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Conclusion

Fig. 2: Input and output parameters included into the model. Parameters in black font are fixed while
parameters in red font varied among the patients.
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Fig. 1: Flowchart showing stepwise selection of patient data to be included in the study. were applied to test the importance of adding the covariate to the model
Fig. 3: Stepwise model development starting from base model followed by parallel addition and 16th European ISSX and DMDG Meeting _ _ AlO
assessment of covariates. 11 - 14 June 2023 - University of Hertfordshire, De Havilland Campus, Hatfield, UK
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