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DEBATE—continued

What is polycystic ovarian syndrome?
A proposal for a consensus on the definition and diagnosis of polycystic ovarian syndrome

Roy Homburg

“It has become painfully apparent that it is not only the Atlantic Ocean that
divides North America from Europe, but also the definition and diagnosis of
polycystic
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Consensus on women’s health
aspects of polycystic ovary syndrome
(PCOQS): the Amsterdam ESHRE/
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Practice Issues

What Is New in Polycystic Ovary Syndrome?

Best Articles From the Past Year

Keith A. Hansen, MD

"Box 1. Abstracts Discussed in This Commentary
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Diagnosis and Challenges of Polycystic Ovary
Syndrome in Adolescence

The physiologic changes of puberty can mimic PCOS
and provide unique challenges to making the diagno-
sis of PCOS in the adolescent. The diagnosis is also
challenging because of the lack of accepted diag-
nostic criteria for PCOS at the extremes of age,
including adolescence. In this article, the authors
discuss the importance of achieving a satisfactory
diagnostic balance so that adolescents with PCOS
can be identified early and started on appropriate
treatment while avoiding over-diagnosis and inap-
propriate treatment. Questions have been raised
about the use of adult criteria for diagnosing PCOS
in adolescents. One proposal to rectify this situation
is to require adolescents to meet all three of the
Rotterdam criteria~hyperandrogenism, chronic an-
ovulation, and polycystic ovaries—before making

the diagnosis of PCOS.
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Diagnosis and Challenges of Polycystic Ovary Syndrome in
Adolescence

Sophia E. Agapova, BA'!, Tamara Cameo, AB'!, Aviva B. Sopher, MD, MS', and Sharon E.
Oberfield, MD'
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Adolesanlarda Prevalans?

/78 adolesan, 15-24 yas, Mumbai
% %22.5 (Rotterdam)

“* %71.8 non-obez

% %10.7 (AES)

< Hafif PCOS fenotipi (oligomenore+PCOM)
X 0/052.6




PCOS is a complex condition




Adolesan PCOS Tani Kriterleri
- N E N e e W
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. *Oligomenore veya amenore--- en az 2 yil postmenars
S u I Tan Pa r' | S +Klinik hiperandrojenizm
‘ *Biyolojik hiperandrojenizm
«insiilin rezistansi

*PCO morfoloji

Shayya, Chang

» Tani 18 yasindan sonra konmali

* En az 2 yil postmenars

Car‘m i na e‘l' al * Rotterdamin tiim kriterleri (hiperandrojenizm, oligomenore, PCO)

* Hiperandrojenizm—hiperandrojenemi, progresif hirgutizm (akne
alopesi kriter degil)

» Oligomenore --- En az 2 yil
« PCO --- Ovarian volim >10 cm?




CLINICAL OPINION www.AJOG. org

GENERAL GYNECOLOGY
The diagnosis of polycystic ovary syndrome in adolescents

Enrico Carmina, MD; Sharon E. Oberfield, MD; Rogerio A. Lobo, MD

4 D

TABLE
Diagnostic criteria for polycystic ovary syndrome in adolescents
Criterion Hyperandrogenism?® Chronic anovulation® Polycystic ovaries®

_T)iagnosis of PCOS +

Not PCOS
Not PC

Not chﬁm kada[ mklp, ”MMIQ’ ~~~~~~~~~~~~~

ovarian size (>10 em?).
Carmina. The diagnosis of PCOS in adolescents. Am ] Obstet Gynecol 2010.
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Consensus on women’s health
aspects of polycystic ovary syndrome
(PCOS): the Amsterdam ESHRE/
ASRM-Sponsored 3rd PCOS
Consensus Workshop Group

BartC._ J. M. Fauser, M D__* BasilC. Tardat=zis, M. D" Robert W. Rebar M D_~ Richard S. Legro, M D.
Adam H. Balen, M D__* Roger Lobo, M. D_' Enrico Can'hina, M. D_ = Jeffrey Chang, M D_[" Bulent O. YlldlA M._D
ivi - e T i d Wi a
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Robert J. Norman, M_D_ ™ Andrea Dunaif, M D_~ Stephen Franks, M. D_* Robert A_Wild, M.D_ Daniel Du umesic, M. D.

- Adolesan donemde hiperandrojenemi

PCOS icin daha Tu‘r(%rlt blrLT,bNehrI%e tir KAT
R el ﬁ%
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- 16 yasinda primer amenore
- Over hacmi >10 cm3

Fertil Steril 2012




cltmaieal Practice G uildel|lne

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

Guideline J Clin Endocrinol Metab

Richard S. Legro, Silva A. Arslanian, David A, Ehrn’lanBOﬂ:gthleen M. Hoeger,
M. Hassan Murad, Renato Pasquali, and Corrine K. Waelt

+ Persistan oligomenore (postmenars 2 yil) ve klinik ve/veya
biyokimyasal hiperandrojenizm

% FG cut off adolesanlarda daha diisiik olabilir

<+ Hiperandrojenemi igin adolesan cut of f degerleri
tanimlanana kadar erigkin cut-off degerleri kullanilabilir

+ PCO morfolojisi adolesanlarda tani igin yeterli degil
<+ TA USG nin obezitenin yaygin oldugu bu grupta tani degeri
disik
“*  Multifolikuler overler normal puberte igin fizyolojik

< Yiksek AMH seviyeleri bu grupta PCO igin noninvaziv tani
veya tarama testi olabilir! Cut-off degerleri???




Dislanacak hastaliklar

Hipo/hipertiroidizm

- TSH

Hiperprolaktinemi

- Prolaktin

Klasik olmayan AH

- Bazal serum 17-OHP (< 200 ng/dl)---ACTH stim testi
Cushing sendrom

- 24 saatlik idrarda serbest kortizol (<100 ug)

Androjen salgilayan timorler

- T>200 ng/dl, DHEA-S >700 mcg/dlI

HAIR-AN sendromu

- Bazal a¢lik insdilin > 80 pU/ml, 2. saat OGTT >500 pU/ml
Idiyopatik hirgutizm
- normoovulatuar, hiperandrojenemi yok ASRM Tech Buletin 2006
Idiyopatik hiperandrojenizm—PCOS? | AES-PCOS Society 2009




Patofizyoloji
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Klinik fenotip

Hair Loss

I Unopposed
Androgen -
I LH g Estrogen




Klinik hiperandrojenizm

3

Hirsutismus (FG28)(Adolesan PCOS--%65)
- Progresif
- Etnik kokene gore cut-off degerleri??

- Androjenlere maruz kalinan siire kisa oldugundan yeni
FG skor cut-off degeri?

Akne

- Fizyolojik

- Adolesan PCOS tani degeri yok

Alopesi

- ?272?

- Adolesan PCOS tani degeri yok

Agapova et al. Semin Reprod Med 2014




Hiperandrojenemi

o

Adolesan PCOS tanisinda hiperandrojenizmin en
glvenilir bulgusu

Total testosteron (>2 SD)

- >55-58 ng/dl

Serbest testosteron

- >15 ng/dl

- Mevcut kitler kadinlarda sensitif degil

Androstenedion
- >244 ng/d|

DHEA
- >248 pg/dl

Carmina et. Al, AJOG 2010




POSITION STATEMENT: Utility, Limitations, and
Pitfalls in Measuring Testosterone: An Endocrine Society
Position Statement

William Rosner, Richard J. Auchus, Ricardo Azziz, Patrick M. Sluss, and Hershel Ralf

m T vesT testleri sensitiviteleri diistk

1T adolesanlarda extraction kromatografi /mass
spektrometri metodlari ile bakilmali

m Referans normal degerler belirlenmeli
- irk, yas...
m Serum TT, androjen salgilayan fumor diglamasi

m Hiperandrojenemide en yararli ve klinik sensitif
marker: sT (FAT 8lciimi--tT ve SHBG 6lciimii,
(t7/

SHBGx100)
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CLINICAL REPORT

Menstruation in Girls and e
Adolescents: Using the Menstrual

Cvyvcle as a Vital Sign

AMERICAN ACADEMY OF PEDIATRICS

~ oty e o oS eTIC=

AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

Cormmittss ory AdgcEsrs—enit Haalsh Care PEDIATRICS
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Menstruel duzensizlik

Adolesan PCOS (AES)

- %98 menstruel diizensizlik
Oligomenore (%68.3)
Sekonder amenore ( %27.7)
Primer amenore (%4)

» Roe et al. J Pediatr 2013

Menstruel diizensizligin siddeti ile PCOS fenotipi ve androjen seviyeleri koreledir.,
- Primer amenoreli PCOS 'da Metabolik sendrom daha fazla

Rachmiel et al. Arch Pediatr Adolesc Med 2008

Menstruel diizensizlik ->VYiiksek T, Disik SHBG, Yiksek FAL
Pinola et al. Finnish general population-based birth cohort . Hum Reprod 2012

Disfonksiyonel uterin kanama—PCOS bagli anovulasyon?
: Agapova et al. Semin Reprod Med 2014




Human Reproduction, VolL.29, No.10 pp.2339-2351,2014
Advanced Access publicadon on August |, 2014 doi: 1 0.1 092 /humrep / deuw200

human

reproduction

Irregular menstruation and
hyperandrogenaemia in adolescence

are associated with polycystic ovary
syndrome and infertility in later life:
Northern Finland Birth Cohort 1986

study

S. West!, H. Lashen?, A. Bloigu?3, S. Franks?, K. Puukka®, A. Ruokonen?®,
M.-R. Jarvelin®4%7.89 | S Tapanainen'''? and L. Morin-Papunen '*

16 yasinda menstruel dizensizlik+yiiksek
androjen seviyeleri, 26 yasinda da PCOS

semptomlari ile iligkilidir!




Vable 1L Receiver operating charseteristic (ROC) curve data for the assessment of polycystic ovanes
Uonard ¢2 al, 2003)

FNPO (mm) Areys under ROC curve Threshold Sensitivity (%) Specificity (%)
2-5 0.924 10 65 0
12 57 ]
15 42 [0
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FNPO = follicle number per ovary.
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+ Transvaginal vs transabdominal?
< Obezite - transabdominal usg????

= Saglikli adolesanlarin %50--- PCOM

» AMH?
“»  AMH erigkinlerde tanida PCOM yerini alabilir (cut of f 20
pmol/I)
<> Eilertsen et al. Hum Reprod 2012
% Cut-off deger 4.7 ng/ml alindiginda, %79.4 spesifisite ve

7%82.8 sensitivite ile taninabilir.
Liiodromiti et al. J Clin Endocrinol Metabol 2013

%  Adolesan?
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ORIGINAL ARTICLES: REPRODUCTIVE ENDOCRINOLOGY Fertil Steril 2015 @ S

Ovarian volume in normal and
hyperandrogenic adolescent women

Franca Fruzzetti, M.D.,* Anna Maria Campagna, M.D.,” Daria Perini, M.D.,? and Enrico Carmina, M.D."

TABLE 2

Ovarian size in 72 healthy adolescent women and in 146 hyperandrogenic adolescent patients, divided according their gynecologic age.

Gynecologic age (y)
Ovarian characteristics 1-2 3 4 5
Healthy controls
Number ) 12 20 20 20
Mean ovarian size (cm”) 79418 6.74+19 6.3 418 6.1 42
Ovarian size threshold (cm?) 1.5 10.5 10 10
Hyperandrogenic patients
Number 30 40 52 24
Mean ovarian size (cm?) 12.6 + 4" 97 4 3° 9.4 4 3% 9,24 3"
Prevalence of increased ovarian size (9%) 35 50 48

46
"Postmenarsial ilk 2 yil disinda over haécmi ign esik dégerler erigkin’degerlerle 0004

Nims Threshalds for increased ovarian size wete calculated as 95th percentile of values of healthy trals,
. ﬂ Pe 007

Fruzzetti. Ovarian size in adolescent gitls. Fertil Steril 2015



Obezite, Insulin Rezistansi,
Metabolik Sendrom ve PCOS




Fertil Steril. 2013 July : 100(1): 2—11. doi1:10.1016/j.fertnstert.2013.05.023.

Ontogeny of Polycystic Ovary Syndrome and Insulin Resistance
In Utero and Early Childhood

David H Abbott, PhD?@ and Fida Bacha, MDP

Multi-organ dysfunction and risk for metabolic disease
Postnatal factors
Childhood Obesity
4

. Insulin

= Resistance
Hyperinsulinemia l

"""""" . ’ N
\
, | [Earlyadrenalactivation | | ? Gﬂp’;‘l’s/el“ Risk for Metabolic Disease:
"""" ndrogenism I T2DM, CVD; Infertil
Hyperandrogeni: frequency ik ity
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’ hﬂumlll
¥ * S‘,..".'.:.‘.'. >
p Chronic anovulation
remature . .
Adrenanche -~ Ovarian Hyperandrogenism Cocan ............
' Polycystic Ovary Syndrome ( 7 ....._ \
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Curr Diab Rep (2013) 13:56-62
200 10 1007/8 11592 012-0331-2

PEDIATRIC TYPE 2 DIABETES (PS ZEITLER., SECTION EDITOR)

Metabolic Syndrome in Youth: Chimera or Useful Concept?

NI LLoredanas NMarcoscoochio = Francesco € hianvelli

- N &u =am N == W

«» QObezite ve insulin rezistansi

«» Obez vs normal kilo adolesan
7%26-49.7 vs 73-4
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Age 410 yveurs,
Obegity lWI(h l*lpcrocnulc. Metabolic syndrome cannot be dingnosaed, but further measurements should be made if fanuly histgry of metabolic
dmbctc.\ lncllma, dyslipidemin, candic ».A.Isgulut disease, hvpertension. or obesity |

esanlarda dislipidemi icin risk faktorii
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aze 1h16 vl Hiperandrojenemi a
Obefity (WC) Plus 2 of the following Triglyvcerides DI - od pressure
=908h pcru:nnlo. - =1 &'.7 mmol/l. <1 U;E#.U.leettl etl ‘If? e&tllgsterllédogm or kfown diabetes

DB =85 nun “é
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=94 IQ‘QB >1.7 mmolL.  <1.03 mmolVL (M); SBP =130 mun Hg
>80 \ e ) =129 mmol/L (F) DRBEP =85 mm Hg or

< SHBG diisikligi MS 6ngoreReR onemii-paraietie

o T yasinda yitkselsd-seviyeleri-24-yasmda MS ile iliskili

Glueck CJ et al. J. Pediatr 2011
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Consenswus Statemena1t

Assessment of Cardiovascular Risk and Prevention of
Cardiovascular Disease in Women with the Polycystic
Ovary Syndrome: A Consensus Statement by the
Androgen Excess and Polycystic Ovary Syndrome
(AE-PCOS) Society

Table 1. Current cardiovascular disease risk screening recommendations for women with polycystic ovary
syndrome according to the Androgen Excess-Polycystic Ovarian Syndrome Society Consensus Statement

Metabolic and
CVD risk fadors

Hypercholesterolemia
and dyslipidemia

Testing Target population Frequency

e All women with PCOS

e No additional CVD risk,
LDLe goal <130mg/dl

e With metabolic syndrome,
LDLe goal 70-100mg/dl

o With T2DM/vascular/renal
disease, LDLc goal <70 mg/dl

e BMI =30 kg/m?

e Fasting lipid profile
(TC, non-HDLe, HDLe,
TGs, DLc)

e Biannually or sooner if
weight gain occurs

Impaired glucose e 75-g OGIT — 2-h e Normal baseline 75g OGTT,

tolerance

glucose concentration

e Lean PCOS with age >40 years
or hx GDM, FHx: T2DM

biannually or sooner depending
on CVD risk factors

e Baseline IGT, 75g OGIT annually

Type 2 diabetes

e 75-g OGITT - 2-h glucose
conceniralion
* Hemoglobin Alc®

e BMI =30kg/m?
e Lean PCOS with age >40 years
cor hx GDM, FHx: T2DM

e Normal baseline 75-g OGTT,
biannually or sooner depending
on CVD risk factors

e Baseline IGT, 75g OGIT annually

Obesity/central adiposity

e BMI, waist circumference

e All women with PCOS

e Every visit

Hypertension

e Blood pressure

o All women with PCOS

o Every visit

“Nonalcoholic Faity
liver disease (NAFLD)

e ALT, AST, vGT®

e Particularly in PCOS women
with metabolic syndrome®

o Annually®
(Frequency of testing not clearly
established)




TEDAVI

KISA DONEM UZUN DONEM

» Menstruel regulasyon » Metabolik ve

» Hirsutismus kardiyovaskuler risk
« Akne « Endometrium

e Obezite » Fertilite

e Yasam kalitesi

Holland-Hall, J Pediatr Adolesc Gynecol 2009



Tedavi segenekler
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Lifestyle changes in women with polycystic ovary syndrome

>

THE cCOocHmane Moran L], Hutchison SK, Norman R]J, Teede H]J

(Review)

Authors’ conclusions

Lifestyle intervention improves body composition, hyperandrogenism (high male hormones and clinical effects) and insulin resistance
in women with PCOS. There was no evidence of effect for lifestyle intervention on improving glucose tolerance or lipid profiles and
no literature assessing clinical reproductive outcomes, quality of life and treatment satisfaction.

KLO, BEL/KALCA ORANIX

HPERANDROJENI ZIVK

INSULIN DIRENCI




(J Clin Endocrinol Metab 96: 3533-3540, 2011) R e AL AT e e

mn d o < r i M o R e 5= e a r < h

Effect of Lifestyle Intervenmntion omn Features of
Polycystic Owvarianmn Syndrome, IVietabolic Synmndrome,
anmndcd IntiMma-fIViedia Thickdinmness inmn Obese Adolescenmnt Giarls

Nimna Lass, Michaela Kleber, Katrim Winkel, Rainmner Wunsch, anmnd Thomas Reimnehr

o + + +

TABLE 1. Components of the metabalic syndrome and carotid IMT in the course of 1 yr in 26 girls with and 33 girls
without successful weight loss in a 1-yr lifestyle intervention

Successful weight loss No successful weight loss
(BMI SDS reduction >0.2) (increase or reduction =0.2 of BMI SDS)
/P value of \ /P value of )
change within change within
Variable Baseline 1 yr later group Baseline 1 yr later group
8Mi (kg/m?) 3Z.2 (3.7) 28333 <0.007 33.9(6.8) 346 (6.9) 0.021
BMI-SDS 256 (D.50) 1.93(0.60) <0.001 2.67(0.74) 2.78(0,75) Do
Waist circumference 97 (186} 95 (10) 0.634 as{11) 102(11) NS
{cm)
Trglycendes {(mag/dl) 138 (39) 112439) 0.622 136 (67) 148 (77) NS
HDl-cholesterol {ma/dl) 45 (9) 53(13) =<0.001 46 (9) 42(15) NS
LDL-cholesteral {mag/dl) 97 (321) 85 (29) NS 109 {28) 102(23) NS
Fasting glucose (mg/dl) 85 (7) 85 (6} NS 26 (9) 82 (9) NS
Insulin (mWiter) 23 (15) 17(10) 0.037 25(14) 32(13) NS
HOMA 48(3.7) 26(2.0) 0.049 48(23) 4381(3.1) NS
2-h glucose in oGTT 130 (23) 108 (19) 0.009 126(24) 128 (28) NS
(ma/dl)
Systolic bload pressure 123 (15} 114 (11) 0.016 125 (16 1251(18) NS
4o al da
-Ligomenore/amengre prevalansinda 758 azalma
(mm Hag)
Metabolic syndrome 35% A% D.008 36% 39% NS
(1DF defirition) EE—)
Iritima-media thickness 0.066 (0.005) 0.054 (0.002) <0001 0.063 (0.008) 0.064 (0.008} NS

{em) \ y, —




Oral Kontraseptifler

» Hiperandrojenizm ve kontrasepsiyon igin esas tedavi
+ Menstrual requlasyon, akne, hirsutismus..
+ Androjen Uretimini azaltir, sT seviyelerini digurdr.

+ Kanitlanmig hiperandrojenizmi olan adolesanlarda

Tanner 4-5 evresinde menars sonrasi baslanmalidir.
+ Ne kadar stire?
<+ Postmenarsial 5 yila kadar (jinekolojik maturite)

% Yeterli kilo verilene kadar

Endocrine Society Clinical Practice Guideline 2009




Hangi OKS?

Kardiyometabolik etkiler?
- OKS kullanimi HDL-C ve TG yiiksekligi
- Klinikte onemli advers kardiyometabolik
sonuglar bildirilmemistir
- Halperin IJ. Hum Reprod 2011

CPA?

Lipid ve insulin sensitivitesine olumsuz etkiler, KC
toksisitesi
DRS?
- Zayif PCOS adolesanlarda insiilin sensitivitesi ve santral
adipoziteye olumsuz etkiler

Williams et al. Mol Cell Endocrinol 2013




Contraception-Related Venous Thromboembolism
in Adolescents

Sem Thromb Hemos 2014

Sarah H. O’Brien, MD, MSc!2

lanmali, aile gt onlyfisk Factor - %

121 Additional Risk Factor — 97%
istero n) N O e @ditional Risk Factors - 45
non 6.3X, Siprotercsrrasatat
I Obesity - 39%
i bilgilendirmeyapiimaaie-z -3

¥ Inherited Thrombophilia - 30%
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= RAolesan riek Taktorier acisindan dikka® sor

rontraceptives 3
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= PCOS artmis venoz tromboembolizm ile ligKill gibi gorunse de ¢cogu
nirsutismus ICIN




Metformin

L s |
L)

» Limitli data — Adolesan PCOS’da eriskinlere gore
daha faydali gibi gorinmekte

» Menstrual regulasyon , hiperandrojenemi, insulin
rezistansi, glukoz intoleransi, dislipidemide
dizelme

Optimal tedavi suresi?
Adolesanlarda uzun donem etki?

Thiazolidinedionlarin yan etki ve
toksisitelerinden dolay! adolesanlarda kullanimi
onerilmemekte




Anti-androjenler

Teratojenik 6zellikleri ve bu dénemde kontrasepsiyonun etkin
kullanimi olmadigindan komite bu konuda éneride bulunmamaktadir.
Spironolakton
% 5 areduktaz inhibisyonu
> Siddetli hirgutismusda OKS ile kombine kullanim
<+ OKS kontrendike ise
Flutamid

% Reseptor antagonisti

<+ Hepatotoksik

L)

L)

&

L)

L)

4

Vitek W. Semin Reprod Med 2014




ADOLESAN PCOS- TEDAVI

+ Tedavi bireysellestirilmeli

Iyi dizayn edilmig, uzun dénem, randomize
kontrolli ¢alismalardan kanit gelene dek tedavi
segenekleri kar zarar dengesi gozetilerek segilmeli

%+ Metformin

1. Metformin/yasam tarzi degisiklikleri ile erken tedavi

umut vadedici ve onleyici sonuglar yaratabilir

2. Tedavi onceliginde PCOS'un hormonal/reproduktif bir

bozukluk olmasinin yanisira IR ile karakterize MS akilda
tutulmalidir

Endocrine Society Clinical Practice Guideline 2013




Psikososyal:Viicut imaji, depresyon, anksiyete

—

AMILLIONS OF WOMER WITH

POLYCYSTIC
OVARIAN SYNDROME

ARE GOING
UNDIAGNOSED
UNSUPPORTED
' : FOUNDATION

| THIS MUST CHANGE!  Pefoichaivgs




SONU¢-1
T T T e

Adolesanlarda PCOS tanisi bu donemin fizyolojik 6zellikleri ile
ortugebileceginden erigkinlerden daha konservatif olmalidir.
Patolojik bulgular: fizyolojik degisikliklerden ayirabilmek igin
gelisimsel evrelere gore klinik, biyokimyasal ve radyolojik cut-off

degerler igin foplum tabanl genis galismalara ihtiya¢ vardir (NIH
2012).

Fazladan yanlis tanilar (over-diagnosis) fizyolojik siireci yasayan
saglikli bir adolesani gereksiz tedaviler ve hastaligin getirecegi
psikolojik ek sorunlarla basbasa birakacagi unutulmamalidir.

Erken tani ve yonetim PCOS ve uzun donem komplikasyonlarin
onlenmesi agisindan onemlidir.

Taninin postmenarsial 2 yildan sonra konmasi ile ilgili fikir birligi
vardir.



SONUG-2
T T T e

Biyokimyasal hiperandrojenemi ve persistan oligomenore
tanida en 6nemli kriterlerdir.

Mevcut data PCO morfolojisinde, adolesanlar igin bir cut-
of f belirlenene dek FNPO daha ¢ok, hacim a6l¢iiminii
kullanmak lehinedir.

AMH olcimu ozellikle bu populasyonda umut vadetmektedir,
cut-off belirlenmesi igin normal data analizlerine ihtiyag
vardir.

Obezite PCOS'un klinik siddetini, metabolik ve
kardiyovaskuler komplikasyonlarini arttirdigindan, kontrol
altina alinmasi PCOS'da onemli onleyici faktorlerden biridir.
Yasam tarzi degisiklikleri yonetimde birinci siradadir, erken
dénemde uygulandiginda kalici olmaktadir.

Farmakolojik tedavi bireysellestirilmeli, kar/zarar oran
gozetilerek karar verilmelidir.






