Patient Preference and Adherence

Dove

ORIGINAL RESEARCH

Patient Treatment Preferences for Heart Failure
Medications: A Mixed Methods Study

Katy E Trinkley®'™

Michael G Kahn@®’
Larry A Allen®>*
Heather Haugen®
Miranda E Kroehl’
Chen-Tan Lin(®?3
Daniel C Malone®

Daniel D Matlock ®>*?
'Department of Clinical Pharmacy,
University of Colorado Skaggs School of
Pharmacy and Pharmaceutical Sciences,
Aurora, CO, USA; ZDepartment of
Medicine, University of Colorado School
of Medicine, Aurora, CO, USA; 3Clinical
Informatics, University of Colorado
Health, Aurora, CO, USA; *Adult and
Child Consortium for Outcomes
Research and Delivery Science, Aurora,
CO, USA; >Section of Informatics and
Data Science, Department of Pediatrics,
University of Colorado School of
Medicine, Aurora, CO, USA; ®University
of Colorado, Colorado Clinical and
Translational Sciences Institute (CCTSI),
Aurora, CO, USA; "Charter
Communications Corporation,
Greenwood Village, CO, USA;
8Department of Pharmacotherapy,
University of Utah Skaggs College of
Pharmacy, Salt Lake City, UT, USA; VA
Eastern Colorado Geriatric Research
Education and Clinical Center, Aurora,
CO, USA

Correspondence: Katy E Trinkley
University of Colorado Skaggs School of
Pharmacy and Pharmaceutical Sciences,

12850 E Montview Blvd., Mail Stop C238,

Aurora, CO 80045, USA

Tel +1-303-724-6563

Fax +1-303-724-0979

Email katy.trinkley@cuanschutz.edu

This article was published in the following Dove Press journal:
Patient Preference and Adherence

Introduction: Consideration of patient preferences for guideline-directed medical therapies
(GDMT) for heart failure with reduced ejection fraction (HFrEF) may help improve major
gaps in prescribing and adherence. This study aimed to identify the range and relative
priority of factors influencing patients’ decisions to take HFrEF medications.

Materials and Methods: This was a convergent mixed methods study of patients with
HFrEF. Focus groups were conducted to identify a list of factors followed by individuals
rating and ranking the influence of each factor on their decision to take a medication. Using
thematic analysis, we summarized preferences into categories.

Results: Two focus groups with 13 participants reported 22 factors. Of the factors, “keeping
you alive” was most commonly ranked in the top three (seven participants), followed by
“communication and understanding” (six participants). Factors were summarized into six
categories (listed in order of patient-reported influence): 1) demonstrated improvements in
quality of life and longevity, 2) decreased risk of hospitalization, 3) opportunity for shared
decision-making and trust in provider, 4) absence of adverse events, 5) affordability, and 6)
convenience of taking and absence of interference with daily life.

Conclusion: Patients prioritize treatment benefits and being informed more than risks, cost
and inconvenience of taking HFrEF medications.

Keywords: heart failure, treatment preferences, medication preferences, patient preferences

Introduction

Guideline directed management and therapy (GDMT) for heart failure and reduced
ejection fraction (HFrEF) is complex. Clinicians managing HFTEF must consider
multiple medications initiated in a strategic sequence and achieve specific target
doses while balancing patient intolerance in addition to multiple devices and co-
management of common comorbidities including diabetes, coronary artery disease
and atrial fibrillation." Further, consideration of patient preferences and values for
treatment is critical to optimizing treatment adherence and patient outcomes.
Although clinicians and GDMT are aligned with or attuned to patient preferences
in some clinical contexts,> this is not always true.*

Others have evaluated HF treatment preferences among patients at the end of
life or with advanced HE,*” or by focusing on preferences related to the desired
outcomes of treatments.®®° Given patients with more severe illness often prioritize
treatments that prolong survival differently than healthier patients,'® there is a need
to understand preferences across the spectrum of HF severity. There is also limited
information regarding holistic factors that influence patients’ decisions to initiate

and adhere to HF treatments, such as cost, convenience, or potential for adverse
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effects. HFTEF imposes a constellation of unique burdens
on patients and it is necessary to understand their treat-
ment preferences and factors influencing their decisions to
take HFrEF medications. Therefore, the purpose of this
study is to conduct a mixed methods evaluation of factors
influencing patients’ decisions to take HFrEF medications.

Materials and Methods

Focus groups of adult patients with HFrEF were con-
ducted. The purpose of the focus groups was to identify
the range and relative priority of factors influencing
patients’ decisions to take HFrEF medications (eg, clinical
benefits, medication cost, dosing complexity).

Participants and Recruitment

Patients with established clinical relationships with a study
investigator were invited to participate by phone.
Purposeful sampling was used with consideration of
patient demographics, disease severity and practice set-
tings. Patients with preserved ejection fraction were
excluded given differences in guideline recommended
treatments. All patients received care from a primary
care or outpatient cardiology practice within one academic
medical center. To achieve thematic saturation, up to three

sessions with 5 to 12 participants were planned."’

Data Collection

Focus groups were led by a trained investigator (KET)
following a semi-structured interview guide.'” Field
notes were taken to identify key issues and record salient
influential factors. During a break in the focus group, the
field notes were used to create a survey of influencing
factors. The survey was unique for each focus group ses-
sion in which the factors reflected the terminology used by
the participants. When the break concluded, participants
used the survey to individually rate and rank the factors.
Each item on the survey was associated with a 10-point
Likert scale (1=not important; 10=most important).

The patient focus groups consisted of four sequential
components: 1) overview of purpose, 2) semi-structured
group discussion to determine the range of factors, 3)
independent rating of the importance of each factor from
the survey, and 4) individuals ranking the top three most
influential factors on the survey.

Analysis
Patient ratings and rankings of influential factors were
summarized into categories using a thematic analysis.

The factors were manually categorized into major
themes iteratively using topic coding. Topic coding
included general categorization of the factors into
themes with some connection.'* Throughout topic cod-
ing, interpretation or analytical conclusions were applied
to assess the meaning of factors.'® Likert scale scores
were summarized descriptively. Participant rankings
were also weighted to account for the number of parti-
cipants in the focus group at which the factor was
discussed. Weightings of the participant rankings were
calculated by first assigning points to each participant’s
response and then dividing the sum of points by the
number of participants who considered each factor. To
assign points, 3 points were given to a ranking of 1 (top
#1 priority), 2 points to a ranking of 2, 1 point to
a ranking of 3 and O points to no ranking (did not
identify as one of the top three priorities). This study
was conducted in accordance with the Declaration of
Helsinki. It was approved by the Colorado Multiple
Institutional Review Board and participants provided
informed consent.

Results

There was general consensus regarding influential factors
after two focus groups, with five and eight patients. The
mean age of participants was 67 years (range 43 to 88).
With one exception, all participants were male. All
patients were non-Hispanic, 10 were Caucasian and 3
were Black. Most reported a cardiologist managed their
HFrEF. All patients were insured. Nearly half of patients
reported HFrEF symptoms at rest and most reported some
discussion with their healthcare provider prior to starting
HFrEF  medications. Table 1
characteristics.

describes  patient

Treatment Preferences

During the open-ended discussion, participants reported 22
factors that influenced their decision to take HFrEF med-
ications (Table 2). These factors reflect terminology used
by participants and include “information and statistics”
and “getting in shape.” While participants may have used
different terminology in the two focus groups, the over-
arching sentiment of the conversations was consistent.
These 22 factors were thematically summarized into six
overarching categories: 1) opportunity for shared/informed
decision making and trust in provider, 2) demonstrated
improvements in quality of life and longevity, 3) decreased
risk of hospitalization, 4) absence of adverse events, 5)
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Table | Patient Demographics and Reported Characteristics

(n=13)
Characteristics or Response N (%)
Most recent left ventricular ejection fraction, mean 35.2 (12.5;
(std dev; range) 15-51)
Chronic respiratory illness (COPD, asthma, 9 (69.2)
pulmonary hypertension)
Diabetes 6 (46.2)
Prescribed angiotensin receptor antagonist or 11 (84.6)
angiotensin receptor blocker
Prescribed mineralocorticoid receptor antagonist 9 (69.2)
Prescribed evidence-based beta blocker 12 (92.3)
Patient-Reported Characteristics
Who manages your heart failure?
Cardiologist 11 (84.6)
Primary care 1 (7.7)
Other 1(7.7)
Do you have heart failure symptoms at rest?
Yes 6 (46.2)

My doctor asked for my input before prescribing a heart medication?

Strongly agree
Agree
Somewhat disagree

Disagree

7 (53.8)
3(23.1)
| (7.7)

2 (15.4)

reasons to take heart failure medications?

How much discussion did you have with your provider regarding

A lot
Some

A little
Not at all

9 (69.2)
3(23.1)
1 (7.7)
0 (0)

HF medications?

How much discussion with provider regarding reasons NOT to take

A lot
Some

A little
Not at all

4 (30.8)
6 (46.2)
3 (23.1)
0 (0)

Did your provider ask if you wanted to take heart failure medications?

Yes

Il (84.6)

risks of your heart failure medications?

When started, did you have enough information to know the benefits/

Yes

12 (92.3)

Note: All patient-reported questions were asked in layman terms and referred to
“medication for your heart” versus heart failure medications.

affordability, and 6) convenience of taking and absence of

interference with daily life.

Individual Rating of Factors and

Categories of Influential Factors

Based on Likert scale responses, three categories were
perceived to be most influential to participants’ decision
to take HFrEF medications: 1) demonstrated improve-
ments in quality of life and longevity, 2) decreased risk
of hospitalization, 3) opportunity for shared decision-
making and trust in provider. With the exception of
“demonstrated improvements in quality of life and long-
evity,” the median Likert scale responses for the individual
factors comprising these three categories were ten out of
ten. Table 2 describes the factors that comprise these six
categories and the influence of each factor on their deci-
sion to take HFrEF medications.

Individual Rankings of Factors

When asked to individually rank the factors that influenced
their decision to take a HFrEF medication, “communica-
tion and understanding” and “that it works” had the most
participants (three) indicating it was their top #1 priority.
“Keeping you alive” was most commonly ranked in the
top three (seven participants), followed by “communica-
tion and understanding” (six responses) and “that it works”
(five participants). Ten factors were not selected by any
participant to be in the top three priorities. Based on
weighted ranking, “communication and understanding”
was ranked higher than “keeping you alive” (1.15 versus
1.0, respectively). Table 2 describes participant rankings of
the factors.

Discussion

In this study, patient-reported factors influencing their
decisions to take HFrEF medications aligned well with
GDMT recommendations. Patients prioritized medica-
tions’ benefits (morbidity, mortality, hospitalization, qual-
ity of life) over potential adverse effects. GDMT for
HFrEF directly maximizes these treatment outcomes.'
Patients also reported affordability and convenience of
taking medications as less important compared to being
informed and positive treatment benefits. Such prioritiza-
tion of positive treatment outcomes over other factors is
also seen in other patient populations, notably those with
cancer.>>!'* Prior studies evaluating patient HFrEF treat-
ment preferences focus on treatment outcomes and do not
directly evaluate other factors such as adverse effects or
cost.>®? In our study, four patients ranked “cost or insur-
ance coverage” or “number of times you take meds daily”

Patient Preference and Adherence 2020:14

submit your manuscript 2227

Dove


http://www.dovepress.com
http://www.dovepress.com

Dove

Trinkley et al

a3eJaA0d
9’0 (e | ol 4 6 yrog ouB.INSUl 10 150D AjIqep.ogy
ssaulzzip
Jo ssoupapeayydy|
0 (o | ol € 8 yrog 10 sty
&
0 o | ol1v| s¢€ 8 | | so Auenb Buisesunag
paJn
0 o | ors 4 8 yrog | sJow Suieay Jo sty
umoujun
0 @o| o1z I 8 7 IN0qe ALIOA
0 (0o ol‘s € 6 4 51090 9pIS SIUDAD 9SJIDAPE JO ddUdsqQy
[eadsoy uonezijeydsoy
¥S°0 (08) ¥ 0l‘€ | ol ysog 9y jo 1no 3uikesg JO su paseaudsq
(4ouonnoead
9sJnu Jo 10320p)
€10 D1 | oI 4 0l I Japiaoad u 3snap
sonsnels
0 0o 0l‘L | ol z pue uonew.ou|
uols|dap
0¥'0 (o¥) T 0l‘L | 0l 4 Jo 1ued 3uieg Japiaoad ur 3snay
Suipuelsaapun pue Supjew uoIsIdSP pawIoul
SI°l 9%) 9 | ol I 0l yog | pue uonesiunwwor) /paJeys Joy Aumuoddg
0 @o| o1¥| s¢€ 8 I adeys ui Sumieny
0v'0 (01| o19 T 0l z 1119 Buljeay
3y
SL0 ST | o1 | stl ol | | o Aupenb Suiseauou)
juem nok
09°0 (01| o19 [ 6 z Jeym op 01 AjIqy
080 (09) €| ol I ol z aouspuadapu]
LL°0 (8¢) § ol's 0 ol yaog Syldom 11 Jey | Auaa8uo| pue 3y jo Ajenb ui
00°I ws) 2 | ol ‘6 0 0l yrog aAl[e noA Suidaay sjuawaAoadwi pajesasuowaq
>(49y81H pavjuey (%) u (3uezaodwiy 3sop=01 (sausned 1)
MM s1quinN 49y3iH) | ‘c doj ur | xepy pue jueyiodwi] jsea]=| yjog 40 ‘(syuaned g) 7 ‘(syuaned CRIIERCIENN | ERIIEREIER |
s3upjuey pajysiopA paduey | ‘ui | YOI ‘aJeag julog-0|) uelpspy 8) | dnoug sndo4 je passnosiq juswiyeau] juswyead] jo Aio3a3e)

SUONEDIP3| .4N|Ie] 1JBSH 33| O UOISIID UO ddUSN|U| JO 39433 PUEB SIOUIIDD.1d IUSWIES.] paruoday-1usned jo 8uey g d|qel

Patient Preference and Adherence 2020:14

submit your manuscript

2228

Dove


http://www.dovepress.com
http://www.dovepress.com

Dove

Trinkley et al

g
7]
o3
£ £
x ~~
c 2 5
8§ £ ¢
£ 5
32Z
o =
.:QB
b0 S v
'5.2“% n
;510 o o o
3 e
< 0 & = ~ o~ ~
c kx| o S o ™
N: = = = =
€ = c| o o o —
£ % o o o o
=z ~ N = =
5 R Y
4 in N A o
]
S &
0w Lo
w 5 c
c 8 &
.BLt
o 8§ ©
T Qg
© £ ¢
v:—
c w B
g8
T4z
nn o o
2 - N| o © 0 un
<
dd
© O
~ o
I
a ©
= Y
S o
L]
O <
w 2
3%
9]
o o
W n
w AN
NNE
?e0
N W W
38 a
20158 5 %
0o T o Mm ~ o
3
& 2
e E 8 >
o 2 E 3
w £ < 8 R 1
c v >%C: “5"'
[T s 8 8§ K
Es |ZEgg. 5%
] BT o o 0 o E
8'5 _~<'EL::$E¢
s = 2 5 2 08 3 X
- a 3 EOUOI Z S
S
- —
c 23
] & g
£ w2
- —
g 33
g S g
c 5 g
|3 84‘_:
> Y c M=
[ S - o ©
S5 |5 g2
g9 2 5 >
S o o 42 g
O o o8 S

Notes: *Missing two response. ®Missing one responses. “Rankings were weighted by the number of participants in the focus group at which the factor was discussed.

among the top three priorities that impacts their decision to
take a HFrEF medication (none ranked #1). These findings
suggest patients are willing to risk the possibility of dis-
comfort (adverse effects) and inconvenience in their daily
lives and even pay more for a medication if there are
potential treatment benefits such as quality of life and
longevity.

While these findings may be generalized to similar
patient populations, the results should not supplant patient-
centered decisions. In fact, our findings reinforce the need to
involve the patient in the decision. Patients expressed
a strong desire to be informed about the benefits and risks
and to be part of the decision to start a HFrEF medication. It
is unclear from this research how much benefit must exist to
offset the potential or actual adverse effects of HFrEF med-
ications or other forms of HFrEF treatment such as devices.
More research is needed to understand these value judg-
ments and trade-offs, which can help inform shared deci-
sion-making discussions between patients and clinicians.
Further, for shared decision-making conversations, espe-
cially for more complex therapies such as devices, there
are existing frameworks that may help facilitate.'”

There are several limitations to our study. First, the
findings from this study may not be representative of all
patients, such as those in rural or inner-city settings.
Further, all focus group participants were insured and
insurance coverage may have biased their stated impor-
tance of cost on their decision to start a HFrEF medica-
tion. We also did not directly evaluate patient perspectives
when weighing short-term symptoms against longer-term
potential benefit, which is central to GDMT for HFrEF. It
is also possible that patient education and knowledge
related to their HFrEF diagnosis could impact patient-
stated factors that influence their decisions related to
medications; however, we did not collect data related to
participant education or knowledge of their diagnosis.
A strength of this study is patients were included irre-
spective of their life expectancy or severity of HFrEF.

Conclusions

Patients prioritize treatment benefits more than risks, cost
and inconvenience of taking HFrEF medications. Patients
also prioritize shared decision making and being informed
about their medications. These findings can be used to
guide shared decision-making conversations or by health
systems designing interventions to optimize care for popu-
lations of patients with HFrEF.
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