


tive ultrasound was performed and the LRL was misdiagnosed as left 
pelvic mass resembling an adnexal cyst because of the heterogeneity, 
size and localization. Exploring the abdomen and total excision is suf-
ficient treatment.
Conclusion: Leiomyoma of the round ligament can bulge into the ab-
dominal cavity through the inguinal canal and mimic pelvic/adnexal 
masses.
Keywords: Adnexal mass, leiomyoma, round ligament
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Swyer syndrome is a rare disorder characterized by a phenotypic 
female with an XY karyotype. We presented a patient with Swyer 
syndrome with a diagnosis of malign germ cell tumor. After bilateral 
gonadectomy and pelvic lymph node dissection, the patient received 
four courses of bleomycin, etoposide and cisplatin chemotherapy. 
The patient was free from tumour recurrence after 13years’ follow-up. 
A successful pregnancy was achieved by oocyte donation and in vi-
tro fertilization. Caesarean delivery was performed at 37 gestational 
weeks due to oligohydramnios and intrauterine growth restriction.
Keywords: 46, XY gonadal dysgenesis; chemotherapy; gonadectomy; 
pregnancy; Swyer syndrome
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Figure 2. Dysgerminoma is characterized by nests of round germ 
cells with vacuolated clear cytoplasm and large calcifications; Hae-
matoxylin-eosin, x200 (a). Dysgerminoma consists of nests and cords 
of tumour cells and divided by occasional fibrous bands with lympho-
cytes; Haematoxylin-eosin, x100 (b).

Figure 1. The gross appearance of left ovarian dysgerminoma arising 
from gonadoblastoma. Note the solid and lobulated surface of go-
nadoblastoma (white arrow)

Figure 1. Cox-proportional hazard model of onset of labor to delivery 
interval according to optimal cut-off point of NLR (<= 6.2 vs >6.2)

Table 1. Significant predictors of preterm delivery in univariate 
and multivariate regression analysis

 Univariate Univariate Multivariate Multivariate

Variables OR (95% CI) p OR (95% CI) p 

Leukocyte 1.07 (1.01-1.12) 0.214 1.01 (0.95-1.07) 0.145

Neutrophil 1.10 (0.90-1.24) 0.042 1.05 (0.98-1.14) 0.095

Lymphocyte 0.91 (0.87-0.95) 0.01 0.93 (0.88-0.99) 0.212

NLR 1.56 (1.29-1.78) 0.001 1.41 (1.32-1.51) 0.005

PLR 0.89 (0.79-0.91) 0.145 0.92 (0.87-0.98) 0.265

CRP 1.15 (1.03-1.29) 0.01 1.09 (0.94-1.3) 0.324

CI: confidence interval; CRP: C-reactive protein; NLR: neutrophil to lymphocyte 
ratio; OR: odds ratio; PLR: platelet to lymphocyte ratio
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Objective: The aim of our study is to assess whether serum markers 
would be useful as a new predictor of preterm birth in patients with 
spontaneous late preterm labor.
Material and Methods: This study was retrospectively conducted in 
a tertiary referral medical center between January 2010 and Janu-
ary 2015. Patients diagnosed with late preterm labor were divided 
into preterm delivery (229 patients) and term delivery (178 patients) 
groups. The two groups were compared in terms of clinical character-
istics and levels of serum markers (leukocyte subtypes, platelet, C-re-
active protein [CRP], neutrophil to lymphocyte ratio [NLR] and plate-
let to lymphocyte ratio [PLR]) which were obtained at admission.
Results: The levels of leukocyte (p<0.001), neutrophil (p<0.001), CRP 
(p=0.001), NLR (p<0.001) and PLR (p=0.003) were significantly high-
er, whereas lymphocytes (p=0.012) were significantly lower in preterm 
delivery group compared to term delivery group. On multivariate re-
gression analysis, NLR positive was the most powerful predictive vari-
able (OR=1.41; 95% CI: 1.32-1.51; p=0.005). NLR had the highest area 
under curve (0.711; 95% CI 0.662-0.760) in predicting preterm birth and 
a NLR >6.2 had the highest sensitivity (65.1%) and specificity (62.5%).
Conclusion: High NLR at admission is an independent predictor of 
preterm birth in patients with spontaneous late preterm labor.
Keywords: Lymphocyte, neutrophil, preterm delivery, preterm labor
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Introduction: Synchronous malignancies are usually defined as two or 
more primary tumors that occur in a patient at the same time. In the 
gynecologic oncology field detection of three or more tumors is ex-
tremely rare. Herein we present a case of a postmenopausal woman 
with a concurrent simultaneous endometrial, ovarian and fallopian 
tubal carcinoma.
Case: The case was a 52-year-old postmenopausal woman with the 
complaint of postmenopausal hemorrhage. Pelvic examination was 
normal and no palpable masses noticed. Transvaginal ultrasound 
(TVUSG) showed slight thickening of the endometrium and enlarge-
ment of the right ovary (53x42 mm) with thin septas. Computerized 
tomography (CT) scan revealed a 57*48 mm right adnexial mass (Fig-
ure 1). Tumor markers were within the normal range. Endometrial 
biopsy had planned and the histopathological diagnosis was resulted 
as adenocarcinoma of endometrium. Debulking surgery planned. Fol-
lowing unilateral salphingooferectomy, specimen sent to frozen sec-
tion examination and resulted as mucinous adenocarcinoma of the 
ovary (Figure 2). Surgical staging was performed and final pathology 
result was reported as synchronous stage IA grade 2, mucinous ade-
nocarcinoma of the right ovary, stage IA grade 2, endometrioid adeno-
carcinoma of the uterus and in situ serous cystadenocarcinoma of the 
right fallopian tube. All of the three tumors were accepted as different 
primaries. In the postoperative period medical oncology council did 
not suggest any adjuvant therapy. In the follow-up stage no evidence 
of recurrence noted.
Discussion: Synchronous malignancies in female genital tract are 
rare. The most common malignancies in genital tract that coexist 
together are ovary and endometrium. The etiology of this coex-
istence is still unclear but it has been postulated that tissues of a 
common embryologic origin may develop synchronous neoplasms 
when simultaneously exposed to certain carcinogens. According 
to criterias described previously the tumors must have different 
histopathology and distant metastasis, connection between the 
tumors and myometrial invasion should not be noted. Patients 
with synchronous malignancies have a better outcome than the 
patients who have metastatic diseases in the same organs. Ow-

Table 2. Diagnostic sensitivity and specificity of serum markers in study groups

 AUC Sensitivity Specificity PPV NPV LR+ LR- Cut- 
 (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) (95% CI) (95%CI) off value

Leukocyte 0.616 (0.561-0.671) 54.6 (47.9-61.2) 61.2 (53.7-68.4) 64.4 (57.3-71.2) 51.2 (44.2-58.1) 1.41 (1.13-1.75) 0.74 (0.62-0.89) 10.8

Neutrophil 0.623 (0.568-0.678) 52.4 (45.7-59.1) 52.2 (44.6-59.8) 58.5 (51.5-65.4) 46 (39-53.2) 1.1 (0.9-1.34) 0.91 (0.75-1.11) 9.7

Lymphocyte 0.634 (0.580-0.688) 48.9 (42.3-55.6) 51.7 (44.1-59.2) 56.6 (49.3-63.6) 44 (37.2-51) 1.01 (0.83-1.24) 0.99 (0.82-1.20) 1.4

Monocyte 0.508 (0.450-0.566) 34.9 (28.8-41.5) 43.8 (36.4-51.4) 44.4 (37-52) 34.4 (28.2-40.9) 0.62 (0.50-0.77) 1.48 (1.23-1.80) 0.60

Eosinophil 0.519 (0.461-0.576) 39.3 (32.9-45.9) 56.2 (48.6-63.6) 53.6 (45.7-61.3) 41.8 (35.5-48.4) 0.90 (0.71-1.13) 1.08 (0.91-1.28) 0.11

Basophil 0.536 (0.480-0.592) 41.9 (35.4-48.6) 54.5 (46.9-62) 54.2 (46.6-61.7) 42.1 (35.7-48.8) 0.92 (0.74-1.15) 1.07 (0.90-1.27) 0.036

Platelet 0.548 (0.491-0.604) 48 (41.4-54.7) 27 (20.6-34.1) 45.8 (39.4-52.4) 28.7 (22-36.2) 0.66 (0.56-0.77) 1.93 (1.47-2.53) 221

NLR 0.711 (0.662-0.760) 65.1 (58.5-71.2) 62.4 (54.8-69.5) 69 (62.3-75.1) 58.1 (50.8-65.2) 1.73 (1.40-2.14) 0.56 (0.45-0.69) 6.2

PLR 0.590 (0.531-0.649) 45.8 (39.3-52.5) 61.2 (53.7-68.4) 60.3 (52.7-67.7) 46.8 (40.2-53.4) 1.18 (0.94-1.49) 0.88 (0.75-1.04) 147.4

CRP (mg/L) 0.643 (0.588-0.698) 58.1 (51.4-64.5) 59 (51.4-66.3) 64.6 (57.6-71.1) 52.2 (45.1-59.3) 1.42 (1.15-1.74) 0.71 (0.58-0.86) 0.82

AUC: area under curve; CI: confidence interval; CRP: C-reactive protein; LR+: positive likelihood ratio; LR-: negative likelihood ratio; NLR: neutrophil to lymphocyte ratio; PLR: 
platelet to lymphocyte ratio
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