PCOS
Most common cause of menstrual irregularity and androgen excess in women – diagnosis of exclusion!

Pathogenesis: 
· Altered LH secretion/action 
· Higher LH concentration/pulse frequency/amplitude
· Disrupted ovarian folliculogenesis
· Selection of dominant follicle is abnormal
· Insufficient FSH, local inhibition of FSH activity, intra-ovarian factors
· Altered insulin secretion/action 
· Hyperinsulinemia/insulin resistance 
· Etiology remains unclear
· Increased androgen production
· [bookmark: _GoBack]Genetic factors
· Increased ovarian theca cell response to increased LH

Goals of Therapy:
· Amelioration of hyperandrogenic features
· Management of underlying metabolic abnormalities/reduce risk of DM2 and CV disease
· Prevention of endometrial hyperplasia/carcinoma
· Occurs due to chronic anovulation
· Ovulation induction for those pursuing pregnancy

Treatment Options: 
Combined estrogen-progestin oral contraceptives
· Daily exposure to progestin which antagonizes the endometrial proliferative effect of estrogen
· Contraception
· Reduction in hyperandrogenic manifestations
· Restores menstrual regularity
Progestin only therapy (not as well studied and considered alternative therapy if OCPs cannot be used) – for endometrial protection
· Intermittent progestin therapy – NO reduction in hyperandrogen symptoms, NO contraception
· Medroxyprogesterone acetate 5-10mg for 10-14 days every 1-2 months
· Micronized progesterone 200mg for 10-14 days every 1-2 months
· Continuous progestin therapy – provides both endometrial protection and contraception, NO reduction in hyperandrogen symptoms
· Norethindrone 0.35mg daily 
· Levonorgestrel-releasing IUD
Metformin – restores menstrual cyclicity/ovulation in 30-50%
Antiandrogen – may be added 6 months after OCPs if response not optimal
Lifestyle changes and cosmetic options


