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Recommendation 3.7.1: We recommend treating
patients with type 2 diabetes (T2D), CKD, and an SEBHDH A RSA > EiezR L P;%

eGFR =20 ml/min per 1.73 m? with an SGLT2i (7A).

Practice Point 3.7.1: Once an SGLT?2i is initiated, it is
reasonable to continue an SGLT?2i1 even if the eGFR falls
below 20 ml/min per 1.73 m?, unless it is not tolerated

or KRT is initiated.
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Sodium-Glucose Cotransporter-2 Inhibitors and the Risk for Dialysis
and Cardiovascular Disease in Patients With Stage 5 Chronic Kidney
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Table 2. Risk for Outcomes Between SGLT2i Users and Nonusers in Patients With Stage 5 CKD

Outcomes SGLT2i Users SGLT2i Nonusers SGLT2i Users vs. Nonusers
Events, n Incidence Density Events, n Incidence Density Crude HR Adjusted HR
(per 1000 Person- (per 1000 Person- (95% ClI) (95% Cl)*
Years) Years)

Intention-to-treat effect

Long-term dialysis 127 1.69 358 4.76 0.36(0.29-0.43) 0.34(0.27-0.43
Heart failure admission 1530 21.07 1547 21.14 1.00(0.93-1.07) 0.80(0.73-0.86
AMI admission 301 4.02 388 5.16 0.78(0.67-0.91)  0.61(0.52-0.73
DKA admission 1349 18.55 1490 20.37 0.91(0.85-0.98) 0.78(0.71-0.85
AKI admission 626 8.4 755 10.11 0.83 (0.75-0.93)  0.80(0.70-0.90
All-cause mortality 955 12.68 800 10.55 1.20(1.09-1.32)  1.11(0.99-1.24)
As-treated effect

Long-term dialysis 127 3.42 358 0.2 0.72 (0.59-0.89)  0.67(0.53-0.85
Heart failure admission 757 20.78 1380 21.87 0.99(0.90-1.09) 0.81(0.73-0.90
AMI| admission 125 3.38 339 5.24 0.74(0.60-0.91)  0.57(0.45-0.72
DKA admission 575 15.71 1296 20.52 0.83(0.75-0.91)  0.71(0.63-0.79
AKIl admission 244 6.6 678 10.55

All-cause mortality 264 7.1 643 9.53 0.96(0.83-1.12) 0.88(0.74-1.04)

AKl=acute kidney injury; AMI=acute myocardial infarction; CKD =chronic kidney disease; DKA =diabetic ketoacidosis; HR=hazard ratio;
SGLT2i =sodium-glucose cotransporter-2 inhibitor.
* Model adjusted by variables as listed in Table 1.
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Figure 1. Cumulative incidence of long-term dialysis in SGLT2i
users and nonusers by intention-to-treat approach in patients
with T2D and stage 5 CKD.
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CKD =chronic kidney disease; SGLT2i = sodium-glucose cotransporter-
2 inhibitor; T2D =type 2 diabetes.

Figure 2. Cumulative incidence of long-term dialysis in SGLT2i

users and nonusers by as-treated approach in patients with
T2D and stage 5 CKD.
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CKD = chronic kidney disease; SGLT2i = sodium-glucose cotransporter-
2 inhibitor; T2D =type 2 diabetes.
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Figure 3. Forest plots of stratified variables on the risk for long-term dialysis by intention-to-treat and as-treated approaches between
SGLT2i users and nonusers in patients with T2D and stage 5 CKD.
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