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Introduction graft (Fig. 1) and progression of the left CFA stenosis

to 75%. The maximal PSV was 0.78 m/s in the dis-

The natural history of vein grafts following infra- section and decreased to a critical velocity of

0.34 m/s in the distal graft.inguinal bypass surgery is well established.1 Vein-graft

dissections are rare. There is little knowledge regarding The duplex findings were confirmed by arterio-

graphy (Fig. 2). A 95% left CFA stenosis was suc-their natural history, presentation, management and

outcome. A case of vein-graft dissection is described. cessfully angioplastied. The left leg symptoms

improved and the ABPI increased to 0.80. At 48 hoursWe are not aware of any previous reports documenting

a primary peripheral-vein-graft dissection. post-angioplasty, the dissection was still present on

duplex, but the PSV indices had significantly improved

and no further intervention was required. The patient

was discharged on warfarin and re-entered into a
Case Report

graft surveillance programme. The left CFA stenosis

progressed to 99% at three months and was re-angio-
An 80-year-old lady was entered into graft surveillance

plastied.
following a left femoropopliteal in situ vein graft for

At ten months, the patient is virtually asymptomatic
critical ischaemia. At 6 weeks, the patient was

and the ABPI have increased to 0.9. The dissection
asymptomatic and ankle–brachial pressure indices

remains stable on duplex scanning, with a PSV of
(ABPI) were 0.8. Colour duplex scanning identified

three small abnormalities in the lumen of the graft,

which were thought to be valve remnants. The as-

sociated peak systolic velocities (PSVs) were 1.80, 2.50

and 1.50 m/s, with corresponding V2/V1 ratios of 2.5,

2.5 and 1.5. The PSVs in the rest of the graft were

within normal limits (0.70–1.00 m/s). A 40% stenosis

was identified in the left common femoral artery (CFA).

Graft surveillance was continued to monitor lesion

progression.

Eighteen weeks later, the patient presented with

deteriorating claudication symptoms and rest pain.

The ABPI had fallen to 0.45. Duplex scanning showed

a dual-lumen dissection involving the proximal vein

∗ Please send all correspondence to: A. H. Davies, Department
of Vascular Surgery, Imperial School of Medicine, Charing Cross
Hospital, St. Dunstan’s Road, London W6 8RF, U.K. Fig. 1. A duplex scan showing a dual-lumen vein-graft dissection.
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Discussion

Iatrogenic saphenous-vein-graft dissection followed

by occlusion has been reported following routine cor-

onary angiography after coronary artery bypass sur-

gery,2 presenting with chest pain and ST-segment

elevation. The presentation of a dissection in a peri-

pheral-vein graft has not been previously described.

The dissection was identified by colour duplex,

accepted as the most sensitive non-invasive method

of graft surveillance.4 In this report, the pattern of

blood flow during the natural history of a vein-graft

dissection has been described and a further potential

cause of graft failure identified.

Although the dissection was also visible on ar-

teriography on this occasion, the sensitivity of invasive

angiography for detection of vein-graft dissection is

likely to be low. In a recent study, 21 coronary artery

bypass patients underwent angioscopy to assess sa-

phenous-vein-graft morphology following balloon an-

gioplasty of graft stenoses. Angioscopy identified 14

iatrogenic vein dissections compared to only two when

conventional angiography was used.3

The actual incidence of peripheral-vein-graft dis-

section is unknown. This case suggests that vein-graft

dissection can be managed conservatively in the short

term.
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