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Video-assisted First Rib Resection

Dong Jin Kim, M.D.*, Chang-Hyun Kang, M.D.*, Young-Tae Kim, M.D.*, Joo-Hyun Kim, M.D.*

A 21 year old male patient was admitted for pain, edema and a tingling sensation in his right arm. He underwent
venography and an MRI scan, and he was diagnosed with Paget-Schroetter syndrome. Thoracoscopic first rib re-
section was performed after failure of thrombolytic therapy. The symptoms were relieved after the operation and he
was discharged with warfarin medication. First rib resection is generally performed through the standard transaxillary
or supraclavicular route. We report here on a successful thoracoscopic first rib resection.

(Korean J Thorac Cardiovasc Surg 2007;40:463-466)
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Fig. 1. Preoperativé subclavian venography. The cut-off point of
subcalvian vein flow was well-visualized (arrow} and numerous
collateral branches were identified by conventional venography.
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Fig. 2. Preopeartive MRI scan. (A)
MRI scan in neutral arm position.
Definite compression point was not
identified in neutral arm position
(arrow). (B) MRI scan in both arm
abduction position. Compression of
subclavian wvein by first fib was
identified in arm abduction position
{arrow).

Fig. 3. Thoracoscapic view of first rib resection. (A) Dissection of periosteum from the first rib. (B) Resected first rib.
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