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Today’s Topics
• Quick follow-up from last week - Lori Davenport 
• Invasive Group Streptococcal Infections – Lauren 

Milroy, Epidemiologist 
• Clinical Update – Dr. Vuppalanchi 
• Q&A 

5-Star Work Plans, a 6-week webinar series, purchase by Jan. 18 and save 
$$$, details HERE

Mission Possible: SNF Department Head Briefing, a 12-month webinar 
series, purchase by Jan. 20 and save $$$, details HERE

LSC Intensive Workshop, a 2-day in-person workshop, details HERE

https://ihcaincal.users.membersuite.com/events/886b4d99-0078-ccc4-bf68-0b44b0b0783c/details
https://ihcaincal.users.membersuite.com/events/886b4d99-0078-c7a5-4782-0b44b0ad9e62/details
https://ihcaincal.users.membersuite.com/events/886b4d99-0078-c690-7307-0b44beacbdf0/details


Q&A from last week

Previously, a facility/administrators were not allowed to look up their vaccination status 

of their employees on CHIRP as it is considered HIPAA violation. 

Now that facilities have the option to be enrolled as a sub provider of COVID-19 

boosters and get single dose vaccine and can administer it to the employee – for this, 

they need to verify previous doses before administration of new dose.  Can a nursing 

home look up the history on CHIRP of their employee if they are enrolled as a sub 

provider and administering the boosters to their employees ? 



Answer – Dave McCormick 

Looking up employee's vaccination status in CHIRP is a problem if they were looking 

up without consent. 

Suggest – have the employee sign and date a form that they authorize their record to 

be accessed that day for the purpose for receiving a vaccine. 



Answer – Dave McCormick 

Always have documentation that is in the employee file that provides consent for each 

time you look an employee up in CHIRP.  



Single Dose Vials 

Not all LTC pharmacies have single dose vials available. 



CHIRP use – training 

Training resources for using CHIRP are in the Invest LMS Training module located on 

the CHIRP homepage. 

Individuals can access the Invest LMS Training module without having access to the 

CHIRP system. 

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

OUR VISION:



Invasive Group A Streptococcus
(iGAS) Updates



Group A Streptococcus (GAS)
• Streptococcus pyogenes (gram positive cocci)
• Common cause of many types of infections:

o Strep throat/scarlet fever
o Impetigo
o Skin and soft tissue infections
o Bloodstream infections
o Streptococcal toxic shock syndrome
o Other invasive infections

• Transmission via respiratory droplets and direct contact
• Only invasive GAS (iGAS) infections are reportable in Indiana



Invasive Group A Streptococcus (iGAS) Cases, 
Indiana, 2013-2022
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Presenter
Presentation Notes
Key point: Indiana experienced a notable increase in iGAS cases in 2022 compared with prior years between 2013 and 2021.Note: 2022 data are preliminary and may change as additional cases are reported and investigated.



iGAS Cases by Month, Indiana, 2017-2022
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Presenter
Presentation Notes
Key points:- This slide shows iGAS cases by month in Indiana, with the blue bars representing monthly counts annually between 2017 and 2021 and the red bars showing monthly case counts in 2022.In general, iGAS cases have a seasonal pattern with the highest number of cases occurring in winter months.Between January and October of 2022, the number of reported iGAS cases in Indiana was on par with or slightly above case counts in pre-pandemic years.In November and December of 2022, Indiana observed a marked increase in iGAS cases, with case counts far exceeding those in November and December in the preceding five years, including pre-pandemic years.



iGAS Cases by Age, Indiana, 2013-2022
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Presentation Notes
Key Point:Between 2013 and 2022, increases in GAS cases were observed across pediatric and adult age groups.



Proportion of iGAS Cases Residing in Long-
Term Care (LTC) Facilities, Indiana, 2019-2022
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Presentation Notes
Key points:Group A strep is a common cause of invasive infections among long-term care facility residents.In Indiana, between approximately 11% and 18% of iGAS cases annually between 2019 and 2022 were among long-term care facility residents.



Age Distribution of Indiana iGAS cases by 
Long-term Care Residents, 2019-2022*
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*Preliminary data for 2019-2022 combined. Cases with unknown LTC residence are excluded.

Presenter
Presentation Notes
Key points:This slide shows the age distribution of Indiana iGAS cases broken down by residence in long-term care facilities, with blue bars representing those who did not reside in long-term care facilities and yellow bars representing those who resided in long-term care facilities at the time of their infection.As expected, in 2019-2022 combined, iGAS case-patients who were residents of long-term care facilities were on average older than case-patients who did not reside in long-term care facilities. In particular, the proportion of cases aged 70 and older was far higher among long-term care residents than non-residents.



iGAS Clinical Presentation among LTC 
Residents, 2019-2022*
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• 98% of cases had a positive blood culture
• 5% presented with streptococcal toxic shock syndrome (STSS)
• Other clinical presentations:*

o Cellulitis: 25%
o Pneumonia: 10%
o Osteomyelitis: 4%
o *With bacteremia or positive culture from another sterile body site

• Non-invasive presentations (e.g., wound infections) not 
captured in surveillance data

*Preliminary data for 2019-2022 combined. Cases with unknown LTC residence are excluded.

Presenter
Presentation Notes
Key points:Among long-term care facility iGAS cases in 2019 to 2022 combined, 98% had a positive blood culture.5% of cases also presented with streptococcal toxic shock syndrome, a severe form of iGAS infection involving hypotension and multi-organ involvement.Other common clinical manifestations that occurred along with bacteremia or some other positive GAS culture from a sterile body site included cellulitis in 25% of cases, pneumonia in 10% of cases, and osteomyelitis in 4% of cases.It is important to note that non-invasive presentations of GAS infection, such as wound infections, pneumonia, or other skin and soft tissue infections without an accompanying positive culture from a normally sterile body site, are not captured in surveillance data but can be a significant cause of morbidity among long-term care facility residents. All types of GAS infection, whether invasive or non-invasive, can also contribute to the spread of GAS bacteria during long-term care facility outbreaks.



iGAS Case Fatality Rate by LTC Residents, 
Indiana, 2019-2022*
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Presenter
Presentation Notes
Key point: - iGAS cases can cause significant morbidity and mortality, and long-term care residents are at increased risk of mortality from group A strep, often due to advanced age and underlying health conditions.- Between 2019 and 2022 combined, preliminary data indicate that about 18% of iGAS case-patients who were long-term care facility residents died as a result of their infection, compared with about 7.5% of case-patients who did not reside in long-term care facilities.



GAS Outbreaks in Long-term Care
• GAS is a well-documented cause of outbreaks in long-term care facilities 

(LTCFs)
• Often associated with gaps in infection control practices
• May result in significant morbidity and mortality for residents
• Outbreaks may be prolonged, with cases occurring over several months
• Even one case of invasive GAS in a LTCF warrants further investigation
• Two or more GAS cases within a 4-month period typically triggers outbreak 

investigation and response
• Notify public health of any iGAS cases or suspected outbreaks in long-

term care facilities

Presenter
Presentation Notes
Group A strep is also a well-documented cause of outbreaks in long-term care facilities, particularly in the setting of lapses in proper infection control practices.When GAS outbreaks occur in long-term care settings, they can result in significant morbidity and mortality for residents, and they may persist for several months.Because of the potentially severe consequences of GAS outbreaks in long-term care facilities, even a single invasive group A strep case in a long-term care facility warrants further investigation to determine whether an outbreak may be occurring. Typically, observing two or more GAS cases within a 4-month period will trigger outbreak investigation and response.Providers and long-term care facilities should notify public health authorities of any iGAS cases or suspected outbreaks within long term care facilities.



GAS Outbreak Control
• Strong adherence to proper infection control:

o Hand hygiene
o Transmission-based precautions
o Proper wound care practices

• Close monitoring of residents and staff for early signs and 
symptoms of GAS infections (invasive and non-invasive)

• Proper isolation, testing and treatment of symptomatic 
residents and staff

• Screening and decolonization (if deemed necessary)
• Close collaboration with public health

21

Presenter
Presentation Notes
When group A strep outbreaks occur, several key steps are necessary in controlling spread of the bacteria:First, it is critical that facilities maintain strong adherence to proper infection control practices, including proper hand hygiene, appropriate implementation of transmission-based precautions, and proper wound care practices.Facilities should also closely monitor residents and staff for early signs and symptoms of possible GAS infections, including invasive infections such as sepsis and non-invasive infections such as wound infections.Symptomatic residents and staff should be isolated appropriately and promptly tested and treated as clinically indicated.In some circumstances, screening and decolonization of asymptomatic residents and staff may also be recommended to interrupt transmission.Public health works closely with long-term care facilities experiencing outbreaks to provide guidance and resources.



Questions?

CONTACT:

Lauren Milroy, lmilroy@isdh.in.gov
Makayla Culbertson, mculbertson@isdh.in.gov
Brenda Parduhn, Bparduhn@health.in.gov

mailto:lmilroy@isdh.in.gov
mailto:mculbertson@isdh.in.gov
mailto:Bparduhn@health.in.gov
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Group A Streptococcus
(iGAS) Infections



Increase in Pediatric Invasive Group A 
Streptococcal Infections

In November 2022, CDC was notified of a possible increase in iGAS infections among 
children at a hospital in Colorado. 
Potential increases in pediatric iGAS cases in other states were subsequently noted by 
contributors to the Infectious Diseases Society of America’s provider-based Emerging 
Infections Network and by certain jurisdictions participating in CDC’s Active Bacterial 
Core Surveillance System (ABCs). 
This increased number of pediatric iGAS cases in some jurisdictions has occurred in the 
setting of increased circulation of respiratory syncytial virus (RSV), influenza viruses, 
SARS-CoV-2, and other respiratory viruses. While the overall number of cases has 
remained relatively low and iGAS infections remain rare in children, CDC is 
investigating these reports.

25
HAN Archive - 00484 | Health Alert Network (HAN) (cdc.gov)

https://emergency.cdc.gov/han/2022/han00484.asp?ACSTrackingID=USCDC_511-DM96243&ACSTrackingLabel=HAN%20484%20-%20General%20Public&deliveryName=USCDC_511-DM96243


GAS Infections
• Strep throat (streptococcal pharyngitis)
• Scarlet fever 
• Impetigo
• Cellulitis
• Wound infections
• Invasive infections (iGAS) cause high mortality rates and require 

immediate treatment, including appropriate antibiotic therapy
o Bloodstream infections/sepsis
o Streptococcal toxic shock syndrome (STSS) can develop very quickly into low blood 

pressure, multiple organ failure, and even death
o Necrotizing fasciitis: spreads quickly locally, and beyond and can cause death

26
Group A Streptococcal (GAS) Disease | CDC

https://www.cdc.gov/groupastrep/index.html


Colonization 
• Throat
• Skin (including wounds)
• Vagina 
• Rectum 

Colonized individuals are less contagious but can still 
spread the bacteria.

27



Transmission

28

• Respiratory droplets
• Direct contact with infected wounds
• Contact with contaminated, shared equipment (e.g., 

shared wound care supplies)
• Transmission can occur through infected and 

colonized people.



Risk factors for iGAS infections
• People with concurrent or preceding viral infections, such as influenza and 

varicella (chickenpox), are at increased risk for iGAS infection
• People aged 65 years or older
• American Indian and Alaska Native populations
• Residents of long-term care facilities
• People with medical conditions such as diabetes, malignancy, 

immunosuppression, chronic kidney, cardiac, or respiratory disease
• People with wounds or skin disease
• People who inject drugs or who are experiencing homelessness

29
HAN Archive - 00484 | Health Alert Network (HAN) (cdc.gov)

https://emergency.cdc.gov/han/2022/han00484.asp?ACSTrackingID=USCDC_511-DM96243&ACSTrackingLabel=HAN%20484%20-%20General%20Public&deliveryName=USCDC_511-DM96243


Infection prevention 
and control



Guidelines for Isolation Precautions: Preventing Transmission 
of Infectious Agents in Healthcare Settings (2007)

31
Precautions | Appendix A | Isolation Precautions | Guidelines Library | Infection Control | CDC

https://www.cdc.gov/infectioncontrol/guidelines/isolation/appendix/type-duration-precautions.html


Guidelines for Isolation Precautions: Preventing Transmission 
of Infectious Agents in Healthcare Settings (2007)

32
Precautions | Appendix A | Isolation Precautions | Guidelines Library | Infection Control | CDC

https://www.cdc.gov/infectioncontrol/guidelines/isolation/appendix/type-duration-precautions.html


Infection Control: Hand Hygiene

33

• Ensure routine, proper hand hygiene 
o Monitor staff for hand hygiene adherence
o Provide feedback to staff
o Encourage preferential use of alcohol-based 

sanitizer (unless hands are visibly soiled)
• Make hand sanitizer readily available inside and outside 

patient rooms



Infection Control – Wound Care

34

• Maintain proper wound care, including:
o Proper hand hygiene
o Proper use of PPE 
o Proper storing, handling, and transport of medications and supplies
o Proper cleaning/disinfection of reusable equipment and other items
o Proper disposal of used materials
o Audits of wound care practices and feedback to staff on adherence



Infection Control – PPE 

35

• Maintain appropriate transmission-based precautions:
o Routine standard precautions (for all residents)
o Droplet precautions for residents with pharyngitis, wound infections or 

suspected invasive disease (e.g. sepsis)
o Contact precautions for patients with draining wounds that cannot be covered

• Ensure appropriate PPE is readily available
o Droplet precautions – staff use of face and eye protection, such as goggles and a 

facemask or face shield 
o Contact precautions – staff use of gown and gloves

• Use PPE whenever there is an expectation of exposure to infectious 
material. (i.e., coughing, suctioning, etc.) 

Standard Precautions for All Patient Care | Basics | Infection Control | CDC

https://www.cdc.gov/infectioncontrol/basics/standard-precautions.html


Infection Control – Other

36

• Other considerations for best practices:
o Follow routine cleaning/disinfection protocols
o Audits of environmental cleaning practices
o Audits of cleaning and disinfection of reusable 

equipment and items
o Signage about basic prevention:

• Reminders about hand hygiene technique and indications
• Reminders to avoid working or visiting while ill



CDC IP and Control Assessment Tool

37
Source: CDC. Infection Prevention and Control Assessment Tool for Long-term Care Facilities. 

https://www.cdc.gov/hai/prevent/infection-control-assessment-tools.html

https://www.cdc.gov/hai/prevent/infection-control-assessment-tools.html


Recommendations for providers
• Offer prompt vaccination against influenza and varicella to all eligible persons who 

are not up to date
• Consider iGAS as a possible cause of severe illness, including in children and adults 

with concomitant viral respiratory infections.  Illness due to iGAS in persons with 
known viral infections may manifest as persistent or worsening symptoms following 
initial improvement.

• Educate patients, especially those at increased risk, on signs and symptoms of iGAS 
requiring urgent medical attention, especially necrotizing fasciitis, cellulitis and toxic 
shock syndrome

• Notify appropriate local or state public health departments as soon as possible about 
unusually aggressive or severe iGAS cases affecting children younger than 18 years of 
age or clusters of iGAS infections in persons of any age

38
HAN Archive - 00484 | Health Alert Network (HAN) (cdc.gov)

https://emergency.cdc.gov/han/2022/han00484.asp?ACSTrackingID=USCDC_511-DM96243&ACSTrackingLabel=HAN%20484%20-%20General%20Public&deliveryName=USCDC_511-DM96243


Recognize infections early

39

Evaluate patients promptly for GAS infection if any 
suggestive signs or symptoms

• New fever
• Early signs of wound infection, increasing or changing 

drainage
• Sore throat
• A red, warm, or swollen area of skin that spreads quickly
• Severe pain, including pain beyond the area of the skin 

that is red, warm, or swollen



Suspected GAS

40

• Implement appropriate transmission-based 
precautions until: 
o GAS is ruled out OR
o Residents are treated according to the tables from previous 

slides
• Maintain a low threshold for obtaining wound cultures



Educate Staff

41

• Ensure all staff are educated about Group A Strep 
prevention and proper infection control

• Encourage staff to monitor for signs and symptoms of 
GAS infection

• Report suspected infections to designated facility staff 
• Ensure staff do not work when ill



Criteria to return to work or school

42

• It is still important to complete the full course of 
prescribed antibiotics

Strep Throat: All You Need to Know | CDC

https://www.cdc.gov/groupastrep/diseases-public/strep-throat.html


Surveillance

43

• Maintain a list of residents and staff diagnosed with 
GAS infections. (included in GAS toolkit)

• Actively monitor for new cases for 4 months after last 
case identified
o Timeline resets if new cases are identified

• Report any new cases (invasive or non-invasive, 
resident or staff) to IDOH



Screening

44

• Culturing residents/staff to identify and treat carries of 
GAS bacteria
o May be recommended if initial control measures do 

not stop transmission
• Decision to screen is made by the facility in 

conjunction with public health authorities



Resources

45

• LTCF GAS Toolkit includes
• Background on GAS
• Investigation and Control Measures
• Line list, wound care checklist, hand hygiene audit 

form 
• Other resources (including CDC IP and Control 

Assessment Tool)
• Group A Strep Quick Facts

ISDH_LTCF_GAS_Toolkit.pdf (in.gov)

https://www.in.gov/health/erc/files/ISDH_LTCF_GAS_Toolkit.pdf


Respiratory pathogens in 
circulation -Tripledemic



CHIRP Quick Reference Guide

47
CHIRP-Quick-Reference-Guide.pdf (in.gov)

https://www.coronavirus.in.gov/files/CHIRP-Quick-Reference-Guide.pdf


XBB.1.5—What We Know
• Most contagious omicron variant
o Mask use down, exposures up following holiday gatherings/travel, low bivalent booster uptake
o Binds more tightly to ACE 2 receptor than other variants

• Impact on vaccine 
o Bivalent vaccines are BA.4 and BA.5 based. XBB variants are BA.2 lineage viruses. 
o Probably a subtle difference (lower) in neutralization of antibodies for XBB
o Vaccine neutralization with XBB is still above the limit of detection for bivalent boosters, so still 

provides protection
o CDC publishing data on vaccine efficacy in MMWR in February/March

• Similar severity of illness: more severe in those not up to date on vaccine
• No impact on testing, so rapid tests should still be able to detect it
• FDA will share info on therapeutic effectiveness

48
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XBB.1.5—What We Know

https://covid.cdc.gov/covid-data-tracker/#variant-proportions

Presenter
Presentation Notes
Here you can see graphically how the XBB.1.5 is the blue part of the bar that has been growing weekly, squeezing out other variant strains. This is for region 5, which includes Illinois, Indiana Michigan, Minnesota, Ohio and Wisconsin. In Region 1, which covers much of New England, XBB is already more than 70 percent of new cases. Thankfully, all of these variants are still in the Omicron family and not a new variant altogether.

https://covid.cdc.gov/covid-data-tracker/#variant-proportions


COVID-19 Community Levels and Transmission

50
CDC COVID Data Tracker: County View

Maps, charts, and data provided by CDC, updates Mon-Fri by 8 pm ET

https://covid.cdc.gov/covid-data-tracker/#county-view?list_select_state=Indiana&data-type=Risk


Hospital Census

51
Novel Coronavirus (COVID-19): Hospital Dashboard (in.gov)

https://www.coronavirus.in.gov/indiana-covid-19-dashboard-and-map/hospital-dashboard/


Subvariant Proportions by Region

52
CDC COVID Data Tracker: Variant Proportions

Presenter
Presentation Notes
XBB.1.5 is now the second most dominant variant in the U.S. overall, but proportion varies widely by region – accounts for 62% of cases in region 1 in New England, but still only 7.3% of cases in Region 5 in the Midwest.

https://covid.cdc.gov/covid-data-tracker/#variant-proportions


Weekly Influenza Report: Week 52
Report Date: Friday, Jan. 6, 2023

53
https://www.in.gov/health/erc/files/Weekly-Flu-Report_Week-52_2022-2023.pdf

Presenter
Presentation Notes
ILI activity continues to decline in Indiana as well, down from a season high so far of over 7% reported by sentinel providers and ED/UC chief complaints.  Percent positivity of specimens is down from 38%.  Number of flu-associated deaths this season is very high for this time of year but not increasing at the earlier rate reported and reflects the amount of activity seen earlier in the season.

https://www.in.gov/health/erc/files/Weekly-Flu-Report_Week-52_2022-2023.pdf


ILI in Sentinel Provider Clinics
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ILI in ED and Urgent Care Chief Complaints
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Influenza-associated Mortality

56



Therapeutics



Evusheld might not protect against XBB 1.5
Update [1/6/2023] from FDA
• FDA is closely monitoring the emergence of the XBB.1.5 subvariant, a SARS-

CoV-2 Omicron variant that is currently estimated to account for 28% of 
circulating variants in the U.S.

• Because of its similarity to variants that are not neutralized by Evusheld (e.g., 
XBB), FDA does not anticipate that Evusheld will neutralize XBB.1.5. This 
means that Evusheld may not provide protection against developing COVID-
19 for individuals who have received Evusheld and are later exposed to 
XBB.1.5

• Waiting for additional data to verify that Evusheld is not active against 
XBB.1.5

58
FDA releases important information about risk of COVID-19 due to certain 

variants not neutralized by Evusheld | FDA

https://www.fda.gov/drugs/drug-safety-and-availability/fda-releases-important-information-about-risk-covid-19-due-certain-variants-not-neutralized-evusheld#:%7E:text=FDA%20continues%20to%20recommend%20Evusheld,may%20offer%20protection%20against%20future


Important Updates on COVID-19 Therapeutics 
for Treatment and Prevention
Dec. 20, 2022:
• Centers for Disease Control and Prevention (CDC) issued Health Alert Network (HAN) Health 

Update to supplement the CDC HAN Health Advisories issued on April 25, and May 24, to 
emphasize to healthcare providers, public health departments, and the public that the 
majority of Omicron sublineages circulating in the United States have reduced susceptibility 
to the monoclonal antibody bebtelovimab and the monoclonal antibody combination 
cilgavimab and tixagevimab (Evusheld).

• Antiviral therapeutics for the treatment of COVID-19, ritonavir-boosted nirmatrelvir 
(Paxlovid), remdesivir (Veklury), and molnupiravir (Lagevrio), retain activity against currently 
circulating Omicron sublineages. These medications can prevent severe disease, 
hospitalization, and death and are widely available but have been underused.

59
HAN Archive - 00483 | Health Alert Network (HAN) (cdc.gov)

https://emergency.cdc.gov/han/2022/han00483.asp?ACSTrackingID=USDC_511-DM96144&ACSTrackingLabel=HAN%20483%20-%20General%20Public&deliveryName=USDC_511-DM96144


Questions?

CONTACTS:
Lindsay Weaver, M.D.
Chief Medical Officer
lweaver@health.in.gov

Shireesha Vuppalanchi, M.D.
Medical Director
svuppalanchi@health.in.gov

mailto:lweaver@health.in.gov
mailto:svuppalanchi@health.in.gov


THANK YOU!

IHCA.ORG



Contact Information
Lori Davenport – IHCA/INCAL Clinical/Regulatory
• ldavenport@ihca.org
• 765-516-0148

Amy Kent – Assistant Commissioner, IDH
• amkent1@isdh.in.gov
• 317-233-7289

Jennifer Spivey – Infection Control, IDH
• JSpivey1@isdh.IN.gov
• 317-232-0639
• 317-471-7844 cell

Paul Krievins
• pkrievins@isdh.in.gov

Kelly White – Reporting, IDH
• kewhite@isdh.in.gov

Tammy Alley – Vaccine Questions, IDH
• talley@isdh.in.gov
• 317-223-7441

Randy Synder – Vaccine Questions, IDH
• rsnyder1@isdh.in.gov

Russell Evans
• russ@probarisystems.com
• outreach@probarisystems.com
• 317-804-4102

Paul Peaper – IHCA/INCAL President
• ppeaper@ihca.org

Dr. Shireesha Vuppalanchi – Clinical, IDH
• svuppalanchi@health.in.gov

Brenda Buroker – Survey, IDH
• bburoker@isdh.in.gov
• 317-234-7340

Jan Kulik 
• jkulik@isdh.in.gov
• 317-233-7480

Peter Krombach
• pkrombach2@isdh.in.gov

Michelle Donner
• midonner@isdh.in.gov

Pam Pontones – CDC Guidance, IDH
• ppontones@isdh.IN.gov
• 317-233-8400

Kara Dawson – NHSN
• kdawson@qsource.org
• 317-628-1145  OR  contact:
• Angeleta Hendrickson -

ahendrickson@qsource.org
• Teresa Hostettler - thostettler@qsource.org

• Deeksha Kapoor – IHCA/INCAL Communications/PR
• dkapoor@ihca.org

• Rob Jones – IDH Gateway Assistance
• rjones@isdh.in.gov

• David McCormick
• DMcCormick@isdh.IN.gov

• Dr. Lindsey Weaver
• lweaver@isdh.in.gov

• Langham Customer Service
• 866-926-3420
• Covidsupport@elangham.com

• Deanna Paddack – Infection Prevention, IDH
• dpaddack@isdh.in.gov
• 317-464-7710

• Dave McCormick – Immunization Division, IDH
• DMcCormick@isdh.IN.gov
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