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2023 ACC Expert 
Consensus Decision 
Pathway on Management 
of Heart Failure with 
Preserved Ejection 
Fraction (HFpEF) 

HFpEF Diagnosis 
_____________________________________ 

 
Summary by EUNBEE CHO MD 

 

Diagnosing HFpEF requires a comprehensive analysis of signs, 
symptoms, lab, echocardiogram, exclusion of mimics, and the 
likelihood based on the scoring system (Figure 1). 

 
 
Universal defini-on

 
 

Figure 3. Framingham HF Diagnos2c Criteria 
Posi%ve when [1 major + 2 minor] or [2 major] met. 

Major Criteria Minor Criteria 

Acute pulmonary edema Ankle edema 

Cardiomegaly Dyspnea on exer@on 

Hepatojugular reflex hepatomegaly 

Neck vein distension Nocturnal cough 

Paroxysmal nocturnal dyspnea or 
orthopnea 

Pleural effusion 

Rales Tachycardia (>120bpm) 

Third heart sound gallop 
 

 
Figure 4. HF Mimics 

 
Figure 5. H2FPEF score system 
Likely if the sum ≥ 6 

 Clinical 
Variable Values Points 

H
2 

Heavy BMI > 30 kg/m
2

 2 

Hypertensive 2 or more 
antihypertensives 1 

F Atrial 
Fibrillation 

Paroxysmal or 
Persistent 3 

p Pulmonary 
Hypertension 

Doppler 
echocardiographic 

estimated Pulmonary 
Artery Systolic 

Pressure > 35mmHg 

1 

E Elder Age > 60 1 

F Filling Pressure 
Doppler 

echocardiographic 
E/e’ > 9 

1 

H2PEF score Sum (0-9) 

Noncardiac Cardiac 

Kidney (renal failure, nephrosis) Infiltra@ve cardiomyopathy 

Liver (portal hypertension, cirrhosis) Hypertrophic cardiomyopathy 

Chronic venous insufficiency Pericardial disease 

Pregnancy Valvular heart disease 

Medica@ons (CCB, NSAIDS, steroids) High-output heart failure 

Malnutri@on  
 



 

 
 

Volume I. No. 1                                    I                                 Rio Grande Valley, Texas; MARCH 2024                              I                            UTRGV Internal Medicine  

 

The content provided in this newsle1er is intended solely for educa6onal/informa6ve purposes only. Our goal is to inform our community of the latest clinical data updates available, in a more comprehensive manner. While we strive to ensure accuracy, the informa6on presented here should not subs6tute for 
individual analysis and revision of established medical guidelines. Readers are strongly advised to independently verify all informa6on and to correlate it with current medical literature and clinical prac6ce guidelines. 

The authors, editors, and publishers of this newsle1er disclaim any responsibility for any adverse effects or consequences resul6ng from the use of informa6on presented herein. Readers are encouraged to exercise their clinical judgment and seek appropriate professional advice when applying the informa6on 
contained in this newsle1er to pa6ent care. 

– Be curious – 

2 

Nonpharmacological therapies 
_____________________________________ 

 
Summary by JIAN GARCIA-CRUZ MD 

 
Nonpharmacological therapies are attractive strategies to 
improve HFpEF patients' quality of life and clinical outcomes.   
Some non-pharmacological treatment that we could 
recommend as physician are:  

I. Aerobic exercise of >150 minutes/week or >30 
minutes/day. To improve cardiac function and the 
capacity of the circulatory and respiratory systems to 
supply oxygen to skeletal muscle.  

II. Comprehensive lifestyle intervention consisting of a 
structured program to encourage weight loss, with 
self-monitoring of food intake, and weight.   

III. Cardiac rehabilitation programs should be 
implemented before discharge. It has been shown that 
these programs improve quality of life and functional 
capacity of the individual. Although there is benefit, 
lack of insurance coverage makes it difficult to 
arrange.  

IV. Pulmonary Artery Pressure Monitoring devices / 
sensors, to analyze changes in pulmonary artery 
pressure measurements. Class 2B recommendation. 
Conflicting evidence between CHAMPION-HF and 
GUIDED-HF trials has emerged. The former showing 
reductions in hospitalization versus latter trial that was 
blinded did not reveal any difference in outcomes.  

V. Treat comorbidities especially atrial fibrillation, 
hypertension, coronary artery disease, obstructive 
sleep apnea, diabetes, chronic kidney disease and 
obesity. In general, there is no evidence for HFpEF 
specific management of these conditions.  

  
 

 
 
 
Mul<disciplinary considera<ons: 
Several specialists play essenUal roles in managing HFpEF.  
Some referrals that need to be considered as primary care 
physicians: 
a. Cardiologist: Are the ones that primarily focus on the heart 

funcUon, diagnosis, and treatment of HFpEF, including 
medicaUon management and potenUal intervenUons. 
PaUent with mulUple challenging comorbidiUes, high risk 
features as RV dysfuncUon and HF hospitalizaUon, 

cardiorenal syndrome, vascular disease, HCM, amyloidosis, 
pericardial disease, increased needs of diureUcs or NYHA 
Class III and IV needs to be refered to cardiovascular 
specialist. 

b. Heart failure specialist: PaUent with HFpEF should have a 
cardiovascular specialist if lack of converUonal HFpEF risk 
factors, exercise intolerance, non-responsive to diureUcs or 
medical treatment, extremely high brain natriureUc 
pepUdes, recurrence hospitalizaUon (2 or more in a year), 
worsening kidney or liver funcUon, systolic BP <100, 
management of cardiomyopathy or individuals with high 
risk of disease progression. 

c. Pallia-ve Care: Consider referral as soon as paUent is 
diagnosed with HF. PalliaUve care uses a paUent- and family-
centered focus to opUmize health-related quality of life by 
anUcipaUng, prevenUng, and treaUng suffering.  

d. Pulmonologist: Manages respiratory aspects, addressing 
any pulmonary condiUons that may contribute to HFpEF 
symptoms and opUmizing oxygenaUon. If paUent has 
ObstrucUve sleep apnea or features of this condiUon 
pulmonologist referral needs to be done.  

e. Nephrologist: Monitors and manages renal funcUon, 
addressing any kidney-related issues that can impact HFpEF 
progression and treatment. If renal funcUon worsens even 
on diureUcs and decreases urine output, the paUent needs 
to be seen by nephrologist.  

f. Geriatrician: Especially important in the elderly populaUon, 
a geriatrician considers age-related factors, polypharmacy, 
and overall well-being in HFpEF management. 

g. Nutri-onist/Die--an: Consider if you need help opUmizing 
dietary choices to manage condiUons like hypertension, 
diabetes, or obesity, which can contribute to HFpEF. 

h. Physical Therapist: Develops exercise programs tailored to 
the paUent's capabiliUes, promoUng physical acUvity within 
the limits of their condiUon. Consider in paUent with great 
mobility. 

i. Hospice: Typically considered when paUent has a limited life 
expectancy. Offer support for paUents and families, 
including emoUonal and spiritual care.  

 
CollaboraUon among these specialists ensures a well-rounded 
and effecUve approach to HFpEF, considering its mulUfaceted 
nature. 
  



 

 
 

Volume I. No. 1                                    I                                 Rio Grande Valley, Texas; MARCH 2024                              I                            UTRGV Internal Medicine  

 

The content provided in this newsle1er is intended solely for educa6onal/informa6ve purposes only. Our goal is to inform our community of the latest clinical data updates available, in a more comprehensive manner. While we strive to ensure accuracy, the informa6on presented here should not subs6tute for 
individual analysis and revision of established medical guidelines. Readers are strongly advised to independently verify all informa6on and to correlate it with current medical literature and clinical prac6ce guidelines. 

The authors, editors, and publishers of this newsle1er disclaim any responsibility for any adverse effects or consequences resul6ng from the use of informa6on presented herein. Readers are encouraged to exercise their clinical judgment and seek appropriate professional advice when applying the informa6on 
contained in this newsle1er to pa6ent care. 

– Be curious – 

3 

Pharmacological Therapy 
_____________________________________ 

 
Summary by DIANA OTHÓN-MARTÍNEZ MD 

 
Clinical Trials in HFpEF – decreased HF hospitaliza-on and CV 
death.  
Significant findings in DELIVER and EMPEROR-PRESERVED, non-
clinical significant in the rest.  
DELIVER / EMPEROR-PRESERVED / TOPCAT / PARAGON-HF / 
CHARM-PRESERVED  
Results included >23k pa<ents; average age 70.6; 46.6% female; 
total follow-up 2.2 – 3.3 years; mean LVEF 55%; 39.8% of pa<ents 
with T2DM.  

• DiureUc use (all, except EMPEROR-PRESERVED. 
Ranging from 75-95%)  

• ACE inhibitor / ARB (Ranging from 75-95%, except 
CHARM-PRESERVED) 

• ARNI (only 5% deliver, 2% emperor preserved)  
• Beta-blocker (Ranging from 56-86%) 

MRA (Ranging from 12-43%, except TOPCAT). 
 
GDMT Contraindica/ons 
GDMT for HFpEF is contraindicated or to be used with cau<on in 
pregnancy, during lacta-on, and if hypersensi-vi-es present.  
 

 

 

 

 
 

Pharmacological Therapy Flowchart 
_____________________________________ 

 
Summary by EDGAR G. DORSEY-TREVIÑO MD MMSc 
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