eMethod 1. Definition of non-organic ICD-10 disorders

Onset of mental disorder was defined by the presence of any non-organic ICD-10[1] primary diagnoses of mental disorder in the electronic clinical records. The ICD-10 non-organic mental disorders were clustered across different diagnostic domains as follows: any mental disorders, psychotic disorders and non-psychotic disorders (substance use disorders, bipolar mood disorders
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, non bipolar mood disorders
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, anxiety disorders
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, personality disorders, developmental disorders, disorders with childhood/adolescence onset, physiological syndromes). The exact ICD-10 diagnoses included in each diagnostic domain and their ICD-10 code are fully detailed as follow:
Psychotic disorders included schizophrenia (F20.x), schizoaffective disorder (F25.x) delusional disorders (F22.x, F24), acute and transient psychotic disorders (F23.x), unspecified nonorganic psychosis (F28/F29), psychotic disorder due to psychoactive substance use ([F10-F19].5), mania with psychosis (F30.2), bipolar disorder with psychosis (F31.2, F31.5), psychotic depression (F32.3/F33.3). 

Among non psychotic disorders, substance use disorders included non psychotic mental and behavioural disorders due to psychoactive substance use (F10-F19.x, excluding [F10-F19].5). Bipolar mood disorders included non psychotic bipolar disorder (F31.x, excluding F31.2 and F31.5) and cyclothymia (F34.0). Non bipolar mood disorders included non psychotic depressive disorder ([F32-F33].x, excluding F32.3 and F33.3), Dysthymia (F34.1), unspecified mood disorders (F34.8, F34.9, F38.x, F39). Anxiety disorders included phobic disorders (F40.x), other anxiety disorders (F41.x -which includes panic disorders and generalized anxiety disorders-, F48.x), obsessive compulsive disorders (F42.x), reaction to stress disorders (F43.x), dissociative disorders (F44.x), somatoform disorders (F45.x). Personality disorders included all disorders of adult personality and behavior ([F60-F69].x) and schizotypal disorder (F21). Developmental disorders included all disorders of psychological development ([F80-89].x). Childhood/adolescence onset disorders included all behavioural and emotional disorders with onset usually occurring in childhood and adolescence ([F90-98].x). Physiological syndromes included nonorganic sleep disorders (F51.x), Non psychotic mental and behavioural disorders associated with the puerperium (F53.0, F53.8, F53.9).

Organic mental disorders (ICD-10 F00-F09) were not included.
eMethod 2. Index of Multiple Deprivation (IMD)
The Index of Multiple Deprivation (IMD) is a UK government qualitative index of deprived areas in English local councils. The IMD provides relative measure of deprivation for small areas (Lower-layer Super Output Areas, LSOA) of approximately 1500 residents or 650 households. It combines seven deprivation domains, according to their weights: (1) income deprivation (22.5%); (2) employment deprivation (22.5%); (3) education, skills and training deprivation (13.5%); (4) health deprivation and disability (13.5%); (5) crime (9.3%); (6) barriers to housing and services (9.3%); (7) living environment deprivation (9.3%)[3]. Higher scores correspond to more deprived areas.
eMethods 3. CRIS

CRIS is a case register system that provides anonymized information from electronic clinical records documented by professionals involved in each patient’s clinical care relating to mental health care services across South London and the Maudsley (SLaM). SLaM is a National Health Service (NHS) mental health trust that provides secondary mental health care to a population of roughly 1.3 million residents of four London boroughs (Lambeth, Southwark, Lewisham and Croydon). The OASIS team is part of the SLaM. CRIS was implemented to facilitate searching and retrieval of full but anonymized clinical information for research purposes
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. In terms of the quality of SLaM/CRIS records, SLaM was an early pioneer of electronic health records and the trust is effectively digitalized and paper-free
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. SLaM has a near-monopoly in terms of secondary mental healthcare provision to its local catchment area, and it is a legal requirement for SLaM healthcare professionals to keep these records up to date
 ADDIN EN.CITE 
[4]
. Whereas many national registers capture only those patients who have been hospitalized, the SLaM/CRIS register contains the full clinical records of all patients, which are continually updated throughout their care, regardless of discharges from and/or referrals to other services. Moreover, loss to follow-up due to death can be quantified by users of the SLaM system, as all death certifications in the UK are linked to patient NHS numbers. SLaM updates their clinical records of deceased patients (whether they are active or inactive patients) from the NHS Care Records Service on a weekly basis, as described in 
 ADDIN EN.CITE 
[5]
. Because the CRIS model draws directly from these electronic health records, it provides valuable ‘real world’ and ‘real time’ information on routine mental healthcare[6].
CRIS has already been used in CHR studies
 ADDIN EN.CITE 
[7]
 as well as in previous studies published in high impact factor journals
 ADDIN EN.CITE 
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.

Approximately 71 CRIS-related studies have been published to date. Research conducted using CRIS has focused on a wide variety of outcomes, including (no. of papers):

· Mortality/life expectancy (12)
 ADDIN EN.CITE 
[5, 10-20]
 – most relating to severe mental illnesses;

· Psychotic disorders (11)
 ADDIN EN.CITE 
[21-31]
, 4 of which on early psychosis
 ADDIN EN.CITE 
[21, 26, 27, 31]
;

· Medications/side-effects (7)
 ADDIN EN.CITE 
[32-38]
 – mostly with respect to antipsychotics;

· Substance use (5)
 ADDIN EN.CITE 
[39-43]
;

· Hospital admission/service use (5)
 ADDIN EN.CITE 
[44-48]
;

· Other outcomes (all with <5 papers) include: bipolar disorder
 ADDIN EN.CITE 
[49, 50]
, personality disorder
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[51]
, physical health/smoking
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[52, 53]
, developmental disorders
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[54-56]
, dementia
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[57-59]
, homelessness/housing
 ADDIN EN.CITE 
[60-62]
, forensic settings/violence
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[63-65]
, non-bipolar mood disorders[66], trafficking
 ADDIN EN.CITE 
[9, 67]
, mental state examination
 ADDIN EN.CITE 
[68]
, mood instability
 ADDIN EN.CITE 
[69]
, mental capacity[70], and other disorders (cancer and mental disorders or swine flu and mental disorders)
 ADDIN EN.CITE 
[71, 72]
;

· As well as (6) papers published on CRIS-related methods and descriptive data of the SLaM cohort
 ADDIN EN.CITE 
[4, 6, 73-76]
.

eFigure 1. Cumulative incidence (Kaplan-Meier failure function) for risk of development of any mental disorders in ARMS+ and ARMS- subjects. 
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eFigure 2. Cumulative incidence (Kaplan-Meier failure function) for risk of development of any non-psychotic disorders in ARMS+ and ARMS- subjects. LR+ 0.793, LR- 1.368. 
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eFigure 3. Cumulative incidence (Kaplan-Meier failure function) for risk of developing bipolar disorders in ARMS+ and ARMS- subjects. Cumulative 6-year incidence: ARMS+ 0.017 (95%CI 0.001-0.042), ARMS- 0.001 (95%CI 0.002-0.029).
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eFigure 4. Cumulative incidence (Kaplan-Meier failure function) for risk of development of non-bipolar mood disorders in ARMS+ and ARMS- subjects. Cumulative incidence at 6-year: ARMS+ 0.100 (95%CI 0.067-0.148), ARMS- 0.101 (95%CI 0.061-0.163).
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eFigure 5. Cumulative incidence (Kaplan-Meier failure function) for risk of development of anxiety disorders in ARMS+ and ARMS- subjects. Cumulative incidence at 6-year: ARMS+ 0.114 (95%CI 0.069-0.184) ARMS- 0.116 (95%CI 0.079-0.168).
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eResults. Cumulative incidence of non-psychotic disorders
The 6-year cumulative incidence of substance use disorders was: ARMS- 0.028 (95%CI 0.001-0.077), ARMS+ 0.019 (95%CI 0.007-0.047). The 6-year cumulative incidence of disorders with childhood/adolescence onset was: ARMS+ 0.001 (95%CI 0.003-0.039), ARMS- 0.013 (95%CI 0.005-0.036). The 6-year cumulative incidence of physiological syndromes was: ARMS+ 0.004 (95%CI 0.001-0.027), ARMS- 0.004 (95%CI 0.001-0.026).
eFigure 6. Cumulative incidence (Kaplan-Meier failure function) for risk of development of personality disorders in ARMS+ (n=411) and ARMS- (n=299) subjects. The 6-year cumulative incidence was 0.022 (95%CI 0.009-0.054) in the ARMS+ and 0.095 (95%CI 0.058-0.154) in the ARMS-.
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eDiscussion 1. Emotionally unstable/borderline personality disorders and the ARMS
Interestingly, most of the non-psychotic diagnoses observed in the current study included emotionally unstable/borderline personality disorders. The association between “quasi-psychotic” phenomena and features of borderline personality disorder[77] often means that subjects with attenuated borderline features may be referred to high-risk services for a suspicion of psychosis risk. There is specific evidence that borderline features do not increase or decrease the risk of developing a psychotic disorder in ARMS+ subjects[78]. On a phenomenological level, concurrent affective disorders and attenuated psychotic symptoms could lead to, or be the result of underlying emotion dysregulation, a core feature implicated in the early phases of psychosis[79]. 
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