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Aims The European Heart Failure (HF) Survey was developed by the Heart Failure Association (HFA) of the European
Society of Cardiology (ESC) to map HF management resources, reimbursement of drugs/devices for HF treatment,
and structure and activities of HF professional and patient organizations.

Methods The survey encompassed 43 ESC member countries. The median number of hospitals with dedicated HF centres was
and results 2.6 (interquartile range [IQR] 0.9—4.7) per million people. Natriuretic peptide assessment was available at a median of
6.1 (IQR 1.8—10.6) emergency departments and 8.2 (IQR 1.3—14.7) hospitals per million people, respectively, whilst
cardiac magnetic resonance was available at a median of 2.0 (IQR 0.9-3.8) hospitals per million people. Short-term and
long-term mechanical circulatory support and heart transplantation were available at a median of 1.1 (IQR 0.5-2.4),
0.4 (IQR 0.0-0.5) and 0.3 (0.2—0.5) hospitals per million people, respectively. Whilst essential HF medications were
mostly available and reimbursed, gaps were observed in availability and funding of newer and advanced therapies.
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Conclusions

Density of all diagnostic and therapeutic capabilities was greater in countries with more favourable socioeconomic
status. National HF societies were reported in 98% of countries, whilst HF patient organizations in 45% of
countries.anaemia.

The European HF Survey is the result of long-standing HFA/ESC efforts to monitor HF epidemiology, management
resources, educational and awareness activities. It offers a valuable assessment of current management capabilities,
highlighting challenges in providing contemporary standards of care. It also provides insights into future directions
needed to address these gaps.

Keywords Heart failure © Management e Diagnostic capabilities ® Reimbursement e Education e
Advocacy e Awareness
Introduction Methods

Heart failure (HF) is a multifaceted syndrome that imposes a
considerable strain on healthcare systems due to diagnostic and
treatment complexities, frequent hospitalizations, considerable
disability and high healthcare costs.? In addition to maintain-
ing a close surveillance of HF epidemiology, the Heart Failure
Association (HFA) of the European Society of Cardiology (ESC)
has recognized the significance of monitoring the availability of
healthcare resources, drugs and devices necessary for the imple-
mentation of the ESC guideline recommendations, as well as the
structure and activities of professional and patient organizations
across the ESC member countries. Over the past decade, HFA/ESC
in collaboration with the National Heart Failure Societies (NHFS)
organized several surveys dedicated to this goal. The first survey,
conducted in 33 countries in 2013, revealed existence of HF
centres in most countries, but with modest diagnostic capacities
(e.g. availability of natriuretic peptide [NP] testing), whilst the
implementation of guideline-directed medical therapies (GDMT)
and devices was not assessed.> Although professional organiza-
tions and education for physicians were largely accommodated,
only few countries reported having HF nurses and/or HF patient
organizations or educational activities.> The second survey — the
HFA Atlas: Heart Failure Epidemiology and Management Statistics
2019 — included 42 countries, and provided data from 2018 or
earlier years.* The results suggested a trend of improvement in the
availability of healthcare infrastructure, diagnostic capacities, and
therapeutic possibilities for HF in most countries.* Activities aimed
at professional and patient education, HF awareness and advocacy
have also improved. However, there were notable disparities in
management resources, and availability and access to special-
ized care and medications, particularly among the low-to-middle
countries. Gaps were also observed in availability of certified
professional educational programmes and broader patient and
public outreach to raise awareness about HF across Europe.

In keeping with the previous initiatives, the latest European HF
Survey aimed to assess the following goals across ESC member
countries: (i) to describe available resources for HF diagnostics
and management; (i) to assess the availability and access to GDMT
and devices; and (jii) to provide an insight into the structure of HF
professional and patient organizations, along with their educational,
advocacy, and awareness efforts.

© 2025 European Society of Cardiology.

The European HF Survey was a multinational, observational survey
conducted in 2021-2023 in the ESC member countries, that encom-
passed two major aspects: (i) provision of contemporary HF epidemiol-
ogy statistics, and (ii) provision of HF management statistics. The study
design, protocol, data collection principles and quality control have
been published previously.> Here we describe aspects relevant for the
collection and analysis of data regarding HF management, GDMT reim-
bursement and professional and patient organizations. The methodol-
ogy was built on the previous European HF Survey, with necessary
improvements to better capture data on the availability and access
to contemporary diagnostic and management capacities/facilities; the
availability and reimbursement policies of GDMT and devices for the
treatment of HF; and structure and activities of professional and patient
organizations, with a focus on education for healthcare providers and
patients, and efforts to improve awareness and advocacy policies. The
list of variables with definitions and sources is provided in online
supplementary Table S7.

Statistical analysis

Descriptive data were presented as medians, with interquartile range
(IQR), and summarized using bar charts and colour-coded maps. For-
mal statistical comparisons were not conducted between the partic-
ipating countries. All analyses were performed using the IBM SPSS
Statistics 29.0 software.

Results

Geographical area and response rates

The European HF Survey was conducted in 43 ESC mem-
ber countries, covering the geographical area of Europe, the
Mediterranean, the Middle East and some of the former Soviet
Union countries, with a total population of ~970 million peo-
ple. Thirty-six countries that participated in the 2019 HFA
Atlas Survey also contributed to the HFA Observe, and there
were seven new participants (Armenia, Egypt, France, Malta,
Montenegro, Syria, and Uzbekistan). The response rates in
sections on HF management resources ranged between 51%
and 98%, whilst most countries provided full dataset on drugs
and devices reimbursement, and HF professional and patient
organizations.
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Management resources for heart failure

Heart failure centres, diagnostic and therapeutic
capabilities

Data on the presence HF centres (i.e. institutions with a team of
healthcare professionals dedicated full/part-time to the manage-
ment of outpatients and inpatients with HF) were available for 34
(79%) countries. The median number of HF centres in 32 countries
reporting their presence was 2.6 (IQR 0.9-4.7) per 1000 000 peo-
ple (Figure 7). Cyprus and Montenegro reported having no such
institutions. Only Germany reported a requirement for national
accreditation/certification of HF centres.

Availability of NP (B-type natriuretic peptide and/or N-terminal
pro-B-type natriuretic peptide) was assessed in emergency depart-
ments, hospitals, primary care, and outpatient clinics. Data were
available for 51—-72% of countries. In countries reporting availabil-
ity of emergency department NP testing, there was median of 6.1
(IQR 1.8-10.6) emergency departments per 1000000 (Figure 2A)
with NP testing, whilst three countries (Egypt, Latvia, and North
Macedonia) reported a lack of this service. Twenty-two countries
provided data on in-hospital NP testing with a median number of
8.2 (IQR 1.3-14.7) hospitals per 1000000 people providing this
service (Figure 2B). Additionally, Italy, the Netherlands, Norway,
Portugal and Spain reported providing NP assessment in all hos-
pitals. Only 14 countries provided data on access to NP testing in
out-of-hospital settings, with a median of 5.5 (IQR 0.9-12.6) facil-
ities per 1000000 people providing this service (Figure 3A). Like-
wise, only nine countries provided data on NP testing in primary
care, with a median of 8.1 (0.5—13.6) facilities per 1 000 000 people

0.0 1.0 20 3.0

(Figure 3B). In a significant proportion of countries, NP assessment
in community settings was either unavailable or conditional on sam-
ple referral to local hospitals, or out-of-pocket payment.

Diagnostic capacities were further assessed through the avail-
ability of cardiac magnetic resonance (CMR) imaging, cardiac
computed tomography (CT)/coronary angiography (CTCA), car-
diopulmonary exercise testing (CPET) and endomyocardial biopsy
(EMB). Data were available for 70-81% of countries. Of the
32 countries providing data on the availability of CMR facilities,
there was a median of 2.0 (IQR 0.9-3.8) centres per 1000000
people. Kyrgyzstan reported a lack of CMR facilities (Figure 4A).
Of the 33 countries providing data on cardiac CT/CTCA, there
was a median of 2.5 (IQR 1.1-4.0) centres per 1000000 people
(Figure 4B). Data on access to CPET were available for 28 coun-
tries, with a median number of 1.2 (IQR 0.3-2.3) centres per
1000000 people (Figure 5A). Cyprus, Egypt, Kyrgyzstan and Syria
reported a lack of these facilities. Of the 23 countries with available
data on EMB, there was a median of 0.8 (IQR 0.5-1.6) centres
with this diagnostic modality per 1000000 people (Figure 5B).
Several countries (Armenia, Kyrgyzstan, Moldova, Montenegro,
North Macedonia, Syria, and Uzbekistan) reported a lack of
this service.

Therapeutic resources were assessed through delivery of care
for acute/advanced HF and provision of post-discharge transition
of care. Management capacities for acute/advanced HF included
short-term mechanical circulatory support (MCS) (e.g. intra-aortic
balloon pump, micro-axial flow pump and/or veno-arterial
extracorporeal membrane oxygenation), ultrafiltration/renal
replacement therapy, long-term MCS (e.g. ventricular assist
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Figure 1 Number of dedicated heart failure centres per 1000000 people.
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Figure 3 Number of centres offering natriuretic peptide testing in (A) primary care, (B) for outpatients, per 1000000 people.

devices), and heart transplantation. Data were available from
60% to 98% of countries. Twenty-eight countries provided
data on access to short-term MCS, with a median of 1.1 (IQR
0.5-2.4) centres per 1000000 people providing this service
(Figure 6). Short-Term MCS was unavailable in Kyrgyzstan, Mon-
tenegro and Uzbekistan. Twenty-six countries provided data on
the availability ultrafiltration/renal replacement therapy with a
median of 2.6 (IQR 1.0-6.5) hospitals per 1000000 people
having this service (Figure 7). Data on the access to long-term

© 2025 European Society of Cardiology.

MCS were available for 26 countries, with a median of 0.4 (IQR
0.0—0.5) hospitals per 1000000 population offering this service
(Figure 8). Data on the availability of heart transplantation were
available for 31 countries with a median of 0.3 (IQR 0.2-0.5)
hospitals per 1000000 people offering heart transplantation
programmes (Figure 9). Armenia, Bosnia and Herzegovina, Cyprus,
Egypt, Iceland, Lebanon, Malta, Moldova, Montenegro, Syria and
Uzbekistan reported a lack of national heart transplantation
centres.
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Figure 8 Number of centres providing long-term mechanical circulatory support, per 1000 000 people.

Data on transition of care and follow-up of patients with HF were
available for 65—-84% of countries. In 25 countries reporting data on
the access to in-patient cardiac rehabilitation, there was a median
of 1.6 (IQR 0.4-3.1) institutions per 1000000 people providing
in-hospital cardiac rehabilitation (Figure 70A). Armenia, Cyprus,
Kazakhstan, Kyrgyzstan, Latvia, Lebanon, Lithuania, Montenegro,
North Macedonia, Serbia and Slovenia reported a lack of inpatient
cardiac rehabilitation programmes for HF patients. In 23 countries
providing data on outpatient access to cardiac rehabilitation, there
was a median of 2.2 (IQR 0.4-5.6) centres per 1000000 people
(Figure 10B). Armenia, Cyprus, Kyrgyzstan, Lithuania, Malta and
North Macedonia reported a lack of this service. Data on the
availability of systematic post-discharge follow-up were provided
by 26 countries, reporting a median of 2.5 (IQR 0.7-5.5) centres
per 1000000 people offering this service (Figure 70C).

Reimbursement of medications
and devices for the treatment of heart
failure

Reimbursement data were provided by all countries. Proportion of
countries with full or partial reimbursement for drugs and devices
is presented in Figure 71. Angiotensin-converting enzyme inhibitors
(ACEls)/angiotensin Il receptor blockers (ARBs), beta-blockers and
mineralocorticoid receptor antagonists (MRAs) were available in
all countries and their full/partial reimbursement was provided in
90%, 90% and 82.5% of countries, respectively (Figures 12—14).
Sacubitril/valsartan and sodium—glucose cotransporter 2 (SGLT2)
inhibitors were also universally available and fully/partially reim-
bursed in 63% and 51% of countries, respectively (Figures 15 and
16). lvabradine and intravenous iron supplementation were funded

© 2025 European Society of Cardiology.



European HF management resources, educational and awareness activities

Litthiuaini | 0.7
Belgium I 0.6
Slovenia I 0.5
Croatia I 0.5
Switzerland e 0.5
Latvia I 0.5
North Macedonia I 0.5
Spain I 0.4
Denmark I 0.4
Portugal I 0.4
Czech Republic I 0.3
France I 0.3
Serbia I (.3
Sweden IEEEEEEEEEENEEESSSS——— (0.2
Norway I 0.2
Germany I 0.2
Italy I 0.2
Poland I 0.2
Hungary I 0.2
Slovakia G 0.2
Ireland IS 0.2
Israel T 0.2
Netherlands IS 0.2
Kazahstan S————— 0.1
Russian Federation mG———— (.1
Romania IEES——— 0.1
United Kingdom s 0.1
Greece IEEE——————— 0.1
Turkey IEES————— 0.1
Kyrgisztan IEEESS————— 0.1
Bulgaria IEEEES————— (.1
0.00 0.10 .20 0.30 0.40 0.50 0.60 0.70 0.80
Figure 9 Number of centres with heart transplantation programmes, per 1000 000 people.
B C
A Iceland I 8.4 Iceland [ 8.40
Sweden I 6.5 switzerland [ 8.00 Denmark I 8.6
Ireland - I 6.1 Norway [ 7.80 Norway S 7.8
Denmark - I 5.8 Sweden N 6.50 Croatia 7.3
Mat I 3.5 P S —(— Kazahstan I 6.6
Estonia I 3.1 penvac, |5 50 ::::: [ — ::
Belgium N 3.1 Bosnia and Herzegovina [N 5.00 Slovenia IEEE——— 5.2 .
Poland NN 3.1
Slovenia [N 4.00 Malta I 4.0
Russian Federation NN 3.0 R Lithuania S 3.9
Spain I 2.6 ’ Estonia I 3.8
Croatia [N 2.5 Estonia’ NN 3. 10 Spain N 3.0
ttaly p— 2.0 Belgium - I 3.10 Caech republic mm— 2.9
Germany NN 1.8 Spain [ 2.60 Hungary N 2.6
Switzeriand N 1.7 Hungary T 175 North Macedonia I 2.5
Hungary I 1.6 Montenegro [ 1.60 fecland" N—_25
Isreal NN 1.6 Croatia [ 1.50 Bosnlaand ersgoune M— 25
France [N 15 Latvia W 0.40 freenc —2.2
. Lebanon N 1.5
B nicgain | WO, : Uzbekistan [l 0.40 Serbia W 1.1
Uzbekistan [l 0.6 swa W 040 Armenia 8 0.7
Slovakia W 0.5 Romania || 0.21 Slovakia W8 0.6
Syia M 0.4 Syria M 0.5
Moldova M 0.4 Siovakia. § 020 Uzbekistan M 0.4
s )63 Lebanon | 0.10 Moldova M 0.4
Egypt 1 0.2 Czech Republic | 0.09 Egypt 1 0.2
Czech Republic | 0.1 Egypt | 0.05 fuleana; | 0.1
00 20 40 60 80 100 0.00 2.00 4.00 6.00 8.00 10.00 00 20 40 50 80 100

Figure 10 Number of centres providing (A) in-hospital cardiac rehabilitation, (B) outpatient cardiac rehabilitation, (C) systematic
post-discharge follow-up.

© 2025 European Society of Cardiology.



2000

PM. Seferovi¢ et al.

of di difying HF drugs:

ACEi/ARB

ARNI

Beta-blockers

MRA

SGLT2 inhibitors

Availability/reimbursement of other HF drugs:
Ivabradine,

i.v. Iron

Vericiguat

Reimbursement of devices:
Ico
CRT

VADs

8

10%

30%

50%

= FULL

= PARTIAL

= CONDITIONAL = OTHER

Figure 11 Reimbursement of guideline-directed heart failure medications and devices. ACEi, angiotensin-converting enzyme inhibitor; ARB,
angiotensin Il receptor blocker; CRT, cardiac resynchronization therapy; HF, heart failure; ICD, implantable cardioverter-defibrillator; i.v.,
intravenous; MRA, mineralocorticoid receptor antagonist; SGLT2, sodium—glucose cotransporter 2; VAD, ventricular assist device.

M Full

B Partial

| Conditional
[ Other

Figure 12 Reimbursement of angiotensin-converting enzyme inhibitors/angiotensin Il receptor blockers.
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Figure 14 Reimbursement of mineralocorticoid receptor antagonists.
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Figure 15 Reimbursement of sacubitril/valsartan

Figure 16 Reimbursement of sodium—glucose cot
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Figure 18 Reimbursement of (A) implantable cardioverter-defibrillator/cardiac resynchronization therapy, (B) long-term mechanical circula-

tory support.

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Existence of national HF association/working group

Existence of national working group on Cardiomyopathies _
Participation of other healthcare p ionals in the HF iation/working group (nurses, GPs, _
geriatricians)
Existence of Annual HF meeting organized by a national HF association/working group —
Euistence of H patint ecucaton S G G
Transtation o sc/iea guideines - G A
Existence of accredited HF educational programs _
(physicians and nurses)
Certification process for the professionals —
Participation in activities of the annual HF Awareness Day —

mYES mNO wmDid notreply

Figure 19 Structure and organization of professional and patient organizations.
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in 61% and 56% of countries, respectively (Figure 717A,B). Vericiguat
was fully reimbursed in Germany and Switzerland only, and par-
tially reimbursed in Croatia, Egypt, Estonia, Greece and Uzbekistan,
whilst in other countries (61%), this medication was unavailable
(Figure 17C).

Both cardiac resynchronization therapy and implantable
cardioverter-defibrillator devices were fully/partially reimbursed
in 95% of countries, but not in Kyrgyzstan and Syria (Figure 18A).
Provision of long-term MCS devices was reimbursed in 78%
of countries (Figure 78B), except Armenia, Kyrgyzstan, Latvia,
Moldova, Montenegro, Bosnia and Herzegovina, Syria and Uzbek-
istan, where these procedures were not routinely available.

Finally, public funding in some countries was conditional on
factors such as: the type of medications or services provided,
set thresholds for out-of-pocket annual expenses (Norway and
Sweden), patient employment status, household income levels,
degree of disability, and social categories.

Professional and patient organizations,
education, awareness, and advocacy

All countries provided data in this section (Figure 79). National HF
societies or working groups were available in all countries (98%)
except Malta, with participation of other healthcare professionals
(apart from cardiologists) in 73%. On the other hand, a working
group on cardiomyopathies was available in 41% of countries. HF
specialists and nurses engaged in the care of HF patients were
reported in 82% of countries, whilst only 27% required official cer-
tification. Annual HF meetings/congresses were organized in 82%
of countries, ESC guidelines were translated in 61% and national
HF guidelines were available in 39% of countries. Accredited
educational programmes/courses were available in 59% of coun-
tries and participation in ESC/HFA-organized registries/surveys
was reported in 81% of countries. National HF registries were
reported in 43% of countries. HF patient organizations were
present in 45% of countries, and patient education was provided
in 73% of countries. HF awareness day celebration was organized
in 89% of countries.

Discussion

The European HF Survey provides unique, detailed assessment
of HF management resources, medications and devices, as well
as structure and activities of HF professional and patient organi-
zations engaged in education, awareness, and advocacy about HF
in Europe. These data are highly relevant for understanding the
feasibility of implementing guideline recommendations and quality
indicators in the care and outcomes of patients with HF.57

The current survey encompasses more countries than previous
initiatives, reflecting the broad geographical and socioeconomic
diversity of the ESC member countries.>* It reveals that a signif-
icant proportion of European countries still lack systematic cap-
ture or public access to HF management statistics, particularly
regarding innovative diagnostic and treatment options. Further-
more, the document highlights significant heterogeneities in all
areas of care, reflecting socioeconomic inequities, differences in

national healthcare service organization, and variable reimburse-
ment policies. Compared with earlier HFA surveys, there remains
a gradient across borders in the availability and funding of all diag-
nostic and therapeutic resources, with fewer resources available
or reimbursed in lower-to-middle-income countries compared to
high-income countries, with a few exceptions, possibly due to spe-

cific national policies or regulations.>*

Diagnostic capacities

The present document offers a more detailed information on the
availability of essential (i.e. NP assessment in different settings)
and specialized diagnostic modalities (i.e. CMR, cardiac CT/CTCA,
CPET and EMB) important for understanding the breadth of
diagnostic capabilities in HF, including patient phenotyping and
aetiologic profiling.? Accordingly, the average number of centres
offering emergency department NP testing has nearly doubled
compared with the 2019 HFA Atlas (median, 3.6 per million),
and contemporary availability of NPs is even higher for inpatients.
Fewer countries now report the absence of NP testing. After the
2019 HFA Atlas highlighted significant international disparities in
emergency department NP utilization, especially in Eastern Euro-
pean and former Soviet Union countries,* an HFA-led initiative
(‘Peptide for Life’ in the emergency department) demonstrated
that raising awareness and increasing the availability of NP testing
can significantly enhance their utilization in emergency settings in
the Western Balkan region.” However, an important observation
of this survey is a striking underreporting and underutilization
of NP testing in community settings. Only a minor proportion
of countries provided data on community services access to NP
assessment, whilst in a significant proportion of European coun-
tries these services were either unavailable or hampered by logistic
or reimbursement limitations. This practice may result in under-
diagnosis and undertreatment of outpatients with HF, especially
among the individuals with mild or atypical symptoms (e.g. elderly,
female, HF with preserved ejection fraction) or those with limited
access to higher levels of care.’®!" Pathways have been suggested
by the HFA/ESC for greater adoption of NP testing in community
settings,’? but our data indicate that availability and reimbursement
issues at national levels impose a significant barrier. Furthermore,
despite a signal of an overall improvement in the availability of spe-
cialized diagnostic modalities (e.g. CMR or CPET) compared with
the 2019 Atlas Survey (median, 1.2 and 1.0 per million people,
respectively), significant international disparities (mostly driven by
socioeconomic inequities) remain evident. These disparities under-
score a gap between guideline recommendations and the actual
clinical capacities for diagnostic precision and risk assessment in
conditions such as ischaemic heart disease, cardiomyopathies,
valvular heart disorders, and advanced HFE'3-' This gap was
highlighted by a recent observation from the EURObservational
Research Programme Registry, which found that CMR was used
for diagnostic assessment in only 29.4% of patients with cardiomy-
opathies across Europe.'® Notably, EMB appears to be particularly
underutilized. A significant proportion of countries either lack data
on this procedure or report none to modest availability, despite

its recent endorsement for specific clinical situations.”"’

© 2025 European Society of Cardiology.
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Therapeutic aspects

Median number of HF centres providing a dedicated team of health-
care professionals included in the multidisciplinary management
of HF has apparently increased compared with the 2019 HFA
Atlas (median, 1.16 per million).* Still several countries reported
the absence of such institutions, whilst a significant proportion
reported having <1 to 3 such centres per million people which
may be insufficient to accommodate the growing complexity of
diagnostic and therapeutic requirements in HFE* Furthermore,
insufficient number of HF centres at different levels of care may
hamper patient access, referral and transition of care (from pri-
mary to tertiary and vice versa), resulting in diagnostic and ther-
apeutic delays.’® Furthermore, formal national accreditation of
HF centres was not required in any of the participating coun-
tries except in Germany, which may contribute to national and
regional heterogeneity in the availability and service portfolio of
HF centres. The HFA has recognized the need for providing uni-
versal accreditation and certification of healthcare institutions at
different levels of care for the management of patients with HF
according to evidence-based standards, within the HFA/ESC Qual-
ity of Care Centres programme and, more recently, the ICARe-HF
.1 This initiative marks a significant step towards unify-
ing standards of care and providing multidisciplinary team man-

projec

agement for patients with HF, but our results suggest a persist-
ing need to engage more HF centres in many of the European
countries.

Provision of therapeutic modalities pertinent to the management
of HF patients including devices therapies, cardiac surgery and
valvular interventions have recently been discussed in the ESC
Atlas of Cardiology and ESC Atlas of Interventional Cardiology
and therefore were not addressed in the present survey.2%?'
The present document builds on previous data by discussing the
availability of specific management resources for patients with
acute or advanced HF, as well as the provision of appropriate
transition of care and post-discharge follow-up, both of which have
significant prognostic implications in HF2

Despite advances in healthcare infrastructure, including greater
number of HF centres, there has not been a noticeable improve-
ment in the availability of heart transplantation across the ESC
member countries compared to the 2019 HFA Atlas Survey.*
This stagnation likely reflects a combination of medical, socioe-
conomic, and regulatory barriers that hinder the greater adop-
tion and accessibility of this important therapeutic option for
advanced HF.

However, compared to the 2019 HFA Atlas Survey, the present
study suggests greater uptake of medical procedures in acute and
advanced HF, including availability of centres providing short-term
and long-term MCS and ultrafiltration/renal replacement therapy.
Despite these improvements, disparities persist in the availability of
these specialized procedures, particularly in low-to-middle-income
countries, with several countries still reporting a lack of these treat-
ment options. The HFA/ESC led initiatives may help overcome
these disparities by suggesting feasible implementation protocols
and providing expert training and by stimulating greater interna-

tional collaboration in patient care.'®23

© 2025 European Society of Cardiology.

Another important insight of the present study includes greater
availability of in-hospital and outpatient cardiac rehabilitation
for patients with HF compared with earlier surveys, but these
capacities remain disproportionately more available in countries
with greater financial resources and density of healthcare institu-
tions (e.g. HF centres). In line with the guideline recommendations,
systematic structured post-discharge follow-up of HF patients has
been largely adopted across Europe, which is critical for therapeu-
tic optimization, safety monitoring and early recognition of wors-
ening HE”?* However, several countries still lack this important
aspect of patient care, whilst in many countries patient follow-up
is confined to HF centres, further accentuating the importance of
these institutions for achieving contemporary standards of care.

Reimbursement of heart failure
treatment

The present survey provides a comprehensive overview of reim-
bursement of drugs, devices, and procedures for HF management
across participating countries. The extent of reimbursement plays
a critical role in the implementation and accessibility of these
treatments, particularly in low-to-middle-income countries, where
affordability issues and access to innovative treatments impose
significant limitations.?>?® A recent multinational survey docu-
mented a marked variation in retail prices of GDMT and lower
affordability and accessibility of GDMT in lower-to-middle-income
countries, which is confirmed by this survey.”” While essential
medications like ACEls/ARBs, beta-blockers, and MRAs are widely
available and mostly fully reimbursed, there are significant gaps
in the funding and availability of newer and advanced therapies
across Europe. Although more countries report reimbursement
of HF medications compared with the 2019 HFA Atlas Survey,*
only several high-income countries provide full reimbursement of
sacubitril/valsartan, SGLT?2 inhibitors, ivabradine and intravenous
iron supplementation, whilst vericiguat remains unavailable in most
European countries. In a significant part of the Central/Eastern
Europe and former Soviet Union countries, reimbursement of
HF medications is either partial or conditional (including patient
out-of-pocket expenses), and such policies bear consequences
for implementing guideline recommendations despite confirmed
cost-effectiveness.?”’ 3% Importantly, most countries provide full
reimbursement of device and procedural therapies, but there
remains a significant proportion where these modalities are either
unavailable or unaffordable. Stronger initiatives led by HFA/ESC
and NHFS are necessary to help foster national treatment mon-
itoring programmes and develop policies to ensure appropriate
distribution of healthcare budgets to essential and novel treatment
options.> Providing more comprehensive and equitable reim-
bursement policies is crucial for improving HF management and

patient outcomes.’'

Heart failure societies and educational
efforts

The widespread presence NHFS/working groups indicates a
strong organizational framework dedicated to advancing HF care,



2006

PM. Seferovic et al.

awareness and advocacy. However, the present survey empha-
sizes the need to further develop working groups dedicated to
specific patient populations (e.g. cardiomyopathies, congenital
heart disease) to improve standards of care and provide targeted
management.> The presence of these societies/working groups
has a crucial role in promoting guideline implementation, educa-
tion and research, as exemplified by the successful completion
of this survey>* There is also evidence of the more extensive
multidisciplinary engagement and greater involvement of patient
organizations compared with earlier surveys, but there is still a
need for more extensive engagement of HF nurses in collabo-
rative care and education in many of the participating countries.
The present survey underscores the requirement for stronger
development of formal HFA/ESC or national certification of HF
professionals (physicians and nurses) and improved access to
evidence-based medicine though provision of translated versions
and national adaptations of ESC guidelines. There is also a need
for implementation of accredited educational platforms (HFA-led
educational courses, master studies, etc.), and activities aimed
at empowerment and advocacy for HF patients across the ESC
member countries.

Limitations

Several limitations deserve acknowledgment. The quality and com-
pleteness of collected data may be hampered by insufficient avail-
ability and underreporting of HF management statistics in many of
the participating countries. The lack of data may not necessarily
indicate a lack of resources but rather a lack of systematic data
capture. Additionally, provision of temporal trends was not fea-
sible due to methodological differences compared with previous
HFA surveys.

Conclusions

The European HF Survey is the result of a decade long collab-
orative effort of HFA/ESC and NHFS to monitor HF epidemi-
ology, resources for its management, educational and advocacy
activities. This unique effort been instrumental in understanding
changes in HF burden and assessing the capacities of different
healthcare systems to meet the evolving demands for its man-
agement. The results of previous surveys have inspired new and
ongoing initiatives to improve and unify standers of care.”'® Since
the 2019 HFA Atlas Survey, an evident progress has occurred
in developing HF centres, providing access to modern diagnos-
tic and therapeutic modalities and reimbursement of fundamental
HF medications. However, the present survey underscores persis-
tent international disparities in availability, access and affordability
of resources and medications and the need for standardized insti-
tutional and professional accreditation for HF care. There is also
the need for wider involvement of HF nurses and patient orga-
nizations in collaborative care and education and stronger activ-
ities to improve public recognition of the HF burden. Address-
ing these gaps will be crucial for the more effective guideline
implementation and improvement of quality of HF care across
Europe.

Supplementary Information

Additional supporting information may be found online in the
Supporting Information section at the end of the article.
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