
Neurological Disorders & Epilepsy Journal      Open Access                               
 

Clinical Image 

Klippel-Feil Syndrome and Thoracic Outlet Syndrome 
 
Ali Rıza Sonkaya1*, Erkan Kaya2, Serdar Firtina3 and Mehmet AK4 
 
1Department of Neurology, Okmeydam Training and Research Hospital, Turkey 
2Department of Physical Medicine and Rehabilitation, Rehabilitation Hospital, Turkey 
3Department of Cardiology, Cyprus Military Hospital, Turkey 
4Department of Radiology, Ilker Celikcan Physical Medicine and Rehabilitation Hospital, Turkey 

 

        1 

 

 Klippel-Feil Syndrome and Thoracic Outlet Syndrome. Neurol Disord Epilepsy J. 2017; 1(1):113. 

A R T I C L E   I N F O 
 
Article history: 
Received: 08 September 2017 
Accepted: 12 October 2017 
Published: 18 October 2017 
 
 

Copyright: © 2017 Sonkaya AR et al., 
Neurol Disord Epilepsy J 
This is an open access article distributed 
under the Creative Commons Attribution 
License, which permits unrestricted use, 
distribution, and reproduction in any 
medium, provided the original work is 
properly cited. 
 
Citing this article: Sonkaya AR, Kaya E, 
Firtina S, Mehmet AK. Klippel-Feil 
Syndrome and Thoracic Outlet Syndrome. 
Neurol Disord Epilepsy J. 2017; 1(1):113. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Correspondence:  
Ali Rıza Sonkaya,  
Department of Neurology, 
Okmeydam Training and Research 
Hospital, Turkey,  
Email: drsonkay@gmail.com 

CLINICAL IMAGE                                                      
 
Klippel–Feil Syndrome (KFS) is a rare disease that was firstly described in 

1912 by Maurice Klippel and Andre Feil. It is a bone disorder recognized by 

the abnormal fusion of two or more spinal bones, it seem in the cervical 

vertebrae. It has three major features which are short neck, limited age of 

motion in the cervical spine and low hairline at the beck [1]. 

We report the case of a 26-year-old male patient was admitted to 

cardiology clinic with complaint of left arm and chest pain. Mitral valve 

prolapse detected by transthoracic echocardiography. Patient was referred to 

physical therapy and rehabilitation clinic due to cervical scoliosis and the short 

neck. The diagnosis of KFS was established by the radiographic abnormalities 

with fusion defect at cervical spine, hemivertebrae and rib defects (Figure 1).  

Monophasic flow pattern showed by doppler examination during abduction of 

upper limbs, so the patient was diagnosed bilateral thoracic outlet syndrome 

additionally. The occurrence of thoracic outlet syndrome was thought to be the 

reason of cervical rib which can be seen at KFS (Figure 2).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Radiograph of the cervical spine (later view). 
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Scoliosis (%60) is the most common associated anomaly 

in patients with KFS, followed by spina bifida, Sprenge’s 

deformity, urinary tract problems, and  congenital 

cardiovascular anomalies [2]. In conclusion KFS should be 

considered in the differential diagnosis of patients with 

cervical scoliosis and short neck. It should be taking for 

that upper extremity pain may be due to not only the 

cardiovascular diseases accompanying KFS, but also the 

disease like thoracic outlet syndrome. 
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Figure 2: ACT scan of the cervical vertebrae and 3D reconstructed image of the vertebrae and hemivertebrae (arrow) and bilateral cervical costa 
(asterisk). 
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