DOI: 10.14260/jemds/2014/3756

CASE REPORT

AORTIC ANEURYSM: A RARE CAUSE OF ORTNER’S SYNDROME

Sukanta Kodali!, Biswal Pradipta Trilochan?, Swetapadma Pradhans3, Jyoti Patnaik4, Manoranjan Dashs

HOW TO CITE THIS ARTICLE:

Sukanta Kodali, Biswal Pradipta Trilochan, Swetapadma Pradhan, Jyoti Patnaik, Manoranjan Dash. “Aortic
Aneurysm: A Rare Cause of Ortner’s Syndrome”. Journal of Evolution of Medical and Dental Sciences 2014;

Vol. 3, Issue 58, November 3; Page: 13199-13202, DOI: 10.14260/jemds/2014 /3756

ABSTRACT: A 60 year old male patient presented with hoarseness of voice lasting for 2 months. First
he was examined by the otorhinolaryngologist of our hospital, who noticed absence of movements of
the left vocal cord. Chest X-ray showed a large opacity in the left upper zone and the patient was
referred to the pulmonologist. His general physical examination was unremarkable not having any
stigmata of Marfan's or Ehler Danlos syndrome. On chest auscultation, a systolic flow murmur was
audible and there was decreased breath sound in the left infraclavicular area. Bronchoscopy revealed
absence of movement of left vocal cord. His trans-thoracic echocardiography revealed degenerative
aortic and mitral valve disease with mild aortic regurgitation and mild mitral regurgitation with
dilated aortic aneurysm. A contrast enhanced CT scan of thorax and CT Angio Aortogram revealed
fusiform aneurysmal dilatation of the arch of aorta with diameter of 6.2 cm over a length of 12.3 cm
showing intraluminal partial thrombus with wall calcification. The patient was advised to undergo
surgery. However, after detailed discussion with him and his family, they decided for medical
management in view of his advanced age.

INTRODUCTION: Ortner’s syndrome is a clinical entity defined as hoarseness caused by impairment
of the left recurrent laryngeal nerve because of cardiovascular diseases. It was first described in 1897
by Nobert Ortner in a patient with left atrial enlargement secondary to mitral valve stenosis.
Subsequently, the entity has been described in other cardiovascular diseases including mitral valve
prolapse, atrial and ventricular septal defect, patent ductus arteriosus, pulmonary hypertension, and
thoracic aortic aneurysm.!2

This syndrome is also known as cardio-vocal syndrome.3 Thoracic aortic aneurysm presenting
as vocal cord paralysis is a rare occurrence. Five percent of recurrent laryngeal nerve palsy is due to
thoracic aortic aneurysm.*We present a rare case of cardio-vocal hoarseness or Ortner's syndrome
secondary to aortic arch aneurysm.

CASE REPORT: A 60 year old male patient presented with hoarseness of voice lasting for 2 months.
First he was examined by the otorhinolaryngologist of our hospital, who noticed absence of
movements of the left vocal cord. Chest X-ray showed a large opacity in the left upper zone (Image-1)
and the patient was referred to the pulmonologist. His general physical examination was
unremarkable not having any stigmata of Marfan's or Ehler Danlos syndrome.

On chest auscultation, a systolic flow murmur was audible and there was decreased breath
sound in the left infraclavicular area. Bronchoscopy revealed absence of movement of the left vocal
cord. (Image-2) His trans-thoracic echocardiography revealed degenerative aortic and mitral valve
disease with mild aortic regurgitation and mild mitral regurgitation with dilated aortic aneurysm.

A contrast enhanced CT scan of thorax and CT Angio Aortogram revealed fusiform
aneurysmal dilatation of the arch of aorta with diameter of 6.2 cm over a length of 12.3 cm showing
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intraluminal partial thrombus with wall calcification (Image-3). Proximal to aneurysm, ascending
thoracic aorta diameter was 3.0 cm and distal to aneurysm, descending thoracic aorta diameter was
3.3 cm.

Asymmetrical sac is protruding into subaortic space possibly compressing left recurrent
laryngeal nerve. Lung parenchyma appears normal except minimal infiltration near aneurysmal site.
Preoperative laboratory investigations were normal and after preanaesthetic evaluation, repair of the
aneurysm was planned. Our patient was advised to undergo surgery. However, after detailed
discussion with him and his family, they decided for medical management in view of his advanced
age.

DISCUSSION: The recurrent laryngeal nerves provide ipsilateral motor innervation to the intrinsic
laryngeal muscles for vocalisation. The recurrent laryngeal nerves branch from the vagus nerve (the
tenth cranial nerve) at different levels for the left and right side. The recurrent laryngeal nerves
descend first into the thorax before rising up between the trachea and esophagus to reach the neck.
The right recurrent laryngeal nerve branches at the level of the right subclavian artery and hooks
around this artery.

The left recurrent laryngeal nerve is longer and it branches from the vagus nerve at the level
of the transverse aortic arch. It hooks under the arch of aorta, posterior to the ligamentum
arteriosum before ascending towards the neck between the trachea and the esophagus. Because of
the anatomical course of the recurrent laryngeal nerves, the left side is more vulnerable to damage. In
unilateral vocal cord palsy due to thoracic diseases, left-sided vocal cord paralysis was 1.75 times
more frequent than right-sided paralysis.5

Damage to the left recurrent laryngeal nerve can happen at any level of the nerves course and
in some cases it can be compressed between the aorta and pulmonary artery because of a very
narrow space between these vessels. The incidence of thoracic aortic aneurysms in males has been
reported to be 16.3 per 100,000 person/year and in females it is up to 9.1 per 100,000 person/ year.6
In thoracic aortic aneurysms, most commonly involved site of the thoracic aorta is the ascending
thoracic aorta with or without aortic root involvement followed by the aneurysms of the descending
thoracic aorta. In only 10% of the cases of thoracic aortic aneurysms, the aortic arch is involved.”

Patients having thoracic aortic aneurysms are usually asymptomatic.”#2 Thoracic aortic
aneurysm presenting as vocal cord paralysis is a rare occurrence. Only five percent of recurrent
laryngeal nerve palsy is due to thoracic aortic aneurysm.* Computed tomography (CT) angiography is
an ideal test for detecting thoracic aortic aneurysm, for delineating its anatomy, determining its size,
defining the aortic branches, the extent of involvement and the effect on adjacent structures.”

Aortic aneurysm is a life-threatening condition if it ruptures. Some authors have advocated
that the presence of recurrent laryngeal nerve palsy is a prodrome of aneurysm rupture.®
Asymptomatic aneurysms can be managed medically. Medical management includes aggressive blood
pressure control and serial imaging of the aneurysm to evaluate growth and structure. Asymptomatic
aneurysms that are rapidly expanding warrant a surgical management. Surgery is also indicated for
those who are symptomatic or for any aneurysms that are over 50 to 60 mm in diameter.

Surgery for thoracic aortic aneurysm can be in the form of an open surgery or in the form of
endoluminal stent aneurysm repair. The reversal of Ortner’s syndrome after aneurysm repair has
been described. Stoob demonstrated for the first time the reversal of Ortner’s syndrome after
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endoluminal aneurysm repair.1? After the release of the recurrent laryngeal nerve compression, it is

possible to regain the mobility of the vocal cord. If the vocal cord paralysis persists, or if the patient
has symptoms of aspiration, then medialisation of the vocal cord can be undertaken.
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