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Background: White blood cell (WBC) and its subset counts are standard, inexpensive, direct markers of inflammation. Obstructive 
sleep apnea (OSA) is implicated in changes in inflammation markers, and sex differences are evident in both OSA and inflammation. It 
is unknown whether sex modulates the relationship between OSA severity and leukocyte measures.
Methods: 1222 patients (914 males, 308 females) underwent overnight laboratorial polysomnography and measurement of WBC and 
its subset (lymphocyte, neutrophil, monocyte) counts. Patients were divided into primary snoring and mild, moderate, and severe OSA 
groups, and differences in leukocyte parameters were analyzed separately by sex in multivariable analyses.
Results: In multiple regression models, higher apnea-hypopnea index (AHI) was independently associated with neutrophil counts only 
in men, and with higher total WBC, lymphocyte and monocyte counts both in women and men. Further ordinal logistic regression 
analysis revealed a significant association between AHI and total WBC (OR 1.87, 95% CI 1.09–3.23) and neutrophil (OR 1.77, 95% 
CI 1.02–3.07) counts in men only. Correlation analysis also revealed more robust relationships between leukocyte measures and 
cardiometabolic risk markers in men than in women.
Conclusion: This study provides novel data suggesting a significant association between neutrophil count and OSA severity only in 
men but not women. Similarly, the relationship between leukocyte parameters and cardiometabolic risk markers were more 
pronounced in men than women. Our findings suggest a sex-specific impact of OSA on leukocyte measures and on their relationship 
with indices of cardiometabolic risk.
Keywords: obstructive sleep apnea, leukocyte measures, neutrophil, sex differences, cardiometabolic risk factors

Introduction
Obstructive sleep apnea (OSA) is a common sleep disorder characterized by complete or partial upper airway obstruction 
and recurrent intermittent hypoxemia (IH) during sleep.1 OSA can also be regarded as a low-grade inflammatory disease, 
with increased levels of serum inflammatory markers such as C-reactive protein (CRP), tumor necrosis factor-α (TNF-α), 
and interleukin-6 (IL-6) detected in OSA patients compared with healthy controls.2 In addition to these inflammatory 
markers, white blood cell (WBC) counts and leukocyte subsets have also been reported as direct, easily accessible, and 
inexpensive markers of inflammation. In the Multi-Ethnic Study of Atherosclerosis (MESA) cohort, apnea-hypopnea 
index (AHI) was independently positively associated with neutrophil counts, although neutrophil count was in the normal 
range,3,4 and OSA severity and WBC count were also positively associated in a study of children with a normal weight 
range.5 In another study, neutrophil and lymphocyte counts were independently associated with AHI.6 The association 
between OSA severity and leukocyte counts has also been substantiated in a meta-analysis.7 The potential mechanisms 
linking OSA and inflammation are multifactorial including oxidative stress, immune system activation, gut dysbiosis 
caused by ischemia-reperfusion injury and upper airway injury.8

The repetitive intermittent hypoxemia seen in OSA may induce cardiometabolic dysfunction, obesity, hypertension, 
and increased risk of cardiovascular disease (CVD) and sudden death.9 The underlying mechanisms linking OSA to 
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cardiometabolic dysfunction are complex, but systemic inflammation appears to play a pivotal role. As with OSA, blood- 
based inflammatory markers such as CRP, TNF-α, and IL-6 are associated with incident and prevalent CVD.10 Elevated 
total WBC counts or their subpopulations (lymphocytes, neutrophils and monocytes) are also related to CVD,11,12 and the 
hazard ratios for mortality in those with higher WBC count deciles are higher than those with lower deciles.13 However, 
these studies did not investigate the potential effect of sex on these associations.

Sex differences have been reported with respect to both OSA and inflammatory markers. OSA is more common in 
young and middle-aged men than in their female counterparts.14 It has been demonstrated that prevalence of OSA in men 
was higher than that in women with ratios ranging from 3:1 to 5:1 in the general population.15 However, the morbidity 
gap narrows in older adults, as the risk of OSA increases markedly after the menopause in women.16 With respect to 
inflammatory markers, a study of healthy volunteers demonstrated that circulating CRP, leptin, and adiponectin are 
naturally higher in women than in men17 and, conversely, for all age groups, men have higher WBC and monocyte 
counts.18 Importantly, the relationship between OSA and CVD appears to be modified by sex, even though there are 
discrepancies in the data. For instance, while many studies have reported that male OSA patients are more likely to have 
CVD than female counterparts,19,20 Roca et al found that OSA was independently associated with incident heart failure or 
death only in women.21 Moreover, sex-specific associations between leukocyte count and CVD have also been 
documented. A longitudinal analysis showed a greater increase in lymphocytes across the CVD continuum in women 
compared with men.22

Therefore, little is known about the sex differences in OSA severity and leukocyte measures. In a multiethnic cohort 
study of 1344 patients (47% males), higher AHI was associated with increased monocyte count in women but not in 
men,4 but, of note, Chinese individuals comprised less than 1% of this cohort, despite its large size. OSA is 
a heterogeneous disorder, and people of Chinese ethnicity are more likely to have OSA at a younger age and with 
less obesity.23 Additionally, while OSA and increased WBC counts are both associated with unfavorable cardiometabolic 
risk profiles, the relationship between leukocyte measures and cardiometabolic markers in OSA patients are not well 
understood. Given the established sex differences in OSA and leukocyte measures, we sought to examine whether the 
associations between OSA severity and leukocyte measures are modulated by sex in a large sample of male and female 
Han Chinese OSA patients. We further assessed the relationship between hematological measures and cardiometabolic 
risk indices separately in both sexes.

Methods
Study Design and Setting
This was a cross-sectional, retrospective study carried out in the Sleep Medicine Center, West China Hospital, Sichuan 
University, China. The study protocol was approved by the biomedical research ethics committee of West China 
Hospital, Sichuan University (No. 2022(1510)).

Participants
All participants were Chinese Han adults (>18 years old) with suspected OSA. Exclusion criteria for the present study 
included history of an immune disorder and infectious diseases, current scheduled use of non-steroidal anti-inflammatory 
agents, corticosteroids, or other immunomodulatory agents; history of exposure to an antibiotic in the past 2 weeks 
(based on subject’s self-report and a review of their electronic medical record); living at high altitude (over 1500 m); total 
sleep time less than 4 hour on polysomnography.

Overnight Polysomnography
All participants underwent overnight polysomnography (PSG) between Jan 2014 and November 2021 in sleep laboratory. 
Electrode placement, calibration, recording and scoring were carried out by senior technicians and all techniques 
followed American Academy of Sleep Medicine (AASM) standards.24 Regular technician training, equipment main-
tenance and scoring agreement tests were conducted every month to ensure reproducibility and reliability of the PSG and 
also to improve the agreement of sleep stage and respiratory events scoring among technicians.
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Sleep data were collected with Alice 5 or Alice 6 Diagnostic Sleep Systems (Philips Respironics, Bend, OR, USA). 
Measures included electroencephalography, bilateral electrooculography, electrocardiography, electromyography (sub-
mental and anterior tibialis), nasal and oral thermal airflow, nasal pressure, thoracoabdominal movements, and peripheral 
arterial oxygen saturation. Senior technicians blinded to any diagnosis scored sleep data.

An oxygen desaturation event was defined as at least a 3% reduction in oxygen saturation. An apnea was defined as 
more than 90% reduction in airflow for at least 10s and hypopnea as 30% or more reduction in nasal pressure for at least 
10s associated with at least a 3% reduction in oxygen saturation or arousal. AHI was computed as the sum of apnea and 
hypopnea divided by total sleep time. OSA was defined as AHI ≥5 events/h, while snorers with AHI <5 events/h were 
included in the primary snoring group. Sleep apnea severity was divided to mild (5–14.9 events/hour), moderate (15–29.9 
events/hour), or severe (≥ 30 events/hour) according to AHI.

Clinical and Blood Measurements
All subjects completed a comprehensive questionnaire assessing history of sleep complaints, general health, and 
medication use. Clinical examinations included weight, height, and neck, waist, and hip circumference. Menopause 
status was ascertained based on the characteristics of menses or time since amenorrhea.25 Post-menopause was defined as 
12 or more months of amenorrhea occurring naturally or due to surgical interventions such as bilateral oophorectomy.

Supine blood pressure (BP) was measured in the evening prior to the beginning of PSG and in the morning at the end 
of the sleep study by a pneumoelectric microprocessor–controlled instrument (Nissei, DS-1902, Japan). Evening and 
morning BP values were averaged for analysis. Hypertension was defined as (1) systolic BP ≥ 140 mmHg or diastolic BP 
≥ 90 mmHg, or (2) taking antihypertensive medication, or (3) diagnosis of hypertension by a physician.

Venous blood samples were drawn in the morning after overnight PSG examination. Leucocyte parameters were 
measured using an automated hematology analyzer (SYSMEXXE-5000, Sysmex, Hyogo, Japan). Based on peripheral 
blood cell counts, four systemic inflammation markers were calculated; SII, NLR, PLR, and LMR. Calculations were as 
follows; SII = (neutrophils * platelets)/lymphocytes, NLR = neutrophils/lymphocytes, PLR = platelets/lymphocytes, and 
LMR = lymphocytes/monocytes.

Statistical Analysis
Data are presented as mean and standard deviation for continuous variables and count and percentage for categorical 
variables. Comparisons across different OSA severity groups were performed separately by sex using one-way ANOVA 
and Mann–Whitney U-tests for normally and non-normally distributed data, respectively, and the χ2 test for categorical 
variables. Crude and adjusted linear regression models were applied to assess the relationship between OSA and 
leukocyte measures and to test interactions between AHI and sex. Estimates were calculated for every 5-unit increment 
in AHI. Adjusted models were corrected for age, body mass index (BMI), neck circumference, waist-to-hip ratio, 
menopausal status, smoking, alcohol use, and hypertension. Covariates in regression models were chosen based on 
confounding factors and potential bias referred to previous studies.3,4 We further computed tertiles of white blood cell, 
neutrophil, lymphocyte, and monocyte counts in the total sample. Ordinal logistic regression analysis was used to assess 
independent associations between tertiles of leukocyte measures and OSA severity, defined by AHI, in female and male 
subjects. Adjusted odds ratios (ORs) were estimated by correcting for the abovementioned list of covariates. Correlation 
analysis was used to explore the association between leukocyte and cardiometabolic measures.

During statistical analysis, data regarding to smoking, drinking and history of hypertension in 10 participants were 
missing and we excluded them in the final analysis.

Results
1483 individuals were assessed for eligibility, and 1222 individuals were available for final analyses including 914 men 
and 308 women. A participant flow chart is illustrated in Figure 1. Table S1 presents the demographic and clinical 
characteristics of the subjects by sex. Women were older, had lower BMI, and were less likely to smoke, drink alcohol, or 
have hypertension and OSA compared with men.
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Demographic, clinical, sleep, and inflammation characteristics of all subjects, men and women with primary snoring 
and OSA of different severity are described in Table S2, Table 1 and Table 2. Patients with severe OSA were older, with 
higher BMIs and a greater prevalence of hypertension, irrespective of sex. Women with higher AHI were also more likely 
to be post-menopausal. With respect to hematological measures, mean WBC, neutrophil, lymphocyte, and monocyte 
counts were in clinically accepted normal ranges in both men and women. Patients with severe OSA had higher WBC 
and neutrophil counts only in men, while lymphocyte and monocyte counts were higher in both women and men. There 
were no associations between OSA severity and NLR, monocyte to lymphocyte ratio, systemic inflammation index, or 
red cell distribution width in either men or women.

Figure S1 illustrates significant correlations between AHI and WBC counts, including its subsets. Specifically, when 
analyzed separately, there were stronger associations between AHI and WBC, as well as neutrophil count, in men. Conversely, 

Figure 1 Flow chart for participant inclusion and exclusion.
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closer relationships were observed between AHI and lymphocyte, as well as monocyte count in women, as depicted in 
Figure 2. The results of linear regression models examining associations between AHI and hematological measures in men 
and women are presented in Table 3. In the univariate models, there were significant positive correlations between AHI and 
WBC, neutrophil, lymphocyte, and monocyte levels in both sexes. The relationship between AHI and total WBC, monocyte 
and lymphocyte counts remained significant in both Model 1 (adjusted for age and BMI) and Model 2 (also adjusted for neck 
circumference, waist-to-hip ratio, smoking, alcohol use, hypertension, and menopausal status for women), regardless of sex. 

Table 1 Demographic, Clinical, Sleep, and Inflammation Characteristics of Primary Snoring and OSA 
Men

Primary Snoring OSA p

Mild Moderate Severe

(n=73) (n=116) (n=130) (n=595)

Age, years 35.91±11.72 42.60±12.58 42.61±10.36 44.66±10.96 <0.001
BMI, kg/m2 22.95±2.75 24.96±3.20 25.59±2.87 27.52±3.43 <0.001
Neck circumference, cm 36.75±2.45 38.09±2.96 38.77±2.95 40.15±3.09 <0.001
Waist circumference, cm 84.01±8.79 89.53±8.84 91.76±8.60 96.98±9.46 <0.001
Hip circumference, cm 94.35±9.53 98.85±6.02 100.22±7.96 102.61±6.72 <0.001
Waist–to-hip ratio 0.89±0.08 0.90±0.06 0.92±0.06 0.94±0.06 0.903

Smoking, n (%) 23(31.51) 53(45.68) 60(46.15) 293(49.24) 0.029
Alcohol drinking, n (%) 21(28.77) 55(47.41) 56(43.08) 305(51.26) 0.001
Hypertension, n (%) 13(17.81) 24(20.67) 37(28.46) 299(50.25) <0.001
Diabetes, n (%) 2(2.74) 4(3.45) 6(4.62) 31(5.21) 0.708

SBP, mmHg 118.82±12.95 120.47±12.35 123.70±13.89 128.52±14.54 <0.001
DBP, mmHg 76.91±9.89 77.30±8.59 81.67±10.48 85.46±10.98 <0.001
TST, min 436.15±64.15 433.34±67.19 437.93±56.01 451.76±59.48 0.761

N1, % 19.03±9.38 23.23±11.86 26.68±12.93 44.58±20.09 <0.001
N2, % 53.42±9.92 52.64±13.00 49.43±11.20 36.51±17.61 <0.001
N3, % 8.75±7.03 6.61±6.40 6.71±6.13 3.06±4.37 0.001
R, % 18.79±6.28 17.52±6.88 17.18±5.46 15.85±5.50 0.001
AHI, events/h 2.21±1.37 9.32±2.99 22.15±4.52 62.85±19.69 <0.001
ODI, events/h 2.11±1.53 8.37±8.23 19.89±8.00 61.64±23.12 <0.001
Mean SaO2, % 95.99±1.02 95.44±1.22 95.03±1.80 91.06±4.51 <0.001
Nadir SaO2, % 87.30±9.00 85.85±5.85 79.06±11.03 61.37±19.00 <0.001
Arousal index, events/h 18.83±9.92 19.34±10.07 21.86±9.91 43.35±21.71 <0.001
WBC, *10 9/L 6.12±1.35 6.47±1.49 6.78±1.66 7.23±1.70 <0.001
Neutrophil, *10 9/L 3.61±1.13 3.68±1.03 3.95±1.32 4.23±1.31 <0.001
Lymphocyte, *109/L 1.98±0.52 2.20±0.64 2.20±0.70 2.35±0.64 <0.001
Monocyte, *109/L 0.38±0.11 0.41±0.13 0.43±0.15 0.44±0.15 0.001
Eosinophil, *109/L 0.12±0.09 0.18±0.20 0.17±0.13 0.21±0.38 0.142

Basophil, *10 9/L 0.03±0.02 0.04±0.06 0.03±0.02 0.04±0.05 0.181

Plate count, *109/L 179.42±63.14 192.37±64.84 186.85±65.15 193.67±56.96 0.206
RDW, fl 13.18±0.99 13.33±1.28 13.31±0.95 13.32±1.07 0.788

NLR 1.98±1.02 1.77±0.58 1.99±1.23 1.91±0.78 0.187

PLR 96.74±42.47 90.35±29.09 90.97±37.27 87.06±31.26 0.082
MLR 0.20±0.07 0.19±0.07 0.21±0.09 0.20±0.08 0.443

SII 351.61±204.95 334.35±141.20 371.83±254.90 365.91±183.32 0.367

Notes: Categorical variables are presented as number and percentage, and continuous variables are presented as mean ± SD. 
P-values below 0.05 are highlighted in bold typeface. 
Abbreviations: OSA, obstructive sleep apnea; BMI, body mass index; SBP, systolic blood pressure; DBP, diastolic blood pressure; 
TST, total sleep time; N1-3, non-rapid eye movement sleep 1–3; R, rapid eye movement sleep; AHI, apnea-hypopnea index; ODI, 
oxygen desaturation index; SaO2, oxygen saturation; WBC, white blood cell; RDW, red cell distribution width; NLR, neutrophil-to- 
lymphocyte ratio; PLR, platelet-to-lymphocyte ratio; MLR, monocyte-to-lymphocyte ratio; SII, systemic inflammation index.
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In the fully adjusted model, AHI was significantly associated with neutrophil count only in men. There was no interaction 
effect between sex and OSA for leukocyte measures (all p > 0.05).

When we examined the association between OSA severity and WBC parameters categorized as tertiles, we found that 
only men with AHI >30 had a higher odds of a higher WBC count (OR 1.87, 95% CI 1.09–3.23) and higher neutrophil 
count (OR 1.77, 95% CI 1.02–3.07) compared with those with primary snoring in the fully adjusted model (Figure 3). 

Table 2 Demographic, Clinical, Sleep, and Inflammation Characteristics of Primary Snoring and OSA 
Women

Primary Snoring OSA p

Mild Moderate Severe

(n=94) (n=78) (n=50) (n=86)

Age, years 37.64±11.50 45.50±13.69 50.54±10.82 54.42±10.83 <0.001
BMI, kg/m2 21.68±3.37 23.49±3.62 24.82±3.26 26.67±4.35 <0.001
Neck circumference, cm 32.52±2.85 33.50±2.66 34.15±2.45 35.49±3.30 <0.001
Waist circumference, cm 76.96±9.58 82.38±10.14 85.69±10.18 93.66±12.53 <0.001
Hip circumference, cm cm 92.78±7.21 95.79±6.51 97.17±7.26 101.23±8.28 <0.001
Waist–to-hip ratio 0.83±0.07 0.86±0.08 0.88±0.07 0.92±0.07 <0.001
Post-menopause, n (%) 13(13.83)) 26(33.33) 23(46.0) 55(63.95) <0.001
Smoking, n (%) 4(4.26) 3(3.85) 0 6(6.98) 0.286
Alcohol use, n (%) 5(5.3) 4(5.12) 1(2) 10(11.63) 0.119

Hypertension, n (%) 14(14.89) 24(30.77) 20(40.0) 60(69.78) <0.001
Diabetes, n (%) 1(1.06) 3(3.85) 1(2) 4(4.65) 0.498
SBP, mmHg 113.96±14.86 117.85±18.02 121.80±18.68 133.23±16.25 <0.001
DBP, mmHg 72.23±8.89 74.15±11.28 75.42±10.57 82.09±11.06 <0.001
TST, min 430.03±87.88 418.66±68.09 422.71±72.23 419.86±69.65 0.750
N1, % 18.36±12.71 20.18±11.01 23.18±12.49 41.63±19.76 <0.001
N2, % 54.31±12.69 55.16±10.98 54.97±10.49 38.24±15.81 <0.001
N3, % 8.83±7.82 7.04±6.53 3.67±5.18 4.42±5.04 <0.001
R, % 18.51±5.79 17.65±6.34 18.17±5.42 15.71±5.71 0.01
AHI, events/h 1.76±1.54 9.60±3.10 21.48±3.89 64.67±23.13 <0.001
ODI, events/h 2.16±4.39 8.54±4.48 17.84±6.73 63.63±24.92 <0.001
Mean SaO2, % 96.49±1.18 95.47±1.36 94.78±1.27 91.64±1.46 <0.001
Nadir SaO2, % 90.87±3.82 85.64±8.33 81.44±9.85 65.69±17.90 <0.001
Arousal index, events/h 12.73±8.04 15.48±10.17 19.93±10.09 36.35±20.64 <0.001
WBC, *10 9/L 6.02±1.56 5.85±1.44 6.11±1.69 6.60±1.77 0.019
Neutrophil, *10 9/L 3.54±1.19 3.39±1.14 3.64±1.37 3.72±1.38 0.384

Lymphocyte, *10 9/L 2.00±0.62 1.96±0.58 1.96±0.43 2.33±0.70 <0.001
Monocyte, *10 9/L 0.35±0.12 0.34±0.11 0.36±0.11 0.40±0.14 0.006
Eosinophil, *10 9/L 0.11±0.09 0.13±0.09 0.12±0.12 0.15±0.12 0.11

Basophil, *10 9/L 0.03±0.02 0.03±0.02 0.03±0.01 0.03±0.02 0.46
Plate count, *10 9/L 209.24±66.27 192.68±61.07 201.36±70.92 213.56±74.20 0.225

RDW, fl 13.47±1.29 13.39±1.16 13.39±1.17 13.64±1.19 0.517

NLR 1.92±0.92 1.88±0.86 1.90±0.71 1.70±0.74 0.285
PLR 112.92±42.92 107.06±49.58 106.59±43.90 96.39±39.16 0.091

MLR 0.18±0.07 0.18±0.07 0.18±0.06 0.17±0.05 0.689

SII 399.24±207.55 363.09±230.92 402.84±274.47 362.64±232.80 0.571

Notes: Categorical variables are presented as number and percentage, and continuous variables are presented as mean ± SD. P-values 
below 0.05 are highlighted in bold typeface. 
Abbreviations: OSA, obstructive sleep apnea; BMI, body mass index; SBP, systolic blood pressure; DBP, diastolic blood pressure; TST, 
total sleep time; N1-3, non-rapid eye movement sleep 1–3; R, rapid eye movement sleep; AHI, apnea hypopnea index; ODI, oxygen 
desaturation index; SaO2, oxygen saturation; WBC, white blood cell; RDW, red cell distribution width; NLR, neutrophil-to-lymphocyte 
ratio; PLR, platelet-to-lymphocyte ratio; MLR, monocyte-to-lymphocyte; SII, systemic inflammation index.
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The odds for higher lymphocyte count and monocyte count with severe OSA in women were 2.21 (95% CI 1.05–4.62) 
and 2.67 (95% CI 1.26–5.68) respectively.

Table 4 shows the correlation analysis between leukocyte measures and cardiometabolic risk markers in all subjects 
and separately for men and women. In the entire sample, WBC and subset counts were positively associated with BMI, 
waist and hip circumference, waist-to-hip ratio, blood pressure, and comorbid hypertension. When examined separately, 
the relationship between subset counts and cardiometabolic risk factors were consistently observed and correlation 
coefficients were overall higher in men than in women.

Figure 2 Scatter plots of apnea-hypopnea index vs total white blood cell, neutrophil, lymphocyte, and monocyte counts (A-D for men on the upper panel and E-H for 
women on the lower panel). 
Abbreviation: WBC, white blood cell; AHI, apnea hypopnea index.

Table 3 Relationship between AHI and inflammatory. markers in female and male subjects

AHI

Crude Model Model 1 Model 2

B (95% CI) p B (95% CI) p B (95% CI) p

WBC

Men 0.08(0.06, 0.10) <0.001 0.05(0.03, 0.07) <0.001 0.05(0.03, 0.07) <0.001

Women 0.06(0.03, 0.09) 0.001 0.05(0.01, 0.08) 0.01 0.04(0.002, 0.09) 0.038

Neutrophil

Men 0.03(0.001, 0.05) 0.044 0.04(0.02, 0.05) <0.001 0.03(0.01,0.05) 0.001

Women 0.03(0.01, 0.05) 0.04 0.01(−0.01, 0.04) 0.314 0.01(−0.02, 0.05) 0.451

Lymphocyte

Men 0.02(0.01, 0.03) <0.001 0.01(0.004, 0.02) 0.003 0.01(0.004, 0.02) 0.005

Women 0.03(0.02, 0.04) <0.001 0.03(0.01, 0.04) <0.001 0.03(0.01, 0.04) 0.001

(Continued)
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Discussion
In this cross-sectional study, we observed significant sex-specific associations between OSA severity and WBC and WBC 
subset counts. OSA severity was independently associated with total WBC and neutrophil counts in men but not in women 
after full adjustment. We showed that higher AHI was independently associated with higher lymphocyte and monocyte 
counts, irrespective of sex. Importantly, we found more robust relationships between leukocyte measures and cardiometa-
bolic risk markers in men than in women with OSA. We previously reported sex differences in association between 
erythrocyte parameters and OSA.26 Thus, OSA may induce different changes in hematologic parameters in different sexes.

OSA has been recognized as a chronic low-grade inflammation disease with increased IL-6, CRP and other 
inflammation markers. Total WBC or its subset counts were direct, more accessible and less expensive indicators of 
inflammation. Most prior studies have focused on associations between neutrophil-to-lymphocyte ratio and OSA.27,28 

Few have explored the association between OSA and WBC counts, and the results have been inconsistent.3,4,6,29 It can be 
related to differences in study population. Previous studies has been demonstrated higher prevalence of OSA for Chinese 
due to anatomical features with a narrower airway,30 and our Chinese are more likely to have OSA at younger age and 
lower BMI. In our study with Han Chinese, after full adjustment, we found that total WBC counts increased with OSA 
severity (as defined by AHI), which was consistent with a meta-analysis.7 Furthermore, there was no significant 
interaction between sex and OSA for total WBC counts.

A few studies have been conducted on OSA and WBC subset in large samples of OSA patients. In the large MESA 
cohort, OSA was independently associated with an increase in neutrophil counts after full adjustment (covariates included 

Table 3 (Continued). 

AHI

Crude Model Model 1 Model 2

B (95% CI) p B (95% CI) p B (95% CI) p

Monocyte

Men 0.003(0.002, 0.005) <0.001 0.002(0.0001, 0.004) 0.039 0.002(0.0002, 0.004) 0.048

Women 0.005(0.003, 0.008) <0.001 0.005(0.002, 0.008) <0.001 0.005(0.002, 0.008) 0.003

Notes: P-values below 0.05 are highlighted in bold typeface. Model 1: adjusted for age and body mass index; Model 2: adjusted for 
variables included in model 1 and for neck circumference, waist-to-hip ratio, smoking, alcohol use, and hypertension (plus menopausal 
status in women). Estimates are calculated for every 5-unit increase in apnea-hypopnea index (AHI). 
Abbreviation: AHI, apnea-hypopnea index.

Figure 3 Odds Ratio (95% CI) for higher WBC, neutrophil, lymphocyte, and monocyte counts (A-D for men on the upper panel, E-H for women on the lower panel). 
Abbreviations: OR, Odd ratio; CI, confidence interval; OSA, obstructive sleep apnea. Adjusted variables included age, body mass index, neck circumference, waist-to-hip 
ratio, smoking, alcohol use, and hypertension (plus menopausal status in women).
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sex), while no associations between AHI and lymphocyte;3,4 however, this study did not perform subgroup analysis 
according to sex. In another study of 1087 male patients, OSA severity was also independently related to higher neutrophil 
counts.6 It is conceivable that such discrepant associations between WBC subset counts and OSA severity can be partly 
attributed to sex differences, although this hypothesis has not been systematically investigated in previous studies. Some 
studies only included male subjects, thus limiting the exploration of sex differences. In addition, subgroup analysis was not 
performed in previous studies, which may have weakened the effect of AHI on WBC levels in men. Our study also found 
that higher neutrophil counts were associated with AHI only in men but not in women. This observed sex discrepancy in 
OSA on neutrophil levels may partially be explained by age; in our study, male patients (mean age 43 years) were younger 
than female patients (mean age 47 years). Age affects WBC measures and could reasonably be implicated in our findings. 
For men, neutrophil count increased up to 55 years, whereas women appeared to have a bimodal distribution (peaked at 50 
years then decreased until 60 years).18 Another possible explanation for the neutrophil elevation only in men is that sex 
hormones play an important role in the maturation and metabolism of neutrophils.31

Neutrophils, a major category of leukocytes, are the main innate response cell acting as the first line of defense in acute 
inflammatory conditions, and there is also evidence supporting their role in chronic inflammatory conditions such as 
atherosclerosis and CVD.32,33 Our findings suggest greater aggregation of cellular inflammatory markers in men than in 
women, a pattern that parallels several reports of a greater prevalence of CVD in men than in women.34 Additionally, we 
found that AHI was associated with higher lymphocyte and monocyte counts in both men and women. This positive 
relationship between OSA and lymphocyte counts is consistent with another study with only male OSA patients.6 However, 
the MESA cohort did not detect an association between AHI and lymphocyte or monocyte levels,3 which might partially be 
explained by including CVD patients with lower lymphocyte counts.3 In our study, we found evidence indicating that 
obstructive sleep apnea (OSA) could lead to elevated white blood cell counts in both men and women. Moreover, we 
observed a sex-specific differences in the increased subsets of white blood cells. Specifically, in men, there was 
a predominant increase in neutrophils, whereas in women, we observed elevated counts of lymphocytes and monocytes.

Although we detected significant increased leukocyte and composition counts, their average values both in women 
and men were within normal limits. Notwithstanding this, even within the normal spectrum, elevated leucocyte measures 
may have detrimental effects on health. We observed significant associations between leukocyte measures and cardio-
metabolic risk markers, such as BMI and blood pressure. In the general population, elevated WBC count is associated 

Table 4 Correlation coefficients between inflammatory markers and cardiometabolic mar-
kers in all subjects and separately by sex

BMI WC HC W/H SBP DBP Hypertension

White blood cell

Total 0.291** 0.310** 0.235** 0.262** 0.153** 0.204** 0.164**

Men 0.257** 0.273** 0.195** 0.230** 0.123** 0.162** 0.151**
Women 0.224** 0.219** 0.182** 0.147* 0.154** 0.138* 0.112*

Neutrophil

Total 0.243** 0.258** 0.180** 0.209** 0.142** 0.185** 0.151**
Men 0.212** 0.231** 0.141** 0.160** 0.068* 0.108** 0.074**

Women 0.196** 0.167** 0.144* 0.081 0.135* 0.147* 0.091
Lymphocyte

Total 0.209** 0.222** 0.203** 0.195** 0.093** 0.121** 0.090**

Men 0.199** 0.197** 0.192** 0.161** 0.068* 0.108** 0.056
Women 0.131* 0.174** 0.145* 0.174** 0.101 0.029 0.075

Monocyte

Total 0.192** 0.225** 0.161** 0.208** 0.076** 0.120** 0.092**
Men 0.146** 0.162** 0.103** 0.149** 0.025 0.049 0.057

Women 0.137* 0.179** 0.146* 0.137* 0.124* 0.125* 0.108

Notes: *p < 0.05; **p < 0.01. 
Abbreviations: BMI, body mass index; WC, waist circumference; HC, hip circumference; W/H, waist-to-hip ratio; 
SBP, systolic blood pressure; DBP, diastolic blood pressure.
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with future development of hypertension and diabetes, higher blood pressure, higher glycated hemoglobin, and even 
CVD mortality.13,35–37 For leukocyte subpopulations, subjects with the highest neutrophil counts were at higher risk of 
CVD mortality.12 When we examined female and male OSA patients separately, we found more robust relationships 
between leukocyte measures and cardiometabolic risk markers in men than in women. These findings suggest that the 
increases in leukocyte measures are associated with greater cardiometabolic risk in men. Notably, among circulating 
leukocyte subpopulations, neutrophil counts in men have most consistently been associated with fatal and non-fatal 
CVD.12 These findings also implicate a greater aggregation of cardiometabolic risk factors in men than in women with 
OSA. OSA and low-grade inflammation have been identified as risks for cardiometabolic disease. Therefore, our findings 
suggest potential therapies that focus on alleviating the inflammation linking OSA and cardiometabolic diseases.

Several limitations must be taken into account when interpreting our findings. First, the major limitation is the cross- 
sectional study design, we cannot draw causal inferences with regard to the relationships between OSA, leucocyte 
measures, and cardiometabolic risk markers. Second, the sample size of female patients was relatively small. The lower 
sample of women may be due to lack of recognition of the unique signs and symptoms of OSA presented uniquely in 
women. We have to acknowledge the smaller female sample size and sex imbalance reduces confidence to detect 
significant associations between OSA severity and leukocyte measures in women compared to men. Despite this, we 
conducted a sample estimation and the sample size of female subjects was sufficient to detect differences in WBC and 
subsets counts. Longitudinal studies with more equal numbers of male and female participants are needed to validate and 
extend our findings and assess whether OSA predicts future increases in leucocyte measures and whether such increases 
mediate the onset of adverse events in a sex-dependent manner. Therapeutic studies are also needed to determine whether 
OSA therapy contributes to lowering WBC measures and whether the anticipated positive effects are magnified in men. 
Third, our study lacked healthy control and used primary snoring group as comparison. In addition to this, unmeasured 
confounders and selection bias could influence the association between OSA and WBC measures in this clinical sample.

Conclusion
In conclusion, our study provides novel evidence of sex-dependent associations between OSA severity and elevated 
WBC subset counts. Specifically, neutrophil counts were only found to increase in male OSA patients, whereas in 
women, we observed predominant elevated counts of lymphocytes and monocytes. Importantly, leucocyte measures are 
more closely related to cardiometabolic risk markers in men than in women, suggesting that the impact of OSA on 
inflammation and cardiometabolic disease may be potentiated in men. Our study may contribute to tailored screening and 
recognition of OSA, especially for men with relatively high WBC or high neutrophil count and cardiometabolic risk 
factors. This may lead to early diagnosis and better management for OSA patients, and may stimulate further research 
into sex-dependent manners in OSA.

Abbreviations
AHI, apnea-hypopnea index; BMI, body mass index; BP, blood pressure; CVD, cardiovascular disease; MESA, the 
Multi-Ethnic Study of Atherosclerosis cohort; NLR, neutrophil-to-lymphocyte ration; OSA, obstructive sleep apnea; 
PSG, polysomnography; WBC, white blood cell.

Data Sharing Statement
The datasets used and/or analyzed during this study are available from the corresponding author on reasonable request.

Ethics Approval and Informed Consent
This was a cross-sectional, retrospective study. The study was approved by the West China Hospital of Sichuan 
University Biomedical Research Ethics Committee (Number: 2022 (1510)). The requirement for individual informed 
consent was formally waived by the committee because the data were collected from medical records. Our study adheres 
to the principles of the Declaration of Helsinki. All identifying information has been anonymized to protect privacy of 
participants.

https://doi.org/10.2147/NSS.S475717                                                                                                                                                                                                                                  

DovePress                                                                                                                                                        

Nature and Science of Sleep 2024:16 1766

Li et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Author Contributions
All authors made a significant contribution to the work reported, whether that is in the conception, study design, 
execution, acquisition of data, analysis and interpretation, or in all these areas; took part in drafting, revising or critically 
reviewing the article; gave final approval of the version to be published; have agreed on the journal to which the article 
has been submitted; and agree to be accountable for all aspects of the work.

Funding
Work for this study was performed at the Sleep Medicine Center, West China Hospital, Sichuan University, China. This 
work was supported by the Ministry of Science and Technology of the People’s Republic of China (STI2030-Major 
Projects2021ZD0201900), the National Key R&D Program of China (2021YFC2501400), and the National Natural 
Science Foundation of China (82100108).

Disclosure
The authors declare no competing interests.

References
1. Peppard PE, Young T, Barnet JH, Palta M, Hagen EW, Hla KM. Increased prevalence of sleep-disordered breathing in adults. Am J Epidemiol. 

2013;177(9):1006–1014. doi:10.1093/aje/kws342
2. Nadeem R, Molnar J, Madbouly EM, et al. Serum inflammatory markers in obstructive sleep apnea: a meta-analysis. J Clin Sleep Med. 2013;9 

(10):1003–1012. doi:10.5664/jcsm.3070
3. Geovanini GR, Wang R, Weng J, et al. Elevations in neutrophils with obstructive sleep apnea: the multi-ethnic study of atherosclerosis (Mesa). 

Int J Cardiol. 2018;257:318–323. doi:10.1016/j.ijcard.2017.10.121
4. Geovanini GR, Wang R, Weng J, et al. Association between obstructive sleep apnea and cardiovascular risk factors: variation by age, sex, and race. 

The multi-ethnic study of atherosclerosis. Ann Am Thorac Soc. 2018;15(8):970–977. doi:10.1513/AnnalsATS.201802-121OC
5. Di Sessa A, Messina G, Bitetti I, et al. Cardiometabolic risk profile in non-obese children with obstructive sleep apnea syndrome. Eur J Pediatr. 

2022;181(4):1689–1697. doi:10.1007/s00431-021-04366-8
6. Fan Z, Lu X, Long H, Li T, Zhang Y. The association of hemocyte profile and obstructive sleep apnea. J Clin Lab Anal s. 2019;33(2):e22680. 

doi:10.1002/jcla.22680
7. Wu M, Zhou L, Zhu D, Lai T, Chen Z, Shen H. Hematological indices as simple, inexpensive and practical severity markers of obstructive sleep 

apnea syndrome: a meta-analysis. J Thorac Dis. 2018;10(12):6509–6521. doi:10.21037/jtd.2018.10.105
8. Lv R, Liu X, Zhang Y, et al. Pathophysiological mechanisms and therapeutic approaches in obstructive sleep apnea syndrome. Signal Transduct 

Target Ther. 2023;8(1):218. doi:10.1038/s41392-023-01496-3
9. Jordan AS, McSharry DG, Malhotra A. Adult obstructive sleep apnoea. Lancet. 2014;383(9918):736–47. doi:10.1016/S0140-6736(13)60734-5

10. Welsh P, Woodward M, Rumley A, Lowe G. Associations of plasma pro-inflammatory cytokines, fibrinogen, viscosity and C-reactive protein with 
cardiovascular risk factors and social deprivation: the fourth Glasgow MONICA study. Br J Haematol. 2008;141(6):852–861. doi:10.1111/j.1365- 
2141.2008.07133.x

11. Horne BD, Anderson JL, John JM, et al. Which white blood cell subtypes predict increased cardiovascular risk? J Am Coll Cardiol. 2005;45 
(10):1638–1643. doi:10.1016/j.jacc.2005.02.054

12. Welsh C, Welsh P, Mark PB, et al. Association of total and differential leukocyte counts with cardiovascular disease and mortality in the UK 
Biobank. Arterioscler Thromb Vasc Biol. 2018;38(6):1415–1423. doi:10.1161/ATVBAHA.118.310945

13. Wang T, Jiang CQ, Xu L, et al. White blood cell count and all-cause and cause-specific mortality in the Guangzhou biobank cohort study. BMC 
Public Health. 2018;18(1):1232. doi:10.1186/s12889-018-6073-6

14. Young T, Palta M, Dempsey J, Skatrud J, Weber S, Badr S. The occurrence of sleep-disordered breathing among middle-aged adults. N Engl J Med. 
1993;328(17):1230–1235. doi:10.1056/NEJM199304293281704

15. Bonsignore MR, Saaresranta T, Riha RL. Sex differences in obstructive sleep apnoea. Eur Respir Rev. 2019;28(154):190030. doi:10.1183/ 
16000617.0030-2019

16. Senaratna CV, Perret JL, Lodge CJ, et al. Prevalence of obstructive sleep apnea in the general population: a systematic review. Sleep Med Rev. 
2017;34:70–81. doi:10.1016/j.smrv.2016.07.002

17. Gaines J, Vgontzas AN, Fernandez-Mendoza J, Kritikou I, Basta M, Bixler EO. Gender differences in the association of sleep apnea and 
inflammation. Brain Behav Immun. 2015;47:211–217. doi:10.1016/j.bbi.2014.11.013

18. Chen Y, Zhang Y, Zhao G, et al. Difference in leukocyte composition between women before and after menopausal age, and distinct sexual 
dimorphism. PLoS One. 2016;11(9):e0162953. doi:10.1371/journal.pone.0162953

19. Gottlieb DJ, Yenokyan G, Newman AB, et al. Prospective study of obstructive sleep apnea and incident coronary heart disease and heart failure: the 
sleep heart health study. Circulation. 2010;122(4):352–360. doi:10.1161/CIRCULATIONAHA.109.901801

20. Cano-Pumarega I, Barbe F, Esteban A, et al. Sleep apnea and hypertension: are there sex differences? The Vitoria Sleep Cohort. Chest. 2017;152 
(4):742–750. doi:10.1016/j.chest.2017.03.008

21. Roca GQ, Redline S, Claggett B, et al. Sex-specific association of sleep apnea severity with subclinical myocardial injury, ventricular hypertrophy, 
and heart failure risk in a community-dwelling cohort: the atherosclerosis risk in communities-sleep heart health study. Circulation. 2015;132 
(14):1329–1337. doi:10.1161/CIRCULATIONAHA.115.016985

Nature and Science of Sleep 2024:16                                                                                               https://doi.org/10.2147/NSS.S475717                                                                                                                                                                                                                       

DovePress                                                                                                                       
1767

Dovepress                                                                                                                                                          Li et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1093/aje/kws342
https://doi.org/10.5664/jcsm.3070
https://doi.org/10.1016/j.ijcard.2017.10.121
https://doi.org/10.1513/AnnalsATS.201802-121OC
https://doi.org/10.1007/s00431-021-04366-8
https://doi.org/10.1002/jcla.22680
https://doi.org/10.21037/jtd.2018.10.105
https://doi.org/10.1038/s41392-023-01496-3
https://doi.org/10.1016/S0140-6736(13)60734-5
https://doi.org/10.1111/j.1365-2141.2008.07133.x
https://doi.org/10.1111/j.1365-2141.2008.07133.x
https://doi.org/10.1016/j.jacc.2005.02.054
https://doi.org/10.1161/ATVBAHA.118.310945
https://doi.org/10.1186/s12889-018-6073-6
https://doi.org/10.1056/NEJM199304293281704
https://doi.org/10.1183/16000617.0030-2019
https://doi.org/10.1183/16000617.0030-2019
https://doi.org/10.1016/j.smrv.2016.07.002
https://doi.org/10.1016/j.bbi.2014.11.013
https://doi.org/10.1371/journal.pone.0162953
https://doi.org/10.1161/CIRCULATIONAHA.109.901801
https://doi.org/10.1016/j.chest.2017.03.008
https://doi.org/10.1161/CIRCULATIONAHA.115.016985
https://www.dovepress.com
https://www.dovepress.com


22. Groot HE, van Blokland IV, Lipsic E, Karper JC, van der Harst P. Leukocyte profiles across the cardiovascular disease continuum: a 
population-based cohort study. J Mol Cell Cardiol. 2020;138:158–164. doi:10.1016/j.yjmcc.2019.11.156

23. Xu L, Keenan BT, Wiemken AS, et al. Differences in three-dimensional upper airway anatomy between Asian and European patients with 
obstructive sleep apnea. Sleep. 2020;43(5). doi:10.1093/sleep/zsz273

24. Berry RB, Budhiraja R, Gottlieb DJ, et al. 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. 2012;8 
(5):597–619. doi:10.5664/jcsm.2172

25. Harlow SD, Gass M, Hall JE, et al. Executive summary of the stages of reproductive aging workshop + 10: addressing the unfinished agenda of 
staging reproductive aging. Menopause. 2012;19(4):387–395. doi:10.1097/gme.0b013e31824d8f40

26. Li T, Covassin N, Tan L, et al. Sex-specific associations between erythrocyte measures and obstructive sleep apnea. J Clin Sleep Med. 2020;16 
(7):1063–1072. doi:10.5664/jcsm.8398

27. Oyama J, Nagatomo D, Yoshioka G, et al. The relationship between neutrophil to lymphocyte ratio, endothelial function, and severity in patients 
with obstructive sleep apnea. J Cardiol. 2016;67(3):295–302. doi:10.1016/j.jjcc.2015.06.005

28. Al-Halawani M, Kyung C, Liang F, et al. Treatment of obstructive sleep apnea with CPAP improves chronic inflammation measured by 
neutrophil-to-lymphocyte ratio. J Clin Sleep Med. 2020;16(2):251–257. doi:10.5664/jcsm.8176

29. Korkmaz M, Korkmaz H, Kucuker F, Ayyildiz SN, Cankaya S. Evaluation of the association of sleep apnea-related systemic inflammation with 
CRP, ESR, and neutrophil-to-lymphocyte ratio. Med Sci Monit. 2015;21:477–481. doi:10.12659/MSM.893175

30. Benjafield AV, Ayas NT, Eastwood PR, et al. Estimation of the global prevalence and burden of obstructive sleep apnoea: a literature-based 
analysis. Lancet Res Med. 2019;7(8):687–698. doi:10.1016/S2213-2600(19)30198-5

31. Gupta S, Nakabo S, Blanco LP, et al. Sex differences in neutrophil biology modulate response to type I interferons and immunometabolism. Proc 
Natl Acad Sci U S A. 2020;117(28):16481–16491. doi:10.1073/pnas.2003603117

32. Liew PX, Kubes P. The neutrophil’s role during health and disease. Physiol Rev. 2019;99(2):1223–1248. doi:10.1152/physrev.00012.2018
33. Silvestre-Roig C, Braster Q, Ortega-Gomez A, Soehnlein O. Neutrophils as regulators of cardiovascular inflammation. Nat Rev Cardiol. 2020;17 

(6):327–340. doi:10.1038/s41569-019-0326-7
34. Mokhlesi B, Ham SA, Gozal D. The effect of sex and age on the comorbidity burden of OSA: an observational analysis from a large nationwide US 

health claims database. Eur Res J. 2016;47(4):1162–1169. doi:10.1183/13993003.01618-2015
35. Siedlinski M, Jozefczuk E, Xu X, et al. White blood cells and blood pressure: a Mendelian randomization study. Circulation. 2020;141 

(16):1307–1317. doi:10.1161/CIRCULATIONAHA.119.045102
36. Zhang H, Yang Z, Zhang W, et al. White blood cell subtypes and risk of type 2 diabetes. J Diabetes Complications. 2017;31(1):31–37. doi:10.1016/ 

j.jdiacomp.2016.10.029
37. Ishida S, Kondo S, Funakoshi S, et al. White blood cell count and incidence of hypertension in the general Japanese population: ISSA-CKD study. 

PLoS One. 2021;16(2):e0246304. doi:10.1371/journal.pone.0246304

Nature and Science of Sleep                                                                                                             Dovepress 

Publish your work in this journal 
Nature and Science of Sleep is an international, peer-reviewed, open access journal covering all aspects of sleep science and sleep medicine, 
including the neurophysiology and functions of sleep, the genetics of sleep, sleep and society, biological rhythms, dreaming, sleep disorders 
and therapy, and strategies to optimize healthy sleep. The manuscript management system is completely online and includes a very quick and fair 
peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/nature-and-science-of-sleep-journal

DovePress                                                                                                                      Nature and Science of Sleep 2024:16 1768

Li et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1016/j.yjmcc.2019.11.156
https://doi.org/10.1093/sleep/zsz273
https://doi.org/10.5664/jcsm.2172
https://doi.org/10.1097/gme.0b013e31824d8f40
https://doi.org/10.5664/jcsm.8398
https://doi.org/10.1016/j.jjcc.2015.06.005
https://doi.org/10.5664/jcsm.8176
https://doi.org/10.12659/MSM.893175
https://doi.org/10.1016/S2213-2600(19)30198-5
https://doi.org/10.1073/pnas.2003603117
https://doi.org/10.1152/physrev.00012.2018
https://doi.org/10.1038/s41569-019-0326-7
https://doi.org/10.1183/13993003.01618-2015
https://doi.org/10.1161/CIRCULATIONAHA.119.045102
https://doi.org/10.1016/j.jdiacomp.2016.10.029
https://doi.org/10.1016/j.jdiacomp.2016.10.029
https://doi.org/10.1371/journal.pone.0246304
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Methods
	Study Design and Setting
	Participants
	Overnight Polysomnography
	Clinical and Blood Measurements
	Statistical Analysis

	Results
	Discussion
	Conclusion
	Abbreviations
	Data Sharing Statement
	Ethics Approval and Informed Consent
	Author Contributions
	Funding
	Disclosure

