
Managed care plans and their patients are strug-
gling with the burden of skyrocketing prescrip-
tion drug costs. Patients with chronic illnesses

often have inadequate prescription coverage,1-3 and
many cut back on medication use due to cost pres-
sures.2,4-10 Because medication underuse can lead to
increased morbidity, mortality, and preventable acute-
care use,10-12 managed care organizations are striving to
develop drug coverage programs that are financially
viable while ensuring that plan members can afford the
treatments they need.

Department of Veterans Affairs (VA) medical centers
offer more comprehensive medication coverage than
almost any other payer in the United States. Drugs on
the VA formulary are 100% covered for patients with
low incomes or service-connected disabilities, and other
VA patients pay a $7 copayment for a 30-day prescrip-
tion. VA patients have no cap on the total cost of their

covered drugs, and most patients who incur $840 or
more in medication costs during a given year have all
subsequent copayments waived. Between 1995 and
2001, the number of patients receiving VA outpatient
care increased from 2.8 million to 4.1 million, with
many of these new patients entering the system to
access prescription drug coverage.13-15 In the context of
the current debate over prescription drug costs, the
VA’s drug coverage policy and its impact on patients’
use of prescribed medications provide an important
model for inquiry. 

In a prior study,12 we compared rates of cost-related
medication underuse among diabetes patients in 3 VA
facilities to rates among patients with private insurance,
Medicare, Medicaid, and no health insurance treated in
a county and a university health system. We found that
VA patients were less likely than patients with any other
type of coverage to report medication underuse due to
cost. We also found that patients reporting cost-related
adherence problems had poorer glycemic control, more
symptoms, and worse physical and mental health func-
tioning. These findings suggest that the VA’s compre-
hensive drug benefits may contribute to the better
treatment outcomes among chronically ill VA patients
compared with Medicare patients.16,17 In our prior
study,12 however, all patients were drawn from 5 health-
care systems, 4 or which were located in Northern
California. Thus, it remains unclear whether the find-
ings reflect nationwide patterns of adherence among VA
and non-VA patients with chronic illnesses. 

The problems chronically ill patients face due to
medication costs extend beyond their treatment adher-
ence. For example, one recent study found that 21% of
Medicare beneficiaries spent less on basic needs to
cover the cost of their prescription drugs.4 However, we
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know little about the extent to which the VA’s prescrip-
tion drug coverage may buffer chronically ill patients
from these other consequences of out-of-pocket treat-
ment costs. 

Accordingly, we surveyed a nationwide panel of
chronically ill older adults about their problems due to
out-of-pocket medication costs. We found that rates of
cost-related medication underuse were high among
individuals with a variety of chronic health problems.9

We also found that more than 22% of patients reported
cutting back on spending for basic needs in response to
medication cost pressures, and that 16% reported
increasing their debt burden to pay medication costs.18

In the current study, we compared rates of cost-related
medication underuse as well as other burdens from
medication cost pressures among survey respondents
using VA care with rates among patients with other
forms of health insurance coverage. 

METHODS

Study Participants
The study was based on surveys completed during

November and December 2002 by a nationwide panel of
adults living in the United States. Details about the
panel’s sampling approach and recruitment process are
available elsewhere.19-21 In brief, panel members were
recruited using random digit dialing; the sampling frame
consisted of the entire US population with an assigned
telephone number. Potential panel members were
offered WebTV and free Internet access in exchange for
completing Web-based surveys several times per month.
At the time of this study, the panel included over 40 000
members. 

We used sociodemographic and health status infor-
mation about panel members to identify all 5644 indi-
viduals aged 50 years and older who reported taking
prescription medication for diabetes, depression, heart
problems, hypertension, or high cholesterol. The
sociodemographic characteristics of these respondents
were similar to those of Americans aged 50 years and
older, as reported in 2000 Census data. For example,
the survey and Census populations were similar with
regard to the representation of African Americans (8%
vs 10%), women (50% vs 54%), married individuals (70%
vs 65%), and individuals with household incomes of
$20 000 or less (17% vs 23%). Institutional review
boards approved the study protocol. 

Survey Description and Variable Creation
Respondents were asked about their use and cost-

related underuse of prescription medication for each of

16 chronic health problems: arthritis; asthma; chronic
back pain or sciatica; diabetes; high cholesterol; chron-
ic obstructive pulmonary disease (“chronic bronchitis,
emphysema, or chronic obstructive pulmonary dis-
ease”); depression; heartburn, acid reflux, or irritable
bowel syndrome; atherosclerosis (“blocked arteries in
the heart, angina, or chest pain from heart disease”);
heart failure; high blood pressure or hypertension;
myocardial infarction (“heart attack”); migraine
headache; osteoporosis; stomach or duodenal ulcers;
and stroke. On a condition-by-condition basis, partici-
pants were asked: “In the past 12 months, have you
ever taken less of this medication than prescribed by
your doctor because of the cost?” For the current analy-
ses, respondents were coded as having cost-related
adherence problems if they reported any medication
underuse due to cost for 1 or more of their medications
in the prior year. 

Respondents reporting cost-related underuse were
asked how often they engaged in each of the following
behaviors because of the medication cost: taking fewer
pills or a smaller dose, not filling a prescription at all,
putting off or postponing getting a prescription filled,
using herbal medicine or vitamins when feeling sick
rather than taking their prescription medication, or tak-
ing the medication less frequently than recommended
to “stretch out” the time before getting a refill.
Participants were coded as foregoing medication at least
monthly if they reported any of these behaviors “at least
once per month” due to the cost. 

Respondents also were asked about 4 other types of
problems associated with out-of-pocket medication
costs: spending less on basic needs such as food or heat
to pay medication costs, borrowing money from family
or friends to pay medication costs, increasing credit
card debt to pay for medications, and worrying about
how to pay for medications at least once per month. See
the footnotes to Tables 2, 3, and 4 for the wording of
each item. 

For the current study, respondents were grouped
into mutually exclusive categories using a hierarchy
based on their primary source of medical insurance.
Patients were assigned to the insurance category that
we expected would be associated with the most gener-
ous form of prescription drug coverage. Specifically, we
identified the following patient groups: VA patients,
Medicaid patients who did not use the VA, privately
insured patients (without VA use or Medicaid),
Medicare patients with no other form of health insur-
ance, and uninsured patients. These categories identify
subgroups of patients of particular interest to policy-
makers (eg, patients with Medicare coverage only) and
recognize that individuals often are unable to identify in
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detail the provisions of their
prescription drug coverage.22,23

The sociodemographic variables
we examined as possible predic-
tors of problems due to out-of-
pocket medication costs
included respondents’ race, age,
sex, educational attainment,
and annual household income.
We also examined indices of
patients’ medication cost pres-
sures, including their total num-
ber of prescription medications,
total monthly out-of-pocket
medication costs, and number
of chronic health problems. 

Analysis
In initial analyses, we exam-

ined bivariate differences in the
sociodemographic characteris-
tics and medication cost pres-
sures across groups of patients
defined by their primary source
of health insurance. We then
examined bivariate associations
between insurance type and
each outcome (medication
underuse, foregoing necessities,
borrowing from family or
friends, increasing credit card
debt to pay medication costs,
and medication cost worry).
Finally, we constructed multi-
variate logistic regression models
to determine the independent
effect of insurance type on each
outcome, controlling for pa-
tients’ sociodemographic char-
acteristics (race, sex, age,
educational attainment, and
income), number of chronic
health problems, and number of
prescription medications. See
Table 1 for the categorization of
ordinal and categorical covariates. We included all of
the covariates in each regression model although some
covariates were not associated with all the outcome
variables, both for consistency and because each of the
variables has been found to be related to medication
adherence problems in prior studies. In all bivariate and
multivariate analyses, we used a standard adjustment to
interpret the P values associated with the 4 pairwise

comparisons between VA patients and patients in the 4
other insurance categories. Thus, a 2-sided P value of
.0125 (.05 ÷ 4) was considered equivalent to a nominal
P value of .05 in defining statistically significant differ-
ences. 

Because our hypothesis was that VA prescription ben-
efits would lead to lower rates of medication cost prob-
lems by decreasing patients’ out-of-pocket costs,
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Table 1. Sociodemographic Characteristics and Medication Cost Pressures
for 4055 Patients by Insurance Type*

Insurance Type, %
Overall 

Characteristic VA Medicaid Private Medicare Uninsured P Value

No. 334 298 2634 508 281

Race <.0001
White 85.0 64.2 82.4 83.9 74.4
Other 15.0 35.8 17.6 16.1 25.6

Sex <.0001
Male 89.8 40.0 42.5 37.7 35.4
Female 10.2 60.0 57.5 62.3 64.6

Annual income <.0001
$60 000+ 16.6 8.2 28.7 14.1 19.4
$40 000-$59 999 19.9 8.5 26.8 14.9 21.1
$20 000-$39 999 38.8 26.1 31.6 36.3 33.2
<$20 000 24.7 57.2 12.9 34.7 26.3

Education <.0001
Some college 48.1 24.3 48.5 42.5 44.9
High school or less 51.9 75.7 51.5 57.5 55.1

Age, y <.0001
50-54 11.0 13.0 16.1 2.5 38.2
55-64 26.6 34.3 37.2 12.9 58.1
65+ 62.4 52.7 46.8 84.6 3.7

No. of prescription <.0001
medications

1-2 12.8 17.7 27.0 25.7 29.4
3-6 52.2 50.5 52.2 46.8 52.3
7+ 35.0 31.9 20.8 27.6 18.3

No. of diagnoses <.0001
1-4 41.6 35.8 57.3 50.1 60.1
5-6 26.3 27.5 25.3 24.5 25.0
7+ 32.1 36.6 17.4 25.4 14.9

Out-of-pocket cost of <.0001
prescription medications

$0-$49 60.5 61.7 47.2 41.3 54.2
$50-$99 22.5 17.7 27.3 35.0 22.3
$100+ 17.0 20.6 25.5 35.0 23.3

*All results were adjusted using sampling weights. VA indicates Department of Veterans Affairs.



out-of-pocket costs were not included as a covariate in
our primary multivariate models. Confirmatory analy-
ses included models with out-of-pocket costs as a
covariate and fitting models limited to men only
(because of the high number of male VA patients). In all
analyses, we used sampling weights to adjust the distri-
bution of respondents to match the distribution of the
US population on age, sex, race/ethnicity, education,
region, and metropolitan residence, thereby correcting
for oversampling and survey nonresponse.24,25 The
Bureau of Labor Statistics Current Population Sur-
vey for October 2002 provided data on the distribu-
tion of the US population.26 All analyses were done using
Stata 8.1.27

RESULTS 

Respondent Characteristics
A total of 4264 people (76% of the 5644 patients sam-

pled) completed the online informed consent and ques-
tionnaire in the fall of 2002. We subsequently excluded
185 participants because they reported that they were
no longer taking medication for any of the 5 index con-
ditions and 24 additional patients because they were
missing data on income. The final sample size was 4055.
Compared with eligible nonrespondents, respondents
to the survey were more likely to be white (88% vs 81%;
P <.001), to be older (mean age of 65 years vs 63 years;
P <.001), and to have some college education (66% vs
60%; P < .001). Respondents and nonrespondents were
similar with regard to sex (P = .29), home ownership
(P = .44), marital status (P = .16), and income (P = .41). 

VA patients were more likely to be Caucasian and
male than patients with other insurance types (Table 1).
As expected, Medicare patients were older than other
patients, and most patients with Medicaid coverage had
annual household incomes of less than $20 000 per year.
VA patients reported using more prescription medications
than patients with private insurance (P <.0001), Medicare
(P = .003), or no health coverage (P <.0001). For exam-
ple, a greater proportion of VA patients reported using
cholesterol-lowering drugs (63%) than patients with
Medicaid (48%), private insurance (50%), Medicare
(46%), or no health insurance (44%; overall P = .007).
Nevertheless, VA patients reported lower monthly out-
of-pocket medication costs than patients with either pri-
vate health insurance (P = .0002) or no insurance
coverage (P <.0001). 

Bivariate Relationships Between Insurance Type
and Medication Cost Problems

In bivariate analyses (Table 2), less than half as

many VA patients reported foregoing medication at
least once per month due to cost (7%) than patients with
Medicaid (20%; P = .0005), Medicare (19%; P = .004), or
no health insurance (28%; P <.0001). VA patients also
were substantially less likely than patients with
Medicaid, Medicare, or no health insurance to cut back
on necessities to pay medication costs, borrow money
from family or friends to pay for their prescriptions, or
worry about their medication costs at least once per
month (P ≤.0002 for each pairwise comparison).

Multivariate Analyses
Controlling for patients’ disease burden, income,

number of prescription medications, and sociodemo-
graphic characteristics, patients with Medicare coverage
were 2.6 times as likely to report cost-related underuse
as VA patients (P = .001), and patients without any
health insurance coverage were 3.2 times as likely to do
so (P <.001; Table 3). The differences between VA
patients and those with other forms of health coverage
were even more pronounced when only frequent cost-
related adherence problems (at least once per month)
were considered. Compared with their VA counter-
parts, Medicare patients were 3.4 times as likely, and
patients with no insurance coverage were nearly 4
times as likely, to report frequent medication underuse
(both P <.001).

In multivariate models, we also observed significant-
ly higher rates of other problems due to medication
costs among non-VA patients compared with VA
patients (Table 4). Specifically, patients with Medicare
or no insurance were both 2.9 times as likely to report
cutting back on spending for basic needs due to med-
ication cost pressures, 6.4 and 4.9 times as likely to bor-
row money from family or friends to pay medication
costs, and 3.2 and 2.8 times as likely to report worrying
about their medication costs at least once per month
(all P <.001). Rates of other problems due to medication
costs were similar between VA patients and patients
with Medicaid or private health insurance.

Although the overall sample in this study was large,
we had limited statistical power to examine differences
in rates of cost-related medication underuse associated
with specific treatment types. Nevertheless, we observed
higher rates of cost-related adherence problems among
non-VA patients who used several types of clinically
important treatments, especially when comparing VA
patients with individuals who had Medicare coverage or
no health insurance. For example, in multivariate mod-
els controlling for the same covariates as in Table 3,
we found that, among patients using prescription car-
diovascular medication after a myocardial infarction
(n = 841), uninsured patients were 11.5 times as likely
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as their VA counterparts to report underuse of those
treatments due to cost (95% confidence interval [CI]:
2.0, 65.2; P = .006). Among patients using antihyper-
tensive medications (n = 2838), the rate of cost-related
underuse was 5.7 times as high among patients without
any insurance coverage than it was among VA patients
(95% CI: 1.9, 16.9; P = .002). Among patients using
back pain medication (n = 523), uninsured patients
were 7.8 times as likely as their VA counterparts to
forego those treatments due to cost (95% CI: 1.9, 31.9;
P = .005). 

Confirmatory Analyses
Although general studies of medication adher-

ence28,29 as well as cost-related adherence problems
show few consistent differences between men and
women, we re-fit each of the regression models shown
in Tables 3 and 4 after limiting the samples of VA and
non-VA patients to men only. Although the overall pat-
tern of effects was similar, some differences between
VA and non-VA patients were larger in the male subset
of respondents. Controlling for covariates, male patients
with Medicaid were more likely than male VA patients
to report any cost-related medication underuse (adjust-
ed odds ratio [AOR] = 2.9; P = .009), to report cost-
related underuse at least once per month (AOR = 3.3;
P = .009), to forego basic needs due to medication costs
(AOR = 3.1; P = .004), to borrow money to pay medica-
tion costs (AOR = 5.5; P = .006), and to worry about

their medication costs at least once per month (AOR =
3.0; P = .002). 

As noted in the Methods section, patients’ out-of-
pocket medication costs were not included in our mul-
tivariate models because we hypothesized that
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Table 2. Bivariate Rates of Problems Due to Out-of-Pocket Medication Costs for 4055 Patients by Insurance Type*

Insurance Type, %
Overall 

Problem VA Medicaid Private Medicare Uninsured P Value

Any underuse 11.9 24.8 (.0004) 15.2 (.09) 22.0 (.001) 34.6 (<.0001) <.0001

Underuse at least 7.3 19.6 (.0005) 11.3 (.08) 18.6 (.004) 28.4 (<.0001) <.0001
once per month

Basic needs† 13.9 34.5 (<.0001) 17.2 (.26) 29.4 (<.0001) 34.6 (<.0001) <.0001

Borrow money‡ 3.1 16.2 (<.0001) 5.0 (.24) 12.6 (.0002) 18.4 (<.0001) .1

Credit card debt§ 11.1 13.5 (.59) 9.0 (.43) 11.8 (.85) 15.1 (.39) .2

Worry at least once 16.8 34.4 (.0002) 19.2 (.41) 33.9 (<.0001) 35.5 (<.0001) <.0001
per month||

*All results were adjusted using sampling weights. Cell entries are column percents. Numbers in parentheses are P values for pairwise comparisons of rates
among VA patients with rates among patients with other types of health coverage. VA indicates Department of Veterans Affairs.
†”In the past 12 months, did you ever spend less on food, heat, or other basic needs so that you would have enough money to pay for your prescription med-
ications?”
‡”In the past 12 months, did you ever borrow money from a family member or friend in order to pay for your prescription medications?”
§”In the past 12 months, did you ever increase the amount of credit card debt you carried from month to month because of the cost of your prescription
medications?”
||”In the past 12 months, how often did you worry about paying for your prescription medications?” 

Table 3. Adjusted Odds Ratios of Medication Cost
Problems Among Non-VA Patients Relative to Their
VA Counterparts*

Underuse
Any Medication at Least Once

Underuse per Month

Type of Insurance AOR P AOR P

Medicaid 1.6 (0.8, 3.2) .15 1.7 (0.8, 3.6) .18

Private 1.7 (1.0, 2.8) .05 1.9 (1.0, 3.5) .04

Medicare 2.6 (1.4, 4.6) .001 3.4 (1.7, 6.6) <.001

Uninsured 3.2 (1.8, 5.9) <.001 3.9 (2.0, 7.7) <.001

VA indicates Department of Veterans Affairs.
*All results were adjusted using sampling weights. Each model controlled
for patients’ sociodemographic characteristics (race, sex, age, educational
attainment, and income), number of chronic health problems, and number
of prescription medications. Numbers in parentheses are 95% confidence
intervals. Using the standard adjustment for the four pairwise comparisons,
a P value of .0125 is equivalent to a nominal P value of .05 and was con-
sidered statistically significant. The total number of patients was 4055. 



reductions in these costs were a primary mechanism
linking VA system use to lower rates of medication cost
problems. To test this conceptual framework, we re-fit
each of the multivariate models shown in Tables 3 and
4, including an additional covariate characterizing
patients’ monthly out-of-pocket medication costs. In all
instances, out-of-pocket costs were a strong predictor of
patients’ likelihood of medication cost problems; and in
most cases, statistically significant differences between
VA patients and patients with other insurance types
were substantially reduced. For example, the difference
between Medicare patients’ and VA patients’ likelihood
of foregoing medication due to cost was no longer sta-
tistically significant after including out-of-pocket costs
(AOR = 1.7; P = .08), and Medicare patients were no
longer more likely than VA patients to forego basic
needs due to cost pressures (AOR = 1.7; P = .07).
Nevertheless, some statistically significant differences
between VA and non-VA patients’ likelihood of experi-
encing medication cost problems persisted even when
controlling for total out-of-pocket drug costs. We con-
clude that out-of-pocket cost differences are a major
driver of the effects shown in Tables 3 and 4.

DISCUSSION

Compared with other patients, VA participants in
this study reported using more prescription drugs while
experiencing lower out-of-pocket medication costs. VA
patients also were less likely than patients with

Medicare or no health insurance coverage to report cut-
ting back on medication use due to cost pressures. The
results of this study confirm our prior study’s findings12

that fewer VA diabetes patients reported cutting back
on medication use due to cost than patients with other
forms of coverage. That prior study, however, was limit-
ed to patients with diabetes drawn from only 5 health
systems, with all but 1 located in Northern California. In
addition, VA patients in the current study were signifi-
cantly less likely to experience other burdens from pre-
scription medication costs than patients who had
Medicare or no coverage, such as cutting back on spend-
ing for basic needs, borrowing money to pay for their
medication, or worrying frequently about how they
would pay for their prescription drugs. These other
problems due to medication cost pressures, although far
less studied than medication underuse, also may
adversely affect patients’ health and well-being. Because
the current study is based on a nationwide survey of
older adults with a variety of chronic health problems
recruited through a community-based sampling approach,
the pattern of effects we observed is likely to reflect dif-
ferences between VA and non-VA patients with chronic
illnesses nationwide. 

Weighing the costs and benefits of VA’s more generous
coverage from a health system’s perspective requires
both a careful assessment of the indications for pharma-
cotherapy and a comprehensive enumeration of the
impact of this coverage on nonpharmaceutical resource
use. Some payers are concerned that expanded pharma-
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Table 4. Adjusted Odds Ratios of Problems Other Than Nonadherence Among Non-VA Patients Relative to
Their VA Counterparts*

Foregoing Borrowing Credit Card Worry At Least
Basic Needs† Money‡ Debt§ Once Per Month||

Type of Insurance AOR P AOR P AOR P AOR P

Medicaid 2.1 (1.1, 4.0) .02 3.3 (1.3, 8.5) .01 1.1 (0.4, 2.6) .9 1.8 (1.0, 3.2) .04

Private 1.7 (1.0, 2.8) .06 2.1 (0.9, 5.1) .09 0.9 (0.5, 1.8) .81 1.6 (1.1, 2.6) .03

Medicare 2.9 (1.6, 5.2) <.001 6.4 (2.6, 15.6) <.001 1.3 (0.6, 2.8) .49 3.2 (2.0, 5.3) <.001

Uninsured 2.9 (1.6, 5.4) .001 4.9 (1.9, 12.7) .001 1.2 (0.5, 2.9) .7 2.8 (1.6, 5.0) <.001

*All results were adjusted using sampling weights. Each model controlled for patients’ sociodemographic characteristics (race, sex, age, educational attain-
ment, and income), number of chronic health problems, and number of prescription medications. Numbers in parentheses are 95% confidence intervals. The
total number of patients was 4055. AOR indicates adjusted odds ratio; VA, Department of Veterans Affairs.
†“In the past 12 months, did you ever spend less on food, heat, or other basic needs so that you would have enough money to pay for your prescription med-
ications?”
‡“In the past 12 months, did you ever borrow money from a family member or friend in order to pay for your prescription medications?”
§“In the past 12 months, did you ever increase the amount of credit card debt you carried from month to month because of the cost of your prescription med-
ications?”
||“In the past 12 months, how often did you worry about paying for your prescription medications?”



cy benefits may lead to unnecessary prescribing of
treatments with limited clinical value. More generous
benefits indeed have been found to increase the number
of prescriptions for problems that are generally consid-
ered less serious, such as colds, allergies, and skin prob-
lems.30 Although VA patients in the current study did
report more prescriptions on average than other
patients, they also reported significantly more serious
comorbidities for which medications often are indicated.

There is growing evidence that the short-term costs
of more generous pharmacy benefits may be offset by
reductions in future health service use. One seminal
study demonstrated that restrictions in Medicaid pre-
scription coverage for schizophrenic patients led to a
dramatic increase in acute psychiatric hospitalizations,
negating any possible cost savings associated with the
reduction in drug benefits.10 More comprehensive cov-
erage of other medication classes, such as gemfibrozil
for coronary heart disease patients with low high-den-
sity lipoprotein levels, also may provide cost-savings,31

and some experts have recommended restructuring
copayment levels to reflect the expected benefits of
specific drugs for targeted patient subgroups.32 Other
studies have elucidated the dramatic effects of changes
in health plan formulary administration (eg, adoption of
various incentive-based copayment structures) on
enrollees’ out-of-pocket spending and continued use of
prescribed medications.33 Unfortunately, many health
plans are moving forward with increased cost-sharing
for prescription drugs without empirical evidence
regarding the possible implications of those changes for
members’ adherence, health status, or use of acute care. 

Even though pharmaceutical use may improve
patients’ health and decrease healthcare costs in the
long term, the immediate cost of providing comprehen-
sive prescription drug coverage is of significant concern
to VA policymakers and other insurers considering the
scope of their benefits. VA pharmacy costs increased
160% between 1996 and 2002, due to the growing num-
ber of VA system users, increases in the number of pre-
scriptions per patient, and (to a lesser extent)
increasing costs per unit prescribed.15 To maintain rea-
sonable coverage while containing costs, pharmacy
benefits must be based on effective negotiations with
wholesalers to keep costs down—negotiations in which
the VA has been very successful but which planned
Medicare reforms specifically prohibit.34 VA healthcare
systems also strictly control their formulary, requiring
prescribers to use approved drugs according to explicit
clinical guidelines before more expensive classes of
medications (eg, cyclooxygenase-2 inhibitors) can be
prescribed. Although it is challenging to develop and
manage a cost-effective formulary in a large health sys-

tem, most VA healthcare providers report that their
patients receive the drugs they need.35 Of course, many
smaller health plans cannot avail themselves of the col-
lective negotiating strength, economies of scale, and
other benefits of a large, centralized system such as the
VA. However, by adopting these management tools (eg
closed or incentive-based formularies, high-volume
negotiations with suppliers, and more rationally struc-
tured copayment systems), non-VA health plans may
be able to maintain a fiscally viable program of pre-
scription drug coverage that maximizes cost savings
while also enabling patients to afford their prescribed
treatments.

Although this is the first nationwide study to com-
pare problems due to medication costs among VA and
non-VA patients, it has several limitations. Because the
interview was Internet-based, individuals who are less
computer literate may have been underrepresented,
and these may be the same patients who are more like-
ly to experience medication cost problems. Although
these sampling biases may affect the rates presented in
Table 2, they are less likely to influence the relative
rates estimated via multiple regression models in
Tables 3 and 4. 

Perhaps the most significant limitation of this study
is that patients were identified according to their self-
reported health insurance, rather than according to
their type of prescription drug coverage. VA prescrip-
tion benefits are consistent nationally. Medicaid and
private insurance coverage for prescription drugs, how-
ever, varies considerably across plans, and many
Medicare patients have supplemental coverage through
a managed care plan. Thus, the findings reported here
represent average differences between patients with VA
coverage and patients with other forms of coverage.
The comparisons may overestimate or underestimate
disparities in coverage and medication cost problems
between VA patients and patients with more or less
extensive pharmaceutical benefits.

In summary, we found that chronically ill patients
with access to the VA’s prescription drug coverage had
lower rates of cost-related adherence problems than
patients with Medicare or no insurance coverage, and
that rates of problems due to medication costs were at
least as low among VA patients as among patients with
Medicaid or private insurance coverage. VA patients
were also less likely than some non-VA patients to
report other detrimental consequences of medication
cost pressures, such as foregoing necessities to pay for
their medication or worrying frequently about how
they could pay for their treatments.

Further studies (with more reliable information
about patients’ actual benefits and cost pressures)
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will be needed to discern whether financial benefits
alone explain differences between VA and non-VA
patients, or whether other factors influence whether
patients experience medication cost problems in the
face of equivalent financial demands. Research also is
needed to elucidate the costs and benefits of the VA’s
generous prescription drug coverage and to further
assess components of effective non-VA coverage pro-
grams. Clearly, however, raising medication copay-
ments to levels that prevent patients from taking their
prescribed treatments is one of the poorest strategies
health plans can adopt to contain prescription drug
costs.
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