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Bbstracﬂ

The ovary is normally a cystic structure and the risk of its developing a malignancy is low.
The general surgeons and gynecologists that do laparotomy may remove the ovarian cyst with the
hope that a pathological process will be found to Justify the symptoms, signs and surgery
indications. A case control study was carried out in obstetrics and gynecology department at Tikrit
Teaching Hospital, through the period of June — 2004 to December — 2007, to identify the types of
surgically removed ovarian cysts in the hospital and verifying the risk factors, clinical presentation
and pathological diagnosis of these cysts. A total of 166 patients with ovarian cysts in the group
I(cyst group) and 50 women in the group 2 (control group) are enrolled in the study, and a
structural questionnaire was administered to each woman with ages 11-74 years. Functional
ovarian cyst occurs in n=70 patients {corpus luteum cyst n=40 patients (22.2%) and follicular cyst
n=30 patients (16.6%)}, while benign epithelial tumors are n=45 patients {Serous n=31 patients
(17.2%) and mucinous n=14 patients (7.8%)}. However, dermoid cyst was found in n=29 patients
(16.1 %), endometriosis in n=21 patients (11.7%), and fibroma in n=3 patients (1.7%). Yet,
mucinous cyst adenocarcinoma, thecoma, infectious cysts and ovarian ectopic pregnancy are found
in n=2 patients (1.1%) respectively. Nevertheless, serous cyst adenocarcinoma, granulosa cell
tumor, and malignant transformation of mature cystic teratoma have been seen in 1 patient (0.6 %)
for each tumor. Single female, nulliparity, low parity and infertility were associated with ovarian
cysts. Blood group A+ was the most blood group that is associated with them n= 57 patients (34.4
%). Fatty diet and salty diet are also associated with them, but these results were not significant
except for caffeine use. Smoking appears to be not a risk factor in this study because it is not
acceptable for female in our society. The size of each tumor or cyst and the complication of it such
as torsion and rupture would be related to its type.
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IIntroductionf clinically and even preoperatively as cyst and
. (2,3,4)
A cyst is a collection of fluid like e vers;. lassi = 3 ;
structure usually more than 3 cm in size. It ge ?Smfy R broad!’y i
may be few millimeters in diameter, or it non neoplastic cysts and neoplastic. More

may grow to a very large size, weighing up commonly seen in clinical practice is to see

to several kilograms. The fluid with it may physiological follicular and corpus luteum
be clear fluid, blood, thick mucous or cyst. Tumors that can present as cysts or

sebaceous miaterigl. & solid tumor(ss)are classify according to cell of

The ovaries are quite common sites origin into:
in the body for cysts to develop. The o - AN
incidence of ovarian cysts in the general I-Epithelial origin which lnclude't.he
population is difficult to estimate, and followings:- ~ Serous, Endometrioid,
regarded as one of the important surgical Muc_mous, (}Iear Cell, Brenner, Mixed &
diseases in clinical practice in addition to Undifferentiated.
inflammations and neoplasms ®. What is
surprising that there is mixture between 2-Sex cord / stromal in origin which
ovarian cysts and neoplasms, as a result of include :- Granulosa / theca cell tumors,
the same presentation? Some of the ovarian Fibroma, Androblastoma &
tumors presents as cystic structures and Gonadoblastoma

others solid but misinterpreted radiologically,
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3-Germ cell which include:- Teratoma,
Dysgerminoma, Yolk sac tumor &
Choriocarcinoma

4-Mixed
5-Metastatic

Different risk factors have been reported
to be associated with them such as: smoking,
fatty diet, early age of menarche, late
menopause, nulli?arir?r, infertility, and
contraception use “***!% Family history of
breast or colonic cancer is associated with
ovarian cancer ' .Genital powder with
unknown mechanism may be associated with
them ", Treatment of ovarian cyst or tumor
either medical, conservative and follow up or
surgery depending on different factors, >4

Material and Methodg'

The study design was case control
study. It was done at obstetrics and
gynecology department and the laboratory in
Tikrit Teaching Hospital through the period
of June-2004 to December- 2007.

Sample size: The total number of
enrolled patients in the study was 166
patients in the group I(cyst group) and 50
women in the group 2 (control group). Those
166 patients were admitted to obstetrics and
gynecology department complaining of
ovarian cyst and prepared for surgery. The
causes of surgery would be either: -

1- Failed cyst to resolve after treatment more
than 6 month.

2- Size >5 cm.

3- Increase the size during follow up.

4- Symptoms and signs due to cyst.

5- Ultrasound finding such as solid
components, inner wall papillary structures
ssfge > 5 cm and suspicion of malignancy. ¢

The age of enrolled patients from 11-
74 years old and there is no exclusion criteria
for age except that the women should have a
menarche.

A structured questionnaire was
administered in the hospital that included
age, work, and residency, and blood group,
details of menstrual history, marital status,
and date of marriage. Full obstetrical history
which was included (gravida, parity, abortion
and it is types, ectopic pregnancy and

obstetrical surgeries), gynecological
operations such as (ovarian cystectomy,
oopherectomy, hysterectomy), family history
of ovarian cyst, details of contraception use,
diet history, smoking, use of caffeine and
presenting symptoms of the disease.

Details of surgery were reported, the
side of ovaries which involved, size of cyst
and the surgical procedures were done ,were
also reported in addition to the
histopathological ~reports that included
information on an ovary or portion of an
ovary were reviewed by the study
pathologist.

The exclusion criteria, when the cyst
is not related to ovary and presented as
adenaxial mass such as tubal cyst, while
infectious cyst, ovarian ectopic pregnancy
were included. All surgical specimens were
examined and processed for
histopathological examination. Type of cyst
was classified on the basis of histopathology
criteria recommended by both The World
Health Organization and The International
Federation of gynecology and obstetrics.

Statistical analysis of data were done
using SPSS manager system version 10. The
level of significance was 0.05.

Results

The age mean £SD of the group 1 was
(30.02+10.35) years while it was (32.2+¢
12.61) years for group 2 (this result was not
significant) . Table (1) shows the
characteristics of the patients in both groups
such as age, job, marital status, residence,
smoking and previous pelvic surgical history
‘The relation of ovarian cyst with parity is
shown in table (2).

Meanz SD age of menarche in the
study population is (12.52+1.63) years in 145
patients and (12. 98+ 1.5) years in 43 women
whom know their menarche (this result was
not significant) while mean + SD
menopausal age was( 45.9+ 4.22) years in 10
patients and (49.17+2.04) years in 4 women
(this result was significant) in group 1 and 2
respectively.

Histopathological examination
revealed the presence of 70 patients (38.9 %)
functional ovarian cyst {corpus luteal cyst 40
patients (22.2 %) and 30 patients (16.6%)
follicular cyst}, while benign epithelial cyst
45 patients (25%) {(serous cyst 31 patients (

Tikrit Medical Journal 2008; 1 4(2):210- 22] 211



Clinicopathological analysis of ovarian cysts in Tikrit

17.2%) and mucinous cyst 14 patients
(7.8%)), dermoid cyst 29 patients (16.1 %)
endometriosis 21 patients ( 11.7%), fibroma
3 patients (1.7%), fibroma, mucinous cyst
adenocarcinoma 3 patients (1.7%), ovarian
ectopic pregnancy, infectious, thecoma 2
patients  (1.1%) and granulosa cell
carcinoma, serous cyst adenocarcinoma,
malignant transformation of dermoid cyst
are 1 patients (0.6 %) for each type (Table 3).
One pregnant patient was found in first
trimester with benign serous cyst and three
pregnant are in second trimester with two
follicular cysts and one dermoid cyst. Table
(4) shows distribution of age to tumor types.

Blood group distribution among
study population was shown in table (5) and
the most common blood group in the group
(1) was A+ n= 57 patients (34.4%) while O+
is the most blood group n= 10 women (20%)
in group (2).

Group (1) infertility period mean
+SD whether primary or secondary more
than 1 year was (3.28+ 2.43) years while
group (2) was (4.43+ 3.96) years (this result
was not significant). The relation of
infertility period with ovarian cyst was
shown in table (6). The relation of infertility
drugs with ovarian cyst was shown in table
(7.

Table (8) the relation of
contraception type with ovarian cyst .The
natural method was the most method
associated with ovarian cyst n=10(43.5%) in
group (1) and 2(10%) in the group (2), other
types of contraception also is shown in table
9).

" Diet type including salt intake, fatty
diet, vegetables diet and caffeine use were
shown in table (10). Table (11) shows the
sequence of presenting symptoms and signs
of ovarian cysts.

The right side ovary was involved in 83
patients (50%), left side ovary was in 69
patients (41.6%) and 14 patients (8.4%)
bilateral cysts. Figure (1) shows surgical
procedures that had been done at operations
such as cystectomy n= 107 patients (59.4%),
salpingectomy and oophorectomy n=24
patients ( 13.3%), cystectomy and
appindecectomy n=20 patients (11.1%), total
abdominal hysterectomy n=19 patients (10.6)
especially  for  malignant cyst and
oophorectomy n=10 patients (5.6 %). The
complications of these cysts were torsion

n=34(18.9%) and rupture n=10(5.6%).Table
(12) shows the relation of type of cyst with
its complications,

Discussion

Ovarian cyst is one of the common
Gynecological problems in Iraq. This study
is case control study that suggests some risk
factors in relation to the occurrence of
ovarian cyst and most of the studies
concentrate on malignant disease of ovary
only. In some studies regarding benign
ovarian tumors concluded the etiology of
ovarian cyst and benign epithelial ovarian
neoplasm may differ and benign borderline
and malignant epithelial ovarian neoplasm
g]lazqu)be similar or shared some risk factors.

The distribution of cyst
histopathological types is in order:-
Functional ovarian cyst (corpus luteum cyst
and follicular cyst), benign epithelial
cyst(both serous and mucinous cysts),
dermoid cyst, endometriosis and
malignancies and this distribution is
dissimilar for benign tumors that found in
other studies done by Demont etal (2001) in
which the distribution was 30-40% Follicular
cyst, 20-30% serous and mucinous cyst, 10-
20% dermoid cyst and 11% endometriosis
also katsubeyet (1979) who found that the
most single tumor is cystic teratoma dermoid
(26.3%) while the epithelial  tumors
constituted the most frequent group(57.6%)
(cl:f} all tumors and (93.8%) of all malignant.

Malignant disease of ovary varies in
different geographic locations through the
world.  Western countries have high
incidence of them that is 3-7 times more than
Japan where epithelial malignancy is lower
in Asia. The incidence of germ cell tumors of
the ovary appears to be higher than in the
west “and because the epithelial ovarian
malignancies are one and one half times
greater in white than black, )

The age distribution showed in the
study done by booth M etal (1992) showed
that women with benign epithelial ovarian
neoplasm were older than those with a
functional ovarian cyst who in turn older
than those with dermoid cyst which tends to
oceur in younger women which agreed with
our result. © Most ovarian cysts occur in

212 Tikrit Medical Journal 2008; 1 4(2):210- 221



Clinicopathological analysis of ovarian cysts in Tikrit

reproductive life and about 2/3  are
functional, endometriosis, dermoid, and
epithelial tumors  while 5-18% only
malignancies in patients less than 45 years
old. !

The incidence of malignancy
increases with age and 30-60% of women
more than 50 years (50-60years) ¢'5) | The
majority of them is epithelial in origin while
germ cell origin occurs in young age < 35
years old. @

Blood group A is a risk factor for
ovarian malignancies, while group O is a
protective factor. "““Most blood group is A
*ve and Rh-ve is very low appearance in the
study and this may be due to general
distribution of Rh type which is low
regarding negative types in our population .

The relationship of parity, age of
first child delivery, infertility, and infertility
drugs usage is very complex and discussed
by differed studies. Single female is risk
factor in our study but because the early
marriage and more than one wife in the
family in our society might decrease this risk
factor and give more chance for infertility
and infertility drugs to play a role in ovarian
tumor formation, this agreed with booth M
etal (1992) who found that nulliparity and
infertility were associated with an increased
risk and multiparity with an increased risk of
benign epithelial ovarian neoplasm ©

Infertility and pelvic inflammatory
disease were associated with increased risk
of all tumor types. © The ovulation may
increase the surface of ovary to disruption
and when healing is by proliferation,
Spontaneous mutation in tumor suppressor or
proto-oncogenesis that might contribute to
oncogenesis. ('

While ovarian malignancies risk
factors may include low parity, infertility,
early menarche, and late menopause, Studies
about infertility have not been consistent and
have not adequately distinguished the
influence of infertility perse from the use of
fertility stimulating agents as shown in our
study. (9

Different studies showed protective
effect of oral contraceptive pills from ovarian
tumor because inhibition of ovulation due to
chiefly to the dose of estrogen and
progesterone in contraceptive pills and with
low does the suppression of LH surge and
disruption of endometrial cycle to inhibit

ovulation occur. Modern oral contraception
do not inhibit follicular Cyst or epithelial
types but protect from endometriosis cyst
and ovarian cancers and in both cases the
protection lasts for up to 2 decades after
stopping its use while other studies showed a
protective effect against all ovarian cysts
especially  endometriosis cyst  while
intrauterine contraceptive device had no
benefit effect on them. @7 ihin

Other risk factors such as smoking
were not found in our study because
this habit is not well common in our society
especially for reproductive age group.
Caffeine use is very high in our society that
were used to be a good drinker of soft drinks,
and the caffeine use also associated with
malignancy " | High vegetable diet and
moderate fat intake in our population were
NOt appear as a risk factor because most of
our patients from rural area and these people
cat vegetables rather than fatty diet and this
disagree with low vegetables diet and high
fatty diet for benign and malignant ovarian
tumors, (113

The symptoms and signs of ovarian
Cyst depend on its sizes which depend on
tumor type. Most of them had pain or
discomfort in the lower abdomen. The pain
may be constant or intermittent. Pain may
only occur with sex. Severe unrelenting pain,
sometimes accompanied by nausea and
vomiting, of on one side or the other could
be a symptom of an ovarian cyst. Ovarian
cyst rarely causes severe pain like this,
although if an ovarian Cyst twists, it can do
S0. Sometimes a cyst may bleed into itself, or
burst. This can cause a sudden severe pain in
the lower abdomen,

Occasionally, a Cyst which is
growing on a stalk from an ovary may twist
the stalk on itself torsion’) such. This stops
the blood flowing through the stalk to the
cyst and causes the cyst to lose ijts blood
supply. This can cause sudden severe pain in
the lower abdomen. Periods sometimes
become irregular, or may become heavier or
lighter than usual. Large cysts can cause the
abdomen to swell, or press on nearby
structures. For example, on the bladder or
rectum which may cause urinary symptoms
or constipation? Although most cysts are
benign, some types have a risk of becoming
cancerous. Rarely, some ovarjan cysts make
abnormal amounts of female (or male)

(19, 20)
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hormones which can cause unusual
symptoms R34

A follicle can sometimes enlarge and
fill with fluid. They can grow up to 5 cm
across. They usually go away by themselves
within a few months. The corpus luteum is a
normal cystic structure that forms after
ovulation each month. There is a physiologic
in-growth of capillaries into the corpus
luteum after several days, which sometimes
is a bit excessive and which can rarely result
in severe bleeding and pain (A blood filled
cyst is sometimes called a hemorrhagic cyst.)
These kinds of cysts can 8row up to 6 cm
across.

They usually go away on their own
within a few months. Follicular cyst and
luteal cyst may reach > 10cm and may
rupture. Dermoid cysts often contain odd
contents such as hair, parts of teeth or bone,
fatty tissue, etc. This is because these cysts
develop from cells which make eggs in the
ovary. An egg has the potential to develop
into any type of cell. So, these cysts can
make different types of tissue. In about | in
10 cases a dermoid cyst develops in both
ovaries. Dermoid cysts tend to occur in
younger women, may reach <I5¢m and may
be torted in 3.5-10%. Cystadenomas is the
most epithelial tumor.

These develop from cells which
cover the outer part of the ovary. There are
different types. For example, 'serous
cystadenomas’ fills with a thin fluid and
'mucinous cystadenomas' fills with a thick
mucus type fluid. These types of cysts are
often attached to an ovary by a stalk more
than growing within the ovary itself. Some
grow very large. They are usually benign but
Some are cancerous .They rarely become
large while mucinous cystadenoma 15-25%
of all ovarian tumors may reach a large size.
Endometriosis which arises from ectopic
endometrial tissue and bilateral involvement
of the ovaries has been reported in 1/3- 1/2 of
cases.

They are less than 15cm in diameter.
The cyst did not grow large in size overnight
and most endometriosis cysts don't rupture
cataclysmically. They occasionally will leak
slightly, then the cyst wall can re-seal. When
they leak, they may cause pain for a few
days, which then improves. Such leakage can
occur every few months in some patients,
sometimes only once in others. There is no

evidence a leaking endometriosis cﬁyst causes
endometriosis to spread 241116 go
carcinoma often affect both ovaries while
mucinous carcinoma may reach a large size
©49All these information agreed with our
results.

The present study concludes that
different types of ovarian cyst that need
surgical intervention occurred in our society.
Nullparity, infertility, low parity, high
caffeine use, fatty and salty diet may be a
risk factors for them. Oral contraceptive pills
appear to be a protective factor since its Jow
usage in the study population. Smoking is
not a risk factor in our study because it is not
acceptable for female in present society.
Further large — controlled studies of different
risk factors are needed to evaluate these risk
factors.

Reference

1. Demont F, Fowquet F, Rogersm M
and Lansac]. Epidmiology  of
apparently begin Ovarian eVets: ;. f
Gynecol . Obstet Biol Reprod2001
30, (suppl 1 ):8-11.

2. Lumsden MA and Hickey M, eds.

Complete Women's health, 1% e .

London : Thorsons, 2000:65-67.

Campell S and Monga A. Benign

disease of ovary and malignant

disease of ovary. In: Gynecology by

Ten teachers. 17" ed. London:

Arnold, 2000: 131-192, 155-166.

4. Van Le L. Management of adnexial
Mass. In Dan forths Obstetrics and
Gynecology. Scott JR, Gibbs RS,
Karlan By, etal (eds). 9" ed . USA-
Lippincott Williams and Williams
and Wilkins, 2003:1007-1018 .

5. Juan Rosai. Ackermans surgical
pathology. Ninth edition. London.
Mosby. 2004: 1653,1659.

6. Booth M, Beral V, Maconochie N.
etal .A case- control study of benign
ovarian  tumors.  Jouwrnal of
Epidemiology  and Community
Health 1992; 16 ( 7) : 528-531.

7. The ESHRE Capr: Workshop Group.
Ovarian and endometrial function
during  hormonal contraception.
Human Reproduction 2001; 16(7):
1527-1535.

(5]

214 Tikrit Medical Journal 2008; 1 4(2):210- 221



Clinicopathological analysis of ovarian cysts in Tikrit

10.

12.

14,

Westhoff G, Britton JA, Gammon
MD, etal. Oral Contraceptives and
Benign Ovarian Tumors. American
. of  Epidemiology 2000,
152(3):242-246.

Cook L. The Burden of Ovarian

Cancer Research  update
2000,.7(3):79-81.

NIH  Guide: Epidemiology  of
Ovarian Cancer
2000,.21(27),July31,CA92-

20,USA Available at
http://grants.nih.gov
. Danakas  GT  and Pietranoni
M.Practical guid to the care of the
gynecologic and obstetric

patient.USA:Mosby, 1997:97,240,29
9-36.

Risch HA ,Marrett LD,Jain M and
Hoe GR.Difference in risk factors
for epithelial ovarian cancer by
histologic type . American Jouwrnal of
Epidemiology 1996; 144(4):363-372.

. Harlow BL, Weiss NS, Roth GJ etal.

Case control study of borderline
ovarian tumor: reproductive history
and exposure to exogenous female
hormones. Cancer Res1988,
48(20):5849-52.

Katsube Y, Berg JW. Silverberg SG.
Epidemiologic pathology of ovarian
tumors : a histopathologic review of
primary ovarian neoplasm diagnosed
in the Denver started Metropolitan

15.

16.

17.

19.

20.

statistical Area. American Journal of
Epidemiology 1| 979;152(3):242-246.
Ghambers JT, Runowise CD.
Approach to patient with pelvic
mass: age specific consideration in
patient evaluation. Available at
Http// www.medscpe.com.
Managham JM. Malignant diseases
of the ovary .In Edmonds
DK:Dewharts textbook of obstetrics
and gynecology for postgraduate .6™
ed.London:Blackwell
science.1999:590.

Christensen JT. Boldsen JE;
Westerguard JG, etal. Functional
ovaian cysts in premenopusal and
gynecological  healthy  woman,
Contraception 2000,66(3):153-7.

. Westhoff C, Gentile G, Lee Jack

etal. Predictors of ovarian steroid
secretion in reproductive-age
woman.  American  Journal of
Epidemiology 1996;144(4):381-388.
Westhoff C,Britton Jja,Gammon MD
and etal.Oral contraceptives and
ovarian tumors. American Journal of
Epidemiology 2000;1 52(3):242-246.
Holt VL, Hangen-Cushing KL,
Daling JR. Risk of Functional
Ovarian Cyst: Effects of smoking
and marijuana use according to body
mass index. American Journal of
Epidemiology 2005, 161(6):520-525.,

Tikrit Medical Journal 2008, 14(2):210- 22] 215



e

Clinicopathological analysis of ovarian cysts in Tikrit

Table (1) The sample characteristics.

Case distribution Total P value
Characteristics Group 1 Group 2 (Degree of
No. | (%) No. [% No. [% freedom)
Age
10-19 year 24 14.5 4 8 28 13.0 | 0.057(4)
20-29 year 64 38.5 23 46 87 40.3
30-39 year 41 24.7 15 30 56 25.9
40-49 year 28 16.9 2 4 30 13.9
>50 9 5.4 6 12 15 6.9
Job
house wife 133 80.1 40 80.0 173 80.1
Worker 20 12.1 7 14 27 125] 0.865(2)
Student 13 7.8 3 6 16 7.4
Marital status
Married 123 74.1 44 88 167 77.3 ] 0.04(1)*
Not married 43 25.9 6 12 49 227
Residence
Rural 109 65.7 25 50 134 62.04 | 0.04(1)*
Urban 57 343 25 50 82 37.96
smoking
not smoker 153 92.2 42 84 195 | 90.3 | 0.08(1)
Smoker 13 7.8 8 16 21 | 9.7
previous pelvic &-%ry
No history 124 74.8 42 84 166 76.8
Cesarean section 18 10.8 4 8 22 10.2
| Appedecectomy 8 4.8 1 2 9 4.2
TAH* 7 4.2 1 2 8 37
Ectopic pregnancy | 5 3.0 5 2.3 0.125(7)
Okarign 4 2.4 0 0 4 1.8
| Cystectomy
Laparoscopy 1 2 1 0.5
Tubal ligation 1 2 1 0.5
Total 166 100 50 100 216 100
*Significant statistical relation.
**TAH=Total abdominal hysterectomy
Table (2) The relation of parity with ovarian cyst.
Case distribution
No. of Group 1 Group 2 Total
children No. (%) No. % No. Yo
Nullipara 30 24.4 9 20.5 39 23.4
one child 6 4.9 2 4.5 8 4.8
two child 18 14.6 6 13.6 24 14.4
three child 20 16.3 6 13.6 26 15.6
four child 17 13.8 S 11.4 22 13.1
> 5 child 32 26.0 16 36.4 48 28.7
Total 123 100 44 100 167 100

Df =5, P.value=0.883(not significant)

216
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Table (3) the type of cyst in the study.

7

Type of the cyst Frequency (%)
Corpus luteum 40 22.2
Serous cyst adenoma 31 17.2
Follicular 30 16.6
Dermoid 29 16.1
Endometriosis 2] 11.6
Mucinous cyst adenoma 14 7.8 ]
Fibroma 3 1.7
Mucinous cyst adenocarcinoma** 3 1.7
Thecoma 2 1.1
Infectious 2 1.1
Ovarian ectopic pregnancy 2 1.1
Serous cyst adenocarcinoma ** 1 0.6
Granulosa cell carcinoma** 1 0.6 =
Malignant transformation of Dermoid cyst** 1 0.6
[ Total 180* 100

*The number of ovarian cystis 180 ¢

bilateral cysts.**malignant type

Table (4) The relation of ovarian cyst type with age.

ysts in 166 patients because of 14 of the patient had

Type of the cyst | 10-19 year | 20-29 year | 30-39 year | 40-49 year >50 year i
ST N TR % [Noi| % | No. % |No.| % No. | % | No. | %
Corpus luteamcyst | 10 | 40 | 18 24.7 10 [ 233 ] 2 6.9 0 0 40 | 22.2
Serous cyst adenoma | 4 16 9 123 9 209 | 6 20.68 3 30 31 17.2
Follicular - 16 12 | 16.4 6 14.0 S 17.24 3 30 30 16.6
Dermoid “ 16 16 | 21.9 o 9.3 5 17.24 0 0 29 16.1
Endometriosis | 4 12 | 16.4 6 14.0 2 6.9 0 0 21 11.6
Mucmious cyst Ll 4 13141 | 5 [116] 4] 1379 i 10 | 14 | 738
adenoma
Fibroma 0 0 0 0 2 4.6 1 3.45 0 0 3 L7
Mucinous cyst i}3a 1] sas | g 10 | 3 | 17
adenocarcinoma
Thecoma 0 0 0 0 1 2.3 0 0 ] 10 2 1.1
Infectious 0 0 1 1.4 0 0 1 3.45 0 0 2 L1
Ovadisnestopic [ o "1™ 1| 14 1 | 345 2 | 11
pregnancy
Serous cyst
adenoeameinssah 1 4 0 0 0 0 0 0 0 0 1 0.6
Gratiatos €eil 0 0 |o] o 0 0 | 0 0 I 10 1 | 06
carcinoma
L AERLIES B ERE R IR ET AN R R T
malignancy
Total 25 100 | 73 | 100 43 100 | 29 100 10 100 180 100

D =52, p= 0.01(significant) **malignant type
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Table (5) the relation of blood group w1th ovanan cyst
':"'E’%'?,Case distribution - = .
&+ #No.
67
60
i 44
AB+ 4.2 6 12 13
O- 9 5.4 3 6 12
A- 8 4.8 1 2 9
B- 8 4.8 1 2 9
AB- 2 1.2 2
Total 166 100 50 100 216 100

D £=7, P value = 0.140 (Not significant)

Table (6) the relation of infertility period wnh ovanan cyst
= <t Case dlstnbutlon "-< ot AR
{ Group 1 : 74 Ty i
iNO. 7 % SN T RY = ’-'.-:'.'No."?--- #
1 year 8 17.02 5 35 7 13
>lyear 39 82.98 9 64.3 49
Total 47 100 14 100 62

D =1, P value = 0. 134 ( Not significant)

Table (7) The relation of infertility drug use with ovarian cyst

Infertility Case distribution Total
drug Group 1 Group 2
No. Percent No. Percent No. Percent
Not taking 8 17.02 4 35.7 13 20.97
drugs e
Taking drugs 39 82.98 10 64.3 49 79.03
Total 47 100 14 100 62 100

D f=1, P value = 0.34 ( Not significant)

Table (8) The relation of contraception use with ovarian cyst

’7 ; Case distribution Total
Contraception
e Group 1 Group 2
No. % No. % No. %
No 100 81.3 24 54.54545 124 74.2515
Yes 23 18.7 20 45.45455 43 25.7485
123 100 44 ] 100 166 100

D f=1,P value = 0.001 ('significant)
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Table (9) The relation of contraception type used with ovarian cyst

Contraception type

Group 1 no. (%)

Group 2 no.(%)

Natural method 10(43.5%) 2(10%)

Depo-Provera 6(26.1%) 2(10%)

Intrauterine device 4(17.4%) 1(5%)
Oral contraceptive pills 3(13%) 10(50%)

Tubal ligation 0(0%) 5(25%)
Total 23(100%) 20(100%)

D =4 ,P value = 0. 004 (significant)

Table (10) The re!atton of diet type and ovarlan cyst

Case'dlstnbutlon
s GroupZ
Salt intake
No excess 94 56.6 29 58 123 56.9 0.863(1)
intake
Excess intake 72 43.4 21 42 93 43.1
Vegetables
intake
No excess 49 29.5 10 20 59 273 | 0.185(1)
intake
Excess intake 117 70.5 40 80 157 F2.7
Fat intake
T
No excess 3 57.8 30 60 126 583 | 0.785(1)
intake
Excess intake 70 422 20 40 90 41.7
Caffeine
intake
F0 XERE 51 30.7 36 72 87 40.3 | 0.0005(1)*
intake
Excess intake 115 69.3 14 28 129 59.7
Total 166 100 50 100 216 100
* significant
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Clinicopathological analysis of ovarian cysis in Tikrit

Table (11) presentin

g symptoms and signs of ovarian cyst

Symptoms and signs No. %* _|?
Abdominal pain 135 .’ 81.33 ||
Menstrual irregularities 78 46.99 ; [
Nausea and vomiting 54 32.5 |
Mass 27 16.27 ; J.
Acute abdomen 20 12.05 —}
Backache 20 12.05 1
Fever 16 9.64
Leg pain 11 6.63
Dysuria 10 6.02
Dysmenorrhea 5 3.01
incidentally diagnosed 5 3.01
Edema 2 1.2]
* denominator = 166
60
50+
40+
30-
20+
10 g [=d sV
. [ 7
type of surgery
O Cystectomy B Oophorectomy + Salpingectomy

@ Oophorectomy

OCystectomy + Appindecectomy O TAH*

Fig (1): Surgical treatment of ovarian cyst.
*TAH=Total abdominal hysterectomy
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Clinicopathological analysis of ovarian cysts in Tikrit

Tab!e(lZ) The relation of the type of the cyst with comphcatlons

Dl et Complications Total
Type of the cyst ‘| No compl:catlons _Torsion Rupture
No. % No. % No. |+ %= No.' %
Corpus Luteum 29 213 6 17.7 5 50 40 22.2
Follicular 21 15.4 5 14,7 4 40 30 16.7
Serous cyst adenoma | 22 16.2 8 23.5 ] 10 31 17.2
Dermoid 22 16.2 7 20.6 0 0 29 16.1
Endometriosis 18 13.2 3 8.8 0 0 21 11.7
Mucous cyst adenoma | 11 8.1 3 8.8 0 0 14 7.8
Fibroma 3 22 0 0 0 0 3 1.6
Mucinouis cyst 2 1S I 2.95 0 0 3 1.6
adenocarcinoma
Thecoma 2 1.5 0 0 0 0 2 L]
Infectious 2 1.5 0 0 0 0 2 11
Ovarian ectopic 5 15 0 0 0 0 5 11
pregnancy
Serous cyst 1 0.7 0 0 0 0 1 0.6
adenocarcinoma*
OTEUoss cell 0 0.0 ! 2.95 0 0 ! 0.6
carcinoma
Dermoid malignancy* ] 0.7 0 0 0 0 1 0.6
Total 136 100 34 100 10 100 180 100
D £=26, p= 0.719(not significant) **malignant type
Table (13) The mean+ SD cyst size according to the type of the Ccyst.
Type of the cyst No. Mean(cm) Std. Deviation
Corpus Luteum 40 6.06 4.38
Serous cyst adenoma 31 11.89 10.38
Follicular 30 6.5 439
Dermoid 29 8.92 4.82
Endometriosis 21 6.05 2.13
Mucinous cyst adenoma 14 18.8 14.76
Fibroma 3 033 5.13
Mucinous cyst adenocarcinoma** 3 14.3 18.01
Thecoma 2 6.5 4.95
Infectious 2 5 0
Ovarian ectopic pregnancy 2 2.3 0.71
Serous cyst papillary
- 1 9
adenocarcinoma**
Granulosa cell tumor** 1 30
Malignant transformation of 1 25
~_dermoid cyst**
Total 180 9.00 8.20
D f=11, p value = < 0.001 (very significant) ANOVA test **malignant type
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