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Sacubitril-valsartan for Heart Failure with Reduced Ejection Fraction
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China)

[ Abstract ] Heart failure with reduced ejection fraction ( HFrEF) accounts for about 50% of heart failure patients. Although several

breakthroughs got on the treatment of HFrEF, the 5-year survival rate of these patients is still less than 50%. Sacubitril-valsartan ( LCZ696)

is a dual inhibitor of angiotensin receptor and neprilysin. PARADIGM-HF and other researches confirmed that LCZ696 can further reduce the

incidence of cardiovascular death and heart failure hospitalization than enalapril, as well as lower adverse events. In patients combined with

E B 75U R R B & BT B H (ZKX18051)
BEIREE : B HE , E-mail; longmzh@ hotmail. com



- 1250 -

O I 0 2 2019 4F 12 A48 40 555 9 #1]  Adv Cardiovasc Dis , December 2019, Vol. 40, No. 9

diabetes, hypotension or who take less than target doses it also showed good effectiveness.

[ Key words )] Sacubitril-valsartan ; Heart failure with reduced ejection fraction ; Treatment
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