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Abstract

Polycystic ovary syndrome (PCOS) is an endocrirsordier that
affects approximately 5% of all womelh.occurs amongst all races and
nationalities, is the most common hormonal diso@®ong women of
reproductive age, and is a leading cause of ihfgrti

The principal features are weight problems, lack regular
ovulation and/or menstruation, and excessive ansownt effects of
androgenic (masculinizing) hormones. The symptonasseverity of the
syndrome vary greatly among women. While the caasesunknown,
insulin resistance, diabetes, and obesity aretahgly correlated with
PCOS.

Common symptoms of PCOS include: (i) Oligomenorrhea
amenorrhea (irregular, few, or absent menstruabgs). (ii) Infertility,
generally resulting from chronic anovulation (lack ovulation). (iii)
Hirsutism (excessive and increased body hair, &llyiagn a male pattern
affecting face, chest and legs). (iv) Hair lossegypg as thinning hair on
the top of the head. (v) Acne, oily skin, seborth@g Obesity: one of
two women with PCOS is obese. (vii) Depression deépening of

voice.

The use of tamoxifen for ovulation induction maydomsidered as an
alternative to clomiphene citrate especially in esasresistant to
clomiphene citrate. Sixty female patients with ggfstic ovarian disease
with mean age 30 years completed the study. Allept in the study
were complaining of inability to conceive and meuat irregularities in
the form of oligomenorrhea or amenorrhea. Thespafi@nts are divided
the three groups each group includes 20 patierits. tiiree groups are

namely: Group A: includes 20 patients who take 10 mg Tamoxifen per



day from 3-7 day of the menstrual cyctaroup B: includes 20 patients
who take 20 mg Tamoxifen per day from 3-7 day ef thenstrual cycle,
andGroup C: includes 20 patients were controlled.

The features of the three groups are described gwrsonal
characteristics (age, weight, .. etc), the clinctzracteristics (FSH, LH
DHEAS level, ...etc), complaints (infertility, oligoenorrhea, and
hirsutism), and finally compared regarding theiciihoutcome (ovulation
and presence of leading follicles). From our rsswie can conclude that:
Tamoxifen 20 mg given patients group shows theesgof ovulation by
30 %. Tamoxifen 10 mg given patients group showe dbccess of
ovulation by 20 %. On the other hand, the Controlug did not show

any success.

Key Words :

Luteinising Hormone - Standard DeviatidPretein Kinase C .
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INTRODUCTION

Polycystic ovary syndrome (PCOS) is one of the mostmon endocrine
disorders in women of reproductive age. The ovgrnadl/alence among women
in this age group is between 4% and 8%, althougipthvalence may be as high
as 30% in women with secondary amenorrhea, 75% omem with
oligomenorrhea, and 90% in women with hirsut($tadersen et al. 2007).

In 1935, Stein and Leventhal published their repbteven women with
amenorrhea, hirsutism, obesity, and enlarged pstgppearing ovaries. Since
then, much has been learned about this complexd#is(Stein and Levanthal
1935).

It is now well recognized that women with this syomde not only have
reproductive health issues but their metabolic @adiovascular health is also
affected. Until recently, there has been no unalgrsaccepted definition for
PCOS. In 2003, an international consensus grouposed that the diagnostic
criteria for PCOS are ovarian dysfunction evidendsd oligomenorrhea or
amenorrhea and clinical evidence of androgen ex@egs hirsutism and acne)
in the absence of other conditions that can cabheset same signs and
symptoms.

Polycystic ovaries, as defined by ultrasonographg presence of 12 or more
follicles in each ovary measuring 2 to 9 mm in dé&en, and/or ovarian volume
> 10 mL) should also be considered as one of tissiple diagnostic criteria for
PCOS.

It is important to note that polycystic ovariesedeanot be present to make the
diagnosis of PCOS. In fact, Clayton observed #8¥# of normal women met

the sonographic criteria for polycystic ovar{€ayton et al. 1989).



Aim of the Work

The aim of the present work is to:
= Assess the effect of tamoxifen on the follicle gtio\& ovulation rate.
= Compare 10 mg vs. 20 mg tamoxifen as dose for imatuc

= Compare tamoxifen vs. controlled.



DEFINTION OF PCOS

The classic syndrome originally was described ir851%y Stein and
Leventhal as the association of amenorrhea withgystic ovaries in women, of
whom about two thirds were hirsute, and one-ha¥ olaese.

The term PCOS was introduced upon recognitiontmbader spectrum of
clinical symptoms and ovarian histology, includisjomal hyperplasia with
multiple sub capsular follicle$Goldzieher et al., 1996)

Approximately two-thirds of patients with classi€®S have hirsutism (or
hirsutism equivalents, acne vulgaris or pattermpatia), two-thirds have an
ovulatory symptoms (manifested as amenorrhea, migmrrhea, dysfunctional
uterine bleeding, or unexplained infertility), aode half are obese.

Thus, only about one-third of classic cases haeeftll-blown clinical
picture. The laboratory diagnostic criteria forsdig PCOS require biochemical
evidence of Hyperandrogenism with either a polyicysvary by ultrasound or
an increased serum level of lutenizing hormone (litd)follicle-stimulating
hormone (FSH) ratio. These criteria have proven toohecessarily coincide
(Colleen et al., 2005).

In 1990, the National Institutes of Health (NIH) r@erence on PCOS
considered the implications of recent researchiriggl for the diagnosis. Fifty
percent to 60% of those present concurred thatctiteria for PCOS should
consist of chronic anovulation with clinical or blemical signs of
Hyperandrogenism that was not explained by othetoglies. This recognized
the spectrum of the syndrome to include androgaresxin the absence of
ultrasonographic and gonadotropic abnormalitiesre(h'ermed non classic
PCOS)(Rosenfield, 1999).



