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Nonrecurrent Laryngeal Nerve

Kee-Hyun Nam, M.D., Chi Young Lim, M.D., Jandee Lee,
M.D., Seung-ll Kim, M.D., Hang-Seok Chang, M.D., Woong
Youn Chung, M.D. and Cheong Soo Park, M.D.

The nonrecurrent laryngeal nerve is a rare anomaly that may
increase the risk of nerve injury during thyroid surgery. We
experienced a case of nonrecurrent laryngeal nerve seen in
a 35-year-old woman with adenomatous hyperplasia on her
right thyroid. The nonrecurrent laryngeal nerve was inciden-
tally found during the right thyroid lobectomy. It directly
branched from the right vagus nerve and followed a
transverse path parallel to the trunk of the inferior thyroid
artery. The right lobectomy was performed with a careful
preservation of the nerve. Postoperatively, the review of CT
scan which was taken preoperatively revealed an aberrant
right subclavian artery, which arose from the aortic arch and
crossed behind the esophagus. To avoid an inadvertent
injury to the nonrecurrent laryngeal nerve during thyroid
surgery, it is important to be aware of the possibility of a
nonrecurrent laryngeal nerve, particularly when an aberrant
right subclavian artery is recognized preoperatively. (Korean
J Endocrine Surg 2005;5:118-120)

Key Words: Nonrecurrent laryngeal nerve, Aberrant subcla-
vian artery, Nerve injury
HEHd TFAH, Hold ==, 4

4 &4

A chol:

Department of Surgery, Yonsei University College of Medicine,
Seoul, Korea

M =

3 WA sHs FHAsHA Fa A3 FF= FYs)

QAR v, NN AUET AEE 13487
120752, AA et o) hohst o)) ska
Tel: 02-2228-2111, Fax: 02-313-8289

E-mail: ysurg@yumc.yonsei.ac.kr
AAEAY 120053 119 304

118

Os d4 0

£ H3 AN TFAAL 1823 Stedman(l)©] HEE B
3] 03~1.6%9 @& M= Yehdth2) ARE
19] < AHS uko 352 oz} 3k
AY TFAEES AEA7 ol Bl

Ol

2|
Azt2 g 8d A EF WA 5 3t
o oa wd AR 144 &

60 E HAHE AA= 7F T
Bl st 2 £9 A 5§
72 Attt o] ghA Hatel A
| 24 4.5x2 cm 2719 AA7} B
A=Ak W A Al AR 230
SHG F¥ol 24X 45%1.9 cm A7)
g Hole FodzA Tt #FHAL, A

>

B % o
w (& oy

T
£ op

f

o iz

rx o ©

oy [
oL o

Yl

ol
N
-

E]\l :(O
2 o
>
=2
1o ofN X o of Mo M Jr o X X x

oL
o

<A
—z
>

=
B
[o ¢ oN > ofN z® b+

F ol
offt rx o2 N b fE o

s ZolM AR Ak A= F

= HF 599 Wo|7t B2 ArkFg. D).
o

=

=)

1

N

B 280 5 3 ARED AAE B 2

N

(O2) usd
=] ar—=—
A=A F& LA AP &7

Fig. 1. A CT scan of the left part of the aortic arch. The origin
of the subclavian artery (arrowhead) is on the left part of
the aorta (arrow) and crosses the posterior wall of the
esophagus (*).
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Fig. 2. Surgical view. Right side. Dissection of a large and repre-
sentative nonrecurrent inferior laryngeal nerve (arrow) that
reaches the thyroid lobe transversely from the vagus nerve
(arrowhead).
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Fig. 3. Classification of right nonrecurrent laryngeal nerve. (A)

Type I nonrecurrent nerve arises directly from the cervical
vagus and descends together with the vessels of the
superior thyroid peduncle. (B) Type II follows a transverse
path parallel to the trunk of the inferior thyroid artery. (C)
Type III follows a ascending path under the trunk of the
inferior thyroid artery.
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