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Results

Conclusion

• We performed a qualitative descriptive study using a 
semi-structured interview guide developed from clinical 
stakeholders’ insight.

• A rapid qualitative analysis was performed. ​

• General themes were identified by-question based on  
consensus and presented to the broader team for 
discussion and further refinement.
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“The thing is that there is that we 
are still not as comfortable, let’s put it 
this way, because it’s the newest 
thing that came in.” (clinician #7)

“When we do have patient that 
have a diabetes, these SGLT2 
inhibitors are very important…..as 
cardiologists, we don’t tend to 
manage diabetes” (clinician #8)

“But to sit there and tell patient 
that's feeling, sometimes they feel 
OK, they feel fine - that I'm gonna

start you on four medications. 
They are not happy about that 

and it's really difficult to explain to 
them why it's important” (clinician 

#1).

“Oftentimes they may be good candidates 
for these medications, but due to insurance 
and cost reasons and nothing else, not even 
tolerance issues, it's going to be the reason 
why they either stay on just an ACE or an 
ARB, or never get an SGLT2i” (clinician #15) 

“She (clinical pharmacist) looks 
at the patients, looks at the 

insurance, is able to do all the 
paperwork, knows all the 

loopholes, and can get the 
medications for the patients 

that they need” (clinician #8). 

Methods 

The purpose of this study is to gain insights into the 
barriers and facilitators that influence the utilization of 
guideline-directed medical therapy (GDMT), with a 
focus on sodium-glucose cotransporter 2 inhibitors  
(SGLT2is) in patients with heart failure with reduced 
ejection fraction (HFrEF) managed within an 
integrated health delivery network.

• Of the 20 clinicians (cardiologists, advance practitioners, 
pharmacists) interviewed from across 8 cardiology clinic 
sites, 18 completed interviews were included in the final 
analysis.

• Medication cost and affordability of brand name drugs, 
be it actual or perceived remained a major barrier to the 
prescribing of SGLT2i and thus adhering to GDMT 
prescribing.

• In addition to cost, clinical inertia, polypharmacy 
concerns, and lack of comfort with prescribing newer 
medication class such as SGLT2i were observed as 
major barriers to increasing GDMT prescribing in 
outpatient settings at Cardiology practices.

• Providers practicing at cardiology locations that had 
support in the form of clinical pharmacist often 
acknowledged their presence as a major facilitator to 
increasing SGLT2i prescribing in patients with HFrEF.

Among cardiology clinicians, clinical inertia and medication costs were the 
most frequently reported barriers to prescribing sodium-glucose 

cotransporter 2 inhibitors in patients with Heart Failure
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