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Abstract

Background Heart failure (HF) is an important health problem and guidelines recommend multidisciplinary
management. The pharmacist is an important member of the multidisciplinary heart failure team, both in the hospital
and community setting. This study aims to explore the perceptions of community pharmacists on their role in HF care.

Methods We conducted a qualitative study based on face-to-face semi-structured interviews with 13 Belgian
community pharmacists between September 2020 and December 2020. We used the Qualitative Analysis Guide of
Leuven (QUAGOL) method as guidance for data analysis until data saturation was reached. We structured interview
content into a thematic matrix.

Results We identified two major themes: heart failure management and multidisciplinary management. Pharmacists
feel responsible for the pharmacological and non-pharmacological management of heart failure, citing easy access
and pharmacological expertise as important assets. Diagnostic uncertainty, lack of knowledge and time, disease
complexity and difficulties in communication with patients and informal care providers are barriers to optimal
management. General practitioners are the most important partners in multidisciplinary community heart failure
management, although pharmacists perceive a lack of appreciation and cooperation and deplore communication
difficulties. They feel intrinsically motivated to provide extended pharmaceutical care in HF but cite the lack of
financial viability and information sharing structures as important barriers.

Conclusion The importance of pharmacist involvement in multidisciplinary heart failure teams is undisputed by
Belgian pharmacists, who cite easy access and pharmacological expertise as important assets. They point out several
barriers impeding evidence-based pharmacist care for outpatients with heart failure: diagnostic uncertainty and
disease complexity, lack of multidisciplinary information technology and insufficient resources. We recommend that
future policy should focus on improved medical data exchanges between primary and secondary care electronic
health records as well as the reinforcement of interprofessional relationships between locally affiliated pharmacists
and general practitioners.
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Introduction

Heart failure (HF) is an important and global health con-
cern due to the rising prevalence and an increase in risk
factors and comorbidities in an ageing patient popula-
tion [1]. Consequently, multidisciplinary care programs,
which focus on the management of multimorbidity and
chronicity, are at the core of recent research efforts [2].
Such programs are recommended with the highest
degree of evidence (class IA in the most recent guideline
of the European Society of Cardiology) [3]. An impor-
tant member of the multidisciplinary heart failure team
is the pharmacist, both in the hospital and in the ambu-
latory setting. Inclusion of a pharmacist has been shown
to reduce risk in HF and all-cause hospitalizations and is
recommended by the American College of Cardiology
[4—6]. The pharmacist’s role in the care of patients with
HF could include medication reconciliation and educa-
tion; medication initiation; dosage titration, adjustment,
and monitoring; participation in disease management
pathways and follow-up after hospital discharge [7]. The
implementation of these aspects of care is regionally
varied, the provision of pharmaceutical care in commu-
nity pharmacy is still limited within Europe and has an
emphasis on routine general activities such as patient
screening [8].

Several reviews and meta-analyses have indicated
that incorporation of pharmacists’ care results in better
medication adherence, disease knowledge and improve-
ment of some measures of quality of life in outpatients
with HF [6, 9-12]. However, the success of implement-
ing community pharmacist care for HF patients in out-
patient settings is largely dependent on how these health
care providers perceive their own role in the multidisci-
plinary care framework. For example, a pharmacist might
not wish to engage in multidisciplinary care due to fear of
care fragmentation [13]. Other determinants for success-
ful uptake of pharmacist care in this domain are adequate
training, sufficient staffing, supportive national legisla-
tion, and local/regional partnerships with other health
care providers [14]. In the national setting of our study,
Belgium, for example, there have been several initiatives
in the last decade to strengthen the role of community
pharmacists, in part to allow the provision of care closer
to each citizen. First, there is special remuneration for
pharmaceutical services for patients with asthma (i.e.,
pharmaceutical consultations) and for the appointment
of a ‘home pharmacist’ (since October 2017). A major
task of home pharmacists is to regularly update and doc-
ument the patient’s medication regimen, while rendering
it accessible to other care providers [15]. The home phar-
macist’s remuneration is contingent on a signed informed
consent form by the patient. Secondly, multidisciplinary
cooperation between doctors and pharmacists is also
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encouraged through the reimbursement of medico-phar-
maceutical consultations (i.e., MFOs).

There has been a wealth of qualitative design studies
on the views of both physicians and pharmacists on the
role of community pharmacists in delivering clinical ser-
vices [16—19], noting the need for incentives and better
communication to improve multidisciplinary care as well
as complex stakeholder relationships. However, no such
research has been conducted on the way community
pharmacists perceive their role in routine HF care. This
study aims to explore these perceptions.

Methods

Design

We used an exploratory qualitative design to study
pharmacists’ perceptions. We took a phenomenological
approach [20] and conducted face-to-face semi-struc-
tured interviews. The consolidated criteria for report-
ing qualitative research (COREQ) checklist was used to
report our findings [21].

Participants and recruitment

Fifteen community pharmacists were asked to partici-
pate. We aimed to balance gender, setting (urban, rural),
and years of experience (purposive sampling). With
regards to purposive sampling, it is important to note
that almost 80% of all community pharmacists in Flan-
ders are female [22] and that of the 22 boroughs consti-
tuting Leuven, only one has a rural character [23]. One
researcher (MVP) had pre-existing access to data on
gender and years of experience on practicing community
pharmacists in the Leuven municipality through her role
as coordinator of an integrated chronic care program in
this region [24]. This data helped in selecting pharmacists
following our sampling frame and extending invitations
to take part in this study. We initiated contact by phone
and email. One month after the initial contact, we sent a
reminder via email. In the absence of a response, we con-
tacted pharmacists in person to ask for voluntary partici-
pation in the study. No remuneration was provided.

Setting

The study was conducted in the municipality of Leu-
ven, Belgium, an urbanized region of approximately 100
000 inhabitants with a federally supported integrated
care pilot program called “Zorgzaam Leuven” [24]. This
program implements vicinity networks of health care
professionals and mixed financing models to improve
chronic care. The program also embedded a complex
disease management intervention for HF [25]. Belgium
has a dense network of community pharmacists (1 per
2253 persons in 2019), staffed by at least one pharma-
cist. Pharmacists perform or supervise a multitude of
pharmaceutical acts, including advice on the correct use
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of medication, and providing the necessary information
in relation to health promotion and disease prevention.
Pharmacists also refer to other health care providers
upon indication [15].

Data collection

Our methods for data collection and analysis were simi-
lar to those described in Raat et al. [26]. Two of the
authors (PT and JG) conducted face-to-face semi-struc-
tured interviews between September 2020 and December
2020. One of the authors functioned as interviewer, the
other as observer taking notes. We chose this approach
to maximize the familiarity of researchers with each
interview and context. Both researchers were female and
were completing their final year of pharmacy training at
the time of the interviews. They were not familiar with
the interviewees within a professional context, although
interviewees were aware that they were pharmacy stu-
dents. MS trained both authors in conducting interviews.
The interviews took place in the participating pharma-
cists’ pharmacies. We used a topic list that was based on
the literature [2, 9, 26, 27] and discussions between the
authors to structure the interviews (supplemental files:
Topic list). Five authors were involved in the develop-
ment of the topic list (WR, MS, MVP, PT, JG). Two had
experience in the development of a topic list for inter-
view studies (WR, MS) and a third (MS) was involved
in the coordination of the local integrated care program.
The interview with the very first participant (lasting
approx. 45 min) was used to pilot and refine the topic list
further. The data from this interview were also included
in the analysis. All interviews were conducted in Dutch,
the native language of the interviewers and pharmacists,
and all audio was recorded. The analysis was conducted
using the original transcripts in Dutch and a profes-
sional language editor without knowledge of the topic
translated the selected illustrative quotes from the inter-
views for publication. We conducted interviews until
we reached data saturation. We defined data saturation
as the moment upon which two previous interviews no
longer contributed any new elements and when a cer-
tain category had been exhaustively described in all its
dimensions and variations [28].

Data analysis

All interviews were transcribed verbatim, including both
verbal and non-verbal signs (conversation analysis) [29].
We adhered to the principles of the Qualitative Analysis
Guide of Leuven (QUAGOL) as guidance in data analysis
[30]. The procedure consisted of two steps: (1) a prepa-
ratory phase using word processing software and (2) the
actual coding process, facilitated by NVIVO 12 software
(QSR International, Melbourne Australia).
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The aim of the preparatory phase was to become as
familiar as possible with the interview data in order to
compile a list of concepts as starting point for the coding
in NVIVO 12. First, two authors (PT and JG) captured
the context and essence of each interview separately
based on the interview transcript and unedited notes
and then discussed this together. Afterwards, a concep-
tual scheme was drafted for each interview. The usability
of this scheme was monitored by repeated comparisons
with the interviews. Finally, the research team (WR, PT,
JG, MS) analyzed and compared the conceptual schemes
of the various interviews to compile a list of concepts.

Two authors (PT and JG) performed the coding pro-
cess using NVIVO 12 software. First, they coded the data
by linking each fragment of text to one of the concepts
in the list. Consequently, PT and JG generated an initial
coding tree in the program. The relevance and usefulness
of the codes and concepts were evaluated by the research
team (WR, PT, JG, MS) and adjusted when necessary. In
the final step, three researchers (PT, JG and MS) sepa-
rately extracted the essential storyline from the data.
After reaching consensus, the findings were discussed
within the entire research team.

We used investigator triangulation in a group of diverse
researchers across all stages of the analytical process to
increase the reliability of our results.

Reflexivity

The research team consisted of three GPs (WR, MS, BV),
two pharmacists in training (PT, JG), a community phar-
macist (MVdP), a hospital pharmacist (LVdL), and a car-
diologist (SJ). The impetus for this research came from
the observation in two researchers’ PhD projects (WR,
MS) [25, 31, 32] that community pharmacists were rarely
involved in multidisciplinary disease management. Since
both researchers are GPs, we wanted to include phar-
macists in the research since they might have a different
viewpoint and counteract ours. We therefore engaged
two researchers in the final year of pharmacy training
to conduct the interviews as part of their formal educa-
tion master thesis. In addition, we recruited a community
pharmacist, a hospital pharmacist, and a cardiologist to
offer written feedback on the manuscript. WR, MS, BV,
MVP, LVL and S] have all been involved in several proj-
ects investigating multidisciplinary HF care and inte-
grated chronic care more generally, both in hospital
and community settings. They have a shared passion for
multidisciplinary HF care. Extensive oral and written
discussion throughout the project between the involved
researchers led them to reflect on their own clinical prac-
tice as well as to a consensus on the structure and con-
tents of the discussion. Although most of the research
team holds research positions, WR, MS, BV, LVL and SJ
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Table 1 Characteristics of participating pharmacists

Pharmacist Sex Years of Pharmacy size  Setting
experience (active full-time
equivalents)
1 Female 30 1 Urban
2 Female 15 2 Urban
3 Female 23 15 Urban
4 Female 15 1.8 Urban
5 Female 8 1 Urban
6 Female 33 2 Urban
7 Female 17 2 Urban
8 Female 21 2 Urban
9 Female 2 3 Urban
10 Male 14 2 Rural
11 Female 19 3 Urban
12 Female 26 5 Urban
13 Female 12 7 Urban,
located
next to
hospital

are primarily engaged in patient care, and we think this
increased the validity of our interpretations.

Ethical considerations

We obtained approval from the ethical committee of the
University Hospital Leuven (MP015495) on August 28th,
2020. All pharmacists received an information letter and
gave written informed consent.

Results

Thirteen community pharmacists participated in the
study. Their characteristics are listed in Table 1. Data
saturation was reached after the thirteenth interview.
There was a variety in years of experience and practice
sizes. However, participants were predominantly female
(n=12) and active in an urban setting (n=12). The aver-
age interview length was 50 min.

We structured interview content into a thematic matrix
(Table 2). We identified two major themes and three
minor themes that pertained to each major theme. The
first major theme was the management of heart failure
by the pharmacist. This first theme refers to all facets of
heart failure management the pharmacist dealt with in

Table 2 Thematic matrix
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his or her pharmacy, without necessarily involving other
health care practitioners. Our second major theme was
multidisciplinary heart failure management. This second
theme refers to all facets of heart failure management
that pertained to the cooperation with other health care
professionals. Within these major themes, we identified
three minor themes. The first one was pharmacists’ ‘cur-
rent role, meaning how they deal with the management
of heart failure currently. The second one was ‘barriers
to care provision, meaning barriers to the provision of
care by the pharmacist to the patient. The third one was
‘future perspectives, meaning how pharmacists perceive
their future role in HF management.

Theme 1 - Pharmacist heart failure management

Role of the pharmacist

Participants expressed an important role in the phar-
macological management of heart failure. This entailed
drafting medication schedules, logging medication
records and interactions, as well as informing patients of
medication importance and possible side effects.

“We look at what medications they should take,
what dose and we prepare a schedule for them. If
they return from the physician, we check if and what
has changed. In fact, we are confidants and very
accessible. Sometimes it is easier for them to tell us
things than to a physician or other care providers.
(Pharmacist 6)

Most participants also articulated a responsibility in the
non-pharmacological management of heart failure. This
meant detecting signs and symptoms of heart failure
worsening as well as providing lifestyle advice (i.e., salt
restriction).

“If you say, look, I am going to give you some tips
that can help, then usually it is possible to address
such things with the patient” (Pharmacist 8)

Participating pharmacists considered themselves as
very accessible to patients, thus lowering the barrier
to care in the HF care pathway and improving detec-
tion of symptoms that would signal decompensation

Theme

Pharmacist heart failure management

Multidisciplinary heart failure management

Current role Pharmacological management
Non-pharmacological management

Low-threshold access
Barriers to care provision Diagnostic uncertainty

Lack of knowledge and time

Communication with patients and informal care providers

Disease complexity

Increased role for the home pharmacist
Increased time

Future perspectives

GP as the most important partner
Modes of communication

Lack of appreciation
Communication difficulties
Lack of cooperation

Information sharing
Information platforms
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or medication issues. “We see the patient much more
often. You frequently hear from the patient: ‘Yes, I
did not dare to ask the GB because he is looking at
his watch and there is a new patient every ten min-
utes. But here they abide!” (Pharmacist 4)

Batrriers to care provision

A major pharmacist-related barrier to care was uncer-
tainty regarding the diagnosis of heart failure. One
respondent noted that many patients find this to be a
frightening term. Most respondents had difficulty assess-
ing possible heart failure based purely on medication
combinations and noted that this was exacerbated by
problems in communication and information sharing
with the GP, which were recurring themes as well.

“What I do find difficult about heart failure is, some-
times we don’t know who has heart failure. Because
I find it hard to ask: ‘Do you have heart failure?’ You
can have some suspicion based on the medication,
but if they are not open about it, I find it difficult
to talk about. I am also unsure whether physicians
always tell their patients whether they have heart
failure or not. I sometimes don’t know whether the
patient is cognizant of the term, so they are able to
correspond about it. Also, because we are not offered
access to physicians’ medical records, so we must
notice it ourselves as care providers” (Pharmacist 9)

Many respondents noted difficulties in the manage-
ment of heart failure because of a lack of disease-specific
knowledge.

“Heart failure, yes, it is not so easy. First you need to
acquire and sustain proper learning. I think that this
is lacking among pharmacists of my age and older.
When I see how you (interviewers) are trained now,
we never had that” (Pharmacist 12)

Respondents noted several important patient-related
barriers to providing heart failure care. Patients were
sometimes very reluctant to share health information.
Pharmacists encountered difficulties when navigating
between those patients who treated them as mere com-
mercial drug dispensers and those who saw them as
responsible for their entire medication plan.

“Patients are sometimes so closed and reserved that
care is very difficult. You perform a full medication
review and the result is a complete shutdown of the
patient” (Pharmacist 3)
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Since many heart failure patients suffer from reduced
mobility, their medication is often picked up from the
pharmacy by informal care providers. This led to frustra-
tions due to the inability to communicate directly with
the patient.

“Say you whisper something in someone’s ear, and
they have to convey this information... By the time
you reach the final person half the information will
be lost or false. We can try, but it remains difficult”
(Pharmacist 13)

Another important barrier was the complexity of heart
failure medication schedules and the efforts needed to
keep them up to date.

“Two years ago, my intern made a master thesis on
keeping medication schedules up to date. But that is
a difficult one in practice. There should be a pop-up,
s0 you cannot advance before updating the schedule
in case of new medications” (Pharmacist 4)

Equally important for optimal provision of care was the
perceived lack of time.

“The biggest influencing factor is how many patients
are waiting in the pharmacy. We should be receiving
more time or space for this, but in everyday practice
this is not always feasible” (Pharmacist 7)

The registration of pharmaceutical consultations was
administratively cumbersome.

“I'm having a hard time with the fact that we must
publicize this officially. You must get it signed; you
must book an appointment. People do not always
want this. Asking: ‘Do you want to sign here? Then I
am going to give you the education’ It does not make
sense!” (Pharmacist 7)

Future perspectives

Most pharmacists stressed the importance of increasing
investment (time and funding) in their role as a home
pharmacist. Since current funding is almost exclusively
based on sale volumes, there is a clear financial conflict
when pharmacists invest time to provide chronic care
consultations. Of course, this means an uneasy equilib-
rium between the role of health care professional and
commercial agent, and in this light the previous com-
ments regarding patients’ reluctance to share health
information are perhaps not as surprising. Pharmacists
want to engage in chronic care services but are disincen-
tivized to do so.
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“In the ideal world you reserve half a day each week
to do a consultation every half hour on appoint-
ment. You must have time and knowledgeable per-
sonnel. Also, space, a tablet computer, a brochure...
I think this can also be performed by a specialized
staff member” (Pharmacist 12)

“I think this should be reimbursed. Because we per-
form many services without reimbursement. We
must sell a box and then we receive our money. If
we want to perform this role, it must be adequately
reimbursed, otherwise the business model is unsus-
tainable” (Pharmacist 13)

This also entails the need for materials that facilitate tai-
lored delivery of care.

“In the manual it literally says: look here you have
this or that. Come on, it is made for toddlers! I find it
hard to say to the patient: ‘Now I'm going to explain
what is going on with you! We need a booklet on
which we as pharmacists can base ourselves to con-
duct such a consultation, not a guidebook you have
to place between yourself and the patient” (Pharma-
cist 2)

Theme 2 - Multidisciplinary heart failure management
Role of the pharmacist

Respondents noted that the most important partner in
the multidisciplinary management of heart failure was
the GP. Consequently, this was the most important part-
ner for multidisciplinary communication, which con-
sisted of requests in case of problems or questions. This
understandably led to a feeling of unidirectional commu-
nication rather than collaboration.

“I find this very important, and I hope this will hap-
pen more and more often in the future. What I expe-
rience here in the pharmacy, and for which I joined
Zorgzaam Leuven, is that the physicians of whom I
see the most patients, are not open to this. Or rather,
they are open to it but unwilling to make time for it”
(Pharmacist 7)

Many pharmacists stressed the importance for GPs to
acknowledge their expertise in the patients’ interest. As
mentioned in the previous theme, not only is there no
financial incentive to provide HF care, but there is also no
multidisciplinary agreement or understanding to engage
community pharmacists in a HF pathway.

“But physicians also have to stimulate their patients
to visit the community pharmacy and ask for infor-
mation. Patients confide more in their physician
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than in a pharmacist. If that physician provides
more information to the patient, they will be more
open to the idea” (Pharmacist 10)

“I think that physicians still not grasp what phar-
macists could be doing. That's why these projects
are useful, but everyone still remains on their own
islands while they would be better off cooperating”
(Pharmacist 11)

Contact with community nurses or other health care pro-
viders was limited, exacerbating the feeling of exclusion
from a multidisciplinary team.

“(On non-physician care providers) We don’t com-
municate with them at all” (Pharmacist 2)

“There should be a way for us to know which nurses
are coming there. Often, they are rotating nurses. We
could ask the physician but bothering them for such
a thing..” (Pharmacist 10)

“I'm in contact with a few home nurses, well, actu-
ally for one or two patients mostly. They call occa-
sionally. Er, as for the rest, less really. They are not
always very reachable” (Pharmacist 5)

Pharmacists used different modes of communication to
contact GPs or other health care providers. Most pre-
ferred contact by telephone. Privacy-secured instant
messaging apps, while deemed sufficient to receive pre-
scriptions, were not considered to be useful in daily com-
munication and even less so in a team environment.

“It is not easy communicating extensively with a
doctor. That is why I prefer Siilo.(a secure instant
messaging app, red.) You can answer when you find
the time and, more extensively as well” (Pharmacist
10)

“I find the app very easy. You don’t have to call or
disturb the doctor when it is not urgent. It is secured,
conforms to privacy laws and the physicians can
respond when they have time” (Pharmacist 1)

“I receive messages on my personal smartphone
device, my team does not have access when I'm off
work.” (Pharmacist 3)

Most pharmacists questioned the use of the medico-
pharmaceutical consultation (MFO) due to lack of
follow-up.

“I connected well with several nurses on a night like
that, but then it stops. Currently, this is very diffi-
cult, but I hope this will change” (Pharmacist 7)

“I find it difficult because the message you are giving
them, is this transmitted or not?” (Pharmacist 1)
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Batrriers to care provision

Many pharmacists felt a lack of appreciation for their role
as health care providers. This perceived lack of appre-
ciation stems from several of the previously identified
themes.Specifically, the lack of reimbursement or struc-
tural support to provide HF care and the lack of means to
communicate with other health care disciplines or access
to relevant health information.

“I have the sense you are not being appreciated for
the work you are doing” (Pharmacist 6)

“l think our role in primary care is of supreme
importance, but it is undervalued” (Pharmacist 3)
“It’s been two years that we're addressing that there
should be an extra place for the home pharmacist in
nurses’ patient diary, just as there is one for a phy-
sician. So they know directly what'’s up and so you
don’t have to repeat everything ten times.” (Pharma-
cist 8)

The most important barriers to adequate multidisci-
plinary management of heart failure were the difficulties
in contacting treating physicians and the lack of adequate
communication instruments to share health information
or medication schedules.

Many pharmacists commented on the difficulty reach-
ing physicians (during in-office hours), as well as a hesi-
tancy to call out of fear of disturbing a consultation.

“I think a physician could be a bit more approach-
able. Now you just have a telephone number, and
you know for sure that when you are calling them
that they are in consultation and that you are
bothering them tremendously. Whereas it is not an
urgent question, but there is no other way to pose it...
That is totally different compared with pharmacists.
They often have a phone number, e-mail address,
even a personal phone number with WhatsApp.
Many more possibilities. It is annoying the lengths
which one must go to in order to contact a physician”
(Pharmacist 13)

This problem was less pronounced in group practices
and some respondents noted an improvement in younger
practices.

“Reaching the physician, it’s not always possible.
But these days they return a call. They would never
have done that in the past. Sometimes they pass you
their personal phone number. I feel I can’t complain
because it has improved a lot lately. I do feel that
Physicians are trying their best for that” (Pharmacist
8)
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Although pharmacists felt themselves to be crucial in the
transition of care after discharge, communication with
physicians in the hospital or GP on-call service was per-
ceived to be almost impossible.

“Communication with the hospital is even more
important, but they are unreachable. Even the GP
out-of-hour medical post is unreachable to us.
Meaning, we can’t call directly to the physicians sit-
ting there. You reach the front desk where all call-
ers end up and then you have to explain in which
capacity and why you are calling” (Pharmacist 2)

Pharmacists commented on the dismal performance of
the current eHealth infrastructure (Vitalink) to share
and update medication schedules between health care
providers.

“Something that is only half functioning actually
makes things harder, because if you can’t trust the
system, it is useless” (Pharmacist 3)

This frustration extended to the lack of communication
regarding heart failure diagnoses and relevant health
information.

“Yes, in principle it is the GP who should communi-
cate this to us, but I get... Hm, at the moment there
just isn’t a channel, other than via the patient, where
it is easy to do so, I think” (Pharmacist 5)

“I think we can do more if we are allowed to know
more... For example, being allowed to know what is
going on... If you don’t know what is happening it is
hard to do anything about it” (Pharmacist 3)

Future perspectives

Information sharing

Most pharmacists were adamant on the potential of
increased access to relevant medical information to
improve health care outcomes. Particularly in the transi-
tional care setting where patients were often discharged
with altered chronic medication schedules.

“Often patients with heart failure are admitted to
the hospital, or if the GP can intervene early it is not
necessary, but often it is. If they would just make an
informational package for the pharmacist... That
would be a good first step for us to get more involved”
(Pharmacist 9)

“I still miss that we know very little about it (hospi-

tal admissions)” (Pharmacist 7)
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For even the most basic of information elements such
as conveying the presence of HF or the rationale behind
changes in dosages of chronic medication compounds,
pharmacists proposed communicating via prescription
in the absence of more structural information technology
platforms.

“But I am never certain if the doctor does not add it
in writing. Actually, I think that, as a physician, you
should write it down on the prescription. Just ‘HF,
not ‘heart failure! The patient does not know what it
means, but at least we do.” (Pharmacist 1)

“We sometimes have to believe what the patient is
saying. We don’t have glycemic values or anything.
We see prescriptions but we don’t have a full pic-
ture of the medication schedule. That makes it hard.
Then you call two or three times to the physician...
That could be improved upon. If there are major
changes, they communicate it to us by letter, or on
a prescription with information. This extends to all
conditions of course.” (Pharmacist 9)

Information platforms

Pharmacists were unanimous regarding the role of
an improved information infrastructure as a way of
transcending current communication barriers. They
envisioned a shared and convenient pharmaceutical elec-
tronic health record that integrated both pharmaceutical
and medical care elements. The most important elements
would be relevant diagnoses, lab values such as renal
clearance and brief physician reports.

“The collaboration between care providers and
health care itself could be made more efficient if
more is shared through software. I think mostly
about software that allows to share information,
proper communication, renal clearance, lab values,
etc...” (Pharmacist 1)

“It should be possible to find out the most important
disease of a patient via a single button after reading
a prescription. With discharge medication it is often
very difficult to guess what is going on, because often
patients don’t know themselves. Sometimes you have
to guess at the indication or disease” (Pharmacist
12)

Discussion

The aim of this study was to investigate how commu-
nity pharmacists perceive their role in routine HF care.
Our findings indicate that they feel they could play an
important role in the provision of multidisciplinary
heart failure care, citing easy access and pharmacologi-
cal expertise as important assets. They point out several
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barriers impeding evidence-based pharmacist care for
outpatients with heart failure: diagnostic uncertainty and
disease complexity, lack of multidisciplinary information
technology and insufficient resources.

To our knowledge, this is the first study to investi-
gate the views of community pharmacists on multidis-
ciplinary routine care for heart failure specifically. Our
findings are in line with the conclusions of several other
studies investigating community pharmacists’ views on
multidisciplinary care in general which sampled a broad
range of Western primary care settings and qualitative
methods. A first major conclusion in this paper is that
community pharmacists want an active role in HF man-
agement. This relates to a previous study where pharma-
cists tend to position themselves as bridge-builders and
problem-solvers, actively engaged in patient care and a
last line of defense in the prevention of medication errors
[33]. This proactive view is corroborated by a recent
meta-analysis on pharmacists’ care in outpatients with
heart failure, which found consistent improvements in
medication adherence and knowledge, physical function
and disease and medication management [9]. Evidence-
based pharmacist outpatient care includes medication
review, adherence support, supporting symptom control
and patient education on HF management [9]. This paper
shows that the implementation of these services in our
context was non-existent. A second major conclusion of
this study is that participating community pharmacists
do not feel that they are supported to engage in active
HF management. As was reported in several studies, they
expressed a need for additional training and resources
[17, 34], as well as access to patient health informa-
tion (e.g. medical records) [34] as important points for
improvement and policy planning.

However, additional funding for extended pharmacy
practices will likely prove contentious if the underlying
differences in perspective on multidisciplinary collabo-
ration between physicians (mostly general practitioners)
and pharmacists persist. Community physicians are
inclined to see pharmacists as a useful checkpoint, but
in a passive health care role as non-clinicians [33], and
are liable to compete for services such as flu vaccina-
tion or to be suspicious of pharmacists’ financial motives
[17]. This is perhaps unsurprising since the current eco-
nomic model for community pharmacists (in Belgium) is
almost entirely based on sales volume and thus unlikely
to incentivize the provision of pharmaceutical care. This
model means that the amount of time a community phar-
macist must interact with patients at the counter ren-
ders disease management or therapeutic management
non-viable [35]. Such a financial structure is prevalent in
Europe, where less than half of all countries reimburse
pharmaceutical services [36], and countries that imple-
ment and maintain pharmaceutical services within a
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viable business model such as the UK have significantly
improved provision of pharmaceutical care [8]. An exam-
ple of a tangible benefit are minor ailment schemes in
the UK, which are cost-effective and reduce the burden
of minor ailments on high-cost settings such as general
practice and emergency care. In addition to the lack of
financially incentivized cooperation, interprofessional
relationships are weak and there are few natural meeting
arenas or collaboration opportunities, other than occa-
sional phone calls [33].

We offer two possible avenues for concrete policy
implementation. First, interprofessional education (IPE)
has been proposed as a possible solution for improved
multidisciplinary understanding, but our study sug-
gests that its current implementation does little to unite
patients’ own health care providers. The current program
could benefit from a greater participation of complex
chronic patients’ own home pharmacists and particularly
their general practitioners, who constitute a key member
of the HF team along with the specialist HF nurse [37].
This could be incentivized through stipends or accredi-
tation credits and integrate joint medication reviews, as
already implemented in the UK [38]. Implementation
of this form of collaboration showed reduced medica-
tion burden and drug related problems as well as signifi-
cantly improved interprofessional communication in a
community setting [39-41], as well as in nursing homes
[42]. Interestingly, although pharmacists think this type
of applied interdisciplinary collaboration should be stim-
ulated where possible, they feel it should not be obliga-
tory since this might cause them to exclude patients
from some GPs from this service (due to lack of interest
in working with GPs they dislike) [43]. Second, phar-
macists should be given access to relevant medical data,
particularly on current medication and relevant medi-
cal conditions (such as HF). Such an approach has been
shown to improve patient outcomes [44—47]. Our results
suggest that the current medication data exchanges frus-
trate pharmacists and need an overhaul. In addition,
there should be an effort to integrate the exchange of rel-
evant data within the existing electronic health records
of pharmacists, general practitioners, and hospitals.
There already exists a template for the contents of such
an exchange [48]. Pending this complex and larger effort,
general practitioners should be sensibilized to communi-
cate a heart failure diagnosis as a free text field into the
already existing and mandatory Belgian electronic Recip-
e prescribing system [49].

Strengths and limitations

To our knowledge, this is the first qualitative study to
investigate the views of community pharmacists on heart
failure specifically. We used the robust QUAGOL method
to guide data analysis through continuous discussions
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among the participating authors, capturing the essence
of each interview before starting the actual coding pro-
cess. There are some limitations to this study. First, we
used purposive sampling in a region which is urban, and
which already has a high level of multidisciplinary health
care provider engagement through a federally sponsored
pilot program. However, this should presumably bias
our results positively, whereas we encountered the same
obstacles as previous research. Second, participants were
predominantly female and based in urban settings (only
one male and one rural community pharmacist agreed to
participate).We believe that the imbalance in gender was
reasonable since this corresponds with the national dis-
tribution of community pharmacists (more than 7 out of
10 are women [22, 50]). The same goes for the imbalance
in setting, since the region in which we recruited com-
munity pharmacists has only one borough out of twenty-
two with a rural character [23]. This proves the challenge
in identifying what constitutes rural or urban in a densely
populated region such as central Flanders (820 inhab-
itants/m2 in the urban region with 4 million inhabit-
ants between Gent, Brussels, Antwerp and Leuven). For
example, only 9 boroughs transcended the population
density criterion (5000 inhabitants/m®) used to define
urban settings in Belgium and none reached the limit
used in the United Kingdom (10.000) or the Netherlands
(20.000)[51]. Third, the two interviewers were novices in
qualitative research and interview techniques. This was
compensated for by extensive training in semi-structured
interview techniques and qualitative data analysis, as well
as the use of investigator triangulation. Fourth, we con-
ducted the interview sessions during an ongoing corona-
virus pandemic that significantly strained the community
health care system and impacted continuity of care. This
may have negatively impacted pharmacists’ percep-
tions on their role in multidisciplinary care. It may also
have made recruitment more difficult due to the strain
imposed on primary care health systems. Finally, there
was little discussion of the role of cardiologists and other
secondary or tertiary health personnel, although the
transitional care setting is especially important for phar-
macists considering medication changes after HF hos-
pitalizations or outpatient cardiology visits. This does,
however, illustrate the current lack of communication
and collaboration noted by pharmacists.

Conclusions

The importance of pharmacist involvement in multidis-
ciplinary heart failure teams is undisputed by Belgian
pharmacists, who cite easy access and pharmacological
expertise as important assets. They point out several bar-
riers impeding evidence-based pharmacist care for out-
patients with heart failure: diagnostic uncertainty and
disease complexity, lack of multidisciplinary information
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technology and insufficient resources. We recommend
that future policy should focus on improved medical
data exchanges between primary and secondary care
electronic health records as well as the reinforcement of
interprofessional relationships between locally affiliated
pharmacists and general practitioners.
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