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Base-Case Results

- Lifetime medical costs were higher with NT-proBNP testing (Figure 3). Diagnostic
(NT-proBNP testing and echocardiograms) and cardioprotective treatment costs
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Table 1. Clinical Parameters

NT-proBNP testing sensitivity/specificity
Percentage T2D patients at high risk of HF

90.0/93.0%
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presented alongside costs for NT-proBNP, standard
clinical assessment, echocardiograms, health states,
and utility weights (Table 2).

Percentage Use HF risk factors.

- The inclusion of NT-proBNP testing raised direct costs but led to a reduction in LY-

ACEi = angiotensin-converting enzyme inhibitor; ARB = angiotensin (ll) receptor blocker; . o . ) . . . .
adjusted hospitalizations, prolonged patient survival, and increased quality of life.

ARNi = renin-angiotensin system inhibition with angiotensin receptor-neprilysin inhibitor;
ICP = intensified cardioprotective treatment; LCP = limited cardioprotective treatment;

MRA = mineralocorticoid receptor antagonist; SGLT2i = sodium-glucose cotransporter-2 inhibitor. ° NT-DFOBNP testing is cost-effective relative to standard clinical assessment
alone in 80.4% of cases, supporting the guideline-directed routine use in early HF

risk assessment.
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