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~0.948) , Zit: CCTA Z%U TAG .0 JUUHR K BE RO WA TR BE 349 5.0 IDUAR Wi 46 300 30 A 32 A G, DU HE 02 TAG X Wi 4 19 s 3 7
JE 1932 W0 {8 B o

(SR ] OB ;R Sk 38 5 56k sl bk il 2 1 5% 5 2 AR

[FESZES] R541.1;R816.2 [ xHktRER] A

Diagnostic value of coronary CT angiography in myocardial bridge systolic
compression

ZHOU Rui, LI Jian,GUO Qing-le, QIAO Jian-min
( Department of Radiology ,Kailuan General Hospital,Tangshan 063000, Hebei, China)

[ Abstract] Objective:To investigate the diagnostic value of coronary CT angiography ( CCTA) in myocardial bridge systolic
compression. Methods: A total of 110 patients with myocardial bridge who underwent CCTA examination were collected. According to
the stenosis rate of the wall lumen during the contraction period, the patients were divided into the obvious indigenous compression
group( n =38 ,the stenosis rate during the contraction period =50 % ) ,the mild compression group(n =40 ,the stenosis rate during the
contraction period 10% ~49% )and the non-compression group(n =32, the stenosis rate during the contraction period <10% ). Ac-
cording to the CCTA image,the intracavitary CT value was measured,and the average intracavitary CT value of myocardial bridge seg-
ment and the average intracavitary CT value of myocardial bridge segment were calculated. Transluminal attenuation gradient( TAG) =
(average intracavitary CT value of myocardial bridge segment-average intracavitary CT value of myocardial bridge segment) /average in-
tracavitary CT value of myocardial bridge segment x 100 % was calculated. The differences of CCTA parameters in each group were
compared ,and the receiver operating characteristic curve (ROC) was used to evaluate the efficacy of CCTA parameters in diagnosing
myocardial bridge compression. Results: Compared with the non-compression group,the TAG,myocardial bridge length and myocardial
bridge depth in the significant compression group or the mild compression group increased (P <0.05). Compared with the mild com-
pression group,the TAG, myocardial bridge length and myocardial bridge depth in the significant compression group were increased
(P <0.05).ROC curve analysis showed that the TAG ,myocardial bridge length and myocardial bridge depth had a certain diagnostic
efficiency for the degree of myocardial bridge contraction compression,and the TAG had the highest diagnostic efficiency. The area un-
der the curve of diagnosing obvious compression and compression was 0.891 (95% CI:0.817 —=0.942) and 0.899 (95 % CI.0. 826 -
0.948 ) ,respectively. Conclusion ; The TAG ,myocardial bridge length and myocardial bridge depth of CCTA parameters are related to

the degree of myocardial bridge systolic compression,especially the TAG has high diagnostic value for the degree of systolic compres-
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bk CT 1fiL 48 1 f% ( coronary computed tomography an-
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L5 A7 AE 7™ B854k & 5 (3) WEA: A 5 iR 3h ik 7l %
RIRIT R #; (4) KGR R 2 Mg iz W% . A
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1.2 CCTA #®&EFH*
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WO H TR ST TR 2 ~3 min &
H T LSRR H S N AR, DL R S ik ek . R
JH v RV S i 28 58 25 I 0 Tk 7 LA AR 2 X b SR st
B2 (370 mg 1I/mL)60 mL {3 5}, # % }4.5 ~5.0 mL/s;
7 N T8 R ik 2 414 0 24 B X T T B kA
filt & B{H =100 HU, 43R 7 s J5 A gh il & H . A
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S HEEE AR E N 0. 28 /P8, MEEL R 64 x2 x0.6
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AR kA DLBGE 28 B0 LB Z e . T
1L A AR T P 43¢ A 0 LM % B2 A 00 o, BBCO JIL R
T BT I B SR R AT R T A A
T AT SRR S DR PN R A 0 R, b FE I A T
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AR AE R 30 /Y Bl 28 F 1A AL (area under curve,
AUC) 4+ 5124 0. 891 F1 0. 899, 4 TAG > 18.02% ,
12 W 3 0 R B 73, 7% R RN
93.1% ;4 TAG > 11.53% , 2 Wr 7 16 1 38 1) 450k s
H84.6% i 5EE N 93.70% , WE3 KE 1,

Rl ZAHKRKRBERR > £5,n(%) ]

VR BEEAA(n=38) BEEREL(n=40) EEBA(n=32) FAC P

P 5 0.265 0.876
3 22 (57.89) 21 (52.50) 17 (53.13)
i 16 (42.11) 19 (47.50) 15 (46.87)

(%) 61.84£11.21 62.34£10.98 59.78 £11.03  1.021 0.384

% 4 2.641 0.267
= 16 (42.11) 16 (40.00) 17 (53.13)
% 22 (57.89) 24 (60.00) 15 (46.87)

IR 0.081 0.960
bl 24 (63.16) 25 (62.50) 21 (65.63)
% 14 (36.84) 15 (37.50) 11 (34.37)

R g 0.099 0.952
H 12 (31.58) 12 (30.00) 9 (28.13)
x 26 (68.42) 28 (70.00) 23 (71.87)

A LA 0.010 0.995
bl 23 (60.53) 24 (60.00) 19 (59.38)
% 15 (39.47) 16 (40.00) 13 (40.62)

F2 =4 CCTA BEEE (x +5)

il TAG(%) UMUK (mm) O WUFFRE (mm)

BEEOHA(n=38) 19.74+6.37** 24.39+8.11*% 1.82+0.63"*
RERAH (n=40) 13.51+4.64" 19.77 £6.36" 1.53£0.51"
T4 (n=32) 7.86 £2.36 16.52 £5.55 1.39 +0. 44
F 15.511 14.211 10.314
P <0.001 <0.001 <0.001

x*P<0.05,5 R EG AR #P <0.05, 5% F EiH MMk,

&3 CCTA SHxL OGS B Z 8 FEEE RIS 6

1 B AUCE P8 BURE(%) RESREE(%)  95%CI
TAG
KB ERE  >18.02% 0.891 <0.001  73.7 93.1  0.817~0.942
WHEEIRS  >11.53%  0.899 <0.001  84.6 93.7  0.826~0.948
DK B
WA BERG >25.45 mm 0.788 <0.001  65.8 87.5  0.700 ~0.860
WHFAEIES >22.90 mm 0.790 <0.001  59.0 96.9  0.702~0.862
DR E
K BERE >1.39mm 0.705 <0.001  86.8 48,6 0.611~0.788
WA GRS >1.37mm 0.678 <0.001  74.4 59.4  0.582~0.764
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