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Dear Fellow Missourian,

Almost one in five Missourians will be 65 or dig&020. One of the biggest challenges we fdessouri, and across the
nation, is having relevant data in a centraliped that allows policy leaders and the private seprepare for the older
population’s needs. Welcome to the first edifibhissouri Senior Report: Ahead of the Baby Bsswmori Mrepareghis
document will shape our decision-making and helpoununities prepare.

The phenomenal growth of the older population ssiri and around the world is driving some endisé significant social
and economic developments of our time. In thefdles transformation, past responses to agingpanperceptions of older
adults no longer work. Aging itself is rapidllviengp forcing us to rethink what it means to giol Strategic and visionary
planning are vital to ensuring that resourcelsenalailable to serve the needs of our ever gradialganging senior
population.

As your elderly advocate, | applaud the Departhelealth and Senior Services and the Universitiseduri Office of Social
and Economic Data Analysis for their collabortgiorake this comprehensive report a reality.rdpgost helps us reassess our
efforts to meet the current needs of older addlteaffirm our commitment to work toward a béttere for them.

Sincerely,

Peter Kinder
Lieutenant Governor



Dear Fellow Missourian,

Today’s older Americans and Missourians are draiyatifferent from previous generations. THmstter educated and
living longer. While some are experiencing texditlds, many remain challenged by chronic diseaiseell as economic and
social concerns. These differences are acceéeydia first baby boomers hit retirement agareuheghlighted iMissouri
Senior Report: Ahead of the Baby Boom: Missouri Prepares.

Now Missouri businesses and policymakers caabeatrthe diverse and dynamic seniors in their @oitnes all in one
report. They can even track the trends of agsgpitians county by county.

The Department of Health and Senior Services andhikiersity of Missouri Office of Social and Boambata Analysis
partnered to bring you this data on Missouri senewer before centralized in one document. Watlkas imperative that
Missouri policymakers and businesses be abtktthé&#@rends of seniors in their own communitiégaunties rather than
rely on national aging statistics.

This report is a first in our state and the cafalysiore to come. We look forward to futureaboltations and the limitless
opportunities that an ever changing and exparatirgg population brings to Missouri.

Sincerely,

Julia M. Eckstein
Director
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Introduction

Missouri is on the edge of an important demograpaigge—soon a much As communities learn to accommodate to aging trends, they will confront
larger proportion of our population will be older. Aging baby boomers and specific challenges and opportunities. The indigatthe report will be
increases in life expectancy are likely to cays®tlortion of Missouri’s used to track the direction of change.

senior population to rise from about 10 percealyttmlapproximately 15
percent by 2010, and over 18 percent by 2020n€tesasing number of
seniors will impact many aspects of our lives, including the nature of the
demand for health care, housing and transport@imrcurrent under-
standing about workforce requirements and theetiop of “retirement” Development and Structure of Senior Report Indisato
may change. The Missouri Senior Report providesatfon to respond to
these changes.

The report includes brief articles on the statM$seburi seniors regarding
transportation, mental health and health disgarResources of interest to
seniors are also listed.

The report presents a relatively small set of @impandicators for each
Missouri county. The objective is to present bdmdg@shot of important

The report presents a summary of comparative ationnabout key aging indicators annually. The choice of a small sedioftors and measures was
issues for Missouri. Trend data is availablegyfariedicators. Statewide, challenging. Nearly 500 Missourians provided advice at regional meetings in
Missouri is improving on four indicators, declining on three and shows no  the fall of 2005 about which aging-related issues to include and how to
change on one. Improvements are noted in workforce participation, trans- structure the report. They made suggestions abeto Imeasure the issues

portation, health care access, and crime. Dexdnesfor measures of and emphasized that the county summary shoulgttie kesingle page of
health status and long-term care. The econonticeivelindicator for measures that could be reviewed annually. Anradaisomittee provided
seniors shows no change. Trend data for an important senior indicator, soCigdsight about the final selection of indicators.Web site

participation, is not yet available. (wwwmissourisenigepot.org) includes additional information and graph-
However, these trends affect Missouri communitiifierent ways. ics. Further refinements in these measures migideein the future and
Demographically, Missouri is a very diverse Btateounty populations analyses added to the Web site.

range from over a million in St. Louis County to fewer than 2,300 in Worth - The outcome and status measures were derived from reliable sources and
County. Also, population characteristics and egoni@nds differ a great tested for statistical reliability and validityadviees were reviewed for ‘face
deal among Missouri's large cities, suburbs and rural communities. Conse- yaidity’, or the meaningfulness of the indicator to describe counties across
quently, the growth of the senior population édylito have different time and comparatively. Each outcome measure was reviewed to ensure a
implications for different communities. sufficient number of cases were available per toyigtyl a reasonable

To address this diversity, the report presenltm'&tfon for each Missouri estimate, and to ensure the distribution of thmatss among counties was
County_ The purpose is to provide summary infasmabout important I’elatively normal. Measures of statistical Sﬂmjﬁcare available on the Web
aging issues in a Comparative framework. Commwn'aiethen consider site. The CompOSite County ranking is based surthef the standardized

how demographic changes influence their local fieedgport ranks each values for eight of the outcome measures. Iteresras overall measure of
county on outcome indicators and also includes an overall county composité/ell-being of seniors. The purpose of the ranking is to help focus improve-
rank—a summary index of the overall well-beirepinfrs by county. To ment on local factors that contribute to the quafitife of Missouri

place these annual outcome measures in congextf ‘Sttus indicators” seniors.

on demographics, quality of life and wellnessciueled for each county. The report is organized around two types of indicatoutcome” and
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“status” indicators. Outcome indicators seek teureeprogress over time of a percent in Platte and St. Charles Counties.
and are designed to reflect efforts to improve outcomes for seniors. They

normally involve trend data. For each outcomeaibodi@ county receives a Workforce Participation

rank, which contributes to its overall outcomemgntatus indicators Senior participation in the workforce may be viegeither an adverse or
present demographic, quality of life and health status measures for a singlepositive outcome. An adverse view may resulbifssenrk because they are
point in time. They are intended to provide backgt@nd contextual strapped for cash and would prefer to be fullgdelf, however, workforce
information for the interpretation of outcome messu participation is the result of an increased dlrgjlabservice and retail jobs

. that are less physically demanding than otheajab#,seniors want to

Outcome Indicators remain economically and socially engaged, the outcome can be positive. O

Household Composition balqn_ce, f[he adviso_r)_/ commi@tee vieyv_s an inqregse in _senior workforce
participation as positive. Senior participatiacgharMissouri workforce

The 2000 U.S. Census indicates Missouri had a relatively large proportion Gficreased from 9.8 percent in 2001 to 10.9 percent in 2004. By county,

seniors living in single person households. Sehmfive with someone are  senior participation in the workforce ranged frtow @f under one percent

less likely to be socially isolated and may Hpueitiemany issues. Conse- i Douglas County to a high of 21 percent in Taney County in 2004.

quently, household composition is an importancateli for seniors’” well- Clearly, seniors are an economic asset to their communities and the state.
being. Because census measures of single pessholtisare not available

annually, the percent of seniors filing joint income tax returns was used to lransportation

gauge household composition. Between 2000 and 2005, the percent of  Transportation is important to obtain goods andcesror visit friends and
seniors filing joint income tax returns remairsdestranging between 44.8  family. Whether seniors have the capacity to hegetransportation needs

and 44.3 percent, respectively. In 2005 the percseniors filing joint is often measured by how many hold a valid driver's license. Transportation
returns ranged from a high of 58.1 percent in Ygtsini County to a low needs are also likely to vary depending on the availability of mass transit.
of 28.9 percent in Knox County. Whatever transportation arrangements seniorsthelagk of a driver's
Economic Well-being Iicense inqlicates 'Fhat 'Fransp_ortation_ is an dseipercent of Missouri

seniors with a valid driver’s license increased®.@ percent in 2001 to
Economic well-being for seniors can be meastutfesl ircentage of 79.6 percent in 2005. In counties with lower percentages of licensed senior
seniors living in poverty. In 2000 the povertyfoathlissouri seniors was drivers, transportation is likely to be a morsipgeissue than in counties

9.9 percent, as compared to 10.9 percent nationally. Census poverty esti- with higher percentages. In 2005 the percent of Missouri seniors with a vali
mates for the senior population are not availableléy; however, estimates  driver's license ranged from a high of 92.0 pencEamtey County, to a low

as to how many low-income people and seniorer8applemental Secu- of 54.8 percent in St. Louis City.

rity Income (SSI) are. The Bureau of Economic giagisovides these

annual estimates. Therefore, a relative indeonoineic well-being was Health Status

created by calculating the SSI payment as a agecehtotal personal Selecting one health status measure for thepsemitation is particularly

income. In Missouri, overall SSI payments represent one-third of one percemfard because of the wide range of health issfrestaumseniors. The
of total personal income. By county, this indegawfoenic well-being ranges  Missouri Department of Health and Senior Serviaigains numerous
from a high of 1.8 percent in Pemiscot Countyldéw @f under one-tenth health measures and Internet applications tonfielmicommunities of
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health status needs. These resources are refatencethe report. This Crime
report utilizes the measure of “number of hogaptialns and ER visits for

diabetes, averaged over three years per 10,0&0. Sdnigomeasure was At regional planning meetings for the report,giatits consistently

selected because the number of cases by caiffijéststo produce a expressed a concern aboyt crime and its reIaﬂenmmos_. Accordingly, the
number of property and violent crimes per 1,06®peiis reported as an

reliable rate, because diabetes is related totimamlyealth problems, and outcome measure. Overall the Missouri crude aiendaclined from 48.8
because effective preventive measures can reduce the incidence of diabetes ' '

: o in 2001 to 43.9 in 2005. In 2005 the crude crime rate ranged from a low of
and related health problems. The rate of dialmtpiatizations and ER . . : .
visits per 10,000 seniors in Missouri increasedB@ in 2000, to 71.1 in 1.6 crimes per 1,000 persons in Schuyler County to & high of 133.6 in St.

2003. In 2003 the rate ranged from a high of 239.3 in Reynolds County to Louis City.
22.2 in Clark County. Senior Participation
Health Care Access Social isolation was one of the most frequentlyomeah issues at the

regional meetings. The importance of social patiizi and engagement

for seniors’ quality of life was stressed regeatatirdingly, this report

creates a “Social and Civic Engagement IndexiansSd he index

combines standardized indices of voter registraiten participation (civic
engagement), and relative participation of seniors in Area Agencies on Aging
(AAA) programs. While the index is a reliable measure for comparisons
among counties, trend data incorporating updataestie AAAs will not be
available until next year. In 2005, the overadirsgarticipation index for

Long Term Care Missouri was 42.5 percent, ranging from a high of 73.5 percent in Reynolds
County to a low of 34.7 in Franklin County.

One measure of health care access for seniensusber of primary care
physicians per 1,000 seniors. Overall accesseachprdissouri between

2000 and 2004, largely because the number of pGararphysicians per
1,000 Missourians increased from the equivalgrit tf 5.5 full-time
physicians. In 2004 access to primary care pigysaiged from a low of
under one-half of one full-time primary care physician per 1,000 seniors in
Bollinger County to over 15 per 1,000 seniors am&&ounty.

Long-term care is a significant health care spstialy for seniors and the

state, due to Medicaid expenditures. It has @s@belement of many Status Indicators
health care reform initiatives. The number and value of long-term care _
insurance policies would be a useful measures fimdibator. However, this Demographics

data is not reported by county. Consequentlygihist presents Medicaid

. L . ) ) The proportion of seniors in Missouri’s populdtias actually declined
costs for in-home and institutionalized long-tema services per capita.

Thi | h the trend in | ¢ it h slightly in recent years, but will begin to expand rapidly as the decade ends.
s ann(LjJa; megsi;rze SNOWS it € rezrg)olznt 0;2;?@@”;365 aS25cy Overall, Missouri’s population is approaching ilimmand in recent years
Increased from per capita in 0 apée in —a 0 has sustained slow but steady overall growth—hathess percent increase

increase in three years in unadjusted dollars. However, because the MeasufRIR cen 2000 and 2005. The state’s senior .
. X . AN . popy&diand older) also
confounded between counties by differential fatéedacaid eligibility and increased slowly from 755,824 in 2000 to 784,48006—a 3.7 percent

?Afferentle:: healt[\ c_:a(rje cosfts, thls meﬁlsbur.eused)tn the construction of increase. The recent consistent growth of the pepidation compared to
€ overall county Index of senior well-being. the total population in Missouri reflects the smatihorts of people born
during the Great Depression and World War 1l. Gpres#ly, the percent of
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the population 65 and older in Missouri remairealestit 13.5 percent. A Median Value of Owner-Occupied Housing
similar pattern is occurring nationally. However, more and more baby
boomers are turning 60 and soon will begin tugbn@he Missouri senior
population is projected to reach nearly 15 pevtémt total population by
2010, and to over 18 percent by 2020—proportigisehithan the nation : . . .
overall. An important characteristic of the senjoulation is the greater natlonally._By county, the median value of homa_myad from a high of
proportion of women than men. This gender differenprojected to $127,800 in Platte County to a low of $34,300 inti/@ounty.
moderate somewhat, but remain a persistent feftineeolder population Seniors in Poverty

with implications for the types of services sem@ets

Home ownership is a significant asset for mostssand the relative value
of housing is a useful indicator of county aBs€B00, the median value of
owner-occupied housing in Missouri was $86,900atechprith $111,800

The proportion of seniors living in poverty igectimeasure of economic
Quality of Life need. However, the Census infrequently meastoegpeearty rates at the
county level. In 2000 the overall poverty rate as®nigrs in Missouri was
ng‘bspercent compared with 10.9 percent natioma2200 by county, the
poverty rate among seniors ranged from a lowpérgdnt in St. Charles
County to a high of 23.2 percent in Pemiscot County

Six measures of the overall quality of life among seniors are included as st
indicators. The most recent source for these eeéstire 2000 U.S.

Census, although the introduction of the Americanrunity Survey will
provide annual estimates in the coming years.

Owner-Occupied Housing Average Income of Senior Households

In 2000 the average income of households headed by seniors in Missouri w
$37,822 compared with $41,712 nationally. In 2000 by county, average
household income ranged from over $51,000 in @t County to just

under $21,600 in Putnam County.

Seniors’ housing needs are more likely to bethmyt live in owner-
occupied housing. In 2000, Missouri had a higheemtenf owner-occupied
housing among seniors (79.1%) than the nationldvér&%). The rate
ranged from 91 percent in Hickory County to 61eudrin St. Louis City.

. L . Seniors with a College Education
Seniors Living in Families

A high proportion of seniors with a college educaitreases the capacity
of communities to contribute to the quality ofdifseniors. In 2000, 11.8
percent of Missouri seniors had a college educatipared with 15.4
percent for the United States. The senior populatth a college education
in 2000 ranged from 27.9 percent in Boone County to 3.0 percent in
Schuyler County.

Family life adds to the senior population’s wielfb€he Census defines
families as two or more related persons livihg saime household. Persons
residing in single person households are not reported as “families.” In 2000
61.3 percent of Missouri seniors lived in familgdimolds compared with

64.0 percent nationally. By county, the percesgrobrs living in family
households ranged from a high of 73 percent ia Stmmty to fewer than

50 percent in the City of St. Louis.
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Health and Wellness

The health and wellness of Missouri seniors ¢amuged in many

ways. The report presents seven indicators related to long-term health
and wellness. These indicators have been sadeateskipreventative
practices can be adopted to foster improved Hédwdde wellness
measures are from health survey data for whinésthestimate

available is a multi-county regional measureidgxddiinformation

and references about health indicators and health practices are available

at the Missouri Department of Health and Seniaicgst Web sites
wwwdhss.m@ov/CommunityDatafPofiles/ andvwwdhss.maov/
Health/index.html.

No Exercise, 2005

In 2005 the percent of Missouri seniors repottieg participated in
no exercise was slightly higher (34.7%) than tibealaate among
seniors (34.0%).

No Sigmoidoscopy or Colonoscopy, 2004

Nearly 40 percent of Missouri seniors (39.4%) report not having a
screening test for colon cancer (sigmoidoscopipioscopy) within
the past 10 years; the national percent is 36.7.

High Blood Pressure, 2005

The Missouri and United States rates are the S&8%] for seniors
who have been told by a health care professmintaleth have high
blood pressure.

Obesity, 2005

Slightly more Missouri seniors (21.6%) have a body mass index
indicating obesity than seniors nationally (21.0%).

Smoking, 2005

More Missouri seniors report currently smoking (9.2%) than seniors
nationally (8.9%).

No Mammography, 2004

A greater percent of Missouri senior women (288%)not have had a
mammogram in the past year than senior womenaibti(##.9%).

High Cholesterol, 2005

More Missouri seniors (55.3%) have been told bglthitare professional
that they have high cholesterol levels than seatiarsally (50.5%).

Conclusion

The report offers valuable information on the mustatus of Missouri's
senior population and highlights areas of strandtbpportunity. It is
intended to increase awareness of the demogsapegthat will impact
Missouri in the next decade and beyond. Communities, policy leaders,
individuals are encouraged to use this repotbvals@assess, plan and
respond to the impact of the increasing population.



Disparities and Seniors

by: Kristofer Hagglund, Ph.D., Co-Director ftar @@mHealth Policy, Associate Seniors in poverty are less likely to receivalresadih care and more likely
Dean; Stan Hudson, Senior Policy Analyst; Gaigileize, Graduate Research to miss medications because they cannot afforcMiliiiout adequate

Assistant, Center for Health Policy, UniversityifiisColumbia health care, seniors often experience serious complications because undiax
Population nosed and untreated conditions worsen, furthéon@ng existing health

disparities. Elderly individuals in poverty experigreater disabilitfaster
decline in mental capabilittesnd more limitations in the performance of
daily life activities.

Missouri seniors accounted for 13.3 percent efdteepopulation in 2004,
according to recent estimates from the Univefdwtissouri Office of Social
and Economic Data Analysis (OSEDA). The numbenifrs is expected
to increase, reaching 16.3 percent by 2010. By &6#§st one-fifth of all
Missourians (18%) will be 65 years or older.

Based on census data, the racial compositionsefibe population was Figure 1. Percent of Missourians Age 65 and Ole&vidPoverty by
relatively stable from 1990 to 2004. The changes that did occur were small, Race and Ethnicity, 2000-2004

but consistent with trends observed in the topallation. African Ameri-

cans are underrepresented among seniors (abqertérg of the total o5 5% 27.0% 25 596

population, but only 7.3 percent of age 65 and wld&904) because of
their higher death rates at younger ages. The percentage of white seniors was
approximately 92.7 percent in 1990 and steadilgadect to 91.7 percent in

2004. The Hispanic senior population has incréased.4 percent in

1990 to 0.8 percent in 2004. This trend is expéctadcelerate as the 15.2%
percentage of Hispanics and seniors in Missotiriuzsto grow.

24.3%

18.6%

16.8%
15.4% 15.2%

Socioeconomic Disparities 8.8% 9.4%

8.0%
The data show significant racial and ethnic ecomlisparities among

Missouri seniors. As seen in Figure 1, Africanicam&nd Hispanic seniors
were two to three times more likely to be livimgwerty than white seniors.
Moreover, the percentage of Hispanic and African American seniors in |
poverty appears to have increased since 2001 while the percentage for whites,,, 2001 2002 2003 2004
has remained relatively stalidg.2004, over one-fourth of Hispanics and

African Americans age 65 and older were living@ntyo

- Hispanic . African American I:l White




Disparities and Seniors

Health Disparities African American seniors were nearly twice as likely to die from diabetes, 20
rcent more likel ie from cancer and six percent more likel i
Death rates are a fundamental measure of rgmaaityli® health status. percent mo € likely to die om cancer a d six pe ce ¢ ore Tikely to die
. . . from heart disease than white sehiGmversely, white seniors were more
From 2000 to 2004 the overall death rate for AfAcaerican Missourians . . . : " :
likely to die from respiratory disease and Alztetis=ase than African

ages 65-74 was nearly 40 percent higher than for whites, and it was 20 Americans

percent higher for ages 75-84. It is only at age 85 and older that death rates '

were nearly equalThe differences were not evenly distributed across the  Figure 3 presents the disparities ratio betwaeanMmerican and white
causes of death. Indeed, there are some causes for which the white death s&tiors for types of cardiovascular diseasemighithe two groups experi-

is higher. Figure 2 presents death rates fowémelsading causes of death enced similar rates of heart disease, Africarcaméissourians 65 and
for Missouri seniors from 2000 through 2004. The rates shown here tend to older were over 50 percent more likely to die fiteenosclerosis and 140
underestimate the disparity because they ar@basgtegated rates for all percent more likely to die from hypertension.

seniors age 65 and older. African American saion®re likely to be in
the younger end of the age range.

Figure 2. Leading Causes of Death by Race: Miassukge 65 and Figure 3. Disparity Ratios for Cardiovascular BiseaRelated
Older, 2000-2004 Deaths by Race: Missourians Age 65 and Older,-2009
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Disparities and Seniors

Figure 4 presents death rates by race for theafiirg cancer causes of Figure 4. Top Five Death Rates for Cancer by Riltgsourians
death for Missourians 65 and older. For each cancer, the death rate is higher Age 65 and Older, 2000-2004

for African American seniors than for their wbit@terparté.The highest 399.8

disparity was found for prostate cancer. African American men were over 349.3

ninety percent more likely to die than white men.

The death rate for Hispanic seniors in Missosigngicantly lower than for
their non-Hispanic counterparts. This is true éarthdisease, cancer, stroke,
. . LT 156.8

respiratory diseases, and Alzheimer’s disease, as well as for the total death 123 124.2
(see Figure S)These favorable ratios could partially reflecirbibe data. 862 _ 65.1 79.3

. . . . . . 59.8
Hispanic death rates in the United States candeestated due to greater “ h
likelihood of Hispanic ethnicity being reported on the Census than on death ‘
certificate¥ Also, like African American seniors, Hispanicrseari® more Lung Colon Breast Prostate Pancreas

likely to be at the younger end of the 65-andagsespan than their non-
Hispanic counterparts which may partially exgiaiimiproved rates. Age-Specific Rates per 100,000

- African American I:l White

Figure 5. Select Death Rates by Ethnicity: MisaaarAge 65 and
Older, 2000-2004
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There were many racial disparities found in enagrgeom (ER) usage for Data Limitations
certain conditions. African American seniors isddiswere four times

more likely to be treated for diabetes, over three times more likely to be
treated for osteoarthritis, and about one-and-a-half times more likely to be

for h ion an n ive h failure in the ER than whi . o :
seen for hypertension and congestive heart failure in the than white truly accurate picture to be drawn. As this papulebntinues to grow and

seniors (see Figure 6). Many factors could explain tlaé désparities in i
ER usage, including a lack of access to primary care and prevention s,ervicglsdd't'onal years of data are collected, data arapesable to be aggregated

Early access to care can increase early detettiopraves management across years to provide statistical analysismtigiatifferences.

for these conditions reducing ER utilization. geeers. Similarly, data are reported by Hispanic versuslispanic populations.
No information is reported by ethnic subgroups asidlexican, Puerto
Rican or Cuban because of population limitaticthsudes of confidential-
ity. As the minority population age 65 and oldafigsouri grows, we may
soon be able to achieve sufficient numbers toeewqoe accurately the

The estimated Hispanic population age 65 andinldeny Missouri
counties has been and remains relatively snugkitsome data suggest
disparities, due to the variability of small nusnibery do not allow for a

Figure 6. Select Emergency Room Utilization Ratéate: similarities and differences among ethnic antisalegroups. Since these
Missourians Age 65 and Older, 2000-2004 subgroups are often very culturally and politdiattyse, a better under-
’ standing would allow for the design of more targett effective interven-
tions.

Implications

Racial and socioeconomic health disparities Ihsvansial implications for
Missouri communities and their senior populati@altHy seniors contrib-
ute to the community in their daily activitiesadidition to buying products
and services, many seniors hold part-time job®lanteer valuable time to
community organizations. The implications of ditdeinig illness or
condition for individual seniors and their famdiessignificant. Quality of
life is greatly reduced, limiting social and edorampportunities. Limita-
tions in performance of daily activities redu@perntience and elicit
psychological distress, which further contribute to physical and mental
deterioration.

2.3

Diabetes Osteoarthritis ~ Hypertension Congestive

_ Communities of color tend to have less politipghtand fewer economic
heart failure

resources, thereby further perpetuating raciattamd health disparities.
Resources need to be made available to allowyr@ndrother communi-
Age-Specific Rates per 100,000 ties to identify problems contributing to locgatisies and design effective
B African American [ white interventions to achieve health equity. At the sam, local communities




are encouraged to take a closer look at their social and health service net- tion, these programs can help Missouri move closer to achieving health
works to assure that adequate services, suchirag famg; transportation, equity for all seniors.

and health care, are available to all communitpengn®utreach and

education campaigns designed to inform Missoimissehout state and

community services need to include culturally pyg® images and

messages that appeal to the growing diversitgsafuds senior population.

Challenges

Research examining racial, ethnic, and socioecdreatth disparities in
Missouri is limited. A comprehensive literaturelsesvealed 129 published
studies that have examined some aspect of r@tirda disparities in at
least some region of Missouri. However, noneoteefl specifically on
disparities among the senior population. One diddgcommend that
health programs to eliminate disparities needus fm seniotshowever,
this study was largely focused on economic déspanitl did not examine
the role race and ethnicity play in the healtbnidis.

More comprehensive research is needed. Specdszdisch focusing on the
identification of the underlying causes and tgsoi@gtial interventions to
eliminate these disparities among Missouri'ssenaucial. The demand
for this type of research will grow as both therityirpopulation and the
senior population of Missouri are projected teaser dramatically in
coming decades.

Best Practices

Missouri seniors would benefit from a programucegel providers in
delivering culturally competent health services to racial and ethnic minori-
ties!® One approach to reducing disparities is intehsgfieuiting efforts of

a diverse health care workforce reflective éhtitie sacial and ethnic
compositiort? Disparities can also be reduced by understandiim@rov-

ing health literacy among sentdEnally, health outreach programs for
minority populations, such as training African Aaehair salon profes-
sionals to talk to their clients about seniorthisalie¥, have proved
successful in other communities. None of thesemezwled programs
represents a single solution to eliminating hdigfihrities, but in combina-
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Research, George Warren Brown School of SpéiakWiodton University in St.
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Mental illness and its consequences are majamsanddissouri because

of their impact on individuals and communities. tMatisorders are
recognized as having adverse effects on qudétyintreasing overall

levels of disabilityand are among the most expensive medical cortditions.

Treatment

Studies and expert recommendations suggest that drug therapy and counsel-
ing are effective with this populatidhhe use of antidepressants poses

unique challenges given that older adults often take more medications and
have comorbid medical conditions, causing increased risk of dilgndrug
drug-disease interactiéhBhysical changes in older adults (e.g., decreased
liver function) can alter drug efficacy by affgttinv a drug is utilized by

the body* Treatment compliance is an issue for older aakilig tantide-

Depression is one of the most common and debilitating mental illnesses; yeﬁressants especially for those with physicgnitiveoimpairment€. Side
it is under- or misdiagnosed and often goes untreated in older adults, having¢acts of antidepressants, such as nauseaappsgite, and sexual dys-

a huge impact on individuals, families, and sdaié#gt, the direct and
indirect costs of depression on society havestiesated at $77 billion, of
which 31 percent is direct treatment cost andr62rgas indirect cost
related to lost productivity and excess absenseisrk! Additionally,
informal care of older adults with depressiotinsaésd at $9 billiof.

Background

function, also influence compliance. Even witle ttmsplications, more
than half of older adults treated with antideprisssgperience at least a 50
percent reduction in depressive symptoms.

Several models of effective individual and gretapies are recommended
for depressed older adiAtwjth Behavioral Therapy (BT) and Cognitive
Behavioral Therapy (CBT) receiving the most resstgntion'® The

Clinically significant depression is defined by three subcategories: (1) majorefficacy of BT and CBT suggests that they are watinns for treating

depressive disorder, (2) dysthymia, and (3) shmlueepression. The
hallmark symptoms of depression are low moodggeefiworthlessness,
difficulty concentrating, and changes in sleep@etite’, with many older
adults presenting physical symptbins recent study examining commu-
nity long-term care in Missouri, it was found éhpercent of older adults
have major depression and 19 percent have sudithdegiression, of
which 40% were persistently depressed over oh®Mkmradults in long-
term care facilities have drastically higher dieprestes with 35 percent

older adults with depress#®@ther therapies that have been recommended
for late-life depression include problem-solvitegpersonal, reminiscence/
life review, and brief psychodynamic interverifioms review of treat-

ment options, it was concluded that there is not yet adequate research
evidence to prove which approach is‘bEgperts do agree that treating
older adults with a combination of antidepressants and counseling can
minimize relapse and decrease disabiiglectroconvulsive Therapy

(ECT) is used as a last resort to treat oldes adthitdepression when

experiencing clinically significant depression and 12 percent major depressi/mbinations of antidepressants and psychotherapies have failed.

disorder. Clinically significant depression irr aldelts results in greater risk
of suicide’ poorer outcomes on medical conditions, suchbetetiaand

heart diseadtas well as an overall shortened liféspathincreased
mortality rate¥

Since many older adults avoid drug therapy or dongnaeshift to incorpo-

rating treatment for depression into non-ment#thhesttings has emerged.
Disease management programs, based on the naaeathupbysical

ailments like heart disease and diabetes, provide screening and standardized
follow-up through a team approach, and suppoenpatecision-making

and self-manageméhLiterature reviews support the effectiveneseabdi
management programs for adlled more recently, older adéits.



Barriers

Studies found that 75 percent of depressed dideria the community

and 80 percent of nursing home residents doaedeeppropriate mental
health treatmefft>2due, in part, to the barriers older adults eneoumnt
seeking care. Medicare covers only 50 perceatoofstrof mental health

care compared to 80 percent for other settfoesing Medicare enrollees

to pay high out-of-pocket costs or forego treati&ggina also prevents
people from seeking needed mental health sgrarties|arly in

underserved and rural commun#ie3lder adults with a history of being
underserved and discriminated against are mbyrédikestrust the
healthcare system and seek mental health senesedarmal settings, such
as religious organizatiéhkack of transportation also decreases access to
treatment, particularly in rural ar€a&dditionally, the complexity of the
mental health care system can feel like a “maze” and navigating it results in
less service us&ye.

Professionals also face barriers in providing mental health treatment. While
primary care physicians encounter depressed older adults, only 55 percent

feel comfortable with diagnosing depression and 35 percent with prescribing

anti-depressant medicati®mRepression often coincides with medical
illnesses that are given priority over mentah ligsiies. In the course of
treatment, depression is often mistaken as normal aging or simply physical
complaints? Specialists trained in issues and diseases &peldér adults,
such as geriatricians and geropsychiatristsshoetisupplyThere are only
124 certified geriatricians in Missouri, or 3.4%ary 10,000 adults over the
age of 75. This compares to the national averé@epefr 10,008 The
statistics are similarly bleak for geropsysctiatfrighich there are 46 in
Missouri, or 1.3 for every 10,000 Missourians over dg®&8ical profes-
sionals are not attracted to this field becausedh&ing potential is propor-
tionately less than most doctors due to the Med&iartbursement struc-
ture33 34 Rural areas of Missouri particularly lack mieegdih care provid-
ers with 94 of the 114 counties in Missouri ceedental Health Profes-
sional Shortage Aréas.

Future Directions

In 2006, the National Association on Mental lllgase Missouri an overall
grade of C- in mental health care for its citib4issouri spends only

$67.30 per capita for mental health and rartks3the natior?® Older

adults in Missouri have the right to receive optafiardable, evidence-

based mental health care. The following are options to explore to transform
mental health care in Missouri:

- Continue to work toward goals of the Presideatis fieedom
Commission on Mental Heakh.

- Work toward goal of 2005 White House Conferendsgorg: “im-
prove recognition, assessment, and treatmenttaf ithesss and
depression among older adiis.”

- Remove existing regulatory barriers and change reimbursement policie:
of Medicare and Medicaid to encourage betterameliin and mental
health parity®

- Fund research to improve understanding of trelagffieacy and access
to care.

- Monitor the effects Medicare Part D has on cdsaeress to
psychotropic medications.

- Invest in Missouri-specific data on mental illness in older adults.

The growing number of older Americans will onlynifyatipe existing
problems with access to care for those facing late-life depression. While
treatment is effective, disability, decreasetymfdife, demands on
caregivers, and differential reimbursement ppligigst. Partnerships
among researchers, clinicians, governmental sgihircigoarty payers,
patients, and families are essential to overcesacoduriers.
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As the senior population in Missouri grows, tratemm is emerging as an
important health, safety and quality of life padisye. Currently, 586,000
(87%) of Missouri seniors hold valid drivers licenses. This leaves approxi-
mately 1 in 10 seniors dependent on friends, family and public transporta-
tion to make vital trips to the grocery store,adioal appointments, or to

visit friends and family. Of Missouri seniors who hold drivers licenses, 67
percent live in urban counties, and 33 percerih lrveal areas.

Proportion of Persons 65 and Older with a Driversense, 2001

As seniors age from their 60s into their 70s and 80s, the proportion main-
taining licenses decreases. Eighty-seven peycemgogeniors (65-74) have
valid drivers licenses compared to seniors ag§éd 7B8%) or 85 and older
(43%). Of those who remain licensed, it is diffiolknow exactly how

many actively drive compared to those who maintain a license as a conve-
nient form of identification. Anecdotally, we krnioat not all senior citizens
with driver’s licenses have personal automobdese&now that in some
cases, seniors choose not to drive due to aefametyons including

physical abilities, road conditions, traffic aradhee

Proportion of Persons 65 and Older with a Driversense, 2005
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Transportation Options for Missouri Seniors maintaining existing services, they also sugpestedd for additional

services to support seniors, particularly inangras, in their vital daily
activities. Participants emphasized that senio@revsocially engaged and
capable of meeting their daily needs are healthier and more independent th
seniors who are isolated or who cannot meet these needs. Participants
recognized that transportation, whether publicvatp, is key to keeping
seniors socially engaged, yet transportation gadigervices are not always
designed with due consideration of seniors.

Missouri maintains a network of public transportatsources for seniors,
the most vital located in the larger metropolit@asaSt. Louis City and
County have a comprehensive public transit sygiéch, offers special
services to meet seniors’ needs as does Karsad i@tgurrounding
communities. Several smaller cities (Columbia, Jefferson City, Springfield,
Joplin and St. Joseph) and rural municipalitiesrtBield, Cape Girardeau,
Carthage, Chillicothe, Clinton, El Dorado Spriggelsior Springs,

Houston, Lamar, Marshall, Marshfield, Mt. Vernoayatla, New Madrid Senior Transportation Research
and West Plains) also provide transportationfiorsand people with

disabilitied Missourians’ concerns, as expressed in the town hall meetings, are reflecte

national research on the topic of transportaticgefaors. Results from the
Rural regions of Missouri rely most heavily or giegewide transportation 2001 National Household Transportation Survey #taivalmost 90

programs: Older Adults Transportation Service (P/AsDBtheast Missouri percent of all trips by seniors in the United Siedamade in vehicles
Transportation Service (SMTS) and Missouri EldedyHandicapped compared to only 1.3 percent on fixed-route transit services. (This would nc
Transportation Assistance Program (MEHTAP). OARBhvgpecializes in include OATS, SMTS, and MEHTAP, which provide personalized door-to-
services to seniors and the disabled, serves@iriMisunties and offers door services on request.) The same study stgyiesesi-route transit
door-to-door transportation to the general puBNETS serves the southeast  services are less appropriate for the seniortipopthlan working adults

part of the state in areas without OATS servidgddTIP is a statewide and school-aged youth because seniors tendltdurangeoff-peak com-
program, which funds approximately 200 non-prafitsportation provid- muter times when fixed-route transit tends tofeawer services. Fixed-route
ers. These providers also specialize in transportation services for seniors atr@dnsit systems may not be accessible for seniors for several reasons. Bus
people with disabilities. Single county, MEHTARSIpd transit systems for instance, may not provide adequate protentionttie elements, and

serve seniors in the Bootheel counties as wayl asdRCallaway counties. seniors are more vulnerable to iliness by excekbiweheat. Information

Thus, all counties in Missouri have some puhtisgoatatior?. about routes and travel times may not be cleammatfed in a matter is

Seniors and Those Who Serve Seniors Voice Thetre@ ea;_ily understandable to seniors._ Signage m@ygimltnr may not have
writing large enough for use by visually-impaeredrs, and buses may not

In 2005, the Area Agencies on Aging, Departmétfdgadth and Senior be equipped with seating and mounting and disnmgufietatures that are

Services and the University of Missouri Office@&lSand Economic Data designed for seniors with limited mobility.

Analysis hosted 47 town hall meetings acrosatthatstnded by approxi-

mately 500 participants. In these meetings, parisiprere asked to discuss

important issues for Missouri's senior populdliansportation emerged as " oS S e o percent of trafititzs in 2000 and 17

one of the most pressing concerns for M|ssam|msss_@art|C|pants de- ._percent of pedestrian fatalities, but only acabtort® percent of the
scribed transportation challenges more than 400 times during these meetm@s

) - . . : verall US population. This same study showshthdtiver fatality rate for
While participants generally praised the quatityedterated the necessity of people 85 years of age and older is nine times thigh the rate for drivers

Public safety is one of the greatest concerns for seniors who drive. A study
the National Highway Traffic Safety Administrasloows that seniors aged



between the ages of 25 and 69 when calculated in terms of the estimated The Missouri health care system is another soumoe\ation. For ex-

annual travel. ample, the Northeast Missouri Rural Health Netwaskinitiated a program
called CareLink. CareLink provides free transiporiatan eleven county
service area to residents of all ages for medical and social service appoint-
ments. Some rural health care facilities progitlgptirtation or vouchers to
pay for their senior patient’s public transportatio

Statewide accident statistics show that 13,824 dewers were involved in
traffic accidents on Missouri roads in 2004. Taiguats for 8.5 percent of

all traffic accidents that occurred that year. Ten percent or 124 of all fatal
traffic accidents involved drivers over 65 years of age. It is worth noting tha

77 percent of all fatal traffic accidents in Missgaurred in rural areas in As the population continues to age in Missounatidnwide, transporta-
2004. This is particularly significant for theasgopulation, which has tion will remain a high priority issue in termieglth, safety and quality of
fewer public transportation options in rural &reas. life.

Innovative Ideas and Programs

The Missouri Department of Transportation (MoDO®&§ been active in
addressing issues for senior drivers. Some végyasiops can have
significant and positive impact on safe drivirgasipainting wider

highway lines, advance intersection warning siymg@g-way markings

on freeway ramps. Additionally, the Highway Saiesion of MoODOT

focuses on improving roadway safety by changiaeglekhavior. Highway
Safety is in the process of developing an older ckmpaign that will

include fact sheets, posters, billboards, and public service announcements
targeting the older driver. The campaign willfiealuving tips to keep

seniors safely mobile.
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What is an outcome indicator?

What is an outcome measure?

What is a status indicator?

What is an index?

How do | interpret the county rank for an
outcome indicator?

How do | interpret the composite rank?

How do | interpret the trend arrow?

An outcome indicator represents an issue impturtdna overall well-being of seniors in your
community.

An outcome measure is the specific item thatteslivaw well seniors are doing in regard to an issu
Measures were selected based upon the availahiliilme and the reliability of the data.

The status indicators describe the characterigtiessenior population in a county at a singe jpo
time. The status indicators provide context foenstahding and prioritizing the outcome indicators.

An index is a tool that combines more than one measure into a single value by converting different units
of measurement into a standard unit of measure. An index is used to describe an indicator when single
measures are unavailable.

The county rank for an outcome indicator reprethentslative position of a county in the conteatl of
115 Missouri counties with ‘1’ indicating the npasitive finding.

The composite county rank is a ranked index stitheof the standardized outcome measures and
represents the relative position of a county totitext of all 115 Missouri counties with ‘1’'dating
the highest overall score.

The trend arrow indicates the direction of the indicator in a county over time. An arrow pointing upwards
signals an improvement for seniors for that indi€dnversely, an arrow pointing downward sigjaifie
decline, while a horizontal arrow indicates thaehange has occurred between the base and camenye
dash in the trend column indicates that the tiemeegit associated with that outcome measure is not
sufficiently reliable to report change.



Household Composition
Seniors Filing Missouri Joint Income Tax Returns md&asuring the percent of persons age 65 or @tiieth Missouri joint income tax returns in antgu
we can infer the percent of Seniors living eonece: Division of Taxation and CollectioryriMizspartment of

Revenue
Economic Well-being
Supplemental Security Payments as Percent of Sgplesacurity income (SSI) payments are incoetedHmaefits available to Seniors. In 2005, the
Total Personal Income SSI benefit for an individoallives alone and has no other income is $5@8th,rar 73 percent of the

poverty line. People with countable assets ottmaor&2,000 for an individual and $3,000 for a lecare
ineligible for SSBource: Research and Evaluation, Missouri @epmdr8ocial Services

Workforce Participation

Percent of Seniors Working for Pay The percentsafriseaged 65 or over in a county working for asgafculated by averaging the number
of persons 65+ working for wages during eachropfa2@5.Source: The Longitudinal Employer —Households
Dynamic Program, Missouri Economic Researabranadidmf Center, Missouri Department of EconuelopDent

Transportation

Proportion of All Seniors with The percent of semiith a valid Missouri driver’s liceSserce: Division of Motor Vehicle and Driversgicens
Missouri Driver’s License Missouri Department of Revenue

Health Status

Hospitalization & ER Visits for Diabetes The nundbdrospital and emergency room visits made p@&0I&0iors regarding diabetes and issues
per 10,000 Seniors associated with dialsetese: Data, Surveillance Systems, and |Rajstits, Missouri Department of Health and

Senior Services

Health Care Access
Primary Care Physicians per 1,000 Seniors The nafribkitime equivalent (FTE) primary care physipbsitions per 1,000 seniors.
Source: Department of Health Management andtiogotdmiversity of Missouri

Long-Term Care

Medicaid Costs for Long Term Care per Average kedaikars per person spent on in-home and rasideng-term care services.

Capita Source: Section for Long-Term Care, Divisigulafiéteand Licensure, Missouri Departmenttbfdielabenior Services
Crime

Property and Violent Crime per 1,000 Persons Théewofh property and violent crimes per 1,000 pe&mnrce: The Missouri Statistical Analysis Center,

Missouri Department of Highway Patrol, Missourinbagast Public Safety

Senior Participation

Social and Civic Engagement Index for Seniors dhgexticipation in Area Agencies on Aging corignegel program, voter registration and voter
participation in the past calendar y®aurces: Missouri Area Agencies on Aging Sdisstany of State, Boone
County, County Clerk



Demographics
Total Population

Change in Total Population

Population 65+

Percent of Population 65+

Population Projections 65+

Quality of Life
Seniors in Owner-Occupied Housing

Seniors Living in Families

Median Value of Owner-Occupied Housing
Seniors in Poverty

Average Income of Senior Households

Seniors with a College Education

Measures the total populatiorhyears of 2000, 2005, 2010 and 282@irce: Table 2a. Projected
Population of the United States, by Age and8¢a:250., “U.S. Interim Projections by Ag&aBexand
Hispanic Origin,” U.S. Census Bureau, 2005

A measure of the chapggulation between 2000 and 2086urce: Table 2a. Projected Population of the
United States, by Age and Sex: 2000 to 2050nt&ud. Projections by Age, Sex, Race, anatHispani
Origin,” U.S. Census Bureau, 2005

Measure of the total populationishé® years old or older adjusted for the St. Cityisiccepted
challenge to the 2005 estimaBesirce: Table 1, Annual Estimates of the Ropyl&&x and Five-Year Age
Groups for the United States: April 1, 2000 19 2005. Population Division, U.S. Census Bureau

Measure of the perct tiftal population that is 65 years old or @dprsted for the St. Louis City
accepted challenge to the 2005 esting&desce: Table 1, Annual Estimates of the Pojyl&ex and Five-
Year Age Groups for the United States: Aprd i 20y 1, 2005. Population Division, U.S. (Bun&as

A measure of both thle nwdle and female population that is 65 yeaos older for the years of 2010
and 2020Source: Population projections are produceE®hy@8sing 2004 NCHS estimates for
demographic cohorts. Cohort-survival ratiosahy ssoewere calculated as five year intagraB9@sand
2000 census data as well as 2001-2004 estichadésy ian adjustment for St. Louis City's achafiedjed
of the 2004 estimates.

The percent sdpe65 years old and older living in owner-odcpising.
The percent of persoysaB® old and older living in families.
A meastine ofiedian value, in dollars, of owner-occupiesirfgpfor persons 65 years old and older.
A measure of the percent aigégears old and older who are living in poverty
A measureanhtle average household income, in dollargréomg 65 years old and older.

A measure ofrtempef persons 65 years old and older withegealégree or higher.

Source: Census 2000 Summary File 3 (SF 3) DasanpleS. Bureau of the Census



Health and Wellness
No Exercise

No Sigmoidoscopy or Colonoscopy

High Blood Pressure

Obesity
Smoking

No Mammography
High Cholesterol

A measure of the percent of senioresplooded that they had not performed some sum-afork
related exercise during the past month.

A measure of ttenpef seniors who responded that they havedatdtaeening test for colon cancer
(sigmoidoscopy or colonoscopy) in the past 10 years

A measure of the percentaisshbd have been told they have high blood grégsadoctor, nurse, or
other health professional.

A measure of the percent of seniors who have masslyndex greater than 25.00 (Overweight or)Obese
A measure of the percent of seniors who are cmekers.

A measure of the percent of semi@lefewho have not had a mammogram in the past year
A measure of the percent of saifioreave had their cholesterol checked and ravilaeby a doctor,
nurse, or other health professional that it whs hig

Source: Behavioral Risk Factor Surveillanc€BRISE&8), Data, Surveillance Systems and IS asiits.
Missouri Department of Health and Senior SBRIE®S. data are reported as sub-state regiates estim
disaggregated by age.



AARP
http://wwwaarporg/

Missouri state office:

700 West 47 St., Suite 110
Kansas City, MO 64112-1805
Phone: (Toll-Free) 866-389-5627
Fax: 816-561-3107

Adult Protective Services
http://wwwdhss.m@ov/Protectievices/

Provides protective oversight to people who drke tmananage their own
affairs, carry out activities of daily living,rotget themselves from abuse,

neglect, or exploitation.

Missouri Department of Health and Senior Services
Division of Senior and Disability Services

PO Box 570

Jefferson City, MO 65102

Phone: (Toll-Free) 800-235-5503

Community Connection
http://wwwcommunitgonnection.org/
A statewide database of community and aging essourc

Community Connection

602 Clark Hall

Columbia, MO 65211

Phone: (Toll-Free) 888-463-6221 (for non-Columdsadents)
573-884-3554 (for Columbia residents)

Community Development

The Department of Health and Senior Services Coitynevelopment

Unit and the University of Missouri Extension partner to provide assistance
to communities interested in developing a community plan that will address
issues identified in the Missouri Senior Report.

Community Development Unit

Missouri Department of Health and Senior Services
PO Box 570

Jefferson City, MO 65102-0570

573-751-6168

Elder Abuse and Neglect Hotline, 800-392-0210 (Fode)

TDD 800-669-8819 or Relay Missouri 800-676-3777
http://wwwdhss.mmov/ElderAuse/

The hotline responds to reports of alleged ataggector financial
exploitation of Missourians at least 60 yearsdldther eligible adults
between 18 and 59.

Missouri Department of Health and Senior Services
Division of Senior and Disability Services

Elder Abuse and Neglect Hotline

PO Box 570

Jefferson City, MO 65102-0570

Phone: 573-751-4842

Employee Disqualification List

http://wwwdhss.mmo/EDL/

Lists individuals who have abused, neglectedappnoigriated funds of a
resident, patient, or client while employed in a Missouri nursing home,
hospital, home health agency, or ambulatory surgical center.

Missouri Department of Health and Senior Services
Employee Disqualification List

PO Box 570

Jefferson City, MO 65102-0570

Phone: 573-526-8544 or 573-522-2449



Governor’'s Advisory Council on Aging
http://wwwdhss.m@ov/GovAdvisoyCouncil/

Provides advice to Missouri's governor to enhance the quality of life,
independence and dignity of older Missourians.

Governor’s Advisory Council on Aging

Division of Senior and Disability Services

Missouri Department of Health and Senior Services
PO Box 570

Jefferson City, MO 65102-0570

Phone: 573-526-8534

Home and Community Services, Missouri Departmerniedith and
Senior Services

http://wwwdhss.m@o/HomeComS8ivices/

Provides support services to help ill or disaded\dissourians remain in
their own homes and avoid or delay institutiotializa

Division of Senior and Disability Services

Home and Community Services Field Operations
Missouri Department of Health and Senior Services
PO Box 570

Jefferson City, MO 65102-0570

Phone: 573-526-8537

Medicare

http://mwwwmediceg.ge/

Medicare beneficiaries can view their claim &atlsding Medicare Part
D claims); order a duplicate Medicare SummaryeNaticeplacement

Medicare card; view eligibility and entitlement information; view enroliment

information for Medicare Part D prescription driagmg and Part B
deductible status.

Centers for Medicare and Medicaid Services (CMS)

7500 Security Blvd.

Baltimore, MD 21244-1850

Phone: (Toll-Free) 800-MEDICARE for general infdion

TTY for Hearing Impaired: (Toll-Free) 877-486-2048

To report Medicare fraud & abuse: (Toll-Free) 800-447-8477

Missouri Alliance of Area Agencies on Aging
http://wwwMoAging.com

Ten Area Agencies on Aging develop and implerngrams and services
for older Missourians at the local level.

Missouri Alliance of Area Agencies on Aging (MA4)
1121 Business Loop 70 East
Columbia, MO 65201

Missouri Attorney General’s Consumer Protectionidiiw
http://wwwagoma.gov/divisions/consumeigtection.htm

Protects Missourians from telephone fraud; car, sgpes disputes and rip
offs; telemarketing, Internet and e-mail scams regair rip offs; travel
scams; and banking and credit card fraud.

Missouri Attorney General’s Office

Supreme Court Building

207 W. High St.

PO Box 899

Jefferson City, MO 65102

Consumer Protection Hotline: (Toll-Free) 800-8222



Missouri Long-Term Care Ombudsman Program
http://mwwwdhss.m@ov/Ombudsman/

Ombudsmen investigate and resolve complaintsittants in nursing
homes and other long-term care settings.

State Office of Long-Term Care Ombudsman Program
Missouri Department of Health and Senior Services
PO Box 570

Jefferson City, MO 65102-0570

Phone: (Toll-Free) 800-309-3282

MOSAFE — Missourians Stopping Adult Financial Exglimn
http://wwwdhss.m@mo/MOSAFE/index.html

Financial exploitation of the elderly and disabled is a crime and destroys
thousands of Missouri lives. MOSAFE was laubtzihedb stop it.

Missouri Department of Health and Senior Services
MOSAFE

PO Box 570

Jefferson City, MO 65102

Phone: (Toll-Free) 800-235-5503

National Family Caregiver Support Program (NFCSP)
http://wwwaoa.ge/prof/acapog/caegier/o/evien/ovevien _caegierasp

Department of Health and Human Services
Administration on Aging (AoA)
Washington, DC 20201

Phone: 202-619-0724

Show Me Long-Term Care

http://wwwdhss.m@ov/shavmelongtermcer

You can find out how any licensed Missouri long¢are facility did on its
last inspection.

Section for Long Term Care

Missouri Department of Health and Senior Services
PO Box 570

Jefferson City, MO 65102-0570

Phone: 573-526-8524

Social Security Administration

http://wwwssa.gd

Pays retirement, disability and survivor ber@fitsrkers and their families
and issues Social Security cards. For inforrahbahthe Social Security
office that serves your area, gbttps://s044a90.ssavjo

Phone: (Toll-Free) 800-772-1213

(Toll-Free) TTY for Hearing Impaired: 800-325-0778

A more extensive list of resources may be found at
wwwmissouriseniggpot.org or on the Missouri Department of Health and
Senior Services' Web sitenaivdhss.maov.




Missourl

Population 65+, 2005
Percent Change 65+ Population, 2000-2005

Outcome Indicators Status Indicators

MO Measure US Measure
Year Measure Trend Total Population, 2000 5,606,246 281,421,906

MO: 784,467
MO: 3.8%

US: 36,790,113
US: 3.9%

Household Composition Total Population, 2005 5,800,310 296,410,404
Seniors Filing Missouri Joint 2000 44.8% T Percent Change Total Population, 2000-2005 3.3% 5.3%
Income Tax Returns 2004 44.3% Population 65+, 2000 755,824 34,978,972

Economic Well-being " Percent of Population 65+, 2000 13.5% 12.4%
SSI Payments as Percent of 2001 0.33% Percent Female 59.3% 58.9%
Total Personal Income 2003 0.33% Q fo) Percent Male 40.7% 41.1%

Workforce Participation :__QU_ Percent of Population 65+, 2005 9.6% 12.4%
Percent of Seniors Working 2001 9.8% S 5 Percent Female 58.0% 58.1%
for Pay 2004  10.9% 2 Percent Male 42.0% 41.9%

Transportation 8 Population Projections 65+, 2010 14.9% 13.0%
Percent of All Seniors with 2001 76.7% s Percent Female 56.8% 57.7%
Missouri Driver’s License 2005 79.6% Percent Male 43.2% 42.3%

Health Status * Population Projections 65+, 2020 18.2% 16.3%
Hospitalizations & ER Vis- 2000 68.3 - Percent Female 55.1% 56.5%
its for Diabetes per 10,000 2003 711 Percent Male 44.9% 43.5%
Seniors Seniors in Owner-Occupied Housing, 2000 79.1% 77.6%

Health Care Access Seniors Living in Families, 2000 61.3% 64.0%
Primary Care Physicians per 2000 5.1 S Median Value of Own House, 2000 $86,900 $111,800
1,000 Seniors 2004 5.5 Seniors in Poverty, 2000 9.9% 10.9%

Long Term Care ** Average Household Income of Seniors, 2000 $37,822 $41,712
Medicaid Costs for Long 2002 $122 T Seniors with a College Education, 2000 11.8% 15.4%
Term Care per Capita 2005 $147 No Exercise, 2005 34.7% 34.0%

Crime No Sigmoidoscopy or Colonoscopy, 2004 39.4% 36.7%
Property & Violent Crime per 2001 48.8 S = 78 High Blood Pressure, 2005 54.8% 54.8%
1,000 Persons 2005 43.9 f__d E Obesity, 2005 21.6% 21.0%

Senior Participation % g Smoking, 2005 9.2% 8.9%
Social and Civic Engagement (Trend data not available) T No Mammography, 2004 28.8% 24.9%
Index for Seniors 2005 42.4% High Cholesterol, 2005 55.3% 50.5%

* Three year average 1999-2001 and 2002-2004

**Not included in composite county rank

Missouri Senior Report, 2006



