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Comparison of Postoperative Results between PMR and
PMR with Partial Uvulectomy in Treating Obstructive Sleep Apnea
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—ABSTRACT —

Background and Objectives : Palatal muscle resection (PMR) is a surgical method that treats retropalatal airway
obstruction. Sometimes elongated uvula can aggravate obstructive symptom in obstructive sleep apnea (OSA)
patients. Uvulectomy is usually done in such cases to resolve the obstructive effect of the uvula. The purpose of
this study was to compare postopreative results of PMR and PMR with partial uvulectomy in treating obstructive
sleep apnea (OSA). Materials and Methods : Thirty-three patients with OSA due to retropalatal obstruction were
treated with surgical method from June 2011 to May 2013. Seventeen patients underwent PMR and 16 patients
underwent PMR with partial uvulectomy. Surgical method was decided by preoperative drug induced sleep en-
doscopy (DISE) analysis. Postoperative satisfaction criteria were analyzed before and after 3 months of each sur-
gery via questionnaires based on visual analogue scale (VAS) of snoring, sleep apnea, and daytime sleepiness. Post-
operative complications were analyzed before the surgery as well as 1, 4, and 12 weeks after the surgery via
questionnaires based on VAS about foreign body sensation, dry throat, velopharyngeal insufficiency, swallowing
difficulty, and voice change. Results : Postoperative satisfactions were significantly (p<0.05) improved in both
groups. There was no significant (p >0.05) difference in postoperative satisfactions between the two groups. For-
eign body sensation and dry throat were significantly (p<0.05) increased in PMR with partial uvulectomy group.
But these complications were resolved within 3 months. Conclusions : The PMR with partial uvulectomy group
had more complications than the PMR group. Our results suggested that PMR with partial uvulectomy was pref-
erable for cases requiring uvulectomy because some complications were resolved spontaneously. (J Clinical Oto-
laryngol 2014;25:156-162)
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Fig. 1. Drug induced sleep endoscopy finding at retro-
palal level. There was complete airway obstruction at
retropalatal level. Hypertrophic and elongated uvula
were involved in the upper airway obstruction (A). There
was complete airway obstruction at retropalatal level
without involving uvula (B). U : uvula.
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Table 1. Patient characteristics of the study groups o 5+ ; sensation
PMR PMR with uvulectomy F- A N Dry throat
o 44 N Veloph I
Age 419441170 39.94+12.89 % N ooty ¢
Sex g 3 —— Swallowing
o 9 difficulty
Male 11 15 S —— Voice change
Female 6 1 >
BMI (kg/m?) 2409+ 3.80 25.72+ 3.05 o ‘ ‘ S
Friedman stage  2.47+ 1.23 2.73+ 0.70 Preop. 1 week 4 weeks 12 weeks
AHI (/1) 17.43+17.50 31.58+34.18 Fig. 3. Variation of surgical complications after palatal
PMR : palatal muscle resection, BMI : body mass index, muscle resection with uvulectomy. Preop. : preoperative,
AHI . apnea-hypnea index Increase in score indicating severe symptom.

Table 2. Variation of preoperative and postoperative subjective symptoms measured by the visual analogue scale in
each surgical group

PMR PMR with uvulectomy
Symptoms
Preop. Postop. p-value Preop. Postop. p-value
Snoring 6.06 3.65 <0.001 7.06 5 <0.001
Sleep apnea 4.47 2.65 <0.001 6.44 4.06 <0.001
Daytime sleepness 3.29 1.82 <0.001 431 2.56 <0.001

Increase in score means that the symptom is severe. Preop. : preoperative, Postop. : postoperative, PMR : palatal
muscle resection, p-value <0.05 is significant value

Table 3. Comparisons of the subjective satisfaction measured by the visual analogue scale after surgery in two surgi-
cal groups

PMR PMR with uvulectomy
Symptoms p-value
Preop. postop. Preop.-Postop.
Snoring 2.41 2.06 0.318
Sleep apnea 1.82 2.38 0.153
Daytime sleepness 1.47 1.75 0.357

Preop. : preoperative, Postop. : postoperative, PMR : palatal muscle resection, p-value <0.05 is significant value.
Preop.-Postop. : It means the variation of the subjective satisfaction measured by the visual analogue scale after
surgery
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Fig. 4. Comparison of complications between palatal muscle resection and palatal muscle resection with uvulectomy.
A : Dry throat. B : Foreign body sensation. C : Velopharyngeal insufficiency. D : Swallowing difficulty. E : Voice change,
Preop. : preoperative, Increase in score indicating severe symptom. * : significant difference between preoperative
and postoperative complications, T : significant difference between complications of two surgical methods.
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