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Line 1. “Physical improvements and housing” 

Nothing to report 
 

Line 2. “Economic development” 

The New East   

 

Community Health Network celebrated a milestone in the construction of a new state of the art hospital. 
The patient tower opened at Community Hospital East in February.  It includes an all new emergency 
department, medical imaging, surgery, delivery, and inpatient rooms.    

Designed with input by Community patients, some of the features include:  

•  Innovative bedside technology  
•  Enhanced privacy features  
•  Emergency department nearly doubled in size (72 rooms, up from 32 rooms)  
•  NIC2 model of care allows mom to deliver and reside in the same room as newborn who requires 

neonatal intensive care (this feature is new to the Indianapolis market) 
• Clean waste technology that will reduce footprint by 90%.  

By building a brand new hospital, Community is investing more than $175 million in the east 
side.  Construction of the new Community East, which began in the spring of 2016, is taking place in 
several phases, all designed to prevent disruption in patient care.    

The next wave of construction will be the demolition of the old patient towers, and the building of a new 
main entrance.  This final phase of construction is expected to be completed by the Winter of 2020. 

Also new to the East campus is the Neuro-Diagnostic Institute (NDI), Indiana's newest state psychiatric 
hospital.  The $118 million facility opened in March, replacing the LaRue D. Carter Memorial Hospital 
on the west side of Indianapolis.  NDI's 159 beds include space for 60 pediatric patients.   

Community East and the NDI share the Bill Spurlock Support Services Hub, which houses receiving, 
shipping, materials storage and disposal activities. 

Community Health Network is also leasing space at NDI.  Behavioral Health East opened in July.  The 15 
bed unit provides inpatient care for Community behavioral health patients on the east side. 
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Eastside Redevelopment Project  
Convened by Community Hospital East, the Indianapolis East Redevelopment Committee (IERC) serves 
as a collaborative platform for addressing quality of life issues on the Eastside of Indianapolis. The 
organization got its start when Emerson Avenue was in need of repaving from I-70 to 21st Street, and the 
city looked for community involvement to get the project off the ground. Area partners— Community 
Hospital East, Warren Township Schools, Raytheon, Finish Line, Caito Foods, Indy Chamber, Marriott 
East and Far Eastside Neighborhood Association— came together, but soon found a greater common 
interest beyond paving a road: revitalization on the Eastside of Indy. Today, a foundational initiative of 
the IERC has been the Emerson Corridor Strategy. This strategy has identified major employers in the 
area.  The IERC has used this information to expand the reach and grow the numbers of businesses and 
organizations in the community that are participating.  The IERC meets bimonthly and consists of the 
following committees that help facilitate community engagement and economic discussions at those 
meetings: 

Indianapolis East Redevelopment Committee Working Groups 

 

BRAG Farmer’s Market 
 Community supports the Market at Hague. Market at Hague is an 
initiative of BRAG.  Market at Hague joined with other farmer’s 
markets in 2013 to start a token program to help farmers market 
vendors accept Supplemental Nutrition Assistance Program (SNAP) 
and to help get more farm-direct produce into the hands of our low-
income neighbors. Formerly known as the Food Stamp Program, 
SNAP benefits are distributed through the Hoosier Works Card, which 
is used like a debit card. This helps our community members leverage 

Indy Hunger Network’s Fresh Bucks program which is an incentive program that doubles SNAP dollars 
on purchases of Indiana-grown specialty crops. A SNAP user can get up to an extra $20 to spend around 
the market. The dollar for dollar match can be used to purchase Indiana-grown: fresh and dried produce, 
herbs, honey, maple syrup, and even seedlings for edible plants.  In 2018, an average of 2,000 persons per 
week visited the Market from April to October.   
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Binford Redevelopment and Growth (North Region) 
Binford Redevelopment and Growth, Inc. (BRAG) is a non-profit neighborhood organization located 
in the northeast corner of Indianapolis. Founded in 2005 by a group of neighbors concerned about 
lack of retail services at 71st Street and Binford Boulevard, it has grown into a thriving organization 
covering 43 neighborhoods.  The BRAG mission is the commercial and residential enhancement of 
Binford Boulevard and adjacent neighborhoods.  The organization addresses economic and quality-
of-life issues facing residents and businesses in the area bound by Sargent Road on the east, 82nd 
Street on the north, Dean Road on the west and 56th Street and Fall Creek Road on the south.  As an 
integral part of the community, BRAG strives to bring a wide variety of professional services: 
convenient, shopping, opportunities for business growth and development, employment, recreation 
and beautiful green spaces.  CHNw is a supporter of BRAG’s commitment and mission and sponsors 
its Farmer’s Market initiatives as well as the Northeast Business Roundtable quarterly meetings. The 
Northeast Business Roundtable is an effort to further engage and facilitate discussions between 
neighborhoods and the business community on the northeast side of Indianapolis.  The Northeast 
Business Roundtable Meetings included discussions by the Indianapolis Department of Metropolitan 
Development (DMD), Roche Diagnostics, General Manager for Castleton Simon Malls, Indiana 
Department of Transportation (INDOT), Indianapolis Metropolitan Police Department and 
Indianapolis Mayor’s Office on the following issues: 

 

 
Line 3. “Community support”  

Medical Legal Partnership 
The purpose of a medical legal partnership (MLP) is to improve health outcomes for patients through 
the provision of legal services that impact social determinants of health.  Hospitals often see patients 
who are suffering from acute and chronic medical conditions caused or aggravated by conditions in 
patients’ homes, issues in the patients’ relationships or patients’ lack of income and other resources.  
Embedding an MLP attorney in the hospital allows the hospital and the MLP to work together as a 
team to address habitability issues in a patient’s home and provide patients with the medical care and 
legal services they need to become healthy and stay healthy.  By way of this partnership, patients have 
the opportunity to obtain a clean slate for future employment opportunities. 
 

Economic Development

Public Safety

Transportation

Community Collaboration and Partnership
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In 2018, the Community Hospital East Medical Legal Partnership had more than 220 completed 
intakes and received more than 400 referrals. A snapshot of the stories behind the numbers is 
highlighted below:    
 
 
Helping to provide stability to families and keeping children safe: Reducing the negative impact of 
adverse childhood experiences  
 
The MLP attorney established a guardianship of a teenager who is being raised by his aunt. The 
child’s aunt had been his caregiver for all of his life. Issues arose when the aunt attempted to obtain 
various health related services (for example, dental and vision care) for her nephew and to obtain 
benefits to help with the cost of raising him. The MLP filed and obtained a guardianship on behalf of 
the patient/client to enable the aunt to continue to raise him and provide him with care. The 
guardianship not only allows the aunt to obtain the services and benefits the child needs, but will 
ensure that he remains in the aunt’s care until his parents are able to provide care for him.  
 
The MLP attorney obtained a supervised parenting time order on behalf of a patient/client whose 
parent abused the patient/client during a parenting time visit. The MLP attorney filed a petition with 
the Court to restrict the parent’s parenting time to being supervised, subpoenaed the Child Protective 
Services’ employees who investigated the allegations, and prepared the patient/client for the hearing. 
The Court granted the petition for supervised parenting time, ensuring the child’s safety and that the 
parent will not have an opportunity to be left alone with the child again.  
 
The MLP attorney represented a patient/client in a contested paternity proceeding. The patient/client had 
been the victim of financial and physical abuse. The patient/client fled their former partner due to 
physical abuse and was required to start over without furniture or other necessary belongings. The 
patient/client had been the sole provider for many years and had accrued debt that served as a barrier to 
hiring private counsel. Following their separation, the patient/client’s former domestic partner filed a 
petition to establish paternity, obtain custody of the parties’ young child, and requested that patient/client 
pay the former partner child support. The MLP intervened. The MLP was able to obtain a favorable 
preliminary agreed entry minutes before the contested preliminary hearing was to begin. Additionally, 
they secured an extension of the order of protection against patient/client's former partner. The parties 
reached an agreement shortly before the hearing on permanent custody whereby the MLP attorney 
obtained physical custody, weekly child support, and a back support award of over $3,000 for the 
patient/client. The agreement ensured the child will not experience the trauma of being removed from the 
home he shares with his mother and siblings and that his mother will have funds available to help care for 
him.  
 
Shortly before the office closed for the holidays in December, the MLP attorney received an urgent 
referral. A pregnant, at-risk patient was without heat and water due to an unpaid utility bill. The 

Housing  
50%

Family Stability 
(ACE)
10%

Unemployment
10%

Advance
Directives/POA

30%
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vulnerable patient/client was unaware of the outstanding utility bill until she separated from her 
former partner/roommate and moved into a new home. When the patient/client applied for utility 
services, she learned the former partner had failed to pay the utility bill at a past residence and that 
the debt owed was solely in her name. The MLP intervened, contacted legal counsel for the utility, 
worked out a payment arrangement with the utility company to allow the patient/client to have heat 
and water restored, and obtained a $50 grant from the utility company that was applied to the 
patient/client's bill as a credit. The MLP attorney worked with the Patient Assistance Fund 
throughout her vacation to ensure the patient/client had the additional funds necessary to start utility 
service. Providing this assistance helped relieve the stress the pregnant, patient/client was 
experiencing and helped to ensure she has access to the most basic of human needs, water and a 
warm place to rest.  
 
Preventing homelessness  
 
Throughout 2018, the MLP advised and intervened in many housing cases. In one case, the MLP 
intervened when a pregnant patient/client, unable to walk the distance from the parking lot to her 
apartment building, damaged the property by making a temporary parking area so that she was able 
to carry her groceries and other items to her apartment. The landlord threatened to evict her and she 
was referred to the MLP as an eviction. In speaking with the patient/client, the MLP determined that 
the pregnant patient/client needed a reasonable accommodation so that she had a shorter walk from 
her car to her apartment. The MLP negotiated a reasonable accommodation on the patient’s behalf 
allowing the patient to move to a unit closer to the parking area and significantly limiting the distance 
from her vehicle to the building.  
 
The MLP received an urgent call that a patient was at risk of being homeless and refused to go to a 
homeless shelter. The patient was due to be discharged from the facility and had remained in the 
facility longer because there was no safe place to discharge him. The MLP intervened and learned 
that his relatives were preventing him from returning to the familial home due to a dispute with his 
family members who did not reside in the familial home. The MLP reached out to the relatives 
barring his return to his home and asserted his legal rights. The MLP was prepared to pursue legal 
action if the illegal eviction continued. The MLP was able to negotiate an agreement whereby the 
patient was able to be discharged and return to his home.  
 
A patient was referred to the MLP after having received a threat of eviction from the landlord’s 
attorney improperly terminating the month-to-month lease. The MLP attorney reached out to the 
landlord’s attorney, asserted the patient’s rights to proper notice under Federal and Indiana law which 
resulted in the patient gaining an additional month of tenancy to look for additional housing. When 
the landlord later filed a lawsuit, the MLP referred the case to the Eviction Avoidance Project within 
Indiana Legal Services which helped the patient avoid two other eviction attempts filed by the 
landlord.  
 
A patient moved into a new apartment with the hope of a new start in the new residence. The patient, 
who has physical disabilities, had downsized from a larger apartment and was in the process of 
moving some things to storage and unpacking others. A complaint was made to the apartment 
complex regarding the condition of the apartment, which the apartment complex in turn investigated. 
The apartment complex sent a notice to the patient/client to remove the items by a set deadline or 
face eviction. The landlord claimed the apartment posed a safety risk and violated the terms of the 
lease. The MLP intervened and asserted the patient/client's right to a reasonable accommodation to 
allow her additional time to unpack the items and move the other items to storage, efforts that had 
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been hampered due to an illness and physical disabilities. The landlord agreed and allowed the 
patient/client additional time. The patient/client was able to remain in the unit.  
 
Enforcing right to quiet enjoyment of premises  
 
Patient/client moved into a non-smoking building due to her health condition which is severely 
aggravated by smoke. The apartment complex later moved an individual in the unit above the 
patient/client. The individual began smoking various things and the smoke and odor traveled to the 
patient's apartment, causing her condition to worsen. After her calls to the police and the apartment 
complex did not resolve the issue, the MLP intervened and demanded that the other tenant be 
relocated. The MLP asserted the patient/client's right to quiet enjoyment of the premises and asserted 
that the other tenant’s rule violations coupled with the apartment complex’s failure to act were a 
material breach of the lease. The other tenant was removed from the apartment building shortly 
thereafter and the patient/client reported improvement in her physical and mental health.  
 
 
Recovering transportation  
 
Patient/client stored her vehicle in her brother's storage unit owned by a large storage company. Her 
brother died and the storage unit refused to allow her entry to retrieve the vehicle. The MLP 
intervened by contacting the corporation and threatening suit for conversion, among other claims. 
The MLP came to an agreement with the storage company whereby the patient/client was able to 
gain entry and retrieve her vehicle which she stated she needed for doctor appointments.  
 
Conclusion  
 
By taking a proactive approach to identifying and correcting legal issues impacting the health of 
patient/clients before the patient/clients reach the emergency room, the MLP has had and continues 
to have a positive impact on health outcomes.  
 

YMCA Partnerships 
Baxter YMCA   
Community partnered with the Baxter YMCA to provide physical activity challenges and nutrition to the 
community.  The activities included: 

• Quarterly older active adult lunch and learns-- four education programs on diabetes nutrition, sleep, 
cardiovascular health and healthy weight   

• Fitness revolution (six weeks fitness challenge):  207 participants   
• Diabetes prevention program  8 patients received entry into 25-week program 
• Pool Party to provide physical activity to families:  300 participants 
• Healthy preschool snacks and recipes:  225 children 
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Serve 360 
Building upon a legacy of volunteerism, Serve360 offers Community employees 
a way to live the network’s mission (to enhance health and well-being) and 
cultivate the spirit of volunteer service. The name, Serve360, reflects 
Community’s way of completing the circle, collectively giving back to the 
people and neighborhoods that gave birth to the network and continue to support 
it.  Many Serve360 volunteer staff community events, and every year the 
amount of time committed by employees grows. Community’s leaders are held 
accountable as servant leaders and are required to complete at least one 
Serve360 event a year. From staffing food kitchens to painting homes, its 
purpose is to decrease cost for nonprofit organizations serving their 
communities while increasing the economic viability and effectiveness of the 
organizations. Serve360 works with community organizations to deliver the 
volunteer hours necessary to keep expenses low in addition to improving the 
outcomes for the organizations serving our patients and community. In 2018, 
CHNw employees donated 11,627 volunteer hours, which translates to 2,323 
unique volunteers providing services to nearly 95 organizations in Central 
Indiana.   

 
Servants at Work (SAWs) is a nonprofit 501(c)(3) organization that builds 
wheelchair ramps to provide persons with disabilities and conditions of aging 
with the freedom to remain in their homes and reconnect with their communities.  
Overcoming their activity impediments allows people to "age in place" and 
remain in their homes. 
 
Community collaborated with SAWs to help build a wheelchair ramp for 
“Christine B”, who is confined to a wheelchair by a rare spinal disease. Her 
existing ramp was deteriorated, unsafe, too steep, and out of specifications.  

 

Reading is Fundamental Community collaborated with Scholastic Books to 
encourage and celebrate reading.  The Network recognizes that reading truly is 
fundamental for a good quality of life.  As part of its effort to support this core 
belief, in 2018, Community’s leadership purchased approximately 5,000 books 
and donated them to schools, community centers, and libraries  across  the five 
hospital regions.   

In addition, employees contribute their time and talent to the United Way Read-
Up Program.  ReadUp connects volunteers with local schools, helping kids get 
on track – with grade level literacy.  Children who read at or above grade-level 
are more likely to succeed in school and life. 
Community Garden. In April 2018, Community Hospital South, UIndy and 
SoIndy re-launched the community garden at 4002 Otterbein Avenue. More than 
30 volunteers from CHS, UIndy and SoIndy prepared the garden for its first 
planting on April 20, 2018. Throughout the summer, two student interns worked 
in the garden—planting, weeding, harvesting, and distributing produce. This 
completely organic garden provided 100 pounds of free, fresh produce to 
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students, staff, and faculty at UIndy and to community members in the University 
Heights neighborhood.  They established a free food pantry at the site of the 
garden as well. The purpose of this pantry is to provide non-perishable food 
items to anyone who needs them. 

B.A.B.E. Store  
In partnership with the Marion County Public Health Department (MCPHD), 
Beds and Britches, Etc. (B.A.B.E.) of Indianapolis, promotes responsible 
parenting by offering incentives to expectant parents. By encouraging 
accountability and improving self-esteem, the program provides goods and 
services that new parents need to nurture healthy babies and toddlers, and 
foster skills to help the family through life.  

Coupons are now distributed at all East Region OB and Pediatric offices, also 
Jane Pauley at 21st & Shadeland and 16th street locations and North Region 
OBGYN offices in the Women’s Center. Parents earn coupons which are 
redeemable at the B.A.B.E Store. 

Since opening in late February 2015, Community Health Network has served 
over 2,400 women and received over 12,600 coupons with a projected value 
of $63,000 for inventory based on the MCPHD’s estimate that each coupon 
is valued at $5. The average spend is approximately $2500/month for 
inventory. 

Graph 1. B.A.B.E. Volume 

  

In 2018, the B.A.B.E. Store served 836 clients and provided 3,813 coupons, which is a 20 percent 
increase compared to the prior year. Additionally, customer utilization of the store has increased by 31 
percent.  
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Baby and Me Tobacco Free Program 
Community Hospital East 
The Baby and Me, Tobacco Free Program is evidence-based and it has measurable positive outcomes by 
providing tobacco cessation education/services to pregnant and postpartum women. The proven program 
protocols utilize the American Congress of Obstetricians and Gynecologists (ACOG) “5 As” counseling 
approach, as established in the Clinical Practice Guidelines for Treating Tobacco Use and Dependence, 
Public Health Service Guidelines (updated 2008).   
 
Implemented in October of 2017, the program has served 62 women since its inception, serving 47 
women in 2018.  

Table 1.  Community Hospital Anderson’s Recent BM/TFP Outcomes/Impact 
Year Patient’s 

(pts.) 
Enrolled  

Partners 
(part.) 
Enrolled 

Births 
>37wks 
(projected 
measure 
90%)  

Births 
>5lb5oz 
(projected 
measure 
90%) 

#Educated 
to smoking  
risks on 
pregnancy, 
fetus & 
newborn 

#Educated 
about 2nd 

&  3rd  hand 
smoke risk 
factors 

#Educated 
to ways to 
handle 
cravings & 
other 
smokers 

Number 
of 
encounters 
with 
clients and 
partners 

Number 
of $25 
vouchers 
given 

2017 133 37 35 
(100%) 

35 
(100%) 

133 pts. & 
37 part. 

133 pt. & 
37 part. 

133 pt. & 
37 part. 

481 277 

2018 124 37 30 
(98.1%) 

30 
(100%) 

124 pts. & 
37 part. 

124 pts. & 
37 part. 

124 pts. & 
37 part. 

504 214 

 

Food Access. 

Access to affordable, fresh, and healthy whole foods is a challenge for many people that live in Central 
Indiana.  In Indiana, 14.8% of families are food insecure with the national average being 13.7%.   In Marion 
County, 175,000 people are classified as food insecure of which 42,000 (27%) are children.  Through 
various partnerships, Community seeks to connect low-income families and individuals to fresh, Indiana-
grown food that provides real sustenance for themselves and their communities.  This initiative is part of 
the 2015 Community Health Needs Assessment (CHNA) Implementation Strategy to address 
diabetes/obesity issues in the community.  Most recently, the 2018 CHNA also prioritized food insecurity 
as a significant health need as part of its CHNA Implementation Strategy. 
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Food Strategy 

 
 

The Cupboard of Lawrence Township.   
In 2016, the Lawrence Township Hunger Coalition transitioned The Cupboard of Lawrence Township to 
the Community Health Network. The Cupboard is a client-choice food pantry that helps relieve the strain 
caused by food insecurity and is open Wednesdays from 10 a.m. to 4 p.m. and 6 p.m. to 8 p.m., and 
Fridays from 10 a.m. to 4 p.m. The Cupboard continues to assist residents of Lawrence Township of 
Indianapolis, specifically in the area codes of 46216, 46220, 46226, 46235, 46236, 46249, 46250, and 
46256. In 2018, the Cupboard served 63,133 individuals and 15,882 households.  In 2017, it served 
56,435 individuals, which represents 16,518 households.  In 2016, it served 57,317 individuals, 
representing 13,526 households. 
 

With an awareness of this great need, Community Health Network partners with Gleaners Food Bank of 
Indiana, Midwest Food Bank, CVS Pharmacy, St. Albans Episcopal Church, Castleton United Methodist 
Church and Meijer to support the Cupboard by providing produce, over-the-counter medicines, and 
various toiletries to our clients. Community Health Network has also established partnerships with 
Harrison Hills Elementary School and Monarch Beverage who help serve our clients and ensure that they 
have access to fresh produce.  Furthermore, organizations and businesses volunteer at the Cupboard, and 
Purdue Extension assists with keeping Community Health Network aware of recent USDA updates along 
with providing innovative food options and ideas for our clients. 

The Cupboard of Lawrence Township also offers Cooking Matters classes to its clients.  In the Cooking 
Matters classes, clients learn how to cook meals using food that the pantry provides to the community.  
They are required to attend four out of six classes in order to receive credit and cooking utensils/pots 
and/or pans.  This opportunity is in partnership with the Indy Hunger Network, the Marion County Public 
Health Department, and the YMCA Top 10 Coalition.  

  

The Cupboard of 
Lawrence Township Rolling Harvest Program Community 

Gardens/Urban Farm

Food Insecurity 
Assistance Program 

(JPCHC)
Women's Clinic

Meals on Wheels 
Program BRAG Farmer's Market

REACH Grant
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Community Gardens/Urban Farm 

   
Community gardens provide accessibility to fresh vegetables and fruits.  They help expand the realm of 
ensuring community residents’ access to healthy and affordable food.  Recognizing the need for 
accessibility to fresh and nutritious food, particularly in a food desert, Community planted 30 community 
garden beds in 2018 in the locations below: 
 

• Cancer Support Community (CSC) has six beds, growing a variety of vegetables, herbs, and 
flowers.  CSC features the produce grown in their Cooking for Wellness classes.  Therapists use 
the beds in physical and occupational therapy.  

o Harvest:  88 lbs. of produce and 15 unique individuals. 
 

• Carriage House East Apartments has four beds, and a summer youth program where the kids 
work in the garden about twice a week.  The produce is put into their resident food pantry.  They 
also have a resident responsible for watering the garden beds daily.   

o Harvest:  400 lbs. of produce and 10 -20 p participants. 
 

• Hamilton Southeastern Intermediate School (HSE) has six beds, growing mostly greens.  HSE 
uses the produce in their cafeteria during the school year, and donates to the Hamilton County 
Food Pantry.  The school has a gardening club that meets twice weekly during the year and once 
weekly during the summer.  Staff also volunteer in the garden.   

o Harvest:  80 lbs. of produce and 30 participants 
 

Community 
Gardens/Urbarn 

Farm

Lawrence 
Community

Gardens

Carriage House 
East

Harrison Hill 
Elementary

Community 
Hosptial 

Anderson 
Community Farm

Hamilton 
Southeastern 
Intermediate 

School

Cancer Support 
Center
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• Harrison Hill Elementary has four beds,which are used during their Family Engagement Nights 
during the year. However, in the summer, they use the produce in their Cooking Matters classes 
put on through Purdue Extension.  Students are responsible for maintaining the beds.   

o Harvest:  331 lbs. of produce and 378 participants. 
 

• Lawrence Community Gardens has 10 beds. They have a summer youth program middle school 
students visit several times a week and tend to the garden beds. They also have a farm stand on 
Saturdays where they sell the produce at a low cost. This activity teaches the kids business and 
communication skills, as well as work ethic and agricultural knowledge. They also learn financial 
responsibility, as they each receive a small stipend for their work.   

o Harvest:  918 lbs. of produce and 497 participants. 

Community Para-medicine Programs. 
Community Para-medicine is an integrated approach to transitional care. Emergency personnel known as 
Paramedics fill a critical gap in the healthcare system by primarily responding to the medical need of 
patients with chronic disease, especially in underserved populations. Additionally, community paramedics 
can work in collaboration with local public health agencies and primary care roles to identify gaps in care 
and address the needs of the community.  The Community Cares Paramedicine Program serves the north 
district of Indianapolis, the east district, Beech Grove and Kokomo. In 2018, 125 patients were served 
with the paramedics providing the necessary support during critical health transitions.  

 

Meals on Wheels (MoW) Program.   
Diabetic patients identified as food insecure are referred to MoW for post-discharge nutritional services.   
Many diabetic and chronic heart failure patients’ are able to manage their disease state more effectively 
(such as lower A1C levels) with healthy, nutritious food. Additionally, by providing this service, 
Community is able to identify any social determinants of health issues that may negatively impact the 
patient.  Patients age 18+ receive 30 days of medically tailored meals to meet their specific dietary needs 
free of charge 24 to 36 hours post discharge.  Patients receive two (2) meals per day (hot and cold meal). 
They have the option to continue the meal service at cost for the two meals after the 30-day program.  An 
example of the process is below: 
 

 
The number of patients who participated in the program in 2018 is 53.  

 

 

 

Case 
Management 

identies 
Patient and 

confirms 
Interest

Case 
Management 

alerts 
Provider for 

referral

Provider 
initates 

MoW order 
and Dietician 

consult

Dietician 
submits 

MoW order
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Faith Health Initiative. 
Community understands the essential role the faith communities play in 
promoting and sustaining wellbeing. Faith-based organizations improve the 
quality of life of their members, neighbors and communities by providing 
spiritual care, a supportive web of resources and impactful wellness ministries.  
We know this is true for many of our patients whose faith communities are an 
indispensable part of their care team. 

For this reason, Community developed the Faith Health Initiative (FHI). This initiative paves the way for a 
faith-health partnership. Built on respect, this partnership recognizes that both faith communities and high-
quality, medical treatment play a vital role in restoring health and promoting wellbeing, and that by working 
together, we are better able to meet the needs of our communities.   

The FHI supports our faith partners by providing a variety of educational services designed to improve 
health awareness and access to care, such as:  

• Health Promoter Training  

• Monthly health education curriculum and resources to support existing health ministries  

• Health and wellbeing seminars provided by a group of highly skilled Network professionals and 

community partners  

• Resource referral services to connect members with the right community resources  

• Monthly FHI Connect Newsletter  

• Faith Community Nursing training and support 

In 2018, Community Health Network accomplished the following: 

• 44 organizations received multiple on-going services 
• 12 advanced partners receiving health ministry development services 
• 18 individuals completing Congregational Health Promoter training 
• 14 screenings events (identifying health risks with a focus on obesity, diabetes, asthma, tobacco 

use and access to care) 
o 500 individuals served 
o Resource referrals based on identified health needs (access to care and health education) 

Outpatient CHE OB/GYN Food Insecurity Assistance Program.   

Community encourages new mothers to breastfeed.  Because breastfeeding is the first food source a baby 
encounters, it may present the first food insecurity issue if the mother is unable to meet the nutritional and 
caloric needs necessary for adequate milk supply.  In 2018, Community recognized that several mothers 
delivering babies at CHE were experiencing food insecurity during their stay in the courtesy rooms.  To 
address this issue, Community provides Grab and Go Bags (feeds a family of four for three to four days) to 
expectant and new mothers when the mother identifies as being food insecure.  Along with the Grab and 
Go Bag, the provider gives the mother a food script referral to the Community Cupboard of Lawrence for 
90 days.  The mother may obtain a follow up food script from the provider for an additional 90 days.  During 
this time, the provider may also inquire as to those social determinants of health that impact the mother be 
able to obtain adequate food, and may provide additional resources to help mitigate the issue.   

https://www.bing.com/images/search?view=detailV2&ccid=LaCfcOev&id=09032CFCB2E9969B326033D7111CA546400EE62C&thid=OIP.LaCfcOevNNY2HcAfY1nGiAHaEc&mediaurl=http%3a%2f%2fwww.bluegrassumc.org%2fwp-content%2fuploads%2f2016%2f06%2fFCN.jpg&exph=768&expw=1280&q=pictures+of+faith+communities&simid=608013969106600657&selectedIndex=19
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Outpatient CHE OB/GYN Food Insecurity Assistance Process 

 
CHE Maternity Services Food Insecurity Assistance Process 

 
CHE Maternity Services Food Insecurity Assistance:  After Hours Process 

  
Food Script 

 

Limited supply of 
groceries and food 
scripts  will be kept 
at Speedway and 

Washington Pavilion 
locations

If patient qualifies 
for food script, 

volunteer delivers 
bag of groceries and 

food script to 
patient in Ritter 
OB/GYN office

Resource 
Coordinator notifies 
Community Health 
Advocate and CHE 
Volunteer Services

Resource 
Coordinator checks 

for existing food 
script

Need for food 
assistance identified

Resource 
Coordinator screens 

patient for food 
insecurity at initial 

prenatal visit

PCC enters food 
script ID into tracker 

in  CHE Maternity 
Food Pantry G Drive 

Folder

If patient qualifies 
for food script, RN 

delivers bag of 
groceries and food 

script to patient

PCC checks for 
existing food scriptNotify OB PCCNeed for food 

assistance identified

RN screens patient 
for food insecurity 

using nutrition 
screen questions

PCC enters food 
script ID into 

tracker in  CHE 
Maternity Food 
Pantry G Drive 

Folder

If patient qualifies 
for food script, RN 

delivers bag of 
groceries and food 

script to patient

PCC checks for 
existing food 

script
Notify OB PCC

Need for food 
assistance 
identified

RN screens 
patient for food 
insecurity using 
nutrition screen 

questions



16 
 

 

REACH Grant.   

Community is partnering with the Marion County Public Health Department serving as a sub-recipient of 
a Centers for Disease Control (CDC) and Prevention Racial and Ethnic Approaches to Community Health 
(REACH) Grant.  REACH is a national program administered by the CDC to reduce racial and ethnic 
health disparities. The focus of the five-year grant is the reduction of diabetes in the African-American 
communities in Marion County.  The grant also addresses breastfeeding and women’s health in the 
African-American communities.     

Partnership for Healthy Hamilton County.  
St. Vincent Health, Riverview Health, IU Health and CHNw are the hospitals that make up The 
Partnership for Healthy Hamilton County (PHHC).  This partnership is an outgrowth of the 2016 CHNA 
conducted by the aforementioned institutions.  The collaborative recognized the need in Hamilton 
County.   The PHHC coalition meets quarterly and the agenda by the subcommittees that focus on: 

• Access to Care 

• Food/Nutrition/Physical Activity 

• Mental Health/Behavioral Health/Suicide Prevention/Substance Abuse 

• Tobacco Prevention and Cessation 

In 2018, the PHHC participated in the following activities: 

• Held monthly Nutrition and Mental Health Subcommittee meetings   

• Collaborated with the Fishers Youth Assistance program, Hamilton County Harvest Food Bank, 

Good Samaritan Network and other community agencies to provide over 4,600 meals to food 

insecure households   

• Community Education and Awareness   

o Sponsored a Trauma, Adversity and Building Resilience workshop with 74 attendees 

o Provided Narcan administration training to 23 coalition partners 

Partnership for a Healthier Johnson County 
Partnership for a Healthier Johnson County is a collaboration with Johnson Memorial Health, Franciscan 
Health and other community stakeholders that support the following: 

• Access to Care 
• Behavioral Healthhea 
• Maternal and Child Health  
• Nicotine Cessation/Tobacco 
• Wellness 

Healthy Southside Initiative 
Healthy Southside Initiative is a collaboration with Community and Franciscan Health that supports 
essential community outreach to promote optimal health and wellness.  There are four focus areas that 
include: 
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• Access to care 
• Mental/Behavioral Health 
• Cultural Competency  
• Physical Activity and Nutrition   

In 2018, Health Southside Initiative participated in the following activities: 
 

• Healthy Concessions at the Baxter YMCA  
• Safe Access to Schools: Installation of four “Watch for School Bus” signs at the approaches to 

Abraham Lincoln Elementary in Perry Township   
• Bethany Community Garden;  providing produce to volunteer gardeners and to two food pantries;  

Hunger Inc., and A Servant’s Heart   
• Presentation at the Multi-Cultural Day at the Franciscan Health Family Medicine Residency 

Program 
• Hosted the Myanmar Union Day 

Have Hope. 
Community and the Indiana Division of Mental Health and Addiction continued partnering to spearhead 
the State’s suicide prevention initiative to save young lives. With an aspirational goal of achieving a zero 
percent suicide incident rate among Community Behavioral Health patients by 2024, Community Health 
Network’s Zero Suicide initiative aims to save Hoosier lives specifically through early intervention and 
prevention, the construction of a robust Central Indiana crisis network, and the utilization of innovative 
mental health diagnostics and treatment protocols. The strategy brings crisis, telemedicine and intensive 
care coordination services to the patients of more than 600 primary care physicians and 7 emergency 
departments located throughout Central Indiana, representing both Community facilities and partner 
organizations where Community provides behavioral health services. As part of the effort to combat 
suicide among youth, Community provides mental health and substance abuse services to students in 
more than 150 schools including Indianapolis Public Schools and the Metropolitan School Districts of 
Lawrence, Warren, Washington and Wayne townships. In addition, Community Health Network and 
WTHR‐TV Channel continued Have Hope, a multi-year public service effort to raise awareness about 
suicide in Indiana and to help more Hoosiers get the help they need. The Have Hope effort complements 
Community’s HaveHope.com, an online suicide prevention resource for teenagers, parents and educators. 
In 2018, there was a total of 24,110 visits to the website. 

Reaching Out at the Health Fair. 
Once again, Community brought screenings and health education to the 2018 
INShape Indiana Black and Minority Health Fair held along-side the Indiana 
Black Expo, Inc. Indiana Black Expo, Inc. has been a pillar of the community 
for nearly 40 years. It has encouraged, uplifted and celebrated the 
accomplishments and achievements of African Americans throughout Indiana. 
Community’s presence at the Minority Health Fair was made possible by the 
efforts of many Serve360 volunteers including more than 235 Community 
employees volunteering at our booth, where we completed 1437health 
screenings, including its “one-stick” lab testing for a range of conditions, from 

diabetes to cholesterol screenings, sickle cell testing to sexually transmitted diseases. Volunteers 
represented many areas across the network, including the stroke teams from Community Hospital East, 
North and South; Behavioral Health; the Center for Advanced Heart Care; pharmacists; and team 
members from the Jane Pauley Community Health Center. Providers from Community Physician 
Network participated in an “Ask the Doctor” service, and Community Touchpoint shared valuable 

https://www.bing.com/images/search?view=detailV2&ccid=evRoDwtf&id=63DF191DB63DE023622CC920BA95ACA0EC4D6E66&thid=OIP.evRoDwtfdTWiL_6O-_v7igHaIb&mediaurl=http%3a%2f%2f4.bp.blogspot.com%2f-4VdfNjy0Nsg%2fTygwkibBe_I%2fAAAAAAAABP4%2fz14Tky-KJXg%2fs1600%2fhealth%2bscreening.jpg&exph=1600&expw=1406&q=health+screenings&simid=608003394843182223&selectedIndex=1&qpvt=health+screenings
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information with attendees on Senior Night. Clinical breast exams were also available this year. Because 
many attendees do not have regular access to primary care, we again offered to schedule an appointment 
and make connections to additional care. In addition to the work at the INShape Indiana Black and 
Minority Health Fair, Community Health Network also extended its reach in the community by providing 
372 health screenings at the Latino Expo and INPride events. These events were also supported by 1591 
Serve360 volunteers.  

Milk for Healthy Babies.  
Community Hospital Anderson (CHA) established a human milk program to ensure the best range of 
options for newborns in our care.  Affiliated with The Milk Bank, a nonprofit donor human milk bank 
located in Indianapolis, Community Hospital Anderson now makes pasteurized human milk available for 
newborns, primarily to premature infants in the hospital neonatal intensive care units. In 2018, Community 
Hospital Anderson was able to serve 216 babies and had 4,130 ounces of pasteurized donated milk given 
to new mothers. Community Hospital Anderson serves as a milk depot, a location where breastfeeding 
mothers can drop off donated milk. A total amount of 2,986 ounces donated to Community Hospital 
Anderson for the Milk Bank.  
 
Coats for Caring. 

Annually, Community Hospital Anderson’s Coats for Caring event offers nearly 1,300 new or gently worn 
coats, of which 750 are new hats and gloves distributed in Madison County, thanks to the caring hearts at 
Community Hospital Anderson and supporters in the community. Since 2001, 19,500 coats, hats and 
gloves have been given away.   

The Herald Bulletin’s press release shares the story of the important annual event below. 

Coat giveaway helps Andersonians prepare for winter  

By Rebecca R. Bibbs | The Herald Bulletin 

Oct 20, 2018 

ANDERSON — As Anderson High school sophomore Bella Patton helped patrons try on new outerwear 
Saturday at Keith Trent’s Coats for Caring, she discovered something surprising. 

“It was difficult sometimes because with the people who don’t speak English, we had to gesture,” she 
said. 

A member of the Anderson Rotary Club’s Interact youth service club, Patton, 16, was one of dozens of 
volunteers who helped distribute nearly 1,400 coats and 1,000 hand-knitted hats and scarves that pour in 
from around the state at the event sponsored by Community Hospital Anderson. 

Patton said this was her first year helping out. 

“It’s really good to see people get the supplies they need,” she said. “I get new coats every year, and it’s 
sad other people don’t get the same opportunity to get what they need.” 

Patrons were allowed to select the coats of their choice in sizes 2T to adult 3X from racks set up 
throughout the cafeteria as well as a hand-knitted hat and scarf. 
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Michele Hockwalt, marketing manager for Community Hospital Anderson, said the event has been 
offered annually as the cold weather approaches since 2001. 

“Our personal shoppers really like helping the kids pick out something they like, not just what they need,” 
she said. 

She said 50 people already had formed a line when she arrived at 7:30 a.m. By 8:30, it had grown to about 
250. This year for the first time, Hockwalt said, the event ran out of adult-sized coats. 

“I think it says there’s a great need in the community,” she said. “It breaks my heart every year. But then 
it’s equally amazing and heartwarming that we fill that need.” 

The giveaway is made possible through cash and coat donations, such as the donation of Dr. James and 
Betsy Callahan, whose cash donation paid for about 75 percent of the coats given away, she said. The 
retail values of all the items distributed would be about $90,000, but organizers are able to realize 
significant discounts through Operation Warm. 

“A lot of our hospital employees really get behind it and knit bags of hats and scarves,” she said. “I can’t 
wait to see those out in the community on little kids’ heads.” 

In addition, Best Way cleans the coats, Hockwalt said. 

“They work weekends the whole month leading up to the event to clean the coats,” she said. 

Hockwalt said the event helps fulfill the hospital’s mission. 

“I don’t think someone can be well if they’re freezing cold at the bus stop, so it meets our mission there,” 
she said. “Keeping our kids warm is ultimately a health care need.” 

In addition to distributing the outerwear, the event includes vendors providing other resources, such as flu 
shots, heating assistance and smoke detectors. 

Anderson resident Bernita Hoosier brought her three grandchildren, one age 3 and two age 5, to the coat 
giveaway event for the first time. She said having this available is helpful, especially as she tries to gain 
custody of her granddaughter. 

“They already got their coats on,” she said as the children danced around her. 

Hoosier said especially at the age the children are, they grow out of their clothing quickly, meaning she 
would have to buy a coat every year, which can become expensive. 

“I was trying to get her to get a bigger one so she won’t have to come back in a year, but she wanted the 
one she’s got on,” she said of her granddaughter. 

UINDY Partnership. 
 
Sports Medicine 
August 2018: Community Health Network was chosen as the provider of sports medicine healthcare for 
the University’s athletics program, expanding the current partnership between the two entities while 
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creating a unique model for healthcare, education and athletic training in higher education. The 
partnership also expands opportunities for research, education and access to healthcare for UIndy 
employees and students. Link to story: http://news.uindy.edu/?s=sports+medicine+partnership 
 
Inter-professional Practice 
Community Health Network clinicians participated in the first ever IPE week at UIndy from October 1-5, 
2018. Kim Sharp participated in the addictions panel and shared her experience as a clinician with 
students from different professional backgrounds, including OT, PT, SW, public health, psychology etc. 
Lindsey Long, DPT, manager of in patient rehab practice at Community Hospital South and her team of 
OT, PT, SW, dietetics, and nursing participated in a panel discussion to share the roles and 
responsibilities of healthcare professionals in taking care of a medically complex patients. Approximately 
35 students from nursing, OT, PT, public health and social work participated in this panel discussion. 
Link to story: https://www.ecommunity.com/news/2018/community-health-network-foundation-receives-
25-million-award-transform-primary-care 
 
Research Initiatives 
The 3rd Annual Multidisciplinary Scholarly Activity Symposium was held on UIndy campus on May 23, 
2018. The Multidisciplinary Scholarly Activity Symposium is designed to highlight scholarly activities 
being performed within Community Health Network and at the University of Indianapolis. The 
Symposium fosters interdisciplinary collaboration in research activities among medical, nursing, 
pharmacy, and allied health students and professionals. Additionally, the day-long Symposium will spur 
further discussion and multidisciplinary collaboration in future scholarly works among the attendees and 
presenters. 
 
During its third year, 278 team members from Community and staff, faculty and students from UIndy 
participated in the symposium (110% increase from the first year). During the symposium, 28 oral 
presentations and 46 posters were presented.  
 
Another unique component of this symposium is that the planning committee represents the true spirit of 
the partnership. It is comprised of the clinicians, researchers, staff and faculty from UIndy and 
Community Health Network.  
 
Student Placements 

• Undergraduate Student Hospital Tour: On November 12, 2018, sixteen undergraduate students 
from UIndy participated in a unique learning experience at the Community South Hospital. These 
students were paired with senior leaders at CHS to explore the emergency room, CT scan room, 
laboratory, rehab clinic, and respiratory therapy to learn about the various roles and 
responsibilities of health care team members in taking care of patients at the hospital. Following 
the tour, the students participated in a forum with the senior leaders to learn more about how their 
educational backgrounds have helped them in their current positions. 

• Internships and Experiential Learning: During 2018, four undergraduate students completed their 
internships under the supervision of the partnership director, Gurinder Hohl. Combined, these 
students accrued more than 500 hours of experiential learning. They participated in community 
forums, trainings, and various educational offerings with the partnership director. The students 
had varied educational paths: public health, biology, and environmental sciences. 

 

Healthcare on the Road. 

http://news.uindy.edu/?s=sports+medicine+partnership
https://www.ecommunity.com/news/2018/community-health-network-foundation-receives-25-million-award-transform-primary-care
https://www.ecommunity.com/news/2018/community-health-network-foundation-receives-25-million-award-transform-primary-care
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A gift from the Community Howard Regional Health Foundation, the 
Community Care Mobile outreach service brings care and assistance 
to the places they’re need most year round – everything from 
screenings to a cool and comfortable place for breastfeeding moms to 
care for their infants during a hot summer fair. 

Various departments from the hospital traditionally provide free 
screenings and health information to attendees at the Howard County 4-H Fair.  Meanwhile, emergency 
department staff provide bicycle and swimming safety tips to students through visits to local schools.   
The hospital is helping to improve emergency care for infants with its high-tech simulation baby manikin, 
named Wilma Gene after a generous donor.  The Care Mobile served 2,853 persons in 2018. 

 

Line 4. “Environmental improvements”  

Drug Take Back 
Unwanted and expired medicine may be a risk to human health and the environment if disposed of 
improperly. Wastewater treatment plants and septic systems are not designed to deal with pharmaceutical 
waste. Many medicines pass through the systems and are released into streams, lakes, and groundwater. 
The best way to reduce the impact of pharmaceutical waste on the environment is to dispose of medicine 
properly. State and local law enforcement agencies have established drug disposal programs (often called 
‘‘take-back’’ programs) to facilitate the collection and destruction of unused, unwanted, or expired 
medications. These programs help get outdated or unused medications off household shelves and out of 
the reach of children and teenagers. In total for 2018, Community Health Network collected 
approximately 1,700 pounds of prescription drugs.  

Line 5. “Leadership development and training for community members” 

Project Search Program – A Stepping Stone to Employment 
Project Search Indiana is a high school-to-work transition program 
targeted for students whose main goal is competitive employment. 
Supported by a collaborative effort with the Indiana Family and Social 
Services Administration’s Office of Vocational Rehabilitation, the 
Indiana University Indiana Institute on Disability and Community, 
Easter Seals Crossroads and Lawrence, Warren, Washington, and IPS 
school systems. In 2017, Community offered Project Search individuals 
opportunities at Community Hospitals East and North. There were 11 
interns who completed the program at Community East and 15 interns at Community North. In total, 185 
interns have successfully completed the program. 

Line 6. “Coalition building” 

Covering Kids and Families of Indiana (CKF-IN). 
CKF-IN’s statewide coalition expansion was completed in 2018 by way of adding Community Action 
Program of Western Indiana and expanding local coalition’s regional areas.  

o Number of applications for health coverage 
 27,326 applications 
 Increase in application by 24 percent in 2018 
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o Number of individuals trained in pre-certification training for new navigators and continuing 
education for existing navigators 
 73 received pre-certification trainings for new navigators 
 154 received continuing education as existing navigators 

 
o Policy Accomplishments 

 CKF assisted with the founding of the Collaborative Stakeholder Workgroup. The 
workgroup was formed to give a collective voice to consumers with chronic diseases and 
other health risk factors. Over time, this workgroup has evolved to consist of 
representatives from over a dozen consumer advocacy organizations, all four manage 
care entities and the Indiana Family and Social Services Administration (FSSA).  

 As a result of CKF’s continued relationship with FSSA, CKF was at the forefront of 
dialogue on the rollout of Gateway to Work and other Healthy Indiana Plan provisions, 
such as the redetermination lockout. 

 Through the effort of providing education to lawmakers throughout the legislative 
session, CKF solidified a lead voice on Indiana Medicaid programs. CKF defeated  a 
measure that would have added burdensome requirements to the entirety of Medicaid and 
other programs that aid their consumers.  

 Lastly, their active monitoring of federal policy developments, such as deregulation of 
short-term plans, brought about proactive communication to lead agencies, local 
coalitions and other partners that allowed consumer protections strategies to be in place 
well ahead of market changes.  

 
o New Partnerships 

 
 In 2018, CKF-IN strengthened existing partnerships and added Special Olympics, Non-

Public Teachers and Administrators Associations and InShape as new partners.  

 

Domestic Violence Network 
Community is a supporter of the Domestic Violence Network (DVN).  For twenty years, the Domestic 
Violence Network has been a leader in the community to address issues surrounding the prevention and 
response of domestic violence in Central Indiana. CHNw is the title sponsor for DVN’s Community Wide 
Plan: Intersections which examines the risk and protective factors associated with domestic violence and 
a variety of social concerns.  

In 2018, DVN accomplished the following: 
• Provided 32 healthy relationship trainings to 1,388 youth in Central Indiana. DVN has partnered 

with LifeSmart Youth (formerly Social Health Association) to seamlessly provide healthy 
relationship education to grades k-12, with LifeSmart Youth focusing on youth in grades k-8 and 
DVN focusing on youth in grades 9-12.  

• Facilitated the Youth Network, a group of 12 high school students from across Central Indiana 
who meet monthly to strategize how to change the culture that leads to domestic violence in their 
schools. DVN continues to deliver a variety of domestic violence related trainings to the broader 
Central Indiana community.  

• Provided 54 trainings to 2,033 adults including members of the faith community, medical 
professionals, social workers, attorneys, college and university staff, law enforcement officers, 
and concerned citizens. Topics for these trainings included: Domestic Violence 101, Domestic 
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Violence and the Faith Community, Domestic Violence for Medical Professionals, Teen Dating 
Violence and Sexual Assault, Trauma and Cultural Competency, as well as interactive domestic 
violence simulations.  DVN had a 15% increase of adults trained from 2017 to 2018. 

• Offered nine best practice trainings  
• Offered one retreat focuses on self-care  
•  Sponsored the 27th annual commemoration to honor those who have lost their lives to domestic 

violence  
• Completed a year-end wrap-up concerning the Advocates Network. The Advocates Network 

trainings mirrored the Community Wide Plan in 2017 and Advocates received trainings on The 
Intersection of Suicide and Domestic Violence, The Intersection of Substance Abuse and Domestic 
Violence, The Intersection of Childhood Experience and Domestic Violence, as well as many other 
trainings. 

 
Line 7. “Community health improvement advocacy”  

Alliance for a Healthier Indiana.  
Alliance for a Healthier Indiana  
We support our communities in many ways, including by advocating on behalf of 
better health. That’s why our president and CEO, Bryan Mills, has joined with a 
number of partners from healthcare and the business community—including the 
Indiana Hospital Association, the Indiana State Medical Association and the Indiana 
Chamber of Commerce—to create a new organization known as the Alliance for a 
Healthier Indiana.  In 2018, the Alliance’s goal was to educate the public and 

lawmakers, grow grassroots engagement around the state, increase local support, raise awareness 
of Indiana’s poor health rankings and share ideas about ways we can all work together to improve 
Hoosier health. To accomplish these goals, the Alliance went on a 2018 State of Our Health Road 
Show, starting with the State of Our Health Summit in Indianapolis on April 13. As a result, the 
Alliance for a Healthier Indiana has a better understanding of the health challenges facing all 
corners of the state. 

• More than 113.5 hours on the road to/from and at Town Halls  
• Crossing more than 1,605 miles across the state  
• More than 2,000 participants who were interested in hearing about the four major health issues 

that are killing and/or greatly diminishing Hoosiers’ health and vitality and in supporting the 
Alliance’s efforts to address them  

• Compelling presentations from 257 speakers whose personal stories and research points made the 
case that Indiana cannot be a “State that Works” if its citizens continue to rank among the worst 
in the nation when it comes to smoking, opioids, infant mortality, and obesity  

• More than 30 news stories and commentaries published in Indiana news outlets across the state, 
calling attention to the state’s challenges and posing solutions  

• More than 18 government officials issued proclamations supporting the need to raise awareness 
and act to resolve our challenges  

• A clear demonstration that there is support across business and industry, the medical and 
healthcare fields, community organizations, and ordinary citizens to raise the state’s level of 
public health funding  

 
Jane Pauley Community Health Center 
Regardless if a patient has the ability to pay for primary health services, Community Health Network 
strives to provide exceptional care to all of its patients. Community Health Network supports the Jane 
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Pauley Community Health Center (JPCHC), which opened its doors in September 2009. The JPCHC is 
named after Jane Pauley, a former well-known news anchor that grew up in the Warren Township area 
one area in which JPCHC serves. Following JPCHC’s inception, in 2011, the JPCHC was awarded 
Federally Qualified Health Center (FQHC) status by the Health Resources and Service Administration 
(HRSA).  This recognition allows the JPCHC to serve more patients and expand its services.   

The JPCHC has 22 Health Resources & Services Administration (HRSA) approved area sites. Many of 
these sites have been implemented in Madison County which resulted in a partnership with Alexandria 
Schools to provide Behavioral Health sites in all of their schools. Additionally, JPCHC partners with the 
Metropolitan School District of Warren Township, the Community Health Network Foundation,  
Hancock Regional Hospital, and Major Health Partners allowing it to offer the Emergency Department 
Voucher Program which allows patients the opportunity to come to a JPCHC site free of charge for a first 
visit. Services, thereafter, are provided on a discounted basis based on the patient’s household income. 
The JPCHC offers a full range of services including primary healthcare, case management, prescription 
assistance and behavioral health services, while also focusing on the management of chronic diseases 
such as diabetes, cardiac disease and depression. Furthermore, JPCHC in partnership with IU School of 
Dentistry provides dental services at two dental centers.  

In 2018, the JPCHC had 93,958 total patient visits, a nearly 7% over 2017, and nearly a 35% increase 
from 2016. Moreover, JPCHC has an individual patient total of 25,404. The increase in patient visits over 
the past three years should be noted because JPCHC was the primary strategy for access to healthcare.   

 

Graph 2. Patient Visits 
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Table 2. Total Visits by Month 

 

 

Graph 3.  East Market Visits 
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Graph 4. North Market 

 

 

Graph 5.  Anderson Market 
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Graph 6.  South Market 

 

School-Based Clinical Care  
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Specific services offered to students include:  

• Management of injuries requiring first aid  
• Management of life-threatening allergies, asthma, diabetes and seizures 
• Management of any health concern and referral to appropriate care when needed  
• Emergency response to any health-related concern within the school building 

In addition, for students facing chronic health conditions and ongoing health needs, medications prescribed 
by physicians are administered by Community’s school-based nursing staff. Services also include physicals, 
immunizations, health coaching including blood pressure and cholesterol screening and a variety of 
additional services helping teachers and faculty battling everything from allergies to anxiety. 

Table 4:  School-Based Clinical Care Academic Year Comparison: Clinic Visit, Return to Class 
Percentage and Referrals 

ACADEMIC SCHOOL YEAR 2018/2019 2017/2018 2016/2017 2015/2016 2014/2015 

RUNNING TOTAL OF VISITS 824,308  825,436 770,405 650,314 507,331 

RUNNING TOTAL RETURN TO CLASS % 97.20 97.28 96.63 96.75 96.39 

 

School District 
Name 

Percent 
of FRL  

Number 
of School 
Nurse 
Clinics 

Number 
of CHNw 
Nursing 
Staff 

Number of 
Students 

Number of 
School 
Nurse 
Clinic 
Visits 
2018 -
2019 
School 
Year   

Percent of 
RTC 

Beech Grove 63.60% 5 5 3,016 41,647  96.60% 
Decatur 68.30% 9 12 6,810 71,418  97.40% 
Franklin 39.70% 10 15 9,654 84,134  97.30% 

Greenwood 45.40% 6 8 4,041 63,318  97.30% 
Lawrence 63.00% 21 25 16,035 174,664  97.80% 
Warren 77.00% 15 20 12,188 127,737  97.40% 

Clark Pleasant 45.70% 7 10 6,866 66,133  97.00% 
Charter/Other 60.00% 8 10 4,376 59,114  97.50% 

Perry Township 70.90% 22 27 16,610 136,143  95.96% 
TOTALS   103 132 79,596 824,308  97.20% 
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Graph 7.   Referrals for Academic School Year 2018 – 2019 

 

Graph 8.  Return to Classroom Percentages for Academic School Year 2018-2019 
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Warren Hawthorne 8301 E. Rawles Ave. 46219 

Warren Lakeside 9601 E. 21st St. 46229 

Warren Liberty Park 8425 E. Raymond St. 46239 

Warren Lowell 2150 Hunter Rd. 46239 

Warren Pleasant Run 1800 N Franklin Rd. 46219 

Warren Raymond Park MS/IA 8575 E. Raymond St. 46239 

Warren Renaissance 8931 E. 30th St. 46219 

Warren Stonybrook MS/IA 11300 Stonybrook Dr. 46229 

Warren Sunny Heights 11149 Stonybrook Dr. 46229 

Warren Warren Central / Walker Career Center 9500 E. 16th St, 46229 

Greenwood Greenwood Community High School 615 West Smith Valley Rd. 46143 

Greenwood Greenwood Middle School 523 South Madison Ave. 46143/1584 
Averitt Rd 46143 

Greenwood V.O. Isom Elementary School 50 East Broadway Ave. 46143 

Greenwood Northeast Elementary School 99 Crestview Dr. 46143 

Greenwood Southwest Elementary School 619 West Smith Valley Rd. 46143 

Greenwood Westwood Elementary School 889 Honey Creek Rd. 46143 

Franklin Acton Elementary School 8010 Acton Road 46259 

Franklin Adams Elementary School 7341 E. Stop 11 Rd. 46259 

Franklin Arlington Elementary School 5814 S. Arlington Ave. 46237 

Franklin Bunker Elementary School 6620 Shelbyville Rd. 46237 

Franklin Kitley Elementary School 8735 Indian Creek Rd. 46259 

Franklin South Elementary School 9010 E. Southport Rd. 46239 

Franklin Thompson Crossing Elementary School 7525 E. Thompson Rd. 46239 

Franklin Franklin Township Middle School- 
East 

10440 Indian Creek Rd. 46259 

Franklin Franklin Township Middle School- 
West 

7620 Edgewood Ave. 46239 

Franklin Franklin Central High School 6215 S. Franklin Rd. 46239 

Clark-Pleasant Break O Day Elementary School 900 Sawmill Rd. 46184 
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Clark-Pleasant Clark Elementary School 5764 East 700 North 46131 

Clark-Pleasant Pleasant Crossing Elementary School 3030 N 125 West 46184 

Clark-Pleasant Whiteland Elementary School 120 Center St. 46184 

Clark-Pleasant Grassy Creek Elementary School 2111 Sheek Rd. 46143 

Clark-Pleasant Clark Pleasant Middle School 1354 E. Worthsville Rd. 46143 

Clark-Pleasant Whiteland Community High School 300 Main St. 46184 

Beech Grove Beech Grove High School 5330 Hornet Ave. 46107 

Beech Grove Beech Grove Middle School 1248 Buffalo St. 46107 

Beech Grove South Grove Intermediate School 851 South 9th Av. 46107 

Beech Grove Central Elementary 1000 Main St. 46107 

Beech Grove Hornet Park Elementary 5249 Hornet Ave. 46107 

Charter Christel House Academy South 2717 South East St. 46225 

Charter Christel House Academy West 55 N. Tibbs Ave. 46222 

Charter Irvington Elementary 6705 E. Julian Ave. 46219 

Charter Irvington Middle 6040 E. Pleasant Pkwy South 46219 

Charter Irvington Prep Academy 5751 E. University Ave. 46219 

Charter Paramount School of Excellence 3020 Nowland Ave. 46201 

Donor Funded School 103 3920 Baker Drive 

Cathedral Cathedral High School 5225 E. 56th Street 

Lawrence Lawrence Advanced Academy 6501 Sunnyside Rd. 46236 

Lawrence Early Learning Center @ AB 11660 Fox Rd. 46236 

Lawrence Early Learning Center @ BP 5249 N. David St. 46236 

Lawrence Early Learning Center @ MC 8510 E. 82nd St. 46256 

Lawrence Early Learning Center @ WR 11845 E. 46th St. 46236 

Lawrence Amy Beverland Elementary 11650 Fox Rd. 46236 

Lawrence Brook Park Elementary 5259 N. David St. 46226 

Lawrence Crestview Elementary School 7600 E. 71st St. 46256 

Lawrence Forest Glen Elementary 6333 Lee Rd. 46236 

Lawrence Harrison Hill Elementary 7510 E. 53rd St. 46226 
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Lawrence Indian Creek Elementary 10833 E. 56th St. 46235 

Lawrence Mary Castle Elementary 8502 E. 82nd St. 46256 

Lawrence Oaklandon Elementary 6702 Oaklandon Rd. 46236 

Lawrence Skiles Test Elementary 7001 Johnson Rd. 46220 

Lawrence Sunnyside Elementary 6345 Sunnyside Rd. 46236 

Lawrence Winding Ridge Elementary 11825 E. 46th St. 46236 

Lawrence Belzer Middle School 7555 E. 46226 

Lawrence Fall Creek Valley Middle School 9701 E/ 63rd St. 46226 

Lawrence Lawrence Central High School 7300 E. 56th St. 46226 

Lawrence Lawrence North High School 78020 N. Hague Rd. 46256 

Lawrence McKenzie Career Center 7250 E. 75th St. 46256 

Decatur Liberty Early Elementary 4640 Santa Fe Drive 46221 

Decatur Stephen Decatur Elementary 3425 South Foltz St. 46221 

Decatur Valley Mills Elementary 5101 South High School Rd 46221 

Decatur West Newton Elementary 7529 Mooresville Rd 46183 

Decatur Blue Academy 5650 Mann Rd 46221 

Decatur Gold Academy 5650 Mann Rd 46221 

Decatur Decatur Middle School 5108 South High School Rd 46221 

Decatur Decatur Central High School 5251 Kentucky Ave 46221 

Decatur Decatur Township School of 
Excellence 

5106 South High School Rd. Ste. B 46221 

Perry Abraham Lincoln Elementary 5241 Brehob Road  46217 

Perry Clinton Young Elementary 5740 McFarland Rd. 46227 

Perry Douglas MacArthur Elementary 454 E. Stop 11 Road 46217 
 

Douglas MacArthur Kindergarten 
 

Perry Glenns Valley Elementary 8239 Morgantown Rd. 46217 

Perry Homecroft Elemenatry 1551 Southview Rd. 46227 
 

Homecroft Kindergarten 
 

Perry Jeremiah Gray-Edison Elementary 5225 Gray Rd. 46237 
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JG Kindergarten 

 

Perry Mary Bryan Elementary 4335 E. Stop 11 Rd. 46237 

Perry Rosa Parks-Edison Elementary 7525 Wellingshire Blvd. 46217 
 

Rosa Parks-Edison Kindergarten 
 

Perry Southport Elementary 61 E. Anniston Drive  46227 

Perry William Henry Burkhart Elementary 5701 Brill Road 46227 

Perry Winchester Village Elementary 1900 E. Stop 12 Road 46217 

Perry Perry Township Education Center - 
Pre-School 

6548 Orinoco Avenue 46227 

Perry Perry Township 6th Grade Academy 202 W. Meridian School Road 46217 

Perry Perry Meridian Middle School 202 W. Meridian School Road 46217 

Perry Perry Meridian High School 401 W. Meridian School Road 46217 

Perry Southport 6th Grade Academy 5715 S. Keystone Ave 46227 

Perry Southport Middle School 5715 S. Keystone Ave 46227 

Perry Southport High School 971 E. Banta Road 46227 

Total Number 
of Schools 

 
103 

Community has commenced an Asthma Initiative in school-based clinical care to address 
pediatric asthma.  The types of interventions include training teachers in signs of asthma, zone 
education, and referral to Asthma Education Class, which trains the student to use the asthma 
spacer and provides spacers to students who cannot afford the nebulizer.   In 2018, school based 
nurses treated approximately 28 students for asthma by providing asthma spacers to help manage 
the disease along with training on how to use the spacers.  
 

Community also provides asthma education and training to patients and members of the community in all 
of its regions.  

Touchpoint.  
Community Health Network supports the needs of seniors through nutrition with the À la Carte Senior 
Meal Program, made possible through collaboration with Community Health Network Foundation and 
CICOA Aging and In-Home Solutions. This program aims to expand the availability of healthy meal 
options for seniors, while also providing opportunities for social engagement through the free 
membership program. Meal recipients must be 60 and older, or the spouse of an enrollee. Up to four meal 
vouchers are available each month. Recipients may redeem meal vouchers for breakfast, lunch or dinner 
at any of Community’s hospital cafeterias, and designated menus are designed by a registered dietitian to 
ensure a nutritionally balanced meal for seniors. Participants choose a meat or protein item, one hot side 
item, one cold side item and a beverage.  
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The program provided 22,342 meals to seniors in 2018. The line graph displays the increase of meals 
provided from the year 2014 to 2018.  

Graph 9.  Touchpoint Total Meal Vouchers 
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Nurse-Family Partnership (NFP).   
NFP is an evidence-based, community health program that helps transform the lives of pregnant, 
vulnerable mothers.  Community and Goodwill of Central and Southern Indiana, Inc. established a three-
year partnership in 2018 to increase access to healthcare services and improve health outcomes by 
offering services to 25 low-income, vulnerable mothers and new babies in the East Region (CHE).  Each 
mother served by NFP program is partnered with a registered nurse early in her pregnancy and receives 
ongoing nurse home visits that continue through the child’s second birthday.  The nurse assists the mother 
in accessing prenatal care and wraparound services to improve health outcomes of the mother and child 
and in order to set them on a road of self-sufficiency.  Additional goals include the following:  lower 
infant deaths, decrease in pre-term births, reduction in the rates of child maltreatment, increase breast-
feeding rates, reduction in smoking during pregnancy, decrease drug addiction of mother and baby via 
behavioral health methods, and provide nutrition training during well-baby check-up.  The number of 
participants in this program in 2018 was 69. 

Wellfund.   

Health insurance specialists verify patient insurance eligibility and assist patients in obtaining and 
understanding medical benefits.  Wellfund representatives assist patients with initiating insurance 
applicatons and provide patients with precise directions for completing the application process.   A 
summary of types and insurance and number of patients helped is outlined below.   

Table 6.  Wellfund  
 

Insurance Sum of Quantity 

Baby Gram 3,141 

COBRA 5 

HIP 3,096 

HPE 11,597 

Insurance Found 2,031 

Medicaid 1,209 
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Medicaid 2ndary to Medicare 199 

SSI 78 

Total 21,356 

MRNs Funded  1,430 

Grand Total 22,786 

 

Line 8. “Workforce development”  

Community Hospital Graduate Medical Education programs (GME).  
Community Health Network sponsors multiple advanced medical education trainings programs, and is in 
itself a sponsoring institution for GME.  Graduate medical education represents the post-medical school 
education and clinical service training of physicians.  Currently, Community sponsors two family 
medicine programs, East and South; a psychiatry residency training program; a hospitalist fellowship 
program; a podiatry residency program, a proctology program, and is developing additional training 
programs.  In 2019, Community anticipates starting a knee fellowship with Shelbourne Knee Clinic and is  
exploring other training programs to serve patient needs.  

Community Hospital East Family Medicine Residency Program. 
Community Health Network’s East Family Medicine Residency has been training for more than 40 years 
of excellence. Community Hospital East Family Medicine Residency Program trains physicians to 
practice in the Patient Centered Medical Home and has served the East side of Indianapolis for many 
years.  This program is going to move to the East hospital in 2019 after the completion of the hospital 
expansion.  

Since the program began, 221 graduates have completed training. Ten residents are trained per year, with 
special tracks in underserved medicine and obstetrics.  

The Family Medicine Residency program at Community Hospital East offers training in a highly 
ambulatory model – a four-module curriculum in a patient-centered medical home using an in-office 
experience as basis for training.  Residents serve the east side in the hospital as well, doing inpatient care 
and obstetrics.  

The core faculty consists of full-time and part-time family physicians (allopathic and osteopathic), 
behavioral faculty, a residency coordinator and a practice administrator. Obstetrician-gynecologists, 
pediatricians, clinical pharmacists, social workers, pharmacists, and nurse practitioners are also part of 
our educational faculty. Volunteer family physicians from the community, subspecialist physicians and 
clinical instructors in other fields round out the faculty.  Community Health Network cares for many 
underserved patients in its  offices and hospitals—which prompted us to establish an exciting partnership 
with the Jane Pauley Community Health Centers to create an underserved residency track. Through this 
track we seek to develop family physicians who specialize in the advocacy and care of underserved 
populations. The Jane Pauley Community Health Center-Shadeland— a Federally Qualified Health 
Center— is the site for the residents to provide primary care to a continuous panel of patients over a 
three-year period, supervised by faculty from the residency program. The Jane Pauley Community Health 
Center-Shadeland is a patient-centered medical home to its patients, with an interdisciplinary team-based 
care model, involving physicians, nurse practitioners, clinical pharmacists, social workers, and nurse care 
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managers.  Two resident from second and third year are identified to practice at the 21st and Shadeland 
site of JPCHC. 

The South Osteopathic Family Medicine program.  
While each of Community Health Network’s programs are  accredited under the Accreditation Council 
for Graduate Medical Education (ACGME) and accepts trainees from allopathic and osteopathic training; 
the South program has a specific mission to educate family physicians in the care of patients from an 
osteopathic perspective, including the application of osteopathic manipulation and holistic care as 
treatments. The ambulatory practice consists of core physician faculty and behavioral faculty, 
pharmacists, nurses, nutritionists, social workers and staff.  The office practice and rotations at 
Community Hospital South  provide an education in continuity of care across the spectrum of family 
medicine and procedural training.  The high need for primary care providers in the south region will be 
aided by graduates who may wish to practice in the area.  This program received preliminary approval by 
the ACGME and in 2018, applied for status as a program of osteopathic excellence. 

Psychiatry Residency Program. 
The psychiatry residency program, which started training residents in 2016, will graduate its first class in 
2020.  Four trainees each year will be trained in a community-based setting, in collaboration with 
Gallahue Mental Health Center, the area’s leading provider of behavioral health services.  Community 
Hospital North Behavioral Health Pavilion serves as the site for multiple rotations, including emergency 
medicine, neurology, consultation liaison psychiatry, inpatient psychiatry, inpatient geriatric psychiatry, 
inpatient child and adolescent psychiatry, and emergency psychiatry. 

 The Behavioral Health Pavilion is a full-service, 122-bed inpatient behavioral health hospital and has 
nine units which offer unique programming to fit the needs of our patients. The inpatient experiences 
focus on the thorough evaluation and stabilization of an acute episode with follow-up care arranged in the 
community. New inpatient units in the NDI) on the east campus will also be sites of training.  

Residents are supervised by board-certified psychiatrists and will engage with multidisciplinary staff 
members in the treatment of patients. In addition, three of Gallahue Behavioral Health Service’s regional 
locations will serve as required clinical rotation sites: Gallahue Hillsdale (Partial Hospitalization 
Program/Intensive Outpatient Program rotation and outpatient psychiatry clinic), Community Support 
Services (community psychiatry rotation) and Southpointe Clinic (outpatient child and adolescent 
rotation). Other rotation sites include private practices (geriatric psychiatry outpatient, forensic 
psychiatry, neurology outpatient), Fairbanks Hospital (addictions), Community Heart and Vascular 
Hospital (consultation liaison), Community Hospital East (consultation liaison, inpatient medicine) and 
Community Hospital South (inpatient medicine). 

Proctology residency program.  
We currently have one remaining resident in our proctology residency program, which has been 
accredited by the AOA.  This program focuses on colo-rectal diseases.  

The program specialty will not exist under the ACGME, so this program will end after the graduation of 
our one current trainee. 

Podiatry Residency Program.  
Community podiatry residents are provided a diverse education in all aspects of podiatric medicine 
including advanced wound care, sports medicine, surgery, inpatient care and private office management. 
Residents can expect an abundance of first-hand surgical experience including forefoot procedures, 
trauma, and reconstructive rear foot and ankle cases. Currently, residents cover five hospitals and seven 



38 
 

surgery centers in our expanding health network, as well as two additional rural suburban hospitals, by a 
network of podiatry educators. All residents are given the opportunity to participate in research, and there 
is ample opportunity for publication. Journal club, Mortality and Morbidity (M&M ) conferences, a 
radiology course, tumor board, surgical workshops, and present lectures that provide continued didactic 
experiences. Residents enjoy a comfortable lifestyle in a clean and safe major metropolitan area, boasting 
professional sports teams, plentiful outdoor activities, attractive cost of living, and family-friendly 
activities. The program has been approved to take three residents per year. 

Hospitalist fellowship program.  
The program at Community Hospital South  started two years ago, and is a one year training program 
which allows graduates of internal medicine or family medicine programs to train to work in adult 
hospitalist and intensive care settings.   

Medical Assisting (MA) Fellowship Program. 
The MA Fellowship Program was created with the help of Community Health Network Foundation in late 
2010. CHNw experienced a large number of open MA positions while experiencing difficulty to fill those 
positions with highly qualified staff. The MA Fellowship Program began as a pipeline strategy to recruit 
and retain highly skilled in MAs and continues to support the continued demand for qualified MAs. 
CHNw has affiliation agreements with nine  colleges within the Indianapolis and Anderson region. 
Community Health Network is the only network within the Indianapolis region that has a full program to 
support MA externs within our ambulatory sites with additional clinical orientation and EMR training.  

Since the program began, CHNw has received 637 student applications with 391 selected to date. In 2018 
we received 77 applications with 31students completing the program.   

The MA Fellowship Program is an advanced externship of a total of 250 hours of clinical and clerical 
experience.  Each MA Fellowship class is approximately 8 to 10 weeks long.  For this unpaid position, 
students are required to work a minimum of 32 hours per week to meet the hour requirements by the 
deadline date. Community’s  MA Fellowship Program provides  two  clinical site rotations. CHNw is the 
only network that offers two  site rotations for MA student externs. Students are placed in a primary care 
setting and a specialty care setting for approximately 3 to 3 ½ weeks each. Student region and area of 
interest are considered when scheduling student placement. Students are provided with a week of clinical 
orientation as well as two days of Epic Training and Customer Service training prior to clinical site 
rotations.  This provides the students with a basic understanding of network values and policy and 
procedures. Additionally, externs complete a clinical competency skill assessment and established 
mentorship from the start of the program. Students are scheduled with a trained MA Fellowship Preceptor 
during the scheduled site rotation.  MA Fellowship Preceptors are CMAs, LPNs or RNs working in the 
back-office role that have completed CHNw preceptor training.  This provides each student with one on 
one support from an experienced staff member at their assigned clinic.   

In addition to reaping the benefits that a well-rounded externship offers; the program allows students to 
measure up their interest with potential positions within CHNw.   Many students are offered a position 
within their externship sites if a position is available.  MA Fellowship students are already entered the 
network and are internal transfers from fellowship student to MA position. Practice managers that host 
students measure clinical competence while the student is completing their extern hours at their site.  This 
is a great way for both the practice manager and the student to feel more comfortable with the potential 
job offer.  If the host site does not have an open position, the students are provided with full support from 
MA Fellowship Program Supervisor and CHNw MA Recruiter to assist the student to find a position of 
interest within the network.  CHNw does not require MA Fellowship students to sign a contract to work 
.for the network if they participate in the program.  Community  wants their  MA Fellowship graduates to 
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make the decision to stay within the network because our positions fit their needs without feeling forced 
to do so Completing the MA Fellowship Program comes with many benefits such as receiving a one-year 
credit on base pay instead of new graduate pay, being considered fist for open positions, and having a 
shorter orientation.  

 

Line 9. “Other”  

Research and scholarly activity.  
Community sponsors significant research in areas of oncology, cardiology and other clinical trials, both 
cooperative and sponsored.  Over 4500 patients were enrolled in clinical trials at Community’s  facilities 
and programs in 2018, bringing new treatments to the forefront in our own community. A developing 
partnership with MDAnderson is additionally expanding the opportunities to lead the community in 
cancer care and innovation. 

Additionally, in partnership with the Community Health Network Foundation, grants and contracts from 
the state, local and federal agencies and external foundations are secured, and used to support clinical and 
educational innovations.  The office of research administration actively supports the research of students 
and scholars, including unfunded research and research toward degrees.  The Institutional review board 
serves to protect all human subjects under our federal wide assurance.   

Academic partnerships:  Scholarly activity symposium University of Indianapolis (UIndy). 
Jointly sponsored by UIndy and Community Health Network, the symposium is held each May at UIndy 
and includes almost 100 presentations and poster presentations of original research done by teams and 
groups which affect patient care.  This symposium is an annual representation of the work done all year 
long in the UIndy partnership.  It was attended in 2018 by 320 people. 

 

Part V: Facility Information, Section B Facilities Policies and Practices, Community Health Needs 
Assessment 
 

Part V, Section B Line 5  

In 2015, Community Health Network conducted a CHNA to understand the greatest health needs in the 
communities served by our hospitals. This assessment was in large part a joint process among four 
Indiana health systems: Community Health Network, IU Health, St. Francis Alliance, and St. Vincent. 
Combined, these are the largest health systems in Indiana. Through this collaborative partnership, 
community health data was collected in three ways: 

• Secondary Data Collection: Data on health and wellness issues was collected. Sources include 
County Health Rankings, Census Bureau Data, various reports from the Indiana State Department 
of Health, and other national reports. Indiana Indicators, Community Commons, and Healthy 
Communities Institute data management systems also contributed to the secondary data used. 
Sources of the secondary data are identified throughout this report. 

• Community Health Survey: A core of 20 mandatory questions based on perception of community 
and personal needs were created. In addition, professionals assigned to each county worked with 
established community health collaborative, local hospitals, and the local health department to 
develop voluntary Community Health Needs Assessment to create 9 questions specific to the 
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county. This resulted in a survey with 20 to 29 questions, dependent on the respondent’s county 
of residents.  

• Focus Groups: In addition to the survey the partnership hosted focus groups that included 15-60 
community leaders from governmental public health, health care, social service agencies, related 
nonprofits, civic organizations, and grassroots/neighborhood organizations. In larger focus 
groups, sub-groups were utilized to give all participants a voice. Each focus group determined the 
top four to six health needs in the community; potential resources or partners; and some 
actions/interventions that might work best. 

Community Health Network consulted the following people for the CHNA: 

Table 7: Community Health Network CHNA Partner Engagement 
Alice McCray – CAFÉ Helen Machal – Marion Cty. 

Prosecutor’s Office 
Maria Tischner – Indiana Latino 
Institute 

Allison King – John H. Boner 
Community Center 

Jake Readon-McSoley – Fishers 
YMCA 

Mary McBeth – Windsor 
Village 

Amandula Anderson – United 
North East Community 
Development Corporation 

James Jackson – Pastor Fervent 
Prayer Church 

Mary McKee – Associate 
Director 

Ann Yeakle – Community 
Health Network 

James Taylor- John H. Boner 
Community Center 

Mary Moriarity Adams – City-
County Council Office 

Anne Majewski – Lutherwood Jan Diggins – Citizens Gas Matt Hedrix – GIPC 
Anne-Marrie Taylor – INRC Jane Beers – St. Thomas Clinic Melissa Drew – CAFÉ 
Bea Northcott – Marriage 
Investors 

Janette Helm – St. Vincent Michael Halstead – Halstead 
Architects 

Beverly Brown – Community 
Relations Senator Breaux 

Jenny Skeehan – Irvington 
Development 

Mike Kolenda – CEO Windrose 
Health Networks 

Beverly Mukes – Gaither Fifth 
Third Bank 

Jim Ginder – Hamilton Cty. 
Health Department 

Mike Lindbloom – Fishers 
YMCA 

Bill Oakes – Director of 
Business Development 

Jim McGuiness – Scecina 
Memorial High School 

Millicent Fleming-Moran – 
Epidemiologist/Researcher 

Bill Taft – Local Initiatives 
Support Corporation 

Joe Gibson – Director of 
Epidemiology 

Miriam Aceveda Davis – 
LaPlaza 

Book Thomas – HealthNet 
Health Centers 

Joe Sagrsky – Indiana Heart 
Physicians, St. Francis 

Nancy Chance – Executive 
Director Good Samaritan 
Network 

Brenda Horn – Attorney Joe Thurber – Scecina Memorial 
High School 

Orin Bell, President CICOA 

Carla Slauter – Center Grove 
Schools 

John Ault – Franklin Insurance Paula Mandel – Johnson Cty. 
Health Department 

Cathy Burton – Marion Cty. 
Alliance of Neighborhood 
Associations 

John Kunzer – Wishard Primary 
Care Services 

Phyllis Price – Eastside Resident 

Chris Gilmore, RN – Grace 
UMC 

Johnny Washington – MDwise Rev. Angelique Walker-Smith – 
The Church Federation of 
Greater Indianapolis 

Chris Weaver – CMO Wishard 
Health Services 

Joy Davis – IU Saxony Rebecca Rominger – Counselor 
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Christine Gree-Hayes – Eastside 
Resident 

Judy Ferguson – Meridian 
Management Corp. 

Rebecca Seifert – Executive 
Director 

Chuck Brandenburg – United 
Way 

Judy Jacobs – Windrose Health 
Network 

Rev. Alice Goshorn – St. 
Thomas Episcopal Church 

Cleven McBeth – Windsor 
Village 

Juli Paini – Office of Disability 
Affairs, Mayor’s Office 

Rita Steinberg – ISO 
 

David Forsell – Keep 
Indianapolis Beautiful 

Karen Lightbourne – Mayor’s 
Office of Neighborhood 
Services 

Rob Riewoldt – Certified 
Mortgage Banker 

David Minor – Hunger Alliance Karen Luehmann – Gateway 
Services 

Sara VanSlambrook – Local 
Initiatives Support Corporation 

Dawn Underwood – Franklin 
College 

Kate Hill-Johnson – St. Francis Sarah Ketterer – IU Health 

Deb Johnson – Whiteland 
Community High School 

Kelly Peisker – St. Vincent Schefcik Morris – Little Flower 
Neighborhood Association 

Diane Hannel – Marion Cty. 
Prosecutor’s Office 

Kelly Wansing – NESCO (near 
Eastside Neighborhood 
Association) 

Yvonne Shaheen – CHNw 
Board Member 

Dick Hammon – American 
Senior Communities 

Kevin Robinson – Olympic 
Products 

Spalding Irvington Development 

Donna Vaughn – Aspire Larry Heydon – President/CEO 
Johnson Memorial Hospital 

Sue Burrow – Indiana Public 
Policy Institute 

Doreen St. Clair – Health 
Educator 

Linda Ruskowski – RT 
Community Health Network 

Suzanne Miller – Juvenile 
Probation 

Duncan Brown - Aspire Lori Hazlett – Indianapolis 
Parks Foundation 

Tamara Moore – Education 
Services Director 

Ellen Quigley – Grants Officer Lori Meyers – Johnson Cty. 
Community Corrections 

Tammy Hughes – East 10th St. 
Civic Association 

Frank Hancock – Sports 
Graphic, Inc. 

Margaret Lawrence Banning – 
Irvington Development 
Organization 

Terri Nigh – Director of Health 
Services 

Gloria Nordemyer – Rosewalk 
at Lutherwood 

Margarita Hart – Executive 
Director Esperanza Ministries 

Terry West – Financial 
Consultant Riverview Hospital 

Greg Ernest – 38th & Shadeland 
Business Group 

Maria Rusomaroff – City of 
Indianapolis, DMD 

Virginia Caine – Director, 
Public Health MCPHD 

Gregory Steele – Associate 
Professor, IUPUI 

  

 

Outside of the collaborative, Community Health Network invited key public health informants to provide 
their input on community health needs. The following informants were interviewed: Duane Krambeck- 
Principal of Christian Park Elementary School in Indianapolis Public Schools; Mary Conway, MSN, RN 
Administrative Coordinator for Nursing Services in Indianapolis Public Schools; Randy Miller Executive 
Director of Drug Free Marion County. 

These quantitative and qualitative data collection mechanisms helped identify community health needs 
and secondary data confirmed the needs perform below state averages. Further review of the health needs 
determined the extent to which health inequities may exist and which segments of the population are more 
negatively impacted. 
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Part V, Section B, Line 6a Was the hospital facility's CHNA conducted with one or more other hospital 
facilities? If "Yes," list the other hospital facilities in Section C 

Yes, we included all hospital facilities in the Community Health Network for the CHNA which were: 
Community Hospital South, Community Hospital North, Community Hospital East, Community Howard 
Regional Hospital and Community Hospital of Anderson and Madison County. 

Part V, Section B, Line 6b Was the hospital facility's CHNA conducted with one or more organizations 
other than hospital facilities? If “Yes,” list the other organizations in Section C 

Yes, the CHNA was conducted with Healthy Communities Institute.   

Part V, Section B. Line 7 indicate how the hospital facility made the CHNA widely available to the public 
by checking all applicable boxes. If the hospital facility made the CHNA widely available to the public by 
means other than those listed in lines 7a through 7c, check line 7d, “Other,” and describe these means in 
Part V, Section C. 

a. Hospital facility website: ecommunity.com 

c. Made a copy available for public inspection without charge at the hospital facility upon request 

Part V, Section B. Line 7a URL, where the CHNA can be accessed. 

http://webapp.ecommunity.com/aboutus/  

Part V, Section B. Line 10a. List in the space provided the direct website address, or URL, where the 
implementation strategy can be found 

http://webapp.ecommunity.com/aboutus/  

Part V, Section B. Line 10b. Answer “Yes” if the hospital facility’s most recently adopted implementation 
strategy is attached. 

Yes.  

Part V, Section B. Line 11. Explain in Part V, Section C, how the hospital facility is addressing the 
significant needs identified in its most recently conducted CHNA and any such needs that aren't being 
addressed together with the reasons why such needs aren't being addressed. For example, a hospital facility 
might identify limited financial or other resources as reasons why it did not take action to address a need 
identified in its most recently conducted CHNA 

Community developed an Implementation Strategy (IS) to address  significant community health needs 
discovered through the CHNA process which it felt it could affect. The IS continues to be updated and 
used for direction and resource commitment.  

Implementation Strategy  

Community Benefit Implementation Strategy is based on the Health Rankings model of population 
health. The Rankings model of population health emphasizes the many factors that, if improved, can help 
make communities healthier places to live, learn, work and play1.  In this model the health of a county is 

                                                           
1 Remington, P. L., Catlin, B. B., & Gennuso K. P. (2015) The County Health Ranking: rationale and methods. Popul Health Metr, 13(11). doi: 

10.1186/s12963-015-0044-2. 

http://webapp.ecommunity.com/aboutus/
http://webapp.ecommunity.com/aboutus/
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measured with two types of health outcomes: how long people live (length of life) and how healthy 
people feel while alive (quality of life)2. Health factors in the model represent what influences the health 
of a county. There are four types of health factors: health behaviors, clinical care, social and economic 
factors, and physical environment. In turn, each of these factors is based on several measures. A fifth set 
of factors that influence health (genetics and biology) is not included in the Rankings3. In our IS, 
Community is focusing primarily on three health factors Clinical Care; Health Behaviors and Social and 
Economic Factors as they relate to Access to Care, Pediatric Asthma and Obesity. The IS also gleans its 
objectives and best practices from Healthy People 2020 and the Culture of Health Framework.  

In 2017, Community Health Network enhanced its standardized principles and practices to account for 
community benefit and  administrative and accounting processes to  report community benefit to various 
stakeholders, including the IRS and state/local agencies, such as ensuring broad based CBISA training 
and additional resources to support growing initiative. See attachment 1: Community Health Network 
Implementation Strategy. 

Implementation Strategy Evaluation. 
CHNw’s community benefit team will regularly monitor and keep leadership updated by continuously 
reporting on the progress towards meeting the IS objectives  and provide an annual report to the 
Hospital’s Executive Leadership and Board Governance. Additional progress on the IS will be reported 
annually through the hospital’s IRS Form 990 Schedule H filing and other reporting sources associated 
with strategic partners and community coalitions. 

The following section highlights how Community Health Network has worked with public health experts 
and community partners to assess and prioritize community health needs and develop programs based on 
goals, measurable outcomes and evidence-based interventions. 

                                                           
2 “Framework Approach”. County Health Rankings Health Outcomes Approach. htp://www.countyhealthrankings.org/our-approach/health-

outcomes. Accessed July 2017. 
3 Ibid. 

http://www.countyhealthrankings.org/our-approach/health-outcomes
http://www.countyhealthrankings.org/our-approach/health-outcomes
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Figure  1: County Health Rankings Health Outcomes Approach 
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PART V. QUESTION 3 COMMUNITY HEALTH NEEDS ASSESSMENT 
3A,C Definition of Community Served/Existing Healthcare Facilities  

  

County Cities and Towns Zip Codes Community Facility 

Hamilton Arcadia | Atlanta | Carmel | Cicero | Fishers | 
Noblesville | Sheridan | Westfield 

Noblesville - 46060  
Noblesville - 46060  
Carmel - 46032 
Carmel - 46032 
Fishers - 46037 
Fishers - 46037 
 

Community Health Pavilion 
Noblesville 
MedCheck Noblesville 
Community Health Pavilion Carmel 
MedCheck Carmel 
KidsExpress 
Community Health Pavilion Saxony 

Hancock Cumberland | Fortville | Greenfield | 
McCordsville | New Palestine | Shirley | Spring 
Lake | Wilkinson 

Greenfield - 46140  Community Health Pavilion 
Greenfield 

Howard Greentown | Kokomo | Russiaville Kokomo - 46902 Community Howard Regional 
Health 
Community Oncology Center - 
Kokomo 
Community Howard Specialty 
Hospital 

Johnson Bargersville | Edinburgh | Franklin | Greenwood 
| New Whiteland | Princes Lakes | Trafalgar | 
Whiteland 

Greenwood - 46143 
Greenwood - 46143 
Greenwood - 46142 

Stones Crossing Health Pavilion 
Community Health Pavilion County 
Line 
MedCheck Greenwood 

Madison Alexandria |Anderson | Chesterfield | Country 
Club Heights | Edgewood | Elwood | Frankton | 
Ingalls | Lapel | Markleville | Orestes | Pendleton 
| River Forest | Summitville | Woodlawn Height 

Anderson - 46011 
Anderson - 46011 
Anderson - 46011 
Anderson - 46013 
Anderson - 46013 

Community Hospital Anderson  
Community Cancer Center 
Anderson - Medical Onc. 
Community Cancer Center 
Anderson - Rad. Onc. 
MedCheck Anderson 
Community Health Pavilion 
Anderson 

Marion Beech Grove | Clermont | Crows Nest | 
Cumberland | Homecroft | Indianapolis | 
Lawrence | Meridian Hills | North Crows Nest | 
Rocky Ripple | Southport | Speedway | Spring 
Hill | Warren Park | Williams Creek | Wynnedale 

Lawrence - 46216 
Eastgate - 46219 
Eastgate - 46219 
Eastgate - 46219 
Eastgate - 46219 
Eastgate - 46219 
Speedway - 46224 
Castleton - 46256 
Castleton - 46256 
Castleton - 46256 
Castleton - 46250 
Castleton - 46250 
Southport - 46227 
Southport - 46227 
Cumberland - 46229 

Community Health Pavilion Fort 
Benjamin Harrison 
Community Health Pavilion 
Washington (w/ MedCheck East) 
Community Health Pavilion 
Shadeland 
Community Hospital East  
Community Cancer Center East - 
Med. Onc. 
Community Cancer Center East - 
Rad. Onc. 
Community Westview Health 
Pavilion (w/ MedCheck Speedway) 
MedCheck Castleton 
Community Rehabilitation Hospital 
Community Hospital North 
Community Heart and Vascular 
Hospital 
Community Cancer Center North 
Community Cancer Center South 
Community Hospital South 
Community Health Pavilion East 

Morgan Bethany | Brooklyn | Martinsville  |  Monrovia | 
Mooresville |Morgantown| Paragon 
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Sites of Care Map, 2016: H-Hospital; P-Pavillion; S-Surgery Center; C-Cancer Center; M–Medcheck;  

• Physican Network Site; I-Imaging; E–Endoscopy Center; B-Behavioral Health 

 



47 
 

3B. Demographics of the Community 

  Age Race Gender 

 Total 
Population 

%  
< 18 

% 65 
and 
over 

% African 
American 

%  American 
Indian/Alaskan 
Native 

% 
Asian 

% Native 
Hawaiian/ 
Pacific 
Islander 

% 
Hispanic 

% Non-
Hispanic 
White 

% 
Female 

Location 6596855 24.0 14.3 9.2 0.4 2.0 0.1 6.6 80.3 50.7 

Indiana 302623 28.5 10.4 3.9 0.2 5.6 0.1 3.8 84.9 51.2 

Hamilton 71978 24.1 15.1 2.2 0.3 0.9 0.0 2.1 93.4 50.9 

Hancock 82982 23.0 18.0 7.1 0.4 1.1 0.0 3.1 86.0 51.7 

Howard 147538 25.4 13.8 1.7 0.3 2.5 0.1 3.4 90.8 50.7 

Johnson 130069 22.1 16.9 8.4 0.4 0.6 0.1 3.7 85.6 50.1 

Madison 131636 22.8 16.0 8.3 0.2 0.4 0 3.2 87.7 50.1 

Marion 941,229 24.9 11.8 28.5 0.5 3.1 0.1 10.2 65.0 51.8 

Morgan 69,698 23.0 16.2 0.5 0.3 0.5 0 1.5 97.5 50.4 

United States Census Bureau County Quick Facts: https://www.census.gov/quickfacts/fact/table/US/PST045216 
 

 

3D. How data was obtained 

In 2015, Community Health Network conducted a CHNA to understand the greatest health needs in the 
communities served by our hospitals. This assessment was in large part a joint process among four 
Indiana health systems: Community Health Network, IU Health, St. Francis Alliance, and St. Vincent. 
Combined, these are the largest health systems in Indiana. Through this collaborative partnership, 
community health data was collected in three ways: 

• Secondary Data Collection: Data on health and wellness issues was collected. Sources include 
County Health Rankings, Census Bureau Data, various reports from the Indiana State Department 
of Health, and other national reports. Indiana Indicators, Community Commons, and Healthy 
Communities Institute data management systems also contributed to the secondary data used. 
Sources of the secondary data are identified throughout this report. 

• Community Health Survey: A core of 20 mandatory questions based on perception of community 
and personal needs were created. In addition, professionals assigned to each county worked with 
established community health collaborative, local hospitals, and the local health department to 
develop voluntary Community Health Needs Assessment to create 9 questions specific to the 
county. This resulted in a survey with 20 to 29 questions, dependent on the respondent’s county 
of resident 

• Focus Groups: In addition to the survey the partnership hosted focus groups that included 15-60 
community leaders from governmental public health, health care, social service agencies, 4related 
nonprofits, civic organizations, and grassroots/neighborhood organizations. In larger focus 

                                                           
4 United Health Foundation America’s Health Rankings 2016. http://assets.americashealthrankings.org/app/uploads/ahr16-complete-v2.pdf. 

Accessed July 4 2017. 

https://www.census.gov/quickfacts/fact/table/US/PST045216
http://assets.americashealthrankings.org/app/uploads/ahr16-complete-v2.pdf
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groups, sub-groups were utilized to give all participants a voice. Each focus group determined the 
top four to six health needs in the community; potential resources or partners; and some 
actions/interventions that might work best. 

Outside of the collaborative, Community Health Network invited key public health informants to provide 
their input on community health needs. Community interviewed Duane Krambeck- Principal of Christian 
Park Elementary School in Indianapolis Public Schools; Mary Conway, MSN, RN Administrative 
Coordinator for Nursing Services in Indianapolis Public Schools; Randy Miller Executive Director of 
Drug Free Marion County as part of the CHNA process. 

These quantitative and qualitative data collection mechanisms helped identify community health needs 
and secondary data confirmed the needs perform below state averages. Further review of the health needs 
determined the extent to which health inequities may exist and which segments of the population are more 
negatively impacted. 

3E. Significant Health Needs  

CHNA data was analyzed and prioritized using these key factors: feasibility for our hospitals to impact 
change, health system expertise in the field of the assessed need, and the hospitals ability to be the most 
effective with the resources available. The four significant health needs identified in all our communities 
are:  

• Access to Healthcare 

• Obesity 

• Pediatric Asthma 

• Community Driven Initiatives  

During the assessment phase we identified many needs that fall outside the expertise of the health system 
and its core competencies. Examples of needs identified but falling outside of the health system core 
competencies include long commute times, lack of bachelor degree attainment, and reading at grade level. 
While some of our programs may systemically improve needs such as reading level or bachelor degree 
attainment, the prioritization process criteria dictate that the health system narrow its focus to clinical core 
competencies.  

3F. Primary and chronic disease needs 

According to the United Health Foundation’s America’s Health Rankings Annual Report, Indiana ranked 
39th among all 50 states in 20165. This report analyzes data on a wide range of behaviors, community and 
environmental conditions, policy, clinical care, and outcomes. As in previous years, Indiana ranks high in 
high school graduation rates, immunizations and low incidences of salmonella. The state's biggest 
improvement came in disparity in health status by education. That disparity decreased by 17 percent, from 
27 percent to 22.4 percent, ranking Indiana seventh in the nation. It ranked 20th a year ago. Indiana also 
showed improvement in obesity and smoking this year. The number of Indiana residents who smoke 
decreased by 2.3 percent, while the state's obesity rate declined by 1.4 percent. The state's 39th overall 
ranking suggests it still has a long way to go toward becoming healthier. Heart Disease is the leading 
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cause of death in Indiana which is followed by cancer. In the past five years, drug deaths in Indiana have 
increased by 27 percent, from 13.1 to 16.7 deaths per 100,000 people. Statewide, more Hoosiers die by 
suicide than homicide, and Indiana has the nation’s highest rate of high school students contemplating 
suicide. Suicide is the second leading cause of death for youth ages 15 to 24, and the third leading cause 
for youth ages 10 to 14. In the past year, the prevalence of diabetes increased 6.5 percent in Indiana while 
it decreased 13 percent nationwide. The report also showed a 2.9 percent rise in the rate of infant 
mortality in Indiana, dropping the state's rank from 36th in 2015 to 43rd in 2016. The top five causes of 
infant death are birth defects, preterm birth and low birth weight, maternal complications of pregnancy, 
sudden infant death syndrome, and injuries. These causes account for 57 percent of infant deaths. Indiana 
also ranks very low (49th out of 50) for public health funding. Combining state dollars dedicated to public 
health with federal dollars directed to Indiana, the Hoosier allocation is just $41 per person; the No. 1 
state in that category, Alaska, has $261 per person.  

County Health Rankings 

Community Health Network is central in Central Indiana with its service area including the following 
counties: Hamilton, Hancock, Howard, Johnson, Madison, Marion and Morgan. Below is a snapshot of 
these counties based on data from the 2016 County Health Rankings report6. This report looks at 30 
factors including poverty, education, transportation, housing, violent crime, jobs, and access to medical 
care. They also look at a variety of measures that affect the future health of communities, such as high 
school graduation rates, access to healthy foods, rates of smoking, obesity, and teen births.  

 

  

                                                           
18 County Health Rankings 2016. www.countyhealthrankings.org. Accessed July 2, 2017. 

http://www.countyhealthrankings.org/
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