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Chronic heart failure (CHF) is one of the leading causes of morbidity,
disability, and mortality worldwide. According to the European Society of
Cardiology, the prevalence of CHF in the general population is approximately 1—
2%, while among individuals aged over 70 years it exceeds 10% [1]. The disease
is characterized by a progressive course, frequent episodes of decompensation,
and a high rate of recurrent hospitalizations, thereby generating a substantial
clinical and socio-economic burden. Hospitalizations represent the principal cost
driver within healthcare systems and may account for 47% to 92% of the total
direct costs associated with the management of CHF [2].

In Ukraine, the relevance of this issue is further intensified by
demographic population aging, the high prevalence of arterial hypertension
and ischemic heart disease, as well as regional disparities in access to
specialized cardiology care. According to the World Health Organization,
more than 70% of deaths in Ukraine are attributable to noncommunicable
disecases, a substantial proportion of which are cardiovascular
conditions [3]. Under these circumstances, primary health care serves as the
key level for the long-term management of patients with CHF.

Telemonitoring is defined as an organized system of remote patient
surveillance involving the regular transmission of clinical parameters to
healthcare professionals for the timely detection of clinical deterioration and
therapeutic adjustment. Core monitored parameters typically include body
weight as a marker of fluid retention, blood pressure, heart rate, oxygen
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saturation, and patient-reported symptoms. A critical component of
telemonitoring is the presence of clearly defined clinical response algorithms.

The clinical effectiveness of telemonitoring in CHF remains subject to
debate; however, systematic reviews indicate potential benefits. In a Cochrane
review, non-invasive telemonitoring was associated with a reduction in all-
cause mortality (RR 0.80; 95% CI 0.68-0.94), while structured telephone
support demonstrated a reduced risk of death (RR 0.87; 95%
CI 0.77-0.98) [4]. In the randomized TIM-HF?2 trial, the proportion of days
lost due to unplanned cardiovascular hospitalizations and death was 4.88% in
the telemonitoring group compared with 6.64% in the usual care group, and
annual mortality rates were 7.86 versus 11.34 per 100 patient-years,
respectively [5]. Conversely, the Tele-HF and BEAT-HF studies did not
demonstrate  statistically  significant reductions in  readmission
rates [6, 7]. This variability may be explained by heterogeneity in patient
populations, differences in the intensity of clinical support, and the degree of
integration of the intervention into existing healthcare systems.

The social dimension of CHF is characterized by a marked decline in
patients’ quality of life, limitations in physical activity, and a high prevalence
of anxiety and depressive disorders [8]. An additional concern is the
substantial burden placed on family members and caregivers. Telemonitoring
may reduce psychological stress through continuous contact with healthcare
providers, improve treatment adherence, and enhance patient self-
management. Early detection of signs of decompensation enables outpatient
therapy adjustment and the prevention of emergency hospitalizations, which
is particularly relevant for rural and remote regions of Ukraine.

From an organizational perspective, telemonitoring at the primary care
level implies the integration of remote surveillance into the practice of the
family physician. This facilitates a shift from a reactive model of care toward
a proactive approach focused on preventing exacerbations. Effective
implementation requires standardized clinical protocols, predefined threshold
values for monitored indicators, integration with medical information
systems, and compliance with personal data protection legislation [9]. In
European Union countries, telemonitoring is frequently implemented within
structured heart failure management programs involving multidisciplinary
teams and established reimbursement mechanisms [1]. In Ukraine,
reimbursement of telemedicine services through the National Health Service
of Ukraine requires further regulatory development.

The economic feasibility of telemonitoring implementation is assessed
using cost-effectiveness analysis and budget impact analysis. According to
international methodological recommendations, the incremental cost-
effectiveness ratio (ICER) reflects the additional cost per additional unit of
clinical benefit, including cost per quality-adjusted life year (QALY)
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gained [10]. Systematic economic evaluations demonstrate heterogeneous
results depending on the target population and cost structure [11]. The greatest
economic benefit is anticipated among high-risk patients with frequent
hospitalizations, where prevention of decompensation may offset
expenditures on equipment and personnel. Budget impact analysis enables
assessment of the financial capacity of the healthcare system to implement
such a program over a medium-term horizon [12].

In summary, telemonitoring in CHF demonstrates potential clinical, social,
and economic value provided that it is integrated into primary health care with
clearly defined response algorithms and sustainable financing mechanisms.
The implementation of pilot programs in Ukraine, followed by prospective
economic modeling, would generate local evidence on ICER and budget
impact, thereby establishing a foundation for broader scale-up.
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CBIT SKICHHX IPOAYKTIB Ta KIIEHTOOPIEHTOBAHMX CEPBICIB, SIKUM MU
3HAEMO HOTO ChOrojHi, He 3aBxku OyB TakuM. B XIX ta XX cromitTi monut
TOBapiB Ta IOCIYI HACTLIBKM NEPEBHIIYBaB ITPOINO3MII0, 1[0 KOMIIAHIIM
OyJl0 JOCTaTHBO INPOCTO CTBOPUTH HOBUH MPOIYKT, a KIIEHT 3aBXKIH
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