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Tracheostomy in the treatment of obstructive
sleep apnoea is not always the definitive solution

Tracheostomie v [éCbé obstrukcni spankove
apnoe neni vzdy definitivni feseni

Dear Editors,
Tracheostomy was a relatively common
therapeutic method in patients with se-
vere obstructive sleep apnoea (OSA) in
the era before the introduction of posi-
tive airway pressure (PAP) [1,2]. Unfortu-
nately, PAP could often be insufficient in pa-
tients with a body mass index (BMI) over 40.
Therefore, even today, tracheostomy has
its place in the treatment of mainly poly-
morbid and morbidly obese patients with
OSA [1-3].

The authors present a unique case of
a morbidly obese patient with breathing
difficulties and severe OSA due to extreme
hypertrophy of the base of the tongue
(suspected malignant disease), so it was
necessary to perform a tracheostomy. Sub-
sequent partial laser endoscopic resection
and radiofrequency reduction of the tongue
base allowed gradual decannulation of the
patient, and the residual OSA was subse-
quently solved by PAP.

Fig. 1. MRI of the head and the neck; T2-weighted image in the
sagittal plane. A homogenous soft-tissue mass in the base area
of the tongue (arrow).
Obr. 1. MR hlavy a krku; T2 vazeny sken, sagitalni fez. Homogenni
mékkotkanova masa v oblasti kofene jazyka (Sipka).

A 57-year-old morbidly obese female (BMI
52) was examined at the district Ear, nose
and throat (ENT) site for progressively wors-
ening sleep apnoeic episodes lasting for
6 months and a sudden feeling of suffoca-
tion while sleeping. During the ENT exami-
nation, significant hypertrophy of the base
of tongue (Friedman 4) was found.

Malignacy has been suspected. The MRI
showed a homogeneous soft-tissue mass at
the base area of the tongue (Fig. 1). Biopsy
from the base of the tongue was performed
under general anaesthesia. Due to very dif-
ficult intubation and the assumption of dif-
ficulty in ensuring breathing during the
postoperative period, elective tracheos-
tomy was performed. Histologically, the
finding was evaluated as benign hypertro-
phy of the tongue tonsil; no malignacy has
been confirmed. Patient was first consulted
to live with a tracheostomy due to the ex-
pected anaesthesiologic risks, extreme obe-
sity with suspected severe OSA and difficult
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Fig. 2. Endoscopic view of the base of the tongue. Preoperative
videoendoscopic finding from nasopharynx. Hypertrophic base
of the tongue (Friedman 4) almost completely obstructing the
pharynx.
Obr. 2. Endoskopicky pohled na kofen jazyka; predoperaéni
endoskopicky nélez, pohled z nosohltanu. Hypertrofie kofene
jazyka (Friedman 4) téméf kompletné obstruujici hltan.
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surgical treatment in very unfavourable ana-
tomical conditions. Three months later, she
was referred to the tertiary referral centre,
where extreme hypertrophy of the base of
the tongue completely overlapped the ep-
iglottis, almost completely obstructing the
pharynx but the entrance to the larynx was
found (Fig. 2). In spite of risks, the patient
was strongly motivated to undergo surgery
in order to achieve the removal of tracheos-
tomy (decannulation). An important step
confirming the patient’s motivation was her
weight reduction due to the adherence to
dietary recommendations.

Subsequent partial laser (thulium) resec-
tion and radiofrequency thermoablation of
the base of the tongue using a hypopha-
ryngoscope, directive laryngoscope and 30°
endoscope were necessary to provide suf-
ficient space for breathing. The resection
was carried out at three times a week and
a three-month interval. During the first sur-
gery, orientation was very challenging due
to the voluminous mass of the hypertrophic
base of the tongue. The entrance to the lar-
ynx could be partially visualised only at the
end of the second surgery. Three days after
the third surgery, there was bleeding from
the wound; a revision was performed under
general anaesthesia, otherwise the postop-
erative adaptation of the patient was good
atall times.

Two months after the surgeries, the pa-
tient was decannulated during sleep endos-
copy. Limited polygraphy was performed
with the finding of a moderate OSA with an
apnoea-hypopnea index (AHI) of 22. The pa-
tient was indicated for treatment with PAP
under the supervision of the sleep labora-
tory at the place of residence.

Morbidly obese patients are generally at
high risk with respect to any surgical inter-
vention in the area of swallowing and respir-

atory tract. In these patients, the tracheos-
tomy represents the definitive solving the
OSA with regard to the fact that it allows
ventilation below the level of the upper
airways, where obstructions during sleep
occur [2-4].

The effectiveness of tracheostomy was
confirmed by a number of studies. Cama-
cho et al. in a meta-analysis of 18 studies re-
port that an average decrease in AHI from
73 to 0.2 / hour was observed in patients
after tracheostomy [4]. There are also data
showing long term decrease of AHI, im-
provement in oxygen saturation of the
blood, and improvement in subjective qual-
ity of life after tracheostomy in patients with
OSA [3-51.

On the other hand, it should be kept in
mind that permanent tracheostomy can
also be associated with a number of com-
plications, such as relapsing tracheitis and
bronchitis, dislocation of the tracheostomy
cannula with suffocation, and formation of
granulation tissue. There is also limited func-
tion of the nasal cavity (filtration, heating,
humidification of the air, sense of smell) and
higher demands (e.g., care of the tracheos-
toma) and restrictions (e.g., swimming). In
particular, the social impact is perceived
in a significantly negative way [2]. There-
fore, it should always be carefully consid-
ered if decannulation and elimination of tra-
cheostomy can be achieved even in obese
patients [4-6].

Decannulation is generally considered
a risky process, particularly in patients with
a narrowed lumen of the upper airways, i.e,,
in patients with OSA. It is the presence of the
hypertrophic base of the tongue and pa-
thology in the area of the epiglottis that is
most critical for decannulation. Decannu-
lation should be carefully considered par-
ticularly in patients who are expected to

have high-risk intubation [6]. Decannulation
after endoscopic control of the upper air-
ways by a flexible endoscope is considered
safer [2,6,7].

Our case report shows that tracheotomy
still has its place in the OSA treatment and it
is eventually possible with appropriate sur-
gical techniques and safety conditions (se-
cured airways, decannulation after sleep
endoscopy, postoperative observation) in
some patients to perform decannulation.
However, current regimen measures, inclu-
ding weight reduction and patient coopera-
tion, are necessary.
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