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Heart failure with preserved ejection fraction: Diagnosis and treatment.
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Introduction

Heart Failure with Preserved Ejection Fraction (HFpEF), also
known as diastolic heart failure, has become an increasingly
recognized clinical entity over the past few decades. Unlike
heart failure with reduced ejection fraction (HFrEF),
where the heart’s pumping function is impaired, HFpEF is
characterized by a normal or near-normal ejection fraction
(EF), but the heart is unable to fill properly during diastole.
This article explores the pathophysiology, diagnosis, and
current treatment strategies for HFpEF . HFpEF is primarily a
disorder of diastolic dysfunction, where the heart’s ability to
relax and fill during diastole is compromised. The condition
is often associated with increased ventricular stiffness, which
leads to impaired ventricular filling despite a normal systolic
function. [1,2].

Chronic hypertension, aging, and diabetes mellitus cause
fibrosis in the myocardium, increasing stiffness and reducing
the heart’s ability to stretch and accommodate incoming blood.
Structural changes in the left ventricle, including thickening
of the walls and a reduction in chamber size, contribute to
diastolic dysfunction. In HFpEF, the endothelium (the inner
lining of blood vessels) becomes dysfunctional, leading to
impaired vasodilation and increased vascular resistance. This
makes it harder for the heart to pump blood efficiently. There
is growing evidence that chronic low-grade inflammation and
oxidative stress play a role in the development and progression
of HFpEF. HFpEF is often seen in patients with comorbidities
such as obesity, chronic kidney disease, and atrial fibrillation,
which exacerbate the disease process. [3,4].

Diagnosing HFpEF can be challenging because the symptoms
overlap with other forms of heart failure and the ejection
fraction is often preserved. However, several diagnostic
tools and criteria are now used to identify this condition.
Patients with HFpEF often present with symptoms such as
shortness of breath, fatigue, and exercise intolerance. These
symptoms are typically exacerbated by physical activity or
fluid overload.The most commonly used imaging modality
in diagnosing HFpEF, echocardiography can show preserved
ejection fraction, left ventricular hypertrophy, and diastolic
dysfunction. Diastolic indices such as E/A ratio (early
diastolic filling velocity to late diastolic filling velocity) and
deceleration time help in assessing the severity of diastolic
dysfunction.Blood biomarkers like B-type natriuretic peptide
(BNP) and its precursor NT-proBNP are often elevated in
HFpEF, though not specific. These biomarkers help assess the

severity of heart failure.Magnetic resonance imaging (MRI) is
useful in evaluating myocardial fibrosis, ventricular stiffness,
and assessing any myocardial ischemia or scarring. [5,6].

Functional assessment through exercise testing, such as the
six-minute walk test, can assess exercise capacity and provide
insights into the severity of symptoms.In some cases, a biopsy
of heart tissue may be done to confirm the diagnosis, especially
in patients with atypical presentation or those with suspected
infiltrative cardiomyopathies.While there is currently no
cure for HFpEF, management focuses on symptom relief,
improving quality of life, and preventing disease progression.
Treatment strategies are typically individualized, considering
the patient’s comorbidities and the underlying causes of the
condition. Current approaches include. Weight reduction,
regular exercise, a low-sodium diet, and smoking cessation
are essential in managing HFpEF. These measures help
improve cardiovascular health and reduce the burden on the
heart. [7,8].

Diuretics are used to relieve fluid overload, which can reduce
symptoms like shortness of breath and edema. Loop diuretics,
such as furosemide, are frequently used in HFpEF to manage
congestion. Medications like spironolactone or eplerenone,
which are used in HFrEF, have also been shown to have some
benefit in HFpEF, particularly in patients with heart failure and
hypertension. They help reduce fluid retention and may offer
protective benefits in terms of fibrosis and remodeling. Since
HFpEF is closely linked to comorbidities such as diabetes,
atrial fibrillation, and obesity, managing these conditions is
crucial. In particular, controlling diabetes with medications
like SGLT2 inhibitors has shown promising results in
improving outcomes in HFpEF. Many patients with HFpEF
have atrial fibrillation (AF), which exacerbates heart failure
symptoms. Rate control or rhythm control strategies, such as
the use of beta-blockers or calcium channel blockers, may help
stabilize heart rhythm and improve symptoms. Clinical trials
are currently exploring new treatment options for HFpEF,
including drugs targeting myocardial fibrosis, endothelial
function, and inflammation. Medications like sacubitril/
valsartan an angiotensin receptor-neprilysin inhibitor and
others are being tested to determine their effectiveness in this
population. [9,10].

Conclusion

Heart Failure with Preserved Ejection Fraction is a complex
and increasingly prevalent form of heart failure, especially
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in elderly patients and those with comorbid conditions such
as hypertension and diabetes. Though the management of
HFpEF remains challenging, advances in diagnostics and
therapeutic strategies continue to improve outcomes for
patients. A multifaceted approach that includes managing
comorbidities, improving lifestyle factors, and exploring Decel
pharmacological therapies offers hope for better management
of this debilitating condition. As research progresses, more
effective, targeted treatments may emerge, providing patients
with improved quality of life and longer-term survival.
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