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* Model development: Cohort was random|y split into training (70%) and internal Squared, Fisher's Exact, or Mann Whitney U tests, where appropriate. Abbreviations not previously —
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+ Random Forest algorithm was used to predict outcome in the training cohort _ | - demonstrated better clinical usability than two leading scores, with
based on an ensemble of 1000 random classification decision trees FIGURE 3. Superior accuracy of the RESPIRED model in the validation cohort compared to ARISCAT and lower false-positive rate and higher positive-predictive value at a
- AUROC, Brier score, and Area Under Precision-Recall Curve (AUPRC) were SPORC-1 as assessed by (A) AUROC and (B) Area Under Precision-Recall Curve comparable sensitivity

Performed equally well for an expert consensus definition of PRF
Also useful for predicting ICU admission

Confirms utility of ML for adverse surgical outcomes Limitations:
single center study without external validation

Strengths: ~60,000 surgical patients, ethnically diverse, recent cohort
reflecting latest perioperative techniques, and includes nearly all
procedures with exception of outpatient surgery

Future work: external validation, prospective implementation,
development of related post-operative RESPIRED score
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