
TEMPLATE TIPS

This Section Does Not Print!

This template requires Microsoft PowerPoint 2007 (or newer) and assumes a basic knowledge of the software. Below however are a few tips of what to check when creating a poster for large-

format printing.

Use high-resolution graphics

Many graphics pulled from the web are at a low resolution and will pixelate or blur when blown up to large poster sizes. For USC logos, please use the vector images (EPS files) from the USC 
Graphic identity website (http://identity.usc.edu/). For photos, please be sure to use high-resolution originals.

USC Colors

USC branding stipulates specific colors used to represent the University of Southern California. These colors (cardinal and gold) are defined by the RGB values R:153 G:27 B:30 and R:255 
G:204 B:0

To use these colors in PowerPoint, use using a tool that offer color selection select ‘More Colors’, then ‘Custom’. Make sure RGB is selected as the color model and enter the values for Red, 
Green and Blue as given above.

When using any other colors the background of the original logo must remain intact (eg. White. Black, Cardinal or Gold.

POSTERS USING NON-APPROVED COLOR SCHEMES WILL BE REJECTED!

Modifying the layout

This template is specifically for a 48” x 36” poster prints, with three columns (1 foot, 2 foot, 1 foot respectively). If your are knowledgeable in PowerPoint and feel comfortable modifying this 
layout you may do so by going to View -> Slide Master

Importing text, graphics, tables, and charts

TEXT: Copy & paste, or type your content into the placeholders provided, or create new next boxes positioned as needed.
PHOTOS: Use either the picture placeholder, or go to Insert -> Picture and position / scale as needed.

TABLES: Copy a table from your external file, then right click & paste into your poster area. You can scale the table as needed. You may need to highlight and adjust the font size text in table 
cells.

CHARTS: Create your chart in Excel as normal, then simply copy and paste your chart into the poster area. Position and scale as needed.
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POSTER TEMPLATE GUIDE

This Section Does Not Print!

You can use this pre-formatted PowerPoint file to create your poster for printing by IMS. This template will produce a poster 18” wide by 36” high (scalable to 36” x 72”). It has been put 

together with official USC School of Pharmacy branding already in place and should only require you to insert your content.

For printing service, submit a ticket to:

helpdesk@pharmacy.usc.edu

or for more information call:

(323) 442-1352

Placeholders

Below are some placeholders your may want to use to add section titles, text boxes, or pictures.

Section Header placeholder

Simply drag & drop this preformatted placeholder to wherever needed to add another section header. You may want to use section headers to out you content or draw attention to key parts.

Text placeholder
Drag & drop this preformatted text placeholder to the poster to add a  new text box.

Picture placeholder
Drag & drop this placeholder onto your poster, size it first, and then click it to add a picture to the poster.
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• Catastrophic health expenditure (CHE), typically defined as out-
of-pocket (OOP) payments exceeding a fixed share of household 
income or consumption, is widely used to measure disease-
related financial hardship.1,2 

• However, households may respond to healthcare costs not only 
through higher OOP spending but also through consumption 
smoothing and coping behaviors, including care rationing and 
distress financing. 

• Consequently, medical debt and foregone or delayed care 
represent conceptually distinct manifestations of financial 
hardship that may not be captured by OOP-based CHE metrics.1,2 

• These limitations are especially concerning for individuals with 
chronic conditions, who face recurring care needs that increase 
their financial burden.3–6 

• This descriptive study aimed to quantify the extent to which CHE 
underestimates financial hardship among US families with 
chronic conditions and to assess whether this underestimation 
varies by income and insurance status.

• We used 2018–2023 Medical Expenditure Panel Survey (MEPS) 
data to construct household-level measures of financial hardship.

• The study population included families with ≥1 member reporting 
arthritis, diabetes, chronic obstructive pulmonary disease (COPD), 
asthma, heart disease, stroke, or cancer. 

• CHE was defined as annual OOP spending exceeding 40%, 25%, 
and 10% of total annual household income. The 40% threshold 
reflected more severe financial burden, while the lower 
thresholds captured less severe financial strain and were used to 
assess robustness and structural limitation of CHE. 

• Additional (non-CHE) financial hardship included any member 
reporting: (1) medical debt: MEPS indicators capturing unpaid 
medical bills, problems paying medical bills, or bills being paid off 
over time, or (2) affordability-related delayed or foregone care: 
whether any household member had difficulty obtaining needed 
medical, dental, or prescription care because of cost. A family was 
classified as having medical debt or delayed or foregone care if 
any member reported at least one of these events during the 
prior 12-month period. 

• We estimated the weighted proportions of households 
experiencing CHE and non-CHE financial hardship by household 
chronic condition status (Figure 1), and further stratified 
estimates by household income and insurance status (Figure 2). 
Figure 3 presented disaggregated non-CHE financial hardship. 

• Corresponding standard errors and 95% confidence intervals were 
provided in the Supplement. 

• Unweighted household counts were reported in Table 1.

• Under the 40% threshold, which reflects more severe financial burden, 39% of 
households with any of the listed chronic conditions experienced financial hardship 
without meeting CHE criteria, while CHE prevalence was 3%, meaning CHE captured only 
about 1 in 14 cases of total hardship (Figure 1). 

• Similar patterns were observed across all chronic conditions examined. Non-CHE hardship 
was also observed among families without these chronic conditions, but at a lower 
prevalence (32%). Lowering the CHE threshold increased the proportion of hardship 
captured by CHE, but substantial non-CHE hardship remained: approximately 34% to 48% 
under the 25% threshold and 30% to 43% under the 10% threshold (Figure 1).

• In stratified analyses (Figure 2), under the 40% threshold, non-CHE hardship was more 
common among low- and middle-income households (42%–45%) than high-income 
households (32%) and among uninsured households (58%) than those with public or 
private insurance (38%–39%). CHE remained lower than non-CHE hardship across all 
subgroups. Similar patterns were observed under the 25% and 10% thresholds.

• When disaggregated, foregone or delayed care accounted for a larger share of non-CHE 
hardship than medical debt across all chronic conditions and thresholds (Figure 3).

Conclusions

• This analysis showed that CHE captured only a small fraction of 
financial hardship among US households with chronic conditions. 

• The findings underscore a key limitation of CHE as a marker of 
financial protection: households under financial strain may cope by 
delaying or foregoing care or by taking on medical debt rather than 
by paying out of pocket, so low observed OOP spending does not 
necessarily imply low burden. 

• This gap was larger among lower-income and uninsured households, 
suggesting that CHE may be particularly incomplete in populations 
most exposed to affordability barriers. 

• This study has limitations. The non-CHE hardship measures identify 
only the reported medical debt or affordability-related barriers to 
care and do not capture their severity or duration. In addition, 
household-level analyses may not fully reflect differences in financial 
hardship across individual household members.

• These findings underscore the need for routine monitoring beyond 
OOP-based measures to better capture financial hardship among 
people with chronic conditions.
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Figure 1. Catastrophic Health Expenditure (CHE) and Financial Hardship Not Captured by 
CHE across Expenditure Thresholds, by Chronic Condition
a Estimates reflect weighted proportions of U.S. households with ≥1 member diagnosed with the specified chronic condition in the 
Medical Expenditure Panel Survey, 2018–2023. Panels display results under CHE thresholds of 40%, 25%, and 10% of annual household 
income. Financial hardship includes CHE and non-CHE hardship (medical debt or foregone/ delayed care). The category “any chronic 
condition” includes households with ≥1 of the listed conditions.
b Acronyms: CHE, catastrophic health expenditure; COPD, chronic obstructive pulmonary disease.

Figure 2. Catastrophic Health Expenditure (CHE) and Financial Hardship Not Captured by CHE 
across Expenditure Thresholds, Stratified by Household Income and Insurance Status
a Estimates reflect weighted proportions of U.S. households with ≥1 member with a chronic condition. Panels A–C show results stratified by 
household income relative to the applicable federal poverty line under 40%, 25%, and 10% CHE thresholds. Panels D–F show corresponding 
stratification by insurance status of household members under 40%, 25%, and 10% CHE thresholds.
b Acronyms: CHE, catastrophic health expenditure; APL, applicable poverty line.

Table 1. Household Sample Composition
a Values are unweighted household counts. Percentages are calculated using households with any listed chronic condition as the analytical 
sample denominator. Chronic condition subgroups are not mutually exclusive.
b Acronyms: COPD, chronic obstructive pulmonary disease.

Figure 3. Medical Debt and Foregone or Delayed Care Not Captured by Catastrophic Health 
Expenditure (CHE) across Chronic Conditions
a Estimates reflect weighted proportions of U.S. households experiencing (A, C, E) medical debt or (B, D, F) foregone or delayed care due to 
cost that were not captured by CHE under 40%, 25%, and 10% CHE thresholds.
b Acronyms: CHE, catastrophic health expenditure; COPD, chronic obstructive pulmonary disease.
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Section Subgroup Households, N (% of analytical sample)

Overall household sample Total households 40,118

Overall household sample Households with any listed condition 26,306 (100.0)

Overall household sample Households without any listed condition 13,661

Listed chronic condition Arthritis 15,410 (58.6)

Listed chronic condition Diabetes 7,855 (29.9)

Listed chronic condition COPD 2,530 (9.6)

Listed chronic condition Asthma 9,512 (36.2)

Listed chronic condition Heart disease 9,284 (35.3)

Listed chronic condition Stroke 3,033 (11.5)

Listed chronic condition Cancer 7,414 (28.2)

Household condition count 1 condition 10,809 (41.1)

Household condition count 2-3 conditions 11,976 (45.5)

Household condition count ≥4 conditions 3,521 (13.4)

Household income level High income 9,162 (34.8)

Household income level Middle income 7,043 (26.8)

Household income level Low income 10,101 (38.4)

Insurance status Private insurance 14,317 (54.4)

Insurance status Public insurance 11,024 (41.9)

Insurance status Uninsured 965 (3.7)
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