eTable 1. Literature search. Each of the main search terms (on the left column) were combined with specific keywords (on the right column)
	Main search term
	Specific keywords

	UHR OR psychosis risk OR ultra high risk OR at risk mental state OR subclinic* psychosis OR earl* psychosis OR prodrom* psychosis 
	relatives related OR first degree relative

	
	maternal age OR paternal age

	
	complication* of pregnancy 

	
	obstetric complication*

	
	pregnancy problem

	
	pregnancy difficult*

	
	maternal characteristic

	
	maternal problem

	
	maternal 

	
	bleeding

	
	preeclampsia

	
	RH incompatibilities

	
	rhesus incompatibilities

	
	RH

	
	placental abruption

	
	threatened premature delivery

	
	premature delivery

	
	abnormal gestational age 

	
	gestational age 

	
	maternal smoking

	
	maternal tobacco

	
	maternal anaemia

	
	maternal obesity 

	
	maternal diabetes

	
	gestational diabetes

	
	maternal drug use

	
	maternal alcohol use

	
	premature rupture of membrane*

	
	twin birth

	
	abnormal foetal growth and development OR abnormal fetal growth and development

	
	abnormal foetal growth OR abnormal fetal growth

	
	foetal growth OR abnormal fetal growth

	
	abnormal foetal development OR abnormal fetal development

	
	foetal development OR fetal development

	
	development

	
	foetal abnormalit* OR fetal abnormalit*

	
	low birth weigth

	
	birth weigth

	
	small birth length

	
	small birth parameter

	
	birth length

	
	birth parameter

	
	small head circumference

	
	small head size

	
	small head diameter

	
	head circumference

	
	head size

	
	head diameter

	
	size for gestational age

	
	size gestational age

	
	small for gestational age

	
	small gestational age

	
	congenital malformation*

	
	congenital deformit*

	
	congenital syndrom*

	
	medical condition

	
	infection 

	
	Chlamidia Pneumoniae

	
	Chlamydia Trachomatis

	
	Chlamydia Psittaci

	
	HHV1

	
	HHV2

	
	HHV6

	
	Toxoplasma Gondii

	
	VZV

	
	EBV

	
	CMV

	
	BDV

	
	HERV-W

	
	HERV-K115

	
	influenza

	
	HTLV1

	
	JC virus

	
	BK virus

	
	HIV

	
	Toxocara Spp.

	
	Parvovirus B19

	
	Parvovirus AAV-2

	
	epilep*

	
	seizures

	
	child* CNS infection

	
	child* nerv* infection

	
	traumatic brain injury

	
	brain injury

	
	brain trauma

	
	substanc*

	
	early drug use

	
	drug use

	
	tobacco

	
	cannabis

	
	alcohol

	
	trauma

	
	child* trauma

	
	life event

	
	stress

	
	adversity

	
	childhood adversity

	
	sexual abuse

	
	physical abuse

	
	emotional abuse

	
	psycholog* abuse

	
	abuse

	
	bullying

	
	neglect

	
	parental loss

	
	early parental separation

	
	parental communication deviance

	
	adult trauma

	
	adult adversity

	
	social context

	
	parental social class

	
	ethnicity

	
	Caribbean UK

	
	adoption

	
	migrant status

	
	immigrant

	
	environment*

	
	urbanicity

	
	season birth

	
	level education

	
	age

	
	sex

	
	gender

	
	comorbid affective disorders

	
	psych* disord*

	
	psych* probl*

	
	emotional liability

	
	social anxiety

	
	passivity

	
	axis I

	
	axis II

	
	personality measuremen*

	
	childhood behavior

	
	disruptive behav*

	
	poor social relations

	
	development

	
	social withdrawal 

	
	antisocial/externalizing behavior

	
	aggressive behav*

	
	neurobiological change*

	
	neurobehav* defic*

	
	sexuality

	
	heteros*

	
	homosexual*

	
	religion

	
	culture

	
	cardiometabolic

	
	BMI

	
	physical activity

	
	diet

	
	genetic risk

	
	genet*


eTable 2. MOOSE checklist

	Criteria
	Brief description of how the criteria were handled in the meta-analysis

	Reporting of background should include
	

	(
	Problem definition
	Identification of environmental and genetic risk factors in ultra high risk patients compared with controls. 

	(
	Hypothesis statement
	We hypothesized that subjects at ultra high risk for psychoses had significant risk factors for psychosis as compared to controls.

	(
	Description of study outcomes
	Odds ratios. 

	(
	Type of exposure or intervention used
	Studies included were original articles investigating patients with UHR compared with controls, exposed or not to an environmental or genetic risk factor. 

	(
	Type of study designs used
	Cohort studies and case-control studies.

	(
	Study population
	Subject at ultra high risk of psychoses defined according to international and established criteria and controls. 

	Reporting of search strategy should include
	

	(
	Qualifications of searchers
	The credentials of the two investigators SDS and MT are indicated in the author list and in the acknowledgements.

	(
	Search strategy, including time period included in the synthesis and keywords
	“UHR”, “psychosis risk”, “ultra high risk”, “at risk mental state”, “subclinic* psychosis”, “earl* psychosis”, “prodrom* psychosis”, “psychosis onset”, “psychosis risk environment” with specific keywords relative to the type of the diverse risk factors of interest. A second step involved manual search of the reference lists of the retrieved articles.

	(
	Databases and registries searched
	Web of ScienceSM and MEDLINE®.

	(
	Search software used, name and version, including special features
	Web of KnowledgeSM.

	(
	Use of hand searching
	We hand-searched bibliographies of retrieved papers for additional references.

	(
	List of citations located and those excluded, including justifications
	Details of the literature search process are outlined in the PRISMA flowchart.  

	(
	Method of addressing articles published in languages other than English
	The search included abstract in English language only.

	(
	Method of handling abstracts and unpublished studies
	Abstracts and unpublished studies were excluded.

	(
	Description of any contact with authors
	We contacted all the corresponding authors to provide additional data for the meta-analysis when needed.

	Reporting of methods should include
	

	(
	Description of relevance or appropriateness of studies assembled for assessing the hypothesis to be tested
	Detailed inclusion and exclusion criteria were described in the methods section. 

	(
	Rationale for the selection and coding of data
	Data extracted from each of the studies were related to the population characteristics, study design, exposure, outcome, and possible effect of confounders.

	(
	Assessment of confounding
	To qualitatively estimate the impact of potential confounders we further collected the following variables: type of UHR psychometric instrument, age, sex, year of publication and quality of study. Meta-regressions were additionally used to examine the quantitative influence of quality of studies.

	(
	Assessment of study quality, including blinding of quality assessors; stratification or regression on possible predictors of study results
	We adapted the Newcastle-Ottawa Scale for the evaluation of non-randomized studies. This tool has been adopted in recent meta-analyses.

	(
	Assessment of heterogeneity
	Heterogeneity was assessed with the I2 index.

	(
	Description of statistical methods in sufficient detail to be replicated
	Random effect meta-analysis. Description of methods of meta-analyses, sensitivity analyses, meta-regressions and assessment of publication bias were fully detailed in the methods.

	(
	Provision of appropriate tables and graphics
	We included the PRISMA flow-chart and several tables to describe the literature search and its results. Several tables were used to describe the main findings of the analyses and findings.

	Reporting of results should include
	

	(
	Graph summarizing individual study estimates and overall estimate
	We have appended illustrative tables in the main text when appropriate. Additional tables were presented as supplementary material to fully describe the results.

	(
	Table giving descriptive information for each study included
	Table 1 

	(
	Results of sensitivity testing


	Sensitivity analyses (i.e. exclusion of 1 study at a time) after outliers identification were reported in the main text and supplementary results when appropriate.

	(
	Indication of statistical uncertainty of findings
	We did report mean estimates for the main outcome and 95% CI.

	Reporting of discussion should include
	

	(
	Quantitative assessment of bias
	Descriptions of quantitative assessment of bias are detailed in the methods; results are described in the main text and supplementary materials. 

	(
	Justification for exclusion
	Exclusion criteria were: (a) abstracts, pilot datasets, and manuscripts in languages other than English; (b) articles that did not employ internationally validated definitions for UHR; (c) articles with datasets included in larger samples as acknowledged by the authors; (d) prevalence studies or Randomized Controlled Trials; (e) studies that did not investigate risk factors as part of the primary or secondary study’s aims; (f) studies that could not provide meta-analytical data; (g) studies addressing biomarkers of psychosis.

	(
	Assessment of quality of included studies
	We entered the results of the Newcastle-Ottawa Quality Assessment Scale in meta-regression analyses.

	Reporting of conclusions should include
	

	(
	Consideration of alternative explanations for observed results
	We discussed alternative explanations for our findings, specifically considering potential methodological shortcomings.

	(
	Generalization of the conclusions
	We have clearly addressed the generalization of the conclusions in the discussion section

	(
	Guidelines for future research
	We have suggested possible streams of future diagnostic development and research in the discussion

	(
	Disclosure of funding source
	No separate funding was necessary for the undertaking of this systematic review.


eTable 3. Qualitative evidence from the available literature in established psychosis showing that each risk factor considered in the systematic review is significantly associated with an increased risk of psychotic disorders.
	Domain
	Type of risk factor
	Association with Psychosis
	Level of evidence
	Supporting reference

	PRENATAL/PERINATAL RISK FACTORS

	Complications of pregnancy
	Gestational age < 37w
	OR 2.44 (95% CI 1.13 to 5.26)
	Meta-analysis
	1

	
	Maternal tobacco smoking 
	OR 1.20 (95% CI 1.05 to 1.37)
	Single study 
	2

	
	Maternal drug use
	OR 1.68 (95% CI 1.01 to 2.79)a
	Single study
	3

	
	Maternal alcohol use
	RR 4.9 (95% CI 2 to 12.5)b   
	Single study
	4

	Obstetric complications
	Birth weight < 2000g
	OR 3.89 (95% CI 1.40 to 10.84)
	Meta-analysis
	5

	
	Birth weight < 2500g
	OR 1.67 (95% CI 1.22 to 2.29)
	Meta-analysis
	5

	
	Caesarean delivery
	OR 3.24 (95% CI 1.40 to 7.50)c  
	Meta-analysis
	5

	
	Breech or abnormal presentation 
	OR 2.67 (CI 1.01 to 7.04)d   
	Meta-analysis
	
 ADDIN EN.CITE 
6


	
	Cord knotted or around neck
	OR 2.2 (95% CI 1.07 to 4.52)
	Single study
	7

	
	Incubator > 4 w
	OR 2.21 (95% CI 1.38 to 3.54)
	Meta-analysis
	1

	
	Unspecified obstetric complication
	OR 1.38 (95% CI 1.05 to 1.84)
	Meta-analysis
	1

	LATER RF & ANTECEDENTS

	Ethno-social group
	Ethnic minority
	IRR 2.88 (95% CI 1.89 to 4.39)e
	Meta-analysis
	8

	
	1st generation migrant
	IRR 2.30 (95% CI 2.0 to 2.7)
	Meta-analysis
	9

	
	2nd generation migrant
	IRR 2.10 (95% CI 1.80 to 2.0)
	Meta-analysis 
	9

	
	Perceived ethnic discrimination
	IRR 4.00 (95% CI 3.00 to 5.35)
	Single study
	
 ADDIN EN.CITE 
10


	Physical conditions
	Traumatic brain injury
	OR 1.60 (95% CI 1.17 to 2.32)
	Meta-analysis
	11

	
	Physical inactivity 
	OR 7.76 (95%CI 2.43 to 24.79)
	Meta-analysis 
	12

	Substances
	Tobacco
	OR 2.18 (95% CI 1.23 to 3.85)
	Meta-analysis
	13

	
	Cannabis
	OR 3.90 (95% CI 2.84 to 5.34)f
	Meta-analysis
	14

	
	Alcohol
	OR 6.37 (95% CI 3.59 to 11.34)g 
	Single study
	15

	
	Cocaine
	OR 3.4 (95% CI 2.0 to 6.0)
	Single study
	16

	
	Amphetamines
	OR 8.3
(95% CI 2.8 to 24.6)h 
	Single study 
	17

	
	Barbiturates
	OR 3.8 (95% CI 1.53 to 9.39)i
	Single study
	18

	
	Opiates
	OR 10.1 (95% CI 2.8 to 36.4)j
	Single study 
	17

	
	Hallucinogens
	OR 5.12 (95% CI 2.89 to 9.09)k
	Single study 
	
 ADDIN EN.CITE 
19


	
	Ecstasy
	OR 2.8 (95% CI 1.6 to 4.9)
	Single study 
	16

	Trauma/adversity
	Childhood trauma
	OR 2.78 (95% CI 2.34 to 3.31)
	Meta-analysis 
	20

	
	Childhood sexual abuse
	OR 2.38 (95% CI 1.98 to 2.87)
	Meta-analysis 
	20

	
	Childhood physical abuse
	OR 2.95 (95% CI 2.25 to 3.88)
	Meta-analysis 
	20

	
	Childhood emotional abuse
	OR 3.40 (2.06 to 5.62)
	Meta-analysis 
	20

	
	Childhood emotional neglect
	OR 2.90 (95% CI 1.71 to 4.92)l
	Meta-analysis
	20

	
	Childhood physical neglect
	
	
	20

	
	Childhood bullying
	OR 2.39 (95% CI 1.83 to 3.11)
	Meta-analysis 
	20

	
	Adverse life events
	OR 3.19 (95% CI 2.15 to 4.75)
	Meta-analysis 
	21

	
	High perceived stress
	OR 4.78 (95% CI 2.89 to 7.91) 
	Single study
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22


	Functioning
	Childhood low functioning
	HR 4.26 (95% CI 1.79 to 10.11)m
	Single study 
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23


	
	Early adolescence low functioning
	
	
	

	
	Late adolescence low functioning
	
	
	

	
	Social deficits
	OR 5.5.2 (95% CI 1.65 to 18.43)
	Meta-analysis 
	24

	Psychiatric comorbidities
	Affective comorbidities
	OR 5.9 (95% CI 1.8 to 19.3)
	Single study 
	25

	Personality traits
	Novelty seeking
	OR 0.28 (95% CI 0.18 to 0.44)
	Single study 
	26

	
	Harm avoidance
	OR 5.92 (95% CI 4.59 to 7.63)
	Meta-analysis 
	26

	
	Reward dependence
	OR 0.46 (95% CI 0.36 to 0.58) 
	Meta-analysis 
	26

	
	Persistence
	OR 0.66 (95% CI 0.36 to 0.83)
	Meta-analysis
	26

	
	Self-directedness
	OR 0.18 (95% CI 0.14 to 0.23)
	Meta-analysis 
	26

	
	Cooperativeness
	OR 0.43 (95% CI 0.34 to 0.54)
	Meta-analysis 
	26

	
	Self-transcendence 
	OR 3.02 (95% CI 2.35 to 3.89)
	Meta-analysis 
	26

	SOCIO-DEMOGRAPHIC & FAMILIAR RISK FACTORS

	Socio-Demographic risk factors
	Male gender
	HR 1.99 (95 CI 1.70 to 2.33)n
	Meta-analysis
	27

	
	Single status
	RR 3.89 (95% CI 2.40 to 6.32) 
	Single study
	28

	
	Unemployment
	OR 3.84 (95% CI 2.06 to 7.18)
	Single study
	29

	
	Black ethnicity
	RR 4.7 (95% CI 3.3 to 6.8)o
	Meta-analysis
	27

	
	Low educational level 
	RR 4.32 (95% CI 2.70 to 6.92)
	Single study
	28

	Familiar risk factors
	Familiar history of non psychotic mental disorder
	RR 6.42 (95% CI 2.20 to 18.78)p  
	Meta-analysis
	30

	
	Low parental socio-economic status
	OR 1.3 (95% CI 1.2 to 1.4)
	Single study
	31


Continuous measures were converted into Odds Ratios (OR) as indicated in the main text; HR, Hazard Ratios; RR, Relative Risk; IRR, Incidence Rate Ratios.
a. Prenatal cocaine and cannabis exposure; the outcome is thought disorder
b. Mothers with alcoholic liver disease.
c. Emergency caesarean section

d. Non-vertex presentation
e. Since the Meta-analysis do not report an overall value, the IRR of the study with the highest quality score has been reported
f. Risk of schizophrenia and other psychosis-related outcomes among the heaviest cannabis users compared to the nonusers

g. Alcohol dependence

h. Amphetamine  abuse 

i. Patients included in the study have a diagnosis of partial epilepsy

j. Opiates moderate dependence

k. >2 psychotic symptoms

l. Emotional and physical neglect are studied as a unique variable by Varese et al.

m. Poor premorbid adjustment

n. SZ<45y M vs F 

o. Black African in UK

p. Parental diagnosis of Bipolar disorder
eResults Systematic review
Genetic risk factors

There were no studies investigating genetic risk factors in UHR individuals meeting the inclusion criteria. 
Environmental risk factors

Prenatal/perinatal risk factors

Complications of pregnancy

One study 
 ADDIN EN.CITE 
32
 found that gestational age < 37 weeks was not associated with the UHR state. Two studies found no association between maternal tobacco smoking 
 ADDIN EN.CITE 
32,33
, maternal illicit drug use 
 ADDIN EN.CITE 
32,33
 and maternal alcohol use 
 ADDIN EN.CITE 
32,33
 and the UHR state. 

Obstetric complications

Two studies 
 ADDIN EN.CITE 
32,33
 reported higher proportions of unspecified obstetric complications in the UHR group as compared to healthy controls. One study 
 ADDIN EN.CITE 
32
 investigated low birth weight (< 2000g or < 2500g), finding no association with the UHR state. Two studies 
 ADDIN EN.CITE 
32,33
 found no significant association between cesarean delivery and the UHR state. One study 
 ADDIN EN.CITE 
32
 found no significant association between the proportion of breech or abnormal presentation, cord knotted or around neck and incubator > 4 weeks and the UHR state.
Later risk factors and antecedents

Ethno-social group

One study 
 ADDIN EN.CITE 
34
 found a trend towards greater levels of ethnic minority in neighborhoods of UHR subjects compared to controls. Conversely, two studies found that the immigration status
 ADDIN EN.CITE 
35,36
, defined as 1st or 2nd generation migrant, was not associated with the UHR state. One study found that UHR subjects were more likely to perceive ethnic discrimination than healthy controls
 ADDIN EN.CITE 
36
. 
Physical conditions 

One study 37 reported more mild brain injuries in UHR subjects than in healthy controls (mean age of first injury at 10-11 years). Two studies 
 ADDIN EN.CITE 
38,39
 found higher physical inactivity in UHR subjects compared to healthy controls. 

Substance abuse

There were relatively 
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more studies investigating the association of substance abuse and the UHR state. Three studies addressed tobacco use 
 ADDIN EN.CITE 
40-42
: two of them 
 ADDIN EN.CITE 
40,41
 reported that the UHR state was associated with significantly higher tobacco use than healthy controls and one found no differences 42. Five studies investigated cannabis use 
 ADDIN EN.CITE 
40-44
: two of them 
 ADDIN EN.CITE 
40,41
 demonstrated significantly higher rates of lifetime cannabis exposure in UHR than healthy controls, while the other three did not find any difference 
 ADDIN EN.CITE 
42-44
. Four studies 
 ADDIN EN.CITE 
40,41,43,44
 addressed alcohol use: two of them found reduced use of alcohol in UHR individuals 
 ADDIN EN.CITE 
41,44
 and the other two found no differences 
 ADDIN EN.CITE 
40,43
. Two studies 
 ADDIN EN.CITE 
40,43
 investigated the proportion of cocaine and amphetamines use in UHR individuals compared to healthy controls and neither found significant differences. One study 
 ADDIN EN.CITE 
40
 found no difference in barbiturates exposure between UHR subjects and healthy control. Three studies 
 ADDIN EN.CITE 
40,41,44
 investigated opiates and hallucinogens use in UHR individuals compared to healthy controls but none of them found significant between-group differences. One study 40 found no significant differences with respect to ecstasy use in UHR individuals compared to healthy controls. 

Trauma/adversity 

Three studies 
 ADDIN EN.CITE 
45-47
 investigated childhood trauma: two of them 
 ADDIN EN.CITE 
45,47
 reported more frequent traumatic events in UHR subjects compared to healthy controls and one study 46 found no differences. Two studies 
 ADDIN EN.CITE 
48,49
 analyzed the history of childhood sexual abuse, physical abuse, emotional abuse, emotional and physical neglect in UHR and healthy controls. The findings were not significant with respect to sexual abuse, physical abuse, physical neglect and contrasting with respect to emotional neglect, while they suggested higher childhood emotional abuse in UHR subjects. Three studies 
 ADDIN EN.CITE 
46,47,50
 investigated bullying experiences: two of them 
 ADDIN EN.CITE 
47,50
 found that UHR participants were subject to more bullying experiences as compared to healthy controls. With respect to the proportion of adverse life events, two studies reported similar rates in UHR and healthy controls 43,
 ADDIN EN.CITE 
51
. Five studies 
 ADDIN EN.CITE 
42,45,52-54
 have analyzed perceived stress in UHR individuals compared to healthy controls, and one study 54 compared UHR to UHR-. Two of them reported significant difference between the groups 
 ADDIN EN.CITE 
45,53
, while the other three studies did not report significant differences 
 ADDIN EN.CITE 
42,52,54
.

Functioning

Three studies 
 ADDIN EN.CITE 
35,49,55
 analyzed general childhood functioning in UHR subjects compared to healthy controls and all of them suggested worse childhood functioning in the patients. Two studies 
 ADDIN EN.CITE 
35,49
 found poorer early and late adolescent functioning in UHR individuals compared to healthy controls. There were fourteen studies (and fifteen datasets)
 ADDIN EN.CITE 
45,46,56-67
 comparing social deficits in UHR patients and controls; in two of them 
 ADDIN EN.CITE 
61,66
 the control group was composed of UHR- individuals. Only five of these studies did not report significant associations with the UHR state 
 ADDIN EN.CITE 
59,62,63,66,67
.

Affective comorbidities

Nine studies 
 ADDIN EN.CITE 
43,45,53,54,59,62,68-70
 (with ten datasets) investigated the presence of psychiatric comorbidities in UHR individuals as compared to controls; two of them 
 ADDIN EN.CITE 
54,70
 used UHR- as control group. Seven studies 
 ADDIN EN.CITE 
43,45,53,59,62,68,69
 (with eight datasets) found higher rates of affective comorbidities in UHR individuals, and two
 ADDIN EN.CITE 
54,70
 found no significant association with the UHR state. 

Personality traits

One study compared alterations of temperamental and character aspects
 ADDIN EN.CITE 
71
, showing that, compared to controls, UHR subjects had higher harm avoidance, lower reward dependence, lower persistence, lower self-directedness, lower cooperativeness and no difference for novelty seeking and self-transcendence.
Sociodemographic and familiar risk factors

Sociodemographic risk factors

Twenty-three samples 
 ADDIN EN.CITE 
32,36,39,42,43,46-48,51,54,56,57,60,61,64,67,68,71
 investigated the proportion of males in UHR samples and controls; three of them
 ADDIN EN.CITE 
54,61,70
 used UHR- individuals as control group. Only one paper 57 reported higher rates of males in UHR samples. Five studies 
 ADDIN EN.CITE 
35,42,46,49,59
 investigated the proportion of single patients, and two of them 
 ADDIN EN.CITE 
46,59
 reported higher rates of single individuals in the UHR group as compared to the healthy control group. Seven studies investigated the employment status in UHR and healthy controls 
 ADDIN EN.CITE 
43,44,49,50,52,58,72
 and one 
 ADDIN EN.CITE 
61
 in UHR and UHR- subjects. Three of them 
 ADDIN EN.CITE 
50,51,58
 found that unemployment is associated with the UHR state, while the others 
 ADDIN EN.CITE 
43,49,52,61,72
 uncovered no associations. Ten studies 
 ADDIN EN.CITE 
36,41,43-45,54,57,64,70,73
 compared UHR and controls in terms of proportion of black ethnicity; two of them 
 ADDIN EN.CITE 
54,70
 used UHR- subjects as control group. None of them found significant associations. Seven studies 
 ADDIN EN.CITE 
46,47,49,57,60,62,71
 compared the educational level in UHR and healthy controls; none of them found significant associations. 

Familial risk factors

One study 74 found higher rates of familial history of non-psychotic mental disorders in UHR subjects compared to healthy controls. Five studies 
 ADDIN EN.CITE 
34,39,50,57,75
 addressed the low parental socio-economic status in UHR and healthy controls, but only one 50 found a significant association with the UHR state.
eTable 4. Quality assessment of included studies 
	Author
	Selection
	Comparability
	Exposure
	NOS stars

	Reininghaus et al 201652
	****
	
	*
	5

	Shaik et al 2016
 ADDIN EN.CITE 
36

	***
	**
	**
	7

	Papmeyer et al 201646
	****
	
	**
	6

	Stowkowy et al 2016
 ADDIN EN.CITE 
47

	***
	
	*
	4

	Deighton et al 201637
	***
	
	**
	5

	Palmier-Claus et al 2016
 ADDIN EN.CITE 
45

	***
	
	**
	5

	Masillo et al 2016
 ADDIN EN.CITE 
61

	***
	
	**
	5

	Bentley et al 201654
	***
	
	**
	5

	Thompson et al 201566
	***
	
	***
	6

	O’Donoghue et al 201563
	***
	
	***
	6

	Valmaggia et al 2015
 ADDIN EN.CITE 
53

	***
	**
	**
	7

	Buchy et al 2015
 ADDIN EN.CITE 
41

	***
	
	*
	4

	Deighton et al 201538
	***
	*
	**
	6

	Kirkbride et al 201534
	***
	
	**
	5

	Valmaggia et al 201550
	***
	**
	**
	7

	Welsh et al 201567
	***
	**
	**
	7

	Kotlicka-Antczak et al 2014
 ADDIN EN.CITE 
32

	***
	
	**
	5

	Simeonova et al 2014
 ADDIN EN.CITE 
55

	****
	*
	**
	7

	Russo et al 2014
 ADDIN EN.CITE 
51

	***
	
	**
	5

	Russo et al 2014
 ADDIN EN.CITE 
44

	***
	
	**
	5

	Stowkowy et al 201335
	***
	
	*
	4

	Tikka et al 201349
	***
	
	*
	4

	DeVylder et al 201343
	***
	
	**
	5

	Hui et al 201359
	***
	**
	*
	6

	Jalbrzikowski et al 201375
	***
	*
	**
	6

	Mittal et al 201339
	****
	*
	***
	8

	Sahin et al 201348
	**
	*
	**
	5

	Song et al 2013
 ADDIN EN.CITE 
71

	***
	
	**
	5

	Schlosser et al 201264
	****
	
	**
	6

	Auther et al 201240
	***
	*
	*
	5

	Palmier-Claus et al 201273
	***
	**
	*
	6

	Chudleigh et al 201168
	****
	
	**
	6

	Pruessner et al 201142
	***
	**
	**
	7

	Carrion et al 201157
	***
	
	**
	5

	Jang et al 201160
	****
	
	*
	5

	Stanford et al 201165
	****
	**
	**
	8

	Fusar-Poli et al 201058
	***
	*
	**
	6

	Woods et al 200974
	***
	**
	*
	6

	Niendam et al 200962
	****
	**
	**
	8

	Ballon et al 200933
	****
	
	**
	6

	Shim et al 200872
	***
	**
	**
	7

	Ballon et al 200756
	***
	
	**
	5

	Cornblatt et al 200776
	***
	**
	**
	7

	Rosen et al 200670
	***
	
	**
	5

	Svirskis et al 200569
	****
	**
	**
	8
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