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Effect of Dapagliflozin on Cardiac Structure and Function in
Patients with Heart Failure Due to Mildly Reduced
Ejection Fraction
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(Dept. of Cardiology, The Affiliated Hospital of Kunming University of Science and Technology/
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[ Abstract] Objective To investigate the effects of dapagliflozin on cardiac structure and function in
patients with heart failure due to mildly reduced ejection fraction. Methods  Patients diagnosed with heart failure
due to mildly reduced ejection fraction in the outpatient department and inpatient department of the First People's
Hospital of Yunnan Province from November 1, 2021 to December 31, 2022 were selected and divided into the
conventional anti—heart failure group and dapagliflozin group according to whether they were taking dapagliflozin or
not. The conventional anti-heart failure group received the conventional anti-heart failure treatment (loop diuretics,
ACEI/ARB/ARNI, spironolactone, [ —blocker), and the dapagliflozin group was given oral dapagliflozin on the

basis of conventional anti—heart failure treatment. The improvement of cardiac function, LVEDD (left ventricular
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end-diastolic diameter) , LVESD ( left ventricular end-systolic diameter) , LVEF ( left ventricular ejection
fraction), IVST (ventricular septum thickness), LVPWT (left ventricular posterior wall thickness), LAD (left
atrial diameter) and the incidence of adverse events after the treatment within 3 months, 6 months and 1 year were
observed in both groups. Results 33 patients in the dapagliflozin group and 37 patients in the conventional anti—
heart failure group completed the follow—up. (1) After 3 months, 6 months and 1 year of thefollow—up, the NYNH
cardiac function grade of the two groups was improved compared with that before the treatment and the total effective
rate of the dapagliflozin group was significantly higher than that of the conventional anti—heart failure group( P <
0.05).(2) LVEF increased compared with the baseline in both groups, while LVEDD, LVESD, LAD, IVST and
LVPWT decreased compared with the baseline( P < 0.05).(3) After 3 months of treatment , there was no significant
difference between LVEF, LVEDD, LVESD, LAD and IVST at 3 months( P> 0.05) and the decrease of LVPWT
in dapagliflozin group was significantly higher than that in conventional anti-heart failure group. (4) After 6 months
and 1 year of the treatment, the increase of LVEF and the decrease of LAD, IVST and LVPWT in dapagliflozin
group were significantly higher than those in conventional anti—heart failure group ( P < 0.05) .There was no
significant difference in the decrease degree of LVEDD and LVESD between the two groups at 6 months after the
treatment( P> 0.05) and the difference was significant at 1 year after the treatment( P < 0.05). Conclusion On the

basis of standardized anti—heart failure drug therapy, the combination of dapagliflozin can further improve the

cardiac remodeling and function of patients with heart failure due to mildly reduced ejection fraction.
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Tab.1 Comparison of baseline clinical data in two group [n(%)/(X+ 5)/M(P,s, P;5)]

B8 IARF A (n = 33) RO EH (n=37) 1z P
AERS (%) 64.09 + 11.10 62.46 + 13.88 0.539 0.592
HEH(H ) 24/9 23/14 0.883 0.348
HF45 A 0.005 0.945

B O WL 19(57.58) 21(56.76)

AeHm O NUR A IR 14(42.42) 16(43.24)

L B 9(27.27) 11(29.73) 0.052 0.820

R ML 22(66.67) 17(45.95) 3.035 0.081
WEIRIE FH 2515 0 19(57.58) 16(43.24) 1.433 0.231

ARB 10(30.30) 9(24.33) 0.315 0.574

ACEI 6( 18.18) 8(21.62) 0.129 0.719

ARNI 17(51.52) 20(54.05) 0.045 0.832
BZ AR 771
FLZRIE IR 20(60.61) 21(56.76) 0.107 0.744
EFEIRIRK 13(39.39) 16(43.24) 0.107 0.744
FEFI R 22(66.67) 27(72.97) 0.330 0.565
P2 I 33(100.00) 37( 100.00) -
LIRS R 1.446 0.485

%% 14(42.42) 11(29.73)

%% 13(39.40) 16(43.24)

V4% 6( 18.18) 10(27.03)
Wi s (mmHg) 121.67 + 14.33 115.57 £ 15.42 1.704 0.092
#FikJE(mmHg) 75.03 + 10.16 74.24 +11.05 0.309 0.758
LF (W /min) 7521+ 10.75 75.14 £ 12.53 0.027 0.978
NT-ProBNP(pg/mL) 2177.00(446.45 , 3 440.50) 2 086.00(826.50 , 6711.00) -1.118 0.264
AL ELh

LVEF 0.44 + 0.03 0.44 +0.03 -0.326 0.746

LVEDD(cm) 5.62 +0.60 5.46 +0.55 1.227 0.224

LVESD(m) 429 +0.56 422 +0.53 0.516 0.607

LAD(cm) 4.04+0.53 422 +0.85 -1.041 0.302

IVST(cm) 1.01+0.16 1.06 +0.22 -1.143 0.257

LVPWT(cm) 0.98 +0.10 1.04+0.15 -1.762 0.083
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Tab.2 Comparison of cardiac functional grading after 3 months of treatment [1n(%) ]

2151 n B ra] WAL EERY Tk BARL Z P
ey 2albe | 33 3A 2(6.06) 19(57.58) 12(36.36) 21(63.64)
6H 15(45.45) 14(42.42) 4(12.12) 29(87.88)
la 22(66.67) 9(27.27) 2(6.06) 31(93.94)
RGO 37 3AH 1(2.70) 10(27.03) 26(70.27) 11(29.73) 8.081 0.004"
6] 11(29.73) 13(35.14) 13(35.14) 24(64.86) 5.024 0.025"
la 16(43.24) 11(29.73) 10(27.03) 27(72.97) 5.398 0.020"

ZHIP A 220 ] i 4] He 4 B A B8 B 1 IEL, “P < 0.05,
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Tab.3 Comparison of echocardiographic indicatorsin in two groups after treatment( X+ s)

215 st ] LVEF(%) LVEDD(cm)

LVESD(cm) LAD(cm) IVST(cm) LVPWT(cm)

bray oI PE | Bk 4433+3.05 5.62 £ 0.60
3H 50.94 +5.37" 5.22 +0.66"
61 54.97+9.30%  4.97+0.80
la 62.03+£936%  4.58+0.75"
HRPLOEL B 44324293 5.46 +0.55
3H 48.41 +7.60" 5.28 +0.56"
6H 50.43 +7.12" 5.15+0.59
la 51.84 +6.81" 498 +0.68"

4.29 +0.56 4.04 £0.53 1.01£0.16 0.98 +0.10
3.94£0.67 3.77 £0.55" 0.96 +£0.18" 0.93+0.13"
3.66 +0.75" 3.45+0.65"  0.90+0.16™ 0.89£0.12"
3.38 £0.70™ 3.16 £0.58"  0.88+0.18 0.87£0.13"
422 +0.53 422 +0.85 1.06 +£0.22 1.04 £ 0.15
4.00 + 0.60" 4.02+0.72" 1.01 £0.17" 0.99 £0.15
3.85+0.54" 3.90 £ 0.66" 0.99 +0.18" 0.90 £0.13"
3.71+£0.55" 3.75+0.66" 0.97 £0.16" 0.96 +0.02"
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Tab.4 Comparison of occurrence of adverse effect [1(%) ]

415 n A M I PR 5 I e B e
beiy i 27lbE A 33 0(0.00) 0(0.00) 1(3.03) 0(0.00)
L OREA 37 3(8.11) 3(8.11) 0(0.00) 5(13.51)
Ve 1.168 1.168 - 2.981
P 0.280 0.280 0.471 0.084
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W, SHgWTRRAHEL, R AR AT BB O 3 B A AL
() ATP SRUR , 0k 7= A= 09 ATP 34 0m, M 2
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