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A Case of Nonrecurrent Inferior Laryngeal Nerve

Chan Woo Kim, MD., Seung Chul Oh, MD.,
Seon Tae Kim, MD., Heung Eog Cha, MD.

Department of Otolaryngology-Head and Neck Surgery, Gachon Medical School, Inchon, Korea

Nonrecurrence of the inferior laryngeal nerve always results from a vascular anomaly during
embryonic development of the aortic arches. The nonrecurrent inferior laryngeal nerve is important
climcally for two reasons, it is vulnerable during thyroid surgery and it is associated with
difficulty in swallowing. It can be suspected preoperatively from signs associated with the vascular
anomaly : dysphagea, thoracic x-ray images showing evidence of retroesophageal subclavian artery,
or situs inversus viscerum. If such signs are noted, a barium swallow test and chest computed
tomography are justified. We experienced a case of Rt. nonrecurrent inferior laryngeal nerve, which
i1s diagnosed thyroid papillary carcinoma..
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Fig. 1. Esophagogram shows posterior com-
pression of esophagus(arrow), “bayonet” image.
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Fig. 2. CT scan of the thyroid gland with
contrast enhancement showing a mass in the
right lobe(arrow).
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Fig. 3. CT scan of the chest shows right
retroesophageal subclavian artery(arrow).
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Fig. 4. Reconstruction CI" showing the anomal-
ous right subclavian artery originating from
the aortic arch and passing to the right side
(arrow).
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Fig. 5. Diagrammuatic representation of the ano-
malous right subclavian artery. C.C. common
carotid artery, rtSCA: right subclavian artery,
It SCA: left subclavian artery, PA: pulmonary
artery.

Fig. 6. Operative photography demonstrating

right nonrecurrent laryngeal nerve(arrow).
Right thyroid lobectomy state. C: common
carotid artery, T: trachea.
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