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Abstract
Background: Despite physicians’ increasing knowledge regarding heart failure (HF),
a significant percentage of patients still do not receive adequate treatment. The aim of this
multicentre, retrospective descriptive study was to reveal the pharmacotherapy patterns in HF
patients hospitalized in cardiology (CARD) and internal medicine (INT) wards in Poland.
Methods: Included into the study were 800 consecutive patients who were admitted to the
hospitals: 350 patients from 7 CARD wards and 450 patients from 9 INT wards.
Results: The average age in the study group was about 70 years (youngest participant under
40 and oldest at 95 years of age). Decompensation of HF or acute HF were the most frequent
causes of hospitalization (in both groups > 50%). The main etiology was coronary artery
disease, either alone or together with hypertension (from about 60% in INT patients to about
78% in CARD patients, p = NS). With regard to pharmacotherapy, angiotensin converting
enzyme inhibitors were used in 81% of cases (77% CARD and 83% INT; p = 0.05); out of this
group, doses were at optimal or larger in 39.3% of patients (38% CARD patients and 39.4%
INT patients). Beta-blockers were administered in 31.4% and 19.1% of patients from the
CARD and INT groups respectively (p<0.0001), but optimal dosing was negligible.
Conclusions: Compared with an assessment conducted several years ago, the past education
initiatives have significantly improved the quality of standard-based HF treatment. However,
suboptimal dosing and the use of drugs that do not improve prognosis remain an unresolved
issue in this population. (Cardiol J 2008; 15: 169–180)
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Introduction
Heart failure (HF) is an important clinical and
social problem with high morbidity and mortality
rates. Coronary artery disease and arterial hyper-

tension are the most common causes of HF, whereas primary or secondary cardiomyopathy and heart defects are less frequent. Incidence of HF in the
general population is estimated at 0.4% to 2% [1],
thus it must be assumed that 700,000 patients in
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Poland are affected. The aging of the general population and advances in cardiovascular disease treatment lead to a gradual increase in the HF population. It is believed that 90% of the new cases are
people over 60 and the majority of this population
is made up of elderly subjects. The increasing number of HF patients means an increasing percentage
of patients requiring intensive medical care as well
as an increase in hospitalization rates. European and
American data indicate a twofold increase in the rate
of hospitalizations due to CHF within the last
10–15 years, and the rate of re-hospitalizations within
the period of 3–6 months in elderly CHF patients
has reached 29–47% [2]. Therefore, it is not surprising that treatment costs in HF patients make
up approximately 1–2% of the entire healthcare
budget in developed countries [3].
Numerous clinical studies conducted during
the last two decades have confirmed the beneficial
effect of angiotensin converting enzyme inhibitors
(ACEI), beta-blockers (BBs), spironolactone and
sartans in the HF population [4–9]. Based on these
studies, scientific and national guidelines regarding
management of HF patients, including recommended pharmacotherapy, have been developed [10, 11].
However, despite the expanding knowledge of physicians regarding HF, bibliographic data indicates
that a significant percentage of this population do
not receive treatment of proven beneficial effect on
prognosis. It is unknown whether non-optimal treatment in HF patients from the general population
is a consequence of the selection of participants for
clinical studies or due to poor compliance of ambulatory physicians with published guidelines. Inconclusive opinions result from the scarcity of reliable
data regarding the pharmacotherapy and prognosis
in HF patients from the general population, particularly from hospital health settings.
The aim of this study was to obtain information regarding the most common pharmacotherapy
methods in HF patients admitted to hospitals (reference level I or II) in Poland, with particular attention being paid to ACEI and BBs, as well as obtaining the characteristics of the in-patient population diagnosed with HF, hospitalized in internal and
cardiology wards.

Methods

(INT) and 7 cardiology (CARD) wards (reference
level I or II) throughout Poland. With respect to
entry criteria, all patients included in study had to
have systolic heart failure diagnosis based on objective verification (in accordance with 2001 European Cardiology Society guidelines — an objective
confirmation of systolic dysfunction was required)
documented in medical records in the past or during
analysed hospitalization. Fifty consecutive patients
with a confirmed diagnosis of HF, admitted within
the 6 months preceding the study, were included by
each investigator regardless of the primary cause of
hospitalization (the most recent hospitalization).
A heart failure patient hospitalization questionnaire
was filled out for each patient, which consisted of four
parts: general information on the hospital and ward,
detailed information — about the patient, hospitalization course and medical history, and detailed information on the use of both ACEI and BBs.

Statistical analysis
All statistical analyses were conducted at the
Office of Biostatistics in the Department of Epidemiology and Cardiovascular Disease Prevention of
the Institute of Cardiology in Warsaw. All statistical analyses were performed using SAS v 8.2 software (SAS Institute, Cary, NC).
Our statistical analysis included demographic
and clinical variables obtained from questionnaires,
especially the number and duration of hospitalizations and HF pharmacotherapy, both prior to and
during the analyzed hospitalization. For the purpose of this study, the a level of significance was set
at 5% for all statistical calculations. Depending on
the normal distribution and the number of groups
compared, the following tests were used for the quantitative variables: Student’s t-test, Mann-Whitney
test, analysis of variance and Kruskal-Wallis test. For
qualitative variables we used the c2 test and Fisher’s
exact test. An assessment of relationships between
study variables was performed by Pearson, Spearman, and Cramer correlation coefficients.

Results
The final analysis was based on data from 800
patients diagnosed with HF, hospitalized between
October 2002 and April 2003. There were 350
CARD subjects and 450 INT patients.

Study design and population characteristics
This was a multicentre retrospective crosscountry descriptive study, conducted by 16 investigators from 16 randomly selected centres from the
hospital database, including 9 internal medicine
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Population characteristics
Demographic and clinical data are presented in
Table 1. The gender distribution in the two hospital population subsets was alike. The average age
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Table 1. Study population characteristics.
Parameter

Cardiology Ward
(n = 350)

Internal medicine ward
(n = 450)

Gender (% males)

50.9%

45.8%

Age (range) (years)

69.1 ± 10.8 (37–95)

71.1 ± 10.0 (43–94)

Body mass index > 25 (%)

88.1%

83.4%

Total
(n = 800)
48.0%
70.2 ± 10.4 (37–95)
85.1%

Systolic blood pressure [mm Hg]*

146.0 ± 30.7

151.8 ± 33.5

149.3 ± 32.4

Diastolic blood pressure [mm Hg]

87.4 ± 17.3

89.8 ± 17.3

88.7 ± 17.3

Heart rate [min–1]

97.7 ± 28.6

95.1 ± 25.1

96.3 ± 26.7

27.7%

18.4%

22.5%

11.6 ± 7.2

11.3 ± 6.6

Smokers (%)**
Average hospitalization (days)

11.0 ± 5.7

Data as means ±SD; *p = 0.01; **p < 0.0001; all other p = NS

in the study population was approximately 70 years,
with the youngest patient under 40 and the oldest
95 years old. The body mass index (BMI) was similarly elevated in both groups, without significant
difference. Systolic blood pressure was elevated in
the entire population, especially in INT patients.
Among all patients, decompensation of HF or acute HF were the most common causes of index hospitalization and rates were similar in both groups,
exceeding 50%. Other cardiac causes of hospitalization included acute coronary syndromes, in approximately 25% of CARD patients, with lower frequency in INT patients. Extra-cardiac hospitalization causes made up only a small portion (2%) of
CARD, but almost 13% of INT admissions. Out of
the study population, 34.9% CARD and 33.1% INT
patients reported hospitalization for cardiovascular
reasons within the 12 months preceding the study.
On the other hand, 47.7% and 32.9% patients, respectively, did not confirm hospitalization due to

cardiovascular reasons, with no data for 17.4% of
CARD patients and 34% of INT (p < 0.0001).

Etiology, diagnosis and progression
of heart failure and concomitant diseases
Coronary artery disease, either alone or together with arterial hypertension, were the most common etiology of HF in both groups; however, they
differed significantly with this regard (Fig. 1).
In most cases heart failure was diagnosed before the index hospitalization (46.3% CARD vs. 44%
INT) although there were no data for a substantial
proportion of the patients: 40% vs. 21.1% (p <
< 0.0001) for INT and CARD, respectively. With
regard to diagnostic examinations, 53.2% of patients
had an echocardiogram performed during the analyzed hospitalization, more frequently in CARD
(73.1%) compared with INT (54.8%; p < 0.0001).
In subjects who underwent an echocardiographic
examination, only 40% from the CARD group (data

Figure 1. Distribution of suspected etiology of heart failure.
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other, unspecified non-cardiovascular conditions
and the difference was statistically significant.

Pharmacotherapy

Figure 2. Distribution of NYHA classification in studied
population.

for 48% of the whole group) and 46% from the INT
group (data for 42% of the whole group) were found to have EF £ 40%; p < 0.0001.
The progression of HF was determined by
NYHA classification in 62.9% patients. Patients in
NYHA class III constituted the largest percentage
of patients; however, in 1/3 of CARD patients and
41% of INT the data was lacking. NYHA distribution was alike in both subpopulations (Fig. 2).
The great majority of patients had comorbidities (Table 2). Most common was ischemic heart
disease (from about 60% in INT patients to about
78% in CARD patients, the difference being statistically significant). Consequently, arterial hypertension was also diagnosed in over 60% of patients
from both groups; slightly more often in the INT
group. Moreover, diabetes was frequent in the studied populations, reaching 1/3 of the INT group,
whereas renal failure was diagnosed in nearly every eighth patient (p = NS); 63.4% of CARD patients
and 73.1% of INT patients were diagnosed with

Angiotensin converting enzyme inhibitors.
On average, 39.2% of the patients were on ACEI
prior to hospital admission; significantly more in the
CARD group (40.6%) than in the INT group (38%;
p = 0.035). During hospitalization the proportions
of patients receiving ACE inhibitors increased to
83% and 88%, respectively, with discharge rates as
follows: 77% in CARD and 83% in INT (p = 0.05;
81% for the whole population). In the vast majority
of cases (94%) ACEI were not changed during hospitalization, and in the remaining 6%, benazepril
(33%) and captopril (31%) appeared to be replaced
most often. Most frequently drug formulation was
replaced due to economic reasons (33.7%), followed
by inefficiency or poor tolerance of the previous
drug (20.7% and 2.1%, respectively) and other causes (28.3%). In 32.5% of cases the data was not
available. Figure 3 shows the final distribution of
each ACEI (differences between INT and CARD
were insignificant).
Both in CARD and INT groups, doses of all
ACEI were increased during hospitalization; however,
less than half of the patients received the recommended dose. Based on hospital discharge cards, an average of 39.3% of the patients on ACEI received doses
optimal or larger (38% of CARD and 39.4% of INT
patients). Figure 4 presents the detailed distribution
of ACEI agents. The following factors were pointed
out as the most frequent causes of sub-optimal dose
administration: too short period of drug use (35.9%),
systolic blood pressure < 100 mm Hg (14.1%), lab
test results regarding creatinine and electrolyte levels (5%), a history of poor tolerance to higher doses (4.4%), side effects (1.9%), other causes (1.2%),
and in 37.5% of cases the data was unavailable.

Table 2. Analysis of comorbidity distribution in studied population.
Cardiology
ward

Internal
medicine ward

Whole
population

Coronary artery disease with infarction (%)
Coronary artery disease without infarction (%)*
Hypertension (%)
Supraventricular arrhythmia (%)*
Ventricular arrhythmia (%)*
Diabetes (%)
Renal failure (%)
Hyperlipidemia (%)*

37.1
40.9
65.4
53.7
16.6
27.7
14.3
26.3

32.0
29.8
71.1
36.0
7.8
33.1
10.9
14.0

34.3
34.6
68.6
43.8
11.6
30.8
12.4
19.4

Other diseases, non cardiovascular (%)**

63.4

73.1

68.9

*p £ 0.001; **p = 0.003; all other p = NS
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Figure 3. Frequency of angiotensin-converting enzyme inhibitor administration.

Figure 4. Optimal dosing of angiotensin-converting enzyme inhibitors; *optimal dose of each drug.

Of the patients who did not receive ACEI treatment at discharge, 5.6% of subjects either had
begun to receive the drug during hospitalization or
had been taking the drug prior to hospitalization and
the treatment was later discontinued. There were
14.6% of patients not receiving ACEI during hospitalization. The reasons for not prescribing ACEI
during hospitalization or for treatment discontinuation are presented in Figure 5.

Beta-blockers. As in the case of ACEI, BB
administration was found to be more prevalent
among CARD patients than INT patients (31.4% vs.
19.1%, respectively; p < 0.0001). Beta-blockers treatment was initiated in a significant percentage of
patients during hospitalization; thus the ratio of
patients on BBs increased to 61.7% and 50.4%, respectively (p = 0.0015). In 13.5% of patients, BB
was replaced by another drug from the same class
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Figure 5. Reasons for not giving angiotensin-converting
enzyme inhibitors.

during hospitalization. The most commonly replaced BBs were: propranolol (replaced in 36% of cases), acebutolol (25%), atenolol (25%), metoprolol
(17%) and sotalol (13%). At discharge from the hospital the percentage of patients treated with BBs
was 55.4% for CARD and 46% for INT (p = 0.008).
It must be stressed, however, that a significant
number of patients still received BBs not approved
for the treatment of heart failure (CARD — 17.1%,
INT — 14.9%). Figure 6 shows the distribution of
BB agents. With respect to dosing, as in the case of

ACEI, the doses of all BBs were increased during
hospitalization, both for CARD and INT. An analysis of BB doses approved for HF treatment showed
that only a marginal proportion of patients received
optimal dosing. The rates for EVBM BBs for CARD
and INT were as follows: bisoprolol (10 mg) 6.4%
and 3.3%, metoprolol (both tartrate and succinate,
e.g. in a dose of 100 mg) 21% and 17%, and carvedilol (50 mg) 0% in both groups.
Of the patients with no BBs at discharge, 5.1%
either had began receiving the drug during hospitalization or had been taking the drug prior to hospitalization and the treatment was later discontinued. There were 44.5% of patients not receiving
BBs during hospitalization. The reasons for not
prescribing BBs during hospitalization or for treatment discontinuation are presented in Figure 7.
At discharge 46.6% CARD and 37.8% INT patients (41.6% on average) received a combination
of both ACEI and BBs.
Other drugs used in heart failure. Diuretics were used in approximately 1/3 of cases (35.1%
of CARD patients and 32% of INT patients; p = NS);
however, at discharge the ratio increased to 85.1%
and 87.3%, respectively (p = NS). Interestingly,
71.1% of CARD and 82.8% of INT patients required intravenous diuretic treatment during the analyzed hospitalization.
Oral furosemide was the most commonly used
diuretic in both study populations, slightly more
often in the INT, followed by indapamide (at total
doses of 2.5 and 1.5 mg) (Fig. 8). A small proportion of patients in both subpopulations (about 5%)
received concomitant treatment with two diuretics.

Figure 6. Frequency of beta-blocker administration.
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Figure 7. Reasons for not giving beta-blockers.

Figure 8. Frequency of diuretics administration.

During the analyzed hospitalization, a significant increase in the frequency of spironolactone use
was also observed: from 15.4% among CARD patients and 14.4% among INT patients (p = 0.0065)
to 48.3% and 48.7%, respectively. Conversely, the
proportion of patients receiving digitalis increased
from 17.4% and 15.6% (the difference between groups, p = 0.009), almost twofold.
Among the other drugs used, acetylsalicylic
acid (ASA) (63%) and long-acting nitrates (52%)
were the most frequently reported, the latter class
being significantly more frequent in the CARD group.

Other anticoagulants were recommended in approximately 41% of cases, also more frequently in the
CARD group. Conversely to the use of ASA, there
was some disproportion in the use of statins, which
were recommended in approximately 29% of cases
(more commonly in the CARD group) (Table 3).

Discussion
This study is a retrospective epidemiological
project describing the characteristics of HF patients
admitted to cardiology and internal medicine wards
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Table 3. Frequency of drug administration
Medicine classes

Cardiology ward
(% of patients in the group)

Sartans

Internal medicine ward
(% of patients in the group)

2.0%

1.1%

Long acting nitrates

61.6%

44.2%

Short acting nitrates or molsidomine

32.0%

29.6%

Digitalis

27.7%

30%

Calcium antagonists**

27.7%

16.1%

Alfa antagonists
Acetylsalicylic acid

2.3%

1.1%

63.7%

61.8%

Antiarrhythmic agents*

25.4%

16.7%

Other anticoagulants*

47.8%

35.9%

Statins*

35.4%

23.8%

Fibrates

1.1%

1.3%

10.1%

14.2%

Non-steroidal anti inflammatory drugs (NSAID)
*p < 0.01, **p < 0.0001, all other p = NS

(first and second level of reference). A group of 800
subjects (with objective confirmation of HF diagnosis) were included in the study. This is particularly
important because in most epidemiology studies the
diagnosis was based on clinical criteria. The average age of the study population was 70 years and is
consistent with findings from previous reports, indicating that HF is a condition most prevalent in the
elderly population [2, 12, 13].

Baseline population characteristics
Gender distribution in the analyzed population
in both groups was similar, closely resembling that
from the EuroHeart Survey conducted in cardiology and internal medicine wards in over 10 European countries [13]. In an observational study of ambulatory patients from several years ago, the percentage of women was slightly greater, reaching
53% [14], and in the IMPROVEMENT studies women constituted 45% [2]. Thus, it can be assumed
that HF incidence in the Polish population is similar for both genders.
An interesting issue is the observation of the
occurrence of overweight patients and even obesity in this population [15], which seems to be a consequence of not only limited exercise tolerance, but
also inadequate patient compliance. Additionally,
the high rate of smokers, higher than in other studies (13%) [2, 15], seems to support the notion of
insufficient patient cooperation. A relatively consistent finding in the Polish population are elevated systolic blood pressure values, which in the
IMPROVEMENT study proved to be among the highest in Europe, despite a comparable proportion
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of hypertension patients [2], and were higher than
in most epidemiology studies [15, 16].
Another clinical issue is the very high average
heart rate, nearly 100 bpm, which reflects the level
of adrenergic system inhibition and treatment efficacy. In other populations the average heart rate did
not exceed 74–76 bpm, but these subject came from
ambulatory settings and were generally in better
clinical condition, something which may explain the
observed differences [12, 15, 16].
The distribution of HF etiologies indicating the
main role of coronary artery disease followed by
arterial hypertension corresponds with the data for
the European population [17] as well as with the
results from a population study conducted by Rywik et al. [14]. However, it is believed that soon,
due to advances in the treatment of acute myocardial infarction, arterial hypertension, currently listed as the second most common cause of HF, will
become the most common.
Considering the specific character of the HF
population, the vast majority of cases report numerous comorbidities, which, apart from making the
optimal pharmacotherapy difficult, often adversely
influence prognosis increasing the risk of rehospitalisation [18]. In our population, as in the EuroHeart study, cardiovascular diseases (coronary artery
disease and arterial hypertension) were the most
common concomitant diseases, observed most often
in the CARD group and determined by the characteristics of these wards. The high prevalence of
supraventricular arrhythmias (reported in nearly
half of CARD patients and in approximately 1/3 of
INT patients) is probably a result of the inclusion
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of arterial fibrillation into this category, which is
common in the course of HF [13, 16, 17].
Other frequent non-cardiovascular diseases
included diabetes and renal insufficiency, which were
also shown in earlier population studies [13, 17],
a fact that should be taken into consideration while
selecting pharmacotherapy, especially with regard
to the use of rennin-angiotensin-aldosterone system inhibitors.
Rehospitalisation is frequent among the HF
population, with an event rate ranging from less
than twenty up to at least 1/3 during a years’ observation [19, 20]. Moreover, as was observed in
a Swedish population study, hospitalization due to
cardiovascular reasons [16] is an unfavourable prognostic factor. Of the studies conducted so far,
which have analyzed the causes of hospitalization,
the most complete information comes from the
EuroHeart Survey [13]. Similarly to our results, the
data for the Polish population from EuroHeart Survey shows that the most common cause of analyzed hospitalization was HF decompensation, both
for cardiology or internal medicine departments.
This indicates the importance of popularization
of HF issues among general practitioners/internal
medicine specialists, as HF is becoming a problem
extending beyond the cardiology field, also with
regard to in-patient treatment. Differences concerning acute coronary syndromes are likely due to
administrative reasons and better preparation to
handle this group of patients at CARD wards.
It is somewhat surprising that EF £ 40% was
observed in less than 50% of patients, both in the
CARD and INT groups. This situation is probably
a consequence of the study methods, which accepted objective verification of systolic dysfunction documented prior to study inclusion. Thus, it cannot
be excluded that in some cases of acute cardiovascular episode (acute coronary syndrome, myocarditis, tachycardia, etc.) there was an improvement
in left ventricular systolic function after the appropriate treatment was administered. Another factor
that should be taken into consideration while interpreting the presented results is the very small proportion of patients with actual available objective assessment of cardiac systolic function. Similar discrepancies have been reported in other studies, in
which systolic dysfunction was assessed according
to protocol. This includes the IMPROVEMENT
study [2], in which EF < 40% was observed in ñ of
the patients and the EuroHeart study [13] with comparably low EF values (in 51% of men and only 28%
of women).

Pharmacotherapy
The data unequivocally indicates that hospitalization of HF patients resulted in an improvement
in treatment quality. An increase in the administration of ACEI (up to 80.5%) and BBs (50.1%) was
recorded in all groups, being more pronounced in
the INT. The percentage of the general population
diagnosed with HF and treated with ACE inhibitors
ranged from 44% in the American study from the
early 90 s [21] to approximately 60% in both the
IMPROVEMENT and a Polish population study [22].
Hence, the most recent publications indicate an
increase in the use of these drugs in up to approximately 80% of cases [12]. On the other hand, the
data on hospitalized patients indicates that the frequency of ACEI administration was close to 60% in
the EuroHeart study, reaching as much as 100% for
patients treated in cardiology wards [23]. In most
publications, treatment by a cardiologist increased
the likelihood of receiving ACEI [23]. Our study
showed contrary results, a trend which was also
observed in an Italian study [17].
Most authors did not analyze the causes of
ACEI treatment discontinuation, except for data
indicating age and comorbidities as factors reducing
the chances of receiving drugs from this class. In
the analyzed group about 20% of patients had contraindications for their use, comparable to previous reports [24]. It must be stressed, however, that
in most cases hypotension could be iatrogenic, resulting from the use of other drugs affecting systemic blood pressure. Only a few studies analyzed
doses for this class of drugs in relation to guidelines [2, 23–25]. Both in the IMPROVEMENT and
EuroHeart studies, the vast majority of subjects were
on drug doses lower than recommended [2, 25]. The
presented results, showing that nearly 40% of patients received optimal doses (both internal medicine and cardiology wards), seem to be among the
highest, although far from what was expected. It is
noteworthy that only two of the ACEI used (perindopril and quinapril) were administered to most of
the patients (at least 2/3 of the study population) in
the recommended doses.
A comparison with previous population studies
shows unequivocally a continuous tendency to prescribe BBs too rarely and in insufficient doses. This
is likely to be the cause of differences between populations from clinical studies and actual HF patients from the general population. The efficacy of
BBs in the aged population of HF patients has been
confirmed only recently [26]. However, the results
of interesting work by Lenzen et al. [27] indicate
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that, even in a population comparable with the clinical study population, BBs are used too rarely and
in inadequate amounts. In the previously mentioned study by Rywik et al. [22], drugs of this class
were used in approximately 20% of patients, in
EuroHeart — in about 37% and in the Italian population in less than 10% in subjects from internal
medicine up to 20–40% in patients from cardiology
wards [23, 24]. Thus, our results indicate an improvement in treatment quality. Simultaneously, the
proportion of patients receiving both ACEI and BBs
has increased since the earlier data in both subgroups [22, 25]. An important observation, reported in
the EuroHeart study and in our material, is the high
proportion of patients (15%) classified as receiving
BBs who in fact received agents of which the efficacy was not confirmed in the HF population [25].
The small proportion of BB recipients in most studies regarding hospitalized patients may be the result of HF decompensation as the main cause of
admission, consequently leading to a delay in the
initiation of treatment. The reasons given as the
main cause of drug discontinuation confirm the remaining lack of physicians’ experience, especially
with regard to the management of patients in advanced stages of the disease. Additionally, the previously mentioned high average heart rate suggests insufficiently intensive BB treatment.
As reported by other authors [17, 22, 24, 25],
the high prescription of diuretics in both subgroups
is easily justified by the patient distribution (mainly NYHA classes III and IV, with coexisting hypertension). The greatest changes in pharmacotherapy were noted for spironolactone, as there was
a threefold increase in the use of this drug in both
subgroups during hospitalization, and there use is
definitely greater than several years ago [2, 22, 25].
The popularity of spironolactone indicates that there is little concern over its use in the HF population, despite narrow indications and the possibility
of hyperkalemia-related complications [10].
A little over a decade ago digitalis was the drug
of choice in HF, but at present, according to current guidelines, it should be instituted only in advanced HF or in the early stages as a heart rate
control therapy. In comparison with earlier data for
the Polish population [2, 25] digitalis was used in
approximately every third patient.
Due to the large percentage of patients with
ischemic heart disease (over 60%), a considerable
proportion of patients would be expected to receive statin treatment. Our results are surprising from
this perspective. Moreover, the type of hospital did
not affect the treatment. In most studies statin pre-
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valence was not recorded; nevertheless, in one of
them (the TEMISTOCLE study) the prescription
rate was significantly higher, reaching up to 70%
for cardiology wards and approximately 40% in internal medicine wards [17]. Considering the results
of the most recent studies, indicating the beneficial effect of this class of drugs in the HF population [28, 29], future publications are likely to report
a significantly higher number of patients receiving
statin treatment. On the contrary, acetylsalicylic
acid was used in about 2/3 of the population without differences between groups, whereas long-acting
nitrates were used more often in the CARD population — a consequence of the clinical characteristics
of this group of patients. The latter class of drugs,
without proven beneficial effects on prognosis (used
without combination with dihydralazine), is one of
the most commonly used in the majority of studies
[17, 22, 24, 30]. In Poland their use is 1.5 fold higher
than in other countries. Another constant trend for
the Polish population is a significant number of patients receiving calcium channel blockers, higher
than in other European studies [17, 30–32]. Nonetheless, it has been cut by almost fifty percent compared to a study conducted several years ago [22].

Limitations of the study
This is a retrospective observational study. As
entry criteria, with respect to systolic heart failure, were based mainly on medical records from the
past, they might not always be unambiguous within
the studied population. Another aspect, which should taken into consideration, is the study period,
which covered the years 2002–2003, thus it cannot
be excluded that the present situation slightly differs from that described.

Conclusions
The presented results, to our knowledge, provide for the first time extensive information regarding the Polish population of patients diagnosed
with HF and hospitalized in cardiology and internal
medicine wards. The multicentre character of this
study allows the assumption that this data is representative for the Polish population and that HF is
equally common among elderly men and women.
Coronary artery disease was the most common cause of heart failure in the study group with hypertension being second. Regardless of the type of
ward, decompensation of HF was the most common
cause of hospitalization. There have been an increasing number of patients receiving ACEI and BB
treatment according to EVBM during hospitalization,
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including using both agents simultaneously, but
50% of patients still received less than the recommended dose. Compared with the assessment carried out several years ago, there is a noticeable
improvement in the quality of standard-based HF
treatment. Nonetheless, dose optimalisation and
the avoidance of drugs with no positive effect on
prognosis in this population still remain unresolved
problems.
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