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Table S1: PRISMA statement and checklist

Section/topic " Checklist item Section

TITLE

Title 1 Identify the report as a systematic review, meta-analysis, or both. Title

ABSTRACT

Structured ) Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria,

summary participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and implications of | Abstract
key findings; systematic review registration number.

INTRODUCTION

Rationale Describe the rationale for the review in the context of what is already known. Introduction

Objectives 4 Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, .
outcomes, and study design (PICOS). Introduction

METHODS

Protocol and Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide

registration 5 registration information including registration number. Methods

Eligibility criteria 6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, language, | Methods,
publication status) used as criteria for eligibility, giving rationale. supplementary

Information 7 Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify additional Methods

sources studies) in the search and date last searched.

Search 8 Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated. Methods

Study selection 9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, included | Methods
in the meta-analysis).

Data collection 10 Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes for Methods

process obtaining and confirming data from investigators.

Data items 11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and Methods
simplifications made.

Risk of bias in 12 Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at Methods,

individual studies the study or outcome level), and how this information is to be used in any data synthesis. supplementary




Summary measures | 13 State the principal summary measures Methods
Risk of bias across s Specify any assessment of risk of bias (i.e. Newcastle-Ottawa Scale (NOS), that may affect the cumulative evidence. Methods
studies
Additional analyses Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating which | Methods
16 were pre-specified.
RESULTS
Study selection Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at each
17 stage, ideally with a flow diagram. Results
Study For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and Results,
characteristics 18 provide the citations. supplementary
Risk of bias within 19 Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12). Results
studies
Results of 20 For all outcomes considered (benefits or harms), present, for each study a summary data for each intervention group Results,
individual studies supplementary
Synthesis of results | 21 Present results of study analyzed Results
Risk of bias across ” Present results of any assessment of risk of bias across studies (see Item 15). Results,
studies supplementary
Additional analysis 73 Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]). Results,
supplementary
DISCUSSION
Summary of Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to key ) )
evidence 24 groups (e.g., healthcare providers, users, and policy makers). Discussion
Limitations 25 Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of Discussion
identified research, reporting bias).
Conclusions 26 Provide a general interpretation of the results in the context of other evidence, and implications for future research. Discussion
FUNDING
Funding 7 Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the Fundi
unding

systematic review.




Table S2: MOOSE checklist

Criteria

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

Reporting of background should include

V' | Problem definition No meta-analysis has evaluated the presence of individuals fulfilling CHR-P criteria in the general population and clinical
samples.

V' | Hypothesis statement We hypothesized that the prevalence would be higher in clinical samples.

V' | Description of study outcomes The primary outcomes are the proportions of CHR-P individuals in the general population and clinical samples.

N Type of exposure or intervention used We did not limit our search according to exposure or intervention used.

V' | Type of study designs used Original individual studies were included. Reviews, clinical cases and conference proceedings were excluded.

' | Study population Both general population and clinical samples were considered separately, and the presence of CHR-P evaluated.

Reporting of search strategy should include

V' | Qualifications of searchers The credentials of the investigators were detailed.

V' | Search strategy, including time period We performed a multi-step literature search using the keywords detailed in the methods section from inception until 21st
included in the synthesis and keywords January 2021.

' | Databases and registries searched Databases included in the Web of Science, Cochrane Central Register of Reviews, Ovid/PsychINFO, Open Grey and

preprint databases were searched.

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

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

V' | Method of addressing articles published in | Only articles in English were selected.
languages other than English

V| Method of handling abstracts and Including criteria regarding design are detailed in the text and above. Authors were contacted and grey literature was
unpublished studies searched in Open Grey.

' | Description of any contact with authors We contacted corresponding authors to request additional data as specified in the main text.

Reporting of methods should include

' | Description of relevance or appropriateness | Detailed inclusion and exclusion criteria were described in the methods section.
of studies assembled for assessing the

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

V| Assessment of confounding Meta-regressions were planned as established in the main text.




Assessment of study quality, including
blinding of quality assessors; stratification

We adapted the Newcastle-Ottawa Scale for the evaluation of cross-sectional and cohort studies to assess the study quality,
in line with previous reviews.

V' | Assessment of heterogeneity Heterogeneity was assessed with the 1% index.
V' | Description of statistical methods in We estimated the proportion of CHR-P individuals in the general population and clinical samples as proportions (95%CI).
sufficient detail to be replicated Random effect meta-analyses were conducted. Heterogeneity among study point estimates was assessed using Q statistics.
The proportion of the total variability in the effect size estimates was evaluated with the 12 index [1]. Sensitivity analyses and
meta-regressions were conducted as detailed in the main text.
\' | Provision of appropriate tables and graphics | We included tables and graphics to describe our results.

Reporting of results should include

' | Graph summarizing individual study We have included them in our manuscript.
estimates and overall estimate
' | Table giving descriptive information for We have presented descriptive information for each study in the supplementary material (eTables 4-5).
each study included
V' | Results of sensitivity testing We carried out sensitivity analysis to compare a) type of CHR-P interview: studies using the SIPS vs studies using the
CAARMS and b) type of assessment: studies using only the gold-standard CHR-P instrument vs those using first a pre-
screening instrument and then the gold-standard CHR-P instrument for those individuals testing positive at the pre-
screening test. Other sensitivity analyses compared c) studied conducted in school/colleges vs other studies within the
general population group and d) forensic samples vs other samples within the clinical samples group.
V' | Indication of statistical uncertainty of We reported mean estimates and 95% IC for our outcomes.

findings

Reporting of discussion should include

V' | Quantitative assessment of bias The presence of publication bias in the results was assessed by the Egger’s text and by visually inspecting funnel plots. The
use of the "trim and fill" method was planned to correct the effects of any publication bias detected.

' | Justification for exclusion We excluded reviews, clinical cases or conference proceedings because we consider them inadequate designs to answer our
research questions; we excluded studies using only non-established psychometric instruments as we did not consider them
valid to establish definite CHR-P designations; we excluded studies in which all the individuals already were suspected to
be at CHR-P because they would artificially increase the prevalence.

V' | Assessment of quality of included studies The quality of included studies was reported and discussed.

Reporting of conclusions should include

' | Consideration of alternative explanations We discussed other explanations for our findings, considering potential methodological shortcomings.

for observed results

' | Generalization of the conclusions We have addressed the generalization of the conclusions in the discussion section.

V' | Guidelines for future research We have suggested possible streams of future development and research in the discussion.

' | Disclosure of funding source No separate funding was necessary for the undertaking this meta-analysis.




Table S3: Risk of bias assessment using modified Newcastle Ottawa Scale for cross-sectional and cohort studies [2]

Criteria

Maximum Score

Cross-sectional Studies

Sample representative of target sample (e.g., all eligible or random sample)? 2
Sample size justified and satisfactory? 1
Non-response rate defined, satisfactory, and characteristics of responders/non-responders compared? 1
Ascertainment of exposure (i.e., menstrual cycle) valid and/or well-described? 1
Assessment of outcome with a robust tool and/or record linkage? 2
Outcome per group reported appropriately? 1
Cohort Studies
Cohort representative (e.g., total population or random sample, selected group)? 1
Method used to ascertain exposure is robust? 1
Are groups matched or adjusted for confounding factors? 2
Assessment of outcome was blind to exposure status or used record linkage, were robust tools used? 2
Follow-up period was sufficiently long for outcomes to occur? 1
Loss to follow-up rate reported, low (<30%), and similar in exposed and non-exposed? 1




Table S4: Characteristics of the included studies conducted in the general population

Author and year Country General Assessment type Gold- Assessed sample CHR-P Age: Sex: % | NOS
population type| (pre-screening standard (sample subgroups?® mean, SD | female
(age mean or | tool, if applicable) CHR-P meeting CHR-P (range) CHR-P
range) assessment criteria) CHR-P
instrument
Wang, 2015 [3] China College Pre-screening (PQ- | SIPS/SOPS 2800 (32) 100% APS, N.a. 40.6 7
students (18.8) 16) then gold- 21.8% GRD
standard CHR-P
assessment
Veijola, 2013 [4] Finland General Pre-screening SIPS/SOPS 9156 (29) N.a. 22.2(19- | 59 5
population (PROD-screen) 25)
(22.5, 19-25) then gold-standard
CHR-P assessment
Svirskis, 2005 [5] Finland General Gold-standard SIPS/SOPS 34 (3) N.a. N.a. N.a. 6
population CHR-P assessment
(N.a.) only
Kelleher, 2012 [6] Ireland School students | Pre-screening SIPS/SOPS, | 212 (2) 94.7% APS, (11.0-13) | N.a. 8
(11-13) (APSS) then gold- | CAARMS 42.1% BLIPS
standard CHR-P
assessment
Koren, 2016 [7] Israel School students | Pre-screening (PQ) | SIPS/SOPS 100 (12) 100% APS 13.9,0.7 83.3 7
(13.4,13-16) then gold-standard (13-16)
CHR-P assessment
Chung, 2013 [8] Korea School students | Pre-screening (K- CAARMS 1002 (13) N.a. (13-15) N.a. 7
(13-15) YSR) then gold-
standard CHR-P
assessment
Razali, 2015 [9] Malaysia General Pre-screening (SQ) | CAARMS 660 (9) N.a. (12.0-30) | 28.4° 7
population then gold-standard
(20.3, 12-30) CHR-P assessment
Kim, 2018 [10] Republic of | College Pre-screening (PQ- | CAARMS 2246 (17) N.a. (18-23) 50.2¢ 7
Korea students (18-23) | 16) then gold-
standard CHR-P
assessment
Schultze-Lutter, Switzerland | General Gold-standard SIPS/SOPS, | 2916 (38) 52.6% APS, (8.0-40) | 45.8¢ 6
2020 [11] population CHR-P assessment | SPI-A, SPI- 2.6% BIPS,
(28.8, 8-40) only CYy 55.3% COGDIS




Sullivan, 2020 [12] | Switzerland | General Gold-standard SIPS/SOPS, | 3866 (36) N.a. 24.0, 0.8 60.8
population (24) | CHR-P assessment | CAARMS
only
McDonald, 2019 UK General Pre-screening (PQ- | CAARMS, 2297 (87) N.a. 22.0,4.0 | 76.2
[13] population (16- | 16) then gold- SPI-A (16-35)
35) standard CHR-P
assessment
Woods, 2010 [14] USA General Gold-standard SIPS/SOPS 30 (1) 100% APS (22-28) N.a.
population (25, | CHR-P assessment
22-28) only
Kim 2020 [15] Korea College Pre-screening (PQ- | CAARMS 1749 (12) 100% APS (18-30) 74.3
students (21.8, 16) then gold-
18-30) standard CHR-P
assessment

#>100% because participants may fulfill more than one criteria; "Participants were assessed with the CAARMS in a second step. “Data obtained from CHR-P and non-CHR-P

individuals in the study;

APS: Attenuated Psychosis Symptoms; APSS: Adolescent Psychotic-Like Symptom Screener; BIPS: Brief Intermittent Psychotic Symptoms; BLIPS: Brief Limited Intermittent Psychotic
Symptoms; CAARMS: Comprehensive Assessment of At-Risk Mental States; CHR-P: Clinical high risk of psychosis; GRD: Genetic risk and deterioration syndrome; K-YSR: Youth Self-
Report; N.a.: not available; NOS: Newcastle-Ottawa Scale; PQ: Prodromal Questionnaire; SIPS: Structured Interview for Prodromal Syndromes; SOPS: Scale of Psychosis-risk Symptoms;
SPI: Schizophrenia Proneness Instrument; SPI-A: Schizophrenia Proneness Instrument—Adult; SQ: Screening questionnaire; UK: United Kingdom; USA: United States of America.



Table S5: Characteristics of the included studies conducted in clinical samples

Author and year Country Clinical Assessment type Gold- Total sample CHR-P Age: Sex: % | NOS
sample type (pre-screening standard assessed subgroups?® mean, SD | female
(age mean or | tool, if applicable) CHR-P (sample meeting (range) CHR-
range) assessment | CHR-P criteria) CHR-P P
instrument
Hazan, 2019 [16] | Australia Help-seeking Gold-standard CAARMS 465 (173) 100% APS 18.3,3.3 68.4° 5
young people CHR-P assessment (12-25)°
(18.3,12-25) only
Yung, 2008 [17] Australia Help-seeking Gold-standard CAARMS 292 (119) 93.3% APS, (15-24)° 51° 6
young people CHR-P assessment 10.9% GRD
(18.1,15-24) only
Zhang, 2015 [18] | China Help-seeking Pre-screening (PQ- | SIPS/SOPS 2101 (91) 70.3 % APS, 259,7.5 49.5 8
young people B) then gold- 3.3% BLIPS, | (15-45)
(27.1, 15-45) standard CHR-P 27.5% GRD
assessment
Xu, 2018 [19] China Help-seeking Pre-screening (PS- | SIPS/SOPS 566 (112) 92.0% APS, 22.0,6.5 58.9 6
young people R) then gold- 5.4% BIPS, (15-45)
(23.1, 15-45) standard CHR-P 7.2% GRD
assessment
Lindgren, 2010 Finland Help-seeking Pre-screening (PQ) | SIPS/SOPS 189 (62) 96.8% APS. 16.6,0.9 79.0 8
[20] young people then gold-standard 1.6% BLIPS, | (15-18)
(16.6, 15-18) CHR-P assessment 4.8% GRD
Manninen, 2014 Finland Adolescents Gold-standard SIPS/SOPS 52(7) 100% APS (15-18) 28.6 6
[21] with disruptive | CHR-P assessment
behaviors in only
reform school
(15-18)
Kaligis, 2018 [22] | Indonesia Help-seeking Gold-standard SIPS/SOPS 50 (17) N.a. (10-18) 58 4
adolescents (14, | CHR-P assessment
10-18) only
Flynn 2012 [23] Ireland Youth offenders | Gold-standard CAARMS 171 (39) 74.4% APS, 18.1,1.4 0 7
(18.2, 16-20) CHR-P assessment 7.7% BLIPS, | (16-20)
only 35.9% GRD
Koren, 2013 [24] | Israel Help-seeking Pre-screening (PQ) | SIPS/SOPS 82 (28) 100% APS 159,1.4 36.8 6
adolescents then gold-standard (14-18)
(15.9, 13-18) CHR-P assessment
Comparelli, 2010 | Italy Help-seeking Gold-standard SIPS/SOPS 128 (26) N.a. (15-30) 64.1° 7
[25] young people CHR-P assessment
(23.0, 15-30) only




Masillo, 2018 Italy Help-seeking Pre-screening (PQ- | SIPS/SOPS 338 (64) 100% APS (12.0-35) | 48.4
[26] young people 92) then gold-
(17.4, 12-35) standard CHR-P
assessment
Lo Cascio 2017 Italy Help-seeking Gold-standard SIPS/SOPS 237 (39) 100% APS 153,18 48.7
[27] young people CHR-P assessment (12.0-21)
(15.2,12-21) only
Raballo, 2018 Italy Help-seeking Gold-standard SIPS/SOPS 96 (23) 95.7% APS, 15.6,1.2 52.2
[28] adolescents CHR-P assessment 4.3% BLIPS (14-18)
(15.5, 14-18) only
Raballo, 2016 Italy Help-seeking Gold-standard SIPS/SOPS 47 (29) 96.6% APS, 20.3,2.8 25.8
[29] young people CHR-P assessment 3.4% BLIPS, | (14-25)
(20.2, 14-25) only 27.6%
COGDIS
Kobayashi, 2008 | Japan Help-seeking Pre-screening (PS- | SIPS/SOPS 115 (19) N.a (16-30) 59.7
[30] young people R) then gold-
(23.6, 16-30) standard CHR-P
assessment
Ising, 2012 [31] Netherlands | Help-seeking Pre-screening (PQ- | CAARMS 3671 (156) N.a. (18-35) 68.5
young people 16) then gold-
(26.2, 18-34) standard CHR-P
assessment
Jarrett, 2012 [32] | UK Male prisoners | Pre-screening (PQ- | CAARMS 750 (38) N.a. 27.9,6.1 0
(28.7,21-40) B) then gold- (21-40)
standard CHR-P
assessment
Salazar de Pablo, | USA Help-seeking Gold-standard SIPS/SOPS | 248 (65) 100% APS 15.5,1.3 75.4
2020 [33] adolescents CHR-P assessment (12.0-18)
(154, 12-18) only
Thompson2020 USA Help-seeking Pre-screening. CAARMS 510 (17) N.a. 21.1,3.1 54.7
[34] college students | (PRIME-Screen) >18)
(21.8,>18) then gold-standard
CHR-P assessment
Tsuji, 2019 [35] USA Help-seeking Gold-standard SIPS/SOPS 147 (52) N.a. (12.0-25) | 61.9
young people CHR-P assessment
(12-25) only
Wilson 2020 [36] | USA Individuals Gold-standard SIPS/SOPS 21 (0) D.n.a. N.a. 14
with autism CHR-P assessment
(14.7,12-18) only
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Yung 2005 [37] Australia Help-seeking Gold-standard CAARMS 150 (43) N.a. (15-24) N.a. 6
young people CHR-P assessment
(15-24) only

2>100% because participant may fulfill more than one criteria; ®Data obtained from study sample with both CHR-P and non CHR-P individuals;

APS: Attenuated Psychosis Symptoms; BIPS: Brief Intermittent Psychotic Symptoms; BLIPS: Brief Limited Intermittent Psychotic Symptoms; CAARMS:
Comprehensive Assessment of At-Risk Mental States; CHR-P: Clinical high risk of psychosis; GRD: Genetic risk and deterioration syndrome; N.a.: not available;
NOS: Newcastle-Ottawa Scale; PQ: Prodromal Questionnaire; PQ-B: Prodromal Questionnaire-Brief; PS: Prime Screen; PS-R: Prime Screen- Revised; SIPS:
Structured Interview for Prodromal Syndromes; SOPS: Scale of Psychosis-risk Symptoms; UK: United Kingdom; USA: United States of America; Y-PARQ: Youth
Psychosis At-Risk Questionnaire.
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Table S6: Meta-regression analyses

Outcome Moderator No. of B SE 95% CI Z- P value
Studies | coefficient Value

General Age 8 -2.865 1.802 -6.398 | 0.667 -1.590 | 0.112

populations | Sex 8 0.045 0.022 0.002 0.089 2.0450 | 0.041
NOS 13 0.252 0.329 -0.394 | 0.897 0.764 0.445
Continent 13 0.639 0.874 -1.074 | 2.351 0.731 0.465

Clinical Age 20 -0.160 0.036 -0.231 | -0.089 | -4.405 <0.001

samples Sex 21 0.008 0.012 -0.015 | 0.032 0.690 0.490
NOS 22 -0.226 0.210 -0.637 | 0.185 -1.077 | 0.282
Continent 22 0.127 0.474 -0.802 | 1.057 0.269 0.788
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Methods S1: Gold-standard CHR-P assessments

The CHR-P state comprises the Ultra High Risk state and/or the Basic Symptoms including these

instruments (modified from [38]):

The following instruments are considered as validated to define the UHR state: Comprehensive
Assessment of At-Risk Mental States (CAARMS [37]) and Structured Interview for Psychosis-risk
Syndromes (SIPS [39,40]) and Early Recognition Inventory (ERIraos [41]). Furthermore, before the
development of these instruments, the CHR-P state was defined through the Positive and Negative

Syndrome Scale (PANSS [42]), Brief Psychiatric Rating Scale (BPRS [43]).

The following instruments are considered as validated to define the BS criteria [38]: Bonn Scale for
the Assessment of Basic Symptoms (BSABS [44]), Basel Screening Instrument for Psychosis (BSIP
[45]), and Schizophrenia Proneness Instrument [46] - Adult (SPI-A) and Child and Youth (SPI-CY)
version-.

As established in previous BS guidelines [47], individuals with Cognitive Disturbances (COGDIS)
but not Cognitive-Perceptive Basic Symptoms (COPER) were accepted.

These instruments were all considered in the current meta-analysis as gold-standard CHR-P

assessment instruments.
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Methods S2: Pre-screening CHR-P instruments

Pre-screening CHR-P instruments employed by studies included in the current review:

e  Prodromal Questionnaire (PQ) [48], PQ- Brief version (PQ-B) [49], 16-item PQ (PQ-16) [31],
92-item PQ (PQ-92) [26]: 12 studies (57.1%)

e PRIME Screen (PS) [50] or PRIME Screen —Revised (PS-R) [30]: 4 studies (19.2%)

e  PROD-screen [51]: 2 studies (9.5%)

e Adolescent Psychotic-Like Symptom Screener (APSS) [52]: 1 study (4.8%)

e  Youth Self-Report (K-YSR)25 [53]: 1 study (4.8%)

e Screening questionnaire (SQ) [9]: 1 study (4.8%)

e  Youth Psychosis At-Risk Questionnaire (Y-PARQ) [54]: 1 study (4.8%)

The cut-off scores employed across these instruments to ascertain a CHR-P state [55] were operationalized
by each single study with no restriction for inclusion in the current meta-analysis. However, as indicated in
the methods, we only included studies which subsequently employed the gold-standard CHR-P assessment
instruments to validate the pre-screening assessment. The gold-standard CHR-P instruments are detailed in

eMethods 1.
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Results S1: Leave-one study out sensitivity analyses

When we repeated the meta-analysis of the CHR-P prevalence in the general population leaving one study
out each time, the new prevalence ranged from 1.4% (95%CI 0.8-2.4%) [7] to 1.9% (95%CI 1.2-3.1%) [4].
In both cases, the 95%CI and the mean+SD included the pooled estimate (see eFigure 4), indicating no

substantial effect of single studies on the robustness of the findings.

When we repeated the meta-analysis of the CHR-P prevalence in the clinical samples leaving one study out
each time, the new prevalence ranged from 17.9% (95%CI 11.9-26.0%) [29] to 20.7% [31,34] (95%CI
13.9-29.7% [34] and 95%CI 14.6-28.5% [31] respectively). In both cases, the 95%CI and the mean+SD
included the pooled estimate (see eFigure 5), indicating no substantial effect of single studies on the

robustness of the findings.

15



Discussion S1: CAARMS and SIPS

CAARMS and SIPS [38,56] deliver comparable prevalence of CHR-P cases, likely based on their excellent
and comparable psychometric performance to discriminate those at risk or not [57]. Although the SIPS has
shown a relatively higher sensitivity for the prediction of psychosis than the CAARMS [58], this difference

did not influence the prevalence of cases identified.
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Figure S1: Meta-funnel CHR-P individuals in the general population
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Figure S2: Forest plot % CHR-P individuals in clinical populations initially negative according to pre-screening instruments

Study name Statistics for each study Event rate and 95%Cl

Event Lower Upper
rate limit limit Z-Value p-Value

Xu 2018 0,125 0,085 0,180 -8917 0,000 I m—
Kobayashi 2008 0,007 0,000 0,104 -3477 0,001 H—
Ising 2012 0,061 0,032 0,113 -7,935 0,000 —_—
Jarrett 2012 0,017 0,002 0,109 -4,043 0,000 —+—
0,056 0,022 0,133 -5823 0,000 —t—

-0,25 -0,13 0,00 0,13 0,25



Figure S3: Meta-funnel CHR-P individuals in clinical samples
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Figure S4: Forest plot leave-one study out sensitivity analyses prevalence CHR-P individuals in the general population
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Figure S5: Forest plot leave-one study out sensitivity analyses prevalence CHR-P individuals in clinical samples
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0,139
0,129

Upper
limit
0272
0,269
0267
0,291
0283
0273
0283
0272
0278
0279
0282
0283
0277
0,260
0282
0285
0293
0277
0271
0286
0275
0297
0277

Event rate

0,00

with

020

removed

040
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