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Polycystic ovary syndrome (PCOS) affects 8-13% of reproductive
age women, with around 21% of Indigenous women affected.!?
Clinically, reproductive features are prominent and underpin
PCOS diagnosis.® The Rotterdam diagnostic criteria are based on
two of three features: oligo- or anovulation, hyperandrogenism
(clinical or biochemical) and polycystic ovaries on ultrasound,
after exclusion of other causes (Box 1) Aetiology includes
genetic causes, in utero hormone exposure and lifestyle factors
(Box 2).** PCOS is an endocrine disorder underpinned by
insulin resistance and hyperandrogenism.>® It is associated
with significant metabolic features including increased rates
of gestational diabetes and type 2 diabetes mellitus as well as
an increase in cardiovascular risk factors (Box 2).” PCOS has
significant psychological impact with increased depression and
anxiety and impaired quality of life (Box 2).5° There is also an
increased rate of weight gain and prevalence of obesity in PCOS,
increasing severity of the condition, causing considerable concern
for those affected and mandating attention to healthy lifestyle.'

Obtaining a timely PCOS diagnosis is challenging for women,
with many experiencing delays with multiple different doctors
involved."'® Inadequate information provision and lack of
satisfaction with care has been reported, especially in areas such
as psychological features, lifestyle and prevention. Doctors often
focus on individual features of PCOS such as infertility, rather
than taking a broader approach to care.”® There is also potential
for overdiagnosis, including when isolated polycystic ovarian
morphology on ultrasound is incorrectly equated with PCOS.
Access to timely, accurate diagnosis and information provision
needs significant improvement.

1 Diagnosis of polycystic ovary syndrome

Rotterdam diagnostic criteria require two of:
1. Oligo- or anovulation;

Adult 2. Clinical and/or biochemical hyperandrogenism;
women 3. Polycystic ovaries;
after exclusion of other aetiologies
Diagnostic criteria require:
1. Oligo- or anovulation: and,
Adolescents 2. Clinical and/or biochemical hyperandrogenism;

after exclusion of other aetiologies
Ultrasound is not recommended in diagnosis <8 years
post menarche

Adapted from Teede et al.®

Abstract

Introduction: We have developed the first international
evidence-based guideline for the diagnosis and management
of polycystic ovary syndrome (PCOS), with an integrated
translation program incorporating resources for health
professionals and consumers. The development process
involved an extensive Australian-led international and
multidisciplinary collaboration of health professionals and
consumers over 2 years. The guideline is approved by the
National Health and Medical Research Council and aims to
support both health professionals and women with PCOS in
improving care, health outcomes and quality of life. A robust
evaluation process will enable practice benchmarking and
feedback to further inform evidence-based practice. We
propose that this methodology could be used in developing
and implementing guidelines for other women’s health
conditions and beyond.

Main recommendations: The recommendations cover
the following broad areas: diagnosis, screening and risk
assessment depending on life stage; emotional wellbeing;
healthy lifestyle; pharmacological treatment for non-fertility
indications; and assessment and treatment of infertility.

Changes in management as a result of this guideline:
e Diagnosis:
= when the combination of hyperandrogenism and
ovulatory dysfunctionis present, ultrasound examination

of the ovaries is not necessary for diagnosis of PCOS in
adult women;

= requires the combination of hyperandrogenism and
ovulatory dysfunction in young women within 8 years of
menarche, with ultrasound examination of the ovaries
not recommended, owing to the overlap with normal
ovarian physiology; and

= adolescents with some clinical features of PCOS, but
without a clear diagnosis, should be regarded as “at risk”
and receive follow-up assessment.

¢ Screening for metabolic complications has been refined and
incorporates both PCOS status and additional metabolic
risk factors.

* Treatment of infertility: letrozole is now first line treatment
for infertility as it improves live birth rates while reducing
multiple pregnancies compared with clomiphene citrate.
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Adapted from Teede et al.®

2 Aetiology and clinical manifestations of polycystic ovary syndrome

Obesity exacerbates hormonal changes

/

Psycho-social issues: body image, self esteem, depression, anxiety

on dermatological and metabolic
features; and cultural factors affecting
experiences of women with PCOS.

The guideline abstract is provided

Lifestyle in Box 4 and the full guideline is
| available at https://www.monash.
edu/medicine/sphpm/mchri/pcos.
Guideline development
| process and methods
#Insulin The guideline and translation
program were developed through the
| integration of clinical perspectives,
Diabetes the preferences of women and
Metabolic syndrome the best available evidence.
| International society-nominated

panels included consumers and
experts in the fields of paediatrics,
endocrinology, gynaecology, primary
| care, reproductive endocrinology,
psychiatry, psychology, dietetics,
exercise physiology, public health,
project management and evidence
synthesis translation. Governance

Cardiovascular risk

Clinically, there is considerable variation in care and evidence
of confusion around diagnostic criteria.'"* Researchers are
frustrated with inadequate priority and funding in PCOS,
especially given the prevalence, disease and economic burden.'
These challenges are exacerbated by inconsistent guideline
quality and recommendations. Past guidelines have not
followed recommended rigorous development processes, have
not involved diverse health professionals including primary
care providers, have not engaged women affected by PCOS, are
country specific or, as in the case of the 2011 Australian PCOS
guidelines,’ are now out of date. In this context, PCOS is a clear
priority area for updated, consistent rigorously co-developed
guidelines, translation resources and health professional and
consumer support.'s

The National Health and Medical Research Council (NHMRC)
funded a Centre of Research Excellence to address current gaps.
Through a multidisciplinary national alliance and international
network, including primary care providers and women with
PCOS, we have developed the International evidence-based
guideline for the assessment and management of polycystic ovary
syndrome 2018 and co-designed an extensive range of translation
resources (Box 3).1

The guideline addresses:

m screening, diagnostic assessment, risk assessment and life
stage (Algorithm 1);

m prevalence, screening, diagnostic assessment and treatment
of emotional wellbeing (Algorithm 2);

m lifestyle (Algorithm 3);

m pharmacological treatment for non-fertility indications
(Algorithm 4); and

m assessment and treatment of infertility (Algorithm 5).

Diverse PCOS features are considered, including reproductive
(hyperandrogenism, anovulation, infertility), —metabolic
(insulin resistance, impaired glucose tolerance, gestational
and type 2 diabetes, adverse cardiovascular risk profiles) and
psychological features (increased anxiety and depression and
worsened quality of life).”” The guideline recognises variable
presentation across the lifespan; ethnicity, which has an impact

included an international advisory
and a project board, five guideline
development groups, and consumer and translation committees.
The NHMRC Australian Centre for Research Excellence in PCOS
co-funded the guideline in partnership with the European
Society of Human Reproduction and Embryology and the
American Society for Reproductive Medicine. Thirty-seven
organisations across 71 countries collaborated to address 60
prioritised clinical questions based on 40 systematic and 20
narrative reviews, generating 166 recommendations. Methods
met NHMRC standards and procedures for externally developed
guidelines'® and are outlined in the full guideline and Box 5."
These involved rigorous systematic review, training, online
communication and face-to-face meetings to discuss the evidence
and apply the Grading of Recommendations, Assessment,
Development, and Evaluation (GRADE) framework. Evidence
quality, feasibility, acceptability, cost, implementation and
ultimately recommendation strength were agreed across the
panel. Convened committees from partner and collaborating
organisations provided peer review and the guideline was
approved by the NHMRC.>2

Women with PCOS and health professionals as the end users
played a fundamental role in developing the guideline and
resources. Stakeholder engagement and processes for guideline
and translation resource development are outlined in Box 5.1 A
summary of the recommendations is published elsewhere. %
The MJA has also published an editorial accompanying this
supplement.?

In this supplement, we aim to optimise translation and
implementation of the guideline (Box 4) by providing a brief clinical
summary in the Australian context, noting key changes in practice,
and by supporting health care providers, especially those in primary
care, with co-designed, practical information, tools and consumer
resources to improve outcomes and quality of life for women with
PCOS (Box 3). We also highlight implications for Aboriginal and
Torres Strait Islander women who are at high risk of PCOS.

The guideline is underpinned by a robust evaluation process
which will enable practice benchmarking and feedback data to
be collected to guide further alignment with evidence-based care.
Downloads of the guideline and its resources will be monitored;
focus groups and surveys will measure awareness in consumers
and knowledge and practice change by health professionals. This



3 Resources for women and health professionals to support
evidence-based care in polycystic ovary syndrome (PCOS)

Resources for health professionals

Algorithm 1

Algorithm 2

Algorithm 3

Algorithm 4

Algorithm 5

Online programs
Certificate programs

GP Tool and care plan

Resources for women
Infographic 1

Infographic 2

Infographic 3

Infographic 4

Infographic 5

Video series

Mobile app

Written resources
Online programs

Question prompt list

Screening, diagnostic assessment, risk assessment and
life stage
https://www.monash.edu/__data/assets/pdf_
file/0018/1411641/Algorithm-1-20180615.pdf
Prevalence, screening, diagnostic assessment and
treatment of emotional wellbeing

https://www.monash.edu/__data/assets/pdf_
file/0004/1411645/Algorithm-2.pdf

Lifestyle

https://www.monash.edu/__data/assets/pdf_
file/0008/1411649/Algorithm-3.pdf

Pharmacological treatment for non-fertility indications

https://www.monash.edu/__data/assets/pdf_
file/0019/1411651/Algorithm-4-20180801.pdf

Fertility treatment

https://www.monash.edu/__data/assets/pdf_
file/0003/1411653/Algorithm-5-20180619.pdf

Webinars, interviews with experts and women with PCOS
Online (fee-paying education programs)

QOutline of PCOS for GPs to be used during the
consultation
https://www.monash.edu/__data/assets/pdf_
file/0003/1411662/PCOS-GP-Tool-20180622.pdf;
https://www.monash.edu/medicine/sphpm/mchri/pcos/
resources/practice-tools-for-health-practitioners

What is PCOS and do | have it?
https://www.monash.edu/__data/assets/pdf_
file/0009/1410858/PCOS-Quiz.pdf

Lifestyle and PCOS
https://www.monash.edu/__data/assets/pdf_
file/0006/1410855/PCOS-and-Lifestyle-Management.pdf
Emotional wellbeing and PCOS
https:.//www.monash.edu/__data/assets/pdf_
file/0004/1410853/PCOS-and-Emotional-Well-being.pdf
PCOS medical treatment

https://www.monash.edu/__data/assets/pdf_
file/0020/1410860/PCOS-Treatment.pdf

Fertility and PCOS
https://www.monash.edu/__data/assets/pdf_
file/0005/1410854/PCOS-and-Fertility.pdf

A series of videos delivered by experts on all aspects of PCOS
Available on Apple iTunes and Google platforms —
multilingual options in development

Fact sheets, e-resources, booklets and tools available online

Webinars and online resources and presentations

Question list embedded in the app or available stand-
alone to improve interaction between women with PCOS
and their health professionals

All resources are available at https://www.monash.edu/medicine/sphpm/mchri/pcos

Screening, diagnostic assessment, risk
assessment and life stage (Algorithm 1)

We aim to improve accuracy and to simplify
and facilitate timely diagnosis, while avoiding
overdiagnosis, especially in adolescents. The guideline
endorses the consensus-based Rotterdam diagnostic
criteria®” for adult women and supports them with
best available evidence. Algorithm 1 (https://www.
monash.edu/__data/assets/pdf_file/0018/1411641/
Algorithm-1-20180618.pdf) highlights the refined
diagnostic criteria in adolescents, which require
both hyperandrogenism and irregular cycles, with
ultrasound now not recommended for diagnosis within
8 years of menarche, owing to overlap with normal
reproductive physiology. Adolescents with clinical
features but not a clear diagnosis are deemed “at risk”,
with follow-up assessment recommended. Diagnostic
features are refined, including irregular cycles, clinical
and biochemical hyperandrogenism, and polycystic
ovarian morphology. Exclusion of thyroid disease
(thyroid-stimulating hormone), hyperprolactinemia
(prolactin) and non-classic congenital adrenal
hyperplasia (17-hydroxyprogesterone) is
recommended, with further evaluation in patients with
amenorrhea and more severe clinical features including
consideration of hypogonadotropic hypogonadism,
Cushing disease or androgen-producing tumours. The
guideline recognises that PCOS is an insulin-resistant
and metabolic disorder; tests for insulin resistance,
however, lack accuracy and should not be incorporated
into the diagnostic criteria for PCOS at this time. Anti-
Miillerian hormone is likewise not recommended for
diagnosis at this time.

Complication screening is recommended in PCOS.
Cardiovascular risk factor screening is updated
and simplified, including monitoring weight and
weight change, assessing body mass index, family
history, ethnicity, smoking status, blood pressure
and glycaemic status in all patients with PCOS, and
waist circumference and lipid profiles in those with
additional risk factors. Frequency and type of testing
are guided by presence of both PCOS and other risk
factors. Obstructive sleep apnoea and endometrial
cancer risk are also addressed.

Prevalence, screening, diagnostic
assessment and treatment of emotional
wellbeing (Algorithm 2)

Algorithm 2 (https://www.monash.edu/__data/assets/
pdf_file/0004/1411645/Algorithm-2.pdf) highlights
the increased prevalence of psychological features in
PCOS, including anxiety and depressive symptoms,
psycho-sexual dysfunction, eating disorders and
disordered eating, and adverse impact on body
image. The importance of these issues for women
is recognised, along with the resulting significant

information will then be compared with data that were collected
before the guideline release, to measure change.

Thisstrategicinternational approachinvolved strong partnership
between consumers, multidisciplinary health professionals,
academics and professional societies and we propose that this
is transferable to other women’s health conditions and beyond.
Such an approach can reduce duplication of effort and promote
consistency of care and focus on provision of useful, accessible
and meaningful resources to support both health professionals
and people affected by a variety of conditions.*

impairment of quality of life. It is vital to ascertain and focus on
the individual areas of most importance to women with PCOS.
Appropriate screening is recommended based on risk, along
with consideration of PCOS features that may have an impact
on treatment.

In models of care, identification of priority areas for the
individual with PCOS is paramount to enable targeted treatment
that improves quality of life. Primary care providers are well
positioned to assess, provide care and coordination and, if
needed, refer to ensure that care is targeted to need and priority.
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4 Abstract from the International evidence-based guideline
for the assessment and management of polycystic ovary
syndrome 2018

Objective: To develop and translate rigorous, comprehensive evidence-
based diagnosis, assessment and treatment guidelines, to improve the
lives of women with polycystic ovary syndrome (PCOS) worldwide.

Participants: Extensive health professional and patient engagement
informed guideline priority areas. International Society-nominated
panels included consumers, paediatrics, endocrinology, gynaecology,
primary care, reproductive endocrinology, psychiatry, psychology,
dietetics, exercise physiology, public health, project management,
evidence synthesis and translation experts.

Evidence: Best practice evidence-based guideline development
involved extensive evidence synthesis and the Grading of
Recommendations, Assessment, Development, and Evaluation
(GRADE) framework covered evidence quality, feasibility, acceptability,
cost, implementation and ultimately recommendation strength.

Process: Governance included an international advisory board from
six continents, a project board, five guideline development groups with
63 members, consumer and translation committees. The Australian
Centre for Research Excellence in PCOS, funded by the National Health
and Medical Research Council (NHMRC), partnered with European
Society of Human Reproduction and Embryology and the American
Society for Reproductive Medicine. Thirty seven organisations across 71
countries collaborated with 23 face to face international meetings over
15 months. Sixty prioritised clinical questions involved 40 systematic
and 20 narrative reviews, generating 166 recommendations and
practice points. Convened Committees from partner and collaborating
organisations provided peer review and the guideline was approved by
the NHMRC.

Conclusions: We endorse the Rotterdam PCOS diagnostic criteria in
adults (two of clinical or biochemical hyperandrogenism, ovulatory
dysfunction, or polycystic ovaries on ultrasound) and where irregular
menstrual cycles and hyperandrogenism are present, highlight

that ultrasound is not necessary in diagnosis. Within eight years of
menarche, both hyperandrogenism and ovulatory dysfunction are
required, with ultrasound not recommended. Ultrasound criteria are
tightened with advancing technology. Anti-MuUllerian hormone levels
are not yet adequate for diagnosis. Once diagnosed, assessment and
management includes reproductive, metabolic and psychological
features. Education, self-empowerment, multidisciplinary care

and lifestyle intervention for prevention or management of excess
weight are important. Depressive and anxiety symptoms should be
screened, assessed and managed with the need for awareness of
other impacts on emotional wellbeing. Combined oral contraceptive
pills are firstline pharmacological management for menstrual
irregularity and hyperandrogenism, with no specific recommended
preparations and general preference for lower dose preparations.
Metformin is recommended in addition or alone, primarily for metabolic
features. Letrozole is first-line pharmacological infertility therapy; with
clomiphene and metformin having a role alone and in combination.

In women with PCOS and anovulatory infertility, gonadotrophins are
second line. In the absence of an absolute indication for IVF, women
with PCOS and anovulatory infertility, could be offered IVF third line
where other ovulation induction therapies have failed. Overall evidence
is low to moderate quality, requiring significant research expansion in
this neglected, yet common condition. Guideline translation will be
extensive including a multilingual patient mobile application and health
professional training.

Reproduced with permission from the author Helena Teede on behalf of
Monash University, which holds the copyright: https://www.monash.edu/__
data/assets/pdf_file/0004/1412644/PCOS-Evidence-Based-Guideline.pdf

Ethnic and cultural difference and life stage need consideration.
Care should address short and long term psychological features
and be mindful of how reproductive and metabolic features may
affect psychological wellbeing.

Lifestyle (Algorithm 3)

Algorithm 3 (https://www.monash.edu/__data/assets/pdf_
file/0008/1411649/Algorithm-3.pdf) highlights that healthy
lifestyle and prevention of excess weight gain are critical for all
women with PCOS from adolescence. Lifestyle interventions are
similarly effective in women with and without PCOS, and are
first line treatment in the majority of women with PCOS who
are overweight. Modest weight loss of 5-10% of body weight

is recommended to improve PCOS features, primarily through
caloric restriction. No specific diet offers greater benefit in PCOS.
Exercise recommendations are made for weight maintenance,
health and weight loss. Incorporating behavioural strategies
such as goal setting, self-monitoring, stimulus control, problem
solving, assertiveness training, slower eating, reinforcing
changes and relapse prevention are recommended to improve
adherence and efficacy.

Pharmacological treatment for non-fertility
indications (Algorithm 4)

Algorithm 4 (https://www.monash.edu/__data/assets/
pdf_file/0019/1411651/Algorithm-4-20180801.pdf) outlines
recommendations regarding pharmacological treatment for non-
fertility indications. Combined oral contraceptive pills (COCPs)
continue to be recommended as first line medical treatment for
hyperandrogenism and regulation of menstrual cycles in PCOS.
COCP efficacy is largely related to hepatic-mediated oestrogenic
effects on sex hormone-binding globulin, which in turn decrease
free testosterone levels. Other forms of hormonal contraception
are less effective in this regard. COCP use for 6-12 months
reduces androgens and hirsutism. Mood impacts have not been
shown in PCOS; however, general population studies have noted
COCP impact on libido and mood. No one preparation has been
shown to be superior in PCOS, with all COCP agents increasing
sex hormone-binding globulin and improving clinical outcomes.
Based on general population data, COCPs are recommended at
the lowest effective oestrogen dose balancing efficacy, metabolic
risk profile, side effects, costs and availability, and 35 mg
ethinyl estradiol preparations are not recommended first line
treatment. Where COCPs and lifestyle changes fail in meeting
treatment goals, metformin, as an insulin sensitiser, may assist in
prevention of weight gainand improvement in metabolic features.
Metformin improves body mass index, cyclicity, androgen
levels and metabolic features, has demonstrated efficacy in
combination with lifestyle modification, and is recommended in
addition to lifestyle intervention, not as a substitute. Low dose
therapy is recommended initially, with subsequent titration to
reduce the mild and self-limiting gastrointestinal side effects.
Anti-androgens in PCOS have limited evidence and are only
recommended for hirsutism when at least 6 months of COCPs
with cosmetic therapy have failed. Bariatric surgery can improve
clinical features; however, registry studies demonstrate concerns
around pregnancy outcomes and should only be considered in
PCOS after lifestyle therapy fails.

Assessment and treatment of infertility (Algorithm 5)

Algorithm 5 (https://www.monash.edu/__data/assets/
pdf_file/0003/1411653/Algorithm-5-20180619.pdf) outlines
recommendations on pre-conception care and infertility
management. While infertility assessment and management
require specialist care, optimisation of psychological health,
lifestyle intervention and provision of evidence-based resources
to inform women on infertility treatment recommendations are
well placed in primary care. The key change recommended in
the guideline is the use of letrozole as first line pharmacological
treatment in PCOS-associated and anovulatory infertility.
Compared with clomiphene citrate, letrozole improves live
birth rate, with a reduced rate of multiple pregnancy. However,
in Australia, this involves off-label prescription and requires
explanation and consent from the patient. Clomiphene citrate is
recommended alone or combined with metformin. Metformin can
be used alone, recognising lower success rates than other agents.
When first line therapy has failed, exogenous gonadotrophins
in women with clomiphene citrate-resistant PCOS are generally
recommended second line, as is laparoscopic ovarian drilling.



5 Guideline development process

22. Revise and update
21. Evaluate
20. Implement
19. Disseminate”
18. Obtain endorsements
17. Public consulation
16. Finalise guideline
content

update
(steps16-18
up to 6 months)

review of

evidence

(6 months - 1

scope
(up to 6 months)

15. Write narrative
clinical context”

14. Reach consensus
among GDG*

13. GRADE
recommendation(s)*

12. Draft
recommendation(s)*

11. Synthesise evidence

Formulate
guidance
(3 months)

Systematic

9. Extract data
10. Synthesise data

is required.

Reproduced with permission from Misso and Teede.”®

1. Create multidiciplinary guideline
development group including consumers

2. Scope and define topics*

3. Identify and prioritise clinical questions*
4. Define PICO*

5. Identify existing guidelines to adapt

If <5 years and high quality, skip to
step 13 to adapt for local use

If >5 years and high quality,
update
\4

6. Systematically search for evidence care
7.1dentify and select evidence* 4
8. Appraise methodological quality of
included studies

GDG = guideline development group. *Time points and tasks where prioritisation of engagement from GDG

dyslipidaemia and mental health disorders,
independent of PCOS.” They are more
likely to be overweight or obese at all ages,
with obesity contributing around 16% of the
disparity in health burden.?® Diabetes is a key
cause of mortality and disability-adjusted life-
years in Aboriginal and Torres Strait Islander
women,® and PCOS amplifies these risks,
making screening more critical.

Lifestyle management s the firstline treatment
for PCOS and associated complications.
However, access to culturally appropriate
services and lifestyle programs is
suboptimal, because socio-economic factors,
as well as lack of access to healthy food
for those living in remote locations, create
barriers to modifying lifestyle. Improving
this situation is likely to require broader
community and government action. There
is little information about exercise among

Importantly, in vitro fertilisation is indicated for women with
PCOS and anovulation, after failure to respond to first and
second line ovulation induction, or if there are other factors
contributing to infertility. Algorithm 5 provides a detailed
explanation regarding drug choice, based on clinical and
other factors.

General practice tool, care plan and consumer
resources to support care

Tools and resources have been developed with and for general
practitioners, including a GP tool and care plan template to
support decision making and evidence-based care in clinical
practice  (https://www.monash.edu/medicine/sphpm/mchri/
pcos/resources/practice-tools-for-health-practitioners). A
key component of the range of consumer tools, developed in
partnership with consumers, is the PCOS app (AskPCQOS). This
is the first evidence-based PCOS app that has a range of unique
features (eg, a comprehensive repository of information,
question prompt list) to increase PCOS-related health
literacy. GPs and other health professionals are the preferred
source of consumer information, yet there is a clear need for
complementary, additional, high quality, evidence-based
resources for affected women. Such resources are accessible by
searching “Monash PCOS” in your Web browser, or see Box
3 for direct links to the guideline resources for women and
health professionals. These resources address demonstrated
gaps, including inadequate and generally poor quality existing
information, to support clinical care and improve knowledge,
consumer engagement and health outcomes.

Considerations for Aboriginal and Torres Strait
Islander women

Given the higher prevalence and more severe clinical features of
PCOS in Aboriginal and Torres Strait Islander women,*? early
diagnosis and management are vital to prevent and manage
the reproductive, metabolic and psychological features of
PCOS. This must be undertaken in a culturally appropriate and
respectful manner.

In diagnosis, high quality ultrasound access may be challenging,
as Aboriginal and Torres Strait Islander women are more likely
to live in remote locations.?® The reduced guideline focus on
ultrasound in PCOS diagnosis may assist here. Regarding
screening for features of PCOS, Aboriginal and Torres Strait
Islander women have increased risks of obesity, type 2 diabetes,

Aboriginal and Torres Strait Islander women.
However, low participation rates in sports, less in women than
men, have been noted.” Facilitators of engagement include
having a group, family, community or team focus, choice of
activities and realistic goal attainment.”*° Overall, we anticipate
that the lifestyle recommendations in the guideline will be broadly
applicable to Aboriginal and Torres Strait Islander women, but
we acknowledge the socio-economic and geographical barriers
and the need for adaptation to engage this population, especially
in rural and remote locations.

Although the data are unclear, it is likely that infertility rates
among Aboriginal and Torres Strait Islander women are at
least similar to the national prevalence (the limited reports
suggest they are actually higher) despite the younger age of
first birth and increased total fertility rate.?"* This emphasises
the need for early diagnosis and for prevention. Socio-economic
and geographic barriers may also affect uptake of medication
recommendations (eg, letrozole) or procedures (eg, laparoscopic
surgery). See also http://www.naccho.org.au/wp-content/
uploads/1.National-guide-to-a-preventive-health-assessment-
for-Aboriginal-and-Torres-Strait-Islander-people-2.pdf.

Resources are currently in the co-development phase with
Aboriginal and Torres Strait Islander women.

Conclusion

The International evidence-based guideline on the assessment and
management of polycystic ovary syndrome 2018 has been rigorously
developed and informed by consumers, multidisciplinary health
professionals and leading PCOS experts from six continents. The
guideline is designed to address the needs of health professionals
in providing better, timely care and improved outcomes for
women with PCOS, as well as enabling women to be more
informed and involved in their treatment.

The PCOS guideline and translation resources aim to accelerate
the delivery of consistent, evidence-based care across
Australia. GPs are well supported in the implementation of the
recommendations from the PCOS guideline by the provision
of the range of freely available practice tools, tailored to the
Australian context. GPs can also augment the PCOS-related
health literacy of consumers by directing them to the range of
consumer resources.
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Algorithm 1:
Screening, diagnostic assessment, risk assessment and life-stage

Step 1: Irregular cycles + clinical hyperandrogenism

(ahude other causes)® = diagnosis

Step 2: If po clinical hyperandrogenism
Test for biochemical hyperandioganism (axclude olher calses)® = disgnosis

step 3. IFONLY Irregularcycles OR hyperandrogenism
Adolescants Utrasound 15 nol Indicated = congider 8l fisk of PCOS and reassess llar
Adulls - request uttraseund far PCOM, |1 posithve {exciude olher causes)® = diagnosis
* Exclusion of other causes requires TSH, Prolactin levels, FSH and If clinical status Indicates other causes nead to be excluded
{a.g CAH, Cushings. adrenal lumours alc)
Hypogonadolrophic hypogonadism, genarally dus to low body fal or intensive exancisa, should also be excludad clinically and with LH and FSH levels

Diagnostic Criterla

I‘La:f;;l. L il dotdcin

& normal In the first year post menasche = puberial Iransition

® > 1o < 3 years posl menarche. < 27 0r > 45 days

e > 3years posl menarche o perimencpause; < 21 or > 35 days or < 8 cycles par year

® > year post menarcha > 90 days for any one cycle

* Primary amenorihea by age 15.or> 3 years posl Ihelarche (breast development)

With irreguiar cycles, PFCOS should be considered and assessed according to Ihe guidefines

Crutatory dysfunction can stifl occur with reguiar cycies. If anovulation suspected test progesterons bevels

=i

Comprehensive history and physical examiration for clinical hyperandogenism, Adulls: acne, alopecta and hirsulism and in adolescents severs
acne and hirsutism

Be aware of polential negative psychosocial Impact of clinical hyperandroganism. Parceplion of umwanted face and body hair andfor alopecia
ara Importan, regardiess of apparent clinical severily.

Standardised visusl scales are prefarmad when assessing hirsutism such as the modified Ferriman Galtway score (mFG), A cul-off score of = 4-6
Indicates hirsutism, depending on athniclty, It is acknowiedged that self-lrestment s common and can lmit clinlcal assassment,

The Ludwig visuml scone [ prefermed for gssessing the degrea and distribulion of alopecka
Hirsullsm pravalancs is same across athnlcltles. mFG cut-offs for hirsutism and savarity. vary by athnicity
Only berminal halrs redevant in pathological hirsutlsm (untreated > 5 mm long, variable shape and pigmenied)

P
Usa calculated free testosterona, free androgen index or calculaled bloavaliable festosterone In diagnosis
Androstenadiona and deydroeplandrosterona sulfate [DHEAS) have imited rmle in PCOS diagnosis

High quality assays needad for most accurate assessmenl. Direct frea lestosterone assays not preferred, Interpretation of androgen levels should ba
guidad by the reference rmangss of the laboratory usad

Riliable assessment of blochamical hyperandrogenism not possible on hormonal contraception. Consider withdrawal for = 3 months before testing.
advising non-hormonal contraceplion during this time.

In dizgnesis. blochemical hyperandrogenism mast useful when ciinical hyperandrogenism is unclear,

Where kevals are well above laboratory refermnce ranges, other causes should be considerad. History of symplom onsel and progression |s erifical In
assessing for neoplasia. however, some andrgen-sacreting neoplasms may only Induce mild lo modarsis increases In biochamical hyperandrogenism,

Uitrasound shauld not be usad for the diagnosis of PCOS in thosa with a gynascological age of < 8 yaars (< 8 years after menarncha),
duwa to the high incidence of mulli-follicular ovarias In this lifie staga.
Thie transvaginal ultrasound approach i prefermed in the diagnosis of PCOSG. If sexually active and If accepiable to Ihe individual being assessed

Using endovaginal ulfrasound transducers with 3 frequancy bandwidth that Includes BMHz, the threshold for PCOK should be a folllcks number per
ovary of = 20 and/or an ovarlan volume = 10mi on elther ovary, ensuring no corpora lutea, cysts or dominant follicles ara prasent

If using older technology. the threshold for PCOM could be an ovarian wolume = 10mi on alther ovary

In patiants with irreguiar menpstrual cycles and hyperandrogenism, an ovarian ultrasound s not necessary for PCOS disgnosis; however ultrasound
will Idantify the complete PCOS phenotype

Transabdominal Witrasound should primarily report ovarian volume with a lhreshald of = 10ml, ghen Ihe difficully of rellably assessing Tolllcle
number with this approach
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Ethinlc variation

Cansidar ethnic varialion in PCOS Including:

» ratalivaly mild phenatypes in Caucasians

® higher BMI In Caucasians, espacially North America and Australa.

& more sevare hirsutism in Middle Eastern, Hispanic and Meditarransan woman

® Increased cantral adiposity, Insulin resistance, diabstes, metabolic risks and acanthosis nigricans In South East Aslans and Indigenous Australlans.
* fower BMI and milder hirsutksm in East Aslang.

* highar BMI and metabolic features In Africans.

Anti-miillorian bormono (AMH)
Sarum AMH levels should not yat be used 35 an alternative for the delaction of PCOM or to diagnose PCOS.

Cardiovascular disease risk and woight managomant

All with PCOS should be offered regutar monltoring for waight change and excess walght, in consultation with and where acceptable to the individual
Monltoring could be 2 each visll or al a minimum 6-12 monlhly, with Irequency plannad and agreed batween the health professional and the individial

Weight, height 2nd ldeaily waist circurmference shoulkd be measured and BMI cakculaled,
& BMI categories and walsl circumference should follow World Health Organisation guidelines also noting ethnlc and adolescent ranges.
* Consideration for Astan and high risk ethnlc groups Including monitaring walst circumference:

All with PCOS should be assessed for Individual cardiovascular risk factors and global CVD risk.

It sereening reveals CVD risk factors Including obesily, cigaretie smoking, dyslipidemia, hypartension, Impalred glucose folerance and tack
of physical activity, women with PCOS should be conslidared st increasad risk of CVD

Owerwelght and obese women with PCOS, ragardiess of age, should have a fasting lipld profils (lotal cholesterol, low dansity lipoprotein cholesteroi,
high density lipoprotein cholesterol and rigiycaride level at diagnosis). Thareafler, measuramant should be guided by the results and the glotal CVD risk.

AN womaen with PCOS: should have biocd pressure measurad annually.

CVD risk In women with PCOS remains unclear pending high quality studies, however prevaience of CVD risk factors s increased,
warraniing awareness and consideration of screening.

Gestational diabotes, impaired glucese tolorance and type 2 diabotes

Regardiess of age, gestational diabetes, Impalred glucosa tolerance and type 2 disbeles (5 fold in Asla, 4 fold In the Americas and 3 fold In Europe)
are Increzsad In PCOS, with risk independent of, yel exacerbated by obesily.

Glycaemic status should be assessed ol baseline inall with PCOS and thereafter, avery one to three years, basad on presence of other diabetes
risk factors,

In high risk women with PCOS (including 2 BMI > 25ka/m or in Astans > 23kg/m”, History of sbnormal glucoss tolerance or family history of disbetes,
hypertension or high risk ethnlcity) an oral giucose tolemncs lest (OGTT) Is recommanded. Otharwise afasting glucoss or HoA1e should ba performed.
An DGTT should be offered in all with PCOS when planning pregnancy or seeking fertility treatment. given Incregsad hyperglycaemia and comortidities
In pregrancy.

I not parformed preconception, an OGTT should be offered af < 20 weeks gestation, and all women wilh PCOS showdd be offered the lest ol 24-28
weeks gestalion

Obstruciive slewp apnea (054)

Scmeening should only be considerad for 0S4 In PCOS Lo identily and alleviale relaled symploms, such as snoring, waking unrefreshed from sleep,
daylirme sleepingss, and lhe polential for fatigue lo contribute lo mood disorders Screening should nol be considerad with Iha intention of Improving
cardiomatabolic risk, with Inadequate evidence for matabolk: benefits of 0SA Ireatmsant in PCOS and In general popultions.

A simpla screening questionnaira, praferably tha Bariia tool, could be applied and If positive, referral.
A poshive screen ralsas the lNeelibood of 0S4, however it does not quantiy sympltom burden and alone does not Justify trestment. If women with
PCOS havie 054 q_.-mph:ms and a posithve strean, Ihay should Idaall_r_bu raferred I:a_:r aapec_hi__}_sl. canire for further envaluation,

Heallh professionats and women with PCOS should be aware of @ two bo six fold Increased risk of endometrial canoer, which often presents before
menopalise: howaver sbsolule risk nemains refalively low

Health professionats shouwld have a low threshold for investigalion of endometral cancer In PCOS, with transvaginal ultrasound andfor endomatrial
biopsy recommendad with persistent thickened endomeatrium andfor risk factors including prolenged amenorrhes. abnormeal vaginal bleeding or
axcess welghl. Routine ultrasound screaning of endomalrial thickness in PCOS s nol recommiended

Optimal prevention for endometrial hyperplasia and endometrial cancer is nol known. A pragmatic approach could include COCP or progestin therapy
0 R S o ouRgr g o0

For morg information on PCOS. se tha International evidence-based guidetine for the assessment and
management of polycystic ovary syndrome 2018 avallable al' www monash edw/medicine/sphpmimehri/poos & Menash Unhersity
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Algorithm 3: Lifestyle

Lifestyle
Effectiveness of lifestyle interventions

Healthy lifestyle bahaviours (healthy eating and regular physical activity) should be recommended in all wamen with PCOS including those with
gxeess weight, 1o achiews and/or malntain healthy weight and (o optimise health, and quality of Ffe across the life course. Ethnic groups at high
cardiometabolic risk require mone considaration,

Achievable goals such as 5% lo 10% weighl loss In those with excess weight yields significant clinical improvements and Is considered successiul
weight reduction within six months. Ongoing manitoring is important in weight loss and maintenance. Consider referral to a professional to assist
with healthy lifestyle

SMART (Specific, Measurahle, Achievable, Realistic and Timely) goal setting and self-monitoring can enahle achieverneni of realistic ifestyle goals.

Psychological factors such as anxiely and depressive symptoms, body image concerns and disordered eafing need consideration 1o oplimise healthy
lifestyle engagament.

All patient interactions should be patient-centrad and value women's individualised healthy lifestyle preferences and cultural. socioeconomic
and ethnec differences.

Adolescent and ethnlc-specific body mass index and waist cireumference categories should be considered whan oplimising Iifestyle and weight

Bohavioural strategies

Lifestyle interventions {may also Include cognitive behavioural interventions) could Inchude goal-setting, seff-monitoring, stimulus contral,
problem solving, assertivensass training, slower eating, reinforcing changes and refapse prevantion, to optimise weight management
healthy lifestyle and emational wellbeing In woman with PCOS,

Dietary intervention
General healthy eating pringiples should be Tollowed for all women with PCOS across the life course, with no one dielary lype recommended in PCOS,

To achieve weight loss in those with excess waight, an energy deficil of 30% or 500 - 750 kealfday (1.200 - 1,500 kealfday) could be prescribed
far women, also consldering individual energy requirements, body weight, food preferences and physical activity levals and an individualised approach

Exercise intervention

Health professionals shoukd encourage and advise the following for prevention of weighl gain and maintenance of heallth:

® in adults from 18-64 years, a minimum of 150 minfwesk of moderats intensity physical activity or 75 minfwesk of vigorous intensities
or an equivalenl combination of both Including muscle strengthening activities on 2 non-consecutlve days/week

® in adolescents, at least 60 minutes of moderate (o vigorous mlansily physical acinvity/iday mcluding those that strengthen misscle

and bone at least 3 times weekly,
# activity be performed in &l least 10 minule bouts or around 1000 steps, aiming {0 achieve at least 30 minutes daily on most days

Health professionals should encourage and advise the following for modesl weight-loss, prevention of weight-ragain and greatar health
benefits including:
* 3 minimum of 250 minfweek of moderale intensily activities or 150 minfweek of vigorous milansily or an equivatent combination
of both, and
» muscle strengthening activities invalving major muscle groups on 2 non-consacutive days/week and minimised sedentary,
screen or sitling time

Physical activity can be incidental or structured. Self-monitoring, including with Titnass tracking devices and technologies, could suppart
and promote active lifestyles.

Ohesity and welght assessment

Women with PCOS have higher waight gain and obesity which can impact healih and amotions) wellbelng. In addressing this, consider related stigma,
negative body image andfor low self-asteem by use of a respectful and considerate approach, considering personal sensitivilies, marginalisation
and patential weight-refated stigma

Prevention of weighl gain, monitoring of weight and encouraging evidence-based and socio-cullurally appropriste healthy lifestyle is Important
in PCOS from adolescenca.

Far mora information on PCOSE, sea the International evidence-based guideline for the assessment and
management of polycystic ovary syndrome 2018 available al: www monash. edwmedicine/sphpmimehripeos D Manash Univarsily
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Algorithm 5: Assessment and treatment of infertility

15t line non-pharmacolegical management for infertility ‘ Lifestyle intervenlions
I |
15t line pharmacological management for infertility
Letrozole’
{consider Latrozole as st line (erapy) Clamiphena .
cirate Clemiphens citrats &
+ metfommin Metfermin® *
Goradatrophins*

! .

Gonadatrophins Laparoscogic ovarkan surgeny
L 1

' Off label prescribing; Letrozole, COCPs, matfermin and olher pharmacological réatmients are generally off label In PCOS, as pharmacsutical
companies have not applied for approval In PCOS. However, off latiel use is predominantly evidenca-based and Is allowed In many countries:
Whare it iz allowad, heallh professionals shoutd inform women and discuss the evidence, possibie concerns and side effects of traatment

Asgessment and treatment of infertility

Assessment of factors that may affect fertility, treatment response or pregnancy outcomes

Factors such as blood ghscose, weighl, Bood prassure, smoking, aloohol, diet, exercise, sleep and mental, smotional and sexual health should
be oplimised m women with PCOS, lo improve reproductive and obstetric oulcomes, aligned with recommeandations in the general population.

Rafer fo the International evidence-based guidsline for the assessment and management of polycystic ovary syndrome 2018 avatlzhle al:
www.monash edu/medicine/sphpm/mchrifpcos

Maonitoring during pragnancy is important for women with PCOS, given mcreased risk of adverse matemnal and offspring outcomes.

For women with PCOS and Infertility due Lo anovidstion alone with normal samen analysls, the risks, benelils, costs and liming of lubal patency
testing should be discussed on an indhvidual basis,

Tubal patency lesting should be conzidered prior to ovalation induction for wormen with PCOS whare there is suspected Lubal infertility,
Ovulation induction principles

The use of ovulation induction agents, including letrozels, metformin and clomiphene citrata is off labal in many countries”.

Pregnancy should be excluded prior to svulalion Induction.

Unsuccessiul, prolonged use of ovulation induction agenis should be avoided, due o poor success rales,

Letrozole

Letrozale should be considered first line phamuacological treatmen| for ovulalion Induction in wamen with PCOS with anovulalory infertility and
ne offver-infariildy factors to impove ovuiation, pregnancy and live birth rates

Where letrozole 15 nol available or use is nol permitied o cost is prohibitee, health professionals should use other ovulation induction agents

Health professionals and women should be aware that the risk of mullipls pregnancy appears to ba less with [etrozole, compared to clemiphens citrata.
Clomiphene citrate and metformin

Clomiphene cirate could be usad alone in wormen with PCOS with ansvulatory inferfiity and no othar nferfility faciors- lo iImprove ovulalion and pregnancy rales

Matformin could be used alons in women with PCOS, with enovuistory Infertifity and no other infertility factors, to improve ovulation, pregriancy and
Iive birth rates, atthough women should be informed thal there are more éffective ovulation ndudlion agents.

Clemiphene cifrale could be used in preference, when considering clomiphene citrate or metformin for evulation induction in women with PCOS
whi ara obese (BMI is = 30 kg/m™) with anovulatory infertility and no other infertility faclors

It metformin is being used for ovulation induction in wamen with PCOS who are obese (BMI 2 30kg/m7) with anovulatory infertility and no other
Infertility faclors, clomiphene citrale could be added lo Improve ovulation, pregnancy and Ike birth rales,

Clomiphena citrale could be combined with metformin, rather than peesisting with clomiphene cifrate alone, in women with PCOS who are clomiphene
citrata-resistant, with anowvulstory infertility and no other infertility factors, to imgrove ovulation and pregnancy rates.

The risk of multipke pregnancy is increased with domaphens cilrate use and therefore moniloring needs W be considersd.



PCOS GP Tool

This PCOS GP Tool is based on the best available evidence
4 and was co-designed with health professionals, and aims
to assist in the delivery of evidence-based care.

For mare information on PCOS, see the International
PCOS evidence-based guideline for the assessment and
management of polycystic ovary syndrome available at:

www, monash.edufmedicinesphpmimohri/poos

® 2. CREPCOS MONASH
O e University asrm hre

<
—
>
N
o
©
3
wn
<=

O

o)

Z

810¢ 1890120 |




©
o
~N
@
Q
o
g
O
o

MJA 209 (7 Suppl)

Step 1: Irregular cycles +

clinical hyperandrogenism

(exclude other causes)’ = diagnosis

Step 2: If no clinical hyperandrogenism

Test for biochemical hyperandrogenism
(exclude other causes)” = diagnosis

Step 3: If ONLY irregular cycles OR

hyperandrogenism

Adolescents ultrasound is not indicated = consider at risk
of FCOS and reassess later

Adults - request ultrasound for PCOM, if positive
{exclude other causes)® = diagnosis

* Exclusion of other causes requires TSH, Prolactin levels, FSH
and if clinical status indicates other causes need to be excluded
{2.g. CAH, Cushings, adrenal tumours etc). Hypogonadotophic
hypogonadism, generally due to low body fat or intensive exercise,
should also be excluded clinically and with LH and FSH levels.

1.igo - or anovulation

2.Clinical and/ar biochemical hyperandrogenism (calculated
bicavailable, calkculated free testosterone, SHEG, FAl)

3.Pelycystic ovaries on ultrasound” (and exclusion of other
astiologies such as: thyroid disease, hyperproplactinemia,
FZH (if pre-mature menopause is suspected) and non-classic
congenital adrenal hyperplasia)

* Vaginal ultrasound s not needed if 1 and 2 are present and
not recommended for < 20yrs due to the high incidence of
PCOM (Polycystic ovary morphalogy)

Irmegular menatrual cycles are defined as:

= normal in the first year post menarche as part
of the pubertal transition

* =1 to < 3 years post menarche: < 21 or = 45 days

* = 3 years post menarche to perimenopause: < 21 or
= 35 days or < 8 cycles peryear

* =1 year post menarche > 90 days for any one cycle

* Primary amenorrhea by age 15 or = 3 years post thelarche
{breast development)

When irregular menstrual cycles are present a diagnosis

of FCOS should be considered.

Ethnic variation

Consider ethnic varation in the presentation and manifestations of
PCOS, including differences in hirsutism and acanthosis nigricans
and in metabelic sequelae including obesity and insulin resistance.

enism

Hirsuitism / Alopecia / Acne

Goals

Symptom reduction

Hirsutism

* Be aware of the potentially negative psychosocial impact of ¢linical
hyperandrogensim. Unwanted excess hair growth or female
pattern hair less should be considered important in assessment
and management, regandiess of apparent clinical severity

+ Use standardised visual scales such as the modified
Ferriman Gallwey score (mFG) with a level z 4 - 6 indicating
hirsutism, noting that self-treatment is common and can
limit clinical assessment

= The mFG cut-off scores for defining hirsutism are the
same across ethnicities — however prevalence and degree
of hirsutism severity varies by ethnicity

* Only terminal hairs should be considered in pathological
hirsutism, with terminal hairs clinically growing > Smm in length
if untreated, varying in shape and texture and generally being
pigmented

Acne No universally accepted visual tool for assessment

Alopecia Use Ludwig visual score

Management
Hirsutism - mGF scale
Mote that terminal hair growth has considerable ethnic variability

» Cosmetic options: |aser hair removal, depilatory creams,
threading, plucking, waxing and electrolysis

* Pharmacological therapy options (6 -12 morths to see benefit)

* Combination therapy = if = 6 months of OCP is ineffective,
consider adding antl-androgen to OCP (Contraception Is vital
to prevent pregnancy while on anti-androgen medication)




Irreqular Periods

Goals

* Regular menstrual cycles

= Reduction of risk of endometrial cancer (2 — 6 fold increased
risk before menopause, however absolute risk low overall)

* Houtine ultrasound screening of endometrial thicknesa in
PCOS is not recommended

Management

= Consider commencing the COCR (In young women make a
plan & years post menarche to fully assess hormone levels
Will need to cease COCF for 3 months prior to assessment)

* |f cycles < 4 per year - Medrozyprogesterone acetate to induce
a withdrawal bleed if pt does not want to commence COCP

Referrals

GP moniter
Fertility
Goals

Family planning
Management

* Encourage pt to consider conceiving prior to 35 yrs
to allow time for fertility interventicns, if needad

» Pravention of weight gain, lifestyle changes, weight loss
of 5-10% of total body weight, if needed

Referrals

Conception if desired Optimise fertility

Refer fertility specialist if unable to conceive after lifestyle
charges at 1212 if < 35 years orat 612 if > 35 years

Emational Wellbeing

Goals

Assess, monitorand manage depression, anxisty, body image and
low self esteam

Management

Assessment of anxiety and or depressive symptoms involves
assessment of risk factors, symptoms and saverity. Symptoms
can be screened using the following stepped approach:

Step 1: |nitlal questions could include:

Owver the last 2 weeks, how often have you been bothered by
the following problems:

* feeling down, depressed, or hopeless?

= |ittle interest or pleasure in doing things?

* feeling nervous, anxious or on edge?

* not being able to stop or control worrying?

Step 2: I any of the responses are positive, further screening
should involve:

Assessment of risk factors and symptoms using age, culturally
and regionally appropriate tools, such as the Patient Health
Questionnaire (PHC) or the Generalized Anxiety Disorder Scale
(GADT), and/or refer to an appropriate professional if positive to
any of the screening questions.

Referrals
Consider referral to a psychologist, counselor

Cardicvascular Risk Factors
Lipids

Goals

Reduce cardicvascular risk factors
Management

Lipid profile: baseline, if BMI > 25
Referrals

GP to monitor

Cardiovascular Risk Factors
BP

Goals

Target < 85130

Management

Baseline - every 12 months
Referrals

GP to monitor

Diabetes Risk

Goals

Awarenesas of high prevalence of gestational diabetes, IGT and
type 2 diabetes in PCOS at a young age with risk independent of,
yet exacerbated by obesity

Screening

Glycaemic status should be assessed in ALL women with PCOS
at baseline, then every cne to three years based on presence of
other diabetes risk factors

An oral glucose tolerance test (OGTT), fasting plasma glucose
or HoAlc can be used but in high risk women with PCOS

(BMI =25 or in Asians > 23kg/m2, history of IGT or gestaticnal
diabetes, family history of DMEZ, or high risk ethnicity) an OGTT is
recormmended.

An OGTT is recommended pre-pregnancy and pre-ferility
treatment, and at 25-28 weeks gestation given high risks of
hyperglycaesmia and high risks in pregnancy.
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Refer to Algorithm 3 and provide pt with
PCOS Lifestyle and PCQS infographic.

Lifestyle interventions are as effective in women
with PCOS as in women without PCOS.

Diet

Goals

Maintain healthy diet

Management

Key messages

* Mo one diet is more effective in welght reduction

* Healthy. balanced diet
* Reduce overall caloric intake if an unhealthy weight

Referrals

Conaider refarral to dietitian
Physical Activity

Goals

Target exercise — See PCOS lifestyle infographic for age specific
information.

Management

Exercize routine established

Referrals

GP to monitor

Consider referral to exercise physiologist, trainer

Weight

Goals

Prevention of exceas weight gain

Target 5-10% weight loss

Management

Weigh and meanitor women regulary, vital to:

» Targeting prevention

= Key message: 5-10% weight loss will greatly assist in
symptom control

» Encourage simple behaviour change = priortisation of healthy
lifestyle, family support, lifestyle and exercise planning,
setting of amall achievable goals

» |f unhealthy weight pt unable to lose weight 612 with
lifestyle changes consider meatformin (titrate dose,
starting 500mgs up to 2mg)

Referrals
Consider referral via team care arrangement if appropriate:

= Dietitian for tailored dietary advice, education and
behavioural change

= Exerclse physiologist for tallored exerclse program,
motivation and support

» Group support, diet and exercise programme

Cbstructive Sleep Apnea
Goals

Use Berlin questionnaire
sleepapnea.org/assets/files/pdi/berlin-questionnaire.pdf
Management

Screening should only be considered for OSA in PCOS to
identify and alleviate related symptoms, such as snoring, waking
unrefreshed from sleep, daytime sleepineas, and the potential for
fatigue to contribute to mood disorders. Screening should not
be considered with the Intentlon of Improving cardlometabolic
risk, with inadequate evidence for metabolic benefits of O5A
treatment in PCOS and in general populations

Referrals
Conaider referral to sleep clinic

Additional GP Tools

GP tools available at:
www.monash.edu/medicine/sphpm/mchri/pcos

Algorithms
Algorithm 1 Screening, diagnostic assessment,
risk assessment and |ife-stage
Algorthm 2 Frevalence, screening, diagnostic assessment
and treatment of emoticnal wellbeing
Algorithm 32 Litestyle
Algorithm 4 Pharmacological treatment for
nan-fertility indications
Algorthm S Assessment and treatment of infertility

Patient infographics

* What iz PCOS and do | have it?
+ Litestyle and PCOS

+ Emoational wellbeing and PCOS
« Fertility and PCOS

* PCOS treatment

For more information on PCOS, zee the International evidence-based guideline for the assessment and management of polycystic

ovary syndrome 2018 available at: www.monash.edu/medicine/sphpm/mchrifpcos

© Monash University.
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PCOS PRIMARY CARE PLAN

Patient and GP
identified problem
list

Patient problems
/ needs / relevant
conditions

Goals - changes to be achieved

Required treatments and services including
patient actions

Arrangements for
treatments/services
(when, who, contact
details)

1. Priorities and education

Education - PCOS resources: https://www.
monash.edu/medicine/sphpm/mchri/pcos and
AskPCOS app

Patient identified
priorities

Other identified
priorities

Patient's understanding
of their condition

Clear understanding of PCOS and
patient’s role in self- management

Education - PCOS resources

2. Lifestyle

Education - PCOS resources

Nutrition

Maintain general healthy diet

Set joint agreed SMART goals for small achiev-
able changes

Patient to implement

GP to refer to dieti-
cian as required

Weight - prevention of

excess weight gain and
management of weight
loss as needed

Weight

Height

BMI

Target prevention of weight gain or

5-10% weight loss through caloric
restriction

Education - PCOS resources

Review 12 monthly for prevention and 1-2
monthly for weight loss

Patient to monitor
GP to monitor

GP to refer to dieti-
cian if needed

Physical activity

Current exercise

Patient prioritised/agreed goals

Education - PCOS resources

Patient to imple-
ment/ monitor

GP to monitor
Refer as needed

Target <1standard drink per day

Smoking Cessation Smoking cessation strategy: Patient to manage
Consider: Quit, Medication GP to support
Alcohol intake Current Patient education Patient to implement

GP to monitor/sup-
port

3. Metabolic features

Education - PCOS resources

BP

Target <130/80

Every 12 months

GP to monitor

Lipids — Check in PCOS
with BMI >25kg/m2

Under laboratory recommended
range

Fasting lipids at diagnosis and recheck based
on global CVD risk

GP to monitor

Glucose
routinely and
around pregnancy

Target prevention, regular screen-
ing, early detection and treatment

Assessed in all at baseline, then every 1-3
years, based on additional diabetes risk factors

Fasting plasma glucose or HbAlc ok in PCOS
alone, OGTT with additional risk factors.

OGTT for all with PCOS before and during
pregnancy

GP to monitor
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4. Reproductive

Education - PCOS resources

Menstrual regulation
and endometrial

>4 cycles per year (if not on
COCP/IUD)

Lifestyle + Medical treatment

Patient and GP to
monitor

protection
Hirsutism Assess impact on QoL, meet Cosmetic and/or treatment with COCP alone Patient and GP to
Alopecia patients expectations and reduce for at least 6-12/12 first line monitor
adverse patient impact
Acne
Fertility Target optimal fertility Discuss early family initiation where possible GP to reassure,

Reassurance - Vast majority with
PCOS will have a family if desired
and no other infertility factors, but
many may need oral medication
support to do so. Rarely need IVF

Prevent weight gain/manage excess weight
Preconception care

Further resources at
https://www.varta.org.au/

educate, support
lifestyle change
and refer for
management where
needed

5. Psychological

Education and PCOS resources

|dentify, support and
minimise psychological
impact

Screen clinically or use brief

psychological tool at https://www.

monash.edu/medicine/sphpm/
mchri/pcos

If positive on routine questions further
assess, treat PCOS features and manage
psychological issues

GP to refer
psychologist and or
additional treatment
as needed

6. Other

7. Medication Medication

current changes

List: Correct use of medication Education and PCOS resources GP to review

Minimise side effects

compliance/side
effects
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