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	Item
	No
	Recommendation
	Where reported in this manuscript

	Title and abstract
	1
	(a) Indicate the study’s design with a commonly used term in the title or the abstract
	p.1 (Title: “in a National Cohort”); p.1 (Abstract, Methods)

	
	
	(b) Provide in the abstract an informative and balanced summary of what was done and what was found
	pp.1–2 (structured Abstract: Background, Methods, Results, Conclusions)

	Introduction
	
	
	

	Background / rationale
	2
	Explain the scientific background and rationale for the investigation being reported
	pp.4–6 (Introduction, paragraphs 1–3)

	Objectives
	3
	State specific objectives, including any prespecified hypotheses
	p.6 (Introduction, final paragraph: two prespecified questions)

	Methods
	
	
	

	Study design
	4
	Present key elements of study design early in the paper
	p.6 (Study Population and Data; Target-Trial Emulation Protocol); pp.8–10 (Statistical Analysis, estimand framework)

	Setting
	5
	Describe the setting, locations, and relevant dates, including periods of recruitment, exposure, follow-up, and data collection
	p.6 (CHARLS, community-dwelling adults aged ≥45 years, 28 provinces, waves 2011–2018, face-to-face interviews; 2020-wave exclusion rationale in Supplementary Methods)

	Participants
	6
	(a) Give the eligibility criteria, and the sources and methods of selection of participants. Describe methods of follow-up
	pp.6–7 (eligibility: age ≥45, no baseline internet use, valid CES-D-10 <10; follow-up every 2–3 years through 2018); p.20 (Figure 2, sample flow)

	
	
	(b) For matched studies, give matching criteria and number of exposed and unexposed
	Not applicable (no matching)

	Variables
	7
	Clearly define all outcomes, exposures, predictors, potential confounders, and effect modifiers
	p.7 (Exposure: da056s10; sensitivity exposure i024. Outcome: CES-D-10, primary annualised change, secondary incident score ≥10); pp.8–9 (covariates)

	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
	p.6 (all variables verified against the CHARLS codebook); p.7 (reverse-coding of dc013/dc016; ≥7 valid items prorated to 0–30); standardised assessment identical across waves

	Bias
	9
	Describe any efforts to address potential sources of bias
	pp.6–10 (within-person fixed effects; clone-censor-weighting with IPCW; lead and placebo-lead tests; negative-control outcomes; respondents-only exposure definition; E-values and robustness values)

	Study size
	10
	Explain how the study size was arrived at
	pp.10–11 (76,629 person-waves; 17,976 trial-eligibilities from 12,081 unique persons; analytic samples fixed by the eligibility flow, no a priori sample-size calculation); p.20 (Figure 2)

	Quantitative variables
	11
	Explain how quantitative variables were handled in the analyses. If applicable, describe which groupings were chosen and why
	p.7 (continuous annualised change; validated threshold ≥10); p.9 (≥12 sensitivity threshold); p.14 (baseline <5 subgroup)

	Statistical methods
	12
	(a) Describe all statistical methods, including those used to control for confounding
	pp.8–10 (weighted linear and Cox models; sequential adjustment M0–M4; stabilised IPW, overlap weighting, doubly robust estimation; LMM-REML; within-person fixed effects; cluster-robust SEs)

	
	
	(b) Describe any methods used to examine subgroups and interactions
	p.9 (baseline <5; stratification by age, sex and urban residence); p.14 (Results); p.21 (Figure 4)

	
	
	(c) Explain how missing data were addressed
	p.7 (respondents-only exposure, missing never recoded as non-use; CES-D-10 proration); p.9 (complete-case sensitivity analysis)

	
	
	(d) If applicable, explain how loss to follow-up was addressed
	pp.6–7 (IPCW for attrition and strategy deviation; modified ITT censored only on loss to follow-up)

	
	
	(e) Describe any sensitivity analyses
	pp.9–10 (broadband exposure; ≥12 threshold; competing-risk models; stratified and complete-case analyses; exploratory mediation of sleep duration, Imai framework)

	Results
	
	
	

	Participants
	13
	(a) Report numbers of individuals at each stage of the study
	pp.10–11 (9,346 + 8,630 trial-eligibilities; 35,952 clones; 17,012 adherent clones; 15,173 persons in modified ITT); p.20 (Figure 2)

	
	
	(b) Give reasons for non-participation at each stage
	pp.10–11; p.20 (Figure 2, exclusion criteria at each stage)

	
	
	(c) Consider use of a flow diagram
	p.20 (Figure 2)

	Descriptive data
	14
	(a) Give characteristics of study participants and information on exposures and potential confounders
	pp.22–24 (Table 1); p.11 (Baseline Covariate Imbalance and Selection Bias)

	
	
	(b) Indicate number of participants with missing data for each variable of interest
	p.7 (proration rule; respondents-only exposure); pp.22–24 (Table 1)

	
	
	(c) Summarise follow-up time (e.g., average and total amount)
	pp.10–11 (mean 2.13 waves per adherent clone; 2.26 waves per person; follow-up through 2018)

	Outcome data
	15
	Report numbers of outcome events or summary measures over time
	p.12 and p.25 (3,461 incident events of elevated depressive symptoms; 869 deaths, n = 9,323)

	Main results
	16
	(a) Give unadjusted estimates and, where applicable, confounder-adjusted estimates and their precision (eg, 95% confidence interval)
	p.24 (Table 2, crude M0 through adjusted M4 and fixed-effects M5 with 95% CIs); p.25 (Table 3, per-protocol and ITT hazard ratios with 95% CIs); p.20 (Figure 1)

	
	
	(b) Report category boundaries when continuous variables were categorized
	p.7 (CES-D-10 ≥10); p.14 (baseline <5)

	
	
	(c) If relevant, consider translating estimates of relative risk into absolute risk for a meaningful time period
	p.21 (Figure 3, cumulative incidence functions for elevated symptoms and death); p.25 (Table 3, absolute event counts)

	Other analyses
	17
	Report other analyses done — eg, analyses of subgroups and interactions, and sensitivity analyses
	pp.12–15 (Results); pp.21–22 (Figures 4–5); Supplementary Materials (Tables S1–S13; Figures S1–S7)

	Discussion
	
	
	

	Key results
	18
	Summarise key results with reference to study objectives
	p.16 (Discussion, first paragraph)

	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
	p.19 (Strengths and limitations)

	Interpretation
	20
	Give a cautious overall interpretation of results considering objectives, limitations, multiplicity of analyses, results from similar studies, and other relevant evidence
	pp.16–19 (Discussion); p.9 (multiplicity statement, following Rothman)

	Generalisability
	21
	Discuss the generalisability (external validity) of the study results
	p.18 (Methodological contribution)

	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
	p.26 (Declarations, Funding: Tianjin Key Medical Discipline (Specialty) Construction Project, Grant No.TJYXZDXK-055B)



