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Abstract

AIM: Late unset of dysphagia due to vascular abnormalities
is a rare condition. We aimed to present a case of right
subclavian artery abnormalities caused dysphagia in the
elderly.

METHODS: A 68-year-old female was admitted with
dysphagia seven months ago. Upper endoscopic procedures
and routine examinations could not demonstrate any
etiology. Multislice computed thorax tomography was
performed for probable extra- esophagial lesions.

RESULTS: Multislice computed thorax tomography showed
right subclavian artery abnormality and esophagial
compression with this aberrant artery.

CONCLUSION: Causes of dysphagia in the elderly are
commonly malignancies, strictures and/or motility
disorders. If routine examinations and endoscopic
procedures fail to show any etiology, rare vascular
abnormalities can be considered in such patients. Multislice
computed tomography is a usefull choice in such conditions.
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INTRODUCTION

Dysphagia Lusoriawasfirst described by Bayfordin 1794 ina
62 year-old womant¥, Postmortem examination of this case
showed the abnormal origination of right subclavian artery
from aortic arch and compression on theesophagus. Abnormalities
of the thoracic aorta and great vessels are not uncommon and
can result in esophageal compression and dysphagia. The most
common congenital abnormality of the aortais an isolated
aberrant right subclavian artery?. Usually thisaonormality does
not lead to symptoms. However, sometimes dysphagia
(dysphagia lusoria) develops. Mass effect on the esophagus
can cause dysphagia. A right aortic arch with an aberrant left
subclavian artery is less common but may also result in
esophageal compression'®. A pulmonary dliding occurs when
an aberrant left pulmonary artery arisesfrom theright pulmonary
artery and passes between trachea and esophagus. Compression

on both trachea and esophagus can occur. This abnormality
can also bereliably detected with contrast-enhanced CT. We
aimed to present a 68-year-old woman who had |ate onset
dysphagia due to such arare condition.

CASE REPORT

A 68-year-old fema ewas admitted to our hospital with dysphagia
nearly for seven months. Dysphagia was occuring both solid
and liquids. There were no clear symptoms except dysphagia,
such as loss of weight, fever, sweating at night, diarrhea,
hematemesis, melena or hematochesia. She complained about
odinophagia, bloating, regurgitation and epigastric pain
especialy after analgesic using. She also had chest painradiating
to the left arm with effort. She had a history of operation for
discal hernia, ischemic heart disease and diabetes mellitus. She
was using anti-ischemic drugs, analgesics (Including aspirin),
beta blockers and diuretics.

In physical examination her general condition was good,
thyroidwas pal pegble. Shehad mild epigastric pain with pal pation
and no other signs. Hgb was136 g/L., WBC (White blood cell
count) was 77 000 pL, PLT was 290 000 pL in laboratory tests.
Erythrocyte sedimentation rate was 10 /h, SGOT was 57 U/L,
SGPTwas84U/L, ALPwas245U/L. Other biochemica parameters
werenormal (BUN, crestinine, glucose, etc). Markersfor hepatitis
A,B,C were negative. Thyroid function testswere norma. She
had esophagus graphy with radiopagque two months ago
showing slight compression on esophagus in lower levels.
Esophagogastroduodenoscopy (EGD) 5 mo ago showed
minimal hiatus hernia, reflux esophagitis and antral gastritis.
Some drugs were given to the patient for these findings but her
dysphagia symptoms did not relieve. EGD 3 mo after, only
showed antral gastritis. Other drugs (PPIs, antiacids) weregiven
aso, but dysphagiaof the patient did not relieve. After admission
to our clinic, the major complaint of the patient was persistent
dysphagia despite the treatments. Thorax CT was performed
(Multislice spiral CT) to exclude thoracal lesion-dysphagia, it
showed right subclavian artery abnormality and esophagal
compression on this aberrant artery (Figures 1A, B). Multidice
computed thorax tomography (MCT) showed theright subclavian
artery originating from the posterior wall of the aortic arch asits
last branch distal to the origin of the left subclavian artery and it
passed obliquely between esophagus and vertebral column and
then coursed upwards on the right side.

DISCUSSION

Dysphagiais acommon problem that lowers quality of lifefor
thee derly and asymptom that may originatefrom many different
causes. Esophageal dysphagia could be caused by esophageal
carcinoma, esophageal stricture and webs, achalasia, diffuse
esophageal spasm and scleroderma, caustic esophagitis and
infectious esophagitig¥. The other rare cause of dysphagiain
the elderly is vascular compression on the esophagus
(Dysphagia lusoria). Based on autopsy findings, the lusorian
artery had a prevalence of 0.7% in the general population!®.
Recently Fockens et al. found a prevalence of 0.4% in 1 629
patients who underwent endoscopy for various reasons®.
Dysphagialusoriamight be seenin young adultd?, andinmiddle
and/or elder ages asin our case®. Why it gives symptomsin
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Figure 1 Axial (A) coronal (B) sagittal (C) MIP multislice CT images from the arterial phase showing right subclavian artery
originating from the posterior wall of aortic arch, and compression with antreo-right lateral deplacement of esophagus by this

right subclavian artery.

elderly isnot clear. Some theories have been suggested, such as
increased rigidity of the esophagus itself or the vessel wall,
aneurysm formation, especially in the presence of aKommerdll’s
diverticulum!®, elongation of the aorta, and the combination of
an aberrant artery and a truncus bicaroticug'. Interestingly in
our patient, she had ahistory of dysphagiafor 7 mo. She had not
any lesion except minimal esophagitisin EGD. Reflux esophagitis
can explain dysphagia sometimes. After the treatment of
esophagitis with proton pump inhibitors (PPI), our patient’'s
dysphagia symptom did not relieve. The late onset of dysphagia
in our patient could be explained by the changes in vertebral
column. Retrosternal goitre which may be responsable for
dysphagia was not found in CT. Radiopaque graphy of the
esophagus could be used to show the compression of aberrant
artery on esophagus, but CT scanning and/or angiography can
usually confirm the diagnosis of dysphagia lusoria. Aberrant
artery could be shown with multislice CT as three dimension
angiographic images were non-invasive without the need of
invasive angiography!*Y. Here, we also presented the multislice
computed tomography angiography images of the patient with a
symptomatic aberrant retro-esophagial subclavian artery

compression (Figure 2).

Figure 2 Volume-rendered three-dimensional image by com-
puted tomography demonstrating aberrant artery right sub-
clavian artery originating from the posterior wall of aortic arch.

We showed the aberrant right subclavian artery abnormality
and compression on the esophagus clearly. That iswhy we did
not repeat the radiopaque graphy of the esophagus. Coronary
angiography was planned but the patient refused this procedure.
So the patient was referred to a cardiovascular surgeon.

In conclusion, dysphagiain an elder patient can be caused
by arare abnormality of the subclavian artery insertion.
Multislice CT can revedl thisabnormality.
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