
R a d i o l o g y  C a s e  R e p o r t s  1 9  ( 2 0 2 4 )  2 7 5 6 – 2 7 5 9  

Available online at www.sciencedirect.com 

journal homepage: www.elsevier.com/locate/radcr 

Case Report 

Soft tissue myxoma manifesting as a slowly 

growing subcutaneous mass in the anterior chest 

wall: A case report✩ 

Ji-Young Kim, MD 

Department of Radiology, Sanggye Paik Hospital, Inje University College of Medicine, Seoul, Korea 

a r t i c l e i n f o 

Article history: 

Received 22 November 2023 

Revised 19 March 2024 

Accepted 21 March 2024 

Keywords: 

Myxoma 

Soft tissue 

Subcutaneous 

Chest wall 

Mammography 

Ultrasonography 

a b s t r a c t 

Soft tissue myxomas are benign mesenchymal neoplasms typically found in the intramus- 

cular components of the proximal extremities. However, soft tissue myxomas in the chest 

wall are rare. We report the case of a 41-year-old woman with soft tissue myxoma who pre- 

sented with a slowly growing, palpable lump on her left anterior chest wall that has been 

present for several years. Mammography revealed an oval, circumscribed, and hyperdense 

mass in the retromammary fat layer of the upper inner quadrant of the left breast. Ultra- 

sonography revealed an oval, circumscribed, and hypoechoic mass with internal echoes and 

multiple microcystic spaces. A triangular hyperechoic area adjacent to the pole of the mass 

and peripheral hyperechoic rim were also detected. The patient underwent surgical excision 

and was diagnosed with soft tissue myxoma with subcutaneous manifestation. 

© 2024 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Myxoma is a benign mesenchymal neoplasm composed of
stellate cells with thin collagen fibers in an abundant extra-
cellular myxoid matrix [1] . Most myxomas are solitary and
involve the heart, subcutaneous tissue, aponeurotic tissue,
bones, genitourinary system, and skin [2] . The most common
type of noncardiac soft tissue myxoma is intramuscular myx-
oma (82%), which can be located in the thigh, upper arm, calf,
or buttock or the trunk (uncommon site). Cases of intermuscu-
lar or subcutaneous myxomas are rare ( < 15%) [3] . Herein, we
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report the mammographic and sonographic findings of a slow-
growing subcutaneous myxoma in the anterior chest wall. 

Case report 

A 41-year-old woman presented to our hospital from the lo-
cal clinic with a palpable lump in her left anterior chest wall.
The lump was observed 3 years earlier and slowly increased
in size. Physical examination revealed a soft, movable, non-
tender mass without skin lesions in the peripheral portion
competing financial interests or personal relationships that could 

niversity of Washington. This is an open access article under the 
.0/ ) 

https://doi.org/10.1016/j.radcr.2024.03.054
http://www.sciencedirect.com/science/journal/19300433
http://www.elsevier.com/locate/radcr
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:radkimjy@paik.ac.kr
https://doi.org/10.1016/j.radcr.2024.03.054
http://creativecommons.org/licenses/by-nc-nd/4.0/


R a d i o l o g y  C a s e  R e p o r t s  1 9  ( 2 0 2 4 )  2 7 5 6 – 2 7 5 9 2757 

Fig. 1 – (A, B) Initial ultrasonography of the local clinic 
shows a 3-cm oval-shaped, circumscribed, hypoechoic 
mass with some internal echoes, multiple microcystic 
spaces, and posterior acoustic enhancement on the left 
anterior chest wall. The mass has a triangular hyperechoic 
area at the pole of the mass (arrowhead) and peripheral 
hyperechoic rim (white arrow). (C) At the 
four-and-a-half-year follow-up, ultrasonography shows 
that the mass has increased in size from 3-cm to 5.5-cm. 
The mass is located at the subcutaneous fat layer of the left 
anterior chest wall and is not attached to the overlying 
skin. (D) Color Doppler examination reveals no vascularity 

in the mass with surrounding vessels. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 2 – Mammography shows a large oval, circumscribed 

hyperdense mass with gentle lobulation in the 
retromammary fat layer of the upper inner quadrant of the 
left breast. There is no calcification in the mass. 

Fig. 3 – (A) Gross specimen shows a 5.5-cm relatively 

encapsulated mass, wherein the cut surface is gray - 
whitish, gelatinously myxoid without hemorrhage and 

necrosis. (B) The result of immunohistochemical staining 
with hematoxylin and eosin (H&E, original magnification, 
×40) shows multilobulated paucicellular nodules, 
intersected by thin fibrous septa. (C) Microscopic findings 
(H&E, ×200) show that the composed cells are bipolar wavy 

spindle-shaped in myxoid stroma. 

 

 

 

 

 

 

 

 

 

 

of the upper inner quadrant of the left breast. Initial ultra-
sonography at the local clinic revealed a 3-cm oval, circum-
scribed, hypoechoic mass with internal echoes and multiple
microcystic spaces. The mass had a triangular hyperechoic
area at its pole, a peripheral hyperechoic rim, and posterior
enhancement ( Figs. 1A and B ), consistent with a benign chest
wall mass. However, the mass increased in size from 3 to 3.9
cm 3 years later. Therefore, the patient was transferred to our
hospital. Based on the clinical history, an excisional biopsy
was recommended to exclude malignancy. The patient re-
fused surgery, wherein regular follow-up was performed. At
the 18-month follow-up, the mass size had increased from 3.9-
cm to 5.5-cm. The sonographic findings of the mass showed
no changes, except for the increased size, compared with the
previous features. The mass was located at the subcutaneous
fat layer of the left anterior chest wall, close to the periph-
eral portion of the breast parenchyma, and unattached to
the overlying skin ( Fig. 1C ). There was no vascularity in the
mass with the surrounding vessels on color Doppler ultra-
sonography ( Fig. 1D ). No axillary lymphadenopathy was ob-
served. For evaluating the correlation between the mass and
breast, a mammography was performed. The mammography
revealed a large oval-shaped, and circumscribed hyperdense
mass without calcification in the retromammary fat layer of
the upper inner quadrant of the left breast ( Fig. 2 ). The patient
underwent surgical excision of the mass. The gross specimen
showed a well-demarcated mass with a gray whitish cut sur-
face that was markedly myxoid without hemorrhage or necro-
sis ( Fig. 3A ). The epicenter of the mass appeared to be a sub-
cutaneous fat layer, partly adjacent to the breast parenchyma.
Histopathological examination revealed soft tissue myxoma
( Figs. 3B and C ). 

Discussion 

The most common type of noncardiac soft tissue myxoma is
intramuscular myxoma ( > 82%), typically found in the large
muscles of the proximal extremities. Less commonly, these le-
sions are found in the trunk. Intermuscular and subcutaneous
myxomas are rare ( < 15%) [3] . The common clinical manifesta-
tion of myxoma is a slow-growing painful or painless palpable
mass that usually occurs in middle-aged women rather than
in men [ 3 ,4 ]. This is consistent with our case. Since myxoma
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has high mucin and low cellular content, its radiologic find-
ings reveal a hypoechoic to near-anechoic mass on sonogra-
phy, low attenuation mass on computed tomography (CT), and
high signal intensity (SI) mass on T2-weighted magnetic reso-
nance imaging (MRI), similar to the features of cysts, including
synovial cyst, bursa, and ganglion [4–15] . The location of myx-
oma is important for differential diagnosis. If myxoma is lo-
cated at the anterior chest wall, similar to our case, a differen-
tial diagnosis including breast masses should be considered. 

There are a few reports on the imaging findings of intra-
muscular myxoma in the chest wall [9–15] . To date, there are
no reports of the radiologic features of subcutaneous myxo-
mas. Kim reported that an intramuscular myxoma in the pec-
toralis muscle appeared as a circumscribed, oval, and hyper-
dense mass on mammography [9] , similar to the findings in
this report. 

The sonographic findings of intramuscular myxomas in
the chest wall have been described more infrequently com-
pared with CT and MRI findings. Kim reported that an in-
tramuscular myxoma demonstrated an oval-shaped, circum-
scribed hypoechoic to near-anechoic mass with some inter-
nal echoes, with posterior acoustic enhancement, and without
calcification on sonography. A triangular hyperechoic area ad-
jacent to at least one pole of the mass and a peripheral hypere-
choic rim were also seen. The mass showed avascularity or hy-
povascularity with the surrounding vessels on color Doppler
ultrasonography [9] . These sonographic findings agree with
those in our case and previous reports [ 4 ,7 ,8 ] of intramuscu-
lar myxomas in the large muscles of the proximal extremi-
ties. Jung reported that an intramuscular myxoma in the right
chest wall appeared as a hypoechoic mass with an oval shape,
indistinct margin, and indefinite vascularity on color Doppler
ultrasonography [10] . 

MRI is the modality of choice for evaluating myxomas,
particularly the intramuscular type. In previous reports [4–8] ,
the intramuscular myxomas have been described that an oval
shape, circumscribed margin, hypointensity on T1-weighted
images (T1WI), an extremely hyperintense mass on T2-
weighted images (T2WI), and mild-to-moderate heteroge-
neous enhancement on contrast-enhanced images. A high SI
focus at the superior and inferior margins of the mass on T1WI
may be observed, representing fatty atrophy of the adjacent
muscle. In addition, a perilesional high SI of the mass on T1WI
or T2WI can be observed, corresponding to muscle atrophy
with fatty infiltration or edema based on established patho-
logical features. These findings correspond to the peripheral
hyperechoic rim and triangular hyperechoic area adjacent to
the poles of the mass on ultrasonography. 

Histopathological examination of myxomas shows stel-
late cells with thin collagen fibers in an abundant extracellu-
lar myxoid matrix, usually hypocellular and hypovascular le-
sions. Immunohistochemical markers cannot be used to con-
firm the morphological diagnosis of myxomas. Surgical exci-
sion is the treatment of choice; local recurrence is rare. 

Although anterior chest wall lesions, including soft tissue
myxomas, rarely occur, they may be detected on breast sonog-
raphy; these radiologic findings are nonspecific. Appropriate
sites, such as the intramuscular location of the proximal ex-
tremities, can be helpful for diagnosis. However, unusual loca-
tions, such as the chest wall, can cause diagnostic difficulties.
Awareness of the possibility that soft tissue myxomas may
uncommonly occur in the chest wall, particularly as a sub-
cutaneous manifestation, is helpful for differential diagnosis
and treatment. 

Conclusions 

Subcutaneous myxomas in the anterior chest wall are ex-
tremely rare and its radiologic features are nonspecific. The
mammographic and sonographic findings can be helpful for
differential diagnosis from other chest wall lesions and breast
masses. A slowly growing subcutaneous chest wall mass with
an oval-shaped, circumscribed hypoechoic to near-anechoic
mass with some internal echoes, multiple microcystic areas,
and a triangular hyperechoic area adjacent to the pole of the
mass, peripheral hyperechoic rim on ultrasonography, and
avascularity on color Doppler ultrasonography may useful for
considering the possible occurrence of subcutaneous myxo-
mas. 

Patient consent 

Consent for publication has been obtained from the patient. 
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