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Applied Anatomy Research of Recurrent Laryngeal Nerve in
Anterior Cervical Approach Operation
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Abstract: Objective To provide anatomical basis for anterior approach to cervical spine surgery protecting the re-

current laryngeal nerve. Methods Forty formalin-fixed adult cadavers (23 male/ 17female) were dissected bilaterally to
expose the path of the recurrent laryngeal nerve (RLN). The starting point, the first branch and the entering tracheoesopha-
Results The right RLN looped around the sub-

clavian artery at the level of T2. It crossed the prevertebral fascia from the carotid sheath medial border at T1 level, entered

geal groove point were observed corresponding with vertebral body level.

the tracheoesophageal groove at C7-T1 level and entered the larynx at C6. The left RLN looped around the aortic arch at T4
level , entered the tracheoesophageal groove at T2 level and entered the larynx at C6 level. The RLN traveled superiorly,
slightly anterior to the tracheoesophageal groove and its diameter tapered. The first branch diameter minimum value is 0.
02mm. The starting point of RLN diameter maximum value is 4. 76mm. Conclusions The left RLN anatomical structure
is relatively more constant than the right side. The left or right anterior approach to cervical spine surgery at or superior to
C7 level is safe,but inferior to C7 level the left anterior approach is better. Mastering the anatomical characteristics of RLN
is important to reduce the iatrogenic injury.
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