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Do we need a definition of acute heart failure with preserved
ejection fraction?
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ABSTRACT
Heart failure with preserved ejection fraction (HFpEF) might soon become the most prevalent
type of acute heart failure. Still, despite more than 30 years of research on HFpEF, not only do
we lack specific treatment, but also a generally accepted definition of HFpEF. Since 2016, several
definitions and algorithms have been proposed for diagnosing both diastolic dysfunction and
overt HFpEF. However, all of them focus exclusively on chronic (and not acute) HFpEF. Recent
studies showed that acute HFpEF may be overdiagnosed in patients presenting with acute dys-
pnoea. The aim of our article was to address two questions: (1) why there is a need for specific
diagnostic criteria for acute HFpEF, and (2) what such definition of acute HFpEF
should encompass.

KEY MESSAGES:

� Several scores and algorithms have been proposed for diagnosing chronic heart failure with
preserved ejection fraction (HFpEF), however, so far, there is no definition of acute HFpEF.

� Acute HFpEF seems to be overdiagnosed in patients presenting with acute dyspnoea.
� Definition of acute HFpEF should comprise both (1) features of chronic HFpEF and (2)
markers of increased left ventricular filling pressures and/or of pulmonary congestion.
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Introduction: heart failure and
ejection fraction

According to projected trajectories of the proportion
of heart failure (HF) types among patients hospitalised
for HF decompensation, HF with preserved ejection
fraction (EF) – HFpEF – might soon become the most
prevalent type of acute HF [1]. However, in 2021, des-
pite more than 30 years of research and discussion on
HFpEF (and its various nomenclatures), we still lack
specific diagnostic criteria of its acute exacerbation,
let alone specific treatment in either the acute or
chronic setting.

In 2019, the PARAGON-HF trial missed its primary
endpoint of cardiovascular death and total HF hospi-
talisations (“hard endpoints”), and in 2020, the
PARALLAX trial failed to demonstrate improvement
over the control group in functional capacity, and
quality of life improved at 4 but not 24weeks (“soft
endpoints”) with sacubitril-valsartan in HFpEF, despite
achieving the anticipated reduction in concentrations

of natriuretic peptides (NPs) [2,3]. Some hope remains
with trials of sodium-glucose cotransporter 2 (SGLT2)-
inhibitors (EMPEROR-Preserved [4], DELIVER
[ClinicalTrials.gov Identifier: NCT03619213]), especially
given the recent results of the SOLOIST-WHF trial [5].

Both the PARAGON-HF and the PARALLAX trial
included not only patients with normal EF but also
those with “borderline” EF (i.e. with EF �45% and
>40%, respectively) [2,3]. Earlier, in 2016, the
European Society of Cardiology (ESC) guidelines intro-
duced, for the first time, a separate HF type – HF with
mid-range EF (HFmrEF), and clearly defined EF cut-offs
for HFmrEF (40–49%) and HFpEF (�50%) [6]. This dis-
tinction was made to stimulate research into the
underlying pathophysiology and treatment of those
“grey zone” patients in order to elucidate whether
they are closer to HFpEF or HF with reduced EF
(HFrEF). After 5 years of research, it is becoming
increasingly clear that HFmrEF, which should more
appropriately be termed HF with mildly reduced

CONTACT Agnieszka Kapłon-Cie�slicka agnieszka.kaplon@gmail.com 1st Chair and Department of Cardiology, Medical University of Warsaw,
Banacha 1a, 02-097, Warsaw, Poland
� 2021 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

ANNALS OF MEDICINE
2021, VOL. 53, NO. 1, 1470–1475
https://doi.org/10.1080/07853890.2021.1968028

http://crossmark.crossref.org/dialog/?doi=10.1080/07853890.2021.1968028&domain=pdf&date_stamp=2021-08-24
http://orcid.org/0000-0003-2020-3027
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1080/07853890.2021.1968028
http://www.tandfonline.com


instead of “mid-range” EF, is milder with better prog-
nosis, but otherwise resembles HFrEF more than
HFpEF, and may respond to similar treatments as does
HFrEF [7–11]. In contrast, HFpEF, i.e. truly “normal” EF
differs from HFrEF and HFmrEF and treatments will
need to target specific phenotypes such as transthyre-
tin-related (ATTR) amyloidosis (tafamidis in the ATTR-
ACT study) or hypertrophic cardiomyopathy (mava-
camten in the EXPLORER-HCM trial) or potentially
comorbidity-driven systemic inflammation and micro-
vascular dysfunction [12–15].

Defining HFpEF

Following the HFpEF definition from the 2016 ESC
guidelines, several algorithms were proposed for diag-
nosing both diastolic dysfunction and overt HFpEF
[6,16–18]. The 2018H2FPEF score includes 6 dichotom-
ised, clinical and echocardiographic variables: H1 for
“heavy” (body mass index >30 kg/m2), H2 for hyper-
tension treated with 2 or more medicines, F for the
presence of atrial fibrillation (AF), P for echocardio-
graphic signs of elevated pulmonary artery pressure, E
for elderly (age of >60 years), and F for elevated left
ventricular (LV) filling pressures on echocardiography
(E/e’ ratio >9). If positive, these variables are attrib-
uted 1–3 points with a total maximum of 9 points and
a high probability of HFpEF at scores of 6–9 [17]. In
contrast, the 2019 Heart Failure Association (HFA)-PEFF
algorithm is a more complex, stepwise approach with
step 1 [P] for pre-test assessment, step 2 [E] for echo-
cardiography and NP score, step 3 [F1] for functional
testing (exercise echocardiography and/or heart cath-
eterization), and step 4 [F2] for final aetiology [18].
Compared to the 2016 ESC definition of HFpEF, the
2019 HFA-PEFF algorithm is more specific for HFpEF,
and the 2018H2FPEF score has the advantage of valid-
ation against invasive measurements [6,17–19]. Still,
despite their strengths, both those HFpEF definitions
are to some point diagnoses “by exclusion” i.e. they
refer to symptomatic patients in whom other potential
reasons for exertional dyspnoea have been ruled out.
Furthermore, all hitherto HFpEF definitions focus
exclusively on chronic (and not acute)
HFpEF [6,16–18].

Acute HFpEF

Diagnosing acute HFpEF relies mostly on clinical
judgement. For example, in an elderly patient with
acute dyspnoea, classical HFpEF risk factors and
comorbidities (obesity, hypertension, diabetes, AF),

rales at the basis of the lungs, elevated NPs concentra-
tions, and preserved EF on echocardiography, it is
tempting to diagnose HFpEF. However, such patients
often have other cardiac and extracardiac comorbid-
ities, which may, at least in part, be responsible for
their clinical presentation. Basal rales on lung ausculta-
tion are not pathognomonic for pulmonary congestion
and may result from inflammation, fibrosis, interstitial
lung disease, or atelectasis (the latter often observed
in obese and less mobile patients). Concentrations of
NPs may rise above the adopted “HF cut-points” in
patients with no HF, but with other cardiac (AF, valvu-
lar heart disease) and extracardiac (pulmonary embol-
ism, chronic obstructive pulmonary disease, liver
disease, renal dysfunction) diseases, especially if they
coexist, which is common in the elderly. Older age
and lower body mass index are also associated with
higher levels of NPs [6,18,19]. Thus, NPs cut-offs for HF
adopted in the 2016 ESC guidelines are recommended
for excluding, but not for confirming an HF diagnosis
[6]. Conversely, the 2018H2FPEF score did not include
NPs at all, as their addition to the score did not
increase its diagnostic ability [17]. In the 2019 HFA-
PEFF algorithm, elevated NPs are not required to
establish the diagnosis of HFpEF but increase its likeli-
hood. Different cut-offs are proposed depending on
the presence or absence of AF, and on the type of
diagnostic criterion (major or minor) [18]. These scores
and those cut-offs, however, refer to chronic HFpEF,
and cannot be used for diagnosing acute HFpEF.

Thus, there is a need for separate diagnostic criteria
for acute HFpEF. Most parameters included in algo-
rithms for the diagnosis of chronic HFpEF or diastolic
dysfunction, such as NPs, E/e’ ratio, mitral inflow
velocities, tricuspid regurgitation velocity, and to a
lesser extent left atrial volume index and e’ velocities,
change with volume and pressure overload, as well as
heart rate, and thus cut-offs used for chronic HFpEF
may not be applicable in patients with acute symp-
toms [19].

In a patient with preserved EF and acute symptoms
suggestive of HF, two questions need to be addressed:
(1) whether the patient has HFpEF, and (2) whether
HFpEF is the reason for present symptom exacerba-
tion. Regarding the first question, of patients hospital-
ised for acute HFpEF, as many as half might not meet
even the relatively mild criteria for chronic HFpEF dur-
ing the index hospitalisation, and three quarters might
not meet chronic HFpEF criteria at stable follow-up
[20,21]. Even if a patient does indeed have chronic
HFpEF, he or she still may experience acute dyspnoea
due to other cardiac or extracardiac causes, unrelated
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to HFpEF. Cardiac dyspnoea results from pulmonary
congestion, which is secondary to the elevation of left
atrial pressure (LAP). The latter can be either measured
invasively or estimated by echocardiography using E/
e’ ratio and mitral inflow velocities [16,22]. In a patient
with dyspnoea at rest or with minimal physical activ-
ity, normal LAP precludes left-sided cardiac origin of
dyspnoea, including HFpEF. Concentrations of NPs cor-
relate with LV filling pressures but have limitations
presented above [6,18,19]. The presence of B-lines in
lung ultrasound is an easily obtainable and reliable
marker of pulmonary congestion, superior to chest X-
ray, and proved its diagnostic and prognostic value
both in hospitalised and ambulatory patients with HF,
including HFpEF [22]. Still, B-lines on lung ultrasound
are not pathognomonic for cardiogenic pulmonary
congestion but may be present in patients with pneu-
monia or acute respiratory distress syndrome (ARDS),
who will also present with acute dyspnoea [22]. Thus,
all those modalities applied together (NPs, echocardi-
ography with LAP estimation, lung ultrasound) help
establish the diagnosis of acute HFpEF, and their
incorporation in future diagnostic algorithms should
be advocated. Still, in a patient with acute dyspnoea
and preserved EF, acute HFpEF is not the only
possible reason for LAP elevation, as it may also result
from the onset of AF, rise in arterial pressure,
valvular disease, or volume overload (e.g. due to renal

failure) – these conditions can induce LAP elevation
each on their own or in combination even in the
absence of HFpEF, but they can also trigger chronic
HFpEF decompensation. As they are common in eld-
erly patients suspected of HFpEF, acute HFpEF defin-
ition should also include indices of chronic HFpEF
such as LV hypertrophy, and/or decreased e’ velocities,
given that acute HFpEF exacerbation can only develop
on top of previous chronic diastolic dysfunction (in
contrast to HFrEF which can acutely develop de novo,
i.e. in an individual with previously normal LV struc-
ture and function). In an acute HFpEF definition, cut-
offs for NPs should be adopted for acute HFpEF if pos-
sible, and preferably adjusted for the presence or
absence of AF. A proposed concept of an integrated
approach to acute HFpEF definition is graphically pre-
sented in Figure 1. Given the limitations of each indi-
vidual parameter, the definition of acute HFpEF
should, ideally, encompass a broad range of indices of
chronic structural and/or functional LV abnormalities,
and of acutely increased LV filling pressures. These
parameters should be interpreted in conjunction with
one another to increase the accuracy of acute
HFpEF diagnosis.

At the same time, we acknowledge the limitations
of such a complex approach in the acute setting. In
the emergency department, treatment of pulmonary
congestion must often be prioritised and based on

Figure 1. Proposal of an integrated approach to the diagnosis of acute heart failure with preserved ejection fraction (HFpEF) in
patients with preserved EF and acute symptoms suggestive of HF. LUS: lung ultrasound; NPs: natriuretic peptides; ECHO: echocar-
diography; LV: left ventricle; LA: left atrium; LVH: left ventricular hypertrophy; LAVI: left atrial volume index.
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clinical judgement before applying more sophisticated
diagnostic tests. Such “empirical” treatment, usually
consisting of intravenous diuretics and/or vasodilators
will lead to a reduction in LAP and, consequently and
desirably, an improvement in symptoms. If echocardi-
ography is delayed, then, at the time of assessment,
LAP might have already normalised with treatment,
hindering the “post-hoc” confirmation of acute HFpEF.
However, the use of point-of-care ultrasound is
becoming more and more common in emergency
departments and intensive care units, and NP concen-
trations can also be measured within the first few
hours of admission. Finally, as emphasised above, fea-
tures of chronic HFpEF (i.e. of structural and/or func-
tional LV abnormalities), which can be assessed after
achieving clinical stabilisation, are obligatory to secure
the diagnosis of acute HFpEF decompensation. Typical
features of chronic HFpEF are gathered under the
functional and morphological domains of the HFA-
PEFF score [18]. If LAP elevation and/or pulmonary
congestion were not documented in a patient with
suspected acute HFpEF decompensation and the result
of the HFA-PEFF score (step 2 [E] of the HFA-PEFF
algorithm) remains inconclusive, once the patient is
stabilised, diastolic exercise test (step 3 [F1] of the
HFA-PEFF algorithm) should be considered to confirm
HFpEF [18].

Regardless of EF category, when validated exter-
nally, HF could be potentially misdiagnosed in 15–50%
of hospitalised patients and half of the ambulatory,
primary care patients [21,23–29]. This demonstrates
the need to objectify HF diagnosis which is still most
often made clinically [21,23–29]. The proposed inte-
grated approach, presented in Figure 1, is based on
objective evidence from different diagnostic tests in
patients with an initial clinical diagnosis of acute
HFpEF. While the leading symptoms and signs of HF
are less specific (dyspnoea, pulmonary rales, tachycar-
dia, peripheral oedema), some signs (third heart
sound, elevated jugular venous pressure, hepatojugu-
lar reflux) may be more specific for HF, but are not
always present (e.g. third heart sound present in 30%,
and elevated jugular venous pressure in 35% of acute
HF patients) [11,30]. Importantly, all HF symptoms and
signs may occur in patients with volume overload (e.g.
in renal failure) and/or high-output states (e.g.
anaemia, thyrotoxicosis, arteriovenous shunts, liver dis-
ease), even in the absence of an underlying LV dis-
ease. Those clinical symptoms and signs can mimic HF
but will resolve once the primary cause is appropri-
ately treated [11]. This underscores the need for an
accurate assessment of features of chronic LV

abnormalities in a patient with a clinical suspicion of
acute HFpEF.

Yet, given that there is no evidence-based treat-
ment for acute HFpEF, does it matter if we correctly
diagnose it? Diuretics may help resolve symptoms of
increased LAP irrespective of its aetiology. However, in
patients with normal LAP and no hypervolemia, diur-
etic use may be detrimental, especially in the elderly
with reduced glomerular filtration. Furthermore, over-
diagnosing HFpEF may lead to disregarding other
potential cardiac or extracardiac causes of symptoms.
In patients with preserved EF and a clinical diagnosis
of acute HF, compared to patients with increased LAP
(and thus “confirmed” acute HFpEF), those with nor-
mal LAP (and thus possibly misdiagnosed with HFpEF)
were subsequently twice as often hospitalised for non-
cardiovascular reasons and significantly more often
hospitalised for cardiovascular non-HF reasons, despite
a lower prevalence of cardiac and extracardiac comor-
bidities at baseline [21]. This suggests that at least
some patients with acute dyspnoea and preserved EF
may be overdiagnosed with HFpEF and underdiag-
nosed with other diseases, which consequently leads
to their exacerbations. This emphasises the need for
careful assessment of patients with suspected HFpEF
for cardiovascular and non-cardiovascular
comorbidities.

A reliable definition of acute HFpEF is needed also
because many patients are first diagnosed with HFpEF
during hospitalisation for acute symptoms. Once
“labeled” with HFpEF, their chronic symptoms such as
dyspnoea, fatigue, exercise intolerance or peripheral
oedema may later be automatically attributed to
HFpEF, delaying the diagnosis of other relevant
comorbidities, such as chronic obstructive pulmonary
disease, interstitial lung diseases, pulmonary arterial
hypertension, venous thromboembolism and chronic
thromboembolic pulmonary hypertension, chronic cor-
onary syndromes, chronotropic incompetence, con-
strictive pericarditis, thyroid dysfunction, kidney
disease, liver disease, anaemia, myelodysplastic and
myeloproliferative syndromes, systemic autoimmune
diseases, neuromuscular disorders, or cancer disease.
Given the natural history of HFpEF, the definition of
acute HFpEF should comprise both (1) features of
chronic HFpEF (such as LV hypertrophy and decreased
e’ velocities) and, obligatory, (2) markers of increased
LV filling pressures (such as elevated NPs, increased E/
e’ ratio, high E-wave velocity with pseudonormal or
restrictive mitral inflow pattern) and/or of pulmonary
congestion (such as B-lines on lung ultrasound).
Almost every chronic disease has a definition of its

ANNALS OF MEDICINE 1473



acute exacerbation, and HFpEF should be
no exception.

Author contributions

AKC and LHL were involved in the conception and design of
the paper. AKC drafted the paper, and LHL revised it critic-
ally for intellectual content. Both authors approved the ver-
sion to be published and agree to be accountable for all
aspects of the work.

Disclosure statement

Dr. Kapłon-Cie�slicka reports personal fees from Angelini
Pharma, personal fees from Bayer, personal fees from KRKA,
personal fees from Servier, outside the submitted work. Dr.
Lund reports personal fees from Merck, grants and personal
fees from Vifor-Fresenius, grants and personal fees from
AstraZeneca, grants and personal fees from Relypsa, per-
sonal fees from Bayer, grants from Boston Scientific, personal
fees from Pharmacosmos, personal fees from Abbott, per-
sonal fees from Medscape, personal fees from Myokardia,
grants and personal fees from Boehringer Ingelheim, grants
and personal fees from Novartis, personal fees from Sanofi,
personal fees from Lexicon, outside the submitted work.

ORCID

Agnieszka Kapłon-Cie�slicka http://orcid.org/0000-0003-
2020-3027

Data availability statement

Data sharing is not applicable to this article as no new data
were created or analysed in this study.

References

[1] Oktay AA, Rich JD, Shah SJ. The emerging epidemic
of heart failure with preserved ejection fraction. Curr
Heart Fail Rep. 2013;10(4):401–410.

[2] Solomon SD, McMurray JJV, Anand IS, et al.
Angiotensin-neprilysin inhibition in heart failure with
preserved ejection fraction. N Engl J Med. 2019;
381(17):1609–1620.

[3] Wachter R, Shah SJ, Cowie MR, et al. Angiotensin
receptor neprilysin inhibition versus individualized
RAAS blockade: design and rationale of the
PARALLAX trial. ESC Heart Fail. 2020;7(3):856–864.

[4] Anker SD, Butler J, Filippatos GS, et al. Evaluation of
the effects of sodium-glucose co-transporter 2 inhib-
ition with empagliflozin on morbidity and mortality in
patients with chronic heart failure and a preserved
ejection fraction: rationale for and design of the
EMPEROR-preserved trial. Eur J Heart Fail. 2019;21(10):
1279–1287.

[5] Bhatt DL, Szarek M, Steg PG, et al. Sotagliflozin in
patients with diabetes and recent worsening heart
failure. N Engl J Med. 2021;384(2):117–128.

[6] Ponikowski P, Voors AA, Anker SD, et al. 2016 ESC
guidelines for the diagnosis and treatment of acute
and chronic heart failure: the task force for the diag-
nosis and treatment of acute and chronic heart failure
of the European society of cardiology (ESC).
Developed with the special contribution of the heart
failure association (HFA) of the ESC. Eur J Heart Fail.
2016;18(8):891–975.

[7] Vedin O, Lam CSP, Koh AS, et al. Significance of ische-
mic heart disease in patients with heart failure and
preserved, midrange, and reduced ejection fraction: a
nationwide cohort study. Circ Heart Fail. 2017;10:
e003875.

[8] Lund LH, Claggett B, Liu J, et al. Heart failure with
mid-range ejection fraction in CHARM: characteristics,
outcomes and effect of candesartan across the entire
ejection fraction spectrum. Eur J Heart Fail. 2018;
20(8):1230–1239.

[9] Cleland JGF, Bunting KV, Flather MD, et al. Beta-block-
ers for heart failure with reduced, mid-range, and pre-
served ejection fraction: an individual patient-level
analysis of double-blind randomized trials. Eur Heart
J. 2018;39(1):26–35.

[10] Solomon SD, Vaduganathan M, Claggett BL, et al.
Sacubitril/valsartan across the spectrum of ejection
fraction in heart failure. Circulation. 2020;141(5):
352–361.

[11] Bozkurt B, Coats AJS, Tsutsui H, et al. Universal defin-
ition and classification of heart failure: a report of the
heart failure society of America, heart failure associ-
ation of the European society of cardiology, Japanese
heart failure society and writing committee of the
universal definition of heart failure: endorsed by the
Canadian heart failure society, heart failure associ-
ation of India, cardiac society of Australia and New
Zealand, and Chinese heart failure association. Eur J
Heart Fail. 2021;23(3):352–380.

[12] Maurer MS, Schwartz JH, Gundapaneni B, et al.
Tafamidis treatment for patients with transthyretin
amyloid cardiomyopathy. N Engl J Med. 2018;379(11):
1007–1016.

[13] Olivotto I, Oreziak A, Barriales-Villa R, et al.
Mavacamten for treatment of symptomatic obstruct-
ive hypertrophic cardiomyopathy (EXPLORER-HCM): a
randomised, double-blind, placebo-controlled, phase
3 trial. Lancet. 2020;396(10253):759–769.

[14] Sanders-van Wijk S, Tromp J, Beussink-Nelson L, et al.
Proteomic evaluation of the Comorbidity-
Inflammation paradigm in heart failure with preserved
ejection fraction: results from the PROMIS-HFpEF
study. Circulation. 2020;142(21):2029–2044.

[15] Shah SJ, Lam CSP, Svedlund S, et al. Prevalence and
correlates of coronary microvascular dysfunction in
heart failure with preserved ejection fraction: PROMIS-
HFpEF. Eur Heart J. 2018;39(37):3439–3450.

[16] Nagueh SF, Smiseth OA, Appleton CP, et al.
Recommendations for the evaluation of left ventricu-
lar diastolic function by echocardiography: an update
from the American society of echocardiography and
the European association of cardiovascular imaging.
Eur Heart J Cardiovasc Imaging. 2016;17(12):
1321–1360.

1474 A. KAPŁON-CIEŚLICKA AND L. H. LUND



[17] Reddy YNV, Carter RE, Obokata M, et al. A simple, evi-
dence-based approach to help guide diagnosis of
heart failure with preserved ejection fraction.
Circulation. 2018;138(9):861–870.

[18] Pieske B, Tsch€ope C, de Boer RA, et al. How to diag-
nose heart failure with preserved ejection fraction:
the HFA-PEFF diagnostic algorithm: a consensus rec-
ommendation from the heart failure association (HFA)
of the European society of cardiology (ESC). Eur J
Heart Fail. 2020;22(3):391–412.

[19] Kapłon-Cie�slicka A, Kupczy�nska K, Dobrowolski P,
et al. On the search for the right definition of heart
failure with preserved ejection fraction. Cardiol J.
2020;27(5):449–468.

[20] Hage C, Lofstrom U, Donal E, et al. Do patients with
acute heart failure and preserved ejection fraction
have heart failure at follow-up: implications of the fra-
mingham criteria. J Card Fail. 2020;26(8):673–684.

[21] Kapłon-Cie�slicka A, Laroche C, Crespo-Leiro MG, et al.
Is heart failure misdiagnosed in hospitalized patients
with preserved ejection fraction? From the European
society of Cardiology - Heart failure association EUR
observational research programme heart failure long-
term registry. ESC Heart Fail. 2020;7(5):2098–2112.

[22] �Celutkien _e J, Lainscak M, Anderson L, et al. Imaging
in patients with suspected acute heart failure: time-
line approach position statement on behalf of the
heart failure association of the European society of
cardiology. Eur J Heart Fail. 2020;22(2):181–195.

[23] Schaufelberger M, Ekestubbe S, Hultgren S, et al.
Validity of heart failure diagnoses made in 2000-2012
in Western Sweden. ESC Heart Fail. 2020;7(1):36–45.

[24] Delekta J, Hansen SM, AlZuhairi KS, et al. The validity
of the diagnosis of heart failure (I50.0-I50.9) in the
Danish national patient register. Dan Med J. 2018;65:
A5470.

[25] Mard S, Nielsen FE. Positive predictive value and
impact of misdiagnosis of a heart failure diagnosis in
administrative registers among patients admitted to a
university hospital cardiac care unit. Clin Epidemiol.
2010;2:235–239.

[26] Ingelsson E, Arnl€ov J, Sundstr€om J, et al. The validity
of a diagnosis of heart failure in a hospital discharge
register. Eur J Heart Fail. 2005;7(5):787–791.

[27] Kapłon-Cie�slicka A, Tymi�nska A, Peller M, et al.
Diagnosis, clinical course and one-year outcome in
patients hospitalized for heart failure with preserved
ejection fraction (from the polish cohort of the ESC-
HF long-term registry). Am J Cardiol. 2016;118(4):
535–542.

[28] Carey SA, Bass K, Saracino G, et al. Probability of
accurate heart failure diagnosis and the implications
for hospital readmissions. Am J Cardiol. 2017;119(7):
1041–1046.

[29] Verd�u-Rotellar JM, Frigola-Capell E, Alvarez-P�erez R,
et al. Validation of heart failure diagnosis registered
in primary care records in two primary care centres in
Barcelona (Spain) and factors related. A cross-sec-
tional study. Eur J Gen Pract. 2017;23(1):107–113.

[30] Chioncel O, Mebazaa A, Harjola VP, et al. Clinical phe-
notypes and outcome of patients hospitalized for
acute heart failure: the ESC heart failure long-term
registry. Eur J Heart Fail. 2017;19(10):1242–1254.

ANNALS OF MEDICINE 1475


	Abstract
	Introduction: heart failure and ejection fraction
	Defining HFpEF
	Acute HFpEF
	Author contributions
	Disclosure statement
	Orcid
	Data availability statement
	References


