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Study on efficacy and prognosis of dapagliflozin combined with sacubitril valsartan

in treating non-reduced ejection fraction type heart failure”
YANG Xiaogang s XING Jiandong s ZHANG Yun , XING Yulong”
(Department of Cardiology sGaochun People’s Hospital /A f filiated Gaochun People’s
Hospital , Jiangsu Health Vocational College ,Nanjing ,Jiangsu 211300,China)

[Abstract] Objective To investigate the clinical effect of dapagliflozin combined with sacubitril-valsar-
tan in the treatment of non-reduced ejection fraction type heart failure (non-HFrEF). Methods A total of 120
patients with non-HFrEF diagnosed and treated in this hospital from January to December 2022 were selected
as the study subjects and divided into the observation group and control group by the random number method,
60 cases in each group. The both groups were treated with conventional treatments such as f-receptor blockers
and diuretics,the patients in the control group were treated with sacubitril-valsartan (Noxinto),and the pa-
tients in the observation group were treated with dapagliflozin on the basis of the control group for 6 months.
The clinical efficacy,serum N-terminal B-type natriuretic peptide precursor (NT-proBNP) , hypersensitivity-C-
reactive protein (hs-CRP) ,serum creatinine (SCr) ,serum potassium,cardiac color Doppler ultrasound param-
eters,6 min walk test (6MWT) distance before treatment and in 6 months after treatment,and the occurrence
of major adverse cardiovascular events (MACE) during treatment were compared between the two groups. Re-
sults After 6 months of treatment, the total effective rate in the observation group was 93. 3% , which was
higher than 80% in the control group,and the difference was statistically significant (P =0. 032). After 6
months of treatment, the levels of NT-proBNP and hs-CRP in the two groups were significantly decreased
compared with those before treatment, moreover the observation group was lower than the control group.and
the difference was statistically significant (P <C0. 05). After 6 months of treatment, LVEF and 6MWT dis-
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tance in the two groups were increased compared with those before treatment, LVEDV and LVESV were de-

creased compared with those before treatment, moreover the change amplitude of the above indexes in the ob-

servation group were greater than those in the control group,and the differences were statistically significant

(P<C0.05). The incidence rate of MACE in the observation group was lower than that in the control group

(16.7% ws. 5.0%),and the difference was statistically significant ( P <C0. 05). Conclusion

Dapagliflozin

combined with sacubitril-valsartan in the treatment of non-HFrEF could significantly reduce the levels of NT-

proBNP and hs-CRP,improve the cardiac function,increase the exercise tolerance,decrease the incidence rate

of MACE and improve the prognosis.
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