= Sponsorship and Support

State-of-th e‘Art| This presentation is sponsored by

Treatment of ESTRL Wit
DKD @ PRIMARY CARE
@‘,\c EDUCATION
! (E/ CONSORTIUM

‘ and supported by an educational grant from Bayer
Healthcare Pharmaceuticals Inc.

In collaboration with @ CE/CME Information (Archived)

) The AAFP has reviewed State-of-the-Art Treatment of DKD and deemed
it acceptable for AAFP credit. Term of approval is from 4/15/2024 to
P‘ MG f N 4/14/2025. Physicians should claim only the credit commensurate with the

extent of their participation in the activity.

Primary Care Metabolic Group

Following this CME activity, participants will have the opportunity to earn
Join at https://www.pcmg-us.org for free CME, discounts on an additional two Prescribed credits for participation in each Translation to

2 R ; . Practice® exercise. Information on Translation to Practice® will be shared
conferences and resources for clinicians interested in metabolic s L
disorders within the activity.

' . . tm S
CE Information for NPs and PAs Want Translation to Practice (T2P'™) Credit®

* You may qualify for an additional 2.0 credits IF you make a commitment to
. .. . change your practice behaviors in your post-presentation survey. In that survey,
The American Association of Nurse Practitioners you will be asked
Certification Program and the American Nurses > to commit to changes in your practice behaviors

Credentialing Center accept AAFP Prescribed Category 1 > to specify what those changes are, and
Creditsm » to provide your name and email address.

« If you do not enter the required data mentioned above, you will not be eligible
for T2P credit, so please include all the information!

The American Academy of PAs accepts AAFP Prescribed
Category 1 Credits™.

« Approximately six weeks later, we will contact you, asking if those changes were
made, along with some additional questions. If you have completed those
changes, you will be eligible to complete the survey and generate a certificate
for the additional credits.




Faculty Disclosure Information

Primary Care Education Consortium adheres to the conflict-of-interest policy of
the ACCME and the AMA. It is the policy of PCEC to ensure balance,
independence, objectivity, and scientific rigor in all of its educational activities. All
individuals in a position to control the content in our programs are expected to
disclose any relationships they may have with commercial companies whose
products or services may be mentioned so that participants may evaluate the
objectivity of the presentations. In addition, any discussion of off-label,
experimental, or investigational use of drugs or devices will be disclosed by the
faculty. Only those participants who have no conflict of interest or who agree to
an identified mitigation process prior to their participation were involved in the
CME activity.

Learning Objectives

Participants in this presentation should be able t

Incorporate newer agents such as SGLT-2 inhibitors and MRAs into
treatment plans for eligible patients with CKD and T2D.

Chronic Kidney Disease (CKD) and Diabetes
in the United States

* More than 1 in 7 adults in the United States
(U.S.) are estimated to have CKD, equating to
~35.5 million people!

* Approximately 1 in 3 adults with diabetes
have CKD

* CKD is commonly encountered in primary care, yet it remains
underdiagnosed?
* Early stages of CKD are often characterized by asymptomatic presentation
 Diagnosis may be overlooked if appropriate screening is not performed

* KDIGO 2024 CKD definition:!

1. KDIGO CKD Work Group. Kidney Int. 2024;105(4, Suppl):5117-5314.
2. Persson F, Rossing P. Kidney Int Suppl. 2018;8(1):2-7.
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Definitions: CKD and DKD

Criteria for CKD (KDIGO 2024)

Markers of Albuminuria

* “CKD is defined as abnormalities of  kidney Urine sediment abnormalities
kidney structure or function, damage (1 or Persistent hematuria
present for a minimum of 3 months, more) Electrolyte and other
with implications for health” abnormalities due to tubular

.
.
.
.

disorders
o * Abnormalities detected by
* Broad definition of DKD? histology
* The presence of CKD in patients * Structural abnormalities
with T1D or T2D, regardless of detected by imaging
background  History of kidney transplantation
Decreased GFR <60 mL/min/1.73 m?
GFR

CKD, chronic kidney disease; DKD, diabetic kidney disease; KDIGO, Kidney Disease: Improving
Global Outcomes; GFR, glomerlar filtration rate; T1D, type 1 diabetes; T2D, type 2 diabetes

CKD by Age, Sex, and Race/Ethnicity

Percentage of US Adults Aged 18 Years and Older With CKD,! by Age, Sex, and
Race/Ethnicity

65+

Men
‘Women

Non-Hispanic White

Non-Hispanic Black

Non-Hispanic Asian 13.7

Hispanic 13.7
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Percentage



10-Year Mortality in T2D by CKD Manifestation

70

47.0% When compared to

60 - people with T2D without
kidney disease, the

50 4 presence of albuminuria

and decreased estimated
40 glomerular filtration rate
(eGFR) increases the 10-

30 A year mortality incidence

TEN-FOLD.

20 +

Incidence of mortality

standardized ten-year cumulative

Mortality in persons
without diabetes or
kidney disease

No Kidney Albuminuria Impaired GFR  Albuminuria &
Disease Impaired GFR

Role of the Primary Care Clinician (PCC) in CKD and
DKD

* Facilitate early screening and diagnosis
* Implement interventions early when indicated to prevent
cardiovascular morbidity/mortality and slow CKD progression
« Lifestyle interventions
* Optimized risk factor management
« Initiation of agents with evidence of CV and kidney benefit
* SGLT-2 inhibitors
* Nonsteroidal mineralocorticoid receptor antagonists (ns-MRAs)
* GLP-1RAs
« Refer to nephrology when appropriate

CV, cardi : SGLT-2, gl
2; GLP-1 RAs, glucagon-like peptide-1 receptor agonists.

Remember the question from your pre-survey?
Which of the following is true about implementing newer agents for

treating T2D and CKD based on a real-world study of ~1.2 million
patients in the Veterans Health Administration Database?

* Only 12% were prescribed an SGLT-2 inhibitor

Potential Consequences of CKD/DKD

* Kidney diseases are a leading cause of mortality in the United States
* CKD can progress to kidney failure, likely requiring dialysis or kidney
transplantation
* CKD markedly increases CV risk
* CKD is associated with multiple additional complications:
* Hypertension
* Volume overload
* Electrolyte abnormalities
* Metabolic acidosis
* Anemia
* Metabolic bone disease

Underuse of Newer Therapies in T2D and CKD

« Cross-sectional analysis of ~1.2 million patients from the Veterans
Health Administration Database
 Of patients with T2D and CKD:
* Only 12% were prescribed an SGLT-2 inhibitor
* Only 10% were prescribed a GLP-1 RA

Those with more severe kidney disease and higher cardiovascular
and kidney risk were less likely to be prescribed a SGLT-2 inhibitor
ora GLP-1RA

Identification, Screening, and
Diagnosis of Patients with CKD




Importance of Early Diagnosis and Intervention Key Risk Factors — smmopceme  rampyicu

for CKD in g PP
* Early detection and treatment is critical for patients with CKD because Diabetes '-‘
progressive disease is associated with adverse outcomes, including
ESKD, CV disease, and death? = *
Hyperlipidemia

Smoking = =

« Since CKD is often asymptomatic, especially in early stages, laboratory

detection is critical for early-stage diagnosis? Key Risk Factors
for CKD in Diabetes

« Treatment of early stages of CKD can often be successfully
implemented in primary care!

Uncontrolled
Obesity Hypertension

p e R LD CKD Screening and Diagnosis in Diabetes
Classification and - g g
Staging of CKD e ™Mmiz® my 2

. bl 30 mg/g 30-299 mglg 300 mg/g i i i
Albuminuria (A) sy || et sl Yearly starting 5 years after diagnosis

Who and when to screen?

Risk of CKD progression,
frequency of visits, Zl;ld Normal o High Treat and refer
referral to nephrologist 3
according to GFR and
albuminuria shown.
Risk of progression
indicated by color
grading.

Numbers in boxes are a

= )
guide to how many times UE Spot urine ACR

N Severely decreased 5
per year the patient

et e KRl “ | zlld - and
“Refer” suggests that
eGFR

Yearly starting at diagnosis

Mildly decreased

Mildly to
moderately decreased
How to screen?

Moderately to
severely decreased

GFR categories (mL/min/1.73 m)
Description and range

nephrology services are [ Low risk (if no other markers of kidney disease, no CKD) |1l High risk
recommended. Moderately increased risk Wl Very high risk

LabCorp: Testing Rates of Patients at Risk for CKD REVEAL Trial: eGFR decline before and after a CKD Diagnosis
Across U.S. (2013-2018) ( Median annual decline in eGFR [ |

eGFR trajectories before and after a CKD diagnosis
(mL/min/1.73 m?) significantly 60+ | Before CKD diagnosis After CKD diagnosis
of - " decreased following a CKD

high-risk diagnosis 2

patients ' S/ _3.20
Testing Percentage -
were not . {\1 ESO 95% Cl: -3.38,-3.00
tested - . [ ] 59%
il After \/ﬁ
the 6-year ‘ B 10-13% \_ 95%Cl:-0.96, -0.53

eGFR (mL/min/1.73 m?)

study - 14-15%
=q 0 1
- 16-30% Time from first CKD diagnosis (years)

Shaded area represents 95% Cls

Reproduced without modification from: Tangri N, et al. Adv Ther. 2023;40(6):2869-2885 under a Creative Commons Attribution-NonCommercial 4.0 International License




DKD Pathophysiology and Pathways

* Several factors
contribute to the Inflammatory
gradual deterioration Factors
of kidney function in

Hemodynamic Fibrotic
patients with diabetes Y

factors factors
* Affected pathways
include: ‘ '
* Angiotensin
* Mineralocorticoid
receptor

Genetic and
epigenetic
factors

Metabolic
factors

Considerations for Nephrology Referral: ADA*

Difficult
management
issues’

Uncertain etiology
of kidney disease

eGFR< 30 Rapidly progressing
mL/min/1.73 m? kidney disease

*Referral threshold may vary.
*Anemia, secondary hyperparathyroidism, signifi increase in albuminuria despite good BP management,
metabolic bone disease, resistant hypertension, electrolyte disturbances.

Overall Management Goals for Patients with
T2D and CKD

* ADA/KDIGO Consensus Statement:

* All patients with T1D or T2D and CKD should be treated with a
comprehensive plan, outlined and agreed upon by healthcare
professionals and the patient together, to optimize nutrition,
exercise, smoking cessation, and weight, upon which are
layered evidence-based pharmacologic therapies aimed at
preserving organ function and other therapies selected to
attain intermediate targets for glycemia, blood pressure, and
lipids.

CKD Screening and Diagnosis

What defines CKD diagnosis? What to do with a positive result?

Persistent urine ACR 230 mg/g 0 Repeat and confirm:
« Evaluate possible temporary or spurious causes

« Consider using cystatin C and creatinine to more

Persistent eGFR <60 mL/min/1.73 m2 precisely estimate GFR
SEBterLe <00 mL/min « Only persistent abnormalities define CKD

and/or

and/or

Other evidence of kidney damage @ Initiate evidence-based treatments

Evidence-Based Management

of CKD and DKD in Primary Care

Overall Management Goals for Patients with
T2D and CKD

* ADA Standards of Care:
* Optimize glucose control to reduce the risk or slow the
progression of CKD.
* Optimize blood pressure control and reduce blood
pressure variability to reduce the risk or slow the
progression of CKD.




de Boer IH, et al. Diabetes Care.
2022;45:3075-3090. Reprinted with
permission of the American Diabetes
Association, copyright 2022.

Glycemic Targets in T2D and CKD

KDIGO

* Individualized Alc target ranging from 6.5% to 8.0% for patients with CKD and
diabetes not on dialysis

* More stringent goal if mild CKD (G1)
* Less stringent goal (e.g., <8.0%) if:
 Severe CKD (G5)
* Macrovascular complications
* Many comorbidities
« Short life expectancy
* Impaired hypoglycemia awareness
* Lack of resources for hypoglycemia management
* High risk of hypoglycemia

Other Management Goals for Patients with CKD

* KDIGO!
* KDIGO recommends a systolic blood pressure of < 120 mm Hg to slow
progression in CKD.
* First line medication is an ACE inhibitor (ACEi) or angiotensin Il receptor
blocker (ARB) titrated to the maximum highest tolerated dose.
* DKD: ADA Standards of Care?
* Optimize glucose control to reduce the risk or slow the progression of
CKD.
* Optimize blood pressure control and reduce blood pressure variability to
reduce the risk or slow the progression of CKD.

Approach for Improving Outcomes in Diabetes and CKD

o b o @ o)

Healthy diet  Physical activi sy

RAS inhibitor at maximum Moderate- or
drug therapy ﬁ p ﬁ
)
Regular reassessment ‘ ‘
of glycemia, albuminuria, [
BP, CVD risk, and lipids. !

. Nonstero \Vif | Dihydropyridine CCB Antiplatelet Ezetimibe, PCSK9],
Additional ‘and/or diuretic® if agent for oricosapent ethyl if
fisichased neededtoachieve clinical ASCVD  indicated based on
thenpy individualized ASCVD risk and liids

Sharget o]
L
Steroidal MRA if
needed for resistant _—
hypertension 1 T2D only

; ifeGFR 245 Alpatients
p e (TIDandT20)

Glycemic Targets in T2D and CKD

American Diabetes Association (ADA):
e Alc <7.0% for most
* Less stringent Alc goal (e.g., <8.0%) if:
* History of severe hypoglycemia
« Limited life expectancy
* Advanced microvascular or macrovascular complications
* Extensive comorbidities

 Long-standing diabetes in which the Alc goal is difficult to achieve
despite self-management education, appropriate glucose monitoring,
effective doses of multiple glucose-lowering agents including insulin

Other Management Goals for Patients with CKD

Lipid Management in T2D (consensus statement):

* High-intensity statin for patients with clinical ASCVD for secondary
prevention

* High-intensity statin for patients at high risk of ASCVD aged 40-75
years for primary prevention

* Moderate-intensity statin for patients aged 40-75 years without high
CV risk for primary prevention

Approach for Improving Outcomes in Diabetes and CKD

Lifestyle

s 3 ©

Healthy diet Physical activity ~ Smoking cessation  Weight management

RAS inhibitor at maximum Moderate- or
tolerated dose (if HTN*) high-intensity statin

59 0e

First-line
drug therapy

%9

de Boer IH, et al. Diabetes Care. 2022;45:3075-3090.
Reprinted with permission of the American Diabetes
Association, copyright 2022.

Regular
risk factor
reassessment
(every 3-6
months)



ADA/KDIGO Consensus Statement: First Line SGLT-2 Inhibitors: Recommended Dosing by eGFRt
Glucose_Lowering Therapies Stage 3b (eGFR 30-44) Stage 4 (eGFR 15-29) Stage 5 (eGFR <15)

Bexagliflozin Use not recommended
* Initiation not recommended

° An SGLT_Z |nh|b|t0r WIth proven kldney or CV beneﬁt iS Canagliflozin * May continue 100 mg daily if tolerated for kidney and cardiovascular benefit
recommended for patients with T2D, CKD, and eGFR 220 until dialysis® : .
mL/min/1.73m2. Once initiated, the SGLT-2 inhibitor can be s e SIS o e

Dapagliflozin + May continue if tolerated for kidney and cardiovascular benefit

continued at lower levels of eGFR. until dialysis*

* SGLT-2 inhibitor therapy recommended to be continued until initiation +Initiation not recommended with eGFR <20

of dialysis or transplant iflozi mL/min/1.73 m?
v P Empaglifiozin * May continue if tolerated for kidney and

* Metformin is recommended for patients with T2D, CKD, and cardiovascular benefit until dialysis*
eGFR =30 ml_/m|n/]_73m2’ the dose should be reduced to 1,000 2L Not recommended if eGFR <45 Use not recommended
mg daily in patients with eGFR 30-44 mL/min/1.73m?and in o i el e e ifh B EB Y LB
some patients Wlth eGFR 45_59 mL/mln/1.73m2 Who are at high Sotagliflozin . uMnat\I/IZTanI:’l::f if tolerated for kidney and cardiovascular benefit

risk of lactic acidosis. *Glucose-lowering efficacy is reduced with SGLT-2 inhibitors
as eGFR declines, but kidney and CV benefits are preserved

HF, heart failure

Approach for Improving Outcomes in Diabetes and CKD:
Intensification of Glucose-Lowering Therapies

ADA/KDIGO Consensus Statements: Additional First
Line Therapies

First-line
drug therapy

* An ACE inhibitor (ACEi) or angiotensin Il receptor blocker
(ARB) is recommended for patients with T1D or T2D who
have hypertension and albuminuria, titrated to the Regularreassessmert I

maximum antihypertensive or highest tolerated dose. 8P CVD risk and lpids

Additional

* A statin is recommended for all patients with T1D or T2D and rikcbased
CKD, moderate intensity for primary prevention of -
atherosclerotic cardiovascular disease (ASCVD) or high
intensity for patients with known ASCVD and some patients
with multiple ASCVD risk factors.

Boer IH, et al. Diabetes Care. 2022;45:3075-3090.
ion of the American Diabetes

ADA/KDIGO Consensus Statements: Additional GLP-1 Receptor Agonists: Dosing in CKD

G | ucose_Lowe ri n g Th era pies Stage 3b (eGFR 30-44) Stage 4 (eGFR 15-29) Stage 5 (eGFR <15)

Caution initiating or
Exenatide increasing dose; avoid once-

* A GLP-1 RA with proven CV benefit is recommended weekly formulation
for patients with T2D and CKD who do not meet their Dulaglutide*

Liraglutide*

individualized glycemic target with metformin and/or -

an SGLT-2 inhibitor or who are unable to use these
d rugS . Lixisenatide

Semaglutide*t

Tirzepatide**




de Boer IH, et al. Diabetes Care. 2022;45:3075-3090.
Reprinted with permission of the American Diabetes
Association, copyright 2022.

Approach for Improving Outcomes in Diabetes and CKD

RAS inhibitor at maximum
tolerated dose (if HTN*)

e

idal MRAif | Di idine CCB
ACR 230 mg/g and and/or diuretic* if
normal potassium needed to achieve

& ’ individualized

80w
1

Steroidal MRA if
needed for resistant
hypertension
if eGFR =45

oE

T2D only

All patients
(T1D and T2D)

Pillars of DKD Management

LI e EYALTo W Lifestyle intervention (diet/exercise)

1%t Pillar ACE inhibitor/ARB at maximum tolerated dose

SGLT-2 inhibitor with primary evidence of reducing CKD
progression

ns-MRA (finerenone)
GLP-1 RAs*

*GLP-1 RAs are an “emerging pillar,” with the recent FLOW trial demonstrating a
reduction in kidney disease progression with semaglutide in patients with T2D and CKD

What is a mineralocorticoid receptor
antagonist (MRA)?

* MRAs have been around for decades.

* “MRAs are well known for their utility in treating heart
failure, refractory hypertension, and diverse

nephropathies, namely, diabetic nephropathy. As their
name denotes, MRAs inhibit the action of aldosterone at
the mineralocorticoid receptor, preventing receptor
activation. This prevents remodeling, decreases
inflammation, and improves proteinuria.”!

|

ADA/KDIGO Consensus Statements: Nonsteroidal
Mineralocorticoid Receptor Antagonist

* An ns-MRA with proven kidney and CV benefit is
recommended for patients with T2D, eGFR 225

mL/min/1.73m?, normal serum potassium concentration,

and albuminuria (ACR 230 mg/g) despite maximum
tolerated dose of renin-angiotensin system (RAS)
inhibitor.

Remember the question from your pre-survey?

LI [e EYALTo W Lifestyle intervention (diet/exercise)

1%t Pillar ACE inhibitor/ARB at maximum tolerated dose

SGLT-2 inhibitor with primary evidence of reducing CKD
progression

ns-MRA (finerenone)

GLP-1 RAs*

Diuretics are NOT one of the 4 Pillars!

Mineralocorticoid Receptor
Antagonists in Kidney Disease by 22%
Increased risk of | Refiuce_d
hyperkalemia | prote;r;;:a by

Reduced UACR

2019 Meta-analysis |

¢ 35 randomized, controlled m
Reduced

trials

* Intervention: MRA alone or ot ) Sf;i'“ B by
H . mml|
added to ACE-| or ARB R iy and diastolle
0.22 mEq/L BP by 1.91
* Comparator: placebo or Reduced eGFR mmHg

by 2.82
mL/min/1.73 m?
(compared to
placebo)

active treatment



Comparison of MRAs

Tissue Distribution*
(Kidney/Heart)

FDA-Approved

Potency Selectivity Metabolites Indications

* Hypertension

* HF

* Edema

* Primary
hyperaldosteronism

Multiple,

Spironolactone N
active

Higher in kidney

" No active * Hypertension
Medium metabolites * HF post-MI

* To improve kidney
and CV outcomes in
T2D and CKD

*Based on standard whole-body quantitative analysis in healthy rats.

Eplerenone Low Higher in kidney

Balanced in heart
and kidney

No active

Finerenone N
metabolites

Finerenone Phase 3 Trials in T2D and CKD
[ | FDEUODKD! | FIGARO-DKD |

Design Randomized, double-blind, placebo-controlled, multicenter, phase 3, event-driven
Subjects Adults (N = 5734) with: Adults (N = 7437) with:
*T2D *T2D
*Treated with ACE-I or ARB *Treated with ACE-I or ARB
*UACR 30-300 eGFR 25-60 and diabetic *UACR 30-300 and eGFR 25-90 or UACR
retinopathy or UACR 2300 and eGFR 25-75 2300 and eGFR 260
Randomized Finerenone 10 or 20 mg/d or placebo
treatment Titration based on potassium level and change in eGFR

Primary endpoint  Composite of time to first occurrence of
kidney failure, sustained decrease of eGFR

240% over 24 wks, or kidney-related death

Composite of time to first occurrence of
CV death, nonfatal myocardial infarction,
nonfatal stroke, or HF hospitalization

Median follow up 2.6 years
October 2020
UACR in mg/g and eGFR in mL/min/1.73 m?

1. Bakris GL, et al. N Engl J Med. 2020;383(23):2219-2229. 2. Pitt B, et al. N Engl J Med. 2021;385(24):2252-2263.

3.4 years

Results published August 2021

Finerenone

* FDA approved in 2021

¢ Non-steroidal MRA

* Less steroidal side effects (e.g., gynecomastia) and
hyperkalemia when compared to steroidal MRAs

* Indication:

* To reduce the risk of sustained eGFR decline, ESKD, CV death,
nonfatal MI, and hospitalization for HF in adult patients with
CKD associated with T2D.

FIDELIO-DKD

All Outcomes!?

Primary composite! 0.82 0.001
(0.73-0.93)

Sustained decrease 240% in eGFR* 0.81 -
(0.72-0.92)

Secondary composite! 0.86 0.03
(0.75-0.99)

Secondary kidney composite! 0.76 =
(0.65-0.90)

Sustained doubling of SCr for 24 wks® 0.68 =
(0.55-0.82)

New-onset atrial fibrillation/atrial flutter*2 0.71 0.016
(0.53-0.94)

1. Bakris GL, et al. N Engl ) Med. 2020;383(23):2219-2229.; 2. Filippatos G, et al. J Am Coll Cardiol. 2021;78(2):142-152.

All Outcomes!?

FIGARO-DKD

Primary composite! 0.87 0.03
(0.76-0.98)

Hospitalization for HF* 0.71 -
(0.56-0.90)

Secondary composite! 0.87 -
(0.76-1.01)

Secondary kidney composite! 0.77 -
(0.60-0.99)

End-stage kidney disease? 0.64 =
(0.41-0.995)

New-onset HF? 0.68 0.016
(0.50-0.93)

1. PittB, etal. N EnglJ Med. 2021;385(24):2252-2263; 2. Filippatos G, et al. Circulation. 2022;145:437-447.

Key Finerenone Product Information

How supplied

Recommended
dosing (eGFR
expressed in
mL/min/1.73m?;
serum
potassium
expressed as
mEq/L)

10-mg and 20-mg tablets

Recommended starting dose (do not initiate if serum potassium >5.0 prior to initiation):

* eGFR 260: 20 mg once daily

* eGFR 225 to <60: 10 mg once daily

* eGFR <25: initiation not recommended

Recommended dose adjustments:

If current dose is 10 mg once daily:

* Serum potassium <4.8: increase dose to 20 mg once daily

* Serum potassium >4.8 to 5.5: maintain 10 mg once daily

* Serum potassium >5.5: hold finerenone; consider restarting when serum potassium
<5.0

If current dose is 20 mg once daily:

* Serum potassium <4.8: maintain 20 mg once-daily dose

* Serum potassium >4.8 to 5.5: maintain 20mg once-daily dose

* Serum potassium >5.5: hold finerenone; restart at 10 mg once daily when serum
potassium <5.0

Kerendia. Prescribing information. Bayer HealthCare Pharmaceuticals Inc.; 2022. Accessed April 4, 2024.




Key Finerenone Product Information

Recommended Measure serum potassium 4 weeks after in ion, 4 weeks after a dose

monitoring adjustment, and throughout treatment to guide dose adjustments

Common side * Hyperkalemia
effects (occurring in |+ Hypotension
21% of patients and |+ Hyponatremia
more frequently
than placebo)

Select drug Finerenone is a CYP3A4 substrate:

interactions * Concomitant use with strong CYP3A4 inhibitors is contraindicated

* Monitor serum potassium during drug initiation or dose adjustment of either
finerenone or moderate/weak CYP3A4 inhibitors

Avoid concomitant use with strong or moderate CYP3A4 inducers

Contraindications + Concomitant use with strong CYP3A4 inhibitors
Patients with adrenal insufficiency

I Kerendia. Prescribing information. Bayer HealthCare Pharmaceuticals Inc.; 2022. Accessed April 4, 2024.

Overcoming Barriers to Optimal DKD
Treatment in Primary Care

« Barriers to successful DKD Primary Care-Specific Barriers

management Lack of clinici and k dge of
. . . D
* Clinical inertia K
 Low CKD awareness among patients Lower priority of CKD compared to other
. . . conditions
* Primary care-specific barriers

* Overcoming barriers leads to
more patients receiving the right
therapies at the right time—early
in the disease course to prevent
adverse outcomes

Complex patient characteristics

Lack of clinician time and resources

Inadequate collaboration with and access to
specialists

Lack of clear parameters for specialist referral
and difficult referral processes

S Resource Toolkit:

\ Additional resources and a video of this

presentation are available using the URL or
State-of-the-Art) R core below
Treatment of
DKD

https://www.pcmg-us.org/toolkit/dkd

Combined SGLT-2 Inhibitor and MRA Benefit

Joint analysis of randomized trials (CREDENCE, FIDELIO-DKD, and DAPA-CKD)
Combination Treatment | Conventional Treatment | Hazard Ratio
Events/Patients Events/Patients (95% C1)

Doubling of SCr, ESKD, or 405/5035 550/5040 0.50 (0.44-0.57)
death due to kidney failure

ESKD 324/5035 400/5040 0.59 (0.51-0.69)
All-cause mortality 387/5035 445/5040 0.75 (0.65-0.86)

* Patients had T2D and CKD
* Conventional Treatment: ACE inhibitor or ARB
¢ Combination treatment: SGLT-2 inhibitor and nonsteroidal MRA

Estimated event-free survival from p
was 6.7 years with combination treatment

kidney

Learning Objectives

In this presentatio

Incorporate newer agents such as SGLT-2 inhibitors and MRAs into
treatment plans for eligible patients with CKD and T2D.

- o Summary:

\ CKD in T2D is associated with increased risk
for CV events, kidney disease progression,
State-of-the-Art) e
Treatment of Annual CKD screening is recommended for
patients with T2D, including albuminuria
DKD (UACR) and eGFR assessment.
Risk factor management, including
optimization of glycemia and blood
pressure, are recommended to prevent
‘ and/or slow progression of DKD.
Use of RAS inhibitors, SGLT-2 inhibitors,
and/or finerenone are recommended for

organ protection in patients with T2D and
CKD.




- o To receive your certificate, please
\ take the post-survey using the QR

d below.
State-of-the-Art) Code or URL below
Treatment of
DKD




