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Injury to branches of the subclavian artery may arise during operations of the neck due
to anatomical variation of the subclavian branches. This can be a surgical disaster with the
accompanying danger or injury to more vital adjacent structures such as the brachial plexus because
of the bloody field of operation. To avoid such injuries this study examined and describes
the variation of the subclavian branches in 84 subjects. Numerous variations of the subclavian
branches were found. The clinical significance of the observations on the subclavian branches

is also discussed in this article.
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Incomplete knowledge of anatomy leads to
hazards in surgery of the neck and in the
upper thorax. Most of the modem literature deal-
ing with complications in head and neck surgery,
and with surgical anatomy of the neck, seldom
mentions the subclavian artery and its branches." ' To
even the ekperienced surgeon, inadvertent injury of
the subclavian artery and its branches can be a surgical
disaster."™ Most accounts of head and neck surgery
seem to stress the importance of being gentle-handed
when the operation reaches the carotid arteries and
internal jugular veins. But little attention is given to
the possibility of damaging other important arterial
trunks which could make their weight felt in the
bloody operation.""'” Danger or injury to these
vessels may arise during separation of the malig-
nant process adherent to the vessel wall or due
to anatomical variations of the subclavian artery and

its branches in the lower part of the neck.

The right subclavian artery arises from the
brachiocephalic (innominate) trunk. The left subclavian
artery arises typically from the arch of the aorta.
They arch upward and laterally, rising usually above
the level of the upper border of the clavicle, presenting
themselves as a loop in the supraclavicular region.
Then they pass behind the anterior scalene muscle and

leave the neck by crossing the first rib, there
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ANuARLLTERINIKRIA 9 Bamaaatdaauasnglanszanindaii 191

becoming the axillary artery."** The anterior sca-
lene muscle is the landmark by which the subclavian
artery is divided for descriptive purposes into three
portions; the first part of each vessel is medial to the
scalene, the second behind it, the third lateral to it.
Except for the first part, the relation of the two
subclavian arteries are similar."** This study spe-
cifically examined the branches of the subclavian
artery and the posible anatomical variations of its

origins.
Material and methods

In the course of this study, disections were

performed on 84 laboratory specimens, and for each

dissection a record was made of the subclavian
artery with all of its existing branches. Since much
of the material was obtained as the result of medical
student dissections, certain branches may have
been destroyed prior to examination. In such cases

the destroyed vessels were not included in the data.

A total of 168 subclavian arteries were dis-
sected at the Department of Anatomy, Faculty of
Medicine, Chulalongkorn University over a period
of 3 years. In no case was there any previous surgery
connected with the cervical and the upper thoracic
region. After dissection some specimens were photo-

graphed.
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Results (table 1 and table 2)

Table 1. The origins of branches of the subclavian artery.

Origin
SUBCLAVIAN A. Other
Thyro- origins (see
Artery Side Total 1 st 2 nd 3rd cervical table 2) Absent

(No) No (%) No (%) No (%) No (%) No (%) No (%)

Vertebral a. L 74 74 (100)

R 75 74(98.67) 1 (1.33)

T 149 148(99.33) 1 (0.67)
Internal L 73 72(98.63) 1 (1.37)
thoracic a. R 75 72(96.00) 1(1.33) 2(2.67)

T 148 144(97.30) 1(0.68)  3(2.03)
Thyrocervi- L 71 69(97.18) 2(2.82)
cal trunk R 74 70(94.59) 1(1.35)  3(4.05)

T 145  139(95.86) 1(0.69)  5(3.45)
Costocervi- L 73 46(63.01) 25(34.25) 1(1.37) 1(1.37)
cal trunk R 75 26(34.67) 49(65.33)

T 148 72(48.65) 74(50.00) 1(0.68) 1(0.68)
Dorsal L 78 13(16.67) 9(11.54) 21(26.92) 35(44.87)
scapular a. R 84 12(14.29) 9(10.71) 29(34.52) 31(36.90) 3(3.57)

T 162 25(15.43) 18(11.11) 50(30.86) 66(40.74) 3(1.85)
laferior L 73 4(5.48) 69(94.52)
thyroid-w. R 75 4(5.33) 70(93.33) 1(1.33)

T 148 8(5.40) 139(93.92) 1(0.68)
SupMgragi- L 72 1(1.39) 10(13.89) 59(81.94) 2(2.78)

R 74 2(2.70) 14(18.92) 56(75.68) 2(2.70)

T 146 2(1.37) 1(0.68) 24(16.44)115(78.77) 4(2.74)
Transverse L 73 11(15.07) 2(2.74) 3(4.11) 56(76.71) 1(1.37)
cervical a. R 75 12(16.00) 1(1.33) 5(6.67) 57(76.00)

T 148 23(15.54) 3(2.03) 8(5.41) 113(76.35) 1(0.67)
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Table 2. The rare origins of branches of the subclavian artery.

(Other origins of the table 1 are described in this table).

Artery Side No (%) Origin
Thyrocervical trunk R 1 (1.35) Vertebral a.
Dorsal scapular a. R 2 (2.38) Highest intercostal a.
R 1 (1.19) Highest thoracic a.
Inferior thyroid a. R 1 (1.33) Internal thoracic a.
R 1 (1.35) Axillary 1st part
Suprascapular a. L 1 (1.38) Axillary 1st part
L 1 (1.38) Dorsal Scapular a.
R 1 (1.35) Dorsal Scapular a.
Transverse cervical a. L 1 (1.37) Internal thoracic a.

Table 3. The origins of the common trunks of the subclavian branches which were often found in this study.

Origin
SUBCLAVIAN A.

Thyro-
Common trunk side NO 1 st 2 nd 3rd cervical Other
No (%) No (%) No (%) No (%) No (%)

Dorsal scapular a. & L 33 9 (2227) 1 (3.03) 3 (9.09) 20 (60.61)
Transverse cervical a. R 33 11 (33.33) 1 (3.03) 3 (9.09) 18 (54.55)

T 66 20 (30.30) 2 (3.03) 6 (9.09) 38 (57.58)
Internal thoracic a. L 7 7 (100)
& Thyrocervical tr. R 2 2 (100)

T 9 9 (100)
Dorsal scapular a. L 5 (100)
& Supra scapular a. R 1 (20.00) 1 (20.00) 3 (60)
& Transverse cervical a. T 10 1 (10.00) 1 (10.00) 8 (80.00)
Costocervical tr. & L
Dorsal scapular a. R 1 1 (100)

T 1 1 (100)
Suprascapular a. & L 1 1* ‘(160)
Transverse cervical a. R 2 1 (50.00) 1 (50.00)

T 3 1 (33.33) 1 (33.33) 1(33.333)
Dorsal scapular a. & L 1 1 (100) V
Suprascapular a R

T 1 1 (100)

*Origin from the dorsal scapular a.
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Table 4. Frequency of the subclavian branches which originated as common trunks of the subclavian branches.

Artery Total  Common trunk with Side No (%)
(No)

Internal thoracic a. 148 Thyrocervical trunk L 7 (4.73)

R 2 (1.35)

T 9 (6.08)

Thyrocervical trunk 145 Internal thoracic a. L 7 (4.83)

R 2 (1.38)

T 9 (6.21)

Costocervical trunk 148 Dorsal scapular a. L 0 (0.00)

R 1 (0.68)

T 1 (0.68)

Dorsal scapular a. & L 5 (3.42)

Transverse cervical a. R 5 (3.42)

T 10 (6.85)

Suprascapular a. 146 Transverse cervical a. L 1 (0.68)

R 2 (1.37)

T 3 (2.05)

Dorsal scapular a. L 1 (0.68)

R 0 (0.00)

T 1 (0.68)

Transverse cervical a. L 33 (20.37)

R 33 (20.37)

T 66  (40.74)

Dorsal scapula a. 162 Suprascapular a. L 5 (3.09)

& Transvese cervical a R 5 (3.09)

T 10 (6.17)

Costocervical trunk L o (0.00)

R 1 (0.62)

T 1 (0.62)

Suprascapular a. L 1 (0.62)

R 0 (0.00)

T 1 (0.62)

Dorsal scapular a. L 33 (22.30)

R 33  (22.30)

T 66  (44.59)

Transverse cervical a. 148 Dorsal scapular a. L 5 (3.38)

' & Suprascapular a. R 5 (3.38)

T 10 (6.76)

Suprascapular a. L 1 (0.68)

R 2 (1.35)

T 3 (2.03)
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1. The vertebral artery

In 84 bodies, we found 149 intact vertebral
arteries. All were branches of the first part of the
subclavian artery except for one artery on the right side.
It arose from the second part of the subclavian artery.
Branches of the vertebral artery are rare in the
extravertebral portion of its course. We found only one

thyrocervical trunk arose from it.

2. The internal thoracic artery

Of the 148 intact internal thoracic arteries, one
descended from the second part of the subclavian artery
and three arteries were branches of the third part of
the subclavian artery. The others were branches of the

first part of the subclavian artery.

3. The thyrocervical trunk

We dissected 145 thyrocervical trunks, 139
arteries were branches of the subclavian artery medial
to scalenus anterior muscle. One was a branch of the
vertebral artery, and five were absent without evidence

of damage.

4. The costocervical trunk

In 148 costocervical trunks(46 on the left and
26 on the right) the costocervical trunks were branches
of the first part of the subclavian artery. In 25 left and
49 right, the second part of the subclavian artery gave
off the costocervical trunk. Only one was found as
a branch of the third part of the subclavian artery,

and one was absent.

5. The dorsal scapular artery
Of the 162 dorsal scapular arteries, 25
arose from the first part of the subclavian artery. 18

were branches of the second part of the artery. In 21

v ] - > h
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on the left and 29 on the right, the dorsal scapular artery
descended from the third part of the subclavian artery.
In 35 on the left and 31 on the right, the thyrocervical
trunk gave off this artery. In other variations found
one was a branch of the highest intercostal artery and

two were branches of the highest thoracic artery.

6. The inferior thyroid artery
In 148 found arteries, 139 were branches of the

thyrocervical trunk. Eight arose as a single branch

~ from the first part of the subclavian artery, and one

from the right internal thoracic artery.

7. The suprascapular artery

Of 146 arteries, 115 suprascapular arteries
were branches of the thyrocervical trunk. 24 arose
from the third part of the subclavian artery. One on
the left arose from the second part of the artery, and two

on the right arose from the third part.

Four other variations, each on the right and
left, arose from the first part of the axiallary artery.
One right and one left were branches of the dorsal

scapular artery.

8. The transverse cervical artery

Of the 148 arterise, 113 arose from the
thyrocervical trunk. Eight arose from the third part
of the subclavian artery, three arose from the second
part of this artery and 23 were given off from the third
part. One internal thoracic on the left gave off the

abnormal transverse cervical artery.

Common trunks of the branches of the
subclavian artery are very common. They are shown

in table 3 and table 4.
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Discussion

The most striking anomaly of the subclavian
artery frequently reported is the rather rare (about 1%)
retroesophageal right subclavian artery.®°® This can
best be explained on the basis of the embryologic
development of this segment of the vascular net-
work.®’*®  The purpose of this study was to
provide more detail. We searched for variations in the
branches of the subclavian artery so as to provide
adequate knowledge for avoiding injury during heck
operations. Of the numerous complications encoun-
tered in neck surgery, hemorrhage of the subclavian

branches may cause considerable hazard.("®

The vertebral artery

The vertebral arteries, which play such a
fundamental role in anchoring the descent of the aorta,
are also subject to anomalies based on variations
occuring in the process of their development. It
is believed that the cervical portion of the verte-
bral arteries is formed by a series of longitudinal
anatomoses between the upper 7 dorsal segmental
arteries. Usually the proximal portions of the upper
6 dorsal segmental arteries entering into this anasto-
mosis disappear, thus leaving the vertebral artery as a

branch of the subclavian artery.*”*? However, should

Chula Med J

the proximal stem of the incorporated sixth dorsal
segmental artery persist, then the right vertebral artery
will take its origin from the common carotid artery,
while on the left the vertebral artery will arise as a
branch of the aortic arch proximal to the left subclavian

74 Considering this complex embryologic

artery
development, it is suprising to learn that the vertebral
arteries are the most constant of the subclavian branches.
The vertebral artery is usually described as arising from
the subclavian artery medial to the scalenus anterior
muscle. The vessel then courses upward posteriorly to
enter the foramen in the transverse process of the sixth
cervical vertebra."*** Based on our study, only one
of 149 vertebral arteries arose as a branch of the second
part of the subclavian artery. Branches of the vertebral
artery are rare in the extravertebral portion. We found
only one thyrocervical trunk originating from the right
vertebral artery. A surgeon unaware of this artery might
well cause serious or even fatal hemorrhage and
do untold damage to such important adjacent struc-
tures as the brachial plexus, thoracic duct, common
carotid artery or internal jugular vein if this vessel
was accidentally torn or severed while attempting
to mobilize or ligate the inferior thyroid artery as it
crosses beneath the carotid sheath in doing a
thyroidectomy, of attempting to excise a pharyngeal

diverticulum.('®
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Brachial plexus

Subclavian a.

Axillary a. —
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Figure 1. The sites of origin of the vertebral a.

a) The second part of the subclavian a.(0.67%)

b) The first part of the subclavian a. (99.33%)

The internal thoracic artery

The internal thoracic artery usually origi-
nates from the first portion of the subclavian artery,
opposite the thyrocervical trunk and near the medial
edge of the anterior scalene muscle."*?****) [n the
148 arteries of our study, Four were not medial to the
anterior scalene muscle. One on the right was behind

this muscle and three were lateral to it. The internal

thoracic artery descends in an inward and slightly
forward direction to enter the thorax behind the
cartilage of the first rib. The cervical portion of the
internal thoracic artery is regularly described as
having no branches; however, it frequently gives
rise to one or more of the thyrocervical or subclavian
branches. We found one right inferior thyroid and one

left transverse cervical artery arose from it.
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First rib

Clavicle

a)

b) 0.68%

c) 97.30%

Figure 2. The sites of origin of the internal thoracic a.

a) The third part of the subclavian a. (2.03%)

b) The second part of the subclavian a. (0.68%)

c) The first part of the subclavian a. (97.30%)

The thyrocervical trunk

The most variable of the major branches of the
subclavian artery is the thyrocervical trunk. It can be
classified on the basis of variations occurring in the
derivation of branches from the thyrocervical trunk
itself.“*** Textbooks of anatomy usually describe the
thyrocervical trunk as a short, thick trunk arising from
the upper and front part of the subclavian artery
opposite the origin of the internal thoracic artery and
near the medial edge of the anterior scalene

(*2)  Qur examinations support this too.

muscle.
None of them was behind or lateral to the scalenus
anterior muscle. It is said to divide almost immedi-
ately into three radiating branches; (1) the inferior
thyroid artery; (2) the suprascapular artery; and

(3) the transverse cervical artery.

Even though the thyrocervical trunk was
absent in 3.45 percent of our cases, its constancy of
locaton, when present, is surgically significant. When
the thyrocervical trunk itself is absent, one of its major
branches, usually the inferior thyroid artery, is com-
monly present at its usual site of origin. This vascular
trunk could thus be of aid in orientation and helping
to locate such surgically important structures as the
lower roots and trunks of the brachial plexus, the
phrenic nerve, the anterior sealenus muscle, and the

thoracic duct.""®

In addition, the thyrocervical trunk may be
avulsed while exposure and division of transverse
cervical artery during radical neck operations. Treat-
ment demands immediate control of the hemorrhage

by finger pressure at the site of laceration.
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Anterior scalene m.
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Vertebral a.
--- a) 0.69%

i5———— b) 95.86%

c) 3.45% (absent)

Figure 3. The sites of origin of the thyrocervical trunk.

a) The vertebral a. (0.69%)

b) The first part of the subclavian a. (95.86%)

c) Absent. (3.45%)

The costocervical trunk

The costocervical trunk is a short arterial
trunk which usually arises from the posterior surface of
the second portion of the subclavian artery on the right
side and the terminal part of the first portion of that

(19-29)

vessel on the left side. In 148 of the trunks
examined, 72 were branches from the first part of the
subclavian artery and 74 were branches from the
second part of the artery. The subclavian artery gave
off the costocervical trunk from the first part of it more
on the left (L:R=46:26) and gave off this trunk
from the second part of it more on the right (L:R=25:49)
as it was described in the text. Just one trunk was noted
on the left that originated with the third part of the
subclavian artery. One was absent on the left also.
After giving rise to its deep cervical arterial
branch, it continues as the highest intercostal artery.

The costocervical trunk and its branches, the deep

cervical trunk and the highest (superior) intercostal
artery, are not of great surgical importance. These
are small vessels with rich anastomotic connec-
tions and, therefore, of some importance solely as
collateral channels when the vertebral, subclavian
arteries and their branches require ligation or excision.
The costocervical trunk and its superior intercostal
branch may also be hypertrophied when coarctation
of the aorta occurs. This trunk and its branches can

(1-719-29)  Their real

usually be ligated with impunity.
surgical importance is due to their inaccessibility.
Arising from the posterior or deep surface of the
subclavian, they bifurcate almost immediately, the
branches then penetrating the deep musculature and
fascial structure of the neck and thorax. If torn or
severed during mobilization of their subclavian source,
they could cause troublesome hemorrhage, with the
accompanying danger of injury to more vital adjacent

structures.!"®
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a) 48.65%
b) 50.00%

c) 0.68%

d) 0.68% (absent)

Figure 4. The sites of origin of the costocervical trunk

a) The first part of the subclavian a. (48.65%)

b) The second part of the subclavian a. (50.00%)

c) The third part of the subclavian a. (0.68%)

d) Absent (0.68%)

The dorsal scapular artery

In most of the recently published textbooks
of anatomy the dorsal scapular artery, has been
described as the only branch arising from the third
portion of the subclavian artery or, less frequently, the
second part of the subclavian artery.(*****) In our study
of 162 dorsal scapular arteries, only 30 percent arose
from the third part of the subclavian artery, 11 percent
from the second part, 15 percent from the first part,
and two percent from branches of the subclavian artery
or axillary artery. The dorsal scapular artery is the
principal vessel of supply to the vertebral border of

scapula. The surgical importance of adorsal scapular

artery that originates from any one of the three
anatomic divisions of the subclavian artery and passes

posteriorly in close relationship to brachial plexus lies
in its inaccessibility and the danger of it being
torn during surgical maneuvers attempting to mobilize
the subclavian artery. If this vessel is torn from it site
of origin in the subclavia artery, it will large gaping
hole in the latter vessels during removal of a cervical
rib. In order to control hemorrhage, it necessary for
the surgeon to double ligate the subclavian artery on
either side of the opening. If the surgeon, in seeking
the distal stump of the torn vessel, had used hemostats

indiscriminately in the region of the plexus, even

more serious damage might occur."®



Vol. 38 No. 4
April 1994

In addition, the dorsal scapular artery from the
second or third portion of the subclavian artery may
pass backward in such a manner as to ensnare the lower

roots or trunk of the brachial plexus“*) so that they can

a) 15.43% ———-—=--
b) 40.74% -————-- .
c) 1.23% ——-—-- P4
d) 11.11% -——-- \
e) 30.86% ————,
f)

Figure 5. The sites of origin of the dorsal scapular a.

o ] >
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not possibly rise out of the narrow trough formed
anteriorly by the subclavian artery, posteriorly by the
scalenus medius, and inferiorly by the first rib. It is
posible that such ensnaring vessels play a role in the

production of the scalenus anticus syndrome.""*"**)

a) The first part of the subclavian a. (15.43%) b) The thyrocervical trunk (40.74%)

c) The highest intercostal a. (1.23%)

e) The third part of the subclavian a. (30.86%) f)

The inferior thyroid artery

Surgically speaking, the most important
branch of the thyrocervical trunk is the inferior
thyroid artery. Much has been writen conceming the
embryologic and phytogenetic development of this
vessel, and its relationship to the recurrent laryngeal
nerves, the parathyroid glands, the cervical sym-
pathetic ganglia and plexus, and the vertebral

arteries (37-40,47-48)

The inferior thyroid artery, after its origin
from the thyrocervical trunk (93.92%) or directly from

the subclavian artery (5.40%), ascends almost verti-

d) The second part of the subclaviana. (11.11%)
The highest thoracic a. (0.62%)

cally to the level of sixth cervical vertebra. It then turns
medially and crosses behind the carotid sheath;
finally it curves inferiorly before reaching the lower
pole of the thyroid gland and breaking up into its

terminal branches.

Although variations of the inferior thyroid
artery of surgical importance are quite rare, 93.92 per
cent of the vessels being derived from the thyrocer-
vical trunk, and 5.40 per cent from the first portion of
the subclavian artery and following the usual course to
the gland, it behooves the careful surgeon to recall that

this vessel can arise from such diverse sources as the
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aortic arch, common carotid, innominate, vertebral,
internal thoracic (0.68% of our study), and the more
distal portion of the subclavian artery and its
branches.“**¥ It must also be remembered that when
the vertebral artery has an anomalous point of
entrance into the foramina of the cervical transverse
processes, the inferior thyroid artery can be situated
posterior to the vertebral artery. The intimate
relationship of the recurrent laryngeal nerve to the
inferior thyroid artery and its terminal branches is

surgically so significant that surgeons who have

a) 0.68%

Chula Med J

advocated total thyroidectomy for Graves' disease
and cancer of the gland have strongly advocated
routine exposure and visualization of the recurrent
laryngeal nerves throughout their cervical course
before excision of the gland is attempted.'® Some
surgeons practice ligation of the inferior thyroid artery
in continuity as it passes medialward beneath the
carotid sheath. This practice could easily result in
injury to an anomalous vertebral artery or vein, were

the presence of either unrecognized.

b) 5.40%
c) 93.92%

Figure 6. The sites of origin of the inferior thyroid a.

a) The internal thoracic a. (0.68%)

c) The thyrocervical trunk (93.92%)

The suprascapular artery

The variable suprascapular artery usually arises
from the thyrocervical trunk (78.77%) and, in our
study, from the third part of the subclavian artery
(16.44%). It curves laterally across the base of the
posterior triangle of the neck, sinks beneath the
posterior belly of the omohyoid muscle to reach the
scapular notch. In the scapular region it establishes

important anastomoses with the dorsal scapular and

b) The first part of the subclavian a. (5.40%)

circumflex scapular branch of the subscapular ar-

tery

(19-29)

The surgical significance of this vessel, as
well as that of the dorsal scapular artery, lies in its
rather abundant anastomotic connections. For this
reason, either vessel may be ligated with impunity
because the area supplied by these vascular channels
will receive adequate arterial blood from the dorsal

scapular and transverse cervical arteries, from connec-
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tion with each other, and from anastomoses with
branches of the aillary artery (chiefly the subscapular
artery).("""*) These provide arterial circulation when
either the second or third parts of the subclavian or
the axillary arteries proximal to its subscapular branch

require ligation.'® In cases of severe trauma which

Dorsal scapular a.

a) 0.68%
b) 1.37%
c) 16.44%
d) 1.

e) 78.77% —--—\
£)
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necesitate ligation of the subclavian or axillary
arteries, the thyrocervical trunk and its branches and
the subscapular artery and its branches should be
preserved if it is possible to do so. Collateral arterial
flow through these channels may provide sufficient

circulation to preserve the vitality of the involved

extremity.

Figure 7. The sites of origin of the suprascapular a.

a) The second part of the subclavian a. (0.68%)

b) The dorsal scapolar a. (1.37%)

c) The third part of the subclavian a. (16.44%)

d) The first part of the subclavian a. (1.37%)

e) The thyrocervical trunk (78.77%)

d) The axillary a. (1.37%)

The transverse cervical artery

The transverse cervical artery, as well as the
suprascapular artery, is very variable. Of the 148
arteries, 76.35 percent arose from thyrocervical
trunk, 15.54 per cent from the first part of the
subclavian artery, and 7.44 per cent from the second
and third part of subclavian artery. One was a branch

of internal thoracic artery. It is usually described as a

moderate vessel arising from the thyrocervical trunk
and coursing transversely across the neck, passing
beneath the sternocleidomastoid muscle to reach the
posterior triangle of the neck to reach the anterior
margin of the levator scapulae. It then ascends deep to
the anterior part of the trapezius muscle. It anasto-
moses with the descending branch of the occipital
artery, dorsal scapular artery, and subscapular

artery, ("2
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The transverse cervical artery is the major
vascular supply of the trapezius. Although the trape-
zius muscle is less widely used than the pectoralis
major muscle for muscuocutaneous flap, yet its
superior location and wide anterior arc of rotation make
it a valuable musculocutaneous flap. The various
clinical applications of the trapezius musculocu-

taneous flap include (1) lower facial reconstruction,

a) 15.54%
b) 76.35%

c) 2.03%
d) 5.41%
e) 0.67%

Chula Med J

(2) lateral upper face and scalp repair, (3) anterior
and posterior neck reconstruction, {4) orbital recon-
struction, and (5) pharyngoesophageal reconstruc-

¢ During these reconstruction operations,

tion.
the variable vessel should be operated carefully to
avoid damaging other vessels which arise from the

common trunk with it, especially the dorsal scapular

artery.

Figure 8. The sites of origin of the transverse cervical a.

a) The first part of the subclavian a. (15.54%)

b) The thyrocervical trunk (76.35%)

c) The second part of the subclavian a. (2.03%)

d) The third part of the subclavian a. (5.41%)

¢) The internal thoracic a. (0.67%)

Summary

On the basis of an anatomic study of 84
dissection specimens, the variation of the subclavian

branches have been described.

The clinical significance of the obesvations
on the subclavian branches has been discussed in
those instances in which less critical knowledge of
anatomy would lead to hazards during surgery of the

neck and in the upper thorax.
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