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Aim	 To study the clinical characteristics and prognosis of patients with functional class (FC) III–IV 
chronic heart failure (CHF) who meet the criteria for inclusion in the palliative care program.

Material and methods	 A short registry of severe CHF forms was conducted at 60 outpatient and inpatient clinics in the 
Samara region for one month (16.05.2022–15.06.2022). The registry included patients with FC 
III–IV CHF who sought medical help during that period. Lethal outcomes were assessed at 90 
days after the inclusion in the registry using the Mortality Information and Analytics system.

Results	 591 patients (median age, 71.0 [64.0; 80.0] years were enrolled, including 339 (57.4 %) men, 
of which 149 (24.1 %) were of working age (under 65 years). The main cause of CHF was 
ischemic heart disease (64.5 %). 229 (38.7 %) patients had left ventricular ejection fraction 
<40 %. During the past year, 513 (86.8 %) patients had at least one hospitalization for 
decompensated CHF. 45.7 % of patients had hydrothorax, and 11.3 % of patients had ascites. 
Low systolic blood pressure was observed in more than 25 % of patients; 14.2 % required 
in-hospital inotropic support; and 9.1 % received it on the outpatient basis. 4.2 % of patients 
received outpatient oxygen support and 0.8 % required the administration of narcotic 
analgesics. 12 (1.9 %) patients were on the waiting list for heart transplantation. In this study, 
there was an inconsistency in the number of patients with ventricular tachycardia and / or 
left bundle branch block (LBBB) who were implanted with cardiac resynchronization 
therapy devices (CRTD) or an implantable cardioverter defibrillator (ICD), a total of 19 
patients (11 patients with CRTD and 8 patients with ICD), while 58 (9.8 %) patients had 
indications for CRTD / ICD implantation. Within 90 days from inclusion in the registry, 
59 (10.0 %) patients died. According to binary logistic regression analysis, the presence of 
LBBB, hydrothorax, the requirement for outpatient oxygen support, and a history of cardiac 
surgery were associated with a high risk of death.

Conclusion	 Patients with severe forms of CHF require not only adequate drug therapy, but also dynamic 
clinical observation supplemented with palliative care aimed at improving the quality of life, 
including the ethical principles of shared decision-making and advance care planning to identify 
the priorities and goals of patients in relation to their care.
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Introduction

The implementation of primary and secondary 
prevention, the establishment of a system of care 
for acute coronary syndrome, and the development 
of interventional cardiology and high-tech health 
care have led to a decrease in mortality from 
coronary artery disease (CAD) and an increase in 
life expectancy, which has contributed to an increase 
in the number of patients with chronic heart failure 

(CHF) [1, 2]. More than 10 % of people over the age 
of 70 are thought to have CHF [3]. At the same time, 
the 5‑year probability of death in some phenotypes 
of CHF reaches 80 %, which determines a worse 
prognosis compared to various types of cancer [4].

The course of CHF is characterized by periodic 
exacerbations with the risk of decompensation, the 
need for intensification of therapy and the risk of 
death amidst the gradual deterioration of the patient’s 
condition [5].
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The establishment of a palliative care system is a 

priority task for patients with severe forms of CHF who 
have an end-stage disease that is actively progressing 
in the later years of their lives [4, 6, 7]. Assessing 
the clinical picture of the disease, understanding the 
current condition of patients with end-stage CHF in 
real time will allow the scope of specialized palliative 
care programs to be determined.

Objective
Study the clinical characteristics and prognosis of 

patients with class III–IV CHF who meet the criteria 
for inclusion in the palliative care program.

Material and Methods
Short registry study of severe forms of CHF was 

conducted in 60 outpatient and inpatient facilities 
of Samara region within 1 month (May 16, 2022  – 
June 15, 2022), lethal outcomes were evaluated in 90 
days from the moment of patients’ inclusion in the 
registry by means of information-analytical system 

«Mortality».
The study was conducted in accordance with the 

tenets of the Declaration of Helsinki. The protocol 
of the submitted registry was approved by the local 
ethics committee of the Samara Regional Clinical 
Cardiology Center.

Central illustration. Short Registry of Terminal Forms of Chronic Heart Failure in the Samara Region

CHF severity criteria (n = 591)
Parameter Value, n (%)

Hydrothorax 270 (45.7)
Ascites 67 (11.3)
Systolic blood pressure < 100 mm Hg 160 (27.1)
Inotropic support in the hospital 84 (14.2)
Need for inotropic support in the outpatient setting 54 (9.1)
Need to use oxygen in the outpatient setting 25 (4.2)
Need to use narcotic analgesics in the outpatient setting 5 (0.8)
Dialysis 23 (3.9)

After 90 days from the moment of inclusion in the registry, 59 (10.0%) patients died.

Characteristics of the association of independent predictors with the likelihood of death in patients with end-stage CHF

Predictor
Multivariate analysis

AOR (95 % CI) p
LBBB 2.37; 1.27–4.45 0.007
Hydrothorax 1.86; 1.04–3.32 0.037
Need for oxygen support 4.0; 1.59–10.1 0.003
Previous heart surgery 0.47; 0.23–0.98 0.044
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CAD CMP VD
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591 patients

• median age, years 71.0 (64.0; 80.0)

• men 339 (57.4 %)

• of working age (under 65 
years of age) 149 (24.1 %)

• HCN III FC 491 (83.1 %)

• FC was not specified 8 (1.4 %) 

• BLNPG in patients 108 (18.3 %)

• VT in patients 55 (9.3 %)

• AF in patients 125 (21.2 %)
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The registry was created on the basis of the 

extended criteria, which correspond to the Order 
of the Ministry of Health of the Russian Federation 
# 345n and the Order of the Ministry of Labor and 
Social Protection of the Russian Federation # 372n 
dated May 31, 2019 «On Approval of the Regulation 
on the Organization of Palliative Care, including 
the Procedure of Interaction between Medical Insti
tutions, Social Service Organizations and Public As
sociations and Other Commercial Organizations 
Operating in the Field of Health Care». These criteria 
have been reviewed and refined in accordance with 
the objectives of the registry.

The registry included patients with class III–IV 
CHF who sought outpatient care from an internist or 
cardiologist or were hospitalized in the cardiology or 
internal medicine departments of hospitals in Samara 
Region with decompensated CHF during the specified 
period. CHF could have been a manifestation of a 
previously established cardiovascular disease: CAD, 
post-infarction cardiosclerosis, congenital and 
acquired heart defects, cardiomyopathies, and others. 
In addition to class III–IV manifestations of CHF, 
the presence of at least one additional parameter was 
mandatory:
1)	 More than 1 hospitalization 

for CHF in the past 365 days;
2)	 History of or current therapy with inotropic drugs 

(dobutamine, dopamine, noradrenaline);
3)	 Left ventricular ejection fraction (LVEF) < 40 %;
4)	 Systolic blood pressure (SBP) < 100 mm Hg;
5)	 Dialysis;
6)	 Presence of an implantable cardioverter 

defibrillator (ICD) / cardiac resynchronization 
therapy (CRT) device / pacemaker;

7)	 Untreated fluid retention 
and / or increasing need for diuretics;

8)	 Need to use narcotic analgesics in the outpatient 
setting due to recurring dyspnea and pain 
syndrome;

9)	 Waiting for a heart transplant;
10)	Need to use oxygen in the outpatient setting.

Statistical processing of the data obtained was 
performed using IBM SPSS Statistics, version 26.0. 
Due to the non-normal distribution of the data, they 
were analyzed using non-parametric statistical me
thods. Quantitative variables were presented as 
medians (Me) and 25th and 75th percentiles, and 
qualitative variables were presented as absolute and 
relative frequencies (n (%)). A regression function 
(the most appropriate model) was developed, which 
made it possible to include the independent variables 
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Figure 1. Age distribution of patients included in the study

CAD, coronary artery disease; CMP, cardiomyopathy; 
VP, valvular defect; AH, arterial hypertension.
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Figure 2. Structure of the principal diagnoses
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Figure 3. Functional class in patients with end-stage CHF
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as regressors from among the many possible variants 
of the regression equations. The calculated threshold 
of the P function at the cut-off point divided the 
patients into 2 groups according to the outcome 

(factor variable). Binary logistic regression analysis 
using univariate and multivariate models provided 
odds ratios for the indicators included in the model. 
ROC analysis was used to calculate the sensitivity 
and specificity of the indicators. Differences were 
considered statistically significant at p < 0.05 for two-
tailed test value.

Results
Data from 618 patients were entered into the 

registry from May 16, 2022 to June 15, 2022, of which 
27 patients were encountered in both the inpatient and 
outpatient phases. After excluding repeated matches, 
the final analysis included data from 591 patients, 
median age 71.0 (64.0; 80.0) years, 339 (57.4 %) were 
male, of whom 149 (24.1 %) were of Active working 
age (younger than 65 years). Figure 1 shows the age 
structure.

Despite the severity of the disease, only 133 
(21.5 %) patients had disability of various degrees 
(groups), mostly group II (15.6 %).

The main cause of CHF development was CAD 
(64.5 %), including myocardial infarction (MI), 
various types of cardiomyopathy (9 %), valvular 
pathology, including acquired heart defects (3.2 %), 
and arterial hypertension (1.5 %). Other diseases 
accounted for 18.8 % and included myocarditis, 
infective endocarditis, arrhythmias and conduction 
disorders, pulmonary embolism, congenital heart 
defects, cerebral vascular lesions, and chronic 
kidney disease (CKD). The principal diagnosis was 
unspecified in 18 (3.0 %) patients (Figure 2). A total 
of 160 patients (25.9 %) had a history of various types 
of cardiac surgery. A history of cancer was present in 
46 (7.4 %) patients.

A total of 491 (83.1 %) patients had class III CHF, 
and class of CHF was unspecified in 8 (1.4 %) patients 
(Figure 3).

In addition to the main inclusion criterion  – the 
presence of class III–IV CHF – we used 10 additional 
criteria as previously defined. Meanwhile, 148 (25 %) 
patients had 2 of 10 criteria, 92 (15.6 %) patients had 
3 criteria, 52 (8.8 %) patients had 4 criteria, 9 (1.5 %) 
patients had 5 criteria, 3 (0.5 %) patients had 6 criteria, 
and 2 (0.3 %) patients had 7 criteria.

LVEF < 40 % was observed in 229 (38.7 %) of 
the patients. Blood oxygen saturation (SpO2) was 
determined in 75 (12.7 %) patients and was 97 (96; 
97) %.

In the past year, 513 (86.8 %) patients had at least 
one hospitalization for decompensated CHF. There 
were 129 (21.8 %) patients with two hospitalizations, 

Table 1. CHF severity criteria (n = 591)

Parameter Value, n (%)

Hydrothorax 270 (45.7)

Ascites 67 (11.3)

Systolic blood pressure < 100 mm Hg 160 (27.1)

Inotropic support in the hospital 84 (14.2)

Need for inotropic support in the outpatient 
setting 54 (9.1)

Need to use oxygen in the outpatient setting 25 (4.2)

Need to use narcotic analgesics in the outpatient 
setting 5 (0.8)

Dialysis 23 (3.9)

CHF, chronic heart failure.

Table 2. Indications for CRT/ICD  
implantation in patients with severe CHF

Indica
tion for 
implan
tation

Number of 
patients without 

implanted 
devices, n (%)

Implanted devices, n (%)

LBBB + 
LVEF < 
40 %

37 (6.2)

CRT device – 3 (0.5)
ICD – 3 (0.5 )

Not specified – 1 (0.2 )
Pacemaker – 2 (0.3)

LVEF < 
40% + 
VT

12 (2.0)
CRT device – 1 (0.2)

ICD – 1 (0.2 )
Not specified – 1 (0.2 )

LVEF < 
40% + VT 
+ LBBB

9 (1.5)

ICD – 1 (0.2)
CRT device – 1 (0.2)
Pacemaker – 1 (0.2 )

Not specified – 1 (0.2)

LBBB, left bundle branch block; VT, ventricular tachycardia;  
CRT, cardiac resynchronization therapy;  
ICD, implantable cardioverter defibrillator.
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32 (5.4 %) patients with three hospitalizations, and 22 
(3.7 %) patients with four or more hospitalizations.

Parameters indicating the severity of the course of 
CHF, including the criteria of the palliative phase of 
the disease, specified in the orders of the Ministry of 
Health of Russia, are presented in Table 1.

Hydrothorax was present in 45.7 % of the patients 
and 11.3 % of the patients had ascites. More than 25 % 
of patients had persistently low SBP, 14.2 % of patients 
required in-hospital inotropic support, and 9.1 % of 
patients received inotropic support in the outpatient 
setting. Outpatient oxygen support was used in 4.2 % 
of patients, and 0.8 % of patients required narcotic 
analgesics.

Left bundle branch block (LBBB) was observed 
in 108 (18.3 %) patients. A history of or current 

ventricular tachycardia (VT) during hospitalization 
was reported in 55 (9.3 %) patients, and 125 (21.2 %) 
patients had various forms of atrial fibrillation.

Permanent pacemakers were previously implanted 
in 58 (9.8 %) patients, only 8 (1.4 %) patients had 
an ICD, 11 (1.9 %) patients had a CRT device, 
and another 2 patients were awaiting CRT / ICD 
implantation. The type of device implanted was not 
specified in 16 (2.7 %) patients.

We analyzed the indications for implanting the 
devices and the actual use (Table 2). Among 591 
patients with severe CHF, a combination of three 
parameters (LBBB, LVEF < 40 %, and VT) was present 
in 13 (2.2 %) patients, two parameters (LVEF < 40 % 
and VT) in 15 (2.5 %) patients, and LBBB and LVEF 

< 40 % in 45 (7.6 %) patients. The under-utilization of 

Pulmo, pulmonary pneumonia; Others, interstitial lung diseases.
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Figure 4. Causes of death
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Figure 5. ROC curve for the prognosis of fatal outcome

Table 3. Characteristics of the association of independent predictors with the likelihood of death in patients with end-stage CHF

Predictor
Univariate analysis Multivariate analysis

COR (95 % CI) p AOR (95 % CI) p

LBBB 2.15; 1.18–3.92 0.012 2.37; 1.27–4.45 0.007

Hydrothorax 2.14; 1.23–3.73 0.007 1.86; 1.04–3.32 0.037

Need for oxygen support 4.84; 1.99–11.77 0.001 4.0; 1.59–10.1 0.003

Previous heart surgery 0.51; 0.25–1.04 0.063 0.47; 0.23–0.98 0.044

LBBB, left bundle branch block; COR, crude odds ratio; CI, confidence interval; AOR, adjusted odds ratio.
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the opportunities offered by high-tech medical care 
must be mentioned. In addition, pacemakers without 
resynchronization and / or defibrillation function 
were implanted in 3 (0.5 %) patients requiring CRT / 
ICD implantation.

There are 12 (1.9 %) patients on the waiting list for 
a heart transplant.

Fifty-nine (10.0 %) patients died 90 days after 
inclusion in the registry. The structure of causes 
of death is shown in Figure 4. Overall, circulatory 
diseases accounted for 65 %, with acute forms  – IM 
and cerebral stroke  – accounting for only 4 % (2 
patients) and 2 % (1 patient), respectively.

Binary logistic regression analysis was used to 
identify predictors of fatal outcome. The resulting 
regression model was statistically significant (p < 
0.001). Based on the value of the Nagelkerke R 
squared, 8.9 % of the variance in the probability of 
death is determined by the factors included in the 
model. The prognostic parameters that determined 
the risk of fatal outcome were the presence of LBBB, 
hydrothorax, and the need for oxygen support in 
the outpatient setting. Previous cardiac surgery was 
inversely associated with the likelihood of death. Table 
3 summarizes the characteristics of the association 
of predictors with the likelihood of death in patients 
with end-stage CHF.

The area under the ROC curve corresponding to 
the relationship between mortality prediction and the 
value of the logistic regression function was 0.695 ± 
0.036 (95 % confidence interval (CI) 0.624–0.765) 
(Figure 5). This indicates the average quality of the 
developed model and the need to further evaluate the 
parameters of each patient included in the study to re-
evaluate the developed model.

The threshold value of the P function at the cut-off 
point was 0.09314. Function values equal to or greater 
than this value predicted a fatal outcome. Model 
sensitivity and specificity were 70.7 % and 56.9 %, res
pectively.

Discussion
CHF is a chronic, progressive, and ultimately fatal 

disease. The results of our registry are comparable to 
those of large trials [8–11]. The median age of our 
patients was 71 years, and CAD, including a history 
of MI, was the most common condition leading to 
the development of heart failure. At the same time, 
according to data from three epidemiological studies 
conducted in the Russian Federation (EPOCH-
CHF, EPOCH-Hospital-CHF, and EPOCH-Decom
pensation-CHF), the prevalence of CHF increased 

significantly over 16 years  – from 4.9 % in 1998 to 
10.2 % in 2014. At the same time, the number of 
patients with class III–IV CHF increased even more, 
from 1.2 % in 1998 to 4.1 % in 2014. This was also 
associated with a significant increase in the mean age 
of patients from 64 years in 1998 to 70 years in 2014, 
as well as an increase in the contribution of CAD and a 
history of MI as an etiologic cause of the development 
and progression of CHF [8–11].

It should also be noted that despite the severity 
of the disease, according to our data, disability was 
registered in 21.5 % of patients and 5 patients were 
recognized as palliative (more than 50 % of CHF 
in the structure of palliative patients abroad) [12]. 
According to the World Health Organization, the 
majority of adults in need of palliative care have 
cardiovascular diseases (38.5 %), which exceeds the 
number of patients with cancer (34 %) [13]. However, 
no more than 5 % of CHF patients in the general 
population receive specialized palliative care [14]. 
Analysis of data from 40 Russian Federation regions 
showed that palliative care for patients with class 
III–IV CHF is provided in only 16 regions, 2 regions 
are developing a program of care for this patient 
population, and 22 regions do not have any palliative 
care programs [15].

Currently, there are three main phenotypes of 
patients  – those with preserved, mid-range and 
reduced LVEF. CHF with preserved LVEF has been 
shown to account for approximately 50 % (25–70 %) 
of all heart failure cases [3, 16]. An unexpected 
finding of our registry was that only 37 % of patients 
with severe CHF (class III–IV) had LVEF < 40 %.

Implantation and deactivation of cardiac 
resynchronization therapy devices in patients with 
advanced CHF is an important issue. On the one hand, 
these devices prevent the onset of life-threatening 
arrhythmias or manage them and synchronize cardiac 
function; on the other hand, keeping the devices active 
in patients with end-stage CHF leads to unwarranted 
pacing for the patient and the surrounding people [17].

In our study, the number of patients with VT 
and / or LBBB who received a CRT / ICD was different 
(a total of 19 patients – 11 patients with a CRT device 
and 8 patients with an ICD), with 58 (9.8 %) patients 
having indications for CRT / ICD implantation. 
Another 3 (0.5 %) patients who had indications for 
CRT / ICD implantation had a pacemaker without 
resynchronization and / or defibrillation function.

In our study, 87 % of patients were hospitalized at 
least once due to decompensation of the underlying 
disease, and 183 (31.0 %) patients had two or more 



52 ISSN 0022-9040. Kardiologiia. 2024;64(3). DOI: 10.18087/cardio.2024.3.n2323

ORIGINAL ARTICLES§
hospitalizations. Despite advances in the treatment 
of CHF, nearly 40 % of patients die within one year of 
their initial hospitalization [18].

It should be noted that 59 (10.0 %) patients 
included in our registry died after 3 months. We 
demonstrated that factors associated with mortality 
were the presence of LBBB, hydrothorax, the need 
for oxygen support in the outpatient setting, and a 
history of cardiac surgery. Our results differ from 
those of other authors who found an association of 
mortality risk with LVEF, brain natriuretic peptide 
levels, C-reactive protein, age 61–74 years and ≥ 75 
years, and male sex [18]. Another factor contributing 
to the high risk of mortality in patients with CHF is 
the refusal of follow-up care in a specialized CHF 
center [19].

Patients with decompensated CHF experience 
debilitating physical and emotional symptoms, loss of 
independence and social role impairment – all of which 
dramatically affect quality of life. Physical symptoms 
in severe CHF, such as pain, are of great concern to 
patients and caregivers, but remain poorly understood 
and inadequately managed. Patients and their families 
are often faced with making decisions about risky 
and complex treatments (e.g., implantation of cardiac 
synchronization devices, heart transplantation) 
without adequate prognostic information, decision 
support, or advance treatment planning [20].

Traditionally, palliative care has been provided 
to patients with cancer, perhaps because the more 
predictable course of cancer makes it easier to identify 
needs and plan care for patients and their families. 
This approach explains the perception that palliative 
care is the domain of specialized services and is 
relevant only in the last weeks of a patient’s life [20].

There are difficulties in providing palliative 
cardiology care due to lack of awareness among 
primary care physicians about the goals and objectives, 
procedures for admission to appropriate departments 
and centers, and lack of knowledge about the 
principles of palliative care.

Our registry provides evidence that the 
organization of care for patients with severe CHF is 
far from ideal in terms of oxygen therapy, inotropic 
support, and narcotic analgesic prescription, both in 
the inpatient and outpatient setting.

For a long time, palliative care and standard of 
care were mistakenly viewed as conflicting options, 
and palliative care was used only as a last resort when 
conventional management of CHF failed to stabilize 
the patient’s condition [20]. A misconception has 
developed that palliative care is needed in the last days 
of a patient’s life, whereas palliative care should be 
initiated at the onset of CHF. Given the unpredictable 
course of CHF, waiting for a trigger event to initiate 
palliative care should be recognized as unwarranted. 
The current situation shows that there are many areas 
for the integration of palliative care during the course 
of CHF.

Limitations
The study was conducted in a single region and 

included patients with end-stage CHF according to 
specific criteria developed for selection for palliative 
care.

We did not analyze the drug therapy administered 
and its adherence to clinical guidelines.

Conclusion
Patients with severe chronic heart failure require 

not only appropriate medical therapy, but also 
dynamic follow-up with the implementation of 
palliative care aimed at improving patients’ quality of 
life, including the ethical principles of shared decision 
making and advance care planning to identify patients’ 
priorities and goals for their care.

Funding
No funding was received for this study.

No conf lict of interest is reported.

The article was received on 25/11/2022

R EFER ENCES

1. Kalyuzhin V.V., Teplyakov A.T., Bespalova I.D., Kalyuzhina 
E.V., Terentyeva N.N., Sibireva O.F. et al. Advanced heart fail-
ure. Bulletin of Siberian Medicine. 2021;20(1):129–46. [Rus-
sian: Калюжин В.В., Тепляков А.Т., Беспалова И.Д., Калю-
жина Е.В., Терентьева Н.Н., Сибирева О.Ф. и др. Прогрес-
сирующая (advanced) сердечная недостаточность. Бюл-
летень сибирской медицины. 2021;20(1):129-46]. DOI: 
10.20538/1682-0363-2021-1-129-146

2. Tereshchenko S.N., Galyavich A.S., Uskach T.M., Ageev F.T., 
Arutyunov G.P., Begrambekova Yu.L. et al. 2020 Clinical prac-

tice guidelines for Chronic heart failure. Russian Journal of 
Cardiology. 2020;25(11):311–74. [Russian: Терещенко С.Н., 
Галявич А.С., Ускач Т.М., Агеев Ф.Т., Арутюнов Г.П., Беграм-
бекова Ю.Л. и др. Хроническая сердечная недостаточность. 
Клинические рекомендации 2020. Российский кардиологи-
ческий журнал. 2020;25(11):311-74]. DOI: 10.15829/1560-
4071-2020-4083

3. Špinar J, Špinarová L, Vítovec J. Pathophysiology, causes 
and epidemiology of chronic heart failure. Vnitrni Lekarstvi. 
2018;64(9):834–8. PMID: 30441995



53ISSN 0022-9040. Kardiologiia. 2024;64(3). DOI: 10.18087/cardio.2024.3.n2323

ORIGINAL ARTICLES§
4. Warraich HJ, Wolf SP, Mentz RJ, Rogers JG, Samsa G, Ka-

mal AH. Characteristics and Trends Among Patients With Car-
diovascular Disease Referred to Palliative Care. JAMA Net-
work Open. 2019;2(5):e192375. DOI: 10.1001/jamanet-
workopen.2019.2375

5. Vinogradova N.G. The prognosis of patients with chronic heart 
failure, depending on adherence to observation in a specialized 
heart failure treatment center. Kardiologiia. 2019;59(10S):13–
21. [Russian: Виноградова Н.Г. Прогноз пациентов с хрони-
ческой сердечной недостаточностью в зависимости от при-
верженности к наблюдению в специализированном цен-
тре лечения сердечной недостаточности. Кардиология. 
2019;59(10S):13-21]. DOI: 10.18087/cardio.n613

6. Larina V.N., Chukaeva I.I., Larin V.G. Current Trends and Pos-
sibilities of Providing Medical Palliative Care in Chronic Heart 
Failure. Kardiologiia. 2019;59(1):84–92. [Russian: Ларина 
В.Н., Чукаева И.И., Ларин В.Г. Современные тенденции и 
возможности оказания паллиативной медицинской помощи 
при хронической сердечной недостаточности. Кардиология. 
2019;59(1):84-92]. DOI: 10.18087/cardio.2019.1.10219

7. Ministry of Health of Russian Federation. Order № 345n/372n 
dated 31.05.2019 ‘On approval of the regulations on the orga-
nization of palliative care, including the procedure for inter-
action of medical organizations, social service organizations 
and public associations, other commercial organizations oper-
ating in the field of health protection’.  Av. at: http://publica-
tion.pravo.gov.ru/Document/View/0001201906270031. 2019. 
[Russian: Министерство здравоохранения Российской Фе-
дерации и Министерство труда и социальной защиты Рос-
сийской Федерации. Приказ  от 31.05.2019 № 345н/372н 
«Об утверждении положения об организации оказания пал-
лиативной медицинской помощи, включая порядок взаи-
модействия медицинских организаций, организаций соци-
ального обслуживания и общественных объединений, иных 
коммерческих организаций, осуществляющих свою деятель-
ность в сфере охраны здоровья». Доступно на: http://publi-
cation.pravo.gov.ru/Document/View/0001201906270031]

8. Fomin I.V., Belenkov Yu.N., Mareev V.Yu., Ageev F.T., Badin 
Yu.V., Galyavich A.S. et al. Prevalence of chronic heart failure 
in European part of Russian Federation - Data of EPOCHA-
CHF. Russian Heart Failure Journal. 2006;7(1):4–7. [Russian: 
Фомин И.В., Беленков Ю.Н., Мареев В.Ю., Агеев Ф.Т., Бадин 
Ю.В., Галявич А.С. и др. Распространенность хронической 
сердечной недостаточности в европейской части Россий-
ской Федерации - данные ЭПОХА–ХСН. Журнал Сердечная 
Недостаточность. 2006;7(1):4-7]

9. Fomin I.V., Belenkov Yu.N., Mareev V.Yu., Ageev F.T., Badin 
Yu.V., Galyavich A.S. et al. Prevalence of chronic heart failure 
in European part of Russian Federation - Data of EPOCHA-
CHF (Part II). Russian Heart Failure Journal. 2006;7(3):112–
5. [Russian: Фомин И.В., Беленков Ю.Н., Мареев В.Ю., Аге-
ев Ф.Т., Бадин Ю.В., Галявич А.С. и др. Распространенность 
хронической сердечной недостаточности в Европейской ча-
сти Российской Федерации – данные ЭПОХА–ХСН. Жур-
нал Сердечная Недостаточность. 2006;7(3):112-5.]

10. Nesterov V.S., Urvantseva I.A., Vorobev A.S. Chronic heart 
failure: modern problems and their solutions. Lechaschi Vrach. 
2018;7:11. [Russian: Нестеров В.С., Урванцева И.А., Во-
робьев А.С. Хроническая сердечная недостаточность: со-
временные проблемы и пути их решения. Лечащий Врач. 
2018;7:11]

11. Polyakov D.S., Fomin I.V., Valikulova F.Yu., Vaisberg A.R., 
Kraiem N., Badin Yu.V. et al. The EPOCHA-CHF epidemio-
logical program: decompensated chronic heart failure in real-
life clinical practice (EPOCHA-D-CHF). Russian Heart Fail-
ure Journal. 2016;17(5):299–305. [Russian: Поляков Д.С., 
Фомин И.В., Валикулова Ф.Ю., Вайсберг А.Р., Краием Н., Ба-
дин Ю.В. и др. Эпидемиологическая программа ЭПОХА–
ХСН: Декомпенсация хронической сердечной недостаточ-

ности в реальной клинической практике (ЭПОХА–Д–ХСН). 
Журнал Сердечная Недостаточность. 2016;17(5):299–305]. 
DOI: 10.18087/rhfj.2016.5.2239

12. Villevalde S.V., Soloveva A.E., Zvartau N.E., Avdonina N.G., 
Yakovlev A.N., Sitnikova M.Yu. et al. Principles of organiza-
tion of medical care for patients with heart failure in the sys-
tem of cardiovascular risk management: focus on continuity of 
care and patient routing. Practical materials. Russian Journal 
of Cardiology. 2021;26(S3):102–41. [Russian: Виллевальде 
C.В., Соловьева А.Е., Звартау Н.Э., Авдонина Н. Г., Яковлев 
А. Н., Ситникова М. Ю. и др. Принципы организации меди-
цинской помощи пациентам с сердечной недостаточностью 
в системе управления сердечно-сосудистыми рисками: фо-
кус на преемственность и маршрутизацию пациентов. Прак-
тические материалы. Российский кардиологический журнал. 
2021;26(S3):102-41]. DOI: 10.15829/1560-4071-2021-4558

13. World Health Organization. Palliative care. [Russian: Всемир-
ная организация здравоохранения. Паллиативная медицин-
ская помощь.] [Internet] Available at: https://www.who.int/
news-room/fact-sheets/detail/palliative-care

14. Moscow Department of Healthcare. The order of the of 
28.08.2017 № 605 “About the organization of rendering pallia-
tive medical care to adult population”. Av. at: https://www.mos.
ru/upload/documents/files/4258/605.pdf. [Russian: Депар-
тамент здравоохранения г. Москвы. Приказ от 28.08.2017 № 
605 «Об организации оказания паллиативной медицинской 
помощи взрослому населению». Доступно на: https://www.
mos.ru/upload/documents/ files/4258/605.pdf ]

15. Shlyakhto E.V., Zvartau N.E., Villevalde S.V., Yakovlev A.N., 
Soloveva A.E., Avdonina N.G. et al. Implemented models and 
elements for heart failure care in the regions of the Russian 
Federation: prospects for transformation into regional cardio-
vascular risk management systems. Russian Journal of Cardiol-
ogy. 2020;25(4):9–18. [Russian: Шляхто Е.В., Звартау Н.Э., 
Виллевальде С.В., Яковлев А.Н., Соловьева А.Е., Авдони-
на Н.Г. и др. Реализованные модели и элементы организа-
ции медицинской помощи пациентам с сердечной недоста-
точностью в регионах Российской Федерации: перспекти-
вы трансформации в региональные системы управления сер-
дечно-сосудистыми рисками. Российский кардиологический 
журнал. 2020;25(4):9-18]. DOI: 10.15829/1560-4071-2020-
4-3792

16. Chang YK, Kaplan H, Geng Y, Mo L, Philip J, Collins A et al. 
Referral Criteria to Palliative Care for Patients With Heart 
Failure: A Systematic Review. Circulation: Heart Failure. 
2020;13(9):e006881. DOI: 10.1161/CIRCHEARTFAIL-
URE.120.006881

17. Lebedeva V.K., Lebedev D.S. Implantable cardioverter de-
fibrillator: decision-making on turning off in patients with 
end-stage heart failure. Russian Journal of Cardiology. 
2020;25(9):40–5. [Russian: Лебедева В.К., Лебедев Д.С. Им-
плантируемый кардиовертер-дефибриллятор: принятие ре-
шения об отключении у пациентов с терминальной хрони-
ческой сердечной недостаточностью. Российский кардиоло-
гический журнал. 2020;25(9):40-5]. DOI: 10.15829/1560-
4071-2020-3868

18. Kostenko V.A., Sitnikova M.Yu., Skorodumova E.A., Fedorov 
A.N., Skorodumova E.G. New Scale for Assessment of Prog-
nosis of Survival for Two Years After Hospitalization Be-
cause of Acute Decompensation of Heart Failure. Kardiologiia. 
2017;57(6):33–9. [Russian: Костенко В.А., Ситникова М.Ю., 
Скородумова Е.А., Федоров А.Н., Скородумова Е.Г. Новая 
шкала оценки двухлетнего прогноза выживаемости для па-
циентов, госпитализированных в многопрофильный стацио-
нар по поводу острой декомпенсированной сердечной недо-
статочности. Кардиология. 2017:57(6):33-9]

19. Vinogradova N.G., Polyakov D.S., Fomin I.V. Analysis of 
mortality in patients with heart failure after decompensation 
during long-term follow-up in specialized medical care and 



54 ISSN 0022-9040. Kardiologiia. 2024;64(3). DOI: 10.18087/cardio.2024.3.n2323

ORIGINAL ARTICLES§
in real clinical practice. Kardiologiia. 2020;60(4):91–100. 
[Russian: Виноградова Н.Г., Поляков Д.С., Фомин И.В. 
Анализ смертности у пациентов с ХСН после декомпен-
сации при длительном наблюдении в условиях специали-
зированной медицинской помощи и в реальной клиниче-
ской практике. Кардиология. 2020;60(4):91-100]. DOI: 
10.18087/cardio.2020.4.n1014

20. Rashid M.A., Novikov G.A., Vaisman M.A., Largina M.O., 

Podkopaev D.V. Palliative care for chronic heart failure: 
relevance, objectives and problems. Palliative medicine 
and rehabilitation. 2022;3:14–24. [Russian: Рашид М.А., 
Новиков Г.А., Вайсман М.А., Ларгина М.О., Подкопа-
ев Д.В. Паллиативная медицинская помощь при хрони-
ческой сердечной недостаточности: актуальность и за-
дачи проблемы. Паллиативная медицина и реабилитация. 
2022;3:14-24]


