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ABSTRACT

Polycystic ovary syndrome (PCOS) is a common
metabolic disorder that typically affects women of
childbearing age. Several factors are involved in the
genesis of this disease but a common agreement on
its etiology is still far to be reached. According to
Rotterdam criteria, PCOS is characterized by oligo
and/ or anovulation, biochemical hyperandrogenism
and polycystic ovaries on ultrasound; following main
clinical features and symptoms, women with PCOS
are distinguished in four different phenotypes. The
combination of different medical and, in specific cases,
surgical treatments is necessary to properly reduce
symptoms and restore fertility. This review points out
the last evidences on medical and surgical treatments
for PCOS, especially it focuses on the most common
assisted reproductive techniques currently performed
in case of infertility due to this syndrome. We put a
special attention on the possible approaches useful for
sterile women who do not respond to first line medical
and / or surgical treatments.
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SOMMARIO

La sindrome dell’ovaio policistico (PCOS) è una
sindrome metabolica di comune riscontro nella
popolazione femminile fertile. Diversi fattori vengono
chiamati in causa nel tentativo di spiegare la poliedrica
fisiopatologia di questa malattia, tuttavia un’unica
eziologia, condivisa da tutta la comunità scientifica, non
è stata ancora trovata. Secondo i criteri di Rotterdam,
la PCOS è caratterizzata da oligo e/o anovulazione,
iperandrogenismo e ovaia ad aspetto policistico
all’ecografia; inoltre, sulla base delle principali
caratteristiche e sintomi clinici, le donne con PCOS
possono essere suddivise in quattro distinti fenotipi.
La combinazione di diverse terapie, sia mediche che
chirurgiche, è necessaria per trattare adeguatamente
i sintomi e ripristinare la fertilità della donna. Lo
scopo di questa review è di sottolineare le più recenti
evidenze scientifiche riguardanti il trattamento della
PCOS, concentrandosi sulle più comuni tecniche di
riproduzione assistita utilizzate in caso di infertilità. In
secondo luogo verranno anche analizzate le tecniche
messe in atto in caso reiterata sterilità nelle donne che
non rispondono alle terapie mediche e / o chirurgiche
di prima linea.
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INTRODUCTION
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Polycystic ovary syndrome (PCOS) is the
most common endocrine disorder among women
of childbearing age with a prevalence between
5-10% (1-3). Its specific etiology remains largely
unknown. Ovarian hyperthecosis, abnormal
serum androgen levels, insulin resistance,
genetic and environmental factors are the
pathological base of this heterogeneous disease (4).
This disorder is associated with an increased
risk of hyperinsulinemia, due to tissues’ insulin
resistance, type 2 diabetes mellitus, dyslipidemia,
and cardiovascular diseases (5). According to
Rotterdam criteria, PCOS is defined by the presence
of at least two out of the three following features:
oligo-anovulation (ANOV), hyperandrogenism
(HA) and polycystic ovaries by ultrasound (≥12
follicles measuring 2–9 mm in diameter, or ovarian
volume >10 ml in at least one ovary) (PCOm).
Four distinct phenotypes are described using a
combination of Rotterdam criteria with clinical
features and medical response to the tailored
treatment: phenotype 1 (ANOV + HA + PCOm),
phenotype 2 (ANOV + HA), phenotype 3 (HA +
PCOm), and phenotype 4 (ANOV + PCOm) (5-7).
Menstrual dysfunction is a typical feature of PCOS
and reflects chronic anovulation: it is characterized
by irregular and infrequent bleeding, in absence
of premenstrual symptoms. Clomiphene citrate
(CC) remains the first-line treatment for PCOSrelated anovulatory infertility (8-11). Unfortunately,
CC-resistant PCOS women are about the 5–40%
of cases. CC-resistance happens when a woman
do not ovulate although she has received a
maximum dosage of 150 mg per day after 6 cycles,
since the third day of menstrual cycle (8, 12-14). In
fact, the increased extraglandular conversion of
androgens into estrogens and the consequent
high estrogen production cause irregular menses
and anovulation (15, 16). Hyperandrogenism is
responsible for several symptoms that include
acne, hirsutism and alopecia (17). Insulin resistance
is a prominent feature of PCOS, especially among
those women with hyperandrogenism and chronic
anovulation (17). PCOS is associated with four time
the risk for developing prediabetes (higher serum
fasting glucose and insulin levels) in children born
to women with hyperandrogenism compared to
those born to normal women.
A higher expression of insulin-like growth
factor 2 (IGF2) has been showed in the oocytes
belonging to PCOS hyperandrogenic women (2, 18, 19).
Hyperandrogenemia is associated, in PCOS
women, with a more severe steatosis and with
increased ALT levels, independent from obesity
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and insulin resistance (20-23). Insulin resistance and
the consequent hyperinsulinemia are considered
of primary importance in women affected by
PCOS (24, 25). Hyperinsulinemia occurs in about
80% of obese women, while is observed only in
30–40% of cases among PCOS-lean women (26).
In order to contrast altered insulin signalling
and reduce hyperinsulinemia, several insulin
sensitizing drugs, have been proposed as safe
and effective long-term treatments (19, 26-31). Despite
metformin is the most common used drug in the
treatment for PCOS’ related hyperinsulinemia, it is
not well tolerated, because of its side effects, such
as gastrointestinal discomforts (bloating, nausea,
and diarrhea) (32, 33). Some studies have highlighted
that the combination of hyperandrogenism and
anovulatory cycles may influence the risk for
sex hormone related cancers in patients affected
by PCOS. Insulin is an important growth factor
and the insulin receptors are overexpressed
in cancer cells (34, 35). Chronic anovulation and
deficient progesterone activity increase the risk
for endometrial cancer, the fourth most common
cancer in women in Europe (36, 37). Although
obesity is not a main criterion for PCOS, the
majority of these patients is overweight; it is
well known the existence of a relationship
between obesity and cancers, including not
only premenopausal endometrial cancer, but
also biliary tract system cancer and pancreatic
cancer, multiple myeloma and renal cancer (36, 38,
39)
. This is why the link between PCOS and other
cancer types is not obvious. PCOS patients with
cycle irregularity have a reduced risk of highgrade serous ovarian tumours, whereas serous
borderline ovarian tumours are more common
in overweight women and in those who have
never been treated with oral contraceptives (40, 41).
Moreover, the high testosterone and estrogen
levels could be associated with an increased risk
of breast cancer (42, 43), but a recent meta-analysis
do not show an increased incidence in patients
with PCOS (44). Anyway, reproductive counselling
and psychological support are necessary when
cancer affects women in childbearing age because
treatments could affect reproductive capacity (41, 45-49).
In this article, we reviewed the current evidences
and future perspectives on PCOS with the
specific aim of providing a large summary of its
current treatments, knowing that an early and
correct diagnosis of PCOS leads to appropriate
intervention.
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TREATMENTS FOR PCOS

Polycystic ovary syndrome (PCOS) is one of
the most common female endocrine disorders. A
close relationship exists between obesity, insulin
resistance (IR) and PCOS. Hyperandrogenism
(HA) and menstrual irregularities until complete
amenorrhoea are the major clinical features
of young PCOS women, related to abnormal
circulating androgen levels. Current evidence
support a close relationship between the severity of
cycle irregularities and the grade of endocrine and
metabolic disorders among PCOS women (14, 50).
The management of women with PCOS should
include treatments for hirsutism, alopecia,
acne, insulin resistance, hyperinsulinemia and
ovulatory dysfunction. Moreover, treatment
of ovulatory dysfunction may also reduce the
prevalence of infertility, endometrial hyperplasia
and, consequently endometrial cancer. Hirsutism
develops gradually and it is more serious with
weight gain. Girls with severe acne or acne
resistance to oral and topical agents may have
a 40% increased risk of developing PCOS’
related physical and psychological sequels,
with the necessity of proper treatments (51). Hair
loss patterns are variable, related to severity of
hyperandrogenism: the areas typically involved
are the vertex, the crown and, in severe cases,
there should be bitemporal hair loss and loss of
the frontal hairline (17). PCOS is also related to
infertility. Infertility is defined as the couple’s
inability or failure to conceive after regular
unprotected sexual intercourses for 6 months
(women aged >35 years) or 12 months (women
aged <35 years) (52). Infertility may be linked to
organic causes (“organic” infertility), such as
PCOS, or it can be due to non-organic causes
(“functional” infertility) (47). In both organic and
functional infertility, the psychological wellbeing of the couple is affected (53). How to treat
infertile women with PCOS is widely discussed.
The ovulatory defects and unexplained causes
of infertility account for >50% of infertility
etiologies and PCOS represent the primary cause
of anovulatory infertility (50, 54). Before starting
any medical interventions, preconceptional
counseling should be provided emphasizing the
importance of life style (47). It is well-known that the
recommended first-line treatments for ovulation
induction remain the anti-estrogen clomiphene
citrate (CC) (55, 56). Second-line interventions are
exogenous gonadotrophins (GNs) or laparoscopic
ovarian surgery (LOS). Third-line treatments are
nowadays in vitro fertilization (IVF) (57). The use
of insulin sensitizing agents in ovulation
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induction is not recommended, but their use
is surely recommended in women with glucose
intolerance (11, 14, 19, 58).
The treatment of PCOS should interest all
clinical disorders.
Anti-Androgen Treatments
Oral Contraceptives (OCs)
The first-line therapy for patients with PCOS
with hyperandrogenic phenotype is OCs therapy.
It has been demonstrated OCs therapy’s safety
and usefulness, especially for the most annoying
clinical expressions of the disease, such as
hirsutism and acne (59). OCs, passing through the
liver, increase the sex hormone binding globulin
(SHBG) synthesis with the consequent decrease in
free testosterone (T) levels. Thanks to this specific
pharmacodynamics effect, they are more effective
in the treatment of hirsutism and acne than
transdermal or vaginal ring preparations (17, 30, 60)
without effects on glucose metabolism. Long term
OC pill use may have some limited benefits in
IR, but data are still limited. Some studies have
demonstrated some improvements in IR after a
6 months course of OC treatment in obese PCOS
adolescents (11, 61). Although OCs are the most
common treatments for PCOS, there are doubts
concerning their impact on the cardiovascular
system and glucose metabolism (62-66). OCs contain
estrogen (almost exclusively ethinyl estradiol)
and a progestin. A daily dose of 20 to 35 μg of
ethinyl-estradiol effectively suppresses pituitaryovarian stimulation decreasing ovarian androgen
production without effects on sexual behaviour
as happened for ultra-low estrogen concentration
(15 micrograms) (67). The ideal progesterone for
PCOS should have the lowest androgenic profile,
such as chlormadinone and drospirenone (17).
Drospirenone, a relatively new progestin, shows
anti-androgenic and anti-mineralocorticoid
features, even though it is weaker than the other
antiandrogens in the treatment of hirsutism.
Drospirenone has been widely used in combination
with estrogens in women with PCOS. Recent
studies have reported that a 6-month treatment
with OC containing drospirenone is effective in
improving hirsutism in women with PCOS (68).
Spironolactone (SPA), cyproterone acetate, finasteride,
minoxidil
OCs used alone are not completely effective
in arresting mild to moderate alopecia. So, when
symptoms persist, it is reasonable to use a combined
therapy with an anti-androgen agent to achieve
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a better result. SPA, an aldosterone antagonist,
competes with 5α dihydrotestosterone (DHT) to
bind the androgen receptor. SPA also has several
further effects, including a moderate local block
of 5-alpha reductase (5αR) activity, a competition
with androgens for binding to SHBG, an arrest
of the conversion of Testosterone to DHT in the
cells of dermal papilla and an interruption of the
DHT’s androgenic effect on the hair follicles (60, 69).
Its activity as progesterone, may also reduce
levels of gonadotrophin-releasing hormone and
attenuate the Luteinizing Hormone (LH) effects
on androgen steroidogenesis. The dosage of SPA
is 100 to 200 mg daily, given in two split doses (17).
Other antiandrogenic drugs such as: cyproterone
acetate (at a daily dosage of 50 or 100 mg for 10
days/cycle) or flutamide (at daily dosage of 500
mg) in association with OCs are particularly
effective in the hyperandrogenic phenotypes (70).
The 5α reductase inhibitors (finasteride at a daily
dosage of 5mg) are also effective in these women,
however they have the additional side effects,
not useful in this patients, of increasing the body
mass (71). Minoxidil, used in 2% solution twice a
day for at least 6 months, has shown a good effect
on alopecia. Minoxidil, after its local conversion
into its active form (minoxidil sulfate), opening
the cells ATP-dependent potassium channels,
increases the production of vascular endothelial
growth factor (VEGF) in dermal papillae causing
vasodilatation and improvement in hair growth.
The same effect is obtained through the increase
in hepatocyte growth factor (HGF) production and
the consequent synthesis of prostaglandins (72, 73).
Isotretinoin
Among the new therapeutic options for PCOS
patients, isotretinoin – a popular drug used to
treat acne – must be mentioned. In a study by
Cakir et al., women with acne (46 without PCOS
and 50 with PCOS) received intramuscular
injections of 0.5–1 mg/kg/dL isotretinoin, and
the effects of the treatment were observed after
one - two years of treatment. In both groups, the
therapy was highly effective (91.6% achieved
complete remission of acne), should lead us to
recommend its use as a first-line treatment for
PCOS patients with acne, secondary only to oral
contraceptive therapy. Despite that, its high costs,
the several adverse effects and its problematic
effectiveness, isotretinoin treatment is not yet
widely recommended in PCOS, although the
findings of its effectiveness are promising (74).
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Insulin sensitizing agents
Treatment of insulin resistance and hyperinsulinemia
IR affects approximately 10–15% of normal
weight PCOS women and 20–40% of obese PCOS
women. Additionally, women with PCOS have
an increased risk of developing diabetes type
II (DM2) (75). IR is a reduced glucose response to
a given amount of insulin and usually results
from faults within the insulin receptor and postreceptor signalling. Therefore, circulating insulin
levels rise. In the ovary, high levels of circulating
insulin are thought to contribute to excess
androgen production and to anovulation. Not all
women with PCOS have increased IR (76). Insulin
sensitizing agents are currently being utilized to
treat diabetes, and there is considerable interest for
their use in the treatment of women with PCOS.
Insulin sensitizers available include metformin
and the thiazolidinediones (pioglitazone and
rosiglitazone).
Metformin
Metformin is a synthetically derived biguanide
and nowadays it is the most used and costeffective first-line oral therapy for the treatment of
DM2 (77). The liver is the primary site of its action,
in fact it reduces hepatic glucose production, it
also stimulates insulin-mediated glucose uptake
by hepatocytes and myocytes and it reduces
substrates availability for gluconeogenesis by
lowering serum lipid levels. Gastrointestinal side
effects are managed by starting at a low dose of 500
mg once daily with a gradual increase to 850–1000
mg twice daily (78). Metformin is commonly used in
adolescents with PCOS as first-line monotherapy
or in combination with OCs and anti-androgen
medications. Metformin is currently used to
target hyperandrogenemia and symptoms of
androgen excess, to restore normal menses, to aid
in weight reduction, and to intervene in metabolic
parameters of IR (11, 16, 17, 79).
Thiazolidinediones (TZDs)
Pioglitazone and rosiglitazone, the two
currently available TZDs, are effective
in improving some metabolic (IR and
impaired glucose tolerance IGT), hormonal
(hyperandrogenaemia) as well as reproductive
parameters (ovulation rate and menstrual cycle) of
PCOS. Therefore, there are not sufficient evidences
to support that TZDs are superior then metformin
in metabolic and reproductive aspects of PCOS (80).
Glucagon-like peptide 1 (GLP1) analogues
GLP1 analogues (exenatide and liraglutide)
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are the last therapeutic options for DM2 and they
represent an attractive option for the treatment of
obese women with PCOS who display impaired
first- and second-phase insulin secretion (81).
Elkind-Hirsch et al. (82) evaluated exenatide
and metformin alone and in combination with
menstrual cyclicity, hormonal parameters,
metabolic profiles, and inflammatory markers in
overweight, insulin-resistant women with PCOS.
Combination therapy was superior to exenatide or
metformin monotherapy in improving menstrual
cyclicity, ovulation rate, free androgen index,
insulin sensitivity measures and reducing weight
and abdominal fat. Both exenatide arms were
more effective in promoting weight loss than
metformin (P = 0.003).
Inositol
Among the insulin-sensitizing compounds,
there is myo-inositol (MYO). Several studies have
demonstrated that MYO is capable of restoring
spontaneous ovarian activity, and consequently
fertility, in most patients with PCOS (83-88). Inositol
belongs to the vitamin B complex. Epimerization
of the six-hydroxyl groups of inositol leads to the
formation of up to nine stereoisomers, including
myo-inositol (MYO) and D-chiro- inositol (DCI);
both stereoisomers were used, as insulin sensitizer
drugs, in the treatment of PCOS. Despite their
common origin, MYO and DCI play different roles
in PCOS etiology and therapy. Indeed, in tissue
such as the liver both molecules are involved in
the insulin signaling, i.e. MYO promotes glucose
uptake and DCI glycogen synthesis (89-91).
Insulin sensitizing agents and infertility
The Endocrine Society Clinical Practice
Guidelines suggest the use of metformin in PCOS
women as an adjuvant therapy for infertility (92).
Metformin can improve menses and ovulatory
dysfunction and, although it should not be
considered a pro-ovulatory drug, it may sensitize
the ovaries to the effect of CC (93-95). It should be
considered that individual responses may be
variable, depending on: duration of the treatment,
degree of the insulin resistance state, presence of
excess body weight, particularly abdominal fat
and, finally, genetic background (96). Tang et al. (93)
performed a randomized, placebo-controlled,
double-blind study in 143 obese (body mass
index >30 kg/m2), oligo-/amenorrhoeic women
with PCOS. Metformin (850 mg) twice daily (69
patients) was compared with placebo (74 patients)
over 6 months. All patients received the same
advice about diet. Both groups showed significant
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improvements in menses; however, there were no
significant differences between the two groups in
insulin sensitivity or lipid profiles. Morin-Papunen
et al. (94) performed a multicenter, randomized
(1:1), double-blind, placebo-controlled study.
Three hundred twenty women with PCOS and
anovulatory infertility were randomized to
metformin (n = 160 obese women, 1000 mg two
times daily; non-obese subjects, 500 mg + 1000 mg
daily) or identical doses of placebo (n = 160). After
3 months’ treatment, when was valued necessary,
another appropriate infertility treatment was
combined. If pregnancy occurred, metformin/
placebo was continued up to the 12th week.
Miscarriage rates were low and similar in the
two groups (metformin 15.2% vs. placebo 17.9%,
P = 0.8). The analysis showed that metformin
significantly improved pregnancy rate (PR) and
live birth rate (LBR) vs. placebo in the whole study
population (PR: 53.6 vs. 40.4%, P = 0.006; LBR:
41.9 vs. 28.8%, P = 0.014) and PR in obese women
(49.0 vs. 31.4%, P = 0.04), and there was a similar
trend in non-obese (PR: 58.6 vs. 47.6%, P = 0.09;
LBR: 46.7 vs. 34.5%, P = 0.09) and in obese women
with regard to LBR (35.7 vs. 21.9%, P = 0.07).
Cox regression analysis showed that metformin
with standard infertility treatment increased the
chance of pregnancy 1.6 times. They concluded
that obese women seem to have benefited from 3
months’ pre-treatment with metformin combined
with routine ovulation induction in anovulatory
infertility. In women with PCOS, metformin
treatment before or during assisted reproductive
technology cycles increases pregnancy rates and
decreases the risk of ovarian hyperstimulation
syndrome. However, there is no conclusive
evidence of a benefit in live birth rates (95).
Inositol has an important role in infertility. In
reproductive tissues such as the ovary, MYO
regulates glucose uptake and FSH signaling,
whereas DCI is devoted to the insulin-mediated
androgen production. The new hypothesis on
“DCI paradox” in the ovary has provided the
key for a better and clear understanding. Unlike
other tissues, the ovary is not insulin resistant.
In fact, the consistent presence of epimerase
enzyme, which converts MYO to DCI, makes the
ovary insulin dependent. In the ovary of PCOS
women, an increased epimerase activity leads to
a DCI overproduction and MYO depletion. This
imbalance could be the cause of the poor oocyte
quality and the impairment in the FSH signaling (97).
Because of this condition, the focal point is the
administration of both MYO and DCI in a proper
ratio for treating PCOS (86, 98, 99). DCI alone, mostly
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when it is administered at high dosage, negatively
affects oocyte quality, whereas the association
MYO/DCI, in a combination reproducing the
plasma physiological ratio (40:1), represents a
promising alternative in achieving better clinical
results, by facing PCOS on both systemic and
ovarian level (91).

VITAMIN D

Vitamin D acts through the “vitamin D
receptor” (VDR), that is the final common
pathway through which it works on target tissues,
in particular on the reproductive system. Several
studies have demonstrated a strong correlation
between vitamin D deficiency (concentration of
25-hydroxycalciferol < 20 ng/mL) and PCOS.
Vitamin D deficiency in PCOS women is associated
with more severe metabolic disorders, such as
obesity and insulin resistance. Therefore, vitamin
D supplementation is recommended in the case of
considerable deficiency, in particularly in obese
and insulin-resistant PCOS women because it
might improve their metabolic parameters (100).

LIFESTYLE MODIFICATION AND
BARIATRIC SURGERY

Obesity is common in women with PCOS. Weight
loss is recommended in obese women with PCOS
looking for pregnancy. This recommendation
is based on the benefits of weight loss seen in
multiple other conditions, such as diabetes and
cardiovascular disease, but it is also related to
recognition of a poor reproductive outcome in
obese patients. Multiple studies have shown
that weight loss is associated with improved
spontaneous ovulation rates in women with PCOS
(101)
. The treatment of obesity involves several
strategies: behavioral counseling, lifestyle therapy
(diet and exercise), pharmacological treatment and
bariatric surgery (102).
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Several studies have examined as therapy
the combination of diet and physical exercise.
Regular physical activity plays an important role
in weight loss programmes because it is associated
with better long-term weight loss maintenance.
In overweight and obese women with PCOS and
infertility, lifestyle modification alone should
be the baseline therapy for 3-6 months, in fact it
is able to determine a 5-7% of weight reduction
and to improve ovulation (103). In some cases, the
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available literature supports the adjuvant use of
bariatric surgery and pharmacological weight loss
for the treatment of obesity in PCOS, although
large clinical trials are needed (14). In women with
Body Max Index (BMI) >35 Kg/m2 after failed
attempts at weight loss for more than 1 year and/
or in presence of obesity-related co-morbidities
should be considered bariatric surgery. This
procedure is recommended to monitor foetal
growth during pregnancy (103, 104).

OVULATION INDUCTION TREATMENT

Clomiphene citrate, Tamoxifene, Aromatase inhibitors
(AIs)
Clomiphene citrate (CC) is the first choice
treatment for induction of ovulation in anovulatory
women with PCOS. Cost of medication is low, the
oral administration is easy and there are relatively
few adverse effects. CC is thought to be involved
in the interruption of the negative feedback
mechanism that results in increased secretion of
follicle-stimulating hormone (FSH) (103). Selection
of patients for treatment should take account of
body weight/ BMI, age (poorer outcome in older
patients may justify consideration of alternative
treatments such as exogenous GNs or IVF) and
other infertility factors (14). The starting dose of
CC generally should be 50 mg/day (for five days,
starting on day 2 – 5 following a spontaneous or
progestin-induced bleeding). The recommended
maximum dose is 150 mg/day, as there is no clear
evidence of efficacy at higher doses. Monitoring by
ultrasound (US) is not mandatory to ensure good
outcome but it is suggested to allow adjustment
of the dose in following cycles, according to the
observed response (105). In the absence of complete
cycle monitoring, a pre-treatment US evaluation is
often performed to scan ovarian and endometrial
morphology, which may be followed by serum
progesterone measurements (typically one or two
samples in the estimated luteal phase). There is no
evidence that administration of human chorionic
gonadotrophin (hCG) in mid-cycle improves
the chances of conception (106). Approximately 75
– 80% of patients with PCOS will ovulate after
CC. Most reliable studies indicates a conception
rate of up to 22% per cycle in those ovulating on
CC. Treatment generally should be limited to six
(ovulatory) cycles. Further cycles (maximum 12
in total) may be considered on an individual basis
after discussion with the patient. Cumulative live
birth rate is between 50–60% for up to six cycles (8).
Side effects are: hot flushes, headaches and
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visual complaints; this drug is generally well
tolerated. The multiple pregnancy rate is 10%,
while hyperstimulation syndrome is rare. Antiestrogenic effects on endometrium and cervical
mucus may occur but appear to represent an
idiosyncratic response (107). Tamoxifen appears to
be as effective as CC for induction of ovulation,
but its use for that purpose is off-label. It may be
considered only in women who suffer intolerable
CC’ side effects such as hot flushes (107). AIs are
widely discussed in ovulation induction in PCOS
patients. Initial preliminary studies suggest that
letrozole appears to be as effective as CC for
induction of ovulation, but the drug is currently
not approved for treatment of infertility. It may
be considered as an ‘off-label’ option for some
patients after appropriate counselling with the
patient on its risks and benefits (14). AIs prevent
estrogen biosynthesis from androgens and
through the hypothalamic/pituitary cross-talk,
increase FSH secretion. AIs theoretically avoid
adverse effects of CC, as they do not affect estrogen
receptors centrally or within the endometrium (108).
Legro et al. (109) performed a double-blind,
multicenter trial. They random assigned 750
women, in a 1:1 ratio, to receive letrozole or CC
for up to five treatment cycles. Women who had
received letrozole had higher live birth rates than
those who received CC (27.5% vs. 19.1%, p=0.007).
There were no significant differences in overall
congenital anomalies, though there were four major
congenital anomalies in the letrozole group versus
one in the CC group (p=0.65). The cumulative
ovulation rate was higher with letrozole than
with CC (61.7% vs. 48.3%, p<0.001). There were
no significant differences in pregnancy loss
(31.8% in letrozole group vs. 29.1% in CC group)
or twin pregnancy (3.4% and 7.4%, respectively).
CC was associated with a higher incidence of
hot flushes, and letrozole was associated with
higher incidences of fatigue and dizziness. Rates
of other adverse events were similar in the
two treatment groups. So they concluded that
letrozole was associated with higher live-birth
and ovulation rates among infertile women with
PCOS. In a Cochrane review Franik et al. (110)
included 26 RCTs (5,560 women). Twelve RCTs
studied live birth rates showing that in letrozole
group compared with CC group, the birth rate
was higher, while letrozole group compared with
those treated with laparoscopic ovarian drilling,
showed no statistically significant differences.
Sixteen RCTs demonstrated that there was no
difference in the rate of ovarian hyperstimulation
syndrome (OHSS) comparing letrozole, alone or in
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combination, with any of the following: placebo,
CC, CC followed by intrauterine insemination
(IUI), laparoscopic ovarian drilling. Twenty-five
RCTs underlined higher pregnancy rates in the
letrozole group in comparison with CC (alone
or in combination in one or both arms) followed
by timed intercourse. The pregnancy rate was
higher in the letrozole group comparing it with
CC, alone or in combination, followed by IUI,
while there was no difference between the groups
when letrozole, with or without metformin, was
compared with laparoscopic ovarian drilling.
Therefore letrozole can be used as second-line
pharmacological therapy in women with PCOS
who have CC resistance and/or failure, and are
affected by pure anovulatory infertility (103).
Gonadotrophins
The ovulation induction using gonadotrophin
therapy is based on the physiological concept that
initiation and maintenance of follicle growth may
be achieved by a transient increase in FSH, above
a threshold dose for sufficient duration, in order to
generate a limited number of developing follicles.
Low-dose protocols (37.5 – 75 IU/day) have been
developed to reduce the frequency of ovarian
hyperstimulation. The increased LH secretion in
PCOS may interfere with fertility. The mechanisms
include premature oocyte maturation and elevated
LH levels, associated with an increased pregnancy
loss. Overall, low-dose regimens result in a
monofollicular ovulation rate of 70%, a pregnancy
rate of 20% and a multiple live birth rate of 5.7% (111).
Laparoscopic surgery
Another therapeutic option for PCOS women
suffering from infertility is the laparoscopic
surgery, especially in those who had shown
a resistance to pharmacological therapies.
Laparoscopic techniques that can successfully
trigger ovulation include ovarian biopsy and
electrocautery, laparoscopic ovarian drilling,
transvaginal hydrolaparoscopy, ultrasound-guided
transvaginal ovarian needle drilling or laparoscopic
ovarian multi-needle intervention (9, 10, 12).
Since its introduction in 1984, laparoscopic
ovarian drilling has evolved into a safe and
effective surgical treatment for anovulatory,
infertile PCOS women resistant to CC. It is
as effective as GNs in terms of pregnancy and
lives birth rates, but without the risks of ovarian
hyperstimulation syndrome and multiple
pregnancies. It improves ovarian responsiveness
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to following use of ovulation induction agents.
Its use in unselected cases of PCOS or for nonfertility indications is not prudent leading to
the risks of iatrogenic adhesions and ovarian
insufficiency (112). Badawy et al. (113) performed a
study to evaluate the outcome of ovarian needle
drilling using transvaginal ultrasound guidance
as an alternative to the traditional laparoscopic
electrosurgical drilling for patients with PCOS.
The study involved 163 PCOS patients with
clomiphene-resistance. Patients were randomly
allocated to either treatment with ultrasoundguided transvaginal needle ovarian drilling
(UTND; n = 82) or laparoscopic electrosurgery
ovarian drilling (n = 81). There were no significant
differences between the two groups with regard
to body mass index, hormonal profiles, clinical
manifestations, and ultrasound findings of PCOS.
There were no significant differences between
the two groups about normal menstruation,
hirsutism, acne, ovulation, and pregnancy.
UTND resulted in significant improvement in the
ovulation, pregnancy, hirsutism, and acne. There
were significant decreases in the serum LH and
Testosterone levels but not in the FSH or LH/
FSH levels after UTND as well. It is important to
underline that in 50% of laparoscopic surgerytreated women, adjuvant therapy often are
required (14).

ASSISTED REPRODUCTION
TECHNIQUES (ART): INTRAUTERINE
INSEMINATION (IUI) AND IN
VITRO FERTILIZATION (IVF)
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Induction of ovulation followed by IUI
is indicated in PCOS women when there is
associated male factor. Semen preparation is
necessary before IUI. The clinical pregnancy rates
in each cycle were between 11 to 20% and the
multiple pregnancy rates from 11 to 36% (14). IVF
is considered another optional treatment, usually
chosen when there are tubal factors and severe
male factors. Although infertile women with PCOS
may typically present with increasing oocytes
retrieved in IVF cycles, most oocytes have poor
quality (114). Several stimulation protocols have
been published for the treatment of patients with
PCOS undergoing IVF, including CC associated
with human menopausal gonadotrophins (hMG),
hMG alone, recombinant FSH (recFSH) alone,
GnRH agonist associated with hMG or recFSH
and GnRH antagonist associated with hMG or
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recFSH. Currently, the most standard protocol is a
long desensitization protocol associated with FSH.
The clinical pregnancy rate for each started cycle
is similar between PCOS and non-PCOS patients
(about 35%). The most important complication of
ovarian stimulation is the occurrence of OHSS (115).
Several studies try to determine the best method
to control ovarian hyperstimulation (COH) in
PCOS patients. Onofriescu et al. (116) compare the
GnRH agonist long protocol with the flexible
GnRH antagonist protocol in infertile PCOS
women undergoing COH in terms of clinical
pregnancy rate (CPR), with special reference to the
incidence of OHSS. No differences were observed
in clinical pregnancy rate (CPR) in the agonist
and antagonist protocols, respectively. Incidence
of OHSS was lower in the antagonist compared
with agonist group (4% versus 28%). Duration of
stimulation (13,80 + 1,4 vs 11,85 + 2,4 p < 0,001)
and total gonadotrophin doses required (2435,5 +
884,5 versus 2005, 5 + 545,5 IU p < 0.003) were also
lower in the antagonist treated group compared
with those treated with agonist protocol. Krishna
et al. (62) showed that gonadotropin-releasing
hormone agonist (GnRHa) trigger is a better
alternative to human chorionic gonadotrophin
(hCG) in PCOS undergoing IVF cycles with GnRH
antagonist protocol for the prevention of ovarian
hyperstimulation syndrome (OHSS). A total of
227 patients diagnosed with PCOS, undergoing
IVF in an antagonist protocol were recruited and
randomly assigned to two groups: Group A (study
group): GnRHa trigger 0.2 mg (n = 92) and Group
B (control group): 250 μg of recombinant hCG as
trigger (n = 101) 35 h before oocyte retrieval. The
incidence of moderate to severe OHSS in the hCG
group was 37.6% and 0% in the GnRHa group
with P < 0.001. The GnRHa group had significantly
more mature oocytes retrieved (19.1 ± 11.7 vs. 14.1
± 4.3), more fertilized oocytes (15.6 ± 5.6 vs. 11.7 ±
3.6), and a higher number of top quality cleavage
embryos on day 3 (12.9 ± 4.7 vs. 7.5 ± 4.3) than the
hCG group.

DISCUSSION

PCOS represents a complex syndrome that
includes clinical, endocrine and metabolic
disorders that commonly lead to infertility (14).
The clinical and endocrine involvements, such as
HA and menstrual irregularities, are the major
complaints in young PCOS women. OCs seem
to represent an effective and safe treatment in
every PCOS phenotype. Some authors reported
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that in HA/PCOS patients, OCs can be used for
symptom relief. The real problem is to find a good
OC in patients with metabolic risk, overweight or
moderate IR: surely a vaginal contraceptive ring
should be preferred to oral OC. In these patients,
the combination of OCs and myo-inositol may
be more effective in controlling endocrine and
metabolic profiles (59). Several studies suggested
the use of antiandrogen drugs alone or combined
with another antiandrogen, with an insulin
sensitizer or with an oral contraceptive pill to
control androgenic symptoms. The combined
treatments are generally more effective and
preferred than single drug based ones. In
particular, a combination of an antiandrogen
OCs with metformin may lead to more beneficial
metabolic effects than monotherapy with an
antiandrogen or an OC alone. The anti-androgen
should be used at the lowest effective to avoid
dose-related side effects and reduce costs (68).
SPA and finasteride are often added to OCs
in adolescents with PCOS in order to treat the
androgen excess expressions, such as acne,
hirsutism, and alopecia. Unfortunately the major
risk of both of these medications is teratogenesis
(17)
. Metabolic disorders should be treated with
insulin sensitizer agents alone or in combination
with other drugs. Evidence supports the use of
metformin in obese/overweight adult women
and adolescent girls to help reduction in androgen
excess and improvement of ovarian function.
Many adolescents who do not want to use OCs
may benefit from metformin monotherapy (17).
There are no properly designed studies pointing
the best therapies for infertility in women with
PCOS. Generally, a combination of medical and
behavioral therapies can lead to the greatest
weight loss, though long-term bariatric surgery
is associated with the best weight maintenance
after weight loss (104). The lifestyle modification is
the baseline therapy for PCOS women looking for
a pregnancy (101, 102). For women who do not find
benefits from the lifestyle modification alone or
bariatric surgery in selected cases, it is necessary to
move to ovulation induction procedures. CC is the
first line treatment for its easy administration, its
effectiveness and its few collateral effects (8, 106, 107, 109).
Also AIs are proposed as ovulation inductors, but
prospective studies on their efficacy and safety
should be done, before recommending the use of
aromatase inhibitors (14). Roque et al. performed
a systematic review and meta-analysis in order
to identify the results of randomized controlled
trials (RCTs) comparing the use of letrozole to CC
for ovulation induction in patients with PCOS.
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They showed a statistically significant increase
in live birth and pregnancy rates in the letrozole
group when compared to the CC group and they
showed no differences in multiple pregnancy,
miscarriage and ovulation rates between the two
groups. Regardless of these opinions, up to now
AIs are not recommended for routine ovulation
induction (117). In patients resistant to CC, it could
be suggested the use of Gonadotrophins, that
seem to represent the second-line treatment for
PCOS patients seeking pregnancy (8). The use of
exogenous gonadotrophins is associated with
increased chances for multiple pregnancies
and, therefore, intense monitoring of ovarian
response is required. Another ovulation induction
method is represented by Laparoscopic surgery
(118)
. Usually alone is effective in <50% of women
and additional ovulation induction medication is
required (14). UTND can be adopted as an outpatient
office procedure. The easy scheduling, the low
costs and rapid recovery suggest it as the first
alternative treatment for PCOS women resistant
to CC (112). Overall, ovulation induction is reported
to be highly effective with a cumulative singleton
live birth rate of 72%. More patient-tailored
approaches should be developed for ovulation
induction based on initial screening characteristics
of women with PCOS (14). Several studies have
demonstrated that metformin is an adjuvant
therapy for infertility (92). However, its use in
PCOS patients is widely discussed and we are still
far from a common agreement about its routine
use. Tang et al. showed that metformin does not
improve weight loss or menstrual frequency in
obese patients with PCOS. They demonstrated
that weight loss alone through lifestyle changes
improves menstrual frequency (93). Metformin is
preferred to insulin-sensitizing agents for PCOS,
even if there are many other available drugs.
For example, TZDs may be considered as an
alternative treatment in insulin-resistant or obese
PCOS women who do not tolerate or do not
respond to metformin therapy (93). ART should be
considered the right choice in patients resistant to
other treatments or with other infertility factors.
Low dose gonadotrophins protocols are preferred
(37.5-75 IU/day) in PCOS patients undergoing IUI.
In case of IVF, the goal remains to find the right
protocol. Recent studies suggested that the flexible
GnRH antagonist protocol is associated with a
similar ongoing pregnancy rate, lower incidence
of OHSS grade II, lower gonadotrophin doses
requirement and shorter duration of stimulation,
compared with GnRH agonist. Therefore, the
GnRH antagonist might be the treatment of choice
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for patients with PCOS undergoing IVF (113).
Jiang et al. (119) performed a retrospective study
(174 obese PCOS) to explore the effect of CC
on the cycle characteristics and outcomes of
obese women with PCOS undergoing ovarian
stimulation for IVF. In the study group (n = 90), CC
and human menopausal gonadotrophin (HMG)
were administered simultaneously starting since
the third cycle day, while in control group (n=84)
HMG was used only. MPA was used to treat both
of the two groups for preventing premature LH
peak. Ovulation was co-triggered by a GnRH
agonist and hCG when dominant follicles
matured. The study group received obviously
lower total HMG dose but similar HMG duration.
While the antral follicle count (AFC) was higher
in study group, the number of oocytes retrieved
and top-quality embryos were remarkably less.
The mature oocyte rate was higher in study group
(p = .036). No significant differences were detected
in fertilization rate and cleavage rate between the
two groups. CC has a positive influence on cycle
characteristics, but might be correlated with the
impaired IVF outcomes (top quality embryos

16

REFERENCES
1) Laganà AS, Rossetti P, Sapia F, Chiofalo B, Buscema
M, Valenti G, et al. Evidence-Based and PatientOriented Inositol Treatment in Polycystic Ovary
Syndrome: Changing the Perspective of the Disease.
Int J Endocrinol Metab. 2017;15:e43695.
2) Chiofalo B, Laganà AS, Palmara V, Granese R, Corrado
G, Mancini E, et al. Fasting as possible complementary
approach for polycystic ovary syndrome: Hope or
hype? Med Hypotheses. 2017;105:1-3.
3) Giampaolino P, Della Corte L, De Rosa N, Mercorio
A, Bruzzese D, Bifulco G. Ovarian volume and PCOS: a
controversial issue. Gynecol Endocrinol. 2017:1-4.
4) Tal R, Seifer DB, Arici A. The emerging role of
angiogenic factor dysregulation in the pathogenesis
of polycystic ovarian syndrome. Semin Reprod Med.
2015;33:195-207.
5) Zanella A, Sarolo L, Pomerri F, Bilora F. Autonomic
dysfunction and flow-mediated dilation in polycystic
ovary syndrome (PCOS): a case-control study.
Dysautonomia in polycistic ovary syndrome. It J
Gynaecol Obstet. 2016;28:19-26.
6) Giampaolino P, De Rosa N, Della Corte L, Morra I,
Mercorio A, Nappi C, et al. Operative transvaginal

PCOS Patient-Oriented treatments

and lower oocyte retrieval rate) in obese PCOS
patients undergoing IVF, when HMG and MPA
are used simultaneously. An important aspect of
IVF in PCOS patients is the risk of OHSS. In PCOS
patients, undergoing ovarian stimulation through
antagonist IVF cycles, the most effective strategy,
significantly reducing the occurrence of OHSS,
is the use of GnRHa trigger, that is also able to
improve the number of mature oocytes and the
quality of embryos compared with hCG trigger
(115)
. Beside all these different therapies, nowadays
further studies are necessary to find the best
approach to such a complex syndrome, in order to
target the right treatment according to the clinical
characteristics for each single PCOS patient.

DECLARATION OF INTEREST

The authors report no conflicts of interest. The
authors alone are responsible for the content and
writing of the paper. No specific funding was
obtained.

hydrolaparoscopy improve ovulation rate after
clomiphene failure in polycystic ovary syndrome.
Gynecol Endocrinol. 2017:1-4.
7) Padova G, Briguglia G, Tita P, Arpi ML, Munguira
ME, Cafiso F, et al. Ovulation monitored by serum 17
beta-estradiol and ultrasound: differential ovarian
response to human gonadotropins in various
anovulatory states. Acta Eur Fertil. 1988;19:283-6.
8) Homburg R. Clomiphene citrate--end of an era? A
mini-review. Hum Reprod. 2005;20:2043-51.
9) Giampaolino P, Morra I, De Rosa N, Cagnacci A,
Pellicano M, Di Carlo C, et al. Impact of transvaginal
hydrolaparoscopy ovarian drilling on ovarian stromal
blood flow and ovarian volume in clomiphene citrateresistant PCOS patients: a case-control study. Gynecol
Endocrinol. 2017;33:690-3.
10) Giampaolino P, Morra I, Tommaselli GA, Di Carlo
C, Nappi C, Bifulco G. Post-operative ovarian adhesion
formation after ovarian drilling: a randomized
study comparing conventional laparoscopy and
transvaginal hydrolaparoscopy. Arch Gynecol Obstet.
2016;294:791-6.
11) De Leo V, la Marca A, Ditto A, Morgante G, Cianci A.

PCOS Patient-Oriented treatments

Effects of metformin on gonadotropin-induced
ovulation in women with polycystic ovary syndrome.
Fertil Steril. 1999;72:282-5.
12) Giampaolino P, Morra I, Della Corte L, Sparice
S, Di Carlo C, Nappi C, et al. Serum anti-Mullerian
hormone levels after ovarian drilling for the secondline treatment of polycystic ovary syndrome: a
pilot-randomized study comparing laparoscopy and
transvaginal hydrolaparoscopy. Gynecol Endocrinol.
2017;33:26-9.
13) Rezk M, Shaheen AE, Saif El-Nasr I. Clomiphene
citrate combined with metformin versus letrozole
for induction of ovulation in clomiphene-resistant
polycystic ovary syndrome: a randomized clinical trial.
Gynecol Endocrinol. 2017:1-3.
14) Thessaloniki EA-SPCWG. Consensus on infertility
treatment related to polycystic ovary syndrome. Hum
Reprod. 2008;23:462-77.
15) Chang RJ. The reproductive phenotype in
polycystic ovary syndrome. Nat Clin Pract Endocrinol
Metab. 2007;3:688-95.
16) la Marca A, Morgante G, Paglia T, Ciotta L,
Cianci A, De Leo V. Effects of metformin on adrenal
steroidogenesis in women with polycystic ovary
syndrome. Fertil Steril. 1999;72:985-9.
17) Goodman NF, Cobin RH, Futterweit W, Glueck
JS, Legro RS, Carmina E, et al. American Association
of Clinical Endocrinologists, American College
of Endocrinology, and Androgen Excess and Pcos
Society Disease State Clinical Review: Guide to the
Best Practices in the Evaluation and Treatment of
Polycystic Ovary Syndrome--Part 1. Endocr Pract.
2015;21:1291-300.
18) Condorelli RA, Calogero AE, Di Mauro M, Mongioi
LM, Cannarella R, Rosta G, et al. Androgen excess and
metabolic disorders in women with PCOS: beyond
the body mass index. J Endocrinol Invest. 2017. doi:
10.1007/s40618-017-0762-3.
19) Ciotta L, De Leo V, Farina M, Pafumi C, La Marca A,
Cianci A. Endocrine and metabolic effects of insulin
sensitizers in the treatment of patients with polycystic
ovary syndrome and hyperinsulinaemia. Gynecol
Obstet Invest. 2001;51:44-50.
20) Gok S, Cabus U, Turan I, Kabukcu C, Fenkci V,
Karagenc N. Lipocalin-2 is not related with insulin
resistance and chronic low-grade inflammation in
women with polycystic ovary syndrome. It J Gynaecol
Obstet. 2017;29:19-23.
21) Croston GE, Milan LB, Marschke KB, Reichman M,
Briggs MR. Androgen receptor-mediated antagonism of
estrogen-dependent low density lipoprotein receptor
transcription in cultured hepatocytes. Endocrinology.
1997;138:3779-86.
22) Chen MJ, Chiu HM, Chen CL, Yang WS, Yang YS, Ho
HN. Hyperandrogenemia is independently associated
with elevated alanine aminotransferase activity in
young women with polycystic ovary syndrome. J Clin
Endocrinol Metab. 2010;95:3332-41.
23) Jones H, Sprung VS, Pugh CJ, Daousi C, Irwin
A, Aziz N, et al. Polycystic ovary syndrome with
hyperandrogenism is characterized by an increased risk

Luigi Della Corte et al.

of hepatic steatosis compared to nonhyperandrogenic
PCOS phenotypes and healthy controls, independent
of obesity and insulin resistance. J Clin Endocrinol
Metab. 2012;97:3709-16.
24) Kirschner MA, Samojlik E, Drejka M, Szmal E,
Schneider G, Ertel N. Androgen-estrogen metabolism
in women with upper body versus lower body obesity.
J Clin Endocrinol Metab. 1990;70:473-9.
25) Zeng L, Yang K. Effectiveness of myoinositol
for polycystic ovary syndrome: a systematic review
and meta-analysis. Endocrine. 2017. doi: 10.1007/
s12020-017-1442-y.
26) Behboudi-Gandevani S, Ramezani Tehrani F,
Rostami Dovom M, Farahmand M, Bahri Khomami M,
Noroozzadeh M, et al. Insulin resistance in obesity
and polycystic ovary syndrome: systematic review
and meta-analysis of observational studies. Gynecol
Endocrinol. 2016;32:343-53.
27) Nestler JE, Strauss JF, 3rd. Insulin as an effector
of human ovarian and adrenal steroid metabolism.
Endocrinol Metab Clin North Am. 1991;20:807-23.
28) Marshall JC, Dunaif A. Should all women with
PCOS be treated for insulin resistance? Fertil Steril.
2012;97:18-22.
29) Ciotta L, De Leo V, Galvani F, La Marca A, Cianci
A. Endocrine and metabolic effects of octreotide, a
somatostatin analogue, in lean PCOS patients with
either hyperinsulinaemia or lean normoinsulinaemia.
Hum Reprod. 1999;14:2951-8.
30) Di Carlo C, Gargano V, Sparice S, Tommaselli GA,
Bifulco G, Nappi C. Effects of an oral contraceptive
containing estradiol valerate and dienogest on
circulating androgen levels and acne in young patients
with PCOS: an observational preliminary study.
Gynecol Endocrinol. 2013;29:1048-50.
31) Cianci A, Panella M, Fichera M, Falduzzi C, Bartolo
M, Caruso S. d-chiro-Inositol and alpha lipoic acid
treatment of metabolic and menses disorders in
women with PCOS. Gynecol Endocrinol. 2015;31:483-6.
32) Nestler JE, Stovall D, Akhter N, Iuorno MJ,
Jakubowicz DJ. Strategies for the use of insulinsensitizing drugs to treat infertility in women with
polycystic ovary syndrome. Fertil Steril. 2002;77:209-15.
33) De Leo V, Musacchio MC, Morgante G, Piomboni P,
Petraglia F. Metformin treatment is effective in obese
teenage girls with PCOS. Hum Reprod. 2006;21:2252-6.
34) Glintborg D, Andersen M. Medical comorbidity
in polycystic ovary syndrome with special focus on
cardiometabolic, autoimmune, hepatic and cancer
diseases: an updated review. Curr Opin Obstet
Gynecol. 2017;29:390-6.
35) Vigneri R, Goldfine ID, Frittitta L. Insulin,
insulin receptors, and cancer. J Endocrinol Invest.
2016;39:1365-76.
36) Kitson SJ, Evans DG, Crosbie EJ. Identifying HighRisk Women for Endometrial Cancer Prevention
Strategies: Proposal of an Endometrial Cancer Risk
Prediction Model. Cancer Prev Res (Phila). 2017;10:1-13.
37) Cali G, Insabato L, Conza D, Bifulco G, Parrillo
L, Mirra P, et al. GRP78 mediates cell growth and
invasiveness in endometrial cancer. J Cell Physiol.

17

It. J. Gynaecol. Obstet.
2018, 30: N. 1

18

2014;229:1417-26.
38) Glintborg D, Petersen MH, Ravn P, Hermann
AP, Andersen M. Comparison of regional fat mass
measurement by whole body DXA scans and
anthropometric measures to predict insulin resistance
in women with polycystic ovary syndrome and
controls. Acta Obstet Gynecol Scand. 2016;95:1235-43.
39) Kyrgiou M, Kalliala I, Markozannes G, Gunter MJ,
Paraskevaidis E, Gabra H, et al. Adiposity and cancer
at major anatomical sites: umbrella review of the
literature. BMJ. 2017;356:j477.
40) Manno M, Tomei F, Puglisi F, Zaja F, Metus P,
Tozzoli R, et al. Ovarian reserve biomarkers usefulness
for optimization of counselling in a public network
for fertility preservation in oncological patients. It J
Gynaecol Obstet. 2016;28:15-22.
41) Ferranti G, Prosperi Porta R, La Rosa VL, Vitale SG,
Laganà AS. Reflections on treatments for infertility
and the possible occurrence of ovarian carcinomas.
Recenti Prog Med. 2017;108:136-40.
42) Stoenescu A, Gerlinger C, Solomayer EF, Scholz
C, Juhasz-Böss I, Radosa J. Serum C-reactive protein
as potential independent prognostic factor for breast
cancer. It J Gynaecol Obstet. 2015;27:28-33.
43) Xu H, Han Y, Lou J, Zhang H, Zhao Y, Gyorffy B,
et al. PDGFRA, HSD17B4 and HMGB2 are potential
therapeutic targets in polycystic ovarian syndrome
and breast cancer. Oncotarget. 2017;8:69520-6.
44) Shobeiri F, Jenabi E. The association between
polycystic ovary syndrome and breast cancer: a metaanalysis. Obstet Gynecol Sci. 2016;59:367-72.
45) Vitale SG, La Rosa VL, Rapisarda AMC, Laganà
AS. Comment on “Disability, Psychiatric Symptoms,
and Quality of Life in Infertile Women: A CrossSectional Study In Turkey”. Shanghai Arch Psychiatry.
2016;28:353-4.
46) Laganà AS, La Rosa VL, Rapisarda AM, Platania A,
Vitale SG. Psychological impact of fertility preservation
techniques in women with gynaecological cancer.
Ecancermedicalscience. 2017;11:ed62.
47) Vitale SG, La Rosa VL, Rapisarda AM, Laganà AS.
Psychology of infertility and assisted reproductive
treatment: the Italian situation. J Psychosom Obstet
Gynaecol. 2017;38:1-3.
48) Vitale SG, La Rosa VL, Rapisarda AMC, Laganà AS.
Fertility preservation in women with gynaecologic
cancer: the impact on quality of life and psychological
well-being. Hum Fertil (Camb). 2017:1-4.
49) Vitale SG, La Rosa VL, Rapisarda AMC, Laganà AS.
The Importance of Fertility Preservation Counseling
in Patients with Gynecologic Cancer. J Reprod Infertil.
2017;18:261-3.
50) Talmor A, Dunphy B. Female obesity and infertility.
Best Pract Res Clin Obstet Gynaecol. 2015;29:498-506.
51) Caruso S, Rugolo S, Agnello C, Romano M,
Cianci A. Quality of sexual life in hyperandrogenic
women treated with an oral contraceptive containing
chlormadinone acetate. J Sex Med. 2009;6:3376-84.
52) Jacobson MH, Chin HB, Mertens AC, Spencer JB,
Fothergill A, Howards PP. “Research on Infertility:
Definition Makes a Difference” Revisited. Am J

PCOS Patient-Oriented treatments

Epidemiol. 2017. doi: 10.1093/aje/kwx240.
53) Vitale SG, Petrosino B, La Rosa VL, Laganà AS.
Comment on “Differences in psychophysical wellbeing and signs of depression in couples undergoing
their first consultation for assisted reproduction
technology (ART): an Italian pilot study”. Eur J Obstet
Gynecol Reprod Biol. 2017;211:210-1.
54) Roccasalva L, Cianci A, Giuffrida G, Asero S,
Palumbo G. Unexplained sterility: diagnosis and
therapy. Acta Eur Fertil. 1989;20:377-8.
55) Abu Hashim H. Twenty years of ovulation induction
with metformin for PCOS; what is the best available
evidence? Reprod Biomed Online. 2016;32:44-53.
56) de Leo V, la Marca A, Morgante G, Ciotta L,
Mencaglia L, Cianci A, et al. Clomiphene citrate
increases insulin-like growth factor binding protein-1
and reduces insulin-like growth factor-I without
correcting insulin resistance associated with polycystic
ovarian syndrome. Hum Reprod. 2000;15:2302-5.
57) Tannus S, Burke YZ, Kol S. Treatment strategies
for the infertile polycystic ovary syndrome patient.
Womens Health (Lond). 2015;11:901-12.
58) la Marca A, Morgante G, Palumbo M, Cianci A,
Petraglia F, De Leo V. Insulin-lowering treatment
reduces aromatase activity in response to folliclestimulating hormone in women with polycystic ovary
syndrome. Fertil Steril. 2002;78:1234-9.
59) Mendoza N, Simoncini T, Genazzani AD. Hormonal
contraceptive choice for women with PCOS: a systematic
review of randomized trials and observational studies.
Gynecol Endocrinol. 2014;30:850-60.
60) De Leo V, Morgante G, Piomboni P, Musacchio MC,
Petraglia F, Cianci A. Evaluation of effects of an oral
contraceptive containing ethinylestradiol combined
with drospirenone on adrenal steroidogenesis in
hyperandrogenic women with polycystic ovary
syndrome. Fertil Steril. 2007;88:113-7.
61) Hoeger K, Davidson K, Kochman L, Cherry T,
Kopin L, Guzick DS. The impact of metformin,
oral contraceptives, and lifestyle modification on
polycystic ovary syndrome in obese adolescent women
in two randomized, placebo-controlled clinical trials. J
Clin Endocrinol Metab. 2008;93:4299-306.
62) Chiofalo B, Laganà AS, Imbesi G, Vitale SG, Catena
U, Campolo F, Lanzo G, Centini G, Triolo O. Is oral
contraceptive-induced headache dependent on
patent foramen ovale? Clinical dynamics, evidencebased hypothesis and possible patient-oriented
management. Med Hypotheses. 2016 Sep;94:86-8.
63) De Leo V, Di Sabatino A, Musacchio MC,
Morgante G, Scolaro V, Cianci A, et al. Effect of oral
contraceptives on markers of hyperandrogenism and
SHBG in women with polycystic ovary syndrome.
Contraception. 2010;82:276-80.
64) Arisi E, Bruni V, Di Spiezio Sardo A, Dubini
V, Gubbini G, Parazzini F. Italian guidelines on
the effective and appropriate use of intrauterine
contraception. It J Gynaecol Obstet. 2014;26:7-20.
65) De Leo V. Dienogest-containing Hormonal
Contraceptives: Natural Estradiol vs Ethinyl Estradiol.
It J Gynaecol Obstet. 2015;27:154-5.

PCOS Patient-Oriented treatments

66) Bianchi C, Aragona M, Bertolotto A, Bottone P,
Calabrese M, Cuccuru I, et al. Improving prescription
of physical exercise in prophylaxis/therapy of
gestational diabetes: a survey from evidence to current
recommendations. It J Gynaecol Obstet. 2016;28:15-22.
67) Caruso S, Agnello C, Intelisano G, Farina M, Di
Mari L, Cianci A. Sexual behavior of women taking
low-dose oral contraceptive containing 15 microg
ethinylestradiol/60 microg gestodene. Contraception.
2004;69:237-40.
68) Conway G, Dewailly D, Diamanti-Kandarakis E,
Escobar-Morreale HF, Franks S, Gambineri A, et al.
The polycystic ovary syndrome: a position statement
from the European Society of Endocrinology. Eur J
Endocrinol. 2014;171:P1-29.
69) Bhattacharya SM, Jha A, DasMukhopadhyay L.
Comparison of two contraceptive pills containing
drospirenone and 20 mug or 30 mug ethinyl estradiol
for polycystic ovary syndrome. Int J Gynaecol Obstet.
2016;132:210-3.
70) Ciotta L, Cianci A, Marletta E, Pisana L, Agliano A,
Palumbo G. Treatment of hirsutism with flutamide
and a low-dosage oral contraceptive in polycystic
ovarian disease patients. Fertil Steril. 1994;62:1129-35.
71) Ciotta L, Cianci A, Calogero AE, Palumbo MA,
Marletta E, Sciuto A, et al. Clinical and endocrine effects
of finasteride, a 5 alpha-reductase inhibitor, in women
with idiopathic hirsutism. Fertil Steril. 1995;64:299-306.
72) Herskovitz I, Tosti A. Female pattern hair loss. Int J
Endocrinol Metab. 2013;11:e9860.
73) Vexiau P, Chaspoux C, Boudou P, Fiet J, Jouanique C,
Hardy N, et al. Effects of minoxidil 2% vs. cyproterone
acetate treatment on female androgenetic alopecia: a
controlled, 12-month randomized trial. Br J Dermatol.
2002;146:992-9.
74) Cakir GA, Erdogan FG, Gurler A. Isotretinoin
treatment in nodulocystic acne with and without
polycystic ovary syndrome: efficacy and determinants
of relapse. Int J Dermatol. 2013;52:371-6.
75) Carreau AM, Baillargeon JP. PCOS in adolescence
and type 2 diabetes. Curr Diab Rep. 2015;15:564.
76) Celik C, Tasdemir N, Abali R, Bastu E, Yilmaz M.
Progression to impaired glucose tolerance or type 2
diabetes mellitus in polycystic ovary syndrome: a
controlled follow-up study. Fertil Steril. 2014;101:1123-8 e1.
77) Morley LC, Tang T, Yasmin E, Norman RJ,
Balen AH. Insulin-sensitising drugs (metformin,
rosiglitazone, pioglitazone, D-chiro-inositol) for
women with polycystic ovary syndrome, oligo
amenorrhoea and subfertility. Cochrane Database Syst
Rev. 2017;11:CD003053.
78) Inzucchi SE, Bergenstal RM, Buse JB, Diamant
M, Ferrannini E, Nauck M, et al. Management of
hyperglycaemia in type 2 diabetes: a patient-centered
approach. Position statement of the American Diabetes
Association (ADA) and the European Association
for the Study of Diabetes (EASD). Diabetologia.
2012;55:1577-96.
79) Piomboni P, Focarelli R, Capaldo A, Stendardi A,
Cappelli V, Cianci A, et al. Protein modification as
oxidative stress marker in follicular fluid from women

Luigi Della Corte et al.

with polycystic ovary syndrome: the effect of inositol
and metformin. J Assist Reprod Genet. 2014;31:1269-76.
80) Tang T, Lord JM, Norman RJ, Yasmin E, Balen AH.
Insulin-sensitising drugs (metformin, rosiglitazone,
pioglitazone, D-chiro-inositol) for women with
polycystic ovary syndrome, oligo amenorrhoea
and subfertility. Cochrane Database Syst Rev.
2012:CD003053.
81) Vilsboll T, Christensen M, Junker AE, Knop FK,
Gluud LL. Effects of glucagon-like peptide-1 receptor
agonists on weight loss: systematic review and
meta-analyses of randomised controlled trials. BMJ.
2012;344:d7771.
82) Elkind-Hirsch K, Marrioneaux O, Bhushan M,
Vernor D, Bhushan R. Comparison of single and
combined treatment with exenatide and metformin
on menstrual cyclicity in overweight women with
polycystic ovary syndrome. J Clin Endocrinol Metab.
2008;93:2670-8.
83) Unfer V, Carlomagno G, Dante G, Facchinetti
F. Effects of myo-inositol in women with PCOS: a
systematic review of randomized controlled trials.
Gynecol Endocrinol. 2012;28:509-15.
84) Condorelli RA, La Vignera S, Mongioi LM, Vitale
SG, Laganà AS, Cimino L, et al. Myo-inositol as a
male fertility molecule: speed them up! Eur Rev Med
Pharmacol Sci. 2017;21:30-5.
85) Laganà AS, Sapia F, La Rosa VL, Vitale SG.
Comment on “Inositols: from physiology to rational
therapy in gynecological clinical practice”. Expert
Opin Drug Metab Toxicol. 2016;12:1527.
86) Vitale SG, Rossetti P, Corrado F, Rapisarda AM, La
Vignera S, Condorelli RA, et al. How to Achieve HighQuality Oocytes? The Key Role of Myo-Inositol and
Melatonin. Int J Endocrinol. 2016;2016:4987436.
87) Gulino FA, Leonardi E, Marilli I, Musmeci G, Vitale
SG, Leanza V, et al. Effect of treatment with myo-inositol
on semen parameters of patients undergoing an IVF
cycle: in vivo study. Gynecol Endocrinol. 2016;32:65-8.
88) La Marca A, Grisendi V, Dondi G, Sighinolfi G,
Cianci A. The menstrual cycle regularization following
D-chiro-inositol treatment in PCOS women: a
retrospective study. Gynecol Endocrinol. 2015;31:52-6.
89) Gerli S, Papaleo E, Ferrari A, Di Renzo GC.
Randomized, double blind placebo-controlled trial:
effects of myo-inositol on ovarian function and
metabolic factors in women with PCOS. Eur Rev Med
Pharmacol Sci. 2007;11:347-54.
90) Nestler JE, Unfer V. Reflections on inositol(s)
for PCOS therapy: steps toward success. Gynecol
Endocrinol. 2015;31:501-5.
91) Dinicola S, Chiu TT, Unfer V, Carlomagno G,
Bizzarri M. The rationale of the myo-inositol and
D-chiro-inositol combined treatment for polycystic
ovary syndrome. J Clin Pharmacol. 2014;54:1079-92.
92) Legro RS, Arslanian SA, Ehrmann DA, Hoeger KM,
Murad MH, Pasquali R, et al. Diagnosis and treatment
of polycystic ovary syndrome: an Endocrine Society
clinical practice guideline. J Clin Endocrinol Metab.
2013;98:4565-92.
93) Tang T, Glanville J, Hayden CJ, White D, Barth

19

It. J. Gynaecol. Obstet.
2018, 30: N. 1

JH, Balen AH. Combined lifestyle modification and
metformin in obese patients with polycystic ovary
syndrome. A randomized, placebo-controlled, doubleblind multicentre study. Hum Reprod. 2006;21:80-9.
94) Morin-Papunen L, Rantala AS, Unkila-Kallio
L, Tiitinen A, Hippelainen M, Perheentupa A, et
al. Metformin improves pregnancy and live-birth
rates in women with polycystic ovary syndrome
(PCOS): a multicenter, double-blind, placebocontrolled randomized trial. J Clin Endocrinol Metab.
2012;97:1492-500.
95) Tso LO, Costello MF, Albuquerque LE, Andriolo
RB, Marjoribanks J, Macedo CR. Metformin
treatment before and during in vitro fertilization
or intracytoplasmic sperm injection in women with
polycystic ovary syndrome: summary of a Cochrane
review. Fertil Steril. 2015;104:542-4.
96) Pasquali R. Metformin in women with PCOS, pros.
Endocrine. 2015;48:422-6.
97) Isabella R, Raffone E. Does ovary need D-chiroinositol? J Ovarian Res. 2012;5:14.
98) Pizzo A, Laganà AS, Barbaro L. Comparison
between effects of myo-inositol and D-chiro-inositol
on ovarian function and metabolic factors in women
with PCOS. Gynecol Endocrinol. 2014;30:205-8.
99) Roberts SB. Use of the doubly labeled water
method for measurement of energy expenditure, total
body water, water intake, and metabolizable energy
intake in humans and small animals. Can J Physiol
Pharmacol. 1989;67:1190-8.
100) Lerchbaum E, Rabe T. Vitamin D and female
fertility. Curr Opin Obstet Gynecol. 2014;26:145-50.
101) Moran LJ, Brinkworth G, Noakes M, Norman RJ.
Effects of lifestyle modification in polycystic ovarian
syndrome. Reprod Biomed Online. 2006;12:569-78.
102) Yanovski SZ, Yanovski JA. Obesity. N Engl J Med.
2002;346:591-602.
103) Balen AH, Morley LC, Misso M, Franks S, Legro
RS, Wijeyaratne CN, et al. The management of
anovulatory infertility in women with polycystic ovary
syndrome: an analysis of the evidence to support the
development of global WHO guidance. Hum Reprod
Update. 2016;22:687-708.
104) Wadden TA, Berkowitz RI, Womble LG, Sarwer DB,
Phelan S, Cato RK, et al. Randomized trial of lifestyle
modification and pharmacotherapy for obesity. N Engl
J Med. 2005;353:2111-20.
105) Zhang J, Si Q, Li J. Therapeutic effects of
metformin and clomiphene in combination with
lifestyle intervention on infertility in women with
obese polycystic ovary syndrome. Pak J Med Sci.
2017;33:8-12.
106) Kosmas IP, Tatsioni A, Fatemi HM, Kolibianakis
EM, Tournaye H, Devroey P. Human chorionic
gonadotropin administration vs. luteinizing

20

PCOS Patient-Oriented treatments

monitoring for intrauterine insemination timing, after
administration of clomiphene citrate: a meta-analysis.
Fertil Steril. 2007;87:607-12.
107) Eijkemans MJ, Imani B, Mulders AG, Habbema JD,
Fauser BC. High singleton live birth rate following
classical ovulation induction in normogonadotrophic
anovulatory infertility (WHO 2). Hum Reprod.
2003;18:2357-62.
108) Holzer H, Casper R, Tulandi T. A new era in
ovulation induction. Fertil Steril. 2006;85:277-84.
109) Legro RS, Brzyski RG, Diamond MP, Coutifaris
C, Schlaff WD, Casson P, et al. Letrozole versus
clomiphene for infertility in the polycystic ovary
syndrome. N Engl J Med. 2014;371:119-29.
110) Franik S, Kremer JA, Nelen WL, Farquhar C,
Marjoribanks J. Aromatase inhibitors for subfertile
women with polycystic ovary syndrome: summary of
a Cochrane review. Fertil Steril. 2015;103:353-5.
111) Homburg R, Howles CM. Low-dose FSH therapy
for anovulatory infertility associated with polycystic
ovary syndrome: rationale, results, reflections and
refinements. Hum Reprod Update. 1999;5:493-9.
112) Mitra S, Nayak PK, Agrawal S. Laparoscopic
ovarian drilling: An alternative but not the ultimate in
the management of polycystic ovary syndrome. J Nat
Sci Biol Med. 2015;6:40-8.
113) Badawy A, Khiary M, Ragab A, Hassan M, Sherief
L. Ultrasound-guided transvaginal ovarian needle
drilling (UTND) for treatment of polycystic ovary
syndrome: a randomized controlled trial. Fertil Steril.
2009;91:1164-7.
114) Qiao J, Feng HL. Extra- and intra-ovarian factors
in polycystic ovary syndrome: impact on oocyte
maturation and embryo developmental competence.
Hum Reprod Update. 2011;17:17-33.
115) Romito I, Gulino FA, Laganà AS, Vitale SG, Tuscano
A, Leanza G, et al. Renal and Hepatic Functions after
A Week of Controlled Ovarian Hyperstimulation
during In Vitro Fertilization Cycles. Int J Fertil Steril.
2017;11:15-9.
116) Onofriescu A, Bors A, Luca A, Holicov M,
Onofriescu M, Vulpoi C. GnRH Antagonist IVF
Protocol in PCOS. Curr Health Sci J. 2013;39:20-5.
117) Roque M, Tostes AC, Valle M, Sampaio M, Geber
S. Letrozole versus clomiphene citrate in polycystic
ovary syndrome: systematic review and meta-analysis.
Gynecol Endocrinol. 2015;31:917-21.
118) Barthelmess EK, Naz RK. Polycystic ovary
syndrome: current status and future perspective. Front
Biosci (Elite Ed). 2014;6:104-19.
119) Jiang S, Kuang Y. Clomiphene citrate is associated
with favorable cycle characteristics but impaired
outcomes of obese women with polycystic ovarian
syndrome undergoing ovarian stimulation for in vitro
fertilization. Medicine (Baltimore). 2017;96:e7540.

