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Abstract

The theme of conservative and surgical management of obstructive sleep apnea 
syndrome (OSAS) revolves around the various approaches and strategies used to 
treat this common sleep disorder. OSAS is a sleep disorder characterized by breathing 
pauses due to upper airway obstruction. The treatment of OSAS involves conserva-
tive and surgical approach. Conservative management uses non-invasive techniques 
and lifestyle changes, such as weight loss, positional therapy, and CPAP. Surgical 
management corrects anatomical abnormalities causing the obstruction, including 
uvulopharyngopalatoplasty and other upper airway surgeries. Conservative manage-
ment is usually the first treatment, while surgery is for severe or refractory OSAS. In 
this chapter, we provide information about possible options for OSAS management 
and treatment.

Keywords: obstructive sleep apnea, polysomnography, uvulopharyngopalatoplasty, 
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1. Introduction

Obstructive Sleep Apnea Syndrome (OSAS) manifests as a recurring series of 
occurrences wherein the upper airway undergoes episodic collapse and obstruction 
during sleep, giving rise to arousals, often accompanied by oxygen desaturations. This 
intricate interplay results in the fragmentation of sleep patterns.

Symptomatology associated with OSAS is diverse, reflecting individual variabil-
ity in presentation. Snoring, recognized as a prominent hallmark, underscores the 
turbulent airflow dynamics characteristic of the condition during sleep cycles. In the 
wakeful domain, daytime symptoms of OSAS encompass an array of manifestations. 
Chief among these is excessive daytime sleepiness, defined by periods of pronounced 
drowsiness and somnolence. Distinct from this is the sensation of fatigue, indica-
tive of a broader sense of exhaustion, depleted vigor, and a lack of motivation. 
Pertinently, individuals may endure a feeling of non-rejuvenation despite adhering to 
recommended sleep durations, thereby punctuating the multifaceted symptomatol-
ogy of OSAS [1].
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Snoring is a specific process accompanying the act of breathing, mainly during 
sleep, and manifests as a characteristic low-frequency vibrating sound. According to 
statistical data, approximately 20% of men and 5% of women suffer from snoring at 
the age of 30. These numbers increase significantly with age, and by the age of 60, 
about 60% of men and 40% of women face this issue. Snoring can indicate a potential 
obstructive sleep apnea syndrome or be its precursor.

Among the factors contributing to the risk of developing OSAS, the following can 
be highlighted: gender (men are affected 4–6 times more often than women), age (as 
mentioned earlier, the prevalence increases after the age of 30), weight (including 
neck circumference and lipid deposition characteristics), genetic and ethnic factors 
(individuals of African and Latino populations are more prone to OSAS than those of 
European descent; in Japanese individuals, the correlation between obesity and apnea 
is less pronounced; genetically determined anatomical characteristics of the lower 
jaw; presence of chromosomal defects, etc.), alcohol consumption or use of sedative 
and hypnotic drugs, smoking, certain medical conditions, such as adenotonsillar 
hypertrophy, acromegaly, stroke, myopathy, Parkinsonism, and others [2, 3].

During the study of snoring and the apnea syndrome, various hypotheses have 
been proposed regarding their development mechanisms. Initially, snoring was per-
ceived as a natural phenomenon associated with healthy sleep rather than a medical 
anomaly. However, further analysis revealed that snoring is characteristic of individu-
als with specific body structures and can be accompanied by pathological symptoms. 
Subsequent research indicated that snoring can occur not only in individuals with 
excessive weight but also in people with a normal body mass index.

Regarding the mechanism of OSAS development, two main types are recognized: 
central, associated with central nervous system activity disturbances, and peripheral 
(obstructive), which arises due to obstruction of the airways.

Central origin apnea syndrome accounts for less than 10% of cases and is often 
linked to complex neurological disorders. As for obstructive apnea syndrome, it 
develops due to the relaxation of throat and soft palate muscles during sleep, lead-
ing to the obstruction of the upper airways by the tongue or other throat and larynx 
tissues. This results in blocked air passages, and the diaphragm continues to contract, 
creating negative pressure in the airways, exacerbating the obstruction. This “vicious 
cycle” can lead to oxygen deficiency and increased carbon dioxide levels in the blood, 
resulting in hypoxia and subsequent awakening [4].

Minin Y.V. and colleagues developed a classification system for upper airway 
obstruction. They divided this syndrome into four stages based on the severity of 
obstruction symptoms [5].

• The first stage is characterized by snoring that typically occurs after alcohol 
consumption or the use of muscle relaxants while lying on the back.

• The second stage involves persistent snoring in both the supine and lateral posi-
tions, with normal oxygen hemoglobin levels.

• The third stage shows compromised blood oxygenation during sleep and con-
stant snoring in any position, affecting the patient’s psychological state.

• The fourth stage is marked by constant snoring, obstructive apnea during sleep, 
and alterations in other organs and systems, particularly the cardiovascular 
system.
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Developers divided upper airway narrowing mechanisms into functional (result-
ing from physiological changes) and organic (caused by local anatomical changes). 
Depending on the level of obstruction, narrowing can occur in the nasal cavity, naso-
pharynx, oropharynx, hypopharynx, or simultaneously affect multiple segments [5].

Frequent obstruction episodes lead to sleep disruption and fragmentation, insuf-
ficient blood oxygenation, and result in clinical manifestations such as daytime 
sleepiness, reduced attention and productivity, alterations in the function of internal 
organs and systems, and an increased risk of developing or exacerbating conditions 
like arterial hypertension, ischemic heart disease, arrhythmias, heart failure, stroke, 
and diabetes [6].

Episodes of apnea lasting over 10 seconds, occurring frequently (10 times or more 
per hour), hold particular importance. Some of these conditions can worsen the 
course of apnea syndrome, especially in the presence of obesity.

Recent research indicates that the mechanism of developing arterial hypertension 
and cardiovascular diseases involves sympathetic nervous system activation due to 
insufficient oxygen saturation. Additionally, there is a connection between leptin lev-
els in the blood, associated with systolic arterial pressure, and insulin and C-reactive 
protein levels. Studies suggest that patients with obstructive apnea have elevated 
leptin levels, which increase with the severity of obstruction [7].

The relationship between obesity and OSAS is reciprocal [8]. Observations of 
middle-aged men have shown a connection between OSAS and acquired obesity. On 
the one hand, patients with excess weight often experience breathing disturbances 
during sleep. On the other hand, individuals with OSAS experience rapid weight gain, 
with fat accumulating in the waist and neck regions [9].

In the general population, individuals with OSAS are more likely to have excess weight 
(about 32% more often, on average) and insomnia. Sleep disturbances can lead to various 
problems such as irritability, mental disorders, and depression, complicating weight loss 
efforts in cases of obesity. Some studies indicate that OSAS treatment with CPAP therapy 
can improve psychological well-being and has a limited impact on body parameters.

An additional contributory mechanism in the genesis of metabolic perturbations 
within the context of obstructive sleep apnea syndrome is the modulatory impact 
of sleep and its temporal patterns on the endocrine glands. Notably, disturbances in 
the profound sleep phase have been associated with a surge in cortisol levels and the 
modulation of hypothalamo-pituitary-adrenal (HPA) axis activity, thereby imparting 
alterations in leptin, an integral hormone governing appetite regulation [10].

Furthermore, erectile dysfunction (ED) afflicts over half of OSAS patients [11]. By 
employing polysomnographic scrutiny, we can predict the risk for ED, especially in 
cases of moderate to severe OSAS where a higher predisposition is observed [12].

Among other symptoms of OSAS, it is worth mentioning nocturia and reports of 
nocturnal ptyalism [13]. Moreover, the influence of OSAS on the immune system has 
been a possible way of investigation [14].

It is notable that a significant proportion of OSAS patients resort to sleeping in 
separate beds from their partners [15].

2. Diagnostic measurements

In the diagnostic realm, polysomnography and cardiorespiratory monitoring 
persist as the most efficacious methodologies for OSAS assessment. Alternative 
modalities encompass sleep bio-radar monitoring [16].
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Critical diagnostic parameters encompass the tally of apneic and hypopneic 
episodes, the apnea-hypopnea index (AHI) [17].

In the context of ascertaining the imperative for orthodontic intervention, the 
application of cephalometric diagnostic methodologies proves instrumental in scru-
tinizing craniofacial dimorphism within cohorts manifesting obstructive sleep apnea 
syndrome, precipitated by dysmorphic attributes. Notably, during pharmaceutically 
induced somnolence, the feasibility of executing upper airway endoscopy surfaces 
for the purpose of pinpointing obstructions spanning disparate tiers of the upper 
airways, all within settings that closely approximate the natural somnolent state [18].

In the intricate landscape where metabolic disturbances intersect with obstructive 
sleep apnea syndrome, it becomes evident that the disruption of sleep architecture 
reverberates beyond hormonal modulation to intricately intertwine with metabolic 
processes. The attenuation of slow-wave sleep (SWS) and rapid eye movement (REM) 
sleep, pivotal in orchestrating energy equilibrium and glucose metabolism, assumes 
a crucial role in the risk of insulin resistance and metabolic perturbations. This 
postulate finds empirical reinforcement through investigations revealing anomalous 
glucose metabolism, compromised insulin sensitivity, and perturbed lipid profiles 
among OSAS-affected individuals. This interplay between sleep architecture modifi-
cations and hormonal dysregulation underscores OSAS’s multi-layered influence on 
metabolic dynamics [19].

The burgeoning body of evidence unfolds the adverse implications of OSAS on 
cardiac structure and function, accompanied by an elevated susceptibility to hyper-
tension, atrial fibrillation, and myocardial infarction. Chronic intermittent hypoxia, a 
cardinal feature of OSAS, is posited to instigate oxidative stress and an inflammation, 
culminating in endothelial dysfunction and consequent cardiovascular sequelae. It is 
increasingly clear that OSAS transcends the confines of isolated organ systems, evolv-
ing into a systemic ailment with repercussions spanning metabolic, cardiovascular, 
and neurobiological domains [20].

In the clinical domain, while polysomnography persists as the gold standard for 
OSAS diagnosis, technological advancements have engendered innovative modalities. 
Portable sleep monitoring devices, wearable sensors, and computational algorithms 
offer promising avenues for swift and cost-effective screening and continuous 
surveillance of OSAS, both in clinical settings and the comfort of one’s home [21]. 
This paradigm shift toward accessible and uninterrupted monitoring holds significant 
promise in bolstering early detection and the customization of therapeutic strategies.

As the complicated pathogenesis of OSAS continues to unfold, the important call 
for interdisciplinary cooperation reverberates more compellingly than ever. The amal-
gamation of expertise spanning pulmonology, otolaryngology, sleep medicine, endo-
crinology, cardiology, and biomedical engineering holds the potential to cultivate a 
comprehensive understanding of OSAS. This, in turn, catalyzes the development of 
interventions that target not only the symptomatic facets but also the foundational 
mechanistic intricacies underpinning this complex syndrome.

Summarizing the aforementioned research methods, we have compiled them into 
Table 1, which provides a brief overview of each method and its purpose.

It is worth noting that one should not disregard the patient examination data, as 
the diagnostic value of this examination method remains quite significant. During the 
examination, attention should be paid to the patient’s general characteristics, nasal 
and nasal cavity features, throat, larynx, and neck. Below, in Table 2, summarized 
information about possible diagnostic findings during an otolaryngologist’s examina-
tion is provided.
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3. Management of patients with obstructive sleep apnea

In contemporary medical practice, the therapeutic management of obstructive 
sleep apnea can be categorized into two primary domains: conservative interventions 
and surgical approaches.

Within the realm of conservative interventions, the Continuous Positive Airways 
Pressure (CPAP) therapy stands as a widely embraced strategy. Conceived and 
introduced in 1981 by Australian Scholar Professor Colin Sullivan, CPAP therapy 

Step Diagnostic measure Indication

1 Medical history and patient 
questionnaire

Identify symptoms, complaints, and risk factors, genetics 
predisposing

2 Otolaryngological examination Evaluate anatomical aspects of upper airways

3 Biometric measurement Determine body metrics, including body mass index

4 CT (MRI) scan In case of nasal anatomical abnormalities due to ENT 
examination

5 Cardiorespiratory monitoring Detect potential heart rhythm and breathing issues at home 
during sleep

6 Polysomnography Establish presence and severity of apnea episodes in a hospital

7 Sleep video endoscopy Detail level of obstruction aspects during sleep

Table 1. 
Diagnostic measure of OSAS.

General physical characteristics Obesity

Skeletal/craniofacial abnormalities

Neck Enlarged neck circumference

Nose/nasal cavity External nasal deformity

Septal deviation

Turbinate hypertrophy

Mucosal hypertrophy

Nasal polyps or any pathological discharge

Pharynx Tongue abnormalities 

Palatal/uvular elongation

Tonsillar hypertrophy

Lateral wall collapse

Larynx Epiglottis characteristics (shape, form factor, etc.)

Glossoptosis

True vocal cord function

Arytenoid location/dislocation

Table 2. 
Diagnostic findings during otolaryngologist’s examination.



Obstructive Sleep Apnea - New Insights in the 21st Century

6

involves the administration of a constant stream of air through a nasal mask, tethered 
by a flexible tube to an air compressor. This method effectively prevents the collapse 
of the upper airway during sleep, maintaining adequate oxygen levels, reducing apnea 
episodes, decreasing sleep fragmentation, and fostering psychological and physiologi-
cal well-being. This encompasses factors like weight reduction, diminished depressive 
symptoms, reduced somnolence, and ameliorated cardiovascular, and endocrine 
function. The substantiation of CPAP’s effectiveness rests on a body of evidence 
comprising subjective reports and objective polysomnographic data, particularly in 
cases of sustained and consistent use [22, 23].

Nonetheless, CPAP therapy is not without its limitations. The financial burden 
of acquiring high-quality equipment, patient resistance to mask use, social discom-
fort, oral and nasal dryness, and skin irritation due to mask usage are noteworthy 
constraints [24]. Moreover, the supposed weight-reduction benefits of CPAP therapy 
have been met with skepticism in some investigations [24].

Alternative solutions involve intraoral devices, primarily suitable for mild to 
moderate OSAS cases. These devices operate by stimulating reflexive muscle contrac-
tions in the tongue and oropharynx, augmenting their tonal resilience and mitigat-
ing vibrational tendencies. Similarly, other devices advance the mandible, thereby 
expanding the upper airway dimensions within the oropharynx. For pediatric cases 
attributed to anatomical snoring causes, specialized caps are employed to stimulate 
mandibular growth and enhance the tonicity of oropharyngeal muscles and the 
tongue.

It is vital to note that the mitigation of snoring does not necessarily correlate with 
an equivalent reduction in the severity of obstructive apneic events during sleep. 
Thus, when considering intraoral interventions, a systematic evaluation of treatment 
efficacy is paramount. In cases of moderate to severe OSAS, recourse to more effica-
cious therapeutic modalities is advisable [25].

Behavioral interventions focus on addressing modifiable risk factors contribut-
ing to OSAS. These interventions primarily revolve around optimizing metabolic 
profiles through weight management, achieved via personalized dietary interventions 
and increased physical activity. Notably, a weight loss ranging from 10 to 17% has 
demonstrated a significant reduction in apnea/hypopnea indices, substantiating this 
approach [26, 27].

Smoking cessation, moderation in alcohol consumption, and abstaining from 
sedative agents have also exhibited a contributory role in attenuating apnea occur-
rences [28].

Pharmacotherapy pursuits have explored the “Good night” preparation as a 
noteworthy example. This preparation incorporates essential oils that, when conveyed 
through nasal and oral conduits, induce reflexive enhancement in the contractility of 
pharyngeal dilator muscles [29].

Various pharmacological classes (serotonin receptor antagonists, progesterone 
derivatives, methylxanthines, and others) have undergone scrutiny; however, the 
conservative therapy for OSAS remains constrained due to a dearth of medication 
validation and discernible clinical impact [30, 31].

Distinct structural regimens targeting the oropharyngeal musculature and soft 
palate have been devised to counteract collapsibility tendencies during sleep [32].

Uvulopalatopharyngoplasty (UPPP) presently stands as the quintessential 
surgical intervention for OSAS. Initiated by T. Ikematsu in Japan in 1952, UPPP 
involves a wedge-like resection of the mucosal lining of the posterior soft palate 
contiguous to the palatine tonsil base. Subsequent steps encompass excision of the 
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intervening mucosa between the anterior and posterior palatal arches, followed by 
sutural reapproximation utilizing nodal sutures, and a minor partial resection of 
the uvula [33].

Further expanding on this groundwork, S. Fujita advocated for an augmented 
version termed uvulopalatopharyngoplasty to optimally enhance oropharyngeal 
expansiveness. Based on research comprising 66 subjects, disseminated in 1985, 
a substantial 76% reported notable subjective enhancements following the proce-
dure [34, 35].

UPPP is particularly endorsed in instances where superfluous soft tissue within 
the oral cavity prevails, when CPAP proves ineffective, or when patient preference 
diverges from continual positive airway pressure adherence. Notably, UPPP is usually 
sidestepped in pediatric cohorts. In the domain of severe affliction, UPPP is often 
subsumed within a comprehensive therapeutic regimen. While UPPP can lead to a 
cessation of snoring, its capacity to wholly ameliorate the syndrome of nocturnal 
apnea remains circumscribed. Empirical investigations elucidate a 40 to 60% endur-
ing efficacy rate for UPPP, prompting a judicious approach considering its potential 
drawbacks [34].

UPPP is a widely accepted and generally safe surgical approach for managing 
OSAS. Regrettably, UPPP does not consistently maintain its initial success, and some 
patients who initially saw improvements in their OSAS severity may experience 
relapses. While UPPP is recognized for its safety and established use, its long-term 
effectiveness tends to decrease over time. Success rates decline as patients move 
beyond the immediate postoperative period, especially when factors like an increase 
in Body Mass Index play a role. This highlights the importance of continuous moni-
toring and the potential consideration of additional surgical interventions that target 
specific areas of the airway to comprehensively address instances where UPPP does 
not achieve the desired outcome [36].

Furthermore, a common observation is the resurgence of snoring and apneic 
episodes with regained body mass, negating the efficacy of UPPP in this context. 
Despite a body of scientific studies suggesting substantial UPPP efficacy even in long-
term observations extending beyond a year post-intervention, the limitations of the 
procedure remain evident [37].

A significant development during the 1980s was the introduction of a surgical 
method employing laser technology for soft palate interventions, offering advan-
tages such as shorter postoperative recovery periods, increased surgical precision, 
reduced blood loss, and fewer postoperative complications. However, it is pertinent to 
acknowledge the technique’s drawbacks, particularly the larger necrotic zone com-
pared to classical scalpel interventions [38].

In the mid-1990s, the utilization of radiofrequency thermoreduction (RFTR) 
gained traction; nevertheless, its widespread adoption was hampered by its lim-
ited effectiveness in moderate to severe cases of obstructive sleep apnea syndrome 
[39, 40].

Beyond traditional UPPP methods, contemporary practice explores less invasive 
techniques, notably those involving microdebriders for excising small portions of the 
soft palate through minimal incisions [17].

Worthy of note is the comparatively less invasive nature of cold plasma or 
electrocautery-assisted UPPP. Furthermore, the integration of coblation technology is 
progressively making headway in modern otolaryngological surgery [41].

A notable study conducted in Brazil compared standard UPPP to lateral pharyn-
goplasty, incorporating Z-plasty, for preventing posterior soft palate collapse. Results 
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indicated a clear superiority of lateral pharyngoplasty over UPPP, characterized by 
a reduction in the apnea-hypopnea index from 41.2 to 9.5, substantial reduction in 
daytime sleepiness and snoring, improved overall patient condition, and an extension 
in deep sleep duration [42].

In a notable instance, in 2012, Kolyadych et al. evaluated the effectiveness of treat-
ing OSAS using palate implants. This approach induced inflammation and fibrous 
capsule formation, leading to increased soft palate rigidity and dampening vibra-
tional fluctuations during breathing. This method exhibited a minimally invasive 
profile, culminating in a 67.7% reduction in snoring intensity and notable alleviation 
of daytime sleepiness [43].

Additionally, surgical interventions for obesity, including the excision of fat 
deposits in the neck region, are also pertinent within the therapeutic spectrum [44].

Historically, in the 1970s, tracheostomy emerged as a common recourse for 
managing OSAS. Presently, it is reserved for severe cases refractory to alternative 
interventions [45].

In cases of upper airway obstruction, remedial strategies encompass septoplasty, 
turbinectomy, and uvulopalatopharyngoplasty tailored to address the underlying 
causative factors.

Curiously, despite the array of therapeutic options for managing obstructive sleep 
apnea syndrome, the challenge remains due to the modest efficacy, often hovering 
around 60% when scrutinized against objective benchmarks. Consequently, the 
exploration of innovative surgical ways for enhancing OSAS management remains an 
imperative trajectory for ongoing research endeavors.

Considering a range of factors in the pathogenesis of obstructive sleep 
apnea syndrome, the approach to treatment should be personalized and com-
prehensive, involving collaborative efforts of interdisciplinary specialists. 
Treatment options may encompass both conservative and surgical approaches, 
which can be employed concurrently. According to our research and practice, in 
the majority of cases, emphasis should be placed on weight reduction and surgical 
interventions, specifically nasal cavity surgeries (septoplasty, turbinate reduction, 
polypectomy, adenoidectomy), as well as pharyngeal surgeries, including soft 
palate procedures. However, the AHI should be taken into account, along with the 
benefit-risk assessment of such interventions. To facilitate a better understanding 
of the indications for potential treatment, an infographic in the form of Figure 1 is 
provided below.

The most common and typical surgical intervention for obstructive sleep apnea 
syndrome is uvulopalatopharyngoplasty [46]. The traditional uvulopalatopharyn-
goplasty procedure was carried out with the patient under endotracheal anesthesia. 
The surgeon made an incision in the soft palate along its free edge, about 7–10 mm 
away from the front arch, going through the base of the uvula and continuing to 
the other side. At the same time, they performed a bilateral tonsillectomy from 
the back, regardless of whether the patient had chronic tonsillitis or not. The front 
arches were removed along with the tonsils, while the back arches were kept for 
later shaping of the side of the throat. To make it easier to stitch the mucous mem-
branes of the soft palate after partially removing a section, the nasal side was left a 
bit longer than the oral side by about 6–8 mm. The stitches on the edge of the soft 
palate were done using a gentle needle, spaced about 1–1.5 cm apart, with special 
thread.

To provide better results, one of the possible approaches is removing a rectangular 
strip of mucous membrane along with a layer beneath it from the soft palate, all 
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without harming the muscles of the soft palate. Then, we can use a special V-Loc™ 
180 thread made of poliglecaprone to stitch three times. This thread had circular 
notches that helped securely fasten the soft palate to the fibrous ring of the hard 
palate using P-shaped stitches. This technique prevented the stitches from pulling 
apart during talking or swallowing. Over the course of 120 days, as the thread gradu-
ally dissolved, scar tissue formed at the site of these stitches. This scar tissue provided 
extra stability and reduced vibrations in the soft palate as the patient healed in the 
weeks and months following the surgery. This technique, as illustrated in Figure 2, 
can be used like first-line surgery [47].

Additionally, Table 3 displays a range of sleep surgery procedures commonly 
employed to address obstructive sleep apnea. Ahead of undergoing surgery, it is 
recommended, according to the guidelines set by the American Academy of Sleep 
Medicine, that patients eligible for surgical options should receive counseling regard-
ing the potential complications and success rates associated with relevant surgical 
methods. Traditionally, the success of these surgeries has been gauged by using the 
apnea-hypopnea index as the main metric. However, there is a growing trend toward 
incorporating patient-centered outcomes like sleepiness, quality of life, and improve-
ment in other concurrent health issues [48].

Figure 1. 
Management of OSAS.
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4. Conclusion

In conclusion, the assessment and management of patients grappling with 
obstructive sleep apnea syndrome epitomize a multidimensional challenge that war-
rants a nuanced and personalized approach. OSAS, characterized by recurrent upper 
airway collapse during sleep, underscores the intricate tapestry of considerations in 
diagnosis and treatment.

In the diagnostic realm, a comprehensive evaluation regimen involving polysom-
nography and home sleep apnea tests unravels the intricacies of OSAS severity and 

Figure 2. 
UPPP operative technique. On the left image illustrated possible mucous membrane removing zone and, on the 
right is a final result with suturing.

Nasal surgery Septoplasty

Turbinoplasty

Polypectomies

Rhinoplasty

Oral/palatal UPPP and their modifications (laser-, cold plasm-, radiofrequency induced)

Tonsillectomy

Hypopharyngeal Radiofrequency ablation of the tongue

Midline glossectomy

Lingual tonsillectomy

Hyoid suspension

Other Maxillofacial surgery

Hypoglossal nerve stimulation

Table 3. 
Surgical measurements for OSAS treatment – upper airway surgery.
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phenotypic expression. Augmented by anatomical insights via methodologies such as 
drug-induced sleep endoscopy, the diagnostic phase unveils the unique facets of each 
patient’s condition.

The therapeutic landscape encompasses an array of interventions, encompass-
ing lifestyle adaptations, intermediate measures such as continuous positive airway 
pressure therapy and oral appliances, and the burgeoning domain of sleep surgery. 
This surgical avenue, ranging from nasal interventions to oropharyngeal procedures, 
provides a tailored arsenal to address the intricate mosaic of anatomical and func-
tional complexities.

Nonetheless, a holistic perspective is essential, recognizing the multifaceted 
nature of OSAS. Embracing patient education, managing comorbidities, and foster-
ing adherence to therapeutic modalities are integral tenets. As the realm of OSAS 
continues to unravel its intricacies, an individual-centric strategy, harmonized with 
empirically grounded practices, underscores the bedrock of effective management.

In the ultimate analysis, the evaluation and management of OSAS mandate a 
collaboration between healthcare practitioners and patients, epitomizing the synergy 
of clinical acumen and the patient’s lived experience. As we voyage deeper into the 
annals of understanding and technological innovation, the optimization of OSAS 
management holds the potential to elevate the quality of life for those ensnared by 
this sleeping disease.
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