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ABSTRACT: Atherosclerotic cardiovascular disease (ASCVD) has posed an increasing burden on Americans and the United
States healthcare system for decades. In addition, ASCVD has had a substantial economic impact, with national expenditures
for ASCVD projected to increase by over 2.5-fold from 2015 to 2035. This rapid increase in costs associated with health care
for ASCVD has consequences for payers, healthcare providers, and patients. The issues to patients are particularly relevant in
recent years, with a growing trend of shifting costs of treatment expenses to patients in various forms, such as high deducti-
bles, copays, and coinsurance. Therefore, the issue of “financial toxicity” of health care is gaining significant attention. The
term encapsulates the deleterious impact of healthcare expenditures for patients. This includes the economic burden posed
by healthcare costs, but also the unintended consequences it creates in form of barriers to necessary medical care, quality
of life as well tradeoffs related to non-health—-related necessities. While the societal impact of rising costs related to ASCVD
management have been actively studied and debated in policy circles, there is lack of a comprehensive assessment of the
current literature on the financial impact of cost sharing for ASCVD patients and their families. In this review we systematically
describe the scope and domains of financial toxicity, the instruments that measure various facets of healthcare-related finan-
cial toxicity, and accentuating factors and consequences on patient health and well-being. We further identify avenues and
potential solutions for clinicians to apply in medical practice to mitigate the burden and consequences of out-of-pocket costs
for ASCVD patients and their families.
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ease (ASCVD) has posed an increasing burden on
Americans and the US healthcare system. In ad-
dition, ASCVD also has a substantial economic impact
on our society, with national expenditures for ASCVD
of $126 billion in 2015, which are projected to increase
by over 2.5-fold to $309 billion in 2035. In total, after
accounting for indirect costs of lost productivity, these
costs are expected to increase from $322 to $509 bil-
lion over this period." This rapid increase in ASCVD-
related costs has significant consequences for payers,
providers, and patients.
The issues of costs to patients are particularly rel-
evant to patients in recent years, with a growing trend

For decades, atherosclerotic cardiovascular dis-

toward shifting costs of treatment expenses to patients
in various forms, such as high deductibles, copays,
and coinsurance.?-® Therefore, the issue of “financial
toxicity” of health care is gaining significant attention.
In general, financial toxicity encapsulates the scope
of direct healthcare-related expenditures at the pa-
tient level and the unintended indirect consequences
that result in barriers to necessary medical care and
better quality of life, as well tradeoffs related to non-
health—-related necessities. Although the national im-
pact of rising costs related to ASCVD management
has been actively studied and a subject of policy inter-
ventions,®'! there is a lack of comprehensive assess-
ment of the current literature on the financial impact of
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cost sharing for health care in ASCVD on patients and
their families.

In this review we systematically describe the domains
of financial toxicity, with the goal to identify avenues to
mitigate the burden and consequences of costs for
health care for patients with ASCVD and their families.
Thereview is structured in sections that (1) define financial
toxicity in the context of its broad domains of measure-
ment; (2) identify sources and magnitude of expenditures
for health care in patients with ASCVD relative to their
financial means, particularly among patients at high risk
because of a lack of adequate insurance or limited finan-
cial means; (3) address the subjective challenges posed
by healthcare costs on patients, spanning their direct
and indirect effects; (4) describe ongoing efforts to tackle
financial toxicity from healthcare costs; and (5) highlight
potential future directions to specifically address health-
care financial toxicity for vulnerable patients with ASCVD
and their families.

MEASUREMENT OF FINANCIAL
TOXICITY

Financial toxicity from healthcare costs is defined under
objective and subjective domains. Objective financial
toxicity measures healthcare spending relative to afford-
ability. Some of these measures have been standardized
internationally. The World Bank defines a catastrophic
healthcare expense as a healthcare expense that ex-
ceeds 40% of a family’s cumulative postsubsistence in-
come, which is the income after accounting for spending
on food-related expenses.'? Such catastrophic expenses
are in turn associated with an elevated risk of bankruptcy
and financial ruin.'®'* The minimization of catastrophic
healthcare expenditures is accepted as a global goal for
healthcare systems to achieve, and is important given
its correlation to an inability to sustain life’s basic needs
for a family.’> However, spending on health care relative
to income is a continuum; lower thresholds still likely
pose a substantial burden on patients and their families.
Some thresholds, such as expenses exceeding 20% of
income, are identified as a high financial burden.'®'6

In subjective financial toxicity, financial information
is reported by the patients themselves, who provide
information beyond that of paid expenses. Notably,
they share their difficulty paying medical bills.""'® This
information allows for a more thorough assessment
of how financial challenges modify care and potential
care-seeking behavior. However, it is acquired by inter-
views directly with patients,'® which are only included
in select national surveys that are linked to healthcare
costs and spending. Furthermore, even a combination
of objective and subjective measures is not likely to
reflect the financial toxicity of healthcare costs in its
entirety, as many may suffer loss of wealth, savings,
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and even bankruptcy based on their disease status.
Moreover, there is financial loss from lost productiv-
ity in the form of absenteeism, lower wages based on
their disease status, depleted savings, and other mea-
sures of financial restraint.?%2"

PREVALENCE OF FINANCIAL
TOXICITY IN ATHEROSCLEROTIC
CARDIOVASCULAR DISEASE

Economic Burden of Atherosclerotic
Cardiovascular Disease: Objective
Measures

Healthcare spending on ASCVD represents a substan-
tial proportion of national healthcare spending.! The cost
burden for patients and their families has only recently
been recognized (Figure 1). Across the spectrum of car-
diovascular disease, the presence of ASCVD was asso-
ciated with an excess of $5500 dollars in annual costs,
increased resource utilization, and lost productivity.?? In
our recent study, we investigated the healthcare costs
incurred by patients with ASCVD and their family mem-
bers. The overall healthcare costs were extensive and
exceeded $20 000 annually for patients with ASCVD,
with average annual out-of-pocket spending exceeding
$2000." Overall, for families with a member with ASCVD,
nearly 16% of the household income is spent on out-
of-pocket healthcare expenditures.”> Moreover, nearly
11in 8 (14%) or 2.7 million US families with a member
with ASCVD reported financial hardship (out-of-pocket
healthcare expense exceeding 20% of postsubsistence
income) and 5% or 1 milion families reported cata-
strophic health expenditures (out-of-pocket healthcare
expense exceeding 40% of postsubsistence income).’
Overall, insurance premiums and prescription medica-
tions were the main costs for families with a member with
ASCVD (Figure 2A), representing 44% and 22% of out-
of-pocket healthcare spending among middle-income
and high-income groups, and 30% and 34% among
low-income groups, respectively. These percentages re-
mained similar within low-income families with objective
financial hardship and catastrophic health expenditures
(Figure 2B).

Economic Burden of Atherosclerotic
Cardiovascular Disease: Subjective
Measures

Compared with more objective measures such as
determination of total out-of-pocket spending rela-
tive to household income, subjective measures of
financial toxicity reported by patients with ASCVD
are substantially greater. At the national level, fami-
lies of 3.9 million nonelderly adults (<65 years of age)
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Financial Toxicity among Adults with ASCVD in the US.

Data Source

Medical Expenditure Panel Survey (MEPS)

National Health Interview Survey (NHIS)

Scope Nationally representative

Nationally representative

Time Period 2006-2015

2013-2017

Study Population

Adults > 18 years of age

Non-Elderly Adults (18 to < 65 years of age)

Financial Hardship Measure Objective

Subjective

Financial Hardship Prevalence

13.7% (~2.7 million annually) of families with at least a
member with ASCVD had Objective Financial Hardship?®

An additional 4.9% (~1 million annually) of families with a
member with ASCVD had CHE®

45.1% (~ 3.9 million annually) of families with at least a
member with ASCVD had Subjective Financial Hardship

An additional 19% (~1.6 million annually) of families with a
member with ASCVD were unable to pay their bills at all

Insurance Status

46.8% - Private / 47.4% - Public / 5.9% - Uninsured

43.6% - Private / 44.6% - Public / 11.8% Uninsured

Low-income

38.8% (8.9 million families annually)

46.0% (3.8 million families annually)

2 Out-of-pocket spending on healthcare/post-subsistence family income > 20%

b Out-of-pocket spending on healthcare/post-subsistence family income > 40%

Figure 1. Financial toxicity among adults with atherosclerotic cardiovascular disease in the United States.

A, Out-of-pocket spending on healthcare/post-subsistence family income >20%. B, Out-of-pocket spending on healthcare/
postsubsistence family income >40%. Data from studies by Khera et al'® and Valero-Elizondo et al.2 ASCVD indicates atherosclerotic
cardiovascular disease; and CHE, catastrophic healthcare expenditures.

with ASCVD—45% of families with a member with
ASCVD—reported significant difficulty paying medi-
cal bills over a 12-month period (Figure 1). Further,
1 in 5 adults with ASCVD, representing 1.6 million
nonelderly adults, was unable to pay any medical
bills.?® These high rates of subjective measures of
financial toxicity likely highlight that the objective bur-
den of healthcare spending does not capture the ex-
tent of financial challenges encountered by families
because of their healthcare costs. The excess sub-
jective financial stress may highlight instances where
essential care was deferred, but may also represent
personal perception of monetary difficulties that are
not captured in objective measures or other financial
commitments.?*

FACTORS ASSOCIATED WITH
FINANCIAL TOXICITY

Early insights into financial toxicity among patients
with ASCVD and their families suggest that although
financial toxicity is prevalent across patient groups, the
risk is more pronounced among low-income families,
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the uninsured, and the nonelderly who do not have
universal healthcare coverage afforded by Medicare
(Figure 3).14:25-30

Family Income

Low family income is a major risk factor for financial
toxicity from healthcare costs. Compared with middle-
income and high-income families, low-income families
have nearly 4-fold higher healthcare spending that ex-
ceeds 20% of their annual family income (7.0% ver-
sus 25.0%)."® Further, low-income families had nearly a
10-fold higher prevalence of experiencing catastrophic
health expenditures from out-of-pocket costs (1.1%
versus 11.1%). After accounting for differences in the
characteristics of patients and their families, low-in-
come families had 8-fold higher odds of spending 20%
or more on healthcare costs and 16-fold higher odds
of catastrophic health expenditures from healthcare
expenses.'® Total healthcare expenses were similar
for low-income families and middle-income and high-
income families, even though low-income families had
incomes that were 5-fold lower than those of middle-
income and high-income families. In parallel, focusing
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A Mean Annual OOP Expenditures Per Capita Among
Individuals with ASCVD

= Insurance Premiums

= Inpatient

—~_

= Outpatient

Medications
= Emergency
= Other

B Mean annual expenses among low -income families,
by financial burden category

H Insurance Premium ™ Inpatient = Outpatient  Medications ®Emergency ® Other

$9,000

$7,500

$6,000

$4,500

$3,000

$1,500

[
$0 —
Others

Catastrophic Health
Expenditures

Objective Financial
Hardship

Figure 2. A, Mean annual out-of-pocket expenditures.

B, Overall annual expenses among low-income families, stratified by financial burden category, by spending category among
individuals with atherosclerotic cardiovascular disease. Data from studies by Khera et al'® and Valero-Elizondo et al.?® ASCVD indicates
atherosclerotic cardiovascular disease; CHE, catastrophic healthcare expenditures; and OOP, out-of-pocket.

on subjective measures, more than half of the low-in-
come families with a member with ASCVD reported
challenges covering medical bills, with over 2-fold
higher odds of being unable to pay medical bills at all
when compared with middle-income and high-income
families (OR, 2.24; 95% Cl, 1.79-2.80).%

Uninsured and Underinsurance

The literature uniformly reports that similar to families
from lower socioeconomic strata, those lacking health
insurance more often have financial toxicity—and
worse outcomes—when compared with those with
insurance.'%2%-29 |n a national study of hospitalized pa-
tients <65 years of age without health insurance, 85%
of patients with acute myocardial infarction and 75%
with stroke were expected to suffer catastrophic health
expenses based on the costs of hospitalization and
patient income.®? In assessing subjective measures,
uninsured patients with ASCVD were at a particularly
high risk, with nearly 2-fold higher odds (OR, 1.86; 95%
Cl, 1.46-2.36) of any financial hardship from medical
bills within the last year, and over 3-fold higher odds
(OR, 3.27; 95% ClI, 2.49-4.30) of being unable to pay at
all compared with those with health insurance.?® These
findings underscore the ongoing attention needed by
policymakers to expand health insurance access for
ASCVD patients requiring continued medical care and
treatment, especially for low-income families and the
uninsured.

Although the expansion of health insurance cover-
age in recent years—particularly under the Affordable
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Care Act—has facilitated increased access to health
insurance for more US residents, for a large pro-
portion of patients, insurance coverage provides
inadequate financial protection.?®32 This state of un-
derinsurance has increased; now 1 in 4 Americans
delays medical treatment because of cost,?* despite
access to insurance. Underinsurance manifests it-
self with imperfect financial coverage in the face of
rising insurance premiums, deductibles, and coin-
surance. Notably, the vast majority of patients with
ASVCD who report problems paying bills are actu-
ally insured,'®?® suggesting inadequate protection
against out-of-pocket health expenses. Moreover,
among nonelderly insured individuals with ASCVD,
1 in 3 from low-income families faced catastrophic
health expenditures from out-of-pocket health-re-
lated expenses if they were covered with self-pur-
chased private insurance, compared with 1 in 5 of
those with public insurance.'®3! Such non-employ-
ment-based private insurance had 1.5-fold higher
spending on insurance premiums compared with
employment-based/group-based private insurance,
and was 10-fold higher compared with public insur-
ance.'® Insurance premiums represent a substantial
proportion of out-of-pocket healthcare spending
among those insured by these policies, despite oth-
erwise similar healthcare spending. Under current
insurance programs, patients are more likely to bear
out-of-pocket costs for services that are usually
subsidized by employers and have high insurance
premiums, as well as high deductible expenses and
coinsurance payments for most healthcare services.
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Low-1ncome

» Compared to middle/high-income:
« 8x odds of objective financial hardship
* 16x odds of CHE from OOP costs
* 1.3x odds for subjective financial hardship
* 2.2x odds of being unable to pay medical bills
* 1.6x odds of cost-related nonadherence

Underinsurance

* Over 70% insured reported subjective financial toxicity

* 1 in 5 insured <65 years reported cost-related
medication non-adherence

* 1 in 3 low-income insured families with an ASCVD
member reported spending >20% of annual income on
healthcare

Factors Associated with Financial Toxicity Among Individuals with ASCVD

Lack of insurance

» Compared to insured:
* 1.9x odds for subjective financial hardship
* 3.3x odds of being unable to pay at all
* 4.2x odds of cost-related nonadherence

Non-Elderly

» Compared with the elderly (=65 years)

¢ 1.3x odds of CHE from OOP cost

* 4.0x odds of cost-related non-adherence

« Patients of ages 18-44 years at higher odds of toxicity
relative to those aged 45-64 years

Figure 3. Factors associated with financial toxicity among individuals with atherosclerotic cardiovascular disease.
Data from studies by Khera et al,'® Valero-Elizondo et al,?® and Khera et al.3' ASCVD indicates atherosclerotic cardiovascular disease;
CHE, catastrophic healthcare expenditures; CRN, cost-related medication nonadherence; and OOP, out-of-pocket.

Nonelderly Patients

Nonelderly adults, representing adults below the age-
based insurance protections offered by Medicare,
have higher rates of financial toxicity. This group is
particularly vulnerable because of the lack of universal
healthcare coverage, healthcare issues caused by un-
expected events, and ongoing work commitments, as
well as financial responsibilities for dependents. They
also have smaller financial reserves to allow them to
offset unexpected healthcare expenditures.?0:2535-87
Early evidence suggests that despite a higher comor-
bidity burden and medical-risk profile, as well as lim-
ited active employment, the elderly are still less likely
to be challenged by health care. Compared with the
nonelderly, elderly patients with ASCVD from low-in-
come families had lower odds of catastrophic health
expenditures from out-of-pocket costs (OR, 0.74; 95%
Cl, 0.58-0.93)." Younger patients, in general, reported
higher rates of subjective hardship from medical
bills overall.?33738 Surveys of Medicare beneficiar-
ies consistently show that they are less likely to have
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cost-related health issues (including problems paying
medical bills and high out-of-pocket costs), and are
more satisfied with their insurance coverage.®® Similar
trends were found among patients with diabetes mel-
litus, where nonelderly patients were 2-fold more likely
to be unable to afford medical bills relative to the el-
derly (41.1% versus 20.7%, respectively).*® Although
there is a lower prevalence of ASCVD in patients under
40 years of age, younger adults (18-39 years of age)
consistently have higher financial toxicity relative to
middle-aged adults (40-64 years of age),?%:23:31.87.40
highlighting some of the challenges of younger adults
with limited insurance and scarce financial reserves to
cover unexpected healthcare costs.

CONSEQUENCES OF FINANCIAL
TOXICITY

A series of health outcomes and patient behaviors is
closely related to the occurrence of financial toxicity.
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These outcomes span medical and social domains,
including suboptimal medical care and the ability to
afford basic necessities, like food or housing,"* es-
pecially among those with chronic conditions such
as cardiovascular disease and cancer.*’ The inter-
related, but distinct, effects of financial toxicity from
healthcare costs include (1) direct patient distress,
and (2) indirect challenges of healthcare costs, ei-
ther medical or social. Distress spans financial and
psychological domains and reflects in health-related
quality of life. Some examples of financial challenges
include cost-related medication nonadherence, de-
laying or foregoing medical care, and insecurity about
food (Figure 4).

Financial Distress and Quality of Life

Financial toxicity is associated with increased worry,
anxiety, and even depression. Individuals who re-
ported an inability to pay medical bills had more than
3-fold higher odds (OR, 3.60; 95% ClI, 2.68-4.82) of
subjective distress from healthcare finances.?® These
health-related stressors can often damage other as-
pects of a patient’s life, such as self-perception of
health, mental health, and health-related quality of
life. Overall, psychological distress has been linked
to mental health problems, including depression and
anxiety,*? as well as higher expenditures and utiliza-
tion when compared with those individuals without
psychological distress.*3%% Individuals with  ASCVD
experiencing catastrophic health expenditures had

Financial Toxicity in ASCVD in the US

worse self-perceived poor health status (OR, 1.86;
95% ClI, 1.65-2.10), psychological distress (OR, 1.73;
95% Cl, 1.43-2.10), and even clinical depression (OR,
1.55; 95% Cl, 1.35-1.79).4% In a nationally representa-
tive sample of US adults >40 years of age with ASCVD,
reported financial toxicity was associated with higher
odds of poor mental (OR, 1.26; 95% ClI, 1.08-1.48) and
poor physical (OR, 1.44; 95% CI, 1.26-1.85) health-
related quality of life.*® Other understudied direct con-
sequences of financial toxicity, which include loss of
work/income, depletion of assets, medical debt, and
bankruptcy, are poorly understood.*” Whether financial
catastrophe is associated with reduced life expectancy
and premature mortality among patients with ASCVD
has not yet been studied.*®

Cost-Related Medication Nonadherence

One of the most prominent consequences of health-
related costs is cost-related medication nonadher-
ence. This includes taking less medication, skipping
doses, and/or delaying filling a prescription because
of cost. These have been well-documented across
a spectrum of healthcare conditions,*®%° includ-
ing ASCVD,®' as well as diabetes mellitus®+®? and
cancer.53 In a report of hospitalized individuals with
acute coronary syndrome or decompensated heart
failure, Osborn et al found that individuals with sub-
jective financial toxicity were significantly less likely
to adhere to their medications and had worse self-
rated health.®* Recently, we found that nationally

Financial Toxicity

*  Loss of Income

!

*  Debt
*  Bankruptcy

1 Healthcare

\d
- expenditures/costs
Objective | ______ Subjective
1 Ratio of OOP Financial Hardship Financial Hardship Difficulty Paying
expenditures / income I I Medical Bills

’ Consequences of Financial Toxicity ‘

1. High Financial Burden (= 20%)
2. C hic Healtt Expendi

1. Difficulty Paying Medical Bills
2. Inability to Pay Bills At All

(=40%)

v

Overall Distress ’ Coping Behaviors ‘
|
v v v v v v
Financial Psychological Healthcare-related Cost-related Delayed/Foregone Food
distress distress Quality of Life medication Care Insecurity

non-adherence

Figure 4. Schematic overview of financial toxicity in atherosclerotic cardiovascular disease.

OORP indicates out-of-pocket.
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almost 13% of adults with ASCVD in the United
States (2.2 million annually) reported cost-related
nonadherence, particularly among patients under
65 years of age, where 1 in 4 reported cost-related
nonadherence to medications.®' Furthermore, these
patients had nearly 9-fold higher odds of resorting
to alternative therapies (OR, 8.9; 95% Cl, 6.6-12.1).%!
Other groups of patients, including those lacking ad-
equate health insurance and those from low-income
families, were also susceptible to medication nonad-
herence based on cost.

Delaying or Foregoing Medical Care
Another potential consequence of financial toxicity
from healthcare costs is delaying and/or foregoing
care because of cost. Although insurance is designed
to be protective, among nonelderly individuals, those
reporting difficulty paying their medical bills delay or
forego care based on cost at a rate of 2 to 3 times that
of those who have no difficulty paying medical bills, re-
gardless of insurance status.®63 This was recently re-
demonstrated in patients with cardiovascular disease,
where subjectively measured, rather than objectively
measured, financial toxicity was associated with care
delayed or avoided because of cost.™

Food Insecurity

Financial burden from healthcare costs also affects
social well-being. Food insecurity—not being able to
afford food or have enough to eat—is likely a late-
onset consequence of financial toxicity, and often
involves entire families. Food insecurity has been as-
sociated with a higher 10-year risk for cardiovascular
disease,®® inversely associated with traditional car-
diovascular risk factors and achieving ideal cardio-
vascular health,%5:%¢ and correlated with overall worse
self-reported health.*! In the context of financial tox-
icity, we previously reported that individuals with
ASCVD that were unable to pay their medical bills
at all had nearly 3-fold higher odds (OR, 2.89; 95%
Cl, 2.1-3.9) of suffering from food insecurity, when
compared with those without any difficulty paying
medical bills.?®> Other aspects of social insecurity
caused by medical costs are housing instability and
homelessness, which have not been evaluated in any
dedicated studies.

FUTURE DIRECTIONS

Our understanding of financial toxicity and the policy,
socioeconomic, and sociocultural drivers, specifically
related to ASCVD patients and their families, remains
poor. Multilevel interventions are necessary to better
isolate the nature of toxicity from healthcare costs,
along with standardization of their measurement,
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while prospectively evaluating potential solutions. For
example, there are gaps in our knowledge of whether
cardiologists or physicians caring for patients with
ASCVD address the issue of cost in their medical de-
cision-making or in conversations with their patients.
Professional societies such as the American College
of Cardiology and the American Heart Association do
not offer guidance on these challenges, and clinical
practice guidelines do not incorporate cost consider-
ations into a clinical care framework and patient-cen-
tered decision-making.®” An example from another
clinical specialty further highlights the challenges.
One in 3 oncologists reports feeling uncomfortable
or unable (or unprepared) to discuss costs with their
patients.®® This is despite over 2 decades of recog-
nition of financial toxicity in oncology practices and
the recognition of cost as an important component
of patient care.®”9 This further emphasizes the need
for more training and education of our healthcare
providers.

Patients’ perceptions of cost discussions are also
unclear, especially whether they would be a welcome
relief or perceived as a barrier to high quality care.
Discussions about costs can be embarrassing for
patients,®® who could feel subjected to social bias or
stigma.®’ Hanmer and colleagues reported that a single
question about difficulty paying monthly bills is more
informative about health utility and costs than more
complex questions exploring assets and income.®?
Bodenmann et al similarly found that a question on
problems paying bills may help identify patients at risk
of foregoing future care.?" A systematic approach that
incorporates costs of care assessments and consid-
erations about financial toxicity in the clinical workflow
aids in the identification of all who are vulneralblg83-65
Implementing this in clinical practice questionnaires or
intake forms may be a practical first step. A more de-
tailed evaluation may be targeted to those screened
with this question of subjective financial toxicity from
health care.®® Moreover, studies, which have system-
atically evaluated costs and have monitored patient’s
perceptions, have found a positive influence on the
patient—provider relationship,®”~"2 in contrast to theo-
retical considerations regarding the negative effects of
rapport.”®

A strategy has been implemented in oncology prac-
tices whereby the financial considerations of care are
managed by the patient in consultation with a patient
navigator distinct from the care team.”*"” This model
allows patients to address financial challenges with care
with a member of the care team distinct from those
team members making treatment decisions. Such
a navigator can play a role in creating a framework of
care with the healthcare team that minimizes the risk
of financial toxicity from healthcare choices, especially
where efficacious but lower cost alternatives exist, and
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for helping patients navigate these care decisions that
align with their health as well as financial goals.”®

At a broader healthcare system level, the solution to
financial toxicity likely would require policy reform, as
the major goal would be to limit out-of-pocket expen-
ditures, which should be scaled to the income of each
patient.?® Notably, since the passage of the Affordable
Care Act, out-of-pocket health expenditures have im-
proved.”® However, given the substantial burden of ex-
penses from maintaining insurance coverage, further
interventions would need to be directed at improving
the quality of insurance coverage. Although the major-
ity of Americans are dealing with the realities of stag-
nant wage growth and limited savings/assets to cover
these unexpected expenses,”®& the current trends
toward greater cost-sharing by payers in the form of
higher deductibles and coinsurance will likely further
exacerbate financial toxicity, especially for low-income
patients with ASCVD and their families.

Overall, a focus on costs may have positive impli-
cations for the health of our patients. Patients would
likely benefit from discussions about unmet needs
and financial matters in their clinical encounters,®' as
it may ensure wider compliance with evidence-based
medical therapies. Berkowitz et al demonstrated that
focusing on patients’ basic needs together with re-
ferral to a social program to help those who needed
it, improved blood pressure and cholesterol levels
among adults attending primary care clinics in Boston,
Massachussets.#? Similarly, the prevention of shock
through early engagements in healthcare-related fi-
nancial considerations may avert morbidity and mor-
tality from financially devastating events.*® Further, a
focus on prevention that only targets ASCVD and its
risk factors will be ineffective as a population strategy
unless it is paired with a focus on the prevention of
financial toxicity from healthcare needs for this chronic
condition, particularly among socioeconomically dis-
advantaged groups.®' These issues are of particular
relevance today as strategies focusing on the man-
agement of cardiovascular risk factors will continue
to widen the financial and health divide between the
vulnerable and the privileged, as the physical and men-
tal health of the vulnerable is inextricably tied to their
financial health.46:83

In summary, financial toxicity among individuals
with ASCVD and their families is an underrecognized,
but highly prevalent condition, affecting millions of pa-
tients and their families. Despite improved health insur-
ance coverage, patients continue to be inadequately
protected from financial risk posed by healthcare
costs. A substantial number of our patients are vulner-
able. Multifaceted interventions are needed across the
healthcare service spectrum with the goal to recog-
nize these challenges early and pursue patient-specific
interventions that may help to alleviate this burden.
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Finally, health policy reform that ensures the protection
of patients from healthcare costs is essential to ensure
an equitable healthy future.
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