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This new report, Enhancing Use of Clinical Preventive Services Among Older Adults - Closing the Gap, calls
attention to the use of potentially lifesaving preventive services by our nation’s growing population of adults
aged 65 years and older. By presenting and interpreting available state and national self-reported survey data,
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media, and researchers of critical gaps and opportunities for increasing the use of clinical preventive services,
particularly among those who are currently underserved.
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Unfortunately, many older adults do not currently benefit from vaccinations, screenings, and other available preventive

services offered covered by Medicare. Through concerted partnerships and new opportunities, we must close the current

gaps so that all of our nation’s older adults enjoy long, productive lives and age with dignity and strength.

Opportunities through Health Reform

Older Americans have long been recognized as
having unique social, economic, and health needs.
Since the passage of the landmark Medicare Act
in 1965, numerous policies and programs have
evolved to support and improve the health and
quality of life for adults aged 65 and older. The
most recent addition is the 2010 Patient Protection
and Affordable Care Act which addresses
coverage for clinical preventive services with a
U.S. Preventive Services Task Force (USPSTF)
rating of an A or B, immunizations recommended
by the Advisory Committee on Immunization
Practices, and numerous additional wellness
benefits for older adults. Recently issued rules

to implement the legislation call for Medicare

to eliminate out-of-pocket costs for previously
covered preventive services in January 2011.!

The new law also entitles Medicare beneficiaries
to a free annual wellness visit that includes a
schedule of recommended preventive services.!
Additionally, a few states have already eliminated
co-pays for some cancer screenings and more are

poised to do so.

The USPSTF recommends a range of clinical
preventive services for older adults. In 2006, these
services were ranked by the National Commission
on Prevention Priorities (NCPP), a nonpartisan
organization of business, nonprofit and
government leaders convened by the Partnership
for Prevention. Using innovative evidence-based
methods, the NCPP identified 25 clinical
preventive services that have the biggest impact
on health and are most cost effective. The
majority of these services are relevant to older
adults aged 65 and older. Of the six top services,
three are specific to this age group including
colorectal cancer screening and influenza and

pneumococcal vaccinations.?

The NCPP’s work was updated recently to
estimate the cost of adopting a package of 20

of the 25 recommended preventive services.*
Among the list are seven of the eight preventive
services featured in this Report (influenza and
pneumococcal vaccination; screening for breast
cancer, colorectal cancer, lipid disorders and
osteoporosis; and smoking cessation counseling)

and six of the seven additional preventive services

INntroduction

discussed briefly (aspirin use; screening for blood
pressure and cervical cancer; and screening and
counseling for alcohol misuse, depression, and
obesity). Findings suggest that over two million
people would have been alive during 2006 if
these 20 services had been used widely as
recommended. This translates into longer lives

for as many as 780 people in a city of 100,000

residents — all without an increase in net cost.*

Further underscoring the significant benefits

of clinical preventive services is a recent study
estimating the number of deaths that could be
prevented each year by increasing the use of nine
recommended services, all of which pertain to
older adults and are in this report: influenza and
pneumococcal vaccination; screening for breast,
cervical and colorectal cancer; screening for
blood pressure and lipid disorders; aspirin use;
and smoking cessation counseling. The study
concludes that “while the benefit of expanded
insurance coverage is substantial, the benefit of
more consistent use of a small number of proven
preventive services is even greater.” The use of
such services should be accorded a higher priority

by community and health systems alike.

Challenges for Older Adults

As the U.S. begins to implement health reform, it
behooves us to take stock of current levels of use
of recommended clinical preventive services by
older adults. Unfortunately, in doing so, what we
discover is that many of these services are woefully
underutilized. While nearly 90 percent of Medicare
beneficiaries visit a physician at least once a year
and make an average of six visits during the year,
many do not receive the full range of recommended
covered preventive services. Removing the cost
barrier has much potential to improve utilization
rates; however, there are other significant barriers.
It is unlikely that eliminating cost, by itself, will
result in widespread use of these lifesaving

preventive services.®

Major gaps in the use of clinical preventive services
among groups of adults are also evident. In a
public health context, these gaps or disparities
can occur in the quality of health and health care
across age, gender, race or ethnicity, income,
education, geographic location, disability, and
sexual orientation.” In general, low-income
Americans and racial and ethnic minorities

experience disproportionately higher rates of
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disease, fewer treatment options, and reduced
access to care.® This is true for the use of evidence-
based clinical preventive services among adults
aged 65 years and older as well. For example, from
January to March 2010, 65 percent of Hispanic
adults and 61 percent of non-Hispanic black
adults reported never having received the
pneumococcal vaccination - significantly more
than the 35 percent of non-Hispanic white adults
of the same age who reported never having

been vaccinated.’

The challenges underlying these disparities are
complex and reach beyond the traditional health
care arena of patient-provider interactions.

Older adults may not be aware of the services
recommended for their age group or may not
know that the services are covered by Medicare.
Many do not have a primary care provider or
usual source of care; those who do may not visit
their provider regularly.’® Some may face physical
or social barriers that prevent them from
accessing services such as transportation,
disabilities, culture or language challenges; others

may fear pain related to a preventive service or
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fear test results. Often, older adults may rely on
their physicians to recommend or refer them for
the services yet health care providers may not
remember or take the time to promote their
use."! Providers may also question the safety and
efficacy of vaccines and other preventive services
for older populations or lack familiarity with
age-based recommendations.'? Furthermore,
community-based programs designed to promote
the use of clinical preventive services may not be
directed at segments of the population where use

is especially low.

Focusing on disparities and gaps is not only a
matter of social justice. It is also an expedient
strategy to raise the use of preventive services by
all older adults and thereby improve the overall
health of the nation."

Linking Community and Clinical Efforts
Addressing the complex challenges of increasing
access to and use of preventive services and
ensuring health equity requires collaboration
across multiple spheres of influence. The

respective contributions of health care systems

and communities must be integrated to positively
affect health outcomes.'* Public health strategies
at local, state, and national levels are needed that
expand beyond individual and clinical
interventions into the community to embrace
long-lasting protective interventions, adopt
policies that modify environments to support
sustained change, and address poverty and other
socioeconomic factors that impact health.” As
depicted in the Expanded Chronic Care Model,'*
public health has a unique and vital role to play in
moving from individual to population health,
particularly in relation to closing gaps and
disparities among underserved populations.

Around the country, public health departments
are partnering with the aging services network to
positively impact the lives of older adults. This
network is a valuable infrastructure for the
dissemination of clinical preventive services, as it
touches the lives of many older adults. It is made
up of state and territorial Units on Aging, Area
Agencies on Aging, and Tribal and Native
Hawaiian Organizations dedicated to promoting

the independence, safety, and dignity of older



Americans. The Administration on Aging
provides grants to the network to promote the
delivery of health and social services in local
communities. Combining forces of the national
public health infrastructure, community-based
organizations, and the aging services network

affords a real opportunity to make a difference.

Using This Report

Enhancing Use of Clinical Preventive Services
Among Older Adults examines recommended
clinical preventive services for older adults and
uses timely self-reported survey data to suggest
important gaps in their use. The Report’s four
sections should prove particularly valuable for
public health and aging services professionals,
policy makers, researchers, and the media as
they strive to make a difference in the lives of
older adults.

o Featured Preventive Services looks at eight
services for which sufficient data at the state
or national level exist: two vaccinations that
protect against influenza and pneumococcal

disease; five screenings for early detection of

breast cancer, colorectal cancer, diabetes,
lipid disorders, and osteoporosis; and one

counseling service for smoking cessation.

Additional Preventive Services briefly
discusses seven other services recommended
for older adults: alcohol misuse screening
and counseling, aspirin use, blood pressure
screening, cervical cancer screening,
depression screening, obesity screening

and counseling, and zoster vaccination.

Making a Difference addresses the implications
of the survey data and offers examples of recent
interventions that have successfully increased
use of clinical preventive services in diverse

communities.

References are provided for those who wish to
delve further.

We have a propitious opportunity to capitalize
on a commitment to providing recommended
preventive services for our aging population.
By the year 2030, one of every five Americans is

expected to be aged 65 years and older, with those
80 years and older constituting the fastest growing

segment of the total population.'”

Strategic data collection and monitoring can
better enable states and communities to identify
potential opportunities to increase the use of
these services among all older adults, with
particular emphasis on those who are currently
underserved. It is our hope that this Report will
promote continued tracking of service use,
spotlight gaps in data at national and state levels,
and stimulate effective programs and policies to
further guarantee that all older adults receive the

benefit of potentially lifesaving preventive services.



This section presents recent state and national data on the use of eight clinical

preventive services:

two vaccinations that protect against

influenza and

pneumococcal disease; five screenings for early detection of breast cancer,

colorectal cancer, diabetes, lipid disorders, and osteoporosis; and one counseling

service for smoking cessation.

These services were chosen carefully to include:

o Clinical preventive services that are
recommended for adults aged 65 and older
by the U.S. Preventive Services Task Force
(i.e., received an A or B recommendation) or
by the Advisory Committee on Immunization

Practices; and

o Clinical preventive services for which timely
and sufficient data on their use by older adults

are available at the state or national level.

The U.S. Preventive Services Task Force (USPSTF)
conducts scientific evidence reviews of a broad
range of clinical preventive services and develops
recommendations for primary care clinicians and
health systems, and the Advisory Committee on
Immunization Practices (ACIP) issues
recommendations for the routine administration
of vaccines to children and adults. Both are
well-respected independent bodies of experts
with long-standing experience in promulgating

firmly grounded recommendations.

The information provided in this section relies
on self-reported data from three surveys: the
Behavioral Risk Factor Surveillance System;

the Medical Expenditure Panel Survey; and the
Medicare Current Beneficiary Survey. A caveat
of these surveys is their reliance on self-reported
information. Respondents may not accurately
remember which services they received or when
they received them, particularly as they age.
Additionally, adults may tend to avoid reporting
socially undesirable behaviors such as smoking.
In such instances, subsequent survey questions
that ask about screening, and counseling for such

behaviors would be missed.

For six of the services, state level data are available
from the Behavioral Risk Factor Surveillance
System. When appropriate, data are displayed on
U.S. maps showing The State-by-State Picture.
Additionally, graphs are shown depicting Critical
Gaps in the use of the preventive services among

major racial and ethnic groups. For some of the

indicators, additional significant disparities
related to gender, insurance coverage, or

education are also noted.

A unique feature of this Report is its focus on the
relative gaps or inequalities related to the use of
clinical preventive services. To highlight these
gaps, the indicators and data are cast in terms of
adults not receiving a featured service, be it
vaccination, screening, or counseling. Current
gaps are made evident by comparing groups not
receiving the service with the group that has the
lowest (or “best”) rate.

Complementing the data are brief profiles
highlighting why the clinical preventive service

is of value or Why This Matters. Many efforts are
currently underway to support increased access to
and use of clinical preventive services. Thanks to
submissions from supporting agencies and their
partners, a sampling of this work is shared to

provide a foundation for action. Some of the

Featured Preventive Services
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examples provided fall outside of current Medicare
payment policies. Additional examples of proven
effective community-based interventions are
included in a later section of the Report titled
Making a Difference.

Detailed descriptions of the surveys and analytic
methods can be found in Appendix A: Data
Sources and Statistical Methods. The tables in
Appendix B: State-by-State Data with Confidence
Intervals itemize statistics for each state, the
District of Columbia and, where available, the
U.S. territories. When drawing comparisons,
confidence intervals should be used because
differences may not be significant if the

confidence intervals overlap.

Additional resources on the 15 preventive
services addressed in this Report are located

in Appendix C: Resources.



SUMMARY OF FEATURED SERVICES, RECOMMENDATIONS AND INDICATORS

VACCINATIONS

SERVICES

Influenza vaccination

RECOMMENDATIONS

The ACIP recommends annual influenza vaccination for all persons aged six months
and older.!

INDICATORS*

Percent of adults aged 65 and older who reported not having an
influenza vaccination within the past year

Pneumococcal vaccination

The ACIP recommends pneumococcal vaccination of all persons aged 65 and older,
including previously unvaccinated persons and persons who have not received
vaccine within five years (and were less than 65 years of age at the time of vaccination).!

Percent of adults aged 65 and older who reported not ever having
a pneumococcal vaccination

Breast cancer screening

The USPSTF recommends biennial screening mammography for women aged 50 to
74 years.?

Percent of women aged 65 to 74 who reported not having a
mammogram within the past two years

Colorectal cancer screening

The USPSTF recommends screening for colorectal cancer using fecal occult blood
testing (FOBT), sigmoidoscopy, or colonoscopy for adults beginning at age 50 and
continuing until age 75. The risks and benefits of these screening methods vary.®

Percent of adults aged 65 to 75 who reported not having: a home
blood stool test (using FOBT) within the past year; sigmoidoscopy
within the past five years and FOBT within three years; or a
colonoscopy within the past 10 years

Percent of adults aged 65 and older without diagnosed diabetes

SCREENINGS i i i
Diabetes screening The USPS.TF EHITEE screg HIEJE 89 B CIEBAES Gl mT=p s 4 who reported not having a test for high blood sugar or diabetes
with sustained blood pressure (either treated or untreated) greater than 135/80 mm Hg. o
within the past three years
Men: The USPSTF recommends lipid disorder screening for men aged 35 and older.
Linid disorder screenin W - The USPSTF dp linid disord g. ; d 445 and Percent of adults aged 65 and older who reported not having a
p g omen: The TF recommends lipid disorder screening for women age 5an blood cholesterol test within the past five years
older if they are at increased risk for coronary heart disease.®
The USPSTF recommends routine osteoporosis screening for women aged 65 and Percent of women Medicare beneficiaries aged 65 and older who
Osteoporosis screening older, and routine screening beginning at age 60 for women at increased risk for reported not ever being screened for osteoporosis with a bone
osteoporotic fractures.® mass or bone density measurement
COUNSELING Smoking cessation counseling The USPSTF recommends that clinicians ask all adults about tobacco use and Percent of current smokers aged 65 and older with a checkup in the

provide tobacco cessation interventions for those who use tobacco products.”

last 12 months who reported not receiving advice to quit smoking

* Based on self-reported survey data




INDICATOR: Percent of adults aged 65 and older who reported not having an

| ﬂﬂ uenza \/a CCi ﬂatiOﬂ influenza vaccination within the past year

WHY THIS MATTERS

» About 85 percent of deaths and 63 percent of hospitalizations attributed to influenza occur in person 65 years of age and older.®

» Influenza vaccination of adults aged 65 to 79 significantly reduces hospitalizations and lowers costs, while also averting deaths.’

THE STATE-BY-STATE PICTURE Percent of Adults Aged 65 and Older Who Reported Not Receiving Influenza Vaccination within Past Year, by State, 2009

o More than 31 percent of older adults reported No Y
not receiving an influenza vaccination in the ‘

past year.

o Across states, the percent of older adults who
reported not receiving an influenza vaccination
ranged from 23 percent to 38 percent.
Minnesota, Rhode Island, and Colorado had
the lowest rates; Alaska, Nevada, and Idaho
had the highest reported rates of not receiving

a vaccination.

Consult Appendix B for
state-by-state percentages

232-2713
27.4-29.3
29.4-31.2
31.3-32.8
329-37.9

S Classification: Quintile
B

L IENE

Source: Behavioral Risk Factor Surveillance System,
50 states and the District of Columbia
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CRITICAL GAPS

o Forty-four percent of blacks reported not
receiving influenza vaccinations compared to
29 percent of whites, a 15 percent difference.
For Hispanics, American Indian/Alaska
Natives, and Other, the difference was

approximately 10 percent.

In addition, among adults with less than

a high school education, more than 37
percent reported not receiving an influenza
vaccination in the past year, 10 percent higher
than college graduates. (Data not shown.)

Percent of Adults Aged 65 and Older
Who Reported Not Receiving Influenza
Vaccination within Past Year, by Race/
Ethnicity, 2009*

70
60 —]

50 —]

44.2

40

30

White  Black Hispanic Asian/PI AI/AN  Other
Asian/PI = Asian/Pacific Islander

AI/AN = American Indian/Alaska Native

Source: Behavioral Risk Factor Surveillance System, 50 states and the

District of Columbia

* An additional 0.4 percent of adults aged 65 and older reported only
receiving Flu Mist vaccinations “sprayed in the nose.”

| VOTE & VAX |

Vote & Vax is a public health initiative directed by the nonprofit
organization SPARC (Sickness Prevention Achieved through Regional
Collaboration). This initiative is funded by the Robert Wood Johnson
Foundationand AARP, and SPARC works in partnership with the Centers
for Disease Control and Prevention (CDC). Vote & Vax is focused on
expanding protection from influenza by helping public health agencies
and other licensed immunizers provide flu shots at or near polling
places on Election Day. There are 186,000 polling places across the U.S.
and these facilities are statutorily required to be accessible to persons
with disabilities. Election Day is early in the flu shot season, and more
than 120 million Americans go to the polls in Presidential election
years. Approximately two-thirds of these voters are age 50 and older, a
priority group for influenza vaccination.

In 2008, 21,434 persons received influenza vaccinations at 331 Vote &
Vax Clinics in 42 states and the District of Columbia on Election Day; 62
percent of vaccine recipients were age 50 and older. Results indicate
that 60 percent of African-American and 65 percent of Hispanic
participants were not regular flu shot recipients, as compared with 42
percent of white participants - suggesting that these clinics reached
underserved populations not otherwise likely to be immunized.

www.voteandvax.com

N

To learn more about what you can do, see Making a Difference.

/



www.voteandvax.com

INDICATOR: Percent of adults aged 65 and older who reported

Pﬂeu mococcal \/a CCi ﬂatiOﬂ not ever having a pneumococcal vaccination

WHY THIS MATTERS

» Vaccination against pneumococcus in adults aged 65 years and older is associated with improved survival, decreased chance of respiratory failure or other complications, and decreased length of stay among

hospitalized patients with community-acquired pneumonia.'’

» Recent analyses indicate that pneumococcal vaccine is cost-effective and potentially cost-saving among adults aged 65 years and older in the prevention of bacteremia."

THE STATE-BY-STATE PICTURE Percent of Adults Aged 65 and Older Who Reported Not Ever Receiving Pneumococcal Vaccination, by State, 2009

o More than 33 percent of adults in this N2
age group reported not ever receiving a

pneumococcal vaccination.

o Across states, the percent of older adults / - 7 g .

who reported never receiving pneumococcal
vaccination ranged from 26 percent to 40
percent. Colorado, Minnesota, and Oklahoma
had the lowest rates; California, the District
of Columbia, and New Jersey had the highest

reported rates of never receiving S| [VIEVEL R

pneumococcal vaccination.

Consult Appendix B for
state-by-state percentages

26.1-29.0
29.1-30.7
30.8-32.4
325-33.8
33.9-40.1

: ' Classification: Quintile

Source: Behavioral Risk Factor Surveillance System,
50 states and the District of Columbia
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CRITICAL GAPS

« Fifty-one percent of Hispanics reported not

ever receiving a pneumococcal vaccination

compared to 30 percent of whites, a 21 percent
difference. Furthermore, 47 percent of blacks
and Asian/Pacific Islanders reported not ever

receiving a pneumococcal vaccination, a

17 percent difference from whites.

In addition, among adults with less than a
high school education, nearly 41 percent
reported never receiving a pneumococcal
vaccination, more than 10 percent higher
than those with some college education.

(Data not shown.)

Percent of Adults Aged 65 and Older
Who Reported Not Ever Receiving
Pneumococcal Vaccination, by Race/
Ethnicity, 2009

70
60 —

50

White

Black Hispanic Asian/Pl  AlI/AN

Asian/PI = Asian/Pacific Islander
AI/AN = American Indian/Alaska Native

Other

Source: Behavioral Risk Factor Surveillance System, 50 states and the

District of Columbia

/—| SPARC: COLLABORATING TO MAKE SERVICES CONVENIENT }—\

Sickness Prevention Achieved through Regional Collaboration (SPARC),
a New England-based nonprofit agency, has developed an effective
model for overcoming critical roadblocks to higher delivery rates of
preventive services in community settings. SPARC’s approach is to
enlist active, ongoing collaboration among local community-based
organizations, government agencies, health care providers, hospitals,
and others to catalyze and coordinate community-wide service delivery.

In 2006, CDC facilitated a partnership between SPARC and the Aging
Services Division of the Atlanta Regional Commission to increase
service delivery rates in metropolitan Atlanta. Serving as Atlanta’s
area agency on aging, the Aging Services Division established county-
based coalitions to deliver adult screenings and vaccinations. Among
the key features of the SPARC model is making services available in
locations that are particularly convenient to residents’ homes, places
of employment, or sites they frequent in the course of daily activities
such as churches, beauty salons, barbershops, polling places, public
schools, and community centers. Whenever feasible, multiple services
are bundled for expedient “one-stop shopping.”

By offering pneumococcal vaccinations at all community influenza
vaccination clinics, SPARC has doubled the annual rate of vaccination
delivery. Another successful strategy has been to offer women
appointments for mammography as they receive their influenza
vaccination in convenient, nonclinical settings. Doing so has been
shown to double the mammography rate among women attending
these clinics due to proactive efforts in scheduling appointments,
setting aside blocks of time on hospital mammography schedules, and
providing free transportation to and from mammography sites.?

www.cdc.gov/pcd/issues/2008/jan/07_0139.htm

N

To learn more about what you can do, see Making a Difference.

/



www.cdc.gov/pcd/issues/2008/jan/07_0139.htm

INDICATOR: Percent of women aged 65 to 74 who reported not having

Brea St Ca Nncer SCt’eeﬂ | ﬂg a mammogram within the past two years

WHY THIS MATTERS

» Almost half of all new cases and nearly two-thirds of deaths from breast cancer occur in women 65 years of age and older.”

» Mammography screening every two years for women aged 65 to 74 has been shown to reduce mortality.'

THE STATE-BY-STATE PICTURE Percent of Women Aged 65 to 74 Who Reported Not Receiving Mammogram within Past Two Years, by State, 2008

» Nearly 17 percent of older women in this age
group reported not receiving a mammogram

within the past two years.

o Across states, the percent of women aged 65 to

74 who reported not receiving a mammogram ( ORI -]

oo J (\> Washington, DC
/4

8.3-145
146-16.8
16.9-18.1
18.2-211
212-275

ranged from eight percent to 28 percent. The

District of Columbia, Maine, and Massachusetts

had the lowest rates; Alaska, Wyoming, and
Mississippi had the highest reported rates of

women not receiving a mammogram.

Consult Appendix B for
state-by-state percentages

\

BE=NC

S Classification: Quintile

Source: Behavioral Risk Factor Surveillance System,
50 states and the District of Columbia
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CRITICAL GAPS

« Twenty-nine percent of Asian/Pacific
Islander older women reported not receiving
mammography screening within the past two
years compared to 14 percent of blacks, a 15
percent difference. A higher percent of white
women (17 percent) reported not receiving

screening than blacks.

In addition, among older women with less
than a high school education almost 25
percent reported not receiving mammography
screening, nearly 12 percent higher than
college graduates. (Data not shown.)

Percent of Women Aged 65 to 74

Who Reported Not Receiving

Mammogram within Past Two Years,

by Race/Ethnicity, 2008

70 —
60 —
50 —
40 —
30

20

White  Black Hispanic Asian/Pl AlI/AN

Asian/PI = Asian/Pacific Islander
AI/AN = American Indian/Alaska Native

28.5

Other

Source: Behavioral Risk Factor Surveillance System, 50 states and the

District of Columbia

/—| LA HORA DE LA ALIANZA: TAILORING RADIO MESSAGES }—\

The Alliance for Aging, located in Southeastern Florida, has developed
a radio show geared toward elder advocacy that targets the older
Hispanic population. The Alliance for Aging is the area agency on aging
for Miami-Dade and Monroe Counties. The radio show, called La Hora
de la Alianza (Hour of the Alliance), addresses health issues and is paid
for by funds received through the Older Americans Act, as well as from
Coventry Health and WWFE 670 AM, the radio station that airs the show.

Every week the radio show includes a one-hour health education
segment that features experts from well-respected community
institutions such as the University of Miami, the Health Foundation
of South Florida, and the local health department. Other community
partners who have provided experts include the Alzheimer’s Association
and the American Heart Association. Guest experts discuss a range of
issues including disease prevention and the value of clinical preventive
services. Some of the specific topics covered include breast cancer
screening and awareness, smoking cessation, and education and
screening for heart disease and diabetes. Using an open phone ling,
callers can pose guestions to the guest experts. Station coverage spans
all of Southeast Florida and reaches millions of Hispanic individuals. La
Hora de la Alianza represents a successful partnership between many
community partners who have come together to improve the health of
older Hispanics.

http:/miamihchssol.blogspot.com/2010/06/sol-on-la-poderosa-radio-
on-breast.ntml

To learn more about what you can do, see Making a Difference.

- /



http://miamihchssol.blogspot.com/2010/06/sol-on-la-poderosa-radio-on-breast.html
http://miamihchssol.blogspot.com/2010/06/sol-on-la-poderosa-radio-on-breast.html

INDICATOR: Percent of adults aged 65 to 75 who reported
not having: a home blood stool test (using FOBT) within the

CO | O I’eCta | Ca ncer SCI’eeﬂ | ﬂg past year; sigmoidoscopy within the past five years and FOBT

within three years; or a colonoscopy within the past 10 years

WHY THIS MATTERS

» The number of people diagnosed with colorectal cancer is predicted to increase over 50 percent by the year 2020 due to the aging of the population.'® Currently, two-thirds of all new cases of colorectal cancer

are in people aged 65 years and older.*®

» Screening with any of the three recommended tests has been shown to reduce colorectal cancer mortality in adults aged 50 to 75 years."

THE STATE-BY-STATE PICTURE Percent of Adults Aged 65 to 75 Who Reported Not Receiving Colorectal Cancer Screening, by State, 2008*

» More than 36 percent of adults in this age o
group reported not receiving colorectal \

cancer screening.

» Across states, the percent of adults aged
65 to 75 who reported not receiving colorectal
cancer screening ranged from 26 percent to 45
percent. Maine, Delaware, and New Hampshire
had the lowest rates; Louisiana, Idaho, and
Oklahoma had the highest reported rates of

na . . ) v Washington, DC
not receiving colorectal cancer screening. - . \ O eshing

Consult Appendix B for

state-by-state percentages
26.4-319
32.0-345
34.6-37.7
37.8-40.3
40.4-44.6

BE=NC

Classification: Quintile

Source: Behavioral Risk Factor Surveillance System,

\ 50 states and the District of Columbia

’ A J * Colorectal cancer screening included at least one of the
“ T following: home blood stool test (using FOBT) within past

year; sigmoidoscopy within past five years and FOBT

within three years; or colonoscopy within past 10 years.
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CRITICAL GAPS

o Forty-nine percent of Asian/Pacific Islanders
and 47 percent of Hispanics reported not
receiving colorectal cancer screening compared
to 34 percent of whites, a difference of more

than 13 percent.

« In addition, 50 percent of adults with less than
a high school education reported not receiving
colorectal cancer screening compared to
29 percent of college graduates, a 21 percent
difference. (Data not shown.)

Percent of Adults Aged 65 to 75 Who
Reported Not Receiving Colorectal Cancer
Screening, by Race/Ethnicity, 2008*
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Asian/PI = Asian/Pacific Islander
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Source: Behavioral Risk Factor Surveillance System, 50 states and the

District of Columbia

* Colorectal cancer screening included at least one of the following:
home blood stool test (using FOBT) within past year; sigmoidoscopy
within past five years and FOBT within three years; or colonoscopy
within past 10 years.

| SHARING LEGISLATIVE MODELS |

The ability to easily access information regarding effective models
that have been implemented in other states equips policy makers with
strategic direction and the rationale for promoting sound public health
policies and programs in their own states and territories.

To assist legislators in more effectively addressing disease prevention
and health promotion, the Association of State and Territorial Health
Officials (ASTHO) compiles and highlights examples of state legislation
that may serve as models for other states and territories. In the area of
cancer prevention and control, ASTHO has included sample legislative
language that has been enacted into law, represents action taken by
a diverse collection of states, is self-contained within state statutes,
and thus can be readily adapted by other states. Among the models
provided is legislation designed to ensure that every health benefit
policy covers colorectal cancer screening, examinations, and laboratory
tests. Another model provides language limiting the amount of the co-
pay for mammography screening.

www.astho.org/Programs/Prevention/Chronic-Disease/Cancer/

To learn more about what you can do, see Making a Difference.
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. . INDICATOR: Percent of adults aged 65 and older without diagnosed diabetes who
D Is betes Screen | ng reported not having a test for high blood sugar or diabetes within the past three years

WHY THIS MATTERS

» Diabetes is very common in older adults, affecting almost 12 million, or one-fourth, of adults aged 60 years and older. Having diabetes more than doubles a person’s risk of numerous complications, including

vascular problems, geriatric syndromes, and disability."”

» Efficient detection of diabetes among older adults at high risk of the disease enables the provision of effective interventions that can prevent the progress of certain diabetes-related complications, improve
glycemic control, and reduce vascular risk factors.'

THE STATE-BY-STATE PICTURE Percent of Adults Aged 65 and Older Without Diagnosed Diabetes Who Reported Not Receiving Test for High

+ Nearly a third, or 31 percent, of older adults Blood Sugar or Diabetes within Past Three Years, by State, 2009*

without diagnosed diabetes reported not
receiving a test for high blood sugar or diabetes

within the past three years.

o Across states, the percent of older adults
without diagnosed diabetes who reported not
receiving a test for high blood sugar or diabetes
ranged from 23 percent to 42 percent. South
Dakota, West Virginia, and North Carolina
had the lowest rates; Hawaii, Ohio, and Florida
had the highest reported rates of not having a
test for high blood sugar or diabetes in the past

three years.

234-282
28.3-30.2
30.3-31.8
31.9-33.0
33.1-424
No Data
Classification: Quintile

Consult Appendix B for
state-by-state percentages

Bl 1SN

Source: Behavioral Risk Factor Surveillance System,

40 states and the District of Columbia

* This indicator is broader than current Task Force
recommendations which are for those at high risk of
Type 2 diabetes (adults with sustained elevated blood
pressure of greater than 135/80).
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CRITICAL GAPS

« Forty-seven percent of Asian/Pacific Islanders
without diagnosed diabetes reported not
receiving a test for high blood sugar or
diabetes compared to 28 percent of Hispanics,
a 19 percent difference.

Percent of Adults Aged 65 and Older
Without Diagnosed Diabetes Who
Reported Not Receiving Test for High
Blood Sugar or Diabetes within Past
Three Years, by Race/Ethnicity, 2009*
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Asian/PI = Asian/Pacific Islander

AI/AN = American Indian/Alaska Native

Source: Behavioral Risk Factor Surveillance System, 40 states and the

District of Columbia

* This indicator is broader than current Task Force recommendations
which are for those at high risk of Type 2 diabetes (adults with
sustained elevated blood pressure of greater than 135/80).
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/| REACH U.S.: REDUCING DISPARITIES FOR AFRICAN AMERICANS I_\

REACH U.S. (Racial and Ethnic Approaches to Community Health)
is a national program supported by CDC and its National Diabetes
Prevention Program to eliminate racial and ethnic disparities in health.
The National Diabetes Prevention Program is a CDC partnership
with community-based lifestyle programs, health payers, health care
providers, academic centers, and collaborating federal agencies to
ensure that high-risk persons with diabetes have access to affordable
and high quality, evidence-based lifestyle interventions. Among
the REACH U.S. program’s 40 grantees is the Medical University of
South Carolina (MUSC), funded to reduce the impact of diabetes-
related complications among African Americans living in Charleston
and Georgetown counties. Since 2007, MUSC has engaged in active
partnerships to adopt systems and policies that substantially improve
long-term outcomes for patients with diabetes discharged from the
hospital. A thorough literature review, implementation of evidence-
based practices, and widespread support of a plan for improving
discharge policies are key program elements. In addition, to ensure
individuals with diabetes know how to effectively manage their condition,
MUSC designed a diabetes education program that is now active in 11
community-based organizations, faith communities, and clinics.

As aresult of these efforts, South Carolina’s Charleston and Georgetown
communities report a sharp decrease in rates of diabetes-related
lower-extremity amputations among African Americans with diabetes.
In Charleston County, for example, the percent of diabetes-related
lower-extremity amputations among African-American men who
were hospitalized for diabetes has decreased by almost 54 percent.
In addition, disparities in results for Alc testing, lipid profiles, kidney
testing, eye exams, and blood pressure control for African Americans
and whites (initially ranging from 11 percent to 28 percent) have been
successfully eliminated.

http://academicdepartments.musc.edu/reach/

N

To learn more about what you can do, see Making a Difference.
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Lipid Disorder Screening

WHY THIS MATTERS

» High serum cholesterol is a major risk factor for heart disease and stroke, two of the major causes of premature death in adults under 65 years of age and primary causes of serious disability."

INDICATOR: Percent of adults aged 65 and older who reported

not having a blood cholesterol test within the past five years

» Screening for lipid disorders can prevent premature mortality from coronary heart disease and avert substantial disability, distress, and pain.?

CRITICAL GAPS

Nationwide, only five percent of adults aged

65 and older reported not receiving blood
cholesterol screening within the past five

years. Across states, the percent of adults who
reported not being screening ranged from three

percent to 10 percent.

Ten percent of Hispanics reported not
receiving blood cholesterol screening
compared to five percent of whites, a five
percent difference. For Asian/Pacific Islanders,

the difference was approximately three percent.

Percent of Adults Aged 65 and Older Who
Reported Not Receiving Blood Cholesterol
Test within Past Five Years, by Race/
Ethnicity, 2009
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Asian/PI = Asian/Pacific Islander
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Source: Behavioral Risk Factor Surveillance System, 50 states and the
District of Columbia

/—‘ MISSISSIPPI HEALTH FIRST COLLABORATIVE }—\

Launched in October 2009, the Mississippi Health First Collaborative is
a partnership between federal and non-federal entities sponsored by
the Centers for Medicare and Medicaid Services (CMS). Other federal
agencies participating include CDC, Administration on Aging, Health
Resources and Services Administration, National Institutes of Health,
Housing and Urban Development, and U.S. Department of Health and
Human Services Office of Minority Health. The Collaborative provides
diabetes self-management training and health education literature
primarily to medically underserved residents on how to best control
blood sugar, blood pressure, and cholesterol levels. Training is offered
in convenient public locations, such as community and senior centers,
instead of traditional medical facilities and addresses primary health
providers, nutrition, exercise, housing arrangements, and support
networks. Thus far, about 40 adults have participated in the eight-hour
training class, and six have graduated. Evaluation data on impact are
anticipated in 2011.

www.CMSPulse.org

N

To learn more about what you can do, see Making a Difference.
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Osteoporosis Screening

WHY THIS MATTERS

INDICATOR: Percent of women Medicare beneficiaries aged 65 and older

» At some point in their lifetime, 30 to 50 percent of women and 15 to 30 percent of men will experience an osteoporotic fracture.?!

who reported not ever being screened for osteoporosis with a bone mass
or bone density measurement

» Osteoporosis screening with hip DEXA scans and follow-up management in older adults has been shown in a large population-based cohort study to be associated with 36 percent fewer incident hip fractures

over six years compared with usual medical care.”? While screening alone would not have an effect on fractures, it may lead physicians to implement management strategies that may decrease fractures.

Medicare spent more than $8 billion in 1999 to treat injuries to seniors, with fractures accounting for two-thirds of the spending.®

CRITICAL GAPS

« State data are not available for this indicator.

o Sixty-two percent of black women and
54 percent of American Indian/Alaska Native
women reported never receiving osteoporosis
screening compared to 33 percent of white
women, a difference of 29 and 21 percent,

respectively.

Percent of Women Medicare Beneficiaries
Aged 65 and Older Who Reported Not
Ever Receiving Screening for Osteoporosis,
by Race, 2006*
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Source: Medicare Current Beneficiary Survey

* Osteoporosis screening with a bone mass or bone density measurement
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CRITICAL GAPS

« Forty-five percent of Hispanic women
reported never being screened for osteoporosis
compared to 35 percent of non-Hispanic

women, a 10 percent difference.

o In addition, 57 percent of women who qualify
for both Medicare and Medicaid and 47 percent
of those who had just basic Medicare coverage
reported never being screened for osteoporosis,
compared to 29 percent of women who had
private insurance coverage to supplement their

Medicare benefits. (Data not shown.)

Percent of Women Medicare Beneficiaries
Aged 65 and Older Who Reported Not
Ever Receiving Screening for Osteoporosis,
by Ethnicity, 2006*
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Source: Medicare Current Beneficiary Survey
* Osteoporosis screening with a bone mass or bone density measurement



I PROMOTING SCREENING THROUGH WELLNESS TOURS I

In 2009, AARP and Walgreens began an initiative to bring free health screenings to diverse and underserved
communities across the U.S. and Puerto Rico. Nine customized buses were equipped to offer six free health
screenings: cholesterol, blood pressure, bone density, glucose levels, waist circumference, and body mass index
(BMD. All tests were conducted by certified health screeners. Between April 2009 and February 2010, the
Wellness Tour administered over a million free screenings of nearly 195,000 individuals. Of those screened,
almost 27 percent were uninsured, 29 percent were Hispanic, and 16 percent were African American. The
average age was 52, and 31 percent of participants did not have a primary care physician. Test results revealed
a high level of undetected disease: 40 percent had high total cholesterol, 64 percent abnormal blood pressure,
37 percent abnormal bone density, almost 15 percent out-of-range glucose, 52 percent abnormal waist
circumference, and 68 percent high BMI.

Following the screenings, results are reviewed with the individuals and referrals provided to a pharmacist or
local health care resource (if necessary) and self-guided educational information offered. Attendees also have
an opportunity to ask questions about their medications and are offered AARP’s Personal Medication Record
for tracking prescription drugs, over-the-counter medications, herbs, and supplements. The second year of the
Wellness Tour began in April 2010 and is expected to yield similar results.

www.aarp.org/Walgreens

To learn more about what you can do, see Making a Difference.
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Smoking Cessation Counseling

WHY THIS MATTERS

INDICATOR: Percent of current smokers aged 65 and
over with a checkup in the last 12 months who reported
not receiving advice to quit smoking

» While smoking rates among adults have been decreasing over the past few decades, the rate of decline has been slowest in older adults over age 65.* An estimated $73 billion is spent each year on smoking-

related medical care.”

» The National Commission on Prevention Priorities ranks smoking cessation counseling the second most important preventive service for adults, preceded only by daily aspirin use.*

CRITICAL GAPS

« State data are not available for this indicator.

o Thirty percent of women aged 65 and older
reported not receiving advice to quit smoking
during their annual checkup compared to 24

percent of older men, a six percent difference.

o The gender gap remains consistent when race

is taken into account.

Percent of Current Smokers Aged 65 and
Older with Checkup in Last 12 Months Who
Reported Not Receiving Advice to Quit
Smoking, by Gender and Race, 2002-2007
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Source: Medical Expenditure Panel Survey
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/—‘ RECRUITING BENEFICIARIES FOR SMOKING CESSATION }—\

CMS funded a seven-state smoking cessation demonstration project to
test the effectiveness and cost-effectiveness of Medicare coverage for
smoking cessation therapy.?” The project compared the impact of three
different interventions - physician counseling alone, physician counseling
with pharmacotherapy (nicotine patch or bupropion), and a telephone
counseling Quitline service and pharmacotherapy (nicotine patch) -
with usual care. Follow-up with participants revealed that the free
Quitline service in conjunction with low cost pharmacotherapy was the
most effective approach for promoting smoking cessation among older
beneficiaries motivated to quit.?®

An innovative approach to increasing interest in participating in the
demonstration among Medicare beneficiaries who smoke was a direct
mailing of print advertisements with the demonstration enrollment
telephone number as part of Medicare carrier mailings of Medicare
Summary Notices, monthly (now quarterly) statements sent to Medicare
beneficiaries listing services and supplies billed to Medicare. As a result,
average call volume increased by more than 200 percent in five of the
states which carried out these mailings for eight weeks and dramatically
boosting enroliment into the demonstration.

To learn more about what you can do, see Making a Difference.
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In addition to the eight preventive services featured in this Report, many more
are recommended by the U.S. Preventive Services Task Force (USPSTF) and the
Advisory Committee on Immunization Practices (ACIP) for adults aged 65 and
older. Seven of these services concerning vaccination, counseling, and screening

are highlighted briefly below.

RECOMMENDATIONS FOR ADDITIONAL PREVENTIVE SERVICES

SERVICES RECOMMENDATIONS

Alcohol misuse screening and counseling The USPSTF recommends screening and behavioral counseling interventions to reduce alcohol misuse by adults, including pregnant women, in primary care settings.’

The USPSTF recommends the use of aspirin for men aged 45 to 79 years when the potential benefit due to a reduction in myocardial infarctions outweighs the potential
harm due to an increase in gastrointestinal hemorrhage.

The USPSTF recommends the use of aspirin for women aged 55 to 79 years when the potential benefit of a reduction in ischemic strokes outweighs the potential harm

ASTEIT U of an increase in gastrointestinal hemorrhage.?
The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of aspirin for cardiovascular disease prevention in men and
women 80 years or older.

Blood pressure screening The USPSTF recommends screening for high blood pressure in adults aged 18 and older.?

The USPSTF recommends screening for cervical cancer in women who have been sexually active and have a cervix.

Cervical cancer screening The USPSTF recommends against routinely screening women older than age 65 for cervical cancer if they have had adequate recent screening with normal Pap smears
and are not otherwise at high risk for cervical cancer.*

The USPSTF recommends screening adults for depression when staff-assisted depression care supports are in place to assure accurate diagnosis, effective treatment, and

Depression screening and counseling follow-up.3

The USPSTF recommends that clinicians screen all adult patients for obesity and offer intensive counseling and behavioral interventions to promote sustained weight loss

Obesity screening and counseling for obese adults.®

The ACIP recommends routine vaccination of all persons aged 60 and older with one dose of zoster vaccine. Persons who report a previous episode of zoster and persons
Zoster vaccination with chronic medical conditions (e.g., chronic renal failure, diabetes mellitus, rheumatoid arthritis, and chronic pulmonary disease) can be vaccinated unless those
conditions are contraindications or precautions.”

Additional Preventive Services
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Unfortunately, timely and sufficient community data on the self-reported use of these services by older adults are not currently
available at the state or national level - and the challenges in collecting this type of data are difficult to overcome. For some of
the services, adults may not realize they are being screened and thus not respond accurately to relevant survey questions. For
example, a person might have his weight and height measured and not be aware that these measurements are being used to
screen for obesity. Similarly, adults might be asked questions about feelings of sadness and not realize they are being screened for
depression. In addition, two of the primary surveys for measuring service use (i.e., the Medical Expenditure Panel Survey [MEPS]
and Medicare Current Beneficiary Survey [MCBS]) can be completed by family members (e.g., wife, husband, or adult child) who
may not know if their loved one was screened or counseled about depression, alcohol misuse, obesity, or other sensitive issues.

This section briefly spotlights these services and shares data on the prevalence of the preventable diseases and the use of
recommended services by older adults, when available. As the use of these effective services in clinical and community settings

improves, the design of systems to monitor critical gaps in their use is also imperative.

Alcohol Misuse

Alcohol misuse is strongly associated with health problems, disability, death, injury, social disruption,
and violence.® In the United States, excessive alcohol consumption generates nearly $185 billion in
annual economic costs (1998), largely due to lost productivity.® Much of this burden is preventable, as
evidenced by the National Commission on Prevention Priorities (NCPP) ranking of alcohol screening
and brief counseling as the third most important clinical preventive service for adults (behind daily

aspirin use and smoking cessation counseling).’

Although most individuals who drink alcohol do so without developing problems, one measure of

alcohol misuse is binge drinking. Using data from the Behavioral Risk Factor Surveillance System

Aspirin Use

Heart disease and stroke remain the number one and number three causes of death among adults over
age 65. In 2009, the USPSTF recommended that people at high risk for coronary heart disease or a
stroke to use aspirin.? In addition, the effectiveness of aspirin therapy in reducing risk for myocardial
infarction, stroke, and fatal coronary events among people with preexisting atherosclerotic vascular
disease has been documented." Approximately 45,000 lives could be saved each year if at least 90
percent of Americans consistently used aspirin for primary prevention of cardiovascular events.” The
NCPP ranked daily aspirin use as the highest priority clinical preventive service for adults at high risk

of heart disease.’
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(BRESS), 3.8 percent of adults aged 65 and older reported binge drinking in 2009 on at least one
occasion within the past 30 days (95% CI 3.6-4.0).* The BRESS has also included an optional question
to assess the prevalence of binge drinkers being counseled by a health professional during a routine
checkup in the past 12 months. When this question was asked in 1997, 77 percent of binge drinkers
reported not receiving alcohol misuse counseling. Ten states were included in this survey and no age-
specific analyses were conducted.'® Only five states included the question in 1999, and no states have
asked it since then.

* Binge drinking is defined as four or more drinks for women and five or more drinks for men within a short period of time.

The BREFSS includes an optional question on daily aspirin use; however, the question was used by only
19 states in 2007 and 14 states in 2009 and cannot be used to derive national estimates. Using MEPS
data, over 51 percent of adults aged 65 to 79* in 2007 reported taking aspirin every day or every other
day, leaving almost half of the adults at risk of heart disease not receiving the benefits of regular aspirin
use. Also of note, 57 percent of blacks and 64 percent of Hispanics did not report using aspirin for
primary prevention of cardiovascular events compared to about 45 percent of whites, a gap of 12 and
19 percent, respectively.

*Includes only adults aged 65 to 79 with either diabetes, high blood pressure, high cholesterol, or current smoker; excludes those with cardiovascular
disease or a condition that prevents taking aspirin



Blood Pressure

Nearly 71 percent of older adults have hypertension, with the prevalence increasing with age. Overall,
high blood pressure affects approximately 65 million Americans based on a preliminary report from
the National Health and Nutrition Examination Survey in 2005-2006.">"* Screening for high blood
pressure is one of the most well-established clinical practices in health care settings. According to

the USPSTE, there is a high level of certainty that the benefits of screening for high blood pressure
outweigh the harms™ yet only half of all older adults treated for hypertension achieve control. Although

pharmacologic therapy is associated with common side effects, serious adverse events are uncommon.'

Cervical Cancer

Screening recommendations for cervical cancer in women after age 65 are complex, making it
extremely difficult to use available routine and ongoing surveys to collect valid self-reported
information on the use of this service by older women. Practical experience suggests that some women
may not differentiate cervical cancer screening (Pap test) from other reasons for a pelvic examination,
which may affect accuracy of recall. The USPSTF supports stopping screening at age 65, provided

women have had adequate recent screening with normal Pap results. The American Cancer Society

Depression

Depression in older adults is often misdiagnosed and undertreated. Health care providers may mistake
symptoms of depression as just a natural reaction to illness or the life changes that may occur with
aging, and therefore do not view depression as a treatable condition. Older adults themselves often
share this belief and do not seek help because they do not understand that they could feel better with
appropriate treatment.

Obesity

Obese adults 65 years of age and older experience a lower quality of life than normal-weight adults,
particularly in terms of physical functioning and physical well-being.?"** Given the current epidemic of
obesity, data on the prevalence of this condition have become more widely available. For adults aged 65

Zoster Vaccination

At some point in their lives, 20 to 30 percent of Americans develop shingles (herpes zoster), a painful
blistering skin rash. Since the risk of shingles increases with age, half of all adults will have had shingles
by their 85™ birthday.** The zoster vaccine has been proven effective in preventing shingles and post-herpetic

neuralgia (i.e., long-term pain that persists after a shingles rash is healed) in adults aged 60 and older.>*

Older women are more affected by hypertension than men (76.6 percent vs. 63.0 percent) and are less

likely to have their blood pressure under control (42.9 percent vs. 57.9 percent).'

For many years, the BRESS included a question to ascertain self-reported blood pressure screening
rates. Using these data, in 2000, approximately 98 percent of all adults aged 65 and older reported that
they had received this screening in the past two years."” Because this figure was so high, the BRFSS

omitted this question.'®

(ACS) suggests stopping cervical cancer screening at age 70, except when women have not been
previously screened, when information about previous screening is unavailable, or when screening is
unlikely to have occurred in the past (e.g., among women from countries without screening programs).
The ACS guidelines recommend that older women who have had three or more documented,
consecutive, technically satisfactory normal/negative cervical cytology tests, and who have had no

abnormal/positive cytology tests within the last 10 years, can safely stop screening."

The BRESS includes questions that assess the symptoms of depression using the Patient Health
Questionnaire (PHQ8). In 2006, 39 states administered this module and documented a 5.1 percent
prevalence (95% CI 4.6-5.4) of depressive symptoms among adults aged 65 years and older.? This
PHQ8 was not included in 2007 or 2009, and only eight states used it in 2008.

and older, the prevalence of obesity in 2009 was 22.8 percent (95% CI 23.4-24.2) using BRESS data from
50 states and the District of Columbia.?

For adults aged 60 years and older, national estimates for zoster vaccination from the National Health
Interview Survey were 6.7 percent in 2008 (95% CI 5.9-7.5)* and 10 percent in 2009 (95% CI 9.1-11.0).%
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Gaps and Opportunities

Of all the preventive services featured in this
Report, the largest gap in use can be found for
osteoporosis screening by women aged 65 years
and older. For example, there is a gap of

29 percent between white women and black
women getting osteoporosis screening. Gaps

in use for five of the remaining recommended
services — colorectal cancer and diabetes screening,
influenza and pneumococcal immunizations, and
smoking cessation counseling - are somewhat

smaller but still significant.

The highest reported use is for blood cholesterol
testing, nationwide only five percent of adults
aged 65 and older reported not receiving this
service. The next highest level is for mammography
screening, a service used by 83 percent of older
women within the past two years. While this
relatively high rate is good news in many respects,
it still reflects a gap of 17 percent of women who

are not screened routinely for breast cancer.

Upon closer examination, it comes evident that

opportunities to increase use of preventive

services exist in every population group. The
chart highlights opportunities to increase use of

clinical preventive services by race and ethnicity.

The need to improve preventive service use is
the result of many factors, including multiple
socioeconomic factors such as education and
income, availability of health care providers,

and access to services. Adults with fewer years

of education and lower incomes are less likely to

have had recommended preventive services.

The challenge before us is clear. Public health and
aging services practitioners at federal, state, and
local levels have an important role to play in:
reaching out to older adults to ensure they receive
the benefits of recommended vaccinations,

screening, and counseling; linking health care

systems and communities to make these preventive
services a priority; and embracing policies and
supportive environments that remove barriers
and close gaps. Only through ongoing, concerted,
and collaborative commitments will we be able to
ensure routine use of reccommended services for
all older adults, particularly those who are

currently underserved.

/

For American Indian/Alaska Native Adults
40% need influenza vaccination

36% need pneumococcal vaccination

35% need colorectal cancer screening

32% need diabetes screening

19% need breast cancer screening

For Asian/Pacific Islander Adults

49% need colorectal cancer screening
47% need diabetes screening

47% need pneumococcal vaccination
35% need influenza vaccination

29% need breast cancer screening

N

USE OF CLINICAL PREVENTIVE SERVICES BY RACE AND ETHNICITY

For Black Adults

47% need pneumococcal vaccination
44% need influenza vaccination

37% need colorectal cancer screening
30% need diabetes screening

14% need breast cancer screening

For Hispanic Adults

51% need pneumococcal vaccination
47% need colorectal cancer screening
38% need influenza vaccination

28% need diabetes screening

16% need breast cancer screening

~

For White Adults

34% need colorectal cancer screening
31% need diabetes screening

30% need pneumococcal vaccination
29% need influenza vaccination

17% need breast cancer screening

Making A Difference
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Recommended Interventions

Provided throughout this Report are examples of
interventions implemented at the local, state, and
national levels to enhance the use of the featured
preventive services by underserved communities.
These represent a fraction of the many system-,
provider-, and client-oriented interventions that
can serve as examples aimed at increasing the use

of these services community-wide.

A well-respected primary source for effective
community-based interventions is the Task Force
on Community Preventive Services, a group

of public health and prevention experts which
oversees systematic reviews and recommends
interventions that promote population health.
Summaries of these reviews, published in

The Guide to Community Preventive Services
(Community Guide) share what is known about
the effectiveness, economic efficiency, and
feasibility of interventions to promote community
health and prevent disease. It is important to note
that the focus of the Task Force on Community
Preventive Services is different than the USPSTE,

thus recommendations may differ.

The table on page 27 highlights the interventions

that are recommended in the Community Guide

for each of the preventive services featured in this
Report. Among the more commonly

recommended interventions are the following:

 Reducing out-of-pocket costs, one of the prime

features of health reform.

« Promoting annual wellness visits, where
adults can have meaningful and informed
conversations with their health care providers
about the preventive services they need, test

results and needed follow-up.

o Issuing client reminders in the form of letters,
postcards, or phone calls to alert adults that it is
time for their cancer screening or vaccination.
Some reminders note only that the test is due,
while others include facts about the service or

offer to help set up an appointment.

« Using “small media” to increase awareness of
available services and convey messages about
their benefits. Videos and printed materials
such as letters, brochures, and newsletters can

inform adults about vaccinations, screenings,

or counseling offered in their community and

motivate them to use these services.

Tailoring messages, information, and services
to meet the needs of each adult. This includes .
making translators available and developing or

adapting material to be culturally sensitive.

Issuing “standing orders” as a way to reduce

missed opportunities at the point of care or

in the physician’s office. Such orders allow
non-physician personnel to screen and

administer vaccines or other preventive

services according to an institution-approved .
protocol, without requiring an exam or

physician’s order.

Reducing structural barriers that make it
difficult for adults to make or keep their
appointments - distance from a service
location, limited hours of operation, caregiver
responsibilities, or work commitments. A

few example strategies include providing
transportation to and from the mammogram
or colonoscopy; adjusting hours of operation to
include some evenings and weekends; offering

back-up caregiver services; and dispatching

community health care teams to provide
needed services, a key feature of the Patient
Protection and Affordable Care Act.!

Expanding access beyond traditional health
care settings to community sites and locations
that are more convenient to residents’ homes,
places of employment, or sites frequented in
the course of daily activities such as senior
living facilities, churches, beauty salons,
barbershops, polling places, public schools,

and community centers.

Offering multiple services in one location
and at the same time for expedient “one-
stop shopping”

Adopting relevant recommendations through
strong community and clinical partnerships can
have a significant impact on closing gaps and
enhancing the use of potentially lifesaving
services by all of our nation’s older adults. Care
should be taken to pursue those recommendations
that are appropriate for the selected targeted
services and groups. For further information
please refer to the Community Guide Web site:

www.thecommunityguide.org/index.html.
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l REACH U.S.: REDUCING DISPARITIES FOR ASIAN AND PACIFIC ISLANDERS l

The Promoting Access to Health for Pacific Islander and Southeast Asian Women (PATH for Women) Coalition,
based in Orange County, California, is one of CDC’'s REACH U.S. grantees. The program seeks to prevent breast
cancer among women in California’s Asian and Pacific Islander communities by increasing mammography
screening through greater breast cancer knowledge. Cancer incidence and cancer-related mortality in Orange
County is among the highest for Asian and Pacific Islander women in the nation.? The program specifically
targets Orange County’s Cambodian, Chamorro, Hmong, Laotian, Marshallese, Native Hawaiian, Samoan, Thai,
Tongan, and Vietnamese communities.

Using a variety of outreach tools and approaches, REACH PATH for Women activities over the last five years
have educated more than 30,000 community members regarding breast cancer prevention, early detection and
treatment. Coalition members also documented over 500 hours of training to patient navigators who, in turn,
provided services to more than 3,000 women and their families across the entire cancer care continuum. These
efforts were supported by the creation and dissemination of more than 50 breast and cervical cancer educational
materials created in Cambodian, Lao, Hmong, Thai, Vietnamese, Samoan, Chamorro, Marshallese, Hawaiian,
Korean, Chinese, Hindi, Bengali, Gujurati, and Tongan languages. Through these efforts the percent of Asian
women over age 65 in the community who received a mammogram in the last two years increased from
60 percent in 2002 to 80 percent in 2008.

www.cdc.gov/reach/index.htm
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A variety of interventions are recommended in the Community Guide for each of
the preventive services featured in this Report. Some of the selected interventions

focus on clients whereas others support enhanced provider and health systems.

SUMMARY OF COMMUNITY GUIDE INTERVENTIONS FOR FEATURED SERVICES?®

FEATURED SERVICES CLIENT-ORIENTED INTERVENTIONS PROVIDER- AND SYSTEM-ORIENTED INTERVENTIONS
e Home visits to increase vaccination coverage e Provider assessment and feedback
e Multi-component interventions for expanding access in health care settings e Provider reminder systems
Influenza and pneumococcal vaccination ¢ Reduced client out-of-pocket costs e Standing orders
e Client reminder and recall systems
e Multi-component interventions that include education
e Client reminders e Provider assessment and feedback
e Small media e Provider reminder and recall systems
Breast cancer screening e One-on-one education, tailoring information to each person’s needs
e Reduced structural barriers
¢ Reduced out-of-pocket costs
e (Client reminders for colorectal cancer screenings by fecal occult blood testing (FOBT) e Provider assessment and feedback
Colorectal cancer screening e Small media e Provider reminder and recall systems
e Reduced structural barriers
Reviewed only for diabetes control Reviewed only for diabetes control
Diabetes screening ¢ Diabetes self-management education in community gathering places e (Case management interventions to improve glycemic control
e Disease management programs
Lipid disorder screening Not reviewed Not reviewed
Osteoporosis screening Not reviewed Not reviewed

e |ncreased unit price of tobacco products
e Mass media campaigns when combined with other interventions
e Provider reminders when used alone or with provider education

e Reduced client out-of-pocket costs for cessation therapies

Brgking CessationiGurEeling e Multi-component interventions that include telephone support
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Behavioral Risk Factor Surveillance System

The Behavioral Risk Factor Surveillance System
(BRFSS) conducts random telephone surveys of
non-institutionalized U.S. adults that address

health behaviors, preventive health screenings, and
immunizations related to the leading causes of death
and disability (www.cdc.gov/brfss). The state-based
BRESS is coordinated and supported by the Centers for
Disease Control and Prevention (CDC) and is currently
conducted in all 50 states, the District of Columbia, and
some territories. Details of the survey methodology are
available on the CDC Web site which also includes the
public use data files.

In this Report, most results are limited to adults aged 65
and older in the 50 states and the District of Columbia.
Because not all topics are addressed every year, only the
most recently available data, either 2008 or 2009, are
included. Sample sizes (N) for the 50 states and District
of Columbia ranged from 111 for mammography
among women ages 65-74 in Alaska in 2008 to 111,932
for influenza vaccination among whites in 2009, while
for some territories the sample size was less than 100.
Because survey results are estimates for a larger
population, the margin of error (a measure of precision)
of each estimate is important to consider. In general, a
larger sample size will produce more precise estimates;
sample sizes of 500 and greater are usually considered
adequate, while those below 50 are often not reported as
they are thought to be unreliable. The table in Appendix
B, State-by-State Data with Confidence Intervals,
itemizes statistics for each state, the District of
Columbia and, where available, the U.S. territories of
Guam, Puerto Rico, and the Virgin Islands.

Measures: Measures are grouped as screenings and
vaccinations. All indicators are cast in terms of those

who did not report receiving the screening or
vaccination within a specific time frame or never
received it. Respondents with missing values were
excluded from that measure unless otherwise noted.

Influenza vaccination: Percent of adults aged 65 and
older who reported not having an influenza vaccination
within the past year. Influenza vaccination prevalence
estimates based on self-reported vaccination in the past
12 months reflect vaccinations that may span over three
influenza seasons; therefore, estimates in this report may
differ from other CDC published estimates for each
season (e.g., CDC estimates 2008-2009 influenza season
vaccinations based on 2009 NHIS data restricted to persons
interviewed March-August 2009, and reporting influenza
vaccinations received August 2008-February 2009).

Pneumococcal vaccination: Percent of adults aged 65
and older who reported never having a pneumococcal
vaccination.

Breast cancer screening: Percent of women aged 65-74
who reported not having a mammogram within the past
two years.

Colorectal cancer screening: Percent of adults aged
65-75 who reported not having: 1) a home blood stool
test, also referred to as a fecal occult blood test (FOBT)
within the past year; 2) a sigmoidoscopy within the

past five years and FOBT within three years; or 3) a
colonoscopy within the past 10 years. Respondents were
not excluded if they had a missing value for one of the
qualifying tests as long as they reported having another
test within the time frame.

Diabetes screening: Percent of adults aged 65 and older
without diagnosed diabetes who reported not having a
test for high blood sugar or diabetes within the past
three years.
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Lipid disorder screening: Percent of adults aged 65 and
older who reported not having their blood cholesterol
checked within the past five years.

Statistical analyses: Prevalence estimates and 95%
confidence intervals were obtained using Stata Version
11.0, which accounts for the complex sample design of
the BRFSS. These analyses used sample weights that
account for different probabilities of selection and are
further adjusted so that results are representative of the
adult population in each state by age and gender.
Prevalence estimates were determined as mean values
for variables coded as 1 for the measure of interest, or 0
for all others with nonmissing responses. Stata, by default,
computes standard errors and confidence intervals
using first-order Taylor linearization; other software
packages (e.g., SUDAAN) may use different methods
and may produce slightly different confidence intervals,
but the same point estimates. All data are statistically
significant at p < .05 and are reported in quintiles.

BREFSS has been shown to be a reliable and valid source
of health data but has some limitations. Because it is a
landline survey of the noninstitutionalized population,
households without telephones or those using only cell
phones are excluded. Compared to landline households,
cell phone only respondents are more likely to have a
larger lower income population; however, BRESS uses
telephone interruption as an adjustment factor on data
for people with no landline. Also excluded are adults in
institutions such as nursing homes, and who have
physical or mental impairments that prevent them

from participating in the survey. Results are based on
self-reported information on receipt of screenings and
vaccinations which has not been verified through chart
or record reviews. Respondents also have a natural tendency
to underreport undesirable behavior (e.g., smoking or
drinking) or their weight, and overreport their height.

References:

Centers for Disease Control and Prevention. Wireless
substitution: Early release of estimates from the
National Health Interview Survey, January-June 2009.
Atlanta, GA: U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention,
National Center for Health Statistics; 2009. Available at:
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Medical Expenditure Panel Survey

The Medical Expenditure Panel Survey (MEPS) is
composed of three component surveys: the Household
Component, the Medical Provider Component, and the
Insurance Component.

o The Household Component (HC), an interviewer-
administered CAPI (computer-assisted personal
interview) household survey, which collects data
from families and individuals;

o The Medical Provider Component, which
supplements information gathered from the HC
with data gathered from hospitals, physicians, home
health providers, and pharmacies; and

« The Insurance Component, which surveys private
and public sector employers to gather information
on health insurance coverage issues.

The MEPS HC is a nationally representative survey of
the U.S. civilian noninstitutionalized population, based
on a random subsample of households participating in
the previous year’s National Health Interview Survey


www.cdc.gov/brfss
www.cdc.gov/nchs/data/nhis/earlyrelease/wireless201005.pdf
www.cdc.gov/nchs/data/nhis/earlyrelease/wireless201005.pdf
www.cdc.gov/brfss

(NHIS). The NHIS uses a multistage area probability
design that permits the representative sampling of
households and oversampling of Blacks and Hispanics.
The MEPS HC oversamples households with Asian and
low-income persons. Each year, MEPS collects data on
more than 30,000 people. The overall response rate for
the 2006 MEPS was about 58 percent.

The MEPS HC collects data on demographic
characteristics, health conditions, health status, use of
medical care services, charges and payments, access to
care, satisfaction with care, health insurance coverage,
income, and employment. Demographic characteristics
include age, gender, race, ethnicity, education, industry
and occupation, employment status, household
composition, and family income. Race and ethnicity
variables and categories changed in 2002 to be
compliant with Office of Management and Budget
(OMB) standards that required changes by 2003.

Included in MEPS are items that focus on specific
topics, including sections on access to care, preventive
care, child preventive care, health status, satisfaction
with health plan, and priority conditions. The Quality
supplement queries respondents about a group of
diseases and conditions that the Agency for Health
Care Research and Quality has deemed to be “priority
conditions”” These include sore or strep throat, diabetes,
asthma, hypertension, coronary heart disease, angina,
heart attacks, other heart disorders, strokes,
emphysema, joint pain, and arthritis. The Diabetes Care
Survey is among MEPS’ supplemental survey tools; this
is a self-administered paper questionnaire which is
designed to gather more detailed information on
preventive care and treatment for persons who indicated
in their responses to the HC that they have diabetes.

MEDPS is sponsored by the U.S. Department of Health
and Human Services, Agency for Healthcare Research

and Quality (AHRQ); and Centers for Disease Control
and Prevention (CDC), National Center for Health
Statistics (NCHS).

Measures: Smoking cessation counseling: Percent of
current smokers aged 65 and older with a checkup in
the last 12 months who reported not receiving advice to
quit smoking.

This measure is referred to as measure 1-3c in Healthy
People 2010 documentation.

The denominator for this measure included U.S. civilian
adults, age 18+, who were noninstitutionalized and who
indicated in the self-administered questionnaire that
they were current smokers and had also had a routine
medical check-up in the past 12 months. The numerator
is composed of the subset of persons represented in the
denominator who answered “No” to the following
question: “In the past 12 months did a doctor advise
you to stop smoking?” Records with missing values

for smoking status, receipt of a medical checkup, and
receipt of advice were excluded from the analysis.

Statistical analyses: Data from 2002-2007 are used.

All percents and standard errors were derived using
SUDAAN statistical software which accounts for MEPS
complex survey design. Estimates were weighted with
the final self-administered questionnaire weight, to
reflect the experiences of the adult, U.S. civilian,
noninstitutionalized population, at the aggregate and
subpopulation levels. Standard errors were computed
using first-order Taylor linearization. Estimates were
suppressed if the sample sizes were less than 100, or the
relative standard errors were 30 percent or more. Round

4 and 2 demographic variables were used for this analysis.

References:
MEPS Survey Background: www.meps.ahrq.gov/
mepsweb/about_meps/survey_back.jsp

MEPS Detailed Method www.ahrq.gov/qual/qrdr09/
methods/meps.htm

www.ahrq.gov/qual/qrdr09/datasources/ahrq.htm

Medicare Current Beneficiary Survey

The Medicare Current Beneficiary Survey (MCBS) is
conducted by the Office of Strategic Planning of the
Centers for Medicare and Medicaid Services (CMS).
It is a continuous, multipurpose survey of a nationally
representative sample of the Medicare population,
providing information on aged and disabled Medicare
beneficiaries living in communities and long-term care
facilities. The sample is selected from Medicare
enrollment files, and sample persons are interviewed
three times per year over a four-year period. Sample
data are collected through computer-assisted personal
interviews of the beneficiary or a proxy respondent if
the sample person is not available for the interview.

Two public use files are created for each calendar year
of data collected in the MCBS: Access to Care and Cost
and Use.

o The Access to Care (AC) file contains information on
beneficiaries’ access to health care, satisfaction with
care, and usual source of care. It contains results
from a supplement gauging beneficiaries’ sources of
information about Medicare and from a supplement
surveying Medicare HMO members.

o The MCBS Cost and Use (CU) files link Medicare
claims to survey-reported events and provides complete
expenditure and source of payment data on all health
care services, including those not covered by Medicare.

Survey-reported data include information on the use
and cost of all types of medical services, as well as
information on supplementary health insurance, living
arrangements, income, health status, and physical
functioning. Medicare claims data include use and cost

information on inpatient hospitalizations, outpatient
hospital care, physician services, home health care,
durable medical equipment, skilled nursing home
services, hospice care, and other medical services.

Measures: Osteoporosis screening: Percent of women
Medicare beneficiaries aged 65 and older who reported
not ever being screened for osteoporosis with a bone
mass or bone density measurement.

The denominator for this measure included full-year
female community residents aged 65 and older who ever
talked to a doctor about osteoporosis. The numerator
represents the subset of the denominator who reported
ever being screened for osteoporosis with a bone mass
or bone density measurement.

Statistical analyses: Data from 2006 are used. The
analytic variable and demographic variables were
obtained from the AC files. Records with missing values,
a “don’t know” response, and those who refused to
respond were excluded.

All percents are weighted estimates; standard errors
were derived using SUDAAN statistical software which
accounts for the complex survey design of the MCBS.
Standard errors were computed using the Taylor
Linearization Method. Estimates were suppressed if the
sample sizes were less than 30 or the relative standard
errors were 30% or more for statistical reliability, data
quality, or confidentiality.

References:
MCBS: www.cms.gov/MCBS

MCBS entry in NHQR/DR Data Sources Appendix:
www.ahrq.gov/qual/qrdr09/datasources

MCBS NHQR/DR Table Methods: www.ahrq.gov/qual/
qrdr09/methods/mcbs.htm
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NO INFLUENZA VACCINATION, 2009* NO INFLUENZA VACCINATION, 2009* NO PNEUMOCOCCAL VACCINATION, 2009* NO PNEUMOCOCCAL VACCINATION, 2009* NO BREAST CANCER SCREENING, 2008* NO BREAST CANCER SCREENING, 2008*

State  Percent Lower  Upper N State  Percent Lower  Upper \ State  Percent ~Lower  Upper N State  Percent ~Lower  Upper N State  Percent Lower  Upper N State  Percent Lower  Upper I\
AL 31.9 290 | 348 | 2,176 NE 26.1 243 | 278 | 5826 AL 337 307 | 366 | 2115 NE 309 290 | 328 | 5711 AL 19.2 152 | 232 753 NE 20.3 172 | 233 | 1545

AK 37.9 31.0 | 449 380 NV 36.5 325 | 404 | 1,196 AK 33.7 26.8 | 405 364 NV 32.3 28.4 36.3 | 1,152 AK 275 16.1 38.9 11 NV 22.6 171 28.0 463

AZ 28.4 25.4 315 | 2,057 NH 28.1 25.6 30.5 | 1,846 AZ 29.5 26.4 32.7 | 1,999 NH 28.6 26.0 311 | 1,773 AZ 15.4 106 20.3 765 NH 10.9 8.1 13.7 618

AR 29.3 26.5 321 | 1,431 NJ 32.8 30.6 35.0 | 3,235 AR 32.7 29.7 36.7 | 1,390 NJ 37.6 35.3 39.9 | 3,093 AR 19.8 16.1 235 651 NJ 211 17.8 24.4 999

CA 34.9 33.0 36.8 | 4,782 NM 31.7 29.6 33.9 | 2,637 CA 40.1 38.1 421 | 4,556 NM 32.4 30.3 34.6 | 2,550 CA 15.6 120 19.3 987 NM 22.4 182 | 266 601

(¢0] 24.8 23.0 26.6 | 3,092 NY 31.4 28.7 342 | 2,085 (0] 26.1 242 28.0 | 2,983 NY 33.8 31.0 365 | 2,014 (60} 177 150 | 205 972 NY 17.7 141 21.4 773

CT 26.3 24.0 28.6 | 2,109 NC 28.4 26.4 305 | 4,110 CT 31.5 29.0 34.0 | 2,016 NC 30.1 28.0 323 | 3,989 CT 122 8.8 155 594 NC 14.4 123 16.6 | 1,709

DE 28.4 255 31.3 | 1,418 ND 30.3 21.7 329 | 1,435 DE 33.5 30.3 36.6 | 1,394 ND 29.2 26.5 31.8 | 1,392 DE 1.7 8.0 155 422 ND 17.2 134 | 209 482

DC 32.9 29.6 36.2 | 1,061 OH 32.5 30.5 34.6 | 3,005 DC 37.9 344 | 413 993 OH 32.6 30.5 34.7 | 2,950 DC 8.3 48 1.8 37 OH 19.0 16.2 21.7 | 1,292

FL 34.1 32.1 36.1 | 4,534 OK 217 25.8 29.7 | 2,593 FL 34.7 32.6 36.8 | 4,410 OK 279 25.9 29.9 | 2,534 FL 12.7 9.8 1655 | 1,265 0K 23.0 19.9 26.2 876

33.4 30.6 | 36.1 | 1,683 OR 35.4 327 | 380 | 1482 36.6 33.7 | 394 | 1,636 OR 30.5 279 | 331 | 1425 11.0 8.4 137 598 OR 18.1 138 | 223 449

27.3 24.8 29.9 | 1,910 PA 21.2 25.2 29.2 | 2,990 35.6 32.7 38.4 | 1,816 PA 30.0 279 | 321 | 2,906 16.3 12.0 20.6 506 PA 175 14.8 20.3 | 1,330

35.9 33.2 38.6 | 1,668 RI 24.3 221 26.6 | 1,852 36.0 33.2 38.7 | 1,627 RI 29.0 26.5 31.4 | 1,810 23.4 19.0 21.7 447 RI 122 8.8 156 434

356.3 32.6 37.9 | 1,744 SC 30.3 27.9 32.7 | 3341 36.7 34.0 39.4 | 1,708 SC 30.3 28.0 32.6 | 3,250 157 12.0 19.4 518 SC 187 147 228 | 1,172

32.3 30.1 34.4 | 2,754 SD 250 22.8 27.1 | 2,301 337 31.5 3569 | 2,671 SD 33.8 31.4 36.3 | 2,251 21.1 16.4 25.8 497 SD 175 13.7 21.3 633

26.0 23.9 28.2 | 1,950 N 29.9 27.3 324 | 1,875 30.1 27.8 32.4 | 1,898 N 36.1 333 | 388 | 1,847 17.8 14.4 213 568 N 16.7 13.0 20.4 600

30.6 293 | 319 | 6,057 X 32.7 30.0 | 353 | 3374 32.3 31.0 | 336 | 5933 X 34.0 31.4 | 367 | 3,280 18.3 154 | 212 821 1D 16.9 140 | 198 | 1,113

29.5 27.0 32.0 | 2,934 utr 31.2 29.1 33.4 | 2,490 33.2 305 | 358 | 2,868 ut 31.0 288 | 332 | 2417 173 143 20.2 992 ut 24.3 19.2 29.3 379

31.9 29.7 34.0 | 2,747 VT 28.0 25.8 30.1 | 1,930 30.7 285 | 329 | 2,693 VT 28.2 260 | 305 | 1,842 19.0 155 22.4 647 VT 16.8 13.6 20.1 604

271 25.1 29.1 | 2,430 VA 30.1 27.0 33.1 | 1,416 28.6 26.6 30.7 | 2,350 VA 29.2 26.2 321 | 1,383 9.8 7.4 1241 686 VA 16.3 11.3 21.3 510

285 259 | 310 | 2,341 WA 29.9 28.5 31.2 | 6,351 31.1 285 | 337 | 2,265 WA 29.0 276 | 303 | 6,150 145 11.0 18.0 822 WA 15.8 14.0 176 | 2,284

27.0 25.2 289 | 4,483 Wy 29.6 271 32.1 | 1,502 28.7 268 | 306 | 4277 Wy 31.2 286 | 338 | 1484 9.8 79 1.7 | 1,755 Wy 211 16.7 25.4 408

311 292 | 331 | 2973 wi 28.0 245 | 314 | 1,287 325 305 | 345 | 2,897 Wi 30.0 26.4 | 337 | 1267 16.0 133 18.7 949 Wi 172 127 | 217 608

23.2 211 254 | 1,809 29.3 270 | 316 | 1,842 27.4 252 | 297 | 1,768 WY 28.6 263 | 31.0 | 1,800 148 1141 18.5 403 Wy 26.1 22.6 29.5 748

32.6 30.8 345 | 3,873 49.6 40.4 58.7 161 32.2 30.3 34.0 | 3,777 GU 80.9 74.3 87.5 151 24.8 21.6 27.9 937 GU 272 11.0 434 38

275 247 | 302 | 1,632 73.2 70.7 75.7 | 1,458 31.7 28.7 34.7 | 1,590 PR 74.2 716 76.8 | 1,321 19.9 15.6 24.2 528 PR 18.8 15.1 22.5 592

31.3 29.1 335 | 2,439 61.2 56.2 | 66.1 500 28.2 26.1 304 | 2,380 Vi 63.8 58.7 | 688 466 20.5 17.0 | 241 703 Vi 22.9 156 | 30.2 159

* For specific indicators, see page 5. * For specific indicators, see page 5. * For specific indicators, see page 5.
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NO COLORECTAL CANCER SCREENING, 2008* NO COLORECTAL CANCER SCREENING, 2008** NO DIABETES SCREENING, 2009*t NO DIABETES SCREENING, 2009*t NO LIPID DISORDER SCREENING, 2009* NO LIPID DISORDER SCREENING, 2009*

State  Percent  Lower  Upper N State  Percent ~ Lower  Upper N State  Percent Lower  Upper N State  Percent Lower  Upper N State  Percent  Lower  Upper N State  Percent  Lower  Upper N
AL 37.1 33.6 | 405 | 1217 NE 40.3 373 | 433 | 2,728 AL 313 28.1 345 | 1,611 NE 34.9 314 | 383 | 1,553 AL 6.3 48 79 | 2,104 NE 6.6 57 74 | 5769

AK 40.8 322 | 494 232 NV 40.3 354 | 451 839 AK 30.8 241 376 313 NH 326 207 | 355 | 1,480 AK 10.0 6.1 138 37 NV 6.2 43 8.1 1,183

AZ 323 27.8 36.7 | 1,289 NH 28.2 25.1 313 | 1,109 AZ 30.0 26.7 333 | 1,684 NM 32.1 29.7 345 | 2,135 AZ 45 3.2 5.8 2,060 NH 43 3.2 53 1,817

AR 42.8 39.4 | 462 | 1,103 NJ 38.5 354 | 415 | 1,767 CA 33.0 299 | 362 | 1,397 NY 28.2 248 | 316 809 AR 58 4.4 7.2 1,433 NJ 57 47 6.7 | 3,282

CA 39.6 36.4 428 1,745 NM 40.3 36.7 43.8 1,078 co 30.8 28.0 33.6 1,387 NC 23.7 216 25.9 3,137 CA 6.8 5.7 78 5115 NM 7.9 6.6 9.1 2,597

co 345 32.0 37.1 1,727 NY 32.3 29.2 35.5 1,306 cT 30.2 276 32.9 1,718 OH 35.2 32.9 375 2,325 Cco 5.6 4.5 6.6 3,193 NY 3.9 29 49 2,087

CT 31.8 283 | 353 | 1,023 NC 31.1 29.0 | 332 | 2861 DE 28.9 254 | 323 | 1,015 0K 28.4 252 | 316 953 CT 441 31 5.1 2,065 NC 39 29 48 | 3,990

DE 28.0 237 | 323 721 ND 39.4 358 | 430 842 DC 26.8 235 | 301 856 PA 2.5 243 | 286 | 2,376 DE 39 2.8 50 | 1,400 ND 6.2 49 76 | 1,428

DC 346 29.9 39.2 642 OH 38.3 35.7 409 | 2,198 FL 35.2 32.8 375 | 3,343 RI 293 25.6 33.0 767 DC 6.0 4.4 7.5 1,048 OH 6.0 5.0 71 2,979

G 335 | 302 | 367 | 2,186 | (MO 434 | 405 | 464 | 1484 309 | 278 | 340 | 1198 | b 234 | 211 | 257 | 1.828 B 39 | 31 | 47 |45 | O 60 | 49 | 71 | 2504

31.9 283 35.4 995 OR 353 31.6 391 790 424 379 47.0 787 N 33.0 30.0 359 | 1,557 6.2 4.7 7.7 1,683 OR 6.3 5.0 7.6 1,502

38.8 34.9 42.8 970 PA 36.4 33.6 39.3 2,236 349 319 37.9 1,322 X 28.2 253 311 2,677 6.2 4.8 7.6 1,909 PA 4.4 3.6 53 2,990

441 402 | 48.0 817 RI 28.2 244 | 320 742 272 245 | 29.8 | 1,452 ur 334 310 | 359 | 1,980 8.2 6.7 97 | 1,663 RI 35 26 44 | 1,847

37.9 339 | 418 834 SC 35.1 32.1 38.2 | 2,038 30.2 277 | 327 | 1,578 VT 322 206 | 347 | 1,567 55 4.3 6.7 | 1,756 SC 39 3.0 49 | 3,286

423 38.0 46.6 800 SD 32.3 29.1 355 | 1,216 312 203 332 | 2,458 VA 315 277 352 | 1,020 6.2 51 7.3 2,747 SD 59 4.8 7.1 2,260

35.6 322 38.9 972 N 349 31.2 38.7 1,006 319 28.9 34.8 2,256 WA 33.1 316 347 5,070 6.3 5.1 75 1,902 N 6.6 5.2 8.0 1,893

35.3 326 38.0 1,419 X 37.7 34.6 40.7 1,904 26.1 23.8 28.3 1,990 WV 235 20.7 26.3 1,109 6.0 53 6.6 5,860 TX 6.0 45 7.4 3,354

38.8 354 | 421 | 1,537 ut 34.3 30.1 38.5 73 313 280 | 345 971 wi 275 236 | 31.4 | 1,055 49 35 6.2 | 2931 ut 73 6.1 85 | 2414

44.6 409 | 484 | 1,000 VT 32.8 29.7 | 359 | 1,080 30.1 280 | 323 | 3282 WY 327 302 | 353 | 1,556 53 42 6.3 | 2,682 VT 46 36 5.6 1,907

26.4 23.6 293 | 1191 VA 319 27.8 36.0 910 294 26.9 320 | 1,480 GU 423 317 52.8 122 35 2.6 4.3 2,399 VA 33 23 43 1,441

309 | 277 | 342 | 1,459 | [PUNY| 345 | 327 | 363 | 4031 283 | 250 | 316 | 1291 S 127 | 104 | 150 | 1,004 53 | 38 | 68 | 230 | WA 59 | 52 | 66 | 6221

29.0 26.7 | 313 | 2,923 wv a7 378 | 456 722 4.0 32 4.7 | 4,607 Wy 5.0 38 6.3 1,465

31.8 293 | 343 | 2,025 Vi 21.7 17.0 | 263 399

34.1 314 | 368 | 1,622 Wi 32.9 28.8 36.9 | 1,084 43 34 53 2,936 wi 5.0 3.4 6.5 1,341

* For specific indicators, see page 5.

314 | 2716 | 352 | 687 WSS 417 | 388 | 447 | 1,293 + Optional madule asked in 40 states, the District of Columbia, and three territories 49 37 | 60 | 1785 | ERINEE 5.5 44 | 67 | 1815

4.7 388 | 445 | 1536 GU 53.6 400 | 67.3 65 6.4 5.4 73 | 3,797 GU 137 7.5 20.0 157

38.8 349 | 426 928 PR 56.9 523 | 59.4 973 4.9 37 6.1 1,618 PR 7.0 5.6 8.5 1,456

37.4 34.1 40.8 | 1,201 \ 54.2 475 | 60.8 288 74 6.1 8.6 2,398 \ 75 4.8 103 501

* For specific indicators, see page 5. * For specific indicators, see page 5.

T Colorectal cancer screening included at least one of the following: home blood stool
test (using FOBT) within past year; sigmoidoscopy within past five years and FOBT
within three years; or colonoscopy within past 10 years.
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Alcohol Misuse Screening and Counseling
Ballas P. Health Encyclopedia: Alcohol Consumption. AARP Web site. Available at: http://healthtools.aarp.org/
adamcontent/alcohol-use.

Centers for Disease Control and Prevention. Alcohol and Public Health. U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/alcohol/index.htm.

Guide to Community Preventive Services. Preventing excessive alcohol consumption.
Available at: www.thecommunityguide.org/alcohol/index.html. Last updated: 08/03/2010.

National Institute on Alcohol Abuse and Alcoholism. Alcohol Alert. U.S. Department of Health and Human
Services, National Institutes of Health, National Institute on Alcohol Abuse and Alcoholism Web site. Available at:
http://pubs.niaaa.nih.gov/publications/aa66/aa66.htm.

Aspirin Use
Centers for Disease Control and Prevention. Heart Disease. U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/heartdisease.

Blood Pressure Screening
Centers for Disease Control and Prevention. High Blood Pressure. U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/bloodpressure.

Breast Cancer Screening
A.D.A.M. Editorial Team. Health Encyclopedia: Breast Cancer. AARP Web site. Available at: http://healthtools.aarp.
org/adamcontent/breast-cancer.

Centers for Disease Control and Prevention. Breast Cancer. U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/cancer/breast.

Centers for Disease Control and Prevention. National Breast and Cervical Cancer Early Detection Program. U.S.
Department of Health and Human Services, Centers for Disease Control and Prevention Web site. Available at:
www.cdc,gov/cancer/nbccedp.

National Cancer Institute. Screening and Testing to Detect Cancer: Breast Cancer. U.S. Department of Health and
Human Services, National Institutes of Health, National Cancer Institute Web site. Available at: www.cancer.gov/
cancertopics/screening/breast.
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Cervical Cancer Screening
Centers for Disease Control and Prevention. Cervical Cancer. U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/cancer/cervical.

Guide to Community Preventive Services. Cancer prevention and control. Available at: www.thecommunityguide.
org/cancer/index.html.

Colorectal Cancer Screening
McCartney, RA. Health Encyclopedia: Colon Cancer. AARP Web site. Available at: http://healthtools.aarp.org/
galecontent/colon-cancer-1.

Centers for Disease Control and Prevention. Colorectal (colon) Cancer. U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/cancer/colorectal.

National Cancer Institute. Screening and Testing to Detect Cancer: Colon and Rectal Cancer. U.S. Department of
Health and Human Services, National Institutes of Health, National Cancer Institute Web site.
Available at: www.cancer.gov/cancertopics/screening/colon-and-rectal.

Depression Screening and Counseling
Ballas P. Health Encyclopedia: Depression. AARP Web site. Available at: http://healthtools.aarp.org/
adamcontent/depression.

Centers for Disease Control and Prevention, National Association of Chronic Disease Directors. The State of
National Health and Aging in America, Issue Brief #1: What do the data tell us? U.S. Department of Health and
Human Services, Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/aging/pdf/
mental_health.pdf.

Guide to Community Preventive Services. Mental health and mental illness. Available at: www.thecommunityguide.
org/mentalhealth/index.html.

National Institutes of Health, National Library of Medicine. Depression. Available at: www.nlm.nih.gov/
medlineplus/depression.html.

National Registry of Evidence-based Programs and Practices. Find an Intervention. U.S. Department of Health and
Human Services, Substance Abuse and Mental Health Services Administration Web site. Available at: www.nrepp.
samhsa.gov.


http://healthtools.aarp.org/adamcontent/alcohol-use
http://healthtools.aarp.org/adamcontent/alcohol-use
www.cdc.gov/alcohol/index.htm
www.thecommunityguide.org/alcohol/index.html
http://pubs.niaaa.nih.gov/publications/aa66/aa66.htm
www.cdc.gov/heartdisease
www.cdc.gov/bloodpressure
http://healthtools.aarp.org/adamcontent/breast-cancer
http://healthtools.aarp.org/adamcontent/breast-cancer
www.cdc.gov/cancer/breast
www.cdc,gov/cancer/nbccedp
www.cancer.gov/cancertopics/screening/breast
www.cancer.gov/cancertopics/screening/breast
www.cdc.gov/cancer/cervical
www.thecommunityguide.org/cancer/index.html
www.thecommunityguide.org/cancer/index.html
http://healthtools.aarp.org/galecontent/colon-cancer-1
http://healthtools.aarp.org/galecontent/colon-cancer-1
www.cdc.gov/cancer/colorectal
www.cancer.gov/cancertopics/screening/colon-and-rectal
http://healthtools.aarp.org/ adamcontent/depression
http://healthtools.aarp.org/ adamcontent/depression
www.cdc.gov/aging/pdf/mental_health.pdf
www.cdc.gov/aging/pdf/mental_health.pdf
www.thecommunityguide.org/mentalhealth/index.html
www.thecommunityguide.org/mentalhealth/index.html
www.nlm.nih.gov/medlineplus/depression.html
www.nlm.nih.gov/medlineplus/depression.html
www.nrepp.samhsa.gov
www.nrepp.samhsa.gov

Diabetes Screening
A.D.A.M. Editorial Team. Health Encyclopedia: Diabetes. AARP Web site. Available at: http://healthtools.aarp.org/
adamcontent/diabetes.

Centers for Disease Control and Prevention. Diabetes Public Health Resource. U.S. Department of Health and
Human Services, Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/diabetes.

Influenza Vaccination
Centers for Disease Control and Prevention. Seasonal Influenza (flu). U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/flu.

The Community Guide Branch. Vaccinations to prevent diseases. U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention, Office of Surveillance, Epidemiology, and Laboratory Services.
Available at: www.thecommunityguide.org/vaccines/index.html.

Lipid Disorder Screening
A.D.AM. Editorial Team. Health Encyclopedia: High Cholesterol. AARP Web site. Available at: http://healthtools.
aarp.org/adamcontent/cholesterol-high-1.

Department of Health and Human Services. Get Your Cholesterol Checked. U.S. Department of Health and Human
Services Web site. Available at: www.healthfinder.gov/prevention/ViewTopic.aspx?topicld=14.

Centers for Disease Control and Prevention. Cholesterol Fact Sheet. U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/DHDSP/library/fs_
cholesterolhtm.

National Heart Lung and Blood Institute. High Blood Cholesterol. U.S. Department of Health and Human Services,

National Institutes of Health Web site. Available at: www.nhlbi.nih.gov/health/dci/Diseases/Hbc/HBC_Whatls.html.

Obesity Screening and Counseling

Guide to Community Preventive Services. Obesity prevention and control. Available at: www.thecommunityguide.
org/obesity/index.html.

Office of the Surgeon General. The Surgeon General’s Call to Action to Prevent and Decrease Overweight and

Obesity. U.S. Department of Health and Human Services, Office of the Assistant Secretary for Health Web site.
Available at: www.surgeongeneral.gov/topics/obesity.

Osteoporosis Screening
National Osteoporosis Foundation. Health professional resources. Washington, DC. Available at: www.nof.org/
professionals/resources.

Office of the Surgeon General. Bone health and osteoporosis: A report of the Surgeon General. Washington, DC:
U.S. Department of Health and Human Services; 2004. Available at: www.surgeongeneral.gov/library/bonehealth/
content.html.

Pneumococcal Vaccination

Centers for Disease Control and Prevention. Vaccines and Preventable Diseases: Pneumococcal Vaccination. U.S.
Department of Health and Human Services, Centers for Disease Control and Prevention Web site. Available at:
www.cdc.gov/vaccines/vpd-vac/pneumo/default.htm#top.

American Medical Association. Vaccine Resources. Adult Vaccinations. Available at: www.ama-assn.org/ama/pub/
physician-resources/public-health/vaccination-resources/adult-vaccination.shtml.

Smoking Cessation Counseling
American Medical Association, AMA Healthier Lifesteps™ Toolkit. Available at: www.ama-assn.org/ama/pub/
physician-resources/public-health/promoting-healthy-lifestyles/healthier-life-steps-program.shtml.

Centers for Disease Control and Prevention. Smoking and Tobacco Use. U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/tobacco.

Centers for Disease Control and Prevention. Best Practices for Comprehensive Tobacco Control Programs—2007.
U.S. Department of Health and Human Services, Centers for Disease Control and Prevention Web site. Available at:
www.cdc.gov/tobacco/tobacco_control_programs/stateandcommunity/best_practices.

Tobacco Control Research Branch. Quit Smoking Today, We can Help. U.S. Department of Health and Human
Services, National Institutes of Health, National Cancer Institute, Tobacco Control Research Branch Web site.
Available at: www.smokefree.gov.

Zoster Vaccination

Centers for Disease Control and Prevention. Shingles Disease. U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention Web site. Available at: www.cdc.gov/vaccines/vpd-vac/shingles/dis-fags.htm.

All Web sites were accessed as of November 29, 2010.
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Administration on Aging

CENTERS for MEDICARE & MEDSCAID SERVCES

Centers for Disease Control and Prevention (CDC)
Collaborating to create the expertise, information, and tools that people and
communities need to protect their health — through health promotion, prevention

of disease, injury and disability, and preparedness for new health threats.

Administration on Aging (AoA)
To develop a comprehensive, coordinated and cost-effective system of home and
community-based services that helps elderly individuals maintain their health

and independence in their homes and communities.

Agency for Healthcare Research and Quality (AHRQ)
To improve the quality, safety, efficiency, and effectiveness of health care for

all Americans.

Centers for Medicare and Medicaid Services (CMS)
To ensure effective, up-to-date health care coverage and to promote quality care

for beneficiaries.

1600 Clifton Road
Atlanta, GA 30333

www.cdc.gov
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Washington, DC 20001
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