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[Abstract] Objective To evaluate the efficacy and safety of empagliflozin plus metformin (MET) in the
treatment of type 2 diabetes mellitus (T2DM). Methods Databases,including Pubmed, Embase, Medline, Co-
chrane Library, CNKI, Wanfang data and VIP, were searched to collect randomized controlled trials (RCTs) a-
bout efficacy and safety of empagliflozin and MET combination therapy in T2DM. The reviewers assessed the
quality of literatures according to the Cochrane Handbook,and the meta analysis was conducted by using Rev-
Man5. 2 software. Results A total of 7 RCT studies involving 4 151 patients were included. Compared with
the placebo group (patients with T2DM were treated with placebo), the level of HbAlc [ MD= — 0. 62,
95%CI(—0.67,—0.56),P<C0.01],level of FPG [MD=—1.48,95%CI(—1.66,—1.31),P<0.01],body
weight [MD= —1.83,95% CI(—2. 02, — 1. 64), P<C0. 01 | were significantly decreased in patients with
T2DM received empagliflozin and MET combination therapy (empagliflozin group). Compared with the posi-
tive drug group (patients with T2DM were treated with combination therapy of MET and other oral antihy-
perglycemic drugs) ., empagliflozin and MET combination therapy was more effective in improving HbAlc
[MD=—0.22,95%CI(—0.40,—0.04),P=0.02],FPG [MD=—1.43,95%CI(—2.18,—0. 68),P=0. 000 2]
and body weight [MD= —3.07,95%CI(—3.77,—2.37),P<C0. 01]. In the aspect of safety,compared the

empagliflozin group to the placebo group or the positive drug group,no significant difference was found in the
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incidence ratesof overall adverse events, urinary tract infection, nervous system disorders and adverse events

leading to withdraw of therapy (P>>0.05). The risk of genital infection in the empagliflozin group was higher

than that in the positive drug group, while the risk of cardiovascular disease in the empagliflozin group was

lower than that in the positive drug group,there were statistically significant differences (P<C0. 01). The inci-

dence rate of hypoglycemia in the empagliflozin group was similar to that in the placebo group and positive
drug group [RR=1.28,95% CI (0. 93,1. 76), P=0. 13; RR=0. 55,95% CI (0. 18, 1. 65), P =0. 28 .
Conclusion Empagliflozin and MET combination therapy is safe and effective for the treatment of T2DM.
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ROSENSTOCK 471 2013 MET+EMPA 10 mg 71 59.049.0 7.940.7 9.6142.0 8794144  3L4+40 16 AEER 119 AL 12 /
MET+EMPA 25 mg 70 59.0%8.1 8.1+0.8 10.04+2.7 90.5416.9 3L.5+4.8
MET-+PBO 71 60.0%8.5 8.0+0.7 9.67+2.2 87.7+15.7 3L.5+4.5
HARING 25[8] 2014 MET+EMPA 10 mg 225 57.0%9.2 8.07+0. 81 8.38E1.82 77.1+18.3 28.345.4 12N 148 PSS 24 TR
MET+EMPA 25 mg 216 57.4%9.3 8.100. 83 8.69£1.87 77.5+18.8 28.3%£5.5
MET-+PBO 225 56.91+9.2 8.15+0.83 8.42+1.99 76.2416.9 27.94+4.9
HARING %5091 2013 MET+EMPA 10 mg 217 55.5+9.9 7.9440.79 8.58+1.96 81.6+18.5 20.145.5 12 KM 148 MFFEE 24 e
MET+EMPA 25 mg 213 55.6410.2 7.86+0. 87 8.29+1.70 82.2+19.3 29.7+5.7
MET-+PBO 207 56.0%9.7 7.90+0. 88 8.661.80 79.7+18.6 28.7+5.2
KOVACES %0101 2014 MET-+EMPAIO mg 165 57.949.4 7.937+0.71 8.71£1.58 68.14+14.6 25,344 19 ANEZEM) 243 DFIES 24 HAg SR
MET+EMPA 25 mg 168 57.249.7 7.9340.78 8.67+1.66 68.3+14.1 25.1+3.8
MET-+PBO 165 58.748.7 7.94+0.74 8.68+1.61 69.0+12.2 25.6+3.4
RIDDERSTRALE gl 2014 MET+EMPA 25 mg 765 56.2+10.3 7.92+0.81 8.32E1.77 82.5+19.2 30.0%5.3 23 ANEFH) 182 DFFEA 104 /
MET+Glimepiride 1-4 mg 780 55.7410.4 7.92+0. 86 8.32£1.98 83.0£19.2 30.345.3
DEFRONZO %12] 2015 MET+EMPAIO mg 135 56.14-10.5 8.02+0.83 8.98+1.93 85.7+18.4 30.9E5.4 22 AMEZEM 197 MTE S 24 /
MET+EMPA 25 mg 134 55.5410.0  8.0040.93 8.88+2.1 87.7+17.6 31.8+5.3
MET Linagliptin 5 mg 128 56.2410.0  8.0240. 90 8.68+1.02 85.0+18.3 30.6+5.4
FERRANNINI %[13] 2013 MET-+EMPAIO mg 166 58.47+8.3 7.88+0.74 9.7742.09 89.6+15.0 30.2H4.6 21 ANEZEM) 137 Mg s 78 /
MET-+EMPA 25 mg 166  59.9+7.8 7.9140.78 9.9142.17 89.5416.2 30.3+5.1
MET+Sitagliptin 100 mg 56 58.3410.5 8.03+8.09 9.97+2.38 88.6+14.9 30.0+5.1
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