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CASE REPORT

Preoperative Hoarseness as a Warning Sign for Airway Risk in
Cardiovocal Syndrome Secondary to a Saccular Aortic Arch

Aneurysm: A Case Report

Nisan Ozsan, © Nevriye Salman, © Zeliha Asli Demir

Department of Anaesthesiology and Reanimation, Ankara Bilkent City Hospital, Ankara, Tiirkiye

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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Introduction

Hoarseness is a common symptom with diverse etiologies,
including neoplastic, infectious, traumatic, idiopathic, and
neurologic causes, as well as previous surgery.'! 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.l'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.'®l Although left atrial
enlargement is the classic cause of Ortner syndrome,
thoracic aortic aneurysms are also well-recognized
etiologies.*”! Beyond diagnosis, cardiovocal syndrome
has important anesthetic implications because vocal cord
paralysis, tracheal deviation, and possible tracheomalacia
may increase airway difficulty. This case highlights
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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/m?), classified as ASA
physical status Ill, 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 46x40 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 ug), 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
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Figure 1. Preoperative posteroanterior chest radiograph showing
tracheal deviation.
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Figure 2. Videolaryngoscopic view of left vocal cord paralysis.

are important causes of cardiovocal syndrome.l*!
Hoarseness associated with thoracic aortic aneurysms
has been reported.*” Preoperative hoarseness should
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Figure 3. Intraoperative transesophageal echocardiographic imag-
ing of the aortic arch aneurysm.

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.'*”! In one case series, hoarseness
was the initial symptom in most patients.? Therefore,
aortic pathology should be considered in unexplained
hoarseness, and thoracicimaging should be included in the
evaluation.”® In patients with hoarseness due to aortic arch
aneurysms, the trachea was reported as the most commonly
compressed adjacent structure. Tracheal compression

and deviation may coexist with laryngeal dysfunction;
tracheomalacia from chronic external compression may
further complicate airway management.”!

Airway management should be individualized according
to guidelines, and awake tracheal intubation should
be considered when predictors of a difficult airway are
present.'” Awake tracheal intubation can be performed
using videolaryngoscopy or flexible bronchoscopy;
technique selection depends on patient anatomy, operator
experience, and equipment availability."® 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.l'l 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."

In a four-patient case series of Ortner syndrome secondary
to thoracic aortic aneurysm treated with TEVAR, recovery
from hoarseness was variable? 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.
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