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Pharmacist-Led Management of Congestive Heart Failure: Improving 
Treatment Adherence and Patient Outcomes: A Systematic Review
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ABSTRACT
Research showed that congestive heart failure (CHF) patients receiving pharmacist-participated management 
interventions have improved clinical and non-clinical benefits. This is a systematic review study evaluating 
the impact of pharmacists' interventions in improving adherence and patient outcomes in CHF. Randomized 
controlled trials (RCTs) peer-reviewed in English-language assessing the pharmacist-participated collaborated 
care intervention in CHF were included. PubMed/MEDLINE database was searched for relevant literature 
published from January 1997 until October 2024. The systematic search strategy yielded 557 articles from 
PubMed/MEDLINE. Using the relevant title and or abstract review as a basis, 465 papers in total didn’t meet 
inclusion criteria. The remaining 92 full-text articles were assessed manually. Finally, 24 RCTs were identified 
for inclusion with a total of 9,785 patients. The 24 RCT articles reported six different impacts of the pharmacist-
participated interventions. In most of the articles, 16 (66.7%) pharmacist-led intervention was the type of 
pharmacist-participated intervention in multidisciplinary team management of CHF patients. Pharmacists’ 
interventions had significant effects on medication adherence and reduction of medication errors among CHF 
patients. However, rates of hospitalization, mortality, and quality of life of the intervention groups were not 
significantly different compared to the control groups. The findings of this review suggest that pharmacist-
led interventions improved medication adherence and reduced medication errors among patients with CHF. 
Pharmacists ought to be a member of the collaborative care team of CHF patients for better clinical and non-
clinical outcomes.
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INTRODUCTION
Congestive heart failure (CHF) is a prevalent disease affecting 23 
million people globally. CHF is associated with an increased risk 
of death after one year in elderly adults1,2. Nevertheless, a guideline 
directed medical therapy (GDMT) for heart failure with reduced 
ejection fraction (HFrEF) has been demonstrated to improve health 
clinical symptoms, reduce number of hospital visits, patients’ quality 
of life, and reduce mortality3. Examples of these internationally 
recognized guidelines include those developed by the European 
Society of Cardiology (ESC), American College of Cardiology (ACC), 
and the American Heart Association (AHA). These guidelines provide 
appropriate recommendations regarding drugs choice and dosage 
regimens for heart failure patients with reduced ejection fraction. The 
guidelines recommend the inclusion of the following drug classes for 
the initial therapy: angiotensin converting enzyme inhibitor (ACEI), 
angiotensin receptor blocker (ARB), angiotensin receptor-neprilysin 
inhibitor (ARNI), beta blockers (BBs), mineralocorticoid receptor 
antagonists (MRA), and sodium-glucose cotransporter 2 inhibitors 
(SGLT2I)3. 

Despite the clear advantages of GDMT in randomized clinical trials, 
available data reveals that the majority of patients with HFrEF in real-
world clinical settings are not receiving appropriate doses of drug 
therapy4. Studies demonstrated that within 30 days of being discharged 
from the hospital, about 2% of patients with HFrEF receive no GDMT 

prescription and approximately 45% of patients receive monotherapy 
rather than oral GDMT5,6. Even still, community-based management of 
HFrEF patients often lacks target doses of oral GDMT, and does not 
make changes even after one year, in spite of discharge on underdoses 
or no GDMT6–8. The inconsistent and inappropriate administration of 
medications following GDMT has been associated with adverse health 
outcomes. For example, a 29% increased risk of mortality after a 2-year 
follow-up was associated with insufficient GDMT in a real-world 
sample of HFrEF patients9. Furthermore, some studies have linked the 
discontinuation of an initiated oral GDMT with higher mortality risk 
even after achieving clinical stability 4–6, 9,10.

The issue of inadequate or ineffective utilization of GDMT for 
CHF continues despite its proven effectiveness in enhancing patient 
outcomes. Pharmacists are becoming more and more valued members 
of the healthcare team due to their particular knowledge of drugs.12 
Recent studies showed that pharmacists make a significant impact in 
improving medication adherence, regimen optimization, quality of 
life, and symptom control among patients requiring care for CHF.13,14 
They can be part of a multidisciplinary team or manage interventions 
independently. However, the holistic impact and efficacy of 
pharmacist-led interventions in enhancing GDMT consumption among 
CHF patients remains largely unclear. Therefore, this systematic 
review sought to examine the available published data on the impact 
of pharmacists' interventions in improving adherence and patient 
outcomes in CHF.
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METHODS
Database Search and Selection of Studies: Using PubMed/ 
MEDLINE database, a thorough literature search was carried out. All 
relevant literature published from January 1997 until October 2024, were 
included in the search. The search was restricted to randomized clinical 
trials (RCTs) published in English and utilized the terms "pharmacist" and 
"heart failure". To broaden the search, the author identified and included 
MeSH terms such as “congestive heart failure”, “hospitalization”, 
“adherence”, “multidisciplinary team”, and “pharmacist intervention”. 
The synonyms or other possible description of the key words were used to 
develop a robust search strategy in this review. The search strategy used 
in the database was “heart failure” [MeSH] OR “congestive heart failure” 
[Text Word] AND “hospitalization” [Text Word] OR “hospitalized” [Text 
Word] OR “outpatient” [Text Word] AND “medication adherence” [Text 
Word] OR “medication persistence” [MeSH]“drug compliance” [MeSH] 
OR “concordance” [Text Word] OR “medication non-adherence” 
[MeSH] AND “multidisciplinary team” [Text Word] OR “healthcare 
team” [Text Word] OR “healthcare professionals” [Text Word] OR 
“patient care team” [Text Word] Or “interdisciplinary team” [Text Word] 
AND “pharmacist intervention” [Text Word] OR “medication review” 
[Text Word] OR “patient counselling” [Text Word] OR ‘medication 
reconciliation” [Text Word].  Studies were included if the patients were 
at least 18 years and assessed the type and or impact of pharmacist-
led, pharmacist-involved or pharmaceutical care interventions in the 
management of CHF patients. The author excluded any non-RCTs, 
studies with abstract and protocol only, and studies focusing on non-CHF 
populations. 

The author manually examined the reference lists of the included 
articles and eliminated any duplicate entries. Approval from the 
Institutional Review Board was not necessary for this research, as it is 
considered a secondary analysis.

Classification of the Pharmacist-Participated Interventions 
The interventions reported by the 24 RCTs articles analysed were 
classified into the following categories:

Pharmacist-led interventions: Either with doctors in the clinic, 
pharmacist provides interventions on education, medication 
reconciliation, and optimization, or in an inpatient setting.

Nurse or pharmacist home visit: To evaluate clinical assessment and 
education visits made to the patient's home.

Telephone support: To evaluate the clinical status of the patient and 
help, structured telephone conversations are used without remote 
telemonitoring.

Pharmacist transitions coordinator (PTC): This involves 
collaboration with community-based and inpatient pharmacists to offer 
30 days of drugs upon release as well as pre-discharge medication 
reconciliation.

Telemonitoring: To assess weight, vitals, or other indicators of 
functional condition are monitored remotely using phone calls to 
follow-up. 

Pharmacist and nurse intervention: This involves intervention made 
by pharmacist or nurse including medication education, optimizing 
medication adherence, and counseling. 

Study Outcomes: The primary outcome of interest in this systematic 
review was medication adherence among CHF patients who received 

any form of pharmacists’ intervention. The secondary outcomes were 
rate of rehospitalization, all-cause mortality, rate of medication error, 
promotion of GDMT, and quality of life.

Data Extraction and Quality Assessment: Relevant data were extracted 
from the included full-text articles using the data extraction form. The data 
obtained included publication year and country, number of participants, 
type of pharmacists’ interventions, and their impacts on patients’ outcomes. 
Cochrane quality assessment tool was utilized in evaluating the quality of 
the eligible studies. This tool is designed for the purpose of evaluating the 
quality of RCTs before their inclusion in systematic reviews. It assesses the 
methodological rigors of the paper based on seven distinct domains. The 
domains are generation of random sequence, concealment of allocations, 
blinding of the participants and the researchers, completeness of the 
outcome data reported, selective reporting, and other biases that may 
take place during the conduct of the study. The quality of each paper was 
adjudged as having either low risk or unclear risk or high risk of bias in 
each of the seven domains evaluated. Following the evaluation of bias in 
each of these domains, the author combine the data to produce an overall 
risk of bias verdict for each article. The overall outcome was classified as 
"high risk of bias" if one or more domains are judged to have a high risk, or 
as "low risk of bias" if all domains are thought to have a low risk.

Data analysis: A summary of the articles that reported each type of 
intervention was presented as frequencies and percentages. On the 
other hand, the impact of the interventions was reported in terms of the 
number of articles reported. 

RESULTS
The systematic database search yielded 557 articles from PubMed/
MEDLINE. A total of 465 articles were eliminated based on the 
relevance of the title of the study and review of the abstract. The 
remaining 92 full-text articles were assessed manually.  Finally, 24 
RCTs were identified for inclusion. The final included 24 articles 
were studies conducted in 10 different countries, cutting across North 
America, Europe, Middle East, and Oceania. Specifically, most of the 
studies were conducted in the North America (United States of America 
[9] and Canada [2]), followed by Europe (Netherland [3], United 
Kingdom [2], Spain [1], Sweden [1], Slovenia [1], and Germany [1]). 
Three papers originated from Oceania as represented by Australia, and 
one paper originated from the United Arab Emirates. Overall, a total 
of 9,785 patients with heart failure participated in the reviewed studies 
(Table 1). 

Figure 1 showed the PRISMA flow chart of the study screening and 
selection criteria.

Articles reporting pharmacist-led intervention, 16 (66.7%) were the 
majority, followed by those that reported nurse or pharmacist home 
visits, 3 (12.5%) as the type of pharmacist-participated interventions in 
multidisciplinary team management of CHF patients (Table 2).

The 24 RCT articles reported six different outcomes evaluating the 
impact of pharmacist-participated interventions. The primary outcome, 
medication adherence, was reported in nine studies (37.5%). The secondary 
outcomes were reported as the following: rate of rehospitalization in 14 
studies (58.3%), all-cause mortality in seven studies (29.2%), rate of 
medication errors in three studies (12.5%), quality of life in five studies 
(20.9%), and GDMT promotion in one study (4.2%). The impact of 
pharmacist interventions was significantly associated with reduced 
medication error (100%), improved quality of life (40%), improved 
medication adherence (75%), better GDMT promotion (100%), reduced 
rehospitalizations (35.7%), and lower mortality rate (14.3%) (Table 3).
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Table 4 shows the risk of bias assessment of the included studies. The 
findings revealed slight variations across methodological domains. 
Most of the studies demonstrated a generally low risk of bias in domains 
such as random sequence generation and selective reporting bias, 
indicating adequate randomization processes and appropriate outcome 
assessment. However, unclear and high risk of bias were observed in 
three studies regarding allocation concealment 23,26,33, possibly due to 
insufficient reporting of methods used to prevent foreknowledge of 
treatment assignments. Four studies had unclear risk of performance 
bias16,22,29,32, as blinding of participants and personnel was either not 
feasible or inadequately described in many trials, which may have 
influenced outcome measurement. Attrition bias was largely low, with 
most studies providing complete outcome data and clear explanations 
for participant withdrawals, although two studies had incomplete 
reporting that resulted in unclear judgments.17,26 Overall, the majority 
of the included studies were rated as having a low to moderate risk 
of bias. While methodological quality was acceptable for most trials, 
the primary concerns related to performance bias, detection bias and 
incomplete descriptions of allocation concealment. These limitations 
should be considered when interpreting the results of this review. 

DISCUSSION
The present review sought to evaluate the impact of pharmacists’ 
interventions on medication adherence and other health outcomes 
of patients with CHF. The findings demonstrated that pharmacists’ 
intervention significantly improved medication adherence in most of 
the studies reviewed17,26,27,31,34,38. However, in a few studies, there were 
no significant difference in medication adherence between pharmacists’ 
associated interventions and control groups18,24,37. 

The most prominent secondary outcomes that were significantly 
improved by pharmacist interventions were rate of rate of medication 
errors as well as GDMT promotion19,20,30,32. On the other hand, there were 
controversy regarding the impact of pharmacist’s intervention on rate of 
hospitalization, all-cause death, and quality of life. Most of the included 
articles reported no significant difference in CHF hospitalization rate or 
hospital readmission rate over different timeline ranging from 30 days 
up to 5 years15,16,20,22,23,25,28,32,36. On the other hand, five studies found a 
significant difference in the rate of hospitalization between pharmacists’ 
intervention group and usual care group21,27,31,35,37. Almost all the included 
papers that evaluated the impact of pharmacists associated interventions 
found no significant influence of the interventions on the rate of death as 

Total number of articles from electronic 
database search (PubMed/ MEDLINE) 
(n = 557) 

Articles eliminated based on 
title/abstract.  
(n = 465) 

Total number of articles retrieved for 
assessment. 
(n = 92) 

Articles excluded: 
(n =68) 
Non RCTs 
(n=35) 
Non-HF population included 
(n=22)  
Abstract and protocol only 
(n=11)  
 

Total number of articles included in 
systematic review 
(n =24) 

Figure 1. Systematic Review Flow Chart



2711

Author Year
Sample size 
(intervention vs 
control)

Country Intervention Control Primary outcome(s) Secondary outcome(s)

Barker, Anna et al.15 2012 120 (64 vs 54) Australia Pharmacist-led 
intervention Standard care 

Mortality and congestive heart failure (CHF) rehospitalization over 6-month (no 
significant difference between the two arms in both outcomes).

There was no difference between groups in mortality (HR = 1.41, 0.50 - 3.97; 
P = 0.51) or CHF rehospitalizations (incidence rate ratio [IRR] = 1.74 95% CI: 
0.85-3.60; P = 0.13) over the 6-month follow-up period.

NA

Bloodworth, Lauren 
S et al. 16 2019 477 (96 vs 381) USA 

Pharmacist 
transitions 
coordinator 
(PTC)

Standard care

30-day and all-cause rehospitalizations (no significant difference between the 
two arms in both outcomes).

30-day rehospitalization were 5.8% in the intervention group and 6.9% in the 
control group (OR = 0.82; P= 0.761). All-cause rehospitalization were 10.5% in 
the intervention group and 16.2% in the control group (OR = 0.59; P= 0.242).

NA

Bouvy, Marcel L 
et al.17 2003 152 (74 vs 78) Netherlands Pharmacist-led 

intervention Standard care

Medication adherence (significantly better in intervention arm).
  
Patients in the intervention group had 140/7656 days without use of loop 
diuretics compared with 337/6196 days in the usual care group (RR= 0.33 [CI 
95% 0.24–0.38]).

Rehospitalizations, mortality, 
and quality of life.
All secondary outcomes 
showed no significant 
differences between the two 
groups.

Bucci, Claudia et 
al.18 2003 80 Canada Pharmacist-led 

intervention Standard care 

Medication adherence by using the Medication Appropriateness Index (MAI) 
and Purdue Directive Guidance (DG) scale (significantly better MAI score in 
intervention arm, but no significant difference in DG score)

The change in MAI score from baseline was 0.74 and 0.49 for the intervention 
and control groups, respectively; P= 0.605).

NA

Eggink, Rixt Nynke 
et al.19 2010 85 (44 vs 41) Netherlands Pharmacist-led 

intervention Standard care

Prescription errors and medication
discrepancies after discharge (significantly less error and discrepancies in 
intervention arm).

68% of patients in the control group had at least one discrepancy or prescription 
error vs 39% in the intervention group (RR 0.57 (95% CI, 0.37-0.88))
The percentage of medications with a
discrepancy or prescription error in the control group was 14.6% and 6.1% in the 
intervention group (RR= 0.42 (95% CI, 0.27–0.66)).

NA

Freeman, 
Christopher R et al.20 2021 306 (129 vs 177) Australia 

Pharmacist-led 
intervention Standard care

One-year rehospitalization (no significant difference between the two arms). 
By 12 months, 282 rehospitalizations among control patients and 136 among 
intervention patients (fully adjusted IR ratio [IRR], 0.79; 95% CI, 0.52‒1.18).

NA

Gattis, W A et al.21 1999 181 (90 vs 91) USA 

Pharmacist 
intervention 
and 
telemonitoring

Standard care

Combined all-cause mortality and non-fatal heart failure rehospitalization 
(significantly lower in intervention arm).

All-cause mortality and non-fatal heart failure rehospitalization up to one year 
were significantly lower in the intervention group compared with the control 
group odds ratio [OR], 0.22; 95% confidence interval [CI], 0.07-0.65; P= 0.005).

NA

Table 1: Summary of the included RCTs studies evaluating pharmacy-led management of congestive heart failure
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Author Year
Sample size 
(intervention vs 
control)

Country Intervention Control Primary outcome(s) Secondary outcome(s)

Heaton, Pamela C 
et al.22  2019 400 (213 vs 187) USA Pharmacist-led 

intervention Standard care

30-day rehospitalization (no significant difference between the two arms; 
significant difference was noticed only in the per-protocol analysis).

There was no significant difference in 30-day rehospitalization between 
intervention and control groups (11.3% vs. 10.7%; P= 0.49).
In a per protocol (PP) analysis for patients who showed up in their appointment, 
there was a significant difference in 30-day rehospitalization (1.6% vs. 
10.7%; P= 0.02).

NA

Holland, Richard 
et al.23 2007 293 (149 vs 144) UK Pharmacist-led 

intervention Standard care

Six months rehospitalization (no significant difference between the two arms).

134 admissions at six months occurred in the intervention group compared with 
112 in the control group (rate ratio=1.15, (95% confidence interval CI= 0.89-
1.48; P= 0.28)).

Mortality and quality of life. 
No statistical difference in both 
outcomes were noted.

Israel, Emily N et 
al.24 2013 732 (486 vs 246 USA Pharmacist-led 

intervention Standard care
Medication adherence at discharge, 30 days after discharge, and 90 days after 
discharge (no significant difference between the two arms in any outcome). NA

Lee, Keane K et al25 2020 2091 (1027 vs 
1064) USA 

Pharmacist 
intervention 
and telephone 
support

Standard care

30-days rehospitalization and all-cause mortality (no significant difference 
between the two arms).

There were no significant differences in 30-day heart failure rehospitalization 
(8.6% intervention group vs 10.6% control group; P= 0.11).
All-cause rehospitalization (18.8% intervention group vs 20.6% control group; 
P= 0.30).
All-cause mortality (4.0% intervention group vs 4.6% control group; P= 0.49).

NA

Linné, A B et al.26 1999 130 (64 vs 66) Sweden 
Nurse or 
pharmacist 
home visit

Standard care

Medication adherence and knowledge after 6 months using an interactive Kodak 
Photo-CD Portfolio technique (significantly better points in intervention arm).

The intervention group attained 17.2 points (mean) vs 14.3 points (mean) in 
control group, 95% CI of difference 1.0–4.7 points; P= 0.0051)

NA

López Cabezas, C 
et al.27 2006 134 (70 vs 64) Spain 

Pharmacist 
intervention 
and telephone 
support

Standard care

Medication adherence, 6 months rehospitalization, and quality of life 
(significantly better adherence and lower rehospitalization in intervention arm; 
but no significant difference in quality of life).

Medication adherence was significantly better in intervention group than in the 
control group 88.2% vs. 60.5% at 2 months; P= 0.002, 91.1% vs. 69.0% at 6 
months; P= 0.015.
Intervention group had a lower risk of rehospitalization (Hazard ratio 0.56; 95% 
CI: 0.32-0.97).
No differences were recorded in quality of life between groups. 

NA
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Author Year
Sample size 
(intervention vs 
control)

Country Intervention Control Primary outcome(s) Secondary outcome(s)

Lowrie, Richard et 
al.28 2012 2164 (1090 vs 

1074) UK Pharmacist-led 
intervention Standard care 

A composite of mortality or rehospitalization up to five years (no significant 
difference between the two arms in any outcome).

The primary outcome occurred in 35.8% of patients in the intervention group 
and 35.4% in the usual care group (hazard ratio 0.97, 95% CI 0.83-1.14; P= 
0.72).

NA

McCarren, Madeline 
et al.29 2013 220 (122 vs 98) USA Pharmacist-led 

intervention Standard care 

GDMT promotion (significantly better guideline concordance in intervention 
arm).

Eligible patients had a beta-blocker prescription that was not guideline 
concordant.
Level 1 intervention included information to a pharmacist on facility guideline 
concordance.
Level 2 also provided a list of patients not meeting guideline goals.
Compared with level 1, the level 2 intervention was associated with 1.9-fold 
greater odds of improvement in prescribing (95% confidence interval [CI] 1.1-
3.2). 

NA

Murray  Michael D 
et al,30 2009 800 (366 vs 434 USA Pharmacist-led 

intervention Standard care

Medication errors (significantly lower medication error in intervention arm).	
 
Compared with the control group, the risk of medication error was lower in the 
intervention group by 37% (risk ratio, 0.63; 95% CI, 0.40-0.98).

NA

Murray, Michael D 
et al.31 2007 314 (122 vs 192) USA Pharmacist-led 

intervention Standard care

Medication adherence and nine months rehospitalization (significantly better 
adherence and lower rehospitalization in intervention arm).

During the 9-month intervention period, medication adherence was 67.9% and 
78.8% in the usual care and intervention groups, respectively (difference, 10.9 
percentage points [95% CI, 5.0 - 16.7 percentage points]).
Rehospitalization was 19.4% less in the intervention group (incidence rate ratio, 
0.82 [CI, 0.73 - 0.93]).

NA

Roblek, Tina et al.32 2016 51 (26 vs 25) Slovenia Pharmacist-led 
intervention Standard care

Drug-drug interactions (DDIs) at discharge, six months rehospitalization, and 
mortality (significantly lower DDIs in intervention arm; no significant difference 
in the other outcomes).

DDIs were significantly lower in the intervention group at discharge: 8 cases vs. 
18 cases; P= 0.003. 
Over a 6-month follow-up period, 11 control and 9 intervention patients were re-
hospitalized or died; p > 0.2 for all.

NA

Sadik, A et al.33 2005 208 (104 vs 104) United Arab 
Emirates

Pharmacist-led 
intervention Standard care

Quality of life by using the Minnesota living with heart failure questionnaire 
(significantly better quality of life in intervention arm).
  
Intervention patients showed significant (P < 0.05) improvements in health-
related quality of life, [463.5 (433.2, 493.9) unit.month in intervention patients 
vs. 637.5 (597.2, 677.7) in control patients.  

NA
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Author Year
Sample size 
(intervention vs 
control)

Country Intervention Control Primary outcome(s) Secondary outcome(s)

Schulz, Martin et 
al.34 2019 237 (110 vs 127) Germany Pharmacist-led 

intervention Standard care

Medication adherence (significantly better adherence in intervention arm).

Intervention group compared with control group resulted in an absolute increase 
in mean adherence to three heart failure medications for 365 days [adjusted 
difference 5.7%, 95% confidence interval (CI) 1.6–9.8, P= 0.007].

Quality of life by using 
Minnesota Living with 
Heart Failure Questionnaire, 
rehospitalization and death.
Intervention group improved 
quality of life after 2 years 
(adjusted difference in scores 
−7.8 points (−14.5 to −1.1; 
P= 0.02), compared to control 
group.
No difference between the two 
groups for rehospitalization 
and death.

Stewart, S et al.35 1998 97 (49 vs 48) Australia
Nurse or 
pharmacist 
home visit

Standard care

Six months rehospitalization (significantly lower rehospitalization in intervention 
arm).

The intervention group had less readmissions within 6 months (36% vs 63%; P= 
0.03).

Mortality.
No difference in mortality 
between the intervention group 
and control group, respectively 
12.2% vs 25%; P= 0.11

Triller, Darren 
M, and Robert A 
Hamilton.36

2007 154 USA 
Nurse or 
pharmacist 
home visit

Standard care

The composite of rehospitalization and death up to one year (no significant 
difference between the two arms).
 
Intervention group had similar rate of the composite primary endpoint compared 
to usual care (61% vs. 62%, RR= 0.98; p= 1),

NA

Tsuyuki, Ross T et 
al.37 2004 276 (140 vs 136) Canada 

Pharmacist 
and nurse 
intervention

Standard care

Medication adherence and rehospitalization up to six months (significantly lower 
rehospitalization rate in intervention arm; but no significant difference in the 
adherence rate).
 
There was no significant difference in medication adherence between the two 
groups; P= 0.69.
There was less reduction in cardiovascular rehospitalization in the intervention 
group compared to the control group 14.3% vs 36%; P= 0.03.

NA

Varma, S et al.38 1999 83 (42 vs 41) Netherlands Pharmacist-led 
intervention Standard care

Medication adherence by using drug use profiles (significantly better adherence 
in intervention arm).
 
Patients in the intervention group showed improved adherence with drug therapy 
compared to the control group; P= 0.039.

NA
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Type of intervention Studies n (%) Components of care

Pharmacist-led intervention 16 (66.7)

Medication review15,19,20,28,34, patient education and counselling on disease state, 
drug therapy, & lifestyle modifications15,22–24,29–33, facilitation of appointments with 
physicians,15 medication adherence support,17 medication reconciliation on discharge,19,22 
telephone monitoring and follow-up,20,24,31,33 home visit (drug therapy monitoring)23

Nurse or pharmacist home visit 3 (12.5) Patient education on disease state and drug therapy26,35,36

Pharmacist intervention and 
telephone support 2 (8.4) Patient education and counselling,25,27 telephone monitoring and follow-up25,27

Pharmacist transitions coordinator 1 (4.2) Medication therapy management, medication reconciliation, comprehensive medication 
review, telephone monitoring of patients on drug therapy16

Pharmacist intervention and 
telemonitoring 1 (4.2) Patient education and counselling21

Pharmacist and nurse intervention 1 (4.2) Patient education on disease and drug therapy, medication adherence support, telephone 
monitoring and follow-up37

Table 2: Type of pharmacist-participated interventions in the management of CHF patients

CHF = Congestive Heart Failure

Impact of Intervention No. of Studies reporting significant 
impact (n, %) References 

Reduced hospitalization & readmission 5 out of 14 (35.7%) 15, 16, 20, 21, 22, 23, 25, 27, 28, 31, 32, 35, 36, 37

Improved medication adherence 6 out of 9 (75%) 17, 18, 24, 26, 27, 31, 34, 37, 38

Reduced all-cause mortality 1 out of 7 (14.3%) 15, 21, 25, 28, 32, 35, 36

Improved medication error 3 out of 3 (100%) 19, 30, 32

Improved quality of life 2 out of 5 (40%) 17, 23, 27, 33, 34

GDMT promotion 1 out of 1 (100%) 29

Table 3: Impact of pharmacist-participated interventions in the management of CHF patients

GDMT = Guideline Directed Medical Therapy

Table 4: Risk of bias assessment for included articles

Authors
Random 
sequence 

generation

Allocation 
concealment Performance Detection Attrition Selective 

reporting Overall 

Barker et al., 2012 • • • • • • •
Bloodworthet al., 2019 • • • • • • •
Bouvy et al., 2003 • • • • • • •
Bucci et al., 2003 • • • • • • •
Eggink et al., 2010 • • • • • • •
Freeman et al., 2021 • • • • • • •
Gattis et al., 1999 • • • • • • •
Heaton et al., 2019 • • • • • • •
Holland et al., 2007 • • • • • • •
Israel et al., 2013 • • • • • • •
Lee et al., 2020 • • • • • • •
Linné et al., 1999 • • • • • • •
López et al., 2006 • • • • • • •
Lowrie et al., 2012 • • • • • • •
McCarren et al., 2013 • • • • • • •
Murray et al., 2009 • • • • • • •
Murray et al., 2007 • • • • • • •
Roblek et al., 2016 • • • • • • •
Sadik et al., 2005 • • • • • • •
Schulz et al., 2019 • • • • • • •
Stewart et al., 1998 • • • • • • •
Triller et al., 2007 • • • • • • •
Tsuyuki et al., 2004 • • • • • • •
Varma et al., 1999 • • • • • • •
Green = Low risk of bias; Red = High risk of bias; Yellow = Unclear risk of bias
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a result of heart failure and its complications or even in terms of all-cause 
mortality rate15,25,28,32,35,36. Nevertheless, the study conducted Gattis and 
colleagues reported significantly lower all-cause mortality rate and heart 
failure events in the intervention group compared to the control group; 
however, the statistical difference was mainly due to readmission to 
heart failure events21. Two out of five studies found a significant impact 
of pharmacists’ intervention on the quality of life compared to control 
group33,34.  

According to the current systematic review, pharmacists associated 
interventions were linked to improvement in medication 
adherence17,26,27,31,34,38 even though in some studies, the investigators 
observed a downward spiral in the rate of medication adherence 
or compliance to prescribed treatment among heart failure patients 
shortly after the interventions were stopped18,24,37. According to the 
systematic investigation, there were several cases where pharmacist-
led interventions improved medication adherence. Some studies 
have observed a decrease in medication adherence among patients 
with heart failure following the termination of these therapies. A 
dependence on the continuing assistance of pharmacists may be shown 
by the declining trend in adherence following the cessation of the 
intervention. It's possible that patients have become accustomed on the 
advice, prompts, or specific help provided by pharmacists to stick to 
their prescription schedule. The observed drop may have resulted from 
some patients' inability to maintain the same degree of adherence on 
their own once this support was removed. The importance of continued 
follow-up and support in helping heart failure patients continue to take 
their medications as prescribed is highlighted by this finding. In order 
to guarantee long-term adherence and treatment success, it emphasizes 
the difficulties that patients may encounter in sustaining adherence 
without ongoing care. This calls for prolonged interventions or other 
forms of ongoing support. Meanwhile, non-adherence to medications 
is considered among the chief factors that adversely affect drug therapy 
outcomes in patients with chronic diseases, including heart failure39. 
A previous systematic review among patients with heart failure 
identified several factors that promote medication non-adherence. 
These factors include social and economic factors (e.g., patients’ 
age, level of education), patient-related factors (e.g., availability of 
social support), treatment-related factors (e.g., number of prescribed 
medications), and health-system related factors39. These determinants 
of medication adherence should be considered when designing robust 
strategies involving pharmacists aimed at maintaining high medication 
adherence levels among patients with health failure.

In the current review, pharmacists’ interventions had no significant 
effect on the rate of hospitalization or readmission or mortality rate 
of patients with CHF. These findings were consistent with the results 
of a recent systematic review and meta-analysis of the impact of 
pharmacists’ interventions on health outcomes of outpatients with 
heart failure40. According to the authors, there was no difference in rate 
of hospitalization and mortality rate40. However, an earlier systematic 
review of twelve RCTs studies reported that pharmacists care led to a 
reduction in the risk of all-cause deaths and rate of hospitalization in 
both inpatients and outpatients with heart failure in the intervention 
groups compared to the control groups, but had no significant impact 
on the rate of mortality12. This observed difference in the findings 
could be explained by the variation in the study population of interest 
and length of monitoring and follow-up. Thus, among patients with 
heart failure, the present review finding that pharmacist interventions 
had no discernible impact on hospitalization rates, readmissions, or 
mortality is remarkable. It implies that the examined pharmacist-led 
interventions did not appear to have a discernible effect on these crucial 
outcomes, based on the studies that made up the systematic review. 
The findings underscore the complexity of managing heart failure and 
the need for continued research, intervention refinement, and a patient-

centered approach, even though they also suggest that the pharmacist-
led interventions evaluated in the review did not produce statistically 
significant improvements in the rate of hospitalization or readmission 
and mortality rate for heart failure patients.

Pharmacists’ intervention in the present review had no significant effect 
on the quality of life patients with CHF17,23,27. Nonetheless, the findings 
demonstrated that the quality of life scores of the intervention groups 
were higher than those of the control groups, but the difference were 
not statistically significance. The finding may indicate that, although 
there was no statistically significant difference in the quality of life 
between the intervention' groups and the control groups, there was 
a discernible trend, pointing to a probable beneficial effect accruing 
from the interventions provided. Even so, it is difficult to definitively 
link these benefits to the pharmacist-led interventions alone, given 
that the difference was not statistically significant.  Therefore, to 
better understand the potential impact of pharmacists’ interventions on 
improving the quality of life for CHF patients, this discovery may lead 
to additional research and modification of the intervention.

CONCLUSION

The findings of this review suggest that pharmacist-led interventions 
improved medication adherence and reduced medication errors among 
patients with CHF but had no effect on the rate of hospitalization or 
readmission, quality of life, and mortality rate. The findings of this 
analysis highlight how important pharmacist-led interventions are 
for improving medication adherence and decreasing medication 
errors in patients with CHF. It is important to highlight that, despite 
the interventions' favorable effects on medication adherence and 
medication errors, they had no significant effect on critical clinical 
endpoints including death, quality of life, or rates of hospitalization or 
readmission. Therefore, a more comprehensive and multidisciplinary 
approach involving the integration of pharmacist interventions with 
other healthcare strategies that address a wider range of factors 
affecting patient outcomes is recommended.

Authorship Contribution: Yes.

Potential Conflicts of Interest: None

Competing Interest: None

Acceptance Date: 13 August 2025

REFERENCES
1.	 Virani SS, Alonso A, Benjamin EJ, et al. Heart disease and 

stroke statistics—2020 update a report from the American Heart 
Association. Circulation 2020;141:E139-E596.

2.	 Emmons-Bell S, Johnson C, Roth G. Prevalence, incidence and 
survival of heart failure: a systematic review. Heart 2022;108:1351-
60.

3.	 Heidenreich PA, Bozkurt B, Aguilar D, et al. 2022 AHA/ACC/
HFSA Guideline for the Management of Heart Failure: A Report of 
the American College of Cardiology/American Heart Association 
Joint Committee on Clinical Practice Guidelines. Circulation 
2022;145(18): e895-e1032.

4.	 Komajda M, Anker SD, Cowie MR, et al. Physicians’ adherence to 
guideline-recommended medications in heart failure with reduced 
ejection fraction: Data from the QUALIFY global survey. Eur J 
Heart Fail 2016;18(5):514-22.

5.	 Deschaseaux C, McSharry M, Hudson E, et al. Treatment initiation 
patterns, modifications, and medication adherence among newly 
diagnosed heart failure patients: A retrospective claims database 



2717

analysis. J Manag Care Spec Pharm 2016;22:561–71.
6.	 Wirtz HS, Sheer R, Honarpour N, et al. Real-world analysis of 

guideline-based therapy after hospitalization for heart failure. J 
Am Heart Assoc 2020;9(16):e015042.

7.	 Greene SJ, Fonarow GC, DeVore AD, et al. Titration of Medical 
Therapy for Heart Failure With Reduced Ejection Fraction. J Am 
Coll Cardiol 2019;73(19):2365-83.

8.	 Peri-Okonny PA, Mi X, Khariton Y,  et al. Target Doses of Heart 
Failure Medical Therapy and Blood Pressure: Insights From the 
CHAMP-HF Registry. JACC Heart Fail 2019;7(4):350-8.

9.	 McCullough PA, Mehta HS, Barker CM, et al. Mortality 
and guideline-directed medical therapy in real-world heart 
failure patients with reduced ejection fraction. Clin Cardiol 
2021;44(9):1192-8.

10.	 Tran RH, Aldemerdash A, Chang P, et al. Guideline-Directed 
Medical Therapy and Survival Following Hospitalization in 
Patients with Heart Failure. Pharmacotherapy 2018; 38(4):406-16.

11.	 Greene SJ, Butler J, Albert NM, et al. Medical Therapy for 
Heart Failure With Reduced Ejection Fraction: The CHAMP-HF 
Registry. J Am Coll Cardiol 2018;72(4):351-66.

12.	 Koshman SL, Charrois TL, Simpson SH, et al. Pharmacist care 
of patients with heart failure: A systematic review of randomized 
trials. Arch of Intern Med 2008;168(7):687-94.

13.	 Parajuli DR, Franzon J, McKinnon RA, et al. Role of the 
Pharmacist for Improving Self-care and Outcomes in Heart 
Failure. Curr Heart Fail Rep 2017;14(2):78-86.

14.	 Anderson SL, Marrs JC. A Review of the Role of the Pharmacist 
in Heart Failure Transition of Care. Adv Ther 2018;35(3):311-23. 

15.	 Barker A, Barlis P, Berlowitz D, et al. Pharmacist directed home 
medication reviews in patients with chronic heart failure: A 
randomised clinical trial. Int J Cardiol 2012;159(2): 139-43.

16.	 Bloodworth LS, Malinowski SS, Lirette ST, et al. Pharmacist 
linkage in care transitions: From academic medical center to 
community. J Am Pharm Assoc (2003) 2019;59(6):896-904.

17.	 Bouvy ML, Heerdink ER, Urquhart J, et al. Effect of a Pharmacist-
Led Intervention on Diuretic Compliance in Heart Failure Patients: 
A Randomized Controlled Study. J Card Fail 2003;9(5):404-11.

18.	 Bucci C, Jackevicius C, McFarlene K, et al. Pharmacist’s 
contribution in a heart function clinic: Patient perception and 
medication appropriateness. Can J Cardiol 2003;19(4):391-6.

19.	 Eggink RN, Lenderink AW, Widdershoven JW, et al. The effect of a 
clinical pharmacist discharge service on medication discrepancies 
in patients with heart failure. Pharm World Sci 2010;32(6):759-66.

20.	 Freeman CR, Scott IA, Hemming K, et al. Reducing Medical 
Admissions and Presentations Into Hospital through Optimising 
Medicines (REMAIN HOME): a stepped wedge, cluster 
randomised controlled trial. Med J Aust 2021;214(5):212-7.

21.	 Gattis WA, Hasselblad V, Whellan DJ, et al. Reduction in Heart 
Failure Events by the Addition of a Clinical Pharmacist to the 
Heart Failure Management Team: results of the Pharmacist in 
Heart Failure Assessment Recommendation and Monitoring 
(PHARM) Study. Arch Intern Med 1999;159(16):1939-45.

22.	 Heaton PC, Frede S, Kordahi A, et al. Improving care transitions 
through medication therapy management: A community 
partnership to reduce readmissions in multiple health-systems. J 
Am Pharm Assoc (2003) 2019;59(3):319-28.

23.	 Holland R, Brooksby I, Lenaghan E, et al. Effectiveness of visits 
from community pharmacists for patients with heart failure: 
HeartMed randomised controlled trial. BMJ 2007;334(7603):1098.

24.	 Israel EN, Farley TM, Farris KB, et al. Underutilization of 
cardiovascular medications: effect of a continuity-of-care program. 
Am J Health Syst Pharm 2013;70(18):1592-1600.

25.	 Lee KK, Thomas RC, Tan TC, et al. The Heart Failure Readmission 
Intervention by Variable Early Follow-up (THRIVE) Study: A 
Pragmatic Randomized Trial. Circ Cardiovasc Qual Outcomes 
2020;13(10):e006553.

26.	 Linné AB, Liedholm H, Israelsson B. Effects of systematic 
education on heart failure patients’ knowledge after 6 months. A 
randomised, controlled trial. Eur J Heart Fail 1999; 1(3):219-227.

27.	 López Cabezas C, Falces Salvador C, Cubí Quadrada D, et al. 
Randomized clinical trial of a postdischarge pharmaceutical care 
program vs. regular follow-up in patients with heart failure. Farm 
Hosp 2006;30(6):328-42.

28.	 Lowrie R, Mair FS, Greenlaw N, et al. Pharmacist intervention in 
primary care to improve outcomes in patients with left ventricular 
systolic dysfunction. Eur Heart J 2012;33(3):314–24.

29.	 McCarren M, Furmaga E, Jackevicius CA, et al. Improvement 
of guideline β-blocker prescribing in heart failure: A cluster-
randomized pragmatic trial of a pharmacy intervention. J Card 
Fail 2013;19(8):525-32.

30.	 Murray MD, Ritchey ME, Wu J, et al. Effect of a pharmacist on 
Adverse drug events and medication errors In outpatients with 
cardiovascular disease. Arch Intern Med 2009;169(8): 757-63.

31.	 Murray MD, Young J, Hoke S, et al. Pharmacist Intervention to 
Improve Medication Adherence in Heart Failure. Ann Intern Med 
2007;146(10):714-25.

32.	 Roblek T, Deticek A, Leskovar B, et al. Clinical-pharmacist 
intervention reduces clinically relevant drug-drug interactions in 
patients with heart failure: A randomized, double-blind, controlled 
trial. Int J Cardiol 2016;203:647-52.

33.	 Sadik A, Yousif M, McElnay JC. Pharmaceutical care of patients 
with heart failure. Br J Clin Pharmacol 2005;60)2):183-93.

34.	 Schulz M, Griese‐Mammen N, Anker S, et al. Pharmacy‐based 
interdisciplinary intervention for patients with chronic heart 
failure: results of the PHARM‐CHF randomized controlled trial. 
Eur J Heart Fail 2019;21(8):1012-21.

35.	 Stewart S, Pearson S, Horowitz JD. Effects of a Home-Based 
Intervention Among Patients With Congestive Heart Failure 
Discharged From Acute Hospital Care. Arch Intern Med 
1998;158(10):1067-72.

36.	 Triller DM, Hamilton RA. Effect of pharmaceutical care services 
on outcomes for home care patients with heart failure. Am J Health 
Syst Pharm 2007;64(21):2244–9.

37.	 Tsuyuki RT, Fradette M, Johnson JA, et al. A multicenter disease 
management program for hospitalized patients with heart failure. 
J Card Fail 2004;10(6):473-80.

38.	 Varma S, McElnay JC, Hughes CM, et al. Pharmaceutical care of 
patients with congestive heart failure: interventions and outcomes. 
Pharmacotherapy 1999;19(7):860-9.

39.	 Oosterom-Calo R, Van Ballegooijen AJ, Terwee CB, et al. 
Determinants of adherence to heart failure medication: A 
systematic literature review. Heart Fail Rev 2013;18(4):409-27.

40.	 Schumacher PM, Becker N, Tsuyuki RT, et al. The evidence for 
pharmacist care in outpatients with heart failure: a systematic 
review and meta‐analysis. ESC Heart Fail 2021; 8(5):3566-76.

Bahrain Medical Bulletin, Vol. 47, No. 4, December 2025


	Title
	INTRODUCTION
	METHODS
	RESULTS
	DISCUSSION
	CONCLUSION
	REFERENCES

