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ABSTRACT
Metformin (MET), the most commonly used insulin sensitizer, is the reference off-label drug for the treat-
ment of polycystic ovary syndrome (PCOS), worldwide. However, its use may be limited mainly by gastro-
intestinal adverse effects. Myo-inositol (MI), a well-recognized food supplement, also represents an
evidence-based treatment for PCOS women, popular in many countries. Our aim is to provide a system-
atic review of the literature and a meta-analysis which compares these two treatments, for their short-
term efficacy and safety in PCOS patients. Systematic review and meta-analysis of randomized clinical tri-
als (RCTs). RCTs were identified from 1994 through 2017 using MEDLINE, Cochrane Library, PubMed, and
ResearchGate. Included studies were limited to those one directly comparing MET to MI on several hor-
mones changes. Standardized mean difference (SMD) or risk ratios (RRs) with 95% CIs were calculated.
Changes in fasting insulin was the main outcome of measure. Six trials with a total of 355 patients were
included. At the end of treatment, no difference between MET and MI was found on fasting insulin
(SMD¼ 0.08 mU/ml, 95% CI: �0.31–0.46, p¼ .697), HOMA index (SMD ¼ 0.17, 95% CI: �0.53–0.88,
p¼ .635), testosterone (SMD¼ �0.01, 95% CI: �0.24–0.21, p¼ .922), SHBG levels (SMD¼ �0.50 nmol/l,
95% CI: �1.39–0.38, p¼ .263) and body mass index (BMI) (SMD¼ �0.22, 95% CI: �0.60–0.16, p¼ .265).
There was strong evidence of an increased risk of adverse events among women receiving MET com-
pared to those receiving MI (RR ¼ 5.17, 95% CI: 2.91–9.17, p< .001). No differences were found in the
effect of MET and MI on short-term hormone changes. The better tolerability of MI makes it more accept-
able for the recovery of androgenic and metabolic profile in PCOS women.
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Introduction

Polycystic ovary syndrome (PCOS) is a heterogeneous disorder
presenting with several complaints including ovarian dysfunc-
tion, hyperandrogenism, menstrual irregularity, insulin resistance
(IR), and obesity [1]. Hyperinsulinemia is one of the main fac-
tors in PCOS causing hyperandrogenism [2], as it directly indu-
ces both ovarian and adrenal androgen release and, increasing
glucose concentrations, restrains liver sex hormone binding
globulin (SHBG) synthesis, as well as production of insulin-like
growth factor binding protein 1 (IGFBP-1). The increased andro-
gen signaling causes premature follicular atresia and anovulation
[1, 3]. IR and reactive hyperinsulinemia are further stimulated by
adipose tissue, being enhanced in obese patients [4].

Due to the pathophysiological link between IR and PCOS aber-
rations, insulin sensitizers have been used to counteract the above
described clinical and metabolic signs. Metformin (MET) is the
most common insulin sensitizer, used over the past 50 years for
type 2 diabetes in many countries [5], as well as an off-label drug in
nondiabetic women with PCOS. Existing evidence shows that MET
may have metabolic and reproductive benefits, including weight
reduction, decreasing IR, and androgen levels, besides restoration
of normal menstrual cyclicity and ovulation [6, 7]. However, its use
may be limited by significant side effects such as nausea, vomiting,
and gastrointestinal discomfort [8]. The poor compliance observed

with MET motivated clinicians worldwide to find novel approaches
for PCOS.

Myo-inositol (MI), a naturally-occurring compound, has been
investigated in the last decade because of its insulin-sensitizing
effects [9]. Accordingly, several clinical trials have been carried
out for the evaluation of the efficacy of MI in the treatment of
metabolic and reproductive complaints of PCOS women [10, 11],
also in view of its safety profile [12].

More recently, different authors performed head to head
comparisons of MET and MI. For this reason, we have decided to
systematically review those randomized studies and to perform a
meta-analysis in order to compare these two treatments, MET and
MI, for their short-term efficacy and safety in PCOS patients.

Materials and methods

Search strategy and data extraction

A systematic review of studies that compared MET to MI treatment
in patients with PCOS was carried out. The database of MEDLINE,
the Cochrane Library, PubMed, ResearchGate, and bibliographies
were searched with the following medical subject headings
(MeSH): ‘Myo-inositol,’ ‘Metformin,’ ‘PCOS,’ ‘randomized clinical
trials (RCTs).’ No language restriction was imposed. The search
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included literature published until December 2017. Article titles
and abstracts were first reviewed and then the full-texts were
obtained to assess study eligibility. Two review authors (F.F. and
V.U.) independently evaluated and classified studies for inclusion
and trial quality and extracted data. Any disagreement among
reviewers was resolved by discussion.

The meta-analysis was performed according to the Cochrane
Collaboration recommendations [13]. The analysis of results was
reported according to the preferred reporting items for systematic
reviews and meta-analyses (PRISMA) statement [14]. The charac-
teristics of each study were extracted from the article full-text
including: study’s first author and year of publication, Country
where the study was performed, study design, number (N�) of sub-
jects, inclusion and exclusion criteria, lifestyle change, intervention,
and duration of treatment expressed in weeks. Data [means± standard
deviation (SD) or± standard error of the mean (SEM)] for each
outcome pre- and post-treatment were extracted and, if required,
converted accordingly for homogeneity. Missing outcome data in the
original article were asked directly to the authors.

Including and excluding criteria

Studies were included in the analysis if they met the following condi-
tions: (a) designed as RCT; (b) use of MET versus MI; (c) population
is represented by patients with PCOS diagnosed according Rotterdam
Criteria [15] or Androgen Excess Society (AES) Guidelines [16]; (d)

outcomes include at least one among the following, fasting insulin,
homeostasis model assessment (HOMA) index, testosterone, andro-
stenedione, SHBG, body mass index (BMI); and (f) side effects related
to treatments are described. Studies were excluded if: (a) selected treat-
ments were combined with other drugs or supplements (excluding
folic acid), (b) duplicate publications, and duplicates on different data-
base, (c) review papers, and (d) animal or cell culture studies.

Quality assessment

For the risk of bias the Cochrane recommendations were followed,
considering random sequence generation, allocation concealment,
blinding of participants and personnel, blinding of outcome assess-
ment, incomplete outcome data, and selective outcome reporting
[13]. Categories were assessed as low, unclear or high risk of bias
and summarized in a table with a plus, question mark or minus,
respectively. A debate over the risk of bias was undertaken for the
studies in order to find unanimity between the review authors.

Statistical analysis

The effect size was measured as the standardized mean difference
(SMD) obtained as Hedges’ adjusted g, for continuous outcomes
and the risk ratios (RRs) with 95% confidence intervals (CIs)
for the dichotomous outcome. The heterogeneity among the

Figure 1. Preferred reporting items for systematic reviews and meta-analyses (PRISMA) flow diagram of study selection and inclusion [14].
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included studies was tested using the Cochran’s Q test and the I2

statistic, with a p value=.10. A fixed-effect model
(Mantel–Haenszel method) [17] and a random-effects model
(Der Simonian–Laird method) [18] were used to obtain the
pooled estimates as appropriate. No differences of baseline values
between the two groups were found. Comparison among studies
was carried out on parameter values post-treatments. Forest plots
showed the results of the analyses performed. Meta-analysis was
evaluated by use of Stata Statistical Software: Release 12 (College
Station, TX: StataCorp LP). Results were considered statistically
significant when the two-sided p value< .05.

Results

Description of the studies

Literature search yielded a total of 109 studies. After removing of
duplicates, 83 articles remained and were reviewed by the titles
and abstracts. A total of 12 full-texts had been carefully evaluated

for eligibility and 6 left for the quality assessment (Figure 1).
One study was excluded because it has a retrospective design
[19] and another one was an observational non-RCT [20]. In
one study, differences of baseline values between the two groups
were found, particularly reporting mistaken results in the insulin
parameter. The corresponding author was required twice to
explain, but a reply was never received and study was then
excluded [21]. Three further studies were excluded because they
reported outcomes not considered in this meta-analysis [22–24].
The characteristics of the included studies are summarized in
Table 1. The six RCTs were published between 2013 and 2017
and originated from three countries, i.e. India [25, 26], Iran [27],
and Italy [28–30] (Table 1). A total of 355 patients had been
randomized into treatment with MET (n ¼ 178) or MI
(n ¼ 177). The specific doses for MET (ranging between 1.5 and
2 g/d and MI (ranging between 2 and 4 g/d used are reported in
Table 1. Their mean age was 25.4 ± 4.1 years in MET group and
25.7 ± 4.2 years in MI group. Treatments duration ranged
between 12 and 24 weeks. All studies but one [26] reported BMI.

Table 1. Characteristics of the included studies.

Study’s first
author Country

Study
design

N� of subjects
(Mean BMI) Inclusion criteria Exclusion criteria

Life style
change Intervention

Duration
(weeks)

[26] India RCT (N� ¼ 71)
MI: 35
MET: 36

Age: 15–45 years
PCOS according to
AES/2006 criteria,
hyperandrogenism,
oligo or
anovulation, PCOM

Pregnancy/nursing,
neoplastic disease,
Cushing’s disease,
Hypo- hyperthyroidism,
Hyperprolactinemia.
Active liver disease,
renal impairment, type
1/2 diabetes mellitus,
antidiabetic/estrogen/
progesterone, any
treatment taken in last
3 months, Smokers/
alcoholic subjects

N MI 2 g/d
vs.
MET 1.5 g/d

12

[25] India RCT (N� ¼ 100)
MI: 50 (24.1)
MET: 50 (23.2)

Age: 15–40 years
PCOS according to
Rotterdam’s criteria

Undergoing other drug
treatment for PCOS
(like oral contraceptive
pills); Deranged kidney
or liver function tests;
Thyroid disorders;
Known hypersensitivity
to MI

N MI 2 g/d
vs.
MET 2g/d

24

[27] Iran RCT (N� ¼ 60)
MI: 30 (25.8)
MET: 30 (27.1)

Age: 18–40 years
PCOS according to
Rotterdam’s criteria

Pregnancy during
intervention, adrenal
hyperplasia, androgen-
secreting tumors,
hyperprolactinemia,
thyroid dysfunction,
diabetes impaired
glucose tolerance

N MI 4 g/d
vs.
MET 1.5 g/d

12

[30] Italy RCT (N� ¼ 34)
MI: 17 (31.5)
MET: 17
(29.7)

PCOS according to
Rotterdam’s criteria

Adrenal enzyme defect,
neoplasm, pregnancy/
nursing, Liver/renal
impairment,
cardiovascular disease,
and other hormonal
dysfunctions

N MI 2 g/d
vs.
MET 1.7 g/d

24

[28] Italy RCT (N� ¼ 50)
MI: 25 (27.3)
MET: 25 (28.4)

Age: 18–28 years
PCOS according to
Rotterdam’s criteria,
oligomenorrhea
hyperandrogenism

Hyperprolactinemia,
Cushing’s syndrome,
androgen-secreting
tumors, hypo-
hyperthyroidism,
congenital adrenal
hyperplasia

N MI 4 g/d
vs.
MET 1.5 g/d

24

[29] Italy RCT (N� ¼ 40)
MI: 20 (28.2)
MET: 20 (28.8)

Age: 24–32 years,
PCOS according to
Rotterdam’s criteria, IR

Other endocrinopathies N MI 3 g/d
vs.
MET 1.7 g/d

24

RCT: randomized controlled trial; BMI: body mass index; MI: myo-inositol; MET: metformin; Y: yes; N: no; AES: androgen excess society; PCOM: polycystic ovarian
morphology; IR: insulin resistance
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The mean BMI of the subjects treated falls into the overweight
range (> 25) (Table 1) for all trials considered with the excep-
tion of a study including normal-weight subjects [25]. No study
reported the contemporary prescription of lifestyle changes. Data
of the selected outcomes were provided in most of the studies.
Insulin was reported in 4/6 articles, HOMA index in 4/6, testos-
terone in 5/6, androstenedione in 2/6, SHBG in 3/6, BMI in 5/6,
and side effects in 4/6 articles.

Quality assessment

Overall, the risk of all types of bias in the RCTs was mainly low
to unclear (Figure 2). All the studies clearly reported the random
sequence generation. Only two reported the allocation conceal-
ment, while in two other studies it was not specified, leaving risk
of bias unclear. The most evident risk of bias was the lack of
blinding procedures. All RCTs had no adequate description of
blinding of outcome assessment thus having an unclear risk of
bias. The doses of the two treatments groups (MET and MI) are
variables between different trials. Outcomes were well reported
in most of the studies.

Meta-analysis

In the six selected studies, a total of 178 women received MET
and 177 women received MI alone or combined with folic acid.
The random model showed no difference in fasting insulin
between women receiving MET and those receiving MI
(SMD=0.08 mU/ml, 95% CI: �0.31–0.46, p=.697) (Figure 3(A)).
A moderate heterogeneity among studies was found (Q ¼ 6.99,
df= 3, I2 =57.1%, p=.072).

No evidence of a difference in the effect on HOMA was
found between the MET and MI group (SMD =0.17, 95% CI:
�0.53–0.88, p=.635). For this outcome, considerable heterogen-
eity across studies was found (Q ¼ 22.62, df =3, I2 =86.7%,
p< .001) (Figure 3(B)). On the contrary, five trials reporting the
effect of MET and MI on serum testosterone revealed no hetero-
geneity across studies (Q ¼ 5.69, df =4, I2 =29.8%, p=.223).
There were no differences in the changes of testosterone concen-
trations between MET and MI treatments (SMD=�0.01, 95% CI:
�0.24–0.21, p=.922) (Figure 3(C)). As well, for the androstene-
dione outcome, heterogeneity across studies was not found
(Q ¼ 0.15, df =1, I2 =0.0%, p=.701). No differences were
observed between treatments on androstenedione concentrations

Figure 2. Assessment of risk of bias for included studies. Upper part: Risk of bias summary for each RCT assessed according to the methods recommended by the
Cochrane Collaboration. In green: positive sign, low risk of bias; in red: negative sign, high risk of bias; in yellow: question mark, unclear risk of bias; Risk of bias graph
about each risk of bias item illustrated as percentage across all selected RCTs.
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(SMD =0.04, 95% CI: �0.41–0.50, p=.853) (Figure 3(E)). The
random effects model showed no difference between MET and
MI effect on SHBG levels (SMD=�0.50 nmol/l, 95% CI:
�1.39–0.38, p=.263). Considerable heterogeneity was observed

(Q ¼ 12.03, df =2, I2 =83.4%, p=.002) (Figure 3(D)). No evi-
dence of a difference in the effect on BMI was found between
the MET and MI group (SMD=�0.22, 95% CI: �0.60–0.16,
p=.265). Substantial heterogeneity across studies was found

Figure 3. Forest plots of comparison metformin (MET) vs. myo-inositol (MI) on fasting insulin (A), HOMA index (B), testosterone (C), androstenedione (D), SHBG (E),
BMI (F), and side effects (G).
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(Q ¼ 9.82, df =4, I2 =59.3%, p=.044) (Figure 3(E)). There was a
high risk of side effects among women who received MET com-
pared to those administered with MI (RR =5.17, 95% CI:
2.91–9.17, p< .001); women in MET group were almost five

times more likely to have side effects than those in MI group.
No heterogeneity among studies was found (Q ¼ 2.28, df =3,
I2 =0.0%, p=.517) (Figure 3(F)). Most reported side effects with
MET were nausea, diarrhea, in some cases also of severe entity,

Figure 3. Continued.
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abdominal pain, lactic acidosis, and generalized weakness [25,
28–30], while with MI were nausea, mild diarrhea, and menor-
rhagia [25, 29].

Discussion

These meta-analyses demonstrate that in PCOS patients there is
no difference in the short-term effect of MET versus MI as far as
fasting insulin, HOMA index, testosterone, androstenedione,
SHBG, and BMI are concerned. However, a statistically signifi-
cant heterogeneity among studies was found for HOMA, SHBG,
BMI changes. The main difference observed was the absence of
adverse reactions in patients treated with MI compared to those
reported in women treated with MET. This seems remarkable as
a natural molecule such as MI can be used effectively as treat-
ment for PCOS women, while assuring a great patients’ compli-
ance. Avoiding discontinuation of the treatment, due to any
intolerable side effect, is quite recommendable as this disorder is
associated with severe consequences such as infertility [31, 32].

MET is a complex drug with multiple sites of action and mul-
tiple molecular mechanisms. It acts directly or indirectly on the
liver to lower glucose production and on the gut to increase glu-
cose utilization and glucagon-like peptide 1 production and alter
the microbiome. At the molecular level, MET inhibits the mito-
chondrial respiratory chain in the liver, enhancing insulin sensi-
tivity with effects on fat metabolism and reducing the expression
of gluconeogenic enzymes [33].

MET has proven to reduce glucose absorption and hepatic
glucose synthesis and increase insulin sensitivity by increasing
peripheral glucose uptake with no significant direct effect on
pancreatic insulin production [7, 34, 35]. It has long been
studied alone or in combination with other agents to restore
ovulation [36]. MET has also been shown to reduce the risk for
hyperstimulation during in vitro fertilization, but insufficient evi-
dence reporting an increased live-birth rate [37, 38]. However,
according to the new guidelines [39], MET alone offers little
advantage and therefore, is not recommended as a first-line
agent for correcting infertility in patients with PCOS. Moreover,
a review of RCTs about MET treatment in PCOS could not con-
firm any weight-reducing effect [36].

MI is one of the nine stereoisomers of inositol, a physiological
compound belonging to the sugar family, contained in foods
such as legumes, nuts, fruits, whole grains. Furthermore, it is

synthesized endogenously from glucose 6-phosphate [40, 41],
and it is found at the level of cell membranes in the form of
phosphatidylinositol, bound to membrane phospholipids. MI is
the most abundant form among inositol(s) family, accounting for
about 99% of the intracellular inositol in ovaries and testis [42,
43]. Its effect starts when it is incorporated into cell membranes
as phosphatidyl-MI, the precursor of inositol triphosphate that
acts as second messenger regulating the activities of several hor-
mones such as thyroid-stimulating hormone, stimulating follicle
hormone, and insulin, improving their signals [44, 45]. MI has
been shown to improve insulin sensitivity and oocyte quality, to
reduce hyperandrogenism and regulate menstrual cycles ovula-
tion and hirsutism [10, 46].

This meta-analysis clearly shows that MI is associated with a
lower risk of adverse events in comparison to MET: for this rea-
son its use could be safer or possible also in association with
lower levels of MET in subjects that do not tolerate higher MET
therapeutic dose.

Much more studies are available on MET respect with MI,
the former being used since a longer period of time. Indeed, in
subjects at risk for developing diabetes including PCOS women,
MET administration was associated with an improvement of
lipid profile and IR while reducing new onset diabetes, respect
with placebo or no treatment [47]. On the contrary, the long-
term effects of MI on the above health-related parameters are
still unknown, in particular its long-term effect on the onset of
type II diabetes and cardiovascular diseases in users.

Strength and weaknesses

To our knowledge, this is the first meta-analysis providing quan-
titative estimates of the comparison of MET versus MI treatment
in PCOS women. A comprehensive search was carried out to
avoid missing any relevant information. Subjects included in the
studies were from different ethnic groups allowing the findings
to have a wide transferability. Only RCTs were included to
remove potential bias although all the studies lack of blinding.
However, a double-blind design was objectively difficult because
of the diverse pharmaceutical presentation of treatments (sachet
versus pill) and poor reliability due to different adverse reactions
associated with treatments.

Another weakness was that every single outcome was not
reported in every study. Moreover, in some case the main

Figure 3. Continued.
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outcome, we choose was not the primary outcome in the pri-
mary study.

The specific doses of treatments (MET versus MI) are variable
between different trials and this issue could be a source of het-
erogeneity, especially for the dose of MI that has the big-
gest range.

The BMI of the included trials ranges between normal and
over weight: the relationship between the efficacy of these treat-
ments and the specific BMI of subjects treated has to be eval-
uated in future studies.

The short-term length of follow up of all the studies included
(between 12 and 24 weeks) is another important limitation of
this meta-analysis: RCTs with a longer follow up must be per-
formed in order to confirm these short-term comparable effects.

Conclusion

This meta-analysis demonstrates no differences in the effect of
MET and MI on short-term hormone changes in subjects with
PCOS. The better tolerability of MI makes it more acceptable for
the recovery of androgen and metabolic profile in PCOS women.

Acknowledgements

No particular acknowledgments for this systematic review article.

Disclosure statement

F.F. and G.G. declare that they have no conflict of interest and have
received no payment in preparation of their manuscript. B.O. is
employee at LO.LI. Pharma, Rome, Italy. V.U. is employee at LO.LI.
Pharma, Rome, Italy.

References

[1] Revised 2003 consensus on diagnostic criteria and long-term health
risks related to polycystic ovary syndrome (PCOS). Hum Reprod.
2004;19:41–47.

[2] Goodarzi MO, Korenman SG. The importance of insulin resistance in
polycystic ovary syndrome. Fertil Steril. 2003;80:255–258.

[3] Franks S, Stark J, Hardy K. Follicle dynamics and anovulation in
polycystic ovary syndrome. Hum Reprod Update. 2008;14:367–378.

[4] Kahn BB, Flier JS. Obesity and insulin resistance. J Clin Invest. 2000;
106:473–481.

[5] Kirpichnikov D, McFarlane SI, Sowers JR. Metformin: an update.
Ann Intern Med. 2002;137:25–33.

[6] Bargiota A, Diamanti-Kandarakis E. The effects of old, new and
emerging medicines on metabolic aberrations in PCOS. Ther Adv
Endocrinol Endocrinol. 2012;3:27–47.

[7] Palomba S, Falbo A, Zullo F, et al. Evidence-based and potential ben-
efits of metformin in the polycystic ovary syndrome: a comprehensive
review. Endocr Rev. 2009;30:1–50.

[8] Fulghesu AM, Romualdi D, Di Florio C, et al. Is there a dose–res-
ponse relationship of metformin treatment in patients with polycystic
ovary syndrome? Results from a multicentric study. Hum Reprod.
2012;27:3057–3066.

[9] Croze ML, Soulage CO. Potential role and therapeutic interests of
myo-inositol in metabolic diseases. Biochimie. 2013;95:1811–1827.

[10] Unfer V, Facchinetti F, Orru B, et al. Myo-inositol effects in women
with PCOS: a meta-analysis of randomized controlled trials. Endocr
Connect. 2017;6:647–658.

[11] Unfer V, Nestler JE, Kamenov ZA, et al. Effects of inositol(s) in
women with PCOS: a systematic review of randomized controlled tri-
als. Int J Endocrinol. 2016;2016:1.

[12] Carlomagno G, Unfer V. Inositol safety: clinical evidences. Eur Rev
Med Pharmacol Sci. 2011;15:931–936.

[13] Higgins JP, Altman DG, Gotzsche PC, et al. The Cochrane collabo-
ration’s tool for assessing risk of bias in randomised trials. BMJ.
2011;343:d5928.

[14] Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. PLoS
Med. 2009;6:e1000097.

[15] The Rotterdam EAsPcwg. Revised 2003 consensus on diagnostic crite-
ria and long-term health risks related to polycystic ovary syndrome
(PCOS). Hum Reprod. 2004;19:41–47.

[16] Azziz R, Carmina E, Dewailly D, et al. Positions statement: criteria
for defining polycystic ovary syndrome as a predominantly hyperan-
drogenic syndrome: an androgen excess society guideline. J Clin
Endocrinol Metab. 2006;91:4237–4245.

[17] Mantel N, Haenszel W. Statistical aspects of the analysis of data from
retrospective studies of disease. J Natl Cancer Inst. 1959;22:719–748.

[18] DerSimonian R, Laird N. Meta-analysis in clinical trials. Control Clin
Trials. 1986;7:177–188.

[19] Nas K, Tuu L. A comparative study between myo-inositol and met-
formin in the treatment of insulin-resistant women. Eur Rev Med
Pharmacol Sci. 2017;21:77–82.

[20] Awalekar JC, Awalekar C, Jadhav VM, et al. Effect of metformin &
myoinositol & life style modification in patients of polycystic ovarian
disease (PCOD). Int J Biomed Res. 2015;6:698–704.

[21] Chirania K, Misra S, Behera S. A randomised clinical trial comparing
myoinositol and metformin in PCOS. Int J Reprod Contracept Obstet
Gynecol. 2017;6:1814–1820.

[22] Abdel Hamid AMS, Ismail Madkour WA, Borg TF. Inositol versus
metformin administration in polycystic ovary syndrome patients: a
case–control study. J Evidence Base Women’s Health J Soc. 2015;5:
93–98.

[23] Piomboni P, Focarelli R, Capaldo A, et al. Protein modification as
oxidative stress marker in follicular fluid from women with polycystic
ovary syndrome: the effect of inositol and metformin. J Assist Reprod
Genet. 2014;31:1269–1276.

[24] Raffone E, Rizzo P, Benedetto V. Insulin sensitiser agents alone and
in co-treatment with r-FSH for ovulation induction in PCOS women.
Gynecol Endocrinol. 2010;26:275–280.

[25] Angik R, Jajoo SS, Hariharan C, et al. A comparative study of meta-
bolic and hormonal effects of myoinositol vs. metformin in women
with polycystic ovary syndrome: a randomised controlled trial. Int J
Reprod Contracept Obstet Gynecol. 2015;4(1):189–194.

[26] Nehra J, Kaushal J, Singhal SR, et al. A comparative study of myo
inositol versus metformin on biochemical profile in polycystic ovarian
syndrome in women. Int J Pharm Sci Res. 2017;8:1664.

[27] Jamilian M, Farhat P, Foroozanfard F, et al. Comparison of myo-
inositol and metformin on clinical, metabolic and genetic parameters
in polycystic ovary syndrome: a randomized controlled clinical trial.
Clin Endocrinol. 2017;87:194–200.

[28] Fruzzetti F, Perini D, Russo M, et al. Comparison of two insulin sen-
sitizers, metformin and myo-inositol, in women with polycystic ovary
syndrome (PCOS). Gynecol Endocrinol. 2017;33:39–42.

[29] De Leo V, Musacchio MC, Cappelli V, et al. A combined treatment
with myo-inositol and monacolin k improve the androgen and lipid
profiles of insulin-resistant pcos patients. J Metabolic Synd. 2013;2:
127.

[30] Tagliaferri V, Romualdi D, Immediata V, et al. Metformin vs myoi-
nositol: which is better in obese polycystic ovary syndrome patients?
A randomized controlled crossover study. Clin Endocrinol. 2017;86:
725–730.

[31] Hudecova M, Jan H, Christian B, et al. Long-term reproductive and
metabolic consequences of PCOS. Curr Diabetes Rev. 2012;8:444–451.

[32] Palomba S, Santagni S, Falbo A, et al. Complications and challenges
associated with polycystic ovary syndrome: current perspectives. Int J
Women’s Health. 2015;7:745–763.

[33] Rena G, Hardie DG, Pearson ER. The mechanisms of action of met-
formin. Diabetologia. 2017;60:1577–1585.

[34] Baillargeon JP, Iuorno MJ, Nestler JE. Insulin sensitizers for polycys-
tic ovary syndrome. Clin Obstet Gynecol. 2003;46:325–340.

[35] Glueck CJ, Goldenberg N, Streicher P, et al. Metformin and gesta-
tional diabetes. Curr Diab Rep. 2003;3:303–312.

[36] Lord JM, Flight IHK, Norman RJ, et al. Metformin in polycystic
ovary syndrome: systematic review and meta-analysis. Br Med J.
2003;327:951.

[37] Johnson NP, Stewart AW, Falkiner J, et al. PCOSMIC: a multi-centre
randomized trial in women with poly cystic ovary syndrome evaluat-
ing metformin for infertility with clomiphene. Hum Reprod. 2010;25:
1675–1683.

8 F. FACCHINETTI ET AL.



[38] Smith V, Osianlis T, Vollenhoven B. Prevention of ovarian hypersti-
mulation syndrome: a review. Obstet Gynecol Int. 2015;2015:514159.

[39] Practice Committee of the American Society of Reproductive
Medicine. Role of metformin for ovulation induction in infertile
patients with polycystic ovary syndrome (PCOS): a guideline. Fertil
Steril. 2017;108:426–441.

[40] Bizzarri M, Fuso A, Dinicola S, et al. Pharmacodynamics and
pharmacokinetics of inositol(s) in health and disease. Exp Opin Drug
Metab Toxicol. 2016;12:1181–1196.

[41] Thomas MP, Mills SJ, Potter BV. The “other” inositols and their
phosphates: synthesis, biology, and medicine (with recent advances
in myo-inositol chemistry). Angew Chem Int Ed. 2016;55:
1614–1650.

[42] Unfer V, Carlomagno G, Papaleo E, et al. Hyperinsulinemia alters
myoinositol to d-chiroinositol ratio in the follicular fluid of patients
with PCOS. Reprod Sci. 2014;21:854–858.

[43] Unfer V, Orru B, Monastra G. Inositols: from physiology to rational
therapy in gynecological clinical practice. Exp Opin Drug Metab
Toxicol. 2016;12:1129–1131.

[44] Di Paolo G, De Camilli P. Phosphoinositides in cell regulation and
membrane dynamics. Nature. 2006;443:651–657.

[45] Thomas RM, Nechamen CA, Mazurkiewicz JE, et al. The adapter
protein APPL1 links FSH receptor to inositol 1,4,5-trisphosphate pro-
duction and is implicated in intracellular Ca(2þ) mobilization.
Endocrinology. 2011;152:1691–1701.

[46] Facchinetti F, Bizzarri M, Benvenga S, et al. Results from the inter-
national consensus conference on myo-inositol and d-chiro-inositol
in obstetrics and gynecology: the link between metabolic syndrome
and PCOS. Eur J Obstet Gynecol Reprod Biol. 2015;195:72–76.

[47] Salpeter SR, Buckley NS, Kahn JA, et al. Meta-analysis: metformin
treatment in persons at risk for diabetes mellitus. Am J Med. 2008;
121:149–157.e2.

GYNECOLOGICAL ENDOCRINOLOGY 9


	Abstract
	Introduction
	Materials and methods
	Search strategy and data extraction
	Including and excluding criteria
	Quality assessment
	Statistical analysis

	Results
	Description of the studies
	Quality assessment
	Meta-analysis

	Discussion
	Strength and weaknesses

	Conclusion
	Acknowledgements
	Disclosure statement
	References




