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Entrance and origin 
of the extracranial vertebral artery 
found on computed tomography 
angiography
Xueting Yi1,2, Ping Xie1,2, Lianwei Zhang1,2, Fengxia Lu1, Hao Chen1 & Kefu Liu1*

To investigated morphological variability of vertebral artery (VA) origin and its entrance level into 
cervical transverse foramina by computed tomography angiography (CTA). To retrospectively 
investigated CTA of 223 subjects (446 VA courses). Investigated were origin of the VA and its level 
of entrance into vertebral transverse foramen with notification of the sex and side of variation. The 
VA entered the C6 transverse process in 91.70% of specimens (409 out of 446 VA courses). Abnormal 
entrance of VA was observed in 8.30% of specimens (37 VA courses), with the level of entrance into 
the C3, C4, C5, or C7 transverse foramen at 0.22%, 2.47%, 4.71% and 0.90% respectively. Comparably, 
the overall variability of abnormal origin of VA was 1.57% (7 out of 466 VA courses), in which the left 
vertebral arteries all arose from aortic arch. The variation rate of vertebral entrance rose up to 50% in 
abnormal origin subgroup. When comparing subgroups of subjects with normal and abnormal origin, 
there was significance difference in the frequency of entrance variation in the level of transverse 
foramen (p < 0.001). Abnormal entrance and origin of VA were observed in 8.30% and 1.57% of VA 
courses, which can be accurately appeared by CTA. Regarding to the subgroups of abnormal origin, 
the frequency of entrance variation was significantly increased in the level of transverse foramen 
compared to that of normal origin.

The anatomical variation of vertebral artery (VA) is essential to clinics and anatomy. Accurate understanding in 
the variations of vertebral artery are regarded as necessary with the development and popularization of endo-
vascular interventions, anterior decompression of the cervical spine, neck dissection and stellate ganglion block.

The anatomical variation of VA, including its origin and its level of entrance into transverse foramen, has 
been widely investigated, and even some general information has been published in standard atlas, textbooks 
and the Internet1. However, the recent significant findings indicated that the differences of VA variations among 
different regions raised the issue of potential regional, ethnic and even environmental factors2. Up to now, there 
is a lack of original data available for regions of China.

Therefore, our current study investigated morphological variability of VA origin and its entrance level into 
cervical transverse foramina in population of Suzhou in China.

Materials and methods
This retrospective study has been approved by the Institutional Review Board of Suzhou Municipal Hospital, 
Nanjing Medical University, Suzhou, China. The requirement for informed consent was waived owing to the 
retrospective nature of the study. The study was conducted in accordance with the Declaration of Helsinki, and 
the protocol was approved by the Ethics Committee of Suzhou Municipal Hospital.

The study was conducted as a retrospective single-center study at the Affiliated Suzhou Hospital of Nanjing 
Medical University. From January 2019 to August 2019, 300 patients who resided in Suzhou of China and were 
suspected of having cerebrovascular diseases were enrolled in this study. We excluded 67 patients with current 
or previous diagnosis of cerebrovascular accidents, cervical injuries, stenotic atherosclerotic lesions (over 50% 
decrease of VA diameter) and severe spondylarthrosis, considering vascular stenosis leading to inadequate filling 
of contrast medium and cervical trauma or surgery affecting the normal anatomical structure of the transverse 
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foramen. Additionally, the other 10 patients were excluded with artifact in computed tomography angiography 
(CTA). Ultimately, we investigated CTA of 223 subjects (155 men and 68 women).

All imaging-generation and visualization measurements were performed in the Clinical Radiology Depart-
ment, Affiliated Suzhou hospital of Nanjing Medical University (Suzhou, China). Before being test, volunteers 
should meet the following requirements: (1) fasting, (2) no history of severe allergy to contrast medium, (3) 
normal renal/hepatic function. Subjects were placed in a supine position with their arms alongside the body, 
head and neck kept at a neutral position. The imaging examination was performed on a Multi-slice computed 
tomography scanner (Philips Brilliance iCT Holland) with the scanning protocol as follows: 120 kVp, 153 mAs, 
beam collimation 128 × 0.625 mm, gantry rotation time 0.5 s, section thickness of 0.9 mm, pitch 0.758 and 
reconstruction interval of 0.45 mm. During the procedure, infused 50 mL of nonionic iodinated contrast was 
followed by 30 mL saline and injected via a double power injector into the patient’s antecubital vein (5 mL/s).

Images were analyzed at a workstation (Intellispacsportal 9.0; Philips). The VA’s origin and level of entrance 
into vertebral transverse foramen were recorded, as well as the sex and side of variation. All the data was meas-
ured by 2 experienced radiologists with independent double-blind method, and a consensus was reached finally.

Statistical analysis was performed using statistical package for the social sciences (SPSS) version 22.0 (IBM 
Corporation, Somers, NY, USA) statistical software. The data were expressed as means ± standard deviation 
(SD). The quantitative data were examined by Kolmogorov Smirnov test for normality. Independent “t” test was 
performed to compare the different variables regarding side. Chi-Square test and Fisher’s exact test (when one or 
more of the cell counts in a 2 × 2 table is less than 5) were used to determine if there was a significant relationship 
between different variables. p value < 0.05 was considered to be significant.

Results
Generally, the mean age of patients was 65 ± 13 years (range from 88 to 27), and the male-to-female ratio was 
2.3:1 (310 vs. 136) in the current study.

In the current study, the VA entered the C6 transverse process in 91.70% of specimens (409 out of 446 VA 
courses), in which 69.43% were males and 30.56% were females (Table 1). Abnormal entrance of VA was observed 
in 8.30% of specimens (37 VA courses), with the level of entrance into the C3, C4, C5, or C7 transverse foramen 
at 0.22%, 2.47%, 4.71% and 0.90% respectively (Table 1, Figs. 1, 2, 3).

There was non-significant statistical difference in the frequency of entrance variations of right vertebral artery 
(RVA) and left vertebral artery (LVA) (22 vs. 15, X2 = 1.444, p = 0.229). In male cases, there was non-significant sta-
tistical difference in the frequency of entrance variations of right VA(RVA) and left VA(LVA) (17 vs.9, X2 = 2.687, 
p = 0.101), nor in female cases (5 vs. 6, X2 = 0.099, p = 0.753).

There were 14 VA s originated from aortic arch. Comparably, we observed that the overall variability of abnor-
mal origin of VA was 1.57% (7 out of 446 VA courses), which LVAs all arose from aortic arch (Fig. 1). Notably, 
seven subjects (6 males and 1 female) of the left VA originated from aortic arch, where the variation rate of 
vertebral entrance rose up to 50% in corresponding subgroup. Among these anomalous entrance in patient with 
abnormal origin, one entered the transverse foramen at the level C3, one at level C4, five at level C5, respectively. 
When comparing subgroups of subjects with normal and abnormal origin, there was significance difference in 
the frequency of entrance variation in the level of transverse foramen (30/432 vs. 7/14, p < 0.001).

Discussion
We could recognize the location of the entrance and origin of the VAs in all our cases due to high-quality CTA, 
which is a noninvasive and easy imaging technique and is very important for surgery. The entrance and origin 
of the VA is essential to neck tumor resection as vascular damage may occur when VA goes through the abnor-
mal region, which is sometimes neglected by the surgeon. Additionally, the entrance of the vertebral artery is 
of significance to the stellate ganglion block. The block is commonly performed on the anterior tubercle of C6 
transverse process. When the VA enters the foramen of the C5 transverse process or higher, exposing the VA 
between the cervical transverse processes, the VA is vulnerable to be located in the needle path. Unawareness of 
such an aberrant VA may cause life-threatening events3. The origin of the vertebral artery is also very important 
in the placement of the aortic arch stent during peripheral vascular intervention, otherwise could produce injury 
and local occlusion of the vertebral artery4.

Table 1.   Origin and entrance into the transverse foramen of the VA in overall population (223 subjects; 446 
courses). Percentage values are shown in parenthese of overall population.

Entrance into the transverse foramen Total (N = 446)

Origin of VA

Subclavian artery Aortic arch

Right Left Right Left

Male Female Male Female Male Female Male Female

C3 lever 1 (0.22%) 1

C4 lever 11 (2.47%) 7 3 1

C5 lever 21 (4.71%) 6 2 3 5 1 4

C6 lever 409 (91.70%) 134 62 144 62 4 1 2

C7 lever 4 (0.90%) 2 2
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Figure 1.   Typical case of subjects with LVA arising from aortic arch. The distal segment enters the transverse 
foramen at C5 level higher than normal.

Figure 2.   Typical case of the subjects with anomalous entrance at a higher level into the transverse foramen 
than normal (LVA: C5; RVA: C4).
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In the course of reviewing papers, we found an interesting issue that there were some differences in the rate 
of variation of vertebral artery inlet in various reports. The variability of anomalous entry level we found was 
8.30%, compared to 12.5% in Republika Srpska5, 15.7% in Germany6, 5.75% in Isreal7, 7.0% of LV and 6.2% of RV 
in Japan8, 8.7% in Taiwan, R.O.C9, 5.3% of LV and 0.8% of RV in Thailand10, 5.1% in Korea11, 8%of LV and 6.6% 
of RV in another study of Korea12, 7.5% of LV in Turkey13. This could be explained by sample sizes and structure 
differences. However, this difference is also likely to be related to the differences in the embryonic development 
of the vertebral artery caused by racial differences. Our study fills in the gap in Chinese population and sheds 
lights on further related research with a reliable foundation.

Literature shows the frequency of origin of the left VA from aortic arch in the range of about 1–3%14. Our 
results indicated that the overall variability of origin of VA was 1.57%. In addition, we found that the origin 
variation of vertebral artery all occurred on the left side. Notably, our study found that when the LVA arose from 
aortic arch, the variability of the entrance level reached to 50%. When comparing subgroups of subjects with nor-
mal and abnormal origin, there was significance difference in the frequency of entrance variation in the level of 
transverse foramen, which was consistent with the Japanese finding that anomalous origin and anomalous entry 
level into the transverse foramen correlated strongly8. Similarly, Lin et al.9 reported that there was a significantly 
higher rate of anomalous entrance level (C4 or C5) to normal C6 entrance level of the patient with abnormal VA 
origin. Meila et al.6 claimed that LVA originating from the aortic arch would never enter the transverse foramen 
at the level of C6, which turned out to enter at a higher level at C4 or C5 with an aortic arch origin proximal to 
the subclavian artery, or at C7 with an aortic arch origin distal to the subclavian artery respectively. However, 
their view caused contradictory when taking our findings into consideration. Interestingly, our finding revealed 
that 50% of patients with anomalous LVA origin was observed the correlated anomalous entry level into the 
transverse foramen, while the rest 50% of them was found with normal entry level; whereas Lin et al.9 showed 
that 4.34% of patients with anomalous LVA origin was observed with normal entry level. The large difference in 
proportion between our study and theirs has aroused our interest in the investigation of embryonic development.

A brief review of embryology of the aortic arch and great vessels makes a better understanding of these 
variations6. The embryo develops 6 pairs of matched aortic arches15. These aortic arches undergo selective apop-
tosis, and the remaining branch vessels form the aortic arch and large vessels. During this process, anatomical 
variation can be formed occasionally. The first and second aortic arches (I and II) degenerates. The paired third 
arch (III) forms the first part of the bilateral internal carotid artery. The proximal right fourth arch (IV) remains 
to serve as the origin of the right subclavian artery to the internal mammary artery, while the distal part of the 
right fourth arch regresses. The left 4 arch (IV) degenerates and forms small segment of the adult arch between 
the origin of the left common carotid artery and the left subclavian artery. The fifth arch (V) either recedes or is 
not fully formed. The sixth arch (VI) forms the pulmonary arch and develops into the right pulmonary artery 
and artery catheter16.

Figure 3.   Typical case of the subjects with anomalous entrance at a lower level into the transverse foramen than 
normal (RVA: C7).
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VA is the longitudinal anastomosis of segmental meristem artery17. The bilateral VAs usually develop from 
the distal end of the seventh intersegmental dorsal arteries. The proximal two-thirds of subclavian artery to 
the level internal thoracic artery is formed by the left seventh dorsal intersegment, while the distal third of the 
proximal subclavian artery is formed by the right seventh intersegment. Vascular malformation originated from 
abnormal anastomosis at any time during the embryonic development of the arch. The timing and location of the 
anastomosis will determine the ultimate origin of the variation after grown-up. Notably, VA can be anastomosed 
with ascending and deep carotid arteries. The difference of the level of vertebral artery entrance is associated 
with the dominance of the ascending or deep cervical artery anastomosis.

In order to better understand the origin and variation of the vertebral artery, we speculated the development 
pattern based on the findings of Lin et al.9. RVA was normally generated from the first part of the subclavian 
artery, and flowed into the transverse foramina in the sixth cervical vertebra C6, then passed through the trans-
verse process of C6 to the first cervical vertebra C1, and eventually extended from C1 to the intracranial segment 
via foramen magnum. However, anatomical variation of the LVA origin was observed. Anastomose occurred 
between LVA and ascending carotid artery, which causes LVA enter at the level of C5 if the ascending carotid 
artery took the lead, then climbed up through from C5 to C1, and eventually from C1 to the intracranial segment.

Specifically, when the longitudinal intersegmental anastomosis was dominated by ventral group such as 
ascending cervical artery, the anomalous VA originating from 6th cervical segmental artery ran along with the 
ascending cervical artery and shifted up to the entry level at C5 or above into the transverse foramen. On the 
contrary, when the longitudinal intersegmental anastomosis was dominated by dorsal extraspinal group such as 
deep cervical artery, the anomalous VA ran along with deep cervical artery and shifted down to the entry level 
at C6 into the transverse foramen.

Conclusion
Abnormal entrance and origin of VA were observed in 8.30% and 1.57% of cases, which can be accurately 
appeared by CTA. Regarding to the subgroups of abnormal origin, the frequency of entrance variation was 
significantly increased in the level of transverse foramen compared to that of normal origin.

Data availability
All data generated or analysed during this study are included in this published article (and its Supplementary 
Information files).

Received: 22 March 2022; Accepted: 30 August 2022

References
	 1.	 Bergman, R. A., Afifi, A. K. & Miyauchi, R. Illustrated encyclopedia of human anatomic variation: Opus II: Cardiovascular system: 

Arteries. http://​www.​anato​myatl​ases.​org/​Anato​micVa​riants/​Cardi​ovasc​ular/​Text/​Arter​ies (1995–2013).
	 2.	 Bhatia, K., Ghabriel, M. N. & Henneberg, M. Anatomical variations in the branches of the human aortic arch: A recent study of a 

South Australian population. Folia Morphol. (Warsz.) 64, 217–223 (2005).
	 3.	 Narouze, S. Ultrasound-guided stellate ganglion block: Safety and efficacy. Curr. Pain Headache Rep. 18, 424. https://​doi.​org/​10.​

1007/​s11916-​014-​0424-5 (2014).
	 4.	 Müller-Hülsbeck, S. Subclavian and vertebral arterial interventions. Semin. Interv. Radiol. 24, 258–267. https://​doi.​org/​10.​1055/s-​

2007-​980047 (2007).
	 5.	 Vujmilović, S., Spasojević, G., Vujnović, S., Malobabić, S. & Vujković, Z. Variability of the vertebral artery origin and transverse 

foramen entrance level—CT angiographic study. Folia Morphol. (Warsz.) 77, 687–692. https://​doi.​org/​10.​5603/​FM.​a2018.​0036 
(2018).

	 6.	 Meila, D. et al. Origin and course of the extracranial vertebral artery: CTA findings and embryologic considerations. Clin. Neuro-
radiol. 22, 327–333. https://​doi.​org/​10.​1007/​s00062-​012-​0171-0 (2012).

	 7.	 Vaiman, M. & Beckerman, I. Importance of preoperative detection of vertebral artery anomalies in neck surgery. ANZ J. Surg. 81, 
164–167. https://​doi.​org/​10.​1111/j.​1445-​2197.​2010.​05579.x (2011).

	 8.	 Uchino, A. et al. Variations in the origin of the vertebral artery and its level of entry into the transverse foramen diagnosed by CT 
angiography. Neuroradiology 55, 585–594. https://​doi.​org/​10.​1007/​s00234-​013-​1142-0 (2013).

	 9.	 Lin, C. Y. et al. Variations in the origin and course of the extracranial vertebral artery on multidetector computed tomography 
angiography. Iran. J. Radiol. 15, e61623. https://​doi.​org/​10.​5812/​iranj​radiol.​61623 (2018).

	10.	 Woraputtaporn, W., Ananteerakul, T., Iamsaard, S. & Namking, M. Incidence of vertebral artery of aortic arch origin, its level 
of entry into transverse foramen, length, diameter and clinical significance. Anat. Sci. Int. 94, 275–279. https://​doi.​org/​10.​1007/​
s12565-​019-​00482-6 (2019).

	11.	 Hong, J. T., Park, D. K., Lee, M. J., Kim, S. W. & An, H. S. Anatomical variations of the vertebral artery segment in the lower cervi-
cal spine: Analysis by three-dimensional computed tomography angiography. Spine 33, 2422–2426. https://​doi.​org/​10.​1097/​BRS.​
0b013​e3181​8938d1 (2008).

	12.	 Shin, H. Y., Park, J. K., Park, S. K., Jung, G. S. & Choi, Y. S. Variations in entrance of vertebral artery in Korean cervical spine: 
MDCT-based analysis. Korean J. Pain 27, 266–270. https://​doi.​org/​10.​3344/​kjp.​2014.​27.3.​266 (2014).

	13.	 Tasdemir, R. & Cihan, O. F. Multidetector computed tomography evaluation of origin, V2 segment variations and morphology of 
vertebral artery. Folia Morphol. (Warsz.) https://​doi.​org/​10.​5603/​FM.​a2022.​0030 (2022).

	14.	 Daseler, E. H. & Anson, B. J. Surgical anatomy of the subclavian artery and its branches. Surg. Gynecol. Obstet. 108, 149–174 (1959).
	15.	 Khalid, N. & Bordoni, B. Embryology, Great Vessel. (2022). https://​www.​ncbi.​nlm.​nih.​gov/​books/​NBK54​5254/.
	16.	 Gupta, S. K., Gulati, G. S. & Anderson, R. H. Clarifying the anatomy of the fifth arch artery. Ann. Pediatr. Cardiol. 9, 62–67. https://​

doi.​org/​10.​4103/​0974-​2069.​171392 (2016).
	17.	 Namba, K. Carotid-vertebrobasilar anastomoses with reference to their segmental property. Neurol. Med. Chir. 57, 267–277. https://​

doi.​org/​10.​2176/​nmc.​ra.​2017-​0050 (2017).

http://www.anatomyatlases.org/AnatomicVariants/Cardiovascular/Text/Arteries
https://doi.org/10.1007/s11916-014-0424-5
https://doi.org/10.1007/s11916-014-0424-5
https://doi.org/10.1055/s-2007-980047
https://doi.org/10.1055/s-2007-980047
https://doi.org/10.5603/FM.a2018.0036
https://doi.org/10.1007/s00062-012-0171-0
https://doi.org/10.1111/j.1445-2197.2010.05579.x
https://doi.org/10.1007/s00234-013-1142-0
https://doi.org/10.5812/iranjradiol.61623
https://doi.org/10.1007/s12565-019-00482-6
https://doi.org/10.1007/s12565-019-00482-6
https://doi.org/10.1097/BRS.0b013e31818938d1
https://doi.org/10.1097/BRS.0b013e31818938d1
https://doi.org/10.3344/kjp.2014.27.3.266
https://doi.org/10.5603/FM.a2022.0030
https://www.ncbi.nlm.nih.gov/books/NBK545254/
https://doi.org/10.4103/0974-2069.171392
https://doi.org/10.4103/0974-2069.171392
https://doi.org/10.2176/nmc.ra.2017-0050
https://doi.org/10.2176/nmc.ra.2017-0050


6

Vol:.(1234567890)

Scientific Reports |        (2022) 12:15274  | https://doi.org/10.1038/s41598-022-19497-7

www.nature.com/scientificreports/

Acknowledgements
This work was supported by Six Talent Peaks Project in Jiangsu Province (Ref No.LGY2017010), Gusu Medi-
cal Professional Project (Ref No.GSWS2019020), Soochow Youth Science and Technology Project (Ref 
No. kjxw2018034), Science and Technology Development Fund of Nanjing Medical University (Ref No. 
NMUB201822), and Jiangsu Natural Science Foundation (Ref No.BK20181179).

Author contributions
X.Y., MD, P.X., MD, L.Z., analysed the CTA images, interpretation the data and wrote the paper.F.L., H.C. ana-
lysed the CTA images.K.L.  designed the work, interpretation the data and wrote the paper.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https://​doi.​org/​
10.​1038/​s41598-​022-​19497-7.

Correspondence and requests for materials should be addressed to K.L.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note  Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access   This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

© The Author(s) 2022

https://doi.org/10.1038/s41598-022-19497-7
https://doi.org/10.1038/s41598-022-19497-7
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Entrance and origin of the extracranial vertebral artery found on computed tomography angiography
	Materials and methods
	Results
	Discussion
	Conclusion
	References
	Acknowledgements


