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Abstract
Introduction—Polycystic ovary syndrome (PCOS) has a prevalence of 5–8% in women of
reproductive age. Women with PCOS have an increased risk of metabolic syndrome and
associated comorbidities. Adiponectin is a circulating protein produced by adipocytes. Circulating
levels of adiponectin are inversely related to adipocyte mass. Low levels occur with insulin
resistance, type 2 diabetes, metabolic syndrome, and obesity-related cardiovascular disease. This
article reviews the literature on the link between adiponectin and PCOS and the potential use of
adiponectin as a biomarker for PCOS.

Method—Data-based studies on adiponectin and PCOS and adiponectin measurement were
identified through the Medline (1950–2009) and ISI Web of Knowledge (1973–2009) databases.

Results—Fifteen studies related to adiponectin and PCOS met inclusion criteria and were
included in this review. These studies present evidence that adiponectin is linked to insulin
resistance, insulin sensitivity, body mass index (BMI), and adiposity. In women with PCOS, lower
levels, as opposed to higher levels, of adiponectin occur in the absence of adiposity.

Conclusion—The relationships between adiponectin and insulin resistance and sensitivity,
metabolic syndrome, and BMI in women with PCOS suggest that adiponectin potentially could
serve as a marker for disease risk and provide opportunity for earlier intervention if knowledge is
successfully translated from laboratory to clinical practice. However, further study of the
relationship between adiponectin and PCOS is required before there can be direct application to
clinical practice.
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The prevalence of polycystic ovary syndrome (PCOS) in women of reproductive age ranges
from 6.5% to 8%, and it is estimated that at least 4–5 million women are affected in the
United States (Goodarzi & Azziz, 2006). Clinical presentation can vary but will include
some combination of oligomenorrhea, hyperandrogenism, impaired glucose tolerance,
predisposition to type 2 diabetes mellitus (T2DM), lipid abnormalities, and vascular disease
(Ehrmann, 2005). The association of PCOS with metabolic and cardiovascular risk factors,
most likely due to insulin resistance (Bethea & Nestler, 2008; Glintborg et al., 2006), puts
women with PCOS at risk for T2DM and cardiovascular disease ([CVD]; Bethea & Nestler,
2008).
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There is a three- to fourfold increase in metabolic syndrome in women with PCOS
compared with the general population (Cussons et al., 2008; Gulcelik, Aral, Serter, & Koc,
2008). Women with PCOS exhibit insulin resistance and androgen excess resulting in
reproductive challenges and health consequences across the life span (Ehrmann, 2005). The
insulin resistance in women diagnosed with PCOS is greater than that found in women
without PCOS matched by body mass index (BMI) and body fat distribution (Ehrmann,
2005). Although obesity is common with this syndrome, the increased risk of metabolic
syndrome and insulin resistance is not necessarily related to obesity in these cases
(Svendsen, Nilas, Norgaard, Jensen, & Madsbad, 2008), suggesting a different mechanism
may be present.

Adipose tissue is an active endocrine organ that produces a variety of proteins, one being
adiponectin (Magkos & Sidossis, 2007). Adiponectin, which has three major multidimer
forms, is a circulating protein. Low levels (hypoadiponectinemia) are associated with
conditions such as obesity, insulin resistance, metabolic syndrome, T2DM, and CVD.
Conversely, high levels of adiponectin (hyperadiponectinemia) have anti-atherogenic, anti-
inflammatory and anti-diabetic effects (Matsuzawa, 2005).

Circulating levels of adiponectin are inversely related to adipocyte mass (Bloomgarden,
2005) and visceral adiposity (Matsuzawa, 2005). Plasma levels are lower in individuals with
T2DM and are higher in individuals with insulin sensitivity (Bloomgarden, 2005;
Matsuzawa, 2005). In insulin-sensitive individuals adipose tissue secretes high levels of
adiponectin, but as adiposity increases, adiponectin secretion decreases (Rasouli & Kern,
2008). Decreased plasma levels and decreased adiponectin receptors occur with the
development of insulin resistance, T2DM, metabolic syndrome, and obesity-related CVD
(Kadowaki & Yamauchi, 2005). The specific role adiponectin plays in these metabolic
conditions is not clear: it may have a causative role, or it could be regulated by insulin and
serve as a marker for insulin resistance. Whichever function is correct; adiponectin is
associated with insulin resistance and the metabolic syndrome (Pittas, Joseph, & Greenberg,
2004).

Adiponectin circulates in different multimer complexes and molecular weights (Ebinuma et
al., 2007). Following translation, it can be modified into several forms: trimers, hexamers,
and high molecular weight (HMW) formations, which have varying biological effects (Hill,
Kumar, & McTernan, 2009). Women have higher levels of total and HMW adiponectin than
men, and for women there are significant negative correlations between HMW isomers and
body fat measures (Peake, Kriketos, Campbell, Shen, & Charlesworth, 2005).

Adiponectin levels have been examined in women diagnosed with PCOS, but delineation of
a role for the protein in diagnosis and/or treatment has not occurred. The purpose of this
article is to review the literature to determine what is known about the connection of
adiponectin with PCOS and the potential application to clinical practice.

Method
Studies eligible for this review were published in the English language and were
retrospective, prospective, case–control, cohort, or randomized controlled trials (RCTs)
containing original data related to adiponectin levels in women and PCOS. I located studies
via searches in Medline (1950–2009) and ISI Web of Knowledge (1973–2009) using the
terms adiponectin, metabolic syndrome, measurement, biomarker, polycystic ovary
syndrome without limits or restrictions. I examined the abstracts of the articles that appeared
in the search results and retrieved and reviewed all articles that were pertinent to the topic
and met the inclusion criteria. After combining searches from the two databases, I found that
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15 articles pertaining to adiponectin and PCOS met the criteria. In addition, I reviewed 16
data-based studies nonspecific to PCOS to assess measurement of adiponectin.

Results
Adiponectin in Women With PCOS

Adiponectin is produced or expressed by adipose tissue, and levels are lower when there is
obesity and insulin resistance (Tan et al., 2006). In women without PCOS, adiponectin
levels decrease as BMI increases (Vardhana et al., 2009). What appears to be different in
PCOS is that there is an independent effect of PCOS on insulin sensitivity—an effect
unrelated to obesity that has been identified in lean women (BMI < 25 kg/m2; Svendsen et
al., 2008). Lean women with PCOS have a higher trunk-to-peripheral fat ratio than lean
women without PCOS. This effect may account for the lack of association between body
weight and insulin sensitivity in these women. Even when obese women with PCOS have
similar trunk/peripheral fat ratios to women without PCOS they have lower insulin
sensitivity (Svendsen et al., 2008).

Lewandowski et al. (2005) conducted serial measurements of adiponectin during glucose
tolerance testing in 19 women with PCOS. They discovered that adiponectin levels
increased in some of the women during the testing. The authors were unable to explain this
variation between women. BMI was not the explanation and they speculated that it may be
related to resistin, a protein that was negatively correlated with adiponectin during the
glucose tolerance test.

Many of the symptoms women with PCOS experience, such as changes in menstrual cycles
and infertility, are a result of androgen excess (Pasquali, Gambineri, & Pagotto, 2006). For
these women, development of hyperandrogenism happens in part because high insulin levels
and free insulin growth factor stimulate the ovary to increase the production of androgens
(Gambineri, Pelusi, Vicennati, Pagotto, & Pasquali, 2002). Compounding the effect of
insulin, increases in fat tissue create an imbalance in sex steroids, specifically androgens and
sex hormone binding globulin (SHBG). There is a decrease in SHBG that results in an
increase in free androgens and is related to increasing hyperinsulinemia. Consequently,
abdominal obesity alone can create a hyperandrogenic environment. Thus, for women with
PCOS, hyperandrogenism is exacerbated by obesity, and the hyperandrogen state in turn
contributes to insulin resistance. In this manner, a vicious cycle is set up (Gambineri et al.,
2002).

There are two membrane receptors for adiponectin that mediate its glucose-lowering effect
as well as its anti-inflammatory effects: adiponectin receptor 1 (adipoR1) and adiponectin
receptor 2 (adipoR2; Tan et al., 2006). Normally, there is decreased expression of these
receptors with obesity (Kadowaki & Yamauchi, 2005). However, in women with PCOS
these receptors are upregulated in both subcutaneous and visceral fat tissue compared to
women without PCOS. There is expression of these receptors in both subcutaneous and
visceral fat, though expression is higher in subcutaneous fat tissue (Tan et al., 2006). In all
women, expression of adipoR1 is positively correlated with insulin, androgen index
(testosterone/SHBG × 100), and testosterone in both types of fat and negatively correlated
with SHBG. Of interest, treating tissue with testosterone and estradiol increases the
expression of these receptors. Prior studies demonstrated that high levels of sex steroids
(testosterone and estradiol; Kalish, Barrett-Connor, Laughlin, & Gulanski, 2003) and low
levels of SHBG (Haffner, Valdez, Morales, Hazuda, & Stern, 1993) correlate with insulin
resistance. Consequently, high levels of androgen are a plausible explanation for why
women with PCOS have higher expression of these receptors than women without PCOS,
even while their BMI and adiponectin concentrations are similar. It is plausible that the
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upregulation of the receptors may be a compensatory mechanism to achieve some insulin
sensitivity in women with PCOS (Tan et al., 2006).

Further examination of fat tissue in women with PCOS has shown that adiponectin
messenger RNA (mRNA) expression is significantly lower in women with PCOS compared
with weight-matched women without PCOS (Carmina et al., 2008). This decreased
expression, which occurs in both subcutaneous and visceral fat tissue, is consistent with the
lower levels of circulating adiponectin levels that are seen in women with PCOS.

The results of several studies support the finding that adiponectin levels are associated with
insulin resistance (Aroda et al., 2008; Ducluzeau et al., 2003; Jensterle et al., 2008; Spranger
et al., 2004) and are negatively correlated with insulin sensitivity in women with PCOS
(Ehrmann, 2005; Escobar-Morreale et al., 2006; Glintborg et al., 2006; see Table 1). The
majority of studies provide support for low levels of adiponectin occurring in women with
PCOS irrespective of the BMI level (Ardawi, Rouzi, Ardawi, & Rouzi, 2005; Aroda et al.,
2008; Carmina et al., 2005; Escobar-Morreale et al., 2006; Glintborg et al., 2006), although
some studies have reported the converse (Orio et al., 2003; Panidis et al., 2003; Spranger et
al., 2004). Possible explanations for this discrepancy is that when overweight and obese
women were grouped together, findings were nonsignificant (Spranger et al., 2004); or when
women with PCOS were compared to women without PCOS, they were not matched by
BMI (Panidis et al., 2003).

Adiponectin as a Biomarker
PCOS has a familial pattern. Signs begin to appear before puberty, although diagnostic
clinical features such as clinical hyperandrogenism, oligoamenorrhea, and insulin resistance
are not evident until adulthood (Sir-Petermann et al., 2007). It is possible that the metabolic
abnormalities of PCOS are present prior to hyperandrogenism and that adiponectin could be
used as a susceptibility biomarker for girls at risk for development of PCOS. Sir-Petermann
et al. (2007) conducted a case–control study of 53 prepubertal and 22 pubertal girls who
were daughters of women diagnosed with PCOS and 32 prepubertal and 17 pubertal girls
with mothers without PCOS. Groups were similar in terms of age, BMI, and waist
circumference. Adiponectin levels were significantly lower (p = .0004) in the prepubertal
girls whose mothers were diagnosed with PCOS compared with controls, but levels in
pubertal girls were similar across groups. Absolute changes in adiponectin occurred only in
the control group, where adiponectin levels decreased from prepuberty to puberty. The
authors concluded that the lower-than-expected levels of adiponectin, given BMI levels, in
prepubertal daughters of women with PCOS could be related to visceral fat levels. The
cross-sectional nature of this study did not allow for determination of which girls went on to
develop PCOS, nor was there measurement of fat type (i.e., subcutaneous vs. visceral fat),
which could be an explanation for the different adiponec-tin levels noted in daughters of
women with PCOS. A longitudinal study involving a similar sample and including genetic
biomarkers would provide valuable insight into the heritable aspects of this syndrome. It
could provide evidence for how adiponectin might be useful in determining which girls are
at high risk for development of PCOS, creating an opportunity for early intervention to
decrease the health risks associated with the syndrome.

For adiponectin to be used as a biomarker in PCOS, the pathway of disease and an
understanding of measurement options and potential measurement confounders are needed.
Adiponectin can be measured in serum or plasma as total adi-ponectin or its isomers,
primarily HMW. Various assays have been used to measure adiponectin, and numerous
methodologies have been developed to increase the ease over, yet maintain the accuracy
provided by, the gold standard, Western blot analysis.
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Challenges of Using Adiponectin as a Biomarker
The initial challenge to using adiponectin as a marker for PCOS is the determination of what
form of adiponectin to measure. Total adiponectin is an option because enzyme-linked
immunoassay systems (ELISAs) have been developed and tested against long-standing
laboratory methods such as radioimmunoassay (Kaplan et al., 2007; Risch et al., 2006), and
total adiponectin is stable over time (Kaplan et al., 2007), which is an important criterion for
usage in clinical practice.

Although total adiponectin is an option, observations suggest that adiponectin variations are
primarily related to changes in HMW concentrations and that it alone or in relation to total
adiponectin is a better biomarker for insulin resistance and metabolic syndrome (Magkos &
Sidossis, 2007). ELISAs for HMW adiponectin have also been developed and tested against
standards such as the Western blot (Ebinuma et al., 2006; Liu et al., 2009), making this a
viable alternative. In one study of women with PCOS and controls matched by age and BMI,
HMW adiponectin levels were found to be decreased. This decrease was independent of
BMI and correlated with insulin resistance (Aroda et al., 2008). This is consistent with
reports indicating HMW adiponectin is the biologically active form (Magkos & Sidossis,
2007; Peake et al., 2005) and is correlated with metabolic disorders (Hill et al., 2009).

The ratio of HMW to total adiponectin (HMWR) was assessed in one study and
demonstrated to be a better predictor of insulin resistance than total adiponectin alone (Hara
et al., 2006). As such, this measure offers the possibility of a sensitive and specific predictor
of PCOS prior to development of clinical indicators. However, HMWR has not been
examined in studies of PCOS. In one study, Xita et al. (2007) examined the adiponectin/
letpin ratio as well as total adiponectin levels in 74 women with PCOS. They found a
negative correlation between adiponectin and BMI in women with PCOS. In addition, they
found that the adiponectin/leptin ratio was independently negatively correlated with BMI,
insulin resistance, and lipoprotein profile in normal-weight and obese women with PCOS.
These results support the conclusion that the adiponectin/leptin ratio is a superior marker for
women with PCOS but confirmatory research is needed.

All forms of adiponectin have been examined using either serum or plasma samples, and it
appears that serum is the better option for adiponectin measurement (Banga et al., 2008;
Tanita, Miyakoshi, & Nakano, 2008). Plasma levels, but not serum levels, are affected by
sodium fluoride and chelating agents mixed with plasma at the time of collection, which can
affect results (Banga et al., 2008).

An internal factor that potentially affects adiponectin levels is body composition (Cassidy et
al., 2009; Drolet et al., 2009; Kaser et al., 2008; Vardhana et al., 2009; Yannakoulia et al.,
2003). In one study, both subcutaneous and visceral fat contributed to adiponectin levels in
women with a BMI < 25 kg/m2. However, there was decreased expression in the visceral fat
of women whose BMI was >25 kg/m2, whereas subcutaneous fat expression remained
unchanged (Drolet et al., 2009). In another study, Kaser et al. (2008) found that HMW and
total adiponectin were lower in subjects with a BMI > 30 kg/m2. In this case, it was the
visceral fat area that predicted the decrease in HMW concentration and the negative
correlation of HMW adiponectin with BMI. What is suggested by these findings that
visceral fat may have a greater impact than subcutaneous fat on adiponectin levels is that,
when measuring adiponectin levels, researchers may need to take into account the
predominant type of fat and make adjustments for the variation that is due to type of fat
rather than amount of fat.

Additional findings suggest that dietary intake influences adiponectin levels in women.
Dietary factors such as fruit and vegetable intake and dieting, measured using food
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frequency questionnaires, are positively associated with adiponectin levels, whereas a high-
fat diet is negatively associated, suggesting that diet intake has a modest influence on
adiponectin levels (Cassidy et al., 2009). Dietary intake in the Nurses’ Health Study was
measured with the Alternate Healthy Eating Index (AHEI), which measures adherence to
healthy eating patterns based on nine components such as fruit and vegetable intake, white
vs. red meat, trans fats, and so on. In this study, adiponectin levels were positively
associated with higher scores on the AHEI, indicating healthier diets (Fargnoli et al., 2008).
Consequently, it might be important to control for diet when measuring adiponectin levels,
at least when there has been a change in dietary patterns, as that alone could change
adiponectin levels. Further study could determine whether the effect of diet on adiponectin
levels is strong enough to warrant inclusion of this variable.

The validity of adiponectin as a biomarker can be examined in terms of content, construct,
and criterion validity. An inverse relationship of adiponectin with body fat or BMI is
consistently reported across studies, and adiponectin is one of several adipokines involved in
glucose and lipid metabolism, insulin sensitivity, and cardiac function (Hill et al., 2009).
Adiponectin is inversely related to insulin resistance, or positively with insulin sensitivity, in
a pattern consistent with what is seen in diseases such as diabetes where insulin resistance
and obesity are tied together. It is also associated with metabolic syndrome: a group of
metabolic risk factors including obesity, dyslipidemia, and insulin resistance, all of which
increase disease risk due to the body’s inability to use insulin efficiently. Only one study
that I reviewed (Hara et al., 2006) provided adequate reports of criterion information such as
sensitivity, specificity, and predictive values of adiponectin and that was in relation to the
HMW/total adiponectin ratio as a predictor of insulin resistance and metabolic syndrome.

Adiponectin is a stable protein, diurnal in nature, linked to insulin sensitivity/resistance, the
metabolic syndrome and BMI, though the actual linkage mechanism is unknown.
Measurement of total and/or HMW adiponectin can be accomplished using serum and
ELISA techniques. Criterion information such as sensitivity and specificity are lacking and
further delineation is needed to effectively use adiponectin as a biomarker.

Discussion
There is evidence that adiponectin is linked to insulin resistance, insulin sensitivity, BMI,
and adiposity. This linkage is evident in women with PCOS with the exception that
adiponectin levels can be low in this group in the absence of adiposity. Mechanisms of
adiponectin regulation and the importance and role of this protein in health and disease have
yet to be determined. The predominant use of cross-sectional studies has assisted in
determination and identification of relationships but has not enabled determination of cause
and effect. It is unclear whether adiponectin is a single marker with a direct effect or
whether there are multiple pathways, whether it is an intermediate marker, a mediator, or
whether it is in the direct pathway for disease. Adiponectin as a bio-marker for PCOS holds
potential, but prospective, longitudinal examination is necessary to gain an understanding of
causal pathways. For example, to identify the usefulness of measuring adiponectin in
prepubertal girls who seemingly are at risk due to heritable factors, longitudinal follow-up of
which girls actually develop PCOS is needed.

The link of adiponectin to PCOS is challenging to sort out because the variation in
adiponectin levels occurs irrespective of adiposity, which is unlike what occurs in women
without PCOS. The apparent relationship of adiponectin with androgen levels suggests a
unique relationship in PCOS. The suggestion that upregulation of adiponectin receptors in
the adipose tissue of women with PCOS is a compensatory mechanism to counteract the
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insulin resistance provides additional information that something unique is happening in
PCOS because normal levels of adiponectin and receptor expression decrease with obesity.

There are gaps and weaknesses in the current literature assessing the relationship of
adiponectin with PCOS. All of the studies delineated the selection of cases and controls,
however, the criteria for defining PCOS varied, with some studies using well-defined,
standard disease classifications and others using less rigorous definitions, which could
contribute to misclassification and erroneous findings. A generally consistent requirement
that control subjects have regular menstrual cycles was applied across studies, though in
some studies there was minimal or no description of the control subjects. Potential
confounders such as BMI, age, waist circumference, and fat mass were not consistently
accounted for in studies of women with PCOS. None of the reviewed PCOS studies
considered or controlled for diet or medications, whereas most incorporated factors related
to insulin resistance. Serum and plasma were both used for adiponectin levels. The majority
of studies used total adiponectin, not HMW or HMWR, though these have the potential to be
more useful for prediction of insulin resistance or disease syndromes. There were no
discussions of race or other social variables that could affect generalizability.

With the emergence of the genomic era, there have been attempts to identify the genetic
basis for PCOS. It is becoming clear that PCOS is a multifactorial, complex disease and the
mode of inheritance is not Mendelian (Nam Menke & Strauss, 2007). PCOS is likely a
product of incomplete penetrance, polygenetic inheritance, and epigenetic factors, and the
clinical presentation could be the result of multiple mechanisms that lead to a common
pathway. Genes have been identified that are involved in steroidogenesis, hormonal activity,
insulin action, energy homeostasis, and inflammation (Prapas et al., 2009). Furthermore, an
adiponectin gene has been identified, but it does not appear to be in the causal pathway of
PCOS. It does, however, seem to have a role in phenotype variation and may be reflective of
the metabolic disturbances (Prapas et al., 2009).

The majority of genetic studies done on adiponectin have been linkage analysis or
examination of candidate genes (Nam Menke & Strauss, 2007). More recently, a
combination of linkage and whole genome analysis was used to identify genes correlated to
adiponectin. ADIPOQ was identified as the locus with the most influence on adiponectin
variation: several single nucleotide polymorphisms (SNPs) within the gene were
significantly associated with adiponectin levels (Ling et al., 2009). However, there has been
no replication of this recent genome-wide association study, which is essential to determine
whether this is a true effect.

Future Research
Further research is required before adiponectin can be used as a biomarker for PCOS in
clinical practice. The relevant “dose” for risk and where adiponectin falls in the pathway for
disease are essential pieces of knowledge for determining the range of utility. Differing
adiponectin levels in women diagnosed with PCOS compared with “healthy” controls
suggest biomarker application, especially as noted for prepubescent girls. Determination of
“normal” ranges of adiponectin in the population and/or standardization of ranges for given
ages or BMIs is essential, as is delineation of what level of adiponectin is reflective of
imminent or actual disease. These standards would be extremely valuable if it turned out that
adiponectin could serve as a marker for risk prior to development of the disorder. Such early
detection would, in turn, aid in the development of treatment modalities to prevent PCOS,
itself, or at least some of the negative consequences of the disorder. An understanding of the
underlying biological mechanism/mechanisms of PCOS would enable development of new
treatment options along the continuum of the disorder.

Groth Page 7

Biol Res Nurs. Author manuscript; available in PMC 2013 May 07.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Acknowledgments
Funding

The author(s) disclosed receipt of the following financial support for the research and/or authorship of this article:
the National Center for Research Resources (grant number KL2 RR 024136-03), a component of the National
Institutes of Health (NIH), and the National Institute of Nursing Research (grant number 1K23NR010748-01A2).

References
Ardawi MS, Rouzi AA, Ardawi MSM, Rouzi AA. Plasma adiponectin and insulin resistance in women

with polycystic ovary syndrome. Fertility & Sterility. 2005; 83:1708–1716. [PubMed: 15950640]

Aroda V, Ciaraldi TP, Chang SA, Dahan MH, Chang RJ, Henry RR. Circulating and cellular
adiponectin in poly-cystic ovary syndrome: Relationship to glucose tolerance and insulin action.
Fertility & Sterility. 2008; 89:1200–1208. [PubMed: 17706206]

Banga A, Bodles AM, Rasouli N, Ranganathan G, Kern PA, Owens RJ. Calcium is involved in
formation of high molecular weight adiponectin. Metabolic Syndrome & Related Disorders. 2008;
6:103–111. [PubMed: 18510435]

Bethea SW, Nestler JE. Comorbidities in polycystic ovary syndrome: Their relationship to insulin
resistance. Panminerva Medica. 2008; 50:295–304. [PubMed: 19078870]

Bloomgarden ZT. Insulin resistance: Causes and consequences. International Review of Neurobiology.
2005; 65:1–24. [PubMed: 16140051]

Carmina E, Chu MC, Moran C, Tortoriello D, Vardhana P, Tena G, Lobo R, Preciado R. Subcutaneous
and omental fat expression of adiponectin and leptin in women with polycystic ovary syndrome.
Fertility & Sterility. 2008; 89:642–648. [PubMed: 17562334]

Carmina E, Orio F, Palomba S, Cascella T, Longo RA, Colao AM, Lobo RA. Evidence for altered
adipocyte function in polycystic ovary syndrome. European Journal of Endocrinology. 2005;
152:389–394. [PubMed: 15757855]

Cassidy A, Skidmore P, Rimm EB, Welch A, Fairweather-Tait S, Skinner J, MacGregor AJ. Plasma
adi–ponectin concentrations are associated with body composition and plant-pased dietary factors in
female twins. Journal of Nutrition. 2009; 139:353–358. [PubMed: 19106327]

Cussons AJ, Watts GF, Burke V, Shaw JE, Zimmet PZ, Stuckey BG. Cardiometabolic risk in
polycystic ovary syndrome: A comparison of different approaches to defining the metabolic
syndrome. Human Reproduction. 2008; 23:2352–2358. [PubMed: 18635531]

Drolet R, Belanger C, Fortier M, Huot C, Mailloux J, Legare D, Tchernof A. Fat depot-specific impact
of visceral obesity on adipocyte adiponectin release in women. Obesity. 2009; 17:424–430.
[PubMed: 19219061]

Ducluzeau PH, Cousin P, Malvoisin E, Bornet H, Vidal H, Laville M, Pugeat M. Glucose-to-insulin
ratio rather than sex hormone-binding globulin and adiponectin levels is the best predictor of
insulin resistance in nonobese women with poly-cystic ovary syndrome. Journal of Clinical
Endocrinology & Metabolism. 2003; 88:3626–3631. [PubMed: 12915646]

Ebinuma H, Miida T, Yamauchi T, Hada Y, Hara K, Kubota N, Kadowaki T. Improved ELISA for
selective measurement of adiponectin multimers and identification of adiponectin in human
cerebrospinal fluid. Clinical Chemistry. 2007; 53:1541–1544. [PubMed: 17599956]

Ebinuma H, Miyazaki O, Yago H, Hara K, Yamauchi T, Kadowaki T. A novel ELISA system for
selective measurement of human adiponectin multimers by using proteases. Clinica Chimica Acta.
2006; 372:47–53.

Ehrmann DA. Medical progress: Polycystic ovary syndrome. New England Journal of Medicine. 2005;
352:1223–1236. [PubMed: 15788499]

Escobar-Morreale HF, Villuendas G, Botella-Carretero JI, Alvarez-Blasco F, Sanchon R, Luque-
Ramirez M, San Millán JL. Adiponectin and resistin in PCOS: A clinical, biochemical and
molecular genetic study. Human Reproduction. 2006; 21:2257–2265. [PubMed: 16675483]

Fargnoli JL, Fung TT, Olenczuk DM, Chamberland JP, Hu FB, Mantzoros CS. Adherence to healthy
eating patterns is associated with higher circulating total and high-molecular-weight adiponectin

Groth Page 8

Biol Res Nurs. Author manuscript; available in PMC 2013 May 07.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



and lower resistin concentrations in women from the Nurses’ Health Study. American Journal of
Clinical Nutrition. 2008; 88:1213–1224. [PubMed: 18996855]

Gambineri A, Pelusi C, Vicennati V, Pagotto U, Pasquali R. Obesity and the polycystic ovary
syndrome. International Journal of Obesity & Related Metabolic Disorders: Journal of the
International Association for the Study of Obesity. 2002; 26:883–896. [PubMed: 12080440]

Glintborg D, Andersen M, Hagen C, Frystyk J, Hulstrom V, Flyvbjerg A, Hermann AP. Evaluation of
metabolic risk markers in polycystic ovary syndrome (PCOS). Adiponectin, ghrelin, leptin and
body composition in hirsute PCOS patients and controls. European Journal of Endocrinology.
2006; 155:337–345. [PubMed: 16868149]

Goodarzi MO, Azziz R. Diagnosis, epidemiology, and genetics of the polycystic ovary syndrome. Best
Practice & Research Clinical Endocrinology & Metabolism. 2006; 20:193–205. [PubMed:
16772151]

Gulcelik NE, Aral Y, Serter R, Koc G. Association of hypoadiponectinemia with metabolic syndrome
in patients with polycystic ovary syndrome. Journal of the National Medical Association. 2008;
100:64–68. [PubMed: 18277810]

Haffner SM, Valdez RA, Morales PA, Hazuda HP, Stern MP. Decreased sex hormone-binding
globulin predicts noninsulin-dependent diabetes mellitus in women but not in men. Journal of
Clinical Endocrinology & Metabolism. 1993; 77:56–60. [PubMed: 8325960]

Hara K, Horikoshi M, Yamauchi T, Yago H, Miyazaki O, Ebinuma H, Kadowaki T. Measurement of
the high-molecular-weight form of adiponectin in plasma is useful for the prediction of insulin
resistance and metabolic syndrome. Diabetes. 2006; 55:A212–A212.

Hill MJ, Kumar S, McTernan PG. Adipokines and the clinical laboratory: What to measure, when and
how? Journal of Clinical Pathology. 2009; 62:206–211. [PubMed: 19251951]

Jensterle M, Weber M, Pfeifer M, Prezelj J, Pfutzner A, Janez A. Assessment of insulin resistance in
young women with polycystic ovary syndrome. International Journal of Gynecology and
Obstetrics. 2008; 102:137–140. [PubMed: 18504045]

Kadowaki T, Yamauchi T. Adiponectin and adiponectin receptors. Endocrine Reviews. 2005; 26:439–
451. [PubMed: 15897298]

Kalish GM, Barrett-Connor E, Laughlin GA, Gulanski BI. Association of endogenous sex hormones
and insulin resistance among postmenopausal women: results from the Postmenopausal Estrogen/
Progestin Intervention Trial. Journal of Clinical Endocrinology & Metabolism. 2003; 88:1646–
1652. [PubMed: 12679451]

Kaplan RC, Ho GYF, Xue XN, Rajpathak S, Cushman M, Rohan TE, Anastos K. Within-individual
stability of obesity-related biomarkers among women. Cancer Epidemiology Biomarkers &
Prevention. 2007; 16:1291–1293.

Kaser S, Tatarczyk T, Stadlmayr A, Ciardi C, Ress C, Tschoner A, Patsch JR. Effect of obesity and
insulin sensitivity on adiponectin isoform distribution. European Journal of Clinical Investigation.
2008; 38:827–834. [PubMed: 19021700]

Lewandowski KC, Szosland K, O’Callaghan C, Tan BK, Randeva HS, Lewinski A. Adiponectin and
resistin serum levels in women with polycystic ovary syndrome during glucose tolerance test: A
signficant reciprocal correlation between adiponectin and resistin independent of insulin resistance
indices. Molecular Genetics and Metabolism. 2005; 85:61–69. [PubMed: 15862282]

Ling H, Waterworth DM, Stirnadel HA, Pollin TI, Barter PJ, Kesaniemi YA, Mitchell BD. Genome-
wide linkage and association analyses to identify genes influencing adiponectin levels: the GEMS
Study. Obesity. 2009; 17:737–744. [PubMed: 19165155]

Liu D, Schuster T, Baumann M, Roos M, Sollinger D, Lutz J, von Eynatten M. Comparison of
immunoassays for the selective measurement of human high-molecular weight adipo-nectin.
Clinical Chemistry. 2009; 55:568–572. [PubMed: 19168560]

Magkos F, Sidossis LS. Recent advances in the measurement of adiponectin isoform distribution.
Current Opinion in Clinical Nutrition and Metabolic Care. 2007; 10:571–575. [PubMed:
17693739]

Matsuzawa Y. Adiponectin: Identification, physiology and clinical relevance in metabolic and vascular
disease. Atherosclerosis Supplements. 2005; 6:7–14. [PubMed: 15823491]

Groth Page 9

Biol Res Nurs. Author manuscript; available in PMC 2013 May 07.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Nam Menke M, Strauss JF 3rd. Genetics of polycystic ovarian syndrome. Clinical Obstetrics &
Gynecology. 2007; 50:188–204. [PubMed: 17304036]

Orio F, Palomba S, Cascella T, Milan G, Mioni R, Pagano C, Vettor R. Adiponectin levels in women
with polycys-tic ovary syndrome. Journal of Clinical Endocrinology & Metabolism. 2003;
88:2619–2623. [PubMed: 12788865]

Panidis D, Kourtis A, Farmakiotis D, Mouslech T, Rousso D, Koliakos G. Serum adiponectin levels in
women with polycystic ovary syndrome. Human Reproduction. 2003; 18:1790–1796. [PubMed:
12923129]

Pasquali R, Gambineri A, Pagotto U. The impact of obesity on reproduction in women with polycystic
ovary syndrome. BJOG: An International Journal of Obstetrics & Gynaecology. 2006; 113:1148–
1159. [PubMed: 16827825]

Peake PW, Kriketos AD, Campbell LV, Shen Y, Charlesworth JA. The metabolism of isoforms of
human adiponectin: Studies in human subjects and in experimental animals. European Journal of
Endocrinology. 2005; 153:409–417. [PubMed: 16131604]

Pittas AG, Joseph NA, Greenberg AS. Adipocyto-kines and insulin resistance. Journal of Clinical
Endocrinology and Metabolism. 2004; 89:447–452. [PubMed: 14764746]

Prapas N, Karkanaki A, Prapas I, Kalogiannidis I, Katsikis I, Panidis D. Genetics of polycystic ovary
syndrome. Hippokratia. 2009; 13:216–223. [PubMed: 20011085]

Rasouli N, Kern PA. Adipocytokines and the metabolic complications of obesity. Journal of Clinical
Endocrinology & Metabolism. 2008; 93:S64–S73. [PubMed: 18987272]

Risch L, Hoefle G, Saely C, Berchthold S, Weber M, Gouya G, Drexel H. Evaluation of two fully
automated novel enzyme-linked immunosorbent assays for the determination of human
adiponectin in serum. Clinica Chimica Acta. 2006; 373:121–126.

Sir-Petermann T, Maliqueo M, Codner E, Echiburu B, Crisosto N, Perez V, Pérez-Bravo F, Cassorla F.
Early metabolic derangements in daughters of women with poly-cystic ovary syndrome. Journal of
Clinical Endocrinology & Metabolism. 2007; 92:4637–4642. [PubMed: 17848407]

Spranger J, Mohlig M, Wegewitz U, Ristow M, Pfeiffer AF, Schill T, Schöfl C. Adiponectin is
independently associated with insulin sensitivity in women with polycystic ovary syndrome.
Clinical Endocrinology. 2004; 61:738–746. [PubMed: 15579189]

Svendsen PF, Nilas L, Norgaard K, Jensen JEB, Madsbad S. Obesity, body composition and metabolic
disturbances in polycystic ovary syndrome. Human Reproduction. 2008; 23:2113–2121. [PubMed:
18556679]

Tan BK, Chen J, Digby JE, Keay SD, Kennedy CR, Randeva HS. Upregulation of adiponectin
receptor 1 and 2 mRNA and protein in adipose tissue and adipocytes in insulin-resistant women
with polycystic ovary syndrome. Diabetologia. 2006; 49:2723–2728. [PubMed: 17001470]

Tanita T, Miyakoshi H, Nakano Y. Performance of ELISA for specific measurement of high-
molecular-weight (HMW) adiponectin. Journal of Immunological Methods. 2008; 333:139–146.
[PubMed: 18304569]

Vardhana PA, Dicken C, Tortoriello DV, Chu M, Carmina E, Lobo RA. Increasing adiposity in normal
ovulatory women affects adipocytokine expression in subcutaneous and visceral abdominal fat.
International Journal of Gynecology & Obstetrics. 2009; 104:121–124. [PubMed: 19027899]

Xita N, Papassotiriou I, Georgiou I, Vounatsou M, Margeli A, Tsatsoulis A. The adiponectin-to-leptin
ratio in women with polycystic ovary syndrome: Relation to insulin resistance and
proinflammatory markers. Metabolism–Clinical and Experimental. 2007; 56:766–771. [PubMed:
17512308]

Yannakoulia M, Yiannakouris N, Bluher S, Matalas AL, Klimis-Zacas D, Mantzoros CS. Body fat
mass and macronutrient intake in relation to circulating soluble leptin receptor, free leptin index,
adiponectin, and resistin concentrations in healthy humans. Journal of Clinical Endocrinology &
Metabolism. 2003; 88:1730–1736. [PubMed: 12679465]

Groth Page 10

Biol Res Nurs. Author manuscript; available in PMC 2013 May 07.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Groth Page 11

Ta
bl

e 
1

St
ud

ie
s 

In
vo

lv
in

g 
A

di
po

ne
ct

in
 a

nd
 P

ol
yc

ys
tic

 O
va

ry
 S

yn
dr

om
e 

(P
C

O
S)

A
ut

ho
r

T
yp

e 
of

 S
tu

dy
Su

bj
ec

ts
B

io
m

ar
ke

r 
(A

di
po

ne
ct

in
)

O
ut

co
m

e

A
rd

aw
i e

t a
l.,

20
05

C
as

e–
co

nt
ro

l
•

90
 P

C
O

S 
w

om
en

•
45

 B
M

I 
>

30
 k

g/
m

2

•
45

 B
M

I 
<

 2
5 

kg
/m

 2

•
90

 n
on

-P
C

O
S 

w
om

en

•
45

 B
M

I 
>

 3
0 

kg
/m

 2

•
45

 B
M

I 
<

 2
5 

kg
/m

 2

Pl
as

m
a

C
ol

le
ct

io
n:

 f
as

tin
g 

A
M

 b
lo

od
 d

ra
w

 e
ar

ly
 f

ol
lic

ul
ar

ph
as

e 
or

 2
–5

 d
ay

s 
af

te
r 

sp
on

ta
ne

ou
s 

m
en

se
s

Sa
m

pl
e 

ha
nd

lin
g:

 n
ot

 r
ep

or
te

d
A

ss
ay

: c
om

m
er

ci
al

 E
L

IS
A

 k
it

U
ni

t o
f 

m
ea

su
re

: t
ot

al
 a

di
po

ne
ct

in
In

tr
a-

as
sa

y 
C

V
: 4

.9
%

In
te

r-
as

sa
y 

C
V

: 6
.3

%

A
di

po
ne

ct
in

 le
ve

ls
 d

ec
re

as
ed

 in
 P

C
O

S 
bo

th
 in

 o
be

se
 a

nd
in

 n
on

ob
es

e 
w

om
en

 c
om

pa
re

d 
to

 e
qu

iv
al

en
t c

on
tr

ol
s.

C
on

cl
us

io
ns

: H
yp

oa
de

po
ne

ct
in

em
ia

 is
 e

vi
de

nt
 in

 o
be

se
an

d 
le

an
 w

om
en

 w
ith

 P
C

O
S,

 a
nd

 in
su

lin
 r

es
is

ta
nc

e 
m

ay
 b

e
in

vo
lv

ed
 in

 th
e 

co
nt

ro
l o

f 
ad

ip
on

ec
tin

 in
 P

C
O

S.

A
ro

da
 e

t a
l.,

20
08

C
as

e–
co

nt
ro

l
•

31
 P

C
O

S 
ob

es
e 

w
om

en

•
6 

co
nt

ro
l w

om
en

•
M

at
ch

ed
: a

ge
, B

M
I

Se
ru

m
C

ol
le

ct
io

n:
 f

as
tin

g 
A

M
 b

lo
od

 d
ra

w
 in

 e
ar

ly
/

m
id

fo
lli

cu
la

r 
ph

as
e

Sa
m

pl
e 

ha
nd

lin
g:

 c
en

tr
if

ug
ed

 a
nd

 s
to

re
d 

−
70

° C
A

ss
ay

: c
om

m
er

ci
al

 R
IA

, a
ll 

sa
m

pl
es

 a
ss

ay
ed

 in
du

pl
ic

at
e.

 M
ul

tim
er

iz
at

io
n 

=
 W

es
te

rn
B

lo
t

U
ni

t o
f 

m
ea

su
re

: t
ot

al
 a

di
po

ne
ct

in
, H

M
W

, M
M

W
,

L
M

W
In

tr
a-

as
sa

y 
C

V
: 7

%
In

te
r-

as
sa

y 
C

V
: 1

1%
A

di
po

se
 ti

ss
ue

 b
io

ps
y:

 c
el

ls
 e

xt
ra

ct
ed

 a
nd

 s
to

re
d 

at
−

70
° C

In
su

lin
 a

ct
io

n 
an

d 
ad

ip
on

ec
tin

 s
ig

ni
fi

ca
nt

ly
 le

ss
 in

 P
C

O
S.

C
or

re
la

tio
n 

be
tw

ee
n 

gl
uc

os
e 

to
le

ra
nc

e,
 in

su
lin

 a
ct

io
n,

 a
nd

ad
ip

on
ec

tin
 in

 a
ll 

pa
rt

ic
ip

an
ts

.
A

di
po

ne
ct

in
 p

ro
te

in
 d

ec
re

as
ed

 in
 s

ub
cu

ta
ne

ou
s 

ce
lls

 in
PC

O
S.

PC
O

S 
le

ss
 c

ir
cu

la
tin

g 
H

M
W

 a
di

po
ne

ct
in

. G
lu

co
se

in
to

le
ra

nt
 w

ith
 P

C
O

S 
ha

d 
de

cr
ea

se
d 

H
M

W
 a

di
po

ne
ct

in
.

C
on

cl
us

io
ns

: C
ir

cu
la

tin
g 

ad
ip

on
ec

tin
 a

nd
 H

M
W

ad
ip

on
ec

tin
 d

ec
re

as
ed

 in
 P

C
O

S 
in

de
pe

nd
en

t o
f 

ob
es

ity
.

A
di

po
ne

ct
in

 d
if

fe
re

nc
es

 a
re

 c
or

re
la

te
d 

w
ith

 g
lu

co
se

in
to

le
ra

nc
e 

an
d 

in
su

lin
 r

es
is

ta
nc

e.

C
ar

m
in

a 
et

 a
l.,

20
05

C
as

e–
co

nt
ro

l
•

52
 P

C
O

S 
w

om
en

•
45

 n
or

m
al

 o
vu

la
to

ry
 w

om
en

•
M

at
ch

ed
: a

ge
, w

ei
gh

t

Se
ru

m
C

ol
le

ct
io

n:
 f

as
tin

g 
A

M
 b

lo
od

 d
ra

w
 d

ur
in

g 
fo

lli
cu

la
r

ph
as

e
Sa

m
pl

e 
ha

nd
lin

g:
 n

ot
 r

ep
or

te
d

A
ss

ay
: E

L
IS

A
U

ni
t o

f 
m

ea
su

re
: t

ot
al

 a
di

po
ne

ct
in

In
tr

a-
as

sa
y 

C
V

: <
 6

%
In

te
r-

as
sa

y 
C

V
: <

 1
5%

A
di

po
ne

ct
in

 le
ve

ls
 lo

w
er

 in
 P

C
O

S.
 N

eg
at

iv
e 

co
rr

el
at

io
n

w
ith

 B
M

I
C

on
cl

us
io

ns
: P

C
O

S 
gr

ou
p 

ha
d 

al
te

re
d 

ad
ip

oc
yt

e 
se

cr
et

io
n.

D
uc

lu
ze

au
 e

t a
l.,

20
03

C
as

e–
co

nt
ro

l
•

16
 n

on
ob

es
e 

hi
rs

ut
e 

PC
O

S
w

om
en

•
10

 n
on

ob
es

e 
w

om
en

 (
on

ly
fo

r 
gl

uc
os

e 
di

sp
os

al
re

fe
re

nc
es

)

Pl
as

m
a

C
ol

le
ct

io
n:

 m
or

ni
ng

 b
lo

od
 d

ra
w

s 
af

te
r 

ov
er

ni
gh

t f
as

tin
g

Sa
m

pl
e 

ha
nd

lin
g:

 n
ot

 r
ep

or
te

d
A

ss
ay

: R
IA

 k
it

U
ni

t o
f 

m
ea

su
re

: t
ot

al
 a

di
po

ne
ct

in
C

V
: n

ot
 r

ep
or

te
d

A
di

po
ne

ct
in

 le
ve

ls
 c

or
re

la
te

d 
w

ith
 W

H
R

 b
ut

 n
ot

 B
M

I 
in

PC
O

S.
 A

di
po

ne
ct

in
 (

lo
w

 le
ve

ls
) 

co
rr

el
at

ed
 w

ith
 in

su
lin

re
si

st
an

ce
 (

gl
uc

os
e 

di
sp

os
al

).
C

on
cl

us
io

ns
: A

di
po

ne
ct

in
 is

 a
 m

ar
ke

r 
of

 a
bd

om
in

al
 f

at
tis

su
e.

E
sc

ob
ar

-M
or

ea
le

et
 a

l.,
 2

00
6

C
as

e–
co

nt
ro

l
•

76
 P

C
O

S 
w

om
en

•
40

 h
ea

lth
y 

co
nt

ro
ls

•
M

at
ch

ed
: B

M
I,

 d
eg

re
e 

of
ob

es
ity

Se
ru

m
 a

nd
/o

r 
pl

as
m

a
C

ol
le

ct
io

n:
 n

ot
 r

ep
or

te
d

Sa
m

pl
e 

ha
nd

lin
g:

 n
ot

 r
ep

or
te

d
A

ss
ay

: c
om

m
er

ci
al

 im
m

un
oa

ss
ay

-R
IA

 k
it

U
ni

t o
f 

m
ea

su
re

: t
ot

al
 a

di
po

ne
ct

in
C

V
: n

ot
 r

ep
or

te
d

PC
O

S:
 R

ed
uc

ed
 a

di
po

ne
ct

in
 le

ve
ls

 in
de

pe
nd

en
t o

f 
de

gr
ee

of
 o

be
si

ty
 a

nd
 in

cr
ea

se
d 

W
H

R
.

C
on

cl
us

io
n:

 H
yp

oa
di

po
ne

ct
in

em
ia

 in
 P

C
O

S 
ir

re
sp

ec
tiv

e 
of

ob
es

ity
 le

ve
l.

Biol Res Nurs. Author manuscript; available in PMC 2013 May 07.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Groth Page 12

G
lin

tb
or

g 
et

 a
l.,

20
06

C
as

e–
co

nt
ro

l
•

51
 P

C
O

S 
w

om
en

•
63

 c
on

tr
ol

 w
om

en

•
M

at
ch

ed
: a

ge
, B

M
I

Se
ru

m
 o

r 
pl

as
m

a
C

ol
le

ct
io

n:
 f

as
tin

g 
A

M
 b

lo
od

 d
ra

w
 f

ol
lic

ul
ar

 p
ha

se
 o

r
ra

nd
om

 d
ay

Sa
m

pl
e 

ha
nd

lin
g:

 n
ot

 r
ep

or
te

d
A

ss
ay

: i
n-

ho
us

e 
im

m
un

of
lu

or
om

et
ri

c 
as

sa
y

U
ni

t o
f 

m
ea

su
re

: t
ot

al
 a

di
po

ne
ct

in
C

V
: n

ot
 r

ep
or

te
d

PC
O

S 
ob

es
e 

lo
w

er
 a

di
po

ne
ct

in
 th

an
 o

be
se

 c
on

tr
ol

s.
A

di
po

ne
ct

in
 n

eg
at

iv
el

y 
co

rr
el

at
ed

 w
ith

 in
su

lin
 w

he
n

ad
ju

st
ed

 f
or

 W
H

R
 o

r 
ce

nt
ra

l f
at

 m
as

s 
(d

et
er

m
in

ed
 b

y
D

E
X

A
 s

ca
n)

 a
s 

w
el

l a
s 

B
M

I.
C

on
cl

us
io

ns
: P

C
O

S 
lo

w
er

 le
ve

ls
 o

f 
ad

ip
on

ec
tin

 s
ug

ge
st

hi
gh

 r
is

k 
fo

r 
m

et
ab

ol
ic

 s
yn

dr
om

e.
 C

or
re

la
tio

ns
 b

et
w

ee
n

ad
ip

on
ec

tin
, g

hr
el

in
, a

nd
 le

pt
in

 w
er

e 
di

ff
er

en
t f

or
 P

C
O

S
th

an
 c

on
tr

ol
s,

 s
ug

ge
st

in
g 

re
gu

la
tio

n 
is

 d
if

fe
re

nt
 in

 P
C

O
S.

G
ul

ce
lik

 e
t a

l.,
20

08
C

as
e–

co
nt

ro
l

•
60

 P
C

O
S 

w
om

en

•
60

 c
on

tr
ol

 w
om

en

•
M

at
ch

ed
: a

ge

Se
ru

m
C

ol
le

ct
io

n:
 f

as
tin

g 
A

M
 b

lo
od

 d
ra

w
 w

ith
in

 2
–5

 d
ay

s 
of

m
en

se
s

Sa
m

pl
e 

ha
nd

lin
g:

 n
ot

 r
ep

or
te

d
A

ss
ay

: E
L

IS
A

U
ni

t o
f 

m
ea

su
re

: t
ot

al
 a

di
po

ne
ct

in
C

V
: n

ot
 r

ep
or

te
d

Si
gn

if
ic

an
tly

 m
or

e 
PC

O
S 

ha
d 

m
et

ab
ol

ic
 s

yn
dr

om
e 

th
an

co
nt

ro
ls

. P
C

O
S 

w
ith

 a
bd

om
in

al
 o

be
si

ty
 h

ad
 lo

w
er

ad
ip

on
ec

tin
 le

ve
ls

 a
nd

 a
ls

o 
lo

w
er

 le
ve

ls
 o

f 
in

su
lin

re
si

st
an

ce
.

B
es

t c
ut

of
f 

va
lu

e 
of

 a
di

po
ne

ct
in

 to
 id

en
tif

y 
m

et
ab

ol
ic

sy
nd

ro
m

e 
81

60
 n

g/
m

l (
se

ns
iti

vi
ty

 8
5%

; s
pe

ci
fi

ci
ty

 6
5%

).
C

on
cl

us
io

ns
: M

et
ab

ol
ic

 s
yn

dr
om

e 
as

so
ci

at
ed

 w
ith

ad
ip

on
ec

tin
 a

nd
 a

di
po

ne
ct

in
 le

ve
ls

 p
re

di
ct

iv
e 

of
 m

et
ab

ol
ic

sy
nd

ro
m

e 
in

 P
C

O
S.

 H
yp

oa
di

po
ne

ct
in

em
ia

 in
de

pe
nd

en
tly

as
so

ci
at

io
n 

w
ith

 m
et

ab
ol

ic
 s

yn
dr

om
e 

in
 P

C
O

S.

Je
ns

te
rl

e 
et

 a
l.,

20
07

C
as

e 
on

ly
•

50
 P

C
O

S 
w

om
en

 <
 2

5 
ye

ar
s

ol
d

Se
ru

m
C

ol
le

ct
io

n:
 f

as
tin

g 
bl

oo
d 

sa
m

pl
e

Sa
m

pl
e 

ha
nd

lin
g:

 c
en

tr
if

ug
ed

 a
nd

 s
to

re
d 

at
 −

40
°C

. R
un

in
 th

e 
sa

m
e 

ba
tc

h 
w

ith
in

 6
 m

on
th

s 
of

 c
ol

le
ct

io
n.

A
ss

ay
: R

IA
U

ni
t o

f 
m

ea
su

re
: t

ot
al

 a
di

po
ne

ct
in

In
tr

a-
as

sa
y 

C
V

: 2
.8

–5
.0

%
In

te
r-

as
sa

y 
C

V
: 3

.5
–8

.2
%

M
ea

n 
ad

ip
on

ec
tin

 le
ve

l (
8.

4 
±

 3
.3

m
g/

L
) 

sl
ig

ht
ly

 b
el

ow
no

rm
al

 r
ef

er
en

ce
 r

an
ge

 (
10

–1
2 

m
g/

L
).

Pa
rt

ic
ip

an
ts

 w
ith

 in
su

lin
 r

es
is

ta
nc

e 
ha

d 
si

gn
if

ic
an

tly
 lo

w
er

ad
ip

on
ec

tin
 le

ve
ls

.
C

on
cl

us
io

ns
: A

di
po

ne
ct

in
 is

 n
o 

be
tte

r 
th

an
 th

e 
ex

is
tin

g
ho

m
eo

st
at

ic
 m

od
el

 a
ss

es
sm

en
t c

ur
re

nt
ly

 in
 u

se
 a

s 
a 

m
ar

ke
r

fo
r 

in
su

lin
 r

es
is

ta
nc

e 
in

 P
C

O
S.

L
ew

an
do

w
sk

i e
t

al
., 

20
05

C
as

e 
on

ly
•

19
 P

C
O

S 
w

om
en

pl
as

m
a

C
ol

le
ct

io
n:

 a
t 0

, 6
0,

 a
nd

 1
20

 m
in

 a
ft

er
 a

 7
5 

g
O

G
T

T
Sa

m
pl

e 
ha

nd
lin

g:
 p

la
ce

d 
on

 ic
e,

 s
en

t t
o 

la
bo

ra
to

ry
,

ce
nt

ri
fu

ge
d 

an
d 

fr
oz

en
 a

t −
30

°C
.

A
ss

ay
: c

om
m

er
ci

al
 R

IA
U

ni
t o

f 
m

ea
su

re
: t

ot
al

 a
di

po
ne

ct
in

In
tr

a-
as

sa
y 

C
V

: 4
.8

%
In

te
r-

as
sa

y 
C

V
: 5

.7
%

N
eg

at
iv

e 
co

rr
el

at
io

n 
be

tw
ee

n 
ad

ip
on

ec
tin

 a
nd

 r
es

is
tin

in
de

pe
nd

en
t o

f 
ag

e 
or

 B
M

I.
V

ar
ia

bl
e 

in
cr

ea
se

 in
 a

di
po

ne
ct

in
 d

ur
in

g 
O

G
T

T
 w

hi
le

re
si

st
in

 u
nc

ha
ng

ed
.

C
on

cl
us

io
ns

:
N

eg
at

iv
e 

co
rr

el
at

io
n 

w
ith

 r
es

is
tin

—
ad

ip
on

ec
tin

/ r
es

is
tin

ra
tio

 m
ig

ht
 b

e 
us

ef
ul

 in
 p

re
di

ct
io

n 
of

 f
ut

ur
e 

ri
sk

 in
 P

C
O

S

O
ri

o 
et

 a
l.,

 2
00

3
C

as
e–

co
nt

ro
l

•
60

 P
C

O
S 

w
om

en

•
30

 n
or

m
al

 w
ei

gh
t

•
30

 o
be

se

•
60

 n
on

-P
C

O
S 

w
om

en

•
M

at
ch

ed
: a

ge
, B

M
I

Se
ru

m
C

ol
le

ct
io

n:
 f

as
tin

g 
A

M
 b

lo
od

 d
ra

w
 d

ur
in

g 
fo

lli
cu

la
r

ph
as

e
Sa

m
pl

e 
ha

nd
lin

g:
 n

ot
 r

ep
or

te
d

A
ss

ay
: c

om
m

er
ci

al
 R

IA
 k

it
U

ni
t o

f 
m

ea
su

re
: t

ot
al

 a
di

po
ne

ct
in

C
V

: n
ot

 r
ep

or
te

d

A
di

po
ne

ct
in

 le
ve

ls
 lo

w
er

 in
 o

be
se

 c
om

pa
re

d 
to

 n
or

m
al

-
w

ei
gh

t P
C

O
S 

an
d 

co
nt

ro
ls

.
In

ve
rs

e 
co

rr
el

at
io

n 
be

tw
ee

n 
ad

ip
on

ec
tin

 a
nd

 B
M

I.
C

on
cl

us
io

n:
 A

di
po

ne
ct

in
 le

ve
ls

 c
ha

ng
e 

de
pe

nd
in

g 
on

 f
at

m
as

s 
in

 a
ll 

w
om

en
.

Pa
ni

di
s 

et
 a

l.,
20

03
C

as
e–

co
nt

ro
l

•
70

 P
C

O
S 

w
om

en

•
35

 o
ve

rw
ei

gh
t o

r 
ob

es
e

•
35

 n
or

m
al

 w
ei

gh
t

•
15

 n
or

m
al

-w
ei

gh
t n

on
-P

C
O

S
w

om
en

Se
ru

m
C

ol
le

ct
io

n:
 f

as
tin

g 
A

M
 b

lo
od

 d
ra

w
 b

et
w

ee
n 

D
ay

s 
3 

an
d

6 
of

 m
en

st
ru

al
 c

yc
le

Sa
m

pl
e 

ha
nd

lin
g:

 n
ot

 r
ep

or
te

d
A

ss
ay

: c
om

m
er

ci
al

 R
IA

U
ni

t o
f 

m
ea

su
re

: t
ot

al
 a

di
po

ne
ct

in
In

tr
a-

as
sa

y 
C

V
: 5

.2
%

A
di

po
ne

ct
in

 le
ve

ls
 lo

w
er

 in
 P

C
O

S 
þ 

B
M

I 
>

 2
5 

kg
/ m

2 .
A

di
po

ne
ct

in
 le

ve
ls

 s
im

ila
r 

fo
r 

no
n-

PC
O

S 
an

d 
PC

O
S 

B
M

I
<

 2
5 

kg
/m

2 .
C

on
cl

us
io

ns
: A

di
po

ne
ct

in
 n

ot
 li

ke
ly

 in
vo

lv
ed

 in
pa

th
og

en
es

is
 o

f 
PC

O
S.

Biol Res Nurs. Author manuscript; available in PMC 2013 May 07.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Groth Page 13

Si
r-

Pe
te

rm
an

n 
et

al
., 

20
07

C
as

e–
co

nt
ro

l
•

G
ir

ls
 w

ith
 P

C
O

S 
m

ot
he

rs

•
53

 p
re

pu
be

rt
al

 g
ir

ls

•
22

 p
ub

er
ta

l g
ir

ls

•
G

ir
ls

 w
ith

 n
on

-P
C

O
S

m
ot

he
rs

•
32

 p
re

pu
be

rt
al

•
17

 p
ub

er
ta

l g
ir

ls

Se
ru

m
C

ol
le

ct
io

n:
 f

as
tin

g 
A

M
 b

lo
od

 d
ra

w
 (

po
st

 m
en

ar
ch

e
be

tw
ee

n 
D

ay
s 

3 
an

d 
7 

of
 m

en
- 

st
ru

al
 c

yc
le

:
pr

em
en

ar
ch

e 
w

he
n 

fe
as

ib
le

)
Sa

m
pl

e 
ha

nd
lin

g:
 n

ot
 r

ep
or

te
d

A
ss

ay
: R

IA
U

ni
t o

f 
m

ea
su

re
: t

ot
al

 a
di

po
ne

ct
in

In
tr

a-
as

sa
y 

C
V

: 1
.8

%
In

te
r-

as
sa

y 
C

V
: 9

.0
%

A
di

po
ne

ct
in

 le
ve

ls
 s

ig
ni

fi
ca

nt
ly

 lo
w

er
 in

 n
or

m
al

- 
w

ei
gh

t
pr

ep
ub

er
ta

l d
au

gh
te

rs
 o

f 
PC

O
S 

w
om

en
 c

om
pa

re
d 

w
ith

da
ug

ht
er

s 
of

 n
or

m
al

 w
om

en
.

Pr
ep

ub
er

ta
l d

au
gh

te
rs

 o
f 

PC
O

S 
w

om
en

 h
av

e 
lo

w
er

 le
ve

ls
of

 a
di

po
ne

ct
in

 th
an

 w
ou

ld
 b

e 
ex

pe
ct

ed
 b

as
ed

 o
n 

th
ei

r 
B

M
I.

L
ow

er
 a

di
po

ne
ct

in
 w

as
 a

ss
oc

ia
te

d 
w

ith
 in

cr
ea

se
d

po
st

st
im

ul
at

ed
 in

su
lin

 le
ve

ls
—

po
ss

ib
le

 r
el

at
io

ns
hi

p 
w

ith
in

su
lin

 r
es

is
ta

nc
e.

 A
di

po
ne

ct
in

 le
ve

ls
 w

er
e 

si
m

ila
r 

in
 a

ll
pu

be
rt

al
 g

ir
ls

—
pr

ep
ub

er
ta

l P
C

O
S-

pa
re

nt
ed

 g
ir

ls
 h

ad
 lo

w
er

ad
ip

on
ec

tin
 le

ve
ls

 th
at

 s
ta

ye
d 

lo
w

 in
to

 p
ub

er
ty

 w
he

re
as

pr
ep

ub
er

ta
l g

ir
ls

 o
f 

no
rm

al
 m

ot
he

rs
 h

ad
 h

ig
he

r 
le

ve
ls

 th
at

de
cr

ea
se

d 
at

 p
ub

er
ty

 (
co

ns
id

er
ed

 th
e 

no
rm

al
 p

at
te

rn
).

Sp
ra

ng
er

 e
t a

l.,
20

04
C

as
e–

co
nt

ro
l

•
62

 P
C

O
S 

w
om

en

•
35

 n
on

-P
C

O
S 

w
om

en

Pl
as

m
a

C
ol

le
ct

io
n:

 f
as

tin
g 

A
M

 b
lo

od
 d

ra
w

 w
ith

in
 f

ir
st

 1
0 

da
ys

af
te

r 
m

en
se

s
Sa

m
pl

e 
ha

nd
lin

g:
 s

to
re

d 
at

 −
20

°C
 u

nt
il 

an
al

ys
is

A
ss

ay
: R

IA
U

ni
t o

f 
m

ea
su

re
: t

ot
al

 a
di

po
ne

ct
in

In
tr

a-
as

sa
y 

C
V

: 0
.1

–6
.2

%
In

te
r-

as
sa

y 
C

V
: 5

.0
%

St
ra

tif
ic

at
io

n 
by

 o
be

si
ty

 le
ve

l: 
ad

ip
on

ec
tin

 le
ve

ls
 lo

w
er

 in
ob

es
e 

gr
ou

ps
 (

PC
O

S 
an

d 
no

n-
PC

O
S)

, b
ut

 n
o 

di
ff

er
en

ce
be

tw
ee

n 
PC

O
S 

an
d 

no
n-

PC
O

S.
C

on
cl

us
io

ns
: P

C
O

S 
w

om
en

 a
di

po
ne

ct
in

 is
 in

de
pe

nd
en

tly
as

so
ci

at
ed

 w
ith

 m
ar

ke
rs

 o
f 

ob
es

ity
 a

nd
 in

su
lin

 r
es

is
ta

nc
e.

T
an

 e
t a

l.,
 2

00
6

C
as

e–
co

nt
ro

l
•

8 
PC

O
S 

w
om

en

•
8 

no
n-

PC
O

S 
w

om
en

Pl
as

m
a

A
bd

om
in

al
 s

ub
cu

ta
ne

ou
s 

tis
su

e
O

m
en

ta
l t

is
su

e
C

ol
le

ct
io

n:
 S

er
um

—
m

or
ni

ng
 f

as
tin

g
T

is
su

e—
ea

rl
y 

fo
lli

cu
la

r 
ph

as
e 

co
lle

ct
io

n.
Sa

m
pl

e 
ha

nd
lin

g:
 p

la
sm

a 
st

or
ed

 a
t −

80
°C

T
is

su
e:

 m
et

ho
do

lo
gi

es
 in

cl
ud

ed
 a

di
po

cy
te

 is
ol

at
io

n,
R

N
A

 e
xt

ra
ct

io
n,

 c
D

N
A

 s
yn

th
es

is
, r

ea
l-

tim
e 

R
T

-P
C

R
,

W
es

te
rn

 b
lo

t
A

ss
ay

: s
er

um
-R

IA
A

di
po

ne
ct

in
 in

tr
a-

as
sa

y 
C

V
: 5

.7
%

E
xp

re
ss

io
n 

of
 a

di
po

ne
ct

in
 r

ec
ep

to
rs

 in
 c

or
re

sp
on

di
ng

tis
su

e 
de

m
on

st
ra

tin
g 

up
re

gu
la

tio
n 

of
 r

ec
ep

to
rs

 (
A

D
IP

O
R

1/
R

2)
 in

 b
ot

h 
su

bc
ut

an
eo

us
 a

nd
 o

m
en

ta
l t

is
su

e 
in

 P
C

O
S

ad
ip

oc
yt

es
 w

ith
 n

o 
di

ff
er

en
ce

 in
 B

M
I,

 W
H

R
, a

nd
 p

la
sm

a
ad

ip
on

ec
tin

 c
on

ce
nt

ra
tio

ns
 c

om
pa

re
d 

to
 c

on
tr

ol
s.

X
ita

 e
t a

l.,
 2

00
7

C
as

e 
on

ly
•

PC
O

S 
w

om
en

•
38

 n
or

m
al

 w
ei

gh
t

•
36

 o
ve

rw
ei

gh
t a

nd
 o

be
se

Se
ru

m
C

ol
le

ct
io

n:
 f

as
tin

g 
A

M
 b

lo
od

 d
ra

w
Sa

m
pl

e 
ha

nd
lin

g:
 c

en
tr

if
ug

ed
 a

nd
 s

to
re

d 
at

 −
70

°C
A

ss
ay

: E
L

IS
A

 k
it

U
ni

t o
f 

m
ea

su
re

: L
M

W
, M

M
W

 &
 H

M
W

 a
di

po
ne

ct
in

 &
le

pt
in

 (
no

 in
di

ca
tio

n 
of

 w
ha

t w
as

 u
se

d 
as

 a
na

ly
si

s 
un

it)
A

di
po

ne
ct

in
 in

tr
a-

as
sa

y 
C

V
: 2

.5
–4

.7
%

A
di

po
ne

ct
in

 in
te

r-
as

sa
y 

C
V

: 5
.8

–6
.5

%
L

ep
tin

 in
tr

a-
as

sa
y 

C
V

: <
4.

8%
L

ep
tin

 in
te

r-
as

sa
y 

C
V

: <
4.

3%

A
di

po
ne

ct
in

 n
eg

at
iv

el
y 

co
rr

el
at

ed
 w

ith
 B

M
I.

 L
ep

- 
tin

po
si

tiv
el

y 
co

rr
el

at
ed

 w
ith

 B
M

I.
 I

nv
er

se
 c

or
re

la
tio

n
be

tw
ee

n 
ad

ip
on

ec
tin

 a
nd

 le
pt

in
 in

de
pe

nd
en

t o
f 

B
M

I.
St

ro
ng

 in
de

pe
nd

en
t a

ss
oc

ia
tio

n 
of

 a
di

po
ne

ct
in

–l
ep

tin
 r

at
io

w
ith

 a
di

po
si

ty
 a

nd
 in

su
lin

 r
es

is
ta

nc
e.

C
on

cl
us

io
ns

: A
di

po
ne

ct
in

/le
pt

in
 r

at
io

 a
 b

io
m

ar
ke

r 
of

in
su

lin
 r

es
is

ta
nc

e.

N
ot

e.
 A

D
IP

O
 R

1/
R

2 
=

 a
di

po
ne

ct
in

 r
ec

ep
to

rs
 1

 a
nd

 2
; B

M
I 

=
 b

od
y 

m
as

s 
in

de
x;

 C
V

 =
 c

oe
ff

ic
ie

nt
 o

f 
va

ri
at

io
n;

 E
L

IS
A

 =
 e

nz
ym

e-
lin

ke
d 

im
m

un
os

or
be

nt
 a

ss
ay

; H
M

W
 =

 h
ig

h 
m

ol
ec

ul
ar

 w
ei

gh
t; 

L
M

W
 =

 lo
w

m
ol

ec
ul

ar
 w

ei
gh

t; 
M

M
W

 =
 m

id
dl

e 
m

ol
ec

ul
ar

 w
ei

gh
t; 

O
G

T
T

 =
 o

ra
l g

lu
co

se
 to

le
ra

nc
e 

te
st

; R
IA

 =
 r

ad
io

im
m

un
oa

ss
ay

; R
T

-P
C

R
 =

 r
ev

er
se

 tr
an

sc
ri

pt
io

n 
po

ly
m

er
as

e 
ch

ai
n 

re
ac

tio
n;

 c
D

N
A

 =
 c

om
pl

em
en

ta
ry

D
N

A
; W

H
R

 =
 w

ai
st

–h
ei

gh
t r

at
io

.

Biol Res Nurs. Author manuscript; available in PMC 2013 May 07.


