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Abstract

Background: Sacubitril-valsartan reduced risks of death and hospitalization for heart failure 

(HF) versus enalapril in ambulatory patients with HF and reduced ejection fraction in the 

PARADIGM-HF trial. However, the comparative effectiveness of sacubitril-valsartan and ACE 

inhibitors / angiotensin receptor blockers (ACE/ARB) in patients treated in routine clinical 

practice is unclear.

Objectives: To compare the effectiveness of sacubitril-valsartan and ACE/ARB in systolic HF.

Methods: We identified patients with systolic HF in a U.S. administrative claims database 

treated with sacubitril-valsartan or ACE/ARB from 07/01/15–02/01/18. One-to-one propensity 

score matching was used to balance patients on 29 clinical variables. Cox models were used to 

compare outcomes between treatment groups.

Results: A total of 7893 matched pairs were included; mean (SD) follow-up was 6.3 (5.4) 

months. Sacubitril-valsartan was associated with lower risks of all-cause mortality or all-cause 

hospitalization (HR 0.86, 95% CI 0.81–0.91, p<0.001), all-cause mortality (HR 0.80, 95% CI 

0.66–0.97, p=0.027), and all-cause hospitalization (HR 0.86, 95% CI 0.80–0.91, p<0.001), but not 

HF hospitalization (HR 1.07, 95% CI 0.96–1.19, p=0.26). A lower risk of the primary outcome 

with sacubitril-valsartan was observed in whites (HR 0.83, 95% CI 0.76–0.90) but not blacks 

(21% of population, HR 1.00, 95% CI 0.88–1.15, interaction p=0.032). No statistically significant 

differences in treatment response by sex or age were observed.
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Conclusion: Sacubitril-valsartan was associated with lower risks of death and hospitalization 

compared with ACE/ARB in a heterogeneous cohort of patients with systolic HF. However, our 

finding that outcomes with sacubitril-valsartan and ACE/ARBs were similar in black patients 

warrants further evaluation.
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Introduction

Medical therapy for heart failure with reduced ejection fraction (HFrEF) has evolved over 

the last several decades due to the identification of effective pharmacotherapies that have 

significantly reduced morbidity and mortality. In 2014, the first-in-class small molecule 

LCZ696, which combined the neprilysin inhibitor sacubitril with the angiotensin II receptor 

blocker (ARB) valsartan, was shown to decrease all-cause mortality by 16% and HF 

hospitalization by 21% compared with enalapril in patients with symptomatic HFrEF 

enrolled in the Prospective Comparison of Angiotensin II Receptor Blocker Neprilysin 

Inhibitor with Angiotensin Converting Enzyme Inhibitor to Determine Impact on Global 

Mortality and Morbidity in HF (PARADIGM-HF) trial.(1) In July 2015, sacubitril-valsartan 

was approved by the U.S. FDA for use in chronic symptomatic HFrEF. Despite receiving a 

Class I recommendation in HF guidelines,(2,3) use of sacubitril-valsartan in clinical practice 

has been lower than expected.(4,5)

While numerous factors can impact the adoption of novel pharmacotherapies, uncertainty 

about the effectiveness of sacubitril-valsartan outside of clinical trial populations may 

have contributed to slow uptake. This uncertainty is especially pertinent for patient 

groups historically underrepresented in clinical trials, such as women, older individuals, 

and racial and ethnic minorities.(6) In PARADIGM-HF, only 5% of participants were 

black, and 21% were women, and as such, confidence in the effectiveness of sacubitril­

valsartan in these populations is less robust. Furthermore, observational data suggest that 

clinicians are prescribing sacubitril-valsartan in ways that vary from the PARADIGM-HF 

treatment protocol.(5) Many patients initiated on sacubitril-valsartan have not been taking an 

angiotensin converting enzyme inhibitor (ACE) or ARB, and the effectiveness of sacubitril­

valsartan in ambulatory ACE/ARB naïve patients is unknown.

To address potential uncertainties about the effectiveness of sacubitril-valsartan in real-world 

clinical practice, we compared differences in mortality and hospitalization in patients with 

HFrEF taking sacubitril-valsartan and ACE/ARB therapy represented in a large commercial 

insurance claims database.

Methods

Data Source.

This study was a retrospective cohort study from the OptumLabs® Data Warehouse 

(OLDW), which includes claims data for privately insured and Medicare Advantage 
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enrollees in a large, private, U.S. health plan.(7,8) We included individuals with both 

medical and pharmacy insurance coverage. The study was exempt from institutional board 

review as it used pre-existing de-identified data.

Study Population.

We identified all individuals at least 18 years of age that filled a prescription for sacubitril­

valsartan or ACE/ARB between 07/01/2015 and 02/01/2018. We restricted to those with a 

prior diagnosis of systolic HF using International Classification of Diseases [ICD] billing 

codes (9th Edition, 428.2X; 10th Edition, I50.2X). This approach is 97.7% specific for 

individuals with HF and an ejection fraction (EF)<45%/(5,9) Patients were required to 

have ≥180 days of continuous enrollment in a medical health plan with prescription 

coverage prior to their index medication fill date to ensure adequate capture of baseline 

characteristics. The index date of the sacubitril-valsartan cohort was a patient’s first 

prescription of sacubitril-valsartan, whereas the index date of the ACE/ARB cohort was 

the first fill of an ACE/ARB in the study period after patients met the 180 day enrollment 

requirement. Patients in the sacubitril-valsartan cohort could have ACE/ARB prescriptions 

prior to their index date.

Baseline Characteristics.

Clinical variables were defined by the presence of a claim with corresponding diagnosis 

codes, procedure codes, or prescription fills. Race in OLDW is classified based on self­

report or derived rule sets (10,11), and is classified here as non-Hispanic white (white), 

non-Hispanic black (black) or other. Household income is estimated based on a model using 

both public and private consumer data. Comorbidities were captured by ICD-9 or ICD-10 

codes in any position on claims in the 6 months prior to index prescription fill.(12) Prior 

hospitalizations,cardiologist, and primary care office visits were captured using medical 

claims. Prior medication use was defined as having a prescription fill within 120 days prior 

to the index date. The total daily dose of the ACE/ARB was categorized as low, intermediate 

or high (Supplementary Table S1).

Follow-Up.

Follow-up started from the index date and continued until end of treatment. End of treatment 

was defined as the earliest date of: discontinuation of index medication, end of enrollment in 

health plan, death, or end of the study period (February 1, 2018). Discontinuation of index 

medication was defined as not refilling a prescription within 30 days of end of supply.

We calculated adherence using the medical possession ratio (MPR).(13) Specifically, we 

used the prescription fill dates and days supply for each medication group (sacubitril­

valsartan or ACE/ARB) to calculate total days supply and divided by the number of days in 

the follow-up period.

Study Outcomes.

The primary outcome was a composite of all-cause mortality or all-cause hospitalization. 

Mortality was identified using the Social Security Death Master File and discharge status 

of expired after a hospitalization.(14) All-cause hospitalization was captured using medical 
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claims. Secondary outcomes included all-cause mortality, all-cause hospitalization, and HF 

hospitalization. HF hospitalization was defined as a hospitalization with primary ICD-9 

codes 428.X, 402.X1, 404.X1, 404.X3 or ICD-10 codes I11.0, I13.0, I13.2, or I50. 

(15–17) To assess differences in safety, we compared the risks of angioedema (ICD-9 

995.1 or ICD-10 T78.3XXA), hypotension (ICD-9 458 or ICD-10 I95), and hyperkalemia 

(ICD-9 276.7 or ICD-10 E87.5) between treatment groups during follow-up. We included 

hospitalizations or outpatient visits where the ICD codes were listed as the primary 

diagnosis.

Statistical Analysis.

We used propensity score matching to identify patients treated with ACE/ARB who 

were similar to those treated with sacubitril-valsartan. Logistic regression was used to 

estimate the probability of being treated with sacubitril-valsartan. Covariates included in the 

logistic model were age, sex, race/ethnicity, census region, depression, renal failure, cardiac 

arrhythmia, peripheral vascular disease, valvular heart disease, anemia, hypertension, 

diabetes, prior myocardial infarction, dementia, cerebrovascular disease, chronic obstructive 

pulmonary disease, implantable cardioverter defibrillator (ICD), prior use of HF medications 

(beta blockers, loop diuretics, aldosterone antagonists, digoxin), strength of ACE/ARB dose 

(among prior/ current users), Charlson comorbidity index, office visit with a cardiologist 

and primary care provider, and hospitalization (all-cause, prior HF) in the last 6 months. 

One-to-one nearest-neighbor caliper matching was used to match patients based on the logit 

of the propensity score using a caliper equal to 0.2 of the standard deviation of the logit 

of the propensity score (18). To account for potential effects of initiating renin-angiotensin 

therapy, we exact matched new users of sacubitril-valsartan that had not used an ACE/ARB 

in the last 6 months to new users of ACE/ARB. For those switching to sacubitril-valsartan 

from ACE/ARB (had filled a prescription for ACE/ARB in prior 6 months), we matched 

to prevalent ACE/ARB users. Standardized difference was used to assess the balance of 

covariates after matching, with a difference of no more than 10% considered acceptable.(19)

Cox proportional hazards regression was used to compare the risk of outcomes between 

treatment groups in the propensity-matched cohort. Robust sandwich estimates were 

included to account for clustering within matched sets.(20) The proportional hazards 

assumption was tested on the basis of Schoenfeld residuals and found to be valid.(21) 

Differences in hazard ratios (HR) by subgroups of interest were tested using interaction 

terms. All analyses were conducted using SAS 9.4 (SAS Institute Inc., Cary, NC) and Stata 

version 14.1 (StataCorp).

Sensitivity Analyses.

First, we required at least 14 days of follow-up after cohort entry; results were similar 

(data not shown). Second, to ensure that the two treatment groups were well balanced 

following propensity matching, we compared laboratory values pre- and post-matching 

where available, including serum creatinine, calcium, albumin, hemoglobin and sodium 

(Supplementary Table S2). The values and the proportion of missing values were balanced 

after matching. Finally, analysis using a falsification endpoint was performed to test for 
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residual confounding.(22) Risk of outpatient urinary tract infection was selected as was 

unlikely to be impacted by treatment with sacubitril-valsartan versus ACE/ARB.

Results

Patient Characteristics.

A total of 8291 and 83318 adults filling a prescription for sacubitril-valsartan or ACE/

ARB, respectively, were identified. Prior to matching, patients initiating sacubitril-valsartan 

were more often men, more often taking evidence-based HF medications, and more 

likely to have seen a cardiologist recently (Table 1). The final propensity-matched cohort 

included 7893 pairs taking sacubitril-valsartan or ACE/ARB. Overall, demographic and 

clinical characteristics were well-balanced between the two treatment groups (standardized 

differences <10%, Table 1). One-third of patients were women. There was excellent 

representation of racial and ethnic minority groups (20% black, 11% Hispanic). Over one­

third of patients initiating sacubitril-valsartan had not filled a prescription for an ACE or 

ARB in the last 6 months. Adherence in both treatment groups was high, with mean MPRs 

of 0.94 (SD 0.096) and 0.98 (SD 0.05) and in the sacubitril-valsartan and ACE/ARB groups, 

respectively. Adherence to sacubitril-valsartan (mean MPR 0.93 vs. 0.95) and ACE/ARBs 

(mean MPR 0.97 vs. 0.98) was numerically slightly lower in black compared with white 

patients.

Outcomes.

The mean (SD) and median (IQR) follow-up times were 6.3(5.4) and 4.8(2.1–8.4) months, 

respectively. The primary outcome occurred in 1764(22.3%) individuals treated with 

sacubitril-valsartan and 2110(26.7%) individuals taking ACE/ARBs. Compared to ACE/

ARB, sacubitril-valsartan was associated with a lower risk of all-cause mortality or all-cause 

hospitalization during follow-up (HR 0.86; 95% confidence interval [CI] 0.81 to 0.91, 

p<0.001, Central Illustration A).

Sacubitril-valsartan was also associated with lower risks of both components of the primary 

endpoint. During follow-up, 2.2% (n=170) of patients treated with sacubitril-valsartan 

died, compared with 2.9% (n=229) treated with ACE/ARB (HR 0.80, 95% CI 0.66 to 

0.97, p=0.027, Central Illustration B). All-cause hospitalization occurred in 1716(21.8%) 

patients taking sacubitril-valsartan versus 2060(26.1%) taking ACE/ARBs (HR 0.86, 95% 

CI 0.80 to 0.91, p<0.001, Central Illustration C). The proportion of all-cause hospitalizations 

that included a code for HF in any position was 84.7% in the overall cohort (86.9% 

sacubitril-valsartan and 80.9% ACE/ARB group).During follow-up, 646(17.2%) patients 

treated with sacubitril-valsartan were admitted with a primary diagnosis of HF, compared 

with 648(15.9%) patients taking ACE/ARBs. Risk of HF hospitalization did not differ in 

patients taking sacubitril-valsartan and ACE/ARB (HR 1.07, 95% CI 0.96 to 1.19, p=0.26, 

Central Illustration D).Kaplan-Meier curves extended to two years of follow-up are included 

in the Supplementary Material (Figure S1).

Sacubitril-valsartan was associated with a higher risk of hypotension (3.4 vs. 2.5 events 

per 100 person-years, HR 1.35, 95% CI 1.05 to 1.75, p=0.022) compared with ACE/ARB 
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(Table S3). No difference in risk of hyperkalemia was observed (0.89 vs. 0.84 events per 100 

person-years, HR 1.05, 95% CI 0.66 to 1.67, p=0.84). Angioedema risk was very low in both 

groups (<11 events total).

Subgroup Analyses.

Subgroup analyses for the combined endpoint of death or all-cause hospitalization are shown 

in Figure 1 and Tables S4-S7. Sacubitril-valsartan was associated with a lower risk of the 

combined endpoint compared with ACE/ARB in white patients (HR 0.83, 95% CI 0.76–

0.90) and in non-black patients of other races/ ethnicities (HR 0.80, 95% CI 0.69–0.93), 

but not black patients (HR 1.00, 95% CI 0.88–1.15; interaction race* treatment p=0.032). 

A difference in the comparative risk of all-cause hospitalization in patients taking sacubitril­

valsartan versus ACE/ARB by race was also observed (HR 0.83, 95% CI 0.76–0.90 in 

whites vs. HR 1.00, 95% CI 0.87–1.14 in blacks, interaction race*treatment p=0.045, Figure 

2). There was a trend toward greater survival associated with sacubitril-valsartan use versus 

ACE/ARBs in white (HR 0.78, 95% CI 0.60–1.02) compared with black (HR 1.04, 95% 

CI 0.68–1.59) patients (Figure 3). To investigate if adherence impacted results observed, 

we excluded patients with poor adherence (MPR<0.80), and findings were similar. The HR 

(95% CI) associated with use of sacubitril-valsartan vs. ACE/ARB was 1.00 (0.87–1.12) 

for black patients, 0.82 (0.75–0.90) for whites, 0.81 (0.69–0.95) for other racial and ethnic 

groups (p value for interaction=0.040).

The magnitude of decreased risk of the primary outcome associated with sacubitril-valsartan 

was also more pronounced in patients without prior arrhythmia (HR 0.71, 95% CI 0.61–

0.83) compared to patients with arrhythmias (HR 0.89, 95% CI 0.83–0.96; interaction 

arrhythmia*treatment p=0.006). This interaction of arrhythmia history and treatment was 

also observed for all-cause hospitalizations (p value for interaction<0.005, Figure 2) and 

HF hospitalizations (p value for interaction 0.024, Figure 4) Otherwise, treatment effects 

were similar by subgroup (p values for interaction>0.05, Figures 1–4). There were no 

differences in treatment response in men and women for all outcomes examined. There were 

no significant differences in treatment response by age (interaction >0.05 for all outcomes 

examined). For the combined endpoint of all-cause mortality or all-cause hospitalization, 

point estimates were similar in all three age groups examined (Figure 2). Conversely, 

sacubitril-valsartan was associated with a lower risk of HF hospitalization compared with 

ACE/ARB in younger patients, but the risk of HF hospitalization was higher with sacubitril­

valsartan in the elderly (Central Illustration). However, differences in treatment response by 

age were not statistically significant (p value for interaction 0.07). Treatment effects were 

similar in patients who were and were not recently taking an ACE/ARB. While only a 

small percentage of patients (0.6%) initiated sacubitril-valsartan within one week of a HF 

hospitalization, the lower risk of the combined endpoint observed with sacubitril-valsartan 

compared with ACE/ARBs was similar in patients with and without a HF hospitalization in 

the last 6 months.

Sensitivity Analysis.

No difference in risk of urinary tract infection was observed in patients treated with 

sacubitril-valsartan versus ACE/ARB (HR 0.91, 95% CI 0.72–1.15, p=0.43).
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Discussion

In this study of nearly 16,000 patients with HFrEF, those taking sacubitril-valsartan were 

significantly less likely to experience death or hospitalization from any cause compared 

with those on ACE/ARB therapy. The benefits observed with sacubitril-valsartan were 

similar in men and women and among those who were and were not taking an ACE/ARB 

previously. However, in contrast to patients of other races and ethnicities, outcomes with 

sacubitril-valsartan and ACE/ARBs were similar in black patients.

This study provides real-world effectiveness data comparing sacubitril-valsartan with 

ACE/ARB outside of a clinical trial. Our data suggest that patients prescribed sacubitril­

valsartan in clinical practice are older (mean 68 vs. 64 years), more often women (33% 

vs. 22%), and more racially and ethnically diverse compared with participants in the 

PARADIGM-HF trial.(1) Despite these dissimilarities, the treatment benefits of sacubitril­

valsartan were observed in both sexes and in patients with a variety of comorbidities. 

Sacubitril-valsartan was associated with better outcomes compared with ACE/ARB even 

in patients who had not been taking an ACE/ARB previously. The lower risk of all-cause 

mortality or all-cause hospitalization with sacubitril-valsartan was observed across the age 

spectrum. Hence, our data indicate that the benefits seen with sacubitril-valsartan in the 

PARADIGM-HF study are translatable to a representative population of patients with HFrEF 

in the U.S.

However, our observation that black patients had no better outcomes with sacubitril­

valsartan compared with ACE/ARB suggests that further data are needed to fully understand 

the optimal treatment strategy for this population. Black patients were known to be 

underrepresented in PARADIGM-HF, with a total of 428 (5%) black patients included in 

both arms.(1) The recent PIONEER-HF trial enrolled a higher proportion of black patients 

(36%), but was a small study (n=881 total patients), so the absolute number of black 

patients enrolled was small.(23) Our study included more than 7 times the number of black 

patients in PARADIGM-HF and 10 times the number enrolled in PIONEER-HF. There 

is a growing body of literature demonstrating that the level of natriuretic peptides, which 

mediate a number of cardiorenal protective properties, vary across ethnic groups. African­

Americans have lower natriuretic peptide levels, on average, than Caucasians.(24,25) This 

relative deficiency in natriuretic peptides has been hypothesized to contribute to an increased 

tendency for salt retention, hypertension, cardiac remodeling, and adverse cardiovascular 

outcomes.(26) Although the neprilysin inhibition from sacubitril may increase existing 

natriuretic peptide availability, this effect may be blunted in individuals who synthesize 

lower amounts of natriuretic peptides, providing a possible mechanism underlying the lack 

of benefit over ACE/ARBs we observed among black patients. More thorough investigation 

into potential racial differences in treatment effect and biological mechanisms mediating 

these differences are warranted.

Both patients with and without a history of arrhythmias experienced lower risk of 

the primary outcome with sacubitril-valsartan, but this effect was more pronounced 

among patients without a history of arrhythmias. Sacubitril-valsartan may be associated 

with decreased ventricular arrhythmia burden and ICD shocks, possibly due to reverse 
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remodeling (27,28). However, patients with arrhythmias may have also had more underlying 

comorbidities, which may have contributed to results observed. This finding is worthy of 

future study.

While patients treated with sacubitril-valsartan had lower risks of all-cause hospitalization 

compared with those treated with ACE/ARBs, the risk of hospitalization for HF was 

similar in both treatment groups. We were surprised by this given the large reduction in 

HF hospitalization risk with sacubitril-valsartan in PARADIGM-HF.(1) However, while we 

relied upon use of validated codes for HF hospitalization, the potential that differences 

in coding practices may have influenced the analysis of cause-specific hospitalization still 

exists. The fact that, despite matching on history of HF hospitalization in the baseline 

period, patients on sacubitril-valsartan still had a higher proportion of total hospitalizations 

where HF was coded in any position during follow-up, underscores that this may be 

the case. By selecting a measure that is not influenced by coding practices (all-cause 

hospitalization), we avoided this potential source of bias. Furthermore, while we found 

no statistically significant difference in treatment effects by age for outcomes examined 

in our study, there was some variation in point estimates of risk for HF hospitalization 

by age, suggesting that older patients on sacubitril-valsartan may have higher risk of HF 

hospitalization than those taking ACE/ARBs. Previously noted limitations to using codes 

to identify HF hospitalization may have contributed to these findings, which are in contrast 

to those observed in post-hoc analyses of PARADIGM-HF, where the benefits of sacubitril­

valsartan were observed even in those 75 years and older.(29)

In-hospital initiation of sacubitril-valsartan was recently shown in an 881 patient randomized 

controlled trial to lead to a greater reduction in NT-proBNP compared with enalapril among 

patients hospitalized with acute decompensated HF.(24) In exploratory analyses, sacubitril­

valsartan was also associated with greater reductions in risks of death and rehospitalization 

for HF at 8 weeks compared with enalapril. Our findings indicate that, to date, patients 

are rarely initiated on sacubitril-valsartan in the hospital. We suspect that practice patterns 

may change following publication of PIONEER-HF,(24) and the effectiveness of sacubitril­

valsartan with ACE/ARB when initiated in hospitalized patients should be compared in 

future clinical practice studies.

Limitations and Strengths.

The OLDW includes patients enrolled in private and Medicare Advantage health plans; as 

such, our findings may not be generalizable to patients with other types of health insurance. 

The observational nature of the study precluded our ability to make conclusions regarding 

causality. The possibility of residual confounding between treatment groups cannot be 

ruled out despite the use of robust propensity matching techniques. The follow-up period 

was relatively short and it will be important to delineate long-term outcomes for sacubitril­

valsartan in future investigations. Finally, there is the potential for misclassification when 

relying on billing codes for identifying comorbidities. However, to the best of our 

knowledge, this is the first study to compare risks of death and hospitalization in large 

numbers of patients with HFrEF prescribed sacubitril-valsartan and ACE/ARB therapies 

outside of a clinical trial. While randomized controlled trials are the gold standard way 
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to compare the effectiveness of two interventions, observational data can be incredibly 

helpful, as patients with HF treated in clinical practice are often different than those in 

clinical trials. Minorities, the elderly, women, and those with comorbidities have historically 

been underrepresented in clinical trials, but are treated with new therapies once available 

in clinical practice. Our study population is direct evidence of this phenomenon, as our 

population was older, had a higher proportion of women, blacks, and diabetics than patients 

enrolled in PARADIGM-HF. Furthermore, our study included nearly twice as many patients 

on sacubitril-valsartan as were enrolled in PARADIGM- HF. These data thereby add to 

our knowledge of the effectiveness of this novel HFrEF therapy in populations often 

underrepresented in clinical trials.

Conclusions.

In a large cohort of patients with HFrEF, sacubitril-valsartan was associated with lower 

risks of mortality and hospitalization when compared with ACE/ARB therapy. Our findings 

suggest that, unlike other racial and ethnic groups, outcomes with sacubitril-valsartan and 

ACE/ARBs were similar in black patients. More research is needed to determine if there are 

racial differences in treatment response to sacubitril-valsartan.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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HR hazard ratio

ICD implantable cardioverter defibrillator
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Perspectives

Competency in Medical Knowledge:

In a large cohort of patients with systolic heart failure, use of sacubitril-valsartan was 

associated with lower risks of mortality or hospitalization compared with use ACE 

inhibitor / angiotensin receptor blocker (ACE/ARB) therapy.

Competency in Patient Care:

Sacubitril-valsartan is associated with lower risks of mortality and hospitalization 

compared with ACE/ARBs in patients with systolic heart failure.

Translational Outlook 1:

It will be essential to compare long term mortality and cardiovascular outcomes of 

sacubitril-valsartan against that of ACE/ARB therapy.

Translational Outlook 2:

More research is needed to determine if there are racial differences in treatment response 

to sacubitril-valsartan.
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Figure 1: Differences in Risk of Mortality or All-Cause Hospitalization in Patients Taking 
Sacubitril-Valsartan Compared With ACE/ARB by Patient Characteristics
Differences in risk of all-cause hospitalization or mortality (HR, 95% CI and p value for 

interaction) according to patient baseline characteristics are shown.
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Figure 2: Differences in Risk of All-Cause Hospitalization in Patients Taking Sacubitril­
Valsartan Compared With ACE/ARB by Patient Characteristics
Differences in risk of all-cause hospitalization (HR, 95% CI and p value for interaction) 

according to patient baseline characteristics are shown.
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Figure 3: Differences in Risk of Mortality in Patients Taking Sacubitril-Valsartan Compared 
With ACE/ARB by Patient Characteristics
Differences in risk all-cause mortality (HR, 95% CI and p value for interaction) according to 

patient baseline characteristics are shown.
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Figure 4: Differences in Risk of Heart Failure Hospitalization in Patients Taking Sacubitril­
Valsartan Compared With ACE/ARB by Patient Characteristics
Differences in risk of hospitalization for heart failure (HR, 95% CI and p value for 

interaction) according to patient baseline characteristics are shown.
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CENTRAL ILLUSTRATION: Cumulative Risk of Outcomes in Patients Treated with 
Sacubitril-Valsartan or ACE/ARB
Cumulative risk for the primary outcome (all-cause mortality or hospitalization; Panel A), 

all-cause mortality (Panel B), all-cause hospitalization (Panel C), and HF hospitalization 

(Panel D) for patients on sacubitril-valsartan or ACE/ARB are shown.
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