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OVERVIEW 

 

 

The older adult population is the fastest growing age group in the United States. 

This summary defines an older adult as someone who is age 60+. This target 

population fluctuates based on data source and topic addressed. Readers are 

encouraged to consider those age 45 - 64 who will be joining the age wave over the 

next 20 years.  

Nationally in 2011, the first wave of baby boomers, those born between 1946 – 

1964 turned age 65. Everyday an estimated 10,000 persons join those age 65 and the 

number of older adults in Virginia will reach 1.8 million by 2030, more than doubling the 

population of 2000. One in five Virginians will be 65 years or older with the over 85 age 

group being the fastest growing segment of the population. Of those age 85+ women 

will be disproportionately represented.  By the year 2029, more than 20 percent of the 

total U.S. population will be over the age of sixty-five. As the older adult population 

grows so does the public and private service demand (Ortman, Velkoff, & Howard, 

2015). Leading industries, companies, governments, and major institutions will be 

challenged to transform their strategies, marketing, branding, distribution, product 

development, and workforce management to fully prepare for and capitalize on key 

trends created by a rapidly aging population (Yardeni & Quintana, 2016).   

Nationally, there are 46.2 million people who are sixty-five and older 

(Administration on Aging, 2015).  Older adults make up 14.5 percent of the population 

and with better health care life expectancy has increased.  

 

 

“Our population is aging and the need for services for older adults will continue to 

grow.  In order to meet the expectations and demand of Baby Boomers current 

providers will need to overhaul how services are currently provided.  Our community 

must also be prepared to provide safety net services for the people who have 

outlived their resources.  It will be critical for current providers to work together and 

combine resources in order to offer services and programs efficiently.” (p.76) 

From Sentara RMH Community Needs Assessment, 2015 (qualitative data) 
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Life Expectancy (2009), Male & Female 

 Male Female 

United States 76.3 81.3 

Virginia 76.6 81.3 

 

Across Virginia there is significant cultural and economic diversity.  Parts of the 

Shenandoah Valley are more rural and homogeneous with disproportionately high 

poverty levels among very proud people. Compared to other parts of the state there are 

disproportionately fewer people of color population groups (African Americans, Asians, 

Hispanics/Latinas, Middle Easterners and Native Americans) with a growing population 

of limited English speakers. Staunton and Harrisonburg represent the highest 

concentrations of these populations. 

Literacy and language barriers are issues to be addressed with a growing aging 

population. As the U.S. population grows older, the racial and ethnic composition of the 

older population is expected to change. The share of the population that is non-Hispanic 

White alone is projected to decrease from 79.3 percent in 2012 to 60.9 percent in 2050. 

There is a 13.1% increase expected for races other than white as we advance towards 

the year 2050 (Ortman, Velkoff, & Howard, 2015).  

Communities in the Shenandoah Valley are already experiencing growth at the 

projected 20% of population in 2029. 

 

Percent Persons 65+ in Municipalities 2010 & 2015 

 United 
States 

Harrisonburg 
City 

Rockingham 
County 

Augusta 
County 

Page 
County 

Shenandoah 
County 

Persons 65 
years & over, 
percent July 
2015 

14.9% X 18.3% 19.7% 20.3% 20.6% 

Persons 65 
years & over, 
percent April 
2010 

13.0% 8.2% 15.7% 16.1% 17.7% 18.5% 

Data based on U.S. Census Bureau Update 2016 Estimate 
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Population Estimates by Age 

 Harrisonburg 
City 

Rockingham 
County 

Highland 
County 

Staunton Waynesboro Augusta 
County 

Bath 
County 

Percent 
population 
age 45-59 

11.2% 22.3% 27.5% 26.0% 19.8% 24.2% 23.6% 

Percent 
population 
age 60-84 

9.2% 19.5%% 32.6% 23.2% 20.3% 21.2% 24.4% 

Percent 
population  
age 85+ 

1.6% 2.1% 2.9% 3.0% 2.5% 1.7% 2.1% 

Data from VPAS 2015-18 Strategic Plan Demographic Data / Cooper Center 
Harrisonburg population skewed due to number of university students 

 

There are over 25 million older adults age 60+ living at or below 250% of the 

federal poverty level meaning they receive approximately $29,425 per year for a single 

person. These older adults struggle with rising housing costs, health care bills, 

inadequate nutrition, lack of access to transportation, diminished savings, and job loss 

(National Council on Aging, 2016). These are indicators of the social and economic 

impact that will extend into the lack of community supports for those needing 

assistance.   

Virginian baby boomers express their communities are not ready to support them 

in their later years (Virginia Department for the Aging, 2015).  Where inadequate 

community supports and a lack of community infrastructure exists older adults may be 

forced by circumstances to enter institutionalized care and remain until death. 

Community infrastructure may mean safe and affordable housing, access to nutritional 

meals, adequate methods of transportation to sustain healthy living like trips to grocery 

stores or health appointments and adequate caregivers paid a livable wage to increase 

consistency of care and older adult sustained longevity (Virginia Department for the 

Aging, 2015).   

The Valley Program for Aging Services (VPAS) provides an overview of services 

provided in the region (VPAS, 2014-15). As population and needs increase what will be 

the cost impact of these basic services? 
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VPAS Services 2014-2015 

 

Unduplicated people served: 1,515 

 

Risk factors, surveillance rates, health challenges and concerns are best 

represented through the Sentara RMH Medical Center Community Needs Assessment 

(2015). Sentara RMH Medical Center serves residents in local counties and 

municipalities with about 88% of inpatients residing in Rockingham, Harrisonburg, Page, 

Shenandoah, Augusta, Staunton and adjoining communities (Sentara, 2015). This 

service area has a higher percentage of age 65+ residents than Virginia with the 

exception of Harrisonburg City that is impacted by the presence of college students. 

The top five preventable hospitalization causes that could be avoided with proper 

outpatient health care as determined by the Agency for Healthcare Research and 

Quality prevention quality indicators (PQI) included COPD or asthma in older adults, 

diabetes and urinary tract infections.  Unintentional injury, suicide, diabetes, chronic 

liver disease and septicemia are five conditions that rank higher as causes of premature 

death, those deaths occurring before age 75. 

 

 

• Meals delivered to homebound people 35,880 

• Hours of recreation and social programs 13,108 

• Saved on medication costs $103,596 

• Hours of in-home personal care 2,417 

• Senior Center members 87  

• Senior Center meals with education activities 3,403  

• One-way van rides 4,791 

• Contacts for information & assistance 5,031 
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Risk factor surveillance by zip code   

 Harrisonburg 

22801/07 

Rockingham 

22802 

Staunton 

24401 

Page 

22835 

Elkton 

22827 

Adults with no 

dental visit 

last year 

XXX XX XX X X 

Adults with 

diabetes 

XXX XX XXX X X 

Adults 

overweight/ 

obese 

XXX XX XX X X 

Uninsured 

age 19-64 

XXX XX XXX X X 

XXX = Estimated highest surveillance; XX  = Second highest surveillance; X = Next lowest surveillance, 

but not the least in the area - See the Sentara RMH Community Health Needs Assessment 

 

Data gathered from community surveys provides information on community challenges 

and perspectives:  

 

Top 10 Important Health Challenges in the Community by 
Community Stakeholder Survey 2015 

Ranking By Selection Percent 

1 Adult Obesity 71 

2 Substance Abuse – Illegal drugs 68 

3 Childhood Obesity 63 

3 Diabetes 63 

3 Mental Health Conditions (other 

than depression) 

32 

6 Depression 58 

7 Heart Disease 52 

8 Alcohol Use 51 

8 Teen Pregnancy 49 

10 Substance Abuse – Prescription 

drugs 

49 

See Sentara RMH Community Health Needs Assessment 
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Community Health Services that Need Strengthening 

Ranking By Selection Percent 

1 Behavioral Health Services 70 

2 Health Care Services for the 

Uninsured and Underinsured 

50 

3 Care Coordination and Transitions 48 

4 Dental Care/ Oral Health Services 

Adults 

42 

4 Transportation 42 

6 Chronic Disease Services (including 

screening & early detection) 

39 

7 Aging Services 38 

See Sentara RMH Community Health Needs Assessment 

 

Success in supporting these individuals in the home and community hinges in 

large part on: 1) an adequate workforce of medical and non-medical support staff and 2) 

accessible health care – especially in rural and other areas of greatest need. These 

issues are exacerbated in the field of aging because of the increasing gap between the 

number of individuals reaching older age and the number of professional and direct care 

workers trained in geriatrics or gerontology.  Increased cultural competency, linguistic 

skills, integrative medicine and interprofessional practice will be necessary to provide 

continuity of care and to increase quality of basic care. 

The first wave of baby boomers in a survey by the Insured Retirement Institute 

found that 70% of middle-income baby boomers are not confident in having enough 

money to live comfortably in retirement (Pension Rights Center, 2016). Adults age 65+ 

are now twice as likely (16.1%) to be living in poverty as they were a decade ago. In an 

Associated Press poll, among families with incomes below $50,000, only 35% said they 

felt financially ready for retirement; 66% of those in higher income households felt 

ready. With the recent economic collapse, many older adults find themselves in an 

unexpected position entirely and still others are banking on good health to reduce and 

maintain costs. 

The growing older adult population will have a prominent impact on our local 

communities as well as the United States as a whole. These impacts can be seen more 

efficiently when looking at the impacts of financial insecurity, food insecurity, affordable 
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and safe housing, transportation, health care access, long term care, and mental health. 

Necessary measures must be implemented to ensure that all Virginians have access to 

the same opportunities of engagement, participation, decision-making, and 

independence in their lives and in the community. Let’s get ready for the 

conversation, the time is now! 

 

 

FINANCIAL INSECURITY 

 One in three older adults are economically insecure (National Council on Aging, 

2016). For 3 out of 10 retired seniors, Social Security provides more than 90% of their 

total income (Social Security Administration, 2016). With an average benefit of $1,257 

per month, Social Security payments alone are inadequate to lift and maintain seniors 

out of poverty.  

Over 4.5 million people age 65+ (10%) were below the poverty level in 2014 

(Administration on Aging 2015). Older women had a higher poverty rate (12.1%) than 

older men (7.4%). Older persons living alone were much more likely to be poor (17.3%) 

than were older persons living with families (6.5%). The highest poverty rates were 

experienced among older Hispanic women (35.6%) who lived alone (Administration on 

Aging 2015). Elderly women have a greater likelihood of being in poverty because they 

are less likely to have worked for long periods of time, which then causes them to not be 

qualified for maximum social security benefits. It is predicted that a greater proportion of 

older adults who approach retirement age will have a decline in Social Security 

coverage and pension benefits, which will continue to increase the rate of poverty for 

those who are aged 60+ (Krantz 2016). 

 

“Since we work with low-income families, our patients always have financial barriers 

to getting all the health services they need.” 

“Caring for senior citizens is becoming unaffordable and many families have all adults 

in the household working at full employment making it very difficult for family 

members to care for aging parents or siblings.” 

From Sentara RMH Community Needs Assessment, 2015 (qualitative data) 
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Manifestations of elder economic insecurity takes many forms including 

unemployment when wanting or needing to work, housing crises, diminished savings 

and negative health outcomes. Five factors used to determine security or insecurity are 

- retirement assets, household budget, health care expenses, home equity, and housing 
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costs (Institute on Assets and Social Policy, 2016). In order to make ends meet when 

dealing with debt, older adults are often found making trade-offs that may save money 

in the short term but can be harmful to their overall health or finances such as:  

 14.9% of seniors are cutting their pills or medication in half in order to save 

money 

 23.4% of seniors forgo needed home or vehicle repairs  

 14.5% of seniors skip medical appointments  

 14.5% of seniors have been reported to miss paying their rent or mortgage 

payments (National Council on Aging, 2016). 

Seniors are about 8% of Harrisonburg’s population with 2% living below the poverty 

line (U.S. Census Bureau 2014) while still others cannot meet their basic needs. There 

are about 41,840 additional seniors in the Shenandoah Valley area that are facing 

similar concerns. A total of 31% of seniors living in Harrisonburg are living alone, which 

is significantly higher than the state average of 2.1% for males and 6.1% for females. Of 

the senior households, 7% of their annual income estimates being less than $10,000 

and 25% of seniors have less than a $25,000 income. The median household income 

for a Harrisonburg senior is $36,678 (U.S. Census Bureau 2014), which can seem high 

until healthcare costs are considered. The median is the midpoint where half fall above 

or below. 
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FOOD INSECURITY 

 

 

According to Feeding America (2016), when a household has a member age 60 

and older, the chance of food insecurity raises to 81%. In 2020, with 75 million older 

adults, 81% or about sixty million of these elders will be food insecure. An income gap 

exists for those between age 60 who are still working and those at retirement age 

receiving benefits, that further creates food insecurity for some older adults who may 

appear financially sound. Studies indicate 17% of African American seniors and 18% of 

Hispanic seniors are food insecure, compared to the 7% that are Caucasian. The 

national rate of food insecurity is 15.4% with the average meal cost at $2.89. The USDA 

averages $281 spent on groceries monthly for older adults. More than half of the 

counties (50.2%) with the highest rates of overall food insecurity are located in rural 

areas of the nation. 

Within Virginia, the food insecurity rate is 11.8% with 983,880 food insecure 

individuals. In Harrisonburg and Rockingham County, 1 in 7 older adults are food 

insecure. The cost of an average meal in the county is $2.87 and the total amount 

needed to eliminate food insecurity for this population is approximately $3,334,000.  

In the county, several resources aid those experiencing food insecurity including 

Meals on Wheels, Blue Ridge Area Food Bank (a partner of Feeding America), 

Salvation Army, Patchwork Pantry, Elkton Area United Services, and community based 

food pantries/ soup kitchens. In the past year, Blue Ridge Area Food Bank served over 

114,000 people and 420 seniors as well as distributing 20.5 million meals. Meals on 

Wheels aids those who are homebound seniors Monday through Friday. The meals are 

free and depend on voluntary contributions as well as state & federal grants for 

successful distributions.  Elkton Area United Services provides a food pantry for a 

Food insecurity is the social, cultural, and economic state of being without 

reliable access to a sufficient quantity of affordable and nutritious food. Food 

insecurity might appear as reduced quality, variety, or desirability of diet and/or 

disrupted eating patterns and reduced food intake (United States Department of 

Agriculture Economic Research Service, 2016).   
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participant who falls at 150% of the federal poverty line or below.  For the homebound, 

Red Front Supermarket offers a delivery program to a specific service area.  

 

 

 

Older adults that qualify for assistance programs are less likely to utilize these 

services due to barriers like fees, issues of mobility, technology, and are frequently 

 

 

FOOD  

INSECURITY 
 

 
1  in 1 0  

people  6 0 +  live wit h 

f ood insecurit y 

 

 

 

WHO DOES THIS EFFECT LOCALLY? 

 

46% rely solely on food 

banks for food services 

SNAP: formerly food st amps 

  
 Numbers Don’ t  Lie  

 Nat ionally, 54% of  

food insecure 

individuals are eligible 

for SNAP… 

Average cost  of  meal: 

$2.87 
 

$3,334,000 
is needed t o close t he meal 

 gap in t he overall  

count y budget  

 

 

 

 

 

 

in Harrisonburg and Rockingham 

Count y, t here were 15,120 

people over 60 years old and 

1,125 of  t hose were  

food insecure… 

… t hat ’s 1  in 7  older adult s! 

In 2014 , 
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misinformed or discouraged about who the program serves, who qualifies, and how 

programs work. These services mostly cater to the English speaking Caucasian 

population, creating a barrier for limited English speaking older adults in the area.  

Food insecurity has unforeseen impacts on the older adult community.  The cost 

of living is on the rise at the national, state, and local level leaving 76% of older adults 

choosing between paying for food and paying for utilities. For 46% of older adults this 

dilemma is a choice they are making every month. Food insecurity influences overall 

well-being essential to long-term health. The risk of chronic health conditions increases 

when food insecurity is present. For food insecure older adults, 60% are more likely to 

experience depression, 53% more likely to report a heart attack, 52% more likely to 

develop asthma, and 40% more likely to report congestive heart failure (Feeding 

America, 2016).   

 

AFFORDABLE AND SAFE HOUSING 

 

 The country faces a lack of affordable and physically accessible housing for the 

aging population. What is affordable varies given considerations such as taxes, basic 

maintenance, the need for repairs, and issues of individual physical functionality that 

might include housing barriers that contribute to increased fall risks. Older adults are 

facing the cost and availability of senior living options. Senior living is a general term 

that includes all kinds of senior-centered housing: independent living, assisted living, 

nursing homes, home care, and others (Harvard Joint Center for Housing Studies & 

AARP Foundation, 2014).  For many the first option is to remain in homes purchased 

with adequate community supports where available and affordable. This is often 

referred to as aging in place. 

 

“Legal services… People who live in housing with mold or rodents, in clear violation 

of sanitary codes, are in a physical environment that leads to illness or exacerbates 

existing health conditions.” From Sentara RMH Community Needs Assessment, 2015 

(qualitative data) 
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Households where incomes are at or below 30% of area median income are 

more often in substandard conditions. These can be defined not only by income level, 

but are frequently considered overcrowded, and/or lacking complete indoor plumbing or 

kitchen. Almost half of these households are persons’ age 62+ (National Health Care for 

the Homeless Council, 2013).  As people age they need housing that is structurally and 

mechanically safe and that accommodates people with functional disabilities and 

mobility needs. Those 50+ need safe communities, adequate transportation option to 

access grocery stores, doctors/ medical care, and community activities.  Housing 

options must reflect a positive standard of living that supports all aspects of living 

beyond just a roof above one’s head.  

Housing costs are a concern for older adults. A third of adults 50+ are spending 

at least 30 percent of their income on housing even as they are earning less with a 

projection that 37% will earn less than $15,000 per year (Harvard Joint Center for 

Housing Studies & AARP Foundation, 2014). In 2013, 33.8% of senior households 

owed money on a mortgage, home equity line of credit, or both. In 2012, approximately 

3.5 million older homeowners were underwater on their loans and had no home equity 

(National Council on Aging, 2016). On average an older adult homeowner has enough 

wealth to cover the costs of in-home assistance for about nine years based on a spend 

down model. This often means selling the family home to finance a level of basic care, 

even when family may be available to help. A renter may only afford two months of 

basic living costs. Housing costs are especially significant for low-income older adults, 

who devoted 36% of their household expenditures to housing in 2013 (Johnson, 2015).  

Fewer than 36 HUD affordable units are available for occupancy for every 100 

extremely low-income renters (Steffen, 2013). In 2009, the average wait time for 

affordable senior living lasted approximately three to five years (National Coalition for 

the Homeless, 2009). It is estimated that elderly homelessness will increase by 33% in 

the year of 2020 (Knopf-Amelung & Jenkins, 2013). The most disturbing situation is, of 

course, when there is no place to call home at all. Historically, people age 65+ generally 

did not end up on the streets or in homeless shelters because of Social Security and 

Medicare. Although the aging homeless are relatively invisible, it is estimated that 20% 

of the U.S. homeless population are age 50 and over. As boomers age and waiting lists 

for affordable housing climb to unprecedented proportions, older adults in far greater 
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numbers may end up homeless and their unique needs related to mobility and chronic 

disease will significantly impact homeless management systems (Virginia Department 

for the Aging, 2015).  Fewer supportive community based housing options, especially 

for those transferring from hospitalization, result in more expensive institutional options 

for older adults. 

Even when a mortgage is completely paid, the costs associated with home 

ownership, such as property taxes and home repairs, can be a significant financial 

burden. When living on a fixed income, a simple repair for a leaky roof can go 

unattended and eventually create substandard housing conditions and threaten the 

ability to remain safe in the home (Virginia Department for the Aging, 2015).  Potential 

hazards exist related to home maintenance and lifestyle concerns such as inadequate 

lighting, loose rugs, unstable furniture, and obstructed walkways (Lord, 2006). These 

small problems can lead to injury especially falling in their homes. Falls are the leading 

cause of injury and deaths to individuals age 65+. About one third of community-

dwelling older persons age 65+, and 50% of those ages 80+ fall each year. One third of 

these individuals suffer from moderate or severe injuries that will affect their ability to 

complete daily living tasks (Chase, Mann, Wasek, & Arbesman, 2012). Over ten million 

households with individuals ages 50+ report having someone in their home who has 

serious difficulty walking or climbing upstairs (Housing America’s Older Adults, 2014). 

Eighty percent of older Virginians own the homes in which they live (Virginia 

Department for the Aging, 2015).  The majority of older adults would like to stay in their 

homes for as long as possible, which results in the majority of adults ages 50+ living in 

single-family homes that they own (Harvard Joint Center for Housing Studies & AARP 

Foundation, 2014). While this is true, the number of renter households is rapidly 

increasing in the older adult community. Since 2005, the number of renter households 

for those ages 50+ has increased dramatically in that it has jumped from ten to fifteen 

million (Molinsky, 2016).  

When compared to small apartment buildings and single-family homes, large 

multifamily properties are more likely to have more accessibility features like elevators, 

ramps, and units with single-floor living, while few units whether owned or rented have 

been modified to reflect concepts of universal design (Harvard Joint Center for Housing 

Studies & AARP Foundation, 2014). Universal design includes a no step entry, single-

floor living, extra-wide hallways and doors, accessible electrical controls, and lever-style 
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handles on doors and faucets. While 90% of homes may have at least one of these 

features, only 57% of homes have more than one of these features.  Adding 

accessibility features to homes when older adults do not want to move can be costly. 

Many smaller installations such as grab bars and grips for bathrooms cost under $1,000 

and widening doorways costs anywhere from $800-1,200 per doorway, and wheelchair 

ramps can cost from $1,600-3,200 (Harvard Joint Center for Housing Studies & AARP 

Foundation, 2014). 

Older adults with disabilities may face special concerns for housing. Virginia is 

moving away from institutionalization to supporting individuals at home with the 

community support necessary to thrive. As with the general aging of the population 

persons with intellectual disabilities are also aging. More than 5,000 Virginians with 

intellectual disabilities are currently on the waiting list to receive needed home and 

community-based services (HCBS) through the Medicaid “ID Waiver” program, and 

more than 1,000 Virginians with developmental disabilities await opportunities to access 

needed supports through the Medicaid “DD Waiver” program (Virginia Department for 

the Aging, 2015).  Aging may impact the need for increased planning for this population. 

 

TRANSPORTATION 

 

 

“Physical access to health care (as well as to other essential services and to 

employment) is an issue that will require some strong local leadership that can 

convince the County Board of Supervisors that public transportation really IS a public 

responsibility.  Because of federal and state transportation policies and funding 

formulas, public transportation really is the ONLY affordable way to address mobility 

needs of the many groups who need help and local government MUST be supportive 

for this to be even a possibility, much less a reality.” (p.80) 

From Sentara RMH Community Needs Assessment, 2015 (qualitative data) 
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In The Valley

“While public and community transit services

provide many seniors with the means of getting where they

need to go, challenges with respect to access can make it

difficult, if not impossible, for seniors to use them, (Innovations for Seniors, 

2004)”

National Issue

8 out of 10

Older Adults 

In America do 

drive

85% of Staunton and 

Waynesboro Older Adults do have 

access to a vehicle

93% of Luray Older Adult Households 

have access to a vehicle. 

Older Adult Transportation Concerns

• advance schedule 

requirement

• hours of service

• limited service area

• being stranded/having 

to wait

• no help with 

transportation

83% of Harrisonburg Older Adults 

do have access to a vehicle

95% of Older Adult in Shenandoah 

and Blue Ridge counties do have 

access to a vehicle. 

50% of human 

services agencies 

reported an unmet 

need for 

transportation for 

persons who use a 

wheel chair. 

Older adults having access to a car does not fully address the transportation dilemma 

for them. Cars become treasures of memory and an asset rather than a useful mode 

of movement around community. Specific data on transportation as a concern for 

older adults and the community in general is limited.  However, transportation was 

the most frequent concern mentioned through interviews with older adults and 

service providers.  Consider that every year an additional 43,000 older drivers are on 

the road.  Almost 50% of local human services agencies responding to a survey by 

the Department of Rail and Public Transportation (DRPT) reported that the needs of 

persons who use wheelchairs are unmet by transportation options in their service 

areas.  
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Transportation concerns encapsulate a variety of issues from access to safe, 

timely and affordable transit to medical care and for basic activities such as grocery 

shopping to movement within the community for social engagement. Social isolation 

occurs because older adults are unable to move safely around the community for simple 

events like attendance at faith-based programming. The majority of the state’s 

transportation services and supports for individuals with mobility limitations are provided 

in connection with the Virginia Department of Rail and Public Transportation (DRPT) 

and delivered at the state and local level through a number of Health and Human 

Resources agencies. DRPT is determining future older adult demands for transportation 

by the year 2035. At a minimum, transportation for older adults will require over 14 

million trips annually.  

Transportation is a major concern for accessibility to medical care, especially for 

urgent but not emergency movement like changes in medical appointments.  As an 

example local paratransit requires time efforts for registration (approximately 3-weeks), 

validation and arrangements.  Such coordination may prevent changes in appointments 

or arranging new appointments in response to emerging symptomology.  The result is 

use of emergency first responders or waiting until symptoms are so extreme that 

emergency room visits are the only response. While taxi service is available, cost can 

be prohibitive.  Some cost coverage is possible via reimbursement of public benefits.  

Taxi services are unable to provide physical support to those needing assistance from 

door to vehicle. Even if one is able to take the regular Harrisonburg bus transit, it does 

not go to the door of the hospital, but to a bus stop.  While Sentara hospital carts will 

pick up within lot, persons must be able to signal their need for assistance and enter 

hospital grounds from bus stops.  In poor weather all of these options become 

challenging to older adults. 

The majority of U.S. older adults, 8 out of 10, still drive. The percentage of people 

limiting their driving to daytime was greater for those age 85+ (55%) than for those ages 

65–74 (25%). Furthermore, 19% of the non-institutionalized Medicare population age 

65+ had given up driving altogether, about 24% percent had trouble getting places, and 

34% had reduced their travel because of a health or physical problem (Federal 

Interagency Forum on Aging Related Statistics, 2016). 
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For older adults who are still behind the wheel, VDA and the Virginia Department 

of Motor Vehicles, Highway Safety Office (HSO) are working together to address the 

disproportionate fatality rate for seniors. According to the National Highway Traffic 

Safety Administration (NHTSA), compared to other drivers, older drivers have a higher 

fatality rate per mile driven than any other age group except drivers under 25, with 

drivers aged 85+ at nine times that of individuals aged 25 to 69. Older adults, when 

involved in a crash, are more likely to suffer serious injuries, requiring longer and more 

expensive recoveries, or even death due to medical complications. Older driver issues 

are currently not included in the list of National Highway & Transportation Services 

Administration priorities and as a result, funding has decreased dramatically each year.  
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HEALTH CARE ACCESS 

 

Older adults account for 26% of doctor appointments, 35% of hospital stays, and 

47% of outpatient visits but are currently 14 percent of the state population. While 

optimal aging is partially influenced by the ability to maintain good health, there are 

outside factors such as rural access, cultural competency, health literacy, and 

communication barriers, that can assist or oppose individual efforts.  

Health care access can be defined as having timely and adequate use of 

personal health services to achieve the best health outcomes. It calls for these factors:  

 Gaining entry to health care systems; 

 Getting access to sites of care where patients can receive needed services; 

 Finding providers who meet the needs of individual patients and with whom 

patients can develop a relationship based on mutual communication and trust; 

 Access is measured by evaluating the presence or absence of specific resources 

to facilitate health care, including health insurance and a usual source of care; 

 Determinations by patients as to how easy they gain access to care such as 

getting appointments for care in a timely manner; and the 

 Utilization of care as determined by patient outcomes. 

Healthy People 2020 (Office of Disease Prevention and Health Promotion, 2014) 

seeks to improve access for comprehensive, quality health care services. Older adults 

may experience health disparities linked with social, economic, and/or environmental 

disadvantage.  This may include designations of gender, geographic location, racial or 

ethnic identity, non-English linguistic proficiency, having a chronic health condition or 

disability, or being a sexual minority (LGBTQ). Racial and ethnic minorities and people 

of low socioeconomic status are disproportionately represented among those with 

access problems regardless of age. Under and uninsured persons receive the least 

A Virginia state health department report (2006) found at least 80 percent of older 

adults have at least one chronic condition and 50% have at least two. By 2030, it is 

predicted that a significant number of older adults will have five or more chronic 

conditions (Virginia Department for the Aging, 2015).   
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amount of recommended routine care for disease prevention such as dental care, 

cancer screening, or flu vaccinations and are less likely to get recommended disease 

management care such as diabetes care management.   

If persons age 65+ have not had the opportunity of regular care prior to Medicare 

eligibility, care and treatment become more expensive as disease processes are 

identified at advanced stages.  This often represents additional social and personal 

costs. Blacks, Hispanic and low income individuals are least likely to have health 

insurance just before eligibility for Medicare, the primary insurance for persons over 65. 

Women outside the workforce before Medicare eligibility are among those receiving 

limited health care and who more often provide care for family members past a 

reasonable burden of self-care. Those with less English proficiency are characterized as 

falling within this group of underserved as well even when they may qualify for health 

care benefits, may not understand their use or benefits for self-care. 

While there are many facilitators (protective factors) to health care in the community, 

there are also many barriers (risk factors). 

 Facilitators Barriers 

Health insurance -More likely to receive routine 

screenings and health care 

-Nearly 50% of personal 

bankruptcy filings are due to 

medical expenses  

The Under & uninsured   -Report more problems 

getting care 

-Increased diagnosis at later 

disease stages 

-Less therapeutic care 

-Sicker when hospitalized  

-More likely to stay in the 

hospital longer or die during 

their stay  

-Postpone seeking care  

-Have difficulty finding care 

even when seeking as a 

private pay person 

-As private pay often bears 

the full brunt of health care 

costs 

Financial Burden of 

Health Care Costs 

-Health insurance helps 

protect individuals from many 

financial burdens of health 

-Overall health care costs 

continue to rise for most 

-High premiums, co-pays, 
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care costs and out-of-pocket expenses 

can be high and increase as 

a proportion of income/ 

resources available for 

health care costs when 65+ 

on fixed and lowered 

incomes 

-Adults 45-64 are more 

likely to have greater than 

10% of the family’s total 

income go towards 

insurance premiums & out-

of-pocket medical expenses 

as are people with activity 

limitations 

 

Ongoing care  -Nationally, 42.5 percent of 

females aged 65 years and 

older were up to date on a 

core set of clinical preventive 

services in 2012 

-Nationally 40.5 percent of 

males aged 65 years and 

older were up to date on a 

core set of clinical preventive 

services in 2012 

-Nationally 2.0 percent of 

adults aged 65 years and 

older received Diabetes Self-

Management Benefits in 2008 

 

-High premiums and out-of-

pocket payments are 

significant barriers to 

accessing ongoing medical 

treatment 

-A greater proportion of 

income/ resources are spent 

on care prior to Medicare 

eligibility and sometimes 

with Medicare coverage due 

to disease stage of 

intervention 

Primary care providers 

or a specific source of 

ongoing care* 

-96.3 percent of persons aged 

65 years and older had a 

specific source of ongoing 

care in 2008  

- 61% of people age 65 and 

over were most likely to have 

and use a usual primary care 

provider  

-Persons with usual sources 

of care experience improved 

health outcomes and reduced 

-Lower specific source of 

ongoing care for Blacks, 

Asians, and Hispanics; and 

those with less than a high 

school education 
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disparities and costs 

-Positive evidence of 

improved outcomes occurs 

when primary care and health 

insurance coverage prior to 

65 existed 

-97% of persons 65+ were 

more likely to have a specific 

source of ongoing care 

-Females are more likely 

have a specific source of 

ongoing care than males and 

more likely to receive 

preventative health services 

-Increased patient trust 

increases likelihood that 

patients will receive 

appropriate care and that 

diverse health care needs are 

met and coordinated over 

time. 

-Correlates with receipt of 

higher quality of care 

Patient perceptions  -May include notions of 

difficulties or delays in 

obtaining care and problems 

getting care as soon as 

wanted. 

-Perceiving you are less 

likely to get care when 

illness or injury is occurring 

reduces help-seeking 

behaviors and becomes a 

significant barrier to care 

-Adults 45-64 & those 65+ 

are more likely to be unable 

to be unable to get or 

delayed in getting needed 

medical care, dental care or 

prescription medicines than 

other age groups 

-Those with no insurance 
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coverage are twice as high 

to delay treatment for 

concerns of costs or fear of 

being turned away 

-Persons who are low 

income significantly are 

unable to get or delayed in 

getting needed medical 

care, dental care or 

prescription medicines 

*Specific source of ongoing care accounts for patients who may have more than one source of care who 

tend to have more than one doctor and may include urgent care/walk-in clinics, doctor’s office, clinics for 
specific purposes, healthcare facilities or outpatient services  

 

Special Access Concerns 

Dental/oral health and vision care are two areas of special access concern not 

often considered.  Dental insurance benefits, like vision benefits, are often lost with 

retirement. Hearing coverage is least covered. About 23% of adults 65-74 years old 

have severe periodontal disease with approximately 25% of adults 60+ no longer having 

any natural teeth, which can impact nutritional eating resulting in the selection of softer 

easy to chew foods. Individuals with dentures may also select softer foods, often 

avoiding fresh fruits and vegetables even when available.  Over the counter and 

prescription medications with side effects of dry mouth contribute to the development of 

periodontal disease.  Of the over 400 commonly used medications, about 5% of those in 

long-term care facilities take an average of eight drugs each day that may promote dry 

mouth. Older Americans with the poorest oral health are those who are economically 

disadvantaged, lack insurance, and are members of racial and ethnic minorities. Being 

disabled, homebound, or institutionalized also increases the risk of poor oral health.  

The National Eye Institute (2005) conducted a series of focus groups on factors 

that influence the receipt of preventive eye care. Participants indicated that the cost of 
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services is prohibitive, particularly when it comes to receiving follow-up care. The 

number of older Americans with major eye diseases is increasing, and vision loss is 

becoming a major public health concern. By the year 2020, the number of people who 

are blind or have low vision is projected to reach 5.5 million (Kempen, O’Colmain, 

Leske, et al, 2004). 

Health care items like dentures, glasses, or hearing aids, that improve older adult 

wellness and engagement are additional costs not covered by any service or program.  

One Rockingham County woman interviewed when talking about her hearing aids – 

“you get what you pay for…” while sharing the cost progression of her most recent 

devices of $3500 out of pocket.  At 76 years old she was still working three days per 

week cleaning houses to cover basic living costs and “better aids”.  Glasses and 

dentures can also be costly. 

 

 “As we serve the homeless in the many shelters… There are many that are in need 

of dental care but the options, for the uninsured/ unemployed are few.”  

From Sentara RMH Community Needs Assessment, 2015 (qualitative data) 
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LONG TERM CARE 

 
 

 
 

 

 

 

Long term care is more often the result of a chronic condition, trauma, or illness that 
limits one’s ability to carry out basic self-care tasks such as housework, managing 
money, taking medication, preparing and cleaning up after meals, shopping for 
groceries and clothes, using the telephone or other communication devices, caring 
for pets, and responding to emergency alerts such as fire alarms.  Self-care tasks 
might include bathing, dressing, using the toilet, transferring from a bed to a chair, 
caring for incontinence, and eating. Seventy percent of people turning age 65 are 
expected to use some form of long term care during their lifetime with older women 
being disproportionately represented. 

There are at least 600 beds that could be classified as for long-term care, 
however, local facilities are responding to the need through creative 
inclusionary processes. 
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For older adults the goal of long term care is not to cure a debilitating condition, 

but to allow them to achieve and preserve the highest level of functioning. Not all 

persons using long term care are older adults, however an estimated 63% of persons 

65+ use home health agencies, nursing homes, hospices, residential care communities 

and adult day services. Older adults with disabilities caused from an accident or a 

chronic illness are at an increased need for long term care. This includes individuals 

with poor health status due to diabetes, high blood pressure, poor diet or with mobility 

concerns (Family Caregiver Alliance, 2015). The duration, level, and type of long term 

care services vary from person to person and may change over time. Due to the 

complex range of needs and services, statistics tend to vary. There are other types of 

long term care services and supports available through community organizations and in 

long term care facilities.  On average, clients tend to use these forms of care less than 

one year to three years. By the year 2050 the number of persons 65+ using any form of 

long-term care is estimated to double based on the growth of the older adult population. 

Most long term care is provided in the individual’s home. At times, long term care 

can be provided in an unpaid manner with informal caregivers such as family members 

or spouses. Nearly 66 million informal and family caregivers provide care to someone 

who is ill, disabled or aged in the U.S. (National Alliance for Caregiving and AARP, 

2009).  That represents 43.5 million caregivers for someone aged 50+ and 14.9 million 

caring for someone with Alzheimer’s or other forms of dementia. For these informal 

often unpaid caregivers their efforts represent a loss of income over a caregiver’s 

lifetime on average $303,880 (AARP Public Policy Institute, 2011).  

In other cases, care is provided by nurses, home health aides, therapists, and by 

specific facilities.  These types of services are classified as home care services.  Adult 

day time care service centers, transportation services, and home care agencies that 

provide services on a daily basis or as needed are classified as community support 

services and usually supplement the home care services and can be used to offer 

respite for caretakers, family, and friends. 

Dementia and Alzheimer’s care can add additional costs and challenges to long 

term care, making planning more complicated. Medical specialists may be necessary, 

as well as specialized dementia care facilities. Nursing homes and assisted living 

facilities may provide the 24-hour care clients come to require.     
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Insurance and personal assets play a vital role in determining how a family 

covers the cost of long term care. While persons needing long term care may have 

some insurance or own a home it is important to understand how payment for care is 

and is not covered. Medicaid may cover some amount of short term care services 

initially, but a client must meet eligibility requirements as specified in the policy, but it is 

not designed to cover the cost of care for most who have some assets. Medicaid Long-

term Care is considered the payer of last resort and cannot be considered until it is 

determined that an appropriate plan of care has been determined. If there are assets 

such as homes or savings, they must be used before these benefits are available in 

most cases.  There are waivers under certain conditions, but are not easily attained.  

Additional programs that assist with the payment of long term care include the 

Older Americans Act and the Department of Veterans Affairs. It is important to know 

that similar to public payment programs, private sources of payment have eligibility 

requirements, copayments, and premiums for the services the cover that will differ with 

plan. Most private health insurance plans cover the same services as Medicare, which 

may mean only short-term and medically necessary services may be covered. Private 

payment options include life insurance, annuities, and reverse mortgages. 

Members of the LGBT community may struggle with bias and discrimination as 

they age and need care.  If facilities are not sensitive to this population’s needs, they 

are often forced into unsafe self-care processes or to lose their personhood through 

returning to a closeted life with the use of limited community supports. There are no 

LGBT older adult serving agency in the region for a population that may be as high as 

10% of the older adult population. 

People of varying cultural perspectives may not believe or practice using formal 

services.  Formal facilities are often unprepared for older adults whose primary 

language is not English and whose traditional nutritional process or customs are not 

what is generally offered or followed. The use of home care persons, even when 

covered by programs may reflect the same lack of culturally relevant services.  An 

inability to communicate concerns or for care providers to conduct timely assessments 

puts this population at risk. An undo responsibility on families emerges, even when they 

desire to care for loved ones.  All caregivers need respite to maintain a healthy sense of 

well-being. 
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MENTAL HEALTH 

 

Health encompasses one’s physical, mental, and social well-being. As individuals 

grow older they often become more susceptible to developing mental health concerns. 

Approximately 20% of individuals who are age 55+ have experienced some type of 

mental health issue (Butcher, Hooley, & Mineka, 2014). 

Senility and mental illness are not part of normal aging, though the U.S. Surgeon 

General reported nearly 20% of person’s age 55+ were experiencing mental health 

challenges. The aging baby boomer generation is shown to have a higher risk for 

depression, anxiety disorders, and substance use disorders according to the John A. 

Hartford Foundation (2011) that will result in an increase of older adults needing mental 

health services.  

In the general population, approximately 70 to 90% of adults aged 65+ have been 

exposed to at least one potentially traumatic event during their lifetime (Iverson, Dick, 

McLaughlin, Smith, Bell, Cook, Gerber, & Mitchell, 2013; U.S. Department of Veteran 

Affairs, 2016). Gender differences exist in regard to trauma exposure. Based on a 

community sample of older adults, about 70% of older men reported lifetime exposure 

to trauma; older women reported a lower rate, around 41% (Tjaden & Thoennes, 1998). 

This research attributed the gender differential to combat exposure. 

 Although many older adults do not meet full criteria for a PTSD diagnosis, they 

may still exhibit some symptoms. The percentage of older adults with sub-clinical 

levels of PTSD symptoms ranges from 7 to 15% (Glaesmer, Gunzelmann, 

Braehler, Forstmeier, & Maercker, 2010). 

 Among a community sample of older women (average age = 70), 72% had 

experienced at least one type of interpersonal trauma during their lives (e.g., 

childhood physical or sexual abuse; rape) and higher rates of interpersonal 

trauma were related to increased psychopathology (Higgins & Follette, 2002). 

“We need better behavioral health services, including geri-psych inpatient, and 

outpatient substance abuse treatment.” (p.76) 

From Sentara RMH Community Needs Assessment, 2015 (qualitative data) 



State of the Older Adult 37 

 

 In comparison, approximately 44 to 55% of women of all ages report having 

experienced lifetime interpersonal trauma (Iverson, et al, 2013). 

 One type of interpersonal trauma especially relevant for older women is intimate 

partner violence. Middle-aged and older women (ages 45-70) are more likely 

than younger women to have experienced intimate partner violence for a longer 

time span and to have remained in a violent relationship (Wilke & Vinton, 2005). 

Among older Virginians approximately 5.4% are considered depressed and of 

these, 80% of cases are treatable. Substance abuse is one of the fastest growing health 

problems facing the older adult population in the U.S. The most abused substances 

amongst adults 65+ are alcohol and prescription drugs.  In Virginia, 15% of men and 8% 

of women aged 50+ report binge drinking. Of older adults who abuse alcohol 30% also 

have a mood disorder and those who self-medicate with substances are more likely to 

describe themselves as lonely or report lower life satisfaction. Older adult women who 

abuse substances are more likely to be married to an alcoholic or drug abuser, 

experience depression, and are at risk for fall related injuries (Centers for Disease 

Control and Prevention, 2016; Center for Substance Abuse Treatment, 1998; 

Substance Abuse and Mental Health Services Administration, 2012). 

There is an increased risk of suicide for adults age 70+ (Virginia Department of 

Health, 2006). In 2000 approximately 282,000 older adults suffered some form of 

mental disorder and most of these were not treated. Between 1990 and 2025 Virginians 

age 85+ will increase five times faster than the states total population suggesting 

increased mental health services will be needed to help with the risks of untreated 

mental health issues for older adults. Some consequences of population increase might 

include 

 Increased mortality 

 Increased risk of suicide 

 Increased risk of disability 

 Increased caregiver stress and  

 Reduced independence. 

 

Virginia serves many older adults with psychiatric needs in its state psychiatric 

hospitals and geriatric centers rather than in the community. Locally Western State 
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Hospital is situated in Staunton VA, is one of nine facilities in the state and is considered 

moderately accessible with local transportation for supportive family. 

 
WSH Current Bed Operational Capacity and Admission Statistics for Older Adults 

 

WSH Bed 
Capacity 

Types of 
Admissions 

FY10 FY11 Fy12 FY13 FY14 FY15 
(YTD) 

Adult Civil 216 Civil 21 23 31 23 28 9 

  Civil TDO 5 2 1 3 6 6 

Forensic 28 Forensic TDO 2 2 1 3  3 

  Other Forensic 6 4 5 5 5 3 

WSH 
Total 

244 Total 34 31 38 34 39 21 

February, 2015 – Report on the Response of the Department of Behavioral Health and Developmental 
Services to the Impact of the Aging of Virginia’s Population 

 
Western State Hospital provides specific geriatric treatment services including: 

 Inpatient psychiatric and medical assessment 

 Psychology, medical, nursing, dental, social work, and ancillary services 

 Recreational, physical, and occupational therapies 

 Individualized treatment planning 

 Medical and psychiatric medication management 

 Rehabilitation and  

 Collaboration with CSBS in discharge planning and coordination with the patient, 

family and a multiple local agencies serving older adults with mental illness to 

effect appropriate discharge and community placement. 

Other services include those related to healthcare/wellness such as self-care skills, 

education on medication management or family education on side effects, and 

recreation such as fine and gross motor skills and relaxation techniques. 

DBHDS operates 304 psychiatric state hospital beds that provide specialized 

inpatient geriatric care services. These geriatric units are located in the following state 

hospitals:  

 Catawba Hospital – 60 geriatric beds  

 Eastern State Hospital – Hancock Geriatric Center- 80 beds  

 Piedmont Geriatric Hospital – 123 geriatric beds  

 Southwestern Virginia Mental Health Institute – 41 geriatric beds 
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There are four training centers who serve individuals with intellectual disabilities 

and as of January 2015 they were serving 264 older adults.  Barriers when individuals 

are ready for discharge can be daunting including lack of funding and/or resistance by 

the guardian.  There may be no provider or appropriate community option to hospitals 

that meet the individual’s needs. 

Due to the limited available resources for crisis stabilization specifically for older 

adults, there is a need for early identification of high-risk individuals and families, 

preventive measures, and mental health promotion. 

There are 39 Community Service Boards (CSB) in the state. Persons who 

received services age 60+ that included mental health, ID/DD, substance abuse, and 

emergency services through a CSB in our region are identified below.  Nearly all CSBs 

statewide saw an increase for service with adults across these years. 

 

CSB FY2014 FY2013 FY2012 FY2011 FY2010 
Harrisonburg-Rockingham 206  

 
198 175 169 184 

Valley (Staunton)  

 
371 377 326 327 315 

Region Ten   

(Lynchburg-

Charlottesville) 

 

729  625 539 479 432 

Northwestern  

(Winchester Front Royal) 

  

383 353 313 332 335 

Virginia Totals  

 
16,903 15,815 14,819 13,864 13,617 

 
There is no doubt that the behavioral health infrastructure will need to prepare for the 

future needs of older adults with mental health concerns.  This may include specialized 

crisis responses, age appropriate interventions to help with behavioral management as 

part of ongoing treatment and support services within community that can routinely 

provide support. This projected need is complicated by the lack of providers trained to 

serve older individuals with mental health or substance use disorders. 

Another growing area of care is for aging adults who have been incarcerated. 

Services may need to include outpatient restoration services with reentry programs, 

along with all the other services of the general population.  Of special concern may be 

those classified as sexual offenders with an increase in restrictive movement. 
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Aging Veterans 

Veterans in Harrisonburg comprise 19% of the elder population (U.S. Census 

Bureau 2014).  Although many older adults enjoy well-being and satisfaction in later 

years, some experience psychiatric and mental health difficulties. A topic of particular 

significance to professionals working with older adults, both Veteran and non-Veteran, 

is the understanding, assessment, and treatment of posttraumatic stress (PTSD), as 

posttraumatic stress symptoms can emerge or re-emerge late in life. 

Much of the research on PTSD in older adults has been conducted with older 

Veterans. Estimates differ depending on the population being assessed; among 

psychiatric treatment-seeking older Veterans, PTSD estimates are found to range from 

37% to 80% (Creamer & Parslow, 2008). For many older Veterans, especially combat 

Veterans, memories of wartime experiences can be upsetting long after completion of 

military service. Compared to the general population, older Veterans have higher rates 

of both lifetime trauma exposure and PTSD symptomatology due to combat and 

warzone-related exposures.   

 Among older male Veterans, the prevalence of lifetime exposure to traumatic 

events is approximately 85%. 

 In a study of older male combat Veterans and ex-POWs of WWII and Korea 

(median age = 71), the lifetime prevalence of PTSD was 53% and the prevalence 

of current PTSD was 29% (U.S. Department of Veterans Affairs, 2016). 

Additionally, increases in blast exposure in combat situations have led to a dramatic 

rise in traumatic brain injury and ear damage in military personnel. These injuries have 

caused auditory disorders, such as hearing loss and tinnitus, and balance disorders, 

such as dizziness and vertigo. Services in this area are often not covered by 

government programs and leads to additional challenges in areas of living for Veterans. 

 

 

 

 

 

 

 



State of the Older Adult 41 

 

 
WORKFORCE DEVELOPMENT 

 

 

Not only are we an aging nation and region, there are not enough trained professionals 

in the area of geriatric care, especially if our best practice methods indicate “aging in 

place” with adequate community supports as preferred. The Office of Disease 

Prevention and Health Promotion’s Healthy People 2020 report cites (2014). 

 2.7 percent of physicians had geriatric certification in 2009 (Physician 

Characteristics and Distribution in the United States, American Medical 

Association (AMA) 

 4.3 percent of psychiatrists had geriatric certification in 2009 - (Physician 

Characteristics and Distribution in the United States, American Medical 

Association (AMA) 

 1.4 percent of registered nurses had geriatric certification in 2004 (National 

Sample Survey of Registered Nurses (NSSRN), HRSA/BHPr) 

 0.20 percent of dentists had geriatric certification in 2007 (Distribution of Dentists 

in the United States by Region and State, American Dental Association (ADA) 

 0.6 percent of physical therapists had geriatric certification in 2009 (American 

Physical Therapy Association and American Board of Physical Therapy 

Specialties) 

 0.30 percent of registered dieticians had geriatric certification in 2009 (American 

Dietetic Association and Commission on Dietetic Registration)  

 

Relationships with a specific source of ongoing care (physician, nurse practitioner, 

physician assistant, community health clinic) is vital to continuity of care and overall 

well-being of older adults, which can reduce health care costs (Virginia Department for 

the Aging, 2015). That relationship increases the likelihood individuals will schedule 

routine or follow-up medical appointments and take their medications.  High turnover of 

“When aging physicians retire, often people are not finding someone that they feel 

comfortable with to provide them with primary care, and frequently will go without.” 

(pp.76-77). From Sentara RMH Community Needs Assessment, 2015 (qualitative 

data) 
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qualified personal care service workers, due to the absence of health benefits, low 

wages, and inadequate training leaves older adults more vulnerable. Turnover rates in 

home care can be nearly 40 percent jeopardizing continuity of care. 

Unpaid caregivers provide one of the most valuable supports for the well-being of 

our aging population.  The National Alzheimer’s Association (2016) reports there were 

519 million unpaid care hours valued at $6,354 million in 2015. When paid care services 

are unattainable either by workforce reduction, financially, by family choice, or due to 

accessibility the burden of care will increase for informal caregivers. The trend of 

shrinking family size and young adult mobility for jobs will reduce the availability of 

family caregivers and increase the need for a community plan of care to provide a 

safety net for older adults. The daily responsibility of care can drain the physical and 

financial well-being of caregivers even when they strive to do these roles out of love for 

the aging adult. The need for respite care allows not only mental breaks from the care, 

but allows caregivers to engage is self-care, run needed errands and to take care of 

their health needs that are routinely delayed for the care of others.  

Determination of eligibility for respite care programs are often based on income, 

that suggests a higher availability of funds than may be the case given the increasing 

cost of additional fees associated with medical care and often some sort of “pay down” 

that requires the reduction of assets like homes. Pay for services, sliding fee services 

and public programs may be answers for some, but not most. Those who qualify for 

Medicaid waivers may be wait listed for available slots. Narrow outreach messaging, 

insufficient funding, incomplete inventory of services and related financial assistance 

resources, ineffective policies, restrictive eligibility requirements, coupled with a lack of 

affordable and accessible respite care programs have together created barriers to 

successfully supporting the large number of caregivers in Virginia (Alzheimer’s 

Association, 2016). 
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Focus Group Feedback related to older adults 
From Sentara RMH Community Needs Assessment, 2015 (qualitative data) 

 

 Caregiver burden and caregiver stress 

 Care for dementia and Alzheimer’s patients 

 Means to care financially for these conditions which puts them at risk of other 

health needs 

 Management of chronic health conditions, i.e. understanding education, 

financial, transportation, med management, care coordination 

 Insufficient number of geriatricians 

 How to help GPs become better educated about geriatric medicine 

 Cost of care, Medicare system, reimbursement to providers, ability of MDs to 

be able to provide the amount of care required 

 Mental health – specially depression 

 Access to dental care 

 Substance abuse and lack of treatment options as well as people who suffer 

from both substance abuse and mental health 

 Access to health – lack of reliable transportation 

WHAT’S MISSING! 

While there were many other areas we were unable to gather data on, please 

let’s not forget the issue of violence in the home either in the form of intimate 

partner abuse, elder abuse or forms of threats & intimidation older adults may 

experience. This may be physical, psychological or financial. With a greater 

proportion of those aging and surviving being women, their collective 

vulnerability should be of concern as we plan for the future. 
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Website Resources 

State Adult Protective Services hotline at (888) 832-3858 (local agencies are available) 

Office of the State Long Term Care Ombudsman - http://www.elderrightsva.org/  

Senior Community Service Employment Program --SCSEP is the only federally sponsored job 

creation program targeted to low-income older Americans – https://www.doleta.gov/seniors/ 

Virginia Department for Aging and Rehabilitative Services (DARS) – Publications & Annual 

Reports -- https://www.vadars.org/publications.htm#pubdocs  

Older Americans Act - https://www.ncoa.org/public-policy-action/older-americans-act/  
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