ESM Appendix 1 – Supplementary Methods
Categories of index tests
Four types of index tests were assessed: clinical examination, biomarkers, electrophysiology, and neuroimaging. Clinical examination included every clinical sign that can be collected during a bedside neurological examination, e.g., brainstem reflexes, even if measured using instrumental recording (e.g., automated pupillometry). Biomarkers included chemical markers of brain injury that are measured in the blood, such as neuron specific enolase (NSE). Index tests based on electrophysiology were those which require the recording of a bioelectrical signal from the central nervous system. They included electroencephalogram (EEG) and evoked potentials (EPs).  We also considered for inclusion studies in which the EEG signal was analysed to produce a quantitative variable, such as bispectral index (BIS).  Brain imaging techniques included computed tomography (CT), magnetic resonance imaging (MRI), and ultrasound, the latter limited to optic nerve sheath diameter measurement.
Data extraction
For each study included in the final analysis, the following data were extracted: study design; enrolment period; number of patients; patients’ age and presenting cardiac arrest rhythm; percentage of patients undergoing targeted temperature management (TTM), target temperature, duration, and cooling method; description of index test and the criteria for a positive test, including a threshold where applicable; timing of the index test recording; blinding of the index test and outcome assessors; criteria for WLST; neurological outcome measure and timing of its assessment; number of patients with poor neurological outcome; number of patients with true/false positive and true/false negative test result; major sources of bias, as defined  below. For continuous variables, the thresholds used to calculate test performance were recorded.
Methods for bias assessment
The Quality in Prognosis Studies (QUIPS) tool [1] was used for the assessment of the methodological quality. The tool uses 6 domains for the evaluation of the validity and bias in prognostic studies. The 6 domains describe elements of (1) study participation, (2) study attrition, (3) prognostic factor measurement, (4) outcome measurement, (5) study confounding and (6) statistical analysis and reporting. Items for each domain were rated as described in the original publication. 
The items were summarized within each domain and classified as low, moderate or high risk of bias and illustrated as green, orange or red bars. Bias from these 6 domains was summarized into a final score for each study. The weight of the individual items on the final classification was rated depending on impact of this item on the risk of bias. Study participation, study attrition, statistical analysis and reporting were given a lower impact, prognostic factor measurement and outcome measurement an intermediate and study confounding the highest impact on the final score. 
The tool was customized by adding items specific for neuroprognostication after cardiac arrest and tailored by using different criteria for the specific predictors. Studies were rated independently by two authors (CH, MK). Disagreement between quality assessors were resolved by consensus. 
[bookmark: _Hlk86478279]The withdrawal of life support likely influences the outcome of patients and thus the sensitivity and specificity of the index test. The prognostic protocol and criteria for WLST were considered to influence the risk of bias significantly and given more weight in the rating of the risk of bias. In case no protocol was reported, the risk of bias due to confounding was graded as high, regardless of other items within this domain. In studies on prognostication of poor outcome, self-fulfilling prophecy is a bias that occurs when the treating team is not blinded to the results of the outcome predictor so that decisions on treatment limitations may be influenced or even based on that predictor. Given the importance of the risk of self-fulfilling prophecy[2], the risk of bias was graded as high when the index test was not assessed blindly, and very high when the index test was part of the WLST criteria, regardless of the presence of other limitations. 
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