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Abstract
Hypertension, blood pressure variation, and resistant hypertension have close relations to sleep apnea, which lead to target organ
damage, including the kidney. The complex relationships between sleep apnea and blood pressure cause their interactions with
chronic kidney disease ambiguous. The aim of the study was to elucidate the separate and joint effects of sleep apnea, hypertension,
and resistant hypertension on chronic kidney disease. A cross-sectional study was done to see the associations of sleep apnea,
hypertension, and resistant hypertension with chronic kidney disease in 998 subjects underwent overnight polysomnography without
device-therapy or surgery for their sleep-disordered breathing. Multivariate logistic regression was used to analyze the severity of SA,
hypertension stage, resistant hypertension, and their joint effects on CKD. The multivariable relative odds (95% CI) of chronic kidney
disease for the aged (age ≥65 years), severe sleep apnea, stage III hypertension, and resistant hypertension were 3.96 (2.57–6.09)
(P<0.001), 2.28 (1.13–4.58) (P<0.05), 3.55 (1.70–7.42) (P<0.001), and 9.42 (4.22–21.02) (P<0.001), respectively. In subgroups
analysis, the multivariable relative odds ratio of chronic kidney disease was highest in patients with both resistant hypertension and
severe sleep apnea [13.42 (4.74–38.03)] (P<0.001). Severe sleep apnea, stage III hypertension, and resistant hypertension are
independent risk factors for chronic kidney disease. Patients with both severe sleep apnea and resistant hypertension have the
highest risks.

Abbreviation: AHI = apnea–hypopnea index, CKD = chronic kidney disease, RH = resistant hypertension, SA = sleep apnea.

Keywords: apnea–hypopnea index, chronic kidney disease, hypertension stage, resistant hypertension, sleep apnea
1. Introduction Sleep apnea (SA) is defined as the presence of >5 complete or
Chronic kidney disease (CKD) is a serious global health
problem,[1] and patients suffering from CKD are associated
with high cardiovascular morbidity andmortality.[2] Recognizing
and controlling the risk factors for CKD may improve outcomes.
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partial breathing disruptions, each lasting for at least 10seconds
per hour during sleep. SA is a common disease and reportedly
affects ∼20% of the general population.[3] Previous studies have
reported a high prevalence of SA among patients with CKD, and
SA has been reported to potentially be a risk factor for CKD.[4,5]

However, most of previous studies were conducted mainly in
subjects with the estimated glomerular filtration rate (eGFR)
between 60 and 90mL/min/1.73m2,[2,6–9] and the effect of SA on
CKD (eGFR<60/mL/min/1.73m2) is unknown. In addition, SA
has been reported to be associated with hypertension and
resistant hypertension,[10,11] which are well-known risk factors
for deteriorating renal function.[12,13] SA has also been aroused to
be associated with blood pressure variation[14], which is closely
associated with organ damage.[15] Therefore, the interactions of
SA, hypertension, and RH on CKD need to be clarified. The aim
of the study was to clarify the interactions of SA, hypertension,
and RH on CKD.
2. Methods
2.1. Patients

From January 2007 to December 2009, all patients, who
underwent single night polysomnography (Sandman Elite
System, Tyco Inc., Ottawa, Canada) at China Medical
University Hospital, and did not undergo surgery or device-
based therapy for sleep-disordered breathing, were enrolled in
this study.

mailto:d19863@mail.cmuh.org.tw.
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2.2. Study design 2.3. Statistical analysis

3. Results

Table 1

Demographic data of the 998 patients who underwent an overnight polysomography study grouped according to the severity of
hypertension.

Hypertension stage
Variables RH (N=40) Stage 1∼3 (N=471) HTN (�) (N=487) P value

Age (y)
∗

57.7 (12.8) 57.1 (13.0) 44.7 (16.6) <0.001
BMI (kg/m2)

∗
29.6 (4.7) 27.9 (4.6) 25.3 (4.8) <0.001

AHI
∗

32.0 (27.1) 28.6 (25.9) 17.8 (20.2) <0.001
Gender 0.004
Female n (%) 8 (20.0%) 118 (25.1%) 159 (32.6%)
Male n (%) 32 (80.0%) 353 (74.9%) 328 (67.4%)

Hypertension <0.001
No n (%) 0 (0.0%) 0 (0.0%) 487 (100.0%)
Yes n (%) 40 (100.0%) 471 (100.0%) 0 (0.0%)

Diabetes mellitus <0.001
No n (%) 22 (55.0%) 356 (75.6%) 464 (95.3%)
Yes n (%) 18 (45.0%) 115 (24.4%) 23 (4.7%)

Hypercholesterolemia <0.001
No n (%) 30 (75.0%) 324 (68.8%) 425 (87.5%)
Yes n (%) 10 (25.0%) 147 (31.2%) 61 (12.5%)

Smoking 0.110
No n (%) 30 (75.0%) 365 (77.5%) 396 (81.3%)
Yes n (%) 10 (25.0%) 106 (22.5%) 91 (18.7%)

CKD <0.001
No n (%) 21 (52.5%) 397 (84.3) 451 (92.6%)
Yes n (%) 19 (47.5%) 74 (15.7) 36 (7.4%)

∗
Mean (SD).AHI, apnea–hypopnea index; BMI, body mass index; CKD, chronic kidney disease; HTN, hypertension; RH, resistant hypertension.

Analysis of variance was used for continuous variables to calculate P values.
The trend test was used for categorical variables to calculate P values.
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We performed this cross-sectional study to investigate the
individual and synergistic effects of SA, hypertension stage, and
RH on CKD. Clinical data and diagnoses were obtained from the
patients’ medical history, image study, medical records, and
standardized questionnaires. The data collected in from night
polysomnography and medical records were reviewed by
physicians, and the eGFR was calculated using the CKD–EPI
formula.[16] The patients with CKD were defined as those with an
eGFR <60mL/min/1.73m2 for 3 months or longer.[17] Patients
who were ≥ 65 years were considered as “Aged.” Hypertension
was defined as a blood pressure >140/90mm Hg. Resistant
hypertension (RH) was defined as a failure to adequately control
blood pressure control (<140/90mm Hg) after treatment with 3
kinds of antihypertensive drugs, of which one was a diuretic.[18]

The stage of hypertension was defined according to JNC7 and the
Taiwan hypertension guidelines. Stage 1 hypertension was defined
as systolic bloodpressure/diastolic bloodpressure 140–159/90–99
mmHg, stage 2 as≥160/≥100mmHg, and stage 3 as≥180/≥110
mmHg.[19] Diabetes mellitus (DM) was defined as HbA1c>6.5%
or fasting glucose ≥126mg/dL or a random plasma glucose level
≥200mg/dL. Hypercholesterolemia was defined as a serum
cholesterol level ≥ 200mg/dL. The body mass index (BMI) was
calculated as the body weight, measured at the night of the
polysomnography study, divided by the square of the height (kg/
m2). A diagnosis of SAwas according to the AmericanAcademy of
SleepMedicine 2007manual.[20] The severity of SAwas estimated
using the apnea–hypopnea index (AHI), with a score ≥30 been
defined as severe SA, 5 to30asmild tomoderate SA, and<5was as
no SA. A written informed consent was obtained from all the
patients before commencement of polysomnography study. This
study was approved by the Institutional Review Board of our
hospital (reference number: DMR101-IRB2-129).
Descriptive statistics were presented as frequencies and percen-
tages, or means ± standard deviations. For the comparisons of
means and proportions, ANOVA (analysis of variance) tests were
performed for continuous variables and trend tests were used for
categorical variables. We performed multivariate logistic regres-
sion analysis, and the odds ratios (ORs) with 95% confidence
intervals (CIs) were estimated after adjusting for covariates. In
multivariate regression analysis, the variables were chosen based
on variables that were important in the literature and clinical
practice. All tests were considered statistically significant when
P<0.05. SAS software version 9.3 (SAS Institute, Cary, NC) was
used for all data analyses.
In total, 998 patients were enrolled into this study. The mean age
of these participants was 51.1±16.1 years and the average BMI
was 26.7±4.9kg/m2. When the patients were classified into 3
groups according to the severity of hypertension, the mean age,
BMI, and AHI score increased from the HTN (�) group (the
patients without hypertension), to the group with hypertension
stage 1 to 3, to the RH group. The prevalence rates of CKD and
DM were significantly different among these 3 groups with the
lowest rates in the HTN (–) group and highest in the RH group.
There were also significant differences in gender between these 3
groups. The proportion of male was higher than the proportion
of female in all the 3 groups (Table 1).
We then grouped the patients according to the severity of SA as

follows: AHI ≥30 (n=285), 5 � AHI <30 (n=499), and group
with AHI<5 (n=214). The mean age and BMI were significantly
different among these 3 groups. The patients with an AHI ≥30
were older and had a higher BMI than those in the other groups.



There were also significant differences in gender with more males independent risk factors for CKD. In addition, the patient groups

Table 2

Demographic data of the 998 patients who underwent an overnight polysomngraphy grouped according to the severity of sleep apnea.

Sleep apnea severity
Variables AHI≥30 (N=285) 5 � AHI <30 (N=499) AHI<5 (N=214) P value

Age (y)
∗

55.11 (13.40) 51.97 (16.27) 43.58 (16.46) <0.001
BMI (kg/m2)

∗
28.84 (5.02) 26.41 (4.70) 24.54 (4.13) <0.001

Gender <0.001
Female n (%) 41 (14.4%) 151 (30.3%) 93 (43.5%)
Male n (%) 244 (85.6%) 348 (69.7%) 121 (56.5%)

HTN <0.001
No n (%) 97 (34.1%) 248 (49.7%) 142 (66.4%)
Yes n (%) 188 (65.9%) 251 (50.3%) 72 (33.6%)

DM <0.001
No n (%) 217 (76.1%) 433 (69.8%) 192 (89.7%)
Yes n (%) 68 (23.9%) 66 (13.2%) 22 (10.3%)

Hypercholesterolemia 0.032
No n (%) 215 (75.7%) 384 (76.9%) 180 (84.1%)
Yes n (%) 69 (24.3%) 115 (23.1%) 34 (15.9%)

Smoking 0.005
No n (%) 215 (75.4%) 392 (78.6%) 184 (86.0%)
Yes n (%) 70 (24.6%) 107 (21.4%) 30 (14.0%)

CKD <0.001
No n (%) 235 (82.5%) 434 (87.0%) 200 (93.5%)
Yes n (%) 50 (17.5%) 65 (13.0%) 14 (6.5%)

∗
Mean (SD).AHI, apnea–hypopnea index; BMI, body mass index; CKD, chronic kidney disease; DM, diabetes mellitus; HTN, hypertension.

Analysis of variance was used for continuous variables to calculate P values.
The trend test was used for categorical variables to calculate P values.

Table 3

The crude and adjusted odds ratios of different variables on
chronic kidney disease.

CKD (eGFR �60)
Variables Crude OR (95%CI) Adjusteda OR (95%CI)

Age (y)
<65 1.00 1.00
≥65 4.93 (3.34–7.28)

∗∗∗
3.96 (2.57–6.09)

∗∗∗

Gender
Female 1.00 1.00
Male 0.74 (0.50–1.10) 0.64 (0.41–0.99)

∗

BMI (kg/m2) 1.02 (0.98–1.05) 0.98 (0.94–1.02)
DM
No 1.00 1.00
Yes 2.09 (1.34–3.23)

∗∗
1.04 (0.63–1.73)

HTN stage
0 1.00 1.00
1–2 2.05 (1.32–3.19)

∗∗
1.44 (0.88–2.34)

3 4.44 (2.32–8.49)
∗∗∗

3.55 (1.70–7.42)
∗∗∗

≥4 11.34 (5.59–22.99)
∗∗∗

9.42 (4.22–21.02)
∗∗∗

AHI
<5 1.00 1.00
5–30 2.14 (1.17–3.90)

∗
1.68 (0.88–3.21)

≥30 3.04 (1.63–5.66)
∗∗∗

2.28 (1.13–4.58)
∗

a Adjusted for all other variables presented in the table.
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in the AHI ≥30 group (85.6%), followed by the 5 � AHI <30
group (69.7%), and AHI< 5 group (56.5%). In addition, there
were significant differences in hypertension, DM, and CKD
between the 3 groups with higher prevalence rates in the groups.
The percentages of these comorbidities were associated with
groups with a higher AHI. There was no significant difference in
hypercholesterolemia among the groups. There was a significant
difference in smoking among the 3 groups, with the group with
an AHI ≥30 having the highest percentage (24.6%) (Table 2).
The effects of age, gender, BMI, DM, hypertension stage, RH,

and severe SA on CKD were then analyzed by multivariate
logistic regression. Male gender, the aged (≥65 years old), severe
SA, stage 3 hypertension, and RH significantly increased the OR
of CKD, whereas BMI and DM did not (Table 3).
To examine the joint effects of hypertension stage, RH, and

severe SA on CKD, we divided the patients into 8 subgroups
according to hypertension stage and the presence of severe SA
(Table 4). In multivariate analysis, the patients with RH and
severe SA (RH&AHI≥30) had the highest OR (95%CI) of CKD
(13.42 [4.74–38.03]). The patients with RH without severe SA
(RH & AHI <30) also had an increased OR of CKD (6.08
[2.17–16.99]). The subgroup with hypertension stage 3 with
severe SA (hypertension stage 3 and AHI ≥30) had a higher OR
(4.01 [1.51–10.06]) than the OR (3.09 [1.25–7.62]) of subgroup
with hypertension stage 3 but without severe SA (hypertension
stage 3 and AHI<30). There was only a trend of CKD in the
subgroups with stage 1 and 2 hypertension. The OR of the
patients with severe SA without hypertension (hypertension stage
0 and AHI ≥30) was 0.91 (95% CI=0.39–2.10) (Table 4).
4. Discussion BMI, body mass index; CI, confidence interval; CKD, chronic kidney disease; DM, diabetes mellitus;
HTN, hypertension; OR, odds ratio; SA, sleep apnea.
∗
P<0.05

∗∗
P<0.01

∗∗∗
P<0.001.

3

To the best of our knowledge, this study is the first to report the
individual and synergistic effects of SA, hypertension, and RH on
CKD. Severe SA, stage 3 hypertension, RH, and the aged were the
of stage 3 hypertension and RH with severe SA had a higher risk
of CKD than those without it.
Age has been reported to be an independent risk factor for

CKD.[21] Our results also showed patients with age ≥ 65
manifested a highest OR for CKD (Table 3). Despite the

http://www.medicine.com


significant effect of age on CKD, the individual and joint effects of

5. Limitations

6. Conclusion

Table 4

The synergistic effects of hypertension and sleep apnea on chronic
kidney disease.

CKD
Hypertension stage
and AHI severity

Crude OR (95%CI) Adjusteda OR (95%CI)

HS=0 & AHI<30 1.00 1.00
HS=0 & AHI≥30 1.16 (0.51–2.64) 0.91 (0.39–2.10)
HS=1 and 2 & AHI<30 1.82 (1.07–3.10)

∗
1.20 (0.68–2.11)

HS=1 and 2 & AHI≥30 2.72 (1.52–4.88)
∗∗∗

1.79 (0.96–3.34)
HS=3 & AHI<30 4.48 (1.91–10.47)

∗∗∗
3.09 (1.25–7.62)

∗

HS=3 & AHI≥30 4.70 (1.92–11.52)
∗∗∗

4.01 (1.51–10.6)
∗∗

RH & AHI<30 9.70 (3.77–24.97)
∗∗∗

6.08 (2.17–16.99)
∗∗∗

RH & AHI≥30 14.36 (5.40–38.24)
∗∗∗

13.42 (4.74–38.03)
∗∗∗

a Multivariate adjustment for aged (age ≥ 65) and diabetes mellitus.
AHI, apnea–hypopnea index; CI, confidence interval; CKD, chronic kidney disease; HS, hypertension
stage; HTN, hypertension; OR, odds ratio; RH, resistant hypertension.
HS, 0 represents without hypertension.
∗
P<0.05

∗∗
P<0.01

∗∗∗
P<0.001.
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severe SA, stage 3 hypertension, and RH on CKD were still
found.
A previous study reported that SA may cause CKD via

proteinuria and blood pressure.[22] Faulx et al[9] reported that
proteinuria increased along with an increased AHI. In patients
without hypertension and DM, those with severe SA have been
reported to have a greater degree of proteinuria than those
without SA. In another way, SA leads to blood pressure variation
as AHI increased. Severe SA has also been reported to increase the
frequency of blood pressure surge, resulting in more renal
injury.[23] These findings may explain why severe SA is as an
independent risk factor for CKD.
Hypertension is a traditional risk factor for CKD,[24] and the

stage of hypertension has been positively correlated with the
severity of endothelial dysfunction, arterial stiffness, and organ
damage.[25–27] However, RH, of which the prevalence is more
than appreciated, predisposes patients to an even greater risk of
organ damage.[18] Consistent with those findings, we found that
the patients with stage 3 hypertension and RH had a higher risk
of CKD than those without hypertension. As SA was an
independent risk factor for hypertension and RH,[10,11] we did
the research and documented the synergistic effects of severe SA,
stage 3 hypertension, and RH on CKD.
We used hypertension stage and RH to analyze the effect of

hypertension on CKD because blood pressure variation is
common in patients with SA. The design or our study was
different from previous SA studies in which only 1 or 2 blood
pressure measurements were taken to assess the effect of
hypertension on CKD.[8,28] The same value of blood pressure
in patients using 1 to 3 kinds of full-dose anti-hypertensive drugs
does not mean the same risk of CKD and we think that our
analysis more accurately reflects the effects of hypertension on
organ damage.
Although DM is a known risk factor for CKD,[29] we did not

find an increased OR of DM (Table 3). Recent studies have
shown that SA is not rare in patients with DM.[30,31] However,
previous studies of about DM on CKD have not taken the
effects of SA, blood pressure variation, and RH into
consideration.[32–34] Further studies in DM-associated CKD
should consider these factors.
4

Complete data on proteinuria were lacking in this study. We did
not use the data of UPCR (spot urine protein/creatinine ratio), as
this is not reliable in the older patients with low muscle mass[35]

and it was impractical to collect 24-hour urine, the standard
method to estimate proteinuria, during a polysomnography
study. Further cohort studies are needed to verify our finding.
The present study explored the effects of SA, hypertension, and
RH on CKD. The patients with stage 3 hypertension and RH had
a higher risk of CKD, especially when also had severe SA. It is
necessary to do polysomnography in patients with disordered
sleep, and severe SA may need to be treated because of its high
CKD risk.

References

[1] Coresh J, Selvin E, Stevens LA, et al. Prevalence of chronic kidney disease
in the United States. JAMA 2007;298:2038–47.

[2] Sarnak MJ, Levey AS, Schoolwerth AC, et al. Kidney disease as a risk
factor for development of cardiovascular disease: a statement from the
American Heart Association Councils on Kidney in Cardiovascular
Disease, High Blood Pressure Research, Clinical Cardiology, and
Epidemiology and Prevention. Circulation 2003;108:2154–69.

[3] Nieto FJ, Young TB, Lind BK, et al. Association of sleep-disordered
breathing, sleep apnea, and hypertension in a large community-based
study. Sleep Heart Health Study. JAMA 2000;283:1829–36.

[4] Iseki K, Tohyama K, Matsumoto T, et al. High prevalence of chronic
kidney disease among patients with sleep related breathing disorder
(SRBD). Hypertens Res 2008;31:249–55.

[5] Sakaguchi Y, Shoji T, Kawabata H, et al. High prevalence of obstructive
sleep apnea and its association with renal function among nondialysis
chronic kidney disease patients in Japan: a cross-sectional study. Clin J
Am Soc Nephrol 2011;6:995–1000.

[6] Ahmed SB, Ronksley PE, Hemmelgarn BR, et al. Nocturnal hypoxia and
loss of kidney function. PLoS One 2012;6:e19029.

[7] Faulx MD, Storfer-Isser A, Kirchner HL, et al. Obstructive sleep apnea is
associated with increased urinary albumin excretion. Sleep 2007;30:923.

[8] Casserly LF, Chow N, Ali S, et al. Proteinuria in obstructive sleep apnea.
Kidney Int 2001;60:1484–9.

[9] Chou YT, Lee PH, Yang CT, et al. Obstructive sleep apnea: a stand-alone
risk factor for chronic kidney disease. Nephrol Dial Transplant
2011;26:2244–50.

[10] Davies CW, Crosby JH, Mullins RL, et al. Case-control study of 24 hour
ambulatory blood pressure in patients with obstructive sleep apnoea and
normal matched control subjects. Thorax 2000;55:736–40.

[11] Goncalves SC, Martinez D, Gus M, et al. Obstructive sleep apnea and
resistant hypertension: a case-control study. Chest 2007;132:1858–62.

[12] Rao MV, Qiu Y, Wang C, et al. Hypertension and CKD: Kidney Early
Evaluation Program (KEEP) and National Health and Nutrition
Examination Survey (NHANES), 1999–2004. Am J Kidney Dis
2008;51 (4 suppl 2):S30–7.

[13] DeNicola L, Gabbai FB, Agarwal R, et al. Prevalence and prognostic role
of resistant hypertension in chronic kidney disease patients. J Am Coll
Cardiol 2013;61:2461–7.

[14] Nabe B, Lies A, Pankow W, et al. Determinants of circadian blood
pressure rhythm and blood pressure variability in obstructive sleep
apnoea. J Sleep Res 1995;4 (S1):97–101.

[15] Rothwell PM,Howard SC, Dolan E, et al. Prognostic significance of visit-
to-visit variability, maximum systolic blood pressure, and episodic
hypertension. Lancet 2010;375:895–05.

[16] Inal BB, Oguz O, Emre T, et al. Evaluation of MDRD, Cockcroft-Gault,
and CKD-EPI formulas in the estimated glomerular filtration rate. Clin
Lab 2014;60:1685–94.

[17] Levey AS, Eckardt KU, Tsukamoto Y, et al. Definition and classification
of chronic kidney disease: a position statement from Kidney Disease:
Improving Global Outcomes (KDIGO). Kidney Int 2005;67:2089–100.

[18] Calhoun DA, Jones D, Textor S, et al. Resistant hypertension: diagnosis,
evaluation, and treatment: a scientific statement from the American
Heart Association Professional Education Committee of the Council for
High Blood Pressure Research. Circulation 2008;117:e510–26.



[19] Chiang CE, Wang TD, Li YH, et al. 2010 guidelines of the Taiwan [27] Chobanian AV, Bakris GL, Black HR, et al. The seventh report of the

Chang et al. Medicine (2016) 95:23 www.medicine.com
Society of Cardiology for the management of hypertension. J Formos
Med Assoc 2010;109:740–3.

[20] Iber C, Ancoli-Israel S, Chesson Jt. AL, et al. for the American Academy
of Sleep MedicineThe AASM Manual for the Scoring of Sleep and
Associated Events. Rules, Terminology, and Techinical Specifications.
1st ed. 2007; Westchester, IL:American Academy of Sleep Medicine,
1–59.

[21] Stevens LA, Viswanathan G, Weiner DE. Chronic kidney disease and
end-stage renal disease in the elderly population: current prevalence,
future projections, and clinical significance. Adv Chronic Kidney Dis
2010;17:293–01.

[22] Mirrakhimov AE. Obstructive sleep apnea and kidney disease: is there
any direct link? Sleep Breath 2012;16:1009–6.

[23] Yokota K, Fukuda M, Matsui Y, et al. Impact of visit-to-visit variability
of blood pressure on deterioration of renal function in patients with non-
diabetic chronic kidney disease. Hypertens Res 2013;36:151–7.

[24] Garofalo C, Borrelli S, Pacilio M, et al. Hypertension and prehyper-
tension and prediction of development of decreased estimated GFR in the
general population: a meta-analysis of cohort studies. Am J Kidney Dis
2016;67:89–7.

[25] Preston RA, Jy W, Jimenez JJ, et al. Effects of severe hypertension
on endothelial and platelet microparticles. Hypertension 2003;41:
211–7.

[26] Safar ME, Levy BI, Struijker-Boudier H. Current perspectives on arterial
stiffness and pulse pressure in hypertension and cardiovascular diseases.
Circulation 2003;107:2864–9.
5

Joint National Committee on prevention, detection, evaluation, and
treatment of high blood pressure: the JNC 7 report. JAMA 2003;289:
2560–72.

[28] Kanbay A, Buyukoglan H, Ozdogan N, et al. Obstructive sleep apnea
syndrome is related to the progression of chronic kidney disease. Int Urol
Nephrol 2012;44:535–9.

[29] Bailey RA, Wang Y, Zhu V, et al. Chronic kidney disease in US adults
with type 2 diabetes: an updated national estimate of prevalence based on
Kidney Disease: Improving Global Outcomes (KDIGO) staging. BMC
Res Notes 2014;7:415.

[30] Schober AK, Neurath MF, Harsch IA. Prevalence of sleep apnoea in
diabetic patients. Clin Respir J 2011;5:165–72.

[31] Cass AR, Alonso WJ, Islam J, et al. Risk of obstructive sleep apnea in
patients with type 2 diabetes mellitus. Fam Med 2013;45:492–500.

[32] Lewis EJ, Hunsicker LG, Bain RP, et al. The effect of angiotensin-
converting-enzyme inhibition on diabetic nephropathy. The Collabora-
tive Study Group. N Engl J Med 1993;329:1456–2.

[33] Brenner BM, Cooper ME, de Zeeuw D, et al. Effects of losartan on renal
and cardiovascular outcomes in patients with type 2 diabetes and
nephropathy. N Engl J Med 2001;345:861–9.

[34] Bakris GL,WeirMR. Achieving goal blood pressure in patients with type
2 diabetes: conventional versus fixed-dose combination approaches. J
Clin Hypertens (Greenwich) 2003;5:202–9.

[35] Ginsberg JM, Chang BS, Matarese RA, et al. Use of single voided urine
samples to estimate quantitative proteinuria. N Engl J Med 1983;309:
1543–6.

http://www.medicine.com

	The relationships of sleep apnea, hypertension, and resistant hypertension on chronic kidney disease
	1 Introduction
	2 Methods
	2.1 Patients
	2.2 Study design
	2.3 Statistical analysis

	3 Results
	4 Discussion
	5 Limitations
	6 Conclusion
	References


