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The 2023 international guideline for the assessment olycystic ovary syndrome (PCOS) is a common endocrine
and mana gement of polycystic ovary Syndrome disorder affecting women Of I‘eproductive age, induding
introduces several key changes. The updated gender-diverse individuals with female reproductive organs.

About 8 to 13% of women are diagnosed with PCOS
worldwide according to the Rotterdam criteria, which include
hyperandrogenism, oligo- or anovulation and polycystic ovary

guideline emphasises holistic patient care that
addresses the associated cardiometabolic risks and
complications and psychosocial challenges.

morphology (PCOM).!

The new international evidence-based guideline for the assess-

KEY POINTS ment and management of PCOS published in 2023 emphasises
e L0 | ey, the importance for healthcare professionals to address PCOS
disorder associated with psychological challenges (e.g. anxiety, holistically, including emotional wellbeing. PCOS is associated
depression, negative body image) and cardiometabolic with a high prevalence of moderate to severe anxiety and depres-
complications (e.g. overweight and obesity, insulin sive symptoms in adults and depressive symptoms in adolescents;
resistance, tolerance, diabetes, cardiovascular disease). low health-related quality of life; negative body image; eating

» The 2023 international guideline for PCOS assessment disorders or disordered eating; and potential increased risk of
and management introduces several changes, including psychosexual dysfunction.? The experiences of infertility, over-

the addition of anti-Miillerian hormone levels to assess
polycystic ovary morphology and differences in the diagnostic
criteria between adults and adolescents.

« Greater awareness of psychological features associated

weight or obesity, hirsutism, the uncertainty of prolonged amen-
orrhoea and loss of feminine identity can significantly impact
mental health.** Additionally, the use of hormonal medications
with PCOS, including eating disorders, and their impact on may affect m'oolqt: ancli P sycholog.lcal syn;p t(ﬁ.ns can impact
T engagement. inli estyle 1.nter.vent10ns and se magagement.
+ Women with PCOS are at increased risk of cardiovascular The 2023 guideline also highlights cardiometabolic risk factors
disease and, potentially, of cardiovascular mortality. as key complications of PCOS, including underlying insulin
« Women with PCOS have higher-risk pregnancies (e.g.
gestational diabetes, preeclampsia, small-for-gestational-

]

age birthweight), but assisted reproductive technology § g
does not significantly increase the risks. % é

« Hirsutism can be managed with cosmetic therapies, the % §
combined oral contraceptive pill and anti-androgens, with Medi(i“eTOday 2024; 25(1-2): 26-33 25
consideration of the associated risks. g %

« GPs are well placed to use a whole-person approach to Associate Professor Boyle is Head of Health Systems and Equity at the Eastern § 2
management, which can include lifestyle interventions, weight Health Clinical School, Monash University; and Co-Convenor of the Preconception g %
and fertility management, optimising preconception health Health Network, Monash University, Melbourne, Vic. Associate Professor Ee is a % é
and addressing psychosocial aspects. GP; and Pr'lncm'al Research Fellow at the NICM Health Research Institute, Western % g
Sydney University, Sydney, NSW. s
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resistance (independent of body mass
index [BMI]). This results in increased
risks of impaired glucose tolerance, type 2
diabetes and composite cardiovascular
disease including ischaemic heart disease,
myocardial infarction and stroke.

The management of PCOS is informed
by the woman’s current priorities, needs,
values and preferences, and shared decision-
making is required. This comprises a
whole-person approach, with continuity
and co-ordination of care that is well aligned
with general practice. GPs are the most
commonly attended healthcare profession-
als in Australia, with 83.6% of people in
Australia consulting a GP compared with
38.9% consulting a medical specialist in
2021 t02022.> GPs provide a person-centred,
comprehensive approach to health care,and
are the experts in managing the uncertainty
ofalow-risk environment, and complexities
of comorbidity and polypharmacy.® The
generalist approach is beneficial in the
management of PCOS as GPs are skilled at
integrating scientific evidence and guideline
recommendations with a profound under-
standing of the psychosocial and cultural
context of the individual. Additionally,
well-supported primary healthcare systems
improve patient outcomes, reduce overall
healthcare costs and mitigate negative
health outcomes in marginalised popula-
tions.”!" In this article, the new PCOS guide-
line is outlined, highlighting what is new
and describing its relevance to general
practice.

Diagnosis of polycystic ovary
syndrome

PCOS was previously defined using the
Rotterdam criteria. The changes from
the 2018 guideline are listed in Box 1. The
2023 international guideline introduces new
criteria, with the addition of anti-Miillerian
hormone (AMH) levels as an additional test
to help determine PCOM in adults. Figure 1
lists the specific features for each diagnostic
criterion outlined below. A practice tool for
screening, diagnostic assessment, risk assess-
ment and life stage can be found online
(Algorithm 1: https://www.mchri.org.au/

guidelines-resources/health-professionals/
pcos-practice-tools/).

Oligo/amenorrhoea

Inadultsand adolescents who are more than
three years postmenarche to perimenopause,
irregular menstrual cycles are defined as
thoselastingless than 21 days or more than
35 days, or fewer than eight cycles per year.
In adolescents less than three years post-
menarche, irregular cycles in the first year
postmenarche are a normal part of the
pubertal transition. Irregular cycles after the
first year are defined as any one cycle lasting
more than 90 days o, for adolescents one to
three years postmenarche, cycleslastingless
than 21 days or more than 45 days. This
criterion includes primary amenorrhea by
the age of 15 years or more than three years
post-thelarche.

Hyperandrogenism

Biochemical hyperandrogenism

Total and free testosterone levels, which can
be estimated using the free androgen index
(FAI), should be used for assessment.
Androgen levels cannot be reliably assessed
while the woman is taking the combined
oral contraceptive pill (COCP). Consider
withdrawal for more than three months
with alternative contraception. If testoster-
one levels or the FAI are not elevated, con-
sider assessing androstenedione and
dehydroepiandrosterone sulphate levels.
However, they both have poorer specificity
than testosterone, with the latter being asso-
ciated with a greater age-related decline.
Note that adolescents usually have adult
levels of testosterone by 12 to 15 years of age.

Clinical hyperandrogenism

The presence of hirsutism alone should be
considered predictive of biochemical
hyperandrogenism and PCOS in adults.
A modified Ferriman-Gallwey score of
4 to 6 should be used to detect hirsutism
(Figure 2), recognising that previous
or ongoing treatment can limit clinical
assessment and that the score may be less
useful in women of Asian or Middle East-
ern ethnicity, as it was developed on the
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1. KEY CHANGES TO THE 2023
INTERNATIONAL EVIDENCE-BASED
GUIDELINE FOR THE ASSESSMENT
AND MANAGEMENT OF POLYCYSTIC
OVARY SYNDROME

¢ Anti-Mullerian hormone levels can be
assessed, instead of using ultrasound,
to identify polycystic ovary morphology,
but only in adults, and only if needed
to make the diagnosis

¢ Cardiovascular disease is now a
key feature

Anxiety and depression are
emphasised as core features requiring
assessment and management

Avoiding weight stigma and applying
a weight-inclusive approach is
emphasised

¢ Environmental and systems-based
drivers of excess weight are highlighted,
with limitations to individual lifestyle
interventions for excess weight

Laser and light therapies are
recommended as effective, first-line
treatments for hirsutism

Polycystic ovary syndrome is defined as
a high-risk condition in pregnancy

basis of a predominantly Caucasian
population.'? Female pattern hair loss and
acne in isolation (without hirsutism) are
relatively weak predictors of biochemical
hyperandrogenism.

Polycystic ovary morphology
Inadolescents, PCOM cannot be accurately
determined because of the high incidence
of multifollicular ovaries at this life stage.
Recommendations for determining PCOM
asacriterion for the diagnosis of PCOS are
only relevant for individuals more than
eight years postmenarche.

Inadults, pelvic ultrasound to assess the
follicle number per ovary (FNPO), follicle
number per cross-section (FNPS) and ovar-
ian volume (OV) is an accurate assessment
of PCOM. The threshold for PCOM in
adults can be either of the following:
 an FNPO of 20 or higher (using a

high-frequency ultrasound probe) in

at least one ovary
o an OV of 10mL or greater or FNPS
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MANAGEMENT OF POLYCYSTIC OVARY SYNDROME continued I

Step 1. Irregular cycles + clinical hyperandrogenism
(e.g. hirsutism, acne, alopecia) (exclude secondary causes) = diagnosis of PCOS

\

Step 2. If no clinical hyperandrogenism
Test for biochemical hyperandrogenism (exclude secondary causes) = diagnosis of PCOS

\

Step 3. If ONLY irregular cycles or hyperandrogenism
Adolescents: ultrasound or AMH is not indicated. Consider at risk of PCOS and reassess later
Adults: request ultrasound for polycystic ovary morphology or AMH level if positive (exclude secondary causes) = diagnosis
of PCOS

Diagnostic criteria

Adults Adolescents
Oligo/amenorrhoea ¢ >90 days for any one cycle; or * >1 year post menarche: >90 days for any one cycle
e <21 or >35 days per cycle; or e >1 to <3 years post menarche: <21 or >45 days per cycle
e <8cycles per year * >3 years post menarche: <21 or >35 days per cycle or <8 cycles per year
* primary amenorrhea by 15 years of age, or >3 years post-thelarche

Hyperandrogenism Biochemical
¢ Use total testosterone and free testosterone
* Stop hormonal contraception for at least three months before testing and advise on other contraception during this time

Clinical

¢ Acne: no formal assessment tool * Severe acne: no formal assessment tool

* Female pattern hair loss: use Ludwig | * Hirsutism: use modified Ferriman-Gallwey score
visual score

¢ Hirsutism: use modified
Ferriman-Gallwey score

Polycystic ovary Transvaginal ultrasound (first line) Avoid ultrasound for diagnosis in adolescents
morphology (PCOM) >20 follicles per ovary and/or
Note: PCOM does not >10mL ovarian volume score

equate to PCOS without
other diagnostic features

AMH Serum AMH can be assessed as an alternative to ultrasound
Either serum AMH or ultrasound may be used but not both to avoid overdiagnosis

Additional investigations

* Cardiovascular disease: lipid levels, blood pressure, weight and body mass index (with permission)
* Impaired glucose tolerance and diabetes: oral glucose tolerance test

* Obstructive sleep apnoea: validated screening tools

* Endometrial cancer: transvaginal ultrasound, endometrial biopsy

Figure 1. Algorithm and criteria for PCOS screening, diagnostic assessment, risk assessment and life stage.

Reproduced with permission from Teede H, Tay CT, Laven J, et al. International evidence-based guideline for the assessment and management of polycystic ovary syndrome 2023.
Melbourne: Monash University; 2023. Available online at: https://www.monash.edu/medicine/mchri/pcos/guideline (accessed January 2024). Copyright 2023

Abbreviations: AMH = anti-Mdllerian hormone; PCOS = polycystic ovary syndrome.

of 10 or higher in at least one ovary if ~ Anti-Miillerian hormone suppressed by current or recent COCP use
using older technology or if the A new criterion is that reported laboratory  and decrease with age and increasing BMI.
image quality is insufficient to allow =~ AMH levels can be assessed in adults to  There are strong correlations between
for an accurate assessment of follicle ~ determine PCOM, noting that levels vary  circulating AMH levels and the antral
counts throughout the entire ovary. throughout the menstrual cycle, may be  follicle count on ultrasound in PCOS, with
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Figure 2. Modified Ferriman-Gallwey scoring system for hirsutism. Nine body areas (upper lip, chin, chest, upper abdomen, lower abdomen, arms,
thighs, upper back and lower back) are scored from 1 (minimal terminal hairs present) to 4 (equivalent to a hairy man). If no terminal hairs are
observed in the body area being examined the score is zero (left blank). Clinically, terminal hairs can be distinguished from vellus hairs primarily by
their length (i.e. 0.5cm) and the fact that they are usually pigmented. A score above 4 to 6 indicates hirsutism.

ameta-analysis reporting a sensitivity and
specificity of 0.79 and 0.87, respectively, for
AMH levels as a diagnostic indicator
for PCOS in adults. The sensitivity and spec-
ificity arelower in adolescents and, therefore,
measuring AMH levels is not recommended
as a diagnostic test in this group.

Management of cardiometabolic
and psychological effects
A diagnosis of PCOS is accompanied by
an increased risk of metabolic complica-
tions (including diabetes), cardiovascular
disease and sleep disorders. GPs play an
essential role in diagnostic management,
including the assessment and management
of cardiovascular risk, glycaemic status,
obstructive sleep apnoea risk and emo-
tional wellbeing.

The initial management of PCOS after
diagnosis involves identifying women’s key
concerns and priorities, screening for

cardiometabolic and psychological out-
comes and offering education and lifestyle
advice in terms of long-term benefits for
reproductive and metabolic health (Box 2).
Information provision is a key gap noted
by patients and, thus, directing patients to
reliable sources of information is impor-
tant.”** One evidence-based resource is the
AskPCOS mobile application (https://www.
askpcos.org/).

Cardiometabolic outcomes

Women with PCOS have an increased risk
of impaired fasting glucose levels, impaired
glucose tolerance and type 2 diabetes,
regardless of age and BMI. GPs can play a
significant role in preventing or mitigating
the impact of metabolic complications in
PCOS by counselling patients about the
increased risk, assessing glycaemic status
using a 75g oral glucose tolerance test
(OGTT) at diagnosis and at regular
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intervals after diagnosis (depending on the
individual risk), providing lifestyle advice
and other guidance for the prevention of
metabolic complications, and referring to
amultidisciplinary team as needed. Women
with PCOS are also considered to have an
increased risk of cardiovascular disease and
should be assessed for cardiovascular risk
factors (including lipid levels and blood
pressure) at diagnosis and thereafter accord-
ing to the individual risk (Box 3).

Lifestyle and weight management

Weight management is a priority for many
women with PCOS and was identified as a
priority to address in the guidelines by
healthcare professionals and consumers
internationally'®* Women with PCOS are
more likely to have excess weight compared
with age-matched controls, and a BMI
greater than 30kg/m? increases the risk of
insulin resistance, hyperandrogenism,

29
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MANAGEMENT OF POLYCYSTIC OVARY SYNDROME continued I

2. DIAGNOSTIC ASSESSMENT AND
MANAGEMENT OF POLYCYSTIC OVARY
SYNDROME

Offer evidence-based information and
education (e.g. AskPCOS app, consumer
resources) and provide emotional support

* Screen for anxiety and depression, and
consider body image, eating disorders
and disordered eating

.

Assess individual cardiovascular risk
factors (including fasting lipid profile and
blood pressure) and global cardiovascular
risk

Assess glycaemic status, ideally with

a 75g oral glucose tolerance test; fasting
glucose or glycated haemoglobin levels
can be used as second-line tests, but
these are less accurate

e Screen for symptoms of obstructive
sleep apnoea

* Recommend healthy lifestyle behaviours
to optimise general health and to prevent
weight gain

metabolic dysfunction and reproductive
complications, such as oligo/amenorrhoea.”
The 2023 guideline highlights the insufficient
evidence on individual lifestyle strategies
and agrowing recognition of environmental
and systems-based drivers of excess weight.
Evidence on the contribution of lifestyle
factors to excess weight in women with PCOS
is conflicting. Underlying hormonal
dysfunction might predispose an individual
to intrinsic factors, such as an altered meta-
bolic rate; however, the evidence for this is
limited and inconsistent.

Lifestyle interventions (exercise alone or
acombination of exercise, dietary interven-
tion and behavioural strategies) should be
recommended for all women with PCOS,
with a focus on the overall health benefits
and prevention of weight gain. Lifestyle
interventions improve central adiposity,
hirsutism and metabolic and lipid out-
comes, but they are not more effective than
usual care or minimal interventions for
excess weight and a high BMI. Although
there islimited evidence for the effectiveness
of behavioural interventions in PCOS, evi-
dence from general population guidelines
can be extrapolated to individuals with
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PCOS. Behavioural interventions may
include goal setting (using the Specific,
Measurable, Achievable, Relevantand Time-
bound [SMART] approach), self-monitoring,
problem solving and reinforcing changes.
There is a lack of evidence supporting one
type of diet composition over another for all
PCOS outcomes and, therefore, general pop-
ulation guidelines could be applied. An
emphasis on tailoring dietary changes to food
preferences, avoiding restrictive and nutri-
tionally unbalanced diets and considering
the barriers and facilitators of adopting die-
tary changes (including socioeconomic, cul-
tural and psychological factors), as well as
family engagement, are recommended.
Awareness of the potential of disordered eat-
ing and eating disorders when discussing
weight management and lifestyle interven-
tionsisimportant. A practice tool for lifestyle
management in PCOS is available online
(Algorithm 3: https://mchri.org.au/guide-
lines-resources/health-professionals/
pcos-practice-tools/).

Weight stigma
Weight stigma refers to the social devalu-
ation of individuals because of excess body
weight and includes negative attitudes,
stereotypes and prejudice about excess
body weight. This is a key issue highlighted
in the 2023 guideline. The experience of
weight stigma is associated with negative
health and behavioural outcomes, includ-
ing poorer health behaviours (e.g. exercise
avoidance and greater consumption of
food), avoidance of preventative health
screening and impaired mental health,
including depression, anxiety, disordered
eating and body image disturbance.”
Weight stigma by healthcare professionals
has been reported by women with and
without PCOS seeking health advice."” "
GPs should aim to practise weight inclu-
siveness ,with acceptance of and respect for
body size diversity and a focus on health
at every size (Box 4). These approaches
include asking permission to discuss and
measure weight, using destigmatising
terms, such as ‘higher weight’ instead of
‘overweight’ or ‘obesity’, and ensuring
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3. FREQUENCY OF METABOLIC RISK
ASSESSMENTS FOR THE MANAGEMENT
OF POLYCYSTIC OVARY SYNDROME

Weight and body mass index

(with permission)

e Every six months

Lipids

¢ At diagnosis

Blood pressure

e Annually

Glycaemic status (based on the oral

glucose tolerance test)

* Every one to three years, if risk factors
for type 2 diabetes are present

* At preconception or early pregnancy or,
at the latest, 24 to 28 weeks'’ gestation

* Every three years for all other women

appropriate equipment is available for
patients of all sizes.

Medical therapy for weight
management

For anthropometric and metabolic out-
comes, metformin can be considered in
adults with a BMI greater than 25kg/m>.
Antiobesity medications (e.g. orlistat or
GLP-1 agonists semaglutide, liraglutide and
exenatide) can be considered in adults with
ahigher BMI or other risk factors; however,
there is limited evidence on the efficacy
of antiobesity medications, especially
semaglutide, for women with PCOS.
Inositol may also be considered. There are
nine stereo-isomers of inositol, of which
myo-inositol is the most abundant in the
human body. Insulin stimulates the endoge-
nous conversion of myo-inositol to D-chiro-
inositol. Myo-inositol and D-chiro-inositol
areavailable in supplement form, including
as monotherapy and in combination with
other ingredients. However, there is very
limited evidence that inositol, taken as a
supplement, helps with weight manage-
ment, and metformin is preferred over
inositol for central adiposity.”

In Australia, TGA-listed products are
self-assessed for safety and quality, whereas
products obtained overseas will have
variable regulatory standards. Myo-inositol
and D-chiro-inositol are not currently
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recommended for weight management,
regardless of the type and doses, because of
the lack of quality evidence. GPs should
engage in shared decision-making with
patients. This includes making them aware
of the differences in quality control processes
between supplement products and pharma-
cological products and helping patients to
balance financial risk against perceived or
potential benefits. GPs can support informed
decision-making while acknowledging
individual values and preferences.

Bariatric and metabolic surgery for
weight management

Recommendations for bariatric surgery are
based on studies conducted in the general
population. When bariatric surgery is
performed in women with PCOS, they
should be counselled about the potential
rapid return of fertility. Effective contra-
ception should commence prior to surgery
and continue until a stable weight is
achieved, usually after one year. This aims

to avoid increased risks of growth restric-
tion, premature birth, small-for-gestational-
age birthweight and prolonged hospital
admission for the neonate if pregnancy
occurs soon after surgery.

Emotional wellbeing

Psychological issues have been generally
under-recognised in the context of PCOS.*!
GPs play an important role in the detection
and assessment of psychological features
associated with PCOS. All adults and ado-
lescents with PCOS should be screened for
anxiety and depression, in addition to being
offered appropriate referrals and manage-
ment (depending on the clinical expertise)
if moderate or severe anxiety or depressive
symptoms are detected. Permission to dis-
cuss psychosexual function should be sought,
noting that a diagnosis requires the combi-
nation of low psychosexual function and
related distress. GPs are encouraged to be
aware of the increased risk of the develop-
ment of a negative body image and eating

disorders or disordered eating (e.g. bingeing
or excessive dietary restriction). More infor-
mation can be found on the online practice
tool for screening, diagnostic assessment and
treatment of emotional wellbeing (Algorithm
2: https://mchri.org.au/guidelines-resources/
health-professionals/pcos-practice-tools/).

Fatigue and sleep

Women with PCOS have a nearly 10-fold
higher risk of developing obstructive sleep
apnoea compared with women without
PCOS.> Women presenting with suggestive
symptoms (e.g. snoring in combination
with waking unrefreshed from sleep, day-
time somnolence or fatigue) should be
screened using validated tools, such as the
Berlin questionnaire, or referred for assess-
ment and a formal sleep study.

Management of reproductive health
Irregular periods

After lifestyle interventions and education,
the COCP is recommended for managing
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MANAGEMENT OF POLYCYSTIC OVARY SYNDROME continued I

4. WEIGHT-INCLUSIVE STRATEGIES TO
USE DURING WEIGHT MANAGEMENT
IN POLYCYSTIC OVARY SYNDROME

Acknowledge that while excess weight is a
risk factor, other factors affecting health
should be considered and discussed

¢ Ask permission to discuss and
measure weight

.

Use strategies to minimise discomfort
while weighing (e.g. blind weighing)

¢ Use terminology such as excess
weight or higher weight instead of
‘overweight’ or ‘obese’

If weighing, explain how weight
information will be used to inform risks

Ensure appropriate equipment is
available for women of all sizes

* Offer options for weight-centric care
(promoting intentional weight loss) or
weight-inclusive care (promoting healthy
lifestyle changes without focusing on
intentional weight loss) tailored to
individual goals and preferences

Offer all women best practice
assessment, treatment and support
regardless of weight, acknowledging that
weight may be a nonmodifiable risk factor
when using lifestyle modification alone

irregular menstrual cycles in women with
PCOS. Metformin can also be considered
for irregular cycles if the COCP is
contraindicated, not accepted or not
tolerated.” Inositol may be considered
for managing irregular cycles if it is the
woman's preference, noting the lack of clear
benefit and low risk of side effects.”’ Owing
to the lack of high-quality evidence for
inositol use to improve the symptoms of
PCOS, no recommendations on specific
types, doses or combinations can be made.
Other forms of contraception should be
considered and discussed with women
using metformin or inositol.

The GP plays an important role in
shared decision-making on the use of the
COCP and other potential therapies for
irregular periods. General population
guidelines for COCP prescribing should
be consulted. GPs have significant experi-
ence in prescribing the COCP and are well
placed to provide information on its
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efficacy and safety and consider individual
relative and absolute contraindications and
the impact of the COCP on PCOS-specific
features, such as excess weight, mental
health and cardiovascular risk factors.
Progestin-only oral and long-acting revers-
ible contraceptives may also be considered
for endometrial protection, based on general
population guidelines, acknowledging that
evidence on other hormonal and metabolic
effects in women with PCOS is limited.>*
A practice tool for pharmacological treat-
ment for nonfertility indications is available
online (Algorithm 4: https://mchri.org.au/
guidelines-resources/health-professionals/
pcos-practice-tools/).

Fertility
Fertility is a major concern for women
with PCOS. The role of the GP includes
co-creation of a lifelong reproductive
health plan with adults and adolescents.
One of the most important measures is
the provision of accurate and age-
appropriate information, including
reassurance that pregnancy can often be
successfully achieved either naturally or
with infertility treatment. Other compo-
nents of a reproductive health plan include:
« discussions of contraception if
pregnancy is not currently desired
o counselling (using a weight-inclusive
approach) on the adverse impact of
excess weight on reproductive
outcomes such as clinical pregnancy
rates, miscarriage and live birth rates
« provision of routine preconception care
o lifelong provision of optimal
management of comorbidities such
as diabetes, hypertension and
psychological conditions.
A practice tool is available online for the
management of infertility in women with
PCOS (Algorithm 5: https://mchri.org.au/
guidelines-resources/health-professionals/
pcos-practice-tools/).

First-line management for all women
intending to conceive comprises optimising
preconception health and lifestyle. Modi-
tiable risk factors that impact fertility, such
as a higher BMI, smoking status, alcohol
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consumption, prescribed and recreational
drug use, untreated sexually transmitted
infections, nutritional status, coeliac disease
and poor dental health, should be addressed.
Women with PCOS have a higher risk of
hypertension, preeclampsia and gestational
diabetes in pregnancy, and blood pressure
and glycaemic status (using an OGTT)
should be checked in the preconception
period and managed appropriately. Other
usual preconception measures should be
undertaken as for all women. Of note, folic
acid is recommended to be commenced at
least one month prior to pregnancy ata dose
of 0.4mg. For women with an increased risk
of neural tube defects, including those with
aBMI greater than 30kg/m?, a higher dose
of 5 mg is recommended.”

GPs are likely to diagnose female infer-
tility associated with PCOS and play an
essential role in conducting the initial
workup for couples experiencing infertility,
facilitating timely referrals to fertility
specialists for more complex workup and
discussing potential treatments. Although
PCOS is the most common cause of
anovulatory infertility, there may be other
coexisting male and female infertility
factors (e.g. endometriosis, tubal factors),
and a comprehensive assessment of both
individuals is required. Women with PCOS
who have regular menstrual cycles may
still experience anovulation, and luteal
phase progesterone levels can be checked
for evidence of ovulation.” Women with
PCOS and infertility due to anovulation
alone may be considered for tubal patency
testing if their male partner returns a
normal semen analysis. The test should be
offered on an individual basis prior to
ovulation induction, taking into account
the cost, complexity, inconvenience, dis-
comfort and availability of treatment, as
well as the individual risk for tubal pathol-
ogy (e.g. history of pelvic inflammatory
disease).

The first-line pharmacological treat-
ment for anovulatory infertility in PCOS
is letrozole, an aromatase inhibitor
prescribed off-label by fertility specialists
that acts as an ovulation-inducing agent.
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MANAGEMENT OF POLYCYSTIC OVARY SYNDROME continued I

Other options include clomiphene citrate
plus metformin, clomiphene alone, met-
formin alone and gonadotrophins. In vitro
fertilisation is a third-line medical treat-
ment, which is offered if first- or second-line
ovulation induction therapies have failed.
If women do not wish to be referred to
fertility services or use letrozole or clomi-
phene, it is reasonable for GPs to offer
metformin alone, noting that metformin
is not as efficacious as letrozole and
clomiphene for ovulation induction.

Pregnancy

GPs also play an important role in caring
for pregnant women with PCOS. The 2023
guideline highlights that women with
PCOS have higher-risk pregnancies,
including higher risks of gestational weight
gain, miscarriage, gestational diabetes,
gestational hypertension, preeclampsia,
intrauterine growth restriction, small-
for-gestational-age and low-birth-weight
neonates, preterm delivery and need for
Caesarean section. However, women with
PCOS should be reassured that assisted
reproductive technology does not confer
additional risks of miscarriage, preterm
birth, impaired fetal growth and need for
Caesarean section compared with the risks
observed in women without PCOS. Addi-
tionally, despite the increased risk of
gestational diabetes, women with PCOS
are not considered to have increased risks
of large-for-gestational-age neonates,
macrosomia and instrumental delivery.>%
GPs can facilitate early lifestyle interven-
tion for pregnant women with PCOS to
reduce the risk of excess gestational weight
gain and other complications. If not
already checked in the preconception
period, an OGTT should be offered at the
first antenatal visit and repeated at 24 to
28 weeks’ gestation.

Hirsutism

Clinical hyperandrogenism has a significant
impact on emotional wellbeing and quality
of life and is one of the areas of major con-
cern in women with PCOS. A key change
inthe 2023 guideline is the recommendation

for the use of cosmetic therapies, which may

include mechanical laser and light therapies.

Both cosmetic therapies and the COCP are

first-line recommendations for the manage-

ment of hirsutism, often caused by
hyperandrogenism.

In recommending cosmetic therapies,
women can be advised that suitable qual-
ified providers should be sought. GPs can
also advise women of the following:

o agreater number of laser treatment
sessions may be required in women
with PCOS compared with
women without PCOS with hirsutism

« the addition of COCP to laser
treatment may be more effective
than laser treatment alone

o low- and high-fluence lasers have
similar efficacies, but low-fluence
lasers are associated with less pain

o intense pulsed light therapy appears
to be less effective than laser
treatment, with no evidence to
suggest that home-based kits are
effective for hirsutism.

When recommending the COCP, GPs
should be aware that there is no clinical
advantage of using high-dose (greater than
30mcg) versus low-dose (less than 30mcg)
ethinylestradiol, and that 35mcg ethi-
nylestradiol plus cyproterone acetate
preparations should be considered second-
line therapy over other COCPs because of
the higher risk of adverse events including
venous thromboembolism. Anti-androgens
may be considered for a suboptimal response
with six months of COCP or cosmetic ther-
apy, or when the COCP is contraindicated.
Ifa woman becomes pregnant while taking
anti-androgens, there is a risk of under-
virilisation of the male fetus, and any woman
commencing anti-androgens should be
counselled about this risk and advised
to use effective contraception. When
engaging in shared decision-making
about other management options, clini-
cians could consider recommending
bariatric or metabolic surgery, noting the
limited evidence in the context of PCOS.
Metformin should be preferred over ino-
sitol for hirsutism.?

MedicineToday

Menopause

Limited evidence suggests that menstrual
cycles become more regular with age in
women with PCOS, whereas the OV and
follicle number decrease longitudinally but
to a lesser degree than in women without
PCOS.** Women with PCOS appear to
have a later menopause compared with
women without PCOS.** Clinical and
biochemical hyperandrogenism arelikelyto
persist, but androgen assays are likely to be
unreliable at the postmenopause stage.>**
A diagnosis of PCOS should be considered
enduring or lifelong. New-onset, severe or
worsening hyperandrogenism (including
clinical) should be investigated to rule out
androgen-secreting tumours and ovarian
hyperthecosis in postmenopause.

Conclusion

GPs play a vital role in the diagnosis and
management of PCOS and bring valuable
skills and expertise as generalist experts in
the provision of whole-person and com-
prehensive care. The 2023 international
PCOS guideline provides evidence-based
recommendations to guide clinical care
with the aim of optimising health outcomes
for all individuals with PCOS. MT
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