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Abstract
Background We aimed to investigate the association between sleep apnea and incident dementia (dementia of 
the Alzheimer type [DAT] and vascular dementia) and whether differences in the effects of sleep apnea on dementia 
depend on sex. Furthermore, we sought to determine whether obesity affects the sex-specific relationship between 
sleep apnea and dementia.

Methods We used de-identified data on patients with sleep apnea and a control group aged ≥ 50 years from the 
Korean National Health Insurance Service. After propensity score matching to balance age and sex between the 
patient and control groups, 30,111 individuals with sleep apnea (patient group) and 121,528 individuals without sleep 
apnea (control group) were included. To investigate the impact of sleep apnea on the development of dementia, we 
used Cox proportional hazards regression after controlling for potential confounders.

Results Sleep apnea was predictive of developing DAT in both women (hazard ratio [HR] = 1.30, 95% confidence 
interval [CI] 1.16–1.44, p < 0.001) and men (HR = 1.13, 95% CI 1.03–1.24, p = 0.012). The adverse effects of sleep apnea 
on DAT were more prominent in women than in men (p = 0.015 for sleep apnea×sex). Furthermore, obesity affected 
the sex-specific relationship between sleep apnea and DAT. Specifically, the adverse effects of obese sleep apnea on 
the DAT were more pronounced in women than in men (p = 0.002 for obese sleep apnea×sex). In contrast, there were 
no differences in the effects of non-obese sleep apnea on DAT between women and men (p = 0.667 for non-obese 
sleep apnea×sex).

Conclusions Our results highlight sex differences in the adverse effects of sleep apnea on DAT. Furthermore, these 
results suggest that sex-specific strategies for controlling sleep apnea are necessary to prevent DAT.

Keywords Sleep apnea, Sex, Obesity, Dementia of the Alzheimer type (DAT)

Impact of sleep apnea on alzheimer’s disease 
in relation to sex: an 8-year longitudinal 
follow-up study of a nationwide cohort
Su Jin Chung1, Sung Hoon Kang2*†, Minwoong Kang3, Yunjin Choi3, Yu Jeong Park2, Hayom Kim4, Kyungmi Oh2, 
Seong-Beom Koh2 and Jung Bin Kim4*†

http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13195-024-01667-6&domain=pdf&date_stamp=2025-3-19


Page 2 of 10Chung et al. Alzheimer's Research & Therapy           (2025) 17:65 

Background
Sleep apnea is a common sleep-related breathing disor-
der characterized by repeated upper airway obstruction 
that results in apnea and hypoxemia during sleep. Sleep 
apnea is closely associated with several comorbid disor-
ders, including cardiometabolic syndromes and neurode-
generative disorders [1, 2]. Recent studies have found that 
sleep apnea is associated with a higher risk of all-cause 
dementia and dementia of the Alzheimer type (DAT) [2–
4]. However, few longitudinal studies on the relationship 
between sleep apnea and DAT in an Asian population 
have been published [4]. Given that Asians have a higher 
incidence of dementia and sleep apnea [4–6] and more 
deleterious effects of sleep apnea on comorbidities than 
Caucasians [6–8], it is necessary to reduce the knowl-
edge gaps in the current understanding of the association 
between sleep apnea and dementia in Asians.

The prevalence of sleep apnea and dementia differs 
between men and women. The prevalence of sleep apnea 
in men is two to three times greater than that in women, 
whereas the prevalence of all-type dementia and DAT 
is 1.9 times greater in women than in men [2, 9]. Addi-
tionally, growing evidence shows that the effects of vari-
ous risk factors on dementia are higher in women than 
in men [10, 11]. Therefore, the effects of sleep apnea on 
dementia may also differ depending on sex. However, 
the sex-specific relationship between sleep apnea and 
dementia remains unclear.

Obesity is the most important risk factor for sleep 
apnea [12, 13]. Moreover, there is sufficient evidence 
to suggest that obesity also puts an individual at risk 
of developing dementia [14]. However, previous stud-
ies failed to evaluate the different effects of sleep apnea 
on dementia according to the presence of obesity. We 
hypothesized that the deleterious effects of sleep apnea 
on dementia differ between non-obese and obese patients 
with sleep apnea.

Therefore, using data from the Korean National Health 
Insurance Service (KNHIS), we first investigated the 
association between sleep apnea and incident dementia 
(DAT and vascular dementia [VD]) in a Korean popula-
tion. Second, we explored the effects of sleep apnea on 
dementia according to sex. Third, we sought to deter-
mine whether obesity affects the sex-specific relationship 
between sleep apnea and dementia after stratifying sleep 
apnea into non-obese and obese sleep apnea.

Methods
Data source
We used a customized dataset from the KNHIS, which 
includes more than 99% of Koreans (approximately 
50 million) (http://nhiss.nhis.or.kr). The KNHIS database 
includes personal information; health insurance claim 
codes (procedures and prescriptions); diagnostic codes 

from the Korean Standard Classification of Diseases, 7th 
Revision (KCD-7) based on the International Classifica-
tion of Diseases, 10th Revision (ICD-10); death records 
from the Korean National Statistical Office; and general 
medical examination data of each participant from 2002 
to 2019. Body mass index (BMI) data were obtained from 
general health examinations in the KNHIS database.

This study was approved by the Institutional Review 
Board (IRB) of Korea University Guro Hospital and 
adhered to the principles of the Declaration of Helsinki 
(IRB No. 2022GR0280). Anonymous and de-identified 
data from the KNHIS were used for analysis and, there-
fore, the present study was exempted from obtaining 
informed consent.

Study participants
Patients with sleep apnea (based on ICD-10 codes 
G47.30, G47.31, G47.32, or G47.38) aged ≥ 50 years 
between January 2002 and December 2015 were enrolled. 
A total of 50,964 eligible candidates were identified. We 
excluded 5,567 patients with a previous history of all 
cause of dementia or developing other forms of dementia 
(based on ICD-10 code F02, F03, G31 and the prescrip-
tion of dementia medications) and 20,581 patients who 
did not have BMI measurement within 1 year before 
or after the diagnosis of sleep apnea. In addition, 271 
underweight patients (BMI < 18.5 kg/m2) were excluded. 
Ultimately, 30,111 patients were included in the study. 
Patients with sleep apnea were classified according to the 
presence of obesity. Specifically, according to Asia-Pacific 
BMI criteria for obesity [15], patients with BMI < 25 kg/
m2 were considered to have non-obese sleep apnea, 
whereas those with BMI ≥ 25  kg/m2 were classified as 
having obese sleep apnea.

The control group, which had not been diagnosed with 
sleep apnea between January 2002 and December 2015, 
was retrieved from the KNHIS database. Propensity 
score matching was performed to balance the age and 
sex distributions between the sleep apnea and control 
groups. Propensity scores were obtained using a multi-
variate logistic regression based on age and sex. A total 
of 121,528 individuals were matched with 30,382 patients 
with sleep apnea based on propensity scores using the 1:4 
nearest-neighbor matching algorithm with a caliper of 
0.2. After propensity score matching, 2,477 underweight 
individuals (BMI < 18.5 kg/m2) were excluded. Ultimately, 
119,043 individuals were included in the control group in 
the present study.

Definition of outcome and follow-up
The primary outcome of this study was the development 
of dementia (DAT and VD). DAT was defined accord-
ing to ICD-10 code F00 or G30 and the prescription of 
dementia medications, including donepezil, rivastigmine, 
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galantamine, and memantine. VD was defined accord-
ing to ICD-10 code F01 and the prescription of dementia 
medications. Participants without dementia were consid-
ered to have completed the study at the end of the fol-
low-up period. The participants were followed from the 
date of sleep apnea diagnosis to the date of the incident 
dementia or December 2022.

Definition of covariates
Hypertension, diabetes, hyperlipidemia, ischemic stroke, 
hemorrhagic stroke, coronary heart disease, physical 
inactivity, heavy alcohol consumption, and a history of 
smoking were also considered. To improve the diagnos-
tic accuracy of hypertension, diabetes, and hyperlipid-
emia, these conditions were defined according to both 
diagnostic codes and the prescription of medications. 
Specifically, the presence of hypertension was defined 
according to ICD-10 codes I10-15 and the prescription 
of antihypertensive medications. Diabetes was defined 
according to ICD-10 codes E8-14 and the prescription 
of antidiabetic medications. Hyperlipidemia was defined 
according to ICD-10 code E78 and the prescription of 
lipid-lowering medications. The presence of ischemic 
stroke was defined according to ICD-10 codes I63-66 and 
the prescription of antiplatelet or anticoagulation agents. 
Hemorrhagic stroke was defined according to the ICD-
10 codes I60-62. Coronary heart disease was defined 
according to the ICD-10 codes I20-25 and the prescrip-
tion of antiplatelet or anticoagulation agents. Physical 
inactivity was defined as physical exercise performed 
fewer than three times/week. Heavy alcohol drinking was 
defined as alcohol consumption at least three times per 
week. Smoking status was categorized into three groups: 
never-smokers, ex-smokers, and current smokers.

Statistical analyses
Baseline characteristics are presented as mean ± standard 
deviation or median (interquartile range) and frequency 
(%). The characteristics of the sleep apnea and control 
groups were compared using independent t-tests and 
chi-square tests. All variables also met the proportional 
hazards assumption assessed by Schoenfeld residuals 
[16]. 

To check whether the impact of sleep apnea on the 
development of DAT or VD differs depending on sex, 
Cox proportional hazards regression analyses that 
included an interaction term between sex and sleep 
apnea were conducted using sleep apnea as a predictor 
and incident dementia (DAT or VD) as an outcome, after 
controlling for age, sex, obesity, hypertension, diabetes, 
hyperlipidemia, ischemic stroke, hemorrhagic stroke, 
coronary heart disease, physical inactivity, heavy alco-
hol consumption, and smoking status in the entire study 
population. Next, if interaction would be significant, we 

performed Cox proportional hazards regression with 
incident dementia (DAT or VD) as an outcome after con-
trolling for the same potential confounders in each sex 
(women and men), while if interaction would not be sig-
nificant, we performed Cox proportional hazards regres-
sion with the same model in the entire study population.

Finally, to determine whether obesity affects sex-spe-
cific relationships between sleep apnea and dementia, 
Cox proportional hazards regressions were conducted 
using the sleep apnea subtype (non-obese and obese sleep 
apnea) as a predictor and incident dementia (DAT or VD) 
as an outcome after controlling for age, sex, hyperten-
sion, diabetes, hyperlipidemia, ischemic stroke, hemor-
rhagic stroke, coronary heart disease, physical inactivity, 
heavy alcohol consumption, and smoking status for each 
sex (women and men) if interaction between sex and 
sleep apnea subtype (non-obese and obese sleep apnea) 
would be significant in the entire study population.

All reported p-values were two-sided and the signifi-
cance level was set at 0.05. All analyses were performed 
using SAS version 9.4 (SAS Institute Inc., Cary, NC, 
USA).

Results
Clinical characteristics of the study participants
The demographic and clinical characteristics of the study 
participants are shown in Table 1. After propensity score 
matching, the mean age was not different between sleep 
apnea and control groups in both women (58.2 ± 5.9 and 
58.2 ± 5.9 years) and men (57.9 ± 6.0 and 57.9 ± 6.0 years), 
respectively. However, there were differences in the fre-
quency of obesity (women, 45.1% and 36.1%; men, 57.8% 
and 40.1%), hypertension (women, 42.3% and 31.3%; 
men, 48.1% and 34.9%), diabetes (women, 11.6% and 
10.0%; men, 15.1% and 14.5%), hyperlipidemia (women, 
52.1% and 36.8%; men, 48.7% and 31.0%), ischemic stroke 
(women, 3.7% and 1.8%; men, 5.4% and 2.7%), hemor-
rhagic stroke (women, 0.6% and 0.4%; men, 0.6% and 
0.4%), and coronary heart disease (women, 6.3% and 
3.5%; men, 11.5% and 5.8%) between sleep apnea and 
control groups, respectively, in both women and men.

Cumulative incidence of DAT between sleep apnea and 
control groups
Of the 30,111 patients with sleep apnea, 1,078 (3.6%) 
developed DAT, whereas 3,360 (2.8%) of the 119,051 par-
ticipants in the control group experienced DAT (Table 2). 
As illustrated in Fig.  1, there was a higher cumulative 
incidence of overall DAT in the sleep apnea group than 
in the control group (hazard ratio [HR] = 1.26, 95% con-
fidence interval [CI] 1.18–1.35, p < 0.001). Furthermore, 
after stratifying by sex, the cumulative incidence of over-
all DAT was higher in sleep apnea in the sleep apnea 
group than in the control group in both men (HR = 1.19, 
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95% CI 1.08–1.30, p < 0.001) and women (HR = 1.38, 95% 
CI 1.24–1.53, p < 0.001, supplementary Fig. 1).

Impact of sleep apnea on the development of DAT in 
relation to sex
There was an interaction between sleep apnea and 
sex with the development of DAT (p = 0.015 for sleep 
apnea×sex), suggesting that the effect of sleep apnea on 
development of DAT were different between sex. After 
stratification of sex, sleep apnea was associated with a 
higher risk of DAT in both women (HR = 1.30, 95% CI 
1.16–1.44, p < 0.001) and men (HR = 1.13, 95% CI 1.03–
1.24, p = 0.012; Table  3; Fig.  2). Especially, the effect of 
sleep apnea on the development of DAT was more prom-
inent in women than in men (Table 3).

Impact of sleep apnea subtype (obese versus non-obese) 
on the development of DAT
Sleep apnea was stratified into obese sleep apnea and 
non-obese sleep apnea. There was an interaction between 
obese sleep apnea and sex with the development of DAT 
(p = 0.002 for obese sleep apnea×sex), suggesting that the 
effect of sleep apnea on development of DAT was differ-
ent between sex. In women, obese sleep apnea (HR = 1.39, 
95% CI 1.21–1.58, p < 0.001) increased the risk of DAT, 
whereas in men, obese sleep apnea (HR = 1.06, 95% CI 
0.94–1.20, p = 0.329) did not increase the risk of DAT 
(Table 3).

However, there was no interaction between non-
obese sleep apnea and sex with the development of DAT 
(p = 0.667 for non-obese sleep apnea×sex). Non-obese 
sleep apnea was associated with a higher risk of DAT in 
the entire study population (HR = 1.18, 95% CI 1.07–1.30, 
p = 0.001; Table 3).

Table 1 Baseline characteristics of participants
Variables Women Men

Sleep apnea (n = 11,319) Control (n = 44,964) p-value Sleep apnea (n = 18,792) Control (n = 74,087) p-value
Age (years) 58.2 ± 5.9 58.2 ± 5.9 0.960 57.9 ± 6.0 57.9 ± 6.0 0.766
Obesity (n, %) 5,108 (45.13%) 16,221 (36.08%) < 0.001 10,863 (57.81%) 29,698 (40.09%) < 0.001
Hypertension (n, %) 4,783 (42.26%) 14,086 (31.33%) < 0.001 9,035 (48.08%) 25,861(34.91%) < 0.001
Diabetes (n, %) 1,308 (11.56%) 4,515 (10.04%) < 0.001 2,834 (15.08%) 10,729 (14.48%) 0.038
Hyperlipidemia (n, %) 5,896 (52.09%) 16,542 (36.79%) < 0.001 9,157 (48.73%) 22,939 (30.96%) < 0.001
Ischemic stroke (n, %) 422 (3.73%) 821 (1.83%) < 0.001 1,017 (5.41%) 2,000 (2.70%) < 0.001
Hemorrhagic stroke (n, %) 68 (0.60%) 161 (0.36%) < 0.001 117 (0.62%) 293 (0.40%) < 0.001
CHD (n, %) 715 (6.32%) 1,566 (3.48%) < 0.001 2,164 (11.52%) 4,268 (5.76%) < 0.001
Systolic blood pressure 123.1 ± 14.8 123.6 ± 15.4 0.002 125.9 ± 13.8 126.7 ± 14.8 < 0.001
Diastolic blood pressure 76.0 ± 9.8 76.2 ± 9.9 0.135 78.8 ± 9.7 78.9 ± 10.0 < 0.001
Fasting glucose 100.5 ± 22.9 100.3 ± 25.4 0.570 105.2 ± 26.2 107.6 ± 32.0 < 0.001
Physical inactivity (n, %) 2,324 (20.57%) 8,878 (19.79%) 0.065 4,655 (24.83%) 16,718 (22.63%) < 0.001
Heavy alcohol (n, %) 366 (3.24%) 1,538 (3.43%) 0.325 4,491 (23.94%) 20,710 (28.01%) < 0.001
Smoking < 0.001 < 0.001
Never smoker 10,727 (94.97%) 42,852 (95.54%) 6,067 (32.34%) 22,382 (30.27%)
Ex-smoker 215 (1.90%) 592 (1.32%) 8,182 (43.61%) 25,064 (33.90%)
Current smoker 353 (3.13%) 1,409 (3.14%) 4,512 (24.05%) 26,495 (35.83%)
Median follow-up period 8.4 (7.0-9.7) 8.4 (7.1–9.7) 8.6 (7.1–9.8) 8.6 (7.1–9.8)
Propensity score matching was performed to balance age and sex between the sleep apnea and control groups

Median follow-up period (years) was presented as median (IQR)

Abbreviation: CHD, coronary heart disease

Table 2 Incidence rate of dementia between sleep apnea and control groups
Total Women Men
Sleep apnea Control Sleep apnea Control Sleep apnea Control

DAT cases (n, %) 1,078 (3.58%) 3,360 (2.82%) 471 (4.16%) 1,372 (3.05%) 607 (3.23%) 1,988 (2.68%)
DAT incidence
(per 100,000 person-years)

1.2 0.9 1.4 1.0 1.1 0.9

VD cases (n, %) 244 (0.81%) 771 (0.65%) 88 (0.78%) 278 (0.62%) 156 (0.83%) 493 (0.67%)
VD incidence
(per 100,000 person-years)

0.3 0.2 0.3 0.2 0.3 0.2

Abbreviations: DAT, dementia of the Alzheimer type; VD, vascular dementia
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Impact of sleep apnea on the development of VD
There was no interaction between sleep apnea and 
sex with the development of VD (p = 0.874 for sleep 
apnea×sex). In the entire study population, sleep apnea 
(HR = 1.08, 95% CI 0.93–1.25, p = 0.305) was not asso-
ciated with incident VD (Table  4). Neither obese 
(HR = 1.13, 95% CI 0.92–1.39, p = 0.233) nor non-obese 

sleep apnea (HR = 1.03, 95% CI 0.83–1.27, p = 0.792) was 
associated with VD (Table 4).

Discussion
In this long-term follow-up of large cohort, we inves-
tigated the long-term effects of sleep apnea on incident 
dementia in non-obese and obese individuals. The major 
findings of this study are as follows. First, sleep apnea 

Table 3 Hazard ratio of sleep apnea for DAT
Women Men
HR (95% CI)* p HR (95% CI)* p p for interaction by sex**

Sleep apnea 1.30 (1.16–1.44) < 0.001 1.13 (1.03–1.24) 0.012 0.015
Sleep apnea subtype
Obese sleep apnea 1.39 (1.21–1.58) < 0.001 1.06 (0.94–1.20) 0.329 0.002

Entire study population
HR (95% CI)* p p for interaction by sex**

Non-obese sleep apnea 1.18 (1.07–1.30) < 0.001 0.667
*Adjusted HR for DAT was obtained using Cox proportional hazards regression with sleep apnea or sleep apnea subtype as a predictor after controlling for age, sex, 
obesity, hypertension, diabetes, hyperlipidemia, ischemic stroke, hemorrhagic stroke, coronary heart disease, physical inactivity, heavy alcohol consumption, and 
smoking status in each sex. Obesity was excluded as a covariate in the analysis with sleep apnea subtype as a predictor

**p for interaction was estimated by the Cox proportional hazards regressions including sleep apnea or sleep apnea subtype and sex together as main effects and 
sex*sleep apnea or sex*sleep apnea subtype as an interaction effect after controlling for the same potential confounders in the entire study population

Abbreviations: CI, confidence interval; DAT, dementia of the Alzheimer type; HR, hazard ratio

Fig. 1 Cumulative incidence curves for DAT between sleep apnea and control groups
*The cumulative incidence for DAT was compared with the log-rank test
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was predictive of DAT development. Second, the adverse 
effects of sleep apnea on DAT were more prominent in 
women than in men. Third, the adverse effects of obese 
sleep apnea on DAT were more pronounced in women 
than in men. In contrast, there were no differences in 
the effects of non-obese sleep apnea on DAT between 
women and men. Overall, the evidence suggests that obe-
sity affected the sex-specific relationship between sleep 
apnea and DAT. Taken together, our findings suggest 
that sleep apnea exerted different effects on DAT devel-
opment depending on sex and obesity. Therefore, sex-
specific prevention strategies for sleep apnea and obesity 
may be necessary to prevent the development of DAT.

Our finding of an association between sleep apnea and 
DAT was consistent with those of previous studies based 
on multiethnic patients [3, 4]. Considering the differences 

in the effects of sleep apnea on other clinical complica-
tions, including cardiometabolic syndromes, between 
Caucasians and Asians [6–8], our findings should be 
emphasized to reduce the knowledge gaps in the current 
understanding of the association between sleep apnea 
and DAT in different ethnic populations. Although the 
mechanisms underlying this finding are not fully under-
stood, intermittent hypoxia may mediate the relationship 
between sleep apnea and DAT. Several possible mecha-
nisms include increased oxidative stress, systemic inflam-
mation, mitochondrial dysfunction, cerebrovascular 
damage, metabolic dysregulation and blood-brain bar-
rier hyperpermeability due to recurrent hypoxia, which 
may have detrimental effects on cognitive function [17, 
18]. Especially, as illustrated in Fig. 3, sleep apnea causes 
oxidative stress directly via intermittent hypoxia and 
mitochondrial dysfunction, which in turn leads to tissue 
damage, inflammation, amyloid-β deposition and neu-
ronal death involved in the pathophysiology of DAT [18, 
19]. Oxidative stress-induced several by-products were 
also related with impaired cognition in various cogni-
tive domains [18]. Antioxidants can decrease apoptosis in 
rat models of intermittent hypoxia, which suggests that 
treatment of sleep apnea can reduce inflammatory bio-
markers associated with DAT [2, 20]. Other molecular 
mechanisms responsible for the cognitive deficits seen 
in sleep apnea include high levels of glutamate, which 
provoke excitotoxicity of the hippocampal neurons, and 
downregulation of hippocampal brain-derived neuro-
trophic factor [21]. Cerebrovascular damage may be 
another important mediator of the relationship between 
sleep apnea and DAT. Disruption of cerebral microcircu-
lation, caused by sleep apnea, is a well-known pathogen-
esis of DAT [22]. In fact, previous studies have found that 

Table 4 Hazard ratio of sleep apnea for VD
HR (95% CI)* p p for interaction

by sex**
Sleep apnea 1.08 (0.93–1.25) 0.305 0.874
Sleep apnea subtype
Obese sleep apnea 1.13 (0.92–1.39) 0.233 0.304
Non-obese sleep apnea 1.03 (0.83–1.27) 0.792 0.387
*Adjusted HR for VD was obtained using Cox proportional hazards regression 
with sleep apnea or sleep apnea subtype as a predictor after controlling for 
age, sex, obesity, hypertension, diabetes, hyperlipidemia, ischemic stroke, 
hemorrhagic stroke, coronary heart disease, physical inactivity, heavy alcohol 
consumption, and smoking status in the entire study population. Obesity was 
excluded as a covariate in the analysis with sleep apnea subtype as a predictor

**p for interaction was estimated by the Cox proportional hazards regressions 
including sleep apnea or sleep apnea subtype and sex together as main effects 
and sex*sleep apnea or sex*sleep apnea subtype as an interaction effect after 
controlling for the same potential confounders in the entire study population

CI, confidence interval; HR, hazard ratio; VD, vascular dementia

Abbreviation: DAT, dementia of the Alzheimer type

Abbreviation: DAT, dementia of the Alzheimer type

Fig. 2 Association between sleep apnea and sleep apnea subtype with DAT in relation to sex
Hazard ratios and 95% confidence intervals from the Cox proportional hazards regression models adjusted for age, sex, obesity, hypertension, diabetes, 
hyperlipidemia, ischemic stroke, hemorrhagic stroke, coronary heart disease, physical inactivity, heavy alcohol consumption, smoking status with sleep 
apnea (A), and sleep apnea subtype (B). Obesity was excluded as a covariate in the analysis with sleep apnea subtype as a predictor
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DAT patients with sleep apnea have an impairment in 
cerebrovascular disease markers closely associated with 
poor cognitive performance [23]. Neuroimaging studies 
have also found that sleep apnea reduces blood oxygen 
saturation, which causes brain atrophy mainly in the hip-
pocampus, amygdala, frontal areas, and other function-
ally related regions with reduced cognitive flexibility [21, 
24]. Sleep deprivation and sleep fragmentation are also 
responsible for the association between sleep apnea and 
DAT (Fig.  3). Especially, glymphatic dysfunction may 
mediate the association between sleep deprivation and 
DAT. Growing experimental evidence in rodent mod-
els has shown that glymphatic function, associated with 
clearance of metabolic waste, is activated during slow-
wave sleep [25–27]. In this regards, sleep deprivation 
might cause a decreased glymphatic clearance, resulting 
in amyloid-β deposition [28]. Recently, the deleterious 
effect of sleep deprivation on impaired glymphatic func-
tion was found in humans [29], which in turn leads to 
neurodegeneration and cognitive decline [30]. Further-
more, several human studies have also found that sleep 
deprivation is closely associated with amyloid-β deposi-
tion in the brain [31–34]. These findings suggest that 
patients with sleep apnea are more susceptible to DAT.

Our major finding was that the adverse effects of sleep 
apnea on DAT were more prominent in women than in 
men. Furthermore, these differences were attributed to 
the effects of obese sleep apnea rather than non-obese 
sleep apnea. Several previous studies have investigated 
the moderating effects of sex on the relationship between 
sleep apnea and cognitive decline [35–38]. The observed 
sex-specific effect is consistent with the findings of two 

studies [36, 39], while contrasts with those of other 
studies [37, 38, 40]. Possible explanations for these dis-
crepancy included the difference in study participants, 
design, and outcome. This sex-specific effect was strongly 
observed in middle-aged patient with sleep apnea 
(45 ~ 60 years) in previous studies. Our study included 
the middle-aged patients, which is why the sex-specific 
effect was evident. Furthermore, most studies used cog-
nitive function tests as outcomes and, there a few studies 
exploring the development of DAT. Although the reason 
why female patients with sleep apnea are more vulner-
able to DAT is not fully understood, our findings may be 
explained by the complex effects of biological and socio-
economic differences [41]. Several neuroimaging stud-
ies regarding sex-specific brain changes in patients with 
sleep apnea have shown white matter alterations [42], 
cortical thinning [43], and unilateral volume changes in 
the hippocampus [44] in women. Additionally, previous 
studies have found that sleep apnea and related intermit-
tent hypoxia exert worse effects on the development of 
hypertension, cerebrovascular disease, and heart fail-
ure through endothelial dysfunction and a greater heart 
rate response and sympathetic nerve activity in women 
than in men. The differential effects of sleep apnea on 
several brain structures and systemic conditions have 
been attributed to differences in sex hormones, which 
are biological factors. In premenopausal women, estro-
gen has protective roles against the deleterious conse-
quences of sleep apnea and intermittent hypoxia through 
increasing antioxidant activity and maintaining adequate 
muscle contracture of the upper airways [45, 46]. Addi-
tionally, progesterone is a respiratory stimulant which 
could reduce the frequency of apneas or airway obstruc-
tion during sleep [47]. However, women uniquely expe-
rience a menopause transition, which might increase the 
occurrence of sleep apnea and related complications via 
decreased estrogen and progesterone [48]. The loss of 
ovarian hormones following menopause could increase 
the development of sleep disorders and thus could lead 
to cognitive decline and dementia in women [49]. In fact, 
previous studies have found that the association between 
sleep apnea and poor cognitive performance is the stron-
gest in perimenopausal women [36, 39, 50]. These results 
may suggest that estrogen decline is important in link 
between sleep apnea and DAT. Regarding socioeco-
nomic factors, several studies have shown that women 
tend to maintain lifestyles that are more favorable for 
brain health, with overall lower drinking and smoking 
rates than men [51–54]. Therefore, our findings might 
also be related to differences in stress, alcohol consump-
tion, smoking, and dietary habits according to sex, given 
that the adverse effect of the other risk factors including 
a poor lifestyle was so high that it eclipsed the effect of 
sleep apnea in men.

Fig. 3 Proposed interplays between alzheimer’s disease and pathologic 
process caused by sleep apnea
Sleep apnea causes oxidative stress directly via intermittent hypoxia and 
mitochondrial dysfunction, which further might lead to tissue damage, 
inflammation, amyloid deposition and neuronal death. Sleep deprivation 
is closely related to impaired glymphatic function leading to decreased 
clearance of amyloid in the brain
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Our study highlights that obese women with sleep 
apnea are the most vulnerable to DAT. As BMI is posi-
tively correlated with oxygen desaturation severity, the 
impact of sleep apnea may be greater in obese patients 
than in non-obese patients due to exacerbation of oxygen 
desaturation during apnea events [55]. Interestingly, our 
findings showed an effect of sex differences in obese sleep 
apnea on DAT. Women have a unique sleep character-
istics including shorter apneas, lower arousal threshold, 
and greater desaturation per arousal [56]. Thus, women 
may be more susceptible to severe oxygen desaturation 
during sleep, which could explain our finding that obesity 
and sleep apnea had a synergic effect on development of 
DAT in only women. Another reason for the vulnerabil-
ity in women may include the shift of fat deposition from 
the subcutaneous to the visceral depot in menopausal 
women, which predisposes women to some cardiometa-
bolic syndromes associated with obesity [57]. Moreover, 
obesity is more harmful in women than in men with 
respect to the risk of dementia, as proven by numerous 
clinical studies [58]. However, our findings suggest that 
sleep apnea in obese men is not related to DAT. As BMI 
is based on non-specific measures of height and weight, 
it may not reflect the correct volume of total body fat 
and muscle mass [59]. For an equivalent BMI, men have 
higher muscle mass than women, whereas women have 
greater amounts of total body fat than men [60]. Thus, 
it is possible that men with increased BMI may include 
metabolically healthy obese individuals with an increased 
muscle mass rather than in increased fat mass. Further-
more, a previous study found that only obese women 
were prone to develop DAT, whereas obese men were not 
[61]. In fact, increased BMI is related to the elevation of 
inflammatory proteins only in women, including C-reac-
tive protein and interleukin-6, which can cause rapid 
cognitive decline due to an active inflammatory condi-
tion [62]. However, there has been very little research on 
obesity and sleep apnea linked to dementia directly, and 
there is no consistent evidence for the role of obesity in 
the association between sleep apnea and DAT.

Our findings that non-obese sleep apnea affects DAT in 
both women and men were contradictory to the relation-
ship between obese sleep apnea and DAT, which might 
be attributed to different proportion of sleep apnea sub-
types between obese and non-obese sleep apnea [63]. 
Non-obese sleep apnea is composed of a higher propor-
tion of central or mixed sleep apnea than obese sleep 
apnea [63]. Central or mixed sleep apnea was closely 
associated with neurodegeneration, which directly affects 
the development of DAT without mediation of oxygen 
desaturation [64]. The patho-mechanism seems to be dif-
ferent depending on sleep apnea subtypes. However, fur-
ther study is necessary to identify the exact mechanism 
and confirm this hypothesis.

We also found that sleep apnea was not associated with 
VD. Few studies have investigated the impact of sleep 
apnea on VD, although sleep apnea has been demon-
strated to be an important risk factor for various cardio-
metabolic syndromes and cerebrovascular diseases. Our 
finding is consistent with the results of previous studies 
[65, 66]. These negative results might be explained by the 
fact these studies controlled for cardiometabolic risk fac-
tors, which might be mediators rather than confounders 
of the relationship between sleep apnea and VD.

Limitations
The strengths of this study include the large sample size 
in the sleep apnea and control groups, well-balanced 
clinical demographics between the two groups, and long 
follow-up duration based on a nationwide cohort. How-
ever, our study has several limitations that should be 
addressed. First, the discordance between the diagnoses 
of sleep apnea and DAT in clinical practice and those 
recorded in the KNHIS (claims data) may lead to inac-
curate results. Second, because the present study was 
performed using data that were not originally aimed at 
studying sleep disorders and neurodegenerative diseases, 
we could not assess the subjects’ sleep apnea severity, 
status of sleep apnea treatment, exact performance on 
cognitive function tests, baseline cognitive status, degree 
of depression, years of education, or occupation. Third, 
we did not consider information on exposure time and 
changes in the status of sleep apnea. Fourth, we excluded 
the underweight individuals, which could affect the 
external validity. However, these issues might be miti-
gated by the fact that underweight individuals have a 
lower prevalence of sleep apnea [67]. In fact, the propor-
tion of being underweight in sleep apnea group was very 
low (0.89%) in the present study. Fifth, because we used 
Asia-Pacific BMI criteria for obese participants, caution 
should be exercised when generalizing our findings to 
other ethnicities. Sixth, the generalizability of this study 
to community-based populations is limited given that 
the cohort was recruited from general health examina-
tions setting in Korea, which results in the enrollment of 
a more “health-seeking” population. Seventh, because we 
defined VD according to ICD-10 code and the prescrip-
tion of dementia medications, VD incidence might be 
underestimated. Finally, although the impacts of sleep 
apnea on DAT were identified, the mechanism for our 
findings could not be confirmed. Thus, further study is 
needed to identify the exact patho-mechanism. Never-
theless, our study is noteworthy because it included a 
larger number of patients with sleep apnea and a longer 
follow-up period than previous studies and was based on 
an Asian population.
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Conclusions
In the present study, we highlighted sex differences in the 
adverse effects of sleep apnea on DAT. Furthermore, our 
findings suggest that sex-specific prevention strategies 
for controlling sleep apnea are necessary to prevent DAT.

Supplementary Information
The online version contains supplementary material available at  h t t p  s : /  / d o i  . o  r 
g /  1 0 .  1 1 8 6  / s  1 3 1 9 5 - 0 2 4 - 0 1 6 6 7 - 6.

Supplementary Material 1

Acknowledgements
This study was performed using data from the National Health Insurance 
System, and the results do not necessarily represent the opinions of the 
National Health Insurance Corporation.

Author contributions
Concept and design: S.H. Kang, J.B Kim.Data acquisition: S.J. Chung, S.H. Kang, 
Y.J. Park, H. Kim, K. Oh, S-B. Koh, J.B Kim. Analysis or interpretation of data: S.J. 
Chung, S.H. Kang, M. Kang, J.B Kim.Drafting of the manuscript: S.J. Chung, 
S.H. Kang.Intellectual content: S.H. Kang, J.B Kim.Statistical analysis: Y. Choi.
Obtained funding: S.H. Kang, J.B Kim.Supervision: J.B Kim.

Funding
This research was supported by the Basic Science Research Program through 
the National Research Foundation of Korea (NRF) funded by the Ministry of 
Education (grant number: 2022R1I1A1A01056956), a ((NRF) grant funded 
by the Korean government (MSIT) (NRF-2022R1F1A1063966), and a Korea 
University Guro Hospital (KOREA RESEARCH-DRIVEN HOSPITAL) grant (No. 
O2400251).

Data availability
The Korean NHIS database is confidential, and has been approved for use 
by researchers who meet the criteria for access through the Korea National 
Health Insurance Sharing Service (NHISS) Institutional Data Access Committee 
(https:   //nhi ss.n hi s. or  .k r/bd/ay/bd aya001iv.do). If data were requested for 
additional analysis, the corresponding author would deliberately consider 
offering after passing the review process of the Korea NHISS Institutional Data 
Access Committee and after payment of the data access fee charged to the 
requester.

Declarations

Ethics approval and consent to participate
This study was approved by the Institutional Review Board (IRB) of Korea 
University Guro Hospital and adhered to the principles of the Declaration of 
Helsinki (IRB No. 2022GR0280). Anonymous and deidentified data from the 
KNHIS was used for analysis and, therefore, the present study was exempted 
from obtaining informed consent.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Neurology, Inje University Ilsan Paik Hospital, Inje 
University College of Medicine,  170 Juhwa-ro, Ilsanseo-gu, Goyang-si,  
 Gyeonggi-do  10380, South Korea
2Department of Neurology, Korea University Guro Hospital, Korea 
University College of Medicine, 148 Gurodong-ro, Guro-gu, Seoul  
08308, South Korea
3Department of Biomedical Research Center, Korea University Guro 
Hospital, Korea University College of Medicine,  148 Gurodong-ro, Guro-
gu, Seoul  08308, South Korea

4Department of Neurology, Korea University Anam Hospital, Korea 
University College of Medicine, 73 Goryeodae-ro, Seongbuk-gu,  
Seoul 02841, South Korea

Received: 5 September 2024 / Accepted: 26 December 2024

References
1. Chiu HY, Chou KT, Su KC, Lin FC, Liu YY, Shiao TH, et al. Obstructive sleep 

apnea in young Asian adults with sleep-related complaints. Sci Rep. 
2022;12:20582.

2. Snyder B, Cunningham RL. Sex differences in sleep apnea and comorbid 
neurodegenerative diseases. Steroids. 2018;133:28–33.

3. Guay-Gagnon M, Vat S, Forget MF, Tremblay-Gravel M, Ducharme S, Nguyen 
QD, et al. Sleep apnea and the risk of dementia: a systematic review and 
meta-analysis. J Sleep Res. 2022;31:e13589.

4. Lee JE, Yang SW, Ju YJ, Ki SK, Chun KH. Sleep-disordered breathing 
and Alzheimer’s disease: a nationwide cohort study. Psychiatry Res. 
2019;273:624–30.

5. Park JE, Kim BS, Kim KW, Hahm BJ, Sohn JH, Suk HW, et al. Decline in the 
incidence of all-cause and Alzheimer’s Disease Dementia: a 12-Year-later rural 
cohort study in Korea. J Korean Med Sci. 2019;34:e293.

6. Neo WL, Ng ACW, Rangabashyam M, Hao Y, Ho KL, Senin SRB, et al. Preva-
lence of Cardiac arrhythmias in Asian patients with obstructive sleep apnea: a 
Singapore Sleep Center Experience. J Clin Sleep Med. 2017;13:1265–71.

7. Brady EM, Davies MJ, Hall AP, Talbot DC, Dick JL, Khunti K. An investigation 
into the relationship between sleep-disordered breathing, the metabolic syn-
drome, cardiovascular risk profiles, and inflammation between South asians 
and caucasians residing in the United Kingdom. Metab Syndr Relat Disord. 
2012;10:152–8.

8. Leong WB, Arora T, Jenkinson D, Thomas A, Punamiya V, Banerjee D, et al. The 
prevalence and severity of obstructive sleep apnea in severe obesity: the 
impact of ethnicity. J Clin Sleep Med. 2013;9:853–8.

9. Cao Q, Tan CC, Xu W, Hu H, Cao XP, Dong Q, et al. The prevalence of dementia: 
a systematic review and Meta-analysis. J Alzheimers Dis. 2020;73:1157–66.

10. Kim SE, Lee JS, Woo S, Kim S, Kim HJ, Park S, et al. Sex-specific relationship 
of cardiometabolic syndrome with lower cortical thickness. Neurology. 
2019;93:e1045–57.

11. Kang SH, Liu M, Park G, Kim SY, Lee H, Matloff W, et al. Different effects of 
cardiometabolic syndrome on brain age in relation to gender and ethnicity. 
Alzheimers Res Ther. 2023;15:68.

12. Gray EL, McKenzie DK, Eckert DJ. Obstructive sleep apnea without obesity 
is common and difficult to treat: evidence for a distinct pathophysiological 
phenotype. J Clin Sleep Med. 2017;13:81–8.

13. Antonaglia C, Passuti G. Obstructive sleep apnea syndrome in non-obese 
patients. Sleep Breath. 2022;26:513–8.

14. Wong Zhang DE, Tran V, Vinh A, Dinh QN, Drummond GR, Sobey CG, et al. 
Pathophysiological Links between Obesity and dementia. Neuromolecular 
Med. 2023;25:451–6.

15. Appropriate body-mass. Index for Asian populations and its implications for 
policy and intervention strategies. Lancet. 2004;363:157–63.

16. SCHOENFELD D. Partial residuals for the proportional hazards regression 
model. Biometrika. 1982;69:239–41.

17. Li M, Sun Z, Sun H, Zhao G, Leng B, Shen T, et al. Paroxysmal slow wave events 
are associated with cognitive impairment in patients with obstructive sleep 
apnea. Alzheimers Res Ther. 2022;14:200.

18. Baril AA, Carrier J, Lafrenière A, Warby S, Poirier J, Osorio RS, et al. Biomarkers 
of dementia in obstructive sleep apnea. Sleep Med Rev. 2018;42:139–48.

19. Kazim SF, Sharma A, Saroja SR, Seo JH, Larson CS, Ramakrishnan A, et 
al. Chronic intermittent hypoxia enhances pathological tau seeding, 
propagation, and Accumulation and exacerbates Alzheimer-like memory 
and synaptic plasticity deficits and molecular signatures. Biol Psychiatry. 
2022;91:346–58.

20. May AM, Mehra R. Obstructive sleep apnea: role of intermittent hypoxia and 
inflammation. Semin Respir Crit Care Med. 2014;35:531–44.

21. Lal C, Strange C, Bachman D. Neurocognitive impairment in obstructive sleep 
apnea. Chest. 2012;141:1601–10.

22. de la Torre JC. Cerebromicrovascular pathology in Alzheimer’s disease com-
pared to normal aging. Gerontology. 1997;43:26–43.

https://doi.org/10.1186/s13195-024-01667-6
https://doi.org/10.1186/s13195-024-01667-6


Page 10 of 10Chung et al. Alzheimer's Research & Therapy           (2025) 17:65 

23. Buratti L, Viticchi G, Falsetti L, Cagnetti C, Luzzi S, Bartolini M, et al. Vascular 
impairment in Alzheimer’s disease: the role of obstructive sleep apnea. J 
Alzheimers Dis. 2014;38:445–53.

24. Liguori C, Maestri M, Spanetta M, Placidi F, Bonanni E, Mercuri NB, et al. Sleep-
disordered breathing and the risk of Alzheimer’s disease. Sleep Med Rev. 
2021;55:101375.

25. Hablitz LM, Plá V, Giannetto M, Vinitsky HS, Stæger FF, Metcalfe T, et al. 
Circadian control of brain glymphatic and lymphatic fluid flow. Nat Commun. 
2020;11:4411.

26. Hablitz LM, Vinitsky HS, Sun Q, Stæger FF, Sigurdsson B, Mortensen KN, et al. 
Increased glymphatic influx is correlated with high EEG delta power and low 
heart rate in mice under anesthesia. Sci Adv. 2019;5:eaav5447.

27. Xie L, Kang H, Xu Q, Chen MJ, Liao Y, Thiyagarajan M, et al. Sleep drives 
metabolite clearance from the adult brain. Science. 2013;342:373–7.

28. Nedergaard M, Goldman SA. Glymphatic failure as a final common pathway 
to dementia. Science. 2020;370:50–6.

29. Eide PK, Vinje V, Pripp AH, Mardal KA, Ringstad G. Sleep deprivation impairs 
molecular clearance from the human brain. Brain. 2021;144:863–74.

30. Siow TY, Toh CH, Hsu JL, Liu GH, Lee SH, Chen NH, et al. Association of Sleep, 
Neuropsychological Performance, and Gray Matter volume with glymphatic 
function in Community-Dwelling older adults. Neurology. 2022;98:e829–38.

31. Ooms S, Overeem S, Besse K, Rikkert MO, Verbeek M, Claassen JA. Effect 
of 1 night of total sleep deprivation on cerebrospinal fluid β-amyloid 42 
in healthy middle-aged men: a randomized clinical trial. JAMA Neurol. 
2014;71:971–7.

32. Sprecher KE, Bendlin BB, Racine AM, Okonkwo OC, Christian BT, Koscik RL, et 
al. Amyloid burden is associated with self-reported sleep in nondemented 
late middle-aged adults. Neurobiol Aging. 2015;36:2568–76.

33. Brown BM, Rainey-Smith SR, Villemagne VL, Weinborn M, Bucks RS, Sohrabi 
HR, et al. The relationship between Sleep Quality and Brain amyloid Burden. 
Sleep. 2016;39:1063–8.

34. Ju YS, Zangrilli MA, Finn MB, Fagan AM, Holtzman DM. Obstructive 
sleep apnea treatment, slow wave activity, and amyloid-β. Ann Neurol. 
2019;85:291–5.

35. Ward SA, Storey E, Gasevic D, Naughton MT, Hamilton GS, Trevaks RE, et al. 
Sleep-disordered breathing was associated with lower health-related quality 
of life and cognitive function in a cross-sectional study of older adults. Respi-
rology. 2022;27:767–75.

36. Ramos AR, Tarraf W, Rundek T, Redline S, Wohlgemuth WK, Loredo JS, et al. 
Obstructive sleep apnea and neurocognitive function in a Hispanic/Latino 
population. Neurology. 2015;84:391–8.

37. Kaur SS, Tarraf W, Wu B, Gonzalez KA, Daviglus M, Shah N, et al. Modifying 
pathways by age and sex for the association between combined sleep disor-
dered breathing and long sleep duration with neurocognitive decline in the 
Hispanic Community Health Study/Study of Latinos (HCHS/SOL). Alzheimers 
Dement. 2021;17:1950–65.

38. Marchi NA, Solelhac G, Berger M, Haba-Rubio J, Gosselin N, Vollenweider P et 
al. Obstructive sleep apnoea and 5-year cognitive decline in the elderly. Eur 
Respir J. 2023;61.

39. Thompson C, Legault J, Moullec G, Martineau-Dussault M, Baltzan M, Cross 
N, et al. Association between risk of obstructive sleep apnea, inflammation 
and cognition after 45 years old in the Canadian longitudinal study on aging. 
Sleep Med. 2022;91:21–30.

40. Marchi NA, Berger M, Solelhac G, Bayon V, Haba-Rubio J, Legault J, et al. 
Obstructive sleep apnea and cognitive functioning in the older general 
population: the moderating effect of age, sex, ApoE4, and obesity. J Sleep 
Res. 2024;33:e13938.

41. Rocca WA, Mielke MM, Vemuri P, Miller VM. Sex and gender differences in the 
causes of dementia: a narrative review. Maturitas. 2014;79:196–201.

42. Macey PM, Kumar R, Yan-Go FL, Woo MA, Harper RM. Sex differences in 
white matter alterations accompanying obstructive sleep apnea. Sleep. 
2012;35:1603–13.

43. Macey PM, Haris N, Kumar R, Thomas MA, Woo MA, Harper RM. Obstruc-
tive sleep apnea and cortical thickness in females and males. PLoS ONE. 
2018;13:e0193854.

44. Macey PM, Prasad JP, Ogren JA, Moiyadi AS, Aysola RS, Kumar R, et al. Sex-
specific hippocampus volume changes in obstructive sleep apnea. Neuroim-
age Clin. 2018;20:305–17.

45. Liu YH, Huang Y, Shao X. Effects of estrogen on genioglossal muscle contrac-
tile properties and fiber-type distribution in chronic intermittent hypoxia rats. 
Eur J Oral Sci. 2009;117:685–90.

46. Laouafa S, Ribon-Demars A, Marcouiller F, Roussel D, Bairam A, Pialoux V et al. 
Estradiol Protects against Cardiorespiratory Dysfunctions and oxidative stress 
in intermittent hypoxia. Sleep. 2017;40.

47. Boukari R, Laouafa S, Ribon-Demars A, Bairam A, Joseph V. Ovarian steroids 
act as respiratory stimulant and antioxidant against the causes and conse-
quences of sleep-apnea in women. Respir Physiol Neurobiol. 2017;239:46–54.

48. Perger E, Mattaliano P, Lombardi C. Menopause and sleep apnea. Maturitas. 
2019;124:35–8.

49. Gervais NJ, Mong JA, Lacreuse A. Ovarian hormones, sleep and cognition 
across the adult female lifespan: an integrated perspective. Front Neuroendo-
crinol. 2017;47:134–53.

50. Legault J, Thompson C, Martineau-Dussault M, André C, Baril AA, Martinez 
Villar G et al. Obstructive Sleep Apnea and Cognitive decline: a review of 
potential vulnerability and protective factors. Brain Sci. 2021;11.

51. Emslie C, Hunt K, Macintyre S. How similar are the smoking and drink-
ing habits of men and women in non-manual jobs? Eur J Public Health. 
2002;12:22–8.

52. Bray RM, Fairbank JA, Marsden ME. Stress and substance use among military 
women and men. Am J Drug Alcohol Abuse. 1999;25:239–56.

53. Thun M, Peto R, Boreham J, Lopez AD. Stages of the cigarette epidemic on 
entering its second century. Tob Control. 2012;21:96–101.

54. Cifkova R, Pitha J, Krajcoviechova A, Kralikova E. Is the impact of conventional 
risk factors the same in men and women? Plea for a more gender-specific 
approach. Int J Cardiol. 2019;286:214–9.

55. Peppard PE, Ward NR, Morrell MJ. The impact of obesity on oxygen 
desaturation during sleep-disordered breathing. Am J Respir Crit Care Med. 
2009;180:788–93.

56. Borker PV, Reid M, Sofer T, Butler MP, Azarbarzin A, Wang H, et al. Non-REM 
apnea and Hypopnea Duration varies across Population groups and physi-
ologic traits. Am J Respir Crit Care Med. 2021;203:1173–82.

57. Palmer BF, Clegg DJ. The sexual dimorphism of obesity. Mol Cell Endocrinol. 
2015;402:113–9.

58. Dufouil C, Seshadri S, Chêne G. Cardiovascular risk profile in women and 
dementia. J Alzheimers Dis. 2014;42(Suppl 4):S353–63.

59. Rothman KJ. BMI-related errors in the measurement of obesity. Int J Obes 
(Lond). 2008;32(Suppl 3):S56–9.

60. Belzunce MA, Henckel J, Di Laura A, Horga LM, Hart AJ. Gender similarities 
and differences in skeletal muscle and body composition: an MRI study of 
recreational cyclists. BMJ Open Sport Exerc Med. 2023;9:e001672.

61. Gustafson D, Rothenberg E, Blennow K, Steen B, Skoog I. An 18-year 
follow-up of overweight and risk of Alzheimer disease. Arch Intern Med. 
2003;163:1524–8.

62. Dao E, Davis JC, Sharma D, Chan A, Nagamatsu LS, Liu-Ambrose T. Change in 
body fat mass is independently associated with executive functions in older 
women: a secondary analysis of a 12-month randomized controlled trial. 
PLoS ONE. 2013;8:e52831.

63. Donovan LM, Kapur VK. Prevalence and characteristics of Central compared 
to obstructive sleep apnea: analyses from the Sleep Heart Health Study 
Cohort. Sleep. 2016;39:1353–9.

64. Kouri I, Kolla BP, Morgenthaler TI, Mansukhani MP. Frequency and outcomes 
of primary central sleep apnea in a population-based study. Sleep Med. 
2020;68:177–83.

65. Chang WP, Liu ME, Chang WC, Yang AC, Ku YC, Pai JT, et al. Sleep apnea and 
the risk of dementia: a population-based 5-year follow-up study in Taiwan. 
PLoS ONE. 2013;8:e78655.

66. Yaffe K, Nettiksimmons J, Yesavage J, Byers A. Sleep quality and risk 
of Dementia among Older Male veterans. Am J Geriatr Psychiatry. 
2015;23:651–4.

67. Ohdaira F, Nakamura K, Nakayama H, Satoh M, Ohdaira T, Nakamata M, et 
al. Demographic characteristics of 3,659 Japanese patients with obstruc-
tive sleep apnea-hypopnea syndrome diagnosed by full polysomnography: 
associations with apnea-hypopnea index. Sleep Breath. 2007;11:93–101.

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


	Impact of sleep apnea on alzheimer’s disease in relation to sex: an 8-year longitudinal follow-up study of a nationwide cohort
	Abstract
	Background
	Methods
	Data source
	Study participants
	Definition of outcome and follow-up
	Definition of covariates
	Statistical analyses

	Results
	Clinical characteristics of the study participants
	Cumulative incidence of DAT between sleep apnea and control groups
	Impact of sleep apnea on the development of DAT in relation to sex
	Impact of sleep apnea subtype (obese versus non-obese) on the development of DAT
	Impact of sleep apnea on the development of VD

	Discussion
	Limitations

	Conclusions
	References


