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Agenda 

    Registrations 

09:15 AM - 09:45 AM Jean Capler – Psychotherapist, MSW, LCSW, CBIS 

10:00 AM - 10:20 AM Douglas Huntsinger – Drug Czar, Office of the Governor 

10:30 AM - 10:50 AM Jay Chaudhary - JD, Director, Division of Mental Health and Addiction 

11:00 AM - 11:45 AM Srikant Devaraj - Ph.D., Chair of SEOW & VP of Health Analytics, Syra Health 

12:00 PM - 01:15 PM Lunch & Poster Presentations 

01:15 PM - 01:45 PM Justin Blackburn Ph.D., & Heather Taylor - Assistant Professors at IU 

02:00PM - 02:30 PM Don McCay Ph.D. & Adam McFatridge, MA - HIDTA 

02:45 PM - 03:15 PM Dane Minnick - Ph.D., Vice Chair of SEOW and Assistant Professor at Ball State 

03:30PM - 04:00 PM Katelin Rupp - MA, Director of Program Evaluation for Tobacco & Cessation, IDOH 

04:15 PM Kelly Welker – Deputy of Addiction Services/Division of Mental Health and Addiction 
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Jean Capler, MSW, LCSW, CBIS 

Psychotherapist at Easterseals Crossroads 

9:15am – 9:45am 



      
   

Screening for Lifetime Exposure to Brain 
Injury in Therapeutic Settings 



     

  
  
  

  
   

 
  

  
  

    

     Causes of Acquired Brain Injury 

Typical causes of ABI include: 

• Electric Shock 
• Infectious Disease 
• Lightning Strike 
• Near Drowning 
• Oxygen Deprivation (Hypoxia/Anoxia) 
• Stroke 
• Seizure Disorder 
• Substance Abuse/Overdose 
• Toxic Exposure 
• Tumor 
• Concussion/Traumatic Brain Injury (TBI) 

5 



    

 
  

 

 

     
    

     
    

A Silent and Undermanaged Condition 

Comorbidities 

• Pain 
• Substance use 
• Psychiatric disorders 
• Social isolation 
• Reinjury 
• Neuroendocrine dysfunction 
• Seizure 
• Stroke 
• Dementia 
• Higher rates of diabetes, hypertension, 

myocardial infarction, cerebrovascular & 
peripheral vascular disease, chronic pulmonary 
disease, & renal disease 

6 



  
  

       
        

 

     
      

 

    
 

  

       
    

  

     
        

      

  

Consequences of 
TBI Impact on Behavior 
Attention deficit → Difficulty focusing on or responding to required 

tasks or directions on the job or in the classroom 

Memory deficit → Difficulty understanding or remembering new 
information – forget what they are to do 

Irritability or Anger → Incidents with co-workers, supervisors, criminal 
justice, family 

Uninhibited or Impulsive 
Behavior 

→ Poor Inhibition of emotions or desires (e.g., making 
inappropriate jokes, drug use, rage) 

Executive Function deficit → Difficulty organizing behavior to execute stated 
intentions or goals (e.g., don’t actually do what 
they wanted or said they would do) 

7 



    
      

           

             
    

              
  

           

             
 

            

         

TBI and Psychiatric Co-Morbidity 
• 42-77% of people with TBI become depressed 

• Among TBI subjects with MDD, 77% met DSM-IV criteria for anxiety disorder 

• MDD is significantly associated with aggression in TBI (34% of TBI subjects within 
first 6 months of injury) 

• Rate of suicide for TBI is between 2.7-4.1 times the population when matched for 
age & sex 

• 34.9% of TBI subjects report clinically significant levels of hopelessness & 
suicidality 

• 17.4% report suicide attempt within previous 5 years which converts to a 26.2% 
lifetime rate 

• TBI results in a 2-5 fold increase in the risk of developing psychosis 

• Most frequent psychiatric diagnosis is bipolar disorder and conduct disorder 

8 



   

        

        

         
           

        

            

TBI and Substance Use 

• 35-50% of TBI’s were found to be use related 

• 71% of TBI secondary to assault were use related 

• Those with TBI consumed significantly more than national averages pre-
injury, but after injury, use was consistent with national averages after 
one year but increased again by two years post-injury 

• TBI is associated with a 11-fold increase in death secondary to opioid 
overdose 
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Other Findings 

• The lifetime prevalence of any severity of TBI in homeless and 
marginally housed individuals was 53-1% (18 studies, n=9702 
individuals) 

• TBI was consistently associated with poorer self-reported physical and 
mental health, higher suicidality and suicide risk, memory concerns, and 
increased health service use and criminal justice system involvement. 

• Significant racial and ethnic disparities for vulnerability to TBI, access to 
care and rehabilitation, outcome and probability of arrest 

10 



           
          

            
    

    

            
         

Implications 

• BH/SA systems and providers don’t know that a significant number of 
their clients have lifetime exposure to brain injury and related 
impairments 

• People with brain injury take 2-3 times more treatment and don’t know 
why they are failing treatment 

• Treatment failure-recidivism attributed to motivation 

• Providers don’t know what brain injury resources might be available or 
how to accommodate for the effects of the brain injury 

11 



     
 

    

     
 

  
 

    Classification of Severity of TBI 

SEVERE MODERATE MILD 

› 36 

hours 

20 minutes to 
36 hours 

‹ 20 
minutes 

Loss of 
Conscious-
ness 

› 7 days 1- 7 days ‹ 24 hours Post-
Traumatic 
Confusion 

8-3 9-12 13-15 Glasgow 
Coma Scale 



   

           
              

      

           
 

          

Screening for Lifetime Exposure 

The Ohio State University (OSU) Traumatic Brain Injury (TBI) Identification Method 
(OSU TBI-ID) is a standardized procedure for eliciting a person’s lifetime history of TBI 
via a 3-5 minute structured interview. 

Used in medical, mental health, substance abuse, domestic violence, corrections and 
aging. 

OSU TBD ID I Ohio State Brain Injury Prevention & Rehabilitation 

13 



  

     

       

       

             

              
  

            
        

Why “Lifetime Exposure” 

• Some TBI’s are mild- some are severe. 

• Sometimes people have multiple TBIs over their lifetime. 

• TBI is a risk factor for another TBI 

– Once you have one TBI, you are 3 times more likely to have another…. 

• OSU TBI ID seeks to quantify the overall lifetime exposure to potentially multiple TBIs 
and their severity. 

– Ex. Physical abuse as a child, several car accidents throughout life, multiple 
concussions from sports, physical altercations while growing up, etc. 

14 



OSU-TBI-ID 
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 Step 1 
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Step 1 
1. In your lifetime, have you ever been hospitalized or treated in an emergency room following 
an injury to your head or neck? Think about any childhood injuries you remember or were told 
about. 

Yes – Record cause in chart No 

2. In your lifetime, have you ever injured your head or neck in a car accident or from crashing 
some other moving vehicle like a bicycle, motorcycle, or ATV? 

Yes – Record cause in chart No 

17 



 
                    

                 
              

    

                   
             

    

                  
         

    

Step 1 
3. In your lifetime, have you ever injured your head or neck in a fall or from being hit by 
something (for example, falling from a bike or horse, rollerblading, falling on ice, being hit by a 
rock)? Have you ever injured your head or neck playing sports or on the playground? 

Yes – Record cause in chart No 

4. In your lifetime, have you ever injured your head or neck in a fight, from being hit by 
someone, or from being shaken violently? Have you ever been shot in the head? 

Yes – Record cause in chart No 

5. In your lifetime, have you ever been nearby when an explosion or a blast occurred? If you 
served in the military, think about any combat- or training-related incidents. 

Yes – Record cause in chart No 

18 



 Step 2 
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 Step 2 
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 Step 3 
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 Step 3 
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 Step 4 
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Step 4 
8. Have you ever been told that you have had a stroke or bleeding in your brain? Other words 
you may have heard include “ruptured aneurysm” or “infarct” 

No Yes – Record cause in chart 

9. Have you ever been told that you have had a loss of oxygen to the brain? This could result 
from losing consciousness or passing out after a drug/alcohol overdose, being 
choked/strangled, near-drowning, heart attack / heart stopping, breathing stopped, inability to 
wake up after a medical procedure, excessive blood loss, complications of anesthesia. 

No Yes – Record cause in chart 

10. Have you ever been electrocuted or struck by lightning? 

No Yes – Record cause in chart 

24 



 

                  

    

         

    

                  

     

                 
     

     

Step 4 

11. Have you ever had an infection in your brain? You may have heard the words “meningitis” or 
“encephalitis” 

No Yes – Record cause in chart 

12. Have you ever had a tumor in your brain? 

No Yes – Record cause in chart 

13. Have you ever had brain surgery? This could have been surgery for epilepsy, shunt placement, or tumor 
removal 

No Yes – Record cause in chart 

14. Have you ever been exposed to toxic hazards? This could result from exposure to lead, mercury, 
uranium/radiation, environmental hazards, or carbon monoxide 

No Yes – Record cause in chart 

25 



 Step 4 
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Scoring 
SCORING CRITERIA 
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Doug Huntsinger 

Drug Czar, Office of the Governor 

10:00am – 10:20am 
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Jay Chaudhary 

Director of the Division of Mental Health & Addiction 

10:30am – 10:50am 



  

          

 

i

i

Srikant Devaraj, Ph.D. 

Chair of SEOW & VP of Health Analytics at Syra Health 

11:00am – 11:45am 
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Key trends and findings from the 
Annual SEOW Report (SFY 2023) 

SRIKANT DEVARAJ, Ph.D. 
Chair of SEOW and VP of Health Analytics 
Syra Health 

– SEOW 



        
       

    

             
          

       

           
         

 

• Representation from about 18 state agencies/divisions who are 
knowledgeable about mental, emotional and behavioral disorders, 
prevention, intervention, and treatment issues. 

• Advisory capacity to the State of Indiana, the Division of Mental Health and 
Addiction (DMHA), the Mental Health and Addiction Planning and Advisory 
Council (MHAPAC), and the MHAPAC Prevention Leaders Workgroup. 

• Monitor and mitigate substance abuse and protect the physical and mental 
wellbeing of all Indiana residents using epidemiological data and evidence-
based practices. 

– SEOW 
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• Alcohol • Stimulants – 
Methamphetamine, • Tobacco 
Cocaine, Rx Stimulants 

• Marijuana 
• Mental health 

• Opioids – Rx Opioids, 
• Problem gambling Heroin 
• Viral Hepatitis/HIV/AIDS 

– SEOW 



   

          
        

 
          

           
       

         
       
         
         

         
     

         
           

  

• In 2021, 44.1% Hoosiers (12 years and older) reported current 
alcohol use [4.3 percentage point (PP)↘ from previous year] 
(NSDUH, 2021). 

• Relative to other age groups, higher incidence of alcohol use 
among young adults (18 to 25 year old) with 51.5% reporting 
past-month use [3.6 PP↘ from previous year] (NSDUH, 2021). 

• About 21.1% Hoosiers (12+ years old) reportedly engaged in 
binge drinking [32.5% among young adults] (NSDUH, 2021). 

• Adult alcohol use increased slightly to 51.9% in 2021 [0.8 PP↗ 
from previous year]; with 55.4% men [0.7 PP↘ previous year] 
and 46.1% women [1.9 PP↗ from previous year] used alcohol 
in the past month (CDC-BRFSS, 2021). 

• About 10.6% of Indiana population (12+ years) reported having 
Alcohol Use Disorder in the past year [1.2 PP ↗ from previous 
year] (NSDUH, 2021). 

• State Epidemiological Outcomes Workgroup 
– SEOW 



– SEOW 



     
     

   
      

        
     

  

• About 42.5% of total treatment admissions 
had used alcohol as a 
primary/secondary/tertiary substance in 
SFY 2022 [0.9 PP ↘ from previous year]; 
where 27.6% of episodes had alcohol as 
primary substance [1.0 PP ↘ from previous 
year] (DMHA, 2022). 

– SEOW 



     
         

  
        

    
          

       

        

       
           

     
    

• Age-adjusted alcohol-attributable mortality rate in Indiana 
was 14.8 per 100k population in 2021 [1.1 points↗ from 
previous year] (CDC,2021). 

• Alcohol-related collision rate in Indiana was 0.62 per 1,000 
population in 2021 (ARIES, 2021). 

• About 10.2% of child removals in SFY 2021 was attributable to 
parental alcohol abuse [1.1 PP ↘ from prev year] (IN-DCS, 
2022). 

• Adult alcohol use increased slightly in 2021 (CDC-BRFSS, 
2021). 

• Share of women consuming alcohol increased in 2021 

• Binge drinking among young adults (18 to 25 years) in Indiana 
is still higher than national average 

• Alcohol-attributable mortality increased in 2021 

– SEOW 



        
     
       

    

       
       

    

      
        

     

       
        

• In 2021, 23.8% Hoosiers (12 years and older) 
reported current tobacco use [1.6 PP↘ from 
previous year] and 18.9% used cigarettes [1.3 
PP↘ from previous year] (NSDUH, 2021). 

• About 18.3% men [2.5 PP↘ from previous year] 
and 16.4% women [1.7 PP↘ from previous year] 
smoked in 2021 (CDC-BRFSS, 2021). 

• Higher incidence of smoking rates among 
working age adults, high school graduate or less, 
and among lower income groups (CDC-
BRFSS,2021). 

• Data for tobacco use (including e-Cigarette use) 
among youth will be released by IDOH soon 

– SEOW 



       
  

  

  
   

  
  

(SYNAR, March 2023) 

Comparisons from 
past year show 
higher violations 
in certain areas 

Failed inspections in the last 12 months 
(SYNAR, January 2022) – SEOW 
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• Adult smoking declined from 25.6% in 2011 
to 17.3% in 2021, but still above the national 
average of 15.5% (CDC-BRFSS, 2021). 

• Smoking rates among women in 2021 
declined slightly below 2019-levels. 

• Focus on E-cigarette use among youth and 
young adults. 

• State Epidemiological Outcomes Workgroup 
– SEOW Annual Symposium 2021 2022 
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• In 2021, 11.7% Hoosiers (12 years and older) reported 
current marijuana use [0.8 PP↗ from previous year] 
(NSDUH, 2021). 

• Relative to other age groups, higher incidence of marijuana 
use among young adults (18 to 25 year old) with 25.5% 
reporting past-month use [1.2 PP ↘ from previous year] 
(NSDUH, 2021). 

• About 48.6% of total treatment episodes had reported 
marijuana use as a primary, secondary or tertiary 
substance in SFY 2022 [1.5 PP↗ from previous year]; 
where 18.8% of episodes had reported marijuana as 
primary substance [0.7 PP↗ from previous year] (IN-
DMHA, 2022). 

• Marijuana use among young adults (18 to 25 years) has 
been increasing since 2016. 

• One of our SEOW strategic priorities that will be monitored • State Epidemiological Outcomes Workgroup 
– SEOWcontinually. Annual Symposium 2021 2022 



            
      

      
     
         

          
     

       
           

           
      
      

      
     

       
  

• As of 2022Q3, the opioid dispensation rate* in Indiana was 178.4 per 
1,000 population [0.5 points↘ from 2021Q3] (IDOH, 2022). 
*Includes opioid analgesics, opioid antidiarrheal/antitussives and 
opioid antagonists and treatment addiction medications 

• About 1.5% Hoosiers (12 years and older) reported misusing 
prescription pain relievers in the prior year during the 2021 survey 
[1.8 PP↘ from previous year] (NSDUH, 2021). 

• About 16.8% of total treatment admissions had reported opioidⱡ use 
as a primary, secondary or tertiary substance in SFY 2021 [0.7 PP↗ 
from previous year]; where 7.4% of episodes had reported opioid as 
primary substance [0.4 PP↗ from previous year] (IN-DMHA,2022). 

ⱡIncludes non-prescription methadone and other opiates/synthetics 
(such as buprenorphine, butorphanol, codeine, hydrocodone, 
hydromorphone, meperidine, morphine, opium, oxycodone, 
pentazocine, propoxyphene, tramadol, and other narcotic analgesics, 
opiates, or synthetics) 

– SEOW 



          
       
       

        
        

  

    
    

  

        
        

    

• There were 2,812 deaths due to drug poisoning in 2021 
[496 deaths↗ from previous year] with age adjusted 
rate of 43.1 per 100k population (IDOH, 2022). 

• Drug overdose mortality rate involving any opioids* in 
2021 was 34.1 per 100k population [4.2 points↗ from 
previous year] (IDOH,2023). 

*includes opium, heroin, natural/semi-synthetic 
opioids, methadone, synthetic opioids 
(fentanyl/tramadol), other narcotics 

• Number of visits to Emergency Department due to any 
opioid overdose were 8,193 visits in 2021 [1,002 
visits↗ from previous year] (IDOH, 2023). 

– SEOW 
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• Drug overdose deaths involving opioids 
continues to rise dramatically from 1,098 
deaths in 2018 to 2,205 deaths in 2021 (IDOH, 
2023). 

• Impacted by polysubstance use, fentanyl, 
and/or lower drug prices. 

• Continues to be an important public health 
issue for Indiana. 

• State Epidemiological Outcomes Workgroup 
– SEOW Annual Symposium 2021 2022 



        
        

 

      
      

      
        

      

• From the 2021 survey, about 1% population (12 
years and older) used heroin in the past year 
(NSDUH, 2021). 

• Among all treatment admissions in SFY 2022, 
21.8% reported heroin use as primary, secondary 
or tertiary substance [1.1 PP↘ from previous 
year]; and 14.7% of episodes reporting heroin as 
primary substance [1.4 PP↘ from previous year] 
(IN-DMHA,2022). 

– SEOW 
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• From the 2021 NSDUH data, about 1.5% Hoosiers reported 
using cocaine in the previous year [0.3 PP↘ from 2020 
data] and 2.9% of young adults (18 to 25 year old) used 
cocaine during the same period (NSDUH, 2021). 

• About 11% of total treatment admissions had reported 
cocaine use as a primary, secondary or tertiary substance 
in SFY 2022 [0.8 PP↗ from previous year]; where 4% of 
episodes had reported cocaine use as primary substance 
[0.7 PP↗ from previous year] (IN-DMHA,2022). 

• State Epidemiological Outcomes Workgroup 
– SEOW Annual Symposium 2021 2022 



        
          

        
       

         
       

  

            
            
           

    

          
          

             

• From 2021 data, 1.0% of Hoosiers reported using methamphetamine 
in the previous year [0.2 PP from previous year] (NSDUH, 2021). 

• Among all treatment admissions in SFY 2021, 42.9% reported 
methamphetamine use as primary, secondary or tertiary substance 
[1.5 PP ↗ from previous year]; and 25.4% of episodes reporting 
methamphetamine use as primary substance [1.4 PP ↗ from 
previous year] (IN-DMHA,2022). 

• In 2022, the number of clandestine meth labs seized in Indiana was 
22 [16 lab seizures↘ from 2021] and the number of arrests made at 
the meth labs by Indiana law enforcement agencies was 17 [22 
arrests ↘ from 2021] (ISP, 2023). 

• Higher share of patients seeking substance use treatment appear to 
be using methamphetamine (as a primary or secondary or tertiary 
source). 

• The meth lab seizures has decreased from 1,808 in 2013 to 22 in 
– SEOW2022. 



       
      
    

    
     

    

    
    

      
     

      
     

 

 

    
    

  

Polysubstance use among opioid users 
• In SFY 2022, 34.8% of Hoosiers who (Treatment Episode Dataset, SFY 2022) 

received substance use treatment had 60.0% 

reported using opioids (including heroin, 
non-prescription methadone and other 
opiates/synthetics) as a primary, secondary 
or tertiary substance (IN-DMHA, 2022). 

• Among these opioid users, 
methamphetamine use was highest 
(52.8%), followed by Marijuana use (34.2%) 
and alcohol use (18.2%) (IN-DMHA, 2022). 

• Similar patterns for opioid dependent [or 
opioid as primary use] treatment patients 

– SEOW 

marijuana alcohol meth cocaine Others 

Opioid use 34.2% 18.2% 52.8% 10.0% 24.5% 

Opioid dependence 29.5% 12.6% 43.2% 9.9% 27.2% 

0.0% 

10.0% 

20.0% 

30.0% 

40.0% 

50.0% 

Opioid use Opioid dependence 
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• Strong evidence of polysubstance use 
among opioid users. 

• Xylazine consumed with other substances 
has been an emerging trend 

• State Epidemiological Outcomes Workgroup 
– SEOW Annual Symposium 2021 2022 
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• From 2021 data, about 23.7% Hoosiers (18 years 
and older) reported having any mental illness* in 
the past year [1.9 PP ↗ from previous time 
period] (NSDUH, 2021). 

• *Any Mental Illness (AMI) is defined as those 
having a diagnosable 
mental/behavioral/emotional disorder 

• About 6.0% Hoosiers in 2021 reported having 
serious mental illnessⱡ in the past year [0.8 PP ↘ 
from previous time period] (NSDUH, 2021). 

• ⱡSerious Mental Illness (SMI) are subset of 
individuals with AMI, but with serious 
functional impairment 

• In 2021, about 9.4% Hoosiers (18 years or older) 
reported having at least one major depressive 
episode [0.6 PP↗ from previous time period] 
(NSDUH, 2021). • State Epidemiological Outcomes Workgroup 
– SEOW Annual Symposium 2021 2022 
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35.7% of students 
(7th to 12th grade) 
felt sad or hopeless 
for 2+ weeks in the 
past year (INYS, 
2022) 

Source: INYS, 2016 to 2022 

– SEOW 
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• About 16.2% men [0.4 PP↗ from previous year] and 
31.8% women [4.1 PP↗ from previous year] reported 
being told that they had depression (CDC-BRFSS, 2021). 

• Reported increase in depression rates among all race 
groups in 2020 – White race [25.3%; 2.4 PP ↗ from 2020]; 
African-American race [18.9%; 1.5 PP ↗ from 2020]; 
Hispanic race [18.5%; 0.7 PP ↗ from 2020]. 

• Age-adjusted suicide mortality rate in Indiana was 16.4 
per 100k population [1.4 points↗ from previous year] in 
2021 (CDC,2021). 

• The age-adjusted suicide mortality rate (2018 to 2021 
average) was higher for men (25.2 per 100k population) 
relative to women (6.1 per 100k population) (CDC,2018-
2021). 

• Depression rates increased more for women (CDC-BRFSS, 
2021). 

• Suicide mortality rates has been increasing for Indiana 
• State Epidemiological Outcomes Workgroup 

– SEOW • Evidence of increasing depression rates across all race Annual Symposium 2021 2022 



    – SEOW 
(Source: Jun et al., 2021) 



    

         
       

– SEOW (Source: Jun et al., 2021) 

Percentages of Indiana adults who used selected substances in 
the past month by problem gambling risk, 2021 



      

      

   (IDOH, Indiana Viral Hepatitis Epidemiological Profile 2020)

(IDOH Stats Explorer, 2023)

IDOH Stats Ex lorer, 2023
– SEOW 

(IDOH Stats Explorer, 2023) 

( p ) 



         
       

– SEOW 

Special topic report #4: Community Addiction Service Assessment for 
Workforce Capacity (scheduled to be released by mid-June) 



        

       

           

     

    

1. Tobacco use in youth, pregnant women, and overall adults 

2. High-risk alcohol consumption in youth and young adults 

3. Misuse of prescription and non-prescription opioids, often leading to, potentially fatal 
overdoses 

4. Suicide attempts in youth and young adults 

5. Marijuana use among young adults 

– SEOW 



– SEOW 



            
       

     

    
  

           
      

 

• Annual Epidemiological Profile report, and Drug fact sheets will be published in 
our SEOW website by end of June 2023 
o Accompanying data dashboards will be updated 

• Evaluating the Regional Prevention System 
o Influencer survey 

• Technical assistance to High Intensity Drug Trafficking Areas (HIDTA) on their 
threat assessment surveys to understand emerging trends 
o Interactive dashboard 

– SEOW 
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Poster Presentations in Atrium 

Lunch in room C directly across from 
the Auditorium 

12:00 PM - 1:15 PM 

ALL 
SEOW Committee 
Members 
PLEASE 
MEET ON 
STAGE FOR A 

GROUP PHOTO 
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Justin Blackburn, PhD & Heather Taylor, PhD 

Richard M. Fairbanks School of Public Health: Department 
of Health Policy and Management 

1:15pm – 1:45pm 



     
   

            

   

      

2023 SEOW Annual Symposium 

The economic burden of untreated 
mental illness in Indiana 
Justin Blackburn, PhD & Heather Taylor, PhD 

Richard M. Fairbanks School of Public Health – Department of Health Policy and Management 



        

      
 

         
   

     

     

      

    

Mental illness (MI) impacts individuals, families, 
and communities 

● MI has an effect on chronic diseases, such as 
diabetes and cardiovascular disease 

● Approximately 20% of population has MI 

● Prevalence is 40% among justice-involved 

● Highest prevalence among the homeless, nearly half 

● Serious illness associated with unemployment 

Richard M. Fairbanks School of Public Health at IUPUI 



        

        
     

 

         
       

  

  

  

Little work has been done to quantify the 
population-level economic impact of untreated 
mental illness 

• Policymakers, health insurers, and employers need credible and reliable 
estimates of the economic burden of mental illness 

• Make evidence-based decisions 

• Frame targeted interventions 

Picture credit: greaterdiversity.com 

Richard M. Fairbanks School of Public Health at IUPUI 

https://greaterdiversity.com


        

        

          
         

            
   

● Behavioral Health Commission established by state statue in 2019 

● Mandated to discuss and make recommendations related to the overall 
improvement of the behavioral and mental health of Indiana residents 

● Part of the Commission’s work was to establish the cost of untreated 
mental illness in Indiana 

Richard M. Fairbanks School of Public Health at IUPUI 



        

 

              
        

Supporting partnership 

• The WISE Indiana team was asked to work with the FSSA Division of Mental 
Health and Addiction (DMHA) to complete this analysis 

Richard M. Fairbanks School of Public Health at IUPUI 



        

       
    

     

     
  

       
     

What is the economic burden of untreated 
mental illness in Indiana? 

- How do we define mental illness? 

- What societal costs are associated 
with mental illness? 

- How do we estimate these costs for 
the untreated at the societal level? 

Richard M. Fairbanks School of Public Health at IUPUI 



        

     

 
 

 
  

How do we define mental illness? 

• 

Anxiety 
Depression 
Bulimia 
Anorexia 
Stress disorders 
Includes SMI 

Schizophrenia 
Bipolar disorder 
Major Depressive Disorder 

Richard M. Fairbanks School of Public Health at IUPUI 



        

   

   
     

    

    

    

SMI and other MI 

Combined several definitions/groupings 
from NIMH, NCQA, and FSSA (DMHA) 

Consistent with literature/FSSA, estimate 

• Serious Mental Illnesses (SMI) 

• other Mental Illnesses (other MI) 

Richard M. Fairbanks School of Public Health at IUPUI 



        

      What costs are associated with mental illness? 

Richard M. Fairbanks School of Public Health at IUPUI 
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Economic outcomes associated with mental illness 

Direct costs are disease-related expenditures 
- direct health care costs 
- direct non-healthcare costs. 

Indirect costs are resources lost due to the illness 

Richard M. Fairbanks School of Public Health at IUPUI 



        

   

 

 

  

 

   

1

2

3

4

5

Direct health care costs 

. Inpatient expenditures 

. Outpatient expenditures 

. Emergency department expenditures 

. Pharmacy expenditures 

. All other healthcare expenditures 

Richard M. Fairbanks School of Public Health at IUPUI 



        

  

  

 

  

       

Direct non-healthcare costs 

1. Incarceration costs 

• Prison 

• Jail 

• Juvenile Detention 

2. Homeless shelter costs 

• Homeless 

• Chronically homeless (homeless for at least a year) 

Richard M. Fairbanks School of Public Health at IUPUI 



        

 

 

 

 

 

   

 

Indirect Costs 
1. Unemployment 

2. Productivity Loss 

• Absenteeism 

• Presenteeism 

3. Premature mortality 

• Suicide 

• All-cause mortality 

4. Caregiving costs 

• Excess health care costs 

• Productivity losses 

Richard M. Fairbanks School of Public Health at IUPUI 



        

     
 

 
  

 
  
  

  
    
     

 
   
   

  
    
     
   

  

   

  

 
 

 

 
 

1
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5
6
7
8
9
10
11
12
13
14
15
16

Costs associated with untreated mental illness 
. Inpatient expenditures 
. Outpatient expenditures 
. Emergency department expenditures 
. Pharmacy expenditures 
. Other healthcare expenditures 
. Prison incarceration costs 
. Jail incarceration costs 
. Homeless shelter costs for homeless 
. Homeless shelter costs for chronically homeless 

. Unemployment costs 

. Productivity loss costs – Absenteeism 

. Productivity loss costs -Presenteeism 

. Premature mortality costs– Suicide 

. Premature mortality costs - All-cause mortality 

. Caregiving costs - Excess health care costs 

. Caregiving costs - Productivity losses 

Direct 
healthcare 
costs 

Direct non-
healthcare 
costs 

Indirect 
costs 

Serious mental 
Illness 

Mental Illness among 

Other mental 
Illness 

children 

Richard M. Fairbanks School of Public Health at IUPUI 



Methods 

Direct non-healthcare 
costs & indirect costs 

Direct healthcare costs 
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Prevalence of mental illness in Indiana by whether 
treatment was received in the past year - Adults 

Adults with Any Mental Adults with Serious Mental 
All Adults Illness Illness 

Weighted 
Count Prevalence 

Weighted 
Count Prevalence Weighted Count Prevalence 

Needed mental health 
treatment but didn’t 367,000 7.3% 306,000 26.8% 155,000 52.5% 
receive it 

Total 5,049,000 100% 1,142,000 22.6% 296,000 5.9% 

6% of Indiana’s population has untreated MI / 3% untreated SMI 

Richard M. Fairbanks School of Public Health at IUPUI 



        

        
      

Prevalence of mental illness in Indiana by whether 
treatment was received in the past year - Children 

Richard M. Fairbanks School of Public Health at IUPUI 



        

     

   

    

        

    

 
                

               

          

Approach 1 – Estimating direct healthcare costs 

Data: Indiana Medicaid claims 

Design: Retrospective matched cohort design 

Inclusion Criteria: Continuous enrollment for 24 months spanning 2018-2019 

Between the ages of 5-64 

Cohort: 
• First identified individuals who were newly diagnosed with mental illness (no MI Year 1, MI Year 2) 

• Identified a comparable group of Hoosiers (frequency matched on sex, age, race and county) who 

had no diagnosed MI within a similar two-year continuous time period 

Richard M. Fairbanks School of Public Health at IUPUI 



        

     

             
          
    

          
      

           
          

Approach 1 – Estimating direct healthcare costs 

1. Tabulated difference in costs between year one and two for both groups and 
compared expenditures across groups to get excess health care costs 
attributable to untreated mental illness 

2. Extrapolated these findings to those privately insured by multiplying excess 
costs by 1.7 (informed by published research) 

3. Multiplied these excess costs by the statewide proportion of the population 
expected to have untreated mental illness (informed by state prevalence data) 

Richard M. Fairbanks School of Public Health at IUPUI 
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Costs associated with untreated mental illness 
. Inpatient expenditures 
. Outpatient expenditures 
. Emergency department expenditures 
. Pharmacy expenditures 
. Other healthcare expenditures 
. Prison incarceration costs 
. Jail incarceration costs 
. Homeless shelter costs for homeless 
. Homeless shelter costs for chronically homeless 

. Unemployment costs 
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. Productivity loss costs -Presenteeism 

. Premature mortality costs– Suicide 

. Premature mortality costs - All-cause mortality 

. Caregiving costs - Excess health care costs 

. Caregiving costs - Productivity losses 

Direct 
healthcare 
costs 

Direct non-
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costs 

Indirect 
costs 

Serious mental 
Illness 

Mental Illness among 

Other mental 
Illness 

children 

Richard M. Fairbanks School of Public Health at IUPUI 



        

  
       

  
 

  

Approach 2 – Determine excess risk Estimating direct non-healthcare & indirect costs 

Excess risk 
attributable 
to mental 

illness 

Richard M. Fairbanks School of Public Health at IUPUI 



        

       
      

     

     

    
    

     
  

Determine number of Hoosiers with MI and 
excess risk of outcome who are untreated 

Excess risk of cost-related outcome 

Number of Hoosiers with MI Multiply 

Proportion of Hoosiers with 
MI who are untreated 

Number of Hoosiers with outcome 
attributable to untreated MI 

Richard M. Fairbanks School of Public Health at IUPUI 



        

 

          

                

 

Determine costs 

Number of Hoosiers with outcome attributable to untreated MI X 

Outcome costs 

Cost per day for prison resident X Average length of stay in prison 

$$$ 

Richard M. Fairbanks School of Public Health at IUPUI 
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Results – 
Final Costs 

• The cost of untreated 
mental illness in 
Indiana is estimated to 
be $4.2 billion every 
year. 

• 1.2% of Indiana’s GDP 

• Largest cost was 
premature mortality 

Richard M. Fairbanks School of Public Health at IUPUI 



        

      
 

             

              

            

 

             

               

    

Interpretation of findings should consider the 
following limitations: 

 It is not possible to include all potential negative societal outcomes which incur costs 

 Appropriate treatment of mental illness does not guarantee all costs would or can be 

averted. 

 National estimates were utilized in cases where Indiana state estimates were not 

available. 

 Estimates found in this report are not inclusive of disorders associated with substance 

use. 

 Data is representative of 2019 and are not reflective of the prevalence of mental illness 

following the COVID-19 pandemic. 

Richard M. Fairbanks School of Public Health at IUPUI 



        

  

     

    
 

    
   
   

  
   
   

https://www.in.gov/fssa/dmha/files/INBHC-Report.pdf 
Implications 

Business-case for employers 

Report recommendations to the state 
included: 

• Building a Comprehensive Crisis 
Response system 

• Transitioning to Certified Community 
Behavioral Health Clinic models 

• Supporting criminal justice-focused 
strategies 

• Expanding the workforce 
• Reducing administrative burdens 

associated with MI services 

Richard M. Fairbanks School of Public Health at IUPUI 

https://www.in.gov/fssa/dmha/files/INBHC-Report.pdf


        

  

           
           

         

Potential future work 

Using the methodology presented here today, we could track costs over 
time to see whether the Commission’s proposed interventions are making a 

financial impact on the overall burden of untreated mental illness 

Richard M. Fairbanks School of Public Health at IUPUI 
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Justin Blackburn: jblackb@iu.edu 

Heather Taylor: hhavens@iu.edu 
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Don McCay, Ph.D. & Adam McFatridge, MA 

Indiana HIDTA 

2:00pm – 2:30pm 



   
 
   

   

  

Indiana HIDTA 2023 
Threat Assessment 

Excerpt of Provisional Results 

CW3 Adam McFatridge, MA 

Don McCay, PhD 



 

        
     

    

    
   

HIDTA Goals 

 Disrupt the market for illegal drugs by 
dismantling or disrupting drug 
trafficking and/or money laundering 
organizations 

 Improve the efficiency and 
effectiveness of HIDTA initiatives 



   

         

       
        

     

         
    

HIDTA History 101 

 Created by Congress with the Anti-Drug Abuse Act of 1988 

 Aids Federal, state, local, and tribal law enforcement 
agencies operating in areas determined to be critical 
drug-trafficking regions of the United States 

 This grant program is administered by the Office of 
National Drug Control Policy (ONDCP) 



  

  

  

 

  

  

HIDTA History 101 

 Currently 33 HIDTAs 

 All 50 states 

 Puerto Rico 

 US Virgin Islands 

 District of Columbia 



 
   

 
 

  

 

Indiana HIDTA 
Area of Responsibility (AOR) 

Indiana HIDTA Population 
Counties (July 2021) 

Allen 388,608 

Lake 498,558 

La Porte 112,390 

Marion 971,102 

Porter 174,243 

Vanderburgh 179,987 

Vigo 105,994 



  

       
     

  
 

     

  

The Threat Assessment 

 It is a mandated that every HIDTA 
complete a threat assessment each year 
Survey of officers/administrators/analysts 

Field interviews 

Special thanks to SyraHealth for design 
assistance 

 Published June 15 



 

     
       

    

     
  

Greatest Threat 

Respondents were asked to identify 
the three drugs they viewed as the 
greatest threat in their AOR 

The greatest threats were determined 
through weighted rankings 



 Greatest Threat 

Fentanyl 

Methamphetamine 

Heroin 
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Fentanyl 

Availability 
 65% indicated availability was high 

 71% indicated that availability increased or 
significantly increased over the previous year 



    

      
    

Fentanyl 

Demand 
 69% indicated demand was high 

 67% indicated demand increased or significantly 
increased over the previous year 
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Methamphetamine 

Availability 
 85% indicated availability was high 

 59% indicated availability increased or 
significantly increased over the previous year 



    

      
    

Methamphetamine 

Demand 
 87% indicated demand was high 

 59% indicated demand increased or significantly 
increased over the previous year 



   

   

HIDTA Initiative Methamphetamine 
Seizures 
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Heroin 

Availability 
 49% indicated availability was high 

 35% availability increased or significantly 
increased over the previous year 



    

      
    

Heroin 

Demand 
 54% indicated demand was high 

 41% indicated demand increased or significantly 
increased over the previous year 
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Thank you for your time… 
Are there any questions? 
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Dane Minnick 

Assistant Professor in the Dept. of Social Work at Ball State 
University & Vice Chair of the SEOW 

2:45pm – 3:15pm 



  
  

Assessment of Indiana 
Syringe Service Programs 



    
 

  
     

   
    

 
    

 
   
  

  

Public Health & Medical Intervention 
1. Disease Prevention 

i. Hep-C & HIV 
2. Access Point to a High-Risk 

Population with Acute Vulnerability 
i. Food, clothing, and housing 

resources 
ii. Insurance navigation 
iii. Medical, mental, & behavioral 

health care 
iv. Treatment and recovery resources 

- Reduce recovery barriers 

Syringe Service Programs 
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Opioid 
Overdose Deaths 
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Prevalence 

2021 
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 Hep-C Chronic 
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 Opioid 
Prescriptions 

2019 







 Nationwide Comparison 



    
  
  

    
     
     

    
    

 
      

   
 

1. 6th in acute Hepatitis-C rates (2020) 
i. 3.6 per 100k 
ii. #1 in 2018 
iii. $84,000 per person for Tx 

2. 25th in new cases of HIV (2020) 
3. 10th in overdose mortality rates (2021) 

i. 43 per 100k; 2,811 deaths 
ii. Overdoses fatalities increased 38% 

from 2019-2020 

4. 12th worst state for addiction according to 
a study by Wallethub. 

Nationwide Comparison 



Figure 3.3 
Rates* of reported cases† of acute hepaƟƟs C virus infecƟon, by state or jurisdicƟon 
United States, 2020 

Cases/100,000 Population 

0.0–0.3 

0.4–0.7 

0.8–1.3 

1.4–2.3 

2.4–11.9 

No reported cases 

Data unavailable 

Not reportable 

State or Jurisdiction 
Cases/100,000 

Population 
Color Key 

NM, CA, ID, SC, TX, CO, VT, CT, 
KS, VA 

0.0–0.3 

MO, NH, NV, IA, NE, OK, NC, OR 0.4–0.7 

MD, SD, AL, MN, PA, MI, GA, MS, 
NJ 0.8–1.3 

WA, IL, MT, OH, WI, NY, AR, MA 1.4–2.3 

TN, KY, UT, IN, DE, WV, LA, FL, 
ME 

2.4–11.9 

HI, ND, WY No reported cases 

AZ, DC, RI Data unavailable 

AK Not reportable 

  
              
  

 

  

 

 

    

        
 

       
        

       
        

    

   

 

    

                 

      

          
 

  

Source: CDC, National Notifiable Diseases Surveillance System. 
* Rates per 100,000 population. 

Centers for Disease Control and Prevention. Viral Hepatitis Surveillance Report – 
† Reported cases that met the classificaƟon criteria for a confirmed case. For the case definiƟon, see United States, 2020. https://www.cdc.gov/hepatitis/statistics/2020surveillance/index.htm. 
https://ndc.services.cdc.gov/conditions/hepatitis-c-acute/. Published September 2022. 

https://ndc.services.cdc.gov/conditions/hepatitis-c-acute
https://www.cdc.gov/hepatitis/statistics/2020surveillance/index.htm
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   Indiana Syringe Service Programs 



  
 

Indiana Syringe 
Service Programs 



   
 

   
    
   

Survey of Indiana SSPs 
» Program logistics 
» # of individuals served 
» # of Tx referrals provided 
» # of successful referrals 

Evaluation 



  

 
 

   
 

Public Health Analysis 
1. Hepatitis-C 
2. HIV 
3. Tx admissions 
4. Overdoses fatalities 
5. Non-fatal overdose emergency 

department visits 
6. Crime 

Evaluation 



     
  

  
   

 
    

   
  

Safe Syringe Access & Support Program 
» Marion County 
» 2019 (3.5 years) 
» 3 employees, no volunteers 
» Requires membership 
» Open M-F with varied hours 
» Mobile and central locations 
» Services other counties 

Logistics 



    
 

 

   
  
   

 

Safe Syringe Access & Support 
» Wound care 
» Recovery coaches 
» Vaccinations 
» HIV, Hep-C, STI testing 
» + Community support 
» + Legislative support 

Additional Services 



   

   

   

Marion County Service Counts 
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Marion County Service Outcomes 
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Connection Café 
» Fayette 
» 2016 (6.5 years) 
» 8 regular volunteers 
» No membership 
» 600 individuals served in 2021 
» 100 referrals to Tx in 2021 

Logistics 



 
    

   
    

  
   

Connection Café 
» Open Tue.-Sat. with varied hours 
» Mobile and central locations 
» Connected to street outreach team 
» + Community support 
» + Legislative support 

Logistics 



 
  

  
    

 
 
  

 
 

Connection Café 
» Housing, Wound care 
» Meals, Food pantry 
» Access to Tx, Recovery coaches 
» Vaccinations 
» Showers, Laundry 
» Career services 
» Hep-C, HIV Testing 
» Pro-social activities* 

Additional Services 







   

 
  

  
 

Madison County Harm-Reduction 
Program 
» Madison County 
» 2018 (4.5 years) 
» 5 pt. employees 
» No membership 

Logistics 



   

    
   
  

  
  

Madison County Harm-Reduction 
Program 
» Open MWF with varied hours 
» Mobile and central locations 
» Services other counties 
» Low community support 
» Neutral legislative support 

Logistics 



   

 
 

   

 

Madison County Harm-Reduction 
Program 
» Wound care 
» Recovery coaches 
» Hep-C and HIV testing 

Additional Services 
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Gateway to Hope Syringe Service 
Program 
» Tippecanoe County 
» 2017 (5.5 years) 
» 850 individuals served in 2022 
» 500 referrals to Tx made in 2022 
» 3 employees 
» 2-4 volunteers 
» No membership Logistics 



     

       

   
    

  
  
  

Gateway to Hope Syringe Service 
Program 
» Open Tue., Wed., Fri., Sat. with varied 

hours 
» Mobile and central locations 
» Connected to street outreach team 
» Services other counties 
» + community support 
» + legislative support Logistics 



     

 
   

 
 

 
   

 

 

Gateway to Hope Syringe Service 
Program 
» Housing 
» Wound care 
» Tx access, Recovery coaches 
» Vaccinations, MATS 
» Showers, Laundry 
» Career development 
» HIV, Hep-C, STI testing 
» *clothing, transportation 

Additional Services 







     
 

 
  

 
  

 

Clark County Health Department Syringe 
Service Program 
» Clark County 
» 2017 (5.5 years) 
» Requires membership 
» Open M-F 9:00-3:00 
» Central location 

Logistics 



     
 

    
  
  
  

Clark County Health Department Syringe 
Service Program 
» Connected to street outreach team 
» Services other counties 
» Neutral community support 
» Neutral legislative support 

Logistics 



     
 

 

   

 

Clark County Health Department Syringe 
Service Program 
» Wound care 
» Vaccinations 
» HIV, Hep-C, STI testing 

Additional Services 
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Clark County Service Outcomes 







     
 

 
  

 
 

  
 
  

  
  

Allen County Health Department Syringe 
Service Program 
» Allen County 
» 2016 (6.5 years) 
» 5 employees 
» No membership 
» Open Tue. 1:00-3:30 
» Central location 
» Services other counties 
» + Community support 
» + Legislative support 

Logistics 



     
 

 
 

   
 

 

Allen County Health Department Syringe 
Service Program 
» Wound care 
» Tx access 
» Vaccinations 
» HIV, Hep-C, STI testing 
» Insurance navigation* 

Additional Services 
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Wayne County Syringe Service Program 
» Wayne County 
» 2016 (6.5 years) 
» 3 employees 
» 5 regular volunteers 
» No membership 
» Open T/TR with varied hours 
» Central location 

Logistics 



    
  

  
  

Wayne County Syringe Service Program 
» Services other counties 
» Low community support 
» Neutral legislative support 

Logistics 



    
 

 

    

     

 

Wayne County Syringe Service Program 
» Housing assistance 
» Wound care 
» Meals 
» Access to Tx, Recovery Coaches 
» Vaccinations 
» HIV, Hep-C, STI testing & Tx* 

Additional Services 



   

   

   

Wayne County Service Counts 
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  County Health Outcomes 



 Outcomes: Hepatitis-C 



 Outcomes: HIV 
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 Key Findings 



      
     

      
     

  
     

  
      

  
       

      

      
    

 

1. Hepatitis-C rates decreased by 60% in 
Marion County since the implementation 
of the Marion County SSP in 2019. 

2. Hepatitis-C rates decreased by 49% 
statewide from 2019. 

3. HIV rates have remained stable 
statewide since 2016. 

4. 31% decrease in annual drug arrests 
statewide since 2019. 

5. Crime has decreased in six of eight 
counties where an SSP has been 
implemented. 

6. 1000s of at-risk Hoosiers have been 
served by Indiana SSP programs. 

Key Findings 



Questions 



  Dr. Dane Minnick 
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Kaitlin Rupp, MA 

Director of Program Evaluation: Tobacco Prevention and 
Cessation for the Indiana Dept. of Health 

3:30pm – 4:00pm 



EVALUATING�INDIANA’S�
COMMERCIAL�TOBACCO�
CONTROL�MOVEMENT�

KATELIN RUPP 

PROGRAM EVALUATION DIRECTOR 

5/19/2023 

  
  

 

 
  



 

     
      

 

     
      

  

OUR MISSION: 

To promote, protect, and improve 
the health and safety of all Hoosiers. 

OUR VISION: 

Every Hoosier reaches optimal health 
regardless of where they live, learn, 
work, or play. 



 

     
      

   
   

    
  

Outline�

• Overview of ongoing surveillance and evaluation 
• 2025 Indiana Commercial Tobacco Control Strategic Plan 

• Adult tobacco survey 

• Evaluation of community partnerships 

• Youth and young adults programming 

• Future plans 

21 
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Ongoing�surveillance�
and�evaluation�



     
 

 
   

  
 

   
    

  
    

IDOH�- Tobacco�Prevention�and�Cessation�
Evaluation�team�

• Katelin Rupp 
Director of Program Evaluation 

• Brandy Paul
Tobacco Epidemiologist 

• Maheswari (Mahe) Mariappan
Data Analyst embedded in IDOH-ODA 

• Jeffery Grogan
Surveillance and Evaluation Specialist 



        
 

      
          

 
        

   
 

    

 

    Ongoing�surveillance�and�evaluation�work�

• Population-level surveillance to assess tobacco use prevalence and 
other indicators 

• Evaluation of community programs and statewide grantees 

• Assessing the impact of smoke-free air laws and other tobacco 
control policies 

• Evaluation of CDC five-year cooperative agreement work plan 

• Data management and analysis 
• Surveillance systems 
• Other data from different sources 

• Dissemination 

219 



 

   
  

         

       

External�evaluator�

Professional data analysts: 
• Provide outside/impartial perspective 

• Intended to support, compliment and improve our (state level) 
work 

• One contractor managing multiple surveillance & evaluation 
projects 

22 
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Indiana�tobacco�control�2025�strategic�plan�

Our Vision 

An Indiana where all are free from tobacco addiction and exposure to commercial 
tobacco products.* 

Our Mission 

Indiana Tobacco Prevention and Cessation seeks to achieve health equity by eliminating the 
disease and economic burden associated with tobacco addiction and exposure to commercial 
tobacco products. 

Our Values 

We recognize that all Hoosiers are affected differently across racial, ethnic, and socioeconomic 
groups, and these disparities must be addressed. 

*Commercial tobacco is manufactured by companies for recreational and habitual use in cigarettes, e-cigarettes, smokeless 
tobacco, pipe tobacco, cigars, hookahs, and other products. 



     Indiana�tobacco�control�2025�strategic�plan�



   Indiana�adult�tobacco�
survey�



        
   

 

 

 

   

  
 

How�does�the�ATS�compare�to�other�surveillance�
and�data�sources?�

224 

Vital 
statistics Quitline YTS YRBS BRFSS ATS 

√√√Conducted biennially 

√√√Telephone survey 

√√√√Adults 

√√√√√Data represent the 
population 

√√In-depth information 
about tobacco 



   

      

  

 

 

  

    

      
    

Adult�tobacco�use�

Nearly�three�in�10�adults�currently�use� Current�use�of�tobacco�products�
tobacco�

Cigarettes�

E-cigarettes�

Cigars,�cigarillos,�little…�
35%�of�adults�who�currently�use�

tobacco�use�multiple�types� Smokeless�tobacco�

Nicotine�pouch�

Pipe�

Hookah�

Heat�not�burn� 1…�

19%�

12%�

6%�

4%�

2%�

2…�

2…�
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Use�of�flavored�tobacco�products�

Use�of�flavored�e-cigarettes�and�cigars�is�common�among�adults�who�currently�use�
tobacco�

45%�

61%�

85%�

16%�

40%�
50%�

Menthol/mint� Clove/candy/drink/sweets� Any�flavor�

80% of Black/African American adults who 
currently smoke or used to smoke report menthol 
cigarettes as their usual product (compared to 20-
48% among other groups). 
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Marijuana�use�among�Indiana�adults�

About one in seven Indiana adults currently use marijuana; most use 
marijuana by smoking it and many use it in multiple ways. 

Most adults who currently use marijuana ingest 50% of 15% of 75% of adults 
Indiana adults Indiana adults who currently 
have tried currently use use marijuana 
marijuana. marijuana. also use tobacco 

Using marijuana in multiple ways is 
common among 

33% 

8% 

59% 

current users 
Single method 
(smoke it) 

84%�

49%�
40%�

20%� 6%� 4%�

Smoke�it�Eat�it�Vape�it�Dab�it�Drink�it�Other�
Multiple 
methods 

Single method 
(other) 



Adults�who�use�tobacco�want�to�quit�

43% of those who use 
tobacco and who tried to 
quit in the past year,  



      

    
   

    
  

 

    
     

     
    

  
 

 

   
  

used some form of 
assistance 

Cigarettes 39% 16% 

E-cigarettes 52% 35% 

Other tobacco 34% 15% 38% used 
NRT/ 

prescription 
medications 

16% used a 
Quitline/ 

counseling 
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Quitline�awareness�&�provider�interventions�

Among those who saw a health professional … 

86% were 59% were 31% were 29% were 
asked if they advised to quit referred to prescribed 
use tobacco Quitline/ cessation 

counseling medications 

Awareness of the Indiana Tobacco 
Quitline is relatively high (71%) among 
adults who currently use tobacco 
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Exposure�to�secondhand�smoke�and�e-
cigarette�aerosol�

Most common secondhand smoke exposure 
locations in the community: 

Outdoor public place like a park, stadium, bus stop, 
or outdoor shopping center (24%) 
Building entrance (14%) 

Indoor bar or tavern (14%) 

At�home� At�work�
indoors*�

*Among indoor workers 

At�work�
outdoors�

In�the�
community�

12%�
6%�

18%�
23%�

9%� 9%� 12%�

Exposure�to�secondhand�smoke�and�
e-cigarette�aerosol�in�the�past�7�days�
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Evaluation�of�
community�partnerships�



    
  

   

  
   

  Community�partners�

• There are 48 local 
TPC coalition 
partners serving 38 
counties 

• Approximately 75% 
of the population 
covered 
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 Community�grants�



  

   
  

Monthly�program�reports�

Buttons for navigating 
the Log Form 



     
        

 
  
 
 

 

  Monthly�program�reports�

The monthly program report consists of: 
• Outreach related to Quit Now Indiana (HC providers, 

employers, organizations) 
• Contract requirements (optional) 
• Training (optional) 
• Activity reports 
• Policy activity 
• Media 
• Coalition/infrastructure 



           
            

         

               

                

              
                 
   

              
    

   Quarterly�dashboard�report�

• The quarterly dashboard report describes key measures that TPC monitors quarterly which 
focus on the performance of the state program, and state and local partners 

• It is organized by priority areas -> community indicators 

• There is a summary tab for each of the four priority areas with high-level visuals 

• A TPC staff version is shared with all staff quarterly – reviewed during a monthly staff meeting 

• A TPC partner version, more succinct and paired down with all county-level reporting data 
removed, is shared with TPC local and state partners one to two weeks later, after staff have 
reviewed and provided feedback 

• Data come from a variety of sources: monthly program reports, Quitline service reports, and 
internal policy tracking, among others 

23 
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  Quarterly�dashboard�report�
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   Quarterly�dashboard�report�
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  Deliverable�completion�reports�
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   Partner�success�stories�
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  County�data�pages�
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  Partner�feedback�survey�

• Web-based survey administered biennially around the midpoint of 
the two-year grant cycle 

• Quantitative (multiple choice/Likert scale questions) and qualitative 
(comment fields and free response questions) 

• Opportunity for community, statewide, and health systems change 
partners to provide anonymous feedback on… 

• How information is presented 
• Training and TA provided 
• Relationship with primary contact 
• Communications 
• Facilitation of collaboration among partners… and more 

24 
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   Partner�feedback�survey�
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   Community�partner�focus�group�

• Conducted by Professional Data Analysts 
and Bingle Research Group, Inc. in spring 
2022 

• Purpose was to discuss grant work plans, 
deliverables, and training with 
community partners 

• 27 local coordinators were invited, 23 
participated representing 21 counties in 
Indiana, and a range of lead agencies 
and years of experience 

24 
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Youth�and�Young�Adult�
Strategy�



      

  
  

    
 

Key�Factors�Contributing�to�Youth�Tobacco�Use�

• New products 

• Tobacco company marketing 

• Availability of cheap tobacco products 

• Flavored products 

• Regulation 



   

   
  
  

   
  
  

 

   
   

Flavored�tobacco�product�use�

tobacco 

 



Flavored�Tobacco�Use�
among�Hoosier�Youth,�2018�

of middle school 
students who 
reported using 

of high school 
students who 
reported using 
tobacco 
products 



 Vape-Free Indianahttps://www.in.gov/vapefreeindiana/ 

https://www.in.gov/vapefreeindiana


  

 
 
 

 
 

 
  

RK0 

Vape-Free�Schools�Toolkit�

• Policy
◦ Model policy 
◦ Policy checklist 

• Prevention resources 
• Parent resources 
• Cessation support 
• Youth engagement 
• Alternatives to suspension 

https://www.in.gov/vapefreeindiana/file
s/Vape-Free-School-Toolkit_10.2022.pdf 
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RK0 provide a link to where toolkit can be found 
Rupp, Katelin, 2022-05-26T17:59:46.561 



 
   Vaping: Know the truth. 

Prevention�Resources�

25 
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Cessation�Resources�

Live Vape Free: 

Youth Program: 
Text INDIANA to 873373 This is Quitting: 

Text ‘DITCHVAPE’ to 88709 teen.smokefree.gov Parent Program: 
RallyHealth.com/Live-Vape- Parents can text "QUIT" to (202) 
Free 899-7550 

25 
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    Future�plans�and�wish�
list�



    

         
       

 

   
 

 

      
    

    

Health�outcomes�in�funded�counties�

Hope to utilize hospitalization data to assess longer term 
outcomes in communities with long-standing (10+ years) 
partnerships. 

Variables to include: 
• Lung/bronchus cancers 
• Cardiovascular disease 
• Asthma 

Research question: Are counties with long-standing 
partnerships/established tobacco coalitions associated 
with better health outcomes? 

25 
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Focus�groups�–�phase�II�

• Conduct focus groups with all types of funded partners 

• Include coalition members and/or other stakeholders and 
community members at large 

• Participants weigh in on what is working and what could 
change; challenges and wins 

25 
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Final�thoughts�

• Progress or success often looks different for local partnerships 

• Process and outcomes are important, but outcome measures 
are harder to generalize across communities 

• Qualitative insights pair well with quantitative data 

• Communicate regularly and include partners whenever 
possible 

25 
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Questions? 

CONTACT: 

Katelin Rupp 

KaRupp@health.in.gov 
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Kelly Welker 

Deputy of Addiction Services/Division of Mental Health 
and Addiction 

4:15pm 



 
   

       

THANK YOU 
Improve Your Health Outcomes 

1119 Keystone Way N #201 Carmel, IN 46032 

www.syrahealth.com 

317-597-5736 

srikantd@syrahealth.com 
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