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ABSTRACT OBJECTIVE To evaluate the risk of hypoglycemia caused by sodium-glucose co-transporter protein 2 (SGLT-2)
inhibitors in type 2 diabetes (T2DM) patients. METHODS Retrieved from PubMed, Web of Science, Cochrane Library, CNKI,
VIP, Wanfang Data and CBM, randomized controlled trials (RCTs) about SGLT-2 inhibitors in the treatment of T2DM were
collected from the inception to Oct. 15th, 2022. After literature screening, data extraction and quality evaluation of included
literature with bias risk assessment tool recommended by the Cochrane system evaluator handbook 5.1.0, Stata 15.1 software was
used for network meta-analysis and publication bias analysis. RESULTS A total of 22 RCTs were included, with a total of 18 734
patients. The results of meta-analysis showed that compared with ertugliflozin 15 mg [RR=3.26, 95%CI (1.13, 8.11), P<<0.05]
and ertugliflozin 25 mg [RR=3.08, 95%CI (1.12, 6.34), P<<0.05], the incidence of hypoglycemia was significantly increased in
patients using canagliflozin 300 mg. Compared with ertuglifiozin 15 mg [RR=1.48, 95%CI (1.24, 6.93) , P<<0.05] and
ertugliflozin 25 mg [RR=6.74, 95%CI (1.33, 9.34) , P<C0.05], the incidence of hypoglycemia in patients treated with
canagliflozin 100 mg was significantly increased. There was no statistically significant difference between other groups (P>0.05).
The ranking results of the network meta-analysis showed that the incidence of hypoglycemia was from low to high, ie. ertugliflozin
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When SGLT-2 inhibitors are used in patients with T2DM, the incidence of hypoglycemia is the lowest when using ertugliflozin 15

mg, and the incidence of hypoglycemia is the highest when using empagliflozin 5 mg.
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