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Abstract: Pregnancy is a complex process, featuring several necessary changes in women’s phys-
iology. Most women undergo healthy pregnancies; even so, several women experience reduced
fertility or pathologies related to the pregnancy. In the last years, researchers investigated several
molecules as promoters of fertility. Among all, myo-inositol (myo-ins) represents a safe compound
that proved useful in issues related to fertility and pregnancy. In fact, myo-ins participates in several
signaling processes, including the pathways of insulin and gonadotropins, and, therefore, it is likely
to positively affect fertility. In particular, several clinical trials demonstrate that its administration can
have therapeutic effects in infertile women, and that it can also be useful as a preventive treatment
during pregnancy. Particularly, myo-ins could prevent the onset of neural tube defects and the
occurrence of gestational diabetes mellitus, promoting a trouble-free gestation. Due to the safety
and efficiency of myo-ins, such a treatment may also substitute several pharmaceuticals, which are
contraindicated in pregnancy.
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1. Introduction
1.1. Background

Pregnancy represents a delicate period during the life of a woman. From its pursuit
to the delivery, several criticalities may emerge, even if the greater part are nowadays
preventable or manageable by applying a correct treatment plan. Inositols are important
molecules in promoting female fertility and in sustaining physiological pregnancy. They
are a family of six-membered carbocyclic polyalcohols, with nine possible stereoisomers,
among which myo-inositol (myo-ins) and D-chiro-inositol (D-chiro-ins) have an established
role in human physiology. Myo-ins represents the most abundant inositol isomer in
mammals, and it is commonly found in almost every tissue, particularly in brain, blood,
fat, kidney, lung, ovaries, and testes, where it participates in several cellular pathways.
D-chiro-ins is the second most represented isomer, as it is commonly detectable as a minor
constituent in almost all the tissues containing myo-ins [1]. Researchers found a higher
myo-ins/D-chiro-ins ratio in tissues requiring high energy, and lower ratios in tissues
where glucose is mainly stored as glycogen [2,3]. In the form of inositol phosphates, both
isomers are primarily involved in cellular signaling cascades [3], transmitting extracellular
stimuli to cellular organelles [4].
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Inositol cascade is primarily involved in the signaling of insulin [5], gonadotropins [6,7],
and in phenomena of cytoskeletal rearrangement [8]. Thus, in physiology, inositols repre-
sent the mediators of important functions, including cellular energetic metabolism, follicle
maturation with menstrual cycle progression, and cellular motility. In particular, follicle
maturation is a crucial process in fertility [9]; energetic dysmetabolism and correct glucose
levels in blood are necessary for maintaining a physiological pregnancy [10]; and correct
cellular motility is indispensable during processes of embryogenesis, such as neural tube
closure [11].

1.2. Inositol in Insulin Signaling

As mentioned, inositol phosphates are required to transmit the signal of insulin in
the cytoplasm. Insulin signaling initiates when the hormone binds to the insulin receptor,
a transmembrane tyrosine kinase receptor. Through kinase activity, the two intracellular
domains of the receptor phosphorylate each other, improving the affinity for other lig-
ands. The insulin receptor then phosphorylates the insulin receptor substrate (IRS), two
proteins bound to the inner part of the membranes. Phosphorylated IRS is a ligand for
PI3K, which, once bound, can catalyze the reaction that produces phosphatidyl-inositol-
3,4,5-trisphosphate (PIP3) from the membrane lipid phosphatidyl-inositol-4,5-bisphosphate
(PIP2) [12]. PIP2 can be cut by phospholipase C (PLC), releasing inositol-1,4,5-trisphosphate
(IP3). High IP3 levels lead to a phosphorylation cascade of cytoplasmatic proteins, trans-
porting the message from the membrane to the inner part of the cell. On the membranes,
PIP3 activates Akt, via phosphoinositide-dependent kinase 1 and 2 (PDK1 and PDK2)
(Figure 1).
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Figure 1. The figure depicts the intracellular cascade stimulated by insulin: 1—Insulin binds to its
ligand; 2—IRS recognizes the phosphorylated receptor; 3—Activated IRS promotes the activity of
PI3K, producing PIP3; 4—PIP3 stimulates both PDK1 and 2, activating Akt.

In the liver, Akt, in turn, phosphorylates glycogen synthase kinase 3 (GSK-3), prevent-
ing the inhibition of glycogen synthase (GS). Hence, following insulin stimulus, inositol
cascade induces the synthesis of glycogen in the liver (Figure 2A) [12].
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Figure 2. (A)—The signal of insulin leads to the activation of Akt via PIP3. In the liver cells, Akt 
inhibits the function of GSK3, which, if functional, would inhibit GS. Therefore, Akt activation 
leads to glycogen synthesis. (B)—In non-storage tissues, the activation of Akt enables the activity 
of AS160. AS160 activates Rab, which, in turn, promotes the formation of GLUT-4 containing 
vesicles. On the other side, the insulin receptor activates Cbl/CAP complex, which, via TC10, 
promotes the release of the vesicles containing GLUT-4. 
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Figure 2. (A)—The signal of insulin leads to the activation of Akt via PIP3. In the liver cells, Akt
inhibits the function of GSK3, which, if functional, would inhibit GS. Therefore, Akt activation leads
to glycogen synthesis. (B)—In non-storage tissues, the activation of Akt enables the activity of AS160.
AS160 activates Rab, which, in turn, promotes the formation of GLUT-4 containing vesicles. On the
other side, the insulin receptor activates Cbl/CAP complex, which, via TC10, promotes the release of
the vesicles containing GLUT-4.
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In other tissues, the activation of the insulin receptor promotes the release of the vesi-
cles containing glucose transporters (GLUT-4), which are responsible for cellular glucose
uptake. Here, Akt mediates the direct release of vesicles by activating several proteins,
including two atypical protein kinase C (PKC-ζ and PKC-γ) and AS160, which, in turn,
activates Rab, a family of proteins involved in vesicle formations. On the other hand,
phosphorylation of Cbl/CAP complex by the insulin receptor indirectly mediates vesicle
release by activating TC10, a Rho family protein that induces GLUT-4 vesicles translation
(Figure 2B) [12].

1.3. Inositol in Gonadotropin Signaling

During a physiological menstrual cycle, signals from the hypothalamus–pituitary–
gonadal (HPG) axis promote the progression of folliculogenesis through the stimuli of
follicle stimulating hormone (FSH) and luteinizing hormone (LH). The synergistic activity
of these two gonadotropins regulates gonadal functions, both in men and in women.
Particularly, in women, FSH stimulus leads to the start of the menstrual cycle, allowing
the cycle to enter into the follicular phase. FSH levels remains low until ovulation, when
they rise, showing the highest peak that drastically falls with the end of ovulation. Until
menses, FSH displays the lowest levels [6]. LH pattern of signaling is similar to that
displayed by FSH. During the follicular phase, its levels appear to be low, rising drastically
in preovulation, and falling to the basal level right after ovulation has occurred [7]. Myo-ins
participates in both of these signaling pathways. When FSH binds to its receptor in the
granulosa cells, the intracellular portion of the receptor develops a higher affinity for
G proteins and APPL1, a leucine-zipper-containing protein that activates phosphatidyl-
inositol-3-kinase (PI3K) and Akt, leading to transcriptional regulation and PIP3 production
(Figure 3A). The inositol phosphate production is triggered only by elevated FSH levels,
indicating the importance of inositol immediately before and during ovulation [6]. In thecal
cells, LH receptor works in a similar way, activating a secondary pathway involving Gq
protein alpha subunit, which, in turn, activates PLC, leading to IP3 production (Figure 3B).
Of note, this process is triggered only by high levels of LH, indicating that this secondary
pathway operates only before and during ovulation [7].

1.4. Inositol in Cellular Motility Phenomena

In neural tube diversification, both notochord and non-neural ectoderm are required
for the correct progression of the process. Notochord ventral signaling allows medial
hinge point formation and, thus, enables the beginning of the process. The activity of
non-neural ectoderm is required during the closure phase. Non-neural ectoderm expresses
Rac1, a small G protein involved in several cellular mechanisms, including cytoskeleton
rearrangement, invasiveness, motility, and proliferation. Particularly, Rac1 promotes the
convergent protrusion of non-neural ectoderm, which is required for neural tube closure,
and its absence leads to spina bifida [11]. Rac1 activity is promoted by several proteins,
including the kinase PKC-ζ [13] and Tiam1 [14], a protein bound to the plasma membrane
responsible for GDP/GTP exchange activity. Tiam1 includes a recognizing domain for
inositol phosphates, which can bind alternatively PIP2 or PIP3. Of note, PIP2 promotes
Tiam1 tethering to the membranes, while PIP3 allows Tiam1 exchange activity, resulting in
correct activity of Rac1 [14]. Hence, the binding of PIP3 to Tiam1 on the inner membranes
activates Rac1, leading to the protrusions necessary during neural tube closure.
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Figure 3. (A)—The receptor of FSH has low affinity for APPL1, therefore, only high levels of FSH
trigger APPL1 activation. APPL1 activates Akt and stimulates PI3K, leading to the production of
PIP3. (B)—The LH receptor poorly stimulates the activity of the alpha subunit of the Gq proteins.
Thus, high LH levels lead to the activation of PLC that catalyze the cleavage of PIP2, producing IP3.
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1.5. Opportunity for Inositol Supplementation

Inositol unbalance may lead to reduced fertility or pregnancy complications; thus, its
administration can be useful in the prevention and in the treatment of several pregnancy-
related pathologies. To restore fertility, current pharmaceutical treatments include selective
estrogen receptor modulators (SERMs) and aromatase inhibitors, but they often lead to
burdensome side effects, such as abdominal pain, fatigue, hot flashes, or nausea [15,16].
During pregnancy, major complications may emerge, threatening the health of the mother
and the fetus. These conditions include gestational diabetes mellitus (GDM) and neural
tube defects (NTDs), which arise from insulin resistance and altered cellular motility
phenomena, respectively. In the case of pregnant women with insulin resistance, physicians
usually suggest treatments with insulin sensitizers like metformin, even if contraindications
exist [17]. To prevent incorrect neural tube closure, folate administration is nowadays the
gold standard in clinical practice. However, some NTDs are not responsive to folate intake
and are defined folate resistant, resulting in a minor portion of pregnant women still
being at risk for NTDs despite folate administration. In such cases, a different approach to
prevent NTDs is necessary [18].

Given inositol activities, the therapeutical and preventive effects of inositol supplemen-
tation have been widely investigated in different clinical pictures, including infertility and
pregnancies at risk. This review of the literature aims to highlight the possible applications,
the efficiency, and the safety of inositol administration before and during pregnancy. This
report includes the most advanced evidence to date in animal models and clinical trials.

2. First Preclinical Evidence

Researchers investigated inositol efficiency in murine models. While most of the
findings were further evaluated in humans, there is some interesting evidence without
verification in clinical trials. Among them, the positive effects on mice with metabolic
syndrome is particularly appealing. This model of metabolic syndrome is female mice
heterozygous for a disruption in the endothelial nitric oxide synthase gene (eNOS+/−).
Such a model is obtained by breeding eNOS−/− females with wild type males and feeding
the heterozygous cubs with a four-week long, high fat diet, thus inducing the syndrome.
These mice are characterized by increased body weight and blood pressure, other than
high levels of insulin and glucose in the blood.

2.1. Metabolic Maternal Outcomes

Ferrari et al. [19] demonstrated that treating obese pregnant mice with myo-ins plus
D-chiro-ins in 40:1 ratio, corresponding to the average physiological ratio detectable in
the human serum, reduced weight gain. In parallel, treated eNOS+/− dams showed
lower glycaemia and improved cardiovascular parameters. They bred eNOS+/− with
metabolic syndrome or obese wild type females with wild type males. The dams received
water (placebo) or myo-ins/D-chiro-ins dissolved in the water until sacrifice, at term. They
found a significantly lower systolic blood pressure in eNOS+/− mice supplemented with
inositol in relation to the placebo-treated dams (myo-ins/D-chiro-ins 138.52 ± 6.48 mmHg
versus placebo 157.03 ± 7.79 mmHg), but they did not detect a similar result in wild type
obese mice. Furthermore, they found a significant improvement in the area under the
curve of the glucose tolerance test carried out in eNOS+/− dams (myo-ins/D-chiro-ins
17,512.5 ± 3984.4 versus placebo 29,687.14 ± 8258.7), without matching results in wild
type obese mice. The authors observed a minor weight gain in the wild type obese mice
treated with the combination of inositols in relation to the placebo-treated mice (myo-
ins/D-chiro-ins 10.9 ± 0.5 g versus placebo 12.6 ± 0.6 g). Additionally, eNOS+/− dams
treated with myo-ins/D-chiro-ins displayed lower leptin levels (16,985 ± 976.4 pg/dL)
when compared to placebo-treated (24,181.9 ± 3128.2 pg/dL). Particularly, leptin is a
marker of inflammation, strongly related to adipose tissue, that represents a risk factor
for miscarriage in humans also. Treatment with both inositol isomers proved to reduce
obesity-related inflammation, helping to prevent miscarriages and events of stillbirth.
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2.2. Fetal Outcomes

Longo et al. [20] demonstrated that administration of myo-ins plus D-chiro-ins in 40:1
ratio improves fetal parameters, including weight gain, insulin condition, and cardiovas-
cular parameters. They bred eNOS+/− females with wild type males, then treated the
dams with myo-ins plus D-chiro-ins in a 40:1 ratio, or with water as placebo, dividing
the offspring into four groups: wild type placebo (WT), eNOS+/− placebo (eNOS+/−),
wild type inositol treated (WT INO), and eNOS+/− inositol treated (eNOS+/− INO). The
authors sacrificed the puppies at ten weeks of age. Firstly, eNOS+/− INO mice weighed
less in respect to eNOS+/−, 18.2 ± 0.5 g versus 22.6 ± 0.8 g, respectively. Secondly, the
glucose tolerance test showed lower glucose levels at 60, 90, and 120 min, both in WT INO
and in eNOS+/− INO mice, when compared to the mice with the same genotype born
from placebo-treated mothers. Thirdly, WT mice displayed significantly lower systolic
blood pressure compared to eNOS+/−, 142.34 ± 8.79 mm Hg and 169.05 ± 7.5 mm Hg,
respectively. Inositol treatment, in this case, affected only WT mice, lowering the systolic
blood pressure from 142.34 ± 8.79 mm Hg in WT to 110.15 ± 10.8 mm Hg in WT INO.

The authors also evaluated the muscular response to contractile and vasorelaxant treat-
ments, phenylephrine and acetylcholine, respectively. In the eNOS+/− breed, eNOS+/−
INO displayed decreased vascular contractile responses to phenylephrine in relation to
mice born from untreated mothers. Following a treatment with an inhibitor of eNOS, WT
INO displayed a reduction in contractile response to phenylephrine when compared to
WT. This suggested that inositol administration may improve cardiovascular contractions
independently from the genotype. On the other hand, the treatment with acetylcholine
showed an altered response in WT, improved in WT INO. Likewise, the vasorelaxation was
abolished in eNOS+/− mice, being improved in eNOS+/− INO. These data demonstrate
that maternal treatment with inositols during pregnancy affects the fetus also after birth
and in adulthood, improving metabolic and cardiovascular parameters.

3. Clinical Applications
3.1. Myo-Inositol in the Pursuit of Pregnancy

Myo-ins plays a key role in fertility, as it participates in the signaling cascade of the
HPG axis. In fact, myo-ins is the second messenger of the follicle stimulating hormone
(FSH) and luteinizing hormone (LH), involving a long-way transduction cascade from the
pituitary gland to other body districts [6,7]. In particular, the correct signaling of FSH al-
lows the maturation of follicles and regulates the selection of the dominant follicle [9]. Such
processes also depend on insulin signaling, which is mediated by myo-ins. Indeed, myo-ins
supplementation can reduce systemic levels of insulin in cases of hyperinsulinemia, which
inhibits the progression of the menstrual cycle and reduces fertility. Insulin resistance and
compensatory hyperinsulinemia often occur in women affected by polycystic ovary syn-
drome (PCOS), who display altered gonadotropin signaling [9] and, hence, infertility [21].
Because of these activities in the gonadotropin and the insulin pathways, several authors
investigated the efficiency of myo-ins administration in achieving pregnancy in infertile
PCOS and non-PCOS women, either for natural conception or during assisted reproductive
technology (ART) protocols.

Results from clinical trials reported in Table 1 suggest the potential of myo-ins in
inducing ovulation and in raising pregnancy rate. The randomized and controlled study by
Gerli et al. [22] provided the first clinical evidence on the use of myo-ins in PCOS women
to induce spontaneous ovulation. They investigated the efficiency of myo-ins (100 mg,
twice per day) against placebo, finding that women treated with myo-ins were less likely
to withdraw from the study. Moreover, the ovulation rate was 23% in patients from the
myo-ins group and only 13% in the placebo group. However, the authors prescribed
myo-ins in small quantities and as a component of a multivitamin, and, thus, further
evidence was required. In a following study, Costantino et al. [23] treated PCOS women
with a much higher dose of myo-ins (4000 mg/die), plus folic acid (400 mcg/die). They
found significant differences in ovulation that occurred in 69.5% of the women treated with
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myo-ins plus folic acid, and in 21% of those treated only with folic acid. In the same study,
the authors compared progesterone levels between the two groups, showing a significantly
higher concentration peak in women treated with myo-ins (15.1 ng/mL versus 6.6 ng/mL).
Their results highlighted the beneficial effects of higher myo-ins quantities in the short
term, even if with a small sample size.

Table 1. Summary of the studies involving myo-inositol as a treatment for ovulation induction, regularization of menstrual
cycle or in the pursuit of pregnancy.

Study Patients Protocol Findings

Gerli et al. 2003 [22]
283 PCOS women with

oligomenorrhea or
amenorrhea

Randomized,
placebo-controlled, treatment
with 100 mg twice a day for

14 weeks

Ovulation rate: 23% in the treatment
group versus 13% in the control group

Costantino et al.
2009 [23]

42 PCOS women with
oligomenorrhea, high serum

free testosterone, and/or
hirsutism

Double-blind, randomized,
placebo-controlled, treatment
with 2000 mg twice a day for

6 weeks

Ovulation rate: 69.5% in the treatment
group versus 21% in the control group
Progesterone peak value: 15.1 ng/mL

in the treatment group versus
6.6 ng/mL in the control gorup

Papaleo et al. 2007
[24]

25 infertile women showing
PCOS as the only apparent

cause of infertility

Open-label treatment with
2000 mg twice a day for

6 months

Serum progesterone: 1.8 ± 0.7 ng/mL
at baseline versus 10.5 ± 1.8 ng/mL

after treatment
Percentage of patients with at least one
menstrual cycle: 0% at baseline versus

88% after treatment
Percentage of patients with regular

ovulations: 0% at baseline versus 72%
after treatment

Percentage of pregnancy achieved
during the treatment: 40%

Raffone et al. 2010
[25]

120 anovulatory, infertile
PCOS women

Randomized treatment for 6
months with 4000 mg/die

myo-inositol versus
1500 mg/die metformin;

nonpregnant patients from
both groups underwent

37.5 U/die FSH treatment for
a maximum of three times

Pregnancy rate after the first treatment:
26.1% in the metformin group versus

28.9% in the myo-inositol group
Total pregnancy rate following FSH
treatment: 36.6% in the metformin

group versus 48.4% in the
myo-inositol group

Allah et al. 2020 [26] 140 sub-fertile PCOS women Open-label treatment with
2000 mg per day for 6 months

Percentage of patients with regular
menstrual cycle: 0% at baseline versus
24.3% after three months versus 53.6%

after six months
Percentage of ovulating patients: 0% at

baseline versus 38.6% after three
months versus 72.1% after six months

Papaleo et al. [24] analyzed restoration of the menstrual cycle and pregnancy achieve-
ment as the outcome. They treated PCOS women with amenorrhea with 2 g myo-ins, plus
200 mcg folic acid, twice per day for six months, and evaluated the trend in menstrual
cycle restoration. Within their study sample, 88% of patients recovered at least one men-
strual cycle, and 72% of them maintained regular ovulatory activity during the follow-up.
During the study period, 40% of the patients achieved pregnancy, showing promising
applications of myo-ins in fertility restoration. Even if the data appear promising, the small
sample size and the absence of a control group reduce the potency of the study. Later,
Raffone et al. [25] investigated the clinical pregnancy rate in PCOS women after ovulation
induction with 4000 mg/die myo-ins, plus 400 mcg/die folic acid, compared to treatment
with 1500 mg/die metformin. After the treatment, the authors treated nonpregnant ovu-
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latory women from both groups with FSH (37.5 U/die). The authors found that myo-ins
and metformin yielded similar results in pregnancy rate, 28.9% and 26.1% respectively,
while, following stimulation, the total pregnancy rate raised to 48.4% among women
treated with myo-ins and 36.6% among those treated with metformin. These results from
a high-quality study suggest the strong usefulness of myo-ins in restoring fertility. More
recently, Allah et al. [26] administered 2000 mg/die myo-ins to PCOS sub-fertile women
for six months, checking their clinical features every trimester. After three months, 24.3% of
patients displayed a regular menstrual cycle, while 38.6% of the women achieved ovulation.
At the end of the study, 53.6% of patients achieved a regular menstrual cycle, with an in-
crease to 72.1% of the patients who ovulated. As for the study by Papaleo et al., the absence
of a control group affects the quality of the data. A meta-analysis by Pundir et al. [27]
underlined the efficiency of myo-ins in restoring fertility in PCOS women, highlighting
that previous data show a trend towards ovulation induction with myo-ins. In addition,
their analysis highlights that myo-ins proved to restore the physiological menstrual cycle.
Besides, pregnancy rate was slightly higher in the group treated with myo-ins with respect
to either placebo or metformin.

Given the ability to induce ovulation in PCOS women, the efficacy of myo-inositol
supplementation was also assessed in preparation to ART protocols. A pioneering study
by Chiu et al. [28] investigated myo-ins serum levels in women undergoing in vitro fer-
tilization (IVF), one of the most diffused ART. The results evidenced that women whose
pregnancy resulted in abortion displayed lower myo-ins levels. Following evidence by
the same group [29], it was underlined that patients undergoing IVF who had mature and
fertilized oocytes were more likely to have higher myo-ins content in the follicular fluid.
Later, Ravanos et al. [30] investigated the relationship between myo-ins/D-chiro-ins ratio in
the follicular fluid from egg donors, and the quality of blastocysts after intra-cytoplasmatic
sperm injection (ICSI). They found a strong correlation between higher myo-ins content
and higher quality embryos, defining myo-ins/D-chiro-ins ratio as a potential marker of
oocyte quality. Myo-ins capability to improve fertility was also tested in non-PCOS patients
undergoing IVF. The results from these studies are summarized in Table 2. Lisi et al. [31]
enrolled women undergoing IVF and divided them into two groups, receiving either
150 IU/die FSH after 400 mcg/die folate for three months, or the same amount of FSH after
400 mcg/die folate and 4000 mg/die myo-ins for three months. Their results underlined
that women treated with myo-ins needed a significantly lower FSH amount to reach follicu-
lar maturation, requiring on average 2.084 UI as total dose in women treated with myo-ins
and 2.479 UI for the control group. A following investigation by Caprio et al. [32] confirmed
the results, also finding a significantly higher rate of metaphase II oocytes (80.5%, myo-ins
vs. 66.6%, control) and a higher ovarian sensitivity index in women taking myo-ins (1.88
vs. 1.54). These data suggest that myo-ins could be beneficial for all the infertile women
undergoing IVF to decrease the total amount of exogenous FSH needed for stimulation
and increase the number of retrievable oocytes.

Table 2. Summary of the studies involving myo-inositol as a pretreatment for women undergoing IVF.

Study Patients Protocol Findings

Lisi et al. 2012 [31]
100 non-PCOS women

with basal FSH
<10 mUI/mL

Randomized, controlled
treatment with 2000 mg twice

a day for 3 months

Exogenous FSH required to reach
follicular maturation: 2.084 UI in the

treatment group versus 2.479 UI in the
control group

Caprio et al. 2015 [32] 76 non-PCOS infertile
women

Controlled treatment with
4000 mg/day for 3 months

Percentage of metaphase II oocytes:
80.5% in the treatment group versus

66.6% in the control group
Ovarian sensitivity index: 1.88 ± 0.81

in the treatment group versus
1.54 ± 0.65 in the control group
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Two following meta-analyses confirmed these results. The meta-analysis by Laganà
et al. [33] included studies assessing myo-ins efficiency against a placebo or D-chiro-ins.
They confirmed the lower amount of exogenous FSH required to trigger ovulation, with
similar duration of ovarian stimulation between women taking myo-ins and controls.
Furthermore, as also reported by Colazingari et al. [34], they suggest that myo-ins in PCOS
women undergoing IVF promotes the progression of folliculogenesis, contributing to the
formation of large follicles, and thus reducing ovarian hyperstimulation risk. The meta-
analysis by Zheng et al. [35] investigated the efficiency of myo-ins supplementation on
different parameters, including pregnancy and abortion rate, proportion of grade 1 embryos
or degenerated oocytes, and exogenous FSH required. Particularly, they highlighted
that myo-ins administration increases pregnancy rate and decreases abortion rate with
great significance. Moreover, the authors underlined that myo-ins could be helpful in
ameliorating grade 1 embryos proportion, while diminishing degenerated oocytes.

3.2. Myo-Inositol in the Prevention of Gestational Diabetes Mellitus

Transmitting the intracellular signal of insulin is one of the most important phys-
iological roles carried out by both myo-ins and D-chiro-ins. Larner et al. [5] identified
two inositol glycans that are second messengers of insulin, describing them as containing
either D-chiro-ins or myo-ins. The authors also observed that both the inositol glycans act
as insulin mimetics when administered in vivo, confirming their involvement in insulin
signaling [5]. Based on this evidence, researchers investigated the effects of myo-ins and
D-chiro-ins administration in patients with insulin-related pathologies, like diabetes or
insulin resistance. Particularly, they found significantly decreased systemic insulin levels
in patients treated with either myo-ins or D-chiro-ins, with respect to controls [36]. In
particular, the insulin signal mediated by myo-ins allows the release of vesicles containing
GLUT-4. On a systemic level, glucose uptake lowers serum glycemia, reducing insulin
production (Figure 4) [36]. Comparing the effects of myo-ins and metformin in patients
with altered insulin levels, Fruzzetti et al. concluded that myo-ins proved to be as effi-
cient as metformin in lowering insulin levels [37]. Later on, other authors demonstrated
that myo-ins is even more efficient than metformin in raising sensitivity to insulin, thus
lowering serum insulin levels, homeostatic model assessment of insulin resistance index
(HOMA-IR), and LDL cholesterol levels [38]. Furthermore, comparing the risk/benefit
ratio of the two molecules, myo-ins clearly represents an alternative to metformin, given
also its greater safety and tolerability [38].

On these premises, myo-ins finds interesting applications to prevent pregnancy com-
plications. In fact, insulin status can vary widely during pregnancy, leading to altered
maternal–fetal crosstalk and dysregulated fetal growth. Particularly, a greater portion of
pregnant women develop insulin resistance, [10] generally resulting in insulin overproduc-
tion to decrease glucose levels in the blood. However, such compensatory mechanism fails
to occur in some cases. As a consequence, insulin levels remain low and blood glucose
levels stay over a safe threshold. This condition is called gestational diabetes mellitus, and
it can interfere with the correct progression of the pregnancy [10]. In the mother, high
glucose levels can lead to high blood pressure and proteinuria, a clinical picture called
pre-eclampsia, which is associated with stillborn babies, miscarriages, and preterm delivery.
Pre-eclampsia may also degenerate into eclampsia, a pathology characterized by convul-
sion seizures with a significant death rate [39]. The occurrence of GDM also results in higher
glucose levels in the placenta, exposing the fetus to an unsafe environment. Furthermore,
high glucose levels in the maternal blood inhibit placental expression of SMIT and IMPA1,
two enzymes responsible for the transport and the synthesis of myo-ins, respectively. This
reduces fetal production of myo-ins and its transport from the mother to the fetus, altering
inositol signaling in the child too [40]. As suggested by Chu et al. [41], placental myo-ins
could exert a protective role against proadipogenic effects of maternal elevated glycemia.
Hence, an altered fetal pool of inositols may lead to impaired insulin signaling, resulting
in macrosomia, or large-for-gestational-age fetuses. Besides, high glucose levels during
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pregnancy may result in negative neonatal outcomes, including hypoglycemia. Risk factors
associated with GDM onset are overweight condition or obesity, excessive weight gain
during pregnancy, or familiar history of diabetes [10]. Interestingly, PCOS is also associated
with GDM occurrence. Indeed, GDM is the most frequent pregnancy complication that
PCOS women experience, with a three-time higher probability than non-PCOS women,
probably due to the pre-existing insulin resistance phenomena [42].
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Reduced glycemia is then recognized from pancreatic cells as a stimulus that inhibits insulin release. Therefore, myo-ins
administration leads to reduced levels of glucose and insulin, preventing the onset of GDM.

As reported in Table 3, physicians established that myo-ins administration is safe
during pregnancy to efficiently prevent GDM. In a retrospective study, D’Anna et al. [43]
compared 46 PCOS patients taking 4000 mg myo-ins plus 400 mcg folic acid daily with
37 PCOS patients treated daily with 1.5 mg metformin plus 400 mcg folic acid until evidence
of pregnancy. The authors found out that GDM incidence rate was 17.4% in the group
treated with myo-ins, and 54% in the control group. This study represents the first insight
in myo-ins capability to prevent GDM in PCOS women. Two following randomized and
placebo-controlled trials investigated whether myo-ins administration prevents GDM
insurgence, studying also related secondary outcomes.

Matarrelli et al. [44] studied myo-ins ability to prevent GDM in non-PCOS women
with elevated fasting glucose in the first trimester. Patients were randomized in two groups,
taking either 400 mcg/die folic acid or 4000 mg/die myo-ins plus 400 mcg/die folic acid.
The authors also evaluated the need for insulin therapy, cases of neonatal hypoglycemia,
and gestational age at delivery. At the end of the second trimester, maternal oral glucose
tolerance test (OGTT) revealed an abnormal score in 27 out of 38 women in the control
group, while in only 2 out of 35 women treated with myo-ins. Eight women in the control
group needed insulin intervention, while only one woman in the myo-ins group required
treatment with insulin. Ten children belonging to the control group displayed neonatal
hypoglycemia, while all children in the study group had normal glycemia. Gestational
age at delivery was 37.2 ± 2.04 weeks in the control group, and significantly improved
to 39.3 ± 1.6 weeks in the myo-ins group. These findings represent the first evidence that
myo-ins may improve glycemic conditions in pregnant women.

In the same year, D’Anna et al. [45] investigated similar parameters in nonobese
women with a family history of type 2 diabetes and normal glucose values. A total of
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197 women participated in the study, randomized in two groups. The control group was
treated with 200 mcg folic acid twice per day, while the study group was treated with
2000 mg myo-ins plus 200 mcg folic acid twice per day. GDM rate in the control group
was 15.3%, significantly falling to 6% in the treated group. Furthermore, the authors also
highlighted a significant reduction in macrosomia, with seven cases in the control group
and none in the treated group, and birthweight, which averaged 3273 ± 504 g in the control
group and 3111 ± 447 g in the group treated with myo-ins. These data, as with those from
Matarrelli et al., provide high quality evidence on the potential of myo-ins as a preventive
treatment in women at risk for GDM.

D’Anna et al. [46] carried out a further study to evaluate whether myo-ins also prevents
GDM in obese patients. A total of 220 women with body mass index (BMI) >30 kg/m2

were randomized in two groups, treated either with 2000 mg myo-ins plus 200 mcg folic
acid twice per day or only with 200 mcg folic acid twice per day. GDM was diagnosed
based on OGTT performed between the 24th and the 28th pregnancy week. The authors
reported a 14% GDM occurrence in the myo-ins group, compared to 33.6% GDM rate
in the control group, confirming the efficiency of myo-ins in the prevention of GDM
also in obese patients. The same research group obtained similar results in overweight
patients, with a BMI ranging from 25 to 30. In fact, using the same protocol and posology,
Santamaria et al. [47] found an 11.6% GDM rate in overweight women treated with myo-
ins, with an increase to 27.4% in those treated only with folic acid. Santamaria et al. [48]
later analyzed databases from randomized controlled trials involving myo-ins treatment
to prevent GDM. This analysis included 595 patients who participated in three different
clinical trials, and evaluated secondary outcomes related to GDM. The data show significant
reduction in the incidence of preterm delivery (3.4% myo-ins versus 7.6% control), large-for-
gestational-age fetuses (4.8% myo-ins versus 8.9% control), and macrosomia (2.1% myo-ins
versus 5.3%control). Most importantly, the authors pointed out a significant improvement
in GDM incidence rate, falling from 25.3% in the control group to 11% in the treated group.
A recent study by Vitale et al. [49] confirmed that myo-ins administration decreases GDM
insurgence rate in overweight nonobese pregnant women. Furthermore, they evaluated
total body water, along with the extracellular and the intracellular fraction. Notably, they
demonstrated that women treated with myo-ins experience a lower increase in body weight
and water retention, compared to the placebo group. Indeed, they emphasize that higher
total body water and higher body fat relate to higher GDM incidence, suggesting the
preventive activity of myo-ins. Taken together, all these studies strongly indicate that
myo-ins is also a beneficial treatment in obese and overweight patients, which are known
to be at a higher risk for GDM onset. In particular, they evaluate the efficiency of myo-ins
to prevent GDM in 631 women, providing high quality data.

Other studies compared the effects of the administration of myo-ins, D-chiro-ins, and
the combined therapy on GDM onset rate. Particularly, the study by Celentano et al. [50]
included four groups of nonobese singleton pregnant women displaying elevated fasting
glucose in the first trimester: (1) controls, treated with 400 mcg/die folic acid; (2) pa-
tients treated with 4000 mg/die myo-ins plus 400 mcg/die folic acid; (3) patients taking
500 mg/die D-chiro-ins plus 400 mcg/die folic acid; (4) patients treated with the 40:1 com-
bination of myo-ins and D-chiro-ins (1100 mg/die myo-ins plus 27.6 mg/die D-chiro-ins).
The authors reported a significant difference in abnormal maternal OGTT, occurring in
61.5% of the controls, 5.1% of women treated with myo-ins, 34.4% of women treated with
D-chiro-ins, and 38.2% of women who received the combined treatment. Furthermore, they
observed a significant reduction in episodes of neonatal hypoglycemia following myo-ins
treatment. In fact, all children born from mothers taking myo-ins were healthy, while
hypoglycemia occurred in 21.1% of the control group, 15.6% of the D-chiro-ins group, and
8.8% of the group treated with inositol combination. Later, Vitagliano et al. [51] carried
out a meta-analysis comparing the efficiency of myo-ins with the combined myo-ins and
D-chiro-ins treatment (40:1 ratio). The authors analyzed fasting OGTT, 1 h OGTT, and 2 h
OGTT, demonstrating a better efficiency of myo-ins treatment in keeping all the OGTT pa-
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rameters within the safety threshold. The authors finally highlight that both the treatments
are likely to improve hypertensive disorders and preterm delivery incidence.

Table 3. Studies involving myo-inositol as a preventive treatment against GDM onset.

Study Patients Protocol Findings

D’Anna et al. 2012
[43] 98 pregnant PCOS women

Retrospective study of women
taking 4000 mg/die myo-inositol
throughout the whole pregnancy
versus 1500 mg/die metformin

until pregnancy occurs

GDM incidence: 17.4% in the treatment
group versus 54% in the control group

Matarrelli et al. 2013
[44]

73 pregnant women, or
intended to become

pregnant, with glycemia
≥5.1 mmol/L or
92 mg/dL and
≤7.0 mmol/L or

126 mg/dL

Randomized, double-blind,
placebo-controlled treatment with

4000 mg/die for the
entire pregnancy

GDM incidence: 6% in the treatment
group versus 71% in the control group
Need for insulin: 3% in the treatment

group versus 21% in the control group
Neonatal hypoglycemia: 0% in the
treatment group versus 26% in the

control group

D’Anna et al. 2013
[45]

197 pregnant women with
a parent with

type 2 diabetes

Randomized, placebo-controlled
treatment with 2000 mg twice

per day

GDM incidence: 6% in the treatment
group versus 15.3% in the control group
Macrosomia cases: 0 in the treatment
group versus 7 in the control group

Birthweight: 3111 ± 447 g in the
treatment group versus 3273 ± 504 g in

the control group

D’Anna et al. 2015
[46]

201 pregnant women with
BMI ≥ 30 kg/m2

Randomized, placebo-controlled
treatment with 2000 mg twice

per day

GDM incidence: 14% in the treatment
group versus 33.6% in the control group

Santamaria et al.
2016 [47]

207 women with BMI > 25
and <30 kg/m2 and

fasting plasma glucose
≤126 mg/dL and/or

glycemia <200 mg/dL

Randomized, placebo-controlled
treatment with 2000 mg twice per
day from the first trimester to the

end of the pregnancy

GDM incidence: 11.6% in the treatment
group versus 27.4% in the control group

Vitale et al. 2020 [49]

223 women with BMI > 25
and <30 kg/m2 and

fasting plasma glucose
≤126 mg/dL and/or

glycemia <200 mg/dL

Randomized, placebo-controlled
treatment with 2000 mg twice per

day from the first trimester to
three weeks after delivery

GDM incidence: 8.2% in the treatment
group versus 21.2% in the control group

Weight gain: 8.33 ± 2.47 kg in the
treatment group versus 9.31 ± 2.66 kg

in the control group
Total body water in the third trimester:
51.30 ± 4.65 L in the treatment group

versus 53.82 ± 4.13 L in the
control group

Celentano et al. 2018
[50]

157 nonobese pregnant
women with fasting

glycemia ≥5.1 mmol/L or
92 mg/dL and

<7.0 mmol/L or
126 mg/dL

Randomized, placebo-controlled
treatment for the entire pregnancy
with 2000 mg myo-inositol twice
per day, 500 mg D-chiro-inositol

per day, or 13.8 mg
D-chiro-inositol and 550 mg
myo-inositol twice per day

GDM incidence: 5.1% in the
myo-inositol group versus 34.4% in the
D-chiro-inositol group versus 38.2% in
the combined group versus 61.5% in

the control group
Neonatal hypoglycemia: 0% in the

myo-inositol group versus 15.6% in the
D-chiro-inositol group versus 8.8% in
the combined treatment group versus

21.1% in the control group

3.3. Myo-Inositol in the Prevention of Neural Tube Defects

Neural tube formation is a critical phase during embryogenesis. The process is very
complex, and part of the mechanisms involved are still unclear to this day. The fine genetic
regulation is of primary importance, being that the formation is strongly dependent on
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correct signals from other tissues [11]. Currently, up to 0.5% of pregnancies results in
fetuses carrying NTDs [52]. Generally, the most delicate moment during neural tube
formation is the closure, which may result in NTDs, like spina bifida or anencephaly, if
not properly regulated [18]. Spina bifida comes into several manifestations, most of which
are compatible with life. Myelomeningocele is the most severe of them, and also one of
the most common congenital malformations. Its etiology strongly depends on genetic
alterations, even if up to 40% of cases have environmental causes [53]. According to
National Institutes of Health (NIH), NTDs are more likely to occur in women with previous
pregnancies affected by NTDs, with 4% chance after the first NTD episode and up to 10%
after the second. People with a history of spina bifida face the same risk when deciding to
conceive [54]. Other risk factors include maternal obesity, maternal uncontrolled diabetes,
and maternal consumption of drugs with teratogenic activity, such as anticonvulsants, like
valproate or lithium carbonate [55,56].

In the prevention of NTDs, folate supplementation is the first-choice approach, due
to the beneficial effects observed during the years. Besides, folate induces the expression
of Rac1 and RhoA, two G proteins involved in cytoskeleton rearrangement, and cellular
motility and invasiveness [57]. However, some NTDs (about 30%) are not responsive to
folate. This phenomenon, known as folate resistance, was detected in humans and studied
in the curly tail murine model, displaying NTD predisposition and folate resistance [58].
As inositol deficiency exacerbates the incidence of NTDs in such a murine model [59],
researchers evaluated the effects of myo-ins supplementation as an alternative to folate.
They found that such a treatment reduced NTD occurrence in pregnant mice, showing a
prevention rate of up to 70%. Moreover, the authors also observed that protein kinase C
(PKC) stimulation mimicked the effects of inositol administration on NTD rate [58]. In fact,
myo-ins mediates the activity of PKC-γ and PKC-ζ, both necessary in the prevention of
NTDs [8]. Inositol administration also induces the expression of retinoic acid receptor in
the caudal portion of the embryos [58]. Retinoic acid signaling, indeed, induces massive
cytoskeletal rearrangement through Rac1 activity, required for the correct neural tube clo-
sure (Figure 5) [60]. Therefore, by increasing the intracellular pool of inositol phosphates,
myo-ins administration enhances PKC activity and restores the correct retinoic acid signal-
ing, preventing NTDs. From a clinical perspective, low blood levels of maternal myo-ins
are related to a higher risk of NTDs, confirming preclinical evidence [61]. As D’Souza
et al. [62] suggested, the yolk sac plays an important role in the mother-to-fetus inositol
delivery. In fact, in the first trimester, maternal blood does not directly come in contact
with the placenta, but flows through intercellular spaces, accessing the intervillous space
surrounding the placenta and reaching the yolk sac. In turn, the yolk sac is connected with
embryonic gut and vitelline circulation, allowing the passage of nutrients from maternal
serum to the embryo.

On these premises, physicians investigated the preventive effects of myo-ins also in
humans. These studies are summarized in Table 4. Cavalli et al. [63] provided the first
clinical evidence with a study involving three women with two previous NTD episodes.
Interestingly, these patients were treated with folate for at least one of their two NTD
episodes and were, thus, considered folate resistant. The authors recommended the intake
of 500 mg inositol plus 5 mg folic acid daily, starting from three months before conception
and until the end of the second month of pregnancy. None of the fetuses were diagnosed
with NTDs, resulting lately in three healthy babies. Two of the three women decided
to conceive again, undergoing inositol plus folic acid treatment and giving birth to two
healthy babies. Remarkably, the authors report no adverse effect. However, because of
the small sample size and the absence of controls, the same group expanded these results
years later during a following study [64]. An additional nine women, with previous NTD
episodes despite correct folate intake, were enrolled in the study. They received 1000 mg
inositol plus 5 mg folic acid daily, starting at least two months before conception until
at least the end of the second month of pregnancy. Among 11 newborns, none suffered
from NTDs, confirming the hypothesis that myo-ins could provide an effective adjunction
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to folate treatment or a valid alternative in folate resistant patients. Years later, Greene
et al. [65] carried out a breakthrough study on the efficiency of myo-ins in NTD prevention.
In this randomized, placebo-controlled trial, they recruited 48 patients with a previous
history of NTDs and divided them into two groups: intervention (23 women) and control
(25 women). Patients in the intervention group received 500 mg inositol two times a day,
while the control group received placebo. All the women were treated with 5 mg folic
acid daily. Fourteen pregnancies occurred in the intervention group, reporting no NTD
episodes; while, among 19 pregnancies in the placebo group, one was terminated due to
NTD. The study also included an additional 22 women who refused randomization, 19 of
which chose to take myo-ins and 3 opted for only folic acid supplementation. In the first
group, all women conceived and no episodes of NTDs occurred in all the physiological
pregnancies, resulting in healthy children. Moreover, in the second group, all the women
conceived, but NTDs occurred in two pregnancies, thus resulting in termination. Even if
the sample size is small, the data indicate that women who do not take myo-ins have a 13%
NTD recurrence, comparable with NIH estimates. Interestingly, myo-ins supplementation
seems to reduce the incidence of NTDs to a much greater extent.
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Table 4. Studies involving myo-inositol as a preventive treatment against NTDs in women with a previous pregnancy
affected by NTD despite folate supplementation.

Study Patients Protocol Findings

Cavalli et al. 2008
[63]

3 women with at least
one previous pregnancy

affected by
folate-resistant NTD

Open-label treatment with
500 mg per day from at least
two months before and until

60 days after conception

NTD incidence: 0%

Cavalli et al. 2011
[64]

9 women with at least
one previous pregnancy

affected by
folate-resistant NTD

Open-label treatment with
1000 mg per day from at least
two months before and until

60 days after conception

NTD incidence: 0%

Greene et al. 2016
[65]

47 randomized and
22 non-randomized

women with at least one
previous pregnancy

affected by NTD

Randomized, double-blind,
placebo-controlled treatment
with 500 mg twice per day;

women who declined
randomization decided to

take myo-inositol plus folic
acid (19 patients), or folic acid

only (3 patients)

NTD incidence in randomized patients: 0%
in the treatment group versus 5.3% in the

control group
NTD cases in the non-randomized patients: 0

in the myo-inositol plus folic acid group
versus 2 in the folic acid alone group

Overall NTD incidence: 0% in the treatment
group versus 13.63% in the control group

The clinical and preclinical trials demonstrate that the proper intake of myo-ins is of
primary importance in the correct development of the fetus. Particularly, these studies
highlight that myo-ins supplementation may prevent NTDs occurrence in case of inositol
deficiency or folate resistance.

4. Conclusions

Myo-ins plays a crucial role in fertility and in supporting physiological gestation. As
second messenger of gonadotropins and insulin, it guarantees the correct development
of oocytes and the progression of embryogenesis. Available evidence demonstrates that
the supplementation with myo-ins enhances the probability of achieving pregnancy and
reduces the onset of adverse maternal effects and neonatal outcomes. Specifically, in the
pursuit of pregnancy, myo-ins proved to induce ovulation and restore the physiological
menstrual cycle in infertile women, particularly in those with PCOS. Moreover, myo-ins
supplementation is also useful for women undergoing ART, improving oocyte and embryo
quality. During pregnancy, myo-ins reduces the risk of altered metabolic conditions like
GDM, which may lead to miscarriages or stillborn babies. In addition, myo-ins seems to
reduce the risk of NTDs in folate-resistant women.

Author Contributions: Conceptualization, R.G., G.F., G.B., V.U. and A.S.L.; writing, R.G., G.F. and
A.S.L.; review and editing, G.F., G.B. and V.U.; supervision, G.B., V.U. and A.S.L. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data sharing is not applicable to this article.

Conflicts of Interest: R.G., G.F., and V.U. are employed at Lo.Li. Pharma srl, Rome, Italy. G.B. and
A.S.L. declare no conflict of interest.

References
1. Gambioli, R.; Forte, G.; Aragona, C.; Bevilacqua, A.; Bizzarri, M.; Unfer, V. The use of D-chiro-Inositol in clinical practice. Eur. Rev.

Med. Pharm. Sci. 2021, 25, 438–446. [CrossRef]
2. Larner, J. D-chiro-inositol-its functional role in insulin action and its deficit in insulin resistance. Int. J. Exp. Diabetes Res. 2002, 3,

47–60. [CrossRef] [PubMed]

http://doi.org/10.26355/eurrev_202101_24412
http://doi.org/10.1080/15604280212528
http://www.ncbi.nlm.nih.gov/pubmed/11900279


Pharmaceuticals 2021, 14, 504 17 of 19

3. Dinicola, S.; Chiu, T.T.; Unfer, V.; Carlomagno, G.; Bizzarri, M. The rationale of the myo-inositol and D-chiro-inositol combined
treatment for polycystic ovary syndrome. J. Clin. Pharm. 2014, 54, 1079–1092. [CrossRef] [PubMed]

4. Bosanac, I.; Michikawa, T.; Mikoshiba, K.; Ikura, M. Structural insights into the regulatory mechanism of IP3 receptor. Biochim.
Biophys. Acta 2004, 1742, 89–102. [CrossRef]

5. Larner, J.; Brautigan, D.L.; Thorner, M.O. D-chiro-inositol glycans in insulin signaling and insulin resistance. Mol. Med. 2010, 16,
543–552. [CrossRef]

6. Ulloa-Aguirre, A.; Reiter, E.; Crépieux, P. FSH Receptor Signaling: Complexity of Interactions and Signal Diversity. Endocrinology
2018, 159, 3020–3035. [CrossRef]

7. Casarini, L.; Santi, D.; Brigante, G.; Simoni, M. Two hormones for one receptor: Evolution, biochemistry, actions, and pathophysi-
ology of LH and hCG. Endocr. Rev. 2018, 39, 549–592. [CrossRef]

8. Cogram, P.; Hynes, A.; Dunlevy, L.P.; Greene, N.D.; Copp, A.J. Specific isoforms of protein kinase C are essential for prevention of
folate-resistant neural tube defects by inositol. Hum. Mol. Genet. 2004, 13, 7–14. [CrossRef]

9. Unfer, V.; Dinicola, S.; Laganà, A.S.; Bizzarri, M. Altered ovarian inositol ratios may account for pathological steroidogenesis in
PCOS. Int. J. Mol. Sci. 2020, 21, 7157. [CrossRef]

10. National Institutes of Health. Available online: https://www.niddk.nih.gov/health-information/diabetes/overview/what-is-
diabetes/gestational (accessed on 15 January 2021).

11. Nikolopoulou, E.; Galea, G.L.; Rolo, A.; Greene, N.D.; Copp, A.J. Neural tube closure: Cellular, molecular and biomechanical
mechanisms. Development 2017, 144, 552–566. [CrossRef]

12. Goel, M.; Azev, V.N.; d’Alarcao, M. The biological activity of structurally defined inositol glycans. Future Med. Chem. 2009, 1,
95–118. [CrossRef] [PubMed]

13. Islam, S.M.A.; Patel, R.; Acevedo-Duncan, M. Protein Kinase C-ζ stimulates colorectal cancer cell carcinogenesis via PKC-
ζ/Rac1/Pak1/β-Catenin signaling cascade. Biochim. Biophys. Acta Mol. Cell Res. 2018, 1865, 650–664. [CrossRef] [PubMed]

14. Fleming, I.N.; Batty, I.H.; Prescott, A.R.; Gray, A.; Kular, G.S.; Stewart, H.; Downes, C.P. Inositol phospholipids regulate the
guanine-nucleotide-exchange factor Tiam1 by facilitating its binding to the plasma membrane and regulating GDP/GTP exchange
on Rac1. Biochem. J. 2004, 382, 857–865. [CrossRef] [PubMed]

15. Bansal, S.; Goyal, M.; Sharma, C.; Shekhar, S. Letrozole versus clomiphene citrate for ovulation induction in anovulatory women
with polycystic ovarian syndrome: A randomized controlled trial. Int. J. Gynaecol. Obs. 2021, 152, 345–350. [CrossRef]

16. Mejia, R.B.; Summers, K.M.; Kresowik, J.D.; van Voorhis, B.J. A randomized controlled trial of combination letrozole and
clomiphene citrate or letrozole alone for ovulation induction in women with polycystic ovary syndrome. Fertil. Steril. 2019, 111,
571–578. [CrossRef]

17. Jorquera, G.; Echiburú, B.; Crisosto, N.; Sotomayor-Zárate, R.; Maliqueo, M.; Cruz, G. Metformin during Pregnancy: Effects on
Offspring Development and Metabolic Function. Front. Pharm. 2020, 11, 653. [CrossRef]

18. Copp, A.J.; Stanier, P.; Greene, N.D. Neural tube defects: Recent advances, unsolved questions, and controversies. Lancet Neurol.
2013, 12, 799–810. [CrossRef]

19. Ferrari, F.; Facchinetti, F.; Ontiveros, A.E.; Roberts, R.P.; Saade, M.M.; Blackwell, S.C.; Sibai, B.M.; Refuerzo, J.S.; Longo, M. The
effect of combined inositol supplementation on maternal metabolic profile in pregnancies complicated by metabolic syndrome
and obesity. Am. J. Obs. Gynecol. 2016, 215, 503.e1–503.e8. [CrossRef]

20. Longo, M.; Alrais, M.; Tamayo, E.H.; Ferrari, F.; Facchinetti, F.; Refuerzo, J.S.; Blackwell, S.C.; Sibai, B.M. Vascular and metabolic
profiles in offspring born to pregnant mice with metabolic syndrome treated with inositols. Am. J. Obs. Gynecol. 2019, 220,
279.e1–279.e9. [CrossRef]

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

22. Gerli, S.; Mignosa, M.; di Renzo, G.C. Effects of inositol on ovarian function and metabolic factors in women with PCOS: A
randomized double blind placebo-controlled trial. Eur. Rev. Med. Pharm. Sci. 2003, 7, 151–159.

23. Costantino, D.; Minozzi, G.; Minozzi, E.; Guaraldi, C. Metabolic and hormonal effects of myo-inositol in women with polycystic
ovary syndrome: A double-blind trial. Eur. Rev. Med. Pharm. Sci. 2009, 13, 105–110.

24. Papaleo, E.; Unfer, V.; Baillargeon, J.P.; de Santis, L.; Fusi, F.; Brigante, C.; Marelli, G.; Cino, I.; Redaelli, A.; Ferrari, A. Myo-inositol
in patients with polycystic ovary syndrome: A novel method for ovulation induction. Gynecol. Endocrinol. 2007, 23, 700–703.
[CrossRef]

25. 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. [CrossRef] [PubMed]

26. U-Allah, I.; Sabeen, N.; Iqbal, Q.; Zulfiqar, S.; Wasim, T. Myoinositol in restoring spontaneous ovarian activity in patients with
Polycystic Ovarian Syndrome (PCOS). Esculapio 2020, 16, 41–45. [CrossRef]

27. Pundir, J.; Psaroudakis, D.; Savnur, P.; Bhide, P.; Sabatini, L.; Teede, H.; Coomarasamy, A.; Thangaratinam, S. Inositol treatment
of anovulation in women with polycystic ovary syndrome: A meta-analysis of randomised trials. BJOG 2018, 125, 299–308.
[CrossRef] [PubMed]

28. Chiu, T.T.; Tam, P.P. A correlation of the outcome of clinical in vitro fertilization with the inositol content and embryotrophic
properties of human serum. J. Assist. Reprod. Genet. 1992, 9, 524–530. [CrossRef]

http://doi.org/10.1002/jcph.362
http://www.ncbi.nlm.nih.gov/pubmed/25042908
http://doi.org/10.1016/j.bbamcr.2004.09.016
http://doi.org/10.2119/molmed.2010.00107
http://doi.org/10.1210/en.2018-00452
http://doi.org/10.1210/er.2018-00065
http://doi.org/10.1093/hmg/ddh003
http://doi.org/10.3390/ijms21197157
https://www.niddk.nih.gov/health-information/diabetes/overview/what-is-diabetes/gestational
https://www.niddk.nih.gov/health-information/diabetes/overview/what-is-diabetes/gestational
http://doi.org/10.1242/dev.145904
http://doi.org/10.4155/fmc.09.6
http://www.ncbi.nlm.nih.gov/pubmed/20390053
http://doi.org/10.1016/j.bbamcr.2018.02.002
http://www.ncbi.nlm.nih.gov/pubmed/29408512
http://doi.org/10.1042/BJ20040916
http://www.ncbi.nlm.nih.gov/pubmed/15242348
http://doi.org/10.1002/ijgo.13375
http://doi.org/10.1016/j.fertnstert.2018.11.030
http://doi.org/10.3389/fphar.2020.00653
http://doi.org/10.1016/S1474-4422(13)70110-8
http://doi.org/10.1016/j.ajog.2016.05.038
http://doi.org/10.1016/j.ajog.2018.11.1101
http://doi.org/10.1093/humrep/deh098
http://doi.org/10.1080/09513590701672405
http://doi.org/10.3109/09513590903366996
http://www.ncbi.nlm.nih.gov/pubmed/20222840
http://doi.org/10.51273/esc20.2516310
http://doi.org/10.1111/1471-0528.14754
http://www.ncbi.nlm.nih.gov/pubmed/28544572
http://doi.org/10.1007/BF01204248


Pharmaceuticals 2021, 14, 504 18 of 19

29. Chiu, T.T.; Rogers, M.S.; Law, E.L.; Briton-Jones, C.M.; Cheung, L.P.; Haines, C.J. Follicular fluid and serum concentrations of
myo-inositol in patients undergoing IVF: Relationship with oocyte quality. Hum. Reprod. 2002, 17, 1591–1596. [CrossRef]

30. Ravanos, K.; Monastra, G.; Pavlidou, T.; Goudakou, M.; Prapas, N. Can high levels of D-chiro-inositol in follicular fluid exert
detrimental effects on blastocyst quality? Eur. Rev. Med. Pharm. Sci. 2017, 21, 5491–5498. [CrossRef]

31. Lisi, F.; Carfagna, P.; Oliva, M.M.; Rago, R.; Lisi, R.; Poverini, R.; Manna, C.; Vaquero, E.; Caserta, D.; Raparelli, V.; et al.
Pretreatment with myo-inositol in non polycystic ovary syndrome patients undergoing multiple follicular stimulation for IVF: A
pilot study. Reprod. Biol. Endocrinol. 2012, 10, 52. [CrossRef]

32. Caprio, F.; D’Eufemia, M.D.; Trotta, C.; Campitiello, M.R.; Ianniello, R.; Mele, D.; Colacurci, N. Myo-inositol therapy for
poor-responders during IVF: A prospective controlled observational trial. J. Ovarian Res. 2015, 8, 37. [CrossRef] [PubMed]

33. Laganà, A.S.; Vitagliano, A.; Noventa, M.; Ambrosini, G.; D’Anna, R. Myo-inositol supplementation reduces the amount
of gonadotropins and length of ovarian stimulation in women undergoing IVF: A systematic review and meta-analysis of
randomized controlled trials. Arch. Gynecol. Obs. 2018, 298, 675–684. [CrossRef] [PubMed]

34. Colazingari, S.; Treglia, M.; Najjar, R.; Bevilacqua, A. The combined therapy myo-inositol plus D-chiro-inositol, rather than
D-chiro-inositol, is able to improve IVF outcomes: Results from a randomized controlled trial. Arch. Gynecol. Obs. 2013, 288,
1405–1411. [CrossRef]

35. Zheng, X.; Lin, D.; Zhang, Y.; Lin, Y.; Song, J.; Li, S.; Sun, Y. Inositol supplement improves clinical pregnancy rate in infertile
women undergoing ovulation induction for ICSI or IVF-ET. Medicine 2017, 96, e8842. [CrossRef]

36. Unfer, V.; Facchinetti, F.; Orrù, B.; Giordani, B.; Nestler, J. Myo-inositol effects in women with PCOS: A meta-analysis of
randomized controlled trials. Endocr. Connect. 2017, 6, 647–658. [CrossRef] [PubMed]

37. Fruzzetti, F.; Perini, D.; Russo, M.; Bucci, F.; Gadducci, A. Comparison of two insulin sensitizers, metformin and myo-inositol, in
women with polycystic ovary syndrome (PCOS). Gynecol. Endocrinol. 2017, 33, 39–42. [CrossRef] [PubMed]

38. Shokrpour, M.; Foroozanfard, F.; Afshar Ebrahimi, F.; Vahedpoor, Z.; Aghadavod, E.; Ghaderi, A.; Asemi, Z. Comparison of
myo-inositol and metformin on glycemic control, lipid profiles, and gene expression related to insulin and lipid metabolism in
women with polycystic ovary syndrome: A randomized controlled clinical trial. Gynecol. Endocrinol. 2019, 35, 406–411. [CrossRef]
[PubMed]

39. Scioscia, M.; Nigro, M.; Montagnani, M. The putative metabolic role of d-chiro inositol phosphoglycan in human pregnancy and
preeclampsia. J. Reprod. Immunol. 2014, 101–102, 140–147. [CrossRef]

40. Pillai, R.A.; Islam, M.O.; Selvam, P.; Sharma, N.; Chu, A.H.Y.; Watkins, O.C.; Godfrey, K.M.; Lewis, R.M.; Chan, S.Y. Placental
Inositol Reduced in Gestational Diabetes as Glucose Alters Inositol Transporters and IMPA1 Enzyme Expression. J. Clin.
Endocrinol. Metab. 2021, 106, e875–e890. [CrossRef]

41. Chu, A.H.Y.; Tint, M.T.; Chang, H.F.; Wong, G.; Yuan, W.L.; Tull, D.; Nijagal, B.; Narayana, V.K.; Meikle, P.J.; Chang, K.T.E.;
et al. High placental inositol content associated with suppressed pro-adipogenic effects of maternal glycaemia in offspring: The
GUSTO cohort. Int. J. Obes. 2021, 45, 247–257. [CrossRef]

42. Guo, X.; Guo, S.; Miao, Z.; Li, Z.; Zhang, H. Myo-inositol lowers the risk of developing gestational diabetic mellitus in pregnancies:
A systematic review and meta-analysis of randomized controlled trials with trial sequential analysis. J. Diabetes Complicat. 2018,
32, 342–348. [CrossRef]

43. D’Anna, R.; di Benedetto, V.; Rizzo, P.; Raffone, E.; Interdonato, M.L.; Corrado, F.; di Benedetto, A. Myo-inositol may prevent
gestational diabetes in PCOS women. Gynecol. Endocrinol. 2012, 28, 440–442. [CrossRef] [PubMed]

44. Matarrelli, B.; Vitacolonna, E.; D’Angelo, M.; Pavone, G.; Mattei, P.A.; Liberati, M.; Celentano, C. Effect of dietary myo-inositol
supplementation in pregnancy on the incidence of maternal gestational diabetes mellitus and fetal outcomes: A randomized
controlled trial. J. Matern. Fetal Neonatal Med. 2013, 26, 967–972. [CrossRef] [PubMed]

45. D’Anna, R.; Scilipoti, A.; Giordano, D.; Caruso, C.; Cannata, M.L.; Interdonato, M.L.; Corrado, F.; Di Benedetto, A. myo-Inositol
supplementation and onset of gestational diabetes mellitus in pregnant women with a family history of type 2 diabetes: A
prospective, randomized, placebo-controlled study. Diabetes Care 2013, 36, 854–857. [CrossRef] [PubMed]

46. D’Anna, R.; Di Benedetto, A.; Scilipoti, A.; Santamaria, A.; Interdonato, M.L.; Petrella, E.; Neri, I.; Pintaudi, B.; Corrado, F.;
Facchinetti, F. Myo-inositol Supplementation for Prevention of Gestational Diabetes in Obese Pregnant Women: A Randomized
Controlled Trial. Obs. Gynecol. 2015, 126, 310–315. [CrossRef] [PubMed]

47. Santamaria, A.; Di Benedetto, A.; Petrella, E.; Pintaudi, B.; Corrado, F.; D’Anna, R.; Neri, I.; Facchinetti, F. Myo-inositol may
prevent gestational diabetes onset in overweight women: A randomized, controlled trial. J. Matern. Fetal Neonatal Med. 2016, 29,
3234–3237. [CrossRef] [PubMed]

48. Santamaria, A.; Alibrandi, A.; Di Benedetto, A.; Pintaudi, B.; Corrado, F.; Facchinetti, F.; D’Anna, R. Clinical and metabolic
outcomes in pregnant women at risk for gestational diabetes mellitus supplemented with myo-inositol: A secondary analysis
from 3 RCTs. Am. J. Obs. Gynecol. 2018, 219, 300.e1–300.e6. [CrossRef] [PubMed]

49. Vitale, S.G.; Corrado, F.; Caruso, S.; di Benedetto, A.; Giunta, L.; Cianci, A.; D’Anna, R. Myo-inositol supplementation to prevent
gestational diabetes in overweight non-obese women: Bioelectrical impedance analysis, metabolic aspects, obstetric and neonatal
outcomes—A randomized and open-label, placebo-controlled clinical trial. Int. J. Food Sci. Nutr. 2020, 1–10. [CrossRef]

50. Celentano, C.; Matarrelli, B.; Pavone, G.; Vitacolonna, E.; Mattei, P.A.; Berghella, V.; Liberati, M. The influence of different inositol
stereoisomers supplementation in pregnancy on maternal gestational diabetes mellitus and fetal outcomes in high-risk patients:
A randomized controlled trial. J. Matern. Fetal. Neonatal Med. 2018, 33, 743–751. [CrossRef]

http://doi.org/10.1093/humrep/17.6.1591
http://doi.org/10.26355/eurrev_201712_13940
http://doi.org/10.1186/1477-7827-10-52
http://doi.org/10.1186/s13048-015-0167-x
http://www.ncbi.nlm.nih.gov/pubmed/26067283
http://doi.org/10.1007/s00404-018-4861-y
http://www.ncbi.nlm.nih.gov/pubmed/30078122
http://doi.org/10.1007/s00404-013-2855-3
http://doi.org/10.1097/MD.0000000000008842
http://doi.org/10.1530/EC-17-0243
http://www.ncbi.nlm.nih.gov/pubmed/29042448
http://doi.org/10.1080/09513590.2016.1236078
http://www.ncbi.nlm.nih.gov/pubmed/27808588
http://doi.org/10.1080/09513590.2018.1540570
http://www.ncbi.nlm.nih.gov/pubmed/30608001
http://doi.org/10.1016/j.jri.2013.05.006
http://doi.org/10.1210/clinem/dgaa814
http://doi.org/10.1038/s41366-020-0596-5
http://doi.org/10.1016/j.jdiacomp.2017.07.007
http://doi.org/10.3109/09513590.2011.633665
http://www.ncbi.nlm.nih.gov/pubmed/22122627
http://doi.org/10.3109/14767058.2013.766691
http://www.ncbi.nlm.nih.gov/pubmed/23327487
http://doi.org/10.2337/dc12-1371
http://www.ncbi.nlm.nih.gov/pubmed/23340885
http://doi.org/10.1097/AOG.0000000000000958
http://www.ncbi.nlm.nih.gov/pubmed/26241420
http://doi.org/10.3109/14767058.2015.1121478
http://www.ncbi.nlm.nih.gov/pubmed/26698911
http://doi.org/10.1016/j.ajog.2018.05.018
http://www.ncbi.nlm.nih.gov/pubmed/29859136
http://doi.org/10.1080/09637486.2020.1852191
http://doi.org/10.1080/14767058.2018.1500545


Pharmaceuticals 2021, 14, 504 19 of 19

51. Vitagliano, A.; Saccone, G.; Cosmi, E.; Visentin, S.; Dessole, F.; Ambrosini, G.; Berghella, V. Inositol for the prevention of gestational
diabetes: A systematic review and meta-analysis of randomized controlled trials. Arch. Gynecol. Obs. 2019, 299, 55–68. [CrossRef]

52. Kandasamy, V.; Subramanian, M.; Rajilarajendran, H.; Ramanujam, S.; Saktivel, S.; Sivaanandam, R. A study on the incidence of
neural tube defects in a tertiary care hospital over a period of five years. J. Clin. Diagn. Res. 2015, 9, QC01–QC04. [CrossRef]

53. Copp, A.J.; Adzick, N.S.; Chitty, L.S.; Fletcher, J.M.; Holmbeck, G.N.; Shaw, G.M. Spina bifida. Nat. Rev. Dis. Primers 2015, 1,
15007. [CrossRef] [PubMed]

54. National Institutes of Health. Available online: https://www.nichd.nih.gov/health/topics/spinabifida/conditioninfo/affected-
risk (accessed on 22 January 2021).

55. Li, S.; Luo, D.; Yue, H.; Lyu, J.; Yang, Y.; Gao, T.; Liu, Y.; Qin, J.; Wang, X.; Guan, Z.; et al. Neural tube defects: Role of lithium
carbonate exposure in embryonic neural development in a murine model. Pediatr. Res. 2020, 1–11. [CrossRef]

56. Facchinetti, F.; Cavalli, P.; Copp, A.J.; D’Anna, R.; Kandaraki, E.; Greene, N.D.E.; Unfer, V. An update on the use of inositols
in preventing gestational diabetes mellitus (GDM) and neural tube defects (NTDs). Expert Opin. Drug Metab. Toxicol. 2020, 16,
1187–1198. [CrossRef] [PubMed]

57. Oleinik, N.V.; Helke, K.L.; Kistner-Griffin, E.; Krupenko, N.I.; Krupenko, S.A. Rho GTPases RhoA and Rac1 mediate effects of
dietary folate on metastatic potential of A549 cancer cells through the control of cofilin phosphorylation. J. Biol. Chem. 2014, 289,
26383–26394. [CrossRef] [PubMed]

58. Greene, N.D.; Copp, A.J. Inositol prevents folate-resistant neural tube defects in the mouse. Nat. Med. 1997, 3, 60–66. [CrossRef]
[PubMed]

59. Cockroft, D.L.; Brook, F.A.; Copp, A.J. Inositol deficiency increases the susceptibility to neural tube defects of genetically
predisposed (curly tail) mouse embryos in vitro. Teratology 1992, 45, 223–232. [CrossRef]

60. Lee, Y.M.; Lee, J.O.; Jung, J.H.; Kim, J.H.; Park, S.H.; Park, J.M.; Kim, E.K.; Suh, P.G.; Kim, H.S. Retinoic acid leads to cytoskeletal
rearrangement through AMPK-Rac1 and stimulates glucose uptake through AMPK-p38 MAPK in skeletal muscle cells. J. Biol.
Chem. 2008, 283, 33969–33974. [CrossRef]

61. Groenen, P.M.; Peer, P.G.; Wevers, R.A.; Swinkels, D.W.; Franke, B.; Mariman, E.C.; Steegers-Theunissen, R.P. Maternal myo-
inositol, glucose, and zinc status is associated with the risk of offspring with spina bifida. Am. J. Obs. Gynecol. 2003, 189,
1713–1719. [CrossRef]

62. D’Souza, S.W.; Copp, A.J.; Greene, N.D.E.; Glazier, J.D. Maternal Inositol Status and Neural Tube Defects: A Role for the Human
Yolk Sac in Embryonic Inositol Delivery? Adv. Nutr. 2021, 12, 212–222. [CrossRef]

63. Cavalli, P.; Tedoldi, S.; Riboli, B. Inositol supplementation in pregnancies at risk of apparently folate-resistant NTDs. Birth Defects
Res. A Clin. Mol. Teratol. 2008, 82, 540–542. [CrossRef] [PubMed]

64. Cavalli, P.; Tonni, G.; Grosso, E.; Poggiani, C. Effects of inositol supplementation in a cohort of mothers at risk of producing an
NTD pregnancy. Birth Defects Res. A Clin. Mol. Teratol. 2011, 91, 962–965. [CrossRef] [PubMed]

65. Greene, N.D.; Leung, K.Y.; Gay, V.; Burren, K.; Mills, K.; Chitty, L.S.; Copp, A.J. Inositol for the prevention of neural tube defects:
A pilot randomised controlled trial. Br. J. Nutr. 2016, 115, 974–983. [CrossRef] [PubMed]

http://doi.org/10.1007/s00404-018-5005-0
http://doi.org/10.7860/JCDR/2015/14815.6190
http://doi.org/10.1038/nrdp.2015.7
http://www.ncbi.nlm.nih.gov/pubmed/27189655
https://www.nichd.nih.gov/health/topics/spinabifida/conditioninfo/affected-risk
https://www.nichd.nih.gov/health/topics/spinabifida/conditioninfo/affected-risk
http://doi.org/10.1038/s41390-020-01244-1
http://doi.org/10.1080/17425255.2020.1828344
http://www.ncbi.nlm.nih.gov/pubmed/32966143
http://doi.org/10.1074/jbc.M114.569657
http://www.ncbi.nlm.nih.gov/pubmed/25086046
http://doi.org/10.1038/nm0197-60
http://www.ncbi.nlm.nih.gov/pubmed/8986742
http://doi.org/10.1002/tera.1420450216
http://doi.org/10.1074/jbc.M804469200
http://doi.org/10.1016/S0002-9378(03)00807-X
http://doi.org/10.1093/advances/nmaa100
http://doi.org/10.1002/bdra.20454
http://www.ncbi.nlm.nih.gov/pubmed/18418886
http://doi.org/10.1002/bdra.22853
http://www.ncbi.nlm.nih.gov/pubmed/21956977
http://doi.org/10.1017/S0007114515005322
http://www.ncbi.nlm.nih.gov/pubmed/26847388

	Introduction 
	Background 
	Inositol in Insulin Signaling 
	Inositol in Gonadotropin Signaling 
	Inositol in Cellular Motility Phenomena 
	Opportunity for Inositol Supplementation 

	First Preclinical Evidence 
	Metabolic Maternal Outcomes 
	Fetal Outcomes 

	Clinical Applications 
	Myo-Inositol in the Pursuit of Pregnancy 
	Myo-Inositol in the Prevention of Gestational Diabetes Mellitus 
	Myo-Inositol in the Prevention of Neural Tube Defects 

	Conclusions 
	References

