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Exp lo rl ng the Pote ntlal £7 Chronic Kidney Disease (CKD) represents a clinical and m Baseline characteristics (Table 1) and the impact on uACR (Table Vicadrostat + Empa +

. ; . i g’ -t i i Table 3: Model outcomes Empa+
economic challenge, with annual healthcare expenditures W 2) were derived from a 14-week phase-2-trial, assessing various mpa+SoC S0l

. . .
Health E Onom oo amounting to £7 billion in the UK alone, primarily driven by .mw. doses of vicadrostat or matching placebo on a background
c Ic bllllon MM therapy of empagliflozin or matching placebo?. Total discounted costs (£) 103,492 100,149

kidney replacement therapy and hospitalizations.

\Ial e of \Iicadrostat a The phase-2-trial (NCT05182840) demonstrated up to 40% All participants received an ACE-inhibitor or ARB (standard of Total discounted QALYs 741 7.70
u 9 care, SoC). The treatment effects on estimated glomerular

urine albumin-creatinine ratio (UACR) reduction, highlighting

40% the potential therapeutic value of the aldosterone synthase filtration rate (eGFR) were not considered. Instead, the natural Total LYs/discounted LYs 12.96/9.92 1351/10.26
n O\Iel Ald OSte ro n e l inhibitor - vicadrostat (10mg) with empagliflozin (SGLT2 : p:gg:g:rlnogd(;fcfﬁzz?n O?jer_p/eeda:e::: e%}?:llga;edg:ls':rcch\lgiievsti Time to kidney replacement therapy (y) 8.92 9.69
UACR inhibitor) for delaying CKD progression and reducing (@ap) prog 9 P

the start of each annual cycle in the CKD-PM simulation.

S\Inthase in hibito r a nd associated cardiovascular risks?. Incrementalcost (£) 3403

The base-case analysis was conducted for the UK, using 3.5%

— - - Ph3 e EASi_KlDNEYT’f‘ (NCT06,53.1824), Ph‘ase 3 trial, 'expected annual discount rates, a lifelong time horizon, and a 3-year Incremental LYs/QALYs 0.34/0.29
mpag I OZIn In . to be completed in 2028, is |n\‘/est|‘ga.t|ng the efflc.ac.:\/ and UK treatment duration. UK default utilities and complication costs
ongou‘]g safety of vicadrostat and empagliflozin in 11,000 participants, were used. Treatment costs were not applied Incremental cost (£) per QALYs Dominant

with CKD.

Ch ic Kid
ro n I c I n e‘l Risk increases with higher uACR: Table 1: Baseline patient characteristics (n=586) Table 4: Breakdown of costs (total costs and normalized per LY)
[ )
Compared with a reference population**, individuals with moderate kidney Parameter Mean sD . Vicadrostat +
D I s e a s e dysfunction*are at:3": Em?—?;[joc ‘gﬁf:;g_s;zt; g e Empa+SoC
Age (years) 63.8 113 costs) (Total costs) (Cost /LY) (Cost /LY)

Male (%) 66.6 - Monitoring (£) 23,867 23614 1,842 1,748

. eGFR (ml/min per 1.73 m2) 51.9 17.7 Kidney
increased replacement 43,662 39,011 3,369 2,888
risk of heart failure uACR (mg/g) 7579 9305 therapy (£)
BMI (kg/m2) 2993 5.47 ESKD
increased (conservative 1,521 2,100 117 55
HbA1c (%) 6.85 1.32 therapy) (£)

risk of cardiovascular

mortality TC (mg/dL) 1749 488 ggﬂplica ttons (£) 5,773 5971 446 442
increased SBP (mmHg) 1338 15.7 Anemia (£) 3936 3981 304 295
;fglgi';ﬁgi‘t’ therapy 8;1‘3;“00';%0”5 o 13110 13483 1012 998
Mafalda Ramos?, Mark Lamotte?, Radek Wojcik?2, Table 2: Treatment efficacy Empa+SoC PSR AT
Villum Wittrup-Jensen?, Sven-Oliver Troebs?, = ) A7 7638 °r2 oo
Juliane Meyerhoff?, Peter Rossing3, Katherine R. Full cohort Wiean SE Wiean SE alls) 861 b ©0 o7
Tuttle? ACR [mg/g] *Ratio Week 14/Baseline 101 0.06 070 0.06 nfections (8 52 S0 > 2

1Th(is)?Modeling bv, Asse, Belgium
2Boehringer Ingelheim International GmbH, Ingelheim am Rhein, Germany

3Copenhagen University Hospital - Steno Diabetes Center Copenhagen, Denmark 15+ A previously validated CKD progression model (CKD-PM,
4Providence Inland Northwest Health, Spokane, WA, USA; University of Washington, figure 1), used in over 15 health technology assessments m

Seattle, WA, USA HTAs across multiple countries, projected the long-term impact of o
2
UACR changes on outcomes and costs®. Among the doses tested, 10mg vicadrostat+empagliflozin+SoC showed the ConClUSIOnS

] model largest reductions in UACR (Table 2: Treatment efficacy). . . . - . . .
/\ o Simulation modeling positions vicadrostat+empagliflozin as
-\() /- Obj e Cti\l es T . Compared to empagliflozin+SoC, the model projected a promising treatment for CKD. It yields cost savings by
! 'GFR _ J UACR . | o st < RGO o £31433 potential non-drug lifetime cost savings of £3,443 with improving patient outcomes and reducing complications,
hi . ) he | ) X e et o st o costsavings  vicadrostattempaglifiozintSoC, primarily driven by delayed particularly the need for KRT. Although some complications
This StUd\/ mvestlgates the ong-term economic . bAL gzzzﬁeaa'xxz- kidney replacement therapy (Table 3). e higher coral caete dUe TE EEre e lifespan the
. . . . « BMI '
and clinical potential of the novel vicadrostat and " slodresue e . » I overall modeled benefits are significant. Given that the
H H H e risk 0 complications is ompared to empaglirlozin+so(, the model projecte ains o . . o
empagliflozin to reduce direct healthcare costs . sacaine Apiated overy el | s e NSRRI ] gains. modeled scenario was conservative and did not account for
e e 0.34 LY 0.34 life-years and 0.29 quality-adjusted life-years with

through improved patient outcomes.

vicadrostat+empagliflozin+SoC (Table 3). the treatment effects on eGFR, it is anticipated that further

‘ CKD submodels & complications

| : . )
l J and cost savings, e.g., due to CV risk reduction, as well as QALYs
S oo Jorer ] R 0. 0.29 QALY Savings and life years gained are driven by the delay in kidney and LYs benefits, may be observed. These hypotheses await
1 ' . ' - gains r?placement therapy. This extem?led .llfe expectancy results in validation from the ongoing EASi-KIDNEY™ Phase 3 trial.
Figure 1: CKD progression model schematic higher total costs for other complications.
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BMD, Bone mineral disorder; BMI Body Mass Index; CKD, Chronic kidney disease; CVD, Cardiovascular disease; eGFR, estimated glomerular filtration ratio; ESKD, End stage kidney disease; DBP, Diastolic blood pressure; HS, Health state; HTN, Hypertension; KDIGO, Kidney Disease Improving Global Outcomes; LY, Life years; QALY, Quality adjusted life years;
SBP, Systolic blood pressure; SGLT2i, Sodium Glucose Transporter 2 inhibitor; SoC: Standard of Care; TC, Total cholesterol;uACR, urine albumin creatinine ratio
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