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[bookmark: _heading=h.gjdgxs]eMethods 1. Newcastle-Ottawa Scale (NOS) Assessment

NOS quality assessment. We defined the following quality score: “good” quality score by 3 or 4 stars in the selection, 1 or 2 stars in comparability, and 2 or 3 stars in outcomes. Definition of “fair” quality score was defined as 2 stars in the selection, 1 or 2 stars in comparability, and 2 or 3 stars in outcomes. Finally, “poor” quality score was defined by 0 or 1 star(s) in the selection, 0 stars in comparability, and 0 or 1 star(s) in outcomes.
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Table 1: Final evaluation of the risk of bias using the NOS in included studies.
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Table 2: Type of extracted data.
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NEWCASTLE - OTTAWA QUALITY ASSESSMENT SCALE
COHORT STUDIES

Note: A study can be awarded a maximum of one star for each numbered item within the Selection and Outcome categorics. A maximum of two
stars can be given for Comparability.

Selection

1) Representativeness of the exposed cohort

a) truly representative of the average in the community, i.c., patients diagnosed with vestibular schwannoma ¥
b) somewhat representative of the average in the community ¥

We defined somewhat representatives to be patients diagnosed with vestibular schwannoma, but (1) who were included along with different
cerebellopontine angle tumors; (2) who were reoperated; (3) underwent more than one invasive treatment approach, i.¢., underwent microsurgical
resection with DTI planning following the radiosurgical intervention.

¢) selected group of users .g., nurses, volunteers
d) no description of the derivation of the cohort

2) Selection of the non-exposed cohort
a) drawn from the same community as the exposed cohort ¥
b) drawn from a different source

We consider different source to be: (1) specific population of patients (e.g., if some patients were excluded because of their nationality, gender, age
ete.); or (2) patients who were derived from a group only consisting of family relatives

¢) no description of the derivation of the non-exposed cohort

3) Ascertainment of exposure

a) secure record, namely preoperative MRI with DTI application and consequent intraoperative and histopathological confirmation of the
tumor and the presence of the facial nerve #
b) no description

4) Demonstration that outcome of interest was not present at start of stud

2) yes ¥

We consider different source to be independent preoperative DTI assessment by a physician blinded to clinical symptoms of the patient,

b)no

Comparability

1) Comparability of cohorts on the basis of the design or analysis
a) study controls for age and gender of included patients along with their cli
factor) ¥

b) study controls for any additional factor: House-Brackman classification #

ical preoperative manifestations (select the most important

Outcome

1) Assessment of outcome
a) independent blind asscssment ¥
b) record linkage which we consider to be the MRI control %
©) self-report
d) no description

2) Was follow-up long enough for outcomes to occur

2) yes ¥

We defined the enough length of outcomes to occur (in terms of postoperative complications and facial nerve deficits) to be at least one month after VS
surgery.

b)no

3) Adequacy of follow up of cohorts
a) complete follow up — all subjects accounted for ¥
b) subjects lost to follow up unlikely to introduce bias — small number lost > 20% during follow up, or description provided of thosc lost) #
¢) follow up rate < 80% during follow-up and no description of those lost
d) no statement
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