
 

6 February 2018 Acarix has laid the groundwork in 2017 for sales development in 2018. The 
main subset of the key Dan-NICAD study was published in November 2017 
and should boost medical awareness. As initial sales were slower than 
expected, sales forecasts have been adjusted although, with only two 
quarters’ sales data, these will be revised regularly. Good sales growth in 
Europe is expected from 2019. With no US trial announced our expected 
launch date is moved to 2022 from 2021. The indicative value is now 
SEK448m (formerly SEK728m), implying a fair value of SEK19.46/share 
(formerly SEK31.62/share). A new CEO will be appointed in 2018. 

Year end 
Revenue 

(SEKm) 
PBT* 

(SEKm) 
EPS* 

(SEK) 
DPS 

(SEK) 
P/E 
(x) 

Yield  
(%) 

12/15 0.0 (15.4) (1.1) 0.0 N/A N/A 
12/16 0.0 (26.8) (1.8) 0.0 N/A N/A 
12/17e 0.7 (26.1) (1.0) 0.0 N/A N/A 
12/18e 1.7 (41.6) (1.7) 0.0 N/A N/A 
Note: *PBT and EPS are normalised, excluding amortisation of acquired intangibles, 
exceptional items and share-based payments. The 2016 IPO increased shares in issue. 

CAD-score – a clear indicator of low coronary risk  
The Acarix diagnostic device uses a highly sensitive microphone linked to a 
minimalist, self-contained processing module to record a patient’s diastolic heart 
sounds. There is a single-use patch to attach the device to the patient’s chest. The 
CADScor V3 algorithm (validated by the Dan-NICAD clinical study) calculates a 
CAD-score rating. A negative CADScor result was correct in 96% of tested patients, 
according to Winther et al (2017). The new Dan-NICAD II study will add more 
validated CAD patients to further improve the innovative scoring algorithm to gain 
further acceptance of this new risk scoring method among key opinion leaders. 

Bundled sales underway with German focus 
Acarix sells CADScor devices bundled with 120 single-use patches for about 
SEK60,000. In Q317, there may have been some repeat orders of patches, 
perhaps 160. Repeat orders could increase quickly as the installed base of 
CADScor devices grows. Significant German sales are possible from 2019 if public 
reimbursement is gained. Acarix also sells direct in Demark and Sweden. There are 
three German account managers and one in Scandinavia. European sales via 
distributors could start from 2019. A US launch via distributors is expected by us to 
need a US clinical trial and FDA approval but no trials have been announced to 
date so Edison’s launch expectation has been moved from 2021 to 2022. 

Valuation: Indicative value of SEK19.46/share  
Given initial sales levels (but only two quarters of data), we have revised our short 
term 2017 and 2018 sales forecasts. Management has not issued any forward 
guidance. From 2019, we have revised success probabilities but left potential sales 
levels unchanged. Using a discounted cash flow model, a 12.5% discount rate and 
a terminal valuation the indicative value is now SEK448m (formerly SEK728m), 
implying a fair value of SEK19.46/share (formerly SEK31.62/share). The IPO price 
was SEK17.60/share in December 2016. A new CEO is due to be appointed.  
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Investment summary 

CADScor is a doctor’s office, acoustic test device and software algorithm, designed to be used by 
doctors to help assess patients at risk of coronary artery disease (CAD) and normally presenting 
with chest pain that might be angina but could have other causes. The target market, as defined in 
the published Dan-NICAD substudy, is patients who have been though initial screening and are 
being considered for invasive testing. Using a CADScor V3 cut-off of 20 or less and based on 
Danish clinical practice, about half of these patients could be sent home without further testing. 
Acarix AB is a Swedish company (based in Malmö). It was founded in Denmark as Acarix A/S and 
has an operational office just north of Copenhagen. It completed its IPO in December 2016. 

As a simple-to-use device, CADScor offers a quick and relatively cheap alternative to more 
complex and much more expensive testing. The business case rests on selling units to primary 
care providers with the CADScor device sold for over €3,000 (Europe) and $5,000 (US). A 
disposable, single-use sticky patch priced at over €30 (Europe) or US$75 (US) is required to run 
each test. A substantial installed base of devices, if achieved over time, could generate significant 
sales revenues at a high margin. In the US, Ladapo et al. (2014) found that 3.8 million hospital 
referrals a year were unnecessary.  

Acarix has been selling test from Q217 in Germany and Scandinavia, although full government 
reimbursement is not likely before 2019. Distributors will be appointed for other European countries. 
In the US, further trials may be required, and we expect that a de novo 510(k) or PMA application 
will be needed for FDA approval. The US market alone is estimated by independent researchers to 
be at least 3.8 million tests per year.  

The current position is that initial sales have been lower and slower than hoped, but sales in the 
targeted markets have been made. The sales forecast from 2019 used by Edison at the IPO still 
appears reasonable given the market size. The revised probability adjustments made for valuation 
purposes (see below) relate to the speed of clinical acceptance and ability of Acarix to run further 
studies for approval in the US and to gain national acceptance and reimbursement in Europe. A 
further Danish trial (Dan-NICAD II) has been announced. This study will add significantly more 
validated CAD patients to the Acarix CADScor algorithm database for further improvement of the 
scoring algorithm. The expected performance improvements should lead to further acceptance of 
this new risk scoring method among key opinion leaders. 

The device: CADScor 

Every year, many patients at low and intermediate risk of CAD visit their doctor complaining of non-
specific chest pains. CADScor, Exhibit 1, is a small medical diagnostic device that carries out an 
independent, patient-specific analysis of the noise made by the blood flowing in a patient’s coronary 
arteries. This can identify patients with a low risk of CAD. Currently, doctors have no easy physical 
test to separate the worried well from those at high risk of CAD who need further investigation and 
will be referred for hospital tests. Consequently, doctors assess the probability of CAD using 
questionnaires based on age, gender, clinical risk factors (diabetes, smoking) and immediate 
symptoms. These tend to overestimate CAD risk. 

Simple patient data are entered into the CADScor device before the test. Otherwise, there are no 
external inputs. Calculation of the test result, the CAD-score, is done by the device and displayed 
on screen; no external software is used. A CAD-score of 20 or less identifies a patient as probably 
not requiring further investigation for CAD. CADScor test data from trials are discussed below. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4335355/


 

 

 

Acarix | 6 February 2018 3 

Patients with a high pre-test score (based on a clinical risk profile) and who are diagnosed with 
possible typical angina (chest pain caused by poor blood supply to the heart) would be referred for 
further tests. CADScor is not recommended for use in this high-risk patient type. 

Exhibit 1: The CADScor acoustic device on the base station  

 
Source: Acarix. Note: CADScor is a registered trademark of Acarix. 

Current clinical data Dan-NICAD 

The Dan-NICAD data set, still unpublished in full, is a composite of three studies totalling 2,271 
patients, of whom 203 had CAD: 8.9%. Using the full data set, Acarix has cited a negative 
predictive value (NPV) of 97.1%, that is 97.1% of negative results will be correct. For more 
explanation and terminology, please see our initiation note published on 21 December 2016.  

The three data sets are as follows. 

 The main study, Winther et al (2017), analysed a subset of 1,437 patients using the CADScor 
3.0 algorithm (as used in the marketed device). Of these, 140 (9.7%) had coronary artery 
disease with obstruction of blood flow. The study is discussed in more detail in this report. 

 A negative control cohort of 606 individuals was selected from the 1,156-patient DanRisk study 
(Diederichsen 2012) and included in the overall data set. 

 228 patients from an earlier study, AC003, with 63 CAD cases, were included in the data set.  

As CADScor V3 is a recent iteration of the algorithm, patients from the DanRisk and AC003 studies 
were retrospectively included in Dan-NICAD by the use of historic sound recordings if of adequate 
quality. CADScor V3 is more demanding in terms of acoustic quality and needs a clearly defined 
heartbeat profile separating the short heart contraction (systolic) phase from the heart filling 
(diastolic) phase. The acoustic measurements are made in the diastolic phase. In the Winther et al 
2017 study, 14 patients tested with CADScor V2 could not be re-analysed with V3 and were 
excluded on these grounds. Clinically, this is not an issue so long as the device reliably recognises 
that a CAD-score cannot be calculated, it is meant to test sound quality.  

Winther et al 2017 study 
Winther et al 2017 recruited 1,675 patients in Denmark who had been referred by primary care 
physicians for further specialist tests. The patients were split into test optimisation (593 patients) 
and validation (1,082 patients) cohorts. Of these, 325 had a detailed gold standard invasive imaging 
test and 145 were found to have partial blockages causing a functional reduction in heart blood 
supply (factional flow reserve reduction of over 80%). All patients had CACS and all but four had a 
CTA. 

http://www.edisoninvestmentresearch.com/research/report/acarix138065
http://heart.bmj.com/content/early/2017/11/09/heartjnl-2017-311944.long
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4737789/
https://www.ncbi.nlm.nih.gov/pubmed/21525124
http://heart.bmj.com/content/early/2017/11/09/heartjnl-2017-311944.long
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A new CADScor algorithm, V3, was developed based on the data. However, this algorithm cannot 
be applied to all patients due to the increased acoustic demands of CADScor V3. In particular, 14 
patients were excluded because of a short systolic period.1   

The patients recruited are meant to be a typical referred patient group. On average, this Danish 
Caucasian population seems rather healthy: BMI was 26kg/m2, age 57, 15% active smokers, less 
than 6% diabetic, moderate waists (93cm/36 inches). Whether this profile will be the same in, for 
example, the US where obesity (BMI >30) is a major issue with 30%+ prevalence is an interesting 
question. Will CADScor get a good enough signal though layers of subcutaneous fat?  

Interestingly, physicians seem to be very cautious about ruling out CAD. Only 28% of patients had 
typical angina,2 so nearly three-quarters were low risk. In fact, only 10% of the tested cohort had 
clinically relevant CAD after full evaluation. On clinical risk scoring systems like Diamond-Forrester 
(see Exhibit 2), only 2.4% were high risk (>85%) – the level recommended for immediate referral – 
with 15% as low risk (<15%), so debatable if even CADScor should be used.  

This apparently high referral level of low and intermediate risk patients may reflect a medical 
concern that an incipient heart attack (acute myocardial infarction, AMI) might be missed. It shows 
that a rule-out test should be very valuable as a clinician tool so long as clinicians view it as reliable. 
Note also that these referrals were made after a specialist outpatient examination.  

Exhibit 2: Procedures and terms to assess CAD in the Winther et al 2017 study  
Term Definition Comment 
Pre-test probability 
(PTP) 

Chest pain can be caused by many different factors. To make an initial 
assessment, a primary care physician calculates the pre-test probability 
(PTP) of CAD using a questionnaire. If a patient has signs of CAD, for 
example typical angina and if the PTP level is high then the patient will be 
referred for hospital tests. This also applies to patients with major clinical 
risk factors like diabetes, hypertension and a history of smoking.  

The updated Diamond-Forrester (DF) score) is used in this 
study. DF was updated and recalibrated in 2012 and is 
combined with other clinical risk factors like diabetes under 
2013 European Society of Cardiology (ESC) guidelines (see 
below). An online calculator gives the recalibrated DF score and 
allows it to be further modified with clinical risk factors like 
smoking, diabetes and hypertension.  

Coronary artery 
calcium score 
(CACS) 

The CACS test requires a 10-minute computerised tomography x-ray 
scanner (CT). If a high level of calcium is present in a coronary artery it will 
be due to calcified plaque, see Shah and Coutler (2012). CACS does not 
predict the extent of obstruction and non-calcified plaque can also be 
present. Score of 100, low; up to 400 some risk; over 4,000 is high risk. The 
test does have a very high negative predictive value of about 98%. 

CACS is still regarded as investigational in the US and it is not 
covered by Medicare. 
It is not recommended by the ESC. 
It is recommended as a negative screen in the UK health 
service guidelines. 

Coronary 
angiography (CTA) 

This procedure needs a CT scanner. A radiopaque dye is injected into the 
patient’s arteries and the scanner images the flow of blood through the 
coronary arteries. These arteries are very small and as the heart is beating 
the scanner needs to have both high spatial resolution and a fast time 
resolution. CTA can overestimate the level of stenosis if there is a high level 
of calcification (CACS score >400).  

This procedure is non-invasive as only a radiopaque dye is 
required. There is a radiation dose. The advantage of the 
procedure is that no invasive catheterisation is required. Most of 
the population data used for calculating the risk of CAD comes 
from patient groups that have all undergone CTA. 

Invasive coronary 
angiography (ICA) 

The only way to determine coronary artery disease status absolutely is 
through an invasive coronary angiogram (ICA) where a catheter is inserted 
through the groin and into the coronary artery. If a blockage is confirmed, it 
is usually followed immediately with angioplasty (opening of the artery) 

A diagnostic ICA will be done for patients who are either very 
high risk or have shown more than 50% occlusion on coronary 
angiography.  

Anatomically 
obstructive CAD 

This is an ICA procedure. Once the catheter is adjacent to the stenosis, a 
radiopaque dye is released, and the flow visualised on x-ray. This visually 
clearly shows any narrowing of the artery.  

This is an anatomical estimate. A reduction of 50% or more is 
classed as CAD. As it is not functional, since the blood flow is 
not measured, it can overestimate the number of CAD cases. 

Haematologically 
obstructive CAD 

This is also an ICA but here a pressure sensor on the catheter measures 
the blood pressure, as a measure of blood flow on either side of the 
stenosis.  

The technique measures the factional flow reserve (FFR). The 
clinical guidelines show that FFRs of <0.8 require angioplasty . 
This corresponds to a coronary artery narrowing by over 90%.  

Angioplasty (PTCA) Angioplasty is the most common treatment for CAD. If a blockage is found, 
a balloon catheter is inserted and inflated to crush the atherosclerotic 
plaque. 

This is a natural follow-on procedure to ICA. However, many 
coronary angiograms fail to find a blockage. 

Source: Edison Investment Research 

                                                           
1  Systole is the short period when the heart is contracting. CADScor analyses the diastolic period when the 

heart is refilling and the chest quiet. However, it needs to identify this period. 
2  Typical angina is a chest pain in the heart area of the chest, which occurs on exercise (or stress) due to lack 

of blood supply to the heart when it is beating fast. It should resolve when the patient rests and should not 
occur otherwise. Atypical angina is two of the three symptoms, for example a constant pain in the chest 
region. This is probably another cause. In Dan-NICAD, 27.8% had typical angina (which gives a high DF 
score as well), 35.5% had atypical and a massive 38.6% had non-specific angina. 

https://www.qxmd.com/calculate/calculator_287/pre-test-probability-of-cad-cad-consortium
https://www.qxmd.com/calculate/calculator_287/pre-test-probability-of-cad-cad-consortium
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3384065/
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Results 
The study started by using CADScor V2. However, CADScor V2 was less accurate, at 58.1% 
accuracy, compared with 68.9% accuracy using the updated DF scoring system. Accuracy is the 
number of correct test results, whether positive or negative.  

Accordingly, the enhanced CADScor V3 algorithm was developed and the data re-analysed. The 
new CADScor V3 data set included 1,437 patients3 and 140 CAD cases. The training and validation 
set outcomes are combined in the paper as the authors state that these were statistically the same. 

CADScor V3 analyses eight acoustic parameters, of which five are new.4 On acoustic analysis 
alone, CADScor V3 had similar accuracy to the DF score. Enhanced accuracy was achieved by 
incorporating three clinical parameters into the V3 algorithm: gender, age and hypertension.5 Age 
and gender are also key parameters used in DF scoring.  

CADScor V3 was optimised against anatomically measured obstructive disease. Using this 
benchmark, the accuracy was 72.4% vs 65.9% for DF.  

The results for both anatomic and haematological (FFR) outcome are in Exhibit 3.6 For clarity, we 
have also shown the data for the CADScor V3 validation set as shown in supplementary data 
supplied by Winther et al.  

Exhibit 3: Winther et al 2017 CADScor results 
Parameter Haematological obstruction Anatomical obstruction 

Full set Validation set Full 
Accuracy 71.3% 69.90% 72.40% 
Sensitivity 80.7% 78.70% 80.40% 
Specificity 52.8% 52.10% 53.00% 
PPV* 15.6% 15.9% 16.40% 
NPV* 96.2% 95.50% 95.90% 
Source: Winther et al 2017 and supplementary data Table S2B Note: *On study set. 

Clinical effects 
Of 1,437 patients analysed with the CADScor V3 algorithm, 712 (49.5%) had CADScor values of 20 
or less so were defined as negative. Of these 96.2% were correct designations so 27 patients with 
CAD were incorrectly diagnosed as negative. Of the other 725 patients with CAD-scores over 20, 
113 were true positives so 15.6% of positive values were correct. This is as expected for a negative 
screening test in a population with a low prevalence of a disease (under 10% in this case). 
Clinically, about half of the referred patients could be excluded from further testing.  

The drawback is that 19% (27 cases) of the 140 true cases are missed. This may mean that 
physicians will still seek other tests to find the cases with CAD. Acarix is assumed to keep investing 
in R&D to improve the accuracy of its test beyond about 70%.  

                                                           
3  It is not clear how this set was derived but some of the 29 patients “excluded” following CTA seem to have 

been included (source: Dr Winther, personal communication). 
4  CADScor V2 used four acoustic parameters and no clinical parameters. 
5  Defined for CADScor V3 as systolic blood pressure ≥140 mmHg or receiving antihypertension medicine. 
6  Sensitivity is the term for how many true cases are found. Specificity is the percentage of true negative 

cases found. Positive predicative value (PPV) is the probability that a positive test result is correct; negative 
predicative value (NPV) is the probability that a negative test result is correct. Note that while sensitivity and 
specificity will be correct in all similar population groups – or should be – PPV and NPV will vary depending 
on how many true cases are in the tested population. For example, in the Winther study, 9.7% were true 
CAD cases. If the number of true cases was 5%, the NPV would be 98%. As the number of true cases rises, 
the NPV falls and the PPV rises.  

http://heart.bmj.com/content/early/2017/11/09/heartjnl-2017-311944.long
http://heart.bmj.com/content/early/2017/11/09/heartjnl-2017-311944.long#DC1


 

 

 

Acarix | 6 February 2018 6 

Commentary 
This was a complex study using a large patient cohort. There is some minor confusion within the 
paper on the exact patient numbers in different cohorts, but the overall results in Exhibit 3 are very 
consistent. However, this was a trial run to develop and validate a test and so might, using the 
algorithm V3, be over-fitted to the data (a possibility discussed by the authors) and have been 
affected by the specific Danish population recruited. For marketing, Acarix may need to run 
prospective studies in different populations with national opinion leaders and also investigate 
populations with higher levels of obesity and Type II diabetes. The new Dan-NICAD II study will add 
significantly more validated CAD patients to the Acarix CADScor algorithm database for further 
improvement of the scoring algorithm. The expected performance improvements should lead to 
further acceptance of this new risk scoring method among key opinion leaders. 

The US is likely to require a large clinical prospective study if a PMA-based approval is sought.7 
However, if the FDA regards the current data set as adequate, then a de novo 510(k) application 
may be possible. A de novo application, if accepted, is a relatively straightforward and much faster 
and cheaper process. 

Sales forecast – early growth in Europe to 2018/19 

It is particularly difficult to forecast the initial sales of any ground-breaking new product and no 
public reimbursement for the test is currently available in the key German market. Rates of adoption 
can be slow given the often conservative attitudes of doctors. On the basis of very limited sales 
data to 30 September 2017 (two quarters only), we have adopted a revised 2017 and 2018 
forecast. This is inevitably volatile and will be revised as more sales data emerge.  

In 2017, there were six CADScor sales and 880 patch sales to 30 September 2017. Our revised 
forecast (Exhibit 4) is for nine units and 1,440 patches to 31 December 2017. This is expected to 
generate revenues of SEK605k. In 2018, we assume a more consistent sales pattern with 19 units 
and up to 4,000 patches potentially sold. This would give SEK1.7m in revenue. Previous forecasts 
were for SEK3.0m in 2017 and SEK3.8m in 2018. 

Exhibit 4: Revised Acarix sales forecast 2017 and 2018 

 
Source: Edison Investment Research 

From 2019, Edison has broadly retained its current sales forecasts as the market changes once 
reimbursement is gained. Exhibit 5 shows the revised forecast market development up to 2021 
before probability adjustment. This period is dominated by Europe, with full German reimbursement 
assumed from 2019. 

                                                           
7  Pre-market approval. This requires a full clinical study and given that CAD is life threatening and treatable, it 

is likely that the FDA will want claims of “running out” to be firmly established.  
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Exhibit 6 shows the non-risk adjusted forecast from 2021 to 2030. This indicates 2030 in-market 
sales of about SEK2.5bn (US$290m/€260m) before probability adjustment and distributor 
discounts. This is a very significant potential market for a diagnostic product.  

The probability-adjusted sales forecast for Acarix after distributor discounts is now SEK516m 
(formerly SEK677m). From 2031 onwards, a long-term growth rate of 1% is assumed as the market 
will have matured and competitors could have entered. European and RoW probabilities have been 
altered as discussed in Exhibit 7. The North American probability of 30% is unaltered. 

Exhibit 5: Forecast overall sales by market to 2021 
before probability adjustment (SEK) 

Exhibit 6: Forecast overall sales by market 2021-30 
before probability adjustment (SEK) 

  
Source: Edison Investment Research forecast Source: Edison Investment Research forecast 

Exhibit 7: Probabilities of success 
Market/region New Previous*  
Germany and Scandinavia 40% 50% 
Rest of Europe 30% 40% 
US and Canada 30% 30% 
Rest of World 25% 35% 
Source: Edison Investment Research. *Note: For previous probabilities see 21 December 2016 note, Exhibit 
21. 

Discounted cash flow valuation 

Our valuation methodology and non-probability adjusted longer-term sales forecasts remain 
unchanged from our 21 December 2016 note, but we have made probability and timing adjustments 
discussed below based on published financial interim reports. There are two elements to the 
valuation, Exhibit 8.  

Exhibit 8: Acarix valuation (SEKm) 
Discounted value of cash flows (2018-30) 12.50% discount rate 90.8 
Terminal value 2030 1% long-term growth rate 357.3 
Indicative value (January 2018)   448.1 
Value per share 23.0m shares in issue SEK19.46 
Source: Edison Investment Research 

Firstly, the discounted value of cash flows between 2017 and 2030 is estimated using a 12.5% 
discount rate. A Swedish corporation tax rate of 22% is used. There are no tax losses carried over 
from the acquisition of the Danish subsidiary (2016 Annual Report). 

Secondly, if Acarix establishes CADScor as the brand leader in its market, the company should 
have a continuing value. With lower marketing costs, due to the distributor strategy, the profitability 
could be very high. Note that investment in and cash flows from any new products other than basic 
R&D to maintain CADScor’s leadership position are not estimated or included in our valuation. 
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At close of 2017, Acarix had 23m shares in issue. The combined indicative value is now SEK448m 
(formerly SEK728m), implying a fair value of SEK19.46/share (formerly SEK31.62/share). The IPO 
price was SEK17.60/share in December 2016.  

On a scenario basis, if Acarix did not enter the US market or was not able to devise a route to FDA 
approval, the value might approximately halve to about SEK10/share on our current assumptions. 

Changes have been made are as follows: 

 Short-term forecasts have been adjusted as above (Exhibit 4), but have little value impact as 
they were always assumed to be modest until German reimbursement was gained. 

 The expected per-year market in Europe is still assumed to be 1,500 CADScor units. The 
reasoning here is that the European market should be large given the core EU market plus 
significant other non-EU countries like the UK (post-2019) and Switzerland, and accessible 
markets in the Middle East and Africa. A major uncertainty is the number of disposable patches 
per year per machine installed. This is set (unchanged) at an Edison assumption of 100, so 
each installed CADScor generates €3,000 of income per year (less distributor discounts). As 
sales data accumulate, this rate will be easier to assess. A crucial factor in these assumptions 
is that German reimbursement is gained in 2019 (as projected by Acarix as of late 2016) 
followed by other European countries. Because this is uncertain we have reduced the overall 
European probability from 50% to 40%. In line with this more cautious stance, long-term price 
increases and market growth rates have been adjusted from 2% (inflation and population 
ageing) to 1%. Acarix may still need to run national country studies with local opinion leaders to 
show the clinical and costs benefits, which will have cash use implications, as yet unknown. 

 The US market projection has been shifted back from a launch in 2021 to 2022 as the expected 
US clinical study has not been announced. The US probability has left unchanged at 30% as 
there is no new US information. A US launch will need a large prospective clinical study in our 
view. The new Dan-NICAD II study (results due in 2020) could provide this in theory, but a US 
population-based study is probably still needed. This should also yield clinical proof of utility to 
gain a US Medicare reimbursement code, although this may take some time. We have 
estimated the cost of the US approval study at SEK60m. This could be partly funded from 
European sales if these rise as forecast. We note that this trial cost may be too high or could be 
offset by a partnering deal. With a new CEO due to be appointed, the strategy is inherently 
uncertain until reviewed by the new management team. 

 Sales to other countries have been probability adjusted by 25%, formerly 35%, as there has 
been no strategic update. 

 Cost of goods (CoG) has been altered as the gross margin is lower than expected at the time 
of the IPO, with CADScor units apparently (Edison analysis) having a 20-30% gross margin. 
This high CoG is assumed by Edison to be a short-term cost artefact due to initial small 
production batches. Consequently, a 10% experience curve has been assumed as against 2% 
at the time of the IPO (when a 66% gross margin was assumed), as scale-up could give strong 
cost reductions.  

 Cost of patches is in line with previous expectations at a high gross margin. Consequently, the 
use rate for patches is very important for long-term profitability and hence valuation. 

 Acarix had much lower operating costs than expected in 2017 ytd and the anticipated US 
clinical expenditure was not made. Hence, immediate cash outflows are lower. This marginally 
changes the NPV of our estimated value of cash flows to December 2030 from SEK89.5m 
(discounted to 2017) to SEK91m (discounted to 2018). 

 The terminal value from 2030 discounted to January 2018 is now SEK357m using an 
unchanged 1% long-term growth rate. The previous estimate discounted to 1 January 2017 
was SEK638.6m based on a higher probability-adjusted cash flow in 2030. 
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FY17 ytd financials 

2016 was dominated by the IPO process, which completed in December 2016. 2017 has seen 
sales start partway through Q2. Financial forecasts to 2018 are shown in Exhibit 9.  

Sales and inventory 
Sales ytd were SEK408k with CoG of SEK152k. As only 880 patches were sold in the period and 
the cost of goods on these is understood to be low, most of the CoG must have been due to the six 
CADScor units sold, implying a CoG on these in the range of 70-80%. Acarix reported inventory on 
30 September of SEK1.6m but with no associated cash flow, implying a reclassification of 
previously purchased development systems. Acarix might have sufficient stock to cover 2018 on the 
current forecast. 

Operational and R&D costs 
Acarix had modest costs in the first three quarters of 2017 at SEK14.4m before amortisation of 
SEK0.9m. R&D was SEK3.5m with a further SEK2.9m capitalised in H1. Amortisation of this 
capitalised R&D, valued at SEK20.2m on 30 September, has started with about SEK2m expected in 
2018. Amortisation of “acquired rights”, valued at SEK4.4m, is at about SEK0.26m per year. There 
was a tax credit of SEK1.4m as of 30 September. The balance sheet shows a tax receivable of 
SEK2.6m which we assume is received in Q4 as cash. 

Cash flow  
The cash outflow ytd before working capital was SEK17.6m. There was a major debt repayment of 
SEK15m. With other working capital changes and capitalised R&D of SEK2.9m, the ytd cash 
outflow was SEK35.9m.  

Future costs and cash flows 
Increased but still limited direct product sales into the German market are expected in 2018. Our 
revised forecast assumes a 2018 cash outflow of SEK38m in 2018, but this is also affected by our 
assumptions of clinical trial costs. Due to the lower than expected burn rate in 2017, Acarix is likely 
to be funded into 2019 on the current forecast. 
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Exhibit 9: Financial summary 
SEK000s 2015 2016 2017e 2018e 
Year end 31 Dec IFRS IFRS IFRS IFRS 
PROFIT & LOSS      
Revenue 0.0 0.0           656         1,650  
Cost of Sales 0.0 0.0                (226)                (479) 
Gross Profit                       -                    430               1,171  
EBITDA (15,377)       (26,790)     (24,632)     (39,329) 
Operating Profit (before GW and except) (15,377)       (26,790)      (26,111)     (41,649) 
Intangible Amortisation 0                     -               (1,218)            (2,084) 
Exceptionals 0                     -                      -                      -    
Operating Profit (15,377)       (26,790)     (27,329)     (43,733) 
Other 0             (24,250)                   -                      -    
Net Interest (23)                    (15)                   40                    40  
Profit Before Tax (norm) (15,400)      (26,805)      (26,071)     (41,609) 
Profit Before Tax (FRS 3) (15,400)       (51,055)      (26,071)     (41,609) 
Tax 3,007               2,815              1,800              1,800  
Profit After Tax (norm) (12,393)      (23,990)      (24,271)     (39,809) 
Profit After Tax (FRS 3) (12,393)       (48,240)      (24,271)     (39,809) 
      
Average Number of Shares Outstanding (m) 10.9 13.1 23.0 23.0 
EPS - normalised (ore) (1.14) (1.83) (1.05) (1.73) 
EPS - FRS 3  (1.14)               (3.68)               (1.05)               (1.73) 
Dividend per share (ore) 0 0.0 0.0 0.0 
 0    
Gross Margin (%) 0 N/A 65.5 71.0 
EBITDA Margin (%) 0 N/A (3,752.8) (2,383.2) 
Operating Margin (before GW and except.) (%) 0 N/A (3,978.1) (2,523.8) 
 0    
BALANCE SHEET      
Fixed Assets 8,670 23,123 24,375 22,055 
Intangible Assets 5,971 18,179 19,691 17,607 
Tangible Assets   0 0 0 
Acquired rights 2,699 4,944 4,684 4,448 
Current Assets 6,912 150,163 111,807 74,369 
Stocks 0 0 1,633 1,633 
Debtors 1,771 1,643 3,250 3,250 
Cash 2,121 145,895 105,139 67,686 
Other 3,020 2,625 1,785 1,800 
Current Liabilities (3,443) (17,771) (2,738) (2,787) 
Creditors (2,315) (4,404) (380) (380) 
Short term borrowings   0 0 0 
Short term leases 0 0 0 0 
Other (1,128) (13,365) (2,357) (2,406) 
Long Term Liabilities 0 0 0 0 
Long term borrowings 0 0 0 0 
Long term leases 0 0 0 0 
Other long term liabilities 0 0 0 0 
Net Assets 12,139 155,515 133,444 93,637 
      
CASH FLOW   0 0 0 
Operating Cash Flow (13,570) (12,042) (41,277) (39,254) 
Net Interest  (4) (15) 0 0 
Tax 4,943 3,001 2,607 1,800 
Capex (6,520) (12,201) (2,887) 0 
Acquisitions/disposals 0 0 0 0 
Financing 8,840 176,698 1,203 0 
Dividends 0 0 0 0 
Other  (273) (11,046) 0 0 
Net Cash Flow (6,584) 144,395 (40,354) (37,454) 
Opening net debt/(cash) (8,705)  (2,121)    (145,895)     (105,139)  
HP finance leases initiated 0                     -                      -                      -    
Other 0                 (620)                (402)                   -    
Closing net debt/(cash)  (2,121)  (145,895)    (105,139)     (67,686) 
Source: Acarix reports, Edison Investment Research forecasts 
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Contact details Revenue by geography 
World Trade Center  
Skeppsgatan 19 
SE-211 11 Malmö 
Sweden 
Phone 
www.acarix.com/  

 
 

Management team and Board Chairman  
CEO: Søren Christiansen (till end February) COO and co-founder: Claus Bo Vöge Christensen  
The current CEO is Søren Christiansen, who joined Acarix in August 2016 but 
will leave before the end of February 2018. No replacement has been 
announced. 

Claus Christensen is a co-founder of Acarix. Claus has experience working at 
Novozymes A/S, MIC-DTU and Coloplast A/S as director of the Medical 
Monitoring & Diagnostics unit. He holds a PhD in molecular biology from the 
University of Copenhagen (1998) and an Executive MBA from TEM at the 
Technical University of Denmark 

Chief Marketing Officer: Dr Anja Schaefe CFO: Christian Lindholm 
Anja Schaefer was retained by Acarix in 2016. Since 2014 she has been CEO of 
strategy consultancy company TaRes GmbH, Germany. She has more than 25 
years’ experience in the health care industry. Anja has successfully launched 
innovative products with a focus on Cardiology since 1995. She holds a PhD in 
molecular genetics from The Max Planck Institute in Berlin, Germany. 

Christian Lindholm was retained by Acarix in July 2016. He was employed as 
CFO at Doro until October 2015. He was formerly with Trial Form Support, a 
contract research organisation. He holds qualifications from the Universities of 
Kristianstad and Växjö. 

Chairman: Dr Werner Braun (Board)  
Dr Werner Braun has international experience from leading positions in 
companies in Germany, Austria and Switzerland. He has a PhD in physics from 
the Technical University of Munich, Germany. He is not part of the management 
team 

 

 

Principal shareholders (30 Sept 2016) (%) 
Sunstone LSV Fund II 20.6 
SEED Capital DK II 20.6 
Jingxin  11.5 
Coloplast A/S 7.3 
Seventure Partners 4.3 
Others under 5% 35.7 
 

 

Companies named in this report 
N/A  
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