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ORTNER SYNDROME (CARDIOVOCAL
SYNDROME)

ABSTRACT

ccurrence of paralysis in left vocal fold due to compression of left recurrent laryngeal nerve

between pulmonary artery and aorta or between aorta and aortic ligament secondary to car-
diac pathologies such as left atrial hypertrophy, pulmonary hypertension is defined as Ortner syn-
drome in the literature that it is extremely rare clinical entity. In this study, a case was present-
ed, who had referred due to complaint of hoarseness and diagnosed as Ortner syndrome based
on clinical and laboratory examinations. Seventy two years old female patient admitted to our
clinic with complaint of hoarseness. Videolaryngoscopic examination revealed left vocal fold
paralysis and no etiological factor other than left atrial hypertrophy and pulmonary hypertension
could be found. Therefore, the patient was diagnosed Ortner syndrome. Ortner syndrome should
be considered in assessment of hoarseness in patients with cardiac pathology, who are particu-
larly in geriatric group.
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o B0

ORTNER SENDROMU
(KARDiYOVOKAL SENDROM)

Oz

ol rekdrren larengeal sinirin sol atrium hipertrofisi, pulmoner hipertansiyon yada aort anevriz-

masi gibi kardiyak patolojilere sekonder olarak pulmoner arter ile aort yada aortik ligaman ara-
sinda sikismasi sonucu, sol vokal foldda paralizi ve buna bagli ses kisikligi gelismesi literattirde Ort-
ner sendromu olarak tanimlanmakta olup son derece nadir karsilasilan bir klinik durumdur. Bu ¢a-
lismada ses kisikligi sikayeti ile basvuran ve yapilan klinik ve laboratuar degerlendirme sonucunda
Ortner sendromu tanisi konulan bir olgu sunulmustur. 80 yasinda kadin hasta ses kisikigi yakin-
masi ile klinigimize basvurdu. Yapilan videolarengoskopik inceleme sonucunda sol vokal fold pa-
ralizisi saptanan hastada sol atrium hipertrofisi ve pulmoner hipertansiyon disinda herhangi bir
etiyolojik faktdr tespit edilmedi. Bu nedenle hastaya Ortner Sendromu tanisi konuldu. Ozellikle
geriatrik yas grubundaki kardiak patolojili hastalarda ses kisikligi degerlendirmesinde Ortner sen-
dromu akilda bulundurulmalidir.

Anahtar Sozctikler: \Vocal Cord Paralysis; Pulmonary Hypertension.

353
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INTRODUCTION

ocal fold paralysisa common problem encountered in oto-
Vlaryngology is not only a disease entity, but also a symp-
tom of other diseases. Vocal fold paralysis may be caused by
pathologies of nucleus ambigus, supranuclear tractus, vagal or
recurrent laryngeal nerves (RLN) (1). Moreover, tumor inva-
sion to superior mediastinum, neck mass lesions and iatro-
genic injury as well as metabolic, toxic and neurogenic etiolo-
gies may lead to RLN paralysis (2). Also known as cardiovo-
cal syndrome, Ortner syndrome is a rare clinical entity and is
caused by left RLN paralysis secondary to cardiovascular dis-
orders (1-4). Here, a case who was admitted with a complaint
of hoarseness and diagnosed as Ortner syndrome based on

clinical and laboratory examinations is presented.

CASE REPORT

A 72-year old female patient was admitted to our clinic due
to hoarseness persisting for 6 months. Medical history of the
non-smoker patient involved hypertension (HT) and diabetes
mellitus (DM) for the last ten years. The patient did not
report dysphagia, odinophagia or loss of weight but stated
that she sometimes coughs when swallowing. The patient also
denied any infections prior to the complaint of hoarseness.

Figure 1— Paralysis of left vocal fold. Note that the left vocal fold is fi-
xed at paramedian position while the right vocal fold makes a full ab-
duction during inspiration.

Figure 2— Other than minimal erosion, normal appearance is observed
in esophagoscopy.

In physical examination, no mass lesion or pathologic
lymphadenopathy was found in the neck. Videolaryngoscopic
examination showed paramedian left vocal fold paralysis
(Figure 1).

Within scope of etiological research for vocal cord paraly-
sis, no pathology was detected in neck and thyroid ultra-
sonography (USG). Esophagoscopy revealed a normal peri-
staltism and the mucosa was normal other than minimal ero-
sion (Figure 2).

The patient underwent neck (including cranial basis) and
thorax computerized tomography (CT) imaging. While the
neck CT was normal, the thorax CT showed that pulmonary
truncus diameter was 45 mm, right pulmonary artery
diameter was 31 mm, left pulmonary artery diameter was 31
mm and the artery was ectasic and these findings were
suggestive of pulmonary hypertension (Figure 3). Therefore,
the patient was consulted with the cardiology clinic, and PA
(ECG),
echocardiography (ECHO) and catheter angiography was

chest  roentgenogram, electrocardiography
planned. Increased mediastinal width and cardiothoracic
index was also observed in PA chest roentgenogram (Figure
4).

Having normal electrocardiographic findings, the patient
had a pulmonary artery pressure of 80 mmHg in echocardio-
graphy. Catheter angiography also showed increased pul-
monary arterial width.

Based on these findings, no etiological factor other than

primary pulmonary hypertension was found explaining the
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Figure 3— Pulmonary arterial dilatation is observed in thoracic CT
examination. Arrow indicates the enlarged pulmonary artery.

left vocal fold paralysis and the patient was diagnosed as

Ortner syndrome.

DiscussiON

ecurrent laryngeal nerve innervates all muscles of the lar-
Rynx except the cricothyroid muscle. This nerve has a dif-
ferent anatomic route on the right and the left side. On the
right side, RLN branches from the vagal nerve just above the
subclavian artery. It traverses through the superior aspect by
intercrossing the artery. By intercrossing common carotid
from the anterior aspect, it enters the tracheo-esophageal sul-
cus. The lefct RLN branches from the vagal nerve where the
vagal nerve approaches thoracic cavity from the anterior
aspect of common carotid’s and subclavian artery’s branching
point and the posterior aspect of the brachiocephalic vein. It
lies inferior to the medial side from anterolateral of arcus
aorta. It passes through the left side of ligamentum arterio-
sum and it forms an elbow beneath arcus aorta and it enters
the tracheoesophageal sulcus in medial aspect. It provides a
branch to the inferior constrictor branch and lies inferior to
this muscle and it reaches the larynx by passing posterior to
cricothyroid joint (3). Due to the longer route and close rela-
tion with intra-thoracic structures, the left RLN is more sus-
ceptible to pathologies (1).

Bilateral or unilateral, left-sided or right-sided, vocal cord
paralysis as well as paralyses of peripheral and central origin

may have different etiologies. Unilateral paralysis is in large

Figure 4— Left atrial hypertrophy and increased cardiothoracic index
can be observed in chest roentgenogram.

part caused by an RLN injury in neck traumas or by compres-
sion of RLN due to thyroid and neck mass lesions, cardiovas-
cular diseases, esophagus and lung malign tumors. When
extra-laryngeal factors are considered, the left vocal fold paral-
ysis is more common on the right side (5). The most common
reason for neck-region involvement is iatrogenic paralysis
occurring particulary due to thyroid surgery. The right RLN
is more commonly injured as it has an anteriolateral localiza-
tion at the inferior pole of the thyroid gland and as this posi-
tion is less protected compared with the left RLN. At thoracic
level, the left RLN is affected more from the lesions in this
region when compared to the right RLN, due to the anatom-
ic route. Bilateral vocal fold paralysis more commonly occurs
due to central, metabolic and toxic etiologies. In a recent
study involving 466 cases, iatrogenic etiologies caused by sur-
gical interventions (33%) were reported to be the most com-
mon cause of unilateral VF paralysis, followed by idiopathic
paralysis (22%), neoplastic tumors (19%) and intubation
practices (7.5%). Compression lesions have a lower percentage
(<5%) (6). In another study, causes of unilateral VF paralysis
were reported to be neoplasms in 32%, idiopathic in 16%,
traumatic in 11% and compression in 5% (5).

In clinical examination of the presented case with no his-
tory of neck and thoracic surgery, first, a comprehensive head-
neck region assessment focusing on the larynx and the sur-
rounding tissues was performed to find the pathology affect-
ing the movements or innervation of vocal cord, however,

findings of laryngeal and physical examination were normal.
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In the neck USG examination performed to identify etiology
of the mass lesion leading to compression in the neck region
and particularly of thyroid gland, no pathology was observed.
Having normal esophagoscopic findings, the patient under-
went cranial basis, neck and thoracic contrasted CT examina-
tion. In CT examination, no pathology was found in the cra-
nial basis and the neck region, but there was an increase in the
diameter of pulmonary artery. Cardiovascular pathology was
suspected, thus, PA chest roentgenogram, ECG, ECHO and
angiography was performed and primary pulmonary hyper-
tension was diagnosed.

Although Ortner Syndrome was first described as a conse-
quence of mitral valve stenosis, several other cardiologic enti-
ties including mitral regurgitation, atrial mixoma, left ven-
tricular aneurysm, pulmonary arterial hypertrophy, core pul-
monale, and aortic aneurysm were later shown to cause left
vocal fold paralysis due to compression or traction of the left
RLN between arcus aorta and other neighboring structures,
particularly the pulmonary artery. Thus the syndrome is also
referred as cardiovocal syndrome (3).

In patients with cardiovascular disorders, it is crucial to
identify vocal fold paralysis. Aspiration, dyspnea, change in
voice quality and decrease in quality of life should be assessed
immediately. If symptoms are well tolerated and no aspiration
related problems are present, assessing laryngeal functions
once in every six months will be sufficient. However, in
symptomatic patients, the best treatment approach is medial-
ization of the vocal fold. Two definite indications are present
for the the operation; aspiration pneumonia and patient’s
decision to treat hoarseness for a better quality of life (e.g
vocal artists) (7). In our case, dyspnea and hoarseness were
well tolerated and aspiration signs were found only when lig-
uid food was ingested. However, the patient rejected surgery
for her complaints.

Although hoarseness is a common symptom in otorhino-
laryngology, Ortner syndrome is a rare condition. For patients
with idiopathic left VC paralysis, particularly for those with
history of cardiovascular disorders, physicians should keep
this syndrome in mind and consider the broad spectrum of
etiological factors in VF paralysis, especially in elderly
patients.

REFERENCES

1. Thirlwall AS. Ortner’s syndrome: a centenary review of unilat-
eral recurrent laryngeal nerve palsy secondary to cardiothoracic
disease. J Laryngol Otol 1997;111:869-71. (PMID:9373557).

2. Vlachou PA, Karkos CD, Vaidhyanath R, Entwisle J. Ortner’s
syndrome: An unusual cause of hoarse voice. Respiration
2008;75:459—-60. (PMID:16424641).

3. Mulpuru SK, Vasavada BC, Punukolu GK, Patel AG.
Cardiovocal Syndrome: A systematic review. Heart, Lung and
Circulation 2008:17;1-4. (PMID:18055261).

4. Wunderlich C, Wunderlich O, Tausche AK, Fuhrmann J,
Boscheri A, Strasser RH. Ortner’s syndrome or cardiovocal
hoarseness. Intern Med J 2007  Jun;37(6):418-9.
(PMID:17535390).

5. Teixido MT, Leonetti JP. Recurrent laryngeal nevre paralysis
associated with thoracic aortic aneurysm. Otolaryngol Head
Neck Surg 1990;102(2):140-4. (PMID:2113238).

6. Yumoto E, Minoda R, Hyodo M, Yamagata T. Causes of
recurrent laryngeal nerve paralysis. Auris Nasus Larynx
2002;29:41-5. (PMID:11772489).

7. Hartl DM, Travagli JP, Leboulleux S, Baudin E, Brasnu
DF,Schlumberger M. Clinical review: current concepts in the
management of unilateral recurrent laryngeal nerve paralysis
after thyroid surge. J Clin Endocrinol Metab 2005;90(5):3084-
8. (PMID:15728190).

356

TURKISH JOURNAL OF GERIATRICS 2012; 15(3)



