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larynx between the posteromedial part of the thyroid 
cartilage and the cuff of the tube. In the literature, 
unilateral VCD due to endotracheal intubation is 
mentioned as occurring more frequently in compari-
son to bilateral VCD. These types of palsies usually 
totally resolve in approximately 6 months.80

Table 2 summarizes the clinical presentation of 
both unilateral and bilateral VCD.

Conclusions

Hoarseness is a common complication of thyroid-
ectomy which can be attributed to many factors includ-
ing surgical error, intubation injury and non-surgical 
causes, such as psychological reasons. Furthermore, 
many patients have pre-existing hoarseness that may 
either improve or persist after surgery. As compared 
with procedures such as cervical spine surgery, medi-
astinum surgery, esophagectomy and endarterectomy, 
thyroidectomy appears to be a procedure with a 
relatively low risk for hoarseness.

It is difficult to determine whether the full per-
centage of hoarseness after thyroidectomy should 
be attributed to surgical procedures alone or also to 

intubation maneuvers, which are additionally a proven 
and well established cause. The connection of intuba-
tion with the clinical outcome of hoarseness should 
be reconsidered due to interesting and constantly 
increasing literature establishing and explaining the 
pathophysiology and incidence of laryngeal injury 
during and after endotracheal intubation as well 
as in other surgical procedures not in the head and 
neck region.

Currently available data justify the assumption 
that not every case of RNL palsy following thyroid 
surgery should be attributed to the operation itself. 
Nevertheless, the damage caused by intubation may 
only account for a minority of these cases. The differ-
ential diagnosis of postoperative hoarseness requires 
the use of specific tools which go beyond simple laryn-
goscopy and include stroboscopy as well as intra- and 
extralaryngeal electromyography. Finally, we should 
highlight the value of an extensive and adequate 
medical history in order to disclose previous surgical 
procedures that may result in subclinical forms of 
RLN injuries or non-surgical causes (psychological 
or environmental causes) that can lead to VCD and 
hoarseness post-thyroidectomy.

Table 2. Clinical presentation of VCD

Unilateral VCD Bilateral VCD

Presentation of symptoms6-80 Days Hours to days

Time of diagnosis6-80 Days following extubation Hours following extubation

Voice characters32 Breathy, hoarse, weak Normal or weak. Both cords generally lie within 2 to 3 mm of the 
midline, and the voice is of good quality but of limited intensity

Cough32 Usually inefficient Inefficient (paramedian position)
Efficient (median position)

Breathing32 Normal Insufficient

Choking32 Present Present (paramedian)
Absent (median)

Laryngoscopic examination 
after intubation35-36

Hematomas, mucosal  
thickening

Mucosal thickening, granulations

Frequency6 About 85% of the cases Less frequent. Almost 15% of the cases.

Swallowing dysfunction6 Especially noticeable when 
drinking liquids

Much more noisy presentation. Correlated with insufficient 
breathing

Airway32 Airway is usually not obstructed 
because the normal cord abducts 
sufficiently

The airway is inadequate, resulting in stridor and dyspnea with 
moderate exertion as each cord is drawn to the midline glottis by 
an inspiratory Bernoulli effect. Aspiration is also a danger




