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[ Abstract] Objective To explore the relationship between the body mass index (BMI) and obstructive
sleep apnea hypopnea syndrome (OSAHS) ,and to analyze the predictive value of BMI to OSAHS occurrence.
Methods One hundred and sixty-one cases of OSAHS and 51 cases of non-OSAHS in the otolaryngology de-
partment of the Affiliated Zhongshan Hospital of Dalian University from March to December 2017 were se-
lected, the general information questionnaire was completed prior to the monitoring,including the gender,age,
height,body mass,education level,etc. ,the clinicians definitely diagnosed OSAHS according to the polysom-
nograph (PSG) monitoring results,the patients needed to monitor PSG in the sleep monitoring room,the gen-
eral monitoring start time was 21:00—23:00, the end time was 6:00—7:00 at the next morning,and the mo-
nitoring time was at least 7 h. Results BMI of the OSAHS group was significantly higher than that of the
non-OSAHS group; BMI was positively correlated with OSAHS (»=0. 501, P<C0. 01). The area under the re-
ceiver operating curve (ROC) for BMI predicting OSAHS occurrence risk was 0. 640, P<(0. 01,and 95%CI
(0.556—0. 725). Conclusion BMI is positively correlated with OSAHS,and BMI can serve as an effective in-
dex to predict OSAHS,and provide reference for medical workers to adopt corresponding intervention strate-
gles.
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