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Male patient, age 44, university professor, non-smoker, 
presents pronounced dyspnea on exertion, at minimal effort, 
orthopnea, choking during sleep, loud snoring during sleep, 
breathing pauses during sleep reported by his wife, insomnias 
during night, nocturia 4-5 times/night, nocturnal xerosto-
mia, nocturnal sweating, morning headache, fatigue, daytime 
sleepiness and high blood pressure.

Patient mentions snoring for approximately 20 years, dur-
ing this period he added over 170 kg of weight, the last 8 years 
he sleeps in half-seated position, hypertension for 16 years, 

glycated hemoglobin 7,5%.  
Physical examination revealed male with morbid obesity 

2, neck cir-

pale skin, pronounced bilateral peripheral edema, trophic 
changes with the presence of ulcers bilaterally on legs (Figure 
1). He presents hypertension (200/100 mmHg), tachycardia 
(96 bpm), tachypnea (22 bpm), SaO2 70% (without oxygen 
support). 

rhythmic and attenuated heart sound. Abdomen increased in 
volume from the adipose tissue, no pain during palpation. The 
Mallampati score was IV and Epworth Sleepiness Scale was 16 
points.

Chest X-ray was normal, ECG revealed signs of right ven-
tricular strain. The EchoCG revealed moderate dilation of both 
atria, reduced ejection fraction (41%), severe right ventricle 
(RV) dilatation and moderate pulmonary hypertension (pul-
monary artery systolic pressure 49 mm Hg). Spirometry at-

2, 

-
nea gambelor, bilateral (Figura 1). Este hipertensiv (200/110 
mmHg), tahicardic (96 bpm), tahipneic (22 rpm), SaO2 70% 

-

diurne a fost evaluat cu 16 puncte.
-
-
-
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Tiffeneau 79%, iar gazimetria sângelui arterial pune în evi-
2

mmHg, PaCO2

-

arterial blood gases values highlights hypoxemia and mild hy-
2 2

Questions:
1) Considering the anamnestic data and the physical exa-

-
tial diagnosis.

Fig. 2 -
piratorii au fost înregistrate mai multe apnei cu durata peste 10 secunde, 

Fig. 2 Po c n    n  n  o  o c 
    o  n  o  1  con  cco n   

 nc  o  o  o  con n o  n   o  o  o  
o  nc  oc   n c n  on

Fig. 1 

Fig. 1  n  o  no  o  o  o  n c  
o c c n  on o  

Evaluarea terapiei cu BiPAP 17/11 cm H2O la 3 luni (evaluarea 

Fig. 3 B P P 1 11 c    on   on  
n  n  co nc

masei corporale.
Fig. 4 P n   on   o  n  o  no  o  

 o
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-
mul de apnee în somn de tip obstructiv (SASO); (2) sindromul 

-

-

adeseori, SOH se suprapune cu SASO. Simptomele sunt simi-

m2 -
pul zilei (PaCO2 2 -

-
-

-
roidismul sever, boli neuromusculare, sindromul de hipoven-

2
mult de 20% din durata somnului, pe fundal de CPAP, sau pa-
cientul este intolerant la o presiune mai mare pe CPAP (14 cm 
H2

2
-

cientul este stabilizat, acesta va necesita un tratament supli-

Comentarii
Pacientul a fost diagnosticat cu SOH conform rezultatelor 

-
me complexe, cu IMC <40 kg/m2, PaCO2 -

-

-

-

Answers:
-

tive sleep apnea syndrome (OSAS); (2) obesity hypoventila-
tion syndrome (OHS); (3) right heart failure. Patients with 
decreased quality of sleep, snoring, tiredness during the day 
and evidence of apneas during sleep (observed by the part-
ner) indicate a possible diagnosis of OSAS. One of the most 
important risk factors for OSAS is increased weight. 

Patients often have multiple cardiovascular and metabolic 
comorbidities. OHS is a condition when an overweight patient 
fails to breathe adequately during sleep, thus resulting in hy-
poxia and hypercapnia. Although, it can be a separate entity 
patients frequently have episodes of apnea. Thus, most com-
monly OHS overlaps with OSAS. The symptoms are similar to 
OSAS and the difference is usually seen during polysomnogra-
phy or cardiorespiratory polygraphy. OHS is a diagnosis of ex-
clusion and other conditions that can cause hypoventilation 
should be evaluated.

kg/m2) with alveolar hypoventilation and awake daytime hy-
percapnia (PaCO2 2 <70 mm Hg). OSAS is de-

-
ated with OHS in about 90% of cases.

-
vere obstructive respiratory diseases, severe interstitial lung 
disease, severe chest-wall disorders (e.g., kyphoscoliosis), 
severe hypothyroidism, neuromuscular disease, congenital 
hypoventilation syndrome (extremely rare). 

4) The treatment of OHS includes non-invasive ventilation, 
bariatric surgery and management of comorbidities. CPAP 
can be initiated in order to eliminate obstructive panes and 

2 is below 90% for longer than 20% 
of the sleep time on the background of CPAP or the patient 
is intolerant to a greater CPAP pressure (14 cm H2O) needed 
to remove the apnea/hypopnea, then the patient should be 
switched to bi-PAP. The difference between IPAP and EPAP 
should be at least 8-10 cm H2O. If the SaO2 is still below 90% 
then supplemental O2 is required. After the patient is stabi-
lized he will require further treatment for correcting weight 
and comorbidities.  

Comments
The patient was diagnosed with OHS based on cardiore-

spiratory polygraphy and acid-base balance. It is a frequently 
misdiagnosed condition. It presents complex signs and symp-
toms with a BMI <40 kg/m2, a PaCO2 <45 mm Hg and multiple 
organ dysfunction [1, 2]. The patients are typically admitted to 
the hospital with hypercapnic respiratory failure and a list of 
comorbid conditions which include type 2 diabetes, metabolic 
syndrome, cardiac dysfunction, pulmonary hypertension, and 

The morbid obesity with respiratory issues is often misdi-
agnosed as asthma or COPD, although a diagnosis of obstruc-
tive sleep apnea and obesity hypoventilation syndrome is 
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medicilor [2]. 

2 2O. SpO2 
2

100%, cu o medie de utilizare a aparatului de 7 ore 15 minute 

-

Nevoia de terapie cu O2

2, 
2. La 

-
lui. BiPAP este utilizat pentru a elimina CO2 -

2 suplimentar este 
necesar în cazurile în care, pe fundalul tratamentului, SaO2 se 

-

-
-

o n  o  
In n   c n
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o  c n   o
-
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more likely due to the clinical picture. Therefore there is often 
a lack of awareness among physician about this condition [2]. 

In the presented case, non-invasive ventilation with oxy-
gen therapy was initiated. An optimal titration was obtained, 
with a remaining AHI index of 1.7 per hour, IPAP 17 cm H2O 
and EPAP 11 cm H2O. SpO2 nocturnal average 93%; minimum 
SpO2

average use of the device 7 hours 15 minutes / 24 hours. Ep-
worth’s Sleepiness Scale showed a score of 4 points. The pa-
tient lost 21 kg, also due to regression of edema.

The need for O2
PAP patients. After 3 months, in order to evaluate the need for 
O2 therapy, the patient was repeatedly titrated and as a result 
O2
decrease to 215 kg.  

Non-invasive ventilation is a key point in management of 
the patient with OHS. CPAP can be initiated to eliminate ob-

used to eliminate residual CO2 and in case of persistent hypox-
ia on the background of CPAP. Supplemental O2 is required in 
cases when despite the treatment SaO2 is still below 90% [4].

Lifestyle changes and weight loss are crucial elements in 
treating patients. Correcting obesity may lead to a long-term 
decreased mortality. Once with the patient stabilization, a 
treatment option is the bariatric surgery, although there are 

-
sity [2, 5]. 
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