EISIOLOGIA EPICARDICA
PARA /
REVASCULARIZACION

Enrique Gutiérrez baires
Hospital General Universitario Gregorio Maraién



iPor qué no poner stents
directamente?
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LOS STENTS NO PREVIENEN INFARTOS EN



Lesiones de todos los dias

Enfermedad intermedia Enfermedad difusa Varias lesiones. iCudal tratar?



La estenosis mas frecuente es la
dudosa
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iQué es la FFR?



En hiperemia maxima, Q es
proporcional a P. ADENOS!

FFR= PD/PA EN MAXIMA HIPEREMIA




iPara qué sirve?

PARA NO
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O PEOR,
NOCIVAMENT
E




Las lesiones no isquémicas no precisan
angioplastia

The DEFER Study: Flow Chart Cardiac Death and Acute MI after 5 Years
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La angiografia tiene mala corvelacion con
isquemia
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FFR es mejor que angio para revascularizacion

1005 Underwent randomization
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496 Were assigned to
angiography-guided PCI

509 Were assigned
to FFR-guided PCI
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11 Were lost to follow-up

8 Were lost to follow-up
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496 Were included in intention-

to-treat analysis

509 Were included in intention-
to-treat analysis
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JY los indices no hiperémicos?

WAVE FREE PERIOD
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Otros indices no hiperémicos (y aun
hay mas)
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Patients (%)
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Aproximaciones matematicas: QFR

fQFR = 0.75 . cQFR=0.76 aQFR = 0.75

—

* * *

Tu S et al. JACC Cardrovasc Interv.



QFR VALIDACION FRENTE A FFR
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CHINA FAVOR IlI.

A ANGIO
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Otras aproximaciones

Flow
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FISIOLOGIA CON IVUS Y OCT

MLA=2.11 mm?

(6]

UFR =0.62

OFR: OCT BASED PHYSIOLOGY UFR: IVUS BASED PHYSIOLOGY



VALIDACION OFR
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COMBINACION DE FISIOLOGIA Y
VULNERABILIDAD
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LCR+OFR Y PREDICCION DE
EVENTOS
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i Y la
mentira ?
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LA ICP PUEDE PREVENIR INFARTOS.

NOTION 3

Table 2. Angiographic Findings and Characteristics of the PCl and TAVI Procedures.*

Conservative

PCI Treatment
Variable (N=227) (N=228)
Angiographic findings
Median no. of physiologically significant lesions per patient (IQR) 1(1-2) 1(1-2)
No. of lesions with fractional flow reserve <0.80 167 155
No. of lesions with diameter stenosis =90% 184 162
Median largest diameter stenosis (IQ_R) — % 9“&0490) 90 (71~90)
Median SYNTAX score (IQR) 9 (6-14) 9 (5-14)

PCI procedure
Median no. of days from randomization to PCI (IQR)
Timing of PCl — no./total no. (%)

Before TAVI

Concomitant with TAVI

After TAVI

Complete revascularization achieved — no./total no. (%)

9 (1-26) —

163/219 (74) -
37/219 (17) =
19/219 (9) —

194/219 (89) —

Lonborg J et al

. New England Journal of
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NOTION 3. BENEFICIO ICP EN
TAVI

A Death from Any Cause, Myocardial Infarction, or Urgent
Revascularization (primary end point)

Freedom from Primary

End-Point Event (%)
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CONCLUSIONES (ALERTA:
OPINION!!)

* Usa la guia de presion para poner menos stents, y a
poder ser los indicados

* Si no vas a usar la guia de presién, la angiografia
funcional es mejor que la angiografia sola

* Probablemente el futuro es la combinacion de imagen
intravascular con fisiologia derivada

* La revascularizacion puede prevenir infartos. El tema es
en quién



