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previous cardiac disease such as
coronary artery disease and atrial
fibrillation, as well as previous episodes
of hospitalisation. Other cardiovascular
risk factors and family history should be
documented.

The duration of symptoms is relevant
as are the extent of symptoms such as
chest pain, breathlessness and exercise
limitation. It is useful to classify patients
according to the NYHA functional
assessment. Rapid weight gain is
suggestive of fluid overload, whereas
anorexia, weight loss and early satiety
suggest cardiac cachexia that is
associated with an adverse prognosis.22

The physical examination needs to
include the patient’s BMI and weight,
heart rate and rhythm, lying and
standing blood pressure and
auscultation to rule out valvular disease
and pulmonary congestion. 

Estimating the jugular venous
pressure and the presence of peripheral
oedema allows assessment of the
patient’s volume status. Cool extremities
indicate poor cardiac output and
perfusion. Hepatomegaly and ascites
both indicate fluid overload. 

CONFIRMING DIAGNOSIS
Recent guidelines have been published
to improve the diagnosis of HFpEF, see
table 2, above.1,23 Echocardiography is
clearly critical in the diagnosis of HFpEF,
but not all GPs have access to this and
most have to refer patients to their local
cardiology department. 

Before referral an ECG can be
performed to check for heart rate and
rhythm, as well as any suggestion 
of previous ischaemic disease, 

left ventricular hypertrophy or atrial
enlargement. Blood tests for full blood
count, serum electrolytes including
magnesium and calcium, renal function,
thyroid function, glucose, liver function,
fasting lipid profile and NT-proBNP, see
box 1, below, can all add important
information to the early assessment of 
a patient with suspected HFpEF. 

Patients with heart failure should be
referred to heart failure nurses and have
follow-up with local cardiology services,
as these have both been shown to
reduce mortality.3

Once the patient has been referred to
cardiology, it is likely that further
specialist investigations will be
undertaken, such as cardiac magnetic
resonance imaging, coronary
angiography, computer tomography
coronary angiography,  exercise testing
and lung function tests. 

LONG-TERM OUTCOMES 
Studies suggest that the mortality rate
in HFpEF patients is substantial ranging
from 10 to 30%, with higher rates in
epidemiological studies than clinical
trials.24 Mortality rates are clearly higher
than controls matched for age and
comorbidities25 and may be as high as

mortality rates in HFrEF.5,11 In clinical trials,
sudden death and HF death are the
leading causes of cardiovascular death.26

Survival has improved in HFrEF over the
past 10 to 20 years although no change
has been observed for HFpEF patients.

MANAGEMENT 
Given the uncertainty in diagnoses and
pathophysiology it is not surprising that
there have been no evidence-based
HFpEF therapies beyond treatment
directed at comorbidities and diuretics
for fluid overload.8 Several large-scale
trials have demonstrated neutral results
although there were no universal entry
criteria and so different populations
have been studied. Recent heart failure
guidelines have concluded that ‘no
treatment has yet been shown
convincingly to reduce mortality or
morbidity in patients with HFpEF’. 

The recommendations include
managing breathlessness and fluid
overload with diuretics, managing heart
rate control and treating myocardial
ischaemia and hypertension.23

Drug therapy
Loop diuretics and thiazides are effective
for the rapid relief of symptoms and may
improve quality of life, although do not
reduce morbidity or mortality.27 There is
some evidence that thiazide diuretics
may reduce morbidity and mortality in
older hypertensive patients.28,29 There is
no such evidence for loop diuretics.
Identifying and treating depression is
important in these patients. 

Table 2

Diagnostic criteria in HFpEF

European Society of Cardiology, 201223

1 Symptoms and signs typical of heart
failure
2 Normal, or only mildly reduced LVEF
3 Relevant structural heart disease 
left ventricular hypertrophy, 
atrial enlargement
4 ± diastolic dysfunction

American College of Cardiology/
American Heart Association, 2013 1

1 Symptoms and signs typical of heart
failure
2 Normal LVEF
3 No significant valvular abnormalities
on echocardiography

Box 1

NT-proBNP testing

BNP or its amino-terminal cleavage equivalent (NT-proBNP) is generated by
cardiomyocytes in the context of numerous triggers, most notably myocardial
stretch. Assays for both BNP and NT-proBNP are increasingly used to establish
the presence and severity of heart failure. Either can be used in patient care
settings as long as their respective absolute values are not used interchangeably.1
The value of natriuretic peptide testing is particularly significant when the
aetiology of dyspnoea is unclear, and if BNP is normal it is unlikely that the patient
has heart failure. 

Patients with HFpEF have lower levels of BNP than HFrEF patients. However, 
for a given BNP level, the prognosis (risk of all-cause mortality and heart failure
hospitalisation) is similar in both HFpEF and HFrEF patients.2 

‘Rapid weight gain
is suggestive 
of fluid overload’

‘Anorexia, weight
loss and early
satiety suggest
cardiac cachexia’ 


