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Finerenone, a non-steroidal mineralocorticoid receptor antagonist (nsMRA)
approved by the FDA in July 2021, demonstrated promising efficacy in
reducing cardiovascular (CV) risk and slowing chronic kidney disease (CKD)
progression in patients with CKD and type 2 diabetes (T2D). 
Spironolactone and Eplerenone, traditional steroidal MRAs (sMRA), have
been mainstays of treatment for conditions such as heart failure with reduced
ejection fraction, resistant hypertension, primary hyperaldosteronism, and
decompensated cirrhosis. However, known adverse effects of hyperkalemia,
hypotension, AKI, and sex hormone side effects have limited their use,
especially in complex patients with multiple comorbidities.
Treatment inertia with finerenone may stem from prior use and intolerability of
sMRA, despite evidence implying the safety of finerenone in these patients.
To examine this practice uncertainty and hesitancy, we aim to characterize
patients who initiated finerenone with prior sMRA therapy and patients who do
not have prior sMRA therapy in a real-world US representative claim
database.

INTRODUCTION
Finerenone user characteristics

In the study cohort of 107,455 finerenone users,
11,484 (10.7%) had prior sMRA use before
initiating finerenone, among them, 8,227 patients
used sMRA within a year of starting finerenone. 
Patients with prior sMRA use had higher prevalence
of baseline HF (40%), CKD (64%) and diuretic use
(65%) compared to those with no prior sMRA
prescription (16%, 54% and 42%, respectively). The
use of SGLT2i and GLP1-RA are comparable by
prior sMRA use status.

Baseline eGFR and UACR in relation to Finerenone
initiation

Among the 6,506 patients with both eGFR and
UACR measurements prior to finerenone initiation,
patients with prior sMRA use had a higher
percentage of having very high KDIGO risk prior to
finerenone initiation compared to patients without
prior sMRA use (52% vs 39%) while the distribution
of finerenone starting dose was similar between the
two groups. 
Patients with prior sMRA use were more likely to
have a higher UACR and lower eGFR prior to
finerenone initiation compared to patients without
prior sMRA use (Table 3). 

RESULTS

In a large real-world claim database of new
finerenone users, 10.7% patients had a prior
prescription of traditional sMRA. These patients
exhibited different comorbidities, comedication, and
kidney function profiles from those without sMRA
prescription prior to finerenone initiation.  
Future studies should examine cardiovascular,
kidney, and safety outcomes of finerenone users
who recently used sMRA to further inform clinical
practice.

CONCLUSIONS

Only a subset of finerenone users have
tokenized eGFR and UACR lab values.
Generalization of the baseline laboratory findings
should be done with caution.

LIMITATIONS

FR-PO323

1 1 1 1 1 1 1 1 1 1 2 2 2 1 1 1 1Zihe Zheng , Samuel T. Fatoba , Matthew Novin , Yunxun Wang , Arvind Katta , Jacob Earl , Jon W. Mares , German Guerrero , Marco Lavagnino , Youssef M. K. Farag , Connor W. Mckee , Wei Huang , Hongping Tian , Rakesh Singh , Yuxian Du , Drew Rockett , Karthik Sankaralingam
1. Bayer US, LLC, Whippany, NJ, United States.  2. Cobbs Creek Healthcare LLC, Newtown Square, PA, United States

Table 1. Finerenone user demographics, comorbidities, and
comedication by prior sMRA use status

Figure 3. Time from most recent UACR measurements to finerenone initiation in relationship to the
UACR in A) without prior sMRA cohort (n=6,894), and in B) with the prior sMRA cohort (n=839)

Study Design:  a retrospective
study of finerenone users from
7/1/2021 to 1/31/2024
Data sources: the IQVIA
Longitudinal Access and
Adjudication Data (LAAD) with
linkage to LabCorp data of eGFR
and UACR.
Study Cohort: Adult patients with
≥ 12 months of continuous activity
prior to their first filled finerenone
claim date (index) were included.
We excluded patients who
received finerenone prescriptions
from HCPs who were the site
principal investigators of
finerenone clinical trials. (Figure 1)

METHODS

Statistical analysis:
The index date was defined as the date 
of first finerenone dispensation by the pharmacy
A look-back period of 1 year before the index finerenone date was used to
define a subgroup of patients with recent prior sMRA use; and a look-back
period of > 1 year before the index finerenone date was used to define a
subgroup of patients with remote prior sMRA use.
Patient demographics (age and gender), type of insurance, comorbidities
(hypertension, heart failure, retinopathy), and comedications (diuretic,
calcium channel blockers, SGLT2i, insulin, metformin, and GLP1RA)
stratified by prior sMRA use status were described.

Among the subgroup of patients with eGFR and UACR, we described
the distribution of most recent eGFR and UACR, and the classification
of KDIGO risk categories prior to finerenone initiation in relationship to
finerenone initiation time and dose.
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Figure 1. Patient Selection
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Table 3. Distribution of KDIGO risk groups in the A) without prior sMRA
cohort (n=5,799), and B) with prior sMRA cohort (n=707)

Table 2. Distribution of KDIGO risk categories by Finerenone
initiation dose in the A) without prior sMRA cohort (n=5,799), and

B) with prior sMRA cohort (n=707)

Figure 2. Time from most recent eGFR measurements to finerenone initiation in relationship to the eGFR in A) without prior sMRA cohort (n=9,405), and 
in B) with the prior sMRA cohort (n=1,325)
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