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Despite major care disruptions in the initial stage of the COVID-19 
pandemic, medication adherence, or taking medication as 
prescribed, for Medicare beneficiaries aged 65 years and older 
with hypertension, also known as high blood pressure, remained 
high—at 86 percent—according to a new American Institutes for 
Research® (AIR®) study using fee-for-service (FFS) Medicare claims 
data from 2018 to 2020. However, disparities in medication 
adherence persisted for Black, Hispanic, and American 
Indian/Alaska Native beneficiaries with hypertension. About three 
in five (59.8 percent)1 Medicare FFS beneficiaries aged 65 and 
older have hypertension, increasing their risk for heart disease, 
stroke, and other diseases, as well as COVID-19-related 
complications, especially if their blood pressure is poorly 
controlled. Medication adherence is a critical factor in controlling 
high blood pressure. This study examined how disruptions in care 
associated with the pandemic—such as reduced access to 
ambulatory care visits—affected medication adherence for 
hypertension. The findings suggest that steps by the Centers for 
Medicare & Medicaid Services (CMS) to relax prescribing 
requirements during the pandemic—for example, by allowing 
beneficiaries to refill prescriptions early and get a 90-day supply of 
medication—likely helped maintain medication adherence for high 
blood pressure and prevent racial and ethnic disparities in 
adherence from worsening.2  

  

No Signs That COVID-19 Disrupted Hypertension 
Medication Adherence for Medicare Beneficiaries, 
but Racial and Ethnic Disparities Persisted 

Key Findings 
• Medication adherence remained 

high and stable (86 percent) 
through the first year of the 
COVID-19 pandemic for Medicare 
fee-for-service beneficiaries aged 
65 and older diagnosed with 
hypertension. 

• Racial and ethnic disparities in 
hypertension medication 
adherence persisted for American 
Indian/Alaska Native, Black, and 
Hispanic beneficiaries.  

• Relaxed Medicare prescribing 
requirements, such as allowing 
early refills and larger quantities 
of medication, likely helped keep 
medication adherence rates high 
and prevent worsening disparities 
among racial and ethnic groups. 

• Policymakers should explore ways 
to improve measurement of 
medication adherence, 
particularly focused on reducing 
health disparities and increasing 
equity among racial and ethnic 
groups.  
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High Blood Pressure Prevalence Among Medicare Beneficiaries 
 

High blood pressure is the most important modifiable risk factor for heart disease, stroke, congestive heart 
failure, and end-stage renal disease.3 According to the Centers for Disease Control and Prevention (CDC), 
hypertension that is not under control results in nearly 1,300 deaths every day in the United States.4 
Almost half (47percent) of Americans are found to have high blood pressure in the 2017 clinical guideline 
from the American College of Cardiology,5 the American Heart Association, and other organizations, which 
defines high blood pressure as systolic blood pressure at or above 130 mmHg and/or diastolic blood 
pressure at or above 80 mmHg. An estimated 59.8 percent of Medicare FFS beneficiaries aged 65 and older 
have high blood pressure, and the prevalence of hypertension varies across racial and ethnic groups within 
FFS Medicare. Based on 2018 data, the most recent data available, Black beneficiaries aged 65 and older 
have the highest prevalence of hypertension (70.1 percent), followed by American Indian/Alaska Native 
(59.5 percent), White (59.4 percent), Asian/Pacific Islander (58.9 percent), and Hispanic (58 percent) 
beneficiaries.3 

Hypertension is an ambulatory care sensitive condition (ACSC)—or a condition where hospitalizations and 
other serious complications can generally be avoided if patients have access to effective primary care. 
Effective management of ACSCs can improve quality of care and potentially reduce costs. Some people can 
get their blood pressure under control with lifestyle changes such as eating a healthier diet or exercising 
more, but most people need prescription medications, such as renin-angiotensin system (RAS) antagonists, 
to lower their blood pressure. RAS antagonists are a low-cost way to help people manage their 
hypertension, reduce their risk of cardiovascular disease, and slow the progression of chronic kidney 
disease.6,7 Medicare recognized the importance of medication adherence for hypertension by including a 
measure for the use of RAS antagonists in Star Ratings for the stand-alone Part D prescription drug plans 
available to Medicare FFS beneficiaries. 

Medicare Prescribing Requirements Eased During COVID-19 
 

In the wake of the COVID-19 public health emergency, U.S. health care utilization changed abruptly and 
dramatically,8,9,10,11 with many physician practices and other ambulatory care sites limiting in-person care. 
For people with ACSCs, including hypertension, care disruptions—like those seen early in the pandemic—
can be particularly harmful if patients delay or go without needed care. Given the importance of clinical 
follow-up for medication adherence, changes in health care access and utilization stemming from the 
pandemic could affect adherence and the management of ACSCs such as hypertension. To minimize care 
disruptions, CMS eased prescribing requirements—for example, allowing Medicare beneficiaries to refill 
prescriptions early or get a 90-day supply of medication. Medicare also expanded coverage of telehealth 
visits during the public health emergency, enabling beneficiaries to communicate more easily with clinicians 
remotely.12,13 
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Disparities in Medication Adherence Persisted During the Pandemic 
 

CMS defines medication adherence for hypertension (e.g., RAS antagonists) as the percentage of 
beneficiaries with a prescription for a blood pressure medication who fill their prescription often enough to 
cover 80 percent or more of the time they are supposed to be taking the medication—a threshold known 
as the proportion of days covered.14 Between the pre-pandemic period (2018 quarter 1–2020 quarter 1) 
and initial pandemic periods (2020 quarter 2–2020 quarter 4), hypertension medication adherence 
remained stable, with approximately 86 percent of Medicare FFS beneficiaries aged 65 and older taking RAS 
antagonists remaining adherent, according to AIR’s analysis of Medicare 2018–2020 claims data (see 
Methods box on page 5).  

However, disparities in medication adherence for Black, Hispanic, and American Indian/Alaska Native 
beneficiaries persisted during the pandemic (Exhibit 1), with the largest gap reaching 16 percentage points 
between American Indian/Alaska Native (72 percent) and White (88 percent) beneficiaries. Although Black 
beneficiaries have the highest prevalence of hypertension, their medication adherence was approximately 
7 percentage points lower than that of White beneficiaries (81 percent vs. 88 percent) during late 2020. 
Similarly, Hispanic beneficiaries had lower medication adherence, at 82 percent, remaining stable before 
and during the pandemic in 2020. 

Exhibit 1. Hypertension Medication Adherence for Fee-for-Service Medicare Beneficiaries Aged 65 Years 
and Older Before and During the COVID-19 Pandemic, by Race and Ethnicity 

 
Note. Hypertension medication adherence is measured as the percentage of beneficiaries taking RAS antagonists who fill their 
prescription often enough to cover 80 percent or more of the time they are supposed to be taking the medication (see Note 15, 
https://www.cms.gov/files/document/mmpperformancedatatechnotes.pdf).  
Source: Medicare fee-for-service claims for a 10 percent simple random sample of beneficiaries enrolled in Part A, Part B, and 
Part D between 2018 Q1 and 2020 Q4. 

https://www.cms.gov/files/document/mmpperformancedatatechnotes.pdf
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Many factors are associated with medication adherence, including health-related social needs such as food 
security and social determinants of health (SDOH), defined by Healthy People 2030 as “the conditions in 
the environments where people are born, live, learn, work, play, worship, and age that affect a wide range 
of health, functioning, and quality-of-life outcomes and risks.”15 For example, poverty/food insecurity, 
weak social supports, and healthy built environments are associated with hypertensive medication 
adherence.16 Moreover, in terms of disparities in medication adherence among racial and ethnic groups, 
individual factors such as patient-provider interactions and communications about the importance of 
adherence, patient knowledge and understanding, forgetting to take medications, and running out of pills 
early are associated with lower medication adherence.17,18,19 Such factors may in part explain the ongoing 
disparities in medication adherence for American Indian/Alaska Native, Black, and Hispanic beneficiaries 
identified in the AIR study. 

Shooting for the Stars: Medicare Plan Ratings and Adherence 
 

Once a person is prescribed a blood pressure medication, taking and continuing the medication as 
prescribed is among the most important ways to manage hypertension.20 For this reason, medication 
adherence for this condition is one of the quality measures included in the Medicare Part D Star Ratings 
program, which awards up to five stars to the highest performing stand-alone Medicare prescription drug 
plans across a range of quality measures.21 Indeed, given the stakes attached to plans earning high Star 
Ratings—consistently low ratings can lead to plan exclusion from Part D, whereas high ratings may help 
draw new enrollees—some research shows increasing rates of automatic refills, supply fills of more days, 
and higher adherence than has been reported in the clinical literature for some classes of medications 
included in Star Ratings, particularly for patients with multiple chronic conditions.22,23 Such plan tactics can 
appear to improve performance on adherence measures without affecting actual patient behavior, given 
the nature of the Part D medication adherence measure, which is calculated by determining the proportion 
of days covered based on Part D prescription claims data.22 And yet, regulatory pressure on adherence may 
result in better adherence, especially for drugs that treat health conditions included in the Star Ratings. 
Researchers noted a spillover effect on oral antihypertensives in general when the RAS antagonist measure 
accounted for a higher weight in the overall Star Rating. However, this spillover effect was only observed 
for medications treating the same conditions as those included in the Star Ratings, not for all oral 
medications taken by a patient. Thus, patients with multiple chronic conditions and complex medication 
regimens may require additional support to achieve overall adherence.22 As former surgeon general C. 
Everett Koop said decades ago,24 “Drugs don’t work in people who don’t take them.” People cannot take 
their medications if they do not have their prescriptions filled. So, improving medication adherence, as well 
as its measurement, is an important policy goal. 

https://health.gov/healthypeople/priority-areas/social-determinants-health
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Conclusions and Policy Implications 
 

Despite widely documented disruptions to care during the COVID-19 pandemic, the AIR study found little 
change in hypertension medication adherence among Medicare FFS beneficiaries before and during the 
pandemic in late 2020. On a less positive note, ongoing disparities in medication adherence among 
American Indian/Alaska Native, Black, and Hispanic beneficiaries persisted. These findings suggest that 
policy refinements to medication adherence measures could help spur improved Part D prescription drug 
plan performance and address ongoing documented racial and ethnic disparities in adherence.25 
Policymakers could consider the following ways to improve measurement of medication adherence: 

• Identify and test new measures that improve adherence by addressing health-related social needs. 

• Use additional measures of adherence for Star Ratings, perhaps by targeting additional chronic diseases. 

• Improve data collection of actual medication-taking behavior to verify that performance on quality 
measures results in meaningful outcomes. 

In conclusion, the federal government, through the Million Hearts initiative sponsored by CMS and the CDC, 
is working to avert one million preventable cardiovascular disease events, including heart attacks and 
strokes, by 2027. The key element of the Million Hearts campaign of improving blood pressure control and 
measurement of hypertension medication adherence—especially targeted at closing gaps among racial and 
ethnic groups—can both help save lives and improve health care equity. 

METHODS 

This analysis used fee-for-service Medicare claims data from a 10 percent simple random sample of 
Medicare beneficiaries who were enrolled in Medicare Parts A, B, and D for the entire 2018–2020 study 
period. The study sample included 983,140 Medicare beneficiaries aged 65 and older with hypertension 
as of 2019, as determined by the Master Beneficiary Summary File chronic condition flag. The analysis 
excluded beneficiaries enrolled in Part C and those diagnosed with end-stage renal disease at any point 
in the study period. 

Medication adherence was measured using the Pharmacy Quality Alliance’s Proportion of Days 
Covered: Renin Angiotensin System Antagonists (PDC-RASA) data from the Medicare Part D Event 
File. To calculate the PDC-RASA, the numerator included the count of days in the observation/treatment 
period during which beneficiaries had medication in their possession according to the days’ supply, and 
the denominator included the number of individuals aged 65 years and older who claimed 2 or more 
prescriptions for any RAS antagonist or RAS antagonist combination product on different dates of 
service in the treatment period. The treatment period started with the first prescription claim for any 
RASA medication, referred to as the index prescription start date, and ended with the last day of the 
measurement year or death, whichever occurred first. We modified the measure to reflect a treatment 
period of at least 180 days to be included in the measure denominator. 

https://millionhearts.hhs.gov/about-million-hearts/index.html
https://www.pqaalliance.org/measures-overview#pdc-rasa
https://www.pqaalliance.org/measures-overview#pdc-rasa
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