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Clinical Background Information 
 
This policy supersedes and updates CRC Recommendation 11/10 Sleep Apnoea, approved 
by the Minister for Health on 12 January 2011. 
 
Obstructive sleep apnoea (OSA) syndrome is characterised by repetitive episodes of upper 
airway obstruction due to the collapse of the upper airway during sleep. In patients with 
OSA, the normal pharyngeal narrowing may be accentuated by anatomic factors, such as a 
short, fat “bull” neck, elongated palate and uvula, and large tonsillar pillars with redundant 
lateral pharyngeal wall mucosa. In addition, OSA is associated with obesity. OSA may also 
be associated with a variety of craniofacial abnormalities, including micrognathia, 
retrognathia, or maxillary hypoplasia. Obstruction anywhere along the upper airway can 
result in apnoea. Therefore, OSA is associated with a heterogeneous group of anatomic 
variants producing obstruction. 
 
The typical sign of OSA is excessive snoring, which can abruptly cease and be followed by 
gasping associated with a brief arousal from sleep. The snoring resumes when the patient 
falls back to sleep, and the cycle of snoring/apnoea/arousal may be repeated as frequently 
as every minute throughout the night. Sleep fragmentation associated with the repeated 
arousal during sleep can lead to impairment of daytime activity. For example, adult patients 
with OSA-associated daytime somnolence are thought to be at higher risk for accidents 
involving motorized vehicles, i.e., cars, trucks, or heavy equipment. OSA in children may 
result in neurocognitive impairment and behavioural problems. In addition, OSA affects the 
cardiovascular and pulmonary systems. For example, apnoea leads to periods of hypoxia, 
alveolar hypoventilation, hypercapnia, and acidosis. This in turn can cause systemic 
hypertension, cardiac arrhythmias, and cor pulmonale. Systemic hypertension is common in 
patients with OSA. Severe OSA is also associated with decreased survival, presumably 
related to severe hypoxemia, hypertension, or an increase in automobile accidents related to 
overwhelming sleepiness. A condition related to OSA has been termed “upper airway 
resistance syndrome” (UARS). UARS is characterized by a partial collapse of the airway 
resulting in increased resistance to airflow. The increased respiratory effort is associated 
with multiple sleep fragmentations. 



 
There is a great range of severity of OSA, with symptoms ranging from snoring only to 
severe excessive daytime sleepiness or hypertension. If OSA is considered mild (AHI 
between 5 and 15) and snoring is the only manifestation, intervention is considered not 
medically necessary. 
 
Adenotonsillectomy may be considered medically necessary in paediatric patients with OSA. 
Standard surgical procedures (i.e. UPPP and maxillofacial procedures) have been found to 
improve symptoms in adult patients with clinically significant OSA. Due to the likelihood of 
adverse effects, surgery should be limited to patients who are unable to tolerate CPAP. 
Minimally invasive surgical procedures have not been shown to improve AHI or excessive 
daytime sleepiness in adult patients with moderate to severe OSA. These are considered 
investigational. 
 
Criteria/Pathway 
 
The Isle of Man NHS will consider providing surgical treatment of sleep apnoea in the 
following circumstances:  
 
Patients must be assessed by the local Respiratory Medicine Consultant for consideration for 
CPAP and possible fitting of mandibular advancement devices. They could be referred for 
consideration for surgery if CPAP and/or mandibular advancement devices do not work well 
and 
 
1. Patient has moderate to severe symptoms (measured for example by the Epworth 

Sleepiness Score: 15-18= moderate, >18 = severe) or an apnoea / hypopnea index 
(AHI) of at least 15 per hour, or an AHI of at least 5 per hour in a patient with excessive 
daytime sleepiness or unexplained hypertension. 

 
Or  

1. Patient is sleepy in dangerous situations such as driving (regardless of Epworth 
Sleepiness Score)  
 
And  

2. Patient has significant sleep disordered breathing (as measured during a sleep study, 
usually by the Apnoea/Hypopnoea Index: 15-30/hr = moderate, >30/hr = severe) 
  
And  

3. Patient has already tried continuous positive airways pressure (CPAP) for at least 6 
months prior to being considered for surgery or patient had major side effects to CPAP 
such as significant nosebleeds 
 
And  

4. The patient is fully informed as to the limited effectiveness of surgical procedures, the 
lack of long term outcomes and likely adverse effects including pain following surgery 



 
The presentation of obstructive sleep apnoea (OSA) in paediatric patients may differ from 
that of adults. OSA in children is defined as those who have: 

a. An apnoea/hypopnea index (AHI) of at least 5 per hour, or 
b. An AHI of at least 1.5 per hour in a patient with excessive daytime sleepiness, 

behavioural problems or hyperactivity 
 
Adenotonsillectomy may be considered medically necessary in children with OSA and 
hypertrophic tonsils. 

 
Other procedures which fall into this snoring policy also include:  

a. Correction of deviated septum  
b. Surgical reduction of the tongue  
c. Removal of tonsils  

 
Surgical Treatment will not be offered for “simple” snoring. 
 
Evidence (NICE/SIGN) 
 
This guidance does not make detailed recommendations on the use of individual surgical 
procedures, although studies have shown varying levels of effectiveness in terms of 
outcomes and adverse effects between the different surgical procedures. However the 
exceptional circumstances/Individual funding panel should take account of the fact that 
palatal surgery, such as UPPP and LAUP is not recommended by SIGN (2003) and it may 
compromise the patient’s subsequent ability to use nasal CPAP, although the extent of this 
risk is not known. Current evidence on soft-palate implants for obstructive sleep apnoea 
(OSA) raises no major safety concerns, but there is inadequate evidence that the procedure 
is efficacious in the treatment of this potentially serious condition for which other treatments 
exist. Therefore, soft-palate implants should probably not be used in the treatment of this 
condition.  
 
Literature Review 
 
A 2009 systematic review by 1Franklin and colleagues evaluated benefits and adverse effects 
of surgery for snoring and obstructive sleep apnoea (OSA). 
 
The authors found only a small number of randomized controlled trials that assessed 
surgical procedures for snoring or sleep apnoea. Key findings are as follows: 
 Results from 45 studies reporting adverse events revealed persistent side effects after 

uvulopalatoplasty (UPP) and uvulopalatopharyngoplasty (UPPP) in about half the 
patients. Difficulty swallowing, globus sensation and voice changes were especially 
common. The authors concluded that additional research with randomized controlled 
trials of surgery other than UPP and UPPP is needed, as these surgical procedures are 
related to a high risk of side-effects, especially difficulty swallowing. 

 Four randomized controlled trials, rated as high quality, were identified for laser-assisted 
palatoplasty (LAUP) and radiofrequency ablation. Study results were mixed and 
inconclusive for AHI, and showed no benefit on daytime sleepiness or quality of life. 
Interpretation of this result is limited by the inclusion of studies with one-stage 
procedures and subjects whose main symptom was disruptive snoring. 
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