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	E-Table 1. Inclusion and exclusion criteria for the ARDS Survivor cohort.​

	Inclusion Criteria​
	Rationale​

	1. Age ≥18 years​
	Adults of all ages are susceptible to ARDS morbidity and mortality.​

	2. ARF requiring >24 hours of invasive ​
mechanical ventilation or high flow ​
nasal cannula oxygen​
	High flow nasal cannula is used as a first line therapy for ARDS. Allowable inclusion for NHBLI ARDS NEXIS trial. Proposed expansion criterion of Berlin criteria (Ref 98)​

	Exclusion Criteria​
	Rationale​

	1. Enrollment in a double-blinded clinical trial​
	Unknown whether intervention may affect immunophenotyping and biomarker measures or functional recovery outcome.​

	2. ARDS due to trauma​
3. ARDS during hospitalization with surgery​
	Trauma or surgery can confound recovery to pre-hospitalization baseline​
activity level.​

	4. Prior severe COVID requiring high flow nasal cannula oxygen therapy or critical COVID.​
	Prior COVID ALI/ARDS may confound recovery and biomarker measurements.​

	5. ICU admission within prior 3 months​
6. Cardiac surgery within prior 3 months​
	Pre-hospitalization physical activity level may reflect debilitation from prior critical illness and not baseline activity level.​

	7. Admission from long-term care​
	Usually does not ambulate independently, chronic multiple ADL disability.​

	8. Planned discharge to hospice or ​
long-term care​
	Functional recovery unlikely to be within goals of care.​

	9. Systemic connective tissue disorders​
10. Solid organ transplant​
11. WHO group I pulmonary hypertension​
12. Active solid tumor or blood malignancy​
13. Pregnancy​
	Immunophenotyping, biomarker measurements, and functional recovery may be affected uniquely by the condition​

	14. ARDS with new stroke or Guillain-Barré.​
15. Pre-existing neurological or muscular ​
disease with motor deficits​
	Recovery and frailty assessments affect by a single, chronic deficit or disease​

	16. Suspected anoxic brain injury ​
(e.g., post-cardiac arrest)​
	Often leads to withdrawal of life support, hospice care, or long-term care.​

	17. Moribund status​
	

	18. Dementia (IQCODE >3.31) ​
19. Uncontrolled psychiatric disorder ​
involving delusions​
	Potentially unreliable responses; dementia modifies physical recovery trajectory; difficult follow-up.​

	20. Homelessness or Prisoner ​
	Difficult follow-up.







E-Table 2 – List of surveys administered at specific study timepoints.
	Study Assessments
	Baseline Visit
	3-Month Telephone Follow-up
	3- Month In- Person Visit
	6-Month Telephone Follow-up
	12-Month Telephone Follow-up

	Language
	ü   
	ü   
	ü   
	ü   
	ü   

	4AT1,2
	ü   
	
	
	
	

	IQCODE3
	ü   
	
	
	
	

	Participant Information
	ü   
	
	
	
	

	Personal History
	ü   
	
	
	
	

	Katz ADL4,5
	ü   
	ü   
	
	ü   
	ü   

	Lawton IADL6
	ü   
	ü   
	
	ü   
	ü   

	PEP7
	ü   
	ü   
	
	ü   
	ü   

	DASI8,9
	ü   
	ü   
	
	ü   
	ü   

	Clinical Frailty Scale10
	ü   
	
	
	
	

	Frailty Phenotype Exhaustion11
	ü   
	
	ü   
	
	

	Physical Exam Form
	ü   
	
	ü   
	
	

	SPPB12
	ü   
	
	ü   
	
	

	Phlebotomy
	ü   
	
	ü   
	
	

	MOCA Blind13
	ü   
	ü   
	
	ü   
	ü   

	Initial ARDS SOFA Score14
	ü   
	
	
	
	

	Charlson Comorbidity Index15
	ü   
	
	
	
	

	Discharge Location
	ü   
	
	
	
	

	Hospital and Follow-up Dates
	ü   
	
	
	
	

	Changes to Information
	
	ü   
	
	ü   
	ü   

	Modified Medical Research Council  scale for dyspnea16
	
	ü   
	
	ü   
	ü   

	IES-617
	
	ü   
	
	ü   
	ü   

	HADS18,19
	
	ü   
	
	ü   
	ü   

	EQ5D-5L20
	
	ü   
	
	ü   
	ü   

	MOS Social Support Survey21
	
	ü   
	
	ü   
	ü   

	Custom-made Scale on Recovery*
	
	ü   
	
	ü   
	ü   

	Medications
	
	
	ü   
	
	

	FACIT- Fatigue Scale22
	
	
	ü   
	
	


4AT – Abbreviated Mental Test-4, IQCODE -Informant Questionnaire on Cognitive Decline in the Elderly, ADL – Activities of Daily Living, IADL – Instrumental Activities of Daily Living, PEP – Precipitating Events Project, DASI – Duke Activity Status Index, SPPB – Short Physical Performance Battery, MOCA- Montreal Cognitive Assessment, SOFA – Sequential Organ Failure Assessment, IES-6 – Impact Event Scale-6, HADS – Hospital Anxiety and Depression Scale, EQ5D-5L – EuroQol 5- Dimension Questionnaire, MOS – Medical Outcome Study, FACIT– Functional Assessment of Chronic Illness Therapy.

* “How recovered from your illness are you? Complete recovery means you no longer have symptoms related to your illness, you can do your usual daily activities, and you have returned to your previous state of health and mind before your illness.” Not recovered at all; somewhat recovered; about half recovered; mostly recovered; and, completely recovered.
[image: ]
E-Figure 1. Study flow diagram of eligible patients at each follow-up.
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65 ARDS survivors enrolled during the week prior
to hospital discharge

5 Died after hospital discharge and before
3-month follow-up

60 eligible for 3-month follow-up

12 declined voluntary 3-month in-person
follow-up

48 consented to voluntary 3-month
in-person follow-up

1 Died between 3- and 6-month follow-up

4 Pending 6-month follow-up due date at
the time of study analyses

55 eligible for 6-month follow-up

3 Died between 6- and 12-month follow-up

20 Pending 12-month follow-up due date at
the time of study analyses

32 eligible for 12-month follow-up





