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Application of Quantitative Flow Ratio in Acute Myocardial Infarction
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[ Abstract] Acute myocardial infarction is one of the main causes of death of cardiovascular diseases,and revascularization is the key

treatment to patients with myocardial infarction. Quantitative flow ratio has been a noval non-invasive physiological assessment approach for

coronary artery disease in recent years. A large amount of clinical evidence shows that quantitative flow ratio can guide the complete

revascularization strategy and improve the prognosis of patients with acute myocardial infarction through coronary artery function assessment.

This article mainly introduces the related concepts, clinical research and application progress of quantitative flow ratio in the assessment of

coronary physiology in patients with acute myocardial infarction.
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