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[ Abstract] The incidence of heart failure with preserved ejection fraction ( HFpEF) has shown an upward trend in recent years. The
number of HFpEF patients is expected to double in the next two decades, and nearly half of the heart failure patients in the community are
HFpEF. Despite the high prevalence of HFpEF, there is currently no targeted treatment approved by Food and Drug Administration, which
makes it one of the most concerned diseases in cardiovascular medicine. Many clinical studies have shown that its mechanism may be related to
sarcopenia, inflammatory signals and metabolism, coronary microcirculation, and myocardial fibrosis. Studies have shown that cardiac
rehabilitation including exercise training is effective for patients with HFpEF, which brings new ideas for the treatment. This review mainly
introduces the research on beneficial therapies and their possible mechanisms.
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