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[ Abstract ] Background Compared with heart failure with reduced ejection fraction ( HFrEF ) and heart failure
with preserved ejection fraction ( HFpEF ) , heart failure with mid-range ejection fraction ( HFmrEF ) do not attract enough
attentions on clinic, moreover compared with the in patients with HFpEF, proportion of ischemic cardiomyopathy (ICM )
is relatively high in patients with HFmrEF. Objective To contrastively analyze the clinical features and prognosis between
HFmrEF and HFrEF patients merged with ICM. Methods From March 2016 to March 2017 in the People” s Hospital of Xindu
District, Chengdu, a total of 70 HFmrEF patients merged with ICM were continuously selected as HFmrEF group, a total of

52 HFrEF patients merged with ICM were continuously selected as HFrEF group. General information, laboratory examination
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results, accompanying diseases, drug usage after discharge, hospital stays and all-cause mortality during hospitalization were
compared between the two groups; incidence of major adverse cardiovascular events ( MACEs ) was recorded during 1-year
follow—up, and Kaplan-Meier survivorship curve for 1-year survival rate was drawn to evaluate the prognosis. Results (1)
No statistically significant difference of female ratio, BMI, SBP, DBP, heart rate, smoking history, NYHA grade, incidence
of diabetes, COPD, chronic kidney diseases, hyperuricaemia, anemia or cerebral infarction was found between the two groups
(P>0.05) ; age in HFmrEF group was statistically significantly older than that in HFrEF group, meanwhile incidence of
hypertension, atrial fibrillation and hyperlipidaemia in HFmrEF group was statistically significantly higher than that in HFrEF
group, respectively ( P<0.05) . (2) No statistically significant difference of Tnl, haemoglobin, albumin, WBC, BUN,
Cr, UA, Cys-C, TC, TG, LDL-C, FPG or BNP was found between the two groups ( P>0.05) , while bilirubin, HDL-C
and Hey in HFmrEF group were statistically significantly lower than those in HFrEF group ( P<0.05) . (3) No statistically
significant difference of proportion of patients using aspirin, ACEI/ARB, [ — receptor blockers, diuretic, statins, digoxin
or nitric acid esters was found between the two groups after discharge ( P>0.05) . (4) No statistically significant difference of
hospital stays, all-cause mortality during hospitalization or incidence of MACEs during 1-year follow—up was found between
the two groups ( P>0.05) . (5) One-year survival rate in HFmrEF group was 82.9%, that in HFYEF group was 82.7%, the
difference was not statistically significantly different ( P>0.05) . Conclusion Compared with HFrEF patients merged with
ICM, age in HFmrEF patients merged with ICM is relatively older, proportions of patients accompanied with hypertension,
atrial fibrillation and hyperlipidaemia are relatively high, while the short—term prognosis is similar in HFrEF or HFmrEF patients

merged with [CM.
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Table 3 Comparison of drug usage between the two groups after discharge
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Table 4 Comparison of hospital stays, all-cause mortality during
hospitalization and incidence of major adverse cardiovascular events during

follow—up between the two groups
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Table 2 Comparison of laboratory examination results between the two groups
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Figure 1 Kaplan—Meier survival curve for 1-year survival rate in the two
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