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31.9 – 33.0 

33.1 – 42.4 

No Data 

40 states and the District of Columbia 

* This indicator is broader than current Task Force 

Washington, DC 

Classification: Quintile 

Diabetes Screening INDICATOR: 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 

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.17. 

	 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.18 

THE STATE-BY-STATE PICTURE	� 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 State, 2009* •	 N	 early	a	third,	or	31	percent,	of	older	adults	 

without diagnosed diabetes reported not 
receiving a test for high blood sugar or diabetes 
within the past three years. 

•	 A	 cross	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. 

Consult Appendix B for 

state-by-state percentages
�

Source: Behavioral Risk Factor Surveillance System, 

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* 

30.5 29.9 
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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. (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 a result 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 A1c 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/ 

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

REACH U.S.: REDUCING DISPARITIES FOR AFRICAN AMERICANS 
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Lipid Disorder Screening 
INDICATOR: Percent of adults aged 65 and older who reported 
not having a blood cholesterol test within the past five years 

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.19 

 Screening for lipid disorders can prevent premature mortality from coronary heart disease and avert substantial disability, distress, and pain.20 

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 

70 
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40 
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20 

10.3 8.910 7.76.3 6.74.6 

0 

Asian/PI = Asian/Pacific Islander 

AI/AN = American Indian/Alaska Native 

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

White Black Hispanic Asian/PI AI/AN Other 

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 

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

MISSISSIPPI HEALTH FIRST COLLABORATIVE 
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Osteoporosis Screening 
INDICATOR: 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 

WHY THIS MATTERS 

	 At some point in their lifetime, 30 to 50 percent of women and 15 to 30 percent of men will experience an osteoporotic fracture.21 

	 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.22 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.23 

CRITICAL GAPS	� Percent of Women Medicare Beneficiaries 
Aged 65 and Older Who Reported Not •	 State	data	are	not	available	for	this	indicator.	 
Ever Receiving Screening for Osteoporosis, 

•	 S	 ixty-two	percent	of	black	women	and	 by Race, 2006* 
54 percent of American Indian/Alaska Native 

women reported never receiving osteoporosis 70
 

screening compared to 33 percent of white 62.0
 

women, a difference of 29 and 21 percent, 60
 
54.0 

respectively. 
50 

40.0 39.040 

33.0 
30 

20 

10 

0 
White Black Asian/PI AI/AN Other 

Asian/PI = Asian/Pacific Islander 

AI/AN = American Indian/Alaska Native 

Source: Medicare Current Beneficiary Survey 

* Osteoporosis screening with a bone mass or bone density measurement 

CRITICAL GAPS	� Percent of Women Medicare Beneficiaries 
Aged 65 and Older Who Reported Not •	 	Forty-five	percent	of	Hispanic	women	 
Ever Receiving Screening for Osteoporosis, reported never being screened for osteoporosis 
by Ethnicity, 2006* compared to 35 percent of non-Hispanic 


women, a 10 percent difference. 

70 

•	 	In	addition,	57	percent	of	women	who	qualify	 
60 

for both Medicare and Medicaid and 47. percent 

of those who had just basic Medicare coverage 
 50 

reported never being screened for osteoporosis, 45.0
 

compared to 29 percent of women who had 40
 
35.0 

private insurance coverage to supplement their 

Medicare benefits. (Data not shown.) 30
 

20 

10 

0 
Non-Hispanic Hispanic 

Source: Medicare Current Beneficiary Survey 

* Osteoporosis screening with a bone mass or bone density measurement 
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PROMOTING SCREENING THROUGH WELLNESS TOURS 

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 

(BMI). 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 
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 

WHY THIS MATTERS 

	 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 65.24 An estimated $7.3 billion is spent each year on smoking-
related medical care.25 

	 The National Commission on Prevention Priorities ranks smoking cessation counseling the second most important preventive service for adults, preceded only by daily aspirin use.26 

CRITICAL GAPS 

•	 State	data	are	not	available	for	this	indicator. 

•	 	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. 

•	 	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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10 
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Source: Medical Expenditure Panel Survey 

Men 

Women 

CMS funded a seven-state smoking cessation demonstration project to 

test the effectiveness and cost-effectiveness of Medicare coverage for 

smoking cessation therapy.27 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.28 

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 enrollment into the demonstration. 

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

RECRUITING BENEFICIARIES FOR SMOKING CESSATION 
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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.1 

Aspirin use 

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 
of an increase in gastrointestinal hemorrhage.2 

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.3 

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

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.4 

Depression screening and counseling 
The USPSTF recommends screening adults for depression when staff-assisted depression care supports are in place to assure accurate diagnosis, effective treatment, and 
follow-up.5 

Obesity screening and counseling 
The USPSTF recommends that clinicians screen all adult patients for obesity and offer intensive counseling and behavioral interventions to promote sustained weight loss 
for obese adults.6 

Zoster vaccination 
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 
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.7 

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.8 In the United States, excessive alcohol consumption generates nearly $185 billion in 
annual economic costs (1998), largely due to lost productivity.8 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).9 

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.2 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.11 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.9 The 
NCPP ranked daily aspirin use as the highest priority clinical preventive service for adults at high risk 
of heart disease.9 

(BRFSS), 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 BRFSS 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., 7.7. percent of binge drinkers 
reported not receiving alcohol misuse counseling. Ten states were included in this survey and no age-
specific analyses were conducted.10 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 BRFSS 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 7.9* 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 
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Blood Pressure 

Nearly 7.1 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 2005-2006.12,13 Screening for high blood 
pressure is one of the most well-established clinical practices in health care settings. According to 
the USPSTF, there is a high level of certainty that the benefits of screening for high blood pressure 
outweigh the harms14 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.15 

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 

Older women are more affected by hypertension than men (7.6.6 percent vs. 63.0 percent) and are less 
likely to have their blood pressure under control (42.9 percent vs. 57..9 percent).16 

For many years, the BRFSS 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.17. Because this figure was so high, the BRFSS 
omitted this question.18 

(ACS) suggests stopping cervical cancer screening at age 7.0, 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.19 

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 

The BRFSS 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.20 This 
PHQ8 was not included in 2007. or 2009, and only eight states used it in 2008. 

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.21,22 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 85th birthday.24 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.25,26 

and older, the prevalence of obesity in 2009 was 22.8 percent (95% CI 23.4-24.2) using BRFSS data from 
50 states and the District of Columbia.23 

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)27. and 10 percent in 2009 (95% CI 9.1-11.0).28 
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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 recommended services for 
all older adults, particularly those who are 
currently underserved. 

USE OF CLINICAL PREVENTIVE SERVICES BY RACE AND ETHNICITY 

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 

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 USPSTF, 
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. 

•	 	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.1 

•	 	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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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.2 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 

REACH U.S.: REDUCING DISPARITIES FOR ASIAN AND PACIFIC ISLANDERS 
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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 SERVICES3 

FEATURED SERVICES CLIENT-ORIENTED INTERVENTIONS PROVIDER- AND SYSTEM-ORIENTED INTERVENTIONS 

Influenza and pneumococcal vaccination 

•	 Home	visits	to	increase	vaccination	coverage 
•	 Multi-component	interventions	for	expanding	access	in	health	care	settings 
•	 Reduced	client	out-of-pocket	costs	 
•	 Client	reminder	and	recall	systems 
•	 Multi-component	interventions	that	include	education 

•	 Provider	assessment	and	feedback	 
•	 Provider	reminder	systems	 
•	 Standing	orders	 

Breast cancer screening 

•	 Client	reminders	 
•	 Small	media	 
•	 One-on-one	education,	tailoring	information	to	each	person’s	needs	 
•	 Reduced	structural	barriers 
•	 Reduced	out-of-pocket	costs 

•	 Provider	assessment	and	feedback 
•	 Provider	reminder	and	recall	systems

 Colorectal cancer screening 
•	 Client	reminders	for	colorectal	cancer	screenings	by	fecal	occult	blood	testing	(FOBT) 
•	 Small	media	 
•	 Reduced	structural	barriers 

•	 Provider	assessment	and	feedback 
•	 Provider	reminder	and	recall	systems	 

Diabetes screening 
Reviewed	only	for	diabetes	control 

•	 Diabetes	self-management	education	in	community	gathering	places 

Reviewed	only	for	diabetes	control 

•	 Case	management	interventions	to	improve	glycemic	control	 
•	 Disease	management	programs 

Lipid disorder screening Not reviewed Not reviewed 

Osteoporosis screening Not reviewed Not reviewed 

Smoking cessation counseling 
•	 Reduced	client	out-of-pocket	costs	for	cessation	therapies 
•	 Multi-component	interventions	that	include	telephone	support 

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

27 



   

   

   

   

   
 

   
 

   

    

   

  

  

  
 

  

  

   

  
 

 

   

   

   

   

   

   

   
 

   

   

  
 

  

  

  

  

  

  

  

  

  
  

  

  

Introduction 
1. Centers for Medicare & Medicaid Services. Medicare Fact Sheet, Affordable Care Act Provisions and the CY 2011 Medicare 

Physician Fee Schedule Proposed Rule. Washington, DC: U.S. Department of Health and Human Services, Centers for Medicare 
& Medicaid Services; 2010. Available at: http://healthyamericans.org/assets/files/CMS_Fact_Sheet.pdf. 

2. Association of State and Health Officials (ASTHO), Examples of State Legislation. Available at: www.astho.org/Display/
 
AssetDisplay.aspx?id=4965. 


3. Maciosek MV, Coffield AB, Edwards NM, Flottemesch TJ, Goodman MJ, Solberg LI. Priorities among effective clinical preventive 
services: Results of a systematic review and analysis. American Journal of Preventive Medicine 2006;31(1):52-61. 

4. Maciosek MV, Coffield AB, Flottemesch TJ, Edwards NM, Solberg LI. Greater use of preventive services in U.S. health care could 
save lives at little or no cost. Health Affairs 2010;29(9):1659-1660. 

5. Farley TA, Dalal MA, Mostashari F, Frieden TF. Deaths preventable in the U.S. by improvements in use of clinical preventive 

services. American Journal of Preventive Medicine 2010;38(6):600-609.
 

6. Ozminkowski RJ, Goetzel RZ, Shechter D, Stapleton DC, Baser O, Lapin P. Predictors of preventive service use among Medicare 

beneficiaries. Health Care Financing Review 2006;27.(3):5-23.
 

7.. U.S. Department of Health and Human Services (HHS), Healthy People 2010: National Health Promotion and Disease Prevention 
Objectives, conference ed. in two vols. Washington, DC, January 2000. 

8. Agency for Healthcare Research and Quality. National Healthcare Disparities Report 2008. Rockville, MD: U.S. Department of Health 
and Human Services, Agency for Healthcare Research and Quality; 2009. Available at: www.ahrq.gov/qual/nhdr08/nhdr08.pdf. 

9. Centers for Disease Control and Prevention. National Health Interview Survey. Early release of selected estimates based on data 

from January to March, 2010. Available at: www.cdc.gov/nchs/data/nhis/earlyrelease/201009_05.pdf.
 

10. Halle M, Lewis CB, Seshamani M. Health disparities: A case for closing the gap. U.S. Department of Health and Human Services, 
Health Reform Web Site. Available at: www.healthreform.gov/reports/healthdisparities/disparities_final.pdf. 

11. Centers for Disease Control and Prevention. Cancer screening: Colorectal cancer, breast cancer. CDC Vitalsigns. U.S. Department 
of Health and Human Services, Centers for Disease Control and Prevention Web Site. Available at: www.cdc.gov/vitalsigns/ 
cancerscreening/indexcc.html. 

12. AARP Public Policy Institute. Racial and ethnic disparities in influenza and pneumococcal immunization rates among Medicare 
beneficiaries. AARP Insight on the Issues, October 2008. Available at http://assets.aarp.org/rgcenter/health/i12_flu.pdf. 

13. Committee on Quality of Health Care in America, Institute of Medicine. Crossing the quality chasm: A new health system for the 
21st century. Washington, DC; National Academy Press; 2001. Available at: www.iom.edu/~/media/Files/Report%20Files/2001/ 
Crossing-the-Quality-Chasm/Quality%20Chasm%202001%20%20report%20brief.pdf. 

14. Centers for Disease Control and Prevention, AARP, American Medical Association. Promoting Preventive Services for Adults 
50-64: Community and Clinical Partnerships. Atlanta, GA: National Association of Chronic Disease Directors; 2009. Available at: 
www.cdc.gov/aging/pdf/promoting-preventive-services.pdf. 

15. Frieden TR. A framework for public health action: The health impact pyramid. American Journal of Public Health 
2010;100(4):590-595. 

16. Barr VJ, Robinson S, Marin-Link B, Underhill L, Dotts A, Ravensdale D, Salivaras S. The Expanded Chronic Care Model: An 
integration of concepts and strategies from population health promotion and the Chronic Care Model. Healthcare Quarterly 
2003;7.(1):7.3-82. 

17.. Bureau of the Census. Current Population Reports, P23-17.8RV (May 1993) and P25-1104 (Nov 1993). 

Featured Preventive Services 
1. Immunization Action Coalition. Summary of recommendations for adult immunization. Available at: www.immunize.org/catg.d/ 

p2011.pdf. 
2. U.S. Preventive Services Task Force. Screening for Breast Cancer, Topic Page. July 2010. U.S. Preventive Services Task Force. 


Available at: www.uspreventiveservicestaskforce.org/uspstf/uspsbrca.htm.
 

3. U.S. Preventive Services Task Force. Screening for Colorectal Cancer, Topic Page. March 2009. U.S. Preventive Services Task Force. 
Available at: www.uspreventiveservicestaskforce.org/uspstf/uspscolo.htm. 

4. U.S. Preventive Services Task Force. Screening for Type 2 Diabetes Mellitus in Adults, Topic Page. June 2008. U.S. Preventive 

Services Task Force. Available at: www.uspreventiveservicestaskforce.org/uspstf/uspsdiab.htm. 


5. U.S. Preventive Services Task Force. Screening for Lipid Disorders in Adults, Topic Page. June 2008. U.S. Preventive Services Task 

Force. Available at: www.uspreventiveservicestaskforce.org/uspstf/uspschol.htm. 


6. U.S. Preventive Services Task Force. Screening for Osteoporosis, Topic Page. July 2010. U.S. Preventive Services Task Force. 

Available at: www.uspreventiveservicestaskforce.org/uspstf/uspsoste.htm. 


7.. U.S. Preventive Services Task Force. Counseling and Interventions to Prevent Tobacco Use and Tobacco-Caused Disease in Adults 

and Pregnant Women, Topic Page. April 2009. U.S. Preventive Services Task Force. Available at: 

www.uspreventiveservicestaskforce.org/uspstf/uspstbac2.htm. 


8. Thompson WW, Moore MR, Weintraub E, Cheng P, Jin X, et al. Estimating influenza-associated deaths in the United States. 

American Journal of Public Health 2009;99(S2):S225-S230. 


9. Prosser LA, O’Brien MA, Molinari NM, Hohman KH, Nichol KL, et al. Non-traditional settings for influenza vaccination of 

adults: Costs and cost effectiveness. Pharmacoeconomics 2008;26(2):163-17.8.
 

10. Fisman DN, Abrutyn E, Spaude KA, Kirchner C, Daley J. Prior pneumococcal vaccination is associated with reduced death, 
complications, and length of stay among hospitalized adults with community-acquired pneumonia. Clinical Infectious Diseases 
2006;42(8):1093-1101. 

11. Centers for Disease Control and Prevention. Prevention of pneumococcal disease: Recommendations of the Advisory Committee 
on Immunization Practices (ACIP). Morbidity and Mortality Weekly Report 1997. April 04;46(RR-08); 1-24. Available at: www.cdc. 
gov/mmwr/preview/mmwrhtml/00047.135.htm. 

12. Shenson D, Cassarino L, DeMartino D, Marantz P, Bolen J, et al. Improving access to mammograms through community-based 
influenza clinics: A quasi-experimental study. American Journal of Preventive Medicine 2001;20(2):97.-102. 

13. Mandelblatt J, Saha S, Teutsch S, Hoerger T, Siu AL, et al. The cost-effectiveness of screening mammography beyond age 65 years: 
A systematic review for the U.S. Preventive Services Task Force. Annals of Internal Medicine 2003;139(1):835-842. 

14. Nelson HD, Tyne K, Naik A, Bougatsos C, Chan BK, et al. Screening for breast cancer: An update for the U.S. Preventive Services 
Task Force. Annals of Internal Medicine 2009;151:7.27.-7.37.. 

15. Mariotto AB, Yabroff KR, Feuer EJ, DeAngelis, Brown M. Projecting the number of patients with colorectal carcinoma by phases 
of care in the US: 2000-2020. Cancer Causes & Control 2006;17.(10):1215-1226. 

16. U.S. Preventive Services Task Force. Screening for Colorectal Cancer: U.S. Preventive Services Task Force Recommendation 
Statement. AHRQ Publication 08-05124-EF-3, October 2008. Available at: www.uspreventiveservicestaskforce.org/uspstf08/ 
colocancer/colors.htm. 

17.. American Diabetes Association. Screening for type 2 diabetes. Diabetes Care 2004;27.(s1): s11-s14. Available at: www.cdc.gov/ 
diabetes/news/docs/screening.htm. 

18. Centers for Disease Control and Prevention. National diabetes fact sheet: General information and national estimates on diabetes 
in the United States, 2007.. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and 
Prevention; 2008. Available at: www.cdc.gov/diabetes/pubs/pdf/ndfs_2007..pdf. 

19. American Heart Association. Heart Disease and Stroke Statistics: 2009 Update. Dallas, TX: American Heart Association; 2009. 
20. National Institutes of Health. Third Report of the National Cholesterol Education Program (NCEP) Expert Panel on Detection, 

Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel III) Executive Summary. Bethesda, MD: U.S. 
Department of Health and Human Services, National Heart, Lung, and Blood Institute; 2001. Available at: www.nhlbi.nih.gov/ 
guidelines/cholesterol/atp3xsum.pdf. 

21. U.S. Department of Health and Human Services. Bone health and osteoporosis: A report of the Surgeon General (2004). 
Rockville, MD: U.S. Department of Health and Human Services, Office of the Surgeon General; 2004. 

References
�
28 Enhancing Use of Clinical Preventive Services Among Older Adults 

http://healthyamericans.org/assets/files/CMS_Fact_Sheet.pdf
www.astho.org/Display/AssetDisplay.aspx?id=4965
www.astho.org/Display/AssetDisplay.aspx?id=4965
www.ahrq.gov/qual/nhdr08/nhdr08.pdf
www.cdc.gov/nchs/data/nhis/earlyrelease/201009_05.pdf
www.healthreform.gov/reports/healthdisparities/disparities_final.pdf
www.cdc.gov/vitalsigns/cancerscreening/indexcc.html
www.cdc.gov/vitalsigns/cancerscreening/indexcc.html
http://assets.aarp.org/rgcenter/health/i12_flu.pdf
www.iom.edu/~/media/Files/Report%20Files/2001/Crossing-the-Quality-Chasm/Quality%20Chasm%202001%20%20report%20brief.pdf
www.iom.edu/~/media/Files/Report%20Files/2001/Crossing-the-Quality-Chasm/Quality%20Chasm%202001%20%20report%20brief.pdf
www.cdc.gov/aging/pdf/promoting-preventive-services.pdf
www.immunize.org/catg.d/p2011.pdf
www.immunize.org/catg.d/p2011.pdf
www.uspreventiveservicestaskforce.org/uspstf/uspsbrca.htm
www.uspreventiveservicestaskforce.org/uspstf/uspscolo.htm
www.uspreventiveservicestaskforce.org/uspstf/uspsdiab.htm
www.uspreventiveservicestaskforce.org/uspstf/uspschol.htm
www.uspreventiveservicestaskforce.org/uspstf/uspsoste.htm
www.uspreventiveservicestaskforce.org/uspstf/uspstbac2.htm
www.cdc.gov/mmwr/preview/mmwrhtml/00047135.htm
www.cdc.gov/mmwr/preview/mmwrhtml/00047135.htm
www.uspreventiveservicestaskforce.org/uspstf08/colocancer/colors.htm
www.uspreventiveservicestaskforce.org/uspstf08/colocancer/colors.htm
www.cdc.gov/diabetes/news/docs/screening.htm
www.cdc.gov/diabetes/news/docs/screening.htm
www.cdc.gov/diabetes/pubs/pdf/ndfs_2007.pdf
www.nhlbi.nih.gov/guidelines/cholesterol/atp3xsum.pdf
www.nhlbi.nih.gov/guidelines/cholesterol/atp3xsum.pdf


  

  

  

   

  

  

  

   

   
 

   
 

    

    

    

   

   
 

   

  

  

  

  

  
 

   

  

  

  

  

  

  
 

  

  

   

  

  

  

  

   

    

   

 

22. Kern LM, Powe NR, Levine MA, Fitzpatrick AL, Harris TB, et al. Association between screening for osteoporosis and the 
incidence of hip fracture. Annals of Internal Medicine 2005;142(3):17.3-181. 

23. Bishop CE, Gilden D, Blom J, Kubisiak J, Hakim R, et al. Medicare spending for injured elders: Are there opportunities for 
savings? Health Affairs 2002;21(6):215-223. 

24. Husten CG, Shelton DM, Chrismon JH, Lin YC, Mowery P, et al. Cigarette smoking and smoking cessation among older adults: 
United States, 1965-94. Tobacco Control 1997.;6(3):17.5-180. 

25. Miller LS, Zhang X, Rice DP, Max W. State estimates of total medical expenditures attributable to cigarette smoking, 1993. Public 
Health Reports 1998;113(5):447.-458. 

26. Maciosek MV, Coffield AB, Edwards NM, Flottemesch TJ, Goodman MJ, Solberg LI. Priorities among effective clinical preventive 
services: Results of a systematic review and analysis. American Journal of Preventive Medicine 2006;31(1):52-61. 

27.. Maglione M, Larson C, Giannotti T, Lapin P. Use of Medicare Summary Notice Inserts to generate interest in the Medicare Stop 
Smoking Program. American Journal of Health Promotion 2007.;21(5):422-425. 

28. Joyce GF, Niaura R, Maglione M, Mongoven J, Larson-Rotter C, et al. The effectiveness of covering smoking cessation services for 
Medicare beneficiaries. Health Services Research 2008;43(6):2106-2123. 

Additional Preventive Services 
1. U.S. Preventive Services Task Force. Screening and Behavioral Counseling Interventions in Primary Care to Reduce Alcohol 


Misuse, Topic Page. April 2004. Available at: www.uspreventiveservicestaskforce.org/uspstf/uspsdrin.htm.
 
2. U.S. Preventive Services Task Force. Aspirin for the prevention of cardiovascular disease: U.S. Preventive Services Task Force 


Recommendation Statement. Annals of Internal Medicine 2009;150(6):396-404.
 
3. U.S. Preventive Services Task Force. Screening for High Blood Pressure: U.S. Preventive Services Task Force Reaffirmation 


Recommendation Statement. Annals of Internal Medicine 2007.;147.(11):7.83-7.86.
 
4. U.S Preventive Services Task Force. Screening for cervical cancer: Recommendations and rationale. Available at: 


www.uspreventiveservicestaskforce.org/3rduspstf/cervcan/cervcanrr.htm.
 
5. U.S. Preventive Services Task Force. Screening for Depression in Adults, Topic Page. December 2009. Available at: 


www.uspreventiveservicestaskforce.org/uspstf/uspsaddepr.htm.
 
6. U.S. Preventive Services Task Force. Screening for Obesity in Adults, Topic Page. December 2003. Available at: 


www.uspreventiveservicestaskforce.org/uspstf/uspsobes.htm.
 
7.. Harpaz R, Ortega-Sanchez IR, Seward JF. Prevention of herpes zoster: Recommendations of the Advisory Committee on 


Immunization Practices. Morbidity and Mortality Weekly Report 2008 June 6;57.(RR5):1-30. 

8. U.S. Department of Health and Human Services. Tenth special report to the U.S. Congress on alcohol and health from the 


Secretary of Health and Human Services. Washington, DC: National Institutes of Health, National Institute on Alcohol Abuse 

and Alcoholism (NIAAA). NIH Publication No. 00-1583; June 2000.
 

9. Maciosek MV, Coffield AB, Edwards NM, Flottemesch TJ, Goodman MJ, Solberg LI. Priorities among effective clinical preventive 
services: Results of a systematic review and analysis. American Journal of Preventive Medicine 2006;31(1):52-61. 

10. Denny CH, Serdula MK, Holtzman D, Nelson DE. Physician advice about smoking and drinking: Are U.S. adults being informed? 
American Journal of Preventive Medicine 2003;24(1):7.1-7.4. 

11. Antithrombotic Trialists’ (ATT) Collaboration. Aspirin in the primary and secondary prevention of vascular disease: collaborative 
meta-analysis of individual participant data from randomized trials. Lancet 2009;37.3:1849-1860. 

12. Ostchega Y, Yoon SS, Hughes J, Louis T. Hypertension awareness, treatment, and control—continued disparities in adults: United 
States, 2005-2006. U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National Center 
for Health Statistics; 2008. Available at: www.cdc.gov/nchs/data/databriefs/db03.pdf. 

13. U.S. Census Bureau. State and county quickfacts. U.S. Census Bureau Web Site. Available at: http://quickfacts.census.gov/qfd/ 
states/00000.html. 

14. U.S. Preventive Services Task Force. Screening for high blood pressure: U.S. Preventive Services Task Force reaffirmation 
recommendation statement. Annals of Internal Medicine 2007.;147.(11):7.83-7.86. 

15. Wolff T, Miller T. Evidence for the reaffirmation of the U.S. Preventive Services Task Force recommendation on screening for 
high blood pressure. Annals of Internal Medicine 2007.;147.(11):7.87.-7.91. 

16. McDonald M, Hertz RP, Unger AN, Lustik MB. Prevalence, awareness, and management of hypertension, dyslipidemia, and 
diabetes among United States adults aged 65 and older. Journal of Gerontology 2009;64A(2):256-263. 

17.. Centers for Disease Control and Prevention. Behavioral Risk Factors Surveillance System (BRFSS), 2000. U.S. Department of 
Health and Human Services, Centers for Disease Control and Prevention Web Site. Available at: www.cdc.gov/brfss. 

18. Ayala G, Greenlund KJ, Croft JB, Neff LJ, Dai S, et al. State-specific trends in self-reported blood pressure screening and high 
blood pressure—United States, 1991-1999. Morbidity and Mortality Weekly Report 2002;51(21):456-460. 

19. Smith RA, Cokkinides V, von Eschenbach AC, Levin B, Cohen C, et al. American Cancer Society Guideline for the Early 
Detection of Cervical Neoplasia and Cancer. A Cancer Journal for Clinicians 2002;52(1):8-22. 

20. Centers for Disease Control and Prevention. Behavioral Risk Factors Surveillance System (BRFSS), 2006. U.S. Department of 
Health and Human Services, Centers for Disease Control and Prevention Web Site. Available at: www.cdc.gov/brfss. 

21. Yan LL, Daviglus ML, Liu K, Pirzada A, Garside DB, et al. BMI and health-related quality of life in adults 65 years and older. 
Obesity Research 2004;12:69–7.6. 

22. Houston DK, Nicklas BJ, Zizza CA. Weighty concerns: The growing prevalence of obesity among older adults. Journal of the 
American Dietetic Association 2009;109(11):1886-1895. 

23. Centers for Disease Control and Prevention. Behavioral Risk Factors Surveillance System (BRFSS), 2009. U.S. Department of 
Health and Human Services, Centers for Disease Control and Prevention Web Site. Available at: www.cdc.gov/brfss. 

24. Schmader KE. Epidemiology and impact on quality of life of postherpetic neuralgia and painful diabetic neuropathy. The Clinical 
Journal of Pain 2002;18(6):350-354. 

25. Oxman MN, Levin MJ and the Shingles Prevention Study Group. A vaccine to prevent herpes zoster and postherpetic neuralgia 
in older adults. New England Journal of Medicine 2005;352(22):227.1-2284. 

26. Pellissier JM, Brisson M, Levin MJ. Evaluation of the cost-effectiveness in the United States of a vaccine to prevent herpes zoster 
and postherpetic neuralgia in older adults. Vaccine 2007.;25(49):8326-8337.. 

27.. Greby SM, Lu P-J, WIlliams WW, Singleton JA. 2009 adult vaccination coverage, NHIS. The National Health Interview Survey 
National Center for Immunization and Respiratory Diseases. Available at: www.cdc.gov/vaccines/stats-surv/nhis/2009-nhis.htm. 

28. NCHS Health E-Stat. Vaccination coverage estimates from the National Health Interview Survey: United States 2008. Schiller JS, 
Euler GL. CDC/National Center for Health Statistics. Available at: www.cdc.gov/nchs/data/hestat/vaccine_coverage/vaccine_ 
coverage.htm. 

Making a Difference 
1. Rosenthal EL, Brownstein JN, Rush CH, Hirsch GR, Willaert AM, Scott JR, et al. Community health workers: Part of the solution. 

Health Affairs 2010;29(7.):1338-1342. 
2. Jenkins CNH, Kagawa-Singer M. Confronting critical health issues of Asian and Pacific Islander Americans. In: Zane NWS, 


Takeuchi DT, Young KNJ. (eds). Cancer. Thousand Oaks:CA; Sage Publications; 1994:105-147..
 
3. The Community Guide Branch. The Community Guide Branch Web Site. U.S. Department of Health and Human Services, 


Centers for Disease Control and Prevention, Office of Surveillance, Epidemiology, and Laboratory Services; 2010. Available at: 

www.thecommunityguide.org/index.html.
 

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

29 

www.uspreventiveservicestaskforce.org/uspstf/uspsdrin.htm
www.uspreventiveservicestaskforce.org/3rduspstf/cervcan/cervcanrr.htm
www.uspreventiveservicestaskforce.org/uspstf/uspsaddepr.htm
www.uspreventiveservicestaskforce.org/uspstf/uspsobes.htm
www.cdc.gov/nchs/data/databriefs/db03.pdf
http://quickfacts.census.gov/qfd/states/00000.html
http://quickfacts.census.gov/qfd/states/00000.html
www.cdc.gov/brfss
www.cdc.gov/brfss
www.cdc.gov/brfss
www.cdc.gov/vaccines/stats-surv/nhis/2009-nhis.htm
www.cdc.gov/nchs/data/hestat/vaccine_coverage/vaccine_coverage.htm
www.cdc.gov/nchs/data/hestat/vaccine_coverage/vaccine_coverage.htm
www.thecommunityguide.org/index.html


 

 

 

 

 

 
 

 

 

 

 

 

  

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 
BRFSS 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 65-7.4 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 65-7.4 
who reported not having a mammogram within the past 
two years.  

Colorectal cancer screening: Percent of adults aged 
65-7.5 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. 

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. 

BRFSS 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, BRFSS 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. 
•	 	The	Household	Component	(HC),	an	interviewer-

administered CAPI (computer-assisted personal 
interview) household survey, which collects data 
from families and individuals; 

•	 	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.  

MEPS 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. 
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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. 
•	 	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. 

•	 	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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