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Table 1. Summary of Extralaryngeal Causes of Vocal Cord
Paralysis in 41 Patients

Etiology Patients(%)

Idiopathic
Central lesion
Medulla infarction
Peripheral lesion
Neoplasm 18(44%)
Thyroid cancer 10
Lymph node metastasis
Esophageal cancer
Jugular foramen neurilemmoma
Trauma
Blunt trauma
Post-operation
Post-operative radiation therapy
Aortic arch aneurysm
Tuberculous lymphadenopathy

16(39%)

2 (5%)

(7%)

(2%)
(2%)
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Fig. 1.Neurilemoma of the vagus n-
erve in the left jugular foramenin a
52-year-old male with left vocal cord
8 paralysis. Contrast-enhanced CT
shows a mass in the left jugular fora-
men(arrow). There is widening and
bony erosion of the left jugular fora-
men.

Fig. 2. Aneurysm of aorticarchina
77-year-old male with left vocal cord
paralysis.

Contrast-enhanced CT shows an a-
neurysm of the aortic arch with inferi-
or and lateral bulging (arrows) in the
aorticopulmonary window. This le-
sion may compress or stretch the left
recurrent laryngeal nerve.
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Fig. 3. Papillary carcinoma of the left
thyroid gland in a 35-year-old female
- with left vocal cord paralysis.
Contrast-enhanced CT shows a small
round mass in the left posterior thy-
roid gland(black arrow). CT also
shows obliteration of fat plane of left
tracheoesophageal groove(white ar-
row). On surgery, the left recurrent la-
ryngeal nerve was invaded by the tu-
mor.

Fig. 4. Nodal metastasis in a 60-year-
old male with left vocal cord paralysis.
Contrast-enhanced CT shows a lym-

phadenopathy in the left upper paratracheal area(black arrow) with obliteration of fat palne of the left tracheoesophageal

groove(white arrow).

Fig. 5. Tuberculous mediastinal lymphadenopathy in a 70-
year-old male with left vocal cord paralysis.
Contrast-enhanced CT shows conglomerated and calcified
lymph nodes at the left upper paratracheal area(arrow). There
is obliteration of fat plane of left tracheoesophageal groove.
Tuberculous lymphadenopathy was confirmed by medi-
astinoscopic biopsy of another mediastinal nodes.

00000000000 000000000000000
00000,0000000000000000000G
6) (Fig. ). 000 00 000 000000000000
0 00000000000 000D00000D00000
000D0.00000000000000000000
00 0000 0000000000000 00000
000000 000000000000 0000000
0000.000000D00000CTOO0MROOOO
00000000, Jacobs 0G)D 00000 0000 OO0
000 00000000000 000000 MROOO
0000000000000 CTOO00 00000 000
0,000000000000CTO0MRIOO O0OOO
0000000 00000.0000000000000
00 0000 0000000000 00,0000000
0000000000000 000000000000

Fig. 6. Diagram demonstrating course of vagus and recurrent
laryngeal nerve

The right recurrent layryngeal nerve leaves the vagus nerve at
the anterior surface of the right subclavian artery and runs in-
feriorly, looping around the subclavian artery, then ascends
medially in the tracheoesophageal groove. The left recurrent
laryngeal nerve passes inferiorly around the arch through the
aortopulmonary window to ascend in the tracheoesophageal
groove.

C=carotid artery, Th=thyroid gland, AA=arotic arch,
RSA=right subclavian artery, LSA=left subclavian artery,
TC=thyroiol cartilage, VN=Vagus nerve,

RLN=recurrent laryngeal nerve
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Purpose : To evaluate the use of CT in patients with vocal cord paralysis due to extralaryngeal causes, and to
use CT for the assessment of extralaryngeal diseases causing vocal cord paralysis.

Materials and Methods : We prospectively studied the results of CT in 41 patients with vocal cord

paralysis in whom laryngoscopy revealed no laryngeal cause and physical examination demonstrated no
definite extralaryngeal cause. The extralaryngeal cause of vocal cord palsy was determined after
comprehensive clinical diagnosis. Enhanced CT scans were acquired from the skull base and continued to
the level of the aorticopulmonary window. We used CT to assess the detection rate for extralaryngeal causes
and to extimate the extent of extralaryngeal disease and the distribution of lesions.

Results : CT revealed that in 20 of 41 patients(49%) the extralarygeal causes of vocal paralysis were as
follows : thyroid cancer(n=10), nodal disease(n=6), esophageal cancer(n=2), neurogenic tumor(n=1), aortic
aneurysm(n=1). Lesions were located on the left side in 13 patients(65%), and in the tracheoesophageal
groove in 15(75%).

Conclusion : In patients with vocal cord paralysis in whom no definite lesion is seen on physical
examination, CT could be a useful primary imaging method for the assessment of extralaryngeal causes.
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