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[bookmark: _Toc131683761]Multilevel linear regression parameter estimates
Fixed effect parameter estimates are interpreted the same way as one would interpret estimates from a traditional ordinary least squares linear regression. For instance, for a categorical predictor with a coefficient of 1.0, the mean GAF score of the predictor group of is 1.0 points higher than the mean GAF score of the reference group.
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Participants were asked to name in their own language the type of cannabis they mostly used during their period of use. Types named included hash (cannabis resin/solid), imported herbal cannabis, home-grown skunk/ sensimilla / super skunk, and the Dutch geïmporteerde wiet (imported herbal cannabis), Nederwiet (Dutch herbal cannabis), geïmporteerde hasj (imported cannabis resin) and Nederhasj (﻿cannabis resin made of Nederwiet). Other named types or answers that could not be clearly grouped, such as “all of them” or “don’t know”, were excluded from this analysis.

The THC content variable was created using a cut off of 10% THC, consistent with previous research.1,2 Data published by the European Monitoring Centre for Drugs and Drug Addiction (EMCDDA) reports3–9 as well as other national reports on cannabis potency10–19 was stratified according to country and cannabis type and used to classify the types of cannabis named by participants as either high (>10%) or low (<10%) THC content (see Table S1 for more details).
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	Named types of cannabis products

	

Site
	Hash (cannabis resin/solid)
	Imported herbal cannabis
	Home-grown skunk/ Sensimilla/ 
Super skunk
	Geïmporteerde hasj
	Nederhasj
	Geïmporteerde wiet
	Nederwiet

	London
	Low
	Low
	High
	
	
	
	

	Vienna
	Low
	Low
	
	
	
	
	

	Basel
	High
	Low
	High
	
	
	
	

	Cologne
	Low
	High
	
	
	
	
	

	Melbourne
	High
	
	High
	
	
	
	

	Copenhagen
	High
	High
	
	
	
	
	

	Paris
	High
	High
	
	
	
	
	

	Barcelona
	High
	High
	High
	
	
	
	

	Sao Paulo
	 
	Low
	
	
	
	
	

	Amsterdam
	
	
	
	High
	High
	Low
	High

	Den Haag
	
	
	
	High
	High
	Low
	High

	High = high estimated THC content (>10%); Low = low estimated THC content (<10%). 
Geïmporteerde hasj = Dutch imported cannabis resin; Nederhasj = Dutch cannabis resin made of Nederwiet; Geïmporteerde wiet = Dutch imported herbal cannabis; Nederwiet = Dutch herbal cannabis.
Blank cells indicate that no participants from the site named that type of cannabis product.
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[bookmark: _Toc131683765]Figure S1. Density plot of time to transition to psychosis.
Dashed lines mark median time to transition (223 days) and 2-years post-baseline respectively.
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	HC (n=67)
	CHR (n=210)
	p value

	Cannabis use 
	--
	--
	0.010

	    Current user
	18 (26.9%)
	61 (29.0%)
	--

	    Ex-user
	23 (34.3%)
	105 (50.0%)
	--

	    Never 
	26 (38.8%)
	44 (21.0%)
	--

	Frequency of cannabis use
	--
	--
	0.011

	    Daily
	3 (7.7%)
	51 (31.1%)
	--

	    More than once weekly
	6 (15.4%)
	22 (13.4%)
	--

	    Less than once weekly 
	30 (76.9%)
	91 (55.5%)
	--

	THC content of most used cannabis type
	--
	--
	<0.001

	    High potency
	14 (43.8%)
	85 (76.6%)
	--

	    Low potency
	18 (56.3%)
	26 (23.4%)
	--

	Age of first cannabis use
	--
	--
	0.141

	    ≤15 years
	15 (36.6%)
	82 (49.4%)
	--

	    >15 years
	26 (63.4%)
	84 (50.6%)
	--

	Cannabis dependence
	--
	--
	0.387

	    Yes
	3 (8.6%)
	19 (14.1%)
	--

	    No
	32 (91.4%)
	116 (85.9%)
	--

	Abbreviations: CHR, clinical high risk; HC, healthy control.
P values for 2 tests. Data as mean (SD) or n (%). Significant (<0.05) p values in bold.
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	Followed-up (n=259)
	No follow-up (n=75)
	p value

	Age, years (SD)
	22.6 (4.9)
	21.8 (5.2)
	0.262

	Male gender
	142 (54.8%)
	35 (46.7%)
	0.212

	Ethnicity
	--
	--
	0.167

	     White
	186 (71.8%)
	53 (70.7%
	--

	     Black
	29 (11.2%)
	4 (5.3%)
	--

	     Other
	44 (17.0%)
	18 (24.0%)
	--

	Taking antipsychotic medication 
	23 (9.4%)
	9 (13.8%)
	0.294

	Tobacco use, daily 
	144 (57.6%)
	34 (46.6%)
	0.096

	Alcohol, drinks per week (SD)
	5.4 (9.5)
	6.3 (12.9)
	0.509

	Other substance use, ever 
	101 (39.5%)
	23 (30.7%)
	0.167

	Other substance use, past year 
	76 (32.2%)
	21 (28.4%)
	0.536

	Other substance dependence, ever
	21 (8.1%)
	7 (9.3%)
	0.736

	Other substance dependence, past year
	11 (4.2%)
	4 (5.3%)
	0.689

	P values for 2 tests. Data as mean (SD) or n (%).
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	Never used (n=86)
	Past user (n=158)
	Current user (n=90)
	p value

	Age, years
	20.5 (4.7)
	22.9 (4.5)a
	23.3 (5.5)a
	<0.001

	Male gender
	38 (44.2%)
	81 (51.3%)
	58 (64.4%)a
	0.022

	Ethnicity
	--
	--
	
	0.175

	     White
	60 (69.8%)
	113 (71.5%)
	66 (73.3%)
	

	     Black
	5 (5.8%)
	21 (13.3%)
	7 (7.8%)
	

	     Other
	21 (24.4%)
	24 (15.2%)
	17 (18.9%)
	

	Antipsychotic use 
	8 (10.5%)
	15 (9.9%)
	9 (10.8%)
	0.974

	Tobacco use, daily
	9 (10.8%)
	99 (64.3%)a
	70 (81.4%)a, b
	<0.001

	Alcohol, drinks per week
	1.7 (5.1)
	6.4 (12.3)a
	8.1 (9.4)a
	<0.001

	Other substance use, ever 
	3 (3.5%)
	66 (42.0%)a
	55 (61.8%)a, b
	<0.001

	Other substance use, past year 
	2 (2.4%)
	51 (34.9%)a
	44 (55.0%)a, b
	<0.001

	Other substance dependence, ever
	0 (0%)
	1 (8.9%)a
	14 (15.6%)a, b
	<0.001

	Other substance dependence, past year
	0 (0%)
	6 (3.8%)
	9 (10.0%)a
	0.004

	GAF disability score
	56.2 (14.2)
	55.9 (12.1)
	53.7 (10.7)
	0.393

	CAARMS positive symptom score
	35.0 (19.8)
	37.2 (20.8)
	38.7 (17.8)
	0.332

	CAARMS negative symptom score
	27.9 (20.4)
	30.3 (17.8)
	29.4 (17.8)
	0.359

	Abbreviations: CAARMS, Comprehensive Assessment of At-Risk Mental State; GAF, Global Assessment of Functioning.
P values for 2, Fisher-Freeman-Halton Exact, one-way ANOVA or Kruskal-Wallis tests. Data as mean (SD) or n (%). Significant (<0.05) p values are presented in bold.
a Significantly different from never used group, after Bonferroni correction for multiple comparisons.
b Significantly different from past user group, after Bonferroni correction for multiple comparisons.
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	Hazard Ratio (95% CI)
	P value

	Age, years
	1.01 (0.95 – 1.06)
	0.836

	Gender
	--
	

	    Male
	1.10 (0.64 – 1.88)
	0.729

	    Female
	1 (ref.)
	--

	Ethnicity
	--
	

	     White
	1 (ref.)
	--

	     Black
	1.36 (0.61 – 3.04)
	0.456

	     Other
	0.90 (0.43 – 1.86)
	0.771

	Taking antipsychotic medication 
	--
	

	    Yes
	2.38 (1.19 – 4.76)
	0.015

	    No
	1 (ref.)
	--

	Tobacco use, daily 
	--
	

	    Yes
	0.83 (0.48 – 1.44)
	0.509

	    No
	1 (ref.)
	--

	Alcohol, drinks per week
	1.00 (0.98 – 1.03)
	0.846

	Other substance use, ever 
	--
	

	    Yes
	1.12 (0.64 – 1.94)
	0.695

	    No
	1 (ref.)
	--

	Other substance use, past year 
	--
	

	    Yes
	1.14 (0.64 – 2.05)
	0.653

	    No
	1 (ref.)
	--

	Other substance dependence, ever
	--
	

	    Yes
	1.13 (0.45 – 2.84)
	0.791

	    No
	1 (ref.)
	--

	Other substance dependence, past year
	--
	

	    Yes
	1.30 (0.41 – 4.16)
	0.661

	    No
	1 (ref.)
	--

	Abbreviations: ref., reference category. 
P values for Cox regression analyses.  Significant (<0.05) p values in bold.
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	CHR-R (n=72)
	CHR-NR (n=137)
	p value

	Age, years
	22.6 (4.7)
	23.1 (5.3)
	0.447

	Male gender
	35 (48.6%)
	78 (56.9%)
	0.251

	Ethnicity
	--
	--
	0.838

	     White
	52 (72.2%)
	97 (70.8%)
	--

	     Black
	7 (9.7%)
	17 (12.2%)
	--

	     Other
	13 (18.1%)
	23 (16.8%)
	--

	Taking antipsychotic medication 
	5 (7.5%)
	14 (10.7%)
	0.466

	Tobacco use, daily 
	36 (50%)
	77 (56.2%)
	0.253

	Alcohol, drinks per week
	4.0 (10.5)
	6.3 (9.4)
	0.123

	Other substance use, ever 
	26 (36.1%)
	59 (43.1%)
	0.310

	Other substance use, past year 
	15 (23.8%)
	49 (38.0%)
	0.050

	Other substance dependence, ever
	6 (8.3%)
	14 (10.2%)
	0.660

	Other substance dependence, past year
	1 (1.4%)
	9 (6.6%)
	0.170

	Abbreviations: CHR-R, clinical high risk remission subgroup; CHR-NR, clinical high risk persistent symptoms subgroup.
P values for 2 or Fisher's Exact test. Data as mean (SD) or n (%).
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	GAF at follow up
	P value

	Age, years
	R= -0.098
	0.153

	Gender
	--
	0.339

	    Male
	60.7 (57.9 – 63.4)
	--

	    Female
	62.6 (59.8 – 65.4)
	--

	Ethnicity
	--
	0.209

	     White
	62.6 (60.2 – 64.9)
	--

	     Black
	57.4 (50.1 – 64.8)
	--

	     Other
	59.5 (55.4 – 63.7)
	--

	Taking antipsychotic medication 
	--
	0.179

	    Yes
	56.8 (49.1 – 64.5)
	--

	    No
	61.8 (59.6 – 64.0)
	--

	Tobacco use, daily 
	--
	0.922

	    Yes
	61.6 (58.9 – 64.3)
	--

	    No
	61.4 (58.4 – 64.4)
	--

	Alcohol, drinks per week
	R= -0.058
	0.415

	Other substance use, ever 
	--
	0.092

	    Yes
	63.6 (60.5 – 66.6)
	--

	    No
	60.2 (57.6 – 62.8)
	--

	Other substance use, past year 
	--
	0.243

	    Yes
	63.3 (60.0 – 66.8)
	--

	    No
	60.8 (58.2 – 63.3)
	--

	Other substance dependence, ever
	--
	0.428

	    Yes
	59.0 (51.7 – 66.3)
	--

	    No
	61.8 (59.7 – 63.8)
	--

	Other substance dependence, past year
	--
	0.085

	    Yes
	53.8 (45.9 – 61.7)
	--

	    No
	61.9 (59.9 – 63.9)
	--

	Abbreviations:  Global Assessment of Functioning score.
Data are Spearman’s rho (continuous variables) or mean (95% confidence interval) (categorical variables). P values for Spearman’s rank correlation, ANOVA or student’s t test analyses.
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