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Abstract
Purpose This study examined the prognostic value of the lateral pharyngeal wall (LPW)-based obstruction and obstructive 
sleep apnoea (OSA) prediction using ultrasound (US) and MRI (magnetic resonance imaging).
Methods One hundred patients with and without OSA were enrolled, according to overnight polysomnography. The LPW thick-
ness (LPWT) was measured using a Philips Ingenia 1.5 T MRI device, and US measurements were carried out at rest and during 
Müller’s manoeuvre (MM) with a Samsung RS85 device. The obstruction was localised under drug-induced sleep endoscopy.
Results Significantly greater LPWT using MRI was observed in the OSA group compared to the control group, while US 
results showed a significant difference only in the case of LPWT during MM on the left side. Obese patients presented sig-
nificantly higher LPWT values. A significant correlation between BMI and LPWT was observed. Men presented significantly 
higher LPWT MRI values and left-sided LPWT using US compared to women. LPWT and AHI parameters were significantly 
correlated. The severity of LPW obstruction correlated with LPWT, while the LPW collapse significantly correlated with 
AHI. The severity of LPW collapse differed depending on the AHI values. Using US LPWT values and anthropometric 
parameters, a 93% effectiveness in OSA prognostication and 89% in LPWT-based obstruction were detected. MRI detected 
OSA in 90% and LPW-based obstruction in 84%. US successfully detected LPW-based collapse severity in 67%.
Conclusion US LPWT measurements were helpful in detecting OSA and LPWT-based obstruction. These examinations 
may be useful for surgical planning.

Keywords Obstructive sleep apnoea · Ultrasound · Lateral pharyngeal wall · MRI · Drug-induced sleep endoscopy

Introduction

Obstructive sleep apnoea (OSA) is a leading public health 
problem due to its increasing prevalence [1]. OSA is char-
acterised by total or partial collapse of the upper airways 

during sleep [2], which results in hypoxia, hypercapnia, and 
sleep fragmentation [3]. Characteristic symptoms are day-
time sleepiness, fatigue, and concentration problems, though 
the disorder is undiagnosed in many cases. Based on a previ-
ous study, about one billion people of the 30–69 age group 
are suffering from the disorder worldwide [4]. In unattended 
cases, comorbidities, such as cardiovascular diseases [5, 6], 
stroke [7], and metabolic disorders [8] are present, indicating 
the importance of early diagnosis and therapy. The possible 
causes for OSA can be defined as an anatomical background, 
an ineffective function of the dilatator muscles, respiratory 
control instability (high loop gain), and low arousal thresh-
old [9]. Overnight polysomnography (PSG) is recognized 
as the ‘gold standard’ for the diagnosis [8], while the ana-
tomical localisation of the obstruction can be determined 
using drug-induced sleep endoscopy (DISE), which is also 
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capable of detecting dynamic changes during sleep in three-
dimensional space [10].

The lateral pharyngeal wall (LPW) consists of sev-
eral muscles, which play a role in the velum and the 
tongue movements. Together with the lymphatic and adipose 
tissues, these muscles can be responsible for the obstruc-
tion [11]. The development of the soft tissues leads to the 
compression of the upper airways; therefore, the antero-pos-
terior diameter takes an ellipse shape, which results in total 
obstruction of the LPW during sleep [12]. Müller’s manoeu-
vre (MM) is used to stimulate the upper airway obstruction 
in awake subjects. During this manoeuvre,  the LPW lateral 
movements and the tongue antero-posterior motions of the 
conduct the change of the diameter of the upper airways. 
However, there is only a moderate correlation between this 
method and OSA severity [13]. Regarding medical imaging, 
computed tomography (CT), magnetic resonance imaging 
(MRI), and X-ray cephalometry are widely used. Ultra-
sound (US) imaging is not widespread in the diagnosis of 
OSA. There are only a few studies available of the use of US 
imaging in OSA. Although US examinations are subjective, 
these examinations may provide important information in 
cases with suspicion of OSA.  For instance, Miller et al. 
have examined the motion of the LPW using US in a B/M 
mode to detect the effectiveness of swallowing therapies in 
healthy subjects [14]. Kim et al. have concluded that the US 
examination of the LPW in patients after stroke can be an 
alternative way to examine the pharyngeal phase of swal-
lowing [15]. However, there is little knowledge regarding 
the prognostic value of the LPW assessment using radiologic 
imaging in OSA.

Therefore, the current study aimed to examine the LPW 
using US and MRI measurements. Based on our hypoth-
esis, a combination of anthropometric measurements, demo-
graphic factors, and US imaging may help screen patients 
for possible OSA and LPW based obstruction.

Materials and methods

Subjects

In this prospective investigation, 100 adult patients (74 
male and 26 females, mean age ± SD, 42.15 ± 11.7 years) 
were enrolled. The study was carried out at the Depart-
ment of Otolaryngology and Head and Neck Surgery and 
Medical Imaging Centre of Semmelweis University. The 
examination of the patients consisted of a detailed case 
history, otorhinolaryngological examinations, overnight 
PSG, cervical US, and MRI examinations as well as DISE. 
Inclusion criteria were: snoring or possible OSA in the 
case history, patients over 18 years of age, and a written 

informed consent. Exclusion criteria included any previ-
ous otorhinolaryngological or oral surgeries, facial trauma, 
abnormalities of the soft tissues, any craniofacial malfor-
mations, neurological and psychiatric disorders, hypothy-
roidism or hyperthyroidism, alcohol or drug abuse, preg-
nancy, claustrophobia, and any metal implants in the body 
(e.g., pacemaker, etc.).

The study was approved by the Hungarian Research 
Ethics Authority (National Institute of Pharmacy and 
Nutrition, approval reference number: 2788/2019). All 
patients gave their written informed consent.

Sleep test

Overnight PSG measurements were carried out  at the 
Institute of Pulmonology, Törökbálint, under medical 
control, using a SOMNOscreen Plus PSG (SOMNOmed-
ics GmbH Germany) device. According to the American 
Academy of Sleep Medicine recommendation, apnoea is 
defined as a reduction of the nasal airflow of 90% or more 
for at least 10 s. In the case of hypopnoea, there is a 30% 
or higher reduction of airflow, accompanied by ≥ 3 oxy-
haemoglobin desaturation or arousal. The severity of OSA 
is based on the apnoea-hypopnea index (AHI), which is 
calculated according to the apnoea/hypopnea events per 
hour [16]. Due to the relatively low number of subjects, 
our patients were divided into OSA (n = 64) and non-OSA 
(n = 36, control) groups.

Drug‑induced sleep endoscopy

DISE was carried out by an experienced otorhinolaryngol-
ogist. Before the examination, 0.1% ephedrine for deple-
tion and 2% tetracaine for local anaesthesia was used. Vein 
stripping was performed for intravenous anaesthesia, and 
the equipment for possible intubation in necessary cases 
was kept on standby. The patients were lying in a supine 
position, and 1.5 mg propofol per kilogram was used as 
narcosis. Oxygen saturation and blood pressure were 
measured during the procedure, and the breathing move-
ments were also examined. An Olympus endoscope with a 
3.5 mm diameter was inserted through the nose until the 
larynx to perform the examination. To interpret the results, 
the VOTE classification was used [17]. The possible 
localization of the obstruction can be at the V = velum, 
O = oropharynx, T = tongue base, and E = epiglottis. The 
structure of the obstruction can be antero-posterior, lateral, 
and concentric. 0 means no obstruction, 1 means partial 
obstruction, 2 indicates total obstruction, while X means 
that the obstruction cannot be visualized [17].
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Ultrasound

US measurements were performed at the Medical Imaging 
Centre of Semmelweis University by an experienced radi-
ologist, who was blinded to the results of the other examina-
tions of the patients. The US imaging was conducted using a 
Samsung RS85 US Device (Samsung Electronics Co., Ltd., 
Seoul, South Korea), with a CA1-7A convex (1–7 MHz) 
transducer in a gray-scale B mode. The patients were lying 
in a supine position during the examination with their head 
extended. The transducer was placed on the lateral side of 
the neck to the line joining the ear tragus and the infraorbital 
margin. Hence, the parapharyngeal space can be visualised 
in an oblique coronal plane. The ipsilateral internal carotid 
artery was identified using a Doppler mode, and next to the 
artery, the LPW could have be found as an echogenic line. 
The lumen of the pharynx cannot be clearly assed because 
of its gas shadowing. The LPWT is defined as a distance 
between the internal carotid artery and the echogenic inter-
face, measured in the oblique coronal plane. The LPWT was 
measured three times both at rest and during MM, and the 
results were averaged.

MRI

Unenhanced neck MRI examinations were performed at the 
Medical Imaging Centre of Semmelweis University, using 
a Philips Ingenia 1.5 T MR device (Philips Healthcare, The 
Netherlands), with a slice thickness of 4 mm. No intravenous 
contrast agent was applied. The subjects were asked to avoid 
motions and swallowing as well as to breathe through their 
nose.

The sequences were acquired as follows: sagittal localiser 
on the mid-line, coronal and axial T2 STIR, coronal and 3D 
axial T1 TSE, axial DWI, and sagittal T2 TSE. The partici-
pants were positioned supine with the head in a neutral ana-
tomical position. Examinations were carried out with awake 
subjects. The participants were instructed not to swallow 
during the scanning, keep their mouths closed, and  breathe 
through their noses.

The transversal LPWT was defined as the distance 
between the medial border of the parapharyngeal fat pad 
and the lateral edge of the upper airways, measured in the 
images with the smallest airway cross-sectional area, using 
T1-weighed sequences. The oblique and transverse LPWT 
between the internal carotid artery and the lateral edge of the 
upper airways was measured using the same images. Meas-
urements were performed on a Philips IntelliSpace portal 
(Philips Healthcare, The Netherlands) (Fig. 1).

Statistical analysis

For data processing, different methods of automatic classi-
fication (e.g., logistic regression and discriminant analysis 
by StatCorp, 2015) and neural network (by Ciaburro and 
Venkateswaran, 2020) were applied. The multivariable anal-
ysis is a significantly developing area of statistics; therefore, 
there is no ‘gold standard’ for combining methods to achieve 
the highest level of specificity and sensitivity.

Results

Table 1 shows the basic demographical data and the US and 
MRI parameters in the OSA and control groups.

Between the OSA and control groups, the gender, age, 
and BMI parameters of the patients were significantly differ-
ent. Of US parameters only the left LPWT measured during 
MM was significantly different (p = 0.0679), although, there 
was a tendency of the additionally measured parameters 
to be higher in the OSA group. Using MRI, a statistically 
significant difference was observed in the case of the right 
transverse (p = 0.031), and in the case of the left transverse 
(p = 0.0671) and oblique LPWT, contrasted to the param-
eters of the control group.

The possible effects of gender, age, and BMI values on 
the US features of the LPW are summarised in Table 2.

In male patients, significantly higher values of the left 
LPWT were observed at rest (p = 0.03) as well as during 
MM (p = 0.05). Age had no significant effect on the param-
eters. According to BMI parameters, the left LPWT sig-
nificantly differed (p = 0.05) between normal weighted and 
obese patients.

The possible effects of the gender, age, and BMI values 
on the MRI features of the LPW are summarised in Table 3.

In the case of male patients, significantly different values 
of transverse and oblique LPWT were measured on both 
sides. Under 40 years, significantly higher transverse and 
oblique LPWT parameters were registered. BMI had no sig-
nificant effect on the MRI features of the LPW.

Correlation between LPWT and AHI, BMI values

US LPWT correlations with AHI and BMI are shown in 
Fig. 2A and B.

As shown in Fig. 2, a slight but significant correlation was 
detected in the case of LPWT and AHI (r = 0.23, p < 0.05). 
LPWT and BMI were also correlated slightly, although, sig-
nificantly (r = 0.18, p = 0.074).
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Correlation between LPW‑based collapse and AHI, 
and LPWT

The correspondence between LPW based collapse and AHI 
and LPWT are shown in Fig. 3A and B.

As Fig. 3 reveals, a significant correlation was observed 
between AHI and collapse severity, indicating the highest 
AHI values in the case of total obstruction. Depending on 
the AHI values, the LPW collapse severity significantly 
differed. Between LPWT and LPW-based obstruction, 

significant, non-linear correspondences were observed. 
The highest LPWT values were detected in the case of a 
total obstruction in this case as well.

Table 4 presents the outcome of the quadratic discrimi-
nant analysis of the classification results (sensitivity and 
specificity).

As shown in Table  4, the most important indica-
tors of the different methods were similar to each other, 
although, in some cases, the results of US can be used 

Fig. 1  T1-weighed MR 
image (upper picture) of the 
LPW in the axial plane and 
US image (lower picture) in a 
gray-scale B mode. (Medical 
Imaging Centre of Semmelweis 
University). See the online version 
for coloured arrows
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more effectively for the discrimination of OSA and LPW-
based obstruction than MRI parameters.

A combination of US measurements of the LPW and 
anthropometric parameters can predict the presence of 
OSA and the LPW-based obstruction in 93% and 89%, 
respectively. In the case of MRI, these parameters were 
defined as 90% and 84%. The sensitivity of US and MRI 
for screening of OSA was similar (93%); however, a bet-
ter specificity for US measurements (94% vs 83%) was 
observed. In the case of LPW-based obstruction, 87% sen-
sitivity for US and 75% for MRI while 89% specificity for 
US and 81% for MRI were defined.

The estimation of obstruction severity based on US 
LPWT values using quadratic discriminant analysis is 
shown in Table 5A and B.

As shown in Table 5A, using US LPWT values and 
basic anthropometric parameters (i.e., gender, BMI, neck 
and hip circumferences), the categorization of obstruction 
severity was successful in 67%. The best matches were 
observed in those cases when no obstruction was detected 
(88%). In the case of partial obstruction, the results cor-
related in 69%, while the worse outcome was detected in 
the total obstruction group (53%). Table 5B shows the 
determination of obstruction severity using US LPWT and 
gender, BMI, and neck and hip circumferences. Quadratic 
discriminant analysis was used for data processing, and 
obstruction severity was grouped into two categories: no 
or partial obstruction and total obstruction.

As shown in Table 5B, when obstruction severity was 
divided into two categories, LPW-based obstruction was 
successfully prognosticated in 98%, using a neural net 
r-package, including a five neuronal network system.

Discussion

The upper airway is a complex anatomical unit which 
plays a role in essential physiological functions, such as 
swallowing, speaking, and breathing. Medical imaging of 
this unit contributes to the examination of the pathophysi-
ology in a more detailed manner; thus, the pathogenesis of 
OSA can also be better understood. US measurements of 
the head and neck region are frequently used for indica-
tions other than OSA screening in everyday clinical prac-
tice, since these examinations are fast, relatively unex-
pensive, also contain much information regarding the 
different anatomical regions. Although OSA is presented 
with typical daytime and overnight symptoms, the diagno-
sis and adequate therapy is lacking in many cases. Hence, 
quality of life impairment and comorbidities often occur. 
In the background of undiagnosed and treated OSA cases,  
infrastructure-related problems as a possible explanation 
can be identified, but the patients’ education is often lack-
ing as well. Our study aimed to find a possibility to solve 
the problem mentioned above. Therefore, this study ana-
lysed the possible role of LPW US measurements to screen 
undiagnosed OSA cases, as a supplement of the generally 
used US examinations, along with the detection of LPW-
based obstruction. The applied algorithm used the basic 
anthropometric parameters and US measurements of the 
LPW. In the current study, the LPW of OSA and control 
patients was examined, using US and MRI. To the best of 
our knowledge, it is the first investigation which analysed 
the prognostic value of US and MRI in patients with OSA 
and LPW-based obstruction.

Table 1  Basic demographical and US, MRI results of the patients. 
Parameters show the mean ± SD values. *** indicates a significant 
difference at p < 0.01 level, while ** indicates a significant difference 

at p < 0.05 level and * indicates a significant difference at p < 0.1. 
LPWT: lateral pharyngeal wall thickness. The bold emphasis indi-
cates a statistically significant difference

Indicators Control group (n = 36) OSA patients (n = 64) p value

Gender (male/female) 21/15 53/11 0.000***
BMI (kg/m2) 23.14 ± 3.87 30.99 ± 2.33 0.000***
Age (years) 38.13 ± 12.14 44.40 ± 10.9 0.000***
LPW US measurements

  LPWT on right side (mm) 6.38 ± 3.29 10.21 ± 4.55 0.142
  LPWT on right side during MM (mm) 6.32 ± 3.30 9.98 ± 4.70 0.136
  LPWT on left side (mm) 5.91 ± 3.13 8.78 ± 3.83 0.101
  LPWT on left side during MM (mm) 5.95 ± 2.75 8.84 ± 3.18 0.068*

LPW MRI examination
  LPWT transverse thickness on right side (mm) 9.18 ± 2.65 10.67 ± 3.40 0.031**
  LPWT oblique thickness on right side (mm) 19.81 ± 3.83 20.48 ± 3.84 0.462
  LPWT transverse thickness on left side (mm) 9.45 ± 2.42 10.67 ± 3.49 0.067*
  LPWT oblique thickness on left side (mm) 18.10 ± 4.12 20.11 ± 3.52 0.010**
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The plane of the upper airways is different in normal 
subjects and in patients with OSA: in normal cases, the 
horizontal dimensions are dominant, while in the case of 
OSA, due to the lateral obstruction, the antero-posterior 
dimension is more expressed [18, 19]. Changes in the con-
figuration of the upper airways during sleep lead to the 
occurrence of obstructions, which can be visualised using 
DISE. The categorisation of the obstruction is based on 
several classification schemes, although none of them dif-
ferentiates the LPW-based obstruction [20]. In the current 
study, the VOTE classification was used, in which case the 
LPW is integrated into the oropharynx-based obstruction 
category.

Lan et al. have observed a strong relationship between the 
LPW-based obstruction and  OSA severity [21]. According 
to the dynamic MRI results of Liu et al., a strong correlation 
was detected between LPW collapse and OSA severity [22]. 
Based on previous studies, the increase of the LPWT results 
in a rising tendency of apnoea events [23]. Based on our 
analyses, AHI and LPWT-based obstruction severity were 

significantly correlated, indicating the importance of LPW 
obstruction in OSA severity.

The assessment of the LPW can be carried out using 
CT, MRI, or US examinations. Using MRI in our study 

Fig. 2  A Correspondence between LPW and AHI. B Correlation 
between LPWT and BMI. The figures show the transformed values of 
LPW and AHI

events/hour

Fig. 3  A Correlation between LPW based collapse and AHI. B 
Between LPW-based collapse and LPWT. The figures show the nor-
malised (transformed) values of LPWT. *** indicates a significant 
difference at p < 0.01 level, while ** indicates a significant difference 
at p < 0.05 level and * indicates a significant difference at p < 0.1

Table 4  Classification of OSA and LPW-based obstruction, accord-
ing to gender, age, BMI, US and MRI parameters

US measurements MRI measurements

Estimated parameter Estimated parameter

Obstruction OSA Obstruction OSA

True positive 29 60 30 60
True negative 60 33 54 30
False positive 7 2 13 6
False negative 4 5 3 4
Indicators of binary classification (confusion matrix)

  Sensitivity 0.878 0.923 0.750 0.937
  Specificity 0.895 0.942 0.814 0.833
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population, significantly higher transverse and oblique 
LPWT values were registered on both sides in the OSA 
group, which is similar to the results of Schwab et al., who 
have also observed higher LPWT by MRI measurements 
[11]. According to US imaging, only the left LPWT was 
significantly different in the OSA group, in contrast to 
the parameters of the control subjects. Hussein et al. have 
found significantly higher LPWT in case of moderate and 
severe OSA, using US examinations [24]. Bilici et al. have 
concluded that using submental US measurements, higher 
LPWT values of severe OSA patients can be registered 
than in the mild and moderate groups [25]. Liu et al. have 
observed a positive correlation between the LPWT and OSA 
severity [12]. Our results indicated a slight but significant 
correlation between LPWT and AHI values. The complex 
relationship between LPW-based collapse and LPWT was 
confirmed by the significant non-linear correlation between 
them. Therefore, it can be stated that besides anatomical 
factors, other parameters are also significant in the case of 
LPWT-based obstruction.

The different US and MRI features of the LPW reported 
in our study can be explained by the different planes and 
anatomical localizations of the examinations. Liu et al. have 
registered a good correlation between the LPWT measured 
by US and the transverse LPWT measured by MRI [12]; 
however, such a correlation was not found based on our 
results.

In male patients, a significantly higher thickness of the 
left LPW using US and higher transverse and oblique LPW 
values were observed on both sides using MRI. The higher 
LPWT of males can result in a higher occurrence rate of 
collapses; therefore, it can be responsible for the predomi-
nance of male patients in OSA. The thickness of the LPW 
of obese patients was significantly higher, contrasted to the 
parameters of the normal group, which can be explained by 
the adipose tissue accumulated in the muscles. A slight but 
significant correlation was observed in the case of LPWT 
and BMI. The accumulation of adipose tissue can result in a 
higher LPWT and increased risk for LPW-based collapses. 

Previous studies, for instance by Lan et al., have observed 
a significant positive correlation between BMI and LPW-
based obstruction [21].

It is a well-known fact that obesity is one of the most 
important risk factors for OSA; however, its exact role in the 
pathophysiology of the obstruction has not been identified 
yet [26]. Based on previous studies, the adipose tissue in 
the parapharyngeal spaces increases with obesity, leading to 
upper-airway obstruction [27]. Other investigations highlight 
the role of the thickness of the LPW in the pathogenesis of 
OSA [11].

Based on our results, US examinations combined with 
anthropometric parameters (e.g., gender, age and BMI), the 
presence of OSA and LPW-based obstruction can be pre-
dicted in 93% and 89%, respectively. The sensitivity and 
specificity of US for OSA were defined as 92% and 94%, 
respectively, while these parameters for LPW based obstruc-
tion were calculated as 87% and 89%.

According to the statistical analysis, a combination of 
anthropometric measurements and MRI, OSA, and LPW-
based obstruction can be predicted in 90% and 84%, respec-
tively. The sensitivity of MRI in screening for OSA was 
defined as 93%, while 83% specificity was detected. These 
parameters in the case of LPW-based obstruction were 75% 
and 81%.

Our algorithm, including US LPWT and anthropomet-
ric parameters, was able to detect LPW based obstruction 
in 67%. The complexity of the background of LPW-based 
obstruction was verified by the fact that the prognostication 
by the algorithm was less accurate in the case of a total 
obstruction (i.e., 53%). This can be explained (besides the 
biases) by the non-anatomical risk factors for OSA (e.g., 
impaired dilatator muscle activity). Although in those cases 
when no obstruction was detected, the algorithm was accu-
rate in 88%. When obstruction severity was categorised 
into two groups, the accuracy of the prognostication was 
defined as 98%. The LPW plays a vital role in the develop-
ment of obstructions; therefore, it is essential in the severity 
of OSA due to LPW-based obstruction. The examinations of 

Table 5  A and B Determination 
of obstruction severity using 
US LPWT and gender, BMI, 
and neck and hip circumference 
parameters. The analysis was 
performed using quadratic 
discriminant analysis

A
Real obstruction Estimated obstruction

No obstruction Partial obstruction Total obstruction
No obstruction 30 (88%) 3 (9%) 1 (3%)
Partial obstruction 7 (27%) 18 (69%) 1 (4%)
Total obstruction 13 (32%) 6 (15%) 21 (53%)
B
Real obstruction Estimated obstruction

0/partial obstruction Total obstruction
No/partial obstruction 60 (60%) 1 (1%)
Total obstruction 1 (1%) 38 (38%)
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LPWT are significant for diagnosing OSA as well as therapy 
planning.

For instance, the determination of high pharyngeal col-
lapsibility may be determined as a contraindication for sur-
gical treatment.

LPW US examinations can be significant in diagnosing 
OSA and measuring LPW collapsibility. Our further study 
aims to examine more patients to analyse LPWT in a more 
detailed manner and generate a more accurate prognostica-
tion algorithm.

Our study has some limitations. First, due to the relatively 
low number of patients, we were not able to create more 
groups according to the severity of OSA. US measurements 
were carried out with the head of the patients in an extended 
position; therefore, the LPW can be easier visualised, and 
the acoustic shadowing of the mandible can be reduced. This 
position during the examination is advantageous, although it 
does not represent the anatomical situation during sleep. US 
and MRI examinations were carried out in awake subjects, 
although, the airway diameters could be analysed more pre-
cisely during sleep. During MM, pharyngeal manometry was 
not used; therefore, the measurements were not carried out 
uniformly. Before the DISE examinations, a depletion of the 
nasal mucosa was used, which can be a limitation as it can 
influence the collapse of the pharyngeal wall under sedation.

Conclusion

Our results highlight that the US measurements of the LPW, 
as a supplement of the US measurements of the head and 
neck region generally used in everyday practice, can be 
used with high precision for OSA screening and LPW based 
obstruction grading, in previously undiagnosed cases of 
OSA. The results of the present investigation suggest that 
US evaluation of the LPW may be advantageous for patients 
with possible OSA, as it provides an inexpensive, fast, and 
low stress examination in everyday clinical practice.

Funding Open access funding provided by Semmelweis University.

Declarations 

Ethics approval All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the 1964 Helsinki 
declaration and its later amendments or comparable ethical standards. 
The study was approved by the Hungarian Research Ethics Author-
ity (National Institute of Pharmacy and Nutrition, approval reference 
number: 2788/2019). All patients gave their written informed consent.

Consent to participate Written informed consent was obtained from 
all individual participants included in the study.

Consent for publication Written consent was obtained.

Conflict of interest The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Arnaud C, Bochaton T, Pépin J-L, Belaidi E (2020) Obstructive 
sleep apnoea and cardiovascular consequences: pathophysiologi-
cal mechanisms. Arch Cardiovasc Dis 113:350–358. https:// doi. 
org/ 10. 1016/j. acvd. 2020. 01. 003

 2. Malhotra A, White DP (2002) Obstructive sleep apnoea. Lancet 
360:237–245. https:// doi. org/ 10. 1016/ S0140- 6736(02) 09464-3

 3. Heinzer R, Vat S, Marques-Vidal P, Marti-Soler H, Andries D, 
Tobback N, Mooser V, Preisig M, Malhotra A, Waeber G, Vol-
lenweider P, Tafti M, Haba-Rubio J (2015) Prevalence of sleep-
disordered breathing in the general population: the HypnoLaus 
study. Lancet Respir Med 3:310–318. https:// doi. org/ 10. 1016/ 
S2213- 2600(15) 00043-0

 4. Benjafield AV, Ayas NT, Eastwood PR, Heinzer R, Ip MSM, Mor-
rell MJ, Nunez CM, Patel SR, Penzel T, Pépin JL, Peppard PE, 
Sinha S, Tufik S, Valentine K, Malhotra A (2019) Estimation of 
the global prevalence and burden of obstructive sleep apnoea: a 
literature-based analysis. Lancet Respir Med 7:687–698. https:// 
doi. org/ 10. 1016/ S2213- 2600(19) 30198-5

 5. Lévy P, Kohler M, McNicholas WT, Barbé F, McEvoy RD, Som-
ers VK, Lavie L, Pépin JL (2015) Obstructive sleep apnoea syn-
drome. Nat Rev Dis Primers 1:1–21. https:// doi. org/ 10. 1038/ nrdp. 
2015. 15

 6. Drager LF, McEvoy RD, Barbe F, Lorenzi-Filho G, Redline S 
(2017) Sleep apnea and cardiovascular disease: lessons from 
recent trials and need for team science. Circulation 136:1840–
1850. https:// doi. org/ 10. 1161/ CIRCU LATIO NAHA. 117. 029400

 7. Sharma S, Culebras A (2016) Sleep apnoea and stroke. Stroke Vasc 
Neurol 1:185–191. https:// doi. org/ 10. 1007/ s11910- 014- 0503-3

 8. Borel A-L (2019) Sleep apnea and sleep habits: relationships with 
metabolic syndrome. Nutrients 11:2628. https:// doi. org/ 10. 3390/ 
nu111 12628

 9. Eckert DJ (2018) Phenotypic approaches to obstructive sleep 
apnoea—new pathways for targeted therapy. Sleep Med Rev 
37:45–59. https:// doi. org/ 10. 1016/j. smrv. 2016. 12. 003

 10. Dijemeni E, Kotecha B (2018) Drug-Induced Sedation Endos-
copy (DISE) DATA FUSION system: clinical feasibility study. 
Eur Arch Otorhinolaryngol 275:247–260. https:// doi. org/ 10. 1007/ 
s00405- 017- 4765-7

 11. Schwab RJ, Gupta KB, Gefter WB, Metzger LJ, Hoffman EA, 
Pack AI (1995) Upper airway and soft tissue anatomy in normal 
subjects and patients with sleep-disordered breathing. Signifi-
cance of the lateral pharyngeal walls. Am J Respir Crit Care Med 
152:1673–1689. https:// doi. org/ 10. 1164/ ajrccm. 152.5. 75823 13

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.acvd.2020.01.003
https://doi.org/10.1016/j.acvd.2020.01.003
https://doi.org/10.1016/S0140-6736(02)09464-3
https://doi.org/10.1016/S2213-2600(15)00043-0
https://doi.org/10.1016/S2213-2600(15)00043-0
https://doi.org/10.1016/S2213-2600(19)30198-5
https://doi.org/10.1016/S2213-2600(19)30198-5
https://doi.org/10.1038/nrdp.2015.15
https://doi.org/10.1038/nrdp.2015.15
https://doi.org/10.1161/CIRCULATIONAHA.117.029400
https://doi.org/10.1007/s11910-014-0503-3
https://doi.org/10.3390/nu11112628
https://doi.org/10.3390/nu11112628
https://doi.org/10.1016/j.smrv.2016.12.003
https://doi.org/10.1007/s00405-017-4765-7
https://doi.org/10.1007/s00405-017-4765-7
https://doi.org/10.1164/ajrccm.152.5.7582313


 Sleep and Breathing

1 3

 12. Liu K-H, Chu WC, To K-W, Ko FW, Tong MW, Chan JW, Hui 
DS (2007) Sonographic measurement of lateral parapharyngeal 
wall thickness in patients with obstructive sleep apnea. Sleep 
30:1503–1508. https:// doi. org/ 10. 1093/ sleep/ 30. 11. 1503

 13. Terris DJ, Hanasono MM, Liu YC (2000) Reliability of the Mul-
ler maneuver and its association with sleep-disordered breathing. 
Laryngoscope 110:1819–1823

 14. Miller JL, Watkin KL (1997) Lateral pharyngeal wall motion dur-
ing swallowing using real time ultrasound. Dysphagia 12:125–
132. https:// doi. org/ 10. 1007/ PL000 09526

 15. Kim J-H, Kim M-S (2012) Lateral pharyngeal wall motion analy-
sis using ultrasonography in stroke patients with dysphagia. Ultra-
sound Med Biol 38:2058–2064. https:// doi. org/ 10. 1016/j. ultra 
smedb io. 2012. 07. 028

 16. Berry RB, Budhiraja R, Gottlieb DJ, Gozal D, Iber C, Kapur VK, 
Marcus CL, Mehra R, Parthasarathy S, Quan SF, Redline S, Strohl 
KP, Davidson Ward SL, Tangredi MM (2012) Rules for scoring 
respiratory events in sleep: update of the 2007 AASM manual for 
the scoring of sleep and associated events: deliberations of the 
sleep apnea definitions task force of the American Academy of 
Sleep Medicine. J Clin Sleep Med 8:597–619. https:// doi. org/ 10. 
5664/ jcsm. 2172

 17. Stanley JJ (2020) Drug-induced sleep endoscopy: techniques, 
interpretation and implications. Curr Opin Pulm Med 26:623–628. 
https:// doi. org/ 10. 1097/ MCP. 00000 00000 000723

 18. Rodenstein DO, Dooms G, Thomas Y, Liistro G, Stanescu DC, 
Culée C, Aubert-Tulkens G (1990) Pharyngeal shape and dimen-
sions in healthy subjects, snorers, and patients with obstructive 
sleep apnoea. Thorax 45:722–727. https:// doi. org/ 10. 1136/ thx. 45. 
10. 722

 19. Schwab RJ, Gefter WB, Hoffman EA, Gupta KB, Pack AI (1993) 
Dynamic upper airway imaging during awake respiration in nor-
mal subjects and patients with sleep disordered breathing. Am Rev 
Respir Dis 148:1385–1400. https:// doi. org/ 10. 1164/ ajrccm/ 148.5. 
1385

 20. Dijemeni E, D’Amone G, Gbati I (2017) Drug-induced sedation 
endoscopy (DISE) classification systems: a systematic review and 
meta-analysis. Sleep Breath 21:983–994

 21. Lan MC, Liu SY, Lan MY, Modi R, Capasso R (2015) Lateral 
pharyngeal wall collapse associated with hypoxemia in obstruc-
tive sleep apnea. Laryngoscope 125:2408–2412. https:// doi. org/ 
10. 1186/ s40463- 020- 00478-7

 22. Liu SYC, Huon LK, Lo MT, Chang YC, Capasso R, Chen YJ, 
Shih TT, Wang PC (2016) Static craniofacial measurements and 
dynamic airway collapse patterns associated with severe obstruc-
tive sleep apnoea: a sleep MRI study. Clin Otolaryngol 41:700–
706. https:// doi. org/ 10. 1111/ coa. 12598

 23. Schwab RJ, Goldberg AN (1998) Upper airway assessment: radio-
graphic and other imaging techniques. Otolaryngol Clin North 
Am 31:931–968. https:// doi. org/ 10. 1016/ S0030- 6665(05) 70100-6

 24. Hussein SA, Kamel KM, Kaddah SZ, Abd El-hamid EE, Shaban 
MM (2020) Role of ultrasonography in assessment of anatomic 
upper airway changes in patients with obstructive sleep apnea. 
Adv Respir Med 88:548–557

 25. Bilici S, Engin A, Ozgur Y, Ozlem Onerci C, Ahmet Gorkem Y, 
Aytul Hande Y (2017) Submental ultrasonographic parameters 
among patients with obstructive sleep apnea. Otolaryngol Head 
Neck Surg 156:559–566. https:// doi. org/ 10. 1177/ 01945 99816 
684109

 26. Young T, Skatrud J, Peppard PE (2004) Risk factors for obstruc-
tive sleep apnea in adults. JAMA 291:2013–2016. https:// doi. org/ 
10. 1001/ jama. 291. 16. 2013

 27. Horner RL, Mohiaddin RH, Lowell DG, Shea SA, Burman 
ED, Longmore DB, Guz A (1989) Sites and sizes of fat depos-
its around the pharynx in obese patients with obstructive sleep 
apnoea and weight matched controls. Eur Respir J 2:613–622

Publisher's note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1093/sleep/30.11.1503
https://doi.org/10.1007/PL00009526
https://doi.org/10.1016/j.ultrasmedbio.2012.07.028
https://doi.org/10.1016/j.ultrasmedbio.2012.07.028
https://doi.org/10.5664/jcsm.2172
https://doi.org/10.5664/jcsm.2172
https://doi.org/10.1097/MCP.0000000000000723
https://doi.org/10.1136/thx.45.10.722
https://doi.org/10.1136/thx.45.10.722
https://doi.org/10.1164/ajrccm/148.5.1385
https://doi.org/10.1164/ajrccm/148.5.1385
https://doi.org/10.1186/s40463-020-00478-7
https://doi.org/10.1186/s40463-020-00478-7
https://doi.org/10.1111/coa.12598
https://doi.org/10.1016/S0030-6665(05)70100-6
https://doi.org/10.1177/0194599816684109
https://doi.org/10.1177/0194599816684109
https://doi.org/10.1001/jama.291.16.2013
https://doi.org/10.1001/jama.291.16.2013

	The prognostic role of ultrasound and magnetic resonance imaging in obstructive sleep apnoea based on lateral oropharyngeal wall obstruction
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Materials and methods
	Subjects
	Sleep test
	Drug-induced sleep endoscopy
	Ultrasound
	MRI
	Statistical analysis

	Results
	Correlation between LPWT and AHI, BMI values
	Correlation between LPW-based collapse and AHI, and LPWT

	Discussion
	Conclusion
	References


