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Abstract
Objective Our objective was to evaluate the long-term cost-effectiveness of once-weekly semaglutide 1 mg versus once-daily 
canagliflozin 300 mg in patients with type 2 diabetes mellitus (T2DM) uncontrolled with metformin from the healthcare 
payer and societal perspectives in Canada.
Methods Head-to-head data from the SUSTAIN 8 randomised trial (NCT03136484) were extrapolated over 40 years using 
economic simulation modelling. The cost-effectiveness of once-weekly semaglutide 1 mg versus canagliflozin 300 mg for 
treating T2DM was estimated using the Swedish Institute for Health Economics-Diabetes Cohort Model (IHE-DCM) and 
the Economic and Health Outcomes Model of T2DM (ECHO-T2DM). Unit costs and disutility weights capturing treatments 
and key macro- and microvascular complications were sourced from the literature to best match the Canadian setting. A 
probabilistic base-case simulation and sensitivity analyses were conducted.
Results Once-weekly semaglutide 1 mg was associated with reductions in macro- and microvascular complications, yield-
ing incremental cost-effectiveness ratios (ICERs) of (Canadian dollars [CAD]) CAD16,392 and 18,098 per incremental 
quality-adjusted life-year (QALY) gained versus canagliflozin 300 mg for IHE-DCM and ECHO-T2DM, respectively, from 
a healthcare payer perspective. Accounting for productivity loss as well, ICERs were CAD14,127 and 13,188 per QALY 
gained for IHE-DCM and ECHO-T2DM, respectively, from a societal perspective. Sensitivity analyses confirmed that the 
base-case results were robust to changes in input parameters and assumptions used.
Conclusions At a willingness-to-pay threshold of CAD50,000 per QALY gained, once-weekly semaglutide 1 mg was cost-
effective over 40 years versus once-daily canagliflozin 300 mg for the treatment of T2DM in patients failing to maintain 
glycemic control with metformin alone.
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Key Points for Decision Makers 

Model-based extrapolation of the SUSTAIN 8 trial 
demonstrated that, over a lifetime horizon, once-weekly 
semaglutide 1 mg was associated with reductions in 
macro- and microvascular complications and is likely to 
be cost-effective versus canagliflozin 300 mg at com-
monly used cost-effectiveness thresholds.

Once-weekly semaglutide 1 mg would provide good 
value for money versus canagliflozin 300 mg for the 
treatment of patients with type 2 diabetes mellitus 
uncontrolled with metformin, from both the healthcare 
payer and the societal perspectives in Canada.
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1 Introduction

Diabetes (of which about 90% is type 2 diabetes mellitus 
[T2DM] [6]) is a substantial health and economic burden 
worldwide, and the prevalence is rising [6]. In 2019, 2.8 mil-
lion people lived with diabetes in Canada [6], and this number 
is projected to reach 3.3 million by 2045 [7]. T2DM is associ-
ated with a number of serious and life-threatening micro- and 
macrovascular complications, which in turn negatively affect 
patient health-related quality of life [8] and increase health-
care resource utilisation [9]. Total diabetes-related health 
expenditure in Canada was estimated at USD12.3 billion in 
2019 [6]. The consequences of diabetes pose a significant 
challenge to patients, their families, and healthcare systems.

The Swedish Institute for Health Economics-Diabetes 
Cohort Model (IHE-DCM; a cohort-level model) [1] and the 
Economic and Health Outcomes Model of T2DM (ECHO-
T2DM; a microsimulation model) [4] have been used to 
estimate cost-effectiveness for a number of therapeutic 
classes in a range of healthcare settings [11–15]. Both mod-
els use equations from the UK Prospective Diabetes Study 
(UKPDS) Outcome Models [16]. The UKPDS enrolled 5102 
patients between 1977 and 1997, with a median follow-up of 
17.6 years, to derive parametric proportional hazards mod-
els predicting absolute risks of diabetes complications and 
death and is widely used to set risk-prediction equations in 
the economic modelling of T2DM [16].

In the 52-week global SUSTAIN 8 randomised controlled 
trial, once-weekly semaglutide 1 mg demonstrated superi-
ority to once-daily canagliflozin 300 mg in reducing gly-
cated haemoglobin (HbA1c) (estimated treatment difference 
[ETD] −0.49% points, p < 0.0001) and bodyweight (ETD 
−1.06 kg, p = 0.0029) in patients with T2DM that was pre-
viously uncontrolled with metformin [17]. There are very 
few health economic evaluations for Canada specifically to 
support healthcare decision making on the choice between 
glucagon-like peptide-1 receptor agonists (GLP-1 RAs) or 
sodium–glucose co-transporter-2 (SGLT-2) inhibitors. The 
long-term cost-effectiveness of once-weekly semaglutide 
1 mg compared with once-daily canagliflozin 300 mg in 
Canada has not previously been studied. The aim of this 
study was to estimate the cost-effectiveness of once-weekly 
semaglutide 1 mg versus once-daily canagliflozin 300 mg in 
patients with T2DM that was uncontrolled with metformin 
in Canada over a 40-year time horizon.

2  Methods

Given near parity in pricing for all GLP-1 RAs and SGLT-2 
inhibitors in Canada [18], once-weekly semaglutide 1 mg 
and canagliflozin 300 mg were selected to establish a valid 

cost-effectiveness comparison between a GLP-1 RA and 
an SGLT-2 inhibitor using data from the robust head-to-
head SUSTAIN 8 trial. A cost-effectiveness analysis was 
performed by modelling costs and clinical outcomes fol-
lowing the initiation of treatment with once-weekly sema-
glutide 1 mg or once-daily canagliflozin 300 mg in patients 
with T2DM inadequately controlled with daily metformin 
therapy from both healthcare payer and societal perspec-
tives in Canada. A 40-year time horizon was simulated, 
which is long enough to cover the lifetime of most simulated 
patients. The Diabetes Modelling Input Checklist (Eighth 
Mount Hood Challenge) [19] and the Consolidated Health 
Economic Evaluation Reporting Standards checklist [20] 
were followed.

2.1  Model Overview

For practical reasons, model-based economic analysis is 
commonly performed using a single model. However, apply-
ing multiple models to a study problem permits a test of 
the structural assumptions and an additional assessment of 
the robustness of cost-effectiveness estimates, potentially 
strengthening conclusions and reducing decision-making 
uncertainty. For this reason, we used two validated economic 
models of T2DM in this study: IHE-DCM and ECHO-
T2DM. The models are described in detail in Appendix A in 
the electronic supplementary material (ESM) and elsewhere 
in the literature [1–5, 21]. Briefly, both models define hypo-
thetical patients using a host of demographic and clinical 
characteristics and capture the development of important 
macro- and microvascular complications and mortality; 
they support treatment-switching algorithms, probabilistic 
sensitivity analysis for treatment effects, risk coefficients, 
biomarker drifts, adverse events, unit costs, and quality-
adjusted life-years (QALY) utility weights; and they have 
been internally validated (tested for internal consistency and 
accuracy), externally validated (tested for predictive accu-
racy against clinical trial data) [1, 4, 22], and recently cross-
validated [10]. Schematic diagrams for the two models can 
be found in Figs. A1 and A2, respectively, in the ESM [10]. 
The model validity described using the Assessment of the 
Validation Status of Health-Economic decision modelling 
tool [23] is shown in Appendixes B and C in the ESM for 
IHE-DCM and ECHO-T2DM, respectively [10].

The most notable difference between the models is 
the approach: the cohort approach in IHE-DCM and the 
microsimulation approach in ECHO-T2DM [10]. Cohort 
models have traditionally been utilised for health eco-
nomic analyses but do not account for between-patient 
variation during simulations, which could potentially 
produce biased cost-effectiveness estimates [10]. The 
limitations associated with cohort models are often 
weighed against their fast model runtime and being built 
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in a relatively user-friendly Microsoft  Excel® platform. 
Microsimulation models such as ECHO-T2DM are bet-
ter able to accommodate patient heterogeneity and can 
more accurately reflect individual clinical pathways and 
capture variation between patient characteristics at base-
line [24, 25]. To achieve this, microsimulation models 
are often built using scientific programming languages, 
which generally makes this approach inaccessible (and 
hence not transparent) to non-programmers, compared 
with cohort models. That said, a recently published cross-
validation demonstrated few and minor systematic differ-
ences in outputs between IHE-DCM and ECHO-T2DM, 
which suggests that the differences between modelling 
approaches have minimal impact on the final conclusions 
[10]. Results from more than one model are not required 
to reach a reasonable conclusion, but that conclusion 
could be strengthened if there is concordance between 
modelling methods.

Other important differences between IHE-DCM and 
ECHO-T2DM include how they model chronic kidney 
disease (CKD), end-stage renal disease, and estimated 
glomerular filtration rate (eGFR) progression, as well as 
rescue treatments such as insulin. Health states for kid-
ney disease and foot ulcers also differ between these two 
models.

In the present analysis, treatment effects were applied 
as initial one-time changes in biomarker values, which 
evolved at user-defined rates. Treatment algorithms per-
mitted the intensification of treatment when glycaemic 
goals were not met. Unit costs and disutility weights 
were applied based on health outcomes. This analysis 
was designed in accordance with the Canadian Agency 
for Drugs and Technologies in Health (CADTH) 2017 
report for Economic Evaluation of Health Technologies 
in Canada, and future costs and QALYs were discounted 
at 1.5% annually [26].

2.2  Base‑Case Analysis

The base-case simulation was probabilistic and sampled 
1000 cohorts, with 1-year cycle length and half-cycle correc-
tions. IHE-DCM is a cohort model with a single representa-
tive patient. Each cohort for the microsimulation ECHO-
T2DM model comprised 2000 unique hypothetical patients 
created by drawing at random from distributions of initial 
patient characteristics. The UKPDS 82 risk equations [27] 
were used to project the development of macro- and micro-
vascular complications and mortality for both models, in 
line with the CADTH 2017 report [26]. These risk equations 
were derived using data from the 20-year UKPDS trial with 
an additional 10 years of follow-up to estimate and project 
the long-term health outcomes of patients with diabetes [16].

2.3  Patients

SUSTAIN 8 was a 52-week, randomised, double-blind trial 
comparing the efficacy and safety of once-weekly sema-
glutide 1 mg versus canagliflozin 300 mg in patients with 
T2DM [17]. Patient demographic and clinical characteristics 
were sourced from the SUSTAIN 8 trial population (Table 1) 
[17]. In SUSTAIN 8, patients were recruited based on the 
following inclusion criteria: aged ≥ 18 years, diagnosed with 
T2DM, HbA1c levels of 7.0−10.5% (53−91 mmol/mol), on 
a stable daily dose of metformin (≥ 1500 mg or maximum 
tolerated dose) for ≥ 90 days, and an eGFR of ≥ 60 ml/
min/1.73  m2 [17].

2.4  Treatment Algorithm

At simulation start, hypothetical patients were initiated 
on treatment with either once-weekly semaglutide 1 mg 
or once-daily canagliflozin 300 mg. Both models had a 
1-year cycle length, so biomarker changes from baseline to  
week 52 from SUSTAIN 8 were used to inform initial treat-
ment efficacy for each arm of the analysis. Following initial 
treatment efficacy, when HbA1c first exceeded the clinically 
relevant threshold selected for treatment intensification (8%), 
the initial treatments were discontinued and basal insulin 
initiated at 10 IU/day. Insulin dose was then titrated to a 
maximum dose of 60 IU/day as needed to maintain HbA1c 
under 8%, updated each cycle. Prandial insulin was added 
to the treatment regimen when the maximum basal insulin 
dose was reached and HbA1c again exceeded 8%, starting 
at 5 IU/day and titrated to a maximum dose of 200 IU/day 
as needed to maintain HbA1c under 8%.

2.5  Treatment Effects

Treatment effects and hypoglycaemic event rates of once-
weekly semaglutide 1 mg and once-daily canagliflozin 
300 mg were sourced from SUSTAIN 8 (Table 1) [17]. No 
adverse events other than hypoglycaemia were included in 
the analysis. As is common in cost-effectiveness analyses in 
Canada (and globally), changes from baseline were applied 
regardless of whether there was a statistically significant 
difference between treatment arms. HbA1c was assumed 
to drift upward at 0.14% annually to capture natural pro-
gression based on the results of the metformin arm of the 
ADOPT study, a 5-year study performed to assess glycaemic 
durability [28]. This is similar to the widely used HbA1c 
drift in the UKPDS trial (0.15% per year) [29]. Drifts for 
systolic blood pressure (0.3 mmHg per year) and lipids 
(triglycerides and low-density lipoprotein 0.03 mg/dL per 
year; high-density lipoprotein –0.03 mg/dL per year) were 
in line with those in the UKPDS trial [30]; no drift was 
assumed for body mass index (BMI). Treatment effects and 



546 S. Stafford et al.

Table 1  Baseline characteristics and treatment effects from the SUSTAIN 8 trial

Baseline  characteristicsa Mean (SD) or %

Demographics
 Age, years 56.6 (10.9)
 Male, % 53.8

Ethnicity, %
 African American 6.1
 American Indian 0.0c

 Hispanic 37.2
 Asian Indian 0.0

Risk factors and biomarkers
 Diabetes duration, years 7.4 (5.6)
 Atrial fibrillation, % 1.9
 Smoker, % 12.8
 HbA1c, % 8.25 (1.0)
 SBP, mmHg 130.35 (14.8)
 Total cholesterol, mg/dLb 176.33 (41.4)
 LDL, mg/dLb 97.68 (35.6)
 HDL, mg/dLb 44.96 (11.0)
 Triglycerides, mg/dLb 178.43 (117.3)
 BMI, kg/m2 32.3 (6.8)
 Heart rate, bpm 74.1 (10.2)
 White blood cell count, 1×106 7.07 (1.8)
 eGFR, mL/min/1.73  m2 97.43 (16.4)

History of complications, %
 Retinopathy
  BDR 8.3
  Blindness in both eyes 0.0
  PDR 0.6
  ME 1.0

 Neuropathy
  Symptomatic 11.3
  Peripheral vascular disease 1.3
  Diabetic foot ulcer 0.0cd

     One lower-extremity amputation 0.1
     Two or more lower-extremity amputations 0.0cd

 Nephropathy
  Microalbuminuria 0.8
  Macroalbuminuria 0.4
  End-stage renal disease 0.0

 Macrovascular complications
  Ischaemic heart disease 1.5
  Congestive heart failure 0.0
  Myocardial infarction 4.2
  Stroke 0.0

Treatment  effectse based on the SUSTAIN 8 trial (17) OW semaglutide 1 mg, mean (SE) Canagliflozin 
300 mg, mean 
(SE)

HbA1c, % −1.460 (0.060) −0.980 (0.060)
SBP, mmHg −3.520 (0.710) −5.530 (0.710)
Total cholesterol, mg/dLb −4.610 (1.780) 5.430 (1.770)
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hypoglycaemic event rates for basal and prandial insulin 
were sourced from a systematic review [31].

2.6  Unit Costs

The payer perspective included the direct medical costs asso-
ciated with anti-hyperglycaemic treatments, hypoglycaemia, 
and macro- and microvascular complications. The societal 
perspective included these direct medical costs in addition 
to the indirect costs of foregone labour market productivity 
(e.g. absenteeism from work due to retirement, illness, or 
premature mortality).

Costs of resource use (needles and test strips) and anti-
hyperglycaemic treatments (Table A.1 in the ESM) were 
sourced in Canadian dollars (CAD) from Canadian list 
prices [32]. Annual treatment costs for once-weekly sema-
glutide 1 mg and once-daily canagliflozin 300 mg were 
CAD2542.71 and 1025.65, respectively. Costs for micro- 
and macrovascular complications and hypoglycaemic events 
in Canada were taken from the CADTH 2017 report [26] 
where possible. Costs for complications not available in the 
CADTH report were sourced from the literature and came 
from Canada or the USA [33–35] (Table A.2 and A.3 in the 
ESM). Indirect costs were calculated using the estimated 
annual salary multiplied by annual productivity loss (per-
centage of days absent from work). The estimated annual 
salary was calculated using the following equation: average 
hourly wage × average hours worked per week × 52 weeks × 
employment rate. Data for each component of annual salary 
were sourced from Statistics Canada [36] and are presented 

by sex and age group (Table A.4 in the ESM). Annual pro-
ductivity loss, i.e. percentage of days absent from work due 
to diabetes-related complications (Table A.5 in the ESM), 
was based on a Danish registry study that included absence/
sickness days, early retirement, and old-age pension [37], as 
suitable data for Canada could not be identified. All costs 
were inflation adjusted to year 2019 values using the national 
Canadian Consumer Price Index for healthcare [38].

2.7  Quality‑Adjusted Life‑Year Disutility Weights

QALYs were calculated by applying a baseline level 
of utility (i.e. QALYs for patients with T2DM without 
health-related complications) and subtracting decrements 
for elements that lead to a lower utility than at baseline. 
The complication-free utility value and disutility dec-
rements for age, sex, and each 1 kg/m2 increase were 
sourced from the CODE-2 study [39]. Disutility weights 
associated with macro- and microvascular complications 
were sourced from the CADTH 2017 report [26]. Several 
complications, including background diabetic retinopathy, 
proliferative diabetic retinopathy, macular oedema, gross 
proteinuria, CKD, peripheral vascular disease, diabetic 
foot ulcer, and symptomatic neuropathy, were missing 
from the CADTH report and supplemented with data from 
cross-sectional studies from Canada, the USA, Europe, 
and Australia (Table A.6 in the ESM) [39–42].

BDR background diabetic retinopathy, BMI body mass index, bpm beats per minute, ECHO-T2DM Economic and Health Outcomes Model-type 
2 diabetes mellitus, eGFR estimated glomerular filtration rate, HbA1c glycated haemoglobin, HDL high-density lipoprotein, IHE-DCM Swedish 
Institute of Health Economics-Diabetes Cohort Model, LDL low-density lipoprotein, ME macular oedema, OW once-weekly, PDR proliferative 
diabetic retinopathy, SBP systolic blood pressure, SD standard deviation, SE standard error
a Based on the SUSTAIN 8 trial population [17] and are reported as mean (SD) unless stated otherwise
b Converted from mg/dL to mmol/L by multiplying the mg/dL values with 0.0259 (total cholesterol, HDL, and LDL) and 0.0113 (triglycerides) 
in the IHE-DCM
c Assumed
d Not applicable in IHE-DCM
e Source data on file and treatment effects based on a 52-week treatment period

Table 1  (continued)

Treatment  effectse based on the SUSTAIN 8 trial (17) OW semaglutide 1 mg, mean (SE) Canagliflozin 
300 mg, mean 
(SE)

LDL, mg/dLb −1.770 (1.630) 4.310 (1.540)
HDL, mg/dLb 1.590 (0.370) 3.680 (0.360)
Triglycerides, mg/dLb −26.270 (3.920) −17.860 (3.820)
BMI, kg/m2 −1.900 (0.090) −1.510 (0.090)
eGFR, mL/min/1.73  m2 −2.190 (0.420) −3.510 (0.420)
Non-severe hypoglycaemic events, per patient-year 0.065 0.015
Severe hypoglycaemic events, per patient-year 0.005 0
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2.8  Sensitivity Analyses

Sensitivity analyses were conducted to assess study 
robustness and identify key outcome drivers. Specifically, 
the following scenarios were simulated:

• differences in treatment outcomes limited to HbA1c 
and BMI

• weighted average cost of canagliflozin, empagliflozin, 
and dapagliflozin for canagliflozin 300 mg

• HbA1c threshold for treatment intensification lowered 
to 7.5% (tighter glycaemic control)

• 25-year time horizon
• maximum insulin rescue dose of 200 IU (60 IU for 

basal insulin dose and 140 IU for prandial insulin 
dose)

• UKPDS 68 risk equations [43] were employed instead 
of UKPDS 82 [27]

• a 3.5% discount rate
• unit costs of complications increased by 25%
• unit costs of complications reduced by 25%
• 10% improved HbA1c effect for semaglutide versus 

canagliflozin
• 10% improved BMI effect for semaglutide versus cana-

gliflozin
• 10% improved systolic blood pressure effect for sema-

glutide versus canagliflozin
• 10% improved lipid effect for semaglutide versus cana-

gliflozin
• 10% worse HbA1c effect for semaglutide versus cana-

gliflozin
• 10% worse BMI effect for semaglutide versus canagli-

flozin
• 10% worse systolic blood pressure effect for semaglu-

tide versus canagliflozin
• 10% worse lipid effect for semaglutide versus canagli-

flozin

3  Results

3.1  Base‑Case Analysis

3.1.1  Life Expectancy

The results of the base-case analysis are presented in 
Table 2. Predicted life expectancy was slightly longer with 
once-weekly semaglutide 1 mg for both models (0.05 and 
0.09 years per patient for IHE-DCM and ECHO-T2DM, 
respectively), consistent with the limited differences in 
micro- and macrovascular complication rates (Table A.7 
in the ESM).

3.1.2  Quality‑Adjusted Life‑Years

Mean quality-adjusted life expectancy favoured once-
weekly semaglutide 1 mg for both models (0.34 and 0.38 
QALYs gained per patient for IHE-DCM and ECHO-
T2DM, respectively; Table  2). The QALY gains with 
once-weekly semaglutide 1 mg were primarily driven by 
the postponement of insulin therapy (and thus delays in 
insulin-related hypoglycaemia and weight gain) caused by 
greater HbA1c lowering, as well as by the direct effect of 
greater initial weight loss and lower subsequent insulin-
related weight gain on disutility (Table A.8 in the ESM).

3.1.3  Costs

Over the simulated time horizon, mean costs for anti-
hyperglycaemic treatments were higher with once-weekly 
semaglutide 1 mg than with once-daily canagliflozin 
300 mg for both models: CAD6737 (IHE-DCM) and 
CAD7932 (ECHO-T2DM) higher per patient (Table 2). 
The predicted savings in the cost of insulin therapy were 
CAD8501 (IHE-DCM) and CAD6501 (ECHO-T2DM), 
which offset approximately half of the higher acquisition 
cost of semaglutide versus canagliflozin. Additional cost 
offsets with once-weekly semaglutide 1 mg versus once-
daily canagliflozin 300 mg were associated with manag-
ing hypoglycaemia (CAD219 in IHE-DCM, CAD229 in 
ECHO-T2DM) and treating diabetes-related complica-
tions, with the cost offset associated with avoided myo-
cardial infarction, congestive heart failure, retinopathy, 
CKD, and lower-extremity disease (Table 2). Overall, 
mean direct costs for the once-weekly semaglutide 1 mg 
arm were higher than those for the once-daily canagliflo-
zin 300 mg arm (CAD5512 [IHE-DCM] and CAD6808 
[ECHO-T2DM] per patient, Table 2). Including indirect 
costs (costs associated with productivity loss) reduced 
these to CAD4750 (IHE-DCM) and CAD4961 (ECHO-
T2DM) per patient (Table 2).

3.1.4  Incremental Cost‑Effectiveness Ratios

Incremental costs coupled with QALY gains yielded 
incremental cost-effectiveness ratios (ICERs) for once-
weekly semaglutide 1 mg versus canagliflozin 300 mg of 
CAD16,392 (IHE-DCM) and CAD18,098 (ECHO-T2DM) 
per QALY gained from a healthcare payer perspective, 
and CAD14,127 (IHE-DCM) and CAD13,188 (ECHO-
T2DM) per QALY gained from a broader societal per-
spective (Table 2). Each of these estimated ICERs falls 
below the commonly used Canadian willingness-to-pay 
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(WTP) threshold of CAD50,000 per QALY gained [44, 
45].

3.1.5  Cost‑Effectiveness Plane and Cost‑Effectiveness 
Acceptability Curve

The cost-effectiveness plane scatter plots for 1000 itera-
tions or cohorts in the base-case analysis indicated that 
semaglutide was a more effective treatment than cana-
gliflozin and also had a higher cost, as illustrated by the 
majority of iterations falling in the ‘northeast quadrant’ in 
Fig. 1a. The cost-effectiveness acceptability curve showed 
that the likelihood of semaglutide being cost-effective rela-
tive to canagliflozin was sizeable for both models (96.3% 
[IHE-DCM] and 83.1% [ECHO-T2DM]) at a WTP thresh-
old of CAD50,000 per QALY gained (Fig. 1b).

3.2  Sensitivity Analyses

The results of the sensitivity analyses are summarised in 
Fig. 2 and presented in more detail in Table A.9 in the 
ESM. In most scenarios, both IHE-DCM and ECHO-T2DM 
responded similarly to the changes in input parameter values. 
Even though once-weekly semaglutide 1 mg was associated 
with additional incremental costs across the sensitivity anal-
yses, there were corresponding QALY gains of 0.25−0.46, 
yielding ICERs of CAD82−22,873 per QALY gained versus 
canagliflozin. The largest ICER was observed when a 10% 
worse HbA1c effect for semaglutide was assumed (Table A.9 
in the ESM). The lowest mean incremental costs (CAD31 
[IHE-DCM] and CAD1033 [ECHO-T2DM] per patient) 
and lowest ICERs (CAD82 [IHE-DCM] and CAD2635 
[ECHO-T2DM] per QALY gained) were demonstrated when 
the HbA1c intensification threshold was tightened to 7.5% 
(Table A.9 in the ESM).

Table 2  Results of the base-case analysis for once-weekly semaglutide 1 mg versus canagliflozin 300 mg in patients with T2DM

CAD Canadian dollars, cana canagliflozin, ECHO-T2DM Economic and Health Outcomes Model of T2DM, ICER incremental cost-effective-
ness ratio, IHE-DCM Swedish Institute of Health Economics-Diabetes Cohort Model, QALY quality-adjusted life-year, sema once-weekly sema-
glutide, T2DM type 2 diabetes mellitus

IHE-DCM ECHO-T2DM

Sema 1 mg Cana 300 mg Difference (sema 
1 mg–cana  
300 mg)

Sema 1 mg Cana 300 mg Difference (sema 
1 mg–cana 300 mg)

Health gain
 Survival after 40 years, % 6.8 6.6 0.2 7.2 7.0 0.2
 Life expectancy, years 18.50 18.45 0.05 17.48 17.39 0.09
 Quality-adjusted life expectancy, QALYs 14.98 14.64 0.34 13.37 13.00 0.38

Direct costs, CAD
 Anti-hyperglycaemic treatment 47,095 40,358 6737 39,201 31,268 7932
  Non-insulin 20,745 5507 15,238 20,638 6204 14,434
  Insulin 26,350 34,851 −8501 18,563 25,064 −6501

 Hypoglycaemia 984 1203 −219 1126 1355 −229
 Macro- and microvascular complications
 Ischaemic heart disease 3459 3442 17 2661 2652 9
  Myocardial infarction 6375 6387 −13 6769 6814 −45
  Stroke 4913 4912 1 3675 3702 −27
  Congestive heart failure 6052 6424 −372 4316 4577 −261
  Retinopathy 1777 1916 −140 2523 2672 −149
  Chronic kidney disease 4418 4673 − 255 1938 2153 − 215
  Lower-extremity disease 22,594 22,839 − 245 23,661 23,868 − 207

Direct costs, CAD 97,666 92,155 5512 85,869 79,062 6808
Indirect costs, CAD 84,912 85,674 −762 162,535 164,381 −1,847
Total costs (direct and indirect costs), CAD 182,579 177,828 4750 248,404 243,443 4961
ICER based on direct costs, cost per QALY 

gained
16,392 18,098

ICER based on total costs, cost per QALY 
gained

14,127 13,188
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4  Discussion

Economic analysis using two different simulation models 
yielded ICERs for once-weekly semaglutide 1 mg versus 
canagliflozin 300 mg for patients with T2DM uncontrolled 
with metformin in Canada that were well below the com-
monly accepted Canadian WTP threshold of CAD50,000. 
This demonstrates that the additional cost of once-weekly 
semaglutide 1 mg is justified by the health benefits gained 
in comparison with once-daily canagliflozin 300 mg. These 
favourable ICERs with once-weekly semaglutide 1 mg were 
found despite small differences in predicted life expectancy 
in the two arms. This limited treatment difference is a well-
known consequence of simulating treat-to-target algorithms, 
as treatment intensification limits between-arm differences 

in biomarkers over time. Health benefits with once-weekly 
semaglutide 1 mg were largely driven by better HbA1c 
lowering and greater weight loss versus canagliflozin. In 
addition to the direct effects, the indirect effect related to 
delaying rescue insulin therapy (and its associated weight 
gain) compounded the effect. Moreover, the delay in starting 
insulin was sufficient to offset the lower costs of managing 
hypoglycaemic events for patients treated with canagliflozin 
(vs. semaglutide) and led to overall higher costs associated 
with hypoglycaemia in the canagliflozin arm. Additional 
benefits with once-weekly semaglutide 1 mg were observed 
through reductions in both diabetes-related complications 
and productivity loss for the working-age subpopulation.

Although literature comparing the cost-effectiveness of 
GLP-1 RAs and SGLT-2 inhibitors is limited, a previous 
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post hoc analysis of the PIONEER 2 trial found oral sema-
glutide to be cost-effective compared with empagliflozin 
over 40 years in patients with T2DM uncontrolled with 
metformin in Canada [46]. Further studies comparing the 
cost-effectiveness of GLP-1 RAs and SGLT-2 inhibitors in 
other countries showed similar findings to ours [47–50].

The likelihood of once-weekly semaglutide 1 mg being 
cost-effective relative to once-daily canagliflozin 300 mg 
was high at a WTP threshold of CAD50,000 per QALY 
gained, suggesting that the base-case findings are robust. 
There was greater uncertainty in the ECHO-T2DM results 
than with the IHE-DCM (as shown by the distribution of 
points on the cost-effectiveness plane scatterplots), which 
can primarily be attributed to the better ability of micro-
simulation models to accommodate patient heterogeneity. 
Robustness of the base-case analysis was also suggested 
by the results of the sensitivity analyses, which were rela-
tively insensitive to individual changes in the input param-
eters and assumptions used; the sensitivity analyses were 
uniformly favourable for once-weekly semaglutide 1 mg. 
In these sensitivity analyses, the ICER was smallest when 
a strict glycaemic goal of 7.5% rather than 8.0% was simu-
lated, demonstrating the importance of HbA1c as a driver 
of between-treatment differences.

Both once-weekly semaglutide 1 mg and once-daily cana-
gliflozin 300 mg are currently recommended by Diabetes 
Canada as second-line therapies for the treatment of T2DM 
[51] and reimbursed by public and private healthcare pay-
ers in most Canadian provinces. The present study aimed 
to examine the cost-effectiveness of semaglutide injection 
versus an SGLT-2 inhibitor in the Canadian setting.

A key strength of the present study was the use of 
two different validated economic models (IHE-DCM 
and ECHO-T2DM), which used two different modelling 
approaches (cohort and microsimulation), both of which 
yielded ICERs suggesting that once-weekly semaglutide 1 
mg is a cost-effective alternative to canagliflozin 300 mg. 
Given the well-known challenges and uncertainties asso-
ciated with simulating diabetes [52], the use of two dif-
ferent models could reduce decision-making uncertainty 
[10]. The cohort-modelling approach produced survival, 
QALY, and unit cost predictions that were generally higher 
in absolute value than did the microsimulation approach, 
but the between-arm incremental differences that are the 
foundation of cost-effectiveness metrics were similar. 
An additional strength includes the use of head-to-head 
clinical trial data for treatment effects from the 52-week  
SUSTAIN 8 clinical trial, rather than the results of an indi-
rect comparison. Lastly, both payer and societal perspec-
tives were considered in this manuscript, as the former 
includes costs associated with interventions, medications, 
and inpatient and outpatient services, whereas the latter 
further considers costs to society arising from productiv-
ity reduction.

Limitations of the present study should also be acknowl-
edged. First, as with many long-term health economic 
analyses of treatments for T2DM, the use of short-term 
data to project outcomes over patient lifetimes is naturally 
associated with uncertainty, although this approach gener-
ally represents the best available option for decision mak-
ing in the absence of long-term clinical data. Second, both 
models projected health outcomes based on probabilities 
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derived primarily from the effects of reducing HbA1c, and 
no adverse events other than hypoglycaemia were included 
in this analysis. Thereby, differences in the incidence of con-
gestive heart failure, stroke, and CKD may not accurately 
reflect the benefits of either treatment, as these benefits may 
occur independently of HbA1c lowering and weight loss 
[53–56]. However, it was not appropriate to apply clini-
cal data for cardiovascular outcomes in our simulations, as 
our population of interest differs from the populations of 
cardiovascular outcome trials, which typically consist of 
patients with diabetes at high risk of cardiovascular out-
comes. Third, the treatment algorithm applied in the model 
may not be reflective of routine clinical care; specifically, 
treatment intensifications would not necessarily result in dis-
continuation of previous therapies, and second-line thera-
pies as recommended by the Canadian guidelines may be 
used simultaneously rather than independently. The clinical 
data to inform this are unfortunately not captured within 
SUSTAIN 8. A further complexity of real-world practice—
differences in acceptability of and adherence to the two 
therapies—were not included in our model. However, the 
patient-reported outcome from SUSTAIN 8 showed that 
patients were more satisfied with once-weekly semaglutide 
1 mg than with canagliflozin 300 mg, and there were no dif-
ferences in overall health-related quality of life between the 
two treatments [17]. Fourth, we assumed that the treatment 
effects did not rebound following discontinuation of initial 
therapies. As a result, the treatment with greater efficacy had 
slightly better health economic outcomes. The magnitude 
of rebound is presumably somewhere between zero and the 
treatment effects observed in the clinical trials, but the exact 
number is unknown. Finally, the disutility weights assumed 
for hypoglycaemic events differ from the CADTH recom-
mended disutility weights [57], as values from a Canada-
specific study [41] were used. The potential importance of 
appropriately incorporating the effects of hypoglycaemia has 
been illustrated by Lovato et al. [58], who demonstrated that 
failure to do so may result in misleading predictions.

The present analysis is the first to evaluate the cost-
effectiveness of once-weekly semaglutide 1 mg versus 
daily canagliflozin 300 mg in a Canadian setting. These 
findings complement the clinical evidence, contribute to 
current evidence of the economic value of GLP-1 RAs and 
SGLT-2 inhibitors, and provide insights to assist decision 
makers in choosing between the two treatments based on 
their value for money.

5  Conclusion

These economic simulations demonstrate that, at a WTP 
threshold of CAD50,000 per QALY gained, once-weekly 
semaglutide 1 mg is likely to be cost-effective (i.e. 

represent good value for money) compared with daily 
canagliflozin 300 mg for the treatment of patients with 
T2DM uncontrolled with metformin, from both healthcare 
payer and societal perspectives in Canada.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s40258- 022- 00726-z.

Acknowledgements The authors thank the participants of the SUS-
TAIN 8 trial, trial investigators and coordinators. Medical writing sup-
port was provided by Jin Heppell, PhD, and editorial assistance was 
provided by Izabel James, MBBS, both of Ashfield MedComms, an 
Ashfield Health company, and funded by Novo Nordisk Canada Inc.

Declarations 

Funding Sponsorship for this analysis and article processing charges 
was provided by Novo Nordisk Canada Inc. The sponsor participated in 
the study design and the collection, analysis, and interpretation of data. 
Three of the authors of this manuscript are employees of the sponsor 
and, as such, were involved in the preparation, review, approval, and 
decision for submission of the manuscript.

Conflicts of interest SS has received continuing medical education 
honoraria from Novo Nordisk, Boehringer Ingelheim, Lilly, Sanofi, 
Janssen, AstraZeneca, Medtronic, Tandem, Abbott, Dexcom, CCRN, 
CPD Network, and MD Briefcase; participated in advisory boards 
for Novo Nordisk, Boehringer Ingelheim, Lilly, Sanofi, Janssen, As-
traZeneca, and Abbott; and received research support from Sanofi, 
AstraZeneca, and Novo Nordisk. AL is an employee of Novo Nord-
isk Canada Inc. PB is an employee and shareholder of Novo Nordisk 
Canada Inc. AF and AN are employees of, and MW is an employee, 
minority owner, and unpaid director of the Swedish Institute for Health 
Economics, which provides consulting services for governmental bod-
ies, academic institutions, and commercial life science enterprises, in-
cluding Novo Nordisk A/S. The Swedish Institute for Health Econom-
ics owns the ECHO-T2DM and IHE-DCM, used in this analysis. The 
Swedish Institute for Health Economics is owned principally by the 
non-profit Bengt Jönsson Foundation for Health Economic Research. 
NM is an employee of Novo Nordisk A/S.

Availability of data and material The datasets generated and/or ana-
lysed during the current study are available from the corresponding 
author on reasonable request.

Code availability The IHE-DCM [1] and the ECHO-T2DM are 
described in detail in Appendix A in the ESM and elsewhere in the 
literature [1–5].

Author contribution statement
SS is the guarantor of this work and, as such, had full access to all 
the data in the study and takes responsibility for the integrity of the 
data and accuracy of the data analysis. All authors confirm that they 
meet the International Committee of Medical Journal Editors uniform 
requirements for authorship and that they have contributed to the criti-
cal analysis and interpretation of the data and drafting and/or critically 
revising the article and share the final responsibility for the content of 
the manuscript and the decision to submit it for publication.

Ethics approval The SUSTAIN 8 trial was performed in compliance 
with the International Conference on Harmonisation Good Clinical 

https://doi.org/10.1007/s40258-022-00726-z


553Cost-Effectiveness of Semaglutide vs Canagliflozin in Type 2 Diabetes in Canada

Practice Guidelines and the Declaration of Helsinki. Prior to trial ini-
tiation, the protocol, the consent form, and the patient information 
sheet were reviewed and approved according to local regulations by 
appropriate health authorities and by an independent ethics committee/
institutional review board.

Consent for participation All patients provided written informed con-
sent for trial participation.

Consent for publication All patients provided written informed consent 
for publication of their data.

Human studies and subjects This article does not contain any new 
studies with human or animal subjects performed by any of the authors.

Open Access This article is licensed under a Creative Commons Attri-
bution-NonCommercial 4.0 International License, which permits any 
non-commercial use, sharing, adaptation, distribution and reproduction 
in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other 
third party material in this article are included in the article’s Creative 
Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons 
licence and your intended use is not permitted by statutory regula-
tion or exceeds the permitted use, you will need to obtain permission 
directly from the copyright holder. To view a copy of this licence, visit 
http://creativecommons.org/licenses/by-nc/4.0/.

References

 1. Lundqvist A, Steen Carlsson K, Johansen P, Andersson E, Willis 
M. Validation of the IHE cohort model of type 2 diabetes and the 
impact of choice of macrovascular risk equations. PLoS ONE. 
2014;9(10):e110235.

 2. Ericsson Å, Fridhammar A. Cost-effectiveness of once-weekly 
semaglutide versus dulaglutide and lixisenatide in patients with 
type 2 diabetes with inadequate glycemic control in Sweden. J 
Med Econ. 2019;22(10):997–1005.

 3. Ericsson Å, Glah D, Lorenzi M, Jansen JP, Fridhammar A. 
Cost-effectiveness of liraglutide versus lixisenatide as add-
on therapies to basal insulin in type 2 diabetes. PLoS ONE. 
2018;13(2):e0191953.

 4. Willis M, Johansen P, Nilsson A, Asseburg C. Validation of the 
economic and health outcomes model of type 2 diabetes mellitus 
(ECHO-T2DM). Pharmacoeconomics. 2017;35:375–96.

 5. Willis M, Asseburg C, He J. Validation of economic and health 
outcomes simulation model of type 2 diabetes mellitus (ECHO-
T2DM). J Med Econ. 2013;16(8):1007–21.

 6. International Diabetes Federation. IDF Diabetes Atlas, 9th ed. 
Brussels. International Diabetes Federation; 2019. http:// www. 
diabe tesat las. org. Accessed 1 May 2020.

 7. International Diabetes Federation. Canada Country Report 2017 & 
2045. IDF Diabetes Atlas, 8th ed. Brussels. International Diabetes 
Federation; 2017. https:// www. diabe tesat las. org/ data/ en/ count ry/ 
36/ ca. html. Accessed 14 Sept 2020.

 8. Hayes A, Arima H, Woodward M, Chalmers J, Poulter N, Hamet 
P, et al. Changes in quality of life associated with complications 
of diabetes: results from the ADVANCE study. Value Health. 
2016;19(1):36–41.

 9. Pelletier EM, Shim B, Ben-Joseph R, Caro JJ. Economic outcomes 
associated with microvascular complications of type 2 diabetes 
mellitus. Pharmacoeconomics. 2009;27(6):479–90.

 10. Willis MA-O, Fridhammar AA-OX, Gundgaard J, Nilsson AA-O, 
Johansen PA-O. Comparing the cohort and micro-simulation mod-
eling approaches in cost-effectiveness modeling of type 2 diabetes 
mellitus: a case study of the IHE diabetes cohort model and the 
economics and health outcomes model of T2DM. Pharmacoeco-
nomics. 2020;38:953–69.

 11. Statens legemiddelverk. Hurtig metodevurdering ved forhånds-
godkjent refusjon §2, Ozempic (semaglutid) til behandling avtype 
2 diabetes mellitus; 2019. https:// legem iddel verket. no/ Docum ents/ 
Offen tlig% 20fin ansie ring% 20og% 20pris/ Metod evurd ering er/O/ 
Ozemp ic_ T2D_ 2019. pdf. Accessed 1 June 2020.

 12. The Swedish Dental and Pharmaceutical Benefits Agency. Ozem-
pic: application within the drug benefits; 2018. https:// www. tlv. se/ 
downl oad/ 18. 28d2f 83516 6b654 d02f3 01be/ 15408 00166 127/ bes18 
1025_ ozemp ic. pdf. Accessed 1 June 2020.

 13. National Institute for Health and Care Excellence. Canagliflozin, 
dapagliflozin and empagliflozin as monotherapies for treating 
type 2 diabetes; 2016. https:// www. nice. org. uk/ guida nce/ ta390/ 
docum ents/ final- appra isal- deter minat ion- docum ent. Accessed 1 
June 2020.

 14. Scottish Medicines Consortium. Canagliflozin, 100mg and 300mg 
film-coated tablets  (Invokana®); 2014. https:// www. scott ishme 
dicin es. org. uk/ media/ 1410/ canag laflo zin__ invok ana__ final_ may_ 
2014_ for_ websi te. pdf. Accessed 1 June 2020.

 15. National Centre for Pharmacoeconomics. Cost Effectiveness of 
canagliflozin  (Invokana®) for adults with type 2 diabetes mellitus 
to improve glycaemic control as monotherapy or add-on therapy 
with other anti-hyperglycaemic agents including insulin, when 
these, together with diet and exercise, do not provide adequate 
glycaemic control; 2014. http:// www. ncpe. ie/ wp- conte nt/ uploa ds/ 
2013/ 04/ Summa ry- Canag liflo zin2. pdf. Accessed 1 June 2020.

 16. Hayes AJ, Leal J Fau-Gray AM, Gray Am Fau-Holman RR, Hol-
man Rr Fau-Clarke PM, Clarke PM. UKPDS outcomes model 2: 
a new version of a model to simulate lifetime health outcomes 
of patients with type 2 diabetes mellitus using data from the 30 
year United Kingdom Prospective Diabetes Study: UKPDS 82. 
Diabetologia. 2013;56(9):1925–33.

 17. Lingvay I, Catarig A-M, Frias JP, Kumar H, Lausvig NL, le Roux 
CW, et al. Efficacy and safety of once-weekly semaglutide versus 
daily canagliflozin as add-on to metformin in patients with type 
2 diabetes (SUSTAIN 8): a double-blind, phase 3b, randomised 
controlled trial. Lancet Diabetes Endocrinol. 2019;7(11):834–44.

 18. Compass P. 2018. https:// www. pac. bluec ross. ca/ pharm acyco 
mpass. Accessed Jan 2022.

 19. Palmer AJ, Si L, Tew M, Hua X, Willis MS, Asseburg C, 
et  al. Computer modeling of diabetes and its transparency: 
a report on the eighth mount hood challenge. Value Health. 
2018;21(6):724–31.

 20. Husereau D, Drummond M, Petrou S, Carswell C, Moher D, 
Greenberg D, et al. Consolidated Health Economic Evaluation 
Reporting Standards (CHEERS)—explanation and elaboration: 
a report of the ispor health economic evaluation publication 
guidelines good reporting practices task force. Value Health. 
2013;16(2):231–50.

 21. Davis S, Stevenson M, Tappenden P, Wailoo A. NICE DSU tech-
nical support document 15: cost-effectiveness modelling using 
patient-level simulation; 2014. http:// niced su. org. uk/ wp- conte nt/ 
uploa ds/ 2016/ 03/ TSD15_ Patie nt- level_ simul ation. pdf. Accessed 
1 Aug 2020.

 22. Eddy DM, Hollingworth W, Caro JJ, Tsevat J, McDonald KM, 
Wong JB. Model transparency and validation: a report of the 

http://creativecommons.org/licenses/by-nc/4.0/
http://www.diabetesatlas.org
http://www.diabetesatlas.org
https://www.diabetesatlas.org/data/en/country/36/ca.html
https://www.diabetesatlas.org/data/en/country/36/ca.html
https://legemiddelverket.no/Documents/Offentlig%20finansiering%20og%20pris/Metodevurderinger/O/Ozempic_T2D_2019.pdf
https://legemiddelverket.no/Documents/Offentlig%20finansiering%20og%20pris/Metodevurderinger/O/Ozempic_T2D_2019.pdf
https://legemiddelverket.no/Documents/Offentlig%20finansiering%20og%20pris/Metodevurderinger/O/Ozempic_T2D_2019.pdf
https://www.tlv.se/download/18.28d2f835166b654d02f301be/1540800166127/bes181025_ozempic.pdf
https://www.tlv.se/download/18.28d2f835166b654d02f301be/1540800166127/bes181025_ozempic.pdf
https://www.tlv.se/download/18.28d2f835166b654d02f301be/1540800166127/bes181025_ozempic.pdf
https://www.nice.org.uk/guidance/ta390/documents/final-appraisal-determination-document
https://www.nice.org.uk/guidance/ta390/documents/final-appraisal-determination-document
https://www.scottishmedicines.org.uk/media/1410/canaglaflozin__invokana__final_may_2014_for_website.pdf
https://www.scottishmedicines.org.uk/media/1410/canaglaflozin__invokana__final_may_2014_for_website.pdf
https://www.scottishmedicines.org.uk/media/1410/canaglaflozin__invokana__final_may_2014_for_website.pdf
http://www.ncpe.ie/wp-content/uploads/2013/04/Summary-Canagliflozin2.pdf
http://www.ncpe.ie/wp-content/uploads/2013/04/Summary-Canagliflozin2.pdf
https://www.pac.bluecross.ca/pharmacycompass
https://www.pac.bluecross.ca/pharmacycompass
http://nicedsu.org.uk/wp-content/uploads/2016/03/TSD15_Patient-level_simulation.pdf
http://nicedsu.org.uk/wp-content/uploads/2016/03/TSD15_Patient-level_simulation.pdf


554 S. Stafford et al.

ISPOR-SMDM modeling good research practices task force-7. 
Med Decis Mak. 2012;32(5):733–43.

 23. Vemer P, Corro Ramos I, van Voorn GAK, Al MJ, Feenstra TL. 
AdViSHE: a validation-assessment tool of health-economic mod-
els for decision makers and model users. Pharmacoeconomics. 
2016;34(4):349–61.

 24. Caro JJ, Briggs AH, Siebert U, Kuntz KM. Modeling good 
research practices—overview: a report of the ISPOR-SMDM 
modeling good research practices task force-1. Value Health. 
2012;15(6):796–803.

 25. Statistics Canada. Microsimulation approaches; 2016. http:// www. 
statc an. gc. ca/ eng/ micro simul ation/ modgen/ new/ chap2/ chap2. 
Accessed 13 July 2020.

 26. CADTH Therapeutic Review. New drugs for type 2 diabetes: 
second-line therapy—science report; 2017. https:// cadth. ca/ sites/ 
defau lt/ files/ pdf/ TR0012_ T2D_ Scien ce_ Report. pdf. Accessed 1 
Apr 2020.

 27. Hayes AJ, Leal J, Gray AM, Holman RR, Clarke PM. UKPDS 
outcomes model 2: a new version of a model to simulate life-
time health outcomes of patients with type 2 diabetes mellitus 
using data from the 30 year United Kingdom Prospective Diabetes 
Study: UKPDS 82. Diabetologia. 2013;56(9):1925–33.

 28. Kahn SE, Haffner SM, Heise MA, Herman WH, Holman RR, 
Jones NP, et al. Glycemic durability of rosiglitazone, metformin, 
or glyburide monotherapy. N Engl J Med. 2006;355(23):2427–43.

 29. Ward AJ, Salas M Fau-Caro JJ, Caro Jj Fau-Owens D, Owens D. 
Health and economic impact of combining metformin with nat-
eglinide to achieve glycemic control: comparison of the lifetime 
costs of complications in the UK. Cost Effect Resour Alloc. 2004. 
https:// doi. org/ 10. 1186/ 478- 7547-2-2.

 30. Clarke PM, Gray Am Fau-Briggs A, Briggs A Fau-Farmer AJ, 
Farmer Aj Fau-Fenn P, Fenn P Fau-Stevens RJ, Stevens Rj Fau-
Matthews DR, et al. A model to estimate the lifetime health out-
comes of patients with type 2 diabetes: the United Kingdom Pro-
spective Diabetes Study (UKPDS) Outcomes Model (UKPDS no 
68). Diabetologia. 2004;47(10):1747–59.

 31. Willis M, Asseburg C, Nilsson A, Johnsson K, Kartman B. Multi-
variate prediction equations for HbA(1c) lowering, weight change, 
and hypoglycemic events associated with insulin rescue medica-
tion in type 2 diabetes mellitus: informing economic modeling. 
Value Health. 2017;20(3):357–71.

 32. Ontario Drug Benefit Formulary; 2020. https:// www. formu lary. 
health. gov. on. ca/ formu lary/. Accessed 1 June 2020.

 33. Manns B, Hemmelgarn B, Tonelli M, Au F, Chiasson TC, Dong J, 
et al. Population based screening for chronic kidney disease: cost 
effectiveness study. BMJ. 2010;341:c5869.

 34. Ward A, Alvarez P, Vo L, Martin S. Direct medical costs of 
complications of diabetes in the United States: estimates for 
event-year and annual state costs (USD 2012). J Med Econ. 
2014;17(3):176–83.

 35. Ray JA, Valentine WJ, Secnik K, Oglesby AK, Cordony A, Gor-
dois A, et al. Review of the cost of diabetes complications in 
Australia, Canada, France, Germany, Italy and Spain. Curr Med 
Res Opin. 2005;21(10):1617–29.

 36. Statistics Canada. Consmer Price Index: annual review; 2018. 
https:// www150. statc an. gc. ca/ n1/ en/ daily- quoti dien/ 190118/ 
dq190 118c- eng. pdf? st= Ly9kx d3K. Accessed 20 May 2020.

 37. Sørensen J, Ploug UJ. The cost of diabetes-related complications: 
registry-based analysis of days absent from work. Econ Res Int. 
2013;2013:618039.

 38. Canada S. Canadian Consumer Price Index for healthcare; 2020. 
https:// www. statc an. gc. ca/ eng/ subje cts- start/ prices_ and_ price_ 
index es/ consu mer_ price_ index es. Accessed 1 June 2020.

 39. Bagust A, Beale S. Modelling EuroQol health-related utility val-
ues for diabetic complications from CODE-2 data. Health Econ. 
2005;14:217–30.

 40. Hoerger TJ, Wittenborn JS, Segel JE, Burrows NR, Imai K, 
Eggers P, et al. A health policy model of CKD: 2. The cost-
effectiveness of microalbuminuria screening. J Am Soc Neph-
rol. 2010;55(3):463–73.

 41. Evans M, Khunti K, Mamdani M, Galbo-Jorgensen C, Gund-
gaard J, Bogelund M, et al. Health-related quality of life associ-
ated with daytime and nocturnal hypoglycaemic events: a time 
trade-off survey in five countries. Health Qual Life Outcomes. 
2013;11:90.

 42. Fenwick EK, Xie J, Ratcliffe J, Pesudovs K, Finger RP, Wong 
TY, et al. The impact of diabetic retinopathy and diabetic macu-
lar edema on health-related quality of life in type 1 and type 2 
diabetes. Investig Ophthalmol Vis Sci. 2012;53(2):677–84.

 43. Clarke PM, Gray AM, Briggs A, Farmer AJ, Fenn P, Stevens 
RJ, et al. A model to estimate the lifetime health outcomes of 
patients with type 2 diabetes: the United Kingdom Prospective 
Diabetes Study (UKPDS) Outcomes Model (UKPDS no. 68). 
Diabetologia. 2004;47(10):1747–59.

 44. Balijepalli C, Gullapalli L, Druyts E, Yan K, Desai K, Barakat 
S, Locklin J. Can standard health technology assessment 
approaches help guide the price of orphan drugs in Canada? 
A review of submissions to the Canadian Agency for Drugs 
and Technologies in Health common drug Review. ClinicoEcon 
Outcomes Res. 2020;12:445–57.

 45. Moïse P, Sweeney N, Lie X. Are ICER threshold values malle-
able? The case of life-extending cancer treatments at the end of 
life. Value Health. 2013;16(7):A424–5.

 46. Liu AR, Bech PG, Friehammar A, Nilsson A, Willis M, Huhoho 
S. Cost effectiveness of oral semaglutide 14 mg vs. empagliflo-
zin 25 mg in Canada. Diabetes. 2020;69:1163-P.

 47. Vega-Hernandez G, Wojcik R, Schlueter M. Cost-effectiveness 
of liraglutide versus dapagliflozin for the treatment of patients 
with type 2 diabetes mellitus in the UK. Diabetes Ther Res 
Treat Educ Diabetes Relat Disord. 2017;8(3):513–30.

 48. Gorgojo-Martínez JJ, Malkin SJP, Martín V, Hallén N, Hunt 
B. Assessing the cost-effectiveness of a once-weekly GLP-1 
analogue versus an SGLT-2 inhibitor in the Spanish setting: 
once-weekly semaglutide versus empagliflozin. J Med Econ. 
2020;23(2):193–203.

 49. Capehorn M, Hallén N, Baker-Knight J, Glah D, Hunt BA-OX. 
Evaluating the cost-effectiveness of once-weekly semaglutide 
1 mg versus empagliflozin 25 mg for treatment of patients with 
type 2 diabetes in the UK setting. Diabetes Ther Res Treat Educ 
Diabetes Relat Disord. 2021;12:537–55.

 50. Malkin SJP, Hunt B, Huisman EL, Grand TS, Chubb B. The 
long-term cost-effectiveness of oral semaglutide in the Nether-
lands based on the PIONEER 2, 3 and 4 randomized controlled 
trials. Diabetes Res Clin Pract. 2021;175:108759.

 51. Lipscombe L, Butalia S, Dasgupta K, Eurich DT, MacCal-
lum L, Shah BR, et al. Pharmacologic glycemic management 
of type 2 diabetes in adults: 2020 update. Can J Diabetes. 
2020;44(7):575–91.

 52. Govan L, Wu O, Lindsay R, Briggs A. How do diabetes models 
measure up? A review of diabetes economic models and ADA 
guidelines. J Health Econ Outcomes Res. 2015;3(2):132–52.

 53. Wojcik C, Warden BA. Mechanisms and evidence for heart 
failure benefits from SGLT2 inhibitors. Curr Cardiol Rep. 
2019;21(10):130.

 54. North EJ, Newman JD. Review of cardiovascular outcomes 
trials of sodium-glucose cotransporter-2 inhibitors and gluca-
gon-like peptide-1 receptor agonists. Curr Opin Cardiol. 
2019;34(6):687–92.

 55. Kluger AY, Tecson KM, Lee AY, Lerma EV, Rangaswami J, 
Lepor NE, et al. Class effects of SGLT2 inhibitors on cardiore-
nal outcomes. Cardiovasc Diabetol. 2019;18(1):99.

http://www.statcan.gc.ca/eng/microsimulation/modgen/new/chap2/chap2
http://www.statcan.gc.ca/eng/microsimulation/modgen/new/chap2/chap2
https://cadth.ca/sites/default/files/pdf/TR0012_T2D_Science_Report.pdf
https://cadth.ca/sites/default/files/pdf/TR0012_T2D_Science_Report.pdf
https://doi.org/10.1186/478-7547-2-2
https://www.formulary.health.gov.on.ca/formulary/
https://www.formulary.health.gov.on.ca/formulary/
https://www150.statcan.gc.ca/n1/en/daily-quotidien/190118/dq190118c-eng.pdf?st=Ly9kxd3K
https://www150.statcan.gc.ca/n1/en/daily-quotidien/190118/dq190118c-eng.pdf?st=Ly9kxd3K
https://www.statcan.gc.ca/eng/subjects-start/prices_and_price_indexes/consumer_price_indexes
https://www.statcan.gc.ca/eng/subjects-start/prices_and_price_indexes/consumer_price_indexes


555Cost-Effectiveness of Semaglutide vs Canagliflozin in Type 2 Diabetes in Canada

 56. Perkovic V, Jardine MJ, Neal B, Bompoint S, Heerspink HJL, 
Charytan DM, et al. Canagliflozin and renal outcomes in type 2 
diabetes and nephropathy. N Engl J Med. 2019;380(24):2295–306.

 57. Currie C, Morgan C, Poole C, Sharplin P, Lammert M, McE-
wan P. Multivariate models of health-related utility and the fear 
of hypoglycaemia in people with diabetes. Curr Med Res Opin. 
2006;22:1523–34.

 58. Lovato E, Warburton M, McEwan P, Lamotte M, Foos V. The 
importance of appropriately incorporating the effects of hypo-
glycaemia within a health economic model when hypoglycaemia 
rates are high. Diabetologia. 2015;58:S26.


	Cost-Effectiveness of Once-Weekly Semaglutide 1 mg versus Canagliflozin 300 mg in Patients with Type 2 Diabetes Mellitus in a Canadian Setting
	Abstract
	Objective 
	Methods 
	Results 
	Conclusions 

	1 Introduction
	2 Methods
	2.1 Model Overview
	2.2 Base-Case Analysis
	2.3 Patients
	2.4 Treatment Algorithm
	2.5 Treatment Effects
	2.6 Unit Costs
	2.7 Quality-Adjusted Life-Year Disutility Weights
	2.8 Sensitivity Analyses

	3 Results
	3.1 Base-Case Analysis
	3.1.1 Life Expectancy
	3.1.2 Quality-Adjusted Life-Years
	3.1.3 Costs
	3.1.4 Incremental Cost-Effectiveness Ratios
	3.1.5 Cost-Effectiveness Plane and Cost-Effectiveness Acceptability Curve

	3.2 Sensitivity Analyses

	4 Discussion
	5 Conclusion
	Acknowledgements 
	References




