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Physiology Field Issue in 2023

» Coronary revascularization guided by instantaneous wave-Free
Ratio(iFR) compared with Fractional Flow Reserve(FFR) =
How do we interpret the discordance between the two indices?

» Post-interventional physiological assessment to optimize
immediate revascularization results = The evolving role of
physiological assessment as a functional optimization tool.
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Comparing FFR with iFR guided revasct

Non-Inferiority Trials for Clinical Outcome
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Gétberi, MD et al. J Am Coll Cardiol 2022;79:965-974



SAMSUNG MEDICAL CENTER 4

Comparing FFR with iFR guided revascul

Study-level meta-analysis of the 5-year outcome data in iFR- SWEDEHEART and DEFINE FLAIR

Procedure Data iFR (N=2254) FFR (N=2257) RR [95%CI]

Revascularization performed 1126 (50%) 1236 (55%) 0.91[0.86-0.96] P=0.008
PCI 1008 (45%) 1081 (48%) 0.94 [0.75-0.99]
CABG 118 (5%) 155 (7%) 0.86 [0.75-0.99]
Five-year all-cause mortality and MACE rates were increased
with revascularization guided by iFR compared to FFR.
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Fundamental Reason of Discordance

Stenosis Severity and Invasive Physiologic Indices |

Anatomical Stenosis Severity Hemodynamic Stenosis Severity
(Diameter Stenosis) (Hyperemic Stenosis Resistance)
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The iFR threshold from normal to abnormal was crossed at a slightly more
anatomically or hemodynamically severe stenosis than FFR.
FFR showed more sensitive changes to worsening stenosis severity.




Discordance Between FFR & iFR

Clinical Outcomes of Patients With Discordance Between FFIi and iF

817vessel/573patier

Compar
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ison of 5-year clinical outcomes classified by NHPRs and FFR
Group HR (95% Cl) P value
-t Revascularized Vessel 1.000 (Reference) NA

N 004 9
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Adjusted

5% ClI) p value
eeeeee NA
34-3.94) 0.820

38-3.38) 0.831
|17-516) 0.018

Deferred lesions witﬁ discordant results between NHPRs and FFR showed
higher risk of 5-year VOCO than those with concordant negative.
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Whether iFR can surrogate FFR will be concluded soon.
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Lee SH at al, JACC Cardiovascular Intv. 2019
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PCI has no benefit over OMT in SIHD

Courage trial, N= 2,287 (Median F/U 4.6Y) ISCHEMIA trial, N= 5,179 (Median F/U 3.2Y)

Enrollment Criteria is 270%(with ischemic evidence) or 280%(without ischemic evidence) 74% of Conservative strategy did not CAG, 20% of Invasive strategy did not revascularization.
| A ‘ B | A Primary Composite Outcome HR, 0.93 (95%[c|]’ 0.80 B Death from Cardiovascular Causes or Myocardial Infarction
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therapy therapy E 30 0+ T T T T 1 g 30 T T T T 1
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S.P. Sedlis et al, N Engl J Med. 2015 i
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Years Years
- y Years since Randomization Years since Randomization
No. at Risk No. at Risk No. at Risk No. at Risk
'F‘,"Celd“a' therapy Hig igg; g;; g;; ggg :ﬁ gig }%z gﬁceldlcal therapy ﬂig igi? ggi g;; g;’; :‘1’2 ;gg gg Conservativestrategy 2591 2548 2065 1445 844 349 | Conservativestrategy 2591 2452 1931 1321 747 298
| Invasive strategy 2588 2518 2061 1431 827 317 Invasive strategy 2588 2379 1931 1313 742 283

As an initial management strategy in patients with SIHD,

PCI did not reduce the risk of death, MI, or other major cardiovascular events when added to OMT.

William E. Boden et al, N Engl J Med. 2007 April 12, 356:1503-1516
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PCI has no benefit

FAMES3 trial, N= 1,500 (FFR CR vs. Angiographic CABG) ~ REVIVED-BCIS2 trial, N 700 (Medlan FIU 41M) H

Enroliment Criteria Stenosis 250% in 3 Epicardial vessel or Major side Branch, no LM, PCI FFR < 0.8 PCl vs. OMT in Ischemic LV systolic dysfunction(LVEF 35% or less)
c ite of death. ML strok ) \arizat Cumulative Incidence of
i omposite of death, MI, stroke, or repeat revascularization 100
1 Dea"_‘ fr(_)m _any Cause or . PCl: 129 events (in 37.2% of patients)
90+ 20 hospitalization for heart failure 90+ Optimal medical therapy: 134 events (in 38.0% of patients)
30 16| HR1.5,95%Cl, 1.1t0 2.2 | T 20
sl P=0.35 for non|nfer|or|-ty Echocardiographic fot_lmat fLVEF(mean dlfference 0.9% ;— Eazard ratio, 0.99 (95% Cl, 078—127)
X 604 .
— al medical therapy _J 2
2 sl The reliablilty of PCI strategles is being challenged in
,ﬂ "
S 40- Iy
Stable Ischemic Heart Disease and ICMP Patients.
20— 251, 957 CT, —3.7 10 U.9) u 20 /
10_ 0 6‘ 1‘2 10_ 2 f
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0 T T T T T T T T T T T 1 y°| of Patients ’ - 0 i T T T T T | T |
0 30 60 90 120 150 180 210 240 270 300 330 360 I i 2 0 1 2 3 4 5 6 g 3
Days since Randomization Years since Randomization
No. at Risk N Risk
PCI 757 728 721 713 707 702 697 696 693 687 678 674 670 0. at Ris
CABG 743 709 701 698 695 693 691 686 683 682 679 679 679 PCl 347 295 262 179 130 80 32 14 3
Optimal medical therapy 353 299 276 191 142 82 33 10 1

In 3VDs patients, FFR-guided PCI was not found to be noninferior to CABG.

PCI did not result in a lower incidence of death from any cause or hospitalization for heart failure.
Fearon W et al, N Engl J Med. 2022; 386:128-37
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s it really a good validate?  adte
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Interventionists said, is Angiographic PCI enough to resolve is hmia?
Courage trial, N= 2,287 (Median F/U 4.6Y) ISCHEMIA trial, N= 5,179 (Median F/U 3.2Y)

Enrollment Criteria is 270%(with ischemic evidence) or 280%(without ischemic evidence) 74% of Conservative strategy did not CAG, 20% of Invasive strategy did not revascularization.

There was no mention of use of intravascular There was no mention of use of intravascular
imaging, including the supplementary appendix.| |imaging, including the supplementary appendix.

FAMES3 trial, N= 1,500 (FFR CR vs. Angiographic CABG) ~ REVIVED-BCIS2 trial, N= 700 (Median F/U 41M)

Enroliment Criteria Stenosis 250% in 3 Epicardial vessel or Major side Branch, no LM, PCI FFR < 0.8 PCl vs. OMT in Ischemic LV systolic dysfunction(LVEF 35% or less)
PCl CABG

Characteristic (N=757) (N=743) R .

Pl chractrstics There was no mention of use of intravascular
Staged procedure — no./total no. (%) 166/750 (22.1) NA . . . . .
T NA imaging, including the supplementary appendix.
Median total length of stents placed (IQR) — mm 80 (52-116) NA

I| Intravascular imaging used — no./total no. (%) 87/744 (11.7) NA

Fundamental Reason for Needs of Optimized PCI
T
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Optimized PCI improved clinical outco

IVUS-XPL trial RENOVATE trial ILUMIEN IV trial

Angio vs. IVUS- guided PCI in Long lesion ( = 28mm) Angio vs. IVUS- guided PCI in Complex lesion Angio vs. OCT- guided PCI Angio vs.OCT-guided PCl in Bifurcation lesion
Target-Vessel Failure at 3 Yr I LU M I E N IV tl'ia| #ESCCongress m
g . EZ» OCTOBERTRIAL
P=0.001 03 HEASEE MRG0 Conclusion ‘ OCT or Angiography Guidance for PCl in
o Anglography-guided PCI 0 B B S i e i G e W e L e et i s
| (N=547) comp: with angiog y-quided PCI. | multicentre, randomized, open-label trial i

Impact on clinical practice

OCT-guided PCI led to a larger minimum stent area, enhanced the safety of the PCI procedure o = .
0 and resulted in nearly a two-thirds reduction in stent thrombosis during 2-year follow-up. @ Objective: To assess whether routine optical coherence tomography

However, OCT guidance did not reduce the 2-year rate of target vessel failure compared with (OCT) guidance in PCI of lesions involving coronary-artery branch

angiography-quided PCI.

Cumulative Incidence (%)

points (bifurcations) improves clinical outcomes as compared with

17 : patients —> Angiography-guided PCI
24 Ak Co-primary endpoints

post-PCI minimum stent area assessed by OCT

~
ES Study objectives angiographic guidance is uncertain.

‘E The ILUMIEN IV trial investigated whether OCT-guided PCl is superior to angiography-quided PCI

for minimum stent area and target vessel failure in complex patients and lesions. Inclusion criteria: 1) Stable angina pectoris, unstable

g Follow-up {yf) - 1 2 0 1 angina pectoris, clinically stable non-STEMI. 2) Age 18
w Py ” tients yrs. 3) Able to provide written Informed consent and
— Study population Who and what? patie willing to comply with the specified follow-up contacts.
- > Death from Cardiac Causes Patients with medication-treated diabetes ey
.§' 100+ ey I and/or complex lesions. OCT-quided PCI \/

U4/ 2 < V.28-0U.93) - ©\ o
Where? L3 e g Angiography
'g 6+ 3.8 @ randomised 1:1 .) 2 oCI(";gT:oo:)PCI guided PCI
. =

w o (N=17) Q 18 countries Eﬂa 80 sites e A (n=601)
N

ative Incidence (%) Cumulative Incidence (%)

Target-Vessel-Related Myocardial Infarction
100+ -
HR, 0.74 (95% Cl, 0.45-1.22 e, ® 572 mm? 2
. ﬂ's';ma‘;_gﬁg g’; MACE (cardiac death, target lesion MI, or
56 5.36 mm? 40,001 ischemia-driven target lesion
{ - Z revascularization) at 2 years %
HR 0.70, 95% C1 0.50-0.98, p = 0.035

2-year rate of target vessel failure (composite of cardiac death, target vessel myocardial

infarction, or ischaemia-driven target vessel revascularisation) _

Kaplan-Meier estimated rate ik
Clinically Driven Target-Vessel Revascularization 9"53;:3 g::&?f.;
HR. 0.69 (95% C1. 0.40 ) . -® 8.2% p=0.45 All-cause mortality %
HR 0.56, 95% C10.28-1.10
Between 1-5 Years 5 Years

Stent thrombosis within 2 years

B IVUS-Guidance PCI
W Angiography-Guidance PCI

5.5 °
(N=25) Secondary endpoint
7 Rate hazard ratio 0.36
| —e 05% s 95% Cl 014 to 091
\

Stent thrombosis %
P>0.05
@Esc—

Hong SJ et al, J Am Coll Cardiol Intv. 2020;13(1):62-71 Lee JM et al, N Engl J Med. 2023; 388:1668-79 Ziad Ali et al, N Engl J Med. 2023; 389:1466-76 Holm et al, N Engl J Med. 2023; 389:1477-87

" Intravascular Imaging-Guided PCI  Angiography-Guided PCI




How to Optimized PCI using FFR
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FLAVOUR trial, N= 1,682 (FFR Guided 838 vs. IVUS Guided 844 in Intermedlate Lesmn hnon |nfer|or|ty)

How to Define ischemia(=FFR) Vs.
How to Optimize PCI(=IVUS) ????

The initial aim of the trial was to

FFRG IVUS Gr
N=8;‘;“P 40 to 79% gt Aj’”P
ey occlusion by :

visual estimation /
'» on CAG 2
N

—

= = SN

IVUS-guided PCI group

Group Criteria for Successful PCI

Plaque burden at stent edge < 55% and minimal stent area =

The trial aim modified to assess the
non-inferiority of FFR-guided
procedures in comparison with IVUS-
guided procedures in 2017 - FFR
can also optimize PCIl as well as IVUS

of Patients

centage

Patients Who Underwent PCI

33% ‘
Reduction

44.4
(372/838)

65.3
(551/844)

305/305 (100)
305/305 (100)

Lesion success

Procedural success

prove t —
wided{ No difference was observed in patient-reported outcomes between the  }jrea=
trat
discrimi two strategies.
ntermet - PCI Optimization by FFR s as Rellable as IVUS in Intermediate Lesion.
Published results of several studies grEen Post PCI AFFR at stent ([FFR at stent distal edge] - [FFR at
showed that IVUS-guided stenting : stent proximal edge]) < 0.05
could further improve clinical — —— P
OUtcomes . ths rand t Procedural outcome¥**

Device success 305/305 (100) 525/526 (99.8)

525/526 (99.8)
525/526 (99.8)

IVUS findings

Minimal stent area after PCl — mm? —

7.0£2.2

FFR findings

FFR Group IVUS Group

After PCI 0.88+0.06




SAMSUNG MEDICAL CENTER 72

Is it enough to Criteria of optimized PCI 236~

FLAVOUR trial, N= 1,682 (FFR Guided 838 vs. IVUS Guided 844 in Intermedlate LeS|on hnon |nfer|or|ty)

Primary Outcome According to Treatment Optimal PCI vs. Suboptimal PCI
Optimal PCI: FFR-guided PCI 50%, IVUS-guided PCI 54.8%
Medical treatment FFR-guided PCI Post P(jl FFR20880r

| 45~50% of patients did not achieve Stent Optimization in intermediate lesion.
| No difference in POCO between Optimal and Suboptimal PCI in both Strategies.
More discussion is needed on the Criteria of Optimization.

Patients with POCO (%)

0.
1 TOTTY TTroITotTOI T T oOTOTY 1ce
No. at risk Months after Randomization Months after Randomization
=  PCI o Iumen area
a13 V4% 461 489 456 482 45 445 442 413
Cpim n 165 165 164 160 155 183 152 13
IVUS-guided PCI

HR 1.23,95% C1 0.82 - 1.83, P = 0.312
Ly =goid FFR group i Overall p-value = 0.212
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Imaging-Guided Optimization Results in.

i

e, .
B e

RENOVATE-COMPLEX-PCI trial, N= 1,639 (Image 1092 vs. Angio 547 in Complex Lesion)

Imaging- Angiography-
Total
Fremf A F A : Characteristics _ guided PCI guided PCI
Stent Optimization Criteria by Intravascular Imaging (N=2438) (Ne1623) (N<815)
Stent Expans|on :élj;l/tc)tive non-compliant balloon used — 1351 (55.4) 980 (60.4) 371 (45.5)
: : : : x icic <109 “ ” Size of adjunctive balloon — mm 3.5+0.6 3.5+£0.6 3.5+£0.5
V|Sua”y reSIdual anglographlc dla StenOSIS IS 1 O A) AND Maximum inflation pressure — atm 18.9+4.6 18.7+4.6 19.2+4.6

—> Non-LM: In-stent MSA > 80% of the averaae reference lumen area Dimensions of devices — mm

R 55% of patients did not achieve Stent Optimization in complex lesion. |

i

senos| Patients who achieved Stent Optimization reported better clinical outcome -
Stent 4 than patients who did not. -

NO maJUI IIIUIUPHU\JILIUII \\JUIIIIUU Uy di'lT duvutv IIIulu'J.JU\JILIUII VIl ==V, T TTITTT VVILUT

longitudinal extension >1 mm) of the stent.

Only 45% of patients achieve Stent Optimization in complex lesion

12.3% Angiography-guided PCI

Edge Dissection

Cumulative Incidence (%)
=]

) . . . . . comPOSite of - 8.9% Imaging-guided PCI: No stent optimization

No major edge dissection in the proximal or distal 5 mm from the edge of the cardiac death, f 0% magig guided P Sentopiizaton
stent, extends to the medial layer with potential to provoke flow ::allrr?lita\lllss::\llznr:TVR _J-F/—I
disturbances(defined as =60° of the circumference of the vessel at the site of a 0’

. . . . ' 0 1 2 3
dissection or =23 mm in length of the dissection flap) Years of Falowup

No. at Risk

If any of above findings are identified, including additional post-dilatation of the Sf;f:;iﬁf:lizZiistemOpm,zam Z;; 252 iﬁi 122

stent or additional stent implantation is recommended. imaging-guded PCH Stert optimization 496 467 250 103
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What is the PCI Optimization by FFR a6

Association between post-stent FFR and clinical outcofhe

From 2009 to 2014, a total of 574 patients(664Lesions), post PCI FFR 0.87 + 0.05

MACE
100 - 100} P =002
095 El
osof- :]0.6”0“ z a0 | FFR > 0.86
i3 g or
ok | g of FFR < 0.86
070~ i =
065 g E 8-

This study became a Reference for

Optimization Criteria of FLAVOUR trial

i

'8" * o oo
L ° ¢ ® °
% e, °oe® o %o’ % :‘ o.o o, o, © e % o
8l ® o ® o oe® %% o o
Sk = ™ e e o o pe + ™ oo I
X ® ®
- ° e o o e o ® o®
o °
B B
s @ @
2 o
EE. ® e
& g

This study became a Reference for
Optimization strategy of TARGET-FFR

020 FFR < 0.86 080 B 060
015 184 123 76 24 —
0.10 q . 0.50 - 0.50 ( >
Basclns FFR Post PCIFFR e DES_BMS_FFR £ < N =
—— DES & FFR > 0.86 8§ 040 0.40
L —— BMS & FFR > 0.86 § _/ g

= 20 i 8512 i ';'::EE %‘2‘6‘ E O P <.0001 g P=.0013

E i 'ﬁ - g . — § 0.30

E e R T 5 E C) @Q C\}()

s 7o} S . R % '

i;" s Il P <0.01 e T 8

= | I

@ 50 H

40| Difference between BMS and DES in Optimization cut-off value |: T T Y e e - T
5] 500 3000 7500 2000 ) ! ) " Mean post-PCI FFR ) ) ’ ’ ’ " Mean post-PCI FFR ) } '

Number at nsk Time (Days)

DES % F:ls:sﬁl P es 293 161 61 o S . . . . .

BMS & FFR > 0.86 e o v . Post-PCI FFR 2 0.90 was associated with significantly lower risk of repeat PCI

R ‘; Z‘Z 68 39 16 o (OR 0.43, 95%Cl 0.34-0.56, P = .0001) and MACE (OR 0.71, 95%CI 0.59-0.85, P = .0003)

BMS & FFR =< 0.

= - " 2 e Agarwal et al, J Am Coll Cardiol Intv 2016;9:1022-31




What is the PCI Optimization by FFR
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Post-stenting FFR assessment for PCI optimization
TARGET-FFR-> single-centre, RCT, Post-PCI Pts. N=260 A total of 574 patients(664 Lesions), F/u 31+16m

FFR-guided optimization(n=131) vs. standard angiography(n=129) [ e g prienton ] P=0.06
. - . 45% u Post FFR
0.87+0.05 43%
in achieving final post-PCI FFR values = 0.90 1.00 |- P<0.0001 Final FFR
A 0.05 - == = = 5 40% -
=250 0.00 L P<0.0001 = — . ]
Initial Post-PCI FFR Pattern of Residual Disease B 5 & 7 ~
21(85%) 0.85 |- R = 35% - P=0.09 34%
" m[ﬁm 0.80 |- S et I :
m 150 135 (52%) & = ).—:- e : =
o FFR 0.80 - 100 10 B”" 0.75 Fo o Subsequentlnterueﬂtlons 30% -
w0 a0 [199(.; 0.70 |- e 5% a42% 26%
<0.90 - >0.80 369 17 [?%l - e 3
< o 0.65 = = # 40% 25% -
2050 TR 238t || mimd P 0.60 - o 35% 33% =
. D 0.55 |- ot 20% | o
Patients with Final FFR 20.90 Patients with Final FFR £0.80 - e P=0.01 17%
- 1o 0.50 |- 27 [ 5%
10% difference 11.2% difference . s 7 L 15% |
o P=0.099 - P=0.045 0.45 - g /’/ 20% 18% 12%
0%  N=121 e N=118 0.40 |- A . vox ST
o977 { P<0.0001
2% 38.1% 1% 29.8% = 7/
o 38.1% 2 18.6% 0.35 | 8 N7 o o - 7%
" x 0.30 |- ' o 59 |
N a7
n=239* PIOS Control =233 PIOS Control 0.25 = o ok 1%
- v — . 0.20 |- | Post Dilation Additional Stenting PD+ AS wusfoct 0%
hysiology-guided Incremental Optimization Strategy Baseline FFR Post PCI FFR Final FFR <075 07508 | 0.81-085 086-09¢ >091

Hyperaemic trans-stent gradient 20.05:

Post-dilate with larger NC balloon to 18atm. [LACEAAIE]

Approximately 40% of patients had a physiologically Optimal result after
PIOS-PCI( =2 0.90). Over 70% of patients had a physiologically Optimal
result after Subsequent Intervention( 2 0.86). FFR-guided optimization
strategy did reduce the proportion of patients with a final FFR < 0.80.

Repeat

Focal FFR increase 20.05 in an
Pullback

unstented segment <20mm:

Y Focal Step 20.05
Deploy additional stent.

Repeat

Pullback FFR still <0.90: If either of the above criteria

remain, option of further post-dilation or one
more additional stent

Repeat
Result Accepted.
Pullback Procedure Complete.

D. Collison et al. European Heart Journal 2021; 42, 4656-4668




SAMSUNG MEDICALCENTER 76

Prognostic Impact of Post-PCl FFR

What is the Best cut-off of Post PCI FFR in 2" generatioh DES

First Author, Flu,

Ito etal, 2014 97 SIHD or ACS(nonculprit) 17.8(Median) FFR<0.90 MACE 17% vs. 2%; p=0.02

Several Post PCl Indices have been presented through many studies.
l However, there is controversy over what is the Best Cut-off Value.
Low post-PCI FFR values were common after 2" DES implantation, and
— were independently associated with future risk of TVF.

ZUT STHD WITIT 0 1novo 2 FFR X U.00 VOCE 10g-Tank p = U.UUZ
LAD lesions D-index < 0.017/cm MACE log-rank p = 0.084
FFR < 0.86 MACE FFR~ 23% vs. 17%; p = 0.02

Resting Pd/Pa<0.96 MACE Resting Pd/Pa~ 24% vs.15%; p = 0.0006

TVF FFR~ 10.3% vs. 2.5%; p < 0.001
<
f::ni'::nri‘:)’ A5 2 ;';':t% o.gg Pa<ogy TVF Resting PdiPa~ 6.2% vs. 2.5% p=0.029
P g =%9€ " FFR> 0.81 and Resting Pd/Pa > 0.93 were achieved in 81.5%, 63.1%

MACE (HR, 1.08 [95% ClI, 0.73-1.60]; P=0.707),
959 SIHD or ACS 24 FFR<0.90 TVR (HR, 1.91 [95% CI, 1.06-3.44]; P=0.030)
FFR 2 0.91 was achieved in 58% of Patients

ko g
o ; :

b.001.

Hw.

Y]

Hoshino et al, 2019

Hakeem et al, 2019 574 SIHD or ACS 30
Shin et al, 2020

Diletti et al, 2021
FFR-SEARCH

LEE JM et al. JACC: Asia 2021;1:14-36

B Diletti et al, Circ Cardiovasc Interv. 2021;14:009681
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Current Evidence for Clinical Implications of Post-PCI FFR

Post-PCI

FFR Gain After PCI
A FFR (absolute) or Percent FFR increase (relative) is

significantly associated with angina severity, quality of life,

and clinical outcomes.

*  Higher A FFR was associated with greater
improvement in angina severity and quality of life.

«  Percent FFR increase had incremental prognostic
value in addition fo clinical risk factors and post-PCI
FFR for target vessel failure,
Optimal cut-off value of A FFR >0.18
Optimal cul-off value of Percenl FFR increase »15%

Post-PCI FFR - Suboptimal result

IVUS or OCT can reveal potential mechanism of
suboptimal post-PCI FFR.

Adjunctive intervention can further improve post-PCl FFR.
9%-11% of diffuse atherosclerosis can be resulted in post-
PCI FFR £0.80, even with high pressure inflation or
additional stenting.

Trans-stent FFR gradient
+  Independent predictor of MSA<5,5mm? (by IVUS)
+  Associated with binary restenosis,

Optimal cut-off value <0.04

Post-PCI FFR Step-up or D-index’

. Represents residual atherosclerotic disease,

*  Associated with suboptimal post-PCI FFR.

+  Presence of post-PCI FFR step-up associated with
binary restenosis

+  Optimal cut-off value of D-ndex <0.017/cm

‘D-index = FFR step-up amount / distance

Post-PCI FFR - Prognostic Impact

*  Post-PCI FFR cannot be approximated by
angiographic residual diameter stenosis.

+  Lower Post-PCl FFR is associated with higher risk of
clinical events

+  Post-PCI FFR alone showed limited predictability for
clinical events.
Optimal cut-off value >0.84 to 0.98

Post-PCI FFR - LAD vs. non-LAD
+  Post-PCI FFR is significantly lower in LAD than non-

LAD vessel despite similar angiographic stenosis.
+  LAD s an independent predictor of low post-PCl FFR.

+  Optimal cut-off value in LAD for clinical events was
different in non-LAD.

Psd/ Psp

3 -

0.85

08 -

0.85 -

*e

0.38
pf0.01

i

05 0.6 0.7 0.8 05 1

MSA / Reference Area

LEE JM et al. JACC: Asia 2021;1:14-36
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Summary

We should understand fundamental difference of FFR and iFR.
It will soon concluded whether iFR can surrogate FFR and what is more reliable.

Post-PCI FFR can improved final revasculaization results by further optimizing
procedure.

Physiology-guided optimization strategy(PlOS) did reduce the proportion of
patients with a final FFR = 0.80.

Low post-PCl FFR values were common after 2"d DES implantation, and were

independently associated with future risk of TVF.
T



Thank You

For your attention

% SAMSUNG
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