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Executive summary

Heart failure (HF) with preserved ejection fraction (HFpEF) is often forgotten. 
Many people think of HF only as HFrEF – HF with reduced ejection fraction 
– possibly because clinical trials have mostly focused on this type of HF, 
and because it is a more widely recognised clinical entity.

Much needs to be done to improve HF care and outcomes, but the journey ahead 
is harder in HFpEF than HFrEF. While there is a significant lack of awareness of HF 
in general, far less is known about HFpEF.

The impact of HFpEF on those who live with it is significant.1 As with all types 
of HF, people living with HFpEF may struggle with tasks in the workplace and at 
home, and may see their independence impaired.2 They often live with multiple 
comorbidities and require several hospitalisations, which contribute to a reduction 
in quality of life.1 The fact that HFpEF is not a visible disease, meaning its impact 
on people is not always seen or understood, adds to its burden.

HFpEF also has a significant and growing impact on healthcare systems. 
It accounts for almost half of all hospitalisations for HF, and this proportion 
increases in older age groups.3-5 Projections point to an increase in prevalence 
of HFpEF, mostly due to population ageing and increased survival rates of other 
cardiovascular and chronic diseases.6

The process of diagnosing HFpEF is complex. HFpEF often goes unrecognised for 
a long time, leading to people being diagnosed in advanced stages, which prevents 
timely access to care.7 8 Comorbidities, old age and inconsistent use of diagnostic 
tests, often due to lack of reimbursement, complicate this process. The limited 
knowledge of HFpEF among non-cardiology professionals is another factor 
delaying diagnosis.

There are many challenges in clinical management – particularly the lack 
of medicines proven to treat heart function in HFpEF. People with HFpEF have 
been largely excluded from clinical trials, partly due to the heterogeneity of the 
syndrome.9-11 Medicines prescribed in HFpEF focus on management of symptoms 
and improving quality of life.

There are also systemic barriers to effective HFpEF management, reflecting a 
lack of organisational readiness for long-term chronic disease care. For example, 
HFpEF management usually falls under primary care, and professionals in these 
settings may not be sufficiently trained on HFpEF or supported by specialists.
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Despite all these challenges, much can be done to support people living with 
HFpEF. Integrated and multidisciplinary care models can reduce hospitalisations 
and mortality, and improve quality of life.¹² People living with HFpEF can also benefit 
from person-centred care models, which ensure shared decision-making and 
support people to self-care.¹³

There are clear policy priorities to improve HFpEF care. Taking action in these 
areas will reduce the impact of HFpEF on each person, the healthcare system 
and society in general.

1. Improve public 
awareness of HFpEF

It is essential that the general public and healthcare professionals are alert 
for HFpEF signs and symptoms and do not dismiss them as signs of ageing 
or comorbidities.

2. Invest in prevention 
of HFpEF

It is crucial to diagnose and effectively manage conditions that are known 
to be risk factors for HFpEF, such as diabetes and hypertension.

3. Equip healthcare 
providers with tools, 
resources and 
pathways to diagnose 
and manage HFpEF

Multidisciplinary and integrated care must be supported, and this means 
investing in the development of tools and pathways that support each 
healthcare professional involved in HFpEF care. There is also a need to 
develop performance management systems that encourage accurate 
diagnosis and optimal care.

4. Train and 
accredit healthcare 
professionals

Education about HFpEF should be initiated as early as possible for healthcare 
professionals and continued throughout professional development, 
in particular for physicians in primary care settings.

5. Empower people 
living with HFpEF 
and carers

It is important to educate people living with HFpEF and their informal carers 
to ensure they are supported in daily HFpEF care.

6. Support clinical 
research to improve 
understanding of 
HFpEF and identify 
treatment options

There is a strong need for evidence-based treatment options that address 
heart function in HFpEF, and this requires new clinical trials focused 
on this syndrome.

7. Support data 
collection and 
knowledge-sharing

Data on epidemiology, hospitalisation and readmission rates in HFpEF 
are limited in many European countries; this impedes political 
oversight to address gaps and drive system improvement at scale, 
and an understanding of the economic and societal impact of HFpEF.

Key actions to improve HFpEF care and policy
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What is heart failure with preserved 
ejection fraction? 

Heart failure with preserved ejection fraction is one of three 
different types of heart failure
Heart failure (HF) occurs when the heart becomes too weak or stiff.1 It is a complex 
clinical syndrome in which the heart is not able to pump enough blood to the rest 
of the body. Symptoms and signs include breathlessness, extreme fatigue, reduced 
exercise capacity and fluid retention resulting in weight gain and/or swelling.  
Current European guidelines distinguish three types of HF:1 

• HF with reduced ejection fraction (HFrEF)

• HF with mid-range ejection fraction (HFmrEF) 

• HF with preserved ejection fraction (HFpEF).

HF types are defined by the left ventricular ejection fraction
Left ventricular ejection fraction (LVEF) is the proportion of oxygenated blood 
in the heart that is pumped out by the left ventricle to the rest of the body with 
each heartbeat.1 9 In HFrEF, the LVEF is below 40%, while in HFpEF, it is at least 
50% (Figure 1).1 HFmrEF, which was introduced in the 2016 European Society of 
Cardiology HF guidelines, refers to HF with an LVEF between 40% and 49%, inclusive. 
This was initially considered a ‘grey area’ between HFrEF and HFpEF, and is now 
starting to be seen as a group with a clinical and risk profile closer to HFrEF based 
on clinical trials and retrospective sub-group analyses of previous studies.14-16 
There is ongoing discussion regarding the LVEF cut-offs currently used to distinguish 
types of HF, so it is possible that definition criteria may change in the future.

1

Figure 1. The heart in HFrEF and HFpEF
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In HFpEF, the heart does not fill up entirely
The LVEF in HFpEF is considered normal – this means the heart contracts 
effectively.1 Unlike HFrEF, where the heart does not pump enough blood because 
it does not contract effectively, the challenge in HFpEF is the filling up of the heart 
chambers. In HFpEF, the heart only fills with a small volume of blood because 
the muscle tissue of the left ventricle has become stiff and is unable to relax 
appropriately, leading to increased pressures and congestion. Often there is also 
thickening of the left ventricular wall, which limits space to hold blood.1 The reduced 
volume of blood in the left ventricle means that, despite the heart’s ability to contract 
effectively, insufficient blood is pumped out to meet the body’s needs.

Despite progress, HFpEF remains a poorly understood syndrome
Much remains unknown about HFpEF, and this lack of comprehensive 
understanding is a substantial barrier to clinical decision-making and to research 
and development of effective treatment options. The physiological processes behind 
the development of HFpEF – its pathophysiology – are poorly understood.17 18 
These processes are different from those in HFrEF, which means that increasing 
knowledge of HFrEF does not translate into better understanding of HFpEF. 
What is known in HFpEF is that many cardiovascular risk factors are linked to 
its development, for example ageing, obesity, hypertension, metabolic syndrome 
(a combination of diabetes, hypertension and obesity), lack of physical activity, 
coronary heart disease and kidney disease.9 17 Leading theories for the development 
of HFpEF suggest that risk factors accelerate normal age-related changes in the 
heart, or that it is an inflammatory response to other health conditions.7 17 Therefore, 
HFpEF appears to be a systemic disease, rather than purely cardiac in nature. 

‘There has been less understanding of the pathophysiology 
of HFpEF because it involves a different process from HFrEF. 
I think we’re coming to more consensus around HFpEF being  
a pro-inflammatory response to comorbidities.’

Professor Christi Deaton, UK
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Table 1. Characteristics of the different types of heart failure (HF)

 
HFrEF HFmrEF HFpEF

How does the 
heart perform?

Weakened heart muscle, 
typically with a dilated 
left ventricle, leading to 
problems with the pumping 
out of blood from the heart 
to the rest of the body

Unclear – problems with 
the relaxation and refilling 
of the heart, as well as 
the pumping out of blood 
from the heart to the rest 
of the body

Stiffened heart muscle, 
often with a thick left 
ventricular wall and 
increased filling pressures, 
leading to problems with 
relaxation and refilling 
of the heart

Symptoms Breathlessness, extreme fatigue, reduced exercise capacity and post-exercise recovery, 
fluid retention, swelling (especially of lower limbs and abdomen)

Clinical  
attributes

HF symptoms and signs

LVEF is less than 40% 
(systolic dysfunction)

Elevated NPs

HF symptoms and signs

LVEF is 40–49%

NPs are usually elevated

Structural heart disease 
and/or diastolic 
dysfunction

HF symptoms and signs

LVEF is at least 50%

NPs are usually elevated

Structural heart disease 
and/or diastolic 
dysfunction

Focus of 
management

Heart function treatment 
with medicines, cardiac 
devices and/or surgery 
to improve functional 
capacity and outcomes

Management of 
symptoms, risk factors, 
comorbidities and 
overall wellbeing

Management of 
symptoms, risk factors, 
comorbidities and 
overall wellbeing

Proportion 
of cases 

in Western 
countries*

37–49% Research ongoing 51–63%

HFrEF: heart failure with reduced ejection fraction; HFmrEF: heart failure with mid-range ejection fraction; HFpEF: heart failure with 
preserved ejection fraction; LVEF: left ventricular ejection fraction; NPs: natriuretic peptides
NPs are hormones produced by the heart and their levels are usually elevated in people with HF.
Diastolic dysfunction occurs when the heart does not appropriately relax and fill with blood.
Systolic dysfunction occurs when the heart does not contract appropriately, limiting the volume of blood pumped out.
* Depending on definition, clinical setting, age and sex of studied population
Source: Ponikowski et al., 20161; Loai and Cheng, 20198
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Comorbidities contribute to the complexity of HFpEF
Comorbidities are health conditions that may worsen HF or change the way HF 
is treated.19 They are very common in all people living with HF; however, prevalence 
is higher among people with HFpEF than HFrEF.1 Between 12% and 15% of people 
living with HFpEF have one or two comorbidities, and almost half of all people with 
HFpEF have at least five.20 21 Comorbidities increase the complexity of HFpEF 
management. They include hypertension, coronary artery disease, atrial fibrillation, 
diabetes, chronic kidney disease and obesity. The greater burden of comorbidities 
in HFpEF compared with HFrEF has contributed to the limited understanding of 
its pathophysiology.17

‘We keep looking for one unique answer to HFpEF and I don’t 
think this will ever exist. HFpEF is not one disease only; it varies 
widely in cause and presentation. This could be the main reason 
for the more limited understanding of HFpEF.’

Professor Cândida Fonseca, Portugal
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2 The burden of HFpEF on lives 
and healthcare systems

HFpEF has a drastic impact on people’s lives
As with other types of HF, the symptoms and psychological strain associated 
with HFpEF can affect a person’s lifestyle, relationships, work and routines.22 23 
Learning to manage physical activity and making lifestyle adjustments, for example 
reducing liquid and sodium intake, may be particularly challenging.24 People living 
with HFpEF may struggle with tasks in the workplace and/or at home, and may 
therefore become more dependent on others to manage everyday life.2 Challenges 
are amplified by the fact that HFpEF is not a visible disease, meaning that other 
people may not see or understand its impact.23

‘People don’t see that I’m sick. I look like a healthy woman, 
but I’m not. Only people that live with me see that I’m not able 
to do what I used to. That’s difficult to explain.’

Ms Lilian van Doesburg, the Netherlands

HFpEF is highly prevalent 
HFpEF currently affects between 1% and 5% of the general population.25 In Western 
countries, it accounts for 51–63% of all HF cases.9 It is linked to older age, more so 
than HFrEF, as people living with HFpEF are on average six years older than those 
with HFrEF.25 26 Between 55% and 73% of people living with HFpEF are women,8 
which may be due to sex-based differences in ageing or cardiac function/structure, 
but this has yet to be confirmed.26 27 
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The societal burden of HFpEF is growing
The number of people living with HFpEF is rising due to an ageing population 
and increased survival rates of other cardiovascular and chronic diseases.25 

HFpEF is estimated to become the most common type of HF in the future – 
its prevalence is increasing 1% more per year than that of HFrEF.18 28 Some 
projections have suggested that by 2020 more than 8% of people over the age 
of 65 would have HFpEF, placing a significant strain on healthcare systems.7

HFpEF has a high hospitalisation and readmission rate
HF is the most common cause of unplanned hospital admissions,12 which are 
costly for healthcare systems and highly distressing for the person hospitalised 
and their family/carers.29 Almost half of all hospitalisations for HF are due to HFpEF, 
and this proportion increases in older age groups.3-5 People living with HFpEF have 
been reported to spend a median of 10 days in hospital, with 22% being readmitted 
within 12 weeks of discharge, spending a median of 11 more days in hospital.3 

The readmission rate within one year of discharge following hospitalisation for 
HFpEF is also significant, reported at 30% in Italy and 65% in Romania, where it 
rises to 73% in people over the age of 65.4 30 While data from the US suggest that 
hospitalisations for HFrEF are decreasing and those for HFpEF are on the rise,25 
there are no similar data available in Europe.
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3 Diagnosis of HFpEF: facts and challenges

HFpEF often goes unrecognised, more so than other types of HF
HFpEF is often diagnosed in advanced stages, hindering timely access to treatment 
and support.7 8 On one hand, older people may dismiss health issues as a normal 
part of ageing or may not know where to seek help.31 On the other hand, people 
presenting with HFpEF signs and symptoms may initially be misdiagnosed – for 
example, they may see a respiratory specialist for non-specific symptoms such 
as breathlessness before they are referred to a cardiologist.2 In the Netherlands, 
15% of older people experiencing breathlessness have undiagnosed HF, and HFpEF 
accounts for 76% of these cases.32 In addition, HFpEF symptoms in young people 
may be dismissed as stress or burnout because the syndrome is often associated 
with old age.23

‘Many older people do not report problems because they 
believe that the problem is just due to old age and can’t be 
improved with intervention, they think that people won’t help 
them, or possibly they don’t know where to go for help.’

Professor Ian Philp, UK

There is no single diagnostic test for HFpEF
The scientific gold standard for identifying HFpEF is a test to measure cardiac 
pressures, but this is time-consuming, costly and invasive, and therefore unsuitable 
for most patients.8 33 To diagnose HFpEF, current guidelines recommend conducting 
a detailed clinical history, physical examination, blood tests for natriuretic peptides 
(NPs, hormones produced by the heart), electrocardiography (ECG, a test that 
checks the heart’s rhythm and electrical activity) and echocardiography (echo, 
a scan that provides a detailed overview of the heart).1 In addition to an LVEF of 50% 
or higher, people with HFpEF have elevated NP blood levels, structural heart disease 
(the result of ‘wear and tear’ or a congenital condition) and/or diastolic dysfunction 
(problems with how the heart relaxes and fills with blood).

Clinical factors complicate diagnosis of HFpEF
HFpEF diagnosis is a complex, and often lengthy, process. Some characteristics of 
HFpEF are difficult to detect;8 for example, in early stages people may only exhibit 
symptoms during exercise, having normal test results at rest.34 Echo images for 
HFpEF may be difficult to interpret – more so than those for HFrEF.35 Comorbidities 
and old age may influence the interpretation of HFpEF signs and symptoms, as well 
as the results of diagnostic tests like NP levels.8 33 34 Although the measurement of 
NP levels is crucial in the diagnosis of all types of HF, some people living with HFpEF 
may have normal levels.36 
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Limited professional knowledge of HFpEF hinders diagnosis
People living with HFpEF often present in primary care when they start experiencing 
symptoms,10 but knowledge of this syndrome among healthcare professionals 
outside of cardiology is limited.28 Therefore, to ensure accurate diagnosis, it is 
crucial that primary care professionals have better knowledge of HFpEF, along 
with access to diagnostic tests and mechanisms of referral to cardiologists. 
A referral system is also needed in acute care, as emergency room physicians 
may see people experiencing an exacerbation of HFpEF even before they have 
a diagnosis of chronic HFpEF. 

‘It is important to adjust clinical thresholds for confounding 
factors to improve diagnosis and decision-making. This is 
fundamental for truly individualised care. For example, age, 
gender, body mass index and kidney function should be 
considered when determining NP thresholds.’

Professor Damien Gruson, Belgium

‘It took about a year, I think, to be diagnosed with HFpEF 
and cardiomyopathy.’

Ms Lilian van Doesburg, the Netherlands

Challenges to diagnosis of HFpEF also include issues 
with reimbursement and performance assessment
Reimbursement of NP testing varies depending on setting and country. In Portugal, 
for example, it is not reimbursed when requested by a general practitioner (GP).37 
There is also a lack of performance assessment mechanisms rewarding accurate 
diagnosis of HF. For example, the performance management system of primary 
care in the UK, which rewards practices for the quality of care they provide, 
does not include codes specific to HFpEF, which may serve as a disincentive 
to healthcare professionals to diagnose it or refer to it in records.35 All these 
challenges contribute to the poor diagnosis rates of HFpEF.
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Healthcare professionals often struggle to communicate 
the diagnosis of HF – especially of HFpEF
Healthcare professionals sometimes use indirect terms to describe HF, such as 
an ‘ageing’ or ‘stiff’ heart, to avoid upsetting or shocking patients with the term 
‘heart failure’.29 Clinicians may feel that busy hospital wards are unsuitable for the 
communication of an HF diagnosis, and this can result in people not being aware 
of their condition until they read the discharge summary or even until a later medical 
appointment. This can be very distressing. Communicating a HFpEF diagnosis has 
the added challenge of the lack of HFpEF-specific therapeutic options available,10 
and clinicians may be wary of causing despair.

‘Patients want that diagnostic label – they want to know why 
they’re having problems.’

Professor Christi Deaton, UK

HFpEF biomarkers are needed to improve diagnosis
Despite the importance of NPs in diagnosing HF, their levels are not always 
reliable in people living with HFpEF.8 There is a need to find new and more specific 
biomarkers – ideally biomarkers that can help identify early stages of HFpEF and 
monitor progression, potentially in community rather than only laboratory settings.38 
The early recognition of HFpEF could improve clinical outcomes and increase the 
number of people eligible for clinical trials. The identification of biomarkers can also 
support additional research on therapeutic options and add to efforts to prevent 
the development of the syndrome.8 
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4 Challenges in care and management 
of HFpEF
Unlike in HFrEF, there are no medicines proven to treat HFpEF
HF clinical guidelines currently lack reliable evidence to recommend treatment for 
heart function in HFpEF, hence treatment focuses on management of symptoms.1 39 
This is mostly the result of the exclusion of people with HFpEF from clinical trials 
until recently due to the lack of clear HFpEF criteria and the different response in 
people with HFpEF compared with HFrEF.9-11 Both factors can be attributed in part 
to the heterogeneity of the syndrome. Landmark clinical trials in HF have resulted 
in approved treatment options for HFrEF but not HFpEF. This lack of options has 
contributed to the low quality of life, low survival rates and frequent hospitalisations 
still seen in people living with HFpEF.25 28 40 However, clinical research is ongoing 
in HFpEF, and there is the hope that this will ultimately help improve outcomes for 
people with HFpEF.

Our healthcare systems are not ready to address HFpEF
As with other types of HF, people living with HFpEF face barriers from fragmented 
and incomplete care, partly due to healthcare systems being poorly designed for the 
prevention and management of chronic diseases. For example, there are not enough 
HF specialist nurses to provide care in the community, due to a lack of recognition 
and accreditation of the role and an overload of work where they are available.12 29 
Lack of communication between healthcare professionals and across care settings 
may limit access to specialist services and cause the loss of critical information 
such as referrals, discharge summaries and test results.29 This can be frustrating 
for people with HF and their families/carers, and may impact care. 

‘There is not enough financial support for prevention of HFpEF 
across Europe. There is a lot of discussion about prevention 
but, concretely speaking, there is no financial structure or 
policy at the European level that supports prevention.’

Professor Damien Gruson, Belgium
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Management of HFpEF places a significant burden 
on informal carers
Informal carers for people living with HF (often partners, children or other family 
members) are an integral part of HF management – they coordinate care, advocate 
for the person living with HF, attend medical appointments and provide assistance 
in daily life.41 42 They are particularly important for people living with HFpEF, who are 
typically older and have a more significant comorbidity burden. Carers for people 
living with HF report significant challenges, such as difficulty maintaining their own 
health and wellbeing, the need to balance caring with their responsibilities at work 
and at home, a lack of knowledge of HFpEF and limited support from healthcare 
professionals and friends/family.42

‘Actions in healthcare are focused on immediate results; there 
is no long-term planning. Chronic diseases like HF require 
planning. We need decision-makers to look around and see 
how effective care in HFpEF can improve the whole system, 
for example by reducing hospitalisations and costs.’

Professor Cândida Fonseca, Portugal
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5 Best practice in care and management 
of HFpEF

Clinical management of HFpEF focuses on alleviating signs 
and symptoms
Clinical management of HFpEF should include diuretics to manage fluid 
retention and may also consider physical activity to improve exercise capacity 
and quality of life.1 Management of comorbidities is also important – it can help 
reduce hospitalisations and mortality, as their cause in people living with HFpEF 
is often non-cardiovascular.25 

Long-term care for HFpEF should be multidisciplinary 
and integrated
As with HF overall, optimal management of HFpEF involves integrated care from 
a multidisciplinary team with continuity across settings.12 29 43 It should include 
community-based care, which may help reduce unplanned hospitalisations by 
providing accessible and regular support.13 This may be particularly important in 
people who are unable to attend hospital appointments.44 GPs and HF specialist 
nurses can manage HFpEF from primary care settings, and additional support 
may be provided in home visits. This continuity of care is essential following 
hospitalisation.39 43 Advance care planning and palliative care is crucial, perhaps 
more so in HFpEF given the greater comorbidity burden and older age of people 
living with this type of HF.20

Optimal HFpEF care should be person-centred
People living with HFpEF should be involved in decision-making, and care 
and support should be adapted as much as possible to their unique needs, 
preferences and circumstances.12 This is particularly important for people with 
multiple comorbidities and taking several medicines.45 Healthcare professionals 
should actively support those living with HFpEF to understand their condition 
and engage with routine self-care behaviours.46 This is crucial in all types of 
HF as people play a significant role in managing their syndrome in daily life47 
– and those who are engaged with their own care have better outcomes.24 

Find more information on best practice in HF in The handbook 
of multidisciplinary and integrated heart failure care.12
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Innovative technologies may facilitate flexible 
and multidisciplinary working 
Some additional components of care are currently being tested or have been 
shown to improve outcomes in HFpEF, for example the use of a monitoring 
device measuring pulmonary arterial pressure.48 An internet-based conferencing 
platform to connect GPs with cardiologists has also been tested and improved GPs’ 
knowledge and confidence in HF management.49 This may be particularly relevant 
in HFpEF, which usually falls under the responsibility of primary care professionals.

Case study
Continuity of care and multidisciplinary collaboration across healthcare settings

The São Francisco Xavier Hospital in Portugal has implemented a multidisciplinary HF 
management programme that welcomes all people living with HF regardless of their 
LVEF.50 The programme relies on a multidisciplinary team working across an acute HF 
unit, an HF outpatient clinic and an advanced HF consultation.51 Patients are discharged 
only after complete stabilisation and referred to an appointment at the outpatient clinic 
in 7–14 days. Discharge summaries are sent to each person’s GP. The programme 
includes an agile referral system between primary care centres and both the acute unit 
and the outpatient clinic, so that GPs can send people in need of urgent care directly 
to the acute unit, and those in need of non-urgent HF consultations to the outpatient 
clinic.50 The outpatient clinic is led by nurses, and at the centre of care is the provision 
of education to the patient and carer(s).51 The clinic helps avoid hospital admission by 
supporting people in early stages of decompensation.

‘Primary care professionals should be able to get specialist 
support to manage HFpEF.’

Professor Christi Deaton, UK 

Best-practice models for HF are applicable in HFpEF 
There is great potential to improve prognosis and quality of life for people 
living with HFpEF. This is because optimal management of HFpEF can lead to 
periods of reduced signs and symptoms, such as normalisation of NP levels.50 
Multidisciplinary and integrated care is the cornerstone of care for all types of HF, 
and this is particularly crucial for HFpEF given its complexity.
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Case study
Ongoing specialist support for patient empowerment and self-care

The Radboud University Medical Centre in the Netherlands follows a comprehensive 
multidisciplinary care approach when managing HFpEF. Diagnosis and care are typically 
overseen by cardiologists, who communicate with each person’s GP in writing.23 
An HF nurse is available for two hours every morning to provide ongoing support over the 
phone and via follow-up consultations. These consultations cover a range of HF topics: 
basic information about the syndrome and its impact, lifestyle changes, post-operative 
care, monitoring of signs and symptoms, review of medication plans, and referrals to 
other specialists as needed.52 Some people with HFpEF, depending on their needs, are 
given a ‘Free Call Card’ to be able to reach the outpatient clinic First Heart Help (Eerste 
Hart Hulp)53 even without a referral from the GP.23 The care model includes a cardiac 
rehabilitation programme that focuses on lifestyle factors, such as diet and exercise, 
and the long-term management of HFpEF in everyday life.
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6 The way forward

HFpEF presents challenges in research, diagnosis and care
There is much to be done to improve HF care and outcomes, but it must be 
recognised that the journey ahead is harder in HFpEF than HFrEF. Across all types 
of HF, prevalence and mortality are high, contributing to high costs for the healthcare 
system.12 Delayed diagnosis and fragmented care can result in poor outcomes 
for people with HF. However, while there is a significant lack of awareness of HF 
among the public and healthcare professionals, in HFpEF there is also a lack of 
understanding of its pathophysiological processes – which has contributed to 
the lack of treatment options.

Concerted action is required to improve the situation in HFpEF
We propose actions to improve HFpEF care and reduce its impact on each person, 
the healthcare system and society in general.

1. Improve public awareness of HFpEF
It is essential that the public and healthcare professionals are alert for 
HFpEF signs and symptoms and do not dismiss them as signs of ageing 
or comorbidities. Awareness campaigns should clarify the impact of HFpEF 
on each individual person, their family and carers, healthcare systems and 
society in general. There may be a case for including HFpEF awareness in a 
comprehensive campaign on health in old age,31 but it is important not to imply 
that HFpEF exclusively affects older people.

2. Invest in prevention of HFpEF
There is a huge missed opportunity to delay and even prevent the onset 
of HFpEF. To achieve this, it is crucial to diagnose and effectively manage the 
chronic conditions known to be risk factors.1 9 For example, there is a need for 
strategies to prevent the progression of obesity and type 2 diabetes to HFpEF.17 

There is also a need for greater health literacy, especially among older people, 
to help them maintain a healthy lifestyle (including weight management, 
diet and exercise) and support them in seeking professional help when 
experiencing symptoms.1 9

3. Equip healthcare providers with tools, resources 
and pathways to diagnose and manage HFpEF

Healthcare commissioners and policymakers should invest in multidisciplinary 
and integrated HFpEF care. This should include funding for the development 
and implementation of tools and pathways that enable optimal diagnosis and 
management. For example, it is important to invest in community-based HFpEF 
care and explore the role of virtual platforms and shared information technology 
systems to connect care settings.



21

4. Train and accredit healthcare professionals 
Education about HFpEF should commence as early as possible, preferably 
during formal training for all healthcare professionals, and should continue 
during professional development – particularly in primary care settings. It is also 
crucial to recognise the vital role of HF specialist nurses through accreditation. 

5. Empower people living with HFpEF and carers 
It is important to educate people living with HFpEF and their informal carers, 
potentially with the support of expert patients, who are particularly skilled 
in managing HF in everyday life. Knowledge-sharing should consider adequate 
HFpEF diagnosis (signs and symptoms), comorbidities, care and communication 
throughout each person’s HFpEF journey, including palliative care. 

6. Support clinical research to improve understanding 
of HFpEF and identify treatment options

More clinical trials focused on HFpEF may help develop evidence-based options 
to treat heart function.9 17 Research in HFpEF can be increased by improving 
rates of accurate diagnosis – a greater number of people could then qualify 
for clinical trials. Trial design could be reconsidered to better take account of 
the heterogeneity of the syndrome,54 and studies could use clinical endpoints 
beyond prevention of morbidity and mortality; for example, quality of life and 
exercise capacity.17 55 This could help address the significant challenge of 
demonstrating therapeutic efficacy and assessing cardiovascular mortality 
in people living with HFpEF – which is more difficult than in people living with 
HFrEF. However, payers may not be willing to fund interventions designed to 
improve those endpoints.17 There may be a need to involve decision-makers 
in discussions about research and reimbursement to encourage innovation 
in HFpEF.

7. Support data collection and knowledge-sharing
There are limited data on HFpEF – understanding of its epidemiology and 
hospitalisation rates is insufficient in many European countries. This prevents 
clear oversight from policymakers, resulting in persistent gaps. It is important 
to consider that HF impacts not only the person living with the syndrome 
but also their family and carers. This impact should be measured, from both 
an economic and a societal point of view, to inform policymakers and support 
them in developing policies that can address the HFpEF challenge. 

The time has come to recognise the impact of HFpEF
We hope this report and the actions proposed may lead to positive changes in policy, 
diagnosis and care – ultimately improving the lives of the millions of people living 
with HFpEF across Europe.
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