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Fig. 1 Axial CT of the upper mediastinum and
lower neck in Case 1 shows that the right subclav-
ian artery (arrow) originates from the middle part
of the aortic arch (a), that it (arrow) is passing
behind the esophagus (b), and that it (arrow) is

ascending on the right side of esophagus (c).
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Fig. 2 Intraoperative findings in Case 1 disclose
that the right subclavian artery is passing upward
on the right side of the esophagus in upper medi-
astinum, the right recurrent nerve does not di-
verge from the right vagus nerve in this area and
the thoracic duct runs on the right side of the aber-
rant subclavian artery toward the right venous an-
gle (a), the left recurrent laryngeal nerve is identi-
fied between the aberrant right subclavian artery
and the trachea (b), and that the non-recurrent in-
ferior laryngeal nerve arises from the vagus nerve
and runs transversally at the level of the thyroid

isthmus (c).
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Table 1 Patients Characteristics
Case 1 Case 2 Case 3 Case 4
Age 60 71 75 61
Sex Male Male Male Male
Tumor Location Mt Ut Ut Lt
Stage T 3 3 3 3
N 0 1 1 1
M 1b (LYM) 1b (LYM) 0 0
Clinical stage (UICC) Vb Vb m il
Treatment CTx + CRT + OP CTx + OP OP CTx + OP
Lymhadenectomy Three-field Three-field Three-field Three-field
Operation time (min) 510 420 755 470
Lusorial dysphagia No No No No
Diagnosis of RRSA CT CT CT CT
Type of NRILN* 1B 1B 1B 1A
Terminating side of thoracic duct right right right right
Ut : upper thoracic, Mt : midle thoracic, Lt : lower thoracic
CTx ' chemotherapy, CRT : chemo-radiotherapy, OP : operation
RRSA : retroesophageal right subclavian artery, * : Defechereux’s classification'”
Fig. 3 Coronal (a) and Sagittal (b) section of CT in Case 4 shows that the
right subclavian artery originates from the dorsal part of the aortic arch,
that it is passing behind the esophagus and ascending on the right side of
esophagus.
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Fig. 4 The schema of anatomic abnormality with
RRSA is represented.
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Four Cases of Esophageal Cancer with Nonrecurrent Inferior Laryngeal Nerve
—Anatomic Variant and Intraoperative Precaution—

Makoto Yamasaki, Yuichiro Doki, Hiroshi Miyata, Takushi Yasuda,
Shuji Takiguchi, Yoshiyuki Fujiwara and Morito Monden
Department of Surgery and Clinical Oncology, Graduate School of Medicine, Osaka University

A nonrecurrent inferior laryngeal nerve (NRILN)is a rare anomaly. We report four cases of esophageal cancer
with NRILN treated by transthoracic esophagectomy with three-field lymphadenectomy. All had been diag-
nosed as esophageal cancer. Under a diagnosis of concomitant NRILN based on preoperative computed to-
mography, we conducted transthoracic esophagectomy with three-field lymphadenectomy. The right subclav-
ian artery on the right between the esophagus and vertebral column was recognizable perioperatively. The
right recurrent nerve was not identified at the right subclavian artery during mediastinal dissection, but the
NRILN was identified as going directly from the vagal nerve to the larynx during neck lymphadenectomy.
The thoracic duct ran between the esophagus and the azygos vein, terminating at the right venous angle. Be-
cause the aberrant right subclavian artery is associated with the NRILN, right-sided terminating thoracic
duct, etc., surgery must proceed under stringent controll with these abnormalities in mind. In patients with
NRILN, cancer tends to metastasize to neck lymph nodes regardless of upper mediastinal lymph nodes, which
is why esophagectomy with three-field lymphadenectomy is considered standard in treating thoracic esopha-
geal cancer with NRILN.
Key words : nonrecurrent inferior laryngeal nerve, esophageal cancer, aberrant right subclavian artery
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