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ORIGINAL RESEARCH

Blood Pressure and Safety Events With 
Vericiguat in the VICTORIA Trial
Carolyn S. P. Lam , MBBS, PhD; Hillary Mulder , MS; Yuri Lopatin , MD, PhD; Jose B. Vazquez-Tanus, 
MD; David Siu, MD; Justin Ezekowitz , MBBCH, MSc; Burkert Pieske, MD; Christopher M. O’Connor, MD; 
Lothar Roessig, MD; Mahesh J. Patel, MD; Kevin J. Anstrom, PhD; Adrian F. Hernandez , MD, MHS;   
Paul W. Armstrong , MD; on behalf of the VICTORIA Study Group* 

BACKGROUND: Although safety and tolerability of vericiguat were established in the VICTORIA (Vericiguat Global Study in 
Subjects With Heart Failure With Reduced Ejection Fraction) trial in patients with heart failure with reduced ejection fraction, 
some subgroups may be more susceptible to symptomatic hypotension, such as older patients, those with lower baseline 
systolic blood pressure (SBP), or those concurrently taking angiotensin receptor neprilysin inhibitors. We described the SBP 
trajectories over time and compared the occurrence of symptomatic hypotension or syncope by treatment arm in potentially 
vulnerable subgroups in VICTORIA. We also evaluated the relation between the efficacy of vericiguat and baseline SBP.

METHODS AND RESULTS: Among patients receiving at least 1 dose of the study drug (n=5034), potentially vulnerable subgroups were 
those >75 years old (n=1395), those with baseline SBP 100–110 mm Hg (n=1344), and those taking angiotensin receptor neprilysin 
inhibitors (n=730). SBP trajectory was plotted as mean change from baseline over time. The treatment effect on time to sympto-
matic hypotension or syncope was evaluated overall and by subgroup, and the primary efficacy composite outcome (heart failure 
hospitalization or cardiovascular death) across baseline SBP was examined using Cox proportional hazards models. SBP trajecto-
ries showed a small initial decline in SBP with vericiguat in those >75 years old (versus younger patients), as well as those receiving 
angiotensin receptor neprilysin inhibitors (versus none), with SBP returning to baseline thereafter. Patients with SBP <110 mm Hg at 
baseline showed a trend to increasing SBP over time, which was similar in both treatment arms. Safety event rates were generally 
low and similar between treatment arms within each subgroup. In Cox proportional hazards analysis, there were similar numbers 
of safety events with vericiguat versus placebo (adjusted hazard ratio [HR], 1.18; 95% CI, 0.99–1.39; P=0.059).
No difference existed between treatment arms in landmark analysis beginning after the titration phase (ie, post 4 weeks) 
(adjusted HR, 1.14; 95% CI, 0.93–1.38; P=0.20). The benefit of vericiguat compared with placebo on the primary composite 
efficacy outcome was similar across the spectrum of baseline SBP (P for interaction=0.32).

CONCLUSIONS: These data demonstrate the safety of vericiguat in a broad population of patients with worsening heart failure 
with reduced ejection fraction, even among those predisposed to hypotension. Vericiguat’s efficacy persisted regardless of 
baseline SBP.

REGISTRATION: URL: https://www.clini​caltr​ials.gov; Unique identifier: NCT02861534.
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Among patients with heart failure with reduced 
ejection fraction (HFrEF), concerns about hy-
potension often limit the use of potentially 

life-saving medications. In the CHAMP-HF (Change the 
Management of Patients with Heart Failure) registry, 
lower systolic blood pressure (SBP) was an independent 
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predictor of underuse or under-dosing of neurohor-
monal antagonists in eligible patients.1 Although hypo-
tensive patients should be evaluated for dehydration/
overdiuresis with consideration of reducing or remov-
ing medications causing hypotension without survival 
benefit, it should also be emphasized that applica-
tion of guideline-directed medical therapies has been 
shown to improve clinical outcomes in HFrEF despite 
lowering SBP. Physicians must therefore balance the 
risk of hypotension with the expected longer-term ther-
apeutic benefits because withholding effective thera-
pies for this reason may contribute to poor prognosis 

among patients with HFrEF. Indeed, even when SBP 
is not limiting, further data from CHAMP-HF suggest a 
reluctance of physicians to prescribe or up-titrate ben-
eficial, but potentially hypotensive-inducing agents, in 
the absence of other contraindications.2 Newer effec-
tive therapies in HFrEF that may lower SBP, such as 
angiotensin receptor-neprilysin inhibitors (ARNI),3 fur-
ther complicate management of patients with HFrEF 
given their advanced age, frequent comorbidities, and 
multiple concomitant medications.

Recently, the VICTORIA (Vericiguat Global Study 
in Subjects With Heart Failure With Reduced Ejection 
Fraction) trial randomized 5050 patients within 
6  months of worsening HFrEF to the soluble gua-
nylate cyclase stimulator vericiguat or placebo on 
top of high use of contemporary guideline-directed 
medical therapy and showed that vericiguat signifi-
cantly reduced the risk for the primary outcome of HF 
hospitalization or cardiovascular death over a median 
follow-up of 10.8  months (hazard ratio [HR], 0.90; 
95% CI, 0.82–0.98).4 Prespecified adverse events 
of interest were symptomatic hypotension and syn-
cope, which occurred in 9.1% versus 7.9% (P=0.12), 
and 4.0% versus 3.5% (P=0.30) of the vericiguat ver-
sus placebo groups, respectively. Although these 
safety and tolerability results were reassuring for the 
use of vericiguat in the overall studied population, it 
seems likely that there may be some patients who are 
more prone than others to blood pressure decreases, 
symptomatic hypotension, or syncope. Potentially 
vulnerable subgroups may be older patients, those 
with lower baseline SBP, or those concurrently tak-
ing vasoactive medications. Specifically, because 
neprilysin inhibition may also augment the guanylate 
cyclase-cyclic guanosine monophosphate pathway, 
the effect of the combined use of ARNI and vericig-
uat on SBP is of particular interest.5,6 Accordingly, we 
aimed to describe the SBP trajectories during treat-
ment and compared the occurrence of symptomatic 
hypotension or syncope in patients receiving vericig-
uat compared with placebo, with particular emphasis 
on potentially vulnerable subgroups. We also evalu-
ated the relation between the efficacy of vericiguat 
and baseline SBP.

METHODS
Data will be made available as outlined in the VICTORIA 
data sharing charter (https://thecvc.ca/victo​ria/data-
shari​ng/).

Trial Overview
Briefly, VICTORIA (NCT02861534) was a multicenter, 
international, randomized, placebo-controlled trial that 
investigated the efficacy and safety of vericiguat, on 

CLINICAL PERSPECTIVE

What Is New?
•	 Consistent with the safety and tolerability of 

vericiguat observed in the overall VICTORIA 
(Vericiguat Global Study in Subjects With Heart 
Failure With Reduced Ejection Fraction) trial, 
there were no excessive reductions in blood 
pressure with vericiguat across subgroups rep-
resenting potentially vulnerable patients predis-
posed to blood pressure decreases, such as 
older patients, those with lower baseline blood 
pressure, and patients receiving concurrent an-
giotensin receptor neprilysin inhibitors.

•	 The benefit of vericiguat was consistent 
across baseline systolic blood pressure (P for 
interaction=0.32).

What Are the Clinical Implications?
•	 Along with prior evidence of benefit with veri-

ciguat regardless of age and background 
therapy, our findings indicate the favorable 
benefit-to-risk ratio of vericiguat extends to pa-
tients potentially predisposed to blood pressure 
decreases.

Nonstandard Abbreviations and Acronyms

ARNI	 angiotensin receptor neprilysin 
inhibitors

CHAMP-HF	 Change the Management of 
Patients with Heart Failure

HFrEF	 heart failure with reduced ejection 
fraction

SBP	 systolic blood pressure
SGLT2i	 sodium glucose cotransporter-2 

inhibitors
VICTORIA	 Vericiguat Global Study in Subjects 

With Heart Failure With Reduced 
Ejection Fraction

https://thecvc.ca/victoria/data-sharing/
https://thecvc.ca/victoria/data-sharing/
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top of evidence-based therapy, in patients with chronic 
HFrEF (EF <45%, New York Heart Association class 
II–IV) and a recent (<6 months) worsening HF event.7 
Patients with SBP <100 mm Hg and those on long-
acting nitrates or phosphodiesterase type 5 inhibitors 
were excluded and the use of any intravenous treat-
ment within 24 hours before randomization was prohib-
ited. After a screening phase of up to 30 days, eligible 
patients were randomized 1:1 to start on a 2.5 mg dose 
of vericiguat or matching placebo, then up-titrated to 
5 mg and subsequently to the target dose of 10 mg 
once daily of vericiguat or matching placebo in a blinded 
fashion. There was no run-in phase in VICTORIA. The 
up-titration protocol was based on mean SBP and 
clinical symptoms were assessed at 2-week intervals, 
with a 4-week total titration phase. Patients were then 
evaluated every 4  months until study completion. At 
every subsequent visit, additional efforts were taken at 
the discretion of the investigator to maximize the likeli-
hood of titration to the 10 mg target dose, based on 
mean SBP measurement and safety considerations. 
Prespecified adverse events of clinical interest were 
symptomatic hypotension and syncope (both nonse-
rious and serious adverse events), for which patients 
were monitored through the course of the study, with 
all events of hypotension captured via electronic or 
paper reporting. The primary outcome was a compos-
ite of HF hospitalization or cardiovascular death; the 
secondary end points were HF hospitalization alone, 
cardiovascular death alone, a composite of all-cause 
mortality or HF hospitalization, and all-cause death 
alone. The trial protocol was approved by institutional 
review boards or ethics committees at the participating 
sites and all the patients provided informed consent.

Potentially Vulnerable Subgroups
Potentially vulnerable subgroups were defined as fol-
lows: (1) age >75 years old, (2) SBP 100 to 110 mm Hg, 
and (3) baseline therapy with ARNI. Our selected age 
cutoff of 75 years and SBP cutoff of 110 mm Hg corre-
sponded to the oldest age and lowest SBP categories 
in prior analyses of newer HFrEF therapies.8–10 Given 
potential synergistic effects of sacubitril and vericiguat 
on particulate and soluble guanylate cyclase, respec-
tively, the subgroup comparison by baseline ARNI use 
was prespecified and enrollment of patients receiving 
baseline ARNI was actively encouraged throughout 
the trial.7 Although the efficacy outcomes by age group 
(above and below 75 years old) and baseline ARNI use 
have been reported,4 the subgroup analyses of safety 
events have not.

Further subgroups of interest included patients with 
NT-proBNP (N-terminal pro-B-type natriuretic peptide 
above and below 4000 pg/mL and 8000 pg/mL, be-
cause treatment heterogeneity by baseline NT-proBNP 
had been previously observed in VICTORIA,4 with cut 

points from the treatment effect across the spectrum 
of (log-transformed) NT-proBNP at 4000  pg/mL and 
8000 pg/mL.11 Finally, recognizing that sodium glucose 
cotransporter-2 inhibitors (SGLT2i) will be increasingly 
used in HFrEF, we also examined the small subgroup 
of patients receiving SGLT2i at baseline (n=122 [2.4%]). 
Patients with nonmissing information for each criterion 
were included in these subgroup analyses.

Statistical Analysis
Patients were included in these analyses if they received 
at least 1 dose of the study drug (n=5034). Baseline 
characteristics were summarized for each vulnerable 
subgroup and compared with the rest of the popula-
tion not meeting the individual subgroup criteria, with 
continuous variables presented as medians with 25th 
and 75th percentiles and categorical variables pre-
sented as counts (percentages). Characteristics were 
compared between groups using 2-sample t tests or 
Wilcoxon rank sum tests for continuous variables and 
chi-square or Fisher’s exact test for categorical vari-
ables. SBP trajectory for each subgroup was plotted 
as mean change from baseline over time with the cor-
responding standard errors. SBP measurements ob-
tained before the date of the first dose and 14 days 
after the last dose of study medication were included.

The treatment effect on time to symptomatic hypo-
tension or syncope was evaluated overall and by sub-
group. The number of events and incidence rates are 
presented within each treatment arm and subgroup for 
the composite safety outcome and symptomatic hypo-
tension and syncope individually. Incidence rates are 
calculated as the number of events per 100 patient-
years of follow-up. Evaluation of the treatment effect 
and modification of the treatment effect by subgroup 
were performed using Cox proportional hazards mod-
els for the 3 outcomes (composite of symptomatic hy-
potension and syncope and individual components). 
Adjusted models were evaluated using the follow-
ing list of covariates: age, sex, race, SBP, ARNI use, 
angiotensin-converting enzyme inhibitor/angiotensin 
receptor blocker use, New York Heart Association 
class, estimated glomerular filtration rate, and NT-
proBNP. Continuous covariates used for determining 
subgroups were included categorically when neces-
sary. The proportional hazards assumption was as-
sessed using weighted Schoenfeld residuals, with no 
major violations found. Hazard ratios (HRs) with 95% 
CIs comparing vericiguat with placebo, overall, and 
within subgroups, are presented. For models assess-
ing the interaction between treatment and subgroup, 
the P value for the interaction is also presented.

To assess the incidence of symptomatic hypoten-
sion or syncope after dose titration by randomized 
treatment, a landmark analysis was performed for 
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patients who reached the 4-week (post-titration) visit 
without an event of symptomatic hypotension or syn-
cope. Day 0 for assessing events began at 4 weeks 
post randomization. Treatment effect was assessed 
using a Cox proportional hazards model. In order to 
reduce the potential for any bias incurred in perform-
ing a landmark analysis, the model was adjusted for 
potential confounders (urate, region/race, and implant-
able cardiac defibrillator for syncope; SBP, QT inter-
val, chloride, calcium, region/race, implantable cardiac 
defibrillator, randomized while hospitalized, and history 
of diabetes, atrial flutter, and hyperlipidemia for symp-
tomatic hypotension). We used backward selection 
with a 0.05 cutoff, starting with a list of ≈65 baseline 
characteristics, for each of the 3 end points (compos-
ite safety end point and the components). The pro-
portional hazards assumption was assessed, with no 
major violations found. The HRs (95% CI) comparing 
vericiguat with placebo and associated P value for 
each outcome are presented.

Finally, the effect of vericiguat compared with pla-
cebo on the primary efficacy composite outcome (HF 
hospitalization or cardiovascular death) was examined 
across the spectrum of baseline SBP using a Cox pro-
portional hazards model. The relation between base-
line SBP and HF hospitalization/cardiovascular death 
was assessed for nonlinearity using natural cubic 
splines, and the relation was found to be nonlinear. The 
final model included randomized treatment, SBP using 
natural cubic splines, and the interaction between 
treatment and SBP. HRs (95% CI) for the treatment ef-
fect were estimated at 1 mm Hg intervals of SBP from 
100 to 160 mm Hg.

All analyses were conducted by the Duke Clinical 
Research Institute (Durham, NC) using SAS version 9.4 
(SAS Institute, Inc., Cary, NC).

RESULTS
Baseline Characteristics by Vulnerable 
Subgroups
Among a total of 5034 patients with recent worsen-
ing HF who received at least 1 dose of study drug, 
mean age was 67.3±12.2  years and mean SBP was 
121.4±15.7  mm  Hg, with distribution as shown in 
Figure S1. There were 1395 (27.6%) patients >75 years 
old and 1344 (26.6%) with SBP 100 to 110 mm Hg.

Baseline characteristics according to the location of 
patients in the 3 aforementioned vulnerable subgroups 
are shown in Table 1. Compared with younger patients, 
those >75 years old were more likely to be female and 
White with comorbidities (atrial fibrillation, hyperten-
sion, hyperlipidemia, anemia) and a history of car-
diovascular disease (coronary artery disease, stroke, 
peripheral artery disease); have higher baseline SBP, 

lower glomerular filtration rate, and higher NT-proBNP; 
and were less likely to be on guideline-directed tri-
ple therapy at baseline. Compared with patients with 
higher baseline SBP, those with SBP <110 mm Hg were 
slightly younger, more often Asian, more likely to be 
within 3 months of HF hospitalization, and more likely 
to be receiving guideline-directed triple therapy, with 
higher baseline NT-proBNP. Guideline-directed triple 
therapy was commonly used, with 730 (14.5%) patients 
receiving ARNI at baseline. Compared with patients not 
receiving ARNI, those receiving ARNI at baseline were 
younger, more likely to be male and Asian with a similar 
comorbidity burden but lower baseline SBP, and more 
likely to have received triple therapy and devices.

Dose Achieved and Treatment Adherence
Treatment dose achieved after standardized up-titration 
by protocol (based on mean SBP and clinical symptoms) 
was as follows. Among patients >75 years old, the pro-
portion of patients achieving the 10 mg target dose of 
study drug was similar for vericiguat (78%) and placebo 
(78%); this was also similar to the proportion of younger 
patients achieving the target dose of vericiguat (79%). 
Among patients with baseline SBP 100 to 110 mm Hg, 
the proportion of patients achieving the 10 mg target 
dose of study drug was similar for vericiguat (60%) and 
placebo (62%); however, a higher proportion of patients 
with higher baseline SBP (≥110 mm Hg) achieved the 
target dose of vericiguat (86%) and placebo (87%). 
Among patients receiving ARNI, the proportion of pa-
tients achieving the 10 mg target dose of study drug 
was slightly lower for vericiguat (69%) than placebo 
(73%); however, a higher proportion of patients not re-
ceiving ARNI achieved the target 10 mg dose of veri-
ciguat (81%) and placebo (82%).

Treatment adherence rates were similarly high in all 
subgroups over the duration of the study: 95.6% for 
patients >75 years old (versus 94.9% in younger pa-
tients), 94.2% in those with baseline SBP <110 mm Hg 
(versus 95.4% in those with higher SBP), and 94.6% in 
those receiving baseline ARNI therapy (versus 95.2% 
in those not receiving ARNI).

SBP Trajectory by Vulnerable Subgroups
As previously reported in the overall VICTORIA cohort,4 
SBP declined slightly more in the vericiguat than pla-
cebo group over the first 16 weeks before returning to 
baseline (Figure 1A). Compared with younger patients, 
the initial decline in SBP with vericiguat was more pro-
nounced in those >75 years old, with SBP still return-
ing to baseline thereafter (Figure 1B and 1C). A similar 
SBP trajectory was observed in patients >85 years old, 
compared with those above and below 65  years of 
age, whereas a smaller difference between treatment 
arms was observed (Figure S2A).
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Figure 1.  SBP trajectory (mean ±1 SE) over time in the entire VICTORIA population (A), 
and by subgroups of age below (B) or above (C) 75 years; SBP above (D) or below (E) 
110 mm Hg; and those not receiving (F) or receiving (G) ARNI at baseline.
ARNI indicates angiotensin receptor neprilysin inhibitors; SBP: systolic blood pressure; and 
VICTORIA: Vericiguat Global Study in Subjects With Heart Failure With Reduced Ejection 
Fraction.

A

B C

D E

F G
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Compared with patients with higher baseline SBP, 
those with SBP <110  mm  Hg at baseline showed a 
trend to increasing SBP over time, which was similar 
in both treatment arms (Figure 1D and 1E). Compared 
with patients not receiving ARNI, those receiving ARNI 
at baseline showed a similar SBP trajectory, with no 
difference between treatment arms (Figure  1F and 
1G). Likewise, the SBP trajectories were similar be-
tween patients receiving (versus not receiving) any 
renin-angiotensin blockade, maximal doses of renin-
angiotensin system inhibitors, and guideline-directed 
triple therapy (Figure S3).

Occurrence of Symptomatic Hypotension 
and Syncope
In adjusted Cox proportional hazards analysis for 
time to the composite of symptomatic hypotension 
or syncope in the overall cohort (Figure 2A through 
2C) there was no significant difference in hazard 
rates for vericiguat compared with placebo (adjusted 
HR, 1.18; 95% CI, 0.99–1.39; P=0.059) (Figure 2A). 
There was no significant difference in the rates of 
symptomatic hypotension alone (adjusted HR, 1.17; 
95% CI, 0.96–1.42; P=0.13) (Figure  2B) or syncope 
alone (adjusted HR, 1.16; 95% CI, 0.86–1.55; P=0.33) 
(Figure 2C) between treatment arms. Treatment dis-
continuation rates were also similar between treat-
ment arms, regardless of occurrence of syncope or 
symptomatic hypotension (Table S1). Patients expe-
riencing symptomatic hypotension or syncope were 
at increased risk of the primary outcome (adjusted 
HR, 1.55; 95% CI, 1.31–1.82). In landmark analysis 
beginning after the titration phase (ie, post 4 weeks) 
(Figure  2D through 2F), there was no difference in 
the occurrence of symptomatic hypotension or syn-
cope between vericiguat- and placebo-treated pa-
tients, either before (unadjusted HR, 1.13; 95% CI, 
0.93–1.37; P=0.22) or after multivariable adjustment 
(adjusted HR, 1.14; 95% CI, 0.93–1.38; P=0.20) 
(Figure 2D). Similarly, there was no difference in the 
rates of symptomatic hypotension alone (unadjusted 
HR, 1.09; 95% CI, 0.86–1.38, P=0.47; adjusted HR, 
1.13; 95% CI, 0.89–1.43; P=0.32) (Figure 2E) or syn-
cope alone (unadjusted HR, 1.17; 95% CI, 0.86–
1.59; P=0.32; adjusted HR, 1.20; 95% CI, 0.88–1.64; 
P=0.26) (Figure 2F) between treatment arms.

When analyzed by subgroups (Table 2), event rates 
were similar between treatment arms within each 
subgroup.

Efficacy of Vericiguat According to 
Baseline SBP
Although the benefit of vericiguat compared with 
placebo on the primary composite outcome (HF 

hospitalization or cardiovascular death) appeared 
more pronounced in younger patients,4 when we ex-
amined the effect of vericiguat compared with placebo 
on the primary composite outcome across the spec-
trum of baseline SBP (Figure 3), there was no evidence 
of treatment heterogeneity (P for interaction=0.32).

Further Subgroup Analyses
We also examined SBP trajectory, as well as occur-
rence of symptomatic hypotension and syncope ac-
cording to NT-proBNP cut points above and below 
4000 pg/mL and 8000 pg/mL (Figure S4, Table S2). 
The rates of symptomatic hypotension and syncope 
were similar between treatment arms in each NT-
proBNP strata, with no difference between NT-proBNP 
subgroups.

Patients receiving SGLT2i at baseline (n=122) were 
younger (median [25th, 75th percentile] age 64 [58, 74] 
versus 69 [60, 77] years), more likely to be male (86% 
versus 76%), more likely to have a history of diabetes 
(98% versus 46%), had lower baseline SBP (115 [106–
131] versus 119 [109–131] mm Hg), and more concur-
rent ARNI use (21% versus 14%) but similar overall use 
of triple therapy (63% versus 60%) compared with 
patients not receiving SGLT2i. In the small group of 
patients receiving SGLT2i at baseline, the proportion 
of patients achieving the 10 mg target dose of study 
drug was slightly lower for vericiguat (74%) than pla-
cebo (85%) but similar to the proportion of patients not 
receiving SGLT2i who achieved the target 10 mg dose 
of vericiguat (79%) and placebo (81%). SBP trajecto-
ries showed that patients receiving SGLT2i at baseline 
appeared to have lower SBP compared with those 
who were not, although CIs were wide (Figure  S5). 
Symptomatic hypotension and syncope event rates 
were numerically higher in those receiving SGLT2i at 
baseline compared with those who were not; however, 
numbers of events were small and the differences 
were not statistically significant (Table S3).

DISCUSSION
Consistent with the safety and tolerability of veri-
ciguat observed in the overall VICTORIA trial, we did 
not observe excessive blood pressure decreases with 
vericiguat across a large number of subgroups rep-
resenting potentially vulnerable patients predisposed 
to blood pressure decreases. These subgroups in-
cluded older patients, those with lower baseline SBP, 
as well as patients receiving concurrent ARNI therapy. 
There was a small numerical increase in occurrence 
of symptomatic hypotension or syncope early during 
dose titration but no difference in rates of symptomatic 
hypotension or syncope from 4 weeks onwards. The 
rates of symptomatic hypotension and rates of syncope 
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Figure 2.  Kaplan-Meier event curves for time from randomization to (A) 
symptomatic hypotension or syncope, (B) symptomatic hypotension alone, 
and (C) syncope alone, and (D) landmark analysis in the post-titration phase (ie, 
after 4 weeks) of time to symptomatic hypotension or syncope, (E) symptomatic 
hypotension alone, (F) and syncope alone. aHR indicates adjusted hazard ratio.
 

A
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were generally low and similar between randomized 
treatment arms across specified subgroups. Along 
with prior evidence of benefit with vericiguat regardless 

of age and background therapy, as well as this new 
evidence of the consistency of benefit across baseline 
SBP, our findings indicate the favorable benefit to risk 

D

E

F

Figure 2.  (Continued)
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ratio of vericiguat extends to patients potentially pre-
disposed to blood pressure decreases.

These data provide important reassurance to phy-
sicians who may be reluctant to prescribe medications 
likely to cause hypotension, even if they are known to 
be beneficial. The SBP trajectories in the current report 
showed that despite an initial small dip in SBP in all 
subgroups—also seen in the placebo arm—continued 
treatment with vericiguat was associated with recovery 
and stabilization of SBP. Such patterns of SBP change 
have also been previously reported with initiation of 
renin-angiotensin system inhibitors,12,13 ARNI,9 and 
SGLT2i10 in HFrEF and have been attributed to a poten-
tial improvement in perfusion with beneficial afterload 
lowering therapies, offsetting any treatment-induced 
reduction in SBP. Furthermore, the small nonsignif-
icant increase in symptomatic hypotension or syn-
cope during dose titration did not prevent the majority 
(≥60%) of patients in each subgroup from achieving the 
10 mg target dose of vericiguat, and there was reas-
suringly no further excess safety events with continued 
treatment.

The relation between baseline SBP, outcomes, 
and treatment effect in HFrEF is known to be com-
plex. A low SBP is associated with worse outcomes 
in patients with HFrEF, indicative of more advanced 

cardiac disease with worse haemodynamic status, 
or because low SBP reflects underuse of (or intoler-
ance to) effective therapies.14 Indeed in VICTORIA, the 
occurrence of syncope or symptomatic hypotension 
identified patients at higher risk of the primary out-
come. It is particularly noteworthy that the efficacy of 
vericiguat was similar across baseline SBP, even down 
to a baseline SBP of 100 mm Hg. Vericiguat could be 
safely initiated and up-titrated, even in patients with 
baseline SBP <110 mm Hg, following a fixed protocol 
(based on SBP) that applied to both treatment arms. 
Among patients with baseline SBP <110 mm Hg, the 
similar proportion of patients achieving the target 
10 mg dose in both vericiguat and placebo sham ti-
tration indicates that the dose was limited by the titra-
tion protocol rather than by intolerance to vericiguat. 
The lower baseline SBP in patients receiving ARNI 
and SGLT2i may similarly explain the lower proportion 
of patients achieving the target dose of vericiguat in 
these subgroups. Nonetheless, the consistent ben-
eficial effect on the primary efficacy composite (HF 
hospitalization or cardiovascular death), coupled with 
lack of excess safety events (symptomatic hypoten-
sion and syncope) in patients with low baseline SBP, 
suggests that vericiguat is an important therapeutic 
option in these patients.

Table 2.  Treatment Effect on Time to Symptomatic Hypotension or Syncope by Vulnerable Subgroups

Vericiguat  
Rate (Events)*

Placebo  
Rate (Events)*

Unadjusted Adjusted

HR (95% CI) P value HR (95% CI) P value

Symptomatic hypotension or syncope

Age ≤75 y 12.03 (222) 9.61 (179) 1.26 (1.03–1.53) 0.28 1.23 (1.01–1.51) 0.42

Age >75 y 13.35 (90) 12.99 (88) 1.03 (0.77–1.39) 1.06 (0.78–1.44)

SBP ≥110 mm Hg 10.08 (193) 9.13 (178) 1.11 (0.91–1.36) 0.36 1.11 (0.90–1.37) 0.33

SBP <110 mm Hg 19.66 (119) 15.05 (89) 1.30 (0.99–1.71) 1.32 (0.99–1.75)

No use of ARNI 11.61 (258) 9.55 (212) 1.22 (1.02–1.46) 0.48 1.23 (1.02–1.49) 0.24

Use of ARNI 18.09 (54) 17.23 (55) 1.05 (0.72–1.53) 0.95 (0.64–1.41)

Symptomatic hypotension

Age ≤75 y 8.88 (168) 6.84 (130) 1.30 (1.04–1.64) 0.08 1.27 (1.00–1.61) 0.20

Age >75 y 8.85 (61) 9.96 (68) 0.90 (0.64–1.27) 0.96 (0.67–1.37)

SBP ≥110 mm Hg 7.14 (140) 6.34 (126) 1.14 (0.89–1.44) 0.82 1.13 (0.88–1.45) 0.70

SBP <110 mm Hg 14.36 (89) 12.06 (72) 1.19 (0.87–1.62) 1.23 (0.89–1.69)

No use of ARNI 8.12 (185) 6.87 (155) 1.19 (0.96–1.47) 0.73 1.21 (0.97–1.51) 0.48

Use of ARNI 14.53 (44) 13.20 (43) 1.10 (0.72–1.67) 1.01 (0.65–1.57)

Syncope

Age ≤75 y 3.53 (69) 3.13 (61) 1.13 (0.80–1.60) 0.72 1.15 (0.81–1.63) 0.94

Age >75 y 4.50 (32) 3.55 (26) 1.27 (0.76–2.13) 1.18 (0.69–2.02)

SBP ≥110 mm Hg 3.30 (66) 3.08 (63) 1.08 (0.76–1.52) 0.41 1.09 (0.77–1.55) 0.52

SBP <110 mm Hg 5.26 (35) 3.78 (24) 1.40 (0.83–2.35) 1.35 (0.79–2.30)

No use of ARNI 3.77 (88) 3.00 (70) 1.26 (0.92–1.73) 0.25 1.29 (0.93–1.77) 0.10

Use of ARNI 3.91 (13) 4.93 (17) 0.79 (0.39–1.63) 0.65 (0.30–1.38)

ARNI indicates angiotensin receptor neprilysin inhibitors; HR, hazard ratio; and SBP, systolic blood pressure.
*Number of events per 100 patient-years of follow-up.
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We acknowledge that these are post hoc anal-
yses, using arbitrary cut-offs for assignment of 
subgroups, although supplementary analyses 
were performed to examine other cutoffs for age. 
VICTORIA excluded patients with SBP <100 mm Hg 
and included only relatively small subgroups with 
concurrent ARNI and SGLT2i treatment. The land-
mark analysis using post-titration data to support 
tolerability may bias our data by removing patients 
lost during titration and should therefore be inter-
preted to refer to patients who tolerated the up-
titration. Nonetheless, results were consistent with 
the overall analysis of all available timepoints and 
were adjusted for an extensive list of baseline char-
acteristics to minimize bias.

CONCLUSIONS
In conclusion, vericiguat is safe and hemodynamically 
tolerated in a broad population of patients with worsen-
ing HFrEF, even in patients at older age, with lower SBP, 

and on other HF therapies with the potential to interact 
in the cyclic guanosine monophosphate pathway or de-
crease blood pressure (such as ARNI).
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Bernard Citron / Ouarda Lamallem; Nicolas Girerd / Lydie Poinsignon; Francois Jourda / 

Emmanuelle Mougenot; Hatem Boughanmi / Hanane Fodil; Lionel Benhamou / Ghania Harzi. 

Germany: Stefan Störk / Anja Knoppe; Karl-Friedrich Appel / Petra Becker; Johann Bauersachs 

/ Manuela Geyer; Ekkehard Schmidt / Kristina Schmidt; Frank Edelmann / Sophia Strempel; 

Daniel Beug / Michael Bruder; Michael Jeserich / Mariana Rupprecht; Hendrik Haake / Bianca 

Krug-Hoeren; Andreas Hagenow / Anja Kuntzsch; Mirjana Vojvodic-Mayer / Ronny Lux; Thomas 

Horacek / Manuela Pluemer-Schmidt; Markus Knapp / Edith Suepple-Poch; Veselin Mitrovic / 

Annerose Peil; Stephan Rosenkranz / Susanne Roelle-Hoehne; Raffi Bekeredjian / Ina Probst; 

Izabela Tuleta / Marjo Lauterborn; Bernhard Winkelmann / Linda Tenbusch; Wolfgang Zeh / 



 
 

 

  

 

Sandra Eble; Mirjam Kessler / Uta Dichristin; Lars Maier / Esther Kellner. Greece: Dimitrios 

Tziakas / Georgios Chalikias; Filippos Triposkiadis / Michalis Papamichalis; John Parissis / 

Vasiliki Bistola; Haralampos Karvounis / Georgios Giannakoulas; Dimitrios Tousoulis / Christina 

Chrysohoou; Katerina Naka / Anna Kotsia. Guatemala: Pablo Carlos Montenegro Valdovinos / 

Mayra Aguilar; Ronaldo A. Gonzalez Orellana / Ester Meléndez; Juan Luis Arango Benecke / 

Lissette Garcia de Krumbach; Edgar Rolando Rodríguez / Karla Barrera; Mynor Adolfo Aguilar 

Vásquez / Karla Barrera. Hong Kong: Chung Wah David Siu / Venus San Lui Ho; Pui-Wai Alex 

Lee / Xue Ting Wang; Katherine Fan / Eva Tam. Hungary: Ebrahim Noori / Gyongyver Ibolya 

Mihaly; Akos Kalina / Anita Szabo; Sandor Kancz / Istvanne Hentzel; Ferenc Lakatos / Krisztina 

Toth; Bela Merkely / Laura Dzsida; Attila Palinkas / Szilvia Rostasne Toth; Marianna Svab / 

Balazs Bugarin-Horvath; Robert J. Kirschner / Rozsa Toth Karolyne. Ireland: Kenneth 

McDonald / Joanne Maher; Ross Murphy / Mary Hall; Niall Mahon / Elaine Gilroy; Brendan 

McAdam / David Farrell; James O Neill / Ciara Blaine. Israel: Shaul Atar / Rita Nadaf; Tony 

Hayek / Mira Hassan; Basil S. Lewis / Lena Zarachovsky; Michael Shochat / Ilana Aloni; Abid 

Assali / Elena Tsirulnikov; Wadi Kinany / Janna Etkin; Tuvia Ben Gal / Hadas Even Nir; Yaron 

Arbel / Adi Katalan Shani; Elias Mazen / Gilat Ron Avraham; Sorel Goland / Anastasia 

Suzdalnizki; Majdi Halabi / Ilana Portnov; Tal Hasin / Astrid Rojansky; Rafat Jabara / Galina 

Levin; Amos Katz / Orna Tubul; Gil Moravsky / Ira Lapidus. Italy: Michele Senni / Marilisa 

Ambrosio; Claudio Passino / Alessandra Gabutti; Laura Scelsi / Eleonora Vullo; Paolo Midi / 

Anna Felici; Alessandro Fucili / Maria Sarcone; Savina Nodari / Laura Lupi; Vitaliano 

Spagnuolo; Maurizio Volterrani / Valentina Morsella; Simona Sarzi Braga / Raffaella Vaninetti; 

Piergiuseppe Agostoni / Elisabetta Salvioni; Stefano Taddei / Rosa Maria Bruno; Gianfranco 

Parati / Carlotta Munforti; Rosanna Lauciello / Stefano Coiro; Andrea Mortara / Simone 

Mazzetti; Gianfranco Sinagra / Federica Ramani; Alessandra Gualco / Simona Cattaneo; 

Giuseppe Argiolas / Wanda Masala; Franco Cosmi / Beatrice Mariottoni. Japan: Akihiro 

Nakamura / Kazumi Futono; Tatsuya Komaru / Tomoko Endo; Shigeru Fukuzawa / Yumi 



 
 

 

  

 

Nakamura; Yasuo Okumura / Haruka Sato; Hirotsugu Tabata / Mizuki Saino; Takanori Ikeda / 

Reiko Kaminishi; Mio Ebato / Akiko Fukatsu; Takahiko Aoyama / Chihiro Kitani; Hiroki 

Sakamoto / Kaori Amano; Tomoaki Saeki / Kayo Shimano; Kenji Kada / Yoko Tsuzuki; Tetsuo 

Hashimoto / Madoka Okamoto; Kenshi Fujii / Mari Tsujimoto; Tahei Ichinohe / Saori Okabe; 

Keiji Hirooka / Yuna Senshu; Tetsuro Ohta / Tomomi Hayashi; Yusuke Kawai / Juri Horio; 

Atsushi Takaishi / Mikiko Nakamura; Hiroyuki Takatsu / Tomoko Shiota; Koji Maemura / 

Momoyo Nishida; Yoshisato Shibata / Kaori Nagashima; Taro Shibasaki / Nobue Takahashi; 

Taro Shibasaki / Nobue Takahashi; Harukazu Iseki / Kenichi Otsuki; Shunzo Matsuoka / 

Kentaro Motoda; Yoshiharu Higuchi / Hiromi Hayasaki; Mamoru Manita / Riyo Ito; Masahiro 

Suzuki / Kaori Fumikura; Hiroshi Iwata / Kaori Kinjo; Eiki Takimoto / Yuki Omori; Kazuhiko 

Yumoto / Jun Yoshizawa; Chisato Izumi / Kanae Hirase; Shinichi Higashiue / Ayaka Ishibaba; 

Yorihiko Higashino / Takuro Matsumura; Hiroshi Iida / Kaya Kowa; Tokushi Koga / Tomomi 

Hatakeda; Nobuhiko Atsuchi / Kana Migita; Yukihiko Momiyama / Yusuke Fukuda; Masataka 

Fukue / Kouji Uchida; Katsumi Saito / Sakiko Iida; Seiji Fukamizu / Junko Harada; Yasuyoshi 

Takei / Saori Takano; Yoshiki Hata / Arisa Sato; Yumi Shimura / Shinko Hirata; Atsuo Namiki / 

Noriko Ishida; Ichiro Michishita / Tomomi Ishimoto; Kazuo Usuda / Akiko Oomura; Koichiro 

Kinugawa / Rumi Sasaki; Takao Matsubara / Hiromi Kidani; Yoshifumi Awaji / Yoko Kaneno; 

Kentaro Yamashita / Masami Suzuki; Hiroshi Fujita / Aya Mashida; Takahisa Yamada / Shintaro 

Hirai; Minoru Ichikawa / Takae Muromaki; Tomohito Ohtani / Sachiyo Yamaguchi; Yutaka 

Furukawa / Mika Takata; Masato Baden / Futoshi Kawasaki; Hideki Tashiro / Yuko Kita; Mizuri 

Taki / Kuniko Suzuki; Kenji Nakama / Chiaki Oota; Kiyoshi Hibi / Mizuho Shiono; Satoaki 

Matoba / Natsuki Kimura; Akihiko Takahashi / Megumi Fujino; Tomomi Ide / Chiharu Tanaka; 

Osamu Ueda / Rieko Shimojima; Takehiko Kuramochi / Michiko Ando; Haruhiko Onaka / Anri 

Maeda; Tetsuya Higami / Ikumi Nishibe; Mitsunori Abe / Megumi Matsugi; Junya Ako / Kimiko 

Yamamura; Tomoya Ueda / Yuki Itokazu; Kotaro Sumii / Kano Ichii; Masatoshi Shimizu / 

Megumi Irikura; Shigeo Shimizu / Misa Ayabe; Taku Matsubara / Satoko Kaneko; Tomomi 



 
 

 

  

 

Koizumi / Keiko Watanabe; Satoru Sakagami / Mariko Kumaki; Atsushi  Suzuki / Tomoe 

Kawano; Yusuke Katayama / Hiroko Nakamura; Isao Taguchi / Yuko Araki; Nobuyoshi Higa / 

Yasuka Oshiro; Kumiko Yahikozawa / Shiori Anzai; Tatsuya Nunohiro / Daichi Nishi; Shuichi 

Osaki / Yoshiaki Tanaka; Masayuki Kaneko / Kimiko Noguchi; Noriaki Watanabe / Toru Oishi; 

Koichi Fuse / Yukari Baba. South Korea: Myeong-Chan Cho / Ga-Eun Kim; Jin-Ok Jeong / 

Young-eun Choi; Hae-Young Lee / Eunjin Hur; Seok-Min Kang / WonMi Lee; Kye Hun Kim / 

Jiyeon Song; Byung-Su Yoo / Seonmi Shin; Mi Seung Shin / Hei Won Oh; Eung Ju Kim / JinJu 

Park; Dong-Ju Choi / Eun ji Yoon; Dong Heon Yang / JiHyeong Choi; Jung-Hyun Choi / 

Hwayoung Jeong; Jin-Oh Choi / Seo Jin Hyun; Sang-Ho Jo / Lee Sujin; Dong Kyu Jin / Jiwon 

Jeon; Joon-Han Shin / Ji Sung Na; Dong-Soo Kim / Eunryul Oh. Malaysia: Tiong Kiam Ong / 

Juriah Sulehan; Hamat Hamdi Che Hassan / Zati Amni Ismahadi; Hafisyatul Aiza Zainal Abidin / 

Nurhasanah Abdul Rahman; Imran Zainal Abidin / Manhaiyun Suhaimi; Houng Bang Liew / 

Mabelle Wong; W Yus Haniff W Isa / Zalida Mamat; Siti Khairani Zainal Abidin / Kanaga 

Lakshimi Ravinttiran. Mexico: Manuel Odin de los Rios Ibarra; Carlos Rodolfo Martinez 

Sanchez / Diestefano Ronquillo Ramirez; Abel Salazar Gaytan / Carmen Gonzalez Sandoval; 

Marco Antonio Alcocer Gamba / Wendy Munoz Rosales; Ramon Miguel Esturau Santalo / 

Yazmin Sanchez Mendoza; Gustavo Francisco Mendez Machado / Haydea Hirata Avila; Raul 

Reyes Araiza / Jaime Ruiz Morales; Jorge Escobedo de la Pena / Beatriz Villegas Lara; Enrique  

Lopez Rosas / Michelle Meza Hernandez; Jaime Chavez Michel / Elena Ruiz Rubio; Alberto 

Varela. Netherlands: Arend Mosterd / Coriet Hobé-Rap; Dirk Lok / Rina Dommerholt; Henk 

Swart / Catharina Terwisscha van Scheltinga; Ruud van de Wal / Ilvy van Lieshout; Peter Van 

der Meer / Anja Branderhorst; Henri Albert Werner / Ivonne van Ruijven-Mastenbroek; Matthijs 

F.L. Meijs / Linnea Oldenhof; Frank Den Hartog / Margreeth Singerling. New Zealand: Richard 

William Troughton / Stephanie Rose; Fraser Hamilton / Sharon Jacques; Katherine Ferrier / Jo-

Anne Kovacs; Mayanna Lund / Lynette Pearce; Robert Doughty / Mariska Terbals; Nezar Amir / 

Cathy Hulbert; James Pemberton / Deborah Scott. Norway: Dennis Nilsen / Jorunn Nilsen; Lars 



 
 

 

  

 

Gullestad /Elisabeth Bjorklund; Dan Atar / Hege Claussen; Havard Keilegavlen / Nina Faalun; 

Vidar Ruddox / Annbjoerg Pedersen. Peru: Aldo Edwin German Rodriguez Escudero / Sonia 

Romero; Boris Orihuela / Monica Del Portal; Victor Elias Rodriguez / Nurys Cabanillas Gallo; 

Felix Alvaro Medina / Jeanneth Rodriguez; Libia Lu Galarreta / Jill Espejo; Armando Lionel 

Godoy Palomino / Milagros Matta. Philippines: David Raymund K. Salvador / Wendy Lynn 

Cudiamat; Eugene Reyes / Susan De Guzman; Rody Sy / Claudette Silva; Amelita Brillantes / 

Amy Alon-Alon; Gabriel Jocson III / Frances Joyce Cortez; Louie S. Tirador / Charity Daine A. 

Gamboa; Ramoncito S. Habaluyas / Mary Jane Incognito. Poland: Joanna Szachniewicz / 

Sylwia Nawrocka-Millward; Aleksander Goch / Tomasz Lugowski; Jadwiga Nessler / Urszula 

Czubek; Ewa Straburzynska Migaj / Agnieszka Przepiora; Zbigniew Pijanowski / Monika 

Pijanowska; Jaroslaw Kasprzak; Ewa Mirek-Bryniarska / Wojciech Zareba; Wlodzimierz Musial / 

Agnieszka Tycinska; Pawel Miekus / Justyna Przydatek; Waldemar Krysiak / Edyta Skorek; 

Przemyslaw Leszek / Paula Polaska; Grzegorz Krzysztof Skonieczny / Monika Roliard; Marek 

Wujkowski / Mariusz Strupiechowski. Puerto Rico: Jose B. Vazquez-Tanus / Maria Diago; Julio 

Baez / Lusdian Casanova-Jimenez; Carlos R. Zayas-Torres / Aleja Duran; Pedro J. Colon-

Hernandez / Merari Carrasquillo; Maria L. Rios Bonilla / Magaly Marcano; Pedro Garcia-Gordo / 

Jessenia Navedo-Santos. Russia: Svetlana Boldueva / Natalia Shvets; Natalia Orlova / Maria 

Klepikova; Alexander Kastanayan / Leily Babaeva; Imad Meray / Marina Teterina; Yury Shvarts 

/ Larisa Konshina; Sergey Yakushin / Evgeniy Filippov; Sergey Sayganov / Dmitry Nikolaev; 

Alexander Vishnevskiy / Vladislas Zykov; Oleg Solovev / Dmitry Nazarov; Olga Bolshakova / 

Ekaterina Polunicheva; Tatiana Treshkur / Edvard Berngardt; Vladimir Nosov / Lubov Koroleva; 

Gadel Kamalov / Liliya Urazaeva; Yury Lopatin / Oleg Ilyukhin; Evgeny Morozov. Singapore: 

Kheng Leng David Sim / Yuen Yet Lee; Shao Guang Sheldon Lee / Xuan Tang; Dinna Kar Nee 

Soon / Boon Khim Lim; Raymond CC Wong / Cher Yi Wong; Seet Yoong Loh / Geok Cheng 

Geraldine Tan. South Africa: Mark Jonathan Abelson / Annusca King; Junaid Bayat / Katija 

Badat; Naresh Ranjith / Shavina Ramdas; Theema Nunkoo; Hans Walter Prozesky / Christina 



 
 

 

  

 

Naude; Muhammed Ameen Fulat / Michelle Pretorius; Mpiko Ntsekhe / Noloyiso Mtana; Eric Q 

Klug / Vaman Naidoo; Larisha Pillay-Ramaya / Sharon Phillips; Ellen Makoali Makotoko / 

Andonia Page; Moelo Malahleha / Mosidi Pitsoane. Spain: Jose Lopez-Sendon / Guiomar 

Mediavilla Garcia; Jose Ramon Gonzalez Juanatey / Jose Seijas Amigo; Manuel Martínez-

Sellés / Olga Sobrino González; Eduardo González-Ferrer / Paz González; Nicolas Manito 

Lorite / Sonia Guerrero; Núria Farré López / Cristina Soler Ayat; Juan Jose Gomez Doblas / 

María Robles; Julio Núñez / Anna Mollar Fernández; Manuel Gómez Bueno / Ariadna González 

Segovia. Sweden: Lars Lund / Ann Hultman-Cadring; Tymon Pol / Annika Langoe; Ole Hansen 

/ Else Nake; Tamas Danyi / Anna-Karin Kruse; Christer Magnusson / Ninve Palo; Michael Fu / 

Kim Fahlen; Entela Bollano / Ann-Christin Westlund. Switzerland: Roger Hullin / Sandrine 

Salzmann; Tiziano Moccetti / Anna Serra; Christian Mueller / Dayana Flores. Taiwan: Chern-En 

Chiang / I-Chen Lin; Juey-Jen Hwang / Yi-Chun Chen; Wei-Ting Chang / Shu-Fen Su; Ting-

Hsing Chao / Wen-Hui Tseng; Yen-Wen Wu / Yung-Cheng Chen; Ming-En Liu / Vinny Chou. 

Turkey: Yuksel Cavusoglu; Mehmet Birhan Yilmaz; Vedat Sansoy;  Tayfun Sahin; Murat Sezer; 

Ahmet Celik; Mehmet Ali Oto; Istemihan Tengiz. Ukraine: Oksana Reshotko; Oleksandra 

Donets / Yuliia Rybachok; Oleg Sychov / Olena Romanova; Oleksandr Kulbachuk / Yuliia 

Klitsunova; Natalia Velichko / Nataliia Tomakh. United Kingdom: Iain Squire / Judith Fisher; 

Hugh Bethell / Emma Howard; Craig Scott Barr / Julie Dean; Andrew Clark / Jeanne Bulemfu; 

Justin Cooke / Amanda Whileman; Ceri Davies / Jane Pheby; Theresa McDonagh / Jonathan 

Breeze; Kenneth Wong / Catherine Fleming. United States: Jay Amin / Theresa Cervoni; 

Shamaila Aslam / Dawn Burns; Alan J. Bank / Nicole Gernes; Noel W. Bedwell / Mary Craig; 

Bruce J. Iteld / Brandy Ocman; Rajinder Bhalla / Teresa Hicks; A. Alan S.P. Chu / Susan 

Nguyen; James Feldman / Madeline Peek; Ferris George / Christine Baker; Wayne L. Gray / 

Sherry Adair; Preetham Jetty / Alyssa Key; Navid Kazemi / Suzette Hollis; Joshua Larned / 

Mara-Li Ortiz; Janet L Smith / Tina Abell; Linda Cadaret / Cynthia Larew; Robert Long / Theresa 

Hickey; Sharan S. Mahal / Sivaradhika Yandamuri; David J. Whellan / Daniel Schwegler; Peter 



 
 

 

  

 

McCullough / Rebecca Baker; John McGinty / Nancy Fry; Jamie M. Pelzel / Ashley Douvier; 

Juan Vilaro / Sarah Long; Richard Perlman / Donna Hoopes; Ramana Podugu / Kathleen Smith; 

Peter Rahko / Karen J. Olsen; Ashwin Ravichandran / Bonnita Reilly; Renee Sangrigoli / Linda 

Schwarz; Trevor O Greene / Cathy Jackson; Palak Shah / Teleah Davis; Dennis Spiller / 

Smelda Ferrin; Dilip B. Viswanath / Sue Manga; Zi Jian Xu / Deborah Holmes-Rees; Jon M. 

Bittrick / Ericka Calhoun; Gregory Alan Ewald / Karen Bult; Maryjane Farr / Andrea Kim; Les 

Forgosh / Joyce Riestenberg-Smith; Naseem Jaffrani / Rebecca Childers; Douglas Marshall 

Brinkley / Amanda Carroll; Dalton S. McLean / Hugh Pruitt; Greg Lewis / Diane Cocca-Spofford; 

Harvey A. Snyder / Louise Pantuck; Edward J. Teufel / Brenda Glasgow; Daniel J. Donovan / 

Maria Magdalena Alvarado-Garcia; Ira Dauber / Susan Derbyshire; Suhail Zavaro / Aolani 

Miller; Kevin Sharkey / Alanza Ferguson; Kirkwood Adams / Jana Glotzer; Jose A Perez / Jodie 

Addington; Zulfiquar Bhatti / Carla Burton; Mike B. Melucci / Susan Meier; Michael Huber / 

Fujiko Anazawa; Jenica Upshaw / Katelyn Carr; Mark Jeffrey Holmberg / Lois S. Rasmussen; 

Vanessa J Lucarella / Kathleen Maloney; Kenneth C. Sabatino / Kathleen Maloney; John 

Everett / Emily Kelley; Sandhya Murthy / Angeline Camillo; Nancy Sweitzer / Cindy Schrag; 

Peter E. Carson / Jacqueline Gannuscio; Neil Pendril Lewis / Krista Chafin; Alan Bruce Miller / 

Erin Richardson; Usman Qayyum / Paige Brown; Dinesh Singal / Danielle Giunta; Arun 

Krishnamoorthy / Reema Vallabh; Andrew J Keller / Stephanie Burton; Alexander Adler / Dean 

Thompson; Josef Stehlik / Jennifer Hong; Gary J. Luckasen / Scott Kaczkowski; Wayne Old / 

Melinda Bullivant; John Boehmer / Kevin Gardner; Dinesh K. Gupta / Tammy Davey; Hirsch 

Mehta / Gina Ciezkowski; Michael Hong / Elizabeth Hejna; Ashrith Guha / Marcos De Oliveira; 

Tariq Haddad / Deanna Overbeck; Hamid Taheri / Abbey Elie; Ioana Dumitru / Ricardo Guedes; 

Alain Heroux / Carol Kartje; Marcel E. Zughaib / Candice Edillo; Chad Link / Jennifer Boak; 

Andrew Darlington / Kathryn Kaszonyi; Stephen B. Sloan / Deborah Wood; Mayar Jundi / Ann 

Ostrander; Sandeep Khosla / Sudha Lukka; Marcus L. Williams / Kimberly Michel; Andre Artis / 

Kimberly Armstrong; Nicholas Kondo / Gretchen Kostedt; Israel Galtes / Yasnhai Diaz; Luis 



 
 

 

  

 

Martinez / Beatriz Penafiel; Jose F. Cardona / Abril Juarez; Shuaib Abdullah / Amy Atwell; Albert 

J. Sharf / Leonardo Cortes; Ravi Bhagwat / Donna Winterrowd; Elie Michael Donath / Maria 

Ycaza; Alonzo Jones / Carla Burton; Eve Gillespie / Pat Keane-Richmond; Richard Becker / 

Rachel Mardis; Peter S. Fail / Vicky Parfait; Siby Ayalloore / Tessie Rideaux; Wade May / Julie 

Zannini; Atul R. Chugh / Stephanie Alford; Mohsin Alhaddad / Lani Holman; Russell J. Strader / 

Alicia Gneiting; Terry Wells / Jessica Smith; Vernon Young / Cynthia Buchanan; Ish K Singla /  

Justin Roth; Henry Ooi / Laura Diedrich; Harry T. Colfer / Denise Antonishen; Michael Bauer / 

Melissa Galindo; Leslie W. Miller / Delia Johnson; Saul Schaefer / Kevin Chun; Denise Barnard / 

Matt Kawahara; Brian A. Foley / Sabrina Forbus; Andrey Espinoza / Robin Enea; Enrique Flores 

/ Lorie Benedict; Maria Rosa Costanzo / Josilyn Klimek; Dawn Lombardo / Wei Zhou; Charles 

Treasure II / Doreen Nicely; David Kraus / Paula Higdon; Van Q Nguyen / Shari Cook. 

 

 



Table S1. Discontinuation Rate by Randomized Treatment and Safety Event Occurrence. 

Vericiguat 

(N=2519) 

Placebo 

(N=2515) 

Overall 

(N=5034) 

Syncope or Symptomatic Hypotension 

Censor 492/2207 (22.3%) 466/2248 (20.7%) 958/4455 (21.5%) 

Event 122/312 (39.1%) 102/267 (38.2%) 224/579 (38.7%) 

Symptomatic Hypotension 

Censor 522/2290 (22.8%) 489/2317 (21.1%) 1011/4607 

(21.9%) 

Event 92/229 (40.2%) 79/198 (39.9%) 171/427 (40.0%) 

Numerators are the number of patients who discontinued treatment. Denominators are the number of patients in each 
treatment arm, who either experienced the specific safety event or were censored. There were 744 participants with 
discontinuation due to death, who were excluded from these numbers. 



Table S2. Treatment effect on time to symptomatic hypotension or syncope by NT-

proBNP subgroups. 

Safety outcome 

Vericiguat 

Rate (Events) 

Placebo 

Rate (Events) HR (95% CI) P-value

Symptomatic hypotension or syncope 

NT-proBNP ≥4000 pg/mL 13.18 (97) 12.28 (90) 1.08 (0.81–1.43) 0.386 

NT-proBNP <4000 pg/mL 12.03 (202) 9.61 (161) 1.26 (1.02–1.55) 

NT-proBNP ≥8000 pg/mL 12.92 (33) 15.69 (39) 0.83 (0.52–1.32) 0.102 

NT-proBNP <8000 pg/mL 12.32 (266) 9.82 (212) 1.26 (1.05–1.51) 

Symptomatic hypotension 

NT-proBNP ≥4000 pg/mL 9.17 (69) 9.19 (68) 1.00 (0.72–1.40) 0.241 

NT-proBNP <4000 pg/mL 8.66 (149) 6.78 (116) 1.29 (1.01–1.64) 

NT-proBNP ≥8000 pg/mL 9.66 (25) 12.37 (31) 0.79 (0.47–1.34) 0.108 

NT-proBNP <8000 pg/mL 8.71 (193) 6.95 (153) 1.26 (1.02–1.56) 

Syncope 

NT-proBNP ≥4000 pg/mL 4.39 (34) 3.64 (28) 1.22 (0.74–2.00) 0.884 

NT-proBNP <4000 pg/mL 3.60 (64) 3.11 (55) 1.16 (0.81–1.66) 

NT-proBNP ≥8000 pg/mL 3.75 (10) 4.97 (13) 0.76 (0.33–1.73) 0.263 

NT-proBNP <8000 pg/mL 3.85 (88) 3.07 (70) 1.26 (0.92–1.72) 

CI, confidence interval; HR, hazard ratio; NT-proBNP, N-terminal-pro hormone B-type natriuretic peptide. 



Table S3. Treatment effect on time to symptomatic hypotension or syncope by baseline use 

of SGLT2i.

Symptomatic hypotension or syncope 

Vericiguat 

Rate (Events) 

Placebo 

Rate (Events) HR (95% CI) P-value

No use of SGLT-2 inhibitors 12.16 (300) 10.34 (257) 1.18 (1.00–1.39) 0.792 

Use of SGLT-2 inhibitors 22.66 (12) 17.94 (10) 1.32 (0.57–3.06) 

CI, confidence interval; HR, hazard ratio; SGLT-2 , sodium-glucose Cotransporter-2. 



Figure S1. Distribution of baseline SBP in VICTORIA. 



Figure S2. Systolic blood pressure (SBP) trajectory over time by age strata (A) above and below 

65 years old, (B) 75 years old, and (C) 85 years old.  



Figure S3. Systolic blood pressure (SBP) trajectory over time in patients receiving (vs not receiving) 

(A) any renin angiotension system inhibitor (RAS), (B) maximal dose of RAS, and (C) triple therapy

(RAS, beta-blocker and mineralocorticoid receptor antagonist) at baseline 



Figure S4. Systolic blood pressure (SBP) trajectory over time in patients with baseline NT-

proBNP above and below 4000 pg/mL and 8000 pg/mL 



Figure S5. Systolic blood pressure (SBP) trajectory over time in patients time in 

patients receiving (vs not receiving) SGLT2i 
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