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Abstract 

Objectives: Polycystic ovarian syndrome is the most common endocrinopathy having 

health implications, in the present and future health of young women. Hence, our 

objective was to compare different polycystic ovarian syndrome (PCOS) phenotypes 

based on their clinical presentations, metabolic and hormonal profile of young PCOS 

affected women, so as to manage and counsel them in an appropriate manner.  

Material and Methods: This is a cross-sectional observational study conducted 

amongst young women aged between 15 to 30 years attending the gynecology out-

patient department. 125 PCOS patients were further divided into four phenotypes based 

on the National Institute of Health Consensus Panel criteria and then evaluated upon 

their clinical presentation, metabolic profile, hormonal profile and ovarian ultrasound 

features. 

Results: Majority of women (58.4%) attained menarche between 13-15 years of age. 

The most common presenting complaint was found to be menstruation related, 

followed by infertility. The most prevalent phenotype was type A (40.8%) followed by 

type C (28.8%), type D (18.4%) and type B (12.8%) respectively. Phenotype C was 

found to have higher significant weight and HbA1C values; however there was no 

significant difference between body mass index and waist hip ratio. No significant 

differences were found in fasting insulin, OGTT, HOMA-IR and fasting blood sugar. 

Phenotype B had the highest serum Testosterone level and higher fasting insulin. 

Conclusion: In the light of the present study it is recommended to screen all PCOS 

phenotypes, specially the younger age group, for glucose intolerance and other 

metabolic derangements and hence motivate or direct them towards preventive and 
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treatment modalities. 

Keywords: PCOS, menstrual irregularity, hormonal imbalance, glucose intolerance 

 

Introduction 

The most common endocrinopathy among women of reproductive age group is 

Polycystic ovarian syndrome (PCOS) 
[1]

. The PCOS syndrome is associated with 

various metabolic disturbances along with a wide spectrum of clinical features like 

menstrual abnormalities, obesity, infertility, dyslipidemia, hyperandrogenism, insulin 

resistance, type 2 diabetes mellitus and metabolic syndrome 
[2]

. However, these signs 

and symptoms vary widely over time 
[1]

. The incidence of PCOS among infertile 

women shows that about 20% of infertility is attributed to anovulation caused by PCOS 
[2]

 and 90-95% of women seeking treatment for infertility have PCOS 
[3]

. PCOS is not a 

discrete or specific endocrine disorder having a unique cause or pathophysiology, rather 

it is a heterogeneous disorder that is best approached as a diagnosis of exclusion 
[1]

. 

This condition is relatively common in women of reproductive age group and affects 5-

10% of women worldwide 
[4]

. The diverse manifestations of polycystic ovary syndrome 

begins at an early age when a girl is maturing into a young woman. Hence it is 

important to make an early diagnosis, in order to prevent early and late sequel of this 

syndrome. Some of the women who develop cardiovascular disease, hypertension and 

endometrial cancer later in life, appear to have PCOS in their early years 
[2]

. Upon 

further evaluation PCOS is characterised by chronic anovulation, oligomenorrhea, 

hyperandrogenism and polycystic ovary morphology on pelvic ultrasound. Some other 

conditions such as congenital adrenal hyperplasia, androgen secreting tumours, 

hyperprolactinemia, and thyroid disorder may also lead to oligo/anovulation, along with 

or without androgen excess, thus sharing overlapping clinical features that mimic 

PCOS. Even in the presence of limited studies of PCOS in India, the observational 

studies made by endocrinologists, gynaecologists and dermatologists show the diverse 

nature of PCOS phenotypes. 

Several diagnostic criteria’s for PCOS such as -Rotterdam’s criteria, European society 

of Human reproduction and Embryology(ESHRE) and American Society of 

Reproductive Medicine(ASRM) sponsored PCOS Consensus Workshop Group 2004 

are present 
[5]

. The diagnosis of PCOS in adolescent girls can be challenging as many 

symptoms of PCOS mimic the normal physiologic responses of puberty. As noted, 

adolescents frequently have irregular menses, and acne is common 
[6]

. Diagnosis in 

adolescent girls requires presence of both oligo-anovulation and hyperandrogenism 
[6]

. 

Ultrasound is not required in girls less than 8 years of age after menarche due to high 

antral follicle count which is normal in this age group 
[7, 8]

. In adolescence, 

transabdominal rather than transvaginal pelvic sonography is generally used, where 

image resolution is poorer. 

The prevalence of obesity and diabetes mellitus in India is on the rise owing to 

urbanization and sedentary lifestyles 
[9]

. The available evidence indicates that in most 

countries, 20-25% of the adult population have metabolic syndrome 
[10]

. They are twice 

as likely to die from and three times as likely to have a heart attack or stroke when 

compared to people without the syndrome 
[11]

. 

Because of differences in the diagnostic criteria employed, prevalence estimates vary 

widely, ranging from 2.2% to as high as 26% 
[12]

. The prevalence of PCOS when 
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diagnosed by the Rotterdam criteria was over twice that found when the National 

Institutes of Health (NIH) criteria, when used to diagnose PCOS among other approved 

criteria’s 
[13]

.  

In view of the prevalence of various presentations of PCOS, this endeavor was 

undertaken to compare different polycystic ovarian syndrome (PCOS) phenotypes 

based on their clinical presentation, metabolic and hormonal profiles among young 

PCOS women attending a tertiary care hospital. 

 

Materials and Methods 

In the present observational cross-sectional study, conducted from January 2021 to June 

2022, 125 women of reproductive age group, between 15-30 years age with PCOS (as 

per Rotterdam criteria) were recruited after giving written and informed consent, 

keeping in line with the inclusion and exclusion criteria (Table 1). Detailed clinical 

history including an evaluation of menstrual cycle disturbance and/or duration of 

infertility was obtained. Physical examination to assess height, weight, waist and hip 

circumference and BMI was done. Thyroid gland and breast was examined for any 

abnormalities. Blood pressure was also measured. Signs of androgen excess were 

looked for such as- acne, alopecia, hirsutism and degree of terminal hair growth on nine 

regions of the body using the modified Ferriman-Gallwey scoring system (1) and 

recorded. Serum markers of metabolic syndrome including lipids (Total cholesterol, 

Triglycerides, HDL and LDL) and Haemoglobin A1C were recorded. Along with it 

fasting glucose and fasting insulin level was also measured. All women underwent a 

standard oral glucose tolerance test, performed after an overnight fasting and blood 

glucose was measured after 2 hours of 75g glucose ingestion. Serum endocrine markers 

LH, FSH, AMH, Prolactin and TSH were also evaluated. A trans-vaginal ultrasound 

scan was performed (at least one ovary or more in volume > 10cm
3
 and/or at least one 

ovary with 12 or more follicles with each follicles measuring 2-9 mm in diameter). 

 

Table 1: Inclusion and exclusion criteria for participants included in the study. 

 

Inclusion criteria Exclusion criteria 

 Age 15-30 year 

 Minimum two 

criteria or all of the 

following (As 

Rotterdam criteria) 

 Age<15 year and >30 year 

 Smokers and alcoholics 

 The patients with known hepatic and 

renal diseases. 

 Subject with other aetioglogies of 

androgen excess and anovulatory 

infertility such as thyroid disorder, 

hyperprolactenemia and congenital 

adrenal hyperplasia 

 Pregnant women 

 Subjects taking antiepileptic drugs, 

steroid, antipsychotic drugs. 

 Those who have used combined oral 

contraceptives, lipid lowering agents 

or Insulin sensitizer with in the last 3 
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months. 

 Anorexia nervosa/Bullimia nervosa 

 

Statistical analysis 

Data collected was analyzed using SPSS/PC (Statistical package for the social science 

Inc. version 13) statistical package. Simple distribution of study variables and cross 

tabulation was applied. Data were entered in Microsoft excel sheet. The statistical 

analysis was done by using SPSS 25. Data were summarized by routine descriptive 

statistics by calculating percentage and mean with standard deviation. Study variables 

were compared using fisher exact test and chi square test and p value <0.05 was 

considered statistically significant. 

 

Result 

As per this single hospital based cross-sectional observational study carried among 125 

PCOS women the phenotype A (40.8%) is the most common phenotype. Table 2 is 

showing the distribution and percentage of variables of clinical history and 

dermatological ultrasound findings and phenotypes. The comparison of clinical 

presentation of various PCOS phenotypes has been shown in Table 3. In the study 

population of sample size 125, the comparisons of anthropometric parameters of 

various phenotypes and the comparison between their metabolic and hormonal profile 

has been shown in Table 4 and Table 5 respectively.  

 

Table 2: Table showing the distribution and percentage of variables of clinical history 

and dermatological ultrasound findings and phenotypes 

 

Variables  Number Percentage 

Age (years) 

15-20 29 23.2 

21-25 40 32 

26-30 56 44.8 

Age at menarche (years) 

10-12 45 36 

13-15 73 58.4 

≥16 7 5.6 

Presenting complaints 

Menstrual irregularity 89 71.2 

Primary infertility 36 28.8 

Secondary infertility 8 6.4 

Hirsuitism 26 20.8 

Menstrual history 

Regular menstruation 36 28.8 

Oligomenorrhea 75 60 

Amenorrhea 62 49.6 

Heavy menstrual 

bleeding 
51 40.8 

Dermatological findings 

Acanthosis nigricans 22 17.6 

Acne 34 27.2 

Alopecia 30 24 

Hirusitism 26 20.8 



VOL 15, ISSUE 02 , 2024 

 

ISSN:0975 -3583,0976-2833 

 
 
 
 
 
 

1541 
 

Distribution of Polycystic ovarian 

morphology in ultrasound 

Present 108 86.4 

Absent 17 13.6 

Total 125 100 

Phenotypes in PCOS 

Phenotype A 

(OA+HA+PCO) 
51 40.8 

Phenotype B (HA+OA) 16 12.8 

Phenotype C (HA+PCO) 36 28.8 

Phenotype D (OA+PCO) 23 18.4 

 

Table 3: Comparison of clinical presentation of various PCOS phenotypes 

 

Comparision OA+HA+PCO OA+HA HA+PCO OA+PCO P Value 

Total number 51 (40.8%) 16 (12.8) 36 (28.8) 23 (18.4%) __ 

Age 24.03±4.02 21.4±4.91 24.36±3.80 23.63±4.81 0.136 

Age of menarche 13.11±2.06 13.26±1.5 13.38±1.80 13.36±1.7 0.971 

Hirsuitism 12 (22.2%) 1 (6.25%) 8 (22.2%) 0 __ 

Primary infertility 14 (25.9%) 2 (12.5%) 16 (44.4%) 2 (9.09%) __ 

Secondary infertility 3 (5.55%) 3 (18.75) 2 (5.55%) 3 (13.6%) __ 

Alopecia 12 (23.1%) 4 (25%) 13 (36.1%) 0  

Acne 21 (41.1%) 6 (37.5%) 7 (19.4%) 0  

 

Table 4: Comparision of anthropometric parameters of various phenotypes in study 

population (n=125) 

 

Comparision 

OA+HA+PCO 

(n=51) Mean± std. 

dev 

OA+HA 

(n=16) 

Mean ± std. 

dev 

HA+PCO 

(n=36) 

Mean± std. 

dev. 

OA+PCO 

(n=23) 

Mean± std. 

dev. 

P 

Value 

Weight (in kg) 64.05±8.97 56.81±8.48 64.58±7.28 65.13±10.65 0.02* 

BMI 26.42±4.16 23.4±4.48 25.83±3 26.68±4.25 0.053 

Waist 

Circumference 
87.45±7.56 84.4±8.48 85.02±4.43 85.7±5.68 0.25 

HIP 

Circumference 
99.54±7.00 95.73±9.02 95.69±7.01 97.77±6.63 0.07 

Height (In feets) 5.17±0.271 5.18±0.156 5.23±0.177 5.1±0.139 0.443 

Waist Hip ratio 0.87±0.04 0.875±0.04 0.87±0.04 0.87±0.05 0.95 

*Statistically significant 
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Table 5: Comparision of metabolic and hormonal profile of various PCOS phenotypes 

among study population (N=125) 

 

 

OA+HA+PCO 

(n=51) Mean± 

std. dev 

OA+HA 

(n=16) 

Mean± std. 

dev 

HA+PCO 

(n=36) 

Mean ±std. 

dev 

OA+PCO 

(n=23) Mean± 

std. dev. 

P 

Value 

SBP 123.84±11.54 122.6±10.12 123.36±11.23 119.54±10.64 0.49 

DBP 83.31±9.18 77.93±9.88 79.63±8.74 77.59±8.97 0.03* 

OGTT(2 HR) 132.54±30.95 129.8±16.55 135.63±35.71 119.2±18.46 0.21 

FBS 94.58±24.05 92.13±10.66 93±32.74 91.45±9.82 0.95 

HbA1C 5.6±0.72 5.31±0.49 5.63±0.78 5.2±0.51 0.004* 

Fasting insulin 7.94±8.64 11.02±14 8.90±9.08 8.9±10.69 0.76 

Homa-IR 7.80±8.97 7.96±6.96 9.38±12.78 11.02±13.19 0.67 

LH (Baseline) 7.44±3.29 6.70±2.34 8.81±6.54 6.92±3.35 0.28 

FSH 

(Baseline) 
5.66±1.82 6.02±1.81 5.96±2.06 5.77±2.17 0.87 

AMH 5.82±2.61 6.87±3.41 6.34±3.08 4.91±2.40 0.154 

Serum tag 137.74±39.83 145.93±41.29 139.88±44.50 121.18±38.54 0.25 

SERUM LDL 87.54±25.87 95.4±41.82 90.52±24.46 89.09±16.12 0.7 

SERUM HDL 56.60±13.11 59.13±14.69 60.19±15.39 57.86±16.06 0.71 

Serum 

testesterone 
1.28±0.55 1.35±0.56 1.115±0.55 0.725±0.32 0.0003* 

Total 

cholestrol 
201.49±37.02 204.66±37.02 202.44±42.16 198.04±29.87 0.95 

 

Discussion 

In this study population, most of women were between age group 26-30 year (44.8%) 

followed by 21-25 year (32%) which is similar to the observations done by Abdulrazak 

H. Alnakash et al. 
[21]

 where majority(59.81%) belonged to 25-30 year age group. In 

this study population, mean age of menarche was 13.28±1.87 years which is similar to 

the findings of Joshi B et al.’s community based cross-sectional study of Mumbai 
[14]

, 

where the mean age at menarche was approximately 13 years. The most common 

dermatological finding was acne (27.2%) followed by alopecia (24%) which is 

corresponding to study by Anjum S. et al. 
[14]

 where acne and alopecia were found in 33 

(21.5%) and 24 (15.6%) participants. This is in contrast to the observations of study Dr. 

Mohammad Abeed keen et al. 
[15]

 of Jammu and Kashmir who documented the 

prevalence of hirsutism, acne, female pattern hair loss and acanthosis nigricans in 78%, 

48%, 31% and 30% participants. In the present study population 24% had male pattern 

baldness which was also in agreement to ValsinkiChristodoulopoulou et al. 
[16]

 where 

36% of the sample had alopecia. In this study population hirsutism was 20.8% of study 

sample which is in contrast to a Pakistani study 
[15]

 where hirsutism was noted in 52.3% 

participants. Total 44 (35.2%) individuals of this study population were suffering from 

infertility which was comparable with the study of Anjum et al. 
[14]

 where infertility 

was (32.6%) of study sample and 37.1% was also reported in study done by Bello FA et 
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al. 
[17]

. Another study by Arpitha K J et al. 
[18]

 documented 51% of study population 

having infertility. 

Mean BMI in this study population was 25.91±3.98 kg/m2 which did not correspond to 

study done by Anjum et al. 
[14]

 which observed mean of 31.68±7.37 kg/m2. In this 

present study population was 36.8% were overweight and 19.2% were obese. This 

finding is similar to the study done by Joshi et al. ’s community based cross-sectional 

study of Mumbai 
[13]

 who reported 71.8% non-obese, 7.5% overweight, and 20.7% as 

obese women. Valsinki Christodoulopoulou et al.’s prospective observational study 

also showed similar finding where 15.1% of women were overweight and 24% were 

obese 
[16]

. In this study, mean waist hip ratio of sample population was 0.87±0.04 which 

is similar to study by Yadav et al. 
[19]

 where mean waist hip ratio was 0.87±0.05. In my 

study population most common PCOS phenotype was the full-blown PCOS (Phenotype 

A) which includes all three features-hyperandrogenism, irregular cycles and PCOS on 

ultrasound with a prevalence of 40.8% (51 patients). The prevalence of phenotypes B, 

C, and D were 12.8% (16 patients), 28.8% (36 patients), and 18.4% (23patients) 

respectively. The current study results are very much similar to the study done by Welt 

CK et al. 
[20]

, were phenotype A (71%) had highest prevalece. In this study population 

BMI of phenotype A, B, C and D were 26.42±4.16, 23.4±4.48 kg/m
2
, 25.83±3 kg/m2 

and 26.68±4.25 kg/m
2
 which was also statistically significant. A similar study done by 

Garima Sachdeva et al. 
[21]

 where BMI mean was 27.78±3.79 kg/m
2
, 27.33±2.93 kg/m

2
, 

29.59±3.41 kg/m
2
 and 25.83±4.79 kg/m

2
 also statistically significant. In this study 

sample no significant differences were noted in different PCOS phenotypes while 

making comparison between waist circumference, waist hip ratio, 2 hr OGTT and 

fasting blood sugar which was similar to study done by Sachdeva G et al. 
[21]

. 

In current study population mean Systolic BP of phenotypes A, B, C and D was 

123.84±11.54, 122.6±10.12, 123.36±12.23 and 119.54±10.64 mmHg which was 

statistically insignificant similar to study done by C. K. Welt et al. 
[20]

. Mean diastolic 

BP of phenotypes A, B, C and D in my study population was 83.31±9.18, 77.98±9.88, 

79.63±8.76 and 77.59±8.97 mmHg which is statistically significant value P value 

≤0.05, but this is not statistical significant with P value=0.126 in study of Sachdeva G 

et al. 
[21]

 where mean diastolic BP 75.18±5.75, 72.78±4.60, 74.97±5.62 and 71.67±4.08 

mmHg in phenotype A, B, C and D respectively. In present study the mean of fasting 

insulin in phenotype A, B, C and D were 7.94±8.64, 11.02±14, 8.90±9.08 and 

8.9±10.69 mIU/ml which was comparable with the study done by Olgierd Gluszrak et 

al. 
[22]

 done in Poland which had fasting insulin of phenotype A, B, C and D were 

7.67±5.67, 9.71±4.39, 8.25±3.33 and 8.50±6.36 mIU/ml respectively. In this study 

population phenotype B had higher fasting insulin in comparison with other phenotypes 

and statistically non-significant and similar to the study done by Garima Sachdeva and 

Shalini Gainder et al. 
[21]

 where Phenotype B had higher insulin and HOMA-IR values 

than phenotypes C and D, but the results were not statistically significant (p> 0.05). 

In present study population there is no difference of fasting hyperglcemia between 

different phenotypes, which is comparable with the study done by Welt C K et al. 
[20]

 in 

which there was no difference in the prevalence of impaired fasting glucose four groups 

phenotypes. 

In this study population mean difference of LH, FSH in different PCOS phenotypes is 

statistically not significant which is similar to Garima Sachdeva et al.
 [21]

 observations. 
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In current study population testosterone was found highest in OA + HA and lowest in 

OA+PCOM and was statistically significant. Similarly, in a study done J. Adams, G. 

Arason et al. 
[20]

 in which Testosterone was highest in women with OA + HA, 

intermediate in women with HA + PCOM, and lowest in women with OA+PCOM, was 

also statistically significant. The mean difference of AMH in different PCOS phenotype 

is statistically not significant in my study sample which is in contrast to the study done 

by Garima Sachdeva et al. 
[21]

 where mean difference is statistically significant with P 

value=0.035. 

 

Conclusion 

In this study population phenotype B had higher fasting insulin in comparison with 

other phenotypes and the most common PCOS phenotype in this study was phenotype 

A which includes all three features- irregular cycles, hyperandrogenism and PCOS on 

ultrasound. Phenotype D had significant correlation with body weight. Phenotype C 

had significant correlation with HbA1c and Phenotype B had significant correlation 

with serum testosterone. 

Thus, PCOS is a common condition prevailing in women with young reproductive age 

group which leads to number of co-morbidities and cardiovascular atherosclerotic 

diseases. In the light of present study observations it is recommended to screen all the 

PCOS women even the younger age group for metabolic derangements and glucose 

intolerance. It is imperative for us clinicians to adequately stress on dietary 

modification, weight reduction and healthy life style behaviours to these patients to 

prevent cardiovascular and other complications in future life.  

 

References 

1. Williams Gynecology, 4
th

 Edition, Barbara L. Hoffman, John O. Schorge, Lisa M. 

Halvorson, Cherine A. Hamid, Marlene M. Corton, Joseph I. Schaffer 

2. Shaw's Textbook of Gynaecology 18
th

 Edition 2023 by Sunesh Kumar, V. G. 

Padubidri and Shirish N Daftary, MD, DGO, FICS, FICOG (Author) 

3. Dennett CC, Simon J. The role of polycystic ovary syndrome in reproductive and 

metabolic health: overview and approaches for treatment. Diabetes Spectr. 2015 

May;28(2):116-20. https://doi:10.2337/diaspect.28.2.116 PMID: 25987810; 

PMCID: PMC4433074. [PubMed] [Google Scholar] 

4. Berek& Novak's Gynecology. Philadelphia: Wolters Kluwer Health/Lippincott 

Williams & Wilkins; c2012. 

5. The Rotterdam ESHRE/ASRM-Sponsored PCOS consensus workshop group. 

Revised 2003 consensus on diagnostic criteria and long-term health risks related to 

polycystic ovary syndrome (PCOS). Hum Reprod. 2004;19:41-47.  

6. Taylor HS, Fritz MA, Pal L, Seli E. Speroff's Clinical Gynecologic Endocrinology 

and Infertility. Ninth ed. Philadelphia PA: Wolters Kluwer; c2020 

7. Peña AS, Witchel SF, Hoeger KM. Adolescent polycystic ovary syndrome 

according to the international evidence-based guideline. BMC Med. 2020;18(1):72. 

Published 2020 Mar 24. https://doi:10.1186/s12916-020-01516-x 

8. Aiyappan SK, Karpagam B, Vadanika V, Chidambaram PK, Vinayagam S, 

Saravanan KC, et al. Age-Related Normogram for Ovarian Antral Follicle Count in 

Women with Polycystic Ovary Syndrome and Comparison with Age Matched 



VOL 15, ISSUE 02 , 2024 

 

ISSN:0975 -3583,0976-2833 

 
 
 
 
 
 

1545 
 

Controls Using Magnetic Resonance Imaging. J Clin. Diagn. Res. 

2016;10(1):TC11-TC13. https://doi:10.7860/JCDR/2016/17334.71367 

9. Ebrahim S, Kinra S, Bowen L. The effect of rural-to-urban migration on obesity 

and diabetes in India: A cross-sectional study [published correction appears in 

PLoS Med, 2011 May, 8(5). https://doi:10.1371/annotation/b1ecad56-652a-4a30-

9920-26679d5a584 PLoS Med. 2010;7(4):e1000268. Published 2010 Apr 27. 

10. Manaf MRA, Nawi AM, Tauhid NM. Prevalence of metabolic syndrome and its 

associated risk factors among staffs in a Malaysian public university. Sci. Rep. 

2021;11:8132. https://doi.org/10.1038/s41598-021-87248-1 

11. Ahmed S, Ahmed SA, Ali N. Frequency of metabolic syndrome in type 2 diabetes 

and its relationship with insulin resistance. J Ayub. Med. Coll. Abbottabad. 2010 

Jan-Mar;22(1):22-27. PMID: 21409896. 

12. Arup M. Bedside Clinics in Gynecology, 1
st
 Edition 2018, revised reprint; c2020. 

ISBN: 978-93-5270-321-0 

13. Joshi B, Mukherjee S, Patil A, Purandare A, Chauhan S, Vaidya R, et al. A cross-

sectional study of polycystic ovarian syndrome among adolescent and young girls 

in Mumbai, India. Indian J Endocrinol. Metab. 2014 May;18(3):317-324. 

https://doi:10.4103/2230-8210.131162 PMID: 24944925; PMCID: PMC4056129. 

14. Anjum S, Askari S, Riaz M. Clinical Presentation and Frequency of Metabolic 

Syndrome in Women with Polycystic Ovary Syndrome: An Experience from a 

Tertiary Care Hospital in Pakistan. Cureus. 2020 Dec 2;12(12):e11860. 

https://doi:10.7759/cureus.11860 

15. Keen MA, Shah IH, Sheikh G. Cutaneous Manifestations of Polycystic Ovary 

Syndrome: A Cross-Sectional Clinical Study. Indian Dermatol. Online J. 2017 Mar-

Apr;8(2):104-110. https://doi:10.4103/2229-5178.202275 PMID: 28405549; 

PMCID: PMC5372429. 

16. Christodoulopoulou V, Trakakis E, Pergialiotis V, Peppa M, Chrelias C, Kassanos 

D, et al. Clinical and Biochemical Characteristics in PCOS Women With Menstrual 

Abnormalities. J Family Reprod. Health. 2016 Dec;10(4):184-190. PMID: 

28546817; PMCID: PMC5440817. 

17. Bello FA, Odeku AO. Polycystic ovaries: A common feature in Transvaginal scans 

of gynaecological patients. Ann Ib Postgrad Med. 2015;13(2):108-109. 

18. Arpitha KJ, Ravi N. Transvaginal ultrasound diagnosis of polycystic ovarian 

syndrome and its correlation with biochemical parameters. International Journal of 

Contemporary Medicine Surgery and Radiology. 2020;5(2):B21-B26. 

19. Yadav, Sumitra, Tarware, Ritu. Waist hip ratio: an anatomical predictive marker of 

risk of PCOS. International Journal of Reproduction, Contraception, Obstetrics and 

Gynecology, [S. l.]. 2019;8(4):1630-1632, mar. http://dx.doi.org/10.18203/2320-

1770.ijrcog20191231 

20. Welt CK, Gudmundsson JA, Arason G, Adams J, Palsdottir H, Gudlaugsdottir G, et 

al. Characterizing discrete subsets of polycystic ovary syndrome as defined by the 

Rotterdam criteria: the impact of weight on phenotype and metabolic features. J 

Clin. Endocrinol. Metab. 2006 Dec;91(12):4842-4848. https://doi:10.1210/jc.2006-

1327 Epub 2006 Sep 26. PMID: 17003085 

21. Sachdeva G, Gainder S, Suri V, Sachdeva N, Chopra S. Comparison of the 

Different PCOS Phenotypes Based on Clinical Metabolic, and Hormonal Profile, 



VOL 15, ISSUE 02 , 2024 ISSN:0975 -3583,0976-2833 

1546 

and their Response to Clomiphene. Indian J Endocrinol. Metab. 2019 May-

Jun;23(3):326-331. https://doi:10.4103/ijem.IJEM_30_19. PMID: 31641635; 

PMCID: PMC6683693. 

22. Głuszak O, Stopińska-Głuszak U, Glinicki P. Phenotype and metabolic disorders in

polycystic ovary syndrome. ISRN Endocrinol. 2012;2012:569862.

https://doi:10.5402/2012/5698


