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INTRODUCTION

Chest pain is a common complaint 
with a common work up. However, in 
a young female who’s cardiac work-
up is negative, consider a myxoma. 

CASE PRESENTATION

56-year-old female who was previously healthy 
presented while on a cross country holiday 
originally departing from Boston with sudden 
onset of substernal chest pain while riding a 
bike that radiated to her back between her 
shoulder blades, left neck and down her left arm. 
Pain was associated with SOB and DOE which 
worsened on exhalation. She had no associated 
diaphoresis, nausea, or dizziness. She had cough 
with congestion for past 2 weeks but no fevers, 
chills, sweats. On presentation vitals were stable. 

DISCUSSION

Benign myxomas are the most common 
primary cardiac tumor however they are still 
very rare as primary tumors of the heart only 
have an incidence of 0.1. More often they are 
found in the left atria however can be found 
in the right as well. Typically myxomas are 
pedunculated and gelatinous. They can have 
a smooth, villous, or friable surface. They 
present with nonspecific heart symptoms and 
thus diagnosis is often delayed. However the 
majority of myxomas are the friable or villous 
type which tend to produce emboli that break 
off and can present as ACS or a CVA. Treatment 
is surgical resection. 

IMPLICATIONS

If an otherwise young, healthy female with 
no history or family history of cardiac disease 
presents with chest pain unimproved with 
medications consider a myxoma and get an 
echo to rule out cardiac masses.

Trop was 0.341 and EKG was normal. BPs were 
equal bilaterally and no mediastinal widening was 
seen on CXR. Her WEILS Score was minimal. The 
patient was originally treated as an NSTEMI with 
full dose ASA and a heparin gtt. She continued 
to have pain that was unrelieved by a nitro gtt or 
dilaudid, so a CTA was obtained to rule out PE and 
aortic dissection. GI cocktail also did not relieve 
pain, lipase was normal. Trop continued to trend 

upward peaking at 1.0. The next morning an echo 
was obtained which showed a large pedunculated 
30mm x 25mm left atrial mass attached to the 
septum. She underwent surgery with removal 
of the mass while on cardiopulmonary bypass. 
Pathology showed a myxoma. It was thought that 
her chest pain was caused by emboli breaking off 
from the mass rather than the mass invading the 
heart tissue.
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