





. . 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
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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*

70 /]
60 —
50 — 46.6
40

30

White  Black Hispanic Asian/Pl AI/AN  Other

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
AI/AN = American Indian/Alaska Native

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.



www.CMSPulse.org

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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AI/AN = American Indian/Alaska Native

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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/—‘ 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.’

22 Enhancing Use of Clinical Preventive Services Among Older Adults

(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.
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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
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(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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