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Abstract
Polycystic ovary syndrome (PCOS) is one of the most common female endocrine disorder that affects 6–15% of
the female population. It is a very complex syndrome that involves the hypothalamus, the pituitary gland, the ovaries,
the adrenal gland and the peripheral adipose tissue that together contribute to create a generally imbalance,
associated with three characteristic symptoms: oligo-anovulation, hirsutism and infertility. PCOS has been studied
over a prolonged period of time and yet is still not fully understood. In 2003, in Rotterdam, the European Society for
Human Reproduction and Embryology (ESHRE) together with the American Society for Reproductive Medicine
(ASRM), drafted a consensus document that, gathering the conclusions discussed and compared of various experts
works, established a worldwide standard diagnostic criteria for the Polycystic ovary syndrome. Since then, other
workshops focused on summarizing know-hows on PCOS by identifying gaps in various aspects. Most symptoms of
PCOS first appear in adolescence, around the start of menstruation. However, some women do not develop
symptoms until early to mid-20's. Although PCOS presents early in life, it persists through and beyond the
reproductive years. This manuscript focuses on summarizing the current knowledge on PCOS, underlying features,
diagnosis and treatment.
Keywords: Polycystic ovarian syndrome; Hyperandrogenism, hirsutism, hyperinsulinemia

Polycystic Ovary Syndrome
Definition and diagnosis
Polycystic ovary syndrome (PCOS) is one of the most common
female endocrine disorders [1]. The difficulty in diagnosing PCOS is
related to the intrinsic characteristics of the syndrome: the
heterogeneity of the symptoms, their variability in different age ranges,
the lack of overlapping biochemical parameters and shared cut-off
useful in clinical practice [2]. PCOS is, in fact, a very complex disorder
that involves the hypothalamus, the pituitary gland, the ovaries, the
adrenal gland and the peripheral adipose tissue creating an imbalance
associated with three characteristic symptoms: oligo-anovulation,
hirsutism and infertility [3]. Unfortunately, as the onset of PCOS is the
result of a complex series of the alteration of physiological
mechanisms, the symptoms and clinical signs of this disease are not
always evident, as already Stein and Leventhal described in 1935. They
identified the syndrome on the increased dimension of the ovary,
thickening of the capsule and the presence of multiple follicular cysts
covered by abundant stroma [4]. Even then, however, the disorder
appeared heterogeneous. On 7 patients with bilateral polycystic ovaries
and oligo/amenorrhea, 4 were obese, 5 were hirsute (one obese), 1
long-limbed and having acne [4]. The coming of ultrasound and in
particular transvaginal probe has revealed that the response of the
micropolycystic ovaries doesn’t necessarily imply a diagnosis of PCOS,
since patients with normal ovaries present clinical symptoms and
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laboratory features of PCOS, and vice versa [5,6]. In 1990, in Bethesda,
as a result of the Conference of the National Institute of Health/
National Institute of Child Health and Human Development (NIH/
NICHD), anovulation and hyperandrogenism were established as
criteria for PCOS diagnosis [7-10]. PCOS is mainly diagnosed on the
exclusion of androgen excess or ovulatory disorders with clearly
defined causes: the 21-hydroxylase deficiency is observed in nonclassic adrenal hyperplasia (NCAH) and affects 1-10% of hirsute
women [11]; Cushing's syndrome with hyperandrogenic
characteristics [12], adrenal carcinomas, ovarian tumors and other
adrenal androgen-secreting tumors present in 1:300-1000 androgenic
women; exogenous anabolic drugs, whose prevalence is unknown, but
it is generally present only in the minor androgenization [13]. Many
authors also exclude disorders that may result in ovulatory
dysfunction, such as thyroid dysfunction and hyperprolactinemia or
hypothalamic amenorrhea, whose prevalence is in the order of 1 to 3%
[14-17]. Other features present in women with PCOS, were then
reported, such as obesity (found in 30-60% of patients, depending on
the ethnic differences) [18], insulin resistance and hyperinsulinemia
(present in 50-70%) [19-23], and the ratio between the Luteinizing
hormone and the follicle-stimulating hormone (LH/FSH) >2 or 3
(frequency of 30-50%) [24-29]. In 2003, in Rotterdam, the European
Society for Human Reproduction and Embryology (ESHRE) together
with the 'American Society for Reproductive Medicine (ASRM),
drafted a consensus document that, gathering the conclusions
discussed and compared of various experts works, established a
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worldwide standard diagnostic criteria for the Polycystic ovary
syndrome. According to the Rotterdam Criteria, the PCOS diagnosis
can be made in patients that present at least 2 of the 3 following
criteria:
Oligo-anovulation; hyperandrogenism (clinical or biochemical);
presence of 12 or more follicles with a diameter of 2 ± 9 mm in each
ovary, and/or increased ovarian volume (>10 ml).
Even in this case all those disorders characterized by androgen
excess or ovulatory disorders with clearly recognized causes must be
excluded. On the basis of these criteria it is possible to identify four
main PCOS phenotypes:
Hyperandrogenism, chronic anovulation, polycystic ovaries (PCOS
classical phenotype I)
Hyperandrogenism, chronic anovulation and morphologically
normal ovaries (PCOS classical phenotype II); Hyperandrogenism,
polycystic ovaries, the presence of ovulatory cycles (ovulatory PCOS);
Chronic
anovulation,
polycystic
ovaries,
no
signs
of
hyperandrogenism (PCOS normoandrogenica.
In 2004, the Expert Commits of Androgen Execess PCOS Society
(AEPCOS) considered more correct to include only the first three
phenotypes thus implying the necessity of the presence of
hyperandrogenism for the definition of PCOS [9].

Diagnostic sonographic criteria
Stein and Leventhal described PCOS hallmarked by
oligomenorrhea or amenorrhea, infertility and the presence of cystic
ovaries, first identified at laparotomy and then histologically
confirmed at biopsy [4,30]. With the advent in the 1980s of highresolution and real-time scanners, more discrete criteria for PCOS
were established. Transabdominal 2-D ultrasound (TAUS) has largely
been superseded by (TV) scanning because of greater resolution and in
many cases patient preference [31]. The transabdominal route is of
course required in girls and women who are virgo intacta or for
patients who decline a transvaginal scan. A transabdominal scan offers
a panoramic view of the pelvic cavity, and may be useful if there are
associated uterine or ovarian developmental abnormalities. By the
way, transvaginal technique doesn’t require fullness bladder and
performs the examination in less time [32]. Transvaginal approach
allows greater resolution and provides a more accurate view of the
internal structure of the ovaries especially in obese women. The highfrequency probes (>6 MHz) can be used in virtue of the proximity of
the ovaries and uterus to the vagina and the relief of ultrasound
undergoes less interference from the adipose tissue. However the
sonographic criteria for polycystic ovary diagnosis has never found
unanimous consent, even if an increased volume of the ovaries
compared to normal ovaries are considered the main features of the
polycystic ovary [33,34]. The ultrasonographic examination allows to
evaluate both external (volume or area) and internal (number of
follicles, stromal echogenicity) ovary aspects.

External aspects
Volume: According to the Rotterdam Consensus criteria, an
ovarian volume >10cm³ is diagnostic of PCO. According to recent
studies it is more appropriate to lower the limit to 7cm³ in order to
have a greater sensitivity of the examination. In fact, the limit of 10cm³
has a specificity of nearly 100%, but a sensitivity lower than 50% [35].
To assess the ovary volume it is necessary to measure its maximum
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diameter on the following parameters: longitudinal, transverse and
anteroposterior. Traditionally, the ovarian volume (OV) is calculated
using ellissoide formula: π/6 x D1 x D2 x D3, D1, D2 and D3 being the
three maximal longitudinal, antero-posterior and transverse diameters
respectivelly. Whereas these criteria guarantee a specificity of 98%, it
does not offer the best sensitivity [36].
Ovarian Area: In 2-D US ovarian area (OA) is calculated by using
the formula π/4 x length x width (area of an ellipse), by adapting an
ellipse to the ovary, whose area is calculated from ultrasound or by
hand drawing the ovarian outline, automatically calculating the area
below the line. Although OA is less frequently used in research
protocols, it has better diagnostic power than those OV. The limit for
this parameter is 5cm² [37].

Internal aspects
Number of follicles. To evaluate the number of follicles each ovary
is scanned in cross section by the interior edges to the external ones in
order to achieve to the total number of cysts/follicles. The number of
follicles should be estimated on two levels of the ovary so as to
calculate its dimension and position. According to the Rotterdam
Consensus criteria polycystic ovary should contain 12 or more follicles
of 2-9 mm in diameter. This is a useful parameter to distinguish PCO
cases from multi ovarian follicular (MFOs), a transitory condition
generally associated to delayed puberty, hyperprolactinemia,
hypothalamic anovulation, amenorrhea related to weight [10]. The
multifollicular ovary is morphologically characterized by a number of
follicles, lower than PCO (between 6 and 10), distributed throughout
the ovary and by the absence of hypertrophy of the stroma. The
presence of multiple follicles is due to an incomplete stimulation of the
Gonadotropin-releasing hormone (GnRH) follicular development.
Moreover, unlike what occurs in PCOS, patients suffering from
ovarian multifollicular show normal levels of LH and T, but reduced
levels of FSH. Generally, the ovary resumes its normal aspect after
therapy and/or change of body weight [38].

Stroma: volume and echogenicity
Stromal echogenicity: The increased echodensity of the polycystic
ovary is a key histological feature [39] but is a subjective assessment
that may vary depending upon the setting of the ultrasound machine
and the patient's body habitus. Stromal echogenicity has been
described in a semi-quantitative manner with a score for normal (=1),
moderately increased (=2) or frankly increased (=3) [40]. Echogenicity
has been quantified by one group [41] as the sum of the product of
each intensity level (ranging from 0 to 63 on the scanner) and the
number of pixels for that intensity level divided by the total number of
pixels in the measured area. They have found that women with PCOS
had greater total ovarian volume, stromal volume and peak stromal
blood flow compared with normal ovaries, yet mean stromal
echogenicity was similar. The stromal index (mean stromal
echogenicity: mean echogenicity of entire ovary) was higher in PCOS,
due to the finding of a reduced mean echogenicity of the entire ovary
[42]. Increased stromal echogenicity is due to either increased stromal
volume alongside either reduced echogenicity of the multiple follicles.
Ovarian volume correlates well with ovarian function and is both
more easily and reliably measured in routine practice than ovarian
stroma. Thus, in order to define the polycystic ovary, neither
qualitative or quantitative assessment of the ovarian stroma is required
[36].
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Hyperandrogenism
One of the most immediate common symptoms of PCOS is the
excess of androgens [43]. In animals it was possible to reproduce a
syndrome PCOS similar through exposure in utero to an excess of
androgens [44]. It's therefore correct to acknowledge that the clinical
and biochemical features of PCOS may be the consequence of
genetically determined hypersecretion of androgens secreted by the
ovary during early childhood or puberty [45]. One of the mechanisms
that seems to be the basis of hyperandrogenism in PCOS is the
hypersecretion of LH, accompanied by normal or reduced levels of
FSH. The LH, that in physiological conditions is the main regulator of
the production of androgens by the ovarian theca, tends to be
produced in larger amounts, especially for increased amplitude and
frequency of its secretory peaks, and changes in its glycosylation [46].
Due to the increase in the production of LH and the concomitant
presence of normal or reduced levels of FSH, the LH/FSH ratio is
greater than 2.5 [47]. Pituitary sensitivity to acute stimulation with
GnRH never reveals deficient or absent answers, but mostly normal, or
exaggerated in 25-30% of cases. This would indicate a retained and
sometimes increased sensitivity on part of the LH-secreting cells [48].

Ovarian and adrenal hyperandrogenism
The detectable hyperandrogenism in PCOS is not only determined
by a defect in ovarian steroidogenesis, but involves a second
“disintegration” mechanism of ovarian level and adrenal gland. We
know that the P450c17 is a key enzyme in the regulation of hormone
synthesis, and is the only known enzyme capable of converting the
precursors of C21 in the pre-steroid hormones, that is the 17ketosteroids. It presents, in fact, a double catalytic activity: 17hydroxylase and 17,20-ligase [49]. Its regulation is a significant factor
in the expression of hyperandrogenism [50]. The secretion of
androgens in the ovary is LH dependent, while in the adrenal gland it
is Adrenocorticotropic hormone (ACTH) dependent [49]. The
androgen response to each of these two hormones seems to be
modulated by internal autocrine and paracrine tissue mechanisms.
The insulin, Insulin-like growth factors (IGFs) and inhibin are
counted among the many growth factors capable of increasing the
cellular response to the action of LH and ACTH [51]. In particular, it
has been shown that the insulin/IGF system stimulates the gene
expression of P450c17 and the activity of the enzyme both at ovarian
and adrenal gland level. However, experimental evidence shows that
an alternative androgen biosynthetic pathway exists [52].

Ovarian hyperandrogenism
Studies on ovarian theca hormone production show that patients
with PCOS have an increase in ovarian production of progesterone
and androgens. This observation has directed interest in studying the
CYP11a gene, a key gene in the metabolism of steroids, as its product
(cytochrome P450scc), catalyzes the first step in the synthesis of
steroid hormones [53]. Recent studies have confirmed that the
expression of this gene increases in the ovarian theca cells of women
with PCOS compared to those of the control group, as a positive
correlation between the presence of certain polymorphisms of the gene
and the presence of PCOS [54].

Diagnostic criteria in hyperandrogenism in PCOS
The diagnosis of hyperandrogenism is performed through
laboratory investigations, by looking for increased serum levels of
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androgens, or through clinical examination, by looking for signs of
hyperandrogenism, like hirsutism, even in the presence of normal
levels of androgens in the blood [55].
Biochemical parameters: In patients with PCOS it is possible to
detect high levels of all androgens, from the most powerful
(Testosterone T; Dihydrotestosterone DHT, 5-Androstenediol D5-Adiol),
to
the
weakest
(4-Androstenediol
D4-A;
Dehydroepiandrosterone DHEA, Dehydroepiandrosterone sulfate
DHEA-S). The levels of Estrone (E1) are increased, those of Estradiol
(E2) are normal or reduced by a decreased follicular production with
an inversion of the E2/E1ratio. The SHBG levels are reduced. The
selective catheterization of the ovarian and adrenal veins, as well as test
stimulators and inhibitors specific for adrenal and ovary, have revealed
that the adrenal gland is the main source of DHEA and DHEAS , while
the major contribution to the production of T, D4-A and 17hydroxyprogesterone (17-OH-P) comes from the ovary, in agreement
with the high enzymatic activity of the P450c17 at the theca cells level
[56]. The quantity of free testosterone (T) or the index of free T (free
androgen index, FAI) are the most sensitive methods to assess the
hyperandrogenemia [57]. Only 30-50% of patients with PCOS have
elevated levels of adrenal androgens and only a small fraction can have
an isolated elevation of dehydroepiandrosterone sulfate (DHEA-S),
without showing, however, the suppressibility to dexamethasone and
stimulation to ACTH, typical in adrenogenitalica syndrome. The
increase in the LH/FSH ratio, generally >2.5, is present in many but
not in all women with PCOS. A normal value of this ratio does not
therefore exclude the diagnosis of this disease [58]. Finally, in recent
years the use of diagnostic tests involving GnRH show an exaggerated
production of 17-OH-progesterone due to a dysregulation of 17-lyase
(cytochrome p450). However it is not a highly specific test and it is
certainly impractical to perform [59].
Clinical parameter: The skin is an organ target of androgens. On the
skin are localized specific receptors for these hormones and enzymes
capable of metabolizing testosterone and its secondary products [60].
In particular, the pilosebaceous unit, the structure of the skin that
contains the sebaceous gland and hair follicle, is the more sensitive
structure to the action of androgens. As a result of the binding of these
hormones to the receptors in the skin, the pilosebaceous unit is
stimulated and such stimulation produces sebum with possible
development of acne and hairs. Therefore, the skin manifestations of
hyperandrogenism in women is seborrhea, with concomitant
development of acne, ipertrocosi, or hirsutism [61]. In most important
cases of hyperandrogenism, these clinical symptoms are extremely
evident and are accompanied by the presence of alopecia, increased
muscle mass, clitoromegaly, changes in the voice tone and other
organs and tissue manifestations that are affected by the action of
androgens [62].

Physiology pilosebaceous unit
The pilosebaceous unit is a skin structure that contains two distinct
functional units, the sebaceous gland and hair follicle, and it is strongly
controlled by the action of androgens [63]. The sebaceous gland is
greatly stimulated during sexual maturation by androgens, and, in fact,
the increase in sebum production is one of the clinical signs during
prepuberty. The hair follicle is the structure where the hair formation
occurs. In men and women, there are two types of hair: the pixie hair
(or fleece) and the terminal hair. The pixie hair is characterized by a
very small diameter and the absence of pigmentation, while the
terminal hair is thicker, harder, pigmented and generally longer than
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the pixie hair. The pixie hair is typical in prepubertal age. In this
period of life only eyelashes, eyebrows and hair are terminal type (nonsexual hair that is not under the control of sex hormones) [63]. During
sexual maturation, due to androgens action, in certain areas, the pixie
hairs turn into terminal hairs: in female, this happens in the pubic
zone and underarms; in male, in addition to the previous, face, trunk
and limbs (sexual hair). Although head hair is terminal non-sexual
hair (not dependent on androgens), it can be influenced by the
increase (or post-pubertal changes in steroid metabolism) in plasma
concentrations of testosterone, increment that can lead in both sexes
to the involution of the hair as from terminal hair to pixie hair and
later can cause atrophy of the hair follicle (male and female androgenic
alopecia). In addition to this general genetic type determination
(belonging to the female sex) the location, density and type of hair
follicles are also determined by breed and by individual genetic
features. However, generally, woman hair terminals are only present in
eyelashes and eyebrows as well as in axillary hair, pubic hair and the
scalp; in the rest of the body they’re pixie type. Disregulation in the
production of androgens in various etiology, or increased sensitivity to
their action at the level of skin receptors, can cause the transformation
of the pixie hair into terminal hair [63].

Hypertrichoses
Hypertrichoses, indicates the increase of sexual hair (terminal hair)
and amount of hairs (pixie hair) in women where physiologically
present, or non-sexual hair present on the forearms, legs and
lumbosacral areas. The increased hair indicates a higher density of
hairs per area unit [64].

Hirsutism
Hirsutism is defined as the development of male pattern terminal
hair growth in women and affects approximately 5-8% of the
population [14,65]. It is often associated with androgen excess
disorders including non-classic adrenal hyperplasia, androgen
secreting tumors, and polycystic ovary syndrome (PCOS) [14,66].
Family history and physical exam are particularly important in
evaluating excess hair growth in women, because there is no absolute
clinical distinction between physiologic and pathologic hirsutism. For
clinical evaluation and diagnosis, it is important to have a standardized
system to evaluate hirsutism [65]. The most widely used scoring
system was first developed by Ferriman and Gallwey in 1961, and
involves subjective tabulation of terminal hair growth in various areas
of the body [67]. The original Ferriman-Gallwey system involved the
scoring of 11 body areas including the lip, chin, chest, upper abdomen,
lower abdomen, upper arm, forearm, thigh, lower leg, upper back, and
lower back. This was later modified (i.e. the modified FerrimanGallwey or mF-G method) to include only nine body areas, excluding
the forearm and lower leg as these areas were found not to correlate
with androgen excess. In the mFG scoring system, each individual
body area is visually scored on a scale of zero to four, where zero
indicates no terminal hair growth and four indicates full male pattern
terminal hair growth [65]. However, this system has its limitations.
First, it involves a detailed, full body exam assessing and scoring all
nine body areas [68] which may be considered invasive by many
patients and is cumbersome when performing epidemiologic studies.
For these reasons, it would be prudent to identify a simpler and more
widely applicable screening system for hirsutism. Cook et al. have
recently identified a simpler and widely applicable screening system
for hirsutism. They have indicated that the best single body area
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predictor of total body hirsutism is the lower abdomen. Using only the
lower abdomen as a predictor, 55% of the variability in the data set is
explained (p<0.001). This study has examined all subset combinations
of the nine body areas included in the mFG scoring system, and has
found that the best single body area correlating to the full mFG score is
the lower abdomen. They have demonstrated in two large cohorts that
examination of only the chin and abdomen is a simple and reliable
screening method for detecting hirsutism. Furthermore, reducing the
number of body areas assessed may increase the willingness of study
participants or patients to be evaluated. [69].

Virilization
The term virilization indicates a complex clinical picture due to the
presence of an important hyperandrogenism. It involves besides the
skin, other organs and tissues targets of androgens. At skin level it is
possible to identify a strong hypertrichosis and hirsutism, seborrhea
and/or acne, while in a general symptom context it is possible to
identify androgenetic alopecia, increased muscle mass, clitoromegaly
(clitoral index above 35 mm2), changes in the tone of the voice (for
hypertrophy of the larynx), breast reduction, modification of fat
deposits in the body as male (reduction of deposits in the glutealfemoral level and increase at the thoraco-abdominal), together with
disturbances of the sexual cycle. Virilization is generally indicative of
androgen-secreting tumors [70].

Seborrhea and acne
Seborrhea, overproduction of sebum, is for the woman not only an
aesthetic problem (shiny skin, oily, greasy), but also a predisposing
factor to the most annoying and pathological disorder, such as the
presence of comedones, development of acne vulgaris or other types of
infectious diseases of the skin [71]. The overproduction of sebum is
due to abnormal stimulation of the sebaceous glands induced by
overproduction of androgens. This alteration, however, could also be
the result of an increased sensitivity of the skin receptors to male
hormones, or to an increase of androgen metabolism in the skin
(increased transformation of testosterone into dihydrotestosterone)
[71]. Functional alteration of the sebaceous gland is also the basis for
the development of acne. Acne (acne vulgaris) is a cutaneous
condition featuring pathological occlusion of the pores and skin with
consequent inflammation and pus formation inside the pore itself. It is
usually localized to the face and trunk area [72] The sebaceous glands
secrete lipids, mainly triglycerides, fatty acids, cholesterol and
cholesterol esters, squalene. After hormone stimulation, you can
attend to an overproduction of secreted and/or changes in its chemical
composition leading to hyperkeratosis of the excretory duct with
congestion of sebum within the duct itself. The result is the formation
of comedones (point-like skin bumps made of the material that
obstructs the glandular orifice). The following transfer of free fatty
acids as a result of the action of esterase produced by Corynebacterium
acnes (a bacterium normally present within the excretory duct) on the
neutral fats of the product leads to a perifocal glandular inflammation
of the surrounding tissues and the consequent formation of acneic
pustule. Actually acne has a multifactorial complex etiology and not
yet fully understood. In addition to the influence of androgens, thyroid
and genetic predispositions have a defined role. In particular, the
hereditary predisposition to acne seems to be polygenic or dominant
with variable penetrance. It occurs in less than 1-3 women with PCOS.
Unlike androgenic alopecia and hirsutism, womens main problem
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with acne is an increase in sebum production while serum levels of
androgens often remain unaffected [72].

Depression
PCOS is a multifaceted disorder with multiple potential risk factors
and a great impact on the lives of women affected. For this reason it is
not surprising that a high percentage of women with PCOS also report
symptoms of mood disorders like depression, anxiety and bipolar
disorder [73]. Even though anxiety and depression often coexist, most
of the past research on mood in PCOS is limited to prevalence of
depression [73,74] with few data on prevalence and severity of anxiety
or severity of depression [75]. These mental health differences are
noted across the lifespan, including adolescents, and across the
different PCOS phenotypes [76]. In a recent meta-analysis, studies that
measured anxiety and depression in women with PCOS, listed in
Pubmed and Medline published up 2010, were identified and
compared. Results have highlighted that women with PCOS tend to
experience mildly elevated anxiety and depression, significantly more
than control groups [77]. These differences are slightly lower when
both groups have a similar BMI, suggesting that mood in PCOS might
be improved to some degree through weight control. In fact it was not
surprising that both BMI and PCOS were significantly associated with
depression as it has been found in previous research [78]. In a recent
study was found that the low glycemic index diet has some advantages
for women with PCOS and it was also evidenced that hypocaloric diets
significantly led to reduced body weight and androgen levels in
women with PCOS [79]. Moreover also physical activity could be an
effective therapeutic option for the reproductive and metabolic
features of PCOS. Even if the specific interaction between physical
activity and mental health has not been explored in depth in PCOS,
preliminary data including a recent clinic-based study of women with
PCOS, have evidenced that physically inactive women suffer from
higher depression scores than physically active women, and that there
is an association between lower physical activity and mild depression
[80].

Insulin Resistance
Insulin resistance is another metabolic characteristic frequently
associated with PCOS [81]. This metabolic defect is attributable to a
reduced functionality of the insulin receptor due to 'hyperphosphorylation of serine residues of the same receptor by a serine/
threonine kinase. This hyper-phosphorylation diminishes ligand
affinity, with the result of the attenuation of the endocrine hormone
signal and the onset of the insulin-resistance condition. It is essentially
the same mechanism that, acting at the level of cytochrome P450c17,
induces ovarian and adrenal hyperandrogenism. Only one molecular
mechanism is then able to explain two of the major disorders of PCOS
[81].

Hyperinsulinemia
Excessive pancreas insulin production is often present in PCOS and
a serious risk factor in the onset of non-insulin dependent diabetes
(NIDDM). Excessive activity of the pancreas beta cells does not
depend on obesity and is not generally associated with reduced glucose
tolerance. Hyperinsulinemia would provide a significant contribution
to premature arrest of follicle growth, characteristic occurrence of
anovulation in PCOS, and the interaction of insulin with LH would be
a key element in this process [82].
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Insulin and the regulation of stereoidogenesis
Indirect stimulation mechanisms of the production of androgens: It
has been shown that insulin has an active role in amplifying the
stimulated production of androgens by the LH at a theca cell level.
This would explain the prevalence of hyperandrogenic symptoms in
obese subjects with PCOS [83].
From data obtained in vitro by stromal tissue from normal women
and women with PCOS, it has also been demonstrated that the
potentiating response of insulin on LH is much greater in the tissues of
women with PCOS compared to those of normal women [84]. A
second mechanism which alters the normal values of androgen
depends on the reduction of plasmatic protein binding sex hormone
(sex hormone binding globulin or SHBG). SHBG is a protein
produced by the liver and acts as blood conveyor of sex hormones.
Obviously, as more the hormone molecules are bound to this protein,
as smaller is the concentration of the "free" and physiologically active
hormone. The effect would precisely be due to the blockage of the
synthesis of SHBG. This reduction raises blood levels of free
testosterone, by increasing its bioavailability [85].
Direct mechanism of stimulation of the production of androgens:
Besides positively modulating the action of gonadotropins in the
ovary, amplifying the steroidogenic signal, insulin has a direct
stimulatory effect on steroidogenesis in granulosa cells, both in normal
and in the polycystic ovary. These actions appear to be mediated by
insulin binding to two different receptors, specific receptors present in
the ovary and IGF-I receptors, the latter having a structure similar to
the insulin receptor [86]. The use of the PCOS insulin-sensitizing
drugs such as metformin and troglitazone has highlighted that the
improvement in insulin sensitivity follows a significant reduction of
basal concentrations of testosterone (total and free), as well as an
increase in blood levels of SHBG, especially in obese women with
PCOS [87,88]. The hypothesis of the presence of a defect in the
transduction signal of insulin has focused attention on the function of
the second messengers of insulin signals, such as IPG (inositol fosfo
glycans). In particular, studies show that a deficiency of myo-inositol
can underlie, besides a non-insulin response, also a reduced answer to
ovarian FSH, being the myo-inositol the second hormone messenger
predisposed to follicular growth [89,90]. Insulin acts as a real
gonadotropic hormone in the ovary. It is, in fact, an important factor
in the regulation of ovarian androgen synthesis and metabolism and,
therefore, the hyperinsulinemia may be responsible, at least in part, of
hyperandrogenism in women with PCOS.

Diagnostic Criteria of Insulin Resistance in POCS
Biochemical parameters
The assessment of hyperinsulinemia status is not always practicable
through the evaluation of simple basic insulin. More accurate results
are obtained from stimulation tests which assess the values of blood
glucose and insulin in response to the glycidic stimulus administered
(orally - OGTT, or intravenously - IVGTT). The insulin response is
considered index of a metabolic problem when, already in the first
two, three minutes of execution of the analysis reveals a response equal
or greater than 50 ng/ml. In patients with PCOS, it is frequent that an
increase response to the test occurs already in the first phase (60 min
after administration of glycidic stimulus). Some authors state that the
finding of a relationship glucose/insulin under 3 is indicative of insulin
resistance [91,92].
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Clinical parameters
When evaluating a patient for a possible diagnosis of PCOS, it is
important to look for signs of insulin resistance such as obesity and
acanthosis nigricans. Obesity usually appears in premenarche period
and is more frequent in the presence of hyperinsulinemic
hyperandrogenism. For a correct diagnosis also anthropometric
features are important, since 50-60% of women with PCOS are obese:
this is an androgenic obesity with prevalent deposition of fat in the
abdomen, identifiable by a ratio waist circumference/ hip
circumference greater than 0.85 [93]. Women with PCOS have altered
lipid profile, with higher cholesterol levels (both total and LDL), lower
HDL cholesterol compared with healthy women [94]. Dyslipidemia is
common in PCOS and occurs independent of BMI [95], however there
is a synergistic deleterious effect of obesity and insulin resistance in
PCOS analogous to that seen in type 2 diabetes. This could explain the
association observed between the triglycerides levels and the variables
that usually describe obesity, such as BMI and waist circumference.
The causes of dyslipidaemia in PCOS are again multifactorial. Insulin
resistance appears to have a pivotal role mediated in part by
stimulation of lipolysis and altered expression of lipoprotein lipase and
hepatic lipase [96]. Cupisti et al. evaluated differences among the 8
most frequent phenotypes of PCOS women with regard to metabolic
changes, in terms of markers of lipid profile (LDL, HDL, cholesterol,
and triglycerides). Only HDL was significantly lower in women with
hyperandrogenemia, hirsutism, and oligomenorrhea than in controls
and in comparison with women with oligomenorrhea and polycystic
ovaries [97]. In an another study Fruzzetti et al. concluded that
hyperandrogenemia is a risk factor for dyslipidemia, which was altered
only in the phenotypes with elevated androgen levels [98]. The
mechanism by which hyperandrogenism may contribute to
development of lipid abnormalities in PCOS is not clear.
Hyperandrogenism may lead to the abnormalities in lipoprotein
profile by working directly at the liver, or it may alter body
composition by favoring central adiposity [99].
It is possible to identify in a small percentage of patients Acanthosis
Nigricans, a mucocutaneous eruption characterized by thickened skin,
in appearance hyperpigmented and velvety that occurs more
frequently in the area of the axillas, the skin cracks and the nape of the
neck and is thought to be caused by excessive exposure of the dermis
to insulin [100,101]

PCOS and age
More and more evidences indicate that PCOS appears to be a
pathology that involves “the whole” life of the woman, that begins in
the intrauterine life in genetically predisposed individuals, occurs at
the time of puberty, endures in child bearing age and exposes,
especially after menopause, to a higher risk of developing endometrial
cancer, cardiovascular disease, hypertension, diabetes mellitus type 2
[102]. For these reasons it is clear that a correct and early diagnosis of
this syndrome is fundamental, as it allows to perform the most
appropriate treatments and check-ups thus reducing the risk of
developing all the complications related to it.

Adolescence
Menstrual irregularity is a common feature of PCOS, occurring in
more than 75% of the adult PCOS population, and is often the earliest
clinical manifestation in the adolescent [103,104]. van Hooff and
colleagues observed polycystic ovaries in 9% of adolescent girls with
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regular menstrual cycles, in 28% with irregular cycles (average cycle
length between 22 and 41 days), and in 45% with oligomenorrhea and
found a similar association with higher androgen levels. On the basis
of these considerations it is possible to make the diagnosis of PCOS in
adolescents only in the presence of all 3 Rotterdam criteria: the
presence of amenorrhea/oligomenorrhea for at least two years after
menarche and the presence of polycystic ovary syndrome,
characterized by ovarian size >10cm³, and most important a
hyperandrogenism test rather than only the clinical signs of androgen
excess as acne [105]. Acne is a common element of the young women,
both in the presence and absence of PCOS, and hirsutism develops
later. For all these reasons, the criteria of PCOS diagnosis in
adolescents differs from the ones considered for women in adulthood
[106,107]. According to some authors, hyperandrogenism could be the
most important marker of PCOS among adolescents. Which is why it
is important to recognize and decrease androgen levels in adolescence
in order to reduce the associated risk of developing metabolic
syndrome (MBS), diabetes, and infertility in adulthood [108].

Adult age and pregnancy
Menstrual irregularities are common events during reproductive
adulthood, not only, as women with PCOS may experience
spontaneous ovulation, it is not always easy to give a correct diagnosis.
In 90% of cases, young women with menstrual irregularities will be
diagnosed as PCOS women: 95% of adult women with PCOS present
oligomenorrhea [109]. PCOS women with amenorrhea present a more
severe hyperandrogenism than women with irregular menstrual cycles,
or oligomenorrhea. Furthermore, women with PCOS tend to have a
more regular cycle as they get closer to menopause [110]. Another
important factor to evaluate in adulthood is that PCOS is one of the
most common endocrine causes of female infertility. Infertility is
frequent in PCOS patients and is usually associated to ovarian
dysfunction, dysfunctional uterine bleeding, oligomenhorrea and
amenorrhea [111]. The presence of regular menstrual bleeding doesn’t
exclude anovulation. The causes of infertility or reduced oocyte quality
are attributable to ovarian hyperandrogenism and hyperinsulinemia,
which would alter the intrafollicular environment through a
premature luteinization of the granulosa cell and a paracrine
dysregulation of growth factors [112]. The most evident
neuroendocrine feature regulating abnormal ovarian follicle
development in PCOS is increased luteinizing hormone (LH)
pulsatility regarding both frequency and amplitude, with relatively low
FSH secretion [113]. The ovarian dysfunction of PCOS involves both
these morphological features of polycystic ovaries, described as an
accumulation of small antral follicles of size 2–9 mm, as well as the
clinical consequence of oligo-/anovulation. The prevalence of
menstrual irregularities oligo-/amenorrhea in PCOS depends on the
used diagnostic criteria but is approximately 75% [114]. The ovulatory
dysfunction in PCOS can be ascribed to disturbed follicular
development with excessive early follicular growth and abnormal later
stages of arrested follicle growth well before expected maturation
[115]. Ovulatory cycles are usually obtained after correcting
overweight or immediately after the discontinuation of estrogenprogestin. If this does not occur, ovulation must be pharmacologically
induced [116]. Clomiphene is one of the drugs that is normally used
for this purpose: it is a weak estrogen that also behaves as antiestrogen.
It is likely that the drug interacts with the hypothalamic estrogen
receptors, confusioning the endogenous estradiol and creating, given
its biological activity almost absent in this district, a contrived
hypoestrogenism condition. The hypothalamic centers responsible for
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the release of GnRH are thus stimulated to greater activity. After
administration of clomiphene, in fact, the frequency of the pulsatile
secretion of LH and FSH is increased, while the amplitude remains
unchanged. The ovulation in PCOS is induced in 80% of cases, while
pregnancy is achieved in 20% of cases. Even if you start a pregnancy it
is necessary to consider a whole range of gestational complications
that women with PCOS are exposed to [117]. Indeed, there is a higher
incidence of gestational diabetes (GDM; 40-50%) and associated fetal
macrosomia, hypertensive disorders, such as pre-eclampsia and
pregnancy-induced hypertension (5%), as well as miscarriages and
premature births (10-15%). Metformin is commonly used to reduce
gravidic complications both before and during pregnancy having no
valid scientific evidence that the use is not recommended [118]. In
cases where there was no response to treatment with clomiphene, in
vitro fertilization or intracytoplasmic sperm injection (IVF; ICSI) is
the next step necessary to achieve ovulation by administering
gonadotropins. The purpose of therapy with gonadotropins, or rather
with FSH, act on the follicles in the last stage of their maturation
process that, in physiological conditions, is limited to the first two
weeks of the menstrual cycle. It is proven that high levels of myoinositol in follicular fluid are markers of a good oocyte quality.
Numerous studies also show that supplementation with myo-inositol
is able to improve the response to the pharmacological stimulation and
in IVF protocols: reduces days of stimulation, number of germinal
vesicles and degenerated oocytes during pick-up, while it increases the
number of mature oocytes [119]. Being the myo-inositol a second
messenger pathway for insulin, it enables a control of
hyperinsulinemia and of gravidic complications associated to it [120].

Menopause
The transition to menopause involves a series of androgen changes
in women. Some studies show that testosterone levels are reduced
between the third and fifth decade and more evident in women with
PCOS, especially regarding T free and DHEAS levels. When advancing
in age, it seems that the clinical picture of the disease improves,
increasing reproductive possibilities before menopause: the
morphology and size of the ovaries become normal and there is often
also a restoration of menstruations. According to some authors during
perimenopausal there is a partial resolution of hyperandrogenism with
a shift from the PCOS I-II-III phenotype to phenotype IV,
characterized by anovulation, and polycystic ovaries, but lacking
hyperandrogenism
[121].
Unfortunately,
the
data
of
hyperandrogenism in postmenopause remain unclear. So, although it
is impossible today to talk of specific PCOS phenotype in menopause,
we can sense that the diagnostic criteria taken into account in
reproductive age, is no longer valid [122]. In fact, although a decrease
in secretion of ovary androgens has been detected in advanced age, the
secretion of adrenal androgens is still evident in women affected by
PCOS also in menopause, indicating that in these women the exposure
to hyperandrogenism persists for a long time amplifying the risk of
cardiovascular disease compared with non-PCOS in post-menopausal
women [123]. At the same time insulin resistance, chronic
inflammation, abdominal adiposity and dyslipidemia worsen,
especially with BMI increase. In obese PCOS women, in fact, an IR
liver is established, as result of an alteration of the entire insulin
pathway generated by the synergy between PCOS and obesity [124]. In
summary, although the data for the overall health status of women
with PCOS after menopause is still few, we can speculate that these
women will be exposed to greater health risks than healthy women.
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Obstructive Sleep Apnea (OSA)
Obstructive sleep apnea (OSA) is a highly prevalent, chronic
condition that is characterized by recurrent episodes of complete
(apnea) or partial (hypopnea) obstruction of the upper airway leading
to intermittent hypoxia, cortical microarousals, sleep fragmentation
and chronic sleep loss [125]. Although gender is known to impact
upon the distribution (REM vs. NREM) of obstructive events, the
physiologic basis for this gender-based difference has not been
established, and more recent large population-based studies have
demonstrated that the prevalence of OSA is only 1.5–3 times higher in
men than in women and this gender gap narrows even further after
menopause [126]. Interestingly, the prevalence of OSA increases
significantly, after the menopause, in women receiving no gonadal
hormone replacement therapy (men-to-women ratio, 1.4:1) [125].
Additionally, recent data indicate that reproductive-age women with
PCOS are at very elevated risk for obstructive sleep apnea (OSA)
compared with women without PCOS, and it appears to be strongly
associated with insulin resistance. Indeed, in some studies, insulin
resistance was present only in obese women with PCOS who had OSA
[127], meanwhile non-obese women with PCOS do not seem to be at
increased risk of OSA [128].

Treatment of PCOS
Insulin sensitizing agents such as metformin, ioglitazone and
troglitazone, have been proposed as treatment for PCOS-associated
hyperinsulinemia [129,130]. Metformin may antagonize some
hyperandrogenic signs, by reducing total and free testosterone
concentrations [131,132]. Nevertheless commonly used insulinsensitizing drugs induce gastrointestinal side effects, and this could
likely reduce patients’ s compliance [133]. The discovery that the
impairment in the insulin signaling could be due to a defect in the
inositolphosphoglycans (IPGs) second messenger pathway [134,135]
opened a new horizon in the clinical management of PCOS. IPGs are
known to have a role in activating enzymes that control glucose
metabolism [136,137]. When insulin binds to its receptor, two distinct
inositol phosphoglycans (IPG) are released by hydrolysis of glycosylphosphatidylinositol lipids located at the outer leaflet of the cell
membrane. IPGs are then internalized and they affect intracellular
metabolic processes, namely by activating key enzymes that control
the oxidative and non-oxidative metabolism of glucose [138]. In PCOS
women, a defect in tissue availability or altered metabolism of inositol
or IPGs mediators may contribute to insulin resistance [139]. Myoinositol (MI) supplementation improved features of dysmetabolic
syndrome, including insulin sensitivity, impaired glucose tolerance,
lipids levels and diastolic blood pressure [140]. In addition, it has been
noticed that MI improve glucose tolerance in rhesus monkeys [141],
meanwhile Schofeld and Hackett demonstrated that MI-containing
IPG from P. falciparum also had insulin-like effects in vitro and in
vivo [142]. Usefulness of MI supplementation has since been assessed
by several reports. Morgante et al. have evidenced that MI
supplementation in insulin resistant-PCOS patients produces
significant results with consequent improvement in clinical pregnancy
rate (33.3% vs. 13.3%) obtained with INS treatment [143,144]. Overall,
these data demonstrated that MI is equally effective than its
steroisomer D-chiro-inositol (DCI) in normalizing metabolic and
endocrine features commonly associated to insulin resistance and
PCOS. However, by considering both the systemic and the ovary
hallmarks of PCOS, INS supplementation should preferably include
both the isomers: MI and DCI. Given that physiological values of the
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MI/DCI ratio, evaluated both in the plasma as well as in the follicular
fluid, range from 40:1 to 100:1, it seems reasonable that INS should be
administered jointly respecting a proportion that should reflect the
natural balance among the two stereoisomers. Therefore, as proposed
by a recent paper [145], the combined administration of MI and DCI
in the physiological plasma ratio (40:1), could be considered as a first
line approach in PCOS overweight patients, being able to reduce the
metabolic, hormonal and clinical alteration of PCOS.

9.

10.
11.

Conclusions
Despite the controversial thoughts regarding both the
etiopathogenesis and the treatment of this syndrome, the scientific
community agree in considering PCOS as a long term disease whose
first symptoms are usually irregular menstrual and acne (during
adolescence) and the last one are diabetes mellitus type 2 and CVD
(during menopause). Indeed, further studies are required in order to
clarify all links and the hierarchy of the pathophysiological pathways
within the PCOS. On our opinion, in order to do this, we should start
considering that PCOS might have two different roots, the first might
be the metabolic one i.e. insulin resistance and the compensatory
hyperinsulinemia and the subsequent hyperandrogenemia. The second
might be the reproductive root leading to alteration of ovarian
response to gonadotropins oligomenorrea and hyperandrogenemia.
This would likely help in redesign to the management of PCOS and
eventually improve new therapeutic approaches that will be able to cut
booth roots in order a n d to improve quality of life as a whole of the
women that are affected by this endocrine disorder.

Declaration of interest

12.

13.

14.
15.
16.

17.

SP, GG, GP, MB declares no conflict of interest. GC is LO.LI.
Pharma employee. V Unfer is the president of LO.LI Pharma s.r.l.

18.

References

19.

1.

2.
3.
4.
5.

6.
7.

8.

March WA, Moore VM, Willson KJ, Phillips DI, Norman RJ, et al. (2010)
The prevalence of polycystic ovary syndrome in a community sample
assessed under contrasting diagnostic criteria. See comment in PubMed
Commons below Hum Reprod 25: 544-551.
Nardo LG, Patchava S, Laing I (2008) Polycystic ovary syndrome:
pathophysiology, molecular aspects and clinical implications. See
comment in PubMed Commons below Panminerva Med 50: 267-278.
Franks S (1995) Polycystic ovary syndrome. See comment in PubMed
Commons below N Engl J Med 333: 853-861.
Stein IF, Leventhal ML (1935) Amenorrhoea associated with bilateral
polycstic ovaries. Am J Obstet Gynecol 29:181-91.
Papaleo E, Unfer V, Baillargeon JP, De Santis L, Fusi F, et al. (2007) Myoinositol in patients with polycystic ovary syndrome: a novel method for
ovulation induction. See comment in PubMed Commons below Gynecol
Endocrinol 23: 700-703.
Battaglia C, Mancini F, Persico N, Zaccaria V, de Aloysio D (2004)
Ultrasound evaluation of PCO, PCOS and OHSS. See comment in
PubMed Commons below Reprod Biomed Online 9: 614-619.
Zawadzkj JK, Dunaif A (1992) Diagnostic criteria for polycystic ovary
syndrome: towards a rational approach. In Dunaif A, Givens JR,
Haseltine FP & Merriam GR (eds.) Polycystic Ovary Syndrome. Boston:
Blackwell Scientific Publications 377-384.
Homburg R (2002) What is polycystic ovarian syndrome? A proposal for
a consensus on the definition and diagnosis of polycystic ovarian
syndrome. See comment in PubMed Commons below Hum Reprod 17:
2495-2499.

Endocrinol Metab Syndr
ISSN:2161-1017 EMS, an open access journal

20.

21.
22.

23.
24.

25.

26.

The Rotterdam ESHRE/ASRM-sponsored PCOS Consensus Workshop
Group (2004) Revised 2003 consensus on diagnosis criteria and longterm health risks related to polycystic ovary syndrome (PCOS). Human
Reproduction 19: 41-47.
Azziz R (2005) Diagnostic criteria for polycystic ovary syndrome: a
reappraisal. See comment in PubMed Commons below Fertil Steril 83:
1343-1346.
Trakakis E, Rizos D, Loghis C, Chryssikopoulos A, Spyropoulou M, et al.
(2008) The prevalence of non-classical congenital adrenal hyperplasia
due to 21-hydroxylase deficiency in Greek women with hirsutism and
polycystic ovary syndrome. See comment in PubMed Commons below
Endocr J 55: 33-39.
Fegan PG, Sandeman DD, Krone N, Bosman D, Wood PJ, et al. (2007)
Cushing's syndrome in women with polycystic ovaries and
hyperandrogenism. See comment in PubMed Commons below Nat Clin
Pract Endocrinol Metab 3: 778-783.
Azziz R, Sanchez LA, Knochenhauer ES, Moran C, Lazenby J, et al.
(2004) Androgen excess in women: experience with over 1000
consecutive patients. See comment in PubMed Commons below J Clin
Endocrinol Metab 89: 453-462.
Cakir E, Sahin M, Topaloglu O, Colak NB, Karbek B, et al. (2012) The
relationship between LH and thyroid volume in patients with PCOS. See
comment in PubMed Commons below J Ovarian Res 5: 43.
Legro RS, Kunselman AR, Dunaif A (2001) Prevalence and predictors of
dyslipidemia in women with polycystic ovary syndrome. See comment in
PubMed Commons below Am J Med 111: 607-613.
Carmina E, Legro RS, Stamets K, Lowell J, Lobo RA (2003) Difference in
body weight between American and Italian women with polycystic ovary
syndrome: influence of the diet. See comment in PubMed Commons
below Hum Reprod 18: 2289-2293.
Hahn S, Tan S, Elsenbruch S, Quadbeck B, Herrmann BL, et al. (2005)
Clinical and biochemical characterization of women with polycystic
ovary syndrome in North Rhine-Westphalia. See comment in PubMed
Commons below Horm Metab Res 37: 438-444.
Barber TM, McCarthy MI, Wass JA, Franks S (2006) Obesity and
polycystic ovary syndrome. See comment in PubMed Commons below
Clin Endocrinol (Oxf) 65: 137-145.
Dunaif A, Segal KR, Futterweit W, Dobrjansky A (1989) Profound
peripheral insulin resistance, independent of obesity, in polycystic ovary
syndrome. See comment in PubMed Commons below Diabetes 38:
1165-1174.
Legro RS, Kunselman AR, Dodson WC, Dunaif A (1999) Prevalence and
predictors of risk for type 2 diabetes mellitus and impaired glucose
tolerance in polycystic ovary syndrome: a prospective, controlled study in
254 affected women. See comment in PubMed Commons below J Clin
Endocrinol Metab 84: 165-169.
Carmina E, Lobo RA (2004) Use of fasting blood to assess the prevalence
of insulin resistance in women with polycystic ovary syndrome. See
comment in PubMed Commons below Fertil Steril 82: 661-665.
DeUgarte CM, Bartolucci AA, Azziz R (2005) Prevalence of insulin
resistance in the polycystic ovary syndrome using the homeostasis model
assessment. See comment in PubMed Commons below Fertil Steril 83:
1454-1460.
Goodarzi MO, Korenman SG (2003) The importance of insulin
resistance in polycystic ovary syndrome. See comment in PubMed
Commons below Fertil Steril 80: 255-258.
Rebar R, Judd HL, Yen SS, Rakoff J, Vandenberg G, et al. (1976)
Characterization of the inappropriate gonadotropin secretion in
polycystic ovary syndrome. See comment in PubMed Commons below J
Clin Invest 57: 1320-1329.
Conway GS, Honour JW, Jacobs HS (1989) Heterogeneity of the
polycystic ovary syndrome: clinical, endocrine and ultrasound features in
556 patients. See comment in PubMed Commons below Clin Endocrinol
(Oxf) 30: 459-470.
Anttila L, Ding YQ, Ruutiainen K, Erkkola R, Irjala K, et al. (1991)
Clinical features and circulating gonadotropin, insulin, and androgen

Volume 3 • Issue 3 • 1000136

Citation:

Unfer V, Proietti S, Gullo G, Porcaro G, Carlomagno G, et al. (2014) Polycystic Ovary Syndrome: Features, Diagnostic Criteria and
Treatments. Endocrinol Metab Syndr 3: 136. doi:10.4172/2161-1017.1000136

Page 9 of 12

27.

28.

29.

30.
31.
32.

33.

34.

35.
36.
37.
38.

39.
40.

41.

42.
43.
44.

interactions in women with polycystic ovarian disease. See comment in
PubMed Commons below Fertil Steril 55: 1057-1061.
van Santbrink EJ, Hop WC, Fauser BC (1997) Classification of
normogonadotropic infertility: polycystic ovaries diagnosed by
ultrasound versus endocrine characteristics of polycystic ovary
syndrome. See comment in PubMed Commons below Fertil Steril 67:
452-458.
Arroyo A, Laughlin GA, Morales AJ, Yen SS (1997) Inappropriate
gonadotropin secretion in polycystic ovary syndrome: influence of
adiposity. See comment in PubMed Commons below J Clin Endocrinol
Metab 82: 3728-3733.
Taylor AE, McCourt B, Martin KA, Anderson EJ, Adams JM, et al. (1997)
Determinants of abnormal gonadotropin secretion in clinically defined
women with polycystic ovary syndrome. See comment in PubMed
Commons below J Clin Endocrinol Metab 82: 2248-2256.
GREEN JA, GOLDZIEHER JW (1965) THE POLYCYSTIC OVARY.
IV.LIGHT AND ELECTRON MICROSCOPE STUDIES. See comment
in PubMed Commons below Am J Obstet Gynecol 91: 173-181.
Goldstein SR (1990) Incorporating endovaginal ultrasonography into the
overall gynecologic examination. See comment in PubMed Commons
below Am J Obstet Gynecol 162: 625-632.
Badawy A1, Khiary M, Ragab A, Hassan M, Sherief L (2009) Ultrasoundguided transvaginal ovarian needle drilling (UTND) for treatment of
polycystic ovary syndrome: a randomized controlled trial. See comment
in PubMed Commons below Fertil Steril 91: 1164-1167.
Lujan ME, Jarrett BY, Brooks ED, Reines JK, Peppin AK, et al. (2013)
Updated ultrasound criteria for polycystic ovary syndrome: reliable
thresholds for elevated follicle population and ovarian volume. See
comment in PubMed Commons below Hum Reprod 28: 1361-1368.
Scheffer GJ, Broekmans FJ, Bancsi LF, Habbema JD, Looman CW, et al.
(2002) Quantitative transvaginal two- and three-dimensional sonography
of the ovaries: reproducibility of antral follicle counts. See comment in
PubMed Commons below Ultrasound Obstet Gynecol 20: 270-275.
Jonard S, Robert Y, Dewailly D (2005) Revisiting the ovarian volume as a
diagnostic criterion for polycystic ovaries. See comment in PubMed
Commons below Hum Reprod 20: 2893-2898.
Balen AH, Laven JS, Tan SL, Dewailly D (2003) Ultrasound assessment of
the polycystic ovary: international consensus definitions. See comment in
PubMed Commons below Hum Reprod Update 9: 505-514.
Porter MB (2008) Polycystic ovary syndrome: the controversy of
diagnosis by ultrasound. See comment in PubMed Commons below
Semin Reprod Med 26: 241-251.
Adams J, Franks S, Polson DW, Mason HD, Abdulwahid N, et al. (1985)
Multifollicular ovaries: clinical and endocrine features and response to
pulsatile gonadotropin releasing hormone. See comment in PubMed
Commons below Lancet 2: 1375-1379.
Hughesdon PE (1982) Morphology and morphogenesis of the SteinLeventhal ovary and of so-called "hyperthecosis". See comment in
PubMed Commons below Obstet Gynecol Surv 37: 59-77.
Pache TD, Hop WC, Wladimiroff JW, Schipper J, Fauser BC (1991)
Transvaginal sonography and abnormal ovarian appearance in menstrual
cycle disturbances. See comment in PubMed Commons below
Ultrasound Med Biol 17: 589-593.
Al-Took S, Watkin K, Tulandi T, Tan SL (1999) Ovarian stromal
echogenicity in women with clomiphene citrate-sensitive and
clomiphene citrate-resistant polycystic ovary syndrome. See comment in
PubMed Commons below Fertil Steril 71: 952-954.
Buckett WM, Bouzayen R, Watkin KL, Tulandi T, Tan SL (1999) Ovarian
stromal echogenicity in women with normal and polycystic ovaries. See
comment in PubMed Commons below Hum Reprod 14: 618-621.
Catteau-Jonard S, Dewailly D (2013) Pathophysiology of polycystic ovary
syndrome: the role of hyperandrogenism. See comment in PubMed
Commons below Front Horm Res 40: 22-27.
Walters KA, Allan CM, Handelsman DJ (2012) Rodent models for
human polycystic ovary syndrome. See comment in PubMed Commons
below Biol Reprod 86: 149, 1-12.

Endocrinol Metab Syndr
ISSN:2161-1017 EMS, an open access journal

45.
46.
47.

48.

49.
50.

51.

52.
53.

54.

55.
56.

57.

58.

59.

60.
61.

Roe AH, Dokras A (2011) The diagnosis of polycystic ovary syndrome in
adolescents. See comment in PubMed Commons below Rev Obstet
Gynecol 4: 45-51.
Wide L, Eriksson K (2013) Dynamic changes in glycosylation and glycan
composition of serum FSH and LH during natural ovarian stimulation.
See comment in PubMed Commons below Ups J Med Sci 118: 153-164.
Ropelato MG, Garcia-Rudaz MC, Castro-Fernandez C, Ulloa-Aguirre A,
Escobar ME, et al. (1999) A preponderance of basic luteinizing hormone
(LH) isoforms accompanies inappropriate hypersecretion of both basal
and pulsatile LH in adolescents with polycystic ovarian syndrome. See
comment in PubMed Commons below J Clin Endocrinol Metab 84:
4629-4636.
Hayes FJ, Taylor AE, Martin KA, Hall JE (1998) Use of a gonadotropinreleasing hormone antagonist as a physiologic probe in polycystic ovary
syndrome: assessment of neuroendocrine and androgen dynamics. See
comment in PubMed Commons below J Clin Endocrinol Metab 83:
2343-2349.
Qin KN, Rosenfield RL (1998) Role of cytochrome P450c17 in polycystic
ovary syndrome. See comment in PubMed Commons below Mol Cell
Endocrinol 145: 111-121.
Auchus RJ, Geller DH, Lee TC, Miller WL (1998) The regulation of
human P450c17 activity: relationship to premature adrenarche, insulin
resistance and the polycystic ovary syndrome. See comment in PubMed
Commons below Trends Endocrinol Metab 9: 47-50.
Hillier SG, Yong EL, Illingworth PJ, Baird DT, Schwall RH, et al. (1991)
Effect of recombinant inhibin on androgen synthesis in cultured human
thecal cells. See comment in PubMed Commons below Mol Cell
Endocrinol 75: R1-6.
McGee E, Sawetawan C, Bird I, Rainey WE, Carr BR (1995) The effects of
insulin on 3beta-hydroxysteroid dehydrogenase expression in human
luteinized granulosa cells. J Soc Gynecol Invest 2: 535-541.
Wachs DS, Coffler MS, Malcom PJ, Shimasaki S, Chang RJ (2008)
Increased androgen response to follicle-stimulating hormone
administration in women with polycystic ovary syndrome. See comment
in PubMed Commons below J Clin Endocrinol Metab 93: 1827-1833.
Wood JR, Ho CK, Nelson-Degrave VL, McAllister JM, Strauss JF 3rd
(2004) The molecular signature of polycystic ovary syndrome (PCOS)
theca cells defined by gene expression profiling. See comment in PubMed
Commons below J Reprod Immunol 63: 51-60.
Keevil BG (2014) How do we measure hyperandrogenemia in patients
with PCOS? See comment in PubMed Commons below J Clin
Endocrinol Metab 99: 777-779.
Moltz L, Schwartz U, Sörensen R, Pickartz H, Hammerstein J (1984)
Ovarian and adrenal vein steroids in patients with nonneoplastic
hyperandrogenism: selective catheterization findings. See comment in
PubMed Commons below Fertil Steril 42: 69-75.
O'Reilly MW, Taylor AE, Crabtree NJ, Hughes BA, Capper F, et al.
(2014) Hyperandrogenemia predicts metabolic phenotype in polycystic
ovary syndrome: the utility of serum androstenedione. See comment in
PubMed Commons below J Clin Endocrinol Metab 99: 1027-1036.
Kumar A, Woods KS, Bartolucci AA, Azziz R (2005) Prevalence of
adrenal androgen excess in patients with the polycystic ovary syndrome
(PCOS). See comment in PubMed Commons below Clin Endocrinol
(Oxf) 62: 644-649.
Wickenheisser JK1, Nelson-Degrave VL, McAllister JM (2005)
Dysregulation of cytochrome P450 17alpha-hydroxylase messenger
ribonucleic acid stability in theca cells isolated from women with
polycystic ovary syndrome. See comment in PubMed Commons below J
Clin Endocrinol Metab 90: 1720-1727.
Zouboulis CC (2004) The human skin as a hormone target and an
endocrine gland. See comment in PubMed Commons below Hormones
(Athens) 3: 9-26.
Lee AT, Zane LT (2007) Dermatologic manifestations of polycystic ovary
syndrome. See comment in PubMed Commons below Am J Clin
Dermatol 8: 201-219.

Volume 3 • Issue 3 • 1000136

Citation:

Unfer V, Proietti S, Gullo G, Porcaro G, Carlomagno G, et al. (2014) Polycystic Ovary Syndrome: Features, Diagnostic Criteria and
Treatments. Endocrinol Metab Syndr 3: 136. doi:10.4172/2161-1017.1000136

Page 10 of 12
62.
63.
64.
65.
66.

67.
68.

69.

70.

71.
72.
73.

74.
75.

76.

77.
78.
79.

80.

Essah PA, Wickham EP 3rd, Nunley JR, Nestler JE (2006) Dermatology
of androgen-related disorders. See comment in PubMed Commons
below Clin Dermatol 24: 289-298.
Mercurio MG, Gogstetter DS (2000) Androgen physiology and the
cutaneous pilosebaceous unit. See comment in PubMed Commons below
J Gend Specif Med 3: 59-64.
Trüeb RM (2002) Causes and management of hypertrichosis. See
comment in PubMed Commons below Am J Clin Dermatol 3: 617-627.
Yildiz BO, Bolour S, Woods K, Moore A, Azziz R (2010) Visually scoring
hirsutism. See comment in PubMed Commons below Hum Reprod
Update 16: 51-64.
Landay M, Huang A, Azziz R (2009) Degree of hyperinsulinemia,
independent of androgen levels, is an important determinant of the
severity of hirsutism in PCOS. See comment in PubMed Commons
below Fertil Steril 92: 643-647.
FERRIMAN D, GALLWEY JD (1961) Clinical assessment of body hair
growth in women. See comment in PubMed Commons below J Clin
Endocrinol Metab 21: 1440-1447.
Knochenhauer ES, Hines G, Conway-Myers BA, Azziz R (2000)
Examination of the chin or lower abdomen only for the prediction of
hirsutism. See comment in PubMed Commons below Fertil Steril 74:
980-983.
Cook H, Brennan K, Azziz R (2011) Reanalyzing the modified FerrimanGallwey score: is there a simpler method for assessing the extent of
hirsutism? See comment in PubMed Commons below Fertil Steril 96:
1266-1270.
Mavroudis K, Aloumanis K, Papapetrou PD, Voros D, Spanos I (2007)
Virilization caused by an ectopic adrenal tumor located behind the
iliopsoas muscle. See comment in PubMed Commons below Fertil Steril
87: 1468.
Makrantonaki E, Ganceviciene R, Zouboulis C (2011) An update on the
role of the sebaceous gland in the pathogenesis of acne. See comment in
PubMed Commons below Dermatoendocrinol 3: 41-49.
Toyoda M, Morohashi M (2001) Pathogenesis of acne. See comment in
PubMed Commons below Med Electron Microsc 34: 29-40.
Hollinrake E, Abreu A, Maifeld M, Van Voorhis BJ, Dokras A (2007)
Increased risk of depressive disorders in women with polycystic ovary
syndrome. See comment in PubMed Commons below Fertil Steril 87:
1369-1376.
Barnard L, Ferriday D, Guenther N, Strauss B, Balen AH, et al. (2007)
Quality of life and psychological well being in polycystic ovary syndrome.
See comment in PubMed Commons below Hum Reprod 22: 2279-2286.
Ching HL, Burke V, Stuckey BGA (2007) Quality of life and
psychological morbidity in women with polycystic ovary syndrome: body
mass index, age and the provision of patient information are significant
modifiers. Clin Endocrinol 66: 373–379.
Deeks AA, Gibson-Helm ME, Paul E, Teede HJ (2011) Is having
polycystic ovary syndrome a predictor of poor psychological function
including anxiety and depression? See comment in PubMed Commons
below Hum Reprod 26: 1399-1407.
Barry JA, Kuczmierczyk AR, Hardiman PJ (2011) Anxiety and depression
in polycystic ovary syndrome: a systematic review and meta-analysis. See
comment in PubMed Commons below Hum Reprod 26: 2442-2451.
Zhao G, Ford ES, Dhingra S, Li C, Strine TW, et al. (2009) Depression
and anxiety among US adults: associations with body mass index. See
comment in PubMed Commons below Int J Obes (Lond) 33: 257-266.
Marsh KA, Steinbeck KS, Atkinson FS, Petocz P, Brand-Miller JC (2010)
Effect of a low glycemic index compared with a conventional healthy diet
on polycystic ovary syndrome. See comment in PubMed Commons
below Am J Clin Nutr 92: 83-92.
Banting LK, Gibson-Helm M, Polman R, Teede HJ, Stepto NK1 (2014)
Physical activity and mental health in women with polycystic ovary
syndrome. See comment in PubMed Commons below BMC Womens
Health 14: 51.

Endocrinol Metab Syndr
ISSN:2161-1017 EMS, an open access journal

81.

82.
83.
84.

85.
86.

87.

88.
89.

90.
91.

92.

93.
94.
95.

96.

97.

98.

Diamanti-Kandarakis E, Dunaif A (2012) Insulin resistance and the
polycystic ovary syndrome revisited: an update on mechanisms and
implications. See comment in PubMed Commons below Endocr Rev 33:
981-1030.
Rosenfield RL (2001) Polycystic ovary syndrome and insulin-resistant
hyperinsulinemia. See comment in PubMed Commons below J Am Acad
Dermatol 45: S95-104.
Sam S, Dunaif A (2003) Polycystic ovary syndrome: syndrome XX? See
comment in PubMed Commons below Trends Endocrinol Metab 14:
365-370.
Barbieri RL, Makris A, Randall RW, Daniels G, Kistner RW, et al. (1986)
Insulin stimulates androgen accumulation in incubations of ovarian
stroma obtained from women with hyperandrogenism. See comment in
PubMed Commons below J Clin Endocrinol Metab 62: 904-910.
Shea JL, Wongt PY, Chen Y (2014) Free testosterone: clinical utility and
important analytical aspects of measurement. See comment in PubMed
Commons below Adv Clin Chem 63: 59-84.
el-Roeiy A, Chen X, Roberts VJ, Shimasakai S, Ling N, et al. (1994)
Expression of the genes encoding the insulin-like growth factors (IGF-I
and II), the IGF and insulin receptors, and IGF-binding proteins-1-6 and
the localization of their gene products in normal and polycystic ovary
syndrome ovaries. See comment in PubMed Commons below J Clin
Endocrinol Metab 78: 1488-1496.
De Leo V, La Marca A, Orvieto R, Morgante G (2000) Effect of
metformin on insulin-like growth factor (IGF) I and IGF-binding protein
I in polycystic ovary syndrome. See comment in PubMed Commons
below J Clin Endocrinol Metab 85: 1598-1600.
Pillai A, Bang H, Green C (2007) Metformin and glitazones: do they
really help PCOS patients? See comment in PubMed Commons below J
Fam Pract 56: 444-453.
Unfer V, Carlomagno G, Dante G, Facchinetti F (2012) Effects of myoinositol in women with PCOS: a systematic review of randomized
controlled trials. See comment in PubMed Commons below Gynecol
Endocrinol 28: 509-515.
Unfer V, Porcaro G (2014) Updates on the myo-inositol plus D-chiroinositol combined therapy in polycystic ovary syndrome. See comment in
PubMed Commons below Expert Rev Clin Pharmacol 7: 623-631.
Legro RS, Finegood D, Dunaif A (1998) A fasting glucose to insulin ratio
is a useful measure of insulin sensitivity in women with polycystic ovary
syndrome. See comment in PubMed Commons below J Clin Endocrinol
Metab 83: 2694-2698.
Muniyappa R, Lee S, Chen H, Quon MJ (2008) Current approaches for
assessing insulin sensitivity and resistance in vivo: advantages,
limitations, and appropriate usage. See comment in PubMed Commons
below Am J Physiol Endocrinol Metab 294: E15-26.
Gambineri A, Pelusi C, Vicennati V, Pagotto U, Pasquali R (2002)
Obesity and the polycystic ovary syndrome. See comment in PubMed
Commons below Int J Obes Relat Metab Disord 26: 883-896.
Iuhas CI, Costin N, and Mihu D (2012) Lipid Parameters in Patients with
Polycystic Ovary Syndrome. Applied Medical Informatics 31: 27-32.
Wild RA, Bartholomew MJ (1988) The influence of body weight on
lipoprotein lipids in patients with polycystic ovary syndrome. See
comment in PubMed Commons below Am J Obstet Gynecol 159:
423-427.
Wild RA, Painter PC, Coulson PB, Carruth KB, Ranney GB (1985)
Lipoprotein lipid concentrations and cardiovascular risk in women with
polycystic ovary syndrome. See comment in PubMed Commons below J
Clin Endocrinol Metab 61: 946-951.
Cupisti S, Haeberle L, Schell C, Richter H, Schulze C, et al. (2011) The
different phenotypes of polycystic ovary syndrome: no advantages for
identifying women with aggravated insulin resistance or impaired lipids.
See comment in PubMed Commons below Exp Clin Endocrinol Diabetes
119: 502-508.
Fruzzetti F, Perini D, Lazzarini V, Parrini D, Genazzani AR (2009)
Adolescent girls with polycystic ovary syndrome showing diff erent

Volume 3 • Issue 3 • 1000136

Citation:

Unfer V, Proietti S, Gullo G, Porcaro G, Carlomagno G, et al. (2014) Polycystic Ovary Syndrome: Features, Diagnostic Criteria and
Treatments. Endocrinol Metab Syndr 3: 136. doi:10.4172/2161-1017.1000136

Page 11 of 12

99.
100.
101.
102.
103.

104.

105.
106.
107.
108.
109.
110.

111.
112.

113.

114.

115.

116.

phenotypes have a different metabolic profile associated with increasing
androgen levels. Fertil Steril 92: 626-634.
Villa J, Pratley RE (2011) Adipose tissue dysfunction in polycystic ovary
syndrome. See comment in PubMed Commons below Curr Diab Rep 11:
179-184.
Barbieri RL (1994) Hyperandrogenism, insulin resistance and acanthosis
nigricans. 10 years of progress. See comment in PubMed Commons
below J Reprod Med 39: 327-336.
Flier JS (1985) Metabolic importance of acanthosis nigricans. See
comment in PubMed Commons below Arch Dermatol 121: 193-194.
Nardo LG, Patchava S, Laing I (2008) Polycystic ovary syndrome:
pathophysiology, molecular aspects and clinical implications. See
comment in PubMed Commons below Panminerva Med 50: 267-278.
Avvad CK, Holeuwerger R, Silva VC, Bordallo MA, Breitenbach MM
(2001) Menstrual irregularity in the first postmenarchal years: an early
clinical sign of polycystic ovary syndrome in adolescence. See comment
in PubMed Commons below Gynecol Endocrinol 15: 170-177.
van Hooff MH, Voorhorst FJ, Kaptein MB, Hirasing RA, Koppenaal C, et
al. (2004) Predictive value of menstrual cycle pattern, body mass index,
hormone levels and polycystic ovaries at age 15 years for oligoamenorrhoea at age 18 years. See comment in PubMed Commons below
Hum Reprod 19: 383-392.
Cırık DA, Dilbaz B (2014) What do we know about metabolic syndrome
in adolescents with PCOS? See comment in PubMed Commons below J
Turk Ger Gynecol Assoc 15: 49-55.
Chuan SS, Chang RJ (2010) Polycystic ovary syndrome and acne. See
comment in PubMed Commons below Skin Therapy Lett 15: 1-4.
Norman RJ, Dewailly D, Legro RS, Hickey TE (2007) Polycystic ovary
syndrome. See comment in PubMed Commons below Lancet 370:
685-697.
Agapova SE, Cameo T, Sopher AB, Oberfield SE (2014) Diagnosis and
challenges of polycystic ovary syndrome in adolescence. See comment in
PubMed Commons below Semin Reprod Med 32: 194-201.
Brassard M, AinMelk Y, Baillargeon JP (2008) Basic infertility including
polycystic ovary syndrome. See comment in PubMed Commons below
Med Clin North Am 92: 1163-1192, xi.
Panidis D, Tziomalos K, Chatzis P, Papadakis E, Delkos D, et al. (2013)
Association between menstrual cycle irregularities and endocrine and
metabolic characteristics of the polycystic ovary syndrome. See comment
in PubMed Commons below Eur J Endocrinol 168: 145-152.
GOLDZIEHER JW, AXELROD LR (1963) CLINICAL AND
BIOCHEMICAL FEATURES OF POLYCYSTIC OVARIAN DISEASE.
See comment in PubMed Commons below Fertil Steril 14: 631-653.
Fauser BC, Tarlatzis BC, Rebar RW, Legro RS, Balen AH, et al. (2012)
Consensus on women's health aspects of polycystic ovary syndrome
(PCOS): the Amsterdam ESHRE/ASRM-Sponsored 3rd PCOS
Consensus Workshop Group. See comment in PubMed Commons below
Fertil Steril 97: 28-38.
Patel K, Coffler MS, Dahan MH, Malcom PJ, Deutsch R, et al. (2004)
Relationship of GnRH-stimulated LH release to episodic LH secretion
and baseline endocrine-metabolic measures in women with polycystic
ovary syndrome. See comment in PubMed Commons below Clin
Endocrinol (Oxf) 60: 67-74.
Azziz R, Carmina E, Dewailly D, Diamanti-Kandarakis E, EscobarMorreale HF, et al. (2006) Position statement: criteria for defining
polycystic ovary syndrome as a predominantly hyperandrogenic
syndrome: an androgen excess society guideline. J Clin Endocrinol Metab
91: 4237-4245.
Jonard S, Dewailly D (2004) The follicular excess in polycystic ovaries,
due to intra-ovarian hyperandrogenism, may be the main culprit for the
follicular arrest. See comment in PubMed Commons below Hum Reprod
Update 10: 107-117.
Nader S (2010) Infertility and pregnancy in women with polycystic ovary
syndrome. See comment in PubMed Commons below Minerva
Endocrinol 35: 211-225.

Endocrinol Metab Syndr
ISSN:2161-1017 EMS, an open access journal

117. Tripathy S, Mohapatra S2, M M3, Chandrasekhar A4 (2013) Induction of

118.

119.
120.

121.

122.
123.

124.

125.

126.

127.

128.

129.

130.
131.

132.
133.

Ovulation with Clomiphene Citrate Versus Clomiphene with
Bromocriptine in PCOS Patients with Normal Prolactin: A Comparative
Study. See comment in PubMed Commons below J Clin Diagn Res 7:
2541-2543.
Amooee S, Parsanezhad ME, Ravanbod Shirazi M, Alborzi S, Samsami A
(2013) Metformin versus chromium picolinate in clomiphene citrateresistant patients with PCOs: A double-blind randomized clinical trial.
See comment in PubMed Commons below Iran J Reprod Med 11:
611-618.
Schillaci R, Mangione D, Lo Monte G, Vassiliadis A (2012) Inositol
supplementation and IVF outcome: preliminary data. It J Gynæcol
Obstet 24: 38-44.
Chiu TT, Rogers MS, Law EL, Briton-Jones CM, Cheung LP, et al. (2002)
Follicular fluid and serum concentrations of myo-inositol in patients
undergoing IVF: relationship with oocyte quality. See comment in
PubMed Commons below Hum Reprod 17: 1591-1596.
Winters SJ, Talbott E, Guzick DS, Zborowski J, McHugh KP (2000)
Serum testosterone levels decrease in middle age in women with the
polycystic ovary syndrome. See comment in PubMed Commons below
Fertil Steril 73: 724-729.
Kudesia R, Neal-Perry GS (2014) Menopausal implications of polycystic
ovarian syndrome. See comment in PubMed Commons below Semin
Reprod Med 32: 222-229.
Davison SL, Bell R, Donath S, Montalto JG, Davis SR (2005) Androgen
levels in adult females: changes with age, menopause, and oophorectomy.
See comment in PubMed Commons below J Clin Endocrinol Metab 90:
3847-3853.
Economou F, Xyrafis X, Livadas S, Androulakis II, Argyrakopoulou G, et
al. (2009) In overweight/obese but not in normal-weight women,
polycystic ovary syndrome is associated with elevated liver enzymes
compared to controls. Hormones (Athens) 8: 199-206.
Bixler EO, Vgontzas AN, Lin HM, Ten Have T, Rein J, et al. (2001)
Prevalence of sleep-disordered breathing in women: effects of gender. See
comment in PubMed Commons below Am J Respir Crit Care Med 163:
608-613.
Shepertycky MR, Banno K, Kryger MH (2005) Differences between men
and women in the clinical presentation of patients diagnosed with
obstructive sleep apnea syndrome. See comment in PubMed Commons
below Sleep 28: 309-314.
Tasali E, Van Cauter E, Hoffman L, Ehrmann DA (2008) Impact of
obstructive sleep apnea on insulin resistance and glucose tolerance in
women with polycystic ovary syndrome. See comment in PubMed
Commons below J Clin Endocrinol Metab 93: 3878-3884.
Mokhlesi B, Scoccia B, Mazzone T, Sam S (2012) Risk of obstructive sleep
apnea in obese and nonobese women with polycystic ovary syndrome
and healthy reproductively normal women. See comment in PubMed
Commons below Fertil Steril 97: 786-791.
Genazzani AD, Lanzoni C, Ricchieri F, Baraldi E, Casarosa E, et al. (2007)
Metformin administration is more effective when non-obese patients
with polycystic ovary syndrome show both hyperandrogenism and
hyperinsulinemia. See comment in PubMed Commons below Gynecol
Endocrinol 23: 146-152.
Pasquali R, Gambineri A (2006) Insulin-sensitizing agents in polycystic
ovary syndrome. See comment in PubMed Commons below Eur J
Endocrinol 154: 763-775.
Nestler JE, Jakubowicz DJ (1997) Lean women with polycystic ovary
syndrome respond to insulin reduction with decreases in ovarian
P450c17 alpha activity and serum androgens. See comment in PubMed
Commons below J Clin Endocrinol Metab 82: 4075-4079.
Nestler JE (2008) Metformin for the treatment of the polycystic ovary
syndrome. See comment in PubMed Commons below N Engl J Med 358:
47-54.
Lord JM, Flight IH, Norman RJ (2003) Metformin in polycystic ovary
syndrome: systematic review and meta-analysis. See comment in
PubMed Commons below BMJ 327: 951-953.

Volume 3 • Issue 3 • 1000136

Citation:

Unfer V, Proietti S, Gullo G, Porcaro G, Carlomagno G, et al. (2014) Polycystic Ovary Syndrome: Features, Diagnostic Criteria and
Treatments. Endocrinol Metab Syndr 3: 136. doi:10.4172/2161-1017.1000136

Page 12 of 12
134. Kennington AS, Hill CR, Craig J, Bogardus C, Raz I, et al. (1990) Low

135.

136.
137.

138.

139.

140.

urinary chiro-inositol excretion in non-insulin-dependent diabetes
mellitus. See comment in PubMed Commons below N Engl J Med 323:
373-378.
Asplin I, Galasko G, Larner J (1993) chiro-inositol deficiency and insulin
resistance: a comparison of the chiro-inositol- and the myo-inositolcontaining insulin mediators isolated from urine, hemodialysate, and
muscle of control and type II diabetic subjects. See comment in PubMed
Commons below Proc Natl Acad Sci U S A 90: 5924-5928.
Cohen P (2006) The twentieth century struggle to decipher insulin
signalling. See comment in PubMed Commons below Nat Rev Mol Cell
Biol 7: 867-873.
Baillargeon JP, Nestler JE, Ostlund RE, Apridonidze T, DiamantiKandarakis E (2008) Greek hyperinsulinemic women, with or without
polycystic ovary syndrome, display altered inositols metabolism. See
comment in PubMed Commons below Hum Reprod 23: 1439-1446.
Huang LC, Fonteles MC, Houston DB, Zhang C, Larner J (1993)
Chiroinositol deficiency and insulin resistance. III. Acute glycogenic and
hypoglycemic effects of two inositol phosphoglycan insulin mediators in
normal and streptozotocin-diabetic rats in vivo. See comment in PubMed
Commons below Endocrinology 132: 652-657.
Baillargeon JP, Diamanti-Kandarakis E, Ostlund RE Jr, Apridonidze T,
Iuorno MJ, et al. (2006) Altered D-chiro-inositol urinary clearance in
women with polycystic ovary syndrome. See comment in PubMed
Commons below Diabetes Care 29: 300-305.
Giordano D, Corrado F, Santamaria A, Quattrone S, Pintaudi B, et al.
(2011) Effects of myo-inositol supplementation in postmenopausal

Endocrinol Metab Syndr
ISSN:2161-1017 EMS, an open access journal

141.

142.
143.

144.

145.

women with metabolic syndrome: a perspective, randomized, placebocontrolled study. See comment in PubMed Commons below Menopause
18: 102-104.
Ortmeyer HK (1996) Dietary myoinositol results in lower urine glucose
and in lower postprandial plasma glucose in obese insulin resistant
rhesus monkeys. See comment in PubMed Commons below Obes Res 4:
569-575.
Schofield L, Hackett F (1993) Signal transduction in host cells by a
glycosylphosphatidylinositol toxin of malaria parasites. See comment in
PubMed Commons below J Exp Med 177: 145-153.
Morgante G, Orvieto R, Di Sabatino A, Musacchio MC, De Leo V (2011)
The role of inositol supplementation in patients with polycystic ovary
syndrome, with insulin resistance, undergoing the low-dose
gonadotropin ovulation induction regimen. See comment in PubMed
Commons below Fertil Steril 95: 2642-2644.
Gerli S, Mignosa M, Di Renzo GC (2003) Effects of inositol on ovarian
function and metabolic factors in women with PCOS: a randomized
double blind placebo-controlled trial. See comment in PubMed
Commons below Eur Rev Med Pharmacol Sci 7: 151-159.
Nordio M, Proietti E (2012) The combined therapy with myo-inositol
and D-chiro-inositol reduces the risk of metabolic disease in PCOS
overweight patients compared to myo-inositol supplementation alone.
See comment in PubMed Commons below Eur Rev Med Pharmacol Sci
16: 575-581.

Volume 3 • Issue 3 • 1000136

