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Medicare Part D Enrollment in a Biracial
Community-Based Population of Older Adults
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Purpose: The Medicare Prescription Drug Benefit (Part
D) program debuted in January 2006. We ascer-
tained the sociodemographic and health characteris-
tics of Blacks and Whites who enrolled in the early
stages of the program. Design and Methods: Data
were collected between April 2006 and October
2007 from an ongoing population-based biracial
study of older adults. Results: We interviewed
2,694 subjects, 1,784 Blacks and 910 Whites, of
whom 40% and 35% reported to have enrolled in
Medicare Part D, respectively. Among Blacks, those
who enrolled were more likely to be female, unmar-
ried, have less education and income, more medical
conditions, greater physical disability, and poorer
physical function than Blacks who did not enroll.
Among Whites, enrollees were older, female, and
had less education compared with White nonenroll-
ees. In the multivariate analyses, older age, female,
being married, lower income, worse physical func-
tion, and better cognitive function were associated
with program enrollment.  Implications: These results
indicate that the profiles of adults who initially en-
rolled in Medicare Part D differed somewhat by race.
Program enrollment among Blacks was largely driven
by financial need and poor health; however, among
Whites, there was no such discernible pattern of en-
rollment. In addition, we observed a knowledge gap
among Black nonenrollees who reported that they
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were unaware of and confused by the program and
plans. The findings suggest that Medicare Part D may
serve different needs in different subpopulations. The
long-term impact of these differential program pro-
files on Black-White health disparities remains
uncertain and requires continued monitoring.
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Race differences

The Medicare Modernization Act Prescription
Drug Benefit (Part D) is insurance that covers
brand name and generic prescription drugs
for Medicare beneficiaries regardless of income,
wealth, health status, or current prescription drug
expenses. All Medicare beneficiaries and those who
are eligible for Medicare—3 months before and
after the month they turn age 65—may enroll by
either joining a Medicare prescription drug plan or
a Medicare Advantage Plan or other Medicare
Health Plan that offers drug coverage. Medicare
Part D beneficiaries generally pay a monthly pre-
mium, which varies depending on the plan select-
ed, a yearly deductible, as well as a portion of the
prescription costs, including a copayment or coin-
surance (Medicare, 2008).

Since implementation in January 2006, a number
of reports have documented early outcomes of the
program; typically, these reports have focused on ex-
penditures and drug utilization issues (Lichtenberg
& Sun, 2007; Madden et al., 2008; Vogt, Joyce, &
Goldman, 2008; Yin et al., 2008), but some have
examined consumers’ knowledge of and satisfaction
and experiences with the program (Centers for Medi-
care and Medicaid Services [CMS], 2007; Heiss,
McFadden, & Winter, 2006; Henry J. Kaiser Family
Foundation, 2006; Hsu et al., 2008; Neuman et al.,
2007). However, there is little information on initial
experiences with the program across different racial
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groups. That is, what are the sociodemographic and
health characteristics of older Blacks and Whites
who enrolled in the early stages of the program?

Medicare Part D was designed to provide af-
fordable prescription drug coverage to all 44 mil-
lion Medicare beneficiaries. Although there is
debate about the long-term public health and eco-
nomic impact of the drug benefit program, there is
evidence that the program has been successful in
reducing drug costs for older adults. Before the
program was implemented, it was projected that
the drug benefit would reduce average out-
of-pocket expenses for beneficiaries by approxi-
mately 14% and would concomitantly increase
drug utilization by 6% (Pauly, 2004). Initial data
after implementation of the program show that the
program has resulted in an 18.4% reduction in
out-of-pocket expenses and a 12.8% increase in
prescription drug use (Lichtenberg & Sun). Fur-
thermore, according to the CMS, beneficiaries
saved an average of $1,200 a year, with monthly
premiums averaging $22, 42% lower than origi-
nally estimated (CMS).

Despite the apparent initial economic success of
the program for consumers, we know little about
other outcomes. For example, CMS’s three broad
postimplementation goals for the program are
“ensuring that competition promotes simplicity as
well as better benefits, minimizing drug prices
while providing access to needed drugs, and inten-
sifying outreach to lower-income beneficiaries who
do not yet have comprehensive drug coverage”
(Bach & McClellan, 2006, p. 2312). Thus, al-
though the program has seemingly met its goals of
providing better benefits, minimizing drug prices,
and providing access to needed drugs, the goal of
promoting simplicity certainly failed, at least ini-
tially. Numerous problems arose at the program’s
implementation. At the onset, there were reports
of consumer confusion about the myriad plans
from which to choose as well as a general lack
of understanding about the program (Bach &
McClellan; Heiss et al., 2006; Henry J. Kaiser
Family Foundation, 2006; Summer, Nemore, &
Finberg, 2008). Indeed, CMS acknowledged sub-
stantial problems with the implementation, includ-
ing problems with patient coverage at pharmacies
and long wait times for the 1-800-Medicare hotline
(CMS, 2007). The goal of outreach to lower in-
come beneficiaries was arguably successful by the
fact that enrollment rates were relatively high
among low-income seniors partly due to CMS hav-
ing automatically enrolled approximately 7 mil-
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lion low-income beneficiaries in the “extra help”
component of the program (Neuman et al., 2007).
This low-income subsidy (LIS) was created to off-
set some of the costs of the monthly program pre-
miums and associated prescription drug costs for
beneficiaries with limited income and resources.
The level of financial assistance is based on the
beneficiary’s income and assets (Medicare, 2008).
However, although CMS has noted that their
“beneficiaries are socioeconomically and medically
diverse” (Bach & McClellan, p. 2312), it is impor-
tant to remember that beneficiaries are also racially
and ethnically diverse, and currently, there is very
little information on early program experiences or
correlates of enrollment in older Blacks and Whites.

In our search of the empirical literature, we
identified one manuscript that included race among
its reporting factors. In their national survey of
16,072 beneficiaries, Neuman and colleagues’
(2007) findings showed two differences by race.
First, Medicare Part D was identified as the pri-
mary source of drug coverage for 61.7% of Afri-
can American older adults compared with 48.4%
of White older adults. Second, African Americans
had significantly lower rates of enrollment in
Employer, Veterans Administration, and other
plans but had a higher rate (12%) of having no
plan compared with Whites (8%). Furthermore,
among those not receiving the LIS benefits, fewer
than 40% of African Americans with incomes at
or below 150% of poverty said that they were
aware of the LIS benefit compared with more
than 50% of their White counterparts. Neuman
and colleagues’ (2007) results emphasize program
enrollment status and a benefit knowledge gap by
race but do not offer insight into characteristics of
program enrollees by race.

The evidence for race or ethnic health disparities
is unequivocal. It is widely known that Blacks ex-
perience worse physical health status than Whites
(Harper & Alexander, 1990; Levine et al., 2001;
Mendes de Leon, Barnes, Bienias, Skarupski, &
Evans, 2005; Shuey & Willson, 2008; U.S. Depart-
ment of Health and Human Services [USDHHS],
2000). Whether Blacks experience worse mental
health status than Whites is less clear; however, there
is evidence that Blacks report more depressive
symptoms than Whites (Callahan & Wolinsky, 1994;
Jackson-Triche et al., 2000; Skarupski et al., 2005).
So, how did these physical and mental health differ-
ences manifest in the prescription drug program
enrollment experience? In this paper, we explore
the sociodemographic and health characteristics of
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the people who enrolled in the program, by race,
using data collected from an ongoing population-
based study of older Blacks and Whites.

Methods
Participants

The data for this study come from the Chicago
Health and Aging Project (CHAP), which is an
ongoing longitudinal, biracial (62% Black), popu-
lation-based study of risk factors for incident Al-
zheimer’s disease and other age-related chronic
conditions among community-dwelling residents
aged 65 and older. A complete census of three con-
tiguous neighborhoods on the South Side of Chi-
cago resulted in a total of 6,158 residents who
participated in the baseline survey conducted from
1993 to 1997 (response rate of 78.9%). Details of
study procedure have been provided elsewhere
(Bienias, Beckett, Bennett, Wilson, & Evans, 2003;
Evans et al., 2003; Wilson et al., 1999); essentially,
assessments are conducted at approximately 3-year
intervals. Two modifications have been made to
the composition of the original CHAP cohort: (a)
successive age cohorts have been enrolled as com-
munity residents reach 65 years of age to ensure
that the cohort does not become increasingly older
and smaller and (b) a supplemental cohort of resi-
dents aged 65+ from an adjacent neighborhood
has been enrolled to add more older Whites to re-
duce the racial imbalance in the cohort. For the
purpose of this report, we use data from the first
2,694 participants who participated in the current
3-year interview cycle (April 2006 to April 2009).
Interviews with these participants were conducted
between April 2006, shortly after the introduction
of the Medicare Part D program, and October
2007. All data were collected in the participants’
homes by trained interviewers. The interviews in-
cluded performance-based tests of physical and
cognitive function as well as structured questions
about sociodemographic characteristics, health,
and lifestyle. The Institutional Review Board of
Rush University Medical Center approved the
study and all participants provided written in-
formed consent.

Measures

Sociodemographics. —Included in the analyses
were sex, age (65-74, 75-84, and 85+ years), race
(Black vs. non-Black), years of education (less than
high school, high school graduate, or more than
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high school), income (low, midrange, and high),
and marital status (never married, married, sepa-
rated, divorced, and widowed).

Medicare Part D.—As part of in-home inter-
views, participants were asked the following four
questions (a) Did you enroll in the Medicare Part
D prescription drug coverage plan [that was first
made available in November 2005], YES or NO?
(b) Where did you enroll? Was it an “Internet
Website,” in a pharmacy, in a doctor’s office, at a
workshop, or at some other place? (¢c) How satis-
fied are you with the plan you selected? (very sat-
isfied, somewhat satisfied, somewhat dissatisfied,
and very dissatisfied) and (d) Did you not enroll
because [choose all that apply]: (i) you did not
know about this program, (ii) the program was
too difficult to understand, (iii) you were uncer-
tain about which plan to choose, (iv) you forgot to
enroll, or (v) other (specify).

Health. —We assessed health via three domains:
global self-rated health, physical disability and
function, and medical conditions. Global self-rated
health was measured using the single question
from the Centers for Disease Control and Preven-
tion (CDC) health-related quality of life core items:
“As compared to other people your own age,
would you say that your health is excellent, good,
fair, or poor?” (CDC, 2000). These responses were
recoded into three categories: excellent, good, and
fair or poor.

Physical disability was assessed using the self-
reported activities of daily living (ADLs) and in-
strumental activities of daily living (IADLs)
measures. We used the six ADL questions based
on the work of Katz (Branch, Katz, Kniepmann, &
Papsidero, 1984) that emphasize the ability to per-
form basic self-care functions (e.g., eating, bath-
ing, dressing). The ADLs were rated on a 3-point
scale: need no help, need help, and unable to do. A
dichotomous ADL measure was constructed indi-
cating disability as a report of needing help or un-
able to do one or more ADL tasks. We also used
the 10 IADL questions based on the Duke Older
Americans Resources and Services that focus on
more complex self-care tasks (e.g., preparing meals,
light housekeeping, shopping) (Fillenbaum &
Smyer, 1981). The IADLs were rated on a 5-point
degree of difficulty scale. A dichotomous IADL
measure was constructed indicating disability as a
report of having at least some difficulty in one or
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more [ADLs. Physical function was assessed via a
lower extremity performance-based measure of
basic physical function adopted from the Estab-
lished Populations for Epidemiologic Studies of
the Elderly (EPESE) studies (Guralnik et al., 1994;
Reuben & Siu, 1990), including tests of tandem
stand, chair stand, and timed walk. Data from the
physical performance test are recoded into ordinal
level scales and then averaged into a summary
score such that lower scores indicate greater dis-
ability. For ease of interpretation, physical perfor-
mance was recoded into tertiles: high, medium,
and low performance.

For medical conditions, CHAP obtains self-
report information via in-person interviews using
standardized questions derived from the EPESE
on the number of physician-diagnosed diseases
(Cornoni-Huntley, Brock, Ostfeld, Taylor, &
Wallace, 1986). The questions focus on the fol-
lowing conditions: myocardial infarction, stroke,
cancer, diabetes, high blood pressure, Parkinson’s
disease, shingles, thyroid disease, and hip frac-
ture. These conditions are summarized into a
continuous measure of number of chronic medical
conditions.

Assessment of cognitive function was based on
four brief tests: two measures of episodic memory,
immediate and delayed recall of 12 ideas contained
in the brief, orally presented East Boston Story
(Albert et al., 1991); one test of perceptual speed
via a modified form of the oral version of the
Symbol Digit Modalities Test (Smith, 1984)—a
procedure in which participants are given 90 s to
identify as many digit symbol matches as possible;
and the Mini-Mental State Examination (Folstein,
Folstein, & McHugh, 1975), a widely used 30-
item screening test to measure global cognitive
functioning in older adults. A summary measure of
cognitive function was created by converting the
scores on each of the four tests to z scores using the
baseline mean and standard deviation of each test
and then averaging them to yield a single measure
scaled in standard units with higher scores indicat-
ing higher cognitive performance (Wilson et al.,
1999). For ease of interpretation, cognitive func-
tion was recoded into tertiles: high, medium, and
low function.

Assessment of depressive symptoms was based
on the 10-item version of the Center for Epidemio-
logic Studies Depression scale (CES-D) (Kohout,
Berkman, Evans, & Cornoni-Huntley, 1993). This
abbreviated CES-D is derived from the original 20-
item version (Radloff, 1977) and has acceptable
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reliability and a similar factor structure compared
with the original version (Kohout et al., 1993).
Item responses are coded in a yes—no format, yield-
ing a summary measure (CES-D) with a range from
0 to 10 after one sums across the individual items.
Higher scores indicate more depressive symptoms.

Analysis

To facilitate comparison and interpretation of
correlates between enrollees and nonenrollees
within race groups, the health variables were re-
coded into tertiles, with the exception of ADLs
and IADLs, which were recoded into binary levels
because 82% and 69% of the responses were val-
ues of 0, respectively. We used the chi-square sta-
tistic to compare proportional differences and the
independent samples ¢ test to compare mean dif-
ferences between enrollees and nonenrollees with-
in race groups on the variables of interest. We
used logistic regression to model the variables as-
sociated with program enrollment. We tested se-
quential models, examining sociodemographic
factors first (Model 1), then adding health factors
(Model 2). To account for the possibility that
these factors were differentially associated with
program enrollment depending on race, we sepa-
rately tested the interaction between each covari-
ate and race with Model 2 covariates and retained
significant interaction terms (p < .05) for Model
3. We used the continuous versions of the covari-
ates (e.g., education, income, ADLs, IADLs, phys-
ical and cognitive function) in the models.
Analyses were performed using SAS® Version 8
(SAS Institute, 2000).

Results

Participant Sociodemographic, Health, and
Program Enrollment Characteristics

Table 1 shows the sociodemographic, health,
and program enrollment characteristics of the
2,694 participants. The average age of the partici-
pants was approximately 78 years, 64% were fe-
male, and 43 % were married. The average number
of years of education was approximately 13; 24%
reported having 11 or fewer years of education,
29% reported having 12 years of education, and
46% reported having 13 or more years of educa-
tion. Participants’ income was split into tertiles
with 38% in the low-income category, 29% in the
midincome range, and 33% in the higher income
range. Blacks were younger and had less education



Table 1. Participants’ Sociodemographic, Health, and Program Enrollment Characteristics

Variables Total (N = 2,694) Blacks (7 = 1,784) Whites (z = 910) p
Sociodemographics
Age, mean (SD) 77.8 (7.4) 76.7 (6.9) 80.0 (8.0) <.0001
Female, no. (%) 1,733 (64.3) 1,144 (64.1) 589 (64.7) .7586
Married, no. (%) 1,148 (42.6) 760 (42.6) 388 (42.6) 9856
Education, mean (SD) 12.9 (3.4) 12.1 (3.2) 14.5 (3.2) <.0001
Education categories, no. (%) <.0001
0-11 655 (24.4) 579 (32.5) 76 (8.4)
12 790 (29.4) 554 (31.1) 236 (26.0)
13+ 1,244 (46.3) 647 (36.4) 597 (65.7)
Income” categories, no. (%) <.0001
Low 930 (37.9) 775 (48.3) 155 (18.3)
Mid 719 (29.3) 528 (32.9) 191 (22.5)
High 803 (32.8) 301 (18.8) 502 (59.2)
Health
Self-reported health, no. (%) <.0001
Excellent 561 (20.8) 276 (15.5) 285 (31.3)
Good 1,351 (50.2) 885 (49.6) 466 (51.2)
Fair or poor 782 (29.0) 623 (34.9) 159 (17.5)
No. of medical conditions <.0001
0 434 (16.1) 236 (13.2) 198 (21.8)
1 1,001 (37.2) 641 (35.9) 360 (39.6)
2+ 1,259 (46.7) 907 (50.8) 352 (38.7)
Physical disability—ADLs 4900
0 2,228 (82.7) 1,469 (82.3) 759 (83.4)
1+ 466 (17.3) 315 (17.7) 151 (16.6)
Physical disability—IADLs .8378
0 1,876 (69.6) 1,240 (69.5) 636 (69.9)
1+ 818 (30.4) 544 (30.5) 274 (30.1)
Physical function <.0001
High performance 654 (25.6) 339 (20.1) 315 (36.3)
Medium 988 (38.6) 693 (41.0) 295 (34.0)
Low performance 918 (35.9) 659 (39.0) 259 (29.8)
Cognitive function <.0001
High function 881 (33.7) 448 (25.8) 433 (49.5)
Medium 875 (33.5) 621 (35.7) 254 (29.1)
Low function 857 (32.8) 670 (38.5) 187 (21.4)
Depressive symptoms <.0001
0 1,120 (42.0) 637 (36.1) 483 (53.5)
1 609 (22.8) 387 (21.9) 222 (24.6)
2+ 941 (35.2) 743 (42.1) 198 (21.9)
Program enrollment
Enrolled in the Medicare Part D 1,022 (37.9) 708 (39.7) 314 (34.5) .0088

program, no. (%)

Notes: ADLs = activities of daily living; IADLs = instrumental ADLs.
*Nine percent of the income data are missing in the total population (10.1% for Blacks and 6.8% for Whites).

and lower income than Whites. Blacks reported
excellent health at less than half the rate of Whites
and reported fair or poor health at nearly twice the
rate of Whites. Similarly, Blacks reported more
medical conditions but reported no difference in
ADLs or IADLs compared with Whites. Blacks
had worse physical and cognitive function and
more depressive symptoms than Whites. Overall,
38% of the population reported having enrolled in

the Medicare Part D program by the end of the
assessment cycle; the rate of enrollment was higher
among Blacks (40%) than Whites (35%).

Medicare Part D Enrollment Experiences

Table 2 shows the participants’ Medicare Part D
enrollment experiences by race. There were distinct
race differences in which the participants enrolled

The Gerontologist



Table 2. Medicare Part D Enrollment Experiences, by Race (N = 1,022)

Variables Black enrollees (72 = 708) White enrollees (7 = 314) P
Where did you enroll? no. (%) <.0001
Doctor’s office 294 (41.9) 55(17.6)
Pharmacy 123 (17.5) 48 (15.4)
Workshop 2 (10.3) 41 (13.1)
Web site 1(1.6) 24 (7.7)
Other 202 (28.8) 144 (46.2)
How satisfied are you with the plan? no. (%) <.0001
Very satisfied 308 (44.1) 191 (61.4)
Somewhat satisfied 330 (47.2) 95 (30.6)
Somewhat dissatisfied 44 (6.3) 18 (5.8)
Very dissatisfied 17 (2.4) 7 (2.3)
Proportion enrolled by assessment period, no. (%) .0362
April 1, 2006, to October 31, 2006 172 (24.3) 57 (18.2)
November 1, 2006, to April 30, 2007 204 (28.8) 85 (27.1)
May 1, 2007, to October 31, 2007 332 (46.9) 172 (54.8)
Variable Black nonenrollees White nonenrollees
(n =1,075) (n = 594)
Did you not enroll because ..., no. (%) <.0001
Did not know about this program 142 (13.2) 14 (2.4)
Program too difficult to understand 139 (12.9) 8 (1.4)
Uncertain about which plan to choose 111 (10.3) 13 (2.2)
Forgot to enroll 4 (6.9) 4(0.7)
Other 609 (56.7) 555 (93.4)

in the program, their satisfaction with the program,
and when they enrolled as well as differences be-
tween Black and White nonenrollees and their rea-
sons for not having enrolled in the program. Among
Black enrollees, the most common site of enrollment
was in the doctor’s office (42%), whereas only
18% of Whites reported that they enrolled in a
doctor’s office. Conversely, nearly half of Whites
(46%) enrolled via some “other” mechanism com-
pared with approximately one third (29%) of
Blacks. The vast majority of both Blacks (91%)
and Whites (92%) reported that they were either
very satisfied or somewhat satisfied with the pro-
gram. However, the distinction between “some-
what” and “very” satisfied was greater for Whites;
61% reported that they were very satisfied com-
pared with 44% of Blacks reporting “very satis-
fied.” Rates of program participation increased
during the course of the study, but Blacks were
more likely to have enrolled early in the program
compared with Whites. During the assessment pe-
riod closest to the program’s roll-out in January
2006 to April 1, 2006, and October 31, 2006—
nearly one quarter (24%) of the Black participants
had enrolled in the program compared with 18%
of their White counterparts. Among program non-
enrollees, Blacks were more likely than Whites to
report having been unaware of the program or
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having experienced program confusion. For exam-
ple, when asked why they did not enroll in the pro-
gram, Blacks were 5-12 times more likely than
Whites to report that they did not know about the
program (13% vs. 2%), the program was too dif-
ficult to understand (13% vs. 1%), or that they
were uncertain about which plan to choose (10%
vs. 2%). The vast majority (93%) of White nonen-
rollees stated that they did not enroll for “other”
reasons compared with only more than half (57%)
of Blacks nonenrollees. When asked a follow-up
question to explain these other reasons, the most
typical responses were that the participant already
had another or a better plan or that they did not
need the program.

Sociodemographic and Health Correlates of
Enrollment

Table 3 shows the sociodemographic and health
correlates of program enrollment, comparing en-
rollees to nonenrollees within race groups. Over-
all, program enrollment was associated with older
age, female, being unmarried, having less educa-
tion and income, worse self-reported health, more
medical conditions, more ADL and IADL disabili-
ties, worse physical function, and more depressive
symptoms.
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Table 3. Sociodemographic and Health Correlates of Medicare Part D Enrollees, by Race

Total enrollees Black enrollees White enrollees
Variables (N = 1,022) P (n = 708) p (n = 314) p
Sociodemographics
Age, no. (%) .0393 .1380 .0413
65-74 319 (34.6) 256 (36.9) 63 (27.6)
75-84 524 (39.6) 361 (41.0) 163 (37.0)
85+ 179 (39.7) 91 (43.3) 88 (36.5)
Sex, no. (%) <.0001 <.0001 .0144
Males 305 (31.7) 211 (33.0) 94 (29.3)
Females 717 (41.4) 497 (43.4) 220 (37.4)
Marital status, no. (%) .0439 .0121 7618
Never married 3 (38.7) 3(35.1) 30 (40.5)
Married 414 (36.1) 285 (37.5) 129 (33.3)
Separated 8 (20.0) 7 (18.9) 1(33.3)
Widowed 485 (40.2) 347 (43.2) 138 (34.2)
Divorced 2 (38.3) 56 (38.1) 16 (39.0)
Education, no. (%) <.0001 .0001 .0241
Less than high school 302 (46.1) 271 (46.8) 31 (40.8)
High school graduate 264 (33.4) 199 (35.9) 65 (27.5)
Greater than high school 454 (36.5) 236 (36.5) 218 (36.5)
Income, no. (%) <.0001 <.0001 3523
Low 414 (44.5) 358 (46.2) 56 (36.1)
Mid 246 (34.2) 172 (32.6) 74 (38.7)
High 255(31.8) 89 (29.6) 166 (33.1)
Health
Self-reported health, no. (%) .0220 1201 .6079
Excellent 188 (33.5) 96 (34.8) 92 (32.3)
Good 514 (38.1) 350 (39.6) 164 (35.2)
Fair or poor 320 (40.9) 262 (42.1) 58 (36.5)
No. of medical conditions .0096 .0125 .3836
0 138 (31.8) 76 (32.2) 62 (31.3)
1 380 (38.0) 247 (38.5) 133 (36.9)
2+ 504 (40.0) 385 (42.5) 119 (33.8)
Physical disability—ADLs .0259 .0224 .5872
0 824 (37.0) 565 (38.5) 259 (34.1)
1+ 198 (42.5) 143 (45.4) 55 (36.4)
Physical disability—IADLs .0331 1123 .1506
0 687 (36.6) 477 (38.5) 210 (33.0)
1+ 335 (41.0) 231 (42.5) 104 (38.0)
Physical function <.0001 .0001 .0666
High performance 205 (31.4) 106 (31.3) 99 (31.4)
Medium 362 (36.6) 262 (37.8) 100 (33.9)
Low performance 399 (43.5) 294 (44.6) 105 (40.5)
Cognitive function 1695 1718 4516
High function 318 (36.1) 163 (36.4) 155 (35.8)
Medium 353 (40.3) 261 (42.0) 92 (36.2)
Low function 320 (37.3) 262 (39.1) 58 (31.0)
Depressive symptoms .0352 1737 4321
0 394 (35.2) 235 (36.9) 159 (32.9)
1 247 (40.6) 163 (42.1) 84 (37.8)
2+ 374 (39.7) 304 (40.9) 70 (35.4)

Notes: ADLs = activities of daily living; IADLs = instrumental ADLs.
*The p values reflect the statistical significance between those who enrolled and those who did not enroll, within groups.

For Blacks, enrollment status statistically dif- more likely to have enrolled compared with men
fered depending on sex, marital status, education,  (43% vs. 33%) and widows reported the highest
income, number of medical conditions, ADL phys-  enrollment rates (43%). Those with less education
ical disability, and physical function. Women were =~ were more likely to have enrolled—47% of those
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with less than a high school diploma enrolled com-
pared with 37% of those with more than a high
school education. Similarly, those with lower in-
come also had the highest enrollment rates—46 %
of those in the lowest income tertile compared with
30% of those in the highest tertile. Blacks with
poorer health were more likely to have enrolled in
the program. Those with two or more medical
conditions were more likely to have enrolled (43 %)
compared with 32% reporting zero medical condi-
tions. Likewise, 45% enrolled who had a score of
1 or higher for ADL disability compared with 39%
among those with a score of 0 and participants
with low physical function were more likely to
have enrolled (45%) compared with their high
physical function peers (31%).

For Whites, enrollment status statistically dif-
fered depending on age, sex, and education; there
were no differences between White program en-
rollees and nonenrollees for any of the health cor-
relates. Older adults, females, and those with less
education were more likely to have enrolled. En-
rollment was 37% for those aged 75+ compared
with 28 % for those aged 65-74. Females were also
more likely to have enrolled than men—37% ver-
sus 29% and 41% of those with less than a high
school diploma enrolled compared with 28% of
those with high school graduates.

Modeling Medicare Part D Enrollment

Table 4 shows the results from the logistic re-
gression models of the factors associated with pro-
gram enrollment. Model 1 shows that older age,
being female, married, and lower income were as-
sociated with a greater likelihood of having en-
rolled in the program; race was not associated with
program enrollment. Adding the health factors in
Model 2 did not substantively change the sociode-
mographic factors associated with program enroll-
ment. Of the health-related variables, better
physical function was associated with a reduced
likelihood and better cognitive function was associ-
ated with a greater likelihood of enrollment. Model
3 shows that adding the significant interactions
with race did not substantively change the odds ra-
tios (ORs) from prior models. Of the three interac-
tion effects with race we tested, only the race by
education interaction effect was significant (OR =
0.93, 95% confidence interval [CI] = 0.87-0.99).
Calculation of the race-specific ORs indicated that
years of education showed a slight positive associa-
tion with enrollment among Whites (OR = 1.05,
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95% CI 1.00-1.11) and a nonsignificant negative
association among Blacks (OR = 0.98, 95% CI
0.93-1.03).

Discussion

Overall, we found that almost 4 of 10 older
adults had enrolled in the Medicare Part D program
between the period of April 1, 2006, to October
31, 2007. We also observed a gradual increase in
enrollment rates over time, with program partici-
pation reaching about 50% toward the latter stag-
es of the study, which was about a year and half
after rollout of the program. The results of these
analyses also suggest somewhat distinct Medicare
Part D program enrollment profiles among Blacks
and Whites. Enrollment rates were higher in Blacks
compared with Whites and the program enroll-
ment pattern among Blacks appears to have been
motivated by financial and health needs more so
than among Whites. Black enrollees generally were
more disadvantaged in terms of lower socioeco-
nomic status and poorer physical health. They
were also more likely to be unmarried females,
have less education and income, have more medi-
cal conditions, and greater physical disability as
measured by ADLs and poorer physical function
than those who did not enroll. Among Whites, en-
rollees were older females with less education than
nonenrollees, but health was apparently not asso-
ciated with Whites having enrolled in the program.
In the multivariate analyses, older age, female, be-
ing married, lower income, worse physical func-
tion, and better cognitive function were associated
with program enrollment.

Location was a prominent factor in program
enrollment. Whereas less than one fifth of White
enrollees enrolled in their doctor’s office, nearly
half of Black enrollees enrolled in their doctor’s
office, which is somewhat surprising given historic
health care access barriers encountered by Blacks.
But whether our survey participants were contact-
ed by CMS and encouraged to enroll in their doc-
tor’s office or if access to health care is typically a
problem for our participants is unknown. Indeed,
one of CMS’s major program strategies was mak-
ing contact with and counseling vulnerable popu-
lations, particularly widows and unmarried women
and those less educated and with lower incomes
(Heiss et al., 2006). Furthermore, whether this en-
rollment process was facilitated by the physicians
themselves, the nursing staff, other health care
practitioners, or administrative staff is unclear;



Table 4. Modeling Medicare Part D Enrollment, Using Logistic Regression, Odds Ratio (95% confidence intervals)

Model 1 Model 2 Model 3
Sociodemographics
Age 1.02 (1.01-1.03)* 1.02 (1.00-1.03)* 1.02 (1.00-1.03)*
Male 0.69 (0.57-0.83)* 0.70 (0.58-0.86)*** 0.67 (0.55-0.82)***
Married versus not married 1.27 (1.04-1.55)*% 1.30 (1.05-1.59)* 1.30 (1.06-1.60)*
Education 1.01 (0.98-1.03) 1.00 (0.97-1.03) 1.05 (0.99-1.11)
Income 0.91 (0.87-0.95)* 0.90 (0.86-0.94)*** 0.92 (0.86-0.99)*
Black 1.03 (0.84-1.27) 0.98 (0.79-1.23) 1.71 (0.94-3.26)
Health
Self-reported health — 0.98 (0.86-1.12) 0.98 (0.86-1.12)
No. of medical conditions — 1.07 (0.98-1.17) 1.06 (0.97-1.16)
Physical disability—ADLs — 0.92 (0.82-1.03) 0.92 (0.82-1.02)
Physical disability—IADLs — 1.01 (0.96-1.06) 1.01 (0.96-1.06)
Physical function — 0.95 (0.92-0.98)*** 0.95 (0.91-0.98)***
Cognitive function — 1.28 (1.10-1.49)** 1.54 (1.18-2.00)**
Depressive symptoms — 0.98 (0.94-1.03) 0.98 (0.94-1.03)

Race interactions
Black Race x Education —
Black Race x Income —
Black Race x Cognitive Function —

— 0.93 (0.87-0.99)*
— 0.96 (0.87-1.04)
— 0.79 (0.59-1.06)

Notes: Dashes indicate that a variable was not included in the model. ADLs = activities of daily living; IADLs = instrumental

ADLs.
::-p <0.05. :.k:.tp <0.01. ** ’:‘p <0.001.

regardless, the doctor’s office proved to be an effi-
cient mechanism for reaching the Black population
in this large-scale nationwide educational and out-
reach campaign. Our findings suggest that the doc-
tor’s office can be a vital source of program
education, information, and intervention, particu-
larly for older Blacks. Other national, state, and
local programs such as Medicaid, civic engagement
programs, Meals on Wheels, adult day care, care-
giving, and senior housing programs may improve
their outreach and impact by exploring collabora-
tive relationships with doctor’s offices.

Similar to Neuman and colleagues’ (2007) find-
ings, we also observed a knowledge gap evident
among Blacks who did not enroll in the program.
More than one third of Black nonenrollees report-
ed that they were unaware of or confused by the
program or plans. However, the fact that 13% of
Blacks and 2% of Whites reported that they did
not know about the program, actually aligns with
CMS’s report that “85 percent of seniors were
aware of the open-enrollment period” (CMS,
2007). Beyond the basic knowledge of the Medi-
care Part D program, the complexity of the pro-
gram added to consumer lack of knowledge and
confusion (Summer et al., 2008). In fact, Hsu and
colleagues (2008) recently reported that the major-
ity of beneficiaries were unaware of or had limited
knowledge of the coverage gap, otherwise known
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as the doughnut hole, which happens when benefi-
ciaries with moderate to high drug expenses are
personally responsible for a substantial portion of
their drug costs (Goldman & Joyce, 2008).

The import of our findings to program policy is
pronounced when considering the projected in-
crease in the U.S. Black elderly population; by
2050, 14% of the Black population will be aged
65 or older compared with 8% today (U.S. Bureau
of the Census, 1996). Similar increases are pro-
jected for other race and ethnic groups. It remains
to be seen whether or not improving access to
prescription drugs through the Medicare Part D
program contributes to minimizing health dispar-
ities in old age. In addition to working closely
with doctors’ offices, pharmacies, and drug plans,
CMS can expand its outreach efforts by establish-
ing collaborative relationships with consumer
advocacy groups, including Area Agencies on Ag-
ing, community-based organizations, and public
health departments. Continued monitoring is re-
quired to assess the long-term impact of the pro-
gram, especially among vulnerable subpopulations
whose lower incomes oftentimes force difficult
decisions of choosing food over medicine (Madden
et al., 2008). For example, cost-related medica-
tion nonadherence (CRN) is especially high in
minority groups. CRN refers to “cost-coping be-
haviors” such as skipping, splitting, sharing, or
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substituting pills, switching to cheaper prescrip-
tions, and getting free samples; one study reported
that one third of their sample engaged in cost-
coping behaviors (Hsu et al., 2008). Soumerai
and colleagues (2006) reported CRN prevalent
behaviors in 18 % of African Americans compared
with 12% in Whites, and Madden and colleagues
(2008) noted only small reductions in CRN and
forgoing basic needs on the heels of Medicare Part
D implementation.

Our findings raise the possibility that Medicare
Part D serves the health needs of older Blacks more
directly than those of older Whites, given the more
consistent associations between program enroll-
ment and markers of poor health in our data
among Blacks. The reasons for the differential pat-
tern of enrollment correlates by race are unclear
and merit further investigation. One possibility is
that, on average, a lower portion of older Blacks
had supplemental insurance that included prescrip-
tion drug benefits before introduction of the Medi-
care Part D program. Unfortunately, we cannot
test this theory as we do not have information on
participants’ supplemental health insurance cover-
age. Another possibility is that older Blacks are
more likely to have comorbid chronic health con-
ditions, leading to a greater proportion of them
depending on multiple drug regimens for the man-
agement of their conditions. A note of caution here
is that our data come from a population of older
Blacks and Whites who live in a large Midwestern
urban area. Although similar findings may be
found in other urban areas across the country, they
cannot necessarily be generalized to smaller towns
and rural areas or to populations with other racial
or ethnic backgrounds.

The general consensus is that the Medicare Part
D prescription drug program survived its initial
implementation challenges and is a success. More
than 90% of the current 44 million Medicare ben-
eficiaries now have comprehensive prescription
drug coverage (CMS, 2007; Goldman & Joyce,
2008; Heiss et al., 2006), whereas in 1999, 38% of
Medicare beneficiaries reported that they had no
drug coverage (Laschober, Kitchman, Neuman, &
Strabic, 2002). The fact that our population is rap-
idly aging and growing increasingly racially and
ethnically diverse merits a sustained investment in
ensuring that all older adults reap the Medicare
Part D program’s rewards.

Continued program monitoring is critical be-
cause the stakes are high for the prescription drug
benefit’s success. The Congressional Budget Office
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(2007) has estimated the cost of the program to be
$811.5 billion for 2007-2016. Various stakehold-
ers anticipate a wide range of program benefits.
CMS anticipates being able to ensure increased
plan competition resulting in lower costs and bet-
ter options that are easy for consumers to under-
stand, and physicians anticipate that their patients
will be able to fill and use their prescriptions as
intended (Bach & McClellan, 2006). Policymakers
expect reduced emergency department use and
reduced unnecessary hospitalizations. These and
other program outcomes will have tremendous
economic and public health implications, par-
ticularly with regard to eliminating the widely
documented race or ethnic health disparities in
older populations (Levine et al., 2001; USDHHS,
2000). Evidence of differential program enroll-
ment experiences and varying sociodemographic
and health correlates of enrollees by race empha-
size opportunities for targeting educational and
health care outreach initiatives for medication
therapy needs, barriers, and adherence. The long-
term impact of the differential use of this new pro-
gram on Black—-White health disparities remains
uncertain and requires continued monitoring.
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