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Medication Adherence in Patients 
With Heart Failure and a Depressed 
Ejection Fraction Attending 
Cardiology Clinics
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To the Editor:

Treatment with angiotensin converting enzyme 
inhibitors (ACEI) or angiotensin II receptor 
antagonists (ARA-II), beta-blockers (BB), and 
anti-aldosterones (AA) improves the prognosis 
of patients with heart failure and depressed 
systolic function, based on what clinical practice 
guidelines recommend for patients in absence of 
contraindications.1,2 The degree of adherence to 
these recommendations in Spain is unknown. The 
ICCAR study (Epidemiological study of clinical 
and therapeutic management of Heart Failure in 
Cardiology offices of Spain), with a multicentre and 
cross-sectional design, analyzed in October 2005 the 
drug treatment of 905 patients diagnosed with heart 
failure.1 Two hundred twenty-seven cardiologists 
participated, and all Spanish Autonomous 
Communities were represented. 

Each drug therapy was analyzed to be either 
indicated1 or contraindicated/not tolerated, 
according to the investigator’s criterion. With the 
AA’s, it was considered a correct indication if 
the functional class was or had been NYHA III. 
Considering the ACEI and ARA-II combination 

as a treatment unit, it was defined as “adequate” 
adherence if the 3 drug therapy (ACEI or ARA-II, 
BB, and AA) were received, “moderate” when they 
received 2, and “low” when they received 1 or none. 
Not using an indicated drug therapy but rather 
the contraindicated/not tolerated was considered 
“adequate” adherence.

We present the results from the sub-group 
of patients with heart failure and depressed left 
ventricular ejection fraction (n=561; 73.2% males; 
average age, 67.1 [11.2] years).

Patients who received each drug therapy were: 
ACEI or ARA-II, 86.8%; BB, 71.1%; and AA, 
40.8%. Adherences were adequate, moderate, and 
low in 38.7%, 38.5%, and 22.8% respectively. There 
were no adherence differences among genders 
or functional classes at the time of consultation. 
However, the percentage of adequate adherence 
increase depended on the previous functional class 
worsening (55.3% in NYHA IV compared with 45% 
in NYHA III compared with 17.9% in NYHA II or 
no one in NYHA I; P<.0001). During consultation, 
treatments increased as follows with these: ARA-II 
16.4%; BB, 8.6%; and AA, 6.6%. ACEI decreased 
12.1%, although the ACEI or ARA-II combination 
had no modifications, which indicates that the 
increase in ARA-II is due to an ACEI reduction, 
probably due to intolerance.

In the ICCAR study, the percentage of patients 
who received ACEI or ARA-II, BB, and AA was 
slightly higher than in other European and Spanish 
studies.3,4

The Mahler study5 showed that adherence to drug 
therapy treatment reduced hospitalizations due to 
heart failure. Knowing the degree of adherence is 
important for establishing improvement strategies.

Our study, being different from others3 which 
only collect the percentage of patients with each 
drug, analyzed if the non-utilized drug was 
contraindicated. This analysis seems more adequate, 
considering that patients with heart failure in 
daily clinical analysis have more comorbidities 
than participants in clinical trials,6 which could 
contraindicate some drugs. 

Adherence was greater in patients with a previous 
record of poorer functionality, and there was a low 
adherence of 22%. Both aspects are improvable. 
It is necessary to begin treatment in early stages of 
the disease and avoid that patients, in absence of 
contraindications, do not receive the indicated drugs.

A limitation of this study is that the selection 
of cardiologists was not randomized, but was an 
unplanned sampling based on convenience, a design 
employed frequently in similar studies. It was carried 
out at the end of 2005, and although it may not 
reflect the current situation well, it may serve as a 
reference to compare with future studies. 
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in II, III, and avF, along with a decrease in V1 and V2 
(Figure 1). After 5 min in the emergency department, 
he had an episode of ventricular fibrillation which 
required electrical defibrillation. A few minutes 
later, the patient was tachycardic, hypertensive, 
and sweaty. After 1 minute, 1 mg of intravenous 
propranolol was administered, and following this, 
the patient suffered another episode of thoracic pain 
with higher elevation of the ST segment in II, III, 
and avF, along with a decrease in V1 and V2 (Figure 
2). An urgent coronariography was carried out, 
and it showed a 60% stenosis of the mid circumflex 
artery. He was later sent to the coronary unit, where 
as a protocol, a urine drug test was requested, which 
resulted positive for cocaine (>5000 ng/mL). With 
this positive result, the patient was asked again 
about cocaine consumption, which he admitted to 
have consumed 4 hours before going to emergency 
department. The patient remained asymptomatic 
during the rest of his hospital stay, and on the fifth 
day of admission, he was discharged on treatment 
with aspirin and statins. 

With this case, we have been able to prove the 
direct effects of intravenous administration of a 
beta-adrenergic receptor blocker medicine for a 
patient who goes to emergency services for an acute 
coronary syndrome with persistent elevation of 
ST, 4 h after consuming cocaine. Recently, Dattilo 
et al1 have published a retrospective study where 
they recommend using beta-adrenergic receptor 
blockers after an acute myocardial infarction and 
cocaine consumption. In that study, they indicate 
that these could have a protective effect on the 
cardiac muscle, more important than its capacity for 
inducing coronary spasm. Additionally, European 
guidelines practically make no specific reference 
to the problem, but currently the American Heart 
Association2 guidelines recommend not using these 
medications for patients with an acute myocardial 
infarction caused by cocaine, because of risk of 
exacerbating coronary spasm. 

All of this puts into perspective the current lack 
of consensus regarding the management of these 
patients, and we consider that, given the growing 
number of similar cases in our emergency services, 
which is a direct consequence of the increased 
cocaine consumption towards in Spain, this issue 
and dealing with these kinds of patients should 
be examined most exhaustively.3,4 It is certainly 
of vital importance to emphasize that acute 
coronary syndrome patients, especially those under 
45 years without other added risk factors, have a 
well directed anamnesis done or are systematically 
requested for determination of narcotics in urine 
at their arrival to emergency services. The purpose 
of this is to identify cocaine consumers in order to 
give them more adequate treatment and therefore 

To conclude, observed fulfilment of drug therapy 
recommendations for patients with heart failure and 
depressed ejection fraction in cardiology offices of 
Spain is of similar magnitude to European studies 
with similar methodology. However, there is still a 
substantial margin for improvement.
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Reflections on Beta-Adrenergic 
Receptor Blockers and Cocaine Use. 
A Case in Point

To the Editor:

We present the case of a 41-year-old male, 
businessman, who went to emergency services due 
to thoracic pain with anginal symptoms, prolonged 
(1 h) and triggered at rest. Among his personal 
antecedents, he presented with smoking and 
dyslipidemia. He denied consumption of narcotics. 
An electrocardiogram showed ST segment elevation 


