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Abstract
Objective. The presence of cervical ribs, 1st rib anomalies, cervical muscle hypertrophy and repetitive motion are possible aetiol-
ogies of subclavian artery (SCA) entrapment and/or compression. Thoracic outlet syndrome of the arterial type may appear with 
symptoms of hand pain due to the aneurismal part of the compressed SCA. The current cadaveric case describes a hypertrophic 
right-sided anterior scalene muscle (ASM) and the possible entrapment of the right SCA (RSCA) passing through its fibres.  
Furthermore, the branching pattern of the entrapped vessel is analysed. Case Report. A hypertrophic ASM was identified in the 
right infraclavicular area of a male Greek donated cadaver (70 years of age). The RSCA passed through the ASM belly, and some 
deeply situated fibres extended posteriorly to the RSCA. The ASM compressed the RSCA against the superior part of the 1st rib. 
Conclusion. Knowledge of such variants may be important in the diagnosis of upper limb muscle atrophy or neurosensory loss. 
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Introduction

The presence of some anatomical variants, such 
as cervical ribs, 1st rib anomalies, hypertrophy of 
the cervical muscles in combination with repeti-
tive motion, as well as fibrocartilaginous bands 
(1-3) may cause subclavian artery (SCA) entrap-
ment and/or compression (2, 4-8). In addition, the 
atypical passage of the SCA through the anterior 
scalene muscle (ASM) or posterior to it (9, 10) 
may cause compression on the SCA.

Thoracic outlet syndrome (TOS), an extensive-
ly studied entity, includes a constellation of disor-
ders that arise from the compression of the brachi-
al plexus, and/or the subclavian and axillary ves-
sels within the thoracic outlet, due to the narrow 
apertures and compartments created by the first 

rib inferiorly, the surrounding musculature and 
the clavicle, as well as the anterior and middle sca-
lene muscles (11, 12). TOS sites of compression are 
the interscalene triangle, followed by the costocla-
vicular triangle or the subcoracoid and pectoralis 
minor space (1, 13). The arterial form of the syn-
drome includes hand pain due to the aneurismal 
part of the compressed SCA. It is also character-
ized by chronic and repetitive SCA compression, 
which may lead to arterial wall damage, aneurysm, 
embolization, and thrombosis (5, 7, 8, 14). 

The current cadaveric case describes an unusual 
case of hypertrophic right sided ASM and the pos-
sible entrapment of the right SCA (RSCA) due to its 
course through the ASM fibres. Furthermore, it anal-
yses the branching pattern of the entrapped vessel. 
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Case Presentation

During a routine dissection at the Anatomy 
Department of the Medical School of the National 
and Kapodistrian University of Athens, the unusu-
al course of the RSCA through the ASM fibres was 
identified in a 70-year-old male cadaver, derived 
from a body donation programme after signed in-
formed consent. The cause of death was cardiac ar-
rest, with no other identified pathologies. No fur-
ther details of the clinical file of the subject existed. 
The cadaver presented a right hypertrophic ASM 
and the RSCA passed through the ASM belly and 
some deeply situated fibres extended posteriorly to 
the RSCA, the so-called ASM posterior fibres (PF) 
(Figures 1, 2). 

The RSCA branching pattern sequence was as 
follow: right vertebral artery (RVA), right thyro-
cervical trunk (RTCT) at the same level of origin 
as the right internal thoracic artery (RITA) and 
the right costocervical trunk (RCCT). The RTCT 
gave off the right inferior thyroid artery (RiTA) 
and the ascending and the transverse cervical ar-
teries. The right suprascapular artery (RSSA) was 
not a branch of the RTCT and originated from 
the distal part of the RSCA. The RCCT gave off 
the deep cervical and the supreme intercostal ar-
teries. The novel variant pattern is classified as a 
subtype of the Type Y of Hada et al. (10). The ASM 
compressed the RSCA against the superior part of 
the first rib. Since the RSCA passed through the 
anterior and posterior fibres (AF-PF) of the ASM, 
the compression was not caused solely by the hy-
pertrophic muscle, but also by muscle contraction. 
The contralateral side had no such variant. 

Figure 1. A. The right subclavian artery (RSCA), the branch 
of the brachiocephalic trunk (BCT) is depicted, between the 
anterior scalene muscle (anterior and posterior) fibres (AF 
and PF), IJV- internal jugular vein, and T-trachea. The BCT 
formed a common trunk (CT) with the left common carotid 
artery (LCCA). The inclination of the trachea (T) at the left 
side is evident, RSSA- right suprascapular artery, RSSN-right 
suprascapular nerve, B. The RSCA branching pattern (right 
vertebral artery-RVA, right thyrocervical trunk-RTCT at the 
same level of origin with the right internal thoracic artery-
RITA, RTA-right inferior thyroid artery, RRLN- right recurrent 
laryngeal nerve passing anterior to the RTCT. C. The same 
level of origin of the RTCT and the RITA. The RRLN passed 
anterior to the RSCA branches. AF and PF created a mus-
culoaponeurotic tunnel through which the RSCA coursed. 
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Discussion

The case is presented of a possible arterial TOS, due 
to a hypertrophic ASM and the atypical passage of 
the RSCA through its fibres. The special feature of 

Figure 2. A. ***The anterior scalene muscle’s anterior fibres (AF) insertion into the 1st rib. A few millimeters below the right 
suprascapular artery originated (RSSA) and passed between the upper and middle trunks (UT and MT) of the brachial 
plexus,. accompanied by the right suprascapular nerve and vein (RSSN and RSSV). The area of the internal jugular vein 
(IJV) and right subscapular vein (RSCV) anastomosis into the venous angle (black arrow) area of the thoracic duct, LT- lower 
trunk. B. Posterior fibres (PF) appear posterior to the right vertebral artery (RVA) origin. The passage of the RSCA through 
the muscular tunnel and RSCA compression, RRLN-right recurrent laryngeal nerve, RTCT-right thyrocervical trunk, BCT-
brachiocephalic trunk. 

this case is the variant course of the RSCA through 
the hypertrophic ASM fibres. Therefore, there were 
concurrent compression factors, one from the hy-
pertrophic ASM and one from the ASM contrac-
tions upon movement. Several rare anomalies have 
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been discovered and classified in the Roos system, 
and include cervical ribs, additional tendons, and 
accessory muscles (12). Several scalene muscle 
variants found in TOS have also been reported, 
such as ASM hypertrophy, the passage of the bra-
chial plexus through the ASM, and excessively 
anterior and middle scalene muscle insertion into 
the first rib, anomalous fibrous bands within the 
thoracic outlet, and others (15). A TOS of arterial 
type may be caused by the variant presented here, 
although no further details exist from the personal 
record of the subject. 

Several authors have reported 13 isolated cas-
es in their cadaveric studies, with an incidence 
ranging from 0.2-1.8% (9, 16). Uemura et al. (9) 
declared that the ASM position in relation to the 
SCA significantly affects the artery’s ramification 
patterns. Thus, the branching pattern sequence of 
the current study, not classified into a type, pres-
ents similarities to Type Y of Hada et al. (10) and 
may be a new subtype of it. The developmental 
mechanism of this type remains unknown. 

On the basis of the published literature and the 
current finding, it is evident that there is the need 
for a unified classification of SCA pattern types 
based on the ASM location (anterior to the SCA, 
posterior to the SCA and passing through its fi-
bres). Larger studies following this protocol could 
further record common, uncommon and unique 
variants, and classify them according to the sever-
ity of their symptoms. 

Conclusion 

The current cadaveric report highlights the value 
of the in-depth knowledge of anatomical vari-
ants that may compress the brachial plexus and/ 
or subclavian artery. This knowledge may help cli-
nicians to diagnose neurogenic and arterial TOS. 
Cases of hypertrophic ASM may act as a compres-
sion factor, through the muscular tunnel created 
surrounding the SCA and its branching pattern. 

What Is Already Known on This Topic: 
The entrapment and compression of the subclavian artery by a variant 
form of the anterior scalene muscle may cause arterial thoracic outlet 
syndrome. The syndrome is characterized by chronic and repetitive ar-
tery compression which leads to arterial wall damage, aneurysm, em-
bolization, and thrombosis. It is generally associated with cervical ribs 
and soft tissue anomalies, such as anterior scalene muscle hypertrophy. 
Other aetiological factors could be due to first rib anomalies, clavicle 
fracture, and the presence of fibrocartilaginous bands.  

What This Study Adds:  
The current cadaveric report presents the rare presence of a unilateral 
hypertrophic anterior scalene muscle, and the relationship of its fibres 
with the subclavian artery. Specifically, some muscle fibres create a mus-
cular tunnel, surrounding and compressing the subclavian artery, thus 
causing a rare form of the arterial type of thoracic outlet syndrome. The 
subclavian artery is compressed during contractions of the anterior sca-
lene muscle. Special emphasis should be given to the probable presence 
of variants or accessory muscles inserted into the 1st rib. 
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