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ABSTRACT: 

Background: Recently, large randomized controlled trials have been proven 

metformin and glibenclamide to be as effective as insulin in treatment of gestational 

diabetes mellitus (GDM). However, till now, it is not well known which one of these 

two most commonly used oral antidiabetic agents is superior for treating GDM. 

Patients and Methods: This was a prospective, randomized, and multicenter trial 

that included 160 patients with GDM not controlled by medical nutritional therapy. 

Women were randomized to receive either metformin or glibenclamide. 80 women 

received metformin and 80 received glibenclamide. The outcome measures included 

maternal outcomes that included glycemic control, pregnancy induced hypertension, 

preterm labor, intrauterine fetal death, drug side effects, mode of delivery and 

neonatal outcomes that included Apgar score < 7 at 5 minutes, macrosomia, 

hypoglycemia, need for phototherapy, respiratory distress syndrome, neonatal death 

and birth injury. Results: The difference in outcomes was related to a higher rate of 

neonatal hypoglycemia in the glibenclamide group, ten cases (11.2%) versus one 

cases (1.2%) in the metformin group (relative risk = 0.1, 95% CI = 0.01 to 0.76. P < 

0.01). other neonatal and maternal outcomes in both groups were not significantly 

different. Conclusion: Metformin could be superior to glibenclamide in treatment of 

GDM as it is associated with better neonatal outcomes. 
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INTRODUCTION: 

Gestational diabetes mellitus (GDM) is defined as glucose intolerance with 

onset or first diagnosis during pregnancy. Therefore, GDM includes both previously 

undetected type 1 or 2 diabetes mellitus and first presentation of diabetes during 

pregnancy. GDM (American Diabetes Association; 2013) affects 14% of 

pregnancies annually in USA, and approximately 90% of diabetes in pregnancy are of 

GDM type (Committee on Practice Bulletins—Obstetrics; 2013). The incidence of 

diabetes among reproductive-aged women is rising globally. Consequently, the 

prevalence of GDM has also risen over few last decades (Guariguata et al., 2014). 

GDM is one of the most common morbidities complicating pregnancy, with short- 

and long-term consequences to the mothers, fetuses, and newborns. GDM increases 

the risks of large for gestational age (LGA) births, macrosomia, shoulder dystocia, 

birth trauma, preterm labor, neonatal hypoglycemia, hyperbilirubinemia, neonatal 

jaundice, intrauterine growth restriction (IUGR) and intrauterine fetal death (IUFD) 

(Metzger et al., 2008 and Reece et al., 2009). Later in their lives, such infants are 

at risk for other morbidities such as neurodevelopmental delay, obesity, diabetes and 

premenopausal breast cancer (Hillier et al., 2007 and Slining Mofeed Fawzy 

2010). Maternal complications of GDM include increased risks of infections, 

polyhydramnios, caesarean delivery, induced labor, pregnancy induced hypertension 

such as gestational hypertension and preeclampsia (Ju et al., 2008). Preeclampsia 

in turn, is correlated with maternal cardiovascular morbidities in the future (Bellamy 

et al., 2007). Additionally, up to 50% of these patients will develop GDM in future 

pregnancies and/or type 2 DM later in life (Committee on Practice Bulletins—

Obstetrics; 2013). 

Historically, insulin has been the sole recommended treatment for GDM when 

dietary and lifestyle measures have failed. However, insulin therapy has many 

disadvantages such as multiple daily injections, which may reduce patient adherence 

and its high cost that may preclude treatment for some patients. Additionally insulin 
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use requires skilled handling, adequate storage and refrigeration facilities, which may 

be of significant issues especially in the developing countries (Jiang et al., 2015). 

Recently, randomized controlled trials supported the efficacy and short-term safety of 

glibenclamide and metformin in the treatment of GDM and reported no consistent 

data demonstrating an increase in any adverse maternal, fetal, or neonatal outcome 

(Oded Lange, 2015 and Rowan et al., 2008). The ease of administration, low cost, 

comparable efficacy, minimal adverse effects, ease in handling and improved 

adherence are advantages of these two pregnancy category B drugs (glibenclamide 

and metformin) in comparison to insulin (Ryu et al., 2014). These demonstrated 

advantages have led to a change in clinical practice. Several guideline bodies, 

including the American College of Obstetrics and Gynecology (Committee on 

Practice Bulletins—Obstetrics; 2013), the UK National Institute for Health and 

Care Excellence (NICE, National Collaborating Centre for Women’s and Children’s 

Health, 2008) and the Canadian Diabetes Association (Berger et al., 2013), all have 

endorsed the use of glibenclamide and metformin for treatment of GDM. NICE 

guidelines consider metformin and glibenclamide safe in pregnancy and lactation 

(Guideline Development Group, 2008). However, the American Food and Drug 

Organization (FDA) has not yet provided any specific recommendation for treating 

GDM with oral antidiabetic agents (OAAs) (Bharti et al., 2015). Currently, the use of 

these OAAs has been increasing, approximately 6% of providers treated pregnancies 

with glibenclamide till 2000, but this percentage rose to 64% by 2011 with emerging 

research and new recommendations. By 2007, glibenclamide has replaced insulin as 

the more common pharmacotherapy for GDM (Balsells et al., 2015 and Casey et 

al., 2015). 

Metformin was originally derived from an herbal folk remedy using the French 

lilac plant and was found in 1929 to lower blood glucose in rabbits. It did not become 

available in Europe until 1958 and did not receive FDA approval for type 2 diabetes 

treatment until 1994 (Amin et al., 2015). Metformin is a bigaunide that functions by 

lowering hepatic glucose output via inhibition of gluconeogenesis and enhancement 

of peripheral glucose uptake. It also decreases intestinal glucose absorption and 

increases insulin sensitivity. It is metabolized in the liver, excreted in the urine, and 
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has a half-life of 6.2 hours (Refuerzo, 2011). Glibenclamide is a second generation 

oral sulfonylurea hypoglycemic agent. It acts by increasing the release of insulin from 

the pancreatic beta cells, therefore for its action, some degree of pancreatic insulin-

releasing function is required. It is well-absorbed following oral administration and is 

metabolized by the liver (Refuerzo, 2011). 

The aim of this study was to compare the neonatal and maternal outcomes in 

women with GDM with moderate levels of hyperglycemia, not controlled with dietary 

and lifestyle measures and treated with glibenclamide or metformin since these two 

drugs are the most commonly OAAs used during pregnancy (George et al., 2015) 

but till now, it is not well known which one is superior for treating GDM. 

 

PATIENTS AND METHODS: 

1. Study Design   

This was a prospective, randomized, multicenter trial that conducted from March 

2014 to January 2017 at both Al-Hussein University and Azhar Assuit University 

Hospitals. Women attended to diabetic antenatal clinics who were diagnosed with 

GDM via a 100 gm glucose tolerance test according to the National Diabetes Data (i.e. 

when any of two values of fasting glucose ≥ 95 mg/dl, 1 h – ≥ 180 mg/dl, 2 h – ≥ 155 

mg/dl, and 3 h – ≥ 140 mg/dl were abnormal), and not controlled with medical 

nutrition therapy (MNT), were invited to participate in this study. Women who 

fulfilled our inclusion and exclusion criteria were randomized to receive either 

metformin (Glucophage, Merck, Egypt) or glibenclamide (Daonil, Sanofi-aventis, 

Egypt). Randomization was done performed sequentially labelled sealed, opaque 

envelopes that were arranged by a computer by a researcher blind to the nature of 

study.  

Inclusion criteria were, pregnant women with GDM from 24–28 weeks gestation, 

with singleton pregnancy and has a fasting blood sugar (FBS) ≥ 100 mg/dl and ≤ 130 

mg/dl- and/or 2-h post prandial value ≥ 120 mg/dl and ≤ 250 mg/dl after MNT. The 

exclusion criteria were women who have any contraindication or intolerance to 
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metformin or glibenclamide intake such as gastrointestinal morbidities, altered renal 

or hepatic functions and women who had hypersensitivity to one of these drugs 

(metformin or glibenclamide). Women who were diagnosed as GDM and were already 

on insulin treatment or women who had type 1 or type 2 diabetes, multiple 

pregnancy, pregnancy induced hypertension, ultrasound showing a recognized fetal 

anomaly, ruptured membranes in second trimester, women with any other medical 

disorder or diabetes related complications were also excluded from the study.  

2. Study Treatment 

Patients were advised by a nutritionist (who was masked for patient allocation 

and hypoglycemic drug) for dietary modifications and nutritional instructions of three 

meals and three snacks daily with predesigned diets according to their body weight 

and daily activity. Women in the glibenclamide group were started on 2.5 mg of 

glibenclamide, which was given half an hour before a meal. It was started before 

dinner if FBS was uncontrolled or before breakfast if the post breakfast or lunch 

blood glucose levels was uncontrolled. The doses were increased every week in a 

stepwise manner if any one fasting values was ≥ 110 mg/dl, or any one of 2-h 

postprandial values was ≥ 150 mg/dl. A maximum total dose of 15 mg of 

glibenclamide per day was allowed, and a target value of fasting ≤ 95 mg/dl and 2-h 

postprandial level 120 mg/dl had to be achieved in 2–3 weeks. Similarly, women in 

metformin group were started on 500 mg, once a day, and this was also increased in 

a weekly stepwise fashion to a maximum of 2500  mg divided in three daily doses as 

tolerated by the patient and till glycemic control was achieved in 2-3 weeks. Insulin 

supplementation to metformin or glibenclamide was started when any woman in 

either group did not achieve target values in 2–3 weeks or the target blood glucose 

levels were not maintained (if < 80% of fasting and postprandial values were within 

the target ranges) after maximum dose of metformin or glibenclamide. Patients were 

taught self-monitoring of blood glucose using home glucose monitors if possible and 

were advised to maintain a written or electronic record of blood glucose levels. 

Patients who could not monitor and record their blood glucose levels were tested 

using glucose monitors at each visit in antenatal clinic and they were admitted in day 
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care ward for blood glucose monitoring. Fasting and three postprandial blood glucose 

levels 2 hours after breakfast, lunch, and dinner were recorded. Patients were 

advised to record and manage hypoglycemic symptoms and dose adjustment was 

done weekly till delivery. Routine obstetric care was provided at the antenatal clinics. 

HbAIc was done at study entry. Ultrasound was done at enrollment and then 

monthly. Labor in all women was induced not later than 39 weeks of gestation. If 

sugars were not controlled and if a woman had completed 37 weeks, labor was 

induced rather than start insulin. After delivery, all neonates were transferred to a 

special care nursery and monitored by neonatologists who were also masked for 

mother allocation and treatment type. Neonates were given hourly feeds. The first 

feed was usually given within 30 min of birth, and blood glucose levels were checked 

at 1, 3, 5, 9 and 12 h after birth with a glucometer (Accucheck sensor, Roche, 

Germany). 

3. Study Outcome Measures  

The outcome measures included maternal and neonatal outcomes. Maternal 

outcomes included glycemic control (corresponding to number of patients needed 

insulin supplementations), pregnancy induced hypertension, preterm labor, IUFD, 

drug side effects (taste disturbance, abdominal pain, skin reactions. constipation, 

flatulence, diarrhea, nausea, vomiting and headache) and mode of delivery. Neonatal 

outcomes included Apgar score < 7 at 5 minutes, macrosomia (defined as birthweight 

> 4 kg based on the 90th percentile by local birthweight data).  Neonatal 

hypoglycemia (defined as blood glucose level ≤ 40 mg/dl) (Langer et al., 2000), need 

for phototherapy, respiratory distress syndrome (RDS), neonatal death and birth 

injury. 

4. Statistical Analysis 

Data was analyzed using IBM SPSS version 22. Categorical variables were 

presented as frequencies and percentages and analyzed using the χ2 test or Fisher’s 

exact test which appropriate. Continuous variables were presented as mean and 

standard deviations (SD) and were analyzed using a two-sample t-test. Absolute 
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differences in the outcomes between the two randomized groups were estimated with 

95% CI. Statistical significance was considered at P ≤ 0.05. 

 

RESULTS: 

Of the 80 women that were randomized to the metformin group, three women 

stopped taking the drug as the target blood glucose level was achieved without the 

drug and they refined the MNT again. Two women in the metformin group were 

switched to insulin therapy. Maternal hypoglycaemia requiring a dose reduction of 

250 mg was seen in three women. 18.7 % (15/80) needed 500 mg once a day, and 

36.2 % (29/80) needed 1ooo mg a day, 27.5 % (22/80) needed 1500 mg a day, 5 % 

(4/80) needed 2000 mg a day and 3.75 % (3/80) needed 2500 mg metformin daily to 

achieve target glucose levels. Of the 80 women in the glibenclamide group, five 

stopped taking the drug after about a month as they achieved target levels without 

the drug by refining the MNT. Four women switched to insulin. 13.7% (11/80) of 

women on glibenclamide needed only 2.5 mg to achieve target blood glucose values, 

46.2 % (37/80) needed a total dose of 5 mg, 23.7% (19/80) needed 10 mg and 5% 

(4/80) needed 15 mg of glibenclamide to achieve target glycemic control. 

There were no statistical differences between both metformin and glibenclamide 

groups regarding basic characteristics including maternal age, body mass index 

(BMI), parity, gestational age at enrollment, family history of DM and HbA1c  (P > 

0.05, table 1).   

There were no significant differences between the both groups regarding 

maternal outcomes including glycemic control (without insulin use), pregnancy 

induced hypertension, maternal symptoms that could be adverse effects of the drug 

(e.g. taste disturbance, abdominal pain, skin reaction, constipation, flatulence, 

diarrhea, headache, nausea and vomiting), IUFD, preterm labor and mode of delivery 

(either spontaneous or induced; vaginal, instrumental or cesarean delivery, P > 0.05 

table 2)  
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Only one neonate (91.2%) in metformin group had a hypoglycemia compared to ten 

neonates (11.2%) in glibenclamide group (relative risk = 0.1, 95% CI = 0.01 to 0.76. P 

< 0.01, table 3). There were no significant differences between both groups regarding 

other neonatal outcomes including low Apgar score (< 7) at 5 minutes, birth weight, 

respiratory distress, neonatal death, macrosomia, birth injury and need for 

phototherapy (P > 0.05, table 3).  

 

Table (1):  Basic characteristics of both groups 

 

Characteristic Metformin Group 

(n=80) 

Glibenclamide Group 

(n=80) 

P 

Maternal age (years) 

BMI (kg/m²) 

Parity, n (%) 

Primipara 

Multipara 

 

Gestational age at 

enrolment (weeks) 

Family history of DM, n (%) 

HbA1c (%) 

31.8 ± 4.1 

28.7 ± 3.9 

 

15 (18.7%) 

65 (81.3%) 

 

27.8  ± 2.1 

 

42 (52.5%) 

5.5 ±  0.4 

30.5 ± 3.8 

29.2±  4.1 

 

13 (16.2%) 

67 (83.8%) 

 

26.7 ± 2.5 

 

45 (56.2%) 

5.7  ±  0.5 

NS 

NS 

 

NS 

NS 

 

NS 

 

NS 

NS 

Data are presented as mean ± (standard deviation) or n (%).  NS = non-significant.  DM = 

Diabetes Mellitus.  HbA1c = Glycated hemoglobin A1c 
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Table (2): Maternal outcomes of both groups 

 

Outcome Metformin 

Group 

(n=80) 

Glibenclamide 

Group 

(n=80) 

P 

Glycemic control 

Pregnancy induced 

hypertension 

Maternal symptoms till labor 

  Taste disturbance 

   Abdominal pain 

   Skin reactions 

   Constipation 

   Flatulence 

    Diarrhea 

    Nausea 

    Vomiting 

    Headache  

IUFD 

Preterm labor 

Mode of delivery 

   Spontaneous 

   Induced 

   Vaginal delivery 

   Cesarean delivery 

   Instrumental delivery 

     Forceps 

     Ventouse 

 

78 (97.5%) 

6 (7.5%) 

 

17 (21.2%) 

19 (23.7%) 

12 (15%) 

24 (30%) 

21 (26.2%) 

31 (38.7%) 

29 (36.2%) 

18 (22.5%) 

26 (32.5%) 

0 

4 (5%) 

 

36 (45%) 

44 (55%) 

42 (52.5%) 

33 (41.2%) 

5 (6.2%) 

2 (2.5%) 

3 (3.7%) 

76 (95%) 

7 (8.7%) 

 

14 (17.5%) 

22 (27.5%) 

9 (11.2%) 

27 (33.7%) 

19 (23.7%) 

26 (32.5%) 

25 (31.2%) 

14 (17.5%) 

23 (28.7%) 

0 

3 (3.7%) 

 

31 (38.75%) 

49 (61.25%) 

40 (50%) 

36 (45%) 

4 (5%) 

1 (1.2%) 

3 (3.7%) 

NS 

NS 

 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

Data are presented as mean ± (standard deviation) or n (%).  NS = non significant. IUFD = 

intrauterine fetal death 
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Table (3):  Neonatal outcomes of both groups  

Outcome Metformin Group 

(n=80) 

Glibenclamide Group 

(n=80) 

P 

Apgar score < 7 at 5 minutes 

Birth weight 

Hypoglycemia 

Macrosomia 

RDS 

Neonatal death 

Birth injury 

Need for phototherapy 

5 (6.2%) 

3.3 ± 0.2 

1 (1.2%) 

4 (5%) 

3 (3.7%) 

0 

0 

11 (13.7%) 

8 (10%) 

3.6 ± 0.4 

10 (11.2%) 

7 (8.7%) 

4 (5%) 

0 

0 

15 (18.7%) 

NS 

NS 

< 0.01 

NS 

NS 

NS 

NS 

NS 

Data are presented as mean ± (standard deviation) or n (%).  NS = non significant 

 

DISCUSSION: 

The main finding of this randomized controlled trial comparing metformin with 

glibenclamide in gestational diabetes was the neonatal hypoglycaemia that was 

significantly less common in neonates of women treated with metformin. This 

statistical difference could be related to placental passage of the two oral agents and 

their differing metabolic effects in the fetus. Metformin has been shown to be 

concentrated on the fetal side of the placenta, with cord blood levels approximately 

twice those of the mothers (Hebert et al., 2009). Glibenclamide, originally thought 

not to cross the placenta, has been shown to be present in cord blood samples at 

levels approximately 70% of maternal levels at the time of delivery (Schwartz et al., 

2013). Even minimal transfer of glibenclamide, which might have increased insulin 

release from fetal beta cells. If such is the case, then this could have serious 

consequences for the infant in the long term due to beta cell apoptosis induced by 

sulfonylurea therapy (Amin et al., 2015). It would also be pragmatic to infer that the 

decrease in neonatal hypoglycemia with metformin, was an indirect but important 

manifestation of decreased fetal hyperinsulinemia and therefore, with the use of 

metformin for treatment of GDM, there would be a decrease also in other 

complications associated with fetal hyperinsulinemia. Neonates of women on 
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metformin would be likely to need less surveillance, admission to neonatal intensive 

care units and to have shorter hospital stays. This would result in financial benefits 

to the woman and to the hospital (George et al., 2015)                                                          

Until now, there have been only three studies with a relatively small sample 

size that compared metformin and glibenclamide. Two of these studies (Silva et al., 

2012 and Moore et al., 2010) were not adequately powered to look at neonatal 

outcomes. Unlike these two studies, we included only women with moderate 

hyperglycemia, and this may explain why very few of the women switched to insulin 

and also explains the agreement of our study with the third study that was 

conducted by George et al., (2015) which adopted a similar methodology. However, 

a significant number of population that were withdrawn from George study (7.5% in 

glibenclamide group and 5% in metformin group), causes our study to be of more 

statistical power.  

The incidence of neonatal hypoglycaemia in the metformin and glibenclamide 

groups of our study was very similar to that seen in several studies that looked at 

neonatal outcomes of women treated with either metformin or glibenclamide in 

comparison to insulin therapy (Rowan et al., 2008 and Langer et al., 2000). Most 

importantly, in consistent with our study, a large randomized study carried out by 

Rowan et al., (2008) comparing metformin and insulin in treatment of GDM showed 

very low rates of neonatal hypoglycaemia in the metformin arm. Su and Wang (2014) 

reported that the incidence of neonatal hypoglycemia in the metformin group was 

lower than in the insulin group. Zeng et al., (2014) revealed that the incidence of 

neonatal hypoglycemia in the glibenclamide group was higher than in the insulin 

group. Our analysis confirmed all these results. 

Moore et al. (2010) reported that 34.7% of women treated by metformin are 

eventually requiring insulin therapy, compared with a little more than 16% in the 

glibenclamide group. Ryu et al., (2014) reported a failure rate of 10–46% with 

metformin use in achieving glycemic control in pregnant women with diabetes. In a 

recent randomized clinical trial, Zohar et al., (2015) found that there was no 

significant difference in failure rates between metformin and glibenclamide to achieve 
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targeted glycemic levels (29 % vs. 22 %, p  =  0.41, respectively). Langer et al (2000) 

revealed that the failure of glibenclamide treatment was related to the severity of 

GDM. Gui et al (2013) found that metformin-treated GDM patients requiring 

supplemental insulin had higher fasting glycemic concentrations in oral glucose 

tolerance tests. We experience a much lower failure rate in our population (2.5% with 

metformin and 5% with glibenclamide), and we attribute this to the fact our patients 

has a much lower starting blood glucose values than is typical in relevant research 

studies.  

A systematic review and meta-analysis of randomized controlled trials 

involving 508 patients with GDM was conducted by Amin et al., (2015) comparing 

metformin and glibenclamide with results consistent with our study and concluded 

that metformin seems to be a superior choice to glibenclamide if OAAs have to be 

initiated in GDM patients. Jiang et al., (2015) conducted a network meta-analysis to 

evaluate the efficacy and safety of OAAs for GDM and revealed that glibenclamide 

was associated with higher maternal weight gain, higher neonatal birth weight, 

increased incidence of neonatal hypoglycemia, and increased incidence of 

macrosomia than metformin.   

The major strength of this trial was that, the neonatal outcomes were recorded 

by neonatologists who were masked to the treatment type and mother allocation in 

order to minimize bias. This study has some limitations. First, it is of a relatively 

small sample size so that, possible statistical significances were not achieved for 

many low incidence outcomes other than neonatal hypoglycemia as those present in 

systematic reviews and meta-analyses described above (Jiang et al., 2015 and Amin 

et al., 2015). Second, it did not provide evidence on the long term effects of OAAs 

therapy both for the mother and infant. Another limitation was the lack of blinding 

which could increase the risk of both performance and detection bias. 

Further studies with larger sample size are required to confirm our findings 

and to determine the impact of OAAs therapy on many other low incidence pregnancy 

outcomes. Studies of different modifications of doses and timing of administration of 

both drugs as well as combined use of metformin and glibenclamide merit 
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investigation. In addition, long term follow-up of both mothers and their offsprings 

are needed to fully assess the safety as well as the benefits of these drugs when 

taken during pregnancy. 

 

CONCLUSION:  

Metformin use for treatment of GDM is associated with less incidence of 

neonatal hypoglycemia compared to glibencalmide. Therefore, metformin could be the 

first choice oral antidiabetic agent for treating GDM. 
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  مقارنة نتائج عقار امليتفورمني وعقار اجلاليبيهكالميد فى عالج اإلرتفاع املتوسطمقارنة نتائج عقار امليتفورمني وعقار اجلاليبيهكالميد فى عالج اإلرتفاع املتوسط
 ةةلألم واملولود حديث الوالدلألم واملولود حديث الوالد  ةةلسكر احلمل بالهسبلسكر احلمل بالهسب  

 

 ،**أشرف حمدى محمد، *وائل طه، *مفيد فوزى

 ***عبدالستار السايح 

 (القاهرة بنين)جامعة األزهر  –كلية الطب  –نساء والتوليد مراض الأقسم  *

 (سيوط)أجامعة األزهر  –كلية الطب  –مراض النساء والتوليد أقسم  **

 (بنين القاهرة)جامعة األزهر  –كلية الطب  –قسم طب األطفال  ***

 

 مقدمة البحث:

رى الحديثة فاعلية كال من عقا ةلقد أثبتت العديد من الدراسات الطبي
ن ليس معلوما على الميتفورمين والجالبينكالميد فى عالج سكر الحمل ولكن حتى اآل

لعالج مرض سكر  ةمان والفاعليوجه الدقة أيا من العقارين هو األمثل من ناحية األ
                                                                                                                      .الحمل وهذا هو الهدف من البحث

 

 طريقة البحث:

تم إجراء البحث فى مستشفيات جامعة األزهر بأسيوط ومستشفى الحسين 
بالرغم من ، تعانين من ارتفاع متوسط فى سكر الحمل ةسيد 061على  ةالجامعى بالقاهر

ختيار عشوائى اعلى بمرض السكر. وقد تم تقسيمهن بناء  ةاتباع أنظمة الغذاء الخاص
األولى  ة. السيدات فى المجموعةسيد 01وقد شملت كل مجموعة على  .لى مجموعتينإ

قد تم عالجهن عن طريق تناول عقار الميتفورمين وعالج السيدات فى المجموعة 
عن طريق تناول عقار الجاليبينكالميد مع متابعة نتائج العالج لجميع السيدات  ةالثاني

  .و المولودأى مضاعفات لألم أمن حيث القياس المنتظم لمستوى السكر بالدم وحدوث 

 

 نتائج البحث:

من حيث فاعلية ودرجة  ةلوحظ أن نتائج العالج فى كال المجموعتين متقارب
ستثناء معدل حدوث انخفاض بمستوى اسكر الحمل ب أمان العقار المستخدم لعالج

 والذى وجد بنسبة أكبر فى المجموعة ةالسكر بالدم لدى المواليد حديثى الوالد
  .المجموعة األولى فى عنه الثانية
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:خالصة البحث  

يعتبر عقار الميتفورمين هو العقار األمثل واألفضل واألكثر أمانا لعالج سكر  
 .الحمل بالمقارنة بعقارالجالبينكالميد

 

 

                                                                                                                  

 


