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Rationale: Chronic obstructive pulmonary disease (COPD) and obstructive sleep apnea
(OSA) have been identified as independent risk factors for cardiovascular diseases.
However, the impact of COPD and OSA overlap syndrome (OS) on cardiovascular
outcomes remains to be elucidated.
Objective: To determine the prevalence of cardiovascular events and their risk factors
in OS patients.
Methods: Seventy-four patients who had OS between January 2015 and July 2020
were retrospectively enrolled, and 222 COPD-only patients and 222 OSA-only patients
were pair-matched for age and sex from the same period and served as the OS-free
control group. The prevalence rates of coronary heart disease (CHD), arrhythmia, heart
failure, and pulmonary arterial hypertension (PAH) were compared among the three
groups, and multivariable logistic regression models were used to screen the risk factors
for specific cardiovascular events.
Results: OS patients had higher prevalence rates of heart failure (10.8 vs. 0.5 and
1.4%, respectively) and PAH (31.1 vs. 4.5 and 17.1%, respectively) than those with
OSA alone or COPD alone (all P < 0.01). The CHD prevalence was also significantly
higher in the OS group than in the COPD-alone group (25.7 vs. 11.7%, P < 0.01).
There was no significant difference in the prevalence of arrhythmia among the three
groups (20.3, 22.5, and 13.1%, respectively, P > 0.05). In OS patients, risk factors for
CHD included hypertension, diabetes, body mass index, lactate dehydrogenase level,
and tidal volume; risk factors for heart failure included diabetes, partial pressure of
oxygen, partial pressure of carbon dioxide, maximum ventilatory volume, and neutrophilic
granulocyte percentage; and risk factors for PAH included minimum nocturnal oxygen
saturation, partial pressure of carbon dioxide, and brain natriuretic peptide and lactate
dehydrogenase levels.
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Conclusions: OS patients have a higher prevalence of cardiovascular events, which is
associated with hypoxemia, hypercapnia, and impaired lung function in these patients.
Keywords: chronic obstructive pulmonary disease, risk stratification, cardiac rhythm abnormalities, obstructive
sleep apnea, overlap syndrome, cardiovascular events

INTRODUCTION

University approved this study (no. XJTU1AF2020LSK-187),
and informed consent was obtained. All methods were carried
out in accordance with the relevant guidelines and regulations
according to the principles expressed in the Declaration
of Helsinki.

Chronic obstructive pulmonary disease (COPD) and obstructive
sleep apnea (OSA) are among the most prevalent chronic
diseases and represent a major reason for health-care utilization,
imposing a heavy health burden worldwide (1–3). The prevalence
of COPD in American adults is estimated to be 13.9% (4, 5)
compared with 13.7% in Chinese adults aged 40 years or older
(6), and the incidence of OSA in adults is close to 9–26% (7).
Existing epidemiological data suggest that overlap syndrome
(OS), which refers to the coincidence of both COPD and OSA
(8), is not a common disease in the general population (incidence
ranges from 1 to 3.6%), but patients who already have COPD
or OSA exhibit a significant increase in the incidence of overlap
syndrome (2.9–65.9%) (9).
COPD is characterized by incomplete reversible airflow
obstruction that increases the risk of cardiovascular disease
through increased sympathetic nervous activity and persistent
low-grade systemic inflammation (10, 11). Obstruction of the
upper airway during sleep causes OSA, which leads to periodic
apnea and hypopnea, resulting in nocturnal hypoxemia. Patients
with OSA usually complain of severe snoring, problems with
being awakened by wheezing or suffocation, and daytime
sleepiness (12, 13). OSA has also been recognized as a risk
factor for cardiovascular diseases. Possible pathophysiological
mechanisms include transient and repeated oxygen desaturation,
which could induce oxidative stress, systemic inflammation,
endothelial dysfunction, and autonomic dysfunction (14).
Under the synergistic effect of COPD and OSA, patients
with OS have lower nocturnal oxygen saturation, more
profound oxidative stress, more serious systemic inflammation,
more severe vascular endothelial dysfunction, and accelerated
atherosclerosis (15–17), all of which are believed to be strong risk
factors for cardiovascular disease. It is well known that COPD
and OSA are independent risk factors for cardiovascular events.
However, real-world evidence concerning the prevalence and
related risk factors for cardiovascular diseases in patients with
COPD and OSA overlap syndrome has rarely been reported.
Therefore, this study aimed to evaluate the prevalence of
specific cardiovascular events and their risk factors in patients
with COPD and OSA overlap syndrome to help improve the
management of these patients.

Subjects
The medical records of all patients who were diagnosed with
COPD or OSA were retrospectively analyzed. The diagnoses were
based on clinical expert consensus documents. COPD should
have been considered in any patient with dyspnea, chronic cough
or sputum production, a history of exposure to risk factors
for the disease, and a post-bronchodilator forced expiratory
volume in 1 s (FEV1)/forced vital capacity (FVC) < 0.70 as
measured by spirometry. OSA was defined as symptoms such as
excessive daytime sleepiness, recurrent awakenings from sleep,
daytime fatigue, and impaired concentration, as well as overnight
monitoring demonstrating five or more obstructed breathing
events per hour during sleep (apnea/hypopnea index > 5). OS
was defined as the simultaneous occurrence of COPD and OSA
in the same patient (8, 18, 19). The exclusion criteria were as
follows: (1) age > 80 or <18 years old; (2) lack of clinical data;
(3) life expectancy less than 1 year; (4) severe COPD patients
with noninvasive or invasive respiratory ventilators; (5) severe
renal insufficiency (glomerular filtration rate < 30 ml/min);
(6) previous upper airway surgery for OSA; (7) a history of
arrhythmias with a definitive cause (unrelated to the disease
under study); and (8) unwillingness to participate in the study.
The enrolled cohort was then divided into three groups: (1) OS
group, (2) OSA-alone group, and (3) COPD-alone group. The
two control groups were pair-matched with the OS group with
respect to age and sex at a ratio of 1:3 (Figure 1).

Data Collection
All data, including medical history, personal history, and
laboratory examination, were obtained from the electronic
medical record system of the hospital and recorded using a
standardized protocol. Pulmonary function tests were performed
according to the guidelines of the American Thoracic Society
(20), and full-night polysomnography was performed in
accordance with those of the American Academy of Sleep
Medicine (21). All clinical diagnoses were made by professional
staff according to standardized criteria.

METHODS

Outcomes Measures

Study Design

The primary endpoint in this study was to explore the
prevalence rates of four specific types of cardiovascular diseases—
coronary heart disease (CHD), heart failure, arrhythmia, and
pulmonary arterial hypertension (PAH)—and whether there was
any difference in prevalence between patients with OS and those

This is a cross-sectional study, and anonymized clinical data were
collected from the Biobank of the First Affiliated Hospital of Xi’an
Jiaotong University from January 2015 to July 2020. The Ethics
Committee of the First Affiliated Hospital of Xi’an Jiaotong
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RESULTS
Characteristics of Study Participants
Of the 6,295 patients initially recruited to the study, 4,412 had
COPD as the main diagnosis, and 2047 had OSA. Through a
detailed screening, 74 consecutive patients identified to have
overlap syndrome were enrolled in the OS group; 222 patients
paired-matched for age and sex were enrolled in the OSA-alone
group, and the same method was used to form the COPD-alone
group (Figure 1).
In this study, the prevalence rate of COPD in OSA patients
was 8.01% (164/2047), and the prevalence rate of OSA in
COPD patients was 3.72% (164/4412). The clinical characteristics
of the study subjects with OS, OSA alone, and COPD alone
are described in Table 1. The study cohort was predominantly
composed of men (70%), with a mean age of 60.95 ± 9.35 years.
The smoking index (P < 0.05), body mass index (BMI) (P <
0.01), and partial pressure of carbon dioxide (PCO2 ) (P < 0.01)
were higher, and the partial pressure of oxygen (PO2 ) (P < 0.01)
and oxygen saturation (SaO2 ) (P < 0.01) were lower in subjects
with overlap syndrome than in those from the other two groups.
The patients with OS had higher serum levels of brain natriuretic
peptide (BNP), lactate dehydrogenase (LDH), and neutrophil
granulocytes than the patients with OSA alone (all P < 0.05).
However, the serum troponin levels and the number of patients
who smoked or drank alcohol were similar between the three
groups (Table 1).
Regarding medications, the number of patients using
nifedipine and spironolactone in the OS group was significantly
higher than that in the other two groups (P < 0.01), and
the number of patients using angiotensin-converting enzyme
inhibitors/angiotensin receptor blockers and beta-blockers in the
OS group was significantly higher than that in the COPD-alone
group (P < 0.01). The use of medications such as amiodarone,
warfarin, or rivaroxaban was not significantly different among
the three groups (Table 1).
For comorbidities, the Charlson comorbidity index was
significantly higher in the OS group than in the COPDalone group or OSA-alone group (P < 0.05). Six common
comorbidities in these cohorts were evaluated: the prevalence
of hypertension and pulmonary thromboembolism (PTE) in the
OS group was significantly higher than that in the other two
groups (P < 0.01); the prevalence of stroke in the OS group
was higher than that in the COPD-alone group (P < 0.05); and
the prevalence of venous embolism of the extremities in the OS
group was higher than that in the OSA-alone group (P < 0.05).
However, no significant difference was observed in the prevalence
of diabetes among the three groups (Table 2).

FIGURE 1 | Study protocol. OS, overlap syndrome; OSA, obstructive sleep
apnea; COPD, chronic obstructive pulmonary disease; AHI, apnea-hypopnea
index; FEV1/FVC, forced expiratory volume in 1 s/forced vital capacity.

with OSA alone or COPD alone. The secondary endpoint was to
screen the risk factors for these diseases.

Statistical Analysis
The Kolmogorov–Smirnov test was used to test the normality
of each data distribution. Categorical variables are reported
as counts and percentages, whereas continuous variables are
reported as the mean (X) and standard deviation. When
comparing groups, the Kruskal–Wallis test was used if the data
were not normally distributed, and analysis of variance with
a post-hoc test was used if the data were normally distributed
for continuous variables. The chi-squared test was used for
categorical variables. When the ratio of variables to missing
values was less than 5, the median of quantitative variables or the
most common attribute values of qualitative data were used as
simple assignments. Univariable logistic regression models were
used to characterize OS compared with COPD alone or OSA
alone, and multivariable logistic regression was used to explore
the risk factors for cardiovascular diseases. Statistical analyses
were conducted with SPSS v18.0.0. P < 0.05 were considered
statistically significant.
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Polysomnography
In the overlap syndrome population, most patients were
categorized as having mild/moderate OSA (mild = 39.13%,
moderate = 34.78%), whereas, in the OSA-alone group, nearly
half of the patients (42.68%) had severe OSA (Table 2). In
the sleep testing study, the apnea/hypopnea index was much
higher (30.67 ± 18.73 vs. 23.04 ± 19.51, P < 0.05), and
the mean oxygen saturation (mean SpO2 ; 89.09 ± 4.43 vs.

3

July 2021 | Volume 8 | Article 694806

Tang et al.

Cardiovascular Events and Their Risk Factors

TABLE 1 | Characteristics of patients with OS, OSA, and COPD.
OS

OSA alone

COPD alone

n = 74

n = 222

n = 222

Age (year)

60.95 ± 9.35

60.72 ± 9.34

60.76 ± 9.30

Male, n (%)

52 (70)

156 (70)

156 (70)

BMI (kg/m2 )

26.89 ± 3.39

23.29 ± 3.45

22.53 ± 3.76

< 0.001

17 (22.97)

30 (13.5)

35 (15.77)

0.155

958.82 ± 128.35

665 ± 444.43

712.57 ± 380.57

0.049

1 (1.4)

8 (3.6)

2 (9.0)

0.351

PO2 (mmHg)

59.69 ± 15.06

76.20 ± 17.54

74.66 ± 19.96

PCO2 (mmHg)

56.55 ± 14.64

43.94 ± 11.62

47.36 ± 12.65

SpO2 (%)

86.38 ± 11.74

92.12 ± 9.54

Tobacco use, n (%)
Smoking index
Alcohol use, n (%)

P-value

P-value

P-value

OS and OSA

OS and COPD

<0.001

<0.001

0.03

0.041

<0.001

<0.001

<0.001

<0.001

<0.001

0.493

92.87 ± 5.87

<0.001

<0.001

<0.001
0.476

0.984

Laboratory data

D2 polymers (mg/L)

1.24 ± 1.50

0.74 ± 1.48

1.50 ± 3.58

<0.001

0.187

CRP (mg/dl)

15.16 ± 32.79

8.82 ± 37.37

30.79 ± 36.66

<0.001

0.339

0.008

Neutrophil granulocyte (%)

70.40 ± 10.84

63.71 ± 72.14

72.14 ± 12.18

<0.001

<0.001

0.199

TC (mmol/L)

3.94 ± 1.41

3.99 ± 1.14

3.90 ± 0.94

0.65

TG (mmol/L)

1.55 ± 1.64

1.89 ± 1.33

1.19 ± 0.72

0.006

0.184

0.262

LDL (mmol/L)

2.34 ± 1.07

2.37 ± 0.83

2.04 ± 0.61

0.085

BNP

1,198.65 ± 2,523.06

434.25 ± 1,316.00

1,147.23 ± 2,930.81

0.017

0.032

0.884

cTnT

0.03 ± 0.03

0.06 ± 0.47

0.10 ± 0.54

0.628

cTnI

25.43 ± 46.69

11.40 ± 34.51

20.71 ± 38.50

0.298

CK (U/L)

82.85 ± 108.58

119.53 ± 273.77

86.31 ± 194.15

0.183

CKMB (U/L)
LDH (U/L)

13.89 ± 5.90

15.41 ± 23.69

14.78 ± 9.70

0.789

264.19 ± 72.47

213.04 ± 60.11

252.45 ± 111.49

0.000

<0.001

0.329

<0.001

Medications
ACEI/ARB, n (%)

30 (40.5)

106 (47.7)

40 (18.0)

<0.001

0.281

β-blockers, n (%)

22 (29.7)

95 (42.8)

41 (18.5)

<0.001

0.047

0.04

Nifedipine, n (%)

28 (37.8)

52 (23.4)

45 (20.3)

0.009

0.016

0.002

Antisterone, n (%)

26 (35.1)

33 (14.9)

36 (16.2)

<0.001

<0.001

0.001

Diuretic, n (%)

18 (24.3)

6 (2.7)

45 (20.3)

<0.001

<0.001

0.461

Amiodarone, n (%)

1 (1.4)

6 (2.7)

9 (4.1)

0.507

Warfarin, n (%)

3 (4.1)

3 (1.4)

6 (2.7)

0.318

Rivaroxaban, n (%)

5 (6.8)

9 (4.1)

10 (4.5)

0.604

29 (38.2)

151 (68.0)

45 (20.3)

<0.001

<0.001

0.001

7 (9.5)

95 (42.8)

28 (12.6)

<0.001

<0.001

0.467

3.43 ± 1.58

2.85 ± 1.55

3.03 ± 1.31

0.012

0.003

0.043

45 (60.8)

55 (24.8)

66 (29.7)

<0.001

<0.001

<0.001

SBP (mmHg)

135.18 ± 21.33

138.79 ± 21.52

126.77 ± 19.41

<0.001

0.279

0.016

DBP (mmHg)

82.38 ± 12.80

81.29 ± 13.75

79.93 ± 10.85

0.452

16 (21.6)

67 (30.2)

27 (12.2)

<0.001

0.156

0.051

2 (2.7)

24 (10.8)

3 (1.4)

<0.001

0.033

0.602

Aspirin, n (%)
Clopidogrel, n (%)
Comorbidities
CCI
Hypertension, n (%)

Diabetes mellitus, n (%)
Fatty liver, n (%)

15 (20.3)

46 (20.7)

23 (10.4)

<0.001

0.93

0.027

PTE, n (%)

Stroke, n (%)

4 (5.4)

0

1 (0.5)

<0.001

<0.001

0.004

Venous embolism of the extremities, n (%)

4 (5.4)

1 (0.5)

7 (3.2)

<0.001

0.015

0.476

COPD, chronic obstructive pulmonary disease; OSA, obstructive sleep apnea; OS, overlap syndrome; PCO2, partial pressure of carbon dioxide; PO2, oxygen partial pressure; SpO2 ,
oxygen saturation; CRP, C-reactive protein; TC, cholesterol; TG, triglyceride; LDL, low-density lipoprotein; cTnI, cardiac troponin I; cTnT, cardiac troponin T; CK, creatine kinase; CKMB,
creatine kinase-MB; LDH, lactate dehydrogenase; ACEI, angiotensin-converting enzyme inhibitors; ARB, angiotensin receptor blockers; SBP, systolic blood pressure; DBP, diastolic
blood pressure; CCI, Charlson Comorbidity Index; PTE, pulmonary embolism.
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TABLE 3 | Pulmonary function tests and GOLD classification of the study
population.

TABLE 2 | Polysomnographic findings of the study population.
OS

OSA alone

n = 74

n = 222

P-value
OS

COPD alone

n = 74

n = 222

P-value

Severity of OSA, n (%)
Severity of COPD, n (%)

Mild

29 (39.13)

89 (40.24)

0.891

Moderate

26 (34.78)

38 (17.07)

0.001

GOLD 1

8 (10.81)

27 (12.16)

0.475

0.009

GOLD 2

24 (32.43)

93 (41.89)

0.994

0.029

GOLD 3

22 (29.72)

46 (20.72)

0.488

0.001

GOLD 4

20 (27.02)

56 (25.23)

0.287

62.45 ± 25.51

56.14 ± 19.08

0.001

Severe
AHI

19 (26.08)
30.67 ± 18.73

meanSpO2 , %

89.09 ± 4.43

95 (42.68)
23.04 ± 19.51
91.61 ± 34.03

minSpO2 , %

64.09 ± 20.30

70.66 ± 30.72

0.141

FEV1/FVC ratio (%)

timeSpO2 <90%, %

27.92 ± 26.00

25.92 ± 24.76

0.722

FEV1 (% predicted)

46.29 ± 24.41

48.06 ± 22.70

0.327

VC (%)

2.11 ± 0.70

2.15 ± 0.96

0.012

0.884

TV (%)

1.21 ± 0.61

1.29 ± 0.71

0.202

MVV (cmH2 O/L/S)

38.65 ± 21.88

53.43 ± 37.82

< 0.001

Sleep architecture, %TST
Stage 1 sleep

12.98 ± 14.00

11.3 ± 10.02

Stage 2 sleep

52.23 ± 18.28

58.14 ± 28.72

0.313

Stage 3 sleep

20.22 ± 15.69

19.54 ± 15.78

0.776

9.85 ± 7.63

10.32 ± 7.36

0.761

Stage REM sleep

COPD, chronic obstructive pulmonary disease; OS, overlap syndrome; FEV1, forced
expiratory volume in 1 s; FVC, forced vital capacity; VC, vital capacity; TV, tidal volume;
MVV, maximum ventilatory volume; GOLD, Global Initiative for Chronic Obstructive
Lung Disease.

OSA, obstructive sleep apnea; OS, overlap syndrome; AHI, apnea–hypopnea index;
CT90, percentage of total sleep time with oxygen saturation spent < 90%; TST, total
sleep time; REM, rapid eye movement.

diabetes, stroke, LDH level, BMI, and tidal volume
were
positively
correlated
with
CHD
prevalence;
diabetes, PTE, PCO2 , PO2 , MVV, and neutrophil
granulocyte percentage were correlated with heart failure
prevalence; and PTE, PCO2 , BNP and LDH levels,
and mean SpO2 were correlated with PAH prevalence
(Table 5).

91.61 ± 34.03, P < 0.01) was much lower in the OS
group than in the OSA-alone group, whereas the minimum
SpO2 and sleep architecture were not different between the
two groups.

Pulmonary Function Test
There was no significant difference in the distribution of COPD
severity between the OS group and COPD-alone group (P >
0.05), and FEV1% predicted was also comparable in both groups
(P > 0.05). However, the FEV1/FVC ratio was significantly lower
in the OS group than in the COPD alone group. Vital capacity
and maximum ventilatory volume (MVV), which represent lung
volume and pulmonary ventilation function, were lower in
patients with overlap syndrome than in those with COPD alone
(Table 3).

DISCUSSION
In this study, a significant increase in the prevalence of
cardiovascular events was observed in the OS population.
Patients with OS had a higher prevalence of heart failure
and PAH than those with COPD alone or OSA alone
(P < 0.01), and the prevalence of CHD was also higher
in the OS group than in the COPD-alone group (P <
0.01). In patients with OS, risk factors for CHD included
hypertension, diabetes, stroke, BMI, LDH level, and tidal
volume; risk factors for heart failure included diabetes, PTE,
PO2 , PCO2 , MVV, and neutrophilic granulocyte percentage;
and risk factors for PAH included PTE, PCO2 , minSpO2 ,
PCO2 , and BNP and LDH levels. To the best of our
knowledge, this study initially identifies the prevalence and risk
factors for cardiovascular events in OS patients in an Asian
population compared with both OSA-alone patients and COPDalone patients.
Although the underlying mechanisms of exactly how
OS contributes to cardiovascular events have not been fully
elucidated, there are many pathways by which cardiovascular
events occur in the presence of OS. The association between
the burden of nocturnal hypoxemia, inflammation, and
cardiovascular disease in our study is consistent with
that found in other clinical investigations in this field
(15, 22). In addition, we found that daytime hypoxemia

Prevalence of Cardiovascular Events
The prevalence rates of four cardiovascular events in the
OS, OSA, and COPD groups were 25.7, 31.5, and 11.7%
for CHD, 20.3, 22.5, and 13.1% for arrhythmias, 10.8,
0.5, and 1.4% for heart failure, and 31.1, 4.5, and 17.1%
for PAH, respectively. The prevalence of heart failure and
PAH in subjects with OS was significantly higher than in
those with OSA or COPD alone (P < 0.01), and the
prevalence of CHD in subjects with OS was higher than
in those with COPD alone (P < 0.01). However, the
prevalence of arrhythmias (such as atrial fibrillation, premature
atrial contraction, ventricular premature contraction, and
atrioventricular or ventricular tachycardia) was not significantly
different between the OS group and OSA or COPD groups
(Figure 2 and Table 4).

Risk Factors for Cardiovascular Events
Regarding the risk factors for cardiovascular diseases,
multivariate logistic regression showed that hypertension,
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FIGURE 2 | Incidence of cardiovascular events in study patients. OS, overlap syndrome; OSA, obstructive sleep apnea; COPD, chronic obstructive pulmonary
disease; CHD, coronary heart disease; PAH, pulmonary arterial hypertension; PTE, pulmonary embolism.

inflammation, which is considered to be another important
factor in cardiovascular diseases. There are many common
molecular signaling pathways between COPD and OSA, such
as C-reactive protein, interleukin 6, and nuclear factor kappa B.
Their interaction can cause a systemic inflammatory response
and increase body oxidative stress, leading to cardiovascular
diseases. Baseline sustained hypoxemia in patients with OS
predisposes them to other molecular responses relevant to
the mechanisms of cardiovascular disease, especially via
activation of the transcription factor pathway mediated by
hypoxia-inducible factor-1 alpha (25) and related downstream
products such as vascular endothelial growth factor. In this
study, the level of serum C-reactive protein, a marker of
inflammation, was higher in patients with overlap syndrome
than in patients with COPD alone, indicating that OSA increased
body’s inflammatory stress in patients with COPD. There
was no significant difference in serum C-reactive protein
levels between the OS and OSA-alone groups. One plausible
reason is that, in this study, the vast majority of patients
in the OSA-alone group were admitted to the hospital for
arrhythmias, and these patients already have a higher level
of inflammation.
The prevalence of heart failure and PAH in subjects with
OS in this study was significantly higher than in those with
OSA or COPD alone, and the prevalence of CHD in subjects
with OS was higher than in those with COPD alone, which

and hypercapnia also contribute to the development of
cardiovascular disease.
Hypoxemia is thought to act as a cardiovascular risk
factor by increasing cardiac load, inducing oxidative stress by
concomitant reactive oxygen species release, impairing vascular
endothelial function (23), causing electrophysiological instability
in the cardiac conduction system (24), and leading to severe
metabolic disorder. Chronic hypoxia and hypercapnia caused by
COPD and intermittent nocturnal hypoxia and sleep deprivation
caused by OSA can lead to a decrease in the sensitivity of
the respiratory center to both hypoxemia and hypercapnia
stimulation in patients with OS, leading to further aggravated
hypoxemia and hypercapnia. Previous studies confirmed that
OS patients have more serious nocturnal hypoxemia, which has
been considered a risk factor for cardiovascular diseases (22).
However, our study evaluated not only nocturnal hypoxemia
but also daytime hypoxemia and hypercapnia, and we found
that patients with OS also had higher levels of daytime
hypoxemia and hypercapnia than the COPD group or OSA
group. Therefore, together with nocturnal hypoxemia, daytime
hypoxemia and hypercapnia may have a synergistic effect on
promoting cardiovascular diseases. This finding may have clinical
implications for developing a better strategy for oxygen therapy
in patients with OS.
Hypoxia can upregulate the expression of systemic
inflammatory mediators (23, 24) and cause systemic
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TABLE 4 | Incidence of cardiovascular events in study patients.
OS

OSA alone

COPD alone

n = 74

n = 222

n = 222

P-value

P-value

P-value

OS and OSA

OS and COPD

CHD, n (%)

19 (25.7)

70 (31.5)

26 (11.7)

<0.001

0.341

0.004

Arrhythmia, n (%)

15 (20.3)

50 (22.5)

29 (13.1)

0.011

0.685

0.131

Atrial arrhythmia, n (%)

9 (12.2)

23 (10.4)

15 (6.8)

0.253

AF

8 (10.8)

16 (7.2)

12 (5.4)

0.280

PAC

1 (1.4)

4 (1.8)

2 (0.9)

0.874

0.001

AT

0

3 (1.4)

1 (0.5)

0.525

Ventricular arrhythmias, n (%)

2 (2.7)

9 (4.1)

4 (1.8)

0.397

VPB

1 (1.4)

7 (3.2)

2 (0.9)

0.247

PSVT

1 (1.4)

1 (0.5)

1 (0.5)

0.527

VT
CRBBB, n (%)
CLBBB, n (%)
SSS, n (%)
AVB, n (%)

0

1 (0.5)

1 (0.5)

1

1 (1.4)

6 (2.7)

3 (1.4)

0.628

0

1 (0.5)

1 (0.5)

1

1 (1.4)

0

1 (0.5)

0.266

0

2 (0.9)

1 (0.5)

1

Heart failure, n (%)

8 (10.8)

1 (0.5)

3 (1.4)

<0.001

<0.001

PAH, n (%)

23 (31.1)

10 (4.5)

38 (17.1)

<0.001

<0.001

0.01

Mild

18 (24.3)

6 (2.7)

15 (6.8)

<0.001

<0.001

<0.001

Moderate

4 (5.4)

3 (1.4)

12 (5.4)

<0.001

0.068

1

Severe

1 (1.4)

1 (0.5)

11 (5.0)

<0.001

0.438

0.306

CHD, coronary heart disease; AF, atrial fibrillation; PAC, premature atrial contraction; AT, atrial tachycardia; VPB, ventricular premature beat; PSVT, paroxysmal supraventricular
tachycardia; VT, ventricular tachycardia; CRBBB, complete right bundle branch block; CLBBB, complete left bundle branch block; SSS, sick sinus syndrome; AVB, atrioventricular block.

reasonable to hypothesize that a more stringent treatment of
hypoxia and hypercapnia may be beneficial for patients with
overlap syndrome. A prospective, multicenter trial should be
carried out to research the effect of improvement of daytime
hypoxemia and hypercapnia on cardiovascular outcomes of
patients with OS.
We acknowledge certain limitations in this study that should
be highlighted when interpreting the findings. First, given
the retrospective nature of the study, clinical information on
every aspect of cardiovascular events and their risk factors
in the cohort was not available; for example, data by Holter,
or telemetry monitoring were missing, and therefore, the
prevalence of paroxysmal arrhythmias could not be evaluated.
Second, this is a single-center retrospective study with a small
population. Third, the low incidence of overlap syndrome may
lead to an analysis bias, although we enlarged the sample
size of the control groups to increase the credibility of
the data.

has rarely been reported in real-world studies. No statistically
significant difference in the prevalence of arrhythmia between
the three groups was found in this study, although there
have been studies confirming that patients with OS are at
greater risk of AF than those with either COPD or OSA
alone (26).
Multivariate logistic regression analysis showed that the
prevalence rate of cardiovascular events in this study was
correlated with hypertension, diabetes, stroke, PTE, BMI,
BNP level, decreased pulmonary function, and nocturnal
hypoxemia, which were already believed to be risk factors
for cardiovascular diseases (22, 27). In logistic regression
analysis, the risk factors for cardiovascular events included
daytime hypoxemia and hypercapnia. Therefore, the high
incidence of cardiovascular events in patients with OS was
speculated to be ultimately caused by hypoxia, hypercapnia,
and systemic inflammation. In our study, arterial blood gas
analysis was performed in all patients to assess daytime
hypoxemia and hypercapnia and is essential in identifying the
promoting effect of daytime hypoxemia and hypercapnia on
cardiovascular diseases. The benefits of continuous positive
airway pressure (CPAP) are now clearly established in patients
with OS. Marin and coauthors reported improved long-term
survival and a lower rate of hospitalizations in over 200 OS
patients treated with CPAP compared with those who were
not treated, and the outcomes of those OS patients treated
with CPAP were similar to those of patients with COPD alone
over a median follow-up period of 9.4 years (28). So, it is
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CONCLUSION
Patients with OS are at greater risk of cardiovascular events
than patients with either COPD or OSA alone, which is related
to their impaired pulmonary function, severe hypoxemia, and
hypercapnia. It is of great importance for clinical physicians to
diagnose and treat patients with OS, promote the management of
these patients and improve their quality of life.
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TABLE 5 | Results of logistic regression used to explore risk factors for cardiovascular events.
Outcomes

Variables

CHD

Hypertension

3.657

2.262–5.911

0

Diabetes

1.898

1.151–3.132

0.012

Stroke

2.459

1.425–4.243

0.001

LDH

1.004

1.001–1.007

0.003

BMI

1.963

1.132–3.404

0.016

TV

0.167

0.084–0.332

0

Diabetes

0.306

0.102–0.916

0.034

PTE

7.354

1.185–45.635

0.032

PCO2

1.049

1.019–1.080

0.001

Neutrophil granulocyte

1.053

1.024–1.083

0

PO2

0.975

0.951–0.998

0.036

MVV

2.341

1.282–4.274

0.006

PTE

7.191

1.109–46.643

0.011
0.002

Heart failure

PAH

OR

95%CI

P-value

PCO2

1.046

1.017–1.076

BNP

1

1.000–1.000

0.029

LDH

1.004

1.001–1.007

0.013

meanSpO2

0.063

0.007–0.554

0.013

CHD, coronary heart disease; PAH, pulmonary arterial hypertension; PTE, pulmonary embolism; LDH, lactate dehydrogenase; BMI, body mass index; TV, tidal volume; MVV, maximum
ventilatory volume; CT90, percentage of total sleep time with oxygen saturation spent <90%; PCO2 , partial pressure of carbon dioxide; PO2 , oxygen partial pressure; SaO2 ,
oxygen saturation.
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