
Included Within:
The decision — when staying home is the right
answer, and when it isn't
The math — what aging in place really costs,
compared to a community move
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$40K in modifications
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order, and what it costs
The professionals — who to call, in what
sequence
The honest limits — knowing when the chapter
is ending
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Deciding to Stay, and Funding the Changes That Make It Work

AGING IN PLACE

Most aging-in-place guides start with grab bars.
This one starts with two harder questions:

should you? and how do you pay for it?

– For Seniors
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This guide is for you if 
You want to stay in your home — and you
want to know whether that's actually a
real option. You're trying to figure out
whether modifying makes more sense
than moving, what the changes would
cost, and how to pay for them on a fixed
income without putting your security at
risk in the process.

Or if the conversation has started
Your kids, your spouse, your doctor —
someone has started bringing this up.
You want to walk into the next
conversation informed: knowing what
your real options are, what each one
would cost, and what trade-offs you'd be
choosing between. The decision is yours.
You'd like the facts that go with it.

The decision that comes before the home decision:
Most of what's written about aging in place is a list of modifications.
Grab bars. Wider doorways. Smart speakers. Cameras. Lever handles. The lists are
real, the advice is mostly right, and the lists are everywhere.
What's almost never written down — and what this guide is built around — is the
decision that comes before the list, and the funding question that comes after it.
Should you stay? And if the answer is yes, how do you actually pay for the changes
that make staying safe?
The modifications matter. They're in here. But they're in the middle of the guide,
not at the front, because they're the supporting layer — not the headline.

What's Inside / Who This Is For

The guide is built in six short sections — the decision, the math, the funding, the
construction, the professional sequence, and the honest limits. Read it straight
through, or jump to the section you need. Cross-references throughout point you
to Where Does the Money Come From? for the broader funding picture and to
Step 1 — Is It Time? and Step 5 — Choose the Right Place if the answer turns out to
be that staying isn't the right path after all.

If you opened this guide because something just happened — a fall, a hospital
stay, a hard conversation with a doctor — you're exactly where you need to be. Take
it one section at a time, set it down when you need to, and remember that nobody
starts this already knowing what to do. You're learning it the way everyone learns it:
in real time, under pressure, and on a timeline you didn't choose. Being unsure
doesn't mean you're failing — it means you're paying attention to how much this
matters.



The first question isn't what to modify. It's whether to.
Most people don't ask it in that order. They start with the bathroom. They get a
quote for the walk-in shower, the grab bars, the comfort-height toilet, the slip-
resistant flooring. They look at a $14,000 estimate and either flinch or move
forward, but either way they've skipped the question that should have come
first.
Should you be modifying at all?
The modifications make sense when staying home is genuinely the right
answer for you, this home, your medical trajectory, your support system, and
your budget. When any of those five things is wrong, modifications won't fix it
— they'll just delay the conversation that needs to happen.
A $14,000 bathroom is a great solution to the wrong problem. It looks like
progress. It feels like progress. And six months later — when the next fall
happens, or your health takes a turn, or the in-home care cost has tripled —
you'll realize the bathroom didn't change the underlying picture. The bathroom
solved the bathroom. It didn't solve the question of whether this home, with
these supports, was ever going to work.
The people who get aging in place right almost always do one thing first: they
answer five questions before they price a single modification. The five questions
aren't about the house. They're about whether the house — modified or not —
can carry the next chapter.

THE FIVE QUESTIONS
Before any contractor walks through the house, before any quote, before any
decision about what gets installed where — five questions answered honestly
will tell you whether aging in place is a real option or a way of postponing a
harder conversation.

The First Question Isn't What to Modify. 

It's Whether to.
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The Five Questions to Answer First
Take them in order. Answer them honestly. Not the money, for now...

1. What do you actually want — and have you said it out loud? Not what
you assumed you'd want twenty years ago. Not what you said once at
Thanksgiving so the conversation would end. What you want now.
Most people who pick up this guide assume they already know the answer
to this one. Most are partly right and partly wrong. You may have said "I'll
leave this house in a box" fifteen years ago — and meant it. But things
change. A fall changes it. A spouse's death changes it. Watching a friend
struggle changes it. What you want now isn't disloyal to what you wanted
then — it's just truer.

If you haven't really asked yourself this question, start there. The next four
questions don't matter yet until you have a sense of this one.

2. What's your medical trajectory? A single, stable condition is a different
problem than a progressive one. Modifications work for one and not the
other.
Someone with a hip replacement and otherwise stable health is a strong
aging-in-place candidate — the limitations are predictable and
addressable. Someone with early-to-mid-stage dementia, advanced
Parkinson's, or significant frailty is a different picture: the needs will outrun
the modifications, often within 18 to 36 months. Modifications can buy
time. They cannot change the trajectory..

Get a real medical opinion. A geriatrician or geriatric care manager can
give you a trajectory, not just a snapshot.

The Five Questions to Answer First
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3. What's the home actually like — not what it was, what it is now? Walk it
like a stranger. Better yet, have an occupational therapist walk it.
Stairs to the only bathroom? A bedroom on the second floor? A primary bath
that can't accommodate a walker. Doorways under 32 inches. A long driveway
and an attached garage with three steps up to the kitchen. The home you've
lived in for decades may not be the home that works for you now — and some
of those problems can be modified out, while some can't.
An OT home assessment costs $200 to $500 and is the single most useful early
dollar spent in this whole process.

4. Who's actually around — and how much? “Family nearby" is not a plan.
Hours per week is a plan.

A daughter twenty minutes away who works full-time and has two teenagers is
a different support level than a son who lives in the home or a retired sibling
who's available daily. The honest math: add up the actual hours of human
support that exist today (family, friends, paid help), then add up the hours you'll
need at your current level of support, then again at the next likely level. The gap
is what you'll fill with paid caregivers — and that's where the cost question stops
being theoretical.

If the support gap is more than 30–40 hours per week and the budget can't
carry it, aging in place is going to break — sooner than anyone wants to
admit.

The Five Questions to Answer First
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5. What can you actually afford — and for how long? Savings, home equity,
monthly income — measured against modifications plus projected in-home
care, not just modifications.
Most people price the modifications and stop there. The harder number is the
care that comes after. In-home care at four hours a day runs roughly $3,000–
$4,500/month. At eight hours, double it. At 24/7, the cost typically crosses what
assisted living or even memory care would have cost — and you're still at home,
often more isolated than you would be in a community.

If the money works for modifications but not for the care that follows, you've
built a beautiful runway to a worse outcome. The math has to carry the whole
chapter, not just the start of it.

These questions are meant to be answered honestly, not bravely. The
honest answer is the one that protects you — even when the honest answer
is one you don't want to write down. Take your time with them. Almost
every person who sits with these finds at least one answer that surprises
them. That's how this work goes.

The Five Questions to Answer First
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AGING IN PLACE IS LIKELY THE RIGHT
ANSWER WHEN —

Your medical picture is stable, or progressing
slowly, with no significant cognitive decline.
The home has good bones — single-story or
with a workable primary suite, a bath that can
be modified, doorways that can be widened,
and access that can be made safe without
rebuilding the house.
There's real human support nearby —
measured in hours per week, not in vague
proximity.
You're genuinely engaged in your own care —
willing to use the equipment, accept the help,
and adjust as needs change.
The budget covers both the modifications and
the in-home care that will likely follow — not
just the modifications.
You have a social network you actually use —
neighbors, faith community, friends, family
within visiting distance — and isolation isn't
already a problem.
You want to stay — and the answer holds up
when you really sit with it, not just in passing.

AGING IN PLACE IS LIKELY NOT THE
RIGHT ANSWER WHEN —

The medical trajectory is progressive —
dementia, advanced Parkinson's, significant
frailty — and the needs will outpace the
modifications within 12 to 36 months.
The home has structural barriers that can't
be modified economically — multi-story
with no first-floor primary option, a bath
that would require gutting, narrow plan, or
remote from medical care.
The support network is thin or far away, and
24/7 paid care isn't financially sustainable.
Judgment, memory, or insight is impaired
enough that the home becomes the
problem instead of the solution.
The budget covers the modifications but
doesn't carry the escalating in-home care
that the trajectory predicts.
Isolation has already begun to affect mental
or physical health — and modifying the
home will make the isolation worse, not
better.

When the answer is yes, and when it isn't.
Both columns are honest. The right column is the one most guides won't
write — but if you've answered the five questions honestly, you already know
which side you're on. This page just gives you permission to say it out loud.

When Aging in Place Is the Right Answer,
and When It Isn't

If you're in the right column — that's information, not failure. The rest of the
system is built for the path that probably fits better. Step 1 — Is It Time? and Step
5 — Choose the Right Place are where the next conversation lives.
If you're in the left column — keep reading. The next section is the math, then
the funding, then the construction. The decision was the hard part. The
execution is what the rest of this guide is for.



The Math, Worked in an example
The hardest thing about this decision is that the cost of aging in place looks
small at the start and grows on a curve. The cost of a community move looks
big at the start and grows in a line. Most people compare the start of one
against the start of the other and miss what year three looks like.
This is what year three looks like — for one hypothetical homeowner. Yours will
be different. The fillable template in this guide is where you'll do your own.

MEET MARGARET 80 years old. Widowed five years. Lives alone in a 3-bedroom,
2-bath ranch in Houston area — Spring Branch. Home is paid off, worth roughly
$425,000. Uses a walker after a hip replacement two years ago; otherwise stable
physically. Early-stage cognitive concerns — still independent for most ADLs,
but she's started to notice changes herself. Currently needs about 4 hours of
help per day. Her geriatrician has told her to expect that need to grow.

On the next page we'll run through the actual math to help you understand the
variables and how to do your own analysis. Assisted Living numbers are going
to be easier to predict unless there is a jump in care to Memory Care or Skilled
Nursing. You can factor that in based on your physician's judgment.

The math is hard, and looking at numbers when you'd rather just enjoy the day
you've earned can feel like the wrong thing to be doing. It's not. Running these
numbers honestly is one of the most loving things you can do — for yourself,
and for the people who would otherwise be running them later, on your behalf,
under more pressure. Doing the math is part of how you love them back.

THE MATH
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AGING IN PLACE ASSISTED LIVING
(community move)

One-time costs

Modifications: $22,000 (bath $14K,
doorways/handles/lighting $2K,

threshold + ramp $3K, smart safety +
monitoring $3K)

Move-in / community fee:
$4,000

Year 1 —
recurring

In-home care, 4 hrs/day: $43,000 •
Home carry (taxes, insurance, utilities,

maintenance): $14,000 • Family
caregiver time, 20 hrs/wk: $31,000

Assisted living, base rate:
$66,000 • Family caregiver

time, ~3 hrs/wk: $5,000

Year 1 total $110,000 $75,000

Year 3 —
recurring

In-home care, 8 hrs/day: $86,000 •
Home carry: $15,000 • Family caregiver

time: $31,000

Assisted living + care level
increase: $78,000 • Family

caregiver time: $5,000

Year 3 total $132,000 $83,000

Year 5 — recurring (if
cognitive decline

progresses to needing
24/7 supervision)

In-home care, 16+ hrs/day: $173,000 •
Home carry: $16,000 • Family caregiver

time: $31,000

Memory care: $102,000 •
Family caregiver time:

$5,000

Year 5 total $220,000 $107,000

5-year all-in (with
modifications, with

one-time fees)

~$780,000
Years 2 & 4 are projected based on the trend between the
years — assuming care needs grow steadily, not in jumps.

~$445,000
Years 2 & 4 are projected based on the

trend between the years — assuming care
needs grow steadily, not in jumps.

THE MATH

Year 1 looks like aging in place is cheaper. By year 3 it has flipped. By year 5 the gap is more than
$300,000 — and that's before you put a number on the family caregiver hours, the isolation, or
the next fall.
**This is the curve most people don't see coming**. It's not that aging in place is wrong. It's
that the cheap year — year 1 — is the year people make the decision, and the expensive years are
the ones you live with.

A few notes on the numbers. In-home care is priced at the national median ($28–$32/hour for a non-medical home
care aide, higher for skilled). Assisted living uses the 2025 national median ($5,500/month base, with typical care-
level upcharges). Family caregiver time is valued at $30/hour — a conservative estimate of what the same hours
would cost paid. These are illustrative. Real numbers vary by metro, by community, and by your specific care
profile. Use the next pages to run your own.



What you need Where to get it

In-home care hourly rate in
your area

A local home care agency (call two — the range matters).
National benchmark: Genworth Cost of Care Survey.

Assisted living monthly cost
in your area

Tour two communities and ask for the all-in rate including likely
care-level fees. Most quoted rates are base only.

Modification estimate
A CAPS-certified contractor walkthrough (This guide explains
what CAPS is). For a rough first pass, an occupational therapist's
home assessment will outline scope.

Care need projection (year 3,
year 5)

Your geriatrician or a geriatric care manager — they can give you
a trajectory based on the diagnosis, not just a snapshot.

Care need projection (year 2,
year 4)

In the model we projected these based on the changes between
the other years. You can calculate them as you did with year 3 &
5, or project as we did.

Home carrying cost

Last year's property tax bill, homeowners insurance bill, average utility bill ×
12, plus 1% of home value for maintenance. Houston homeowners: check
whether you've filed the over-65 homestead tax freeze (Harris, Fort Bend,
Montgomery, and Brazoria counties all offer it). It can reduce property taxes
by hundreds or thousands per year.

The Math, Yours

Now do it for yourself. Use the same structure. Fill in what you know, leave
blanks for what you don't — and use the source guide here to find the numbers
you're missing.

The Math, Yours
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WHERE TO GET THE NUMBERS

The numbers you write down today are a planning estimate, not a prediction. Re-run this
template every 12 months, or sooner if your care needs change. Most people's year-2
numbers look noticeably different from what they projected in year 1.

NOTE: Assisted Living numbers are likely to be more consistent between years unless
there is a jump in care to skilled nursing or memory care as we modeled in our example.
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AGING IN PLACE
COMMUNITY MOVE 
(circle: Assisted Living ·
Memory Care · CCRC)

One-time costs
Modifications estimate:
$__________

Move-in / community fee:
$__________ • Other one-time:
$__________

Year 1 — recurring

In-home care: $__________ ( ___
hrs/day × $___ /hr × 365) •
Home carry (taxes +
insurance + utilities +
maintenance): $__________ •
Family caregiver time:
$__________ ( ___ hrs/wk × $30)

Monthly community cost:
$__________ × 12 = $__________ •
Family caregiver time:
$__________

Year 1 total $__________ $__________

Year 3 — recurring (project
the care need forward — talk
to your doctor or a geriatric
care manager about what
year 3, 4, 5 likely looks like)

In-home care projection:
$__________ • Home carry:
$__________ • Family caregiver
time: $__________

Community cost + care
level: $__________ • Family
caregiver time: $__________

Year 3 total $__________ $__________

Year 5 — recurring

In-home care projection:
$__________ • Home carry:
$__________ • Family caregiver
time: $__________

Community cost (potentially
memory care): $__________ •
Family caregiver time:
$__________

Year 5 total $__________ $__________

5-year all-in $__________ $__________

The Math, Yours: Fillable Template

**Make Copies as Needed** — You can calculate years 2 & 4, or project the numbers
based on the other years. We are trying to get a sense of what the numbers could be.



Funding the Changes: The Four Paths

Where the Money Actually Comes From
Most people look at a $25,000 modification estimate and feel the number before they
think about the source. The reflex is "we can't afford that" — and then the
conversation stalls. But if you own your home, you almost certainly have access to the
money. The question is which path fits, and what each one costs in the long run.

For some people aging in place, the funding answer lives inside the house. Not by
selling it — by borrowing against the equity that's already there. There are three ways
to do that, plus a fourth path (savings or family contribution) that's often the right
answer when it's available.
This next page is the at-a-glance comparison. The next two pages go deeper on each
one.

Money conversations bring up things that aren't really about money —
pride, fear, family history, the things you grew up never talking about,
and still don't. Notice when one of those things rises up — in the room,
or in yourself. It's not in the way. It's the conversation that needs to
happen alongside the money one. Slow down rather than push
through.

FUNDING THE CHANGES
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For the broader picture of every way a senior transition gets funded — including bridge
loans, long-term care insurance, VA Aid & Attendance, and the home-sale options —
see Where Does the Money Come From?, the system's funding map. 

On Page 14 we take each path apart honestly — what it actually does, who it actually
fits, and the traps that aren't in the brochure.



Reverse
Mortgage
(HECM)

HELOC 
(Home Equity Line
of Credit)

Cash-Out
Refinance

Savings / Family
Contribution

How it works

Loan against home
equity. No monthly
payment. Repaid
when the home is
sold or you
permanently leave
it.

Revolving credit
line against equity.
Monthly interest
payments required.

New larger
mortgage replaces
the existing one;
difference comes
out as cash.
Monthly payments
required.

Money already
available. No loan,
no interest, no
qualification
required.

How fast to funds

30–60 days from
application (HUD
counseling required
first).

2–6 weeks. 30–45 days. Immediate.

Who qualifies

You must be 62+.
Primary residence
only. Must meet
residual income
and credit
standards (lighter
than other loans).

Standard income
and credit
qualification. If your
income is mostly
Social Security, you
most likely won't
qualify for a
meaningful credit
line.

Standard income
and credit
qualification. Same
constraint as
HELOC.

Anyone with the
cash.

What it costs

Origination fee,
mortgage insurance
premium (FHA),
ongoing interest
that compounds.
Highest closing
costs of the four.

Closing costs
typically $0–
$2,000. Variable
interest rate.

Closing costs
typically 2–5% of
loan amount. Fixed
or variable rate.

No direct cost.
(Real cost is
opportunity — and
if it's a child
contributing, the
family dynamics
deserve attention.)

Risk to the home

None during your
lifetime as long as
taxes, insurance,
and maintenance
are kept current.
Home is repaid
from sale proceeds.

Missed payments
can lead to
foreclosure.

Same as HELOC. None.

What happens if
you move to a
community

Loan becomes due
within 12 months.
Home is typically
sold to repay.

Loan remains; you
decide whether to
sell, rent, or pay
down.

Same as HELOC. No change.

FUNDING THE CHANGES
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Most of what people have heard about reverse mortgages comes from television
commercials or from a relative who had a bad experience in 2008. Both pictures are
partly true and largely outdated. The product that exists today — the federally insured
HECM, or Home Equity Conversion Mortgage — is a regulated, counseling-required
loan with real protections and real traps. It's neither the rescue tool the commercials
sell nor the predatory trick the family folklore warns about. It's a tool that fits some
situations precisely and other situations terribly, and which one you're in depends on
facts the loan officer often won't ask about.

If you're hearing "reverse mortgage" and feeling your shoulders tense, that's
reasonable. The product has earned suspicion, and your instinct to keep the paid-
off house unencumbered is rooted in real wisdom. What follows isn't a pitch — it's
a description, so you can decide for yourself whether the tool fits you or whether
you'll set it aside. Both are right answers depending on the situation.

What it actually is
A HECM is a loan against the equity in a home, available to homeowners 62 or older
who live in the home as their primary residence. There is no monthly payment.
Interest accrues and is added to the loan balance. The loan becomes due when the
homeowner sells the home, moves out permanently (defined as more than 12
consecutive months away), or passes away. At that point the home is typically sold,
the loan is repaid from the proceeds, and any remaining equity goes to the
homeowner or their heirs.
The amount available is based on the youngest borrower's age, the home's appraised
value, current interest rates, and HUD lending limits. A typical 75-year-old with a
$350,000 home might be able to access roughly $150,000–$200,000 — taken as a
lump sum, a line of credit, monthly payments for life, or some combination.
You remain on title. You still own the home. You are still responsible for property taxes,
homeowners insurance, and maintenance. Failure on any of those three is the most
common cause of HECM defaults — and it's avoidable with planning.

The Reverse Mortgage, Honestly
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The traps that aren't in the brochure
There are four traps that catch people who didn't get good counseling. They're real, they're
avoidable, and they're the reason the elder law and counseling community treat the HECM
with care rather than enthusiasm.

The non-borrowing spouse trap is the most painful. If only one spouse is on the loan —
usually because the other spouse was under 62 at the time — the rules around what happens
when the borrowing spouse dies or moves to care have changed multiple times and remain
complex. A non-borrowing spouse can sometimes remain in the home, but the loan
provisions need to be structured correctly at origination. Get this wrong and the surviving
spouse can lose the home.  **In Texas specifically,** the analysis is layered further by Texas
being a community property state — the right structuring at origination matters more here
than in many other states. 

The Reverse Mortgage, Honestly
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HUD COUNSELING IS REQUIRED
— AND FREE OR LOW-COST

Every HECM borrower must
complete a session with a HUD-

approved housing counselor
before the loan can move
forward. The counseling is

independent of any lender, costs
$0–$125 depending on the

agency, and is the single most
useful conversation you can

have before signing anything.
Find a counselor at hud.gov

(search: HECM counselor) or call
800.569.4287.

When it fits
A HECM fits aging-in-place situations especially well in a
few specific scenarios. When you intend to stay in the
home long-term and a community move isn't on the
near-term horizon. When equity is the largest available
asset and savings are limited. When the modification
cost is significant ($20,000+) and would otherwise force
a difficult choice between safety and other needs.
When you have no surviving spouse who needs to
remain in the home after you leave it, or when both
spouses are 62+ and both can be named as borrowers
on the loan.
The right time to talk to a HUD-approved housing
counselor about a HECM is before the modifications are
quoted, not after. The counselor's job is to walk through
the math, the alternatives, and the implications — at no
cost or low cost — and they're required to do so before
any HECM can close. Many people discover during
counseling that a HECM isn't right for them, and that's a
successful counseling session.



The Reverse Mortgage, Honestly
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The 4 Traps Continued

The occupancy trap. The loan becomes due when you have not lived in the
home as your primary residence for 12 consecutive months. A nursing home
stay, an assisted living move, or even an extended hospitalization followed by
rehab can trigger this — and the family often doesn't realize the clock is
running. If aging in place is the plan and the HECM funds it, but two years later
you move to memory care, the home must typically be sold within 12 months to
repay the loan. The HECM funded the modifications; the modifications didn't
change the trajectory; and now your family is selling under a deadline.

The tax-and-insurance trap. If you stop paying property taxes or homeowners
insurance, the loan defaults — even if everything else is fine. For anyone
managing their own finances when memory or attention starts to slip, this is a
real risk. Solution: set up auto-payment for both before the HECM closes, and
have a family member monitor.

The heirs trap. When the loan comes due, heirs who want to keep the home
must either refinance the balance into a conventional mortgage (which they
must qualify for) or pay off the loan from other funds. If the loan balance
exceeds the home's value, heirs are not personally liable — but they also don't
get to keep the home without paying off the loan. If you're planning to pass the
home down, understand this before you take the HECM, not after.

If reading this list made you want to rule out the HECM entirely —
that's a fair reaction, and almost every person who gets to this page
has it. The traps are real, and they're also catchable. A HUD
counselor's entire job is making sure you don't fall into them. The
product isn't the problem. The unguided decision is.



HELOCs, Refis, and the Cash That's
Already in the House
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HELOCs, Refis, and the Cash That's Already in the House
If reading this list made you want to rule out the HECM entirely — that's a fair
reaction, and almost every person who gets to this page has it. The traps are
real, and they're also catchable. A HUD counselor's entire job is making sure
you don't fall into them. The product isn't the problem. The unguided
decision is.

HELOC — Home Equity Line of Credit
A HELOC is a revolving line of credit secured by the home's equity. You draw
what you need, pay interest only on what's drawn, and can repay and re-draw
over the line's term (typically 10 years of draw, followed by a repayment
period). Closing costs are low, the rate is variable, and the line can sit unused
until needed.
The honest constraint: HELOCs require income and credit qualification on
the same terms as any home loan. If your income is Social Security plus a
small pension, you probably won't qualify for a meaningful credit line —
lenders look at debt-to-income, and the math often doesn't work on a fixed
retirement income. If an adult child is willing to co-sign or be added to title,
the picture changes, but that introduces a separate set of considerations to
think through carefully (and that an elder law attorney should weigh in on).
Cash-Out Refinance
A cash-out refi replaces the existing mortgage with a larger one and gives
the difference to the borrower as cash. Closing costs are higher than a
HELOC (typically 2–5% of the loan amount). Income and credit qualification
are the same constraint — if you're on fixed income, you probably won't
qualify on your own.For a parent who already has a mortgage at a favorable
rate, a cash-out refi can also mean trading a low interest rate for a higher
current one. That's a real cost most loan officers will discuss but not
emphasize. Run the numbers both ways before signing.



HELOCs, Refis, and the Cash That's
Already in the House
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Savings, or a Family Contribution
When the money is available, this is almost always the
simplest and cheapest path. No closing costs, no
interest, no qualification, no entanglement with the
home.
The complication is rarely financial — it's relational. If one
of your children writes you a check for the modifications,
that's a generous act, and also one that creates a
dynamic the other siblings will hear about. The cleanest
path, when a family contribution is part of the picture, is
to document it: is it a gift, a loan, an advance against
inheritance? Quiet decisions made in good faith have a
way of becoming loud disagreements when an estate is
settled. The conversation guide When the Family
Doesn't Agree covers the sibling-money dynamic in
depth; consult it before the check is written, not after.

A CAUTION BEFORE ANY EQUITY COMES OUT OF THE HOUSE
There is one situation where a wrong move on home equity can cost you and your family hundreds of thousands

of dollars, and most people don't see it coming. If Medicaid is — or might become — part of how your long-term

care eventually gets funded, the home and the cash from the home are treated very differently under Medicaid

rules. The home is generally an exempt asset while you live in it (or, in some circumstances, intend to return to

it). Cash pulled out of the home is not. It becomes a countable resource — and if it's given to a family member or

spent in ways Medicaid considers transfers, it triggers a five-year lookback penalty that can disqualify you from

Medicaid coverage for months or years at the exact moment you need it most.

The HECM is more complicated than a HELOC or cash-out refi in this analysis — the loan
proceeds, the loan balance, and the home's status all interact with Medicaid rules in ways that
depend on timing, structure, and state.
The hard rule: if Medicaid is anywhere in the picture — current need, possible future need, or
savings that might run out within five years — talk to an elder law attorney before any equity
comes out of the home. Not after. Not "we'll figure it out later." Before.
An hour with an elder law attorney costs $200–$500 in most markets. The mistake it prevents
costs significantly more. Selling the Home Without Breaking Medicaid will treat this in depth
— for now, the rule above is the one to remember.

STATE-SPECIFIC RULES APPLY. Two
categories of state law affect everything on
this page, and both deserve a local-attorney
check before signing. Homestead protection.

Some states — Texas is the strongest example,
with Florida close behind — have

constitutional or strong statutory homestead
protections that shape what equity can be

borrowed against, on what terms, and what
protections continue once equity is converted
to cash. Medicaid estate recovery (MERP).

Every state has some form of Medicaid Estate
Recovery Program, but the rules vary

significantly. A move that's safe in one state
can be exposed in another. The practical rule:

if you live in a state with strong homestead
protection like here in TX, confirm the path

with a local elder law attorney before signing.



What to Modify, and In What Order
Most people start with the cool stuff. They install a smart speaker before they
put a grab bar in the shower. They mount a video doorbell before they fix the
lighting in the hallway. The home looks more modern; the actual safety picture
hasn't changed.
The right order is the opposite. Tier 1 is what keeps you alive. Tier 2 is what keeps
you in the home as your needs grow. Tier 3 is the layer of comfort and
connection that makes the home work better — but only when the first two
tiers are already in place.

THE CONSTRUCTION LAYERS
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If the tier list looks like a lot all at once, it is. Almost no one does Tier 1 in a week. Pick
one item — the most worried-about one — and start there. The other things will still be

on the list next month, and the pace of this work is yours to set, not the contractor's,
not your family's, not anyone else's. Everyone's situation is different.

Tier 3 - ANTICIPATION Smart home · Fall detection · Cameras

Tier 2 - ACCESS  Zero-threshold entry · Widened doorways · 
                                     Lever handles · 1st floor primary suite 

Tier 1 - SAFETY   Bathroom grab bars · Walk-in shower · Motion
                      lighting · Stair handrails · Throw rugs removed ·
                                   Smoke & Carbon Monoxide Monitors



The bathroom is where most falls happen, and falls are what often end the ability to age in place. If
you do nothing else from this guide, do the bathroom: properly installed grab bars (anchored into
studs or proper blocking, not hollow-wall anchors), a walk-in shower or a well-equipped tub with a
transfer bench, slip-resistant flooring, a comfort-height toilet, lever-handle faucets that work for
arthritic hands. After the bathroom, the rest of Tier 1 is straightforward: motion-activated lighting in
hallways and bathrooms (so a 2 a.m. trip doesn't happen in the dark), handrails on both sides of any
stairs, throw rugs removed or secured with tape, working smoke and carbon monoxide alarms, and a
fire extinguisher near the kitchen.

The bathroom details matter more than they look. Grab bars don't go in random spots — they need to
be exactly where you will actually reach for them: entering and exiting the shower, sitting and
standing from the toilet, transferring from a walker. An occupational therapist can mark the precise
locations based on how you move through the space. Slip-resistant flooring isn't just a non-slip mat
thrown over what's there — it's a textured surface (porcelain tile with a specified coefficient of friction,
or vinyl plank rated for wet areas) that holds even when wet. Lighting in the bathroom and the path
to it deserves particular attention; the aging eye takes seconds longer to adjust to changes in
brightness, and a hallway that's dark at the bathroom door is a fall waiting to happen.

In Houston: specifically: hurricane preparedness, emergency power for medical devices, and a written
heat-emergency plan for August power outages belong in Tier 1 alongside the bathroom work. A
multi-day Houston power outage without AC is a serious risk at this stage of life — and one most
people haven't planned for.

The kitchen and the stairs are the other two Tier 1 concentration points. In the kitchen: an anti-scald
device on the faucet (a $50 part that prevents one of the most common burn injuries), automatic
stove shut-off if cognitive concerns are present, and a fire extinguisher within reach without crossing
the stove. On the stairs: handrails on both sides — not just one — that extend slightly beyond the top
and bottom step so the hand has something to hold before the foot lands. Marking stair edges with
high-contrast tape helps aging eyes judge depth. Carpet on stairs is debated; the consensus from OTs
is that low-pile carpet, firmly secured, is safer than slippery hardwood without a runner.

Most of Tier 1 can be done in a single week of focused work, often for $5,000–$15,000 depending on
the bathroom scope. It's the highest-impact spending in this entire guide — and the modifications
that almost always survive the eventual transition. Even if a move to assisted living comes within
three years, the next homeowner inherits a safer house, and the resale market increasingly rewards
aging-in-place upgrades.

Tier 1 — Safety. Do this first. Do it now.
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Tier 2 is the work that keeps the home livable as mobility decreases. The trigger is usually a
change: a walker becomes a daily presence, a wheelchair appears for longer outings, a stair
becomes a barrier instead of a route. The classic Tier 2 work: at least one zero-threshold entry to
the house so wheels can come and go without a ramp battle, doorways widened to 32 or 36
inches where a walker or chair needs to pass, lever handles throughout (knobs are unusable for
arthritic hands and become a daily defeat), and — the most consequential one — relocating the
primary bedroom to the first floor if the home is two-story and the existing primary is upstairs.
The doorway question deserves a moment. A standard interior door is 28 to 30 inches wide,
which is too narrow for a walker to pass through cleanly and impossible for most wheelchairs.
Widening to 32 inches accommodates a walker; widening to 36 inches accommodates a
standard wheelchair with the user's hands on the rims. If a wheelchair is in the picture or likely
within a year, go to 36. If only a walker is in the picture and a wheelchair isn't expected, 32 is
enough. Either widening typically requires re-framing the opening — a real construction job, not
a Saturday task — and is the most disruptive single item in Tier 2.
Lever handles on every interior door, every faucet, and ideally on every cabinet pull are a small
expense and a daily quality-of-life difference. Arthritic hands can't grip a round knob; they can
press a lever. The same logic applies to electrical switches (rocker switches replace toggles) and
to thermostats (large-digit, touch-friendly models replace small-dial ones). None of these items is
dramatic by itself, but together they remove dozens of small daily defeats from your parent's day.
The mental load of struggling with a doorknob fifteen times a day compounds in ways that show
up as fatigue, isolation, and frustration.
The first-floor primary suite is the biggest Tier 2 item — and often the most contested. It typically
requires a bedroom on the first floor (sometimes by converting a den or formal dining room), an
accessible bathroom on the same floor, and a closet or wardrobe nearby. For homes that don't
already have a first-floor bath, this is a $25,000 to $75,000 project. The alternative — staying
upstairs and adding a stair lift — works for some situations but breaks down when transfers
become difficult or when you need the bathroom in the middle of the night and the stair lift
takes ninety seconds each way. A stair lift can buy time. A first-floor suite is the real solution.
Tier 2 is more expensive than Tier 1 and more disruptive to do. It's also where people sometimes
discover that the home can't economically be made to work — a narrow plan with load-bearing
walls in inconvenient places, an upstairs-only bath, a layout that resists every solution. That's
important information. Better to discover it during Tier 2 planning than after you've spent
$50,000 trying to force it.

TIER 2 — Access. Do this when mobility is
becoming the constraint.
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Tier 3 is the technology layer. Smart lighting and thermostats that family members can adjust
remotely. Video doorbells and cameras for check-ins. Fall detection — through an Apple Watch,
a dedicated medical alert pendant, or in-home motion sensors that flag unusual stillness.
Medication dispensers that lock and alert. Smart locks that let a caregiver in without a key
passed around. Voice assistants that let you control lights and make calls without standing up.
Choose tools you'll actually use. The best fall detection technology in the world doesn't help if
you take the watch off at night or refuse to wear the pendant. Apple Watch fall detection works
if you're already in the Apple ecosystem and willing to wear it. Dedicated PERS pendants —
Lively, Aloe Care, Bay Alarm Medical, others — work better if you find a watch fiddly or want a
dedicated button. In-home motion sensors that detect unusual stillness or missed routines
work for someone who refuses wearable tech entirely. None of these is the right answer for
everyone. The right answer is the one you'll keep on, keep charged, and keep using.
Remote check-in tools help out-of-state adult children more than they help you directly. A
camera at the front door, a smart speaker you can use to call your kids hands-free, a medication
dispenser that texts them when a dose is missed — these reduce the constant background
worry that comes with caregiving from a distance. They're worth the investment if your nearest
family is more than an hour away and weekly visits aren't realistic. They're a duplicate expense
if you have family nearby checking in daily. Match the tools to your family's caregiving model,
not to the technology magazine reviews.
A few Tier 3 tools earn their place for almost anyone: a video doorbell so you don't have to get
up to see who's at the door (and so a caregiver can be verified before being let in), water leak
detectors near washing machines and dishwashers (a single leak can cost more than every Tier
3 device combined), and a smart thermostat so the home stays at a safe temperature even
when you forget to adjust it. The flashier tools — full smart home installations, AI-driven
monitoring systems — earn their place only after the basics are in. These tools are genuinely
useful and they're getting better fast. They're not, however, a substitute for grab bars. A camera
doesn't catch a fall. A smart speaker doesn't replace a handrail.
These tools are genuinely useful and they're getting better fast. They're not, however, a
substitute for grab bars. A camera doesn't catch a fall. A smart speaker doesn't replace a
handrail. 
Tier 3 belongs at the top of the pyramid because it amplifies a safe home — it doesn't create
one. The people who do this in the right order spend less, get safer outcomes, and don't end up
with a beautifully connected house and a fall that happened because the bathroom never got
addressed.

Tier 3 Anticipation. Do this last, and only
when the first two tiers are settled.
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ITEM TYPICAL RANGE WHAT CAUSES THE SPREAD

TIER 1 — SAFETY

Grab bar, properly installed (per
bar)

$200 – $500
Number of bars, wall type, blocking

required

Walk-in shower conversion (tub-to-
shower)

$5,000 – $12,000
Plumbing relocation, tile vs.

surround

Full bathroom remodel (aging-in-
place scope)

$15,000 – $30,000
Layout changes, fixture quality,

finish level

Comfort-height toilet replacement $400 – $1,200 Toilet model, install complexity

Slip-resistant flooring (bathroom
only)

$500 – $2,500 Material choice, subfloor condition

Motion-sensor light switches (per
switch)

$50 – $150
Switch quality, electrical

complexity

Full lighting safety upgrade (whole
house)

$1,500 – $3,500 Fixture count, new circuits needed

Throw rugs removed / secured /
replaced

$0 – $500 DIY or low-pile rug purchases

What It Actually Costs
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The honest answer to "how much should this cost?" is "it depends on your market and
your scope." The honest answer to "can you give me a range?" is the table below.
These are national typical ranges for a single-family home in a mid-cost metro. Coastal
markets (Houston, Bay Area, NYC, South Florida, Boston, Seattle) run 20–40% higher
across most categories. Rural and lower-cost Midwest markets often run 15–25% lower.

THE BATHROOM IS THE BIGGEST LINE. IT'S ALSO THE MOST JUSTIFIED.
A $20,000 bathroom remodel sounds like a lot — and it is. It's also the single highest-return safety
investment in this entire guide. The majority of older-adult falls happen in or near the bathroom, and the
consequences of those falls are what drive the trajectory toward a community move. Spending in this
category isn't extravagant. It's where the modification dollars do the most work.

HIGH-COST MARKETS RUN 20–40% HIGHER.
In the Houston area specifically, expect 25–35% above the national medians shown above. Inner Loop
neighborhoods (Heights, Montrose, West U) often run 40%+ higher on bathroom remodels and
structural work; outer suburbs (Katy, Cypress, Pearland) sit closer to the 25% spread. Labor and
permitting drive most of the difference.



ITEM TYPICAL RANGE WHAT CAUSES THE SPREAD

TIER 2 — ACCESS

Lever handle, per door (replacing
knob)

$50 – $200
Handle quality, install only or

rekey

Doorway widening (per opening) $700 – $1,500 Load-bearing? Electrical in wall?

Threshold ramp (single threshold) $200 – $800
Material, length, indoor vs.

exterior

Zero-threshold entry (full
conversion)

$1,500 – $5,000 Existing grade, drainage, materials

First-floor primary suite
conversion (with new bath)

$25,000 – $75,000+
Whether bath plumbing exists,

layout

Stair lift, straight $3,000 – $6,000 Length of stair, model

Stair lift, curved $10,000 – $20,000 Custom rail fabrication

Vertical platform lift $8,000 – $15,000+ Height, indoor vs. outdoor

TIER 3 — ANTICIPATION / TECH

Smart speaker + home
automation setup

$200 – $600
Number of rooms, integration

complexity

Video doorbell $150 – $300 Wired vs. battery, install

Security cameras (2–4 around
home)

$400 – $1,200
Wired vs. wireless, monitoring

service

Smart locks $200 – $400 per door Lock quality, smart hub needed

Medical alert + fall detection
(setup + first year)

$700 – $1,200 Device type, monitoring service

Medication dispenser $100 – $700 Locking vs. open, service plan

What It Actually Costs (Continued)
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Some of this work is a Saturday with a screwdriver. Some of it is a job for someone with a license.
Knowing which is which is the difference between a home that's actually safer and a home that
looks modified but isn't.
DIY is fine when —
The work is non-structural, non-electrical, non-plumbing, and the person doing it is competent
and patient. Specifically:

Replacing door knobs with lever handles (most doors are straightforward).
Installing battery-powered motion lights, night lights, and smart plugs.
Removing throw rugs, securing rugs that stay with double-sided tape or non-slip pads.
Adding a non-slip mat to the existing tub or shower.
Installing a comfort-height toilet seat riser (the add-on kind that sits on the existing toilet —
not the same as replacing the toilet).
Setting up smart speakers, video doorbells, and consumer-grade cameras.
Adding a transfer bench to a tub.
Installing a handheld showerhead.

Most Tier 3 items, in other words, plus a meaningful slice of the small Tier 1 items. The shared
characteristic: if you get it wrong, you back it out and try again. Nothing structural depends on it.
The borderline — and the one mistake that matters most.
GRAB BARS ARE THE #1 DIY FAILURE IN AGING IN PLACE.
A grab bar takes loads of 250 pounds or more when an adult falls into it. Drywall hollow-wall
anchors — the kind people use to hang pictures and small shelves — are rated for 30–50 pounds
and will pull out of the wall under the force of a fall. The grab bar comes off in your hand. The fall
happens anyway, often worse than it would have without anything to grab.
A properly installed grab bar is anchored into a wall stud, into solid wood blocking placed inside
the wall before the wall finish went on, or with specialized heavy-load anchors rated for grab bar
use (and even those have limits). Locating studs reliably through tile is not a beginner task.
If you are not 100% sure you can hit a stud or install proper blocking, hire it out. A $200 install fee
is the cheapest part of this entire guide. A grab bar that fails is worse than no grab bar at all
because you reach for it under the assumption it will hold.
Asking a professional to install one bar isn't a failure of competence. It's how you take care
of yourself. The same instinct that wants to do it yourself — to be useful, to save the money, to
prove the house is still yours to handle — is the same instinct that knows when to call someone.
Both count. Sometimes the second is harder.

When DIY Is Fine, When to Hire, and Who to Hire
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A few other borderline items deserve a pause. Threshold ramps — the rubber wedge kind work for
some applications and create new trip hazards in others; an OT or CAPS contractor can tell you which
is which. Stair handrails added to an existing stair — usually fine on a straightforward stair, but if the
stair is older or unusual, get a second opinion before drilling. Lighting upgrades that involve new
switches in older homes — older wiring is sometimes not what current code requires, and discovering
that mid-project is expensive.
Hire it out when —
The work requires a license, is structural, or affects the home's value if done badly. Specifically:

Any electrical work beyond replacing a switch — new circuits, exhaust fans, hardwired lighting.
Any plumbing work beyond replacing a faucet — walk-in showers, comfort-height toilets when the
rough-in changes, repiping for accessibility.
All bathroom remodels at any scale that touches plumbing, electrical, or tile beyond a small repair.
Door widening or threshold work that touches the subfloor or load-bearing framing.
Stair lifts (always — the units are warrantied only when installed by an authorized dealer, and the
install affects insurance and code).
Any work that requires a permit (most jurisdictions require permits for plumbing, electrical, and
structural changes).
The first-floor primary suite conversion. This is a real construction project and needs a real
contractor.

Who to hire
For comprehensive planning and execution, the right person is a CAPS-certified contractor — Certified
Aging-in-Place Specialist, a credential from the National Association of Home Builders. CAPS
contractors have completed training specifically on senior-focused design and construction: they
know which grab bar locations work for transferring from a wheelchair, what doorway widths actually
accommodate a walker versus look like they do, where lever handles should sit, how contrast and
lighting work for aging eyes, and how to sequence work to minimize disruption when you're living in
the home during construction.
A general contractor without CAPS training will build what you specify. A CAPS contractor will help
you specify what you didn't know to ask for. The cost difference is usually modest; the outcome
difference can be substantial.
Anything Houston-area code or city ordinance requires a permit for — most plumbing, electrical, and
structural work in the City of Houston and most surrounding municipalities. Pulling the permit
matters; insurance claims after a fire or injury sometimes turn on whether the work was permitted.

Find a CAPS-certified contractor in your area at nahb.org/caps (search the directory by ZIP code).
For specific specialty work — stair lifts, accessible bath fixtures — the manufacturer's authorized dealer
network is usually the most reliable source. For the assessment that drives the whole scope, an
occupational therapist's home evaluation comes first — and that's the topic of the next section.

When DIY Is Fine, When to Hire, and Who to Hire
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WHO TO CALL AND WHEN

27

The Professional Sequence (and Why Most Families Get It Backwards)
Most families build the team in the wrong order. They get a contractor's bathroom quote first,
sometimes a second one, then maybe — if a friend mentions it — they hire an occupational
therapist to "take a look" after the work is already specified. The financial piece comes last,
usually when the contract is ready to sign and someone realizes how the money is actually
going to flow.
This is the order that produces beautiful bathrooms that didn't solve the right problem, smart-
tech installations that should have waited, modifications that meet code but don't fit your
specific needs now and in the future.  This leads to funding decisions made under deadline
pressure that lock the family into the wrong loan.
The right sequence is below. The clinical track and the financial track run in parallel because
they take roughly the same time to complete (4–8 weeks each) and the construction scope
depends on the answers from both. The contractor is the last technical voice in, not the first.

Geriatrician
Specialist

Occupational
Therapist

CAPS
Specialist

HUD Counselor
Or

CRMP CAPS
Contractor(s)

Elder Law
Attorney

(if necessary)

Assess Trajectory Assess the Home Determine Scope Based
on Assessment

Clinical Track (4-6 Weeks)

Include Geriatric Care
Manager if engaged

Financial Track (4-8 Weeks)

THE PLAN
Scope + Budget 

+ Timeline

Execute Scope
(8-16 Weeks)

Discuss Funding Options Medicaid & Estate
Review

Planning (Weeks 1-8) Execute
(Weeks 8-24)

Aging in Place: Plan First, Build Second

SeniorMoveRoadmap.com™ 



The number of professionals on the prior page can feel like an avalanche. You don't hire them all
at once, and you don't need to manage them all yourself. Start with the doctor and the OT. The
rest enter the picture only as the situation needs them. Everyone in this position feels like they
should already know who to call. Almost no one does. That's not a failure on your part — it's just
that no one prepares us for this.
Start with the doctor. Your primary care physician or — better, when available — a geriatrician
gives you a trajectory, not just a snapshot. "Stable for now" and "likely entering moderate-stage
Parkinson's within 18 months" are different planning pictures, and the modifications that fit one
don't fit the other. If you're already working with a Geriatric Care Manager, the GCM often
coordinates this step.
Then the OT walks the house. An occupational therapist's home assessment is the single
highest-value early dollar spent in this process — typically $200–$500 for a 60–90 minute visit
and a written report. The OT watches you move through the house, identifies the actual risks
(which are rarely what people expect), and writes the recommendations that drive everything
else. An OT looks at things a contractor doesn't: the height of the toilet relative to your mobility,
the reach distance from the bed to the bathroom, the lighting transition zones where your eyes
can't adjust fast enough, the spaces where a walker has to turn and can't.
The CAPS specialist translates the assessment into a scope. Often the CAPS specialist is also
the contractor; sometimes it's a separate planner who hands a written scope to a contractor for
bidding. Either way, this is where the OT's recommendations become a construction plan with
dimensions, materials, and a sequence.
The financial track runs in parallel from the start. A HUD-approved housing counselor or a
Certified Reverse Mortgage Professional** should be engaged at the same time the OT is
scheduled — not after the contractor's quote arrives. Funding shapes scope. A $40,000 budget
supports a different plan than a $15,000 budget, and you deserve to know which one you're
working with before falling in love with a specification. If Medicaid is anywhere in the picture
(now or possibly within five years), an elder law attorney joins the financial track — that
conversation precedes any equity decisions, per the earlier caution.The contractor executes the
plan — last. 
A CAPS-certified contractor takes the scope, the budget, and the timing constraints, and
builds. By the time the contractor is engaged, you know what you want, what it should cost,
how you're paying for it, and what the result is supposed to do for you.
When the sequence runs in this order, you rarely change the scope mid-build, the budget rarely
runs over by more than 10%, and the result actually fits you. When it runs backwards, every one
of those almost always goes wrong.

WHO TO CALL AND WHEN EXPLAINED
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PROFESSIONAL WHAT THEY DO WHAT THEY DON'T TYPICAL COST

Geriatric Care
Manager (GCM) Also
called Aging Life Care
Manager.

Coordinate the bigger-
picture care plan —
medical, social, family.
Run interference
between
professionals.
Particularly valuable
when your family is
out of state, or when
you have multiple
conditions and no
single provider is
steering the ship.

Provide hands-on
care, do home
modifications, or
replace your doctor.
They are the
conductor, not the
orchestra.

$150–$250/hour for
assessment and
ongoing consultation.
Some offer monthly
care management at
$1,000–
$3,000/month.

Elder Law Attorney
Look for CELA
(Certified Elder Law
Attorney) or NAELA
membership.

Advise on Medicaid
eligibility and
protection strategies,
estate planning,
powers of attorney,
Lady Bird Deeds (in TX
and other states that
recognize them), and
the legal structure of
any equity decisions
affecting the home.

Make medical
decisions, run home
assessments, or
function as a financial
planner. The legal
architecture is their
lane.

$200–$500/hour. A
single consultation
($300–$1,000) is
often enough for
someone aging in
place who isn't yet in
active Medicaid
planning.

Geriatrician (or
Primary Care) MD
specializing in older
adults.

Provide the medical
trajectory the entire
plan depends on.
Coordinate with the
OT and the GCM. Sign
the referrals that may
make OT services
Medicare-covered.

Assess the home,
recommend specific
modifications, or take
on the role of care
coordinator (that's the
GCM).

Standard physician
visit billing. The
trajectory
conversation is part of
an annual wellness or
care planning visit.
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What Each Professional Does (and What They Don't)

Knowing who to call is half the battle. Knowing what to ask each of them — and what not to
ask — is the other half. Calling an OT to pick fixtures, asking a contractor to advise on Medicaid
implications, or expecting a HUD counselor to recommend a specific loan are all common
mistakes that waste time and produce wrong answers. The table below is a quick reference.



PROFESSIONAL WHAT THEY DO WHAT THEY DON'T TYPICAL COST

Occupational
Therapist (OT) Look
for OT or OTR/L;
CAPS-designated is a
bonus.

Walk the home, watch
you move through it,
identify actual fall and
access risks, write an
assessment report
that drives the scope
of modifications.

Pick fixtures, do
construction, manage
contractors, or quote
prices. They tell you
what the home needs
to do; not what brand
of grab bar to buy.

$200–$500 for the
assessment and
report. Some accept
Medicare or insurance
with a physician
referral.

CAPS Specialist /
Contractor Certified
Aging-in-Place
Specialist, NAHB
credential.

Translate the OT's
assessment into a
buildable scope of
work. Quote it, build it,
sequence it to
minimize disruption
when you're living in
the home during
construction.

Tell you whether to
age in place in the first
place, advise on
funding choices, or
weigh in on Medicaid
implications. They
build the plan; they
don't make it.

Project-dependent.
Initial consultation
often free;
design/planning
$500–$2,500 if
separate from build.

HUD-Approved
Housing Counselor or
CRMP Certified
Reverse Mortgage
Professional.

Walk through every
home-equity funding
option (HECM, HELOC,
refi, alternatives) with
no sales pressure.
Required counseling
before any HECM
closes. The honest
broker in the funding
conversation.

Sell you a loan,
recommend a specific
lender, or replace an
elder law attorney's
role on Medicaid
questions. Counselors
are independent by
design.

HUD counseling: $0–
$125. CRMP
consultation: often
free; some charge
$150–$500 for a
comprehensive
review.
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What Each Professional Does (and What They Don't)

Two more professionals enter the picture at specific moments —
If you're funding modifications by selling another asset or restructuring around the home — a fee-only
financial planner (look for the CFP designation and the fee-only model, since commission-based planners
have incentives that conflict with senior planning) is often worth a one-time consultation. They look at the
whole picture: retirement income, Social Security timing, tax implications, and how the modification
funding fits into the next 10–20 years.
If and when the aging-in-place chapter ends — a senior-focused real estate specialist (often someone
with the SRES designation, or who has built a practice around senior transitions) becomes part of the
team. The home that supported aging in place often becomes the funding source for the next chapter —
and how that sale is structured, timed, and sequenced affects Medicaid, taxes, and the eventual estate.
The next move isn't an afterthought — it's the next planning conversation.



When Aging in Place Stops Being Safe
By the time most people act on the signs, they've been visible for six to twelve months.
It's not because people aren't paying attention. It's because the signs rarely arrive as one
dramatic event. They arrive as patterns — small, easy to explain, easy to attribute to a bad
night or a busy week. You compensate. The family normalizes. Everyone agrees, gently,
that the moment hasn't arrived. And then one day there's a fall that breaks a hip, or a
confused phone call from a sheriff's deputy who found someone on a road they couldn't
name, and the moment turns out to have arrived several months ago.
The point of this page isn't to alarm you. It's to give you permission to notice — earlier
than you would have on your own — that the chapter may be ending. Noticing earlier
gives you a planning window. Crisis transitions are the hardest kind — and they fall
hardest on you.
Here are the five patterns most worth watching for.
The falls that aren't catching attention anymore. A fall once a year is a fall. A fall every
few months is a pattern. A fall you don't mention until someone notices the bruise is a
different kind of pattern — one where you're managing the story to keep your
independence intact. Caregivers, too, sometimes minimize falls because they don't want
to alarm the family or risk losing the work. The conversation that matters here is the one
where you tell someone — your family, your doctor, your physical therapist — about the
falls that haven't made it into the record yet. The fall that broke the hip wasn't the first
fall. It was the first one that couldn't be hidden.
Medication mismanagement. Pills skipped because you forgot you'd already taken them
— or taken twice for the same reason. Multiple bottles open on the counter. A
prescription that should have lasted thirty days lasting forty-five, or twenty. A pill
organizer filled by the family that you're not using. This pattern is one of the most
predictive in geriatric medicine, because medication errors compound — a missed blood
pressure dose contributes to the fall that contributes to the hospitalization that
contributes to the decline. If medications are slipping, the cognitive picture is usually
further along than anyone has accepted.

THE HONEST LIMITS
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Social isolation that's already affecting health. You used to drive to church and no
longer go. The phone rings less often. The friends who used to visit have stopped,
or moved, or died. Mealtimes are happening alone, food intake is dropping, and
you're sleeping more during the day and less at night. Social isolation is not just a
quality-of-life issue — it's a clinical risk factor for cognitive decline, depression, and
mortality, with effects comparable to smoking. Modifications make a home safer;
they don't make it less alone. When isolation is the core problem, modifying the
house can actually make it worse — it removes the friction that would have forced
you out into the world.

Cognitive change that modifications can't address. Forgetting names is one
thing. Leaving the stove on overnight is another. Opening the door to strangers,
getting lost driving a familiar route, hiding food in unexpected places, not
recognizing the family member who just walked in — these are different in kind
from the everyday forgetfulness of getting older. Cognitive decline of this type
generally accelerates, often unpredictably, and the modifications that make a
home safer for someone physically frail do not make it safer for someone
cognitively impaired. A house with a beautiful walk-in shower is still a house with a
stove. When cognition is the concern, the conversation needs to include a
geriatrician quickly — the trajectory matters, and some causes of cognitive change
are treatable while others are not.

Caregiver burnout — This one is the pattern you may not notice, because they're
the ones holding you up.  A spouse-caregiver who is themselves losing weight,
becoming withdrawn, getting sick. An adult child who has stopped seeing friends,
whose marriage is showing strain, whose own health appointments are being
skipped. A paid caregiver who's calling out more often, or who quits without
warning. When the caregiver system breaks, your aging-in-place plan breaks with
it — sometimes in a single weekend. The plan was never just about you. It was
always about the people supporting you, too.

THE HONEST LIMITS
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Noticing the signs isn't failure. It's the opposite — it means you're paying attention
earlier than most people manage to, which is what gives you a planned next
chapter rather than a crisis one. The work of seeing this clearly, before it forces
itself on you, is one of the hardest and most loving things anyone does — for
themselves, and for the people they love. Most people can't do it. The fact that you
can says something about the kind of person you've spent a lifetime becoming.

When two or three of these patterns are showing up at the same time —
It's a signal to have the next conversation, not to make the next move. Call the
geriatrician for a re-assessment. Bring in (or re-engage) a Geriatric Care Manager
for an outside set of eyes. Have the OT walk the house again. Talk honestly within
the family — not just about whether you're safe, but about whether the system
supporting you is sustainable.

Sometimes the answer is a step-up in care without a move: more in-home hours,
a different caregiver mix, a medication review, a clinic referral. Sometimes the
answer is that the chapter is ending and it's time to start planning the next one.
Either way, the answer comes from a conversation — not from waiting for the
crisis to force the question.

If the conversation lands on "it may be time," the next page is for you.

In Texas, you can also call 211 Texas any time — the statewide referral line for
aging services, available 24/7 at no cost.

THE HONEST LIMITS
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Aging in place was never meant to last forever. It was a way of staying home for
as long as staying home worked — and for most people, the time it bought was
real and valuable.
For most people, staying home stops working not because anything went wrong,
but because your needs change faster than the home can absorb them. The
modifications bought time. The time mattered. The years you spent at home are
not less meaningful because they're now followed by years somewhere else.

This is not a page about failure. It is a page about how to plan a move while
you still have the space to plan it — and why planning it, rather than waiting
for it, is one of the most loving things you can do — for yourself, and for the
people who'd otherwise have to do it for you.

The modifications were not a waste.

Walk through the math, honestly. A bathroom remodel that supported you
through two more years of independence was, in nearly any accounting, worth
what it cost. Two years of being home — in your own kitchen, with your own light
coming through your own windows, holding the routines of the life you built — is
not nothing. It is, often, the version of those last home-years you would have
chosen if asked. Some of the modifications will translate into resale value (walk-in
showers, comfort-height fixtures, lever handles, lighting upgrades). Most of the
others will come out cheaply or stay in place for the next homeowner. The grab
bars come down in an afternoon. The months and years they kept you upright
don't.

If part of the reluctance to move is the feeling that selling the home means
admitting the modifications were a mistake — set that down. They weren't.
They were the right answer for the chapter that needed them.

PLANNING THE MOVE
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The home that supported aging in place often becomes the funding source for what's next.
This is the part most people don't see until they're in it. A home that's paid off, or close to it,
often holds enough equity to fund years of assisted living or memory care. A $300,000 home,
sold cleanly, can fund roughly five years of assisted living at the national median — sometimes
longer in lower-cost markets. The same home, with a reverse mortgage drawn down to fund
modifications, may now need to be sold to repay the loan within twelve months of your move;
this isn't a problem, but it is a timing constraint that needs planning. A home with significant
deferred maintenance, or with the modifications still in place, may sell on a different curve than
a home without them.

The sale isn't a side question. It's the financial spine of the next chapter, and how it's
sequenced affects taxes, Medicaid eligibility, and the eventual estate. This is where the senior-
focused real estate specialist enters the picture — not as a separate problem, but as part of the
same planning conversation. The right specialist understands that the home isn't just an asset
on a spreadsheet. It's the thing that funded the care, settled the estate, and closed a chapter
for everyone in the family. How that decision gets made, and when, and in what sequence,
changes outcomes in ways that matter.

The emotional work — and why doing it early is the gift.
There is grief here. There is grief for yourself — for the version of you who could still climb the
stairs, who still drove to the grocery store, who still hosted Thanksgiving. There is grief for the
home — for the dining room where birthdays happened, the kitchen where the recipes lived,
the bedroom where you slept for forty years. There is grief for the chapter of your own life that is
ending: the one where this was your house, where the routines were yours, where you were the
one your family came home to.

The grief is real. It is also appropriate— which is to say, it is not something to manage away or
move past quickly. It is the right response to a real loss, and naming it inside the family, rather
than around it, is part of how this transition gets made without breaking. The people who do
the emotional work before the crisis tend to make better decisions and stay closer to each other
afterward. The ones who don't — who white-knuckle through the planning, who treat the move
as a logistics problem to be solved by Saturday — often look back and realize they spent the
last months of independence not being present, because they were busy not feeling.

PLANNING THE MOVE
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A practical note on the modifications themselves —
Some translate to resale value (walk-in showers, comfort-height fixtures, lever
handles, improved lighting, smart-home upgrades). Most others come out at low
cost or stay in place for the next homeowner. Stair lifts can typically be removed
and resold. Grab bars come out in an afternoon and the wall is patchable. A first-
floor primary suite conversion almost always adds value. The modifications are not
a financial drag on the sale — and your real estate specialist can advise on which
ones to leave and which to remove before listing.
The next conversation lives in three other places.

Step 1 — Is It Time? is where the move-or-stay question is treated head-on, with
the assessment framework that helps families know they're not deciding under
false urgency. 
Step 5 — Choose the Right Place is where the community search begins — what
to tour for, what to ask, what to walk away from. 
Where Does the Money Come From? is where the funding picture for the next
chapter gets mapped, with the home sale at the center of it. 

In Texas you have a relative advantage on the estate side: Texas's Medicaid Estate
Recovery Program (MERP) recovers only from the probate estate, not the broader
'estate' definition used in some other states. Planning the sale and the structure
correctly — typically with an elder law attorney and tools like a properly drafted
Lady Bird Deed — protects what most people want preserved. The companion
guide Selling the Home Without Breaking Medicaid covers the specifics.
The chapter that's ending was never going to last forever. The chapter that's
beginning is one your family can still shape — if you start the conversation while
you still have a planning window, and not when the deputy is on the phone or the
discharge planner is asking where you'll go on Friday.

The planning is the love. It is also the work this guide was written to help you
start.

PLANNING THE MOVE
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Most people aging in place hit a moment when their adult children start bringing
it up. Sometimes gently. Sometimes after a fall, or a doctor's appointment, or a
long weekend visit that left them more worried than they let on.
These conversations are hard not because anyone is being difficult — but because
the questions touch the most personal things in a life: your home, your
independence, your identity, your money, and how your children see you now.
Resistance is normal — on both sides of the table. It is also workable, when you
know what's underneath it and have language for the moment.
What follows are the five conversations we hear most often on the aging-in-place
path. They come from adult children, almost always from love. They are also, often,
hard to receive without feeling diminished. The pages that follow are not scripts to
win an argument. They are language for hearing the concern fairly, naming what's
true, and staying in charge of your own next chapter while keeping the
relationship intact.

Each page has the same structure:
1. The conversation — the words you'll likely hear, in some form
2. What's underneath it — the real worry beneath the surface
3. Ways to hear and respond — language that honors the love and holds
your position
4. What to ask next— open questions that move the conversation forward

Use these as a starting point. Speak from where you actually stand. Listen at least
as much as you talk, and remember that one conversation is rarely enough. The
goal isn't to win. It is to stay in the conversation as the person whose life this is —
and to keep the people who love you close while you do.

One genuine sentence lands better than four rehearsed ones.

COMMON CONVERSATIONS WITH YOUR ADULT KIDS
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A note on language. Many of the conversations below assume your adult
children are the ones raising it. The same conversations can come from a
spouse, a sibling, a son- or daughter-in-law, a doctor, or anyone close enough
to be worried out loud. The language works the same — swap the
relationship in your head as you read.

You are still their parent, and they are still your children. The conversations on
the pages that follow can feel like a power shift — the kids worried, the
parent reassuring or pushing back. But the relationship hasn't actually
changed shape. They love you the way they always have. They're just scared.
Some of the most important time you spend in this season won't be deciding
anything. It'll be sitting together — them not bringing it up, you not having
to defend your choices. That counts too. Maybe more than any of the
decisions.

THE FIVE CONVERSATIONS
1. "We're worried about another fall."
2. "You can't manage all this on your own."
3. "Maybe it's time to think about a community."
4. "We just want what's best for you."
5. "Why won't you let us help?"

COMMON CONVERSATIONS WITH YOUR ADULT KIDS
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Conversation #1: "We're worried about another fall."

“We're worried about another fall."

What's underneath it
When your kids raise the fall, they're rarely just raising the fall. The fall was the
moment they realized — really realized — that you have a body that can fail, and they
can't be there to catch you. What you hear as criticism of your safety is usually fear of
losing you, expressed in the only register they know how to use: problem-solving.
Underneath the worry is the harder thing: they're scared, and they don't quite know
how to be scared in front of you. Acknowledging the fear out loud often does more
than acknowledging the risk. The fear is what's actually in the room.

Ways to hear and respond
"I hear you. The fall scared me too. I know it scared you more — because you couldn't
be here, and you can't take that risk away from a distance. Tell me what's been going
through your head since it happened."
"You're not wrong. The risk is real, and I'm not pretending otherwise. Here's what I've
been thinking about doing — grab bars, an OT walking the house, better lighting at
night. I'd rather we talk about which of those makes the most sense than have you
worried in the dark."
"I know you'd feel better if I were somewhere with alarms and aides. I'm not ready for
that. What I am ready for is making this house safer, getting honest about what's
harder than it used to be, and telling you the truth instead of managing the story. Can
we start there?"

What to ask next
"What would help you worry less when you're not here?"
"What scared you most about the fall — the fall itself, or the part where you couldn't
be here?"
"What do you want me to tell you about, going forward, that I haven't been?"
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Conversation #2: "You can't manage all this on your own."

"You can't manage all this on your own."

What's underneath it
This conversation hits hardest because it touches what you've been doing —

competently — for most of your adult life. The phrase "all this" is doing more work

than your kids realize. To them, "all this" is a stack of tasks they've watched pile up over

a recent visit. To you, "all this" is your life — the bills you've paid for decades, the home

you've kept, the rhythms that are yours. The mismatch is the whole problem. The kids

are seeing load; you're hearing your identity questioned. Both readings are real.

Naming the specific thing they actually saw — rather than arguing the abstraction —

is what turns the conversation from accusation into collaboration. And sometimes,

quietly: some of what they're seeing is true. Honoring the parts that are true, without

conceding the parts that aren't, is the work.

Ways to hear and respond
"There are things that are harder now. The yard is harder. Climbing the ladder for the

gutters is harder. Bills aren't harder, cooking isn't harder, deciding what I want my life

to look like isn't harder. Help me sort which parts are real and which parts are you

worrying out loud."

"I think you saw something specific when you were here. Tell me what it was. I can't

address what 'all this' means in the abstract, but I can talk about the dishes, the mail,

the yard, whatever specifically caught your eye."

"You're right that I don't have to do everything alone. Where I disagree is the leap

from 'some help would be useful' to 'you can't manage on your own.' Let's talk about

what kind of help — without that meaning I'm stepping back from running my own

life."

What to ask next
"When you say 'all this' — what specifically are you picturing? I want to address what's

actually concerning you, not the bigger fear."

"What kind of help would actually make a difference — to you and to me? I'm open to

hiring some things out. I'm less open to having my life decided for me."

"If we set aside what would feel safest to you for a minute — what would feel like a real

life to me, given what's true now? Can we work back from that?" 40



Conversation #3: Maybe it's time to think about a community.

“Maybe it's time to think about a community”

What's underneath it
This is usually the moment the conversation crosses a threshold. Before it was about
modifications, or help, or safety. Now there's a specific path being named. The phrase
"maybe it's time" does a lot of work — it implies the moment has arrived, but it also
softens the suggestion with "maybe." Both halves are doing emotional labor. The kids
are probably scared they're overstepping; they're also probably exhausted from a long
stretch of worrying alone. By the time someone says these words, the conversation
has often been going on inside them for months. What they need to hear isn't an
immediate yes or an immediate no. They need to hear that the question is one you
can sit with together — without you feeling pushed out of your home, and without
them feeling shut out of the planning.

Ways to hear and respond
"I know it took something to say that out loud. We've been circling it for a while. Tell
me what brought it from a feeling to a sentence."
"I appreciate that you've been thinking about this. I have too — probably longer than
you realize. I'm not ready to move. I'm also not closing the door on the conversation.
What I'd like is to know what you've been seeing that's bringing this up now, and to
work the question together rather than have it dropped on me."
"There's a lot of space between 'staying exactly as I am' and 'moving to a community.'
Before we jump to that decision, can we map what's actually in the middle? More
help, different routines, a different chapter that still happens here — those are real
options, not just delay tactics."

What to ask next
"What community are you picturing? Have you been somewhere specific, or is this
still in the abstract?"
"What's the question we're actually trying to answer — whether I can stay safely,
whether I'm happy here, or whether you'd worry less if I moved? Each one of those
leads somewhere different."
"If the answer were ever yes — let’s talk about what  I want you to know about and
how to do that well, let’s talk about that before the moment arrives?.”  
There is a planning guide as part of this system to do that
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Conversation #4: "We just want what's best for you."

"We just want what's best for you."

What's underneath it
This is the hardest conversation to push back against, because the love behind it is
real. That's also what makes it the most useful one to have language for. "We just want
what's best for you" often arrives at the moment of disagreement — when the kids
feel like the conversation has gotten away from them and they want to reclaim the
moral ground. It usually isn't manipulative. They mean it. But the phrase quietly does
two things at once: it affirms their love (true) and it assumes their authority to decide
what "best" looks like (not true). You can accept the first without accepting the
second. The skill is staying in the conversation after the love is named — not going
quiet, not getting defensive, just continuing. The love isn't the question. The decision-
making authority is.

Ways to hear and respond
"I know you do. That's not in question — I never doubt it. What is in question is
whether 'best for me' is something we agree on. You see safety as best. I see staying
connected to my life as best. Both are loving impulses. They lead to different
decisions."
"I appreciate that, and I want to be honest about something. 'Best for me' is
something only I can define. You can want it, you can worry about it, you can offer
your view of what it should look like. You can't actually decide it for me — and I don't
think you'd want to, if you really thought about it that way."
"Then let's work it together. Tell me what you think best looks like, and let me tell you
what it looks like to me, and let's find out where those overlap. I think they overlap
more than this conversation has let us see."

What to ask next
""Can you tell me what 'best' would look like, in concrete terms? Not just 'safer' —
what specifically? I want to understand what you're picturing."
"What would it take for you to trust that I'm choosing best for myself, even if it's not
what you'd choose for me?"
"Is there a version of 'best for me' that includes you being less worried — and is that
something we could plan toward together?" 42



Conversation #5: "Why won't you let us help?"

"Why won't you let us help?"

What's underneath it
This conversation is often the last one in a series. By the time the words come out, the kids have
offered help several times and been turned away. They feel useless, sometimes hurt, sometimes
angry. What they're asking isn't really "why won't you accept help?" — it's "why won't you let us
close?" For the senior, the refusal usually isn't about distance. It's about three things: not
wanting to be a burden, not wanting to admit needing help, and a quiet fear that one yes opens
the door to many. The mismatch is usually invisible until someone names it. The senior thinks
they're sparing the kids. The kids feel shut out. Naming both halves — what your refusal is
actually doing, and what theirs is actually about — is what turns a stalemate into a different kind
of conversation. Helping is one of the ways your kids stay connected to you in this chapter.
Letting them help, in ways you can live with, is one of the gifts you can still give them.

Ways to hear and respond
""I haven't realized how it's been landing on you. When I say no to help, I think I'm being
thoughtful — I don't want to be a burden, I want you to have your own lives. But I'm hearing
that you're experiencing it as me not letting you in. That's not what I meant. Tell me more about
how it's felt from your end."
"You're right that I've been doing this on my own. Some of that is pride. Some of that is not
wanting to admit things have changed. Some of it is that accepting help has felt, from where I
sit, like the first step toward not running my own life anymore. That's the thing I'm trying to
protect. Can we talk about a kind of help that doesn't do that?"
"Let me ask you something. Tell me what helping me would actually look like for you — not in
the abstract, not 'we're here for you,' but specifically what you'd want to be doing. Then let me
tell you what I'd actually accept. We might find the overlap is bigger than this conversation
suggests."

What to ask next
""What's been hard about feeling shut out? I want to hear that, even if I don't have an answer for
it yet."
"If I'm honest, part of refusing help is fear that it doesn't stop where it starts — that letting you
do one thing leads to you running everything. Can you tell me how you think about that?
Where would the line be, for you?"
"What do you need from me, beyond me letting you help? I think part of what's underneath this
isn't about chores — it's about you wanting to feel close to me as I get older. Is that close to
what's true?" 43



Tools to Move You Forward
STAY OR MOVE — THE SYSTEM IS BUILT TO HOLD BOTH.
This was the guide to see if aging in place is the right answer — for now, or for the long run. You
have the playbook: the decision framework, the math, the funding, the construction, the team,
and the honest signs to watch for as the chapter unfolds.
If you're closing this guide and finding that the answer is "not this house, not this way, not for
much longer," that's information — and the rest of the system was built for exactly that next
conversation. No wrong door. No wrong chapter. Just the next planning step.

If you’re in Houston and need help figuring out next steps, I’m
happy to walk through your situation and help you create a

simple plan.
Call or Text 281.845.1260                            dan@movemomtx.com
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Now that you've started, here's how to put it to work:
This is a living document — revisit it, update it as things change, and share it with the people
who need to know where things stand.
- If questions came up while reading or filling it in, that's the list to work from. An elder law
attorney or financial advisor can answer most of them in a single conversation.
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More guides written for you: If your family is reading too:
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seven step-by-step guides for families
navigating a move together, plus side
paths for crisis situations and aging in
place, and companion pieces on
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