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Call to Order:  Chairperson Dr. JoAnn Burke called the meeting to order at 10:00 a.m.  She 
welcomed the members and said the Indiana Commission on Aging is sitting right during 
changes with the transformation of long-term services and supports (LTSS), and public policy 
changes.  She expressed gratitude to everyone for coming together; the leadership at the state 
level for convening meetings to be as inclusive as possible, recognizing that it’s never easy to 
make changes.  Indiana needed to make changes for quite some time.   

JoAnn asked Dan if he had an opportunity as secretary to review the minutes for any changes.  
Dan said the version distributed has had corrections made.  JoAnn asked for approval of the 
minutes.  Katie Ehlman moved to accept, and Jennifer Lantz seconded with unanimous approval 
from the Commission.  JoAnn said she would do a roll call to see if the minutes could officially 
be approved.  Margaret Smith absent, Robert Bischoff present, Katie Ehlman present, James 
Goen present, Michael Sullivan present, Lauren Mullet absent, Judith Schoon present, Jennifer 
Lantz present, Sue Grossbauer present, Debra Lambert present, Kelli Tungate absent, Dan 
Mustard present, Megan Springer present.  JoAnn said they have a quorum, so the minutes are 
officially approved.   

JoAnn said several months ago, Judith Schoon who works with insurance in Indiana, had some 
questions and was putting forth the idea that we get more clarification on what they are doing 
with the Indiana long term care partnership program.  Of particular interest is the fact that 
public policy related to Medicare funding for long term services and supports will have a broad 
impact on what’s happening in Indiana for people who may not be on Medicaid.  Erin contacted 
Rebecca Vaughn and asked her to introduce herself and expressed her appreciation for her 
willingness to come and talk to the Commission about the Indiana partnership plan.  

Rebecca Vaughn said she always welcomes the opportunity to talk about long term care 
insurance, particularly the partnership program.  She is the Partnership Director for the Indiana 
Long Term Partnership Program, which is an agency within the Department of Insurance.  
Originally the program started in FSSA, and in 2006 it was moved to the Dept. of Insurance.  She 
has been with them since 2007.  She will give some historical perspective about the partnership 
program and bring them up to date to where they are today.   



In the 80’s there was some concern about the amount of money Medicaid was spending on 
long term care services.  Back then it was realized that it was huge portion of the Medicaid 
budget as it is today.  The idea was, how do we address this problem?  In the 80’s, long term 
care as an insurance product was a very new concept and there weren’t many policies.  Mainly 
it was nursing home policies which varied, and you couldn’t really compare apples to apples.   
Out of this came the idea that they needed to figure out some way to save now, and in the 
future, Medicaid dollar services.  First, they need to educate consumers about long term care. 
Medicare in general doesn’t pay for long term care services.  Medicare is a government medical 
program for seniors.  Long term care services are those types of services and supports that we 
would need because we have some mental deterioration or some physical issue that would 
prevent us from performing some activities of daily living, things that we do every day.  Long 
term care insurance is not health insurance.  There is no expectation that we would get better 
from these services, just that we would be able to maintain some level of independence, 
hopefully in the home and be able to continue to those activities of daily living.  

Rebecca said not only do we need to educate consumers about long term care services, but 
they needed to work with insurance companies to come up with some better policies.  Now we 
have Alzheimer’s units, adult day care, and other options that were not widely available in the 
80’s.  Insurance companies realized that they needed to come up with some better policies and 
they needed to encourage current individuals to assume financial responsibility for those types 
of services, because they knew Medicare wouldn’t pay for it and there is a limited amount of 
Medicaid dollars that would cover those services.   Out of this came the collaboration between 
government and the insurance industry.  Insurance companies attempted to come up with 
some policies that have a good level of benefits that will be worth something to the individual 
20-30 years down the road if they must use these services.  Government participation was to 
promote these policies and to get people educated to buy these policies.  Hopefully these 
policies will be sufficient that individuals will not have to go to Medicaid for dollars for their 
care.  To encourage people to purchase these policies Medicaid has an asset offset; if you 
purchase a partnership policy with a good level of benefits, but those benefits run out, then one 
of the choices may be to apply to Medicaid.  Medicaid is designed for low-income individuals, 
so you must meet certain poverty and income guidelines to qualify and asset guidelines.  But 
with the partnership policy you do get some special considerations for Medicaid eligibility, you 
get to disregard more of your assets than if you didn’t have a partnership policy.  Also, on the 
back end they would be exempt from Medicaid estate recovery. 

They educated people and got some insurance companies to buy into the idea and 4 states 
became partnership states offering these policies, Indiana, New York, Connecticut, and 
California.  A misconception is that the state offers these policies.  These policies are offered 
through the insurance companies.  The state does not sell insurance, but they do agree that if a 
person applies to Medicaid, then they would have some offset to asset reduction, they 
wouldn’t have to spend down their assets.   



The idea was to try to target the middle-income population, those individuals that would have 
some assets but if they were looking at an extended long term care services that would quickly 
deplete that person’s assets that they had accumulated.  As a kind of reward from the state, if a 
person purchases a partnership policy, then the state would say thank you for doing that. We 
hope it is sufficient and you would not have to apply to Medicaid, but if you do then we are 
going to allow some asset disregard by applying to Medicaid.  There is no additional premium 
cost to the insured for asset protection because there is no risk to the insurance company.   

Indiana was one of the 4 original states, and a partnership policy is just like a traditional long 
term care policy except that it has more consumer benefits built in. They have some minimum 
level benefits built in that they must purchase, and they have an inflation factor of 5% that they 
need to purchase.  That is a good thing because it hopefully keeps their benefit up with the 
costs of care.  If a person purchased a policy today for $100, in twenty years when they got 
ready to use it, barring inflation, it would only pay $100.  And we all know that things go up in 
cost, so a 5% inflation was built in as a requirement to those policies.  After the 4 original states 
started their program, there were some backward thinking people in government who took 
away the back end on the estate recovery piece and so no more states became partnership 
states.  Fast forward to 2005 when new federal legislation called the Deficit Reduction Act 
changed many things in Medicaid, but it also opened the partnership program so more states 
could join.  The new states that came in had programs that are a little bit different than the 4 
original states.  The DRA law says that if the 4 original states did not lower their consumer 
standards, they could maintain their partnership programs as is and didn’t have to comply with 
the new DRA regulations applied to the new states that have partnerships.  The 4 original states 
were grandfathered in, and their partnership program does have more consumer benefits than 
the DRA states.  They now have a total of about 44 states that are considered partnership 
states.  Another good piece of that DRA legislation is the national reciprocity compact.  All 
partnership states except California have assets affordability language, so if you have an Indiana 
partnership policy and you retire to Florida and start using your policy benefits up you may 
have to apply to Medicaid.  If you want to stay in Florida and if both Indiana and Florida are in 
the national reciprocity compact, then Florida would honor the asset protection on a dollar-for-
dollar basis.   

Rebecca said one unique aspect with the Indiana program is that they have 2 kinds of asset 
protection: dollar-for-dollar and total asset.  Dollar for dollar means that if you are applying for 
Medicaid, for each dollar that has been paid off the insurance policy benefit you get to protect 
one dollar of your asset.  If you have a total asset policy, it means that all your assets, regardless 
of the amount that has been paid out of the insurance policy are protected from Medicaid 
spenddown.  Indiana is the only state that has the dual model asset protection.  The good thing 
about the partnership policy is that very few people have exhausted their insurance benefit and 
have had to apply for Medicaid which is the whole intent of the partnership policy.  She thinks 



the program has worked as policies have been sufficient and they have reduced the 
dependency on Medicaid.  Fast forward to this year.  There was a thought in the legislature that 
they needed some changes to the partnership program.  The 5% inflation factor has been a 
little bit high, and she has worked to try and get that adjusted and had not been successful.   

There was House Enroll Act 1405 that was passed that was to discontinue the current 
partnership program and switch over to the DRA partnership status.  She was hoping they 
would have a study committee first as there are a lot of nuances in their program versus the 
DRA but that didn’t happen first.  We could go ahead and say that we are going to stop our 
current program and switch to the DRA.  That is one piece, but there is no provision in the DRA 
federal law that addresses what happens to their current partnership people because the DRA 
does not offer total asset and about 85% of their policies are total asset policies.  The caveat is 
that must get some assurance from HHS on 2 things; one is that if someone has a total asset 
policy and apply to Medicaid, that Medicaid would get matching funds for those total asset 
policies.  That could be a huge liability if we did not get that assurance from HHS.  The other 
thing is the other provisions in the current policies would be grandfathered as well.  She doesn’t 
know the status of approval from HHS but it’s her understanding that if that does not come 
through by December then it would go to a study committee and stop the switch to the DRA 
status.  Sales have been kind of stagnant with the partnership program for several reasons.  
One is the long-term care market in general.  Carriers are not as likely to offer standalone long 
term care policies.  The market is trending towards combo products where you have a life or 
annuity product with a long-term care rider attached to it.  She will see how things go forward 
and she opened it up for questions.       

JoAnn thanked Rebecca.  By statue, the Indiana Commission on Aging is obviously looking at 
their most vulnerable older Hoosiers, but they are to look at the broad spectrum of what’s 
happening with older people in Indiana in all income brackets.  They need to be tuning in to the 
policy implications for everybody who are all older adults in Indiana.  She thinks Rebecca has 
really brought some of that discussion right to their forefront.  She asked Rebecca to clarify 
annuity policies with a long-term care rider.  Rebecca said the trend for insurance companies is 
moving towards offering a standalone long-term care policy.  The other trend is to offer a 
combo or hybrid product where the underlying policy is a life insurance policy or annuity and 
then attached to it are some limited long term care benefits.  She thinks there is a need for it in 
the market, but she thinks it’s geared more towards the higher income bracket of individuals.  
Not everybody needs additional life insurance or annuity or can afford an annuity product, so 
she thinks they are kind of leaving out the lower- or middle-income individuals that are looking 
for long term care services.  With their current partnership program, they do require that the 
insurance companies offer a minimum of a one-year benefit.  It still gives the person access to 
some asset protection but just a low-level amount of coverage if that’s all that they need.  
Someone asked at what age can they purchase the plans?  Rebecca stated that it depends on 
the insurance company, as each insurance company has its own underwriting guidelines, but 



typically the range that she sees is 18 to 80.  They do track information on the partnership sales 
and the youngest person was 18.  That individual had a history of a lot of medical conditions in 
his family.  But typically, people in their 50’s start thinking about those types of things when the 
kids are out of the house, and they have more discretionary income.   

JoAnn asked how many insurance companies are selling the Indiana Partnership Plans.  Rebecca 
said right now they only have 2 companies offering the plan. There was a question about 
policies. There is a huge long term care insurance market.  What percentage of that total 
market is comprised of these partnership policies, and are there lots of other policies that are 
not part of this program in Indiana?   Rebecca said they don’t track all sales of long-term care; 
they just track partnership sales.  

Erin Wright said there was a comment in the chat from Dr. Steven Counsell.   He said that 
Rebecca provided very helpful information, and could she please provide an example of the 
typical dollar for dollar and total asset protection and how they work.  For instance, if someone 
is going to buy a partnership policy it’s dollar for dollar.  There will be a couple of things that 
she gets to choose to pick.  Her daily benefit (the amount that is paid per day if she is in a 
nursing home) and the length of time the benefit policy will cover her.  Right now, typically it’s 
roughly a $180 a day daily benefit.  A 3- or 4-year benefit period is a typical long term care 
policy.  So, then you come up with a pot of money, you take $180 a day times 365 days a year 
times, 4 years and that gives you a pot of money.  Let’s say that ends up being $300,000 and 
then with the partnership that will grow 5% every year.  If you exhaust all your benefits and you 
make the decision to continue your care, the only way you can do that is to apply for Medicaid.  
You apply to Medicaid, and you tell them your insurance policy has paid out $300,000 in assets 
so when Medicaid looks at your eligibility instead of only being able to keep $2,000 in assets 
you are able to set aside and keep $300,000 and still qualify for Medicaid.  If you had purchased 
a total asset policy and each year reset the minimum amount you need to have total asset 
protection, so this year you need a policy amount of $430,000.  So if you purchase a partnership 
policy say 5 years ago and you met that minimum standard and you applied to Medicaid and its 
paid out $430,000, even if you have one million in your checking account, Medicaid says you 
have a total asset you get to disregard or set aside all of your assets even though your policy 
only paid out $430,000, so that would be a total asset disregard policy.  If a person is looking at 
a traditional policy and a partnership policy and all those benefits are the same as a $180 a day 
4-year benefit with a 5-year compound inflation there would be no difference in premium cost 
for partnership versus a traditional policy because there is no cost to the insurance company for 
asset protection.  So, a person can get this high-level policy and have asset protection for the 
same cost as a traditional policy.  

Erin read a comment from Dan Mustard in the chat:  He read that only 5% of people over the 
age of 40 have long term care insurance.  Is that true, and how does Indiana compare?  Rebecca 
said they don’t track all long-term care policy sales, so she doesn’t have a good feel for the 



number of people in Indiana who might be in that age group that purchase long term care 
insurance policies.  Kristen LaEace said she had a question. Is the moral of the story that with 
the new legislation, if you really think the total asset policy is where you need to be, that you 
better get on the stick and get a plan from her before it transitions?  Rebecca said yes that’s 
correct.  With the DRA partnership model total asset is not an option.  Erin read another 
question in the chat.  What is the typical monthly premium now for a common starting age?  
Rebecca said premiums depend on the age that you are when you apply, the amount of benefit 
that you select, your health status and the insurance company.  All insurance companies have 
their own underwriting guideline, if she had to ballpark it she would say if you are in your 50’s 
you’ll probably be looking at around a $3,000 a year premium for a good level of benefit.   

JoAnn thanked Rebecca for joining them, and again to think broadly about older Hoosiers and 
think not only about some of their most vulnerable, but also about people in the middle class 
who are trying to plan for how to finance any assistive services they need.  Is there something 
that they can do to get the word out to people that we are trying to help people stay at home 
as long as they possibly can?  Perhaps something more than just Medicaid planning when they 
see an attorney?  She is just putting that out there as a thought, so that the Indiana Commission 
on Aging can try to think this through.  Rebecca said anything she can do to help the cause and 
get the word out; she would be glad to do it. 

Discussion:  Jesse Wyatt Deputy Director for the Indiana Division of Aging, a part of FSSA, 
introduced himself and thanked the Commission for having him.  Jesse stated that some of the 
slides in the presentation have been shown before, but they have some new folks and there are 
some additional slides since they last presented to the Commission.  Jesse said the big question 
is why they need to reform long term care services and supports LTSS.  One reason is the cost 
just for the Aged & Disabled waiver.  It’s the primary waiver in Medicaid in Indiana that helps 
people aged in place and avoid institutionalization.  They served, over the course of a year, 
almost 30,000 unique individuals in state fiscal year 2020.   The total expenditures in state and 
federal was more than $1 billion on those 30,000 folks, so it is not a cheap endeavor.  However, 
the great thing about the A&D and similar waivers across the country is that CMS demands that 
the cost to serve those individuals is less than it would be to serve them in a nursing facility.   

We are an aging nation and Indiana is no exception.  Indiana is an aging state, and more and 
more individuals need or want these types of services to remain in their home.  AARP has put 
out a scorecard every 3 years.  This is the 4th version, and in each one Indiana has been in the 
bottom 5 of the states.  This is an independent organization, and they are saying that we don’t 
do very well, and they’ve said it repeatedly.  There is really a lot of improvement that can be 
made in Indiana’s current system, and when you look at how we can sustain the program in the 
future, that’s where the conversation around managed care comes in.   



Jesse said AARP has presented to the Commission on the scorecard, but if anyone has questions 
let him know and he can do a deep dive.  He produced a chart showing projections for Indiana 
in the 65+ population who are on the A&D waiver.  Folks using the waiver start to pick up in 
their 70’s, and in some states it’s in the early 80’s.  Rebalancing is a concept that’s been around 
a long time.  Nationally, the trend has been going towards home and community-based services 
versus nursing facility stay.  The nursing facility is the appropriate place for many individuals if 
that’s what they choose.  Anyone on the A&D or Medicaid waiver qualifies for a nursing facility 
and can be in a nursing facility today if they choose.  Some folks in a nursing facility may not 
qualify for the A&D because they may be there for a short-term basis, or maybe they are 
rehabbing after they’ve had a fall and are recovering.  But nationally, more people can remain 
at home than in a nursing facility.  In Indiana, they are below that trend at about 50% and when 
you look at covid there has been a precipitous drop in nursing facility admin over the last year 
or so.   

Jesse produced a chart to show how AARP outlines what a high performing long term care 
services and supports system looks like.  They go into great detail about affordability and 
access, choice of setting and choice of provider, quality of life, quality of care, support for family 
caregivers and effective transition.  He would note that in the Division of Aging, caregiver 
support has been a big focus for their Director Sarah Renner, and if you look at the AARP report 
it is probably where they perform the worst today, followed by poor performance in effective 
transitions.  The only other thing that is vital is building long term care services and supports 
system that can help Hoosiers remain at home and age in place.   

Jesse produced a slide that is at almost every FSSA meeting now.  They know through surveys 
that most people, when given a choice, would want to stay at home and they are failing in 
helping them have that choice.  Two big goals of MLTSS that they have is to rebalance in 2 
different ways.  First is to have 75% of the new enrollees to long term care services and 
supports remain at home and age in place.  Today, overall that number is 50%, and their goal is 
75%.  And as far as expenditures they hope to get up to 50% in home and community-based 
services.  How do we get there?  One is to be a little bit faster; many of us know that when we 
want to go into a nursing facility, they can often get services the same day or within a couple of 
days.  Nursing facilities are a larger provider, and they are a little bit more sophisticated in how 
Medicaid and Medicare work and they are often willing to accept risk.  Many small home-based 
providers simply don’t know the rules well enough and often they are not financially able to 
work at risk.  Being able to speed up the ability for a family to get services in the home can be 
critical in helping individuals remain at home and not really have the only choice for someone 
who needs immediate services be a nursing facility.  Number two is moving into MLTSS.  Many 
states now are MLTSS.  Indiana has been fee for service for some time, its really a different 
payment mechanism.  With managed care, the state has some certainty for a given time with a 
secure contract which shows how much the state is going to pay, per member, per month, and 
then the managed care companies can derive quality and efficiency in a way that the state has 



not been able to do so far.  A big part of that is linking payment to outcome, so instead of just 
paying for the service.  The idea is that if a provider performs a service well, they will be 
rewarded, or if they didn’t perform that service well, they will receive less money.  Jesse stated 
that he wishes they had a little bit better data to be able to access.  In some ways they have 
very good data and, in some ways, they have very poor data, but improving not only the data 
available but the ability to share that data across many different organizations is really critical in 
improving their overall system. Those are the steps that have been outlined by Secretary 
Sullivan and their new incoming Secretary Dr. Rusyniak. 

Jesse produced a table that he shared for the proposed MLTSS population.  This is just a point in 
time, so the numbers can change, and the target is population 60+.  Roughly about 40% or so 
would be receiving MLTSS.  They need a name for the program because it’s a little misleading to 
call it MLTSS, because they do have a big chunk of people who won’t be receiving MLTSS 
services.  But if, as they age, their health declines and they may need assistance but not 
everyone who is 60 needs LTSS.  This is just kind of the target population including anyone on 
the A&D and anyone in the nursing facility, anyone currently enrolled in fee for service, HCC or 
HIP. 

The reimbursement goal is to eventually get to a capitated rate, but also there is a goal to make 
sure the current rates going into managed care are the right rates to help build up that 
capitated rate.  A few years ago, the Division participated in a rate methodology project for the 
A&D waiver rate that was applied to the TBI waiver and eventually some of their non-waiver 
programs as well.  These are the reimbursement goals: alignment across services, sustainability, 
person centeredness and value-based purchasing and reducing disparities.  When looking at 
expenditures compared to other states Indiana has a relatively high spend per person and when 
you look at the different ways that we spend money Indiana is quite high for nursing facilities 
when compared to some other states.   

Jesse’s next slide was stakeholder considerations that they’ve had feedback on and talked 
through and evaluated.  Member’s choice of at least 3 MCEs as far as selection and what is 
available to the consumer.  Access is very critical, responsibilities and requirements on the MCE 
and safeguards and enrollment for the consumer.  These are just some of the examples on 
feedback that they’ve heard from stakeholders.  Other stakeholder considerations included 
members eligibility, members choice, that it be person centered, meet the state minimum 
requirement and communication to members to ensure access to necessary supports.    

JoAnn opened it up for discussion.  JoAnn said people out in the local community are saying to 
her “If this is going to start in 2024, when are we going to know what is going on?”  Jesse said 
he would encourage them to go to the website link so they can stay current with what’s going 
on, and if they have any questions, they have a specific inbox MLTSS questions, and they do 
respond.  The goal is to get better.  The goal is to improve outcomes, have more people stay at 



home and remain independent, care for people better.  All these services that they are offering 
today aren’t necessarily new services; they are just restructuring how they offer those same set 
of services that they think will lead to better outcomes and a more sustainable program.  
Anyone who needs help should reach out to their local Area Agency on Aging.  That is really the 
first step if someone needs home based services.  He forgot to mention that there is more 
stakeholder planning coming up, there is going to be some specific provider and consumer type 
meetings and surveys going out.  They are approaching 100 stakeholder meetings already.  
There was a question as to where people can find out about the stakeholder meetings are they 
on the website that he mentioned.  Jesse said it depends on the meeting, they do limit the 
number of people invited to some of the meetings to keep the meetings manageable in a way 
that those participating can have feedback so not every meeting is necessarily opened to the 
entire public, but if it is they do post it.   

Sarah Renner said that Dr. Burke, Dan, and Kristen have been invited to be a part of what they 
are calling the Older Hoosiers and Caregivers Advisory Group.  This group will meet at the end 
of July.  They are hoping to get invitations today to advise the Indiana Minority Health Coalition 
and Advancing States on how to successfully plan a consumer forum, so thank you for your 
willingness to participate.  You will see announcements publicly from those organizations, and 
the Advisory Group on the website.  Judith asked if they could get that website out to them.   
Erin said yes.  JoAnn said she had been invited to many of those meetings and they have been 
very busy and doing very robust work.  She had a question from a hospice nurse last week 
asking if they are getting experts who are saying something about what they are trying to deal 
with out here and she answer yes, they are using evidenced based approaches as best as they 
can.  JoAnn thanked Jesse and Sarah and looks forward to hearing more as the work progresses.   

Erin said there is a question in the chat: she thinks it has been answered, but will there be a 
participant consumer group stood up to obtain the voice of the customer?  Yes, it’s been 
answered.  There is planning for consumer feedback, and he would encourage anyone to send 
them a note through the stakeholder inbox.  It’s important to hear an individual’s story.   

JoAnn said the next area of business is that Erin will talk about the 2022-2023 area plans on 
aging that are submitted by the area agencies on aging to the State Units on Aging which in our 
state is the Indiana Division of Aging.  As a reminder the Older Americans Act in 1965 set up the 
Administration on Aging at the federal level, at the state level each state had to have a State 
Unit on Aging and in Indiana it’s the Indiana Division of Aging and then we have our area 
agencies on aging.  They are required to submit plans to the State Units on Aging the Indiana 
Commission on Aging is in an advice and comment position with reviewing these plans and Erin 
is going to present a summary of these plans and they will have an opportunity to advise and 
comment.   



Division of Aging Update:  Erin thanked JoAnn, and said that she covered her introduction, so 
she will do a quickly go through the first couple of slides.  As Dr. Burke mentioned the area 
plans are a federal requirement under the Older Americans Act for designation as an area 
agency on aging.  In Indiana the Triple A’s submit them every 2 years so they receive 16 
different plans as they have 16 designated planning and service areas.  While the plan is a 
requirement of the Older Americans Act it really is intended to encompass more than just the 
Title III services and it is designed to highlight the individual Triple A’s overall efforts in their 
planning and service area.  The plans include planned future activities, goals, objectives, and 
their planning processes for their service area.   They issued their updated guidance and 
templates earlier this calendar year for submission of the plans.  In addition, they include goals, 
and activities as well as a lot of other statutory and regulatory compliance issues such as signed 
assurances, general service description summaries, direct service waivers, cost allocation plans, 
etc., each individual Triple A plan is well over a hundred pages.  The Division of Aging has 
established procedures for reviewing the area plans and they have a standard template that 
they follow.  Each plan is reviewed by more than one person.  The Commission’s role in 
planning and needs assessment and the review of these plans were discussed with Dr. Burke, 
and it was decided that they would just focus on the goals and objectives and how those relate 
to our current 2019-2022 state plan on aging.  The Division of Aging is then responsible for 
detailed review of everything else included in the plan.  While the Commission doesn’t officially 
approve each individual AAA plan, if there is any kind of vote to support, or approval, any 
member on the Commission who has a contractual business or directorship role with the Triple 
A, they will need to recuse themselves so there is no perceived conflict of interest.   They have 
been going through some extensive reviews and they will be contacting the area agencies on 
aging for clarification and some missing required information.  

Erin said their current state plan was approved in the summer of 2018 and covers federal fiscal 
years 2019 through 2022.  The state plan is available on the Division’s website in the report 
section.  They submit it every 4 years and are in the early planning stages for their next state 
plan on aging that they will be submitting next summer for federal fiscal year 2023-2026.  The 
priority areas in their current plan include Aging and Disability Resource Center functions, 
caregivers, dementia, elder rights, and social determinants of health.  The area plans use the 
goals from the state plan to help inform the priority areas for the Triple A to formulate their 
own individual Triple A goals, so therefore they will all be in alignment.  Also, these new plans 
that were just submitted will help inform and feed into the Division’s overall 2023-2026 state 
plan on aging. 

In the area plans the area agencies submitted their goals, objectives, activities in the form of 
logic models.  They introduced these with the last round of area plans for 2020-2021 to create a 
standardized tool for consistency, clarity, and measurability.  The area plans include three 
required priority areas and the Triple A’s were asked to come up with a least one addition but 
no more than three additional goals to work on in their plan.  They reviewed all the plans to 



find common themes and those will guide their discussion today.  They are going to focus on 
the goals and objectives.  They will be highlighting the common theme throughout the Triple 
A’s and if anyone on the Commission is interested in seeing the individual logic models, they do 
have those and can share them.    

Erin said to facilitate the discussion, as she goes through each goal, she will be talking about the 
state plan goal and then how the priority area coincides with the goal and how they utilize that 
in the area plan.  The first goal is to improve the performance of Indiana’s aging network to 
efficiently and effectively met the needs of its growing senior population.  They required the 
Triple A’s to focus their plans to this in relation to their function as an Aging and Disability 
Resource Center (ADRC).  Each area agency is required to have the goal to ensure consistent, 
quality, and timely information and access to long term services and supports.  Each Triple A 
was required to have as least one objective which states that the Triple A will work to improve 
internal processes to ensure timely and accurate documentation and processing.  They have 
seen a lot of inconsistencies in that area, which is affecting reporting and the overall 
understanding and performance.  In addition to the required objectives, many of the Triple A’s 
also included additional objectives and the list highlights the themes, including person centered 
approach with needs-based assessments focusing on individual goals and preferences.  Working 
to streamline access and raising visibility for public, private and community resources, services 
and supports, staff training for both Options Counselors and care managers and caregiver 
training was highlighted and several of the area agencies.  Some Triple A’s designed their plan 
to work towards expanding hospital partnerships and prioritizing discharges to ensure timely 
and quality transitions of care.   

Some of the activities proposed to work toward these objectives and ultimately contribute to 
the overarching goal of the Triple A’s include staff training and caregiver assessments, online 
referral and access, updating social media and establishing new processes for screening and 
prioritizing internal phone calls and contacts.  The Division of Aging continued caregiver support 
and dementia care as a priority area.  It was a priority in the area plan and it’s a priority area in 
the last round of area plans and its continuing in this one.  The state plan has the goal to 
support caregivers’ ability to provide ongoing informal supports.  Each Triple A was required to 
include that same goal language in their area plans.  One required objective that every Triple A 
was to have is to increase the number of caregivers of older adults receiving Title III-E respite 
counselor training and or support services in the planning and service area.   Title III-E funds are 
under the Older Americans Act.  Part of the national family caregiver support program has 
several service categories that can be funded and supported, and they asked the Triple A’s to 
focus on at least increasing the services provided under that.  While they required all the Triple 
A’s to have that one consistent goal a number of the Triple A’s also included additional goals to 
reduce the overall caregiver burden as well as to improve the quality of care.  Some of the 
outlined objectives related to fiscal and priority area, and many of the Triple A’s are 
implementing more evidence-based program for caregivers and expending their staff training 



related to dementia and caregiver support.  Some of the Triple A’s mentioned the development 
of internal procedures and enhancing and developing the structure for their current caregiver 
programs by working to hire more dedicated employees to support the ongoing caregiver 
supports to allow for more direct focus in this area.   

Erin produced some highlights of proposed activities to work towards those objectives.  They 
did require all the Triple A’s to include an objective related to implementing caregiver 
assessment.  There is one available in CAMSS for non-Title III-E recipients and other proposed 
activities including enhancing partnerships and staff training and education.  In relation to the 
4th goal in the state plan on aging is to strengthen statewide systems for advocacy and 
protection of older adults, the Division of Aging added protecting elder rights and preventing 
abuse, neglect, and exploitation as the third required area plan priority area for all the Triple 
A’s.  Related to that, each Triple A was required to have the goal to protect and enhance the 
rights and prevent the abuse, neglect, and exploitation of older Hoosiers.  There were two 
objectives related to this that each Triple A was required to have, first the Triple A will facilitate 
awareness of and involvement in addressing the needs of residents on long term care settings.  
This was aimed at raising awareness of the Ombudsman long term care program.  The second 
required objective was that the Triple A will facilitate coordination of legal assistance services 
and Adult Protection Services.  The state’s aim at including this objective was for the Triple A’s 
to serve as a facilitator between their legal service providers and each Triple A is required to 
spend a minimum of 3% of their Title III-B funding on legal services so each area will have legal 
services programming.  The Triple A will facilitate coordination of legal assistance services and 
Adult Protective Services.  In addition to those two required objectives Triple A’s included other 
objectives related to again raising awareness, increasing education and financial exploitation. 

The activities related to the required objectives; number 1 was to facilitate awareness and 
involvement in addressing the needs of long-term care facilities.  The Triple A’s are planning 
activities such as outreach and public education about the Ombudsman program, staff training 
and regular meetings with their long term care Ombudsman.  They are working to raise 
awareness of home and community-based services and long-term care settings, and one Triple 
A is planning to develop a skilled nursing facility friendly volunteer corp.  Related to required 
objective number 2 proposed activities include staff training, hosting joint meetings between 
legal providers and APS for public awareness and community education.  She will add that some 
of the particulars related to this area outlined ideas about how their area agency would 
enhance or improve their legal services program and then separately how they would better 
coordinate with Adult Protective Services will need to be followed up with the Triple A’s.   

Erin said they reviewed the 3 required priority areas that each of the plans of the 16 area 
agencies are required to have.  In addition to these 3 priority areas the Triple A’s are required 
to have at least one but no more than 3 additional goals.  Most of the Triple A’s priority and 
goals chosen for their individual service areas really reflect social determinants of health or 



individual social determinants of health such as transportation, health and wellness or 
socialization as their priority with other choices including social services for veterans, 
education, empowerment etc.  Several the Triple A’s continued the goals from the last plan and 
are continuing to build upon them over the next 2-year cycle.   

Erin listed some themes related to the Triple A selected goals.  To meet these goals, the Triple 
A’s provide engaging health education services in a variety of settings, including virtual delivery, 
provide or fund adequate transportation services to improve access to medical care, groceries, 
meal sites, shopping, socialization opportunities and to work to better under health disparities 
based on demographic and social determinants of health.  She cited some activities related to 
this area include instituting social determinants of health screening with clients, expanding 
resource and partnerships, looking for additional nutrition service delivery mechanism such as 
food pantries, popup distributions, etc. 

Erin said she tried to briefly summarize all the themes that they were seeing in the area plans.  
Part of the process is to have this discussion today.  The Commission is not required to officially 
approve the plans, but they do have a role in reviewing and discussing the plans as an informal 
stamp of approval.  She is happy to entertain any questions for further discussion.  At the 
Division of Aging, they expect to wrap up their detailed review of the plans over the next couple 
of weeks and will be reaching out the Triple A’s to request changes as needed and they will 
finalize staff review and present their recommendations to Sarah and Jesse with the goal of 
wrapping the process in September for plan start date of October 1, 2021.  These will be on a 2-
year cycle and overlapping with the last year of their current state plan on aging and the first 
year of their upcoming state plan. 

JoAnn said, “Thank you, that was a lot to try and summarize and put into a presentation for us 
today.”  To move this along she doesn’t want to cut back on any questions someone might 
have, but she would like to entertain a motion to support the plans as Erin put them forth and if 
she could get a second then they can discuss it and vote on approving that motion.  Sue moved 
and was seconded by Michael Sullivan.  JoAnn said open for discussion, questions, comments.  
Michael said quick question; what is the status of the Richmond Triple A that was kind of 
dissolved and what can they do to support the Triple A’s and let everybody know how great 
they are.  Erin said to answer the first question they went through a request for funds to 
designate a new area agency and LifeStream Services, which was serving as the interim for that 
area was awarded that area.  Regarding what the Commission can do to support the area 
agencies and raise awareness, she thinks the work that Dr. Burke is doing with the Living Longer 
Living Better collaborative, kind of that grassroots movement by community, is a wonderful 
step.  Empowering and encouraging coordination with the Triple A’s, older adults, and local 
service providers to raise awareness about not only the availability of programs and services for 
older adults, but just general community focused issues related to aging is what the 
Commission has been working towards for the last couple of years now.  JoAnn said all in favor 



of supporting the plans as presented signify by saying “I” and any opposed say “no”, the 
Commissioners approved.    

JoAnn said she is next on the agenda.  Erin brought the Living Longer Living Better guide that 
they developed along with several state organizations.  She has been busy, and she wants to 
thank Qsource again for their willingness to help disseminate this across the state through 
some podcasts.  Next month they will be hearing some of the work that Dan Mustard is doing 
with the Senior Center Coalition in Indiana.  They did a podcast and that is now available on the 
Qsource website, and it deals with senior centers hosting and coordinating being a lead 
organization working with area agencies on aging to promote age and dementia friendly 
initiatives within local communities.  She is in the process of scheduling a podcast that will work 
with faith communities taking a lead to initiate age and dementia friendly initiatives and she is 
working on two additional podcasts; one will be focused on hospitals and health systems 
working with Triple A’s and the other will be the nursing homes working with Triple A’s to 
initiate more age and dementia friendly initiatives.  Those are the things that they’ve been 
doing with podcasts and those are available to anyone.  They want people on the Commission 
to go out and use them, they want to create some synergy with the grassroots efforts.  She’s 
been out doing some things and she’s got people on the Commission working with her too, and 
if you are interested in working on these things more just let her know and she will figure out a 
way to do it.  It’s only if they all work together that they make things better for seniors.  JoAnn 
asked Judith if she had an update on the shared decision making, Megan was also working on 
some of that.  They had a presentation last month at the Commission on Aging, and she doesn’t 
know if they have an update.  Judith said they sent everything that Megan gave them out to 
everybody so they could look at it, and they are still trying to get everyone together, but they 
are still working on it.  JoAnn said they will look for to hearing an update at their September 
meeting.  JoAnn said she hopes to hear from Dan at their September meeting on some of the 
work that they have doing, does he have an update.  Dan said that he would yield his time to 
Kristen, since she has not had enough time to present her information at the last couple of 
meetings.   

I-4 Update:   Kristen LaEace said she wanted to catch them up, since there has been a lot 
happening between area agencies on aging, federal budgets and what’s going on at the state 
level.  She is going to pull up the packet that was forwarded to them.  They’ve done a lot of 
federal advocacy in the last several months thanks to the Commission on Aging and CHOICE 
Board members that participated in the advocacy forum with N-4A.  They were really excited to 
be able to sponsor JoAnn’s participation as well as a few members of the Commission on Aging 
and CHOICE Board representing adult day and home health providers.  She really appreciated 
the perspective they brought to their hill visits.  They managed to get appointments as of 
yesterday with 10 out of 11 congressional offices, they need to work on Greg Pence, if you are 
in his district, we need for you to reach out to him and ask him why he won’t talk to folks about 
aging issues.  They have had some good hill visits and they were able to share what’s going on 



related to the long-term care industry in Indiana, especially as it relates to long-term care 
priorities of our national organization N-4A.   

Kristen wanted to tell them a little bit about funding at the national level.  FY 2021 
appropriations include all the covid-19 relieve funding that came through FFRCA, Cares Act 
funding, the American Rescue Plan etc. which is available nationally.  The area agencies on 
aging in Indiana have had their share of those funds.  Currently the Families First Act and Cares 
Act funds are pretty much gone, and right now the big pot coming in is American Rescue Plan 
Act funding as well as CDC funding related to vaccine distribution.  The American Rescue Plan 
funding is coming through the Older Americans Act.  The state has been working to get those 
funds out to area agencies on aging.  They’ve collected feedback on what those priorities of the 
area agencies on aging would be and so they will see that money start to flow soon.  There is a 
little bit of an issue with American Rescue Plan funding in that there’s a match requirement and 
their national association has been looking at how to get that match requirement waiver.  

Kristen produced a list of what they talked about in their requests for last year’s appropriations. 
The request is essentially a doubling of what was requested in previous years, due to the 
impact of COVID.  That is what they took to the hill, and although it didn’t fulfill their entire 
request, it included hefty increases for most of their line items.  Over a little bit of time, you 
may see advocacy alerts come out, you may see things in the news about where congress is 
heading with the budget, but they have good hopes for a substantial base increase in Older 
Americans Act funding going forward.    Also, for their information an analysis of the president’s 
proposed budget, they included the advocacy letters from N-4A related to match requirements 
as well as just advocacy for the Americans Rescue Plan and overall advocacy for the president’s 
budget. 

Kristen included the N-4A national policy priorities, but it doesn’t cover everything so if you are 
looking for a national agenda to support and need some talking points to take to your 
congressional representative feel free to use them.  If you are looking for some national 
information about older Americans, ACL annual publishes its profile of older Americans.  She 
has included that in their packets.  She asked if anyone had any questions about what’s going 
on federally.  She said she will go on to state.  Something important came out in the beginning 
of July, regarding the American Rescue Plan.  Medicaid is going to get extra in matching money 
from the federal government.  To get that money, Indiana will have to submit a spending plan.  
The question then becomes, how are we going to use all this extra money coming in from 
Medicaid? It’s about pandemic relief.  We’re looking at home and community-based services, 
Medicaid services overall, vaccine etc.  FSSA sent out a survey to get feedback and they took all 
those ideas and threw them into the spending plan and made it broad.  She would propose and 
suggest that they look at the document if there are things that they want to have further input 
on or need further details on, she is sure Erin can connect them with the appropriate people in 
FSSA.  The other document that came out is the Request for Information related to managed 



long term care services and supports.  This is the final product of one of the stakeholder groups 
that has been involved with FSSA.  It asks for lot of great ideas about how we do managed long 
term care services and supports and to give some context.  This is a document that is expected 
to be responded by managed care entities.  You will see that the eligible responders are 
basically managed care entities, however, it doesn’t mean that you can’t look at all the 
questions and if you have something to say you can submit your feedback to the email for FSSA 
that is going to be share with you related to MLTSS.   She would say that FSSA administration 
has done a great job of getting stakeholder input and being responsive to that input, she will 
say that a lot of the stakeholders believe lot of the goals stated could have been accomplished 
without going to MLTSS.  She said that’s everything from the state and she has a few more 
articles to share with them and asked if anyone had any questions.   

Kristen included a Kaiser Family Foundation article on Medicare Advantage 2021 enrollment 
updates and key trends, and she wants them to understand the context as there are 
advantages and disadvantages.  She also included a couple of articles related to the Alzheimer’s 
drug that has been seen in the news.  An interesting article from the IBJ, and another article 
from the Kaiser Foundation talked about doctors and the pros and cons of this new hot button 
Alzheimer’s drug.  Another news article picked up by NPR talked about the lack of home care 
workers, so if you need some talking points or examples use the recent article. There was an 
article about how people are engaging teens in opening the door for them to nursing home 
careers.  This article includes a description of a program that allows teens to get involved with 
long term care services in high school and they can leave high school with a CNA Certification to 
start them in a career in long term care.  Kristen encouraged the Commission to go through the 
rest of the packet and asked if there were any further questions.  Deb said she had 2 areas of 
concern as they move forward with this whole thing and Kristen addressed one of them with 
the shortage of workers.  She has been doing this for 24 years and she has never seen it so 
challenging.  She doesn’t know how they are going to find more workers as they expand home 
and community-based services.  Her second concern regards the “do not hire” list as some 
potential employees have had their license revoked for some form of abuse, and Deb has a 
growing concern regarding finding workers to provide good quality services to our seniors.  Just 
throwing it out as they are going fast and furious with this, and she thinks it’s extremely 
important, and while it’s great to do things conceptually, there must be some system.  She 
hopes that they don’t just go headlong into this because we have this timeline, that we want or 
need to reach, and without having the systems in place.  Kristen said in one of their previous 
meetings about reimbursement policy they did mention that workforce was going to be added 
like a sixth goal.  She thinks FSSA has heard the issues about workforce loud and clear.  We 
know this isn’t going to work unless we have the workforce out there.  Another concern: is 
there something being looked at as to what caregivers are asking for financially and what the 
current reimbursement rates are when we are looking at funding?  Kristen said that she can 
pretty much say that at every meeting there is talk about HCBS rates.  She can’t say what the 
state’s plan is going to be, but she does know that in some of the additional funding that is 



coming into the state they are looking into increasing some rates.  Maybe the Commission can 
have Medicaid come in talk to them about where are the rates going and what are we looking 
at in terms of rates.  That would be a good conversation to have with your Medicaid staff.   

JoAnn said in September Dan will be giving a presentation on senior centers Living Longer Living 
Better guide.  We have 2 GWEPS in Indiana, and in November we have workforce as a topic, so 
that might give us an opportunity there to ask some questions about Medicaid rates in the 
geriatric workforce.   

Adjournment:  JoAnn adjourned the meeting and asked Erin to send her slide to the 
Commission. 
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