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Abstract 

Background: Gallbladder cancer is associated with late diagnosis and poor prognosis. Current study aims to develop 
a prognostic nomogram for predicting survival of gallbladder cancer patients after surgery.

Methods: Two large cohorts were included in this analysis. One consisted of 1753 gallbladder cancer patients from 
the Surveillance, Epidemiology, and End Results (SEER) database, and the other consisted of 239 patients from Shang-
hai Renji hospital. Significant prognostic factors were identified and integrated to develop the nomogram. Then the 
model was subjected to bootstrap internal validation and external validation.

Results: Univariate and multivariate analysis indicated that age, tumor histology, T-stage, N-stage and M-stage were 
significant prognostic factors, which were all included to build the nomogram. The model showed good discrimi-
nation, with a concordance index (C-index) of 0.724 (95% CI, 0.708–0.740), and good calibration. Application of the 
nomogram in the validation cohort still presented good discrimination (C-index, 0.715 [95% CI 0.672–0.758]) and 
good calibration. In the primary cohort, the C-index of the nomogram was 0.724, which was significantly higher than 
the Nevin staging system (C-index = 0.671; P < 0.001) and the 8th TNM staging system (C-index = 0.682; P < 0.001). In 
the validation cohort, the C-index of the nomogram was 0.715, which was also higher than the Nevin staging system 
(C-index = 0.692; P < 0.05) and the 8th TNM staging system (C-index = 0.688; P = 0.06).

Conclusions: The proposed nomogram resulted in more-accurate prognostic prediction for patients with gallblad-
der cancer after surgery.
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Introduction
Gallbladder cancer, the most common malignancy of the 
biliary tract, is usually associated with late diagnosis and 
poor prognosis [1]. Surgical resection remains the only 
definitively curative treatment. The most widely used 
staging system for gallbladder cancer is the Nevin stag-
ing system and American Joint Committee on Cancer 

(AJCC) TNM staging system [2, 3]. However, even within 
the same stage, the survival still varies widely.

Nomograms are graphical depictions of statistical 
models which quantify risks by incorporating significant 
variables [4, 5]. Currently, they have been widely applied 
in different types of cancer, which were reported to out-
perform the traditional staging systems for survival pre-
diction [6–8]. With respect to gallbladder cancer, the 
nomogram was developed to evaluate the survival ben-
efit of adjuvant radiotherapy and chemotherapy nearly 
10 years ago [9, 10]. Until recently, Xiao et al. utilized the 
log odds of metastatic lymph node (LODDS) to predict 
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the prognosis of gallbladder cancer [11]. Chen et al. also 
created a nomogram to predict overall survival for node-
negative gallbladder cancer [12]. However, they only 
applied the 7th edition TNM staging system, rather than 
the most recently revised 8th edition TNM staging sys-
tem. In addition, either the sample size of those studies 
was relatively small, or the study did not include external 
validation.

Hence, the aim of the present study was to develop and 
validate a practical nomogram that incorporated clini-
cal and pathological factors for individual prediction of 
survival for patients with gallbladder cancer. Further-
more, we also determined whether this model provided 
more accurate survival prediction when compared with 
the Nevin staging system or the 8th edition TNM staging 
system.

Methods
Patients and data collection
The primary cohort of patients with gallbladder can-
cer was from the Surveillance, Epidemiology, and End 
Results (SEER) database (2004–2015) of the US National 
Cancer Institute. Initial patient selection was based on 
the SEER site recode “gallbladder” (International Clas-
sification of Diseases for Oncology, 3rd edition [ICD-
O-3] site code C239). Only patients underwent surgical 
interventions with curative intent were included in the 
analysis. More specifically, at least a simple cholecys-
tectomy or any more extensive surgery was performed, 
which was in accord with the “RX Summ-Surg Prim Site” 
codes between 30 and 90. Since the T stage and M stage 
definitions were almost the same across 6th, 7th and 8th 
TNM staging systems, the 8th edition TNM information 
was retrieved using the following codes: derived AJCC T 
7th edition, derived AJCC M 7th edition, derived AJCC T 
6th edition, derived AJCC M 6th edition, regional nodes 
positive and regional nodes examined. Exclusion criteria 
were as follows: unknown TNM information; unknown 
tumor size; unknown tumor grade; unknown tumor 
histology.

The validation cohort of gallbladder cancer patients 
who underwent surgical resection was from the Renji 
hospital, Shanghai Jiaotong University (Renji dataset; 
2010–2018). This study was conducted in accordance 
with the Declaration of Helsinki. Informed consent was 
obtained from all subjects and/or their legal guardians. 
This study was approved by the Ethical Committee of 
Renji hospital, Shanghai Jiao Tong University. Patients 
with missing data regarding tumor pathology or overall 
survival were excluded. Patients who only underwent 
laparoscopic biopsy were also excluded. A flowchart of 
patient selection and study workflow was shown in Fig. 1.

Statistical analysis
Statistical analysis was conducted by the R software 
(version 3.6.2). The primary end point in this study 
was overall survival (OS). Observed variables included 
age, sex, surgery type, tumor number, size, grade, his-
tology, AJCC TNM stage information, number of posi-
tive lymph nodes and number of resected lymph nodes. 
Continuous variables were transformed into the cat-
egorical variables based on the routine cut-off value. 
Kaplan–Meier curves were constructed to evaluate 
the overall survival of patients in different AJCC TNM 
stages, and the log-rank test was performed.

Significant variables calculated from the univari-
able and multivariate analysis were selected to build 
the nomogram, which was subjected to bootstrapping 
validation (1,000 bootstrap resamples). Prognostic 
performance was evaluated by the concordance index 
(C-index). Calibration of the nomogram was performed 
by comparing the predicted 1-, 3-, and 5-year OS with 
actual survival. In addition, a receiver operating char-
acteristic (ROC) curve and the area under curve (AUC) 
was calculated to evaluate the accuracy. With respect 
to the external validation, total points of each patient 
in the validation cohort were calculated based on the 
nomogram, and cox regression was performed to 
obtain the C-index. A P value of less than 0.05 was con-
sidered statistically significant.

Results
Patient characteristics
Of the 26,555 gallbladder cancer patients in the SEER 
database (training set), 21,091 patients with unknown 
number of resected or positive lymph nodes and 2104 
patients with incomplete 8th AJCC TNM staging infor-
mation were excluded. Patients who had missing values 
on any of the examined variables, including tumor size 
(n = 1097), tumor grade (n = 134) and survival infor-
mation (n = 334), were also excluded. In addition, 42 
patients who only received biopsy or had incomplete 
surgery data were removed from analysis. Thus, a total 
of 1753 patients were included in the analysis according 
to the inclusion and exclusion criteria, with a median 
survival of 24  months [95% confidence interval (CI), 22 
to 27 months, Figs. 1 and 2]. The Renji database (valida-
tion set) consisted of 272 patients with gallbladder can-
cer diagnosed between 2010 and 2018, of which 22 had 
unknown survival information and 11 only received 
laparoscopic biopsy. Thus, a total of 239 patients were 
included in the analysis, with a median survival of 
20  months (95% CI 15–28  months, Figs.  1 and 2). The 
clinicopathologic characteristics of patients in the SEER 
cohort and Renji cohort were listed in Table 1.
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Significant prognostic factors in the training set
The 1-, 3-, and 5-year OS of the SEER patients were 
67.7%, 39.9% and 31.9%, respectively (Fig.  2A). The 
results of the univariate analysis were shown in Table 2. 
Age, tumor size, tumor grade, pathologic T category, N 
category and M category were demonstrated to be sig-
nificantly associated with overall survival (P < 0.001). 
Among all cell types, papillary histology had the most 
favorable survival, followed by adenocarcinoma and 
squamous cell carcinoma (P < 0.001). Interestingly, the 
tumor number was shown to be a favorable factor for 
prognosis in the SEER patients, which was in contrast 
with the common sense and the result from the Renji 
cohort, that patients with more tumors had worse 
survival outcome. Thus, all significant factors but the 
tumor number in the univariate analysis were entered 
into the multivariate analysis based on the cox regres-
sion. Results showed that age, tumor histology, patho-
logic T category, N category and M category remained 
the significant prognostic factors by the multivariable 
analysis (P < 0.001).

Prognostic nomogram for OS
The prognostic nomogram integrating all significant 
factors for OS in the training set was shown in Fig.  3. 
The calibration plots for the probability of 1-, 3-, and 
5-year OS showed an optimal agreement between 
the nomogram predicted survival and actual survival 
(Fig. 4A). The C-index of the nomogram was 0.724 (95% 
CI, 0.708 to 0.740), and the AUC values of the ROC 
curves at the 1-, 3-, and 5-year OS were 0.78, 0.81 and 
0.81, respectively (Fig. 4B).

In the validation set, the calibration plots for the 
probability of 1-, 3-, and 5-year OS also showed an opti-
mal agreement between the nomogram predicted sur-
vival and actual survival (Fig.  4C). The C-index of the 
nomogram was 0.715 (95% CI, 0.672 to 0.758), and the 
AUC values of the ROC curves at the 1-, 3-, and 5-year 
OS were 0.79, 0.77, and 0.72, respectively (Fig. 4D).

Fig. 1 Flowchart showing patient selection process and study workflow



Page 4 of 9Xu et al. BMC Gastroenterology          (2022) 22:200 

Comparison of predictive accuracy between nomogram 
and conventional staging systems
The most widely used staging system for gallbladder 
cancer is the Nevin staging system and 8th American 
Joint Committee on Cancer (AJCC) TNM staging sys-
tem. Our results showed that the nomogram displayed 
better accuracy in predicting overall survival in both 
the training set and validation set (Fig.  5). In the train-
ing set, the C-index of the nomogram was 0.724, which 
was significantly higher than the Nevin staging system 
(C-index = 0.671; P < 0.001) and the 8th TNM stag-
ing system (C-index = 0.682; P < 0.001). In the vali-
dation set, the C-index of the nomogram was 0.715, 
which was also higher than the Nevin staging system 
(C-index = 0.692; P < 0.05) and the 8th TNM staging sys-
tem (C-index = 0.688; P = 0.06).

Xiao et al. reported that log odds of metastatic lymph 
node (LODDS), defined as the ratio of the number of pos-
itive lymph nodes to the number of negative nodes, was 
the best N stage in the SEER database. We also tested that 
whether the nomogram could display better accuracy 
when replacing the 8th AJCC N stage with LODDS in the 
nomogram. Consistent with the results demonstrated by 
Xiao et al., the C-index of the nomogram increased from 
0.724 to 0.733 in the SEER database (P < 0.001). However, 

on the contrary, the C-index decreased from 0.715 to 
0.708 in the validation set (P > 0.05). There’s no obvious 
improvement in the prediction of overall survival in the 
Renji dataset.

Discussion
Gallbladder cancer is remarkably heterogeneous with 
respect to survival of individual patients. Although the 
Nevin staging system and AJCC TNM staging system 
are widely used, the prediction accuracy is still far from 
satisfactory. Identifying patients with varied survival out-
comes will be beneficial for clinical decision making.

In our study, age, histology, pathologic T category, N 
category and M category were identified as significant 
prognostic factors, which were consistent with previ-
ous reports [9, 11–14]. We have previously shown that 
age was a significant prognostic factor in liver cancer 
[15]. Similarly, age was also demonstrated to be inversely 
correlated with survival in many different cancer types, 
which was a common prognostic factor for cancer [5, 7]. 
As for gallbladder cancer histology, Sandeep et al. previ-
ously demonstrated that gallbladder papillary carcinoma 
had the best survival outcomes, followed by adenocarci-
noma, while squamous carcinoma had the worst survival 
outcomes, which was consistent with our results [14].

Fig. 2 Kaplan–Meier survival curves of the gallbladder cancer after surgery. A Survival curves of the SEER cohort; B survival curves stratified by 8th 
edition AJCC pathologic T category of the SEER cohort; C survival curves stratified by 8th edition AJCC pathologic N category of the SEER cohort; 
D survival curves stratified by 8th edition AJCC pathologic M category of the SEER cohort; E survival curves of the Renji cohort; F survival curves 
stratified by 8th edition AJCC pathologic T category of the Renji cohort; G survival curves stratified by 8th edition AJCC pathologic N category of the 
Renji cohort; H survival curves stratified by 8th edition AJCC pathologic M category of the Renji cohort
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Table 1 Demographics and clinicopathologic characteristics of the SEER dataset (training set) and Renji dataset (validation set)

NA not available

Demographic or 
clinicopathologic characteristic

SEER dataset (N = 1753) Renji dataset (N = 239)

No. of patients % OS (months) No. of patients % OS (months)

Median 95% CI Median 95% CI

Sex

 Male 527 30 22 19–27 80 33 18 11–38

 Female 1226 70 25 22–28 159 67 21 15–32

Age, years

  ≥ 70 771 44 18 16–21 99 41 21 16–38

  < 70 982 56 30 26–35 140 59 16 13–37

Resection type

 Radical resection 384 22 21 17–26 196 82 28 20–45

 Palliative resection 1369 78 25 23–29 43 18 7 4–9

Tumor histology

 Papillary histology 114 6 89 78–NA 7 3 NA 7–NA

 Squamous histology 80 5 10 9–17 18 8 9 5–NA

 Adenocarcinoma and others 1559 89 23 21–25 214 89 21 15–28

Tumor grade

 I 237 13 40 33–88 23 9.6 NA 45–NA

 II 788 45 32 27–36 158 66 17 14–28

 III 679 39 15 14–18 57 24 14 8–23

 IV 49 3 10 6–17 1 0.4 NA NA

Tumor size, cm

  < 3 763 44 35 30–41 83 35 33 17–NA

 3–5 534 30 21 18–25 87 36 26 17–42

 5–10 393 22 15 14–19 60 25 9 8–17

  ≥ 10 63 4 10 8–14 9 4 7 6–NA

Tumor number

 Single tumor 1647 94 22 20–25 182 76 28 22–45

 Multiple tumors 106 6 57 37–72 57 24 7 6–10

Pathologic T category

 T1 214 12 90 66–112 31 13 NA 45–NA

 T2 808 46 42 35–53 31 13 40 15–NA

 T3 661 38 13 12–14 151 63 17 14–27

 T4 70 4 8 7–14 26 11 5 3–10

Pathologic N category

 N0 877 50 55 45–72 132 55 56 31–NA

 N1 786 45 14 13–16 72 30 12 9–15

 N2 90 5 14 10–17 35 15 6 5–9

Pathologic M category

 M0 1492 85 31 28–35 182 76 32 23–56

 M1 261 15 9 8–10 57 24 7 6–9

8th AJCC stage

 I 180 10 99 87–139 29 12 NA 56–NA

 II 408 23 90 78–127 18 8 NA 26–NA

 III 855 49 19 17–20 113 47 28 21–56

 IV 310 18 9 8–10 79 33 7 6–9
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The gallbladder cancer pathologic T category, N cat-
egory and M category were common significant prognos-
tic factors for building the nomogram [11, 12]. However, 
the definitions have been modified for several times by 
the AJCC. In the 6th, 7th and 8th edition, the tumors with 
more than 2 cm invasion into the liver were reclassified 

from T4 as T3. In addition, a new T4 category was added 
for tumors invading portal vein, hepatic artery, or mul-
tiple extrahepatic organs. Notably, a major change of N 
category was made in the most recent 8th edition, that 
N category was based on the number of positive lymph 
nodes, rather than the location of the positive lymph 

Table 2 Univariate analysis, multivariate analysis and cox regression analysis for building the model

* The tumor number was excluded in the multivariable analysis, since its hazard ratio was less than 1, which was contrary to the factor that patients with more tumors 
had worse survival outcome

Variable Univariate 
analysis P

Multivariate anlaysis Selected factors for building model

Hazard ratio 95% CI P Hazard ratio 95% CI P

Age, years  < 0.001  < 0.001  < 0.001

  ≥ 70 Reference Reference

  < 70 1.733 1.536–1.956  < 0.001 1.745 1.547–1.968  < 0.001

Tumor histology  < 0.001  < 0.001  < 0.001

 Papillary histology Reference Reference

 Adenocarcinoma and 
others histology

1.667 1.236–2.248  < 0.001 1.684 1.251–2.266  < 0.001

 Squamous histology 2.111 1.410–3.161  < 0.001 2.282 1.536–3.390  < 0.001

Tumor grade  < 0.001 0.469

 I Reference

 II 0.997 0.814–1.221 0.975

 III 1.103 0.895–1.360 0.358

 IV 1.103 0.759–1.603 0.607

Tumor size, cm  < 0.001 0.156

  < 3 Reference

 3–5 1.116 0.968–1.287 0.131

 5–10 1.133 0.965–1.331 0.127

  ≥ 10 1.343 0.989–1.825 0.059

Pathologic T category  < 0.001  < 0.001  < 0.001

 T1 Reference Reference

 T2 0.994 0.783–1.263 0.963 1.003 0.790–1.273 0.982

 T3 1.960 1.530–2.510  < 0.001 2.064 1.619–2.632  < 0.001

 T4 2.244 1.570–3.206  < 0.001 2.384 1.682–3.381  < 0.001

Pathologic N category  < 0.001  < 0.001  < 0.001

 N0 Reference Reference

 N1 2.024 1.770–2.316  < 0.001 2.076 1.818–2.370

 N2 2.026 1.557–2.637  < 0.001 2.086 1.606–2.709

Pathologic M category  < 0.001  < 0.001  < 0.001

 M0 Reference Reference

 M1 2.242 1.915–2.626  < 0.001 2.300 1.969–2.687  < 0.001

Sex 0.083

 Male

 Female

Resection type 0.062

 Radical resection

 Palliative resection

Tumor number  < 0.001*

 Single tumor

 Multiple tumors
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Fig. 3 Developed nomogram for gallbladder cancer survival after surgery. PC papillary carcinoma, AC adenocarcinoma, SC squamous cell 
carcinoma

Fig. 4 Calibration curves demonstrating the agreement between the nomogram predicted survival and actual survival, and ROC curves 
demonstrating the prediction accuracy. A Calibration curves for 1-, 3-, 5-year OS of the SEER cohort; B ROC curves for 1-, 3-, 5-year OS of the SEER 
cohort; C Calibration curves for 1-, 3-, 5-year OS of the Renji cohort; D ROC curves for 1-, 3-, 5-year OS of the Renji cohort
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nodes. In the 8th edition, more focus was put to the num-
ber of lymph node metastasis, as our previous study also 
proposed that extended lymphadenectomy might better 
ensure the R0 resection than the regional lymphadenec-
tomy [16]. To the best of our knowledge, this is the first 
nomogram study of gallbladder cancer based on the 8th 
edition AJCC TNM staging system. Furthermore, com-
pared with previous built models, our model was based 
on the largest sample size, both in the training cohort and 
validation cohort [11, 12].

Previously, Xiao et  al. reported that LODDS was the 
best N stage in the SEER database [11]. However, there’s 
no obvious improvement in the prediction of overall 
survival in our validation cohort. We suppose that inad-
equate number of lymph nodes dissection might lead to 
the bias, especially when laparoscopic cholecystectomy 
was performed for the incidental gallbladder cancer, and 
when palliative excision was performed for the stage IV 
patients.

In this study, the C-index of the nomogram was 
higher than that of the Nevin staging system and the 
8th edition TNM staging system for predicting overall 
survival, suggesting the preponderance of the nomo-
gram over the widely used staging systems. In addition, 
the nomogram only incorporated age, tumor histology, 

pathologic T category, N category and M category, 
which was convenient to use for both clinicians and 
patients.

There were several limitations of this study. Firstly, the 
SEER database did not provide blood test data for the 
patients, such as blood routine test, liver function and 
tumor markers. These serum factors might help improve 
the prediction accuracy of the nomogram. Secondly, 
the sample size of the validation cohort was relatively 
small. Future studies of prospective, randomized and 
multicenter trials are needed to modify the nomogram. 
Thirdly, genomics data and radiomics data, which repre-
sent the precision medicine, are encouraged to be incor-
porated to improve this model [17].

Conclusion
In conclusion, we established and validated a novel nom-
ogram which resulted in more-accurate prognostic pre-
diction for patients with gallbladder cancer after surgery. 
Through this model, patients might estimate the sur-
vival more precisely, and clinicians could better identify 
patients with different death risks and provide treatment 
options.

Fig. 5 ROC curves comparing the prediction accuracy among the nomogram, Nevin staging system and 8th AJCC TNM staging system. A ROC 
curves for 1-year OS of the SEER cohort; B ROC curves for 3-year OS of the SEER cohort; C ROC curves for 5-year OS of the SEER cohort; D ROC curves 
for 1-year OS of the Renji cohort; E ROC curves for 3-year OS of the Renji cohort; F ROC curves for 5-year OS of the Renji cohort



Page 9 of 9Xu et al. BMC Gastroenterology          (2022) 22:200  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Abbreviations
SEER: Surveillance, epidemiology, and end results; C-index: Concordance 
index; AJCC: American Joint Committee on Cancer; LODDS: Log odds of 
metastatic lymph node; ICD-O-3: International Classification of Diseases for 
Oncology, 3rd edition; OS: Overall survival; ROC: Receiver operating character-
istic; AUC : Area under curve.

Acknowledgements
The authors would like to thank Jiayi Shen, Yiping Zhu and Hua Shen from the 
department of Biliary-Pancreatic Surgery, Renji hospital, Shanghai Jiao Tong 
University, for the work of patient survival follow-up.

Author contributions
X.X: conceptualization and drafted the work; H.M, W.H: data curation and 
statistical analysis; Z.M: revision of the manuscript; Y.L: conceptualization, 
funding acquisition, review and editing. All authors read and approved the 
final manuscript.

Funding
None.

Availability of data and materials
The authors declare that all data supporting the findings of this study are 
available within the main text, or from the corresponding author on reason-
able request.

Declarations

Ethics approval and consent to participate
This study was approved by the Ethical Committee of Renji hospital, Shanghai 
Jiao Tong University.

Consent for publication
Not applicable.

Competing interests
The authors declare that the research was conducted in the absence of any 
commercial or financial relationships that could be construed as a potential 
conflict of interest.

Received: 25 December 2021   Accepted: 7 April 2022

References
 1. Rawla P, Sunkara T, Thandra KC, Barsouk A. Epidemiology of gallbladder 

cancer. Clin Exp Hepatol. 2019;5(2):93–102.
 2. Sung YN, Song M, Lee JH, Song KB, Hwang DW, Ahn CS, Hwang S, Hong 

SM. Validation of the 8th Edition of the American Joint Committee 
on cancer staging system for gallbladder cancer and implications for 
the follow-up of patients without node dissection. Cancer Res Treat. 
2020;52(2):455–68.

 3. Yang Z, Ren T, Liu S, Cai C, Gong W, Shu Y. Preoperative serum fibrinogen 
as a valuable predictor in the nomogram predicting overall survival of 
postoperative patients with gallbladder cancer. J Gastrointest Oncol. 
2021;12(4):1661–72.

 4. Kattan MW, Scardino PT. Evidence for the usefulness of nomograms. Nat 
Clin Pract Urol. 2007;4(12):638–9.

 5. Tang LQ, Li CF, Li J, Chen WH, Chen QY, Yuan LX, Lai XP, He Y, Xu YX, Hu 
DP, et al. Establishment and validation of prognostic nomograms for 
endemic nasopharyngeal carcinoma. J Natl Cancer Inst. 2016;108(1):66.

 6. Wang Y, Li J, Xia Y, Gong R, Wang K, Yan Z, Wan X, Liu G, Wu D, Shi L, et al. 
Prognostic nomogram for intrahepatic cholangiocarcinoma after partial 
hepatectomy. J Clin Oncol. 2013;31(9):1188–95.

 7. Liang W, Zhang L, Jiang G, Wang Q, Liu L, Liu D, Wang Z, Zhu Z, Deng Q, 
Xiong X, et al. Development and validation of a nomogram for predicting 
survival in patients with resected non-small-cell lung cancer. J Clin Oncol. 
2015;33(8):861–9.

 8. Huang YQ, Liang CH, He L, Tian J, Liang CS, Chen X, Ma ZL, Liu ZY. 
Development and validation of a radiomics nomogram for preoperative 
prediction of lymph node metastasis in colorectal cancer. J Clin Oncol. 
2016;34(18):2157–64.

 9. Wang SJ, Fuller CD, Kim JS, Sittig DF, Thomas CR Jr, Ravdin PM. Prediction 
model for estimating the survival benefit of adjuvant radiotherapy for 
gallbladder cancer. J Clin Oncol. 2008;26(13):2112–7.

 10. Wang SJ, Lemieux A, Kalpathy-Cramer J, Ord CB, Walker GV, Fuller CD, 
Kim JS, Thomas CR Jr. Nomogram for predicting the benefit of adjuvant 
chemoradiotherapy for resected gallbladder cancer. J Clin Oncol. 
2011;29(35):4627–32.

 11. Xiao Z, Shi Z, Hu L, Gao Y, Zhao J, Liu Y, Xu Q, Huang D. A new nomogram 
from the SEER database for predicting the prognosis of gallbladder 
cancer patients after surgery. Ann Transl Med. 2019;7(23):738.

 12. Chen M, Cao J, Zhang B, Pan L, Cai X. A nomogram for prediction of over-
all survival in patients with node-negative gallbladder cancer. J Cancer. 
2019;10(14):3246–52.

 13. Cai ZQ, Guo P, Si SB, Geng ZM, Chen C, Cong LL. Analysis of prognostic 
factors for survival after surgery for gallbladder cancer based on a Bayes-
ian network. Sci Rep. 2017;7(1):293.

 14. Samuel S, Mukherjee S, Ammannagari N, Pokuri VK, Kuvshinoff B, Groman 
A, LeVea CM, Iyer R. Clinicopathological characteristics and outcomes 
of rare histologic subtypes of gallbladder cancer over two decades: a 
population-based study. PLoS ONE. 2018;13(6): e0198809.

 15. Xu XS, Chen W, Miao RC, Zhou YY, Wang ZX, Zhang LQ, Qu K, Pang 
Q, Wang RT, Liu C. Survival analysis of hepatocellular carcinoma: a 
comparison between young patients and aged patients. Chin Med J. 
2015;128(13):1793–800.

 16. He M, Xu X, Feng H, Chen W, Liu H, Zhang Y, Wang J, Geng Z, Qiu Y, Duan 
W, et al. Regional lymphadenectomy vs. extended lymphadenectomy for 
hilar cholangiocarcinoma (Relay-HC trial): study protocol for a prospec-
tive, multicenter, randomized controlled trial. Trials. 2019;20(1):528.

 17. Li M, Zhang Z, Li X, Ye J, Wu X, Tan Z, Liu C, Shen B, Wang XA, Wu W, et al. 
Whole-exome and targeted gene sequencing of gallbladder carci-
noma identifies recurrent mutations in the ErbB pathway. Nat Genet. 
2014;46(8):872–6.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Development and validation of a prognostic nomogram for gallbladder cancer patients after surgery
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Methods
	Patients and data collection
	Statistical analysis

	Results
	Patient characteristics
	Significant prognostic factors in the training set
	Prognostic nomogram for OS
	Comparison of predictive accuracy between nomogram and conventional staging systems

	Discussion
	Conclusion
	Acknowledgements
	References


