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Introduction: This systematic review provides supporting evidence for the accompanying clinical practice guideline on the referral of adults with obstructive sleep
apnea (OSA) for surgical consultation.
Methods: The American Academy of SleepMedicine commissioned a task force of experts in sleepmedicine. A systematic review was conducted to identify studies
that compared the use of upper airway sleep apnea surgery or bariatric surgery to no treatment as well as studies that reported on patient-important and physiologic
outcomespre- andpostoperatively. Statistical analyseswereperformed todetermine theclinical significanceof using surgery to treat obstructive sleepapnea in adults.
Finally, the Grading of Recommendations Assessment, Development and Evaluation (GRADE) process was used to assess the evidence for making
recommendations.
Results: The literature search resulted in 274 studies that provided data suitable for statistical analyses. The analyses demonstrated that surgery as a rescue therapy
results inaclinically significant reduction inexcessive sleepiness, snoring, bloodpressure (BP), apnea-hypopnea index (AHI), respiratory disturbance index (RDI), and
oxygen desaturation index (ODI); an increase in lowest oxygen saturation (LSAT) and sleep quality; and an improvement in quality of life in adults with OSA who are
intolerant or unaccepting of positive airway pressure (PAP) therapy. The analyses demonstrated that surgery as an adjunctive therapy results in a clinically significant
reduction in optimal PAP pressure and improvement in PAP adherence in adultswithOSAwho are intolerant or unaccepting of PAPdue to side effects associatedwith
high pressure requirements. The analyses also demonstrated that surgery as an initial treatment results in a clinically significant reduction in AHI/RDI, sleepiness,
snoring, BP, and ODI and an increase in LSAT in adults with OSA and major anatomical obstruction. Analysis of bariatric surgery data showed a clinically significant
reduction inBP,AHI/RDI, sleepiness,snoring,optimalPAPlevel,BMI,andODIandan increase inLSATinadultswithOSAandobesity.Analysesofvery limitedevidence
suggested that upper airway surgery does not result in a clinically significant increase in risk of serious persistent adverse events and suggested that bariatric surgery
may result in a clinically significant risk of ironmalabsorption thatmay bemanagedwith iron supplements. The task force provided a detailed summary of the evidence
along with the quality of evidence, the balance of benefits and harms, patient values and preferences, and resource use considerations.
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INTRODUCTION

This systematic review provides supporting evidence for the
accompanying clinical practice guideline1 on the referral of
adults with obstructive sleep apnea (OSA) for surgical consulta-
tion to treat OSA in adults and update the evidence review con-
ducted for the previously published American Academy of
Sleep Medicine (AASM) guideline.2 Surgical consultation for
upper airway sleepapnea surgeryor bariatric surgerywas consid-
ered. The 2010 systematic review3 compared the efficacy of dif-
ferent surgical procedures to inform recommendations for
specific surgical procedures. This review was designed to deter-
mine if surgical therapies for OSA are effective for improving
outcomes of interest when analyzed collectively, which will
inform recommendations for when health care providers treating

OSA (subsequently referred to as “sleep clinicians” in this docu-
ment) shoulddiscuss referral for upperairwayorbariatric surgery
evaluation with adults with OSA. For this document, a “sleep
surgeon” refers to an otolaryngologist or oral and maxillofacial
surgeon with training and expertise in upper airway surgery
who has an appropriate understanding of sleep medicine and
modern surgical techniques for the treatment of OSA.

BACKGROUND

OSA is a common chronic disease characterized by repetitive
upper airway collapse, with resultant oxyhemoglobin desatura-
tions andarousals. TheprevalenceofOSA is high and is expected
to continue to rise in tandemwith the obesity epidemic. Based on
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data from theWisconsin SleepCohort, it is estimated that 34%of
menand17%ofwomenaged30–70yearshaveat leastmildOSA,
while 13% of men and 6% of women in this age range have
moderate-to-severe OSA, with prevalence increasing with age.4

The adverse consequences of untreated OSA can be seen at
many levels. Untreated OSA is associated with cardiometabolic
consequences such as hypertension, atrial fibrillation, heart fail-
ure, ischemic heart disease, and type 2 diabetes, although the
causal nature of these associations has yet to be conclusively
established.4,5 Untreated OSA has a negative impact on patient-
centered outcomes, with reduced quality of life (QOL) observed
on both generic and disease-specific health questionnaires. The
reduction in QOL is mediated primarily by excessive daytime
sleepiness,6 which is also implicated as the cause of workplace
absenteeism and decreased productivity7 and motor vehicle
crashes8 seen in individuals with OSA.

Positive airwaypressure (PAP)has remained first-line therapy
for all severities of symptomatic OSA since its initial description
as a treatment for OSA in 1981.9 Extensive evidence from ran-
domized clinical trials has demonstrated a beneficial effect of
PAP therapy on sleepiness, QOL, and blood pressure (BP);10,11

however, adherence toPAP therapy is difficult formanypatients,
with an overall reported nonadherence rate ranging from
20%–40%.12–15 Evidence suggests that patients with moderate
to severe OSA and only partial nightly adherence to PAP therapy
may continue to experience moderate to severe disease burden,
even when meeting Centers for Medicare & Medicaid Services
(CMS) requirements for adherence.16 Other therapeutic medical
options forOSAinclude lifestylemodifications, suchas exercise,
weight loss, and avoidance of agents that can affect upper airway
patency, like alcohol.Mandibular repositioning appliances17 and
positional therapy18 are also effective treatment modalities in
appropriate patient subsets. For many patients with OSA, a
more definitive treatment that does not involve ongoing external
equipment use may be preferable. Surgical modifications of the
upper airway have been a part of the armamentarium for OSA
treatment since the 1970s. Initially, tracheostomy was the sole
surgical option available, although acceptance was limited due
to associated social and lifestyle challenges. In 1981, Fujita intro-
duced uvulopalatopharyngoplasty (UPPP) in the United States,
the first specialized surgical procedure specifically designed to
treat OSA.19

By 1996, several additional surgical procedures for treatment
ofOSAwereavailable, and the initial systematic reviewandprac-
tice parameter on surgical modifications of the upper airway for
adultswithOSAwas published by theAmerican SleepDisorders
Association, now known as the American Academy of Sleep
Medicine (AASM). The AASM updated the original systematic
review3 and original practice parameters2 in 2010. The review
focused on individual, classic surgical interventions, and their
available data such as UPPP, modified UPPP, other pharyngeal
procedures, laser-assisted uvulopalatoplasty, upper airway radio
frequency treatment, soft palatal implants, multilevel simulta-
neoussurgeries,andmultilevelphasedsurgeries.Advancedphar-
yngoplasty approaches were not considered in the 2010
systematic review and practice parameters due to the paucity of
published evidence. The primary outcome was the apnea-
hypopnea index (AHI), as many study investigators defined

surgical success as a 50% reduction in AHI to a level less than
20events/h (ie,definitionofmildOSAprior to1999).While these
previoussystematic reviewsandguidelines recognized theevolu-
tion in surgical techniques, the role of the surgeon in identifying
appropriate interventionsandproviding in-depthpatient counsel-
ing in their areaofexpertisewasnotexplicitlyaddressed.The task
force additionally sought to evaluate patient-centered outcomes
more formally than had been done in prior systematic
reviews. Looking beyond upper airway surgery, the amassing
evidence surrounding the impact of weight loss surgery on
OSA also necessitated review of bariatric surgery as a potential
OSA treatment option.

TheAASMrecognized thatcurrentmanagementguidelinesdo
not address the critical question of when to consider discussing
surgical treatment options with adults with OSA. The AASM
chose to focus the current systematic review and accompanying
recommendations onwhen to discuss referral to a sleep or bariat-
ric surgeon with adults with OSA rather than evaluating specific
surgicalprocedures.Thepurposeof thecurrent systematic review
is to inform clinical care by considering specific, commonly
encountered clinical scenarios in which discussion of a referral
for sleep or bariatric surgery consultation may provide patient
benefit,while acknowledging that the training anddepth of surgi-
cal knowledge needed for appropriate anatomic evaluation and
patient counseling are outside the practice boundaries of most
sleep medicine providers.

METHODS

Expert task force
The AASM commissioned a task force (TF) comprising
both board-certified sleep medicine specialists and experts with
proficiency in the use of surgery in adults with OSA to develop
this systematic review. The TF was required to disclose all
potential conflicts of interest (COI) per the AASM’s COI policy
prior to being appointed to the TF, and throughout the research
and writing of this paper. In accordance with the AASM’s COI
policy, TF members with a Level 1 conflict were not allowed to
participate. Members of the TF with a Level 2 conflict were
required to recuse themselves fromany relateddiscussionorwrit-
ing responsibilities. All relevant COI are listed in theDisclosures
section.

PICO questions
PICO (Patient, Intervention, Comparison, and Outcomes) ques-
tions were developed based on a review of the existing AASM
practice parameters on the use of surgery and a review of system-
atic reviews,meta-analyses, andguidelinespublishedsince2010.
The AASM Board of Directors (BOD) approved the final list of
PICO questions presented inTable 1 before the literature search
was performed.Todevelop thePICOquestions, theTF identified
patientpopulations that couldbenefit fromsurgeryaswell as a list
of patient-oriented, clinically relevant outcomes to determine if,
and when, referral of adults with OSA for surgical consultation
should be discussed by the sleep clinician. The TF rated the rela-
tive importance of each outcome to determine which outcomes
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were critical vs important for decision-making. A summary of
these outcomes by PICO is presented in Table 2.

TheTFset a clinical significance threshold (CST) for eachout-
come to determine whether the mean changes in the outcomes
assessedwere clinically significant based on their clinical exper-
tise, other AASM guidelines, and available literature. The CST
wasdefinedas theminimumlevelof improvement in theoutcome

of interest that would be considered clinically important to clini-
cians and patients. A summary of the CSTs for the clinical out-
come measures is presented in Table 3. CSTs were determined
based on a TF literature review of commonly used thresholds.
When no clearly established threshold values could be deter-
mined, the TF used their clinical judgment and experience to
establish a CST based on consensus.

Table 1—PICO questions.

1 Population: Adult patients with OSA who are intolerant or unaccepting of PAP therapy

Intervention: Upper airway surgery as a salvage treatment

Comparison: No surgery

Outcomes: Excessive sleepiness, snoring, sleep-related quality of life (QOL), sleep quality, motor vehicle accident (MVA) risk, AHI/RDI,
oxygen desaturation index (ODI), lowest oxygen saturation (LSAT), PAP adherence/acceptance, perioperative death, permanent
dysphagia

2 Population: Adult patients with OSA and obesity who are intolerant or unaccepting of PAP therapy

Intervention: Bariatric surgery

Comparison: No bariatric surgery or best medical care

Outcomes: Excessive sleepiness, snoring, sleep-related QOL, sleep quality, MVA risk, AHI/RDI, PAP adherence/acceptance, optimal PAP
level, BP, ODI, LSAT, perioperative death, permanent dysphagia, body mass index (BMI)

3 Population: Adult patients with OSA who have persistent suboptimal PAP adherence due to pressure-related side effects

Intervention: Upper airway surgery as an adjunctive treatment to PAP

Comparison: No adjunctive surgery

Outcomes: Excessive sleepiness, snoring, sleep-related QOL, sleep quality, PAP adherence/acceptance, optimal PAP level, perioperative
death, permanent dysphagia

4 Population: Adult patients with OSA and tonsillar hypertrophy and/or maxillomandibular abnormalities

Intervention: Upper airway surgery as an initial treatment

Comparison: No surgery

Outcomes: Excessive sleepiness, snoring, sleep-related QOL, sleep quality, MVA risk, blood pressure (BP), AHI/RDI, ODI, LSAT,
perioperative death, permanent dysphagia

Table 2—Outcomes by PICO question.

Outcomes
PICO Question

1 2 3 4

Excessive sleepiness � � � �

Adherence to PAP therapy – – � –

Optimal PAP level – �* � –

Quality of life � � � �

Sleep quality � � � �

AHI/RDI � � �* �

Lowest oxygen saturation �* �* �* �

Oxygen desaturation index �* �* – �

Snoring � �* � �

Blood pressure � � – �*

Perioperative death � � – �

Permanent dysphagia � – – �

BMI – �* – –

Motor vehicle accidents – �* – �*

*Outcomes considered important but not critical for decision-making.
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Literature searches, evidence review, and
data extraction
The TF performed an extensive review of the scientific literature
toretrievearticles thataddressed thePICOquestions.Separate lit-
erature searches were performed by the TF for each PICO

question using the PubMed database (see Figure 1). The key
terms, search limits, and inclusion/exclusion criteria specified
by the TF are detailed in the supplemental material.

The initial literature search in PubMedwas performed in Janu-
ary2018. In June2019, theTFperformedasecond literaturesearch
specifically targeting the use of hypoglossal nerve stimulation to
treat adults with OSA. A third search was performed in October
2019 to update the evidence during completion of the draft. A
fourth search was performed in February 2021 to update the evi-
dence prior to publication. These searches identified a total of
3,212articles.Lastly, theTFreviewedpreviouslypublishedguide-
lines, systematic reviews, and meta-analyses to spot-check for
references that may have been missed during the prior searches.
The TF identified 18 additional articles for a total of 3,230 articles
that were screened for inclusion/exclusion in the guideline.

The TF set inclusion and exclusion criteria, which are pre-
sented in the supplementalmaterial and summarized inFigure 1.
All studies were reviewed based on inclusion/exclusion criteria
by 2 TF members. Any discrepancies between the reviewers
werediscussedandresolvedby the2reviewersora thirdTFmem-
ber.Atotalof274studiesweredetermined tobesuitable formeta-
analysis and/or grading.

Meta-analysis
Meta-analysis was performed on outcomes of interest, when possi-
ble, foreachPICOquestion.Comparisonsofsurgery tonotreatment
and/or assessment of efficacy before and after surgery to treat OSA
in adult patients were performed. For the purposes of this review,
meta-analyses were only performed on operating room–based sur-
gicalprocedures.Theseprocedures included tonsillectomy,adenoi-
dectomy, uvulopalatopharyngoplasty (UPPP), modified UPPP,
maxillomandibular advancement (MMA), anterior palatoplasty,
rhinoplasty, z-palatoplasty, z-palatopharyngoplasty, expansion
sphincter pharyngoplasty, transoral robotic surgery, tongue base
reduction, tongue base suspension, hyoid myotomy, hyoid suspen-
sion, lingual suspension, lingualplasty, hyoidthyroidpexia, genio-
glossal advancement, bimaxillary osteotomy, glossectomy,
pharyngoplasty, endoscopic sinus surgery, septal surgery, septorhi-
noplasty, turbinate surgery, nasal surgery, oropharyngeal surgery,
velopharyngeal surgery, multilevel surgery, bilateral endoscopic
total ethmoidectomy, bilateral endoscopic middle meatal antros-
tomy, hypoglossal nerve stimulation, gastric bypass, gastric band-
ing, and sleeve gastrectomy. Clinic-based procedures were
excluded frommeta-analysis.

Meta-analysis was performed using Review Manager 5.3
software (developed byTheCochraneCollaboration) by pooling
data across studies for each outcomemeasure. Posttreatment data
wereusedformeta-analysisofRCTs,exceptwherechangevalues
were reported. Pre- and postsurgical treatment datawere used for
meta-analyses of observational studies. The pooled results for
each continuous outcome measure were expressed as the mean
difference between the intervention and control for RCTs or pre-
surgery vs postsurgery for observational studies. The pooled
results for dichotomous outcome measures were expressed as
the odds ratio or risk difference between the intervention and
comparator or presurgery vs postsurgery. All analyses were per-
formed using a random-effects model with results displayed as a

Table 3—Summary of clinical significance thresholds for
outcome measures.

Outcome Measure Clinical Significance
Threshold*,†

AHI/RDI –10%

Adherence to PAP therapy +0.5 h/night; +10% patient use
> 4 h/night10,20,21

Excessive sleepiness —

ESS –2 points22–24

Quality of life —

FOSQ +1 point10,21

SAQLI +1 point10,21

SF-36 —

Physical Component
Summary

+3 points25

Mental Component
Summary

+3 points25

Vitality Summary +12.5 points26

Sleep quality —

PSQI –3 points27

Blood pressure —

SBP –2 mm Hg28,29

DBP –1 mm Hg28,29

Snoring —

VAS –25%

Frequency –10%

Lowest oxygen saturation –5%

Oxygen desaturation index –5 events/h

Perioperative death Any reduction

Permanent dysphagia —

Risk difference +5%

MD Anderson score +10 points30

Obesity —

BMI –2 kg/m2

Optimal PAP level –1 cm H2O

PAP adherence +0.5 h/night10,20,21

PAP acceptance +10% patients used

Motor vehicle crashes Risk ratio of 0.9 (–10%)31–33

*References used to inform task force consensus. †The clinical significance
thresholds are for comparison of pre- vs posttreatment effects as well as
between surgery and control. AHI = apnea-hypopnea index, BMI = body
mass index, DBP = diastolic blood pressure, ESS = Epworth Sleepiness
Scale, FOSQ = Functional Outcome of Sleep Questionnaire, PSQI =
PittsburghSleepQuality Index,RDI= respiratorydisturbance index,SAQLI=
Calgary Sleep Apnea Quality of Life Index, SBP = systolic blood pressure;
SF-36 = Short Form-36-item, VAS = visual analog scale. PAP – positive
airway pressure.
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forest plot. Interpretation of clinical significance for the outcomes
of interest was conducted by comparing the mean difference in
effect of each treatment approach to the CST (see Table 3).
Meta-analyses performed for PICOs 1–3 included any operating
room–based procedure. Meta-analyses performed for PICO 4
included2subgroups consistingofcraniofacial andoropharyngeal
surgical procedures. This analysis was performed to determine if
specific subgroups (ie, patients with craniofacial abnormalities
vs tonsillar hypertrophy)would respondmore favorably tosurgery
as an initial therapy. Studies of participants with prior CPAP use
were not excluded from analysis for PICO 4 since prior CPAP
exposurewas not expected to reasonably affect surgical outcomes
andwasdependenton thepresenceof specific anatomicabnormal-
ities.Therefore, studies included for analysis forPICO1couldalso
be included for PICO 4.

GRADE assessment for developing recommendations
The assessment of evidence quality was performed according to
the Grading of Recommendations Assessment, Development
and Evaluation (GRADE) process.34,35 The TF assessed the fol-
lowing 4 components to determine the direction and strength of a
recommendation: quality of evidence, balance of beneficial and
harmful effects, patient values and preferences, and resource
use, as described below.

1. Quality of evidence—Based on an assessment of the
overall risk of bias (randomization, blinding, allocation

concealment, selective reporting), imprecision (95%
confidence interval crosses the CST and/or sample size
< 100 participants), inconsistency (I2 ≥ 50%), indi-
rectness (study population vs target patient population),
and risk of publication bias, the TF determined their
overall confidence that the estimated effect found in
the body of evidence was representative of the true
treatment effect that typical adult patients with OSA
would see. The quality of the evidence was based on
outcomes that the TF deemed critical for decision-
making; important outcomes are not considered when
determining the overall quality of evidence. The TF
was not able to identify studies that evaluated the
benefit of a sleep clinician having a discussion vs no
discussion about referral for surgical consultation.
Therefore, the TF evaluated the efficacy of surgery to
address the PICO questions with consideration for the
indirectness of the evidence.

2. Benefits vs harms—Based on the meta-analysis of
harmful outcomes (if datawere available), analysis of any
harms/side effects reported within the accepted literature
and the clinical expertise of the TF, the TF determined if
the beneficial outcomes of the intervention outweighed
any harmful side effects.

3. Patient values and preferences—Based on the clinical
expertise of theTFmembers andanydata publishedon the
topic relevant to patient preferences, the TF determined if

Figure 1—Evidence base flow diagram.

274 studies included in meta-
analysis and/or grading

3,230 studies screened for 
inclusion/exclusion criteria

2,956 studies excluded. 
Reason for exclusion:

a. Wrong publication type (review, editorial, 
methodological, non-RCT or non-observational 
study)

b. Not related to OSA
c. No relevant outcome data
d. Pediatric patients (< 18 years old)
e. Initial sample size ≤ 10 for observational studies; ≤ 

30 for RCTs 
f. Study does not address PICO question
g. RCT does not include an appropriate control arm
h. Post-surgical follow-up <3 months
i. Non-English publication
j. Data not presented in a format suitable for meta-

analysis
k. Clinic-based procedure
l. Intervention consisted of LAUP

3,212 studies identified through PubMed 
Search 1 (PubMed): 1966 to January 2018
Search 2 (PubMed): January 2018 to June 2019
Search 3 (PubMed): June 2019 to October 2019
Search 4 (PubMed): October 2019 to February 2021

18 studies identified through 
“spot check”
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patient values and preferences would be generally con-
sistent across most patients, and if patients would use the
intervention based on the relative harms and benefits
identified.

4. Resource use—Based on the clinical expertise of the TF
members, the TF judged resource use to be important for
determiningwhether to recommend the use of surgery for
the treatment of adults with OSA.

Asummaryof eachGRADEdomain isprovidedafter thedetailed
evidence review.

Public comment and final approval
Adraft of the guideline and systematic reviewwasmade available
forpubliccommentfora4-weekperiodontheAASMwebsite.The
TF took into consideration all the comments received and made
decisions aboutwhether to revise the draft basedon the comments.
The revised guideline and systematic reviewwere submitted to the
AASMBODforsubsequentapproval.Thisreviewreflectsthestate
of knowledge at the time of publication and will be reviewed and
updated as new information becomes available.

THE USE OF SURGICAL INTERVENTION

The aims of the current literature reviews and data analyses were
focusedon addressing4questions pertaining to theuse of surgery
to treat OSA in adults. Below are detailed summaries of the evi-
dence identified in the literature searches and the statistical anal-
yses performed by the TF. Each evidence summary is
accompanied by a discussion of the quality of evidence, balance
of benefits and harms, patient values and preferences, and
resource use considerations that contributed to the development
of the recommendations provided in the accompanying clinical
practice guideline.

Surgical treatment of patients who are intolerant or
unaccepting of PAP
A total of 4 RCTs and 239 observational studies36–279 investi-
gated the use of surgery as rescue therapy for participants who
were intolerant or unaccepting of PAP to improve 1 or more of
the following outcomes: excessive sleepiness, quality of life
(QOL), sleep quality, snoring, blood pressure (BP), perioperative
death, permanent dysphagia, apnea-hypopnea index (AHI), respi-
ratory disturbance index (RDI), lowest oxygen saturation (LSAT),
and oxygen desaturation index (ODI). Participants included in the
studieshadaBMI<40kg/m2.Participants in theRCTshadmoder-
ate to severe OSA and received UPPP with or without tonsillec-
tomy. Participants in the control group originally received no
treatment but were eventually treated with the same procedure(s).
Participants in the observational studies represented a broad popu-
lation of adults undergoing awidevariety of surgical interventions
for OSA including palatal modification, tongue base resection,
multilevel pharyngeal airway surgery, nasal surgery,maxilloman-
dibular advancement, and hypoglossal nerve stimulation. Most
observational studies were retrospective cohort studies with reas-
sessment of participants at approximately 6 months postopera-
tively, though some followed participants out to about 1 year. A

large range of sleep apnea severitywas representedwithmost par-
ticipants having moderate to severe OSA. Participants were pri-
marily middle-aged or older adults, and most cohorts were
composed of predominantly men. Participants tended to be over-
weight or mildly obese. A variety of upper airway surgical proce-
dures including palatal modification, base-of-tongue reduction,
skeletalmodification,nasal surgeries,multilevel surgeries, trache-
ostomy, and hypoglossal nerve stimulation were performed in an
operating room setting. All participants were evaluated for
improvement inoutcomes after 3monthsandup to1year after sur-
geryexcept for those receivinganupper airwaystimulator.For this
procedure shorter follow-up periods were permitted for inclusion
in the meta-analyses. Meta-analyses were performed to assess
the efficacy of surgery as a rescue therapy for adults with
OSA. The meta-analyses are provided in Figure S1 through Fig-
ure S34 in the supplemental material. A summary of findings is
provided in Table S1 in the supplemental material. A summary
of the evidence for each outcome is provided below.

Critical outcomes

The following outcomeswere determined by the TF to be critical
for evaluating the efficacy of surgery as a rescue therapy: exces-
sive sleepiness, QOL, sleep quality, snoring, BP, AHI/RDI, peri-
operative death, and permanent dysphagia. Meta-analyses for
AHI/RDI included all definitions as reported in the studies.
None of the studies identified in our literature review reported
data for perioperative death.

Excessive sleepiness: The efficacy of rescue surgery to reduce
excessive sleepiness was evaluated using a meta-analysis of 3
RCTs.37–39 Most of the participants were male, aged 18–70 ye-
ars, with moderate to severe OSA and BMI < 36 kg/m2, who
underwent either palatal modification surgery36,39 or multilevel
upper airway surgery.38 The duration of patient follow-up after
surgery ranged from 3–15 months. Participants in the control
group originally received ongoing medical management or no
treatment but were eventually treated with the same proce-
dure(s). The meta-analysis demonstrated a clinically significant
reduction in excessive sleepiness of –5.6 points (95% CI, –7.3
to –4.0 points) as measured by the ESS (see Figure S1). The
quality of evidence was high.

The efficacy of rescue surgery to reduce excessive sleepi-
ness was also evaluated using a meta-analysis of 145 obser-
vational studies.39–41, 43–48,50–53,55,57–59,62,64,68–71,73–75,77,79,80,
87–92,94–97,99–101,104,106,109,111,114,116,117,120,122,124–127,129,131–133,

138,139,143,145,146,150–152,154–159,162,168,170,171,174–184,186–188,

190,196–199,201–206,209–213,215,219,220,222,225,228–230,232,234–239,241,

242,246–248,252–259,261,264,265,270–273,278,280 Participants repre-
sented a broad population of PAP-intolerant adults, primarily
middle-aged or older adults, of predominantly male sex with
moderate to severe OSA, who underwent a wide variety of
surgical interventions as listed above. The meta-analysis dem-
onstrated a clinically significant reduction in excessive sleepi-
ness of –5.8 points (95% CI, –6.3 to –5.4 points) as measured
by the ESS (see Figure S2). The quality of evidence was low
due to risk of bias associated with observational studies.

QOL: The efficacy of rescue surgery to improve sleep-related
QOLwasalsoevaluatedfromananalysisof1RCT38 that reported
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on the Functional Outcome of Sleep Questionnaire (FOSQ).
The participants were primarily middle-aged, of men with
moderate to severeOSAwhounderwentmultilevel upper airway
surgery or medical management. The analysis demonstrated a
clinically significant improvement in sleep quality of 3.5 points
(95% CI, 2.6–4.4) as measured by the FOSQ (see Figure S3).
The quality of evidence wasmoderate due to imprecision associ-
ated with a small sample size.

The efficacy of rescue surgery to improve sleep-related QOL
was also evaluated using a meta-analysis of 11 observational
studies67,88,89,114,140,185,237,239,248,253,265 that reported on the
Functional Outcome of Sleep Questionnaire (FOSQ). Most of
the participants were older men with moderate to severe OSA
who refused or were intolerant to PAP therapy and underwent a
variety of surgical interventions, themajority of which consisted
ofhypoglossal nerve stimulation (HNS).Themeta-analysis dem-
onstrated a clinically significant improvement in sleep related
QOL of 3.5 points (95% CI, 2.9–4.0 points) with rescue
surgery as measured by the FOSQ (see Figure S4). The quality
of evidence was low due to risk of bias associated with observa-
tional studies.

The efficacy of rescue therapy to improve sleep apnea–related
QOL was evaluated based on a meta-analysis of 3 observational
studies88,104,248 as measured by the Sleep Apnea-Related QOL
Index (SAQLI). The participants, who were mostly male,
aged 21 to 73 years, with moderate to severe OSA and
intolerant to CPAP,88,104 underwent HNS and were followed
for 6 months. Meta-analysis demonstrated an improvement in
sleep apnea–related QOL as measured by the SAQLI that was
not clinically significant (seeFigureS5). Thequality of evidence
was very low due to risk of bias associated with observational
studies and imprecision associated with a small sample size and
a wide 95% confidence interval that crossed the clinical signifi-
cance threshold (CST).

The efficacy of rescue therapy to improve general QOL was
evaluated based on an analysis of 1 RCT37 that reported on the
Short Form 36-item (SF-36) component summary scores. The
participants in the RCT37 that reported on the SF-36 component
summary scores included older men who were CPAP-intolerant
with moderate to severe OSA and significant daytime sleepiness
undergoing palatal surgery or observation. Participants were fol-
lowedforapproximately7months.Theefficacyof rescue therapy
to improve general QOL was also evaluated based on a meta-
analysis of 2 observational studies155,248 that reported on the
SF-36 component summary scores. The participants included
mostly men of varying age with moderate to severe OSA who
underwent palatal modification surgery and were followed for
up to 2 years after surgery.

An analysis of 1RCT37 demonstrated an improvement in gen-
eral QOL that was not clinically significant as measured by the
SF-36 physical component score (see Figure S6). The quality
of evidence was moderate due to imprecision associated with
a small sample size and a wide 95% confidence interval that
crossed the CST.

A meta-analysis of 2 observational studies155,248 demon-
strated a clinically significant improvement in general QOL of
6.3 points (95% CI, –0.4 to 13.0 points) with rescue therapy as
measured by the SF-36 physical component summary score

(see Figure S7). The quality of evidence was very low due to
riskof bias associatedwith observational studies and imprecision
associated with a small sample size and a wide 95% confidence
interval that crossed the CST.

An analysis of 1 RCT37 demonstrated a clinically significant
improvement in general QOL of 5.4 points (95% CI, 0.1–10.7
points) with rescue therapy as measured by the SF-36 mental
component score (see Figure S8). The quality of evidence was
moderate due to imprecision associated with a small sample
size and a wide 95% confidence interval that crossed the CST.

A meta-analysis of 2 observational studies155,248 demon-
strated a clinically significant improvement in general QOL of
9.5 points (95% CI, –2.0 to 20.9 points) with rescue therapy as
measured by the SF-36 mental component score (see Figure
S9). The quality of evidencewas very lowdue to risk of bias asso-
ciatedwithobservational studies and imprecisionassociatedwith
a small sample size and a wide 95% confidence interval that
crossed the CST.

An analysis of 1 RCT37 demonstrated a clinically significant
decrease in general QOL of –21.1 points (95% CI, –32.7 to –9.5
points) with rescue therapy as measured by the SF-36 vitality
score (see Figure S10). The quality of evidence was moderate
due to imprecision associated with a small sample size and a
wide 95% confidence interval that crossed the CST.

An analysis of 2 observational studies155,248 demonstrated a
clinically significant improvement in generalQOLof 14.4 points
(95%CI, 9.0–19.8points)with rescue therapyasmeasuredby the
SF-36 vitality score (see Figure S11). The quality of evidence
was very low due to risk of bias associated with observational
studies and imprecision associated with a small sample size and
a wide 95% confidence interval that crossed the CST.

Sleep quality: The efficacy of rescue therapy to improve sleep
qualitywas evaluatedbasedonameta-analysisof 4observational
studies88,142,210,269 that reported on the Pittsburgh Sleep Quality
Index (PSQI). Theparticipantsweremostlymale and aged19–66
years with mild to moderate OSAwho underwent either oropha-
ryngeal surgery,143,210 nasal surgery,269 or HNS88 and were fol-
lowed from 3–39 months. The meta-analysis demonstrated an
improvement that was not clinically significant (see Figure
S12). The quality of evidence was low due to risk of bias associ-
ated with observational studies.

Snoring: The efficacy of rescue surgery to improve snoring was
evaluatedusingananalysisof1RCT39 that reportedonsnoringas
measured on a 1–10 visual analog scale (VAS). Most of the par-
ticipants were male and aged 18–65 years with a baseline BMI
< 35 kg/m2 and moderate to severe OSA. All patients were
CPAP intolerant and had an oropharyngeal obstruction. All
patients had follow-up at 3 months after surgery. The analysis
demonstrated a clinically significant decrease in snoring of –3.7
points (95% CI, –5.3 to –2.1 points) with rescue surgery as mea-
sured on a 1–10 VAS (see Figure S13). The quality of evidence
was moderate due to imprecision associated with a small sample
size and a wide 95% confidence interval that crossed the CST.

The efficacy of rescue surgery to improve snoring was also
evaluated using a meta-analysis of 36 observational
studies40,43,44,47,59,73,75,90,91,93,101–103,109,120,125,143,154,159,171,
174–177,181,203–206,222,247,264,265,271,272,274 that reported on
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snoring asmeasured on a 1–10VAS in adults with OSA.Most of
theparticipantsweremale,aged18–69years,withabaselineBMI
< 33 kg/m2. While several of the studies included participants
withmild andmoderateOSA,most of the participants had severe
OSA.Thedurationofpatient follow-upafter surgery ranged from
3–62months.Themeta-analysisdemonstratedaclinically signif-
icant reduction in snoring of –5.2 points (95% CI, –5.9 to –4.6
points) with rescue surgery as measured by the 1–10 VAS in
adults with OSA (see Figure S14). The quality of evidence was
low due to risk of bias associated with observational studies.

Blood pressure: The efficacy of rescue surgery to reduce BP
was evaluated using an analysis of 1 RCT38 and a meta-analysis
of 10 observational studies.86,124,144,151,152,190,206,212,219,262

The RCT38 includedmostly middle-aged participants with mod-
erate to severe OSA who had failed conventional treatment and
were allocated to multilevel upper airway surgery or medical
management and followed for 6months. The observational stud-
ies included retrospective and prospective cohort and case-
control designs. Most of the participants were male, aged 18–69
years, with a baseline BMI < 35 kg/m2 and moderate to severe
OSA. The duration of patient follow-up after surgery ranged
from 3–12 months.

The efficacy of rescue surgery to reduce systolic blood pres-
sure (SBP)was evaluated from an analysis of 1 RCT.38 The anal-
ysis demonstrated a reduction in SBP that was not clinically
significant (see Figure S15). The quality of evidence was low
duetoserious imprecisionassociatedwithawide95%confidence
interval that crossed both sides of the CST.

The efficacy of rescue surgery to reduce SBP was also
evaluated using a meta-analysis of 10 observational
studies.86,124,144,151,152,190,206,212,219,262Themeta-analysisdem-
onstrated a clinically significant reduction in SBPof –6.3mmHg
(95% CI, –11.6 to –0.9 mm Hg) with rescue therapy in adult
patients with OSA (see Figure S16). The quality of evidence
was very low due to risk of bias associated with observational
studies and imprecision associated with a wide 95% confidence
interval that crossed the CST.

The efficacy of rescue surgery to reduce diastolic blood pres-
sure (DBP)was evaluated froman analysis of 1RCT.38 The anal-
ysis demonstrated a reduction in DBP that was not clinically
significant (see Figure S17). The quality of evidence was low
duetoserious imprecisionassociatedwithawide95%confidence
interval that crossed both sides of the CST.

The efficacy of rescue surgery to reduce DBPwas also evalu-
atedusingameta-analysisof9observational studies.86,124,144,151,
152,190,206,212,262Themeta-analysisdemonstratedaclinicallysig-
nificant reduction inDBPof–2.7mmHg(95%CI,–7.9 to2.5mm
Hg)with rescue therapy inadultswithOSA(seeFigureS18).The
quality of evidence was low due to risk of bias associated with
observational studies.

AHI/RDI: The AHI and RDI are commonly reported as meas-
ures of OSA severity. The efficacy of rescue surgery to reduce
the AHI was evaluated using a meta-analysis of 3 RCTs.36,38,39

Most of the participants weremale, aged 18–70 years, withmod-
erate to severe OSA and BMI < 36 kg/m2 who underwent either
palatal modification surgery36,39 or multilevel upper airway sur-
gery.38 The duration of patient follow-up after surgery ranged

from 3–15 months. The meta-analysis demonstrated a clinically
significant reduction in OSA severity as measured by the AHI
of –18.4 events/h (95% CI, –26.4 to –10.5 events/h) with rescue
surgery (see Figure S19). The quality of evidence was high.

Theefficacyof rescuesurgery to reduce theAHIwasevaluated
using a meta-analysis of 194 observational studies.39,40,42–53,
55–66,68–81,84,86–99,102–111,113–117,119–124,126,

128–131,133–142,144–146,149–151,154,156–158,162,164,168–173,175–178,

180–183,185,187–192,195–201,203,205,207,209–213,215,218–220,222–230,232,

233,235–243,245–247,249–261,263,264,266–278,281 Most of the partici-
pants were male, aged 19–78 years, with a baseline BMI
< 42–kg/m2. The duration of patient follow-up after surgery
ranged from 3–60 months. While several of the studies included
participants with mild OSA, most of the participants had moder-
ate to severe OSA. The meta-analysis demonstrated a clinically
significant reduction in the AHI of –24.0 events/h (95% CI,
–25.6 to –22.4 events/h), representing a 58% reduction with res-
cue surgery (see Figure S20). The quality of evidence was mod-
erate due to risk of bias associatedwith observational studies and
large effect size.

Theefficacyof rescue surgery to reduce theRDIwasevaluated
using a meta-analysis of 2 RCTs.36,39 Most of the participants
were male, aged 18–70 years, with moderate to severe OSA and
BMI < 36 kg/m2 who underwent palatal modification surgery.
The duration of patient follow-up after surgery ranged from
3–15 months. While several of the studies included participants
with moderate OSA, most of the participants had severe OSA.
Themeta-analysisdemonstratedaclinicallysignificant reduction
in the RDI of –16.4 events/h (95%CI, –33.3 to 0.6 events/h)with
rescue surgery (see Figure S21). The quality of evidence was
moderate due to imprecision associated with a small sample
size and a wide 95% confidence interval that crossed the CST.

Theefficacyof rescue surgery to reduce theRDIwasevaluated
using ameta-analysis of 27 observational studies.51,82,105,118,125,
134,152,153, 160,161, 163, 166, 167, 179, 193, 194, 202, 204,205,210,216,217,231,

234,242,244,247 The observational studies included retrospective
and prospective cohort and case-control designs.Most of the par-
ticipants were male, aged 21–61 years with a baseline BMI < 50
kg/m2. The duration of patient follow-up after surgery ranged
from 3–50months.While several of the studies included partici-
pants with mild OSA, most of the participants had moderate to
severe OSA. Themeta-analysis demonstrated a clinically signif-
icant reduction in the RDI of –31.0 events/h (95% CI, –35.7 to
–26.3 events/h), representing a 64% reduction with rescue sur-
gery (see Figure S22). The quality of evidence was moderate
due to risk of bias associatedwith observational studies and large
effect size.

Permanent dysphagia: The risk of permanent dysphagia from
upper airway surgery was evaluated using a meta-analysis of
10 observational studies48,112,122,145,181,204,208,217,246,266 that
reported on persistent long-term dysphagia. The observational
studies included retrospective and prospective cohort designs.
The participants were mostly male, ranging from 18–73 years
of age, with moderate to severe OSA who underwent a variety
of surgical procedures including palatal modification, tonsillec-
tomy, multilevel upper airway surgery, maxillomandibular
advancement, and tongue base suspension. The meta-analysis
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demonstrated that the risk of permanent dysphagia was not clin-
ically significant (see Figure S23). The quality of evidence was
very low due to risk of bias associated with observational studies
and imprecision associated with a wide 95% confidence interval
that crossed the CST.

The risk of permanent dysphagia was also evaluated from an
analysis of 1 observational study259 that reported on the MD
Andersondysphagia scoreafterupperairwaysurgery.Thepartic-
ipants were mostly male, ranged from 29–65 years of age, had
moderate to severe OSA and underwent either transoral robotic
surgery with expansion sphincter pharyngoplasty or transoral
robotic surgery with UPPP. The analysis demonstrated a change
in the MD Anderson dysphagia score after surgery that was not
clinically significant (see Figure S24). The quality of evidence
was very low due to risk of bias associated with observational
studies and imprecision associated with a small sample size and
a wide 95% confidence interval that crossed the CST.

Important outcomes

The following outcomeswere determined by the TF to be impor-
tant outcomes but not critical for evaluating the efficacy of this
intervention: LSAT and ODI.

Lowest oxygen saturation: The efficacy of rescue surgery to
increase the LSAT was evaluated using a meta-analysis of 3
RCTs.36,38,39 Most of the participants were male, aged 18–70
years with moderate to severe OSA with BMI < 36 kg/m2 who
underwent either palatal modification surgery36,39 or multilevel
upper airway surgery.38 The duration of patient follow-up after
surgery ranged from 3–15 months. The meta-analysis demon-
strated an increase in the LSAT thatwas not clinically significant
withrescuesurgery(seeFigureS25).Thequalityofevidencewas
moderate due to imprecision associated with a wide 95% confi-
dence interval that crossed the CST.

The efficacy of rescue surgery to increase the LSAT was also
evaluated using a meta-analysis of 133 observational
studies43–46,49–51,57–60,63–65,69,73,75,77–79,83–85,90–97,103,107,
109,111,116,118–120,124–127,129–135,138–144,146,147,150–152,156,157,

162,165–171,173–178,180–183,185,187–191,193–195,201–203,205,207,210–212,

214,216–218,221–225,230–232,234,237,240–242,244,245,247,251,252,254,256,

258,261,263,264,266,267,269,272,273,279,282 that reported on the LSAT.
The observational studies included retrospective and prospective
cohort and case-control designs. Most of the participants were
male, aged 19–73 years, with a baseline BMI < 40 kg/m2. The
duration of participant follow-up ranged from 3–36 months.
While several of the studies included participants with mild
OSA, most of the participants had moderate to severe OSA.
The meta-analysis demonstrated a clinically significant increase
in the LSAT of 7.2% (95%CI, 6.4%–8.0%), resulting in an 8.2%
improvement with rescue surgery (see Figure S26). The quality
of evidence was low due to risk of bias associated with observa-
tional studies.

Oxygen desaturation index: The efficacy of rescue surgery to
decrease the ODI was evaluated using a meta-analysis of 2
RCTs.36,38 Most of the participants were middle-aged males
with moderate to severe OSA and a baseline BMI < 36 kg/m2

who underwent palatal modification surgery. Themean duration
of participant follow-up was 7 months. Meta-analysis

demonstrated a clinically significant decrease in the ODI of
–17.0 events/h (95% CI, –24.9 to –9.2 events/h) with rescue sur-
gery (see Figure S27). The quality of evidence was high.

The efficacy of rescue surgery to decrease the ODI was also
evaluated using a meta-analysis of 48 observational
studies.46,52,54,58,59,63,68,69,85,88,89,104–106,109,115,116,134,135,142,
146–148,151,152,182–184,196–198,200,210,213,220,235–239,242,251–253,255,

257,266,278 The observational studies included retrospective and
prospective cohort and case-control designs. Most of the par-
ticipants were male, ranged from 20–80 years of age, and had a
BMI < 40 kg/m2 withmild to severe OSAwho underwent a vari-
ety of surgical procedures. The duration of participant follow-up
rangedfrom3months–4years.Themeta-analysisdemonstrateda
clinically significant decrease in theODI of –16.9 units (95%CI,
–19.4 to –14.4 units), representing a 54% reduction with rescue
surgery (see Figure S28). The quality of evidence was moderate
due to risk of bias associatedwith observational studies and large
effect size.

Overall quality of evidence

TheTFdetermined that the overall quality of evidence for the use
of surgical treatments in patients who are intolerant or unaccept-
ingofPAPwas lowbasedon thecritical outcomesanddowngrad-
ing of the evidence due to risk of bias associated with
observational studies and imprecision within the RCTs (see
Table S1).

Benefits vs harms

Thepotential benefits of upper airway surgery as a rescue therapy
include a reduction in excessive sleepiness, snoring, blood pres-
sure, andAHI/RDI, andan improvement inQOLinpatients intol-
erant to PAP therapy. Benefits demonstrated in literature are
limited to patients appropriate for surgery. Thismaynot be repre-
sentative of all patients with OSA. The potential harms of upper
airway surgery include short-term discomfort that is expected
during postoperative recovery and is discussed during the preop-
erative informed consent process between the surgeon and
patient. Additionally, potential persistent long-term side effects
havebeen reported includingdysphagia, taste alteration,mandib-
ular paresthesia, perceivedworsening of facial appearance, aspi-
ration, hemorrhage, and globus pharyngeus, but the incidence of
these is low. The incidence of perioperative death was not
reported in the studies. A meta-analysis of 5 observational stud-
ies41,112,157,178,217 demonstrated a risk in persistent taste alter-
ation that was not clinically significant (see Figure S29). A
meta-analysis of 7 observational studies67,107,166,181,193,216,217

demonstrated a clinically significant risk of persistent
mandibular paresthesia of 0.11 (95%CI, 0.03–0.19)with surgery
(see Figure S30). An analysis of 1 prospective cohort study67

demonstrated a risk in persistent perceived worsening of facial
appearance that was not clinically significant (see Figure S31).
An analysis of 1 prospective cohort study217 demonstrated a clin-
ically significant risk in persistent aspiration of 0.05 (95% CI,
–0.01 to0.11)with surgery (seeFigureS32).Ananalysis of 1 ret-
rospective study112 demonstrated a risk of persistent hemorrhage
thatwasnotclinicallysignificant (seeFigureS33).Ananalysisof
1 retrospective study120 demonstrated a risk in persistent globus
pharyngeus that was not clinically significant (see Figure S34).
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Based on their combined clinical experience and the substantial
effects of surgery on objective and subjective measures of dis-
ease, the TF judged that the potential benefits of a discussion
regarding referral to a sleep surgeon with patients intolerant or
unaccepting of PAP therapy outweigh the potential harms of
untreatedOSA. The TF observed that the balance of risks vs ben-
efits for upper airway surgery is variable and dependent upon an
individualpatient’sOSAseverity, symptoms,medicalcomorbid-
ities, and selected surgical therapy but noted that a discussion of
individualized risks and benefits is a standard component of the
preoperative informed consent process.

Resource use

There are insufficient data to assess differences in resource
requirements for surgery vs PAP therapy or no treatment.

Patient values and preferences

Because acceptability of surgical interventions varies and there is
little harm in discussing a referral for consultation, based on their
combined clinical experience, the TF judged that most patients
would generally be accepting of a discussion regarding referral.
The choice to pursue referral is expected to vary between patients
based on personal values, beliefs, and expectations for recovery
time or pain with surgery.

Surgical treatment of patients with obesity with
bariatric surgery
A total of 2 RCTs283,284 and 28 observational studies285–313

investigated the use of bariatric surgery to improve 1 or more of
the following outcomes: blood pressure, AHI/RDI, excessive
sleepiness, BMI,ODI, LSAT, optimal PAPpressure, PAPadher-
ence, snoring, motor vehicle accident risk, and perioperative
death. For the RCTs,283,284 participants were randomized to
either bariatric surgery or nutritional care. Participants ranged
from 18–65 years of age with a BMI > 35 kg/m2 and severe
OSAwhowere treatedwith laparoscopic adjustablegastric band-
ing (LAGB)andfollowedforaperiod rangingfrom2–3years.All
participants received CPAP therapy prior to surgery. For the
observational studies,285–291,293–313 comparisons between pre-
and posttreatment were made. Participants were mostly female,
20–66 years of age, and obese, with a mean BMI > 30 kg/m2

and mild to severe OSA. The participants underwent a variety
of bariatric procedures including gastric banding, gastric bypass,
and sleeve gastrectomy and were typically followed for 1 year
(range: 6 months–5 years) after surgery. The observational stud-
ies included retrospective and prospective cohort and case-
control designs. All procedures were performed in an operating
room setting. Several meta-analyses were performed to assess
the efficacy of bariatric surgery to treat OSA in adults. The
meta-analyses are provided in Figure S35 through Figure S50
in the supplementalmaterial. A summary of findings table is pro-
vided inTableS2 in the supplementalmaterial.Asummaryof the
evidence for each outcome is provided below.

Critical outcomes

The following outcomeswere determined by the TF to be critical
for evaluating the efficacy of bariatric surgery to treat OSA in

adults with obesity: excessive sleepiness, QOL, sleep quality,
BP, AHI/RDI, and perioperative death. Meta-analyses for AHI/
RDI included all definitions as reported in the studies. None of
the studies identified in our literature review reported data for
sleep quality and perioperative death.

Excessive sleepiness: The efficacy of bariatric surgery in reduc-
ingexcessive sleepiness in adultswithobesityandOSAwaseval-
uated using a meta-analysis of 9 observational
studies290,291,296,302,303,306,311–313 that reported on the ESS. The
observational studies included retrospective and prospective
cohort designs. Participants were mostly female, 20–66 years of
age, with mean BMI > 31 kg/m2 and moderate to severe OSA.
Themeta-analysisdemonstratedaclinicallysignificant reduction
in excessive sleepiness as measured by the ESS of –5.6
points (95% CI, –7.3 to –3.9 points) with bariatric surgery (see
Figure S35). The quality of evidence was moderate due to
risk of bias associated with observational studies and a
large effect size.

The efficacy of bariatric surgery in reducing excessive sleepi-
ness in adults with obesity and OSAwas also evaluated using an
analysis of 1 very large case-control study295 that reported on the
frequency of daytime sleepiness. Participants in the study were
mostly female, and had a mean age of 47 years, with a mean
BMI < 43 kg/m2 and OSA of unknown severity. Participants in
the surgery group underwent a variety of procedures including
gastric bypass, vertical banded gastroplasty, or gastric banding
and were followed for 2 years. Participants in the control group
underwent a conservative weight loss program. The analysis
demonstrated a clinically significant reduction in the odds of
experiencing daytime sleepiness of 0.4 (95% CI, 0.4–0.5) with
bariatric surgery as compared with a conservative weight loss
program (see Figure S36). The quality of evidence was low due
to risk of bias associated with observational studies.

Blood pressure: The efficacy of bariatric surgery to lower BP
was evaluated using a meta-analysis of 5 observational stud-
ies.287,288,291,299,312Thestudies includedbothprospectivecohort
andcase-controldesigns.Participantsweremostly female,26–60
years of age,with aBMI>31kg/m2 andmoderate to severeOSA.
The participants underwent either gastric banding or gastric
bypass andwere followed from a range of 6months–2 years after
surgery. Themeta-analyses demonstrated a clinically significant
decrease in SBP andDBP of –9.3 mmHg (95%CI, –14.3 to –4.2
mmHg) and–6.9mmHg(95%CI,–10.2 to–3.6mmHg), respec-
tively, with bariatric surgery (see Figure S37 and Figure S38).
The quality of evidence was moderate due to risk of bias associ-
ated with observational studies and a large effect size.

AHI/RDI: The AHI and RDI are commonly reported as
measures of OSA severity. The efficacy of bariatric surgery in
reducing the AHI in adults with obesity was evaluated using a
meta-analysis of 2 RCTs.283,284 Participants were randomized
to bariatric surgery or nutritional care. Participants were mostly
male, obese, and ranged from 18–65 years of age, with a BMI
>35kg/m2andsevereOSA,whowere treatedwithLAGBandfol-
lowed for a period ranging from 2–3 years. All participants
receivedCPAP therapy prior to surgery. Themeta-analysis dem-
onstrated a clinically significant mean difference in the AHI of
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–12.5events/h (95%CI,–23.0 to–2.0events/h)withbariatric sur-
gery compared with conservative nutritional care (see
FigureS39). The quality of evidencewasmoderate due to impre-
cision associated with a wide 95% confidence interval that
crossed the CST.

The efficacy of bariatric surgery in reducing the AHI in adults
withobesitywasalsoevaluatedusingameta-analysisof20obser-
vational studies.285–287,289–291,294,298–300,302,303,305–310,312,313

Participants were mostly female, 20–66 years of age, with a
mean BMI > 35 kg/m2 and moderate to severe OSA. The partic-
ipants were treatedwith a variety of procedures including gastric
banding, gastric bypass, or sleeve gastrectomy and followed
for a period ranging from 6 months–5 years. This meta-analysis
of 20 observational studies285–287,289–291,294,298–300,302,303,305
–310,312,313 demonstrated a clinically significant mean difference
in the AHI of –23.1 events/h (95% CI, –29.0 to –17.2 events/h),
representing a 66% reduction with bariatric surgery as measured
by the AHI (see Figure S40). The quality of evidence was mod-
erate due to risk of bias associated with observational studies
and a large effect size.

The efficacy of bariatric surgery in reducing the RDI in
adults with obesity was evaluated using a meta-analysis of 2
observational studies.286,296 Participants were mostly female
and middle-aged with a BMI > 35 kg/m2 who underwent gastric
bypass surgery and were followed for 6–42 months. The meta-
analyses demonstrated a clinically significant difference in the
RDI of –36.3 events/h (95% CI, –40.6 to –32.0 events/h) for a
reduction of 71% with bariatric surgery (see Figure S41). The
quality of evidence was moderate due to risk of bias associated
with observational studies and a large effect size.

Important outcomes

The following outcomeswere determined by the TF to be impor-
tant outcomes but not critical for evaluating the efficacyof bariat-
ric surgery to treat OSA in adults with obesity: LSAT, ODI,
snoring, BMI, optimal PAP level, and motor vehicle accidents.
None of the studies identified in our literature review reported
data for motor vehicle accidents.

Lowest oxygen saturation: The efficacy of bariatric surgery in
increasing the LSAT was evaluated using a meta-analysis of 9
observational studies.286,294,296,298,299,302,305,312,313 The studies
included retrospective and prospective cohort designs. Partici-
pants were mostly female, aged 20–66 years with moderate to
severe OSA and a BMI > 25 kg/m2. The participants underwent
LAGBor gastric bypass andwere followed for 6months–2years.
The meta-analysis demonstrated a clinically significant increase
in LSAT of 7.8% (95% CI, 6.0%–9.6%) with bariatric surgery
(see Figure S42). The quality of evidence was low due to risk
of bias associated with observational studies.

Oxygen desaturation index: The efficacy of bariatric surgery
in reducing the ODI was evaluated using a meta-analysis of 5
observational studies.286,300,305,312,313 The observational studies
included retrospective and prospective cohort designs. Partici-
pants ranged in age from 20–66 years with mild to severe OSA
and a BMI > 30 kg/m2. Both sexes were nearly equally repre-
sented across all studies. The participants underwent LAGB or
gastric bypass and were followed for 6 months–2 years. The

meta-analysis demonstrated a clinically significant reduction in
theODI of –19.1 events/h (95%CI, –25.0 to–13.3 events/h), rep-
resenting a 73% reduction with bariatric surgery (see
Figure S43). The quality of evidence for ODI was moderate
due to risk of bias associated with observational studies and a
large effect size.

Snoring: The efficacy of bariatric surgery to decrease snoring
was evaluated using an analysis of 1 prospective observational
cohort study286 that reported on the percentage of patients
snoring before and after surgery. Participants had a mean age of
39 ± 10 years and a BMI > 35 kg/m2 with moderate to severe
OSA who underwent gastric bypass surgery and were followed
for mean of 14 months. Both sexes were equally represented.
Analysis demonstrated a clinically significant reduction in the
percentage of patients snoring of –37.8% (95% CI, –60.9% to
–14.7%) with bariatric surgery (see Figure S44). The quality of
evidence was very low due to risk of bias associated with obser-
vational studies and imprecision associated with a small sam-
ple size.

The efficacy of bariatric surgery to decrease snoring was also
evaluated using a meta-analysis of 2 observational studies295,302

that reported on snoring frequency. Participants were mostly
female, 30–60 years of age,with aBMI > 35 kg/m2 andmoderate
to severe OSA who underwent gastric bypass, vertical banded
gastroplasty, or gastric banding andwere followed for 1–2 years.
Themeta-analysis demonstrated a clinically significant decrease
in the odds of snoring of 0.4 (95% CI, 0.03–5.10) with bariatric
surgery (see Figure S45). The quality of evidence was very low
due to risk of bias associated with observational studies and
imprecision associated with a wide 95% confidence interval
that crossed the CST.

BMI: The efficacy of bariatric surgery in reducing BMI in
adults with obesity and OSA was evaluated using an analysis
of 1 RCT284 that reported on BMI. Participants were random-
ized to LAGB or nutritional care. The RCT included partici-
pants (21 Male:16 Female) with OSA ranging from moderate
to severe, a BMI > 35 kg/m2, and no significant comorbidities
who used PAP therapy prior to surgery. The duration of follow-
up after surgery was 2 years. The analysis demonstrated a clin-
ically significant reduction in BMI of –10.4 kg/m2 (95% CI,
–15.3 to –5.5 kg/m2) with bariatric surgery compared with con-
servative nutritional care (see Figure S46). The quality of evi-
dence was moderate due to imprecision associated with a small
sample size.

The efficacy of bariatric surgery in reducing BMI in adults
with obesity and OSAwas also evaluated using 25 observational
studies285–291,293,294,296–309,312,313 that reported on BMI. The
observational studies included retrospective and prospective
cohort and case-control designs. Participants were mostly
female, 20–66 years of age, with a mean BMI > 30 kg/m2 and
mild to severe OSA. The participants underwent a variety of bar-
iatric procedures including gastric banding, gastric bypass,
and sleeve gastrectomy and were typically followed for 1 year
(range: 6 months–5 years) after surgery. The meta-analysis
demonstrated a clinically significant reduction in BMI of –12.8
kg/m2 (95% CI, –14.3 to –11.4 kg/m2) with bariatric surgery
(see Figure S47). The quality of evidence was moderate

D Kent, J Stanley, RN Aurora, et al. Review: referral of adults with OSA for surgical consultation

Journal of Clinical Sleep Medicine, Vol. 17, No. 12 2517 December 1, 2021



due to risk of bias associated with observational studies and a
large effect size.

Optimal PAP level: The efficacy of bariatric surgery to lower
PAPlevel requirements to facilitate futurePAPusewasevaluated
using a meta-analysis of 3 observational studies.296,301,302 The
studies included retrospective and prospective cohort designs.
Participants were mostly female with mild to severe OSA and a
BMI> 40 kg/m2whowere prescribedCPAP prior to surgery. Par-
ticipants underwent either LAGB or gastric bypass and were fol-
lowed for 1–2 years. The meta-analysis demonstrated a clinically
significant decrease in optimal CPAP level of –3.1 cm H2O
(95%CI, –4.2 to –1.9 cmH2O)with bariatric surgery (see Figure
S48).Thequalityofevidence foroptimalCPAPlevelwasvery low
due to risk of bias and imprecision associated with a small sam-
ple size.

Overall quality of evidence

TheTFdetermined that the overall quality of evidence for the use
of bariatric surgery in patients with obesity andOSAwasmoder-
ate due to risk of bias and large effect size associated with the
observational studies, and imprecision within the RCTs (see
Table S2).

Benefits vs harms

Thebenefits of bariatric surgery inpatientswith obesity andOSA
include a reduction in AHI/RDI, BP, ODI, excessive sleepiness,
BMI, snoring, and optimal CPAP level, and an increase in the
LSAT. Benefits demonstrated in literature are limited to patients
considered appropriate for bariatric surgery by the treating sur-
geon and may not be representative of all patients with OSA
and obesity. While the benefits of bariatric surgery are clinically
significant, the surgeonneeds toconsider factors thatwouldmake
apatient at higher risk of surgical intervention,which are not cap-
tured by this analysis. Selection bias may be present in the
observed outcomes as compliance with lifestyle changes is
required of patients undergoing bariatric surgery. It is difficult
to determine whether the effects of bariatric surgery on BP and
ESSaredirectly attributed toweight loss fromsurgery or the low-
ering of AHI. Bariatric surgery is therefore not considered a cure
for OSA. Potential harms of bariatric surgery include short-term
perioperative discomfort, and this should be discussed as part of
the preoperative informed consent process between the surgeon
and patient. Additionally, ironmalabsorption, gastric ulcer, vita-
min deficiency, bowel obstruction or leak, gastrointestinal reflux
disorder, and gastric band slippage have been reported but the
incidenceof these is low.However,1observational study294dem-
onstrated a clinically significant increase in the risk difference in
ironmalabsorption of 0.1 (95%CI,–0.1 to 0.3) after bariatric sur-
gery (seeFigure S49). Analysis of 1RCT283 demonstrated a risk
difference in incidence of gastric ulcer that was not clinically sig-
nificant after bariatric surgery compared with conservative
weight loss (see Figure S50). Based on their combined clinical
experience and the substantial effects of bariatric surgery on
objective and subjective measures of disease, the TF judged
that the potential benefits of a discussion regarding referral to a
bariatric surgeonwith patients who are intolerant or unaccepting
of PAP therapy outweigh the potential harms of untreated OSA.

The TF observed that the balance of risks vs benefits for bariatric
surgery is highly dependent upon an individual patient’s OSA
severity, symptoms,medical comorbidities, and selected surgical
therapy but noted that a discussion of individualized risks and
benefits is a standard component of the preoperative informed
consent process.

Resource use

There is insufficientevidence in the literature tocompare thecosts
of bariatric surgery to nutritional care or untreated OSA.

Patient values and preferences

Because acceptability of surgical interventions varies and there is
little harm indiscussing referral, basedon their combined clinical
experience the TF judged that most patients would generally be
accepting of a discussion regarding referral. The choice to pursue
referral is expected to vary between patients based on personal
values, beliefs, and expectations for recovery time or pain with
surgery.

Surgical treatment of patients to facilitate PAP use
A total of 7 observational studies46,57,141,201,250,279,314 investi-
gated the use of surgery as an adjunctive procedure to facilitate
theuseofPAPby improving1ormoreof the followingoutcomes:
optimal PAP level, excessive sleepiness, adherence, AHI/RDI,
sleep-related QOL, sleep quality, and LSAT. Three of the stud-
ies46,141,279 were retrospective and 4 of the studies57,201,250,314

were prospective cohorts. Participants in the studies weremostly
male, 23–66 years of age, with ameanBMI < 32 kg/m2 andmod-
erate to severe OSA, who underwent a variety of surgical proce-
dures includingnasal, tonsil, andpalatalmodificationprocedures
and were offered CPAP after surgery. Most of the participants
were intolerant toCPAPprior tosurgery. Inall studiesCPAPtitra-
tionwas performedbefore and after surgery.All procedureswere
performed in an operating room and patients were followed for a
period ranging from 3–12 months. Meta-analyses were per-
formedtoassess theefficacyof surgeryasanadjunctive treatment
of OSA in adults. The meta-analyses are provided in Figure S51
through Figure S55 in the supplemental material. A summary of
findings is provided inTable S3 in the supplemental material. A
summary of the evidence for each outcome is provided below.

Critical outcomes

The following outcomeswere determined by the TF to be critical
for evaluating the efficacy of surgery as an adjunctive procedure
to facilitate the use of PAP by improving 1 ormore of the follow-
ing outcomes: excessive sleepiness, QOL, sleep quality, snoring,
optimal PAP level, and adherence to PAP therapy. None of the
studies identified in our literature review reported data for QOL
or snoring.

Excessive sleepiness: The efficacy of adjunctive surgery to
reduce excessive sleepiness was evaluated using a meta-
analysis of 3 observational studies.46,57,201 The observational
studies included retrospective and prospective cohort designs.
Participants were mostly male, 29–63 years of age, with a mean
BMI < 32 kg/m2 andmoderate to severe OSA, whowere intoler-
ant to CPAP prior to multilevel upper airway surgery,46
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tonsillectomy,201 andnasal57 surgery.Participantswere followed
for a range of 3–6 months after surgery. The meta-analysis dem-
onstrated a clinically significant decrease in excessive sleepiness
as measured by a change in ESS of –6.0 points (95% CI, –7.2 to
–4.7 points) with adjunctive surgery (seeFigure 51). The quality
of evidence was low due to risk of bias associated with observa-
tional studies.

Optimal PAP level: The efficacy of adjunctive surgery to
reduce the optimal PAP level was evaluated using a meta-
analysis of 6 observational studies.46,141,201,250,279,314 Partici-
pants were mostly male, 18–68 years of age, who had a BMI
of <40 kg/m2 and moderate to severe OSA who underwent a
variety of surgical procedures and were followed for 6 months.
Themeta-analysisdemonstratedaclinicallysignificant reduction
in optimal CPAP level of –2.5 cmH2O (95%CI, –3.5 to –1.4 cm
H2O) with adjunctive surgery (see Figure S52). The quality
of evidence was low due to risk of bias associated with observa-
tional studies.

PAP adherence: The efficacy of adjunctive surgery to improve
PAPadherencewasevaluatedusingameta-analysisof2prospec-
tive cohort studies.250,314 Participants were mostly male, 31–66
years of age with severe OSA and underwent modified tongue-
base suspension250 or multilevel surgery314 to facilitate CPAP
use and were followed for a range of 3–6 months. One study250

included participants with no prior CPAP use while the other
study314 included participants who were intolerant to CPAP.
The meta-analysis demonstrated a clinically significant increase
in CPAP adherence of 2.2 h/night (95%CI, 0.2–4.1 h/night) with
adjunctive surgery (seeFigureS53). Thequality of evidencewas
very low due to risk of bias associated with observational studies
and imprecision associated with a small sample size and a wide
95% confidence interval that crossed the CST.

Important outcomes

The following outcomeswere determined by the TF to be impor-
tant outcomes but not critical for evaluating the efficacy of sur-
gery as an adjunctive procedure to facilitate the use of PAP by
improving 1 or more of the following outcomes: AHI/RDI and
LSAT. Meta-analyses for AHI/RDI included all definitions as
reported in the studies.

AHI/RDI: The efficacy of adjunctive surgery to reduce the AHI
severity was evaluated using a meta-analysis of 5 observational
studies.46,141,201,250,314 Participants were mostly male and
31–66 years of age with a mean BMI < 32 kg/m2 and moderate
to severe OSAwho underwentmultilevel46,314 or palatal modifi-
cation141,201,250 surgery and were followed for a range of 3–12
months. The meta-analysis demonstrated a clinically significant
reduction in the AHI of –22.9 events/h (95% CI, –33.9 to –11.9
events/h) for a 41%reduction (seeFigureS54).None of the stud-
ies reported on the RDI. The quality of evidence was low due to
risk of bias associated with observational studies.

Lowest oxygen saturation: The efficacy of adjunctive surgery
to increase the LSAT was evaluated using a meta-analysis of 2
prospective cohort studies.201,314 Participants in the
studies were mostly male and 23–54 years of age with severe
OSA who underwent multilevel314 or palatal modification201

surgery and were followed for 3–4 months and 6 months,
respectively.

Meta-analysis of 2 observational studies demonstrated a clin-
ically significant increase in the LSAT of 10.4% (95% CI,
7.0%–13.8%) asmeasured byPSG (seeFigure S55). The quality
of evidencewasvery lowdue to riskofbiasassociatedwithobser-
vational studies and imprecision associated with a small sample
size and a wide 95% confidence interval that crossed the CST.

Overall quality of evidence

TheTFdetermined that the overall quality of evidence for the use
of surgical treatments to facilitate PAPusewasvery lowbasedon
the critical outcomes anddowngradingof the evidencedue to risk
of bias associated with observational studies and imprecision
within the RCTs (see Table S3).

Benefits vs harms

The potential benefits of upper airway surgery as an adjunctive
procedure to facilitate effective PAP therapy include a reduction
in optimalPAP level, excessive sleepiness, andAHI/RDI, aswell
as an increase in PAP adherence and LSAT. Benefits demon-
strated in literature were limited to patients considered appropri-
ate for surgery by the treating surgeon and may not be
representativeof all patientswithPAP-related side effects or sub-
optimal use. The potential harms of upper airway surgery include
short-term discomfort that is expected during postoperative
recovery and is discussed during the informed preoperative con-
sent process between the surgeon and patient. Surgery carries
inherent risks but based on their combined clinical experience
and themoderateeffectsofsurgeryonPAPpressurerequirements
and adherence, the TF judged that the potential benefits of a dis-
cussion regarding referral to a sleep surgeon for consideration of
surgery as an adjunctive procedure to facilitate PAP use may, in
some patients, outweigh the potential harms of suboptimal
PAP-related side effects and adherence depending on their sever-
ity. Regardingwhether referral is discussed, the TFobserved that
the balance of risks vs benefits for upper airway is highly depen-
dent upon an individual patient’sOSA severity, symptoms,med-
ical comorbidities, and selected surgical therapy but noted that a
discussion of individualized risks and benefits is a standard com-
ponent of the preoperative informed consent process.

Resource use

There are insufficient data to assess differences in resource
requirements for surgical referral vs suboptimal PAP use.

Patient values and preferences

Because acceptability of surgical interventions varies and there is
little harm in offering referral, based on their combined clinical
experience the TF judged that most patients would generally be
accepting of a discussion regarding referral but that the clinical
utility of it may be more limited in patients who are partially
PAPcompliantasopposed to thosewhoarecompletelyuntreated.
The choice to pursue referral is expected to vary between patients
based on personal values, beliefs, and expectations for recovery
time or pain with surgery.
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Surgical treatment as an initial therapy in patients with
a major upper airway anatomical abnormality
TwoRCTs36,39 and15observational studies60,81,82,102,103,121,122,
145,173,193,204,217,219,244,266 investigated the use of surgery to
improve 1 or more of the following outcomes: AHI/RDI, exces-
sive sleepiness, LSAT, sleep-related QOL, snoring, ODI, SBP,
optimal PAP pressure, motor vehicle accidents, perioperative
death, permanent dysphagia, and other serious persistent side
effects. For the RCTs,36,39 participants were randomized to sur-
gery or no treatment. Participantsweremostlymale, 18–65 years
ofage,withameanBMI<30kg/m2,moderate tosevereOSA,and
tonsillar hypertrophy with velopharyngeal obstruction whowere
intolerantorunacceptingofCPAPtherapy.Theparticipantsunder-
went palatal modification surgery and were followed for 4–7
months. For the observational studies,60,81,82,102,103,121,
122,145,173,193,204,217,219,244,266 comparisons between pretreatment
and posttreatment were made. The studies included retrospective
and prospective cohort and case-control designs. Participants
were mostly male, 21–67 years of age, with a mean BMI < 35
kg/m2, moderate to severe OSA, and a major upper airway ana-
tomic abnormality. These abnormalities included tonsillar hyper-
trophy, class II occlusion (Angle classification), retrognathia, or
maxillary hypoplasia. Participants underwent either tonsillectomy
or maxillomandibular surgery and were followed for 3 months–3
years.Severalmeta-analyseswereperformed toassess theefficacy
of surgery as an initial therapy to treat OSA in adults. The meta-
analysesareprovidedinFigureS56 throughFigureS71 inthesup-
plemental material. A summary of findings table is provided in
TableS4 in the supplementalmaterial.Asummaryof theevidence
for each outcome is provided below.

Critical outcomes

The following outcomeswere determined by the TF to be critical
for evaluating the efficacy of surgery as an initial therapy: exces-
sive sleepiness, QOL, sleep quality, snoring, AHI/RDI, LSAT,
ODI, perioperative death, and permanent dysphagia. Meta-
analyses for AHI/RDI included all definitions as reported in the
studies. None of the studies identified in our literature review
reported data for QOL, sleep quality, or perioperative death.

Excessive sleepiness: Theefficacyofsurgeryasan initial therapy
to reduce excessive sleepinesswas evaluated using ananalysisof1
RCT39 that reported on the ESS. Participants were mostly male,
18–65 years of age, with a mean BMI < 30 kg/m2, moderate to
severe OSA, tonsillar hypertrophy with velopharyngeal obstruc-
tion,andintolerancetoCPAP.Participantsunderwentpalatalmod-
ification surgery and were followed for a mean of 4.4 ± 1 months.
The analysis demonstrated a clinically significant reduction in
excessive sleepiness of –3.4 points (95% CI, -6.3 to –0.5 points)
asmeasured by the ESS (seeFigure S56). The quality of evidence
was moderate due to imprecision associated with a small sample
size and a wide 95% confidence interval that crossed the CST.

Theefficacyofsurgeryasan initial therapy to reduceexcessive
sleepiness was evaluated using a meta-analysis of 2 prospective
cohort studies122,145 that reported on the ESS. Participants were
mostly male, 21–67 years of age, with a mean BMI < 30 kg/m2,
moderate to severe OSA, and tonsillar hypertrophy. Participants
underwent tonsillectomy122 or palatal modification surgery145

and were followed for 3–6 months. The meta-analysis demon-
strated a clinically significant reduction in excessive sleepiness
of –6.0 points (95% CI, –8.4 to –3.6 points) as measured by the
ESS (see Figure S57). The quality of evidence was very low
due to risk of bias associated with observational studies and
imprecision associated with a small sample size.

Snoring: The efficacy of surgery as an initial therapy to decrease
snoringwas evaluated using an analysis of 1 RCT39 that reported
on snoring. Participants were mostly male, 18–65 years of age,
with a mean BMI < 30 kg/m2, moderate to severe OSA, tonsillar
hypertrophywith velopharyngeal obstruction, and intolerance to
CPAP.Analysis demonstrated a clinically significant decrease in
snoring of –3.7 points (95% CI, -5.3 to –2.1 points) as measured
on a 10-point VASwith surgery (seeFigure S58). The quality of
evidencewasmoderatedue to imprecisionassociatedwithasmall
sample size.

The efficacy of surgery as an initial therapy to decrease snoring
was also evaluated using a meta-analysis of 2 observational stud-
ies103,204 that reported on snoring. Participants were mostly male,
29–60yearsofage,withameanBMI<40kg/m2,moderate tosevere
OSA,andamajoranatomicalobstructionwhofailedCPAPtherapy.
Participants underwent palatal modification219 or UPPP103 proce-
dures and were followed for 6 months–1 year. The meta-analysis
demonstrated a clinically significant decrease in snoring of –5.5
points (95% CI, -5.9 to –5.1 points) as measured on a 10-point
VAS after surgery (see Figure S59). The quality of evidence was
low due to risk of bias associated with observational studies.

AHI/RDI: The AHI and RDI are commonly reported as meas-
ures ofOSAseverity. The efficacy of surgery as an initial therapy
to reduce the AHI was evaluated using a meta-analysis of 2
RCTs.36,39 Participants were mostly male, 18–65 years of age,
with a mean BMI < 30 kg/m2, moderate to severe OSA, and ton-
sillar hypertrophy with velopharyngeal obstruction who were
intolerant or unaccepting of CPAP therapy. The meta-analysis
demonstrated a clinically significant reduction in AHI of –20.6
events/h (95%CI, –39.0 to –2.1 events/h) with surgery (see Fig-
ure S60). The quality of evidence was moderate due to impreci-
sion associated with a small sample size and a wide 95%
confidence interval that crossed the CST.

The efficacy of surgery as an initial therapy to reduce the AHI
was also evaluated using a meta-analysis of 7 observational stud-
ies.60,81,102,121,122,145,173 Participants were mostly male, 21–67
years of age, with a mean BMI < 35 kg/m2 andmoderate to severe
OSA who had tonsillar hypertrophy or maxillomandibular
abnormality.60,76,81,102,103,173,181,201,219,256,276,315–317 Most of
them were offered but intolerant to CPAP and underwent palatal
modification ormaxillomandibular advancement (MMA) surgery
andwere followed for 3 months–2 years. The meta-analysis dem-
onstrated a clinically significant reduction inAHI of –37.6 events/
h (95%CI, –49.4 to –25.7 events/h), resulting in an 84% reduction
with surgery (see Figure S61). A subgroup analysis of 4 observa-
tional studies60,81,121,173 including participants with maxilloman-
dibular abnormalities demonstrated a clinically significant
reduction in AHI of –42.5 events/h (95% CI, –49.4 to –35.5
events/h), resulting in an 85% reduction with surgery (see Figure
S61). A subgroup analysis of 3 observational studies102,122,145

including participants with tonsillar hypertrophy demonstrated a
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clinically significant reduction inAHI of –31.1 events/h (95%CI,
–48.7 to –13.4 events/h), resulting in an 82% reduction with sur-
gery (see Figure S61). The quality of evidence was moderate
due to risk of bias associatedwithobservational studies and a large
effect size.

The efficacy of surgery as an initial therapy to reduce the RDI
was evaluated using an analysis of 1RCT39 that reported onRDI.
Participants were randomized to tonsillectomy with UPPP or no
treatment and were followed for 3 months. Participants were
mostlymale,middle-aged, and had aBMI< 34 kg/m2,withmod-
erate to severe OSA, tonsillar hypertrophy, and intolerance to
CPAP. The RCT39 demonstrated a clinically significant reduc-
tion in the RDI of –6.9 events/h (95% CI, –21.0 to 7.2 events/h)
(see Figure S62). The quality of evidence was moderate due to
imprecision associated with a small sample size.

The efficacy of surgery as an initial therapy to reduce the RDI
was also evaluated using meta-analysis of 2 observational stud-
ies.82,244 The participants underwent palatal modification surgery
or no treatment and were followed for 4–7 months. The meta-
analysis demonstrated a clinically significant reduction in the
RDIof–41.5 events/h (95%CI,–65.6 to–17.4 events/h), resulting
in an 82% reduction with surgery (see Figure S63). A subgroup
analysis of 1 observational study82 that included participants
with maxillomandibular abnormalities demonstrated a clinically
significant reduction in the RDI of –53.7 events/h (95% CI,
–64.1 to–43.3events/h) (seeFigureS63).Another subgroupanal-
ysisof1observational study213 that includedparticipantswith ton-
sillar hypertrophy demonstrated a clinically significant reduction
in the RDI of –29.1 events/h (95% CI, –40.4 to –17.8 events/h)
with surgery (see Figure S63). The quality of evidence was very
low due to risk of bias associated with observational studies and
imprecision associated with a small sample size.

Lowest oxygen saturation: The efficacy of surgery as an initial
therapy to increase the LSATwas evaluated using an analysis of 1
RCTinparticipantswithamajorupper airwayanatomicalobstruc-
tion39 that reported on the LSAT. Participants were mostly
male, 18–65 years of age, with ameanBMI < 30 kg/m2, moderate
to severe OSA, tonsillar hypertrophy with velopharyngeal
obstruction, and intolerance toCPAP. Participants underwent pal-
atal modification surgery andwere followed for a mean of 4.4 ± 1
months. Analysis demonstrated an increase in the LSAT that was
not clinically significant with surgery (see Figure S64). The
quality of evidence was very low due to risk of bias associated
withobservational studies and imprecision associatedwith a small
sample size and a wide 95% confidence interval that crossed
the CST.

The efficacy of surgery as an initial therapy to increase the
LSAT was also evaluated using a meta-analysis of 4 observa-
tional studies in participants with either tonsillar hypertrophy or
maxillomandibular abnormalities60,102,173,244 that reported on
the LSAT. Participants were mostly male, 24–55 years of age,
with a mean BMI < 30 kg/m2 with moderate to severe OSA and
amajor upper airway anatomical obstruction. Participants under-
went MMA,60,173 palatal modification,244 or UPPP102 proce-
dures and were followed for 3–6 months. The meta-analysis
demonstrated a clinically significant increase in the LSAT of
9.1% (95% CI, 6.4%–11.9%) that represented a 16%

improvementwithsurgery (seeFigureS65).Asubgroupanalysis
of 2 studies60,173 including participants with maxillomandibular
abnormalities demonstrated a clinically significant increase in
LSAT of 10.3% (95% CI, 4.5%–16%) with surgery (see Figure
S65). A subgroup analysis of 2 studies including participants
with tonsillar hypertrophy demonstrated a clinically significant
increase in LSAT of 8.3% (95% CI, 5.2%–11.4%) with surgery
(see Figure S65).102,244 The quality of evidence was low due to
risk of bias associated with observational studies.

Oxygen desaturation index: The efficacy of surgery as an ini-
tial therapy todecrease theODIwasevaluatedusingananalysisof
1 retrospective study266 that reported on the ODI. Participants
were mostly male, mean age 42 ± 11 years, and mean BMI < 30
kg/m2, with severe OSA and retroglossal obstruction. No use of
CPAP was mentioned prior to surgery. Participants underwent
coblation lingual tonsil removal andwere followed for 6months.
Analysis demonstrated a clinically significant decrease in the
ODI of –18.5 events/h (95% CI, –26.8 to –10.2 events/h) for a
56% reduction after surgery (seeFigure S66). The quality of evi-
dencewas very lowbased on riskof bias associatedwith observa-
tional studies and imprecision associated with a small
sample size.

Permanent dysphagia: The risk of permanent dysphagia from
upper airway surgery in patients with OSA and a major obstruc-
tionwas evaluated using ameta-analysis of 5 observational stud-
ies.122,145,204,217,266 The observational studies included
retrospective and prospective cohort designs. Participants were
mostly male, 21–67 years of age, with a mean BMI < 35 kg/m2

and moderate to severe OSAwith an oropharyngeal obstruction.
Participants underwent multilevel or hypopharyngeal surgery,
tonsillectomy, or palatal modification procedures and were fol-
lowed for 3 months–4 years. The meta-analysis demonstrated a
risk difference in permanent dysphagia before and after surgery
that was not clinically significant (see Figure S67). The quality
of evidencewasvery lowdue to riskofbiasassociatedwithobser-
vational studies and imprecision associatedwith awide95%con-
fidence interval that crossed the CST.

Important outcomes

The following outcomeswere determined by the TF to be impor-
tant for evaluating the efficacy of surgery as an initial therapy:BP
andmotor vehicle accidents. None of the studies identified in our
literature review reported data for motor vehicle accidents.

Blood pressure: The efficacy of surgery as an initial therapy to
decreasemeanSBPwasevaluatedusingananalysisof1 retrospec-
tive study.219 Participants were mostly male, 29–51 years of age,
with ameanBMI<35kg/m2 and severeOSAwith tonsillar hyper-
trophy who failed CPAP before beginning surgery. Participants
underwent tonsillectomy and simultaneous palatoplasty proce-
dures andwere followed for 1 year. Analysis demonstrated a clin-
ically significant decrease in SBP of –8.7 mmHg (95%CI, –11 to
–6mmHg)after surgery (seeFigureS68). Thequalityof evidence
wasvery lowdue to riskofbias associatedwithobservational stud-
ies and imprecision associated with a small sample size.

None of the articles included in this review reported on DBP.
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Overall quality of evidence

TheTFdetermined that the overall quality of evidence for the use
of surgical treatments as an initial therapy was low based on the
critical outcomes and downgrading of the evidence due to risk
of bias associated with the observational studies and imprecision
within the RCTs (see Table S4).

Benefits vs harms

The potential benefits of upper airway surgery as an initial therapy
include a reduction in excessive sleepiness, snoring, SBP,
AHI/RDI, and ODI, and an increase in LSAT. Benefits demon-
strated inliteratureare limited topatientswithamajorupperairway
anatomical obstruction considered appropriate for surgery by the
treating surgeon and may not be representative of all patients
with OSA with similar anatomic findings. The potential harms of
surgery includeshort-termdiscomfort that isexpectedduringpost-
operative recovery and is discussed during the preoperative
informed consent process. Additionally, potential persistent
long-termsideeffects including taste alteration,mandibular pares-
thesia, andaspirationhavebeenreportedwithsomesurgicalproce-
dures, but the incidence of these is low. An analysis of 1
observational study217 demonstrated a risk difference in persistent
taste alterationwith surgery that was not clinically significant (see
Figure S69).Meta-analysis of 2 observational studies193,217 dem-
onstrated a clinically significant risk of persistent mandibular par-
esthesia of 0.17 (95% CI, 0.09–0.24) with surgery (see Figure
S70). An analysis of 1 observational study217 demonstrated a clin-
icallysignificantriskinpersistentaspirationof0.05(95%CI,–0.01
to 0.11)with surgery (seeFigure S71). Given that even low surgi-
cal risksareelevatedascompared to theminimal riskof initialPAP
therapy, thebalanceofbenefits toharms favorsPAP therapyas ini-
tial treatment over discussion of referral for surgical evaluation.
Nevertheless, the presence of major upper airway anatomical
obstructionmay tip the balance in favor of surgical referral discus-
sion depending on a patient’s upper airway medical history.
Despite the low risk of surgical referral discussion, there is no
harm in an initial trial of PAP therapy if other surgical indications
are not present. Given that the intent of discussion of sleep surgery
referral in this clinical scenario is consideration of upper airway
surgery prior to any PAP trial, based on their combined clinical
experience the TF judged that the potential benefits of surgical
referral discussion in patientswithmajor upper airway anatomical
obstruction do not exceed the potential benefits of an initial PAP
trial for OSA in the absence of other medical conditions affecting
upper airway patency.

Resource use

There are insufficient data to assess differences in resource
requirements for surgery vs PAP therapy or no treatment.

Patient values and preferences

Because acceptability of surgical interventions varies and there is
little harm in offering referral, based on their combined clinical
experience the TF judged that most patients would generally be
accepting of a discussion regarding referral but that its clinical
utility may be more limited in patients who are partially PAP
compliant as opposed to those who are completely untreated.

The choice to pursue referral is expected to vary between patients
based on personal values, beliefs, and expectations for recovery
time or pain with surgery.

DISCUSSION AND FUTURE DIRECTIONS

OSA is a common sleep disorder with significant physical, psy-
chological, and social impacts. PAP is a highly efficacious treat-
ment, but adherence to therapy is variable. Alternative surgical
therapies to OSAhave been available for decades but are sporad-
ically employed for patients unaccepting or intolerant of PAP,
creating a large, untreated populationoften lost to follow-up.Pre-
vious AASM surgical guidelines for OSA focused on evaluation
of specific surgical therapies with recommendations that were
broadly applied across diverse populations.Nonetheless, a grow-
ing body of evidence suggests that OSA is a heterogeneous dis-
ease composed of many pathophysiologic mechanisms with
varying presentations and responses to different treatments.
The review of surgical literature presented here was designed to
meet the needs of the sleep clinician considering a discussion of
referral for surgical consultation for a patient found to be intoler-
ant or unacceptingofPAP therapyor tohave significant anatomic
abnormalities. To that end, this review sought to best inform the
sleep clinician’s decision-making process regarding a discussion
of referral for surgery by evaluating the overall impact of surgical
interventions rather than stratifying by specific intervention.
Patient-specific values and preferences may affect the decision
for or against a variety of surgical options. It is ultimately the pur-
view of the consulting surgeon to assess a patient’s anatomy for
potential surgical options, and to conduct a comprehensive dis-
cussion regarding potential risks and benefits so that the patient
may make an informed decision. The conclusions in this review
are limited to the available published data and by any inherent
issueswith underlying study designs. The systematic reviewper-
formedby the task force identified several areas thatmerit further
investigation to determine effects on patient outcomes and better
inform clinical decision-making. Consistent limitations across
the literature are outlined below.

Limitations
Several issues were noted across the studied literature.

1. Variability in theprocedural choiceand technique:Awide
variety of surgical techniques was evaluated for thera-
peutic use in populations described using only basic
demographic information. Anatomic information was
rarely included to justify procedural selection. Many
studies were isolated retrospective cohorts examining a
unique modification of a standard surgical technique.

2. Nonstandardized reporting of outcomes: A portion of the
studies reviewed did not define internal success or failure
criteria in assessed surgical outcomes, used nonstandard
criteria for evaluating outcomes of interest, or used non-
validated internal metrics for measuring outcomes, pre-
venting inclusion for meta-analysis.

3. Small and heterogeneous study populations with inherent
selection bias: The surgical literature mainly comprises
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retrospective cohort studieswithout a control comparator.
This is partly due to ethical considerations: randomized
controlled trials with sham surgical interventions may
cause significant harm without potential for benefit.
Nonetheless, inclusion and exclusion criteria were often
ill-defined or undocumented, limiting understanding of
patient selection criteria and introducing potential selec-
tion biases. Generalizability to underrepresented groups
in the extant literature may be limited.

4. Lack of blinding: Many of the patient-centered outcomes
evaluated depend on patient-reported validated question-
naires to assess treatment response. Because there are
ethical considerations surrounding sham surgery, patients
in most evaluated studies were not blinded to their treat-
ment modality, which may impact responses.

Some literature limitations are due to the historical progressionof
alternative surgical therapies for OSA treatment. Until the mid-
2000s,surgical therapywasprimarily limited touvulopalatophar-
yngoplasty,maxillomandibularadvancement,andtracheostomy.
These procedures continue to form the bulk of the available sur-
gical literature and in the past were applied indiscriminately
across heterogeneous populations prior to the development of
current diagnostic and therapeutic options. The last 15 years
have seen a proliferation of new therapeutic options enabled by
advances in surgical technology including pharyngeal surgeries
tailored to the individual patient’s anatomy, transoral robotic sur-
gery, andhypoglossalnerve stimulation.More recently, surgeons
have begun to make a concerted effort to better understand what
anatomic features best respond to selected interventions, using
more complex diagnostic tools such as ultrasound, optical coher-
ence tomography, cineMRI, and drug-induced sleep endoscopy.

Changing popularity of bariatric procedures over the last decade
(from gastric banding as the most common procedure in 2010 to
sleeve gastrectomy as the most common procedure in 2020) may
have a different impact on OSA than observed in this analysis due
to increased effectiveness on weight loss. In addition, weight loss
occursatdifferentratesafterbariatricsurgery,andtherewasnostan-
dard time frameforpostoperativeoutcomesassessment.During the
surgicalconsultation, thesurgeonwilldiscusslifestylechangesnec-
essary to be successful with bariatric surgery. Ultimately, patients
will have to agree to major lifestyle changes to be successful with
bariatric surgery and some are not ready for these changes.

Future research needs
Despite the promise of these emergingdiagnostic and therapeutic
alternatives, more studies are needed to better characterize OSA
surgery response criteria and to ensure reproducibility. Clinical
decision-making and guideline recommendations are expected
to improve as research efforts expand into several key areas. In
general, there is a need for standardized classification schema
incorporating anatomic and nonanatomic data found to predict
physician and patient-centered outcomes of interest. Research
has historically focused on the AHI, but it does not always corre-
late well with patient-reported concerns such as daytime sleepi-
ness, socially disruptive snoring, and comorbid health risks.
Validated metrics for quantifying patient-centered outcomes of
interest (eg, QOL) would benefit from development through

focusgroupandsurveystudiesevaluatingpatient treatmentprior-
ities. More research on surgical outcomes beyond standard poly-
somnography metrics are needed to better quantify changes in
patient-centered outcomes aswell as long-term cardiometabolic,
neurocognitive, and mortality outcomes.

A relative paucity of literature evaluates the impact of surgical
interventionsonPAPsetting requirements, adherence, andbenefit.
Surgery is historically considered to be a second-line therapy
option forOSAafter absolute failureofPAP,but there isa growing
recognition of the role for surgery to improve PAP tolerance. Sub-
population research is needed to determine which surgical thera-
pies can benefit initial or repeat PAP exposure, or even be
curative of disease. Furtherwork is also required to better evaluate
patientpreferences forPAPvssurgeryasa first-line therapy, and to
evaluate which patient characteristics and surgical interventions
most impact future PAP adherence. More comparative effective-
ness trials comparing surgery tomedical therapies for OSAwould
helpcliniciansbetter understandwheredifferent surgical therapies
stand in theOSA treatment algorithm.Longitudinal cohort studies
tracking long-term surgical outcomes are rare and complicated by
substantial attrition rates. Further studies are required to assess the
true long-term durability of surgical interventions.

Last, the large effect size of bariatric surgery onOSA requires
further exploration to better understand patient-centered out-
comes of interest and phenotypes best responding to surgery.
The optimal timing of postoperative re-evaluation for OSA is
unknown, and there is a need for studies exploring the impact of
bariatric surgery on OSA in patients with a BMI < 35 mg/kg2

given the observed benefit seen in patients with other comorbid-
ities, such as diabetes.

ABBREVIATIONS

AASM, American Academy of Sleep Medicine
AHI, apnea-hypopnea index
BMI, body mass index
BP, blood pressure
COI, conflict of interest
CST, clinical significance threshold
DBP, diastolic blood pressure
ESS, Epworth Sleepiness Scale
FOSQ, Functional Outcome of Sleep Questionnaire
GRADE, Grading of Recommendations Assessment, Develop-

ment and Evaluation
HNS, hypoglossal nerve stimulation
LAGB, laparoscopic adjustable gastric banding
LSAT, lowest oxygen saturation
MMA, maxillomandibular advancement
ODI, oxygen desaturation index
OSA, obstructive sleep apnea
PAP, positive airway pressure
PICO, Patient, Intervention, Comparison, and Outcomes
PSQI, Pittsburgh Sleep Quality Index
QOL, quality of life
RCT, randomized controlled trial
RDI, respiratory disturbance index
SAQLI, Calgary Sleep Apnea Quality of Life Index

D Kent, J Stanley, RN Aurora, et al. Review: referral of adults with OSA for surgical consultation

Journal of Clinical Sleep Medicine, Vol. 17, No. 12 2523 December 1, 2021



SBP, systolic blood pressure
TF, task force
UPPP, uvulopalatopharyngoplasty
VAS, visual analog scale
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288. de Assunç~ao Machado AC, da Silva AMV, Signori LU, da Costa Alvarez G, Mottin
CC. Endothelial function of patients with morbid obesity submitted to Roux-en-Y
gastric bypass with and without obstructive sleep apnea-hypopnea syndrome.
Obes Surg. 2018;28(11):3595–3603.

289. de Raaff CA, Coblijn UK, Ravesloot MJ, de Vries N, de Lange-de Klerk ES, van
Wagensveld BA. Persistent moderate or severe obstructive sleep apnea after
laparoscopic Roux-en-Y gastric bypass: which patients? Surg Obes Relat Dis.
2016;12(10):1866–1872.

D Kent, J Stanley, RN Aurora, et al. Review: referral of adults with OSA for surgical consultation

Journal of Clinical Sleep Medicine, Vol. 17, No. 12 2530 December 1, 2021



290. del Genio G, Limongelli P, Del Genio F, Motta G, Docimo L, Testa D. Sleeve
gastrectomy improves obstructive sleep apnea syndrome (OSAS): 5 year
longitudinal study. Surg Obes Relat Dis. 2016;12(1):70–74.

291. Dixon JB, Schachter LM, O’Brien PE. Polysomnography before and after weight
loss in obese patients with severe sleep apnea. Int J Obes (Lond). 2005;29(9):
1048–1054.

292. Dixon JB, Schachter LM, O’Brien PE, et al. Surgical vs conventional therapy for
weight loss treatment of obstructive sleep apnea: a randomized controlled trial.
JAMA. 2012;308(11):1142–1149.

293. Fredheim JM, Rollheim J, Sandbu R, et al. Obstructive sleep apnea after weight
loss: a clinical trial comparing gastric bypass and intensive lifestyle intervention.
J Clin Sleep Med. 2013;9(5):427–432.

294. Fritscher LG, Canani S, Mottin CC, et al. Bariatric surgery in the treatment of
obstructive sleep apnea in morbidly obese patients. Respiration. 2007;74(6):
647–652.

295. Grunstein RR, Stenl€of K, Hedner JA, PeltonenM, Karason K, Sj€ostr€omL. Two year
reduction in sleep apnea symptoms and associated diabetes incidence after
weight loss in severe obesity. Sleep. 2007;30(6):703–710.

296. Haines KL, Nelson LG, Gonzalez R, et al. Objective evidence that bariatric
surgery improves obesity-related obstructive sleep apnea. Surgery. 2007;141(3):
354–358.

297. Hariri K, Guevara D, Dong M, Kini SU, Herron DM, Fernandez-Ranvier G. Is
bariatric surgery effective for co-morbidity resolution in the super-obese patients?
Surg Obes Relat Dis. 2018;14(9):1261–1268.

298. Jiao X, Zou J, Zhang P, et al. Roux-en-Y gastric bypass surgery on obstructive
sleep apnea-hypopnea syndrome: factors associated with postoperative efficacy.
Obes Surg. 2016;26(12):2924–2930.

299. Krieger AC, Youn H, Modersitzki F, et al. Effects of laparoscopic adjustable gastric
banding on sleep and metabolism: a 12-month follow-up study. Int J Gen Med.
2012;5:975–981.

300. Lage-Hansen PR, Holm J, Gram J, Larsen K. Sleep apnoea in patients undergoing
bariatric surgery. Dan Med J. 2018;65(2):A5440.

301. Lankford DA, Proctor CD, Richard R. Continuous positive airway pressure (CPAP)
changes in bariatric surgery patients undergoing rapid weight loss. Obes Surg.
2005;15(3):336–341.

302. Lettieri CJ, Eliasson AH, Greenburg DL. Persistence of obstructive sleep apnea
after surgical weight loss. J Clin Sleep Med. 2008;4(4):333–338.

303. Peromaa-Haavisto P, Tuomilehto H, Kossi J, et al. Obstructive sleep apnea: the
effect of bariatric surgery after 12 months. A prospective multicenter trial. Sleep
Med. 2017;35:85–90.

304. Pillar G, Peled R, Lavie P. Recurrence of sleep apnea without concomitant
weight increase 7.5 years after weight reduction surgery. Chest. 1994;106(6):
1702–1704.

305. Poitou C, Coupaye M, Laaban JP, et al. Serum amyloid A and obstructive sleep
apnea syndrome before and after surgically-inducedweight loss inmorbidly obese
subjects. Obes Surg. 2006;16(11):1475–1481.

306. Priyadarshini P, Singh VP, Aggarwal S, Garg H, Sinha S, Guleria R. Impact of
bariatric surgery on obstructive sleep apnoea-hypopnea syndrome in morbidly
obese patients. J Minim Access Surg. 2017;13(4):291–295.

307. Shaarawy H, Abdelrahman Sarhan A, Hawary EL. Assessment of the effect of
bariatric surgery on severe obstructive sleep apnea patients not tolerating CPAP
therapy. Egypt J Chest Dis Tuberc. 2016;65(3):661–666.

308. Sillo TO, Lloyd-Owen S, White E, et al. The impact of bariatric surgery on the
resolution of obstructive sleep apnoea. BMC Res Notes. 2018;11(1):385.

309. Sugerman HJ, Fairman RP, Sood RK, Engle K, Wolfe L, Kellum JM. Long-term
effects of gastric surgery for treating respiratory insufficiency of obesity. Am J Clin
Nutr. 1992;55(2):597S–601S.

310. Valencia-Flores M, Orea A, Herrera M, et al. Effect of bariatric surgery on
obstructive sleep apnea and hypopnea syndrome, electrocardiogram, and
pulmonary arterial pressure. Obes Surg. 2004;14(6):755–762.

311. Varela JE, Hinojosa MW, Nguyen NT. Resolution of obstructive sleep
apnea after laparoscopic gastric bypass. Obes Surg. 2007;17(10):
1279–1282.

312. Xu H, Zhang P, Han X, et al. Sex effect on obesity indices andmetabolic outcomes
in patients with obese obstructive sleep apnea and type 2 diabetes after
laparoscopic Roux-en-Y gastric bypass surgery: a preliminary study. Obes Surg.
2016;26(11):2629–2639.

313. Zou J, Zhang P, Yu H, et al. Effect of laparoscopic Roux-en-Y gastric bypass
surgery on obstructive sleep apnea in a Chinese population with obesity and
T2DM. Obes Surg. 2015;25(8):1446–1453.

314. Friedman M, Soans R, Joseph N, Kakodkar S, Friedman J. The effect of
multilevel upper airway surgery on continuous positive airway pressure therapy in
obstructive sleep apnea/hypopnea syndrome. Laryngoscope. 2009;119(1):
193–196.

315. Liu SA, Li HY, Tsai WC, Chang KM. Associated factors to predict outcomes of
uvulopharyngopalatoplasty plus genioglossal advancement for obstructive sleep
apnea. Laryngoscope. 2005;115(11):2046–2050.

316. Ronchi P, Novelli G, Colombo L, et al. Effectiveness of maxillo-mandibular
advancement in obstructive sleep apnea patients with and without skeletal
anomalies. Int J Oral Maxillofac Surg. 2010;39(6):541–547.

317. Sorrenti G, Piccin O, Mondini S, Ceroni AR. One-phase management of
severe obstructive sleep apnea: tongue base reduction with hyoepiglottoplasty
plus uvulopalatopharyngoplasty. Otolaryngol Head Neck Surg. 2006;135(6):
906–910.

ACKNOWLEDGMENTS

The task force acknowledges the early contributions of Edward Weaver, MD, MPH who
assisted with the development of the PICO questions and project charter. The task
force also thanks Ofer Jacobowitz, MD, PhD; Eric Kezirian, MD, MPH; Reena Mehra,
MD, MS; and Sanjay Patel, MD for serving as external reviewers of the document and
providing valuable feedback.

SUBMISSION & CORRESPONDENCE INFORMATION

Submitted for publication August 3, 2021
Submitted in final revised form August 3, 2021
Accepted for publication August 3, 2021
Address correspondence to: David Kent, MD, Department of Otolaryngology, Vanderbilt
University, 3601 21st Avenue South, Nashville, TN 37232;
Email: davidkentmd@gmail.com

DISCLOSURE STATEMENT

The development of this paper was funded by the American Academy of Sleep
Medicine (AASM). Dr. David Kent is listed as an inventor on U.S. and international
patent applications regarding surgical treatments for OSA owned and licensed by
Vanderbilt University (VU) to Nyxoah SA. Dr. Kent receives a portion of any licensing
revenues as per standard VU technology transfer policy. The licensed treatment
methodologies do not currently exist in prototype or commercial form and are not
represented in the surgical literature reviewed by the TF. The licensing agreement was
completed in early 2021, after completion of the initial clinical practice guideline,
supporting systematic review, and public comment period. Mr. Harrod is employed by
the AASM. The other authors report no conflicts of interest.

D Kent, J Stanley, RN Aurora, et al. Review: referral of adults with OSA for surgical consultation

Journal of Clinical Sleep Medicine, Vol. 17, No. 12 2531 December 1, 2021


	TF1
	TF2

