SUIDI) training at the
Indiana Law Enforcement Training Academy and locations across the state.  The mobile app has been released and includes
information on death scene topics such as collaboration, preservation, observation and documentation.  In addition to SUIDI and
scene re-enactment doll use, the mobile app has information on serious infant and child injury topics—such as abusive head trauma,
abdominal injuries, bruising, burns, and fractures—suicide, drowning and ATV safety.  The app also provides information about state
statutes, pediatric milestones and investigator self-care. 

Direct On-Scene Education (DOSE) also continues to be a requested training from first responders and the Indiana Department of
Child Services, and CFR staff are working to require DOSE training for all home-visiting programs in Indiana, as well as establish it
as the mandated SIDS/Safe Sleep education for all first responders in Indiana. 

CFR staff are also collaborating with Prevent Child Abuse Indiana and the University of Indianapolis to include a method of
evaluation and plan to disseminate the Water Awareness in Residential Neighborhoods (WARN) program across Indiana, and the
multi-agency, comprehensive Indiana Drowning Prevention Report has just been released.  Information on the drowning report and
the need for CFR teams to collect data during their case review was provided at a Child Fatality Review and Prevention Conference
that saw 250+ attendees and was presented with use of PHHS Block Grant funds. 

ATV safety education continues to be a priority to reduce pediatric injury and death in Indiana.  CFR staff have partnered with the
Division of Chronic Disease and Rural Health to bring Safety Sam, the first-ever animatronic ATV safety robot, and CFR and MCH
program information to the Indiana Rural Health and CFR conference. 

The Statewide CFR Committee and CFR staff are in the process of conducting a retrospective review of 2015-2016 pediatric
suicide cases, and continue their work with ISDH Division of Chronic Disease and Rural Health and Zero Suicides grantee
Community Health Network to train DOSE trainers and first responders on BAP, mental health assessment and referral/suicide
prevention and reduction of access to lethal means.

CFR staff also plan to use the SUID report and suicide data collected from the retrospective review to provide regional CFR team
member trainings on improving death investigations, the CFR review process, data collection and the use of data-driven, evidence-
based prevention. 

CFR staff will continue to work to increase the number of counties with Fetal Infant Mortality Review (FIMR) teams, with an
emphasis on communities with disparate populations.  CFR staff also hope to expand their team to include a full-time epidemiologist
to help with the collection and analysis of CFR, FIMR, Safe Sleep, DOSE and Maternal Mortality Review (MMR) data, and
integration of that data with other Title V MCH program data such as YRBS, PRAMS, Genomics and Newborn Screening, Project
Launch, ECCS and Help Me Grow. 

In 2017, ISDH established a formal process that will help reduce the alarming maternal death in the state. This process includes
having a MMR coordinator and a statewide multidisciplinary MMR committee that will represent both professional and geographic
diversity. The MMR coordinator coordinates the MMR program under the supervision of the CFR Division Director. He oversees
the collection of medical records and abstraction done by Nurse Abstractors in each counties; gathers information on the individual,
clinical risks, health care utilization and community resources; organizes data collection tools and summarizes case-level data;
oversees the community data collection process; develops and manages the MMR database and aggregates the data through a
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systematic review of important contributing factors.  Both the MMR coordinator and the review committee utilize the abstracted
relevant information pertaining to the identified maternal death cases, review the findings, and make recommendations to help prevent
future deaths and improve maternal health in the State of Indiana and also, develop needed interventions that will help reduce the rate
of maternal deaths.

In 2018, Senate Enrolled Act 142 was passed, requiring the ISDH to establish the statewide MMR committee and to review
maternal deaths through June 2023.For the 2019 fiscal year, we anticipate review sessions, and submission of our first annual report
containing recommendations on how to eliminate preventable maternal deaths, reduce maternal morbidity, and improve population
health for women of reproductive ages to ISDH and other stakeholders.

The Safe Sleep program continues to partner with agencies across the State of Indiana to offer education related to infant sleep and
reducing sudden unexpected infant death (SUID), the third leading cause of infant death the state. CFR Safe Sleep program staff
trained 125 community partners throughout the State of Indiana on current trends and SUID data, as well as education delivery
related to safe sleep. Staff also presented during the staff trainings of several home health care agencies and offered material and
implementation information to assist the agencies in adopting safe sleep education protocol for families they serve. The ISDH
continued to partner with over 160 community partners to serve all 92 counties by offering safe sleep education and resources. These
resources include a portable crib, educational material, sleep sacks, and outreach to help connect caregivers with other support and
resources, when needed.

Indiana has historically focused on reducing sleep-related death by offering education related to reducing the risk of SIDS to
caregivers throughout the state.  In an effort to reduce preventable SUID deaths, the ISDH intends to expand the focus of the current
Safe Sleep Program to address SUID prevention with a comprehensive focus to reach communities that support these caregivers, in
addition to reaching the caregivers themselves.  SIDS risk-reduction is important and should be discussed, but the more pressing
issue is Accidental Suffocation and Strangulation in Bed. Education should focus more on SUID and suffocation prevention. By
changing the language we use, we can empower caregivers to take steps to prevent death instead of simply reducing the risk of an
unpreventable cause.
 

Additionally, CFR program staff will seek to educate those that influence infant caregivers, while striving to assist communities in
addressing the social determinants of health that may create barriers in following safe sleep recommendations. Partnerships with non-
traditional partners will continue including mental health and addiction treatment centers, faith-based communities, first responders
through the DOSE Program, local and state educational institutions, and many others.
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Child Health

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 15 - Child Mortality rate, ages 1 through 9,
per 100,000

NVSS-2016 20.3 NPM 7.1

NOM 16.1 - Adolescent mortality rate ages 10
through 19, per 100,000

NVSS-2016 38.0 NPM 7.1

NOM 16.2 - Adolescent motor vehicle mortality
rate, ages 15 through 19, per 100,000

NVSS-2014_2016 13.1 NPM 7.1

NOM 16.3 - Adolescent suicide rate, ages 15
through 19, per 100,000

NVSS-2014_2016 9.9 NPM 7.1

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2016 90.4 % NPM 8.1

NOM 20 - Percent of children, ages 2 through 4,
and adolescents, ages 10 through 17, who are
obese (BMI at or above the 95th percentile)

NSCH-2016 18.5 % NPM 8.1

NOM 20 - Percent of children, ages 2 through 4,
and adolescents, ages 10 through 17, who are
obese (BMI at or above the 95th percentile)

WIC-2014 14.3 % NPM 8.1

NOM 20 - Percent of children, ages 2 through 4,
and adolescents, ages 10 through 17, who are
obese (BMI at or above the 95th percentile)

YRBSS-2015 13.6 % NPM 8.1
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National Performance Measures

NPM 7.1 - Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9 
Baseline Indicators and Annual Objectives

Federally Available Data

Data Source: HCUP - State Inpatient Databases (SID)

2016 2017

Annual Objective 104 102

Annual Indicator 98.7 108.4

Numerator 849 698

Denominator 860,255 643,892

Data Source SID-CHILD SID-CHILD

Data Source Year 2014 2015

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 100.0 98.0 96.0 94.0 92.0 90.0
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Evidence-Based or –Informed Strategy Measures

ESM 7.1.1 - Number of sites operating mobile fitting and car seat inspection stations to make sure car seats are
properly installed.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 25

Annual Indicator 0.1 0.2

Numerator 9 18

Denominator 95 104

Data Source Indiana Criminal Justice
InstituteAutomotive Safe

Indiana Criminal Justice
Institute\Automotive Safe

Data Source Year 2016 2017

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 30.0 35.0 40.0 45.0 50.0 55.0
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NPM 8.1 - Percent of children, ages 6 through 11, who are physically active at least 60 minutes per day 
Baseline Indicators and Annual Objectives

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CHILD

2017

Annual Objective

Annual Indicator 36.3

Numerator 171,803

Denominator 473,684

Data Source NSCH-CHILD

Data Source Year 2016

Annual Objectives

2019 2020 2021 2022 2023

Annual Objective 36.3 36.8 37.3 37.8 38.3
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Evidence-Based or –Informed Strategy Measures

ESM 8.1.1 - Number of programs/trainings implemented to increase and integrate physical activity into typical
school activities.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 15

Annual Indicator 14 13

Numerator

Denominator

Data Source Internal Division of Nutrition and
Physical Activi

Internal Division of Nutrition and
Physical Activi

Data Source Year 2016-17 2017-18

Provisional or Final ? Provisional Provisional

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 23.0 31.0 39.0 47.0 55.0 63.0
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State Action Plan Table

State Action Plan Table (Indiana) - Child Health - Entry 1

Priority Need

Injury Prevention

NPM

NPM 7.1 - Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9

Objectives

Increase the percent of sites operating mobile fitting stations and car seat inspection stations to make sure car seats are
properly installed to 45% by 2020.

Strategies

MCH/CSHCN will partner with the Trauma and Injury Prevention to align efforts and raise awareness of child and
adolescent injuries as a public health issue, promote prevention strategies and to identify gaps in services and
community-level needs related to child passenger safety.

MCH will partner with the Child Fatality Review Division to promote & support Fatality Review Teams and FIMR teams &
their development of strategies to reduce child injury and death in their communities

MCH will partner with the CFR Division to support and collaborate with local CFR and FIMR teams to improve the quality
and timeliness of the data collected from their reviews.

MCH will use the CFR division qualitative data to identify contributing factors in a fetal, infant, or child death and develop
evidence-based prevention strategies.

MCH will use fatality review teams to disseminate MCH work and plans to local communities.

MCH will collaborate with the CFR network of non-traditional partners to improve the care, resources, and services
available to families.

ESMs Status

ESM 7.1.1 - Number of sites operating mobile fitting and car seat inspection stations to make sure car
seats are properly installed.

Active
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NOMs

NOM 15 - Child Mortality rate, ages 1 through 9, per 100,000

NOM 16.1 - Adolescent mortality rate ages 10 through 19, per 100,000

NOM 16.2 - Adolescent motor vehicle mortality rate, ages 15 through 19, per 100,000

NOM 16.3 - Adolescent suicide rate, ages 15 through 19, per 100,000
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State Action Plan Table (Indiana) - Child Health - Entry 2

Priority Need

Obesity

NPM

NPM 8.1 - Percent of children, ages 6 through 11, who are physically active at least 60 minutes per day

Objectives

Increase the percent of children who are physically active at least 60 minutes per day to 38.2% by 2020.

Strategies

MCH/CSHCN will partner with DNPA to align efforts to increase the physical activity level of children age 6-17.

Raise awareness of child and adolescent obesity and physical activity as a public health issue and promote prevention
strategies.

NOMs

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health

NOM 20 - Percent of children, ages 2 through 4, and adolescents, ages 10 through 17, who are obese (BMI at or above
the 95th percentile)

ESMs Status

ESM 8.1.1 - Number of programs/trainings implemented to increase and integrate physical activity into
typical school activities.

Active
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Child Health - Annual Report

III.E.2.c. Child Health: Annual Report (FY17 10/1/16 - 09/30/2017)
 
State Priority Need:
Injury Prevention
 
National Performance Measure #7 (2016-2021):
Rate of hospitalizations for non-fatal injury per 100,000 children ages 0 through 9& adolescents ages 10 through 19.
 
Between 10/01/2017 and 09/30/2018, the Indiana State Department of Health, Division of Trauma and Injury Prevention,
collaborated with the Automotive Safety Program (ASP) and Indiana Criminal Justice Institute (ICJI) to deliver standardized
education regarding child passenger safety to healthcare professionals, first responders, parents, law enforcement agencies, and social
service workers.
 
For the year of 2017, the funds from the Title V Grant were used to primarily fund fitting stations with ICJI; in addition, there were
9,780 total child safety seat inspections in Indiana. These inspections were conducted by a variety of agencies, including trauma
centers, police stations, community fire departments, local health departments, child advocacy centers, and community hospitals and
clinics. A total of 4,319 child safety seats were distributed to communities.
 
One of the similar goals between the 3 agencies is to establish a car seat fitting station in each of the 92 counties in Indiana by 2018.
At of the end of the fiscal year, 62 counties had at least one permanent fitting station, which is an increase from 54 the previous year.
This number is expected to rise by 2019 as more trauma centers and stand-alone community hospitals have shown interest in
becoming a fitting station. The amount of total fitting stations increased from 105 to 122, which is a 17.31% increase from the
previous year. Historically, the fitting stations are funded through multiple grants, but this year Title V funding is being advertised as a
separate grant for the fitting stations so that funding may be tracked more accurately.
 
Data collection compliance has increased drastically due to the provision and utilization of iPads for the fitting stations. This allows for
data collection to be uniform across the state and drastically increase data quality through using the “Automotive Safety Program
Check-up Form,” which is available in the Apple store. There was an initial shipment of 120 tablets, funded by the Title V grant, and
there is a plan to double that to 240 for the upcoming months. The app has received national attention, resulting in multiple
recognitions, including the “Greatest Systems Change Package” as part of the Children’s Safety Network Child Safety Collaborative
Innovation and Improvement Network (CS CoIIN- Child Passenger Safety) as well as a “Cutting Edge Innovation” by the
Association of Maternal & Child Health Programs (AMCHP).
 
Part of the funds were utilized to develop and disperse a community program entitled “Big Kid Booster Bash.” Although the program
was just being developed by the end of the fiscal year, the toolkit has been provided to community stakeholders, and we are in the
process of collecting demographic and survey data to ensure the program is going smoothly. In FY18, there were 915 total booster
seats distributed to communities with approximately 29 booster bash events taking place. Seats that were not given out at a booster
bash event were given out at the fitting stations on a rolling basis. Programmatic and demographic data from the booster bash
program was used to analyze the effectiveness of the program. The average age of the child was 5.2 years old, which confirms the
need for education for the “booster seat age,” which is ages 4-8. 52% of the recipients had a total household income of less than
$20,000 annually, and 37% were a high school graduate or had a GED. 15% had less than a high school diploma. Only 20% of the
children were in a proper seat for their age, height, and weight or were in a seat at all prior to the booster bash event. 84% of the
children left in a booster seat provided by Title V funding, and 99% of children left in a correctly installed seat after the event. 
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Another program funded through the Title V grant was the Child Passenger Safety Technician (CPST) Reimbursement Program. The
cost to become a CPST is $85 and requires a 3-4 day commitment to attending a class. To offset the costs and provide an incentive
to become a CPST, Title V funding is being utilized to reimburse technicians $250 for their training. This program has been vital in
assisting organizations with start-up costs to become fitting stations. The program has resulted in 54 new CPSTs to date (18 for
FY17 and 36 for FY18).
 
The Division of Trauma and Injury Prevention also opened up a Request for Proposal (RPF) for all trauma centers to develop a baby
safety shower program, and Good Samaritan Trauma Services was chosen as the pilot. Since January of 2017, Good Samaritan has
planned and successfully implemented seven Safety Showers throughout the southwest region of Indiana. Participants included first-
time expectant mothers, mothers of child fatality victims, foster parents of infants, and family members, including fathers,
grandparents, and siblings. Education included child passenger safety, safe sleep, child abuse prevention, healthy parenting, services
such as WIC and insurance enrollment, and even infant safety while owning a pet. Data will be provided after each participant has
reached their first birthday.
 
Part of the funding was awarded to the ASP in order to fund the annual Indianapolis Zoo Clinic, where the targeted audience was
primarily the Latino population. Child safety seats were purchased via the Title V Grant316 safety seat inspections were conducted
and 249 seats given away at the 2018 Indianapolis Zoo Clinic. We also were able to reach other populations by taking part in the
Minority Health Fair and Latino Expo, reaching over 1,000 individuals at the minority health expos.
 
Title V Block Grant monies have also been used to develop the injury prevention work of the
Child Fatality Review (CFR) Division.  During this reporting period, the CFR division staff, recognizing the need for improved
consistency in investigation, classification and coding of infant deaths to inform prevention efforts, provided Sudden Unexpected
Infant Death Investigation (SUIDI) training to professionals responding to infant fatalities, including coroners, law enforcement,
Indiana Department of Child Services, fire/EMS, prosecutors and physicians.  During this reporting period, more than 50
professionals have received this training and accompanying program materials.  To date, CFR staff have trained more than 550 death
scene investigators, and this training class has now been recognized by the Indiana Law Enforcement Training Academy to be offered
by CFR staff through their facility on an annual basis.
 
CFR staff also worked on ways to support investigators and promote SUIDI outreach by improving evidence and data collection and
standardizing child death/injury investigations.  As a result of this collaboration, CFR staff created a SUIDI pocket guide and utilized
Title V funds to pay for the cost of producing 800+ guides to be provided to child death investigators throughout the state.  The
guides were well-received and as a result, a mobile app was developed using PHHS Block Grant funds.

This ISDH CFR program provides technical assistance and training to the local child fatality review teams across the state.  CFR staff
traveled to over 30 local team meetings to guide them in the review process, offer injury prevention resources and assist with data
collection.  In addition, the ISDH provided mortality and morbidity data to local team members and stakeholders across the state. 
This information can be used by local injury prevention experts to implement evidence-based, data-driven prevention programming in
their communities.

CFR staff have also worked to expand our Fetal Infant Mortality Review (FIMR) network during this reporting period.  Title V
funding helped support FIMR implementation in four counties, but CFR staff have worked with local partners and stakeholders to
increase the number of counties with FIMR teams to 19.  A focus has also been on the collaboration among review processes, so
most of the CFR and FIMR teams collaborate or share membership to exponentially increase the weight of their recommendations
and share resources toward collective impact.

The CFR program staff and Statewide CFR Committee conducted a retrospective review of SUID deaths occurring in Indiana in

Created on 9/24/2018 at 4:23 PMPage 108 of 274 pages



2014.  Utilizing the standard CDC SUID Case Registry algorithm, 105 infant deaths were examined for risk factors and trends,
including those relating the investigation of the fatalities.  These results have been made public and disseminated to stakeholders and
investigators across the state, so that all may understand the burden of SUID and the necessity of thorough SUIDI.  This case review
process will be repeated for deaths occurring in 2015 and beyond.
 
Direct On-Scene Education (DOSE) is an innovative attempt at eliminating sleep-related infant death due to suffocation, strangulation
or positional asphyxia by using First Responders to identify and remove hazards while delivering education on scene during
emergency and non-emergency 911 calls. During this reporting period, CFR staff trained 249 responders and home-based service
providers, from 49 counties, as DOSE trainers.  The ISDH CFR program has trained first responders and home-based service
providers in DOSE in 81 of Indiana’s 92 counties, and to date, there are 525+ DOSE trainers in Indiana who have trained a total of
1150 staff.  Participating agencies have reported nearly 1500 DOSE encounters with Indiana families.  As a result of CFR program
staff efforts, the Indianapolis Metropolitan Police Department (IMPD) has added DOSE as a mandatory training for all of their
officers, and in FY2019, DOSE will be part of the statutorily mandated “SIDS” training for all law enforcement, fire and EMS in
Indiana.
 
CFR staff also worked with the Indianapolis Fire Department Dive Commander to update and distribute the Water Awareness in
Residential Neighborhoods (WARN), a water safety/drowning prevention program he developed in 2002.  The program received
national recognition on its comprehensive approach and inclusion of the dangers of retention ponds for which children, especially
children on the Autism spectrum, are at risk of injury/death. 
 
Title V funds also allowed CFR staff to participate in several ATV safety activities—including an ATV safety task force that was
instrumental in getting an ATV helmet law in Indiana requiring children under the age of 18 years to wear a helmet on public and
private land.  CFR staff were also able to increase our injury prevention network, leverage PHHS Block Grant funds to bring an ATV
safety trainer to Indiana, and help train more than 40 community members, child fatality team members, Indiana Department of
Natural Resources Conservation Officers (DNR ICOs) and staff to provide ATV safety education across the state.  CFR staff also
collaborated with DNR ICOs and the Play for Kate Foundation, a local not-for-profit, to outfit DNR ICOs with several, first of its
kind, Safety Sam robotic ATV safety education resources.  Since Safety Sam was introduced, there have been more than 74
educational appearances teaching over 55,000 people the importance of ATV safety.  CFR staff was also able to leverage PHHS
Block Grant funding to send Safety Sam and his DNR ICO handler to the 2017 National Safe Kids Injury Prevention Conference,
where they stole the show.  Since their appearance at Safe Kids, several other states have requested appearances and it prompted a
Midwest Regional ATV safety work group that continues to work on improving ATV safety for our children.
 
The CFR division director was also able to highlight the importance of using Title V funding to support injury prevention, when
Indiana was one of three states asked to participate on the National Center for Fatality Review and Prevention steering Committee. 

This reporting period was also marked by an increase in requests from non-traditional partners to join the Title V funded Safe Sleep
Program and promote safe sleep practices in their communities. During this fiscal year, CFR program staff were able to increase safe
sleep education outreach by increasing our safe sleep education/distribution sites to 141 providing service in all 92 Indiana counties. 
These sites ordered 3898 crib/kits and provided safe infant sleep education and cribs/kits on more than 5,000 occasions.

As this reporting period came to an end, CFR staff had begun working with state and local partners to incorporate pre/postnatal care
and suicide prevention as part of a community paramedicine program and integrate drowning data that allowed ISDH, DNR, DCS
and DHS to publish Indiana’s first comprehensive drowning report.  CFR staff are also working with the ISDH Division of Chronic
Disease and Rural Health and Indiana’s Zero Suicides grantee, Community Hospital Network, to provide Brief Action Planning
(BAP)—based on motivational interviewing—to our DOSE trainers and other first responders to be integrated into their client/patient
care and safe sleep and community paramedicine programs.
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State Priority Need:
Access to Care
 
State Performance Measure #4 (2016-2021)
Percent of children who are screened early and continuously for special health care needs.
 
In FY16, LAUNCH has conducted the following activities that correspond to SPM #4.
 
SIEOC Child Care Resource and Referral’s continued expansion of ASQ usage in child care settings (licensed centers, licensed
homes and Head Start) and works to not only track usage and referrals, but also follow through with referrals.
 
SIEOC Child Care Resource and Referral continues to participate in early childhood mental health consultation and using the
DECA.  The SIEOC Inclusion Specialist participated in the 2 day DECA implementation training to allow her to expand the use of
the tool to assess children with more challenging behaviors in childcare settings.
 
A LAUNCH contracted Mental Health Consultant worked with the SIEOC Inclusion Specialist to help ensure the successful
implementation of the use of the DECA within SIEOC’s service area.
 
SIEOC purchased their own license and has made the DECA available beyond the 8 LAUNCH counties to their 14 county service
area, creating an increase in referrals for DECA to be administered.  The DECA is primarily utilized in registered ministries and
licensed child care centers at this time.  As a result of the DECA, children are being assessed, strategy meetings are being held, and
providers are working with the children in the classroom and child care settings.
 
Incredible Years staff continue using the ASQ-3 and ASQ-SE.
 
 
ECCS
 
The purpose of Indiana’s Early Childhood Comprehensive Systems Impact (IN ECCS Impact) is to enhance early childhood systems
building and demonstrate improved outcomes in population-based children’s developmental health and family well-being using a
Collaborative Innovation and Improvement Network (CoIIN) approach. Through the ECCS grant, we hope to connect Indy East
Promise Zone children ages 0-8 and their families to care coordination, child developmental screening and screening for maternal
depression in order to support early detection, referral and intervention with the goal of demonstrating a 25% increase from baseline
in age appropriate developmental skills among the community’s 3 year old children within 60 months.
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Child Health - Application Year

III.E.2.c. Child Health: Application Year
 
State Priority Need:
Injury Prevention
 
National Performance Measure #7 (2016-2021):
Rate of hospitalizations for non-fatal injury per 100,000 children ages 0 through 9 & adolescents ages 10 through 19.
 
Evidence-based/Informed Strategy Measure linked to NPM#7:
Increase the percent of mobile fitting stations and car seat inspection stations, to ensure car seats are properly installed.
 
In order to address Child/Adolescent Injury Prevention, Indiana will increase the number of mobile fitting stations and car seat
inspection stations to make sure car seats are properly installed which will lead to a decrease in the rate of hospitalization for non-fatal
injury per 100,000 children ages 0-9 and adolescents ages 10-19 through the following strategies: MCH/CSHCN will partner with
the Trauma and Injury Prevention to align efforts and raise awareness of child and adolescent injuries as a public health issue,
promote and support Fatality Review Teams and their development of strategies to reduce infant mortality in their communities, and
promote prevention strategies and to identify gaps in services and community-level needs related to child passenger safety.
 
Current Activities (FY18) and Plans for the Coming Year (FY19)
 
In the first half of life, more Americans die from violence and injuries — such as motor vehicle crashes, falls, or homicides— than
from any other cause, including cancer, HIV, or the flu. However, deaths are only part of the problem. Each year, millions of children
visit the emergency department for a non-fatal unintentional injury.  Many children and their families are faced with life-long mental,
physical, and financial problems due to these injuries. Violence and injuries are so common that they are often accepted as a part of
life; however, they can be prevented and their consequences reduced. Reducing the burden of non-fatal injuries can greatly improve
the life course trajectory of children resulting in improved quality of life and cost savings.
 
Motor vehicle injury prevention is one of CDC’s agency-wide priorities (so-called “Winnable Battles”) and the CDC Injury Center’s
priority areas because it is a public health priority with large-scale impact on health and known effective strategies to address them.
The ISDH Division of Maternal Child Health (MCH) is focusing on the performance measure: reducing the rate of injury-related
hospitalizations for the age group 0-19 for the Title V grant.  Motor vehicle collisions are the leading or a leading cause of injury-
related hospitalizations across different age groups, and the leading cause of injury death for children 1-5 years, 6-11 years, and 12-
18 years.
 
The Division of Trauma and Injury Prevention has analyzed the Indiana hospitalization data and found that 7.8% of hospitalizations for
children 0-5 year olds are motor vehicle traffic-related,17.5% of injury-related hospitalizations among 6-11 year olds are motor
vehicle traffic-related, and21.4% of injury-related hospitalizations among teens 12-18 year olds are motor vehicle traffic-related.
 
 
 
Major risk factors for crash deaths in the U.S. include not using seat belts, car seats, or booster seats, which contributed to over
9,500 crash deaths in 2013 (Sauber-Schatz EK, Ederer DJ, Dellinger AM, Baldwin GT. Vital Signs: Motor Vehicle Injury Prevention
— United States and 19 Comparison Countries. MMWR Morb Mortal Wkly Rep. ePub: 6 July 2016. DOI:
http://dx.doi.org/10.15585/mmwr.mm6526e1). Using child restraints improves a child's chances of surviving a crash, and age and size
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appropriate child passenger seats should be used every trip, regardless of the distance or time in the car. Based on strong evidence of
effectiveness, the Community Preventive Services Task Force recommends car seat laws and car seat distribution plus education
programs to increase restraint use and decrease injuries and deaths to child passengers (Zaza, S, Sleet DA, Thompson RS, Sosin
DM, Bolen JC, Task Force on Community Preventive Services. Reviews of evidence regarding interventions to increase the use of
child safety seats. American Journal of Preventive Medicine 2001: 21 (4S), 31-47).
Indiana law requires children under the age of 8 to use a car seat or booster seat.  The Division of Trauma and Injury Prevention
hired an Injury Prevention Program Coordinator through Knowledge Services at ~$60,000 utilizing Preventive Health Block Grant
funds (separate funds from Title V).  The Injury Prevention Program Coordinator will become a master trainer in Evidence-Based
Primary Prevention Programs, including certification as a child passenger safety technician instructor. The coordinator will manage
sub-grantees and develop performance measures that align with the CDC’s Evaluation & PM Plan for Violence & Injury Prevention.
           
The Injury Prevention Program Coordinator will work with the Indiana Criminal Justice Institute, Safe Kids Indiana (through Indiana
University School of Medicine) and the Automotive Safety Program (ASP) to identify gaps in services and community-level needs
related to child passenger safety. Also, the ASP sponsors free car seat inspection stations throughout Indiana where certified car seat
technicians ensure car seats are appropriately installed. The incumbent will support these efforts through referrals, technician training/
re-certification, and technical resources. Funding will be used to encourage and support child passenger safety certification training
among law enforcement, fire, health care, and public health professionals. All CPS technicians must take and pass the CPS
Certification Course, pay a course fee of $85, and partner with Safe Kids Indiana and ASP. Acknowledging the four-day CPST
class can become a burden for some agencies, the Injury Prevention Program Coordinator will maintain the CPST Reimbursement
program, which reimburses $250 to participants who have recently passed the CPST class. In FY 2018, 18 people utilized the
program and that number has increased to 36 so far in FY 2019. Funding will be used to encourage periodic car seat inspection
events at day care centers, preschools, and pediatrician offices, especially in areas with the greatest need. The coordinator will also
support existing car seat inspection events, such as the Car Seat Clinic at the Indiana Injury Prevention Conference held by the Safe
Kids Indiana and ASP. The annual Indianapolis Zoo Clinic, sponsored by ASP and ISDH, will still be supported with Title V
Funding. The funding allowed for the purchase of child safety seats for the event in 2017 and 2018, resulting in over 200 distributed
car seats and inspections for the event. Funding will also be used to support inspections and recycling stations at one facility.  If
funding allows, the coordinator will work with partners such as WIC to establish a set protocol that will provide free child passenger
seats to families meeting certain requirements.
 
Additional activities of the Injury Prevention Program Coordinator include:

·   Work with the injury prevention coordinators around Indiana by providing technical assistance on their various projects,
events, and activities.

·   Participate in coalitions and work groups.
·   Attend conferences such as Safe States and Lifesavers as a representative of Indiana.
·   Increase social media activities surrounding pediatric injuries.
·   Communication outreach through updating the Division of Trauma and Injury Prevention website and distributing and sharing

information with partners, grantees and the CDC.
·   Help in the writing of any CDC-required reports or updates.
·   Identify injury prevention grants and lead application process.

 
An exciting addition to inform our injury prevention programming is that Indiana has returned to the Pregnancy Risk Assessment
Monitoring Survey (PRAMS) after a 20-year hiatus.  Initiatives such as car seat usage, bed sharing and sleep positioning,
interpersonal violence in the home, and substance usewill be able to be tailored to address the population needs, based on the
experiences, attitudes and behaviors that women report in the survey.  These key initiatives related to injury prevention require a
nuanced understanding of how our current education initiatives (Safe Sleep Program, car seat installation programs, etc.) intersect
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with intentions to affect outcomes.
 
 
 
 
 
 
 

Child Fatality Review division (CFR) staff continue to provide Sudden Unexpected Infant Death Investigation (SUIDI) training at the
Indiana Law Enforcement Training Academy and locations across the state.  The mobile app has been released and includes
information on death scene topics such as collaboration, preservation, observation and documentation.  In addition to SUIDI and
scene re-enactment doll use, the mobile app has information on serious infant and child injury topics—such as abusive head trauma,
abdominal injuries, bruising, burns, and fractures—suicide, drowning and ATV safety.  The app also provides information about state
statutes, pediatric milestones and investigator self-care. 
 
An ongoing audit of cases entered into the Child Death Review national database (CDR) will be conducted to evaluate completeness
and quality of the data.  Teams will be notified of child death cases and data fields that are missing from the CDR system.  The ISDH
administrative staff will then provide assistance to local teams in the form of data entry support, in an effort to support data quality and
completeness.  Local team coordinators will be instructed to submit completed case review data to the ISDH CFR staff and data
entry will be completed by the admin staff here.  As we’ve found that data entry is tedious, time-consuming and sometimes
burdensome to these team members (who are largely volunteers), we hope that by helping with this step, we can both increase the
number of cases reviewed and entered into the CDR and improve the quality of that data entry.
 

Direct On-Scene Education (DOSE) also continues to be a requested training from first responders and the Indiana Department of
Child Services, and CFR staff are working to require DOSE training for all home-visiting programs in Indiana, as well as establish it
set up as the mandated SIDS/Safe Sleep education for all first responders in Indiana. 

CFR staff are also collaborating with Prevent Child Abuse Indiana and the University of Indianapolis to include a method of
evaluation and plan to disseminate the Water Awareness in Residential Neighborhoods (WARN) program across Indiana, and the
multi-agency, comprehensive Indiana Drowning Prevention Report has just been released.  Information on the drowning report and
the need for CFR teams to collect data during their case review was provided at a Child Fatality Review and Prevention Conference
that saw 250+ attendees and was presented with use of PHHS Block Grant funds. 

ATV safety education continues to be a priority to reduce pediatric injury and death in Indiana.  CFR staff have partnered with the
Division of Chronic Disease and Rural Health to bring Safety Sam, the first-ever animatronic ATV safety robot, and CFR and MCH
program information to the Indiana Rural Health and CFR conference. 

The Statewide CFR Committee and CFR staff are in the process of conducting a retrospective review of 2015-2016 pediatric
suicide cases, and continue their work with ISDH Division of Chronic Disease and Rural Health and Zero Suicides grantee
Community Health Network to train DOSE trainers and first responders on BAP, mental health assessment and referral/suicide
prevention and reduction of access to lethal means.

CFR staff also plan to use the SUID report and suicide data collected from the retrospective review to provide regional CFR team
member trainings on improving death investigations, the CFR review process, data collection and the use of data-driven, evidence-
based prevention. 
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CFR staff will continue to work to increase the number of counties with (Fetal Infant Mortality Review (FIMR) teams, with an
emphasis on communities with disparate populations.  These teams will be encouraged to connect directly with their local CFR team
partners and trained in collaborative efforts.  CFR staff also hope to expand their team to include a full-time epidemiologist to help
with the collection and analysis of CFR, FIMR, Safe Sleep, DOSE and Maternal Mortality Review (MMR) data and integration of
that data with other Title V MCH program data such as YRBS, PRAMS, Genomics and Newborn Screening, Project Launch,
ECCS and Help Me Grow. 

In 2017, ISDH established a formal process that will help reduce the alarming maternal death in the state. This process includes
having a MMR coordinator and a statewide multidisciplinary MMR committee that will represent both professional and geographic
diversity. The MMR coordinator coordinates the MMR program under the supervision of the CFR division director. He oversees the
collection of medical records and abstraction done by Nurse Abstractors in each counties; gathers information on the individual,
clinical risks, health care utilization and community resources; organizes data collection tools and summarizes case-level data;
oversees the community data collection process, develops and manages the MMR database and aggregates the data through a
systematic review of important contributing factors. Both the MMR coordinator and the review committee utilize the abstracted
relevant information pertaining to the identified maternal death cases, review the findings, and make recommendations to help prevent
future deaths and improve maternal health in the State of Indiana and also, develop needed interventions that will help reduce the rate
of maternal deaths.

In 2018, Senate Enrolled Act 142 was passed, requiring the ISDH to establish the statewide MMR committee and to review
maternal deaths through June 2023.For the 2019 fiscal year, we anticipate review sessions, and submission of our first annual report
containing recommendations on how to eliminate preventable maternal deaths, reduce maternal morbidity, and improve population
health for women of reproductive ages to ISDH and other stakeholders.

The Safe Sleep program continues to partner with agencies across the State of Indiana to offer education related to infant sleep and
reducing sudden unexpected infant death (SUID) the third leading cause of infant death in the state.CFR Safe Sleep program staff
trained 125 community partners throughout the State of Indiana on current trends and SUID data, as well as education delivery
related to safe sleep. Staff also presented during the staff trainings of several home health care agencies and offered material and
implementation information to assist the agencies in adopting safe sleep education protocol for families they serve. The ISDH
continued to partner with over 160 community partners to serve all 92 counties by offering safe sleep education and resources. These
resources include a portable crib, educational material, sleep sacks, and outreach to help connect caregivers with other support and
resources, when needed.

Indiana has historically focused on reducing sleep related death by offering education related to reducing the risk of SIDS to
caregivers throughout the state.  In an effort to reducepreventable SUID deaths, the ISDH intends to expand the focus of the current
Safe Sleep Program to address SUID prevention with a comprehensive focus to reach communities that support these caregivers, in
addition to reaching the caregivers themselves.  SIDS risk reduction is important and should be discussed but the more pressing issue
is Accidental Suffocation and Strangulation in Bed. Education should focus more on SUID and suffocation prevention. By changing
the language we use, we can empower caregivers to take steps to prevent death instead of simply reducing the risk of an
unpreventable cause.
 

Additionally, CFR program staff will seek to educate those that influence infant caregivers, while striving to assist communities in
addressing the social determinants of health that may create barriers in following safe sleep recommendations. Partnerships with non-
traditional partners will continue, including partnerships with mental health and addiction treatment centers, faith-based communities,
first responders through the DOSE Program, local and state educational institutions, and many others.
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State Priority Need:
Access to Care
 
State Performance Measure #4 (2016-2021)
Percent of children who are screened early and continuously for special health care needs
 
MCH and CSHNS will demonstrate improved Child Health through access to developmentally appropriate care by
increasing the percent of children who are screened early and continuously for special health care needs.  This will support
expanding opportunities for developmental screening activities in the early childhood, community, school, mental health and
pediatric care settings.

 
Current Activities (FY18) and Plans for the Coming Year (FY19)

 
The MCH Women, Children and Adolescent Team administers Indiana’s Project Linking Actions to Unmet Needs in
Children’s Health (Project LAUNCH) cooperative agreement with Substance Abuse and Mental Health Services
Administration (SAMHSA), in partnership with the Indiana Department of Mental Health and Addictions (DMHA).
 
Project LAUNCH’s long term goal is for all children to reach social, emotional, behavioral, physical, and cognitive
milestones. This will help children thrive in school and beyond. The population of focus is children from birth to eight.
 
Project LAUNCH uses three guiding principles: The Holistic Perspective, Public Health Approach and Ecological
Framework to improve young child wellness. Project LAUNCH has five objectives in improving young child wellness. One
objective is to increase access to screening, assessment, and referral services for children and families. Councils on Young
Child Wellness engage key players across child serving systems. Indiana has a local and state Young Child Wellness Council
that meet regularly. Councils unite stakeholders at state, territory/tribal and local levels across child-serving systems to create
shared vision of Young Child Wellness. 
 
The local Indiana community implementing LAUNCH uses the ASQ and ASQ-SE to screen children in early childhood
systems.  The local child care resource and referral are trained and have trained educators in the community to use these
developmental screening tools. The local hospitals and pediatricians in the local area also administer the ASQ and ASQ-SE
screening tools for children, in their offices.  Stakeholders that sit on the LAUNCH state council also participate on several
governor-appointed Early Learning Advisory Groups focus on developmental screening and assessment. Having partners sit
on both and state and local advisory groups ensures that there is not duplication of work.
 
 
Help Me Grow
 

The Indiana State Department of Health, in collaboration with the Indiana Department of Child Services, is excited to be

bringing the Help Me Grow (HMG) model to the state.  This model is a system approach to designing a comprehensive,

integrated process for ensuring developmental promotion, early identification, referral, and linkage to early childhood resources

and services.  It reflects a set of best practices for designing and implementing a system that can optimally meet the needs of

young children and families.  It is specifically designed to help states organize and leverage existing resources in order to best
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serve families with children at-risk for developmental delay.  The model does not change or reinvent these programs and

services, rather, it ensures collaboration among multiple systems to ensure access to services and seamless transitions for

families. The Early Learning Advisory Committee, Child Development Well Being workgroup was instrumental in

recommending that Indiana explore the HMG model and are key partners in the implementation piece of HMG.

 
Project HOPE
 

•         Differential investments in programs and services to attain equitable outcomes for children from the prenatal period to age
five, their families, and communities.

•         Reduction in racial disparities for children from their birth to age five (e.g. low birth weight, access to nutrition, access to high
quality child care)

•         Promote optimal health and wellbeing for children prenatal to age five and prevent and mitigate early childhood adversities
and improve adverse social settings

•         Shift or realign systems (policies, practices, programs, initiatives, funding, governance, data, communications) to increase
access to opportunities for young children and families in communities with significant racial, ethnic, economic, health and
education disparities

•         Engage community members with lived experience and create feedback loops to ensure ongoing communication between
state and local policy makers, practitioners, community leaders and families

 
ECCS
 
The purpose of Indiana’s Early Childhood Comprehensive Systems Impact (IN ECCS Impact) is to enhance early childhood systems

building and demonstrate improved outcomes in population-based children’s developmental health and family well-being using a

Collaborative Innovation and Improvement Network (CoIIN) approach. Through the ECCS grant, we hope to connect Indy East

Promise Zone children ages 0-8 and their families to care coordination, child developmental screening and screening for maternal

depression in order to support early detection, referral and intervention with the goal of demonstrating a 25% increase from baseline

in age appropriate developmental skills among the community’s 3 year old children within 60 months

 

 
 

 
The MCH Women, Children and Adolescent Team also administers Indiana’s Maternal, Infant and Early Childhood Home
Visiting (MIECHV) grant in partnership with the Department of Child Services (DCS). Through this partnership, ISDH funds
Nurse-Family Partnership and DCS supports the Healthy Families Indiana program. Both home visiting programs promote
developmental screening by ensuring home visitors are trained to screen all children receiving services for developmental
delays. Both the HFI and NFP model utilize the ASQ and ASQ-SE to screen every child birth through age 2 or 3, depending
on the program. American Academy of Pediatrics (AAP) recommends that, at a minimum, standardized developmental
screening tools should be administered at the 9-month, 18-month, and 24- or 30-month visits. AAP guidelines can be found
on http://pediatrics.aappublications.org/content/118/1/405.full. Indiana ensures children are screened at the AAP-
recommended intervals within the administration window of the selected tool to meet the MIECHV benchmark.
 
In early 2016 the MCH Women, Children and Adolescent Health Team also completed applications to HRSA for the ECCS
Impact and MIECHV Innovations competitive opportunities.  Through both applications, MCH proposed to use funds to
develop Help Me Grow as an addition to the MOMs Helpline in order to further expand access to developmental screenings
throughout Indiana. ISDH received both notices of awards this year.

 

The Indiana Title V program, in collaboration with other state agencies and the Indiana’s Act Early Ambassador, are working
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to widely disseminate CDC’s Learn the Signs. Act Early materials as a part of our efforts around developmental screening
in Indiana.  Indiana’s Project LAUNCH grant has printed the first batch of customized materials and they will be ready for
distribution in October 2017.
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Adolescent Health

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2016 90.4 % NPM 8.2

NOM 20 - Percent of children, ages 2 through 4,
and adolescents, ages 10 through 17, who are
obese (BMI at or above the 95th percentile)

NSCH-2016 18.5 % NPM 8.2

NOM 20 - Percent of children, ages 2 through 4,
and adolescents, ages 10 through 17, who are
obese (BMI at or above the 95th percentile)

WIC-2014 14.3 % NPM 8.2

NOM 20 - Percent of children, ages 2 through 4,
and adolescents, ages 10 through 17, who are
obese (BMI at or above the 95th percentile)

YRBSS-2015 13.6 % NPM 8.2
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National Performance Measures

NPM 8.2 - Percent of adolescents, ages 12 through 17 who are physically active at least 60 minutes per day 
Baseline Indicators and Annual Objectives

Federally Available Data

Data Source: Youth Risk Behavior Surveillance System (YRBSS)

2016 2017

Annual Objective 24.4 24.7

Annual Indicator 25.3 25.3

Numerator 72,944 72,944

Denominator 287,919 287,919

Data Source YRBSS-ADOLESCENT YRBSS-ADOLESCENT

Data Source Year 2015 2015
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Indiana - Objectives (ADOLESCENT)

Created on 9/24/2018 at 4:23 PMPage 119 of 274 pages



Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - ADOLESCENT

2016 2017

Annual Objective

Annual Indicator 18.9

Numerator 99,596

Denominator 527,898

Data Source NSCH-ADOLESCENT

Data Source Year 2016

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 24.9 25.2 25.4 25.7 25.9 26.2
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Evidence-Based or –Informed Strategy Measures

ESM 8.2.1 - Number of programs/trainings implemented to increase and integrate physical activity into typical
school activities

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023

Annual Objective 31.0 39.0 47.0 55.0 63.0
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State Performance Measures

SPM 3 - Rate of births (per 1,000) for teenagers aged 15-17 years.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 11.9

Annual Indicator 11.1 11

Numerator 1,501 1,485

Denominator 134,692 134,436

Data Source MCH Epidemiology/ISDH DAT MCH Epidemiology/ISDH DAT

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 11.4 10.9 10.4 9.9 9.4 9.0
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State Action Plan Table

State Action Plan Table (Indiana) - Adolescent Health - Entry 1

Priority Need

Obesity

NPM

NPM 8.2 - Percent of adolescents, ages 12 through 17 who are physically active at least 60 minutes per day

Objectives

Increase the percent of children who are physically active at least 60 minutes per day to 38.2% by 2020.

Strategies

MCH/CSHCN will partner with DNPA to align efforts to increase the physical activity level of children age 6-17.

Raise awareness of child and adolescent obesity and physical activity as a public health issue and promote prevention
strategies.

NOMs

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health

NOM 20 - Percent of children, ages 2 through 4, and adolescents, ages 10 through 17, who are obese (BMI at or above
the 95th percentile)

ESMs Status

ESM 8.2.1 - Number of programs/trainings implemented to increase and integrate physical activity into
typical school activities

Active
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State Action Plan Table (Indiana) - Adolescent Health - Entry 2

Priority Need

Access to Care

SPM

SPM 3 - Rate of births (per 1,000) for teenagers aged 15-17 years.

Objectives

Decrease the rate of births for teenagers aged 15-17 years to 9.9 % By 2020.-

Strategies

Work in collaboration with local and state-wide partners to address barriers to receiving adolescent healthcare services.

Increase awareness of the pregnancy mobile app, Liv among educators, especially among high schools.

Expand and enhance statewide efforts to promote healthy lifestyles by marketing the adolescent well visits.

Continue efforts to work directly with youth in the community and finding new ways to engage them in initiatives.
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Adolescent Health - Annual Report

III.E.2.c. Adolescent Health: Annual Report (FY17 10/12016 - 09/30/2017)
 
State Priority Need:
Obesity

National Performance Measure #8 (2016-2021):

Percent of children ages 6 -11 who were physically active at least 20 minutes per day: 36.4% (National Survey of Children’s Health,
2011-12)
 
Playworks
DNPA contracted with Playworks to host recess implementation training at selected school sites. Playworks provides training to
school staff on how to make the recess time more active for children. In turn, Playworks programs also decrease bullying and
behavior problems, both at recess and in the classroom. Since physical education is often limited in the K-8 setting, Playworks offers
an opportunity for all children to be active at recess.
 
GOAL University
DNPA also contracted with GOAL University to expand their after-school physical activity and nutrition education program for
children. GOAL initially began in Bloomington and is expanding to other cities in Indiana with Title V Funding; Lafayette, Indianapolis,
Bloomington.
 

GOAL University:
Physical Activity Minutes
While the time varies slightly each week due to the unique lesson plans, students typically spend about 30 minutes (of the 60-
minute program) being physically active. The breakdown of a weekly program is below:

    Goal Setting and Checking: 10 minutes (sedentary)
      Nutrition Lesson: 25 minutes (15 minutes sedentary, 10 minutes active)
      Physical Activity Lesson: 25 minutes (5 minutes sedentary, 20 minutes active)
 
SPARKabc’s
DNPA contracted with SPARKabc’s to provide three trainings for school professionals to learn about incorporating movement in the
classroom setting, using pre-made lesson plans as their guide. Regional trainings were hosted in Terre Haute, Indianapolis, and
Muncie, and 16 different school districts were represented.
 
Children’s Healthy Weight Collaborative Innovative Improvement Network (CoIIN):
The DNPA was awarded a Children’s Healthy Weight (CHW) CoIIN to improve and increase physical activity access in the students
with special healthcare needs population. The DNPA is working with Indiana University Purdue University Indianapolis on how to
help districts educate their professionals, and provide special needs students with the education on how to live more active lifestyles.
 
 
 
Comprehensive School Physical Activity Program (CSPAP) Trainings
The DNPA facilitated a CSPAP trainings in Vincennes, Lawrence, and Indianapolis areas. Each CSPAP training is 3-hours in length,
which help school professionals form action plans on increasing access to physical activity in a multitude of school settings, including:
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before/after school, physical education, in-classroom, community events, and staff wellness.
 
Community Mini-Grants
DNPA contracted with five community based and school organizations to increase physical activity in school settings; including
before/after school, in classroom, and physical education settings. Four of these grants were housed in Kokomo, Indianapolis,
Frankfort, and Bloomington. The other was a statewide reach, and programmed in multiple school districts throughout the year.

National Performance Measure #8 (2010-2015):

The rate of birth (per 1,000) for teenagers aged 15-17 years.

 

The State Adolescent Health Administrator supervised the YRBS Coordinator to interpret and disseminate the results from the 2017
YRBS survey and complete administration of the 2018 School Health Profiles survey. Although Indiana did not receive weighted data
for the 2017 YRBS, Indiana is on track to obtain weighted data for the 2018 School Health Profiles survey.

 

The State Adolescent Health Administrator continued to provide guidance and oversight to the Abstinence Education Grant Program
(AEGP) sub-grantees. Six AEGP sub-grantees applied for and were awarded continued funding for the 2017 fiscal year and the
2018 fiscal year. Through an ongoing partnership with Indiana University Medicine, training opportunities are currently offered to sub-
grantees. 

The Adolescent Health Administrator provided oversight of the state contract with Indiana Family Health Council (IFHC) to
administer Indiana Family Planning Partnership (IFPP) funds from Title V, TANF and SSBG. IFHC utilizes this funding, in addition to
the Title X funding they receive, to fund10 sub-recipients that provide preventative healthcare services and family planning education
and resources at clinics in high need areas throughout the state.
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Adolescent Health - Application Year

III.E.2.c. Adolescent Health: Application Year
 
State Priority Need:
Obesity
 
National Performance Measure #8 (2016-2021):
Percent of children ages 6 -11 who were physically active at least 20 minutes per day: 36.3% (National Survey of Children’s Health,
2016)
 
Percent of high school students who were physically active at least 60 minutes per day: 25.3% (Youth Risk Behavior Survey, 2015) 
 
Evidence-based/Informed Strategy Measure linked to NPM#8:
The ISDH MCH and CSHCN divisions will partner with the Division of Nutrition and Physical Activity (DNPA) to align efforts to
increase the physical activity level of children ages 6-17, work with local organizations and schools to increase physical activity during
the school day, raise awareness of child and adolescent obesity and physical activity as a public health issue, and promote prevention
strategies. In order to address Child/Adolescent Obesity, the DNPA plans to train a variety of professionals and community members
to implement physical activity best practices across a wide-range of settings, including: before and after school programs, in-class
room lessons, recess, and through other parental and teacher involvement. These training opportunities will lead to an increase in the
percent of children and adolescents that are physically active for at least 60 minutes each day, as well as give them the tools to engage
in healthier lifestyle habits.
 
Current Activities (FY18) and Plans for the Coming Year (FY19)
 
Playworks:
The DNPA holds an annual contract with Playworks to provide district-wide trainings on creating safe and healthy play in the recess
environment. Playworks programs also decrease bullying and behavior problems, effective both at recess and in the classroom. Since
physical education is often limited in the K-8 setting, Playworks encourages an inclusive opportunity for all children to be active at
recess, regardless of physical activity level or ability. The DNPA plans to continue this partnership throughout the 2018-19 year, and
expand to school districts that have not yet been reached.

Physical Activity Minutes
The DNPA supports Playworks in conducting 3 types of training opportunities:

o       Recess Implementation: 2 days of recess instruction, 8 hours each, per training
o       Playshop: 3 hours per training
o       Team Up program: 1 semester of on-site training
Each program listed produces 30 minutes of physical activity instruction, daily.

 
Program Attendance/Reach
Below are the numbers of potential student reach from the professionals who participated in the Playworks recess
programs/trainings

o       Recess Implementation:1987
o       Playshop:143
o       Team Up program: 9,600

Total: 11,730 students reached

GOAL University:
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The DNPA also contracts with GOAL University annually to expand their after school, family-focused community program that
encourages healthy lifestyles for children and their families through nutrition, behavior and physical activity education. GOAL initially
began in Bloomington and has expanded to three (3) cities around the state, with multiple training sites in each city. The GOAL
University program utilizes nursing students from the universities in the corresponding locations, to help carry out daily lessons and
reinforce positive messaging.

Physical Activity Minutes
While the time varies slightly each week due to the unique lesson plans, students typically spend about 30 minutes (of the 60-
minute program) being physically active. The breakdown of a weekly program is below:

o       Goal Setting and Checking: 10 minutes (sedentary)
o       Nutrition Lesson: 25 minutes (15 minutes sedentary, 10 minutes active)
o       Physical Activity Lesson: 25 minutes (5 minutes sedentary, 20 minutes active)

 
Program Attendance/Reach
Below are the approximate numbers of students that have participated in the GOAL University program in fall of 2017 and
spring of 2018.
Spring 2018

o       Bloomington: 80
o       Indianapolis: 300
o       Lafayette: 60

Total: 440
 

Fall 2017
o       Bloomington: 500
o       Indianapolis: 260
o       Lafayette: 325

Total: 1,085

 The DNPA plans to continue partnering with the GOAL University program in hopes expand to more after-school programs and
positively influence a greater reach of students and families.
 
Community Mini-Grants:
The DNPA is currently supporting eight community mini-grants, which is an increase from the five supported in previous years. The
programs that these community mini-grants support, range from classroom specific to community wide initiatives and provide schools,
educators, and students the resources to be physically active both in and out of school. The DNPA plans to provide the opportunity
for each entity to continue their program throughout the 2018-19 year. If a grantee does not wish to continue with funding, new
grantees will be solicited.

 
 
 
Physical Activity Minutes
While each program varies in the amount of weekly programming they provide, 2 programs report providing between 46-60
daily physical activity minutes, 3 programs report providing between 16-30 daily physical activity minutes, and 2 programs
report providing between 31-45 daily physical activity minutes. Only 1 program did not report on average physical activity
minutes.

 
Program reach
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Below is the reach of each grantee’s program. These numbers are compiled from programs in fall of 2017 and spring of
2018.

o       YMCA of Greater Indianapolis: 1580 students
o       Parkview: 150 students
o       Bloomington Parks and Recreation: 175 students
o       Nine13 Sports Inc.: 500 students
o       RightFit: 500 students
o       Healthy Communities of Clinton County: 622 students
o       IU Health/Monroe County School Corporation: 221 students
o       Healthier Johnson County: 3,020 students

 
Children’s Healthy Weight Collaborative Innovative Improvement Network (CoIIN):
The DNPA was awarded a Children’s Healthy Weight (CHW) CoIIN in fall of 2017 to improve and increase physical activity access
in the students with special healthcare needs population. The DNPA plans to continue this work through partnerships with Indiana
University Purdue University Indianapolis on how to help school districts educate their professionals, and provide special needs
students with the education on how to live more active lifestyles.
 
Comprehensive School Physical Activity Program Training:
The DNPA facilitates a 3-hour Comprehensive School Physical Activity Program (CSPAP) training that helps school professionals
form action plans on increasing access to physical activity in a multitude of school settings, including: before/after school, physical
education, in-classroom, community events, and staff wellness. DNPA staff members have provided 3 CSPAP trainings during the
2017-18 year to 21 districts across Indiana. The DNPA plans to continue these trainings throughout the 2018-19 year.
 
Physical Activity Leadership Trainings:
The DNPA has pulled together multiple funding sources to provide select regions with Physical Activity Leadership (PAL) trainings.
PAL trainings cater to Health and Physical Education Teachers, Classroom Teachers, Principals and Administrators. The PAL learning
system is a dynamic, action-focused program designed to develop and support school champions in their efforts to ensure 60 minutes
a day of physical activity for all school-aged youth. The DNPA sponsored 3 PAL trainings in 2018, and is adding another one in
September 2018.
 

State Priority:

Access to Care

 State Performance Measure #3 (2016-2021):

Rate of births (per 1,000) for teenagers aged 15-17 years

 Indiana will demonstrate improvements in Women/Maternal access to care by decreasing the teen pregnancy rates through
collaboration with local and state-wide partners to address barriers to receiving adolescent healthcare services.

 
 Current Activities (FY18) and Plans for the Coming Year (FY19)

The MCH Division plans to enhance partnerships with the Office of Women’s Health, Office of Minority Health, and the Division of
Nutrition and Physical Activity to better align programmatic efforts related to women’s health.

Created on 9/24/2018 at 4:23 PMPage 129 of 274 pages



The Health and Human Services Commission, which houses the aforementioned divisions, is emphasizing partnership efforts as it
embraces the Life Course Framework. Reduction in teen births, as well as increasing birth spacing from young mothers, is an idea
solidly built on the fact that young women who have intact support systems around them and a community encouraging them to dream
bolsters their chances for success by supplying the tools and roadmap to see their dreams become reality. 

In partnership with the Office of Minority Health, members of the MCH MOMS Helpline are exhibiting at Indiana’s Annual Black
Expo Health Fair, in an effort to bring a touchpoint to the community where resources can be accessed.  Initiatives that are aimed
towards young women, before they become sexually active, and in between pregnancies,  encourage positive life choices that can
serve as an insulating factor that will delay their first pregnancies until the young women decide the time is right for them to begin their
families.

The State Adolescent Health Administrator will continue to work with state-wide and local partners in high need areas throughout the
state to decrease teen pregnancy rates by incorporating Positive Youth Development in all Abstinence Education Grant Program
(AEGP) activities. The AEGP sub-grantees will continue to receive Training and Technical Assistance on best practices for utilizing
the Positive Youth Development Framework as a model for the Abstinence Education programs. By increasing protective factors,
along with working to decrease risk factors in high need areas, MCH expects that the teen pregnancy rate in Indiana will continue to
decline.

ISDH submitted an application for the three-year Parenting Assistance Fund Support for Parenting and Expecting Teens, Women,
Fathers, and Their Families grant program in April of 2018.

ISDH was selected by AMCHP to participate in the second cohort of the Adolescent and Young Adult Health Collaborative
Improvement and Innovation Network (AYAH-CoIIN) through a competitive grant, which includes a $15,000 “mini-grant.” The
State Adolescent Health Administrator will lead the Indiana State Team, made up of a multidisciplinary group of adolescent health
and public health professionals from State and local agencies, insurance providers, healthcare providers, Indiana University School of
Medicine Faculty, program and training and technical assistance from AMCHP and the Adolescent and Young Adult Health National
Resource Center, to increase the quality of and access to preventive well-visits for adolescent and young adults ages 10-25 in
Indiana. At the conclusion of this project in August of 2018, Indiana will have marketing materials to promote the adolescent well visit
for statewide dissemination. Relationships with youth serving groups have been established during the course of this project, and
ISDH anticipates sustaining these relationships with continued youth engagement opportunities in the upcoming year.  

 

 

MCH will continue to oversee the state contract with Indiana Family Health Council (IFHC) to manage the Indiana Family Planning
Partnership with funds from Title V, TANF and SSBG, in addition to Federal Title X funds IFHC receives from the U.S. Department
of Health and Human Services (HHS).

·   IFHC will continue to utilize this combined funding to administer the Indiana Family Planning Partnership through contracts
with 10 sub-recipients that run clinics in high need areas throughout the state.

·   As a Title V sub-grantee, IFHC ensures quality of services in the clinics through clinic audits and monitoring as well as site-
visits.

·   Because IFHC is a recipient of Title X funding, they must follow strict protocol in providing and monitoring services that is
required by HHS.

·   The clinics run by IFHC’s sub-recipients are placed strategically throughout the state in order to provide preconception
assessment, counseling and education to women of childbearing age in areas with the highest need for these services.
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·   IFHC will continue the strategic planning of these clinics through an open bid process to help identify the areas in the state
that would benefit most from the services provided.

·   The strategic planning of providing preventive healthcare and continued quality assurance, IFHC, through the administration
of the Indiana Family Planning Partnership, will increase access to healthcare among women of childbearing age, leading to a
decreased rate in teen pregnancy as well as a decrease in the percentage of births occurring within 18 months of a previous
birth to the same mother.

Indiana will continue to implement the Indiana Early Start program, funding local organizations to assist women in finding access to
early prenatal care and enrollment in Medicaid.
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Children with Special Health Care Needs

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 17.2 - Percent of children with special health
care needs (CSHCN), ages 0 through 17, who
receive care in a well-functioning system

NSCH-2016 16.2 % NPM 11
NPM 12

NOM 18 - Percent of children, ages 3 through 17,
with a mental/behavioral condition who receive
treatment or counseling

NSCH-2016 59.8 % NPM 11

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2016 90.4 % NPM 11

NOM 25 - Percent of children, ages 0 through 17,
who were not able to obtain needed health care in
the last year

NSCH-2016 2.0 % NPM 11
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National Performance Measures

NPM 11 - Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home 

Baseline Indicators and Annual Objectives

NPM 11 - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2016 2017

Annual Objective

Annual Indicator 44.9

Numerator 159,655

Denominator 355,896

Data Source NSCH-CSHCN

Data Source Year 2016

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
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Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 50.5 52.6 54.7 56.8 58.9 61.0
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Evidence-Based or –Informed Strategy Measures

ESM 11.1 - Percent of families who received effective care coordination.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective

Annual Indicator 76.2 76.2

Numerator 384 384

Denominator 504 504

Data Source National Survey of Children Health National Survey of Children Health

Data Source Year 2016 2016

Provisional or Final ? Provisional Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 76.2 86.2 96.2 100.0 100.0 100.0
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NPM 12 - Percent of adolescents with and without special health care needs, ages 12 through 17, who received
services necessary to make transitions to adult health care 

Baseline Indicators and Annual Objectives

NPM 12 - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2016 2017

Annual Objective

Annual Indicator 14.2

Numerator 23,974

Denominator 168,418

Data Source NSCH-CSHCN

Data Source Year 2016

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 44.7 45.0 45.3 45.6 45.9 46.2
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Evidence-Based or –Informed Strategy Measures

ESM 12.1 - Number of adult and pediatric providers who have received training in transition services and caring
for CYSHCN.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective

Annual Indicator 0 20

Numerator

Denominator

Data Source CYACC CYACC

Data Source Year 2016 2017

Provisional or Final ? Provisional Provisional

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 20.0 25.0 30.0 35.0 40.0 45.0

ESM 12.2 - Number of participants in Center for Youth and Adults with Conditions of Childhood (CYACC) clinical
services.

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023

Annual Objective 20.0 25.0 30.0 35.0 40.0
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State Performance Measures

SPM 4 - Developmental Screening

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 25.6

Annual Indicator 23.9 28.7

Numerator 99,729 63,396

Denominator 418,136 220,914

Data Source National Survey of Childrens
Health

National Survey of Childrens Health

Data Source Year 2011/12 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 27.3 29.3 31.3 33.3 35.3 37.3
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State Action Plan Table

State Action Plan Table (Indiana) - Children with Special Health Care Needs - Entry 1

Priority Need

Access to Care

NPM

NPM 11 - Percent of children with and without special health care needs, ages 0 through 17, who have a medical home

Objectives

Increase the percent of children with and without special health care needs having a medical home to 63.3% by 2020.

Strategies

Within the clinic setting, increase the number of families who report receiving comprehensive care within a medical home
while also addressing coordination and communication among doctors regarding the patient and making intentional
referrals to community-based resources

Enhance partnerships with family and parent organizations to assist with system navigation, education and referral to
available community-based resources and ensure follow-up is conducted to address barriers to accessing needed
services and supports.

Expand and enhance the Family Advisory Council in collaboration with the Maternal and Child Health Division to empower
families and strengthen family engagement within the systems of care for individuals with and without special health care
needs.

Pilot an innovative payment model for place based coordination for children with medical complexity (ies) in collaboration
with Indiana Medicaid.

Continue to provide statewide care coordination through system navigation, education, resource identification, referral
and follow up.

ESMs Status

ESM 11.1 - Percent of families who received effective care coordination. Active
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NOMs

NOM 17.2 - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system

NOM 18 - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or counseling

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health

NOM 25 - Percent of children, ages 0 through 17, who were not able to obtain needed health care in the last year
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State Action Plan Table (Indiana) - Children with Special Health Care Needs - Entry 2

Priority Need

Access to Care

NPM

NPM 12 - Percent of adolescents with and without special health care needs, ages 12 through 17, who received services
necessary to make transitions to adult health care

Objectives

Increase the percent of adolescents with or without special health care needs who received services necessary to make
transitions to adult health care to 45.35 by 2020.

Strategies

Collaborate with Center for Youth and Adults of Childhood (CYACC) to train IU School of Medicine residents on transition
to adulthood and caring for individuals with special needs. .

Work with current primary care and sub-specialty providers (including referring physicians) of patients regarding
transition.

Develop and conduct trainings for families on transition

Collaborate with school-based clinics to address transition for individuals with and without special healthcare needs
through initiatives that educate on a variety of topics, including post-secondary education, workforce readiness, and
activities of daily living.

ESMs Status

ESM 12.1 - Number of adult and pediatric providers who have received training in transition services
and caring for CYSHCN.

Active

ESM 12.2 - Number of participants in Center for Youth and Adults with Conditions of Childhood
(CYACC) clinical services.

Active
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NOMs

NOM 17.2 - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system
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State Action Plan Table (Indiana) - Children with Special Health Care Needs - Entry 3

Priority Need

Access to Care

SPM

SPM 4 - Developmental Screening

Objectives

Increase the percent of children who are screened early and continuously for special health care needs.

Strategies

Expand developmental screening activities in the early childhood setting. Increase the number of children (9-71 months)
receiving a developmental screen using a standardized tool.

Expand collaboration into the mental health setting around developmental screening-Possibly start with the Division of
Mental Health and Addiction (DMHA) and their Systems of Care.

Implement the Help Me Grow (HMG) model within the Indiana early childhood systems to promote early screening,
diagnosis and intervention.

Pilot a HMG call center in the State of Indiana.

Coordinate the use of the "Learn the Signs, Act Early" developmental milestone materials as the statewide resources for
developmental screening.

Created on 9/24/2018 at 4:23 PMPage 143 of 274 pages



Children with Special Health Care Needs - Annual Report

III.E.2.c. Children with Special Health Care Needs: Annual Report

National Performance Measure 11 (2016-2021): 
Percent of Children with and without special health care needs having a medical home.

Care coordination continued to be a focus of the Children’s Special HealthCare Services (CSHCS) Division. CSHCS funded nine
Title V projects with an emphasis focused on statewide care coordination, in medical clinics, school-based clinics, and family and
parent led organizations. Activities focused around family engagement and empowerment, system navigation, education, and referral
to available community-based resources. The entities were funded through the Title V CSHCS Division:

·         About Special Kids     

·         Autism Society of Indiana

·         Center for Youth and Adults with Conditions of Childhood

·         Community Health Clinic

·         Family Voices Indiana

·         Open Door Community Alliance, Inc.

·         School City of East Chicago

·         Trustees of Indiana University, Care coordination for children with neurodevelopmental disabilities

·         Trustee of Indiana University Spina Bifida Program at Riley Hospital

 

The CSHCS Division’s Care Coordination Section provided coordination to CSHCS program participants and all CYSHCN
statewide.  The Care Coordinators assessed the families’ needs and made appropriate referrals to community-based services,
medical services, and other identified service areas for medical and non-medical needs.

The State Implementation Grant for Enhancing the System of Services for Children and Youth with Special Health Care
Needs (CYSHCN) through Systems Integration grant through HRSA allowed us to work closely with the Indiana University School
of Medicine’s Neurodevelopmental Behavioral Services Early Evaluation hubs across the state to implement place-based care
coordination The grant period ended on August 31, 2017, and the project was granted a no-cost extension through May 31, 2018.  

 

National Performance Measure-12 (2016-2021): 
Percent of adolescents with and without special health care needs who received services necessary to make transitions to adult health
care.

The Center for Youth and Adults with Conditions of Childhood (CYACC) provided transitional care to youth and young adults with
special health care needs in Indiana. They are were funded through the Title V program and overseen by the CSHCS Division at
ISDH.

The center trained IU School of Medicine medical residents across the state on the transition process and caring for those with
special needs. 
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Families were educated on the topic of transition during the care coordination process and trainings were available for families
through the family/parent organizations.

A goal of ours was to develop an interactive online environment for the state Transition Workbook. We continue to work towards
how to develop this resource electronically.

Got Transition developed a five-session webinar series on health care transition in care coordination programs sponsored by Title V. 
Indiana was one of four states that was asked to present on the May 31, 2018, webinar due to performing well on the Got Transition
baseline report.  Dr. Mary Ciccarelli, Director of CYACC, was asked to present on the Got Transition.

 

State Performance Measure 4 (2016-2021): 
Percent of children with and without special ages 0-21 who are screened early and continuously for special health care needs. 
 

The Genomics and Newborn Screening program continued to rapidly detect disease and connect families with appropriate resources
for through the Indiana Birth Defects and Problems Registry as well as through targeted newborn screening of Pediatric Endocrine
Disorders, Inborn Errors of Metabolism, Hemoglobinopathies, Cystic Fibrosis, Critical Congenital Heart Defects, and Hearing loss.
Newborns positive for disease are connected with services for genetic counseling, specialized physician care and therapies,
community resources, medical management, educational resources and others as appropriate.

Services are provided by newborn screening funded community partners who specialize in specific diseases and provide medical care
as well as social services to address healthcare barriers. These partners include:

·         Indiana University School of Medicine Cystic Fibrosis Center
·         The Community Health Clinic
·         Indiana Hemophilia and Thrombosis Center
·         Riley Hospital for Children

Each serves families statewide to provide clinical laboratory testing, identify medical needs, establish individualized care plans, and
navigate healthcare barriers.
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Children with Special Health Care Needs - Application Year

III.E.2.c. Children with Special Health Care Needs: Application Year
 

Children with Special Health Care Services

National Performance Measure 11 (2016-2021): 
Percent of Children with and without special health care needs having a medical home.

A.    Current Activities

The CSHCS Division is focusing efforts on the care coordination component of medical home around the areas of family
empowerment, system navigation, education, and referral to medical and community-based resources. 

The CSHCS Division has a Care Coordination Section that provides coordination to CSHCS program participants and all
CYSHCN statewide.  The Care Coordinators assess the families’ needs and make appropriate referrals to community-based
services, medical services, and other identified service areas. They are also equipped to make referrals outside of service needs. 
These may include referrals to food pantries, housing, as well as information on support groups and connections to other family
support organizations within Indiana.

The CSHCS Division continues to use care coordination as the primary focus of the medical home national performance measure.
For the fiscal year 2018-2019, the CSHCS Division funded six Title V projects focused on care coordination and five state funded
projects around care coordination and wrap-around services for the sickle cell and visually impaired populations.

Indiana received a State Implementation Grant for Enhancing the System of Services for Children and Youth with Special Health
Care Needs through Systems Integration from the Health Resources and Services Administration (HRSA). The grant period ended
on August 31, 2017. We received a nine month no-cost extension that continued grant activities through May 2018.

Indiana has been selected to be a part of the Health Care Delivery System Innovations for Children with Medical Complexity
CoIIN led by the Catalyst Center. The ISDH/Title V program serves as the lead organization for this project. Indiana will work to
pilot place-based care coordination within the health care system that better provides comprehensive family-centered assessment,
cross-communication, and integration of services into communities. This includes piloting an innovative payment model through
Medicaid for care coordination reimbursement. Indiana’s CoIIN team is comprised of Title V, Medicaid, family members, primary
care and specialty care providers, and other key state and local stakeholders that are relevant to the project’s success and ultimately
reimbursement for care coordination statewide.

 

 

 

Plans for the Coming Year

The CSHCS Division will continue to use care coordination as the primary focus of the medical home national performance measure.
The CSHCS Division will continue to fund six Title V and 5 state projects around care coordination and wrap-around services.

The Indiana team will continue our work with the Health Care Delivery System Innovations for Children with Medical
Complexity CoIIN project. We anticipate having the innovative payment model in the pilot sites funded by Indiana Medicaid through
Managed Care Entities (MCEs) so data collection can begin on the effectiveness of the care coordination model.
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The CSHCS Division will continue to work with the ISDH MCH Division the implementation of HMG in the state. Once the call
center is implemented and begins taking calls, CSHCS will determine if further collaboration between HMG, the CSHCS Care
Coordination Section, and the Title V and state care coordination would be beneficial in creating a comprehensive system of
coordination for all families with and without special health care needs in the state.

 

National Performance Measure-12 (2016-2021): 
Percent of adolescents with and without special health care needs who received services necessary to make transitions to adult health
care.

A. Current Activities

The CSHCS Division continues to work with other agencies to formulate a structured plan for transition to adulthood.  Through the
planning process the Center for Youth and Adults with Conditions of Childhood (CYACC) will look to offer transitional care to
patients with special health care needs over the age of 18 years old.

The CSHCS Division is currently working with the adolescent health team in the Maternal Child Health Division to develop a
comprehensive structured plan of sustainability for school based clinics in Indiana. Currently, the CSHCS Division oversees two
grantees within Title V that are school based clinics. We are seeking ways to create a strategic plan to continue services these clinics
and offering technical assistance by linking them with other organizations, stakeholders, and suggestions for additional funding
measures for all school based clinics are Indiana.

B. Plans for the Coming Year

ISDH will continue to foster transition throughout the state of Indiana via CYACC transition assessment and care coordination service
delivery, ongoing training of medical learners (medical students, categorical and combined pediatric and internal medicine residents,
genetics students, social work, nursing, other), and engaging existing providers with transition issues and methods. Learners are
trained through didactic and experiential sessions, including service learning events with Special Olympics and attending CYACC
transition clinic.

State Performance Measure 4 (2016-2021): 
Percent of children with and without special ages 0-21 who are screened early and continuously for special health care needs.

Current Activities

The Indiana State Department of Health, in collaboration with the Indiana Department of Child Services, is excited to be bringing the
Help Me Grow (HMG) model to the state.  This model is a system approach to designing a comprehensive, integrated process for
ensuring developmental promotion, early identification, referral, and linkage to early childhood resources and services.  It reflects a
set of best practices for designing and implementing a system that can optimally meet the needs of young children and families.  It is
specifically designed to help states organize and leverage existing resources in order to best serve families with children at-risk for
developmental delay.  The model does not change or reinvent these programs and services, rather, it ensures collaboration among
multiple systems to ensure access to services and seamless transitions for families. The Early Learning Advisory Committee, Child
Development Well Being workgroup was instrumental in recommending that Indiana explore the HMG model and are key partners in
the implementation piece of HMG.
 
The CSHCS Division will continue to work with the Riley Child Developmental Center (RCDC) to promote the program “Learn the
Signs. Act Early.” developed by the CDC. The funding for this project will come from by the Early Childhood Comprehensive
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Systems (ECCS) Indiana team at ISDH until July 31, 2018. This program was created to track the development of children from
birth to 5 years. Also, this information will help parents to identify and gain insight about screening for children. The Indiana team will
be disseminating children’s books, milestone brochures, and milestone moments books for Indiana residents.

 

B.     Plans for the Coming Year

Through the Help Me Grow (HMG) model ISDH will continue our system approach to designing a comprehensive, integrated
process for ensuring developmental promotion, early identification, referral, and linkage to early childhood resources and services.  It
reflects a set of best practices for designing and implementing a system that can optimally meet the needs of young children and
families.  It is specifically designed to help states organize and leverage existing resources in order to best serve families with children
at-risk for developmental delay. 

 
 

 Current Activities

This year, Indiana has added two new conditions to the Genomics and Newborn Screening panel. The panel includes the 47 genetic
conditions previously screened plus two new conditions. Indiana will begin screening for 49 conditions beginning July 1. The two new
conditions screened for are severe combined immunodeficiency (SCID) and spinal muscular atrophy (SMA).  Both are screened
through the heelstick. Indiana will be one of the first states to begin screening for SMA as it was recently added to the Recommend
Universal Screening Panel (RUSP).

SCID is also known as the “Bubble Boy Disease” and occurs when a baby’s immune system does not work. Babies with SCID are
not able to fight infections. They appear healthy at birth but can become sick very quickly when exposed to common illnesses.
 
SMA is a disorder that affects the nervous system. SMA damages the nerve cells that 
control muscles. Because of this, a child with SMA cannot move or breathe normally and will get weaker over time. There are four
different types of SMA that vary in severity.

Additionally, the Genomics and Newborn Screening program is currently working to implement changes to improve timeliness of
detection and quality of care. Efforts include performing screening at 24 hours after birth instead of the historical 48 hours, monitoring
and reporting quality indicators with birthing facilities, as well as performing onsite birthing facility outreach and support. These efforts
work to ensure newborns positive for disease and families impacted by this are connected with specialized healthcare and resources
within seven (7) days of birth, reduce delay due to repeated screening from administrator error and expands the system of care for
families to access experts throughout the state.
 

 Plans for the Coming Year

Future plans for the Genomics and Newborn Screening program include the expansion of the Indiana Birth Defects and Problems
Registry. The Indiana Birth Defects and Problems Registry (IBDPR) is a population-based surveillance system established in 1986
(IC-16-4-10-6) to monitor incidence rates for conditions affecting fetal, infant and child health. The goal of surveillance through
IBDPR is to develop public health initiatives for increased awareness, population education, and risk reduction for disease
prevention. Currently, IBDPR collects data on 49 reportable conditions, 47 of which are designated nationally by the CDC. Indiana
also collects data on Autism spectrum disorders and Fetal Alcohol Syndrome.
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Nationally, it is estimated that about one in every 33 babies is born with a birth defect each year, and birth defects remain a leading
cause of infant mortality. About 23% of Hoosier infant deaths were due to birth defects in 2016. Cardiovascular, musculoskeletal,
and genitourinary defects affect Hoosier babies at the highest rates.
 
Expansions to the IBDPR include a change from a passive to an active surveillance system, adopting rapid detection at three months
of report and diagnosis received and referrals to care made within two years of report. This is in contrast to the historical practice of
monitoring prevalence five years in arrears. With this update, the IBDPR will be capable of participating in real-time syndromic
surveillance of emerging trends in infant morbidity and mortality working to improve efforts for rapid detection and intervention of
congenital heart defects, perinatal substance use, congenital infections, and other fatality-causing birth defects.
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Cross-Cutting/Systems Building

Cross-Cutting/Systems Builiding - Annual Report

 

III.E.2.c. Cross-Cutting/Systems Building: Annual Report (FY17 10/1/2016 - 09/30/2017)

State Priority Need:

Alcohol and Drug Use

State Performance Measure #5 (2016-2021): 

Rate of infants born with Neonatal Abstinence Syndrome per 1,000 delivery hospitalizations.

The ISDH initiated a perinatal substance use hospital study in January 2016 with the goal of identifying the prevalence of drug
exposed newborns throughout Indiana.

In 2017, of the 2,938 cords tested, opiates were positively detected at a rate of 14.37%, higher than the national sample rate of 10.8
%.  The types of drugs being utilized varies geographically.  Because we are not conducting universal screening of all Indiana babies,
we believe pilot results are an underrepresentation of true prevalence.

 In January 2016, four pilot hospitals began utilizing an established protocol. When the pregnant woman arrives at the hospital for
delivery, hospital personnel conduct a standardized and validated verbal screening.. Medical staff request that anyone with a positive
screening result at any point during her pregnancy consent to a urine toxicology screening. Babies whose mothers had a positive
verbal screen or positive toxicology screening results, and babies whose mothers did not consent to the toxicology screen are
screened using urine, cord or meconium, depending upon the results of the maternal screening.

 
Future actions this task force include expanding the established protocols statewide and pursuing legislation to mandate universal drug
screening of pregnant women.
 

ISDH partnered with Volunteers of America (VOA) to establish residential addiction treatment centers for pregnant women.  The
Fresh Start program is an opioid addiction recovery program administered by VOA and aims to prevent the detrimental effects of
prenatal drug usage on newborns by assisting pregnant women and women with newborns with p substance abuse and addiction
treatment in a residential care facility and post-discharge home visitation. The program supports pregnant women who have an opioid
addiction but do not have an open case with the Department of Child Services (DCS). Service begins during pregnancy and
continues up to the baby’s first birthday.  Women admitted into the program are allowed to have two of their children ages five and
under live with them during their residential treatment.  Home visitation by community health workers after discharge from the
residential treatment program provides continued follow up with the women and provides parenting information on child well-being.
The first two sites were established in Winchester and Indianapolis with two future sites planned in southern Indiana.

 

 

State Priority Need: Smoking

National Performance Measure #14 (2016-2021):

A. Percent of women who smoke during pregnancy.

B. Percent of children who live in households where someone smokes.
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ISDH funded 20 sites to implement the Baby and Me Tobacco Free program. Ten sites are funded on a 7/1 – 6/30 cycle and seven
are funded on a 10/1-9/30 cycle. The remaining three sites are funded through the Safety PIN grant state funds.  ISDH Baby and Me
Tobacco Free sponsored programs enrolled a total of 1,185 participants (917 women and 217 support partners). 2,461 vouchers
were rewarded to participants whose carbon monoxide levels were reduced from their baseline.
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Cross-Cutting/Systems Building - Application Year

 

III.E.2.c. Cross-Cutting/Systems Building: Plan for Application Year

State Priority Need:

Alcohol and Drug Use

State Performance Measure #5 (2016-2021): 

Rate of infants born with Neonatal Abstinence Syndrome per 1,000 delivery hospitalizations.

MCH will demonstrate progress in addressing alcohol and drug use throughout the Lifecourse domain by identifying the rate of infants
born with NAS in Indiana. Indiana Senate Enrolled Act 408 states that the ISDH may establish one or more pilot programs in
hospitals that consent to implement appropriate and effective models for NAS identification, data collection, and reporting. This pilot
has begun and plans to expand are in place.. MCH will continue to encourage the reporting of NAS diagnosis codes to the Indiana
Birth Defects and Problems Registry, with the goal of accurately quantifying the rate moving forward.  A small sample in 2018
revealed a rate of NAS diagnosis of 7.4 per 1,000 live births, which is above the reported US rate in 2012 of 5.8.

 

Current Activities (FY18) and Plans for the Coming Year (FY19)

ISDH facilitated this work through the IPQIC Perinatal Substance Use committee and pilot hospitals to develop a screening protocol
policy.  There currently exists no state mandated policy for universal drug screening of mothers or their newborns; mothers are only
screened at hospitals which have voluntarily implemented a screening protocol.

 

Senate Enrolled Act 408 also states that the ISDH establish one or more pilot programs with volunteer hospitals to implement
appropriate and effective models for NAS identification, data collection and reporting. With the recommendations of the IPQIC
Perinatal Substance Use committee, the goal of the pilot was to establish a protocol to determine prevalence of NAS in Indiana and
to test the processes used for potential expansion to all Indiana delivering hospitals. Four hospitals agreed to pilot the final
recommendations of the committee.

The hospitals are utilizing the following components:

·   A common definition of NAS;
·   Comprehensive and uniform staff training in the use of the Finnegan Neonatal Abstinence Scoring Tool to determine the

newborn’s status;
·   Universal screening of pregnant women at the first prenatal visit and when presenting for delivery;
·   Screening of newborns whose mothers have had a positive screen or who have opted out of the screening protocol;
·   Therapy protocol for providers for the treatment of pregnant women dealing with dependence/addiction;
·   Educational materials for patients and providers developed jointly with the IPQIC Education Committee;
·   Referrals for behavioral health supports;
·   Collection of a common set of data.

Future actions include expanding the established protocols statewide and pursuing legislation to mandate universal drug screening of
pregnant women.
 

State Priority Need:

Smoking

National Performance Measure #14 (2016-2021):

A. Percent of women who smoke during pregnancy.

B. Percent of children who live in households where someone smokes.
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Evidence-based/Informed Strategy Measure linked to NPM #14:

Number of adults enrolled in Baby and Me Tobacco Free that remain nicotine free at six months post-partum.

MCH will demonstrate improvements in smoking within the Lifecourse domain by increasing the number of adults that remain nicotine
free at 6 months postpartum, after participating in the Baby and Me Tobacco Free program.  This promotion of smoking cessation
among women of child-bearing age and families in the Children and Adolescent Health Programs will lead to a decrease in the
percent of women who smoke when pregnant and children living in households where someone smokes.

Current Activities (FY18) and Plans for the Coming Year (FY19)

Indiana continues to struggle with women who choose to smoke while pregnant.  In 2016, 13.5% of Hoosier women smoked. For
women on Medicaid, that number increases to 23.4%.  County rates range from a low of 2.4%, to 31.4%. Integration of the Baby
and Me program into community Health Centers and Federally Qualified Health Centers is a priority, as the ISDH continues to target
the Medicaid population in areas of highest need.

 

The Baby and Me Tobacco Free program has expanded in Indiana to include 22 sites supported by the ISDH. From October 1,
2017 to March 31, 2018, 621 women and support partners have been enrolled into the program, with 1,010 post-partum
appointments taking place.  Of the 22 ISDH sites, 8 locations are supported with Title V funding and 11 are supported in partnership
with the Division of Mental Health and Addiction using SAMHSA Prevention funding.  This close collaboration has strengthened both
agencies work on primary prevention, in that the Baby and Me Tobacco Free Program emphasizes keeping new mothers and their
families smoke free after baby is born so that children can be raised in a healthy, smoke-free environment. In an effort to better serve
rural communities, some site facilitators have partnered with Nurse Family Partnership home visitors and paramedicine professionals.
MCH also collaborates with the ISDH Tobacco Prevention and Cessation Division’s quit line to ensure families are referred to the
program that best meets their needs and to maximize the efforts of the agency. ISDH is in the process of evaluating program
outcomes to determine if funding should remain invested in this program or if alternative national programming options should be
pursued.
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III.F. Public Input

 

III.F. Public Input

 

The Indiana State Title V program solicited public comments for this application using several methods. The first identified priority
needs for the Five Year Needs Assessment through the use of surveys. The survey was sent to key stakeholders, providers, partners,
family representatives, and the general population through various avenues such as email distribution lists, links on the ISDH website,
and community groups. Needs assessment surveys were sent by e-mail to the 92 Local Health Departments (LHD), all community
health centers, and to all MCH clinics. The ISDH received a total of 341 responses, providing valuable input for the development of
the needs assessment.

Public input was also collected at informational meeting and group meetings. Professionals who were surveyed in small group settings
included but were not limited to: Baby and Me Tobacco Free statewide partners, current ISDH grantees, Indiana School Health
Network, the Promoting Smoke-free Pregnancies in Indiana committee, Indiana Perinatal Quality Improvement Collaborative
(IPQIC), Sunny Start core partners group, the Project LAUNCH Leadership committee, and the Title V Family Delegates. In
surveying these small groups and individuals, MCH was able to obtain input from a cross section of professional disciplines, such as
health service directors, physicians, registered nurses, public health professionals, students, educators, social workers, lactation
specialists, Healthy Family Workers, clinic staff, early childhood service providers, outreach workers, WIC staff, registered dieticians,
and fundraisers.

 

A third method for soliciting public comments before the submission of the Title V Block Grant involved surveying individuals at local
events and statewide conferences. Individuals attending the following conferences or events were requested to respond to the Title V
Needs Assessment survey: Indiana Minority Health Conference, Indiana Infant Mortality Summit, Strengthening Families Conference,
Indiana School Health Network Conference, Indiana Public Health Conference, and Indiana Hospital Summit.
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III.G. Technical Assistance

 

III.G. Technical Assistance

 

ISDH would like to receive technical assistance on:

·         How to address racial disparities and the social determinates of health.
·         How to utilize life course framework within our existing programs.
·         How to use the AMCHP life course indicators to assess our progress. 
·         Integrating the assessment of Adverse Childhood Experiences (ACEs) into public health practices.
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IV. Title V-Medicaid IAA/MOU

The Title V-Medicaid IAA/MOU is uploaded as a PDF file to this section - Title V- FSSA MOU.pdf
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https://mchbtvis.hrsa.gov/Narratives/FileView/ShowFile?fileName=Title%20V-%20FSSA%20MOU.pdf&AppFormUniqueId=28e75c18-0a08-4f8c-a322-7c48cac01958


V. Supporting Documents

The following supporting documents have been provided to supplement the narrative discussion.

Supporting Document #01 - CSHCS Division Organizational Chart_7-10-18.pdf

Supporting Document #02 - IPQIC Infrastructure 2018.pdf

Supporting Document #03 - MCH_T5_Budget_FY19-20.pdf
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VI. Organizational Chart

The Organizational Chart is uploaded as a PDF file to this section - MCH Org Chart 2018.pdf
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VII. Appendix
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Form 2
MCH Budget/Expenditure Details

State: Indiana

FY19 Application Budgeted

1. FEDERAL ALLOCATION

(Referenced items on the Application Face Sheet [SF-424] apply only to the
Application Year)

$ 12,245,079

A. Preventive and Primary Care for Children $ 3,861,680 (31.5%)

B. Children with Special Health Care Needs $ 4,088,931 (33.3%)

C. Title V Administrative Costs $ 728,197 (6%)

2. Subtotal of Lines 1A-C

(This subtotal does not include Pregnant Women and All Others)

$ 8,678,808

3. STATE MCH FUNDS

(Item 18c of SF-424)

$ 25,158,751

4. LOCAL MCH FUNDS

(Item 18d of SF-424)

$ 339,761

5. OTHER FUNDS

(Item 18e of SF-424)

$ 764,893

6. PROGRAM INCOME

(Item 18f of SF-424)

$ 435,284

7. TOTAL STATE MATCH

(Lines 3 through 6)

$ 26,698,689

A. Your State's FY 1989 Maintenance of Effort Amount
$ 11,539,520

8. FEDERAL-STATE TITLE V BLOCK GRANT PARTNERSHIP SUBTOTAL

(Total lines 1 and 7)

$ 38,943,768

9. OTHER FEDERAL FUNDS

10. OTHER FEDERAL FUNDS(Subtotal of all funds under item 9) $ 19,876,022

11. STATE MCH BUDGET/EXPENDITURE GRAND TOTAL

(Partnership Subtotal + Other Federal MCH Funds Subtotal)

$ 58,819,790

Please refer to the next page to view the list of Other Federal Programs provided by the State on Form 2.
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OTHER FEDERAL FUNDS FY19 Application Budgeted

Department of Health and Human Services (DHHS) > Administration for Children &
Families (ACF) > State Abstinence Education Grant Program

$ 1,436,062

Department of Health and Human Services (DHHS) > Administration for Children &
Families (ACF) > Social Services Block Grant (SSBG)

$ 369,699

Department of Health and Human Services (DHHS) > Administration for Children &
Families (ACF) > Temporary Assistance for Needy Families (TANF)

$ 4,098,891

Department of Health and Human Services (DHHS) > Centers for Disease Control
and Prevention (CDC) > Early Hearing Detection and Intervention (EHDI) State
Programs

$ 149,242

Department of Health and Human Services (DHHS) > Centers for Disease Control
and Prevention (CDC) > Pregnancy Risk Assessment Monitoring System
(PRAMS)

$ 160,000

Department of Health and Human Services (DHHS) > Centers for Disease Control
and Prevention (CDC) > Promoting Adolescent Health Through School-Based
HIV/STD Prevention and School-Based Surveillance

$ 80,000

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > Early Childhood Comprehensive Systems
(ECCS): Building Health Through Integration

$ 426,600

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > Maternal, Infant, and Early Childhood Home
Visiting Program (MIECHV) Formula Grants

$ 10,911,705

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > Maternal, Infant, and Early Childhood Home
Visiting Program (MIECHV) Innovation Grants

$ 2,000,000

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > State Systems Development Initiative (SSDI)

$ 100,000

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > Universal Newborn Hearing Screening and
Intervention

$ 143,823
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FY17 Annual Report
Budgeted

FY17 Annual Report
Expended

1. FEDERAL ALLOCATION

(Referenced items on the Application Face Sheet [SF-424]
apply only to the Application Year)

$ 12,245,079 $ 12,095,666

A. Preventive and Primary Care for Children $ 3,861,680 (31.5%) $ 3,859,265 (31.9%)

B. Children with Special Health Care Needs $ 3,766,295 (30.8%) $ 4,081,693 (33.7%)

C. Title V Administrative Costs $ 908,781 (7.4%) $ 838,189 (7%)

2. Subtotal of Lines 1A-C

(This subtotal does not include Pregnant Women and All
Others)

$ 8,536,756 $ 8,779,147

3. STATE MCH FUNDS

(Item 18c of SF-424)

$ 13,747,912 $ 15,442,086

4. LOCAL MCH FUNDS

(Item 18d of SF-424)

$ 231,067 $ 231,067

5. OTHER FUNDS

(Item 18e of SF-424)

$ 833,945 $ 835,946

6. PROGRAM INCOME

(Item 18f of SF-424)

$ 1,146,322 $ 1,146,502

7. TOTAL STATE MATCH

(Lines 3 through 6)

$ 15,959,246 $ 17,655,601

A. Your State's FY 1989 Maintenance of Effort Amount
$ 11,539,520

8. FEDERAL-STATE TITLE V BLOCK GRANT
PARTNERSHIP SUBTOTAL

(Total lines 1 and 7)

$ 28,204,325 $ 29,751,267

9. OTHER FEDERAL FUNDS

10. OTHER FEDERAL FUNDS (Subtotal of all funds under
item 9)

$ 19,582,880 $ 18,290,474

11. STATE MCH BUDGET/EXPENDITURE GRAND TOTAL

(Partnership Subtotal + Other Federal MCH Funds Subtotal)

$ 47,787,205 $ 48,041,741

Please refer to the next page to view the list of Other Federal Programs provided by the State on Form 2.
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OTHER FEDERAL FUNDS
FY17 Annual Report

Budgeted
FY17 Annual Report

Expended

Department of Health and Human Services (DHHS) >
Administration for Children & Families (ACF) > Social
Services Block Grant (SSBG)

$ 369,699 $ 369,699

Department of Health and Human Services (DHHS) >
Administration for Children & Families (ACF) > Temporary
Assistance for Needy Families (TANF)

$ 3,091,141 $ 3,091,141

Department of Health and Human Services (DHHS) >
Centers for Disease Control and Prevention (CDC) > Early
Hearing Detection and Intervention (EHDI) State Programs

$ 155,650 $ 144,024

Department of Health and Human Services (DHHS) >
Centers for Disease Control and Prevention (CDC) >
Promoting Adolescent Health Through School-Based
HIV/STD Prevention and School-Based Surveillance

$ 80,000 $ 35,824

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > ACA
Maternal, Infant and Early Childhood Home Visiting Program

$ 12,172,963 $ 12,172,963

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) >
Community-Based Integrated Service Systems (CISS)

$ 297,427 $ 297,427

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > Early
Childhood Comprehensive Systems (ECCS): Building Health
Through Integration

$ 139,805 $ 87,035

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > State
Systems Development Initiative (SSDI)

$ 95,374 $ 74,939

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > Universal
Newborn Hearing Screening and Intervention

$ 250,000 $ 250,000

Department of Health and Human Services (DHHS) >
Substance Abuse and Mental Health Services Administration
> Project LAUNCH

$ 834,716 $ 834,716

Department of Health and Human Services (DHHS) >
Centers for Disease Control and Prevention (CDC) >
Pregnancy Risk Assessment Monitoring System (PRAMS)

$ 161,000 $ 160,369

Department of Health and Human Services (DHHS) >
Administration for Children & Families (ACF) > State
Abstinence Education Grant Program

$ 1,534,505 $ 772,337
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OTHER FEDERAL FUNDS
FY17 Annual Report

Budgeted
FY17 Annual Report

Expended

Department of Health and Human Services (DHHS) > Office
of Population Affairs (OPA) > Title X Family Planning

$ 400,600 $ 0
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Form Notes for Form 2:

None

Field Level Notes for Form 2:

1. Field Name: 3. STATE MCH FUNDS

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
MCH State Funds include those appropriations from the Indiana General Assembly that benefit MCH programs at
ISDH. These include the following state funds: 
FUND 11490 Sickle Cell, 
FUND 12785 SSBG
FUND 13200 CSHCS, 
FUND 16910 MCH Supplement, 
FUND 30425 Nurse Family Partnership,
FUND 30430 Prenatal Substance Use & Prevention, 
FUND 30443 Safety PIN,
FUND 31910 Newborn Screening, and 
FUND 34610 Birth Problems Registry. 
An additional $10M of state funds were added through the dedicated FUNDs of Nurse Family Partnership and
Safety PIN (Protecting Indiana's Newborns). These funds support 20 new subawards.

2. Field Name: 4. LOCAL MCH FUNDS

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
Local MCH Funds include third-party match provided by MCH Title V subrecipeints, sourced from local city or
county budget appropriations.

3. Field Name: 5. OTHER FUNDS

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
Other MCH Funds include third-party match provided by MCH Title V subrecipients sourced from non-Federal
project grants or funds provided by a source other than the local city or county budget.

4. Field Name: 6. PROGRAM INCOME

Fiscal Year: 2019

Column Name: Application Budgeted
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 Field Note:
Program Income includes third-party match provided by MCH Title V subrecipients, sourced from program fees or
reimbursements from private insurance, CHIP, or the Healthy Indiana Plan (HIP 2.0)

5. Field Name: 3. STATE MCH FUNDS

Fiscal Year: 2017

Column Name: Annual Report Expended

 Field Note:
Additional state expenditures in 2017 came from FUND 13200, Children Special Health Care Services. State funds
were reallocated by ISDH to ensure the cost requirements of the CSCHS program were met.

6. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Health Resources and Services Administration (HRSA) > ACA Maternal,
Infant and Early Childhood Home Visiting Program

Fiscal Year: 2017

Column Name: Annual Report Expended

 Field Note:
The ACA MIECHV grant from FY17 appears in the FY19 budget under MIECHV Formula and MIECHV Innovations,
for roughly the same $12M amount.

7. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Office of Population Affairs (OPA) > Title X Family Planning

Fiscal Year: 2017

Column Name: Annual Report Expended

 Field Note:
This entry was made erroneously in FY17. Title X funding in Indiana is awarded to the Indiana Family Health
Council, a nonprofit organization. ISDH does not receive or expend these funds.

Data Alerts: None
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Form 3a
Budget and Expenditure Details by Types of Individuals Served

State: Indiana

IA. Federal MCH Block Grant
FY19 Application

Budgeted
FY17 Annual Report

Expended

1. Pregnant Women $ 1,012,047 $ 1,419,047

2. Infants < 1 year $ 2,079,197 $ 1,545,318

3. Children 1 through 21 Years $ 3,861,680 $ 3,859,265

4. CSHCN $ 4,088,931 $ 4,081,693

5. All Others $ 475,027 $ 352,154

Federal Total of Individuals Served $ 11,516,882 $ 11,257,477

IB. Non-Federal MCH Block Grant
FY19 Application

Budgeted
FY17 Annual Report

Expended

1. Pregnant Women $ 4,224,230 $ 519,112

2. Infants < 1 year $ 6,682,122 $ 1,666,746

3. Children 1 through 21 Years $ 3,859,265 $ 336,187

4. CSHCN $ 10,393,134 $ 12,719,268

5. All Others $ 384,552 $ 200,673

Non-Federal Total of Individuals Served $ 25,543,303 $ 15,441,986

Federal State MCH Block Grant Partnership Total $ 37,060,185 $ 26,699,463

I. TYPES OF INDIVIDUALS SERVED
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Form Notes for Form 3a:

None

Field Level Notes for Form 3a:

1. Field Name: IB. Non-Federal MCH Block Grant, 1. Pregnant Women

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
Included are state funds for Prenatal Substance Abuse, Nurse Family Partnership, Safety PIN, Sickle Cell, and
MCH Supplement. The increase from expenditures in FY17 is the addition of Nurse Family Partnership and Safety
PIN subgrants for prevention of infant mortality.

2. Field Name: IB. Non-Federal MCH Block Grant, 2. Infant < 1 Year

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
Included are state funds for Newborn Screening, Nurse Family Partnership, Safety PIN, Birth Problems Registry,
Sickle Cell, and MCH Supplement. The increase from expenditures in FY17 is the addition of Nurse Family
Partnership and Safety PIN subgrants for prevention of infant mortality.

3. Field Name: IB. Non-Federal MCH Block Grant, 3. Children 1 through 21 years

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
Included are state funds from Nurse Family Partnership, Safety PIN, and MCH Supplement. The increase from
expenditures in FY17 is the addition of Nurse Family Partnership and Safety PIN subgrants for prevention of infant
mortality.

4. Field Name: IB. Non-Federal MCH Block Grant, 4. CSHCN

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
State FUND 13200, Children with Special Health Care Services

5. Field Name: IB. Non-Federal MCH Block Grant, 1. Pregnant Women

Fiscal Year: 2017

Column Name: Annual Report Expended

Created on 9/24/2018 at 4:23 PMPage 168 of 274 pages



 Field Note:
Included are state funds for Prenatal Substance Abuse Prevention and Sickle Cell.

6. Field Name: IB. Non-Federal MCH Block Grant, 2. Infant < 1 Year

Fiscal Year: 2017

Column Name: Annual Report Expended

 Field Note:
Included are state funds for Newborn Screening, Birth Problems Registry, and Sickle Cell.

7. Field Name: IB. Non-Federal MCH Block Grant, 3. Children 1 through 21 years

Fiscal Year: 2017

Column Name: Annual Report Expended

 Field Note:
Included are state funds from MCH Supplement and SSBG Supplement.

8. Field Name: IB. Non-Federal MCH Block Grant, 4. CSHCN

Fiscal Year: 2017

Column Name: Annual Report Expended

 Field Note:
State FUND 13200, Children with Special Health Care Services

Data Alerts: None
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Form 3b
Budget and Expenditure Details by Types of Services

State: Indiana

IIA. Federal MCH Block Grant
FY19 Application

Budgeted
FY17 Annual Report

Expended

1. Direct Services $ 300,000 $ 0

A. Preventive and Primary Care Services for all
Pregnant Women, Mothers, and Infants up to Age One

$ 0 $ 0

B. Preventive and Primary Care Services for Children $ 0 $ 0

C. Services for CSHCN $ 300,000 $ 0

2. Enabling Services $ 7,167,047 $ 7,257,399

3. Public Health Services and Systems $ 4,778,032 $ 4,838,267

4. Select the types of Federally-supported "Direct Services", as reported in II.A.1. Provide the total amount of Federal MCH
Block Grant funds expended for each type of reported service

Pharmacy $ 0

Physician/Office Services $ 0

Hospital Charges (Includes Inpatient and Outpatient Services) $ 0

Dental Care (Does Not Include Orthodontic Services) $ 0

Durable Medical Equipment and Supplies $ 0

Laboratory Services $ 0

Direct Services Line 4 Expended Total $ 0

Federal Total $ 12,245,079 $ 12,095,666

II. TYPES OF SERVICES
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IIB. Non-Federal MCH Block Grant
FY19 Application

Budgeted
FY17 Annual Report

Expended

1. Direct Services $ 10,393,134 $ 12,719,268

A. Preventive and Primary Care Services for all
Pregnant Women, Mothers, and Infants up to Age One

$ 0 $ 0

B. Preventive and Primary Care Services for Children $ 0 $ 0

C. Services for CSHCN $ 10,393,134 $ 12,719,268

2. Enabling Services $ 0 $ 0

3. Public Health Services and Systems $ 3,304,521 $ 3,025,041

4. Select the types of Non-Federally-supported "Direct Services", as reported in II.B.1. Provide the total amount of Non-
Federal MCH Block Grant funds expended for each type of reported service

Pharmacy $ 7,122,790

Physician/Office Services $ 839,471

Hospital Charges (Includes Inpatient and Outpatient Services) $ 3,052,624

Dental Care (Does Not Include Orthodontic Services) $ 0

Durable Medical Equipment and Supplies $ 1,704,383

Laboratory Services $ 0

Direct Services Line 4 Expended Total $ 12,719,268

Non-Federal Total $ 13,697,655 $ 15,744,309
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Form Notes for Form 3b:

None

Field Level Notes for Form 3b:

1. Field Name: IIA. Federal MCH Block Grant, 1. C. Services for CSHCN

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
Budgeted amount for additional CSHCN direct service needs

2. Field Name: IIB. Non-Federal MCH Block Grant, 1. C. Services for CSHCN

Fiscal Year: 2019

Column Name: Application Budgeted

 Field Note:
State FUND 13200 for CSHCN direct services
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Form 4
Number and Percentage of Newborns and Others Screened Cases Confirmed and Treated

State: Indiana

Total Births by Occurrence: 83,211 Data Source Year: 2017

1. Core RUSP Conditions

Program Name

(A) Aggregate
Total Number
Receiving at

Least One
Screen

(B) Aggregate
Total Number
Presumptive

Positive
Screens

(C) Aggregate
Total Number

Confirmed
Cases

(D) Aggregate
Total Number
Referred for

Treatment

Core RUSP Conditions 82,739 
(99.4%)

3,236 2,686 2,686 
(100.0%)

Program Name(s)

3-Hydroxy-3-
methyglutaric aciduria

3-Methylcrotonyl-CoA
carboxylase deficiency

Argininosuccinic
aciduria

Biotinidase deficiency Carnitine uptake
defect/carnitine
transport defect

Citrullinemia, type I Classic galactosemia Classic
phenylketonuria

Congenital adrenal
hyperplasia

Critical congenital
heart disease

Cystic fibrosis Glutaric acidemia type I Hearing loss Holocarboxylase
synthase deficiency

Homocystinuria

Isovaleric acidemia Long-chain L-3
hydroxyacyl-CoA
dehydrogenase
deficiency

Maple syrup
urine disease

Medium-chain acyl-
CoA dehydrogenase
deficiency

Methylmalonic
acidemia (cobalamin
disorders)

Methylmalonic
acidemia
(methylmalonyl-CoA
mutase)

Primary congenital
hypothyroidism

Propionic
acidemia

S, ßeta-Thalassemia S,C disease

S,S disease (Sickle
cell anemia)

ß-Ketothiolase deficiency Trifunctional
protein
deficiency

Tyrosinemia, type I Very long-chain acyl-
CoA dehydrogenase
deficiency

2. Other Newborn Screening Tests

None
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3. Screening Programs for Older Children & Women

None

4. Long-Term Follow-Up

Following initial detection through Indiana's Newborn Screening process, infants with a positive screen are referred
directly to state-contracted specialist teams and followed through the age of three. These teams are comprised of
physicians, genetic counselors, specialty therapists, nutritionists, and more as appropriate for the disease and
population they are serving. Newborn Screening identified patients through the age of three receive services such as
confirmatory testing, family genetic counseling and education, medication and metabolic formula management, social
services and connection to resources, as well as disease specific therapies and care. Patients identified through
newborn screening are not required to make use of these services, however, by providing funding to these teams we
can ensure healthcare costs are not a barrier to Hoosier families.
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Form Notes for Form 4:

None

Field Level Notes for Form 4:
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1. Field Name: Total Births by Occurrence

Fiscal Year: 2017

Column Name: Total Births by Occurrence Notes

 Field Note:
83211

2. Field Name: Data Source Year

Fiscal Year: 2017

Column Name: Data Source Year Notes

 Field Note:
01/01/2017 - 12/31/21017

3. Field Name: Core RUSP Conditions - Receiving At Least One Screen

Fiscal Year: 2017

Column Name: Core RUSP Conditions

 Field Note:
77814

4. Field Name: Core RUSP Conditions - Positive Screen

Fiscal Year: 2017

Column Name: Core RUSP Conditions

 Field Note:
Aggregate Data Not Available

5. Field Name: Core RUSP Conditions - Confirmed Cases

Fiscal Year: 2017

Column Name: Core RUSP Conditions

 Field Note:
1660

6. Field Name: Core RUSP Conditions - Referred For Treatment

Fiscal Year: 2017

Column Name: Core RUSP Conditions

 Field Note:
1660
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Data Alerts: None
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Form 5a
Count of Individuals Served by Title V

State: Indiana

Primary Source of Coverage

Types Of Individuals Served
(A) Title V Total

Served

(B)
Title
XIX %

(C)
Title
XXI %

(D)
Private
/ Other

%

(E)
None

%

(F)
Unknown

%

1. Pregnant Women 2,492 23.4 1.4 2.7 1.8 70.7

2. Infants < 1 Year of Age 83,063 41.7 0.0 58.1 0.0 0.2

3. Children 1 through 21 Years of Age 39,731 27.9 0.0 10.8 0.0 61.3

3a. Children with Special Health Care Needs 4,708 38.2 0.0 26.4 6.8 28.6

4. Others 823 55.4 0.0 39.9 4.1 0.6

Total 126,109

Annual Report Year 2017
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Form Notes for Form 5a:

1. Number of Pregnant Women served from Title V Grantees--Indiana's Early Start Program, Baby & Me Tobacco Free &
Centering Pregnancy.

2. Total Indiana Resident Births

3. Number of Children 1 to 22 Years of aged served from Title V Grantees- Indiana Family Health Council (Family Planning),
Division of Nutrition & Physical Activity Programs, number of Child Safety Booster Seats administered, number of Cribs
administered.

3a. Number of Children with Special Health Care Needs served by Title V Grantees-- Autism Society of Indiana, CYACC, About
Special Kids, Family Voices of Indiana, IU Care Coordination, Open Door Adolescent Health Clinic, East Chicago, Spina Bifida,
CHC.

4. Number received from Title V Grantee, Indiana Family Health Council family planning that served Men and Women over 18.

Field Level Notes for Form 5a:
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1. Field Name: Pregnant Women Total Served

Fiscal Year: 2017

 Field Note:
Number of Pregnant Women served from Title V Grantees--Indiana's Early Start Program, Baby & Me Tobacco
Free & Centering Pregnancy.

2. Field Name: Infants Less Than One YearTotal Served

Fiscal Year: 2017

 Field Note:
Total Indiana Resident Births

3. Field Name: Children 1 through 21 Years of Age

Fiscal Year: 2017

 Field Note:
Number of Children 1 to 22 Years of aged served from Title V Grantees- Indiana Family Health Council (Family
Planning), Division of Nutrition & Physical Activity Programs, number of Child Safety Booster Seats administered,
number of Cribs administered.

4. Field Name: Children with Special Health Care Needs

Fiscal Year: 2017

 Field Note:
Number of Children with Special Health Care Needs served by Title V Grantees-- Autism Society of Indiana,
CYACC, About Special Kids, Family Voices of Indiana, IU Care Coordination, Open Door Adolescent Health Clinic,
East Chicago, Spina Bifida, CHC

5. Field Name: Others

Fiscal Year: 2017

 Field Note:
Number received from Title V Grantee, Indiana Family Health Council family planning that served Men and Women
over 18.

Data Alerts: None
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Form 5b
Total Percentage of Populations Served by Title V

State: Indiana

Populations Served by Title V Total % Served

1. Pregnant Women 100

2. Infants < 1 Year of Age 100

3. Children 1 through 21 Years of Age 15

3a. Children with Special Health Care Needs 9

4. Others 4

Annual Report Year 2017
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Form Notes for Form 5b:

1. 11,248 pregnant women were served, received this number from adding 5a totals plus, safe sleep sites, birthing hospitals
surveyed, safe sleep education, PRAMS survey's completed and returned, Perinatal Substance Use cords tested, BMTF
Vouchers given.

2. 87,752 Infants <1 Served--this number is Indiana Births by occurrence regardless of residency, Direct On Scene Education
(DOSE) trained first responders, DOSE encounters with Indiana Families, SUIDI education to professionals, FIMR teams 

3. 94,853 Children 1 to 22 Served---Numbers from 5a plus booster seat fitting inspections, booster seat fitting stations, ATV
Safety Education conducted by Child Fatality Review Team

3a. 8,621 CSHCN served---numbers from 5a plus state grantees severed and individuals served though the CSHCS program

4. 4,023 served--numbers from 5a plus Labor of Love conference attendees, Breastfeeding conference attendees, Liv
pregnancy mobile app users. (The actual percent is .09 not 9%)

Field Level Notes for Form 5b:
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1. Field Name: Pregnant Women

Fiscal Year: 2017

 Field Note:
124,416--(duplicates included) pregnant women were served, received this number from adding 5a totals plus,
safe sleep sites, birthing hospitals surveyed, safe sleep education, PRAMS survey's completed and returned,
Perinatal Substance Use cords tested, BMTF Vouchers given, and Safety PIN grantees.

2. Field Name: Infants Less Than One Year

Fiscal Year: 2017

 Field Note:
87,752 Infants <1 Served--this number is Indiana Births by occurrence regardless of residency, Direct On Scene
Education (DOSE) trained first responders, DOSE encounters with Indiana Families, SUIDI education to
professionals, FIMR teams

3. Field Name: Children 1 Through 21 Years of Age

Fiscal Year: 2017

 Field Note:
275,825 Children 1 to 22 Served---Numbers from 5a plus booster seat fitting inspections, booster seat fitting
stations, ATV Safety Education conducted by Child Fatality Review Team, number of children served in Division of
Nutrition and Physical Activity programs in Indiana Schools, number served through Abstinence Education Grant
Program Grantees, number of students that completed the YRBS.

4. Field Name: Children With Special Health Care Needs

Fiscal Year: 2017

 Field Note:
36,298 CSHCN served---numbers from 5a plus state grantees severed and individuals served though the CSHCS
program, number of IBDPR confirmed Cases, ASD Follow-Up confirmed cases; number of children who were
served by First Steps

5. Field Name: Others

Fiscal Year: 2017

 Field Note:
16,055 served--numbers from 5a plus Labor of Love conference attendees, Breastfeeding conference attendees,
Liv pregnancy mobile app users, Moms Helpline Calls, Moms Helpline Events and attendance, number of families
served through MIECHV (The actual percent is .34 not 4%)
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Form 6
Deliveries and Infants Served by Title V and Entitled to Benefits Under Title XIX

State: Indiana

Annual Report Year 2017

I. Unduplicated Count by Race/Ethnicity

(A)
Total

(B) Non-
Hispanic

White

(C) Non-
Hispanic
Black or
African

American
(D)

Hispanic

(E) Non-
Hispanic
American
Indian or

Native
Alaskan

(F) Non-
Hispanic

Asian

(G) Non-
Hispanic

Native
Hawaiian
or Other
Pacific

Islander

(H) Non-
Hispanic
Multiple

Race

(I) Other
&

Unknown

1. Total
Deliveries in
State

83,063 67,868 10,472 0 127 452 2,158 0 1,986

  Title V
Served

83,063 67,868 10,472 0 127 452 2,158 0 1,986

  Eligible for
Title XIX

34,613 24,551 7,599 0 68 96 1,010 0 1,289

2. Total
Infants in
State

83,063 67,868 10,472 0 127 452 2,158 0 1,986

  Title V
Served

83,063 67,868 10,472 0 127 452 2,158 0 1,986

  Eligible for
Title XIX

34,613 24,551 7,599 0 68 96 1,010 0 1,289
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Form Notes for Form 6:

In previous years race and ethnicity were broken down into two different tables. There were actually 7,438 women in the state
who identified as Hispanic and 5117 infants. We placed a zero because the total births did not match since this is unduplicated
count, some women may have identified as Hispanic along with choosing a race. 

1. Number of deliveries in the state.
Title V Served: Number of deliveries in the state, since the Levels of Care gap analysis was conducted on all birthing hospitals
in the state, all deliveries were impacted.

2. Title V Served Infants: Number of infants in the state delivered in birthing hospitals that completed the Levels of Care gap
analysis. 

Field Level Notes for Form 6:

1. Field Name: 1. Total Deliveries in State

Fiscal Year: 2017

Column Name: Total

 Field Note:
Number of deliveries in the state.

2. Field Name: 1. Title V Served

Fiscal Year: 2017

Column Name: Total

 Field Note:
Number of deliveries in the state, since the Levels of Care gap analysis was conducted on all birthing hospitals in
the state, all deliveries were impacted.

3. Field Name: 2. Title V Served

Fiscal Year: 2017

Column Name: Total

 Field Note:
Number of infants in the state delivered in birthing hospitals that completed the Levels of Care gap analysis.
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Form 7
State MCH Toll-Free Telephone Line and Other Appropriate Methods Data

State: Indiana

A. State MCH Toll-Free Telephone Lines 2019 Application Year 2017 Annual Report Year

1. State MCH Toll-Free "Hotline" Telephone Number (844) 624-6667 (844) 624-6667

2. State MCH Toll-Free "Hotline" Name MCH MOMs Helpline MCH MOMs Helpline

3. Name of Contact Person for State MCH "Hotline" Diana Feliciano Diana Feliciano

4. Contact Person's Telephone Number (317) 233-1332 (317) 233-1332

5. Number of Calls Received on the State MCH "Hotline" 1,406

B. Other Appropriate Methods 2019 Application Year 2017 Annual Report Year

1. Other Toll-Free "Hotline" Names N/A

2. Number of Calls on Other Toll-Free "Hotlines" 0

3. State Title V Program Website Address https://www.in.gov/isdh/1957
1.htm

https://www.in.gov/isdh/1957
1.htm

4. Number of Hits to the State Title V Program Website 4,989

5. State Title V Social Media Websites @INLaborofLove @INLaborofLove

6. Number of Hits to the State Title V Program Social Media
Websites

142,000
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Form Notes for Form 7:

Between 10/1/2016 - 9/30/2017 the MCH twitter account has had 142,000 Twitter Impressions. Here is a better
understanding of what twitter impressions are: "Twitter impressions can be described as a post or a tweet delivered to a
Twitter account. The impressions are however different from tweet counts, they are related to interaction or engagement
after the tweet has been delivered. Tweet count is the total number of tweets sent by an account, whereas the impression
are the tweets sent that actually generate interaction or replies from others on Twitter."
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Form 8
State MCH and CSHCN Directors Contact Information

State: Indiana

1. Title V Maternal and Child Health (MCH) Director

Name Martha Allen

Title Maternal and Child Health Director

Address 1 2 North Meridian Street

Address 2

City/State/Zip Indianapolis / IN / 46204

Telephone (317) 233-1252

Extension

Email marallen@isdh.in.gov

2. Title V Children with Special Health Care Needs (CSHCN) Director

Name Shirley Payne

Title Children's Special Health Care Services Director

Address 1 2 North Meridian Street

Address 2

City/State/Zip Indianapolis / IN / 46204

Telephone (317) 233-7046

Extension

Email spayne@isdh.in.gov
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3. State Family or Youth Leader (Optional)

Name

Title

Address 1

Address 2

City/State/Zip

Telephone

Extension

Email
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Form Notes for Form 8:

None
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Form 9
List of MCH Priority Needs

State: Indiana

Application Year 2019

No. Priority Need

1. Infant Mortality

2. Smoking

3. Obesity

4. Access to Care

5. Injury Prevention

6. Breastfeeding

7. Alcohol and Drug Use

Form 9 State Priorities-Needs Assessment Year - Application Year 2016
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Form 9 State Priorities-Needs Assessment Year - Application Year 2016

No. Priority Need

Priority Need
Type (New,
Replaced or
Continued
Priority Need for
this five-year
reporting
period)

Rationale if priority need does not have
a corresponding State or National
Performance/Outcome Measure

1. Infant Mortality Continued Infant Mortality is the number one state
health priority in Indiana. ISDH plans to
address the following National Performance
Measures related to infant mortality: low-risk
cesarean, perinatal regionalization, and
smoking during pregnancy. Additionally, ISDH
plans to address the following State
Performance Measures related to infant
mortality: early entrance into prenatal care,
safe sleep, alcohol and drug use during
pregnancy, and interconception and
preconception health.

2. Smoking Continued ISDH plans to address the NPM related to
smoking.

3. Obesity Continued ISDH plans to address the NPM related to
physical activity.

4. Access to Care New ISDH plans to address the NPMs related to
medical home and transitions. ISDH also
plans to focus on the SPM Developmental
Screening.

5. Injury Prevention New ISDH plans to address the NPM related to
injury prevention.

6. Breastfeeding Continued ISDH plans to address the NPM related to
breastfeeding initiation and exclusivity.

7. Alcohol and Drug Use New ISDH plans to address the SPM related to
alcohol and drug use during pregnancy, with
a specific focus on Neonatal Abstinence
Syndrome (NAS).
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Form Notes for Form 9:

None

Field Level Notes for Form 9:

None
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Form 10a
National Outcome Measures (NOMs)

State: Indiana

Form Notes for Form 10a NPMs, NOMs, SPMs, SOMs, and ESMs.

None

NOM 1 - Percent of pregnant women who receive prenatal care beginning in the first trimester

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 73.8 % 0.2 % 61,175 82,900

2015 73.5 % 0.2 % 61,593 83,852

2014 71.8 % 0.2 % 60,181 83,864

2013 67.9 % 0.2 % 56,209 82,771

2012 68.7 % 0.2 % 56,926 82,864

2011 68.4 % 0.2 % 56,981 83,294

2010 68.9 % 0.2 % 57,526 83,454

2009 67.3 % 0.2 % 57,578 85,611

Legends:

NOM 1 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20%, or >10% missing data and should be interpreted with caution
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NOM 2 - Rate of severe maternal morbidity per 10,000 delivery hospitalizations

Data Source: HCUP - State Inpatient Databases (SID)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 129.3 4.7 775 59,931

2014 123.4 4.0 988 80,046

2013 122.6 4.0 967 78,909

2012 122.8 4.0 974 79,288

2011 123.2 3.9 988 80,217

2010 113.3 3.8 913 80,601

2009 111.6 3.7 931 83,424

2008 104.5 3.5 886 84,752

Legends:

NOM 2 - Notes:

None

Data Alerts: None

 Indicator has a numerator ≤10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 3 - Maternal mortality rate per 100,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2012_2016 43.6 3.2 182 417,540

2011_2015 41.4 3.2 173 418,150

2010_2014 34.9 2.9 146 418,050

2009_2013 30.7 2.7 129 420,643

2008_2012 26.0 2.5 111 426,283

Legends:

NOM 3 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 4 - Percent of low birth weight deliveries (<2,500 grams)

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 8.2 % 0.1 % 6,802 83,050

2015 8.0 % 0.1 % 6,725 83,996

2014 8.0 % 0.1 % 6,715 84,031

2013 7.9 % 0.1 % 6,569 83,039

2012 7.9 % 0.1 % 6,555 83,163

2011 8.1 % 0.1 % 6,786 83,628

2010 8.0 % 0.1 % 6,732 83,874

2009 8.3 % 0.1 % 7,225 86,615

Legends:

NOM 4 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20%, or >10% missing data and should be interpreted with caution
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NOM 5 - Percent of preterm births (<37 weeks)

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 10.0 % 0.1 % 8,287 83,071

2015 9.6 % 0.1 % 8,061 84,022

2014 9.7 % 0.1 % 8,142 84,056

2013 9.6 % 0.1 % 7,988 83,050

2012 9.6 % 0.1 % 7,995 83,145

2011 10.0 % 0.1 % 8,342 83,609

2010 10.1 % 0.1 % 8,444 83,852

2009 10.2 % 0.1 % 8,791 86,586

Legends:

NOM 5 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20%, or >10% missing data and should be interpreted with caution
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NOM 6 - Percent of early term births (37, 38 weeks)

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 24.5 % 0.2 % 20,389 83,071

2015 25.0 % 0.2 % 20,996 84,022

2014 24.6 % 0.2 % 20,691 84,056

2013 24.8 % 0.2 % 20,562 83,050

2012 25.7 % 0.2 % 21,376 83,145

2011 26.7 % 0.2 % 22,289 83,609

2010 27.9 % 0.2 % 23,365 83,852

2009 29.7 % 0.2 % 25,710 86,586

Legends:

NOM 6 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20%, or >10% missing data and should be interpreted with caution
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NOM 7 - Percent of non-medically indicated early elective deliveries

Data Source: CMS Hospital Compare

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016/Q2-2017/Q1 1.0 %

2015/Q2-2016/Q1 1.0 %

2015/Q1-2015/Q4 1.0 %

2014/Q4-2015/Q3 1.0 %

2014/Q3-2015/Q2 1.0 %

2014/Q2-2015/Q1 2.0 %

2014/Q1-2014/Q4 2.0 %

2013/Q4-2014/Q3 3.0 %

2013/Q3-2014/Q2 4.0 %

2013/Q2-2014/Q1 5.0 %

Legends:

NOM 7 - Notes:

None

Data Alerts: None

 Indicator results were based on a shorter time period than required for reporting
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NOM 8 - Perinatal mortality rate per 1,000 live births plus fetal deaths

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 6.8 0.3 569 84,290

2014 7.0 0.3 591 84,363

2013 6.8 0.3 570 83,352

2012 6.7 0.3 557 83,475

2011 7.4 0.3 618 83,971

2010 7.3 0.3 613 84,217

2009 6.8 0.3 591 86,916

Legends:

NOM 8 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.1 - Infant mortality rate per 1,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 7.3 0.3 614 84,040

2014 7.1 0.3 595 84,080

2013 7.2 0.3 602 83,102

2012 6.7 0.3 558 83,227

2011 7.6 0.3 638 83,701

2010 7.6 0.3 640 83,940

2009 7.8 0.3 678 86,673

Legends:

NOM 9.1 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.2 - Neonatal mortality rate per 1,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 4.9 0.2 410 84,040

2014 4.6 0.2 385 84,080

2013 4.6 0.2 385 83,102

2012 4.5 0.2 375 83,227

2011 5.2 0.3 435 83,701

2010 5.0 0.2 417 83,940

2009 5.0 0.2 432 86,673

Legends:

NOM 9.2 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.3 - Post neonatal mortality rate per 1,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 2.4 0.2 204 84,040

2014 2.5 0.2 210 84,080

2013 2.6 0.2 217 83,102

2012 2.2 0.2 183 83,227

2011 2.4 0.2 203 83,701

2010 2.7 0.2 223 83,940

2009 2.8 0.2 246 86,673

Legends:

NOM 9.3 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.4 - Preterm-related mortality rate per 100,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 240.4 16.9 202 84,040

2014 242.6 17.0 204 84,080

2013 246.7 17.3 205 83,102

2012 217.5 16.2 181 83,227

2011 252.1 17.4 211 83,701

2010 259.7 17.6 218 83,940

2009 290.8 18.3 252 86,673

Legends:

NOM 9.4 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.5 - Sleep-related Sudden Unexpected Infant Death (SUID) rate per 100,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 94.0 10.6 79 84,040

2014 99.9 10.9 84 84,080

2013 99.9 11.0 83 83,102

2012 91.3 10.5 76 83,227

2011 83.6 10.0 70 83,701

2010 70.3 9.2 59 83,940

2009 111.9 11.4 97 86,673

Legends:

NOM 9.5 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution

Created on 9/24/2018 at 4:23 PMPage 206 of 274 pages



NOM 10 - The percent of infants born with fetal alcohol exposure in the last 3 months of pregnancy

FAD Not Available for this measure.

NOM 10 - Notes:

None

Data Alerts: None

Created on 9/24/2018 at 4:23 PMPage 207 of 274 pages



NOM 11 - The rate of infants born with neonatal abstinence syndrome per 1,000 hospital births

Data Source: HCUP - State Inpatient Databases (SID)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 8.5 0.4 508 59,672

2014 8.0 0.3 615 76,933

2013 7.6 0.3 591 78,021

2012 6.8 0.3 521 77,208

2011 5.2 0.3 403 77,206

2010 4.3 0.2 336 78,495

2009 3.2 0.2 261 81,023

2008 2.6 0.2 215 82,731

Legends:

NOM 11 - Notes:

None

Data Alerts: None

 Indicator has a numerator ≤10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 12 - Percent of eligible newborns screened for heritable disorders with on time physician notification for out
of range screens who are followed up in a timely manner. (DEVELOPMENTAL)

FAD Not Available for this measure.

NOM 12 - Notes:

None

Data Alerts: None
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NOM 13 - Percent of children meeting the criteria developed for school readiness (DEVELOPMENTAL)

FAD Not Available for this measure.

NOM 13 - Notes:

None

Data Alerts: None
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NOM 14 - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 9.7 % 1.3 % 143,214 1,470,565

Legends:

NOM 14 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 15 - Child Mortality rate, ages 1 through 9, per 100,000

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 20.3 1.6 157 772,730

2015 17.4 1.5 135 774,135

2014 19.1 1.6 148 777,053

2013 20.2 1.6 158 781,508

2012 21.3 1.7 167 785,240

2011 21.0 1.6 165 786,604

2010 18.9 1.5 150 794,619

2009 21.9 1.7 174 793,961

Legends:

NOM 15 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 16.1 - Adolescent mortality rate ages 10 through 19, per 100,000

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 38.0 2.1 342 901,003

2015 42.1 2.2 380 903,736

2014 33.2 1.9 301 905,526

2013 38.3 2.1 347 907,192

2012 32.3 1.9 294 910,516

2011 35.2 2.0 324 921,675

2010 36.1 2.0 335 927,686

2009 33.1 1.9 308 929,811

Legends:

NOM 16.1 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 16.2 - Adolescent motor vehicle mortality rate, ages 15 through 19, per 100,000

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2014_2016 13.1 1.0 179 1,369,470

2013_2015 13.6 1.0 186 1,368,488

2012_2014 13.2 1.0 181 1,369,807

2011_2013 15.3 1.1 211 1,383,285

2010_2012 15.6 1.1 219 1,402,679

2009_2011 16.3 1.1 232 1,423,227

2008_2010 18.0 1.1 258 1,433,316

2007_2009 19.5 1.2 279 1,432,894

Legends:

NOM 16.2 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution

Created on 9/24/2018 at 4:23 PMPage 214 of 274 pages



NOM 16.3 - Adolescent suicide rate, ages 15 through 19, per 100,000

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2014_2016 9.9 0.9 136 1,369,470

2013_2015 9.7 0.8 132 1,368,488

2012_2014 10.1 0.9 138 1,369,807

2011_2013 10.1 0.9 140 1,383,285

2010_2012 9.6 0.8 135 1,402,679

2009_2011 8.7 0.8 124 1,423,227

2008_2010 8.6 0.8 123 1,433,316

2007_2009 8.4 0.8 121 1,432,894

Legends:

NOM 16.3 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution

Created on 9/24/2018 at 4:23 PMPage 215 of 274 pages



NOM 17.1 - Percent of children with special health care needs (CSHCN), ages 0 through 17

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 22.6 % 1.8 % 355,896 1,575,646

Legends:

NOM 17.1 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 17.2 - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a
well-functioning system

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 16.2 % 2.8 % 57,531 355,896

Legends:

NOM 17.2 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 17.3 - Percent of children, ages 3 through 17, diagnosed with an autism spectrum disorder

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 3.0 % 0.7 % 38,789 1,283,605

Legends:

NOM 17.3 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 17.4 - Percent of children, ages 3 through 17, diagnosed with Attention Deficit Disorder/Attention Deficit
Hyperactivity Disorder (ADD/ADHD)

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 12.7 % 1.6 % 161,708 1,275,303

Legends:

NOM 17.4 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 18 - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or
counseling

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 59.8 % 6.2 % 118,723 198,421 

Legends:

NOM 18 - Notes:

None

Data Alerts: None

   

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 90.4 % 1.4 % 1,411,587 1,562,094

Legends:

NOM 19 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 20 - Percent of children, ages 2 through 4, and adolescents, ages 10 through 17, who are obese (BMI at or
above the 95th percentile)

Data Source: WIC

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2014 14.3 % 0.2 % 7,825 54,717

2012 14.7 % 0.1 % 8,987 60,978

2010 15.1 % 0.1 % 9,560 63,220

2008 15.2 % 0.2 % 7,513 49,463

Legends:

Data Source: Youth Risk Behavior Surveillance System (YRBSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 13.6 % 0.9 %

2011 14.7 % 0.9 %

2009 12.6 % 1.2 %

2007 13.7 % 0.9 %

2005 14.9 % 1.2 %

Legends:

 Indicator has a denominator <50 or a relative standard error ≥30% and is not reportable

 Indicator has a confidence interval width >20% and should be interpreted with caution

 Indicator has an unweighted denominator <100 and is not reportable

 Indicator has a confidence interval width >20% and should be interpreted with caution
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Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 18.5 % 2.5 % 117,902 637,154

Legends:

NOM 20 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 21 - Percent of children, ages 0 through 17, without health insurance

Data Source: American Community Survey (ACS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 5.6 % 0.4 % 87,861 1,575,217

2015 7.1 % 0.4 % 112,253 1,578,663

2014 7.2 % 0.4 % 114,189 1,582,192

2013 8.5 % 0.4 % 134,029 1,585,474

2012 8.0 % 0.3 % 126,989 1,589,634

2011 8.4 % 0.5 % 133,820 1,595,037

2010 8.9 % 0.4 % 142,439 1,604,585

2009 8.6 % 0.4 % 135,628 1,586,120

Legends:

NOM 21 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width that is inestimable or >20% and should be interpreted with caution
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NOM 22.1 - Percent of children, ages 19 through 35 months, who completed the combined 7-vaccine series
(4:3:1:3*:3:1:4)

Data Source: National Immunization Survey (NIS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 68.8 % 3.5 % 83,911 121,920

2015 74.7 % 3.6 % 90,391 121,057

2014 66.3 % 3.6 % 79,852 120,425

2013 68.5 % 3.4 % 82,324 120,179

2012 61.4 % 3.8 % 75,181 122,485

2011 66.4 % 3.3 % 83,948 126,343

2010 58.2 % 3.2 % 75,037 128,834

2009 43.4 % 3.3 % 56,162 129,373

Legends:

NOM 22.1 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 22.2 - Percent of children, ages 6 months through 17 years, who are vaccinated annually against seasonal
influenza

Data Source: National Immunization Survey (NIS) – Flu

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 55.2 % 1.9 % 814,848 1,475,906

2015_2016 51.6 % 1.9 % 768,297 1,489,525

2014_2015 53.2 % 2.0 % 783,633 1,471,887

2013_2014 50.9 % 2.0 % 757,936 1,489,311

2012_2013 53.1 % 2.0 % 803,685 1,514,333

2011_2012 47.4 % 2.3 % 711,355 1,499,924

2010_2011 43.7 % 2.3 % 648,435 1,483,834

2009_2010 42.8 % 2.0 % 733,026 1,712,678

Legends:

NOM 22.2 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 22.3 - Percent of adolescents, ages 13 through 17, who have received at least one dose of the HPV vaccine

Data Source: National Immunization Survey (NIS) - Teen (Female)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 53.9 % 4.8 % 119,544 221,621

2015 53.7 % 4.6 % 119,103 221,611

2014 61.4 % 4.4 % 136,403 222,291

2013 54.2 % 4.2 % 120,045 221,693

2012 48.4 % 5.1 % 107,005 221,232

2011 40.8 % 4.7 % 90,803 222,503

2010 37.0 % 4.2 % 80,700 218,063

2009 37.1 % 3.7 % 80,516 217,046

Legends:

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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Data Source: National Immunization Survey (NIS) - Teen (Male)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 36.9 % 4.3 % 85,219 231,000

2015 43.2 % 4.6 % 99,816 230,827

2014 23.2 % 3.5 % 53,547 231,083

2013 18.2 % 3.2 % 42,074 230,935

2012 17.2 % 3.8 % 39,713 231,469

2011 NR NR NR NR 

Legends:

NOM 22.3 - Notes:

None

Data Alerts: None

   

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 22.4 - Percent of adolescents, ages 13 through 17, who have received at least one dose of the Tdap vaccine

Data Source: National Immunization Survey (NIS) - Teen

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 89.5 % 2.1 % 404,932 452,620

2015 89.8 % 2.0 % 406,052 452,438

2014 88.6 % 2.1 % 401,586 453,374

2013 90.6 % 1.7 % 410,196 452,628

2012 94.4 % 1.5 % 427,541 452,701

2011 92.7 % 1.5 % 422,518 456,003

2010 72.3 % 2.9 % 324,280 448,638

2009 44.4 % 2.8 % 198,039 446,000

Legends:

NOM 22.4 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 22.5 - Percent of adolescents, ages 13 through 17, who have received at least one dose of the
meningococcal conjugate vaccine

Data Source: National Immunization Survey (NIS) - Teen

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 88.0 % 2.3 % 398,320 452,620

2015 92.3 % 1.7 % 417,682 452,438

2014 90.0 % 2.0 % 407,908 453,374

2013 93.5 % 1.4 % 423,060 452,628

2012 92.0 % 2.0 % 416,349 452,701

2011 92.1 % 1.9 % 419,840 456,003

2010 70.6 % 3.0 % 316,755 448,638

2009 41.7 % 2.7 % 186,130 446,000

Legends:

NOM 22.5 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 23 - Teen birth rate, ages 15 through 19, per 1,000 females

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 23.6 0.3 5,255 223,119

2015 26.1 0.3 5,813 222,883

2014 28.0 0.4 6,223 222,476

2013 30.2 0.4 6,742 223,059

2012 33.0 0.4 7,370 223,455

2011 34.8 0.4 7,917 227,299

2010 37.5 0.4 8,665 231,207

2009 40.8 0.4 9,527 233,337

Legends:

NOM 23 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 24 - Percent of women who experience postpartum depressive symptoms following a recent live birth

FAD Not Available for this measure.

NOM 24 - Notes:

None

Data Alerts: None
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NOM 25 - Percent of children, ages 0 through 17, who were not able to obtain needed health care in the last year

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 2.0 % 0.7 % 30,831 1,573,554 

Legends:

NOM 25 - Notes:

None

Data Alerts: None

   

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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Form 10a
National Performance Measures (NPMs)

State: Indiana

NPM 3 - Percent of very low birth weight (VLBW) infants born in a hospital with a Level III+ Neonatal Intensive Care
Unit (NICU)

FAD for this measure is not available for the State.

State Provided Data

2016 2017

Annual Objective 68 70.5

Annual Indicator 80 80.7

Numerator 971 953

Denominator 1,213 1,181

Data Source MCH Epidemiology/Final DAT
Natality File

MCH Epidemiology/Final DAT
Natality File

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 74.9 79.3 83.7 83.7 83.7 83.7
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Field Level Notes for Form 10a NPMs:

1. Field Name: 2016

Column Name: State Provided Data

 Field Note:
This is based on total birth occurrences in Indiana, regardless of residency. Not comparable to published Indiana
totals. As of early 2017, 19 hospitals now self-reporting as a LOC III. LOC III is based off the most recent self-
reported Gap Analysis list. This list is subject to change; thus, the data is subject to change.

2. Field Name: 2017

Column Name: State Provided Data

 Field Note:
This is based on total birth occurrences in Indiana, regardless of residency. Not comparable to published Indiana
totals. As of early 2017, 19 hospitals now self-reporting as a LOC III. LOC III is based off the most recent self-
reported Gap Analysis list. This list is subject to change; thus, the data is subject to change.
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NPM 4A - Percent of infants who are ever breastfed

Federally Available Data

Data Source: National Immunization Survey (NIS)

2016 2017

Annual Objective 75.7 77.2

Annual Indicator 76.1 84.3

Numerator 55,709 67,480

Denominator 73,234 80,006

Data Source NIS NIS

Data Source Year 2013 2014

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 78.7 80.2 81.7 83.2 84.7 86.2

Field Level Notes for Form 10a NPMs:

None
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NPM 4B - Percent of infants breastfed exclusively through 6 months

Federally Available Data

Data Source: National Immunization Survey (NIS)

2016 2017

Annual Objective 23 23.5

Annual Indicator 16.6 23.1

Numerator 11,821 17,788

Denominator 71,445 77,112

Data Source NIS NIS

Data Source Year 2013 2014

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 24.0 24.5 25.0 25.5 26.0 26.5

Field Level Notes for Form 10a NPMs:

None
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NPM 7.1 - Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9

Federally Available Data

Data Source: HCUP - State Inpatient Databases (SID)

2016 2017

Annual Objective 104 102

Annual Indicator 98.7 108.4

Numerator 849 698

Denominator 860,255 643,892

Data Source SID-CHILD SID-CHILD

Data Source Year 2014 2015

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 100.0 98.0 96.0 94.0 92.0 90.0

Field Level Notes for Form 10a NPMs:

None
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NPM 8.1 - Percent of children, ages 6 through 11, who are physically active at least 60 minutes per day

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CHILD

2017

Annual Objective

Annual Indicator 36.3

Numerator 171,803

Denominator 473,684

Data Source NSCH-CHILD

Data Source Year 2016

Annual Objectives

2019 2020 2021 2022 2023

Annual Objective 36.3 36.8 37.3 37.8 38.3

Field Level Notes for Form 10a NPMs:

None
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NPM 8.2 - Percent of adolescents, ages 12 through 17 who are physically active at least 60 minutes per day

Federally Available Data

Data Source: Youth Risk Behavior Surveillance System (YRBSS)

2016 2017

Annual Objective 24.4 24.7

Annual Indicator 25.3 25.3

Numerator 72,944 72,944

Denominator 287,919 287,919

Data Source YRBSS-ADOLESCENT YRBSS-ADOLESCENT

Data Source Year 2015 2015

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - ADOLESCENT

2016 2017

Annual Objective

Annual Indicator 18.9

Numerator 99,596

Denominator 527,898

Data Source NSCH-ADOLESCENT

Data Source Year 2016

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 24.9 25.2 25.4 25.7 25.9 26.2

Field Level Notes for Form 10a NPMs:

None
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NPM 11 - Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2016 2017

Annual Objective

Annual Indicator 44.9

Numerator 159,655

Denominator 355,896

Data Source NSCH-CSHCN

Data Source Year 2016

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 50.5 52.6 54.7 56.8 58.9 61.0

Field Level Notes for Form 10a NPMs:

None
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NPM 12 - Percent of adolescents with and without special health care needs, ages 12 through 17, who received
services necessary to make transitions to adult health care - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2016 2017

Annual Objective

Annual Indicator 14.2

Numerator 23,974

Denominator 168,418

Data Source NSCH-CSHCN

Data Source Year 2016

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 44.7 45.0 45.3 45.6 45.9 46.2

Field Level Notes for Form 10a NPMs:

None
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NPM 14.1 - Percent of women who smoke during pregnancy

Federally Available Data

Data Source: National Vital Statistics System (NVSS)

2016 2017

Annual Objective 15 14

Annual Indicator 14.3 13.5

Numerator 12,014 11,212

Denominator 84,010 83,053

Data Source NVSS NVSS

Data Source Year 2015 2016

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 13.0 11.5 10.0 8.5 7.0 5.5

Field Level Notes for Form 10a NPMs:

None
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Form 10a
State Performance Measures (SPMs)

State: Indiana

SPM 1 - Percent of Pregnant Women that receive prenatal care in the first trimester.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 71.5

Annual Indicator 69.3 69.3

Numerator 58,205 57,573

Denominator 84,008 83,063

Data Source MCH Epidemiology/ISDH DAT MCH Epidemiology/ISDH DAT

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 73.0 74.5 76.0 77.9 77.9 77.9

Field Level Notes for Form 10a SPMs:

None
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SPM 2 - Infant mortality rate per 1,000 live births.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 7.1

Annual Indicator 7.3 7.5

Numerator 613 623

Denominator 84,008 83,063

Data Source MCH Epidemiology/ISDH DAT MCH Epidemiology/ISDH DAT

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 7.0 6.9 6.8 6.7 6.6 6.5

Field Level Notes for Form 10a SPMs:

None
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SPM 3 - Rate of births (per 1,000) for teenagers aged 15-17 years.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 11.9

Annual Indicator 11.1 11

Numerator 1,501 1,485

Denominator 134,692 134,436

Data Source MCH Epidemiology/ISDH DAT MCH Epidemiology/ISDH DAT

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 11.4 10.9 10.4 9.9 9.4 9.0

Field Level Notes for Form 10a SPMs:

None
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SPM 4 - Developmental Screening

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 25.6

Annual Indicator 23.9 28.7

Numerator 99,729 63,396

Denominator 418,136 220,914

Data Source National Survey of Childrens
Health

National Survey of Childrens Health

Data Source Year 2011/12 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 27.3 29.3 31.3 33.3 35.3 37.3

Field Level Notes for Form 10a SPMs:

1. Field Name: 2016

Column Name: State Provided Data

 Field Note:
2011/12 National Survey of Children's Health

2. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Out of the Sample count, 63,396 parents completed developmental screenings while 157,518 did not complete
developmental screening.
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SPM 5 - The rate of infants born with neonatal abstinence syndrome per live birth.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 9.9

Annual Indicator 14.9 23.5

Numerator 1,157 1,794

Denominator 77,585 76,243

Data Source MCH Epidemiology/Hospital
Discharge Data

MCH Epidemiology/Hospital
Discharge Data

Data Source Year 2015 2016

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 9.8 9.7 9.6 9.5 9.4 9.3

Field Level Notes for Form 10a SPMs:
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1. Field Name: 2016

Column Name: State Provided Data

 Field Note:
Numerator includes the following ICD-10 Codes:

P96.1 Neonatal withdrawal symptoms from maternal use of drugs of addictions
P04.4 Newborn suspected to be affected by maternal use of drugs of addiction
P04.41 Newborn suspected to be affected by maternal use of cocaine
P04.49 Newborn suspected to be affected by maternal use of other drugs of addiction

2. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Numerator includes the following ICD-10 Codes:

P96.1 Neonatal withdrawal symptoms from maternal use of drugs of addictions
P04.4 Newborn suspected to be affected by maternal use of drugs of addiction
P04.41 Newborn suspected to be affected by maternal use of cocaine
P04.49 Newborn suspected to be affected by maternal use of other drugs of addiction
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Form 10a
Evidence-Based or –Informed Strategy Measures (ESMs)

State: Indiana

ESM 3.1 - Number of hospitals provisionally surveyed to determine Obstetric and neonatal level of care.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 75

Annual Indicator 0.6 1

Numerator 51 89

Denominator 89 89

Data Source Maternal and Child Health Division Maternal and Child Health Division

Data Source Year 2016 2017

Provisional or Final ? Provisional Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 80.0 85.0 90.0 95.0 100.0 100.0

Field Level Notes for Form 10a ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
As of May 2017, all 89 birthing hospitals in the state of Indiana voluntarily participated in a full gap analysis.
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ESM 4.1 - Number of Obstetric and pediatric providers who have completed breastfeeding education.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 90

Annual Indicator 40 550

Numerator

Denominator

Data Source Maternal and Child Health Division,
ISDH

Maternal and Child Health Division,
ISDH

Data Source Year 2016 2017

Provisional or Final ? Provisional Provisional

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 99.0 109.0 120.0 132.0 145.0 160.0

Field Level Notes for Form 10a ESMs:

1. Field Name: 2016

Column Name: State Provided Data

 Field Note:
Around 40 obstetric and pediatric provides have completed breastfeeding education.

2. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Over 500 providers (nurses, lactation specialists, community health works, physicians) attended the second
annual Indiana state breastfeeding conference and about 40 were trained in Milk Mob training.
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ESM 7.1.1 - Number of sites operating mobile fitting and car seat inspection stations to make sure car seats are
properly installed.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 25

Annual Indicator 0.1 0.2

Numerator 9 18

Denominator 95 104

Data Source Indiana Criminal Justice
InstituteAutomotive Safe

Indiana Criminal Justice
Institute\Automotive Safe

Data Source Year 2016 2017

Provisional or Final ? Final Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 30.0 35.0 40.0 45.0 50.0 55.0

Field Level Notes for Form 10a ESMs:

None
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ESM 8.1.1 - Number of programs/trainings implemented to increase and integrate physical activity into typical
school activities.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 15

Annual Indicator 14 13

Numerator

Denominator

Data Source Internal Division of Nutrition and
Physical Activi

Internal Division of Nutrition and
Physical Activi

Data Source Year 2016-17 2017-18

Provisional or Final ? Provisional Provisional

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 23.0 31.0 39.0 47.0 55.0 63.0

Field Level Notes for Form 10a ESMs:

1. Field Name: 2016

Column Name: State Provided Data

 Field Note:
Have completed 14 training's thus far, still have 1 more that we are doing in September. 

2. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Provision (have completed 13 trainings thus far, still have 5 more that we are doing between June and September;
making the total 18 for the 2017-18 year)
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ESM 8.2.1 - Number of programs/trainings implemented to increase and integrate physical activity into typical
school activities

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023

Annual Objective 31.0 39.0 47.0 55.0 63.0

Field Level Notes for Form 10a ESMs:

None
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ESM 11.1 - Percent of families who received effective care coordination.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective

Annual Indicator 76.2 76.2

Numerator 384 384

Denominator 504 504

Data Source National Survey of Children Health National Survey of Children Health

Data Source Year 2016 2016

Provisional or Final ? Provisional Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 76.2 86.2 96.2 100.0 100.0 100.0

Field Level Notes for Form 10a ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Out of the 504 sampled families, 384 stated that they received needed care coordination while 120 stated that
they did not receive needed care coordination.
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ESM 12.1 - Number of adult and pediatric providers who have received training in transition services and caring
for CYSHCN.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective

Annual Indicator 0 20

Numerator

Denominator

Data Source CYACC CYACC

Data Source Year 2016 2017

Provisional or Final ? Provisional Provisional

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 20.0 25.0 30.0 35.0 40.0 45.0

Field Level Notes for Form 10a ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
This is a new ESM that we have picked, we are planning on starting to collect this data from our grantee in the
next grant cycle, starting 10/1/2018.

The past year around 20 providers were trained
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ESM 12.2 - Number of participants in Center for Youth and Adults with Conditions of Childhood (CYACC) clinical
services.

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023

Annual Objective 20.0 25.0 30.0 35.0 40.0

Field Level Notes for Form 10a ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
This is a new ESM that we have picked, we are planning on starting to collect this data from our grantee in the
next grant cycle, starting 10/1/2018.
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ESM 14.1.1 - Percent of adults enrolled in Baby and Me Tobacco Free that remain nicotine free at 6 months
postpartum.

Measure Status: Active

State Provided Data 

2016 2017

Annual Objective 18.5

Annual Indicator 16.2 15.3

Numerator 45 32

Denominator 278 209

Data Source Baby and Me Tobacco Free
Program

Baby and Me Tobacco Free
Program

Data Source Year 2016 2017

Provisional or Final ? Provisional Final

Annual Objectives

2018 2019 2020 2021 2022 2023

Annual Objective 20.0 21.5 23.0 24.5 26.0 27.5

Field Level Notes for Form 10a ESMs:

1. Field Name: 2016

Column Name: State Provided Data

 Field Note:
the percentage of women who enrolled between 10/1/15 through 9/30/16, and are smoke free at 6 months
postpartum. This correlates to 45 women, or 16.2%.

Created on 9/24/2018 at 4:23 PMPage 258 of 274 pages



Form 10b
State Performance Measure (SPM) Detail Sheets

State: Indiana

SPM 1 - Percent of Pregnant Women that receive prenatal care in the first trimester.
Population Domain(s) – Women/Maternal Health

Measure Status: Active

Goal: To ensure early entrance to prenatal care to enhance pregnancy outcomes.

Definition: Numerator: Number of live births with reported first prenatal visit during the first
trimester (before 13 weeks' gestation) in the calendar year.

Denominator: Number of live births.

Unit Type: Percentage

Unit Number: 100

Healthy People 2020
Objective:

Related to Maternal, Infant, and Child Health (MICH) 10.1. Increase the proportion of
pregnant women who receive prenatal care beginning in the first trimester. (Baseline: 70.8 %
of females delivering a live birth received prenatal care beginning in the first trimester in
2007, Target: 77.9%)

Data Sources and Data
Issues:

National Vital Statistics System (NVSS)

Significance: Early identification of maternal disease and risks for complications of pregnancy or birth are
the primary reason for first trimester entry into prenatal care. This can help ensure that
women with complex problems and women with chronic illness or other risks are seen by
specialists. Early high-quality prenatal care is critical to improving pregnancy outcomes.
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SPM 2 - Infant mortality rate per 1,000 live births.
Population Domain(s) – Perinatal/Infant Health

Measure Status: Active

Goal: To reduce the rate of infant death.

Definition: Numerator: Number of deaths to infants from birth through 364 days of age.

Denominator: Number of live births.

Unit Type: Rate

Unit Number: 1,000

Healthy People 2020
Objective:

Identical to Maternal, Infant, and Child Health (MICH) Objective 1.3: Reduce the rate of all
infant deaths (within 1 year). (Baseline: 6.7 infant deaths per 1,000 live births within the first
year of life in 2006, Target: 6.0 infant deaths per 1,000 live births)

Data Sources and Data
Issues:

National Vital Statistics System (NVSS)

Significance: The U.S. infant mortality rate has substantially declined over the last century. Based on
preliminary data for 2011, 23,910 infants died before age one year, representing an infant
mortality rate of 6.05 deaths per 1,000 live births, which is the lowest infant mortality rate
recorded in the U.S. However, significant disparities continue to persist in U.S. infant deaths
between racial groups, especially for Blacks and American Indians and Alaskan Natives. The
non-Hispanic Black infant mortality rate (12.2 deaths per 1,000 live births in 2010) is nearly
two and half times the rate among non-Hispanic Whites and Hispanics. (Child Health USA
2013: Department of Health and Human Services, HRSA). The infant mortality rate in
American Indians and Alaskan Natives is more than one and a half times the rate of non-
Hispanic Whites. Infant mortality continues to be an extremely complex health issue with
many medical, social, and economic determinants, including race/ethnicity, maternal age,
education, smoking and health status.
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SPM 3 - Rate of births (per 1,000) for teenagers aged 15-17 years.
Population Domain(s) – Adolescent Health

Measure Status: Active

Goal: Reduce pregnancies among adolescent females aged 15 to 17 years. 

Definition: Numerator: Total number of births to females aged 15 to 17 years, Indiana
resident.

Denominator: Total population of females aged 15 to 17 years, Indiana resident.

Unit Type: Rate

Unit Number: 1,000

Data Sources and Data
Issues:

Indiana State Department of Health, Maternal and Child Health Epidemiology Division, 2016

Significance: Teens who give birth at age 15-17 years have an increased risk for adverse medical and
social outcomes of teen pregnancy. 
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SPM 4 - Developmental Screening
Population Domain(s) – Children with Special Health Care Needs

Measure Status: Active

Goal: Increase % of children ages 9-71 months with and without special needs care needs who
receive a developmental screening using a standardized screening tool in a medical and
non-medical setting

Definition: Numerator: Parent did not complete Standardized Developmental Screening
tool; Parent completed Standardized Developmental Screening tool

Denominator: Children age 10 months-5 years who had a health care visit in the
past 12 months

Unit Type: Percentage

Unit Number: 100

Healthy People 2020
Objective:

Increase the proportion of children with a developmental delay with a first evaluation by 36
months of age

Data Sources and Data
Issues:

http://childhealthdata.org/browse/healthy-people-2020; National Survey of Children's Health

Significance: The Maternal and Child Health Bureau leads the development of the NSCH survey and
indicators, in collaboration with the National Center for Health Statistics (NCHS) and a
national technical expert panel. The expert panel includes representatives from other federal
agencies, state Title V leaders, family organizations, and child health researchers.
Previously validated questions and scales are used when available. Respondents’ cognitive
understanding of the survey questions is assessed during the pretest phase and revisions
made as required. All final data components are verified by NCHS and DRC/CAHMI staff
prior to public release.
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SPM 5 - The rate of infants born with neonatal abstinence syndrome per live birth.
Population Domain(s) – Women/Maternal Health

Measure Status: Active

Goal: To reduce the rate of infants born with drug dependency.

Definition: Numerator: Number of infants born with neonatal abstinence syndrome and
other related diagnoses.

P96.1, P04.4, P04.41, P04.49 ICD-10 codes are all included in this
measure as recommended the IPQIC Perinatal Substance Use
Committee.

Denominator: Number of delivery hospitalizations.

Unit Type: Rate

Unit Number: 1,000

Healthy People 2020
Objective:

Related to Maternal, Infant, and Child Health Objective 11.4. Increase abstinence from illicit
drugs among pregnant women. (Baseline: 94.8 percent of pregnant females ages 15 to 44
years reported abstaining from illicit drugs in the past 30 days in 2007–08; Target 100%).

Data Sources and Data
Issues:

HCUP - State Inpatient Database (SID)

Significance: Neonatal drug dependency or withdrawal symptoms, known as neonatal abstinence
syndrome (NAS), occur from maternal use of opiates such as heroin, methadone, and
prescription pain medications. Symptoms of NAS include fever, diarrhea, irritability, trembling,
and increased muscle tone. Along with a rise in prescription drug abuse, the incidence of
NAS nearly tripled over the past decade with substantial increases in health care costs
(Patrick et al, 2012). Prevention strategies exist along the continuum from preconception,
prenatal, postpartum, and infant/childhood stages to help avert substance-exposed
pregnancies and improve outcomes for infants born with NAS (ASTHO, 2014; SAMHSA,
2009).
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Form 10b
State Outcome Measure (SOM) Detail Sheets

State: Indiana

No State Outcome Measures were created by the State.
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Form 10c
Evidence-Based or –Informed Strategy Measures (ESM) Detail Sheets

State: Indiana

ESM 3.1 - Number of hospitals provisionally surveyed to determine Obstetric and neonatal level of care.
NPM 3 – Percent of very low birth weight (VLBW) infants born in a hospital with a Level III+ Neonatal Intensive
Care Unit (NICU)

Measure Status: Active

Goal: Provisionally survey 100% of all Indiana hospitals that deliver babies.

Definition: Numerator: Number of hospitals surveyed since 2015.

Denominator: Number of hospitals in Indiana with an obstetric service line.

Unit Type: Ratio

Unit Number: 1

Data Sources and Data
Issues:

Hospital surveyed as determined by nurses surveyors. Percent of hospitals in Indiana with
an obstetric service line as determined by licensure filed with the state.

Significance: The level of care designation process will provide a level of confidence that infants born in
Indiana are delivered and cared for post delivery at a hospital that can best support their
gestational age and medical diagnosis and related risk.
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ESM 4.1 - Number of Obstetric and pediatric providers who have completed breastfeeding education.
NPM 4 – A) Percent of infants who are ever breastfed B) Percent of infants breastfed exclusively through 6
months

Measure Status: Active

Goal: Increase the number of Obstetric and Pediatric providers who have completed breastfeeding
education.

Definition: Numerator: N/A

Denominator: N/A

Unit Type: Count

Unit Number: 1,000

Data Sources and Data
Issues:

As reported by the contracted vendor.

Significance: Clinicians play a vital role in preparing, educating, and supporting women to breastfeed and
are instrumental in facilitating initiation and continuation of breastfeeding so Mothers can
make informed decisions. This can happen when providers acquire the knowledge needed
to provide evidence-based breastfeeding information and the latest tools to assist the dyad
throughout the continuum of care from early pregnancy until breastfeeding’s completion.
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ESM 7.1.1 - Number of sites operating mobile fitting and car seat inspection stations to make sure car seats are
properly installed.
NPM 7.1 – Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9

Measure Status: Active

ESM Subgroup(s): Children 0 through 9

Goal: Increase the number of sites operating mobile fitting and car seat inspection stations to
make sure car seats are properly installed.

Definition: Numerator: The number of sites operating mobile fitting and car seat inspection
stations as of September 30, 2016 - the number of sites operating
mobile fitting and car seat inspection stations as of September 30,
2015.

Denominator: The number of sites operating mobile fitting and car seat inspection
stations as of September 30, 2015.

Unit Type: Ratio

Unit Number: 1

Data Sources and Data
Issues:

Reports from Indiana Criminal Justice Institute and Automotive Safety Program in Indiana.

Significance: Based on strong evidence of effectiveness, the Community Preventive Services Task Force
recommends car seat laws and car seat distribution plus education programs to increase
restraint use and decrease injuries and deaths to child passengers.
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ESM 8.1.1 - Number of programs/trainings implemented to increase and integrate physical activity into typical
school activities.
NPM 8.1 – Percent of children, ages 6 through 11, who are physically active at least 60 minutes per day

Measure Status: Active

ESM Subgroup(s): All Children 6 through 17

Goal: The state hopes to train a variety of professionals and community members to implement
physical activity best practices across a wide-range of settings.

Definition: Numerator: N/A

Denominator: N/A

Unit Type: Count

Unit Number: 100

Data Sources and Data
Issues:

Data will be determined by documenting each training and program initiated with the Title V
funding.

Significance: The measurement of the number of number of trainings or programs is significant because
Indiana has a wide range of groups that work with youth. If these professionals are given the
knowledge and the tools to increase physical activity in their respective settings, they are
more likely to buy-in to implementing them and, in turn, the more children and adolescents
we will have engaging in physical activity.
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ESM 8.2.1 - Number of programs/trainings implemented to increase and integrate physical activity into typical
school activities
NPM 8.2 – Percent of adolescents, ages 12 through 17 who are physically active at least 60 minutes per day

Measure Status: Active

ESM Subgroup(s): All Children 6 through 17

Goal: The state hopes to train a variety of professionals and community members to implement
physical activity best practices across a wide-range of settings.

Definition: Numerator: N/A

Denominator: N/A

Unit Type: Count

Unit Number: 100

Data Sources and Data
Issues:

Data will be determined by documenting each training and program initiated with the Title V
funding.

Significance:
The measurement of the number of number of trainings or programs is significant because
Indiana has a wide range of groups that work with youth. If these professionals are given the
knowledge and the tools to increase physical activity in their respective settings, they are
more likely to buy-in to implementing them and, in turn, the more children and adolescents
we will have engaging in physical activity.
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ESM 11.1 - Percent of families who received effective care coordination.
NPM 11 – Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home

Measure Status: Active

ESM Subgroup(s): CSHCN

Goal: To increase the percent of families who received effective care coordination.

Definition: Numerator: Number of families who received effective care coordination.

Denominator: Number of families who were sampled.

Unit Type: Percentage

Unit Number: 100

Data Sources and Data
Issues:

National Survey of Children's Health (NSCH)

Significance: The American Academy of Pediatrics (AAP) specifies seven qualities essential to medical
home care: accessible, family-centered, continuous, comprehensive, coordinated,
compassionate and culturally effective. Ideally, medical home care is delivered within the
context of a trusting and collaborative relationship between the child’s family and a
competent health professional familiar with the child and family and the child’s health history.
Providing comprehensive care to children in a medical home is the standard of pediatric
practice. Research indicates that children with a stable and continuous source of health care
are more likely to receive appropriate preventive care and immunizations, are less likely to
be hospitalized for preventable conditions, and are more likely to be diagnosed early for
chronic or disabling conditions. The Maternal and Child Health Bureau uses the AAP
definition of medical home.
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ESM 12.1 - Number of adult and pediatric providers who have received training in transition services and caring
for CYSHCN.
NPM 12 – Percent of adolescents with and without special health care needs, ages 12 through 17, who received
services necessary to make transitions to adult health care

Measure Status: Active

Goal: To increase the percent of adolescents with and without special health care needs who have
received the services necessary to make transitions to all aspects of adult life, including
adult health care, work, and independence.

Definition: Numerator: Unduplicated cumulative number of providers trained

Denominator: Absolute number of providers trained

Unit Type: Count

Unit Number: 100

Data Sources and Data
Issues:

Center for Youth and Adults with Conditions of Childhood (CYACC)

Significance: The transition of youth to adulthood has become a priority issue nationwide as evidenced by
the clinical report and algorithm developed jointly by the AAP, American Academy of Family
Physicians and American College of Physicians to improve healthcare transitions for all
youth and families. Over 90 percent of children with special health care needs now live to
adulthood, but are less likely than their non-disabled peers to complete high school, attend
college or to be employed. Health and health care are cited as two of the major barriers to
making successful transitions.
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ESM 12.2 - Number of participants in Center for Youth and Adults with Conditions of Childhood (CYACC) clinical
services.
NPM 12 – Percent of adolescents with and without special health care needs, ages 12 through 17, who received
services necessary to make transitions to adult health care

Measure Status: Active

Goal: To increase the percent of adolescents with and without special health care needs who have
received the services necessary to make transitions to all aspects of adult life, including
adult health care, work, and independence.

Definition: Numerator: Unduplicated cumulative number of participants

Denominator: Absolute number of participants

Unit Type: Count

Unit Number: 100

Data Sources and Data
Issues:

Center for Youth and Adults with Conditions of Childhood (CYACC)

Significance: The transition of youth to adulthood has become a priority issue nationwide as evidenced by
the clinical report and algorithm developed jointly by the AAP, American Academy of Family
Physicians and American College of Physicians to improve healthcare transitions for all
youth and families. Over 90 percent of children with special health care needs now live to
adulthood, but are less likely than their non-disabled peers to complete high school, attend
college or to be employed. Health and health care are cited as two of the major barriers to
making successful transitions.
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ESM 14.1.1 - Percent of adults enrolled in Baby and Me Tobacco Free that remain nicotine free at 6 months
postpartum.
NPM 14.1 – Percent of women who smoke during pregnancy

Measure Status: Active

Goal: Increase the number of adults who complete Baby and Me Tobacco Free.

Definition: Numerator: N/A

Denominator: N/A

Unit Type: Percentage

Unit Number: 100

Data Sources and Data
Issues:

The national Baby and Me Tobacco Free Program Office: BABY & ME-Tobacco Free Online
Data Portal by Salesforce. Data points include: 
Date Field: Date equals Custom (1/1/2015 to 12/31/2015)
1 AND 2 AND 3 AND 4 AND (5 OR 6) 
1. Participant: Agency: Billing State/Province equals IN, Indiana 
2. Participant: Participant's Name not equal to 
3. Session equals 6 
4. Record Type equals Postpartum 
5. CO Level # less or equal 6 
6. Voucher Number (Mother's) not equal to 

For FY15 Title V all above is true except: 
Date Field: Date equals Custom (10/1/14 to 9/30/15)

Significance: Original research on the Baby and Me Tobacco Free model measures success at six months
postpartum which aligns with other similar study designs. Gadomski, A., Adams, L., Tallman,
N., Krupa, N., Jenkins, P. (2011). Effectiveness of a combined prenatal and postpartum
smoking cessation program. Maternal and Child Health Journal, 14:188-197. DOI
10.1007/s10995-010-0568-9.
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Form 11
Other State Data

State: Indiana

The Form 11 data are available for review via the link below. 

Form 11 Data
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https://mchb.tvisdata.hrsa.gov/uploadedfiles/form_11_data.xlsx
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