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ABSTRACT

Introduction: In the USA, patients with
chronic heart failure (HF) with reduced ejection
fraction (HFrEF) following a worsening HF
event (WHFE) have significantly increased
healthcare resource use and medical costs. This
analysis aimed to estimate the budget impact of
vericiguat as an add-on therapy to guideline-
directed medical therapy (GDMT) for the treat-
ment of chronic HFrEF following a WHFE from
a US commercial payer perspective.
Methods: A model was developed to estimate
the budget impact of adding vericiguat to the
formulary by comparing a current scenario
(GDMT) and a new scenario (vericiguat plus
GDMT) to a hypothetical 10-million-member
commercial payer over a 3-year time horizon.
Epidemiology data was obtained from literature.
Treatment utilization rates of GDMT and clini-
cal inputs (HF hospitalization and

cardiovascular [CV] morality) were based on the
VICTORIA trial in which patients with chronic
HFrEF following a WHFE were randomized to
GDMT plus placebo or GDMT plus vericiguat.
Costs (2020 US$) included drug acquisition,
hospitalization, routine care, and mortality.
Results: Approximately 20,510 prevalent cases
in year 1 and 3109 annual incident cases in
subsequent years were estimated to be eligible
for treatment with vericiguat. At a utilization
rate of 5%, 10%, and 15% for vericiguat over
years 1–3, the per member per month (PMPM)
budget impact was estimated to be $0.048,
$0.064, and $0.086, respectively, associated
with 44, 32, and 30 fewer HF hospitalizations
and 7, 12, and 18 fewer CV deaths, respectively.
Reduction in HF hospitalizations and CV deaths
reduced the budget impact by 14% in total over
3 years.
Conclusion: Adding vericiguat to commercial
plan formulary was associated with limited
budget impact, primarily driven by drug acqui-
sition costs but partially offset by reduced cost
of HF hospitalizations and CV deaths.
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Key Summary Points

From a US commercial payer perspective,
this study estimated the budget impact of
vericiguat as an add-on therapy to
guideline-directed medical therapy for the
treatment of chronic HFrEF following a
worsening HF event by integrating
information from the VICTORIA trial.

At a utilization rate of 5%, 10%, and 15%
for vericiguat over years 1–3, the per
member per month budget impact was
estimated to be $0.048, $0.064, and
$0.086, respectively.

Adding vericiguat to a US commercial plan
formulary was associated with limited
budget impact, primarily driven by drug
acquisition costs but partially offset by
reduced cost of HF hospitalizations and
CV deaths.

DIGITAL FEATURES

This article is published with digital features,
including a summary slide, to facilitate under-
standing of the article. To view digital features
for this article go to https://doi.org/10.6084/
m9.figshare.14054147.

INTRODUCTION

Heart failure (HF) is a common disease of soci-
etal importance in the USA with a projected
prevalence of 8 million adults by the year 2030
[1]. Approximately 31–56% of patients with HF
have reduced ejection fraction (HFrEF), defined
as a left ventricular ejection fraction (LVEF) of
40% or less [2–7]. Patients with HF may expe-
rience multiple worsening HF event (WHFE)
(i.e., hospitalization for HF or initiation of
intravenous diuretic therapy in the outpatient
setting) despite the use of standard guideline-
directed medical therapies (GDMT) [8, 9].

Importantly, each event places patients at
increased risk of additional events [10, 11].

Approximately 30% of patients with chronic
HFrEF experience at least one WHFE in the first
year upon diagnosis [12, 13]. These WHFE have
an impact on the patients’ prognoses and are
further associated with a considerable economic
burden to payers and patients likewise. The
2-year mortality rate in patients with HFrEF
who experienced a WHFE was estimated at 23%
[11, 14]. These patients are at even higher risk of
mortality after each subsequent HF hospitaliza-
tion [15, 16].

The direct medical costs of HF in the USA are
projected to increase from $20.9 billion in 2012
to $53.1 billion in 2030 primarily due to medi-
cal cost inflation, followed by increase of US
population size [17]. Inpatient hospitalization
costs are the primary driver of total costs in HF
[17–20], and patients with HFrEF who experi-
ence a WHFE are at high risk for recurrent HF-
related hospitalizations [11]. Medical resource
use and costs are also significantly higher for
patients with chronic HFrEF following a WHFE
compared to patients with stable chronic HFrEF
[20, 21], so further treatment options are nee-
ded in this population.

Vericiguat, a novel soluble guanylate cyclase
stimulator, was filed for approval with the US
Food and Drug Administration (FDA) in 2020
for the treatment of adult patients with chronic
HF and LVEF of less than 45% following a
WHFE. The filing was based on findings of piv-
otal trial VICTORIA (NCT02861534), a phase 3,
randomized, double-blind clinical trial which
compared efficacy and safety between vericiguat
plus GDMT and placebo plus GDMT [8].

Given the economic burden of patients with
chronic HFrEF following a WHFE, a budget
impact analysis was conducted to understand
the total direct medical cost trade-off associated
with adding vericiguat on top of GDMT in this
population in a hypothetical commercial health
plan in the USA.
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METHODS

Model Overview

A model was developed to assess the budget
impact of adding vericiguat as an add-on ther-
apy to GDMT for the treatment of chronic
HFrEF following a WHFE. The analysis was
conducted from a US commercial health plan
perspective over a 3-year time horizon.

To estimate the budget impact of vericiguat,
total costs from two scenarios were compared:
the current market scenario without vericiguat
(i.e., GDMT alone) and a new market scenario
with vericiguat as an add-on therapy to GDMT
(Fig. 1). All cost inputs were inflated to 2020 US
dollars using the medical care component of the
Consumer Price Index [22].

This study relied on published estimates
from literature as analysis inputs. Therefore,
ethics committee approval was not required.

Population

The target eligible population was defined as
adult patients with chronic HFrEF (LVEF\

45%) following a WHFE, in line with the VIC-
TORIA trial population [8]. An eligible popula-
tion size was estimated for a hypothetical US
commercial health plan with 10 million
members.

To estimate the eligible population over the
model time horizon, the model included
prevalent cases entering the model at year 1 and
annual incident cases entering the model at
year 2 and year 3. Epidemiologic inputs from
published literature were used to estimate
prevalent and incident cases (Table 1).

For simplicity, it was assumed that the eligi-
ble population estimated in specific year would
enter the model in the beginning of that year
and be followed until death. After the first
model year, the total patient population in each
year consisted of a mix of (1) newly eligible
patients that entered the model in the current
year and (2) patients that became eligible and
entered the model in the past year(s) and
remained alive in the current year.

Fig. 1 Budget impact model structure. GDMT guideline-directed medical therapy, HF heart failure, HFrEF heart failure
with reduced ejection fraction
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Treatment Utilization

To estimate the number of patients treated with
specific treatments in market scenarios with and
without vericiguat, utilization rates of each
individual drug were applied to the estimated
eligible patients newly entering the model in
each year.

In the current market scenario without veri-
ciguat, all eligible patients were treated with a
mix of GDMT drugs, including angiotensin-
converting enzyme inhibitor (ACEi) or angio-
tensin receptor blocker (ARB), beta blockers
(BB), sacubitril/valsartan, and mineralocorticoid
receptor antagonist (MRA). The treatment uti-
lization rates of each individual GDMT drug
were based on VICTORIA trial data (73.4% for
ACEi or ARB, 93.1% for BB, 14.5% for sacubi-
tril/valsartan, and 70.3% for MRA [8]) and
assumed to be constant over time.

In the new market scenario with vericiguat,
it was assumed that a proportion of patients
would receive vericiguat as add-on therapy to
GDMT. We assumed GDMT to remain as is after
the introduction of vericiguat and solely calcu-
lated add-on utilization versus no add-on,
assuming an incremental increase of 5% in
vericiguat utilization rate every year (i.e., 5% in
year 1, 10% in year 2, and 15% in year 3).

Clinical Inputs

The clinical inputs of first HF hospitalization
and CV mortality were based on the primary
composite outcome in the VICTORIA trial
[8, 23] (Table 2). The number of HF hospital-
ization and CV mortality events were estimated
from the primary composite outcome (com-
bining first HF hospitalization or CV mortality)
in the following four steps and estimated sepa-
rately for patients treated with vericiguat plus
GDMT and GDMT alone.

First, the rates of the primary composite
outcome (combining first HF hospitalization or
CV mortality) from the VICTORIA trial were
converted into the cumulative probability of
the composite outcome over time. It was
assumed that the outcome rates observed
within the trial period (with a median follow-up
of 10.8 months) would be constant over time
throughout the model time horizon (Table 2).

Second, the cumulative proportion of
patients experiencing the composite outcome
was further partitioned into the cumulative
proportions of patients experiencing first HF
hospitalization and CV mortality separately,
based on the distribution of CV mortality and
HF hospitalization events that contributed to
the composite outcome observed in VICTORIA
(Table 2).

Table 1 Population inputs and estimation

Parameter Value, % Estimated population, n

Prevalence at year 1

Prevalence of HF [8, 33] 1.3a 131,950

Proportion with ejection fraction\ 45% [2, 34] 58.0 76,531

Proportion with WHFE [35] 26.8 20,510

Annual incidence at year 2 and year 3

Incidence of HF [33] 0.2 20,000

Proportion with ejection fraction\ 45% [2, 34] 58.0 11,600

Proportion with WHFE [35] 26.8 3109

HF heart failure, WHFE worsening heart failure event
a Estimated as prevalence of men (1.2%) and prevalence of women (1.7%) [33], weighted by sex ratio (23.9% female, 76.1%
male) [8]
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Third, subsequent HF hospitalizations were
estimated by multiplying the cumulative pro-
portion of first HF hospitalization by the pro-
portion of patients ever experiencing first HF
hospitalization who further experienced subse-
quent HF hospitalization. It was assumed that
subsequent HF hospitalization proportion may
occur in the same year as the first HF hospital-
ization (Table 2).

Finally, the cumulative proportion of
patients experiencing first and subsequent HF
hospitalizations and the cumulative proportion
of CV mortality were applied to the eligible
population that newly entered the model in
each year to derive the cumulative number of
HF hospitalization and CV mortality events
over time.

Our budget impact model was based on CV
mortality given the relatively short time

Table 2 Clinical inputs

Parameter Vericiguat 1 GDMT GDMT
alone

Rate (events per 100 patient-years) of primary composite outcome of first HF

hospitalization and CV mortality

33.6a 37.8a

Estimated cumulative proportion of patients experiencing composite outcome at end of year

Year 1 28.5% 31.5%

Year 2 48.9% 53.0%

Year 3 63.5% 67.8%

Breakdown of primary composite outcome

Proportion of first HF hospitalization 77.0%a 76.9%a

Proportion of CV mortality 23.0%a 23.1%a

Estimated cumulative proportion of patients experiencing first HF hospitalization at end of year

Year 1 22.0% 24.2%

Year 2 37.7% 40.8%

Year 3 48.9% 52.1%

Estimated cumulative proportion of patients experiencing CV mortality at end of year

Year 1 6.6% 7.3%

Year 2 11.1% 12.3%

Year 3 14.6% 15.7%

Proportion of patients ever experiencing first HF hospitalization who further

experienced subsequent HF hospitalization

77.0%a 78.8%a

Estimated cumulative proportion of patients experiencing subsequent HF hospitalization at end of year

Year 1 16.9% 19.1%

Year 2 29.0% 32.1%

Year 3 37.7% 41.1%

CV cardiovascular, GDMT guideline-directed medical therapy, HF heart failure
a Armstrong et al. [8]
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horizon and the fact that there was no statisti-
cally significant difference in non-CV mortality
between the vericiguat plus GDMT arm and
placebo plus GDMT arm in VICTORIA [8]. In
addition, we assumed no differences in adverse
events between the two scenarios, as there was
no significant difference in safety profiles
between the vericiguat plus GDMT arm and
placebo plus GDMT arm in VICTORIA [8].

Drug Costs

Daily drug acquisition costs for vericiguat and
each individual GDMT (Table 3) were calculated
as the product of the cost per tablet and number
of tablets per day for each drug [Table S1]. Tar-
get doses of GDMT drugs and vericiguat were
obtained from the products’ prescribing infor-
mation and the VICTORIA trial, respectively.
Drug wholesale acquisition costs (WAC) and
package information for GDMT drugs were
obtained from RED BOOK [24]. It was assumed
that patients would initiate treatment upon
model entry and continue until death (based on
CV mortality), in line with drug prescribing

information, where no discontinuation rule was
specified [25–28].

For drug costing purposes, half-cycle correc-
tions were applied to avoid overestimation or
underestimation of drug costs. For example, if
90% of patients were estimated to be on treat-
ment at the end of year 1 and 80% estimated at
the end of year 2, then the costing of drug
acquisition in year 2 would be based on 85%,
the average of 90% and 80%.

Medical Costs

Costs of HF hospitalization in each year were
estimated by multiplying the cost per hospital-
ization event (Table 3) by the number of HF
hospitalizations occurring in that year. Costs of
routine care in each year were estimated by
assigning monthly routine care costs (Table 3)
to the number of patients remaining alive in
that year. Half-cycle corrections were applied to
avoid overestimation or underestimation of
routine care costs. Costs of terminal care in each
year were estimated by multiplying a one-time
terminal care cost (based on published direct
HF-related medical costs in the last 1 month

Table 3 Cost inputs

Parameter Value References

Drug costs per daya

Vericiguat $19.43 [24]

ACEi or ARB $0.03 [24, 25]

Beta blockers $0.05 [24, 26]

Sacubitril/valsartan $19.43 [24, 27]

MRA $0.11 [24, 28]

Medical costs

HF hospitalization costs (per event) $23,605 [20, 22]

Routine care cost (per month alive) $307 [20, 22]

Terminal care cost (per mortality event)b $31,779 [22, 36]

ACEi angiotensin-converting enzyme inhibitor, ARB angiotensin receptor blockers, HF heart failure, MRA mineralocor-
ticoid receptor antagonists
a Detailed drug wholesale acquisition costs and drug dosage used to estimate daily drug costs are shown in [Table S1]
b The $31,779 applied in base case analysis was based on the direct heart failure-related medical costs in the last 1 month
before death [36]
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before death) (Table 3) by the number of CV
deaths in that year.

Model Outputs

The primary model output was the budget
impact of vericiguat. The total budget impact
was estimated on an annual basis as the differ-
ence in total costs between the market scenarios
with and without vericiguat for the total
10-million-member health plan population in
aggregate. The total costs in both market sce-
narios in each year were estimated as the sum of
total costs of drug acquisition, HF hospitaliza-
tion, routine care, and terminal care incurred in
that year.

In addition to total budget impact, as is
standard with US commercial payers, the bud-
get impact per member per month (PMPM), per
member per year (PMPY), per patient per month
(PPPM), and per patient per year (PPPY) were
estimated.

The secondary model outputs were the total
number of HF hospitalization events avoided
and the total number of CV deaths avoided due
to introduction of vericiguat, which were esti-
mated as the difference in total number of
events between the market scenarios with and
without vericiguat for the total plan population
on an annual basis.

Scenario Analyses
To assess the impact of uncertainty of model
inputs and assumptions [Table S2] on model
results, deterministic scenario analyses were
conducted for the overall eligible population, in
which one parameter was varied at a time while
holding the other parameters unchanged.
Parameters examined in scenario analyses
included daily drug acquisition cost (including
potential drug cost discount), medical cost
inputs, and projected utilization rate of veri-
ciguat (Table 5).

RESULTS

Base Case

In a hypothetical 10-million-member commer-
cial health plan, approximately 20,510 preva-
lent HFrEF cases were estimated to be eligible for
treatment with vericiguat in year 1; approxi-
mately 3109 annual incident cases were esti-
mated for subsequent years. At a projected
vericiguat utilization rate of 5% (year 1), 10%
(year 2), and 15% (year 3), the budget impact
was estimated to be $0.048 PMPM ($5,764,274
in total) in year 1, $0.064 PMPM ($7,645,376 in
total) in year 2, and $0.086 PMPM ($10,326,041
in total) in year 3 (Table 4) from the perspective
of a health plan, driven by the higher annual
cost per patient treated with vericiguat plus
GDMT ($21,116 averaged over 3 years since
treatment initiation, compared to $15,404 per
patient treated with GDMT alone).

In addition, vericiguat was associated with a
reduction of 44 HF hospitalizations and 7 CV
deaths in year 1, and a reduction of 32 HF hos-
pitalizations and 12 CV deaths in year 2
(Table 4). In total, 30 HF hospitalizations and 18
CV deaths were avoided over 3 years following
introduction of vericiguat.

The reductions in HF hospitalizations and
CV deaths reduced the budget impact by 9%
and 4%, respectively, over a 3-year period.

Sensitivity Analyses

In the overall eligible population, decreasing
the daily drug acquisition costs of both veri-
ciguat and sacubitril/valsartan by 10% and 25%
was associated with a PMPM impact of $0.058
and $0.047, respectively, averaged across
3 years, in comparison with $0.066 in the base
case (Table 5).

Increasing and decreasing HF hospitalization
costs by 15% were associated with a PMPM
impact of $0.065 and $0.067, respectively. In
comparison with HF hospitalization cost, vary-
ing routine care cost or terminal care cost had
relatively limited impact on the PMPM results
(Table 5).
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Table 4 Base case analysis results

Year 1 Year 2 Year 3

Total costs

Without vericiguat $351,207,596 $365,045,892 $385,313,354

Drug acquisition $21,390,120 $23,269,360 $25,371,024

HF hospitalization $209,462,276 $175,278,674 $151,855,028

Routine care $72,863,504 $79,264,965 $86,424,091

Terminal care $47,491,696 $87,232,893 $121,663,211

With vericiguat $356,971,870 $372,682,039 $395,639,395

Drug acquisition $28,433,582 $32,044,875 $36,937,022

HF hospitalization $208,407,967 $174,513,465 $151,133,033

Routine care $72,877,352 $79,302,706 $86,481,352

Terminal care $47,252,969 $86,820,993 $121,087,988

Total budget impact $5764,274 $7636,147 $10,326,041

Drug acquisition $7043,461 $8,775,515 $11,565,999

HF hospitalization - $1054,309 - $765,210 - $721,996

Routine care a $13,848 $37,742 $57,261

Terminal care - $238,727 - $411,900 - $575,223

Other budget impact measures

PMPM $0.048 $0.064 $0.086

PMPY $0.576 $0.764 $1.033

PPPM $23 $27 $32

PPPY $281 $323 $386

Total number of events

Without vericiguat

HF hospitalization 8874 7426 6433

CV mortality 1494 2745 3828

With vericiguat

HF hospitalization 8829 7393 6403

CV mortality 1487 2732 3810

Number of events avoidedb

HF hospitalization 44 32 30
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Increasing the utilization rate of vericiguat to
10%, 20%, and 30%, over year 1 to year 3
increased average PMPM to $0.132 but also
increased the average number of HF hospital-
izations avoided and CV deaths avoided to 71
and 25, respectively, in comparison with 35 HF
hospitalization avoided and 12 CV deaths
avoided in base case (Table 5). Decreasing the
utilization rate of vericiguat to 2.5%, 5%, and
7.5% over year 1 to year 3 decreased PMPM to
$0.033 but also decreased the number of HF
hospitalizations avoided and CV deaths avoided
to 17 and 6, respectively (Table 5).

DISCUSSION

Patients with chronic HFrEF following a WHFE
are associated with significantly higher clinical
and economic burden, compared with patients
with stable chronic HFrEF, despite the use of
standard GDMT [20, 21], which suggests an
unmet need of treatment strategies for these
patients. Recently, the VICTORIA trial has
demonstrated the clinical benefit of vericiguat,
a novel therapy, by showing that patients trea-
ted with vericiguat plus GDMT had lower
number of HF hospitalizations and CV deaths
compared to patients treated with GDMT alone
[8]. Given the disease burden and the antici-
pated introduction of vericiguat in the USA, in
addition to the clinical benefit on a patient
level, it is also important for payers to under-
stand the economic implications to the entire
health plan population in which some eligible
patients would be treated with vericiguat plus
GDMT following the introduction of vericiguat,
whereas the other eligible patients would be

treated with GDMT alone. Given the above and
also following the recommendation by the
International Society for Pharmacoeconomics
and Outcomes Research [29], this study was
conducted to assess the budget impact of add-
ing vericiguat to the formulary from a com-
mercial payer perspective to help payers in
making reimbursement decisions.

This study indicates that adding vericiguat to
GDMT in an overall eligible worsening HF
patient population would lead to small budget
impacts of $0.048 PMPM in year 1 and $0.086
PMPM in year 3 from a US commercial payer
perspective. This analysis also indicates that
vericiguat would lead to 44 fewer HF hospital-
izations and 7 fewer CV deaths in the first year
and 106 fewer HF hospitalizations and 37 fewer
CV deaths in total over 3 years following the
introduction of vericiguat. The increase in drug
acquisition costs with vericiguat was partially
offset by the reduction in costs of HF hospital-
izations and CV deaths due to clinical benefits
of vericiguat.

Scenario analyses in which medical cost
inputs were varied showed that the budget
impact would be lower in the case of higher HF
hospitalization cost and higher terminal care
cost inputs, driven by the lower number of HF
hospitalizations and CV deaths in patients
treated with vericiguat. Compared to HF hos-
pitalization cost inputs, varying terminal care
cost and terminal care cost inputs had more
limited effect on the budget impact. Varying the
utilization rate of vericiguat would proportion-
ally increase the budget impact but also pro-
portionally increase the numbers of HF
hospitalizations and CV deaths avoided.

Table 4 continued

Year 1 Year 2 Year 3

CV mortality 7 12 18

CV cardiovascular, HF heart failure, PMPM per member per month, PMPY per member per year, PPPM per patient per
month, PPPY per patient per year
a Introduction of vericiguat was associated with increased total costs of routine care because patients receiving vericiguat had
longer life expectancy to incur more routine care costs
b The number of events avoided were rounded down to be conservative
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Table 5 Scenario analysis results averaged across 3 years

Parameter Base case
setting

Scenario
analysis
setting

Budget
impact
PMPM, $

Number of HF
hospitalizations
avoided a

Number of CV
deaths
avoideda

Base case 0.066 35 12

Daily drug acquisition cost of

both vericiguat and

sacubitril/valsartan

$19.43 10%

discount

($17.49)

0.058 35 12

20%

discount

($15.54)

0.051 35 12

25%

discount

($14.57)

0.047 35 12

HF hospitalization costs per event $23,605 15%

increase

($27,146)

0.065 35 12

15%

decrease

($20,064)

0.067 35 12

Routine care cost per month alive $307 15%

increase

($353)

0.066 35 12

15%

decrease

($261)

0.066 35 12

Terminal care cost per mortality

event

$31,779 15%

increase

($36,546)

0.065 35 12

15%

decrease

($27,012)

0.066 35 12

Projected utilization rate of

vericiguat

5%, 10%, 15%

over years 1

to 3

10%, 20%,

30%

0.132 71 25

2.5%, 5%,

7.5%

0.033 17 6

CV cardiovascular, HF heart failure, PMPM per member per month
a The number of events avoided were rounded down to be conservative
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To our knowledge, this is the first budget
impact analysis that was conducted specifically
in US patients with HFrEF following a WHFE. In
addition, prior studies in HFrEF were conducted
among patients with slightly different patient
profile and clinical characteristics (e.g., New
York Heart Association classification II–IV, LVEF
of lower than 40%) [30–32]. Although this study
indicates limited budget impact for vericiguat,
further cost-effectiveness analysis is warranted
to provide a comprehensive assessment of the
long-term clinical and economic implications
of adding vericiguat to a commercial health
plan in the US healthcare system.

As with all modeling analysis, this analysis
has limitations which should be considered
when interpreting the results. First, considering
that all costs are dependent on clinical out-
comes, results of this analysis based on VIC-
TORIA populations may not be generalizable to
real-world patient populations with a poten-
tially different patient profile (e.g., prior WHFE
or age) or potentially different treatment pat-
terns (e.g., utilization rates of specific GDMT,
treatment adherence). Second, given that the
budget impact analysis results relied on the
projected utilization rate of vericiguat, as shown
by the results of scenario analyses, our analysis
results may not be generalizable to populations
with different adoption rates of vericiguat.
Finally, this analysis relied on WAC for drug
acquisition costs without accounting for real-
world reimbursement mechanisms (e.g., coin-
surance, rebate), which typically are not pub-
licly available and vary substantially by health
plan. To mitigate these limitations, scenario
analyses were conducted by varying the pro-
jected utilization rates of vericiguat and the
drug acquisition cost for both vericiguat and
sacubitril/valsartan. Vericiguat received FDA
approval in January 2021. Therefore, any
uptakes built into this model are hypothetical as
is usually the case with models. However, it will
be interesting to understand the utilization of
vericiguat over the upcoming years and update
our budget impact analysis with recent real-
world data once they become available.

CONCLUSIONS

Adding vericiguat to a commercial plan formu-
lary as an add-on therapy for treatment of
patients with HFrEF following a WHFE was
associated a limited budget impact with a
PMPM of less than 10 cents.
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