
Preoperative Hoarseness as a Warning Sign for Airway Risk in 
Cardiovocal Syndrome Secondary to a Saccular Aortic Arch 
Aneurysm: A Case Report

ABSTRACT

Hoarseness may rarely indicate cardiovascular pathology and have important anesthetic implications. We report a 67-year-old man with preop-
erative hoarseness, a saccular aortic arch aneurysm, and radiological tracheal deviation. Although conventional airway assessment was unre-
markable, a potentially difficult airway was anticipated. Videolaryngoscopy revealed reduced left vocal cord mobility in a paramedian position, 
and tracheal intubation was achieved without technical difficulty. This case emphasizes preoperative hoarseness as a warning sign of altered 
airway anatomy in cardiovocal syndrome and highlights the importance of careful airway assessment, preparation, and anesthetic planning.
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CASE REPORT

Introduction
Hoarseness is a common symptom with diverse etiologies, 
including neoplastic, infectious, traumatic, idiopathic, and 
neurologic causes, as well as previous surgery.[1] The left 
recurrent laryngeal nerve branches from the vagus nerve 
at the aortic arch and follows a long intrathoracic course, 
making it susceptible to compression by cardiovascular 
structures such as left atrial enlargement, pulmonary artery 
dilatation, and thoracic aortic aneurysms.[1,2]

First described by Norbert Ortner in 1897 in patients 
with mitral stenosis, cardiovocal syndrome encompasses 
cardiovascular causes of hoarseness due to recurrent 
laryngeal nerve involvement.[1,3] Although left atrial 
enlargement is the classic cause of Ortner syndrome, 
thoracic aortic aneurysms are also well-recognized 
etiologies.[4,5] Beyond diagnosis, cardiovocal syndrome 
has important anesthetic implications because vocal cord 
paralysis, tracheal deviation, and possible tracheomalacia 
may increase airway difficulty. This case highlights 

preoperative hoarseness as an important indicator 
of cardiovocal syndrome and potential airway risk in 
cardiovascular surgery. Written informed consent was 
obtained for publication.

Case Report
A 67-year-old man (BMI 22.1 kg/m²), classified as ASA 
physical status III, was scheduled for surgery for a saccular 
aortic arch aneurysm and severe mitral regurgitation. 
Medical history included hypertension, coronary artery 
disease, chronic kidney disease, and previous hemorrhagic 
cerebrovascular events.

Conventional airway assessment was unremarkable; 
however, a two-month history of hoarseness and 
radiological findings suggested altered airway anatomy. 
The patient had previously undergone otolaryngologic 
evaluation at another institution, where the hoarseness 
was reportedly attributed to the saccular aneurysm; 
however, the original report was unavailable. Thoracic 
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computed tomography demonstrated a 46×40 mm 
saccular aortic arch aneurysm, while pulmonary 
computed tomography angiography revealed a 45-
mm aneurysm with mural thrombus. Transthoracic 
echocardiography showed an ejection fraction of 55–
60%, ruptured mitral valve chordae, grade 3–4 mitral 
regurgitation, and left atrial dilatation. Chest radiography 
demonstrated mediastinal widening with rightward 
tracheal deviation (Fig. 1).

Given preoperative hoarseness and radiological 
tracheal deviation, a potentially difficult airway was 
anticipated. In addition to standard ASA monitoring, 
invasive arterial pressure, body temperature, urine 
output, BIS, NIRS, and TEE monitoring were applied. After 
preoxygenation, anesthesia induction was performed 
slowly over approximately 2.5 minutes using lidocaine 
(100 mg), fentanyl (250 µg), and propofol (150 mg) 
under continuous hemodynamic and processed EEG 
monitoring; propofol was discontinued when coarse EEG 
slow-wave activity appeared.

Videolaryngoscopy revealed reduced mobility of the left 
vocal cord in a paramedian position (Fig. 2). Rocuronium 
(100 mg) was then administered, and tracheal intubation 
was performed after 2 minutes. The trachea was intubated 
with an 8.0-mm cuffed endotracheal tube without 
technical difficulty. Awake intubation was not preferred 
because the airway assessment was normal and imaging 
demonstrated tracheal deviation without significant 
luminal narrowing.

Intraoperative TEE confirmed the saccular aortic arch 
aneurysm (Fig. 3). After median sternotomy, the ascending 
aorta was normal in diameter. As the aneurysm was distant 
from the surgical field, a staged approach was planned, 
and TEVAR was deferred. Mitral valve repair was performed 
under cardiopulmonary bypass (CPB time: 96 minutes; 
cross-clamp time: 71 minutes). Norepinephrine and 
dobutamine were initiated after cross-clamp removal.

The patient was transferred to the ICU intubated with 
inotropic and vasopressor support. Reoperation for 
bleeding was required on postoperative day 1. TEVAR was 
performed on postoperative day 5. Hoarseness did not 
improve early after TEVAR. The patient was discharged in 
stable condition 2 days after TEVAR.

Discussion
Ortner syndrome is a rare manifestation of cardiovascular 
disease caused by compression of the left recurrent 
laryngeal nerve by adjacent cardiovascular structures, 
presenting with hoarseness. Although first described in 
association with mitral stenosis, thoracic aortic aneurysms 

are important causes of cardiovocal syndrome.[1,3–5] 
Hoarseness associated with thoracic aortic aneurysms 
has been reported.[6,7] Preoperative hoarseness should 

Figure 1. Preoperative posteroanterior chest radiograph showing 
tracheal deviation.

Figure 2. Videolaryngoscopic view of left vocal cord paralysis.
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therefore be considered a possible warning sign of altered 
airway anatomy when planning airway management.

The anatomical relationship between the left recurrent 
laryngeal nerve and the aortic arch makes it susceptible 
to expanding aneurysms.[6,7] In one case series, hoarseness 
was the initial symptom in most patients.[2] Therefore, 
aortic pathology should be considered in unexplained 
hoarseness, and thoracic imaging should be included in the 
evaluation.[2,8] In patients with hoarseness due to aortic arch 
aneurysms, the trachea was reported as the most commonly 
compressed adjacent structure.[1] Tracheal compression 

and deviation may coexist with laryngeal dysfunction; 
tracheomalacia from chronic external compression may 
further complicate airway management.[9]

Airway management should be individualized according 
to guidelines, and awake tracheal intubation should 
be considered when predictors of a difficult airway are 
present.[10] Awake tracheal intubation can be performed 
using videolaryngoscopy or flexible bronchoscopy; 
technique selection depends on patient anatomy, operator 
experience, and equipment availability.[10] In our case, 
awake tracheal intubation was considered; however, 
normal airway examination and tracheal deviation without 
significant narrowing supported videolaryngoscopic 
intubation after anesthesia induction.

The main contribution of this case is not the association 
between aortic aneurysm and Ortner syndrome 
itself, but recognition of preoperative hoarseness as a 
possible warning sign of altered airway anatomy and its 
incorporation into anesthetic airway planning.

Cardiovascular causes should also be considered in 
perioperative hoarseness. Nze and Chime reported 
cardiovocal syndrome diagnosed after hoarseness became 
apparent following endotracheal intubation under general 
anesthesia.[11] This case suggests that postoperative 
hoarseness should not be attributed solely to airway 
manipulation and that underlying recurrent laryngeal 
nerve dysfunction should also be considered.[11]

In a four-patient case series of Ortner syndrome secondary 
to thoracic aortic aneurysm treated with TEVAR, recovery 
from hoarseness was variable.[2] Complete recovery 
occurred after 1 month of symptoms, no improvement 
after 24 months, and partial improvement after 9 months.
[2] This observation suggests that prolonged nerve 
compression may reduce functional recovery. In our 
patient, persistent early hoarseness after TEVAR should 
not alone be interpreted as permanent recurrent laryngeal 
nerve dysfunction; longer-term follow-up is required to 
determine functional recovery.

Conclusion
In patients with aortic arch pathology, hoarseness should 
raise suspicion of recurrent laryngeal nerve dysfunction 
and prompt evaluation for airway deviation and 
compression. These findings indicate potential airway risk 
and warrant careful planning. Comprehensive preoperative 
assessment, anticipation of airway difficulty, availability 
of alternative airway devices, and hemodynamically 
stable induction are essential. This case highlights 
the anesthesiologist's central role in multidisciplinary 
management of cardiovocal syndrome.

Figure 3. Intraoperative transesophageal echocardiographic imag-
ing of the aortic arch aneurysm.



162 The Cardiovascular Thoracic Anaesthesia and Intensive Care Society

Disclosures

Ethics Committee Approval: This is a single case report, 
and therefore ethics committee approval was not required in 
accordance with institutional policies.

Informed Consent: Written informed consent was obtained 
from the patient for publication.

Conflict of Interest Statement: The authors declare that there is 
no conflict of interest.

Funding: The authors declared that this study has received no 
financial support.

Use of AI for Writing Assistance: Artificial intelligence was used 
solely for language an formatting purposes. The content was 
verified for accuracy by the authors.

Authorship Contributions: Concept – N.Ö., N.S., Z.A.D.; 
Design – N.Ö., N.S., Z.A.D.; Supervision – N.Ö., N.S., Z.A.D.; Data 
collection and/or processing – N.Ö., N.S., Z.A.D.; Data analysis 
and/or interpretation – N.Ö., N.S., Z.A.D.; Literature search – 
N.Ö., N.S., Z.A.D.; Writing – N.Ö., N.S., Z.A.D.; Critical review – 
N.Ö., N.S., Z.A.D.

Peer-review: Externally peer-reviewed.

References
1.	 Yuan SM. Hoarseness due to aortic arch aneurysms. Braz J Cardio-

vasc Surg 2020;35:970–6.
2.	 Zhang Z, Feng H, Chen X, Li W. Ortner's syndrome secondary 

to thoracic aortic aneurysm: a case series. J Cardiothorac Surg 
2022;17:270.

3.	 Brunhuber C, Le Borgne P. Hoarseness as the initial symptom of 
aortic arch aneurysm. Ann Thorac Surg 2016;102:e365. 

4.	 Deora S, Mehta P, Patel T. Saccular aortic aneurysm causing 
hoarseness: an alarming bell..! J Clin Diagn Res 2015;9:TJ01.

5.	 Verma S, Talwar A, Talwar A, Khan S, Krishnasastry KV, Talwar A. 
Ortner's syndrome: A systematic review of presentation, diagno-
sis and management. Intractable Rare Dis Res 2023;12:141–7.

6.	 Agarwal T, Vijay J, Kumar B, Agstam S. Cardiovocal syndrome sec-
ondary to thoracic aortic aneurysm: an old sign revisited. Cureus 
2020;12:e10087.

7.	 Subramaniam V, Herle A, Mohammed N, Thahir M. Ortner's syn-
drome: case series and literature review. Braz J Otorhinolaryngol 
2011;77:559–62. [Article in English, Portuguese]

8.	 Hu Q, Kong L, Zhou Y, Shen W, Chen R, Deng J, Sima G, Sun Y. Hoarse-
ness as a presenting symptom of ortner's syndrome: two rare car-
diovascular cases with an otolaryngology - first presentation and 
literature review. Ear Nose Throat J 2025:1455613251382348.

9.	 Rizvi MM, Singh RB, Jain A, Sarkar A. Asymptomatic aortic aneu-
rysm causing right vocal cord palsy and hoarseness: A rare pre-
sentation. Anesth Essays Res 2014;8:397–400.

10.	 Ahmad I, El-Boghdadly K, Bhagrath R, Hodzovic I, McNarry AF, Mir 
F, et al. Difficult Airway Society guidelines for awake tracheal in-
tubation (ATI) in adults. Anaesthesia 2020;75:509–28.

11.	 Nze PUN, Chime PI. Ortner's cardiovocal syndrome presenting 
after endotracheal ıntubation for general anaesthesia: a case re-
port. Nig J Otorhinolaryngol 2005;2:77–80.


