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Abstract: The aim of this study was to determine and localize culprit lesion
by myocardial perfusion imaging (MPI) in cases of angiographically detected coronary
narrowing > 75% of at least one coronary artery.

Material and Methods: One hundred and thirty-two (132) patients with
angiographically detected significant coronary narrowing (= 75% luminal stenosis of at
least one major coronary artery) were studied. All the patients submitted MPI *™Tc-
MIBI, with pharmacologic dipyridamole stress protocol with concomitant low level bi-
cycle exercise 50W (DipyEX). We measured relative uptake *™Tc-MIBI for each myo-
cardial segment using short-axis myocardial tomogram study. A 5-point scoring system
was used to assess the difference between uptake degree in stress and rest studies for the
same segments, and we created two indices: Sum reversibility score (SRS), Index of
sum reversibility score (ISRS).

Results: A total of 396 vascular territories (2244 segments) were analyzed be-
fore elective percutaneous coronary intervention (ePCI). Overall sensitivity, specificity
and accuracy using SRS were 90.2%, 87.5%, and 89.4%, with a positive predictive
value of 94.1%. Overall sensitivity, specificity, and accuracy using ISRS were 94.4%,
90.6%, 93.2% and the positive predictive value was 95.7%.

Conclusion: DipyEX MPI with the two indices created, SRS and ISRS,
significantly improves sensitivity, specificity and accuracy in the determination and
localization of culprit lesions in patients undergoing elective PCI.
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Introduction

One of the most powerful uses of MPI is the evaluation of the risk of
future events in patients with suspected or known CAD. Over the years, MPI
has evolved as an essential tool in the evaluation and assessment of patients
prior to coronary revascularization [1, 2, 3, 4]. It has a dual role. Prior to
coronary angiography, MPI is extremely useful in documenting ischaemia and
determining the functional impact of single or multiple lesions identified subse-
quently, after the coronary anatomy is known, and despite some limitations in
the setting of multivessel disease, MPI remains the test of choice for identifying
the lesion responsible for the ischaemic symptoms, or so-called culprit lesion [4,
5, 6, 8, 9]. This is extremely useful for further management decisions with
respect to percutaneous interventions. In contrast, the absence of reversible
ischaemia in patients with known CAD is an excellent prognostic marker and
predicts a low annual event rate [9, 11, 12, 13]. The current definition of culprit
lesion: zone of ischaemia under the coronary artery stenoses is not quite right,
because that does not define two pathophysiologic aspects of ischemia; severity
and extent. The primary objective of the study was to determine and localize
culprit lesion by introducing new parameters SRS (summary reversible score)
and ISRS (index of summary reversible score), where there is angiographically
detected coronary narrowing > 75% for the least one coronary artery [11, 17].

Methods

One hundred and thirty-two patients (78 male and 54 female, with a
mean age of 52, 12 + 8.26, yrs. ranging from 35 to 63) with angiographically
detected significant coronary narrowing (= 75% luminal stenosis of at least one
major coronary artery) were studied. They had angina pectoris with no clinically
evident myocardial infarction.

Exercise protocol: We used DipyEX protocol;

Dipyridamole was administered by I'V. Infusion (0, 56 mg/kg/min) for 4
min, after that we followed with the low level exercise SOW Bruce protocol by
ergo bicycle for the next five minutes [7, 10, 17]. Radiopharmaceutical **™Tc-
MIBI (the first dose) was administered during the 3rd minute of ergo bicycle
exercise (Fig 1).

All patients were submitted to 2 IV injections of *™Tc-MIBI, one
during the DipyEX protocol in the third minute (dose 740 MBq) of ergo bicycle
exercise, and the other dose of tracer (370 MBq) 3 hours later. Imaging started
15 minutes after the DipyEX protocol finished and 30 minutes after second dose
application.
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Figure 1 — DipyEX protocol
Cauka 1 — DipyEX tipoitiokoa

Image Analysis

Images of the heart were taken 15 min after injections for the stress
studies, and 30 minutes after injections for the rest study, using an Orbiter Sie-
mens gamma camera, which was fitted with a low energy, all-purpose collima-
tor, and connected to a dedicated Microdelta computer system. Briefly, 32
projections were obtained over a semicircular 180° arc which extended from the
anterior 0° to the left posterior position 180°. In each patient, we used the Stirner
program (Euro menu) modified and standardized myocardial segmentation and
nomenclature for topographic imaging of the heart analyzed SPECT. Quantifi-
cation regional *’™Tc-MIBI uptake was performed using short-axis myocardial
tomography that was divided into 16 segments + apex for each study (17 seg-
ments overall) [2].

Left anterior descendent (LAD) vascular territory including: basal ante-
rior, basal anteroseptal, mid anterior, mid anteroseptal, apical anterior, apical
septal, and apex; Left circumflex artery (ACx); basal inferolateral, basal antero-
lateral, mid inferolateral, mid anterolateral, apical lateral; Right coronary artery
(RCA); basal inferoseptal, basal inferior, mid inferoseptal, mid inferior, apical
inferior (Fig 2).

We measured relative uptake, in the area of individual coronary artery
vascular territory, from each segment and compared with the segment with the
best uptake, and in the DipyEX study we established: Normal relative uptake (>
85%); Probably normal (75%—-85%); Equivocal (65%—75%); Probably abnor-
mal (50%-65%); Abnormal (< 50%). Rest study: Normal relative uptake (>
90%); probably normal (80%—90%); equivocal (70%—80%); probably abnormal
(55%-75%); abnormal (< 55%). The difference between the relative uptake of
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each segment was scored using a 5-point scoring system to assess the difference
between uptake degree in stress and rest studies for the same segments (1 =
normal, 2 = mild ischaemia, 3 = moderate ischemia, 4 = reversibility, 5 = severe
reversibility).

1. basal anterior 7. mid anterlor 13. apical anterior
2. hasal anteroseptal 8. mid anteroseplal 14. apical saptal
3. basal inferoseptal 9. mid inferoseptal 15. apical inferior
4, hasal Inferior 10. mid inferior 16. aplcal lateral
§. basal inferolateral 11, mid inferclatoral 17. upox

G. basal anferolateral 12, mid anferolateral

Figure 2 — Left Ventricular Segmentation

Cinka 2— [1ooeaba Ha cezmeHiliU HA A€8ATHA KOMOPA

We introduced two new index scores to determine culprit lesion.
Summary reversible score (SRS) > 3 in the territory of the stenotic coronary
artery was determined culprit lesion. At least two segments with a score of 5
(index of summary reversible score — ISRS) in the territory of the stenotic
coronary artery was determined culprit lesion.

Statistical analysis: We measured the Accuracy of Diagnostic
Procedures by the 2 x 2 Table Method [18].

Results
During the DipyEX protocols we followed these procedures: Recorded
blood pressures (BP); heart rate (BPM) ECG on the monitor, recorded occur-
rence of symptoms (chest pain, nausea, dyspnea etc.); marked clock time of the

injection of radiotracer relative to the start and end of ergo bicycle; after

Contributions, Sec. Biol. Med. Sci. XXIX/2 (2008), 243-256



Determination of Culprit Lesion in Patients Undergoing. .. 247

injection of radiotracer, the ergo bicycle exercise continued for the next 2 minu-
tes. We were monitoring BP, BPM and ECG for the next 5 minutes after comp-
letion of infusion, continuing clinical monitoring if chest pain or significant
ECG changes persisted.

Coronary angiography finding

All 132 patients underwent coronary angiography. Coronary angio-
graphy showed significant > 75% stenosis in at least one major coronary artery
in all patients.

Fig. 3 of the 396 coronary territories, we found 207 (52.3%) > 50%
stenotic vessels. Individual vessel analysis showed moderate luminal stenosis (>
50% to < 75%) of the coronary artery in 64 (31%), and severe stenosis > 75% in
143 (69%).

For LAD stenoses: overall 86 (> 75% = 63, < 75% = 23), ACx: overall
55 (=75% =38, <75% = 17), and RCA: overall 66 (> 75% = 42, < 75% = 24).
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Figure 3 — 396 coronary territories, we founded 207 (52, 3%) > 50% stenosed vessel.
Individual vessel analysis showed moderate luminal stenosis (= 50% to < 75%) in the
64 coronary artery (31%), and 143 (69%) severe stenosis > 75%. For LAD stenoses;
overall 86 (> 75% = 63, < 75% = 23), ACx; overall 55 (>75% = 38, <75% = 17),
and RCA; overall 66 (>75% =42, < 75% = 24)

Caurxa 3 — 00 396 koponapru tdepuitiopuu, Hajoosme 80 207 (52,3%)
citieHo3uparu caoosu (> 50%). Ilocebnaitia cadosHa aHaau3a UpuKkaxca ymepera
citienoza (= 50%, < 75%) 6o 64 iuepuitiopuu (31%) u 143 (69%) itiewka citieno3a
>75%. Citienosaiua Ha JIA/ upucyitina kaj 86 (= 75%= 63, < 75% = 23), ACx kaj

55(>=75%=38, <75%=17) u RCA kaj 66 (>75% =42, < 75% = 24)
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Fig 4 shows 2244 examined segments, scoring with a 5-point scoring
system to assess the difference between uptake degree in stress and rest studies
for the same segments (1= normal, 2 = mild ischaemia, 3 = moderate ischaemia,
4 = reversibility, 5 = severe reversibility. We found overall 496 segments (22,
1%) with a score of 5 which determined culprit lesion — at least two segments
with a score of 5 in the territory of the stenosed coronary artery.

Segmental score 5 RS
22,1%

Segmental scorel-4 RS
77,9%

Figure 4 — Overall 2244 examined segments, scoring with a 5-point scoring system. We
founded an overall of 496 segments (22, 1%,) with scoring 5 where culprit lesion was
determined — at least two segments with score 5 in the territory of stenoses coronary artery
Cauka 4 — 2244 anaausupanu caoosu co 5-600086en (scoring) cucitiem. Hajooeme

496 cezmenitiu (22,1 %) co "score” 5 kade wiitio e u tipucyitina "culprit” nesuja.

#mTe-MIBI imaging: in all the patients image quality was excellent in
both DipyEX and rest studies. On visual analysis, all patients with significant
stenosis of at least one major coronary artery showed an abnormal finding. In
the 132 subjects included in this study, a total of 2244 myocardial segments
were quantitatively analyzed.

On the basis of analyses using SRS > 3 which determine culprit lesion
overall sensitivity, specificity, accuracy, PPV, and NPV was (90.1%, 87.1%,
89.4%, 95.78% and 73%) Fig 5.

In the detection of culprit lesion of individual stenosed vessel by SRS
sensitivity, specificity, accuracy, PPV, and NPV for LAD was (95.2%, 88.9%,
94.1%, 97%, and 80%); ACx (82%, 83.3%, 82.3%, 90%, and 71.5%); and RCA
(89.2%, 90%, 89.4%, 97%, and 69.2%) Fig 6.
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Figure 5 — Analyses used SRS > 3 for determining culprit lesion

Crrka 5 — Anaausaitia kopucitieute 8pedHocitl Ha SRS > 3 3a o0pedysatrve

Ha "culprit” ae3uja
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Figure 6 — Detection culprit lesion of individual stenosed vessel by SRS > 3 which

determine culprit lesion

Cauka 6 — Oopedysarveitio Ha "culprit” nesuja Ha tiocebHailia cllieHO3a

co 8peonocit Ha SRS > 3
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On the basis of the analyses used ISRS in the identification of culprit
lesion (at least two segments with score 5 in the territory of stenosed coronary
artery) overall sensitivity, specificity, accuracy, PPV, and NPV was (94.1%,
93.3%, 94%, 98%, and 82.3%) Fig 7.

Index Sum Reversibility score (ISRS)

100
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944 | oo6 || 932 || 957 |
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Figure 7 — Analyses used ISRS in the identification of culprit lesion
(at least two segments with score 5 in the territory of stenoses coronary artery)
Cinka 7 —AHnaausaitia kopuciueue ISRS 3a upeiio3nasarse Ha "culprit” nesuja
(Hajmanxy 0sa cezmenitiu co "score” 5 80 iliepuitiopujaitia Ha citieHo3ailia
Ha KOpOHApHAia apitiepuja)

In the detection of culprit lesion of individual stenosed coronary artery
by ISRS sensitivity, specificity, accuracy, PPV, and NPV for LAD was (97.7%,
100%, 98%, 100%, and 90%); ACx (87%, 90.1%, 88.3%, 95.2%, and 77%);
RCA (94.6%, 91.6%, 93.6%, 97.2%, and 81.8%) Fig 8.

Sensitivity, specificity and accuracy in the determined culprit lesion
was very good, but it was significantly higher when we used the index of sum
reversibility score (ISRS) in quantitative analyses.

Figs 9, 10, and 11 show one representative example: culprit lesion (in
the lateral, inferolateral, and inferior region) on the DipyEX cardiac tomography
imaging which indicated angiography and invasive revascularization. After
ePCI with stent implantation myocardial perfusion imaging showed normal
findings.
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Figure 8 — Detection culprit lesion of individual stenosed coronary artery by ISRS

Cauka 8 — Oopedysarve na "culprit” ae3uja Ha TiocebHaitia citieHo3a
Ha KopoHapHaita apidepuja co ISRS
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Figure 9 — Figure showed culprit lesion on the short axis after DipyEX protocol.
In the rest of the study (right) we will see normal finding in the same area. We indicated
coronary angiography

Cauxa 9 — Caukaiua tpuxaxcysa "culprit” aesuja na kpaitikaitia ocka ito DipyEX
iipoitiokoa. Bo peciu citiyoujaitia (Oecro) ce Zaeda ypeder HA00 80 camaiia
pezuja. Mnouyupasme koponapma anzuozpaghuja
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Figure 10 — Figure showed coronary angiography finding was occlusion ACx,
and subtotal stenosis RCA. In the same acts we performed PCI with stent implantation.
The final result (below) showed absolutely success

Cauxa 10 — Caukaitia ipukaxcysa KoponapHa anzuozpaguja co oxaysuja Ha ACx
u cyitioitianta ciieno3a Ha RCA. Bo uciuuoit axiti uzseooseme PCI
co umiaaninayuja Ha citienid. Kpajuuoiu pe3yaitaiu pukaxcysa ueaoceH yciiex

Figure 11 — Myocardial perfusion imaging performed two week after ePClI,
in the same condition showed normal finding

Cnuxa 11 — Muoxapora tiepghy3uona cuunitiuzpaghuja uzeedena ose Heoenu
1o ePClI, 60 uctata cocTojoa MoKax}ca HOPMAIHU HAOOU
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Discussion

In this recent work the author [11] defined culprit lesion using two
physiological aspects: severity of ischaemia and extension zone of ischaemia.
With quantification of these two parameters of culprit lesion, the author deter-
mined patients who underwent PCI with stent implantation, and who had the
best therapy effects with PCI therapy. Conversely, we considered patients with
mild ischaemia with good exercise tolerance as candidates for intense medical
therapy [11]. Published data from the Clinical Outcomes Utilizing Revasculari-
zation and Aggressive Drug Evaluations (COURAGE) trial indicate that many
ischaemic defects may markedly improve with aggressive lowering of abnormal
lipids and other pharmacological interventions [14, 15, 16]. Hachamovitch and
colleagues reported that patients with a mildly abnormal scan had a 0.8% annual
cardiac death rate compared with 0.9% for those who underwent revasculariza-
tion. The death rate in medically treated patients who had moderately abnormal
scans was 2.3% versus 1.1% for such patients undergoing revascularization. Fi-
nally, patients with a severely abnormal scan treated medically had an annual
cardiac death rate of 4.6% versus 1.3% for such patients who were revasculari-
zed. In the second study, these investigators showed that medically treated pa-
tients who had greater than 20% of the total myocardium rendered ischaemic
had a higher annual cardiac death rate (6.7%) compared with 2.0% for patients
with this degree of extensive ischaemia who underwent revascularization. For
patients with 10% or less of the total myocardium rendered ischaemic, there
was no difference in outcome between medical therapy and revascularization
[14, 15, 16].

Exercise myocardial perfusion imaging is a valuable adjunct for separa-
ting high to low risk patients who present symptoms consistent with stable
CAD, or in patients who have known disease and in whom further prognosti-
cation is warranted. Multiple high-risk nuclear imaging variables can be identi-
fied, and the greater the extent of exercise/induced ischaemia, the greater the
risk of cardiac events. Adjunctive variables, such as transient ischaemic cavity
dilatation and functional assessment with evaluation of regional wall thickening
or wall motion and left ventricular ejection fraction greatly assist in the risk
stratification process [7, 8, 11].

Recent evidence in large patient cohorts has revealed that factors esti-
mating the extent of left ventricular dysfunction (left ventricular ejection frac-
tion, extent of infarcted myocardium, transient ischaemic dilatation of the left
ventricle and increasing lung uptake) are excellent predictors of cardiac morta-
lity [14, 15, 16]. However, measurements of inducible ischaemia are the best
predictors of the development of acute coronary syndromes. Several reports
have shown that nuclear testing yields incremental prognostic value over clini-
cal information with respect to cardiac death, or the combination of cardiac
death and nonfatal myocardial infarction as isolated endpoints [3, 4, 6, 11, 14].
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Now it is possible to tailor the therapeutic decision-making for an individual pa-
tient based on a combination of clinical factors and nuclear scan results. Patients
with severe perfusion abnormalities on their stress image may have a five- to ten-
fold higher likelihood of cardiac death versus patients with a normal myocardial
perfusion SPECT. If the defects perfusion is determined as a culprit lesion,
invasive therapy (PCI) is an optimized outcome for that patient [11, 14, 15, 17].

Conclusion

DipyEX MPI with the two created indices SRS and ISRS significantly
improves sensitivity, specificity, and accuracy for determination and localiza-
tion of culprit lesions in patients undergoing elective PCI.

REFERENCES

1. ACC/AHA/ASNC Guidelines for the Clinical Use of Cardiac Radionuclide
Imaging. A Report of the American College of Cardiology/American Heart Association
Task Force on Practice Guidelines (ACC/AHA/ASNC Committee to Revise the 1995
Guidelines for the Clinical Use of cardiac Radionuclide Imaging). Journal of the
American Coll Cardiol October. 1. 2003. ACC/AHA/ASNC Practice Guidelines 01-69.

2. American Heart (2002): Association Writing Group on Myocardial Segmen-
tation and Registration for Cardiac Imaging. Standardized myocardial segmentation and
nomenclature for tomographic imaging of the heart: A statement for healthcare profes-
sinals from the Cardiac Imaging Comittee of the Council on Clinical Cardiology of the
American Heart Association. Circulation, 105: 539-42.

3. Raed Aquel, Gilbert J. Zoghbi, Luvenia W. Bender, Johny W. Scott, Jon A.
Baldwin, Jackyeong Heo, Ami E. Iskandrian (2007): Myocardial perfusion imaging
after transient balloon occlusion during percutaneous coronary intervention. J of Nucl
Cardiol; vol 14 No 2 (221-28).

4. Gary V. Heller, Robert C. Hendel. (2004): Nuclear Cardiology Practical
Applications. McGraw-Hill medical Publishing divison. The McGraw-Hill Companies,
Inc. Copyright; 193-243.

5. Gibbons RJ., Chatterjee K., Daley J.: ACC/AHA 2002 guideline update for
the management of patients with chronic stable angina: a report of the American
College of Cardiology/American Heart Disease Taks Force on Practice Guideliness
2002. American College of Cardiology web site.

6. Udelson JE., Beshansky JR., Ballin DS. (2002): Myocardial perfusion ima-
ging for evaluation and triage of patients with suspected acute cardiac ischemia: a
randomized controlled trial. JAMA, 288: 2693-2700.

7. Michael 1. Miyamoto, Sharon L. Vernicoto, Haresh Majmundar, Gregory S.
Thomas (2007): Pharmacological stress myocardial perfusion imaging: A practical ap-
proach. Journal of Nuclear Cardiology, vol 14 No 2, 250-55.

8. Georgios 1., Papaioannou, Gary V. Heller. (2004): Known Artery Disease.
Chapter 2. In. Gary V. Heller, Robert C. Hendel edit. Nuclear Cardiology Practical

Contributions, Sec. Biol. Med. Sci. XXIX/2 (2008), 243-256



Determination of Culprit Lesion in Patients Undergoing... 255

Applications. McGraw-Hill medical Publishing divison. The McGraw-Hill Companies,
Inc. Copyright; 21-31.

9. James E. Udelson (2006): Diagnosis and risk stratification in acute coronary
syndromes Chapter 8. 173-90. Atlas of nuclear cardiology second edition Current medi-
cine LLC Philadelphia.

10. Leslee J Shaw, Allen Taylor, Paolo Raggi, Daniel S Berman (2006): Role
of noninvasive imaging in asymptomatic high/risk patients. J Nucl/ Cardiol; vol 13 No 2
(156-62).

11. Baskot Branislav (2006): Nuclear Cardiology; SPECT cardiac imaging-
determination of culprit lesion. Andrejevic Foudation. Drzi¢eva 11. Beograd.

12. AN Clarc, GA Beller (2005): The present role of nuclear cardiology in
clinical practice. The quarterly journal of Nuclear Medicine and Molecular Imaging.
vol. 49 No 1(43-58) March.

13. E. Milan (2005): Coronary artery disease, the other half of the heaven. The
quarterly Journal of Nuclear Medicine and Molecular Imaging. vol. 49 No 1(43-58) March.

14. Barry L. Zaret, George A. Beller (2005): Clinical Nuclear Cardiology; state
of the art and future directions. Elsevier Mosby.

15. Daniel S. Berman, Rory Hachamovitch, Guido Germano (2006): Risk
stratification and patient management Chapter 6 143-59. Atlas of nuclear cardiology
second edition Current medicine LLC Philadelphia.

16. Georg L Adams, Srivani R Ambati, John M Adams, Salvador Borges-Neto
(2006): Role of nuclear imaging after coronary revascularization. J Nucl Cardiol; Vol
13 No 2 (163-69).

17. Branislav Baskot, Jankovic Z., Obradovic S., Rusovic S., Orozovic V.,
Gligic B., Jung R., Ivanovic V., Pavlovic M., Ratkovic N. (2008): Diagnostic signifi-
cance of myocardial perfusion scintigraphy in identification and localisation of culprit
lesions in patients undergoing elective PTCA. Vojnosanitet Pregl; February vol 65
(No. 2), pp 158-62.

18. Beth Dawson, Robert G. Trapp (2001): Basic & Clinical Biostatistics — third
edition. Large Medical Books/ Mc Graw Hill Medical Publishing Division: 262—81.

TIpunosn, Opx. 6uon. men. Hayku, XXIX/2, (2008), 243-256



256 Baskot B., Obradovic S. et al.

Pe3snme

OJPEAYBAIBE HA "CULPRIT" JIEZUN
CO MUOKAPJHA INEP®Y3NOHA CHUHTUTPA®UNIA
KAJ MAIIMEHTU KOU CE IOAIOXKYBAAT
HA EJEKTUBHA INIEPKYTAHA KOPOHAPHA
MHTEPBEHIINJA

Bamkor B.,'! O6panosuk C.,” Padajnoscku C.,” Jankosuk 3.,' Pycosnk C.,
Opososuk B.,” Timruk B.,” Patkoeuk H.,? Jynr P.,' Usanosuk B.,' Buknukn M.*

!Uncitiuinyiu 3a Hykaeapra meouuuna, Boena meduyuncka axademuja,
Beazpao, Cpbuja
Y pzeniuna meouyuncka kaunuxa, Boena meouuurcka axademuja, Beazpao, Cpbuja
S Uncitiuitiyiti 3a paduonozuja, Boena meduyurcka axademuja, Beazpao, Cpbuja
*Unciniuiniyiu 3a kapouosacky.aapHu 6oaecitiu, Cpemcka Kamenuuya, Cpbuja

AncrpakT: lenra Ha cryamjaTa Oemle jja ce OApefd M JIOKAIM3MpPa
"culprit" me3mja so MuokapmHa nepdysnona cruaTUrpaduja (MIIC) kaj crecHy-
Bame Ha KOpoHapHa apTepuja (> 75%) aHruorpadcku JokaxaHa.

Mainiepujan u meitioou: bea ucnutyBanu 132 manumeHTH €O KOpOHapHa
aprepucka 6osecr. Kaj cuTe manyeHTH HajIioBMe CTECHYBamke Ha HajMaJIKy eJlHa
KOpOHapHa apTepuja o > 75% u m3segosme MIIC co “Tc-MIBI, co dapmako-
JIOWIKY AWMUPUAMOIICKH CTPEC TECT W HUCKO HMBO Ha ONTOBAPYBAHE CO BEJO-
cunes; Ha 50W. M3sMepuBMe pesaTHBHA 3ajpmika Ha "Tc-MIBI 3a cexkoj muo-
KapieH CEIMEHT CO KOpHCTeHe Ha TOMOrpaMa co Kparka ocka. Iler 6omoBeH
"scoring" cuctem Oellle KOPUCTEH 3a OfpelyBame Ha pa3jinkaTa Ha 3afpIIKaTa Ha
M30TOIOT BO PECT W CTpec CTyAujaTa 3a CEKOj CETMEHT, u Oea OipelyBaHU WH-
pekcute: Sum reversibility score (SRS), Index of sum reversibility score (ISRS).

Pesyamaiuu: Bkynao 396 Backynapuu Teputopun (2 244 cermenTtn) 6ea
aHallM3WpaHU TpeJ] W3BEAyBalk€TO Ha eJIeKTHMBHATa IepKyTaHa KOpOHapHa
UHTepBeHLja. belle no6ueHa ceH3UTUBHOCT, crenuduyHocT u ToyHocT 90,2%,
87,5% n 89,4%, xora 6ermie KopucteH SRS, 1 MO3UTUBHA MPEAUKTHUBHA BPETHOCT
on 94,1%. CeH3uTUBUHOCTA, cliequUIHOCTa U TouyHOcTa Gemte: 94,4%, 90,6 %,
93,2%, a no3uTUBHATA IpeJuKaTuBHA BpegHocT 95,7 %, Kora ce kopucreiie ISRS.

Knyynn 360poBn: MPI, xoponapna anrmorpaduja, "Culprit" ne3uu, ejekTuBHa
NnepKyTaHa KOpOHApHA MHTEPBEHIIN]a.
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