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Abstract
Background—Heart failure is common and highly morbid in older adults. Performance
measurement systems for this condition may work best when they account for the reasons why
physicians do not provide guideline-recommended interventions.

Objective—To develop a conceptual framework for understanding the proximate, patient-
centered reasons why physicians do not prescribe ACE inhibitors and beta blockers to patients
with heart failure.

Design—Focus group study using a two-stage design. First, we asked participants to describe
reasons for not prescribing ACE inhibitors and beta blockers to patients with heart failure and
impaired ejection fraction. Second, we asked groups to develop concept maps that organized these
reasons into categories and described the relationships between these categories.

Participants—Seven focus groups comprising 31 academically-affiliated clinicians of different
specialties and levels of training. Participants were recruited via invitations sent to clinicians
within each target group.

Approach—We synthesized each group’s concept maps to develop a consensus scheme for
categorizing reasons for non-prescribing.

Results—We identified two broad themes. First, clinicians hinted at their own attitudinal barriers
to prescribing. However, they framed their comments largely around patient-centered reasons for
non-prescribing that arose in individual patient encounters. Second, decision-making about heart
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failure drug therapy often involved a complex and overlapping series of considerations. Five
categories of reasons for not prescribing ACE inhibitors and beta blockers emerged: 1) adverse
effects of drug therapy, 2) non-adherence to therapeutic and monitoring plan, 3) patient
preferences and beliefs, 4) co-management and transitions of care, and 5) prioritization and patient
benefit.

Conclusions—Physician reasons for not prescribing guideline-recommended drugs for heart
failure are complex but can be organized into a useful taxonomy. This taxonomy may be helpful
for performance measurement and quality improvement programs that seek to understand and
account for reasons for physician non-adherence to guidelines.

Keywords
Decision making; Guideline adherence; Heart failure; Aged; Physician’s Practice Patterns;
Angiotensin-Converting Enzyme Inhibitors; Adrenergic beta-Antagonists

INTRODUCTION
Performance measurement programs have been criticized for translating clinical practice
guidelines into performance measures in an overly simplistic manner that does not account
for the varying circumstances of individual patients.1–2 In response, a growing literature has
worked to improve performance measurement by exploring the actual content of clinical
encounters, with the aim of understanding reasons why clinicians may not meet performance
measurement-based goals. For example, Kerr and colleagues found that many patients who
did not meet laboratory-based targets for lipid and diabetes management were in the midst
of treatment intensification for these conditions, while “failures” to control blood pressure to
recommended levels were often attributable to uncertainty over the patient’s true baseline
blood pressure.3–4 Such issues may be particularly common in older adults, given their
higher prevalence of several reasons for avoiding guideline-recommended drugs, including
justifiable reasons (e.g., adverse drug reactions, goals of care) and problematic ones (e.g.,
unexplained undertreatment).

Efforts to study and improve assessments of care quality would benefit from a systematic
approach to understanding physician reasons for not providing guideline-recommended
interventions. However, existing frameworks from the literature on guideline adherence are
not well-suited to this task. Much of the conceptual work in this area has focused on
underlying physician and system barriers to guideline adherence, for example, physician
knowledge of guidelines, physician attitudes toward guideline recommendations, and
systems barriers to implementing these recommendations.5–10 In contrast, less
developmental work has focused on the proximate reasons that explain prescribing decisions
at individual patient encounters. Such models are needed to better understand prescribing
decisions for individual patients, and in doing so help to improve both the measurement of
care quality and efforts to improve it.

We encountered this gap in conceptual understanding as we prepared for a research study on
physician reasons for not prescribing guideline-recommended medications to patients with
heart failure. In response, we conducted a focus group study to develop a conceptual
framework for understanding and categorizing these reasons. In doing so, our goal was to
create a model that could be used to study guideline adherence and to evaluate and improve
performance measurement programs based on guideline recommendations.
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METHODS
Focus group recruitment and composition

We conducted 7 focus groups with practicing physicians and residents between May and
October, 2008. We recruited participants from a range of specialties and levels of training
from four sites: a university medical center, VA medical center, safety net hospital, and
community-based clinic, all affiliated with a school of medicine. For each target group, we
sent email invitations to each potentially eligible physician. Among those who agreed to
participate, we identified a meeting time that would allow as many as possible to participate.
To be included, participants needed to have a current practice in an ambulatory setting in
which they encountered patients with heart failure.

In order to reduce the influence of physician seniority and specialty training on the
discussion, we stratified the groups so that each group was homogenous by site, specialty,
and level of training. For example, one group comprised staff geriatricians from the VA
medical center, another group comprised family practice residents from the safety-net
hospital, and so forth.

Focus group methods
Before each group began, participants completed a brief demographic questionnaire. Two of
the authors moderated the groups (MS, SK) and two took notes and made audio recordings
(SP, PK). Focus group meetings lasted for 1 to 1.5 hours and were divided into two sections.
In the first section, we used semi-structured methods to elicit reasons for not prescribing
ACE inhibitors (and/or angiotensin receptor blockers) and beta blockers to patients with
heart failure and impaired systolic function, as recommended by heart failure guidelines.11

(Of note, we did not otherwise review guideline recommendations with the groups, nor did
we ask participants about their familiarity with guidelines). We encouraged participants to
focus on the physician’s decision to not prescribe a drug, rather than on reasons why a
patient may not take a drug which they were prescribed. Where necessary, we used question
probes to elicit discussion on key topic areas that did not emerge spontaneously from
conversation. We recorded reasons generated by the group on slips of paper and taped them
to a whiteboard.

Following the idea-generation phase, we engaged each group in a concept-mapping exercise.
In this exercise, we asked the group to arrange the slips of paper, each representing a single
reason for not prescribing guideline-recommended medications, into clusters on the
whiteboard. For example, participants in several groups organized reasons for not
prescribing related to adverse drug reactions (e.g., hyperkalemia, cough, bradycardia) into a
single cluster, and reasons related to problems accessing health care (e.g., inability to pay for
care, lack of a regular source of care) into another cluster. Decisions on how to categorize
reasons were made by group consensus. During this process, we asked each group to
identify closely related concepts and to indicate whether these would be better represented
as a single concept. Finally, we asked groups to identify linkages between clusters, including
which clusters were related more closely or more distantly to one another. We used a
different approach in our first focus group (asking the group to comment on a draft
taxonomy based on previous literature). Because the first group generated new categories
and indicated relationships among categories that had not been included in the original
taxonomy, we transitioned to the concept mapping technique in subsequent groups in order
to more fully capture and understand the perceived relationships among new categories.
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Analyses
Our analytic plan proceeded in several steps. First, 4 authors (MS, SP, PK, SK)
independently reviewed the concept maps created by each group, and through a process of
iterative discussion we developed a single, consensus concept map that synthesized the maps
of each group, further refined by our judgment. Based on this map, we developed an
approach to coding the group discussions. Two authors (MS, SK) read through transcripts
and developed operational definitions for the coding guide. Then, 3 authors (MS, SP, PK)
independently coded transcripts from the first three groups, comparing coding results and
refining the coding scheme after each group until we had reached a consistent and inclusive
set of coding guidelines. Using this scheme, these 3 authors independently coded results for
all 7 groups.

Using our coding system, we identified blocks of discussion that reflected a single category
or sub-category of reasons for not prescribing guideline-recommended drugs. A discussion
was defined as a conversation focusing on a specific theme up to the point that a new topic
was introduced. For example, a discussion in which participants serially noted different
clinical contraindications to prescribing would be counted as a single discussion under the
category “adverse effects of drug therapy.” In certain cases where conversation contained
closely interwoven comments related to two categories, we counted this as a single
discussion but separately coded each category. Disagreements between the 3 primary
reviewers were resolved by consensus; where consensus could not be reached, the final
coding decision was made by the senior author (SK). After finishing the coding, we
tabulated the number of times each category and sub-category was discussed. We then re-
reviewed discussions in the categories where these counts suggested a potential deficit in
conceptual clarity, and based on this review made a final change to our consensus concept
map.

RESULTS
I. Characteristics of focus groups and participants

Thirty-one physicians participated in 7 focus groups, including clinicians in general internal
medicine (3 groups), family practice (2 groups), geriatrics (1 group), and cardiology (1
group). Four groups were composed of staff physicians, and 3 of residents; the distribution
of practice sites included a university medical center (1 group), VA hospital (4 groups),
safety-net public hospital (1 group), and community-based clinic (1 group). Characteristics
of focus group participants are shown in Table 1. The median age of participants was 31
years, and 54% were women. Participants spent a median of 2 half-days per week in
ambulatory care. This relatively low number reflects the composition of the groups,
including residents (whose schedule predominantly involves inpatient care) and
academically-affiliated physicians (who engage in teaching, administration, and research in
addition to direct patient care).

II. Emergent themes
Each group identified 9 to 20 distinct types of reasons for not prescribing an ACE inhibitor
or beta blocker to patients with heart failure and impaired ejection fraction. Several over-
arching themes emerged. One key finding was that clinician attitudes, beliefs, and practice
styles were an important undercurrent to the discussion of reasons for non-prescribing. For
example, some clinicians suggested that they were more or less fearful than their colleagues
about causing side effects. One primary care physician stated “I’m just nervous about
starting a beta-blocker and it needs to be done so carefully.” In contrast, a cardiologist
noted ” By the time a patient makes it to us, I don’t know if it’s that we’re more comfortable
with slower heart rates … and higher potassiums than the average primary care doctor, but I
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think that if anything we in the Cardiology Clinic are perhaps a little more likely to try
someone on a drug.”

However, such physician-centered perspectives were not commonly articulated. Rather,
participants focused mainly on concrete patient and system factors that arose at individual
patient encounters as reasons for not prescribing guideline-recommended medications. To
expand the example above, participants spent much more time discussing specific clinical
contraindications to prescribing (e.g., bradycardia, hyperkalemia) than their own attitudes or
fears about prescribing in the face of these contraindications. This focus on the proximate
reasons for not prescribing was particularly evident early in the process of analyzing the
focus group data, where we roughly divided reasons into “patient-centered reasons” (e.g.,
proximate reasons related to specific patient clinical or psychosocial attributes) and
“physician-centered reasons” (broader issues of physician attitudes, time pressures, co-
management, and the like). While it was clear that many physician-centered reasons were
present as subtext to the conversations, the great majority of explicit and readily codeable
reasons for non-prescribing were described in patient-centered terms.

Another key theme that emerged was complexity, whereby reasons for non-prescribing
involved a complex interplay of factors. For example, some participants noted a reluctance
to start an ACE inhibitor at hospital discharge if the patient did not have well-established
outpatient care, out of concern that the patient might not obtain laboratory-based safety
monitoring. Discussions of this topic often included a tightly interwoven commentary on
both systems factors (e.g., the difficulty of establishing outpatient care in a timely manner)
and patient factors (e.g., the patient’s ability to successfully navigate the health care system
to obtain appropriate follow-up).

Complexity was also apparent in the finding that many reasons could not be distinctly
isolated within a single conceptual category, but instead were shared between two
categories. This is represented by areas of overlap in Figure 1. For example, in the sub-
category of “patient understanding,” communication issues might underlie decisions to
withhold a recommended drug due to difficulty communicating with the patient about how
to use and monitor the drug properly (a reason subsumed under the category “non-adherence
to therapeutic and monitoring plan”). At other times, communication barriers can interfere
with discussions of patients’ beliefs and preferences toward drug use, negatively impacting
their willingness to accept a prescription (a reason subsumed under the category “patient
preferences and beliefs”).

Similarly, the complexity of decision-making processes was often manifested in reasons
which crossed two or more sub-categories within a larger category. For example,
discussions about prescribing to patients with cognitive impairment involved consideration
of both the patient’s own capacity to regularly and safely administer medications (patient
cognition) and the presence or absence of a caregiver who could facilitate proper medication
use (environmental constraints). As noted by one participant, “I have a floridly manic patient
who has dementia as well and [was] just unable to take his medications appropriately…so
we stopped ACE inhibitors until we could get home care in there…. Now that he has a more
structured setting we were able to put several things back on.”

III. Taxonomy of reasons for not prescribing guideline-recommended medications
We identified 5 categories of reasons for not prescribing guideline-recommended
medications. These are described below and in Figure 1 and Table 2. The number of
conversations involving each category and sub-category are shown in Table 3.
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Adverse effects of drug therapy—When asked to list reasons for not prescribing
guideline-recommended drugs, each group began by discussing clinical contraindications to
drug use. This included adverse reactions to drugs as well as comorbidities that precluded a
drug from ever being initiated. Correspondingly, these reasons were among the most
commonly mentioned concepts across the 7 focus groups (see Table 2).

Non-adherence to therapeutic and monitoring plan—Issues related to improper use
and monitoring of drugs were the most common reasons for non-prescribing cited by focus
group participants. This category includes problems with underuse of drugs (e.g., non-
adherence), misuse (including inappropriate dosing schedules and the risk of overdose), and
lack of follow-up for safety monitoring (e.g., potassium and renal function testing for ACE
inhibitors). Issues of complexity were particularly evident in this category, as almost one-
half (14 of 33) of reasons for non-prescribing involved more than one sub-category or were
sufficiently general to prevent sub-classification.

In these discussions, environmental constraints were commonly cited alongside patient
factors. As noted by one physician, “The standard recommendation [for ACE inhibitors] to
check the creatinine or potassium in one week is not a benign recommendation in a lot of
patients because really for some patients coming here is a major journey.”

Patient preferences and beliefs—A number of focus group participants noted that
patient preferences or beliefs sometimes led them to avoid prescribing guideline-
recommended medications. The most common of these patient preferences included a
general disinclination to take medications or patients’ concern that they were already on too
many medications. As one physician reflected, “There are some patients who just
philosophically do not like medicines; they want to restrict medicines as much as possible.”

In addition, in two circumstances clinicians noted patients’ reluctance to take medications
due to perceived side effects that in the clinician’s judgment were not in fact attributable to
the drug.

Co-management with other providers and health systems—Groups discussed
issues of co-management and transitions of care in a manner consistent with the health
system and care settings in which each group practiced. For example, focus groups of
residents (who spend much of their time in inpatient settings) raised questions about safe
prescribing as patients were discharged from hospital to home. One resident stated: “The
wait list [for a new clinic appointment] could be months…and you start an ACE and
suddenly their creatinine hasn’t been checked in four months, and it’s 3.7…It’s in the
discharge summary, it’s the plan but knowing that there’s going to be this gap… [Let’s] not
put them on something that could potentially kill them in the interim.”

In contrast, VA-based clinicians cited reluctance to prescribe new medications to patients
followed by clinicians in the community whose main reason for coming to VA clinics was to
obtain drugs at low cost from the VA pharmacy. Similarly, primary care clinicians noted
sometimes deferring decision-making to their patients’ cardiologists. As noted by one
primary care physician, “I definitely have patients who are followed by Cardiology as well,
and if they’re not on a medicine that is a cardiology medicine, sometimes I won’t start it
because I feel like Cardiology needs to make that decision.”

Prioritization and benefit—In a number of cases, clinicians noted that they could not
realistically prescribe drugs for heart failure until more pressing clinical issues were
addressed. In other patients, clinicians perceived little benefit to using ACE-inhibitors or
beta blockers, for example patients with limited life expectancy or patients who despite
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technically meeting criteria for guideline eligibility presented with atypical clinical
scenarios. As noted by one clinician, “The treatment of heart failure particularly to prolong,
to maximize survival time and not improve function becomes just one of 23 things, not the
most important thing that you are trying to manage.”

DISCUSSION
In this focus group study of reasons for not prescribing guideline-recommended medications
for patients with heart failure, two broad themes emerged. First, while there was a clear
undercurrent of clinician attitudes, beliefs, and practice styles, clinicians focused mainly on
the proximate, patient-centered reasons for non-prescribing that arose in individual patient
encounters. Second, in many cases the decision to not prescribe involved a complex and
overlapping series of reasons. Within these broad themes, we identified 5 categories of
reasons why physicians do not prescribe ACE inhibitors and beta blockers to patients with
heart failure and impaired systolic function: 1) adverse effects of drug therapy, 2) non-
adherence to therapeutic and monitoring plan, 3) patient preferences and beliefs, 4) co-
management and transitions of care, and 5) prioritization and patient benefit.

The taxonomy of reasons for not prescribing guideline-recommended drugs that we
identified is consistent with prior research. A series of studies using physician interviews,
focus groups and surveys have variably identified barriers to guideline adherence that
correspond to each of the five categories of reasons for non-prescribing that we
identified.5–6, 12–20 Of note, in much of this work patient-centered reasons for non-
prescribing were discussed largely in the context of how they intersected with physician-
centered attitudes and behavioral styles. For example, the role of adverse drug effects was
often discussed in the context of physician fears of causing side effects rather than the
specific side effects themselves.6, 15, 19–20 Other work has focused on the intrinsic
characteristics of clinicians and their environment, for example finding that older physicians
and clinicians in certain practice settings are less likely to provide guideline-recommended
treatments.14, 21–22

This body of research provides an important foundation for our work by providing a basis
for understanding the wide range of barriers that contribute to physicians not providing
guideline-recommended care. However, such approaches are largely based on physician
knowledge, attitudes, and health system interactions, and are not well-suited to optimizing
performance measurement systems. Rather, performance measurement systems are best
served by a framework for assessing the care of individual patients and the specific reasons
why a patient may or may not be an appropriate candidate for an intervention.

Unfortunately, many performance measurement systems have lacked this type of underlying
framework, relying instead on an approach that measures care patterns without consideration
for individual patient circumstances. This approach has been critiqued insofar as it fails to
consider that certain physicians and institutions care for more patients in whom the
intervention or outcome is more difficult to achieve or not clinically warranted.2, 23 As a
result, such performance measures encounter biases in comparing quality across providers or
health care systems, and often lack credibility.24

To confront these problems, other measures have been developed that provide an
opportunity to exclude from consideration patients who have a contraindication to the
recommended intervention or outcome. However, the decision rules that underlie such
measures often fail to capture many important reasons for non-prescribing. Although some
of this is due to limitations in available data, in other settings it results from inadequate
design. For example, in the VA healthcare system, clinicians receive clinical reminders
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when computer algorithms detect potential problems, such as a patient with ischemic heart
disease who is not prescribed a beta blocker. To clear these reminders, clinicians must click
one of several checkboxes to indicate how they plan to address the concern or their reason
for not doing so. The options presented in this system, which predominantly focus on
clinical issues such as drug intolerance or presence of a contraindicating drug, often do not
correspond to the actual reason for not providing the intervention.

Our taxonomy could be used to improve the measurement and delivery of quality care by
informing the type of data to be collected in performance measurement and clinical reminder
systems. This approach would have several potential benefits. These data could be used in
decision rules to better differentiate between patients with appropriate vs. inappropriate
reasons for not achieving a recommended intervention or outcome, thus improving the
quality of measurement and improving clinician buy-in to performance measurement
systems.25 In addition, such data would help health system leaders better understand why
physicians are not providing recommended services.26 This information could be employed
to develop quality improvement programs and systems interventions targeted toward these
reasons. For example, if concerns about patient adherence or misuse of drugs commonly
arose as reasons for not prescribing, an appropriate solution might be strategically
integrating pharmacy services (including medication teaching and adherence and safety
aids) into clinics.

Moreover, the optimal use of our type of taxonomy would be to directly link reasons for
guideline non-adherence to the supports that would help to overcome these barriers (where
appropriate). In this way, the categories developed for this work could be mapped to
potential solutions. For example, if a clinician clicked the checkbox indicating that concerns
about drug misuse were their reason for not prescribing a given drug, the activated checkbox
could prompt the physician with options for addressing the problem, such a clickable link
that would order a pharmacist consult. In creating such systems, it will be important to avoid
implying that all reasons for non-prescribing are justified, but to nonetheless capture these
reasons to help drive improvement for the individual patient and the health system overall.

Research by Keefe et al. provides an early signal for how information on reasons for not
performing guideline-recommended interventions might help performance measurement and
quality improvement systems.27 As part of a computer-based decision support tool for heart
failure, investigators recorded and classified free-text responses written by physicians in
response to computer-generated care recommendations. The most common reason for
ignoring a guideline-based recommendation was that the patient would not tolerate the
intervention. Patient refusal and deference to another provider occurred much less
commonly. Similar results have been found in chart-review studies, in which the majority of
non-prescribing of guideline-recommended drugs in heart failure was attributed to drug
contraindications or intolerance.28–29 Such results, although lacking great precision, can
provide insights and stimulate in-depth review to guide decisions about where and how
quality improvement efforts should be focused.

In considering such quality improvement programs, insights gained through our taxonomy
should complement rather than replace the large body of work that focuses on the
underlying attitudinal, knowledge, and behavior-based barriers to guideline adherence.
These issues intersect broadly with the proximate, largely patient-centered reasons that are
the focus of our approach. For example, underlying physician fears of causing patient harm
can provide an important subtext for several of the categories in our taxonomy, including
fears of causing an adverse drug reaction, fears of patients not obtaining follow-up
monitoring, a different calculation of the benefit-to-risk ratio of a drug, and so forth.
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Although our study focused on prescribing for heart failure, our findings likely apply to
decision-making for a number of other chronic conditions. That said, each disease and type
of intervention has unique features that need to be accounted for. For example, core
recommendations for heart failure treatment are widely known, whereas there may be
substantial knowledge gaps for other guidelines. In addition, there is an important difference
between “prescriptive” guidelines, which recommend expanding treatment (e.g., drug
therapy for heart failure), and “proscriptive” guidelines, which focus on reducing use of
overused services (e.g., limiting the use of advanced imaging for patients with
uncomplicated low back pain).7 In the former case, dominant issues typically involve
adapting guidelines to individual patient circumstances and practical constraints in
implementing recommended services.7 In the latter case, key issues include the physician’s
role as a gate-keeper and maintaining the doctor-patient relationship in the face of concerns
about rationing. Thus, non-adherence to such guidelines may best be understood by a
taxonomy that is different than ours.

Of note, our research approach focused on generating a conceptual model that was closely
linked to our data and that had some basis in existing published data on physician non-
prescribing, rather than beginning with a preexisting conceptual framework. This approach
is useful in two ways. First, it allows greater fidelity to the data. Second, this approach can
generate novel insights that directly apply to interventions that measure and (where
appropriate) help to address reasons for not prescribing guideline-recommended
medications. However, existing theoretical models can also provide a useful framework in
which to understand our findings. In particular, Gollwitzer’s Action Phase model of setting
goals, planning and enacting their execution, and followup evaluation can be broadly
mapped to our taxonomy and provides a well-developed theoretical framework for
considering decision-making and actions around prescribing.30

There are several limitations to our research. Although we recruited physicians from a
variety of clinical settings and levels of training, all participants were affiliated with a single
medical school. Because of their academic affiliation, group members were paid a fixed
salary (rather than on a fee-for-service model) and on average had fewer outpatient sessions
per week than many practicing physicians (and none were engaged full-time in direct-
patient-contact ambulatory practice). To the extent that these practice features may impact
reasons for not prescribing, replication of our work in a non-academic setting will be
important to validate our results.31–32

CONCLUSIONS
Understanding reasons for non-adherence to guidelines is essential for finding ways to
improve the measurement and delivery of high-quality care. Attempts to improve
performance measurement systems will particularly benefit from considering proximate,
largely patient-centered reasons for guideline non-adherence. An optimal system remains an
elusive goal, as no conceivable measurement framework will be able to precisely capture
every reason for guideline non-adherence and make informed judgments about their
appropriateness. Nonetheless, applying a conceptual framework to performance
measurement can help design systems that provide better measures of quality and directly
inform and link to quality improvement efforts.
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Figure 1. Concept map
The figure shows the relationship between the categories and subcategories of reasons for
not prescribing guideline-recommended medications in patients with heart failure
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Table 1

Characteristics of focus groups and participants

Participant characteristics n (%); or median (interquartile range) (N=31 participants)

Age

 <30 years 11 (35)

 30–44 years 15 (48)

 >=45 years 5 (16)

Female 17 (54)

Professional status

 Practicing physician 13 (42)

 Resident 18 (58)

Number of half-days of clinic per week, median (IQR) 2 (1–3)

Estimated percent of clinic patients with heart failure, median (IQR) 10 (4–20)

Estimated percent of clinic patients with low income, median (IQR) 50 (30–85)
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Table 3

Frequency of discussions of reasons for non-prescribing

Category / subcategory # of discussions

1. Adverse effects of drug therapy 20

2. Non-adherence to therapeutic and monitoring plan 33

 Patient cognition 15 †

 Access to care and environmental constraints 7 †

 Patient understanding* 2

 Transitions of care 1

 Cross-cutting and non-specific barriers 11

3. Patient preferences 17

 Patient beliefs and preferences 15

 Patient understanding* 0

 Cross-cutting and non-specific barriers 2

4. Co-management with other providers and health systems 12

 Co-management in ongoing care 9

 Transitions of care * 3

 Cross-cutting and non-specific barriers 0

5. Prioritization / benefit 20

 Prioritization and time limitations 13

 Limited or uncertain benefit 7

*
These subcategories are shared across more than one category. Counts are allocated to only one category, based on what was considered the

“primary” category for that reason.

†
 Three discussions included a combination of patient cognition and access / environmental issues; these discussions are counted in each of these

subcategories.
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