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ABSTRACT
The prevalence of PCOS was investigated in many studies in different continents.
However, there is no established prevalence of PCOS for distinct ethnic groups.
In the current analysis, we conducted searches in PubMed, The Cochrane Library,
EMBASE, CINAHL up to Jan. 2017 to identify studies reporting prevalence of PCOS in
the general female population. Forty-two studies were identified, with 13 eligible for
evidence synthesis. The prevalence among different ethnicity was estimated using
random effect modelling. Our results suggested the lowest prevalence in Chinese
women(2003 Rotterdam criterion: 5.6% 95% interval: 4.4–7.3%), and then in an
ascending order for Caucasians (1990 NIH criterion: 5.5% 95% interval: 4.8–6.3%),
Middle Eastern (1990 NIH 6.1% 95% interval: 5.3–7.1%; 2003 Rotterdam 16.0%
95% interval: 13.8–18.6%; 2006 AES 12.6% 95% interval: 11.3–14.2%), and Black
women (1990 NIH: 6.1% 95% interval: 5.3–7.1%).There is variation in prevalence
of PCOS under different diagnostic criteria and across ethnic groups. This emphasises
the need for ethnicity-specific guidelines for PCOS to prevent under- or over-diagnosis
of the condition given that under-diagnosis may lead to rapid conversion of metabolic
disorders for patients whereas over-diagnosis may exert negative psychological
effects on patients which worsens the major symptoms of PCOS.

INTRODUCTION

and treatment of PCOS is promising, there is much to be
done before the current findings can be applied in clinical
practice [3, 4]. The three major diagnostic criteria of
PCOS widely followed are criteria raised by National
Institutes of Health(NIH) [5], 2003 Rotterdam Consensus
raised by European Society of Human Reproduction
and Embryology (ESHRE) and American Society for
Reproductive Medicine (ASRM) [6, 7] and criteria raised
by Androgen Excess Society (AES) [8].
It is known that based particularly on ancestry and
geographic segregation, the world's populations vary in
physical, behavioural and social distinctiveness due to
natural selection of genes and adaptation to environmental

Polycystic ovary syndrome (PCOS) is a
heterogeneous endocrine disorder, leading to several
health complications, including menstrual dysfunction,
infertility, hirsutism, acne, obesity, and metabolic
syndrome [1]. However, its pathophysiology remains
largely unknown but many believe that PCOS appears
to be familial, with its various aspects differentially
inherited from one generation to the next [2]. Although
more than 100 candidate genes have been investigated,
and the potential for gene discovery to improve diagnosis
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Prevalence data for different ethnicity

conditions, which then influences disease phenotype.
There is emerging evidence that ethnicity is closely
associated with PCOS phenotype due to different genetic
and environmental propensity to metabolic and hormonal
aberrations [9–11]. As early as in 1992, it was found that
obesity and hirsutism are associated with some genetic
factors [12], and consequently, the ethnic background
of women with PCOS needs to be considered in studies
that investigate the metabolic parameters [13]. A new
study has suggested that Hispanic women with PCOS
generally present the most severe phenotype both in terms
of hyperandrogenism and metabolic features whereas nonHispanic Black women demonstrate an overall milder
clinical presentation of PCOS than Hispanics and nonHispanic White women with respect to some aspects [14].
Ethnicity-specific guidelines of PCOS are
potentially in need to identify anthropometric thresholds
and phenotypic expression for better screening and
diagnosis in high-risk ethnic groups [15, 16]. However, to
our knowledge, the prevalence of PCOS in distinct ethnic
groups has not been established. To address this issue, we
therefore, performed a comprehensive literature review
to collect relevant studies and establish the prevalence
of PCOS in different ethnic groups by using suitable
statistical modelling.

Studies scoring 5 and above were evaluated
to examine the eligibility of inclusion in our model
(n = 27). Studies that did not fit the general pattern as the
majority of other studies in the same category were further
excluded. For example, Lauritsen et al. [19] was removed
due to the fact that all the other four studies in the Europe
used the 1990 NIH while it followed the 2003 Rotterdam.
Hashemipour et al., [20], Mehrabian et al., [21], Asgharnia
et al., [22] and Musmar et al., [23] were excluded because
the age range of the sample population was much narrower
(i.e. 17–18yrs) compared with the rest studies in Middle
East region. Zhuang et al. [24]was also removed for using
a wider than reproductive age range (12–44 years), with
the prevalence of PCOS peaking at the age band of 15–19
years. Statistical modelling was not performed for South
Asians (India and Sri Lanka) and Australians because all
studies in the same region used different age ranges (i.e.
15–18 yrs, 18–24 yrs). As a result, in terms of age, all the
studies considered for our statistical modelling included
study population with an age range of either 17–45,
18–45, 19–45 years or a median between 27 and 33, with
an inter-quartile range of 9–13 which can be approximated
to reproductive age range (see studies with an asterisk in
Supplementary Table 1). It should also be noted that we
did not model prevalence for certain ethnic groups (i.e.
Mexicans, Thai) as there was only one study available.
The reason for this is that if the result in a single study is
spontaneous and unreliable we have no choice but to use it
as our “best estimate”, which is undoubtedly questionable.
It was also spotted that the prevalence and the crude
number of PCOS cases do not match under the 2006 AES
criteria described by Mehrabian et al. [21].
After further investigation of features of each
available study, we noticed that some studies used a single
ethnic group while others used a mixture of different ethnic
groups. For example, two US prevalence study [25, 26]
reported using both Black and White, while the study
conducted in Spain used Caucasian females only [27].

RESULTS
Eligible articles
Our search initially produced 4354 citations in total,
and 45 studies were identified. We excluded 2 presentation
posters as these studies did not appear to have been
published in peer reviewed journals. One study was also
excluded after full-text screening because it evaluated
prevalence of PCOS in patients with type 2 diabetes
mellitus. Figure 1 presents a consort diagram summarising
our search.

Characteristics of prevalence studies
We found 42 studies (see Supplementary Table 1)
evaluating the prevalence of PCOS but we only retrieved
the full text for 40 of them, with the remaining 2 articles
inaccessible [17, 18]: there were no links to follow on the
PubMed for these two articles. However, in the abstracts
of these articles, Jiao et al. [17] clearly presented source
of recruitment, sample size, age range, ethnicity, definition
of PCOS, prevalence data and the corresponding crude
number of PCOS cases; Sung et al. [18] provided source
of recruitment, age range, definition of PCOS, prevalence
data, with the crude number of PCOS cases and sample
size irretrievable.
Geographically speaking, there were 10 studies in
Americas, 7 in Europe, 11 in Asia, 10 in Middle East and 4
in Oceania. The sample size ranged from 50 to 12171830.
www.impactjournals.com/oncotarget

Main outcomes from statistical modelling
The results of estimated prevalence of PCOS in
general female population obtained from our model were
shown in the Table 1.
For the 1990 NIH, the prevalence of PCOS for
White women was estimated at 5.5% (95% CrI: 4.8–
6.3%). The corresponding figures for Black women and
women residing in the Middle East are 7.4% (95% CrI:
6.3–8.7%) and 6.1% (95% CrI: 5.3–7.1%), respectively.
Using the 2003 Rotterdam, prevalence estimation is
only feasible for Chinese women (5.6%, 95% CrI: 4.4–
7.3%) and women in the Middle East (16.0%, 95% CrI:
13.8–18.6%). The prevalence of PCOS in the Middle East
women almost triples that in female Chinese.
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Table 1: Estimated prevalence of PCOS in unselected female population
Ethnicity
White (Caucasian)
Black (African-American and
Afro-Brazilian)

Estimated prevalence (%) of PCOS in general female population (with 95% CrI)
1990 NIH
2003 Rotterdam
2006 AES
5.5 (4.8–6.3)
−
−
7.4 (6.3–8.7)
−
−

Chinese
Middle East (Iranian and
Turkish)

−
6.1 (5.3–7.1)

5.6 (4.4–7.3)
16.0 (13.8–18.6)

As most studies in Middle East provide prevalence
data using all the three major diagnostic criteria of PCOS,
we were able to extrapolate prevalence for females in
Middle East according to different criteria. The prevalence
of PCOS is 6.1% (95% CrI: 5.3–7.1%) under the 1990
NIH, 16.0% (95% CrI: 13.8–18.6%) under the 2003
Rotterdam, and 12.0% (95% CrI: 11.3–14.2%) under the
2006 AES for females in Middle East. The prevalence
under Rotterdam more than doubles that under the 1990
NIH, with the prevalence under the 2006 AES lying inbetween.

Chinese women were suggested to be at a lower risk of
PCOS compared with other ethnic groups. It should be
noted that for females residing in the Middle East, the
credible intervals of the prevalence estimates under the
1990 NIH and the 2006 AES do not overlap, indicating
that the prevalence of PCOS for this ethnicity is notably
different according to these two definitions.
In general, we would expect that under the same
diagnostic criterion of PCOS, Chinese women are at a
lowest risk of developing PCOS, and then in an ascending
order through Caucasian women and females residing in
the Middle East, with Black women having the highest
risks of developing this syndrome.
The genetic ancestry data may be used to interpret
the phenotypic variability associated with PCOS
to a greater extent than self-reported ethnicity [29].
There are evidences for genetic influence based on
European ethnicity in women with PCOS and a genetic
component in the phenotypic features of PCOS within a
mixed European population [30]. It was found that the
risk variants associated with PCOS in Korean women
were not replicated in women of European ethnicity
[31]. In North India, clear different phenotypes of PCOS
were emerging, probably due to ethnic variants [32].
The differences in phenotype and clinical symptoms of
PCOS related to the clinical, hormonal, and metabolic
characteristics among various ethnic backgrounds,
including Hispanics, African Americans, Asians, and
Indians, need to be considered when assessing and
treating these individuals [33]. Particularly, women
of different ethnicities had different presentations of
clinical hyperandrogenism such as hirsutism [34], which
strongly suggests that clinical hyperandrogenism related
history taking and physical examination should vary from
patient to patient according to different ethnicities. Taken
together, the implications of ethnic variation on screening
and diagnosis, management priorities and response to
treatment should be taken into account when managing
women from distinct ethnic backgrounds, as well as in
developing management guidelines of PCOS.
It is also worth mentioning that even for the same
ethnic group (i.e. women in the Middle East), there is huge
variation in the prevalence of PCOS based on different
diagnostic criteria. This potentially indicated the issue of
under- or over-diagnosis of this condition at present. Given

DISCUSSION
The current study suggested that the prevalence of
PCOS reported in the database studies are generally lower
compared with that reported in the community studies,
underlying the fact that PCOS is a syndrome without
much public awareness and PCOS patients often do not
seek care. Moreover, for the same ethnicity, the prevalence
of PCOS was estimated to be the highest for the 2003
Rotterdam and the lowest for the 1990 NIH. This confirms
the results in another study where prevalence studies were
categorised by geographical locations [28]. While Bozdag
et al. [28] estimated continental-specific prevalence,
it is common that nowadays individuals with different
ethnic backgrounds reside in the same region due to
globalisation. Therefore, our current study is advantageous
in terms of providing ethnicity-specific estimates.
We found that Caucasian females living in the US
and Europe are less likely to develop PCOS compared with
females residing in the Middle East whereas Black women
(the majority are African-Americans and Afro-Brazilians)
tend to have the highest risks of developing PCOS. The
upper bound of the 95% CrI of the PCOS prevalence for
White females is the same as the lower bound of that for
Black females, suggesting that White and Black females
have substantially different risks of developing PCOS.
For Chinese women, even using the 2003 Rotterdam, the
prevalence is merely 5.6%, which is comparable with
the prevalence for White females under the 1990 NIH.
The 2003 Rotterdam has the broadest spectrum, so not
surprisingly, it is expected that the prevalence under the
2006 AES and the 1990 NIH would be even smaller for
Chinese females, had data been available. Therefore,
www.impactjournals.com/oncotarget
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that the major concern for women with PCOS is the longterm metabolic risk, the clinical management of PCOS is
suggested to be at the earliest possible when a diagnosis
is confirmed in order to prevent the rapid conversion into
complications such as type 2 diabetes [35]. However, on
the contrary, healthcare workers should also be aware
that the over-diagnosis of PCOS may exert negative
psychological impact on women with symptoms indicative
of PCOS. Psychological disorders may worsen some
major symptoms of PCOS (i.e. menstrual dysfunction) and
increase the chance for a potential case to be qualified as
a true case. This is supported by a recent study stating that
high stress is significantly associated with occurrence of
severe dysmenorrhoea and irregular cycles [36].
The strict quality assessment resulted in only a limited
number of eligible studies for inclusion in the statistical

model, with a relatively small sample size reported by each
study (e.g. between 154 and 15924). It is suggested that if
the effect across studies is consistent, we would consider
that the summary estimate is robust whereas in contrast,
if there are substantial differences across studies, we may
need to account for the dispersion. However, the problem
arises because when there are few studies to work with, we
may not know how the actual dispersion of studies look
like. Therefore, we attempted to use Bayesian methods to
address this issue. The potential drawback of this method
is that the extrapolation of prevalence was largely driven
by the prior distributions, which complemented the data.
Nonetheless, although the prior distributions included may
have some influence on the pooled estimates, we referred
to experts’ opinions to inform our model parameters. For
example, the prevalence of PCOS in the general population

Figure 1: Flow chart for systematic review and statistical model.
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is expected to be within a reasonable range of 2–20% and
this information was represented by some suitable prior
distributions (i.e. bound the prevalence within this range
with some variability). A notable advantage of using
Bayesian approach is that with the application of simulation,
the prior distributions can be updated by the observed data
to generate some posterior distributions of the parameters
of interest (in our case, prevalence of PCOS in different
ethnicity). As a consequence, random sampling with a
large sample size drawn from the posterior distributions
was feasible, potentially providing more sensible results.
Moreover, in our analysis, different versions of priors were
attempted and pooled estimates were obtained from model
averaging. Models with smaller Deviance Information
Criterion (DIC), which indicates a better fit, were weighted
up while models with larger DIC were weighted down. In
this way, we did not discard information from models which
have slightly higher DIC but give reasonable prevalence
estimates and 95% credible interval. This improved the
accuracy of our estimation.
As there are few instruments specifically designed
(i.e. Newcastle-Ottawa scale for case-control and cohort
studies) for prevalence studies, the formal evaluation
of included studies was challenged. For example, few
studies reported using sample size calculation and
random sampling scheme. It was suggested by Munn. Z
et al., [37] that the followings are all essential factors to
be considered for prevalence studies: sampling scheme,
sample representativeness, recruitment strategy, sample
size calculation, description of study subjects and settings,
response rate, standard criteria used for measurement of
a specific condition, reliable measurement instrument,
appropriate statistical analysis. However, few studies met
all of the above criteria.
Although there are some inherent challenge, the
results from the current analysis have suggested that using
the same diagnostic standard, Chinese women would
have the lowest risks of developing PCOS, and then in
an ascending order by, Caucasian women and women
residing in the Middle East, with Black women having the
highest risk of developing this syndrome. Considering the
wide variation in the clinical presentations associated with
PCOS among distinct ethnicity, there is an urgent need for
the establishment of ethnicity-specific guidelines for this
condition. This may help to prevent the under- or overdiagnosis of PCOS. Further research into the community
prevalence of PCOS in different ethnic populations
may need to be warranted to provide sufficient data for
prevalence extrapolation.

PubMed, The Cochrane Library, EMBASE, and CINAHL.
These are common databases used for searching medical
literature. The following combinations of essential search
words were used to identify studies evaluating prevalence
of PCOS:

MATERIALS AND METHODS

Data extraction

Search strategy and eligibility criteria

The following information was extracted from each
available study:(i) General characteristics of the study
(author, publication year, study period and location);
(ii) Characteristics of sample population (recruitment

((Stein-Leventhal syndrome) OR (polycystic
ovary syndrome)) AND ((prevalence) OR
(incidence) OR (epidemiology))
The search was restricted to English language only.
Only studies that assessed the prevalence of PCOS in
unselected general female population (excluding studies
which included patients seeking medical care services
for particular diseases, i.e. patients with type 2 diabetes
mellitus) up to January 2017 were included. Papers with
irrelevant titles or abstracts, for example, reviews of
epidemiology of PCOS or, prevalence studies of PCOSrelated diseases, were excluded. The reference lists of
included studies and relevant systematic reviews were
searched in order to locate other potential eligible articles.
Three reviewers (T.D., F.W. and G.B.) independently
screened and selected the articles and disagreement was
resolved by consensus with P.J.H. and F.Q.

Quality assessment
To ensure that the studies included in our
statistical model provided quality data, we performed a
methodological evaluation for the studies. As there are
few systematic assessment criteria (i.e. Newcastle-Ottawa
scale for case-control and cohort study) specifically
designed for prevalence studies, we referred to both the
Newcastle-Ottawa scale and the Joanna Briggs Institute
prevalence critical appraisal [37] tools but modified some
of the items within each category for methodological
evaluation. Two independent reviewers (T.D. and G.B.)
appraised all the articles. Inter-reviewer agreement of 0.95
was reached and disagreement was resolved by consensus
(T.D., F.W., G.B., P.J.H. and F.Q.). See Supplementary
Table 2 for more details of our quality assessment.
We considered studies that had a total score of
below 5 as poor quality ones and therefore excluded them
from our statistical model. They were removed because
the following important factors were not clearly stated:
(i) age range; (ii) sample size (for studies using multiple
ethnic groups, sample size for distinct ethnic group needs
to be reported; (iii) diagnostic standards do not follow
three major criteria of PCOS; (iv) ethnicity.

A literature review for prevalence studies of PCOS
was conducted in the following electronic databases:
www.impactjournals.com/oncotarget
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and sampling methods, sample size, number of PCOS
cases, age range and ethnicity of sample population); (iii)
Definition of PCOS (1990 NIH, Rotterdam, AES, ICD9 codes, medical diagnosed PCOS, clinical PCOS, selfreported PCOS). Data extraction was performed by T.D.,
and G.B. independently. Discrepancies were resolved by
consensus (T.D., F.W., G.B., P.J.H. and F.Q.).
Studies were categorised according to geographical
locations, which may potentially distinguish different
ethnic groups, as it seems reasonable to assume that there
is ethnic variation in the prevalence of PCOS [15].
We referred to the classification of ethnic category
by National Health Service in the UK [38] and categorised
studies strictly by ethnicity. All studies providing
prevalence data for the same ethnicity were classified
into the same category regardless of country origin. For
studies where sample population consisted of more than
one ethnicity (i.e. both Black and White), we used them
repeatedly and extracted raw number of PCOS cases
and corresponding sample sizes for different ethnicity
separately. The raw numbers of PCOS in the sample of
each study were extracted to be used for our model. For
studies where the number of PCOS cases is not provided
and the prevalence of PCOS is based on simulations, the
raw number of PCOS cases was calculated and rounded
to the nearest integer. Studies with an asterisk in the
Supplementary Table 1 were included in our model.

limited information obtained by the literature review (see
Results section) by explicitly modelling the prevalence
parameters so as to reflect the assumption that the
prevalence of PCOS is within a reasonable range in the
general population, regardless of ethnicity. Secondly, the
inclusion of ‘random effects’ (which renders our model
‘hierarchical’) allow us to account for correlation induced
by clustering, e.g. within geographical areas or common
background characteristics.
In our analysis, the prevalence estimates were
obtained using the mean and the 2.5th and 97.5th percentiles
of the posterior distribution (95% credible interval, CrI);
these can be considered as a Bayesian counterpart to the
lower and upper bound of the traditional 95% confidence
interval. We attempted different versions of priors for our
model to assess the robustness of the results. This includes
normal distribution prior for ethnicity-specific prevalence
at population level. The nature of the normal distribution
allows certain degree of variability around a centred mean
and we considered different mean prevalence within a
reasonable range of 2–20% (A normal distribution with
a mean of 0.1 and a variance of 0.0001 represents that
the population level mean prevalence is 10% with a
standard deviation from the mean of 0.01 (i.e. 95% CI:
8–12%)). The prior for the population-level prevalence
is complemented by uniform (A Uniform distribution
assumes that all values within a range are equally likely) or
half-Cauchy (A half-Cauchy distribution is characterised
by heavy tails (compared to a normal distribution) to allow
for outliers and accommodating small variances close to
zero (in our case, the variance for the population level
mean prevalence is considered to be small as the mean
prevalence itself is not large)) prior distribution for the
population-level variance. The different specifications
of our model (upon varying the prior distributions) were
assessed using the DIC [42]– this is a measure of model
fitting, with lower values indicating a better fit. However,
because of the limited amount of information, rather than
simply selecting one model (which could well be the least
worse in a set of not entirely satisfactory models), we
combined the possible formulations by weighting them
using a function of their computed DIC. This produced
a ‘model average’ describing our best assessment, given
the limited evidence observed and a set of reasonable
prior assumptions. Detailed explanations for our Bayesian
hierarchical model and prior specifications are provided in
Supplementary Figure 1.
The analyses were performed using simulation
methods in JAGS, a specialised software used to obtain
simulations from arbitrarily complex models, interfaced
with R version 3.3.2 (The R Foundation for Statistical
Computing).Two Markov chains ran simultaneously with
different initial values selected arbitrarily for convergence
purpose. A total of 40,000 simulations per chain were
generated and the first 10,000 in the burn-in period were
discarded.

Data analysis
We analysed the data using a Bayesian hierarchical
model. In a nutshell, the Bayesian approach to statistical
inference [39–41] is based on the premise that both
sampling variability (i.e. due to individual variations in
the observed data) and epistemic uncertainty (i.e. due to
our imperfect knowledge of model parameters, such as
population prevalence) are modelled using probability
distributions. These are used to describe the state of
science currently available. Before observing the data, the
modellers specify a ‘prior’ distribution for the quantity of
interest, typically unobservable population parameters,
to represent the current uncertainty. This prior is updated
into a ‘posterior’ distribution through the application
of Bayesian theorem, after the data are observed. The
formal inclusion of prior information can be beneficial
particularly in cases where the observed evidence is
limited and non-conclusive. Practically, Bayesian analysis
is typically performed using a simulation approach
in which samples from the posterior distributions are
obtained using computer algorithms. These can be used to
quantify the updated level of uncertainty in the parameters
of interest, e.g. by computing relevant summaries such as
the mean or the interval containing most (e.g. 95%) of the
posterior distribution.
We use a ‘hierarchical’ Bayesian model with a
two-fold objective: firstly, we want to complement the
www.impactjournals.com/oncotarget

96356

Oncotarget

Abbreviations

7. 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.

Polycystic ovary syndrome (PCOS),National
Institutes of Health(NIH), 2003 Rotterdam Consensus
raised by European Society of Human Reproduction and
Embryology (ESHRE), American Society for Reproductive
Medicine (ASRM), criteria raised by Androgen Excess
Society (AES), Deviance Information Criterion (DIC).

8. Azziz R, Carmina E, Dewailly D, Diamanti-Kandarakis E,
Escobar-Morreale HF, Futterweit W, Janssen OE, Legro RS,
Norman RJ, Taylor AE, Witchel SF, Task Force on the
Phenotype of the Polycystic Ovary Syndrome of The
Androgen E, PCOS Society. The Androgen Excess and
PCOS Society criteria for the polycystic ovary syndrome:
the complete task force report. Fertility and sterility. 2009;
91:456–488.

Authorsʼ contributions
T.D. contributed to study conception and design,
analysis and interpretation of data, drafting the article and
revising it critically for important intellectual content.
G.B. contributed to analysis, interpretation of data and
revising it critically for important intellectual content
and final approval of the version to be published. P.J.H
contributed to revising the article critically for important
intellectual content and final approval of the version to be
published. I.P. contributed to revising the article critically
for important intellectual content. F.W. contributed to the
interpretation of data and revising it critically for important
intellectual content and final approval of the version to
be published. F.Q. contributed to study conception and
design, analysis and interpretation of data, and revising it
critically for important intellectual content.

9. Sirota I, Stein DE, Vega M, Keltz MD. Increased
Insulin-Resistance and beta-Cell Function in Polycystic
Ovary Syndrome Women - Does Ethnicity Play a Role?
Reproductive Sciences. 2013; 20:180a–181a.
10. Louwers Y, Lao O, Kayser M. Inferred genetic ancestry
versus reported ethnicity in polycystic ovary syndrome
(PCOS). Human Reproduction. 2013; 28:349–349.
11. Azziz R, Ezeh U, Pall M, Dumesic DA, Goodarzi MO.
Effect of Race on the Metabolic Dysfunction of Polycystic
Ovary Syndrome (PCOS): Comparing African-American
(AA) and Non-Hispanic White (NHW) Patients. Endocrine
Reviews. 2010; 31.
12. Carmina E, Koyama T, Chang L, Stanczyk FZ, Lobo RA.
Does ethnicity influence the prevalence of adrenal
hyperandrogenism and insulin resistance in polycystic ovary
syndrome? Am J Obstet Gynecol. 1992; 167:1807–1812.

CONFLICTS OF INTEREST

13. Norman RJ, Mahabeer S, Masters S. Ethnic differences in
insulin and glucose response to glucose between white and
Indian women with polycystic ovary syndrome. Fertility
and sterility. 1995; 63:58–62.

None declared.

FUNDING

14. Engmann L, Jin S, Sun F, Legro RS, Polotsky AJ, Hansen
KR, Coutifaris C, Diamond MP, Eisenberg E, Zhang H,
Santoro N, and Reproductive Medicine Network. Racial and
ethnic differences in the polycystic ovary syndrome metabolic
phenotype. Am J Obstet Gynecol. 2017; 216:493.e1–493.e13.

There is no funding relevant to this study.

REFERENCES
1.

Norman RJ, Dewailly D, Legro RS, Hickey TE. Polycystic
ovary syndrome. Lancet. 2007; 370:685–697.

2.

Livadas S, Diamanti-Kandarakis E. Polycystic ovary
syndrome: definitions, phenotypes and diagnostic approach.
Front Horm Res. 2013; 40:1–21.

3.

Zhao H, Lv Y, Li L, Chen ZJ. Genetic Studies on Polycystic
Ovary Syndrome. Best Practice & Research Clinical
Obstetrics & Gynaecology. 2016; 37:56–65.

4.

Jones MR, Goodarzi MO. Genetic determinants of
polycystic ovary syndrome: progress and future directions.
Fertility and sterility. 2016; 106:25–32.

5.

Zawadzki JK, Dunaif A. Diagnostic criteria for polycystic
ovary syndrome: towards a rational approach. Polycystic
Ovary Syndrome. 1992:377–384.

6.

Rotterdam ESHRE/ASRM-Sponsored PCOS consensus
workshop group. Revised 2003 consensus on diagnostic
criteria and long-term health risks related to polycystic
ovary syndrome. Fertility and sterility. 2004; 81:19–25.

www.impactjournals.com/oncotarget

15. Zhao Y, Qiao J. Ethnic differences in the phenotypic
expression of polycystic ovary syndrome. Steroids. 2013;
78:755–760.
16. Qiao J. Pay more attention to ethnic differences in
polycystic ovary syndrome phenotypic expression. Chin
Med J (Engl). 2013; 126:2003–2006.
17. Jiao J, Fang Y, Wang T, Wang Z, Zhou M, Wang X.
Epidemiologic investigation of polycystic ovarian
syndrome (PCOS) in Han ethnic women of reproductive
age in Liaoning Province, China. Clin Exp Obstet Gynecol.
2014; 41:304–309.
18. Sung YA, Kim DS, Yoo SJ, Baik SY, Oh JY, Lee HJ. The
prevalence and phenotypes of polycystic ovary syndrome in
Korean women. Endocrine Abstracts. 2010; 22:486.
19. Lauritsen MP, Bentzen JG, Pinborg A, Loft A, Forman JL,
Thuesen LL, Cohen A, Hougaard DM, Nyboe Andersen A.
The prevalence of polycystic ovary syndrome in a normal
96357

Oncotarget

population according to the Rotterdam criteria versus
revised criteria including anti-Mullerian hormone. Hum
Reprod. 2014; 29:791–801.

31. Kim HJ, Bjonnes A, Saxena R, Welt C. Evaluating Risk
Variants for Korean Women with Polycystic Ovary
Syndrome in Women of European Ethnicity. Fertility and
sterility. 2014; 102:E266–E267.

20. Hashemipour M, Faghihimani S, Zolfaghary B,
Hovsepian S, Ahmadi F, Haghighi S. Prevalence of
polycystic ovary syndrome in girls aged 14–18 years in
Isfahan, Iran. Horm Res. 2004; 62:278–282.
21. Mehrabian F, Khani B, Kelishadi R, Ghanbari E. The
prevalence of polycystic ovary syndrome in Iranian women
based on different diagnostic criteria. Endokrynol Pol.
2011; 62:238–242.
22. Asgharnia M, Mirblook F, Ahmad Soltani M. The
Prevalence of Polycystic Ovary Syndrome (PCOS) in
High School Students in Rasht in 2009 According to NIH
Criteria. Int J Fertil Steril. 2011; 4:156–159.
23. Musmar S, Afaneh A, Mo’alla H. Epidemiology of
polycystic ovary syndrome: a cross sectional study of
university students at An-Najah national universityPalestine. Reprod Biol Endocrinol. 2013; 11:47.
24. Zhuang J, Liu Y, Xu L, Liu X, Zhou L, Tang L, Kang D,
Guo W, He M, Yang F, Qiu D. Prevalence of the polycystic
ovary syndrome in female residents of Chengdu, China.
Gynecol Obstet Invest. 2014; 77:217–223.
25. Knochenhauer ES, Key TJ, Kahsar-Miller M, Waggoner W,
Boots LR, Azziz R. Prevalence of the polycystic ovary
syndrome in unselected black and white women of the
southeastern United States: a prospective study. The Journal of
clinical endocrinology and metabolism. 1998; 83:3078–3082.
26. Azziz R, Woods KS, Reyna R, Key TJ, Knochenhauer ES,
Yildiz BO. The prevalence and features of the polycystic
ovary syndrome in an unselected population. J Clin
Endocrinol Metab. 2004; 89:2745–2749.
27. Asuncion M, Calvo RM, San Millan JL, Sancho J, Avila S,
Escobar-Morreale HF. A prospective study of the prevalence
of the polycystic ovary syndrome in unselected Caucasian
women from Spain. J Clin Endocrinol Metab. 2000;
85:2434–2438.
28. Bozdag G, Mumusoglu S, Zengin D, Karabulut E,
Yildiz BO. The prevalence and phenotypic features of
polycystic ovary syndrome: a systematic review and metaanalysis. Hum Reprod. 2016; 31:2841–2855.
29. Louwers YV, Lao O, Fauser BCJM, Kayser M, Laven JSE.
The Impact of Self-Reported Ethnicity Versus Genetic
Ancestry on Phenotypic Characteristics of Polycystic Ovary
Syndrome (PCOS). Journal of Clinical Endocrinology &
Metabolism. 2014; 99:E2107–E2116.
30. Bjonnes AC, Saxena R, Welt CK. Relationship between
polycystic ovary syndrome and ancestry in European
Americans. Fertility and sterility. 2016; 106:1772–1777.

www.impactjournals.com/oncotarget

32. Ganie MA, Marwaha RK, Dhingra A, Nisar S, Mani K,
Masoodi S, Chakraborty S, Rashid A. Observation of
phenotypic variation among Indian women with polycystic
ovary syndrome (PCOS) from Delhi and Srinagar.
Gynecological endocrinology. 2016; 32:566–570.
33. Wang S, Alvero R. Racial and ethnic differences in
physiology and clinical symptoms of polycystic ovary
syndrome. Semin Reprod Med. 2013; 31:365–369.
34. Zhao H, Lv Y, Li L, Chen ZJ. Genetic Studies on Polycystic
Ovary Syndrome. Best Pract Res Clin Obstet Gynaecol.
2016; 37:56–65.
35. Conway G, Dewailly D, Diamanti-Kandarakis E, EscobarMorreale HF, Franks S, Gambineri A, Kelestimur F,
Macut D, Micic D, Pasquali R, Pfeifer M, Pignatelli D,
Pugeat M, et al. European survey of diagnosis and
management of the polycystic ovary syndrome: results of
the ESE PCOS Special Interest Group’s Questionnaire. Eur
J Endocrinol. 2014; 171:489–498.
36. Kollipaka R, Arounassalame B, Lakshminarayanan S. Does
psychosocial stress influence menstrual abnormalities in
medical students? J Obstet Gynaecol. 2013; 33:489–493.
37. Munn Z, Moola S, Riitano D, Lisy K. The development
of a critical appraisal tool for use in systematic reviews
addressing questions of prevalence. Int J Health Policy
Manag. 2014; 3:123–128.
38. NHS. Ethnic category code. http://wwwdatadictionarynhsuk/
data_dictionary/attributes/e/end/ethnic_category_code_
deasp?shownav=1. 2015.
39. Spiegelhalter DJ, Abrams KR, Myles JP. Bayesian
Approaches to Clinical Trials and Health-Care Evaluation:
John Wiley & Sons. 2004.
40. Sutton AJ, Abrams KR. Bayesian methods in meta-analysis
and evidence synthesis. Stat Methods Med Res. 2001;
10:277–303.
41. Gelman A, Carlin JB, Stern HS, Dunson DB, Vehtari A,
Rubin DB. Bayesian data analysis. Chapman & Hall/CRC
Texts in Statistical Science. 2013.
42. Spiegelhalter DJ, Best NG, Carlin BP, Van Der Linde A.
Bayesian measures of model complexity and fit. J R Stat
Soc Series B Stat Methodol. 2002; 64:583–639.

96358

Oncotarget

