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Background/Objectives: Attitudes toward deprescribing could vary among subpopulations. 

We sought to understand patient attitudes toward deprescribing among patients with heart failure 

with preserved ejection fraction (HFpEF).

Design: Retrospective cohort study

Setting: Academic medical center in New York City

Participants: Consecutive patients with HFpEF seen in July 2018-December 2019 at a program 

dedicated to providing care to older adults with HFpEF

Measurements: We assessed the prevalence of vulnerabilities outlined in the domain 

management approach for caring for patients with heart failure and examined data on patient 

attitudes toward having their medicines deprescribed via the revised Patient Attitudes Toward 

Deprescribing (rPATD).

Results: Among 134 patients with HFpEF, median age was 75 (interquartile range 69–82), 

60.4% were women, and 35.8% were non-White. Almost all patients had polypharmacy (94.0%) 

and 56.0% had hyperpolypharmacy; multimorbidity (80.6%) and frailty (78.7%) were also 

common. Overall, 90.3% reported that they would be willing to have ≥1 of their medicines 

deprescribed if told it was possible by their doctors; and 26.9% reported that they would like to 

try stopping one of their medicines to see how they feel without it. Notably, 91.8% of patients 

reported that they would like to be involved in decisions about their medicines. In bivariate logistic 

regression, non-White participants were less likely to want to try stopping one of their medicines 

to see how they feel without it (OR 0.25, 95% CI [0.09–0.62], p=0.005).

Conclusions: Patients with HFpEF contend with many vulnerabilities that could prompt 

consideration for deprescribing. Most patients with HFpEF were amenable to deprescribing. Race 

may be an important factor that impacts patient attitudes toward deprescribing.
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Introduction

Heart failure with preserved ejection fraction (HFpEF) has been described as the 

quintessential geriatric syndrome,1 because it disproportionately impacts older adults2 and 

its pathophysiology is closely intertwined with aging processes.3 Moreover, polypharmacy 

and complex medication regimens are nearly universal in HFpEF;4,5 and conditions that 

impact the risk-benefit ratio of many medications, such as frailty and cognitive impairment, 

are highly prevalent.6 Given these vulnerabilities, adults with HFpEF have emerged as an 

important population for deprescribing efforts.7

Patient attitudes toward deprescribing are critical for implementing deprescribing, especially 

since deprescribing has been outlined as an essential part of a patient-centered approach 

of medication optimization.8 Patient attitudes toward deprescribing have previously been 

explored nationally9 demonstrating support, but attitudes could differ across specific 

subpopulations depending on sociodemographics, health status, and/or treatment setting. For 

Navid et al. Page 2

J Am Geriatr Soc. Author manuscript; available in PMC 2022 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



example, in a recent qualitative study of adults with HFpEF, unique barriers to deprescribing 

cardiovascular medications emerged,7 suggesting that specific subpopulations might contend 

with unique issues that could impact patient attitudes toward deprescribing. The objective 

of this study was to understand attitudes toward deprescribing among patients with HFpEF 

referred to a specialist, and guide development of strategies for implementing deprescribing 

into clinical practice.

Methods

Setting:

We conducted a retrospective study of 134 consecutive patients with HFpEF seen in 

July 2018-December 2019 at the Weill Cornell HFpEF Program, a program dedicated to 

providing care to older adults with HFpEF. HFpEF was defined according to the presence 

of clinical characteristics of heart failure based on physician assessment with a documented 

left ventricular ejection fraction (LVEF) of at least 40% on the most recent echocardiogram 

within 6 months of the encounter.

This study was approved by the Weill Cornell Medicine Institutional Review Board, which 

waived informed consent.

Domain Management Approach:

The Weill Cornell HFpEF program routinely incorporates the domain management approach 

in the evaluation of all patients at their initial visit. Briefly, the domain management 

approach for providing care to patients with heart failure is a suggested framework put forth 

by the American College of Cardiology Geriatric Cardiology Section Leadership Council 

that outlines vulnerabilities across four domains of health: medical, mind and emotion, 

physical function, and social environment.6 We collected data on each of these domains.

For the medical domain, we collected data on heart failure severity, multimorbidity, and 

polypharmacy. To determine heart failure severity, we used New York Heart Association 

(NYHA) class which was abstracted from clinician notes. To determine multimorbidity, 

we counted the number of chronic medical conditions and defined a count of ≥5 

as multimorbidity. To determine polypharmacy, we counted the number of prescribed 

medications, and defined a count of ≥5 as polypharmacy10,11 and ≥10 medications as 

hyperpolypharmacy.12

For the mind and emotion domain, we collected data on cognitive impairment, depressive 

symptoms, and anxiety symptoms. We defined score <3 on the Mini-Cog as cognitive 

impairment;13,14 defined score ≥10 on the Patient Health Questionnaire-9 (PHQ-9) as 

moderate-severe depressive symptoms;15 and defined score ≥10 on the General Anxiety 

Disorder 7-item scale (GAD-7) as moderate-severe anxiety symptoms.16

For the physical function domain, we collected data on frailty and functional impairment. 

We defined score <10 on the Short Physical Performance Battery (SPPB) as frail.17,18 We 

defined a score <6 on the Katz Index of Independence in Activities of Daily Living as 

functional impairment.19
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For the social environment domain, we collected data on living situation. To determine if a 

patient was living alone, we asked how many other individuals lived in their household.

Patient Attitudes Toward Deprescribing

The revised Patient Attitudes Toward Deprescribing tool (rPATD) is a 22-question 

survey that assesses a patient’s attitude toward their medications and toward the 

potential discontinuation of a medication.20 Questions address four key domains: Burden, 

Appropriateness, Concerns, and Involvement; and include two additional Global questions 

that assess patient willingness to accept having their medicines deprescribed and overall 

patient satisfaction with current medications. Questions are scored on a 5-point Likert scale 

with the following options: “strongly agree”, “agree”, “unsure”, “disagree”, and “strongly 

disagree”. Notably, the rPATD does not specify any specific class of medications. To better 

understand attitudes towards deprescribing among patients with HFpEF, we administered the 

rPATD at each patient’s first clinical encounter in the Weill Cornell HFpEF program.

Domain scores are calculated by converting each response within a domain to a score of 1 

to 5, summing the responses, and subsequently dividing by the number of questions in the 

factor to generate a score between 1 and 5.20 Questions within the burden, concerns, and 

involvement domains were scored as such: strongly agree=5, agree=4, unsure=3, disagree=2, 

and strongly disagree=1. Questions within the appropriateness domain were reverse-scored 

to provide a unified directionality across domains.20

Statistical Analysis:

We calculated medians with interquartile ranges for continuous variables and proportions 

for categorical variables. To understand factors associated with a patient’s willingness to 

try discontinuing ≥1 of their medications, we conducted a logistic regression that examined 

the bivariate association between agreeing (Strongly Agree or Agree) with the statement 

“I would like to try stopping one of my medicines to see how I feel without it” and the 

following covariates: socio-demographics (age, sex, race, household income, and education), 

self-reported health (from the first question of the SF-12), and vulnerabilities from the 

domain management approach. Given low degree of missingness, we conducted a complete 

case analysis. All analyses were conducted using R-version 3.6.0. A p-value of <0.05 was 

required for statistical significance.

Results

Median age was 75 years (IQR 69–82); 53.7% were ≥75 years, 60.4% were women, and 

35.8% were non-White (Table 1). For self-reported health, 38.1% of patients described their 

health as “excellent”, “very good”, or “good”; 35.8% described their health as “fair”; and 

26.1% described their health as “poor”. Overall, 53.7% of the patients were classified as 

NYHA Class III-IV (Table 1).

All patients had ≥1 domain vulnerability. Within the medical domain, 94.0% had 

≥1 vulnerability (80.6% had multimorbidity, 94.0% had polypharmacy and 56.0% had 

hyperpolypharmacy). Among the mind and emotion domain, 41.8% had ≥1 vulnerability 

(22.2% had cognitive impairment, 24.6% had moderate-severe depressive symptoms, and 
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15.7% had moderate-severe anxiety symptoms). Within the physical function domain, 82.1% 

had ≥1 vulnerability (78.7% had frailty and 12.6% had functional impairment). Among the 

social environment domain, 22.4% lived alone.

Overall, 68.7% were satisfied with their current medications. However, 90.3% were willing 

to discontinue ≥1 medicines if told it was possible by their doctors (Figure 1). The 

factor score was 2.8/5 for the burden domain, 3.4/5 for the appropriateness domain, 2/5 

for the concerns domain, and 4/5 for the involvement domain—higher values indicate 

higher perceived reported burden related to medications, belief in appropriateness of 

medications, concerns about stopping medications, and desire for involvement in medication 

management. Within the burden domain, 69.4% felt they were taking a large amount of 

medicines, but only 22.3% felt that their current medicines were a burden. Within the 

appropriateness domain, 26.9% reported that they would like to try stopping one of their 

medicines to see how they feel without it. Regarding the involvement domain, 91.8% 

reported that they would like to be involved in decisions about their medicines.

In bivariate logistic regression, we found that patients who identified as non-White were 

less likely to want to try stopping one of their medicines to see how they feel without it 

(OR 0.25, 95% CI 0.09–0.62, p-value 0.005) (Table 2). None of the vulnerabilities from the 

domain management approach were statistically significant for an association.

Discussion

Our study demonstrated that patients with HFpEF universally contend with vulnerabilities 

that may be relevant for deprescribing. In a prior survey of geriatric cardiologists, 

vulnerabilities across medical, mind and emotion, physical, and social domains were cited as 

important factors when considering optimal prescribing practices.21 This supports the need 

to better delineate the role of deprescribing in HFpEF.

Patient reluctance has been reported as an important barrier to deprescribing cardiovascular 

medications.22 Our study now shows that the vast majority (90%) of patients with HFpEF 

are willing to have their medicines deprescribed if told it was possible by their doctor. 

This is consistent with a recent survey of Medicare beneficiaries in the United States with 

lower comorbidity and medication burden than patients in this study;9 and supports the 

concept that even patients with a severe debilitating cardiovascular condition referred to 

a cardiovascular subspecialist are amenable to having their medicines deprescribed. Beta-

blockers have been suggested as a potential target for deprescribing 7,23,24 given limited 

data supporting its benefits25,26 and potential for harm.27 However, there are many barriers 

to deprescribing cardiovascular medications that remain on both the patient- and physician-

level.7,22 As outlined in a recent publication from the American College of Cardiology 

Geriatric Cardiology Section Leadership Council, future work will be necessary to better 

incorporate deprescribing into the cardiovascular clinicians’ armamentarium of strategies for 

improving outcomes.28

The majority of patients in this study reported general satisfaction with their medications. 

Compared to two prior studies exploring attitudes towards having their medicines 
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deprescribed from Switzerland29 and Australia30, our study population had similar factor 

scores across all 4 domains. Despite most reporting that they believed that they were taking 

a large amount of medications, less than a quarter reported that their current medications 

were a burden. This observation adds to a growing body of literature showing that patients 

often have mixed feelings about deprescribing. For example, in a study of patients with 

HFpEF, participants reported that they did not like taking so many medications, but they 

were uncomfortable with stopping them.7 Contributors to these inconsistencies are not yet 

fully understood. Prior work has shown that patients may not understand that risks and 

potential benefits of a given medication can change over time.31,32 Consequently, patients 

may not appreciate the value of the deprescribing process and may not understand that 

deprescribing is meant as a strategy to improve outcomes. Coupled with our finding that the 

vast majority of patients wish to be involved in decisions about their medications, our study 

supports the need to develop strategies that can facilitate patient-physician communication 

regarding medication regimen.22

Given the complexity of patient attitudes toward deprescribing, we sought to examine 

whether factors related to demographics, self-reported health, or domain vulnerabilities were 

associated with patients’ desires to have their medications deprescribed. In a simple bivariate 

analysis, we found that non-White patients were less likely to want to try stopping one of 

their medicines to see how they feel without it. This observation was in contradistinction to 

the lack of association with any of the domain vulnerabilities, and suggests that non-clinical 

factors may be playing an important role in patient attitudes toward deprescribing. Our 

findings corroborate a prior study of Medicare beneficiaries, which similarly showed that 

non-White participants were less likely to agree with the statement “I would like to reduce 

the number of medicines I am taking.”9 Trust between the patient and physician has been 

identified as an important facilitator to deprescribing.33 Prior work has shown variation 

in the degree of trust that patients of different races have in the healthcare system.34 

Future work should examine whether interventions that build trust between the patient and 

physician can modify attitudes toward deprescribing.

Strengths of this study include use of the domain management approach to comprehensively 

characterize a study population with a high burden of comorbidities and polypharmacy; 

and the routine administration of the rPATD. There are also some important limitations 

to this study that should be considered. The data was derived from a single institution, 

which may impact generalizability. Additionally, patients were seen at a specialized HFpEF 

Program, which may represent a selected subpopulation. There are other elements beyond 

living alone that may represent important limitations in the social domain, such as access to 

transportation and health insurance status, which future studies should examine. The rPATD 

does not itself specify attitudes towards different medication classes. From these data, it 

is not possible to know whether patients responded to rPATD items with all medicines 

in mind or whether they may have focused on cardiac medicines given the cardiac clinic 

setting. Finally, the small sample size precluded a multivariable analysis. Future analyses 

incorporating larger sample sizes and/or qualitative study design are needed to better 

understand the role of non-clinical factors on patient attitudes toward deprescribing
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Conclusion

Patients with HFpEF contend with myriad vulnerabilities that are important to consider 

when making decisions about medications. While a majority of patients in this study did 

not report that they wanted to stop their medications, most would be amenable to having 

their medicines deprescribed if prompted by their physician. This supports the need for 

strategies to facilitate discussion about deprescribing among patients with HFpEF and their 

physicians. Finally, our findings suggest that race could be an important factor impacting 

patient attitudes toward deprescribing, and thus warrants further investigation.
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Key Points:

1. Patients with HFpEF contend with many vulnerabilities that could prompt 

consideration for deprescribing.

2. Most patients with HFpEF are amenable to deprescribing if prompted by their 

physician.

3. Race may be an important factor that impacts patient attitudes toward 

deprescribing.

This work demonstrates that patients with HFpEF contend with a high degree of medical 

comorbidities and polypharmacy, and are amenable to deprescribing even when referred 

to a specialist.
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Figure 1: Participant Responses to the rPATD
The distribution of responses to the revised Patients’ Attitudes Towards Deprescribing 

(rPATD) Questionnaire are shown. Questions are grouped into Burden, Appropriateness, 

Concerns, and Involvement; and there are two Global questions. Abbreviations: rPATD - 

Revised Patients’ Attitudes Towards Deprescribing.
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Table 1

Participant Characteristics and Domain Vulnerabilities

Participant Characteristic Value

Age, median (IQR) 75 (69–82)

Age ≥ 75, n (%) 72/134 (53.7)

Sex Male, n (%) 53/134 (39.6)

Race Non-White, n (%) 48/134 (35.8)

Household Income

 <$35,000, n (%) 62/134 (46.3)

 ≥$35,000, n (%) 48/134 (35.8)

 Missing, n (%) 24/134 (17.9)

Education < High School, n (%) 21/133 (15.8)

Self-Reported Health per SF-12 

 Excellent/Very Good/Good, n (%)  51/134 (38.1) 

 Fair, n (%)  48/134 (35.8) 

 Poor, n (%)  35/134 (26.1) 

Medical Domain

NYHA Class III or IV, n (%) 72/134 (53.7)

Number of comorbidities, median (IQR) 7 (5–9)

≥ 5 comorbidities, n (%) 108/134 (80.6)

Number of regular medications, median (IQR) 10 (4, 16)

Polypharmacy, n (%) 126/134 (94.0)

Hyperpolypharmacy, n (%) 75/134 (56.0)

Mind and Emotion Domain

Cognitive Impairment, n (%) 28/126 (22.2)

Depression Symptoms, n (%) 33/134 (24.6)

Anxiety Symptoms, n (%) 21/134 (15.7)

Physical Function Domain

Frail, n (%) 96/122 (78.7)

Functional Impairment, n (%) 17/134 (12.7)

Social Environment Domain

Lives Alone, n (%) 30/134 (22.4)

Abbreviations: SF-12 – 12-Item Short Form Survey; NYHA - New York Heart Association.
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Table 2

Factors Associated with Patient Willingness to Try Deprescribing

Characteristic OR (95% CI) P value

Age ≥ 75 0.77 (0.36–1.65) 0.50

Sex - Male 0.89 (0.40–1.92) 0.77

Race Non-White 0.25 (0.09–0.62) 0.005

Household Income < $35,000 0.68 (0.29–1.59) 0.37

Education < High School 0.77 (0.24–2.16) 0.64

Self-Reported Health per SF-12

 Excellent/Very Good/Good Reference

 Fair 1.18 (0.47–2.95) 0.73

 Poor 1.65 (0.63–4.33) 0.30

Medical Domain

NYHA Class III or IV 1.08 (0.50–2.35) 0.85

≥ 5 comorbidities 0.79 (0.31–2.11) 0.62

Hyperpolypharmacy 0.68 (0.31–1.45) 0.32

Mind and Emotion Domain

Cognitive Impairment 0.64 (0.22–1.66) 0.38

Depression Symptoms 1.18 (0.48–2.74) 0.71

Anxiety Symptoms 1.05 (0.35–2.83) 0.93

Physical Function Domain

Frail 0.85 (0.34–2.28) 0.73

Functional Impairment 0.52 (0.11–1.71) 0.32

Social Environment Domain

Lives Alone 2.23 (0.93–5.29) 0.07

Abbreviations: OR - odds ratio; CI - confidence interval; SF-12 – 12-Item Short Form Survey; NYHA - New York Heart Association.
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