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Abstract 

Substantial racial and ethnic disparities in cardiovascular care persist in the United States. For 

example, African Americans and Hispanics with cardiovascular disease are 10–40 percent less 

likely than whites to receive secondary prevention therapies, such as aspirin and beta-blockers. 

Lowering copayments for these therapies improves outcomes among all patients who have had a 

myocardial infarction, but the impact of lower copayments on health disparities is unknown. 

Using self-reported race and ethnicity for participants in the Post-Myocardial Infarction Free Rx 

Event and Economic Evaluation (MI FREEE) trial, we found that rates of medication adherence 

were significantly lower and rates of adverse clinical outcomes were significantly higher for 

nonwhite patients than for white patients. Providing full drug coverage increased medication 

adherence in both groups. Among nonwhite patients, it also reduced the rates of major vascular 

events or revascularization by 35 percent and reduced total health care spending by 70 percent. 

Providing full coverage had no effect on clinical outcomes and costs for white patients. We 

conclude that lowering copayments for medications after myocardial infarctions may reduce 

racial and ethnic disparities for cardiovascular disease.  

 


