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SUMMARY: The right nonrecurrent inferior laryngeal nerve (NRILN) is a rare occurrence generally associated with an aberrant
right subclavian artery. Its prevalence ranges from 0.3 to 1.8 %. It is found mainly in thyroid surgeries, the most fpeqfoeentsd
cervical surgeries. This neural anomaly is almost never diagnosed preoperatively. Dysphagia may be a warning symptom, sometimes
being incorrectly related to esophageal compression due to a goiter or thyroid cancer. The postoperative diagnosis cdayiraccomp
aberrant right subclavian artery should be done to confirm the clinical picture and inform the patient of any possibledidalfe m
surgical procedures. The aim of this work is to determine the prevalence of the NRILN in patients undergoing total thyraideciom
reference centers for head and neck surgery in Paraguay. Prospective cross-sectional study in a series of 100 consecutive total
thyroidectomies in the INCAN and the ORL Service in the Hospital Central of the IPS. 100 patients underwent a total thyyodecto
of whom were women. The average age was 47 years. 6 % also underwent a neck dissection for thyroid cancer. The preoperative
diagnosis was multinodular goiter (MNG) in 84 cases and thyroid cancer in the remaining 16 (16 %). In one man aged 4%)years (1
operated on for MNG and presenting slight to solicobggia, there was difficulty finding the right NRILN. It was located at the level of
the lower edge of the inferior pharyngeal constrictor and its downward anomalous course was proven. Postoperativelynadterconf
the diagnosis that the thyroid pathology was benign, a color echo-Doppler and a CT angiography corroborated the diagisssisiatean
aberrant right subclavian artery. Given the difficulty in locating the recurrent inferior laryngeal nerve in thyroid gusgjadyisable to
consider the possibility that it may be nonrecurrent and should be looked for at the level of its entrance to the larying inéésior
constrictor. In such cases it is recommended that the patient be examined postoperatively to rule out an associatedbwedgubar an
tomography study of each patient with a thyroid pathology and dysphagia could contribute to the diagnosis of the vasdylanenoma
maximize precautions in the nerve dissection, including use of a neurostimulator. The NRILN is a rare entity. In thiy,dasesasbnts
1 % of the patients operated on for thyroid pathplim the INCAN and IPS in a 1-year period (July 2016 - June 2017).
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INTRODUCTION

The inferior laryngeal nerve (ILN), a motor and sensorynediastinum, the course it presents from these origins to its
branch of the tenth cranial nerve or vagus nerve, provides tagget organ is an upward one, hence its name recurrent. Along
motor innervation for all the laryngeal intrinsic muscles withts course, it emits cardiac, tracheal, pharyngeal branches (for
the exception of the cricothyroid muscle and the sensotlye inferior constrictor); however, its terminal branches
innervation of the subglottic laryngeal mucosa. With respedirected toward the previously described laryngeal musculature
to its origin, different in the right and left sides, the former ahark its most relevant functional detail (Testut & Latarjet,
the base of the neck and the latter in the left superi@084; Rouviére & Delmas, 2005).
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The first description of the vagus nerve is attributedght vagus nerve, going directly into the larynx. This finding

to Marinus in the year 100 AD (Plaza Rivas, 2008). was made during a cadaver dissection (Ongbab, 2016).
This case was related to an right subclavian artery, also

Galen (130-200 AD), the most important physiciaranomalous, because it stemmed from the aortic arch, to the
of the Greco-Roman period and considered the founderleft of the left subclavian artery, presenting in addition a
medicine of the nervous system, contributed to knowledgetrotracheal and retroesophageal course. This arterial
of comparative anatomy by dissecting numerous animalariation was called arteria lusoria by Arkin in 1936 (Henry
He believed that the brain was the center of the psychatal, 1988; Coadyt al, 2000).
pneuma, i.e., of the rational breath that informed and ordered
the universe. According to him, this psychic pneuma was The surgical importance of the nonrecurrent inferior
disseminated via the nerves, demonstrating, in addition, thatyngeal nerve began to be considered from the publication
the brain was the center of voluntary movement anay Pemberton & Beaver (1932), after its finding in a cervi-
sensitivity. In this context, he explained the losses @fl surgery. They reported the association with an anomalous
sensation and paralyses as occurring with the sectionafgin of the right subclavian artery (Kagd al., 2016).
certain nerves or the spinal cord at different levels. He thus
distinguished between the sensory and motor nerves and It was not until 1935 that reports began of
suggested that the motor nerves came from the cerebelloonrecurrent left inferior laryngeal nerves, generally
and the sensory nerves entered it. Among the seven cramissociated with situs inversus (Coadal).
nerves he described, the vagus nerve was included, in great
detail, with its branches, including its superior laryngeal The presence of the NRILN is directly related to
branches as well as the inferior, which he called “reversiv€mbryonic development. As the pharyngeal arches develop
when he noted that it returned towards the larynx to causeoughout the fourth week, these are irrigated by arteries
the vocal folds to open. These contributions are recognizigdm the aortic sac, the aortic arches. Six pairs of aortic arches
in Omnia Opera, published in Venice in 1541, which depictssually develop, but not all at the same time. By the time
him performing a brilliant demonstration, cutting thethe sixth pair forms, the first two have disappeared. This
recurrent laryngeal nerve in a pig, emphasizing its anatomigakth left pair will give rise in its proximal portion to the left
and functional importance, because when conducting tpelmonary artery distal to the ductus arteriosus and on the
vivisection of this animal he noticed that the animal ceaseight side in its proximal portion to the right pulmonary artery
to make noise when this nerve was pinched. We can stathile distally it degenerates. The fifth pair is rudimentary
then that it was Galen who first described the vagus neraad also degenerates, while the fourth pair on the left gives
as a cranial nerve (Campos & Henriques; Leoutsakos, 200ége to the aortic arch and on the right side to the right
Duque Parr&t al, 2014; Sarmat al, 2015). subclavian artery.

Abubakr Muhammad lbn Zakaria Razi (Rhazes) The vagus nerve forms at the end of the fifth week,
(865-925 AD) was a student of neuroanatomy and describaadd the branch that will give rise to the ILN becomes evident
for the first time the recurrent nerve as a mixed sensory aatithe end of the sixth week. This last one is associated with
motor nerve (Shoja & Tubbs, 2007). the sixth pharyngeal arch and passes directly to the larynx.

As the embryo develops, the neck extends and the larynx

The name of the vagus nerve was given by Domenicooves cranially, whereas the heart descends and aortic arch
de Marchetti (1626-1688), of the University of Padua, Italyand the associated vessels remain in the thorax and, with
and comes from the Latin “vagari”; due to its erratic anthem, the ILN.
prolonged route, Willis, Soemmerring and Henle referred
to it as the “nervus vagus”. The French and Spanish This branch, which reaches the larynx directly in the
respectively preferred the name of pneumo-gastrique afiict stage, forms the recurrent loop characteristic of the adult
pneumogastrico. Juan José Barcia Goyanes stated that #énsund the distal part of the sixth aortic arch, i.e., the ductus
name was inadequate since, on the one hand, pneumo meateriosus on the left and of the right fourth arch (right
air and not lung, as it means to convey, and on the other thebclavian artery) by the degeneration of the portion
name refers to only two of the numerous organs that therresponding to the fifth and sixth arches. Therefore, the
nerve innervates; therefore, he considered the name vagosirse of the ILN is determined by the pattern of
appropriate (Plaza Rivas). development of the arteries with it is related, and the

variations in this pattern will determine the variations in the

Stedman (1823) published the first description of anatomical disposition of this nerve (Campos & Henriques;
nonrecurrent laryngeal nerve (NRILN), originating from théMoore & Persaud, 2004; Ongagbal).
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In summary, if the recurrent laryngeal nerve (RLN) The existence of the NRILN is a cause of its iatrogenic
develops without alterations, it will originate from the vagusjury during cervical surgeries, and therefore it must be
nerve and, on the right it will surround the right subclaviataken into consideration (Heney al., 2017).
artery as the left surrounds the aortic arch. Before reaching
its point of penetration in the larynx, in most cases the RLN The prevalence of NRILN is presented in a series of
ascends into the neck in the tracheoesophageal groo¥60 consecutive total thyroidectomies performed at the
During this ascending step, the RLN will cross the inferioNational Cancer Institute (INCAN in Spanish) and the So-
thyroid artery (ITA). cial Security Institute (IPS in Spanish) of Paraguay between

June 2016 and May 2017. Postoperative images were used

The NRILN is attributed to abnormal embryologicalto search for an anomalous subclavian artery. A color echo-
development of the subclavian artery, generally the abseri2eppler raised the suspicion of its existence, which was fully
of the brachiocephalic trunk or base and anomalous cousmfirmed with a contrast CT angiography.
of the right subclavian artery, this being able to pass behind
the esophagus (80 %), between the esophagus and the trachea The general goal of this work is to determine the
(15 %) or past the trachea (5 %). In these cases, the rightvalence of the NRILN in patients who underwent a total
posterior communicating artery (PCA) stems directly frorthyroidectomy in two reference centers for head and neck
the aortic arch. If the fourth aortic arch is absent, the rightirgery in Paraguay.

RLN reaches the larynx directly, resulting in a right NRILN
(Caiet al,, 2013). The specific objectives of the present study are the following:
To determine the prevalence of nonrecurrent inferior

This is not possible on the left, since the sixth arclaryngeal nerve;
remains as the ductus Botalli until birth. This is why the To evaluate the associated symptomatology that can lead
NRILN is more frequent on the right side, as a left NRILNo suspicion of its presence;
is feasible only in the case of dextrocardia or situs inversus To study possible associated vascular anomalies in case
viscerum (Leeet al, 2011; Ongaret al). However, cases of a positive surgical finding.
of NRILN on both sides have been described with no
association with these vascular anomalies (Caztdgl;

O'Neill et al, 2011). MATERIAL AND METHOD

Identification of the NRILN is important to prevent
its intraoperative injury, not only in surgeries on the thyroid Prospective cross-sectional study in a series of 100
and parathyroid glands, but also in other cervical surgeriesnsecutive total thyroidectomies in the INCAN and the ORL
such as vascular, esophageal, tracheal and neck dissect®awice in the Hospital Central of the IPS.
to mention the most common (Coaghyal; Caiet al; Sarma
etal; Ongarcet al). Itis necessary to consider that its origin Inclusion and exclusion criteria. Inclusion criteria were
and course can present variations, being more frequentpatients who underwent a total thyroidectomy due to a
the right side with an approximate prevalence of 0.3 to 1 ftultinodular goiter (MNG) or thyroid cancer, with or without a
(Mirandaet al, 2006; O Neillet al, 2011; Yetis,iret al, neck dissection between the months of July 2016 and June 2017.
2014).

The exclusion criteria were the following: Patients who

Dissection of the inferior laryngeal nerve is advisablbad undergone totalization of a previous partial thyroidectomy;
in thyroid surgeries so as to avoid its injury and the resultirRptients who had undergone a thyroid lobectomy plus
morbidity this causes on the innervation of the larynx andthmusectomy; Patients who had had previous cervical
the patient’s quality of life (Ngo Nyekgt al, 2015). Its surgeries; Patients with a history of severe cervical trauma.
relation to the inferior thyroid artery is useful as a landmark,
even with its anatomical variations (Campos & Henriques).

RESULTS

Studies on preoperative images of thyroid surgery,
for example computed tomographies, conducted due to the
presence of an endothoracic projection of a goiter, or for 100 patients underwent a total thyroidectomy, of
some other cause, can sometimes reveal vascular anomaldsgm 90 (90 %) were women. The average age was of 47
which due to its high prevalence of association can megaars, ranging from 19 to 77 years. Six patients (6 %) also
the existence of a NRILN (O"Neikt al). underwent a neck dissection for thyroid cancer.
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The preoperative diagnosis was MNG in 84 casdabercle. This search was systematized for the left side in

and thyroid cancer in the remaining 16 (16 %). the tracheoesophageal groove and for the right at the level
of the triangle formed by the trachea, common carotid artery

In every case, a meticulous bilateral search was made faand inferior thyroid artery, also known as Simon’s triangle
the inferior laryngeal nerves in their cervical course, notin@imon, 1943).
relation with the inferior thyroid artery and Zuckerkandl's

In one man aged 47 years operated on for MNG and
presenting slight to solid dysphagia, there was difficulty
finding the right NRILN. When it could not be found in
Simon’s triangle and with the dissection of the inferior
thyroid artery, a search was made for the nerve at its entrance
to the larynx below the inferior constrictor of the pharynx.
This maneuver was effective and from this point its dissection
demonstrated a downward course behind the carotid artery,
which could be dissected up to its origin in the vagus nerve
(Fig. 1). The right lobe presented a grade 2 Zuckerkandl's
tubercle below the nerve, so its visualization was not difficult.
The middle thyroid vein, also present on the right side, at no
point was a cause for confusion with the nerve. The
contralateral nerve was found on its usual course following
tracheoesophageal groove. This lobe presented a grade 1
Zuckerkandl's tubercle.

There were no postoperative complications, except
for a temporary dysphonia, which cleared up after 3 weeks.

With this finding, a color Echo-Doppler of the neck
vessels was requested, which revealed the absence of the
brachiocephalic trunk and the base of both carotids very close
to one another, as well as the base of the right subclavian
. artery directly from the aortic arch to the left of the left
Fig. 1. Surgical dissection of the right side neck. 1. Rigrﬁubclavian artery (Fig. 3A). A contrast CT showed that this.
nonrecurrent inferior laryngeal nerve (NRILN); 2. Trachea; 3. In@homalous vessel presented a retroesophageal course at its
ferior pharyngeal constrictor; 4. Chin. base (Figs. 3B-E).
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|

B

Fig. 2. Avisse Classification. X. Vagus nerve; N. Nonrecurrent inferior laryngeal nerve; ITA. Inferior thyroid
artery; STA. Superior thyroid artery.
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Fig. 3. A. Echo-Doppler color. It showed the anomalous birth of the right carotid artery at the level of the aortic alet o the

left subclavian artery. B. CT (coronal section). The right subclavian artery (arrow) is born in the aortic arch (X) betoitideand
left of the left subclavian artery. Cross the mediastinum transversely and go to the right base of the neck. C. CTdaxidlreecti
right subclavian (arrow) is born from the aortic arch and passes behind the esophagus, compressing it. D. CT (sagitfdiesection)
subclavian artery in cross section (arrow) behind the esophagus. E. Angio-CT. The right subclavian is born to the lefd &mel behi
left subclavian, has a later trajectory. Both common carotids are born very close to the aortic arch (1. right subcla\@aletirter
subclavian artery, 3. right primitive carotid artery, 4. left carotid artery)
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DISCUSSION associated with a vascular anomaly despite there being no
suitable anatomical and embryological explanation to date.
Some other authors consider it a “false NRILN”, being in
The ILN stems from the vagus nerve, which descendiact an anastomotic trunk between the cervical sympathetic
vertically in the cervical neurovascular bundle, between am@rves and a the NRILN (Raffaetti al, 2000; Calzolaret
posterior to the primitive carotid artery (PCA) and thal., 2008; Tatedat al, 2008). The case presented is a well-
internal jugular vein (1JV). The vagus can also display sonteeveloped trunk, with no branching and aimed directly
anatomical variations, and these may or may not coincitievards the lower edge of the inferior constrictor.
with the origin and anomalous course of the ILN. Among
the related variations, we draw attention to the location that The prevalence of the right NRILN is 0.3 % to 1.8 %
it presents within the neurovascular bundle in the necéf the general population, whereas on the left side it is 0.04
occupying an anterior or medial position instead of the usu (Leeet al.; Ongarcet al), being even less than 0.004 %
central or posterior one (Gurleyik, 2015; Kataal.). according to other authors (Mahmodlet al., 2013).
However, although it is considered that this situation only
The ILN is a predominantly somatic motor nerveappears in cases of situs inversus (Gueregiad, 2014), in
that originates in the inferior portion of the ambiguusome cases this does not occur (Coadgl; Ongaroet
nucleus of the spinal nerve, reaches the vagus nerve or teadth In this work the right NRILN appears with a prevalence
cranial nerve and binds to it in its intracranial portion beforef 1 %, and no case is described on the left side.
exiting via the jugular foramen. The information from the
ILN continues its course attached to the vagus nerve and  Dissection of the inferior laryngeal nerve is advisable
separates only when it has descended to the lower portinrhyroid surgeries so as to avoid its injury and the resulting
of the neck on the right side and to the upper portion of th@orbidity this causes on the innervation of the larynx and
thorax on the left side. Once separated from the vagus nebe patient’'s quality of life (Ngo Nyekeét al). Its relation
the right ILN forms a loop at right subclavian artery levelto the inferior thyroid artery is useful as a landmark, even
whereas the left one separates from the vagus nerve in it its anatomical variations (Campos & Henriques). Anitha
mediastinum, with the first lateral ascending to the tracheaal (2014), in a work on cadavers, found that in 59 % the
and the second via the tracheoesophageal groove. On thigi passes behind the ITA, in 30 % of the cases in front of
course, they are related to the inferior thyroid artery (ITAgnd in 11 % between the branches of the artery. In addition,
an important landmark for the identification of the nervethey described the relation of the nerve with Berry’s ligament,
The final part of its route within the larynx, along with than which 64 % passed superficially, 11 % deeply and 25 %
internal branch of the superior laryngeal nerve, forms thierough the ligament. The approximate length of the left ILN
laryngeal loop (Galen’s loop). Its functional integrityis 12 centimeters, whereas that of the right nerve is 5 to 6
permits phonation, keeps the airway permeable durimgntimeters (Duque & Londofio, 2009).
swallowing, breathing and the sensory innervation of the
laryngeal mucosa found below the vocal folds (Testut & There are several anomalies the ILN can present and
Latarjet). in addition to the NRILN we can mention extralaryngeal
bifurcation in the anterior (motor) and posterior (sensory)
The NRILN is a rare anatomical variation and is thiéranches before entering the organ, and coexistence between
result of a vascular anomaly during early embryonithe ILN and NRILN on the same side (Sandsral, 1983;
development of the aortic arches and is identified generaMgalcin, 2006; Obaict al, 2014; Cetiret al, 2016; Katoet
by the absence of the brachiocephalic artery and tl&). Gurleyik (2013) reports that the ILN presents fine
formation of an aberrant right subclavian artery (arteriranching to adjacent structures, observable only with a
lusoria). It can be associated with other anomalies; Befiamicroscope and of little surgical value. They describe the
al. (2013) describe a case with NRILN, arteria lusoria angrevalence of the extralaryngeal bifurcation of the nerve as
thoracic duct on the right side. Moraisal. (2015) describe between 18 and 43 % and trifurcation 2 %.
a common trunk for both carotids. It is almost always
observed on the right side, since on the left side it is usually In all the patients who underwent a thyroidectomy,
accompanied by severe vascular anomalies that cause fetalsystematically performed a bilateral search for the ILN
death in most cases (Gatial). in its usual course on the left side at tracheoesophageal
groove level and on the right side in the laterotracheal space
Recently, the dogma of the association between tlire relation to the triangle formed by the trachea, common
NRILN and an aberrant right subclavian artery has beearotid artery and inferior thyroid artery, also known as
questioned. The NRILN has been described as an entity 8inon’s triangle (Rojast al).
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Noting the lack of systematization in the description Its presentation is usually accompanied by vascular
of the course and relations of the ILN, mainly on the rigl#natomical variations, particularly the right subclavian
side, by anatomists of the time, Simon (1943) presentadery, which in these situations usually stems directly from
the aforementioned triangle which bears his name in #re aortic arch and presents a retroesophageal course, with
effort to prevent injuries to it, stating that, “only thosehis vessel receiving the name arteria lusoria, being
who have seen sufficiently severe injuries of this nerve ascompanied by the absence of the brachiocephalic arterial
to require a tracheostomy can appreciate its importancéink. Often these anomalies are demonstrated by
In this publication he also gives an interesting account pbstoperative tomographies (CTs) (Mahmodibal).

Lahey, after 3000 surgeries, saying that the nerve was of

sufficient diameter to be observed during surgery and According to a meta-analysis performed by Henry

suggested that palpation of the nerve against the tracletal (2017), the association between the right NRILN

could be useful in its identification. and the presence of anomalies of the subclavian artery is
reported in 86.7 % of the cases.

Sarmeet al refer to the ILN as being located ante-
rior to the tracheoesophageal groove (41.6 %), posterior  CTs are not part of the usual preoperative studies in
to the inferior thyroid artery (35.8 %), lateral to Berry’shyroid surgeries; however, the preoperative diagnosis of
ligament (88.1 %), below the inferior edge of the infericthese vascular anatomical variations causes one to assume
constrictor muscle (90.4 %), entering the larynx prior tthe coexistence of a NRILN and thus to steer the search
its terminal division (54.6 %). Other authors also presedirectly to the level of the entrance to the larynx (Wanhg
their contributions on the matter. al., 2014). Kateet al describe three cases of arteria lusoria

diagnosed preoperatively by CT and that coexisted with

Given the inability to find the nerve in its usualthe NRILN as an intraoperative finding, two of which
location and after assessing the anatomical landmarks usetkerged at cricoid cartilage level and another at the infe-
to this effect, the retrograde dissection is useful, i.e., froror pole of the thyroid gland. This last case presented a
the entrance of the nerve to the larynx below theertebral artery anomaly that stemmed from the right
fascicles of the cricopharyngeal portion of the inferiosubclavian, medial to the base of the PCA and with a course
constrictor, always taking the possibility of itsalso medial to the base. In the three cases, the vagus nerve
extralaryngeal division into consideration (Ngo Nyeki occupied a medial position in the carotid sheath. The search
al.). An alternative is the delicate digital palpation of théor the nerve in these cases can be done with intraoperative
nerve (Hardy’'s maneuver) in the tracheoesophagegateuromonitoring (Pardal-Refoyo, 2012; @aial; Gao
junction (Duque & Londofio). In that case, when the ILMt al, 2014; Juarez-Ferret al, 2016).
was not found in its usual position and when it was not
perceived by palpation, this was rightly looked for at the Intraoperative neuromonitoring makes it possible
point of its entrance into the larynx, being found antb evaluate not only the ILN and its branches and its
dissected from this point. variations, including the NRILN, but also to differentiate

it from anastomotic sympathetic branches (Chiang el al.,

An important anatomical landmark is the presenc2010; Donatinit al, 2013).
of Zuckerkandl’s tubercle, which sometimes covers the
upper third of the ILN. This subsequent prolongation of In this patient an echo-Doppler was done on the
the lobe, which has its embryological origin in the mergingeck vessels, revealing the absence of the brachiocephalic
of the central primordium originating from the floor ofarterial trunk, and even being able to individualize the
the pharynx and the lateral primordia of the fiftranomalous base of the right subclavian artery in the aortic
pharyngeal pouch, can make dissecting the nerve difficalich to the left of the left subclavian. To confirm this
(Gil-Carcedo Safudet al, 2012). On rare occasions itfinding, a contrast CT was done that did indeed confirm it,
can be associated with a NRILN (Gurleyék,al, 2012). showing in addition the retroesophageal course of the
Gurleyik et al. (2017) report the case of a NRILN andanomalous artery.
extralaryngeal bifurcation of the ILN in close relation with
Zuckerkandl's tubercle, all on the right side. In the case The patient was referred for slight to solid dysphagia,
that we present in this work, the tubercle was present lwitich were related to compression caused by a grade 2 goiter.
below the nerve, and therefore its dissection was nbhis symptom (dysphagia lusoria) is only presentin 5 to 10
difficult. Indeed, the absence of the nerve below th of those with arteria lusoria. Other accompanying
tubercle was the step prior to its search below the inferisgmptoms can be irritative cough and ischemia of the upper
constrictor of the pharynx. right limb (Guerreircet al; Henryet al., 2017).
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The plain chest x-ray is part of the preoperative The NRILN may be confused with a “false
studies of patients undergoing thyroid surgery. The findifgRILN”, formed by anastomotic branches of the
of situs inversus warns of the possibility of finding sympathetic nerve, these generally being plexiform and
nonrecurrent left inferior laryngeal nerve. However, 2€ine. However, sometimes they have a considerable
% of the cases show an oblique linear shadow which cdiameter. These branches can stem from the middle cervi-
be observed in the anteroposterior incidence as well asa sympathetic ganglion with more frequency, although
rounded object going up and to the right of the superialso from the superior or inferior ganglia, and even directly
part of the aortic arch, which may correspond to anom the sympathetic chain. Although this situation is rare
aberrant right subclavian artery. A barium swallow cafl.5 %), it is more frequent than the NRILN. These
also reveal the bayonet sign (i.e., an extrinsic compressimanches influence the secretion of the laryngeal mucous
on the left edge and posterior face of the esophagusginds, the vascularization of the vocal cords, but their
third dorsal vertebral level below the aortic arch), but thdirect action on the motility of the vocal cords has not
sign can be lost easily if the upper thoracic esophagussen shown. Sometimes Galen’s loop originates outside
not carefully examined and if lateral or oblique views arte larynx, with its course being more internal and vertical
not obtained. An ultrasound scan can show the presertlean the NRILN. Other cross-sectional structures that may
of the brachiocephalic trunk and the base of its twtause confusion are the middle thyroid veins @@ail;
branches; performed by highly trained personnel, it offeietisir et al, 2013; Ongarcet al). The case related
important data for the suspicion of a NRILN (Morats presented a middle thyroid vein but at no point was it
al.; Gurleyik & Gurleyik, 2016; Konschalat al, 2016). confused with a neural structure. Forde & Williams (2015)
lacoboneet al. (2015) report a 98 % effectiveness withrecommend not binding any cross-sectional structure
the method for this purpose. between the carotid sheath and the larynx, except for the

middle thyroid veins, until the ILN has been individualized.

Other studies that can contribute but which are n@¥e routinely look for this vessel and we bind and section
used routinely in thyroid pathology are endoscopy, whidhto be able to dislocate the thyroid lobe and look for the
can show extrinsic an extrinsic pulsating compression éloN in its usual course.
the posterior wall of the esophagus, although this sign is
only found in 40 % of cases, as well as transendoscopic
ultrasound and arteriography (Leeal; Ongarcet al). ¥ CONCLUSIONS

Avisseet al (1998) defined two types of NRILN.
Type 1 stems directly from the vagus and runs together  The NRILN is a rare entity. In this case study, it
with the superior thyroid vessels. Type 2A has a crosepresents 1 % of the patients operated on for thyroid
sectional course over the trunk of the ITA, with this varietgathology in the INCAN and IPS in a 1-year period.
being the most frequently described. Type 2B runs with a
parallel cross-sectional course, under or between the  The slight dysphagia presented by the patient with
branches of the ITA (Toniatet al, 2004; Guerreir@t a grade 2 goiter is noteworthy, and may warn of the
al.; Leeet al). The case related in this casuistryresence of a cancer or some extrinsic compression of the
corresponds to Type 1 (Fig. 2). cervical esophagus of another etiology. This symptom
could be related to the presence of an aberrant right
Injury to the Type 1 NRILN generally occurssubclavian artery which was not evaluated. This leads us
during the dissection and section of the superior thyrotd the conclusion that for a patient with a thyroid pathology
pedicle and in Type 2 with handling of the ITA (Le¢, and dysphagia, it is necessary to maximize imaging
al.). We consider that the technique used by us of ndiagnostics that can raise suspicion of vascular anomalies
binding the superior pedicle before correctlyassociated with a nonrecurrent inferior laryngeal nerve.
individualizing the ILN contributed to avoiding injury to This also enables all the precautions to be taken to reduce
the nerve. the risks of nerve injury.

The prevalence of permanent injury to the ILN in In the event of an intraoperative finding of this
thyroid surgery is 1.8 %, whereas in cases of NRILN thiseural anomaly, we consider that imaging can offer a
percentage increases to 12 % (Tongttal; Gaoet al).  valuable contribution postoperatively in the search for the
Nevertheless, as previously mentioned, the use a$sociated vascular variations to inform the patient of
intraoperative neuromonitoring reduces this likelihood tpossible future clinical-surgical situations.

a minimum (Gurleyik & Gurleyik; Konschalet al)
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