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[ Abstract ] Heart failure is a clinical syndrome caused by abnormal heart structure or function. It is estimated that there are 290
million patients with cardiovascular disease in China, and the number of patients with central failure is 4. 5 million. Based on the left
ventricular ejection fraction, heart failure is divided into heart failure with reduced ejection fraction( HFrEF) and heart failure with preserved
ejection fraction( HFpEF) . In recent years, the incidence of HFpEF has increased significantly compared with HFTEF and has become a
research hotspot. The most common underlying diseases that cause heart failure are high blood pressure , diabetes mellitus(DM) ,and coronary
heart disease,of which DM is one of the most common comorbidities. In the United States, the prevalence of DM in HFpEF is about 45% , but
little is known about the characteristics and outcomes of this population, especially in our country. In this review, several data from clinical
trials of HFpEF therapy are summarized. These data suggest that DM is associated with increased morbidity and long-term mortality of
HFpEF, and several common pathological mechanisms in HFpEF and DM are discussed, including sodium retention, metabolic disorders,
impaired skeletal muscle function and potential therapeutic targets. With the increased understanding of HFpEF and DM, it is hoped to
provide effective treatment methods for clinicians.
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