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Vericiguat (Verquvo®):
Treatment for heart failure patients with reduced ejection fraction after 
decompensation 

Heart failure: 5 yr Outcomes & Epidemiology

HF is the #1 reason for hospitalisation 
in patients aged >65 years, with 24% of 
patients re-hospitalised within 30 days of 
discharge2,3

Approximately 50% of patients 
diagnosed with HF will die within 
5 years4

There are 150.000 Heart 
Failure Patients in 

Switzerland*

* Mohacsi, P., et al., Ein Curriculum für Herzinsuffizienz ist als Grundlage für die Entwicklung erforderlicher nationaler Strukturen unumgänglich: 
Positionspapier «Herzinsuffizienz-Curriculum» der Arbeitsgruppe Herzinsuffizienz der SGK. Cardiovascular Medicine, 2018. 21(01): p. 26-32 
1) Groenewegen et al., Eur J Heart Fail 2020; 1342-1356; 

Prognose von Patienten mit ASCVD / Herzinsuffizienz / Krebs

Prognose bei Herzinsuffizienz ist vergleichbar mit 
vielen Krebsarten2

Für Patienten 
mit HI nicht 
zutreffend

ASCVD

HI

7 %
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5 %
4 %
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2 %
1 %

Sehr hohes 
Risiko

Hohes Risiko

Intermediäres Risiko
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Hohes Risiko

Sehr hohes 
Risiko

Geringes Risiko
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Selbst die Untergruppen von HFrEF-Patienten mit 
dem geringsten Risiko weisen höhere Ereignis-
raten auf als ASCVD-Patienten mit hohem oder 
sehr hohem Risiko1

ASCVD: atherosklerotische kardiovaskuläre Erkrankung; KV: kardiovaskulär; HFrEF: Herzinsuffizienz mit reduzierter Ejektionsfraktion; MI: Myokardinfarkt; NYHA: New York Heart Association.

1. Greene SJ et al. JAMA 2021;326:2261–2262. 2. Mamas MA et al. Eur J Heart Fail. 2017 Sep;19(9):1095-1104.

(A) Männer mit Prostata-, Lungen-, Darm- oder 
Blasenkrebs oder mit Herzinsuffizienz

(B) Frauen mit Brust-, Darm-, Lungen- oder 
Eierstockkrebs oder mit Herzinsuffizienz

1 2

3 4
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Timeline heart failure
More Than Half of Patients with Chronic HF may Require 
Rehospitalisation Within a Month of a Worsening HF Event

HF, heart failure
Butler J et al. J Am Coll Cardiol. 2019;73:935–944

Patients with hospitalisations and number of hospitalisations per patient through 
2 years post index worsening HF event

56% of patients were re-hospitalised within 30 days of the worsening HF event and the 
number of HF-related hospitalisations increased over time
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Hospitalisations per patient
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Die 
Überlebenswahrschein-
lichkeit sinkt mit jeder

erneuten HHI

Higher mortality with re-hospitalisations

Fehlerbalken entsprechen 95%-KI; HI, Herzinsuffizienz; HHI, Hospitalisierung aufgrund von Herzinsuffizienz; KI, Konfidenzintervall
Setoguchi S et al. Am Heart J. 2007; 154: 260-266.
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Diuretic
Digitalis

Beta blocker
MRA
ACEi

Diuretic
Digitalis

Beta blocker
MRA
ARNi

SOC                     SOC + new therapy

PARADIGM-HF (2014)1,2

N=8442
ARR=1.5

RRR=20%
p<0.001

Median follow-up:
27 months

High Persisting Risk in HFrEF Remains Despite the Use of 
HF Medications1–5

Diuretic
Digitalis

ACEi
Beta blocker

MRA
ARB or ARNi
Dapagliflozin

Diuretic
Digitalis
ACEi

Beta blocker
MRA

ARB or
ARNi

DAPA-HF (2019)2,3

N=4744
ARR=1.4

RRR=18% 
Median follow-up: 

18.2 months 

EMPEROR-Reduced (2020)2,4

N=3730
ARR=0.5
RRR=8%

Median follow-up:
16 months 

Diuretic
ACEi or ARB

ARNi
Beta blocker

MRA

Diuretic
ACEi or ARB

ARNi
Beta blocker

MRA
Empagliflozin

GALACTIC-HF (2020)5

N=8256
ARR=–0.1
RRR=–1%

p=0.86 
Median follow-up:

21.8 months 

Digitalis
ACEi

Beta blocker
MRA

ARB or ARNi
SGLT2i

Ivabradine

Digitalis
ACEi

Beta blocker
MRA

ARB or ARNi
SGLT2i

Ivabradine
Omecamtiv mecarbil

Major medical therapies listed. Each HF study was independently conducted, and no head-to-head HF studies have been completed that allow for direct comparison.
ACEi, angiotensin-converting enzyme inhibitor; ARNi, angiotensin receptor–neprilysin inhibitor; ARB, angiotensin receptor blocker; ARR, absolute rate reduction; CV, cardiovascular; HF, heart failure; HFrEF, heart failure with reduced ejection 
fraction; MRA, mineralocorticoid receptor antagonist; RRR, relative risk reduction; SGLT2i, sodium–glucose cotransporter 2 inhibitor; SOC, standard of care.

1. McMurray JJV et al. N Engl J Med. 2014;371:993–1004; 2. Butler J et al. Eur J Heart Fail. 2020;22:1991–1993; 3. McMurray JJV et al. N Engl J Med. 2019;381:1995–2008; 4. Packer M et al. N Engl J Med. 2020;383:1413–1424; 5. Teerlink JR et 
al. N Engl J Med. 2021;384:105–116.
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Therapy frequently below target doses, worse prognosis!

10 – 30% von den Patienten, die neu auf einer 
Therapie eingestellt sind, erreichten die 
empfohlene Dosis der Standardtherapie; Abbrüche 
im Laufe von 12 Monaten waren häufig (24-55 %)1

Die mit ARNI behandelten Patienten waren bei Behandlungsbeginn jünger als anders therapierte Patienten. Deshalb war zu erwarten, dass sie die Behandlung besser vertragen und die Therapie und 
die regelmässige Nachbeobachtung besser einhalten. 
1. Savarese G. et al. European Journal of Heart Failure (2021) doi:10.1002/ejhf.2271. 2. Greene S et al. J Card Fail. 2022 Mar;28(3):370-384.

CHAMP-HF-Register: niedrigere Dosen waren mit höherem Mortalitätsrisiko während 
der 24-monatigen Follow-up verbunden2

Abgebrochene Behandlung Anfangsdosis

Niedrige Dosis (<50 % der ZD)

Mittlere Dosis Zieldosis

Patient profile

HFrEF-Erstdiagnose 3 Monate später
ZweitesDekompensation, 
die IV-Diuretika erforderte  

1 Jahr später
Erste Dekompensation, die 
zu Hospitalisierung führteMonika

Komorbididtäten

CKD
(eGFR: 15 ml/min/1,72 m2)
Vorhofflimmern

Aktuelle Situation

Verträglichkeitsprobleme in 
Verbindung mit Hypotonie 

Diagnose

38 %LVEF

IIINYHA-Klassifikation

1970 pg/mlNT-proBNP

141 mmol/lNa+

4,1 mmol/lK+

110/75 mmHgBlutdruck

75 kg / 27,5Gewicht / BMI

Aktuelle HI-Medikation

• Betablocker

• MRA

• ACE-I

• SGLT2-I

eGFR: geschätzte glomeruläre Filtrationsrate; HI: Herzinsuffizienz; HFrEF: Herzinsuffizienz mit reduzierter Ejektionsfraktion; IV: intravenös; CKD: chronische Nierenerkrankung; NT-proBNP: N-terminales Pro-B-Typ natriuretisches Peptid; 
NYHA: New York Heart Association; BMI: Body-Mass-Index; MRA: Mineralocorticoidrezeptorantagonist; ARNI: Angiotensinrezeptor-Neprilysin-Inhibitor; SGLT2i: Natrium-Glucose-Cotransporter-2-Inhibitor

Diagnostics

11

Chronic heart failure with acute decompensation

12

9 10

11 12
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Extracellular

cGMPsGC
Intracellular

cGMP, cyclic guanosine monophosphate; NO, nitric oxide; sGC, soluble guanylate cyclase
1. Gheorghiade M et al. Heart Fail Rev. 2013;18:123–134; 2. Fulton DJR et al. Antioxidants (Basel). 2017;6:E54; 3. Breitenstein S et al. Handb Exp Pharmacol. 2017;243:225–247

↓ Progressive myocardial stiffening
↓ Myocardial thickening 
↓ Ventricular remodelling
↓ Fibrosis

↓ Vasoconstriction
↓ Vascular stiffness

Heart Vasculature

Increased
sGC activity

Increased 
cGMP 

production

Low NO availability

Vericiguat

Nitric oxide

Vericiguat Increases sGC Activity to Improve 
Myocardial and Vascular Function1–3

Decreased NO
Decreased sGC

activity

Oxidative stress Endothelial dysfunction

13

Vericiguat has a complementary Mode of Action 
with no overlap with other drugs1–8

SNSRAAS

NPS

β-blocker3RAAS inhibitor1,2

(ACEi, ARB, MRA)

ARNi2,4 Neprilysin 

inhibitor

+

–

– –

SGLT2 SGLT2i5
–

NO–sGC–cGMPVericiguat6,7

Activated pathways 
Impaired pathways 
HF MoA
unconfirmed*,8

Activation
Inhibition

+

See slide notes for abbreviations 
*The mechanism(s) by which SGLT2is mediate their cardioprotective effects is unclear but there are several postulated mechanisms which include improving haemodynamics, controlling 
sympathetic stimulation, inhibiting fibrosis and cardiac remodelling, improving cardiac efficiency and output, modulating the overall cytosolic sodium and calcium concentrations, and altering the 
adipokine levels.8

1. Mann DL et al. Braunwald’s Heart Disease: A Textbook of Cardiovascular Medicine. 10th edn. Elsevier/Saunders; 2015; 2. Yancy CW et al. J Am Coll Cardiol. 2017;70:776–803; 
3. Triposkiadis F et al. J Am Coll Cardiol. 2009;54:1747–1762; 4. Ponikowski P et al. Eur J Heart Fail. 2016;18:891–975; 5. Matsumura K & Sugiura T. Cardiovasc Ultrasound. 2019;17:26; 
6. Armstrong PW et al. JACC Heart Fail. 2018;6:96–104; 7. Armstrong PW et al. N Engl J Med. 2020;382:1883–1893; 8. Nightingale B. Cardiol Res. 2021;12:60–66.

+
–

VICTORIA Study Design 

The VICTORIA study was a randomised, parallel-group, placebo-controlled, double-blind, event-driven, international phase III trial 
investigating the effect of vericiguat in patients with symptomatic chronic HFrEF following a worsening HF event1,2

Eligibility criteria

 HFrEF (LVEF <45%)

 NYHA Class II–IV

 BNP: ≥300 pg/mL SR; ≥500 pg/mL + AF

 NT-proBNP: ≥1000 pg/mL SR; ≥1600 pg/mL + AF

 eGFR: ≥15 mL/min/1.73 m2

(15% cap: 15–30 mL/min/1.73 m2)

 HF hospitalisation within 6 months or 
IV diuretic treatment for HF within 3 months

*If the 10 mg OD target is not reached, up-titration should be considered at subsequent study visits.
AF, atrial fibrillation; BNP, B-type natriuretic peptide; CV, cardiovascular; eGFR, estimated glomerular filtration rate; EQ-5D, EuroQol 5-dimension; IV, intravenous; KCCQ, Kansas City Cardiomyopathy Questionnaire; 
HF, heart failure; HFrEF, heart failure with reduced ejection fraction; LVEF, left ventricular ejection fraction; NT-proBNP, N-terminal pro-B-type natriuretic peptide; NYHA, New York Heart Association; OD, once daily; 
SR, sinus rhythm
1. Armstrong PW et al. JACC Heart Fail. 2018;6:96–104; 2. Armstrong PW et al. N Engl J Med. 2020;382:1883–1893

N=5050

Primary endpoint: Time to first occurrence of the 
composite of CV death and HF hospitalisation

Placebo OD with sham up-titration at Weeks 2 and 4

5 mg OD 10 mg OD*2.5 mg OD

Secondary endpoints:
 Time to CV death
 Time to first and subsequent HF hospitalisation
 Time to all-cause mortality
 Time to composite all-cause mortality or HF hospitalisation

Week 0 Week 2 Week 4 Week 16 Q16W

1:1

Exploratory endpoints included changes in KCCQ and EQ-5D from baseline and the relationships among treatment effect, baseline 
biomarkers and genetic variation

13 14

15 16
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‘Worsening HF event’‘Symptomatic chronic HF’

 NYHA class II–IV
 LVEF <45%
 On available HF therapies

 Recent HF hospitalisation
 Recent IV diuretic use
 Elevated natriuretic peptides

VICTORIA Was Designed to Study Patients with 
Symptomatic Chronic HF Following a Worsening HF Event1,2

17

&

67 % der Patienten wurden in den letzten 3 Monaten 
nach der Randomisierung hospitalisiert1

Die Dreifachtherapie aus SoC-Medikamenten konnte Betablocker, ACE-Hemmer, ARBs und Sacubitril/Valsartan umfassen. 
ACEi: Angiotensin-Converting-Enzym-Inhibitor; ARB: Angiotensinrezeptorblocker; MRA: Mineralocorticoidrezeptorantagonist; SOC: Standardbehandlung; HFrEF: Herzinsuffizienz mit reduzierter Ejektionsfraktion; IV: 
intravenös; SD: Standardabweichung.
1. Armstrong PW et al. JACC Heart Fail. 2018;6:96–104; 2. Armstrong PW et al. N Engl J Med. 2020;382:1883–1893
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Vericiguat Placebo

27.8%

14.7%

93.1%

73.4%

70.3%

14.5%

59.7%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Implantierbarer Cardioverter-Defibrillator

  Biventrikulärer Schrittmacher

  Betablocker

  ACEi/ARB

  MRA

  ARNI (sacubitril/valsartan)

Dreifachtherapie

HI-Therapie (Gesamtpopulation)

Die VICTORIA-Studie schloss eine Population mit 
hohem Risiko aber gut behandelter HI ein1

VICTORIA Was Designed to Study Patients with 
Symptomatic Chronic HF Following a Worsening HF Event1,2

Hinweis: Dies soll kein direkter Vergleich der verschiedenen Studien sein. 
*Der primäre Endpunkt für DAPA-HF war der KV-Tod, die Hospitalisierung oder ein dringender Arztbesuch, der zu einer IV Behandlung wegen HI führte. Primäre Endpunkte in PARADIGM-HF and VICTORIA waren der 
KV-Tod oder die erste HI-bedingte Hospitalisierung.
KV: kardiovaskulär; HI: Herzinsuffizienz; IV: intravenös; NT-proBNP: N-terminales pro B-Typ natriuretisches Peptid; NYHA: New York Heart Association; PJ: Patientenjahre
1. McMurray JJV et al. Eur J Heart Fail. 2019;21:1402–1411; 2. McMurray JJV et al. N Engl J Med. 2019;381:1995–2008; 3. McMurray JJV et al. Eur J Heart Fail. 2014; 16:817–825; 4. Solomon SD et al. JACC Heart 
Fail. 2016;4:816–822; 5. McMurray JJV et al. Eur Heart J. 2015;36:434–439; 6. Armstrong PW et al. N Engl J Med. 2020;382:1883–1893; 7. Pieske B et al. Eur J Heart Fail. 2019;21:1596–1604

VICTORIA-Patienten haben aufgrund anhaltend erhöhter Ereignisraten den maximalen 
medizinischen Bedarf, was zu einer Patientenpopulation mit wesentlich höherem Ausgangsrisiko 
führt

VICTORIA6,7PARADIGM-HF3–5DAPA-HF1,2

281616081437Medianes NT-proBNP (pg/ml)

843116,4
HI- bedingte Hospitalisierung innerhalb von 
6 Monaten (%)

412532NYHA-Klasse III/IV am Ausgangspunkt (%)

53 %37 %41 %eGFR < 60 ml/min/1,73 m2

≥ 15 ml/min/1,73 m2≥ 30 ml/min/1,73 m2≥ 30 ml/min/1,73 m2eGFR-Grenzwert

37,813,215,6*
Primäres Ergebnis (Ereignisse in den 
Vergleichsarmen pro 100 PJ)

29,17,79,8HI-bedingte Hospitalisierung

13,97,57,9KV-Tod

The VICTORIA Trial Targeted a Distinct Patient Population in Contrast to 
Other Contemporary HF Trials

Vericiguat Significantly Reduced the Annualised Absolute Risk of the 
Primary Composite Outcome

Time to CV death or first HF hospitalisation

ARR, absolute risk reduction; CI, confidence interval; CV, cardiovascular; HF, heart failure; HR, hazard ratio; NNT, number needed to treat
Armstrong PW et al. N Engl J Med. 2020;382:1883–1893
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 Median follow-up period: 10.8 months

 Event rate per 100 patient-years was 
33.6% for vericiguat vs 37.8% for 
placebo

p=0.02
HR=0.90 (95% CI: 0.82–0.98) 

ARR=4.2% per year
Annual NNT=24
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Cumulative Incidence Rates of Primary Endpoint Components

HF hospitalisation drives primary endpoint

*Annual ARR: 13.9-12.9=1%; †Annual ARR: 29.1-25.9=3.2%
ARR, absolute risk reduction; CI, confidence interval; HFH, heart failure hospitalisation; HR, hazard ratio; RRR, relative risk reduction
1. Armstrong PW et al. N Engl J Med. 2020;382:1883–1893; 2. Armstrong PW et al. Oral Presentation at ACC 2020 

p=0.269 
HR=0.93 (95% CI: 0.81–1.06) 
RRR=7%; ARR=1% per year*

Months since randomisation

Vericiguat
Placebo

Vericiguat
Placebo
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p=0.048 
HR=0.90 (95% CI: 0.81–1.00)
RRR=10%; ARR=3.2% per year†
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Months since randomisation

2526
2524

2376
2370

1968
1951

1070
1045

1468
1439

779
768

487
471

185
157
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No at risk:
Vericiguat
Placebo

2526
2524

2098
2052

1620
1554

825
771

1153
1096

577
558

348
323

125
110

1
0

No at risk:
Vericiguat
Placebo

>20% RRR, 95% confidence intervals well below HR 1

Primary composite and CV death endpoints for the combined 
subgroup of the three lower baseline NT-proBNP quartiles (Q1 – Q3)

Annual ARR 7.2%
NNT 14 per year

Annual ARR 2.2%
NNT 45 per year

ARR, absolute risk reduction; CI, confidence interval; CV, cardiovascular; HF, heart failure; HFH, hospitalisation for heart failure; NNT, number needed to treat.
1. Senni et al. ESC Heart Failure 2022 DOI: 10.1002/ehf2.14050. 

(Q1 – Q3) (Q1 – Q3)

MA-M_FIN-CH-0066 -1_08.2022

Overall AE Incidence and SAE Profile was Similar to Placebo 

SAEs within a system organ class (all patients as treated)*

*Incidence ≥2% in one or more treatment groups
AE, adverse event; GI, gastrointestinal; SAE, serious adverse event
Armstrong PW et al. N Engl J Med. 2020;382:1883–1893

 Incidence of organ class AEs 
was similar between vericiguat 
and placebo 

 Small imbalances in renal, GI, 
blood disorders and hypotensive 
SAEs

 More anaemia developed with 
vericiguat (7.6%) than with 
placebo (5.7%)

 Electrolyte balance was similar 
between vericiguat and placebo

Placebo
(N=2515)

Vericiguat
(N=2519)

Event, %

34.832.8≥1 SAEs
1.22.1Blood and lymphatic system disorders

10.78.1Cardiac disorders
4.43.2Cardiac failure
3.74.0GI disorders

10.710.7Infections and infestations
4.54.0Pneumonia
3.12.6Injury, poisoning and procedural complications
3.52.9Metabolism and nutrition disorders
3.33.3Nervous system disorders
5.35.6Renal and urinary disorders
2.02.5Acute kidney injury
3.63.5Respiratory, thoracic and mediastinal disorders
3.43.2Vascular disorders

Adverse Events of Clinical Interest

Symptomatic hypotension and syncope

*Based on the Miettinen & Nurminen method
CI, confidence interval
Armstrong PW et al. N Engl J Med. 2020;382:1883–1893

Difference in % vs placebo
Placebo
N=2515

Vericiguat 
N=2519

p-valueEstimate (95% CI)*N (%)N (%)

0.1211.2 (−0.3 to 2.8)198 (7.9)229 (9.1)Symptomatic hypotension

0.3030.6 (−0.5 to 1.6)87 (3.5)101 (4.0)Syncope

• Symptomatic hypotension and syncope were numerically more common in the patients receiving 
vericiguat than in those receiving placebo

21 22

23 24
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2516
2513

Vericiguat
Placebo

2388
2388

2147
2173

1769
1774

Number of subjects with SBP assessments
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Week 2 Week 4 Week 16 Week 32

Baseline SBP (mmHg) N           Mean (SD)
Vericiguat 2519 121.24 (15.67)
Placebo 2515 121.46 (15.76)

Vericiguat
Placebo

Systolic Blood Pressure Declined Slightly in Both Groups Over The First 
16 Weeks, Then Returned to Baseline

SBP, systolic blood pressure; SD, standard deviation 
Armstrong PW et al. N Engl J Med. 2020;382:1883–1893

Mean change in SBP from baseline over time

The urgent need for HF therapies that are well-tolerated and safe in order to
ensure compliance1-2

* minimal effect on blood pressure
1.Savarese et al. Eur J Heart Fail 2021 Sep;23(9):1499-1511. 2. Escobar et al. Expert Opin Pharmacother 2022 Aug 31;1-11.

Renal impairmentHyperkalemiaHypotensionBradycardia

--- (+)*-Verquvo

+++-ARNI

+++-ACE-Inhibitors

--++Beta Blockers

++- (+)*-MRA

The 4 most commmon side effects in HF Therapies, that must be uptitrated:2

- does not occur or does not occur significantly more frequently than with placebo

+ occurs more frequently than with placebo

Key updates in the management of chronic heart failure were presented 
at the congress of the European Society of Cardiology in August 2021.

ClassRecommendation

HFrEF

IACEi (ARNI), Beta-blocker, MRA and 
Dapagliflozin/Empagliflozin are recommended for patients 
with HFrEF to reduce the risk of HF hospitalization and 
death

IIbVericiguat may be considered in patients in NYHA class II–
IV who have had worsening HF despite treatment with an 
ACEi (or ARNi), a beta-blocker and an MRA to reduce the 
risk of CV mortality or HF hospitalization

• Vericiguat Inclusion in the guidelines before EU 
approval

• Worsening HF referred to for the first time and 
vericiguat  specifically recommended 
for this patient group

• use of all foundational therapies not required 
prior to vericiguat initiation

ESC HF Guidelines 2021

1. McDonald M et al. Can J Cardiol 2021;37:531–546. 2. Rosano GMC et al. EHJ HF 2021;23:872-81 

Limitatio:

• Patienten mit Dekompensation trotz Einsatz der Basistherapien (BB, MRA, SGLT2-i, ARNI)

• HI-Basistherapien können aufgrund von Verträglichkeitsproblemen (Intoleranz) nicht oder nur in 
tiefer Dosierung eingesetzt werden 

• HI-Basistherapien können aufgrund von Kontraindikationen (Begleiterkrankungen, Co-Medikationen) 
nicht eingesetzt werden 
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Management of Worsening HF with Reduced EF

Vericiguat
Quadruple therapy

SGLT2iMRABBARNi*

Quintuple therapy with vericiguat

• Prioritize initiating low doses to maximize tolerability

• Prioritize initiating multiple/all medications prior to dose escalation of any one 
medication

Step #1:

Rapid sequence 

or simultaneous 

initiation of 

disease-modifying 

therapies 

IV iron

Among patients with iron 
deficiency#

IV therapy

Step #2:

Dose escalation 

of oral therapies, 

as tolerated

Vericiguat

Quadruple therapy

Continue 
SGLT2i

↑ MRA↑ BB↑ ARNi*

Quintuple therapy with vericiguat

• Achieve maximally tolerated or target doses within 4–6 weeks

Strength of recommendation and 
benefit

Proven to improve HF outcomes, 
including mortality

Foundational therapy to be utilized 
in all eligible patients, as tolerated

Proven to improve HF outcomes 
other than mortality

Therapy should be strongly 
considered, as tolerated

Figure adapted from Greene et al. 2023.1

*ACEi/ARB is strongly recommended when use of ARNi is not feasible. # Ferritin <100 µg/l, or 100–299 µg/l with transferrin saturation <20%. ACEi, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; ARNi, 
angiotensin receptor–neprilysin inhibitor; BB, beta blocker; GDMT, guideline-directed medical therapy; HF, heart failure; IV, intravenous; MRA, mineralocorticoid receptor antagonist; NT-proBNP, N-terminal pro-brain natriuretic peptide; 
SGLT2i, sodium–glucose cotransporter 2 inhibitor.  Greene SJ et al. JACC Focus Seminar: Challenges in heart failure. JACC 2023;82(6):559-571

Oral Medical  Therapy

CENTRAL ILLUSTRATION Medical Therapy for Worsening Heart Failure With Reduced Ejection Fraction

Summary

New Patient population
with recent decompensation

New Mode of Action
complementary, with no overlap with other drugs

Improved outcomes for HFH and CV death
Significant annual reduction of the risk of HF 
hospitalisation or CV death.
ARR = 4.2 % (NNT= 24); RRR= 10% 

Well tolerated and simple
AE over all on Placebo level. 90.3% of patients on 
target dose (full uptitration = full efficacy)
No clinically relevant interactions with most drugs 
used for HF and comorbidities

No Monitoring needed
No correlation between Vericiguat and eGFR, 
Worsening renal function or Serum Potassium

Double again after 2 weeks to reach 
target maintenance dose of 10 mg 
once daily

Start with 2.5 mg once daily

Douple the dose after 2 weeks to 
5 mg once daily 

To be taken with food.
For patients who are unable to swallow whole tablets, Verquvo may be
crushed and mixed with non sparkling water immediately before
administration.1

1. Swiss SmPC www.swissmedicinfo.ch 

Take home
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 Reduced cGMP activity resulting from ineffective stimulation of soluble guanylate cyclase 
(sGC) due to endothelial dysfunction plays a key role in the pathophysiology of heart failure 
and contributes to disease progression.

 Vericiguat – a sGC stimulator increasing intracellular cGMP – is a new oral treatment for heart 
failure and provides a novel approach to tackle the pathophysiology of heart failure. 

 Treatment with vericiguat is associated with a significant reduction in the combined endpoint 
of cardiovascular mortality and heart failure hospitalisation, mainly driven by a reduction 
in hospital admissions. 

 Patients with advanced HFrEF and a recent history of acute decompensation despite 
optimal medical heart failure therapy are optimal candidates for starting treatment with 
vericiguat. 

Thank You for your attention 
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