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Respiratory event-Related Leg Movement Index (RRLMI) is a predictor of mortality.
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Table 2. The Number of RRLMSs Per hour of sleep (RRLMI) was significantly associated with mortality while associations with incident

CVD was not consistent

Models aHR [95% CI] aHR [95% CI] aHR [95% CI]
All-cause mortality CVD-related mortality Incident CVD

Model 1 1.22 [1.09-1.37]* 1.26 [1.05-1.51]* 1.06 [0.89-1.25],p =.52
(N =559) (N =568) (N =311)

Model 2 1.22 [1.09-1.36]** 1.27 [1.07-1.53]** 1.06 [0.89-1.25],p = .53
(N =559) (N =568) (N =311)

Model 3 1.17 [1.01-1.34]* 1.17 [0.94-1.46], p = .16 1.06 [0.87-1.30], p =.55
(N =542) (N =551) (N =311)

Model 4 1.19 [1.04-1.37]* 1.16 [0.93-1.45], p=.17 1.07 [0.88-1.29],p = .49
(N =542) (N =551) (N =311)

Model 5 1.21 [1.08-1.37]* 1.28 [1.06-1.55]** 1.05 [0.88-1.24], p =.59
(N =542) (N =551) (N =311)

CVD: cardiovascular disease; covariates in Model 1: age, race, smoking, alcohol consumption, and BMI. Model 2: Model 1 + hypertension, prevalent DM, physical
activity, antidepressant use, benzodiazepine use. Model 3: Model 2 + AHI for incident CVD, + prevalent CVD (any history of physician-diagnosed coronary heart
disease, cerebrovascular disease, and peripheral arterial disease) for both mortality outcomes. Model 4: Model 3 + sleep apnea specific hypoxic burden (HB)
instead of AHI, defined as the total area under desaturation curve. Model 5: Model 3 + the heart rate response to respiratory events(AHR), instead of AHI.
Significance codes: p <.1,*p <.05; **p <.01; ***p < .001.

Table 3. The number of PLMS Per Hour of Sleep (PLMI) was not associated with outcomes

Models aHR [95% CI] aHR [95% CI] aHR [95% CI|
All-cause mortality CVD-related mortality Incident CVD

Model 1 1.04 [0.93-1.17], p = .45 1.00 [0.82-1.21], p =.98 1.10 [0.94-1.30], p=.23
(N =559) (N =568) (N=311)

Model 2 1.03 [0.92-1.16], p=.58 1.00 [0.82-1.21], p=.98 1.09 [0.93-1.29],p=.28
(N =559) (N =568) (N=311)

Model 3 1.04 [0.92-1.17], p=.53 0.98 [80-1.19],p=.81 1.09 [0.93-1.29],p=.29
(N =542) (N =551) (N =311)

Model 4 1.04 [0.92-1.18], p= .49 0.98 [0.80-1.20],p = .85 1.09 [0.93-1.29], p=.29
(N =542) (N =551) (N =311)

Model 5 1.05 [0.93-1.18], p = .45 0.99 [0.81-1.21],p = .89 1.08 [0.92-1.28],p=.22

(N =542)

(N =551)

(N =311)

CVD: cardiovascular disease; covariates in Model 1: age, race, smoking, alcohol consumption, and BMI. Model 2: Model 1+ hypertension, prevalent DM, physical
activity, antidepressant use, benzodiazepine use. Model 3: Model 2 4+ AHI for incident CVD, + prevalent CVD (any history of physician-diagnosed coronary heart
disease, cerebrovascular disease, and peripheral arterial disease) for both mortality outcomes. Model 4: Model 3 + sleep apnea specific hypoxic burden (HB)
instead of AHI, defined as the total area under desaturation curve. Model 5: Model 3 + the heart rate response to respiratory events (AHR), instead of AHIL
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