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Abstract
Flow fractional reserve (FFR) allows to evaluate the 
functional significance of coronary artery lesions, 
through the ratio of the mean coronary artery pressure 
after the stenosis to the mean aortic pressure during 

maximum hyperemia. The actual widely accepted cut-
off value is 0.80. Below this value a coronary lesion 
is considered significant and therefore it requires 
invasive revascularization. Several studies [in particular 
Fractional Flow Reserve vs  Angiography for Multivessel 
Evaluation 1 (FAME-1) and FAME-2] have shown the 
relationship between FFR measurement and hard 
end-points (death, myocardial infarction, and urgent 
revascularization). Consequently, FFR evaluation 
represents the cornerstone in the decision-making in 
intermediate coronary lesions. Recent studies paved the 
way for further applications of FFR evaluation in complex 
and tricky clinical settings. In this paper, we perform 
an overview of the data regarding contemporary 
application of FFR. In particular, we review the use of 
FFR in: left main intermediate stenoses, serial stenoses, 
evaluation after stenting, guidance in coronary artery 
bypass surgery, and acute coronary syndrome. All the 
data presented in our overview confirm the essential 
role of FFR assessment in the daily clinical practice. The 
shift from “operator-dependent” to “FFR-dependent” 
evaluation in intermediate coronary artery stenosis 
is of paramount importance in order to improve the 
prognosis of our patients, through the discrimination of 
the functional role of every single coronary stenosis.
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Core tip: Fractional flow reserve (FFR) evaluation is well 
validated in intermediate coronary lesions. Still, there 
are several clinical settings in which its use is debated. 
In this paper, we perform an overview on the available 
data regarding FFR and complex clinical settings, as left 
main intermediate stenoses, serial stenoses, evaluation 
after stenting, guidance in coronary artery bypass 
surgery, and acute coronary syndromes.

EDITORIAL

678 August 16, 2015|Volume 3|Issue 8|WJCC|www.wjgnet.com

Fractional flow reserve: Current applications and overview 
of the available data

Submit a Manuscript: http://www.wjgnet.com/esps/
Help Desk: http://www.wjgnet.com/esps/helpdesk.aspx
DOI: 10.12998/wjcc.v3.i8.678

World J Clin Cases  2015 August 16; 3(8): 678-681
 ISSN 2307-8960 (online)

© 2015 Baishideng Publishing Group Inc. All rights reserved.

World Journal of
Clinical CasesW J C C



Tebaldi M, Campo G, Biscaglia S. Fractional flow reserve: 
Current applications and overview of the available data. World 
J Clin Cases 2015; 3(8): 678-681  Available from: URL: http://
www.wjgnet.com/2307-8960/full/v3/i8/678.htm  DOI: http://
dx.doi.org/10.12998/wjcc.v3.i8.678

INTRODUCTION
Fractional flow reserve (FFR) is an objective method 
to assess the functional significance of coronary artery 
lesions. FFR is defined as the ratio of maximal achievable 
blood flow in coronary artery to the hypothetical 
maximal achievable blood flow in the same artery in the 
absence of stenosis. It is derived from the ratio of the 
mean distal coronary artery pressure to the mean aortic 
pressure during the period of maximum hyperemia. 
Initial studies suggested that the cut-off value of 0.75 
was reliable in the identification of ischemia-producing 
lesions. Afterwards, several outcome studies[1,2] validated 
the cut-off value of 0.80, which is actually widely 
accepted.

CLINICAL STUDIES
The randomized clinical trial FFR to Determine the 
Appropriateness of Angioplasty in Moderate Coronary 
Stenoses (DEFER) first evaluated the clinical benefit of 
FFR-guided revascularization. This study enrolled 325 
patients with intermediate coronary stenosis. Patients 
with FFR value < 0.75 underwent percutaneous 
coronary intervention (PCI) (reference group, n = 144),
whereas patients with an FFR value ≥ 0.75 were 
randomly allocated to PCI (perform group, n = 90) vs 
medical therapy (DEFER group, n = 91). At a median 
follow-up of 5 years, the prognosis of “non-ischemic” 
stenosis (FFR ≥ 0.75) was excellent even without the 
placement of a stent[3,4]. In the Fractional Flow Reserve 
vs Angiography for Multivessel Evaluation (FAME) 
study, 1005 patients with multivessel coronary artery 
disease were randomly assigned to PCI with drug-
eluting stents guided by angiography alone or guided 
by FFR. Patients randomized to receive PCI, underwent 
stenting of all lesions; whereas those randomized to 
receive a functional assessment of coronary stenosis by 
FFR, underwent PCI only if FFR value was ≤ 0.80. The 
study showed a statistically significant reduction of the 
primary end point at 1 year (a composite of death, MI 
and repeat revascularization) in favor of the procedure 
guided by FFR (P = 0.02)[5]. In the subsequent FAME-2 
trial, patients with stable coronary artery disease and 
at least one stenosis with FFR ≤ 0.80, were randomly 
allocated to medical therapy alone or to medical therapy 
plus PCI. The trial was stopped prematurely due to 
a highly significant difference in the incidence of the 
primary endpoint (a composite of death, myocardial 
infarction, and urgent revascularization) in favor of FFR-
guided PCI, entirely driven by lower incidence of urgent 

revascularization. There were no statistically significant 
differences with regard to death or MI between the 
two groups[2,6]. In summary, FAME-2 showed that FFR-
guided angioplasty reduces the incidence of urgent 
revascularization when compared to medical therapy.

FFR AND LEFT MAIN
In a study published in 2009, Hamilos et al[7] rand-
omized 213 patients with angiographically equivocal left 
main coronary artery stenosis. All patients underwent 
FFR evaluation on left main. When the value was ≥ 
0.80, patients were treated with medical therapy 
alone (non surgical group), while when FFR was < 
0.80, coronary artery bypass grafting was performed 
(surgical group). The follow-up performed at 5 years 
did not demonstrate statistically significant differences 
between the two groups of patients, with regard to 
survival and event-free survival. Percent diameter 
stenosis at quantitative coronary angiography correlated 
significantly with FFR (r = -0.38, P < 0.001), but a very 
large scatter was observed. An important evidence 
emerging from this analysis is that 23% of lesions 
judged less than 50% at angiographic analysis, resulted 
critical after FFR evaluation. It follows that in left main 
intermediate lesions, angiography alone is unable to 
determine whether a stenosis is critical or not, tending 
to underestimate its functional significance. In this 
very important scenario, FFR plays a central role in 
the decision-making. In a worthy editorial by Kern[8], 
the author investigated a particularly complicated 
angiographic scenario, where stenosis in the left main 
(LM) is associated with a stenosis of the left anterior 
descending (LAD). In clinical practice, the sum of 
FFR across both lesions (LM + LAD) determines the 
need to treat, while the pressure pullback recording 
determines which lesion needs to be treated. In fact, 
the lesion with the largest pressure drop (ΔP, not FFR) 
is treated first. Then, FFR evaluation is repeated across 
the remaining lesion in order to decide whether even 
the second lesion needs to be treated. Such a method 
can be used to assess serial LM - LAD disease, but 
this approach engenders a downside: acceptance of 
stenting an unprotected LM after LAD treatment, if FFR 
remains < 0.80. In this particular case, both anatomical 
and physiopathological variables can determine a 
high number of errors. In order to overcome these 
limitations, intravascular ultrasound is frequently used 
to assess the minimum luminal area in the LM. Although 
a minimal luminal area > 6 mm2 is an oft-quoted 
threshold, it represents a conservative approximation 
of true physiology, best indicating a lack of functional 
significance rather than a minimal luminal area < 6 mm2 
being an indication to treat[8,9].

FFR AND SERIAL STENOSES
Kim et al[10] investigated the treatment of intermediate 
coronary stenoses in series on the same coronary artery 
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using FFR pullback pressure tracings. If FFR result was 
< 0.80, the stenosis with the largest pressure step-
up was treated with stenting first. Subsequently, the 
patients were divided into two groups (FFR < 0.8 vs 
FFR > 0.8), according to FFR value after PCI. There 
were no events related to deferral of lesion treatment. 
The evaluation by conventional FFR of a single coronary 
artery stenosis in a vessel where there are several 
intermediate lesions, is underestimated (“apparent 
FFR”). Indeed, in this scenario, the assessment with FFR 
tends to ignore the real contribution of each stenosis to 
the ischemic burden. The real value of the FFR (“true 
FFR”) can be calculated only after the treatment of the 
lesion which gave the largest pressure step-up using 
FFR pullback pressure tracings or by using a more 
complex method described by De Bruyne et al[11] which 
also considers the coronary wedge pressure[11,12]. In 
conclusion, FFR-guided revascularization strategy using 
pullback pressure tracing in serial stenoses is safe and 
effective[10].

FFR AFTER STENT
In a study published in 2011, Nam et al[13] assessed the 
impact of FFR value after stent on MACE (myocardial 
infarction, death, ischemia-driven target vessel 
revascularization) at one year. Patients were divided 
into two groups according to the value of FFR detected 
after PCI (FFR < 90: low-FFR group; FFR > 90: high-
FFR group). The study showed a statistically significant 
MACE reduction in the high-FFR group; for that reason 
the 0.90 value it is considered the cut-off reference to 
obtain after PCI.

FFR AND CORONARY ARTERY BYPASS 
SURGERY
Myocardial revascularization is recommended when 
a large territory of reversible myocardial ischemia is 
present. Of note, patients undergoing cardiac surgery 
usually have a very complex coronary anatomy. In 
such situation, non-invasive functional testing has 
shown many limitations. On the contrary, as described 
previously, FFR is safe and accurate even in patients 
with multivessel disease with multiple stenosis. The 
usefulness of FFR in patients undergoing coronary 
artery bypass surgery was confirmed by the results 
of a registry by Toth et al[14]. In this registry, authors 
evaluated patients with at least one intermediate 
coronary stenosis. These patients were divided into two 
groups: the angiography-guided group, in which patients 
underwent coronary artery bypass graft surgery (CABG) 
solely on the basis of coronary angiography; and the 
FFR-guided group, in which patients underwent CABG 
if FFR was ≤ 0.80, and were treated conservatively if 
FFR was > 0.80. The registry showed that FFR-guided 
coronary artery bypass graft surgery was associated 
with a lower number of graft anastomoses, a lower rate 

of on-pump surgery and a lower rate of angina in the 
absence of an increase of events during follow-up[14].

FFR AND ACUTE CORONARY 
SYNDROME
During the acute phase of acute coronary syndrome 
(ACS), we deal with a non-permanent microvascular 
dysfunction, which both changes during hours and is 
affected by multiple factors (embolization, changes in 
filling pressures, duration and intensity of ischaemia, 
changes in systemic or local vasoconstrictors, etc.)[15]. 
The microvascular dysfunction is a key aspect for the 
evaluation with FFR: a reduced ability to respond to 
vasodilation through adenosine by the microcirculation, 
may cause an underestimation of coronary stenosis. 
At present, the main study evaluating the relationship 
between FFR and outcome in ACS patients is the 
FAMOUS-NSTEMI trial[16]. In this trial, 350 patients 
with no ST-segment elevation MI were enrolled. The 
evaluation using FFR resulted in a reduction of patients 
undergoing PCI without increase of events at 1 year 
follow-up.

CONCLUSION
All available studies suggest that FFR assessment 
should be considered an essential tool in daily clinical 
practice. Therefore, the operator-dependent evaluation 
of intermediate stenosis should now represent just an 
old memory in the history of interventional cardiology. 
FFR value permits to better discriminate the functional 
role of intermediate stenosis significantly improving the 
prognosis of our patients.

REFERENCES
1 Bavry AA, Elgendy IY, Petersen JW. Outcomes associated with 

fractional flow-guided revascularization: a meta-analysis. Clin 
Cardiol 2014; 37: 610-617 [PMID: 25044372 DOI: 10.1002/
clc.22314]

2 Windecker S, Kolh P, Alfonso F, Collet JP, Cremer J, Falk V, 
Filippatos G, Hamm C, Head SJ, Jüni P, Kappetein AP, Kastrati 
A, Knuuti J, Landmesser U, Laufer G, Neumann FJ, Richter DJ, 
Schauerte P, Sousa Uva M, Stefanini GG, Taggart DP, Torracca 
L, Valgimigli M, Wijns W, Witkowski A. 2014 ESC/EACTS 
Guidelines on myocardial revascularization: The Task Force 
on Myocardial Revascularization of the European Society of 
Cardiology (ESC) and the European Association for Cardio-
Thoracic Surgery (EACTS)Developed with the special contribution 
of the European Association of Percutaneous Cardiovascular 
Interventions (EAPCI). Eur Heart J 2014; 35: 2541-2619 [PMID: 
25173339 DOI: 10.1093/eurheartj/ehu278]

3 Kim JE, Koo BK. Fractional flow reserve: the past, present and 
future. Korean Circ J 2012; 42: 441-446 [PMID: 22870076 DOI: 
10.4070/kcj.2012.42.7.441]

4 Pijls NH, van Schaardenburgh P, Manoharan G, Boersma E, 
Bech JW, van’t Veer M, Bär F, Hoorntje J, Koolen J, Wijns W, 
de Bruyne B. Percutaneous coronary intervention of functionally 
nonsignificant stenosis: 5-year follow-up of the DEFER Study. J 
Am Coll Cardiol 2007; 49: 2105-2111 [PMID: 17531660 DOI: 
10.1016/j.jacc.2007.01.087]

680 August 16, 2015|Volume 3|Issue 8|WJCC|www.wjgnet.com

Tebaldi M et al . Fractional flow reserve: An overview



681 August 16, 2015|Volume 3|Issue 8|WJCC|www.wjgnet.com

intervention in patients with serial stenoses within one coronary 
artery. JACC Cardiovasc Interv 2012; 5: 1013-1018 [PMID: 
23078728 DOI: 10.1016/j.jcin.2012.06.017]

11 De Bruyne B, Pijls NH, Heyndrickx GR, Hodeige D, Kirkeeide 
R, Gould KL. Pressure-derived fractional flow reserve to assess 
serial epicardial stenoses: theoretical basis and animal validation. 
Circulation 2000; 101: 1840-1847 [PMID: 10769286 DOI: 
10.1161/01.CIR.101.15.1840]

12 Abbott JD. More than addition: the use of fractional flow reserve 
in serial stenoses. JACC Cardiovasc Interv 2012; 5: 1019-1020 
[PMID: 23078729 DOI: 10.1016/j.jcin.2012.08.003]

13 Nam CW, Hur SH, Koo BK, Doh JH, Cho YK, Park HS, Yoon 
HJ, Kim H, Chung IS, Kim YN, Fearon WF, Tahk SJ, Kim KB. 
Fractional flow reserve versus angiography in left circumflex ostial 
intervention after left main crossover stenting. Korean Circ J 2011; 
41: 304-307 [PMID: 21779282 DOI: 10.4070/kcj.2011.41.6.304]

14 Toth G, De Bruyne B, Casselman F, De Vroey F, Pyxaras S, Di 
Serafino L, Van Praet F, Van Mieghem C, Stockman B, Wijns 
W, Degrieck I, Barbato E. Fractional flow reserve-guided versus 
angiography-guided coronary artery bypass graft surgery. Circulation 
2013; 128: 1405-1411 [PMID: 23985788 DOI: 10.1161/circulationah
a.113.002740]

15 De Bruyne B, Adjedj J. Fractional flow reserve in acute coronary 
syndromes. Eur Heart J 2015; 36: 75-76 [PMID: 25179765 DOI: 
10.1093/eurheartj/ehu362]

16 Layland J, Oldroyd KG, Curzen N, Sood A, Balachandran K, Das 
R, Junejo S, Ahmed N, Lee MM, Shaukat A, O’Donnell A, Nam 
J, Briggs A, Henderson R, McConnachie A, Berry C; FAMOUS–
NSTEMI investigators. Fractional flow reserve vs angiography 
in guiding management to optimize outcomes in non-ST-segment 
elevation myocardial infarction: the British Heart Foundation 
FAMOUS-NSTEMI randomized trial. Eur Heart J 2015; 36: 
100-111 [PMID: 25179764 DOI: 10.1093/eurheartj/ehu338]

P- Reviewer: Gbolade BA, Kai K    S- Editor: Tian YL    
L- Editor: A    E- Editor: Liu SQ  

5 Tonino PA, De Bruyne B, Pijls NH, Siebert U, Ikeno F, van’ t Veer 
M, Klauss V, Manoharan G, Engstrøm T, Oldroyd KG, Ver Lee 
PN, MacCarthy PA, Fearon WF. Fractional flow reserve versus 
angiography for guiding percutaneous coronary intervention. N 
Engl J Med 2009; 360: 213-224 [PMID: 19144937 DOI: 10.1056/
NEJMoa0807611]

6 De Bruyne B, Pijls NH, Kalesan B, Barbato E, Tonino PA, Piroth Z, 
Jagic N, Möbius-Winkler S, Rioufol G, Witt N, Kala P, MacCarthy 
P, Engström T, Oldroyd KG, Mavromatis K, Manoharan G, Verlee 
P, Frobert O, Curzen N, Johnson JB, Jüni P, Fearon WF. Fractional 
flow reserve-guided PCI versus medical therapy in stable coronary 
disease. N Engl J Med 2012; 367: 991-1001 [PMID: 22924638 
DOI: 10.1056/NEJMoa1205361]

7 Hamilos M, Muller O, Cuisset T, Ntalianis A, Chlouverakis 
G, Sarno G, Nelis O, Bartunek J, Vanderheyden M, Wyffels E, 
Barbato E, Heyndrickx GR, Wijns W, De Bruyne B. Long-term 
clinical outcome after fractional flow reserve-guided treatment in 
patients with angiographically equivocal left main coronary artery 
stenosis. Circulation 2009; 120: 1505-1512 [PMID: 19786633]

8 Kern MJ. When does a left anterior descending stenosis alter flow 
across a left main segment?: Interpreting left main fractional flow 
reserve with downstream obstruction. Circ Cardiovasc Interv 2013; 
6: 128-130 [PMID: 23591419 DOI: 10.1161/CIRCINTERVENTI
ONS.113.000308]

9 Fassa AA, Wagatsuma K, Higano ST, Mathew V, Barsness GW, 
Lennon RJ, Holmes DR, Lerman A. Intravascular ultrasound-guided 
treatment for angiographically indeterminate left main coronary 
artery disease: a long-term follow-up study. J Am Coll Cardiol 2005; 
45: 204-211 [PMID: 15653016 DOI: 10.1016/j.jacc.2004.09.066]

10 Kim HL, Koo BK, Nam CW, Doh JH, Kim JH, Yang HM, Park 
KW, Lee HY, Kang HJ, Cho YS, Youn TJ, Kim SH, Chae IH, 
Choi DJ, Kim HS, Oh BH, Park YB. Clinical and physiological 
outcomes of fractional flow reserve-guided percutaneous coronary 

Tebaldi M et al . Fractional flow reserve: An overview



                                      © 2015 Baishideng Publishing Group Inc. All rights reserved.

Published by Baishideng Publishing Group Inc
8226 Regency Drive, Pleasanton, CA 94588, USA

Telephone: +1-925-223-8242
Fax: +1-925-223-8243

E-mail: bpgoffice@wjgnet.com
Help Desk: http://www.wjgnet.com/esps/helpdesk.aspx

http://www.wjgnet.com


	WJCC-3-678
	WJCCv3i8-backcover

