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Abstract
Background: Heart failure (HF) is strongly associated with aging. It affects 10–12% of
patients older than 80 years, with five-year overall mortality after first hospitalization for HF
being as high as 81%. The main objective of this study was to assess the diagnosis and
treatment of HF in hospitalized octogenarians compared to younger subjects.
Methods: The survey was performed among a random sample of all Polish hospitals and in
all academic centers, as part of the National Project of Prevention and Treatment of Cardiovascular Diseases in Poland — POLKARD. Using a questionnaire-based method, hospital
documentation of the last five patients with diagnosed HF was reviewed. Eventually, in 2005,
HF patients of 259 internal medicine and cardiology hospital wards, including 260 very
elderly patients, were selected to the study.
Results: The mean age of the 1,289 studied patients was 69.8 ± 11.4 years (age range: 26–96
years), 57.8% were males, and 80.1% were in NYHA class III or IV. Echocardiography was
performed in 41.7% of octogenarians in comparison with 58.7% of those categorized as
‘younger elderly’, i.e. 60–79 years, and 75.2% of patients aged below 60 years (p < 0.0001).
The most prescribed drugs in very elderly patients were diuretics (86.9%, p = 0.005) and
ACE-I (81.9%), while only 61.5% used beta-blockers (p < 0.0001). In stepwise logistic regression analysis, hypertension, history of myocardial infarction and admission to cardiology
ward were positively associated with beta-blocker and ACE-I (or ARB) therapy, while older age
and pulmonary diseases (COPD or asthma) were related to their non-prescription.
Conclusions: Despite significant progress in HF management, there is still a need for an
improvement in the medical care of very elderly patients. The major obstacles seem to be
advanced age and the presence of coexistent pulmonary diseases. Therefore, the participation of
geriatricians and pulmonologists should be recommended in caring for octogenarians with HF.
(Cardiol J 2012; 19, 2: 146–152)
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Introduction
Heart failure (HF) affects approximately 5% of
the adult population of Western Europe [1]. Due to
improved outcomes in cardiovascular diseases and
prolonged lifespans, HF represents an increasing
problem for public healthcare , and is now the commonest diagnosis in the population of patients aged
over 65 who have been discharged from hospital [2].
HF is strongly associated with aging. It affects 10–
–12% of patients older than 80 years, with five-year
overall mortality after first hospitalization for HF
being as high as 81% [3, 4].
The international research project the Euro
Heart Failure Survey (EHFS) [5, 6], which was also
performed in Poland, revealed a gap between the
hospital care of patients with HF and the European
Society of Cardiology (ESC) guidelines [7]. This
project focused on European patients hospitalized
for HF, and showed age-related suboptimal management regarding both diagnostic procedures and
pharmacotherapy [8, 9]. However, centers invited
to participate in this and similar HF surveys were
largely based on university hospitals [5, 6, 10, 11],
so the data only partially represented general hospital practice.
The present study was performed as part of the
National Project of Prevention and Treatment of
Cardiovascular Diseases — POLKARD [12]. The
aim of the presented analysis was to assess HF diagnosis and treatment in Polish hospitals in very
elderly patients (over 80 years old) in comparison
with younger elderly (60–79 years old) and patients
under 60 years of age.

Methods
The multi-stage procedure of choosing hospitals to be investigated, which was designed to obtain a representative sample of both medical wards
and HF patients discharged from hospitals, has been
previously published in detail [12, 13]. Stratified
multistage sampling of hospitals was based on the
governmental registration list (posted on 17 March
2005). A total of 260 hospitals (of which one refused
to take part in the research) with internal medicine
and cardiology departments were approached. All
Polish university hospitals were asked to participate in the study. The percentage of patients treated at university hospitals in the present analysis
was 10.1%. Consequently, from 21 April to 31 December 2005, the medical records of the last five
patients discharged with a diagnosis of HF were
analyzed.

Data was obtained from HF patients’ medical
files concerning their medical history, diagnostic
and therapeutic procedures by specially trained
nurses.
In total, 1,289 patients who had been discharged alive from hospital with an HF diagnosis
were enrolled into the analysis; 20.2% of these patients were at least 80 years old. Active neoplastic
disease was the only exclusion criterion. All procedures of data gathering were subject to Polish regulations.

Statistical analysis
The study population is described by percentages and absolute numbers. The distribution of continuous variables is characterized by means and
standard deviations. Categorical variables were
compared between subgroups by c2 test and continuous variables by analysis of variance (ANOVA
test). Age was analyzed as a continuous and categorical variable (< 60, 60–79 and ≥ 80 years). Two-sided p value tests were performed.
Determinants for the use of beta-blockers,
spironolactone and a combination of beta-blocker
with angiotensin-converting enzyme inhibitor
(ACE-I) or angiotensin II receptor blocker (ARB)
medication were analyzed by stepwise multiple logistic regression. Clinical characteristics: age, gender,
New York Heart Association (NYHA) class, HF with
preserved ejection fraction (HFPEF), HF type, admission ward, intensive care unit (ICU) stay, and co-morbidities: hypertension, ischemic heart disease, atrial
fibrillation (AF), chronic obstructive pulmonary disease (COPD) or asthma, renal dysfunction, prior
stroke or transient ischemic attack (TIA), myocardial
infarction (MI) or invasive cardiology treatment were
considered for inclusion in the models.
The multiple logistic regression variables
choice was based on a significance level of p < 0.1
in the univariate comparison; a p value < 0.05 was
set up for variables entered into the closing model.
Finally, gender, age, hypertension, COPD or asthma, MI, renal insufficiency, HFPEF and admission
to cardiology ward gained statistical significance and
were involved.
A significance level of 0.05 was assumed for
statistical tests. Statistical analyses were completed with Statistica 8.0 PL (StatSoft, Poland).

Results
Patients’ characteristics
Mean age of the 1,289 patients was 69.8 ± 11.4
(age range: 26–96) years. Most of them were males
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Table 1. Characteristics of the study population (n = 1,289) divided by age group.
Age ≥ 80 (n = 260)

Age 60–79 (n = 754)

Age < 60 (n = 275)

P

Male gender

41.6% (106/255)

55.1% (405/735)

80.4% (217/270)

< 0.0001

Age (years)

84.0 ± 3.5

71.1 ± 5.3

52.8 ± 6.2

< 0.0001

NYHA class:
I

0.0% (0/256)

0.5% (4/746)

1.8% (5/273)

II

15.6% (40/256)

19.8% (148/746)

20.9% (57/273)

III

53.9% (138/256)

51.9% (387/746)

47.3% (129/273)

IV

30.5% (78/256)

27.8% (207/746)

30.0% (82/273)

0.082

Cardiovascular diseases:
Hypertension

78.1% (203/260)

74.7% (553/740)

58.1% (158/272)

< 0.0001

CAD

78.4% (196/250)

75.6% (551/729)

64.9% (172/265)

< 0.001

30.9% (77/249)

38.1% (276/724)

40.0% (104/260)

0.070

49.6% (126/254)

47.2% (349/740)

28.8% (76/264)

< 0.0001

Diabetes

29.8% (76/255)

36.7% (274/746)

27.4% (74/270)

0.008

TIA or stroke

14.6% (36/246)

12.6% (93/736)

7.8% (21/268)

0.043

Anemia

16.8% (43/256)

10.7% (79/742)

8.7% (23/265)

0.008

Myocardial infarction
Atrial fibrillation
Co-morbidities:

COPD or asthma

25.3% (64/253)

20.0% (148/740)

14.7% (39/266)

0.010

Renal failure

28.4% (72/254)

19.6% (145/740)

10.8% (29/268)

< 0.0001

Liver disease
Obesity

4.8% (12/248)

10.8% (78/722)

19.5% (51/261)

< 0.0001

21.9% (55/251)

37.2% (273/734)

37.9% (102/269)

< 0.0001

Numbers in brackets indicate: frequency/available data; NYHA — New York Heart Association; CAD — coronary artery disease; TIA — transient
ischemic attack; COPD — chronic obstructive pulmonary disease

(57.8%), and 80.1% presented HF in NYHA class III
or IV (Table 1). Most of the NYHA class I cases
were diagnosed in patients under 60 years old, while
NYHA classes III–IV were diagnosed most frequently in patients over 80 years of age.
Coronary artery disease, hypertension and AF
were more frequently observed in very elderly participants compared to patients between 60 and
79 years and subjects under the age of 60. Co-morbidities including stroke/TIA, anemia, COPD or asthma and renal failure were more common in octogenarians, whereas liver disease and obesity were more
often found in the youngest investigated group. Details of patients’ characteristics are shown in Table 1.
Almost 76% of patients over 80 years and 71%
of persons aged 60–79 were treated at internal
medicine wards; younger patients were treated
more frequently in cardiology departments (51%,
p < 0.0001). Of all HF patients, 32.7% were admitted to ICU, with a similar length of stay in all age
groups (4.7 ± 4.6 days).

Diagnostics
Only 41.7% of very elderly patients in comparison with younger patients underwent echocardiography during the surveyed hospitalization (p <

148

< 0.0001; Table 2). B-type natriuretic peptide
(BNP) was measured in only 1.2% of very elderly
patients and in 8.4% of persons in the youngest
group. The commonest reason (in about 60% of
cases) for not estimating BNP levels in all age
groups was the low availability of this test.
Coronarography, 24-h ECG and exercise test
were significantly less frequently performed in octogenarians. An analogous tendency was observed
for spirometry, while chest radiogram was more
often made in the oldest age group (Table 2).

Pharmacological treatment
As we have published elsewhere [13], the most
frequently used medication in all HF patients were
diuretics (86.8%; Table 3). ACE-I and ARBs were
used with similar frequency in all compared agegroups. Beta-blockers, spironolactone, as well as
a combination of beta-blockers and ACE-I (or ARB)
were less commonly prescribed in patients ≥ 80 years old compared to both younger age groups.
Antiplatelet therapy was more commonly used in
octogenarians (p < 0.03). Statins were more likely
to be prescribed in younger patients, compared to
patients aged 60–79 or octogenarians, respectively
45.8%, 38.7% and 26.9%; p < 0.001 (Table 3).
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Table 2. Procedures performed in heart failure patients during surveyed hospitalization.
Age ≥ 80 (n = 260)
BNP/NT-proBNP
Urine test

Age 60–79 (n = 754)

Age < 60 (n = 275)

P

1.2% (3/241)

2.5% (18/709)

8.4% (22/263)

< 0.001

91.9% (239/260)

91.7% (685/747)

84.6% (230/272)

0.001

Chest X-ray

82.6% (213/258)

79.9% (591/740)

72.1% (196/272)

0.007

Echocardiography

41.7% (108/259)

58.7% (442/753)

75.2% (206/274)

< 0.0001
< 0.0001

Coronarography

1.9% (5/260)

4.7% (35/752)

16.4% (45/275)

Spirometry

4.1% (10/247)

6.4% (45/705)

9.3% (24/258)

0.056

24-h ECG

9.7% (24/247)

17.4% (123/708)

25.7% (67/261)

< 0.0001

Exercise test

0.4% (1/245)

5.9% (41/700)

12.8% (33/258)

< 0.0001

Numbers in brackets indicate: frequency/available data; BNP — B-type natriuretic peptide; NT-proBNP — N-terminal pro-BNP; ECG — electrocardiography

Table 3. Heart failure pharmacotherapy during hospitalization.

ACE-I
ARB

Age ≥ 80 (n = 260)

Age 60–79 (n = 754)

Age < 60 (n = 275)

P

81.9% (213/260)

84.2% (635/754)

82.6% (227/275)

0.632

1.2% (3/260)

2.1% (16/754)

2.2% (6/275)

0.588

Beta-blocker

61.5% (160/260)

74.5% (562/754)

83.3% (229/275)

< 0.0001

Combination of ACE-I
or ARB and beta-blocker

52.7% (137/260)

65.8% (496/754)

72.4% (199/275)

< 0.0001

Diuretics (except for
spironolactone)

86.9% (226/260)

88.9% (670/754)

81.1% (223/275)

0.005

Spironolactone

56.9% (148/260)

61.5% (464/754)

71.6% (197/275)

0.001

Digitalis

41.2% (107/260)

38.6% (291/754)

33.5% (92/275)

0.164

Antiplatelet treatment

72.7% (189/260)

63.7% (480/754)

66.6% (183/275)

0.029

Numbers in brackets indicate: frequency/available data; ACE-I — angiotensin-converting enzyme inhibitor; ARB — angiotensin II receptor blocker

Previous MI was positively associated with
beta-blockers prescription (OR = 1.89; 95% CI 1.40–
–2.55), whereas age (OR = 0.98; 95% CI 0.96–0.99)
and a history of respiratory disease (OR = 0.43; 95%
CI 0.31–0.59) were related to their non-prescription (all data is significant at p < 0.001).
The combination of beta-blockers and ACE-I
(or ARBs), hypertension, history of MI, and admission to cardiology department were positively related to their prescription, while increased age and
presence of asthma or COPD were predictors of
non-prescription (Fig. 1).
Older age, male gender, the presence of hypertension, renal failure, and HFPEF were associated
with non-spironolactone therapy (Fig. 2).

Invasive procedures
We found that 26.5% of patients in the youngest group vs 18.7% of subjects 60–79 years of age
and 6.0% of octogenarians (p < 0.0001) had undergone interventional cardiology procedures or cardiac surgery during their last hospitalization or in
the past (17.8% of all investigated HF patients).

The commonest cardiac surgery procedure in
the group of very elderly patients was pacemaker
implantation (10.4%); this procedure was performed
respectively in 11.2% and 1.8% of patients aged 60–
–79 and < 60 years (p < 0.001). Marked differences between HF octogenarians, younger elderly patients (60–79 years old) and patients < 60 years of
age were observed in prevalence of balloon angioplasty (respectively: 4.6% vs 12.5% vs 23.8%, p <
< 0.0001), stent implantation (3.8% vs 14.1% vs
25.0%, p < 0.0001), coronary artery bypass grafting
(1.5% vs 9.1% vs 10.7%, p = 0.008) and valvular procedures (0.0% vs 3.6% vs 6.5%, p = 0.011).
There were no significant differences between
age-category groups in cardiac resynchronization
therapy (performed in eight patients), implantation
of cardioverter-defibrillator (18 patients) or heart
transplantation (two patients).

Discussion
We analyzed a population of hospitalized HF
patients divided into three age categories. Octoge-
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Figure 1. Determinants of combined therapy of angiotensin-converting enzyme inhibitor (ACE-I) or angiotensin II receptor blocker (ARB) and beta-blocker in heart
failure patients; COPD — chronic obstructive pulmonary disease; OR — odds ratio; CI — confidence interval;
all data except for gender is significant at p < 0.05.

Figure 2. Determinants of spironolactone therapy in heart
failure patients; EF — ejection fraction; OR — odds
ratio; CI — confidence interval; all data is significant at
p < 0.05.

narians were more frequently women, with more
cardiovascular diseases (hypertension, coronary
artery disease, AF) and higher presence of co-morbidities (stroke/TIA, anemia, COPD/asthma, renal
failure), while liver insufficiency and obesity were
more common in younger patients. In the studied
group of very elderly patients when compared to
previous European surveys [8, 9], we observed
a similar predominance of women, occurrence of AF,
and diabetes, while coronary artery disease and
hypertension were more prevalent.

150

Only 10% of the patients included in our study
were treated in university hospitals. Most other
significant studies of HF patients have recruited
significantly more from university hospitals. The
figures are: in Euro Heart Failure Survey (EHFS) I
and II, Acute Decompensated Heart Failure National Registry (ADHERE) and Organized Program
to Initiate Lifesaving Treatment in Hospitalized
Patients with Heart Failure (OPTIMIZE-HF):
50%, 47%, over 30% and over 56%, respectively
[6, 10, 11, 14]. This may partly explain some
differences in HF management between studies,
suggesting more optimal management in academic
centers.
The presented POLKARD study demonstrates
an underuse of recommended HF diagnostic procedures in octogenarians. Coronarography was performed in only 1.9% of octogenarians and in 17% of
very elderly patients in the EHFS II. An optimistic
tendency observed in EHFS II of a doubling inechocardiography assessment in octogenarians
when compared to EHFS I (from 38.4% to 81.0%)
was not confirmed in our analysis (only 41.7% of
patients with left ventricular ejection fraction
record). Taking into account the results of the study
of Lien et al. [15] concerning HF in frail elderly patients of median age 86 years, which showed that
the specificities of clinical signs, chest X-rays and
abnormal ECGs for HF were low (respectively:
50%, 20% and 9%), it seems that a diagnosis based
on symptoms and X-ray might be misleading in elderly HF patients. Since the EHFS I was conducted,
prescribing rates for beta-blockers, ACE-I/ARB and
their combination in discharged alive octogenarians
has increased when compared with the POLKARD
Study (beta-blockers from 25% to 61.5%; ACE-I/
/ARB from 56% to 82.7% and a combination of beta-blocker and ACE-I/ARB from 15% to 52.7%), with
an only slightly lower percentage of patients with
respiratory disease (EHFS I: 32.2%; POLKARD:
25.3%). Similarly to the Worcester Heart Failure
Study, [11] we found that older patients were less
likely to be prescribed lipid-lowering agents.
Very few previously published studies comparing the clinical features in HF management between
different age groups, have reported invasive cardiology procedures. Poor prognosis [4] in HF and the
high costs [2] of certain invasive cardiology procedures may explain some differences in their performance between age groups. We have found that
10.4% of very elderly patients were treated with
pacemaker implantation, which indicates no significant difference to prior European investigation
(10.1% of octogenarians in EHFS I) [8].
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Our obtained results show differences in characteristics, diagnostic procedures, pharmacological
and invasive treatment of octogenarians compared
to younger HF patients. These findings are consistent with previously published large epidemiological studies [8, 9, 16–19].
The results of our study must be interpreted
within context of its potential limitations. In the
present study, we did not assess hospital stays
which concluded in the patient’s death, and data was
collected retrospectively based on medical records.
Also, the data was gathered six years ago.

Possible causes of age-related gap
in heart failure management
Hospital management of the very elderly with
HF may often be suboptimal, compared to guidelines, because of the specificity of geriatrics. The
difficulties of managing elderly patients are associated with the very prevalent and increasing risk of
death, co-morbidities including poor mental and
physical status, expected noncompliance, orthostatic hypotension plus other factors leading to an increased risk of falls, and polypragmasy [20–22].
Furthermore, older groups more frequently have
contraindications to diagnostic and therapeutic procedures, as well as difficult access to selected diagnostic investigations. Poor elderly representation
in clinical trials may also partly explain what we
found in the studied population of octogenarians, i.e.
suboptimal management from the point of view of
ESC guidelines [23].

Suggestions for future improvement
Adherence of physicians to guidelines of treatment seems to be a strong predictor of fewer cardiovascular hospitalizations and better outcomes
[24]. These observations may support an urgent
need for the wide introduction of educational programs on geriatrics for cardiologists [25]. As an
example, participation in OPTIMIZE-HF was associated with a high rate of left ventricular assessment
and an increase in evidence-based therapy from the
program’s beginning [26].
We suggest that clinicians treating patients
with HF should indicate the results of the diagnostic procedures (especially ejection fraction or the
presence of diastolic dysfunction) on which the diagnosis was based. They should also document contraindications to the use of recommended therapies,
in particular on discharge cards, to bring these to
the attention of other doctors, including general
practitioners.

Taking into account the described age-related
gap in the management of elderly patients, we believe that HF care may be improved by multidisciplinary management. The involvement of geriatricians, other internal medicine specialists (e.g.
pulmonologists), and (in advanced HF) specialists
in palliative medicine may be helpful. Moreover,
those caring for elderly patients, especially those
with poor physical and mental status, should be
comprehensively educated as to HF symptoms and
treatment.
Finally, because the described disparities could
result from the limited amount of evidence-based
data on HF in the elderly, we suggest that elderly
patients should be more adequately represented in
future clinical trials, or that systematic registries
should be carried out and analyzed in these patients.

Conclusions
Despite significant progress in HF management, there is still a need for an improvement in
the medical care of very elderly patients. The major obstacles seem to be advanced age and the presence of coexistent pulmonary diseases. Therefore,
the participation of geriatricians and pulmonologists
should be recommended in caring for octogenarians with HF.

Acknowledgements
The project was funded by the Department of
Health as a part of the POLKARD program (2003–
–2005). POLKARD is a program assessing diagnostic procedures, treatment and medical costs in patients with heart failure in the outpatient and inpatient services within the primary, secondary and
tertiary care settings.
The institution where work was performed:
Department of Internal Medicine and Gerontology,
Jagiellonian University Medical College, Kraków,
Poland.
Conflict of interest: none declared

References
1. Cleland J, Khand A, Clark A. The heart failure epidemic: Exactly
how big is it? Eur Heart J, 2001; 22: 623–626.
2. Deedwania PC. The key to unraveling the mystery of mortality
in heart failure: An integrated approach. Circulation, 2003; 107:
1719–1721.
3. Ramahi TM, Lee FA. Medical therapy and prognosis in chronic heart
failure. Lessons from clinical trials. Cardiol Clin, 1995; 13: 5–26.

www.cardiologyjournal.org

151

Cardiology Journal 2012, Vol. 19, No. 2

4. Mahjoub H, Rusinaru D, Souliere V, Durier C, Peltier M,

15. Lien CT, Gillespie ND, Struthers AD, McMurdo ME. Heart fail-

Tribouilloy C. Long-term survival in patients older than 80 years

ure in frail elderly patients: Diagnostic difficulties, co-morbidi-

hospitalized for heart failure. A 5-year prospective study. Eur

ties, polypharmacy and treatment dilemmas. Eur J Heart Fail,

J Heart Fail, 2008; 10: 78–84.

2002; 4: 91–98.

5. Cleland JGF, Swedberg K, Cohen-Solal A et al. The Euro Heart

16. Havranek EP, Masoudi FA, Westfall KA, Wolfe P, Ordin DL,

Failure Survey of The EUROHEART Survey Programme.

Krumholz HM. Spectrum of heart failure in older patients: Re-

A survey on the quality of care among patients with heart failure

sults from the National Heart Failure Project. Am Heart J, 2002;

in Europe. Eur J Heart Fail, 2000; 2: 123–132.

143: 412–417.

6. Nieminen MS, Brutsaert D, Dickstein K et al. Euro Heart Failure

17. Pulignano G, Del Sindaco D, Tavazzi L et al. Clinical features and

Survey II (EHFS II): A survey on hospitalized acute heart failure

outcomes of elderly outpatients with heart failure followed up in

patients: Description of population. Eur Heart J, 2006; 27:

hospital cardiology units: Data from a large nationwide cardiology

2725–2736.

database (IN-CHF Registry). Am Heart J, 2002; 143: 45–55.

7. Remme WJ, Swedberg K. The Task Force for the diagnosis and

18. Saczynski JS, Darling CE, Spencer FA, Lessard D, Gore JM,

treatment of chronic heart failure of the European Society of

Goldberg RJ. Clinical features, treatment practices, and hospital

Cardiology. Guidelines for the diagnosis and treatment of chronic

and long-term outcomes of older patients hospitalized with de-

heart failure. Eur Heart J, 2001; 22: 1527–1560.

compensated heart failure: The Worcester Heart Failure Study.

8. Komajda M, Hanon O, Hochadel M et al. Management of octogenarians hospitalized for heart failure in Euro Heart Failure Survey I. Eur Heart J, 2007; 28: 1310–1318.

J Am Geriatr Soc, 2009; 57: 1587–1594.
19. Martinez-Selles M, Garcia Robles JA, Prieto L, Dominguez
Munoa M, Frades E. Heart failure in the elderly: Age-related

9. Komajda M, Hanon O, Hochadel M et al. Contemporary management of octogenarians hospitalized for heart failure in Europe:
Euro Heart Failure Survey II. Eur Heart J, 2009; 30: 478–486.

differences in clinical profile and mortality. Int J Cardiol, 2005;
102: 55–60.
20. Matusik P, Tomaszewski K, Chmielowska K et al. Severe frailty

10. Adams KF, Fonarow GC, Emerman CL et al. Characteristics and

and cognitive impairment are related to higher mortality in

outcomes of patients hospitalized for heart failure in the United

12-month follow-up of nursing home residents. Arch Gerontol

States: Rationale, design, and preliminary observations from the
first 100,000 cases in the Acute Decompensated Heart Failure
National Registry (ADHERE). Am Heart J, 2005; 149: 209–216.
11. Patel UD, Hernandez AF, Liang L et al. Quality of care and

Geriatr, 2011; doi:10.1016/j.archger.2011.06.034.
21. Wożakowska-Kapłon B, Janowska-Molenda I. Hiperkaliemia jatrogenna jako istotny problem terapii chorób sercowo-naczyniowych
u starszych chorych. Pol Arch Med Wewn, 2009; 119: 141–147.

outcomes among patients with heart failure and chronic kidney

22. Napiórkowska L, Budlewski T, Jakubas-Kwiatkowska W, Hamzy V,

disease: A Get With the Guidelines-Heart Failure Program

Gozdowski D, Franek E. Prevalence of low serum vitamin D

study. Am Heart J, 2008; 156: 674–681.

concentration in an urban population of elderly women in Po-

12. Wizner B, Dubiel J, Zdrojewski T et al. Polish study for assess-

land. Pol Arch Med Wewn, 2009; 119: 699–703.

ment of diagnosis, treatment and costs of heart failure in Poland

23. Wizner B, Dubiel JS, Opolski G et al. Access to selected diagno-

in a random sample of out-patient clinics and hospitals, at differ-

stic procedures in the management of heart failure patients in

ent levels of care. Methodological aspects of the study conducted

Poland — POLKARD 2005. Kardiol Pol, 2010; 68: 265–272.

within The National Project of Prevention and Treatment of

24. Strömer H. Adherence to guidelines is a predictor of outcome in

Cardiovascular Diseases (PolKARD 2003–2005) (Polish). Folia

chronic heart failure: The Mahler survey. Eur Heart J, 2006; 27:

Cardiol, 2006; 13: 73–81.

247–248.

13. Fedyk-Łukasik M, Zdrojewski T, Wizner B et al. Heart failure
management in Poland: The National Cardiovascular Disease
Prevention and Treatment Program POLKARD, edition 2003–
–2005. Cardiol J, 2007; 14: 552–560.

25. Forman DE, Rich MW, Alexander KP et al. Cardiac care for
older adults. J Am Coll Cardiol, 2011; 57: 1801–1810.
26. Fonarow GC, Abraham WT, Albert NM et al. Influence of
a performance-improvement initiative on quality of care for pa-

14. Cleland JGF, Swedberg K, Follath F et al. The Euro Heart Fail-

tients hospitalized with heart failure: Results of the Organized

ure Survey Programme — a survey on the quality of care among

Program to Initiate Lifesaving treatment in Hospitalized Patients

patients with heart failure in Europe. Part 1: Patient characteris-

With Heart Failure (OPTIMIZE-HF). Arch Intern Med, 2007;

tics and diagnosis. Eur Heart J, 2003; 24: 442–463.

167: 1493–1502.

152

www.cardiologyjournal.org

