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Abstract

Heart failure (HF) is a long-term clinical syndrome, with increasing prevalence and considerable healthcare costs that are fur-
ther expected to increase dramatically. Despite significant advances in therapy and prevention, mortality and morbidity re-
main high and quality of life poor. Epidemiological data, that is, prevalence, incidence, mortality, and morbidity, show geo-
graphical variations across the European countries, depending on differences in aetiology, clinical characteristics, and
treatment. However, data on the prevalence of the disease are scarce, as are those on quality of life. For these reasons,
the ESC-HFA has developed a position paper to comprehensively assess our understanding of the burden of HF in Europe,
in order to guide future policies for this syndrome. This manuscript will discuss the available epidemiological data on HF prev-
alence, outcomes, and human costs—in terms of quality of life—in European countries.
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Introduction

Heart failure (HF) is a long-term condition, affecting around
63 million people worldwide,1,2 with increasing prevalence

that mirrors the ageing of the population.3,4 HF represents
the end stage of various heart diseases, including specific
and ill-defined cardiomyopathies, ischaemic heart disease,
and heart valve disease.5 Importantly, almost all HF patients
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also have several comorbid conditions [diabetes mellitus
(DM), arterial hypertension, chronic kidney disease, chronic
obstructive pulmonary disease, iron deficiency, etc.], which
further complicate their treatment and negatively impact
prognosis.

Worldwide, 5 year mortality rates in patients with chronic
advanced HF are >50%.6–8 Thus, despite improvements in
therapy, changes in lifestyle, and better adherence to
guidelines,9 HF mortality and morbidity—especially in
high-risk subgroups—remain high and quality of life (QOL) re-
mains poor.8,10 Consequently, health-related expenditures
are considerable and are expected to increase dramatically
in the near future.11,12

Because epidemiological data on HF are not uniform or
readily available across European countries, the aim of this
position paper of the Heart Failure Association (HFA) of the
European Society of Cardiology (ESC) is to provide an impact
analysis of HF in terms of prevalence/incidence, outcomes,
and QOL. Data on HF healthcare costs will be specifically
discussed in an upcoming ESC position paper.

European epidemiological data on
heart failure

Prevalence and incidence

Prevalence, incidence, mortality, and morbidity of HF have
been reported to vary across the European countries shown
in Figure 1.8 For the other countries (e.g. France, Austria,
Norway, Switzerland, Portugal, Ireland, and Bosnia and
Herzegovina), there is a lack of reliable epidemiological data,
and this noteworthy gap of knowledge should be filled in
upcoming research.

Data from the HFA Atlas showed an overall HF prevalence
of 17 [inter-quartile range (IQR), 14–21] cases per 1000 peo-

ple, ranging from 10 to 14 per 1000 in Spain and the
Netherlands, from 14 to 17 in Italy, Hungary, and the UK, from
17 to 21 in Sweden, Denmark, Poland, and Czech Republic,
and from 21 to 39 in Slovenia, Lithuania, and Germany.13

These data highlight considerable heterogeneity across these
countries, in line with previous reports,7 likely representing
true differences in prevalence as well as differences in
reporting. A recent systematic analysis of the epidemiological
burden of HF in 195 countries, from 1990 to 2017, found that
most countries in Central Europe had relatively high preva-
lence rates of HF in 2017 {Hungary: 12 [95% confidence inter-
val (CI) 10–14]; Montenegro: 12 (95% CI 10–14); Slovakia: 12
(95% CI 10–13); Slovenia: 12 (95% CI 10–13); and Czech Re-
public: 11 (95% CI 10–13) per 1000 people}.14 On the other
hand, the lowest age-standardized prevalence rate in
Europe was observed in an Eastern European country [Latvia:
5 (95% CI 4–6) per 1000 people] in 2017. The countries with
greater decreases in age-adjusted prevalence in HF over time
were Portugal [�38% (95% CI �42 to �33)] and Denmark
[�37% (95% CI �41 to �33)].14 Previous data in Portugal,
from the EPidemiologia da Insuficiencia Cardiaca e
Aprendizagem (Epidemiology of Heart Failure and Learning
—EPICA) study,15 indicated an increased HF prevalence with
ageing, that is, from 1.4% in patients 25–49 years old to
16% in patients >80 years old. In a German study,16 the prev-
alence was 1.6% in women and 1.8% in men, with rates in-
creasing with the ageing of the population as well. In a Swed-
ish study,17 prevalence was stable over the years with similar
rates in men and women (2.2%), while a decrease in inci-
dence and mortality was observed. An Italian survey18 re-
ported a prevalence of 1.4%, with rates increasing with older
age. Data from the ESC Atlas of Cardiology,19 published in
2018, further demonstrated a striking variability across 41
European countries in terms of risk factors, incidence, and
mortality for cardiovascular diseases.

Also, whereas an increase in HF prevalence has been con-
sistently observed, HF incidence has been reported to be

Figure 1 Incidence of heart failure per 1000 person-years (left) and prevalence of heart failure per 1000 persons (right). Adapted from
Seferović et al.
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stable or even decreasing, especially in women.20,21 The de-
crease in incidence may be explained by factors such as
reduced severity and better treatment of acute coronary
syndrome (ACS).8 Additionally, incidence data vary across
left ventricular ejection fraction (EF) spectrum. A
community-based study in Spain22 reported a reduction in
the incidence of HF with reduced EF (HFrEF) over time but
a parallel increase in the incidence of HF with preserved EF
(HFpEF) and HF with mid-range EF (HFmrEF). Still, the inci-
dence of HFrEF surpassed the one of HFpEF by 0.24 cases
per 1000 person-years. There were 0.32 more HFrEF cases
per 1000 people per year in men, whereas for HFpEF, there
were 0.17 cases per 1000 people per year more in women.22

Specifically, when observing the trends over time, in 2007, the
rise in the overall incidence of HF plateaued, with HFrEF rates
starting to slowly decrease in 2005 while the ones for HFpEF
were still increasing.22 A recent Spanish population-based
study23 confirmed this trend. From 2017 to 2019, distribution
by phenotype of left ventricular EF was as follows: 51.7%
HFrEF, 40.2% HFpEF, and 8.1% HFmrEF. In 2019, the preva-
lence was 1.89% (95% CI 1.70–2.08), with an incidence rate
of 2.78 new cases per 1000 persons per year.23

However, with the expected demographic changes, partic-
ularly the marked ageing of the population, a larger number
of the population will likely be affected by this syndrome.
For instance, in Portugal, the prevalence of HF is expected
to increase by 30% by 2035 and by 33% by 2060, compared
with 2011.24 Considering only population ageing over a
22 year horizon from 2014, the deaths and burden of HF in
Portugal are expected to increase by 73.0% and 27.9%,
respectively.25

Of note, it should be considered that heart damage arising
from COVID-19 infection is likely to influence the incidence of
HF since 2020, leading to a further increase in HF cases.26 As
pointed out by the Heart Failure Policy Network (https://
www.hfpolicynetwork.org/), the COVID-19 pandemic has led
to reduced care for HF,27 and—at the same time—has cre-
ated a significant rise in demand for HF services, driven by
new cases of HF or deterioration in those previously diag-
nosed, with a considerable burden for healthcare systems in
Europe.28,29 Specifically, there is also the risk of
under-diagnoses and under-treatment in several cardiovascu-
lar pathways,30,31 possibly leading to increase the incidence
and severity of HF in the future.

Mortality and hospitalizations

Patients with HF still have an unfavourable prognosis with an
estimated in-hospital mortality of 2–17%.32,33 In terms of
disability-adjusted lifespan, it is estimated that a patient with
HF lives on average 1.1–2.3 years shorter because of prema-
ture death or disability.34 Mortality rises dramatically with

ageing, with rates increasing more than four-fold from age
25–54 to age ≥85, regardless of gender.35 HF is common in
the elderly due to the complex interplay of the cardiovascular
ageing process with risk factors, comorbidities, and disease
modifiers.36

Outcomes also differ across HF phenotypes and in acute/
chronic HF. In the Swedish Heart Failure Registry
(SwedeHF),37 the adjusted risk of mortality at 3 years was
20% higher in HFrEF vs. HFpEF, whereas HFmrEF and HFpEF
had a similar prognosis (Figure 2). However, 3 year mortality
was higher in HFmrEF than in HFpEF by 11% in the presence
of coronary artery disease. The EuroHeart Failure Survey38

compared prognosis in 3148 patients with HFpEF vs. 3658
with HFrEF and reported higher 90 day mortality in those
with HFrEF (12%) compared with HFpEF (10%), but similar re-
admission rates (21% vs. 22%, respectively). In the EuroHeart
Failure Survey II, which enrolled 3580 patients hospitalized
for HF, in-hospital mortality was 6.4%.39,40 In the European
Society of Cardiology Heart Failure Long-Term (ESC-HF-LT)
registry41 enrolling 12 440 patients with acute and chronic
HF, 1 year all-cause mortality rates ranged from 22% to
37% for acute HF (AHF) and from 7% to 16% for chronic HF
across 21 European and/or Mediterranean countries. The
rates for the combined endpoint of mortality or HF hospital-
ization within 1 year were 36% for AHF and 15% for chronic
HF. A subsequent analysis of the ESC-HF-LT registry42 re-
ported that mortality rates at 1 year differed significantly be-
tween HFrEF and HFpEF (9% vs. 6%), with HFmrEF patients
showing in-between rates (8%), but overall more similar to
HFrEF.

Hospitalizations due to HF represent 1–2% of all
admissions,1 and therefore, costs of HF are mainly driven by
hospitalization.43 After the initial diagnosis, HF patients are
hospitalized on average about once a year due to the HF
worsening.44 Of note, HF hospitalization is associated with
high 30 day readmission rate, up to 25%.1 The reasons for re-
admissions are often related to incomplete decongestion,
warranting better implementation of HF care pathways, as
well as to other conditions (e.g. DM, chronic obstructive pul-
monary disease, and chronic kidney disease),45 mirroring the
high burden of comorbidities in HF.44

The HFA Atlas showed that the median number of HF hos-
pitalizations in Europe was 2671 (IQR, 1771–4317) per million
people annually, ranging from <1000 in Latvia and North
Macedonia to >6000 in Romania, Germany, and Norway.13

The median length of hospital stay for an admission with HF
was 8.50 (IQR, 7.38–10) days with considerable variation
between European countries (Figure 3). Consistently,
diagnostic and management resources for HF varied as well,
with high-income ESC member countries having
substantially more resources compared with middle-income
countries. These data therefore indicated a great variability
in the resources available for HF management and quality
of care across ESC member countries.13
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Impact of acute heart failure: insights
from the European Society of
Cardiology Heart Failure Long-Term
registry

Acute HF is a prevalent condition and is the leading cause of
hospitalization, especially in individuals aged 65 years or
older.46,47 AHF outcome data from the ESC registries are
shown in Supporting Information, Figure S1.

The European Society of Cardiology Heart Failure
Long-Term registry is one of the primary sources of
real-world data on AHF in Europe and baseline characteris-
tics, classifications, management, and outcomes of AHF

patients were described by three successive analyses.41,48,49

AHF patients enrolled in the ESC-HF-LT registry had a mean
age of 70 years and were predominantly male (61%), 33%
had NYHA IV class, and according to the different classifica-
tions used, AHF patients presented most commonly as ‘de-
compensated HF’ (or ‘wet and warm’) (70%). Clinical pheno-
types and classifications of patients hospitalized for AHF are
shown in Figure 4.48

Cardiac and non-cardiac comorbidities are extremely prev-
alent among chronic and acute patients globally. In AHF, the
ESC-HF-LT registry showed that more than one-half of all pa-
tients (56%) had known ischaemic heart disease, which was
complicated by myocardial infarction in 20–30% of cases. In
addition, approximately 70% and 40% of AHF patients,

Figure 2 Hazard ratios (HRs) for heart failure with mid-range ejection fraction (HFmrEF) vs. heart failure with preserved ejection fraction (HFpEF) and
heart failure with reduced ejection fraction (HFrEF) vs. HFpEF for all-cause mortality up to 30 days (A), 1 year (B), and 3 years (C) for the overall cohort
and for patients with and without coronary artery disease (CAD) separately. CI, confidence interval. *Adjusted for index year, age, gender, heart rate,
estimated glomerular filtration rate, systolic blood pressure, diabetes, CAD, atrial fibrillation, valve disease, lung disease, anaemia, use of
angiotensin-converting enzyme inhibitor or angiotensin receptor blocker, beta-blocker, diuretic, statin, registration type, living arrangement, and ed-
ucation. From Koh et al.
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respectively, had a history of hypertension and atrial fibrilla-
tion. Non-cardiac comorbidities including DM (39%), chronic
kidney disease (26%), and chronic obstructive pulmonary dis-
ease (21%) were also very common.48,49 These conditions not
only impact the pathophysiological progression of HF but also
limit the initiation and titration of evidence-based drug and
diuretic therapy, leading to increased risk of hospitalization
and a large impact on healthcare systems expenditures.50 In
particular, iron deficiency is one of the most common comor-
bidities in patients with HF, occurring in around 35–55% of
patients with chronic HF and reaching up to 70–80% in those
with AHF.51,52 The expert of the board chose to focus on the
most widely recommended disease-modifying treatment for
AHF, ferric carboxymaltose (FCM). In the AFFIRM-AHF trial,
intravenous therapy with FCM as compared with placebo re-
duced the risk of recurrent hospitalizations for HF53 and im-
proved QOL54 in iron-deficient patients with left ventricular
EF < 50%, stabilized after an episode of AHF. In the
pharmacoeconomic analysis, FCM was compared with pla-
cebo using data from the AFFIRM-AHF trial from the Italian,
UK, US, and Swiss payer perspectives.55 Treatment with
FCM was dominant (cost saving with additional health gains)
in the UK, USA, and Switzerland and highly cost-effective in
Italy. Results were driven by reduced costs for HHF events
combined with quality-adjusted life year gains attributable
to increased time in higher Kansas City Cardiomyopathy
Questionnaire (KCCQ) states (representing better functional
outcomes).55

The type and proportions of vasoactive medications were
similar to those reported by other contemporary registries,
except for use of intravenous inotropes, which was lower.56,57

It is also noteworthy that the vast majority of AHF patients
did not receive any procedural interventions during their hos-
pital stay.41,49,58 Although ischaemic heart disease is by far
the most common aetiology of AHF and many patients

present with ACS, coronary angiography and PCI and CABG
were performed only in 21% and 10%, respectively, of AHF
patients.41,49,57 Furthermore, even in patients classified as
ACS-HF, coronary angiography and PCI or CABG were per-
formed in 46% and 34%, respectively,48 suggesting large var-
iations in available facilities, as well as variations in guideline
adherence across the participating centres.47,58

Despite predefined inclusion/exclusion criteria, there were
major regional differences in the severity and particularly the
outcomes of AHF patients enrolled in ESC-HF-LT registry. Over-
all, in-hospital mortality was 5.5%,41,49,58 and substantial var-
iations were found when patients were stratified by clinical
profile48 or the congestion/hypoperfusion classification
scheme49 at admission. Patients with cardiogenic shock re-
ported the highest in-hospital mortality rate with 50% of the
deaths occurred in the first day of admission,48 suggesting
that the early identification of hypoperfusion signs, as well
as appropriateness of initial therapies, is critical in this
setting.59 Early recognition of hypoperfusion signs (‘pre-
shock’), even in the absence of hypotension, may help to iden-
tify in an appropriate therapeutic window the ‘high-risk’ pa-
tients who will develop cardiac shock and require mechanical
circulatory assistance or specific organ function support.59

In terms of 1 year outcomes, 27% of AHF patients died
within 1 year, 26% were readmitted because of HF, and
44% of patients died or were readmitted within 1 year follow-
ing discharge.41,48,49 Notably, the incidence of 1 year all-cause
hospitalization was very high (45%) and did not change at
4 years.41,48,49 Substantial between-region differences in
1 year outcome rates were reported in the registries, with a
large North to South gradient, which may be partially ex-
plained by the significant differences in HF management or-
ganization across ESC countries, different criteria for AHF
admission, and differences in cultural perceptions of severity
among participating countries.47

Figure 3 Number of heart failure-related hospital discharges per million people (left) and average length of stay in hospital primarily due to heart
failure (right). Adapted from Seferović et al.13
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Update on diabetes and heart failure in
registry-based analyses in Sweden and
other Nordic countries

The experts of the board chose to focus on DM as it is a main
comorbidity of HF, affecting up to 40% of HF population, with
prevalence markedly increasing. HF registries can report on
the unmet need in HF according to the different EF catego-
ries, that is, HFrEF, HFmrEF, and HFpEF. They are keys to col-
lecting important prognostic data and to phenotyping HF.
Registries can also more specifically address implementation
of HF therapy. As an indication of the present document,
we suggest that implementation can be assessed as follows:
(i) describe use of HF interventions; (ii) assess indications

for HF interventions; (iii) investigate independent reasons
for non-use of evidence-based HF interventions; and (iv) con-
duct registry-based randomized controlled clinical trials
(RCTs) on a registry platform to assess efficacy in the
real-world setting and thus have a platform for rapid imple-
mentation of the trial findings in daily clinical practice.

The SwedeHF37 is one of the largest and most representa-
tive HF registries with approximately 120 000 patients, 23%
with HFpEF, 21% with HFmrEF, and 56% with HFrEF. The
prevalence of type 2 DM (T2DM) in SwedeHF ranged from
24% to 25% based on the inclusion criteria of the analyses,
which was similar across the EF spectrum.60,61 T2DM was as-
sociated with higher mortality regardless of EF, but the mag-
nitude of the association was higher in HFrEF and HFmrEF vs.
HFpEF, which might highlight the importance of preventing

Figure 4 Classification of acute heart failure patients by geographical area (ESC-HF-LT registry). (A) Clinical profile classification by geographical area.
(B) Systolic blood pressure (SBP) classification by geographical area. (C) Congestion/hypoperfusion classification by geographical area. ACS-HF, acute
heart failure and associated acute coronary syndrome; CS, cardiogenic shock; DHF, decompensated heart failure; HT-HF, hypertensive heart failure;
PO, pulmonary oedema; RHF, right heart failure. Eastern Europe = Bulgaria, Czech Republic, Hungary, Poland, Romania, Russian Federation, Slovakia,
and Republics of Belarus, Moldova, and Ukraine. Northern Europe = UK, Sweden, Denmark, Finland, Norway, Ireland, Lithuania, Latvia, Estonia, Iceland,
Channel Islands, Isle of Man, and Faeroe Islands. Southern Europe = Italy, Spain, Greece, Portugal, Serbia, Croatia, Bosnia and Herzegovina, Albania,
North Macedonia, Slovenia, Montenegro, Malta, Andorra, Gibraltar, San Marino, and Holy See. Western Europe = Germany, France, the Netherlands,
Belgium, Austria, Switzerland, Luxembourg, Monaco, and Liechtenstein. From Chioncel et al.48
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myocardial damage in diabetes patients. Diabetes-associated
risk of HF hospitalization was instead similar across the EF
spectrum.61 The most common risk factors in diabetic pa-
tients were ischaemic heart disease and hypertension, which
can be the target of preventive strategies. Ischaemic heart
disease was present in>60% of all diabetic patients, and only
10% had none of the reported comorbidities.

Based on other contemporary national registries from
Sweden, the incidence of HF is two-fold higher in patients
with vs. without diabetes.62 An analysis of the Swedish na-
tional quality diabetes registry showed that if HbA1c, blood
pressure, LDL cholesterol, microalbuminuria, and smoking
were well controlled, the risk of myocardial infarction and
mortality was similar in patients with vs. without diabetes,
but the risk of HF was still increased in the first vs. the
latter.63 These data, together with evidence from a subse-
quent analysis of the SWEDEHEART registry64 that showed
that HF represents the most severe and common complica-
tion after myocardial infarction in diabetic patients, highlight
the still unmet need for strategies to prevent HF and increase
its awareness.65

Primary preventive strategies in patients with diabetes are
currently tested in Sweden by a registry-based RCT, the
SMARTEST trial (NCT03982381), where patients with diabetes
but no cardiovascular disease are randomized within the
Swedish national quality diabetes registry to metformin vs.
the sodium–glucose cotransporter-2 inhibitor (SGLT2i) dapa-
gliflozin and the endpoints are collected in the national pa-
tient registry and the causes of death registry.

Impact of heart failure on quality of life
in European countries

It is well recognized that patients with HF have impaired QOL,
which declines as the disease becomes more severe. Indeed,
patients with advanced HF have a symptom burden and QOL
that is worse than many chronic conditions including cancer
or chronic pulmonary disease.10

The multicentre CHARM trial (Candesartan in Heart Fail-
ure: Assessment of Reduction in Mortality and Morbidity)66

found that QOL was impaired, regardless of whether the pa-
tient had reduced or preserved EF. This was confirmed by
other European studies.67,68 A number of factors are associ-
ated with poor QOL, such as comorbidities, female sex, and
increased body mass index, which have more recently been
associated with HFpEF.39,69 Further evidence from a UK
study70 on 179 patients found that those with poor QOL were
younger and had a higher NYHA class and lower
socio-economic status including a lack of social support in
the form of informal carers. More starkly, these patients also
had an increased risk of hospital admissions and death.
Furthermore, depression, higher comorbidity level, and low

social support are found to be related to poor QOL in patients
with HF.71

These data highlight the urgent need for optimal multidis-
ciplinary HF management, including optimal medication and
device treatment, patient education, and self-care support,72

to improve QOL in this vulnerable population.9,73–75 Rela-
tively new therapies, such as sacubitril/valsartan, and the
SGLT2i drugs dapagliflozin and empagliflozin have demon-
strated notable improvements in patients’ QOL58,76,77 as have
implanted device therapies (e.g. cardiac resynchronization
therapy and ventricular assist devices).78,79

However, QOL is often not routinely assessed within daily
practice in cardiovascular patients.80 We live in an ageing so-
ciety, where the majority of patients with HF live with at least
one other comorbidity such as kidney disease, physical de-
conditioning, chronic obstructive pulmonary disease, or DM,
which also significantly impacts QOL.81 As such, the contribu-
tion of HF to QOL is not always easy to assess.81 Tools to
measure QOL such as the KCCQ, European QoL-5 Dimensions,
or Minnesota Living with Heart Failure Questionnaire should
be common place within all HF trials and integrated more
readily to inform clinical practice. It has recently been shown
that changes in patient assessed QOL by, for example, the
KCCQ score better predicts future risk than does physician
assessed NYHA classification of HF severity.82 As an indication
from the present document, as also suggested by the US
Food and Drug Administration, the KCCQ is recommended
as a performance measure for quantifying QOL in HF patients,
being strongly associated with clinical events over time.

Finally, there is evidence that medication adherence inter-
ventions improve QOL, HF mortality, and readmission rates.83

For all these reasons, several outcome measure initiatives
have been implemented, such as Get With The Guidelines84

and International Consortium for Health Outcomes
Measurement.85 Their value is to facilitate international com-
parison in HF care, using standardized parameters and mean-
ingful patient-centred outcomes for research and quality of
care assessments.

Data from randomized controlled clinical trials vs.
real-world data

Country-based differences in HF epidemiology across Europe
might be explained by different HF aetiologies, phenotypes,
patients’ characteristics, and data sources considered for cal-
culations. Another methodological explanation relates to the
scientific literature on HF, which generally reports epidemio-
logical data from patients recruited into RCTs, or included in
specialty registries conducted by dedicated cardiologists. Less
frequently, information is derived from administrative data or
electronic health records (EHRs) (i.e. real-world data), which
potentially involves the totality of the population of patients
with HF but lacks important granularity, such as EF and other
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characteristics.86 In general, patients included in RCTs have
less severe HF and especially less comorbidity compared with
those enrolled in observational studies, because of specific el-
igibility criteria for the trial that reduce competing risks and
the fact that the patients are attending highly selected and
hence non-representative cardiology centres. On the other
hand, HFrEF patients included in the latest RCT have remark-
ably implantation rates of ICD, although they have been rec-
ommended by guidelines. Patients followed by cardiologists
are generally younger, more frequently of the male sex, with
fewer extra-cardiac comorbidities.58 A systematic review,87

pooling data on 105 studies in general practice (a total of
196 105 HF patients), revealed that the most common pheno-
type of patients followed by general practitioners are older
women with hypertension. On the contrary, the evaluation
of the HF patient clinical profiles derived from EHRs includes
all type of patients, without exclusion criteria and followed by
all types of health professionals dealing with this clinical
condition.86 As a consequence, the mean age of these pa-
tients is higher, extra-cardiac comorbidities are more fre-
quent, and the outcome is generally more severe than that
described in RCTs or specialty registries.85 Although this topic
is not specific for HF but can regard every disease, RCTs and
specialty registries provide a larger number of clinical vari-
ables and with better quality than data from EHRs, which
may not define appropriately the severity of the disease.
Our indication from the present document is that real-world
data from EHRs should be preferred as the most realistic
source of information regarding the total burden of HF.

Conclusions

The present document presents data on prevalence/inci-
dence, outcomes, and QOL in many European countries. Indi-
cations are shown in Table 1. The term ‘Europe’ used

throughout the manuscript is for illustrative purposes only.
Our conclusions cannot be generalized beyond the precise
countries we have summarized.

Heart failure represents a major global health problem in
Europe and worldwide, leading to heavy economic costs, fre-
quent hospitalizations, and high mortality.88 There is the
need to conduct epidemiological studies in France, Austria,
Norway, Switzerland, Portugal, Ireland, and Bosnia and
Herzegovina. Epidemiological data suggest that HF preva-
lence is going to rise further, which will lead to an additional
increase in hospitalization rates and, consequently, in health-
care costs. The prognosis for HF patients has remained alarm-
ingly poor over the last two decades despite the advances in
medical and device therapies in particular for HFrEF. Differ-
ences in data collection and analysis might contribute to ex-
plain some of the geographical variations in epidemiological
data, which highlights the need to develop common strate-
gies to assess the burden of HF in Europe. For all these rea-
sons, this document calls to action on flagship projects of
the HFA of the ESC, such as second edition on HFA Atlas, reg-
istries, and others.
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