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» Their diagnostic performance when determining the fibrosis stage predictor with restricted cubic splines. We then estimated the exceedance probabilities for Guide: Depending on the reader's
according to liver biopsy—which is still the gold standard for diagnosis— each stage, and the net benefit using these probabilities as risk thresholds. perception of the relative benefit of - e
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* Due to recently approved treatments, patients with earlier stages of < CORE FIB-4 LiverRisk For example, if we think the benefit is -
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ROC curves for discriminating each of two binary outcomes:
Outcome: Fibrosis Stage 2F2

FIB-4 > CORE = LiverRisk

Patient characteristics and frequencies of biopsy fibrosis stage. Table values are ‘median [quartiles]’ or %. Outcome: Fibrosis Stage 2F3
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*While the formula for LiverRisk has not been published, it can nonetheless be reverse engineered from its online calculator by feeding it example values. In this study we used the following formula, which is
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accurate up to rounding errors in the online calculator: LiverRisk = 3.75 + 0.265[sex=male] + 0.0147[age] + 0.47[glucose] - 0.357[cholesterol] + 0.021[AST] + 0.00178[ALT] + 0.0164[GGT] - 0.00495|platelets]

*Paper still under review. Formula and code available at github.com/ricstra/CORE

In 1,260 patients with non-cirrhotic NAFLD. JHEP Rep.
2023 Sep 25;6(2):100915.

FO-F1 F2 F3-F4 1.00- 100 B . . . .
(N=597) (N=212) (N=155) - f = This suggests that risk scores derived from a general population (CORE and
Age 48 [37, 57] 54 (38, 62] 58 [51,66] | LiverRisk) perform less well in patients with more severe disease and with a
SEX (zmale) 04.8% 01.5% >1.0% & k3. - IS — higher prevalence of fibrosis. The use of any diagnostic or prognostic model
AST (ULL) 38.1[29.4,51.6] | 48.3[34.4,64.8] | 60.6[46.2,91.5] | . .
ALT (uiL) 66.0 [45.0, 101] | 85.2[54.0,117] | 84.0 [52.8, 120] | '@ should be considered within the context of use.
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(Choll?Ls)terol 58[5.0,6.6] | 57[46,64] | 56[44,64] | §F g k5 » What Is the appropriate and clinically actionable outcome we should focus 5
mmo m . . - - ©
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