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Variations of venous drainage of the thyroid gland and their 
surgical implications: a narrative review

Drenagem venosa da glândula tireoide e suas implicações cirúrgicas: revisão narrativa

Rajani Singh1 

Abstract
Diseases of the thyroid are common worldwide, so knowledge of its normal and variant anatomy, especially of the 
veins of thyroid, is essential for safe and successful surgery involving the anterolateral neck. The aim of this study is 
to consolidate all information related to venous drainage of the thyroid gland as a ready reference for vascular and 
endocrine surgeons. The study was conducted at the Department of Anatomy and the literature search was carried 
out using the Pubmed, Scielo, Researchgate, Medline, and Scopus databases. Various terms related to the thyroid 
gland and its venous drainage were used to explore the literature. The literature review revealed that the superior and 
middle thyroid veins have the fewest variations in terms of course and termination while the inferior thyroid vein has 
the most variations in terms of course and termination. Detailed knowledge of normal and variant anatomy of the 
thyroid veins is of utmost use for vascular surgeons performing anterolateral neck surgery, especially tracheostomy, 
a lifesaving procedure, minimizing intraoperative and postoperative complications and morbidity and mortality. 
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Resumo
As doenças da tireoide são comuns em todo o mundo; portanto, o conhecimento tanto da anatomia normal quanto 
de variações anatômicas, especialmente das veias tireóideas, é essencial para uma cirurgia segura e bem-sucedida da 
região anterolateral do pescoço. O objetivo deste estudo é consolidar todas as informações relacionadas à drenagem 
venosa da glândula tireoide para pronta referência a cirurgiões vasculares e endócrinos. O estudo foi realizado no 
Departamento de Anatomia, e a pesquisa bibliográfica foi realizada nas bases de dados PubMed, SciELO, ResearchGate, 
MEDLINE e Scopus. Vários termos relacionados à glândula tireoide e sua drenagem venosa foram considerados para 
busca na literatura. O levantamento da literatura revelou que as veias tireóideas superior e média apresentam as menores 
variações em termos de trajeto e terminação, enquanto a veia tireóidea inferior apresenta as maiores variações. O 
conhecimento detalhado da anatomia normal e de variações anatômicas das veias tireóideas é de extrema utilidade 
para os cirurgiões vasculares na realização de cirurgia anterolateral do pescoço, especialmente traqueostomia, um 
procedimento que salva vidas, minimizando complicações intra e pós-operatórias, morbidade e mortalidade. 
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iNtRODUctiON

The thyroid gland is an endocrine gland located in the 
lower part of the front and sides of the neck. It regulates 
basal metabolic rate and stimulates somatic and psychic 
growth. Thyroid enlargement leading to goiter causes 
various complications causing patients discomfort and 
necessitating thyroid surgery. During thyroid surgery, 
besides surrounding structures, the arteries irrigating 
the thyroid gland and its venous drainage have to be 
taken care of to avoid intraoperative and postoperative 
complications. Besides thyroid surgery,1 the veins of 
the thyroid gland may also be damaged in various 
other surgical procedures in the neck, like parathyroid 
and laryngeal surgery, transposition of myocutaneous 
flaps for reconstruction,2 and tracheostomy,3-5 with fatal 
outcomes. This review was planned in consideration 
of the immense clinical implications associated with 
damage to the venous drainage pertaining to the 
thyroid gland. The aim of this review is to conduct 
a thorough and detailed presentation of normal and 
variant anatomy of the thyroid veins along with their 
surgical implications. This information will act as a 
ready reference and guide for vascular surgeons during 
surgery involving the anterolateral neck region, thus 
minimizing iatrogenic injury to the veins of thyroid gland 
and thereby reducing intraoperative and postoperative 
complications, fatalities, and mortality rates.

MAteRiAl AND MetHODS

The study was conducted at the department of 
Anatomy, UP University of Medical Sciences, India. 
The literature was explored using the Pubmed, Scielo, 
Researchgate, Medline, and Scopus databases. The terms 
used for literature searches were “Thyroid gland, 
Anatomy of thyroid gland, Superior thyroid vein, 
Inferior thyroid vein, Middle thyroid vein, Fourth 
thyroid vein, Vein of Kocher and venous drainage of 
thyroid gland, clinical implications of thyroid veins, 
and significance of venous drainage of thyroid gland”. 
Standard anatomy text books like Gray’s anatomy and 
Cunningham’s manual of practical Anatomy were 
also consulted. After the literature search, all of the 
information related to venous drainage of thyroid 
gland was consolidated and interpreted and associated 
clinical implications were extracted.

Normal venous drainage of the thyroid gland
The thyroid gland is drained by three constant veins, 

the superior, middle, and inferior thyroid veins, and 
by a fourth, the thyroid vein of Kocher (Figure 1), 
which is not always present. Three pairs of thyroid 
veins originate from the thyroid venous plexus, 
present deep to the true capsule of thyroid gland. 

The normal and variant anatomy of the thyroid veins 
along with their surgical implications are expounded 
in the following sections.

Superior thyroid vein anatomy
The superior thyroid vein, also known as the vena 

thyroidea superior, emerges at the upper pole of the 
thyroid gland after originating from thyroid venous 
plexus. The vein passes superiorly and laterally across 
the superior belly of the omohyoid muscle and the 
common carotid artery to enter the internal jugular vein 
alone or in the common facial vein6 and is accompanied 
by the superior thyroid artery. Sometimes, it may also 
drain into the facial vein. The main tributaries of the 
superior thyroid vein are the superior laryngeal vein 
and the cricothyroid vein. The superior thyroid vein 
mainly collects venous blood from the thyroid gland 
and the larynx.

incidence and variant modes of termination 
of the superior thyroid vein

The superior thyroid vein is reported to be present 
bilaterally constantly.7,8 More than one superior thyroid 

Figure 1. Standard venous drainage of the thyroid gland. 
RIJV- right internal jugular vein, LIJV- left internal jugular vein, 
STV- superior thyroid vein, MTV- middle thyroid vein, VoK- vein 
of Kocher, ITV- inferior thyroid vein, RBV- right brachiocephalic 
vein, LBV- left brachiocephalic vein.
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vein was observed by Remmert et al.7 and was found 
to be double in 16.7% of cases by Wafae et al.8 The 
superior thyroid vein was found to be formed by 
primary branches in 80.1% and secondary branches 
in 19.9% of cases.8

The superior thyroid vein was found to drain into 
the internal jugular vein in 97.2% of cases.8 When the 
vein was single, it opened into the internal jugular 
vein in 29.4%, while it drained with the lingual vein 
in 52.1%, with a linguofacial trunk in 35.4%, and 
with the facial vein 2.1%.8 In two cases, the superior 
thyroid vein was found to end in the vertebral 
vein.8 Chevrel et al.9 found the superior thyroid vein 
ending into the internal jugular vein in 10% of cases 
and at the linguofacial trunk in 56%, and in both in 
33% of cases. The superior thyroid vein was observed 
to drain into the facial vein in 43% and the rest into 
the internal jugular vein,7 while it was found to drain 
at the junction of lingual and facial vein in 44%.10

Before joining the internal jugular vein, the superior 
thyroid vein was found to fuse with the lingual vein in 
35.4%, with the retromandibular vein in 6.2%, with the 
retromandibular and facial veins in 4.2%, and with the 
facial vein in 2.1%.8 The superior thyroid vein terminated 
below the upper margin of the hyoid bone in 85.7%.8

Anatomy, incidence, and variant modes of 
termination of the middle thyroid vein

The middle thyroid vein is also known as the 
vena thyreoidea media. It is the shortest in length 
compared to the superior and inferior thyroid veins. 
The middle thyroid vein arises on the lateral surface 
of the thyroid gland at the middle of the thyroid lobe. 
It crosses the common carotid artery and then drains 
into the internal jugular vein.6

This vein may be absent or, very rarely it may 
be double.6 The middle thyroid vein was observed 
in 29% of cases by Chevrel et al.,9 in 43.3% by 
Wafae et al.,8 and in 55.2% by Shima et al.2 Mostly, 
this vein was observed singly bilaterally, but in one 
case two middle thyroid veins were detected on 
one side.8 The middle thyroid vein was observed in 
62% of patients with 80% arising in the middle of 
the thyroid lobe during thyroid surgery.11 Authors 
found the middle thyroid vein was more frequent in 
hyperthyroidism and in goiter cases.11 Knowledge 
of the anatomic variability of middle thyroid veins 
is useful for minimizing the risk of bleeding and 
preserving laryngeal nerves and parathyroid glands.11

As far as termination of the middle thyroid vein 
is concerned, in most cases, the vein was found to 
end in the internal jugular vein.8,12 While in 1.7% of 
cases the middle thyroid vein was observed to empty 
into the vertebral vein.12 In most of the cases, the 

middle thyroid vein was found to pass anterior to the 
common carotid artery and the recurrent laryngeal 
nerve, while in one case it was detected lying posterior 
to the recurrent laryngeal nerve.8

Anatomy, incidence, and variant modes of 
termination of the inferior thyroid vein

The inferior thyroid vein emerges at the lower 
border of the isthmus of the thyroid gland. Inferior 
thyroid veins were observed to occur in pairs; right 
and left, descending down, anastomosing with each 
other, and forming a pre-tracheal venous plexus or 
plexus thyroidea impar anterior to the trachea and 
deep to the sternothyroid muscle.

The right and left inferior thyroid veins are the 
largest of the three thyroid veins and are found to 
be asymmetric and present the most variant patterns 
in terms of number, course, and termination.6 They 
follow different paths on each side as illustrated 
below (Figure 2).

After originating from the pre-tracheal plexus, 
the right inferior thyroid vein travels anterior to the 
innominate artery (right brachiocephalic artery) and 
posterior to the sternothyroid muscle, draining into the 
right brachiocephalic vein (Figure 2A). Infrequently, 
it passes in front of the trachea and drains into the 
left brachiocephalic vein (Figure 2B). The left vein 
crosses the trachea to enter the left brachiocephalic 
vein. Rarely, both inferior thyroid veins form a common 
trunk called the thyroid ima vein, emptying into the left 
brachiocephalic vein6 (Figure 2C). Many investigators 
found that the inferior thyroid vein occurred constantly 
in all specimens observed,1,4,13 while it was observed 
in 90% of cases with computed tomography,14 and in 
96.7% of cadavers.8 Besides variant course, variations 
in the number of inferior thyroid veins have also been 
reported and are tabulated in Table 1. In addition to 
variations in number, large variability is also observed 
in the termination of inferior thyroid vein, as shown 
in Table 2.

Wafae et al.8 related the inferior thyroid vein to the 
tracheal rings and found that 80.4% of these veins 
were located between the 7th and 12th rings.

Based on the termination of the inferior thyroid 
vein, Moriggl and Pomaroli13 classified inferior thyroid 
veins into three categories, as detailed below:

1. Draining exclusively into the brachiocephalic 
vein (Right, left, and junction);

2. Right and left, left and junction, right and 
junction, right, left and junction;

3. Drainage into other veins of the mediastinum.
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Table 2 lists incidence rates of various types 
of inferior thyroid vein termination as reported by 
various authors.

Belli et al.14 described termination of inferior 
thyroid veins in two classes:

1. Veins flow in the lower part of the neck and 
form two veins that unite and end in the 
proximal part of the brachiocephalic vein 
(60%);

2. The inferior thyroid veins do not unite and end 
respectively in the left brachiocephalic vein 
and in the junction of the right brachiocephalic 
vein with the superior vena cava.

Rarely, the inferior thyroid vein may also drain 
into the superior vena cava

The tributaries of the inferior thyroid veins are 
the esophageal, tracheal, and inferior laryngeal 
veins, which contain valves at their opening into 
the brachiocephalic veins. The inferior thyroid 
veins drain the cervical part of the esophagus, the 
distal part of the larynx, and the proximal part of 
the trachea.

Figure 2. Variant terminations of inferior thyroid veins. (A) Standard termination of the inferior thyroid vein; (B) Right inferior 
thyroid vein (a) and left inferior thyroid veins (b) opening into left brachiocephalic vein; (c) Right (a) and left (b) inferior thyroid 
veins fuse forming inferior thyroidea ima vein (c) terminating into left brachiocephalic vein.

table 1. Numbers and percentages of inferior thyroid veins as 
reported by various authors.

S. No Number of ITV Percentage Author

1. 1 10 Krausen4

2 10

3 40

4 20

5 20

2. 1 81.5 Lázaro da 
Silva et al.12 18.5

3. 1 38 Belli et al.14

2 33

3 16

4 3

4. 1 60.7 Moriggl and 
Pomaroli13

2 30.3

3 8.4

4 0.6

5. 1 62.1 Wafae et al.8

2 27.6

3 3.4

4 3.4

5 3.4
ITV- inferior thyroid vein. S. No- serial number.
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Fourth thyroid vein of Kocher
Sometimes, besides the three thyroid veins mentioned 

in preceding sections, a fourth thyroid vein of Kocher 
is observed to emerge between middle and inferior 
thyroid veins draining into the internal jugular vein 
(Figure 1). This vein is scantly reported.

Significance of variant anatomy of thyroid 
veins

Detailed and exhaustive knowledge of the thyroid 
veins is important during parathyroid, cricothyroid, 
and laryngeal surgeries and in transposition of 
myocutaneous flaps for reconstructions2 and in 
tracheostomies,3-5 since these veins are vulnerable 
during the aforementioned surgical interventions.

Increased incidence of massive hemorrhage is 
observed during tracheostomy procedures both 
in emergency and routine tracheostomies due to 
iatrogenic injury to the inferior thyroid vein.4 A case 
of fatal hemorrhage was reported caused by injury 
to the inferior thyroid vein during percutaneous 
tracheostomy.3 Tracheostomy failure resulting in 
massive hemorrhages due to injury to vessels of 
the thyroid gland was observed in 4.8% of cases, 
which is quite high.5 Ultrasonography is therefore 
recommended for evaluation of variant thyroid vein 
anatomy before proceeding with a tracheostomy 
procedure.5 There is a paucity of literature describing 
detailed anatomical variations of the thyroid veins, 
so before proceeding with neck surgeries, especially 
thyroid and laryngeal surgeries and tracheostomies, 
diagnostic imaging should be conducted in the form 
of MRI and ultrasound14,15 to avoid complications both 
during and after surgery, since when percutaneous 
dilatational tracheostomy was performed with color 
Doppler ultrasound, reduced intraoperative blood loss 
was observed (not exceeding 8 ml), thus improving 
success rate and reducing mortality.16 The middle 
thyroid vein crosses the common carotid artery and 
recurrent laryngeal nerve. This fact should be kept in 

mind during thyroid surgery to avoid injury to these 
related structures. In addition to this, a middle thyroid 
vein was more frequently observed in hyperthyroidism 
and goiter cases.11 Hence, the authors of this study 
speculate that there is a relationship between presence 
of a middle thyroid vein and hyperthyroidism and 
goiter, which should be confirmed by further studies.

In view of the immense clinical implications of 
variant anatomy of the thyroid veins, further studies 
are recommended to decrease mortality due to lack 
of information on thyroid veins.

cONclUSiON

The superior thyroid vein is found to present constantly 
and is normally single on both sides and opens into 
the internal jugular vein along with other tributaries 
of the internal jugular vein. Very few variations of this 
vein in terms of course and termination are described 
in literature. The middle thyroid vein may be absent 
in some cases, but when present crosses the recurrent 
laryngeal nerve and the common carotid artery. This 
fact should be kept in mind during thyroid and laryngeal 
surgeries to avoid inadvertent injury to these structures. 
The inferior thyroid vein is found constantly, but it 
exhibits the greatest range of variations in terms of 
number and mode of termination. Besides this, the 
inferior thyroid vein is related to the anterior surface 
of trachea. This fact demands attention of surgeons to 
avoid lesions to this vein in tracheostomies.

Thus, to avoid injury to thyroid veins during 
surgical procedures of the neck region, particularly 
thyroid and laryngeal surgeries and tracheostomies, 
radiological imaging and especially color Doppler 
ultrasound are recommended before proceeding with 
surgery in these regions to avoid fatal hemorrhage 
and reduce mortality, since the literature suggests 
that when tracheostomies are performed under color 
Doppler ultrasound guidance there is reduced blood 
loss during surgery, thus decreasing mortality and 
improving success rates.

table 2. Variant terminations of the inferior thyroid vein as reported by various authors.

S. No. Author
Mode of termination of inferior thyroid vein

Right BV Left BV Junction
Right and 

left BV
Right BV and 

junction
Left BV and 

junction
Right, left BV 
and junction

1. Moriggl and 
Pomaroli13

6% 47% 20.2% 10.7% 1.8% 9.5% 3%

2. Krausen4 1/10 7/10 NA NA NA NA NA

3. Chevrel et al.9 + + NA NA NA NA

4. Lázaro da 
Silva et al.1

+ + + NA NA NA NA

5. Wafae et al.8 26.1% 60.9% NA 13.0% NA NA NA

BV-Brachiocephalic vein, junction- junction between two brachiocephalic veins; NA= Not available.



Venous drainage of the thyroid gland

6/6Singh J Vasc Bras. 2023;22:e20220163. https://doi.org/10.1590/1677-5449.202201632

ReFeReNceS

1. Lázaro da Silva A, Delorenzo S, Pelaquim AF, Freire MTG, Rezende 
JB No. Anatomia das veias tireóideas inferiores: aplicação cirúrgica. 
Arq Bras Med. 1989;63:243-6.

2. Shima H, Von Luedinghausen M, Ohno K, Michi K. Anatomy 
of microvascular anastomosis in the neck. Plast Reconstr Surg. 
1998;101(1):33-41. http://dx.doi.org/10.1097/00006534-199801000-
00007. PMid:9427914.

3. Buguet-Brown ML, Favier JC, Da Conceição M, Pitti R. Acute 
severe hemorrhage by a wound of the inferior thyroid vein 
during percutaneous tracheostomy. Ann Fr Anesth Reanim. 
2001;20(3):304-5. PMid:11332069.

4. Krausen AS. The inferior thyroid veins- the ultimate guardians of 
the trachea. Laryngoscope. 1976;86(12):1849-55. http://dx.doi.
org/10.1002/lary.5540861210. PMid:994678.

5. Muhammad JK, Major E, Patton DW. Evaluating the neck for 
percutaneous dilatational tracheostomy. J Craniomaxillofac Surg. 
2000;28(6):336-42. http://dx.doi.org/10.1054/jcms.2000.0170. 
PMid:11465140.

6. Skandalakis JE. Neck: thyroid gland. In: Skandalakis JE, editor. 
Surgical anatomy. The embryologic and anatomic basis of modern 
surgery. Vol. 1, 14th ed. Athens: Paschalidis Medical Publications; 
2004, p. 279.

7. Remmert S, Majocco A, Gehrking E. Neurovascular infrahyoid 
myofascial flap. Anatomic-topographic study of innervation and 
vascular supply. HNO. 1995;43(3):182-7. PMid:7759300.

8. Wafae N, Hirose K, Franco C, et al. The anatomy of the human 
thyroid veins and its surgical application. Folia Morphol (Warsz). 
2008;67(4):221-5. PMid:19085858.

9. Chevrel JP, Hidden G, Lassau JH, Alexandre JH, Hureau J. Venous 
and lymphatic drainage of the thyroid gland. J Chir (Paris). 
1965;90(5):445-63. PMid:5855696.

10. Oszukowski P, Kosinski H. The orifice of superior thyroid vein to 
the internal jugular vein in human fetuses. Folia Morphol (Warsz). 
1998;57(3):229-32. PMid:9857570.

11. Dionigi G, Congiu T, Rovera F, Boni L. The middle thyroid vein: 
anatomical and surgical aspects. World J Surg. 2010;34(3):514-20. 
http://dx.doi.org/10.1007/s00268-009-0350-6. PMid:20043163.

12. Oszukowski P, Kosinski H. Opening of the middle thyroid vein into 
vertebral vein in the fetus. Przegl Lek. 1996;53(8):634-5. PMid:8999468.

13. Moriggl B, Pomaroli A. The openings of the inferior thyroid vein(s). 
Ann Anat. 1994;176(5):389-93. http://dx.doi.org/10.1016/S0940-
9602(11)80461-9. PMid:7978335.

14. Belli AM, Ingram CE, Heron CW, Husband JE. The appearance of 
the inferior thyroid veins on computed tomography. Br J Radiol. 
1988;61(722):125-7. http://dx.doi.org/10.1259/0007-1285-61-722-
125. PMid:3349248.

15. Muhammad JK, Patton DW, Evans RM, Major E. Percutaneous 
dilatational tracheostomy under ultrasound guidance. Br J Oral 
Maxillofac Surg. 1999;37(4):309-11. http://dx.doi.org/10.1054/
bjom.1999.0072. PMid:10475654.

16. Guo M, Li JD. Application value of colour doppler ultrasound guided 
percutaneous dilatational tracheostomy with dilatational forceps 
in patients with head and neck burns with upper respiratory tract 
obstruction. Zhanghua Shao Shang Za Zhi. 2019;35(5):388-91. http://
dx.doi.org/10.3760/cma.j.issn.1009-2587.2019.05.012. PMID: 31154739.

Correspondence 
Rajani Singh 

Uttar Pradesh University of Medical Sciences, Department of 
Anatomy  

Saifai, Etawah, 206130 UP, India, CEP 206130 
Tel.: +91 (87) 55010919 

E-mail: nani_sahayal@rediffmail.com

Author information 
RS - MSc degree in Anatomy, MLN Medical College.

Author contributions 
Conception and design: RS 

Analysis and interpretation: RS 
Data collection: RS 

Writing the article: RS 
Critical revision of the article: RS 
Final approval of the article*: RS 

Statistical analysis: RS 
Overall responsibility: RS 

 
*All authors have read and approved of the final version of the article 

submitted to J Vasc Bras.

https://doi.org/10.1097/00006534-199801000-00007
https://doi.org/10.1097/00006534-199801000-00007
https://pubmed.ncbi.nlm.nih.gov/9427914
https://pubmed.ncbi.nlm.nih.gov/11332069
https://doi.org/10.1002/lary.5540861210
https://doi.org/10.1002/lary.5540861210
https://pubmed.ncbi.nlm.nih.gov/994678
https://doi.org/10.1054/jcms.2000.0170
https://pubmed.ncbi.nlm.nih.gov/11465140
https://pubmed.ncbi.nlm.nih.gov/11465140
https://pubmed.ncbi.nlm.nih.gov/7759300
https://pubmed.ncbi.nlm.nih.gov/19085858
https://pubmed.ncbi.nlm.nih.gov/5855696
https://pubmed.ncbi.nlm.nih.gov/9857570
https://doi.org/10.1007/s00268-009-0350-6
https://pubmed.ncbi.nlm.nih.gov/20043163
https://pubmed.ncbi.nlm.nih.gov/8999468
https://doi.org/10.1016/S0940-9602(11)80461-9
https://doi.org/10.1016/S0940-9602(11)80461-9
https://pubmed.ncbi.nlm.nih.gov/7978335
https://doi.org/10.1259/0007-1285-61-722-125
https://doi.org/10.1259/0007-1285-61-722-125
https://pubmed.ncbi.nlm.nih.gov/3349248
https://doi.org/10.1054/bjom.1999.0072
https://doi.org/10.1054/bjom.1999.0072
https://pubmed.ncbi.nlm.nih.gov/10475654

