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Figure 3. The effect of finerenone versus placebo on composite CV and kidney outcomes by baseline LDL level and Figure 5. The effect of finerenone versus placebo on changes in UACR by baseline LDL level and statin use in
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e Altered lipid metabolism is associated with increased risk of cardiovascular (CV) events and chronic kidney disease (CKD)
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Post hoc analysis (N=12,116 with baseline LDL measurements) — Higher levels of high-sensitivity C-reactive protein

A. Composite CV outcome?*

— Lower use of sodium-glucose co-transporter-2 inhibitors (SGLT-2is) and glucagon-like peptide-1 receptor agonists (GLP-1RASs) Table 2. TEAEs by LDL subgroup (safety analysis set*)

231
Baseline LDL <70 mg/dL Baseline LDL 70-100 mg/dL Baseline LDL >100 mg/dL
- - - ] - - - - - g g g
. Association of composite CV and kidney outcomes with baseline lipid levels and statin use 22
L] Efficacy outcomes @ Safety outcomes _ _ o _ _ _ _ ] Finerenone  Placebo Finerenone Placebo Finerenone Placebo
e Baseline LDL <70 mg/dL, compared with LDL =70 mg/dL, was significantly associated with reduced risks of composite CV 2 TEAE, n (%) (n=2343) (n=2339) (n=1951) (n=1951) (n=1764) (n=1747)
- Effect of baseline LDL level and outcomes (HR=0.86; 95% CI 0.79-0.93; p=0.0003; Figure 2A). It was not significantly associated with kidney outcomes S 201
Effect of baseline LDL subgroup statin use with finerenone vs HIERES 2 L0l Bllsgiene - .( o P » P 719 ) 9 y y o Any TEAE 2086 (89.0) 2075 (88.7) 1688 (86.5) 1680 (86.1) 1441 (81.7) 1464 (83.8)
and statin use on: placebo on: (HR=0.94; 95% CI 0.83-1.05; p=0.2725) N 10
® ® Hyperkalemia events by LDL subarous o Baseline statin use was similarly associated with reduced CV risk (HR=0.81; 95% CI 0.72—0.90; p=0.0001; Figure 2B) > 18 Leading to discontinuation 160(6.8) 145(6.2) 123 (6.3) 102 (5.2) % (54) 80 (4.6)
et Ei‘(’j'r?gffz'itlﬁre’ %‘r’ng‘:g“gss;teeath, Q) ChangeinUACR = — Statin use was also associated with reduced risk of composite kidney outcomes (HR=0.76; 95% CI 0.65-0.89; p=0.0006) = 17 HeRiEling e ez 9 {1 etz S L) Lot o)
sustained 257% eGFR non-fatal Ml, \ c _ SAEs 808 (34.5 855 (36.6) 620 (31.8) 643 (33.0) 504 (28.6) 551 (31.5)
_ _ . . : . . . . . * 16
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