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Abstract 

Background: Intrathoracic ribs are very rare congenital anomalies, and often discovered incidentally on 
chest X-ray. Since its first description by Lutz in 1947, approximately 50 cases have been reported in the 
literature till date. The aim is to review the all reported intrathoracic ribs, summarize their clinical 
features, and propose a potential classification. 
Methods: All relevant literatures were searched and reviewed. The terms include intrathoracic rib, 
intrathoracic bifid rib, trans-thoracic rib and intrathoracic rib anomaly. We have summarized the first 
finding events, origination, distribution, related anomalies and imaging features of intrathoracic rib, and 
propose an updated classification. 
Results: The patients’ age at initial finding was from six weeks to 79 years old. Of all, sixty percent was 
less than 30 years old. There was no difference in gender. Most of them were reported by authors in 
western countries (85.3%, 58/68), and incidental findings by radiologist and respiratory physician. The 
intrathoracic rib occurs more frequently on the right side, and is usually single and unilateral. According 
to the new classification, type I and II was account for 45.6% and 35.3%, respectively. 
Conclusion: Intrathoracic rib is rare findings in clinical practice. It is useful that radiologists or clinician 
are familiarized with the imaging appearances of these malformations. These anomalies reflect some 
disturbances during the embryo development, leading us to propose a potential classification that could 
contribute to a better understanding of this rib anomaly. 
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Background 
Rib anomalies are reported to account for 1% of 

the population [1]. However, intrathoracic rib 
identified is very rare. It is an unusual thoracic cage 
anomaly manifested a normonumerary or 
supernumerary rib or a bifid rib, which usually 
follows an abnormal course in the thoracic cavity [2]. 
Since its first description by Lutz in 1947 [3], only 
approximately 50 cases have been reported till date 
[4]. In most of all cases, they are asymptomatic, but 
they may be associated with developmental 
abnormalities of ribs and vertebrae. 

There is a wide spectrum of morphologic 
variants of rib anomalies. Unfortunately, the 
boundary between malformation and anatomical 

variation remains unclear, resulting in misdiagnosis 
[5]. Furthermore, these rib anomalies are reported in 
the publication mainstream as case report, typical 
imaging or brief literature review. To the best of our 
knowledge, there are few studies to analyze a larger 
number of cases and morphologic features, to 
determine their prevalence, distribution or association 
with other malformations. More than a decade ago, 
Kamano H et al described a classification of 
intrathoracic rib based on embryologic origination [6]. 
However, it was incomplete and several types of 
intrathoracic rib have not been included. 

We aimed to review all reported literatures of 
intrathoracic rib, in order to summarize their clinical 
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features and to raise awareness on the rare congenital 
rib anomalies. Further, based on their imaging 
features and the existing data in developmental 
biology, a new classification system was proposed as 
an update. 

Methods 
Literature search 

A systematic search was conducted in Medline, 
Embase, EBSCOhost, Google scholar, Web of Science 
and Scopus for literature published from January 1945 
through December 2020. Keywords and medical 
subject headings related to the condition were 
identified prior to initiating the search. The MESH 
search terms for MEDLINE included: (intrathoracic 
rib) OR (bifid intrathoracic rib) OR (transthoracic rib) 
OR (intrathoracic rib anomaly). Gray literature, 
including books and conference papers, were 
collected and these studies were included if they met 
inclusion criteria. No linguistic restriction was 
imposed on the search. The unpublished 
investigations were not included. 

Inclusion and exclusion criteria 
We reviewed published studies according to the 

following criteria: (1) Intrathoracic rib is defined as a 
rib anomaly in which a normal, supernumerary, or a 
bifid rib lies within the chest cavity; (2) subjects who 
had no age restriction at initial presentation; (3) the 
study reported at least one case with intrathoracic rib; 
(4) The types of treatment included surgical and 
non-surgical interventions, Excluded criteria were as 
following: (1) Editorials and comments were 
excluded. (2) Patients with rib deformity lies out the 
chest cavity were excluded. 

The flow chart shows the study selection process 
(Fig. 1). Initially, 119 articles were included by search 
strategy. After reviewing titles and abstracts, sixty-six 
articles remained for screening based on the inclusion 
criteria. Of these sixty-six articles, sixty-four full text 
articles were selected for further evaluation. Six 
studies were excluded after reviewing full-texts. 
Finally, fifty-eight eligible studies were identified, 
relevant to this topic [2-4, 6-60]. 5 papers were in 
German, 1 in Polish, 2 in French, 1 in Portuguese, 1 in 
Spanish, 1 in Japanese, and other 47 papers were in 
English. 

Demographic and radiographic data, including 
age, gender, sites of rib anomalies, as well as other 
related abnormalities, were record. As they were 
diagnosed, initial finding events and related 
symptoms were of great importance and also record, 
including chest pain, fever, cough, hemoptysis, 
dyspnea, etc. Other than that, national and 
department distribution of authors in these literatures 

was analyzed. Based on the imaging features of rib 
anomalies and existing data in developmental 
biology, a new classification of anomalies was 
proposed. 

 

 
Figure 1. Flow chart of identifying and including studies. 

 

Results 
General information 

The details of demographic and radiographic 
data were summarized (supplemental materials). In 
all, sixty-eight cases were described; thirty-one 
(45.6%, 31/68) occurred in males and thirty-six 
(52.9%, 36/68) in females, one case (1.5%, 1/68) was 
no detail gender given. Only one article included 3 
cases; 7 articles included 2 cases; and other 50 papers 
reported single case. Since its first report in 1947, 
average nine cases (13.2%, 9/68) were reported per 
decade. The patients’ age at initial finding was from 
six weeks to 79 years old (Figure 2). Of all, sixty 
percent was less than 30 years old. There was no 
difference in gender. Eight-five percent were reported 
by authors in western countries, and incidental 
findings by radiologist and respiratory physician. 

First finding events and related symptoms 
In most cases, these anomalies are incidental 

findings and asymptomatic. However, chest pain, 
breathing difficulty, and hemoptysis have been 
reported in patients with intrathoracic ribs. Fifty-two 
cases (76.5%, 52/68) had description of first finding 
event. More than one third of patients had incidental 
finding due to chest X-ray for respiratory symptom, 
including fever, cough, hemoptysis, dyspnea, 
tuberculosis, etc. Nine cases (13.2%, 9/68) were found 
due to chest pain, 8 cases (11.8%, 8/68)were found in 
routine health check-up, 9 (13.2%, 9/68) were found 
in preoperative or on admission routine checkup, 4 
(5.9%, 4/68) were following-up for other disease, and 
1(1.5%, 1/68) was swallowed a cent piece. 
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Figure 2. The tendency of growth cases per ten years (A). The age distribution of intrathoracic rib (B). 

 
In most of cases, it seems probable that these 

symptoms were unrelated to the intrathoracic rib. 
Relevant symptoms were present in only two cases 
(2.9%, 2/68). In Marbut’s case, a 20-year-old female 
had pain in the region of the scapula on the side of the 
anomaly. However, she presented the symptoms from 
an injury to the thoracic spine [8]. So it was hard to say 
whether related to rib anomaly. Another case was 
reported by Coyan G in 2016, which was a 
supernumerary intrathoracic rib causing increasing 
chest pain. The patient underwent robotic-assisted 
video-assisted thoracoscopic resection and 
preoperative symptoms were completely resolved 
upon discharge [51]. 

Location of rib anomalies 
The intrathoracic rib occurs more frequently on 

the right side, and is usually single and unilateral. 
Forty cases (58.8%, 40/68) were right-sided and 
twenty-seven (39.7%, 27/68) on the left; the ratio was 
3:2. Only one case had bilateral intrathoracic ribs 
(1.5%, 1/68). The location of intrathoracic rib was 
summarized in Tables 1and 2. In most of cases, it 
arises between the 2nd and 8th thoracic vertebra; or 
between first and seventh proximal or distal rib. There 
were two cases no articulation with rib or vertebra, 
named floating intrathoracic rib. One was found 
incidentally and asymptomatic; a 44-year-old male 
with a pericardiac rib (along the left ventricular wall) 
and without any osseous union with a vertebra or rib 
[45]. Another one was reported by Peterson MS in 
1993, which was extended from the level of left sixth 
posterior interspace to the level of the posterior aspect 
of ninth rib without osseous attachment [34]. 

 

Table 1. The rib origin of intrathoracic rib 

 Rib 
Origin 1st 2nd 2nd, 3rd 3rd 4th 5th 6th 7th 
Cases 2 4 1 9 10 10 4 3 

Table 2. The vertebral origin of intrathoracic rib 

 Vertebra body 
Origin C7, T6-7 T2-3 T3 T3-4 T4 T4-5 T5 T6 T6-7 T7 T8 
Cases 1 1 2 2 2 1 7 3 1 2 1 

 
 
There was only one case of a bilateral anomaly, 

which had four thoracic cavity-like compartments 
separated by two intrathoracic rib extending 
inferolaterally in bilateral hemithorax. Reconstruction 
CT showed there was a bifurcated rib articulated with 
anterior aspect of the T5 vertebra, extending toward 
on anterior inferolaterally and protruding into the 
thorax cavity [58]. Two cases had two anomalous 
intrathoracic ribs on the same side, one articulating 
with T6 and the other with T7 vertebra [9]. Another 
case has two left-sided intrathoracic ribs, one arising 
from posterior segment of the 7th rib and other from 
5th rib [28]. Only one case with four intrathoracic ribs 
from most dorsal part of the normal rib was found 
during autopsy by anatomist in 2013 [50]. Two cases 
presented rib protruded into the thorax cavity and 
resulted in lung collapse [9, 47]. 

Imaging features and other related anomalies 
In all cases, the majority were demonstrated by 

plain film, conventional tomography or three 
dimensional CT. Three cases were confirmed by 
surgery, and other three were found by autopsy. In 
the past, three patients have been subjected to 
unnecessary thoracotomy. Expansion of the rib head, 
tent-like pleural extension and intrathoracic fat were 
identified to special imaging features in previous 
studies [33,57] (Fig. 3). These features were very 
helpful for correct diagnosis of intrathoracic rib on the 
era of only X-ray. But now it is more easily using CT 
scan and three dimensional reconstructions. 

On some occasions, intrathoracic ribs exhibit 
diaphragmatic attachments, usually in the form of a 
fibrotic band or fat layer. In all cases, 18 (26.5%, 18/68) 
were attached to diaphragm and 50 were no 
diaphragmatic attachment. Four of the cases (5.9%, 
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4/68) had fiber band attachment to the pleura with 
tent-like pleural extension. Only one case had fibrous 
band attaching to the T9 right side with thoracic 
scoliosis [43]. Six cases (8.8%, 6/68) had mild thoracic 
scoliosis and two with bloc vertebra. One case had 
congenital thoracic kyphoscoliosis [58]. Only one case 
had reported incidental associated findings include 
right-sided aortic arch [8] and liver eventration [41]. 
Two cases had an additional rib anomaly, bilateral 
hypoplasia 1st rib and cervical rib [9,22]. 

Classification of intrathoracic rib 
Based on the features of imaging, we classified 

the intrathoracic rib into five types. Type I: 
intrathoracic rib articulating with a vertebral body, 
including two subtypes: A. arising from lateral 
vertebral body (left or/and right); B. arises from 
anterior vertebral body (unilateral or bilateral); Type 
II: intrathoracic rib arising from proximal rib. Type III: 
intrathoracic rib arising from distal rib (bifid or forked 
rib). Type IV: rib locally depressed into the thoracic 
cavity. Type V: floating intrathoracic rib, lack of 
osseous attachment to another rib or to a vertebra 

(Fig. 4A, B). 
Of the all reported cases, we classified 24 as type 

IA, 4 as type IB, 26 as type II, 6 as type III, 1 as type IV, 
2 as a type V (Table 3). Furthermore, there are some 
mixed type cases, including 1 as a type IA+type II that 
has two intrathoracic ribs [29], 2 as type III+IV with 
characteristics of a type III bifid intrathoracic rib and a 
type IV focal depressed intrathoracic rib [6,33], 1 as a 
type IA+III+IV that has two intrathoracic rib, one 
articulation with vertebra body and other with bifid 
and depressed rib [49]. One is type IB+III+IV with 
characteristics of a type IB arising from anterior 
vertebral body, type III distal bifid intrathoracic rib 
and a type IV locally depressed intrathoracic rib. The 
rare case was reported by our team recently in Thorax 
[58]. It revealed that four thoracic cavity-like 
compartments were separated by bifid rib extending 
inferolaterally in bilateral hemithorax, with fibrous 
band attaching to hemi-diaphragm. The patient had 
undergone spinal fusion surgery due to congenital 
kyphosoliosis. There was no special intervention for 
intrathoracic rib because of his asymptomatic (Fig. 5). 

 

 
Figure 3. Typical image: a 13-year-old man with bilateral bifid intrathoracic rib. postero-anterior and lateral radiograph showed kyphoscoliosis in thoracic spine, and four 
thoracic cavity compartments were separated by bilateral intrathoracic rib (A, B). The coronal CT showed two deformed rib extending inferolaterally in bilateral hemithorax, 
forming focal additional compartment with fiber band-like attachment to pleura (C). CT scan with 3D reconstruction showed bifurcated rib articulated with anterior aspect of 
the T5 vertebra. Distal anomalous rib had osseous connection with adjacent fused rib, extending bifid rib locally depressed into the thoracic cavity (D, E). 
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Figure 4. The classification of intrathoracic rib. A. Type I: supernumerary intrathoracic rib articulating with a vertebral body. Arising from lateral vertebral body (left or/and 
right). B. Arises from anterior vertebral body (unilateral or bilateral); Type II: supernumerary intrathoracic rib arising from proximal rib. Type II: bifid intrathoracic rib, with the 
bifurcation in a distal rib. Type IV: rib locally depressed into the thoracic cavity. Type V: floating intrathoracic rib, lack of osseous attachment to another rib or to a vertebra. 

 
Figure 5. Origination of intrathoracic rib in axial view: Type IA. lateral vertebral body; Type IB. anterior vertebral body; Type II: proximal rib; Type III: distal rib. Type IV: rib 
locally depressed into the thoracic cavity. Type V: floating intrathoracic rib. 

 

Table 3. Distribution of intrathoracic rib cases in proposal 
classification 

Type Description of morphology NO. of Cases  
I Intrathoracic rib articulating with a vertebral body. 28 

A: arising from lateral vertebral body (left or/and right) 24 
B: arises from anterior vertebral body (unilateral or 
bilateral) 

4 

II Intrathoracic rib arising from proximal rib 26 
III Bifid or forked Intrathoracic rib, with the bifurcation in a 

distal rib 
6 

IV Rib locally depressed into the thoracic cavity 1 
V Floating intrathoracic rib, lack of osseous attachment to 

another rib or to a vertebra 
2 

Discussion 
Intrathoracic rib is a very rare anomaly in which 

a normal, supernumerary, or a bifid rib lies within the 
chest cavity. The classification of intrathoracic rib has 
been described in previous literatures. In 1991, 
Hawass NE, et al first time have described 
intrathoracic rib anomalies as three forms: 1. Local 
depression of one or more ribs into the thoracic cavity. 
2. Supernumerary intrathoracic rib arising from the 
vertebral body. 3. Supernumerary intrathoracic rib as 
a rare variant of rib forking [33]. In 2006, Kamano H et 
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al. suggested classification of intrathoracic rib into 
three categories. Type I: supernumerary intrathoracic 
rib articulating with a vertebral body or proximal rib. 
Type II: bifid intrathoracic rib. Type III: rib locally 
depressed into the thoracic cavity [6]. However, we 
found these classifications were incomplete; some rare 
intrathoracic rib had been not included. On the other 
side, anomalous rib arising from anterior and lateral 
aspect of vertebra was completely different. We 
proposed the new classification of intrathoracic rib 
based on imaging features and embryologic disorder. 

The bone structure of the ribs and vertebrae is 
formed in close association during gestation weeks 2 
to 6 [59]. Ribs originate in the somites, which will give 
rise to specific structures for adapting to their 
function. This is reflected in the distinct morphology 
of thoracic vertebrae and in the formation of 
costo-vertebral joints [2]. Aoyama et al defined three 
compartments for each rib that developed under 
different controls: proximal rib depending on 
ventral-axial tissues, vertebro-distal rib depending on 
the surface ectoderm, and sterno-distal rib depending 
on the lateral plate mesoderm. Thus the proximal part 
was dependent on the notochord and ventral neural 
tube; while the distal rib depended on the surface 
ectoderm. Sterno-distal rib may be partly 
dermomyotome. The normal development of the ribs 
is dependent on signaling from the dermomyotome or 
its derivative, the myotome [62]. 

During embryonic development, any abnormal 
signal that disturbs the interaction is believed to cause 
rib anomalies. In the process of rib formation, the 
cartilage accumulations tend to form some type of 
articulation with the adjacent vertebral bodies. 
Distribution disorders of paravertebral cartilage 
masses can result in abnormal ribs extend in late 
embryonic [63]. Therefore, abnormal patterning such 
as fused rib, widened rib, forked rib, asymmetrically 
positioned ribs, and fewer or absent ribs were formed. 
It is not difficult to understand that the radiographical 
classification from above mentioned different 
embryological origins of patterning of intrathoracic 
rib. It is suggested that intrathoracic rib results from 
incomplete fusion of the cranial and the rostral 
segments of the sclerotome during embryological 
development. 

From the viewpoint of genetic and molecular 
biology, the control of rib development appears to be 
regulated through Myf5/Myf6 expression [64]. 
Referring to the classification of intrathoracic rib we 
propose, type I is associated with vertebrae 
abnormality; Hox gene family is reported to be 
important in the development of vertebra [65]. TypeⅡ 
is arising from proximal rib. It was reported that Pax-1 
is responsible for proximal rib development [62]. The 

type III condition reflects a bifid rib originating from a 
distal rib. Aoyama et al. thought there was some 
evidence that the Myf5 knockout mouse lacked distal 
ribs. Pax-3-deficient mice also exhibit severe distal rib 
defects [63]. Type IV is the depressed intrathoracic rib, 
which is believed to arise from a combination of 
alterations in gene expression and a pressure effect 
applied to the chest wall [33]. Type V is floating 
intrathoracic rib. We postulate improper distribution 
of cartilage masses could lead to no articulation with 
corresponding vertebra body. The specific 
developmental biological mechanism needs further 
investigation. 

With the development of imaging technology, 
use of CT scan imaging can identify the extrapleural 
location, the origin and path of the intrathoracic rib. It 
also further characterizes the potential associated 
findings such as intrathoracic fat or the presence of a 
fibrous diaphragmatic attachment. CT reconstructions 
allow a better appreciation of the curving tubular-like 
nature of the intrathoracic rib and its similarity to 
other ribs. 

Conclusion 
Intrathoracic rib is rare findings in clinical 

practice. It is useful that radiologists or clinician are 
familiarized with the imaging appearances of these 
malformations. The first finding events, origination, 
distribution, related anomalies and imaging features 
of intrathoracic rib were analyzed comprehensive for 
all reported cases. Furthermore, these anomalies 
reflect some disturbances during the embryo 
development, leading us to propose a potential 
classification that could contribute to a better 
understanding of this rib anomaly. 
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CT: computed tomography; T: thoracic. 

Supplementary Material  
Supplementary table S1.  
http://www.medsci.org/v18p3800s1.pdf 

Acknowledgements 
Many thanks are given to our center colleagues 

and the devotion of the patient. Thanks to Johns 
Hopkins Welch Medical Library for literature search 
support. 

Ethics approval and consent to participate 
This retrospective study was approved by the 

Ethics Committee of The Second Hospital of Shanxi 
Medical University. The patients gave their written 
informed consent for the study. 



Int. J. Med. Sci. 2021, Vol. 18 

 
http://www.medsci.org 

3806 

Funding 
The collection and analysis of data were 

supported by national natural science foundation of 
china (81702212). 

Authors’ contributions 
XXH and ZS conceived and designed the study. 

KL and BZ reviewed and recorded the data. XXH 
wrote the paper. ZS reviewed and edited the 
manuscript. All authors read and approved the 
manuscript. 

Availability of data and materials 
The datasets used and/or analyzed during the 

current study are available from the corresponding 
author upon reasonable request. 

Competing Interests 
The authors have declared that no competing 

interest exists. 

References 
1. Etter LE. Osseous abnormalities of the thoracic cage seen in forty 

thousand consecutive chest photo roentgenograms. Am J Roentgeno. 
1944; 51:359-63. 

2. Bottosso N, Ghaye B. Bifid intrathoracic rib. JBR-BTR. 2008; 91:86-7. 
3. Lutz P. Uber eine ungewohnliche Rippenanomalie zugleich ein Beitrag 

zur distalen Rippengabelung. Wien Klin Wochenschr.1947; 59:846-9. 
4. Thakare P, Utpat K, Desai U, et al. Accessory intrathoracic ribs-a quaint 

anatomical variation. J. Evid. Based Med. Healthc. 2018; 5:1216-7. 
5. Aignătoaei AM, Moldoveanu CE, Căruntu ID, et al. Incidental imaging 

findings of congenital rib abnormalities-a case series and review of 
developmental concepts. Folia Morphol (Warsz). 2018; 77:386-92. 

6. Kamano H, Ishihama T, Ishihama H, et al. Bifid intrathoracic rib: a case 
report and classification of intrathoracic ribs. Intern Med. 2006; 
45:627-30. 

7. Jacobs S. A supernumerary rib. Am Rev Tuberc. 1949; 59:76. 
8. Marbut WM, Deginder WL. Supernumerary intrathoracic rib; a case 

report. US Armed Forces Med J. 1935; 4:1507-10. 
9. Merendino KA, Stevenson JK. Two unusual congenital anomalies of the 

thorax:(1) supernumerary ribs and (2) abnormal intrathoracic fascial 
band; review of literature. J Thorac Surg. 1956; 32:521-7. 

10. Plum GE, Hayles AB, Bruwer AJ, et al. Supernumerary intrathoracic rib: 
a case report. J Thorac Surg.1957; 34:800-3. 

11. WILK E, HULSHOFF T. An unusual anomaly of the ribs. Fortschr Geb 
Rontgenstr Nuklearmed. 1957; 86:531-2. 

12. Whitlark FL, Engels EP. Supernumerary left intrathoracic rib with 
right-sided aortic arch. JAMA.1962; 179:968. 

13. von RJ, de JR. Description of 2 cases of intrathoracic rib (review of the 
literature and discussion). Ann Radiol (Paris).1962; 5:639-48. 

14. Weinstein AS, Mueller CF. Intrathoracic rib. Am J Roentgenol Radium 
Ther Nucl Med. 1965; 94:587-90. 

15. Rosenblum DJ, Gokcebay TM, Schluger J. Supernumerary intrathoracic 
ribs. N Y State J Med. 1966; 66:962-3. 

16. Loewe KR. On an unusual rib abnormality with intrathoracic 
components. Zentralbl Allg Pathol. 1967; 110:286-91. 

17. Shoop J. Transthoracic rib. Radiology. 1969; 93:1335-6. 
18. Heller RM, Perreault G. Supernumerary right intrathoracic rib. Postgrad 

Med. 1970; 48:71-3. 
19. Kermond AJ. Supernumerary intrathoracic rib-an easily recognized rare 

anomaly. Australas Radiol. 1971; 15:131-2. 
20. González de Vega N, González de Vega JM. Unusual form of 

supernumerary rib (report of a case). Rev Clin Esp. 1971; 120:479-80. 
21. Freed C. Intrathoracic rib: a case report. S Afr Med J. 1972; 46: 1165-7. 
22. Polga JP, Kroeker M, Cloud M. Supernumerary intrathoracic ribs. Am 

Rev Respir Dis. 1974; 109:283-5. 
23. Friedrich M, Gerstenberg E, Goy W. The intrathoracic rib (author’s 

transl). Rofo. 1975; 122:438-42. 

24. Kelleher J, O'Connell DJ, MacMahon H. Intrathoracic rib: radiographic 
features of two cases. Br J Radiol. 1979; 52:181-3. 

25. Hilton SV, Edwards DK. Radiological case of the month: intrathoracic 
rib. Am J Dis Child. 1980; 134:1085-6. 

26. Farrell JT. Intrathoracic rib: a case report with review of the literature. J 
Am Osteopath Assoc. 1980; 79:598-600. 

27. Hashimoto K, Akagawa S, Murota N, et al. Case of supernumerary 
intrathoracic rib. Nihon Kyobu Shikkan Gakkai Zasshi. 1983; 21:684-7. 

28. Stark P, Lawrence DD. Intrathoracic rib-CT features of a rare chest wall 
anomaly. Comput Radiol. 1984; 8:365-7. 

29. Wilamski E, Góraj B, Chmielowski M. Intrathoracic ribs. Pol Przegl 
Radiol. 1984; 48:203-8. 

30. Wilk Von E, Hülshoff Th. Über eine seltene Rippenanomalie. Rofo. 1957; 
86(4): 531-532. 

31. Blery M, Chagnon S, Houdart E, et al. The intrathoracic rib. A study in 
X-ray computed tomography. J Radiol. 1988; 69:13-5. 

32. Trigaux JP, Sibille Y, Van Beers B. Intrathoracic rib: CT features. J 
Comput Assist Tomogr. 1990; 14:133-5. 

33. Hawass NE, Bahakim H, al-Boukai AA. Intrathoracic fat. A new CT 
feature of intrathoracic rib. Case report. Clin Imaging 1991; 15:31-4. 

34. Peterson MS, Plunkett MB. CT demonstration of an intrathoracic rib. AJR 
Am J Roentgenol. 1993; 160:895. 

35. Kamaruddin K, Wright NB, Pilling DW. Intrathoracic rib. Pediatr Radiol. 
1995; 25: 60-1. 

36. Laufer L, Schulman H, Hertzanu Y. Intrathoracic rib demonstrated by 
helical CT with three-dimensional reconstruction. Eur Radiol. 1999; 
9:60-1. 

37. MacEneaney P, Fennessy J, Masterson J. Supernumerary intrathoracic 
ribs: imaging features of two cases. J Thorac Imaging. 2001; 16:123-6. 

38. Barreiro T, Trawick D. A Rare Thoracic Finding: The Intrathoracic Rib. 
Clin Pulm Med. 2003; 10: 302-4. 

39. Onbas O, Alper F, Kantarci M, et al. Intrathoracic rib: multidetector 
computed tomography demonstration. Eur J Cardiothorac Surg. 2005; 
27:1113. 

40. Argyriou P, Pousios D, Tsocanas D, et al. Demonstration of an 
intrathoracic rib with computed tomography and three dimensional 
reconstruction. Ann Thorac Surg. 2007; 84:2117. 

41. Fischer B, Degenhardt P. A complex congenital anomaly: liver 
eventration because of intrathoracic rib and vertebral segmentation 
disorder-a case report. J Pediatr Surg. 2008; 43:E5-E7. 

42. Watkins TW, Wilkinson AG, Greer ML. Atypical intrathoracic rib in a 
pediatric patient requiring helical CT scan with 3-D reconstruction for 
diagnosis. Pediatr Radiol. 2008; 38:1003-5.  

43. Apaydin M, Sarsilmaz A, Varer M. Third accessory (supernumerary) 
intrathoracic right rib. Surg Radiol Anat. 2009; 31:641-3. 

44. Chung JH, Pipavath SN. Images in clinical medicine. Intrathoracic rib. N 
Engl J Med. 2009; 361:2557. 

45. Sayegh K, Ajlan AM, Pescarus R, et al. A congenitally floating 
intrathoracic rib: A case report with an overview of the literature. 
European Journal of Radiology Extra. 2009; 72:e75-7. 

46. Carvalho FHG, Lopes GP. Costela intratorácica: relato de caso. Radiol 
Bras. 2012; 45:121-2. 

47. Basarslan F, Bayarogulları H, Tutanc M, et al. Intrathoracic rib associated 
with pulmonary collapse in a pediatric patient. Iran J Radiol. 2012; 
9:220-2. 

48. Kayiran SM, Gumus T, Kayiran PG, et al. Supernumerary intrathoracic 
rib. Arch Dis Child. 2013; 98:441. 

49. Mahajan PS, Hasan IA, Ahamad N, et al. A unique case of left second 
supernumerary and left third bifid intrathoracic ribs with block 
vertebrae and hypoplastic left lung. Case Rep Radiol. 2013; 2013:620120. 

50. Prados J, Archilla F, Melguizo C, et al. Four accessory (supernumerary) 
intrathoracic ribs: a case report. Surg Radiol Anat. 2013; 35:627-9. 

51. Coyan G, Daon E. Resection of supernumerary intrathoracic rib using 
robotic-assisted video-assisted thoracoscopic surgery. Surg Radiol Anat. 
2016; 38:415-7. 

52. Padmanabhan A, Zunimol MP. Anuncommon congenital anomaly of the 
ribs. Lung India. 2016; 33:240-1. 

53. Abdollahifar MA, Abdi S, Bayat M, et al. Recognition of a rare 
intrathoracic rib with computed tomography: a case report. Anat Cell 
Biol. 2017; 50:73-5. 

54. Ikeda M, Inoue KI, Kusagaya H. A case of supernumerary intrathoracic 
rib. Asian Cardiovasc Thorac Ann. 2017; 25:400. 

55. Ahmadipour S, Mohsenzadeh A, Sabzevari ZM. An intrathoracic rib in a 
3-year-old boy. Br J Hosp Med (Lond). 2017; 78:414. 

56. Kuyumcu G, Shah P. Intrathoracic Rib; when to use tomography? Arch 
Bronconeumol. 2017; 53:31. 

57. Kabakus IM, Atceken Z, Ariyurek OM. Expansion of the Rib Head: A 
Novel Computed Tomographic Feature of Supernumerary Intrathoracic 
Ribs. Eurasian J Med. 2017; 49:64-5. 



Int. J. Med. Sci. 2021, Vol. 18 

 
http://www.medsci.org 

3807 

58. Xue X, Zhao S. Four thoracic cavity compartments caused by bilateral 
bifid intrathoracic rib. Thorax. 2020;75:528-9. 

59. Muise ED, Lee EY, Paltiel HJ, Gaffin JM. Supernumerary intrathoracic 
rib, a rare congenital anomaly: Case report and review of the literature. 
Pediatr Pulmonol. 2020; 55:1487-9. 

60. Canan A, Saboo SS, Batra K. Rare intrathoracic rib: Significance and 
associations in and adult. Lung India. 2020; 37:277-9. 

61. Kurihara Y, Yakushiji YK, Matsumoto J, et al. The ribs: anatomic and 
radiologic considerations. Radiographics. 1999; 19:105-19. 

62. Aoyama H, Mizutani-Koseki Y, Koseki H. Three developmental 
compartments involved in rib formation. Int J Dev Biol. 2005; 49:325-33. 

63. Aoyama H, Asamoto K. The developmental fate of the rostral/caudal 
half of a somite for vertebra and rib formation: experimental 
confirmation of the resegmentation theory using chick-quail chimeras. 
Mech Dev. 2000; 99:71-82. 

64. Mallo M, Wellik DM, Deschamps J. Hox genes and regional patterning of 
the vertebrate body plan. Dev Biol. 2010; 344:7-15. 

65. Wellik DM. Hox patterning of the vertebral axial skeleton. Dev Dynam. 
2007; 236:2454-63. 


