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Tridimensional rectosonography (3D-RSG) is a transvaginal ultrasonography procedure combining intrarectal contrast with tridimensional technology. The objectives of this study were to assess the diagnostic performances of 3D-RSG in deep infiltrating rectosigmoid endometriosis (DIRSE) using surgery and pathology as the gold standard, and to compare its results with those of MRI.

Patients referred for endometriosis with symptoms suggesting deep infiltrating intestinal endometriosis (DIE) were included if they agreed to undergo a 3D-RSG and MRI, and if there was a surgical indication related to endometriosis. The study was a non-randomized monocentric prospective cohort study (Canadian task force classification -Level II-2).

From May 2012 to May 2017, 101 patients were included. Sixty patients (59.4%) had bowel involvement of the rectum (n=21, 20.8%) or of the sigmoid (n=39, 38.6%) confirmed in surgery and/or in pathology. In the diagnosis of rectosigmoid DIE the 3D-RSG sensitivity, specificity, PPV, NPV accuracy and Kappa index were 93%, 95%, 97%, 91%, 94% and 0.88 respectively. In MRI, they were 87%, 90%, 93%, 82%, 88% and 0.76 respectively. The accuracy was not significantly different between 3D-RSG and MRI (p=0.181).

In conclusion, 3D-RSG is an effective technique to diagnose rectosigmoid endometriosis, which seems to have similar diagnostic performances to MRI in this indication.

INTRODUCTION

Bowel involvement in endometriosis concerns 4% to 40% of patients [START_REF] Remorgida | Bowel endometriosis: presentation, diagnosis, and treatment[END_REF]). The rectosigmoid is the first localization with up to 80% of these cases [START_REF] Chapron | Deeply infiltrating endometriosis: pathogenetic implications of the anatomical distribution[END_REF][START_REF] Chapron | Anatomical distribution of deeply infiltrating endometriosis: surgical implications and proposition for a classification[END_REF]. Bowel endometriosis is responsible for painful clinical disorders and infertility, all of which can decrease a woman's quality of life [START_REF] Dubernard | Quality of life after laparoscopic colorectal resection for endometriosis[END_REF]. Although these symptoms are associated with deep infiltrating endometriosis (DIE) (Chapron, et al. 2002, Fauconnier, et al. 2002), they are not specific to the severity or location of the lesions (Chapron, et al. 2003, Koninckx and[START_REF] Koninckx | Treatment of deeply infiltrating endometriosis[END_REF].

Surgery is the reference technique for the diagnosis, but it cannot be used as a first-line procedure. Moreover, as patients with intestinal endometriosis often have lesions in multiple pelvic locations, diagnosing and locating the precise source of complaints is difficult and is necessary before considering a surgical treatment. Imaging techniques are accordingly essential.

Magnetic resonance imaging (MRI), transvaginal Sonography (TVUS) and rectal endoscopic sonography have all been reported as useful techniques to confirm intestinal involvement in endometriosis [START_REF] Abrao | Comparison between clinical examination, transvaginal sonography and magnetic resonance imaging for the diagnosis of deep endometriosis[END_REF][START_REF] Bazot | Diagnostic accuracy of physical examination, transvaginal sonography, rectal endoscopic sonography, and magnetic resonance imaging to diagnose deep infiltrating endometriosis[END_REF][START_REF] Goncalves | Transvaginal ultrasonography with bowel preparation is able to predict the number of lesions and rectosigmoid layers affected in cases of deep endometriosis, defining surgical strategy[END_REF][START_REF] Hudelist | Transvaginal sonography vs. clinical examination in the preoperative diagnosis of deep infiltrating endometriosis[END_REF][START_REF] Hudelist | Can transvaginal sonography predict infiltration depth in patients with deep infiltrating endometriosis of the rectum?[END_REF][START_REF] Saba | MRI and "tenderness guided" transvaginal ultrasonography in the diagnosis of recto-sigmoid endometriosis[END_REF]. Tridimensional rectosonography (3D-RSG), a new technique combining TVUS, 3D technology and water contrast in the rectum, was described in this indication a few years ago (Philip, et al. 2015, Philip, et al. 2015).

Our objective was to compare the performances of 3D-RSG and MRI using surgery and pathology as the reference techniques. We also assessed the concordance of measures between 3D-RSG and MRI and described the type of surgical procedure carried out depending on the various lesions.

MATERIAL AND METHODS

Study design, setting and population

This monocentric prospective cohort study has been performed in the university hospital of Lyon Croix-Rousse since 2012, at the time when the 3D-RSG procedure was described. 3D-RSG was proposed to patient presenting symptoms suggesting intestinal DIE such as dysmenorrhea, dyspareunia, posterior pelvic pain, dyschezia, rectal syndrome, rectorrhagia, cyclic diarrhea or cyclic constipation. Patients were included if they accepted to perform 3D-RSG and MRI, and later on if they underwent surgery related to endometriosis.

They were excluded in case of virginity, age inferior to 18 years, history of heavy pelvic surgery (including any surgery of the rectosigmoid) or if there was contraindication to MRI (claustrophobia or internal metallic device). Patient with missing data or uninterpretable imaging reports were also excluded from the study.

The 3D-RSG protocol was submitted to the SUD-EST II ethics committee (Reference number: CAL 2013-028-2) and exempted (classified as usual care).

3D-RSG protocol

3D-RSG procedure was performed as previously described (Philip, et al. 2015), images were obtained with the VOLUSON E8 (GE Healthcare Ultrasound, Milwaukee, WI, USA) fitted with a 3D transvaginal multifrequency transducer (2.9-10 MHz). All women had a colorectal preparation by enema (Normacol® adult rectal solution, 130 mL, 23.66 g sodiumdihydrogen phosphate/sodium monohydrogen 10.4 g, NORGINE PHARMA) twice, 2 hours and 1 hour before the procedure. A clinical examination was always performed before the procedure. At the beginning of the 3D-RSG, patients slowly injected themselves 120 mL of warm water into the rectum, with a 60-mL syringe with a conical tip. A TVUS was then performed using the intrarectal contrast to improve the diagnostic performances of the technique (Figure 1). Bowel involvement was suspected when a solid hypoechoic nodule adhered to the serosal layer and infiltrated at least the outer intestinal muscularis [START_REF] Bazot | Diagnostic accuracy of physical examination, transvaginal sonography, rectal endoscopic sonography, and magnetic resonance imaging to diagnose deep infiltrating endometriosis[END_REF], Philip, et al. 2015). In all of the procedures, multiple three-dimensional acquisitions were performed along the posterior wall of the vagina in order to capture all of the rectum and the lower sigmoid volume. If an endometriosis lesion was suspected, retrospective reconstructions were performed to confirm the diagnosis, an assessment on the depth of the infiltration, on the volume of the nodule and on the percentage of stenosis when feasible. A standard pelvic TVUS was carried out at the same time. All procedures were performed by the same four operators (GD, CAP, PSH and CB) blinded to the results of the MRI and were interpreted in real time. The average time of a 3D-RSG procedure was 20 minutes, which included both the examination and the injection of intrarectal contrast by the patient herself.

MRI protocol:

MRI procedure was also performed as previously described with an 1.5T device (MAGNETOM Avanto 1.5 T from SIEMENS Healthcare, Erlangen, Germany), after colorectal preparation by enema, and using intravaginal and intrarectal contrast (Philip, et al. 2015) .

The performances of the different sequences were not compared. Each examination was interpreted according to a standardized protocol by the same radiologist (EM) with experience in gynecologic imaging and blinded to the results of the 3D-RSG.

Surgery and Pathological protocol

The surgical indication was determined by the results of the clinical findings and the results of the MRI and standard TVUS. The results of the 3D-RSG did not affect the indication and the technical procedure. Indeed, if a bowel involvement was suspected, a conservative "shaving" treatment was always tried first. A bowel resection was performed if a complete resection by shaving was considered unsafe or impossible by the surgeon. Histological analyses were performed every time a surgery was performed on a bowel nodule. When no intestinal lesion was found, patients underwent focalized biopsies of extradigestive lesions to confirm the diagnosis of endometriosis (endometrioma, peritoneal nodule…).

Statistical Analysis

All patients' data were collected and anonymized on a Microsoft Excel for Windows file. Every statistical analysis and graphics were performed using "R: A Language and Environment for Statistical Computing" (R Core Team® 2008 by the R Foundation for Statistical Computing Vienna, Austria). For descriptive data, the mean and standard deviation were used. Chi² and Fisher's test were used for categorical data. The sensitivity, specificity, positive predictive value (PPV), negative predictive value (NPV), positive likelihood ratio (LR+), negative likelihood ratio (LR-) and the accuracy were calculated for 3D-RSG and MRI. The tests were considered to be: very useful if LR+ was higher than 10 and LR-was below 0.1; moderately useful if LR+ was between 5 and 10 and LR-was between 0.1 and 0.2; somewhat useful if LR+ was between 2 and 5 and LR-between 0.2 and 0.5 and useless if LR+ was below 2 and LR-higher than 0.5 [START_REF] Jaeschke | Users' guides to the medical literature. III. How to use an article about a diagnostic test. B. What are the results and will they help me in caring for my patients? The Evidence-Based Medicine Working Group[END_REF].

Ninety-five per cent confidence interval (CI95) was calculated to estimate the reliability of the results. The method used to calculate CI95 for proportions was the Wilson score method without continuity correction [START_REF] Newcombe | Two-sided confidence intervals for the single proportion: comparison of seven methods[END_REF]. A linear regression was performed to assess the correlation between the measures of 3D-RSG and those of MRI.

Results were analyzed in intention to treat and no analyses of variability in diagnostic accuracy was performed.

RESULTS

Population and clinical examination

Between May 2012 and May 2017, 3D-RSG was performed in 475 patients, 101 of these consecutive patients met inclusion criteria and underwent 3D-RSG, MRI and surgery.

Patient characteristics are summarized in Table 1, while the Figure 2 shows the flow chart.

The mean age was 33.8 years (ranging from 20 to 48). The mean gravidity was 0.83 and the mean parity was 0.44. In all, 44 patients (43.6%) had been diagnosed as infertile and 26 (25.7%) had already sought treatment with assisted reproductive techniques. Forty-one patients (40.6%) had a history of pelvic surgery for endometriosis.

The main clinical symptoms were dysmenorrhea (96%), dyspareunia (70%), menstrual diarrhea (44%) and posterior pelvic pain (39%). The physical examination was abnormal in 84% of women, with 67% of painful vaginal examination, a palpable vaginal cuff nodule (torus uterinum or uterosacral ligament) in 59%, and a visible nodule in 11%.

Surgical and pathological findings

The diagnosis of endometriosis was confirmed in all patients. Eighty-nine patients had confirmed endometriosis on pathology (n=89) and eight had surgical diagnosis (n=8) as determined by Bazot et al. criteria (9). Four patients did not have an endometriotic lesion, but all of them had previously surgically confirmed endometriosis with pathological evidence.

Sixty rectosigmoid nodules were found, 21 (35%) on the rectum and 39 (65 %) on the sigmoid. Shaving was performed in 23 patients (22.7%) and a segmental resection was necessary in 25 cases (24.7%). The lesion was not removed in 12 cases (11.8%) in accordance with the patient's decision. The Figure 3 shows a nodule of the sigmoid reaching the muscularis in 3D-RSG(3A) and in pathology (3B).

We reported 12 complications (11.8%) during hospitalization which were classified according to the Clavien-Dindo classification. There were 6 (5.9%) major post-operative complications (Clavien-Dindo Grade III) requiring surgical reintervention including 2 digestive fistulae (one after shaving and one after resection), 1 ureteral fistula after cystostomy, 1 hemoperitoneum after endometrioma resection (without intestinal surgery) and 2 abscesses (one pelvic abscess and one abdominal wall abscess). The 6 minor complications were 3 acute cases of uncomplicated cystitis, one pyelonephritis, one post-operative ileus, and one pelvic abscess which were all treated medically.

3D-RSG and MRI diagnostic performance

3D-RSG diagnosed 56 of the 60 nodules discovered during surgery while 4 nodules were not seen. There were 4 false positives. The MRI diagnosed 52 of the 60 nodules with 8 false negatives. Four lesions discovered on MRI did not involve the bowel in surgery. The sensitivity, specificity, PPV, NPV and accuracy in 3D-RSG for rectosigmoid endometriosis were 93%, 95%, 97%, 91% and 94% respectively, when those of MRI were 87%, 90%, 93%, 82% and 88% respectively. There was no significant difference between 3D-RSG and MRI accuracies (94 % versus 88%; p=0.181). Kappa Indices for 3D-RSG and MRI were 0.88 (SD [0.83;0.93]) and 0.76 (SD [0.69;0.83]) respectively.

The combined use of MRI and 3D-RSG showed sensitivity, specificity, PPV, NPV accuracy and Kappa index of 100%, 90%, 94%, 100% 96% and 0.72 respectively. The positive and negative likelihood ratio of RSG, MRI and combination of the 2 procedures was 19.13 and 0.07, 8.88 and 0.15, 10.25 and 0 respectively (Table 2 and Figure 4).

The sensibility, specificity, PPV, NPV and accuracy in 3D-RSG for rectum endometriosis were 85%, 97%, 90%, 96% and 95% respectively, when those of MRI were 86%, 96%, 86%, 96% and 94% respectively. For sigmoid endometriosis, 3D-RSG showed sensibility, specificity, PPV, NPV and accuracy of 92%, 96%, 94%, 95% and 95% respectively. Those of MRI were 84%, 95%, 91%, 90% and 91% respectively. There was also no significant difference between 3D-RSG and MRI accuracies in rectum endometriosis (95% versus 94%; p=1) or sigmoid endometriosis (95% versus 91%; p=0.289). (Table 3 andTable 4).

Correlated measures between 3D-RSG and MRI

The length of the maximum diameter in 3D-RSG and MRI were compared and the linear regression curve was calculated (Figure 5). There was a linear relation almost symmetrical between the different measures (regression coefficient: 0.88, IC95 [0.54;1.22], p<0.0001) and there was also a strong linear correlation between the results of the 2 procedures (correlation coefficient: 0.83).

Infiltration depth and surgical resection type according to RSG results

In all 14 lesions which seemed limited to serosa and the external layer of the muscularis in 3D-RSG, shaving was feasible. In the 35 nodules with deep involvement of the muscularis in 3D-RSG, 26 (74.3%) were surgically removed, 4 cases were treated by High Intensity Focalized Ultrasound (HIFU) and 5 were not treated according to the patients' wishes [START_REF] Dubernard | Transrectal high-intensity focused ultrasound as focal therapy for posterior deep infiltrating endometriosis[END_REF]). When a surgery was performed, a shaving was carried-out in 6 cases (23%) while a segmental resection was necessary in 20 cases (76.9%).

DISCUSSION

This study reports the results of 3D-RSG, a technique of TVUS combining intrarectal contrast and 3D technology to assess rectosigmoid endometriosis using surgery and pathology as the reference technique. We report a sensitivity of 93%, specificity of 95%, a PPV of 97%, a NPV of 91% and an accuracy of 94% for 3D-RSG. LR+ and LR-were 19.13 and 0.07 respectively. There was no significant difference between the performance of 3D-RSG and MRI, which had a sensitivity, specificity, PPV, NPV and accuracy of 87%, 90%, 93%, 82% and 88% respectively. Only 3D-RSG can be considered very useful for both LR+ and LR-according to Jaeschke et al. [START_REF] Jaeschke | Users' guides to the medical literature. III. How to use an article about a diagnostic test. B. What are the results and will they help me in caring for my patients? The Evidence-Based Medicine Working Group[END_REF]. We observed a significant linear correlation between measurements of endometriotic lesions in 3D-RSG and those in MRI. All lesions classified as "superficial" in 3D-RSG were treatable with shaving. When surgery was performed in patients with a muscularis involvement in 3D-RSG (n=26), segmental resection was necessary in 76.9% of cases.

In this study, there was no significant difference between the performance of the 3D-RSG and MRI, but there was a trend toward a better specificity and better accuracy in favor of the 3D-RSG. Similarly, the likelihood ratios seemed better in 3D-RSG than in MRI.

Recently, Leone Roberti Maggiore et al. have showed that there was no difference between the performance of 2D rectal water-contrast (RWC) transvaginal sonography and MRI in the diagnosis of rectosigmoid endometriosis in a population of 286 patients. The sensitivity and specificity in RWC-sonography for rectosigmoid endometriosis were 92.7% and 97% respectively, when those of MRI were 95.4% and 97.8% respectively. There was no significant difference between 3D-RSG and MRI accuracies (96.5 % vs 94.8%; p=0.063) [START_REF] Roberti Maggiore | Magnetic resonance enema vs rectal water-contrast transvaginal sonography in diagnosis of rectosigmoid endometriosis[END_REF]. These results are similar to those of our study, although it is difficult to compare such results on different populations.

The benefit of the tridimensional technology is difficult to assess in this study because of the lack of comparison between 2D-TVUS and 3D-TVUS. Comparing these two technics was difficult without proposing multiple procedures to each patient with blinded operators, or without randomizing patients between the two procedures which would have required a high number of patients. The use of 3D-TVUS has already been described in the literature. Downey et al. reported that the benefit of 3D was the high reproducibility; the unrestricted access to infinite number of plane and the possibility to store 3D volumes that can be reassessed and compared over time [START_REF] Downey | Clinical utility of three-dimensional US[END_REF]. Guerriero et al. first described the 3D sonographic characteristics of DIE and concluded that the higher spatial resolution of 3D ultrasound could improve the characterization of DIE [START_REF] Guerriero | Three-dimensional sonographic characteristics of deep endometriosis[END_REF]). Pascual et al. proposed an introital 3D ultrasonography with an 89% sensitivity and 95% specificity [START_REF] Pascual | Diagnosis of endometriosis of the rectovaginal septum using introital threedimensional ultrasonography[END_REF]. Some nodules were seen in locations that were impossible to explore in 2D-TVUS, but there was no comparison with standard TVUS. In a previous study, Guerriero et al. reported that 3D-TVUS has a significantly higher diagnostic accuracy than 2D-TVUS in posterior DIE without bowel involvement. For rectosigmoid endometriosis, there was a trend in favor of 3D-TVUS but it was not significant [START_REF] Guerriero | Three-dimensional ultrasonography in the diagnosis of deep endometriosis[END_REF]). To avoid the risk of bias, they proposed to undergo a classical 2D-TVUS and to perform a 3D acquisition at the end of the procedure. The volume was not interpreted in real time, but stored to be interpreted 6 months later.

The advantage of using contrast for the diagnosis of posterior DIE in MRI has been demonstrated: it improves sensitivity and specificity and decreases interpretation time [START_REF] Chassang | Utility of vaginal and rectal contrast medium in MRI for the detection of deep pelvic endometriosis[END_REF]. In this study, the benefit of water contrast is not clearly assessed as there is no comparison with classical TVUS. However, Menada et al. also reported interesting performances for the combination of TVUS and water contrast in the rectum, with a sensitivity of 97% and a specificity of 100% [START_REF] Menada | Transvaginal ultrasonography combined with water-contrast in the rectum in the diagnosis of rectovaginal endometriosis infiltrating the bowel[END_REF]. Although there is no control group, these results are similar to those of our study and seem superior to the published performance of the standard TVUS. Bergamini et al. also reported better performance for TVUS with water-contrast than for barium enema with a sensitivity of 94% versus 87% and a specificity of 94 versus 91% respectively [START_REF] Bergamini | Preoperative assessment of intestinal endometriosis: A comparison of transvaginal sonography with water-contrast in the rectum, transrectal sonography, and barium enema[END_REF]. Furthermore, Leone Roberti Maggiore et al. have showed that there was no significant difference in the mean intensity of pain experienced by the patients during the TVUS with water contrast and magnetic resonance enema [START_REF] Roberti Maggiore | Magnetic resonance enema vs rectal water-contrast transvaginal sonography in diagnosis of rectosigmoid endometriosis[END_REF].

CONCLUSION

The tridimensional rectosonography, a new TVUS procedure combining the use of water contrast in the rectum and 3D technology, is an effective technique in diagnosing rectosigmoid endometriosis. There is no significant difference between the performances of 3D-RSG and MRI, although there is a trend in favor of 3D-RSG. 3D-RSG could be used as first-line procedure when a rectosigmoid endometriosis is suspected and it could be used to predict the surgical procedure. Although these results should be confirmed in prospective studies, we think that the combined use of 3D-RSG and MRI when the diagnosis of rectosigmoid endometriosis is suspected could increase the reliability of the screening and in particular limit the false negatives. 

Figure 2. Flow chart

The number of patients addressed with symptoms suggesting of intestinal deep infiltrating endometriosis was not prospectively assessed during the study period. An endometriotic nodule reaching the muscularis of the sigmoid is seen on 3D-RSG (3A).

The hypoechogenic line of the muscularis is thickened. After segmental resection of the sigmoid, the same nodule can be seen in pathology after section of the digestive wall (3B). .83,IC95 [0.54;1.22] 
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Figure 3 .

 3 Figure 3. Endometriotic nodule of the sigmoid in 3D-RSG and in pathology.

Figure 4 .Figure 5 .

 45 Figure 4. Diagnosis performance of 3D-RSG, MRI and Combined imaging in rectosigmoid endometriosis. 3D-RSG presented a trend toward better sensitivity, specificity, PPV, NPV and Accuracy than MRI. The combination of the 2 technics permitted a 100% NPV. Abbreviation: 3D-RSG: tridimensional rectosonography; MRI: Magnetic Resonance Imaging; Se: sensitivity; Sp: specificity; PPV: positive predictive value; NPV: negative predictive value

Table 2 . Contingency table and Diagnosis performances of 3D-RSG, MRI and combined imaging in rectosigmoid endometriosis.
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	Contingency table (n=101)			
		3D-		MRI		
		RSG				
	Surgery*	DIRSE	No DIRSE	DIRSE	No DIRSE	Total
	DIRSE	56	4	52	8	60
	No DIRSE	2	39	4	37	41
	Total	58	43	56	45	101
	Diagnosis performances				
		3D-RSG		MRI	Combined Imaging
	Sensitivity*	0.93 [0.84;0.98]	0.87 [0.75;0.94]	1 [0.94;1]	
	Specificity*	0.95 [0.83;0.99]	0.90 [0.77;0.97]	0.90 [0.77;0.97]
	PPV* †	0.97 [0.87;0.99]	0.93 [0.84;0.97]	0.94 [0.86;0.97]
	NPV* †	0.91 [0.79;0.96]	0.82 [0.71;0.90]	1 (NR)	
	Accuracy*	0.94 [0.89;0.99]	0.88 [0.82;0.94]	0.96 [0.92;1]
	LR+* ‡	19.13 [4.94;74.06]	8.88 [3.48;22.66]	10.25 [3.12;12.10]
	LR-* ‡	0.07 [0.03;0.2]	0.15 [0.08;0.28]	0 (NR) ¤	
	Kappa	0.88 [0.83;0.93]	0.76 [0.69;0.83]	0.72 [0.65;0.79]
	Indices					
	DIRSE: Deep Invasive Rectosigmoid Endometriosis		
	*Data are presented as mean ± CI95 (95% confidence interval)		
	†Posi#ve (PPV) and Nega#ve (NPV) predic#ve value.		
	‡Posi#ve (LR+) and Nega#ve (LR-) Likelihood ratio		
	¤ Non-Relevant (NR): division by 0			

Table 3 . Diagnostic performances of 3D-RSG and MRI in rectum endometriosis.

 3 

		3D-RSG	MRI
	Sensitivity *	0.85[0.71;1]	0.86 [0.71;1]
	Specificity*	0.97[0.94;1]	0.96 [0.92;1]
	PPV* †	0.9 [0.77;1]	0.86 [0.71;1]
	NPV* †	0.96 [0.92;1]	0.96 [0.92;1]
	Accuracy*	0.95 [0.9;0.99]	0.94 [0.81;0.94]
	LR+* ‡	34.28 [13.36;30.01] 22.85[0.05;0.42]
	LR-* ‡	0.15 [69.37;97.28]	0.15 [13.36;30.01]

*Data are presented as mean ± CI95 (95% confidence interval) †Posi$ve (PPV) and Nega$ve (NPV) predic$ve value. ‡Posi#ve (LR+) and Nega#ve (LR-) Likelihood ratio

Table 4 . Diagnosis performance of 3D-RSG and MRI in sigmoid endometriosis.
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		3D-RSG	MRI
	Sensitivity* 0.92[0.83;1]	0.84 [0.73;0.95]
	Specificity* 0.96[0.92;1]	0.95 [0.89;1]
	PPV* †	0.94 [0.87;1]	0.91 [0.82;1]
	NPV* †	0.95 [0.89;1]	0.90 [0.83;1]
	Accuracy* 0.95 [0.9;0.99]	0.91 [0.90;0.99]
	LR+* ‡	26.61 [29.09;48.82]	17.48[0.08;0.34]
	LR-* ‡	0.08 [82.11;98.60]	0.16 [29.09;48.82]
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