IQANNA KYPKOY

“H emintoon Tov pPETUPOAIKOD GUVOPOHOV 6 EAAMNVIOES YUVHIKES HE GUVOPOUO
TOAVKVOTIK®OV 000NKOV”’

IHEPIAHYH

To Xovdpopo tov Ilolvkvotikeov Qobnkov (PCOS) eivar m ovyvotepn
EVOOKPIVOTTAOELD TV YUVUIK®OV TNG avamopay®yikng nAkiag. To PCOS 6mwg ko to
Metafoikd Zovopopo (MX) €yovv cvoyetiobel pe petafoiikés dSwotapoyés ko
aVTIOTOOT OTNV WWOOLAIVT, €tol mapatnpeital avénuévog emmoiacudg tov MY og
yovaikeg pe PCOS. To PCOS kor to MX gaivetor va egivor aAAniévoeta Kot M
aAAnAenidopaom tov MX - PCOS odgv mepropiletan otic Kavkdoieg yovaikeg.

Y11 yovaikeg pe PCOS avagépovtat dtapopég otov emmoracod Tov ME peta&d tomv
AO®V.

YKOTOS TNG €pevvog €ivarl va LIOAOYIOTEL O EMMOAAGUOS Tov MX o¢
EAAnvideg yovaikeg pe PCOS.

M£00d0c kar vikod: Xe 230 EAAnvideg yuvaikes, otTig omoieg £xet dtoyvaooTet
PCOS obuemva pe to kprmpta tov Rotterdam ESHRE, nhkiag oo 12 émg 44 e1mv,
OLGYETIGOUE YO TN Sdyvwon Tov ME v TepileTpo KOMAAS, TNV YALKOLN vnoteiog,
ta TG, v HDL-C, v ovcotoAikr] kot T Sl0GTOAMKY TEST, YPNOULOTOIDOVTAG
kpupa g IDF.

O enomolaopudg ov ME tov EMAnvidev yovokov ue PCOS givor 10% (IDF
kpuple). TlaBoroywkég petafintés tov ME oto yevikd mAnBvoud pe PCOS:
nepipeTpog kodg (>80cm) mocootd 63%, HDL-C (<50mg) 26,5% , TG (>150
mg/dl) 10,4%, vyAivkolng wnoteiog (>100 mg/dl) 7,4%, OJSwotohkn wigon
(>85mm/Hg) 6,1% kot cvotohkn wicon (>130mm/Hg) 4,3%. O emmolacudc Tov
MZX o11g nAkiokég opdades: ehdytot éng 19 etdv 0%, 20 £wg 24 etdv 6,76%0, 25 £mg
29 etov 9,62%, 30 éoc 34 etov 17,14% xor 35 éwg péyot nhkio 55,56%. Ot
naforoykég petafAntéc tov ME og OAeg TIC NAIKIOKES OULAOES EYOVV O TPMOTELMOV
eopnua TNV aVENUEVT TEPIUETPO KOWAAG Kol OEVTEPEDLMOV TOL PUEIWUEVO, ETITEOA TNG
HDL-C, ev® otadtakn avénon mapotnpeitol ot S106TOAKN TSN Kot 6T YAVKOLN
ynoteiog.

Yvpmepaocpotikd ot yovaikeg pe PCOS  é€yovv  avénuévo  kivouvo
KApO0OyYEWKAOV dotapoy®v Kaddg kol mavdtnTa eLeavionsg cokyapmorn oopntn
TOMOV 2, €TG1 1] GLGTNUOTIKY EVNUEPMOT Kot TapakolovOnon pumopel vo mpoAdfet
UEALOVTIKEC TOOOAOYIKEG KATAGTACELS.



SUMMARY

Polycystic ovary syndrome is among the most common endocrine disorders of
women in the reproductive age group. PCOS has been strongly associated with MS
and insulin resistance, so there is an increased prevalence of MS in women with
PCOS. PCOS and the MS appear to be interrelated and the PCOS-MS
interrelationship is not restricted to Caucasian women with PCOS.

In women with PCOS indicated differences in the prevalence of MS among people.

The Aim of this study was to investigate the prevalence of MS in Greek
women with PCOS.

Method and material: In 230 Greek women, which have been diagnosed

with PCOS according to the criteria of the Rotterdam ESHRE, aged from 12 to 44
years, correlation for the diagnosis of MS the abdominal circumference, the fasting
glucose, the TG, the HDL-C, the systolic and the diastolic pressure, using criteria of
IDF.
The prevalence of MS of Greek women with PCOS is 10% (IDF criteria).
Pathological variables in the MS to the general population with PCOS: abdominal
circumference (>80cm) rate of 63%, HDL-C (<50mg/dl) 26,5%, TG (>150mg/dl)
10,4%, fasting glucose (>100mg/dl) 7,4%, diastolic blood pressure (>85mm/Hg)
6,1%0, systolic blood pressure (130mm/HG) 4,3%. The prevalence of MS according
to age: minimum age to 19 years 0%, 20 to 24 years 6,76%, 25 to 29 years 9,62%,
30 to 34 years 17,14% and 35 to maximum age 55,56%. The paphological variables
of MS in all age groups have the primary finding of increased abdominal
circumference and secondary finding the decreased levels of HDL-C , also a gradual
increased observed in diastolic blood pressure and fasting glucose.

In conclusion, women with PCOS have an increased risk of cardiovascular
disorders and incidence of diabetes type 2, so the systematic information and the
follow up will prevent future pathological situations.
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