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Aortic Dissection with Hoarseness Developed after Physical Stress

Keehyun Lee - Si-Hoon Park - Gil Ja Shin - Woo Hyung Lee
Department of Internal Medicine, College of Medicine, Ewha Womans University

Aortic dissection is caused by a circumferential or transverse tear of the intima by a dis-
crepancy between the strength of the aortic wall and the intraluminal pressure.

Arterial hypertension seems clearly to be a factor in the genesis of aortic dissection.

An clevated blood pressure or evidence of its existence can be found in 70 - 80 percent of pa-
tients. Other factors predisposing to aortic dissection are congenital disorder of connective tis-
sue, vasculitis, etc. But trauma or physical strain is unusual cause of classic dissection.

Diagnosis is confirmed by computed tomography, aortography or echocardiography.

A 62-year-old man without a history of hypertension, emphysema or congestive heart failure
visited our hospital because of hoarseness which developed suddenly during the physical strain.
A contrast material-enhanced computed tomographic (CT) scan was performed at an other hos-
pital due to hoarseness, mild fever and general weakness. Then he visited to our ENT de-
partment and performed laryngeal CT due to hoarseness. The CT shows somewhat mass-like
soft tissue, so he was transferred to our internal medical department.

The chest CT scan and simple chest PA was done and we found a dissecting aneurysm.

This case developed by physical strain and diagnosed by hoarseness is unusual and rare.
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Fig. 1. Abdominal CT before admission.
Liver shows multiple variable sized cystic lesions
without solid portion suggesting simple hepatic
cysts rather than metastasis. Descending aorta
shows contrast-filled double channel.
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Fig. 2. Chest CT.
Intervening intimal flap is not noted at the level of
T6 body. Dilated aorta is about 6cm in largest di-
ameter. Distally dissection is noted at the level of
superior mesenteric artery. There is no evidence of
cross section of superior mesenteric artery.

Fig. 3. Laryngeal CT.
The widened trachea aeration and cystic lesion are
noted on left upper medial aspect. This widened
trachea aeration is followed vocal cord paralysis.
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Fig. 4. The left vagus nerve curves medially at the inferior
border of the arch of the aorta and gives off the left
recurrent laryngeal nerve.
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Fig. 5. The left vagus nerve curves medially at the Jevel of
the intervetebral disc between the fourth and fifth
thoracic vetebrae.

Fig. 6. Chest PA.
Fibrostreaky and calcific density is noted in right
lung and left upper lobe. Right hemidiaphragm is
flattened and right CPA is obleterated. Tortous aor-
ta and trachea is displaced to the right side.
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