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[Abstract] Objective: To evaluate the diagnostic value of the difference of corrected contrast
opacification (DCCQO) for coronary in-stent restenosis (ISR) with coronary computed tomographic an-
giography (CCTA),using invasive coronary angiography (ICA) as a reference standard.Methods: Pa-
tients who had undergone coronary artery stent implantation and had CCTA and ICA images within
one month successively were retrospectively analyzed.Intraluminal attenuation in the proximal and dis-
tal of the coronary stent and in descending aorta on the same axial section were measured,recording as
C1.C2,A1.A2.We defined DCCO=C1/A1—C2/A2.All vessels were divided into no-restenosis and in-
stent stenosis groups according to the ICA results (whether diameter stenosis =>50% or not).The di-
agnostical efficiency of CCTA,DCCO and the combination of them in predicting the stenosis were e-
valuated by the accuracy and area under the receiver operating characteristic curve (AUC).Results: 99
vessels of 89 patients were assessed,and the DCCO alone and DCCO/CCTA combination were associ-
ated with the classification of coronary in-stent stenosis, the differences between them were statistical-
ly significant (0.1040.06 vs 0.194£0.08 and 0.3330.23 vs 0.724+0.26 ;both P <(0.05).The perform-
ance of DCCO and DCCO/CCTA combination exceled the CCTA,the AUC of DCCO/CCTA combina-
tion was 0.86,which was significantly higher than DCCO and CCTA (0.82 and 0.72,respectively;both
P <C0.05).Conclusion: The DCCO may increase the diagnostic accuracy of ISR with CCTA.
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