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Abstract 
 

Background: Heart failure with preserved ejection fraction (HFpEF) is a clinical syndrome characterized by heart failure symptoms despite 
normal or near-normal left ventricular ejection fraction (LVEF). HFpEF accounts for approximately 50% of heart failure cases, with significant 
associated morbidity and mortality. Objective: This study aims to analyze the management of HFpEF in 80 patients, using global scoring 
systems to evaluate disease severity and treatment effectiveness. Methods: The study included 80 patients with a confirmed diagnosis of HFpEF 
(LVEF ≥ 50%) from Ibn Rochd University Hospital in Casablanca. Demographic, clinical, and laboratory data were collected. Disease severity 
was assessed using the New York Heart Association (NYHA) score, the H2FPEF score (specific to HFpEF diagnosis), and the Framingham risk 
score (for cardiovascular risk assessment). Results: The patient cohort had an average age of 68 years, with 55% female. Common comorbidities 
included hypertension (70%), diabetes (50%), coronary artery disease (30%), and obesity (25%). NYHA scores indicated moderate to severe 
physical limitations in 80% of patients. H2FPEF scores revealed that 30% of patients were at high risk for HFpEF. Framingham scores showed 
that 50% of patients were at intermediate risk for future cardiovascular events. Conclusion: HFpEF patients exhibit high levels of comorbidities, 
particularly hypertension and diabetes. Global scores such as NYHA, H2FPEF, and Framingham provide critical insights into patient 
management. The study emphasizes the importance of personalized treatment strategies and further research into the long-term impact of these 
scoring systems on patient outcomes. 
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INTRODUCTION  
 

Heart failure with preserved left ventricular ejection fraction 
(HFpEF) is a clinical syndrome characterized by signs and 
symptoms of heart failure despite a normal or near-normal left 
ventricular ejection fraction (LVEF). This condition represents 
about half of all heart failure cases and is associated with high 
morbidity and mortality (1). This study aims to examine the 
management of 80 patients with HFpEF using recognized 
global scores to assess the severity of the disease and the 
effectiveness of interventions. 
 
METHODOLOGY 
 
Study Population 
 
We included 80 patients diagnosed with HFpEF in our study. 
The following inclusion and exclusion criteria were applied: 
 
Inclusion Criteria: 
 
 Age over 18 years. 
 Confirmed diagnosis of HFpEF (LVEF ≥ 50%). 
 Presence of heart failure symptoms (dyspnea, fatigue, 

edema, etc.). 
 
Exclusion Criteria: 

 
 LVEF < 50%. 
 Severe uncorrected valvular disease. 
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 Restrictive or hypertrophic cardiomyopathy. 
 Uncontrolled severe pulmonary disease. 
 End-stage renal disease requiring dialysis. 
 
Scores Used 
 
We used several global scores to assess the patients: 
 
1. New York Heart Association (NYHA) Score: Classifies 

patients based on their level of physical disability. 
2. H2FPEF Score: Specifically used to diagnose HFpEF. 
3. Framingham Score: Used to predict the risk of 

cardiovascular diseases. 
 
Data Collection 
 
Demographic, clinical data, and laboratory test results were 
collected from the patients' medical records. Scores were 
calculated during patient consultations. 
 
RESULTS 
 
Demographic and Clinical Characteristics 
 
 Average age of patients: 68 ± 10 years. 
 Gender: 55% women and 45% men. 
 Comorbidities: 70% of patients had hypertension, 50% 

were diabetic, 30% had coronary artery disease, and 25% 
were obese. 

 
 



 
NYH
 
1. C
2. C
3. C
4. C
 
H2F
 
1. S
2. S
3. S
 
Fram
 
1. L
2. In
3. H
 

061   

HA Scores 

Class I: 10% o
Class II: 45% o
Class III: 35% 
Class IV: 10%

FPEF Scores 

Score 0-1: 10%
Score 2-4: 60%
Score 5-6: 30%

mingham Sco

Low risk: 25%
ntermediate ri

High risk: 25%

                           

of patients. 
of patients. 
 of patients. 

% of patients. 

% of patients. 
% of patients. 
% of patients. 

ores 

% of patients. 
isk: 50% of pa

% of patients.  

        Internation

atients. 

nal Journal of Sccience and Resea

 

 

DIS
 
The 
patie
whic
NYH
mod
 
Deta
 
1. H

c
c
a
H
m
c

2. D
H
m
e
m
h

3. C
a
p
d
o
a
t

4. O
p
v
r
l
e

5. S
p
n
v
T
c
i

 
Risk
Fram
thes
card
iden
mor
spec
patie
HFp
such
prov
hear
eject
evol
reco
impo
mod
gluc
emp
hosp
Rece

arch Developmen

CUSSION 

results show
ents with HFp
ch is consist
HA scores in
derate to sever

ails of Comor

Hypertension
comorbidities 
contributes to
afterload, e
Hypertensive 
management 
condition (2). 
Diabetes (50
HFpEF due to
metabolism. D
endothelial d
myocardial fi
heart failure sy
Coronary Ar
artery diseas
perfusion and
diastolic dysfu
of coronary 
anticoagulants
these patients 
Obesity (40%
patients with
ventricular fi
relaxation. E
lifestyle mod
essential for im
Sleep Apnea 
patients with 
negative intra
volume over
Treatment of
continuous po
improve sleep

k scores from
mingham stud
e patients a

diovascular co
ntify patients 
e aggressive t

cifically desig
ents had a hig
pEF. This scor
h as hypertens
ven useful for
rt failure (4). 
tion fraction 
lve with 
ommendations
ortance of 

difications, in 
cose co-trans
pagliflozin and
pitalizations in
ent studies al

t, Vol. 03, Issue 

w a high prev
pEF, particul
tent with dat
ndicate that 
re limitations i

rbidities 

n (70%): Hyp
observed i

o ventricular 
exacerbating 

patients ofte
to prevent 

0%): Diabete
o its harmful 
Diabetic patie
dysfunction, 
ibrosis, worse
ymptoms (2). 
rtery Disease
e often suff

d recurrent is
unction and H

artery dise
s and antiplat
(3). 

%): Obesity 
h HFpEF, c
filling pressu
Effective man
difications an
mproving sym
(25%): Obstru

HFpEF and
athoracic pre

rload and in
f sleep apne
ositive airway
 quality and c

m the European
dy suggest th
are at mode
omplications 
who require 
therapeutic int
ned to diagno

gh score (5-6)
re uses easily
sion, obesity, 
r differentiatin
The treatment
(HFpEF) rem
new pharm

s. Recent 
managing 

addition to s
sporter 2 in
d dapaglifloz
n both diabeti
lso highlight 

08, pp.060-062, A

valence of com
larly hyperten
ta from the 
the majority

in their daily p

pertension is 
in patients 
stiffness and 

heart fai
en require str

deterioration 

s is strongly
effects on ca

ents have an 
systemic in

ening ventric

e (30%): Patie
ffer from red
schemia, whic
HFpEF sympt
ease, includ
telet medicati

is a commo
contributing 
ure and imp
nagement of 
nd nutritiona

mptoms (1). 
uctive sleep ap
d is associate
essure, leadin
ncreased my
ea may inc
y pressure (C

cardiac functio

n Society of C
hat a signific
erate to high

(2,3). These
more intensiv
terventions. T

ose HFpEF, sh
), indicating a
y measurable c

and renal dy
ng HFpEF fro
t of heart fail

mains complex
macological 

guidelines 
comorbiditie

specific drug t
nhibitors (SG

zin have been
ic and non-di
the use of s

August, 2024 

morbidities am
nsion and diab

literature(1).
y of patients
physical activ

one of the 
with HFpEF
increased ca

ilure symp
rict blood pre

of their ca

y associated 
ardiac and vas

increased ri
nflammation, 
cular stiffness

ents with coro
duced myoca
ch can exace
toms. Manage
ing the us
ions, is crucia

on comorbidi
to increased
paired ventri
f obesity thr
al interventio

pnea is comm
ed with incr
ng to ventri
ocardial stiff
lude the us
CPAP) devic
on (2). 

Cardiology an
cant proportio
h risk of f

e scores can 
ve monitoring

The H2FPEF s
howed that 30
 high likeliho
clinical param

ysfunction, an
om other form
ure with pres
x and continu
approaches 
emphasize 

es and life
therapies. Sod
GLT2i) such

n shown to re
abetic patient
spironolactone

mong 
betes, 
 The 

s had 
vities. 

main 
F. It 
ardiac 
toms. 

essure 
ardiac 

with 
scular 
sk of 

and 
s and 

onary 
ardial 
erbate 
ement 
e of 
al for 

ity in 
d left 
icular 
rough 
on is 

mon in 
reased 
icular 

ffness. 
se of 
ces to 

nd the 
on of 
future 

help 
g and 
score, 
0% of 
ood of 
meters 
nd has 
ms of 
erved 

ues to 
and 
the 

festyle 
dium-
h as 
educe 
ts [5]. 
e and 



sacubitril-valsartan, particularly effective in patients with 
borderline reduced ejection fraction [6]. However, many 
clinical trials have yielded disappointing results, underscoring 
the need for personalized therapeutic approaches due to the 
complexity of the HFpEF syndrome [7]. Recent 
recommendations incorporate contemporary data to provide a 
practical framework for evidence-based diagnosis and 
treatment [8,9]. 
 
Conclusion 
 
This study highlights the importance of using global scores to 
assess the severity of heart failure with preserved left 
ventricular ejection fraction and the associated risks in 
patients. The scores used provide valuable information that can 
guide clinicians in the management and follow-up of these 
patients. Future studies with larger sample sizes and long-term 
follow-ups are needed to better understand the impact of these 
scores on clinical outcomes and to develop optimal 
intervention strategies for patients with HFpEF. 
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