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[ Abstract] Heart failure with preserved ejection fraction ( HFpEF) is a group of clinical syndromes characterized by decreased
myocardial compliance ,dysfunction of ventricular active diastolic and passive filling,and increased left ventricular filling pressure ,accounting
for about 50% of the total heart failure. In recent years,the incidence rate and mortality of HFpEF have increased year by year. The changes
and evaluation of myocardial mechanics is one of the hot topics in cardiovascular research. Early diagnosis is very critical for the treatment and
prognosis of this disease. This article reviews the changes of left ventricular myocardial mechanics and the evaluation of cardiac function in
HFpEF patients.
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