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Abstract

Scoping Review

Introduction

Polycystic ovary syndrome  (PCOS) is described as a 
thief of womanhood.[1] It has implications on cosmetic, 
metabolic, psychosocial and fertility aspects, making the 
multidisciplinary treatment approach mandatory rather than 
simply using medications. Counselling and patient education 
about PCOS are inevitably essential to address the health 
and psychosocial problems associated with PCOS; however, 
multiple health care practitioners (HCPs) may struggle with 
counselling. Male HCP may not be comfortable dealing with 
gynaecological or dermatologic issues related to PCOS, 
especially in adolescent girls. There are no clear guidelines 
on how to approach distress in women living with PCOS. 
Hence, there is a need for guidance on PCOS counselling 

that could serve as a toolkit for all the HCPs involved in 
treating PCOS.

Section 1: Definition of PCOS and diagnostic criteria
Definition: Polycystic ovary syndrome (PCOS) is a common 
endocrine disorder presenting as hyperandrogenism and 

Polycystic ovary syndrome (PCOS), a frequently occurring health issue, has a significant effect on the cosmetic, metabolic, psychosocial and 
fertility aspects of women. A multidisciplinary team approach based on the core pillars of screening, assessment and counselling to detect, 
prevent and treat physiological and psychological issues in PCOS is very essential. Women are treated medically, but the psychosocial part is 
often forsaken. Hence, counselling forms an integral part of PCOS management that enables enhanced clinical outcomes and patient satisfaction. 
Digital tools and PCOS support groups have built an opportunity for physicians to create awareness, help timely diagnosis and overcome 
PCOS symptoms. The absence of clear guidelines to tackle the often less discussed aspects of PCOS warrants the need for consensus on 
PCOS counselling. This review summarizes the biopsychosocial health, clinical assessment and treatment strategies of PCOS and associated 
co‑morbidities. The review article will discuss the clinician’s role in patient education with the special focus on counselling of females with 
PCOS regardless of age group.
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anovulation, occurring at any age from adolescence to 
womanhood causing physical and psychological co‑morbidities.[2]

Diagnostic criteria for PCOS: The diagnosis of PCOS is 
critical for the precise and timely institution of treatment. 
The complexities attached to PCOS allowed the proposal of 
three diagnostic criteria in adult women—National Institutes 
of Health  (NIH) in 1990, Rotterdam American Society for 
Reproductive Medicine and the European Society of Human 
Reproduction and Embryology (ASRM/ESHRE)‑sponsored 
PCOS Consensus Workshop Group in 2004, and Androgen 
Excess and PCOS Society (AE‑PCOS) in 2006 [Figure 1].[3] 
Lujan et  al.[4] suggested conservative diagnosis due to its 
characteristics that included appropriate patient education, 
careful treatment and enduring follow‑up of patients as the 
actual health risks of these distinct phenotypes are slowly 
revealed. The NIH Consensus further recommended broader 
Rotterdam/ESHRE/ASRM criteria with the inclusion of a 
comprehensive PCOS phenotype  [Box 1].[5] More criteria 
met by the patient with PCOS would imply a more severe 
phenotype; however, they do not provide any treatment 
guidance. Diagnostic investigations must exclude other 
causes and include thyroid function tests, prolactin, 
serum testosterone, dehydroepiandrosterone sulphate and 
follicle‑stimulating hormone  (FSH) levels.[6‑9] Thus, we 
rule out Cushing’s disease, non‑classic congenital adrenal 
hyperplasia, hypothyroidism and acromegaly, depending on 
particular circumstances.

Challenges with PCOS:
•	 Age: The spectrum of age groups affected by PCOS 

is extensive, including adolescent girls, women yet to 
marry, young women and preconception age. Thus, this 
greatly impacts the diagnostic tests, mode of treatment 
and expected outcomes.

•	 Associated complications and co‑morbid conditions: 
PCOS increases the prevalence of diverse complications 
and co‑morbidities including metabolic disorders, 
psychological disorders, cardiac diseases and rarely 
endometrial cancer. Therefore, the clinical approach of 
diagnosis and treatment varies depending upon the current 
clinical condition of the patient.

Above all, counselling forms a pivotal part of the treatment 
regimen from commencing treatment till follow‑up to achieve 
the maximum therapeutic benefits.

Section 2: Biopsychosocial prism of health
The biopsychosocial framework encompasses the three domains—
biological, psychological and social factors—that govern the 
health status of the patient. It emphasizes the psychological and 
social causes of PCOS and its influence on the physical health of 
the patient [Box 2]. The negative biopsychosocial consequences 
warrant the need to create awareness and address these conditions 
promptly and correctly, and it is important to understand that 
only the biomedical approach may not show efficient results 
and needs psychosocial and social support. Indian women and 
adolescents too predominantly demonstrate PCOS with higher 
incidence and awareness in the urban population than rural.[10] 
Infertility, particularly in the Indian scenario, is imperilled with 
social pressure due to the importance given to begetting children 
by society [Figure 2].

Psychological co‑morbidity
A cross‑sectional study in women with PCOS showed that 32% 
of the women were affected with anxiety and 5% were severely 

Box 1: PCOS phenotypes
Phenotype A: hyperandrogenism + ovulatory dysfunction + PCOM
Phenotype B: hyperandrogenism + ovulatory dysfunction
Phenotype C: hyperandrogenism + PCOM
Phenotype D: ovulatory dysfunction + PCOM

Figure 1: Diagnostic criteria for PCOS
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depressed, indicating the importance of assessment of mental 
health disorders in view of the factors influencing psychological 
well‑being.[11] Studies show a curvilinear relationship between 
free testosterone and negative mood scale scores across the 
groups.[12] Recommendations suggest screening for depression 
and anxiety in adults and adolescents with PCOS using 
appropriate psychological instruments. In Indian women, 
a 54% prevalence of depression  (GHQ‑28 score  ≥8) was 
reported, of whom 72% were obese, 70% had hirsutism, 61% 
had acne and 56% were infertile, indicating a considerable 
effect on the quality of life  (QoL) of these women.[13] A 
Swedish registry of patients with PCOS (n = 24,385) and their 
full‑siblings  (n  =  25,921) identified a range of psychiatric 
disorders in them. They analysed that the individuals with 
PCOS have 50% increased odds of psychiatric disorders, and 
their siblings too showed a higher risk of certain psychiatric 
comorbidities. The crude odds ratios for attempted suicide 
were 40% higher in patients with PCOS and 16% higher in 
their unaffected siblings.[14] In an Indian study from Kashmir, 
psychiatric morbidity was assessed using a structured interview 
by a psychiatrist. This study showed a high prevalence of 
almost all psychiatric disorders as compared to the control 
group. A higher prevalence of depression, anxiety disorders 
and suicidality was observed  (depressive disorder 23.6%, 
generalized anxiety disorder 15.45% and suicidality 8.18%).[15] 
A meta‑analysis by Brutocau et al.[16] has demonstrated that 
women with PCOS were at an increased risk of diagnosis 
of depression  (odds ratio  (OR), 2.79; 95% CI, 2.23–3.50), 
anxiety  (OR, 2.75; 95% CI, 2.10–3.60), bipolar disorder 
(OR, 1.78; 95% CI, 1.43–2.23) and obsessive–compulsive 
disorder (OCD) (OR, 1.37; 95% CI 1.22–1.55); however, social 
phobia or panic disorder was not observed.

Social comorbidity
Physical manifestations of PCOS such as hirsutism, obesity, 
acne and infertility can have a negative effect on the patients’ 
social life. A cross‑sectional study of 128 women with PCOS 
reported weight gain, infertility and hyperandrogenism as 
their greatest concerns and showed lower scores on the PCOS 

questionnaire  (PCOSQ) subscale for weight and infertility, 
while hirsute women reported higher scores on the PCOSQ 
for emotions subscale, including mood disorders, anxiety, 
depression and low self‑esteem.[17] Emotional and social 
functioning were the most affected domains rather than 
physical functioning.[18] Likewise, adolescents too were highly 
affected due to overweight and body perception, leading to 
bullying, social isolation and low health‑related QoL. Another 
qualitative study conducted on Iranian adolescents suggested 
that attractiveness and threat to femininity were their main 
concerns and understanding these apprehensions can help 
HCPs in treating them.

A randomized controlled trial of 88 women demonstrated that 
40% felt uncomfortable in social situations, 30% had high levels 
of depression, while 75% reported clinical levels of anxiety 
and 29% reported both.[19] A community‑based cohort study 
conducted on 8,467 participants showed that women with PCOS 
had a higher prevalence of eating disorders (11.0% vs. 7.6%), 
low self‑esteem (31.7% vs. 24.2%) and psychological 
distress  (21.0% vs. 13.5%).[20] A population‑based study 
conducted at ages 31 and 46 in women with PCOS showed 
a lowered health‑related QoL with mental distress, low life 
satisfaction and poor health comparable to that of women with 
other chronic conditions, such as asthma, migraine, rheumatoid 
arthritis and depression.[21]

Sexual dysfunction, self‑image and self‑esteem
Pieces of evidence support that negative self‑image and lowered 
self‑esteem are common issues in patients with PCOS. Findings 
from a systematic review by Jones et al.[22] showed that the most 
adversely affected domain was weight and the least one was 
acne. A cross‑sectional study in women with PCOS showed 
moderate sexual dysfunction, but feelings of insufficiency in 
social and sexual situations were distinctly raised and positively 
associated with hirsutism and depression.[23] An Iranian study 
of 400 women showed impaired self‑confidence in PCOS 
groups in comparison with the non‑PCOS group indicating 
imperative psychological attention and support.[24] Himelein 
et al.[25] suggests that women with PCOS may struggle with 
sexual discomfort or disinterest, perhaps as a result of concerns 
about sexual attractiveness. Cultural factors play an important 
role in the perception of self, thus affecting self‑esteem. Among 
Brazilian women with PCOS, weight was not found to be as 
detrimental to self‑esteem as in comparison with Austrian 
women. This finding attributed to the greater importance of 
thinness in Western countries than in developing countries.[26]

Eating disorders and disordered eating
Body dissatisfaction is widely accepted to play an important 
causal role in eating disorders. Eating disorders include anorexia 
nervosa, bulimia nervosa and binge eating, and disordered 
eating refers to symptoms influenced by behavioural, mental 
and emotional features. Although highly prevalent in patients 
with PCOS, inadequate screening methods make it vulnerable 
to remain under‑diagnosed, thus affecting the physical health 
and psychological well‑being of women. Thannickal et al.[27] 

Figure 2: Biopsychosocial model of PCOS—a pragmatic approach to 
overall well‑being
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analysed 36 studies involving 349,529 patients with PCOS 
reporting to have bulimia nervosa, binge eating or any other 
eating disorder, but not anorexia nervosa. Mixed results were 
observed across different eating disorders, but the overall 
occurrence is high in women with PCOS.[27]

Section 3: Clinical assessment and counselling
Screening, assessment and counselling are the core pillars 
that are pivotal to detect, prevent and treat physiological 
and psychological issues associated with PCOS. Patient 
counselling is a broad process, which comprises advising 
and educating the patients as well as their family about 
all the necessary medication‑related information, lifestyle 
modifications and addressing psychological factors to enhance 
QoL. Effective counselling is important, since it improves 
patients’ understanding and knowledge about PCOS, resulting 
in improved medication adherence and better outcomes.

The strength‑based counselling and motivational interviewing 
involve the recording of psychosocial history in adolescents 
and adult women, imperative to identify the concerned areas 
in them as well as to recognize the strengths and ambitions 
in adolescents.[6] An intervention initiated with counselling 
for psychological and socio‑sexual issues will empower the 
release of emotional distress, develop positive relationship 
patterns with healthy behaviour and complement patient 
care.[28]

School sessions provide knowledge about PCOS, empowering 
girls to be assertive and protecting their self‑esteem. The 
psychological factors may impede the application of lifestyle 
modification in situations such as asking a girl to exercise, 
without considering the embarrassments she might have to face 
in the gym. Hence, the biological, psychological, social and 
environmental factors need to be considered while counselling, 
focusing on the holistic approach. All the clinical symptoms 
do not have the same impact on the patients; thus, counselling 
depends on the symptoms presented, medications prescribed 

and age or both medications and age [Table 1]. The nutritional 
and genetic aspects  (such as a family history of metabolic 
diseases, infertility or menstrual problems, etc.) need to be 
focused on along with the involvement of family and peer 
groups. Specific counselling may include fertility issues, risk 
of diabetes, risk of endometrial carcinoma and future risk of 
cardiovascular disease.

A standardized pre‑conceptional counselling regarding 
nutrition, vitamin supplementation and vaccinations play a key 
role in managing PCOS. The literature reports that adolescent 
girls and women with PCOS after nutritional counselling and 
complying with lifestyle interventions experienced improved 
clinical, metabolic and hormonal parameters.[29,30] Exercise in 
groups followed by counselling showed beneficial effects on 
waist circumference, weight and VO2 max in women with 
PCOS.[31] In this randomized study, 17 sedentary, overweight 
women with PCOS underwent 16 weeks of intervention and 
8 weeks of high‑intensity aerobic exercise followed by 8 weeks 
of group counselling. Rubella vaccination can be discussed if 
IgG is negative.

The questionnaire‑based survey in women enabled early 
detection of PCOS, identification of phenotypes and referral to 
standard primary health care.[32] A systematic review suggested 
that PCOSQ and the SF‑36 were used most frequently for 
the assessment of QoL in women with PCOS and were able 
to capture different aspects of QoL and identified the areas 
that can improve QoL in them.[33] Table  2 depicts some of 
the counselling techniques for adolescent and adult women 
affected with PCOS.

Physicians play a key role in creating awareness in adolescents 
and their parents about patterns of the menstrual cycle, since 
any menstrual abnormalities signal the need for medical 
testing and early treatment. However, several women 
complain about insufficient information obtained from the 
HCPs and negative experiences in relation to the diagnosis 
and management of PCOS reporting dissatisfaction with the 

Table 1: Counselling according to phase of life

Phases of life Hygiene and non‑pharmacological therapy Medication and interventional therapy Counselling/other interventions
Adolescents Skin hygiene to reduce acne; healthy lifestyle to 

maintain optimal weight; support to handle social 
challenges such as bullying and teasing

Contraindications, expected benefits, 
possible adverse effects, anticipated 
limitations and caveats related to laser 
treatment and medical therapy

Adolescent‑centred interview; 360º 
assessment of significant symptoms, 
including family members and other 
caregivers; focus on self‑esteem and 
self‑image, assertiveness training 
and problem‑solving skills 

Reproductive age
No pregnancy Skin hygiene; healthy lifestyle to maintain optimal 

weight; contraceptive counselling
Use of menstrual regulations for hirsutism 
as well as counselling

Focus on sexual health, self‑esteem 
self‑image and problem‑solving 
skills if needed

Planning 
pregnancy

Skin hygiene; healthy lifestyle; pre‑conception 
counselling

Avoidance of menstrual regulators, drugs 
with teratogenic potential, use of folic 
acid 

Fertility‑related counselling, 
e.g., explanation of fertile, period, 
rational use of pregnancy tests; 
psychosocial and family support 

Menopause and 
post‑menopause

Functional foods and non‑pharmacological therapy 
for hot flashes; cosmetic therapy for hirsutism and 
alopecia; Screening for metabolic syndrome 

Appropriate therapy for metabolic 
dysfunction, osteoporosis, estrogenic 
symptoms

Person‑centred advice; family 
support
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provision of care and support.[18,37] A 2018 study revealed 
that women with PCOS had greater distrust and arguments 
in the opinions of their HCPs as compared to women without 
PCOS impacting the HCP’s efficiency of employing lifestyle 
interventions.[38]

Further research is essential to recognize and implement myriad 
ways to improve communication between adolescents and 
adult women with PCOS and their HCPs [Figure 3].[18] Even 
though clinicians have a major role in managing patients with 
PCOS, challenges do exist at patients’ and clinicians’ end [Boxs 
3 and 4]. However, necessarily adopting a few strategies and 
principles would enable them to deal with PCOS satisfactorily 
and lessen the gaps existing in clinical practice [Box 5].

Section 4: Management of PCOS and associated 
co‑morbidities [Figure 4, Box 6]
A team comprising primary HCPs, subspecialist physicians, 
gynaecologists, obstetricians, dermatologists and psychiatrists 
is desirable to tailor the therapy as per the patient’s clinical 
presentations, complications and co‑morbidities for managing 
PCOS. The therapeutic goals majorly involve treating the 
underlying symptoms such as cosmetic, infertility, physical 
and psychosocial issues. Several tools and interventions 
exist for the overall management of PCOS including 
non‑pharmacological and pharmacological strategies; some 
of them are listed in Table 3.

More than 50% of the women with PCOS are insulin‑resistant 
and have a higher risk of developing type 2 diabetes, abdominal 

Table 2: Counselling techniques for adolescent and adult women affected with PCOS

CARES characteristics of a good health care provider Water approach for motivational interviewing
C=Confident competence
A=Authentic accessibility
R=Reciprocal respect
E=Expressive empathy
S=Straightforward simplicity

W=Welcome warmly
A=Ask and assess
T=Tell truthfully
E=Explain with empathy
R=Reassure and return

SMART technique for goal setting and self‑monitoring BATHE technique for clinical evaluation[34]

S=Specific
M=Measurable
A=Achievable
R=Realistic
T=Timely

B=Background (sociocultural)
A=Affect (depressed/anxious mood)
T=Trouble (predominant symptom causing problem)
H=Handling (coping with problems)
E=Empathy (understanding and support)

HEADSSS assessment for adolescents[35] CRAFFT questions for obtaining drug history[36]

H=Home and environment
E=Education and employment
E=Eating
A=Activity or employment
D=Drugs
S=Suicidality
S=Sex
S=Safety

C=Car (driving history using alcohol or drugs)
R=Relax (use of alcohol or drugs to relax)
A=Alone (use of alcohol or drugs when alone)
F=Forget (forget things done while using alcohol or drugs)
F=Friends/family (told by friends or family to cut down on drinking or drug use)
T=Trouble (getting into trouble while using alcohol or drugs)

Figure 3: Psychosocial support and counselling

Figure 4: Treatment strategies used for PCOS
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obesity and dyslipidaemia. Medicines, nutritional supplements, 
diet, exercise and other specific tools and techniques of 
counselling collectively form the basis of managing PCOS and 
related co‑morbidities. Studies have shown beneficial effects of 
vitamin or mineral supplements and vitamin‑like nutrients such 
as bioflavonoids, alpha‑lipoic acid, carnitine, omega‑3 fatty 
acids, probiotics on PCOS‑related symptoms and associated 
co‑morbidities.[57] The behavioural and psychological 
interventions along with social support are able to bring out 
positive outcomes in controlling weight and managing obesity. 
Counselling women and adolescents belonging to various age 
groups about change in lifestyle is the foremost step in the 
management of obese PCOS, insulin resistance, infertility, 
psychological disorders and OSA. The literature shows that 
weight problems have the greatest negative impact on QoL 
of patients with PCOS, and studies have shown that patients 
with lower BMI have slightly lower anxiety and depression 
scores.[16] Lack of initiative, interest and perseverance will 
exist due to psychological problems. This may impact lifestyle 

Table 3: Multiple co‑morbidities associated with PCOS

Co‑morbidities Tests/tools used for assessment Treatment

Biomedical co‑morbidities
Obesity Body mass index, waist circumference, DEXA Lifestyle modifications comprising a balanced diet, exercise and 

stress management, yoga and holistic approach, anti‑obesity drugs, 
bariatric surgery[39]

Obstructive sleep apnoea Polysomnography, Berlin tool, sleep questionnaire Continuous positive airway pressure, oral appliances, surgical 
methods and weight loss[40]

Metabolic syndrome Waistline, blood pressure, HDL cholesterol level, 
triglyceride level and fasting plasma glucose

Lifestyle modifications[41]

Insulin resistance Glucose tolerance test Thiazolidinediones, metformin and vitamin D[42]

Type 2 diabetes mellitus Glycated haemoglobin (HbA1C) test Lifestyle modifications, insulin and oral anti‑hyperglycaemics[43]

Infertility Full workup In vitro fertilization lifestyle interventions, pharmacotherapy 
(metformin, clomiphene citrate, progestins) and surgical approach[44]

Dyslipidaemia Lipid profile Lifestyle modifications, lipid lowering agents such as statins, ω‑3 
polyunsaturated fatty acid and nicotinic acid[45]

Hypertension Blood pressure Lifestyle modifications
Cardiovascular disease ECG, stress test Lifestyle modifications[6] 

Cosmetic co‑morbidities
Hirsutism Ferriman–Gallwey score Oral contraceptives, eflornithine, cosmetic therapy, laser treatment[6]

Acne Tutakne et al. (grades 1, 2, 3, 4)[46] Oral contraceptives, anti‑androgens, retinoids 
Alopecia Ludwig's classification of hair loss[47] Oral contraceptives, spironolactone, minoxidil

Psychiatric/psychosocial co‑morbidities
Anxiety The State‑Trait Anxiety Inventory (STAI),[48] 

Hospital Anxiety and Depression Scale (HADS)[49]
Lifestyle modifications, counselling, cognitive–behavioural 
therapies, medications to treat physical, cosmetic health 
issues, psychological and psychiatric disorders, relaxation 
therapy (mindfulness, yoga), group therapy 

Depression Patient Health Questionnaire 2 (PHQ‑2), Patient 
Health Questionnaire 9 (PHQ‑9),[50,51] Hospital 
Anxiety and Depression Scale (HADS),[49] Beck’s 
Depression Inventory (BDI)[52]

Psychosexual dysfunction Female Sexual Function Index (FSFI)[53]

Body image Multidimensional Body‑Self Relations 
Questionnaire (MBSRQ)

Eating disorders SCOFF tool (Sick, Control, One stone, Fat, Food)[54]

Impaired quality of life PCOS quality‑of‑life tool (PCOSQ), or the modified 
PCOSQ,[55] World Health Organization Quality of 
Life Instrument (WHOQOL‑BREF)[56]

DEXA, dual‑energy X‑ray absorptiometry; ECG, electrocardiogram; HDL, high‑density lipoprotein

Box 3: Barriers for PCOS treatment 
Insufficient knowledge and information provided to the patients
Lack of communication
Financial burden
Environmental and time barriers
Personal barriers including low self-confidence and shyness
Long waiting times for allied health care providers 
Clinicians’ perception of patient access to and the availability of allied 
health professionals 
Short consultations, non-standardized delivery of lifestyle management, 
lack of enforcement and follow-up of interventions

Box 2: Biopsychosocial prism of health
Along with the biomedical approach, psychological support and social 
support are key facets of overall health.
The three biopsychosocial parameters determine the quality of life.
Psychological comorbidity, social comorbidity, sexual dysfunction, 
negative self-image, lowered self-esteem and eating disorders are 
common in patients with PCOS that impacts the physical health and 
psychological well-being of women.
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management which is the cornerstone of PCOS therapy. 
Hence, to achieve optimal results, it is imperative to deal with 
psychological issues in PCOS.

Section 5: Role of media and digital technology in PCOS 
[Box 7]
Although PCOS is a highly prevalent disorder, it is 
characterized by a lack of awareness and knowledge about 
this syndrome. Easy access to the Internet and cell phones 
has given women and adolescents a platform to search for 
information about PCOS. Moreover, the Internet allows 
women to conveniently communicate and privately access 
and share experiences through emails, online support groups 
and social networking sites. However, the authenticity and 

accuracy of online information need to be validated by HCPs 
and scientific researchers so that patients of all age groups can 
use it relentlessly.

Internet and social media intensely impact the lives of 
adolescents depending on how they manage their health, 
and equating it with beauty might be problematic for them. 
For instance, teen magazines or blogs may illustrate hair 
removal methods, instant therapies for acne, ketogenic diet, 
or quick‑fix diet and exercise, disregarding the importance 
of long‑term lifestyle modifications, medical treatment and 
psychosocial support essential for managing PCOS symptoms 
and co‑morbidities.[58] The ketogenic diet has been shown 
to reduce weight and improve insulin sensitivity; however, 
its long‑term effects have not been studied.[59] Conversely, 
a ketogenic diet can worsen PCOS symptoms due to the 
physiological stress exerted on the body by low carbohydrate 
content. Hence, it is very important for adolescents and women 
to seek medical help and counselling rather than adopting 
several instant lifestyle alterations and therapies from online 
PCOS information without being aware of the downsides. Also, 
during counselling, the HCP should understand and identify 
whether the patient has used or misused social media and online 
information about PCOS that could be a guide to decide the 
appropriate therapeutic option for the patients.

Several digital tools have been introduced impacting the health 
care, much beyond just curtailing the consultation waiting time 
and expenses. Digital technology is a powerful support tool 
enabling remote patient monitoring, counselling and managing 
health status using telemedicine and wellness tools. Digital 
screening, assessment, psychotherapies and behavioural 
therapy are gaining wide acceptance among clinicians and 
patients.[60,61] Well‑developed digital interventions do exist, 
particularly for cognitive and behavioural treatments,[62] and 
some clinical studies are underway involving the Internet and 
computer gameplay.[63] The digital versions of psychotherapy 
include acceptance and commitment therapy, behavioural 
activation, interpersonal psychotherapy, mindfulness 
interventions and problem‑solving therapy. An Indian study 
reported the benefits of digital therapeutics in girls with 
PCOS using a wellness application, which improved patient 
engagement and treatment adherence in them.[64]

Recently, PCOS support groups have been established to 
provide emotional and social support to such women to alleviate 
distress, empower and enhance self‑management. Studies show 
that numerous international, English‑speaking PCOS support 
groups exist and have an online presence.[65] Currently, in 
India, PCOS support groups such as LOQUS,[66] Conquer 
PCOS,[67] PCOS support by geneOmbio Technologies,[68] 
HEAL PCOS,[69] etc., are known to provide informational 
and socio‑emotional support to patients with PCOS. They 
are actively involved in PCOS awareness programs and help 
women to overcome PCOS symptoms. Such support groups 
in collaboration with HCPs and professional societies can 
improve the accessibility of evidence‑based data. All HCPs 

Box 4: Patient management strategies
Identifying factors associated with psychological disorders and timely 
management 
Recognize personal impediments
Observe and interpret non-verbal communications such as eye contact, 
facial expressions and body language
Motivate patient and restore self-esteem

Box 5: Clinician’s role
Have clear communication with sufficient time
Avoid medical jargon
Tailor therapy as per patient’s symptoms
Explain treatment options 
Engage patient in her treatment plan and ensure that it is understood 
properly
Provide age-appropriate educational materials
Be supportive, empathetic, do not shame or scare the patient
Consider cultural and linguistic aspects
Empower patient with positive attitude
Include caregiver or family member, parents or mother and peer group in 
conversation 
Abide by ethical principles such as informed consent and confidentiality

Box 6: Management of PCOS
A collaborative team approach comprising subspecialist physicians, 
gynaecologists, obstetricians, dermatologists and psychiatrists is needed 
for PCOS management.
Counselling is the centrepiece for dealing with patients of various age 
groups having PCOS.
Medicines, nutritional supplements, diet, exercise and other specific tools 
and techniques of counselling collectively form the basis of managing 
PCOS and related co-morbidities.

Box 7: Media and digital technology in PCOS
Digital technology is a powerful support tool enabling remote patient 
monitoring, counselling and managing health status using telemedicine 
and wellness tools.
The digital versions of psychotherapy and robotic technology are gaining 
importance to address the psychosocial problems.
PCOS support groups provide socio-emotional support to women with 
PCOS to alleviate distress, empower and enhance self-management.
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should endorse PCOS support groups and refer patients to 
them.

Conclusion

Counselling is an integral part of PCOS management and every 
HCP should be aware of it. The optimum patient counselling 
would enable overall enhanced clinical outcomes and patient 
satisfaction. The application of patient‑friendly clinical and 
psychological health and cosmetology counselling facilities by 
an interdisciplinary health care team will support adolescents, 
adult women and their families to live with and not suffer 
from PCOS. A  positive association between psychological 
and health‑related QoL brings forth that better psychiatric 
screening, diagnosis and access to treatment could improve 
QoL for women with PCOS. The need for research on the most 
effective treatment and longitudinal monitoring strategies for 
women with co‑morbid PCOS is warranted.
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