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

	
	Item No
	Recommendation

	 Title and abstract
	1
	(a) Indicate the study’s design with a commonly used term in the title or the abstract

	
	
	-Reported. The study design is explicitly identified as a "retrospective cohort study" in the Abstract Methods section.

	
	
	(b) Provide in the abstract an informative and balanced summary of what was done and what was found
-Reported. A structured and balanced abstract is provided, outlining the study background, methods, primary results, and main conclusions.

	Introduction

	Background/rationale
	2
	Explain the scientific background and rationale for the investigation being reported
-Reported. The scientific rationale, physiological mechanisms of stress-induced glycemic variability, and current literature gaps in early-stage gastric cancer are detailed in Introduction paragraphs 1–4.

	Objectives
	3
	State specific objectives, including any prespecified hypotheses
-Reported. The specific objective to evaluate the impact of perioperative glycemic variability on 30-day infectious complications in a homogeneous non-diabetic cohort is stated in Introduction paragraph 5

	Methods

	Study design
	4
	Present key elements of study design early in the paper
-Reported. Key elements of the retrospective cohort design are presented early in the Methods section under "Study Population and Ethical Considerations".

	Setting
	5
	Describe the setting, locations, and relevant dates, including periods of recruitment, exposure, follow-up, and data collection
-Reported. The study was conducted at a single tertiary center (Ankara Bilkent City Hospital) including consecutive patients operated on between 2020 and 2025.

	Participants
	6
	(a) Give the eligibility criteria, and the sources and methods of selection of participants. Describe methods of follow-up
- Reported. Strict inclusion (Stage I–II upfront gastrectomy, age ≥18) and exclusion criteria (diabetes, neoadjuvant therapy, corticosteroid use, missing data) are listed under "Inclusion and Exclusion Criteria".

	
	
	(b) For matched studies, give matching criteria and number of exposed and unexposed
- Not Applicable. This is an unmatched observational cohort study. All consecutive eligible patients meeting the criteria were included without matching.

	Variables
	7
	Clearly define all outcomes, exposures, predictors, potential confounders, and effect modifiers. Give diagnostic criteria, if applicable
- Reported. Primary outcomes (30-day infectious complications per CDC criteria), exposure metric (POD 2 GV %), and potential confounders (age, ASA score, BMI, operative parameters) are clearly defined in the Methods section.

	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
- Reported. Data were extracted from electronic health records and surgical charts. Glycemic variability was measured via standard central laboratory venous blood sampling twice daily on POD 0, 1, and 2.

	Bias
	9
	Describe any efforts to address potential sources of bias
- Reported. Potential metabolic confounding and selection bias were minimized by strictly excluding diabetic patients, advanced-stage disease, and neoadjuvant therapy.

	Study size
	10
	Explain how the study size was arrived at
- Reported. All consecutive eligible patients during the 5-year study period were screened (n=685), yielding a final analytical cohort of n=166 bafter exclusions, as detailed in the study flowchart (Figure 1).

	Quantitative variables
	11
	Explain how quantitative variables were handled in the analyses. If applicable, describe which groupings were chosen and why
- Reported. Continuous variables were evaluated for normality. POD 2 GV was categorized into Low (<7.51%) and High (≥7.51%) groups based on ROC curve Youden index analysis.

	Statistical methods
	12
	(a) Describe all statistical methods, including those used to control for confounding
-Reported (Methods - Statistical Analysis). Univariate tests and multivariable logistic regression were used to control for confounders.

	
	
	(b) Describe any methods used to examine subgroups and interactions
-Reported (Results - Table 3). Infectious complication subtypes were analyzed separately.

	
	
	(c) Explain how missing data were addressed
-Reported (Methods - Exclusion Criteria). Incomplete cases (n=38) were excluded; no imputation was required.

	
	
	(d) If applicable, explain how loss to follow-up was addressed
-Reported (Methods - Outcome Measures). Complete 30-day follow-up data were retrieved from electronic records.

	
	
	(e) Describe any sensitivity analyses
-Not Applicable

	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
-Reported (Results & Figure 1). A total of n=685 patients were screened, n=519 were excluded based on strict criteria, and n=166 patients were included in the final analytical cohort (n=64 Low GV, n=102 High GV).

	
	
	(b) Give reasons for non-participation at each stage
-Reported (Figure 1). Detailed exclusion reasons are provided in Figure 1: n=245 advanced-stage/neoadjuvant therapy, n=141 diabetes/antidiabetic drugs, n=41 other malignancies, n=38 incomplete data, n=31 emergency/palliative surgery, and n=23 corticosteroid use.

	
	
	(c) Consider use of a flow diagram
-Reported (Figure 1). A complete STROBE-compliant patient selection flowchart is presented in Figure 1.

	Descriptive data
	14*
	(a) Give characteristics of study participants (eg demographic, clinical, social) and information on exposures and potential confounders
-Reported (Results - Table 2). Baseline demographic, clinical, and preoperative lab data are reported for the total cohort (n=166) and stratified separately for exposed/unexposed groups (Low GV, n=64 vs. High GV, n=102).

	
	
	(b) Indicate number of participants with missing data for each variable of interest
-Reported (Methods & Results). Patients with incomplete perioperative data (n=38) were excluded initially (Figure 1); there were no missing data among the n=166 included participants.

	
	
	(c) Summarise follow-up time (eg, average and total amount)
-Reported (Methods - Outcome Measures). A standardized 30-day postoperative follow-up period was evaluated for all primary infectious outcomes.

	Outcome data
	15*
	Report numbers of outcome events or summary measures over time
-Reported. Complication rates (overall infectious complications: 33.1%; pneumonia: 22.3%; organ/space SSI: 12.7%) are detailed in Table 3.

	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
-Reported (Results - Table 3 & Table 4). Unadjusted univariate comparisons for infectious outcomes are presented in Table 3 (p=0.015). Confounder-adjusted odds ratios (ORs) with 95% confidence intervals (CIs) from multivariable binary logistic regression are presented in Table 4 for age (OR: 1.066, 95% CI: 1.030–1.105, p<0.001) and High POD 2 GV (adjusted OR: 1.948, 95% CI: 0.905–4.192, p=0.088).

	
	
	(b) Report category boundaries when continuous variables were categorized
-Reported (Methods & Results - Table 1). Continuous glycemic variability was categorized into two groups based on the optimal ROC curve Youden index cutoff boundary of POD 2 GV <7.51% (Low GV, n=64) and ≥7.51% (High GV, n=102).

	
	
	(c) If relevant, consider translating estimates of relative risk into absolute risk for a meaningful time period
-Reported (Results - Table 3). Absolute infection rates are reported alongside comparative statistics (Overall infection: 40.2% in High GV vs. 21.9% in Low GV; Pneumonia: 28.4% vs. 12.5%; Organ/Space SSI: 16.7% vs. 6.2%).

	Other analyses
	17
	Report other analyses done—eg analyses of subgroups and interactions, and sensitivity analyses
-Reported. Comparative ROC curve analysis across individual postoperative days (POD 0, POD 1, POD 2, and Overall GV) is reported in Table 1 and Figure 2.

	Discussion

	Key results
	18
	Summarise key results with reference to study objectives
-Reported. The key finding that POD 2 GV is significantly associated with overall infectious complications in upfront gastrectomy is summarized in Discussion paragraph 1.

	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
-Reported. Single-center retrospective design, twice-daily sampling instead of continuous glucose monitoring (CGM), and modest AUC discriminatory power are explicitly discussed in Discussion paragraph 7.

	Interpretation
	20
	Give a cautious overall interpretation of results considering objectives, limitations, multiplicity of analyses, results from similar studies, and other relevant evidence
- Reported (Discussion & Conclusion). A cautious interpretation is provided, highlighting that elevated POD 2 GV reflects surgical stress-induced metabolic dynamics and shows a strong clinical trend toward increased infectious complications. Rather than claiming it as a standalone predictive biomarker (considering the modest AUC of 0.603 and multivariable p=0.088), it is interpreted as a supplementary physiological parameter to be integrated into broader clinical risk models.

	Generalisability
	21
	Discuss the generalisability (external validity) of the study results
- Reported. External validity and generalizability are discussed in the context of a highly homogeneous non-diabetic early-stage cohort.

	Other information

	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
- Reported (Declarations / Title Page). No funding. The authors declare that no financial support, grants, or external funding were received from any agency in the public, commercial, or not-for-profit sectors for the conduct or preparation of this study.


*Give information separately for exposed and unexposed groups.
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