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Introduction
Lung cancer is the most common cancer 
in the world and a leading cause of death. 
Signs and symptoms of lung cancers may 
be due to the primary tumor, locoregional 
spread, metastatic disease, or ectopic 
hormone production. Symptoms due to 
locoregional spread can include superior 
vena cava obstruction, paralysis of the 
recurrent laryngeal nerve, and phrenic 
nerve palsy, causing hoarseness and 
paralysis of the diaphragm; pressure on 
the sympathetic plexus, causing Horner 
syndrome; dysphagia resulting from 
esophageal compression and pericardial 
effusion. Here, we see a case of left 
parahilar and upper lobe bronchogenic 
carcinoma causing ipsilateral vocal cord 
paralysis.
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Abstract
Vocal cord paralysis may arise from neurogenic paralysis or mechanical fixation. It is sometimes the 
only sign of an underlying disease. Thus, it is clinically important to diagnose the primary disease in 
cases of vocal cord paralysis because many of its potential causes, such as symptom‑free malignant 
tumors, can be fatal or cause serious morbidity if detected late. Radiologic evaluation is often useful 
for determining the etiology of vocal cord paralysis.
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Figure 1: Axial contrast enhanced computed tomography 
image in lung window demonstrating a mass lesion with 
spiculated margins in the left upper lobe with invasion 
in the aorticopulmonary window (arrow)
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Description
A 61‑year‑old man with hoarseness of 
voice for 3 weeks to the ent outpatient 
department. Contrast‑enhanced 
computed tomography (CT) of the 
neck and chest revealed an ill-defined 
heterogeneously enhancing soft tissue 
density lesion (HU 40) measuring 6.9 cm 
× 6.2 cm × 9.0 cm (AP × ML × CC) with 
spiculated margins involving the hila, apical, 
anterior, and superior lingular segments 
of the left lung [Figure 1] displaying loss 
of fat planes with the aortopulmonary 
window, descending aorta, anterior chest 
wall [Figure 2]. Paramedian position of the 
left vocal cord with dilated left pyriform 

Figure 2: A 61-year-old gentleman with a paralyzed 
right vocal cord. Coronal reformatted computed 
tomography image in lung window showing a large left 
parahilar and upper lobe malignant lesion. Right hilar 
lymphadenopathy is seen (arrow)
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sinus, laryngeal ventricle, and anteromedial deviation of 
the left arytenoid cartilage [Figure 3]. Compensation by 
the right vocal cord was present. Bilateral cervical and 
mediastinal lymphadenopathy were present. A diagnosis 
of central bronchogenic carcinoma causing secondary 
left‑sided vocal cord paralysis was made.

Discussion
The recurrent laryngeal nerves innervate the vocal cords. 
The right recurrent laryngeal nerve leaves the vagus nerve 
at the anterior surface of the right subclavian artery and 
runs inferiorly, looping around the subclavian artery, then 
ascends medially in the tracheoesophageal groove.[1] The 
left recurrent nerve branches more caudally from the vagus 
nerve on the anterior surface of the aortic arch. It passes 
inferiorly around the arch through the aortopulmonary 
window to ascend in the tracheoesophageal groove.[2] 
Both recurrent laryngeal nerves are intimately associated 
with the thyroid gland. In the thorax, the left recurrent 

laryngeal nerve is more vulnerable than the right because 
it pursues a longer intrathoracic course, coming into 
contact with the mediastinal surface of the left lung, 
continuing along the mediastinal lymph nodes, and finally 
looping around the aortic arch. Vocal cord paralysis has 
been reported to be about 1.4–2.5 times more frequent 
on the left side than on the right.[3] The CT scan is a very 
sensitive study for lesions in the neck and upper chest. 
Furthermore, it is now available at a moderate cost. In 
patients with lung carcinoma, the left recurrent laryngeal 
nerve is most frequently involved as it courses through the 
aortopulmonary window. Nevertheless, a chest CT scan 
was not routinely taken in this study. Caution should be 
taken when neck CT scans were taken for patients with 
right vocal cord paralysis to include an area of the skull 
base to the thoracic inlet, and for left vocal cord paralysis, 
to include the area up to the aortic triangle, most primary 
diseases in the chest were detectable.[4] Therefore, it might 
be cost‑effective to scan down to the level of the aortic 
triangle when taking neck CT scans for vocal cord paralysis 
patients, regardless of the paralytic side.
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Figure 3: Axial contrast enhanced computed tomography image of the 
neck at the level of vocal cords showing the paramedian position of the left 
vocal cord with dilated left pyriform sinus and laryngeal ventricle (arrow) 
suggesting left vocal cord paralysis


