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Aims We analysed baseline characteristics and guideline-directed medical therapy (GDMT) use and decisions in the
European Society of Cardiology (ESC) Heart Failure (HF) III Registry.

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Methods
and results

Between 1 November 2018 and 31 December 2020, 10 162 patients with acute HF (AHF, 39%, age 70 [62–79],
36% women) or outpatient visit for HF (61%, age 66 [58–75], 33% women), with HF with reduced (HFrEF, 57%),
mildly reduced (HFmrEF, 17%) or preserved (HFpEF, 26%) ejection fraction were enrolled from 220 centres in 41

European or ESC-affiliated countries. With AHF, 97% were hospitalized, 2.2% received intravenous treatment in the
emergency department, and 0.9% received intravenous treatment in an outpatient clinic. AHF was seen by most by
a general cardiologist (51%) and outpatient HF most by a HF specialist (48%). A majority had been hospitalized for
HF before, but 26% of AHF and 6.1% of outpatient HF had de novo HF. Baseline use, initiation and discontinuation of
GDMT varied according to AHF versus outpatient HF, de novo versus pre-existing HF, and by ejection fraction. After
the AHF event or outpatient HF visit, use of any renin–angiotensin system inhibitor, angiotensin receptor–neprilysin
inhibitor, beta-blocker, mineralocorticoid receptor antagonist and loop diuretics was 89%, 29%, 92%, 78%, and 85%
in HFrEF; 89%, 9.7%, 90%, 64%, and 81% in HFmrEF; and 77%, 3.1%, 80%, 48%, and 80% in HFpEF.

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Conclusion Use and initiation of GDMT was high in cardiology centres in Europe, compared to previous reports from cohorts
and registries including more primary care and general medicine and regions more local or outside of Europe and
ESC-affiliated countries.

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Graphical Abstract
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The ESC Heart Failure III Registry enrolled 10 162 patients between 2018 and 2020, with acute heart failure (HF) and in the outpatient setting,
with pre-existing and de novo HF, in cardiology and non-cardiology settings, including patients with HF with reduced (HFrEF), mildly reduced
(HFmrEF) and preserved ejection fraction (HFpEF). The figures show patient distribution and medical treatment after discharge from hospital or after
the outpatient visit. ARNi, angiotensin receptor–neprilysin inhibitor; BB, beta-blocker; MRA, mineralocorticoid receptor antagonist; NT-proBNP,
N-terminal pro-B-type natriuretic peptide; RASi, renin–angiotensin system inhibitor.

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Keywords Heart failure • Ejection fraction • Registry • Guideline-directed medical therapy •
Implementation • Quality of care

Introduction
Heart failure (HF) affects more than 64 million people worldwide
and is increasing in prevalence,1–3 especially HF with preserved
ejection fraction (HFpEF).4 Mortality and risk of HF hospitalization
remain high and quality of life and functional capacity are poor.1,2,5

Since the first heart transplantation in 1967, there has
been remarkable development of medical therapy beyond
diuretics and digitalis. Current class I guideline-directed
medical therapy (GDMT) in the form of the four foun-
dational classes—angiotensin-converting enzyme inhibitors
(ACEi), angiotensin receptor blockers (ARB), angiotensin
receptor–neprilysin inhibitors (ARNi), beta-blockers, miner-
alocorticoid receptor antagonists (MRA) and sodium–glucose
cotransporter 2/1 inhibitors (SGLT2/1i)—antagonizes or mod-
ulates neurohormonal activation and additionally has favourable
effects on the heart, kidney, vasculature and on inflammation and
metabolism. The clinical effects extend to important improve-
ments in quality of life and reductions in the risk of hospitalization
for HF, and cardiovascular (CV) or all-cause mortality. While
for many decades GDMT was available only for patients with
HF with reduced ejection fraction (HFrEF), SGLT2/1i are now
recommended across the ejection fraction (EF) spectrum, and the
remaining three foundational drug classes may also be considered
in HF with mildly reduced ejection fraction (HFmrEF).6,7

Despite these advances, outcomes over time have been sug-
gested both to be improving and to be worsening.8–10 The major
reason is poor implementation of existing therapy.11,12 Implementa-
tion science analyses have described quality indicators and reasons
for poor initiation, up-titration, adherence, and persistence.13–19

However, there have been no comprehensive studies of thera-
peutic decision making (i.e. changes in medical therapy) according
to acute and outpatient HF care, chronic and de novo HF, and
across the different EF categories. The rationale and design of the
European Society of Cardiology (ESC) HF III Registry have been
described.20 Here we present the first co-primary analysis from
the HF III Registry, providing a comprehensive analysis of contem-
porary HF characteristics and GDMT decisions.

Methods
Rationale and design
The aim is to provide a comprehensive data set for both discov-
ery and implementation science.21 Extensive baseline data including ..
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. medical history, clinical characteristics, biomarkers and laboratory
tests, imaging, and therapy are collected, as well as the course of and
diagnostic and therapeutic decisions during the baseline AHF event and
outpatient HF visit, and changes in therapy and outcomes over 1 year
of follow-up. This allows further discovery of clinical and biological
characteristics of patients with HF, enabling development of novel
interventions, as well as implementation science, characterizing treat-
ment decisions and implementation of GDMT in various settings and
over time.

Oversight
The HF III Registry is sponsored by the ESC EURObservational
Research Programme (EORP; https://www.escardio.org/Research
/Registries-&-surveys/Observational-research-programme). The HF
III Chairperson wrote the protocol with input from the EORP
Oversight Committee (Appendix 1) and from the HF III Executive
Committee (Appendix 2). National coordinators (the Steering Com-
mittee, Appendix 3) coordinated national activities and liaised with
the Chairman, the sponsor team at EORP, and local investigators
(Appendix 4).

Setting
The HF III Registry enrolled patients with HF in European, Mediter-
ranean and some non-European countries. The registry complies with
the 1975 Declaration of Helsinki; the locally appointed ethics com-
mittees approved the research protocol, and informed consent was
obtained from all patients. The target enrolment was 10 000 patients.
Detailed data elements and time points have been described.21 Data
were entered manually by investigators and/or coordinators into a reg-
istry specific electronic case report form, managed by EORP. Data were
validated by EORP and out-of-range, missing or incomplete data were
queried by EORP to local sites.

Access to data and data availability
Direct access to the HF III Registry dataset is limited to the EORP HF
III Data Management and Statistical Analysis teams. Country-specific
datasets may be provided to the national cardiology societies upon
request to EORP.

Statistical analysis
Data are descriptive and presented with percentage and median
(interquartile range). Comparisons between groups were performed

© 2024 The Author(s). European Journal of Heart Failure published by John Wiley & Sons Ltd on behalf of European Society of Cardiology.
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Table 1 Enrolment and clinical care setting by acute heart failure versus outpatient heart failure

Variable AHF
(n= 3913, 39%)

Outpatient HF
(n= 6217, 61%)

Missing data p-value

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

EF category 1.1% <0.001

HFrEF, EF ≤40% 58% 56%
HFmrEF, EF 41–49% 12% 19%
HFpEF, EF ≥50% 29% 25%

Type of visit 2.4% NA
Outpatient 100%
Of acute, % hospitalized 97%
Of acute, % emergency department i.v. therapy 2.2%
Of acute, % outpatient clinic i.v. therapy 0.9%

Specialty of the enrolling physician 0.1% <0.001

Cardiology 82% 87%
HF specialist 24% 48%
Other cardiology specialist 6.3% 3.0%
General cardiologist 51% 36%

Non-cardiology 18% 13%
Internal medicine specialist 8.2% 6.6%
General practitioner 2.6% 3.5%
Other 7.3% 2.8%

HF history 0.7% <0.001

Yes, without previous hospitalization 18% 30%
Yes, with previous hospitalization 57% 64%
De novo HF 26% 6.1%

AHF, acute heart failure; EF, ejection fraction; HF, heart failure; HFrEF, heart failure with reduced ejection fraction; HFmrEF, heart failure with mildly reduced ejection fraction;
HFpEF, heart failure with preserved ejection fraction; i.v., intravenous.
EF is from most recent before visit; if not available then at presentation this visit; if not available then at discharge (AHF only).

using a 𝜒

2-test for categorical variables and a Kruskal–Wallis test for
continuous variables. All analyses were performed using SAS statistical
software version 9.4 (SAS Institute Inc, Cary, NC, USA) and R version
4.3.0.

Results
Patient enrolment and clinical setting
according to acute heart failure versus
outpatient heart failure and ejection
fraction category
Between 1 November 2018 and 31 December 2020, 10 162
patients were enrolled from 220 centres in 41 countries. Table 1

shows the clinical setting of enrolment for AHF versus outpatient
HF, with 39% as AHF and 61% as outpatient. Among AHF, 97%
were hospitalized, 2.2% received intravenous treatment in the
emergency department, and 0.9% received intravenous treatment
in the outpatient clinic or infusion centre. In the outpatient setting,
most patients were cared for by a HF specialist, whereas in the AHF
setting, by a general cardiologist. A majority had been hospitalized
for HF before, but fully 26% of AHF had de novo HF and 6.1% of
outpatient HF had de novo HF.

Table 2 shows the clinical setting for HFrEF versus HFmrEF
versus HFpEF, with 57% HFrEF (EF ≤40%), 17% HFmrEF (with the ..
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.. more recent definition, namely EF 41–49% rather than 40–49%22),
and 26% HFpEF (EF ≥50%). Patients with HFpEF less commonly
received HF specialist care than patients with HFrEF or HFmrEF,
more commonly had de novo HF, and less commonly had been
previously hospitalized for HF.

Patient baseline characteristics
according to acute heart failure versus
outpatient heart failure and ejection
fraction category
Figure 1 shows selected and Table 3 shows comprehensive baseline
characteristics according to AHF versus outpatient HF. Patients
with AHF versus outpatient were older (70 vs. 66 years), and
slightly more commonly women (36% vs. 33%). In AHF, 80% had
New York Heart Association (NYHA) class III–IV versus 32%
in outpatient HF. HF aetiology was similar, with 51% and 52%
ischaemic aetiology in AHF and outpatient HF, respectively. In AHF,
previous CV interventions were less common and both CV and
non-CV comorbidities were more common (consistent with higher
age in AHF). Patients with AHF also had higher blood pressure (but
the same proportions with systolic blood pressure≤110 mmHg at
29% and 28%, respectively) and heart rate, more atrial fibrillation,
distinctly more signs and symptoms of HF, and lower haemoglobin
and estimated glomerular filtration rate and considerably higher

© 2024 The Author(s). European Journal of Heart Failure published by John Wiley & Sons Ltd on behalf of European Society of Cardiology.
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Table 2 Enrolment and clinical care setting by ejection fraction category

Variable HFrEF

(n= 5699, 57%)

HFmrEF

(n= 1673, 17%)

HFpEF

(n= 2647, 26%)

Missing data p-value

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Type of visit 0.3% <0.001

Outpatient HF 61% 71% 58%

AHF 39% 29% 42%

Specialty of the enrolling physician 0.1% <0.001

Cardiology 86% 85% 83%

HF specialist 40% 44% 33%

Other cardiology specialist 4.4% 4.1% 4.1%

General cardiologist 42% 36% 45%

Non-cardiology 14% 15% 17%

Internal medicine specialist 5.1% 8.9% 10%

General practitioner 3.0% 3.7% 3.2%

Other 5.4% 2.8% 3.6%

HF history 0.7% <0.001

Yes, without previous hospitalization 24% 26% 28%

Yes, with previous hospitalization 64% 63% 54%

De novo HF 12% 11% 18%

AHF, acute heart failure; EF, ejection fraction; HF, heart failure; HFmrEF, heart failure with mildly reduced ejection fraction; HFpEF, heart failure with preserved ejection fraction;
HFrEF, heart failure with reduced ejection fraction.
EF is from most recent before visit; if not available then at presentation this visit; if not available then at discharge (AHF only).

N-terminal pro-B-type natriuretic peptide (NT-proBNP) (3851

[1349–9988] in AHF vs. 1118 [494–2679] pg/ml in outpatient HF).
The warm/wet haemodynamic profile was present in 51% in AHF
and 22% in out-patient HF, and 12% were cold/dry or cold/wet in
AHF and 6.0% in out-patient HF.

Figure 1 and Table 4 show baseline characteristics according to EF
category. Patients with HFpEF were distinctly older and more com-
monly women, with less commonly a previous myocardial infarction
and ischaemic HF aetiology. Comorbidities were similarly com-
mon in the three EF categories except venous thromboembolism
and cognitive dysfunction which were more common in HFpEF.
Blood pressure was lowest and natriuretic peptides highest in
HFrEF.

Guideline-directed medical therapy use
at presentation and treatment decisions
and changes
Baseline use, initiation and discontinuation of GDMT varied
according to AHF versus outpatient HF, de novo versus pre-existing
HF, and EF category.

Figure 2 and online supplementary Figure S1 show medication
use and, importantly, medication decisions and changes, presented
in bar graphs for six medication classes (ACEi/ARB/ARNi, ARNi
alone, BB, MRA, SGLT2/1i, and loop diuretics). Figure 2 is for all
patients (AHF and outpatient HF and de novo and pre-existing) and
online supplementary Figure S1 are separately according to outpa-
tient HF and AHF (where opportunities for medication changes
differ), separately for de novo HF (where use at presentation pre-
sumably reflect non-HF indications and decisions reflect the new ..
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.. HF diagnosis) and pre-existing HF. All figures show HFrEF, HFmrEF,

and HFpEF separately (where indications for GDMT are different).
In the Figure 2 bar graphs, percentages are shown for continued
use (i.e. both before and after the encounter) and for started,
and these add up to use after the encounter. In the online sup-
plementary Appendix S1 bar graphs percentages are shown for all
four potential scenarios: use at presentation and continued, not
used at presentation but initiated at the AHF event or outpatient
HF visit (these two are analogous to Figure 2), as well as used at
presentation but stopped at the AHF or outpatient HF event, and
not treated either before or after the event (these two add up to
non-use after the encounter). GDMT was much more commonly
started than stopped, generally used at presentation more in out-
patient HF, pre-existing HF and with lower EF; started more com-
monly in AHF, de novo HF, and with lower EF, and used somewhat
more after outpatient HF visits, pre-existing HF, and encounters
with lower EF.

As an example, among patients enrolled with de novo AHF,
beta-blockers were used at presentation and continued in 38% in
HFrEF, 42% in HFmrEF, and 48% in HFpEF, started in 53%, 36%, and
32%, respectively, and stopped in 0.2%, 3.0% and 2.5%, respectively.
ARNi was used after the visit in 9.1–38% of HFrEF, depending
on whether pre-existing or not and whether AHF or outpatient
HF. The equivalent for SGLT2/1i over the entire EF spectrum was
0.7–8.4% (enrolment occurred in 2018–2020) and for MRAs in
HFrEF 69–79%. The key percentages reflecting quality of care were
use of EF-specific GDMT after the encounter, and these were in
HFrEF: RASi 89%, ARNi 29%, beta-blocker 92%, MRA 78%, and oral
loop diuretics 85%; HFmrEF oral loop diuretics 81%, and HFpEF
oral loop diuretics 80%.

© 2024 The Author(s). European Journal of Heart Failure published by John Wiley & Sons Ltd on behalf of European Society of Cardiology.



2492 L.H. Lund et al.

Figure 1 Selected baseline characteristics according to ejection fraction category in acute heart failure (AHF) (A) and outpatient heart failure
(HF) (B). HFmrEF, heart failure with mildly reduced ejection fraction; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure
with reduced ejection fraction; NYHA, New York Heart Association.

Discussion
The large and contemporary ESC HF III Registry reports patient
characteristics and therapy for 10 162 patients enrolled from 220
cardiology centres with a range of size and specialty focus, in 41

European Union (EU) or ESC-affiliated countries. Importantly, we
describe both acute and outpatient HF care, in pre-existing and
de novo HF, and for all three EF categories. Uniquely, in all these
scenarios, we also report GDMT use both prior to and after
the encounter, reflecting therapeutic decision making and GDMT
implementation. The key findings were: outpatient enrolment rep-
resented 61% and worsening or acute HF represented 39%; HFrEF
represented 57%, HFmrEF 17% and HFpEF 26%, and de novo HF
was common in the AHF (26%) but not outpatient setting (6.1%);
and treatment decisions at hospital discharge and outpatient clinic
visits led to GDMT treatment in HFrEF: RASi 89%, ARNi 29%,
beta-blocker 92%, MRA 78%, and oral loop diuretics 85%; HFmrEF ..
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. oral loop diuretics 81%, and HFpEF oral loop diuretics 80% (Graph-
ical Abstract).

Setting of heart failure care in cardiology
centres in Europe
The ESC HF III Registry is representative of diverse cardiology
centres in EU and ESC-affiliated countries. Patients are thus differ-
ent, less rigorously selected and more generalizable than patients
enrolled in randomized trials, but more selected and less gen-
eralizable than patients in epidemiological surveys.21 Uniquely,
the HF III Registry captures a vast majority of European coun-
tries as well as numerous non-EU but ESC-affiliated countries,
making it representative of a large proportion of HF patients
worldwide.

Age (66–70 years) and sex distribution (about 30–40% women)
was similar to other selective registries such as the previous

© 2024 The Author(s). European Journal of Heart Failure published by John Wiley & Sons Ltd on behalf of European Society of Cardiology.
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Table 3 Baseline clinical characteristics prior to and at enrolment (at acute or outpatient presentation)

Variable AHF
(n= 3913, 39%)

Outpatient HF
(n= 6217, 61%)

Missing data p-value

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Age (years), median (IQR) 70 (62–79) 66 (58–75) 0.0% <0.001

Women (%) 36% 33% 0.1% 0.006
BMI (kg/m2), median (IQR) 28 (24–31) 28 (25–31) 4.4% 0.67
EF last known prior to enrolment 8.9% <0.001

≤40% 59% 56%
41–49% 12% 19%
≥50% 29% 25%

EF at enrolment 13% <0.001

≤40% 62% 54%
41–49% 13% 20%
≥50% 25% 26%

NYHA class at enrolment 5.2% <0.001

I–II 20% 68%
III–IV 80% 32%

Primary underlying HF aetiology 2.0% <0.001

Ischaemic 51% 52%
Dilated cardiomyopathy of unknown cause 13% 17%
Other 36% 31%

Medical history
Myocardial infarction 39% 38% 0.5% 0.51

Stroke/transient ischaemic attack 9.5% 8.9% 0.5% 0.35
Atrial fibrillation history 0.6% <0.001

Permanent/persistent 37% 28%
Paroxysmal 13% 11%

Diabetes 0.7% <0.001

Non-insulin treated 21% 21%
Insulin-treated 16% 11%

Arterial hypertension 73% 65% 0.5% <0.001

Peripheral vascular disease 14% 11% 1.0% <0.001

Venous thromboembolism 3.8% 2.7% 0.5% <0.001

CRT 4.6% 9.4% 1.5% <0.001

ICD 7.8% 16% 1.5% <0.001

Any of the following non-cardiovascular conditions 32% 26% 1.2% <0.001

Chronic obstructive pulmonary disease 15% 11% 1.2% <0.001

Dialysis 1.4% 1.4% 1.2% 0.89
Hepatic dysfunction 4.7% 3.2% 1.2% <0.001

Current active cancer 3.6% 2.6% 1.2% 0.007
Depression 5.5% 5.5% 1.2% 0.95
Cognitive dysfunction 5.7% 2.1% 1.2% <0.001

Rheumatoid arthritis 1.2% 1.2% 1.2% 0.74
Sleep apnoea 4.0% 5.0% 1.4% 0.03

Physical signs and symptoms at presentation
Systolic blood pressure, mmHg, median (IQR) 130 (110–148) 122 (110–139) 1.3% <0.001

Systolic blood pressure≤110 mmHg 29% 28% 1.3% 0.52
Diastolic blood pressure, mmHg, median (IQR) 80 (70–90) 75 (66–80) 1.5% <0.001

Heart rate (bpm), median (IQR) 87 (74–102) 70 (64–80) 1.0% <0.001

Pulmonary rales 68% 18% 1.3% <0.001

Peripheral oedema 65% 25% 1.1% <0.001

Dyspnoea at rest 66% 14% 1.0% <0.001

Orthopnoea 55% 14% 1.4% <0.001

Jugular venous pulse (>6 cm from right atrium) 36% 12% 5.2% <0.001

Laboratory at presentation
Haemoglobin (g/dl), median (IQR) 13 (11–14) 13 (12–15) 9.8% <0.001

eGFR (ml/min/1.73 m2), median (IQR) 55 (38–74) 65 (48–83) 10% <0.001

Potassium (mmol/L), median (IQR) 4.3 (3.9–4.7) 4.5 (4.2–4.8) 12% <0.001

BNP (pg/ml), median (IQR) 842 (352–1963) 406 (188–676) 83% <0.001

NT-proBNP (pg/ml), median (IQR) 3851 (1349–9988) 1118 (494–2679) 49% <0.001

NT-proBNP >1000 pg/ml 80% 53% 49% <0.001

AHF, acute heart failure; BMI, body mass index; BNP, B-type natriuretic peptide; CRT, cardiac resynchronization therapy; EF, ejection fraction; eGFR, estimated glomerular
filtration rate; HF, heart failure; ICD, implantable cardioverter defibrillator; IQR, interquartile range; NT-proBNP, N-terminal pro-B-type natriuretic peptide; NYHA, New York
Heart Association.
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Table 4 Baseline clinical characteristics by ejection fraction category

Variable HFrEF

(n= 5699, 57%)

HFmrEF

(n= 1673, 17%)

HFpEF

(n= 2647, 26%)

Missing data p-value

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Age (years), median (IQR) 66 (58–74) 67 (58–76) 72 (63–80) 0.0% <0.001

Women (%) 26% 36% 52% 0.1% <0.001

BMI (kg/m2), median (IQR) 27 (25–31) 28 (25–31) 28 (25–32) 4.2% <0.001

NYHA class at enrolment 5.0% <0.001

I–II 48% 56% 51%

III–IV 52% 44% 49%

Primary underlying HF aetiology 1.8% <0.001

Ischaemic 55% 59% 38%

Dilated cardiomyopathy of unknown cause 22% 10% 4.9%

Other 23% 32% 57%

Medical history

Myocardial infarction 45% 44% 22% 0.3% <0.001

Stroke/transient ischaemic attack 9.0% 9.8% 9.1% 0.4% 0.62

Atrial fibrillation history 0.4% <0.001

Permanent/persistent 29% 32% 35%

Paroxysmal 11% 8.8% 16%

Diabetes 0.5% 0.003

Non-insulin treated 20% 22% 22%

Insulin-treated 14% 12% 11%

Arterial hypertension 62% 72% 78% 0.3% <0.001

Peripheral vascular disease 11% 14% 14% 0.8% <0.001

Venous thromboembolism 2.9% 2.6% 3.9% 0.4% 0.01

CRT 11% 4.2% 2.8% 1.3% <0.001

ICD 20% 6.8% 3.1% 1.4% <0.001

Any of the following non-cardiovascular conditions 29% 27% 30% 1.0% 0.18

Chronic obstructive pulmonary disease 12% 14% 12% 1.0% 0.15

Dialysis 1.5% 1.0% 1.3% 1.0% 0.20

Hepatic dysfunction 3.9% 3.6% 3.9% 1.0% 0.91

Current active cancer 2.7% 3.4% 3.3% 1.0% 0.18

Depression 5.7% 4.8% 5.7% 1.0% 0.37

Cognitive dysfunction 2.9% 3.3% 4.8% 1.0% <0.001

Rheumatoid arthritis 1.2% 0.9% 1.5% 1.0% 0.22

Sleep apnoea 4.7% 4.3% 4.7% 1.2% 0.75

Vital signs at presentation

Systolic blood pressure, mmHg, median (IQR) 120 (109–136) 130 (116–145) 130 (120–145) 1.1% <0.001

Systolic blood pressure≤110 mmHg 36% 20% 18% 1.1% <0.001

Diastolic blood pressure, mmHg, median (IQR) 72 (65–80) 80 (70–90) 80 (70–85) 1.3% <0.001

Heart rate (bpm), median (IQR) 76 (66–90) 76 (67–90) 75 (65–88) 0.9% <0.001

Laboratory at presentation

Haemoglobin (g/dl), median (IQR) 13 (12–15) 13 (12–14) 13 (12–14) 9.7% <0.001

eGFR (ml/min/1.73 m2), median (IQR) 61 (44–80) 65 (47–83) 59 (41–77) 9.9% <0.001

Potassium (mmol/L), median (IQR) 4.4 (4.1–4.8) 4.4 (4.1–4.9) 4.4 (4.0–4.7) 12% <0.001

BNP (pg/ml), median (IQR) 653 (250–1480) 467 (307–784) 479 (216–1092) 83% <0.001

NT-proBNP (pg/ml), median (IQR) 2057 (779–5907) 1256 (481–3621) 1260 (610–3267) 49% <0.001

NT-proBNP >1000 pg/ml 68% 56% 59% 49% <0.001

AHF, acute heart failure; BMI, body mass index; BNP, B-type natriuretic peptide; CRT, cardiac resynchronization therapy; EF, ejection fraction; eGFR, estimated glomerular
filtration rate; HFmrEF, heart failure with mildly reduced ejection fraction; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection
fraction; ICD, implantable cardioverter defibrillator; IQR, interquartile range; NT-proBNP, N-terminal pro-B-type natriuretic peptide; NYHA, New York Heart Association.
EF is from most recent before visit; if not available then at presentation this visit; if not available then at discharge (AHF only).
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Figure 2 Medication use and medication decisions and changes for combinations of ejection fraction categories, acute heart failure versus
outpatient heart failure, and de novo versus pre-existing heart failure. Bars show treatment at presentation (before acute heart failure event and
before outpatient heart failure clinic visit), treatment decisions, and treatment at discharge for acute heart failure and after the clinic visit for
outpatient heart failure. The sum of the bars is the percentage treated after the encounter, reflecting treatment decisions and implementation
of guideline-directed medical therapy in Europe. ACE-I, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; ARNi,
angiotensin receptor–neprilysin inhibitor; HFmrEF, heart failure with mildly reduced ejection fraction; HFpEF, heart failure with preserved
ejection fraction; HFrEF, heart failure with reduced ejection fraction; MRA, mineralocorticoid receptor antagonist; SGLT2/1i, sodium–glucose
cotransporter 2/1 inhibitor.

ESC HF Long-Term Registry,23 CHAMP-HF,24 and ASIAN-HF,25 but
patients were younger and more commonly male with a somewhat
greater proportion of HFrEF than in more generalizable cohorts
and registries such as the Swedish HF registry,26 the UK national
HF audit,27 and the US Get With The Guidelines-HF registry,28

where age was around 75–80 years and about half of patients were
women. Slightly more than half of patients had HFrEF and 39% were
enrolled in the AHF setting, consistent with participating centres
being hospital-based and to some extent referral centres. Although
it is increasingly common to treat AHF and worsening HF in the
emergency department of in outpatient clinics where intravenous
diuretics are given, only 2.2% and 0.9% of AHF patients were
enrolled in these settings, respectively. The COVID-19 pandemic
affected patterns of HF and CV care during the latter part of HF
III enrolment (2020), with fewer hospital admissions for HF.29 This
may have affected enrolment of patients with AHF or worsening
HF in HF III, but it is not clear that it affected care of those patients
enrolled.

These data are useful for planning HF clinical trials because the
investigators and sites in the present HF III analysis are those
who are also likely to enrol patients into HF trials. However,
participating investigators and centres have an interest in cardiol-
ogy and HF, and thus patients and treatment are not represen-
tative of more generalized or population-wide HF care, where
patients are older, with more comorbidities, more commonly
with HFpEF, worse GDMT, and more non-CV events and out-
comes.30,31 ..
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.. Clinical characteristics in acute heart
failure and outpatient heart failure and in
HFrEF, HFmrEF, and HFpEF
Patients with AHF versus outpatient visits were more commonly
treated by general cardiologists and more commonly had de novo
HF, suggesting that outpatient HF visits are mostly patients with
established HF and that many patients do not receive a diagnosis
until hospitalized. The clinical characteristics and haemodynamic
profiles suggest that congestion was common and considerable
in AHF, but far from universal, highlighting the variability and
complexity of presentation and signs and symptoms of patients
with AHF.

In most registries and cohorts, HFrEF represents roughly half
of patients, and HFmrEF and HFpEF together the other half.
HFpEF appears to be increasing the most.32 The recent change in
the definition of HFmrEF from 40–49% to 41–49%22 has had a
considerable effect on reducing the size of the HFmrEF proportion.
This is due to digit bias, where EF is often reported in increments of
5%. In the ESC HF Long-Term Registry, 21% had HFmrEF defined
as 40–49%, 7% had EF ‘exactly’ 40%, and thus these 7% were
reclassified as HFrEF, leaving only 14% with HFmrEF with the new
41–49% definition.33 In the present HF III, the distribution of
HFrEF, HFmrEF, and HFpEF was 57%, 17% and 26%, thus still a
meaningful proportion with HFmrEF. The proportions who have
changed EF over time prior to enrolment in HF III is not reported
but will be available in future follow-up analysis of HF III.

© 2024 The Author(s). European Journal of Heart Failure published by John Wiley & Sons Ltd on behalf of European Society of Cardiology.



2496 L.H. Lund et al.

The different EF categories have previously been extensively
characterized and were largely confirmed in the present analy-
sis, suggesting that on average, HFrEF and HFmrEF are similar
in most characteristics, including age, predominance of men
and underlying ischaemic heart disease, with the main differ-
ence being that HFrEF is more severe, with higher NYHA
class, NT-proBNP and CV and HF event rates than HFmrEF.4

In contrast, patients with HFpEF are older, more commonly
women, with more commonly atrial fibrillation, and other
comorbidities.

Implementation of guideline-directed
medical therapy
A key objective of HF III is assessment of quality of care and
adherence to the ESC HF guidelines. Patients were enrolled in
2018–2020, during which time the 2016 ESC HF guidelines were
applicable, with class I recommendations for ACEi/ARB/ARNi,
beta-blockers and MRAs.34 In the present analysis, we pro-
vide detailed data on these three fundamental drug categories.
SGLT2/1i were emerging as beneficial in reducing HF events
in patients with diabetes but not yet indicated specifically
for HF.

In HFrEF, use of ACEi/ARB/ARNi and beta-blockers was highly
variable depending on EF, pre-existing versus de novo HF, and acute
versus outpatient setting. However, after enrolment in HF III and
optimization during the baseline encounter (whether in-hospital
or as outpatient), use of these drug classes reached nearly 90%
at discharge from an AHF event and over 90% after an outpa-
tient visit. Use of ARNi in HFrEF was far less than one third
prior to enrolment, and was initiated in about 10% at the baseline
encounter, resulting in about 30% use after an outpatient encounter
and 10–20% use after an AHF encounter. The 29% use of ARNi was
relatively modest, despite several years having passed since the piv-
otal PARADIGM-HF trial and the 2016 guidelines recommending
ARNi in HFrEF. The present study was conducted in 2018–2020
and cannot meaningfully assess SGLT2i use, but very recent data
suggest that SGLT2i implementation35–38 has been more rapid than
ARNi in the present HF III as well as in other cohorts and reg-
istries.37–40 There are several potential explanations. Traditional
HFrEF treatments such as ACEi and beta-blockers were also slow
to be implemented. The design of PARADIGM-HF and recom-
mendations in ensuing guidelines was to first treat with ACEi and
then switch to ARNi, which may delay initiation of ARNi. ARNi
is also more expensive than ACEi/ARB. In contrast, before they
were shown effective in dedicated HF trials, SGLT2i had already
received attention for their dramatic and unexpected effects on
HF outcomes in CV outcome trials, and both the HF and primary
care communities were primed for rapid implementation of SGLT2i
once the HF trials were published. MRA use in HFrEF was higher,
with more than 70% regardless of the type of encounter, which
is considerably higher than that reported in other registries,16,27,28

and may reflect a greater comfort with medication side effects41,42

among the HF III providers as compared to those in other more
general settings. ..
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.. In 2016, there were no specific recommendations for any
disease-modifying treatment in HFmrEF or HFpEF. Still, a vast
majority of patients in HF III received ACEi/ARB and beta-blockers.
It is unknown if indications have been primarily HF or some comor-
bidity such as hypertension, chronic kidney disease or diabetic kid-
ney disease. Post-hoc analyses of randomized HFpEF trials43,44 and
the 2021 guidelines6 suggest that use in HFmrEF may be reason-
able, whereas in HFpEF (EF ≥50%) there appears to be no benefit
at all from ARBs or beta-blockers.43,44

Conclusions
The current first co-primary analysis of the HF III Registry presents
detailed and important contemporary baseline data on HF in the
EU and ESC-affiliated countries. The data may serve as reference
material for readers and investigators wishing to understand con-
temporary HF characteristics according to EF category, acute ver-
sus outpatient setting and de novo versus pre-existing HF. It also
provides detailed data on GDMT use and decision making in these
different clinical settings. Overall, implementation of GDMT in HF
III is at a high level, with greater percentage use of GDMT medi-
cations than in most other large registries and cohorts5,30,45–54 and
an improvement since the previous ESC HF Long-Term Registry.12

The present data are useful for multiple stakeholders, including
patients and patient organizations, clinicians, investigators, and pro-
fessional societies, payers and health economics assessors, and the
pharmaceutical industry.

Supplementary Information
Additional supporting information may be found online in the
Supporting Information section at the end of the article.
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Appendix 4
ESC HF III Registry Investigators
Algeria: Algiers: S. Benkhedda, D. Djermane, M. Baouni, F.
Benouareth, K. Mouzaoui, N. Dahimene, S. Mansouri, F. Kerkouri,
Algiers: A. Chibane, M. Djouhri, S. Benferhat, L. Talbi, Algiers: Y.
Bouhouita-Guermech, R. Benkouar, A. Boudrifa, H. Elnaajer, K.
Bouasria, O. Kassoul, Y. Tir, Algiers: D.E. Nibouche, A. Sik, A.
Bounah, Algiers: N. Hammoudi, G. Sofiane, Algiers: M. Bouame,
A. Sayah, E. Tebbache, Bejaia: A. Kachenoura, Beni Messous: F.
Daimellah, Blida: M.T.C. Bouafia, M. Bouafia, N. Dammene Debbih,
W. Takdemt, Armenia: Gyumri: T. Manukyan, Yerevan: L. Tumasyan,
A. Chilingaryan, A. Stepanyan, L. Tunyan, Yerevan: H. Hayrapetyan,
K. Azaryan, M. Tadevosyan, H. Poghosyan, Yerevan: H. Sisakian, G.
Martirosyan, L. Sahakyan, M. Hovhannisyan, S. Pepoyan, Belarus:
Minsk: A. Kurlianskaya, D. Salauyou, A. Kozyrava, O. Shatova, T.
Troyanova-Shchutskaia, Belgium: Aalst: M. Vanderheyden, A. Moya,
H. Batjoens, Brussels: A.C. Pouleur, O. Gurne, E. Tshilanda, F.
Severino, Genk: W. Mullens, M. Dupont, S. Christiaens, C. Claes,
S. Lenaerts, Kortrijk: D. Derthoo, M. Dumoulein, S. Naessens, I.
Senesael, M. De Coninck, Leuven: W. Droogne, E. Sels, V. Servaes,
Liege: P. Troisfontaines, E. Hoffer, M. Melissopoulou, D. Malmendier,
M. Massoz, S. Jacquet, V. Dinraths, Bosnia and Herzegovina: Sara-
jevo: E. Begic, A. Mujakovic, A. Subo, A. Selimagic, F. Custovic,
D. Mackic, E. Dzambasovic-Karaselimovic, A. Cehajic, A. Djozic,
A. Biscevic-Obradovic, F. Kadic, E. Hrvat, I. Kurbasic, M. Tuce,
Sarajevo: A. Durak-Nalbantic, A. Dzubur, E. Jahic, S. Sokolovic,
Z. Gljiva Gogic, K. Aganovic, F. Zvizdic, A. Begic, N. Resic, E.
Hodzic, M. Halilcevic, M. Vucijak Grgurevic, N. Hadžibegic, N.
Sabanovic Bajramovic, S. Miseljic, Tuzla: E. Smajic, Z. Kušljugic,
L. Dizdarevic-Hudic, K. Kovacevic, D. Loncar, M. Kovacevic, M.
Selimovic, U. Pajic, I. Hudic, A. Avdic, A. Bijedic, A. Brkic, D.
Mršic, E. Becirovic, I. Bijedic, Zenica: B. Pojskic, J. Djelmic, M.
Ejubovic, L. Pojskic, E. Ramic, M. Sammak, H. Selimovic, E. Stim-
janin, M. Sut, H. Torlak, I. Bisco, D. Bogicevic, A. Brkovic, Brazil:
Caetanópolis: R. Salgado, A. Silva, B. Azeredo, D. De Souza, I. Couri,
L. Salgado, Bulgaria: Plovdiv: M. Tokmakova, D. Jovanovska, Sofia:
N. Runev, B. Stoimenov, E. Manov, R. Pancheva, V. Kolev, Sofia:
V. Mincheva, V. Tsanova, O. Eftimova, I. Gruev, M. Mintchev, V.
Stoyanovski, T. Petrusheva, Croatia: Opatija: V. Persic, M. Barisic,
D. Raljevic, Split: D. Glavas, D. Milicic, J.A. Borovac, T. Zaninovic
Jurjevic, J. Sikic, V. Persic, K. Pesek, Zabok: K. Pesek, S. Roginic, N.
Borsic, Zagreb: J. Sikic, T. Friscic, Z. Planinic, Cyprus: Nicosia: T.
Christodoulides, S. Kakoulli, Nicosia: V. Barberis, T. Michaelidou,
Egypt: Assiut: H. Hasan-Ali, M. Abdel Ghany, A. Halim, S. Dimitry,
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Aswan: P.P.S. Selwanos, M. Hassan, Benha: A.S.M. Sabry, Beni Suef :
Y.A. Abdelhady Ahmed, T. Osman, M. Eshak, Cairo: M. El Sayed, K.
Menyawi, A. Roshdy, W. El Kilany, A. Abdeltawab, A.R. El Sayed,
Cairo: O. Botrous, A. El Bagoury, Cairo: A. Samir, H. Kandil, M.
Hosny, M. Abdelghany, M. Abdelhamid, M.K. Shokry, S. Essam, A.
Kamal, Giza: H. Ammar, A. Kamel, A. Magdy, H. Elnesr, M. Amin,
Mansoura: M.M. Yousif, A.H. Eladawy, M.F. Areed, M.H. Abdelnabi,
A.G. Mahmoud, M.F. Abdelrahman, Port Said: A. Elbahry, Zagazig:
A. Saad, M. Ali, Estonia: Tallinn: T. Uuetoa, S. Udalova, T. Anier, S.
Viks, B. Veermäe, Finland: Helsinki: H. Tolppanen, K. Oksaharju,
France: Bron: N. Mewton, A. Jobbé Duval, C. Boiteux, C. Bergerot,
G. Baudry, L. Sebbag, M. Buisson, D. Mohamed-Said, F. El Harrane,
M. Koenig, N. El-Jonhy, Créteil: A. Galat, D. Bodez, C. Chalard,
F. Djelaili, S. Guendouz, S. Oghina, T. Damy, M. Idjellidaine, M.
Kharoubi, N. Djefel, Y. Sellah, Douai: R. Pilato, Fort de France: J.
Inamo, A. Monfort, N. Ozier-Lafontaine, Grenoble: D. Guijarro, T.
Fourme, A. Monard, P. Bouheret, Grenoble: M. Salvat, A. Boignard,
C. Augier, C. Casset, M. Maurin, E. Plan, D. Pollet, Kremlin-Bicêtre:
P. Jourdain, E. Berthelot, M.T. Bailly, N. Hrynchyshyn, G. Leprun,
Le Chesnay: B. Livarek, J.L. Georges, N. Baron, C. Charbonnel, J.B.
Azowa, Le Mans: C. Bachelet, P. Cloitre, P. Poret, S. Braun, O. Zid,
G. Kabalu, A. Denizet Mulocher, C. Bros, C. Dericbourg, C. Saint
Andre, E. Lefebvre, J.F. Laine, G. Terrien, J.C. Amirault, D. Lecuyer,
M. Rousseau, Paris: F. Beauvais, A. Cohen-Solal, D. Logeart, N.
Bennacer, Poitiers: B. Gellen, Toulon: J.M. Tartiere, F. Challal, F.
Fellini, R. Landes, A. Elkeurti, C. Genin, P. Armangau, V. Gardan,
Toulouse: M. Galinier, O. Lairez, J. Roncalli, C. Biendel, C. Delmas,
C. Delon, E. Cariou, P. Fournier, R. Itier, Greece: Athens: A. Kar-
avidas, D. Balta, C. Mandila, E. Velaoras, I.N. Karavidas, Ioannina: L.
Michalis, K. Naka, A. Bechlioulis, L. Lakkas, A. Rammos, I. Dimou,
Thessaloniki: C. Karvounis, M.A. Bazbani, Hungary: Budapest: B.
Merkely, A. Kosztin, Budapest: N. Nyolczas, D. Vagany, I. Juhasz, S.
Papp, M. Szabo, E. Szogi, Hodmezovasarhely: A. Pálinkás, I. Szoko
Csaszar, I. Juhasz Nagy, S. Rostásné Toth, Pecs: T. Habon, M. Rabai,
R. Halmosi, R. Gal, L. Illes, S. Kovacsne Levang, Iraq: Baghdad:
H. Ali Farhan, I.F. Yaseen, Israel: Haifa: E. Radzishevsky, Jerusalem:
I. Gotsman, O. Ezra, Safed: T. Levinas, I. Nordkin, S. Benyamin,
Tel Aviv: M. Laufer-Perel, A. Milwidsky, B. Sadeh, D. Wexler, O.
Havakuk, Y. Arbel, M. Revivo, S. Sadon, Italy: Brescia: M. Metra, L.
Italia, L. Rossi, Cassano delle Murge: A. Passantino, R. Carbonara, C.
Rizzo, R. La Gioia, Florence: M. Milli, F. Grossi, Foggia: N.D. Brunetti,
A. Mallardi, M. Correale, L’Aquila: M. Penco, G. Patti, S. Romano, R.
Petroni, E. Salustri, S. Minardi, Lumezzane: S. Scalvini, E. Zanelli, A.
Olivares, Milan: P. Agostoni, M. Doldi, E. Salvioni, P. Gugliandolo,
Milan: A. Frisinghelli, C. Calloni, Monserrato: C. Cadeddu Dessalvi,
M. Deidda, A. Peccianti, D. Cocco, E. Garau, Naples: A. Cittadini,
A. Salzano, F. Giallauria, G. Crisci, R. Lucci, A.M. Marra, V. Valente,
R. D’Assante, Naples: P. Perrone-Filardi, P. Gargiulo, S. Paolillo, L.
Bardi, S. Dellaversana, Palermo: G. Novo, A. Ferlisi, D. Adorno, E.
Bonni, E. Corrado, F. Sabatino, S. Novo, Piacenza: M.F. Piepoli, B.
Matrone, G. Halasz, L. Moderato, V. Pelizzoni, Rome: M. Mancone,
C. Miotti, E. Pagliaroli, M. Magnocavallo, San Vito al Tagliamento:
D. Pavan, T. Durat, V. D’Onofrio, A. Gardin, G. Ganci, F. Martinis,
N. Pezzutto, S. Maier, Trieste: G. Sinagra, M. Merlo, L. Restivo,
F. Ramani, Udine: D. Miani, M. Baldassi, M. Driussi, Verona: F.L.
Ribichini, L. Maritan, M. Cicoira, M. Lia, M. Setti, M. De Stefano, ..
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.. Kazakhstan: Aktobe: B. Zholdin, G. Mamedova, R. Iznatova, Y.
Sim, Almaty: R. Tuleutayev, A. Nurmukhambetova, I. Yakupova,
D. Urazbekov, Almaty: N. Aidargaliyeva, A. Akanova, A. Makhmu-
dova, A. Tleules, G. Nurbekova, M. Akilbekova, S. Nurlybai,
Almaty: A. Aizhan, Almaty: A. Rakisheva, A. Illyassova, Nur-Sultan:
A. Dzholdasbekova, Z. Ismagulova, A. Kassenova, M. Alkenova,
A. Aizhan, Kyrgyzstan: Bishkek: E. Mirrakhimov, K. Neronova, J.
Esenbekova, Lithuania: Kaunas: D. Zaliaduonyte, J. Laukaitiene, J.
Borkyte, A. Mazutaviciute, R. Norvilaite, Vilnius: J. Celutkiene, E.
Paleviciute, J. Simonavicius, L. Gedvilaite, M. Laukyte, E. Lycholip,
T. Simbelyte, Malta: Msida: R.G. Xuereb, S. Xuereb, W. Camilleri,
M. Farrugia, J. Fleri Soler, L.L. Buttigieg, R. Xuereb, A.M. Moore,
D. Cassar Demarco, C. Attard, M. Vella, I. Grech, R. Bonnici, R.
Buhagiar, G. Buhagiar, T. Farrugia, Mexico: Culiacan, Sinaloa: M.O.
De Los Rios Ibarra, A.Z. Baños Velasco, F.M. Vizcaíno Rios, Mexico:
A. Mendez, A. Alvarez, C. Guizar, Queretaro: S. Leon Gonzalez, L.
Resendiz-Barron, Moldova, Republic of: Chisinau: E. Vataman, D.
Bursacovschi, D. Lisii, E. Paraniuc, J. Cazacu, M. Dogot, N. Botnari,
Chisinau: L. Grib, S. Filimon, E. Samohvalov, L. Purteanu, Chisinau:
A. Grivenco, Chisinau: V. Revenco, I. Cabac-Pogorevici, I. Cojuhari,
Morocco: Casablanca: A. Bennis, S. Chraibi, A. El Makhlouf, S. Ferhi,
S. Soulami, N. Mouine, A. Moustaghfir, K. Adnan, C. Bencheqroun,
Casablanca: G. Abidi, H. Elmousalami, S. Hajib, L. Bouzoubaa, M.
Ghita, I. Nassiri, S. Abderrazak, Z. Benchaouia, G. Benhayoune, N.
Boughaidi, D. Ghellab, Kenitra: A. Sourat, B. Menebhi, M. Bensaoud,
A. El Ouazzani, A. Lachhab, A. Zakaria, F. El Idrani, H. Lachhab,
Oujda: N. Elouafi, A. Hbali, G. Elmazani, I. Alla, Rabat: S. Ztot,
M. Najat, B.E. El Younassi, I. Asfalou, L. Chami, M. Raissouni,
Rabat: S. Abdelali, A. Benthami, A. Drissi Kacemi, S. Essadki, A.
Louali, K. Bennis, Y. Lididi, R. Bouhouch, R. Mesbahi, S. Bouzidi
Belmajdoub, Nigeria: Calabar: I. Ukpeh, R. Basake, E.O. Akpan, E.
Emmanuel, O. Mbang, North Macedonia: Skopje: M. Gjerakaroska
Radovikj, Skopje: E. Srbinovska Kostovska, I. Mitevska Peovska,
L. Poposka, Norway: Lillehammer: G. Hogalmen, M. German,
Oslo: L. Lysgaard Gullestad, C. Holt Bendz, O. Haugene, E.
Bjorkelund, Poland: Katowice: K. Mizia-Stec, K. Bula, Krakow: J.
Nessler, A. Gackowski, A. Siniarski, M. Kabat, Krakow: P. Rubis,
A. Karabinowska, E. Dziewiecka, S. Wisniowska-Smialek, Lodz: M.
Lelonek, A. Cieslak, A. Klaus, J. Szulc, K. Drazek, K.A. Nguyen,
M. Kiedrowska, Lodz: A. Bielecka-Dabrowa, M. Pyziak Stepien, M.
Rybak, P. Leczycki, P. Chrusciel, A. Wittczak, M. Banach, A. Chuda,
A. Szwedzinska, M. Rembek Wieliczko, D. Mrozowska, F. Pawliczak,
J. Lewek, M. Maciejewski, A. Cichocka-Radwan, A. Bikiewicz, K.
Janikowski, Lublin: J. Szponar, A. Kujawa, A. Sutkowska, B. Cebu-
lak, K. Pirog, J. Wieczorek, M. Suchecka, S. Goliszek, Opole: M.
Gierlotka, E. Cierpiala, J. Bugajski, J. Plonka, K. Rekucki, Poznan:
E. Straburzynska-Migaj, D. Budzynski, M. Gasiorowski, M. Dudek,
Torun: G. Skonieczny, A. Dolacinska, A. Metzgier Gumiela, A.
Stawicka, M. Rolirad, Warsaw: A. Kaplon-Cieslicka, M. Wawrzacz,
K. Ozieranski, M. Kleszczewska, A. Tyminska, Warsaw: R.J. Gil, A.
Pawlak, M. Wozniak, M. Pietraszek, A. Nazaruk, A. Bobel, A. Smo-
larczyk, D. Wiligorska, D. Ziecik, J. Latek, K. Byczkowska, Warszaw:
P. Leszek, J. Urbanowski, N. Wiligorska, Zabrze: Z. Kalarus, T.
Kukulski, A. Swiatkowski, M. Szulik, N. Kandora, Zielona Gora: P.
Jesionowski, T. Zemleduch, A. Kasperowicz, K. Sosinska, Portugal:
Faro: A. Camacho, R. Fernandes, H. Costa, Lisbon: C. Tavares
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Aguiar, A. Tralhão, A. Ventosa, C. Brízido, C. Strong, B. Rocha, G.
Cunha, Lisbon: D. Brito, A. Nunes-Ferreira, I. Aguiar Ricardo, R.
Santos, S. Pereira, T. Rodrigues, J. Agostinho, J. Brito, J. Rigueira,
N. Cunha, P. António, P. Morais, D. Cravo, Lisbon: C. Fonseca, C.
Rodrigues, I. Araujo, J. Presume, M. Proenca, S. Maltes, Porto: B.
Moura, E. Barreira, P. Janeira, C. Ferrao, Porto: J. Silva-Cardoso, A.
Sousa, B. Mena, X. Resende, M. Fonseca, M. Braga, M. Campelo,
E. Moreira, P. Araújo, P. Diogo, R. Pinto, S. Amorim, B. Moura,
Romania: Baia Mare: C. Pop, A. Iosip, Bucharest: C.J. Sinescu,
N. Avram, D.G. Baltag, N. Samoila, Bucharest: M. Dorobantu, A.
Scafa Udriste, A. Scarlatescu, N. Oprescu, O. Fronea Gheorghe,
Bucharest: O. Chioncel, L. Antohi, O. Geavlete, Bucharest: G.A.
Dan, I.C. Daha, S. Bari, C. Delcea, D.C. Ciuculete, I. Lupasteanu,
C. Stanescu, A. Vijan, Craiova: C. Militaru, A. Giuca, G.C. Moise,
E.G. Pascu, Galati: L. Grigorica, C. Corciova, Targu Mures: T.
Benedek, M. Chitu, N. Rat, R. Hodas, D. Opincariu, I.S. Benedek,
Timisoara: D. Lighezan, A.C. Florea, R. Buzas, V. Ivan, Russian
Federation: Elektrostal: A. Molchanova, M. Piskareva, E. Bulgakova,
E. Kudryashova, Kazan: A. Galyavich, L. Baleeva, Z. Galeeva,
Krasnodar: A. Fendrikova, V. Skibitskiy, Z. Sokaeva, V. Babayan, N.
Spiropulos, Moscow: E.V. Resnik, A.I. Kovaleva, M.S. Komissarova,
V.A. Lazarev, Moscow: V. Larina, Moscow: Y. Belenkov, Y. Danil-
ogorskaya, E. Zheleznykh, E. Privalova, I. Ilgisonis, V. Kaplunova,
M. Kozhevnikova, G. Shakaryants, A. Shchendrygina, A. Yusupova,
V. Zektser, Moscow: Z. Kobalava, E. Shavarova, L. Karapetyan,
Moscow: G. Gendlin, A. Melekhov, I. Zakharova, M. Kuznetsova,
M. Yunyaeva, Moscow: G. Arutyunov, A. Arutyunov, R. Muradyan,
Moscow: S. Golitsyn, E. Gupalo, N. Mironova, Moscow: O. Drapkina,
R. Myasnikov, T. Pavlunina, V. Dindikova, Y. Mareev, E. Andreenko,
K. Krupychka, M. Kudryavtseva, O. Kulikova, Moscow: I. Orlova, J.
Begrambekova, Nizhny Novgorod: N. Vinogradova, I. Fomin, Perm:
N. Koziolova, A. Veclich, P. Karavaev, Rostov-on-Don: A. Chesnikova,
O. Kolomatskaya, V. Gavrina, Ryazan: E. Smirnova, A. Karakiyan, I.
Budanova, Saint-Petersburg: M. Sitnikova, A. Kuular, M. Trukshina,
T. Lelyavina, Samara: D. Duplyakov, E. Zorina, R. Chernitsov, A.
Sergeeva, Tomsk: A. Garganeeva, O. Tukish, K. Kopeva, V. Alek-
sandrenko, Ulyanovsk: A. Surminova, A. Tsareva, Vladivostok: T.
Musurok, A. Garkusha, Serbia: Belgrade: A.D. Ristic, B. Ivanovic, D.
Simic, M. Ašanin, P.M. Seferovic, J. Simic, V. Kovacevic, G. Krljanac,
D. Matic, M. Mihailovic, M. Ostojic, M. Polovina, M. Tesic, D. Djikic,
D. Simeunovic, I. Petrovic Djordjevic, I. Veljic, I. Milinkovic, K.
Andjelkovic, A. Uscumlic, D. Sacic, Belgrade: M. Dekleva Mano-
jlovic, S. Veljkovic, D. Stefanovic, J. Stevic, Belgrade: S. Hinic, M.
Zdravkovic, A. Dokovic, J. Djokic, V. Mudrenovic, V. Popadic, S.
Klasnja, Belgrade: S. Radovanovic, M. Radovanovic, V. Celic, A.
Ilic, N. Blagojevic, D. Bosnjakovic, D. Toncev, Niš: S. Apostolovic,
D. Stanojevic, S. Milutinovic, Niska Banja: B. Ilic, M. Deljanin Ilic,
L. Nikolic, M. Stojanovic, D. Petrovic, D. Simonovic, S. Šaric, D.
Hristov, Sremska Kamenica: I. Srdanovic, J. Dejanovic, T. Popov, S.
Cemerlic Maksimovic, S. Dimic, S. Keca, V. Drljavic, D. Bogdanovic,
I. Popov, J. Pavic Poljak, Slovakia: Bratislava: E. Goncalvesova, M.
Luknár, Bratislava: P. Solik, Svidnik: M. Pytliak, P. Bojcík, Slovenia:
Murska Sobota: M. Lainscak, N. Cmor, E. Dora, L. Majc Hodoscek,
A. Vogrincic Cernezel, Trbovlje: B. Leskovar, T. Furlan, A. Milanovic,
K. Vrbinc Vrtek, S. Poznic, V. Grilj, M. Režun, Spain: Alcazar de
San Juan: V. Martinez Mateo, M.J. Fernandez Anguita, Cáceres: ..
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.. C. Ortiz Cortés, Denia: A. Valle Muñoz, H. Morillas Climent, J.
Seller Moya, Figueres: S. Darnés Soler, S. Cudini, Granada: S. López
Fernández, L. Jordán Martínez, F. Bermúdez Jiménez, La Coruna:
M. Crespo Leiro, D. Couto Mallon, E. Barge Caballero, G. Barge
Caballero, M.J. Paniagua Martin, P. Pardo Martinez, C. Naya Leira,
C. Riveiro Rodriguez, M. Martinez Castro, P. Blanco Canosa, Z.
Grille Cancela, Malaga: J.M. Garcia Pinilla, A. Robles Mezcua, A.
Rodriguez Cordoba, C. Cruzado Alvarez, L. Morcillo Hidalgo,
P. Marquez Camas, A.I. Perez Cabeza, P. Redondo-Gomez, M.
Robles Mezcua, Ubeda: J.L. Bonilla Palomas, Sweden: Stockholm: L.
Lund, M. Nygren, G. Savarese, C. Hage, E. Jonsson, E. Ottenblad,
F. Granstrom, H. Lundberg, K. Karlsson, Syrian Arab Republic:
Damascus: Y. Bani Marjeh, A. Abdin, F. Alhussein, F. Mgazeel, Turkey:
Adana: F. Yavuz, Adiyaman: A. Karakus, Alanya Antalya: A. Coner,
S. Akinci, Ankara: B. Demirkan, Antakya: O. Akkus, Antalya: A.
Genc, Bursa: F.O. Arican Ozluk, Duzce: H. Harbalioglu, Eskisehir: Y.
Cavusoglu, E. Babayigit, E. Sener, Gumushane: E.I. Yuce, Istanbul: H.
Altay, Istanbul: Ö. Yildirimtürk, Izmir: C. Altin, Izmir: B. Kilicaslan,
B. Unal, H. Acet, Izmir: N. Cetin, Kars: C. Burak, Kocaeli: D. Karaci-
men, Kocaeli: A. Agacdiken Agir, Y.U. Celikyurt, Mersin: A. Celik,
E.E. Sahin, O. Sakarya, M. Demir, Mugla: O. Basaran, Samsun: A.E.
Atas, Ukraine: Dnipro: O. Khaniukov, Ivano-Frankivsk: I. Vakaliuk,
I. Drapchak, V. Sovtus, N. Tymochko, O. Prytuliak, Kharkiv: V.
Tseluyko, N. Matviichuk, Kharkiv: M. Kopytsya, T. Storozhenko,
Kharkiv: I. Rudyk, O. Medentseva, D. Babichev, Kiev: L. Voronkov,
A. Liashenko, Kiev: I. Rudenko, K. Lazareva, N. Sishkina, A. Hon-
charuk, O. Vasylenko, Y. Antoniuk, Kiev: M. Dolzhenko, L. Hrubyak,
L. Lobach, T. Simagina, Kiev: S. Kozhuhov, N. Dovganych, N. Thor,
M. Danko, O. Yarynkina, O. Bazyka, Kiev: A. Parkhomenko, A.
Stepura, D. Bilyi, O. Irkin, O. Dovhan, Kiev: V. Batushkin, D.
Poddyachaya, Kiev: O. Zharinov, B. Todurov, I. Lischuk, Kiev: K.
Rudenko, Vinnitsa: V. Zhebel, I. Pashkova, L. Sursaieva, Krivoy Rog:
V. Potabashniy, V. Fesenko, O. Markova, O. Kniazieva, Zaporozhye:
O. Berezin, O. Kremzer, United Kingdom: Bodelwyddan: M. Aldwaik,
A. Bolger, R. Manley, V. Garvey, Uzbekistan: Tashkent: T. Abdullaev,
S. Mirzarakhimova, A. Rasulov, A. Karimov, H. Gulomov, I. Tsoy,
R. Kurbanova, R. Bekbulatova, Tashkent: U. Kamilova, D. Tagaeva.
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