STROBE Statement—Checklist of items that should be included in reports of cohort studies 

	
	Item No
	Recommendation
	Description or Specific Location in Manuscript

	 Title and abstract
	1
	(a) Indicate the study’s design with a commonly used term in the title or the abstract
	Title: Daily dietary intake trajectory and depressive symptom onset and transition among young adults: A longitudinal study
Methods in Abstract: Using complete daily dining records from Shanghai's Intelligent Ordering System (IOS) (September 2021-December 2023; n=6,447), we prospectively assessed dietary exposures prior to measuring depressive symptoms through two Beck Depression Inventory-II (BDI-II) administrations at 24-month intervals (2022 and 2024) in young adults aged 18-40 years

	
	
	(b) Provide in the abstract an informative and balanced summary of what was done and what was found
	Background Little information is available on long-term dietary monitoring among young adults. We examined the associations between 28-month dietary intake trajectories and depressive symptom onset and transition.
Methods Using complete daily dining records from Shanghai's Intelligent Ordering System (IOS) (September 2021–December 2023; n=6,447), we prospectively assessed dietary exposures prior to measuring depressive symptoms through two Beck Depression Inventory-II (BDI-II) administrations at 24-month intervals (2022 and 2024) in young adults aged 18–40 years. Group-based multi-trajectory models (GBMTs) identified monthly dietary trajectories (classified as Chronic Recommended, Chronic High/Low, or Fluctuating) for 28 nutrients and 15 food components. Multivariable logistic regression assessed associations with depressive symptom onset/transition.
Results Among 6447 young adults, depressive symptom incidence was 9.7%, whereas depressive symptom improvement and progression incidences were 59.1% and 12.52%, respectively. Certain nutrient and food component trajectories were associated with lower depressive symptom onset risk, including chronic higher intake of carbohydrates, protein, sodium, oil, and sauce, and chronic lower intake of saturated fatty acids (SFAs). In contrast, non-recommended trajectories of zinc, refined grains, and light-colored vegetables were linked to higher onset risk. Notably, some trajectories (e.g., high fat, potassium) showed dual associations: they correlated with higher chances of depressive symptom improvement but also elevated progression risk. 
Conclusions Certain nutrients and dietary patterns showed protective effects against depressive symptom onset, while non-recommended trajectories increased the risk. Some patterns improved symptoms but increased progression risk. The nutritional medicine approach may be beneficial for preventing and promoting depression in young adults.

	Introduction
	

	Background/rationale
	2
	Explain the scientific background and rationale for the investigation being reported
	Little information is available on long-term dietary monitoring among young adults. (Introduction section, paragraph 1, sentence 1)

	Objectives
	3
	State specific objectives, including any prespecified hypotheses
	We examined the associations between 28-month dietary intake trajectories and depressive symptom onset and transition. (Introduction section, paragraph 1, line 2)

	Methods
	

	Study design
	4
	Present key elements of study design early in the paper
	Longitudinal observational study

	Setting
	5
	Describe the setting, locations, and relevant dates, including periods of recruitment, exposure, follow-up, and data collection
	Data were derived from Shanghai's Intelligent Ordering System, which recruited 6,447 participants from September 2021 to December 2023

	Participants
	6
	(a) Give the eligibility criteria, and the sources and methods of selection of participants. Describe methods of follow-up
	1. Eligibility Criteria

Inclusion Criteria: 

(1) Undergraduate students aged 18–40 years.

(2) Recorded dietary intake in university cafeterias via the IOS for >86 days over the study period.

Exclusion Criteria:

(1) Dined in university cafeterias with <1 meal per month.

(2) Abnormal daily caloric intake.

2. Sources and methods of selection of participants
(1) Initial Screening: Identified 43,290 participants meeting dietary inclusion/exclusion criteria based on IOS records.
(2) Mental Health Screening: From 24,124 students participating in the 2022 mental health screening, excluded graduates, non-Chinese nationals, and those declining follow-up, yielding 8,056 eligible participants. Formal invitations with three reminders were sent via campus email to obtain authorization for cafeteria data access.
(3) Final Cohort: Linked IOS dietary data with psychological survey records. 6,447 participants with complete baseline dietary data (Sep 2021–Dec 2023) and valid BDI-II assessments (2022 baseline and 2024 follow-up) formed the final study cohort.

	
	
	(b) For matched studies, give matching criteria and number of exposed and unexposed
	Non-matched study

	Variables
	7
	Clearly define all outcomes, exposures, predictors, potential confounders, and effect modifiers. Give diagnostic criteria, if applicable
	Outcome: Depressive symptom onset and transition.
Exposures: Dietary Intake Trajectories
Predictors and potential confounders: age; sex; major; educational level; location; poverty-stricken college student; living-school experience; only child; education level of father and mother; relationship between father and mother; relationship with family members; and relationship with friends
Effect modifiers: non-effect modifiers.

	Data sources/ measurement
	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
	Source of Data: see Part of “Study design and participants”, Sentence 1 to 22.
Details of methods of assessment: see Part of “Assessment of depressive symptoms”, Sentence 1 to 17; Part of “Assessment of food composition, nutrient intake and diet quality”, line 1 to 43

	Bias
	9
	Describe any efforts to address potential sources of bias
	(1) Mitigation of Recall bias: dietary intake data source from IOS
(2) Mitigation of Reverse Causation: We prospectively assessed dietary exposures prior to measuring depressive symptoms through two Beck Depression Inventory-II (BDI-II) administrations at 24-month intervals (2022 and 2024).
(3) Mitigation of Selection Bias: Participants were recruited through a multi-stage process

	Study size
	10
	Explain how the study size was arrived at
	see Part of “Study design and participants”, Sentence 1 to 22.

	Quantitative variables
	11
	Explain how quantitative variables were handled in the analyses. If applicable, describe which groupings were chosen and why
	(1) Dietary Intake Data (Continuous Variables): Group-based multi-trajectory models (GBMTs) identified monthly dietary trajectories for 28 nutrients and 15 food components over 28 months
(2) Depression Scores (BDI-II, Continuous to Categorical): Onset, BDI-II score ≥14 at follow-up (new cases); Improvement, Reduction to BDI-II score <14; Progression, Increase to BDI-II score ≥14.

	Statistical methods
	12
	(a) Describe all statistical methods, including those used to control for confounding
	see Part of “Statistical analysis”, Sentence 1 to 34.

	
	
	(b) Describe any methods used to examine subgroups and interactions
	we performed subgroup analyses stratified by educational attainment levels as shown in Table S2.3.2, S2.5.2 and S3.3.2, S3.5.2

	
	
	(c) Explain how missing data were addressed
	No missing data because of data source from IOS

	
	
	(d) If applicable, explain how loss to follow-up was addressed
	Exclude from data set 

	
	
	(e) Describe any sensitivity analyses
	we performed subgroup analyses stratified by educational attainment levels as shown in Table S2.3.2, S2.5.2 and S3.3.2, S3.5.2

	Results
	

	Participants
	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
	(1) Initial Screening Pool: "Initial screening of 103,412 undergraduate students from all academic years and disciplines..." (Methods: Study design and participants)
(2) Excluded (Dining Data): 8,056 students matched with their dining data.
(3) Excluded (Incomplete Data): From the initial 8,056 students matched with their dining data, 6,447 participants [...] were ultimately included as study participants through the data linkage process.
(4) Follow-Up Completion and analysis: Analyses included all 6,447 participants with complete baseline and follow-up data.

	
	
	(b) Give reasons for non-participation at each stage
	(1) Initial Screening Pool: "Initial screening of 103,412 undergraduate students from all academic years and disciplines..." (Methods: Study design and participants)
(2) Excluded (Dining Data): 8,056 students matched with their dining data
(3) Excluded (Incomplete Data): From the initial 8,056 students matched with their dining data, 6,447 participants [...] were ultimately included as study participants through the data linkage process.

	
	
	(c) Consider use of a flow diagram
	See Figure 1

	Descriptive data
	14*
	(a) Give characteristics of study participants (eg demographic, clinical, social) and information on exposures and potential confounders
	See Table 1, Table S2.1, Table S3.1

	
	
	(b) Indicate number of participants with missing data for each variable of interest
	Non-missing data

	
	
	(c) Summarise follow-up time (eg, average and total amount)
	28 months for dietary data, 3 years for mental health survey data 

	Outcome data
	15*
	Report numbers of outcome events or summary measures over time
	

	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
	All regression analysis performed confounder-adjusted estimates and their precision of each variables. See table S2.3.1, table S2.5.1, table S3.3.1 and table S3.5.1

	
	
	(b) Report category boundaries when continuous variables were categorized
	(1) Depressive symptom onset: BDI-II score ≥14 at follow-up; Improvement: Reduction to BDI-II score <14.
(2) Group-based multi-trajectory models (GBMTs) identified trajectories (Chronic Recommended, Chronic High/Low, Fluctuating)

	
	
	(c) If relevant, consider translating estimates of relative risk into absolute risk for a meaningful time period
	The manuscript did not convert the relative risk (OR) into absolute risk measures. It only reported the cumulative incidence of depressive symptoms (9.7%) without stratification by exposure group or association with specific time periods.

	Other analyses
	17
	Report other analyses done—eg analyses of subgroups and interactions, and sensitivity analyses
	we performed subgroup analyses stratified by educational attainment levels as shown in Additional File 2: Table S2.3.2, S2.5.2 and, Additional File 3: S3.3.2, S3.5.2

	Discussion
	

	Key results
	18
	Summarise key results with reference to study objectives
	See discussion
(1) ‌Macronutrients‌

Carbohydrates‌: Chronic mildly high intake (7.68%) and chronic highly high intake (7.25%) were associated with ‌lower risk‌ of depressive symptom onset (OR=0.72 and 0.69, respectively) compared to recommended intake (10.8%).

‌    Protein‌: Chronic mildly/moderately high or increasing intake (8.12–8.76%) showed ‌protective effects‌ (OR=0.68–0.79).

‌   Fats‌: High SFA intake trajectories increased depression risk, while moderate MUFA intake was protective.

‌(2) Micronutrients‌

Vitamin B3‌: Moderately high increasing intake reduced onset risk (OR=0.65).

‌    Sodium (Na)‌: Chronic moderately high intake lowered risk (OR=0.59–0.75).

‌   Zinc (Zn)‌: Low intake trajectories (e.g., chronic lowest increasing) ‌elevated risk‌ (OR=1.50).

‌(3) Food Components‌
‌     Refined grains‌: Low or high intake increased onset risk (OR=1.34–1.81).

‌    Light-colored vegetables‌: Lowest/highest intake trajectories raised risk (OR=1.28–1.44).

‌   Oils/Sauces‌: Higher intake was protective (OR=0.60–0.94).
‌(4) Diet Quality (DBI-22)‌
Chronic slightly higher High Bound Score (HBS) reduced onset risk (OR=0.67).

‌(5) Depressive Symptom Transition‌

Improvement‌: Higher fat (OR=1.26–3.14) and potassium (OR=1.32) intake increased improvement odds.

‌   Progression‌: Low MUFA (OR=0.32–0.61) and zinc (OR=0.47–0.56) intake reduced progression risk but also lowered improvement chances.

	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
	See part of discussion, last paragraph. 

	Interpretation
	20
	Give a cautious overall interpretation of results considering objectives, limitations, multiplicity of analyses, results from similar studies, and other relevant evidence
	See part of discussion, paragraph 2 to 5

	Generalisability
	21
	Discuss the generalisability (external validity) of the study results
	(1) Single-Institution Bias‌

The study exclusively analyzed data from ‌one university in Shanghai‌, limiting extrapolation to other populations (e.g., non-student young adults, rural populations, or other regions).

‌    Magnitude of bias‌: Moderate, as dietary patterns and mental health risks may vary significantly across geographic, socioeconomic, and cultural contexts.

‌(2) On-Campus Dining Focus‌

The ‌IOS primarily captured cafeteria meals, potentially underestimating off-campus food consumption (e.g., fruits, desserts, takeout).

‌    Validation‌: A 7-day food diary (7DFD) sub-study showed strong correlations for most nutrients (r=0.59–0.88) between IOS and total dietary intake, suggesting the bias direction is toward underestimation but with limited magnitude for core nutrients.

	1
	

	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
	The 6th Round Three-Year Initiative Plan for Strengthening Public Health System Construction in Shanghai (Project No: GWVI-6)


*Give information separately for exposed and unexposed groups.
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 http://www.strobe-statement.org.

PAGE  
1

