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RESUMO
A síndrome de Ortner é uma entidade rara, caracterizada por 
disfonia decorrente da paralisia do nervo laríngeo recorrente 
(NLR), no contexto de doenças cardiovasculares.
Este trabalho relata dois casos de síndrome de Ortner. 
Homem, 81 anos, apresentava disfonia com uma semana de 
evolução. Ao exame objetivo verificou-se paralisia da prega 
vocal esquerda. A tomografia computorizada (TC) revelou 
dilatação auricular esquerda.  
Homem, 76 anos, com queixas de disfonia há duas semanas. 
Observou-se paralisia da prega vocal esquerda. A TC 
demonstrou um aneurisma do arco aórtico.  
O NLR inerva os músculos laríngeos intrínsecos, com exceção 
do músculo cricotiroideu. A paralisia unilateral do NLR está 
associada a disfonia mas a paralisia bilateral pode causar 
sintomas mais severos, como dispneia e estridor. 
Muitas patologias benignas e malignas podem afetar o 
nervo ao longo do seu percurso, pelo que a imagiologia é 
fundamental no diagnóstico diferencial.
Apesar de rara, a síndrome de Ortner pode causar paralisia da 
prega vocal.
Palavras-chave: disfonia; nervo laríngeo recorrente; paralisia 
prega vocal; síndrome ortner

ABSTRACT
Ortner’s syndrome is a rare entity, characterized by dysphonia 
caused by recurrent laryngeal nerve (RLN) palsy, secondary to 
cardiovascular disorders. 
This work reports two cases of Ortner’s Syndrome. A 
81-year-old male presented with dysphonia for a week. 
Physical examination showed left vocal fold palsy. Computed 
tomography (CT) revealed left atrial dilation. A 76-year-
old male, had complaints of dysphonia for two weeks. Left 
vocal fold paralysis was observed. CT showed an aortic arch 
aneurysm. 
RLN is responsible for the innervation of the intrinsic laryngeal 
muscles, with exception of the cricothyroid muscle. Unilateral 
RLN palsy usually causes hoarseness. Bilateral RLN paralysis 
may be associated with more severe symptoms, such as 
dyspnea and stridor.
Many benign and malign causes can affect the nerve through 
its course, whereby imaging is crucial in differential diagnosis. 
Despite being rare, Ortner’s syndrome may be the cause of 
vocal fold paralysis.
Keywords: hoarseness; recurrent laryngeal nerve; vocal fold 
paralysis; ortner’s syndrome

INTRODUCTION
Ortner’s syndrome or cardiovocal syndrome refers to 
dysphonia caused by recurrent laryngeal nerve palsy, 
secondary to compression between the aorta and the 
pulmonary artery, in the context of cardiovascular 
disorders. It was first described in 1897 by Norbert 
Ortner, an Austrian physician, in a patient with mitral 
stenosis and left atrial enlargement.1 
Ortner’s syndrome is a rare entity, with no information 
on the literature about its incidence.2

The left recurrent nerve is 1.75 times more often 
affected than the right side and compression is usually 
caused by dilation of the left atrium or by dilation of 
pulmonary artery.1,2,3 
We report two cases of Ortner’s syndrome. Our aim 
is to review the literature and discuss and highlight 
hoarseness resulting from recurrent laryngeal nerve 
paralysis in the context of cardiovascular disease. 

CASE REPORT
Case 1
A 81-year-old male, with history of atrial fibrillation and 
stroke, was observed by an Ear Nose and Throat (ENT) 
doctor referring hoarseness and discrete dysphagia for 
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one week. Physical examination showed left vocal fold 
palsy, with no other findings. In this context, cervical and 
thoracic computed tomography (CT) was performed and 
revealed left atrial dilation secondary to mitral stenosis, 
with compression of the left recurrent laryngeal nerve 
(Figures 1 and 2). 
The patient begun medical treatment to improve 
cardiovascular risk factors and control the heart rate.

DISCUSSION
The left vagus nerve descends into the superior 
mediastinum between the left common carotid and 
subclavian arteries before traversing the left side of the 
aortic arch. At this level it gives rise to the left recurrent 
laryngeal nerve which hooks around the ligamentum 
arteriosum before ascending in the groove between the 
esophagus and trachea. It continues along this groove 
to supply ipsilateral motor innervation to the larynx 
intrinsic muscles, with the exception of cricothyroid 
muscle.4,5  
Since left recurrent laryngeal nerve has a longer course 
than right recurrent laryngeal nerve, several studies 
have identified left-sided vocal fold paralysis to be more 
common than right.4,5,6

In cases of recurrent laryngeal nerve paralysis, vocal 
fold may be at midline, paramedian or lateral position7. 
In unilateral recurrent laryngeal nerve palsy patients 
typically experience hoarseness and hypophonia. 
These can range from subtle vocal fatigue to near-total 
aphonia, depending on the vocal fold position and 
consequent degree of glottic insufficiency. Dysphagia 
with aspiration may also be reported but is more 
frequent when both superior and recurrent laryngeal 
nerves are affected.2,8,9

In patients with hemilaryngeal paralysis observation is 
an option, especially if there is minimal vocal disability, 
no evidence of aspiration or comorbidities that 
discourage intervention. Treatment options vary from 
voice therapy, injection laryngoplasty, medialization 
thyroplasty, arytenoid repositioning procedures or 
laryngeal reinnervation.8,10

Bilateral recurrent laryngeal nerve paralysis usually 
presents as an inability to abduct the vocal folds, which 
may be associated with more severe symptoms such 
as dyspnea or stridor. Since the number of adductor 
muscle fibers are approximately 4 times greater than the 
number of abductor muscle fibers, it is anticipated that 
the adductors will receive greater reinnervation and the 
vocal folds tend to assume a paramedian position.2,11

In bilateral vocal fold paralysis, treatment is guided by the 
degree of airway limitation.  Tracheostomy is frequently 

FIGURE 1
Axial CT with asymmetry of the vocal folds due to left paralysis.

FIGURE 2
Axial CT with cardiomegaly - severe bilateral auricular 
dilatation (more pronounced on the left side).

FIGURE 3
Angio CT showing aortic arch aneurysm

Case 2
A 76-year-old male, with hypertension, hypercholesterolemia 
and chronic obstructive pulmonary disease, had 
complaints of dysphonia in the previous two weeks. 
At physical examination left vocal fold paralysis was 
observed. 
Cervical and thoracic CT showed an aortic arch aneurysm 
with compression of the left recurrent laryngeal nerve 
(Figure 3). 
Further investigation revealed coronary artery disease 
and carotid stenosis <50%. Taking into consideration the 
patient's comorbidities and functional status, medical 
treatment was chosen, with hypertension control, high-
dose statin and dual antiplatelet therapy.
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performed in an emergency situation and may be an 
option for the long term as well, but generally patients 
prefer to avoid the inconveniences of tracheostomy. 
Other treatment options include lateralization of the 
vocal fold, resection of the arytenoid and/or vocal fold 
tissue to enlarge the glottic aperture or reinnervation. 
Some of these procedures are destructive and 
irreversible, so the otorhinolaryngologist should be 
sure that any reasonable possibility of spontaneous 
improvement has been exhausted before they are 
considered.8,12

Recurrent laryngeal nerve lesion may occur in any 
segment of the nerve. In Ortner’s syndrome, compression 
of the nerve is due to benign cardiovascular diseases, 
however other causes may affect the nerve through 
its course, whereby imaging is crucial in differential 
diagnosis (Table 1).13,14

CT from the skull base through the arch of the aorta 
or the right subclavian, is the minimum recommended 
study for laryngeal paralysis. In cases where a ‘high vagal’ 
paralysis is suspected magnetic resonance imaging 
(MRI) may offer a more reliable means of imaging the 
skull base or central nervous system.8,15

Tomographic findings of vocal fold paralysis include 
paramedian position of the vocal fold, thickening of the 
ipsilateral aryepiglottic fold and increased volume of 
the ipsilateral pyriforme sinus and ventricle.13

Persistent voice changes justifies observation by an 
Otorhinolaryngologist. In cases of unilateral vocal fold 
paralysis, if the other vocal fold can act in compensation, 
hoarseness may decrease. In both cases presented, 
hoarseness persisted, with little improvement, despite 
optimized medical treatment. 

CONCLUSION
Vocal fold palsy that isn’t otherwise explained by other 
findings after an Otorhinolaryngologist examination 
should be studied with cervico-thoracic CT or MRI. 
There are many benign and malign causes for recurrent 
laryngeal nerve lesion. Despite being rare, in a patient 
with cardiovascular disease, Ortner’s syndrome may be 
the cause of vocal fold paralysis.
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TABLE 1
Differential diagnosis of vocal fold paralysis 

Cardiovascular Aortic dissection or pseudoaneurysm, left atrial enlargement, congenital heart disease,
pulmonary artery enlargement, pulmonary embolism

Neoplastic Bronchogenic, esophageal or thyroid carcinoma, lymphoma, neurogenic tumors, thymic malignancy,
nodal retrosternal goiter (extremely rare)

Iatrogenic Cardiac surgery or median sternotomy, patent ductus arteriosus ligation or embolization,
left pneumonectomy or lobectomy, mediastinoscopy, radical esophagectomy, tracheal resection,
thymectomy, thyroidectomy, central venous line catheterization, anterior approaches to the cervical
spine, carotid endarterectomy, external radiation therapy

Inflammatory/Infiltrative Sarcoidosis, silicosis, fibrosing mediastinitis, amiloidosis

Infectious Tuberculosis, histoplasmosis, coccidiomycosis, bacterial abscess, mycotic aortic pseudoaneurysm

Traumatic Endotracheal intubation, deceleration injuries, penetrating injuries
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