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Goretzki et al.
World J Surg 2010
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IONM: management of the invaded nerveIONM: management of the invaded nerve

Factors in favor of nerve 
preservation

Factors in favor of nerve sacrifice

Young patients with iodine-avid PTC Aggressive histopathologic and genetic 
variants

Expected effectiveness of adjuvant 
therapy (RAI or EBRT)

Iodine-refractory disease; previous EBRT

Elderly patients (increased risk of 
aspiration pneumonia)

Healthy young patients

Contralateral vocal fold paralysis Normal contralateral vocal fold function

Active distant disease No/indolent distant disease

Wu et al,. Laryngoscope 2018
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