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A Case of NRRLN(Non-Recurrent Recurrent Laryngeal Nerve)
in a Patient with the Parathyroid Adenoma

Hong-Shik Choi, M.D., Su-Jin Han, M.D.,
Jae-Yol Lim, M.D., Hun Yi Park, M.D.

Department of Otorhinolaryngology, The Institute of Logopdics & Phoniatrics,
Yonsei University College of Medicine, Seoul, Korea

In thyroid and parathyroid surgery, damage to the recurrent laryngeal nerve(RLN) is the
most common iatrogenic cause of vocal cord paralysis. Identification and preservation of the
RLNs and meticulous technique can siginificantly decrease the incidence of this complication.
We experienced one case of NRRLN in a patient with the parathyroid adenoma. During the
dissection, there was no branch to be considered as RLN in tracheoesophageal groove. While
searching for the RLN, We found a white structure coursing horizontally at the level of cricoid
cartilage directly arising from the vagus nerve in the carotid sheath. That structure was non-
recurrent recurrent laryngeal nerve(NRRLN) and NRRLNs are exceedingly rare. Awareness of
the possibility of NRRLN will prevent the surgeon from accidentally severing one if it is
encountered during surgery.

KEY WORDS : Recurrent laryngeal nerve - Parathyroid adenoma - NRRLN(non-recurrent re-
current laryngeal nerve).
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Fig. 1. After “'TI-"*"Tc subtraction, ®"Tc uptake is noted. It

suggests a parathyroid adenoma.
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Fig. 2. CT scan showing a parathyroid mass at the pos-
terior aspect of Rt. thyroid gland(arrow).

Fig. 3. Operative photographs. A : A horizontally located uncommon nerve(arrow), which seemed to be originated from the
main vagal trunk was noted. B : After retracting the internal jugular vein and common carotid artery, a NRRLN
which directly originated from the main trunk of the vagus nerve and a vertically located uncommom artery(arrow

head) is noted.

189 -



FE T4 Y] ydatith Wd BA 22wy
F, B 3E2E M9 Sl &4 g, &
g3 sadke S T AE 259N 5
34 stgel 1.3%0.8cm 2719 A& Ado] #&
o] TI-Tc subtraction scang Al3dle] L7444
gl 24 2ARFn(Fig. 1), 2% AFH @&
FolM= 24734 kgl e 1x1em 2719 FEol
#Egon 9 2oz Ao F242 ¢gixn
gxd 3 oA #AHA 4si(Fig 2). 44
A AF gt Feg Y Foz ai A
AE v sl 5 e =2 +5
A - W SAA 94 223 2 A AAA =
oF 1xX1em 2719 o) FEo] T 59 2AFH
o] we]Fo] Byl $4 AW 2F HAlo|A R
AEdE BAsATh. F334T 3 dEH Aol
A EREIEEAA gRlE At AAzAE B 2
ARl 7| AFFuHE-E Wt FY3kq 2= v
FTENALE HolX| gk, $49E AX M FHe
=2 1740] A=A 52 10 F
P& FA A Az v|FAANA A5t
AN om (Fig. 3A), T3 ZF5H 2 2 5H7 43y
g F3& Hole 7|FF < 25w #AHAT B
Wg sl 23 ¥ A9 A2E I A o]
AR A vl2 823 NRRLNZ U5

, Bk o) ARl Y13 #de] gle
25 A Fig. 3B). 3% B4u9 ¥st
% saE fer dAH SEAEE 2
3

= p=
BHAR, FF U4 B2 Ade 29 3

-
O%
tjo
e
L,
fir
P>
ol

)

o
5

fov o lo e
}o‘|
o
g

[+]
=
wolW Foke =ASA WA RUPA HFoz

K A Babad ® 2 el
Fig. 4. Histologically the mass was proved as a parathyroid
adenoma(H & E, x400).
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