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clear whether the use of postoperative treatment actual-
ly confers a survival advantage. Nevertheless, adjuvant 
platinum-based combination chemotherapy is consid-
ered in patients with advanced or metastatic disease [2]. 
The overall response rate to BEP combination, which is 
considered to be an effective regimen with tolerable tox-
icity as a first-line chemotherapy, was reported as 83% 
in metastatic sex-cord/stromal tumors of the ovary [2].

Signet-ring cell carcinoma can arise in many or-
gans, but it usually occurs in the gastrointestinal tract, 
especially in the stomach (90% of the cases) [4].

To our knowledge this is the first case with two 
coexisting tumors composed of signet-ring cell gastric 
carcinoma and recurrent GCT.
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was consistent with recurrent ovarian GCT. The patient 
was treated with postoperative adjuvant chemotherapy 
(bleomycin, etoposide and cisplatin [BEP]).

GCTs of the ovary account for < 5% of all ovar-
ian neoplasms. Two different types of GCTs have been 
defined: the juvenile and the adult types [1]. GTCs 
characteristically have a low malignant potential and 
a tendency for local spread and high local recurrence 
rates, sometimes many years after the initial diagnosis. 
Five-year survival rates usually are 90-95% for stage 
I tumors compared to 25-50% for patients presenting 
with advanced-stage disease. Although 5-year survival 
rates are quite good, GCTs have a propensity for late re-
currence, some of them occurring as many as 37 years 
after diagnosis [2,3]. The tendency for late recurrence 
makes GCTs unique among malignant ovarian tumors. 
It is thought that recurrent tumors arise from peritoneal 
seeds which begin at a point of contact between the pri-
mary tumor and a lower abdominal or pelvic structure 
[3]. In our case the recurrent mass was localized at the 
round ligament. Although there is no standard therapy, 
surgery is the primary choice of treatment which alone 
provides cure in cases with disease confined to the ova-
ries and it is similar to that used for epithelial ovarian 
cancers. Recurrent tumors can be treated with surgical 
resection, post-operative chemotherapy or radiothera-
py. Radiotherapy could play some role in advanced or 
recurrent disease with minimal residual tumor after op-
erative debulking. Chemotherapy appears advisable in 
patients with large residual disease, inoperable recur-
rences, or metastases [1]. Due to the low incidence of 
these tumors, randomized studies assessing the value 
of postoperative adjuvant therapy in high-risk patients 
could not be possible up to date. Therefore, it is still not 

Mitral valve myxoma: usefulness of cardiovascular magnetic resonance imaging

Dear Editor,

Although not uncommon, cardiac myxoma pres-
ents a significant finding due to its deleterious effect on 
morbidity and mortality [1]. Heart valves are extremely 
rare locations for this tumor, either as primary site or 
site of recurrence.

A 58-year-old female patient was admitted due to 
progressive dyspnoea and orthopnoea. Twelve-lead 
ECG revealed normal sinus rhythm and no signs of acute 
ischemia. Transthoracic echocardiography (TTE) re-
vealed an intracardiac mass (4.8 × 3.5 cm) in the left atri-

um prolabing in the diastole through the mitral valve 
into the left ventricle. Cardiac MRI (CMRI) was per-
formed in order to differentiate primary cardiac tumor 
and thrombus. The examination confirmed the TTE find-
ings of left atrial myxoma, which arose from the atrial 
side of the anterior mitral leaflet prolapsing through the 
mitral valve (Figure 1).

The patient underwent surgical resection of the 
tumor. Intraoperative findings confirmed the short at-
tachment pedicle of the tumor to be on the atrial side of 
the anterior mitral valve in close proximity to the mitral 
annulus. The tumor was completely excised.
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den death [5]. These events may be triggered by high 
mobility of mitral leafl ets, high pressure within the left 
ventricular chamber and intrinsic properties of tumor 
mass. Once a myxoma is diagnosed, surgery should be 
carried out urgently.

Imaging plays a central role in the evaluation of a 
suspected cardiac tumor. The present case demonstrat-
ed the superiority of CMRI in patients with an atypi-
cally localized myxoma where the key issue is to dif-
ferentiate it from intracardiac thrombus.
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Cardiac myxomas are the most common primary 
cardiac tumors in adults with an estimated incidence of 
0.5 per million of population [1]. Myxomas are thought 
to arise from the primitive undifferentiated multipoten-
tial mesenchymal cells that persist in the subendocar-
dium and attachments to other areas of the atrial sep-
tum, atrial free wall, mitral valve leafl ets and ventricles. 
Myxomas of the valves are exceedingly rare. Depend-
ing on their size and localization their clinical presen-
tation is mainly consisted of improper hemodynamic 
status related to blood fl ow obstruction, rhythmic dis-
turbances and embolic potential.

Different imaging modalities are available for de-
tecting cardiac myxomas. Although the CMRI is char-
acterized by high spatial resolution which allows for de-
piction of intracavitary tumors, these tumors are gener-
ally well appreciated and delineated using conventional 
TTE or transesophageal echocardiography [2]. TTE is 
the screening modality of choice for the initial evalua-
tion of patients with suspected cardiac neoplasms. On 
CMRI, myxomas are diagnosed by the typical location 
close to the interatrial septum, high signal intensity on 
T2-weighted spin-echo sequences and heterogeneous 
enhancement following contrast administration. Vary-
ing amounts of myxoid, haemorrhagic, ossifi c, and ne-
crotic tissue give them a heterogeneous appearance on 
T1 and T2-weighted images.

The fi rst reported case of myxoma involving mi-
tral valve was reported in 1970 by Sandrasagra and col-
leagues [3]. Sadeghi and colleagues compiled and re-
viewed the largest series of mitral valve myxoma [4]. 
So far, 25 cases of mitral valve myxoma were diagnosed 
pre-mortem; 23 were primary ones, whereas 2 were re-
current myxomas.

Mitral valve myxomas have an increased risk for 
embolization of tumor fragments and could lead to sud-

Figure 1. Cine RETRO flash 2D sequence showing long axis view clearly demonstrating the mass in intraatrial (A) and transmitral (B) 
location.
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