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				ABSTRACT

				Hoarseness of voice due to vocal cord palsy may indicate an underlying sinister pathology. However, vocal cord paralysis as the sole manifestation of aortic dissection and aneurysm is rare. We report the case of a 63-year-old man with diabetes mellitus, hypertension and a 40-year smoking history, who presented with hoarseness to the ENT Outpatient Department of Jigme Dorji Wangchuck National Referral Hospital. Evaluation revealed left vocal cord palsy, and a chest X-ray showing mediastinal widening prompted further imaging. Contrast-enhanced computed tomography revealed extensive aortic dissection. A multidisciplinary discussion involving cardiology, cardiothoracic surgery, ENT and the patient’s family led to a decision of conservative management with strict blood pressure control and smoking cessation.
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				INTRODUCTION

				Hoarseness of voice is a common presenting complaint in otolaryngology. It results from incomplete closure of vocal cords during phonation and may be caused by conditions such as acute or chronic laryngitis, gastroesophageal reflux disease, vocal cord tumours or laryngeal nerve paralysis due to various causes. Nobert Ortner first described three cases of left vocal cord palsy caused by compression of the left Recurrent Laryngeal Nerve (RLN) by an enlarged left atrium secondary to severe mitral stenosis1. Now known as Ortner Syndrome or cardiovocal syndrome, it is associated with a wide range of cardiovascular disorders like congenital heart disease, aortic aneurysms, aortic dissection, left atrial myxoma and severe pulmonary hypertension2. Aortic dissection typically presents with sudden shearing chest, back or abdominal pain, and may also present as syncope, stroke, or end-organ ischemia3. However, aortic dissection presenting as isolated hoarseness due to RLN paralysis is very rare4-7. We report a case of Ortner Syndrome in which an isolated hoarseness was the sole presenting feature of an extensive occult aortic dissection. 

				PATIENT INFORMATION 

				A 63-year-old man with a history of type 2 diabetes mellitus and hypertension presented to the Department of Otorhinolaryngology with progressive hoarseness of voice for two months. The onset was insidious, beginning with mild throat discomfort, and gradually progressing to persistent dysphonia with a breathy 

			

		

		
			
				vocal quality. He denied odynophagia, dysphagia, fever, cough, haemoptysis, dyspnoea, or chest pain. His hypertension was well controlled with antihypertensive medication for 10 years, and his diabetes was managed with oral hypoglycaemic agents. He was a chronic smoker with a 40-year smoking history.

				CLINICAL FINDINGS

				On examination, the patient was clinically stable with an Eastern Cooperative Oncology Group (ECOG) performance status of 0. Examination of the nasal cavity, oral cavity, head and neck, and other systems were unremarkable. Fiberoptic laryngoscopy revealed left vocal cord paralysis with mild atrophy of the left vocal fold and a significant phonatory gap resulting in a breathy voice. The remaining laryngeal and hypopharyngeal structures appeared normal as shown in figure 1. 

				DIAGNOSTIC ASSESSMENT

				Given his chronic smoking history and to evaluate for possible intrathoracic pathology, a chest radiograph was obtained. It demonstrated a widened mediastinum, a calcified aortic knuckle, dilated tortuous descending thoracic aorta, and rightward tracheal deviation as shown in Figure 2.

					Transthoracic echocardiography demonstrated dilatation of the aortic arch (4.5 cm) and descending thoracic aorta (5.0 cm), with preserved left ventricular systolic function and an ejection fraction of 65%. Contrast-enhanced computed tomography (CECT) of the neck and chest revealed an extensive aortic dissection originating in the aortic arch just distal to the 
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				Fig 1: Fiberoptic image of the vocal cords showing paralysis of the left vocal cord. Right vocal cord (blue arrow) moved laterally while left vocal cord and aryepiglottic fold remained in midline due to paralysis.
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				Fig 2: Chest radiograph demonstrating a widened medias-tinum and a calcified dilated aortic knuckle displacing the trachea to the right. 

			

		

		
			[image: ]
		

		
			[image: ]
		

		
			
				Fig 3A: CECT of the chest (axial view) at the level of the arch of aorta demonstrating dilation of the aortic arch (blue arrow) with a thrombosed false lumen and a dilated descending thoracic aorta (red arrow) with a thrombosed wall causing compres-sion of the recurrent laryngeal nerve (yellow star)

				Fig 3B: CECT chest demonstrating calcification of the aortic wall surrounded the dissected segment of the aorta (blue arrow)extending up to the iliac arteries (red arrow)

			

		

		
			
				origin of the left subclavian artery and extending to the level of the iliac artery, consistent with a Stanford type B aortic dissection. The thoracic aorta was markedly dilated, measuring 6.4 cm in maximum diameter. A large false lumen measuring 

			

		

		
			
				4.96 cm compressed the true lumen as shown in figures 3A to 3D. The right renal artery and common iliac artery were noted to arise from the false lumen.
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				 THERAPEUTIC INTERVENTION 

				The patient was managed by a multidisciplinary team comprising ENT, cardiology and cardiothoracic surgical specialists. Intensive medical therapy was initiated for optimal blood pressure control. Given the extensive aortic dissection and a heavily calcified aorta, no active surgical intervention was instituted due to the high procedural risk and limited expected benefit. The patient and his family members were counselled regarding the condition and advised to stop smoking, adhere to antihypertensive therapy, and avoid heavy lifting and strenuous activity. His dysphonia was managed conservatively as there was no evidence of aspiration of food or drinks. 

				FOLLOW – UP AND OUTCOMES 

				At the three-month follow-up, the patient reported mild subjective improvement in his voice. He denied aspiration of food or liquids and had no breathing difficulties. Fiber optic laryngoscopy showed left vocal cord atrophy with good compensation by the right vocal cord. He reported no limb or abdominal pain. He had continued regular follow-up for hypertension and diabetes, with blood pressure and blood sugar levels remaining within the normal range.

			

		

		
			
				DISCUSSION 

				Aortic dissection is a grave emergency with a significant mortality of 18.8% for Stanford type A and 13.3% for Stanford type B dissections8. The follow up mortality rates of the type B dissections are relatively high approaching about 1 in 4 patients in 3 years9. 

					RLN paralysis may arise from a wide variety of causes, including malignancy, trauma, iatrogenic injury and idiopathic conditions. Lung cancers (42%) followed by iatrogenic injury during the surgery (42%) attributes to the majority of cases1. Both RLNs arise from the vagus nerve and innervate the intrinsic muscles of the larynx. The right RLN loops around the right subclavian artery, while the left RLN descends into the thorax and loops beneath the aortic arch before ascending in the tracheoesophageal loop. The left RLN is particularly vulnerable to injury owing to its longer and more complex intrathoracic course. Furthermore, its close anatomical relationship with major cardiovascular structures makes it susceptible to compression or stretching from enlarged or distorted cardiovascular structures, forming the basis of cardio vocal syndrome.

					While the majority of patients with aortic dissection present with pain, up to 10% have a silent or painless 
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				Fig 3C: CECT of the chest and abdomen (sagittal plane) demonstrating an aortic dissection and aneurysm involving the entire length of the aorta. The true lumen is indicated by the blue arrow and the false lumen is indicated by the red arrow. 

				Fig 3D: CECT of the chest and abdomen (coronal view) demonstrating extensive aortic dissection with aneurysmal dilation extending up to the iliac arteries (red arrow)
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				presentation6,10. In rare cases, hoarseness of voice may be the only presenting symptom11-12. Our patient had no history of shearing chest pain or discomfort and presented solely with hoarseness of voice. This occurs due to the compression of the RLN as it hooks around the aortic arch, due to the external compression from an expanding hematoma or an expanding dissecting aneurysm4. Although initially described in association with mitral stenosis, Ortner Syndrome has since been reported in a wide range of cardiovascular conditions like pulmonary hypertension, silent aortic dissection and pulmonary diseases like chronic obstructive pulmonary disease13-15. 

					Hoarseness of voice is commonly caused by benign conditions such as vocal overuse, laryngitis, gastroesophageal reflux disease or vocal cord lesions. Vocal cord paralysis must be confirmed by an ENT surgeon after a thorough ENT examination. When routine evaluation fails to identify an obvious cause, an underlying cardiovascular etiology should be considered. In rare instances, hoarseness of voice may be the only clinical manifestation of serious underlying cardiovascular disease, as demonstrated in our patient with extensive aortic dissection.

					Surgical intervention is indicated for Stanford type A dissections and for complicated type B dissections16. Surgical treatment of aortic dissection carries a significant risk, with reported mortality rates of up to 21.6% with lower volume centers having double the rates of risk-adjusted mortality compared to those performed by high volume providers17. Management of vocal cord paralysis depends on the severity of symptoms, impact on quality of life and the risk of aspiration. If indicated, medialization of the vocal cord is the main surgical treatment option considered1,9. In patients without aspiration or recurrent lung infections, conservative management with regular reassessment of laryngeal function is appropriate2. In our patient, vocal cord paralysis resulted only in hoarseness of voice. He was able to communicate and had preserved laryngeal function. Therefore, he was managed conservatively with scheduled follow-up. At his three-month follow-up, he reported mild improvement in voice, with laryngoscopy demonstrating good compensatory function of the contralateral vocal cord. 

				CONCLUSION 

				This case highlights the importance of maintaining a high index of suspicion for serious underlying cardiovascular pathology in patients presenting with sudden onset hoarseness of voice. Although rare, silent aortic dissection can manifest solely as hoarseness of voice. Early recognition, appropriate imaging and timely multidisciplinary evaluation involving otolaryngology and cardiology are crucial, as isolated hoarseness may be the only manifestation of serious cardiovascular disease. 

				INFORMED CONSENT

				Written informed consent was obtained from the patient for the 

			

		

		
			
				use of clinical information and images. All personal identifiers have been removed to ensure patient confidentiality.
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Re-situating Bhutan Health Journal’s contributions on NCDs and COVID-19 in a global

perspective
Endah Fitriasari’

Faculty of Medical, Public Health & Nursing, Universitas Gadjah Mada, Indonesia.

As an international reader, I have followed with interest how the
Bhutan Health Journal (BHJ) has documented Bhutan’s response
to non-communicable diseases (NCDs) and to the COVID-19
pandemic. Several editorials and viewpoints in the journal reflect
challenges that are not unique to Bhutan, but are shared across
many low- and middle-income countries. In this letter, I briefly
highlight three such papers and situate them within the wider
global health literature.

Dorji’s editorial on ‘Accelerating Non-Communicable
Diseases Control in Bhutan: optimism and challenges’ was an
early attempt to frame NCDs as a strategic national priority rather
than a purely clinical workload'. The piece anticipated what is
now firmly established in global evidence. According to the
‘World Health Organization (WHO), NCDs are responsible for
about 74 per cent of deaths worldwide, with a disproportionate
burden in low- and middle-income countries’. In that light,
Dorji’s call for stronger policy attention and cross-sectoral action
in Bhutan aligns closely with global concern that NCDs threaten
both health and economic development.

The later viewpoint by Sithey and colleagues titled
“Taking action on prevention and control of noncommunicable
diseases in Bhutan by strengthening gross national happiness’
adds an important normative dimension®. Rather than treating
NCD control as a narrow technical agenda, the authors explicitly
link NCD policies to Bhutan’s Gross National Happiness (GNH)
framework. This resonates with broader international debates on
“beyond GDP” metrics and on how wellbeing, equity and social
determinants can be integrated into health policy. Globally, there
is growing interest in embedding NCD strategies within wider
wellbeing or sustainable development frameworks, but Bhutan
remains one of the few countries where such integration has been
articulated in a coherent national philosophy. The BHJ article
therefore offers a case study that could inform other settings
experimenting with wellbeing-oriented policy approaches.

At the same time, both Bhutanese articles echo
challenges described in global analyses. The WHO NCD
agenda and subsequent United Nations high-level meetings have
repeatedly stressed the need for multisectoral action, fiscal and
regulatory measures, and strengthened primary care to meet the
2025 global NCD targets®. However, progress has been uneven,

Corresponding author:
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particularly in translating national plans into fully funded and
implemented programs. Sithey et al. highlight similar gaps in
Bhutan, noting the high prevalence of modifiable risk factors
despite strong political commitment®. In this sense, Bhutan’s
experience appears less as an outlier and more as a microcosm
of the global struggle to move from policy rhetoric to sustained
multisectoral action.

The COVID-19 pandemic placed additional pressure
on health systems already burdened by NCDs. In their editorial
‘Beyond COVID-19: Creating a public health system based on
Comprehensive Primary Health Care’, Tobgay and Rifkin argue
that a resilient response requires re-centering comprehensive
primary health care, with attention to social determinants and
community participation®. This argument mirrors conclusions
from international reviews which found that countries with
stronger primary health-care systems were generally better able
to absorb COVID-19 shocks and maintain essential services,
including NCD care. The editorial also reflects current global
thinking that pandemic preparedness and NCD control should not
be treated as separate agendas, but as interdependent elements of
the same health-system resilience framework.

From a global health perspective, the three BHJ pieces
taken together point to an important intersection: NCDs, primary
health care and health-system resilience in a small, mountainous,
middle-income country. They complement a broader literature
on health research and system strengthening in low- and middle-
income countries, which stresses the importance of locally led
research, stable financing and closer links between evidence
and policy’. Yet, as Franzen and colleagues note in their meta-
narrative review, efforts to develop health research capacity
remain fragmented and are often poorly evaluated’. Bhutan’s
experience, as portrayed in BHIJ, appears to fit this pattern.
Ambitious policy frameworks and innovative concepts such
as GNH exist, but there is still a need for more systematic,
longitudinal research on implementation and impact.

Against this background, BHJ could play a distinctive
role in the global evidence ecosystem in at least two ways. First,
by encouraging submissions that explicitly compare Bhutan’s
NCD and pandemic responses with those of other countries in
the South-East Asia Region or in similar high-altitude, small-
population settings. Comparative policy analyses or multi-
country case series would help to move Bhutanese evidence from
being primarily nationally relevant to also being regionally and
globally informative. Second, by promoting articles that link
quantitative outcomes with qualitative insights into governance,
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