FRAE AR LAV EPRZASE 202 4F 11 J1 28 A %521 % 45 11 # Chin J Mult Organ Dis Elderly, Vol. 21, No. 11, Nov. 28, 2022 - 849 -

PN
'//]<J7l<'

SMAaHERBHVNOCHNRTESHEESIEAZHNARHERE
HARLE! D S AR K

(P EAN R RSERS —EEfO . s NE, LR BRBEERIE
b E S =, AL 100853)

IREE STt PO S U 2 2

[ ZE] S0t sm0 J1 38 (HFpEFR ) J& & R BB T 3R B 40 i — Fh i WL , 180 & DI B8 AR 4 (CKD) J& HFpEF
BE R LRSS , HFpEF & 1 CKD 1 & s HILH i 4 52 & W B, HFpEF &5 CKD Mﬁﬁﬁmﬂmﬁﬁﬁrﬁ% R, 5
Al HFpEF B AL, A9F CKD 19 HFpEF B35 W% 53022, HREE S B R i, HAt T KB, 6970 71 3
HIHEA ALY IR RESE HEpEF fE 5 B B3R 25 , SR AT iS0Ks V0 122 T ih 450 v 30 A3 00 ) 3598 25 W B A T & 952 T & CKD 1)

HFpEF ##
[S&$IA] S B0 B .0 00 20 18 M B ThREAS 4 B DI RE AL ; TS s 4R YT
[FES%S] R541.61 [ xEkirEL] A [DOI] 10.11915/]. issn. 1671-5403.2022. 11. 182

Research progress in heart failure with preserved ejection fraction complicated

with chronic kidney disease

ZHANG Bao-Hua'*?, LI Hui-Ying'*, BAI Yong-Yi'"">*, LIU Hong-Bin'**"

(' Department of Cardiology, *Ninth Department of Health Care, *National Clinical Research Center for Geriatric Diseases, *Beijing
Key Laboratory of Chronic Heart Failure Precision Medicine, Second Medical Center, Chinese PLA General Hospital, Beijing 100853,

China)

[ Abstract]
chronic kidney disease (CKD) is a common comorbidity in HFpEF patients. The pathogenesis of comorbidity of HFpEF and CKD has

Heart failure with preserved ejection fraction ( HFpEF) is a common disease with high morbidity and mortality, and

not been fully elucidated. The bidirectional interactions between HFpEF and CKD may promote their progression. HFpEF patients with
comorbid CKD had a poorer prognosis than those with HFpEF alone, and the risk of death increased with the increasing severity of renal
injury. HFpEF patients do not benefit significantly from the basic drugs used to treat heart failure. However, it is recommended that
new anti-heart failure agents such as sacubitril/valsartan sodium tablets be used in these patients.
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SFF A0 K5 B B AIG B 0> J7 32 3 (heart failure with
mid-range ejection fraction, HFmrEF ) fH #'"%,
HFpEF 4Jf CKD B Wi " | Hbi 5 i
T2 A B2 AE T KU ST . HFpEF & JF
CKD ALl i oA 58 42 i WY, HL H Bi7 i T 28 A
RLHIIGIT MG, AR SCX HFpEF &3 CKD Y 8 iF
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1 HFpEF &3 CKD KRR

HFpEF Il PR 2 3L th 22 F 0 50 FAR AE A
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fak A 2. M Rusinaru 287 30 8 %F T eGFR =
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H T, HFpEF 1 JC A AR A 806 7 ikt 1
BT 2T IR, 5 3 2 R AE AR AT
EFIAYT USSR B B B, 145 S5k Z AL B
il] 5] ( angiotensin converting enzyme inhibitor, ACEI) |
A B 5k = 1 52 K B 57 (angiotensin 11 receptor
blocker, ARB) \B 32 14 FHL#i 71l 5 JH T HFEF &% 1Y
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B}, WA RN BETE HFpEF A Jf CKD i 8 3
(n=1767) Hr 4= K I7 M5 Wow | N R Y
BRI HFpEF 37 & A m B IAUEE | B D Re %Ak LA
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TR VD 22 0 il 450 70 3 44 79 HFpEF 88 3% & 4 WRF
JABSEARS F o FH 45 v0 30 (%) 52 & (HR = 0. 50, 95% CI
0.33~0.77) . Mec Causland 2P B 5% 7R, eGFR <
60 ml/(min - 1. 73m?) 5=60ml/(min - 1. 73m*) %
25 HFpEF AHE & Al 3k 45 T 00 2 1 i 45 vb 38 4, 2
eGFR<60 ml/ (min - 1. 73m?*) 20 3% [H & T Bk 32 i
FEUS MR RA N, Kk, HFpEF & Jf CKD &
HAEf 25y 2k 7 vh R AU I R AR 5 S 25 ) AH G g
PR

B - A bR JL 5 52 B 1 2 ((sodium  glucose
cotransporter 2, SGLT-2) #ll il 57t & #r it JLAF i/ 47
R BRI, B AT LI M PR 9% A F CKD
FEE B R i LT AR AR Bk TG0 ) 5 v
oA R TR ) TR A B A KU ST I
PRAFFFEUESE , JRUAK 51 ¥ TR A% 51 R A% 51 i AT dnd 3
WA 2 USRI & I CKD HR 3% 0.0 7 58 38 £ B X
B BOE T R ORI I A A M IR, TS 5
] [EAR HFpEF H 30 ML 45 A6 T 880 ) 0l R Be
LA BT SGLT-2 4 ) Bk T FEBE 253677
O TR Y B L R S e I g AR S
A LA HFpEF SR O U4 | s i3 0 01 32
SEAR A3z B i A2 1 B0 B 2k 2y T
HFpEF &7 CKD 4 .

4 B &

CKD /& HFpEF f& 35 5 UL A% A Bifi < 5 , 79 34 A
HRZW, 28 HAR UE 9% 1 1 . HFpEF & Jf CKD
BETE 2, HAeRAET OIS RIET B FABE
DA 514, LIt 4 40 A R 1% o LA SR SR A
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