Background

* People with type 2 diabetes have an increased risk of cardiovascular disease
and mortality.

e

* Newer classes of diabetes drugs, e.g. SGLT-2 inhibitors and GLP-1 agonists,
may have direct cardioprotective etfects [1].

* 'The cardioprotective effects are not fully captured by risk equations which are
traditionally used in economic modelling of type 2 diabetes [2].

* Objective: To investigate the bias of ignoring cardioprotective effects in cost-
etfectiveness analysis.

Conclusion

* Health-economic modelling without explicitly accounting for cardioprotective

effects substantially underestimates clinical and health-economic benetfits.

* The largest underestimation was seen tfor Cardiovascular Mortality, implying a

larger bias for the mortality risk equations than the macrovascular risk equations.

* Inclusion of cardioprotective etfects may have considerable impact on cost-

effectiveness results as well as reimbursement decisions.
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Figure 2. Cumulative incidence of Cardiovascular Mortality, Heart Failure and Myocardial Infarction Table 1. Cost-effectiveness results
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