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Abstract In recent years, there has been a growing emphasis on the clinical application of functional indica-
tors for coronary arteries. Fractional flow reserve (FFR) is the gold standard for evaluating coronary functional
stenosis, its high accuracy and clinical value has been confirmed by many studies. However, the FFR operation is
complicated and time-consuming, and requiring the use of microcirculation dilating drugs that some patients can-
not tolerate, leading to a stagnation in its clinical application. Quantitative flow fraction (QFR) overcomes these
major shortcomings of traditional FFR and exhibits excellent consistency with FFR. It demonstrates comparable
diagnostic efficacy across different patient subgroups, rendering it widely applicable and practical in clinical set-

tings. This article will be elaborate based on the principles of QFR, diagnostic efficacy. clinical decision—making,

prognostic risk assessment and other perspectives.
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