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↑What is “already known” in this topic: 
Elastofibroma dorsi is a benign, slow-growing soft tissue lesion located in 
the subscapular region, primarily affecting the elderly population. 
Although it is typically asymptomatic, it is often underdiagnosed or 
identified incidentally. The etiology of elastofibroma dorsi remains a topic 
of debate, with mechanical friction and genetic factors being the leading 
hypotheses.   
 
→What this article adds: 

This study includes 144 patients and establishes a significant positive 
association between heavy manual labor and increased lesion size, thereby 
supporting the mechanical microtrauma theory. Furthermore, it 
demonstrates that larger lesions are strongly correlated with the presence of 
clinical symptoms, aiding clinicians in identifying high-risk groups.  
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Abstract 
    Background: Elastofibroma dorsi (ED) is a rare, slow-growing benign soft tissue mass that typically develops beneath the scapula. 
It often remains asymptomatic and is incidentally discovered during imaging conducted for other reasons. When symptoms do 
manifest, they are generally mild and associated with shoulder movement. Due to the potential for ED to mimic more serious 
conditions on imaging, it is crucial to recognize its characteristic features. This study aimed to evaluate the demographic, clinical, and 
imaging characteristics of ED in a cohort of patients.  
   Methods: This retrospective observational study was conducted using imaging and clinical records archived at a single radiology 
center. Data were collected from two distinct periods (2013–2016 and 2022–2024) to enhance the study's statistical power and achieve 
a larger sample size. Scans were included if both the scapular and axillary regions were clearly visible and if complete clinical data 
were available. Patients with poor image quality, incomplete records, or a history of scapular surgery or malignancy were excluded. 
Three experienced radiologists independently evaluated the images for predefined features of ED. Cases with disagreement or atypical 
findings were referred for biopsy. Clinical data, including age, sex, handedness, BMI, symptoms, and occupation, were recorded. 
Lesion characteristics were quantitatively assessed, and statistical tests were employed to examine associations between clinical 
variables, lesion features, and interobserver agreement.  
   Results: The prevalence of ED was 1.1% based on 13,042 imaging records. The majority of patients (69%) were women. The 
overall mean age ± SD was 62.7 ± 7.3 years, with the highest frequency observed in individuals over 50 years of age. Among right-
handed patients, 82% (n=112) had unilateral lesions on the right side, while 75% (n=6) of left-handed patients exhibited unilateral 
lesions on the left side. A total of 63.3% (n=91) of the patients were asymptomatic, with the prevalence of symptoms significantly 
higher in women (43.4%) compared to men (22.2%). The overall mean lesion size was 55 × 36 mm, which was significantly larger in 
the heavy manual labor group (mean area = 3060 mm2, SD=450 mm2, P<0.05). In the subgroup analysis of bilateral lesions, the 
dominant side demonstrated a significantly larger mean lesion area than the non-dominant side (1536 mm2 vs. 1120 mm2, P<0.05). 
Furthermore, we found that symptomatic patients also had a markedly higher mean lesion area (2257 mm2 vs. 1705 mm2). The mean 
± SD HU of the lesions was 33 ± 4.1 (range, 19–48), compared to 46 ± 3.7 (range, 35–55) for the adjacent muscle.  
   Conclusion: Elastofibroma dorsi is more prevalent among women. Most patients remain asymptomatic, and the majority of lesions 
present unilaterally, in accordance with handedness. Occupational physical activity levels were positively correlated with lesion size, 
and larger lesions were associated with the presence of symptoms. In bilateral cases, the lesion on the dominant side exhibited greater 
dimensions than that on the non-dominant side.  
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Introduction 
Elastofibroma dorsi (ED) is a rare, slow-growing soft 

tissue hyperplastic lesion (pseudotumor) classified by the 
World Health Organization as a benign fibro-
blastic/myofibroblastic tumor (1, 2). Its estimated preva-
lence is 2.73%, increasing to 5.8% in individuals over 65 
(3). ED accounts for approximately 2% of all primary 
tumors of the thoracic wall (4). However, certain studies 
suggest that ED is underdiagnosed due to its indolent be-
havior, slow growth, and the absence of disturbing symp-
toms in most patients. An autopsy study revealed that 
24.4% of women and 11.2% of men were diagnosed with 
ED, highlighting a significant gap in the diagnosis of this 
lesion (5).  

The classic location of ED is at the inferomedial border 
of the scapula, posteriorly bounded by the serratus anteri-
or, rhomboid, and latissimus dorsi muscles. Less com-
monly, atypical lesions have been reported in the medias-
tinum, tricuspid valve, stomach, eye, inguinal region, 
greater omentum, peritoneum, ischial tuberosities, olecra-
non, deltoid muscle, intraspinal spaces, hands, and feet (6-
10).  

The exact nature of ED—whether reactive or neo-
plastic—remains a subject of debate. Several hypotheses 
regarding its pathogenesis have been proposed, including 
chronic scapulothoracic friction, reactive fibromatosis, 
collagen alterations, vascular insufficiency, genomic mu-
tations, and inherited enzymatic defects. (2) Among these 
theories, two prominent ones are physical friction and 
genetic mutations. Seventy-seven percent of patients with 
ED have a history of long-term microtraumas, suggesting 
a physical origin. (11) Furthermore, certain mutations, 
specifically q arm gain in chromosomes X and 19, have 
been proposed, and their relevance to specific malignan-
cies with similar genetic disturbances has been investigat-
ed, revealing significant correlations (5).  

On physical examination, ED typically presents as a 
non-tender, mobile, palpable mass measuring between 4 
and 14 cm. It is attached to the surrounding deep struc-
tures but not to the overlying skin, and it often becomes 
more prominent when the arm is abducted (2). 

On chest X-rays, non-specific signs such as scapular el-
evation and increased scapulothoracic space may be ob-
served, typically without any evidence of osteolysis or 
calcification (4). Ultrasonography, computed tomography 
(CT), and magnetic resonance imaging (MRI) elucidate 
the internal composition of ED, which consists of a mix-
ture of collagen and elastic fibers within an adipose back-
ground (6). Ultrasonography is particularly indicative of 
ED when bilateral masses are visualized in the subscapu-
lar or prescapular regions, demonstrating a fibrillar or 
fasciculated appearance with alternating hyper- and hy-
poechoic streaks that run longitudinally along the lesion’s 
long axis (12). ED is optimally diagnosed via MRI and 
CT. On CT scans, the typical appearance is a heterogene-
ous, non-encapsulated lenticular mass oriented in the 
craniocaudal direction. The lesion appears isodense com-
pared to the adjacent muscles, with interspersed hypoden-
se fatty streaks (Figure 1) (13). MRI is regarded as the 

non-invasive gold standard for differentiating ED from 
other common soft tissue tumors in the area, such as lipo-
ma, liposarcoma, sarcoma, hemangioma, or hematoma. 
On MRI, ED typically manifests as a well-defined, heter-
ogeneous, oblong mass with mixed signal intensities—
intermediate (muscle-like) and low (fatty tissue)—creating 
a characteristic interlaced or striated pattern. This layered 
pattern runs linearly parallel to the thoracic wall on both 
T1- and T2-weighted sequences (Figure 2). Contrast en-
hancement is minimal or absent with gadolinium, alt-

 
Figure 1. CT imaging of elastofibroma dorsi reveals bilateral soft 
tissue masses exhibiting attenuation comparable to that of adjacent 
muscles, interspersed with strands of fat, located deep to the serratus 
anterior and latissimus dorsi muscles.  
 

 
Figure 2. MRI of Elastofibroma Dorsi. Coronal (top) and axial T1-
weighted (bottom) images without contrast demonstrate bilateral 
soft tissue masses interlaced with strands of fat, located deep to the 
serratus anterior and latissimus dorsi muscles.  
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hough it may be more pronounced with gadopentetate 
dimeglumine (14). Incidental findings of ED on positron 
emission tomography (PET)/CT have further corroborated 
its benign nature, as lesions typically exhibit diffuse up-
take and low 18F-fludeoxyglucose (FDG) activity, indi-
cating low metabolic rates (15). Biopsy remains a final 
diagnostic step, reserved for cases in which MRI does not 
yield a definitive diagnosis (2). The treatment approach is 
contentious, and no definitive consensus has been estab-
lished regarding the guidelines. Most of the literature sug-
gests that treatment is generally unnecessary if malignan-
cy is excluded. However, surgical excision may be con-
sidered for suspicious lesions or functional and aesthetic 
concerns, particularly when the mass exceeds 5 cm (16).  

Despite extensive research, controversies persist regard-
ing the relationships among lesion size, occupational 
stress, handedness, and symptoms, and these relationships 
remain poorly defined. Therefore, this study aimed to ad-
dress these gaps by determining the correlation between 
occupational physical activity and lesion size, the relation-
ship between lesion laterality and patient handedness, and 
the association between lesion size and the presence of 
clinical symptoms in a large, single-center imaging cohort.  

 
Methods 
This retrospective observational study utilized imaging 

and clinical records archived at a single radiology center. 
Data were collected from two distinct periods (January 
2013–January 2016 and March 2022–March 2024). This 
two-phase approach was employed because the initial 
period yielded a limited sample size; a second data collec-
tion period was added to enhance the study's statistical 
power, facilitated by updates to the institution's digital 
archiving and IT systems. The data collection methodolo-
gy, imaging protocols, and inclusion/exclusion criteria 
were consistent across both periods. All thoracic CT and 
MRI scans performed during this timeframe were 
screened for eligibility. Inclusion criteria required bilateral 
visualization of the scapular and axillary regions with 
high-quality imaging. Patients were included if their clini-
cal records contained information on age, sex, handed-
ness, occupation, body mass index (BMI), and symptom 
status at the time of imaging. Patients were excluded if 
imaging quality was inadequate, scapular regions were 
only partially visualized, or relevant clinical data were 
incomplete or missing. Scans of individuals with known 
soft tissue malignancies or prior scapular surgery were 
also excluded.  

Radiological evaluation was conducted independently 
by three board-certified radiologists with 8–12 years of 
experience in musculoskeletal imaging. Prior to the re-
view, a consensus was established regarding the prede-
fined imaging features characteristic of ED: location be-
neath the scapula adjacent to the serratus anterior or latis-
simus dorsi muscles, an oblong or lenticular shape orient-
ed parallel to the thoracic wall, a striated internal appear-
ance with interspersed fat and soft tissue on CT or MRI, 
intermediate T1/T2 signal intensity with fatty streaks, and 
non-infiltrative, ill-defined borders without evidence of 
calcification or bone erosion. Cases were identified as ED 

when at least two radiologists independently agreed that 
the imaging features corresponded to this pattern. In in-
stances where imaging consensus was not reached or atyp-
ical features were present, patients were referred for im-
age-guided biopsy. Histopathological findings were uti-
lized as the diagnostic standard in such cases.  

Demographic and clinical data were extracted from 
medical records, including patient age, sex, weight, 
height, BMI, occupation, handedness, the presence and 
type of symptoms, and whether surgical excision or biop-
sy had been performed. Handedness was determined 
based on the patient's self-report as documented in the 
clinical admission records. Occupation was categorized 
according to physical workload: heavy manual labor (e.g., 
construction workers, factory workers, farmers, and simi-
lar active jobs), moderate (e.g., electricians, plumbers, and 
jobs that demand physical activity but are not as intense), 
and sedentary (e.g., office workers) to evaluate the poten-
tial influence of repetitive mechanical stress on lesion 
development.  

Quantitative lesion measurements were obtained using 
picture archiving and communication system (PACS) 
software. Hounsfield units (HU) were measured at three 
representative points within each lesion and the adjacent 
muscle tissue; the average value was recorded. Lesion 
dimensions, including transverse and anteroposterior 
measurements, were recorded from the axial plane. The 
laterality of the lesion and its alignment with the patient's 
handedness were also analyzed.  

Statistical analyses were conducted using SPSS™ Ver-
sion 22.0 (IBM Corp., Armonk, NY, USA). Descriptive 
statistics, including means, standard deviations (SD), 
ranges, frequencies, and percentages, were employed to 
summarize demographic, clinical, and radiological data. 
The Chi-square (χ²) test was utilized to compare categori-
cal variables, such as the prevalence of ED by sex and the 
frequency of symptoms between sexes. A one-way analy-
sis of variance (ANOVA) was performed to compare 
mean lesion areas among the three occupational workload 
groups. An independent-samples t-test was conducted to 
compare mean lesion areas between symptomatic and 
asymptomatic patients. For the subgroup of patients with 
bilateral lesions, a paired-samples t-test was applied to 
compare the mean lesion area on the dominant side versus 
the non-dominant side. A p-value of less than 0.05 was 
deemed statistically significant.  

 
Results 
Out of 13,042 unique patients who underwent CT scans 

and MRIs, 144 patients were diagnosed with ED and in-
cluded in the study. Women constituted the majority of 
the study population (69% vs 31%). The overall mean age 
was 62.7 years (range: 28–72), with the highest frequency 
observed in the 50–60 age range. Female patients had a 
higher mean age compared to male patients (65 vs 57) 
(Table 1). Details of other anthropometric variables are 
presented in Table 2. Most patients (136; 94.2%) were 
right-handed. Among them, 112 patients (82%) had a uni-
lateral lesion on the right side, while 24 (18%) had bilat-
eral involvement. Of the 8 left-handed individuals (5.8%), 

 [
 D

O
I:

 1
0.

47
17

6/
m

jir
i.4

0.
17

 ]
 

 [
 D

ow
nl

oa
de

d 
fr

om
 m

jir
i.i

um
s.

ac
.ir

 o
n 

20
26

-0
4-

28
 ]

 

                               3 / 7

http://dx.doi.org/10.47176/mjiri.40.17
https://mjiri.iums.ac.ir/article-1-9887-en.html


    
 Demographics & Traits   

 
 

 http://mjiri.iums.ac.ir 
Med J Islam Repub Iran. 2026 (18 Feb); 40:17. 
 

4 

6 (75%) had a unilateral lesion on the left side, and 2 
(25%) had bilateral lesions (Table 3).  

The majority of patients (91; 63.3%) were asymptomat-
ic. Among the symptomatic individuals (53 patients), 43 
(81.1%) reported localized pain, 7 (13.2%) experienced 
shoulder heaviness, and 3 (5%) reported a clicking sensa-
tion during motion without any other abnormalities in 
their shoulder. Clinical findings were significantly more 
prevalent in women, with 43.4% (43 out of 99) of female 
patients reporting symptoms, compared to 22.2% (10 out 
of 45) of male patients (X2 =5.98, df=1, P = 0.014).  

The overall average lesion size was 55 × 36 mm. Pa-
tients were categorized into three groups based on physi-
cal activity: sedentary (n = 42), moderate (n = 59), and 
heavy labor (n = 43). The mean lesion areas for each cate-
gory were as follows: 1161 mm² (43 × 27 mm) in seden-
tary patients, 1768 mm² (52 × 34 mm) in moderate pa-
tients, and 3060 mm² (68 × 45 mm) in heavy labor pa-
tients. A one-way ANOVA revealed a statistically signifi-
cant difference in lesion size among the groups (F = 
2.823, df = 2,141, P < 0.00628).  

In a subgroup of 26 patients with bilateral lesions (24 
right-handed, 2 left-handed), the dominant side exhibited a 
significantly larger mean lesion area (1536 mm²; 48×32 

mm, SD = 340 mm²) compared to the non-dominant side 
(1120 mm²; 40×28 mm, SD = 280 mm²). A paired t-test 
confirmed the statistical significance of this difference 
(mean difference = 416 mm², 95% CI [326 -510 mm²], t = 
4.681, P < 0.05) (Table 4).  

A subgroup analysis was conducted to evaluate the rela-
tionship between the presence of symptoms and lesion 
size. Symptomatic patients (n = 53) exhibited significantly 
larger lesions, with a mean size of 62 × 37 mm (mean 
area: 2257 ± 390 mm²), compared to asymptomatic pa-
tients (n = 91), whose lesions had a mean size of 55 × 31 
mm (mean area: 1705 ± 420 mm²). This difference was 
statistically significant (mean difference = 552 mm², CI = 
95% [410 mm², 694 mm²], t = 3.76, p < 0.05), indicating 
that lesion size is positively associated with the develop-
ment of clinical symptoms in ED (Table 5).  

Ten patients with inconclusive MRI findings underwent 
further evaluation via punch biopsy. Pathological analysis 
confirmed the diagnosis of ED in all cases (100%). Histo-
logical features included intertwined eosinophilic collagen 
and elastic fibers, occasional fibroblasts, small amounts of 
interstitial mucoid material, and clusters of mature adipo-
cytes. Orcein staining revealed abnormally structured elas-
tic fibers (Figure 3).  

 
Table 1. The frequency and prevalence of ED cases across different age decades. The highest incidence was observed in the 50–59.9 age group, 
underscoring the condition’s predominance among middle-aged individuals.  
Age Range Frequency (prevalence%) 
20-29.9 2 (1.3%) 
30-39.9 9 (6.2%) 
40-49.9 17 (11.8%) 
50-59.9 72 (50%) 
60-69.9 44 (30.5%) 
 
Table 2. Table presents the mean values, standard deviations, and ranges for key quantitative variables, including age, body weight, height, BMI, 
and Hounsfield units of the lesions and adjacent muscle tissue. These data provide insights into the typical physical profile and CT density charac-
teristics associated with ED.  
Quantitative Variables Mean±SD Range 
Age (year) 62.7± 7.3 28-72 
Weight (Kg) 72.9±18.9 42-103 
Height (cm) 166±15.6 140-192 
BMI* (Kg/m2) 29±5.1 18-52.5 
Lesion Hounsfield Unit 33±4.1 19-48 
Adjacent Muscle Hounsfield Unit 46±3.7 35-55 
 
Table 3. Table presents the correlation between patients' dominant hand and the side of lesion occurrence (right, left, or bilateral). A strong asso-
ciation was observed between handedness and lesion laterality, supporting the hypothesis that mechanical stress plays a role in pathogenesis.  
Handedness Unilateral Right Unilateral Left Bilateral Lesions Total 
Right-handed 112 (82.4%) 0 (0%) 24 (17.6%) 136 (100%) 
Left-handed 0 (0%) 6 (75%) 2 (25%) 8 (100%) 
 
Table 4. Summary of Comparisons of Lesion Size Based on Physical Load and Dominance  
Comparison Group/Side Mean Size 

(mm) 
Mean Area 

(mm²) 
SD (mm²) n Test P-value 

Occupational workload Sedentary 43 × 27 1161 320 42 One-way ANO-
VA 

< 0.00628 
 

Moderate 52 × 34 1768 360 59 F=2.823, df=2,141 
 

 
Heavy 68 × 45 3060 450 43 

  

Bilateral lesion (domi-
nance) 

Dominant side 48 × 32 1536 340 26 Paired t-test < 0.05 
 

Non-dominant side 40 × 28 1120 280 26 
  

 
Table 5. Lesion Size Comparison Between Symptomatic and Asymptomatic Patients 
Symptom Status Mean Lesion Size (mm) Mean Lesion Area (mm²) SD (mm²) n Statistical Test P-value 
Symptomatic 62 × 37 2257 390 53 Independent t-test <0.05 
Asymptomatic 55 × 31 1705 420 91 

  

Note: Symptoms were significantly more prevalent in female patients (43.4%) compared to male patients (22.2%) (X2 = 5.98, df=1, P=0.014). 
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Furthermore, the mean ± SD Hounsfield units (HU) of 
the ED lesions were 33 ± 4.1 (range: 19–48), compared to 
46 ± 3.7 (range: 35–55) for the adjacent muscle tissue.  

 
Discussion 
In our retrospective cross-sectional study, Elastofibroma 

dorsi (ED) was found to be more prevalent in women and 
typically occurred in individuals over the age of 50. The 
prevalence of ED in our imaging population was 1.1%. 
The discrepancy in the prevalence of ED in our study is 
likely attributable to the wide age range included (28-72 
years). Consequently, we included younger individuals in 
whom the prevalence of the disease is lower. Most pa-
tients (80%) were aged 50 or older, with the highest fre-
quency observed in the 50–60 age range (50%). Prior 
studies have reported varying prevalence rates depending 
on the study population and detection methods. For in-
stance, a CT-based study estimated the prevalence of ED 
at approximately 2% in individuals over 60 years old, 
while autopsy series of subclinical ED lesions (<3 cm) 
reported higher rates (11.2% in men and 24.4% in women 
over 55 years). The age-related patterns in our data align 
with previous reports suggesting that ED generally devel-
ops in older adults, typically over the age of 55, with a 
mean age of nearly 60 years. We observed a female-to-
male ratio of 2.2:1, which is consistent with findings from 
other literature that documented ratios ranging from 5:4 to 
13:1 (3, 17). This female predominance was consistent 
across the studies. Although the exact cause remains un-
known, some theories suggest it may be related to vascu-
lar insufficiency or genetic factors (2, 11).  

Most studies indicate that ED occurs unilaterally in up 
to 90% of cases, with bilateral involvement ranging from 
10% to 60% (3). In our study, unilateral lesions were ob-
served in 81.9% of patients, predominantly on the domi-
nant side. All right-handed individuals with unilateral le-
sions exhibited right-sided involvement, while left-handed 
patients presented with left-sided lesions. Bilateral lesions 
were noted in 18.1% of cases, with the dominant side con-
sistently larger. These findings support the role of repeti-
tive mechanical stress in the pathogenesis of ED. Howev-
er, the significant occurrence of bilateral lesions, even 
among sedentary individuals, suggests that microtrauma 
alone cannot fully account for lesion development. Other 
factors, including vascular insufficiency and genetic pre-
disposition, are likely contributors. Our results are con-
sistent with previous studies that report similar patterns of 
lesion laterality and handedness correlation (3, 18, 19). 

Furthermore, in our analysis, no association was identi-
fied between ED prevalence and body weight, height, or 
BMI.  

Consistent with previous reports, more than half of our 
patients were asymptomatic. When symptoms were pre-
sent, they typically included shoulder discomfort, stiff-
ness, or restricted range of motion, sometimes accompa-
nied by a clicking sensation. Periscapular pain was noted 
in approximately 10% of cases, while cervicobrachial neu-
ralgia and sleep disturbances due to pain were rare (6, 9, 
20). In our study, 63.3% of patients were asymptomatic, 
and the remainder experienced only mild, non-specific 
symptoms. This finding supports the benign and often 
silent nature of ED, which may contribute to delayed di-

 
Figure 3. Histopathology of Elastofibroma Dorsi. Hematoxylin and Eosin (H&E) staining demonstrates the characteristic features of the lesion. The 
micrographs reveal a mixture of dense, eosinophilic collagenous tissue and mature adipose tissue, interspersed with numerous coarse, fragmented, 
and globular abnormal elastic fibers.  
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agnosis, occasionally as late as the seventh decade of life.  
Identifying high-risk groups and modifying risk factors 

has always been important, as these efforts enable clini-
cians to prioritize vulnerable populations and reduce un-
necessary diagnostic tests for the remainder of the popula-
tion. The process of refining etiological theories by vali-
dating specific risk factors is essential across all medical 
disciplines. For instance, a recent study on gynecological 
cancers aimed to enhance MRI protocols to establish more 
efficient, targeted diagnostic pathways (22). Our data sim-
ilarly provide a refinement, indicating that patients with a 
history of heavy manual labor, in particular, constitute a 
high-risk group that may necessitate more thorough exam-
ination of the subscapular region during thoracic imaging. 
Our study reveals a strong correlation between occupa-
tional labor and lesion size, as the mean lesion size in-
creased with physical activity. We categorized occupa-
tions into three groups based on the level of repetitive 
movements: sedentary, moderate, and heavy. The mean 
size of lesions was greater in heavy laborers compared to 
those in moderate and sedentary jobs. This difference was 
statistically significant and supports the hypothesis that 
repetitive movements may contribute to the development 
of ED lesions. These findings suggest that individuals in 
physically demanding jobs are likely more susceptible to 
developing ED and should undergo more careful examina-
tion.  

Furthermore, our study demonstrated that larger lesion 
dimensions are associated with the presence of symptoms, 
as symptomatic patients exhibited larger lesions compared 
to their asymptomatic counterparts. This difference was 
statistically significant and indicates a strong association 
between lesion size and the clinical manifestation of ED. 
This finding may also elucidate why the prevalence of ED 
is often underestimated, as its gradual progression necessi-
tates that lesions attain a certain size before eliciting 
symptoms.  

The challenge of distinguishing benign from malignant 
lesions on imaging to prevent unnecessary interventions is 
a common and rapidly evolving issue in radiology. For 
instance, in breast MRI, the Kaiser score flowchart is be-
ing replaced by the conventional BI-RADS standard, 
which yields improved specificity and demonstrates a 
significant ability to avoid unnecessary biopsies while 
maintaining high sensitivity. (23) The development of a 
similar, validated scoring flowchart for ED, based on its 
typical features on CT and MRI, could formalize diagno-
sis and further reduce invasive procedures for this benign 
condition. Notably, we observed a consistent difference in 
Hounsfield units (HU) between ED lesions and adjacent 
muscle on CT. This radiodensity contrast may provide a 
valuable diagnostic clue to streamline practice methods 
such as MRI and CT when they are unavailable or incon-
clusive.  

Histologically, ED is characterized by non-encapsulated 
lesions with ill-defined borders and varying consistency, 
depending on the proportion of fibrous and adipose com-
ponents. Microscopic examination reveals dense collagen 
and elastic fibers intermixed with mature adipose tissue. 
These Elastofibroma fibers appear as homogeneous eosin-

ophilic structures, either fibrillar or globular in shape. 
Staining with orcein, Wiegert’s method, or the Verhoef 
technique demonstrates variable dystrophic elastic fibers, 
some of which exhibit elongated, serrated borders, 
branched, or bead-like appearances, occasionally arranged 
in linear patterns (4, 21).  

This study has several limitations. First, the evaluated 
occupations reflect the workforce distribution in our coun-
try, which may differ in other regions, thereby limiting the 
generalizability of our findings regarding occupational 
impact. Second, the retrospective design and reliance on 
imaging archives may have introduced selection bias, as 
patients with more advanced lesions are more likely to 
undergo imaging. Furthermore, although our sample of 
144 patients is substantial for this rare condition and is 
based on the assessment of numerous images, some sub-
group analyses were conducted with small sample sizes, 
which may have rendered the study underpowered to de-
tect more subtle associations. Consequently, our results 
for these subgroups should be interpreted with caution. 
Third, genetic and molecular factors were not assessed in 
our study, which limits our ability to evaluate their role in 
ED pathogenesis.  

 
Conclusion 
In this study, we evaluated the demographic, clinical, 

and imaging characteristics of Elastofibroma dorsi. The 
majority of patients were middle-aged or older women, 
and the lesions were predominantly unilateral on the dom-
inant side. We identified a clear association between oc-
cupational activity and lesion size, with heavier physical 
work correlating with larger lesions. Additionally, larger 
lesions were more frequently observed in symptomatic 
patients, indicating that lesion size is a significant factor in 
the manifestation of symptoms. In bilateral cases, the le-
sion on the dominant side was consistently larger, further 
supporting the potential influence of repetitive move-
ments. However, bilateral lesions in sedentary individuals 
suggest that other factors, such as genetic predisposition, 
may also play a role. Imaging features, particularly the 
characteristic striated pattern on MRI and lower Houns-
field units on CT, remain the primary indicators for diag-
nosis. Given these findings, patients engaged in physically 
demanding occupations or those with larger lesions may 
require closer evaluation.  
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