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Abstract

Chronic sympathetic nervous system (SNS) overactivity, characteristic of heart failure (HF) with 

reduced ejection fraction (HFrEF), is associated with poor prognosis and contributes to increased 

mortality risk. Sacubitril-valsartan is a recently approved, first-in-class, angiotensin receptor 

neprilysin inhibitor (ARNI) drug that markedly reduces the risks of death from cardiovascular 

causes and hospitalization for HF in patients with HFrEF, but the physiologic mechanisms 

underlying these benefits are not fully understood. This single-arm, open-label, prospective study 

sought to test the hypothesis that short-term treatment with sacubitril-valsartan reduces SNS 

activity, measured directly via muscle sympathetic nerve system activity (MSNA), in patients 

with HFrEF. MSNA, heart rate (HR), and arterial blood pressure (BP) were assessed in stable 

Class II and III patients with HFrEF (n = 9, 69 ± 8 yrs; 28.6 ± 3.6 kg/m2) on contemporary, 

guideline-directed medical treatment who were subsequently started on sacubitril-valsartan. These 
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measurements were repeated after two months of treatment with sacubitril-valsartan. Sacubitril

valsartan reduced MSNA burst frequency (baseline: 43 ± 10 bursts/min; 2-month: 36 ± 10 

bursts/min, p=0.05) and burst incidence (baseline: 68 ± 16 bursts/100 heartbeats; 2-month: 55 

± 16 bursts/100 heartbeats, p=0.02), while HR and BP were unchanged following of treatment 

(p>0.05). These preliminary findings provide new evidence regarding the ability of sacubitril

valsartan to rapidly reduce SNS activity in patients with HFrEF, suggesting the presence of a novel 

sympathoinhibitory effect of this new drug class.
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INTRODUCTION

Chronic elevation of sympathetic nervous system (SNS) activity is a hallmark feature of 

patients with heart failure (HF) with reduced ejection fraction (HFrEF) (Grassi et al., 2019; 

Seravalle et al., 2019). The initial reflex increase in SNS activity supports the failing 

myocardium, serving as a compensatory response to help maintain perfusion pressure and 

cardiac output. However, sustained SNS overactivity represents a maladaptive process, 

resulting in end-organ damage (Lambert et al., 2019) and increased risk of fatal arrhythmias 

(Franciosi et al., 2017), ultimately contributing to the progression and severity of HF (Grassi 

et al., 2020). Importantly, despite being optimized on current pharmacotherapy including 

beta (β)-adrenergic receptor blockade and inhibition of the renin-angiotensin-aldosterone 

system (RAAS) (De Matos et al., 2004; Kawamura et al., 2009; Mancia et al., 1997; 

Ruzicka et al., 2013), patients with HFrEF still exhibit elevations in muscle sympathetic 

nerve activity (MSNA) (Grassi et al., 2019). Given that sympathetic overdrive independently 

predicts the mortality risk in patients with HFrEF (Barretto et al., 2009), targeting the SNS 

may represent one of the potential treatment options, as a reduction in MSNA may confer 

an improvement in clinical prognosis for these patients (Grassi et al., 2020; van Bilsen et al., 

2017).

Recently, guidelines for the management of HFrEF have recommended the use of sacubitril

valsartan, a first-in-class combined angiotensin receptor and neprilysin inhibitor (ARNI), in 

place of an angiotensin-II receptor blocker or an angiotensin-converting enzyme inhibitor 

(ACEi) (Yancy et al., 2017). This change in HF pharmacotherapy guidance stems from 

results of the PARADIGM-HF (Prospective Comparison of ARNI with an ACE-Inhibitor to 

Determine Impact on Global Mortality and Morbidity in HF) trial, which demonstrated the 

superiority of sacubitril-valsartan to enalapril (an ACEi) in reducing the risks of death from 

cardiovascular causes and hospitalization for HF in patients with HFrEF (McMurray et al., 

2014). The physiologic mechanisms underpinning these clear benefits of sacubitril-valsartan 

are currently not well understood. While it has been speculated that sacubitril-valsartan may 

possess sympathomodulatory properties (Fabris et al., 2019; Liu, 2018), to our knowledge, 

no studies have directly examined the short-term effect of treatment with sacubitril-valsartan 

on SNS activity in patients with HFrEF. Thus, in this single-arm, open-label, prospective 
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study, we sought to test the hypothesis that short-term treatment with sacubitril-valsartan 

reduces SNS activity, measured directly via MSNA, in patients with HFrEF.

METHODS

Study Population

We recruited nine male patients with NYHA Class II-III HFrEF from the HF clinic at 

the University of Utah. The inclusion criteria were a diagnosis of chronic HFrEF with 

left ventricular ejection fraction ≤40%, ongoing guideline-directed medical treatment for 

HF for at least 6 months, and a clinical decision to initiate treatment with sacubitril

valsartan. Exclusion criteria included frequent arrhythmias that would interfere with MSNA 

signals, uncorrected primary valvular disease, current smokers, severe chronic obstructive 

pulmonary disease, peripheral artery disease, stroke, uncontrolled hypertension, severe renal 

insufficiency, or end-stage malignancy. This study was approved by the University of Utah 

and the Salt Lake City Veteran Affairs Institutional Review Board (IRB_00084575) and 

conformed to the standards set by the Declaration of Helsinki, except for registration 

in a database. Written informed consent was obtained from all patients before study 

participation.

Experimental Design

All data collection took place with patients in the supine position in a thermoneutral 

environment (22-24°C). Patients reported to the laboratory at least 4 hours postprandial, 

having consumed a low-fat, standardized breakfast and abstained from caffeine, alcohol, 

and exercise for 24 hours. Data collection included venous blood samples, the assessment 

of heart rate (HR), arterial blood pressure, and MSNA. Following completion of baseline 

data collection, the patients taking ACEI were instructed to withhold their ACEI medication 

for 36 hours prior to initiating treatment with sacubitril-valsartan, but were maintained on 

all other prescribed medication. Concomitant use of an ACEI and sacubitril-valsartan is 

contraindicated due to an increased risk of angioedema (Sauer et al., 2019). Based on a 

clinical decision, three patients were treated with 24 mg/26 mg BID and one patient with 49 

mg/51 mg BID for two months, while five patients were started with 24 mg/26 mg BID in 

the first month and up-titrated to 49 mg/51 mg BID for the second month. The clinical team 

closely monitored patient safety and treatment tolerability in accordance with established 

guidelines (Sauer et al., 2019). Patients were re-evaluated after two months of the treatment.

Experimental Measurements

Multiunit recordings of postganglionic MSNA were obtained by inserting a unipolar 

tungsten microelectrode (Frederick Haer, Bowdoin, ME, USA) percutaneously through the 

intact, unanaesthetized skin and positioned in the muscle nerve fascicles of the peroneal 

nerve near the fibular head. A reference electrode was inserted, subcutaneously, 2-3 cm 

from the microneurography electrode. Both electrodes were connected to a differential 

preamplifier and then to an amplifier (Dept. of Bioengineering, University of Iowa, Iowa 

City, IA, USA), band passed filtered (bandwidth 700-2,000 Hz), rectified, and integrated 

(time constant, 0.1 s) to obtain a mean voltage neurogram. Acceptable recordings of MSNA 

were identified by their characteristic spontaneous, pulse-synchronous bursts that increased 
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in response to an end-expiratory apnea and remained unchanged during auditory stimulation 

or stroking of the skin. After a satisfactory MSNA recording was obtained, there was 

a minimum of 10 min of quiet rest before 10 min of continuous data collection. HR 

was monitored using a standard three-lead ECG interfaced with a data acquisition device 

(Biopac, Goleta, CA, USA). Resting brachial systolic and diastolic blood pressure were 

measured on the left arm using an automated blood pressure monitor (Tango+, Suntech, 

Morrisville, NC, USA). Respiratory movements were monitored using a strain-gauge 

pneumograph placed in a stable position over the abdomen (Biopac, Goleta, CA, USA). 

Venous blood samples were processed using standard procedures at the Salt Lake City 

Veteran Affairs Medical Center.

Data Analysis

ECG and MSNA signals were sampled at 1,000 Hz and stored for off-line analysis (Biopac, 

Acknowledge). Data were imported and analyzed in the WinCPRS software (Absolute 

Aliens, Turku, Finland). R-waves were detected and marked in the time series. Muscle 

sympathetic nerve bursts were automatically detected on the basis of amplitude using a 

signal-to-noise of 3:1 within a 0.5-sec search window centered on a 1.3-sec expected burst 

peak latency from the previous R-wave. Potential bursts were displayed and edited by a 

trained investigator who was blinded to the condition to avoid bias. Data were calculated 

as mean values over a 10-min steady-state period. MSNA was quantified using standard 

measures as burst frequency (bursts/min) and burst incidence (bursts/100 heartbeats), the 

latter informed of any potential effects of treatment with sacubitril-valsartan on HR and the 

inherent cardiac synchronicity of MSNA (Delius et al., 1972).

Statistical Analyses

Statistical analyses were performed using a commercially available software (SigmaPlot 13, 

Systat Software Inc., Point Richmond, CA, USA). Data were assessed for normality with 

the Shapiro-Wilk test. For normally distributed data, a paired sample t-test was used to 

identify the effects of treatment with sacubitril-valsartan on the variables of interest, whereas 

non-normally distributed data were analyzed using the Wilcoxon paired signed rank test. 

The One Sample t-test was used to identify whether the change values, assessed as the 

difference between two months after treatment and baseline, were statistically different from 

zero. All data were expressed as mean ± SD. Significance was established at p<0.05.

RESULTS

Disease Characteristics and Sacubitril-Valsartan Tolerance

Six patients were being transitioned to sacubitril-valsartan from ACEi, and three patients 

from angiotensin receptor blocker (ARB). Patient characteristics and clinical variables at 

baseline and in response to the treatment are documented in Table 1. No changes were 

observed for any of these patient characteristics and clinical variables as a consequence of 

the treatment (p>0.05). Disease-related characteristics and pharmacologic information for 

the patients with HFrEF are documented in Table 2. Treatment with sacubitril-valsartan for 

two months was welltolerated in all patients.
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Muscle Sympathetic Nerve Activity and Arterial Blood Pressure

An example of a neurogram from one patient before and after treatment is presented in 

Figure 1. Treatment with sacubitril-valsartan reduced MSNA burst frequency from 43 ± 

10 bursts/min at baseline to 36 ± 10 bursts/min after two months (Δ value of −7±10 bursts/

min) (p=0.05, Figure 2A). Likewise, treatment with sacubitril-valsartan reduced MSNA 

burst incidence from 68 ± 16 bursts/100 heartbeats at baseline to 55 ± 16 bursts/100 heart 

beats after two months (Δ value of −13±13 bursts/100 heartbeats) (p<0.05, Figure 2B). No 

changes were observed for systolic blood pressure (baseline: 110 ± 20 mmHg; 2 months: 

102 ± 17 mmHg; Δ value of −8±15 mmHg) or diastolic blood pressure (baseline: 69 ± 

8 mmHg; 2 months: 66 ± 8 mmHg; Δ value of −3±8 mmHg) (p>0.05, Figure 2C & 2D, 

respectively).

DISCUSSION

Using a single-arm, open-label approach, we sought to determine the impact of sacubitril

valsartan, a first-in-class ARNI drug, on directly measured SNS activity in patients with 

HFrEF. Following two months of sacubitril-valsartan treatment, we observed a reduction in 

resting MSNA burst frequency (≈17%) and burst incidence (≈19%) in patients with HFrEF. 

To our knowledge, this is the first study to identify the rapid sympathoinhibitory effect 

of this drug class, thereby providing preliminary, new information regarding the potential 

mechanism by which sacubitril-valsartan therapy may improve outcomes in patients with 

HFrEF.

SNS Activity in Patients with HFrEF.

The presence of elevated SNS activity is a well-known maladaptive state in patients 

suffering from HFrEF (Grassi et al., 2019; Seravalle et al., 2019). Chronic elevation of 

cardiac SNA is known to initiate cardiac β-adrenergic receptor damage and attenuation of 

neurotransmitter reuptake (Delehanty et al., 1994), while peripheral overexpression of SNS 

activity contributes to the development of left ventricular dysfunction (de Souza et al., 2013) 

and renal failure (Klein et al., 2003), though its contribution to arterial hypertension is 

unequivocal (Keir et al., 2020; Seravalle et al., 2015). In the present study, patients with 

HFrEF had a resting MSNA burst frequency of 43 ± 10 bursts/min (range: 34-62 bursts/min) 

and burst incidence of 68 ± 16 bursts/100 heartbeats (range: 48-94 bursts/100 heartbeats) 

at baseline before treatment initiation, which is consistent with those of patients with 

HFrEF with a similar NYHA Class II-III (ranges: ~64-61 bursts/min or ~57-80 bursts/100 

heartbeats) (Azevedo et al., 2001; De Matos et al., 2004; Grassi et al., 2019; Grassi et al., 

1995). Given these unwanted complications of chronic sympathoexcitation and the strong 

association between MSNA and increased cardiac mortality risks in this patient group 

(Barretto et al., 2009), SNS overactivity has become one of the primary therapeutic targets 

for the treatment of HF (Grassi et al., 2020; van Bilsen et al., 2017).

Indeed, drugs that inhibit cardiac β-adrenergic receptors have proven effective in mitigating 

the damaging effects of a disease-related increase in cardiac SNS activity, providing a 

clear mortality benefit for patients with HFrEF in sinus rhythm (Cohen-Solal et al., 2005; 

Yamazaki et al., 2001). Azevedo et al. (Azevedo et al., 2001) observed reductions in 
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systemic and cardiac norepinephrine spillover following four months of treatment with 

carvedilol (non-selective β-adrenergic receptor blockade), but not metoprolol (selective 

β-adrenergic receptor blockade), without any changes in MSNA, demonstrating the 

sympathomodulatory effect of carvedilol on pre-junctional β-adrenergic receptors that 

facilitate noradrenergic neurotransmission. Using similar dosage as those of Azevedo et 

al. (Azevedo et al., 2001), De Matos et al. (De Matos et al., 2004) identified a reduction in 

MSNA following six months of carvedilol therapy in patients with HFrEF, demonstrating 

the efficacy of this therapeutic approach to reduce SNS expression. While the potential 

for a β-adrenergic receptor blockade to reduce central sympathetic outflow is less clear 

(Azevedo et al., 2001; De Matos et al., 2004), sympathoinhibition via pharmacologic 

targeting of the renin-angiotensin-aldosterone system (RAAS) has been proven effective, 

with evidence for the efficacy of both ACEi (Mancia et al., 1997) and ARB (Ruzicka et 

al., 2013), as well as combined ACEi and ARB therapy (Kawamura et al., 2009) to reduce 

MSNA in patients with HFrEF. There is also recent evidence for the sympathoinhibitory 

effect of simvastatin treatment in patients with HFrEF (Deo et al., 2012). However, despite 

the favorable sympathomodulatory effects of these medications that constitute standard 

optimized HFrEF pharmacotherapy, pathologic elevations in SNS activity remain a hallmark 

characteristic of the HFrEF clinical syndrome (Grassi et al., 2019; Seravalle et al., 2019), 

suggesting that additional treatment strategies aimed at reducing MSNA are warranted.

Sympathoinhibitory Properties of Sacubitril-Valsartan.

Until now, there has not been a single study that has evaluated the early effects of sacubitril

valsartan, a first-in-class ARNI drug, on SNS activity in human HF. In this study, we 

observed a ≈17% reduction in MSNA burst frequency (Figure 2A) and a ≈19% reduction 

in MSNA burst incidence (Figure 2B) following two months of treatment with sacubitril

valsartan. This robust reduction in SNS activity is particularly noteworthy considering 

patients were evaluated while on contemporary, guideline-directed pharmacotherapy that 

included β-blockade, ACEi/ARB, aldosterone blockade, and statins (Table 1). As noted 

above, each of these drug classes promote sympathoinhibition, and, thus, the observed 

further reduction in MSNA, following the addition of an ARNI drug to the standard HFrEF 

pharmacologic regimen, provides further insight into its physiological effects in HFrEF. The 

reduction in MSNA was not accompanied by statistically significant changes in systolic 

or diastolic blood pressures (Figure 2C & 2D, respectively), likely due to small sample 

size and high variability in the responses. Though sympathoinhibition is often accompanied 

by a reduction in arterial blood pressure, a parallel change in these two outcomes is not 

always observed. Indeed, in a recent study by Dell’Oro et al. (Dell'Oro et al., 2017), patients 

with HFrEF exhibit reductions in MSNA, coupled with an improvement in spontaneous 

sympathetic vascular baroreflex sensitivity, without any changes in resting arterial blood 

pressure, following an average of 47 months of baroreflex activation therapy. Thus, in the 

present study, the reduction in SNS activity in an absence of changes in arterial blood 

pressure may be attributed to an improvement in sympathetic vascular baroreflex sensitivity 

and/or altered sympathetic neurovascular transduction, although the possibility of a longer 

duration of treatment is needed to achieve significant arterial blood pressure reductions 

cannot be ruled out.
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While this is the first report of the potential of short-term treatment with sacubitril-valsartan 

to reduce SNS activity in human HF, preclinical studies offer additional evidence in 

support of the current findings. Indeed, Kusaka et al. (Kusaka et al., 2015) demonstrated 

that sacubitril-valsartan administration reduces low frequency blood pressure variability, an 

index of vascular sympathetic modulation, in spontaneously hypertensive rats more so than 

in animals treated with valsartan alone. The current findings extended this previous work by 

demonstrating the sympathoinhibitory effect of sacubitril-valsartan in patients with HFrEF, 

providing new insight regarding the benefits of this drug for the treatment of HF.

Potential Mechanisms of Sympathoinhibition following Treatment with Sacubitril-Valsartan.

The mechanisms by which treatment with sacubitril-valsartan might further reduce SNS 

activity in optimally medicated patients with HFrEF remain unclear, but may be related to 

the ability of this new drug class to concomitantly affect both the RAAS and natriuretic 

peptide (NP) pathways. RAAS activation promotes the release of angiotensin II (ANGII), 

which contributes to sustained vasoconstriction (Cody, 1997; Kobalava et al., 2016), and 

intravenous infusion of ANGII has been demonstrated to increase MSNA in healthy 

individuals (Matsukawa et al., 1991). In patients with HFrEF, high doses of the ARB 

losartan (200 mg per day) reduced MSNA and plasma catecholamines, while conventional, 

low dose (50 mg per day) losartan did not exert a sympathoinhibitory effect (Ruzicka et 

al., 2013). In the present study, the ARNI drug contains as little as 26 mg of valsartan and 

could be up-titrated to 51 mg, a dosage closer to the minimum effective dose that may be 

better tolerated in patients with HFrEF. However, our observation of the sympathoinhibitory 

benefit at a low-dose valsartan is likely due to the additive effect with neprilysin. In contrast 

to the sympathoexcitatory properties of RAAS pathway activation, the NP system promotes 

the release of atrial (ANP) and brain (BNP) natriuretic peptides, both of which promote 

sympathoinhibition (Kobalava et al., 2016). Using either an intravenous infusion of ANP 

or an oral administration of candoxatril (a natriuretic endopeptidase inhibitor to reduce 

metabolism of ANP), Ando et al. (Ando et al., 1995) observed similar reductions in preload, 

assessed via central venous pressure, without any reflex increases in MSNA in young men, 

demonstrating the sympathomodulatory effects of the NP system. In patients with HFrEF, 

intravenous infusion of BNP has been documented to reduce regional sympathetic activity, 

assessed via renal and cardiac norepinephrine spillover (Brunner-La Rocca et al., 2001). 

Furthermore, intravenous infusion of ANP also results in a reduction of MSNA (Abramson 

et al., 1999) and improved modulation of MSNA (Kubo et al., 2001) in patients with 

HFrEF, together providing evidence that NP agonists may be beneficial in terms of both 

sympathoinhibition and neurogenic circulatory control.

Given this evidence supporting the individual contribution of both the RAAS and NP 

pathways to sympathoexcitation in HF, concomitant targeting of these two pathways via 

ARNI therapy appears to exert a synergistic effect on SNS activity in patients with HFrEF, 

as supported by a reduction in MSNA following treatment with sacubitril-valsartan in this 

study. The efficacy of this drug combination is consistent with clinical trials that ultimately 

led to the development and approval of the ARNI drug class. Indeed, while the majority 

of clinical trials evaluating the efficacy of neprilysin inhibition provided neutral results 

(Cleland et al., 1998), the combination of neprilysin inhibitor with an ARB has proven 
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highly effective in the treatment of both HTN (Williams et al., 2017) and HFrEF (McMurray 

et al., 2014). In addition, we have recently documented reductions in plasma concentrations 

of pro-inflammatory cytokines tumor necrosis factor-alpha and interleukin-18 following 

short-term treatment sacubitril-valsartan in patients with HFrEF (Bunsawat et al., 2020), 

findings that are consistent with preclinical work in animals with diabetic cardiomyopathy 

demonstrating the anti-inflammatory potential of this drug class (Ge et al., 2019). Given the 

interplay between inflammation and the SNS (Janig, 2014), it is possible that the reduction 

in MSNA may be mediated, in part, by an improvement in inflammatory status in the 

present study. Furthermore, it is tempting to speculate that, given the association between 

MSNA and mortality in patients with HFrEF (Barretto et al., 2009), the reduction in MSNA 

observed in the present study may, in part, serve as a potential mechanism explaining the 

clear benefits of treatment with sacubitril-valsartan in the PARADIGN-HF trial (McMurray 

et al., 2014), though additional studies are required to evaluate this interesting possibility.

Experimental Limitations.

The current study utilized a single-arm, open-label, prospective study design, which is 

an efficient approach for evaluating the efficacy of an intervention using a small number 

of patients and repeated measurements for pre- vs post-treatment comparisons (Evans, 

2010). Using this approach, we only studied patients with HFrEF who were instructed to 

initiate treatment with sacubitril-valsartan based on their cardiologist’s clinical decision, 

which enabled the opportunity to study these patients in a real-world setting. Importantly, 

we acknowledge the limitations of this study design with no control group and blinding 

of participants, assessors, and analysts, which may allow for potential introduction of 

considerable conscious and unconscious bias that can significantly inflate positive findings. 

Thus, our findings may not be definitive and would benefit by confirming using a large 

patient cohort. Despite this limitation, this type of study design in not uncommon in clinical 

studies seeking to evaluate the efficacy of an intervention prior to large-scale trials (Sciascia 

et al., 2020; Zeng et al., 2019), including our recent work evaluating the impact of sacubitril

valsartan on conduit vessel function, functional capacity, and inflammation in patients with 

HFrEF (Bunsawat et al., 2020). It is also acknowledged that this study includes a relatively 

small sample size with only male patients, which may limit generalizability of our findings. 

We did not observe any changes in plasma concentrations NT-proBNP, BNP, NT-proANP, 

and Troponin T, or endothelin-1 across the 3 months of treatment with sacubitril-valsartan 

(Table 3), which may be due to differences in sample size, drug dosing, and duration of 

treatment between the prior and current studies. Likewise, serial assessments of cardiac 

function are beyond the scope of the present study; however, findings from long-term studies 

(12 months) have reported the beneficial effects of ARNI therapy on cardiac function and 

remodeling in patients with HFrEF (Hsiao et al., 2020; Januzzi et al., 2019; Polito et 

al., 2020). In addition, despite evidence demonstrating the clear benefits of ARNI therapy 

over previous standard of care, only a minority of eligible patients are currently prescribed 

sacubitril-valsartan, likely attributable to barriers including practitioner’s unfamiliarity with 

ARNIs, safety concerns, and payer reimbursement issues that prevent the prescription of 

sacubitril-valsartan in all eligible patients (Sauer et al., 2019). These novel, preliminary 

findings may not only provide insight into the sympathoinhibitory benefits of this drug class, 

but also encourage clinicians to prescribe sacubitril-valsartan in place of conventional ARB 
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therapy for the treatment of eligible patients with HFrEF (Grassi et al., 2020). Additional 

studies are needed to confirm our findings using a longer treatment duration and a placebo

controlled group, as well as to determine the relationship between drug dose and drug’s 

sympathoinhibitory effect.

Conclusions.

The present study demonstrates that sacubitril-valsartan lowered resting sympathetic activity 

in patients with HFrEF after a brief duration of treatment, providing preliminary, new insight 

regarding the therapeutic potential for this drug class to target the sympathetic nervous 

system in HF.
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Figure 1. 
Original recordings of resting muscle sympathetic nerve activity (MSNA) at baseline and 

after two months of treatment with sacubitril-valsartan in all patients with heart failure with 

reduced ejection fraction (n = 9).
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Figure 2. 
Muscle sympathetic nerve activity (MSNA) burst frequency (Panel A) and burst incidence 

(Panel B), as well as systolic blood pressure (Panel C) and diastolic blood pressure (Panel 
D) at baseline and after 2 months of treatment with sacubitril-valsartan in male patients with 

heart failure with reduced ejection fraction (n = 9). For all panels, the left and right boxplots 

represent baseline and after two months of treatment with sacubitril-valsartan. The solid 

line in the box plot represents the median, whereas the upper and lower limits of the box 

plot represent the 75th percentile and 25th percentile, respectively. The whiskers represent 

the range of data (minimum and maximum). The scatterplot (shaded region) represents the 

individual change values as well as the group mean and standard deviation.
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Table 1.

Patient characteristics and clinical variables at baseline and after two months of treatment with sacubitril

valsartan.

Baseline 2-month p value

Age (years) 69 ± 8 -

Height (cm) 176.9 ± 9.2 -

Weight (kg) 89.6 ± 12.8 90.6 ± 13.1 0.25

Body mass index (kg/m2) 28.6 ± 3.6 28.9 ± 3.7 0.21

Heart rate (beats/min) 66 ± 9 66 ± 6 0.81

Total cholesterol (mg/dL) 143 ± 50 149 ± 45 0.41

HDL cholesterol (mg/dL) 44 ± 13 40 ± 7 0.23

LDL cholesterol (mg/dL) 77 ± 36 80 ± 28 0.49

Triglycerides (mg/dL) 131 ± 75 154 ± 92 0.41

Glucose (mg/dL) 118 ± 45 104 ± 23 0.15

Hemoglobin (g/dL) 14.6 ± 1.1 14.7 ± 1.0 0.92

Hematocrit (%) 44.7 ± 3.1 44.4 ± 3.5 0.71

Erythrocytes (M/μL) 4.77 ± 0.40 4.74 ± 0.34 0.78

Leukocytes (K/ μL) 6.39 ± 2.12 5.89 ± 1.45 0.34

Potassium (mmol/L) 4.5 ± 0.4 4.2 ± 0.4 0.08

Creatinine (mg/dL) 1.45 ± 0.43 1.33 ± 0.41 0.17

Albumin (g/dL) 4.39 ± 0.21 4.31 ± 0.20 0.09

eGFR (mL/min/1.73m2) 54 ± 22 60 ± 22 0.22

Total bilirubin (mg/dL) 0.93 ± 0.33 0.89 ± 0.27 0.69

Aspartate aminotransferase (IU/L) 24.8 ± 7.5 22.1 ± 6.5 0.21

Alanine aminotransferase (IU/L) 24.0 ± 7.7 22.4 ± 6.4 0.48

NT-proBNP (pg/mL) 1542 ± 1143 1319 ± 1175 0.26

BNP (pg/mL) 138 ± 122 139 ± 153 0.95

NT-proANP (ng/mL) 27.5 ± 9.8 29.9 ± 12.7 0.43

Troponin T (pg/mL) 323 ± 313 276 ± 194 0.95

Data are mean ± SD (n = 9 for all, except NT-proBNP, BNP, and Troponin T (n = 8). HDL, high density lipoprotein; LDL, low density lipoprotein; 
eGFR, estimated glomerular filtration rate; NT-proBNP, N-terminal pro-brain natriuretic peptide; BNP, B-type natriuretic peptide; NT-proANP, 
N-terminal pro-atrial natriuretic peptide.
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Table 2.

Patient disease-specific characteristics and medications

HFrEF

Disease-specific characteristics

 Left ventricular ejection fraction (%) 29 ± 8

 Left ventricular end-diastolic diameter (cm) 6.4 ± 1.1

 Left ventricular end-systolic diameter (cm) 5.6 ± 1.4

 Left ventricular fractional shortening (%) 13 ± 8

 B-type natriuretic peptide (pg/mL) 138 ± 122

 Diagnosis

  Ischemic cardiomyopathy 4 / 9

  Non-ischemic cardiomyopathy 5 / 9

 NYHA class II 7 / 9

 NYHA class III 2 / 9

 Type 2 diabetes 2 / 9

 Coronary artery disease 6 / 9

Medications

 β-blocker 8 / 9

 Angiotensin-converting enzyme inhibitor 7 / 9

 Angiotensin receptor inhibitor 2 / 9

 Statin 8 / 9

 Diuretic 8 / 9

 Aldosterone antagonist 9 / 9

 Anticoagulant 3 / 9

 Metformin 2 / 9

Data are mean ± SD or number of all cases (n = 9). HFrEF, heart failure with reduced ejection fraction; NYHA, New York Heart Association.
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