Case reports

Rawshdeh A, A. Smadi E, Al-Fanik A, Alhusban T, Bassam Khlaif Al-Bataineh Q,
AlKaradsheh G. Early Recognition of Heart Failure with Preserved Ejection Fraction in
Primary Care: A Case Report and Review of the Literature. Academic Medicine & Surgery.
Published online March 23, 2026. doi:10.62186/001¢.157744

Early Recognition of Heart Failure with Preserved Ejection Fraction

in Primary Care: A Case Report and Review of the Literature
Ahmed Rawshdeh, MD'®, Elham A. Smadi, MD?*®, Alaa Al-Fanik, MD*®, Tariq Alhusban, MD*®, Qussay Bassam Khlaif

Al-Bataineh, MD*®, Ghaith AlKaradsheh, MD?

1 Internal Medicine, Jordanian Royal Medical Services, 2 General Practice, Princess Basma Hospital, Jordanian Ministry of Health, Irbid, Jordan,
3 University of Jordan Hospital, 4 Faculty of Medicine, Yarmouk University, > Prince Hashem bin Abdullah Military Hospital

Keywords: Heart failure with preserved ejection fraction, HFpEF, primary care, early recognition

h ://doi.org/10.62186/001c.157744

Academic Medicine & Surgery

Heart failure with preserved ejection fraction (HFpEF) a major cause of morbidity may be
under-diagnosed in primary care, particularly among elderly patients with non-specific
complaints. This case describes a 70-year-old hypertensive and obese female patient
referred for progressive exertional dyspnea during the previous six months. On
presentation, her BNP level was 210 pg/mL, and transthoracic echocardiography
demonstrated preserved left ventricular ejection fraction of 60% with diastolic
dysfunction consistent with HFpEF. The use of an aggressive multidisciplinary approach
to management including diet and lifestyle modification as well as pharmacologic
therapy, altogether yielding significant symptomatic improvement and sustained
reduction in cardiac biomarkers was noted at 1 year. Ultimately, the patient became
asymptomatic with BNP improved significantly and echocardiographic status stabilized.
This case demonstrates the need for a low threshold for suspicion of HFpEF in high risk
patients and the role of early identification and structured follow up in primary care.

1. INTRODUCTION

Heart failure with preserved ejection fraction (HFpEF) rep-
resents approximately 50% of all heart failure cases and
is associated with significant morbidity, frequent hospital-
izations, and reduced quality of life.! Unlike heart failure
with reduced ejection fraction (HFrEF), HFpEF is charac-
terized by normal left ventricular ejection fraction along-
side impaired diastolic function, elevated filling pressures,
and systemic congestion.23 Its clinical presentation is of-
ten subtle, with symptoms such as fatigue, mild exertional
dyspnea, or peripheral edema, which may be misattributed
to aging or common comorbidities including obesity, hy-
pertension, and diabetes.* The increasing prevalence of HF-
pEF, particularly among the elderly population, under-
scores the need for early recognition in primary care
settings.

Previous studies have highlighted the diagnostic chal-
lenges associated with HFpEF and the utility of biomarkers
such as B-type natriuretic peptide (BNP) and echocardio-
graphy in confirming the diagnosis.>7 However, there is
limited evidence on the implementation of structured early
detection strategies in primary care and their impact on pa-
tient outcomes.

This report aims to illustrate the early recognition and
management of HFpEF in a 70-year-old woman with multi-
ple risk factors, emphasizing the role of vigilant assessment
and structured follow-up in a primary care setting.

Early identification of HFpEF is clinically important, as
timely intervention including pharmacologic therapy and

lifestyle modification can reduce hospitalizations, improve
functional status, and enhance quality of life. By presenting
this case, we aim to support the integration of evidence-
based diagnostic strategies into routine primary care prac-
tice and to highlight areas requiring further research.

2. CASE PRESENTATION

A 70-year-old woman presented to her primary care clinic
with a six-month history of progressively worsening exer-
tional dyspnea. She reported difficulty walking more than
200 meters without developing shortness of breath and
mild ankle edema in the evenings. She denied chest pain,
palpitations, orthopnea, or paroxysmal nocturnal dyspnea.
Past medical history was significant for long-standing hy-
pertension and obesity (BMI 32 kg/m?). She had no history
of diabetes, chronic kidney disease, or prior cardiac events.
Family history was notable for hypertension and stroke. She
was a non-smoker and reported minimal alcohol consump-
tion.

Vital signs on examination included BP 148/86 mmHg,
HR 88 bpm, RR 18/min, and O2 sat 97% on room air. Car-
diac examination revealed normal S1 and S2, with no mur-
murs, rubs, or gallops. Lung auscultation demonstrated
bibasilar crackles. Mild pitting edema was present in both
ankles. The remainder of the examination was unremark-
able.

Laboratory investigations showed an elevated BNP of
210 pg/mL. Renal function, electrolytes, and fasting glucose
were within normal limits (Table 1). Electrocardiogram re-
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Table 1. Baseline Laboratory Investigations Supporting the Diagnosis of Heart Failure with Preserved Ejection

Fraction
Parameter Result Reference Range
Hemoglobin 13.2g/dL 12-16 g/dL
WBC Count 6.8 x10%uL 4-11x10%uL
Platelets 220 x10%pL 150-450 x10%pL
Fasting Blood Glucose 95 mg/dL 70-100 mg/dL
Creatinine 0.9 mg/dL 0.6-1.2 mg/dL
BNP 210 pg/mL <100 pg/mL

Figure 1. Transthoracic echocardiography (apical four-
chamber view) showing mild concentric left ventricular
hypertrophy, left atrial enlargement, and preserved
LVEF (60%) [8]-

vealed sinus rhythm with left ventricular hypertrophy.
Transthoracic echocardiography revealed preserved left
ventricular ejection fraction (60%), mild concentric left
ventricular hypertrophy, left atrial enlargement, and grade
II diastolic dysfunction (E/A ratio 1.7, E/e’ 16) (Figure 1).

The patient was diagnosed with HFpEF based on clinical
symptoms, elevated BNP, and echocardiographic findings.
Lifestyle modifications were advised, including structured
aerobic exercise, sodium restriction (<2 g/day), and gradual
weight reduction. Pharmacologic therapy was optimized
with continuation of her angiotensin receptor blocker and
addition of low-dose loop diuretic.

The patient underwent follow-up assessments at 3, 6,
and 12 months. At the 3-month visit, she reported im-
proved exertional tolerance and resolved ankle edema, with
BNP reduced to 180 pg/mL. By 6 months, minimal dyspnea
was noted, lung sounds were normal, and BNP further de-
creased to 150 pg/mL. At 12 months, she remained asymp-
tomatic, with normal examination findings and BNP of 120
pg/mL. Functional capacity was maintained through adher-
ence to exercise and pharmacologic therapy (Table 2). Re-
peat echocardiography at 12 months demonstrated stable
structural parameters and diastolic function (Figure 2).

3. DISCUSSION

Heart failure with preserved ejection fraction (HFpEF) is in-
creasingly recognized, particularly among older adults with
comorbid conditions such as obesity and hypertension.8
Diagnosis is frequently delayed in primary care because
symptoms such as exertional dyspnea and mild peripheral
edema are nonspecific and often attributed to aging or co-
existing conditions.? Early recognition is therefore crucial
to improve clinical outcomes.

According to contemporary diagnostic frameworks, in-
cluding the Heart Failure Association Pre-test assessment,
Echocardiography and natriuretic Peptide score (HFA-
PEFF) and the 2021 European Society of Cardiology (ESC)
heart failure guidelines, HFpEF diagnosis requires the pres-
ence of heart failure symptoms, preserved left ventricular
ejection fraction, elevated natriuretic peptides, and objec-
tive evidence of diastolic dysfunction.1%1! In this patient,
progressive exertional dyspnea, preserved LVEF (60%), ele-
vated BNP levels, left atrial enlargement, and grade II di-
astolic dysfunction fulfilled these criteria, allowing a confi-
dent diagnosis in the primary care setting.

Measurement of natriuretic peptides and transthoracic
echocardiography remains central to HFpEF evaluation. El-
evated BNP reflects increased intracardiac filling pressures,
while echocardiography provides assessment of diastolic
function and structural remodeling.12 In this case, integra-
tion of clinical findings with biomarkers and imaging en-
abled early diagnosis despite a relatively mild initial pre-
sentation.

Management focused on optimization of comorbidities
and symptom relief through lifestyle modification and
guideline-based pharmacologic therapy. Blood pressure
control and low-dose diuretics addressed congestion, while
angiotensin receptor blocker therapy was continued given
the presence of hypertension and left ventricular hypertro-
phy. Although sodium-glucose cotransporter-2 inhibitors
have demonstrated benefit in HfpEF,!3:14 they were not ini-
tiated due to stable symptoms and an adequate response to
initial treatment.

The patient’s sustained clinical improvement and grad-
ual reduction in BNP levels over 12 months highlight the
importance of early diagnosis and structured follow-up in
primary care. While this report describes a single patient,
it aligns with existing primary-care—based studies demon-
strating that structured assessment using natriuretic pep-
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Table 2. Clinical Course, Laboratory Trends, and Management of HFpEF Over 12 Months

Time Symptoms Physical Findings BNP (pg/ Interventions/Notes

point mL)

Baseline Exertional dyspnea, mild ankle Bibasilar crackles, mild 210 Initiated lifestyle counseling
edema edema

3 Improved exertional tolerance Edemaresolved 180 Optimized antihypertensive

months therapy

6 Minimal dyspnea on exertion Normal lung sounds 150 Maintained exercise plan

months

12 Asymptomatic Normal physical exam 120 Continued follow-up

months

tides and echocardiography can facilitate early HFpEF de-
tection and reduce symptom burden when combined with
regular follow-up.

4. CONCLUSION

Heart failure with preserved ejection fraction often goes
undiagnosed in older adults, especially women who also
have obesity and hypertension. This case illustrates that
early detection in primary care by a combination of clinical
assessment, biomarkers and echocardiography can signif-
icantly alter the clinical course. Structured lifestyle adap-
tation and optimization of pharmacologic management are
effective methods at preventing hospitalization, enhancing
functional capacity, and decreasing symptom burden.
Healthcare providers should have a high index of suspicion
for HFpEF in patients presenting with subtle exertional
symptoms, and there is a role to incorporate regular follow-
up into the primary care setting to achieve sustained ef-
fects. Further work is needed to confirm early detection
methods and determine long-term outcomes of structured
primary care in larger populations.
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