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The effects of canagliflozin for treatment of type 2 diabetes mellitus:a Meta analysis
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[ Abstract |

Methods

Objective To evaluate the effect and safety of Canagliflozin for treatment of type 2 diabetes mellitus (T2DM).
Eight databases were computer retrievaled, including Pubmed, Embase, medline, Cochrane Library, CNKI, WanFang,
VIP and CBM. The quality of randomized controlled trials (RCTs) was assessed according to the methods of Cochrane systematic
review. Meta analysis was performed by Rev man 5. 2 software. Results Eight RCTs involving 4 503 patients were collected. The
result of Meta analysis showed that ,compared with placebo,Canagliflozin had higher reduction in HbAlc[WMD = —0. 74, 95%CI
(—0.84, —0.64),P<<0.01], FPGIWMD = —31.03,95%CI(—32.06,—25.50), P<C0.01] and body weight [WMD = —2. 43,
95% CI(—2.77, —2.08),P<C0.01]. In aspect of safety,compared with placebo,Canagliflozin had the higher risk of overall adverse
events{ RR=1.16,95%CI(1.02,1.32),P=0. 02] and similar risk of Hypoglycaemia [RR=1. 35, 95%CI(0. 68,2.71),P=0. 39]
. Conclusion Treatment with canagliflozin can effectively reduce the HbAlc levels as well as FPG levels and body weight in pa-
tients with T2DM. The risk of all adverse events is higher with canagliflozin, and the risk of hypoglycemia is lower.
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