
on 10 March 2008.

25. Davies HTO, Crombie KI. What is a systematic review? Volume 1, number 5.

Published by Hayward Medical Communications, a division of Hayward

Group plc. May 2001. www.evidence-based-medicine.co.uk. accessed on 10

March 2008.

26. Little J, Higgins JPT (editors). The HuGENet™ HuGE Review Handbook,

version 1.0. http://www.hugenet.ca (accessed 28 February 2008).

27. Guba B. Systematic literature search. Wien Med Wochenschr. 2008; 158:62-

9.

28. Hopewell S, Clarke M, Lefebvre C, Scherer R. Handsearching versus

electronic searching to identify reports of randomized trials. Cochrane

Database Syst Rev. 2007; 18; MR 00000

29. Greenhalgh T. Papers that summarise other papers (systematic reviews and

meta-analyses). BMJ. 1997; 315:672-5. 

30. Jadad AR, Cook DJ, Jones A, Klassen TP, Tugwell P, Moher M, et al.

Methodology and reports of systematic reviews and meta-analyses: a

comparison of Cochrane reviews with articles published in paper-based

journals. JAMA. 1998; 280:278-80.

31. Mulrow CD, Cook DJ, Davidoff F. Systematic reviews: critical links in the

great chain of evidence. Ann Intern Med. 1997; 126:389-91.

32. Moher D, Tsertsvadze A, Tricco AC, Eccles M, Grimshaw J, Sampson M, et

al. When and how to update systematic reviews. Cochrane Database Syst Rev.

2008; 23.

33. Chan KS, Morton SC, Shekelle PG. Systematic reviews for evidence-based

management: how to find them and what to do with them. Am J Manag Care.

2004; 10:806-12.

34. Stevens KR. Systematic reviews: the heart of evidence-based practice. AACN

Clin Issues. 2001; 12:529-38.

35. Crowther MA, Cook DJ. Trials and tribulations of systematic reviews and

meta-analyses. Hematology Am Soc Hematol Educ Program. 2007; 493-7.

Abstract

Soft tissue tumours of the thoracic wall are a rare

entity. Elastofibroma which occurs mainly in women, is

commonly localized  in the subscapular region, and is

characterized by slow growth. We report the case of a 64-

year-old woman who presented with a soft tissue tumour

located in the right pectoral region, anterior chest wall.

Magnetic resonance imaging showed a tumour on the right

anterolateral thoracic wall that measured 5x4x5 cm with

contrast enhancement. The findings were suggestive of

partial infiltration of pectoral and intercostal muscles and

were suspicious of a malignant tumour. The patient

underwent complete resection of the tumour at a district

hospital. The tumour was resected with clear surgical

margins and minimum defect of the pectoral muscles. The

specimen measured 4x4x3 cm and histopathology showed a

lesion composed of fibrotic connective tissue of low

cellularity with strongly eosinophilic, partially swollen, and

plump fibers. Histology from the specimen was consistent

with elastofibroma.

Introduction

Soft tissue tumours of the thoracic wall are a rare

entity.1 It is often difficult to identify the characteristics of

soft-tissue tumours of the chest wall2,3 Elastofibroma which

occurs mainly in women, commonly in the subscapular

region, and is characterized by slow growth is an important

differential diagnosis for these tumours.1,2 Abnormal

degeneration of elastic fibers after repetitive local trauma as

well as neoplastic mechanisms are being considered, but the

pathogenesis still remains unclear.1,4 We present a case of a

64-year-old woman who presented with a soft tissue tumour

located in the right pectoral region, where histology from

the specimen was consistent with elastofibroma.

Case Report

A 64-year-old woman presented with a 8-month

history of swelling between right axilla and  right breast,

which had moderately increased in size during this period.

There was no history of trauma or malignancy, and there

was no significant past medical history, but patient

complained of increasing pain and resistance to movement

on lifting the right arm. On physical examination a

nontender swelling was palpable located in the right

pectoral region. All routine laboratory investigations were

within normal range. The magnetic resonance image

showed a homogeneous tumour of the thoracic wall with

contrast enhancement located medially to the right anterior

chest wall that measured 5x4x5 cm in size, also there were

features of local infiltration suggestive of malignancy. In

view of the magnetic resonance image findings, complete

resection was performed. During the dissection,  the tumour

extended  and was fixed to the thoracic wall and seemed to

have infiltrated the surrounding soft tissue. The tumour was

resected with clear surgical margins and minimum defect in
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the pectoralis majus. muscles. The specimen measured

4x4x3 cm and histopathology (hematoxylin-eosin staining)

showed a lesion composed of fibrotic connective tissue of

low cellularity with strongly eosinophilic, partially swollen,

and plump fibers intermingled with islets of mature fat

tissue consistent with elastofibroma dorsi (Fig 1). Elastic

stain (elastica van Giesson stain) showed deeply stained,

branched-unbranched fibers with serrated and irregular

margins (Fig 2). The lesion extended into surrounding

muscle fibers; however, the resection margins were free of

tumour and the postoperative course of the patient was

uneventful.

Discussion

Elastofibroma is a benign soft tissue tumour

occurring most often in the scapular region commonly

located beneath the rhomboid major and latissimus dorsi

muscles of elderly women.1-5 It has been infrequently

reported in other anatomic locations.5 Different atypical

location  as thigh2 and  neck6 are rarely encountered. The

presented case was located in right pectoral region of the

anterior chest wall. In the scapular region similar

contralateral, bilateral lesion, when detected, virtually

eliminates malignancy from the differential diagnosis and

further supports the presumptive diagnosis of

elastofibromas.3,7 Elastofibromas are usually seen in

patients of middle or old age, like in our case. An apparent

peak in the female population beyond the sixth decade

(mean age 65) was reported by Naylor et al7 in a study on

12 patients. Some researches have stated  that increased

prevalence has been reported in manual workers which may

imply that repetitive minor trauma plays a major role in the

etiology.1,4 Our patient was not a manual worker, and she

had no history of hard or heavy labour during her lifetime.

The pathogenesis of elastofibroma is still unclear. A

multifactorial etiology may be more explanatory as none of

the theories can entirely explain the whole spectrum of the

cases.4 Degeneration of elastic fibers after repetitive trauma

or excessive scapulo-thoracic motion has been proposed as

a causative factor.1,4,8,9 Such findings support the hypothesis

of a multistage pathogenic mechanism. 

Radiographs, and computed tomography may not be

helpful in differentiating elastofibroma from malignant

tumours.8 Magnetic resonance imaging was considered as

the method of possible diagnosis, but occasionally

enhancement of contrast agent, marked dominance of fat

which is characteristic for malignant tumours may lead to a

false result.6,8 Zembsch  et al8 underlined  that these

features do not exclude the presence of elastofibroma.

Histological  findings are characteristic; and include

adipocytes, fibroblasts, aggregates of petaloid globules

within a collagenous matrix, and fern-like structures,

revealing degenerative elastic fibers.1,4,9 Elastofibroma

dorsi is stained positively with vimentin as in our case, but

not with smooth muscle actin (SMA), S-100, desmin, or p53

immunohistochemically1. Elastofibroma is a slow growing

lesion, and surgical excision should be advised only for
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Fig 1: Hematoxylin and eosin staining image show fibrotic tissue with few cells and

eosinophilic, and plump collagen fibers.(x 100) 

Fig 2: van Giesson staining show branched-unbranched fibers with serrated and

irregular margins (x 100)



symptomatic patients.7-9 Biopsy is recommended even

when the imaging presentation seems typical of

elastofibroma. The pathologic findings are diagnostic. No

treatment is necessary in the asymptomatic patient.5,9 There

have been no reported cases of malignant transformation.9

Briccolli et al3 at the last clinical evaluation of the operated

patients observed that excised lesions had no evidence of

local recurrence or joint disability, whereas a recurrence rate

of 7% in another study has been related to incomplete

surgery.2 On the other hand Muramatsu et al.10 reported that

postoperative haematoma formation was an important

complication of surgical treatment. Naylor et al7 stated that

increased awareness of the characteristic appearance and

location of these benign, often asymptomatic lesions will

increase radiologic diagnosis, decrease the need for biopsy,

and decrease surgical removal of elastofibromas as

presumed malignancies. 
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Abstract

Hydatid disease is a parasitic infestation by a

tapeworm of the genus Echinococcus. We present the

case of 34 year old female who complained of chest pain

and had a past history of hydatid cyst resection four times

in last 15 years. She was found to have extrapleural

hyatid cysts of chest that were removed via thoracotomy.

The patient fully recovered and experienced an

uneventful follow-up. 

Introduction

Hydatid disease is a worldwide zoonosis produced

by the larval stage of the Echinococcus tapeworm. Of the

4 known species of Echinococcus, 3 are of medical

importance in humans. These are Echinococcus

granulosus, causing cystic echinococcosis (CE);

Echinococcus multilocularis, causing alveolar

echinococcosis (AE); and Echinococcus vogeli. E

granulosus is the most common of the three. E

multilocularis is rare but is the most virulent, and E

vogeli is the rarest. The two main types of hydatid

disease are caused by E granulosus and E multilocularis.

The former is commonly seen in the great grazing

regions of the world — particularly the Mediterranean

region, Africa, South America, the Middle East,

Australia, and New Zealand — and is the most frequently

encountered type of hydatid disease in humans.

Theoretically, echinococcosis can involve any organ. The

liver is the most common organ involved, followed by

the lungs. These 2 organs account for 90% of cases of

echinococcosis.1 Clinical presentation is often non-

specific and may be asymptomatic. Approximately, 60%

have right hypochondrial pain and 15% become

jaundiced. Other features include skin rashes, pruritus

and allergic reactions. 

Diagnosis can be made by Complete Blood Count

(CBC) which will detect eosinophilia in 30% of patients,

plain abdominal x-ray which may show calcification in

cyst wall while the cyst can also be imaged with
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