THORACIC OUTLET COMPRESSION SYNDROME
This is a symptom complex resulting from compression of the
neurovascular bundle (artery, vein, or nerves) at the thoracic outlet
as it courses through the neck and shoulder. Cervical ribs,
abnormalities of the scalenus anticus muscle, proximity of the
clavicle to the first rib, or abnormal insertion of the pectoralis minor
muscle may compress the subclavian artery, subclavian vein, and
brachial plexus as these structures pass from the thorax to the arm.
Depending on the structures affected, thoracic outlet compression
syndrome is divided into arterial, venous, and neurogenic forms.
Patients with neurogenic thoracic outlet compression may develop
shoulder and arm pain, weakness, and paresthesias. Patients with
arterial compression may experience claudication, Raynaud’s
phenomenon, and even ischemic tissue loss and gangrene. Venous
compression may cause thrombosis of the subclavian and axillary
veins; this is often associated with effort and is referred to as Paget-
Schroetter syndrome.

APPROACH TO THE PATIENT

Thoracic Outlet Compression Syndrome

Examination of a patient with arterial thoracic outlet compression
syndrome is often normal unless provocative maneuvers are
performed. Occasionally, distal pulses are decreased or absent
and digital cyanosis and ischemia may be evident.

Several maneuvers that support the diagnosis of arterial
thoracic outlet compression syndrome may be used to precipitate
symptoms, cause a subclavian artery bruit, and diminish arm
pulses. These maneuvers include the abduction and external
rotation test, in which the affected arm is abducted by 90° and the
shoulder is externally rotated; the scalene maneuver (extension of
the neck and rotation of the head to the side of the symptoms); the
costoclavicular maneuver (posterior rotation of shoulders); and the
hyperabduction maneuver (raising the arm 180°). A chest x-ray will
indicate the presence of cervical ribs. Duplex ultrasonography,
MRA, and contrast angiography can be performed during



