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[ Abstract]  Objective: To explore the related factors influencing cardiac function recovery in
patients with chronic heart failure (CHF).  Methods: A total of 232 consecutive patients with CHF who
had follow-up of at least 1 year were included. Clinical features and biochemical measurements were
recorded, and echocardiography was performed for regular intervals. Logistic regression analysis was
used to determine the factors influencing cardiac function recovery.  Results: Among overall 232 patients
with CHF, 56 had cardiac function recovery and 176 did not have. Patients with dilated cardiomyopathy
were more likely to have cardiac function recovery than patients with ischemic cardiomyopathy (P <C
0. 05). Patients with peripartum cardiomyopathy usually experienced a favorable outcome. Compared
with the patients with normal or too light boby mass index (BMD, cardiac function of the patients with
higher BMI was more easy to recover (P<Z0. 05). The patients who cardiac function recovered had faster
basal heart rates and higher 8 blockers tolerance doses, and their heart rates decreased significantly after
drug treatment (all P<Z0. 001). Logistic regression analysis revealed that etiology of CHF(OR= 1. 322,
95%Cl: 1. 256~1. 392, P = 0. 04) and doses of B blockers (OR = 2, 483,95% CI: 2. 359 ~2, 614, P<C
0.001) were independent factors associated with cardiac function recovery in patients with CHF.
Conclusions: In patients with CHF, cardiac function recovery is related to etiology of CHF and dose of §
blocker. Patients with higher BMI and basal heart rates are more likely to get cardiac function recovery.
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