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Background
• Obesity is associated with excessive adipocyte-derived aldosterone

secretion, independent of the classical renin-angiotensin-aldosterone

cascade

• Mineralocorticoid-receptor antagonists (MRAs) may be more effective

in obese patients with heart failure (HF)

Methods
FINEARTS-HF was a randomized, double-blind, controlled trial in

patients with HFmrEF/HFpEF, evaluating the efficacy and safety of

finerenone compared with placebo

• Key inclusion criteria: NYHA II-IV; LVEF >40%; evidence of

structural heart disease; elevated natriuretic peptides

• Key exclusion criteria: eGFR <25ml/min/1.73m2; potassium >5.0

mmol/L

• Participants: 5,988 (99.8%) patients with data on BMI at baseline;

median BMI 29.2 kg/m2 (25th-75th percentile, 25.5-33.6 kg/m2)

• Primary outcome: Composite of cardiovascular death and total

worsening HF events (HF hospitalization or urgent HF visit)

Purpose
• To examine the effects of the non-steroidal MRA finerenone,

compared with placebo, according to body mass index (BMI) in

patients with HF and mildly reduced or preserved ejection fraction

(HFmrEF/HFpEF)

Results

Conclusions

Cardiovascular death and total worsening HF events Total worsening HF events Cardiovascular death

Figure 1. Association between continuous BMI and the risk of outcomes

Figure 2. Effect of finerenone, compared with placebo, on clinical outcomes according to continuous BMI

Cardiovascular death and total worsening HF events Total worsening HF events

Cardiovascular death KCCQ Total Symptom Score

In patients with HFmrEF/HFpEF enrolled in FINEARTS-HF, the beneficial effects of

finerenone on clinical events and symptoms were observed across the range of BMI with a

possibly greater effect in patients with higher BMI.
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P for interaction = 0.0054 P for interaction = 0.0005

P for interaction = 0.81 P for interaction = 0.10

The blue spline is stratified for geographic region and LVEF stratification and adjusted for treatment assignment. The red spline is stratified by geographic region and baseline LVEF stratification and adjusted for treatment assignment, age, sex, systolic blood

pressure, heart rate, eGFR, LVEF, NYHA functional class, prior HF hospitalization, type 2 diabetes, MI or coronary revascularization, atrial fibrillation/flutter, and log of NT-proBNP.
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