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Abstract
Background: Incentive-based prescription drug cost sharing can encourage seniors to use generic

medications. Little information exists about prescription drug cost sharing and generic use in employer-
sponsored plans after the implementation of Medicare Part D.
Objectives: To compare prescription drug cost sharing across prescription insurance type for Medicare
beneficiaries after Medicare Part D, to assess the impact of that cost sharing on the number of medications

used, and to examine how generic utilization rates differ before and after Medicare Part D and across the
type of insurance.
Methods: This longitudinal study of Medicare beneficiaries aged 65 years and older used Web-based

surveys administered in 2005 and 2007 by Harris Interactive� to collect information on prescription drug
coverage and medication use. Co-payment plans were categorized as low, medium, or high co-payment
plans. Multiple regression was used to assess the impact of co-payment rank on the number of

prescription drugs. t-Tests and analysis of variance were used to compare generic use over time and
between coverage types.
Results: One thousand two hundred twenty and 1024 respondents completed the baseline and follow-up
surveys, respectively. Among 3-tier co-payment plans, brand drug co-payments were higher for Part D

plans ($26 for preferred brand and $55 for nonpreferred brand) than employer-based plans ($20 for
preferred brand and $39 for nonpreferred brand). Co-payment was not a significant predictor for the
number of prescription drugs. Generic use was lowest among beneficiaries in employer plans both before

and after Part D. In 2007, generic use among beneficiaries with Part D was not significantly different from
the generic use for beneficiaries with no drug coverage.
Conclusions: Medicare beneficiaries in Part D had higher cost sharing amounts than those with employer

coverage, but higher cost sharing was not significantly linked to lower prescription use. Generic use for
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Part D beneficiaries was higher than that for beneficiaries with employer coverage but the same as that for
beneficiaries without drug coverage.
� 2010 Elsevier Inc. All rights reserved.
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Introduction

Payers, including theMedicare Part D prescrip-
tion drug plans (PDPs), use cost sharing to influ-
ence prescription drug use by the elderly.1 One

purpose of higher cost sharing is to reduce the use
of unnecessary medications, but the evidence on
the ability of cost sharing to limit drug use in the

elderly is not conclusive; some studies show that in-
creased cost sharing lowers prescription drug use in
the elderly, and others report nonsignificant effects

in this population.2–20 Although raising cost shar-
ing may not reduce the number of prescription
drugs used, the use of incentive-based cost sharing
can guide seniors toward lower-cost choices.

Requiring seniors to pay less out of pocket for
generic medications encourages them to choose
these products over brand drugs.21 The size of this

difference matters, because increasing the differen-
tial between brands and generics encourages higher
generic utilization rates.19

Generic use among Part D enrollees rose from
50% before the benefit began to 63% in 2007.22

One of the contributors to this rise may have

been PDPs’ increasingly aggressive use of financial
incentives.23 Although much attention has been
given to seniors in Medicare Part D, nearly 31%
of the elderly remained in employer-sponsored

plans in 2006, and less is known about their cost
sharing and generic use after the start of Medicare
Part D.24 Furthermore, little information exists

regarding generic use among Medicare beneficia-
ries who lack prescription drug coverage. This
article seeks to fill these gaps and provide infor-

mation about the association between cost sharing
and prescription drug use in the elderly.

The first objective of the study was to compare

prescription cost sharing between Medicare ben-
eficiaries with Part D and employer-based cover-
age after the Medicare drug benefit. The second
objective was to explore how costsharing amounts

affect the number of prescription drugs used by
elderly Medicare beneficiaries after Part D. The
third objective was to assess how generic utiliza-

tion rates differed before and after Medicare Part
D and across different prescription insurance
types, including no coverage.
Methods

Study design, sample, and data collection

The study used a longitudinal retrospective

design with a pre-Medicare Part D baseline survey
and a post-Medicare Part D follow-up survey and
was approved by the University of Iowa Institu-
tional Review Board. Harris Interactive� main-

tains a panel of individuals from across the
United States, who have agreed to be invited to
participate in Web-based surveys. For this study,

2 convenience samples of English-speaking indi-
viduals aged 65 years and older, U.S. residents,
and Medicare beneficiaries were recruited from

their panel, 1 for the baseline survey and 1 for
the follow-up survey. Informed consent was ob-
tained for all individuals participating in the sur-
veys. Those who completed the baseline survey

were given the first opportunity to complete the
follow-up survey. The baseline survey was con-
ducted in October 2005, and the follow-up survey

was conducted in November 2007. Both were
Web-based surveys administered by Harris Inter-
active� on behalf of the University of Iowa.

Measurement

The baseline survey was developed by the
authors using items from past surveys and was

pilot tested using a convenience sample of 30 older
adults at a senior citizens’ center. The follow-up
survey was an updated version of the baseline

survey. Updates included improvements based on
issues revealed during analysis of the baseline
survey, question changes to reflect the availability
of the Medicare drug benefit, and the addition of

new questions. For example, analysis of the 2005
survey revealed additional questions needed to be
asked to capture the cost sharing of those whose

coverage uses both co-payments and coinsurance.
Both surveys collected detailed information on
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prescription drug coverage, including the source of
drug coverage and the type, structure, and amount
of cost sharing under that coverage. Health status

and demographic information were also measured.
Prescription drug use was defined as the total
number of prescriptiondrugs usedby the individual
in the month before survey administration as

reported by the participant. Participants provided
a list of prescription medications they were taking,
and each drug was categorized as generic or brand

according to how it was reported by the patient.
The number of generic prescription medications
was divided by the total number of prescription

medications taken to generate a rate for each
individual. Insulins and over-the-counter medica-
tions were excluded from the rate. The Appendix
provides more detailed information on specific

survey items.
Data analysis

All analyses were conducted by the authors.

Insured individuals who reported a single co-
payment for generics and brands were classified
as having single-tier co-payment plans. Insured

individuals who reported different generic and
brand co-payment amounts were classified as
having 2-tier co-payment plans. The brand differ-

ential for each individual was calculated by
subtracting the generic co-payment for a 30-day
supply of medication from the brand co-payment.
Insured individuals who provided different ge-

neric, preferred brand, and nonpreferred brand
co-payment amounts were classified as having
3-tier co-payment plans. The preferred and non-

preferred brand co-payment differentials were
calculated by subtracting the generic co-payment
for a 30-day supply of medication from the

preferred and nonpreferred brand co-payments,
respectively, for each individual. To include
respondents with various types of co-payment

structures in the same analyses, a single measure
of cost sharing, co-payment rank, was created. A
respondent’s monthly out-of-pocket prescription
drug expenses under 4 hypothetical market baskets

were calculated using the generic and preferred
brand co-payment amounts the respondent re-
ported for his or her plan. The market baskets

represented a range of medication scenarios a se-
nior might face: (1) 3 generic and 2 preferred
brand drugs, (2) 2 generic and 2 preferred brand

drugs, (3) 1 generic and 1 preferred brand drug,
and (4) 5 generic and 4 preferred brand drugs. For
each market basket, respondents were divided
into tertiles, where the third with the lowest out-
of-pocket expenses received a low co-payment
ranking, the next third received a medium co-

payment ranking, and the third with the highest
expenses received a high co-payment ranking. A
respondent’s final co-payment rank of low, me-
dium, or high used in analyses was assigned based

on agreement of co-payment rankings across the 4
market baskets. The rankings were in agreement
across all 4 market baskets for 94.1% of respon-

dents. For the remaining 29 respondents, 2 of the
market baskets received the same co-payment
ranking, whereas the other 2 received a different

co-payment ranking. A final co-payment rank for
the 29 respondents was selected based on the
similarity of their co-payments to those already
assigned a rank and whether they had a deductible.

The mean generic and preferred brand co-
payments in 2007 for those receiving a low co-
payment rank were $3 and $6, respectively. These

respective co-payments were $6 and $17 for those
receiving a medium rank and $11 and $33 for
those receiving a high rank.

The categorization of individuals with coinsur-
ance into single-, 2-, and 3-tiered plans was similar
to that of individuals with co-payments. However,

rankings for those with coinsurance were based on
the average of the generic and preferred brand
coinsurance rates for each individual. A low
ranking was assigned if the average coinsurance

was less than or equal to 22.5%; a high ranking
was assigned if the average coinsurance was
greater than 22.5%.

Means were calculated for the co-payment
amounts, co-payment differentials, number of pre-
scription drugs used, and generic utilization rates.

An independent-sample t-test was used to compare
differentials between employer and Part D groups
in 2007. A t-test and a 1-way analysis of variance
(ANOVA) were used to compare the mean number

of prescription drugs between the cost sharing
rankings after the Medicare drug benefit. A multi-
variate ordinary least-square regression model was

used to assess the impact of co-payment ranking
on the number of prescription drugs used after the
drug benefit, controlling for sex, age, education,

income, health status, and source of coverage. A
multivariate regression was not used to assess the
impact of average coinsurance on the number of

drugs, because the subgroup was too small to ana-
lyze. A t-test was used to compare generic utiliza-
tion rates between employer and uninsured groups
in 2005. One-way ANOVA and post hoc analyses

were used to compare generic utilization rates
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between employer, Part D, and uninsured groups in
2007. Observations with missing data were dropped
from the analyses.
Results

The number of respondents who completed the

baseline and follow-up surveys was 1220 and
1024, respectively. The 1024 individuals who
completed the follow-up survey included 436

individuals from the baseline survey sample.
Health status, demographic information, and
source of coverage for all respondents are found

in Table 1. The samples for both surveys consisted
of mostly non-Hispanic whites and they tended to
be from higher-income and higher-education
levels. The percentages of respondents lacking

drug coverage were 33.6% in 2005 and 8.6% in
2007.

Cost sharing

A description of prescription drug cost sharing
from the baseline survey was reported previ-
ously.26 Of the 926 beneficiaries who reported

having drug coverage in the follow-up survey,
921 indicated whether or not they were responsi-
ble for any of their prescription drug costs.

Table 2 details the type and structure of cost shar-
ing reported by these 921 beneficiaries. The per-
centage of respondents with drug coverage who
did not have to pay out of pocket for prescription

medications in 2007 was 5.9%. Almost 75% of the
respondents with drug coverage were in co-
payment plans, and 59.5% of those were classified

into either 2- or 3-tiered plans. Of those with em-
ployer coverage only in 2007, 77.5% were in co-
payment plans: 37.8% in 2-tier plans and 25.9%

in 3-tier plans. Of those with Part D coverage
only, 69.9% were in co-payment plans: 33.3% in
2-tier plans and 29.8% in 3-tier plans. Only
14.1% of those with employer coverage and

17.4% of those with Part D coverage reported
having coinsurance.

The average 2-tier and 3-tier co-payment

amounts among respondents with employer and
Part D plans in 2007 are reported in Fig. 1. The
generic co-payment amounts reported by respon-

dents in Part D plans are lower than those in
employer plans, whereas the brand co-payment
amounts are the same or higher. The average

brand differential reported by respondents in
2-tier employer plans was $15, whereas the equiv-
alent differential was $17 in 2-tier Part D plans
(P¼ .15). The preferred brand differential reported
by respondents in 3-tier employer plans was $11
compared with $20 in Part D plans (P ! .01).
The $30 nonpreferred brand differential in 3-tier

employer plans was significantly less than the $49
differential in 3-tier Part D plans (P ! .01).

Number of prescription drugs

The number of prescription medications used
in 2007 by insured respondents who were assigned
a low co-payment rank was 4.8 (standard de-

viation [SD]¼ 3.2). Those assigned a medium co-
payment rank used 4.4 (SD¼ 2.9) medications,
and those receiving a high co-payment rank used

4.7 (SD¼ 2.9) medications. The number of medi-
cations was not significantly different between co-
payment ranks (P¼ .51). Of the 494 beneficiaries

assigned a co-payment rank, only the 435 with
complete data were included in the regression
analysis (Table 3). The adjusted R-squared for

the analysis was 0.172. Co-payment rank was
not found to have a significant influence on the
number of medications after controlling for sex,
age, education, income, health status, and source

of coverage. Respondents in good, very good, or
excellent health used fewer medications than those
in fair or poor health. Income was not a significant

predictor of the number of medications used.
Respondents with Part D coverage used fewer
prescription drugs than those with employer

coverage (P¼ .06). The number of prescription
drugs used by insured respondents who were as-
signed low and high coinsurance rankings in

2007 were 4.8 (SD¼ 3.2) and 3.8 (SD¼ 2.5), re-
spectively. The difference between rankings was
not statistically significant (P¼ .20).

Generic utilization rates

The overall generic utilization rate was higher
after Part D implementation (Fig. 2). The generic

utilization rate for those respondents in employer
plans was higher after the benefit, as was the rate
among those lacking drug coverage. In 2005,
the generic utilization rate among the uninsured

respondents exceeded the rate among those with
employer coverage by 7.4 percentage points
(P ! .01). The difference between the uninsured

and those with employer coverage was even
greater in 2007, with a rate 12.7 percentage points
higher in those uninsured (P¼ .03). The generic

utilization rate for respondents in Part D was
11.5 percentage points higher than the rate for
those in employer plans in 2007 (P ! .01). The



Table 1

Respondent demographics, health status, and source of coverage in 2005 and 2007

Characteristics 2005 2007

N (%)a N (%)b

Sex

Female 661 (54.2) 592 (57.8)

Age (years) Mean¼ 72.9 (SD¼ 5.7) Mean¼ 72.4 (SD¼ 5.7)

Race

White non-Hispanic 1106 (90.7) 957 (93.5)

African American/black 29 (2.4) 24 (2.3)

Hispanic 59 (4.8) 19 (1.9)

Other 14 (1.1) 9 (0.9)

Education

High school diploma or less 218 (17.9) 196 (19.1)

Some college or associate’s degree 475 (38.9) 427 (41.7)

Bachelor’s degree and beyond 526 (43.1) 401 (39.2)

Household income

Less than $15,000 81 (6.6) 67 (6.5)

$15,000-24,999 196 (16.1) 129 (12.6)

$25,000-49,999 532 (43.6) 322 (31.4)

$50,000 or more 340 (27.9) 360 (35.2)

Health status

Poor 20 (1.6) 19 (1.9)

Fair 184 (15.1) 141 (13.8)

Good 439 (36.0) 375 (36.6)

Very good 423 (34.7) 355 (34.7)

Excellent 151 (12.4) 131 (12.8)

Coverage sourcec

No coverage 410 (33.6) 88 (8.6)

Employer/former employer 431 (35.3) 407 (39.7)

Medicare Part D d 373 (36.4)

Government 192 (15.7) 135 (13.2)

Other 218 (17.9) 75 (7.3)

a N¼ 1220 (total may vary because of missing data).
b N¼ 1024 (total may vary because of missing data).
c Percents do not sum to 100 because of missing data and some participants reporting more than 1 type of drug

coverage.
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rates for the Part D and uninsured groups in 2007
did not differ significantly.
Discussion

The beneficiaries responding to the surveys
were more educated and wealthier on average
than the general Medicare population. There was

a trade-off associated with having this type of
sample. A weakness was that it limited our ability
to generalize the results to all Medicare beneficia-

ries, but the strength was that it gave us access to
data on beneficiaries with employer coverage;
these data have been lacking in previous research.
The percentage of beneficiaries in our study
lacking drug coverage was substantially lower after
the Medicare drug benefit. Seniors with drug

coverage after the benefit were enrolled in mostly
employer-sponsored or Part D plans with a variety
of benefit structures. The percentage of beneficia-

ries with drug coverage who were not responsible
for any of their drug costs fell from 7.5% in 200525

to 5.9% in 2007, reflecting a continuing push to re-

duce the number of unnecessary prescription drugs
used by beneficiaries by requiring them to pay out
of pocket for their medications. The percentage in

each type of cost sharing (co-payment, coinsur-
ance, and co-payment/coinsurance combination)
increased from 200525 to 2007. This is likely



Table 2

Type and structure of cost sharing reported in 2007

Cost sharing N (%)a

No cost sharing 55 (5.9)

Co-payment 677 (73.1)

Single tier 80 (11.8)b

Two tier 244 (36.0)b

Three tier 159 (23.5)b

Other/unknownc 194 (28.7)b

Coinsurance 128 (13.8)

Generic-only coverage 19 (2.1)

Co-payment/coinsurance combinationd 16 (1.7)

Unknown cost sharinge 26 (2.8)

a N¼ 926 (total does not sum to 926 because of

missing data).
b N¼ 677.
c Nontraditional 2-tier plan or respondent did not

provide enough information to identify co-payment

structure.
d Structure where use of either co-payment or coin-

surance varies with tier.
e Unable to distinguish if respondent has co-

payment, coinsurance, combination, or generic-only

coverage.

Table 3

Predictors of prescription drug use in the month before

survey for individuals assigned a co-payment ranking

in 2007a

Variable bb SE (b) P value

Female �0.177 0.271 .51

Age (years) 0.004 0.024 .85

Good healthc �2.437 0.400 !.01

Very good healthc �3.672 0.412 !.01

Excellent healthc �3.908 0.502 !.01

Medium co-payment rankd �0.160 0.322 .62

High co-payment rankd 0.321 0.341 .35

Beyond high schoole 0.575 0.359 .11

Income

$15,000-24,999f 0.094 0.694 .89

$25,000-34,999f 0.441 0.693 .53

$35,000-49,999f 0.466 0.681 .49

$50,000-74,999f 0.503 0.684 .46

R$75,000f 0.389 0.698 .58

Part D drug coverageg �0.575 0.306 .06

Other drug coverageg 0.205 0.366 .58

SE, standard error.
a Adjusted R2¼ 0.172, N¼ 435.
b Coefficients from an ordinary least-square regres-

sion predicting self-reported number of prescription

drugs used in the month before survey.
c Reference category: fair or poor health.
d Reference category: low co-payment rank.
e Highest level of education: high school or

below¼ 0, beyond high school¼ 1.
f Reference category: income !$15,000.
g Reference category: employer drug coverage.
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attributable to a loss of enrollment in plans without
cost sharing and a loss of enrollment in plans with
generic-only coverage. The fall in generic-only cov-
erage is likely because of a shift of beneficiaries with

this type of coverage tomore comprehensive PartD
plans, either owing to their decision to switch or the
discontinuation of generic-only plans. The percent-

age of beneficiaries in single-tier and 2-tier plans fell
after the drug benefit, whereas the percentage in 3-
tier plans increased.25 This finding is indicative of

increasing financial incentives for beneficiaries to
choose genericmedications over brandmedications
and preferred brand medications over nonpre-

ferred medications.
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The average co-payments in 3-tier national
PDPs in 2007 were $4.77 for generics, $29.36 for
preferred brands, and $63.31 for nonpreferred
brands, creating a $25 differential between generic

and preferred brand co-payments and a $59
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making the $20 and $49 differentials we found
lower than the national estimates. Both are still
higher than the $11 and $30 differentials we found

in employee retiree plans. The larger differentials
in the Part D plans appear to be a function of
lower generic co-payments and higher brand co-
payments compared with employer plans. Larger

differentials suggest that Part D plans are using fi-
nancial incentives more extensively than retiree
plans, which echoes the relationship between dif-

ferentials in Part D plans and employer plans
for younger workers.23 This is not to say employer
plans are less concerned about controlling drug

costs. Instead, employer plans may be under
more pressure from employees and retirees to
not increase cost sharing; hence, they may be us-
ing other techniques to encourage generic use,

such as educational campaigns.
Cost sharing amounts did not affect the

number of prescription drugs used by Medicare

beneficiaries, at least not in our sample of
wealthier, more-educated beneficiaries. This find-
ing is consistent with our earlier finding from the

baseline survey that higher cost sharing was not
associated with lower prescription drug use.25 An-
other study assessing the impact of Medicare Part

D on seniors with Medicaid found that cost-
sharing amounts for these individuals changed
significantly with no concomitant change in the
use of the medications studied, and these were

low-income seniors for whom cost sharing is of
greater concern.26 Our findings do not imply
that cost sharing does not affect adherence or

drug selection but only imply that it does not af-
fect the number of medications. Differences in
cost sharing amounts between ranks may have

been muted, because a given rank included re-
spondents with a range of amounts. However,
we did group respondents with similar cost shar-
ing amounts together by using multiple market

basket scenarios to determine group assignment.
Assessing the differences in the number of

medications by source of coverage in 2007 and

controlling for important factors, such as health
status, income, education, and co-payment
amounts, we found a trend toward those in Part

D plans using fewer drugs than those in employer
plans. This may be a function of greater use of
other strategies to control prescription drug use in

Part D plans, such as deductibles, more limited
formularies, and other utilization management
techniques. It also could result from unmeasured
differences in health statuses between the 2 groups

or from the ‘‘doughnut hole’’ in Medicare Part D,
the coverage gap where individuals in Part D pay
the full portion of their drug costs once they
exceed the initial coverage level but have not yet

reached the catastrophic coverage level.
Generic use rose among those lacking prescrip-

tion coverage and those with employer coverage,
resulting in an overall increase in generic use from

2005 to 2007. Generic use was highest among those
lacking drug coverage and lowest among thosewith
employer coverage in 2005 and 2007. Those with

drug coverage face smaller differences in price
between generics and brands than those without
drug coverage, giving them less incentive to choose

generics over brands.Generic use among thosewith
Part D coverage exceeded generic use among those
with employer coverage. This is likely because of
the greater emphasis on financial incentives used by

Part D plans or because of the Medicare Part D
coverage gap.

Rising generic use from 2005 to 2007 among

those with employer coverage seems, at least in
part, to be the result of movement toward 3-tier
cost sharing. The percentage of respondents in 3-

tier plans in 2007 was 25.9%, compared with
20.7% in 2005. Other factors driving generic
utilization rates, such as step therapy, patent

expirations for current blockbuster drugs, and
lack of new blockbuster drugs, were not ac-
counted for27; however, the uninsured served as
a control group, because they were not exposed

to drug utilization management tools but were ex-
posed to patent expirations and new drug releases.
It is notable that the 2007 generic utilization rate

was not significantly different between the unin-
sured individuals and individuals with Part D cov-
erage. This suggests that the Part D plans’

financial incentives to use generic drugs have
been successful or that the coverage gap causes
people with Part D coverage to act like the unin-
sured in their use of generic drugs.
Limitations

Generalization of the study results is limited to
Medicare beneficiaries with higher-than-average

incomes and education, because they formed a ma-
jor part of our sample. The respondents were also
mostly white, and all used computers.

Beneficiaries choose their type of coverage.
Thus, beneficiaries who anticipate high prescrip-
tion drug use may select plans with lower cost

sharing, whereas beneficiaries with low expected
use of medications may select plans with higher
cost sharing. The researchers were unable to
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decipher whether cost sharing drove the number
of prescription drugs used or whether the number
of prescription drugs used drove the selection of
coverage and lower or higher cost sharing. Al-

though propensity scores and instrumental vari-
able techniques are at times useful in handling
selection problems, small sample size and lack of

information on key predictors of insurance choice
preclude their use in this study.

Small subgroupsmaynot have provided enough

power to detect a difference in the number of
prescription drugs used by beneficiaries with dif-
ferent cost sharing rankings. Furthermore, the cost

sharing rankings did not capture nonpreferred
brand co-payments or coinsurance or deductibles.

Medication lists were self-reported, and how
the participant reported a drug determined if it

was categorized as brand or generic. Thus, generic
utilization rates may not accurately represent
actual generic dispensing rates but do allow for

comparison between coverage groups. Addition-
ally, recent evidence suggests generic use fluctuates
depending on the level of beneficiary cover-

age.22,28 A report by the Kaiser Family Founda-
tion revealed that half of those who reached the
Part D coverage gap in 2007 did so before Septem-

ber, and those who reached the gap remained
there for 4 months on average.29 Our follow-up
survey captured prescription use from October
to November 2007 but did not assess whether ben-

eficiaries reached the coverage gap. Generic use
during this time for beneficiaries who had reached
the coverage gap may have been higher than ear-

lier in the year, but we were unable to assess this
phenomenon. Similarly, those in the coverage
gap may have been using fewer prescription drugs

than they had been using before the gap.
Although multiple questions were asked to

clarify prescription drug coverage, it was not
always possible to classify the cost sharing struc-

ture, because individuals failed to provide com-
plete information. Thus, the estimates of
beneficiaries in tiered plans may be artificially low.
Conclusion

Medicare beneficiaries in this sample were en-
rolled predominantly in Part D and employer plans

in 2007. The second- and third-tier cost sharing
amounts were significantly greater for individuals
with Part D coverage than individuals with

employer coverage. The number of medications
used was not associated with the cost sharing level,
but individuals with Part D coverage used fewer
prescriptions than individuals with employer cov-
erage. Overall generic use increased from 2005 to
2007 by about 10percentage points. In 2007, generic
utilization rates were significantly higher for

individuals in Part D plans than for individuals in
employer plans, likely because of the stronger Part
D incentives to use generics. Of note, generic rates

were not significantly different between individuals
without prescription drug coverage and those with
Part D coverage.
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Appendix

Selected survey items and response options
Source of coverage

‘‘Do you currently have an insurance plan or any other program that pays for all or part of your prescription drug

costs?’’a,b: Yes, No, Not sure

Note: respondents were instructed to answer ‘‘no’’ if they had a prescription drug discount card, but no other assistance.

‘‘What is the source of your prescription drug coverage?’’c:

Employera,b, Governmenta, Individuala, Medicare HMOa, Othera,b, Medicare Part Db, VAb

Cost sharing

‘‘Do you have to pay part of your prescription drug costs?’’a,b,c: Yes, No

‘‘Which of the following best describes the type of cost-sharing that your prescription drug plan may use?’’:c,d

Copaymenta: Yes, No

Coinsurancea: Yes, No

Type of cost-sharingb: Copayment, Coinsurance, Combination of copayment & coinsurance

Deductiblea,b: Yes, No

Amount of cost-sharing:c,d

Generic, Preferred brand, Non-preferred branda,b: Numeric response

Deductiblea,b: Numeric response

Mandatory text box where respondents were asked to describe any other type of cost-sharing or clarify anything

about their cost-sharinga,b,c

‘‘Some prescription drug plans restrict the number, type, or dollar amount of prescriptions they will pay for.

Please select any of the following types of restrictions that your plan has.’’:c,d

Only pays for generic drugs.a,b: Yes, No

Only pays for a limited number of prescriptions per montha,b: Yes, No

Only pays for a limited dollar amount of prescriptions per month or per yeara,b: Yes, No

Has a coverage gap or ‘‘donut’’ holeb: Yes, No. If ‘‘yes’’, asked to describe their coverage gap.

Other restrictionsa,b: Yes, No

Medication use

‘‘How many different prescription medicines have you used in the past month?’’a,b: Numeric response

List of medications used, including name, strength, directions, quantity used in last 30 days, and reason for takinga,b

Demographics

‘‘How would you rate your health compared to others who are your age?’’a,b: Poor, Fair, Good, Very good, Excellent

Year borna,b: Numeric response

Sexa,b: Male, Female

Highest level of educationa,b: Less than high school, Some high school, High school or equivalent, Some college but no

degree or associate’s degree, Bachelor’s degree, Some grad coursework but no degree, Graduate degree

Household incomea,b: !$15,000, $15,000 to $24,999, $25,000 to $34,999, $35,000 to $49,999, $50,000 to $74,999, $75,000

to $99,999, $100,000 to $124,999, $125,000 to $149,999, $150,000 to $199,999, $200,000 to $249,999, $250,000 or more,

Decline to answer, Unknown

a 2005 survey.

b 2007 survey.

c Only asked of respondents who indicated they had prescription drug coverage.

d Definitions of terms were provided and/or examples were provided.
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