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N early 3 years have passed since the implementa-
tion of the Medicare prescription drug benefit, 
Part D, which subsidizes beneficiaries’ drug costs. 

Out-of-pocket drug costs are one of the most significant bar-
riers to prescription adherence. Part D has provided impor-
tant access to needed medicines for millions of beneficiaries, 
particularly low-income seniors and those without drug cov-
erage prior to Part D, who generally paid the highest prices 
for prescriptions.

Beneficiaries who want to enroll in this benefit can choose 
to join a stand-alone prescription drug plan (PDP) or to re-
ceive their drugs along with their medical care in a Medicare 
Advantage plan that provides a Part D benefit (MA-PD). 
One segment of the Medicare population was automatically 
enrolled in the PDPs in the new program, the low-income 
beneficiaries eligible for both Medicare and Medicaid (the so-
called “dual eligibles”), who formerly received drug benefits 
from state Medicaid programs. These beneficiaries account 
for roughly 29% of all Part D enrollees. Many beneficiaries in 
nursing homes are dual eligibles and experienced a change in 
benefits when they were enrolled in PDPs. 

Enough time now has passed to allow for a meaningful 
examination of Part D’s effects. The benefit was projected 
to add $49 billion to Medicare outlays in 2007 ($40 billion 
net of state payments and beneficiary premiums). That alone 
makes it a vital policy topic, particularly in our current eco-
nomic environment. Aside from finances, the central ques-
tion is: How has Part D affected beneficiaries, both those 
with new drug coverage and the particularly vulnerable dual-
eligible beneficiaries whose prior source of drug coverage was 
replaced by Medicare Part D? How has it affected their health 
and healthcare? 

This special issue includes a number of studies that inves-
tigate the impact of Medicare Part D. Epstein et al’s survey of 
physician attitudes toward Medicare Part D reveals that pri-
mary care physicians have a favorable view of Part D overall, 
although their impressions of access depend on whether a pa-
tient had prior drug coverage.1 If beneficiaries had prior Med-

icaid drug coverage, there 
is the sense that Part D is 
not as generous, although 
negative sentiments are 

not as strong for physicians practicing in states with very 
restrictive Medicaid formularies. Other analyses have shown 
that Part D coverage in the largest PDPs is less restrictive 
than many state Medicaid preferred drug lists; Epstein et al’s 
survey results might reflect the existence of multiple PDP for-
mularies, any one of which could be more restrictive than the 
single state’s preferred drug list for a specific drug or class.

Ketcham and Simon examine how the availability of 
Medicare drug coverage for seniors has changed their drug 
utilization and out-of-pocket costs.2 They found that utiliza-
tion by Medicare-eligible seniors increased significantly rel-
ative to utilization by older nonseniors after implementation 
of Part D and that out-of-pocket costs for prescription drugs 
were reduced significantly—strong evidence that Part D is 
having a positive effect on many Medicare beneficiaries. 

The article by Cote and Petersen exposes the risks of 
therapeutic switching in the long-term care setting.3 Their 
survey of nurses, physicians, and pharmacists working in 
nursing homes reveals that many of the nonmedical thera-
peutic switches for Part D beneficiaries that resulted from the 
adoption of a PDP formulary in place of the specialty phar-
macy formulary led to reduced efficacy. Switching institu-
tionalized patients away from drugs on which they have been 
stabilized to comply with a new formulary can be medically 
risky, especially for patients with certain conditions such as 
heart disease, HIV, and bipolar disorder. 

Jackson and Axelsen’s study points out the need for spe-
cial precautions for dual-eligible patients.4 Dual eligibles 
are automatically assigned to a PDP that meets certain cost 
criteria, although they have the option of self-enrolling in 
the PDP of their choice. The Jackson and Axelsen analysis 
reveals that random assignment into plans for dual-eligible 
beneficiaries may not provide the best coverage for drugs 
most used by low-income beneficiaries. This analysis suggests 
that some dual eligible beneficiaries could receive better cov-
erage by switching to another plan, but most do not. Given 
that these seniors typically have less education and fewer 
resources for decision assistance, they may need additional 
support to re-enroll in an eligible plan offering coverage of 
their needed medications. 

The 2 remaining articles in the special issue focus on 
the critical issues associated with management of Medicare 
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Part D benefits. The article by McAdam-Marx et al suggests 
a dearth of quality impact analyses of drug utilization man-
agement programs.5 Most studies consider either economic 
outcomes or patient outcomes such as clinical or humanistic 
endpoints, but few integrate both types of outcomes, without 
which quality impact cannot be accurately measured. This 
finding should spur more comprehensive analyses in the fu-
ture. Finally, Ketcham and Ngai compare Medicaid preferred 
drug lists and find very little consistency in coverage deci-
sions across states.6 Their research serves as a warning that 
any national entity that might eventually be charged with 
making coverage decisions for the entire Part D program 
would be susceptible to the same challenge of correctly inter-
preting clinical evidence. 

In summary, these 6 articles suggest that, although Medi-
care Part D can be considered successful on a number of 
fronts, a few cautionary lessons can be drawn. These lessons 
should be seriously considered by policy makers as they debate 
changes to the Part D program.
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