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Introduction

1. Geéneéralités

1.1. Physiopathologie

L'insuffisance cardiaque chronique est une maladie caractérisée par la dysfonction d'un ou des
deux ventricules cardiaques. Souvent secondaire a une autre maladie cardiaque, on retrouve
comme cause de cette dysfonction une cardiomyopathie (e.g. infarctus du myocarde,
hypertrophie ventriculaire...), une valvulopathie (e.g. rétrécissement aortique,..), des
arythmies (e.qg. fibrillation atriale...), ou encore des maladies métaboliques et congénitales. De
plus, comme pour toutes les cardiopathies, les facteurs de risque cardiovasculaire tels que le
diabéte, l'obésité, l'age, la sédentarité, I'hypertension artérielle, le tabagisme, les

dyslipidémies, le stress chronique, les antécédents familiaux, I'apnée du sommeil, etc. sont

étroitement liés a I'apparition et la progression d’une insuffisance cardiaque.

IC aigue

Insuffisance cardiaque chronique

IC gauche

IC droite

IC a FEVG réduite IC & FEVG modérément réduite IC & FEVG conservée

Dyspnée +/- a Ueffort (NYHA)
Orthopnée
Fatigue inhabituelle

CEdemes périphériques
Turgescence jugulaire
Congestion hépatique

Anorexie

IC biventriculaire (= globale)

Figure 1 : Les différentes IC (Théo VINCENT)




Selon que le ventricule gauche, droit ou les deux sont atteints, on parlera respectivement
d'insuffisance cardiaque (IC) gauche (63 %), d'IC droite (8 %) ou d'IC biventriculaire (29 %)
(1). Cette dysfonction ventriculaire entraine une diminution de la capacité du cceur a distribuer
les nutriments (particulierement I'oxygéne) a tout I'organisme, altérant de nombreux organes
particulierement dépendant du débit cardiaque comme les reins, le foie, le systéme digestif, le

cerveau.

Il n‘existe pas de sous-catégorie d'insuffisance cardiaque droite, en revanche, dés que le
ventricule gauche est atteint, lors d'une IC gauche simple ou une IC biventriculaire, on parlera
d'IC a fraction d'éjection ventriculaire gauche (FEVG) préservée (FEVG > 50 %), a FEVG
modérément réduite (40 % < FEVG < 50 %), a FEVG réduite (FEVG < 40 %). Cette
classification permet d’établir la capacité du ventricule gauche a éjecter le sang qu'il contient
lors de la systole au travers de la formule : Volume d'éjection systolique (VES) / Volume
télédiastolique (VTD).

Selon le ventricule atteint, les symptomes ne sont pas identiques. Une IC gauche entraine une
fatigue générale, une dyspnée plus ou moins a l'effort ou encore une orthopnée. Ces
symptomes sont généralement d’autant plus importants que la FEVG est altérée. Une IC droite
est a l'origine quant a elle d’'une congestion par rétention hydrosodée, ce qui entraine par
conséquent des cedemes des membres inférieurs, une turgescence jugulaire, une
hépatomégalie plus ou moins douloureuse, une anorexie, une tachycardie basale... De
nombreux mécanismes compensateurs se mettent en place afin d’augmenter le débit
cardiaque. Ces derniers entrainent une double peine pour le patient, car ils retardent a la fois

le diagnostic de la maladie et finissent en plus par I'aggraver. On retrouve notamment :
» Une réponse cardiovasculaire avec :

une activation du systeme sympathique (augmentation du VES, augmentation de la
fréquence cardiaque)

une dilatation des ventricules (augmentation du VTD)

une hypertrophie des ventricules (augmentation du VES)

une veinoconstriction (augmentant le retour veineux)

une libération de peptide natriurétique BNP et ANP (vasodilatation et excrétion
hydrosodée).

» Une réponse rénale avec :
une activation du systeme rénine-angiotensine-aldostérone (rétention hydrosodée

+ lien avec le systéeme sympathique + vasoconstriction)
une libération d’EPO (augmentation du transport en 03)




L'IC est généralement consécutive a d'autres maladies cardiaques, elle peut étre assimilée a
une maladie terminale du cceur, dont le débit cardiaque va inexorablement diminuer jusqu’a
ne plus pouvoir subvenir aux besoins des autres organes. La mort peut survenir de maniere
brutale (du fait de nombreux signaux envoyés au coeur pour augmenter son activité
cardiaque), ou des suites d’'une décompensation trop importante entrainant une défaillance

multi-organique.

Cette inexorable diminution est marquée par des a-coups appelés décompensation cardiaque
ou insuffisance cardiaque aigue. Ces décompensations exacerbent les symptomes préexistants
et peuvent en faire apparaitre de nouveaux. A la suite d'une décompensation stabilisée,

généralement, I'état initial n'est pas retrouvé (Figure 2).
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Figure 2 : Graphique adaptée de Goodlin SJ. J Am Coll Cardiol. 2009 Jul 28;54(5):386-96. Nat Rev
Cardiol. 2011 January; 8(1): 30-41.




1.2. Fléau de la maladie

Que ce soit dans les pays développés ou les pays du tier monde, I'insuffisance cardiaque est
un probleme de santé public mondial majeur. En France on dénombre actuellement entre 1 et
1,5M de personne atteinte d'IC. En d’autres termes, environ 1 a 2% de la population adulte
est atteinte d'IC. Ce pourcentage est augmenté a 10 % chez les plus de 70 ans ce qui en fait
une maladie du sujet agé (2) . En termes d'incidence francaise, ce sont plus de 150 000
nouveaux cas par an et ce chiffre ne cesse d'augmenter du fait de I'augmentation des FDRCV
(vieillissement de la population, mauvaise hygiéne de vie). Cette maladie touche donc de trés

nombreux patients et en touchera de plus en plus a I'avenir (3).

Concernant la mortalité, on peut caractériser cette maladie de grave : la survie a 5 ans et en
effet de 50 %, tandis que la survie a 1 an et de 17 %. Ce qui entraine environ plus de 100 000

morts par an et plus de 200 000 hospitalisations annuelles en France. (4)

Enfin, la qualité de vie des personnes atteintes d'IC est grandement altérée par la maladie tant
au niveau physique (inaptitude a I'effort) qu‘au niveau psychologique (repli sur soi, dépression,

anxiété), les deux niveaux étant interconnectés (5).

1.3. Diagnostic

Le diagnostic de I'IC est relativement complexe car il passe avant tout par un dépistage
clinique. Or, les symptomes sont relativement aspécifiques et ne sont pas toujours bien
prononcés du fait des mécanismes compensateurs. C'est d'ailleurs pourquoi environ 400 000
a 700 000 patients atteints d'IC ne sont pas diagnostiqués, soit prés de la moitié de I'ensemble
des patients atteints d'IC (6).

Les praticiens retiennent généralement I'acronyme « EPOF » pour Essoufflement, Prise de
poids, Edémes et Fatigue. Une fois que tout ou partie de ses symptomes sont retrouvés chez
un patient, a fortiori agé et/ou avec des FDRCV, un examen clinique cardiaque peut étre
engagé avec une auscultation cardiaque (recherche d'arythmie, de souffle, mesure de la
tension artérielle...) ainsi qu’une auscultation pulmonaire (recherche de crépitants). Si des

cedemes sont présents, ces derniers doivent répondre positivement au test du godet.

Des tests complémentaires paracliniques et biologiques sont quoi qu'il arrive engagés pour
confirmer le diagnostic de la maladie, trouver une éventuelle cause sous-jacente, ainsi que de

potentiels facteurs de risque cardiovasculaires ou aggravants (anémie, dysthyroidie...).




A minima un électrocardiogramme, une échocardiographie, une radiographie thoracique, un

bilan biologique général et un dosage des NT-proBNP sont réalisés.

1.4. Prise en charge du patient

Le traitement de l'insuffisance cardiaque est global. Tout d'abord, si une étiologie bien définie
de I'IC est retrouvée lors des examens, alors, il convient de la traiter si cela est possible. Les
facteurs de risque cardiovasculaires et les autres facteurs aggravants doivent également étre
pris en charge. Le traitement de I'IC en elle-méme peut se découper en deux grands axes, la

prise en charge médicamenteuse, et la prise en charge non médicamenteuse.

1.4.1. Prise en charge médicamenteuse
Le traitement médicamenteux est variable selon le type d‘insuffisance cardiaque.

Le traitement de I'IC droite et de I'IC gauche a FEVG conservée n'est pas trés bien codifié. I
n‘existe en effet a ce jour aucun traitement améliorant la mortalité du patient atteint de ces
formes-ci. Seuls les diurétiques de I'anse et les inhibiteurs du cotransporteur sodium-glucose

de type 2 (iSGLT2) sont indiqués pour réduire les symptomes congestifs.

En revanche, le traitement de fond de l'insuffisance cardiaque avec une fraction d'éjection
modérément réduite a été révisé en 2021et en 2023 par The European Society of Cardiology
ESC (7). 1l est désormais recommandé d'adopter une quadrithérapie qui comprend un
inhibiteur de I'enzyme de conversion (IEC) ou un antagoniste des récepteurs de I'angiotensine
2 (ARA2), voire I'association Valsartan/Sacubitril (Entresto®) en cas d'insuffisance de I'un de
ces traitements. Ce schéma inclut également un béta-bloquant tels que le Métoprolol, le
Carvédilol, le Bisoprolol ou le Nébivolol (les seuls ayant 'autorisation de mise sur le marché
[AMM] actuellement). Un anti-aldostérone est également ajouté (éplérenone, aldostérone),
ainsi qu’un iSGLT2 (Dapagliflozine, Empagliflozine). En cas de signes congestifs, I'ajout d'un

diurétique de I'anse (Furosémide) peut étre envisageé.

Ces traitements doivent étre titrés a dose maximale, tout en respectant la tolérance et la dose
maximale de I’AMM. En plus de réduire les symptomes, cette quadrithérapie cardioprotectrice

permet d’améliorer la mortalité et de réduire le nombre d’hospitalisations (7).




Notons également que la vaccination est une part importante de la prise en charge
médicamenteuse du patient atteint d'IC. En effet, les infections, notamment cardiovasculaires
et pulmonaires, sont des facteurs de risque majeurs de décompensation et donc d'aggravation
de la maladie. Pour limiter ce risque, les vaccins contre la grippe (chaque année), la covid-19

(1 a 2 fois par an) et le pneumocoque sont recommandés (8).

1.4.2. Prise en charge non-médicamenteuse

Du coté de la prise en charge non médicamenteuse, elle est commune a toutes les formes d'IC
chronique. Elle inclut une part essentielle d'éducation thérapeutique, qui repose sur plusieurs
axes fondamentaux. Tout d'abord, il est crucial d'enseigner une bonne utilisation des
médicaments prescrits. L'apprentissage des signes de décompensation et des réactions
appropriées face a ces symptomes constitue également une étape clé. Par ailleurs, I'éducation
des patients inclut des regles hygiéno-diététiques spécifiques visant a contrdler les facteurs de
risque cardiovasculaires. Ces regles comprennent un régime alimentaire hypo- a normo-sodé
adapté a chaque patient, une activité physique adaptée a la condition de chacun, ainsi que
I'adoption d’un régime méditerranéen. Il est également important de promouvoir I'arrét du
tabac, de I'alcool et des excitants, tout en enseignant des stratégies de gestion du stress et de
I'anxiété.

Une autre partie concerne la réadaptation cardiaque, qui se développe de plus en plus et dont
I'efficacité ne cesse d'étre démontrée. Elle est proposée a de plus en plus de patients
insuffisants cardiaque. Sont prioritaires les patients ayant présenté de nombreuses
décompensations mais restant aptes a pouvoir suivre des séances de réadaptations. Le
programme d’'une durée moyenne de 1 a 3 mois, comporte des séances quotidiennes a
hebdomadaires se déroulant dans des centres spécialisés (en lien avec I'hopital ou non), et

parfois directement a domicile (9).

La réadaptation cardiaque (RC) a mis en évidence une amélioration de la mortalité et du
nombre d’'hospitalisations des patients insuffisants cardiaques ainsi qu’une amélioration de leur
qualité de vie (10). Tandis que I"ETP a régulierement mis en évidence une amélioration de la
qualité de vie et du nombre d’hospitalisation des patients insuffisants cardiaques, ainsi que,

parfois sur la mortalité (11,12).




1.4.3. Place actuelle du pharmacien d’officine dans la prise en charge des patients
IC

En tant qu'expert du médicament, le pharmacien a un grand role a jouer pour les patients

insuffisants cardiaques qui sont polymédiqués. A plusieurs niveaux la vigilance est de mise :

Les recommandations étant régulierement changées, les patients peuvent ne pas
avoir les traitements dernierement recommandés (manque d‘une spécialité,
médicament inadapté, titration non-réalisée...).

Les effets indésirables plus ou moins liés aux interactions médicamenteuses tant
pharmacocinétiques que pharmacodynamiques sont fréquentes chez ces patients
(hypo/hyperkaliémie, hypotension orthostatique, fatigue, vertige, envie fréquente

d'uriner, déshydratation...).

Pour controler au mieux ces éléments, le pharmacien d’officine a dans sa boite a outil les bilans
partagés de médication (13), lui permettant de réaliser un bilan poussé tant au niveau
médicamenteux (analyse pharmaceutique, observance, effet indésirable) qu’au niveau du
patient (qualité de vie, routine, ressenti..), les deux étant interconnectés. Les critéres
d'éligibilité sont stricts (>65ans et > 5 molécules au long court), mais les patients insuffisants

cardiaques répondent généralement a ces critéres.

Acteur incontournable et le plus fréquemment présent dans la prise en charge de patients
chroniques, le pharmacien a un role important dans I'éducation thérapeutique du patient. Sans
parler d'ETP stricto sensu, le quotidien de I'officinal est de prodiguer conseils et
recommandations a ces patients. L'insuffisance cardiaque ne fait pas exception a la régle, et

le pharmacien a son role a jouer dans le rappel des mentions précédemment citées.

Plus récemment, le pharmacien a réaffirmé son rdle dans la prévention, notamment avec la
possibilité de prescrire et d'administrer des vaccins(14). Il est donc important qu'il vérifie si le

patient IC est a jour sur ses vaccinations.

Ayant une vision globale du suivi du patient déja diagnostiqué, le pharmacien a un rdle de
redirection du patient dans le circuit de santé, en lui proposant au bon moment, le bon

professionnel de santé a consulter.




2. Préambule a l'article

2.1. La problématique

La prévalence élevée, l'incidence qui ne cesse d'augmenter, auxquelles s'ajoutent une
mortalité importante et un colt annuel estimé a 1.1 Md€/an (15), font de I'IC un enjeu de

santé publique et économique.

Ces chiffres peuvent étre trés certainement améliorés avec une bonne prise en charge qui,
actuellement, est perfectible. En effet, seulement 10 % des patients éligibles a un programme
d’ETP en bénéficient réellement (16), seulement 50 % des patients sont vaccinés pour la grippe
annuellement et seulement 16 % pour le pneumocoque (8). Egalement, moins d'1 % des
patients regoivent une titration optimale de leur cardioprotecteur 1 an apres leur instauration
(17). L'objectif de I'étude est, au travers d'une approche intégrée, a la fois de comprendre
pourquoi ces chiffres sont sous-optimaux et comment le pharmacien, dont le métier est en

quéte de renouveau, pourrait aider a les améliorer.

2.2. Choix de la méthode

Pour répondre a cette problématique, une étude qualitative a été choisie pour rendre compte
de la réalité du terrain, en dégageant de nombreuses données regroupées en themes reliés
entre eux. Cela permet ainsi d'avoir une vue d’ensemble sur un phénoméne complexe, et donc
d'étre un point de départ solide pour de plus amples investigations.
Une approche inductive globale, théorisée par David R. Thomas été choisie (18). Cette
méthode est fréquemment utilisée dans la recherche qualitative appliquée a la santé, car elle
a pour avantage d'étre polyvalente dans sa réalisation. Elle nimpose effectivement pas de

procédures aussi strictes que d'autres.




L'article

The role of community pharmacists in the care of heart failure patients: an

exploratory study in Maine et Loire, France.

1. Abstract

Background: Heart failure affects many patients in France, especially the
elderly. Patients with heart failure face high hospitalization rates and reduced
survival. Therapeutic patient education programs may limit them. However, they
often occur only in hospitals, creating a gap in the continuity of educational care.
This study aims to explore the potential of pharmacists to ensure close and
coordinated monitoring of patients with heart failure.

Methods: Semi-structured interviews were conducted in Maine-et-Loire, France,
from April 8 to June 3,2024. Ten healthcare professionals (general practitioners,
pharmacists, cardiologists, nurse) were interviewed until data saturation. The
interviews were recorded and transcribed. Thematic analysis was used to
analyse the data using NVivo 14® software.

Results: Two themes emerged. First, there are needs in the care of heart failure
patients, that highlights the difficulties faced by hospitals and general
practitioners. Second, community pharmacist follow-up could address these
needs. Such follow-up would mainly consist of pharmaceutical consultations in
two parts: patient education (e.g. dietary hygiene rules, medication education,
help with smoking cessation...) and pharmaceuticals act (drug titration,
vaccination, etc.). Through various means, well-established cooperation with
other healthcare practitioners seems essential. The participants identified
obstacles such as a lack of skills and susceptibility of healthcare professional.
They also identified facilitating factors like the desire of younger pharmacists to
evolve their role, in the implementation of this follow-up by community
pharmacists or the fact that this follow-up seems rewarding and intellectually
stimulating.

Conclusion: To meet the needs of patients with heart failure, pharmacists could
play a key role in ensuring coordinated follow-up. This would improve patients’
autonomy in primary care, thereby relieving the hospital. The barriers and levers
identified echo each other, suggesting that the project is workable.

Keywords:

Heart failure, Patient education, community pharmacist, clinical pharmacy,
pharmaceutical services, health care team, patient care management,
medication review




2. Abbreviations

APRN: Advanced Practice Registered Nurse

CAR: Cardiologist

CP: Community Pharmacist

CPTS: Communautés Professionnelles Territoriales de Sante
GP: General Practitioner

HF: Heart Failure

TPE: Therapeutic Patient Education




3. Introduction

The plague of cardiologists, chronic heart failure (HF) is an irreversible condition
once it has established. It is associated with a high mortality rate, with almost
33 % of patients dying within first of diagnosis (1). It manifests with severe
symptoms such as abnormal fatigue, oedema of the lower limbs and dyspnoea,

which considerably reduce patients' quality of life (2).

In 2022, HF affects 1.7 % of the adult population in France, with a prevalence
of over 10 % in people aged over 70. This chronic geriatric disease is the leading
cause of hospitalisation in people over 65 (3). After an initial hospitalisation for
severe HF, between 50 % and 70 % of patients are readmitted within a year,
and around a third die. Half of all readmissions occur early, within 30 days of
discharge, increasing the risk of death within the year (4,5). In over 50 % of
cases, re-hospitalisation is avoidable. It is linked to poor treatment compliance,
hygiene, diet, inadequate or delayed treatment at the first signs of a decline (6).
This particularly serious disease is difficult to manage, with an estimated survival
rate of 30 % at 5 years (7). Although survival is tending to improve with the
advent of new treatments such as gliflozins (9), the incidence of HF continues to
rise with the ageing of the population. It is now a major public health issue in
France (10).

To remedy this, hospitals are increasingly developing therapeutic patient
education (TPE) programmes specifically for HF (11). They are a key part of HF
treatment by reducing mortality and the number of hospital readmissions (8,12).
However, they cannot be sustained indefinitely, due to a humber of obstacles
such as a lack of resources, time, promotion of TPE activities, follow-up,
evaluation, involvement of patients and their families, etc. (13). In addition,
hospital TPE programmes are mostly offered to patients who have already been

hospitalised, i.e. at an advanced stage of their disease (14).

It would therefore be particularly interesting to offer comprehensive care in the
community as a continuum, or even as a first step. The idea has already been
explored with general practitioners (GP), and the same obstacles to the
development of therapeutic education programmes encountered in hospitals are

also found among them (15). For their part, community pharmacists, whose roles




are shifting to prevention and education, could remedy this lack of care in town
by offering pharmaceutical consultation. A collaboration model with physicians
has already been created, but it only includes medication reviews (16). This
raises the question of the public health benefits of introducing close monitoring
by pharmacists in response to this lack of comprehensive care for HF patients.
To answer this question, we propose a qualitative study based on semi-directed
interviews with cardiologists, general practitioners, pharmacists and nurses. The
idea is to take stock of the situation, highlighting the needs in the HF patients
care pathway and exploring whether community follow-up by pharmacist could
be a good response to these needs. This study also aims to pre-identify what
content they should cover and whether incorporating them into a broader,

interdisciplinary field would be of interest to the other parties.

4. Methods

The study was conducted in Maine-et-Loire, France, involving both rural and
urban healthcare professionals caring for HF patients. Given the multiple
professionals these patients encounter, whether in private practice or hospitals,
the researchers sought to explore the need for pharmaceutical consultations in

HF care. The researchers have followed the SRQR guidelines for this study (17).

Recruitment:

The main healthcare professionals involved in HF patient care, and who typically
collaborate with community pharmacists, were selected to evaluate the need for
pharmaceutical consultations for these patients and to assess the potential for

interprofessional collaboration.

To ensure diverse opinions, a mix of practices was chosen, considering both
types of exercise (hospital and private [clinic and office]) and geographical areas
(urban and rural). Physiotherapists and dieticians rarely work with community
pharmacists, which explains why they were not interviewed. Sampling was
planned to continue until data saturation was reached, i.e. after two successive

interviews without the emergence of new relevant concepts.




Data collection: Semi-structured interviews were used to ensure the richness of
the responses. These interviews were conducted either at the participants' place
of work (recorded using a dictaphone) or by video using Zoom® (recorded using

Zoom®). The participants had no time constraints and were never disturbed.

The data transcriptions were produced using TurboScribe.ai® and were checked
several times by two researchers (TV and MC) to ensure that the transcriptions

were as reliable as possible.

A structured interview guide was drawn up beforehand with the help of other
researchers. This guide was slightly adjusted over the course of the interviews
to improve the fluidity of the exchanges. The questions were gradually refined
to improve the flow of the interview. Important concepts not initially included
were added to the guide as the interviews progressed, to gather as many
opinions as possible on these initially unforeseen concepts. Through an
integrated approach, the guide addresses both the needs in the management of

HF patients and how community pharmacists could help meet these needs.

Data processing and analysis: The various rereading’s and analysis were carried
out by TV and MC at the end of all the interviews in order to correct typographical
errors and inconsistencies in the transcripts. A general inductive approach theory
established by David R Thomas was chosen (18), allowing themes to emerge
naturally from the data. Thematic analysis was chosen to process the study data.
This method was chosen because of its flexibility and strength in analysing
interlocking data. It also has the advantage of making it easy to communicate

complex results or results that are unfamiliar to peers.

Successive reading allowed us to be familiarised ourselves and generated the
initial codes directly from printouts of the transcriptions. An initial pooling of the
preliminary analysis was carried out before moving on to determine whether the
same direction was being followed. Each of the two researchers then
independently produced a codebook on NVivo®. This was then pooled to find a
consensus. Once a consensus had been reached, the coding was carried out on
NVivo®. Following an iterative process, several revisions of the codebook were
made during encoding to refine it. At the end, the codebook and the encoding

were revised. a theme map, link all the themes generated together, has been




done after the final consensus. A content analysis, using NVivo® software
(lexicometrics, word frequency), as well as a comparative analysis between the

different groups (e.g. Primary Care vs. Secondary Care) was carried out.

Ethical issues pertaining to human subjects: Ethical approval was granted by the
Ethics Committee of the University Hospital of Angers (number 2024-068). An
information letter was provided to all participants, before recruitment, to give
them all information about the study. This information was repeated orally

before the start of the interview to obtain final consent.

All data was anonymised using alphanumeric codes. The data was stored on a
secure computer, accessible only to the principal investor. The audio recordings

were destroyed after transcription.

5. Results

Data saturation was achieved by conducting 10 interviews (Table 1: Characteristics
of participants interviewed). All the participants contacted responded positively to
the study. The participants can be described in two blocks: primary care
professionals, with general practitioners (3) and pharmacists (3) and secondary
care professionals, with cardiologists (3) and advanced practice nurses in
cardiology departments (1). The interviews were conducted between 08 April
and 03 June 2024. They lasted between 16:13 and 31:42 minutes with an

average duration of 23:43 minutes.

The results of the thematic analysis are presented in the form of a theme map
(Fig. 3). It is made up of 2 main themes: 'Needs [in the HF patient's care
pathway]' and 'Community pharmacists follow up', illustrating the different
dimensions of the phenomenon studied. These main themes are subdivided into
sub-themes and sub-sub-themes in order to explore them more fully and nuance

the different dimensions of which they are composed.




Theme 1: Difficulties encountered

Numerous global needs have been identified whether they are specific to primary

or secondary care.

Sub-themes 1.1: Hospital shortcomings

The interviews highlighted the fact that delays secondary care are long, whether
in hospital or private practice: "The hospital consultation system is no longer

responsive. In the community (...) I think it's the same thing too". (CAR1).

Regarding therapeutic education sessions conducted away from the
hospitalisation, some people reported that TPE provision is low: "we have to do
4-5 sessions a year in fact". (APRN). Moreover, it was highlighted that people
living in the countryside have difficulty accessing hospital-based TPE: "[for a
patient living] in the middle of the countryside, it becomes much more difficult"
(CAR1). Regarding the other timing of TPE, some participants felt that the
hospital is not an ideal place for TPE: "they have so much information when they
are hospitalised, and they are still in shock from the hospitalisation, that they
don't retain everything". (APRN).

Finally, all participants noted that, regardless of when the TPE occurs, patients
often forget the concepts and skills taught during these sessions: "We realise
that, in the end, sometimes they don't record, in fact they don't print out
everything we tell them" (APRN). To remedy this, the participants stress the
importance of repeating the concepts: "It has to be very repetitive" (CP3), and
if possible, by varying the interlocutors: "I think that the more people who

convey the message, the better it is" (CAR3).
Sub-themes 1.2: General practitioners in difficulty

The participants reported that there were many patients with HF who were not
diagnosed "And you still have quite a few patients who are not screened"

(Advanced Practice Registered Nurses [

APRN]). There are two reasons for this. First, some populations do not seek help:

"I have a population that is a little more North African, and as a result they rarely



https://www.nursingworld.org/practice-policy/workforce/what-is-nursing/aprn/
https://www.nursingworld.org/practice-policy/workforce/what-is-nursing/aprn/

seek help" (GP3). Second, GPs do not diagnose the disease: "A lot of doctors

would, in principle, overlook it all the same" (CP3).

It was also noted that GPs are not confident in making changes to HF treatment.
"They don't touch anything cardiac. They're very afraid" (CAR1). One GP pointed
out that he does not dare change treatments on his own: "I rely more on the

cardiologist to tinker with treatments. I don't want to do it on my own" (GP1).

The interviews also highlighted the fact that GPs are not always up to date with
the latest treatment recommendations and in terms of dietary and hygiene rules.
One said: "I'm barely aware of that, that we need to increase, increase, increase
[the cardioprotective drugs introduced by the cardiologist]"(GP2) Another said:
"Frankly, refocusing foods on those that are at risk and those that will never
pose a problem is good, because I don't think we are very well trained in that"
(GP2). The same goes for pneumococcal vaccination: "We're not quite there yet
with pneumococcus. Cardiologists don't think about it at all. We're no good, but

they're even worse" (GP2).

Reports say GPs lack time for thorough consultations whereas patients with HF
require long meetings to discuss and check important points with them: "In fact,
we don't want to talk about it [dietetic rules and vaccinations] because we
already have very busy consultations without dealing with it.” (GP1). The
participants emphasised that, due to doctor shortages, patients do not see their
GPs very much, if they are lucky enough to have one: "GPs don't see their

patients very much" (CP2).

Several participants also noted a lack of links between the city and the hospital,
characterised in particular by delays in receiving reports from cardiologists,
which does not facilitate the work of GPs: “[we have to] make sure that we have
all the letters from specialists, because the letters can still take 6 months to
arrive" (GP1).

More generally, a lot of information is lost between the city and the hospital,
whatever the direction: "There may be things going on in the pharmacy that we
don't see, or reticence, which patients often express in the pharmacy, that we're
not aware of" (CAR2); "the problem is the transmission of information... the city

and the hospital link is poorly established. Even though I do consultation reports,




in general I send them to the patients, and I send them to the GPs. But I think

some information gets lost anyway" (APRN). This complicates the work of GPs.

The result of this lack of time, training and information is that there is no PHF
therapeutic education in primary care and so there is a break in care when the
patient leaves hospital. "Yes, the patient pathway [in TPE] in primary care. About
equal to zero, I think" (CP3).

Theme 2: Pharmacist follow-up?

To remove the various barriers mentioned above, a community pharmacist

follow-up by has been identified as a potentially effective solution.

Barriers and levers specific to the overall implementation of pharmacist
monitoring have been highlighted, as well as others more specific to certain

themes.

Sub-theme 2.1: Pharmaceutical consultation

Patient education (signs of decompensation, dietary hygiene rules, therapeutical

education)

The participants agreed to discuss the signs of decompensation with patients
during the pharmaceutical consultations: "People don't know anything about the
first signs [of decompensation]" (CAR2), as well as the risk factors that can
contribute to these: "We need to talk (...) about managing cardiovascular risk
factors" (CAR2). In particular, some mentioned the French acronym “EPOF” to
describe shortness of breath, rapid weight gain, the appearance of oedema and

increased fatigue.

All participants shared a common view on prioritizing health and dietary

guidelines. Whether diet or adapted physical activity.

Some participants reported that during pharmaceutical consultations, weighing
the patient and teaching them to self-monitor their weight can be challenging

due to their potential negative relationship with their body.




Other sub-themes focused on the medications themselves, especially on
educating patients about the drugs' purposes and potential side effects. The
objective is to enhance patients' adherence to their treatment and to help them
manage any issues that may arise: "Because in fact, people don't have the reflex
to say to themselves: 'look out, I'm at risk of becoming dehydrated with all these

drugs, it's a heatwave, you need to drink enough'™. (APRN)

The participants also discussed on a particular self-care skill that the pharmacist
could pass on during the pharmaceutical consultation: adapting the dosage of
furosemide according to the patient's weight gain and oedema. Participants liked
the concept but noted that its application it depends on the patient: "it's very
patient-dependent" (CP3) and that it be well supervised by doctors: "I think it
could be supervised by doctors" (CP1). For example, various tools such as
dosage adjustment charts, flyers or written instructions on the prescription could
be used to ensure safety: "that seems to me to be totally the pharmacist's role,
with little diagrams to back it up" (CAR3); "I think it would be more interesting

to have an advance prescription on the prescription” (GP2).

The participants insisted that this skill can quickly become dangerous if it is
poorly applied: "I think you can quickly overuse it and end up with
hypokalaemia, or things like that" (GP1), recommending that a consultation is
still necessary after self-care by the patient: "The advice would be: 'if you have
oedema (...) you can double the furosemide but call the doctor for a medical

assessment anyway'". (GP2)

The role of pharmacists in promoting and supporting smoking cessation in
patients with HF was only mentioned once by the second cardiologist (CAR2).
He specifically insisted on this point by mentioning the importance of stopping
smoking in the survival of HF patients and the lack of professionals trained to

support the patient in this cessation.




Drug titration aid

Participants noted that pharmacists can collaborate with doctors on titrating
medications: "When medication is titrated, it's the pharmacist who manages it"
(CAR2). However, this needs to be done according to a protocol according to
CAR1, and pharmacists need to have access to the patient's biological results.
Doctors' susceptibility was mentioned in relation to this concept, as they might

not appreciate receiving pharmaceutical advice.

Vaccination

Also, pneumococcal, flu and covid vaccination was mentioned as an important

topic for these consultations in order to increase vaccination coverage.

Telehealth

Telehealth services by community pharmacists were seen as a potential part of
the pharmacist follow-up, especially through telemonitoring. However,
telemonitoring is not widely accepted because it is seen as outside the usual role
of pharmacists: "We used to talk about monitoring by nurses, more by nurses
than by pharmacists" (CP2). Nonetheless, community pharmacists could
dispense remote monitoring devices prescribed by doctors, such as
saturometers, connected scales, and connected blood pressure monitors,
without managing the generated data. In addition, they could have access to
the data to provide better advice and monitor their patients: "What would be
good is if we could connect [and have] access to the patient's data. It [could]

be useful for renewals or at the onset of decompensation”. (CP2)

As for telemonitoring, is proving more popular. Participants suggest that it could
be implemented via asynchronous mobile applications or synchronous
videoconferencing: "I think there are also therapeutic education systems using
videoconferencing, etc., tools on applications" (CAR3), which could particularly
suit a younger population. Overall, participants were less enthusiastic about this

idea, pointing out several obstacles. Main challenge is patient recruitment, which




could be complicated by existing competition in telemonitoring: "It could
perhaps be envisaged, but in my opinion, the markets are already shared by
companies and suppliers" (CP2), but also because of the legitimacy of the
pharmacy to carry this out: "No, recruiting at the pharmacy, I don't see that

happening very well" (CP3).

Sub-theme 3: Inter-professional cooperation

Another identified theme is cooperation between different healthcare
professionals. According to the participants, close monitoring by pharmacies of
patients with HF could only be achieved as part of an overall care pathway
involving close collaboration between a Ilarge number of healthcare
professionals. The participants mentioned that the patient should be part of a
specific pathway, so that the pharmacist's follow-up does not divert the patient
from seeing other healthcare professionals: "[We must] make sure that the
patient remains part of the traditional follow-up system (...) make sure (...) that
the patient has a planned cardiology follow-up consultation. (...) Make sure (...)
that a follow-up consultation with the cardiologist and GP has been scheduled"
(CAR3).

The various healthcare professionals working together need to have a common
approach: "we need (...) to agree on a signed course of action, in partnership
with the pharmacy and the doctor" (GP1); "everyone [needs] to share the same
language" (CP3). And everyone's roles need to be clearly defined: "I think it
would be interesting to identify the players who would be willing to cooperate
(...): when does the doctor come in, when does the pharmacist come in, when
does the APRN come in" (CP3).

To achieve this, teamwork is emphasised, whether between pharmacists and
GPs: "collaboration between pharmacists and doctors can be enormous" (CP3),
or between primary care providers and hospitals: "we have to stop having the
hospital on one side and the town on the other. The two have to work hand in
hand" (CAR2). In particular through multidisciplinary meetings: "There are
multidisciplinary staff meetings (...) in cardiology departments that are being

set up" (CAR2); "Why do we need to set up multidisciplinary staff meetings?




(CAR2); "Why couldn't we imagine, for certain patients, setting up

multidisciplinary consultation meeting by videoconference?” (CP3).

Sub-theme 4: Resources

For successful coordination in pharmacist follow-up, specific resources like
centralized data are necessary. This allows pharmacists to conduct their follow-
ups effectively and ensures that other healthcare professionals can integrate the

findings from these follow-ups into their own care plans.

Data can be centralised using existing tools: "the Doctolib® interface" (GP1);
"the Globule® application" (CP2); "Mon Espace Santé" (MG3) for routine

monitoring. For emergencies, telephone calls are preferred.

In addition, the participants noted that appropriate medical structures are
needed to work together properly: "the idea is to develop HF centres" (CAR2);
"it could be supervised with doctors (...) practising in a Territorial Professional

Health Communities (CPTS) or in coordinated practice" (CP1).

General barriers and levers to official monitoring

The participants identified numerous barriers and levers, which were classified

according to whether they relate to pharmacists, patients or doctors (Fig. 4).

Pharmacists’ barriers

First, a lack of skills was noted about pharmacists: "Aren't the real obstacles
precisely the lack of skills? In parallel it was suggested that training should be

provided: "We need training, we need to be trained". (CP2).

The potential lack of interest on the part of some pharmacists was cited: "some
pharmacists are more into giving advice, others less so" (CAR2). Moreover, this
follow-up increases pharmacists’ responsibility for their patients: "It's going to
turn you more and more into a sort of ‘mini care centre’, I don't know if you're
going to be comfortable with that in terms of responsibility" (GP1). - It was noted

that the act was intellectually interesting and could therefore bypass the




difficulties of responsibility by increasing motivation: "It seems to me infinitely

more interesting (...), then more useful for our patients" (CP3).

Other participants, drawing on existing interviews in France such as medication
review, oncology medication review, mentioned the lack of resources
(remuneration, time, space) as barriers. However, some ideas were put forward
to overcome these obstacles, such as the fact that pharmaceutical consultations
are one of the futures of pharmacy: "Yes, but it's the development of clinical
pharmacy, and that's really a way forward for young pharmacists". (PCP2). This
idea of act of the future can be linked to the increasing number of treated
patients: "Patients are living longer. The pool of patients with HF is larger"
(CAR2). Furthermore, combining these specific consultations with medication
reviews - given that HF patients often meet the criteria - could optimize patient
time and increase the effectiveness of this specific consultation: "The lever is
the medication review, which really plays its role here because [HF patients

have] major medications with major side effects at the same time". (CP2).

Patients’ barriers

Participants identified patient-specific obstacles, such as the fact that HF patients
are not always able to travel. On the other hand, the availability of the
pharmacist was highlighted with the possibility of travelling or carrying out the

consultation over telephone.

However, patients may still be hesitant to engage in pharmacist follow-up: "I
think there will be refusals to take charge too" (CAR1). Moreover, they may not
want the information to be passed on between health care professional: "I don't
think there are necessarily any other options if patients are not opposed to us
passing on information"” (APRN). These barriers can be compensated for by
prevention campaigns, some of which are already in place but also by including
pharmacists in the loop of patient management by doctors, in order to gain
legitimacy: "If the doctor and the cardiologist include the pharmacist in the loop,

then we become very, very, very legitimate" (CP3).




It was necessary to take a measured approach given the likely volume of
information to be covered during this pharmacist follow-up: "If we tell them too
much, they have the impression that it's too complicated, that they won't be
able to do it. You don't want to overwhelm patients either". (GP2); "When you
say too much or not enough, frankly it's words that are useless" (GP1). It can
be more easily achieved with tools to be given to patients such as flyers: "The
little flyer that is given in addition to the treatment, that seems like a good idea
to me". (CAR3).

Doctors’ barriers

Participants identified many interrelated barriers and levers linked to doctors. It
was reported that doctors might be sensitive to the idea of pharmacists working
more closely with them: "the GP can be a bit touchy on the subject, it can be a
bit complicated, in my opinion, to suggest changing a patient's treatment"
(CAR3); "The [cardiologists] (...) sometimes, they don't understand (...) that
we're trying to collaborate" (GP2). Consequently, community pharmacists are
often sidelined by doctors: "the pharmacist is not necessarily the person with
whom, a priori, a specialist doctor and a GP think of sharing information" (CP3).
This shows that a new approach to interprofessional collaboration is necessary:
"there's going to have to be a real paradigm shift in the relationship between

doctors and pharmacists" (CP3).

The participants noted that the younger generations want to cooperate more: "I
think it's going to get better and better, especially with the arrival of new

doctors" (Cardio3) and the desire to have an ever more global vision.
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6. Discussion

This study is the first exploration of the potential benefits of providing follow-up
care for HF patient in pharmacies. It highlights several needs in terms of HF
patient management, in both hospitals and community settings. A pharmacist
follow-up, focused on pharmaceutical consultation and coordinated with other

healthcare professionals, could meet these needs.

The study found that hospitals and cardiologists are overwhelmed. Known
factors, like a lack of beds and staff, cause long delays in treatment, especially
in cardiology with an average of 2 months in 2018. Other issues mentioned by
this study are shortcomings at the hospital level such as a limited session offer
or other logistical challenges. First, patients need to be hospitalised for the first
time to access these programs, whereas they are meant to prevent
hospitalisation. This means they are introduced late in the treatment process.
Second, the TPE programme is established during or following the patient's initial
hospitalisation, when they may be in shock, making it harder for them to learn
new skills (14). Third, difficulty of access to hospitals and limited number of
sessions restrict participation, with only 10 % of eligible patients enrolled in an
TPE program (20). Out-of-hospital care, particularly in terms of TPE, could fill
the gaps described. This could be introduced as soon as HF is diagnosed in the
community. It could be more appropriate time during the patient's care pathway,
thus avoiding the shock of hospitalisation and increasing the supply available.
Moreover, pharmacists can use their frequent interactions with patients to
gradually provide information through short consultations. For hospital, a closer
and more coordinated follow-up by pharmacists could help reduce overcrowding
in secondary care by allowing patients to be managed more autonomously in

primary care (21).

The study also points out that primary care is struggling, due to poor links
between cities and hospitals. There are also excessive delays in reporting and a
lot of lost information between the two entities (22,23). In addition, GPs are not
always well trained or up to date on the recommendations for managing HF

patient (24,25), and they are often pressed for time (26). The complexity of




cardiology can also be daunting (27). These factors contribute to delays in
diagnosis, inappropriate prescribing of drugs (molecules and doses) and a lack
of therapeutic education in the community (28). This suggests that GPs may not
be currently in the best position, or at least not alone, to compensate the lack
of therapeutic education in the community. Moreover, to these technical limits
are added an administrative limit. In France, doctors cannot independently
create TPE programs; they must collaborate with another healthcare

professional, according to their laws.

To address these challenges pharmacists' follow-up could mainly consist of

pharmaceutical consultations. The approach would be twofold.

On one hand, it would focus on patient education. Most participants emphasized
the importance of covering medication knowledge, hygiene and dietary
guidelines, early signs and risk factors of decompensation, and appropriate
actions in the event of decompensation. Conversely, pharmacists’ help for
smoking cessation has rarely been mentioned, despite the fact that smoking
increases HF patients’ mortality and their risk of rehospitalization by about 40%,
and whereas approximately 16% of HF patients continue to smoke after
diagnosis (29). This area remains under-researched, but motivational
interviewing and the prescription of nicotine by community pharmacists could be

integrated into this follow-up (30).

On the other hand, this approach would focus on pharmaceutical acts, by the
prescription and administration of appropriate vaccinations (pneumococcal,
influenza, covid), by checking the titration of cardioprotective drugs over time
and by weighing patients. The idea of pharmacists intervening in the titration of
medicines was well received, but the way in which this could be done remains
unclear. Should it be done autonomously, or only through recommendations to
doctors? Participants emphasised that clinical and biological assessments are
essential in all cases, necessitating at least a well-established protocol. Similarly,
teaching patients self-care skills, such as adjusting furosemide dosages during
early signs of decompensation, carries certain risks (e.g. hypokalaemia,
dehydration) that require close collaboration with doctors — a level of cooperation

that not all are yet prepared (31). This area requires further exploration,




particularly considering that less than 1% of patients received the recommended
doses of cardioprotective quadritherapy one year after diagnosis of HF with
reduced ejection fraction. This significant shortfall greatly reduces the patient’s
chances of survival, underscoring the urgent need for improvements in

treatment optimization (32).

Telehealth, and more precisely the remote monitoring of weight and blood
pressure, was discussed as a possible part of pharmacy follow-up. It could be
the provision of connected devices with explanations of their use and data
management. However, the idea was not well received. On one hand, the
concept is too far removed from the usual practices of French pharmacists, and
on the other hand, there is strong competition from private companies already
in the business. The concept should not be abandoned given the success of

telephone telemonitoring in others countries (33), but it deserves to be adapted.

Furthermore, the study identifies the need for precise coordination and
communication between healthcare providers to ensure that the follow-up
provided by pharmacists is effective for the patient. To achieve this, the
participants highlighted the importance of defining a patient pathway (34), the
roles of each person in it (35), and of sharing a common language (37, 38).
Specific resources are also required, including the centralisation of patient data.
Participants suggested the use of existing tools such as Doctolib®, Globule®
and Mon Espace Santé® to facilitate access to information by all professionals
involved. However, the importance centralisation in improving care coordination
must not lead to a proliferation of communication tools that hinder rather than
facilitate exchanges. A user-centred design (simple, ergonomic and integrated)
communicate tool seems to be a factor in the success of well-coordinated
pharmacist follow-up (38). Participants also stressed the importance of
multidisciplinary medical structures which are known to improve benefits of

pharmacist action (39).

This study highlights interrelated barriers and levers. Some of them are similar
to those observed in other pharmaceutical consultations, such as low
remuneration, lack of time, limited receptiveness on the part of patients and

susceptibility on the part of prescribers (40). Participants also came up with new
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ideas, such as training pharmacists to carry out these complex consultation (31).
They also highlighted the growing interest in clinical pharmacy, mostly among
the new generation of pharmacists (41). In addition, it was noted that French
patients are generally very satisfied with community pharmacists, a satisfaction
that is reinforced by the expansion of pharmacists' missions (42,43). Pharmacists
also indicated that it would be beneficial to have access to more patients’ medical
information in order to conduct proper follow-up (44). It raises the question of
how to securely manage such data. Finally, this study highlights the need for a
paradigm shift in how French pharmacists and doctors perceive each other's
roles to enable the implementation of efficient pharmaceutical follow-up (45).
This paradigm shift has already taken place in English-speaking countries, where
pharmacists are now able not only to adjust medication dosages but also to
independently prescribe certain medications (46). To allow this, a collaboration
between pharmacists and doctors could be initiated at the training stage,
through joint courses, thereby encouraging the creation of early links and

strengthening mutual confidence in their respective skills (45).




7. Strengths and limitations

In order to limit subjective bias, a second researcher with no emotional
connection to the subject was recruited (for data analysis and processing) and
regular meetings with the experienced authors were held at each stage of the
process. Participant triangulation, aimed at diversifying profiles, and comparison
of the codes with existing literature were carried out to enhance the validity of

the results.

Nevertheless, the first author has a personal interest in the evolution of
community pharmacy, which could be a source of confirmation bias. Although
the study is within the standard range for the number of participants before
saturation, it could have been reached later with a wider variety of participant
profiles, such as patients. Furthermore, the study was carried out in a single
French region, which may introduce a representativeness bias. As a result, it is
difficult to generalize the findings to the broader population, and caution is

needed when extending the conclusions to different settings or regions.

8. Conclusion

This study explores the potential of pharmacist follow-up for patients with HF,
highlighting unmet needs in primary and secondary care. It suggests that
pharmacists can play a role through pharmaceutical consultation, including both
therapeutic education and pharmaceutical acts. Coordination of this follow-up
with other health care professional using appropriate tools and structures is
essential. This exploratory study encourages further study of the project, by

assessing its potential impact.
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10. Appendices

Table 1: Characteristics of participants interviewed

Job and
Code
Sub-group Name
Primary Care
(n=6)
Rural GP1
Rural GP2
Urban GP3
Rural CP1
Rural CcpP2
Rural CP3
Secondary
Care (n = 4)
Liberal CAR1
Hospital CAR2
Hospital CAR3
Hospital APRN

GP = general practitioner

CP = community pharmacist

CAR = cardiologist

APRN = Advanced Practice Registered Nurse

[Range]

[40-50]

[40-50]

[30-40]
[40-50]
[60-70]

[60-70]

[30-40]

[60-70]
[30-40]

[40-50]

Years of
Experience
[Range]

[10-20]

[10-20]

[0-10]
[10-20]
[30-40]

[30-40]

[0-10]

30
[0-10]

[20-30]

Professional Environment

Medical house, close
collaboration with

pharmacists

Medical house, close
collaboration with

pharmacists
Replacing doctor
Associate professor
Associate professor

Member of a CPTS

Comprehensive care for

HF patients
Regional Hospital
University Hospital

University Hospital

Interview
Duration

(min:sec)

26:03

25:16

28:07
17:03
16:13

22:43

23:00

24:38
22:27

3142




Barriers
Related to Pharmacists

- Lack of remuneration

- Lack of time

- Lack of space

- Not all pharmacists are motivated
- Increased responsibilities

- Lack of skills

Related to Patients

- Necessity to balance the information

transmitted
- Patients are not always able to travel
- Low patient motivation

- Medical confidentiality

Related to Doctors

- Susceptibility of healthcare professionals

- Pharmacy excluded from the patient care

pathway

Fig. 4 : Interrelated barriers and levers

Associated Levers

- Association with BPMs to optimize the time spent with the

patient
- Pharmaceutical consultation will be the future
- Increasing number of concerned patients

- Enjoyable act (interesting and rewarding act)

- Training sessions

- Flyer to highlight the main ideas

- Pharmacists are versatile (video calls, phone calls, home visits)

- Prevention campaign
- Inclusion of the pharmacist in the loop by the doctor

- Patient satisfaction with the pharmacist

- Desire of younger generations to work in a team and have a

global vision

- Enthusiasm of PDS (primary care services) for the project




1- What do you think of the current offer for the therapeutic patient education of heart

failure patients?

1'- "It is poor”: 1'- "It is adequate”:
To address this lack, do you think pharmaceutical Why do you think it is sufficient?
consultations in community pharmacies could be

a viable solution?

1"”- "Yes”: 1"- "No”: 1"”- Wouldn't it be worth exploring the
What are the Why? idea of reinforcing it with
barriers/What are the pharmaceutical consultations in
levers? community pharmacies?

2- In your opinion, what absolutely must be included in these consultations?
(If a theme is not naturally brought up, introduce it yourself: "and concerning RHD, self-care with

furosemide, vaccination, adherence, EPOF, EPON, physical activity")

3- What do you think of the contribution of technology in the management of heart failure?
(If a theme is not naturally brought up, introduce it yourself: "connected scales, connected watches,

connected blood pressure monitors, mobile application for physical activity tracking")

3" - "Useful”: 3'- "Useless”:

Would it be a good idea, in your opinion, to Why?
provide these devices in community pharmacies
and teach patients how to use them during these

consultations?

4- How would you imagine potential cooperation between the various professions?
Would you, if this system were to be implemented, wish to be involved in some way? If so, in what

manner? If not, why?

4'- If Yes: 4'- If No:
Detail (report of the consultation, data Why?
management via connected devices,

prescription of the consultation)

Fig. 5: Final interview guide




Conclusion & Perspectives

L'éducation thérapeutique proposée aux patients atteints d’'une IC est pratiquement limitée
qu’aux seuls hopitaux, ce qui engendre des manquements importants, notamment en raison
de l'accés restreint aux programmes d’ETP, des délais d'intervention trop longs, et de la
distance géographique. En soins primaires, les médecins généralistes manquent de temps,
d'informations et de formation. Ils ne peuvent pas, a eux seuls, combler les besoins des
patients atteints d’IC en termes d’ETP et de traitement médicamenteux. Le pharmacien
pourrait jouer un role clé en proposant un suivi officinal centré sur I'éducation du patient au
niveau médicamenteux et non médicamenteux, ainsi que sur des actes pharmaceutiques tels
que l'aide a la titration des cardioprotecteurs ou encore la vaccination. Cette prise en charge

officinale doit se faire en collaboration avec les autres professionnels de santé.

Toutefois des questions subsistent a ce jour et il est nécessaire d'investiguer davantage ces
premiers éléments obtenus. Entre autres, se pose la question de l'aide a la titration
médicamenteuse par le pharmacien d'officine. Le pharmacien d'officine pourrait-il, avec une
formation adaptée comme dans certains des pays Anglo-Saxons, adapter la posologie de lui-
méme sous couvert d’'un examen clinique et de relevés biologiques ? Ou bien doit-il plutot
jouer le role de surveillant et alarmer les médecins lorsqu’une inertie thérapeutique est en
train de s'installer ? Tout en sachant que le role de pharmacien correspondant, permettant de
renouveler et d'ajuster les posologies, existe déja en France mais est encore peu usité. Une

revue de la littérature de I'efficience de ces deux possibilités pourrait nous aider a choisir.

S'agissant des potentiels entretiens pharmaceutiques, il reste a définir le contenu exact de ces
derniers. Une méthode Delphi permettrait de créer une trame solide avec les différents points

essentiels a aborder lors de ces entretiens.

\

Concernant la collaboration, les choses sont aussi a préciser : il existe en effet de nombreux
acteurs autour du patient IC tels que le médecin généraliste, le cardiologue, les infirmiers et
le pharmacien. D'autres comme le kinésithérapeute, le diététicien ou encore le tabacologue ou
le psychologue peuvent également intervenir. Il s'agit donc de définir le réle de chacun dans
le parcours du patient IC avec des actes et discours communs a l'ensemble de ces
professionnels de santé, ainsi que les spécificités d'intervention propre a chacun. Une méthode

Delphi semble également adaptée dans ce contexte.




Au-dela de cette premiére étude et des probables qui suivront, des améliorations dans la prise
en charge du patient IC par le pharmacien d’officine devraient arriver a court terme. Les bilans
de prévention voient par exemple tout juste le jour et permettent au pharmacien d'insister
notamment sur les regles hygiéno-diététiques ainsi que I'utilité de la vaccination ou encore de
I'arrét de I'alcool et du tabac. Des entretiens motivationnels pour aider a I'arrét du tabac et la
prescription de substituts nicotiniques ont été annoncés dans le Plan Santé Tabac 2023-
2028 avec une expérimentation au printemps 2025 ; ils permettraient de mieux prendre en
charge les patients IC fumeurs. Enfin, la généralisation du dépistage de I'IC par les
pharmaciens d’officine (actuellement en expérimentation dans le Grand-Est) permettrait

d'aider les soins primaires a dépister les quelques 500 000 patients IC non-diagnostiqués.

Pour ce qui est de la collaboration avec les autres professionnels de santé, des cours communs
entre pharmacien d'officine et médecins généralistes voient progressivement le jour
permettant ainsi a ces deux corps de métiers de créer des liens profitables tot dans le cursus

initial et de reconsidérer les compétences de chacun.
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VINCENT Théo

Le rdole des pharmaciens d'officine dans la prise en charge des patients insuffisants cardiaques : une
étude exploratoire dans le Maine et Loire, France.

Contexte : L'insuffisance cardiaque touche de nombreux patients en France, principalement les
personnes agées, avec des taux élevés d’hospitalisation et une survie réduite. Les programmes
d’éducation thérapeutique, souvent limités a I'h6pital, créent une rupture dans la continuité des soins
éducatifs. Cette étude explore le potentiel des pharmaciens pour assurer un suivi rapproché et
coordonné des patients insuffisants cardiaques.

Méthodes : Des entretiens semi-dirigés ont été réalisés dans le Maine-et-Loire entre le 8/04/24 et le
03/06/24 aupres de 10 professionnels de santé. Les données ont été analysées avec le logiciel NVivo
14®.

Résultats : Deux themes principaux ont émergé. Premieérement, des besoins en prise en charge des
patients insuffisants cardiaques sont identifiés, mettant en lumiére les limites des hopitaux et des
médecins généralistes. Deuxiemement, un suivi officinal par les pharmaciens pourrait répondre a ces
besoins, notamment via des consultations pharmaceutiques centrées sur I’éducation du patient et des
actes pharmaceutiques. Une coopération interprofessionnelle bien établie est jugée essentielle. Les
freins identifiés incluent un manque de compétences pergu et des réticences professionnelles, mais
des leviers existent, tels que I'envie des jeunes pharmaciens d'élargir leur réle et I'aspect valorisant
de ce suivi.

Conclusion : Les pharmaciens pourraient jouer un role clé dans le suivi des patients insuffisants
cardiaques, améliorant leur autonomie en soins primaires tout en désengorgeant I’'hopital.

Mots-clés : Insuffisance cardiaque, éducation des patients, pharmacien communautaire, pharmacie clinique,
services pharmaceutiques, gestion des soins aux patients, bilan partagé de médications

The role of community pharmacists in the care of heart failure patients: an exploratory study in Maine
et Loire, France.

Background: Heart failure affects many patients in France, especially the elderly. Patients with heart
failure face high hospitalization rates and reduced survival. Therapeutic patient education programs
may limit them. However, they often occur only in hospitals, creating a gap in the continuity of
educational care. This study aims to explore the potential of pharmacists to ensure close and
coordinated monitoring of patients with heart failure.

Methods: Semi-structured interviews were conducted in Maine-et-Loire, France, from April 8 to June
3,2024. Ten healthcare professionals (general practitioners, pharmacists, cardiologists, nurse) were
interviewed until data saturation. The interviews were recorded and transcribed. Thematic analysis was
used to analyse the data using NVivo 14® software.

Results: Two themes emerged. First, there are needs in the care of heart failure patients, that
highlights the difficulties faced by hospitals and general practitioners. Second, community pharmacist
follow-up could address these needs. Such follow-up would mainly consist of pharmaceutical
consultations in two parts: patient education and pharmaceuticals act. Through various means, well-
established cooperation with other healthcare practitioners seems essential. The participants identified
obstacles such as a lack of skills and susceptibility of healthcare professional. They also identified
facilitating factors like the desire of younger pharmacists to evolve their role, in the implementation of
this follow-up by community pharmacists or the fact that this follow-up seems rewarding and
intellectually stimulating.

Conclusion: To meet the needs of patients with heart failure, pharmacists could play a key role in
ensuring coordinated follow-up. This would improve patients’ autonomy in primary care, thereby
relieving the hospital. The barriers and levers identified echo each other.

Keywords: Heart failure, Patient education, community pharmacist, clinical pharmacy, pharmaceutical services,
health care team, patient care management, medication review




