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Clinical Questions

What BP target should | use in treating hypertension in
those = 75 years old?

What are the chances that my patient will live to be
100 years old?

. Are there any interventions that can shorten the period
of disability before death?

. At what age can | stop screening my patients for

cancere




Learning Objectives
At the end of this presentation, the learner will:

Weigh the competing RCT evidence vs. Panel of
Expert recommendations related to a systolic BP
target for treating HTN in individuals > 75 y.o.

Understand the concept of “compression of disability”
and the factors that may accomplish it

Be able to use a phone app to assess the benefits and
risks of cancer screening in Seniors

4. Say that they both had fun and learned something
relevant to their practice
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Clinical Question 1:
What BP target should | use in treating
hypertension in those = 75 years old?




Currently | use this systolic BP target for
treating hypertension in those = 75 years old:
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JNC 8 vs. SPRINT

Clinkcal Review & Education

Original Investigation

Intensive vs Standard Blood Pressure Control

and Cardiovascular Disease Outcomes in Adults Aged =75 Years
A Randomized Clinical Trial

Special Communication
2014 Evidence-Based Guideline for the Management
of High Blood Pressure in Adults

Report From the Panel Members Appointed

to the Eighth Joint National Committee (JNC 8)
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INTERVENTIONS Participants were randomized to an SBP target of less than 120 mmHg
{intensive treatment group. n = 1317} or an SBF target of less than 140 mm Hg (standard
treatment group, n = 1319).

There is strong evidence to support treating hypertensive persons aged 60 years or older toa
BP goal of less than 150/90 mm Hgand hypertensive persons 30 through 59 years of agetoa
diastolic goal of less than 90 mm He: however, there is imsufficient evidence in hypertensive
persons younger than 60 years for a systolic goal. or in those younger than 30 years fora
diastalc goal, 5o the panel ecommends a BP o essthan 140/00 mm Hgfor those groups
besedon ICIIEC DMK The s=me ind goals RESTS Amrgzsaeparmpants(mnage.mgyems 37.9% women), 2510 (95.2%)
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compesite of nonfatsl myc<ardial infarction, acute coronary sydrome ot resulting ina
myocardialinfarction, rorfatal scute heart falure, and death
from cardiovascul .

causes. Al wasa youtcome

initiating drug treatment with an angi inhibitor,
receptor blocker, calcium channel blocker, or thiazide-type diuretic in the nonblack
hypertensive population, inchuding those with diabetes. inthe black hypertensive population,
including those with diabetes, a calrium channel biocker or thiszide- type diuretic is
nemmmended as initial therapy. There is mdeme evidence to support initial or add-on

th ith or

receptor blocker in persons with CKD to improve kidney outcomes.

Although del ides evidence-based r for of
high BP and should meet the clinical neads of most patients, these recommendations are not
2 substitute for dlinica! judgment. and decisions about care must carefully consider and

the dinical fistics and cin of each individual patient.
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treztment group vs 148 eve'ns in r}nslamiard treatment group; hazard ratio [HR], 066
[95% C1, 0.51-0.85]) and all-cause mortality (73 deaths vs 107 deaths, respectively: HR, .67
[95% C1, 0:49-0.91]). The overall rate of serious adverse events was not different between
treatment groups (48.4% in the intensive treatment group vs 48.3% in the standard
treatment group; HR, 0.99 [95% C1, 0.89-L11]). Absolute rates of hypotension were 24% in
the intensive treatment group vs 14% in the standard treatment group (HR, 171 [95% €1,
047.3.09]), 3.0% vs 2.4%, respectively. for syncope (HR, 1.23 [95% 00, 0.76-2.00]), 4.0% vs
27% for elactrolyte abnormalities (HR. 151 [95% 01, 0.99-2 33]), 5 5% vs 4.0% foracute
kidney injury (HR, 1.41 [05% C1, 0.98-2 04]), and 4.9% vs 5 5% for injuricus falls (HR. 0.91
[95% €1, 0:65-129]).

CONCLUSIONS AND RELEVANCE Among ambulstory adults aged 75 years or older, tresting to.
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and death from any cause.
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JNC 8

James PA, et al. 2014 Evidence-Based Guideline for the Management of High Blood Pressure in Adults. Report From the
Panel Members Appointed to the Eighth Joint National Committee (JNC 8). JAMA. 2014;311(5):507-520.
doi:10.1001/jama.2013.284427

Adult aged 2 18 yea
Implement lifestyle m
Set BP goal, initiate BP-lowering med

General Population
(no diabetes or CKD)

Age =60 years Age <60 years

BP Goal
< 150/90 mn "EV“)ENCE BASED SCIENCE
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The SPRINT Trial for Seniors

Williamson JD, Supiano MA, Applegate WB, et al. Intensive vs. standard blood pressure control and cardiovascular
disease outcomes in adults aged 275 years: A randomized clinical trial. JAMA 2016;315(24):2673-2682.

Hypertension affects over 75%
of adults aged >75 years

Trial data from over 20 years
has not led to consensus for the

optimal target systolic blood
pressure (SBP) in older adults

Also unclear if frailty and
functional status should modify
BP targets

Original Investigation

Intensive vs Standard Blood Pressure Control

and Cardiovascular Disease Outcomes in Adults Aged =75 Years

A Randomized Clinical Trial

Jeff 0. valiamson, MO, MHS: Mark A. Suplana, MD; Willam B. Applegate, MD, MPH; Dian . Berlowitz, MD; Ruth C. Campbell, MD, MSPH;
clenin M. Chertow, MD; Larry 1 Fine, MD; willam E. Haley, ME; AMret T. Hawfield, MD: J03chim H. 1, MD, MAS: Dalane W, KIZman, MD:
John B, Knstis, MD; Marke A Kroush-Wood, MD: Lenore 1. Launer, PhI; Suzanne Opari, MD: Carios 1. Aodriguesz, MD, MPH:
‘CAristianne L. Aoumi, MD, MPH; Aonald L Shorr, MD, MS; Kayces M. Sink, 1D, MAS; VIgnia 6. Wadley. PAD: Paul K whelton, MO:
Jefirey whittie, MD; Nancy F. Woolard: Jackson T Wwiight Jr D, PAD; nicholas M. Pajewski, PAD; for the SPRINT ResearchGroup

IMPORTANCE The appropriate treatment target for systolic blood pressure (SBF) in older
patients with hypertension remains uncertain.

OBJECTIVE Toevaluste the effects of intensive (<120 mm Hg) compared wi
(<140 mm Hg) SBP targets in persons aged 75 years or alder with hypertension
but without diabetes.

DESIGN, SETTING, AND PARTICIPANTS A multicenter, randomized clinical trial of patients aged
75 years or older who participated in the Systalic Blood Pressure Intervention Trial (SPRINT).
Recrutment bagan on Octaber 20, 2010, and follow-up ended on August 20, 2015.

INTERVENTIONS Participants were randomized to an SBP target of less than 120 mmHg
{intensive treatment group. n = 1317} or an SBF target of less than 140 mm Hg (standard
treatment group, i = 1319).

MAIN OUTCOMES AND MEASURES The primary cardiovasculsr disesse outcome was 3
compesite of nonfatsl myc<ardial infarction, acute coronary sydrome ot resulting ina
myocardis infarction, rorfatal scute d heart failure, and death
from cardiovascular causes. Allcase mortality was 3 s=condary outcome

RESULTS Among 2636 participants (mean age, 79.9 years; 37.9% women), 2510 (95.2%)
provided complete follow-up dets. At 3 median follow-up of 314 years, there was 3

rate of the pr Y P 102 events
treatment group vs 148 events in the standard treatment group; hazard ratio [HR], 066
[95% C1, 0.51-0.85]) and all-cause mortality (73 deaths vs 107 deaths, respectively: HR, .67
[95% C1. 0:40-0.91]). The overall rate of serious adverse events was not different between
treatment groups (48.4% in the intensive treatment group vs 48.3% in the standard
treatment group; HR, 0.99 [95% C1, 0.89-L11]). Absolute rates of hypotension were 24% in
the intensive treatment group vs 14% in the standard treatment group (HR, 171 [95% €1,
0.97-3.09]), 3.0% vs 2.4%, respectively, for syncope (HR, 1.23 [85% 01, 0.76-2.00]), 4.0% vs
2.7% for electrolyte abnormalities (HR, 151 [05% €1, 0.99-233]), 5 5% vs 4.0% foracute
kidney injury (HR, 1.41 (055 C1, 0.08 2.04]), and 4.0%vs5 5% for injurious falls (HR, 0.01
[95% C1,055120]).

CONCLUSIONS AND RELEVANCE Among ambulstory adults aged 75 years or older, tresting to.
an SBP target of less than 120 mm Hg compared with an SBP target of less than 140 mmHg
resulted in significantly kower rates of fatal and nonfatal major cardiovascular events.

and death from any cause.
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SPRINT Study Design

Williamson JD, Supiano MA, Applegate WB, et al. Intensive vs. standard blood pressure control and cardiovascular
disease outcomes in adults aged 275 years: A randomized clinical trial. JAMA 2016;315(24):2673-2682.

Figure 1. Eligibility, Randomization, and Follow-up for Systolic Blood Pressure (SBP) Intervention Trial (SPRINT)

Multicenter trial in 2636 ambulatory community  rrcesssedrsesood
dwelling adults aged > 75 years (mean 80

3756 Aged 275y

All participants
5331 Ineligible or declined to participate
34 Were <50y of age
352 Had low SBP at 1 min
after standing (<110 mm Hg)
2284 Were taking too many medications
or had SBP that was out of range2
718 Were not at increased cardiovascular risk?
703 Had miscellaneous reasons
587 Did not give consent
653 Did not complete screening

Randomized to treatment to achieve one of two
target SBPs

Participants aged 275 y
1120 Ineligible or declined to participate
78 Had low SBP at 1 min after standing
(<110 mmHg)
509 Were taking too many medications
or had SBP that was out of range?®
187 Had miscellaneous reasons
191 Did not give consent
155 Did not complete screening

— Intensive (<120 mmHg)

9361 Randomized
2636 Aged =75y

Primary outcome: CV complications, including
death from a CV cause

4683 Randomized to an SBP treatment
target <140 mm Hg (standard
treatment)

1319 Aged=75y

4678 Randomized to an SBP treatment
target <120 mm Hg (intensive
treatment)

1317 Aged 275y

Followed for a median of 3 years

Exclusions: diabetes, dementia, CVA or
symptomatic CHF with LVEF < 35% during prior 6

months, >10% weight loss, nursing home
residents, SBP < 100 mm Hg after 1 minute
standing

1

!

All participants

224 Discontinued intervention
111 Were lost to follow-up
154 Withdrew consent

Participants aged =75 y

80 Discontinued intervention
26 Were lost to follow-up

36 Withdrew consent

All participants

242 Discontinued intervention
134 Were lost to follow-up
121 Withdrew consent
Participants aged =75y

82 Discontinued intervention
31 Were lost to follow-up

33 Withdrew consent

l

T
¥

1317 Participants aged >75 y included
in primary analysis
66 Did not complete gait speed
assessment at baseline
7 Frailty index could not be
computed at baseline

1319 Participants aged 275 y included
in primary analysis.
57 Did not complete gait speed

assessment at baseline
9 Frailty index could not be
computed at baseline
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Outcomes

Williamson JD, Supiano MA, Applegate WB, et al. Intensive vs. standard blood pressure control and cardiovascular
disease outcomes in adults aged 275 years: A randomized clinical trial. JAMA 2016;315(24):2673-2682.

* Cardiovascular Disease e CKD

— Primary: composite of — In patients with CKD stage
nonfatal MI, ACS w/o MI, > 3, composite incidence
nonfatal stroke, nonfatal of either = 50% decrease
CHF, and death from in eGFR or new ESRD

cardiovascular causes requiring hemodialysis or

Secondary: all-cause transplant

mortality; composite of the In patients without CKD,

SPRINT primary outcome incidence of a 30%

and all-cause mortality decrease in eGFR to a
value < 60
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SPRINT Trial Results

Williamson JD, Supiano MA, Applegate WB, et al. Intensive vs. standard blood pressure control and cardiovascular
disease outcomes in adults aged 275 years: A randomized clinical trial. JAMA 2016;315(24):2673-2682.

Figure 2. Kaplan-Meier Curves for the Primary Cardiovascular Disease
Outcome in Systolic Blood Pressure Intervention Trial (SPRINT)
in Participants Aged 75 Years or Older by Baseline Frailty Status

Average SBP in the two arms were 123 vs. o
1 35 mmHg

Treatment goal required higher number of
medications in intensive

Type of treatment
Standard 190 186 182 94 19
Intensive 159 151 150 17 18

Cumulative Hazard

Standard treatment
Intansive traatmant
1

More patients in intensive group required four

0t Less fit (FI>0.10 t0 <0.21)
" |he. 063 (es% 01, 0.43-0.91);

or more medications to reach goal (23% vs.
7%)
Diminishing between-group difference with _,
increasing frailty " smen

Standard 745 647 653 390
Intensive 711 877 644 8

Cumulative Hazard

[ . i Frall (F1 >0.21)
Fit group A 13.5 mmHg
:._3_‘“"résress.c.,.

* Frail group A 10.8 mmHg

Standard treatment

0.2=
Intensive treatmant

Comulative Hazard

0.1=

1
No. at risk
Type of treatment

Standard 375 338 0! 177 49
Intensive 440 98 7 71

Tinted regions indicate 95% confidence intarvals; Fl, 37-item frailty index;

HR, hazard ratio. The primary cardiovascular disease outcome was a composite
of nonfatal myocardial infarction, acute coronary syndrome not resultingin a
myocardial infarction, nonfatal stroke, nonfatal acute decompensated heart

failure, and death from cardiovascular causas. SCHOOL OF MEDI CINE




Cardiovascular and CKD Outcomes

Williamson JD, Supiano MA, Applegate WB, et al. Intensive vs. standard blood pressure control and cardiovascular
disease outcomes in adults aged 275 years: A randomized clinical trial. JAMA 2016;315(24):2673-2682.

Outcome Intensive (%) Standard (%) HR (95% CI)
CVD composite 2.59 3.85 0.66 (0.51-0.85)
CVD + mortality 3.64 5.31 0.68 (0.54-0.84)
CKD Outcome
Patients with CKD 0.38 0.23 1.68 (0.49-6.50) 0.42

Patients w/o CKD 1.7 0.58 3.14 (1.66-6.37) ﬁ

NNTeeere = 116
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Serious Adverse Events

Williamson JD, Supiano MA, Applegate WB, et al. Intensive vs. standard blood pressure control and cardiovascular
disease outcomes in adults aged 275 years: A randomized clinical trial. JAMA 2016;315(24):2673-2682.

Serious Adverse Hazard Ratio
Event (SAE) Intensive (%) Standard (%) (95% CI)

All SAE 48.4 48.3 0.99 (0.89-1.11)
Hypotension 2.4 1.4 1.71 (0.97-3.09)
Orthostasis 21.0 21.8 0.90 (0.76-1.07)
Syncope 3.0 2.4 1.23 (0.76-2.00)
Falls 4.9 5.5 0.91 (0.65-1.29)

SAE rates were higher with greater frailty or slower walking
speed, but were NOT statistically different by treatment group
when stratified by frailty status or gait speed
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Caveats and Conclusions

Williamson JD, Supiano MA, Applegate WB, et al. Intensive vs. standard blood pressure control and cardiovascular
disease outcomes in adults aged 275 years: A randomized clinical trial. JAMA 2016;315(24):2673-2682.

* Generalizability
— Majority were male (62%)

and white (75%)
Populations common to this
age range, including those
with a history of stroke,
diabetes mellitus, and
nursing home residents
were excluded

* Higher number on ASA in
intensive arm (62% vs

58%)

Conclusions

Among ambulatory adults
ged 75 years or older, treating
o an SBP target of less than
20 mm Hg compared with an
BP target of less than 140 mm
g resulted in significantly
ower rates of fatal and
onfatal major cardio-vascular
vents and death from any

I
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Implications

Williamson JD, Supiano MA, Applegate WB, et al. Intensive vs. standard blood pressure control and cardiovascular
disease outcomes in adults aged 275 years: A randomized clinical trial. JAMA 2016;315(24):2673-2682.

* Supports more aggressive
targets in some older,
ambulatory community

dwelling adults

Need for individualized care
and shared decision making,
based on tolerance of more
aggressive targets and
burdens and risks of
additional medications and
side effects

I
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Now | plan to use this systolic BP target for treating

hypertension in those = 75 years old (without diabetes,
dementia, living in nursing home, etc.):

1. 180
2. 150
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What are the chances that my patient
will live to be 100 years old?




Social Security O SEARCH = MENU @ LANGUAGES @ SIGN IN / UP

Actuarial Life Table
A period life table is based on the mortality experience of a population during a
Office of the Chief relatively short period of time. Here we present the 2014 period life table for the
Actuary Social Security area population. For this table, the period life expectancy at a
given age is the average remaining number of years expected prior to death for
Life Tables a person at that exact age, born on January 1, using the mortality rates for 2014
over the course of his or her remaining life.
Period Life Table, 2014
Male Female
Exact Death Number of Life Death  Number of Life
age probability - lives © expectancy probability - lives v expectancy
75 0.036254 63,686 11.11 0.025297 75,182 12.94
76 0.039882 61,377 10.51 0.028045 73,280 12.26
77 0.043879 58,930 9.93 0.031131 71,225 11.60
78 0.048256 56,344 9.36 0.034582 69,008 10.96
79 0.053123 53,625 38.81 0.038467 66,621 10.33
80 0.058711 50,776 8.28 0.043008 64,059 9.73
81 0.065081 47,795 7.76 0.048175 61,304 9.14
82 0.072139 44,685 7.27 0.053772 58,350 8.58
83 0.079912 41,461 6.80 0.059770 55,213 8.04

https://Iwww.ssa.gov/OACT/STATS/table4c6.html


https://www.ssa.gov/OACT/STATS/table4c6.html

Survival Function for SSA Population for Selected
Calendar Years (1900, 1950, 2000, 2050, 2100)

https://www.ssa.gov/oact/ NOTES/as120/LifeTables Body.html#wp1169453



https://www.ssa.gov/oact/NOTES/as120/LifeTables_Body.html#wp1169453

Life Expectancy at age 0 by Sex and Calendar Year
https://www.ssa.gov/oact/ NOTES/as120/LifeTables Body.html#wp1169453
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https://www.ssa.gov/oact/NOTES/as120/LifeTables_Body.html#wp1169453
https://www.ssa.gov/oact/NOTES/as120/LifeTables_Body.html#wp1169453

Life Expectancy at age 65 by Sex and Calendar Year
https://www.ssa.gov/oact/ NOTES/as120/LifeTables Body.html#wp1169453
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https://www.ssa.gov/oact/NOTES/as120/LifeTables_Body.html#wp1169453
https://www.ssa.gov/oact/NOTES/as120/LifeTables_Body.html#wp1169453

United Healthcare Survey, 2014

http://www.unitedhealthgroup.com/~/media/UHG/PDF/2014/UNH-UHC-100at100-Survey2014.ashx

* 104 people =100 years old and 302 Baby
Boomers were each surveyed

— Centenarians:

— Did you think you would live to be 1002

— Boomers asked:

— Do you think you will live to be 1002



http://www.unitedhealthgroup.com/~/media/UHG/PDF/2014/UNH-UHC-100at100-Survey2014.ashx
http://www.unitedhealthgroup.com/~/media/UHG/PDF/2014/UNH-UHC-100at100-Survey2014.ashx
http://www.unitedhealthgroup.com/~/media/UHG/PDF/2014/UNH-UHC-100at100-Survey2014.ashx
http://www.unitedhealthgroup.com/~/media/UHG/PDF/2014/UNH-UHC-100at100-Survey2014.ashx
http://www.unitedhealthgroup.com/~/media/UHG/PDF/2014/UNH-UHC-100at100-Survey2014.ashx
http://www.unitedhealthgroup.com/~/media/UHG/PDF/2014/UNH-UHC-100at100-Survey2014.ashx
http://www.unitedhealthgroup.com/~/media/UHG/PDF/2014/UNH-UHC-100at100-Survey2014.ashx

Here's what they said...

Centenarians: Boomers:
“Thought | would “Think | will

Choice # live to be 100” live to be 100”
4% 9%




According to the Social Security life tables,
the chance of living to 100 is approximately...

Choice # Men Women

] 0.0% 0.0%
0 5%

4 5.5% 6.4%
5 10.2% 15.2%

I
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Number of People Surviving by Exact Age
(starting with 100,000 males and females at age 0)

100000
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At age 100, out of 100,000:
-2,893 females living (2.9%)

-1,001 males living (1.0%)

30 60
Exact Age
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| think that the ages at which a man and a woman
each have a >50% probability of dying in the next year
are...

1. man age 81, woman age 83

2. man age 92, woman age 95

3. man age 98, woman age 101




“Well, so much for happy hour.”

SCHOOL OF MEDICINE



Probability of Death in the Next Year
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| think that the ages at which a man and a woman
each have a 10% probability of dying in the next year
are...

* man age 77, woman age 80

* man age 89, woman age 92

* man age 93, woman age 96
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Expected Age at Death as a Function of Exact Age
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Why is this?

Males: Females: Females:

Males: Added AddedDays Added Years AddedDays

Years of Life of Life of Life of Life
Expectancy Expectancy Expectancy Expectancy Difference
for Each Year for Each Year for Each Year for Each Year Female —
Lived Lived Lived Lived Male

0.15 54.56 0.11 39.36 -15.20
0-80—20220———0756 278- -13.94
5:36x 7-07%
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Clinical Question 3:
Are there any interventions that

can shorten the period of disability before
death?




Life Course Epidemiology of Intrinsic Capacities
Bruno Vellas, Prevention of Frailty with Aging, UNM Geriatric Interest Rounds, August 3, 2017

Developmental — Adult environment ————
risk factors

Functional /
structural reserve Ra n ge
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Threshold for individuals

functional limitation
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Compression of Disability

Compression of Disability Example
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Compression of Disability
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Jacob ME, et al. Can a Healthy Lifestyle
Compress the Disabled Period in Older Adults?

Journal of the American Geriatric Society 64:1952-1961, 2016.

Study Design

Community-based cohort study

Data from Cardiovascular Health Study
which followed adults aged 65 and

older at baseline from 1990 for 25
years, average age recruited =73

Data collected on years of life (years
from baseline to death) and years of

able life (years without any reported loss
of ADLs)

544 participants were still alive at the
end of the study and their years of life
and years of able life were estimated

Lifestyle information collected including
BMI, smoking, alcohol, social support,
dietary habits and exercise

Can a Healthy Lifestyle Compress the Disabled Period in

Older Adults?

Mini E. Jacob, MD, PBD,*" Laura M. Yee, PhD.” Paula H. Dickr, PhD,** Alice M. Arnold, PED,?
;

Stephen M. Thielke. 1,0% Pawlo H. M. Chaves, MD, PbD.F Liana Del (;ubﬁul‘ rhD,’
Calvin Hirsch, MD,' David Siscovick, MD, MPHI," and Anne B. Newman, MD, MPH'

OBJECTIVES: To determine whether
r

1961, 2016,

Key words: disability; older adults; lifeseyle; active life
expectancy

RESUL disabled years was 4.5 T |
out of 15 n and 2.9 (out of 12.4
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Jacob ME, et al. Can a Healthy Lifestyle
Compress the Disabled Period in Older Adults?

J Am Geriatr Soc 64:1952-1961, 2016.

Lifestyle Factors Potential Confounders Considered

Smoking (self-reported)
Alcohol consumption (self-reported)

Leisure time activity (Minnesota
Leisure Time Activities
Questionnaire, total kcal /week)

Distances walked (self-reported
blocks per week)

Diet (National Cancer Institute Food
Frequency Questionnaire)

BMI

Social Support (Interpersonal
Support Evaluation List)

Social Networks (Lubben Social
Network Scale)

Sociodemographic factors: age,
sex, race, education, income,
marital status

Baseline health indicators: self
reported health, change in weight,
IADL difficulties (telephone use,
shopping, food preparation,
housekeeping, and managing
finances)

Chronic health conditions

Cognition (MMSE)

Multiple medical issues (HTN, CAD,
CHF, PAD, CVA, TIA, depression)

I
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Jacob ME, et al. Can a Healthy Lifestyle
Compress the Disabled Period in Older Adults?

Factor

Smoking

Alcohol

BMI

Exercise

Leisure time activity /week
Blocks walked /week
Social network score

Social support score

J Am Geriatr Soc 64:1952-1961, 2016.

“Healthy “Lifestyle
Never

1 — 7 drinks/week

18.0 — 24.9 kg/m?
High intensity

2,300 kcal/week (75™ %ile)

48 (75™ %ile)
38 (75™ %ile)
6 (25™ %ile)

“Unhealthy” Lifestyle
Current

14 or more drinks/week

>30 kg/m?
None
375 kcal /week (25™ %ile)

6 (25" %ile)
28 (25" %ile)
9 (75™ %ile)
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Jacob ME, et al. Can a Healthy Lifestyle
Compress the Disabled Period in Older Adults?

J Am Geriatr Soc 64:1952-1961, 2016.

YAL = yeqrs Of qcﬁve Iife o Compression of Disability Example
with no ADL deficit \ \‘
(dressing, grooming, s

toileting, mobility, eating) Robert

YolL = years of life £ YAL =7
: YAL/Yol = 47%

(YoL — YAL = years of Martha
disabled life) e k

YAL/YolL = 97%
Avuthors calculated YAL to & alilhe/ Y

50 63 75 88

Yol ratios as a percentage Age in Years
. o —Dad —Mom
(higher is better)
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Jacob ME, et al. Can a Healthy Lifestyle
Compress the Disabled Period in Older Adults?

J Am Geriatr Soc 64:1952-1961, 2016.

Predicted YAL/YOL%

* |n Older quITS (meqn 73 yoO-) m Predicted Disabled Years
the duration of the disabled

»
o
o
d
>
-
o
.~
@
o
E
3
Z
©
@
-
=
o
@
—
o

* Lifestyle factors may
compress or expand this

disabled period

— BMI =30 and unhealthy diet
increase it

e White Women Black Women  White Men Black Men

Figure 1. Predicted number of years of able life (YAL), dis-

- Wd|k|ng more bIOCkS / Week abled years, years of life (YoL), and YAL/YoL% in different
. race and sex groups with healthy and unhealthy lifestyles.
can decrease it f
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Jacob ME, et al. Can a Healthy Lifestyle
Compress the Disabled Period in Older Adults?

J Am Geriatr Soc 64:1952-1961, 2016.

Years Years of
of Life Active Life YAL/Yol
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Clinical Question 4:

At what age can | stop screening my
patients for cancer?




US Preventive Services Task Force

https://www.uspreventiveservicestaskforce.org/Page/Name/focus-on-older-adults

Breast cancer screening

— USPSTF recommends screening
mammography for women, with or

without clinical breast examination,

every 1 to 2 years for women age
40 years and older.

Level of evidence = B

Colon cancer screening

— USPSTF recommends screening for

colorectal cancer starting at age 50

years and continuing until age 75
years.

Level of evidence = A

(Q‘\

U.S. Preventive Services
TASK FORCE

Home
Recommendations

Information for Health
Professionals

Public Comments and
Nominations

Methods and Processes
Special Populations
Grade Definiions

About the USPSTF

Newsroom

Announcements

Search USPSTF Website

F&Ed E-mail Updales = Texisize: 1 |A

You are here: Home » Methods and Processes » Special Populstions » Focus on Older Adults

Focus on Older Adults
What is the U.S. Preventive Services Task Force?

The USPSTF is an independent panel of expents in pravention and primary care that
evaluates svailable evidence and makes recommendations sbout clinical preventive
senvices, including screenings, counseling, and preventive medications. The Task
Foroe datermines whether or not the evidence supports providing a olinical preventive
sanvice in primary care setiings to paople without symptoms. For 3 service o be
recommended, the evidence must show that the potential benefits of prowiding that
senvice outweigh the potential harms,

Select to leam more sbout the USPSTF.
Select to leam more about how the USPSTF reviews and rates evidence.

Some racommendations made by the LISPSTF apply to people in specific age groups
Therefor, the USPSTF includes members with expertise relted to diferent stages of
fife USPETF membership includes geriatricians, family physicians, and nurse
practifioners who specialize in the care of oider adults. In additien., the USPSTF sesks
‘advics from Federal agencies and major professional sosisties focused on the hesith of
‘okder adults, including the Vaterans Health Administration, the Administration on Aging,
the American Academy of Family Physicians, the American Medical Association, and
AARP. The USPSTF also sanwenes an Oidsr Adults Workgroup to sddress the speciic
preventive health needs of this population.

What is the USPSTF Older Adults Workgroup and What
Does It Do?

| USPSTF Recommendations for
Older Adults

The following topics either include specific
recommendtions for s 3ges 85 years
and oler ar target pre: =
primariy providad i siar aduts, diasses
that carry a higher burden for older adults, or
diseases that generally occur in older adults
- Abdominal Aoriic Aneurysm Seresning
- Braast Cancer Scresning
Carofid Artery Stenosis Screening
Cervical Gancer Scresning
Colorectal Cancer Soreening
Coronary Hear Disease Scresning
Dementia Screening
Falls Prevention in Older Adults
Hearing Loss in Oier Adults
Hormane Replacement Therapy
Immunizations, Adult
Serzzning

The Oider Adults Workgroup of the USPSTF is a group of USPSTF members and other
‘experts with interest and expertise in special issues facing older adults. The goal of the
Older Adults Workgroup is to provide feadback to the [arger Task Force an methods of
reviewing evidence and deveioping evidente-based recommendatians an preventive
services specific to oider adults

Activities of the Clder Adults Workgroup include:
+ Advising the Task Foroe on the refinement of its methods.
+ Publishing arficles on USPSTF methods relsted to older adults
+ Serving as consultants and peer revievrers on relevant Task Force projects
+ Discussing the scope of preventive health topics for older adults under review by
the Task Force.

Select for a list of curent USPSTF Okder Adults Workgroup members.

How Does the USPSTF Review Evidence on the Health of
Older Adults?

Ovarfan Cancer Scresning
Peripheral Arterial Disease Sersening
Prastste Cancer Seresning
Thyreid Disease Screning

« Vision Sereening in Older Aduits

Fll a list of all USPSTF r=commendations. go

hnp o uspreventivesanvicastaskfore

and-recommes

Tools for Using the USPSTF
Recommendations for Older
Adults

Bazed on fions fram the

Developing evidence-based racommendations on preventive services for older adults is
challenging because: 1) many diseases in older sdults have mulliple different risk
factors and causes: 2) individual preventive interventions for older sdults address
multiple disesses and outcomes; 2) older gutts are not often included in medical
studies; and 4) impartant outcames may not be studied or reported in ways conducive
o evidence synthesis and interpratation. To address thess challengss, the USPSTF
has committd to igentiying was to facus on older adult in all stages of ts ior. from
tapic selzction and to pos The USPSTF Cider
Adults Wiorkgroup has develaped 3 dmﬁanam»c fram=work to use when reviswing the
euidence on the preventive services for older adults; the analyic framework
will be further refined in future iorc

Current Research to Improve the Health of Older Adults

USPSTF, these tools ar= designed to help
primary care dinicians acoess information at
th point of care.

; Ciinical Preventive
ZU1U 201112
Prevenfve Services Se
artnership for Health Patiant Brochures
Clinician Fact Sheetsi
Men: Stay Healthy 3t 50+17
Wornen: Stay Healty at 50+%
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You may want to get out your cell




US Preventive Services Task Force

https://www.uspreventiveservicestaskforce.org/Page/Name/individualizing-cancer-
screening-in-older-adults

f\\\ Search USPSTF

“In The IGST 4 yeq rS, lI.I‘le UoSo US Preventive SENiCES FE§ E-mail Updates = Textsize: !:I-._A_ [A

TASK FORCE

You are here: Home » Methods and Processes » Special Populations # Focus on Older Adulis » Individualizing Cancer Screening

Preventive Services Task Force e

o maion i Healh Individualizing Cancer Screening in Older Adults

( U S P ST F) h q S iS S U e d r eco m m e n d - :::r:; A Narrative Review and Framework for Future Research
i

Public Comments and

Praface Summary and Recommendations for Future Ressarch

ations for individualizing screening  EiEEaE |

Methods and Processes rtraduction Copyright and Source Information
Spscial Poﬂm‘afhrrs Clinical Examples [Bustrating Cancer Screaning Challenges in Older | Raferancas
dluits

decisions for colon, breast, and e

Preface

cervical cancer in older adults, T e Y e ———"

This article was first published in the Joumns! of General Infernsl Medicine. Select for copyright and source informal

noting the importance of

Older adults often have multple chranio condifons that may decrease addmunal ffz expectancy. Research evalusting the bensfits and
hams of screening must include of atient {beyond ag), potentially increased

° ° °
harms of screening. and patient preferences. Omeralnaa in need crfa:!dmunal research inclede the Iackcrfnvldence for older adults on
the harms of screening tests, the overdiagnosis of disease, the burden of disease Isbeling, the effects of inaccwrate test results, the harms
of disease treatment, and harms related to prioritization of health care (for example, for a particular patient, lifestyle counseling may be
more important than screaning). Montradiional cutcomes such 25 the effects on family carsgivars are also relevant. Studies comparing

trajectories of quality-adjusted survival with and without sereening to assess net benefit are typically lacking. There is litle evidenoe on the
preferances of older adults for deciding whether to be soresned, the process of being scresned, and the hestth states associsted with

[ [ ] [ ] [ ]
being or not being screened. To enhance the quality and quantity of evidence, older adults need to be enrolled in screening frials and
U a I o I e I n s c ree n I n elinicsl studias. Measures of functional status and health-ralated quality of life (HROL) need to be incl in frials, registries, and cohort
studies. This article addresses these challenges and presents 3 framework for what research is nesded to better inform screening

decisions in older adults.

decisions. In addition, the USPSTF

In the last 4 years, the U_S, Preventive Services Task Force {USPSTF) has issued recommendations for individualizing screning
decisions for colon, breast, and cervical cancer in oider adults, nating the importance of considering both quantity and quality of e in

. .
ng deculuns In aﬂdmun the LISPETF rating system has been revis=d to mare explicitly refiect the balance of benefits and harms,
I v I using *I' {“Eviden the service is effective is lacking, of poor quality, or conflicting and the balance of benefits and harms cannot be
detarmined ) and ¢ ranngs( Clinicians may provida this servics to selected patients depanding on individusl circumstances. However,
far most individuals withaut signs or symptoms thare i likely to be only = small beneft from this servics”).  The USPSTF has recently

outined 3 robust approach th geristic topics, including “s3aressing the ouicames tht are important o patients (including nontradtional
outcomas, such as effect on caregivers),” 55 well a5 patient-raported outcomes such as HRCL and functioning,* which we will apply to

[ ] [ ]
canoer screening recammendations in older adults: reviewing the existing evidence for increased harms. the role of nontraditional
outcomes, patient prefersnces in making scresning and a for fisture research needs to better
inform screening decisions [Figure).

of benefits and harms...” Tt
LB
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Go to http://eprognosis.ucsf.edu/ while |
am talking...

ePrognosis Web Application

WHAT WOULD YOU LIKE TO DO?

CANCER COMMUNICATING
CALCULATORS SCREENING PROGNOSIS



http://eprognosis.ucsf.edu/

WHAT WOULD YOU LIKE TO SCREEN FOR?
(® [®




Ty
Question 1-3

Weight :
Ibs

65-69

70-74 Height :

feet t inch IN

ePrognosis|

-
Question 4

In general, what would this
person say his or her health is?

Excellent or Very Good

Fair or Poor




ePrognosis|

ePrognosis|

N
\ Question 6

Has a doctor told this person
that he or she has a chronic Has a doctor told this person

lung disease, such as that he or she has cancer

emphysema or chronic (excluding minor skin cancers)?
bronchitis?

Yes
Yes




ePrognosis|

Has a doctor told this person
that he or she has congestive
heart failure?

Yes

ePrognosis|

]

Has a doctor ever told this
person that he or she has
diabetes or high blood sugar?

Yes




ePrognosis|

D

Does this person have difficulty
walking a quarter mile (several
city blocks) without help from

other people or special
equipment?

ePrognosis|

)

Which best describes this
person’s cigarette use?

Yes

“




ePrognosis|

I

During the past 12 months,
how many times was this
person hospitalized overnight?

ePrognosis|

I

Because of a health or memory

problem, does this person have

any difficulty with managing his
or her money, such as paying

bills or keeping track of
expenses?
-

Yes

Back




ePrognosis|

O

Because of a health or memory
problem, does this person have
any difficulty with bathing or
showering?

Yes

ePrognosis|

( ’ Question 14

Because of a physical, mental
or emotional problem, does
this person need the help of

others in handling routine
needs such as everyday
household chores, doing
necessary business, shopping,
or getting around for other
purposes?

Yes
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Question

What are you interested in?

Age

Gender

Weight and Height

In general, what would this person say his/her health is?
Chronic bronchitis or COPD?2

Cancer history (except skin)?

CHF?

Diabetes or high blood sugar?

Cigarette use?

Difficulty walking V4 mile?

Overnight hospitalization in last 12 months?

Difficulty paying bills due to health/memory problem?
Difficulty bathing due to memory problem?

Difficulty with IADLs due to health problem?

Difficulty moving large objects (due to health condition)?

Response
Both Cancers
70-74
Female
120,5’ 2”
Excellent/Very Good
No

No

No

No

Never smoker
No

No

No

No

No

No

I
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70-74 year old Female, Excellent Health

SCREENING FOR BREAST OR
COLORECTAL CANCER IS MORE
LIKELY TO HELP THIS PERSON
THAN TO HARM THEM.

THUS, SCREENING WOULD
GENERALLY BE RECOMMENDED.

o
o
@

-
. ePrognosis

® VIEW HARMS ® VIEW BENEFITS

I
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BENEFITS

COLORECTAL CANCER

Getting tested for colorectal cancer may lower a person’s chances of dying from
colorectal cancer.

Getting tested for colorectal cancer is more likely to find colorectal cancer when it
is small, improving a person’s chances of only needing a minor surgery.

Getting tested for colorectal cancer may help a person feel good about his or her
health.

BREAST CANCER

A mammogram is more likely to find breast cancer when it is small, improving a
woman’s chances of only needing a minor surgery.
Getting a mammogram may lower a woman’s chances of dying from breast cancer.

Getting a mammogram may help a woman feel good about herself and her health.

*BACKTO TOP

COLORECTAL CANCER

B Getting tested for colorectal cancer may cause a person to worry or feel anxious.

@ Getting tested for colorectal cancer may be uncomfortable.

& Occasionally, getting tested for colorectal cancer with a colonoscopy can cause
severe abdominal pain.

& Occasionally during a colonoscopy, a hole is accidentally made in the wall of the
intestines. If this happens a person has to go for an emergency surgery to stop the
contents of the intestines from leaking out from the intestines and causing
infection.

B Inrare cases, testing for colorectal cancer may result in death.

BREAST CANCER

B Getting a mammogram may be uncomfortable or cause anxiety.

& Some women who get a mammogram will experience a false alarm. These women
are told their mammogram is abnormal but additional tests do not show breast
cancer. Some women find this experience caused anxiety.

B Additional tests include: Additional mammograms, Breast ultrasounds, Breast
biopsies

2 A mammogram may find breast cancer that could never have caused problems or
symptoms in a woman’s lifetime.

B2 Getting a mammogram may increase the number of tests and treatments a woman
gets in her lifetime. Some of the tests and treatments may cause pain, bleeding,
fatigue, infection, or other symptoms.

I
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LEARN MORE® LEARN MOREQ® LEARN MORE®

OF 1000 PEOPLE LIKE THIS PERSON AFTER 10 YEARS, OF 1000 PEOPLE LIKE AFTER 10 YEARS, OF THE 1000 PEOPLE
WHO GOT TESTED FOR BREAST OR THIS PERSON WHO GOT TESTED FOR LIKE THIS PERSON
COLORECTAL CANCER BREAST OR COLORECTAL CANCER

100 1 100

WILL DIE WHETHER OR NOT THEY GOT

PEOPLE WILL EXPERIENCE HARM IN WILL AVOID DEATH FROM BREAST OR TESTED FOR BREAST OR
THE FIRST YEAR. COLORECTAL CANCER. COLORECTAL CANCER.
B INIaiaiaaiaaaasaasasiasasssaasas : --_-Eii_ﬂ
100 SEEEEESEESSEESSEESSEEEESEESESESSESEEEEEE 100 ii L H

200 200 200

300 300 300
400 400 400
500 500 500
600 600 6500
700 700 700
800 BOO 800
900 900 900

1000 woo
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Done Share Done Share

70-74 years old 75-79 years old 80-84 years old 85+ years old
Excellent Health Excellent Health Excellent Health Excellent Health
.o". ..°o. .o". ...o. .o‘.. ..°o. ,.-"“"0.

L J @ ® k=3 L J @ L L ]
.. .. .. .. .. .. .. ..

Testing for breast cancer and It is not clear that getting tested for It is not clear that getting tested for It is not clear that getting tested for
Colorectal cancer is more likely to breast cancer and/or colorectal breast cancer and/or colorectal breast cancer and/or colorectal
help this person than harm them. cancer will help this person. This cancer will help this person. This cancer wil help this person. This
Thus, screening would generally person’s thoughts and feelings should person’s thoughts and feelings should person’s thoughts and feelings should

be recommended. be the major driver of the decision. be the major driver of the decision. be the major driver of the decision.

Responses

ePrognosis ., ePrognosis 3. ePrognosis | &, ePrognosis |-
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Question Response
What are you interested in? Both Cancers
Age 70-74
Gender Female
Weight and Height 120,5’ 2”
In general, what would this person say his/her health is?

Chronic bronchitis or COPD?2

Cancer history (except skin)?

CHF?

Diabetes or high blood sugar?

Cigarette use?

Difficulty walking V4 mile?

Overnight hospitalization in last 12 months?

Difficulty paying bills due to health/memory problem?

Difficulty bathing due to memory problem?
Difficulty with IADLs due to health problem?

Difficulty moving large objects (due to health condition)?

SCHOOL OF MEDICINE



Share Done Share Done

70-74 years old 70-74 years old
Excellent Health COPD
o0 Qe (R Qe
..o' . ‘o.. ..o' . ‘o..
@ N & %
@ ® ® ®

Testing for breast cancer and
colorectal cancer is more likely to
help this person than harm them. cancer wil help this person. This

Thus, screening would generally person’s thoughts and feelings should
be recommended. be the major driver of the decision.

It is not clear that getting tested for
breast cancer and/or colorectal

Learn More Learn More

Responses Responses

ePrognosis &, ePrognosis |&:..




Share Done Share Done

75-79 years old 75-79 years old
Excellent Health COPD
o® L)
o °® . ®e, .
@ .
® ®
° @

Testing for breast cancer and/or
colorectal cancer is more likely to
cancer will help this person. This harm this person than to help
person’s thoughts and feelings should them. Thus, screening would
be the major driver of the decision. generally not be recommended.

Harms

It is not clear that getting tested for
breast cancer and/or colorectal

Learn More Learn More

Responses Responses

ePrognosis &, ePrognosis |z,




85+ year old Female with COPD

SCREENING FOR BREAST OR
COLORECTAL CANCER IS MORE
LIKELY TO HARM THIS PERSON THAN

TO HELP THEM.

THUS, SCREENING WOULD
GENERALLY NOT BE RECOMMENDED.

. ==
ePrognosis

m BENEFIT
’ ° ® VIEW HARMS (® VIEW BENEFITS
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LEARN MORE® LEARN MORE® LEARN MORE®

OF 1000 PEOPLE LIKE THIS PERSON AFTER 10 YEARS, OF 1000 PEOPLE LIKE AFTER 10 YEARS, OF THE 1000 PEOPLE
WHO GOT TESTED FOR BREAST OR THIS PERSON WHO GOT TESTED FOR LIKE THIS PERSON
COLORECTAL CANCER BREAST OR COLORECTAL CANCER

100 1 /700

WILL DIE WHETHER OR NOT THEY GOT

PEOPLE WILL EXPERIENCE HARM IN THE WILL AVOID DEATH FROM BREAST OR TESTED FOR BREAST OR
FIRST YEAR. COLORECTAL CANCER. COLORECTAL CANCER.

e R g S

100 EEEESERESARSSRARERSSENEARESRES R RR . 00 100 ERARAEEESERESEAEASAR AR NRARARAN SRR

Illllllﬂﬂlllllllllllllllllllllllllll

200 200 200 |EAEAERRRY EERRAR AN SR Ea SuRSE SRS A EaE
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Extra:
How does New Mexico compare to other
states in our care of Seniors?




The Dartmouth Atlas of Health Care

Created by John Wennberg,
MD at Dartmouth

20 year history of examining
variation in health care:
Medicare spending
Supply-sensitive care
Preference-sensitive care
Physician workforce
End of life care
Racial disparities
Effective care

Accountable care

The
Dartmouth
Atlas

of

Health Care

The Center for the
Evaluative Climical Scences

Dartmoath Madical School
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Dartmouth Atlas for Seniors

Our Parents, Ourselves: Health Care for an Aging Population. A Report of the Dartmouth Atlas Project. 2016.
htto://imww.dartmouthatlas.orq/downloads/reports/Our Parents Ourselves 021716.pdf

A new version Dartmouth Atlas
focuses specifically on the unique
needs of older population

Differences from earlier Atlas
reports that evaluate the type and
amount of care:

— Uses a patient-centered measure of
“contact days,” the number of days that
a person receives a Medicare service
outside of the home (e.g., inpatient,
clinic, testing and procedures)

Evaluates over- and well as under-
treatment

Includes care of persons with multiple
chronic conditions (MCC) and dementia

Our Parents, Ourselves:
Health Care for an
Aging Population

A Report of the Daronouth Atlas Project
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Geographic Distribution of Medicare Beneficiaries by Race
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-y Not populated

Map 2. Percent of Medicare
beneficiaries whose race
was non-Hispanic White, by

’ hospital referral region (2012)
Rates are unadusted.




Fee-for-Service Care for Medicare Beneficiaries
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Percent of Medicare Beneficlaries
Receiving Fee-for-Service Care

by Hospral Reterral Regiom 12012)
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< B0.1% (61)
< 71.8% (62)
< 60.7% (62)
Not populated

Map 3. Percent of Medicare
beneficiares receiving fee-
for-service care, by hospital
referral region (2012)
Rates are unadjusted.



___Medicare Beneficiaries who are Eligible for Medicaid
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Percent of Medicare Baneficlaries
Eligible for Medicaid

by Hospital Referrad Rogion (2012)
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b"'\! Nat populated

Map 5. Percent of
dual-eligible Medicare
beneficiaries, by hospital
referral region (2012)
Rates are unadjustad.
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Number of Contact Days
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Average Number of Contact
Days with the Health Care
System per Medicare Baneficiary

by Husprital Referral Regics (2012)
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Map 7. Average number

of days that Medicare
beneficiaries were in contact
with the health care system,
by hospital referral region
(2012)

Rates are adjusted for age, sax,
and race.



Number of Days Spent in an Inpatient Setting
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Average Number of Inpatient
Days per Medicare Beneficlary

by Hospital Referral Regiom (2012)
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Map 11. Average number of

referral region (2012)
Hates are adjusted for age,
sex, and racs.



Feeding Tube Placement in People with Dementia
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Porcent of Medicare Decodents with

“ " Dementla Recelving a Feeding Tube
during the Last Six Maonths of Life
Py by Hospital Meferral Region (2112)
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| 32% o< 4.5% (48)
1.2% to< 32% (49)
Insufliciem data (5T
> | Not populated

Map 15. Percant of Medicare
buneliciries with d -
who received a feeding tube
during the last six months of
life, by hospital referral region
(2012)

Rates are adjusted for age, sex,
and race.
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Thirty-Day Hospital Readmission Rates

Percent of Medicare Beneficlaries
Readmetted Within 30 Days
Following Medical Discharge

by Hospital Referrsl Regice (2012)
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Map 20.Thirty-day
readmission rate following

beneficiaries, by hospital
referral region (2012)

Rates are adusted for ags,
sax. and race.




New Mexico Population Data Sources

* UNM BBER Population Data: 1900-2010

* UNM Geospatial and Population Studies (GPS):
2020-2040, Robert Rhatigan

* West LA, Cole S, Goodkind D, He W. 65+ in the
United States: 2010. US Bureau of Census.
2014.




US and NM Population Data: 1900

Figure 1-5.
Population by Age and Sex: 1900
i(For infarmation on confidentiality protection,

nonsampling error, and definitions, see NeW MGX'CO

www.census.gov/prod/cen2010/doc/sf1. pdf)

Age =

85 and over 85 and ovepyiple Female
Al to B4 80to 84
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65 to 69 65 to 69
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55 to 50 55to 59
50to 54 50 to 54
451049

40to 44

351039

3010 34

251029

2010 24

15t0 19

10to 14

5to9

Oto 4[ I

15 10

-100000

Millions
Source: U.5. Bureau of the Census, 1983; 1900 Census. Source: BBER, UNM
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US and NM Population Data: 1970

Figure 1-6.
Population by Age and Sex: 1970
(For information on confidentiality protection,

nonsampling error, and definitions, sea NeW M eX|CO

www.census.govdprod/cen? 01 0/doc/sf 1. pdf)

Age
85 and over I Baby Boom d e

B0 to 84 Female Boomers. 5'24)
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60 to b4
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50to 54
45 1o 49
40 to 44
35to 39
30to34
25 to 29
20to 24
15to 19
10t 14
5to9
Otod

15 10

-100000

Millions
Source: .S, Bureau of the Census, 1983; 1970 Census. Source: BBER, UNM
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US and NM Population Data: 2010

Figure 1-7.
Population by Age and Sex: 2010
(For information on confidentiality protection,

nonsampling error, and definitions, see I
WWW.CERSUS. govy prod/cen20 ] 0sdoc/sf 1 pdf) NeW MeXICO

Mge I Baby Boom : :
85 and owver
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35 to 39
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15 10

-100000

Millions
Source: U.5. Census Bureau, 2011; 2010 Census. Source: BBER, UNM
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US and NM Population Projections: 2030

Figure 1-8.
Population by Age and Sex: 2030

New Mexico
I Baby Boom
Age .
85 and owver
B0to 84 Femnale
75to 79
J0to 74
65 to 69
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45 to 49
40 to 44
35t0 39
A0 to 34
2510 29
20to 24
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10to 14
5to09
Otod4
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-100000

Millions

Source; LS. Census Bureau, 2012a; 2012 National Source: GPS, UNM

FPopulation Projections, Middle series.
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Ranking of States by projected population age 65 and over: 2000, 2010, and 2030

“Older Americans—A Diverse and Growing Population." Growing Old in America. Barbara Wexler. 2008.
http://ic.galegroup.com/ic/ovic/ReferenceDetailsPage/DocumentToolsPortletWindow? displayGroupName=Reference&jsid=39089e482c48b82edbb
8752954d5c460&action=2&catld=&documentld=GALE%7CEJ3011870101&u=tel_s_tsla&zid=a8b62bf67a1e49125e7d00fb3ad9b66d lastaccessed 1/24/2016
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Important Differences in Health Services Use
Rates in Older Population Demographics

Use rates for all adult healthcare services are higher for
those > 64

— Use rates for ages 65-84 are 2.0 to 3.5 times use rates of
those <65 (weighted average ~ 3x)

— Use rates for ages 85 and above are 3.5 to 11.5 times use
rates of those <65 (weighted average ~ 6x)

The aggregate impact of population growth and use

rates will require NM to expand virtually all categories

of healthcare services, by 30 to 45 percent, between
2010 and the year 2030

* Nursing home use in NM could double IL]'TI
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Exhibit 1.3

In 2011, Medicare per capita spending peaked at age 83 for physician
and outpatient services, but at older ages for inpatient care (89),
home health (96), skilled nursing facility (98), and hospice (104)

Peaks in Medicare per capita spending by type of service for traditional Medicare beneficiaries over age 65, 2011

$5,000 Age 89
54,500
4,000 -
24,000 Age 104
$3,500 - Age 98 Hospice
$3.000 - Age 83
Inpatient
$2,500 - ‘
$2,000 - Skilled Nursing
Age 83 Age 96 Facility (SNF)
51,500 - o~
/ - Part B Providers/
51,000 - Services/Supplies
$500 - Home Health
s +* — el — _ - | Outpatient
65 70 75 80 85 90 95 100
Age

MOTE: Analysis excludes beneficiaries with Medicare Advantage. Analysis excludes people age 65 because some of these beneficiaries are
enrolled for less than a full year; therefore, a full vear of Medicare spending data is mot available for all people at this year of age
SOURCE: Kaiser Family Foundation analysis of a 5 percent sample of Medicare claims from the Chronic Conditions Data Warehouse, 2011.




The Bottom Line

* Managing the more than doubling of our Senior
population from 2000 — 2030 is the real issue

— 30 to 45% more healthcare resources needed

» Hospitals, nursing homes, physicians, nurses, other practitioners, pharmacy,
lab, many others

* We do not have the resources to create 30 to 45%
growth in New Mexico in any healthcare sector

* There is an urgent need to develop and leverage
technology solutions to redesign our approach to
Seniors
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