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	Recommendation
	Page 
No.
	Relevant text from manuscript

	[bookmark: bold5][bookmark: italic6]Title and abstract
	1
	(a) Indicate the study’s design with a commonly used term in the title or the abstract
	Title; Abstract—Methods
	Abstract Methods describes a multicentre prospective observational cohort study of ICU patients aged ≥65 years with ICU length of stay exceeding 48 hours.

	[bookmark: bold6][bookmark: italic7]
	
	(b) Provide in the abstract an informative and balanced summary of what was done and what was found
	Abstract
	The Abstract summarises the purpose, design, setting, participants, primary outcome and main findings and reports the conventional and centre-clustered adjusted hazard ratios with 95% confidence intervals for CFS and SOFA, together with the modest CCI association estimated with less precision after accounting for within-centre correlation.

	[bookmark: bold7][bookmark: italic8]Introduction
	

	[bookmark: bold8][bookmark: italic9][bookmark: bold9][bookmark: italic10]Background/rationale
	2
	Explain the scientific background and rationale for the investigation being reported
	Background
	Background describes ageing ICU population, limitations of age alone and conventional severity scores, and the rationale for evaluating frailty, functional status, comorbidity and organ dysfunction.

	[bookmark: bold10][bookmark: italic11]Objectives
	3
	State specific objectives, including any prespecified hypotheses
	End of Background
	The objective and prespecified hypothesis are stated at the end of the Background. The analyses examine adjusted prognostic associations and are not designed to establish incremental discrimination, reclassification or clinical utility.

	[bookmark: bold11][bookmark: italic12]Methods
	

	[bookmark: bold12][bookmark: italic13]Study design
	4
	Present key elements of study design early in the paper
	Methods—Study design and participants
	Study described as a multicentre prospective observational cohort including critically ill older patients admitted to participating ICUs during a predefined 1-month period.

	[bookmark: bold13][bookmark: italic14]Setting
	5
	Describe the setting, locations, and relevant dates, including periods of recruitment, exposure, follow-up, and data collection
	Methods—Study design and participants; Figure 1
	Setting: 55 adult mixed medical-surgical ICUs across 27 provinces in Türkiye; recruitment between 24 March and 22 April 2025; ICU follow-up and ascertainment of 30-day all-cause mortality after ICU admission.

	Participants
	6
	(a) Cohort study—Give the eligibility criteria, and the sources and methods of selection of participants. Describe methods of follow-up
Case-control study—Give the eligibility criteria, and the sources and methods of case ascertainment and control selection. Give the rationale for the choice of cases and controls
Cross-sectional study—Give the eligibility criteria, and the sources and methods of selection of participants
	Methods—Inclusion and Exclusion Criteria; Figure 1
	Eligibility: age ≥65 years and ICU length of stay exceeding 48 hours. Exclusions included ICU stay <48 hours, transfer to/from another ICU, tracheostomy at ICU admission and other prespecified criteria. Follow-up used hospital records and, when needed, contact with patients or relatives.

	[bookmark: bold14][bookmark: italic15]
	
	(b) Cohort study—For matched studies, give matching criteria and number of exposed and unexposed
Case-control study—For matched studies, give matching criteria and the number of controls per case
	Not applicable
	Not a matched cohort study; no matching criteria were used.

	[bookmark: bold16][bookmark: italic17]Variables
	7
	Clearly define all outcomes, exposures, predictors, potential confounders, and effect modifiers. Give diagnostic criteria, if applicable
	Methods—Data collection at ICU admission; Data collection during ICU follow-up; Outcomes of the study
	Definitions provided for the primary outcome, frailty/functional/nutritional measures, comorbidity, severity scores, organ support and ICU-acquired complications including VAP, AKI and delirium.

	[bookmark: bold17][bookmark: italic18][bookmark: bold18][bookmark: italic19]Data sources/ measurement
	[bookmark: bold19]8*
	 For each variable of interest, give sources of data and details of methods of assessment (measurement). Describe comparability of assessment methods if there is more than one group
	Methods—Data collection at ICU admission; Data collection during ICU follow-up
	Data sources included hospital databases, medical records, patients, family proxies/next of kin, outpatient/hospital/nursing-home records when available, and follow-up contact. Assessment methods are described for CFS, FRAIL questionnaire, Katz ADL, CCI, SOFA, APACHE II, mNUTRIC and outcomes. Premorbid CFS, FRAIL and Katz ADL assessments were accepted only when supported by information from the patient, a family proxy or next of kin, or available clinical records; values were not assigned solely by unsupported inference or an undocumented best estimate. During central review, 35 CRFs were returned to the originating centres for clarification, principally concerning laboratory variables; all 35 were resolved before database lock, and none required clarification or correction of premorbid CFS, FRAIL or Katz ADL scores.

	[bookmark: bold20][bookmark: italic20]Bias
	9
	Describe any efforts to address potential sources of bias
	Methods—Statistical Analysis; Discussion—Limitations
	Potential bias was addressed through standardised CRFs, prespecified definitions, central data checks, complete key-variable and 30-day outcome ascertainment, conditional 48-hour landmark analyses and centre-level sensitivity analyses. Missing, implausible or internally inconsistent entries were returned to the originating centre for clarification against the available source information before database lock; 35 queried CRFs were all resolved. Limitations address 48-hour selection, surrogate-reported premorbid assessments, absence of inter-rater reliability testing or central adjudication, centre heterogeneity, treatment limitations and unadjusted organ-support, adjunctive-therapy and complication comparisons.

	[bookmark: bold21][bookmark: italic21]Study size
	10
	Explain how the study size was arrived at
	Methods—Study size
	No formal a priori sample-size calculation was performed; all consecutive eligible patients during the predefined 1-month recruitment period were included.


[bookmark: bold22][bookmark: italic22]

	[bookmark: bold23][bookmark: italic23]Quantitative variables
	11
	Explain how quantitative variables were handled in the analyses. If applicable, describe which groupings were chosen and why
	Methods—Statistical Analysis
	Continuous variables summarised as mean±SD or median [IQR]; categorical variables as n (%). Age, SOFA score and CCI were retained as continuous variables. Prespecified clinical categories were reported for age strata, CFS, FRAIL questionnaire, Katz ADL and mNUTRIC; CFS was additionally analysed using clinically meaningful categories (<5, 5–6 and 7–9).

	[bookmark: italic24][bookmark: italic25]Statistical methods
	12
	(a) Describe all statistical methods, including those used to control for confounding
	Methods—Statistical Analysis
	Statistical methods include descriptive and unadjusted comparisons, conditional 48-hour landmark Kaplan-Meier and Cox analyses, multivariable adjustment, an auxiliary linear-regression VIF diagnostic used solely to assess predictor multicollinearity, centre-clustered robust Cox models, and mixed-effects Cox models with ICU centre as a random effect/shared-frailty term. Proportional-hazards assumptions were assessed using Grambsch-Therneau tests based on scaled Schoenfeld residuals with Kaplan-Meier time transformation and graphical residual inspection. Breslow tie handling was retained for the principal models for continuity with the original SPSS analyses, and all six models were refitted using Efron as a sensitivity analysis. The Methods identify SPSS version 23.0 and R version 4.6.1 with the survival and coxme packages; exact code and complete outputs are supplied in Supplementary File 2. The locally recorded APACHE II mortality comparison is described as a secondary exploratory agreement analysis rather than model validation or recalibration.

	[bookmark: bold24][bookmark: italic26]
	
	(b) Describe any methods used to examine subgroups and interactions
	Methods—Statistical Analysis; Results
	Risk-group analyses included Kaplan-Meier curves by age strata, CFS, Katz ADL, FRAIL questionnaire and mNUTRIC categories; CFS categorical Cox sensitivity analysis also reported.

	[bookmark: bold25][bookmark: italic27]
	
	(c) Explain how missing data were addressed
	Methods—Statistical Analysis; Results—Factors Associated with 30-Day Mortality
	The primary analyses used the same complete-case cohort of 1,529 patients with 515 deaths. Complete ascertainment reflected prospective completion of mandatory CRF fields and resolution of centre-level data queries before database lock. No statistical imputation or unsupported assignment of premorbid scores was performed, and no patient was excluded because of incomplete key clinical data or inability to assess pre-ICU functional status

	[bookmark: bold26][bookmark: italic28]
	
	(d) Cohort study—If applicable, explain how loss to follow-up was addressed
Case-control study—If applicable, explain how matching of cases and controls was addressed
Cross-sectional study—If applicable, describe analytical methods taking account of sampling strategy
	Methods—Outcomes of the study; Results; Figure 1
	Thirty-day vital status was available for all 1,529 analysed participants. All 1,014 patients alive at day 30 were administratively censored on day 30 after ICU admission, corresponding to landmark day 28. No patient was censored before day 30 or lost to follow-up.

	[bookmark: bold27][bookmark: italic29]
	
	(e) Describe any sensitivity analyses
	Methods—Statistical Analysis; Results
	Sensitivity analyses included centre-clustered robust Cox models, mixed-effects Cox models with ICU centre as a random effect/shared-frailty term, CFS/CCI models fitted separately and together, a clinically categorised CFS model, and a simple calculation including patients excluded by the 48-hour criterion. The locally recorded APACHE II mortality comparison was retained separately as a secondary descriptive agreement analysis. All conventional, centre-clustered robust and mixed-effects Cox models were also refitted using the Efron method for tied event times, with substantively unchanged conclusions.

	Results

	[bookmark: bold29][bookmark: italic31]Participants
	[bookmark: bold30]13*
	(a) Report numbers of individuals at each stage of study—eg numbers potentially eligible, examined for eligibility, confirmed eligible, included in the study, completing follow-up, and analysed
	Results—Baseline Characteristics; Figure 1
	The flow diagram reports 1,632 screened patients and 1,529 analysed patients after exclusions. Thirty-day vital status was complete: 515 deaths occurred and all 1,014 survivors completed ascertainment and were administratively censored at day 30 (landmark day 28), with no earlier censoring or loss to follow-up. The diagram also reports zero exclusions for incomplete or unavailable clinical data and zero exclusions for inability to assess pre-ICU functional status.

	[bookmark: bold31][bookmark: italic32]
	
	(b) Give reasons for non-participation at each stage
	Figure 1; Results
	Reasons for exclusion are reported: ICU length of stay <48 hours (n=90; 22 deaths and 68 discharged alive), transfer to another ICU (n=1), transfer from another ICU (n=1), and tracheostomy at ICU admission (n=11). Prespecified but unrealised exclusions are also shown: incomplete or unavailable clinical data (n=0) and inability to assess pre-ICU functional status (n=0).

	[bookmark: bold32][bookmark: italic33]
	
	[bookmark: OLE_LINK4](c) Consider use of a flow diagram
	Figure 1
	A cohort assembly flow diagram is provided.

	[bookmark: bold33][bookmark: italic34][bookmark: bold34][bookmark: italic35]Descriptive data
	[bookmark: bold35]14*
	(a) Give characteristics of study participants (eg demographic, clinical, social) and information on exposures and potential confounders
	Results—Baseline Characteristics; Tables 1–3; Supplementary Tables S2–S4
	Baseline demographics, comorbidities, frailty/functional/nutritional measures, severity scores, organ support and complications are reported.

	[bookmark: bold36][bookmark: italic36]
	
	(b) Indicate number of participants with missing data for each variable of interest
	Results—Factors Associated with 30-Day Mortality
	No missing data for key variables used in primary analyses among 1,529 analysed patients; no imputation was performed.

	[bookmark: bold37][bookmark: italic37]
	
	(c) Cohort study—Summarise follow-up time (eg, average and total amount)
	Methods—Outcomes; Results
	The outcome window was 30 days after ICU admission, corresponding to a maximum of 28 days after the 48-hour landmark. Thirty-day status was ascertained for every analysed patient; all 1,014 survivors were administratively censored at day 30 (landmark day 28), and there was no earlier censoring or loss to follow-up.

	[bookmark: bold38][bookmark: italic38]Outcome data
	[bookmark: bold39]15*
	Cohort study—Report numbers of outcome events or summary measures over time
	Results—Factors Associated with 30-Day Mortality
	Outcome events: 515 deaths among 1,529 analysed patients; 30-day all-cause mortality 33.7%.

	
	
	Case-control study—Report numbers in each exposure category, or summary measures of exposure
	Not applicable
	Not a case-control study.

	
	
	Cross-sectional study—Report numbers of outcome events or summary measures
	Not applicable
	Not a cross-sectional study.

	[bookmark: italic40][bookmark: bold41]Main results
	16
	(a) Give unadjusted estimates and, if applicable, confounder-adjusted estimates and their precision (eg, 95% confidence interval). Make clear which confounders were adjusted for and why they were included
	Results—Factors Associated with 30-Day Mortality; Table 4; Supplementary Tables S6–S10
	Unadjusted estimates are reported in Supplementary Table S6. Conventional and centre-clustered adjusted estimates with 95% confidence intervals are reported in the main Results text and Table 4. Supplementary Tables S7-S10 present the CFS/CCI sensitivity models, detailed centre-clustered robust results, mixed-effects models and the categorical CFS analysis. CCI point estimates were modest and similar across approaches but less precise in centre-clustered robust models; mixed-effects estimates are conditional on ICU centre, whereas centre-clustered robust estimates arise from the marginal patient-level model. The covariates, complete-case cohort, administrative censoring and tied-event methods are specified.

	[bookmark: italic41][bookmark: bold42]
	
	(b) Report category boundaries when continuous variables were categorized
	Methods—Statistical Analysis; Results; Tables
	Category boundaries reported for age strata, CFS categories, FRAIL, Katz ADL and mNUTRIC; CFS categorical sensitivity analysis uses <5, 5–6 and 7–9.

	[bookmark: italic42][bookmark: bold43]
	
	(c) If relevant, consider translating estimates of relative risk into absolute risk for a meaningful time period
	Results; Supplementary Table S10
	Absolute risks/crude mortality are reported where clinically relevant, including 30-day mortality overall and crude mortality across clinically meaningful CFS categories in Supplementary Table S10.


[bookmark: italic43][bookmark: bold44]

	Other analyses
	17
	Report other analyses done—eg analyses of subgroups and interactions, and sensitivity analyses
	Results; Factors Associated with 30-Day Mortality; Table 4; Supplementary Figure S1; Supplementary Tables S5–S10
	Other analyses include the secondary descriptive agreement analysis of locally recorded APACHE II-predicted mortality probabilities (Supplementary Table S5 and Supplementary Figure S1), univariable Cox analyses, CFS/CCI sensitivity models, centre-clustered robust models, mixed-effects models and the categorical CFS sensitivity analysis. Formal Grambsch-Therneau proportional-hazards tests and scaled Schoenfeld-residual plots are reported in the Results and Supplementary File 2. Harrell's C-index is reported for the SOFA-only and primary multivariable landmark Cox models. Efron tie-handling sensitivity analyses are additionally reported in the Results and Supplementary File 2.

	[bookmark: italic44][bookmark: bold45]Discussion

	[bookmark: italic45][bookmark: bold46]Key results
	18
	Summarise key results with reference to study objectives
	Discussion—Opening paragraphs
	The Discussion summarises that frailty and early organ dysfunction showed the most consistent associations with 30-day mortality, whereas chronological age was not independently associated. CCI point estimates were modest and similar across modelling approaches but were estimated with less precision in centre-clustered robust models. The distinction between marginal centre-clustered robust estimates and centre-conditional mixed-effects estimates is stated. Proportional-hazards diagnostics showed no evidence of non-proportionality, and the substantive conclusions for CFS and SOFA were unchanged under Breslow and Efron tie handling.

	[bookmark: italic46][bookmark: bold47]Limitations
	19
	Discuss limitations of the study, taking into account sources of potential bias or imprecision. Discuss both direction and magnitude of any potential bias
	Discussion—Limitations
	Limitations address selection related to the 48-hour ICU-stay criterion and landmark interpretation, absence of formal competing-risk modelling, residual centre-level variation, unequal centre sizes, treatment-limitation practices, unadjusted descriptive comparisons of organ support, adjunctive therapies and ICU-acquired complications, heterogeneous locally recorded APACHE II mortality predictions, absence of inter-rater reliability testing for subjective premorbid assessments, possible outcome misclassification, generalisability and absence of long-term functional outcomes.

	[bookmark: italic47][bookmark: bold48]Interpretation
	20
	Give a cautious overall interpretation of results considering objectives, limitations, multiplicity of analyses, results from similar studies, and other relevant evidence
	Discussion; Conclusions
	Interpretation is explicitly cautious and confirmatory. It considers the observational design, conditional 48-hour landmark cohort, centre-level heterogeneity, the modest CCI association and its reduced precision after accounting for within-centre correlation, the different marginal versus centre-conditional estimands, previous literature, the descriptive and unadjusted nature of the organ-support, adjunctive-therapy and complication comparisons, and the exploratory nature of the locally recorded APACHE II analyses. The manuscript states that incremental discrimination, reclassification and decision-curve performance were not evaluated.

	[bookmark: italic48][bookmark: bold49]Generalisability
	21
	Discuss the generalisability (external validity) of the study results
	Discussion—Limitations; Conclusions
	Generalisability discussed in relation to 55 ICUs across Türkiye, a selected analytic cohort with ICU length of stay exceeding 48 hours, a single 1-month enrolment period, sepsis-heavy case mix, and potential differences in admission criteria, resources and case mix in other settings.

	[bookmark: italic49][bookmark: bold50]Other information
	

	[bookmark: italic50][bookmark: bold51]Funding
	22
	Give the source of funding and the role of the funders for the present study and, if applicable, for the original study on which the present article is based
	Declarations—Funding
	The manuscript states that this research did not receive any specific grant from funding agencies in the public, commercial or not-for-profit sectors.



*Give information separately for cases and controls in case-control studies and, if applicable, for exposed and unexposed groups in cohort and cross-sectional studies.

Note: An Explanation and Elaboration article discusses each checklist item and gives methodological background and published examples of transparent reporting. The STROBE checklist is best used in conjunction with this article (freely available on the Web sites of PLoS Medicine at http://www.plosmedicine.org/, Annals of Internal Medicine at http://www.annals.org/, and Epidemiology at http://www.epidem.com/). Information on the STROBE Initiative is available at www.strobe-statement.org.
Study registration note: The manuscript states in Methods—Study design and participants that the study was not prospectively registered.
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