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The current report is a summary of findings
related to the COVID-19 pandemic. It provides
a snapshot in time. Data and conclusions were
relevant and timely at the time the report was
produced.

Introduction

The coronavirus disease of 2019 (COVID-19) is
caused by a novel, highly contagious virus called
SARS-CoV-2[1, 2]. The first cases of COVID-19
were identified in Wuhan, China, in December of
2019 [3], but the disease quickly spread to other
parts of the world. On March 11, 2020, the World
Health Organization (WHO) declared COVID-19
a pandemic [4].

COVID-19 spreads primarily through exposure
to respiratory droplets that are produced when
a person who has COVID-19 coughs, sneezes,
talks, or breathes [1]. It can take up to 14 days
for a person who has been infected by SARS-
CoV-2 to show symptoms of COVID-19. Infected
individuals can spread the virus during the
incubation phase and for up to two weeks after
they develop symptoms. Approximately 40%
of individuals with COVID-19 are asymptomatic,
which means they show no symptoms and may
be unaware that they are infected and at risk for
spreading the virus. Individuals who do develop
symptoms often report a wide range of ailments
such as a cough, fever, loss of taste and/or
smell, muscle aches, chills, and headaches,
among others. These symptoms can be

quite minor or very severe. |n serious cases,
individuals who have COVID-19 can experience
severe respiratory distress which may require
mechanical ventilation and can result in death

[5].

According to current clinical knowledge, people
with the following conditions are at highest risk
for developing serious illness from SARS-CoV-2

[1]:

« Being 65 years or older

+ Residing in a nursing home or long-term
care facility

« Having an underlying medical condition
(e.g., chronic lung disease, moderate to
severe asthma, diabetes, chronic kidney
disease, liver disease, heart conditions)

« Being immunocompromised (e.g., due to
cancer treatment, bone marrow or organ
transplantation, unmanaged HIV/AIDS)

« Smoking

» Being severely obese (having a body mass
index, or BMI, of 40 or greater)

In efforts to mitigate transmission and “flatten
the curve”, the Centers for Disease Control and
Prevention (CDC) and WHO have recommended
containment strategies, including social
distancing, quarantine and isolation measures,
as well as the use of face coverings or masks

[6].

As of January 2021, the Johns Hopkins
Coronavirus Resource Center has confirmed
more than 20 million SARS-CoV-2 cases and
over 350,000 deaths in the United States alone
and 100 million cases and more than 2 million
deaths globally [7].

COVID-19 Morbidity and Mortality
Incidence, in general, refers to the number of
new cases of a disease or condition that occur
during a given time period (e.g., day, week,
month), while prevalence refers to all cases,
both new and old, that have occurred during

a given time period [8]. Initially, public health
experts were unable to track the incidence

or prevalence of COVID-19 within the United
States without a reliable test that could detect
the presence of SARS-CoV-2. In February

of 2020, the CDC introduced the first viral

test that could detect whether a person was
currently infected, and nationwide testing began
shortly thereafter [9]. Subsequently, in April




of 2020, the FDA approved the first of several
antibody tests which could determine whether
a person had been previously exposed to the
virus as evidenced by their body showing an
immunological response to SARS-CoV-2 [10].

The most common method for measuring
incidence and prevalence of COVID-19 has
been by counting the number of positive cases
identified through viral testing. Although this
measure is easy to understand and provides

a sense of how much the virus is spreading,
there are some significant drawbacks [11, 12].
Because individuals infected with COVID-19 can
be asymptomatic or only have minor symptoms,
they are unlikely to get tested, resulting in an
under-counting of true cases [11, 12]. Similarly,
increased testing capacity also raises the
number of COVID-19 cases identified; however,
this increase is biased by greater testing
availability and motivations for getting tested,
both of which fluctuate over time and thus may
not represent a true increase in prevalence.
Additionally, counts based solely on viral tests
indicate who is currently infected, but do not
take into account persons who were previously
infected and have recovered [11, 12].

Cases of COVID-19 have been climbing rapidly
in the U.S. since the first case was identified

in January of 2020 [13]. As of December 31,
2020, at least 20 million U.S. residents had
contracted COVID-19, with a rate of 6,069 cases
per 100,000 population [14]. Policies such

as social distancing and mask wearing were
implemented to slow the spread of the virus.
Most states implemented stay-at-home orders
in mid- to late-March. State and public health
officials designed these orders to promote
social distancing by limiting the size of group
gatherings, encouraging businesses to allow
employees to work from home, shifting schools
to online or e-learning, and closing or limiting
the services of non-essential businesses such as

restaurants, bars, gyms, and personal services
[15]. During the time that stay-at-home orders
were in place the number of positive cases
increased relatively slowly. States started to
ease stay-at-home restrictions in early to late
May. As states reopened, COVID-19 cases began
to rise more quickly.

Similar to other human coronavirus infections,
COVID-19's transmission rate has shown
seasonal variations [16]. During cold weather,
most activities take place in indoor settings,
which allow for greater virus transmission as
respiratory droplets can hang in the air for
longer periods of time and social distancing

is often more difficult to accomplish. During
warmer weather, more activities can take place
in outdoor settings, which reduces the time
respiratory droplets can be suspended and
facilitates social distancing. As seen in Figure
1, cases of COVID-19 tended to be lower during
Spring and Summer months and increased
quickly as the weather turned colder and more
activities moved indoors. Holiday celebrations
have also been a source of spread. Surges

of cases were noted after national holidays,
such as Labor Day, and especially after both
Thanksgiving and Christmas due to large
gatherings of families and friends.

COVID-19 Cases in the U.S.

The number of new COVID-19 cases in the U.S.
rose from 44 cases in January 2020 to 776,456
in December of the same year. However, the
number of newly reported cases peaked in
November with over 1 million cases (see Figure
1)




Figure 1. Number of COVID-19 Cases in the U.S. by Month, January 2020 — December
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To date, the number of COVID-19 cases varied by gender, age group, and race/ethnicity. Women
make up a little over half (52%) of COVID-19 infections in the U.S. Three-fourths (75%) of COVID-19
cases nationally occurred in persons between the ages of 18 to 64 (see Figure 2).

Figure 2. Percent of U.S. Population, COVID-19 Cases, and Deaths
Attributable to COVID-19 in the U.S., by Age Group, January 2020 -
December 2020
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Figure 3. Percent of U.S. Population, COVID-19 Cases, and Deaths
Attributable to COVID-19 in the U.S., by Race/Ethnicity, January 2020 -

December 2020
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COVID-19 Deaths in the U.S.

The most significant consequence of COVID-19
infection is death. Individuals most at risk of
death from the disease are the elderly, persons
with compromised immune systems, and
those with pre-existing health conditions such
as diabetes, kidney disease, lung disease, or
cancer. The number of deaths due to SARS-
CoV-2 rose quickly in the early part of the
pandemic, while little was known about the
nature of the virus and how it spread. When
COVID-19 cases began to increase in the Fall
months, a concomitant rise in deaths was noted
with deaths increasing sharply beginning in
early November. As of December 31, 2020,

approximately 345,700 U.S. citizens have died
from COVID-19, although the actual loss of

life from COVID-19 may be higher as people
who died from COVID-19 may never have been
tested. Over 80% of deaths related to COVID-19
occurred in people over the age of 65, though
they only comprise 17% of the U.S. population
(see Figure 2). More than 60% of deaths
occurred in non-Hispanic whites. However,
Black Americans were disproportionately
affected, with their percentage of COVID-related
deaths being more than 30% higher relative to
their proportion in the population (see Figure
3).
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COVID-19 Cases in Indiana

The Indiana Department of Health (IDOH) recorded the first case of COVID-19 in Indiana on March
6, 2020. Infections rose from a total of 2,558 cases in March to 15,979 new cases in April. Case
counts remained relatively stable through June, with a slow but relatively steady increase in cases
beginning in July. After September, new cases of COVID-19 grew rapidly each month (see Figure
4). IDOH reports that as of December 31, 2020, approximately 517,675 Hoosiers have tested
positive for COVID-19 [17].

Figure 4. Number of New COVID-19 Cases in Indiana, by Month, March 2020 - December
2020
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IDOH data indicate that early on in the pandemic, Hoosiers ages 40 and older were somewhat
more frequently infected with COVID-19 than those under 40. Beginning in June of 2020, however,
COVID-19 cases also began to increase among younger Hoosiers. Between June 2020 and
December 2020, persons between 20 to 59 accounted for the highest percentage of new COVID-19
cases (see Figure 5) [18].

In terms of gender, in the early months of the pandemic, tests showed that men and women were
represented fairly equally among new cases. In October, new cases of COVID-19 were found more
frequently among women than men. As of December 31, 2020, approximately 248,576 (46.5%) of
COVID-19 cases were diagnosed in men while 286,161 (53.5%) infections were diagnosed in women
[18].




Though white Hoosiers made up the majority (71%) of positive COVID-19 cases, it was Asian
and residents from other races/ethnicities (other than white, Black, or Asian) that were
disproportionately affected by COVID-19, compared to their proportion in Indiana’s population. For
example, Asians made up 3% of Indiana’s population but represented 10% of COVID-19 cases (see
Figure 6) [18].

Figure 5. Percent of Population, COVID-19 Cases, and Deaths

Attributable to COVID-19 in Indiana, by Age Group, January 2020 -

December 2020
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Figure 6. Percent of Population, COVID-19 Cases, and Deaths
Attributable to COVID-19 in Indiana, by Race, January 2020 -
December 2020
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COVID-19 Deaths in Indiana

The overall trend in COVID-19-related deaths in the state is very similar to what has been reported
nationally. Deaths typically rose and fell in relation to increases or decreases in case counts. As
of December 31, 2020, over 8,000 Hoosiers have died as a result of complications from COVID-19

(see Figure 7) [19].

Figure 7. Number of COVID-19 Deaths in Indiana, by Month, February 2020 -

December 2020
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Source: Management Performance Hub (2021)

Pandemic-related deaths in Indiana are
occurring more frequently among the elderly.
Over 90% of all COVID-19 deaths have occurred
in Hoosiers 60 years of age and older (see
Figure 5). Regarding gender, a nearly equal
percent of COVID-19-related deaths occurred
among males (51%) and females (48%). White
Hoosiers have comprised the majority (71%)

of COVID-related deaths; however, residents
from races/ethnicities other than white, Black,
or Asian were disproportionately affected by
COVID-19 mortality (Figure 6) [18].

Population-based Prevalence of COVID-19 in
Indiana

The most precise method for determining the
prevalence of COVID-19 in Indiana would be

to test all individuals who reside in the state.
Since this is not feasible, randomly testing a
representative sample of the overall population
is a scientific way to obtain accurate prevalence
estimates.

Beginning in April of 2020, researchers at the
Richard M. Fairbanks School of Public Health,
in collaboration with the IDOH, the Governor'’s
Office, and other state agencies launched a
random sample study to estimate both the
prevalence of COVID-19 in Indiana as well as the
risk of death from the disease. The research
team randomly selected a representative
sample of adult Hoosiers from across the
state and invited them to get tested free of
charge. All participants were given a viral test




to measure current infection and an antibody
blood test to look for evidence of past infection.
Participants also provided information on their
race, ethnicity, and if they lived with anyone who
had been diagnosed with COVID-19. Using the
data from the random sample, the researchers
determined that as of November 2020, the
point prevalence of SARS-CoV-2 infection in
Indiana was 15.5% representing approximately
1,043,460 Hoosiers who either currently were
or had been infected by the virus [12]. The
data also indicated that rates of COVID-19 were
higher in minority communities, particularly
Hispanic communities, and among people who
were currently living with a person who was
positive for COVID-19 [20].

Using data from the prevalence study along
with publicly available information on COVID-

19-related deaths, researchers were able to
calculate the infection fatality ratio (IFR). The
IFR estimates a person’s probability of dying
from COVID-19 after they have been infected
with the disease. For the state’s general
(noninstitutionalized) population, the IFR for
COVID-19 was 0.26%. This means that for every
380 people infected with COVID-19, we can
expect about one death to occur.

However, IFRs varied significantly by age and
race. Compared to younger adults, those

60 years of age or older had the highest

IFR at 1.71% (or one death for every 58

persons infected). Non-White Hoosiers had a
significantly higher IFR (0.59% or 1 death out of
every 170 infections) compared to their White
counterparts [21]. Table 1 lists the IFRs for
Hoosiers based on age, race, ethnicity, and sex.

Table 1. COVID-19 Infection Fatality Ratios for Indiana

Category Infection Fatality Ratio Probability of Death, given Infection

<40 0.01% (0.01-0.02) 1 death out of 8,334 infections

40-59 0.12% (0.09-0.19) 1 death out of 840 infections

=60 1.71% (1.28-2.58) 1 death out of 58 infections

White 0.18% (0.15-0.23) 1 death out of 564 infections
Non-White 0.59% (0.34-1.41) 1 death out of 170 infections

Hispanic 0.04% (0.02-0.14) 1 death out of 2,652 infections
Non-Hispanic 0.34% (0.28-041) 1 death out of 298 infections

Male 0.28% (0.18-0.47) 1 death out of 360 infections

Female 0.21% (0.16-0.32) 1 death out of 486 infections

Source: Blackburn et al. (2020)




Summary of Indiana Policies to Reduce

Transmission

In response to the pandemic, various state
policies were enacted to address the evolving
pandemic. On March 6th, 2020, Governor
Holcomb passed an executive order declaring

a state of emergency, directing the Indiana
Department of Health (IDOH) to coordinate and
oversee all emergency response activities [22].
The order also ensured that:

» Indiana residents filing for unemployment
due to COVID-19 received their benefits

« Payments for the Healthy Indiana Plan
(HIP) and Children’s Health Insurance
Program (CHIP) were waived

+ Telehealth restrictions and requirements
for face-to-face encounters were sus-
pended, which allowed for expanded ac-
cess to Medicaid-covered services, mental
health services, and substance use disor-
der treatment and prescribing

* In-person instruction for all K-12 public or
private schools was suspended in Indiana
through May 1, 2020 [23].

Figure 8: Timeline of Indiana Executive Orders
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With the drastic rise in case numbers, a stay-
at-home order was declared from March 24th,
2020, to April 6th, 2020. The stay-at-home
order required Hoosiers to shelter in place

and partake only in essential activities (e.g.,
seeking emergency services, obtaining medical
supplies and/or groceries, visiting a healthcare
professionals). When engaging in outdoor
activities with people outside the household,
Hoosiers were to comply with social distancing
measures. Additionally, all public and private
gatherings of any number of people held outside
the household were strictly prohibited [24]. To
further curtail COVID-19 transmission, dine-in
services at restaurants or food establishments
were banned [25]. Subsequently, a mask
mandate was enacted on July 27th, 2020,
requiring Indiana residents to wear a face
covering over the nose and mouth when inside a
business, public building, or other indoor places
open to the public, outdoor spaces where social
distancing was not feasible, and while using
public transportation [26]. Currently, the Back
on Track Indiana Strategy is being utilized to
reopen the state’'s economy and resources for
Hoosiers.

EXECUTIVE ORDERS

SEP 2020
OCT 2020
NOV 2020
DEC 2020
JAN 2021
FEB 2021

MAR 2021
APR 2021

Stay at home

order

Suspension of in-
person dining

person instruction

Mask mandate

7/27 - 4/6/2021

12




Social Determinants of Health

Social determinants of health (SDOHSs) are
“conditions in the environment in which people
are born, live, learn, work, play, worship, and age
that affect a wide range of health, functioning,
and quality-of-life outcomes and risks” [27].
Differences in SDOHSs can result in drastically
different health outcomes, and studies suggest
that a person’s ZIP code can be more predictive
of their health than the person’s genetic code
[28]. Many social determinants of health,
especially poverty, one’s physical environment,
and race/ethnicity, can have a substantial effect
on COVID-19 outcomes [29].

SDOHs are frequently grouped into the following
5 domains:

1. Economic stability

This includes measures such as
employment (or lack thereof), poverty,
housing stability, nutrition, and healthy
eating. Individuals who are unemployed or
have trouble keeping their jobs are more
likely to live in poverty, have less stable or
less housing situations, and are more likely
to be unhealthy [30]. In 2019, 11.9% of
Hoosiers were estimated to have been in
poverty in the past 12 months. Those who
were unemployed had a much higher rate
of being in poverty than those who were
employed (31.0% and 5.7%, respectively)
[31].

2. Education access and quality

Children from low-income families,
children living with disabilities, and
children who face social discrimination or
bullying are less likely to graduate from
high school or go to college. This often
leads to a lower likelihood of having stable,
safe, high-paying jobs, and good health

[30]. In 2019, 10.4% of Hoosiers did
not have a high school graduate level of
education.

Education is strongly linked to economic
measures. For example, people with
higher levels of education tend to have
lower rates of poverty. In Indiana, the
highest rate of poverty was found among
adults with less than a high school diploma
or GED (21.4%). In comparison, 11.5% of
Hoosiers who were high school graduates
experienced poverty, as did 8.3% of those
who completed some college and 4.1% of
those with a bachelor’s degree or higher
[31].

Similarly, Hoosiers with lower educational
attainment experienced higher rates

of food insecurity, housing insecurity,
employment insecurity, and financial
insecurity [32].

. Health care access and quality

Many individuals who are unemployed do
not have health insurance; they are less
likely to have a primary care provider or
afford healthcare services or medications.
Another reason individuals may not seek
care is because they live too far away from
a health care provider [30]. In 2019, 8.7%
of Hoosliers were uninsured. Having health
insurance was more common among
those who were employed (88.9%) than
those who were unemployed (69.7%) [31].

. Neighborhood and built environment

The environment in which we live, work,
and play can significantly impact our
health. Factors like low-quality housing,
neighborhood violence, unsafe air and
water, exposure to secondhand smoke,
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and other environmental conditions can all
affect a person’s health status. Individuals
from racial/ethnic minority backgrounds
or those with low incomes are more likely
to live in unsafe environments, putting
them at a higher risk for negative health
outcomes [30].

5. Social and community context

Social relationships with friends, family,
co-workers, and others in the community
can greatly affect a person’s health.
Factors like discrimination, bullying, or
having justice-involved parents can have a
negative impact on an individual's health.
Conversely, having a safe environment and
healthy relationships are associated with
more positive health outcomes [30].

However, it is important to note that these five
domains are not distinctly separate, but interact
with and affect each other [30].

Impact of COVID-19 on SDOHs

Not only did the pandemic disproportionately
affect those who are poor or disadvantaged
[29], it also increased existing SDOH inequities
[33].

Stable Housing

Stable housing is an important determinant of
health. Individuals suffering from homelessness
already have poorer health outcomes, and

are an extremely vulnerable population [34].
The CDC has issued orders to halt residential
evictions, which were extended to January 31,
2021 [35]. The Eviction Lab has developed
scorecards for each state, based on the
following measures: initiation of evictions, court
processes, enforcement of eviction orders,
short-term supports, and tenancy preservation
measures. Indiana received a score of 0.5 out
of 5.0 in terms of housing policy, indicating that
there are few protections for Hoosier tenants.
The Eviction Lab also warns that Indiana may
see a surge of evictions immediately following
the pandemic [36].

Figure 9: Percentage of Adults Reporting Likelihood of Foreclosure or
Eviction During COVID-19, August 19th, 2020 - March 15th, 2021
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Currently, there are no statewide data on
eviction filings, but experts estimate that
313,000 Hoosiers, representing 42% of

all renters, could face evictions when the
moratorium ends [37]. According to the U.S.
Census Bureau's Household Pulse Survey, in
May 2021, nearly half of all adults in Indiana
reported likelihood of foreclosure or eviction
during COVID-19 (see Figure 9) [38].

Unemployment

Due to the COVID-19 pandemic, unemployment
rose significantly from 4% in February 2020, to
14% in April 2020; though estimates indicate
that unemployment may have been as high as
16%, but not recorded due to measurement
challenges [39].

Indiana began 2020 with 4,434 initial
unemployment claims and 20,062 continued
unemployment claims, for the week ending
January 4th. Claims rose steeply at the
beginning of the pandemic, peaking with nearly
140,000 initial claims at the end of March 2020
and with over 280,000 continued claims in
early May 2020 (see Figure 10) [40]. Inone
Indiana study, researchers found that 10% of
respondents indicated that they were laid off
or unable to find a job during April or May of
2020 because of the COVID-19 pandemic, and
55% indicated worrying about their finances in
general [32].

Figure 10: Initial and Continuing Unemployment Claims in Indiana, January 4th, 2020 -

March 6th, 2021
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Indiana’s hospitality industry has been hit hard by the pandemic. The American Hotel and Lodging
Association estimates that nearly 10,000 hotel jobs and over 25,000 hotel-related jobs were lost
by September 2020 [41]. Furthermore, losses from tourism events, such as the “Indy 500" cost
Indiana an estimated loss of over $331 million in total state and local tax revenue [42].

Figure 11. Percent of Adults Reporting Loss of Income Concerns During COVID-19,
August 19th, 2020 - March 15th, 2021
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Food Insecurity

Food insecurity refers to a person or household having limited or uncertain access to adequate,
nutritious food [43, 44]. In 2019, the U.S. Department of Agriculture (USDA) determined that

food insecurity affected 12.4% of Indiana households [45]. Individuals who are food insecure are
disproportionately affected by chronic diseases (e.g., diabetes, high blood pressure, obesity, and
asthma) [46], which can lead to poorer overall health and increase the risk of serious illness due to
COVID-19 [47].

According to a study, 27% of Hoosier survey respondents were worried about their ability to buy
food due to the COVID-19 pandemic. Black respondents reported much higher rates of food
insecurity (565%) compared to white respondents (24%) [32].




Figure 12 shows the percentage of adults with food scarcity concerns (“where there was either
sometimes or often not enough to eat in the last 7 days™) between August 2020 and March 2021.
See Appendix A for 2018 food insecurity rates and 2020 projected food insecurity rates by Indiana

county [48].

Figure 12. Percent of Adults Reporting Food Insecurity During COVID-19, August 19th,

2020 - March 15th, 2021
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Vulnerable Populations and Disparities

Communities of Color

Communities of color were disproportionately
affected by COVID-19, in a variety of ways.
Even prior to the current pandemic, racial
minorities (African Americans in particular)
had lower rates of health insurance coverage
and experienced more barriers to accessing
health care. Additionally, African Americans
face greater social and economic hardships,
such as unemployment. These factors,
compounded with the higher rates of distrust
in the medical system, lower quality of care,

and ongoing structural racism, lead to poorer
health outcomes compared to white Americans
[49]. Data indicate that nationally, there are
large disparities in reported cases and deaths
for Black and American Indian/Alaska Native
people, as well as disparities in reported cases
for Hispanic people, compared to their white
counterparts. In early August, the Kaiser Family
Foundation conducted an analysis of state data
that indicated Black individuals accounted

for more cases and deaths relative to their
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proportion of the population. This was true in
30 (61.2%) of the 49 states reporting cases and
in 34 (77.3%) of the 44 states reporting deaths
[50]. The APM Research Lab reported that
between April 13th and December 8th, Black,
indigenous, and Latinx individuals experienced
the highest death tolls from COVID-19. All these
groups have age-adjusted death rates of more
than 2.7 times the death rate of white Americans
[51].

In a CDC survey regarding mental health during
the COVID-19 pandemic, Black respondents
reported higher rates of increased substance
use and past 30-day serious consideration

of suicide than white and Asian respondents.
Hispanic respondents reported higher
prevalence rates of symptoms of anxiety or
depressive disorders, trauma- and stressor-
related disorder due to COVID-19, increased
substance use, and suicidal ideation when
compared to non-Hispanic white or non-
Hispanic Asian respondents [52]. Economically,
Black and Hispanic Americans had more trouble
paying bills (e.g., food, housing, utilities, credit
card, or health care expenses) due to COVID-19,
when compared to white Americans [53].

Similarly, Indiana minority residents were

also more impacted by the pandemic than
their white counterparts. Prior to COVID-19,
Black Hoosiers reported lower rates of having
insurance or a primary care physician, which are
significant barriers to accessing care [54]. Ina
statewide random sampling study, researchers
determined that individuals of Hispanic
ethnicity were more likely to test positive for
COVID-19 [55]. Researchers who examined
COVID-19 hospitalizations determined that in
Indiana, there was a significant difference in
the cumulative percentage of hospitalizations
for African Americans compared to the state'’s
overall population (28.1% versus 9.8%).

Also, white Hoosiers had a significantly lower

infection fatality ratio compared to non-white
Hoosiers (0.18% vs 0.59%), indicating that
among those estimated to have contracted the
coronavirus, non-white individuals had higher
mortality rates [56].

In Indiana, minority communities were also
more likely to suffer economically. Black and
Hispanic low-income households were less likely
to be able to pay energy bills and were more
likely to receive disconnection notices, when
compared to their white counterparts [57].
Furthermore, non-white Hoosiers were more
likely to work in activities that were deemed
essential during Indiana’s stay-at-home order.
Though non-white employees make up 18% of
the working population, they accounted for 26%
of employees in the food sector, 29% in health
care support occupations, and 29% in material
moving occupations (e.g., bus or truck drivers).
Additionally, poor neighborhood conditions
(e.g., poverty, air pollution, housing instability,
etc.) may increase risk factors and exposure
for Black residents [58]. Perry et al. (2021)
reported that Black Hoosier respondents had
higher rates of economic precarity for almost
all measures that were studied, including food
insecurity, financial insecurity, and employment
measures [32]. In Indiana, nearly one-third

of the prison population is Black, over 3.5

times as much as the state’s Black population.
Conditions in prisons are more likely to result in
transmission of the coronavirus [59].

Findings from Key Informant Interviews

Key informants noted that many minority
individuals in Indiana may be economically
disadvantaged, compounding COVID-19 related
issues. In addition to health inequities, these
individuals face economic hardship as, due to
the pandemic, their hours were reduced, thereby
reducing income. Many families struggled

with basic needs, such as “rents, mortgage,




utilities and things, ... everyday food acquisition,
nutrition...".

Key informants also stated that organizations
that previously assisted individuals

from minority backgrounds, especially
undocumented individuals, reported that

the shift to virtual services greatly reduced
their capacity to help those individuals.
Organizations cited “huge challenges” with
communication and linking individuals to
help. Minority individuals also reported more
barriers in accessing testing sites, which were
“not as convenient or accessible for minority
groups”. Additionally, minority communities
require different outreach, and “the minority
communities ... they're a smaller population
and so cultural tailoring is not considered at the
beginning”.

It was also noted that many people from
communities of color, have additional barriers
when seeking mental health care. These
barriers include accessibility of care, stigma, and
cultural norms, which have been exacerbated
by the pandemic. Key informants stated that
many individuals of color are distrustful of
the medical system, due to historical reasons,
current events, and a lack of representation

in the system. This distrust translates into
increased rates of “vaccine hesitancy” among
communities of color, which will drive further
inequities and disparities resulting from the
COVID-19 pandemic.

“People from communities of color have all sorts
of different barriers, whether it's accessibility

to care, to stigma, to cultural norms. You

know, just in a general sense when it comes to
mental health... and | feel it's been even more
exacerbated through COVID".

Key informants mentioned that current events
have increased frustration and combined

with isolation and depression, affect “overall
wellness and well-being”. One participant
specifically pointed out that people of color
are underrepresented in mental health, crisis,
and inpatient claims data (i.e., people of color
do not receive these services as often as white
individuals).

Individuals in the Justice System

COVID-19 is a concern within incarcerated
settings due to ease of transmission. The
Indiana Department of Corrections (IDOC)
tests staff and offenders based on symptoms
and exposure risk, and in accordance with CDC
guidelines [60]. IDOC follows a comprehensive
response plan to help slow the spread of
COVID-19 within their facilities [61].

Weekly test positivity rates for COVID-19 were
considerably higher within the prison population
compared to the general public (see Figure 13)
[62,63].




Figure 13. Weekly COVID-19 Test Positivity Rates, May 15th, 2020 - February 12th,

2021
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Of particular concern are incarcerated youth.
Similar to the adult setting, spread is inevitable
in these congregate settings. Racial/ethnic
disparities occur in the incarcerated youth
population, just as in the adult setting, and as
mentioned earlier, COVID-19 disproportionately
affects minorities. As of September 2020, the
Sentencing Project reported that there was one
Indiana youth correction facility which had more
than 20 positive cases of COVID-19 [64].

The detention population and new admissions
have decreased in Indiana’s juvenile system
since March 2020. However, youth from racial/
ethnic minorities still are overrepresented. From
September to October 2020, both the detention
population and admissions began to increase
for youth of color, while for white youth they
continued to decrease [65].

Behavioral Health

In this section, we will review the impact
COVID-19 had on the mental and behavioral
health of Hoosiers. Specifically, we will review
pandemic-related stress on children, parents,
and the elderly; substance use, misuse, and
overdose deaths; mental health concerns;
suicide; domestic violence; and child abuse and
neglect.

The Impact of Pandemic-Related Stress
Elevated levels of stress, anxiety, fear, and
isolation have been reported due to the
pandemic. This has been linked to illness and
death associated with COVID-19 but is also
caused by some of the mitigation strategies
(e.g., social distancing, stay-at-home orders)

[6].




Impact on Children

In efforts to reduce COVID-19 transmission,
social distancing and isolation strategies have
had an unprecedented impact on children’s
mental health. According to a national survey
conducted from March to June 2020, 14% of
parents reported worsening mental health

for their children [66]. The Kaiser Family
Foundation (KFF) suggests that school closures,
social distancing, loss of health insurance, and
disruptions in medical care are contributing
factors to a declining mental health status in
children [67].

School closures and the abrupt shift to

virtual learning as well as social distancing
measures have disrupted normal routines,
posing challenges for parents and children

alike. A study conducted at the onset of the
pandemic reported high rates of clinginess,
distraction, irritability, and fear in children

ages 3 to 18 years [68]. These effects seem

to be exacerbated in children with preexisting
mental health conditions because of the limited
access to healthcare services. Children with
preexisting mental health conditions rely heavily
on resources available at schools (e.g., peer
support groups, and face-to-face services),

all of which have been likely suspended or
transitioned to phone or online [67]. For
example, school-based health clinics offer
primary care and behavioral health services to
6.3 million students in 10,600 public schools in
the United States [69] and with school closures
are rendered inaccessible. These clinics play

an integral role in providing health care to low-
income and minority students. Additionally,
social distancing measures have also led to
decreased extracurricular and physical activity,
and overall social interactions. Students who
are avid members of clubs, sports, or participate
in music and dance were forced to stay at home,
resulting in limited interaction with peers and
reduced physical activity [70]. Furthermore,

to alleviate feelings of uncertainty, anxiety,

and isolation due to the pandemic, parents are
utilizing media entertainment instead of reading
and physical activity [70]. Other factors that
have contributed to the worsening of mental
health of children include economic distress

as a result of parental job loss and financial
difficulties, and child abuse and maltreatment
[71-73]. Furthermore, for children from low-
income families, access to free and/or reduced-
price school meals remains largely unavailable
during pandemic-related school closings [74].

Impact on Parents

Worsening mental health for parents occurred
alongside worsening behavioral health for
children. In the aforementioned national
survey, 48% of parents reported loss of regular
childcare, 16% reported change in insurance
status, and 11% reported worsening food
insecurity [66]. Increased responsibilities such
as meeting work deadlines while parenting and
finding time for essential activities (e.g., grocery
shopping, meal preparation, and ensuring a safe
environment in the context of the pandemic)
have resulted in a phenomenon called parental
burnout. Parental burnout is a chronic condition
characterized by high levels of stress due to an
imbalance between the demands of parenthood
and the limited resources available to facilitate
parenting. Some factors that contribute to
parental burnout include unemployment,
financial insecurity, uncertainty about future
employment stability, limited social support
from family and friends, and lack of leisure

time. These factors have been characteristic

of shelter-in-place mandates that have been
enacted to reduce the spread of COVID-19.
Parental burnout can have severe implications
on the health and well-being of children. A
higher level of burnout is a risk factor for child
abuse and neglect, irrespective of education and
income levels of the family [/75].
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Impact on the Elderly

COVID-19 has serious implications, especially
for older Americans, as they are at greater risk
to experience severe cases of the disease, due
to age-related factors (e.g., underlying chronic
conditions and weaker immune systems) [76,
77]. As of October 2020, the CDC reports that
95% of COVID-19 deaths have occurred among
people who were 50 years and older [77].

Older Americans also face financial and
retirement insecurity as well as job loss related
to the pandemic [78-80]. Adults 50 years and
older have lost jobs and experience difficulty in
getting new jobs [80]. Furthermore, 4 million
seniors aged 65 years or older who worked

in 2020 were from families with incomes
below 400% of the federal poverty level [79].
According to the Kaiser Family Foundation, the
median savings amount among these seniors
was significantly lower for those from Black and
Hispanic backgrounds than for Whites [79].

By April 2020, 95% of US residents were under
stay-at-home orders [72]. As aresult, the
elderly population experienced social isolation,
loneliness, and therefore, higher levels of
depression. Social isolation is a known concern
in the aging population; with age and retirement,
engagement with close friends is sometimes the
only source of social interaction the elderly may
experience [81]. Social distancing guidelines
and stay at home orders have only exacerbated
the risk of anxiety and further diminished the
mental health status of the elderly. A study
found that 24% of Americans 65 years or older
experienced anxiety or depression amid the
pandemic. However, rates were higher for some
groups, such as Hispanics (33%), people with
an annual income below $25,000 (37%), and
those who rated their own health as fair or poor
(48%) [82].

According to a nationwide survey, over half of all
Americans ages 70 and older have experienced
disruptions in their medical care due to
COVID-19. Many reported canceling or delaying
non-essential medical treatment (39%) and
primary or preventive care (32%), and in some
cases even essential medical treatment (15%),
since social distancing began [83].

Although one-fourth of older adults reported
that their healthcare providers reached out via
telehealth portals; perceptions about whether
the experience is similar to in-person visits vary
[83]. Also, a considerable proportion of older
Americans felt not ready to participate in virtual
medical visits; 38% felt unready because of
inexperience with technology and 20% were not
ready for telephone consults because of hearing
and communication difficulties and dementia
[84].

Substance Use and Misuse

Substance use and misuse has been identified
as a consequence as well as a risk factor for
COVID-19 and associated outcomes.

During June 2020, 13.3% of respondents to

a CDC survey reported having either started
or increased their substance use to cope with
stress or emotions related to COVID-19 [52].

In an analysis of electronic health records, Wang
etal. (2020) found that individuals who had
been diagnosed with a substance use disorder
(SUD) in the past year had a significantly higher
risk of COVID-19 compared to individuals
without a SUD diagnosis. While this relationship
was observed for various types of SUD, the
effect was strongest for opioid use disorder
(OUD), tobacco use disorder (TUD), and alcohol
use disorder (AUD). Compared to individuals
without a recent SUD diagnosis, those with OUD
were over 10 times as likely, those with TUD
were more than 8 times as likely, and those with
an AUD were nearly 8 times as likely to have
contracted COVID-19 [85].




Among the COVID-19 patients with a recent
diagnosis of SUD, 41% were hospitalized, a

rate significantly higher than for the overall
COVID-19 patient population (30%) in the study.
Furthermore, there was a notable racial disparity
in hospitalization for COVID-19 patients with a
recent diagnosis of SUD, with African Americans
having higher hospitalization rates (54%) than
Caucasians (38%) [85].

Findings from Kevy Informant Interviews

Key informants noted that substance use during
the pandemic has increased. One key informant
mentioned that there has been arise in the
number of individuals seeking and receiving
treatment, while multiple key informants
commented on the increase in overdose rates
and mortality.

“The overdose trends we're seeing are
frightening. I'm trying to not use hyperbole here
or be dramatic but they are kind of terrifying’.

Our key informants stated that during the
pandemic, many changes were enacted.
Substance use treatment programs tried to
adjust to the new situation, attempting to
balance the need for continuity of care with the
need to limit the number of people and traffic
within facilities, often relying on telehealth to
provide services. These changes in treatment
services together with social distancing and
other COVID-19 related policies made it more
difficult for individuals to maintain treatment
and recovery. As one key informant stated:

“The solution for COVID and the solution for
SUDs are diametrically opposed... for some
people the risk of overdose and death is much
more deadly. The disease of addiction is much
more deadly than COVID’.

Several key informants noted that there were
significant increases in the amount of naloxone
being distributed to reverse opioid overdoses,
as well as other changes in policy regarding
medication-assisted treatment (e.g., increase
in number of methadone take-home doses,
waiving of some in-person requirements, etc.).

It was mentioned that Indiana had access to
care issues due to an insufficient number of
behavioral health providers in the state, even
prior to COVID-19. With the pandemic, recovery
residence services have been severely limited,
as they had to cut down on the number of
individuals they were able to accept. Providers
and clinicians had to quickly pivot to providing
services via telehealth.

Overdose Deaths

Since the early 1990s, fatal and nonfatal

drug overdoses have risen steadily. The CDC
reported that In 2019 alone, 70,630 individuals
died from a drug overdose, the most ever
reported in a calendar year [86]. Though
overdoses may involve various drugs, opioids,
primarily heroin and synthetically produced
fentanyl, are responsible for the majority of
overdoses nationally [87]. The COVID-19
pandemic, which emerged in the U.S. in early
2020, has led to an unprecedented upheaval

in the lives of nearly every American. Stay-at-
home orders and social distancing measures
have isolated people from friends and family.
Thousands of individuals have lost their jobs and
are struggling financially. Millions of individuals
have gotten sick and hundreds of thousands
have died. There is concern among public
health experts that the ramifications of the
pandemic may further exacerbate the nation’s
already serious overdose epidemic. Emerging
data appear to support experts’ concerns.




Numerous news reports from across the country describe surges in opioid overdoses and related
deaths. Many of these surges began shortly after states enacted social distancing measures and
other restrictions to control the spread of COVID-19 [88]. The New York Times recently reported
that several states have recorded significant increases in overdose deaths during the first half of
2020 compared to the same time period in 2019 [89] (see Figure 14).

Figure 14. Increase in drug-related deaths, June 2019 - June 2020
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More systematic data from the Overdose Detection Mapping Application Program, a federal
initiative that gathers overdose data from ambulance teams, hospitals, and police across 28 states,
indicate that suspected overdoses rose 18% in March, 29% in April, and 42% in May of 2020 from
the same time periods in 2019. In some areas, overdose calls have increased by 50% since the
start of the pandemic [90-92].

Descriptive studies using emergency medical service (EMS) and emergency department (ED) data
have also noted increases in the frequency of overdoses and overdose deaths. In Kentucky, EMS
opioid-overdose-related runs increased by 17% after the implementation of stay-at-home orders,
while opioid overdose runs resulting in death increased by 50% [93, 94]. Similarly, emergency
departments in San Francisco saw a 79% increase in overdose admissions after the city enacted




social distancing mandates and a 55% increase
in overdose deaths [95]. Locally, an analysis

of EMS runs in Indianapolis for overdoses

prior to and after the Governor implemented
the stay-at-home order found that naloxone
administration increased by 61%, EMS
impression of overdose increased by 43%, and
drug overdose deaths rose by 47% [96].

The CDC recently released data that appear

to support locally observed overdose trends.
These data indicate that during the first quarter
of 2020, a total of 19,416 individuals died from

a drug overdose compared to 16,682 in the
same 3-month period of 2019 [86, 97]. More
alarmingly, the CDC noted that over 81,000
drug overdose deaths occurred in the U.S. from
June 2019 through May 2020; this is the highest
number of overdose deaths ever recorded in a
12-month period [87].

Similar to other state and national reports,
overdoses in Indiana also seem to be increasing.
Overdose data from the Indiana State
Department of Health covering the first six
months of 2020 show that overdose-related
hospital and emergency department discharges
were typically higher than what was observed
for the same period in 2019 (see Figure 15). In
terms of overdose deaths, data for the first six
months of 2020 show that, with the exception of
March, Indiana reported more overdose deaths
each month compared to the same time period
in 2019 [98]. The number of overdose deaths
was particularly high during April and May, the
two months during which social distancing
measures were most stringent. A total of 1,026
Hoosiers died from a drug overdose during the
first six months of 2020, a 25% increase from
the same period in 2019 (see Figure 16) [98].

Figure 15. Overdose-related ED and hospital discharges in Indiana
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Figure 16. Overdose deaths in Indiana for the first six months of 2019 and 2020
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Factors Associated with Overdose and Death
Although the extent to which COVID-19 is
affecting rising rates of fatal and non-fatal
overdoses nationally and locally is unclear, many
of the social distancing measures put in place to
limit the spread of COVID-19 could potentially be
contributing factors. Starting in March of 2020,
most countries, including the U.S., enacted
stay-at-home orders which required non-
essential businesses to close or limit services,
encouraged people to remain in their homes,
and limited both national and international
travel. These disruptions are thought to have
altered drug trafficking patterns resulting in
some drugs becoming more difficult to obtain or
more expensive, forcing those who use them to
either use drugs with which they are unfamiliar
or to search for alternate suppliers whose drugs
may be of a different purity, potency, or quality
[92, 95, 99, 100].

Isolation and Loneliness

As individuals are forced to spend more time
away from family and friends, feelings of
isolation and loneliness can lead to increased
drug use, thus heightening one’s risk for
overdose. Quarantines and fear of contracting
COVID-19 may encourage individuals to

use alone, another significant risk factor for
overdose as in those situations, others are
unavailable to provide life-saving medication
or call for medical assistance [92, 101, 102].
For persons in recovery, losing contact with

a supportive recovery community may lead
to areturn to drug use. Among persons who
use opioids, returning to use after a period of
abstinence can greatly increase overdose risk
[93, 100, 103].




The COVID-19 pandemic is a global crisis unlike
anything most people have ever experienced.
As aresult, individuals are often dealing with
multiple types of pandemic-related stress, such
as stress from trying to avoid illness, stress from
loss of connections with friends and family,
stress from loss of income, stress from the loss
of family members, and stress from living during
extremely trying times. COVID-19-related

stress has been tied to increases in symptoms
of anxiety, depression, suicidal ideation, and
substance use [104-106]. As a way to cope

with these symptoms persons who currently
use drugs may increase their substance use to
dangerous levels while those in recovery may
return to drug use [102, 107-109].

Reduced access to treatment

It is well established that among persons who
use drugs, those who are engaged in treatment
are much less likely to experience a fatal
overdose. On the other hand, persons who leave
treatment or whose treatment is disrupted are
at greater risk [110-113]. Due to the pandemic,
many substance use treatment programs have
had to limit their programming, stop admitting
new clients, or been forced to close altogether
[92,102, 113]. Such changes to the treatment
system are likely preventing people who could
benefit from care from getting it and disrupting
the care of persons currently receiving it.

Reduced access to naloxone

Naloxone (Narcan) is a life-saving medication
designed to rapidly reverse opioid overdose.
When administered, naloxone binds to opioid
receptors, quickly restoring normal respiration
to a person whose breathing has slowed or
stopped due to overdosing [114]. With the
advent of the pandemic, many agencies that
distributed naloxone have temporarily closed,
shifted to work-from-home policies, or limited
their hours, making access difficult both to

persons who are at risk for overdose and to
their friends and family members who may
be needed to administer it. Additionally, due
to social distancing measures and concerns
around becoming ill, many people may be
choosing not get naloxone and other harm
reduction supplies [115, 116].

Policy Changes

The U.S. government has made several policy
changes to assist persons who currently use
buprenorphine or methadone continued access
to these treatments. Both buprenorphine and
methadone are highly regulated. Initiation

and maintenance on buprenorphine involves
complicated dosing. For this reason, the

U.S. Drug Enforcement Agency (DEA) and

the Substance Abuse and Mental Health
Services Administration (SAMHSA) require
physicians working outside of opioid treatment
programs to obtain a waiver certifying that they
have met certain educational requirements

for prescribing. Additionally, because
buprenorphine is a controlled substance,
SAMHSA and the DEA require that patients
have in-person visits with their physician prior
to receiving a prescription. With the onset of
the pandemic, many doctors’ offices suspended
in-person appointments, creating a potential
barrier to patients receiving buprenorphine.

To address this barrier, SAMHSA and the DEA
have given doctors increased flexibility by
allowing physicians to use video and telephone
consultations when starting patients on
buprenorphine and for providing maintenance
treatment [117, 118].

In the U.S., methadone can only be dispensed
at opioid treatment programs (OTP) certified
by SAMHSA. Patients receiving methadone are
required to visit the OTP daily to receive their
medication, although take-home doses may

be given to patients for whom this is deemed
appropriate by medical personnel. Due to
these dispensing requirements, patients on
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methadone often have to wait for long periods
of time in congested conditions where social
distancing is not possible creating increased risk
for transmission of COVID-19 for both patients
and staff. To address these concerns, SAMHSA
has allowed OTPs to apply for a waiver that
would afford them greater flexibility in providing
methadone. Under the waiver program, OTPs
are allowed to provide 14 take-home doses to
clinically less stable patients and 28 doses for
clinically stable patients. OTPs are also allowed
to provide continuing care to existing patients
using video or telephone consultations [118].
As a way to support these changes, the Centers
for Medicaid and Medicare Services has begun
to reimburse providers for patient visits that
are done through telehealth or telephone,
something that was not allowed prior to the
pandemic.

While there are no federal regulations that
govern the distribution of naloxone, public
health experts have encouraged states to
make adjustments to local policies and
procedures to ensure continuing access to
those who most need it [100]. In Indiana,

the IDOH is responsible for overseeing the
distribution of naloxone. Due to the pandemic,
naloxone distribution became difficult for
IDOH. To address this supply chain issue, the
Governor's office and the Indiana Division

of Mental Health and Addictions (DMHA)
awarded one million dollars to the Overdose
Lifeline so they could increase their capacity
to distribute naloxone throughout the state.
With the use of these funds, Overdose Lifeline
can now provide naloxone through the mail to
persons who are quarantining and at various
recovery organizations throughout Indiana. The
increased funding has also allowed Overdose
Lifeline to pilot the use of “nalox boxes”, boxes
containing naloxone placed at stores in areas
with high rates of overdose, where individuals
can take a kit from the box without going into
the store or identifying themselves [119].

Findings from Key Informant Interviews

A key informant reported that although
overdose trends in the state had been increasing
prior to the onset of the pandemic, once the
pandemic hit, “it didn't take long for our alarm
bells to start going off and getting word back
from the community that we are going to have
problems here; this isn't good.” According to our
key informant, one of the drivers of overdose is
isolation and lack of social connections and “...
as early as April of last year...we started hearing
anecdotal stories again of people using [drugs]
alone.” Although the key informant indicated
that “ED visits for overdose are skyrocketing. It
was up about 82% or something, just insane as
of September..." he believed this was a sign that
prevention strategies, like Narcan, are working
because overdose deaths were not climbing

at the same rate. The key informant cited the
federal government’s revisions to buprenorphine
prescribing guidelines as a positive change
which opened treatment opportunities to

more people. Unfortunately, the key informant
was distressed to learn that rather than start
providing virtual buprenorphine consultations,
many clinics reported “...we actually shut our
buprenorphine clinic down and we're not sure
when we're going to reopen”. The key informant
indicated that recovery organizations are the
best choice to help in reducing overdoses and
helping persons who use drugs deal with the
pandemic as the people in those organizations
“...face a lot of adversity in recovering from
addiction, they had experience with isolation...
really challenging circumstances...having to
maneuver in some chaos is not new to them.”
The key informant indicated that keeping the
supply of naloxone flowing the state was also
essential for reducing fatal overdoses. The key
informant applauded Indiana’s decision to shift
naloxone distribution from IDOH to a non-profit
organization that was prepared to do the job.




Mental Health

Mental health is an important part of an
individual's overall health and well-being.
According to a survey conducted by the CDC
in June 2020, 41% of Americans reported
experiencing at least one adverse mental or
behavioral health condition, primarily anxiety
and depressive disorders, trauma and stressor
related disorders, initiation or increase of
substance use, and serious suicidal ideation,
due to pandemic-related stress. Past-month

prevalence was highest among those aged 18-24

years, but decreased with age [52].
The BeWell Crisis Helpline is the public facing
component of Indiana’'s FEMA-funded Crisis

Counseling Program (CCP). It was launched
July 2020 in response to the pandemic. The
program provides community-based outreach
and psychoeducational services to individuals
and communities, helping them to recover
from the effects of natural or human-caused
disasters. Between July 2020 and December
2020, the BeWell Crisis Helpline received over
6,000 calls. Figure 17 shows the monthly call
volume during the 6-month period. Most calls
were related to loneliness and isolation (35%),
anxiety and fear (35%), and sleep problems
(33%) [120].

Figure 17: Number of Calls to the BeWell Crisis Helpline, July 2020 — December 2020
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Mental Health America (MHA) launched an
online screening tool in 2014, which is now

the most widely used online self-screening

tool in the nation. Between January 2015 and
December 2020, over 85,000 self-screenings
were completed in Indiana. In the nine months
from April 2020 to December 2020 during the
pandemic, a higher than average number of self-
screenings (more than 31,000) were performed
by Hoosiers. Nearly 60% of Indiana screenings
were completed by young people between the
ages of 11 and 24. Among Hoosiers of all ages,
the top three reasons for self-screening were:

« depression (43.3%)
+ bipolar disorder (18.4%), and
« anxiety (174%).

These three conditions (depressive, bipolar,
and anxiety disorders) are also associated with
suicidal ideation, suicide-related behaviors, and
suicide fatalities [120].

Community resilience is a measure that reflects
the ability of individuals and households to
absorb, endure, and recover from the impacts

of a disaster. The greater the number of risk
factors, the more vulnerable (or less resilient) an
individual or community is [121]. See Appendix
B for estimates on community resilience by
county.

Findings from Key Informant Interviews

Key informants remarked that the pandemic
affected nearly everyone’s mental health.

As one participant remarked, “who’s the affected
populations? It's everybody” and that “it's
affected all of us, you know, we are seeing just
panic and high levels of anxiety and depression”.
Mental health concerns are not particular to any
one group, as “people from all walks of life...are
recognizing that they 're not alone. Everybody’s
kind of going through the same thing’.

Key informants also mentioned the rise in help-
seeking behaviors. This included increases

in call volume to 911 and various hotlines,
expressing mental health concerns. There has
also been a considerable increase in online
self-screenings. One interviewee stated that
the expansion of telehealth and reimbursement
of these services, has boosted accessibility for
many individuals. On the other hand, it was
also noted that individuals from economically
disadvantaged groups may be less likely to
have access to a computer, smartphone, or

the internet, and are, therefore, less likely to
access telehealth services. One participant
remarked that many people from economically
disadvantaged communities are calling hotlines
and seeking help. Multiple key informants
remarked on the need to quickly scale up
service infrastructure, as existing infrastructure
levels were not able to keep up with the new
levels of demand.

Some key informants noted that older adults
are also, anecdotally, experiencing higher
levels of depression. This may be in part due
to increased isolation and fear of being at a
higher risk of dying. Multiple participants
noted that isolation has also been hard on
youth. Developmentally, socialization with
peers is important for youth and adolescents,
but due to COVID-19 precautions, youth are
unable to connect with peers in real life and are
connecting through social media. Youth who
are already vulnerable and experienced or are
experiencing trauma (e.g., adverse childhood
experiences or ACEs) are struggling with added
difficulties due to COVID-19.

Suicide

Suicide, or intentional self-harm, is one of the
leading causes of death in the United States,
and in 2018, was the 10th most common cause
of death [122]. Suicide can have a number

of risk and protective factors, and some




populations (e.g., veterans, youth, sexual and
gender minorities, etc.) may be more vulnerable
to suicidal ideation than others. A notable risk
factor for suicidal ideation is social isolation.
Though it may be too early to know the full
impact of COVID-19 on morbidity and mortality
associated with suicide, there are early findings
indicating that suicidal ideation is a very real
consequence associated with this pandemic.

The CDC survey administered in June 2020
indicated that overall, 11% of respondents
considered suicide in the past 30 days. This
measure was significantly higher for unpaid
caregivers for adults (31%), those aged 18-

24 (26%), essential workers (22%), and for
minority racial/ethnic groups (Hispanics: 19%;
non-Hispanic Blacks: 15%). Overall, suicidal
ideation was more prevalent among males than
females [52].

Generally, women report higher rates of
suicidal thoughts and non-fatal suicide
attempts, while men are more likely to die by
suicide. This phenomenon is referred to as the
gender paradox, which is attributable to men
attempting to die by suicide using more fatal
methods [123].

Between December 2019 and October 2020,
calls to the Indiana Suicide Hotline increased for
every age group, but was highest among young
people aged 13 to 24 (see Figure 18) [120].
Additional data show a substantial increase in
suicide-related 911 calls received by dispatch
centers throughout Indiana between March 13,
2019, and April 13, 2020 [120].

Figure 18. Number of Calls to the Indiana Suicide Hotline, by Age Group, December 2019 -

October 2020
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Findings from Key Informant Interviews

Multiple key informants remarked that the
frequency and severity of suicide-related

calls has increased since the pandemic. One
interviewee noted that Indiana suicide rates are
consistently higher than U.S. rates. However,
the rate for White individuals is lower in Indiana,
compared to the U.S. This indicates that
suicide mortality among minority populations
(specifically, Black Hoosiers) is higher in Indiana
compared to the nation. Key informants
further mentioned that a significant number

of sexual and gender minority individuals (or
LGBTQ), who are considered to be a vulnerable
population and at high risk of suicide, are self-
screening for mental health concerns at higher
rates.

Domestic Violence

Stay-at-home orders during the pandemic may
have had some unintended consequences on
the incidence of domestic violence (or intimate
partner violence). Though many victims of
domestic violence usually use text or call
hotlines, they may not be able to do so while
their partners are at home and, therefore, may
not be able to get help until the violence reaches
a point where police are called to the home.
Reports indicate that some cities saw increases
in service calls for domestic violence, while
other data show a decrease in call volume [124].

In October of 2020, the Indiana Criminal
Justice Institute (ICJI) surveyed organizations
in Indiana that offer help to victims of domestic
violence about the effect of COVID-19 on their
organizational capacity and ability to serve
clients. Here are some of their key findings:

« 52% of organizations have seen a de-
crease, while 22% have seen an increase
in clients

« 44% of organizations have seen an in-

crease in crisis hotline calls

« 22% of organizations reported being un-
derstaffed

« 75% of organizations stated not having
enough volunteers

+ 38% of organizations indicated that they
did not have adequate resources to effec-
tively serve clients

« 32% of organizations reported they had to
turn away clients due to a lack of organi-
zational capacity [125].

The Indiana Coalition Against Domestic Violence
(ICADV) stated that there was an 86% increase
in deaths related to domestic violence, which
COVID-19 clearly contributed to [126].

Domestic violence is not only dangerous to

the victimized spouse, but can have lasting
consequences on children in the household,
often leading to adverse childhood events
(ACEs). ACEs, which have been identified as

a major risk factor for many behavioral health
issues, may involve experiencing and/or
witnessing emotional, physical, or sexual abuse
and neglect [127-129].

Child Abuse and Neglect

Though the United States has seen a decrease
in the total number of emergency department
visits, the percentage of child abuse related

ED visits has increased from 2019 to 2020
[130]. However, researchers found a 24%

drop in reports of child mistreatment in 2020
compared to the year before [131] and declines
in substantiated reports during April and

May, likely due to school closures during the
pandemic [132]. Studies show that educators,
counselors, and school staff play a pivotal role in
identifying potential child abuse [67].

A recent study using data from the Department
of Child Services (DCS) together with
mobile phone movement data of Indiana




residents indicated a substantial drop in child Indiana DCS data show that fewer calls were
maltreatment from March to April 2020. made to the hotline reporting suspected cases
Counties whose residents stayed home for a of child maltreatment in 2020 (178,772 calls)
prolonged period reported significantly higher compared to 2019 (203,158 calls). Furthermore,
numbers of child maltreatment reports than a sharp decline in the number of calls occurred
counties whose residents stayed home for between January and April of 2020 (see Figure
a shorter period of time. According to the 19). However, the number of substantiated
authors, parental mental health factors, such cases of physical abuse, sexual abuse, and/
as stress and depression, as well as economic or neglect was slightly higher in 2020 (26,856
hardship were associated with increased risk of ~ cases) than in 2019 (25,363 cases); case
child maltreatment [72]. numbers spiked in July 2020 (see Figure 20)
[133].

Figure 19. Number of Calls to the Indiana DCS Hotline Suspecting Child Maltreatment, 2019-
2020
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Figure 20. Number of Child Maltreatment Cases involving Physical Abuse, Sexual Abuse,

and/or Neglect in Indiana, 2019-2020
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Findings from Key Informant Interviews

A key informant revealed that the pandemic had
a crucial impact on how DCS provided services
to families. In order to ensure child safety,
interviews with families were conducted onsite
prior to the onset of the pandemic; now these
interviews are generally conducted virtually,
which makes it more “difficult to pick up on
warning signs”. The respondent also mentioned
that child abuse/neglect cases and the number
of calls made to the hotline decreased, probably
because of school closures, as teachers were
not able to directly observe children at risk,
resulting in cases going undetected.

Although the pandemic changed the way some
services were provided, DCS ensured that

child safety came first and analyzed every case
individually to determine whether in-person or

virtual meetings were appropriate and would
benefit the family. As a result, a mandate was
passed in June 2020 to require young children
to have a face-to-face visit with their parents at
least once a week. This was rendered important
because young children need parental bonding
and attachment to feel safe and these feelings
cannot be fostered virtually.

Conclusion

In a matter of months, the COVID-19 pandemic
has impacted the life of every American. The
disease has led to dramatic changes in how
people are conducting their day-to-day lives.
Millions across the country have been negatively
affected through separation from friends and
family, loss of employment, stress from ongoing
social distancing measures, fear of becoming

il or making others ill, and grief from the loss




of loved ones. For persons who use drugs,
changes in supplies of drugs stemming from
travel restrictions; isolation and loneliness

tied to social distancing measures; increasing
feelings of anxiety, depression, and despair;
and lack of access to treatment are creating an
environment that puts them at increased risk
for overdose and death. To address some of
these risks, the federal government has given

providers greater flexibility in how they manage
patients who are using medication to assist
their recovery while many states have adjusted
their naloxone distribution programs to allow for
continued access to this life-saving medication.
Although these changes are an important step,
additional changes are likely needed to prevent
further loss of life.




APPENDIX A: Food Insecurity and Projected Food Insecurity Rates by County

OverallFood ~ recicred Child Food  Predicted Child
Insecurity Rate Ins:iza:—lilt;ol'\?ac!ce Insecurity Rate Food Insecurity
(2018) (2020) (2018) Rate (2020)
Adams 12.2% 15.8% 17.9% 25.0%
Allen 12.6% 17.0% 17.2% 25.8%
Bartholomew 11.6% 15.5% 15.8% 23.5%
Benton 14.0% 17.0% 19.8% 25.6%
Blackford 13.8% 18.5% 20.6% 29.7%
Boone 8.5% 11.2% 10.5% 15.5%
Brown 10.6% 14.5% 13.5% 21.0%
Carroll 11.6% 15.2% 16.2% 23.3%
Cass 12.9% 16.8% 17.9% 25.6%
Clark 11.7% 15.9% 15.8% 24.1%
Clay 13.7% 17.3% 20.2% 27.0%
Clinton 11.6% 15.0% 15.6% 22.2%
Crawford 14.9% 18.8% 21.5% 28.9%
Daviess 12.0% 14.4% 15.6% 20.1%
Dearborn 11.0% 15.0% 15.8% 23.6%
Decatur 12.5% 17.2% 17.3% 26.4%
De Kalb 11.3% 15.6% 15.6% 24.0%
Delaware 15.1% 19.1% 20.9% 28.6%
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Predicted

Overal_l Food Overall Food ChiId_Food Predicted Ch_ild
Insecurity Rate Insecurity Rate Insecurity Rate Food Insecurity
(2018) (2020) (2018) Rate (2020)
Dubois 10.4% 13.2% 14.0% 19.2%
Elkhart 11.6% 16.3% 15.1% 24.4%
Fayette 15.9% 21.4% 22.4% 33.1%
Floyd 11.2% 15.1% 15.3% 22.9%
Fountain 13.1% 17.0% 16.8% 24.6%
Franklin 10.7% 14.3% 14.6% 21.5%
Fulton 13.1% 16.9% 18.3% 25.7%
Gibson 11.4% 15.4% 15.6% 23.2%
Grant 15.9% 19.6% 23.5% 30.5%
Greene 14.0% 17.3% 19.7% 26.1%
Hamilton 7.7% 10.5% 9.3% 14.7%
Hancock 9.9% 13.3% 13.5% 20.1%
Harrison 12.2% 16.0% 15.9% 23.3%
Hendricks 8.8% 11.8% 11.3% 17.0%
Henry 14.1% 18.0% 20.2% 277%
Howard 14.7% 20.9% 21.0% 33.3%
Huntington 11.7% 15.8% 16.2% 24.1%
Jackson 13.2% 17.8% 17.4% 26.3%
Jasper 11.4% 15.2% 15.6% 23.0%




Predicted

Overal_l Food Overall Food ChiId_Food Predicted Ch_ild
Insecurity Rate Insecurity Rate Insecurity Rate Food Insecurity
(2018) (2020) (2018) Rate (2020)
Jay 14.2% 18.2% 19.6% 276%
Jefferson 13.4% 17.8% 19.4% 28.1%
Jennings 13.7% 18.2% 19.5% 28.3%
Johnson 10.1% 13.5% 13.3% 19.8%
Knox 15.0% 18.7% 20.8% 27.8%
Kosciusko 10.9% 14.6% 14.6% 21.7%
Lagrange 9.0% 13.2% 12.2% 20.4%
Lake 13.9% 18.9% 19.8% 29.6%
La Porte 13.9% 18.8% 21.2% 30.9%
Lawrence 13.2% 17.0% 18.6% 26.2%
Madison 15.0% 19.3% 21.4% 29.7%
Marion 15.3% 19.2% 19.7% 274%
Marshall 11.6% 15.5% 14.9% 22.5%
Martin 12.9% 15.4% 17.9% 22.6%
Miami 14.7% 19.3% 21.4% 30.6%
Monroe 14.1% 17.2% 17.3% 23.1%
Montgomery 11.7% 14.8% 15.7% 21.7%
Morgan 12.0% 15.1% 17.2% 23.2%
Newton 13.1% 16.9% 20.2% 274%
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Predicted

Overal_l Food Overall Food ChiId_Food Predicted Ch_ild
County Insecurity Rate Insecurity Rate Insecurity Rate Food Insecurity
(2018) (2020) (2018) Rate (2020)
Noble 10.1% 15.2% 13.0% 23.0%
Ohio 10.0% 14.5% 13.0% 21.7%
Orange 15.4% 21.4% 21.9% 33.7%
Owen 14.6% 17.9% 22.7% 29.0%
Parke 14.0% 17.1% 20.7% 26.6%
Perry 12.8% 16.7% 19.7% 27.3%
Pike 12.4% 15.9% 18.7% 25.4%
Porter 10.6% 15.0% 14.1% 22.8%
Posey 10.6% 13.5% 14.1% 19.5%
Pulaski 13.3% 16.9% 18.9% 25.8%
Putnam 12.7% 16.3% 18.5% 25.4%
Randolph 14.0% 17.8% 20.5% 27.8%
Ripley 11.9% 15.7% 17.0% 24.4%
Rush 13.7% 17.7% 19.0% 26.6%
Saint Joseph 13.4% 18.0% 18.0% 27.0%
Scott 14.5% 19.5% 21.0% 30.8%
Shelby 11.6% 16.0% 16.1% 24.6%
Spencer 11.0% 14.0% 16.0% 21.9%
Starke 13.4% 17.7% 18.6% 271%




Predicted

Overal_l Food Overall Food ChiId_Food Predicted Ch_ild
County Insecurity Rate Insecurity Rate Insecurity Rate Food Insecurity
(2018) (2020) (2018) Rate (2020)
Steuben 11.5% 15.3% 16.7% 24.3%
Sullivan 14.3% 18.0% 19.5% 26.6%
Switzerland 15.6% 20.2% 22.4% 31.5%
Tippecanoe 13.1% 16.6% 15.2% 22.0%
Tipton 11.1% 15.0% 15.7% 23.3%
Union 11.7% 15.2% 14.8% 21.4%
Vanderburgh 14.5% 18.4% 19.9% 274%
Vermillion 15.4% 19.3% 23.0% 30.6%
Vigo 15.9% 19.9% 21.4% 29.4%
Wabash 12.5% 16.1% 18.2% 25.2%
Warren 11.5% 14.7% 17.6% 23.8%
Warrick 9.8% 13.0% 12.8% 18.9%
Washington 13.5% 17.6% 18.9% 26.9%
Wayne 15.0% 18.6% 20.9% 27.9%
Wells 10.6% 14.1% 14.8% 21.6%
White 11.1% 14.2% 15.1% 21.0%
Whitley 10.6% 14.3% 16.3% 23.4%

Source: U.S. Department of Agriculture (2020)
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APPENDIX B: Estimates of Community Resilience by County

O Risk Factors

1-2 Risk Factors

3+ Risk Factors

Population @ Number Percent Number Percent Number Percent
Adams 35,543 12,797 36.0% | 15634 | 44.0% 7112 20.0%
Allen 372,777 109,822 | 29.5% | 178,058 | 47.8% | 84,897 | 22.8%
Bartholomew 82,494 27,643 335% | 38343 | 46.5% | 16,508 | 20.0%
Benton 8,632 2,678 31.0% 4,153 48.1% 1,801 20.9%
Blackford 11,838 3,500 29.6% 5,351 45.2% 2987 | 25.2%
Boone 66,822 27,398 41.0% | 30,663 | 45.9% 8,761 13.1%
Brown 15,229 4,598 30.2% 7119 46.7% 3,512 23.1%
Carroll 20,088 6,672 33.2% 9,129 45.4% 4,287 21.3%
Cass 37,618 11,105 29.5% | 16,989 | 45.2% 9,524 | 25.3%
Clark 116,918 36,733 31.4% 55455 | 474% | 24,730 | 21.2%
Clay 26,076 8,988 34.5% 11,277 | 43.2% 5,811 22.3%
Clinton 32,070 7315 22.8% 16,814 | 52.4% 7,941 24.8%
Crawford 10,558 3,531 33.4% 4682 | 443% | 2,345 | 22.2%
Daviess 32,956 9,918 30.1% 13967 | 42.4% 9,071 27.5%
Dearborn 49,320 18,213 36.9% 21735 | 44.1% 9,372 19.0%
Decatur 26,736 7,230 27.0% 13,749 | 514% 5,757 21.5%
De Kalb 43,150 15,467 35.8% | 20,008 | 46.4% 7675 17.8%
Delaware 107402 30,272 282% | 51494 | 479% | 25636 | 23.9%




O Risk Factors 1-2 Risk Factors 3+ Risk Factors

Population = Number Percent Number Percent Number Percent

Dubois 42,405 14,622 345% | 19,080 | 45.0% 8,703 20.5%
Elkhart 203,899 56,554 277% | 100,726 | 494% | 46,619 | 22.9%
Fayette 22,997 6,760 29.4% 9,470 41.2% 6,767 29.4%
Floyd 77,320 25,692 332% | 35282 | 456% | 16,346 | 21.1%
Fountain 16,330 4,868 29.8% 7949 48.7% 3,513 21.5%
Franklin 22,736 7547 33.2% 10,827 | 476% 4,362 19.2%
Fulton 20,021 6,307 31.5% 8863 | 44.3% 4,851 24.2%
Gibson 33,080 10,682 32.3% 15453 | 46.7% 6,945 21.0%
Grant 61,950 16,625 26.8% 28,891 | 466% | 16434 | 26.5%
Greene 31,899 9,739 30.5% 14659 | 46.0% 7,501 23.5%
Hamilton 329,715 142,610 | 43.3% | 141,329 | 429% | 45776 | 13.9%
Hancock 76,183 31,296 41.1% 31,876 | 41.8% 13,011 17.1%

Harrison 40,177 13,457 33.5% 18,363 | 45.7% 8,357 20.8%
Hendricks 163,853 67,501 41.2% 71,382 | 43.6% | 24,970 | 15.2%
Henry 45,138 12,492 27.7% 21,753 | 482% | 10,893 | 24.1%
Howard 81,957 22,829 27.9% 39279 | 479% | 19849 | 24.2%
Huntington 35,366 11,526 32.6% 17465 | 49.4% 6,375 18.0%
Jackson 43,938 14,186 32.3% 19,857 | 45.2% 9,895 22.5%
Jasper 32,609 11,218 34.4% 14973 | 45.9% 6,418 19.7%
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O Risk Factors

1-2 Risk Factors

3+ Risk Factors

Population = Number Percent Number Percent Number Percent

Jay 20,702 7,087 34.2% 9,232 44.6% 4,383 21.2%
Jefferson 30,548 9,235 30.2% 13,218 | 43.3% 8,095 26.5%
Jennings 27474 8,274 30.1% 12,831 | 46.7% 6,369 23.2%
Johnson 154,973 59,477 38.4% 68,921 | 445% | 26,575 17.1%

Knox 35,168 10,959 31.2% 16,005 | 455% | 8204 | 23.3%
Kosciusko 78,358 26,165 33.4% 36,515 | 466% | 15678 | 20.0%
Lagrange 39,193 10,597 27.0% 18432 | 470% | 10,164 | 25.9%
Lake 481,382 105,787 | 22.0% | 235,630 | 48.9% | 139,965 | 29.1%
La Porte 104,385 25,824 24.7% 51,908 | 497% | 26653 | 25.5%
Lawrence 45,511 13,936 30.6% 21,361 | 46.9% | 10,214 | 224%
Madison 124,555 37,219 29.9% 58,211 | 46.7% | 29125 | 234%
Marion 945,387 207535 | 22.0% | 486,107 | 514% | 251,745 | 26.6%
Marshall 46,114 15,126 328% | 20,263 | 43.9% | 10,725 | 23.3%
Martin 10,176 3,279 32.2% 4,774 46.9% 2,123 20.9%
Miami 32,460 7,504 23.1% 16,967 | 52.3% 7,989 24.6%
Monroe 132,865 42,051 31.6% 64,703 | 48.7% 26,111 19.7%
Montgomery 37489 11,897 31.7% 17246 | 46.0% | 8,346 22.3%
Morgan 69,883 20,040 | 28.7% 35247 | 504% | 14,596 | 20.9%
Newton 13,971 4,620 33.1% 6,239 44.7% 3112 22.3%




O Risk Factors 1-2 Risk Factors 3+ Risk Factors

County Population Number Percent Number Percent Number Percent
Noble 47220 14,730 31.2% 21913 | 464% | 10,577 | 224%
Ohio 5,844 1,906 32.6% 2,536 43.4% 1,402 24.0%
Orange 19,410 5,696 29.3% 8,827 45.5% 4,887 25.2%
Owen 20,783 6,292 30.3% 9,550 | 46.0% 4,941 23.8%
Parke 15,653 5,387 34.4% 6,515 41.6% 3,751 24.0%
Perry 17,769 6,143 34.6% 7,395 41.6% 4,231 23.8%
Pike 12,337 4,140 33.6% 5584 | 45.3% 2,613 21.2%
Porter 167,251 58,167 348% | 75599 | 45.2% | 33485 | 20.0%
Posey 25,486 9,922 38.9% 10,351 | 40.6% 5,213 20.5%
Pulaski 12,352 4,069 32.9% 5773 46.7% 2,510 20.3%
Putnam 33,109 12,482 37.7% 13692 | 414% 6,935 20.9%
Randolph 24,751 8,189 33.1% 10,992 | 44.4% 5,570 22.5%
Ripley 28,441 9,641 33.9% 12913 | 454% 5,887 20.7%
Rush 16,620 5,616 33.8% 7,267 43.7% 3,737 22.5%
Saint Joseph 262,259 60,867 | 232% | 132,534 | 50.5% | 68,858 | 26.3%
Scott 23,750 7,059 29.7% 11,241 47.3% 5,450 22.9%
Shelby 44,371 13,745 31.0% 20,712 | 46.7% 9,914 22.3%
Spencer 20,267 7427 36.6% 8,730 43.1% 4,110 20.3%
Starke 22,935 7,278 31.7% 10,665 | 46.5% | 4,992 21.8%
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O Risk Factors 1-2 Risk Factors 3+ Risk Factors

Population @ Number Percent Number Percent Number Percent

Steuben 33,458 11,018 32.9% 15,201 | 454% 7,239 21.6%
Sullivan 18,604 5,595 30.1% 8,503 45.7% 4506 | 24.2%
Switzerland 10,675 3,321 31.1% 5230 | 49.0% 2,124 19.9%
Tippecanoe 178,779 48,442 27.1% 91,573 | 51.2% | 38,764 | 21.7%
Tipton 15,093 4,765 31.6% 7,061 46.8% 3,267 21.6%
Union 7,019 2,710 38.6% 2,644 37.7% 1,665 23.7%
Vanderburgh 176,799 45,524 25.7% 85,847 | 48.6% | 45428 | 257%
Vermillion 15,479 4,629 29.9% 6,809 | 44.0% 4,041 26.1%
Vigo 99,084 27,018 27.3% 47809 | 483% | 24,257 | 24.5%
Wabash 30,170 10,355 34.3% 12,072 | 40.0% 7743 25.7%
Warren 8,237 2,978 36.2% 3,314 40.2% 1,945 23.6%
Warrick 62,500 25,148 40.2% | 26,995 | 43.2% | 10,357 | 16.6%
Washington 27,866 8,450 30.3% 13,058 | 46.9% 6,358 22.8%
Wayne 64,648 16,185 25.0% 31,165 | 482% | 17298 | 26.8%
Wells 28,098 9,598 34.2% 12,753 | 454% 5,747 20.5%
White 24,027 8112 33.8% 10,841 | 45.1% 5,074 21.1%
Whitley 33,904 11,665 34.4% 16,063 | 474% 6,176 18.2%

Source: U.S. Census Bureau (2020)
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