
Case
Reports Dysphagia Lusoria 

Caused by an Aberrant
Right Subclavian Artery
A 36-year-old, otherwise-healthy woman with a 6-year history of progressive dysphagia
underwent an esophagogram that revealed an oblique extrinsic defect with an inferior-
to-superior (left-to-right) course consistent with an aberrant right subclavian artery. An
aortogram confirmed the diagnosis of aberrant right subclavian artery.

She underwent surgical repair, tolerated the procedure well, and was discharged
home, symptom free, on postoperative day 3. We found that the right supraclavicular
approach provides good exposure and avoids the morbidity of the classically described
approach via a median sternotomy or thoracotomy. (Tex Heart Inst J 2004;31:168-71)

urgical correction is indicated for dysphagia lusoria in association with an
aberrant right subclavian artery. We describe our use of the right supra-
clavicular approach, which avoids the possible complications of thoracot-

omy or sternotomy.

Case Report

A 36-year-old, otherwise-healthy woman with a 6-year history of progressive dys-
phagia was referred to Waterbury Hospital. Her dysphagia had progressed to the
point that she could eat only small meals.

An esophagogram (Fig. 1) revealed a notching of the upper esophagus from an
extrinsic compression, which was consistent with an aberrant right subclavian ar-
tery.

Subsequently, an arteriogram confirmed the aberrant origin of the right subcla-
vian artery (Fig. 2), arising from the aorta distal to the usual left subclavian artery.
The artery had a retro-esophageal course that was causing compression of the
esophagus. Her blood pressure was equal in both upper extremities. Due to the
persistence and worsening of her symptoms, surgical correction was recommended.
Approximately a month later, the patient was taken to the operating room for re-
section and reconstructive bypass surgery.

Surgical Technique

Under general anesthesia, the patient was placed in the supine position, with a
sandbag in the midline behind her shoulders, to extend her neck. Through a right
supraclavicular incision, we divided the clavicular head of the sternomastoid mus-
cle and identified and exposed the right common carotid artery. We then located
the aberrant right subclavian artery and followed its retro-esophageal segment to its
origin at the aortic arch, by retracting the esophagus anteriorly. Injury to the bra-
chial plexus and the right recurrent laryngeal nerve was avoided by careful identifi-
cation of these structures.

After systemic heparinization and application of a vascular clamp, we were able
to divide, ligate, and oversew the proximal portion of this artery almost at its ori-
gin. The distal portion of the right subclavian artery was trimmed, with careful
preservation of the right vertebral artery; then an end-to-side anastomosis was
made with the right common carotid artery (Fig. 3). At the end of the operative
procedure, there was no vocal cord paralysis, and good pulses were palpated in the
right radial artery.
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Fig. 2  Arteriogram: The aberrant right subclavian artery arises
from the aorta distal to the origin of the left subclavian artery
(arrow).

Postoperatively, the patient tolerated a regular diet
without symptoms of dysphagia. The right upper ex-
tremity had a 2+ palpable radial pulse, with blood
pressure equal to that of the contralateral side. She was
discharged home on postoperative day 3. Four years
later, she remained without symptoms of dysphagia.

Discussion

The most common embryologic abnormality of the
aortic arch is an aberrant right subclavian artery, which
occurs in 0.5% to 1.8% of the population.1,2

As hypothesized by Edwards, this abnormal origin
of the right subclavian artery can be explained by the
involution of the 4th vascular arch with the right dor-
sal aorta.3 The 7th intersegmental artery remains at-
tached to the descending aorta, and this persistent
intersegmental artery becomes the right subclavian 
artery. This leads to the aberrant artery, which often
follows a retro-esophageal course (Fig. 4).

Although most cases of this anomaly are asympto-
matic, symptoms may appear when a “ring” complete-
ly encircles the trachea or the esophagus. Extrinsic
compression of the esophagus may lead to dysphagia.

In 1936, Kommerell described the radiologic find-
ings of this persistent route of the aortic arch as an
aortic diverticulum (Kommerell’s diverticulum).5 The
1st successful repair of this anomaly was reported by
Robert Gross in 1946.6 Early reports revealed that
simple division without restoration of f low leads to
weakness and ischemia of the right arm, which can
cause a reversal of blood flow from the right vertebral
artery to the right subclavian artery. This phenome-
non, first described by Contorni in 1960,7 was named
subclavian steal by Reivich and colleagues in 1961.8

In 1964, Hallman and Cooley recommended an arte-
riogram prior to surgical repair of the congenital aor-
tic vascular ring in adults.9

Reconstitution of f low to a divided aberrant right
subclavian artery was first performed by Bailey and as-
sociates in 1965.10 They attached the distal end of the
ligated artery to the ascending aorta proximal to the
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Fig. 1  Esophagogram: An oblique extrinsic defect courses
from inferior (left) to superior (right) (arrow), consistent with
an aberrant right subclavian artery at the upper thoracic level
just above the aortic arch.

This phenomenon, first reported in 1794 by London
physician David Bayford, was originally described as
“dysphagia by freak of nature,” and is commonly re-
ferred to as dysphagia lusoria.4



Fig. 4  A) The normal embryologic development of the aortic arches: Dotted lines represent normal vessel involution of the right
dorsal aorta and the right 6th posterior arch. The persistence of the proximal right dorsal aorta becomes the innominate artery. 
B) Abnormal embryologic development of the aortic arch: The involution of the right 4th vascular arch and proximal right dorsal
aorta leaves the right 7th intersegmental artery attached to the abnormally persistent right dorsal aorta. After rotation of the
dorsal aorta, the right 7th intersegmental artery becomes the aberrant right subclavian artery.
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Fig. 3  Through a right supraclavicular incision (inset), the aberrant right subclavian artery was dissected and divided after
application of vascular clamps. The proximal end was ligated and oversewn at the anomalous origin. The distal end was
anastomosed to the right common carotid artery.
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right common carotid artery. Numerous alternatives
have been described. Cooley was the first to attach the
distal subclavian artery to the right common carotid
artery.11 In this case, the right supraclavicular approach
was found to provide excellent exposure for proximal
ligation and distal anastomosis of the aberrant right
subclavian artery to the right common carotid artery.

This technique, elegantly described by Valentine
and colleagues in 1987,12 is a simplified version of the
low cervical approach originally described by Orvald
and co-authors in 1972,13 which required extensive
dissection on both sides of the esophagus before liga-
tion of the aberrant subclavian artery.

In our opinion, the supraclavicular approach pro-
vides good exposure, rapid recovery, and avoids the
morbidity associated with the classically described me-
dian sternotomy or thoracotomy.
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