Heart failure with preserved ejection fraction
	Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].


	Heart Failure (HF) is a clinical syndrome based on symptoms and signs in conjunction with an elevated NT-proBNP and is classified depending on left ventricular ejection fraction (LVEF) measurements. A normal NT-proBNP makes a diagnosis of heart failure very unlikely.

HF with preserved EF, HFpEF accounts for the majority of all HF diagnosis and is particularly associated with an older and multimorbid population. With age, hypertension, diabetes, coronary artery disease, obesity, the heart tends to get stiffer. It pumps adequately but struggles to fill up (diastolic dysfunction) and manages to do so under great pressure. The ventricle becomes increasingly dependent on left atrial contraction to fill. This contributes to left atrial dilatation which in turns favours atrial fibrillation. 

HFpEF is defined as HF with EF of ≥ 50%. This is normal seen in combination with a structural and/or functional change  

Treatment of HF with preserved EF (LVEF 50% or more): 
· If clinically fluid overloaded, add a loop diuretic for symptomatic relief.
· Treat comorbidities: optimal diabetes control, optimal BP control, weight loss, exercise, AF rate control (and consideration of anticoagulation for AF, see page 34), sleep apnoea.  
· Consider SGLT2 inhibitor.   
· Consider MRA especially if right sided features/fluid overload.   
· Often co-exists with frailty - consider an MDT approach to management including community services.  

Advice on the common management for all patients with heart failure including lifestyle advice can be found on the accompanying pre-referral heart failure guide (link to be added when published).


	Consider emergency admission or same-day discussion with on-call cardiology team for patients with heart failure when:  
· Severe dyspnoea at rest especially if evidence of acute pulmonary oedema (widespread crepitations) with associated haemoptysis/frothy pink sputum.  
· Patients with ongoing cardiac chest pain, signs of hypoperfusion (cool clammy skin, cyanosis, pallor), compromise from syncope, brady or tachycardia need assessment in their own right.

Refer to Heart Failure Clinic (note: local pathways/echo access may vary):
· New patient with NT-proBNP > 2000 pg/ml should be referred to a rapid access clinic and have an echo within 2 weeks and a specialist review. 
· New patients with NT-proBNP 400-2000 pg/ml – echo and review within six weeks.  
· Worsening HF in a patient with a known diagnosis despite optimal GDMT.  

Seek A&G directed toward the HF team rather than clinic review when:
· Patients with an established diagnosis of HF with new deterioration of symptoms or are reaching end of life.  
· Patients who cannot attend hospital appointments (e.g. some care home patient)  
· Patients with severe competing comorbidities in whom treatment of HF is unlikely to improve quality of life.   
· NT-proBNP < 400 pg/ml with persistent symptoms where heart failure is still suspected despite the low likelihood.  
· Electrolyte disturbances and renal function management (see hyperkalaemia template for more information). 
· Low BP (see management of hypotension template for more information). 


	Links to relevant national guidance, local guidelines and pathways:
· Nice Guideline 106: Chronic heart failure in adults: diagnosis and management
· NHS England » Heart failure with preserved ejection fraction: pathway support tool
· British Society For Heart Failure
· Primary Care Cardiovascular Society  

Resources for patients:
· Pumping Marvellous | The UK's Heart Failure Charity  
· Homepage - Alliance for Heart Failure  
· British Heart Foundation


	If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]



