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Pestome. BbBegeHue: OnTuyHata koxepeHTHa Tomorpacdns (OCT) e HenHBaanBeH, Ge3KOHTaKTEH, ONTUYEH METOL, KOMTO M3NoN3Ba
NHdpayepBeHa CBETNMHA 3a NPOM3BEXAAHE Ha M30DpaXEeHNs HA aHATOMKSTA Ha KPBBOHOCHM Cb0BE, MUKPOCTPYKTypaTa
Ha TbKaHW 11 CTEHTOBE MO BPeME Ha CbpAgyHa kateTepuaaums. Len: HacToswmat aHanus vma 3a Len aa npeactasy aHa-
13 Ha pa3xoaHaTa epeKTUBHOCT 1 aHanu3 Ha BomKkeTHOTO Bb3zeiicTBMe Ha OCT 3a obpasHa AnarHocTyka npy nauueHTH,
MOLNOXKEHN HA CbpAeYHa KaTeTepuaaLns 1 nepkyTaHHW KOpOHapHU MHTepBeHLMK. MaTtepuan u metoam: 3a oueHka Ha
pa3xogHata edektusHocT Ha OCT e n3bpaH HembieH UKOHOMUYECKW aHanua, Mpy KOUTO Ca OLEHEHU CaMO VNPEKTHUTE
MeaULMHCKI pasxoan. BpemMeBuMsT XOpr3oHT 3a oLieHka Ha paaxoauTe 1 3apaeHuTe nonsu ot OCT e eaHa roguHa. B gonbn-
HEHWe e NPoBeEH aHanu3 Ha 61oKeTHOTO Bb3aelcTe. PesynTartu: B pesyntat Ha npoBeAeHUS HEMbIIeH UKOHOMUHYECKH
aHanua Ha pasxoguTte 3a OCT-pbroBoaeHa PCI, ce Bukaa, Ye 0BLyMTe pasxoam 3a eauH nauueHT Bbanusat Ha 4954,89 ns.
Tean pasxoau BKIKOYBAT eauHUYHATa LieHa Ha yetpoiictoto (OCT kateTpm) —2000,00 ne. ¢ AAC, 1 cpeaHo npeTerneHarta
LeHa 3a npunoxexue Ha OCT-pbkoBoaeHaTa PCl — 2954,89 ns. 3akntoueHue: OCT-pbkoBogeHata crpaterus 3a PCl e
CBbP3aHa C MO-BUCOKW MPOLEAYPHI pa3xoau, HO Npu No-6naronpusTHA KNMHUYHM NMOM3N, KOETO B IbITOCPOYEH NNaH £
npaBm pa3xoaHo edheKT/BHA Bb3MOXHOCT 3a BbTPeCh0Ba 0OpasHa AnarHocTuka.

Kniouosu aymu: OMNTUYHA KOXepEeHTHa ToMorpadus, UCXeMdHa BONECT Ha ChbpLIeTo, PapMakoMKOHOMIUYECKa OLieHKa

Anpec
3a kopecnonaeHuns:  n-p ToHu Benukos, e-mail: toni_velikov@abv.bg

Abstract. Introduction: OCT is a noninvasive, contactless, optical method that uses infrared light to produce images of blood
vessel anatomy, tissue microstructure, and stents during cardiac catheterization. Aim: This review aims to present a cost-
effectiveness analysis and budget impact analysis of optical coherence tomography for imaging in patients undergoing
cardiac catheterization and percutaneous coronary interventions. Methods: An incomplete economic analysis was
chosen to evaluate the cost-effectiveness of OCT, in which only direct medical costs were assessed. The time horizon
for estimating the costs and health benefits of OCT was one year. In addition, a budget impact analysis was conducted.
Results: As a result of the incomplete economic analysis of the costs of OCT-guided PCI, it could be seen that the total
cost per patient amounted to BGN 4,954.89. These costs include the unit cost of the device (OCT catheters) — BGN
2,000.00 including VAT, and the weighted average cost of the OCT-guided PCI procedure — BGN 2,954.89. Conclusion:
The OCT-guided PCl strategy is associated with higher procedural costs but with more favorable clinical benefits, making
it a cost-effective option for intravascular imaging in the long term.

Key words: optical coherence tomography, ischemic heart disease, pharmacoeconomic evaluation

Address
for correspondence:  Toni Velikov, MD, e-mail: toni_velikov@abv.bg

This is an open access article distributed under the terms of the Creative Commons Attribution License (CC BY 4.0), which permits unrestricted
use, distribution, and reproduction in any medium, provided the original author and source are credited.



68

T. Benukos, A. [a4esa, I. Crnasues u 0p.

BbBEOQEHME

Ncxemnynara 6onect Ha cepueTo (MBC) e ocHoBHa
npUYnHa 3a CMbPTHOCT 1 3aryba Ha roaMHU XXMBOT, KO-
purMpaHn ¢ otuntaHe Ha yespexagaHusata (DALY), B ce-
ToBeH mawab. ToBa ce Ab/KM MaBHO HA OTHOCUTENHO
BMCOKaTa YeCcToTa Ha (MOBTapPSILLM CE) roNieMUN HeXXenaHu
cbpaeyHo-cbaoBu cboutma (MACE) kato nocneamua ot
MBC, koeTo BOAM OO BUCOKN HMBA Ha XOCNUTanNmM3auums.
JleuyeHneto Ha VIBC BKkntoYBa M3BbPLUBAHE Ha KOpPOHa-
peH Bannac nnv nepkytaHHa KOpOHapHa MHTEPBEHLMSA
(PCI). KopoHapHuaT Gannac e onepaTvBHa Hameca,
KosTo obnekvasa cumntommTe Ha MIBC 1 Bb3cTaHOBsBA
KOpOHapHUs KPpbBOTOK. lMepkyTaHHaTa KopoHapHa WH-
TEepBEHUMNS e npouenypa, npu KOATo ce U3BbpLUBa KO-
pOHapHa aHruonnacTvka u ce noctaBaT meTanHn (BMS)
nUnn megnkameHT-nanwusawum (DES) cteHToBE.

OnTuyHata koxepeHTHa Tomorpadms (OCT) e He-
WHBaH3MBeH, 6E3KOHTaKTEH, ONTUYEH METOA, U3Mon3-
BaLl MH(padYepBeHa CBETMMHA 3a NPOM3BEXOAHETO Ha
n3obpakeHns Ha aHaToOMMATa Ha KPbBOHOCHU CbOBE,
MUWKPOCTPYKTypaTa Ha TbKaHW U CTEHTOBE MO Bpeme
Ha cbpaeyHa kartetepusauus [1]. 3apagu BucokaTta
Ccu pasgenuTtenHa cnocobHocT (akcuanHa 10-20 pym
n ctpaHmyHa 20-90 pm), NpMbnManMTenHO geceT MbTu
no-ronama ot Tasu Ha IVUS [2], OCT pasrpaHuyaBa
BbTPELUHMTE OT BbHLUHUTE enacTUYHM BriakHa, KakTo U1
OTAENHUTE CrnoeBe, CbCTaBsLLM CTEHATa Ha KPbBOHOC-
HuTe cbgoBe [3]. MeguumHckaTa OEeNHOCT No3BossiBa
Aa ce u3Bneye noeseye MHdOpMaLMsa 3a CbCTaBa Ha
TbKaHMTe Bb3 OCHOBA Ha Nonspu3aLnoHHUTE UM CBOW-
ctBa. OCT npepgocTtaBs n3obpaxkeHusi ¢ BUCoka pasae-
nuTenHa cnocobHOCT Ha UMMNNAHTUPAHUA CTEHT, KOETO
€ U3KITYMTENHO NonesHo 3a Haco4yBaHe Ha PCI.

Hacokute Ha ESC/EACTS ot 2018 r. npenopbyBat
ynotpebata MeTOAMKUTE Ha BbTPECHOOBO M300pass-
BaHe kaTo OCT, 3a ga ce OTKpuAT U Moauduumpar
OCHOBHUTE MexaHW4YHU dhakTopu. Te nogyeprasar, ye
ynotpebata Ha BbTpecbOoBUTE OOpPa3HM METOOUKU
kato OCT npegocTtaBs yHuKanHa uHdopmauus 3a oc-
HOBHUTE MEXaHU3MW Ha pecTteHo3aTta B cTeHTa. OCT e
B CbCTOSIHME [a OTKpPME HanM4MeTo Ha HeoaTepockne-
po3a npuv 3Ha4uTeneH 6powi OT Te3n NaumneHTH.

HacTtoawumar nperneq vma 3a uen ga npegcrasu
aHanu3 Ha pasxogHaTta e(PekTUBHOCT 1 Ha OmKETHO-
TO Bb3aencTBme Ha OCT 3a obpasHaTa gmMarHocTtuka
npv NauMeHTn, NOAJIOXKEHN Ha CbpAevHa KaTeTepusa-
UMS M NepPKyTaHHM KOPOHAPHU UHTEPBEHLINN.

MATEPUAN U METOOMU

3a oueHka Ha pa3xoaHaTa edpektuBHocT Ha OCT e ms-
©OpaH HermbreH MKOHOMUYECKM aHanus, Npu KOMTo ca oLe-
HEHM caMo AUPEKTHUTE MeaUUMHCKN pa3xoau. MoHacTos-
wem OCT e 6e3antepHaTUBHA MeauLUMHCKa AENHOCT U €

INTRODUCTION

Ischemic heart disease (IHD) is a major cause of
mortality and disability-adjusted life-years (DALYS)
lost worldwide. This is mainly due to the relatively
high incidence of (recurrent) major adverse cardio-
vascular events (MACE) as a consequence of IHD,
resulting in high rates of hospitalization. Treatment
of IHD includes performing coronary artery bypass
grafting or percutaneous coronary intervention (PCI).
Coronary bypass surgery is a surgical intervention
that relieves IHD symptoms and restores coronary
blood flow. Percutaneous coronary intervention is
a procedure in which coronary angioplasty is per-
formed and bare-metal (BMS) or drug-eluting stents
(DES) are placed.

OCT is a non-invasive, contactless, optical method
that uses infrared light to produce images of blood ves-
sel anatomy, tissue microstructure, and stents during
cardiac catheterization [1]. Because of its high reso-
lution (axial 10-20 ym and lateral 20-90 um), approx-
imately ten times that of IVUS [2], OCT differentiates
between the inner and outer elastic fibers as well as
the individual layers that make up the blood vessel wall
[3]. The medical procedure allows more information to
be extracted about the composition of tissues based on
their polarization properties. OCT provides high-resolu-
tion images of the implanted stent, which is extremely
useful for guiding PCI.

The 2018 ESC/EACTS guidelines recommend the
use of intravascular imaging modalities such as optical
coherence tomography (OCT) to detect and modify un-
derlying mechanical factors. They emphasize that the
use of intravascular imaging modalities such as OCT
provide unique information about the underlying mech-
anisms of in-stent restenosis. OCT could detect the
presence of neoatherosclerosis in a significant number
of these patients.

This review aims to present a cost-effectiveness
and budget impact analysis of optical coherence to-
mography for imaging in patients undergoing car-
diac catheterization and percutaneous coronary in-
terventions.

MATERIAL AND METHODS

An incomplete economic analysis was chosen
to evaluate the cost-effectiveness of OCT, in which
only direct medical costs were estimated. Currently,
OCT is a non-alternative medical procedure and is
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€OVHCTBEHVSAT MHCTPYMEHT 3a M3MepBaHe Ha aebennHara
Ha omnbpo3HaTa Lwarnka, NoKpu1eaLLla MMnuaHaTa CbpLeBu-
Ha Ha atepomara, 1 CrnefoBaTefHoO € U3KIIYUTENHA MO-
[arHocCT 3a OTKpMBAHE Ha Maku, KOUTO Ca CKIOHHM KbM
pasKbCBaHe (aTepoMm € TbHKa MOpPOo3Ha Lwanka).

AHanuante u3nonssaT 34paBHa NepcrnekTMBa U
rmegHa Toyka Ha nnateua HaumoHanHa 3gpaBHOOCK-
ryputenHa kaca (H3OK). MNepcnekTtnBata n rmegHata
TOYKa npeanonarat B aHanuauTe aa 0baaTt BKIHOYEHU
MeLMLMHCKN pa3xonu, BKtoveHu B 6rogketa Ha H30K.

BpemeBuAT XOpPM3OHT 3a OueHKa Ha pasxogute 1
3gpaeHuTe nonau ot OCT e egHa roguHa. MNMpogbrmku-
TENHOCTTa My e cbobpaseHa ¢ nybrnmkyBaHUTE AaHHU-
Te 3a TepaneBTMYHa edurKacHOCT 1 npodun Ha 6eso-
MacHOCT Ha CpaBHsIBaHUTE CTpaTernu.

Pasxogute, cBbp3aHy C NpoBeXaaHe Ha NepKyTaH-
Ha KOpoHapHa WHTepBeHUus, pbkoBogeHa ot OCT, ca
npeacTaBeHn Mo rpynu: pasxoam 3a YCTPOUCTBO, pa3xo-
0N 3a NpUnoXeHne 1 pasxoau, CBbP3aHn C KOHTPON Ha
YCINOXHEeHUATa, B pe3ynTar Ha 3abonasaHeTo. [peasug
NPOLBLIMKNTENHOCTTA HA BPEMEBWSI XOPU3OHT B aHanm3a
Ha OCT (1 rognHa), AUCKOHTUPaHE He e NPUMOXKEHO.

AHanus Ha pa3xodu rpu rnepKymaHHa KOpoHapHa

aHauornnacmuka, pokogodeHa om OCT

3asBeHara uUeHa 3a yctponcTteo e 2000,00 nB. ¢
O0C. 3asiBeHaTa LeHa oTpassiBa pa3xoda 3a KaTeTbp,
konTo crneaga ga 6bae otumtaH kbm H3OK npu 100%
HMBO Ha 3annaiiaHe. CTOMHOCTTA Ha U3OENNETO HEe e
obBbp3aHa C KOHKPETEH NPOM3BOAMTEN.

PCI ce ocbLiecTBsBaT B ycrnoBusita Ha 6onHn4Ha
MeauuuHcka nomoll. MHBasMBHaTa OuarHOCTU4YHA
npoleaypa no oueHka Ha enukapaHnsa KpbBEH MOTOK
BNM3a B UHAMKALUMUTE 3a XocnuTanuaauusi no Knu-
HUYHKU nbTekun (KIM): Ne 17.1 (UHBa3mnBHa guarHocTu-
Ka Ha cbpaeyvyHo-CcbaoBM 3abonsaBaHma Npu nuua Hag
18 rognHun), Ne 20.1 (MHTepBeHUMOHANHO nevyeHne
N CBbP3aHUTE C HEro OMarHoCTUYHM KaTteTapusauum
npu CbpaevHO-CbAO0BM 3abonaBaHnsa Npu nNuua Hag
18 rogunun), Ne 25 (OuarHocTuka n nevYeHne Ha Hec-
TabunHa dopma Ha aHrMHa NeKTopuc C UHBA3UBHO
nscnegsaHe), Ne 26 (dwnarHoctuka u neyeHue Ha
HecTabunHa dopmMa Ha aHrMHa MeKTopuUc C MHTEp-
BeHUMOHanHo nedexne) n Ne 28 (OuarHocTuka u ne-
YeHMe Ha OCTbpP KOPOHApPEH CMHAPOM C nepcucTmnpa-
wa eneBaums Ha ST-CErMeHT C MHTEPBEHLMOHAITHO
neyexwue). NisuncneH e cpegHo npeTerneH pasxoq Ha
6asa eguHUYHUTE LEHN N 0DemMuUTe Ha KINUHUYHUTE
nbTekn, nybnukysaHn B HaumMoHanHMs pamkoB Aoro-
Bop 3a 2022-2025 r. lMpoueHTHOTO pasnpeaeneHne
3a Bcska KI1 e nonyyeHo, KaTto KOHKPETHUAT MPOrHo-
3upaH obem 3a gageHa Kl e cboTHeECEH KbM 06LLOTO
konun4yecTBO 3a Bcuukm BkmnoveHn KI. PasxoguTte ca
npeacrtaseHu B Tabn. 1.

the only tool to measure the thickness of the fibrous
cap covering the lipid core of the atheroma. It is
therefore an exclusive modality to detect plaques
that are prone to rupture (atheromas with a thin fi-
brous cap).

The analyses used a healthcare and payer per-
spective, the National Health Insurance Fund (NHIF).
This assumes that medical costs included in the NHIF
budget should be included in the analyses.

The time horizon for estimating the costs and health
benefits of OCT is one year. This duration is consistent
with the published therapeutic efficacy data and safety
profile of the compared strategies.

Costs associated with OCT-guided percutaneous
coronary intervention are presented by group - device
costs, procedure costs, and costs associated with con-
trol of complications resulting from the disease. Given
the length of the time horizon in the OCT analysis (1
year), discounting was not applied.

Cost analysis of OCT-guided percutaneous

coronary angioplasty

The quoted price for the device is BGN 2,000.00 in-
cluding VAT. The quoted cost reflects the catheter cost
to be reimbursed by the NHIF at the 100% payment
level. The cost of the device is not linked to a specific
manufacturer.

PCls are performed in a hospital setting. The in-
vasive diagnostic procedure of epicardial blood flow
assessment is included in the indications for hospi-
talization under clinical pathways (CP): No 17.1 (In-
vasive diagnosis of cardiovascular diseases in per-
sons over 18 years of age), No 20.1 (Interventional
treatment and related diagnostic catheterizations in
cardiovascular diseases in persons over 18 years of
age), No 25 (Diagnosis and treatment of unstable an-
gina pectoris with invasive procedure), No 26 (Diag-
nosis and treatment of unstable angina pectoris with
interventional treatment), and No 28 (Diagnosis and
treatment of acute coronary syndrome with persistent
ST-segment elevation with interventional treatment).
A weighted average cost was calculated based on unit
prices and clinical pathway volumes, published in the
National Framework Agreement for 2022 — 2025. The
percentage distribution for each CP is obtained as the
specific forecasted volume for a given CP is related to
the total amount for all included CPs. The costs are
presented in Table 1.
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Mo oTHoweHWe Ha pa3xoauTe, CBbpP3aHM C KOH-
TPON Ha yCIOXHeHUsATa OT 3abonsBaHeTo, B MKOHOMM-
YeCKMs1 MOAEN Ca BKITHOYEHW pasxoau 3a MeLMVLMHCKU
AeriHocTn, dhapmakoTepanus U pexabunurauusa npwu
WHapKT Ha muokapaa (M) n ocTbp KopoHapeH CuHa-
pom (OKC). HactbnBaHe Ha nbpeu 1 BTopu MU B yC-
noBusi Ha BONHUYHO neveHne e ocTtonHocTeHo no Kl
Ne 28 (,[dnarHocTvka 1 nevyeHme Ha oCTbp KOPOHapeH
CUHOPOM C nepcuctupalla enesaumst Ha ST-cermeHT
C WHTepBeHUMOHanHo neyexve*). MNpogbmKUTENHOTO
neyeHvne n pexabunutauua cneg MW e ocTtomHocTe-
Ho no KIM Ne 255 (,MpoabmknTenHo nevyeHme n paHHa
pexabunuTaumsa crnep MHgapKT Ha Muokapga u cneg
CbpaeYHn nHTepBeHummn® — cpegHo 10 gHn) n hapma-
koTepanus c clopidogrel. Bcuykn gpyrv Bb3MOXHN yC-
NOXXHEHWSI U HAYUHBT UM Ha OCTOMHOCTSIBaHe ca npeg-
CcTaBeHu B Tabn. 2.

MopgenunpaHe Ha pasxogHata eqeKTUMBHOCT Ha
3gpasHata TexHonorus OCT B HacTosLMA aHanu3 He
€ NPUNOXeHo.

AHanu3 Ha 6roxemHomo 8b30elicmeue

Llenta Ha aHanu3a Ha GHOOKETHOTO Bb3AENCTBUE
€ [a Ce OUEHAT AUPEKTHUTE TroOovLUHU pasxogu OT
OCT npw nauneHTun, NOASIOXKEHN Ha CbpAedHa KaTe-
Tepmsauna n PCIl. AHanu3bT Ha OHIKETHOTO Bb3-
OeNncTBMe e NpoBedeH OT rnefHa Todka Ha nnaTeua
— H3OK. Bcuykn pasxoam, KOUTO He ca OT rnegHa Tou-
Ka Ha 3annawjauiata UHCTUTYLMA, ca U3KMYEeHU OT
HacTOALLUMS aHanus.

In terms of costs associated with the control of
disease complications, the economic model includes
costs for medical activities, pharmacotherapy, and re-
habilitation for myocardial infarction (MI) and acute cor-
onary syndrome (ACS). Occurrence of first and second
Ml in a hospital setting is reimbursed under CP No 28
(‘Diagnosis and treatment of acute coronary syndrome
with persistent ST-segment elevation with intervention-
al treatment’). Continuous treatment and rehabilitation
after Ml is reimbursed under CP No 255 (‘Prolonged
treatment and early rehabilitation after myocardial in-
farction and after cardiac interventions’ - average 10
days) and pharmacotherapy with clopidogrel. All other
possible complications and their costing are presented
in Table 2.

The cost-effectiveness modelling of OCT health
technology was not applied in this analysis.

Budget impact analysis

The purpose of the budget impact analysis was
to estimate the direct annual costs of OCT in pa-
tients undergoing cardiac catheterization and PCI.
The budget impact analysis was conducted from the
payer perspective — NHIF. All costs that are not cov-
ered by the payer perspective are excluded from this
analysis.

Ta6bnuua 1. Pasxoam, cBbp3aHu ¢ NpoBexaaHe Ha NepKyTaHHa KOpOHapHa MHTepBeHUUsA

Table 1. Costs associated with performing percutaneous coronary intervention

KnUHUYHN NbTEKKn EanHunyHa ueHa, n.. OGem %
Clinical pathways Costs per unit, BGN Volume °
KM Ne 17.1 (MHBa3unBHa amarHocTuka Ha CbpAevHO-CbA0BM 3abonsBaHus Npy Nvuua Hag

18 rogunHw) 1134,00 15 538 20.59%
CP No 17.1 (Invasive diagnosis of cardiovascular diseases in persons over 18 years)

KM Ne 20.1 (MHTepBEeHLMOHAMHO NeYeHne 1 CBbp3aHUTE C HEro ANarHOCTUYHM KaTeTepu-

3auun Npu CbpAEYHO-CbA0BM 3abonsBaHns Npu nuua Hag 18 roguHn) o
CP No 20.1 (Interventional treatment and related diagnostic catheterizations in persons 4536.00 11601 15.37%
over 18 years)

KIM Ne25 (OunarHocturka n nedeHne Ha HectabunHa popma Ha aHrMHa NeKTopuc ¢ UHBa-

31BHO M3crneaBaHe 1404.00 23 133 30.66%
CP No 25 (Diagnosis and treatment of unstable angina pectoris with invasive procedure)

KIM Ne26 (OunarHoctuka u nevyeHne Ha HectabunHa popma Ha aHrMHa NeKTOPUC C UHTep-

BEHUMOHArHO NnevyeHne) o
CP No 26 (Diagnosis and treatment of unstable angina pectoris with interventional 432000 17042 22.58%
treatment)

KM Ne28 (duarHoctuka v nevyeHme Ha ocTbp KOPOHapeH CMHAPOM C NepcucTupalla ene-

Bauusl Ha ST-CErMeHT C UHTEPBEHLMOHASHO NeYeHne) o
CP No 28 (Diagnosis and treatment of acute coronary syndrome with persistent ST- 5724.00 8148 10.80%
segment elevation with interventional treatment)

CpepnHo npeterneH pasxog, NB.

Weighted average cost, BGN 2954.89

U3non3BaHu cbkpalweHus: KIM — KnuinuHa nbteka // Abbreviations: CP — Clinical pathway
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Ta6nuua 2. Pazxoau, CBbP3aHN C KOHTPOJ Ha YCNOXHEHUsITA OT 3abonsiBaHeTo
Table 2. Costs related to the control of complications of the disease

YcnoxHeHus Pasxopn, nB. | U3TouHMK

Complications Costs, BGN | Reference

MbpBu MU (1-6 meceL) 5724.00 HPLO 2020 - 2022/ KM Ne 28

First MI (1-6 months) ' NFA 2020-2022/ CP Ne 28

MpoabmkMTenHoO neyeHne n pexadbunurtaums cneg nspsu M (rogu- HPI 2020-2022

LieH pasxod)? 1755.13 NFA 2020-2022

Prolonged treatment and rehabilitation after first Ml (annual cost)?

Btopu MW (1-6 meceL) 5724.00 HP[ 2020-2022/ KIT Ne 28

Second MI (1-6 months) ' NFA 2020-2022

MpoabmknTenHo neyveHne n pexabunutauus cneg stopn MU (rogu- HPI 2020-2022

LIeH pa3xop)? 1755.13 NFA 2020-2022

Prolonged treatment and rehabilitation after second MI (annual cost)?

CpepHo npeterneH pasxog 3a PCl (n3anonssaH e pa3xop 3a KOHTpon HPI 2020-2022

Ha MiA)® 2954.89 NFA 2020-2022

Weighted average cost of PCI (cost of Ml control used)°

OcTbp KopoHapeH cuHgpom (0-6 mecel)? 2769.11 HP[ 2020-2022

Acute coronary syndrome (0-6 months)® ' NFA 2020-2022

OcTbp KOpoHapeH cuHapoMm (6-12 mecen)” 877 57 HPO 2020-2022

OcTbp KOpoHapeH cuHapom (6-12 meceu)r ’ NFA 2020-2022

Bropu MW (0-6 mecen ) 6601.57 HP[ 2020-2022

Second MI (0 - 6 months)e ' NFA 2020-2022

Btopn MW (6-12 mecew)® 87757 HPA 2020-2022

Second MI (6 - 12 months)f ’ NFA 2020-2022

Pa3xon 6e3 HacTbnBaHe Ha cbbuTne (Markov)? 175513 HP[ 2020 -2022

Cost without event (Markov)? ' NFA 2020-2022
HP[ 2020-2022 — pa3xog npu BTopu MU (1-6 mece-
Lia) U roauvLLleH pasxof 3a NPOABINKUTENHO feveHne n

Pasxon 3a MU (Markov) 660157 pexabunuTtauus, pasgeneH Ha ase

Cost per Ml (Markov) ' NFA 2020 - 2022 — the cost of a second Ml (1-6
months) and the annual cost of continuous treatment
and rehabilitation divided by two

Pa3xog 3a npogbmkutenHo neyeHune n Pexabunutauus npu MU HPI 2020-2022

(Markov)? 1755.13 NFA 2020-2022

Cost of continuous treatment and rehabilitation for MI (Markov)?

MostopHa PCI HP[ 2020-2022

Second PCI 2054.89 NFA 2020-2022

MoeTtopHa PCI (Markov)? 175513 HP[ 2020-2022

Second PCI (Markov)? ' NFA 2020-2022

U3non3BaHu cbkpaweHusa: MU — mmokapaeH nHdapkt; PCl — nepkytaHHa kopoHapHa nHTepseHuus; HPO — HaunoHaneH pamMmkoB 4OroBOp

3abenexka: *foguHWTe pasxodu 3a NPOABINKUTENHO NedYeHne n pexabunutaumsa cnep HacTbneaHe Ha MW ca oCTOMHOCTEHM Mo cnegHus
HauuH: 10-gHeBeH npecTtoit no K Ne 28 (c eamHuyHa ueHa 85,02 niB.) + rogumiweH pasxopn 3a Tepanus c clopidrogel (54,73 nB.); SBux Tabn.
1; ®Pa3xop 3a mbpBu MW muHyc cpepHo npeterneH pasxop 3a PCl; ToanwHmnaT pas3xoa 3a NPOAbIMKUTENHO NeYeHne 1 pexabunurtauus cneq
nbpBu MW, pasgeneH Ha aBe. APa3xon 3a nmbpeu MU + pasxog 3a nNpoabiKUTENHO nedeHne n pexabunutaums cned nbpsu MU 3a nepwu-
of oT 6 mMeceua. eTOONWHNAT pa3xod 3a NPOABLIKUTENHO reyveHne u pexabunutaums cnep BTopu MW, pasgeneH Ha ABe — 3a 6 meceua.
Abbreviations: Ml — myocardial infarction; PCI — percutaneous coronary intervention; NFA — National Framework Agreement.

Note: 2Annual cost for prolonged treatment and rehabilitation after the occurrence of Ml were reimbursed as follows: 10-day stay under CP
No 28 (with unit cost 85,02 BGN) + annual cost of clopidogrel therapy (54,73 BGN); °See Table 1; °First Ml cost minus weighted average PCI
cost; Annual cost for continuous treatment and rehabilitation after first MI divided by two. °First M| cost + post-first Ml continuing care and
rehabilitation cost over 6 months. fThe annual cost for continuous treatment and rehabilitation after a second M, divided by two — for 6 months.

BpemeBUSIT XOpPU30OHT BbB Bpb3ka C aHanu3a Ha
BlooKeTHOTO Bb3aencTere € 3 roanHu, a NPOrHO3HUAT
Opoy maumeHTn e npeacTtaBeH Ha Tabn. 3. M3bpaHu-
AT BPEMEBM XOPU3OHT OTrOBaps Ha nepmoaa, 3a KOMTo
H3OK nnaHupa pasyetnte Ha o4akBaHUTE CU ObaeLm
pa3xogn. CtorHoctTa Ha OCT He e o6Bbp3aHa C KOH-
kpeteH nponssoguTen n npu 100% HMBO Ha peumbyp-
cauusi oT H3OK e otyeTteHa Ha 2000 nB. ¢ 4A4C.

The time horizon for the budget impact analysis
is 3 years and the estimated number of patients is
presented in Table 3. The time horizon corresponds
to the period for which the NHIF plans its estimates
of expected future costs. The cost of OCT is not
linked to a specific manufacturer and at 100% NHIF
reimbursement level is reported at 2000 BGN includ-
ing VAT.
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Ta6bnuua 3. MporHoseH 6pow naumMeHTU, Nnogxoasium 3a neyeHme ¢ OCT
Table 3. Estimated number of patients suitable for OCT treatment

lNopmHa 1 lNoguHa 2 lNopuHa 3
Year 1 Year 2 Year 3
[MporHo3eH 6poi nauneHTn, NOAXOAALLM 3a fiedeHne ¢ meguumHeka aenHoct OCT 2100 2500 3000
Estimated number of patients suitable for treatment with OCT procedure

AHanM3bLT JOMycKa, Ye pasxogute 3a MeguuMHcKaTa
penHoct OCT ce octomHocTasat no KIM Ne 17.1 “UHBea-
3MBHa OMAarHOCTUKa NMpu CbpAeYHO-CbAOBU 3a00nsiBaHWS
npv nvua Hag 18 roamnn”, KM Ne 20.1 “ViHTepBeHUpoHan-
HO NeYeHre N CBbP3aHN C HEro ANarHOCTUYHN KaTeTepu-
3aumm npu nuua Hag 18 roguHn”, KM Ne25  [narHoctuka
N INedeHne Ha HecTabunHa dpopma Ha aHrMHa MeKTopuc
¢ nHBasnBHO uscneasane”, KN Ne 26 “[duarHoctuka u ne-
YeHne Ha HecTabunHa hopma Ha aHrMHa NeKTOPUC C UH-
TepBeHumMoHanHo nedenne” n K Ne 28 “OuarHoctvka un
nievyeHne Ha OCTbp KOPOHapEeH CUHAPOM C nepcucTupalLa
eneBaums Ha ST-CErMeHT C MHTEPBEHLMOHAIHO fedeHmne”.

PE3YNTATH

B pesyntaT Ha npoBeneHust HEMbIEH UKOHOMUYE-
CKM aHanu3 Ha pasxoguTte 3a OCT-pbkoBogeHa PCI, ce
BWXAA, Ye 00LUTE pa3xoam 3a eAvH NaumMeHT Bbanuaar
Ha 4954,89 nB. Te3n pasxogu BKIKYBAT eanHUYHATa
ueHa Ha yctpowncteoTo (OCT kartetpu) — 2000,00 nB. ¢
O0C v cpenHo npeterneHarta LeHa 3a NpUoXeHne Ha
OCT—pbkoBogeHaTta PCl — 2954,89 nB. (Tabnuua 4).

AHanun3 Ha 60aXeTHOTO Bb3aencTBme

3a uenuTe Ha aHanu3a e npefcTaBeHa CpefHo
npeTerneHa CTOMHOCT Ha 6asaTta Ha 3asiBeHUTe Konu-
yectBa (06emwn) no HPA (tabnuua 5).

B tabnuua 6 ca npeactaBeHn NPOrHO3HUTE roguLL-
H¥ pa3xoau 3a meguumHckata genHoct OCT npu 100%
3annawlaHe ot ctpaHa Ha H3OK.

OT aHanmMs3a Ha pas3xogute MoXe da ce obobuim,
Yye 3a aHanusmpaHus BpemeBu xopu3oHT OCT yBenu-
YaBa pas3xoguTe 3a feveHne Ha KopoHapHuTe bonectu
npes nscrnegBaHns NPOrHOCTUYEH NEPUOA OT 3 TOANHMW.
PasxoguTe 3a nnateua H3O0K npe3 nbpBata rognHa ot
penmbypcupaHeto Ha OCT ca 10 405 259,06 nB., npe3
rognHa 2 — 12 387 213,17, n 14 864 655,80 nB. npe3
nocrnegHata TpetaTta roavHa oT pasrnexgaHvs nepuoa.

Tabnuua 4. Pe3yntaT¥ OT NpoBeAeHUA aHanus3 pas-
xoa-pesynTtat npu OCT-pbkoBogeHa PCI

The analysis assumes that the cost of the OCT
procedure is reimbursed under CP No 17.1 ‘Invasive
diagnosis of cardiovascular diseases in persons over
18 years’, CP No 20.1 ‘Interventional treatment and
related diagnostic catheterizations in persons over
18 years’, CP No 25 ‘Diagnosis and treatment of un-
stable angina pectoris with invasive procedure’, CP
No 26 ‘Diagnosis and treatment of unstable angina
pectoris with interventional treatment’, and CP No 28
‘Diagnosis and treatment of acute coronary syndrome
with persistent ST-segment elevation with interven-
tional treatment’.

RESULTS

As a result of the incomplete economic analysis of
the costs of OCT-guided PCI, it could be seen that the
total cost per patient amounted to BGN 4954.89. These
costs include the unit cost of the device (OCT cathe-
ters) — BGN 2000.00 including VAT and the weighted
average cost of the OCT-guided PCI procedure — BGN
2954.89 (Table 4).

Budget impact analysis

For the analysis, a weighted average is presented
based on the quantities (volumes) requested under the
NFA (Table 5).

Table 6 presents the estimated annual costs for the
OCT medical procedure at 100% reimbursement by
the NHIF.

From the cost analysis, it could be summarized that
for the time horizon analyzed, OCT increases the cost
of coronary disease treatment over the 3-year forecast
period. The cost to the NHIF payer in the first year
of OCT reimbursement is BGN 10 405 259.06, BGN
12 387 213.17 in year 2, and BGN 14 864 655.80 in the
last third year of the period.

Table 4. Results of the cost-outcome analysis performed
for OCT-guided PCI

Llena, yctponctso, nB. (OCT kateTbp) 2000.00 Price, device, BGN (OCT catheter) 2000.00
Liena npunoxerne OCT—pbkosoaeHa PCI, ne. 2954.89 Costs of OCT-guided PCI, BGN 2954.89
Pa3xop 3a naumeHT, nB. 4954.89 Cost per patient, BGN 4954.89

U3non3BaHu cbkpaweHunsa: OCT — OnTnyHa KoxepeHTHa Tomorpa-
dums (Optical coherence tomography); PCI — lNepkyTaHHa KopoHapHa
VHTEPBEHLMS.

Abbreviations: OCT - Optical coherence tomography; PCl —
Percutaneous coronary intervention.
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Ta6nuua 5. Bxogawm AaHHU — KITMHUYHU NbTEKU, N0 KOUTO Ce OCTOMHOCTABAT pasxoauTe 3a OCT u cpeaHo npeTerneHu

CTOMHOCTU

Table 5. Inputs — clinical pathways for reimbursing OCT costs and weighted averages

HanmeHoBaHMe Ha KNUHWYHA MbTekKa

Homep 06em KNnUHUYHa CToMHOCT Ha % CBHOTHO-
Ha K nbTeka (6bpon) KM (nB.) weHne

CpepHo npe-
TerneH pasxopg
(nB.)

number Name of clinical pathway

CP Clinical pathway CP reimburse- Weighted average
volume (number) ment (BGN) costs (BGN)

% ratio

MHBa3nBHa AnarHocTvka npy cbpaeqHo-CbA0BU
3abonaBaHusa npu nuua Hag 18 rognHn

Invasive diagnosis of cardiovascular diseases in
persons over 18 years

Ne 17.1

15 538 1134 20.563%

MHTepBEHUMOHANHO NeYeHNe U CBbP3aHn C HEro
OMarHoOCTUYHK KaTeTepm3aumm npu nuua Hag 18
Ne 20.1 | roguHu

Interventional treatment and related diagnostic
catheterizations in persons over 18 years

11 601 4536 15.353%

[narHocTuka n neveHne Ha HectabunHa dopma Ha
aHrMHa NeKkTopuc C MHBa3MBHO U3CneaBaHe
Diagnosis and treatment of unstable angina
pectoris with invasive procedure

Ne 25

23133 1404 30.614%

2954.88526

[wnarHocTuka n nevyeHvne Ha HectabunHa popma Ha
aHr1MHa NeKTOpPUC C MHTEPBEHLMOHAITHO NeYeHne
Diagnosis and treatment of unstable angina
pectoris with interventional treatment

17 042 4320 22.553%

[narHoctuka n nevyeHue Ha ocTbp KOPOHapeH
CMHAPOM C nepcucTvpalla enesauusi Ha ST-cer-
MEHT C MHTEPBEHLMOHAMHO NevexHne

Diagnosis and treatment of acute coronary
syndrome with persistent ST-segment elevation
with interventional treatment

Ne 28

8148 5724 10.783%

U3non3BaHu cbkpaweHus: KN — KnuHnyHa nbTteka

Abbreviations: CP — Clinical pathway

Tabnuua 6. BrogxeTHO Bb3AeNCTBUE 32 Nepuoa oT 3 roanHn

Table 6. Budget impact over 3 years

lNoguHa 1
Year 1

lNoguHa 2 FloguHa 3
Year 2 Year 3

Pasxogu, ns.

Costs, BGN 10 405 259.06

12 387 213.17 14 864 655.80

OBCBXAOAHE

B pesyntaT Ha npoBeneHusi HeMbreH NKOHOMUYe-
CKM aHanu3 Ha pasxogute 3a OCT-pwkoBogeHa PCI ce
BMXAa, Ye obLmnTe pasxoam 3a eguH nauueHT 3a Bpe-
MEBM XOPU3OHT OT 1 roavHa Bb3nu3at Ha 4954,89 n..
Tesn pas3xoam BKMOYBAT €AMHNYHATA LeHa Ha yCTpou-
ctBoTo (OCT katetpu) — 2000,00 ne ¢ A4AC, n cpegHo
npeterneHara ueHa 3a npunoxeHne Ha OCT-pbkoOBO-
neHata PCl — 2954,89 nB. MogenupaHe Ha pa3xoguTte
1 aHanu3 Ha YyBCTBUTENHOCTTA HE Ca npunaraHu.

KbM HacTosILLMS MOMEHT KNMHMYHATa NpakTuka B
Bvnrapus He npegnara gpyra MeguumMHCKa OEeHOCT,
3annawaHa ot H3OK, cbCc cxogeH MexaHu3bM Ha
OeVicTBUE Npuy TapreTHaTa nonynauus u criegoBaTeriHo
OCT-pbkogoBeHaTa PCIl ce siBsiBa 6e3anTepHaTuBHa

DiscussIiON

As a result of the incomplete economic analysis
of the costs of OCT-guided PCI, it could be noted
that the total cost per patient over a time horizon
of one year amounts to BGN 4954.89. These costs
include the unit cost of the device (OCT catheters)
— BGN 2000.00 including VAT and the weighted av-
erage cost of the OCT-guided PCI procedure — BGN
2954.89. Cost modelling and sensitivity analysis
were not applied.

Currently, clinical practice in Bulgaria does not offer
any other medical procedure paid by the NHIF with a
similar mechanism of action in the target population,
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Bb3MOXHOCT 3a obpasHa QuarHoCTuka npv naumeHTw,
NOANOXEHN Ha CbpaeyHa kaTeTepusauuns u PCI.

MpoyyBaHe B HupepnaHous nokassa, 4e OCT e
AOMVHMpaLLA Bb3MOXHOCT 3a fIe4YeHNe B CPpaBHEHNE C
IVUS, kato cnectsiBa cpeaHo 0,059 QALY u 282 eBpo
Ha naumeHT [4]. IVUS e gomMuHMpaLLa Bb3MOXHOCT 3a
neyeHne camo KoraTto e CpaBHEH C Hal-Manko énaro-
npuaTHMa mogen 3a OCT. AHanusbT Ha YyBCTBUTEN-
HOCTTa nokasea BepoATHOCT oT 65% OCT pa e uko-
HOMMYECKN Hal-eddeKTMBHa cTpaTerysi 3a neveHue,
HEe3aBMCMMO OT Mpara Ha FOTOBHOCT 3a 3annaljaHe.
MopobHn pesyntat ca MOMydYeHU U 33 BTOPUYHUTE
pesyntatu. Kakto IVUS, taka n OCT ca gomMuHupaLim
B CpPaBHEHWE CbC CaMOCTOSATENHOTO fIEYEHNE C KOPO-
HapHa aHrvorpadwusi, Kato ca Crnevenunn CbOTBETHO
0,784 un 0,844 QALY, cnectaBanikm cboTBETHO 650
eBpo 1 933 eBpo Ha NaLMeHT.

Ha BTOpO MSACTO, HanpaBeHUAT aHanM3 [Oonycka,
Yye nomnsuTe OT pasfnuUyHUTE CTpaTerMu Wwe ce 3anassat
npes uenus mogen. B pesynTtat Ha ToBa BEPOSITHOCT-
Ta 3a CbpOeYHO-CbAOBA CMBPT, peBacKynapusaums u
MW e nocTtosiHHa BbB BPEMETO 3a BCsSKa CTpaTersi Ha
neyenwne. MNMopagu kpatkma nepuog Ha obxeart (1 rogu-
Ha) obaye He e cUrypHO Janu ToBa AOoMnyckaHe e noa-
xogswo. Jones et al. [5] B MHOMOLEHTPOBO KOXOPTHO
npoyyBaHe cpaBHsiBaT obLiaTa CMBPTHOCT MO BCUYKM
npuvunHm cneg PCIl, pbkoBogeHa OT KOpOHapHa aH-
rmorpacus, ¢ PCI, pvkoBogeHa ot IVUS n OCT, cbe
cpenHa NpoabIMKUTENHOCT Ha NpocneasBaHeTo 4,8 ro-
AVvHW. ABTOpUTE Noka3eaT 0bLLa CMbPTHOCT CbOTBETHO
15,7%, 12,2% v 7,7%. Te3un pesyntatu noTBbpxaaBaT
AonyckaHeTo, Ye oblara cMbpTHOCT crieq 4,8 rognHm
e Mno-HMUCKka B rpynuTe C BbTPECBHAOBO PBHKOBOACTEO,
OTKOMKOTO B rpynara, pbKoBogeHa OT KOpOHapHa aH-
rmorpadous.

EpHo npoyuBaHe nokasea, 4e koxopTarta ¢ IVUS/
OCT/FFR Haco4BaHe uMa Mo-HMUCKa BbTPEOONTHUYHA
cmbpTHOCT (OR 0,53 [95% CI 0,50-0,56]), no-kpaTbk
fonHunyeH npecton (4,3 + 4,4 cpewy 5,0 = 5,5 gHu),
HO 3a CMeTKa Ha Mo-BMCOKU pa3xoau 3a xocnuranuaa-
uma (90 683 + 74 093$ cpeluy 74 671 = 75 8419) [6].
MpoyusaHeto EROSION III npn nauneHtn cbe STEMI
C paHHO Bb3CTaAHOBSIBAHE HA MPOXOAUMOCTTa Ha WH-
dapkTHaTa aptepus nokasea, ye OCT-pbkoBoageHaTa
penepdysns B cpaBHEHME C aHrmorpadckm pbKOBO-
AeHata penepdysus € CBbpP3aHO C Mo-HUCKA YecToTa
Ha MMMNNaHTMpaHe Ha CTEHT MO BPeEME Ha MbpBUYHaTa
PCI [7]. ImnnaHTUpaHe Ha CTEHT € U3BbPLUEHO Mpu
49 o1 112 naumneHtn (43,8%) B OCT rpynata v npu 67
ot 114 naumeHtn (58,8%) B aHrmorpadckarta rpyna
(p = 0,024), koeTo nokasa 15% HamaneHuwe Ha UM-
nnaHTupaHeTo Ha cteHT npu OCT pbkoBoacTeo. [Mpu
nauMeHTUTe, NeKyBaHW C MMMIMAHTMPAHE Ha CTEHT,
OCT pbKOBOACTBOTO € CBbP3aHO C GnaronpusiTeH pe-
3ynTaT C NOo-HUCKa ocTaTbyHa aHrnorpadcka cteHosa

and therefore OCT-guided PCI appears to be a non-al-
ternative imaging option for patients undergoing cardi-
ac catheterization and PCI.

A study in the Netherlands showed that OCT was
the dominant treatment option compared with IVUS,
saving on average 0.059 QALYs and 282 € per patient
[4]. IVUS was the dominant treatment option only when
compared with the least favorable model for OCT. Sen-
sitivity analysis showed a 65% probability of OCT being
the most cost-effective treatment strategy regardless of
the willingness-to-pay threshold. Similar results were
obtained for secondary outcomes. Both IVUS and OCT
were dominant compared with treatment with coronary
angiography alone, gaining 0.784 and 0.844 QALYs,
respectively, and saving € 650 and € 933 per patient,
respectively.

Second, the analysis assumes that the benefits
of the different strategies will persist throughout the
model. As a result, the probability of cardiovascular
death, revascularization, and Ml is constant over time
for each treatment strategy. However, because of the
short period (1 year), it is uncertain whether this as-
sumption is appropriate. Jones et al. [5] in a multi-
center cohort study compared all-cause mortality after
angiography-guided PCI with IVUS- and OCT-guided
PCI, with a mean follow-up of 4.8 years. The authors
showed overall mortality rates of 15.7%, 12.2%, and
7.7%, respectively. These results support the as-
sumption that overall mortality after 4.8 years is lower
in the intravascular-guided groups than in the angiog-
raphy-guided group.

One study showed that the IVUS/OCT/FFR-
guide cohort had lower in-hospital mortality (OR 0.53
[95% CI 0.50-0.56]), shorter hospital stay (4.3 + 4.4
vs. 5.0 £ 5.5 days), but at the expense of higher hos-
pitalization costs ($90 683 + 74 093 vs. $74 671 +
75 841) [6]. The EROSION Il trial in STEMI patients
with early revascularization of infarcted artery paten-
cy showed that OCT-guided reperfusion compared
with angiography-guided reperfusion was associated
with a lower rate of stent implantation during primary
PCI [7]. Stent implantation was performed in 49 of
112 patients (43.8%) in the OCT group and 67 of 114
patients (58.8%) in the angiography-guided group
(P = 0.024), indicating a 15% reduction in stent im-
plantation in the OCT-guided group. In patients with
stent implantation, OCT guidance was associated
with a favorable outcome with lower residual an-
giographic diameter stenosis (8.7% + 3.7% versus
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Ha guameTbpa (8,7% + 3,7% cnpsamo 11,8% + 4,6% B
rpynata ¢ aHrnorpadcko Haco4dsaHe; p < 0,001). B go-
MbIiHEHVE, HOBOTO nokoreHune frequency domain (FD)
OCT ypeawn He M3nCKBaT OKIy3us Ha CbAa, KOETO 3Ha-
YATENHO HamansiBa pucka OT XMBOTO3acTpallaBallim
aputmum [8]. 24-mecevHute MACE ca unucneHo (Ho He
CTaTUCTUYECKM 3HAYMMO) NO-BUCOKM B pamoTo ¢ FFR
(10,9% cnpsmo 6,1%). He ce HabniogaBaTt 3HauMmMm
pasnuKkyM Mo OTHOLLEHWE Ha OTAENHUTE KpalHWM TOYKK
MexXxay rpynute (peBackynapusaums Ha cbgoBaTa ne-
3uda 7,5% npu FFR cpewy 2,4% npu OCT, p = 0,20; mu-
okapaeH nHdapkT 2,5% npu FFR cpewwy 0% npu OCT,
p = 0,27; cmbpTHOCT 2,5% npu FFR cpewwy 3,7% npu
OCT, p = 0,68). Te3n JONbIHUTENHN CbOUTUA BOOAT
[0 noBeye xocnuranuaaumy 1 npoLeaypuv no Bpeme Ha
24-mecevHO NpocnesiBaHe, Taka Ye pas3xoauTe, Kou-
TO ca 3Ha4YMMO MOo-HUCKM B Hadanoto npu FFR (2356
+ 762 cpewy 3230 + 1903 eBpo, p < 0,001) [9], He ce
pasnuyaBaT CTATUCTMYECKM 3HAYMMO Mexay naum-
eHtute ¢ FFR n OCT cnepn 24 meceua (2904 + 2028
cnpsamo 3387 + 2092 eBpo, p = 0,10) [10]. Tean 6naro-
NpuaTHU pedyntaTty nokaseat ctoriHocTTa Ha OCT us-
0BpaXkeHMeTo Npy ONTUMU3MPaHE Ha cTpaTtervsTa 3a
penepdysna Ha naumeHTn cbe STEMI. Tpabea ga ce
oTbenexu, ye HAKON NPOyYBaHWUS MOKa3BaT NMoO-B1COKa
pasxogHa edektmBHocT npu FFR [11].

CunHWTe CTpaHu Ha NPUNOXEHNsT HEMbIEH aHanu3
Ha pa3xoguTe Ha OCT-pbkoBogeHa PCl e, ye e npose-
[OEeH B CbOTBETCTBME C JTOKanHaTa KIMHUYHA NpakTmka
N OTpassiBa eKCNepTHOTO MHEHWe Ha BoAellu cneuuna-
nucTu Kapgmonosu B bbnrapus.

HepoctaTbk Ha aHanu3a € HEeBb3MOXHOCTTa Aa
ObAe NpoBeAeH MbieH NKOHOMUYECKU aHanms3 nopaam
nuncarta Ha CpaBHUTENHa anTtepHaTMBa, KOETO BOAM
[0 HECUTYPHOCT B KpanHuTe pesynTtaTtu.

3AKNIOYEHUE

OCT-pbkoBoaeHarta ctpaterus 3a PCl e cBbp3aHa ¢
No-BMCOKU MpoLEeYPHU pa3xoau, HO U C nonyvaBaHe Ha
No-BUCOKM 00aBEHM KIMHUYHM MOM3n 3a NauueHTuTe,
KOETO B ABbJITOCPOMEH NIiaH A NpaBu pasxoaHo epeKTmB-
Ha Bb3MOXHOCT 3a BbTpecboBa obpasHa guarHocTuka.

He e deknapupaH KOHhIUKM Ha uHMepecu
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