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find that including FH improves
prediction accuracy, particularly in
diverse populations.
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SUMMARY

Polygenic risk scores (PRSs) derived from genotype data and family history (FH) of disease provide valuable
information for predicting disease risk, but PRSs perform poorly when applied to diverse populations. Here,
we explore methods for combining both types of information (PRS-FH) in UK Biobank data. PRSs were
trained using all British individuals (n = 409,000), and target samples consisted of unrelated non-British Eu-
ropeans (n = 42,000), South Asians (n = 7,000), or Africans (n = 7,000). We evaluated PRS, FH, and PRS-FH
using liability-scale R?, primarily focusing on 3 well-powered diseases (type 2 diabetes, hypertension, and
depression). PRS attained average prediction R?s of 5.8%, 4.0%, and 0.53% in non-British Europeans, South
Asians, and Africans, confirming poor cross-population transferability. In contrast, PRS-FH attained average
prediction R%s of 13%, 12%, and 10%, respectively, representing a large improvement in Europeans and an
extremely large improvement in Africans. In conclusion, including family history improves the accuracy of

polygenic risk scores, particularly in diverse populations.

INTRODUCTION

Polygenic risk scores (PRSs) derived from genetic data can pro-
vide information for predicting disease risk, enhancing prospects
for clinical utility."> However, a limitation of PRS methods is their
poor cross-population transferability.*~” Family history (FH) of
disease can provide complementary information about disease
risk,>'" consistent with the rich history of leveraging data from
ungenotyped but phenotyped relatives in analyses of quantita-
tive traits in livestock.''™"* In particular, FH has the potential to
alleviate the poor cross-population transferability suffered by
PRS. Combining PRS and FH information is an appealing para-
digm for predicting disease risk, but it is currently unclear how
to optimally combine these two sources of information. Previous
studies that combined PRS and FH information restricted the
PRS component to genome-wide significant loci,®'>'® instead
of leveraging genome-wide polygenic signals; did not differen-
tially incorporate FH for each type of relative,”'>'° to allow for
differential environmental effects® (in particular, So et al.® relies
on external narrow-sense heritability estimates); and did not
model contributions of PRS and FH that vary as a function of
the target population,®'>~'" to optimize cross-population trans-
ferability. In addition, So et al.® did not incorporate covariates;
the study is not applicable to UK Biobank data, in which sibling
history is reported as a binary variable (at least one sibling has
the disease), rather than the number of affected siblings; and re-
lies on external data to estimate model parameters. Other
studies only considered PRS and FH information separately. %
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Here, we develop a framework for predicting individuals’ risk of
disease conditional on both their PRS and their FH (PRS-FH), us-
ing either a logistic model®” or a liability threshold model.>®> We
show via simulations and application to complex diseases from
the UK Biobank?®* that incorporating FH using PRS-FH improves
the accuracy of polygenic risk scores, with a particularly large
improvement in diverse populations. The logistic model outper-
forms the liability threshold model in analyses with covariates,
and we thus recommend the use of the logistic model.

RESULTS

Overview of methods

We considered two PRS-FH methods based on a logistic model
(PRS-FHiog) and a liability threshold model (PRS-FHiap), respec-
tively (see STAR Methods). Both methods require a large training
sample to estimate SNP effect sizes for the PRS (in this study, we
use European training data), and a small additional training sam-
ple (e.g., Neit > 500; see STAR Methods) from the target popu-
lation to fit PRS-FH model parameters, which are specific to the
target population. Both PRS-FH,og and PRS-FH;;4, allow for sib-
ling history to be reported as the presence or absence of at least
one affected sibling (together with the total number of siblings),
as in the UK Biobank. Both PRS-FH methods can be extended
to incorporate covariates. We have publicly released open-
source software implementing both methods as well as model
parameters (specific to each target population) for both methods
(see data and code availability).

Cell Genomics 2, 100152, July 13, 2022 © 2022 The Author(s). 1

This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).


mailto:mhujoel@broadinstitute.org
mailto:aprice@hsph.harvard.edu
https://doi.org/10.1016/j.xgen.2022.100152
http://crossmark.crossref.org/dialog/?doi=10.1016/j.xgen.2022.100152&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/

¢? CellPress

OPEN ACCESS

Cell Genomics

Step 1: Construct PRS

it
PRS-FH m
.

Step 2:
Estimate model coefficients using
training data from target population

Log odds disease =

Mother’s  Father’s
IPRs + M disease + [l disease
status status

Feature importance

ow |

\ Step 3:

e

enamm

PRS'FH"ab

Step 2:
Estimate prior covariance matrix using
training data from target population

Target individual's iabitity [ [} || [ 1

Target individual's PRs| || | | || |

Target individual’s mother's liabilityl [l | | [l [ |
Target individual’s father’s liability . D D .

Covariance

ow|

HIGH

Predict risk of disease

Risk of disease

Figure 1. Overview of PRS-FH methods

We list the 3 steps of PRS-FH)oq and PRS-FHa,. Although the PRS-FH .4 model coefficients and PRS-FH., prior covariance shown here are the same for each
parent, they may differ between mother and father. In addition, both methods can incorporate sibling history.

The PRS-FH g method relies on a logistic model and consists
of 3 main steps (Figure 1): (1) compute PRS in all target popula-
tion individuals by applying standard methods to training data,
(2) use the training individuals from the target population to esti-
mate logistic model coefficients, and (3) for each target individ-
ual, compute their predicted risk of disease, conditional on their
PRS and the disease status of their first-degree relatives. In step
1, we apply BOLT-LMM?° to training data to jointly fit SNP ef-
fect sizes under a non-infinitesimal model, and compute PRS in
target population individuals using these SNP effect sizes. In
step 2, we estimate the contributions of the PRS and the disease
status of first-degree relatives (mother, father, siblings; we allow
different coefficients for each type of relative, to allow for differ-
ential environmental effects®’) to the log-odds of disease, mak-
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ing a strong assumption that the log-odds of disease depends
linearly on the PRS and disease status of first-degree relatives
(see Discussion). These parameters are specific to the target
population, requiring an extra layer of training data from the
target population; in this study, we use 10-fold cross-validation
in the target population. In step 3, we predict the risk of disease
for each target individual as the log-odds of disease based on
the PRS and disease status of first-degree relatives.

The PRS-FH;i,, method relies on a liability threshold model®®
and consists of 3 main steps (Figure 1): (1) compute PRS in all
target population individuals by applying standard methods to
training data; (2) use the training individuals from the target
population to estimate liability threshold model parameters,
and (3) for each target individual, compute their predicted
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Figure 2. PRS-FH,q4 and PRS-FH;;,;, increase
prediction accuracy in simulations

We report mean liability-scale R? across 10 simu-
lations for PRS alone, FH alone (FHoq and FHjigp),
and PRS-FH methods (PRS-FH o4 and PRS-FHjap)
for different values of disease prevalence. Error
bars denote standard errors. Numerical results are
reported in Table S2.
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We simulated genotypes at 100,000 un-
linked SNPs for 400,000 unrelated PRS
training samples and 40,000 unrelated
target samples from the same population.
We simulated case-control status for the
PRS training samples and case-control
status plus FH (parental history for both

parents) for the target samples (we did
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risk of disease, conditional on their PRS and the disease sta-
tus of their first-degree relatives. In step 1, we use BOLT-
LMM?52% (see above). In step 2, we estimate the variance/
covariance matrix for a target individual’s total liability, their
PRS, and the total liabilities of their first-degree relatives (we
allow different covariances for each type of relative, analogous
to above). As above, these target population-specific parame-
ters require an extra layer of training data from the target pop-
ulation. In step 3, we predict the risk of disease for each target
individual as the posterior probability of disease based on the
PRS and disease status of first-degree relatives. The preva-
lence of disease (determined by the liability threshold) among
target individuals may vary as a function of number of siblings,
consistent with empirical data. The PRS-FH;,, method is
conceptually related to the method of So et al.,’ but key differ-
ences include the incorporation of genome-wide polygenic
risk scores, the incorporation of different covariances for
each type of relative, the way in which model parameters
are estimated, the incorporation of target population-specific
model parameters, and the way in which covariates are
incorporated.

We compare PRS-FH,,q and PRS-FH;;,, to PRS alone as well
as a predictor based on FH alone. The PRS method (and the PRS
used within both PRS-FH methods) can use any PRS algorithm;
in this study, we use BOLT-LMM, which has been shown to
attain high polygenic prediction accuracy in the UK Biobank.?*%®
The FH predictor can be constructed using FHiog or FHjiap. Under
a logistic model, the disease status of relatives linearly affects
the log-odds of disease for an individual. Under a liability
threshold model, the posterior risk of disease is computed con-
ditional on FH alone. We evaluate all of the methods using liabil-
ity-scale R? (Lee et al.>’). We compute the standard error of lia-
bility-scale R?, and associated p values, via a jackknife across
individuals. Further details of all of the methods are provided in
the STAR Methods section.

not include sibling history in these simula-
tions); we simulated genotypes for both
parents, used these to simulate genotypes
for target samples (offspring), and simu-
lated case-control status for both parents and target samples
using a liability threshold model. PRS training samples and target
samples were not ascertained for case-control status. Our
default parameter settings involved 10,000 causal SNPs, total li-
ability-scale heritability (h%) equal to 50%, liability-scale SNP her-
itability (hg) equal to 25%, and disease prevalence (K) equal to
1% (very low prevalence), 5% (low prevalence), or 25% (high
prevalence) (implying liability threshold [T] equal to 2.33, 1.64,
or 0.67 and total observed-scale heritability equal to 4%, 11%,
or 27%, respectively), with the same prevalence for parents
and target samples; other parameter settings were also
explored. Further details of the simulation framework are pro-
vided in the STAR Methods section and Table S1. We note
that simulations using real linkage disequilibrium (LD) patterns
are essential for methods affected by LD between SNPs, and
that LD can affect the performance of PRS methods;' however,
PRS-FH,g and PRS-FH4, are not otherwise affected by LD be-
tween SNPs, as no genotype data are used except for
computing the PRS. We further note that simulations with LD us-
ing a subset of individuals from UK Biobank would not be
feasible, as simulations of FH require genotypes of both target
samples and relatives (to simulate the case-control status of
both target samples and relatives), but genotypes of relatives
are not available for (nearly all) UK Biobank samples.

We assessed the prediction accuracy of PRS, FHiog, FHjiap,
PRS-FHiog, and PRS-FH;iop by computing liability-scale R? (Lee
et al.?”). Results are reported in Figure 2 and Table S2. PRS at-
tained higher accuracy at higher prevalence, as expected due
to higher observed-scale SNP-heritability (as PRS training sam-
ples were not ascertained for case-control status). FH,g and
FHjiap performed similarly, and also attained higher accuracy at
higher prevalence; at lower prevalence, most individuals have
no affected parents, allowing little discrimination of risk based
on FH. PRS and FH methods (FH,og and FHja) performed simi-
larly at low (5%) prevalence, but PRS outperformed FH at high
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Table 1. List of 10 UK Biobank diseases analyzed

Diseases British hg British N British K Non-B. Eur. N Non-B. Eur. K S.A'N S.A K Afr. N Afr. K
Lung cancer 0.096 408,903 0.006 41,842 0.006 7,048 0.002 7,087 0.003
Bowel cancer 0.160 408,903 0.013 41,842 0.011 7,048 0.005 7,087 0.009
Stroke 0.090 408,903 0.024 41,842 0.020 7,048 0.025 7,087 0.025
COPD 0.172 408,903 0.035 41,842 0.035 7,048 0.022 7,087 0.013
Prostate cancer 0.296 187,889 0.038 18,192 0.032 3,811 0.014 3,096 0.050
T2D 0.372 407,565 0.042 41,642 0.040 6,881 0.155 6,961 0.098
Breast cancer 0.204 221,014 0.061 23,650 0.061 3,237 0.036 3,991 0.028
Depression 0.116 408,903 0.073 41,842 0.075 7,048 0.054 7,087 0.044
CAD 0.206 408,903 0.085 41,842 0.077 7,048 0.140 7,087 0.063
HTN 0.311 408,903 0.323 41,842 0.293 7,048 0.377 7,087 0.425

For each disease, we report the SNP-heritability (hS) in UK Biobank British training data and the number of samples (N) and disease prevalence (K) in
each UK Biobank training (British) and target (Non-British European, South Asian, or African) population. We note that the sample size and prevalence
in British training data includes information from related individuals, but SNP-heritability was estimated using unrelated British individuals. Diseases are
listed in order of disease prevalence in British training data. Our primary focus was on 3 well-powered diseases (type 2 diabetes, depression, and hy-
pertension; denoted in bold) with (liability-scale) prediction R? > 0.05 for PRS and/or FH in each target population (no additional criteria were applied).
Non-B. Eur., Non-British European; S.A., South Asian; Afr., African; COPD, chronic obstructive pulmonary disease, defined as chronic bronchitis/
emphysema; T2D, type 2 diabetes; CAD, coronary artery disease; HTN, hypertension.

(25%) prevalence, which was the opposite of the results reported
in Do et al.;' this difference can be explained by the fact that we
analyzed unascertained case-control data.

PRS-FHiog and PRS-FHjia, performed similarly, and outper-
formed both PRS and FH methods at all prevalence values.
Given that PRS-FH;,,, makes assumptions that match the gener-
ative model used in these simulations, the strong performance of
PRS-FH,oq is supportive of the flexibility of the logistic model,
even though it imposes a strong linearity assumption (on the
log-odds scale). Differences in prediction R? between PRS-
FHiog (respectively PRS-FHa) versus PRS were smaller than
the prediction R? achieved by FHiog (respectively FHjiap), due to
positive correlations between PRS and FH predictions (average
correlation = 0.03, 0.08, and 0.18 at very low, low, and high prev-
alence, respectively). Due to the poor performance (liability-
scale R? < 0.05) of all methods at very low prevalence, we
restricted all further analyses to low or high prevalence.

We performed five secondary analyses. First, we assessed the
calibration of each method (PRS, FHiog, FHjiab, PRS-FHog, and
PRS-FH,..p) by regressing observed disease status on the pre-
dictor (a slope of 1 implies correct calibration®®). All of the
methods were well calibrated in both the low and high preva-
lence scenarios (Table S3). Second, we increased the parental
prevalence to twice the offspring prevalence. In these simula-
tions, the predictive accuracy for all of the methods that incorpo-
rate FH (FH,og, FHjian, PRS-FH,oq, and PRS-FH,,) increased
(Table S4). Third, we introduced environmental correlation,
considering two scenarios in which the offspring had either the
same or different environmental correlations with the mother
and father. In both scenarios, the predictive accuracy for
methods that incorporate FH (FHog, FHja, PRS-FH,og, and
PRS-FH,5p) increased (Table S5). Fourth, we decreased or
increased the heritability. Prediction accuracies increased with
increasing heritability, but PRS-FH attained similar improve-
ments (Table S6). Fifth, we decreased or increased the polyge-
nicity (number of causal SNPs) while keeping heritability con-
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stant. Prediction accuracies decreased with increasing
polygenicity for methods incorporating a PRS predictor, but
again, PRS-FH attained similar improvements (Table S7).

We conclude that, in these simulations, incorporating FH
(PRS-FHiog and PRS-FHp) increases the prediction accuracy
as compared to PRS alone. We further conclude that PRS-
FHiog and PRS-FHi5p generally perform similarly in these simula-
tions. We note that the generative model in all of our simulations
was the same as the liability threshold model that FH,,, and
PRS-FH;4, use for prediction, and thus these simulations should
be viewed as a best-case scenario for FH;;,, and PRS-FHiap.

Analysis of complex diseases from the UK Biobank

We analyzed data for 10 complex diseases from the UK
Biobank,’* consisting of genotype data, case-control status,
and FH information for parents and siblings (Table 1). PRS
were trained using all British individuals (N = 409,000), applying
BOLT-LMM to autosomal genotyped SNPs with missingness
<10% and minor allele frequency (MAF) >0.1% (672,288
SNPs). Target samples consisted of unrelated non-British Euro-
peans (N = 42,000), South Asians (N = 7,000), or Africans (N =
7,000); target samples were unrelated to training samples and
to one another (see STAR Methods). Our primary focus was on
three well-powered diseases (type 2 diabetes [T2D], depression,
and hypertension [HTN]). These 3 diseases were the only dis-
eases of the 10 considered with (liability-scale) prediction
R? > 0.05 for PRS and/or FH methods in each target population
(no additional criteria were applied); 2 of these diseases (T2D,
HTN) have higher prevalence in South Asians and Africans (Ta-
ble 1). We report averages across the three well-powered dis-
eases. We also report results for each of the 10 diseases, defined
as the set of diseases in the UK Biobank for which (1) FH
(parental and sibling history) was available for most target sam-
ples and (2) prediction R? was statistically significant (after Bon-
ferroni correction) for PRS and/or FH methods in the largest
target population (non-British Europeans; Table S8).
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We assessed the prediction accuracy of PRS, FHiog, FHjiap,
PRS-FHiog, and PRS-FH;i,,. Results are reported in Figure 3A
and Table S9. Across the three well-powered diseases, PRS at-
tained average prediction R? of 5.8%, 4.0%, and 0.53% in non-
British Europeans, South Asians, and Africans, respectively, con-
firming poor cross-population transferability.*” In contrast, FHiog
attained similar prediction R? across populations: 8.0%, 8.6%,
and 9.6%, with similar results for FHiz,. Notably, PRS-FH,q4 at-
tained average prediction R?of 13%, 12%, and 10%, with similar
results for PRS-FHji. Thus, PRS-FHog and PRS-FHji,, attained
a large relative improvement versus PRS in Europeans (consis-
tent with simulations) and an extremely large relative improve-
ment versus PRS in Africans. For each disease and each target
population, the difference between PRS-FH,4 (or PRS-FH;ia)
and PRS was statistically significant (p < 2 x 107°). Differences
in prediction R? between PRS-FHiog (or PRS-FH;iap) and PRS
were generally slightly smaller than the prediction R? attained
by FH, due to slight correlations between PRS and FH predictions
(average = 0.07 across the 3 well-powered diseases and 0.05
across all 10 diseases; the correlations varied across the 3 pop-
ulations and was lowest in Africans, likely due to the less accurate
PRS; Figure S1; Table S10). Parameters estimated by PRS-FHqq
and PRS-FH;,, are reported in Table S11. Across the three well-
powered diseases, sibling history was assigned a higher weight
than parental history regardless of target population (likely due
to differential shared environmental effects®®), whereas the
weight assigned to PRS depended on the target population.

More broadly, PRS-FH,oy (and PRS-FH,) consistently at-
tained higher prediction R® than PRS across all 10 diseases
(Table S9). The prediction accuracy of PRS increased as a func-
tion of observed-scale SNP-heritability (which is partly deter-
mined by prevalence) (Figure S2), and the prediction accuracy
of FH increased as a function of both the covariance between li-
abilities of target samples and first-degree relatives (which is
largely determined by total narrow-sense heritability) and the
prevalence in first-degree relatives (Figure S2; Tables S4-S6).
The correlations between PRS and FH predictions were low for
all of the diseases (—0.02 to 0.13), but increased as a function
of prevalence and SNP-heritability (Figure S1; Table S10).

We performed eight secondary analyses. First, we assessed
the calibration of each method (by regressing observed disease
status on the predictor; a slope of 1 implies correct calibration?®).
We determined that PRS-FH,.4 attained better calibration than
PRS-FH; ., (average regression slope of 0.93 versus 0.60 across
3 well-powered diseases; Table S12). Second, we assessed the
performance of a simplified logistic regression-based method
that used a single binary independent variable for overall
(parental and sibling) FH. We determined that PRS-FH.q4 at-
tained significantly higher prediction accuracy than this method
(average absolute change in prediction R% 2.0%, 3.0%, and
3.7% in non-British Europeans, South Asians, and Africans,
respectively, across 3 well-powered diseases; Table S13). This
result demonstrates the advantage of incorporating each type
of relative separately (mother, father, or sibling, as well as the
number of siblings); we specifically note the difference in PRS-
FH model parameters for maternal, paternal, and sibling history
(e.g., the PRS-FH\oq coefficient for sibling history is roughly dou-
ble that of parental history for T2D for all three target populations;
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Table S11). Third, we compared the performance of both PRS-
FH methods when incorporating parental history only versus
both parental and sibling history. Incorporating both parental
and sibling history attained moderately higher predictive accu-
racy (Table S14). Fourth, we decreased the number of training
samples from the target population used to fit PRS-FH model pa-
rameters below its default level (which is based on 10-fold cross-
validation; see overview of methods in Figure 1). For both PRS-
FHiog and PRS-FHia, the number of training samples from the
target population had little impact on predictive accuracy for
values of Ngg > 500 (Figure S3). Fifth, we assessed the potential
benefit to FH\og and PRS-FH,qq of including in the logistic model
an interaction term between number of siblings and sibling his-
tory. We determined that there was no significant benefit
(Table §15). Sixth, we assessed whether FH o and PRS-FH)oq4
would benefit from incorporating the total number of siblings of
each target individual using indicator variables in addition to a
continuous variable. We determined that disease prevalence
empirically varied non-linearly as a function of the number of sib-
lings (which is known to correlate with socioeconomic factors)
(Table S16), and that accounting for this generally produced
non-significant improvements (Table S17). Seventh, we as-
sessed whether FH;;5, and PRS-FH;5p benefit from allowing the
prevalence of disease (determined by the liability threshold)
among target individuals to vary as a function of the number of
siblings. We determined that FH,, and PRS-FH,,, attained
slightly higher prediction accuracy than corresponding methods
that do not allow the prevalence of disease to vary as a function
of the number of siblings (Table S18); we elected to allow the pri-
mary FHjap and PRS-FH;;,, methods to benefit from this informa-
tion as a conservative choice, as they were not ultimately the
methods of choice (see below). Eighth, for each of the 5
methods, we evaluated the prevalence of disease in each
percentile of predicted disease risk.” We confirmed that PRS-
FHiog and PRS-FHj, also performed best under this metric
(Figures S4-S6).

We conclude that incorporating FH (PRS-FH,g and PRS-
FHiiap) increases prediction accuracy as compared to PRS alone,
particularly in Africans. We further conclude that PRS-FH,4 and
PRS-FH,., generally perform similarly in analyses without
covariates.

Incorporation of covariates in UK Biobank analyses

We repeated the analyses of 10 complex diseases from the UK
Biobank by incorporating covariates into each method: PRS™,
FH*og: FH jan, PRS-FH"og, and PRS-FHjap; the covariates
included age, sex, BMI and 20 principal components (see
STAR Methods). PRS" incorporates covariates by training a lo-
gistic model with PRS and all of the covariates. FH*4 and
PRS-FH* o4 incorporate covariates by including them as inde-
pendent variables in the logistic model. FH* 5, and PRS-FHia,
incorporate covariates by estimating a disease threshold for
the liability (exclusive of covariates) that varies based on the co-
variates (see STAR Methods). We evaluated the predictive accu-
racy of each method using difference in liability-scale R? (defined
as liability-scale R? minus the liability-scale R? attained using co-
variates alone). As above, our primary focus was on the three
well-powered diseases (T2D, depression, and HTN); the impact
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Figure 3. PRS-FH increases prediction accuracy in analyses of UK Biobank diseases
(A) Analyses without covariates. We report liability-scale R? for PRS alone, FH alone (FHiog and FHjap), and PRS-FH methods (PRS-FH g and PRS-FHjgp,) for

different diseases and target populations.

(B) Analyses with covariates. We report difference in liability-scale R? (see text) for the corresponding methods incorporating covariates (PRS*, FH*, PRS-FH™), for
different diseases and target populations. Error bars denote standard errors; error bars are jittered for PRS-FH (left) and FH (right) for visualization purposes. We
focus on three well-powered diseases with R? > 0.05 for PRS and/or FH in each target population (no additional criteria were applied). For depression in Africans,
PRS-FHoq performs slightly worse than FH.q (difference in R? of —0.001 [p = 0.003 for difference] in analyses without covariates and difference in R? of —0.002
[p = 0.13 for difference] in analyses with covariates). Numerical results are reported in Tables S9 and S20.

of covariates on these diseases was substantial, as covariates
alone attained average prediction R? of 20%, 17%, and 15% in
non-British Europeans, South Asians, and Africans, respectively,
with most of the prediction R? contributed by age and BMI
(Table S19). For example, for T2D, there was a large contribution
of BMI (prediction R? ranging from 4.5% in South Asians and Af-
ricans to 17% in non-British Europeans, with large differences
across populations analogous to PRS); for HTN, there was a
large contribution of age (prediction R? ranging from 13% to
21% in the 3 populations, with relatively small differences across
populations in contrast to PRS); and for depression, the overall
contribution of covariates was limited (prediction R? ranging
from 2.0% to 3.3% in the 3 populations).

We assessed the prediction accuracy of PRS*, FH" g, FH"iap,
PRS-FH*\og, and PRS-FH" 5. Results are reported in Figure 3B
and Table S20. Across the 3 well-powered diseases, PRS* at-
tained average prediction accuracy (difference in liability-scale
R?) of 7.4%, 4.7%, and 0.62% in non-British Europeans, South
Asians, and Africans, respectively, again reflecting poor cross-
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population transferability.®>~ In contrast, FH* o4 attained similar
prediction accuracy across populations: 8.8%, 8.0%, and 10%
in the 3 populations; results were also similar across populations
for FH"jia6. Notably, PRS-FH* 4 outperformed PRS-FH* 4, with
prediction accuracies of 15%, 12%, and 11% for PRS-FH"og in
the 3 populations versus 13%, 9.1%, and 8.0% for PRS-FH"i,,,
in the 3 populations (most differences were statistically signifi-
cant: p = 0.0001-0.0007 for T2D, p = 0.05-0.6 for depression,
p =6 x 1072-5x10"° for HTN); similarly, FH* 4 outperformed
FH"izo. We note that PRS-FH*,q and FH*.qy model the
effects of FH and covariates jointly, whereas PRS-FH",, and
FH*iab model the effects of covariates marginally (see STAR
Methods); as both FN and PRS are correlated with covariates
(Table S21), this may explain the better performance of PRS-
FH*og and FH*,o. The differences in prediction R? attained by
PRS*, FH"og, FH o, PRS-FH"|oq, and PRS-FH*,, versus a
prediction model based on covariates alone were generally
similar to the absolute predictive R? attained by PRS, FH.g,
FHjiab, PRS-FHog, and PRS-FH,,,, with limited exceptions
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(Tables S9-S20). Surprisingly, the relative prediction accuracy of
PRS™ was sometimes larger than the prediction accuracy of PRS
alone, which is mathematically possible under a logistic model.
The pairwise correlations between PRS, FH)og, FHjiap, and a pre-
diction based on covariates alone ranged from —0.06 to 0.16
(Table S21).

We performed three secondary analyses. First, we assessed
the calibration of each method (by regressing observed disease
status on the predictor; a slope of 1 implies correct calibration®®).
We determined that PF{S-FH"lOg attained better calibration than
PRS-FH",, (average regression slope of 0.92 versus 0.68
across 3 well-powered diseases; Table S22). Second, we as-
sessed the performance of a simplified logistic regression-based
method (incorporating covariates) that used a single binary inde-
pendent variable for overall (parental and sibling) FH. We deter-
mined that PRS-FH* .4 attained significantly higher prediction
accuracy than this method (average absolute change in predic-
tion R?: 1.6%, 1.3%, and 3.2% in non-British Europeans, South
Asians, and Africans, respectively, across 3 well-powered dis-
eases; Table S23, analogous to Table S13); again, this result
demonstrates the advantage of incorporating each type of rela-
tive separately. Third, we compared the performance of both
PRS-FH* methods when incorporating parental history only
versus both parental and sibling history. Incorporating both
parental and sibling disease history attained moderately higher
predictive accuracy for PRS-FH" .4, but results were mixed for
PRS-FH" i, (Table S24).

We conclude that when covariates are included in the predic-
tions, incorporating FH (PRS-FH* o and PRS-FH"i5,) continues
to increase prediction accuracy as compared to PRS* alone,
particularly in Africans. We further conclude that PRS-FH" .4 out-
performs PRS-FH* ., in analyses with covariates.

DISCUSSION

Summary of findings

We have explored methods for combining PRS-FH to predict the
risk of disease in diverse populations, using a logistic model or a
liability threshold model. We determined that PRS-FH increases
prediction accuracy as compared to PRS alone across a broad
set of simulations and empirical analyses, including analyses
incorporating covariates. Although PRS and FH in principle
contain overlapping information (PRS reflects genetic risk, and
FH reflects both genetic and environmental factors), correlations
between PRS and FH predictors were low (averaging approxi-
mately 0.05), implying that they provide orthogonal information;
in particular, FH includes an environmental component. (We
note that the correlations between PRS and FH varied across
the three populations; the environmental component of FH
may vary across populations, but in practice FH attained similar
prediction accuracy across the three populations.) We recom-
mend the use of the logistic model, which outperformed the lia-
bility threshold model in analyses with covariates (however, we
note that the liability threshold model has proven valuable in
other settings®>*°*%). The logistic model, unlike the liability
threshold model, models the effects of PRS, FH, and covariates
jointly; as both FH and PRS are correlated with covariates, this
joint modeling may explain the better performance of the logistic
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model in analyses with covariates. The increase in prediction ac-
curacy attained by PRS-FH was particularly large in non-Euro-
pean populations (e.g., Africans), suggesting that PRS-FH will
be a method of choice for closing the well-documented gap in
disease risk prediction accuracy in diverse populations.®>”’
More broadly, PRS-FH increases prediction accuracy in all of
the populations analyzed, enhancing prospects for clinical
utility.>** Our findings emphasize the value of collecting and
incorporating FH data, as well as data on clinical covariates,
whenever it is practical to do so.

PRS-FH incorporates each type of relative separately
The main methodological advance of PRS-FH over previous ap-
proaches for combining PRS and FH information® ' is how it
incorporates different types of relatives. Previous methods
incorporate each type of relative equally, but PRS-FH incorpo-
rates each type of relative separately to allow for differential envi-
ronmental effects.’® We have shown that PRS-FH outperforms
an analogous method that uses a single binary independent var-
iable for overall (parental and sibling) FH, both in analyses
without covariates (Table S13) and in analyses with covariates
(Table S23); these results demonstrate the advantage of incor-
porating each type of relative separately. In particular, a recent
study that used a single binary independent variable for overall
(parental and sibling) FH reported no significant improvement
from incorporating FH in prostate cancer analyses of UK Bio-
bank Europeans® (area under the curve [AUC] = 0.836 versus
0.833; analogous to Table S13), whereas PRS-FH“’.og attained
a significant improvement from incorporating FH in prostate can-
cer analyses of UK Biobank Europeans (R® = 0.100 versus 0.069,
p = 0.029 in analyses without covariates, Table S9; p = 0.0035 in
analyses with covariates, Table S20). We specifically note the
difference in PRS-FH model parameters for maternal, paternal,
and sibling history (e.g., the PRS-FH,.4 coefficient for sibling his-
tory is roughly double that of parental history for T2D for all three
target populations; Table S11).

Comparison to previous studies

Distinct from methodological advances, our study differs from
previous studies in several ways. First, our application of PRS-
FH leverages genome-wide polygenic signals in the PRS
component (increasing predictive value'), whereas some previ-
ous studies”'>'® restricted the PRS component to genome-
wide significant loci. Second, PRS-FH optimizes the contribu-
tions of PRS and FH as a function of the target population
(increasing prediction accuracy in diverse populations), whereas
previous studies did not allow these contributions to vary as a
function of the target population® or did not consider separate
training and target samples;'>'? in particular, PRS-FH differs
from So et al. in that model parameters are estimated within
the target population of interest, rather than relying on external
data sources. Third, PRS-FH models the effects of FH and cova-
riates jointly, in which some previous studies either did not incor-
porate covariates® or included covariates but did not model FH
and covariates jointly'® (likewise, the approach for incorporating
covariates discussed as a future direction in So et al.’ did not
model FH and covariates jointly). Fourth, PRS-FH leverages
the information available in UK Biobank data, in which sibling
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history is reported as a binary variable (at least one sibling has
the disease), whereas some previous studies® cannot be
extended to this type of data as the disease status of each sibling
is required. We further note that many studies'>~'® analyzed only
one disease as the primary outcome (and did not incorporate
each type of relative separately; see above).

Limitations of the study

Although PRS-FH increases prediction accuracy, it has several
limitations. First, PRS-FH requires an additional layer of training
data from the target population to optimize the contributions of
PRS and FH to the target population. However, this requires
only a small number of training samples from the target popula-
tion (e.g. Nessr = 500; see Figure S3), and the additional training
step can be omitted for the diseases and target populations
that we have analyzed here (for which these model parameters
are reported in Table S11). Second, the logistic model makes a
strong assumption that the log-odds of disease depend linearly
on the PRS and disease status of first-degree relatives—an
assumption that lacks a strong theoretical justification. However,
simulations and empirical results are strongly supportive of the
practical ramifications of this assumption. Third, FH may reflect
a different underlying genetic architecture than case-control sta-
tus, for example, due to differences in the etiology of early-onset
versus late-onset disease or differences in diagnostic criteria
over time; however, we previously reported very high genetic
correlations between case-control and FH phenotypes in the
UK Biobank.*® Fourth, self-reported FH information may be
missing or inaccurate (e.g., due to recall bias). However, the
rate of missing data is fairly low (88% of individuals in the UK Bio-
bank report complete parental history, and 93% of individuals in
the UK Biobank report complete sibling history), and we previ-
ously determined that self-reported family history is reasonably
accurate in the UK Biobank (~80% correlation between true
and self-reported FH, based on sibling concordance®®); we
caution that certain diseases may be more susceptible to inac-
curacy—for example, depression (67% correlation between
true and self-reported FH) and hypertension (70% correlation
between true and self-reported FH). The imperfect accuracy is
explicitly accounted for by PRS-FH model parameters, and
incorporating self-reported FH clearly improves the prediction
accuracy in our study. Fifth, we did not perform analyses in
which we trained and validated in different cohorts. We antici-
pate that this will become possible in the future with the emer-
gence of large biobanks collecting a rich set of phenotypes,
including FH.*%>" Sixth, the current implementation of PRS-FH
is not designed to include all types of FH information (e.g., all sib-
lings affected); however, the PRS-FH framework can easily be
extended to include other FH information. Seventh, PRS-FHap
does not account for shared environment between parents,
which can induce correlations between parents. However,
PRS-FH,,qg models parental disease statuses jointly, allowing
for correlations between parents. Eighth, incorporating FH into
genome-wide association studies (GWASSs) increases associa-
tion power,®**® implying that training the PRS using association
statistics informed by the FH of training samples has the poten-
tial to increase the accuracy of the PRS component of PRS-FH;
exploration of this approach remains as a future research direc-
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tion, distinct from incorporating the FH of target samples via the
FH component. Ninth, we have focused here on autosomal-PRS,
but incorporating sex-chromosomal-PRS remains as a future
research direction. Finally, incorporating training data from auxil-
iary traits has substantial potential to improve polygenic predic-
tion accuracy,**“° but this was not implemented in our study;
incorporating auxiliary traits into PRS-FH is straightforward un-
der the PRS-FH framework, and remains a future research direc-
tion. Despite these limitations, we anticipate that PRS-FH will
attain large increases in prediction accuracy in future studies,
particularly in diverse populations.
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REAGENT or RESOURCE SOURCE IDENTIFIER
Deposited data
UK Biobank Bycroft et al., 2018 https://www.ukbiobank.ac.uk
SNP weights to construct PRS scores for 12 This paper https://alkesgroup.broadinstitute.org/UKBB/PRSFH/UKBB_
diseases with family history in UK Biobank PRS_weights/
https://zenodo.org/record/6598868
PRS and family history weights for prediction This paper https://alkesgroup.broadinstitute.org/UKBB/PRSFH/UKBB_
models for 10 diseases in UK Biobank model_fits/

https://zenodo.org/record/6598868

Software and algorithms

BOLT-LMM Loh et al., 2015 https://alkesgroup.broadinstitute.org/BOLT-LMM/
Loh et al., 2018
PRS-FH This paper https://alkesgroup.broadinstitute.org/UKBB/PRSFH/

https://zenodo.org/record/6598868

RESOURCE AVAILABILITY

Lead contact
Further information and requests for resources should be directed to and will be fulfilled by the lead contact, Margaux L.A. Hujoel
(mhujoel@broadinstitute.org).

Materials availability
This study did not generate new unique reagents.

Data and code availability
This work used genotype and phenotype data from the UK Biobank (http://www.ukbiobank.ac.uk/). The SNP weights to construct
the PRS, and the relevant weights for prediction using PRS and family history are available at https://data.broadinstitute.org/
alkesgroup/UKBB/PRSFH/ or Zenodo: https://zenodo.org/record/6598868#.YqD9Mi-B2Ru.
PRS-FH software (and relevant code) is available at https://data.broadinstitute.org/alkesgroup/UKBB/PRSFH/ or Zenodo:
https://zenodo.org/record/6598868#.YqD9Mi-B2Ru.
Any additional information required to reanalyze the data reported in this paper is available from the lead contact upon request.

METHOD DETAILS

PRS-FH .y method
The PRS-FH,,q method models the PRS and the disease status of relatives as linearly impacting the log-odds of disease for an in-
dividual, as detailed below.

p

log T-p = ao+1Dp1 + 2Dy + a3Dsip + 4Nrey sip + asPRS (Equation 1)

where Dy1, Dp2, and Dg;, are the binary disease status variables for an individual’s parents and siblings, respectively, Ny sip is the
number of relevant siblings of an individual (humber of total siblings for non-sex-specific diseases, number of sisters for breast can-
cer, and number of brothers for prostate cancer), and PRS is the individual’s PRS. An individual’s PRS is constructed as a weighted
sum of their genotypes:

PRS = Zﬁfgi (Equation 2)

where g; are an individual’s genotypes at SNP/ (0,1,2) and E,- are the per-allele effect sizes of SNP / estimated using training data. We
note that there are multiple algorithms for constructing PRS, however the construction of PRS is not the primary focus of this work.
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We considered a logistic model incorporating the PRS (as a continuous covariate), the three binary indicators for the disease status
of mother, father, and siblings, and a continuous covariate for the number of relevant siblings (see Equation 1). We elected not to use
indicator variables for the number of total siblings an individual has (e.g. I(Nsiy = 1), I(Nsip = 2),...,[(Nsip = 5)) in the primary
method as this generally produced non-significant improvements (Table S17) and increased model complexity.

PRS-FHjian
The PRS-FH,i.5 method models the family history of disease and PRS using a liability threshold model.>® The liability threshold model
assumes an individual has an underlying liability, e, which is normally distribution with a mean of 0 and variance of 1. Anindividual is a
case (z = 1)ifand only if e > T otherwise the individual is a control (z = 0). T determines the disease prevalence K; K = 1— &(T)
where ®(T) is the normal cumulative distribution function, i.e. ®(T) = Pr(N(0, 1) <T).

We assume a multivariate normal distribution for the individual’s liability, the individual’s PRS, and the target individual’s relatives’
liabilities. For example, to incorporate the individual’s PRS as well as the parental and a sibling’s disease history we assume,

~2 ~2 2
1 v et s
2 2 2
: SRR
PRS, 0 2oy 2
o1 ~MVNs| | 0|, %‘ > 1 0 %1 , (Equation 3)
0 _ .
€ 2 2
ep2 0 fﬁ 4 0 1 %
s 2 2 2
~2 ~2 ~2
RV R
2 2 2 2

where ¢, is the total liability of the target individual, PRS, is the PRS of the target individual, and ¢,1,¢52, and ¢ are the liabilities of the

parents and the sibling, respectively, Hfﬂ , /:Iiz, and Hi are the pseudo-heritabilities of the disease on the liability scale of the parents
and the sibling, respectively, and V is the amount of variance the PRS can explain on the liability scale. The pseudo-heritabilities of the
disease reflect a combination of heritability and shared environmental effects (which may vary across classes of relatives), and can be
estimated using maximum-likelihood methods (see Methods S1 and Table S25 for justification of pseudo-heritability and details on

its estimation). We can estimate the variance explained by the PRS on the liability scale as
2K(1 - K)
o(T?

where K is the disease prevalence, Z is the disease status, T = &' (K), and ¢ is the normal probability density function. This esti-
mate of V is similar to previous derivations converting between the observed-scale and the liability-scale (see Methods S1).?° After

estimating the liability-scale variance explained by the PRS (V), the raw PRS is scaled to have mean zero and the desired variance

prior to being utilized by PRS-FH,;5. Setting 521 = 522 = ﬁi = h? models PRS and family history of disease assuming no environ-

mental correlation.

Using the distribution shown in Equation (1), we can compute the posterior mean and variance of ¢,, conditional on the individual’s
PRS and the disease status of family members (e.g. if parent 1 is a case we can condition on ¢1 > Tp1). Given the mean and variance
of the posterior distribution, denoted . |. and ”fol- respectively, we assume normality and compute the posterior risk of disease for an
individual to be:

V = corr(PRS,2) (Equation 4)

Totsprng — M.
“97“\} (Equation 5)

r=1-— (b{
O

where Toftspring iS either @~ 1 (Koftspring) OF @ function of covariates, depending on the model being implemented (see below). We note
that the posterior risk of disease is distinct from the posterior mean (and variance) of liability. We elected to use the posterior risk of
disease, rather than simply the posterior mean or variance, as this appropriately weights the mean and variance of the liability for
disease. Conditioning on family history will result in a non-normal distribution, however, this deviation from normality is generally
small.®?® We elected to have Torrspring depend on the number of total siblings an individual has through the use of indicator variables
(e.9.- I(Nsp = 1), I(Nsip = 2), ..., I(Nsp > 5)) as a conservative choice as it optimized the performance of PRS-FH;, (Table S18),
which ultimately was not the recommended method.

We use the Pearson-Aitken formula, as well as properties about truncated normal distributions, to compute posterior distributions.®*
Sibling history is reported as a binary condition in UK Biobank; individuals report whether at least one or none of their siblings are
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affected. Forindividuals who report at least one of their siblings is affected, the posterior mean and variance is estimated analytically (see
Methods S1).

Missing family history for some relatives is not an issue as the posterior distribution is computed conditional on known information,
and therefore the number of relatives being modeled is reduced when missing family history exists. We use estimates of disease
prevalence which differ for mother, father, and offspring as well as estimates of pseudo-heritability which differ for mother and father.

Simulations

We simulated genotypes at 100,000 unlinked SNPs and case-control status for 400,000 unrelated training samples. For computa-
tional simplicity we generated 10 genotype matrices for the training data and given these genotype matrices, can then generate
10 different case-control vectors represent different scenarios of ranging prevalence, h?, hg, and polygenicity (number of causal
SNPs). To obtain PRS, we computed prediction g for all 100,000 unlinked SNPs using BOLT-LMM.2°:2%

We simulated genotypes at 100,000 unlinked SNPs and case-control status plus family history (parental history for both parents)
for 40,000 unrelated target samples. We simulated genotypes for both parents using the same minor allele frequency (MAF) values as
the training data, used these to simulate genotypes for target samples (offspring), and simulated case-control status for both parents
and target samples using a liability threshold model; target samples were not ascertained for case-control status. Again, for compu-
tational simplicity we generated 10 genotype matrices for the testing data and given these genotype matrices, then generated case-
control and family history information under 16 different scenarios; the same 10 scenarios as the training data as well as 4 additional
scenarios in which family members shared environmental correlation and 2 additional scenarios in which the parental disease prev-
alence was double that of the offspring (Table S1). We note that environmental correlation and differing parental prevalence does not
impact our training data as we are using case-control data only (not family history data) to train.

Within the target samples we use 10-fold cross-validation: for each fold we use the remaining 9 folds to estimate relevant model
parameters. Given these parameters, the predicted risk of disease can be estimated for each individual within the held-out fold. For
each simulation scenario, we computed the mean F?;’- and standard error (see Quantification and Statistical Analysis; Tables S2 and
S4-57); calibration of the main simulations was assessed by regressing observed disease status on the predictor (a slope of 1 implies
correct calibration;”® Table S3).

UK Biobank data set

We analyzed 10 complex diseases from the UK Biobank.>* To construct PRS, we computed prediction 8 for genotyped SNPs using
all British individuals using BOLT-LMM.?*?® These individuals were individuals of European ancestry (based on self-reported white-
ethnicity) and British-ancestry individuals passing principal component analysis filters.?* Our PRS consisted of 672,288 SNPs with
missingness <10% and minor allele frequency (MAF) > 0.1%; we mean normalized PRS based on the allele frequency within the
training population.

We considered three distinct testing sets; these consisted of non-British European, South Asian (Indian, Pakistani, Bangladeshi),
and African individuals (Black or Black British, Caribbean, African, Any other Black background). These testing sets were constructed
through self-reported ethnicity; non-British European were individuals of European ancestry (based on self-reported white-ethnicity;
White, British, Irish, Any other white background) who did not pass British-ancestry principal component analysis filters. We
restricted to unrelated individuals (both unrelated to other individuals within the testing sets as well as unrelated to the training
set). We use 10-fold cross-validation within the three testing sets to estimate relevant model parameters for both PRS-FH,.4 and
PRS-FHiap. In detail, for individuals in a given fold we estimate the relevant parameters using the remaining 9-folds and use these
parameters to predict risk.

UK Biobank collects family history of disease information for 12 diseases. The rate of missing data is fairly low: 88% of individuals in
UK Biobank report complete parental history, and 93% of individuals in UK Biobank report complete sibling history.** In this work we
focused on the 10 diseases for which PRS or FH produces a positive liability-scale R? with a p-value less than the nominal 0.05/36
within non-British Europeans (Table 1; Table S8). We primarily focused on three well-powered diseases (type 2 diabetes, depression,
and hypertension) with (liability-scale) prediction R? > 0.05 for PRS and/or FH in each target population (no additional criteria were
applied; Table S9). We note that depression was included as a well-powered disease despite its low SNP-heritability, because the
contribution of sibling disease history (Table S11) led to prediction R? > 0.05 for FH in each target population. On the other hand, CAD
was not included as a well-powered disease, due to poor performance of both PRS and FH in the African target population. For any
individuals who reported 0 relevant siblings, disease status of siblings was set to 0.

Application of PRS-FH,.4 to UK Biobank data

We applied PRS-FHog to 10 complex diseases from the UK Biobank. Prior to model training and fitting, individuals with missing
parental disease status for a given parental class (mother or father) were assigned the mean parental disease status for the respective
parental class across the 9 training folds. Individuals with missing sibling disease status (for whom the number of siblings must be at
least one or unknown) were assigned the mean sibling disease status across all individuals in the 9 training folds if the number of
siblings was unknown, or the mean sibling disease status across individuals in the 9 training folds with at least one sibling if the
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number of siblings was known. Individuals with missing number of siblings were assigned the mean number of siblings across the 9
training folds if the sibling disease status was unknown, or the mean number of siblings subject to the same sibling disease status if
known.

Model parameters for PRS-FH,qq, both averaged across the 10 folds as well as estimated using all training data, are available in
Table S11.

Application of PRS-FH;;,;, to UK Biobank data

We applied PRS-FH;;5, to 10 complex diseases from the UK Biobank. We used different estimates of disease prevalence for
mother, father, siblings, and offspring; in any fold, when the prevalence of disease was 0 (for mother, father, sibling, or offspring)
we set it equal to 1/(number of individuals within that fold). For all analyses that included sibling history, except when otherwise
specified, the liability threshold for disease used to predict disease risk accounted for number of siblings (indicator variables for
0, 1, 2, 3, 4, >5 siblings), as we generally observed a U-shaped relationship between disease prevalence and number of siblings
(Table S16).

We used estimates of pseudo-heritability that differ for mother, father, and siblings; pseudo-heritability was estimated using
maximum-likelihood (see Methods S1). If there were pairs of individuals with concordant disease status (e.g. both offspring and rela-
tive have disease), pseudo-heritability was set to 0 and the liability was not conditioned on this relative. UK Biobank collects sibling
disease history as a binary “at least one” affected indicator, and as such we could estimate pseudo-heritability either using individ-
uals with exactly one sibling or using all individuals with at least one sibling (see Methods S1). We elected to estimate pseudo-her-
itability using all individuals with at least one sibling, as the number of individuals with exactly one sibling can be prohibitively low (and
may include no concordant disease pairs for diseases of low prevalence). In some of our early experiments in this project, we
observed computational problems when estimated pseudo-heritability > 1.8 (i.e. pseudo-heritability/2 > 0.9). Our software thus
caps estimates of pseudo-heritability at 1.8. However, this did not impact any of the analyses reported in the current manuscript.

We estimated the amount of variance explained by the PRS on the liability scale, V, that varied based on the target population
(Equation 4). For each fold, we ran a permutation test (1,000 permutations) of Hy : V = 0, if we failed to reject the null hypothesis
with p>0.05 we set V = 0 (i.e. we did not use PRS to inform posterior disease risk).

Model parameters for PRS-FH,;,, both averaged across the 10 folds as well as estimated using all training data, are available in
Table S11.

Additional details regarding analysis of complex diseases from the UK Biobank

The correlations between PRS and the two FH prediction methods were computed across the 10 diseases in UK Biobank (Table S10
and Figure S1). The relationship between observed-scale SNP-heritability on accuracy of PRS as well as the impact of pseudo-heri-
tability and disease prevalence in first-degree relatives on accuracy of FH was investigated (Figure S2). Calibration of the 5 considered
prediction methods was assessed by regressing observed disease status on the predictor (a slope of 1 implies correct calibration;
Table S12). For each of the 5 methods, the prevalence of disease in each percentile of predicted disease risk was computed for three
well-powered diseases (Figures S4-S6). For all secondary analyses, we analyzed mean R?, or the difference in R? between methods
(see Quantification and Statistical Analysis; Tables S13-S15 and S17-S18).

Decreasing the number of training samples from the target population
We decreased the number of training samples from the target population to different values of expected effective training sample size
(Nesr, which can vary with the number of cases sampled; see Equation (6)). For a given value of expected N, we constructed multiple
independent training sample sets of that size by down-sampling individuals from each of the 10 folds, and averaged the resulting
prediction accuracies across the training sample sets of that size (Table S26 and Figure S3).

The effective sample size (Nosy) is computed for a training sample as:

4
1 . 17 (Equation 6)
N, cases thrls

Neff =

Incorporation of covariates in UK Biobank analyses
We repeated the analyses of 10 complex diseases from the UK Biobank by incorporating covariates into each method. We included
23 covariates: age, sex, BMI, and 20 principal components. Prior to model training and fitting, individuals with missing BMI, age, or
sex were assigned the mean age, sex, and BMI across the 9 training folds. The prediction method based solely on covariates
modeled the 23 covariates linearly impacting the log-odds of disease for an individual; PRS+ (the prediction method based on co-
variates and PRS) models PRS and the 23 covariates (age, sex, BMI, and 20 principal components) linearly impacting the log-odds of
disease for an individual (Table S19). The correlation between PRS and FH predictions and covariate predictions was computed
across all 10 diseases (Table S21).

PRS-FH .4 simply adds the 23 covariates into the logistic model incorporating family history of disease (FH,qg) or PRS and family
history of disease (PRS-FHqg). For FH;ia, and PRS-FHji, covariates were modeled as impacting the threshold for disease; a logistic
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model for disease as a function of covariates (23 covariates as well as indicators for number of siblings) was used to predict the risk of
disease for an individual, thereby estimating the threshold for disease conditional on covariates.

Calibration of all considered prediction methods was assessed by regressing observed disease status on the predictor (a slope of 1
implies correct calibration;® Table S22). For all secondary analyses, we analyzed mean R2, or the difference in R? between methods
(see Quantification and Statistical Analysis; Tables S23 and S24).

QUANTIFICATION AND STATISTICAL ANALYSIS

Jackknife standard errors of prediction accuracy and differences in prediction accuracy
We report estimates of liability-scale R? (R?) or the difference in R? between two methods (AR?). Given predicted disease risks (r) and

observed phenotypes (2), R, is estimated as R, = corr(r,Z) and R? is estimated as /3,2 = corr(r, Z)z% (Lee et al.?") for which

corr(r,Z) = max(corr(r, Z), 0). (When using 10-fold cross-validation within a testing set to estimate relevant model parameters,
2 -2
R, for a method is computed by concatenating across the 10 folds and computing a single R, , rather than computing the average

of ﬁ,z across the 10 folds.)

To test for significantly non-zero prediction accuracy or differences between methods we assess whether R, or AR, (where A de-
notes either the difference between 2 prediction methods, or the difference versus a covariates-only predictor in the setting with co-
variates) is significantly different from zero. We compute both jackknife standard errors as well as jackknife p-values (forHg : R, > 0
orHg : AR, = 0), employing ajackknife across individuals (we note that the alternative of employing a genomic block-jackknife is of
interest for evaluation of PRS methods, but is not applicable to evaluation of FH and PRS-FH methods). We let all individuals in fold i
be represented by D; and we construct n jackknife samples (n = 100 in this study) by deleting each of the n folds as follows, Dy; =

{D1,Dy,...,D;i_1,D;i;1,...,Dy} Eachofthese D[,-] are denoted blocks. We then compute ﬁo on each Dm, denoting each such value as
~ ~ n—-—1<& ~ ~ ~ no
R, ;. We then define the jackknife variance as var(R,) = P Z (Fi’o‘,- — I?o,.)2 where R,. = % >~ Ro,. The jackknife variance

i=1 i=1
for the difference in R, (or for R? ) between two methods is computed in a similar manner. We computed a jackknife p-value by con-
structing pseudovalues as ﬁoﬁpseudo.,a,ue; = nFA?D —(n— 1)/50,,- and test the hypothesis Hy : R, = 0 by using the fact that

~

\/H(Ropseudovalue~ - Ro)
\/,,1T1 ( Z (Ho‘pseudovalue i Ro.pseudovalue~ )2>

—N(0,1),

where ﬁo, pseudovalue: = ,1—72 ﬁo, pseudovalue i- 1he jackknife p-value for Hp : AR, = 0 between two methods is computed in a similar
manner. (We note the n folds used when computing jackknife standard errors and p-values are unrelated to the 10-folds used during
cross-validation: individuals are concatenated across the 10 cross-validation-folds and then randomly assigned to the n jackknife
folds.)

Jackknife assumes independence between blocks, while individuals are independent (by construction), individual predictions
within a fold could use information from other folds, thus potentially inducing a correlation. To determine the potential effect of
this we assessed the calibration of jackknife standard errors in simulations. For every simulation scenario, we computed an estimated
variance of R, across the 10 simulation replicates (denoted empirical variance), as well as the average jackknife variance across the
10 simulation replicates (denoted mean jackknife variance). Across all simulation scenarios, the sum of the empirical variance was
0.00063 and 0.00059 while the sum of the mean jackknife variance was 0.00060 and 0.00057 for PRS-FH,q4 and PRS-FH;;a,, respec-
tively. This suggests the standard errors are well-calibrated.
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Data S1/Methods S1: Supplemental Methods, Related to STAR Methods

Pseudo-heritability: definition, estimation, and justification

PRS-FHj;,;, models the family history of disease and PRS using a liability threshold
model in which the covariance between an individual’s and a relative’s liability is a func-
tion of the pseudo-heritability of the disease. In more detail, consider,

@)1 (0) (oo #0) 1(0)- (6 7)o

where h? denotes heritability, c some other shared effects, say environmental, and h?
denotes pseudo-heritability.

We elected to use maximum-likelihood estimates of pseudo-heritability. In detail, con-
sidering equation (1) and using properties of truncated normals as well as selection the-
ory:

2T s T
E(ep|truncation) = A(T,) = 1_—¢?>T(pT)p) p
q)(Tp) €p < TP

(2)
€ol(ep > Tp) ~ N(0.57*A(T,),1 — (0.51%)*A(Tp) (A(Tp) — Tp)). (3)

We know D), = 1ifand only if ¢, > T and D, = 1if and only if €, > T,. We can consider
the data as coming from a multinomial distribution with p;; = Pr(D, = i&D,, = j). Note
that p;; is a function of h? (treated as unknown) and Ko, Kj (treated as known).

Therefore the log-likelihood is:

{ Z N,] log ]91‘]‘, (4)
i,je{0,1}

where Nj; is the number of individuals with D, = i&D, = j. We can maximize the above

with respect to the one unknown, 2, to obtain the maximum likelihood estimate.
Consider the setting with siblings, where we know at least one sibling is affected and we
know the number of siblings (15) per individual. In this case we have 2 options:

1 We can restrict attention to individuals with one sibling and compute pseudo-heritability
as was done in the case of parental history. This however has the disadvantage that for
certain testing sets and diseases, the number of individuals with exactly one sibling is
prohibitively low.

; Var (ep|truncation) = 1 — A(T,) (A(Tp) —



2 We can note the following relevant multinomial probabilities:

P11, = Pr(Do = 1&Dgjp, > 1[ns); (5)
P10, = Pr(Do = 1&Dgp = 0[ns) (6)
poin, = Pr(D, = 0&Dgyp > 1|ns); (7)
poon, = Pr(Do = 0&Dgjp = 01ns). (8)

For a given pseudo-heritability we can compute the distribution of €|z, (where z, de-
notes case-control status of offspring) and then use pmvnorm from the package mvtnorm to
compute the probability e; < TsVs € {1,...,ns}. Then compute the following:

P1in, = (1 —Pr(es < TsVs € {1,...,n5}|e; > Tp))Ko; )
p1oq, = Pr(es < ToVs € {1,...,ns}|eo > T,)Ko; (10)
poin, = (1 —Pr(es < Ts¥s € {1,...,n5}|eo < Tp)) (1 — K,); (11)
poon, = Pr(es < ToVs € {1,...,ns}eo < Tp)(1 — Kp). (12)

Therefore the log-likelihood is:

{ Z Z sz IOg pij,nsr (13)
nse{1,...,Ns} i,je{0,1}

where N; is the maximum number of siblings an individual has in the dataset. Note that
again pjj , is a function of h? (treated as unknown) and K,, K, 115 (treated as known). We

can again maximize the log-likelihood to obtain the maximum likelihood estimate for /2.

We examined the impact of using heritability versus pseudo-heritability in PRS-FHj;,,
and how this was affected by environmental correlation in simulations (Supplementary
Table 25). We compared the performance of PRS-FHj;;;, (which uses a different covari-
ance between the target individual’s total liability and the relative’s liability for each type
of relative) to two modified PRS-FHj;;;, methods, one uses the true generative heritabil-
ity and the other uses the average parental covariance. When there is no environmen-
tal correlation, all prediction methods perform similarly; when there is environmental
correlation that is consistent across family members both methods estimating pseudo-
heritability perform similarly and better than the method using the true generative heri-
tability; when there is environmental correlation that is different across family members
PRS-FHj;,;, (estimating pseudo-heritability and modeling mother and father history dis-
tinctly) achieves the highest predictive accuracy.

Estimating the amount of variance explained by the PRS on the liability-scale

PRS-FHj;,;, models the family history of disease and PRS using a liability threshold
model in which the covariance between an individual’s liability and the measured com-
ponent of the liability (the PRS, M) is the amount of variance explained by the PRS on the
liability-scale, V. In more detail, consider,

() = (()-(v v): 1



where M is a PRS on the liability scale. Therefore,
E[MD] __ EM|D =1]Pr(D =1)

p = corr(PRS,D) = corr(M, D) = OSSN N TN (15)
Moreover,
EIMID=1]=E[M|e>T| =0+ V x (1)_1 x(E(ele>T)—0) = V% (16)
Therefore,
V%K ,1—K (1—®(T)\?
o= K(l—K)\/V_W_p K ( ¢(T) ) )
Note that 1 — ®(T) = K therefore,
v p=KK s

¢(T)?
which is a transformation that has been previously proposed to go from observed to lia-
bility scale (Lee et al. 2012 Genetic Epi; Lee et al. 2011 AJHG).

Posterior mean and variance of liability for individuals with at least one sibling af-
fected
In order to determine the posterior distribution for individuals with at least one sibling
affected, we computed a weighted average. That is, denoting P as given parental disease
history,
11
E(eo|P,Ds > 1,n5) = Y E(eo|P, Ds = i,n5)Pr(Ds = i|P, Ds > 1, 1) (19)
i=1

and,

g
Var(e,|P,Ds > 1,n5) = Y _ Var(e,|P, Ds = i,n5)Pr(Ds = i|P, Ds > 1,n5)
i=1

+

g
E(eo|P, Ds = i,n5)*(1 — Pr(Ds = i|P, Ds > 1,n5))Pr(Ds = i|P, Ds > 1,n5)
i=1

ns i—1
—2Y ) E(el|P,Ds = i,n5)E(e,|P, Ds = j,ns)Pr(Ds = j|P,Ds > 1,n5)Pr(Ds = i|P, Ds > 1, 1)
i=2j=1
(20)
For an individual with a given P and number of siblings n; we compute the mean
and variance of €, conditional on P as well as i affected siblings Vi € {0, 1,...,n}. More-

over, we compute the probability of observing the number of affected siblings (i) given P
(through the function pmvnorm() in R). That is, we have,

E(eo|P,Ds = i,ns); Var(eo|P,Ds = i,ns); Pr(Ds = i|P,ns) Vi€ {0,1,...,ns}.



The three above parameters allow us to compute E(€,|P, Ds > 1,n;) and Var(e,|P, Ds >

1,n5) by noting, for i > 0,

Pr(Ds =i,Ds > 1|P,ns) _ Pr(Ds =i|P,ns)
Pr(Ds > 1|P, ns) 2}21 Pr(Ds = j|P,ns)’

Pr(Ds = i|P,Ds > 1,n,) = 1)

While P denoted parental disease history this derivation can be extended to include
both parental disease history and the PRS of the individual, thereby allowing for the
computation of posterior distribution for individuals with at least one sibling affected
both when incorporating only family history (FHj;,,) and PRS and family history (PRS —
FHiigp)-



K h12 hg, M C Correlation

1 [0.05 05 025 100K 10K O

2 1025 05 025 100K 10K O

3 [0.05(K,=010) 05 025 100K 10K O

4 1025(K,=050) 05 025 100K 10K 0

5 |0.05 05 025 100K 10K Cov=0.5(0.5h7)

6 |0.25 05 025 100K 10K Cov=0.5(0.5h?)

7 10.05 05 025 100K 10K Covy = 0.25(0.5h%); Covy = 0.75(0.5h%)
8 1025 05 025 100K 10K Covy = 0.25(0.5h%); Covy = 0.75(0.5h7)
9 |0.05 0.25 0.125 100K 10K O

10 | 0.25 0.25 0.125 100K 10K 0

11 | 0.05 0.75 0.375 100K 10K 0

12 | 0.25 0.75 0.375 100K 10K 0

13 | 0.05 05 025 100K 5K 0

14 | 0.25 05 025 100K 5K 0

15 | 0.05 05 025 100K 15K 0

16 | 0.25 05 025 100K 15K 0

Table S1: Simulation parameter settings, Related to STAR Methods. We report the sim-
ulation framework for data generation for all scenarios considered. M is the total number
of SNPs given to BOLT-LMM,; C is the total number of causal SNPs given to BOLT-LMM,;
For scenarios 3-6, these changes impact testing data only and not training data

PRS FHjoq T PRS-FH, PRS-FH,;,;,
K mean S.e. mean S.e. mean S.e. mean S.e. Imean S.e.

1% 0.0167 0.00105 0.0228 0.00294 0.023 0.00276 0.0386 0.00377 0.039 0.00331
5% 0.0523 0.00115 0.0515 0.00342 0.0517 0.00335 0.103 0.00524 0.103 0.00496
25% 0.116 0.000912 0.0753 0.00135 0.0753 0.00134 0.166 0.00103 0.166 0.00103

Table S2: Numerical results of main simulations, Related to Figure 2. For each pre-
diction method we report the mean R? across the 10 simulation replicates as well as the
standard error of this mean for different values of prevalence (K).

PRS FHj g FHj;p PRS-FH;, PRS-FHj;,,
Prevalence mean s.e. Imean s.e. Imean Ss.e. Imean s.e. Imean s.e.
5% 099 0013 097 0.0058 098 0.0052 096 0.0058 0.99 0.0049
25% 1 0.004 1 0.00082 1 00021 099 0.00096 099 0.0017

Table S3: Calibration results of main simulations, Related to Figure 2, STAR Methods.
We report the mean slope from the regression of disease status on predictions across the
10 simulation replicates as well as the standard error of this mean for each prediction
method.



K PRS FH,q FH;;,, PRS-FH,q PRS-FHy;,,
K, Ky mean s.e. mean s.e. mean s.e. mean s.e.
5% 5% 0.0523 0.00115 0.0515 0.00342 0.0517 0.00335 0.103 0.00524 0.103 0.00496
5%  10% 0.0523 0.00115 0.0698 0.00471 0.07 0.00464 0.119 0.0063 0.12 0.00606
25% 25% 0.116 0.000912 0.0753 0.00135 0.0753 0.00134 0.166 0.00103 0.166 0.00103
25% 50%  0.116 0.000912 0.0819 0.00121 0.0819 0.0012 0.171 0.00115 0.171 0.00113

Table S4: Results of simulations at different values of parental prevalence, Related to
STAR Methods. For each prediction method we report the mean R? across the 10 simula-
tion replicates as well as the standard error of this mean. Default simulation parameters
are denoted in bold font.

PRS FHjoq FH, .. PRS-FH, 5 PRS-FH,;;
Scenario mean s.e. mean s.e. mean s.e. mean s.e. mean s.e.
K=5%

No correlation 0.0523  0.00115 0.0515 0.00342 0.0517 0.00335 0.103 0.00524 0.103 0.00496
Correlation 0053  0.0014 0.167 0.00465 0.167 0.00454 0217 0.00424 0218 0.00408
Differential correlation 0.0546  0.00118  0.183 0.00531 0.183 0.00524 0.234 0.00539 0.236 0.00534
K=25%

No correlation 0.116 0.000912 0.0753 0.00135 0.0753 0.00134 0.166 0.00103 0.166 0.00103
Correlation 0.115  0.0015 0.187 0.00216 0.187 0.00216 0.263 0.00275 0.263 0.00272
Differential correlation ~ 0.117  0.00113  0.194 0.00137  0.195 0.00137 0273 0.00158 0.273 0.00159

Table S5: Results of simulations at different values of environmental correlation, Re-
lated to STAR Methods. For each prediction method we report the mean R? across the
10 simulation replicates as well as the standard error of this mean. Default simulation
parameters are denoted in bold font.

PRS FHjoq FHyimp PRS-FH; 5 PRS-FH};;
Scenario mean s.e. mean s.e. mean S.e. mean s.e. mean S.e.
K=5%

h? =025h2=0125 0015 0.00065 0.0097 0.00068 0.0097 000068 0024 00012 0024  0.0012
h? =05k =025 0052 00011 0051 00034 0052 00034 01 00052 01 0005
B =075h2=0375 012 00021 017 00052 017 00052 028 00073 029  0.0069
K=25%

h? =025h2=0125 0031 000047 0018 000049 0.018 000049 0.046 0.00084 0.046 0.00083
h? = 0.5,h% = 0.25 0.12 0.00091 0075 0.0014 0075 00013 017 0001 017  0.001
m =075k =0375 024 00022 019 00013 019 00013 036 0002 036 00022

Table S6: Results of simulations at different values of heritability and SNP-heritability,
Related to STAR Methods. For each prediction method we report the mean R? across the
10 simulation replicates as well as the standard error of this mean. Default simulation
parameters are denoted in bold font.



PRS FHj,q FH PRS-FH),, PRS-FHj;
Scenario mean S.e. mean S.e. mean S.e. mean S.e. mean S.e.
K=5%

C=5,000 0078 0.00152 0.0523 0.00277 0.0525 0.00277 0.129 0.00339 0.131 0.00333
C=10,000 0.0523 0.00115 0.0515 0.00342 0.0517 0.00335 0.103 0.00524 0.103 0.00496
C=15,000 0.0472 0.000926 0.0552 0.00151 0.0553 0.00153 0.0999 0.00132 0.101 0.00122
K=25%

C=5,000 0172 0.00172 0.0759 0.00137 0.0759 0.00137 0216 0.00185 0.216 0.00187
C=10,000 0.116 0.000912 0.0753 0.00135 0.0753 0.00134 0.166 0.00103 0.166 0.00103
C=15,000 0.0985 0.00134 0.0739 0.00145 0.0739 0.00145 0.152 0.00211 0.152  0.0021

Table S7: Results of simulations at different values of polygenicity, Related to STAR
Methods. For each prediction method we report the mean R? across the 10 simulation
replicates as well as the standard error of this mean. Default simulation parameters are

denoted in bold font.
PRS FHjoq FH; .
Trait R12 p R12 p Rl2 p
AD 0.038 0.0044 0.0091 0.045 0.034 0.02
PD 0.00062 0.15 0.019 0.016 0.033 0.022
LungCancer 0.0035 0.0024 0.016 0.00033 0.017 1.6e-05
BowelCancer 0.0057 1.6e-06 0.0078 1.7e-05 0.0062 0.0001
Stroke 0.0006 0.074 0.019 2.7e-11 0.018 8.4e-11
COPD 0.018 4.6e-33 0.089 6.5e-47 0.098 2.7e-63
ProstateCancer 0.069  3.7e-55 0.04 7.4e-09 0.04 7.1e-09
T2D 0.067 4.8e-114 0.11 1.9e-70 0.12 5.4e-76
BreastCancer 0.032 1.7e-38 0.011 2.9e-12 0.01 3e-11
Depression 0.0086 1.7e-32 0.064 7e-83  0.061  4.8e-82
CAD 0.032 7.3e-95 0.063 5.3e-91 0.068 1.5e-116
HTN 0.099 0 0.065 0 0.071 0

Table S8: Results of applying PRS and FH methods to 12 diseases in UK Biobank
non-British Europeans to identify diseases with statistically significant prediction R?,
Related to STAR Methods. We present R? values and jackknife p-values for the test
Hy : R, > 0 for predictors based on PRS-alone (PRS), and family history alone (FH;
both logistic and liability threshold model) within non-British Europeans. In this work
we focused on the 10 diseases for which PRS or FH produces a positive liability-scale R2
with a p-value less than the nominal 0.05/36 = 0.00138 within non-British Europeans; all
diseases were retained except Alzheimer’s disease/dementia (AD) and Parkinson’s dis-
ease (PD). AD, Alzheimer’s disease/dementia; PD, Parkinson’s disease; COPD, chronic
bronchitis/emphysema; T2D, type 2 diabetes; CAD, coronary artery disease; HTN, hy-

pertension.
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Trait Non-British European South Asian  African

FI_Ilog FHyigp FI_Ilog FHjjap FHlog FHjjgp
LungCancer 0.03 0.03 -0.01 -0.00
BowelCancer 0.02 0.01 0.01 -0.00
Stroke 0.02 0.03 0.02 0.00 0.00
COPD 0.06 0.06 0.02 -0.02
ProstateCancer 0.04 0.04 0.03 0.03 -0.00 -0.01
T2D 0.10 0.10 0.13 0.2 0.01 0.00
BreastCancer 0.06 0.06 0.03 0.03 0.01
Depression 0.04 0.03 0.02 0.03 0.01
CAD 0.09 0.09 0.07 0.06 -0.05 -0.02
HTN 0.14 0.13 0.12 0.12 0.04 0.04
Average (all) 0.06 0.06 0.04 0.07 0 0
Average (3 well-powered) 0.09 0.09 0.09 0.09 0.02 0.02

Table S10: Correlations between PRS vs. FH predictions for 10 diseases from the UK
Biobank, Related to STAR Methods. The average across all ancestries and all 10 diseases
is 0.034 for FH,,, and 0.047 for FH;,; across 3 well-powered it is 0.068 for FH,,, and 0.072
for FHliab-



Trait PRS FH},, FHj;;, PRS-FH,,; PRS-FHy,,,
Non-British European

LungCancer 1.5 0.73 0.86 0.76 0.88
BowelCancer 0.79 0.74 0.69 0.82 0.79
Stroke 039 084 0.71 0.84 0.71
COPD 1.2 094 0.89 0.94 0.89
ProstateCancer 096 0.89 0.84 0.84 0.81
BreastCancer 092 09 0.74 0.72 0.69
CAD 093 096 0.87 0.97 091
Average 096 0.95 0.68 0.95 0.75
South Asian
LungCancer  0.085 -0.24 -0.13 -0.25 -0.13
BowelCancer 0.28 0.26 0.5 0.27 0.5
Stroke 059 0.7 0.64 0.65 0.64
COPD 0.19 0.73 0.19 0.71 0.19
ProstateCancer 0.37 0.22 042 0.33 0.44
BreastCancer 046 0.67 0.55 0.44 0.49
CAD 1.2 095 0.82 0.96 0.85
Average 1.3 092 0.51 0.93 0.55
African
LungCancer -0.39 0.29 0.56 0.28 0.56
BowelCancer 029 03 0.18 0.38 0.18
Stroke 05 042 045 0.44 043
COPD -0.072 0.26 0.34 0.25 0.34
ProstateCancer 0.18 0.86 0.88 0.83 0.89

BreastCancer 0.017 0.11 0.21 0.026 0.21

CAD 0.21 0.83 0.55 0.86 0.58
Average 021 091 05 0.91 0.5
Average 0.81 093 0.56 0.93 0.6

Table S12: Calibration results for 10 diseases from the UK Biobank, Related to Figure
3a, STAR Methods. We report the slope from the regression of disease status on predic-
tions for each prediction method. The average is shown across the three well-powered
traits (grey shading).



Trait PRS-FHlOg PRS+I(FH > 1)log A Ap
Non-British European
LungCancer 0.02 0.02 -3.2e-05 1
BowelCancer 0.013 0.013 0.00054 0.84
Stroke 0.019 0.0077  0.011 0.0025
COPD 0.1 0.069  0.034 8.4e-05
ProstateCancer 0.1 0.075 0.026 0.018
2D 0.17 0.14  0.029 0.00061
BreastCancer 0.027 0.026 0.00073 0.45
Depression 0.071 0.066  0.005 0.18
CAD 0.092 0.061  0.031 8.7e-12
HTN 0.15 0.12  0.025 1.9e-30
South Asian
LungCancer 0 0.015 -0.015 0.27
BowelCancer 0.0049 0.0053 -0.00039 0.89
Stroke 0.013 0.0069 0.0064 0.32
COPD 0.018 0.0065  0.011 0.25
ProstateCancer 0.016 0.019 -0.0035 0.65
2D 0.15 0.1 0.044 3.1e-06
BreastCancer 0.012 0.012 -1.3e-05 0.94
Depression 0.077 0.08 -0.0025 0.85
CAD 0.096 0.059  0.037 6.2e-05
HTN 0.12 0.075  0.048 1.5e-16
African
LungCancer 0.012 0 0012 046
BowelCancer 0.0042 6.6e-05 0.0041 0.12
Stroke 0.0042 0.0014 0.0027 0.44
COPD 0.0016 0.0017 -8.3e-05 0.96
ProstateCancer 0.11 0.068  0.041 0.25
2D 0.13 0.076  0.057 1.2e-05
BreastCancer 1.1e-05 0.0021 -0.0021 0.0011
Depression 0.059 0.069 -0.011 0.49
CAD 0.029 0.022 0.0077 0.29
HTN 0.11 0.044  0.064 3.1e-20

Table S513: Results of PRS-FH,,, versus a simplified logistic regression-based method
which used an indicator variable for presence of family history for 10 diseases from the
UK Biobank, Related to STAR Methods. We report the prediction R? for the PRS-FH;q
prediction method (distinct independent predictors for maternal, paternal, and sibling
history) and the simplified logistic regression-based method (one predictor for a family
history of disease; PRS+I(FH > 1), , as well as the difference in prediction R7 (A) and
the jackknife p-value for the difference (Hy : AR, = 0). I(FH > 1) = 1 if an individual
reported either their mother, father, or sibling was affected; I(FH > 1) = 0 if an indi-
vidual reported both mother and father were unaffected and either reported 0 relevant
siblings or that 0 of their siblings were affected; otherwise I(FH > 1) = NA. Individuals
with I(FH > 1) = NA were assigned the mean I(FH > 1) across all individuals in the 9
training folds.



PRS-FH;q PRS-FHyj,p
Trait All No-sib A Ap  All No-sib A Ap
Non-British European
LungCancer 0.02 0.0053 0.015 0.063 0.021 0.0057 0.015 0.012
BowelCancer ~ 0.013 0.011 0.0022 0.43 0.012 0.011 0.00048  0.82
Stroke 0.019 0.0036 0.016 5.5e-05 0.018 0.0032  0.015 0.00011
COPD 0.1 0.061 0.04354e-07 0.11 0.063 0.051 8.2e-16
ProstateCancer 0.1 0.059 0.041 00019 01 0.065 0.038 0.0037
T2D 017  0.12 0.05254e-08 0.18 0.12 0.057 1.5e-07
BreastCancer ~ 0.027 0.023 0.0037 0.031 0.03 0.027 0.0036  0.12
Depression 0.071 0.057 0.014 1.9e-05 0.067 0.059 0.0083  0.08
CAD 0.092 0.059 0.033 1.9e-14 0.097  0.06 0.038 4.2e-20
HTN 015 0.11 0.034 1.4e-48 0.15 011 0.031 1.1e-17
South Asian

LungCancer 0 0 0 0 0 0

BowelCancer  0.0049 0.00067 0.0042  0.41 0.019 0.00035 0.019  0.14
Stroke 0.013 0.00068 0.013 0.015 0.013 0.00097 0.012 0.012
COPrD 0.018 0.011 0.0073 0.39 0.015 0.012 0.0022  0.86
ProstateCancer 0.016  0.018 -0.0021 0.8 0.035 0.021 0.014 049
T2D 0.15 0.078 0.069 1.3e-15 0.14 0.081  0.06 3.2e-08
BreastCancer ~ 0.012 0.0048 0.0077 0.075 0.015 0.0076 0.0074  0.21
Depression 0.077  0.05 0.027 0.033 0.072 0.051 0.021 0.29
CAD 0.096 0.049 0.048 9.1e-08 0.087 0.049 0.038 2.9e-06
HTN 0.12 0.067 0.056 7.1e-16 0.11 0.067 0.042 3.4e-06

African

LungCancer 0.012 0 0012 046 0.062 0 0.062 0.26
BowelCancer  0.0042 0 0.0042 0.38 0.0013 0 0.0013  0.51
Stroke 0.0042 0.00019 0.004 0.074 0.0085 0 0.0085 0.024
COPrD 0.0016 0.00024 0.0014 0.4 0.0044 0.00047 0.0039  0.29
ProstateCancer ~ 0.11 0.026 0.083 0.035 0.12 0.029 0.094 0.02
T2D 013 0.063 0.071 1e-07 013 0.063 0.063 1.7e-05
BreastCancer 1.1e-05 0 1.1e-05 0.023 0.0014 0 0.0014 045
Depression 0.059 0.033 0.026 0.047 0.063 0.033  0.03 0.095
CAD 0.029 0.018 0.011 0.082 0.019 0.018 0.0016  0.79
HTN 0.11 0.041 0.067 54e-18 0.11 0.041 0.068 7e-16

Table S14: Results of PRS-FH methods using parental history only for 10 diseases from
the UK Biobank, Related to STAR Methods. We report the prediction R? for both PRS-
FH prediction methods including parental and sibling history (All) and parental history
only (No-sib), as well as the difference in prediction R? (A) and the jackknife for the dif-
ference (Hy : AR, = 0).



FHoq PRS-FH)q
Trait None Interaction A Ap None Interaction A Ap
Non-British European
LungCancer 0.016 0.013 -0.003 0.076  0.02 0.017 -0.0032 0.11
BowelCancer  0.0078 0.0068 -0.00096 0.18 0.013 0.012 -0.0013 0.15
Stroke 0.019 0.019 0.00044 0.69 0.019 0.02 0.0004 0.72
COPD 0.089 0.087 -0.0015 0.092 0.1 0.1 -0.0016 0.06
ProstateCancer  0.04 0.039 -0.0017 0.054 0.1 0.099 -0.0016 0.2
12D 0.11 0.11 -0.0007 0.0051  0.17 0.17 -0.00079 0.012
BreastCancer 0.011 0.01 -0.00056 0.17 0.027 0.026 -0.00054 0.12
Depression 0.064 0.064 4.5e-05 091 0.071 0.071 6.1e-05 0.87
CAD 0.063 0.063 -3.9e-07 1 0.092 0.092 -3.8e-05 0.94
HTN 0.065 0.065 9.1e-05 0.65 0.15 0.15 -2.5e-05 0.83
South Asian

LungCancer 0 0 0 0 0 0

BowelCancer  0.0042 0 -0.0042 0.35 0.0049 0 -0.0049 0.34
Stroke 0.014 0.011 -0.003 0.11 0.013 0.01 -0.0028 0.093
COorD 0.018 0.0085 -0.0098 0.18 0.018 0.0081 -0.0097 0.17
ProstateCancer 0.0047 0.0027 -0.0021 0.12 0.016 0.012 -0.0044 0.075
12D 0.11 0.11 -0.00028 0.69  0.15 0.15 -0.00012 0.88
BreastCancer 0.011 0.012 0.0011 0.85 0.012 0.014 0.0015 0.56
Depression 0.071 0.069 -0.0015 0.39 0.077 0.076 -0.0015 0.36
CAD 0.082 0.081 -0.00094 0.29 0.096 0.096 -0.0008 0.3
HTN 0.074 0.074 -0.0001 0.85 0.12 0.12 -4.6e-05 0.94

African

LungCancer 0.012 0.025 0.013 0.52 0.012 0.03 0.018 0.48
BowelCancer  0.0022  0.00019 -0.002 0.12 0.0042  0.00052 -0.0037 0.14
Stroke 0.0032 0.0031 -0.00015 0.91 0.0042 0.0042 5.2e-05 0.98
COPD 0.0017 0 -0.0017 0.35 0.0016 0 -0.0016 0.37
ProstateCancer  0.11 0.11 0.0019 092 0.11 0.11 0.0027 0.87
T2D 0.13 0.13 -0.0017 0.078 0.13 0.13 -0.0019 0.04
BreastCancer 0.00017 0 -0.00017  0.75 1.1e-05 0 -1.1e-05 0.023
Depression 0.06 0.056 -0.0045 0.16 0.059 0.054 -0.0043 0.17
CAD 0.024 0.023 -0.0016 0.36 0.029 0.028 -0.0015 0.44
HTN 0.1 0.1-0.00016 0.81 0.11 0.11 -0.00018 0.77

Table S15: Results of FH),;, and PRS-FH,,; methods incorporating an interaction term
between number of siblings and sibling disease status for 10 diseases from the UK
Biobank, Related to STAR Methods. We report the prediction R? for both FHj,, and
PRS-FHj,, prediction methods not including and including an interaction term between
number of siblings and disease status of siblings (None and Interaction, respectively), as
well as the difference in prediction Rl2 (A) and the jackknife for the difference (Hp : AR, =

0).



Disease prevalence when ng; =
Trait 0 1 2 3 4 5+
Non-British European
LungCancer  0.0073 0.0055 0.0048 0.0066 0.0047 0.0084
BowelCancer 0.0098 0.011 0.0099 0.012 0.013 0.014

Stroke 0.017 0.017 0.02 0.019 0.021 0.029
COPD 0.039 0.025 0.027 0.03 0.04 0.061
ProstateCancer 0.036 0.027 0.034 0.034 0.03 0.037
2D 0.046 0.034 0.037 0.039 0.041 0.047

BreastCancer  0.061 0.059 0.063 0.065 0.06 0.055
Depression 0.077 0.072 0.074 0.072 0.07 0.081

CAD 0.087 0.068 0.065 0.072 0.077 0.11
HTN 033 027 028 027 029 0.33
South Asian
LungCancer 0 0.0019 0 0.0035 0.0027 0.0019
BowelCancer 0 0.0077 0.0087 0.0061 0.0027 0.0045
Stroke 0.017 0.027 0.014 0.023 0.02 0.031
COPD 0.041 0.014 0.023 0.017 0.019 0.025
ProstateCancer 0.025 0.014 0.02 0.012 0.0069 0.014
2D 016 0.13 012 0.13 015 0.18
BreastCancer 0 0.052 0.029 0.039 0.041 0.034
Depression 0.033 0.046 0.029 0.058 0.05 0.062
CAD 0.12 0.085 0.12 0.11 0.14 0.17
HTN 035 029 032 036 037 041
African

LungCancer  0.0021 0.0037 0.0077 0.0048 0.0023 0.0026
BowelCancer 0.0042 0.013 0.0077 0.0072 0.013 0.0084

Stroke 0.023 0.019 0.023 0.028 0.016 0.027
COPD 0.021 0.013 0.011 0.017 0.01 0.011
ProstateCancer 0.062 0.045 0.041 0.034 0.043 0.057
2D 0.12 0.092 0.087 0.076 0.088 0.1

BreastCancer  0.039 0.019 0.039 0.021 0.028 0.029
Depression 0.067 0.033 0.048 0.043 0.042 0.042
CAD 0.069 0.041 0.049 0.049 0.06 0.069
HTN 047 04 038 04 042 044

Table S16: Values of disease prevalence as a function of number of siblings for 10 dis-
eases from the UK Biobank, Related to STAR Methods. Across 10 diseases we report
the disease prevalence among individuals with varying number of siblings (0,1,. . .,4,5+).



FHj,q PRS-FHq
Trait Nsp NI A Ap Ny Nf A Ap
Non-British European
LungCancer 0.016  0.017 -0.00044 0.87 0.02 0.021 -0.00055 0.86
BowelCancer  0.0078 0.0057 0.0021 0.0029 0.013 0.011 0.0024 0.0047

Stroke 0.019 0.018 0.0011 0.26 0.019 0.018 0.0011 0.25
COPD 0.089 0.1 -0.011 0.00014 0.1 0.11 -0.012 0.00027
ProstateCancer 0.04 0.042 -0.0015 0.44 0.1 0.1 -0.00052 0.83
T2D 0.11  0.11 -0.002 034 0.17 0.17 -0.0033 0.21
BreastCancer 0.011 0.0091 0.0015 0.042 0.027 0.026 0.0011 0.15
Depression 0.064 0.066 -0.0018 0.095 0.071 0.073 -0.0018 0.095
CAD 0.063 0.067 -0.0048 0.0009 0.092 0.096 -0.0044 0.0053
HTN 0.065 0.073 -0.0078 4.5e-11  0.15 0.15 -0.0065 1.5e-08
South Asian

LungCancer 0 0 0 0 0 0

BowelCancer  0.0042 0.012 -0.0082 0.17 0.0049 0.014 -0.0095 0.12
Stroke 0.014 0.013 0.0018 0.51 0.013 0.012 0.0014 0.6
COPD 0.018 0.019 -0.00042 0.93 0.018 0.018 -0.00034 0.94
ProstateCancer 0.0047 0.0041 0.0006 0.85 0.016 0.017 -0.00069 0.88
T2D 0.11  0.11 -0.0022 042 015 0.15 -0.0024 0.42
BreastCancer 0.011 0.013 -0.0021 0.69 0.012 0.015 -0.0021 0.5
Depression 0.071 0.074 -0.0033 0.39 0.077 0.08 -0.0024 0.54
CAD 0.082 0.081 0.0011 047 0.096 0.095 0.0013 0.43
HTN 0.074 0.075 -0.00071 0.65 0.12 0.12 -0.00017 0.9

African

LungCancer 0.012 0.014 -0.002 091 0.012 0.015 -0.0027 0.92
BowelCancer  0.0022 0 0.0022 0.024 0.0042 7.7e-05 0.0041 0.066
Stroke 0.0032 0.0023 0.00099 0.55 0.0042 0.0031 0.0011 0.55
COPD 0.0017 0.0011 0.00054 0.7 0.0016 0.0013 0.00035 0.8
ProstateCancer 0.11 0.099 0.0065 036 0.11 0.1 0.0048 0.5
T2D 0.13 0.13 -0.001 0.82 0.13 0.13 -0.001 0.83
BreastCancer 0.00017 2.6e-10 0.00017 2.4e-05 1.1e-05 0 1.1e-05 0.038
Depression 0.06 0.062 -0.002 0.62 0.059 0.061 -0.002 0.61
CAD 0.024 0.023 0.0011 0.69 0.029 0.027 0.0019 0.54
HTN 0.1 0.1 -0.003 0.13 0.11 0.11 -0.0031 0.12

Table S17: Results of FH,,, and PRS-FH,, methods that account for variation in disease
prevalence as a function of number of siblings for 10 diseases from the UK Biobank,
Related to STAR Methods. We report the prediction R12 for both FHj,, and PRS-FH,,
prediction methods including a continuous variable reflecting the total number of rele-
vant siblings an individual has (Nj;;) and a model that additionally includes 5 indicator
variables reflecting 1, 2, 3, 4, or 5 or more total siblings (N;b), as well as the difference in

prediction RIZ (A) and the jackknife for the difference (Hp : AR, = 0).



FHyiap PRS-FHyigp
Trait Tsip Thosiv A Ap  Tap Thosiv A Ap
Non-British European
LungCancer 0.017 0.014 0.0028 0.46 0.021 0.018 0.0033 0.42
BowelCancer 0.0062 0.0068 -0.00059 0.69 0.012 0.012 -0.00089 0.6

Stroke 0.018 0.014 0.0042 0.017 0.018 0.014 0.0043 0.016
COPD 0.098 0.066  0.032 1.3e-11 0.11 0.083  0.032 3.7e-10
ProstateCancer 0.04 0.039 0.00058 0.72 0.1 0.1 0.0011 0.63
2D 0.12 0.11 0.0038 0.019 0.18 0.17 0.0053 0.011

BreastCancer 0.01 0.012 -0.0013 0.05 0.03 0.032 -0.0012 0.1
Depression 0.061 0.06 0.00048 0.23 0.067 0.066 0.00056  0.19

CAD 0.068 0.057  0.011 1.3e-09 0.097 0.086  0.011 2.4e-07
HTN 0.071 0.066 0.0053 4.1e-18 0.15 0.14 0.0057 5.7e-14
South Asian

LungCancer 0 0 0 0 0 0

BowelCancer  0.019 0.013 0.006 0.52 0.019 0.013 0.006  0.52
Stroke 0.013 0.0066 0.0066 0.098 0.013 0.0066 0.0066 0.098
COPD 0.015 0.014 0.00061 0.74 0.015 0.014 0.00061  0.74
ProstateCancer 0.023 0.021 0.0016  0.81 0.035 0.032 0.0033 0.67
T2D 011 0.11 0.0037 015 0.14 0.14 0.0039 0.17

BreastCancer 0.0094 0.0094 5.6e-05  0.98 0.015 0.016 -0.00069  0.91
Depression 0.069 0.065 0.0045 0.1 0.072 0.068 0.0044 0.11

CAD 0.073 0.06 0.013 0.003 0.087 0.075 0.012 0.0063
HTN 0.069 0.06 0.0097 1.2e-08 0.11 0.098 0.01 2.4e-07
African

LungCancer 0.062 0.041 0.021 0.62 0.062 0.041 0.021 0.62
BowelCancer 0.0013 0.0073 -0.006  0.12 0.0013 0.0073 -0.006  0.12

Stroke 0.0091 0.0096 -0.00047  0.83 0.0085 0.0088 -0.0003  0.89
COPD 0.0044 0.003 0.0014 0.57 0.0044 0.003 0.0014 0.57
ProstateCancer 0.12 0.12 -0.0047 0.63 0.12 0.13 -0.0038 0.71
2D 0.12 0.12 -0.00095 0.67 0.13 0.13 -0.0013 0.58

BreastCancer 0.0014 0.0035 -0.0022  0.32 0.0014 0.0035 -0.0022  0.32
Depression 0.063 0.062 0.0013 048 0.063 0.062 0.0013 0.48
CAD 0.017 0.012 0.0044 0.042 0.019 0.015 0.0044 0.064
HTN 0.1 0.1 0.0024 0.018 011 0.11 0.0025 0.015

Table S18: Results of FH;;;;, and PRS-FH;;,, methods that do not account for variation
in disease prevalence as a function of number of siblings for 10 diseases from the UK
Biobank, Related to STAR Methods. We report the prediction RZ2 for both FH};,;, and
PRS-FHj;,; prediction methods including a disease threshold that varies as a function of
the number of siblings an individual has (T;;) and a model that does not (T,,,s3), as well
as the difference in prediction Rl2 (A) and the jackknife for the difference (Hp : AR, = 0).



Covar PCs Age BMI Sex

Trait R p R p R p R p R p
Non-British European

LungCancer 0.055 7.2e-18 0.0014 0.045 0.06 1.7e-24 0 0.0014  0.027

BowelCancer  0.074 6.5e-32 0.0037 0.00077 0.068 5.8e-40 0.00059 0.081 0.0068 1.4e-06

Stroke 0.11  4e-70 0.0055 6.1e-08 0.07 3.6e-71 0.017 5.4e-21 0.012 2.7e-14

COPD 0.1 3.5e-117 0.016 1.7e-23 0.057 9.6e-112  0.026 1.2e-21 0.0038 1.4e-09

ProstateCancer 0.16 2.3e-85 0.0004 0.13 017 6e-115 0

BreastCancer 0.041 1.6e-47 4.9e-05 0.29 0.046 2.5e-55 0.00019 0.13

CAD 0.23 0 0.0064 1.9e-19 0.11 0 0.044 55e-78 0.054 8.2e-168
Average 0.2 0.0028 0.062 0.11 0.021
South Asian

LungCancer 0 0 0.027  0.018 0 0.0054 0.18
BowelCancer 0.0011 0.28 0 0.035 0.0012 0 0

Stroke 0.082 4.6e-10 0.0073 0.063 0.066 6.2e-15 0.0065 0.0076 0.01 0.0012
COPD 0.054 3.2e-12 0 0.067 1.9e-11 0.0041 0.086 0.0048 0.018
ProstateCancer 0.07 le-06 0.0015 0.2 017 1.6e-10 0

BreastCancer 0 0 0.011 0.003 0

CAD 0.23 2.8e-115 0.0025 0.0026 0.14 7.5e-81 0.019 4.9e-15 0.055 4.4e-48
Average 0.17 0.0003 0.11 0.045 0.015

African

LungCancer 0.014 0.033 0.00015 0.59 0.048 0.0074 0.00061 0.39 0.00074 0.39
BowelCancer 0.017 0.0023 0.00039 0.27 0.053 2.8e-06 0 0

Stroke 0.066 3.8e-09 0 0.98 0.078 1.3e-10 0.0052 0.03 0 1
COPD 0.0052 0.037 0 0.024 0.00063 0.0003 0.34 0

ProstateCancer 0.3 1.3e-26 0.0023 0.055 0.3 4.3e-30 0.0005 0.25

BreastCancer 0 0 0.012 0.0022 0

CAD 0.13 83e-36 0.001 0.081 0.11 6.3e-28 0.018 1.7e-08 0.00043 0.19

Average 0.15 0.0065 0.1 0.043 0.0069

Table S19: Results of predictions using covariates alone for 10 diseases from the UK
Biobank, Related to STAR Methods. The prediction R? is shown for models based on
covariates alone: 20 PCs (PCs), age, BMI, Sex, or 20 PCs, age, BMI, and sex (Covar), as
well as the jackknife p-value for the test H, : R, > 0.The average is shown across the
three well-powered traits (grey shading).



(a)

PRS* FH% FH,Jlfuh PRS—FHfog PRS—FHfiab
Trait R? p R} p R? p R? p R? p
Non-British European
LungCancer 0.059 1e-18 0.064 1.9¢-13 0.067 7.2e-14 0.07 2.6e-13 0.072 5.9e-14
BowelCancer 0.082 7.6e-33 0.077 1.4e-31 0.076 2.2e-30 0.085 5.2e-34 0.084 1.3e-32
Stroke 0.11 2.4e-71 0.12 2.2e-69 0.11 1.2e-55 0.12 7.9e-71 0.11 6.3e-56
COPD 0.12 3.7e-130 0.17 1.6e-105 0.18 7.1e-113 0.19 2.4e-117 0.2 1.2e-125
ProstateCancer 0.25 4.2e-74 0.2 3.2e-69 0.19 3.1e-53 0.29 5e-78 0.28 7.4e-67

BreastCancer 0.068 5.4e-59 0.052 9.8e-53 0.05 4.2e-54 0.077 1.3e-59 0.077 3.4e-65

CAD 0.28 0 0.29 0 0.28 0 0.34 0 0.32 0
= O I 70
Average 0.28 0.29 0.28 0.35 0.33
South Asian
LungCancer 0 0 0 0 0
BowelCancer 0.0015 0.24 0.0088  0.093 0.019  0.062 0.0094 0.084 0.019  0.062
Stroke 0.079 3.2e-10 0.085 3.1e-10 0.091  2e-10 0.082 2.6e-10 0.091  2e-10
COPD 0.056 4.7e-12 0.052 9.9e-09 0.024 0.00025 0.053 9.3e-09 0.024 0.00025
ProstateCancer 0.12 4.9e-06 0.067 1.5e-05 0.098 0.00025 0.13 1.4e-05 0.14 8.4e-05

BreastCancer 3.4e-05 0.63 0.00045 0.29 0.00079 0.22 0.0025  0.098 0.0039  0.051

CAD 0.26 2.8e-124 0.3 1.8e-155 0.29 6.6e-147 0.32 2.4e-162 0.31 3.3e-151
HN 0% 0 0% 0 0% 0o 04 0 035 0
Average 0.21 0.25 0.23 0.28 0.26
African

LungCancer 0.014  0.037 0.0056  0.059 0.034 0.067 0.0053  0.062 0.034  0.067
BowelCancer 0.02 0.0035 0.019 0.028 0.019 0.012 0.025 0.037 0.019 0.012
Stroke 0.065 5.6e-09 0.064 1.1e-08 0.064  5e-08 0.063  2e-08 0.063 8.8e-08
COPD 0.0045 0.046 0.008 0.024 0.0086  0.021 0.0074  0.026 0.0086  0.021
ProstateCancer 0.32 6.2e-26 0.36 2.3e-24 0.36 9.9e-23 0.37 8.9e-25 0.37 3.1e-23

BreastCancer 0 0 0.00026 0.44 0 0.00026 0.44

@

AD 0.13  3e-36 0.15 1.8e-39 0.13 7.8e-35 0.15 3e-40 0.13 2.9e-35

0.15 0.25 0.22 0.25 0.23

<
[¢]
=
o
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(b)

PRS* FH; g FH, PRS-FH;; o PRS-FH;! ,
Trait R? p R} p R? p R p R? p
Non-British European
LungCancer 0.0038 (0.003)  0.26  0.0087 (0.01)  0.35  0.012 (0.01) 0.2  0.014 (0.01) 02 0.017(0.01) 0.11
BowelCancer ~ 0.0083 (0.005)  0.077 0.0029 (0.005)  0.53 0.0022 (0.006) 0.7 0.011(0.006) 0.067 0.0098 (0.007)  0.13
Stroke -3e-06 (0.001)  0.99 0.008 (0.006) 0.2 0.002(0.009)  0.83 0.0084 (0.006)  0.17 0.0017 (0.009)  0.85
COPD 0.017 (0.005) 0.00016  0.072 (0.01) 2.3e-10  0.076 (0.01) 8.7e-11  0.088 (0.01) 2.8e-13  0.093 (0.01) 1.4e-14
ProstateCancer 0.086 (0.02) 2e-07  0.035(0.01) 0.014 0.029(0.02) 0.12  0.13(0.02) 5.8e-10 0.12 (0.03) 3.5e-08

BreastCancer 0.027 (0.006) 4.6e-06 0.011 (0.003) 0.00024 0.0097 (0.004) 0.014 0.036 (0.007) 7.4e-08 0.036 (0.007) 2e-07

CAD 0.053 (0.005) 1.9e-26 0.062 (0.007) 1.2e-20  0.056 (0.008) 2.7e-13  0.11 (0.008) 1.5e-45 0.096 (0.009) 1.1e-31
HIN  0093(0004) 1e123 0.062(0.004) 2e-69 0042(0.005) 7.7e-20 0.14(0.005)52e-191 0.1 (0.005) 8.4e-113
Average 0.074 0.088 0.075 0.15 0.13
South Asian

LungCancer 0(0) 0(0) 0(0) 0(0) 0(0)
BowelCancer  0.00038 (9e-04) 0.63 0.0077 (0.009) 0.24  0.018 (0.02) 0.2 0.0083 (0.01) 0.23  0.018 (0.02) 0.2
Stroke -0.0028 (0.003) 029 0.0038 (0.01)  0.71 0.0092 (0.01) 0.4 0.00047 (0.01) 094 0.0092 (0.01) 04
COPD 0.0015 (0.002) 0.5 -0.0017 (0.01) 0.86  -0.03(0.02) 0.11 -0.0011 (0.01) 0.89  -0.03(0.02) 0.11

ProstateCancer ~ 0.052(0.03) 0.062 -0.002(0.02) 092 0.029(0.05) 052 0.056(0.04 014 0.069(0.06) 0.18

BreastCancer  3.4e-05 (3e-04)  0.73 0.00045 (0.001)  0.58 0.00079 (0.002)  0.44 0.0025 (0.004) 0.2 0.0039 (0.004) 0.1

CAD 0.027 (0.007)  6e-05  0.066 (0.01) 2.2e-07  0.056 (0.01) 2.3e-05 0.09 (0.01) 4.1e-10  0.077 (0.01) 1.2e-07
Average 0.047 0.08 0.061 0.12 0.091
African

LungCancer _ -0.00023 (0.002) 0.9 -0.0085 (0.008) 0.052 002 (0.03) _ 0.53-0.0087 (0.008) 0.049 _ 0.02(0.03) 053
BowelCancer ~ 0.003(0.004) 036 0.0019(0.01)  0.87 0.0025(0.008)  0.78 0.0082(0.02)  0.65 0.0025(0.008)  0.78
Stroke -0.00039 (0.004)  0.91 -0.0022 (0.007)  0.76 -0.0021(0.01)  0.88-0.0031 (0.008) 07 -0.003(0.01) 083
COPD -0.00072 (7e-04)  0.24 0.0028 (0.004)  0.54 0.0033 (0.005)  0.52 0.0022 (0.004)  0.62 0.0033(0.005)  0.52
ProstateCancer ~ 0.016 (0.01)  0.22  0.053(0.04) 0.2  0.056 (0.05) 03 0069005 013 0.071(0.06)  0.18

BreastCancer 0 (0) 0 (0) 0.00026 (0.001)  0.89 0 (0) 0.00026 (0.001)  0.89

@l

AD 00032 (0.004) 042  0.022(0.01) 0.049 0.0016(0.01) 091 0.027(0.01) 0.27 0.0054(0.01)  0.71

Average 0.0062 0.1 0.076 0.11 0.08




(c)

PRS-FH; PRS-FH!,
Trait R? P Aprsp Arap R? p Aprsp Ara P Aliab logP
Non-British European
LungCancer 0.014 (0.01) 0.2 0.29 0.14 0.017 (0.01) 0.11 0.17 0.11 0.46
BowelCancer 0.011 (0.006)  0.067 0.54 0.081 0.0098 (0.007) 0.13 0.81 0.035 0.58
Stroke 0.0084 (0.006) 0.17 0.17 0.75 0.0017 (0.009) 0.85 0.86 0.38 0.16
COPD 0.088 (0.01) 2.8e-13 1.3e-09 0.0015 0.093 (0.01) 1.4e-14 6e-11 3.5e-05 0.35
ProstateCancer 0.13 (0.02) 5.8e-10 0.0035  6e-08 0.12 (0.03) 3.5e-08 0.088 4.3e-11 0.51
™D  025(0.02) 18e:37  44e-13 83e-16  022(0.02) 1931  63e-07 13e-20  0.00012
BreastCancer 0.036 (0.007) 7.4e-08 0.0011 2.8e-05 0.036 (0.007) 2e-07 0.024 6.7e-07 0.99
CAD 0.11 (0.008) 1.5e-45 6.5e-17 6.3e-21  0.096 (0.009) 1.1e-31 4e-08 4.5e-28 2e-06

Average 0.15 0.13
South Asian

LungCancer 0(0) 0(0)

BowelCancer 0.0083 (0.01) 0.23 0.24 0.81  0.018 (0.02) 0.2 0.2 0.23
Stroke 0.00047 (0.01) 0.94 0.74 0.19  0.0092 (0.01) 0.4 0.28 0.2
COPD -0.0011 (0.01) 0.89 0.8 0.79 -0.03 (0.02) 0.11 0.1 0.052
ProstateCancer 0.056 (0.04) 0.14 091 0.035 0.069 (0.06) 0.18 0.74 0.084 0.65
™  016(0.02) 17e23  67e-13 13e07  013(0.02) 17e-12 000016 73e-11  0.00067
BreastCancer 0.0025 (0.004) 0.2 0.019 0.2 0.0039 (0.004) 0.1 0.0057  0.054 0.36
Depression ~ 0.08(002) 3e06  8le-06 0033  007(0.02) 000017 000066 0027 047
CAD 0.09 (0.01) 4.1e-10 3e-07 0.00011  0.077 (0.01) 1.2e-07 0.00014 1.4e-06 0.01
HIN  011(001) 62e29 23e-10 52e-14  0067(0.01) 9.9e-09 072 2e20  42e-ll
Average 0.12 0.091

African

LungCancer -0.0087 (0.008)  0.049 0.063 0.7 0.02 (0.03) 0.53 0.52 0.31
BowelCancer 0.0082 (0.02) 0.65 0.75 0.27 0.0025 (0.008) 0.78 0.96 0.61
Stroke -0.0031 (0.008) 0.7 0.69 0.78 -0.003 (0.01) 0.83 0.85 0.52 1
COPD 0.0022 (0.004) 0.62 0.49 0.46 0.0033 (0.005) 0.52 0.43 0.71
ProstateCancer 0.069 (0.05) 0.23 0.27  0.071 (0.06) 0.3 0.11 091

BreastCancer 0(0) 0.00026 (0.001) 0.89 0.89 0.8

O

@)

AD 0.027 (0.01)  0.027 0.035 0.22  0.0054 (0.01) 0.71 0.88 0.1

o
(=
ot
N

0.11 0.08
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Table S20: Numerical results of analyses with covariates for 10 diseases from the UK Biobank, Related
to Figure 3b. The average is shown across the three well-powered traits (grey shading). The (a) raw and

(b) relative performance of all prediction methods are shown (relative is relative to a model incorporating
+
lia
for the difference of PRS-FH versus FH is shown within the model of interest (e.g. PRS-FH,; , vs FH,\ ,
and similarly for log; Hy : AR, = 0). The three well-powered traits are highlighted with grey shading.

The increases in prediction R? attained by PRS*, FH," o FH/ ,, PRS-FH;! o and PRS-FH,. , vs. a prediction

covariates alone across all diseases); PRS-FH;/ 2 and PRS-FH; , are compared in (c). Within (c) the p-value

model based on covariates alone were generally similar to the absolute predictive R? attained by PRS, FH,g,
FHjjzp, PRS-FH),g, and PRS-FHy;;;, with limited exceptions. The exception to this trend is the predictive
accuracy of FHlJlfah (and likewise PRS—FHlJlfub) for HTN in South Asians and Africans. This could be due to
a large correlation between the FH and covariate predictions for HTN within South Asians and Africans
(Supplementary Table 21) and the inability of the liability-based methods to jointly estimate the effects of
FH and covariates. The overall correlation between the FHj;,;, and covariate prediction is 0.11 and 0.12
within South Asians and Africans for HTN, respectively. This strong correlation is driven primarily by the
correlation of FHj;,;, with age within both within South Asians and Africans (0.095 and 0.10, respectively)
and with sex within Africans (0.096).



"SPOYIRIA A VLS 03 paje[ay “ueqorg N
3} WOy SISEISIP (T 10§ dUO[e sdjerreAod Sursn suondIpaid ‘sa suondIpard I pue Sy J U99M]Idq SUOTIB[a110)) (7S d[qeL

6£00 600 9600 [0  TI'0 [F00 9800 9600 8200 IL0 |1200 1€00 €000- 200- %100 NIH
1100~ SO0 TSO'0- £90°0 9S00 |€£00°0 9900 F$0'0- SO0 890°0 |9900°0- 1200 €10°0- £800°0- €10°0- avo
€200 €00 €900 ¥900 100 [6I00 200  T900 78O0 690°0 |8S0°0- 8800°0 ET00 890070~ 9E00- uorssordo(q
8200°0- $10°0 6v0°0 8100 |[2€00°0- Z10°0 9600 SZ00°0 |<20'0-  TE000- PI00 1100 | dedueDjsearg
2L00°0- TZO0  S90°0- 9600 €£0°0 [9F00°0-F80°0 TLOO- £90°0 8S00 |€€0°0- SHO0 STO0- FIO0- LS000- azi
8200 7200 €0 PO |1200 €200 U0 €0 €10 $E00- 8000~ 9£0°0  |[1ooUBDRYRISOI]
6b00'0 €100 €20°0  €100°0- 9F00°0[£800°0 1€000°0 TZ00  910°0- LTO0- |SLO0-  SE0'0  T600°0- €00°0- LS00~ adod
$L0000 6100 T1600°0-TL'0 2800 |8600°0 TE0'0 8S000-TL'0 /800 |SS0°0 2200 SE00°0- 96000 HE00 ayong
L100 9€00°0 TIO0 €900°0 100 [ZI00 FLO0 69000 TO0 9000 |[cL00- TIO0  1S00°0- 89000 $£00°0- | IoduedpPmog
850000 ¥0°0  10°0-  2€0'0  T10°0 |6900°0 6£0°0  ¥L00- 6200 TO0  |SP0T0-  SPOO- 660070~ 86000 ST0'0- | oduedduny
uedLIyy
9€00 £900 T00- S600 110 |IF00 2800 €200- €10 SL'0  |9200°0- £S0°0 SO0~ SE0'0- 86000°0- NIH
€00 6£00 LI00- FI0 10 [FFO0 SO0 ¥C00- SI'O L0 |CI00- 620°0 €2000 ¥E00- LI00- avo
1100 €200 £Z00 €€0°0 ¥E00 [c00 600 SE00 92000 SHOO [2£00- €100 TI000 TI00 €20°0- uorssardoq
G200 FE00- 6200 8200 |SFO0  990°0- L100°0- 9100 |£20°0-  £00°0- 7100~ 82070~ | Ieouedsearg
900 €900 TSO00 900  S80°0 [F90°0 LO0  £ZOO0-900 /800 |S60°0  FLO0'0- €20°0- TIO0- £900°0 azw
8100 £100°0- 8200 €0°0 |€200 98000 FI00 1200 [200- 100 ¥200  $H000- [19oueDejeisord
GE000 990°0 160070~ 8200 THO'0 [FS00T0- €£0°0  $800'0 9200 1800 |£00°0- ZI00 ZIOO- 920°0- TLOO- adod
ZL0000 7200 £20000 €10 980°0 [L00 6200 €F000 FL'O TO  [200 8200 620000 8100~ TI00 ayong
12000 €200 €100°0 Z1070- SLO0-|SE00°0 TE00  €£00°0 ££00°0- 9600°0-|€6000°0- EI000 €100  8L00°0- 2000~ | I9dURIPMOY
TI00- SPO'0 TLO0 69070  S800°0/6900°0- #S0°0 6200 S90°0 6100 |TE000 96000 £600°0- 1900°0- 6600°0- | 10oued8unt
Qmﬂm< &#ﬁ—om
200 $00 9¥00- <00 Z80°0 [€€00 8900 950°0- 6200 1500 |8S00 2600 6000 9100 ¥90°0 NIH
100 6900 TE00- 910  TUO |6£000 LFO0 8E00- PO S600 [8F00 9F00 9€00°0 SIO0- 1200 avo
PI00- SS00°0 SS0°0 TE0'0 SHO'0 |ITO0 THOO'0 LS00 THO0 SSO'0 |6£00°0 TE00 £S000 100 8200 uorssardeq
00 9100 6500 £90°0 |6V00 €10°0 €500 900 91070~ 890070~ L10°0- $800°0- | IeoueDyseaig
900 600 TOO0- LFO0 1800 |[6P0°0 FL00 TIO0- LI00 1900 |60°0  £S0°0 €100  €100°0- SO0 azi
1100 €100 SL00  FLO0 |SLOOD 6£00°0 1200 6900 [£00 2000 SHO0'0 61070  |[19oueD3eISOI]
9T0 9000 910°0- F600 910 |LI'0  8F00 <TO0- €900 FLO |€£00 6500 FLOO  L600°0- SO0 adod
T0 62000 ¥S0000-2L'0 €0 [P0 82000 9900°0-T'0  €I'0 |II000- 6200 ¥H000 100~  8900°0 aong
PI0 6200 SI00 <900 ILO [FI'0  I€00 €100 #4000 TLO  |£S0°0- 410070 8£00°0- $100'0 8L0T0- | I9dueDPMOg
/80°0  $90'0 1200 IL'0 €U0 |c800 SO0 9T00 ¥60°0 TL'0  |910°0- 4100 68000°0 L0000 $S00°0- | I@ouedduny
CMQQOHS‘W Lmﬁwhmlﬂoz
sO)d  INd x5 98y  1eaod[sDd [N X9 98y Ieao) [sDd NG XoS a8y 1eao) jrely,
Pl Sorpyg SAd




Trait Covariates PRST FH," FH;' PRS-FHZ’; p PRS-FH;

log liab liab
Non-British European
LungCancer 074 074 0.7 0.67 0.71 0.69
BowelCancer 082 083 0.8 0.76 0.81 0.78
Stroke 093 092 0.89 0.75 0.89 0.75
COPD 096 095 094 0.82 0.93 0.81
ProstateCancer 0.88 0.84 0.87 0.75 0.85 0.77
™0 087 091 09 078 093 079
BreastCancer 088 084 09 0.79 0.85 0.78
Depression 095 096 093 064 093 065
CAD 096 098 098 0.87 0.99 0.89
HIN 0 09 1 108 1 = 08
Average 094 096 094 0.76 0.95 0.78
South Asian

LungCancer -0.027-0.041 -0.047 -0.025 -0.051 -0.025
BowelCancer 0.094 0.11 022 0.26 0.22 0.26
Stroke 0.7 0.69 0.68 0.67 0.67 0.67
COPD 0.63 0.64 054 0.2 0.53 0.2
ProstateCancer 0.37 041 032 0.34 0.4 0.39

-0.24 0.019 0.077 0.096 0.14 0.1

0}

BreastCancer

CAD 093 094 094 0.88 0.94 0.

Nej

Average 0.84 0.86 09 0.65 0.91 0.67
African

LungCancer 0.14 0.13 0.062 0.16 0.057 0.16

BowelCancer 0.3 032 0.27 0.26 0.31 0.26

Stroke 0.71 0.7 0.66 0.55 0.65 0.54

COPD 0.24 0.22 024 0.25 0.23 0.25

ProstateCancer 079 079 0.76 0.65 0.77 0.66

BreastCancer -0.13 -0.12-0.051 0.052 -0.047 0.052

0.86 0.85 0.85 0.74 0.86 0.75

083 083 091 0.6 0.9 0.6
Average 087 0.88 091 0.67 0.92 0.68

Table S22: Calibration results of analyses with covariates for 10 diseases from the UK
Biobank, Related to Figure 3b, STAR Methods. We report the slope from the regression
of disease status on predictions for each prediction method. The average is shown across
the three well-powered traits (grey shading).



Trait PRS-FH,, PRS+I(FH > 1), A Ap

Non-British European

LungCancer 0.014 0.021 -0.0067 0.22
BowelCancer 0.011 0.013 -0.0022 0.45
Stroke 0.0084 0.0046 0.0038 0.45
COPD 0.088 0.063  0.025 0.0023
ProstateCancer 0.13 0.13 0.0017 0.81
2D 0.25 0.22 0.03 0.0011
BreastCancer 0.036 0.035 0.00087 0.44
Depression 0.067 0.063 0.0035 0.34
CAD 0.11 0.085 0.0242.1e-07
HTN 0.14 0.12 0.0149.4e-15
South Asian

LungCancer 0 0 0

BowelCancer 0.0083 0.0057 0.0026 0.72
Stroke 0.00047 0.0011-0.00063  0.93
COPD -0.0011 0.0036 -0.0048 0.51
ProstateCancer 0.056 0.039 0.017 0.3
2D 0.16 0.14 0.024 0.018
BreastCancer 0.0025 0.0018 0.00069 0.63
Depression 0.08 0.081 -0.0016 0.91
CAD 0.09 0.073  0.017 0.034
HTN 0.11 0.093 0.016 6e-05

African

LungCancer -0.0087 -0.0015 -0.0073  0.16
BowelCancer 0.0082 0.0081 0.00018 0.98
Stroke -0.0031 -0.004 0.00085 0.9
COPD 0.0022 -0.00069 0.0029 0.33
ProstateCancer 0.069 0.075 -0.0065 0.77
2D 0.16 0.11  0.0536.8e-05
BreastCancer 0 3.8e-06 -3.8e-06 0.016
Depression 0.072 0.074 -0.0016 0.92
CAD 0.027 0.024 0.0036 0.6
HTN 0.085 0.041 0.0451.9e-15

Table S23: Results of PRS-FH),, versus a simplified logistic regression-based method
which used an indicator variable for presence of family history in analyses with co-
variates for 10 diseases from the UK Biobank, Related to STAR Methods. We report
the relative prediction RZZ (relative to a model with covariates alone) for the PRS—FHng

prediction method (distinct independent predictors for maternal, paternal, and sibling
history) and the simplified logistic regression-based method (one predictor for a family
history of disease; PRS+I(FH > 1);5 o7 a3 well as the difference in prediction RZ2 (A) and

the jackknife p-value for the difference (Hp : AR, = 0). I(FH > 1) = 1 if an individual
reported either their mother, father, or sibling was affected; I(FH > 1) = 0 if an indi-
vidual reported both mother and father were unaffected and either reported O relevant
siblings or that 0 of their siblings were affected; otherwise I(FH > 1) = NA. Individuals
with I(FH > 1) = NA were assigned the mean I(FH > 1) across all individuals in the 9
training folds.



PRS-FH g PRS-FH, |

Trait All No-sib A Ap All No-sib A Ap
Non-British European

LungCancer 0.014 0.0046 0.0097 031 0.017 0.0055 0.012 0.19

BowelCancer 0.011 0.015 -0.0035 0.0011 0.0098 0.014 -0.0044 0.11

Stroke 0.00840.00077 0.0076  0.15 0.0017-0.00025  0.002 0.8
COPD 0.088 0.053 0.0352.8e-05 0.093 0.055 0.0387.9e-07
ProstateCancer 0.13 0.11 0.018 0.15 0.12 0.11 0.014 048
2D 0.25 0.2 0.048 3.4e-05 0.22 0.18 0.038 0.019
BreastCancer 0.036 0.034 0.0024 0.14 0.036 0.034 0.0018 0.58
Depression 0.067 0.056 0.0110.00044 0.061 0.057 0.0045 0.38
CAD 0.11 0.088 0.02 3.5e-06 0.096 0.083 0.013 0.02
HTN 0.14 0.12 0.016 6.3e-23  0.11 0.11-0.00034 0.93
South Asian

LungCancer 0 0 0 0 0 0

BowelCancer 0.0083 0.003 0.0053 0.39 0.018 0.0017 0.016 0.21
Stroke 0.00047 -0.007 0.0075 0.39 0.0092 -0.0036 0.013 0.17
COPD -0.0011 0.0071 -0.0082 0.17 -0.03 0.011 -0.041 0.023
ProstateCancer 0.056 0.049 0.0064 0.65 0.069 0.041 0.028 0.48
2D 0.16 0.12 0.042 1.5e-06 0.13 0.11 0.02 0.21
BreastCancer  0.00250.00033 0.0022  0.12 0.0039 0.00071 0.0032 0.11
Depression 0.08 0.053 0.027 0.023 0.07 0.055 0.015 047
CAD 0.09 0.069 0.021 0.0031 0.077 0.067 0.0096 0.31
HTN 0.11 0.095 0.0150.00036 0.067 0.083 -0.015 0.12

African

LungCancer  -0.0087 -0.0067 -0.0021  0.53  0.02 -0.0017 0.022 0.49
BowelCancer 0.0082 -0.0026  0.011  0.47 0.0025 -0.0016 0.0041 0.65

Stroke -0.0031 -0.0041  0.001 0.89 -0.003 -0.0059 0.0029 0.85
COPD 0.0022 -0.0011 0.0033  0.26 0.0033 0.00043 0.0029 0.49
ProstateCancer 0.069 0.037  0.032 04 0.071 0.043 0.028 0.59
2D 0.16 0.11 0.0450.00036  0.12 0.1 0.017 041
BreastCancer 0 0 0 0.00026 0 0.00026  0.89
Depression 0.072 0.04 0.032 0.031 0.067 0.041 0.026 0.26
CAD 0.027 0.028-0.00027  0.95 0.0054 0.025 -0.019 0.051
HTN 0.085 0.051 0.034 5.6e-11 0.055 0.05 0.0059 0.54

Table S24: Results of PRS-FH methods using parental history only in analyses with
covariates for 10 diseases from the UK Biobank, Related to STAR Methods. We report
the relative prediction R? for both PRS-FH prediction methods (relative to a model with
covariates alone) including parental and sibling history (All) and parental history only
(No-sib), as well as the difference in prediction R? (A) and the jackknife for the difference
(Hp : AR, = 0). The effect of incorporating sibling history on the predictive accuracy of
PRS-FHfgab is less clear, this is in contrast to the clear benefit when covariates were not
being modeled (Supplementary Table 13 vs. 23)



h? Average pseudo Diff. pseudo

Scenario mean s.e. mean s.e. mean s.e.

K=5% FH

No correlation 0.05260.00333 0.0521  0.003370.0517 0.00335

Correlation 0.1670.00434 0.167 0.00464 0.1670.00454

Differential correlation 0.1730.00512 0.173 0.00518 0.1830.00524
PRS-FHj;,,

No correlation 0.1040.00494 0.104 0.00498 0.1030.00496

Correlation 0.2010.00295 0.219 0.00415 0.2180.00408

Differential correlation 0.2060.00428 0.222 0.00584 0.2360.00534

K=25% FH

No correlation 0.07550.001350.0753  0.00136 0.0753 0.00134

Correlation 0.1870.00217 0.188 0.00218 0.1870.00216

Differential correlation 0.1880.00138 0.188 0.00139 0.1950.00137
PRS-FHj;,;,

No correlation 0.1670.00104 0.166 0.00103 0.1660.00103

Correlation 0.2450.00213 0.263 0.00274 0.2630.00272

Differential correlation 0.2480.00126 0.262 0.00168 0.2730.00159

Table S25: Results of simulations of PRS-FH;;,, methods using pseudo-heritability, ver-
sus heritability, in settings with and without environmental correlation, Related to Star
Methods. For each prediction method we report the mean R? across the 10 simulation
replicates as well as the standard error of this mean.

Number of independent training sample sets per fold

Training sample size Non-British European South Asian / African
35K 1 N/A
20K 2 N/A
10K 4 N/A
6K N/A 1
5K 8 2
2.5K 16 4
1K 40 10
0.5K 80 20

Table 526: Number and size of down-sampled independent training sample sets for
PRS-FH methods, Related to STAR Methods. We report the size, and number, of in-
dependent training sample sets constructed for each of the 10-folds when decreasing the
number of training samples. Total sample sizes for T2D, Depression, and HTN for Non-
British European was 41642, 41842, and 41842, for South Asian was 6881, 7048, and 7048,
and for African 6961, 7087, and 7087, respectively.
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Figure S1: Correlations between PRS vs. FH predictions for 10 diseases from the UK
Biobank, Related to STAR Methods. The correlation between the PRS and (a) FH,,
and (b) FHj;,, predictors is shown and reported within the heatmaps; a grey box within
panel (b) denotes the permutation test of Hy : V = 0 failed to be rejected. Dot plots
show the relationship between PRS-FH predictor correlations ((a) FH)o, and (b) FHy;4p) as
a function of disease prevalence as well as observed-scale heritability; lines represent a
linear regression fit with an intercept of 0 fitted separately within the three testing sets.
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Figure S2: Impact of observed-scale heritability on accuracy of PRS and impact of
pseudo-heritability and weighted relative disease prevalence on accuracy of FH;;,;, for
10 diseases from the UK Biobank, Related to STAR Methods. The relationship between
(a) the predictive accuracy of PRS and the observed-scale heritability and the relation-
ship between the predictive accuracy of FHj;;;, and (b) the average pseudo-heritability
(average covariance between liabilities of target samples and first-degree relatives) or
(c) the weighted average disease prevalence in relatives; lines represent a linear regres-
sion fit with an intercept of 0 fitted separately within the three testing sets. We show
the weighted average disease prevalence in relatives (weighted by pseudo-heritability) to
show the prevalence among the relative’s which predominantly contribute to the FHj;;;
predictor. Due to similarity between FH),; and FH;;;, when covariates are not included,
only FHy;,;, is shown. FDR: first degree relatives.
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Figure S3: Impact of decreasing the number of training samples from the target popu-
lation used to fit PRS-FH model parameters for 3 well-powered diseases from the UK
Biobank, Related to STAR Methods. We decreased the number of training samples from
the target population used to fit PRS-FH model parameters. For each of the 10 folds, the
remaining individuals from the other 9 folds are down-sampled to form PRS-FH train-
ing sets of various sizes (Supplementary Table 24) and the average prediction R? is then
computed across training sizes. The effective sample size (N, ) may vary as a function of
the number of cases sampled within a training sample set; the expected N, is computed
using the overall disease prevalence and the number of training samples.
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Figure S4: Prevalence of T2D in each percentile of predicted disease risk within the UK
Biobank, Related to STAR Methods. For each percentile of predicted disease risk for 5
main methods, the prevalence of T2D is shown.
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Figure S5: Prevalence of Depression in each percentile of predicted disease risk within
the UK Biobank, Related to STAR Methods. For each percentile of predicted disease
risk for 5 main methods, the prevalence of Depression is shown.
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Figure S6: Prevalence of HTN in each percentile of predicted disease risk within the
UK Biobank, Related to STAR Methods. For each percentile of predicted disease risk for
5 main methods, the prevalence of HTN is shown.
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