Supplemental Table S1. Assessment Procedures and Measurement Properties of Outcome Measures
	Outcome
	Assessment procedures
	Measurement properties

	CRF
	Baseline resting heart rate, resting systolic blood pressure, and diastolic blood pressure were recorded before the exercise phase of CPET. CRF was assessed using CPET on a cycling ergometer (MGC Ultima CardiO2) with a ramp protocol. The workload increased by 10 W/min, and participants were instructed to maintain a cadence of 60 rotations per minute. The test was conducted and supervised by a physiatrist and continued until participants achieved maximal exertion, defined as a RER ≥1.1 or fulfillment of other predefined physiological criteria1.
	CPET is the gold-standard method for assessing CRF. Equipment calibration was performed before each test, and routine maintenance was conducted every 3 months to ensure measurement accuracy.

	Gait parameters
	The Timed Up and Go (TUG) test was used to evaluate gait parameters. Participants were seated in a standard armchair with a 3-m line marked on the floor. They were instructed to stand up, walk at their usual pace for 3 m, turnaround, walk back to the chair, and sit down. During the test, participants wore knee braces from the KNEESUP Compact Rehabilitation System on both knees. The system incorporates Smart Core motion trackers that precisely track movement, and the collected data were processed using the METASENS analysis software to generate gait parameters, including walking speed (m/s) and cadence (steps/min).
	Gait parameters generated by the METASENS analysis software were validated against a three-dimensional motion capture system (Qualisys AB, Göteborg, Sweden) using data from eight healthy adults who completed three 6-m walking trials. Criterion validity was evaluated using Bland–Altman analysis and measurement accuracy. All gait parameters were within the 95% limits of agreement, and the primary gait variables demonstrated accuracies exceeding 90%.

	Long COVID symptoms
	A structured checklist was used to systematically identify long COVID symptoms based on the based on the Centers for Disease Control and Prevention (CDC) description of post-COVID conditions2. A research assistant provided participants with standardized explanations to ensure accurate reporting. Symptoms that either persisted since the acute infection or newly emerged afterward were documented as manifestations of long COVID. In addition, all reported symptoms were confirmed by a physician through review of medical records when available. Eleven commonly reported long COVID symptoms were recorded2, 3.
	Symptom ascertainment was based on the CDC definition of post-COVID conditions and physician verification when medical records were available2, 3. 

	Body composition
	Body composition was assessed using the InBody 120 analyzer, which performs ten bioelectrical impedance measurements at two frequencies (20 kHz and 100 kHz) across five body segments (left arm, right arm, trunk, left leg, and right leg). Data on body fat mass (%), and lean mass (kg) were collected.
	Direct segmental multi-frequency bioelectrical impedance analysis has demonstrated excellent agreement with DXA for whole-body lean mass (ICC = 0.95–0.96) and body fat assessment (ICC = 0.88–0.97), with minimal bias on Bland–Altman analysis4.

	Sleep quality
	Sleep quality over the past month was assessed using the PSQI5. The PSQI includes 19 items that produce 7 component scores: subjective sleep quality, sleep latency, sleep duration, habitual sleep efficiency, sleep disturbances, use of sleep medications, and daytime dysfunction. The component scores are summed to yield a global score ranging from 0 to 21, with scores >5 indicating poor sleep quality.
	PSQI has demonstrated good validity and reliability (Cronbach’s α = 0.83; test–retest reliability = 0.85)5.

	QOL
	The Taiwanese version of WHOQOL–BREF, comprising the original 26 items and 2 culturally adapted items6. The questionnaire consists of four domains: physical (7 items), psychological (6 items), social (4 items), and environmental (9 items). Two additional items assess respect and acceptance in the social domain and dietary habits in the environmental domain6. Each item was rated on a 5-point scale, with higher scores reflecting better perceived QOL. Domain scores (range: 4–20) were calculated by multiplying the mean facet scores by a factor of 47.
	Taiwanese WHOQOL–BREF has demonstrated good validity and reliability at the domain level (Cronbach’s α = 0.70–0.77; test–retest reliability = 0.76–0.80)6.


Note. ACSM, American College of Sports Medicine; CDC, Centers for Disease Control and Prevention; CPET, cardiopulmonary exercise testing; CRF, cardiorespiratory fitness; DXA, dual-energy X-ray absorptiometry; ICC, intraclass correlation coefficient; METASENS, Motion Evaluation and Tracking Analysis System; PSQI, Pittsburgh Sleep Quality Index; QOL, quality of life; RER, respiratory exchange ratio; TUG, Timed Up and Go; WHOQOL–BREF, World Health Organization Quality of Life–BREF.
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