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Introduction Methods Results

10% of Canadians 

have chronic kidney 
disease (CKD)

46%
of new patients 

are under 65

40,000
Canadians treated for 
kidney failure in 2020

The leading cause of 
kidney failure is type 2 

diabetes (T2D) at 

38%

Standard of care (SoC)
is management of glycemia, blood pressure, lipid, and reduction in cardiorenal events 

SoC

It's unclear whether canagliflozin or dapagliflozin
should be prioritized because of differences in clinical outcomes and healthcare costs
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*Higher ranking, more effective

Canagliflozin have a greater risk of adverse events and is 

more expensive than dapagliflozin

A Markov microsimulation model was used to simulate a cohort of 1,000 patients with
CKD and T2D. This model used a lifetime horizon in base case and cycle length was 1
month. Costs were measured in 2021 Canadian dollars (C$), and effectiveness was
measured in quality-adjusted life years (QALYs).

Estimated glomerular filtration rate , urine albumin-to-creatinine ratio ,  
age, gender, smoking, T2D duration, history of HFH, MI, Stroke

Assign treatment strategies

Canagliflozin+SoC Dapagliflozin+SoC SoC alone

Strategy Cost (C$)
Incremental 

cost (C$)
QALY

Incremental 
QALY

ICER

Panel A: All strategies

Canagliflozin+SoC 210,073 - 8.18 - -

Dapagliflozin+SoC 216,770 6,697 8.24 0.06 113,290 

SoC 243,533 26,764 6.81 -1.44 Dominated

Panel B: SGLT-2 inhibitor+SoC versus SoC alone

SoC 243,533 - 6.81 - -

Canagliflozin+SoC 210,073 -33,460 8.18 1.38 Dominant

Dapagliflozin+SoC 216,770 -26,764 8.24 1.44 Dominant

Canagliflozin or dapagliflozin in combination with SoC is less costly and more
effective than SoC alone for treatment of CKD and T2D.

The cost-effectiveness of dapagliflozin+SoC versus canagliflozin+SoC in

patients with CKD and T2D depends on the time horizon

Results

A strategy is dominant if it costs less and generates more QALYs than other strategy.

A strategy is cost-effective versus another strategy if its ICER is lower than
commonly used willingness-to-pay threshold of C$50,000 per QALY.

Incremental cost-effectiveness ratio (ICER)=
𝐼𝑛𝑐𝑟𝑒𝑚𝑒𝑛𝑡𝑎𝑙 𝑐𝑜𝑠𝑡𝑠

𝐼𝑛𝑐𝑟𝑒𝑚𝑒𝑛𝑡𝑎𝑙 𝑒𝑓𝑓𝑒𝑡𝑖𝑣𝑒𝑛𝑒𝑠𝑠
=

𝐶𝑜𝑠𝑡 𝐴 −𝐶𝑜𝑠𝑡(𝐵)

𝑄𝐴𝐿𝑌 𝐴 −𝑄𝐴𝐿𝑌(𝐵)

Strategy Cost (C$)
Incremental 

cost (C$)
QALY

Incremental 
QALY

ICER

All strategies

Dapagliflozin+SoC 75,328 - 5.78 - -

Canagliflozin+SoC 78,774 3,447 5.70 -0.08 Dominated

SoC 106,281 30,953 5.32 -0.46 Dominated

SGLT-2 inhibitor+SoC versus SoC

SoC 106,281 - 5.32 - -

Dapagliflozin+SoC 75,328 -30,953 5.78 0.46 Dominant

Canagliflozin+SoC 78,774 -27,506 5.70 0.38 Dominant

Cost-effectiveness results under 10-year horizon

Cost-effectiveness results under life-time horizon

One-way 
sensitivity 
analyses

Probabilistic 
sensitivity 
analyses

Conclusion

This study examines the cost-effectiveness of canagliflozin+SoC,

dapagliflozin+SoC, and SoC alone in patients with CKD and T2D from

Canadian healthcare system perspective

However, patients treated with SoC still face high risk of mortality and 

cardiorenal events

Reduce
cardiorenal 

events

Assign patient characteristics


