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Abstract  Sodium-glucose-cotransporter-2 inhibitors were originally developed as hypoglycemic agents. It
lowers blood glucose by reducing glucose reabsorption in the proximal renal tubules. Chronic cardiac insufficiency
can be improved by reducing cardiac load, improving cardiac energy metabolism, improving cardiac remodeling,
and other mechanisms. With or without T2DM, SGLT2 inhibitors can prevent HF deterioration in HFrHF pa-
tients due to their excellent cardiovascular protection and benefits for the patients. However, there are few studies
on the efficacy, safety, and appropriate timing of SGLT2 inhibitors in patients with acute heart failure, and fur-

ther exploration is needed. This paper reviews the application of SGLTZ2 inhibitors in the treatment of AHF pa-

tients to provide theoretical guidance for further study of AHF patients.
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