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Acute exacerbation of upper airway obstruction in acromegaly
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Summary
A 71-year-old man with acromegaly is described.
Investigations for dyspnoea and daytime somnolence
showed upper airway obstruction but not sleep
apnoea. An upper respiratory tract infection precipi-
tated stridor which required urgent tracheostomy.

Introduction

Obstruction of the upper airway is recognized as a
feature of acromegaly. Evans, Hipkin and Murray
(1977) found abnormal flow volume curves suggest-
ing upper airway obstruction in 6 out of 20 patients
with acromegaly and no other cardiorespiratory
disease. Such obstruction has been proposed as a
cause of shortness of breath (Siegler, 1952), problems
with endotracheal intubation (Kitahata, 1971), and
obstructive sleep apnoea (Perks et al., 1980). On
occasions it has necessitated tracheostomy (Jackson,
1918; Grotting & Pemberton, 1950). Jackson recom-
mended routine examination of the larynx in acro-
megaly but upper airway obstruction still goes
unrecognized. We report a case where sudden exacer-
bation of the obstruction by an upper respiratory
tract infection precipitated stridor requiring urgent
tracheostomy.

Case report
A 71-year-old man was seen because of increasing

shortness of breath. He had been diagnosed as having
acromegaly 4 years previously but the condition was
thought to be static and no treatment had been given.
His family complained of his loud nocturnal snoring
and he had noticed daytime somnolence.

Investigations showed mild expiratory airflow ob-
struction and marked inspiratory airflow obstruction
with a maximal mid-inspiratory flow of 40 litre/min
(Fig. 1). Mixed venous Pco2 was raised at 9.7kPa
(normal 5-6-7.0). A sleep study showed no evidence
of pathological sleep apnoea.
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FIG. 1. The broken line shows the predicted maximal flow volume
curve for the patient described. The unbroken line shows the actual
curve obtained. The severe limitation of flow during expiration and,
to a greater degree, during inspiration is typical of severe,
extrathoracic, upper airway obstruction.

While undergoing investigation he developed an
upper respiratory tract infection and over 24 hr
became acutely short of breath with inspiratory
stridor. Indirect laryngoscopy was not possible be-
cause of enlargement of the tongue and a tracheos-
tomy was performed the same day. The trachea was
hard and difficult to incise. Postoperatively he felt
considerably less breathless. Six weeks later his
mixed venous Pco2 had fallen to 7-6kPa and his
maximal mid-inspiratory flow with the tracheostomy
tube in place but obstructed was 60 litre/min.
Fibreoptic laryngoscopy showed thickening of true
and false cords with very restricted opening of the
vocal cords on inspiration. Biopsy of the cords at the

0032-5473/82/0700-0429 $02.00 © 1982 The Fellbwship of Postgraduate Medicine

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.58.681.429 on 1 July 1982. D

ow
nloaded from

 

http://pmj.bmj.com/


430 Clinical reports

time of tracheostomy showed oedema and chronic
inflammation. Growth hormone levels were raised
during a glucose tolerance test and he subsequently
underwent external radiotherapy treatment to the
pituitary.

Discussion

Extrathoracic airway obstruction should always be
considered in patients with unusual features of
airflow obstruction. This can be demonstrated by
looking at the inspiratory limb of an inspiratory-
expiratory flow volume loop. The maximal inspira-
tory flow at 50% vital capacity was very low in this
patient while expiratory obstruction which had been
assumed to be the cause of his dyspnoea was only
mild. In the patient described the addition of an
upper respiratory tract infection produced acute, life-
threatening upper airway obstruction for which
urgent tracheostomy was necessary. This case also
demonstrates the technical problems with examina-
tion of the larynx and with tracheostomy in such
patients.

Laryngeal obstruction in acromegaly has previ-
ously been ascribed to interference with the crico-
arytenoid joint, or to stretching of the recurrent
laryngeal nerves as the larynx enlarges upwards
(Siegler, 1952). However, diminished movements of
the vocal cords are probably related to thickening of
laryngeal structures demonstrated in this case at
laryngoscopy and on vocal cord biopsy. Grotting and
Pemberton (1950) described seven -cates of acrome-

galy with fixation of the vocal cords. Three of these
patients underwent tracheostomy; two were shortly
after operations on their thyroid glands while one
patient also developed stridor precipitated by a
respiratory infection.

Laryngeal obstruction should be considered in
acromegalic patients complaining of breathlessness,
and investigation should include inspiratory and
expiratory maximum flow volume curves (Evans et
al., 1977). Breathlessness, carbon dioxide retention
and daytime somnolence are not necessarily associ-
ated with sleep apnoea. Additional problems such as
respiratory infections or attempts at endotracheal
intubation (Kitahata, 1971) may precipitate the need
for urgent tracheostomy in such patients.
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