Supplementary
Table S1. Comparison of residents with and without computable FI31-NH among residents aged ≥65 years admitted on or before 31 December 2019
	Variable
	FI31-NH computable
	FI31-NH non-computable

	Residents, n
	11,145
	11,499

	Age at admission, mean (SD)
	84.5 (6.9)
	84.5 (7.4)

	Female sex, %
	69.7
	64.2

	Median length of stay, days
	820
	53

	Death before 90 days, %
	2.8
	11.3

	Early discharge ≤90 days, %
	11.8
	48.4

	Barthel assessment available, %
	100.0
	51.1

	Barthel Index, mean (SD)*
	49.8 (31.4)
	48.6 (31.1)

	Tinetti assessment available, %
	100.0
	55.4

	Tinetti score, mean (SD)*
	13.8 (9.2)
	13.0 (9.2)

	Cognitive assessment available (Pfeiffer or Lobo), %
	100.0
	53.4

	Cognitive deficit score, mean (SD)*
	0.72 (0.41)
	0.63 (0.45)


FI31-NH: 31-item Frailty Index for Nursing Homes; SD: standard deviation. Residents were classified as FI31-NH non-computable when insufficient multidomain routine clinical data were available within the first 90 days after admission. Percentages were calculated using the number of residents in each group as denominator. Scale scores were calculated among residents with available assessments only.
Table S2. Deficits included in the FI31-NH, grouped by frailty domain and coding rules
	Dimension
	Item
	Coding rule

	Physical
	Sensory impairment
	1 if glaucoma OR cataract OR visual/hearing impairment

	Physical
	Paina
	0 = mild; 0.5 = moderate; 1 = severe

	Nutritional
	Body mass index (BMI)
	1 if <18.5 or ≥30; 0.5 if 25–29.9; 0 if 18.5–24.9

	Nutritional
	Oral nutritional supplement
	1 if current use

	Functional
	Tinetti
	1 if ≤14; 0.5 if 15–19; 0 if ≥20

	Functional
	Barthel Index
	1 if ≤35; 0.5 if 36–59; 0 if ≥60

	Clinical
	Hypertension
	1 if diagnosis present

	Clinical
	Heart failure
	1 if diagnosis present

	Clinical
	Urinary incontinence
	1 if diagnosis present

	Clinical
	Osteoarticular disease
	1 if diagnosis present

	Clinical
	Chronic kidney disease
	1 if diagnosis present

	Clinical
	Hypothyroidism
	1 if diagnosis present

	Clinical
	Chronic obstructive pulmonary disease (COPD)
	1 if diagnosis present

	Clinical
	Hyperthyroidism
	1 if diagnosis present

	Clinical
	Cerebrovascular disease
	1 if history of stroke or cerebrovascular event

	Clinical
	Anemia
	1 if diagnosis present

	Clinical
	Diabetes mellitus
	1 if diagnosis present

	Clinical
	Benign prostatic hyperplasia
	1 if diagnosis present

	Clinical
	Peripheral venous insufficiency
	1 if diagnosis present

	Clinical
	Ischemic heart disease
	1 if diagnosis present

	Clinical
	Arthritis
	1 if diagnosis present

	Clinical
	Comorbidity
	1 if ≥7 chronic conditions

	Clinical
	Polypharmacy
	0 if 1–4 drugs; 0.5 if 5–9; 1 if ≥10

	Clinical
	Analgesic – opioid
	1 if current use

	Clinical
	Analgesic – NSAID
	1 if current use

	Clinical
	Cardiovascular – diuretic
	1 if current use

	Clinical
	Antihypertensive
	1 if current use

	Clinical
	Respiratory – anticholinergic bronchodilator
	1 if current use

	Cognitive
	Cognitiona
	Pfeiffer: 0 if 0–2; 0.5 if 3–4; 1 if ≥5. Lobo: 0 if ≥28; 0.5 if 24–27; 1 if ≤23

	Psychological/emotional
	Depression or anxiety
	1 if depression OR anxiety

	Psychological/emotional
	Psychotropic medication use
	0 if none; 0.5 if one group; 1 if ≥2 groups



a Pain and cognitive deficits were derived from routinely collected clinical assessments. When more than one instrument was available for the same domain, predefined prioritization rules were applied. For pain, the visual analogue scale (EVA) was preferred over PainAD because the first one is self-reported and the second is used when the previous is not available. For cognition, the Pfeiffer Short Portable Mental Status Questionnaire was prioritized when available, because it is more consistently recorded, and the Lobo Cognitive Mini-Exam was used otherwise to maximize data completeness while capturing the same cognitive domain. Each scale was coded on a three-level scale (0, 0.5, 1). When more than one cognitive assessment was available, the highest deficit value was retained. Body mass index was coded as an operational nutritional/metabolic deficit using standard BMI categories, following prior frailty-index construction procedures in which underweight and obesity were treated as full deficits and overweight as a partial deficit. This coding should not be interpreted as a stand-alone nutritional diagnosis in older nursing home residents.

Table S3. Sensitivity analysis according to baseline window definition
	Baseline window, days
	Cox model n
	Events
	FI mean (SD)
	FI median (IQR)
	% FI ≥0.25
	HR per 0.01 (95% CI)
	p-value

	30
	2,624
	1,216
	0.259 (0.096)
	0.258 (0.194-0.323)
	52.0
	1.023 (1.017-1.029)
	<0.001

	45
	4,056
	1,974
	0.260 (0.096)
	0.258 (0.194-0.323)
	51.7
	1.023 (1.018-1.027)
	<0.001

	60
	5,326
	2,728
	0.260 (0.095)
	0.258 (0.194-0.323)
	51.8
	1.024 (1.020-1.028)
	<0.001

	90
	10,728
	6,688
	0.258 (0.094)
	0.258 (0.194-0.323)
	50.7
	1.022 (1.019-1.024)
	<0.001


FI31-NH: 31-item Frailty Index for Nursing Homes; HR: hazard ratio; CI: confidence interval; SD: standard deviation; IQR: interquartile range. Cox models were adjusted for age and sex and used complete-case data. HRs are expressed per 0.01-unit increase in FI31-NH. Sample sizes differed across windows because each analysis required FI31-NH computability and valid mortality follow-up within the corresponding baseline-window definition.

Table S4. Kaplan-Meier cumulative mortality according to FI31-NH ≥0.25 threshold
	FI31-NH group
	N
	1-year cumulative mortality, % (95% CI)
	3-year cumulative mortality, % (95% CI)
	5-year cumulative mortality, % (95% CI)

	FI31-NH <0.25
	5,360
	11.5 (10.5-12.4)
	33.6 (32.0-35.1)
	54.6 (52.9-56.3)

	FI31-NH ≥0.25
	5,503
	17.5 (16.4-18.6)
	46.6 (45.0-48.1)
	69.6 (68.1-71.0)


FI31-NH: 31-item Frailty Index for Nursing Homes; CI: confidence interval. Cumulative mortality was estimated using Kaplan-Meier methods with standard right-censoring. The FI31-NH threshold of 0.25 was used for clinical interpretability. Values are presented as percentages with 95% confidence intervals.
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