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Abstract: Polycystic ovary syndrome (PCOS) is a complex and heterogeneous disease that involves menstrual dysfunction and 

compromised fertility, as well as metabolic disorders. The widely accepted consensus is 2003 Rotterdam ESHRE/ASM in which two 

outthree criteria must befor diagnosis of PCO: hyperandrogenism, oligo/anovulation, polycystic ovary morphology on ultrasound. 

PCOS is the most common endocrine disorder in women, with an overall prevalence of 5% to 20%, and a frequent cause of infertility (1, 

2). There are very few data available on the prevalence of PCOS in Albania. The aim of our study was to evaluate the prevalence of 

PCOS in infertile women according Rotterdam criteria presented in a gynecologic clinic in Tirana from Januar2014 - December 2019 

(n=544). The mean age of study population was 30±8 years. In our study 43 women were excluded, 155 (30.9%) had regular menstrual 

cycle and no sign of hirsutism or acne, 346 (69.1%) had one or more Rotterdam criteria, 226 fulfill the Rotterdam criteria with 

following phenotypes: 177 (78.3%) OA+ PCOM (group D), 38 (16.8%) HA+ PCOM (group C), 11 (4.9%) HA+OA+ PCOM (group A). 

The prevalence of PCOS according to Rotterdam criteria was 41.5% (226/544) among the women with infertility and the predominant 

phenotype was the phenotype D following by phenotype C. The prevalence of PCOS is higher and the phenotype different in women 

with problem of infertility in relation with general population. The criteria of Rotterdam 2003 and the NIH phenotypes can describe 

better each population.  
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1. Introduction  
 

Polycystic ovary syndrome (PCOS) is a complex and 

heterogeneous disease that involves menstrual dysfunction 

and compromised fertility, as well as metabolic disorders.  

 

Since 1990 there were different consensus for the criteria of 

diagnosis of PCOS but the main and widely accepted 

consensus is reached in 2003 in Rotterdam by the European 

Society of Human Reproduction and Embryology and the 

American Society for Reproductive Medicine, and these are 

the most broadly used criteria (1) requiring two out of the 

following three criteria: clinical and/or biochemical 

hyperandrogenism (HA), oligo - or anovulation, and 

polycystic ovary morphology (PCOM) on ultrasound (2).  

 

In 2006 the AE - PCOS Society have proposed for the 

diagnosis of PCOS two of two following criteria are 

required: 1) HA and 2) OA, PCOM or both. In 2012 the NIH 

Consensus recommended the use of 2003 Rotterdam criteria 

according four phenotypes A, B, C, D (table 1) (12)  

 

 
 

The other androgen excess disorders should be excluded 

such as non - classical congenital adrenal hyperplasia (NC - 

CAH), Cushing’s syndrome, androgen - secreting tumors, 

hyperprolactinemia, thyroid diseases, drug - induced 

androgen excess, as well as other causes of oligomenorrhea 

or an ovulation (5)  

 

A large number of studies accept that Polycystic Ovary 

Syndrome (PCOS) is the most common cause of chorionic 

an ovulation and anovulatory infertility; (3, 4) and a 

common endocrinopathy in women who are at reproductive 

age and it is associated with metabolic disorder and 

reproductive dysfunction (3, 5, 6). There are different 

percentage from several studies that goes from 5% - 10% (7, 
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8), to 6.6% - 8% (9, 10) and even reported up to 6% - 10% 

of women in reproductive age (11). These discrepancies are 

due to different criteria and population used in their studies.  

 

In Albania we have very few date about the PCOS in women 

at reproductive age and we decided to evaluate the 

prevalence of PCOS according to 2003 Rotterdam criteria 

and NIH 2012 consensus in a group of women presented in 

the gynecologic and infertility clinic.  

 

Aim of study 

To evaluate in women with infertility the prevalence of 

PCOS according the 2003 Rotterdam Criteria and to 

determine the contribution of every criteria: HA, OA, 

PCMO according NIH 2012 (including four phenotype of 

PCOS - A, B, C, D).  

 

2. Materials and Methods 
 

The study was conducted in a gynecological and infertile 

clinic in Tirana from January 2014 - December 2019 with 

women that were presented spontaneously in this clinic 

concerning problems with impaired infertility. In our study 

we included 544 dossier of women from 25 - 45 years old 

with clinical, ultrasound and biochemical hormonal 

examinations. We excluded the dossier of women with other 

endocrine disorder that cause cycle disorders or HA or have 

taken pharmacological treatment that affects the menstrual 

cycle or biochemical profile.  

 

The ultrasonography that consists, on transvaginal 

ultrasound examination was operated by a gynecologist who 

ran the clinics and diagnosed PCOS cases. The PCOM with 

12 or more follicles measuring 2 to 9 mm in diameter or 

increased ovarian volume, over 10 cm3 was consider as 

PCOS. Hirsutism was assessed through the modified 

Ferryman - Gallwey (mFG) score. The presence of acne was 

detected through visual assessment. The Total testosterone, 

FSH, LH, DEAH - S were measured by technic of ELISA or 

ECLIA. HA criteria is determined by the presence of 

hirsutism, acne, and abnormal hormonal test. Oligo - 

Anovulation (OA) criteria was determined as menstrual 

cycles greater than 35 - day intervals or 8 cycles or less per 

year.  

 

3. Results 
 

The mean age of women in our study was 30±8 years. In 544 

dossier examinate 43 were excluded (32 with 

hypothyroidism and 11 hyperprolactinemia), 155 (30.9%) 

women had regular menstrual cycle and no sign of hirsutism 

or acne.346 (69.1%) had one or more Rotterdam criteria 

PCOM, or oligo – an ovulation, or Hirsutism.226 fulfill the 

Rotterdam criteria and presented respectively the following 

phenotypes: 177 (78.3%) OA+ PCOM (group D), 38 

(16.8%) HA+ PCOM (group C), 11 (4.9%) HA+OA+ 

PCOM (group A). We have no cases with type B HA + OA.  

 

The prevalence of PCOS according to Rotterdam criteria 

was (41.5%) (226/544) among the women with infertility 

and the predominant phenotype was the phenotype D 

following by phenotype C. (tab.2)  

 

 
 

Table 2: Distribution (%) of PCOS in infertile women 

according to phenotypes 
 n % 

Phenotype A (HA+OA+PCOM) 11 4.9 

Phenotype B (HA+OA) 0 0 

Phenotype C (HA+PCOM) 38 16.8 

Phenotype D (OA+PCOM) 177 78.3 

Total 226 100 

 

4. Discussion  
 

The prevalence of PCOS is widely studied in different 

countries and the results are different according tothe 

countries, geographical position or race. There are also 

different results in the prevalence of PCOS if they were 

calculated in general population or in women with infertility.  

 

In our studies we used the 2003 Rotterdam and NIH 2012 

phenotypes criteria for the diagnostic of PCOS in women 

with infertility. The prevalence of PCOS was 41.5% and this 

is higher than the prevalence reported in other studies during 

the reproductive age, with a global prevalence of 5–20% 

[13, 14) Our result with a higher prevalence in infertile 

women population is reported from other author too (15). 

Several published studies recently documented the 

distribution of PCOS phenotypes using Rotterdam criteria 

(16, 17).  

 

In our study the group D with oligo/amenorrhea and PCOM 

was predominant (78 %) in infertile women but we have also 

a number of case with HA and PCOM phenotype C (16 %) 

and the phenotype A 11 % with OA+HA+PCOM. Our 

results are concordant with a study in infertile women in 

Sudanwhere D phenotype was the most prevalent (52%) 

followed by phenotype B (22.6%), phenotype C (18.2%), 

and phenotype A (7.6%) and in aligned with the study from 

China and Iran [14] that reported phenotype D as the most 

prevalent.  

 

Published data indicate thatPCOS phenotypes identifiedin 

general population versus the clinical settings demonstrate 

different phenotypes (18, 19). The prevalence of PCOS 

according to the diagnostic criteria of the NIH, Rotterdam 

and AE - PCOS were 13.6, 19.4, and 17.8, respectively. 

those who met the Rotterdam criteria, 23.9, 46.3, 21.6, and 

8.2% had phenotypes A, B, C, and D, respectively. (20)  
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Overall, it seems that the classic form of PCOS (i. e., 

phenotypes A and B) constitutes approximately two - thirds 

of the total of PCOS patients identified within the clinical 

settings (21). Unfortunately, insufficient data exist regarding 

the distribution of phenotypes in women with PCOS 

identified in medically unbiased (i. e., unselected) 

populations, which would more accurately reflect the 

distribution of phenotypes in PCOS in the “natural” state.  

 

5. Conclusion 
 

The prevalence of PCOS is higher in women with problem 

of infertility in relation with general population and the 

phenotype of PCOS can be different in infertile women. We 

think that the criteria of Rotterdam 2003 and the NIH 2012 

phenotypes can describe better the problems in each 

population.  
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