SUPPLEMENTARY MATERIALS
Supplementary Figures
Ggplot2, a R package, was used for the plotting and curve fitting for all the below supplementary figures. All curve fitting was done with Locally Weighted Scatter-plot Smoother (LOESS) smoothing (Cleveland, Grosse & Shyu 1992). 


Figure S1a. Age Effects on Cortical Thickness for 22q11DS vs Control Comparison. A non-linear age effect can be observed in the majority of the regions and both hemispheres, which is further confirmed by comparing models with and without a quadratic age term (Table S3a). No clear pattern of group-age interactions can be seen (confirmed in Table 5a).
Figure S1b. Age Effects on Cortical Surface Area for 22q11DS vs Control Comparison. No clear non-linear age effect is observed in the majority of the regions or either hemisphere, which is further confirmed by comparing models with and without a quadratic age term (Table S3b). No clear pattern of group-age interactions can be seen (confirmed in Table 5b).
Figure S2. Relationships between Total Intracranial Volume (ICV) and Global CT/SA. The relationships were fitted between ICV and CT averaged across both hemispheres (left panel), and between ICV and total cortical surface area (right panel), respectively. No linear effect is observed for CT, while a clear linear effect is seen for SA.
Figure S3. Differences in Global Brain Measures, by Study Site. Scatter- and violin-plots were made to show the distribution of four global brain measures (ICV, total brain volume, mean cortical thickness, and total cortical surface area) for each of the 13 datasets from 10 study sites. Despite cross-site variations, consistent patterns of group differences are clearly observed. Red dots represent group means, and red vertical lines represent within-group standard deviations.
Figure S4a. Scatterplots of Regional Differences in Cortical Thickness between 22q11DS and Control Subjects. The data-points were adjusted for study site, sex, and both linear and quadratic age terms. Red dots represent group means, and red vertical lines represent with-group standard deviations of the residuals from the above modeling.
 Figure S4b. Scatterplots of Regional Differences in Surface Area between 22q11DS and Control Subjects. The data-points were adjusted for study site, sex, age and ICV. Red dots represent group means, and red vertical lines represent within-group standard deviations of the residuals from the above modeling.
Figure S5a. Scatterplots of Regional Cortical Thickness Differences between 22q11DS+Psychosis vs. 22q11DS-No Psychosis Subjects. The data-points were adjusted for study site, sex, and age. Red dots represent group means, and red vertical lines represent within-group standard deviations of the residuals from the above modeling.
Figure S5b. Scatterplots of Regional Surface Area Differences between 22q11DS+Psychosis vs. 22q11DS-No Psychosis Subjects. The data-points were adjusted for study site, sex, age, and ICV. Red dots represent group means, and red vertical lines represent within-group standard deviations of the residuals from the above modeling.
Figure S6a. Scatterplots of Regional Cortical Thickness Differences between A-B Deletion, A-D Deletion and Control Subjects. The data-points were adjusted for study site, sex, age and quadratic age. Red dots represent group means, and red vertical lines represent within-group standard deviations of the residuals from the above modeling. P-values shown are for the overall differences across the 3 groups.
Figure S6b. Scatterplots of Regional Surface Area Differences between A-B Deletion, A-D Deletion and Control Subjects. The data-points were adjusted for study site, sex, age, and ICV. Red dots represent group means, and red vertical lines represent within-group standard deviations of the residuals from the above modeling. P-values shown are for the overall differences across the 3 groups.
Figure S7a. IQ Adjusted and Unadjusted Group Differences (Cohen’s d) for CT: 22q11DS Cases vs. Controls. Effect size values in Cohen’s d were plotted for the group differences in CT between 22q11DS cases and controls, contrasting those from the statistical model that adjusted for IQ with that didn’t adjust for IQ, in order to examine the influence of IQ on CT differences. Solid circles show Cohen’s d values unadjusted for IQ, and hollow circles show values adjusted for IQ. The black color indicates statistical significance after FDR corrections, while the gray color indicates non-significant results. The figure demonstrates that although the absolute effect sizes are reduced when adjusted for IQ, the significance levels and overall pattern of group differences largely remain the same.

Figure S7b. IQ Adjusted and Unadjusted Group Differences (Cohen’s d) for SA: 22q11DS Cases vs. Controls.  Effect size values in Cohen’s d were plotted for the group differences in SA between 22q11DS cases and controls, contrasting those from the statistical model that adjusted for IQ with that didn’t adjust for IQ, in order to examine the influence of IQ on SA differences. Solid circles show Cohen’s d values unadjusted for IQ, and hollow circles show values adjusted for IQ. The black color indicates statistical significance after FDR corrections, while the gray color indicates non-significant results. The figure demonstrates that although the absolute effect sizes are reduced when adjusted for IQ, the significance levels and overall pattern of group differences largely remain the same.
Figure S8. IQ Adjusted and Unadjusted Group Differences (Cohen’s d) for CT: 22q11DS cases with psychosis and without psychosis. Effect size values in Cohen’s d were plotted for the group differences in CT between 22q11DS cases with a diagnosis of psychosis and without psychosis, contrasting those from the statistical model that adjusted for IQ with that didn’t adjust for IQ, in order to examine the influence of IQ on CT differences. Solid circles show Cohen’s d values unadjusted for IQ, and hollow circles show values adjusted for IQ. The black color indicates statistical significance after FDR corrections, while the gray color indicates non-significant results. The figure demonstrates that although the absolute effect sizes are slightly altered when adjusted for IQ, the significance levels and overall pattern of group differences largely remain the same. 
Supplementary Tables
Table S1: Clinical characteristics of 22q11DS and control participants, across sites. Inclusion/exclusion criteria and instruments for diagnosing psychotic disorder and psychotic symptom severity, by site. References indicate representative publications for each study sample. 
 
Table S2: Scanner acquisition parameters, by site. References indicate publications reporting on site-specific imaging data. 

Table S3a. Quadratic Age Effects on Cortical Thickness: 22q11DS Cases vs Controls. The following two models 1) CT ~ Group + Site + Sex + Age, and 2) CT ~ Group + Site + Sex + Age + Age2, were compared using F-tests. Results showed that for the majority of regions, a significantly increased proportion of variance can be accounted for by including the quadratic term of age in the models.
 
Table S3b. Quadratic Age Effects on Surface Area. The following two models 1) SA ~ Group + Site + Sex + Age, and 2) SA ~ Group + Site + Sex + Age + Age2, were compared using F-tests. Results showed that for the majority of regions, no further proportion of variance is accounted for by including the quadratic term of age in the models.
 
Table S4a. Group x Sex Interactions on Cortical Thickness. The following two models 1) CT ~ Group + Site + Sex + Age, and 2) CT ~ Group + Site + Sex + Age + Group * Sex, were compared using F-tests. Results showed that for the majority of regions, no further proportion of variance is accounted for by including the interaction term in the models.
 
Table S4b. Group x Sex Interactions on Surface Area. The following two models 1) SA ~ Group + Site + Sex + Age, and 2) SA ~ Group + Site + Sex + Age + Diagnosis * Sex, were compared using F-tests. Results showed that for the majority of regions, no further proportion of variance is accounted for by including the interaction term in the models.
 
Table S5a. Group x Age Interactions on Cortical Thickness. The following two models 1) CT ~ Group + Site + Sex + Age + Age2, and 2) CT ~ Group + Site + Sex + Age + Age2 + Group * Age, were compared using F-tests. Results showed that for the majority of regions, no further proportion of variance is accounted for by including the interaction term in the models.
 
Table S5b. Group x Age Interactions on Surface Area. The following two models 1) SA ~ Group + Site + Sex + Age + ICV, and 2) CT ~ Group + Site + Sex + Age + ICV + Group * Age, were compared using F-tests. Results showed that for the majority of regions, no further proportion of variance is accounted for by including the interaction term in the models.

Table S6a. Linear vs Quadratic Age Effects on Cortical Thickness: 22q11DS- Psychosis vs. No Psychosis. The following two models 1) CT ~ Group + Site + Sex + Age, and 2) CT ~ Group + Site + Sex + Age + Age2, were compared using F-tests. Results showed that for all regions, no further proportion of variance is accounted for by including the quadratic term of age in the models.
 
Table S6b. Linear vs. Quadratic Age Effects on Surface Area: 22q11DS-Psychosis vs. No Psychosis. The following two models 1) SA ~ Group + Site + Sex + ICV + Age, and 2) SA ~ Group + Site + Sex + ICV + Age + Age2, were compared using F-tests. Results showed that for all regions, no further proportion of variance is accounted for by including the quadratic term of age in the models.

Table S7a. Linear vs. Quadratic Age Effects on Cortical Thickness: A-D and A-B Deletion and Controls. The following two models 1) CT ~ Group + Site + Sex + Age, and 2) CT ~ Group + Site + Sex + Age + Age2, were compared using F-tests. Results showed that for the majority of regions, a significantly increased proportion of variance can be accounted for by including the quadratic term of age in the models.  

Table S7b. Linear vs. Quadratic Age Effects on Surface Area: A-D and A-B Deletion and Controls. The following two models 1) SA ~ Group + Site + Sex + ICV + Age, and 2) SA ~ Group + Site + Sex + ICV + Age + Age2, were compared using F-tests. Results showed that for all regions, no further proportion of variance is accounted for by including the quadratic term of age in the models.

Table S8. Use of Psychotropic Medications in 22q11DS subjects.

 Table S9. Effect Sizes (Cohen's D) For Group Differences in Global Brain Metrics Across Sites. Differences in 4 global brain measures (ICV, total brain volume, mean cortical thickness, and total cortical surface area) between 22q11DS cases and controls were compared for each dataset/site separately. Consistent patterns of group differences can be observed across sites.

Table S10a: Group Differences in Cortical Thickness, 22q11DS Cases vs Controls: Effect size (Cohen’s d), 95% Confidence Interval (CI), Percent Difference, and P-Value. The following linear model was used for the group comparison: CT ~ Group + Site + Sex + Age + Age2.  Degrees of freedom (df) =686 for all comparisons.
 
Table S10b: Group Differences in Surface Area, 22q11DS Cases vs Controls: Effect size (Cohen’s d), 95% Confidence Interval (CI), Percent Difference, and P-Value. The following linear model was used for the group comparison: SA ~ Group + Site + Sex + Age + ICV. Df= 686 for all comparisons.
 
Table S11a: Group Differences in Cortical Thickness, 22q11DS Cases vs Controls, Mixed Effect Models: Effect size (Cohen’s d), 95% Confidence Interval (CI), Percent Difference, and P-Value. The following mixed effect linear model was used for the group comparison: CT ~ Group + Sex + Age + Age2, random = ~ 1 | Site. Df=686 for all comparisons.
 
Table S11b: Group Differences in Surface Area, 22q11DS Cases vs Controls, Mixed Effect Models: Effect size (Cohen’s d), 95% Confidence Interval (CI), Percent Difference, and P-Value. The following mixed effect linear model was used for the group comparison: SA ~ Group + Sex + Age + ICV, random = ~ 1 | Site. Df = 686 for all comparisons.

Table S12a: Classification Analysis: Accuracy, Sensitivity and Specificity. Random divisions were applied to the whole dataset to obtain 20 training sets and 20 corresponding testing sets at a ratio of 3:1 in numbers of subjects. For each division, the glmnet algorithm was used to calculate the sensitivity, specificity, and accuracy, as well as the significance level, of group prediction. These above values were averaged over the 20 divisions.

Table S12b: Classification Analysis, GLMNet Weights for Cortical Structures. The glmnet algorithm was applied to the full dataset to obtain the weights of cortical measures, which indicate the contribution of each measure in predicting the group label of a subject. Note that since glmnet performs an intrinsic feature selection with L1-norm regularization, some cortical measures had a weight of zero and therefore did not contribute in the prediction models.

Table S13a. Demographics of Matched 22q11DS+Psychosis (N=60) and 22q11DS-No Psychosis Subjects (N=60).

Table S13b. Psychotropic Medications, IQ and Deletion Type in 22q11DS Subjects with and without Psychosis. 

Table S14a. Differences in Cortical Thickness, 22q11DS Psychosis vs. 22q11DS-No Psychosis: Effect size (Cohen’s d), 95% Confidence Interval (CI), Percent Difference, and P-Value. The following linear model was used for the group comparison: CT ~ Group + Site + Sex + Age. Df=107 for all comparisons.
 
Table S14b. Differences in Surface Area, 22q11DS Psychosis vs. 22q11DS-No Psychosis: Effect size (Cohen’s d), 95% Confidence Interval (CI), Percent Difference, and P-Value. The following linear model was used for the group comparison: SA ~ Group + Site + Sex + Age + ICV. Df= 106 for all comparisons.

Table S15a. Demographics of Matched A-B and A-D Deletion and Control Subjects.

Table S15b. Psychotropic Medications, IQ and Psychosis in 22q11DS Subjects with A-B vs. A-D Deletions.  

Table S16a. Comparison of Cortical Thickness Differences among Subjects with A-D deletions, A-B Deletions and Controls. The following linear model was used for the group comparison: CT ~ Group + Site + Sex + Age + Age2. Df=203 for all comparisons.
 
Table S16b. Comparison of Surface Area Differences between Subject with A-D deletions, A-B Deletions and Controls. The following linear model was used for the group comparison: SA ~ Group + Site + Sex + Age + ICV. Df=203 for all comparisons.

Table S17a. Effects of Psychotropic Medications on Cortical Thickness (t-values and p-values for comparison of 22q11DS patients on vs. not on each category of psychotropic medication).
 
Table S17b. Effects of Psychotropic Medications on Cortical Surface Area (t-values and p-values for comparison of 22q11DS subjects on vs. not on each category of psychotropic medication).

Table S18a. Effects of Antipsychotic Medications on Cortical Thickness in 22q11DS-Subjects with Psychotic Disorder. Group differences among subjects who were on typical antipsychotics, atypical antipsychotics, both types of antipsychotics, and no antipsychotics were compared using Analysis of Covariance (ANCOVA). P-values are from the overall differences among the 4 groups. Only the right inferior temporal cortex showed significant difference among all 68 regions from the analysis.
 
Table S18b. Effects of Antipsychotic Medications on Surface Area in 22q11DS Subjects with Psychotic Disorder. Group differences among subjects who were on typical antipsychotics, atypical antipsychotics, both types of antipsychotics, and no antipsychotics were compared using Analysis of Covariance (ANCOVA). P-values are from the overall differences among the 4 groups. No significant difference was found in any cortical regions from the analysis.

Table S19a. Effects of Covarying for Handedness on CT (Effect Sizes and P-Values). Effect size values in Cohen’s d were shown here for the group differences in CT between 22q11DS cases and controls, contrasting those from the statistical model that adjusted for handedness with that did not adjust for it, in order to examine the influence of handedness on group differences in CT. As indicated, Cohen’s d values and the significance levels remain almost the same whether handedness was adjusted for or not.

Table S19b. Effects of Covarying for Handedness on SA (Effect Sizes and P-Values). Effect size values in Cohen’s d were shown here for the group differences in SA between 22q11DS cases and controls, contrasting those from the statistical model that adjusted for handedness with that did not adjust for it, in order to examine the influence of handedness on group differences in SA. As indicated, Cohen’s d values and the significance levels remain almost the same whether handedness was adjusted for or not.




Supplementary Table S1: Clinical characteristics of 22q11DS and control participants, across sites: inclusion/exclusion criteria and instruments for diagnosing psychotic disorder and psychotic symptom severity, by site. References indicate representative publications for each study sample.

	

Site
	

Study Inclusion and Exclusion criteria
	
Instrument for psychiatric diagnosis
/ Rating psychotic symptoms severity
	
Instrument for  IQ Assessment
	

Citations

	UCLA (1,2)
	Inclusion Criteria 22q11DS and Controls:
1) no significant abuse of drugs or alcohol during the last 6 months or prior abuse/dependence likely to lead to central
nervous system impairment;
2) between 5 and 50 years of age;
3) sufficient acculturation and fluency in the English language to avoid invalidating research measures

Inclusion Criteria 22q11DS Only:
1) Confirmed diagnosis of 22q11.2 microdeletion (by FISH
or microarray)
2)  no evidence of a comorbid neurological disorder (e.g., uncontrolled epilepsy, encephalitis);
3) Verbal IQ >= 60 in order to complete the Structured
Interview for Prodromal Syndromes

Inclusion Criteria Controls Only:
1) no evidence of current or past significant psychopathology;
2) self- and parent report of no prior treatment for psychiatric disorder;
3) no evidence of traumatic brain injury, or other
neurological disorder or impairment;
4) no history of significant medical complications likely to affect cognitive functioning (e.g., Type I diabetes, cancer, neural tube defects, etc.)
5) no first-degree relative has been diagnosed with or treated
for psychotic disorder; and
8) sex, age, race, and parental educational level comparable to that of the patient participants
6) verbal IQ >= 70
	SCID1 interview (over 10) C-DISC2 (18 & under)
SIPS3
BPRS4
	WASI 57
	Ho et al., 201214
Jalbrzikowski et al., 201215, 201316,
201417
Jonas et al., 201518
Schreiner et al., 201319, 201720

	State University of New
York at Upstate
(SUNY)
	Inclusion Criteria 22q11DS and Controls:
1) Between the ages of 9 and 15 years of age at the 1st timepoint, or 12 and 18 years if they entered the study at the
2nd timepoint.
2) No orthodontia or paramagnetic implants.
3) Birthweight Over 2500 grams
4) No traumatic brain injury or loss of consciousness for >
15 minutes
5) No fetal exposure to drugs or alcohol

Inclusion Criteria 22q11DS Only:
Confirmed diagnosis of 22q11.2 microdeletion (by FISH or microarray)

Exclusion Criteria Controls Only:
1) History of severe psychiatric disorder in self or 1st degree relatives
2) Placement in a gifted or special education classroom
3) Seizure or other neurological / genetic disorder
	SCID1
SIPS3
BPRS4
K-SADS-PL5
	WISC-III 58
	Radoeva et al., 201421,
Antshel et al., 201322, Radoeva et al., 201223, Kunwar et al.,201224,
Kates et al., 201125, Kates et al., 201126, Coman et al., 201027, Roizen et al., 201028, Antshel et al., 201029, Antshel et al., 200830, Kates et al., 200731, Antshel et al., 200732, Kates et al., 200733, Antshel et al., 200734, Aneja et al., 200735, Antshel et al., 200636, Kates et al., 200637

	UC Davis
	Inclusion Criteria 22q11DS Only:
Confirmed diagnosis of 22q11.2 microdeletion (by FISH or microarray)

Exclusion Criteria 22q11DS cases and Controls:
1) Brain infarct, CNS infection, head injury, other focal neurologic abnormality
2) Current or past use of antipsychotic medications
3) Existing diagnosis of psychosis
	SCID1

	WISC-IV 59
WASI 57
	Scott et al., 201638,
Deng et al., 201539, 
Stephenson et al., 201440

	University of
Pennsylvania/Children’s Hospital of Philadelphia

	Inclusion Criteria 22q11DS and Controls:
1) Age ≥8
2) Ability to provide informed consent/assent
3) English proficiency
4) Ambulatory and stable medical status
5) Estimated IQ >70

Inclusion Criteria 22q11DS Only:
Confirmed diagnosis of 22q11.2 microdeletion (by FISH or microarray)

Exclusion Criteria 22q11DS and Controls:
1) Pervasive developmental disorder per medical records or
mental retardation (IQ < 70)
2) Medical or neurological disorders that may affect brain function (e.g., uncontrolled seizures, head trauma, CNS tumor, and infection) or visual performance (e.g., blindness).
	K-SADS-PL5
SIPS3
	WISC 59
WAIS 60 (22q11Ds);  
WRAT/Penn-CNB (controls) 61
	Yi et al., 2013 41,
Niarchou et al., 201742, 
Tang et al., 201743, 
Tang et al., 201744

	Utrecht University
Medical Center, Netherlands
	Inclusion Criteria 22q11DS:
1) Confirmed diagnosis of 22q11.2 deletion
2) age >=12
3) VIQ >55
	K-SADS-PL5
	Dutch version of: WISC-III 58
 or 
WISC-R 62;
WAIS –III 60
	Fiksinski et al., 201745

	Kings College (Institute
of Psychiatry), London
	Inclusion Criteria 22q11DS and Controls:
1) no significant abuse of drugs or alcohol during the last 6 months or prior abuse/dependence likely to lead to central nervous system impairment;
2) between 5 and 50 years of age;
3) sufficient acculturation and fluency in the English language to avoid invalidating research measures

Inclusion Criteria 22q11DS Only:
1) Confirmed diagnosis of 22q11.2 microdeletion by FISH
test
2)  no evidence of a comorbid neurological disorder (e.g., uncontrolled epilepsy, encephalitis);
3) Verbal IQ >= 60 in order to complete the Structured
Interview for Prodromal Syndromes

Inclusion Criteria Controls Only:
1) no evidence of current or past significant psychopathology or psychiatric disorders;
2) no evidence of traumatic brain injury, or other neurological disorder or impairment;
3) no history of significant medical complications likely to affect cognitive functioning (e.g., Type I diabetes, cancer,
neural tube defects, etc.)
4) no first-degree relative has been diagnosed with or treated for psychotic disorder; and
5) sex, age, race, and parental educational level comparable to that of the patient participants
6) verbal IQ >= 70
	SCID1
C-DISC2
SIPS3
BPRS4
	WASI 57
	In preparation

	Maastricht
	Inclusion Criteria 22q11DS and Controls:
1) age >18 years

Inclusion Criteria 22q11DS Only:
Confirmed diagnosis of 22q11.2 microdeletion (by FISH or microarray)

Exclusion Criteria 22q11DS and Controls:
Present substance use or history of abuse or dependency, neurological affliction, or pregnancy.
	PANSS6
MINI7
PAS-ADD8
	Dutch version of WAIS –III 60   

Dutch version of the National Adult Reading Test (DART)63   
	
Bakker et al., 201646
Da Silva Alves et al., 201147

	Cardiff
	Inclusion Criteria 22q11DS and Controls:
1) Age ≥ 10

Inclusion Criteria 22q11DS Only:
Confirmed diagnosis of 22q11.2 microdeletion (by FISH or microarray)

Exclusion Criteria 22q11.2DS and Controls: Contraindications for MRI scanning (e.g. MRI incompatible implants or prostheses)
	CAPA 9
SIPS3

Adults only: SIPS3
PANSS6
PAS-ADD8
SCID-II 10
SAPS11
SANS12
SPI-A13
	WASI 57
	Monks et al., 201448,
Niarchou et al., 201449, 201550, 
Chawner et al., In press51

	Newcastle
	Inclusion Criteria 22q11DS and Control:
1) English language fluency

Inclusion Criteria 22q11DS Only:
Confirmed diagnosis of 22q11.2 microdeletion (by FISH or microarray)

Exclusion Criteria 22q11DS and Controls:
Clinically detectable medical disorder known to affect brain structure (e.g., hypertension), or a history of head injury.

Exclusion Criteria Controls Only:
1) The presence of a genetic disorder, mental health
problems, a history of severe head injury, seizure disorder, or other ocular, neurological or major medical problems that could influence task performance.
	K-SADS-PL5
SCID1
	WISC-III 58
WASI 57
	Campbell et al., 201052, 201553,
McCabe et al., 201254, 201355,201456

	Toronto 1 
	Inclusion Criteria 22q11.2DS only: 
1) Between the ages of 30 and 65 years
2) Molecularly diagnosed with 22q11.2DS
3) No other diagnosed genomic disorder other than 22q11.2DS

Inclusion Criteria Controls only:
1) Between the ages of 30 and 65 years
2) No diagnosed genomic disorder
3) No diagnosed psychiatric disorders
4) No diagnosed motor/movement disorders
5) No history or current use of street drugs
6) No diagnosed major feature of 22q11.2DS: Psychosis, Mood disorder, Anxiety disorder, Intellectual disability, Congenital heart disease, Parkinson’s disease

Exclusion Criteria 22q11.2DS and Controls:
1) Metal implants contraindicated to MRI
2) Cardiac pacemaker
3) Pregnancy
4) Prior history of stroke
5) Deep brain stimulator
	SCID1
	WAIS –III 60   
	Butcher et al., 201757,
Chow et al., 200658,
Butcher et al., 201259,
Van et al., 201660

	Toronto 2
	[bookmark: _GoBack]Inclusion criteria (22q11DS only):
1) 22q11.2 deletion confirmed by FISH or microarray studies 
2) Age > 16
3) No known prior traumatic brain injury

Exclusion criteria 22q11.2DS and Controls:
1) Contraindications to MRI scanning (metal implants, metal artificial heart valves, cardiac pacemaker, pregnancy, recent surgery (<6 months), intra ocular metal)
2) Excessive anxiety or agitation
	SCID1
	WAIS –III 60   
	Chow et al., 201161
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Supplementary Table 2: Scanner acquisition parameters, by site. References indicate publications reporting on site-specific imaging data. 

	Site
	Scanner vendor and type
	Sequence
	Field Strength
	Acquisition Direction
	# of Slices
	Slice Thickness (mm)
	Voxel Size (mm3)
	TI (ms)
	TE (ms)
	TR (ms)
	Flip Angle
	Citation

	UCLA 1

	Siemens Tim Trio
	MPRAGE
	3T
	sagittal
	160
	1.2
	1.0x1.0x1.2
	900
	2.86
	2300
	9
	Lin et al., 20171; Jalbrzikowski et al., 2017 2; 
Jonas et al., 20153; Montojo et al., 20154; Montojo et al., 20145; Jalbrzikowski et al., 20136

	UCLA 2

	Siemens Tim Trio
	MPRAGE
	3T
	sagittal
	160
	1.2
	1.0x1.0x1.2
	900
	2.91
	2300
	9
	Lin et al., 20171; Jalbrzikowski et al., 2017 2; 
Jonas et al., 20153; Montojo et al., 20154; Montojo et al., 20145; Jalbrzikowski et al., 20136

	SUNY
	Siemens Tim Trio 
	MPRAGE_SAG_BWM
	3T
	sagittal
	176
	1
	1.0x1.0x1.0
	1100
	3.31
	2530
	7
	Radoeva et al., 20127,
Kunwar et al.,20128,
Kates et al., 20119,
Kates et al., 201110,
Coman et al., 201011,
Antshel et al., 200812,
Kates et al., 200713,
Kates et al., 200614

	UC Davis 1
	Siemens Tim Trio
	MPRAGE_SAGMagdeburgIPAT
	3T
	axial
	160
	1
	1.0x1.0x1.0
	1100
	2.93
	1820
	12
	DeBoer et al., 200715, Simon et al., 200816 

	UC Davis 2
	Siemens Tim Trio
	MPRAGE_0.9mm iso w/flow comp
	3T
	sagittal
	192
	0.9
	0.9x0.9x0.9
	1100
	4.37
	2200
	7
	Beaton et al., 201017 Srivastavaet al., 201218 Villalon Reina et al., 201319,
 Deng et al., 201520, Scott et al., 201521

	University of Penn
	Siemens
	MPRAGE
	3T
	axial
	160
	1
	0.9375x
0.9375x1.0
	1100
	3.51
	1810
	9
	Schmitt et al., 201522, 201623

	Utrecht
	Philips Achieva, since March 2016 Philips Ingenia
	3D T1TFE
	3T
	axial
	160
	1
	0.875x0.875x1
	Min. TI delay: 821.929016
	4.6
	9960
	8
	 

	IoP
	GE 
	MPRAGE
	3T
	sagittal
	166
	1.2
	1.0x1.0x1.0
	650
	2.9
	6900
	8
	In preparation

	Maastricht
	Philips Intera
	MPRAGE
	3T
	axial
	120
	1.2
	1.17×1.17×1.20
	 TI delay: 807.8926
	4.6
	9800
	8
	Bakker et al., 201624
Da Silva Alves et al., 201125

	Cardiff
	GE 
	3D FSPGR
	3T
	oblique-axial
	172
	1
	1.0x1.0x1.0
	450
	3
	7900
	20
	 

	Cardiff
	Siemens Prisma 
	  MPRAGE
	3T
	sagittal
	176
	1
	1.0x1.0x1.0
	850
	3.06
	2300
	9
	 

	Newcastle
	Siemens Avanto 
	MPRAGE
	1.5T
	sagittal
	176
	1
	0.98x0.98x1.0
	1100
	4.3
	1980
	15
	 

	Toronto 1
	GE
	3D T1 FSPGR
	3T
	sagittal
	200
	0.99
	0.9
	650
	3
	6700
	8
	Butcher et al., 201726

	Toronto 2
	GE Signa
	3D T1 Inversion-prepped SPGR
	1.5T
	coronal
	124
	1.5
	1.5x0.78x0.78
	300
	5.1
	1200
	20
	Chow et al., 201127
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