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Background: Few studies found that obstructive sleep apnea (OSA) may be related 
to postoperative neurocognitive disorders (PND) including postoperative delirium 
(POD) and cognitive decline (POCD) in the early postoperative period. However, 
the results are controversial and need further verification, and no research has 
explored the effect of OSA on the incidence of PND during the 1-year follow-up 
periods. Furthermore, OSA patients with excessive daytime sleepiness (EDS) as 
a severe phenotype have more significant neurocognitive impairments, but the 
relationship between OSA with EDS and PND within 1 year after surgery has not 
been studied.

Objectives: To explore the effect of moderate-to-high risk of OSA and the 
moderate-to-high risk of OSA with EDS on PND within 1 year after surgery.

Methods: In this prospective cohort study, including 227 older patients, moderate-
to-high risk of OSA (using STOP-BANG), subjective EDS (using Epworth Sleepiness 
Scale), and objective EDS (using Actigraphy) were selected as exposures. Key 
outcomes included POD during hospitalization (using Confusion Assessment 
Method-Severity), POCD at discharge, 1-month and 1-year after surgery (using 
Mini-Mental State Examination and Telephone Interview for Cognitive Status-40). 
We applied multiple logistic regression models to estimate the effect of moderate-
to-high risk of OSA and moderate-to-high risk of OSA with EDS on PND.

Results: In the multivariate analysis, moderate-to-high risk of OSA was not 
associated with POD during hospitalization and POCD at discharge, 1-month, and 
1-year after surgery (p > 0.05). However, the moderate-to-high risk of OSA with 
subjective EDS was related to POCD at discharge compared to the moderate-
to-high risk of OSA or normal group (no moderate-to-high risk of OSA and no 
EDS) (p < 0.05). In addition, moderate-to-high risk of OSA with objective EDS 
was associated with POCD at discharge, 1-month, and 1-year postoperatively 
compared to the moderate-to-high risk of OSA or normal group (p < 0.05).
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Conclusion: Moderate-to-high risk of OSA with EDS, not moderate-to-high 
risk of OSA alone, was a clinically helpful predictor for POCD within 1-year after 
surgery and should be routinely assessed before surgery.

KEYWORDS

obstructive sleep apnea, excessive daytime sleepiness, perioperative neurocognitive 
disorders, older adults, surgery

Introduction

Obstructive sleep apnea (OSA), characterized by chronic 
intermittent hypoxemia and sleep fragmentation, is primarily caused 
by episodes of complete or partial airway obstruction during sleep 
(Malhotra and White, 2002) OSA occurs in 10%–20% of the 
population, increases with age, and peaks after 60 (Bixler et al., 1998, 
2001; Peppard et al., 2013). Excessive daytime sleepiness (EDS) is the 
most common symptom in patients with OSA, and its clinical features 
are daytime drowsiness, reduced wakefulness, and decreased vigilance 
(Sauter et  al., 2000). EDS has a prevalence of 16%–22% in OSA 
patients and often means patients at high risk of OSA. Previous studies 
showed that OSA patients with EDS as a distinct clinical phenotype 
had lower oxygen saturation and more sleep disturbance than those 
without EDS (Zhou et al., 2016). Many studies recommended Epworth 
Sleepiness Scale (ESS) for measuring subjective EDS and multiple 
sleep latency test (MSLT) for objective EDS, respectively (Ren et al., 
2016). Daytime naps recorded by actigraphy also reflect objective 
EDS, (Leng et al., 2018) which is a compensatory reaction to nocturnal 
sleep fragmentation, and it can also be a marker of EDS in older adults 
(Hsieh et al., 2016).

Previous studies have shown that OSA is associated with impaired 
cognitive function, including attention, alertness, memory, and 
executive function (Andrade et al., 2018; Stepnowsky et al., 2019; 
Bubu et al., 2020; Léger and Stepnowsky, 2020; Liu et al., 2020). EDS 
may also contribute to cognitive impairment in OSA patients, 
especially attention and memory function because EDS is strictly 
related to sleep deprivation and fragmentation (Steiropoulos et al., 
2019). Many studies reported that OSA patients with EDS have more 
significant cognitive impairments involving attention and vigilance, 
learning and memory, and executive function than those without EDS 
(Zhou et  al., 2016). Several pathophysiological factors, such as 
intermittent hypoxia, systemic inflammation, and oxidative stress, 
may influence cognitive function in OSA patients. It has been 
speculated that the interaction between EDS and hypoxemia 
contributes to neurocognitive deficits (Roche, 2016).

The prevalence of OSA in the surgical population is higher than 
in the normal population and varies widely among different surgery 
patients (Van Onselen et al., 2013; Zaremba et al., 2016). Multiple 
perioperative factors such as anesthetics and analgesics can worsen 
OSA. In addition, reorganization of sleep architecture with rapid eye 
movement sleep rebound attributed to postoperative disrupted, 
reduced, and poor-quality sleep leads to exacerbation of OSA and EDS 
(Finkel et al., 2009; Young et al., 2009). Add to them downstream 
reactions of surgery stress and anesthetics such as inflammatory 
responses, oxidative stress, metabolic disorders, and neuronal damage, 
the postoperative complications are more common in surgical 

populations with OSA than those without OSA (Memtsoudis et al., 
2011; Roggenbach et al., 2014; Lam et al., 2017; Chan et al., 2019).

In recent years, OSA as a substantial risk factor for postoperative 
delirium and cognitive decline has aroused scholars’ attention. 
Postoperative neurocognitive disorder (PND) is a term that refers to 
cognitive impairment associated with anesthesia and surgery, 
including the acute event (postoperative delirium, POD) and cognitive 
decline diagnosed up to 1 year after surgery (postoperative cognitive 
dysfunction, POCD) (Evered et al., 2018). POD occurs in 13%–34% 
of surgical patients, and POCD occurs in 7%–50%, depending on 
surgery type and surgical populations (Postler et al., 2011; Norkienė 
et al., 2013; Krenk et al., 2014; Aceto et al., 2015; Goettel et al., 2017; 
Kotfis et al., 2018; Wang C. G. et al., 2018; Chaiwat et al., 2019; Guo 
et al., 2020; Kang et al., 2020; Wang et al., 2020; Yang et al., 2020; Li 
et al., 2021). Previous studies showed that the prevalence of POD and 
POCD were 14% and 19% among elderly patients undergoing 
gastrointestinal surgery, respectively (Yang et al., 2020; Li et al., 2021). 
Enough evidence has shown that the development of PND is 
associated with inflammation, oxidative stress, metabolic disorders, 
increased blood–brain barrier permeability, and neuronal damage 
(Hudetz et al., 2011; Subramaniyan and Terrando, 2019; Lin et al., 
2020). Patients who developed PND have an increased risk of 
postoperative complications and a worse prognosis (Abelha et al., 
2013; Abawi et al., 2016; Lingehall et al., 2017; Ruggiero et al., 2017; 
Kotfis et al., 2018; Racine et al., 2018; Shi et al., 2019; Boone et al., 
2020; Cai et al., 2020).

So far, 10 studies have explored the correlation between OSA 
and POD. Four studies confirmed that OSA increased the risk of 
POD (Flink et al., 2012; Roggenbach et al., 2014; Nadler et al., 
2017; Wu et al., 2022) while the remaining six did not identify 
their association (Gupta et al., 2001; Wang S. et al., 2018; Strutz 
et al., 2019; Tafelmeier et al., 2019; King et al., 2020; Oldham 
et  al., 2021). Only three human studies and three animal 
experiments have explored the correlation between OSA and 
POCD. Two human studies showed that the incidence of POCD 
before discharge in OSA patients was lower than that of non-OSA 
patients (Wagner et al., 2018, 2021) and one human study showed 
that OSA patients had a higher risk of POCD in the early 
postoperative period than patients without OSA (Wu et al., 2022). 
Three animal models also suggested that the incidence of POCD 
was higher in OSA mice than that in non-OSA mice (Dong et al., 
2018; Zhang et  al., 2019; Mei et  al., 2020). However, previous 
studies assessed cognitive function within 2 days after extubating 
with a lack of long-term postoperative follow-up cognitive 
assessments at 1-month or 1-year after surgery. In addition, no 
study, to our knowledge, has shown the effect of moderate-to-
high risk of OSA combined with EDS on PND within 1 year after 
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surgery. Therefore, the first aim of our study was to explore the 
impact of moderate-to-high risk of OSA on the PND within 1 
year postoperatively, and the second aim was to investigate the 
effect of moderate-to-high risk of OSA with EDS on PND within 
1 year after surgery. We hypothesized that moderate-to-high risk 
of OSA with EDS was associated with the development of PND 
in older adults undergoing gastrointestinal surgery.

Materials and methods

Study design

With the ethical approval from the institutional review board 
of West China Hospital, this single-center prospective cohort 
study was conducted from June 4, 2019, to October 14, 2021, at a 
gastrointestinal surgical unit (≥80 beds, approximately 35 nurses, 
and 20 surgeons) of West China Hospital in Chengdu, China. All 
participants or their legal representatives provided written 
informed consent before the study. Patients did not receive 
financial compensation. Study methods and results are reported 
following the Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) Statement for prospective 
cohort studies (Vandenbroucke et al., 2007).

Participants

We screened older adults (≥65 years) who were scheduled for 
stomach and intestinal surgery between June 4, 2019, and October 
14, 2020. Patients who finally underwent the gastrointestinal 
procedure with at least a 3-day hospital stay, without communication 
barriers, and had a suitable condition for evaluation were included. 
The exclusion criteria are as follows: (1) cognitive impairment with 
a Mini-Mental State Examination (MMSE) scores less than 20; (2) 
delirium (assessed by Confusion Assessment Method-Severity 
(CAM-S Short Form) at baseline; (3) a documented history of severe 
psychosis such as severe depression, severe anxiety, autism, and 
schizophrenia; (4) a terminal condition with a life expectancy of 
fewer than 6 months (metastatic cancer, multiple organ failure, or 
receiving chemotherapy); (5) exploratory laparotomy without tumor 
removal or transferring to other departments after the operation; 
and (6) alcohol abuse or dependence within the last 3 months. 
Patients were also excluded if they had missing baseline, procedural, 
or outcome data (Figure 1).

Assessments

The face-to-face evaluation was performed at the ward of the 
gastrointestinal surgery department on admission day by a 
researcher who received training in psychiatry and assessment 
methods. The baseline assessment included risks of OSA, subjective 
EDS, and objective napping. Then, the researcher and trained 
nurses assessed POD using the CAM-S twice daily (between 
2–6 p.m. and 2–8 a.m.) until postoperative day seven or discharge. 
Another trained researcher blinded to the POD results performed 
postoperative cognitive assessments at discharge using MMSE and 

Telephone Interview for Cognitive Status-40 (TICS-40). 
Postoperative cognitive function at one month and one year after 
surgery were also evaluated using TICS-40 by telephone. The 
criteria for loss to follow-up were as follows: (1) refused to 
participate; (2) cannot be contacted; and (3) died (Figure 1).

Exposure

The STOP-BANG questionnaire has good sensitivity and high 
diagnostic accuracy for detecting OSA in Asian populations 
(Chan et  al., 2019). A STOP-BANG score of 3–8 indicates a 
moderate-to-high risk of OSA (OSA group) among the Chinese 
people, and a 0–2 score means a low risk of OSA (non-OSA 
group) (Chan et al., 2019). Subjective EDS was defined as an ESS 
score ≥ 11, and the Chinese version of ESS was a reliable and valid 
tool for measuring subjective EDS (Pak et al., 2017). Objective 
napping was measured using an Actiwatch-2 (Phillips Respironics 
Mini-Mitter), worn continuously on the non-dominant wrist for 
a minimum of two consecutive 24 h periods before operation. 
Participants also completed sleep logs for the period they wore the 
actigraphy and reported information regarding times they napped. 
Data for devices were collected in 1-min epochs and scored using 
Actiware software version 6.0.9 (Phillips Respironics, Bend, OR). 
Daily napping duration was calculated by summing up the time of 
napping periods throughout the day and averaging across all 
recording days. A nap ≥1 h/day during the day was considered 
objective napping (Leng et al., 2018). For convenience, subjective 
EDS and objective napping will be referred to as “EDS” throughout 
the rest of the manuscript.

Cognitive function

The CAM-S provides a new delirium severity measure with strong 
psychometric properties and associations with important clinical 
outcomes. The Short Form includes the same four features as CAM: 
acute change or fluctuation, inattention, disorganized thinking, and 
altered level of consciousness. The diagnostic criteria of delirium are 
that the first and second criteria must be present, coming with the 
third or fourth criteria. The sum score of CAM-S Short Form ranges 
from 0 (no) to 7 (most severe) (Inouye et al., 2014). The Chinese 
version of the CAM-S demonstrated good reliability and validity in 
evaluating postoperative delirium among hospitalized Chinese 
geriatric patients (Mei et al., 2019). MMSE is scored from 0 to 30, with 
a test–retest reliability of 0.8–0.1 and a scorer reliability of 0.9–1.0. The 
Chinese-language version of the MMSE has been used in elderly 
Chinese, showing a high sensitivity of 87.6% and specificity of 80.8% 
(Li et  al., 2016). MMSE is the instrument most widely used in 
screening for cognitive problems in hospitalized patients (Borchers 
et  al., 2021). The Chinese version of the TICS-40 was previously 
validated and scored on a scale of 0 to 40, with a higher score 
indicating better cognitive function (Liu et  al., 2021). A TICS-40 
score ≤ 20 was defined as mild cognitive impairment, and a score ≤ 12 
referred to dementia, according to a previous study (Wang et  al., 
2021). To control for learning effects (improvements over time with 
repeated testing), we  applied an accepted approach that is using 
alternate forms of MMSE and TICS-40 (Munjir et al., 2015; Lee et al., 
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2022). With the structures and scores unchanged, we changed the 
contents of questions at every postoperative cognition evaluation 
according to previous studies (e.g., “Please raise your hands,” replaced 
the phrase, “Please close your eyes”) (Katzman et  al., 1988; Fong 
et al., 2009).

Confounding factors

We also collected information on demographic characteristics, 
including age, sex, educational level, body mass index (BMI), smoking, 
drinking, exercise behavior, hypertension, and the American Society 

FIGURE 1

Study flow diagram. OSA, obstructive sleep apnea; EDS, excessive daytime sleepiness; CAM-S, Confusion Assessment Method-Severity; POD, 
postoperative delirium; MMSE, Mini-Mental State Examination; TICS-40, Telephone Interview for Cognitive Status-40; POCD, postoperative cognitive 
dysfunction.
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of Anesthesiologists Physical Status Classification System (ASA). The 
Frail Scale (FS) has an excellent test–retest reliability of 0.7  in the 
Chinese community (Yuan et al., 2021). The total score of 5 items is 0 
means health status, 1–2 means pre-frail, and 3–5 means frail (Yuan 
et al., 2021). Mini Nutritional Assessment-Short Form (MNA-SF) is a 
standard method to evaluate the nutritional status of the elderly. The 
Chinese version of MNA-SF performed well, and a score of 12–14 
points is normal nutritional status, 8–11 points are at risk of 
malnutrition, and 0–7 points indicate malnutrition (Amasene et al., 
2021; Yao et al., 2022). Furthermore, intraoperative data (operation 
time, anesthetic time, and general anesthesia method) (intravenous, 
inhalation, or a combination of both ways) were accessed from 
medical records.

Outcomes

The primary outcomes were the incidence of PND, including 
POD during hospitalization, POCD at discharge, 1 month, and 1 year 
after surgery. Delirium appearing on one of all postoperative days 
before discharge was regarded as POD (Saczynski et al., 2014; Schmitt 
et al., 2015). The term POCD described in the literature ranged from 
within 24 h after surgery to 12 months (Evered and Silbert, 2018). In 
general, 1-month has been taken as a time in which the acute effect of 
surgery and anesthesia has abated (Evered and Silbert, 2018). POCD 
was mainly developed early after surgery and fully recovered cognitive 
function 3 months after surgery (Evered et  al., 2018; Evered and 
Silbert, 2018). Few patients had cognitive decline persisting up to 
1 year after surgery; this may indicate a possible progression to 
dementia (Evered et al., 2018). Therefore, early POCD was assessed at 
discharge and defined as at least one cognitive performance score 
(MMSE and the TICS-40 test) declined 2 points or more compared to 
the baseline score following previously used standards (Hollinger 
et al., 2021; Suraarunsumrit et al., 2022). POCD at 1 month and 1 year 
were defined as a decline in 1-month and 1-year TICS-40 performance 
of two points or more compared to preoperative TICS-40 score, 
respectively (Hollinger et al., 2021; Suraarunsumrit et al., 2022; van 
Zuylen et al., 2023).

Statistical analysis

For univariate analysis, descriptive data were summarized using 
proportions for categorical data and means with standard deviation 
(SD) or medians with interquartile range (IQR) for continuous data. 
Comparison between PND and non-PND groups using χ2 analysis or 
Fisher exact probability test for categorical variables and t-test or, if 
the variables were not normally distributed, the Mann–Whitney test 
for continuous variables. The Wilcoxon rank sum tests were also used 
for ranked data. For multivariable analysis, we  applied a multiple 
logistic regression model to adjust potential modifiers and estimate 
the effect of moderate-to-high risk of OSA, subjective EDS, and 
objective napping for PND. Furthermore, to examine the joint effect 
of moderate-to-high risk of OSA and EDS, we performed logistic 
regression models that included five dummy variables to represent all 
six possible combinations of moderate-to-high risk of OSA and 
EDS. We first used the moderate-to-high risk of OSA as a reference 
group, then we  used no moderate-to-high risk of OSA with no 

subjective EDS and no objective napping as a reference group. All 
participants in our study used combined intravenous inhalational 
anesthesia, so the anesthetic method was not included in the 
regression model. Finally, confounding factors included age, BMI, FS 
score, MNA-SF score, and preoperative MMSE score in model 1; and 
confounding factors included age, BMI, FS score, MNA-SF score, 
preoperative MMSE, sex, and educational level in model 2. Statistical 
analysis and data visualization were performed using IBM SPSS, 
version 25 (IBM Corp, Armonk, NY, United States) and GraphPad 
Prism v.9 (GraphPad Software, San Diego, CA, United States). All tests 
were two-sided, and a p value < 0.05 was designated as 
statistically significant.

Results

Characteristics of the study population 
based on PND categories

The descriptive statistics for the participants’ perioperative 
characteristics according to the presence of PND are summarized in 
Table 1. A total of 227 participants (67.4% male; median (IQR) age: 69 
(66–73) years) were included in the POD analyses, and 17 patients 
developed POD. Of 150 older adults (70.0% male; median (IQR) age: 
69 (66–73) years) analyzed for POCD at discharge, 32 people had 
POCD. We finally included 127 (68.6% male; median (IQR) age: 69 
(66–73) years) and 119 (63.9% male; median (IQR) age: 70 
(67–75) years) patients for POCD at 1 month and 1 year analysis, 
respectively. The number of patients who developed POCD at 1 
month was 22, and the cases of patients who existed POCD at 1 year 
were 21. The postoperative cognitive assessment results are shown in 
Supplementary Table S1. There was no significant difference among 
the PND (POD, POCD at discharge, POCD at 1 month, and POCD 
at 1 year) and non-PND groups in preoperative characteristic and 
surgical data except for the MNA-SF scores and MMSE scores. The 
MNA-SF scores were higher in the POD group than in the non-POD 
group. In addition, MMSE scores were lower in the POCD group 
compared to the non-POCD group at 1 year.

Association between the moderate-to-high 
risk of OSA, subjective EDS, and objective 
napping

Correlations between the moderate-to-high risk of OSA, 
subjective EDS, and objective napping are shown in Table  2. The 
results (Table  2A) showed that subjective EDS was significantly 
associated with moderate-to-high risk of OSA and objective napping. 
However, as shown in Table 2B, patients with objective napping had a 
higher risk of OSA without statistical significance.

Effect of the moderate-to-high risk of OSA, 
subjective EDS, or objective napping on 
PND

Univariate analysis was performed, and the results are shown in 
Supplementary Table S2. Multivariate analysis results in model 1 are 
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TABLE 1 Baseline characteristics of the study population by postoperative neurocognitive disorders categories.

Characteristics POD (N = 227) POCD at discharge (N = 150) POCD at 1 month (N = 127) POCD at 1 year (N = 119)

Total 
(N = 227)

No-POD 
(n = 210)

POD 
(n = 17)

P-
value

Total 
(N = 150)

No-
POCD 

(n = 118)

POCD 
(n = 32)

P-
value

Total 
(N = 127)

No-
POCD 

(n = 105)

POCD 
(n = 22)

P-
value

Total 
(N = 119)

No-
POCD 
(n = 98)

POCD 
(n = 21)

P-
value

Age, year 69 (66–73) 70 (67–73) 69 (66–73) 0.634 69 (66–73) 68 (66–72) 70 (66–73) 0.466 69 (66–73) 69 (66–72) 70 (66–73) 0.682 70 (67–75) 69 (66–71) 70 (67–75) 0.357

Male 153 (67.4) 141 (67.1) 12 (70.6) 0.771 105 (70.0) 84 (71.2) 21 (65.6) 0.543 85 (66.5) 72 (68.6) 13 (59.1) 0.390 76 (63.9) 63 (64.3) 13 (61.9) 0.837

Educational levela 0.506 0.850 0.144 0.740

Primary 90 (39.6) 83 (39.5) 7 (41.2) 62 (41.3) 50 (42.4) 12 (37.5) 49 (38.6) 37 (35.2) 12 (54.5) 44 (37.0) 35 (35.7) 9 (42.9)

Secondary 106 (46.7) 101 (48.1) 5 (29.4) 65 (43.3) 49 (41.5) 16 (50.0) 57 (44.9) 50 (47.6) 7 (31.8) 57 (47.9) 51 (52.0) 6 (28.6)

Higher 31 (13.7) 26 (12.4) 5 (29.4) 23 (15.3) 19 (16.1) 4 (12.5) 21 (16.5) 18 (17.1) 3 (13.6) 18 (15.1) 12 (12.2) 6 (28.6)

BMI 22.7 ± 2.9 22.6 ± 3.0 23.4 ± 2.5 0.269 22.7 ± 3.1 22.6 ± 3.2 22.9 ± 2.7 0.639 22.6 ± 3.1 22.6 ± 3.2 22.6 ± 2.6 0.943 22.5 ± 2.8 22.3 ± 2.8 23.5 ± 2.5 0.087

Smoke 80 (35.2) 76 (36.2) 4 (23.5) 0.293 57 (38.0) 47 (39.8) 10 (31.3) 0.375 43 (33.9) 37 (35.2) 6 (27.3) 0.473 35 (29.4) 29 (29.6) 6 (28.6) 0.926

Drink 57 (25.1) 53 (25.2) 4 (23.5) 0.876 42 (28.0) 35 (29.7) 7 (21.9) 0.384 31 (24.4) 26 (24.8) 5 (22.7) 0.840 25 (21.0) 22 (22.4) 3 (14.3) 0.405

Exercise 0.241 0.855 0.242 0.976

No 32 (14.1) 28 (13.3) 4 (23.5) 23 (15.3) 17 (14.4) 6 (18.8) 18 (14.2) 12 (11.4) 6 (27.3) 17 (14.3) 14 (14.3) 3 (14.3)

Occasionally 11 (4.8) 10 (4.8) 1 (5.9) 9 (6.0) 8 (6.8) 1 (3.1) 7 (5.5) 7 (6.7) 0 (0.0) 6 (5.0) 5 (5.1) 1 (4.8)

Every day 184 (81.1) 172 (81.9) 12 (70.6) 118 (78.7) 93 (78.8) 25 (78.1) 102 (80.3) 86 (81.9) 16 (72.7) 96 (80.7) 79 (80.6) 17 (81.0)

Hypertension 116 (51.1) 109 (51.9) 7 (41.2) 0.395 93 (62.0) 71 (60.2) 22 (68.8) 0.375 76 (59.8) 62 (59.0) 14 (63.6) 0.690 84 (70.6) 70 (71.4) 14 (66.7) 0.664

ASA status 0.204 0.448 0.692 0.432

I-II 127 (55.9) 115 (54.8) 12 (70.6) 88 (58.7) 67 (56.8) 21 (65.6) 78 (61.4) 65 (61.9) 13 (59.1) 68 (57.1) 54 (55.1) 14 (66.7)

III 99 (43.6) 94 (44.8) 5 (29.4) 61 (40.7) 51 (43.2) 10 (31.3) 48 (37.8) 40 (38.1) 8 (36.4) 50 (42.0) 44 (44.9) 6 (28.6)

IV 1 (0.4) 1 (0.5) 0 (0.0) 1 (0.7) 0 (0.0) 1 (3.1) 1 (0.8) 0 (0.0) 1 (4.5) 1 (0.8) 0 (0) 1 (4.8)

FS score 0 (0–1) 0 (0–1) 0 (0–1) 0.824 0 (0–1) 0 (0–1) 0 (0–1) 0.306 0 (0–1) 0 (0–1) 0 (0–1) 0.370 0 (0–1) 0 (0–1) 0 (0–1) 0.574

MNA-SF scores 12 (10–13) 13 (11–14) 11 (10–13) 0.007 12 (10–13) 12 (10–13) 12 (10–13) 0.893 12 (10–13) 12 (10–13) 12 (10–13) 0.938 12 (10–13) 12 (10–13) 12 (10–13) 0.169

MMSE scores 29 (27–30) 29 (27–30) 28 (27–29) 0.542 29 (27–30) 29 (27–30) 29 (27–29) 0.181 29 (27–30) 29 (26–30) 29 (28–30) 0.454 29 (27–30) 29 (28–30) 28 (27–29) 0.017

TICS-40 scores 33 (32–34) 33 (32–34) 33 (32–34) 0.214 33 (32–34) 33 (32–34) 33 (32–34) 0.735 33 (32–34) 33 (32–34) 33 (31–34) 0.671 33 (31–34) 33 (31–34) 33 (32–34) 0.297

Operation times, hb 2.8 ± 1.1 2.7 ± 1.1 3.2 ± 1.0 0.117 2.8 ± 1.1 2.8 ± 1.1 2.7 ± 1.2 0.566 2.7 ± 1.0 2.7 ± 1.0 2.8 ± 1.0 0.657 2.7 ± 1.1 2.8 ± 1.1 2.5 ± 1.1 0.313

Anesthetic time, hc 4.0 ± 1.3 4.0 ± 1.3 4.2 ± 1.0 0.617 4.1 ± 1.3 4.1 ± 1.2 4.2 ± 1.6 0.706 4.0 ± 1.2 4.0 ± 1.2 4.2 ± 1.3 0.460 4.0 ± 1.3 4.0 ± 1.2 4.0 ± 1.5 0.787

The normally distributed variables are presented as mean ± SD, non-normally distributed variables are presented as median (IQR), the rank variables and categories variables are presented as frequency (%). The normally distributed data were compared using unpaired 
2-tailed t-test, the non-normally distributed data and rank data were compared with Mann–Whitney U test, and the categories data were compared using the Pearson chi-square test. The bold values indicated that p value <0.05.
aPrimary educational level included an illiterate or primary school diploma; secondary educational level consisted of a junior high school, senior high school, or technical secondary school diploma; high educational level meant having a college, bachelor, master’s 
degree or above.
bOperation time started from skin discission to incision close except closed reduction.
cAnesthetic time started from the injection of anesthetic until the patient woke up.
POD, postoperative delirium; POCD, postoperative cognitive dysfunction; BMI, body mass index; ASA, American Society of Anesthesiologists; FS, frail scale; MNA-SF, mini nutritional assessment-short form; MMSE, Mini-Mental State Examination; TICS-40, 
Telephone Interview for Cognitive Status-40; SD, standard deviation; IQR, interquartile range.
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shown in Figure 2, and multivariate analysis results in model 2 are 
shown in Supplementary Figure S1.

In multivariate logistic regression analysis for PND, patients 
who reported subjective EDS had nearly three times (OR, 2.82; 
95% CI, 1.09–7.29; p = 0.033) as likely to develop POCD at 
discharge compared with patients without subjective EDS. The 
participants who had objective napping also had almost three 
times (OR, 3.09; 95% CI, 1.28–7.47; p = 0.012) as likely to develop 
POCD at discharge compared with those without objective 
napping. In addition, the incidence of POCD at 1 month after 
surgery significantly increased by 294% (OR, 3.94; 95% CI, 1.26–
12.36; p = 0.019) among patients with objective napping than 
those without napping. Objective napping also caused a 677% 
(OR, 7.77; 95%CI, 2.33–25.89; p = 0.001) increase in the risk of 
POCD at 1 year after surgery.

However, patients with moderate-to-high risk of OSA had a 
slightly higher incidence of POD (OR, 1.26; 95% CI, 0.29–5.40; 
p = 0.759), POCD at discharge (OR, 1.74; 95% CI, 0.56–5.45; p = 0.342), 
1 month (OR, 1.29; 95% CI, 0.52–3.19; p = 0.577), and 1 year (OR, 
1.42; 95% CI, 0.36–5.66; p = 0.621) after surgery compared with 
patients with low risk of OSA, which were not statistically 
significant differences.

Moderate-to-high risk of OSA combined 
with subjective EDS or objective napping 
was associated with PND

The results of the univariate analysis are shown in 
Supplementary Table S2. Multivariate analysis results in model 1 are 
shown in Figure 3, and multivariate analysis results in model 2 are 
shown in Supplementary Figure S2.

Patients with moderate-to-high risk of OSA and subjective EDS 
showed an OR of 5.42 (95% CI, 1.11–26.38; p = 0.037) for POCD 
developing at discharge compared with patients only having a 
moderate-to-high risk of OSA. Patients with both moderate-to-high 
risk of OSA and subjective EDS also presented an OR of 8.00 (95% CI, 
1.12–57.28; p = 0.038) for risk of POCD at discharge compared with 
patients without moderate-to-high risk of OSA, subjective EDS, and 
objective napping.

Patients with moderate-to-high risk of OSA and objective napping 
showed an OR of 4.69 (95% CI, 1.33–16.52; p = 0.016) for POCD at 
discharge, an OR of 6.75 (95% CI, 1.40–32.62; p = 0.018) for POCD at 
1-month, and an OR of 6.41 (95% CI, 1.15–35.87; p = 0.035) for POCD 
at 1-year after surgery compared with patients with moderate-to-high 
risk of OSA alone, respectively. Also, patients with both 

TABLE 2 (A) Association between the moderate-to-high risk of OSA, subjective EDS, and objective napping. (B) Association between the moderate-to-
high risk of OSA and objective napping.

A

OSA

POD (N = 227)
POCD at discharge 

(N = 150)
POCD at 1 month 

(N = 127)
POCD at 1 year (N = 119)

No-EDS 
(n = 179)

EDS c 
(n = 48)

P-
value

No-EDS 
(n = 118)

EDS 
(n = 32)

P-
value

No-
EDS 

(n = 99)

EDS 
(n = 28)

P-
value

No-
EDS 

(n = 94)

EDS 
(n = 25)

P-
value

Moderate-

to-high 

risk of 

OSAa

116 (64.8) 47 (97.9) <0.001 84 (71.2) 31 (96.9) 0.002 67 (67.7) 27 (96.4) 0.002 56 (59.6) 25 (100) <0.001

Objective 

nappingb
68 (38.0) 27 (56.3) 0.023 42 (35.6) 19 (59.4) 0.015 33 (33.3) 16 (57.1) 0.022 33 (35.1) 12 (48.0) 0.237

B

OSA

POD (N = 227)
POCD at discharge 

(N = 150)
POCD at 1 month 

(N = 127)
POCD at 1 year (N = 119)

No-
naps 

(n = 132)

Naps 
(n = 95)

P-
value

No-
naps 

(n = 89)

Naps 
(n = 61)

P-
value

No-
naps 

(n = 78)

Naps 
(n = 49)

P-
value

No-
naps 

(n = 74)

Naps 
(n = 45)

P-
value

Moderate-

to-high 

risk of 

OSA

94 (71.2) 69 (72.6) 0.815 67 (75.3) 48 (78.7) 0.628 57 (73.1) 37 (75.5) 0.761 50 (67.6) 31 (68.9) 0.881

The categories variables were presented as frequency (%) and compared using the Pearson chi-square test, or when at least one of the cells contingency tables had an expected n < 5, the Fisher 
exact probability test. The rank data were compared with the Mann–Whitney U test. The bold values indicated that p value <0.05.
OSA, obstructive sleep apnea; EDS, excessive daytime sleepiness; POD, postoperative delirium; POCD, postoperative cognitive dysfunction; ESS, Epworth sleepiness scale.
aModerate-to-high risk of OSA defined as a STOP-BANG score of 3–8.
bObjective napping is considered as sleep time of more than 60 min between 9 a.m. and 7 p.m.
cEDS meant subjective EDS and was defined as an ESS score > 10.
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moderate-to-high risk of OSA and objective napping presented an OR 
of 6.92 (95% CI, 1.09–43.97; p = 0.040) for POCD at discharge, an OR 
of 12.97 (95% CI, 1.50–112.19; p = 0.020) for POCD at 1-month, and 
an OR of 15.20 (95% CI, 1.25–185.13; p = 0.033) for POCD at 1-year 
after surgery compared patients without moderate-to-high risk of 
OSA, subjective EDS, and objective napping, respectively.

Discussion

To our knowledge, this is the first prospective cohort study to 
explore whether the moderate-to-high risk of OSA and moderate-to-
high risk of OSA combined with EDS are associated with 
PND. We found that patients with moderate-to-high risk of OSA had 
a slightly higher incidence of PND than those with low-risk OSA, 
which were not statistically significant differences. However, 
moderate-to-high risk of OSA combined with subjective EDS 
significantly increased the risk of POCD at discharge. Furthermore, 
moderate-to-high risk of OSA combined with objective napping 
increased the risk of POCD at discharge, 1 month, and 1 year 
after surgery.

Our results did not show a significant association between 
moderate-to-high risk of OSA and POD, which were consistent with 
three studies that found no association between high preoperative risk 
of OSA assessed by the STOP-BANG questionnaire and the incidence 
of POD (Wang S. et al., 2018; King et al., 2020). However, there were 

four cohort studies suggested that a higher apnea-hypopnea index will 
increase the risk of POD development (Flink et al., 2012; Roggenbach 
et al., 2014; Nadler et al., 2017; Wu et al., 2022). The inconsistency of 
the results may be  due to the limitation of the STOP-BANG 
questionnaire to distinguish the severity of OSA. Previous studies 
showed that the STOP-BANG had consistently high levels of 
sensitivity and low levels of specificity when compared to 
polysomnography (PSG) regardless of the patient population (Miller 
et al., 2018). Therefore, some patients with a low risk of OSA were 
wrongly diagnosed with a moderate-to-high risk of OSA, which 
caused the difference in POD between OSA and non-OSA groups to 
be  not obvious. Besides, the CAM-S short form used by 
non-psychiatrists to detect POD will have relatively low sensitivity 
(Inouye et al., 2014). POD occurring at other times may be overlooked 
except for the evaluation time. Then, the incidence of POD in the OSA 
group was 8% in our study, which was much lower than the 53% and 
44% reported by previous research (Flink et al., 2012; King et al., 
2020). Our study may lack the power to detect this small difference in 
POD between the two groups to some extent. However, it is also 
necessary to formally implement preoperative assessment of the 
STOP-BANG questionnaire into the standard for POD risk 
stratification regarding patients undergoing surgery who do not 
undergo routine PSG. Because PSG, which with high expense, relative 
inaccessibility, and time consumption, can delay the diagnosis and 
treatment of OSA. Future studies are needed to explore the association 
between OSA and POD and clarify the relevance of preoperative OSA 

FIGURE 2

Adjusted (OR) and 95%CI of the effect of OSA or EDS on PND. Estimates were obtained by logistic regression, after adjusting for the significant terms: 
age, BMI, FS score, MNA-SF score, and MMSE score. “OSA” means patients with moderate-to-high risk of OSA. OR, odds ratio; OSA, obstructive sleep 
apnea; EDS, excessive daytime sleepiness; PND, perioperative neurocognitive disorders; BMI, body mass index; FS, frail scale; MNA-SF, mini nutritional 
assessment-short form; MMSE, Mini-Mental State Examination; POD, postoperative delirium; POCD, postoperative cognitive dysfunction.
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and the accuracy of the STOP-BANG questionnaire when used for 
POD risk stratification.

Our study firstly assessed the effect of moderate-to-high risk of 
OSA on the risk of POCD at discharge, 1 month, and 1 year after 
surgery, and the damaging effect of OSA on POCD during 1-year 
follow-up periods has no statistical significance. However, one clinical 
trial retrospectively analyzed clinical data and found that OSA 
diagnosed by PSG may adversely affect postoperative cognitive 
function before discharge (Wu et  al., 2022). In addition to the 
limitations of the STOP-BANG questionnaire to identify OSA risk, the 
insensitivity of questionnaires we  used to detect mild cognitive 
impairment may cause difficulty in recognizing the slight differences 
between the two groups. Recommendations for the measurement of 
POCD are neuropsychological tests, usually in the form of multiple 
tests administered as a test battery (Evered et  al., 2018). Another 
explanation is that the incidence of POCD depends on the type of 
surgery and surgical populations. Patients undergoing joint 
replacement are more prone to PND than patients with gastrointestinal 
surgery, (Postler et al., 2011; Norkienė et al., 2013; Krenk et al., 2014; 
Aceto et  al., 2015; Goettel et  al., 2017; Kotfis et  al., 2018; Wang 
C. G. et al., 2018; Chaiwat et al., 2019; Guo et al., 2020; Kang et al., 
2020; Wang et al., 2020; Yang et al., 2020; Li et al., 2021) and our study 
may need more sample size to detect differences in PND between the 
two groups. Furthermore, previous mouse models also confirmed that 

chronic intermittent hypoxia could worsen cognitive performance 
during the first 4 days after surgery (Dong et al., 2018; Zhang et al., 
2019; Mei et al., 2020). The advantage of animal models is that they 
permit a consistent, often severe, level of risk exposure and complete 
mitigation. Therefore, the presence of OSA may play an important role 
in POCD in clinical practice, and the relationship between OSA and 
POCD within 1 year after surgery warrants future exploration in a 
prospective cohort study with a large sample size and the gold 
standard for OSA and POCD should be used.

Our study found that moderate-to-high risk of OSA with 
subjective EDS was associated with POCD at discharge, and moderate-
to-high risk of OSA with objective napping was a predictor for POCD 
at discharge, 1 month, and 1 year after surgery. The mechanism of why 
the moderate-to-high risk of OSA with EDS may increase the 
incidence of PND is unclear. Only three animal experiments found 
that POCD in rats exposed to chronic intermittent hypoxia might 
be attributed to neuroinflammation (marked by microglial activation 
and IL-1β levels) (Dong et al., 2018; Zhang et al., 2019; Mei et al., 
2020). Significantly, one study involving 58 OSA patients suggested 
that OSA with objective EDS was the more severe phenotype of the 
disorder associated with low-grade inflammation (Li et al., 2017). 
Another clinical study found that EDS might be a potentially useful 
clinical marker to identify patients with severe OSA at risk of 
metabolic syndrome (Huang et al., 2016). A recent study indicated 

FIGURE 3

Adjusted (OR) and 95%CI of the effect of OSA with EDS on PND. Estimates were obtained by logistic regression, after adjusting for the significant terms: 
age, BMI, FS score, MNA-SF score, and MMSE score. “OSA” means patients with moderate-to-high risk of OSA; “normal” means patients with no OSA, 
no subjective EDS, and no objective napping. OR, odds ratio; OSA, obstructive sleep apnea; EDS, excessive daytime sleepiness; PND, perioperative 
neurocognitive disorders; BMI, body mass index; FS, frail scale; MNA-SF, mini nutritional assessment-short form; MMSE, Mini-Mental State Examination; 
POD, postoperative delirium; POCD, postoperative cognitive dysfunction.
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that subjective EDS in OSA may be related to neuronal injury and 
disruptions in the dopaminergic system (Paik et  al., 2014). 
Neuroimaging studies of brain structure also have resulted in a 
consensus that white matter, gray matter, and hippocampal damage 
are present in patients with OSA and EDS (Lal et  al., 2021). In 
summary, OSA with EDS represents a severe phenotype and is 
identified as an important contributor to poor outcomes. Surgical 
stress can further aggravate inflammation and metabolic disorder and 
accelerate neuronal injury/apoptosis, ultimately causing cognitive 
impairment. Importantly, these findings emphasize the need for 
clinicians to pay particular attention to OSA in combination with EDS 
in elderly patients, which may impact the development of PND and 
clinical decision-making regarding treatment. Furthermore, the 
results of this study do not support the use of OSA alone to make 
individual treatment decisions, but the combined use of the STOP-
BANG questionnaire and subjective EDS/ longer objective napping to 
predict PND.

Another important thing to note is that, in our study, 
moderate-to-high risk of OSA with subjective EDS only predicted 
POCD at discharge. But the moderate-to-high risk of OSA with 
objective naps predicted POCD at discharge, 1 month, and 1 year 
after surgery. The reason might be that subjective EDS only reflect 
perceived sleepiness but is less likely to capture unplanned naps 
among older adults, which could lead to underestimation of 
napping behaviors. One study showed that older adults rarely 
reported EDS and did not always recognize napping or how much 
they napped (McPhillips et al., 2020). Some studies have compared 
the effect of objective daytime naps and subjective EDS on 
cognitive dysfunction (Bolitho et al., 2013; Gotts et al., 2015). The 
findings suggested that daytime actigraphy, a non-invasive and 
inexpensive objective measure of daytime sleep, could predict 
patients with cognitive dysfunction rather than subjective EDS. In 
addition, subjective EDS and objective napping may reflect two 
different central nervous system processes. The ESS captures the 
subjective complaint of daytime sleepiness resulting from 
impaired sustained attention (Yun et al., 2015) whereas longer 
daytime nap is associated with an increased level of inflammation 
or abnormal brain metabolites (Spira et al., 2018). This hypothesis 
is supported by several studies indicating that objective, but not 
subjective, sleepiness is associated with inflammation in patients 
with OSA (Li et al., 2017; Mehra et al., 2017). Therefore, objective 
napping, compared to subjective EDS, is a better predictor of 
daytime impairment and PND risks. There is a need to use 
daytime naps in the routine evaluation of older adults with OSA 
before surgery.

This study has several limitations. Firstly, we evaluated OSA using 
STOP-BANG but not polysomnography, which may underestimate 
the severity of OSA, especially in the presence of high AHI values. The 
association between preoperative OSA, especially severe OSA 
combined with EDS, and PND may be greater than what we observed. 
Secondly, our study used actigraphy to obtain objective daytime naps, 
but MSLT is considered the standard gold method for the objective 
measure of daytime sleepiness. It is unknown if actigraphy has the 
same effect as MSLT for measuring objective EDS. However, given 
that MSLT is a cumbersome and expensive measure of EDS, there is a 
need to validate easy-to-use and inexpensive methods of objective 
EDS to be used in the routine evaluation of OSA patients. This work 
provided efference to actigraphy applications in older adults with OSA 

before surgery. Thirdly, we  did not use a neuropsychological test 
battery, considered the gold standard for PND diagnosis, to assess 
PND. In addition, we did not use the Montreal Cognitive Assessment 
(MoCA), which has a higher sensitivity than MMSE among elderly 
patients, to evaluate cognitive performance at discharge. The limitation 
of measuring tools could significantly underestimate the number of 
patients with PND. The association between OSA, EDS, or OSA with 
EDS and PND may exist undetected. Fourthly, while we controlled for 
learning effects of MMSE and TICS, patients recovered above baseline 
levels at 1 year suggesting either that this control was incomplete, or 
that patients had depressed cognitive levels at baseline likely due to 
pain, pre-admission narcotics, other psychoactive medications, or 
immobility. Fifthly, the incidence of POD in our study is 7%, which is 
lower than the rate of POD reported in previous studies. Our study 
may lack the power to detect this small difference in POD between the 
two groups to some extent. Sixthly, many factors, including 
postoperative pain, anxiety, and discomfort, may mediate the 
association between sleep and long-term cognitive outcomes. While 
we  wanted to avoid over-controlling for variables that might 
be intermediaries between sleep and cognitive decline, such control 
will be important in future work to clarify mechanisms and targets for 
intervention. Finally, our study has some degree of loss to follow-up 
despite our efforts to assess all participants. The rate of loss to 
follow-up at discharge, 1-month and 1-year after surgery were similar 
in both OSA and non-OSA groups, and there was no difference in 
baseline data between patients lost to follow-up and those lost to 
follow-up. Thus, our results are reasonable and believable, assuming 
nondifferential misclassification.

In conclusion, our study suggested that preoperative moderate-
to-high risk of OSA combined with EDS could predict a higher risk 
of POCD at discharge, 1 month, and 1 year after surgery. However, 
moderate-to-high risk of OSA alone could not precit the 
development of PND within 1 year after surgery. Given that our 
study is the first to examine the role of moderate-to-high risk of 
OSA and moderate-to-high risk of OSA with EDS on the 
development of PND, more research is needed to explore the effect 
of OSA and OSA with EDS on PND in independent prospective 
cohorts. Furthermore, our results suggest that measures of 
moderate-to-high risk of OSA and EDS are of clinical utility in the 
identification of high-risk PND in the elderly. Preventions and 
treatments against OSA and EDS should be  investigated and 
implied to maintain cognitive functional capacity in elderly patients 
within 1 year after surgery.

Data availability statement

The datasets presented in this study can be  found in online 
repositories. The names of the repository/repositories and accession 
number(s) can be found in the article/Supplementary material.

Ethics statement

The studies involving human participants were reviewed and 
approved by the ethical approval from the institutional review board 
of West China Hospital. The patients/participants provided their 
written informed consent to participate in this study.

https://doi.org/10.3389/fnins.2023.1161279
https://www.frontiersin.org/journals/neuroscience
https://www.frontiersin.org


Wu et al. 10.3389/fnins.2023.1161279

Frontiers in Neuroscience 11 frontiersin.org

Author contributions

WW and XH initiated the idea for this article and prepared the 
final copy of the manuscript. GW is responsible for taking pictures 
and tables. WW and YW took responsibility for collecting patient 
data. LP and QC took responsibility for reviewing this article. All 
authors contributed to the article and approved the submitted version.

Funding

Funding for this study was provided by grant no. 2021YFS0155 from 
the Fund program Science and Technology Department Program of 
Sichuan Province (Chengdu, China), grant no. 2020HXBH020 from the 
Post-Doctor Research Project of West China Hospital (Chengdu, China), 
grant no. 2018YFC2001802-1 from Ministry of Science and Technology 
Project of the People’s Republic of China, grant no. 20PJ022 from the 
Science and Technology Project of the Health Planning Committee of 
Sichuan (Chengdu, China), and grant no. 2022YFS0267 from the Fund 
program Science and Technology Department Program of Sichuan 
Province (Chengdu, China).

Acknowledgments

The authors thank Xiumei Tang, Yiqiong Yin and nurses in 
gastrointestinal surgical unit of West China Hospital (Chengdu, 

China) for their help with data collection. The authors also thank 
Wenxin Luo (Chengdu, China) for data analysis and 
graphics production.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the 
authors and do not necessarily represent those of their affiliated 
organizations, or those of the publisher, the editors and the 
reviewers. Any product that may be evaluated in this article, or 
claim that may be made by its manufacturer, is not guaranteed or 
endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fnins.2023.1161279/
full#supplementary-material

References
Abawi, M., Nijhoff, F., Agostoni, P., Emmelot-Vonk, M. H., de Vries, R., 

Doevendans, P. A., et al. (2016). Incidence, predictive factors, and effect of delirium after 
Transcatheter aortic valve replacement. JACC Cardiovasc. Interv. 9, 160–168. doi: 
10.1016/j.jcin.2015.09.037

Abelha, F. J., Luís, C., Veiga, D., Parente, D., Fernandes, V., Santos, P., et al. (2013). 
Outcome and quality of life in patients with postoperative delirium during an ICU stay 
following major surgery. Crit. Care 17:R257. doi: 10.1186/cc13084

Aceto, P., Perilli, V., Lai, C., Ciocchetti, P., Vitale, F., and Sollazzi, L. (2015). 
Postoperative cognitive dysfunction after liver transplantation. Gen. Hosp. Psychiatry 37, 
109–115. doi: 10.1016/j.genhosppsych.2014.12.001

Amasene, M., Besga, A., Medrano, M., Urquiza, M., Rodriguez-Larrad, A., Tobalina, I., 
et al. (2021). Nutritional status and physical performance using handgrip and SPPB tests 
in hospitalized older adults. Clin. Nutr. 40, 5547–5555. doi: 10.1016/j.clnu.2021.09.034

Andrade, A. G., Bubu, O. M., Varga, A. W., and Osorio, R. S. (2018). The relationship 
between obstructive sleep apnea and Alzheimer's disease. J. Alzheimers Dis. 64, S255–
S270. doi: 10.3233/JAD-179936

Bixler, E. O., Vgontzas, A. N., Lin, H. M., Ten Have, T., Rein, J., Vela-Bueno, A., et al. 
(2001). Prevalence of sleep-disordered breathing in women: effects of gender. Am. J. 
Respir. Crit. Care Med. 163, 608–613. doi: 10.1164/ajrccm.163.3.9911064

Bixler, E. O., Vgontzas, A. N., Ten Have, T., Tyson, K., and Kales, A. (1998). Effects of 
age on sleep apnea in men: I. prevalence and severity. Am. J. Respir. Crit. Care Med. 157, 
144–148. doi: 10.1164/ajrccm.157.1.9706079

Bolitho, S. J., Naismith, S. L., Salahuddin, P., Terpening, Z., Grunstein, R. R., and 
Lewis, S. J. (2013). Objective measurement of daytime napping, cognitive dysfunction 
and subjective sleepiness in Parkinson's disease. PLoS One 8:e81233. doi: 10.1371/
journal.pone.0081233

Boone, M. D., Sites, B., von Recklinghausen, F. M., Mueller, A., Taenzer, A. H., and 
Shaefi, S. (2020). Economic burden of postoperative neurocognitive disorders among 
US Medicare patients. JAMA Netw. Open 3:e208931. doi: 10.1001/jamanetworkopen. 
2020.8931

Borchers, F., Spies, C. D., Feinkohl, I., Brockhaus, W. R., Kraft, A., Kozma, P., et al. 
(2021). Methodology of measuring postoperative cognitive dysfunction: a systematic 
review. Br. J. Anaesth. 126, 1119–1127. doi: 10.1016/j.bja.2021.01.035

Bubu, O. M., Andrade, A. G., Umasabor-Bubu, O. Q., Hogan, M. M., Turner, A. D., de 
Leon, M. J., et al. (2020). Obstructive sleep apnea, cognition and Alzheimer's disease: a 

systematic review integrating three decades of multidisciplinary research. Sleep Med. 
Rev. 50:101250. doi: 10.1016/j.smrv.2019.101250

Cai, S., Zhang, X., Pan, W., Latour, J. M., Zheng, J., Zhong, J., et al. (2020). Prevalence, 
predictors, and early outcomes of post-operative delirium in patients with type a aortic 
dissection during intensive care unit stay. Front. Med. (Lausanne) 7:572581. doi: 10.3389/
fmed.2020.572581

Chaiwat, O., Chanidnuan, M., Pancharoen, W., Vijitmala, K., Danpornprasert, P., 
Toadithep, P., et al. (2019). Postoperative delirium in critically ill surgical patients: 
incidence, risk factors, and predictive scores. BMC Anesthesiol. 19:39. doi: 10.1186/
s12871-019-0694-x

Chan, M. T. V., Wang, C. Y., Seet, E., Tam, S., Lai, H. Y., Chew, E. F. F., et al. (2019). 
Association of Unrecognized Obstructive Sleep Apnea with Postoperative 
Cardiovascular Events in patients undergoing major noncardiac surgery. JAMA 321, 
1788–1798. doi: 10.1001/jama.2019.4783

Dong, P., Zhao, J., Li, N., Lu, L., Li, L., Zhang, X., et al. (2018). Sevoflurane exaggerates 
cognitive decline in a rat model of chronic intermittent hypoxia by aggravating 
microglia-mediated neuroinflammation via downregulation of PPAR-γ in the 
hippocampus. Behav. Brain Res. 347, 325–331. doi: 10.1016/j.bbr.2018.03.031

Evered, L. A., and Silbert, B. S. (2018). Postoperative cognitive dysfunction and 
noncardiac surgery. Anesth. Analg. 127, 496–505. doi: 10.1213/ane.0000000000003514

Evered, L., Silbert, B., Knopman, D. S., Scott, D. A., DeKosky, S. T., Rasmussen, L. S., 
et al. (2018). Recommendations for the nomenclature of cognitive change associated 
with anaesthesia and surgery-2018. Br. J. Anaesth. 121, 1005–1012. doi: 10.1016/j.
bja.2017.11.087

Finkel, K. J., Searleman, A. C., Tymkew, H., Tanaka, C. Y., Saager, L., Safer-Zadeh, E., et al. 
(2009). Prevalence of undiagnosed obstructive sleep apnea among adult surgical patients in 
an academic medical center. Sleep Med. 10, 753–758. doi: 10.1016/j.sleep.2008.08.007

Flink, B. J., Rivelli, S. K., Cox, E. A., White, W. D., Falcone, G., Vail, T. P., et al. (2012). 
Obstructive sleep apnea and incidence of postoperative delirium after elective knee 
replacement in the nondemented elderly. Anesthesiology 116, 788–796. doi: 10.1097/
ALN.0b013e31824b94fc

Fong, T. G., Fearing, M. A., Jones, R. N., Shi, P., Marcantonio, E. R., Rudolph, J. L., 
et al. (2009). Telephone interview for cognitive status: creating a crosswalk with the 
mini-mental state examination. Alzheimers Dement. 5, 492–497. doi: 10.1016/j.
jalz.2009.02.007

https://doi.org/10.3389/fnins.2023.1161279
https://www.frontiersin.org/journals/neuroscience
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fnins.2023.1161279/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fnins.2023.1161279/full#supplementary-material
https://doi.org/10.1016/j.jcin.2015.09.037
https://doi.org/10.1186/cc13084
https://doi.org/10.1016/j.genhosppsych.2014.12.001
https://doi.org/10.1016/j.clnu.2021.09.034
https://doi.org/10.3233/JAD-179936
https://doi.org/10.1164/ajrccm.163.3.9911064
https://doi.org/10.1164/ajrccm.157.1.9706079
https://doi.org/10.1371/journal.pone.0081233
https://doi.org/10.1371/journal.pone.0081233
https://doi.org/10.1001/jamanetworkopen.2020.8931
https://doi.org/10.1001/jamanetworkopen.2020.8931
https://doi.org/10.1016/j.bja.2021.01.035
https://doi.org/10.1016/j.smrv.2019.101250
https://doi.org/10.3389/fmed.2020.572581
https://doi.org/10.3389/fmed.2020.572581
https://doi.org/10.1186/s12871-019-0694-x
https://doi.org/10.1186/s12871-019-0694-x
https://doi.org/10.1001/jama.2019.4783
https://doi.org/10.1016/j.bbr.2018.03.031
https://doi.org/10.1213/ane.0000000000003514
https://doi.org/10.1016/j.bja.2017.11.087
https://doi.org/10.1016/j.bja.2017.11.087
https://doi.org/10.1016/j.sleep.2008.08.007
https://doi.org/10.1097/ALN.0b013e31824b94fc
https://doi.org/10.1097/ALN.0b013e31824b94fc
https://doi.org/10.1016/j.jalz.2009.02.007
https://doi.org/10.1016/j.jalz.2009.02.007


Wu et al. 10.3389/fnins.2023.1161279

Frontiers in Neuroscience 12 frontiersin.org

Goettel, N., Burkhart, C. S., Rossi, A., Cabella, B. C., Berres, M., Monsch, A. U., et al. 
(2017). Associations between impaired cerebral blood flow autoregulation, cerebral 
oxygenation, and biomarkers of brain injury and postoperative cognitive dysfunction in 
elderly patients after major noncardiac surgery. Anesth. Analg. 124, 934–942. doi: 
10.1213/ane.0000000000001803

Gotts, Z. M., Ellis, J. G., Deary, V., Barclay, N., and Newton, J. L. (2015). The association 
between daytime napping and cognitive functioning in chronic fatigue syndrome. PLoS 
One 10:e0117136. doi: 10.1371/journal.pone.0117136

Guo, L., Lin, F., Dai, H., Du, X., Yu, M., Zhang, J., et al. (2020). Impact of sevoflurane 
versus propofol anesthesia on post-operative cognitive dysfunction in elderly cancer 
patients: a double-blinded randomized controlled trial. Med. Sci. Monit. 26:e919293. doi: 
10.12659/msm.919293

Gupta, R. M., Parvizi, J., Hanssen, A. D., and Gay, P. C. (2001). Postoperative 
complications in patients with obstructive sleep apnea syndrome undergoing hip or knee 
replacement: a case-control study. Mayo Clin. Proc. 76, 897–905. doi: 10.4065/76.9.897

Hollinger, A., Rüst, C. A., Riegger, H., Gysi, B., Tran, F., Brügger, J., et al. (2021). 
Ketamine vs. haloperidol for prevention of cognitive dysfunction and postoperative 
delirium: a phase IV multicentre randomised placebo-controlled double-blind clinical 
trial. J. Clin. Anesth. 68:110099. doi: 10.1016/j.jclinane.2020.110099

Hsieh, C. F., Riha, R. L., Morrison, I., and Hsu, C. Y. (2016). Self-reported napping 
behavior change after continuous positive airway pressure treatment in older adults with 
obstructive sleep apnea. J. Am. Geriatr. Soc. 64, 1634–1639. doi: 10.1111/jgs.14249

Huang, J. F., Chen, L. D., Lin, Q. C., Chen, G. P., Yu, Y. H., Huang, J. C., et al. (2016). 
The relationship between excessive daytime sleepiness and metabolic syndrome in severe 
obstructive sleep apnea syndrome. Clin. Respir. J. 10, 714–721. doi: 10.1111/crj.12276

Hudetz, J. A., Patterson, K. M., Amole, O., Riley, A. V., and Pagel, P. S. (2011). 
Postoperative cognitive dysfunction after noncardiac surgery: effects of metabolic 
syndrome. J. Anesth. 25, 337–344. doi: 10.1007/s00540-011-1137-0

Inouye, S. K., Kosar, C. M., Tommet, D., Schmitt, E. M., Puelle, M. R., Saczynski, J. S., 
et al. (2014). The CAM-S: development and validation of a new scoring system for 
delirium severity in 2 cohorts. Ann. Intern. Med. 160, 526–533. doi: 10.7326/m13-1927

Kang, T., Park, S. Y., Lee, J. H., Lee, S. H., Park, J. H., Kim, S. K., et al. (2020). Incidence 
& Risk Factors of postoperative delirium after spinal surgery in older patients. Sci. Rep. 
10:9232. doi: 10.1038/s41598-020-66276-3

Katzman, R., Zhang, M. Y., Ouang Ya, Q., Wang, Z. Y., Liu, W. T., Yu, E., et al. (1988). A 
Chinese version of the mini-mental state examination; impact of illiteracy in a Shanghai 
dementia survey. J. Clin. Epidemiol. 41, 971–978. doi: 10.1016/0895-4356(88)90034-0

King, C. R., Fritz, B. A., Escallier, K., Ju, Y. S., Lin, N., McKinnon, S., et al. (2020). 
Association between preoperative obstructive sleep apnea and preoperative positive 
airway pressure with postoperative intensive care unit delirium. JAMA Netw. Open 
3:e203125. doi: 10.1001/jamanetworkopen.2020.3125

Kotfis, K., Szylińska, A., Listewnik, M., Strzelbicka, M., Brykczyński, M., Rotter, I., 
et al. (2018). Early delirium after cardiac surgery: an analysis of incidence and risk 
factors in elderly (≥65 years) and very elderly (≥80 years) patients. Clin. Interv. Aging 
13, 1061–1070. doi: 10.2147/cia.s166909

Krenk, L., Kehlet, H., Bæk Hansen, T., Solgaard, S., Soballe, K., and Rasmussen, L. S. 
(2014). Cognitive dysfunction after fast-track hip and knee replacement. Anesth. Analg. 
118, 1034–1040. doi: 10.1213/ane.0000000000000194

Lal, C., Weaver, T. E., Bae, C. J., and Strohl, K. P. (2021). Excessive daytime sleepiness 
in obstructive sleep apnea. mechanisms and clinical management. Ann. Am. Thorac. Soc. 
18, 757–768. doi: 10.1513/AnnalsATS.202006-696FR

Lam, E. W. K., Chung, F., and Wong, J. (2017). Sleep-disordered breathing, 
postoperative delirium, and cognitive impairment. Anesth. Analg. 124, 1626–1635. doi: 
10.1213/ANE.0000000000001914

Lee, Y. C., Lee, S. C., and Chiu, E. C. (2022). Practice effect and test-retest reliability 
of the mini-mental state examination-2 in people with dementia. BMC Geriatr. 22:67. 
doi: 10.1186/s12877-021-02732-7

Léger, D., and Stepnowsky, C. (2020). The economic and societal burden of excessive 
daytime sleepiness in patients with obstructive sleep apnea. Sleep Med. Rev. 51:101275. 
doi: 10.1016/j.smrv.2020.101275

Leng, Y., Goldman, S. M., Cawthon, P. M., Stone, K. L., Ancoli-Israel, S., and Yaffe, K. 
(2018). Excessive daytime sleepiness, objective napping and 11-year risk of Parkinson's 
disease in older men. Int. J. Epidemiol. 47, 1679–1686. doi: 10.1093/ije/dyy098

Li, Y., Chen, D., Wang, H., Wang, Z., Song, F., Li, H., et al. (2021). Intravenous versus 
volatile anesthetic effects on postoperative cognition in elderly patients undergoing 
laparoscopic abdominal surgery. Anesthesiology 134, 381–394. doi: 10.1097/
aln.0000000000003680

Li, H., Jia, J., and Yang, Z. (2016). Mini-mental state examination in elderly Chinese: a 
population-based normative study. J. Alzheimers Dis. 53, 487–496. doi: 10.3233/jad-160119

Li, Y., Vgontzas, A. N., Fernandez-Mendoza, J., Kritikou, I., Basta, M., Pejovic, S., et al. 
(2017). Objective, but not subjective, sleepiness is associated with inflammation in sleep 
apnea. Sleep 40:zsw033. doi: 10.1093/sleep/zsw033

Lin, X., Chen, Y., Zhang, P., Chen, G., Zhou, Y., and Yu, X. (2020). The potential 
mechanism of postoperative cognitive dysfunction in older people. Exp. Gerontol. 
130:110791. doi: 10.1016/j.exger.2019.110791

Lingehall, H. C., Smulter, N. S., Lindahl, E., Lindkvist, M., Engström, K. G., 
Gustafson, Y. G., et al. (2017). Preoperative cognitive performance and postoperative 

delirium are independently associated with future dementia in older people who have 
undergone cardiac surgery: a longitudinal cohort study. Crit. Care Med. 45, 1295–1303. 
doi: 10.1097/ccm.0000000000002483

Liu, X., Ma, Y., Ouyang, R., Zeng, Z., Zhan, Z., Lu, H., et al. (2020). The relationship 
between inflammation and neurocognitive dysfunction in obstructive sleep apnea 
syndrome. J. Neuroinflammation 17:229. doi: 10.1186/s12974-020-01905-2

Liu, Y. H., Wang, Y. R., Wang, Q. H., Chen, Y., Chen, X., Li, Y., et al. (2021). Post-
infection cognitive impairments in a cohort of elderly patients with COVID-19. Mol. 
Neurodegener. 16:48. doi: 10.1186/s13024-021-00469-w

Malhotra, A., and White, D. P. (2002). Obstructive sleep apnoea. Lancet 360, 237–245. 
doi: 10.1016/s0140-6736(02)09464-3

McPhillips, M. V., Li, J., Hodgson, N. A., Cacchione, P. Z., Dickson, V. V., 
Gooneratne, N. S., et al. (2020). Daytime sleepiness and napping in nursing-home 
eligible community dwelling older adults: a mixed methods study. Gerontol. Geriatr. 
Med. 6:2333721420970730. doi: 10.1177/2333721420970730

Mehra, R., Wang, L., Andrews, N., Tang, W. H. W., Young, J. B., Javaheri, S., et al. 
(2017). Dissociation of objective and subjective daytime sleepiness and biomarkers of 
systemic inflammation in sleep-disordered breathing and systolic heart failure. J. Clin. 
Sleep Med. 13, 1411–1422. doi: 10.5664/jcsm.6836

Mei, X., Chen, Y., Zheng, H., Shi, Z., Marcantonio, E. R., Xie, Z., et al. (2019). The 
reliability and validity of the Chinese version of confusion assessment method based 
scoring system for delirium severity (CAM-S). J. Alzheimers Dis. 69, 709–716. doi: 
10.3233/jad-181288

Mei, X., Tan, G., and Qing, W. (2020). AMPK activation increases postoperative 
cognitive impairment in intermittent hypoxia rats via direct activating PAK2. Behav. 
Brain Res. 379:112344. doi: 10.1016/j.bbr.2019.112344

Memtsoudis, S., Liu, S. S., Ma, Y., Chiu, Y. L., Walz, J. M., Gaber-Baylis, L. K., 
et al. (2011). Perioperative pulmonary outcomes in patients with sleep apnea after 
noncardiac surgery. Anesth. Analg. 112, 113–121. doi: 10.1213/
ANE.0b013e3182009abf

Miller, J. N., Kupzyk, K. A., Zimmerman, L., Pozehl, B., Schulz, P., Romberger, D., et al. 
(2018). Comparisons of measures used to screen for obstructive sleep apnea in patients 
referred to a sleep clinic. Sleep Med. 51, 15–21. doi: 10.1016/j.sleep.2018.06.007

Munjir, N., Othman, Z., Zakaria, R., Shafin, N., Hussain, N. A., Desa, A. M., et al. 
(2015). Equivalence and practice effect of alternate forms for Malay version of 
auditory verbal learning test (MAVLT). EXCLI J. 14, 801–808. doi: 10.17179/
excli2015-280

Nadler, J. W., Evans, J. L., Fang, E., Preud'Homme, X. A., Daughtry, R. L., 
Chapman, J. B., et al. (2017). A randomised trial of peri-operative positive airway 
pressure for postoperative delirium in patients at risk for obstructive sleep apnoea after 
regional anaesthesia with sedation or general anaesthesia for joint arthroplasty. 
Anaesthesia 72, 729–736. doi: 10.1111/anae.13833

Norkienė, I., Ringaitienė, D., Kuzminskaitė, V., and Šipylaitė, J. (2013). Incidence and 
risk factors of early delirium after cardiac surgery. Biomed. Res. Int. 2013:323491, 1–5. 
doi: 10.1155/2013/323491

Oldham, M. A., Pigeon, W. R., Chapman, B., Yurcheshen, M., Knight, P. A., and 
Lee, H. B. (2021). Baseline sleep as a predictor of delirium after surgical aortic valve 
replacement: a feasibility study. Gen. Hosp. Psychiatry 71, 43–46. doi: 10.1016/j.
genhosppsych.2021.04.005

Paik, M. J., Kim, D. K., Nguyen, D. T., Lee, G., Rhee, C. S., Yoon, I. Y., et al. (2014). 
Correlation of daytime sleepiness with urine metabolites in patients with obstructive 
sleep apnea. Sleep Breath. 18, 517–523. doi: 10.1007/s11325-013-0913-5

Pak, V., Onen, S., Gooneratne, N., Falissard, B., and Onen, F. (2017). Observation and 
interview-based diurnal sleepiness inventory for measurement of sleepiness in older 
adults. Nat. Sci. Sleep 9, 241–247. doi: 10.2147/nss.s134112

Peppard, P. E., Young, T., Barnet, J. H., Palta, M., Hagen, E. W., and Hla, K. M. (2013). 
Increased prevalence of sleep-disordered breathing in adults. Am. J. Epidemiol. 177, 
1006–1014. doi: 10.1093/aje/kws342

Postler, A., Neidel, J., Günther, K. P., and Kirschner, S. (2011). Incidence of early 
postoperative cognitive dysfunction and other adverse events in elderly patients 
undergoing elective total hip replacement (THR). Arch. Gerontol. Geriatr. 53, 328–333. 
doi: 10.1016/j.archger.2010.12.010

Racine, A. M., Fong, T. G., Gou, Y., Travison, T. G., Tommet, D., Erickson, K., et al. 
(2018). Clinical outcomes in older surgical patients with mild cognitive impairment. 
Alzheimers Dement. 14, 590–600. doi: 10.1016/j.jalz.2017.10.010

Ren, R., Li, Y., Zhang, J., Zhou, J., Sun, Y., Tan, L., et al. (2016). Obstructive sleep apnea 
with objective daytime sleepiness is associated with hypertension. Hypertension 68, 
1264–1270. doi: 10.1161/hypertensionaha.115.06941

Roche, F. (2016). Obstructive sleep apnea, daytime hypersomnolence and cognitive 
decline: a scary waterfall? Sleep Med. 23, 97–98. doi: 10.1016/j.sleep.2016.03.020

Roggenbach, J., Klamann, M., von Haken, R., Bruckner, T., Karck, M., and Hofer, S. 
(2014). Sleep-disordered breathing is a risk factor for delirium after cardiac surgery: a 
prospective cohort study. Crit. Care 18:477. doi: 10.1186/s13054-014-0477-1

Ruggiero, C., Bonamassa, L., Pelini, L., Prioletta, I., Cianferotti, L., Metozzi, A., et al. 
(2017). Early post-surgical cognitive dysfunction is a risk factor for mortality among hip 
fracture hospitalized older persons. Osteoporos. Int. 28, 667–675. doi: 10.1007/
s00198-016-3784-3

https://doi.org/10.3389/fnins.2023.1161279
https://www.frontiersin.org/journals/neuroscience
https://www.frontiersin.org
https://doi.org/10.1213/ane.0000000000001803
https://doi.org/10.1371/journal.pone.0117136
https://doi.org/10.12659/msm.919293
https://doi.org/10.4065/76.9.897
https://doi.org/10.1016/j.jclinane.2020.110099
https://doi.org/10.1111/jgs.14249
https://doi.org/10.1111/crj.12276
https://doi.org/10.1007/s00540-011-1137-0
https://doi.org/10.7326/m13-1927
https://doi.org/10.1038/s41598-020-66276-3
https://doi.org/10.1016/0895-4356(88)90034-0
https://doi.org/10.1001/jamanetworkopen.2020.3125
https://doi.org/10.2147/cia.s166909
https://doi.org/10.1213/ane.0000000000000194
https://doi.org/10.1513/AnnalsATS.202006-696FR
https://doi.org/10.1213/ANE.0000000000001914
https://doi.org/10.1186/s12877-021-02732-7
https://doi.org/10.1016/j.smrv.2020.101275
https://doi.org/10.1093/ije/dyy098
https://doi.org/10.1097/aln.0000000000003680
https://doi.org/10.1097/aln.0000000000003680
https://doi.org/10.3233/jad-160119
https://doi.org/10.1093/sleep/zsw033
https://doi.org/10.1016/j.exger.2019.110791
https://doi.org/10.1097/ccm.0000000000002483
https://doi.org/10.1186/s12974-020-01905-2
https://doi.org/10.1186/s13024-021-00469-w
https://doi.org/10.1016/s0140-6736(02)09464-3
https://doi.org/10.1177/2333721420970730
https://doi.org/10.5664/jcsm.6836
https://doi.org/10.3233/jad-181288
https://doi.org/10.1016/j.bbr.2019.112344
https://doi.org/10.1213/ANE.0b013e3182009abf
https://doi.org/10.1213/ANE.0b013e3182009abf
https://doi.org/10.1016/j.sleep.2018.06.007
https://doi.org/10.17179/excli2015-280
https://doi.org/10.17179/excli2015-280
https://doi.org/10.1111/anae.13833
https://doi.org/10.1155/2013/323491
https://doi.org/10.1016/j.genhosppsych.2021.04.005
https://doi.org/10.1016/j.genhosppsych.2021.04.005
https://doi.org/10.1007/s11325-013-0913-5
https://doi.org/10.2147/nss.s134112
https://doi.org/10.1093/aje/kws342
https://doi.org/10.1016/j.archger.2010.12.010
https://doi.org/10.1016/j.jalz.2017.10.010
https://doi.org/10.1161/hypertensionaha.115.06941
https://doi.org/10.1016/j.sleep.2016.03.020
https://doi.org/10.1186/s13054-014-0477-1
https://doi.org/10.1007/s00198-016-3784-3
https://doi.org/10.1007/s00198-016-3784-3


Wu et al. 10.3389/fnins.2023.1161279

Frontiers in Neuroscience 13 frontiersin.org

Saczynski, J. S., Kosar, C. M., Xu, G., Puelle, M. R., Schmitt, E., Jones, R. N., et al. 
(2014). A tale of two methods: chart and interview methods for identifying delirium. J. 
Am. Geriatr. Soc. 62, 518–524. doi: 10.1111/jgs.12684

Sauter, C., Asenbaum, S., Popovic, R., Bauer, H., Lamm, C., Klösch, G., et al. (2000). 
Excessive daytime sleepiness in patients suffering from different levels of obstructive 
sleep apnoea syndrome. J. Sleep Res. 9, 293–301. doi: 10.1046/j.1365-2869.2000.00211.x

Schmitt, E. M., Saczynski, J. S., Kosar, C. M., Jones, R. N., Alsop, D. C., Fong, T. G., 
et al. (2015). The successful aging after elective surgery (SAGES) study: cohort 
description and data quality procedures. J. Am. Geriatr. Soc. 63, 2463–2471. doi: 10.1111/
jgs.13793

Shi, Z., Mei, X., Li, C., Chen, Y., Zheng, H., Wu, Y., et al. (2019). Postoperative delirium 
is associated with long-term decline in activities of daily living. Anesthesiology 131, 
492–500. doi: 10.1097/aln.0000000000002849

Spira, A. P., An, Y., Wu, M. N., Owusu, J. T., Simonsick, E. M., Bilgel, M., et al. (2018). 
Excessive daytime sleepiness and napping in cognitively normal adults: associations with 
subsequent amyloid deposition measured by PiB PET. Sleep 41:zsy152. doi: 10.1093/
sleep/zsy152

Steiropoulos, P., Galbiati, A., and Ferini-Strambi, L. (2019). Detection of mild 
cognitive impairment in middle-aged and older adults with obstructive sleep apnoea: 
does excessive daytime sleepiness play a role? Eur. Respir. J. 53:1801917. doi: 
10.1183/13993003.01917-2018

Stepnowsky, C., Sarmiento, K. F., Bujanover, S., Villa, K. F., Li, V. W., and Flores, N. M. 
(2019). Comorbidities, health-related quality of life, and work productivity among 
people with obstructive sleep apnea with excessive sleepiness: findings from the 2016 
US National Health and wellness survey. J. Clin. Sleep Med. 15, 235–243. doi: 10.5664/
jcsm.7624

Strutz, P. K., Kronzer, V., Tzeng, W., Arrington, B., McKinnon, S. L., Ben Abdallah, A., 
et al. (2019). The relationship between obstructive sleep apnoea and postoperative 
delirium and pain: an observational study of a surgical cohort. Anaesthesia 74, 
1542–1550. doi: 10.1111/anae.14855

Subramaniyan, S., and Terrando, N. (2019). Neuroinflammation and perioperative 
neurocognitive disorders. Anesth. Analg. 128, 781–788. doi: 10.1213/ane.0000000 
000004053

Suraarunsumrit, P., Pathonsmith, C., Srinonprasert, V., Sangarunakul, N., 
Jiraphorncharas, C., and Siriussawakul, A. (2022). Postoperative cognitive dysfunction 
in older surgical patients associated with increased healthcare utilization: a prospective 
study from an upper-middle-income country. BMC Geriatr. 22:213. doi: 10.1186/
s12877-022-02873-3

Tafelmeier, M., Knapp, M., Lebek, S., Floerchinger, B., Camboni, D., Creutzenberg, M., 
et al. (2019). Predictors of delirium after cardiac surgery in patients with sleep disordered 
breathing. Eur. Respir. J. 54:1900354. doi: 10.1183/13993003.00354-2019

Van Onselen, C., Paul, S. M., Lee, K., Dunn, L., Aouizerat, B. E., West, C., et al. (2013). 
Trajectories of sleep disturbance and daytime sleepiness in women before and after 
surgery for breast cancer. J. Pain Symptom Manag. 45, 244–260. doi: 10.1016/j.
jpainsymman.2012.02.020

van Zuylen, M. L., van Wilpe, R., Ten Hoope, W., Willems, H. C., Geurtsen, G. J., 
Hulst, A. H., et al. (2023). Comparison of postoperative neurocognitive function in older 
adult patients with and without diabetes mellitus. Gerontology 69, 189–200. doi: 
10.1159/000524886

Vandenbroucke, J. P., von Elm, E., Altman, D. G., Gøtzsche, P. C., Mulrow, C. D., 
Pocock, S. J., et al. (2007). Strengthening the reporting of observational studies in 
epidemiology (STROBE): explanation and elaboration. PLoS Med. 4:e297. doi: 10.1371/
journal.pmed.0040297

Wagner, S., Quente, J., Staedtler, S., Koch, K., Richter-Schmidinger, T., Kornhuber, J., 
et al. (2018). A high risk of sleep apnea is associated with less postoperative cognitive 
dysfunction after intravenous anesthesia: results of an observational pilot study. BMC 
Anesthesiol. 18:139. doi: 10.1186/s12871-018-0602-9

Wagner, S., Sutter, L., Wagenblast, F., Walther, A., and Schiff, J.-H. (2021). Short term 
cognitive function after sevoflurane anesthesia in patients suspect to obstructive sleep 
apnea syndrome: an observational study. BMC Anesthesiol. 21:150. doi: 10.1186/
s12871-021-01363-0

Wang, J. H., Huang, J., Guo, F. Q., Wang, F., Yang, S., Yu, N. W., et al. (2021). 
Circulating neurofilament light predicts cognitive decline in patients with post-stroke 
subjective cognitive impairment. Front. Aging Neurosci. 13:665981. doi: 10.3389/
fnagi.2021.665981

Wang, C. M., Huang, H. W., Wang, Y. M., He, X., Sun, X. M., Zhou, Y. M., et al. (2020). 
Incidence and risk factors of postoperative delirium in patients admitted to the ICU after 
elective intracranial surgery: a prospective cohort study. Eur. J. Anaesthesiol. 37, 14–24. 
doi: 10.1097/eja.0000000000001074

Wang, C. G., Qin, Y. F., Wan, X., Song, L. C., Li, Z. J., and Li, H. (2018). Incidence and 
risk factors of postoperative delirium in the elderly patients with hip fracture. J. Orthop. 
Surg. Res. 13:186. doi: 10.1186/s13018-018-0897-8

Wang, S., Sigua, N. L., Manchanda, S., Gradney, S., Khan, S. H., Perkins, A., et al. 
(2018). Preoperative STOP-BANG scores and postoperative delirium and coma in 
thoracic surgery patients. Ann. Thorac. Surg. 106, 966–972. doi: 10.1016/j.
athoracsur.2018.05.089

Wu, W. Q., Zheng, W. B., Wang, H. B., Han, J. H., Huang, Y., and Wang, C. Y. (2022). 
Influence of obstructive sleep apnea on postoperative cognitive dysfunction in elderly 
patients undergoing joint replacement. Am. J. Transl. Res. 14, 4050–4057.

Yang, Z., Wang, X. F., Yang, L. F., Fang, C., Gu, X. K., and Guo, H. W. (2020). 
Prevalence and risk factors for postoperative delirium in patients with colorectal 
carcinoma: a systematic review and meta-analysis. Int. J. Color. Dis. 35, 547–557. doi: 
10.1007/s00384-020-03505-1

Yao, Y., Sui, W. W., Liao, A. J., Wang, W., Chen, L. J., Chu, X. X., et al. (2022). 
Comprehensive geriatric assessment in newly diagnosed older myeloma patients: a 
multicentre, prospective, non-interventional study. Age Ageing 51:afab211. doi: 10.1093/
ageing/afab211

Young, T., Palta, M., Dempsey, J., Peppard, P. E., Nieto, F. J., and Hla, K. M. (2009). 
Burden of sleep apnea: rationale, design, and major findings of the Wisconsin sleep 
cohort study. WMJ 108, 246–249.

Yuan, L., Zhang, X., Guo, N., Li, Z., Lv, D., Wang, H., et al. (2021). Prevalence of cognitive 
impairment in Chinese older inpatients and its relationship with 1-year adverse health 
outcomes: a multi-center cohort study. BMC Geriatr. 21:595. doi: 10.1186/s12877-021-02556-5

Yun, C. H., Kim, H., Lee, S. K., Suh, S., Lee, S. H., Park, S. H., et al. (2015). Daytime 
sleepiness associated with poor sustained attention in middle and late adulthood. Sleep 
Med. 16, 143–151. doi: 10.1016/j.sleep.2014.07.028

Zaremba, S., Mojica, J. E., and Eikermann, M. (2016). Perioperative sleep apnea: a real 
problem or did we  invent a new disease? F1000Res 5:F1000. doi: 10.12688/
f1000research.7218.1

Zhang, X., Li, N., Lu, L., Lin, Q., Li, L., Dong, P., et al. (2019). Pioglitazone prevents 
sevoflurane-induced neuroinflammation and cognitive decline in a rat model of chronic 
intermittent hypoxia by upregulating hippocampal PPAR-γ. Mol. Med. Rep. 19, 
3815–3822. doi: 10.3892/mmr.2019.10052

Zhou, J., Camacho, M., Tang, X., and Kushida, C. A. (2016). A review of neurocognitive 
function and obstructive sleep apnea with or without daytime sleepiness. Sleep Med. 23, 
99–108. doi: 10.1016/j.sleep.2016.02.008

https://doi.org/10.3389/fnins.2023.1161279
https://www.frontiersin.org/journals/neuroscience
https://www.frontiersin.org
https://doi.org/10.1111/jgs.12684
https://doi.org/10.1046/j.1365-2869.2000.00211.x
https://doi.org/10.1111/jgs.13793
https://doi.org/10.1111/jgs.13793
https://doi.org/10.1097/aln.0000000000002849
https://doi.org/10.1093/sleep/zsy152
https://doi.org/10.1093/sleep/zsy152
https://doi.org/10.1183/13993003.01917-2018
https://doi.org/10.5664/jcsm.7624
https://doi.org/10.5664/jcsm.7624
https://doi.org/10.1111/anae.14855
https://doi.org/10.1213/ane.0000000000004053
https://doi.org/10.1213/ane.0000000000004053
https://doi.org/10.1186/s12877-022-02873-3
https://doi.org/10.1186/s12877-022-02873-3
https://doi.org/10.1183/13993003.00354-2019
https://doi.org/10.1016/j.jpainsymman.2012.02.020
https://doi.org/10.1016/j.jpainsymman.2012.02.020
https://doi.org/10.1159/000524886
https://doi.org/10.1371/journal.pmed.0040297
https://doi.org/10.1371/journal.pmed.0040297
https://doi.org/10.1186/s12871-018-0602-9
https://doi.org/10.1186/s12871-021-01363-0
https://doi.org/10.1186/s12871-021-01363-0
https://doi.org/10.3389/fnagi.2021.665981
https://doi.org/10.3389/fnagi.2021.665981
https://doi.org/10.1097/eja.0000000000001074
https://doi.org/10.1186/s13018-018-0897-8
https://doi.org/10.1016/j.athoracsur.2018.05.089
https://doi.org/10.1016/j.athoracsur.2018.05.089
https://doi.org/10.1007/s00384-020-03505-1
https://doi.org/10.1093/ageing/afab211
https://doi.org/10.1093/ageing/afab211
https://doi.org/10.1186/s12877-021-02556-5
https://doi.org/10.1016/j.sleep.2014.07.028
https://doi.org/10.12688/f1000research.7218.1
https://doi.org/10.12688/f1000research.7218.1
https://doi.org/10.3892/mmr.2019.10052
https://doi.org/10.1016/j.sleep.2016.02.008

	Moderate-to-high risk of obstructive sleep apnea with excessive daytime sleepiness is associated with postoperative neurocognitive disorders: a prospective one-year follow-up cohort study
	Introduction
	Materials and methods
	Study design
	Participants
	Assessments
	Exposure
	Cognitive function
	Confounding factors
	Outcomes
	Statistical analysis

	Results
	Characteristics of the study population based on PND categories
	Association between the moderate-to-high risk of OSA, subjective EDS, and objective napping
	Effect of the moderate-to-high risk of OSA, subjective EDS, or objective napping on PND
	Moderate-to-high risk of OSA combined with subjective EDS or objective napping was associated with PND

	Discussion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Publisher’s note

	References

