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Health Care and the Medicaid Program:
Knowledge and Perceptions of Black Elected Ofþcials

Executive Summary

In recent years, as states have faced increasing difþculty balancing their budgets, many have implemented measures to help 
achieve solvency by limiting spending within their Medicaid programs.   Medicaid is the federal/state health insurance program 
that serves low-income seniors, children, working families, and people with disabilities, more than half of whom are people of 
color.  Statesõ recent cost containment measures have changed the way Medicaid operates and have altered the access to and the 
quality of healthcare services and treatments received by enrollees. Since the program is funded jointly by the federal and state 
governments and is administered by states, elected ofþcials at both of these levels of government engage in the programõs rule 
making.
	
Given Medicaidõs importance to people of color, the Joint Center chose to examine the knowledge, perceptions, and opinions 
of black elected ofþcials (BEOs) regarding health care in general and the Medicaid program in particular.  With support from 
Pþzer Inc, and using a questionnaire developed by the Joint Center, between May and September 2004, Research America (a 
survey management þrm) interviewed 976 BEOs holding state and local elected positions around the United States. 

The Joint Center survey revealed that BEOs view both health care and the Medicaid program as priorities among their interests 
and concerns and that they share what is becoming a nationwide concern about racial/ethnic disparities in health.  (Figures 
1 and 2)  BEOs generally view the Medicaid program as neutral with respect to racial/ethnic health disparities -- i.e., neither 
worsening nor lessening them. However, more than half of BEOs think that although the Medicaid program may not reduce 
these disparities, the programõs reimbursement and other policies have caused physicians who treat both privately insured and 
Medicaid patients to provide different tiers of care to the two groups.
	
BEOs reported frequent contact from constituents about Medicaid. The cost of prescription drugs was the major subject of 
these contacts.  However, it is unclear what this means, since few states mandate copayments from program beneþciaries for 
prescription drugs.  The complaints may reÿect constituent frustration over the inability to access appropriate medications via 
Medicaid, or concerns about costs incurred in the attempt to obtain these drugs.  
	
Given the frequency of constituent contact about Medicaid prescription drug costs, it is noteworthy that BEOs underestimated 
the prevalence of state limits on medications, such as the mandated use of drugs from a list (i.e., preferredðdrug lists).  This 
was true for BEOs both in states with preferredðdrug lists and in states without them.  However, more than two-thirds (i.e., 
70 percent) of BEOs thought that limitations on access to prescription drugs make  patient health worse and do not generate 
long-term cost savings.  (Figure 3)  (Other commonly cited prescription drug limitations were: ògeneric instead of name brands 
mandatedó and òlimit on number of prescriptions.ó)
	
When preferredðdrug lists, in particular, were considered, three-fourths or more of BEOs identiþed several types of problems 
associated with them.  (Figure 4)  Nearly seven out of eight thought that with preferredðdrug lists both of the following were 
likely to be true: òNewer and more innovative drugs are not availableó (87 percent) and òDoctors are not allowed to decide how 
to treat their patientsó (85 percent).  BEO sentiment was nearly as strong in the belief that òDoctors wonõt take the time to þll 
out paperwork to get the most appropriate drugs for Medicaid patientsó (83 percent).
	
The BEOs surveyed held misperceptions about the mix of program enrollees (by race/ethnicity and by eligibility category) and 
about the allocation of spending (by categories such as home health care or prescription drugs) within the Medicaid program.  
Perhaps it is not surprising that seven out of eight BEOs (88 percent) thought it was either somewhat or very important to their 
success as an elected ofþcial to learn more about Medicaid. (Figure 5)  This majority belief not only suggests an awareness 
among BEOs of how important the program is to a stateõs þscal solvency.  It also suggests an interest in learning more about the 
Medicaid program and how its operations might inÿuence their constituentsõ health care and health outcomes. 
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Selected speciþc þndings follow:

TOP PRIORITIES. When queried about their top priorities and about the top priorities of their African American constituents, 
BEOs reported that they share with these constituents a common set of concerns: economic development/growth, education/
schools, health care, housing, jobs.  In general, BEOs indicate greater concern about health care (43 percent) than about jobs (25 
percent).  However, they think that their African American constituents weight the concerns more equally -- jobs (47 percent), 
and health care (42 percent). (Figure 1)

CONSTITUENTSõ MEDICAID CONCERNS. BEOs regularly hear from their constituents about Medicaid.  More than 
a third (36 percent) report getting such contacts weekly, and nearly three out of þve (59 percent) report getting them at least 
monthly.  Medicaid enrollees (58 percent), or their family members (25 percent), rather than providers (13 percent), contact 
BEOs most often about the program.

PRESCRIPTION COSTS. High prescription costs are the most common problem with the Medicaid program reported to 
BEOs (35 percent of Medicaid-related constituent contacts), with no differences by state formulary status (that is, no difference 
between states in which a preferredðdrug list has been instituted and states without a preferredðdrug list).  Since prescription 
drug copayments seldom are mandated by state Medicaid programs, the nature of the costs that constituents are citing is unclear.

OTHER MEDICAID CONCERNS. Other frequently raised concerns about Medicaid include: the nature of covered beneþts 
(14 percent), program eligibility (8 percent), and þnding doctors who accept Medicaid (9 percent).  Difþculty þnding doctors 
who accept Medicaid was the subject of a fourth (25 percent) of constituent contacts with BEOs who live in big cities.  This 
may reÿect the fact that physician availability to the poor is often more of a problem in big cities than in suburbs, medium-sized 
cities, small towns, or rural areas. (1)
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PERCEPTION OF MIX OF MEDICAID BENEFICIARIES. On average, the BEOs in this sample overestimated the 
proportions of people of color among Medicaid enrollees.  When assessing the mix of eligible populations served by the 
Medicaid program, BEOs underestimated the percentage of children, but overestimated the percentages of senior citizens and 
the blind/disabled served.  Underestimation of the share of children enrolled in Medicaid may reÿect BEOsõ awareness of the 
recently implemented State Childrenõs Health Insurance Program (S-CHIP) (whose mission is to provide health insurance 
coverage to low-income children) and a mistaken belief that Medicaid no longer enrolls substantial numbers of children.  
Overestimation of the relative shares of senior citizens and of the blind/disabled suggests that BEOsõ perceptions of the mix of 
eligible beneþciaries might mirror the characteristics of the constituents who call them with problems.

PERCEPTION OF MEDICAID SPENDING BREAKDOWN. BEOs have inaccurate perceptions of the proportion of 
Medicaid spending for home health care, hospitals, nursing home care, physiciansõ fees, and prescription drugs.  Misperceptions 
about relative spending may result if the state and local elected BEOs surveyed are not on appropriations committees or health 
committees within legislative bodies and, therefore, have no ready access to information of this sort.

HEALTH DISPARITIES. Large majorities of BEOs thought that disparities (either large or small) exist in health care access 
and quality between African Americans and white Americans in their states. (Figure 2) Three out of four BEOs surveyed (74 
percent) shared this view, as did nearly seven out of eight BEOs who live in big cities (84 percent). 

IMPACT OF MEDICAID ON DISPARITIES. BEOs were more likely (49 percent) to believe that the Medicaid program 
neither worsens nor lessens disparities in health care access and quality between African Americans and white Americans in 
their states, than they were to think that the program either reduces (22 percent) or increases (21 percent) these disparities.  
This view did not differ among BEOs by state formulary status (that is, no difference between states in which a preferredðdrug 
list has been instituted and states without a preferredðdrug list), although it differed by the region and type of place lived in.   
BEOs both in big cities (35 percent) and in the West (37 percent) were less likely (than all BEOs) to believe that Medicaid is 
neutral with respect to disparities. However, BEOs in the West were more likely (than all BEOs) to believe the program reduces 
disparities (39 percent).
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IMPACT OF CUTS ON DISPARITIES. Nearly half of all BEOs surveyed (46 percent) also believed that recent cost-cutting 
changes in their state Medicaid programs had no impact on healthcare disparities.  This held true for all BEOs regardless  of  
socio-demographic-political characteristics, including state formulary status (or the institution of a preferredðdrug list), an 
explicit measure of one of the recent changes.

QUALITY OF PHYSICIAN CARE. More than half of all BEOs surveyed (55 percent) believed that physicians provide lower 
quality care to the Medicaid patients than to the privately insured patients in their practices.  Respondents holding this view 
ranged from a low of 45 percent of BEOs with mostly white constituents to a high of 72 percent of BEOs who live in suburbs. 

STATESõ LIMITS ON MEDICATIONS. More than half (53 percent) of the BEOs surveyed believed that their states limit 
medications available to Medicaid enrollees.  This proportion is considerably smaller than expected, given that 47 of the 50 
states reported the use of òpharmacy controlsó to contain costs within their Medicaid programs in 2004.(2)
The 521 BEOs (i.e., the 53 percent cited above) who indicated that medication limitations existed in their states were most 
likely to cite the following types of restrictions: generic drugs mandated instead of name-brand drugs (26 percent); requirement 
that drugs be on a list ñ i.e., a preferredðdrug list (22 percent); and a limit on the number of prescriptions (12 percent).  Sizable 
percentages also indicated they were unsure of the nature of Medicaid medication restrictions (32 percent).

CRITICISM OF MEDICATION LIMITS. In spite of misperceptions about the existence of restrictions on medications 
within the Medicaid program, 70 percent of the BEOs surveyed recognized the potential for òpenny wise/pound foolishó 
results from medication limitations. (Figure 3)  This large majority responded that medication limitations worsen the health of 
Medicaid patients.  Few indicated that such limitations result in long-term cost savings (13 percent).

CRITICISM OF PREFERRED-DRUG LISTS. For the preferredðdrug list, one type of medication limitation used in the 
Medicaid program, at least three-fourths of all BEOs cited several problems.  Two problems ñ  òNewer and more innovative 
drugs are not available to Medicaid patientsó (87 percent)  and òDoctors are not allowed to decide how to treat their patientsó 
(85 percent) ñ were reported by nearly seven out of eight BEOs.  BEOs in states both with and without preferredðdrug lists 
were equally likely to identify these problems with the lists. (Figure 4)
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