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ABSTRACT: 

The prevention, detection, diagnosis, and treatment of illnesses specific to women are all aspects of women's health. The most common endocrinopathy in women 

of reproductive age is probably polycystic ovarian syndrome (PCOS), which is exceedingly common. Primary care physicians frequently are not aware of the severe 

morbidity associated with the syndrome, both in terms of reproductive and nonreproductive events. A woman's quality of life during her reproductive years may be 

greatly impacted by the condition, which also raises her risk of morbidity and mortality by the menopause.  (Dahlgren 1992) 
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Introduction: 

There isn't a single definition of PCOS, largely due to how varied and heterogeneous it is. However, it is obvious to us that the condition is an 

endocrinopathy and that it is better to refer to it as PCOS, a syndrome, as opposed to a disease (Lobo 1995). It was generally agreed at a meeting held at 

the National Institutes of Health ten years ago that hyperandrogenism and chronic anovulation are the main features of the syndrome and that PCOS can 

be assumed to be the cause once other conditions (such as CAH and tumours) have been ruled out. This broad definition is referred to in the literature as 

the "NIH Consensus Statement." In fact, there was no consensus at this conference, nor was there intended to be one.  In order to emphasise the fact that 

the diagnosis poses serious health risks for women, we will refer to PCOS in the comments using this most frequently accepted description. If the diagnosis 

is based on hyperandrogenism and anovulation, PCOS is very common and is thought to affect 5-7% of women of reproductive age (Nestler 1998) & ( 

Nestler et al., 1998). The syndrome's range is still much broader, though. We have lately come to believe that there is a mild variant of PCOS that affects 

women who have polycystic ovaries and hyperandrogenism but whose ovulatory function is still intact (Carmina & Lobo 1999). But it's obvious that the 

disease is less severe and the hyperandrogenism is less apparent. 

While at least 5% of people with PCOS, 16–25% of people with normal ovaries have the isolated finding of polycystic-appearing ovaries (PAO), which 

satisfies the traditional ultrasonographic criteria (Polson et al.,1986 ). It is known that PAO or PCO, which exclusively refers to ovarian morphology, can 

occur in CAH and hypothalamic amenorrhea, where its prevalence is over 100% (Abdel et al., 1992). 

Although many doctors have made the diagnosis of PCOS based on ultrasound results, normal ovulatory women with PAO cannot be thought to have the 

condition. In spite of this, it is puzzling because a considerably lesser proportion of women have PCOS despite the high frequency of PAO in the general 

population. A theory linking PCOS with polycystic ovary syndrome (PAO/PCO) has been developed. It is well recognised that PAOs can develop in 

childhood before any hormonal changes associated with puberty, and they most likely result from genetic and/or environmental factors. For women with 

PAO to develop PCOS, we have suggested that a number of "insults" must enter the picture after puberty (Lobo 1995). 

It is common for multiple factors to be at play, and the list of these "insults" is extensive (for example, insulin resistance, obesity, stress, and dopaminergic 

dysregulation). Various personal adaptive or compensatory mechanisms are likely working in opposition to these insults at the same time, either to lessen 

the manifestation of PCOS or to stop its growth completely. Therefore, despite having PAO, these adaptive characteristics may allow a woman to never 

acquire PCOS or to delay the onset of some form of the illness during the reproductive years. According to our theory, whereas PCOS is identified by 

distinctive results, a larger subset of women with PAO are also predisposed to developing the illness. The higher morbidity that is described below may 

therefore also affect these women. We have also demonstrated some other health complications related to PCOS in female. 

Reproductive Concerns 

Anovulation occurs in most PCOS-afflicted females. Infertility and issues with dysfunctional bleeding follow this. Chronically high levels of unopposed 

oestrogen cause endometrial hyperplasia and may even cause cancer, as will be covered later. Anaemia is frequently caused by continuous heavy bleeding. 

Anovulation-related infertility may be successfully treated, although it may not be a straightforward process. The cornerstone of treatment is clomiphene 

citrate. Clomiphene resistance, which can affect up to 10% of women, prevents them from responding to doses as high as 150 mg per day for five days. 

http://www.ijrpr.com/
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Lack of a sufficient ovarian response is the main cause of this resistance. Ovarian diathermy, pulsatile GnRH, and gonadotropins are clomiphene 

substitutes. While they are all effective, they all come at a higher cost and frequently have a higher likelihood of problems. All individuals with polycystic 

ovaries (PAO or PCOS) are more prone to the condition of hyperstimulation, which can result after gonadotropin medication. Additionally, multiple 

pregnancies are more common. Pulsatile GnRH therapy is not, in our opinion, as effective as the other treatments. In spite of the fact that ovarian 

diathermy necessitates surgery and may result in pelvic and ovarian adhesions, it has a 50% success rate in conceiving children. With the use of metformin 

and insulin sensitising drugs like troglitazone, promising results have recently been shown. We don't yet have data on long-term outcomes. 

Pregnancy loss is arguably the most upsetting issue in terms of reproduction for PCOS patients (Sagle et al., 1988). Approximately one-third of all 

pregnancies in PCOS result in spontaneous abortions. The recognised early abortion rate among normal women (12–15%) is at least twice as high as this. 

Uncertain causes have been proposed, but they include malformed embryos from atretic oocytes, high LH levels, insufficient progesterone secretion, and 

an aberrant endometrium. Retrospective investigations have shown that attempts to increase the live birth rate by reducing LH with GnRH agonist therapy 

were successful (Homburg et al.,1993), but a prospective research has not supported this claim (Clifford et al., 1996). 

As soon as a pregnancy is confirmed, the morbidity rises, especially if the woman is obese. Preeclampsia, diabetes, early labour, and a higher stillbirth 

rate are all on the rise, as are perinatal mortality, which is raised by at least 1.5 times. The likelihood of having a large infant delivered is higher as a result 

of these complications and the increased C-section rate. It is not surprising that the prevalence of gestational diabetes rises because the majority of 

individuals with PCOS have insulin resistance, as shown by our own investigations in Los Angeles and New York. 

This has not, however, been a general observation, which may be accounted for by the disorder's variability and endogenous compensating elements. 

Recent research has shown that PCOS individuals who develop gestational diabetes exhibit changes in insulin sensitivity as early as the first trimester 

(Paradisi et al., 1998). 

Psychological Issues 

According to numerous studies, reactive depression and other minor psychological abnormalities are more common in women with PCOS, especially 

those who also have hirsutism (Barth et al., 1993). Additionally, there is proof that psychological stress is getting worse and that stress-induced catabolism 

is getting worse. Women who are hirsute have a lower quality of life overall (Sonino et al. 1993). So one must take the psychological effects of the 

condition into account when looking at the morbidities connected to PCOS. 

Menstrual abnormalities and hirsutism are especially upsetting in younger patients because they have a detrimental effect on their psychosocial 

development. 

Obesity 

44% of women with PCOS are obese overall. Depending on geography and ethnicity, this number varies substantially. Obesity, when present, exacerbates 

the clinical symptoms of PCOS by causing insulin resistance, which raises ovarian and adrenal androgens as well as unbound testosterone. Therefore, 

one of the primary objectives of any PCOS therapy is to manage obesity, even if this may be more challenging due to insulin resistance and decreased 

lipolysis (Ingvar et al. 1997). 

The obesity associated with PCOS is of the android (central) type, which causes a higher waist-to-hip ratio and is strongly linked to diabetes mellitus and 

an elevated risk of cardiovascular disease. This is because to hyperandrogenism and insulin resistance. Obesity makes these effects of PCOS worse, 

although they appear to affect all PCOS patients, including those who are not obese. 

Impaired glucose tolerance and diabetes 

In the longitudinal study that was conducted after wedge resections (1), type 2 diabetes mellitus had manifested in 16% of PCOS-afflicted women by the 

time they reached menopause. Most PCOS patients have insulin resistance, especially if more sensitive probes are employed. As mentioned above, insulin 

resistance is more severe in obese patients. Therefore, decreased glucose tolerance and overt type 2 diabetes are risks that are shared by all PCOS-positive 

women. In a recent study, it was discovered that 7.5% of women of reproductive age had PCOS and 31% had poor glucose tolerance. 

These numbers were 10.3% and 1.5% in nonobese PCOS, which is about three times the usual population rate (Legro et al., 1999). These findings held 

true for women of various races. 

Diabetes's morbidity is well established. Therefore, diabetes screenings and regular monitoring are necessary for even young women with PCOS. This 

assumes much greater significance in women who want to become pregnant and need to be a key component of preconception counselling. 

These numbers were 10.3% and 1.5% in nonobese PCOS, which is about three times the usual population rate (Legro et al., 1999).These findings held 

true for women of various races. 

Diabetes's morbidity is well established. Therefore, diabetes screenings and regular monitoring are necessary for even young women with PCOS. This 

assumes much greater significance in women who want to become pregnant and need to be a key component of preconception counselling. 
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Cardiovascular consequence: dyslipidemia, hypertension, coronary disease 

PCOS patients may have a range of aberrant lipid and lipoprotein profiles, as has long been known (Wild & Bartholomew 1988). Patients typically have 

excessive cholesterol, triglycerides, and LDL cholesterol as well as low levels of high density lipoprotein and Apo A1. These results, however, are 

extremely variable and rely on the ethnicity, diet, and obesity status of the group under study. While hyperandrogenism is likely to contribute in some 

way to these anomalies, hyperinsulinemia (insulin resistance) seems to be the main factor, especially given the increase in triglycerides. 

It is well recognised that these anomalies are very prognostic of cardiovascular disease. Particularly in older women with PCOS and those who are fat, 

hypertension is very common. Again, there is a strong correlation between this anomaly and insulin resistance. 

According to the risk profile, PCOS-positive women had a 7-fold higher risk of myocardial infarction (Dahlgren et al.,1992). Women with PCOS are 

more likely to have coronary disease (Talbott et al., 1995 )& (Birdsall et al., 1997)& (Conway et al., 1992) majority of the metabolic and other 

abnormalities mentioned above are probably responsible for some of this risk. The prevention of cardiovascular disease in women with PCOS should be 

a top public health priority due to the high incidence of PCOS in the general population and the fact that cardiovascular disease is the leading cause of 

mortality in older women. 

Cancer risk 

Endometrial cancer risk is higher in women with PCOS. The most important risk factor is probably long-term, unopposed oestrogen exposure. Obesity, 

hypertension, and diabetes, which are known risk factors for endometrial cancer, could complicate this. All PCOS-positive women should be screened, 

even if they are thought to be too young to experience endometrial hyperplasia or cancer. 

Women with PCOS also have an elevated risk of ovarian cancer by 2- to 3-fold (Schildkraut  et al., 1996). It's interesting to note that this risk is higher 

in non-obese individuals and is highest in females who have not used oral contraceptives. Use of oral contraceptives should be strongly evaluated as a 

prophylactic therapy due to the established protective effect of these drugs on ovarian and endometrial cancer risk. 

It is uncertain whether breast cancer risk is higher for women with PCOS, in part because additional confounding variables including obesity and 

nulliparity exist. Given the possibility of a link between PCOS and breast cancer, it is crucial to monitor all women with PCOS for breast disease 

throughout follow-up care. 

Women with PAO 

As was previously mentioned, 16–25% of women who ovulate normally have polycystic appearing ovaries (PAO) without any signs of the full-blown 

condition. However, up to 30% of women with PAO may also have mild abnormalities similar to PCOS (Carmina et al., 1997). Among these traits are 

androgenic ovarian responses to gonadotropin stimulation, as well as metabolic modifications such decreased high density lipoprotein-C levels and signs 

of insulin resistance. These findings show that significant yet undetected abnormalities may exist in otherwise healthy women who have a PCOS feature 

(specifically PAO), even though the data produced by our team still require further evaluation. 

Conclusions 

According to this article, PCOS is a common illness that affects women and is linked to severe reproductive and nonreproductive morbidity. For the 

health of women, perceptions about this and preventative treatments are crucial. Diet, exercise, and oral contraceptives are logical preventative treatments 

for PCOS. The mainstay of care for women with PCOS should be screening for hypertension, abnormal lipid profiles, insulin resistance, and reproductive 

problems, including malignancy. 
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