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INTRODUCTION 

Heart failure (HF) is a complicated clinical illness caused 

by any anatomical or functional impairment of 

ventricular filling or blood ejection. Heart failure (HF) 

has a significant morbidity and mortality rate and is a 

prevalent condition globally. With an estimated 26 

million cases globally, CHF lowers functional ability, 
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ABSTRACT 

Heart failure is a global public health concern that occurs in more than 26 million people globally. The aim and 

objective of the study to evaluate effect of Dapagliflozin on improving ejection fraction in heart failure patients 

with reduced ejection fraction (HFrEF) and to check an secondary outcomes and quality of life in heart failure 

patients after the treatment. The study design is a prospective and retrospective single center observational study. 

It was conduct in Medicover hospitals (Tertiary care hospital), Hi-Tech city, Hyderabad with sample size 100 

patients or more in the duration of 6 months. The results are evaluated as Dapagliflozin is commonly used in heart 

failure patients with reduced ejection fraction (HFrEF) — even in those without diabetes. The most common 

symptoms were SOB (56.86%), Chest pain (30.39%) and pedal edema (3.92%). The majority symptom and 

comorbidity associated with HFrEF was found to be SOB and HTN which was observed in 58 patients out of 102 

patients. The most common comorbidity was HTN (53.92%), DM-2 (29.42%), CAD (4.90%), Hypothyroidism 

(4.90%). The impact of Dapagliflozin(10mg) in increasing LVEF % was increase from 38.87 % to 58.23 %. 

Majority of patients before the treatment with Dapagliflozin were observed a Grade 2 to Grade 4 with the 

analysement of symptoms by the reduction of this Dapagliflozin therapy overall a quality of life. The study was 

concluded as its positive effects on cardiac structure, symptoms, and metabolic parameters illustrate its value as an 

adjunct in managing heart failure, particularly in those with metabolic comorbidities. 
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raises healthcare expenses, and has a major negative 

impact on quality of life.
[1]

  

 

The following parameters are used to classify HF based 

on LVEF: 

❖ HF with reduced ejection fraction (HFrEF): LV 

EF ≤40%  

❖ HF with mildly reduced ejection fraction: LVEF 

41% to 49% and evidence of HF (spontaneous or 

provokable elevated cardiac biomarkers or elevated 

filling pressures) 

❖ HF with preserved ejection fraction (HFpEF): 

LVEF ≥50% and evidence of HF (spontaneous or 

provokable elevated cardiac biomarkers or elevated 

filling pressures)  

❖ HF with improved ejection fraction: LV EF 

>40%, with previously documented LV EF ≤40%.
[2]

 

 

Epidemiology 

The Global Health Data Exchange registry indicates that 

there are currently 64.34 million cases of CHF 

worldwide. This amounts to 346.17 billion US dollars in 

healthcare costs and 9.91 million years lost as a result of 

incapacity. One of the main factors influencing HF is 

age. The prevalence of HF rises sharply with age, 

regardless of the cause or the criteria used to categorize 

patients with the condition. According to the 

Framingham Heart Study, the prevalence of CHF was 8 

per 1000 males between the ages of 50 and 59 and rose 

to 66 per 1000 males between the ages of 80 and 89.
[3,4]

  

 

After the age of 65, the incidence of heart failure doubles 

for males and triples for women in the same age group. 

Globally, heart disease and CHF are more common in 

males than in women.
[5] 

 

The global registry also notes a predilection for a race 

with a 25% higher prevalence of HF in Black patients 

than in White patients. HF is still the primary cause of 

hospitalization in the elderly population and accounts 

for 8.5% of cardiovascular-related deaths in the United 

States.
[6] 

 

Etiology  

The etiologies of HF are extensive, though coronary 

artery disease (CAD) causing ischemic heart disease is 

the most common cause. The 4 most common etiologies 

responsible for about two-thirds of HF cases are 

ischemic heart disease, chronic obstructive pulmonary 

disease (COPD), hypertensive heart disease, and 

rheumatic heart disease. Higher-income countries have 

higher rates of ischemic heart disease and COPD; lower-

income countries have higher rates of hypertensive heart 

disease, cardiomyopathy, rheumatic heart disease, and 

myocarditis.
[7,8] 

 

Pathophysiology 

HF is a progressive illness whose compensatory 

mechanisms may be triggered by a variety of acute 

traumas or hereditary variables, resulting in 

maladaptation and chronic heart failure (CHF). Although 

the renin-angiotensin-aldosterone system (RAAS) and 

prolonged sympathetic activation cause maladaptive 

alterations including myocardial hypertrophy and 

increased oxygen demand, these mechanisms initially 

seek to sustain cardiac output. Cardiac output declines 

when myocyte death takes place, which starts a vicious 

cycle of neurohumoral hyperactivity and more heart 

damage. Peripheral vasoconstriction, elevated preload, 

and inefficient natriuretic peptide secretion are signs of 

decompensated CHF. Heart failure with decreased 

ejection fraction (HFrEF) and preserved ejection fraction 

(HFpEF) are the two types of CHF causes. Each requires 

a different approach to treatment, with HFpEF typically 

having a worse prognosis.
[9,10] 

 

RISK FACTORS 

The occurrence of each risk factor there are coronary 

disease, hypertension, diabetes, obesity, smoking. 

Myocardial infarction, Coronary disease, hypertension 

and obesity.
[11] 

 

DIAGNOSIS 

A physical examination to identify the presence of 

clinical symptoms and signs, blood tests such as 

complete blood count, urinalysis, complete metabolic 

profile, liver function tests, and thyroid-stimulating 

hormone are all used in the evaluation for heart 

failure.
[12,13] 

 

TREATMENT 

In-Patient Management of HF 

It is advised to admit the patient in the telemetry bed or 

in ICU and the treatment is based on the following 

points. Monitor oxygen, Provide noninvasive positive 

pressure ventilation (NIPPV) in the few cases. The 

following pharmacological agents depending on the 

precipitating factors and symptoms/signs for congestion 

Diuretics, Angiotensin-converting enzyme inhibitors 

(ACEIs) or angiotensin receptor blockers (ARBs) for 

neuro-hormonal modification, vasodilatation and 

improvement in LVEF (substitute them with hydralazine 

and/or nitrates in patients unresponsive to ACEIs and 

ARBs), Beta-adrenergic blockers and Aldosterone 

antagonists.
[14,15] 

 

Out-Patient Management of HF 

Education, counseling, Early attention to signs and 

symptoms, behavioral strategies and assistance with 

social and financial concerns.
[16,17] 

 

AIM AND OBJECTIVE  

The aim and objective to evaluate the clinical outcomes 

of dapagliflozin in heart failure patients with reduced 

ejection fraction. 

 

METHODOLOGY 

The study design is a prospective & retrospective single 

centre observational study in the site of research in 

Medicover hospitals (Tertiary care hospital), Hi-Tech 



Sreemantula et al.                                                                               World Journal of Advance Healthcare Research 
 

www.wjahr.com       │      Volume 10, Issue 5, 2026      │      ISO 9001:2015 Certified Journal      │  164 

city, Hyderabad. The sample size of population are 

enrolled a 100 patients in the study by the conduct of 6 

months of period of the study before a study the IEC got 

an approval from the Institutional Ethics committee of 

Medicover Hospital. The population of the study was 

enrolled a voluteersbased on inclusion and exclusion 

criteria. The inclusion criteria are LVEF of 35% or less, 

Elevated natriuretic peptide levels; for patients in sinus 

rhythm NT-pro BNP ≥1,000 pg/ml; for those in atrial 

fibrillation, Evidence of structural heart disease, NYHA 

class – II, III, IV and Treatment with drugs like ARB, 

ACE-I, Arni’s, MCRA’s and exclusion criteria is 

excluded a vounteer in the research study such as 

Previous intolerance to SGLT-2 inhibitors, Severe 

kidney impairment eGFR <30 ml/ min/1.73 m
2
 of body 

surface, myo-pericarditis and hypertrophic 

cardiomyopathy and pregnant, lactating women, 

Paediatric patients. The stastical data was used as a 

software in version 23.0 was used as tables, figure, pie 

diagrams and sum of calculation of percentage yield. 

 

RESULTS 

In a tertiary care hospital, a retrospective and prospective 

observational study was carried out to assess the clinical 

outcomes of dapagliflozin in heart failure patients with 

reduced ejection fraction. A total of 102 patients were 

included in this investigation. 

 

Table-1: Distribution of data based on age. 

AGE NO. OF PATIENTS PERCENTAGE (%) 
21-40 7 6.86 
41-60 47 46.08 
61-80 43 42.15 

80-100 3 2.95 
TOTAL 102 100 

 

 
Figure 1: Distribution of data based on age. 

 

The table presents the age-wise distribute on of 102 

patients. The majority of patients fall within the 41-60 

age group (46.07%), followed by the 61-80 age group 

(42.15%). Very few patients were from the 80-100 

(2.94%) age range. 

The bar graph visually represents the data from the table, 

showing a peak in the 41-60 and 61-80 age groups, 

indicating a higher prevalence of the condition among 

middle-aged and elderly patients. 

 

Table 2: Overall gender analysis. 

GENDER NO. OF PATIENTS PERCENTAGE (%) 

MALE 73 71.57 

FEMALE 29 28.43 

TOTAL 102 100 
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Figure 2: Overall gender analysis. 

 

The table shows the gender distribution of 102 patients 

that were included in the study, of which 73 patients 

(71.57%) are males and 29 patients (28.43%) are 

females. 

The donut chart visually represents the higher proportion 

of males. 

 

Table 3: Distribution based on symptoms. 

SYMPTOM NO. OF PATIENTS PERCENTAGE (%) 

Shortness of breath 58 56.86 

Chest pain 31 30.39 

Sweating 3 2.95 

Giddiness 2 1.96 

Pedal edema 4 3.92 

Cough 2 1.96 

Other 2 1.96 

TOTAL 102 100 

 

 
Figure 3: Distribution of data based on symptoms. 

 

The table and pie chart illustrates the distribution of 

various symptoms of heart failure among 102 patents. 

 

Shortness of breath (56.86%) and chest pain (30.39%) 

being the most common of all the symptoms. Less 

frequent symptoms include sweating, giddiness, pedal 

edema, cough and others. Unanimous symptoms like 

neck pain and decreased responsiveness are included in 

others. 
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Table 4: Distribution of data based on comorbidities. 

COMORBIDITY NO. OF PATIENTS PERCENTAGE (%) 

Hypertension 55 53.92 

Diabetes mellitus type 2 30 29.42 

Dilated cardiomyopathy 2 1.96 

Coronary artery disease 5 4.90 

Myocardial infarction 1 0.98 

Hypothyroidism 5 4.90 

Acute kidney injury 4 3.92 

TOTAL 102 100 

 

 
Figure 4: Distribution of data based on comorbidities. 

 

The table depicts distribution of comorbidities among 

102 patients, with hypertension (53.92%) and diabetes 

mellitus type 2 (29.42%) being the most prevalent 

conditions. 

The pie chart visually reinforces this by showing larger 

segments for these two conditions compared to smaller 

slices representing less common comorbidities. 

 

Table 5: Distribution of data based on Weight. 

Parameter Mean before Mean after 
Weight (kgs) 77.31 74.64 

 

 
Figure 5: Distribution of data based on Weight. 
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The table and bar graph show a reduction in mean body 

weight from 77.31 kg to 74.64 kg after intervention.  

 

This indicates a weight loss of 2.67 kg. The reduction 

highlights the impact of dapagliflozin use in heart failure 

patients, contributing significantly to weight 

management. 

 

Table-6: Mean distribution of patients before and after the treatment with Dapagliflozin according to ECHO-

LVEF%. 

Parameter Mean before Mean after 

ECHO-LVEF % 38.87 58.23 

 

 
Figure 6: Mean distribution of patients before and after the treatment with Dapagliflozin according to ECHO-

LVEF%. 

 

The table and bar graph represents the mean ECHO-

LVEF % before and after Dapagliflozin treatment. 

 

Mean before bar stands at 38.87% indicating reduced 

ejection fraction indicative of Heart Failure with reduced 

Ejection Fraction. Mean after bar rises significantly to 

about 58.23% indicating notable improvement in cardiac 

function. A total of 19.35% increase is seen in LVEF%. 

 

Table 7: Mean distribution of patients before and after the treatment with Dapagliflozin according to HbA1c 

levels. 

Parameter Mean before Mean after 

HbA1c 6.09 5.47 

 

 
Figure 7: Mean distribution of patients before and after the treatment with Dapagliflozin according to HbA1c 

levels. 
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The table and bar graph represents the mean HbA1c 

values before and after treatment with Dapagliflozin. 

 

Mean before bar is at 6.09% which indicates poor 

glycaemic control, mean after bar drops to 5.47% 

indicating a substantial improvement in glycaemic status. 

 

Table 8: Mean distribution of patients before and after the treatment with Dapagliflozin according to Serum 

creatinine and Serum urea levels. 

Parameter Mean before Mean after 

Serum urea 40.12 24.7 

Serum Creatinine 1.25 0.96 

 

 
Figure 8: Mean distribution of patients before and after the treatment with Dapagliflozin according to Serum 

creatinine and Serum urea levels. 

 

The table and bar graph represents the mean values of 

serum urea and serum creatinine before and after 

treatment with Dapagliflozin. 

 

Blue barsrepresenting Serum urea shows a significant 

decrease in mean valuesfrom 40.12mg/dl to 24.7mg/dl, 

and orange bars representing serum creatinine shows a 

reduction in mean values from 1.25mg/dl to 0.96mg/dl. 

 

Table-9: Mean distribution of patients before and after the treatment with Dapagliflozin according to Serum 

sodium and Serum potassium levels. 

Parameter Mean before Mean after 

Serum Sodium 136.81 139.19 

Serum Potassium 4.63 4.17 

 

 
Figure 9: Mean distribution of patients before and after the treatment with Dapagliflozin according to Serum 

sodium and Serum potassium levels. 
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The table and bar graph illustrates the before and after 

mean values for both serum sodium and serum 

potassium. 

 

Serum sodium (blue prtion) increased from 136.81 to 

139.19mmol/L indicating improvement towards normal 

physiological range (135-145 mmol/L). 

 

Serum potassium (orange portion) dropped from 4.63 to 

4.17 mmol/L, which reflects an improvement towards 

normal physiological range. 

 

 

 

 

Table 10: Mean distribution of patients before and after the treatment with Dapagliflozin according to NT-

proBNP levels. 

Parameter Mean before Mean after 

NT-proBNP 9725.53 4473.65 

 

 
Figure 10: Mean distribution of patients before and after the treatment with Dapagliflozin according to NT-

proBNP levels. 

 

The bar graph shows a substantial decrease in mean NT-

proBNP levels after treatment with dapagliflozin. The 

mean value before treatment was over 9000 pg/mL, 

which dropped to below 5000 pg/mL post-treatment. 

 

NT-proBNP is a biomarker for heart failure severity. A 

notable reduction after dapagliflozin treatment indicates 

improvement in cardiac function and reduced ventricular 

stress in patients. 

Table-11: Mean distribution of patients before and after the treatment with Dapagliflozin according to SGPT, 

SGOT levels. 

Parameter Mean before Mean after 

SGPT 28.43 26.15 

SGOT 31.02 29.21 

 

 
Figure 11: Mean distribution of patients before and after the treatment with Dapagliflozin according to SGPT, 

SGOT levels. 
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The table and bar graph illustrates the before and after 

mean values for both liver enzymes Serum Glutamate 

Pyruvate Transaminase (SGPT)& Serum Glutamate 

Oxaloacetate (SGOT). 

 

For patients treated with Dapagliflozin, the mean SGPT 

levels decreased from 28.43 U/L before the treatment to 

26.15 U/L after the treatment, representing a reduction of 

2.28 U/L. 

 

The mean SGOT levels decreased from 31.02 U/L before 

treatment to 29.21 U/L after treatment, representing a 

reduction of 1.81 U/L. This indicates slight improvement 

in Liver function. 

 

Table-12: Mean distribution of patients before and after the treatment with Dapagliflozin according to LV 

Dimensions: EDD values. 

Parameter Mean before Mean after 

LV Dimensions: 

EDD 
5.25 4.57 

 

 
Figure 12: Mean distribution of patients before and after the treatment with Dapagliflozin according to LV 

Dimensions: EDD values. 

 

The table and bar graph represents the mean EDD values 

before and after treatment with Dapagliflozin. 

 

The bar graph gives visual representation of Mean Left 

Ventricular (LV) End-Diastolic Dimension (EDD) values 

before and after treatment with Dapagliflozin. 

 The mean EDD decreased from approximately 5.3cm to 

4.6 cm showing a reduction of 0.7cm, this significant 

decrease indicates improvement in cardiac structure and 

reversal of ventricular dilation. 

 

Table-13: Mean distribution of patients before and after the treatment with Dapagliflozin according to LV 

Dimensions: IVSD values. 

Parameter Mean before Mean after 

LV Dimensions: 

IVSD 
0.96 0.82 

 

 
Figure 13: Mean distribution of patients before and after the treatment with Dapagliflozin according to LV 

Dimensions: IVSD values. 
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The table and bar graph represents the mean 

Interventricular Septal Dimension (IVSD) values before 

and after treatment with Dapagliflozin. 

 

The mean IVSD decreased from 0.96 cm before 

treatment to 0.82 cm after treatment, showing a reduction 

of 0.14 cm. 

This decline suggests a positive remodelling effect on the 

interventricular septum, indicating improved cardiac 

structure and reduced myocardial thickness following 

dapagliflozin therapy. 

 

Table-14: Mean distribution of patients before and after the treatment with Dapagliflozin according to LV 

Dimensions: ESD values. 

Parameter Mean before Mean after 
LV Dimensions: 
ESD 

3.76 3.06 

 

 
Figure 14: Mean distribution of patients before and after the treatment with Dapagliflozin according to LV 

Dimensions: ESD values. 

 

The table and bar graph display the mean Left 

Ventricular End-Systolic Dimension (ESD) values before 

and after treatment with Dapagliflozin. 

 

The mean ESD decreased from 3.76 cm before treatment 

to 3.06 cm after treatment, indicating a reduction of 0.7 

cm. 

 

This significant reduction suggests improved left 

ventricular systolic function and favourable cardiac 

remodelling following dapagliflozin therapy. 

 

 

 

 

Table-15: Mean distribution of patients before and after the treatment with Dapagliflozin according to LV 

Dimensions: PWD values. 

Parameter Mean before Mean after 

LV Dimensions: 

PWD 
0.97 0.86 

 

 
Figure 15: Mean distribution of patients before and after the treatment with Dapagliflozin according to LV 

Dimensions: PWD values. 
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The bar graph presents the mean Posterior Wall 

Dimension (PWD) of the left ventricle before and after 

treatment with Dapagliflozin. 

 

The mean PWD decreased from approximately 0.97 cm 

before treatment to around 0.86 cm after treatment, 

showing a reduction of 0.12 cm. 

 

This decline reflects favorable changes in ventricular 

wall thickness, indicating reduced myocardial stress and 

improved cardiac remodeling due to dapagliflozin 

therapy. 

 

 

 

Table-16: Mean distribution of patients before and after the treatment with Dapagliflozin according to E/A ratio 

values. 

Parameter Mean before Mean after 

E/A ratio 1.33 0.92 

 

 
Figure 16: Mean distribution of patients before and after the treatment with Dapagliflozin according to E/A 

ratio values. 

 

The table and bar graph show the mean E/A ratio (early 

to late ventricular filling velocities) before and after 

treatment with Dapagliflozin. 

 

The mean E/A ratio decreased from 1.33 before 

treatment to 0.92 after treatment, indicating a reduction 

of 0.41. 

 

This significant drop suggests improvement in diastolic 

function, reflecting better ventricular relaxation and 

filling after dapagliflozin therapy. 

 

 

 

 

Table-17: Distribution of data based on NYHA Classification before and after treatment with Dapagliflozin. 

NYHA Classification No. of patients before treatment No. of patients after treatment 

GRADE I 0 88 

GRADE II 47 14 

GRADE III 40 0 

GRADE IV 15 0 

TOTAL 102 102 

  

 
Figure 17: Distribution of data based on NYHA Classification before and after treatment with Dapagliflozin. 
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The table and bar graph display the NYHA (New York 

Heart Association) classification of patients before and 

after treatment with Dapagliflozin, reflecting the severity 

of heart failure symptoms. 

 

Before treatment, the majority of patients were in Grade 

II (47 patients) and Grade III (40 patients), with (15 

patients) in Grade IV, indicating moderate to severe heart 

failure symptoms. 

 

After treatment, a significant improvement was 

observed, with 88 patients shifted to Grade I and only 14 

remaining in Grade II. There were no patients in Grade 

III or IV post-treatment. This dramatic shift in NYHA 

classification demonstrates that Dapagliflozin effectively 

improved functional capacity and reduced symptoms in 

patients with heart failure with reduced ejection fraction 

(HFrEF), enhancing their overall quality of life. 

 

DISCUSSION 

The retrospective and prospective observational study 

was conducted to assess the clinical outcomes of 

dapagliflozin in heart failure patients with reduced 

ejection fraction. It was a single centre study conducted 

in a tertiary care hospital for a period of 6 months where 

103 individuals were enrolled. 

 

Heart failure with reduced ejection fraction (HFrEF), 

occurs when the heart's left ventricle is weakened and 

can't pump enough blood out to the body.  

 

Dapagliflozin is commonly used in heart failure patients 

with reduced ejection fraction (HFrEF) — even in those 

without diabetes. 

 

The distribution of patients based on associated 

symptoms accompanying their chief complaints of 

HFrEF symptoms is presented in the provided table and 

graph. The most common symptoms were SOB 

(56.86%), Chest pain (30.39%) and pedal edema (3.92%) 

While the least common symptoms were Sweating, 

Giddiness, Cough, and Others. 

 

The majority symptom associated with HFrEF was found 

to be SOB which was observed in 58 patients out of 102 

patients. The distribution of patients based on associated 

comorbidities accompanying HFrEF is presented in the 

provided table and graph. The most common 

comorbidity was HTN (53.92%), DM-2 (29.42%), CAD 

(4.90%), Hypothyroidism (4.90%).  The least common 

comorbidities were Dilated cardiomyopathy, Myocardial 

infarction, Acute kidney injury.  

 

The majority comorbidity associated with HFrEF was 

found to be HTN which was observed in 55 patients out 

of 102 patients. 

 

In the present study, the impact of Dapagliflozin on body 

weight was assessed by comparing mean values before 

and after treatment. The results showed a reduction in 

mean body weight from 77.31 kg to 74.64 kg after 

intervention. This indicates a weight loss of 2.67 kg. The 

reduction highlights the impact of dapagliflozin use in 

heart failure patients, contributing significantly to weight 

management. 

 

In the present study, the impact of Dapagliflozin(10mg) 

in increasing LVEF % was assessed by comparing mean 

values before and after treatment. The results showed a 

significant improvement in LVEF %. Dapagliflozin 

demonstrated a mean increase from 38.87 % to 58.23 %, 

representing a 19% increase in LVEF %. These findings 

suggest that Dapagliflozin is effective in improving 

LVEF %. 

 

In the study, the effect of Dapagliflozin on HbA1c was 

assessed by comparing mean values before and after 

treatment. For patients receiving Dapagliflozin, the mean 

HbA1c level decreased from 6.09 % before treatment to 

5.47 % after treatment, representing a reduction of 0.63 

%. These results suggest Dapagliflozin is effective in 

indicating a substantial improvement in glycaemic status. 

 

In the study, the effect of Dapagliflozin on Sr. Creatinine 

levels was evaluated. For patients with Dapagliflozin, the 

mean Sr. Creatinine levels decreased from 1.25 mg/dl 

before treatment to 0.96mg/dl after treatment, resulting 

in a reduction 0.29mg/dl. This result indicates the slight 

improvement in renal function after using Dapagliflozin. 

 

In the study, the effect of Dapagliflozin on Sr. Urea 

levels was evaluated. For patients with Dapagliflozin, the 

mean Sr. Urea levels decreased from 40.12 mg/dl before 

treatment to 24.7 mg/dl after treatment, resulting in a 

reduction 15.42mg/dl. This result indicates the 

improvement in renal function after using Dapagliflozin. 

 

In the study, the effect of Dapagliflozin on sodium and 

potassium levels was evaluated. For patients with 

Dapagliflozin, the mean Sr. Sodium levels increased 

from 136.81 mmol/L before treatment to 139.19 mmol/L 

after treatment, resulting in a slight increase of 2.37 

mmol/L, indicating improvement towards normal 

physiologicalrange. And the Sr. Potassium levels 

decreased from 4.63 mmol/L before treatment to 4.17 

mmol/L after treatment, resulting in a slight reduction, 

which reflects a correction of hyperkalaemia. 

 

In the study, the effect of Dapagliflozin on NT-PRO 

BNP levels were assessed. For patients treated with 

Dapagliflozin, the mean NT-PRO BNP levels decreased 

from 9725.53 pg/ml before treatment to 4473.65 pg/ml 

after treatment, representing a reduction of 5251.88 

pg/ml. This notable reduction after dapagliflozin 

treatment indicates improvement in cardiac function and 

reduced ventricular stress in patients. 

 

In the present study, the effect of Dapagliflozin on SGPT 

and SGOT levels were assessed. For patients treated with 

Dapagliflozin, the mean SGPT levels decreased from 
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28.43 U/L before the treatment to 26.15 U/L after the 

treatment, representing a reduction of 2.28 U/L. The 

mean SGOT levels decreased from 31.02 U/L before 

treatment to 29.21 U/L after treatment, representing a 

reduction of 1.81 U/L. This indicates improvement in 

Liver function. 

 

In the study, the impact of Dapagliflozin on LV 

Dimension: EDD (End-Diastolic Dimension) levels were 

assessed. For patients treated with Dapagliflozin, the 

mean LV-EDD levels decreased from 5.25 cm before 

treatment to 4.57 cm after treatment, representing a 

reduction of 0.68cm. This significant decrease indicates 

improvement in cardiac structure and reversal of 

ventricular dilation. 

 

In the study, the effect of Dapagliflozin on LV 

Dimension: IVSD (Interventricular Septal Dimension) 

levels were assessed. For patients treated with 

Dapagliflozin, the mean LV-IVSD levels decreased from 

0.96 cm before treatment to 0.82 cm after treatment, 

representing a reduction of 0.14 cm. This decline 

suggests a positive remodelling effect on the 

interventricular septum, indicating improved cardiac 

structure and reduced myocardial thickness following 

dapagliflozin therapy. 

 

In the present study, the impact of Dapagliflozin on LV 

Dimension: ESD (End-Systolic Dimension) levels were 

assessed. For patients treated with Dapagliflozin, the 

mean LV-ESD levels decreased from 3.76 cm before 

treatment to 3.06 cm after treatment, representing a 

reduction of 0.7 cm. This significant reduction suggests 

improved left ventricular systolic function and 

favourable cardiac remodelling. 

 

In the study, the effect of Dapagliflozin on LV 

Dimension: PWD (Posterior Wall Dimension) levels 

were assessed. For patients treated with Dapagliflozin, 

the mean LV-PWD levels decreased from 0.97 cm before 

treatment to 0.86 cm after treatment, representing a 

reduction of 0.11 cm, which corresponds to a percentage 

decrease of 12.24%. This decline reflects favourable 

changes in ventricular wall thickness, indicating reduced 

myocardial stress and improved cardiac remodelling due 

to dapagliflozin therapy. 

 

In the study, the effect of Dapagliflozin on E/A (early to 

late ventricular filling velocities) ratio levels were 

assessed. For patients treated with Dapagliflozin, the 

mean E/A ratio levels decreased from 1.33 before 

treatment to 0.92 after treatment, representing a 

reduction of 0.41, which corresponds to a percentage 

decrease of 30.8%. This significant drop suggests 

improvement in diastolic function, reflecting better 

ventricular relaxation and filling after dapagliflozin 

therapy. 

 

In the present study, the impact of Dapagliflozin on 

NYHA Classification was assessed. Majority of patients 

before the treatment with Dapagliflozin were Grade 2(47 

patients) and Grade 3(40 patients), with (15 patients) in 

Grade 4 indicating Moderate to Severe Heart Failure 

symptoms. Majority of patients after the treatment with 

Dapagliflozin were in Grade 1(88 patients) and Grade 

2(14 patients) with NO patients in Grade 3 and 4. This 

dramatic shift in NYHA classification demonstrates that 

Dapagliflozin effectively improved functional capacity 

and reduced symptoms in patients with heart failure with 

reduced ejection fraction (HFrEF), enhancing their 

overall quality of life. 

 

CONCLUSION 

The study was concluded as Heart failure (HF) 

fundamentally impairs the heart's ability to pump blood 

effectively through Reduced Ejection fraction and 

structural changes. Treatment with Dapagliflozin led to 

marked enhancements in heart failure patients: 

improvements in cardiac function (such as increased 

ejection fraction and reduced left ventricular dimensions) 

and a substantial reduction in symptom severity (with 

most patients shifting to NYHA Grade I after therapy). 

Dapagliflozin therapy not only improved heart failure 

symptoms but also beneficially impacted comorbidities, 

showing reductions in blood glucose (HbA1c), serum 

urea, creatinine, and NT-proBNP levels, while also 

correcting hyperkalaemia. No worsening of renal or 

hepatic function was observed. Dapagliflozin proved 

effective, regardless of age or gender. Its positive effects 

on cardiac structure, symptoms, and metabolic 

parameters illustrate its value as an adjunct in managing 

heart failure, particularly in those with metabolic 

comorbidities. 

 

CONFLICT OF INTEREST  

The author were no the conflict of interest. 

 

FUNDING SUPPORT 

The author was declared as no funding support to this 

study. 

 

REFERENCES 

1. Heidenreich PA, Bozkurt B, Aguilar D, Allen LA, 

Byun JJ, Colvin MM, Deswal A et al. ACC/AHA 

Joint Committee Members. 2022 AHA/ACC/HFSA 

Guideline for the Management of Heart Failure: A 

Report of the American College of 

Cardiology/American Heart Association Joint 

Committee on Clinical Practice 

Guidelines. Circulation, 2022 May 03; 145(18): 

e895-e1032. 

2. CONSENSUS Trial Study Group. Effects of 

enalapril on mortality in severe congestive heart 

failure. Results of the Cooperative North 

Scandinavian Enalapril Survival Study 

(CONSENSUS). N Engl J Med., 1987 Jun 04; 

316(23): 1429-35. 

3. Virani SS, Alonso A, Benjamin EJ, Bittencourt MS, 

Callaway CW, Carson AP, Chamberlain AM, Chang 

AR, Cheng S et al. American Heart Association 



Sreemantula et al.                                                                               World Journal of Advance Healthcare Research 
 

www.wjahr.com       │      Volume 10, Issue 5, 2026      │      ISO 9001:2015 Certified Journal      │  175 

Council on Epidemiology and Prevention Statistics 

Committee and Stroke Statistics Subcommittee. 

Heart Disease and Stroke Statistics-2020 Update: A 

Report From the American Heart 

Association. Circulation, 2020 Mar 03; 141(9): 

e139-e596.  

4. Ho KK, Pinsky JL, Kannel WB, Levy D. The 

epidemiology of heart failure: the Framingham 

Study. J Am Coll Cardiol., 1993 Oct; 22(4 Suppl A): 

6A-13A. 

5. Ziaeian B, Fonarow GC. Epidemiology and 

aetiology of heart failure. Nat Rev Cardiol., 2016 

Jun; 13(6): 368-78. 

6. Benjamin EJ, Blaha MJ, Chiuve SE, Cushman M, 

Das SR, Deo R, de Ferranti SD, Floyd J, Fornage M 

et al. American Heart Association Statistics 

Committee and Stroke Statistics Subcommittee. 

Heart Disease and Stroke Statistics-2017 Update: A 

Report From the American Heart 

Association. Circulation, 2017 Mar 07; 135(10): 

e146-e603. 

7. Lind L, Ingelsson M, Sundstrom J, Ärnlöv J. Impact 

of risk factors for major cardiovascular diseases: a 

comparison of life-time observational and 

Mendelian randomisation findings. Open 

Heart., 2021 Sep; 8(2). 

8. Rezkalla SH, Kloner RA. Viral myocarditis: 1917-

2020: From the Influenza A to the COVID-19 

pandemics. Trends Cardiovasc Med., 2021 Apr; 

31(3): 163-169. 

9. Obokata M, Reddy YNV, Borlaug BA. Diastolic 

Dysfunction and Heart Failure With Preserved 

Ejection Fraction: Understanding Mechanisms by 

Using Noninvasive Methods. JACC Cardiovasc 

Imaging, 2020 Jan; 13(1 Pt 2): 245-257.  

10. Kao DP, Lewsey JD, Anand IS, Massie BM, Zile 

MR, Carson PE, McKelvie RS, Komajda M, 

McMurray JJ, Lindenfeld J. Characterization of 

subgroups of heart failure patients with preserved 

ejection fraction with possible implications for 

prognosis and treatment response. Eur J Heart 

Fail, 2015 Sep; 17(9): 925-35. 

11. Roger VL, Killian J, Henkel M, Weston SA, Goraya 

TY, Yawn BP, Kottke TE, Frye RL, Jacobsen SJ. 

Coronary disease surveillance in Olmsted County 

objectives and methodology. J Clin Epidemiol., 

2002; 55: 593–601.  

12. Dassanayaka S., Jones S.P. Recent Developments in 

Heart Failure. Circ. Res., 2015; 117: e58–e63. 

13. Arati A Inamdar and Ajinkya C Inamdar. Heart 

Failure: Diagnosis, Management and Utilization. J 

Clin Med., 2016 Jun 29; 5(7): 62.  

14. Maries L., Manitiu I. Diagnostic and prognostic 

values of B-type natriuretic peptides (BNP) and N-

terminal fragment brain natriuretic peptides (NT-

pro-BNP) Cardiovasc. J. Afr., 2013; 24: 286–289.  

15. Pfister R., Scholz M., Wielckens K., Erdmann E., 

Schneider C.A. Use of NT-proBNP in routine 

testing and comparison to BNP. Eur. J. Heart Fail, 

2004; 6: 289–293.  

16. Gaggin H.K., Januzzi J.L., Jr. Biomarkers and 

diagnostics in heart failure. Biochim. Biophys. 

Acta., 2013; 1832: 2442–2450.  

17. van Kimmenade R.R., Januzzi J.L., Jr. Emerging 

biomarkers in heart failure. Clin. Chem., 2012; 58: 

127–138.  

18. Paterson I., Mielniczuk L.M., O’Meara E., So A., 

White J.A. Imaging heart failure: Current and future 

applications. Can. J. Cardiol. 2013; 29: 317–328.  

https://pubmed.ncbi.nlm.nih.gov/?term=%22Inamdar%20AA%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Inamdar%20AC%22%5bAuthor%5d

