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ABSTRACT
Objectives: General practitioners (GPs) play a key role
in heart failure (HF) management. Despite multiple
guidelines, the management of patients with HF in
primary care is suboptimal. Therefore, all the
qualitative evidence concerning GPs’ perceptions of
managing HF in primary care was synthesised to
identify barriers and facilitators for optimal care, and
ideas for improvement.
Design: Qualitative evidence synthesis.
Methods: Searches of MEDLINE, EMBASE, Web of
Science and CINAHL databases up to 20/12/2015 were
conducted. The Critical Appraisal Skills Programme’s
checklist for qualitative research was used for quality
assessment. Thematic analysis was used as method of
analysis.
Results: Of 5427 articles, 18 qualitative articles were
included. Findings were organised in HF-specific
factors, patient factors, physician factors and
contextual factors. GPs’ uncertainty in all areas of HF
management was highlighted. HF management started
with an uncertain diagnosis, leading to difficulties with
communication, treatment and advance care planning.
Lack of access to specialised care and lack of
knowledge were identified as important contributors to
this uncertainty. In an effort to overcome this,
strategies bringing evidence into practice should be
promoted. GPs expressed the need for a
multidisciplinary chronic care approach for HF.
However, mixed experiences were noted with regard to
interprofessional collaboration.
Conclusions: The main challenges identified in this
synthesis were how to deal with GPs’ uncertainty about
clinical practice, how to bring evidence into practice
and how to work together as a multiprofessional team.
These barriers were situated predominantly on the
physician and contextual level. Targets to improve GPs’
HF care were identified.

INTRODUCTION
Heart failure (HF) is a highly prevalent
disease, affecting the elderly in particular.1 2

Early diagnosis of HF is important so that
treatment can be initiated on time in order
to delay progression to overt HF.1 In Europe,
most patients with HF first present in
primary care.3 However, HF diagnosis and

treatment is often inadequate in primary
care.3–5 Natriuretic peptides and echocardi-
ography, recommended for the diagnosis of
HF1 are underused by general practitioners
(GPs).6 Additionally, a ‘seamless’ system of
care, integrating both community and hos-
pital care has been shown to reduce HF hos-
pitalisation and mortality in patients
discharged from hospital.1 7 8 Despite the
evidence, multidisciplinary management pro-
grammes are still not widely implemented as
usual care.
The reasons behind this evidence-practice

mismatch have been addressed in qualitative
studies exploring the barriers and facilitating
factors primary care professionals experience
in the management of chronic heart failure
(CHF). Special interest is focused on the

Strengths and limitations of this study

▪ This qualitative evidence synthesis is the first to
collect and review the existing qualitative
research about general practitioners’ (GPs’) per-
ceptions of managing chronic heart failure in
primary care.

▪ Knowledge in this area is recent: all of the
included articles were published after 2001, with
a majority of studies published after 2011 (13/
18).

▪ The synthesis of qualitative research is an
expanding and evolving methodological area.
ENhancing TRansparancy in REporting the syn-
thesis of Qualitative research (ENTREQ) state-
ment recommendations were followed in order
to enhance maximum transparency in reporting
the synthesis.

▪ Devising a search strategy was challenging since
methodological filters were not useful.

▪ The results of this synthesis are based largely on
studies undertaken in the UK (9 articles) and
Canada (4 articles), which may impact the trans-
ferability of findings. Therefore, the context of
the included studies was provided to enable
readers to judge for themselves whether or not it
is similar to their own.
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perceptions of the GP, who plays a key role in the coord-
ination of care for patients with long-term conditions in
primary care.9 Much qualitative research has been
undertaken to respond to this issue, but to date no
review article has synthesised all the previous research.
Therefore, this article synthesises the GPs’ perspectives

on current management of CHF in primary care. We
conducted a qualitative evidence synthesis to understand
how GPs experience the diagnosis and management of
CHF in daily practice, to identify the barriers and facili-
tators for optimal care, and to explore their ideas in
order to overcome the identified obstacles.

METHODS
Design
The synthesis of the findings of primary qualitative
studies is emerging as an important source of evidence
for healthcare and policy.10 11 A qualitative evidence syn-
thesis can pull together data across different contexts,
generate new theoretical or conceptual models, identify
research gaps, and provide evidence for the develop-
ment, implementation and evaluation of health inter-
ventions.10 To ENhance Transparency in REporting the
synthesis of Qualitative research the ENTREQ statement
was developed. The recommendations of this statement
were followed to report our synthesis.10

Search strategy
A comprehensive preplanned search of the literature
was undertaken in four databases: MEDLINE, EMBASE,
Web of Science and CINAHL, all from inception to 20
December 2015. Search terms were categorised in three
groups:
Group 1: HF
Group 2: GPs
Group 3: Qualitative research
These groups were combined with ‘AND’ to complete

the search (see online supplementary appendix 1 for
search strategy). A cited reference search of selected
studies was conducted (in the Web of Science database)
and reference lists of selected articles were manually
searched for identification of additional sources.

Study selection
The following definition was used to select studies:
‘papers with a focus on GPs’ experiences and/or percep-
tions of CHF and its management in primary care’. For
inclusion in the review a study had to use qualitative
methods of data collection and analysis, either as a
stand-alone study or as a discrete part of a larger mixed-
method study. Studies using mixed methods were
included only if qualitative findings were presented sep-
arately from quantitative results. Descriptive papers, edi-
torials, and opinion papers were excluded. To be
included in our analysis, at least one study participant
had to be a GP. If a study used a mixed sample of parti-
cipants (eg, patients, family caregivers, nurses, GPs and

cardiologists), it had to allow clear extraction of the GP’s
opinion: if data were not illustrated by a direct quotation
from a GP, the study was excluded. Only qualitative
research performed in outpatient settings was included.
Hospital settings were excluded. Studies that focused on
different conditions (eg, HF, dementia and cancer) were
included if the results related to CHF were reported sep-
arately from the other conditions. Since our research
question concerned the GPs’ perspectives on current
management of CHF, we excluded evaluation studies of
interventions that had not yet been implemented in
usual care. Articles in languages other than English were
considered if the English translation of the abstract met
the above-stated inclusion criteria.
The first reviewer (SVR) divided the resulting articles

into three categories (definitely excluded, included and
in doubt) based on title and abstract. All studies in the
last two categories were checked by the second reviewer
(MS). Disagreements were resolved by consensus or by a
third reviewer (BV). Full texts of all included articles
and all articles in doubt were retrieved. Two reviewers
(SVR and BV) read the articles and checked the inclu-
sion criteria. A third person (MS or MV) considered
studies on which there was a lack of agreement, and a
final decision was made after discussion. A log was
kept of the excluded articles, with the reasons for
exclusion.

Critical appraisal
The Critical Appraisal Skills Programme (CASP) check-
list was used to assess the quality of the included studies
(see online supplementary appendix 2). This instrument
is easily accessible online and clearly defines the
meaning behind each individual criterion listed.12 Two
independent reviewers (SVR and MS) assessed the
quality of included articles and results were discussed to
reach consensus. Only moderate-to-high quality studies
were included to ensure the validity of the included
results.13

Data extraction
Background information on each study (study aim,
origin, study setting, participants, methods used for data
collection and analysis) was extracted from each paper.
Two approaches were used to extract qualitative evi-
dence from the included studies. If only GPs partici-
pated in the study and HF was the only condition
studied, all themes or other qualitative data identified in
the primary study and relevant to the research questions
of the review were extracted, regardless of whether they
were illustrated by a direct quotation.14 If groups other
than GPs participated or conditions other than HF were
targeted, only data illustrated by a direct quotation from
a GP, or by a direct quotation related to HF respectively,
were extracted. For each paper, these data were
extracted by SVR and then checked by a second reviewer
(MS).

2 Smeets M, et al. BMJ Open 2016;6:e013459. doi:10.1136/bmjopen-2016-013459

Open Access

http://dx.doi.org/10.1136/bmjopen-2016-013459
http://dx.doi.org/10.1136/bmjopen-2016-013459


Data analysis and synthesis
Thematic analysis was used as a method for analysis and
synthesis of the selected studies. Thematic analysis is a
tried and tested method that preserves an explicit and
transparent link between conclusions and text of
primary studies; as such, it preserves principles that have
traditionally been important to systematic reviewing.15

Thematic synthesis comprises three stages: the
‘line-by-line’ coding of text; the development of ‘descrip-
tive’ themes; and the generation of ‘analytical’ themes.
While the development of descriptive themes remains
‘close’ to the primary studies, the analytical themes rep-
resent a stage of interpretation whereby the reviewers
‘go beyond’ the primary studies and generate new inter-
pretive constructs, explanations or hypotheses.15

We entered all the results of the studies verbatim into
QSR’s Nvivo V.11 software for qualitative data analysis.
After familiarisation with the data, two reviewers (SVR
and MS) independently coded each line of text accord-
ing to its meaning and content. Codes were created
inductively. After reading and coding the findings of
four studies, the two researchers discussed and com-
pared the codes for similarities and differences until a
primary coding framework was constructed.
Subsequently, the findings of the other studies were
independently read and coded. On various occasions
the two reviewers discussed their respective coding fra-
meworks to reach consensus. Codes were added, modi-
fied or merged where necessary. This process resulted in
a tree structure with several layers for organising the
descriptive themes. From these, a set of analytical
themes emerged that were discussed by the whole
research team (SVR, MS, BV and MV).

RESULTS
Results of the database searches
A PRISMA flow diagram16 of study selection is presented
in figure 1. Of 5427 records, 23 articles met the inclu-
sion criteria. One article was identified through citation
searching.17 This article was not retrieved by the data-
base searches.

Critical appraisal
The quality of all included studies was evaluated using
the CASP checklist for qualitative research (table 1).12

Five studies were recognised as low-quality studies and
were excluded.18–22 Eventually, 18 articles were
included in this qualitative evidence synthesis. Online
supplementary appendix 3 summarises the character-
istics of the included studies.

Data analysis and synthesis
A comprehensive overview of all identified themes is
provided in table 2. In this table, themes were organised
into HF-specific and patient factors (non-modifiable)
and physician and contextual factors (modifiable) to
facilitate recognition of modifiable factors. Additionally,

three overarching themes were identified for synthesis-
ing GPs’ perceptions of managing patients with CHF in
primary care: (a) uncertainty about clinical practice; (b)
interdisciplinary collaboration and (c) ideas for improve-
ment. A narrative summary of these themes was pro-
vided below.

Theme 1: Uncertainty about clinical practice
Subtheme 1.1: Value of clinical guidelines
Most physicians were unfamiliar with existing guidelines
about the diagnosis and management of HF.6 24 25 28 34

Underuse of guidelines could be partly explained by the
GPs’ feeling that they were being overloaded with infor-
mation and experienced ‘guideline fatigue’.6 24

Additionally, GPs felt that guidelines were rarely applic-
able to real-world practice.6 24 They ‘rarely cover options
in polypharmacy’ and ‘a lot of people do not fit into
them, the little boxes’.6

On the other hand, some GPs recognised and worried
about the ‘rapidity of change in all fields’ and believed
that ‘[they] owe it to [their] patients’ to be in touch.24

They expressed the view that using guidelines led to
more confident decision-making.6 24

Subtheme 1.2: Difficult diagnosis
Throughout all studies GPs expressed the feeling that
HF was a difficult diagnosis. The main difficulties in
accurately diagnosing HF were the blinding of the
disease by other conditions and the lack of specificity of
the symptoms, particularly in the early stages.24–26 29 34

This was especially the case in elderly patients with
comorbid conditions.24–26 34

The biggest problem is that it’s always inevitably older
people who get it. It’s a co-pathology intermingled with
other things, and that makes it often quite difficult to
disentangle.24

GPs attached great importance to a clinical assessment
when diagnosing HF.24–26 34 To the extent that HF was a
purely clinical diagnosis for some GPs, other GPs did
use additional tests but a wide variety was noted in their
choices.24–26 34 Many GPs mentioned that they would
arrange a chest X-ray and some would arrange a 12-lead
electrocardiogram.25 34 Only a few GPs reported sending
a patient for an echocardiography to confirm a diagno-
sis of HF.24–26 34 Several reasons were given as to why
echocardiography is not more commonly used in asses-
sing patients with suspected HF: difficulties in accessing
echocardiography services;24–26 34 a lack of confidence
in interpreting test results when using open-access echo-
cardiography;6 24 unawareness of the diagnostic benefits
of echocardiograms;24–26 34 and a view that echocardiog-
raphy is not always warranted, especially in obvious
cases.25 26 34

Usually the diagnosis is made—at least by myself—clinic-
ally, because I, I don’t think I sent anybody for … an
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echo. That’s how you would theoretically make the
diagnosis.34

Another obstacle to diagnosing HF in general prac-
tice was not having enough time to deal with patients
suspected of having HF, even if GPs were aware of the
evidence concerning the validity of signs or investiga-
tions.24–26

Finally, not all GPs were confident about diagnosing
CHF6 24 28 and for some, the diagnosis could only be
made by cardiologists.24 28

Well, you know, we GPs… can’t diagnose CHF… After
referral to a cardiologist, we write down that diagnosis,
control those maintaining medications.28

Subtheme 1.3: Difficulties in communication with patients
Since GPs were uncertain about the diagnosis and prog-
nosis of HF, they found it difficult to relay information
back to patients.29 Additionally, all GPs felt that the term
‘heart failure’ was unhelpful in explaining the diagnosis
and prognosis to patients. GPs regarded it as a ‘loaded’
term,31 having an effect on patients that was similar to
being told they had cancer.24 29 31 36 To avoid upsetting
patients and extinguishing hope, some clinicians talked
about HF in euphemistic terms, such as having an
‘ageing heart’, ‘stiff heart’ or ‘heart not pumping
efficiently’.29 36

GPs recognised a conflict in balancing prognostic
information with symptom treatment: while patients

Figure 1 PRISMA flow diagram of study selection. CHF, chronic heart failure; GPs, general practitioners; ILL, interlibrary loan.

4 Smeets M, et al. BMJ Open 2016;6:e013459. doi:10.1136/bmjopen-2016-013459

Open Access



may live with HF for a long time, they realised it was
necessary to emphasise the importance of taking
appropriate medication.24 29 Some GPs spoke about
addressing the question of prognosis over time in
response to changing circumstances, particularly
where patients might be approaching the end of
their life.31

It could be another 10 years before they progress and
something else would kill them first, so you don’t want to
give undue alarm, but at the same time… in order to
entice them to take their medications, you probably do
need to explain the gravity of the situation. It’s a very
fine balance.29

Subtheme 1.4: Treatment issues
Uncertainty about diagnosis also cast doubts on the
development of treatment strategies.24 25 Additionally,
GPs encountered difficulties associated with comorbid-
ities and polypharmacy, especially in elderly
patients.6 24 26 31 36 Moreover, several GPs saw ageism as
a consideration for a less aggressive approach.24–26 30 34

I think there is an ageist agenda with it as well because
you know somebody of 60 who has got heart failure
you’re going to be much more aggressive with than
someone who is 78, not just in terms of making the diag-
nosis but the investigations and treatment.24

And again, GPs recognised that they lacked the time
needed to ensure efficient and effective follow-up and
accurate monitoring of patients with HF.6 33 37

A feeling predominated in some practices that HF
should be managed in secondary care:6 24 33 “Can we
adequately manage heart failure in general practice,
given the modern advances that we are all unsure
about?”.24 Indeed, most GPs were not fully aware of the
possible treatment options.6 23–26 34 Some GPs were
happy to keep patients on diuretics only, possibly
unaware of the potential benefits of ACE inhibitors
(ACE-I) and β-blockers.23–26 34 Other reasons for not
prescribing ACE-I or β-blockers in patients with newly
diagnosed HF were: concerns about possible side
effects;6 24–26 31 worries about starting treatment in
primary care as opposed to in hospital, partly because of
previous teaching and a fear that patients might collapse
in the community setting;6 24 26 and the burden of mon-
itoring when titrating the medications.6 24 25 Even when
ACE-I were initiated, GPs were cautious about using
high doses.24–26

The danger of impaired renal function with high doses
of not only the diuretics but the ACE inhibitors as well
juggling doses of ACE inhibitors against diuretics, up and
down, checking potassium. I do find some of those con-
flicts difficult to resolve.6

Table 1 Critical appraisal using the Critical Appraisal Skills Programme (CASP) checklist for qualitative research

CASP questions

Study 1 2 3 4 5* 6 7 8* 9* 10 Quality rating Comments

De Vleminck et al23 x x x x x ? x x x x H

Fuat et al24 x x x x x x / x x x H

Kasje et al18 x x / / / / / x / x L Exclusion

Khunti et al25 x x x x x x x x x x H

Peters-Klimm et al19 x x x x / / / x / / L Exclusion

Phillips et al26 x x x x x / x / x x M

Waterworth and Gott27 x x x x x / x x / x M

Ahmedov et al28 x x x x x x x x x x H

Barnes et al29 x x x x x / x x x x H

Boyd et al20 x x x x / / x / / / L Exclusion

Browne et al45 x x x x x ? x x x x H

Close et al30 x x x x x / x x x x H

Glogowska et al31 x x x x x x x x x x H

Hancock et al6 x x x x x x x x x x H

Hanratty et al32 x x x x x x / x x x H

Hayes et al33 x x x x x x x x x x H

Heckman et al34 x x x x x x x x x x H

Kavalieratos et al35 x x x x x / x x x x H

MacKenzie et al21 x x / / / / / / / x L Exclusion

Newhouse et al17 x x x x / ? x x x x M

Simmonds et al36 x x x x x x x x x x H

Tait et al37 x x x x x x x x x x H

Toal et al22 x x x x / / / / / x L Exclusion

*Questions that were given more weight by the reviewers: number 5 ‘Was the data collected in a way that addressed the research issue?’;
number 8 ‘Was the data analysis sufficiently rigorous?’; and number 9 ‘Is there a clear statement of findings?’.
x=yes; /=no; ?=cannot tell.
H, high; L, low; M, moderate.
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Table 2 Thematic matrix: GPs’ perceptions of managing chronic HF in primary care

HF-specific factors Patient factors Physician factors Contextual factors

Use of guidelines

Barriers ▸ Overload of information

▸ Not useful in patients with

comorbidities and polypharmacy

▸ Influence of dated medical training

▸ Not applicable to the local

situation

Facilitators ▸ Motivated by a sense of duty towards

patients

▸ Feel more confident when using

guidelines

Ideas for

improvement

▸ Education of GPs ▸ Need for locally drafted guidelines

Diagnosis

Barriers ▸ Non-discriminating HF

symptoms and signs

▸ Difficulties in older patients with

comorbidities

▸ Patient’s reluctance to be

referred

▸ Doubts about value of diagnostic tests

▸ Lack of confidence in diagnosing HF

and interpreting test results

▸ Unawareness of the importance of HF

classification (HFrEF, HFpEF)

▸ Inertia or fear of initiating an intensive

course of action

▸ Lack of availability of diagnostic

tests , and

▸ Long waiting lists for

echocardiography

▸ Time constraints and

▸ No imaging modalities in LTC

homes

Facilitators ▸ Younger patients ▸ Rapid access to echocardiography

by direct referral to consultants

Ideas for

improvement

▸ Education of GPs ▸ Improving access to diagnostic tests

and services and

▸ Access to portable imaging devices

in LTC homes

Communication with patients

Barriers ▸ Uncertainty about

diagnosis

▸ The gradual drift to

diagnosis

▸ Anxiety-laden

terminology

▸ Patient’s lack of understanding

of HF

▸ The challenge of balancing prognostic

information

▸ Involvement of different parties,

disrupting the flow of

communication

Facilitators

Ideas for

improvement

▸ Education of GPs

Treatment

Barriers ▸ Uncertainty about

diagnosis

▸ No effective treatment for

HFpEF

▸ Difficulties associated with

comorbidities and polypharmacy

▸ Reluctance in treatment of older

patients

▸ Immobility

▸ Lack of confidence in managing HF in

general practice

▸ Unawareness of the role of other

agents than ACE-I and β-blockers
▸ Unawareness of indications for

electrical therapy

▸ Still treating HF as an acute illness

▸ Time constraints and

▸ Cost of treatment , and

Continued
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Table 2 Continued

HF-specific factors Patient factors Physician factors Contextual factors

Use of ACE-I and β-blockers
▸ Fear of side effects

▸ Fear of initiating drugs outside the

hospital

▸ Burden of monitoring

▸ Unawareness of potential benefits of

ACE-I and β-blockers
Use of optimal doses of ACE-I

▸ Fear of side effects

▸ Reluctance to increase dosage if

patients were asymptomatic or stable

▸ Lack of knowledge of target dose

Facilitators ▸ Younger patients

▸ A connection between patient

and physician that transcended

the professional relationship

▸ A good understanding of treatment

options

▸ Possibility of home visits for frail and

immobile patients

Ideas for

improvement

▸ Promoting a holistic and chronic care

approach

▸ Education of GPs

ACP

Barriers ▸ Lack of key moments

▸ Unpredictable disease

progression

▸ Patient’s belief that heart

disease can be fixed

▸ Lack of familiarity with the terminal

phases of HF

▸ Fear of giving bad news too soon

▸ Lack of attention to ACP in chronic

diseases

▸ Lack of knowledge of palliative care

and its functional organisation

▸ Unequal access to palliative care

compared with cancer

Facilitators ▸ Recognising the importance of timely

initiation of ACP

▸ Availability of hospice care for

patients with HF

▸ End-of-life care pathways for

patients with HF

Ideas for

improvement

▸ Education of GPs

Interdisciplinary collaboration

Barriers ▸ Fear of being de-skilled because of

task delegation

▸ Perception that others do not trust

GPs’ clinical competence

▸ Fear of losing patients to specialists

▸ Specialist assistance leads to

fragmented care instead of integrated

care

▸ Limited access to specialised care

with long waiting lists for referral ,

and

Specific context of care homes

▸ Concerns about staffing, continuity

of care, and variable quality of

nurses

Continued
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Table 2 Continued

HF-specific factors Patient factors Physician factors Contextual factors

▸ Lack of clear reports and

interdisciplinary communication

▸ Negative attitude towards collaboration

with nurses

▸ Lack of trust in other health

professionals’ competences

▸ Perception of hierarchical

boundaries, compromising

communication

▸ Lack of role clarity—‘it’s somebody

else’s responsibility’ and

▸ Lack of specialist availability in LTC

homes

Facilitators ▸ Close relationship with specialists and

mutual respect

▸ Positive previous experiences with

specialist HF nurses

▸ Motivation to invest (time) in practice

organisation with a positive attitude

towards collaboration with nurses

▸ Accepting the valuable input of nurses

who have more time to spend with

patients

Specific context of care homes

▸ Stable staffing in LTC homes

▸ Close observation and monitoring of

LTC residents by nurses and

personal support workers

▸ Role of GP: to assume greater

leadership and responsibility

Ideas for

improvement

▸ Active role for community health

providers in HF care

▸ Promoting a holistic and chronic care

approach

▸ Improved access to HF clinics and

HF nursing teams and

▸ Need for locally drafted guidelines

Specific context of care homes

▸ Empowerment of LTC staff

▸ Need for a greater leadership role

among GPs

derived from data of study/studies performed in UK; derived from data of study/studies performed in Australia; derived from data of study/studies performed in Canada; derived from
data of study/studies performed in Uzbekistan.
ACE-I, ACE inhibitors; ACP, advance care planning; GP, general practitioner; HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection
fraction; LTC, long-term care.
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Not all GPs shared these views,24–26 34 offering com-
ments such as: “The evidence for their [ACE-I] use is
very good, and if there is a side effect then I will look
for an alternative”;26 and “Getting them on an ACE
inhibitor and β-blockers are fairly simple things to do”.34

Most GPs had little knowledge of the role of agents
other than diuretics, ACE-I and β-blockers,6 24 34 and
some GPs still treated HF as an acute illness.33 34

I think one thing that may be lost here, and this may be
part of the overall management: you make them better
by treating the acute symptoms but maybe there’s some-
thing lost there that you don’t go on to manage the
heart failure itself … because you make them better, you
think you’ve done what you need to do, but maybe you
should be looking at, you know: is this person on an
ACE, and if not, should you be starting one?34

Subtheme 1.5: Advance care planning (ACP) is not (timely)
initiated
The majority of GPs acknowledged that the stage of
advanced illness was too late to initiate ACP, but, in prac-
tice, end-of-life care issues were generally raised when
the patient’s condition was obviously declining after
numerous acute hospital admissions.23 31 The timing of
ACP was experienced as difficult by many GPs, because:
unlike cancer, the diagnosis of HF does not start with
bad news; the path of CHF is unpredictable without
clear key moments; and less attention is paid to ACP in
chronic diseases.6 23 29 31 32 35

The prognosis is so variable with mild heart failure, and
often, the people are very old anyway and something else
is going to get them first, and you know, you just address
it on a pragmatic level rather than spelling out exactly
what the course is likely to be.29

Theme 2: Interdisciplinary collaboration
Subtheme 2.1: Limited access to specialised care with long
waiting lists for referral
Waiting lists and the poor local availability of specialised
care, such as cardiology services, open-access echocardi-
ography, HF clinics and HF nursing teams, had a nega-
tive effect on GPs’ decisions to refer patients with
suspected HF.6 24–26 34 36 These barriers to service usage
were attributed to the organisation of healthcare
systems, varying from country to country (table 2).

The mammoth wait makes using this service [HF clinic]
impractical.6

Subtheme 2.2: GPs’ attitudes towards multidisciplinary
collaboration
Some GPs feared that the organisation of care, with an
emphasis on specialist HF services and task delegation,
might lead to the de-skilling of GPs.6 A few practitioners

already felt that other healthcare providers did not fully
trust their clinical competence.25 36 A particular concern
among GPs was the fear of losing patients to specia-
lists:32 37 “There are some specialties where the specialist
basically takes over the care of the patient, and the
patient disappears”.37

The feeling predominated that specialist assistance led
to fragmented care instead of integrated care, and that
the involvement of multiple specialists, each with a
narrow clinical focus, might paradoxically further com-
plicate the management of patients with HF.17 34

So we really do sometimes need a person who specializes in
one or another field to try to build things on, because
sometimes a patient is going [to a specialist] and a cardiolo-
gist will take over initially. Then he [cardiologist] passes on
to the diabetologist. Then he passes on to the renal special-
ist. So sometimes one [specialist] fixes one thing and gets
them [residents] stabilized, then passes on to the next.34

GPs also regretted the variability in clear reports and
interprofessional communication.24 34 37 These experi-
ences influenced referral and effective collaboration.
On the other hand, many GPs also had positive

experiences in working with other healthcare providers.
In these situations the attitude of GPs and other profes-
sionals influenced interprofessional collaboration
positively.27 34 37

Yeah, he [specialist] called this morning, I called him on
my cell phone and he called back by lunch.34

I trust the PSWs [personal support workers] more than
anybody, more than the nurses, more than myself,
because they see them [residents of care homes] all the
time; they are the ones doing care.34

Theme 3: Ideas for improvement
Subtheme 3.1: Need for education and locally drafted
guidelines
The majority of GPs acknowledged the need for educa-
tion for GPs to overcome their uncertainty about clinical
practice.6 29 33

If primary care physicians were taught and educated and
encouraged to seek these things out (signs of fluid reten-
tion) we may be able to do a better job at avoiding hos-
pital visit with frank failure.33

Some GPs suggested the development of locally drafted
guidelines to ensure a locality based, contextualised
approach to overcome local organisational factors around
the provision of specialised services and professional
interactions between primary and secondary care.24

Subtheme 3.2: Promoting a holistic and chronic care
approach
Some GPs emphasised the active role that community-
based healthcare providers, including GPs, nurses and
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community pharmacists, should play in HF care. The
paradigm shift from episodic diabetes treatment and
management to a chronic care approach was alluded to
as an example for HF.33 The need for more specialist
HF nurses was expressed, particularly as a means of sup-
porting the primary healthcare team through collabora-
tive action.27

I really think that the cardiologist have to press upon the
primary care physicians saying “Listen you can prevent
emergency room visits in heart failure […] by just taking
a little extra time to check over your patients. Just like we
do for Diabetes […] the heart failure patient should
have dedicated visit specifically for heart failure.33

Having maybe specialist nurses in the management of
heart failure who would do house calls and help monitor
these patients would help us.27

DISCUSSION
This evidence synthesis highlights GPs’ uncertainty
about managing patients with CHF in general practice.
The non-discriminating symptoms and signs, and the
difficulties associated with elderly patients and
comorbidities, made HF difficult to diagnose. GPs were
unfamiliar with the natural history of CHF, lacked the
expertise to diagnose and manage CHF, and were not
fully aware of relevant research evidence and guidelines,
despite their availability. The need for education is
expressed by GPs, as well as the importance of a holistic
and chronic care approach.
Variable access to diagnostic services and specialised

care shaped practice and decision-making processes
among GPs. They expressed their concerns that
interdisciplinary collaboration would result in de-skilling
and losing patients to specialists, and admitted that
interdisciplinary collaboration was influenced by previ-
ous positive or negative experiences. The idea of locally
drafted guidelines was proposed to overcome these
obstacles.
This qualitative evidence synthesis is, to the best of

our knowledge, the first to collect and review the exist-
ing qualitative research about GPs’ perceptions of man-
aging CHF in primary care. Knowledge in this area is
recent: all of the included articles were published after
2001, with a majority of studies published after 2011
(13/18). The synthesis of qualitative research is an
expanding and evolving methodological area. ENTREQ
statement recommendations were followed in order to
enhance maximum transparency in reporting the
synthesis.10

However, a few limitations of the present study should
be noted. First, devising a search strategy was challen-
ging. Initially, methodological filters were tested, but
found to be unhelpful as the Medical Subject Heading
(MeSH) ‘Qualitative Research’ was only introduced in
2003, and even after 2003 papers were not identified
appropriately as qualitative.38 Therefore, the search was

expanded, and backward and forward citation searching
was performed, in order to be as inclusive as possible
(see online supplementary appendix 1).
Second, quality assessment of qualitative research is

contentious. The approach chosen aimed to exclude
low-quality studies and avoid unreliable conclusions. A
potential risk of this approach is that valuable insights
from the excluded studies are lost; however, the
Cochrane Qualitative Research Methods Group recom-
mends this method, emphasising methodological sound-
ness of studies.13

Third, the results of this synthesis are based largely on
studies undertaken in the UK (nine articles) and
Canada (four articles), which may impact the transfer-
ability of findings. Additionally, HF research, guidelines
and resources have evolved since 2001. Consequently,
some of the findings in older studies may not reflect the
current situation. Therefore, the context of the included
studies was provided to enable readers to judge for
themselves whether or not it is similar to their own.
The main challenges identified in this synthesis were

how to deal with GPs’ uncertainty about clinical practice,
how to bring evidence into practice and how to work
together as a multiprofessional team to provide good-
quality coordinated care. Identified obstacles were orga-
nised into HF-specific factors, patient factors, physician
factors and contextual factors. The majority of influence-
able factors were contextual and physician related: these
factors could be seen as possible targets for implementa-
tion strategies to improve HF management.
First, uncertainty about clinical practice started with

uncertainty about HF diagnosis. Echocardiography is
needed to objectify the diagnosis of HF; nonetheless,
GPs experienced several barriers to referring patients
for echocardiography, such as a lack of availability of
echocardiography. Indeed, in most European countries,
echocardiography was either not available to more than
half of the primary care physicians within 1 month, or
not available at all.39 In response, efforts have been
made in the last decade to improve access to echocardi-
ography services, for example in the UK, by introducing
open-access echocardiography.6 However, recent qualita-
tive studies have shown that open-access echocardiog-
raphy did not always meet the need because many GPs
still preferred to refer the patient to a cardiologist or
specialist HF clinic due to a lack of confidence in inter-
preting test results.6 24 Additionally, guidelines advocate
the use of natriuretic peptides as a rule-out test to limit
the number of cases needing echocardiography.1

However, surprisingly, in our synthesis not one GP com-
mented on his or her experiences with the use of this
biomarker. Hancock et al6 did cover this subject in their
survey showing that 20–30% of GPs used natriuretic pep-
tides in the diagnosis of HF and the same percentage
again would use them if they were readily available. It
would be interesting to investigate GPs’ experiences with
the use of natriuretic peptides for the diagnosis and
management of HF in daily practice.
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Second, it was remarkable that many GPs expressed
the need for education to overcome this uncertainty,
despite widespread availability of evidence-based HF
guidelines. Indeed, published research evidence does
not automatically diffuse into clinical practice.40 Given
the barriers to guidelines usage identified in this synthe-
sis, there is no need for additional guidelines as GPs
already felt ‘overloaded with information’.6 24 Some GPs
did express the need to translate existing HF guidelines
to the local situation, with input from primary and sec-
ondary care professionals.24 Another way to improve
translation of guidelines into practice could be the
implementation of a clinical decision support system
(CDSS) integrated in the GPs’ electronic health record.
Guidelines combined with expert advice via a CDSS are
a way of providing tailored management and have been
proven to increase GPs’ confidence in the diagnosis and
management of CHF.41–43

Third, a multidisciplinary approach to HF manage-
ment is promoted by research results and HF guide-
lines.1 7 8 GPs agreed with the need for a
multidisciplinary chronic care approach for HF, but they
acknowledged difficulties in interdisciplinary collabor-
ation and communication. GPs expressed the fear of
losing their central role and becoming de-skilled, and
were concerned that specialist assistance led to fragmen-
ted care instead of integrated care.6 17 32 34 37 On the
other hand, ease of access and former positive experi-
ences positively influenced collaboration.27 34 37 This is
in line with previous studies that also emphasised the
importance of contextual tensions and interprofessional
relationships that can have both positive and negative
influences on effective collaboration.37 44 When estab-
lishing new initiatives for HF improvement programmes,
these tensions and relationships should be taken into
account since a positive attitude towards multidisciplin-
ary collaboration is a prerequisite for success.
In conclusion, this evidence synthesis highlighted GPs’

uncertainty in all areas of HF management starting with
diagnostic uncertainty. Lack of access to specialised care
and lack of knowledge were identified as important con-
tributors to this uncertainty. Lack of access to specialised
care could partly be countered by promoting implemen-
tation of natriuretic peptides in primary care as a
rule-out test to reduce the number of patients needing
echocardiography. Additionally, strategies bringing evi-
dence into practice should be promoted, such as locally
drafted guidelines or CDSS integrated in the electronic
health record. GPs expressed the need for a multidiscip-
linary chronic care approach for HF. However, mixed
experiences were noted with interprofessional collabor-
ation. When establishing new initiatives for HF improve-
ment programmes, the barriers and facilitators found in
this evidence synthesis should be taken into account.
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