Scoring System Development and Validation
for Prediction Choledocholithiasis before Open

Cholecystectomy

Tomislav Pejovi¢', Miroslav M. Stojadinovi¢?

'Department of Surgery, General Hospital, Gornji Milanovac, Serbia;
*Department of Urology, Clinic of Urology and Nephrology, Clinical Centre of Kragujevac, Kragujevac, Serbia

SUMMARY

Introduction Accurate precholecystectomy detection of concurrent asymptomatic common bile duct
stones (CBDS) is key in the clinical decision-making process. The standard preoperative methods used
to diagnose these patients are often not accurate enough.

Objective The aim of the study was to develop a scoring model that would predict CBDS before open
cholecystectomy.

Methods We retrospectively collected preoperative (demographic, biochemical, ultrasonographic) and
intraoperative (intraoperative cholangiography) data for 313 patients at the department of General
Surgery at Gornji Milanovac from 2004 to 2007. The patients were divided into a derivation (213) and a
validation set (100). Univariate and multivariate regression analysis was used to determine independent
predictors of CBDS. These predictors were used to develop scoring model. Various measures for the
assessment of risk prediction models were determined, such as predictive ability, accuracy, the area
under the receiver operating characteristic curve (AUC), calibration and clinical utility using decision
curve analysis.

Results In a univariate analysis, seven risk factors displayed significant correlation with CBDS. Total
bilirubin, alkaline phosphatase and bile duct dilation were identified as independent predictors of
choledocholithiasis. The resultant total possible score in the derivation set ranged from 7.6 to 27.9.
Scoring model shows good discriminatory ability in the derivation and validation set (AUC 94.3 and
89.9%, respectively), excellent accuracy (95.5%), satisfactory calibration in the derivation set, similar Brier
scores and clinical utility in decision curve analysis.

Conclusion Developed scoring model might successfully estimate the presence of choledocholithiasis

in patients planned for elective open cholecystectomy.
Keywords: scoring system; choledocholithiasis; open cholecystectomy

INTRODUCTION

Gallstone disease is one of the most common
problems in Europe and North America [1].
Surgical cholecystectomy (laparoscopic or
open) is the usual method of treatment of pa-
tients with symptomatic gallstones. However,
the risk that a patient has asymptomatic con-
current common bile duct stones (CBDS) is
the key factor in determining diagnostic and
treatment strategies [2]. CBDS can cause seri-
ous morbidity or mortality, and evidence for
them should be sought in all patients with
symptomatic gallstones undergoing cholecys-
tectomy. However, preoperative identification
of asymptomatic CBDS is a challenge for all
surgeons in order to decrease operative risks
and health care costs.

The standard preoperative methods used to
diagnose patients with gallstones (liver func-
tion tests and abdominal ultrasound [US]
are often not accurate enough to establish a
firm diagnosis of CBDS) [3]. Risk factors for
CBDS include abnormal liver chemistry jaun-
dice, and abdominal ultrasound evidence of
bile duct dilation (BDD). Also, several differ-
ent diagnostic studies have been proposed to

make the diagnosis including magnetic reso-
nance cholangiopancreatography, endoscopic
retrograde cholangiopancreatography (ERCP),
spiral computed tomography cholangiography,
before any therapeutic intervention and intra-
operative cholangiography (I0C), endoscopic
ultrasound and laparoscopic common bile duct
exploration at the time of surgery. Despite their
good results, these imaging modalities cannot
be anticipated as routine due to high costs,
limited availability and technical difficulties
in performing laparoscopic exploration of the
common bile duct.

Several recent studies have demonstrated
that multivariate models are more accurate
than most informative single predictors. Con-
sequently, clinical prediction has evolved from
physician judgment alone to risk group stratifi-
cation, to prediction models (predictive scores)
based on multivariate regression [2, 4, 5, 6] or
discriminant functions [7], to artificial neural
network in predicting CBDS or the need for
therapeutic ERCP in patients with suspected
choledocholithiasis [8, 9]. Many of these scor-
ing systems were validated and were able to pre-
dict CBDS in 80-100% of the patients in both
the training and test sets [2, 5, 8, 9]. However,
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discriminative ability is not sufficient for a model to be
clinically useful, and not all authors demonstrated their
clinical usefulness [10]. Furthermore, unfortunately, such
models do not always perform well for patients other than
those from whose data the models were derived.

Based on these considerations, the objective of the
study was to assess whether pre-treatment clinical and
biochemical parameters expressed in our scoring system
could improve the prediction of choledocholithiasis in
patients scheduled for open cholecystectomy because of
symptomatic cholelithiasis.

OBJECTIVE

Based on these considerations, the objective of the study
was to assess whether pre-treatment clinical and bio-
chemical parameters expressed in our scoring system
could improve the prediction of choledocholithiasis in
patients scheduled for open cholecystectomy because of
symptomatic cholelithiasis.

METHODS

We retrospectively collected preoperative and intraop-
erative data of consecutive patients considered for open
cholecystectomy for symptomatic gallstones at the depart-
ment of General Surgery at General Hospital in Gornji
Milanovac, Serbia, in the course of five years, from January
2003 through August 2007. The study was approved by the
local committee on human research, and all patients gave
written informed consent.

For each patient, comprehensive clinical, current
biochemical tests, and abdominal US findings (General
ELECTRIC® Logiq 3 Pro, USA) were collected as regards
precholecystectomy assessment. The clinical data includ-
ed the patients’ sex and age, the presence of acute biliary
colic and history of previous acute biliary pancreatitis or
jaundice. The biochemical data included preoperative liver
function tests (serum total bilirubin, alanine aminotrans-
ferase, aspartate aminotransferase, alkaline phosphatase,
amylase, y-glutamyl transpeptidase and white blood cell
count. Each ultrasound finding included a description
of the common bile duct (CBD) appearance (for stones
and BDD in millimeters), and number and dimension of
gallstones. Gallstones were classified as dangerous or not
dangerous as described previously [4]. Briefly, multiple
gallstones were classified as dangerous when they were
micro (<3 mm), small (3-5 mm), or heterogeneous in size;
multiple gallstones were considered not dangerous when
they were medium (5-10 mm) or large (>10 mm) sized;
and a single stone, irrespective of dimension.

The patients were operated on using technique of open
cholecystectomy, under general endotracheal anesthesia.
Biliary tree anatomy and the presence of stones in the
common bile duct were checked by using IOC. Suspicion
of choledocholithiasis was based upon the following: (i)
deranged liver function tests (past or present); (ii) history

of jaundice (past or present) or acute pancreatitis; (iii) a di-
lated CBD or demonstration of CBDS on imaging; or (iv) a
combination of these factors [11]. In situations when chol-
angiogram was positive, choledochotomy with extraction
of calculi was performed. Complete clearance was finally
checked using proximal and distal fluoroscopic cholangi-
ography. In all patients T-tube insertion was left. T-tube
removal after check cholangiography was performed after
a minimum of two weeks. Demonstrable CBDS was con-
sidered the “gold standard” for the presence of CBDS. It
was defined as CBDS visually and was extracted, during
surgery or ERCP. After hospital discharge, patients were
checked after a week, then once a month as the outpa-
tients, and after a year using the telephone calls checking
whether they had pain under the right rib cage, which
would resemble those before operations, whether they
had to consult their general practitioner or surgeon due
to jaundice or other symptoms from the digestive system.

Derivation and validation sets

The patients were randomized into a derivation set (two-
thirds of the patients) and a validation set (one-third of
the patients) by random sampling. The validation set was
not used until after the multiple logistic regressions model
and the scoring system had been created.

Statistical analyses

Univariate and multivariate LR was used to identify and
quantify the independent predictors of CBDS. The results
of regressions were expressed in odds ratios with 95% con-
tidence intervals. The resultant beta coefficients for each
variable were reported and used to develop an integer
based weighted point system for CBDS. The B coefficient
for each variable was divided by nine. Individual scores
were assigned to each patient discharge record by sum-
ming the individual risk factor points. The Hosmer-Lem-
eshow goodness-of-fit test was performed. Non-significant
p-values on this test imply good fit.

For scoring system in the testing and validation sets
we calculated the area under the receiver operating char-
acteristic curve (AUC) analysis, sensitivity, specificity,
positive (PPV), negative predictive value (NPV), accu-
racy, calibration plots, Hosmer-Lemeshow statistic, and
the Brier score. In order to examine the generality of the
constructed models, data of an independent cohort of 100
patients were used for validation.

Clinical usefulness was assessed by using decision curve
analyses [12]. These analyses estimate a “net benefit” for
prediction models by summing the benefits (true posi-
tives) and subtracting the harms (false positives). Assump-
tion is made that the suspicion of CBDS would lead to di-
agnosis with IOC. Net benefit is plotted against threshold
probabilities compared with ‘NC for all’ and ‘NC for none’
strategy. The interpretation of a decision curve is that the
model with the highest net benefit at a particular threshold
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probability should be chosen. Calculations and graphic
net benefit were performed in Microsoft Excel using the
recommended formula from true- and false-positive count
of patients [12]. All other analyses were performed using
SPSS version 20.0 (SPSS Inc., Chicago, IL, USA). Statistical
significance was set at p<0.05.

RESULTS
Patients’ characteristics
The study included 313 patients, the mean + standard

deviation (range) patient age at the time of open chole-
cystectomy was 55.9+13.4 (21-85) years and 225 (71.9%)

patients were female. Of all the patients, in 249 (79.6%)
the IOCs were successfully performed. Twenty-two of
249 (8.8%) I0Cs were positive for bile duct stones that
subsequently underwent open choledochotomy with stone
extraction. Retained CBDS were detected in two patients
during follow-up evaluation and were treated with ERCP.
The patients were divided into the derivation (213) and
the validation set (100). Baseline clinical characteristics
of the patients in the derivation and validation sets are
shown in Table 1. There were no significant differences
in these sets (Table 1) except in the presence of acute or
chronic cholecystitis.

In a univariate analysis, seven risk factors displayed sig-
nificant correlation with CBDS (Table 2). During multi-
variable analysis, three of them sustained their prognostic

Table 1. Baseline patients’ characteristics in the derivation and the validation set

Characteristics Derivation set Validation set _value
(n=213) (n=100) P
) Age (years) Mean (SD) 55.8+13.3 56.1+13.5 0.820
Demographic Female 71.8 72.0
factor Sex (%) 0.975
Male 18.2 28.0
Total bilirubin 16 (13.5) 16 (10) 0.590
ALT 20(18) 19(12.5) 0.550
AST 18(11) 18 (10) 0.293
Laboratory data, median (IQR) ALP 76 (35) 70.5 (31) 0.290
Amylase 51(19) 52 (24) 0.206
GGT 24 (19.5) 21(17) 0.086
WBC count (x10°/L) 8(4) 7 (4) 0.188
Bile duct diameter (mm) 7(2) 7(2) 0.498
17.4 15.0
Types of biliary calculus (%) 68.5 70.0 0.865
3 141 15.0
No 31.1 329
“Dangerous” stones (%) 0.808
Yes 68.9 67.1
Acute/chronic No 399 253 0.007
cholecystitis (%) Yes 60.1 74.7 '
. L o . No 324 31.8
Clinical finding | Biliary colic (%) 1.000
Yes 67.6 68.2
. No 46.7 31.2
Pancreatitis (%) 0.257
Yes 533 68.8
No 91.5 94.0
CBDS (%) 0.504
Yes 8.5 6.0
No 17.8 26.0
10C (%) 0.100
Yes 82.2 74.0

All values are reported as mean + SD or median * IQR, and percentage of group.

SD - standard deviation; IQR - interquartile range; ALT - alanine aminotransferase; AST - aspartate aminotransferase; ALP - alkaline phosphatase;
GGT - y-glutamyl transpeptidase; WBC — white blood cells; 1/2/3 - bilirubin/cholesterol/ mixed stones; CBDS — common bile duct stones;

10C - intraoperative cholangiography

Table 2. The analysis of possible and independent predictors for choledocholithiasis in the derivation set and point value

Univariate analysis Multivariable analysis .
Factor Point value
OR (95% Cl) p-value OR (95% Cl) p-value B

Total bilirubin 1.041 (1.020-1.062) 0.000 1.027 (1.008-1.046) 0.005 0.027 0.003
ALT 1.008 (1.004-1.012) 0.000

ALP 1.015 (1.007-1.022) 0.000 1.018 (1.002-1.034) 0.028 0.018 0.002
GGT 1.007 (1.003-1.011) 0.000

Bile duct diameter 2.881(1.941-4.276) 0.000 2.669 (1.739-4.098) 0.000 0.982 0.110
“Dangerous” stones 3.536(1.124-11.124) 0.031

Acute/chronic cholecystitis 0.165 (0.037-0.738) 0.018

OR - odds ratio; CI - confidence interval; B - coefficient
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Table 3. Efficacy measure from model both in the test and the validation set

Efficacy measure Test set p-value Validation set p-value
AUC (95% Cl) 94.3 (90.2-96.9) <0.001 89.9 (82.2-95) <0.001
Sensitivity (95% Cl) 61.1(35.7-82.7) 66.7 (22.3-95.7)
Specificity (95% Cl) 98.5 (95.6-99.7) 95.7 (89.3-98.8)
PPV (95% CI) 78.6 (49.2-95.3) 50.0 (15.7-84.3)
NPV (95% Cl) 96.5 (92.9-98.6) 97.8(92.3-99.7)
Accuracy (95% Cl) 95.3(91.5-97.7) 93.9 (87.3-97.7)
HL test x? 2.682 0.953 16.705 0.019
Brier score 0.0357 0.052

AUC - area under the receiver operating characteristic curve; PPV - positive predictive value; NPV - negative predictive value;

HL - Hosmer-Lemeshow; x? - chi-square

significance (Table 2). The analysis demonstrated that total
bilirubin, alkaline phosphatase and bile duct diameter have
strong prognostic value for CBDS (Table 2). Critical values
of the independent variables were as follows (the limits
of normal range are in parentheses): total bilirubin >29
pumol/L (5-21 umol/L), alkaline phosphatase >108 U/L
(34-104 U/L) and bile duct diameter >8 mm. Also, the
resultant beta coefficients and point value for each variable
were reported (Table 2). Next, a total score was calculated
by summing the points from each variable for each patient.
The resultant total possible score in derivation set ranged
from 7.6 to 27.9. In the test set in patients with or without
CBDS the median (IQR) scoring values were 16.9 (7.6) and
9.8 (2.4), respectively.

AUC for the scoring system was 94.3 (95% CI, 90.2-
96.9), showing the scoring system to have good discrimi-
natory ability (Graph 1). The scoring model retained the
performance characteristics (AUC) in the validation set
(Graph 2). The estimated AUG, sensitivity, specificity, PPV,
NPV, accuracy, Hosmer-Lemeshow tests and Brier scores
of the scoring models in the derivation and validation sets
are summarized in Table 3. The scoring model was well

calibrated in the derivation set but did not show satisfac-
tory calibration in the validation set (Table 3). The patients
with a score between 15 and 20 have a probability of the
presence of CBDS in about 50% of cases, whereas the pa-
tients with score over 20 have a probability of the presence
of CBDS in about 80% of cases. Results of the Brier score
showed to be informative in both the derivation and the
validation set (Table 3).

In the decision curve analysis (Graph 3), scoring model
provided net benefit throughout the entire range of thresh-
old probabilities as compared to the strategy of treating all
patients with IOC, or, alternatively, treating no one.

DISCUSSION

Pretreatment identification of patients undergoing elective
cholecystectomy with asymptomatic concurrent CBDS is
key in the clinical decision-making process. In the cur-
rent study, we have taken a unique approach for predic-
tion of choledocholithiasis using clinical and laboratory
parameters before open cholecystectomy. The essential
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Graph 1. Receiver operating characteristic (ROC) curves analyses in
the derivation set

Graph 2. ROC curves analyses in the validation set
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Graph 3. Decision curve analyses

results of this study indicated that the prediction models
expressed in our scoring system were able to achieve an
accuracy of 95.3%. The most useful traits of precystectomy
assessment of CBDS were the rise in alkaline phosphatase,
elevated total bilirubin and BDD on ultrasonography. The
tool showed satisfactory discrimination, calibration, and
clinical usefulness in the internal validation.

Standard methods used to diagnose choledocholithiasis
in all patients with symptomatic gallstones are often not
perfect [3]. On the other hand, routine use of more sophis-
ticated methods is not cost-effective. Several prognostic
models have been developed which basically use scoring
system, including independent prognostic predictors ob-
tained by multivariate regression analysis [4, 5, 6, 10, 13]. In
previous literature numerous predictors have been identi-
fied that related with higher risk of CBDS: age [1, 2, 5, 10],
sex [5], history of biliary colic [2, 4, 14], jaundice [1, 5],
ascending cholangitis [5], acute cholecystitis [2, 14], acute
biliary pancreatitis [14], total bilirubin [1, 6, 10, 15-17],
y-glutamyl transferase [1, 15], alkaline phosphatase [1, 3, 4,
6, 10, 15, 16, 18], aspartate aminotransferase [1, 10], alanine
aminotransferase [1, 18], number and size of gallbladder
stones [2, 4, 6], CBD diameter on ultrasonography [1-6, 17,
19]. In line with previous studies, several of these predic-
tors have reached statistical significance in the univariate or
multivariate analysis in our study. However, many of these
parameters did not sustain their independent value. Never-
theless, we found that elevated alkaline phosphatase and to-
tal bilirubin were strong independent predictors of CBDS.
However, levels of alkaline phosphatase and bilirubin may
be deranged by mechanisms that are not related to CBDS
(sphincter of Oddi dysfunction, microlithiasis and sludge
in the CBD, numerous medical conditions or syndromes)
[16, 20]. It was established that alanine aminotransferase
and y-glutamyl transpeptidase, increase progressively with
the duration and severity of biliary obstruction [15]. The
best agreement between elevated liver function values and
presence of CBDS was seen in patients without acute pan-
creatitis or cholecystitis and operated electively [16] as were
our patients. The previous authors suggested that serum
total bilirubin on hospital Day 2 best predicts persisting

CBDS in gallstone pancreatitis [21]. Our study also sup-
ports findings of previous investigations that dilated CBD
at US, or evidence of CBDS is the most powerful preopera-
tive attribute of precystectomy assessment of CBDS [1-6,
13,17, 19, 22]. Although there is controversy about the
cutoff of dilated CBD diameter, our findings are in agree-
ment with others which reported that cystic duct leaks may
be considered when dilation of the CBD greater than 8 mm
is present on US or computed tomography [14, 23]. Pos-
sibility of CBD stones increases in an approximately linear
fashion with an increasing CBD diameter [9]). Practical
implication of our results that patients with symptomatic
gallstones but normal liver function test and US are consid-
ered to be at low risk for choledocholithiasis. On the other
hand, patients with score from 15 to 20 points, expressed
through our scoring system, should be considered to be at
intermediate risk of choledocholithiasis and should be fur-
ther evaluated with preoperative imaging, while a patient
with score above 20 points should be considered to be at
high risk of CBDS. Similar recommendations can be found
in the proposed guideline [24].

It was found that the accuracy of the present models
was higher than the accuracy of many earlier models. In-
corporating identified factors in our scoring model result-
ed in an AUC of 94.3%, which is statistically better than
many other models (79-88.4%) [9, 10]. Also, the speci-
ficity and NPV were similar to other reports (82-100%),
but sensitivity and PPV was somewhat worse (61.1% and
78.6%, respectively) [2, 4, 5, 6, 13, 16]. However, it should
be emphasized that we included a non-selective popula-
tion of patients with no clear predictors for synchronous
CBDS, unlike other studies, whose proposed scoring sys-
tems were effective in identifying symptomatic CBDS. In
summary, our model was more able to exclude outcome
of interest than confirm it.

However, metrics of accuracy do not address the clini-
cal value of a model. The second advantage of decision
curve analysis is that it can be used to compare several
different models [12]. In our decision curve analysis we
identified almost a whole range of threshold probabilities
in which our scoring model was of value. Nevertheless, in
the group of CBDS patients there are many unresolved is-
sues regarding the IOC and thus the threshold probability
of clinical implementation remains an open question. The
primary methods for assessing the CBD for stones during
cholecystectomy are IOC and intraoperative US. However,
the issue of routine verses selective cholangiography has
been long debated. Furthermore, in patients with symp-
tomatic or suspected choledocholithiasis the treatment
remains a complex and controversial issue depending on
numerous factors (patients’ characteristics, surgeon pref-
erence, laparoscopic expertise, availability of equipment).
Although the era of open cholecystectomy ended in recent
years, and the traditional approach to CBD exploration
has been supplemented by newer, less-invasive procedures,
(open) surgical exploration remains an important treat-
ment option and is still the simple and straight-forward
solution for management of choledocholithiasis with an
excellent stone-clearance rate, as recommended by the
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guideline [25, 26]. Several limitations also need to be ad-
dressed. First, enrolled patients were retrospectively col-
lected in a single center. Second, we included only those
variables that we believed might be related to the outcome
of interest. Furthermore, a reference standard for diag-
nosing CBDS, such as IOC, is not always described. In
addition, the results of the current study are limited by
the short follow-up time that may have resulted in an un-
derestimation of the true positive predictive value. Also,
CBDS are encountered in our study in only approximately
8% of unselected population undergoing cholecystectomy;,
and therefore a very large number of patients is required
to achieve a power sufficient to assess the ability of the
model to predict CBDS. Finally, there is a so-called data
barrier, beyond which mathematical models fail to make
reliable predictions in biological systems, which is more of
a consequence of the (un)availability of the information in
data than a consequence of the imperfection of a particular
model. Nevertheless, we have proposed a scoring system
that, using noninvasive investigative methods, enables
simple screening and identification of patients at low risk
for asymptomatic CBDS, and patients at higher risk, who
should undergo further common bile duct assessment, and
which could allow a significant reduction of the total num-
ber of preoperative examinations. Our findings provide a
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Pa3Boj u nposepa cuctema 6og08Barba 3a npegsuharbe Xonea0xonuTHjase npe

OTBOpPEHE XONEeLUCTEKTOMM]e

Tomucnas Nejosuh!, Mupocnae M. CrojagmHosuh?

'Cnyx6a onwte xvpypruje, Onwra 6onHWLa, loprwbu Munasosau, Cpbuja;
2KnuHuika 3a yponorujy u Hedponorujy, KnuHuukm uentap ,Kparyjesau', Kparyjesau, Cpbuja

KPATAK CAZIPXKAJ

YBop TauHa npoLieHa NocTojatba NPUpPyxeHe aCUMNTOMaTCKe
KasKynose 3ajeIHN4YKOr XXy4YHOr Bofia Mpe 13Bofera 0TBOpeHe
XOMNeLMCTEKTOMMje OCHOBA je KNnHnYKe ogyke. CtaHfapaHe
npeonepaLroHe MeToAe Koje ce KopucTe y Ty CBPXY YeCTo HU-
Cy [JOBOJbHe.

Lwmb papa Lius oBe cTyauje je 6uo aa pa3suje moaen 6070-
Batba Koju 61 MOrao nNpeaBUAETU NoCTojatbe KOHKPeMeHaTa
Yy 3ajeAHNYKOM XXyYHOM BoAy Nnpe 13Bohera OTBOPEHe Xxose-
LMcTeKToMMje.

Metope paga PeTpocneKkTUBHO Cy MPUKYM/bEHN U aHann3npa-
HW NpeonepauroHu (gemorpadcku, bBruoxemujcku, yntpassyu-
HW) 1 MHTPaonepaLMoHn (MHTpaonepaLMoHa xonaHruorpadu-
ja) nogauwm o 313 6onecHnka onepucaHux og 2004. o 2007.
roavHe Ha XupypLkom ogerbery OnwTe 6onHuLe y fToprem
MwunaHoBuy. bonecHuum cy cBpCcTaHW y T3B. fiepriBaLoHn (213)
1 BanupaaumoHu cet (100). 3a ogpehuBatbe HE3aBUCHUX Npe-
AVKTOpa Xonefoxonutunjase kopuwheHe cy jegHoBapujaHTHa
1 MyNTMBapUWjaHTHa perpecroHa aHanunsa. OBako fobujeHn
npeguKTopu KopuwheHu cy 3a passujatbe cuctemMa 6ogoBatba.

pumsbeH « Received: 08/04/2015

EdunkacHocT oBor mofiena npouerunBaHa je Ha OCHOBY: Npe-
LOVKTUBHUX BPEAHOCTM, NPeLn3HOCTY, NoBpLrHe ncnog ROC
kpuBe (AUC), kannbpauuje 1 KNMHNYKe KOPUCHOCTW MoAena
Kopuwherem KprBe ofJlyunBatba.

PesynTtaTu JegHoBapujaHTHa aHanu3a je nokasana fAa je ce-
nam aKTopa pr3nKa y Kopenaumju € Kankyno30oM 3ajefHNuYKor
XKyuyHor Bofa. Kao He3aBVCHW NPeAnKTOpU XONeA0XonuTrjase
03HaueHu Cy yKynHu 6unnpy6mH, ankanHa docdarasa v lwmpw-
Ha xonepoxyca. BpegHocTt ckopa y aepvBaLoHoMm ceTy bune
cy oa 7,6 fo 27,9. MporHocTnyKku Mmogen nokasyje aobpy amc-
KPUMUWHATOPHY CMOCOGHOCT 1y AepUBALIOHOM 1 Y Banugauu-
oHoMm ceTy (AUC 94,3% 1 89,9%), ognnuHy npeunsHocT (95,5%),
3apoBosbaBajyhy Kanubpauujy y AepuBaLiOHOM CETY, Kao 1
cnuyaH bpujepos (Brier) ckop 1 KNMHUYKY KOPUCT ogpeheHy
KpVBOM OAyuMBaH-a.

3aksbyyak prkasaHum moaenom 6080Bakba MOXE Ce YCNEeLIHO
MPOLIEHNTN NOCTOjatbe KOHKPEMEHaTa y Xonefoxycy kog 6one-
CHVKa NNaHNPaHYIX 33 e1eKTUBHY OTBOPEHY XONELINCTEKTOMM)Y.
KrbyuHe peumn: CKOPUHT CCTeM; XONeA0X0NMTUja3a; OTBOPEHa
xoneymcreKkTomuja
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