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Introduction
There are two types of tracheomalacia (TM) as 
acquired and congenital. Acquired TM which 
is more common is the collapse of airway after 
expiration due to weakness of tracheal wall (1). 
Most common causes of acquired TM include 
prolonged intubation, tracheostomy, and smoking 
(2). Bronchoscopic visualization of dynamic 
airway collapse is considered by many experts 
the diagnostic gold standard. Historically, TM 
was diagnosed if there was >50 percent decrease 
in airway lumen size, but data from healthy 
volunteers has shown that this threshold was met 
in up to 78 percent (3). During the expiration 
phase, <70% constriction of initial airway diameter 
is normal, 70-80% constriction is "mild", 80-90% 
constriction is "moderate" and >90% constriction 
or anterior and posterior walls touch is "severe"  
(3). Possible risk factors include recurrent 
intubation, prolonged intubation, concurrent 
high-dose steroid therapy, and cuff pressures 
>25 cm H2O. The mechanism is uncertain but 
may include pressure necrosis, impaired blood 
flow, recurrent infections, mucosal friction, or 
mucosal inflammation (4). In patients with TM 
respiratory distress occur after extubation and 
usually these patients are re-intubated (5). A 
study reported TM prevalence as 12.7% (6).This 
study aims to identify development frequency of 
and factors affecting TM in critically ill patients 
with prolonged intubation. 

Material and Methods
The study included patients who were ≥18 
years old and had a bronchoscopy video record 
on the first day of intubation and at least one 
bronchoscopy video record in the period between 
seventh day of intubation and extubation.  

Written informed consent was obtained from the 
patient and/or relatives. Development of TM and 
its duration were recorded (Olympus CV-170 
Video Endoscopy System, Tokyo, Japan). Age, 
gender, body mass index (BMI), APACHE II and 
SOFA score, co-morbidities, date of intubation 
and duration of intubation was recorded.

Results
The study included 40 patients. 29 of patients 
were male (72.5%). Mean age of the patients was 
60±13 years. Mean BMI were 30± 7 kg/m2 and 
26±5kg/m2 in TM and non-TM groups separately 
(P>0.05). TM was identified in 4 patients (%10) 
(Figure 1). Two patients with TM had COPD. 
Weaning failure and re-intubation were identified 
in patients with TM. Median APACHE II score 
was 18 (17-22) in patients with TM and 18 (9-
35) in patients without TM (p>0.05).

Figure 1. 
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Discussion
In this study, we identified TM development in 4 patients. In a 
study of Ikeda et al. TM prevalence was reported as 12.7% (6). 
This ratio was 10% in our study. This difference can be explained 
by the smaller number of patients and the fewer patients with 
a diagnosis of COPD. Similar to literature, all patients with TM 
had weaning failure and requirement of re-intubation (5). Small 
patient population and few patients with history of COPD and 
smoking are among limitations of this study. 

Conclusions
TM is an important clinical condition that might result prolonged 
length of stay in intensive care unit, increase in mortality and health 
costs. Intensive care workers should be aware of this situation.
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