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The Administration on Aging’s Nursing Home 
Diversion Program

It is almost becoming rare to hear the phrase 
“long-term care” without also hearing the word 
“rebalancing” in the same discussion.  This is be-
cause of the very active effort underway to ensure 
that individuals in need of long-term care (LTC) 
have access to a wide range of noninstitutional op-
tions.  The focus of “rebalancing” has largely been 
on Medicaid, and for good reason.  Medicaid is the 
single largest purchaser of LTC in the nation, hav-
ing paid more than $101 billion for LTC in 2005 
alone.1  This figure includes payment for home and 
community-based services (HCBS), as Medicaid 
provides such coverage through Medicaid “waiver” 
programs or through state plan services such as 
home health services and personal care services.  
However, Medicaid has historically been structured 
to favor nursing facility (NF) care over community-
based care for those in need of LTC.2  In order to 
rebalance Medicaid’s reliance on NF, the Medicaid 
statute was amended by the Deficit Reduction Act 
of 2005 (DRA) to add new community-based LTC 
options and to offer states the financial incentive to 
move Medicaid-enrolled individuals back into the 
community.3  

But Medicaid is not the only statute to have 
been recently amended to facilitate rebalancing.  In 
2006, Congress added a number of new provisions 

to the Older Americans Act (OAA) to increase the 
Administration on Aging’s (AoA) role in expand-
ing community-based LTC options.4  The OAA has 
for many years authorized funding for community-
based services for individuals 60 and over, but the 
2006 OAA amendments made the goal of trans-
forming the LTC system a primary mission of the 
AOA, and in doing so mandated that the agency 
fund demonstration projects to fulfill this mission.  

The AOA’s Nursing Home Diversion Mod-
ernization Grant Program is a product of this new 
mandate.  In 2007, the AOA awarded 12 states 
$500,000 grants “to assist individuals at risk 
of nursing home placement and spend down to 
Medicaid to receive home and community-based 
services.”  The grant period is 18 months, and the 
AOA expects that the grantees will be able to show 
by the end of the grant period demonstrable success 
in diverting individuals from nursing home place-
ment.

What follows is a brief overview of the Nursing 
Home Diversion program, including a history of 
the role of the AOA in delivering HCBS, the 2006 
OAA amendments, and descriptions of specific 
state diversion programs.  The AOA-supported 
Nursing Home Diversion program will be the first 

1	 Georgetown University Long-Term Care Financing Project, National Spending for Long-Term Care  (2007), available at http://ltc.
georgetown.edu/pdfs/natspendfeb07.pdf 

2	 Medicaid beneficiaries are entitled to NF services, 42 U.S.C. §§1396a(a)(10)(A), 1396d(a)(4)(A), but coverage for packages of HCBS or 
personal care services is strictly the states’ option to provide. 

3	 Pub. L. No. 109-171, §§ 6071, 6086, 6087
4	 Older Americans Act Amendments of 2006, Pub. L. No. 109-365
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of many LTC-related programs funded by the AOA, 
so advocates should be familiar with the overall role 
the agency will continue to play in reshaping the 
provision of LTC.

Older Americans Act funding for Home 
and Community-Based Services

For more than 30 years, the OAA has specifi-
cally authorized funding for services to “assist older 
persons in avoiding institutionalization.”5  The 
available services identified by the statute that are 
targeted at meeting this goal include case manage-
ment, homemaker, home health and client assess-
ment services,6 although other services available 
under the OAA also assist individuals in avoiding 
institutionalization, such as transportation and nutri-
tion services.7  In fiscal year 2002, 44% of the more 
than $1 billion spent by the federal government on 
OAA Title III services went toward personal care, 
homemaker services, chore services, home-deliv-
ered meals, adult day care, case management, and 
assisted transportation, with nearly two million indi-
viduals receiving at least one of the services.8

In 2000, the OAA was amended to increase the 
potential of the AOA and state units on aging to 
accomplish diversion through the creation of the 
National Family Caregivers Support program.9 (“As 
our nation strives to provide more meaningful home 
and community-based options, we must strengthen 
and maintain our support of the main resource upon 
which these options rely – family caregivers.”10)  
This program provides caregivers of aging individu-

als general information about caregiving programs 
and services, individual counseling, caregiver train-
ing, respite care, and, in some case, supplemental 
services (e.g., home or vehicle modifications or 
assistive technologies ).  In fiscal year 2002, more 
than four million people received general informa-
tion through the program, while 182,000 received 
individual counseling, 76,000 received respite care, 
and 56,000 received supplemental services.11  

In 2003, the AOA further expanded its “re-
balancing” efforts through a partnership with the 
Centers for Medicare & Medicaid Services (CMS) 
to fund state Aging and Disability Resource Cen-
ters (ADRCs).  ADRC funding is designed to help 
states establish “one-stop shops” for information 
on LTC in order to “reduce the confusion” consum-
ers encounter when seeking information about LTC 
options.12 “By educating people about the options 
available and offering them a single ‘one-stop’ pro-
cess to access the services they need, Resource Cen-
ters will ensure that home and community-based 
support options are easy to access.”13  

Forty-three states (including D.C.) received 
three-year grants up to $800,000 between 2003 and 
2005 to initiate at least one ADRC.14  To receive 
funding, states had to assure CMS and AOA that, by 
the end of the grant period, the state ARDC would 
be: increasing public awareness of LTC support 
options; providing direct LTC option and benefits 
counseling; and making Medicaid eligibility deter-
minations (both clinical and financial).15  States are 
required to serve everyone over 60 and at least one 

5	 See Older Americans Act Comprehensive Services Amendments of 1973, Pub. L. No. 93-29. 
6	 42 U.S.C. §3030d(a)(5)
7	 “Home-delivered nutrition services enable older adults to avoid or delay costly institutionalization and allow them to stay in their 

homes and communities.”  Coalition for Aging, 30th Anniversary – Older Americans Act Nutrition Programs, available at http://www.
coalitionforaging.org/nutr.pdf. 

8	 Enid Kassner, AARP Public Policy Institute, The Role of the Older Americans Act in Providing Long-Term Care (2001), available at 
http://www.aarp.org/research/longtermcare/trends/aresearch-import-670-FS12R.html. 

9	 Older Americans Act Amendments of 2000, Pub. L. No. 106-501, §316
10	 U.S. Department of Health & Human Services Administration on Aging, The Older Americans Act National Family Caregiver Support 

Program—Compassion in Action (Forward by Assistant Secretary Josephina G. Carbonell) (2004)
11	 Id., at 9.  
12	 Dina Elani, Greg Case, Aging and Disability Resource Centers: One Contact for Easy to Access Long-Term Care Supports, TASH 

Connections (September/October 2004). 
13	 Id.
14	 See the ADRC Map on the AoA’s website at http://www.aoa.gov/prof/aging_dis/statemap.asp
15	 Administration on Aging and Centers for Medicare & Medicaid Services, Aging and Disability Resource Center Grant Initiative 8 (April 

2005). 
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target population of younger individuals with dis-
abilities.16 

States must also “meaningfully involve stake-
holders in the planning, implementation, and evalu-
ation of their Resource Center program.”17  And 
because the awards are designed to achieve “endur-
ing” change, grantees had to include information 
on the steps they were taking or planned to take to 
ensure that their ADRCs “will be sustained beyond 
the grant period.”18  (Contact information for state 
ADRCs is available on the ADRC Technical Assis-
tance Exchange, http://www.adrc-tae.org).  

The 2006 Amendments to the Older 
Americans Act

The joint CMS/AOA effort giving rise to the 
ADRC program is part of the federal government’s 
decade-long effort to “rebalance” LTC, an effort 
that basically began with the Nursing Facility Tran-
sition Demonstration program created in 1998 by 
CMS and the Office of Assistant Secretary for Plan-
ning and Evaluation (ASPE).19  Between 1998 and 
2001, CMS and ASPE gave grants ranging from 
$550,000 and $800,000 to 12 states to help them 
transition NF residents back to the community.  The 
grants “permitted states to use grant funds for virtu-
ally any direct service or administrative item that 
held promise for assisting nursing home residents’ 
return to the community.”20 

This was followed by the Real Choice Systems 
Change Grants that CMS began awarding in 2001.21  
Since then, more than 300 grants have been made 
to states for NF transition programs and other pro-
grams such as “Integrating Long Term Support 

with Affordable Housing,” “Quality Assurance and 
Improvement in HCBS,” and “Respite for Adults.”  
The ARDCs are part of the Real Choice initiative.

On top of these programs came the statutory 
changes to Medicaid.  In the DRA, $2 billion was 
authorized for the Money Follows the Person pro-
gram, under which 37,000 Medicaid-enrolled nurs-
ing facility residents will be transitioned to the com-
munity in the next five years. Also, the DRA gave 
states the option to offer HCBS as a state plan ser-
vice and to provide more self-direction in personal 
care services.   

Against this backdrop came the reauthorization 
of the OAA in 2006, which in final form made the 
expansion of HCBS opportunities a central mission 
of the Aging Services Network.  The amended OAA 
added to the list of the AoA’s duties the responsibil-
ity to help establish “comprehensive, coordinated 
systems at Federal, State, and local levels that en-
able older individuals to receive long-term care in 
home and community-based settings.”22  This same 
mandate was also given to state units on aging,23 
and area agencies on aging.24  

The OAA’s broad new mandate for the Aging 
Services Network, and the law’s specifics about 
how it should be achieved, were in large part ad-
opted from HHS’ Choices for Independence Initia-
tive.  Before the 2006 reauthorization of the OAA , 
HHS proposed the Choices pilot to fund state efforts 
to strengthen the Aging Services Network’s “role 
in promoting consumer choice, control, and inde-
pendence in long-term care.”25  Three central goals 
were included in the plan: empower individuals to 
make informed choices about their LTC services; 

16	 Id. 
17	 Id., at 6-7.  Listed examples of organizations “that should be involved” include Alzheimer’s Association chapters, disability/aging 

advocacy groups, Long-Term Care Ombudsman programs, and Independent Living Centers.
18	 Id., at 21. 
19	 See Martin Kitchen et al., UCSF National Center for Personal Assistance Services, Federal Systems Change Grants to State and 

Territories: 2001-2005 (2006), available at http://www.pascenter.org/systemschange/index.php. 
20	 See, e.g., Michael Schaefer, Steve Eiken, Passages: Arkansas’ Nursing Home Transition Program 1 (2003).  
21	 See http://www.cms.hhs.gov/RealChoice 
22	 42 U.S.C. §3012(b)
23	 42 U.S.C. §3025(a)(3)
24	 42 U.S.C. §3026(a)(7)
25	 See U.S. Department of Health & Human Services, Choices for Independence—Modernizing the Older Americans Act  (2006), available 

at http://www.aoa.gov/about/legbudg/oaa/Choices_for_Independence_White_Paper_3_9_2006.doc. 
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expand “prevention” programs to help frail indi-
viduals maintain themselves in the community; and 
expand choices and services for individuals at risk 
of institutionalization.  All three goals were incor-
porated into the missions of the AoA, state units on 
aging and area agencies on aging.26  The law directs 
that the Assistant Secretary “conduct research and 
demonstration projects” to achieve these goals.27

The “informed choices” element is in large part 
facilitated by the AoA’s new mandate to “imple-
ment in all states Aging and Disability Resource 
Centers.”28  For prevention, the Assistant Secretary 
is now authorized to design, implement and evalu-
ate “evidence-based programs to support improved 
nutrition and regular physical activity for older in-
dividuals.”29  And then there is the overall mandate 
to expand choices, which is what has given birth to 
the AoA’s Nursing Home Diversion program.  The 
Nursing Home Diversion program “is designed to 
support the initial implementation of the third com-
ponent related to the Aging Services Network’s role 
in helping individuals who are not Medicaid eligible 
to avoid unnecessary nursing home placement.”30 

The Nursing Home Diversion Program
The AoA invited states in 2007 to apply for 

grants designed to modernize the states’ current ef-
forts to help individuals avoid nursing home place-
ment.  “This opportunity supports the new long-
term care provisions in the 2006 Older Americans 
Act and is intended to support States’ long-term 
care rebalancing efforts.  It is designed to comple-
ment the CMS Money Follow the Person program 
initiative by strengthening the capacity of states to 
reach older adults before they enter a nursing home 
and spend down to Medicaid.”31  

Each state was required to submit a project nar-
rative that included a summary of the proposed 
program, the projected outcomes, and information 
on the current status of the state’s nursing home 
diversion efforts.  States would be given consider-
able freedom in designing and implementing their 
programs, and could use their grants to, among 
other things, provide direct services and supports 
to individuals and their family caregivers, and de-
velop systems to support cash and counseling and 
consumer-directed models of care.  

State applications were evaluated on the degree 
of progress the states proposed to make in enhanc-
ing the “service” and “system” elements of their ex-
isting diversion efforts.32  Service elements include 
providing “flexible service dollars” to individuals, 
targeting individuals at high risk of either Medicaid 
spend down and/or nursing home placement, and 
giving consumers the option to use a consumer di-
rected model.  “System” elements include state use 
of a single entry point system, infrastructure to sup-
port consumer directed approaches, and quality as-
surance and performance measurements.  “A state’s 
nursing home diversion program must include a 
performance measurement program that can be used 
to continually track and evaluate the program’s per-
formance in achieving its goals and objectives.”33  
Funding was to approximate $500,000 for 18 month 
grant periods, with states having to provide a 25% 
match.  

The AoA received applications from 30 states 
and awarded grants to 12.  The grantee states are: 
Arkansas, Connecticut, Georgia, Illinois, Kentucky, 
Maryland, Michigan, Minnesota, New Hampshire, 
New Jersey, Vermont and West Virginia.34   

26	 42 U.S.C. §§3012(b)(1)-(4), 3025(a)(3), 3026(a)(7)
27	 42 U.S.C. §3012(b)(2)
28	 42 U.S.C. §3012(b)(8)
29	 42 U.S.C. §§3012(b)(3), 3016(a)(2)
30	 U.S. Administration on Aging, Nursing Home Diversion Modernization Grants—Program Announcement and Grant Application 

Instructions  3 (2007)
31	 Id., at 2
32	 Id., at 1
33	 Id., Attachment A-7
34	 Only Minnesota, Vermont and West Virginia did not also receive Money Follows the Person grants under the DRA-authorized program.  

See Gene Coffey, National Senior Citizens Law Center, Money Follows the Person 101 (2008).
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Here are the basic outlines of three of the diver-
sion programs based on the information from the 
states’ project narratives.  

West Virginia’s Fair Plus Nursing Home 
Diversion Project

West Virginia will be using its grant to support 
family caregivers of individuals with Alzheimer’s 
disease or other cognitive impairments by award-
ing them “flexible dollars” to purchase “support, 
services and goods” that the caregivers believe are 
necessary to maintain caregiving roles.  

West Virginia currently operates a state-funded 
program called the Family Alzheimer’s In-Home 
Respite Program (FAIR), under which a family 
caregiver of an individual diagnosed with Alzheim-
er’s disease or a related dementia may receive up 
to 16 hours of respite care per week from trained 
workers employed by local county aging providers.  
There are no income or asset criteria applied for 
eligibility, but some caregivers may owe a fee for 
each hour of respite care according to a sliding scale 
fee schedule.  Those with incomes below roughly 
$21,000 owe no fee, while the maximum hourly fee 
of $14 is assessed to caregivers whose incomes are 
higher than roughly $51,000.  In 2007, FAIR pro-
vided more than 9,000 hours of respite care to more 
than 250 caregivers.35  

According to West Virginia’s narrative, FAIR 
was a product of the success of West Virginia’s 
AOA-funded Alzheimer’s Disease Demonstration 
Grants to States (ADDGS), in which “[d]ata from 
16 county ADDGS programs gave substance to 
the belief that a family-centered approach to health 

care and long-term care may help curb rising costs 
of care, and, more importantly, that older persons 
prefer a family-centered approach.”36  With the state 
having made its investment in FAIR, and with its 
knowledge of the role unrelieved caregiver burden 
plays in forcing many into institutions,37 West Vir-
ginia’s diversion program will create a FAIR Plus 
program.  Fair Plus will provide up to 50 FAIR-par-
ticipating caregivers a stipend to pay for both tra-
ditional and non-traditional services and goods that 
will meet the caregivers’ needs and/or help make 
the caregivers’ responsibilities more manageable.

The services and goods the caregiver may 
choose include homemaker services, assistive de-
vices, home modifications, medicines, personal 
care, medical alert devices, nutrition services, dura-
ble medical equipment, incontinence products, and 
medical services.  As the narrative emphasizes, the 
services and goods purchased by the caregiver will 
be self-directed.  Caregivers will receive between 
$300 and $425 a month over the course of a nine 
month period.

The diversion program will actually kick off 
with a seven-month planning period during which 
four separate workgroups will be established to 
help design different elements of the program.  The 
targeting workgroup will help develop “a holistic, 
state-of-the-art tool”38 to identify those care receiv-
ers most at risk of institutionalization. (“Although 
the client in FAIR [Plus] is the caregiver . . . , tar-
geting will be directed to the care receiver.”39)   The 
assessment group will be charged with developing 
a tool that will help shape “a care plan that includes 
services and supports chosen by the caregiver.”40  
This tool will screen for “specific information about 
the caregiver and the care receiver to determine as-

35	 West Virginia Bureau of Senior Services 2007 Annual Report 3. 
36	 West Virginia Nursing Home Diversion Program Narrative, p. 5.
37	 Id., at 9, citing Lynn Friss Feinberg, Kari Wolkwitz, Cara Goldstein, Ahead of the Curve: Emerging Trends and Practices in Family 

Caregiver Support, National Center on Caregiving, Family Caregiver Alliance, AARP Public Policy Institute (2006)
38	 Id., at 11
39	 Id., at  14
40	 Id., at 11
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pects of the caregivers’ situation that threaten both 
individuals’ everyday functioning and well-being.”41  
A quality workgroup and practices and procedures 
workgroup will also be at work.  The workgroups 
are schedule to be finished with their groundwork 
by April 2008, and enrollment will begin in July. 

FAIR Plus will be implemented in West Vir-
ginia’s Upper Potomac Area (Region III of the 
state’s four AAA regions), which was chosen in part 
because of the diversity of its sub-regions—the fif-
teen county area contains a “comparatively” urban 
region, a mountainous, isolated region, and a moun-
tainous but less isolated region (i.e., with greater 
access to services).  The state also chose this area 
because of the unique expertise of the staff of the 
region’s ADRC.  Targeting for Fair Plus will begin 
with current FAIR clients, and then extend to those 
not currently FAIR enrollees who seek assistance 
from the ADRC.  

FAIR Plus participants will also receive a “Con-
tinuum of Contact” provided by the Alzheimer’s As-
sociation, West Virginia Chapter.  This will provide 
participants with books, videos, and other resources 
“to increase their knowledge of Alzheimer’s disease 
and their ability to cope.”42  As part of the con-
tinuum, FAIR Plus participants will also be invited 
to participate in conference calls and will have a 
24-hour hotline available. 

Ultimately, the goal is to test the belief that the 
self-directed caregiver benefit of FAIR Plus will 
improve the caregivers’ quality of life (which will 
actually be measured through surveys and other 
methods as part of the program).43  This improve-
ment will allow the caregivers to maintain their 
roles, thereby diverting their care receivers from 
nursing home placement.  Additionally, the role 
of the ADRC in the successful implementation of 

FAIR Plus will help dramatically raise the profile of 
the ADRCs statewide.

New Hampshire: Customized Services in NH: 
A System Reform Strategy

New Hampshire’s diversion program aims to 
decentralize its AoA-funded Family Caregiver Sup-
port Program (FCSP) from a single state office to 
local ADRCs (called “ServiceLink Resource Cen-
ters” in New Hampshire), while also enhancing 
the consumer directed element of the program and 
providing more education opportunities for caregiv-
ers.  The Institute on Disability at the University 
of New Hampshire will be partnering with New 
Hampshire’s Bureau of Elderly and Adult Services 
(BEAS) in operating the program. 

Under New Hampshire’s FSCP, participant 
caregivers receive a maximum of $1,500 a year in 
respite funds and $500 for supplemental services.44  
The program provides “timely interventions and 
support to family caregivers” who are serving in-
dividuals not eligible for Medicaid, and features 
consumer direction, in which the caregivers may 
choose their respite providers and “flexibly” use 
their supplemental services.  Caregivers seeking 
support apply at the ServiceLink Resource Centers, 
of which New Hampshire is currently operating 10.  

One relative shortcoming of the program, as 
the agency sees it, is that eligibility decisions and 
payment authorizations are made centrally through 
the BEAS, instead of at the community level by 
the workers meeting with the prospective FSC par-
ticipants.45  Furthermore, caregivers that become 
program participants and who wish to employ 
nontraditional respite providers (e.g., a neighbor 
not otherwise licensed to provide care) are at times 

41	 Id., at 12
42	 Id., at 16
43	 Id., at 18
44	 Generally, states may provide coverage for “supplemental services” under the Family Caregiver Support program for, among other 

things, transportation services, home or vehicle modifications, assistive technologies.  42 U.S.C. §3030s-1(b)(5).  See also, U.S. Dept. of 
Health and Human Services, The Older Americans Act National Family Caregiver Support Program, Compassion in Action  8 (2004 )

45	 New Hampshire Narrative, at 4
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hampered by the requirement that prospective pro-
viders register with the BEAS. 

Through its diversion grant, New Hampshire 
will make two modifications to its FSCP.  First, it 
will decentralize eligibility and payment authoriza-
tion decisions from the BEAS to the local SLRCs in 
order to make the provision of support more timely 
and efficient.  Second, it will allow FSC-supported 
caregivers to choose their respite providers, includ-
ing family, friends, and neighbors, without forcing 
them to go through the “cumbersome provider en-
rollment process.”46  

Targeting for participants will be made through 
the use of the same criteria currently being em-
ployed by the state in its FSCP.  These criteria 
include: assessment of functional status (care recipi-
ent must need assistance in two activities of daily 
living); health status (care recipient has at least 
one chronic condition); cognitive/emotional status 
(care recipient cannot be left unattended); capac-
ity of caregiver to continue role in lieu of identified 
difficulties (e.g., burnout); and availability of other 
resources, including both public and private. 

New Hampshire will also determine the care 
recipient’s risk of Medicaid spenddown, specifi-
cally those “who are within six to twelve months of 
spending down their assets” using income and asset 
tests developed in Minnesota and Connecticut.47

In addition to these modifications to the FSCP, 
the state will also implement the Powerful Tools for 
Caregiving Program developed by Legacy Health 
Systems of Oregon.  “The program was initiated 
in 1995 in Oregon to provide caregiving training 
to caregivers.  The educational course is designed 
to help caregivers develop self-care tools to reduce 
personal stress, take better physical and emotional 
care of themselves, communicate their needs to 
family members and make difficult caregiving deci-
sions when a family member can no longer live at 

alone, drive safely, and/or manage his/her financ-
es.”48

The program will operate in the Grafton County 
and Monadnock region (Cheshire County, New 
Hampshire rural southwestern county).  During 
the 18-month grant period, New Hampshire aims 
to help 100 care recipients avoid Medicaid spend 
down and provide 100 caregivers training and sup-
port to assist them in their roles.  

Kentucky: Kentucky Nursing Home Diversion 
Project

Kentucky will be using its grant primarily to 
introduce consumer direction to its state-funded 
Home Care program, while also using other grant 
funds to help pay for “critical services” that some 
Home Care recipients may need.  

Kentucky’s Home Care program, initiated in 
1982, provides coverage for case management, 
home management, personal care, home delivered 
meals and other services to individuals age 60 or 
older who essentially meet the state clinical eligibil-
ity standard for Medicaid long-term care coverage.  
A fee is assessed for some services in accordance 
with a sliding scale.  Recipients with incomes less 
than 130% of the federal poverty level (FPL) are 
charged no fee, while others with higher income 
are responsible for a co-payment but may have 
it waived in “extraordinary” circumstances.  The 
program is administered by the state Area Agen-
cies on Aging and currently serves more than 5,000 
individuals, with an almost an identical number on a 
waiting list.  

The Homecare program currently utilizes “a tra-
ditional case management and provider approach 
that gives clients little input into who will provide 
their services, when they will be provided, and how 
they will be provided.”49  Kentucky’s diversion 
program will thus “explore the effect of utilizing a 

46	 Id., at 8. 
47	 Id., at 9. 
48	 Id., at 11. 
49	 Kentucky Diversion Narrative, at 3
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consumer directed approach for services provided 
through the state funded Homecare Program on 
nursing home diversion.”50  Support brokers will 
be available in participating AAAs who will be 
responsible for targeting clients “at risk of either 
Medicaid spend down or immediate nursing home 
placement.”51

Those who agree to participate will work with 
a case manager to choose which services the re-
cipients consider most important to their stay in 
the community.  Clients will be given a monthly 
budget to hire employees, service providers, pur-
chase goods and supplies based on their preference.  
“Transportation to medical appointments, therapy 
offices, community events, grocery shopping, and 
other interactive components of community based 
daily life will be included in the client’s budget.”52  

In addition to evaluating the effect of consumer 
direction in the Homecare program, Kentucky’s 
diversion program will also study how diversion 
might further be facilitated through the provision of 
“critical goods and services.”  “We know from an-
ecdotal experience that at times clients need just one 
critical piece of equipment or supply to get them 
over a crisis.”53  Kentucky will therefore be using a 
portion of its grant to pay for services such as non-
medical transportation, appliances, overnight respite 
care and other goods and services covered under the 
“supplemental services” category of Title III-E’s 
National Family Caregiver Support Program.  

The program will operate in the Big Sandy and 
Kentucky River Area Development Districts, which 
were chosen because of their rural population and 
lack of traditional providers.  The AAAs in these 
two regions will work with the state’s Department 

of Aging and Independent Living to manage the 
project.

SUMMARY
AoA-funded community-based services might be 

overshadowed a bit by the enormous role played by 
the Medicaid program.  However, the AoA-funded 
services, and the Aging Services Network that de-
livers them, are critically important to those in need 
of assistance.  This importance will only increase 
now that the Network has a new statutory mandate 
to play a lead role in reshaping the nation’s delivery 
of LTC.

While modest in its scope and representing a 
mere start to the Network’s new mission, the Nurs-
ing Home Diversion program will not only provide 
immediate benefit to aging individuals and their 
caregivers, but should also have a lasting effect on 
the delivery of community-based services. Given 
that the diversion programs aim in part to further 
develop the state ADRCs, the expectation is that 
the programs will have an impact beyond the 18 
months of their grant periods.  And because each 
program must be designed in a way that lends to a 
fast measurement of its performance, the question 
of whether they should be supported going forward 
should be easily answered.  Advocates hoping for 
expansion of community-based service opportuni-
ties for their clients should therefore keep a close 
watch on these 12 state programs. 

50	 Id., at 1
51	 Id., at 9
52	 Id., at 10
53	 Id., at 6


