Supplementary material
Supplementary Method
All assessments at baseline and follow-up (including the Substance Use Questionnaire) were conducted by well-trained Research Assistants under the direct supervision of a Clinical Psychologist and/or Psychiatrist. The SUQ interview always followed administration of the Comprehensive Assessment of At-Risk Mental States (CAARMS) which was administered by the same Research Assistant. Participants who reported a history of cannabis use (item 1; Table S1) were asked to consider their period of heaviest use. This period of heaviest use occurred an average of 2.8 years (SD = 2.06 years) prior to the participants’ baseline interview. In establishing a history of cannabis-induced APS during this period (Item 10, Table S1), participants were asked to consider the types of experiences described during their CAARMS interview (i.e., attenuated positive psychotic symptoms). They were then asked whether they recalled any such experiences during or soon after smoking cannabis (during this period of heaviest use). Where participants recalled cannabis-induced APS during their period of heaviest cannabis use, the interviewer coded ‘3’ for this item (see Table S1). No other qualitative or quantitative data relating to cannabis-induced APS were recorded. Other mental health symptoms associated with cannabis use were recorded but are not reported in the present study. 
Additionally, we created a variable referred to in the present study as ‘severity of cannabis abuse’ derived from six items assessing the following characteristics during the period of heaviest use: frequency of use, subjective need for cannabis, impaired capacity to control use, impaired capacity to stop use, social problems and risk taking behaviour associated with use. Scoring varied across items (e.g., zero to three versus one to five), thus item scores were standardised before summing to create a single severity of cannabis abuse score. 

Supplementary Table S1. Items and item ratings for the PACE Substance Use Questionnaire

	Item
	Item rating

	1. Has the person ever used this substance?


	0 = No

1 = Yes

	2. Age of first use
	[Insert relevant age in years]

	Heaviest Use (q. 3- 11)

	3. Age at period of heaviest use?
	[Insert relevant age in years]

	4. Frequency of use?
	1 = daily

2 = 3-4x/ wk

3 = 1-2x/ wk

4 = 1xmth

5 = nil

	5.  Subjective need for substance


	0 = none

1 = uneasy abt need

 2 = strong and intrusive preoccupation

	6.  Impaired capacity to abstain or stop using
	0 = no difficulty 

1 =  unable to control intake

	7.  Impaired capacity to control use when started
	0 = none

1 = sometimes successful

2 = uses more than intended

3 = severely impaired

	8.  Social problems associated with substance use


	0 = none

1 = minor

2 = serious

	9.  Risk taking behavior associated with substance use


	0 = none

1 = yes but no harm

2 = yes, involved harm to self/others

	10.  Mental health problems associated with drug: 


	0 = none

1 = mood symptoms 

2 = mania-like symptoms

3 =  psychotic (like) symptoms

4 = other



	11.  Physical health problems due to drug use:


	0 = none

1 = mild

2 = moderate

3 = severe

	Past Month (q 12-21)

	12 Used past month? 


	0 = no

1 = yes

	13 Frequency of use in past month


	1 = daily

2 = 3-4x/ wk

3 = 1-2x/ wk

4 = 1xmth

5 = nil

	14.  Amount of money spent on substance over past month: $
	[Insert participants estimated expenditure]

	15  Subjective need for substance 


	0 = none

1 = uneasy abt need

2 = strong and intrusive preoccupation

	16 Impaired capacity to abstain or stop using


	0 = none

1 =  unable to control intake

	17.  Impaired capacity to control use when started:



	0 = None

1 = sometimes successful

2 = uses more than intended once started

3 = severely impaired

	18 Social probs ass. With substance use


	0 = none

1 = minor

2 = serious

	19 Risk taking behav ass. With substance use


	0 = none

1 = yes, but no harm

2 = yes, involved harm to self/others

	20 Mental health probs ass. with drugs: 


	0 = none

1 = mood symptoms 

2 = mania-like symptoms

3 =  psychotic-like symptoms
4 = other

	21.  Physical health problems ass. With drug use


	0 = none

1 = mild

2 = mod
3 = severe


Validation of SUQ Severity of Cannabis Abuse scores
To evaluate the construct validity of the SUQ Severity of Cannabis Abuse scores we examined their relationship to past and present cannabis use disorders (CUD; i.e., diagnoses of Cannabis Abuse or Dependence) based on baseline SCID-IV assessments. Both measures were administered by the same trained research assistant. SUQ Severity of Cannabis Abuse scores were available for N = 105 individuals with a history of cannabis use. Of these 105 cannabis users, 25 were flagged as meeting criteria for a current or past CUD based on their SCID-IV assessment.
Individuals flagged as having a current or past CUD on the SCID-IV showed significantly higher Severity of Cannabis Abuse scores (Mean = 9.96, SD = 3.19), relative to individuals with no CUD history (Mean = 4.68, SD = 3.33), t(103) = 6.98, p <.001. We also examined sensitivity, specificity, positive and negative predictive values for the Severity of Cannabis Abuse subscale in relation to current or past CUD on the SCID-IV. To do this we conducted a median split on Severity of Cannabis Abuse scores to dichotomise this measure. We also dichotomised CUD history on the SCID-IV (i.e., current or past CUD vs no CUD history). 
As illustrated in Table S2, a median split on the SUQ Severity of Cannabis Abuse median split evidenced excellent Sensitivity (92%) and Negative Predictive Value (96.5%). This indicates that an SUQ Severity of Cannabis Abuse median split is very good at detecting when someone does and does not have a CUD based on their SCID-IV assessment. However, the median split performed less well in relation to specificity (65.0%) and positive predictive value (45.10%). Thus while the SUQ Cannabis Abuse Severity median split was good at detecting a SCID-IV disorder, it also falsely classified 26.7%  of cannabis users (28 of 105) as having a SCID-IV CUD. 
Supplementary Table S2. Frequencies of SCID-IV Cannabis Use Disorders (CUD) as a function of SUQ Severity of Cannabis Abuse scores lying above or below the median score cut off, and sensitivity, specificity, positive and negative predictive value based on these frequencies
	SUQ Severity of Cannabis Abuse Median Split
	SCID-IV: Current or Past CUD
	SCID-IV: No Current or Past CUD on SCID-IV

	Top 50% 
	23
	28

	Bottom 50% 
	2
	52

	Sensitivity
	92.00%

	Specificity
	65.00%

	Positive predictive value
	45.10%

	Negative predictive value
	96.30%


Note: SUQ = Substance Use Questionnaire; CUD = Cannabis Use Disorder; SCID-IV = Structured 
Clinical Interview for DSM-IV Disorders.
Due to time constraints and participant burden associated with large clinical assessments in the present study, it is possible that past CUDs were not as rigorously assessed as symptoms presenting within the twelve months prior to the baseline assessment (i.e., current CUD or CUD in early remission). Thus poor specificity and positive predictive values observed for the SUQ Severity of Cannabis Abuse median split could reflect under assessment of past CUD with the SCID-IV in the present study. Indeed, only three of the 25 individuals flagged as having a CUD were classified as being in full remission (thus no symptoms present for the past twelve months).

 In sum, despite moderate specificity and poor positive predictive value, the high sensitivity and negative predictive value, as well as the significantly higher SUQ Severity of Cannabis Abuse scores among individuals with a current or past CUD, provides evidence in support of the construct validity of the SUQ Severity of Cannabis Abuse scores used in the present study.
Supplementary Results

The three UHR risk criteria (Genetic, APS, BLIPS) have been shown to confer different levels of risk for transition to a psychotic disorder (Nelson, Yuen, & Yung, 2011). The presence of BLIPS confers the greatest risk, followed by any APS, while individuals presenting with genetic risk but no BLIPS or APS have the lowest risk of transition (Nelson et al., 2011). This naturally raises the question of whether our finding of increased transition risk among individuals with a history of cannabis-induced APS reflects their UHR risk group status.  In the present study 84% (N = 159) of the 190 individuals included in the original analysis met criteria for attenuated psychotic symptoms (APS). Only 13% (N = 24) met criteria for genetic vulnerability without BLIPS or APS, and 3% (N = 6) for BLIPS without APS. 
Given these small sample sizes we could not determine whether our key finding holds for all three risk groups. Instead, we found that increased risk of transition to a psychotic disorder among individuals with a history of cannabis-induced APS and transition risk remains highly significant when we restrict our analysis to those individuals who meet criteria for APS (N = 159), χ2(1) = 14.09, p < .001 (HR = 5.25, 95% CI = 2.00-13.82). Additionally, using a Chi-squared frequency analysis we found that individuals with a history of cannabis-induced APS are no more likely than cannabis users without a history of cannabis induced APS to meet criteria for BLIPS at baseline. χ2(1) = .002, p = .965, (12.5% vs 12.2% meeting criteria for BLIPS, respectively). These findings suggest that the current findings are not simply accounted for by UHR group status.
