Supplement Methods
Invasive Coronary Angiography and intracoronary physiological assessment
All patients received a bolus injection of heparin (5000 IU) and intracoronary bolus injections of nitroglycerin (0.2 mg) before the CAG procedure. Coronary angiograms were analyzed quantitatively using a QAngio XA system (Medis Medical Imaging Systems, Leiden, The Netherlands). Physiological measurements (FFR) were performed for lesions showing intermediate stenosis (visual estimation between 30% and 90% diameter stenosis). All patients were instructed to strictly refrain from ingesting caffeinated beverages after admission. FFR was determined using a Radi Analyzer Xpress instrument with a 0.04 inchcoronary pressure wire (Abbott Vascular, St. Paul, MN, USA). FFR was calculated as the ratio of the mean distal coronary pressure to the mean aortic pressure during stable hyperemia induced by intravenous adenosine (140 μg/kg per minute through a central vein).
The PCI procedure was performed using a 6F system. All patients underwent coronary stent implantation (drug eluting stent (DES) in all patients) with pre-dilatation. The type of stent (second or newer generation DES) was selected at the operator’s discretion, and the strategy was determined by the interventionist. To avoid aggressive stent expansion, online quantitative coronary angiography was used to help determine the proper stent size. Successful PCI was defined as <20% residual stenosis, with thrombolysis in myocardial infarction grade 3 flow, no side branch occlusion (>2mm in diameter) or distal embolization, as well as no periprocedural myocardial infarction (Type 4A). 

CMR Acquisition and Cine-CMR
Images were acquired on a 1.5-T scanner (Philips Achieva, Philips Medical Systems, Best, the Netherlands) with 32-channel cardiac coils before PCI using a general scanning protocol. Cardiac gating and heart rate recording were achieved using the vector-cardiogram device. Cine-CMR was performed using a retrospectively gated steady-state free precession sequence. Twelve short-axis slices of the left ventricle (LV) were acquired from the apex to the base. The cine CMR parameters were as follows: repetition time/echo time, 4.1 ms/1.4 ms; slice thickness, 6 mm; flip angle, 55°; field of view, 350×350 mm2; matrix size, 128×128; and number of phases per cardiac cycle, 20. Gadolinium contrast (Gadovist, Bayer,Leverkusen, Germany) was infused intravenously at a total dose of 0.10 mmol/kg. Fifteen minutes after this injection, LGE images were acquired in the same planes as cine images and imaging parameters were as follows: repetition time/echo time, 3.8 ms/1.28 ms; flip angle, 15°; field of view, 350×350 mm2; acquisition matrix, 200×175; number of phases per cardiac cycle, 20; encoding, 50 cm/s; and slice thickness, 8 mm. The myocardium was divided into 17 segements according to the American Heart Association model. [1] 

Coronary CT-angiography acquisition
When needed, oral and/or intravenous beta-blockers were administered to achieve a target heart rate ≤65 bpm. A non-contrast enhanced CT-scan for the assessment of coronary artery calcification, prospectively triggered at 75% of the RR-interval with 3 mm slice thickness, was followed by CTA. Immediately before CTA scanning, 0.3 or 0.6 mg of sublingual nitroglycerine was administered. The scan was triggered using an automatic bolus-tracking technique with a region of interest placed in the ascending aorta. Images were acquired after a bolus injection of 40 to 60 mL contrast (iopamidol, Bayer Yakuhin, Ltd., Japan) at a rate of 3–6 mL/s, using prospective ECG-triggering or retrospective ECG gating with tube current modulation. Acquisition and reconstruction parameters for the patients in our study were 120 kVp, tube current of 50 to 750 mA, gantry rotation speed of 350 ms per rotation, helical pitch of 8 to 18, field matrix of 512×512, and scan thickness of 0.5 mm. All scans were performed during a single breath-hold. Images were reconstructed at a window centered at 75% of the R-R interval to coincide with left ventricular diastasis.
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