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Diagnozis

Normal ovary Ultrasound of Ovaries =

Polycystic ovary
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Valisnere 1721

® ,Young married peasant women,
moderately obese, and infertile with two
larger than normal ovaries, bumpy,
shiny and whitish, just like pigeon eggs”
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A PCOS definici0ja

NIH 1990
(Zawadzki JK, Dunaif A, 1992)

= Anovulatio
m A hyperandrogenaemia klinikai vagy

biokemial jelei
m PCO ultrahang jelei nem szuksegesek




A PCOS definici0ja

Rotterdam consensus workshop, 2003
(Fertil Steril 2004, 81, 19)

m Oligomenorrhoea és/vagy anovulatio

m A hyperandrogenaemia klinikai vagy
biokemial jelel

m PCO ultrahang jele (12-nél tébb 2-7 mm
folliculus, volumen>10 ccm, ovarialis stroma
aranya >0,34)

m A fenti kritériumok kozul 2 megléte PCOS-t
jelent
= Egyeb okok kizarasa




A PCOS definici0ja

AEPCOS Society 2006
(Azziz R et al., Fertil Ster1l 2009, 91,456)

m A hyperandrogenaemia klinikal
és/vagy biokemiai jelei a PCOS

sine qua non-ja

®m A masodik kriterium vagy a
kronikus anovulatio, vagy a PCO
ultrahang kepe




PCOS potencialis 1) markerei

= AMH

m Adipokinek: leptin, resistin, visfatin,
adiponektin, chemerin

® MikroRNS-ek
m PSA

m proteomika
— CRP
— INF-a
— |Interleukin-6




AMH (Anti-Miillerian Hormone)

AMH conc (ng/ml)

Normal ovPCO anovPCO
Morphology #*kP<(),001

m Az antralis follikulus szam fontos markere

m Predictiv erteke van az ovulatio inductioban,
ll. IVF eseten az eredmenyesséqgi rataban

m Diagnosztikus hatarertek PCOS-ben: 6,8
ng/ml? 10 ng/mi?,
® 3,4 ng/ml felett clomifen rezisztencia”




Adipokinek

m PCOS-ban a visceralis zsir
morfologiailag €s funkcionalisan is
koros.

— Leptin: PCOS-ban a magas szintje (>7
ng/ml) korrelal a BMI-vel es a
hyperinzulinaemiaval.

— Adiponectin: inzulin erzekenyseget
fokozza. PCOS-ben a szintje alacsony

(<10 ug/ml), a hyperandrogenaemiaval
korrelal




Prosztata specifikus antigen

(PSA) es PCOS

m PSA a prosztatan kivul az emloben,
endometriumban, ovariumban is termelodik

m A PSA PCOS-ban magasabb (>0,07 ng/ml),

korrelal az LH/FSH arannyal, tesztoszteron,
DHEAS szinttel, obezitassal, hirsutizmussal

® Antiandrogén kezelés (flutamid) csokkenti a
PSA-t
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EXECUTIVE SUMMARY

Polycystic Ovary Syndrome (PCOS) is recognized as
the most common endocrine disorder of reproductive-aged
women around the world. This document, produced by
the collaboration of the American Association of Clinical

_Endocrinologists (AACE) and the Androgen Excess and
PCOS Society (AES) aims to highlight the most important
clinical issues confronting physicians and their patients
with PCOS. It is a summary of current best practices in

2015.
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PCOS has been defined using various criteria,
including menstrual irregularity, hyperandrogen-
ism, and polycystic ovary morphology (PCOM).

General agreement exists among specialty soci-
ety guidelines that the diagnosis of PCOS must be
based on the presence of at least two of the follow-
ing three criteria: chronic anovulation, hyperan-
drogenism (clinical or biological) and pelyeystic
ovaries.,

There is need for careful clinical assessment of
women'’s history, physical examination, and labo-
ratory evaluation, emphasizing the accuracy and
validity of the methodology used for both bio-
chemical measurements and ovarian imaging.

Free testosterone (T) levels _are imore sensitive
“than the measurement of total T for establishing
the existence of androgen excess and should be
ideally determined through equilibrivm dialysis
techniques. Value of measuring levels of andro-
gens other than T in patients with PCOS is rela-
tively low.

New ultrasound machines allow diagnosis of
PCOM in patients having at least 25 small fol-
licles (2 to 9mm) in the whole ovary. Ovarian size
ai 10 mL remains the threshold between normal

" and increased ovary size.

Seruni 17-laydroxypmg__e_:tgrgne and anti-Mii
lerian hormone are useful for determining a diag-
nosis of PCOS.

Correet diagnosis of PCOS impacts on the like-
lihood of associated metabolic and cardiovascu-
lar risks and leads to appropriate intervention,
depending upon the woman's age, reproductive
status, and her own concerns. The management of
women with PCOS should include repr
~finction, as well as the care of hirsutism,

cia, and acne. =

reprints of this article, visit www.aace.com/reprints. i
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Clinical Practice Guideline

Diagnosis and Treatment of Polycystic Ovary
Syndrome: An Endocrine Society Clinical Practice
Guideline

Richard S. Legro, Silva A. Arslanian, David A. Ehrmann, Kathleen M Hoeger,
M. Hassan Murad, Renato Pasquali, and Corrine K. Welt

The Penn State University College of Medicine (R.S.L), Hershey, Pennsylvania 17033; Children's Hospita
of Pittsburgh (5.A.A.), University of Pittsburgh Medical Center, Pittsburgh, Pennsylvania 15224;
University of Chicago (D.A.E.), Chicago, lllinais 60637; University of Rochester Medical Center (K.M
Rochester, New York 14627; Mayo Clinic (M.H.M.), Rachester, Minnesota 55905; Orsola-Malpigh
Hospital, University Alma Mater Studiorum, (R.P.), 40126 Bologna, Italy; and Massachusetts Genera
Hospital (C.K.W.), Boston, Massachusetts 02114

Objective: The aim was to formulate practice guidelines for the diagnosis and treatment of poly-
cystic ovary syndrome (PCOS).

Participants: An Endocrine Seciety-appointed Task Force of experts, a methodologist, and a med-
ical writer developed the guideline.

Evidence: This evidence-based guideline was developed using the Grading of Recommendations,
Assessment, Development, and Evaluation (GRADE) system to describe both the strength of rec-
ommendations and the quality of evidence.

Consensus Process: One group meeting, several conference calls, and e-mail communications
enabled consensus. Committees and members of The Endocrine Society and the European Society
of Endocrinclogy reviewed and commented on preliminary drafts of these guidelines. Two sys-
tematic reviews were conducted to summarize supporting evidence.

Conclusions: We suggest using the Rotterdam criteria for diagnosing PCOS (presence of two of the
following criteria: androgen excess, ovulatory dysfunction, or polycystic ovaries). Establishing a
diagnosis of PCOS is problematic in adolescents and menopausal women. Hyperandrogenism is
central to the presentation in adalescents, whereas there is no consistent phenotype in postmeno-
pausal women. Evaluation of women with PCOS should exclude alternate androgen-excess disor-
dersand risk factors for endometrial cancer, mood disorders, obstructive sleepapnea, diabetes, and
cardiovascular disease. Hormonal contraceptives are the first-line management for menstrual ab-
normalities and hirsutism/acne in PCOS. Clomiphene is currently the first-line therapy for infertility;
metformin is beneficial for metabolic/glycemic abnormalities and for improving menstrual irreg-
ularities, but it has limited or no benefitin treating hirsutism, acne, or infertility. Hormonal con-
traceptives and metformin are the treatment options in adolescents with PCOS. The role of weight
loss in improving PCOS status per se is uncertain, but lifestyle intervention is beneficial in over-
weight/obese patients for other health benefits. Thiazolidinediones have an unfavorable risk-
benefit ratio overall, and statins require further study. ( Clin Endecrinol Metab 98: 4565-4592,
2013)

197 Abbreviations: BMI, body mass index; CI, confidence interval; i

hormonal contraceptive; HDL, high-density lipopretein; HgbA1 1}
impaired glucose tolerance; IR, insulin resistance; IVF, invitro fert 1
lipoprotem; NAFLD, nonalcohalic fatty liver disease; NASH, nonalcon
OGTT, oral glucose toierance test; 17-OHP. 17-hydroxyprogesteron:
hyperstimulation syndrome; OR, odds ratio; OSA, obstructive slegp
cysticovary (or ovaries); PCOS, polycystic ovary syndrome; RR, relative ris
20M
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Position Statement

International evidence-based
The polycystic ovary syndrome: a position guideline for the assessment
statement from the European Society of and management of polycystic

Endocrinology ovary syndrome 2018
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Marija Pfeifer®, Duarte Pignatelli®, Michel Pugeat'®, Bulent O Yildiz!
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Diabetes and ic Diseases, School of Medicine, University of Belgrade, Belgrade, Serbia,
D of Diabetes and ic Diseases, Medical Faculty, University Medical Centre, Correspondence
University of Ljubljana, Ljubljana, Slovenia, Department of Endocrinology, Faculty of Medicine of Porto, Hospital s, should be addressed
Joao, Porto, Portugal, Inserm, ion d' i i italier Est, Hospices Civils de Lyon, o R Pasquali
Université Lyon-1, Lyon, France and ''Division of >gy and D of Internal Medicine, Email
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Abstract

Polycystic ovary syndrome (PCOS) is the most common ovarian disorder associated with androgen excess in women, which
Justifies the growing interest of endocrinologists. Great efforts have been made in the last 2 decades to define the syndrome.
The presence of three different definitions for the diagnaesis of PCOS reflects the phenotypic heterogeneity of the syndrome.
Major criteria are required for the diagnosis, which in turn identifies different phenotypes according to the combination of
different criteria. In addition, the relevant impact of metabolic issues, specifically insulin resistance and obesity, on the
pathogenesis of PCOS, and the susceptibility to develop earlier than expected glucose intoleranca states, including type 2
diabetes, has supported the notion that these aspects should be considered when defining the PCOS phenotype and
planning potential therapeutic strategies in an affected subject. This paper offers a critical endocrine and European
perspective on the debate on the definition of PCOS and summarises all major aspects related to aetjological factors,
including early life events, potentially involved in the development of the disorder. Diagnostic tools of PCOS are also
discussed, with emphasis on the laboratory evaluation of androgens and other potential biomarkers of ovarian and metabolic
dysfunctions. We have also paid specific attention to the role of obesity, sleep disorders and neuropsychological aspects of
PCOS and on the relevant pathogenetic aspects of cardiovascular risk factors. In addition, we have discussed how to target
treatment choices based according to the phenotype and individual patient’s needs. Final ly. we have suggested potential areas
of translational and clinical research for the future with specific emphasis on hermonal and metabolic aspects of PCOS,
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A PCOS fenotipusai
3. Rotterdam PCOS Consensus, 2011
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A PCOS fenotipusok gyakorisaga

® A tipus (hyperandrogenaemia, kronikus
anovulatio, PCO): 44-65%

m B tipus (hyperandrogenaemia, kronikus

anovulatio): 8-33%

m C tipus (hyperandrogenaemia, PCO): 3-
AN

m D tipus (kronikus anovulatio, PCO): 11-
23%




A hyperandrogenaemia rizikoi

m Dyslipidaemia
m Atherosclerosis
m Myocardialis infarctus

m [hrombosis

®m Szeénhidrat anyagcsere zavarai (insulin
rezisztencia, 2-es typ. diabetes mellitus)

m EmlO es endometrium dysplasia illetve
carcinoma




Metabolikus syndroma 1ll. IR gyakorisaga

PCOS fenotipusokban (7 Hum Reprod Sci 2013,6, 194)

m Metabolikus = IR (>3,8)
syndroma 35% gyakorisaga 30,4%

— Hyperandrogeén — Klasszikus (A)
fenotipusokban 50% fenotipus 31,5%

— Normoandrogén — B tipus 35%
fenotipusban 10% — D tipus 21%

(normoandrogén)




A fenotipusok n0gyogyaszati
jelentosege

m A kronikus anovulacio (A,B,D) a meddodseg
legjelent6sebb oka PCOS-ban

® A medddsegben a hyperandrogenaemia (C)

kevesbe jelentOs

® A hyperandrogenaemia kozmetikai
jelent6segu is




,,Leginkabb,
meg nok lehettek, de szakallatok

Gyanumra cafol.”

Shakespeare: Macbeth




Frida Kahlo
onarckeép




Jose Ribera: Magdalena
Ventura (1631)




Meddoseg kezelese PCOS-ban

m Eletmodi tényezdk, testsuly csdkkentés

m Ovulatio inductio
— Clomifén citrat (Letrozol)

— FSH keészitmenyek

— Inzulin érzekenységet fokozo szerek
(metformin, myo-inozitol)

— Sebészi kezeles (laparoscopos drilling)




PCOS-ban a metabolikus, 11l egycb
riziko prevencioja, kezelése

m Eletmodvaltas (terapias életmod
menedzsment)

m Gyogyszeres kezeles (metformin): diabetes
szempontjabdl magas kockazatu, obez

betegeknél, akikhez az el6zetes GDM es
PCQOS is tartozik

m PCOS kezelésére is: Adimet 500, 850mg

® A metformin elényos a cardio-metabolikus
zavarok kezelésere (anti-atherogenetikus és
anti-inflamatorikus hatas)




Osszefoglalas

m A PCOS diagnosztikajaban a Rotterdami
kriteriumokon tul a fenotipusok elkulonitése, a
hyperandrogenaemia fokanak meghatarozasa egyre
jelentosebb.

m PCOS-ban a hormonalis valtozasok
(hyperandrogenaemia), az inzulin rezisztencia (IR)
valamint a metabolikus szindroma elemeinek megléte
egymast erésito tenyezok.

m A hyperandrogen PCOS fenotipusok a rosszabb
prognozisuak, nem csak kozmetikai probléma

= A meddoseg szempontjabol a kronikus anovulatio es
az obesitas a jelent0s, a hyperandrogenaemia
kevesbe




Koszonom a figyelmet
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