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‘ Overview:

= Validation and application of FFR in single
vessel, intermediate CAD

m FFR in specific subsets:
o Diffuse disease, tandem lesions
o Bifurcation lesions
o After myocardial infarction

FFR in multivessel CAD

= Ongoing and future studies:
o FAME 2
2o FAME 3




' Validation of FFR

Fractional Flow Reserve

E::trcise e © og g ....,o..o.oéoooo% ogooogo

falllum o o o @ o..o,o....oéoooo@ g o

ol R T ) ogoogo
075

FFR < 0.75 : Sensitivity = 88%
Specificity = 100%

Pijls et al., New Engl J Med 1996,334:1703



Safety of Deferring PCI Based on FFR
5 Year Cardiac Death and Acute MI rate in DEFER ftrial
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FFR and Intermediate Left Main
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FFR and Intermediate Left Main

Survival Rate
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FFR and Intermediate Left Main

MACE Rate
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' FFR in Diffuse Disease

FFR measured in 37 arteries in 10 patients without CAD and in
107 nonstenotic adjacent arteries in 62 patients with CAD
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'FFR Pullback

Distal LAD
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'FFR Pullback

Pullback in Moderately and
Diffusely Diseased LAD

' Distal LAD Proximal LAD |







‘ FFR In Tandem Lesions

RADI
Pullback of Pressure Wire VIEW

During Maximal Hyperemia

Across Mid LAD Across LM




‘ FFR In Tandem Lesions

Pullback of Pressure Wire
During Maximal Hyperemia

Across Mid LAD Across LM
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‘ FFR In Tandem Lesions

FFR of Left Main = 0.72
(In absence of LAD lesion)

" | Proximal to Across LM
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‘ Effect of Tandem Lesions
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‘ Tandem Lesions

Scientific Aspects

g P m ——
Pd_ {p|u-":;p;1) pu'
FFR(A) 0=

Pu_ pm + Pd_ Pu'

_ ( Pu_ pw){ Pm_ Pul)
Pu{pm_ Pw)

FFR(B),.,= |

De Bruyne, et al. Circulation 2000;101:1840-7.
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\ Bifurcation Lesions

FFR in 97 “Jailed” Side Branches
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| Acute Microvascular Damage and FFR

STEMI

Variable Degree of
Reversible Microvascular

Stunning
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| Chronic Microvascular Damage and FFR

Old Myocardial
Infarction
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‘ FFR in Chronic MI (Culprit Vessel)

Comparison of FFR in 57 patients with an MI 2 6
days old to SPECT imaging before and after PCI
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FFR STEMI (Non-Culprit Vessels)

« 101 patients with an acute coronary syndrome
» 112 non culprit stenoses measured acutely and 35+24 days later

1.00-

0.95-
0.90+
0.85-
0.80

0.75
0.70+
0.65-
0.60-
0.55+
0.50-

0.45-
0.40-
0.351
0.301
0.25-
0.20

ACUTE FOLLOW-UP

Ntalianis, et al. JACC: Cardiovasc Interv 2010;3:1274



| Overview:

m Validation and application of FFR in single
vessel, intermediate CAD

m FFR in specific subsets:
o Diffuse disease, tandem lesions
o Bifurcation lesions
o After myocardial infarction

FFR in multivessel CAD

s Ongoing and future studies:
o FAME 2
o FAME 3




‘ FAME Study: One Year Outcomes
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' FAME Study: Two Year Outcomes

FFR-Guided

Survival Free from Major Adverse Cardiac Events
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J Am Coll Cardiol 2010;56:177-184




FAME: Economic Evaluation

Bootstrap Analysis
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FFR-guided PCI
saved >$2,000 per
patient at one year

compared to Angio-
guided PCI

Circulation 2010;122:2545-50.




‘Anatomic vs. Functional CAD

Patients with angiographically 3VD (N=115), proportions per number
of diseased vessels after assessment by FFR

J Am Coll Cardiol 2010:55:2816-21
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' FAME 2
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' FAME 2

Stable patients scheduled for one-,
two- or three vessel DES stenting

FFR in all indicated stenoses
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'FAME 3
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‘ sSummary:

The numerous FFR clinical trials and
applications have refocused PCI from
“Anatomic Revascularization” to
“Functional Revascularization”

(i.e. stenting ischemic lesions and
medically treating nonischemic ones)
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