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Abstract: Background and Objectives: The carotid bifurcation (CB) is presented in most anatomy
textbooks as having a unique location at the upper margin of the thyroid cartilage. Although a
number of case reports have provided evidence of the possibility of carotid artery location either
lateral or medial to the greater hyoid horn, these reports have not established specific anatomic
possibilities and prevalences. Materials and Methods: We retrospectively analysed a batch of 147 CT
angiograms for 12 types of carotid–hyoid relationships and classified the bilateral combination
possibilities of these types. Results: In 168/294 sides there were no carotid–hyoid relationships. Type
I, external carotid artery (ECA) medial to the greater horn of the hyoid bone (GHHB), was observed in
0.34%; type II, internal carotid artery (ICA) medial to GHHB, in 0.34%; type III, ICA and ECA medial
to GHHB, in 1.02%; type IV, common carotid artery (CCA) medial to GHHB, in 1.02%; type V, CB
medial to GHHB, in 0.34%; type VI, ECA lateral to GHHB, in 20.41%; type VII, ICA lateral to GHHB,
was not recorded; type VIII, ECA and ICA lateral to GHHB, in 3.74%; type IX, CCA lateral to GHHB,
in 8.5%; type X, CB lateral to GHHB, in 6.46%; type XI, ECA lateral and ICA medial to GHHB, in
0.34%; and type XII, ICA lateral and ECA medial to GHHB, in 0.34%. Bilateral symmetry was found
in 70.74% of cases, including the null types without carotid–hyoid relationships as well as types IV,
VI, VIII, IX, and X. There was a highly significant association between the left and right variants
of the carotid–hyoid relationship. Conclusions: Mechanical compression of the hyoid bone on the
carotid arteries has various undesirable effects on the ICA and cerebral circulation. Underlying these
are several variational anatomical patterns of carotid–hyoid relationships, which can be accurately
documented on CT angiograms. A case-by-case anatomical study is better than assuming the carotid
anatomy learned from textbooks.

Keywords: carotid artery; carotid bifurcation; computed tomography; larynx; pharynx

1. Introduction

Usual anatomical descriptions indicate that the common carotid artery (CCA) normally
bifurcates at the superior margin of the thyroid cartilage into the external (ECA) and internal
(ICA) carotid arteries [1–3]. The superior margin of the thyroid cartilage is, however, just
the mean level of CB [4]. During the developmental stages, the geometry of the CB changes
considerably; at the beginning, the ICA appears to emanate as a side branch, while the
ECA appears to be a continuation of the CCA, while later both daughter vessels represent a
skewed continuation of the parent artery [5]. The carotid bifurcation (CB) is not typically
indicated with a variable vertical location referring to the thyroid cartilage or the greater
horn of the hyoid bone (GHHB), nor are the possible variable relations between the carotid
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arteries and the GHHB commonly considered. For example, Gray’s Anatomy describes
the CB as usually being located “above the level of the thyroid lamina” [6]; however, this
neither includes, nor excludes direct carotid–hyoid relationships. As observed previously,
human anatomy texts in current use have very little precise information as to the frequency
of variations in the CB [7]. The carotid–hyoid relationships should, however, have a
certain degree of variability in time, as different studies have assessed that the transverse
topography of carotid arteries and their interrelationships could vary [8–13].

Therefore, in this paper we aimed to detail the possible carotid–hyoid relationships
and their occurrence.

2. Materials and Methods

There were 150 archived consecutive angioCT scans performed in the period Novem-
ber 2022–April 2023. Inclusion criteria were good quality of scans (motion-free, no back-
ground noise, adequate vascular enhancement, lack of image artefacts), adequate vertical
height of scans, and no pathological processes distorting the carotid anatomy. Exclusion
criteria were scans inadequate for observing the carotid arteries and pathological processes
nearing the carotid arteries and distorting their anatomical features. On this basis, we
excluded three cases. Thus, determinations were made on a retrospectively assessed batch
of 147 cases, including 86 males and 61 females (sex ratio = 1.4).

All subjects provided their informed consent for inclusion before participating in
the study. The research was conducted following principles from the Code of Ethics of
the World Medical Association (Declaration of Helsinki). The responsible authorities
(Affiliation 1) approved the study (approval no. 45/4 September 2020).

The CTAs were performed with a 32-slice scanner (Siemens Multislice Perspective
Scanner, Forcheim, Germany) with a 0.6 mm collimation and a reconstruction of 0.75 mm
thickness with 50% overlap for a multiplanar maximum intensity projection and the
three-dimensional volume rendering technique, as described previously [14]. The cases
were documented using Horos for iOS (Horos Project), as in previous studies [15]. Find-
ings were checked on two-dimensional planar reconstructions and documented with
three-dimensional volume renderings.

To assess the variability of carotid–hyoid topographical relations, twelve variational
possibilities (types) of the interrelations between the carotid artery and greater horn of
the hyoid bone (GHHB) were defined: (1) type I—ECA medial to GHHB; (2) type II—ICA
medial to GHHB; (3) type III—both ECA and ICA medial to GHHB; (4) type IV—CCA
medial to GHHB; (5) type V—CB medial to GHHB; (6) type VI—ECA lateral to GHHB;
(7) type VII—ICA lateral to GHHB; (8) type VIII—both ECA and ICA lateral to GHHB;
(9) type IX—CCA lateral to GHHB; (10) Type X—CB lateral to GHHB; (11) Type XI—ICA
medial to greater horn, ECA lateral to it; and (12) Type XII—ECA medial to greater horn,
ICA lateral to it. Cases in which the carotid arteries were posterior to the tip of the GHHP,
meaning that no direct carotid–hyoid relation was recorded, were regarded as null types.

To assess the statistical significance of the bilateral symmetry of types, we used the
Pearson Chi-squared test. A p-value below 0.05 was considered significant.

3. Results

In 57.14% of cases, no direct carotid-hyoid anatomical relations (types I–XII) were
identified in the overall batch bilaterally (N = 294 CBs). In 42.86%, we found different types
of carotid–hyoid anatomical relations, with the exception of type VII—ICA lateral to the
GHHB (Figure 1).
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Figure 1. Prevalence and diagrams of types I–XII of the carotid–hyoid relationship in the general lot 
(147 cases, 294 sides). ECA: external carotid artery; ICA: internal carotid artery; CCA: common ca-
rotid artery; CB: carotid bifurcation. 

Type I (ECA medial to the GHHB) was evident in 0.34% (Figure 2), type II (ICA me-
dial to the GHHB) was present in 0.34% (Figure 3), type III (ECA and ICA medial to the 
GHHB) was present in 1.02% (Figure 4), type IV (CCA medial to the GHHB) was present 
in 1.02% (Figure 5), type V (CB medial to the GHHB) in 0.34% (Figure 6), type VI (ECA 
lateral to the GHHB) was identified in 20.41% (Figure 7), type VIII (ECA and ICA lateral 
to the GHHB) in 3.74% (Figure 8), type IX (CCA lateral to the GHHB) in 8.5% (Figure 9), 
type X (CA lateral to the GHHB) in 6.46% (Figure 10), type XI (ICA medial and ECA lateral 
to the GHHB) in 0.34% (Figure 11), and type XII (ECA medial and ICA lateral to the 
GHHB) in 0.34% (Figure 4). 

Figure 1. Prevalence and diagrams of types I–XII of the carotid–hyoid relationship in the general
lot (147 cases, 294 sides). ECA: external carotid artery; ICA: internal carotid artery; CCA: common
carotid artery; CB: carotid bifurcation.

Type I (ECA medial to the GHHB) was evident in 0.34% (Figure 2), type II (ICA medial
to the GHHB) was present in 0.34% (Figure 3), type III (ECA and ICA medial to the GHHB)
was present in 1.02% (Figure 4), type IV (CCA medial to the GHHB) was present in 1.02%
(Figure 5), type V (CB medial to the GHHB) in 0.34% (Figure 6), type VI (ECA lateral to the
GHHB) was identified in 20.41% (Figure 7), type VIII (ECA and ICA lateral to the GHHB) in
3.74% (Figure 8), type IX (CCA lateral to the GHHB) in 8.5% (Figure 9), type X (CA lateral
to the GHHB) in 6.46% (Figure 10), type XI (ICA medial and ECA lateral to the GHHB)
in 0.34% (Figure 11), and type XII (ECA medial and ICA lateral to the GHHB) in 0.34%
(Figure 4).

In men (172 sides), no carotid–hyoid relationships were found in 54.65% of individuals
(Figure 12). We did not find any examples of types VII and XII in the male subgroup. In
women (122 sides), we did not identify carotid–hyoid relationships in 60.66% of individuals
(Figure 13). In the female subgroup, we did not find types I, II, III, V, VII, or XI. We
determined the types of ratios comparatively by sex (Figures 14 and 15).

In men, on the right side (n = 86), we found no carotid–hyoid ratios in 50% of individ-
uals; type VI (ECA lateral to the GHHB) was found in 24.42% and types IX (CCA lateral
to the GHHB) and X (CB lateral to the GHHB) were each present in 6.98% (Figure 16). In
women, on the right side (n = 61), we found no carotid–hyoid relationships in 57.38% of
individuals; type VI (ECA lateral to the GHHB) was identified in 16.39% and types IX (CCA
lateral of hyoid) and X (CB lateral of hyoid) were each present in 9.84% (Figure 17).
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Figure 2. Type I carotid-hyoid relationship (right side), contralaterally tilted hyoid. Three-dimen-
sional volume rendering, anterior view (A) and axial slice through tip of right greater hyoid horn 
(B). 1: right common carotid artery; 2: thyroid cartilage; 3: tip of right greater hyoid horn; 4: right 
internal carotid artery; 5: right external carotid artery; 6: tip of left greater hyoid horn; 7: left carotid 
bifurcation. 

 
Figure 3. Bilateral asymmetric carotid–hyoid relationships: right type II and left type X. Three-di-
mensional volume rendering, left lateral view. Inset: axial slice through the tips of the greater hyoid 
horns. 1: tip of right greater hyoid horn; 2: right internal jugular vein; 3: right internal carotid artery; 
4: right external carotid artery; 5: tip of left greater hyoid horn; 6: left carotid bifurcation; 7: left 
internal jugular vein. 

Figure 2. Type I carotid-hyoid relationship (right side), contralaterally tilted hyoid. Three-dimensional
volume rendering, anterior view (A) and axial slice through tip of right greater hyoid horn (B). 1: right
common carotid artery; 2: thyroid cartilage; 3: tip of right greater hyoid horn; 4: right internal carotid
artery; 5: right external carotid artery; 6: tip of left greater hyoid horn; 7: left carotid bifurcation.
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Figure 3. Bilateral asymmetric carotid–hyoid relationships: right type II and left type X. Three-dimensional
volume rendering, left lateral view. Inset: axial slice through the tips of the greater hyoid horns. 1: tip
of right greater hyoid horn; 2: right internal jugular vein; 3: right internal carotid artery; 4: right
external carotid artery; 5: tip of left greater hyoid horn; 6: left carotid bifurcation; 7: left internal
jugular vein.
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Figure 4. Types III (right side) and XII (left side) of carotid–hyoid relationships. Three-dimensional 
volume rendering, anterior view. 1: right common carotid artery; 2: right external carotid artery; 3: 
right internal jugular vein; 4: right lingual artery; 5: right facial artery; 6: right internal carotid artery; 
7: body of hyoid bone; 8: left common carotid artery; 9: left internal carotid artery; 10: left external 
carotid artery; 11: left lingual artery; 12: left facial artery; 13: left internal jugular vein. 

 
Figure 5. Bilateral type IV of carotid–hyoid relationship. The external carotid arteries cross the pos-
teriorly elongated styloid processes. Three-dimensional volume rendering, anterior view. Inset: ax-
ial slice through hyoid. 1: right superior thyroid artery; 2: apex of right greater hyoid horn; 3: right 
internal jugular vein; 4: right common carotid artery; 5: body of hyoid; 6: right vertebral artery; 7: 

Figure 4. Types III (right side) and XII (left side) of carotid–hyoid relationships. Three-dimensional
volume rendering, anterior view. 1: right common carotid artery; 2: right external carotid artery;
3: right internal jugular vein; 4: right lingual artery; 5: right facial artery; 6: right internal carotid
artery; 7: body of hyoid bone; 8: left common carotid artery; 9: left internal carotid artery; 10: left
external carotid artery; 11: left lingual artery; 12: left facial artery; 13: left internal jugular vein.

Medicina 2023, 59, 1494 5 of 17 
 

 

 
Figure 4. Types III (right side) and XII (left side) of carotid–hyoid relationships. Three-dimensional 
volume rendering, anterior view. 1: right common carotid artery; 2: right external carotid artery; 3: 
right internal jugular vein; 4: right lingual artery; 5: right facial artery; 6: right internal carotid artery; 
7: body of hyoid bone; 8: left common carotid artery; 9: left internal carotid artery; 10: left external 
carotid artery; 11: left lingual artery; 12: left facial artery; 13: left internal jugular vein. 
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Figure 5. Bilateral type IV of carotid–hyoid relationship. The external carotid arteries cross the
posteriorly elongated styloid processes. Three-dimensional volume rendering, anterior view. Inset: axial
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slice through hyoid. 1: right superior thyroid artery; 2: apex of right greater hyoid horn; 3: right
internal jugular vein; 4: right common carotid artery; 5: body of hyoid; 6: right vertebral artery; 7: left
common carotid artery; 8: left superior thyroid artery; 9: left internal jugular vein; 10: left external
carotid artery; 11: right external carotid artery; 12: elongated right styloid process; 13: elongated left
styloid process; 14: left internal carotid artery; 15: right internal carotid artery.
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Figure 6. Bilateral combination types V and X of carotid–hyoid relationships. Three-dimensional
rendering, left anterolateral view. Inset: axial slice through the greater hyoid horns. 1: right common
carotid artery; 2: right carotid bifurcation; 3: tip of right greater hyoid horn; 4: right internal carotid
artery; 5: right internal carotid artery; 6: right internal jugular vein; 7: pharynx; 8: thyroid cartilage;
9: left greater hyoid horn; 10: left carotid bifurcation; 11: left internal jugular vein.
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Figure 7. Bilateral type VI of carotid–hyoid relationship. Axial slice through the tips of the greater
horns of the hyoid bone, inferior view. 1: right internal jugular vein; 2: right internal carotid artery;
3: right external carotid artery; 4: right greater horn of hyoid bone; 5: body of hyoid; 6: pharynx;
7: left internal carotid artery; 8: left external carotid artery; 9: left greater horn of hyoid bone.
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Figure 9. Bilateral type IX of carotid–hyoid relationship. Three-dimensional rendering, right antero-
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Figure 8. Bilateral type VII of carotid–hyoid relationship. Axial slice through the tips of the greater
horns of the hyoid bone, inferior view. 1: body of hyoid bone; 2: right greater horn of hyoid bone;
3: right external carotid artery; 4: right internal carotid artery; 5: left greater horn of hyoid bone; 6: left
external carotid artery; 7: left internal carotid artery.
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Figure 9. Bilateral type IX of carotid–hyoid relationship. Three-dimensional rendering, right antero-
lateral view. 1: right superior thyroid artery; 2: right greater hyoid horn; 3: right common carotid
artery; 4: right internal carotid artery; 5: left common carotid artery; 6: tip of left greater hyoid horn;
7: left superior thyroid artery; 8: left carotid bifurcation.
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right greater hyoid horn; 3: right external carotid artery; 4: right carotid bifurcation; 5: right internal 
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Figure 11. Right type XI of carotid–hyoid ratio. Axial slice, inferior view. 1: right internal jugular 
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Figure 10. Bilateral type X of carotid–hyoid relationship. Hyoid loop of the right external carotid
artery. Three-dimensional rendering, right anterolateral view. 1: right common carotid artery; 2: right
greater hyoid horn; 3: right external carotid artery; 4: right carotid bifurcation; 5: right internal carotid
artery; 6: right internal jugular vein; 7: tip of left greater hyoid horn; 8: left carotid bifurcation.
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Figure 11. Right type XI of carotid–hyoid ratio. Axial slice, inferior view. 1: right internal jugular
vein; 2: right external carotid artery; 3: right greater hyoid horn; 4: right internal carotid artery; 5: left
greater hyoid horn; 6: left external carotid artery; 7: left internal carotid artery.
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In men, on the left side (n = 86), we found no carotid–hyoid relationships in 59.3% of
individuals; type VI (ECA lateral to the greater hyoid horn) was identified in 19.77% and
type IX (CCA lateral to the hyoid) was present in 10.47% (Figure 18). In females, on the left
side (n = 61), we found no carotid–hyoid relationships in 63.93% of individuals; type VI
(ECA lateral to the GHHB) was found in 19.67% and types IX (CCA lateral of hyoid) and X
(CB lateral of hyoid) were each present in 6.56% (Figure 19).
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Among all cases, 104/147 (70.74%) were found to have bilateral symmetry of the
carotid–hyoid relationship. Of these 104 cases, 70.19% were null types without carotid–hyoid
relationships, with type IV present in 0.96% (Figure 5), type VI in 17.31% (Figure 2), type
VIII in 1.92% (Figure 3), type IX in 6.73% (Figure 4), and type X in 2.88% (Figures 5 and 20).
There was a highly significant association between the left and right variants of the
carotid–hyoid relationship, with a Pearson Chi-squared value of 466,592, significant at
a p-value below 0.001.
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In men, we found 55/86 cases with bilateral symmetry; 39 of these showed no carotid-
hyoid relationship, ten were type VI, two were type VIII, and four were type IX. In women
there were 49/61 cases with bilateral carotid–hyoid ratio symmetry; 34 of these showed no
carotid–hyoid relationship, one case was type IV, eight cases were type VI, three cases were
type IX and three cases were type X.

4. Discussion

Bilateral symmetry was highly statistically significant and was identified in cases with-
out carotid–hyoid relationships as well as in types IV, VI, VIII, IX, and X. Bilateral symmetry
was not found for types I, II, III, V, VII, XI, and XII. Thus, these can be regarded as unilateral
anatomical variations. In the present study, bilateral symmetry of the carotid–hyoid rela-
tionship was found in 70.74% of individuals. This is a topographic transverse symmetry
of the carotid–hyoid relationship, and is not one of the vertical levels of CB. In a previous
study, bilateral symmetry of the vertebral level of CB was found in just 28% of cases [16].
Bilateral symmetry for different morphofunctional characteristics of the carotid arteries
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was determined in youth, and significant differences were found only for the carotid lumen
diameter [17].

However, it should be borne in mind that the hyoid bone has extremely heterogeneous
morphological characteristics that are closely related to individual differences in sex, height,
and weight [18]. Therefore, carotid variability is superposed over an individually variable
hyoid morphology.

Lemaire et al. (2005) conducted a study on 30 cadavers to assess the relevance of
the tip of the GHHB in the localization of the CB, superior thyroid and lingual arteries,
and hypoglossal and superior laryngeal nerves [19]. The authors stated that they found
no anatomical variant other than the level of origin of the superior thyroid artery [19].
The authors found that the CB is always located posterior and inferior to the tip of the
GHHB [19]. These results support the importance of the present study, demonstrating that
CB localization is not a consistent anatomical pattern.

Types with the ICA medial to the greater horn have rarely been reported [20–23].
Kolbel et al. (2008) reported one such case, with neurological symptoms that disappeared
after resection of the respective greater hyoid horn [20]. In that case, the carotid–hyoid
relationships were type XI on the right and type VI on the left [20]. Martinelli et al. (2019)
identified a type XI carotid–hyoid relationship in one case [22]. A type XI relationship was
found in one case by Liu et al. (2020), with the tip of the greater hyoid horn between the
ECA (laterally) and ICA (medially) pressing on the carotid sinus or bulb [24]. Plotkin et al.
(2019) reported a case with a type XI relationship [21]. Kho et al. (2019) reported a case with
ICA and ECA medial to the greater horn, which is a type III relationship [23]. Tokunaga
et al. (2015) presented evidence of a type II carotid–hyoid relationship [25].

Renard and Freitag (2012) reported a case in which the tip of the greater horn was
located 1.6 mm anterior to the anterior tubercle of the transverse process of the C3 vertebra,
while the ECA and ICA were located lateral to the greater horn, which is a type VIII
relationship [26]. Mori et al. (2011) reported a case with the ICA and ECA lateral to the
greater horn, which is a type VII relationship. It is anatomically interesting that a consistent
linguofacial trunk arose from that ECA, ascending anterior to the ECA and lateral to the
greater horn; thus, three arteries were located lateral to the greater horn [27]. Hong et al.
(2011) identified the location of the ICA and ECA lateral to the greater horn in one case,
which is a type VIII relationship [28]. A type VIII carotid–hyoid relationship was reported
by Renard et al. (2011) [29]. Yukawa et al. (2014) reported a case having both ICA and
ECA on one side lateral to the greater hyoid horn, which is a type VIII relationship, and
the contralateral CB was lateral to the greater horn, which is a type X relationship [30].
A type X relationship with the CCA lateral to the greater horn was reported by Liu et al.
(2021) [31]. Schneider and Kortmann (2007) reported a case with the location of the CCA
lateral to the greater horn, which is a type IX relationship [32].

Feracci et al. (2022) quoted the study of Koreckij et al. (2013) regarding the three
types of carotid vessel location as related to the spine: type I (normal), lateral to the
transverse foramen; type II (medial), in the zone between the transverse foramen and the
uncovertebral joint of Luschka; and type III (retropharyngeal), medial to the uncovertebral
joint [33,34]. Koreckij et al. identified aberrant types II and III as abnormalities of the carotid
arteries, but did not specify which carotid arteries these referred to [33]. The authors found
types II and III in 12.3% of 1000 patients and that 26 cases (2.6%) had retropharyngeal
type III [33]. The study by Koreckij et al. mainly addressed the anterior cervical spine
approach (Smith–Robinson approach) for the treatment of radiculopathy and myelopathy,
and recommended preoperative detection of the carotid tract in patients [33]. Anterior
landmarks such as is the hyoid bone could be of better use during neck dissections, though
this should be regarded with caution.

The hyoid bone is a remote cause of atherosclerotic lesions of the carotid arteries [22].
A retrospective cross-sectional and longitudinal cohort study, however, concluded that the
presence and progression of atherosclerotic plaque and ICA stenosis do not depend on the
distance between the hyoid and the ICA [35]. Mechanical arterial compression can lead
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to ICA dissection [26,30]. In addition, chronic ICA compression with repetitive vascular
trauma can lead to cerebral thromboembolic strokes in young patients [21]. Compression of
the CCA may evolve with perforation of its wall [36,37] and formation of a pseudoaneurysm
of this artery [32]. As pseudoaneurysms can form in both the CCA and the ECA or
ICA [38], mechanical compression by the hyoid can be considered and investigated in such
cases. One case with mechanical compression of the ICA by the hyoid and frequent non-
atherothrombotic occlusion and recanalization of the ICA was reported by [27]. Stenosis
or occlusion of the ICA can occur directly by mechanical compression of the hyoid or
indirectly by atheromatous plaque formation [29]. Hyoid fractures in cases positive for
carotid–hyoid ratio can cause significant haemorrhage. Furthermore, hyoid fractures can
cause pseudoaneurysms of the ECA [39].

Different types of carotid–hyoid relationships were found in this study. In types I–V,
the CCA, BC, ECA, ICA, or both the ECA and ICA were found medially to the GHHB.
These variants are of utmost importance during otorhinolaryngological surgeries such as
tonsillectomy and drainage of peritonsillar abscesses, as well as during adenoidectomies
and pharyngeal lesion biopsies [10,40]. Such anatomic variations should always be included
in the differential diagnosis of pharyngeal wall bulging [40]. Specifically, surgeons should
be aware that any carotid artery could be found medially to the GHHB, and as such
posteriorly to the pyriform sinus (types I–V), which occurred in this study in 3.06% of
individuals. The inadvertent performance of biopsies or punctures nearing the pyriform
sinus could lead to fatal outcomes, especially because the parapharyngeal space is a difficult
region to evaluate clinically due to its location deep in the neck [40].

The development of non-atherosclerotic or atherosclerotic ICA vasculopathy can be
explained by repeated mechanical compression of the ICA between the sternocleidomastoid
muscle and the greater horn of the hyoid bone [28]; this can result in types VI, VIII, IX, X, XII.
When the head is rotated rapidly, the risk of injury tends to increase contralaterally [28,41].
Displacement of the origin of the ICA relative to the greater hyoid horn with head rotation
and swallowing in daily life, causing repeated mechanical stimulation by the hyoid bone,
could lead to endothelial damage, thrombus formation, and cerebral artery embolism [25].

When extrinsic carotid compression is evident, the endovascular treatment of carotid
stenosis is not advisable and open surgery is preferred [22]. Good management for mechani-
cal compression, however, has been achieved with endarterectomy and carotid mobilization
without hyoid resection [24].

Displacement of ICA by the hyoid should be considered in strokes of unknown
aetiology, especially in the presence of cervical, pharyngeal, or otic pain, repetitive cervical
movements, and prolonged cervical positioning. In such cases, angioCT scanning with
head rotation may be useful for screening [23].

5. Conclusions

Mechanical compression of the hyoid bone on the carotid arteries has various undesir-
able effects on the ICA and cerebral circulation. Underlying these are several variational
anatomical patterns of carotid–hyoid relationships, which can be accurately documented
on CT angiograms.

Based on the correlation between the variability of the carotid–hyoid relationship and
individual hyoid variability, a case-by-case assessment of the carotid artery–hyoid bone
relationships is preferable to preoperative assumption of a single possibility learned from
anatomical textbooks and atlases.

Any cervical surgical approach involving intraoperative identification of the hyoid
bone should be done with caution, as it cannot be excluded that this bone might have a
direct and immediate relationship with the carotid arteries either laterally or medially.

Author Contributions: Conceptualization, M.C.R. and A.M.J.; methodology, S.H.; software, M.C.R.
and A.M.J.; validation, M.C.R. and A.D.V.; formal analysis, B.A.M.; investigation, M.D.M. and B.A.M.;
resources, A.D.V. and S.H.; writing—original draft preparation, M.C.R. and M.D.M.; writing—review



Medicina 2023, 59, 1494 15 of 16

and editing, M.C.R. and A.M.J.; supervision, M.C.R. and S.H. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was conducted according to the guidelines of the
Declaration of Helsinki, and was approved by the Ethics Committee of the “Victor Babes” University
of Medicine and Pharmacy, Timisoara, Romania (protocol code 45/4 September 2020).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: No new data were created or analyzed in this study. Data sharing is
not applicable to this article.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Zumre, O.; Salbacak, A.; Cicekcibasi, A.E.; Tuncer, I.; Seker, M. Investigation of the bifurcation level of the common carotid

artery and variations of the branches of the external carotid artery in human fetuses. Ann. Anat. 2005, 187, 361–369. [CrossRef]
[PubMed]

2. Anangwe, D.; Saidi, H.; Ogeng’o, J.; Awori, K.O. Anatomical variations of the carotid arteries in adult Kenyans. East. Afr. Med. J.
2008, 85, 244–247. [CrossRef] [PubMed]

3. Arumugam, S.; Subbiah, N.K. A Cadaveric Study on the Course of the Cervical Segment of the Internal Carotid Artery and Its
Variations. Cureus 2020, 12, e7663. [CrossRef]

4. Klosek, S.K.; Rungruang, T. Topography of carotid bifurcation: Considerations for neck examination. Surg. Radiol. Anat. 2008, 30,
383–387. [CrossRef] [PubMed]

5. Seong, J.; Lieber, B.B.; Wakhloo, A.K. Morphological age-dependent development of the human carotid bifurcation. J. Biomech.
2005, 38, 453–465. [CrossRef]

6. Gray, H.; Standring, S.; Anand, N.; Birch, R.; Collins, P.; Crossman, A.; Gleeson, M.; Jawaheer, G.; Smith, A.L.; Spratt, J.D.; et al.
Gray’s Anatomy: The Anatomical Basis of Clinical Practice, 41st ed.; Elsevier: Amsterdam, The Netherlands, 2016.

7. Al-Rafiah, A.; AA, E.L.-H.; Aal, I.H.; Zaki, A.I. Anatomical study of the carotid bifurcation and origin variations of the ascending
pharyngeal and superior thyroid arteries. Folia Morphol. 2011, 70, 47–55.

8. Nayak, S.; Kumar, N. Multiple Loops of External and Internal Carotid Arteries Vulnerable in Surgical and Radiological Procedures.
Balk. Med. J. 2018, 35, 285–286. [CrossRef]

9. Nayak, S.B.; Shetty, S.D. Surgical and embryological perspective of a big loop of internal carotid artery extending laterally beyond
internal jugular vein. Surg. Radiol. Anat. 2021, 43, 413–416. [CrossRef]

10. Paulsen, F.; Tillmann, B.; Christofides, C.; Richter, W.; Koebke, J. Curving and looping of the internal carotid artery in relation to
the pharynx: Frequency, embryology and clinical implications. J. Anat. 2000, 197 Pt 3, 373–381. [CrossRef]

11. Uno, M.; Yagi, K.; Takai, H.; Hara, K.; Oyama, N.; Yagita, Y.; Matsubara, S. Diagnosis and Operative Management of Carotid
Endarterectomy in Patients with Twisted Carotid Bifurcation. Neurol. Med. Chir. 2020, 60, 383–389. [CrossRef]

12. Tokugawa, J.; Kudo, K.; Mitsuhashi, T.; Mitsuhashi, T.; Hishii, M. Older age, carotid artery stenosis, and female sex as factors
correlated with twisted carotid bifurcation based on 457 angiographic studies. Clin. Neurol. Neurosurg. 2023, 233, 107902.
[CrossRef]

13. Lukins, D.E.; Pilati, S.; Escott, E.J. The Moving Carotid Artery: A Retrospective Review of the Retropharyngeal Carotid Artery
and the Incidence of Positional Changes on Serial Studies. AJNR Am. J. Neuroradiol. 2016, 37, 336–341. [CrossRef]

14. Rusu, M.C.; Jianu, A.M.; Manta, B.A.; Hostiuc, S. Aortic Origins of the Celiac Trunk and Superior Mesenteric Artery. Diagnostics
2021, 11, 1111. [CrossRef]

15. Minca, D.I.; Rusu, M.C.; Radoi, P.M.; Vrapciu, A.D.; Hostiuc, S.; Toader, C. The Infraoptic or Infrachiasmatic Course of the
Anterior Cerebral Artery Emerging an Elongated Internal Carotid Artery. Tomography 2022, 8, 2243–2255. [CrossRef] [PubMed]

16. Smith, D.; Larsen, J.L. On the symmetry and asymmetry of the bifurcation of the common carotid artery: A study of bilateral
carotid angiograms in 100 adults. Neuroradiology 1979, 17, 245–247. [CrossRef] [PubMed]

17. Uithoven, K.E.; Ryder, J.R.; Brown, R.; Rudser, K.D.; Evanoff, N.G.; Dengel, D.R.; Kelly, A.S. Determination of Bilateral Symmetry
of Carotid Artery Structure and Function in Children and Adolescents. J. Vasc. Diagn. Interv. 2017, 5, 1–5. [CrossRef] [PubMed]

18. Fakhry, N.; Puymerail, L.; Michel, J.; Santini, L.; Lebreton-Chakour, C.; Robert, D.; Giovanni, A.; Adalian, P.; Dessi, P. Analysis of
hyoid bone using 3D geometric morphometrics: An anatomical study and discussion of potential clinical implications. Dysphagia
2013, 28, 435–445. [CrossRef]

19. Lemaire, V.; Jacquemin, G.; Nelissen, X.; Heymans, O. Tip of the greater horn of the hyoid bone: A landmark for cervical surgery.
Surg. Radiol. Anat. 2005, 27, 33–36. [CrossRef]

20. Kolbel, T.; Holst, J.; Lindh, M.; Matzsch, T. Carotid artery entrapment by the hyoid bone. J. Vasc. Surg. 2008, 48, 1022–1024.
[CrossRef]

https://doi.org/10.1016/j.aanat.2005.03.007
https://www.ncbi.nlm.nih.gov/pubmed/16163849
https://doi.org/10.4314/eamj.v85i5.9619
https://www.ncbi.nlm.nih.gov/pubmed/18814535
https://doi.org/10.7759/cureus.7663
https://doi.org/10.1007/s00276-008-0337-2
https://www.ncbi.nlm.nih.gov/pubmed/18330487
https://doi.org/10.1016/j.jbiomech.2004.04.022
https://doi.org/10.4274/balkanmedj.2017.1179
https://doi.org/10.1007/s00276-020-02619-z
https://doi.org/10.1046/j.1469-7580.2000.19730373.x
https://doi.org/10.2176/nmc.oa.2020-0047
https://doi.org/10.1016/j.clineuro.2023.107902
https://doi.org/10.3174/ajnr.A4533
https://doi.org/10.3390/diagnostics11061111
https://doi.org/10.3390/tomography8050188
https://www.ncbi.nlm.nih.gov/pubmed/36136884
https://doi.org/10.1007/BF00337533
https://www.ncbi.nlm.nih.gov/pubmed/481739
https://doi.org/10.2147/JVD.S123063
https://www.ncbi.nlm.nih.gov/pubmed/29761163
https://doi.org/10.1007/s00455-013-9457-x
https://doi.org/10.1007/s00276-004-0263-x
https://doi.org/10.1016/j.jvs.2008.04.062


Medicina 2023, 59, 1494 16 of 16

21. Plotkin, A.; Bartley, M.G.; Bowser, K.E.; Yi, J.A.; Magee, G.A. Carotid Artery Entrapment by the Hyoid Bone-A Rare Cause of
Recurrent Strokes in a Young Patient. Ann. Vasc. Surg. 2019, 57, 48.e7–48.e11. [CrossRef]

22. Martinelli, O.; Fresilli, M.; Jabbour, J.; Di Girolamo, A.; Irace, L. Internal Carotid Stenosis Associated with Compression by Hyoid
Bone. Ann. Vasc. Surg. 2019, 58, 379.e1–379.e3. [CrossRef] [PubMed]

23. Kho, L.K.; Bates, T.R.; Thompson, A.; Dharsono, F.; Prentice, D. Cerebral embolism and carotid-hyoid impingement syndrome.
J. Clin. Neurosci. 2019, 64, 27–29. [CrossRef] [PubMed]

24. Liu, S.; Nezami, N.; Dardik, A.; Nassiri, N. Hyoid bone impingement contributing to symptomatic atherosclerosis of the carotid
bifurcation. J. Vasc. Surg. Cases Innov. Tech. 2020, 6, 89–92. [CrossRef] [PubMed]

25. Tokunaga, K.; Uehara, T.; Kanamaru, H.; Kataoka, H.; Saito, K.; Ishibashi-Ueda, H.; Shobatake, R.; Yamamoto, Y.; Toyoda, K.
Repetitive Artery-to-Artery Embolism Caused by Dynamic Movement of the Internal Carotid Artery and Mechanical Stimulation
by the Hyoid Bone. Circulation 2015, 132, 217–219. [CrossRef] [PubMed]

26. Renard, D.; Freitag, C. Hyoid-related internal carotid artery dissection. J. Neurol. 2012, 259, 2501–2502. [CrossRef]
27. Mori, M.; Yamamoto, H.; Koga, M.; Okatsu, H.; Shono, Y.; Toyoda, K.; Fukuda, K.; Iihara, K.; Yamada, N.; Minematsu, K. Hyoid

bone compression-induced repetitive occlusion and recanalization of the internal carotid artery in a patient with ipsilateral brain
and retinal ischemia. Arch. Neurol. 2011, 68, 258–259. [CrossRef]

28. Hong, J.M.; Kim, T.J.; Lee, J.S.; Lee, J.S. Neurological picture. Repetitive internal carotid artery compression of the hyoid: A new
mechanism of golfer’s stroke? J. Neurol. Neurosurg. Psychiatry 2011, 82, 233–234. [CrossRef]

29. Renard, D.; Rougier, M.; Aichoun, I.; Labauge, P. Hyoid bone-related focal carotid vasculopathy. J. Neurol. 2011, 258, 1540–1541.
[CrossRef]

30. Yukawa, S.; Yamamoto, S.; Hara, H. Carotid artery dissection associated with an elongated hyoid bone. J. Stroke Cerebrovasc. Dis.
2014, 23, e411–e412. [CrossRef]

31. Liu, G.; Wang, Y.; Chu, C.; Ren, Y.; Hua, Y.; Ji, X.; Song, H. Hyoid Elongation May Be a Rare Cause of Recurrent Ischemic Stroke in
Youth-A Case Report and Literature Review. Front. Neurol. 2021, 12, 653471. [CrossRef]

32. Schneider, C.G.; Kortmann, H. Pseudoaneurysm of the common carotid artery due to ongoing trauma from the hyoid bone.
J. Vasc. Surg. 2007, 45, 186–187. [CrossRef] [PubMed]

33. Koreckij, J.; Alvi, H.; Gibly, R.; Pang, E.; Hsu, W.K. Incidence and risk factors of the retropharyngeal carotid artery on cervical
magnetic resonance imaging. Spine 2013, 38, E109–E112. [CrossRef] [PubMed]

34. Ferracci, F.X.; Heuze, D.; Sacco, R.; Curado, J.; Monnot, A.; Duparc, F.; Ould-Slimane, M. Common carotid artery medialization
and fracture dislocation of the cervical spine. Surg. Radiol. Anat. 2022, 44, 1073–1077. [CrossRef] [PubMed]

35. Siegler, J.E.; Konsky, G.; Renner, C.; Moreno-De-Luca, A.; Gutman, D.; Cucchiara, B.; Messe, S.R. Carotid artery atherosclerosis is
not associated with hyoid proximity: Results from a cross-sectional and longitudinal cohort study. Clin. Imaging 2019, 58, 39–45.
[CrossRef]

36. Abdelaziz, O.S.; Ogilvy, C.S.; Lev, M. Is there a potential role for hyoid bone compression in pathogenesis of carotid artery
stenosis? Surg. Neurol. 1999, 51, 650–653. [CrossRef]

37. McConnel, C.S., Jr.; Marlowe, F.I. Postoperative perforation of the carotid artery by the hyoid bone. Arch. Otolaryngol. 1972, 95,
282–283. [CrossRef]

38. Nadig, S.; Barnwell, S.; Wax, M.K. Pseudoaneurysm of the external carotid artery–review of literature. Head Neck 2009, 31, 136–139.
[CrossRef]

39. Campbell, A.S.; Butler, A.P.; Grandas, O.H. A case of external carotid artery pseudoaneurysm from hyoid bone fracture. Am.
Surg. 2003, 69, 534–535. [CrossRef]

40. Bernardes, M.N.D.; Cascudo, N.C.M.; El Cheikh, M.R.; Goncalves, V.F.; Lamounier, P.; Ramos, H.V.L.; Costa, C.C. Aberrant
common and internal carotid arteries and their surgical implications: A case report. Braz. J. Otorhinolaryngol. 2021, 87, 366–369.
[CrossRef]

41. Kumar, S.; Ferrari, R.; Narayan, Y. Cervical muscle response to head rotation in whiplash-type left lateral impacts. Spine 2005, 30,
536–541. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.avsg.2018.09.001
https://doi.org/10.1016/j.avsg.2018.09.043
https://www.ncbi.nlm.nih.gov/pubmed/30684622
https://doi.org/10.1016/j.jocn.2019.03.040
https://www.ncbi.nlm.nih.gov/pubmed/30987808
https://doi.org/10.1016/j.jvscit.2020.01.001
https://www.ncbi.nlm.nih.gov/pubmed/32095663
https://doi.org/10.1161/CIRCULATIONAHA.114.015144
https://www.ncbi.nlm.nih.gov/pubmed/26195490
https://doi.org/10.1007/s00415-012-6621-4
https://doi.org/10.1001/archneurol.2010.371
https://doi.org/10.1136/jnnp.2010.213777
https://doi.org/10.1007/s00415-011-5940-1
https://doi.org/10.1016/j.jstrokecerebrovasdis.2014.04.006
https://doi.org/10.3389/fneur.2021.653471
https://doi.org/10.1016/j.jvs.2006.08.075
https://www.ncbi.nlm.nih.gov/pubmed/17210407
https://doi.org/10.1097/BRS.0b013e31827b0d4b
https://www.ncbi.nlm.nih.gov/pubmed/23124269
https://doi.org/10.1007/s00276-022-02965-0
https://www.ncbi.nlm.nih.gov/pubmed/35857085
https://doi.org/10.1016/j.clinimag.2019.05.016
https://doi.org/10.1016/S0090-3019(99)00022-1
https://doi.org/10.1001/archotol.1972.00770080424019
https://doi.org/10.1002/hed.20855
https://doi.org/10.1177/000313480306900616
https://doi.org/10.1016/j.bjorl.2020.10.008
https://doi.org/10.1097/01.brs.0000154655.96696.85

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

