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with effective contraception and usage
for 6-12 months is necessary to see initial
clinical benefits.1

Metabolic features
Metformin can be prescribed alone or in
addition to COCs to manage metabolic
features when the COC and lifestyle
interventions have been ineffective.1
Not all women benefit from metformin
and many discontinue it because of
gastrointestinal side effects. Those who
benefit report increased energy levels
and improved menstrual regularity. 

Metformin does not cause weight
loss16 but some women report that it
normalises their response to diet and
exercise. There is limited evidence of 
the efficacy of slow release preparations
so generally treatment is titrated up
slowly to doses of either 850 mg BD or 
500 mg TDS. The use of metformin is
generally off label and healthcare
professionals need to inform women
and discuss the evidence, possible
concerns and side effects. This means
that generally treatment is initiated in
secondary care.

There is some suggestion that dietary
supplementation with inositol can
improve insulin sensitivity and menstrual
cyclicity17 but high-quality evidence is
lacking. 

Menstrual disturbance
Endometrial protection to counteract the
effects of unopposed oestrogen can be
achieved with the COC or progestogenic
contraception. Alternatively, if there are
no contraceptive requirements, withdrawal
bleeds can be induced with cyclical
gestogens (e.g. medroxyprogesterone
acetate 10 mg BD for seven days) at
least four times per year.

Fertility
Women with PCOS will ovulate
intermittently and if pregnancy is not
desired contraception is required even in
the context of oligomenorrhoea or
amenorrhoea. Women may conceive
spontaneously but if they require
medical treatment to conceive there is a
good chance of achieving a pregnancy.
Women who have been trying to
conceive should be given general
lifestyle advice. In those who are obese,
weight loss can help restore regular
menstrual cycles and spontaneous
ovulation and allow access to ovulation
induction treatments. 

In women who are struggling to
conceive baseline investigations should
be performed and referral to secondary
care arranged without delay.18

In secondary care, antioestrogens »

their intake of sugar and refined
carbohydrate.13

Exercise is of benefit in PCOS in the
absence of weight loss14 and women
should be advised to take regular
exercise without dietary reward. 
The overarching aim of lifestyle
counselling is to empower women to
make positive changes. Depression, low
self-esteem and body image issues are
associated with obesity and, in a vicious
cycle, can be barriers to losing weight.

The role of anti-obesity drugs in the
management of obese women with
PCOS is unclear.1

Hirsutism can be managed with a
combination of cosmetic hair removal
techniques and pharmacological
treatments to reduce hair growth. 
Some women manage their symptoms
using electrolysis, laser hair removal or
waxing and shaving. In primary care,
eflornithine, a topical skin preparation
which slows the rate of hair growth, may
be useful.

Androgenic symptoms
All combined oral contraceptive pills
(COCs) reduce ovarian androgen
production improving androgenic
symptoms. One of the most effective is
a combination of ethinyloestradiol and,
the antiandrogen cyproterone acetate
(co-cyprindiol). However, it is only
recommended as first line for the
treatment of moderate to severe
hirsutism or acne given that there may
be safer alternative COCs for
contraception and management of
cycle irregularity. 

Although women with PCOS may not
be using COCs for contraception it is
good practice to prescribe them in
accordance with the UK medical
eligibility criteria for contraceptive use.15

For hirsutism not responding to first-
line hormonal management referral to
secondary care for consideration of
antiandrogen drugs such as cyproterone
acetate, spironolactone or finasteride
and/or laser hair removal is appropriate. 

Antiandrogens should be combined
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Polycystic ovary syndrome (PCOS) is a condition
characterised by hyperandrogenism, multifollicular ovaries
and ovulatory dysfunction. It affects 8-13% of women of
reproductive age and is associated with insulin resistance,
hyperlipidaemia and obesity. Although it runs in families
there is no clear genotype. 

The Rotterdam consensus criteria are most widely used 
internationally to diagnose PCOS. Two out of the following
three criteria are required to make a diagnosis of PCOS
(when other diagnoses have been excluded):
•Clinical or biochemical signs of hyperandrogenism; 
• Irregular menstrual cycles and ovulatory dysfunction
suggested by oligomenorrhoea (< 21 or > 35 days) or
amenorrhoea (absent menses for > 6 months);
•Polycystic ovaries on ultrasound. 
Diagnosing PCOS at the extremes of reproductive life
(adolescence and menopause) is complicated by the fact
that irregular cycles with ovulatory dysfunction are normal.

A detailed history will highlight the issues affecting the 
patient, determine the presence of irregular menstrual
cycles and help exclude alternative diagnoses. Baseline
measurements should include blood pressure and BMI.
Clinical signs of hyperandrogenism including hirsutism,
acne and androgenic alopecia should be assessed.
Hirsutism can be formally assessed using the modified
Ferriman-Gallwey tool although use of cosmetic treatments
may make it difficult to assess its severity. 

A hormone profile should be done during days 1-5 of the
menstrual cycle or as a random sample when there is
amenorrhoea. The profile should include FSH, LH, oestradiol,
prolactin, total testosterone, sex hormone binding globulin,
free androgen index and thyroid function tests. The presence
of polycystic ovaries on transvaginal ultrasound is defined
as ovaries with ≥ 12 follicles measuring 2-9 mm or an ovarian
volume ≥ 10 cm3. Only one ovary needs to meet this criterion.

Insulin resistance is thought to affect 95% of overweight
and 75% of lean women with PCOS. As well as increasing
the risk of diabetes, it worsens PCOS, reduces fertility
and increases the risk of CVD. An oral glucose tolerance
test is recommended if women have an additional risk
factor such as a BMI  ≥ 25 kg/m2, South Asian ethnicity or
a family history of diabetes. Women with PCOS are at
increased risk of obstructive sleep apnoea. PCOS is also
associated with an increased risk of endometrial hyperplasia
and a 2-6 fold increased risk of endometrial cancer.
Ovulatory dysfunction leads to delayed conception and
infertility, and there is an increased risk of pregnancy
complications such as gestational diabetes and preeclampsia.

Women with PCOS should be given advice on healthy
eating and regular exercise. All combined oral contraceptive
pills reduce ovarian androgen production and improve
androgenic symptoms. If hirsutism does not respond to
first-line hormonal management women should be referred.


