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lntroduction
A cyst is a collection of fluid like

structure usually more than 3 cm in size. It
may be ferv millimeters in diameter, or it
may grow to a very large size, weighing up
to several kilograms. The fluid with it may
be clear fluid, blood, thick mucous or
sebaceous material. (l)

The ovaries are quite common sites
in the body for cysts to develop. The
incidence of ovarian cysts in the general
population is difficult to estimate, and
regarded as one of the important surgical
diseases in clinical practice in addition to
inflammations and neoplasms G). What is
surprising that there is mixture between
ovarian cysts and neoplasms, as a result of
the same presentation? Some of the ovarian
tumors presents as cystic structures and
others solid but misinterpreted radiologically,

clinically and even preoperatively as cyst and
vlse versa. '-""'

To classifu cysts, it is broadly said as
non neoplastic cysts and neoplastic. More
commonly seen in clinical practice is to see
physiological follicular and corpus Iuteum
cyst. Tumors that can present as cysts or
solid tumors are classifu according to cell of
origin into: (5)

l-Epithelial origin rvhich include the
followings:- Serous, Endometrioid,
Mucinous, Clear Cell, Brenner, Mixed &
Undifferentiated.

2-Sex cord / stromal in origin rvhich
include :- Granulosa / theca cell tumors,
Fibroma, Androblastoma &
Gonadoblastoma
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terial and Method
The study design was case control

Results

study. It was done at obstetrics and
gynecology department and the laboratory in
Tikit Teaching Hospital through the peiiod
of June-2004 to Decemb er- 2001.

Sample size: The total number of
enrolled patients in the study was 166
patients in the group l(cyst group) and 50
women in the group 2 (control group). Those
166 patients rvere admittea to oUstetiics and
gynecology department complaining of
ovarian cyst and prepared for iurgery. The
causes of surgery would be either: _

l- Failed cyst to resolve after treatment more
than 6 month.
2- Size >5 cm.
3- Increase the size during follorv up.
4- Symptoms and signs due to cyst.5- Ultrasound finding su.i., as solid
components, inner rvall papillary structures

iii. , 5 cm and suspicion of malignancy. 12'

The age of enrolled patients from l l_
74 years old and there is no ixclusion 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 ltatus,
and date of marriage. Full obstetrical history
which was included (gravida, parity, abortion
and it is types, ectopic pr.gnur.y and

The age mean +SD of the group I was
(30.02+10.35) years while it rvas (32.2+
12.61) years for group 2 (this result rvas not
significant) .Table (l) shows the
characteristics of the patients in both groups
such as age, job, marital status, ,.ri-dan..,
smoking and previous pelvic surgical history
.The relation of ovarian cyst with parity is
shorvn in table (2).

Mean+ SD age of menarche in the
study population is (tZ.5Z+1.63) years in 145
patients and (12.98+ 1.5) years in 43 rvomen
rvhom know their menarche (this result was
not significant) while mean * SD
menopausal age was( 45.9* 4.22) years in l0
patients and (49.17+2.04) years in 4 women
(this result was significant) in group I and2
respectively.

Histopathological examination
revealed the presence of 70 patients (3g.9 %)
functional ovarian cyst {corpus luteai cyst 40

fu.tl.."t-r (22.2 %) and 30 patients (t6.6%)
fo,llicular cyst), while benign epitheiial cyst
45 patients (25%) {(serous cyst 3l patients (

Clinicopathological analysis of ovarian cysls in nkrit

3-Germ cell which include:- Teratoma,
Dysgerminoma, yolk sac tumor &
Choriocarcinoma

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

Details of surgery lvere reported, the
side of ovaries which involved, size of 

-cyst

and the surgical procedures were done ,werealso reported in addition to the
histopathological reports that included
information on an ovary or portion of an
ovary \ryere revierved by the study
pathologist.

The exclusion criteria, rvhen the cyst
is not related to ovary and presented as
adenaxial mass such as tubal cyst, while
infectious cyst, ovarian ectopic pr"gnan.y
rvere included. All surgical specimeni rvere
examined and processed for
histopathological examination. Type of cyst
rvas classified on the basis of histopathology
criteria recommended by both The World
Health Organization and The International
Federation of gynecology and obstetrics. (5)

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

Different risk factors have been reported
to be associated with them such ur, ,rbking,
fatty diet, early age of menarche, late
menopause, nulliparity, infertilitv. and
contraception use (6'7,8'e,10) 

.Family hisiory of
breast or colonic cancer is associated ivith
ovarian cancer (e) .Genital powder with
unknown mechanism may be aisociated with
them (rl). 

Treatment of ovarian .yrt or ir-o.
either medical, conservative and lollow up or
surgery depending on different factors. (2, 3,a)
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17.2%) and mucinous cyst 14 patients
(7.8%)), dermoid cyst 29 patients ill X)
endometriosis 2l patient, ( tt,7%o),'-fibroma
3.patients (1.7%), fibroma, ,u"inou, 

"yr,adenocarcinoma 3 patients (l.l"lr), ivarian
ectopic pregnancy, infectious, thecima 2patients (l.l%) and granulosa- cell
carcinoma, serous cyst adenocarcinoma,
malignant transformation of a".roia 

"y.iare I patients (0.6 yo) for each type (Table 
-3).

one pregnant patient was f;;nj in Rrst
trimester with benign serous cyst and three
pregnant are in second trimester with two
follicular cysts and one dermoid .rri. Tubl"
(4) shorvs distribution of age to tumor types.

Blood group dishibution ,rnong
study population rvas shown in table (5) and
the most common blood group in tf,. lroup(l).rvas A+ n= 57 patientsl34.4%) whitl o+
i: 

,_h" ,"*.blood group n= l0 women (20%)
rn group (2).

.G.9rp (l) infertility period mean+SD rvhether primary or secondary more
than I year was (3.2g+ 2.43) years while
group (2) rvas (4.43+ 3.96) yeari (this result
:v1s not significant). The reiation ofinfertility period with ovarian 

"yrt ,ru,
shou'n intable (6). The relation of infertility
drugs rvith ovarian cyst rvas shown in table
(7).

Table (g) the retation of
contraceptiol type rvith ovarian cyst .The
natural method was the most method
associated rvith ovarian cyst n=10(43.5%) in
group (1) and2(10%) in the group(2), other
fypes of contraception atso iJshown in table
(e):

.. Diet type including salt intake, fat[
diet, vegetables diet and caffeine ,r"'ir"."
shou'n in table (10). Table (l l) shows the
sequence of presenting symptoms and signs
of ovarian cysts.

The right side ovary rvas involved in g3
patients (50%), left side ovary was in 69
patients. (41.6%) and 14 patients (g.4%)
bilateral cysts. Figure (l) shows rurei.ul
procedures that had been done at operaions
such as cystectomy n= 107 patients'(59.4o/o),
salpingectomy and oophtrectomy n=24patients ( 13.3%). 

- 
cystectomy and

appindecectomy n=20 patients (t t.t%;, total
abdominal hysterectomy n=19 patients'(f O.O)especially for malignant cyst and
oophorectomy n=10 patients 6.e X). fne
complications of these cysts were torsion

l-=_:qff 8.g%) and rupture n=10(5.6yo).Table
(12) shows the relation of rype 

"flylr^*i,f.rits complications.

Ovarian cyst is one of the common

9r^T:"1"*lcar probrems in rraq. inil'.t ayls case control study that ,ugg.it, some riskfactors in relation to tfr.*o..uo.n"" ofovarian cyst and most of the studies
concentrate on malignant disease of ovaryonly. In some stud.ies regarding--bJnign
ovarian tumors concluded ihe .tioloey ofovarian cyst and benign epithelial Jiiriun
neoplasm may differ and benign Uora"rf in.and malignant epithelial ovariln ;;;;i"r.
gr.qy_be similar or shared some risk iu'.io.r.(6,t 2,r3)

The distribution of cysthistop.athological types is in order:_
Functional ovarian cyit (corpus trt"r, .yrt
and 

_. 
follicular cyst), benign .oirf,.f iulcyst(both serous and rnu"i-nor, '"yr,r;,

dermoid cyst, endometriosis 'anO
malignancies and this distribution isdissimilar for benign tumors that found in
otner studies done by Demont etal (2001) in
rvhich the distribution rvas 3O-40%Follicular
cyst, 20-30%o serous and mucinous cyst, l0-
20%o 

-dermoid cyst and ltyo 
"naorn"iriori,also katsubeyet (1979) who found tfruilfr"

most single tumor is cystic teratoma dermoid(26.3%) while rhe epithetial rumo.,
constituted the most 

-frequlnt grouplSl.i;lo1
of all tumors and (93.5%) of u'll rniignunt.

Malignant disease of ovary varies in
different 

_geographic locations ttrroultr- ttre'rvorld. Western countries have 
" 

high
incidence of them that is 3_7 times ,tr. if,un
].p.un where epithelial malignancy i, iorr.,
in Asia. The incidence of gerin cetitumois of
the ovary appears to be higher than in itre
west \'/and because the epithelial ovarian
malignancies are one and one half times
greater in white than black. (la)

_ The age distribution showed in the
study done by booth M etal (1992) showed
that women with benign epiitretiai ovariun
neoplasm were older than those rvith a
functional ovarian cyst who in turn older
than those with dermoid cyst which t"nas to
occur in.younger women which agreed with
our result. (o, Most ovarian cysti occur in

c
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reproductive life and about 2/3 arefunctional, endometriosi., 
-a"rroia, 

andepithelial tumors while S_lgi/o onlymalignancies in patients tess tt ui'+S y"u.,
old. (r5)

The incidence of malignancy
increases with age and 30_60yo of rvomen
mo.re jhan^50 years (50-60yearsy ro,rsi -|[.
maJonry of them is epithelial in origin while

i:H;,1]1$'iein 
occurs in Young u'e' ' :s

. Blood group A is a risk factor for

;ffi fiyi ?:'",,::: ?ffi il# h g*u, I ;*ve and Rh_ve is very low appearln.L in ,t.study and this 
_may be due to 

-general

disrribution of Rh type ;hi.h i, Iowregarding negative typei in ou, populution .The relationsh-ip of parity, age of
fi rst ch i Id delivery, irf",ti t ity,'uni in ierti f itydrugs 

-usage 
is very compl# and discussedby differed studiei. Sinlle fernate'-is rist<factor in our study but i..;;;; ;e earlymarriage and more than one *ii.'-in tfr"family in our society might a..r.u."1fris ,irLfac19r and give rno.e 

"hunce 
for infertility

and infertility.drugs to play a role in ouu.iu,tyTo... formation, this agreed rvith booth Metat (t992) who found ir,r, ,uiiirJitv anainfertility lvere associatea witn-#il...ur.a
risk.and multiparity with an in"r.ur"a ,irf. ofDentgn epithelial ovarian neoplasp (6)

,{i.-^^^ 
Infertility and pelvic inflammatory

ti:ii,fi ;i:::"'si il:^ #,:T::' ;:Irncrease the surface of ovary to disruptionand rvhen healing 
. 
is Uy proi#.j,ion,

spontaneous mutation in tum-or rrpp..r*. o,proto-oncogenesis that might .oni.ilut. ,ooncogenesi5. (la)

^ While ovarian malignancies riskfactors may include. ro* pu.i-ty, 
"iniiiriry,

early menarche, and rut" rnJnof'ui,r".'irro i.,
lT:t inf:rtility have not been consistent andili1vc nor adeouately distinguished theinfluence of infertitity perse from the use offertility.stimulating agents as shown in ourstudY. (tc)

Different studies showed protective
effect oforal contraceptive pills f."i, 

"""ri",tyr.nor because inhibiiion 
"i""rt;;i;;ir.,"chiefly to the dose of .rt oj.n--unaprogesterone in contraceptive pills"and withl.ow does the suppresrion of iff'rrrr" ,"adisruption of 

"nd'om"trial cycle to inhibit

ovulation occur.^Modern oral contraception
do not inhibit follicular cyst or"epithelial
types but protect from eniometriolis cystand ovarian cancers and in both cases theprotection lasts for up to 2 decades afterstopping its use while other studies Jowed aprotective effect against all ovariun 

"yr,,especially endometriosis cysi' 
' 

wtrileintrauterine contraceptive aevile naa nobenefit effect on them:(2,7, 
- iijz,rii

,,r, ro, ...o}:i I1k factors such as smoking. '--, were not found in our study because
this habit is not well common in o'ur. ,o.i"tyespecially for reproductive ut.' group.
Caffeine use is very high in ou. ,-o.i.ty tt utrvere used to be a good drinker ofsoft drinks,and the caffeine use also associaiea ruithmalignancy (r0) . High vegeiuul.-i-i., u"omoderate fat intake in our 

"pofriu,ion 
*"r"not appear as a risk factor tecause most ofour patients from.rural area and these people

eat vegetables rather than fatty diet ana this
disagree tvith lorv vegetables di.t una nignfatty dier for benign I"a ,rfigr"ni'oiu.lu,
tumors. (lo,l3)

The- symptoms and signs of ovariancyst depend on its sizes whi'ch a.p.na ontumor type. Most of them frua pui, ordiscomfort in the lower abaomen. f'# puinmay be constant or intermitt"nt. nri, rnuyonly occur rvith sex. Severe unr"i"niing puin,sometimes accompanied by ".*; andvomiting, of on one side or itre ottr-er-couta
be a symptom of an ovarian .y.t. Orr.iuncyst rarely causes. severe pain like this,atthough if an ovarian cyst ff;i;, li'.r, aoso. Sometimes a cyst may bleed inio itsel[, orburst. This .rn .urr" u ,udd., ,""1.. i.i, i,the lower abdomen.

Occasionally, a cyst which isgrorving on a stalk from un oru.y ,uf 
't 

rirtthe stalk on itself torsion,) ,u.fr. fiii ,top,the- blood flowing through ifr."r,af.i"',fr.
cyst and causes the cyst to lose its bloodsupply. This can cause sudden ,*"r" p"in i,
lh" lorver abdomen. periods sometimes
become-irregular, or may become heavier orIighter than usual. Large cysts can cause the
ll9o1.n tg swell, or press on nearbystructures. For example, on the Lrualrr'",rectum rvhich may cause urinary ,t;;;;r,or constipation? Alrhough most ;t;;:';r,
benign, some types have a risk of il;;;g
::l:erou.s. Rarely, some ovarian .yr,, ,ui.abnormal amounts of femate ft, 

- 
,.f.1
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A follicle can sometimes enlarge andfill with fluid. They can grow ,p-to S ",ac.ross. They usually go away by ihemselves
rvithin a few months. The .o.pu, tuteum is anormal cystic structure thai forms after
ovulation each month. There is a physiologic
in-growth of capillaries into it. 

-.o.pu,

Iuteum after several days, which so..tim",
is a bit excessive ana wtrictr 

"un 
.rJv ."rrlt

in severe bleeding and pain (A ,lo;A filted
cyst is sometimes calted a hemonhagic cyst.)
These kinds of cysts can grow up 

"to 
6 

"rnacross.

They usually go away on their orvn
rvithin a few months. Follicular cyst and
luteal cyst may reach > t Ocm ariJ *ay
rupture. Dermoid cysts often contain odd
contents such as hair, parts of teeth or bone,
fatty tissue, etc. This is because tt .r. .y.,,
develop from ceils rvhich make eggs in the
grury. An egg has the potential to-develop
into any type of cell. So, these cysts can
m-ake different fypes of tissue. In about I inl0 cases a dermoid cyst develops in both
ovaries. Dermoid cysts tend to occur in
younger women, may reach <l5cm and may
be torted in 3.5-10%. Cystadenomu, i, th"
most epithelial tumor.

These develop from cells rvhich
cover the outer part of the ovary. There aredifferent types. For .*urpi", ,serous
cystadenomas' fills rvith a thln fluid and
'mucinous cystadenomas' fills rvith a thick
mucus type fluid. These types of cysts are
often attached to an ouury ty a staik more
than growing rvithin the ovary itself. Some
grow very large. They are usuatty benign but
some are cancerous .They rarely become
Iarge while mucinous cystidenoma tS_25%
of all ovarian tumors may reach a large size.
Endometriosis which arises from "ectopic

endometrial tissue and bilateral involvement
ofthe ovaries has been reported in I/3- l/2 of
cases.

They are less than l5cm in diameter.
The cyst did not grow large in size overnight
and most endometriosis cysts don,t rupti.rre
cataclysmically. They occasionally will leak
s.lrghtly, then the cyst rvall can re_seal. When
they leak, they may cause pain for a ferv
days, rvhich then improves. Such teat<age can
occur every few months in some paiients,
sometimes only once in others. Theie is no

evidence a leaking endometriosis cyst causesendometriosis to spread rz,:,r.tt,toi.--jlio*
carcinoma often afifect both ovarier-irt it.mucinous carcinoma mav reaeh " i;;^':.G'41'A;i;here ffi;'ilHL'H*'ilffi 'i::
results.

The present study concludes thatdifferent. types of ovarian cyst that needsurgical intervention occurred In or.,o"i.ay.Nullparity, infertility, 19* p""ty, 
- 

f,igf,..uf^in. use, farf;r and salty ai., #", i" 
"nsK lactors fbr them. Oral contraceptive oillsappear.to be a protective factor since itsiorv

::ig. .ii the study poputation. Srnof.irg-i,
nor a nsk factor in our study because it iJnot
acceptable for female in present ,o.i.ry.
lT!". targe - controiled srudies of aliier.nt
risk factors are needed to evaluate ifr"r. ,lf.
factors.

hormones which
slmptorn5 G'3'a'6I

can cause unusual
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Table The

*Significant statistical relation.
* *TAH=Total abdominal hysterectomy

Table The relation of rvith ovarian 'st.

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

,.. 
. ,-. ,, .,r| . ; -

Case distri bu tion
Characteristics

No. No. o//o No. o//o

P value
(Degree of
freedom)

l0-19 24 t4.5 4 8 28 r 3.020-29 64 3 8.5 ZJ 46 87 40.330-39 4t 24.7 I5 30 56 25.940-49 28 16.9 2 4 30 13.9>50
9 5.4 6 12 l5 6.9

0.0s7(4)

house wife
Job

133 80. r 40 80.0 173 80. IWorker 20 12.1 7 14 27 12.5Student l3 7.8 J 6 t6 7.4
0.86s(2)

Married
lVlarital status

123 74.1 44 88 167 77.3Not married 43 25.9 6 t2 49 22.7
0.0+1r;*

Rural

Residence

109 65.7 25 50 134 62.04Urban 57 34.3 25 50 82 37.96
0.04( I )*

smoki
not smoker 153 92.2 42 84 19s 90.3Smoker 13 7.8 8 l6 2t 9.7

0.08(l)

su
No 124 74.8 42 84 166 76.8Cesarean section 18 10.8 â 8 22 10.2A 8 4.8 I 2 9 4.2TAH* 7 4.2 I 2 8 3.7

5 3.0 5 2.3Ovarian
4 2.4 0 0 4 I.8

I 2 I 0.5Tubal n
I 2 I 0.5

0.12s(7)

Total 166 r00 50 100 216 100

Case distrib ution
Grou 2

No. of
children No. No. No.
Nul 30 24.4 9 20.5 39 23.4one child 6 4.9 2 4.5 8 4.8two child l8 14.6 6 13.6 24 14.4three child 20 r 6.3 6 13.6 26 15.6four child 17 r 3.8 5 t1.4 22 t3.I> 5 child 32 26.0 l6 36.4 48 28,7Total 123 r00 44 100 167 100
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Clinicopathological analysis ofovoian qsts in Tikrit

Table the of in the

cysts in 166 patienti because of l4 of the patient had

*The number of
bilateral cysts.+

ovarian cyst is I 80
*malignant type

Table (a) The relation of ovarian cyst type rvith age.

(%)
Corpus luteum 40 22.2

Serous cyst adenoma 3l 17.2

Follicular 30 16.6

Dermoid 29 l6.l
Endometriosis

21 1 1.6
Mucinous adenoma t4 7.8

Fibroma
3

Mucinous **a 3 t.7Thecoma
2 l.lInfectious
2 l.lOvarian tc 2 l.lSerous **adenocarcinoma
I 0.6**cellGranulosa acarctnom I 0.6Malignant *transformation of Dermo id cyst* I 0.6Total

I 80* 100

10- 20-29 .30-39 40-49
No.

>50
No. No. o//o No.

Corpus luteam cyst

Serous adenoma
Follicular
Dermoid

t0

4

4

4

40

16

t6
16

18

9

t2
16

24.7

12.3

16.4

t0

9

6

23.3

20.9

14.0

2

6

5

6.9

20.68

17.24

0

3

J

0

30

30

40

3l
30

Endometriosrs
Muclnous cyst

adenoma

Fibroma

I

I

0

4

4

0

12

3

0

2t.9
16.4

4.1

0

4

5

2

9.3

14.0

I 1.6

4.6

5

4

I

17.24

6.9

13.79

3.45

0

0

I

0

0

l0

29

2t

14

Mucrnous cyst
adenocarc rnoma

Thecoma
Infectious

0

0

0

0

I

0

I

1.4

0 I z.)

I

0

3.45

0

0

I

0

l0

t0

3

3

2

Ov'arran ectopic
preg!ancy 0 0 I

1.4

1.4

0 0 I

I

3.45

3.45

0 0 2

2Serous cyst
adenocarcin oma* I 4 0 0 0 0 0 0 0 0 I

Gran ulosa cell
carcinoma*
Dermoid

mali
Total

0 0 0 0 0 0 0 0 I l0 I

0

25

0

100

0 0 0 0 I 3.45 0 0 I 0.6
73 100 43 100 29 100 l0 100 180 r00

22.2

17.2

16.6

16. I

I 1.6

7.8

1.7

1.7

1.1

0.6

0.6

ficant) * *malignant type
D f.=52, p= 0.01(signi
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Clinicopathological analysis of ovmian cysts in Ttkrit

Table the relation of b Iood with ovarian

D ts7, P value -0. 140 Q.Iot significant)

Table the relation of infertil with ovarian

D Fl, P value = 0. 134 ( Not significanfl

Table The re lation of inferti use lvith ovarian

D Fl, P value = 0.34 ( Not significant)

Table The relation of use with ovarian

D f=l ,P value = 0.00 I ( significant)

'. No.l '.
A+ 57 34.4 l0 20 67 3 1.0O+ 4t 24.7 t9 38 60 27.7B+ 34 20.5 10 20 44 20.4AB+ 7 4.2 6 12 l3 6.0o- 9 5.4 J 6 t2 5.6A- 8 4.8 I 2 9 4.2B- 8 4.8 I 2 9 4.2AB. 2 1.2

0.9Total t66 r00 50 100 216 100

..t"'; ' ,-,

-;Infqrtility !

;P'Qrig{ :' :]
I year 8 17.02 5 35.7 l3 20.97)lyear 39 82.98 9 64.3 49 79.03Total 47 100 14 100 62 r00

Case distribution
I

Total
Infertility

drug

Percent No. PercentNot taking
drugs

8 17.02 i+ 35.7 r3 20.91

Taking drugs 39 82.98 10 64.3 49 79.03
Total 47 100 14 100 62 100

GroGrou )1

Cas e distribution TotalContraception
use

o//o No. o//o o//oNo 100 81.3 24 54.54545 124 74.2515Yes ZJ 18.7 20 45.45455 43 25.7 485
123 r00 44 100 166 100

218 Tikrit Medical Journal 200g; tae):210- 221
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Clinicopathological analysis of ovariancysrs rn Irtnl

Table (9) The relation of contraception type used rvith ovarian cyst

D F4,P value = 0. 004 (significant)

Table I The relation of diet and ovarian

* significant

Contraception Group I no, (oh) Group 2 no.(./o)
Naturalmethod t0(43.s%) 2(10%)
Depo-Provera 6(26.1%) 2(t0%)

Intrauterine device 4(17.4%) t(s%)
Oral contraceptive pills 3(t3%) l0(s0%)

Tubal ligation 0(0%) s(2s%)
Total 23(100%) 20(100%)

No excess
intake

f{9. ::':

94 56.6

.:No.'.

29 58 123 56.9
Excess intake 72 43.4 2l 42 93 43.1

0.863( I )

Vegetables
intake

No excess
intake 49 29.5 10 20 59 27.3

Excess intake lt7 70.5 40 80 t57 72.7

0.185(l)

Fat intake
No excess

intake
Excess intake

Caffeine
intake

0.785( I )
96

70

57.8

42.2

30

20

126

90

s 8.3

41.7

60

40

No excess
intake 51 30.7 36 72 87 40.3

Excess intake I 15 69.3 14 28 129 s9.7

0.000s( I )*

Total 166 100 50 r00 216 100

Tikrit Medical Journal 2008; f ae):210- 221 2t9

type

roup 2
o,/o



Clinicopathological analysis of ovarian rr,,sts in nkrit

Table I s and s of ovarian

* denominator = 166

Abdominal pain 135
8 r.33

Menstruali rregularities 78 46.99
Nausea and vomiting 54

32.5
Mass 27 16.27

Acute abdomen 20 12.0s
Backache 20 12.05

Fever 16 9,64

Leg pain u 6.63
Dysuria l0 6.02

Dysmenorrhea
5 3.0 I

incidental ly diagnosed
5 3.01

Edema 2 t.2t

tr Cystectomy
tr Cystectomy

orectomy + Salpin gectomyI Ooph
E TAH*+ in d ce eApp ctomy

tr Oo h rectoo my

60

50

40

30

2

10

0

type of surgery

Fig (1): Surgical treatment of ovarian cyst.*TAH=Total abdominal hysterectomy

220 Tilnit Medical Journal 200g; t4(2):210_ 221
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Clinicopathological analysis of ovoian qsts in Tibit

cations :

No.
29 21.3 6 17.7 5 40Follicular 21 15.4 5 14.7 4 40 30Serous adenoma 22 16.2 8 23.5 I l0 31Dermoid 22 16.2 7 20.6 0 0 29Endometriosis 18 13.2 J 8.8 0 0 21 11.7Mucous adenoma ll 8.1 J 8.8 0 0 t4 7.8Fibroma 3 2.2 0 0 0 0 J 1.6Mucinous cyst

adenocarcinoma 2 1.5 2.95 0 0 ) 1.6
Thecoma 2 1.5 0 0 0 0 2 1,1Infectious 2 1.5 0 0 0 0 2Ovarian ectopic

an 2 1.5 0 0 0 0 2 Lt

*
Serous cyst

0.7 0 0 0 0 0.6
Granulosa cell

carcinoma* 0 0.0 2.95 0 0 0.6
Dermoid * I 0.7 0 0 0 0 I 0.6Total 136 100 100 10 r00 180 100

The relation of the of the with co Iications.

D F26,p:0,7 19(not significant) **malignantrype

Table 1 The mean* SD size accordi to the of the

'alue = < 0.001( very significant) ANOVA test *+malignant type

22.2
16.7

17.2

16.1

No. Mean(cm)

Corpus Luteum 40 6.06 4.38

Serous cyst adenoma 3l I r.89 10.38

Follicular 30 6.5 4.39

Dermoid 29 8.92 4.82

Endometriosis 21 6.0s 2.13
Mucinous cyst adenoma 14 r 8.8 14.76

Fibroma J 9.33 5.r3Mucinous adenocarcinoma* *
3 14.3 18.01

Thecoma 2 6.5 4.95
Infectious 2 5 0Ovarian ecto rc 2 3.5 0.71

cyst papillary
adenocarcin

Serous

oma** 9

G +,trran Iu osa cell tumor
1 30

Malignant transformation of
**dermoid 25

Total 180 9.00 8.20Df=ll,pv

Tikrit Medical Journal 200g; lae):210- 221 221
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50

I

l.l

I
I

I

J4

Type ofthe cyst
rJ p9

Std. Deviation

I
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