
cartilage collapse. Subsequent focus is usually 
on the palate and tongue. Rarely the larynx 
and trachea have correctable anatomy. Pro-
cedures may be performed simultaneously 
or in a staged fashion. The most common 
procedure performed is a tonsillectomy com-
bined with a modern reconstructive variant 
of uvulopharyngopalatoplasty (mUPPP) and 
some form of tongue volume reduction, usu-
ally radio frequency channeling. However, 
more extensive surgical options such as trans-
palatal advancement pharyngoplasty, midline 
glossectomy and submucosal lingualplasty 
may be required.

In Australia, all of the above mentioned 
procedures are available in both the public 
and private healthcare systems, but ideally 
should be performed by a surgeon with an 
interest in OSA. The field is ever evolving 
with new techniques, including implantable 
devices (hypoglossal nerve stimulator)15 and 
horizontal technologies that hold promise 
in appropriately selected patients. 

What are the complications of 
surgery for OSA?
Most complications in current surgery for OSA 
arise during the two-week postoperative recov-
ery period. Pain is the most frequent symptom, 
because it can be caused by common functions 
such as swallowing, talking and coughing. It 
often peaks at postoperative days four to seven 
before subsiding, during which time oral 
intake is a challenge. Patients often lose weight 
and are encouraged to keep it off, because 
weight loss will likely improve outcomes. 

Bleeding risk is similar to that of tonsillec-
tomy (about 4%). Generally, with modern 
techniques, long-term issues with surgery such 
as velopharyngeal insufficiency (i.e. incom-
plete closure of the velopharyngeal sphincter 
between the oropharynx and the nasopharynx 
allowing food and fluid to enter the nasal cav-
ity), altered voice and injury to taste and 
tongue function are uncommon. There are 
other risks specific to each surgery, but dis-
cussion of these is beyond the scope of this 
article. Should surgery fail to achieve the 
desired result despite a good postoperative 
examination, patients can undergo evaluation 
of their airways while in a chemically induced 
sleep (drug-induced sleep endoscopy) and 
have subsequent targeted surgery. 

What is the next step if the patient 
fails CPAP or other device use?
The main objective is to uncover the reason for 
the device failure, which can be identified by 

taking a thorough patient history and exami-
nation. Once the reason for device failure has 
been identified, the issue may be fixed. All mod-
ern CPAP machines have downloadable data 
that can be reviewed and will assist with select-
ing optimal settings for the patient. The patient 
should be referred back to a sleep physician or 
device provider (i.e. dentist for MAS) to see if 
the problem can be rectified. If there is obvious 
anatomical nasal obstruction, unexpected 
pathology, outright rejection of the device or 
examination of the upper airways is required, 
then referral of the patient to an ENT surgeon 
is appropriate (Box). 

Conclusion
Surgery for OSA has advanced significantly 
in the past decade with a greater understand-
ing of the disease and development of tech-
niques to deal with various challenges in 
stabilisation of the airways during sleep. The 
role of surgery is becoming increasing solid-
ified as both an aid to device use or as a treat-
ment option in those unable or unwilling to 
accept device use.  RMT
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When to refer to an ENT surgeon

• Anatomical nasal obstruction
• Failed adherence to or tolerance of 

device use
• Unresolvable complications of device use
• Patient with concomitant surgical 

disease
• Patient desires surgery*
• Patient with favourable anatomy*
*Relative indication, further discussion required.
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