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1998-2002 rr., 43 MeanuUMHCKKX yupexaeHus, 429 345 mammorpamm

« CneunduyHocTb cHusunack ¢ 90,2% (00 BBEAEHWSA KOMMBIOTEPHbIX
cuctem anarHoctukm) oo 87,2% (P<0,001)

 [ons 6uoncuin ysennuunace Ha 19,7% (P<0,001)

* [loBbiweHune vyscTBuTENnbHOCTH € 80,4% A0 84,0%, a Takxke
BbISiBNsieMocTn paka ¢ 4,15 0o 4,20 Ha 1000 HabntoaeHui He BbINo
3HaunmbIm (P=0,32 n P=0,90 cooTBETCTBEHHO)
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CIIMBP, ocHOBaHHbIE Ha NpaBuax

Habop npaBun MOXET ObITb UCNOMb30BaH ANst 0OHaPYXEHNS
WHCYNbTa Ha MEAMLIMHCKUX N300paXKeHNsIX, HanpUMep:

—> YHCYIbT 0ObIYHO NOKaNM30BaH B OAHOM NOnNyLIapuy

—> [IErK0e 04aroBOe U3MEHEHNEe KOHTpacTa

—> 110TEPSt aHATOMUYECKUX rPaHuLL
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CIMBP, ocHOBaHHbIE Ha * MeTogb! rnybokoro
MaLLHHOM 00YyYeHNH 0by4eHus — 0by4eHne Ha
npuMepax

o «MW» —nHTENNEKT C
NyyLien NamaTbio 1
BHUMaHWEM, HO UMEHLLNN
npaBo Ha OLWMnBKY



«CbIpble faHHbIEY

KayecTBeHHasi BbIOOpKa
penpe3eHTaTUBHbIX AaHHbIX

—>

‘Data-driven approach’

‘Task-driven approach’

A 4

CIMMBP,
OCHOBAHHblE Ha
MalLLVHHOM
0By4eHNUK




AktyanbHocTb npumeHeHus metoaoB U ana auarHoctuku PC

—> U3MEHEeHUs, HabnoaaeMble C MOMOLLb MarHUTHO-PE30HAHCHOM
Tomorpadouu, XxapakTepHole, HO He cneuutnyHble

—> Ha ocHoe MPT Henb3sa nocraBuTb AMarHo3, 04HaKo 3a4acTyo

pe3ynbTaThl ABNAIOTCS PeLlaloWUMK B MPUHATUN peLLeHus
HEBPOIOrOM W JieyaLL M Bpauom

—> oLmboYHbIN anarHos PC Brevet 3a cobon HenpaBUIbHYKO
Tepanuio, B TOM YiCe, 4OPOroCTOALLMMN NpenapaTamu,
N3MEHsIoLLMMK TeyeHne PC

—> (puHaHcmpoBaHue Tepanumn PC npuxoamTcs npakTuyecku nonHOCTLIO
Ha (beepanbHbIn DIKET (NporpaMma «7 BbICOKO3aTPATHbIX
HO30/10rVI»)



Kputepun MAGNIMS/ McDonald ans guarHoctukn PC — Habop npaBun?

ENTRY
P

uclid’s algorithm for the
reatestcommon divisor [gc
of two numbers

Number of lesions with objective clinical evidence Additional data needed for a diagnosis of multiple sclerosis e
1] INFUT A, B
=2 clinical attacks =2 None*
22 clinical attacks 1 (as well as clear-cut historical evidence of a previous None*

attack involving a lesion in a distinct anatomical locationt)

22clinical attacks 1 Dissemination in space demonstrated by an additional clinical attack
implicating a different CNS site or by MRI$

1 clinical attack 22 Dissemination in time demonstrated by an additional clinical attack or by
MRI§ OR demonstration of CSF-specific oligoclonal bandse]

1 clinical attack 1 Dissemination in space demonstrated by an additional clinical attack
implicating a different CNS site or by MRIF
AND

Dissemination in time demonstrated by an additional clinical attack or by
MRI§ OR demonstration of CSF-specific oligoclonal bands¥|

R

If the 2017 McDonald Criteria are fulfilled and there is no better explanation for the clinical presentation, the diagnosis is multiple sclerosis. If multiple sclerosis is suspected by
virtue of a clinically isolated syndrome but the 2017 McDonald Criteria are not completely met, the diagnosis is possible multiple sclerosis. If another diagnosis arises during the
evaluation that better explains the clinical presentation, the diagnosis is not multiple sclerosis. An attack is defined in panel 1. *No additional tests are required to demonstrate
dissemination in space and time. However, unless MRI is not possible, brain MRI should be obtained in all patients in whom the diagnosis of multiple sclerosis is being
considered. In addition, spinal cord MRI or CSF examination should be considered in patients with insufficient clinical and MRI evidence supporting multiple sclerosis, with a
presentation other than a typical clinically isolated syndrome, or with atypical features. If imaging or other tests (eg, CSF) are undertaken and are negative, caution needs to be
taken before making a diagnosis of multiple sclerosis, and alternative diagnoses should be considered. tClinical diagnosis based on objective clinical findings for two attacks is
most secure. Reasonable historical evidence for one past attack, in the absence of documented objective neurological findings, can include historical events with symptoms
and evolution characteristic for a previous inflammatory demyelinating attack; at least one attack, however, must be supported by objective findings. In the absence of residual
objective evidence, caution is needed. $The MRI criteria for dissemination in space are described in panel 5. §The MRI criteria for dissemination in time are described in panel 5.
qThe presence of CSF-specific oligoclonal bands does not demonstrate dissemination in time per se but can substitute for the requirement for demonstration of this measure.

Nel  EH

Table: The 2017 McDonald criteria for diagnosis of multiple sclerosis in patients with an attack at onset
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«Proof-of-concept»: KOMOMHUPOBaAHHBLIN anNropuT™ ANA
o depeHumansHon auarHoctuku PC, cocyancTbIX naTtonorum

WccnepoBaten.:

M. I'. benses, npod. CKOMKOBCKOrO MHCTUTYTA HaYKW 1 TEXHOMOMMIA
MapTHepbI:

 A. B. Bnagaumupckun, HINL mea. pagnonorum A3M

« B. B. bptoxos, ®I'BHY «Hay4HbIN LEHTP HEBPONOTUM»




«Proof-of-concept»: KOMOMHUPOBaAHHBLIN anNropuT™ ANA
o depeHumansHon auarHoctuku PC, cocyancTbIX naTtonorum

BxoaHble AaHHbIe:

Akc., car. FLAIR: ~300 Habrtogenunn PC, ~1000 koHTponb
BbixoaHble gaHHbIe:

* Ho3onoruveckuin guarHo3 (PC/ cocyaucrtasa natonorus/ Hopma)
 ans vactu cnydvaes ¢ PC — oueHka no wkane MAGNIMS




«Proof-of-concept»: PesynbTtathl

 AHanu3 NOCTPOEHHOro anropuTMa rnokasar, YTo OH CrnocobeH
onpenenaTb rpyoyro nokanusauuto ovara (LLBETOM BbIAENEH CErMEHT
M300paXeHns, BaXXHbIN ANS NPUHATUS peLleHuns)

 AsTOoMatnyeckas oueHka kputepne MAGNIMS —> bonee
MHTEPNPEeTUPYEMbIN Pe3ynbTaT aHann3a



«Proof-of-concept»: BbifiBNeHHble npobneMb|

« COOop penpeseHTaTUBHbIX AaHHbIX KpailHe 3aTpyaHEH
« pexumbl MPT (T1-weighted, T2-weighted, FLAIR, ap.)
HacTpamnBaloTCA Ha Kaxadom Tomorpadpe oTAensbHO (Aaxe oaHOM
MOAENN) 1 NO3TOMY Pe3yrbTaTbl HE3HAYUTENBHO OTNNYAOTCS
* pasnuunsa B npotokonax (PC/ Hopma), mogensx Tomorpadgos
NPUBOAAT K CMELLEHHON BbIDOPKe, NarybHO oTpaxatoLencs Ha
YHMBEPCANbHOCTU PeLLEeHMS

 Bo3moxHocT anpobauum B KNMMHUYECKOW NPAKTIUKE OrpaHNYeHbI B
CBSI3M C 0CODEHHOCTAMY NPeJOCTaBIIEHHOW BbIOOPKY



[Moaxon «AnarHo3-UcKIroYeHue»

PaccesHHbIV cKnepos

VS

Table 8.2 Diseases causing multiple lesions sometimes with a
relapsing-remitting course

Acute disseminated encephalomyelitis
acute haemorrhagic encephalomyelitis
post-vaccinial encephalomyelitis

Systemic lupus erythematosus

Anti-phospholipid antibody syndrome

Primary Sjégren’s syndrome

Behget's disease

Central nervous system vasculitis
as part of a systemic vasculitis
isolated central nervous system vasculitis
systemic sclerosis
Susac syndrome

Noninflammatory vascular disorders
CADASIL

Sarcoidosis

Chronic infections
Lyme disease
meningovascular syphilis
Human immunodeficiency virus (HIV) encephalitis
progressive multifocal leucoencephalopathy
subacute sclerosing panencephalitis
Whipple’s disease

Primary cerebral lymphoma

Mitochondrial disease




[naHbl Ha Onuxanlwee byaywee

[loaxon «anarHo3-UCKNYeHne»

PacLuvpeHue BbIOOPKK:
* HECKOJIbKO YUpEXOEHNA OQHOrO PermoHa
* pasHble Mapku 00opyaoBaHMS
* [aHHble AMHAMWNYECKOro HabnaeHus

Mcnonb3oBaHne KNMHUYECKNX AaHHbIX B LENsIX:
 pa3meTkn DICOM-uccnenoBaHui (KIIMHUYECKMIA ANArHO3)
* MOBbILUEHNS TOYHOCTU anNropuTMa Ha OCHOBE [aHHbIX
ANEKTPOHHbIX MEANLIMHCKMX KapT (HanpuMep, OLIEHKM MO LKane
EDSS)

AnpobaLyst Mogenu B peanbHbIX KIMMHUYECKUX YCIOBUSX
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