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INTRODUCTION:
First ever bypass grafting for peripheral vascular
occlusive disease was performed by Kunlin in 1949
using an autologous saphenous vein as a conduit.1

Since then many studies were performed to find out
the best possible material for bypass grafting as
venous conduit may not be always available. Most
of the studies suggested saphenous vein as the
best conduit  for infragenicular bypasses.2 - 6

Considering the refinement in the prosthetic material
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Department of Vascular Surgery Combined Military Hospital Lahore, from January 2011
to January 2013.

Saphenous vein graft had a superior patency rates at all intervals of time and it needed
lesser redo operations when compared with e-PTFE graft.

Patients with disabling intermittent claudication, rest pain, impending gangrene were
included.  All patient had duplex scan of the affected limb to assess the velocity of the
blood flow in infrainguinal vessels as well as. CTA from infra-renal aorta onwards distally.
At operation popliteal artery was assessed for patency and runoff. Great saphenous vein
was also assessed for diameter (at least 4mm was labeled as suitable). In  non suitable
cases PTFE was used.

To compare the patency rates of autologous saphenous vein and expanded
polytetrafluroethylene graft in femoropopliteal below knee bypass grafting in patients with
peripheral vascular disease.

A total of 200  bypasses were performed in 190 patients. Of these, 102 (51%) patients
had reverse saphenous vein bypass (RSVB) graft and 98 (49%) received expanded
polytetrafluroethylene (e-PTFE) graft. Common indications of operation were intermittent
claudication in 101 (50.5%) and rest pain in 70 (35%) patients. At 3 year post surgery
seven (3.7%) patients were lost to follow-up and 36 (19%) died. Primary patency rate for
e-PTFE graft was 62.9% while it was 86.4% for RSVB graft (p =0.032). The secondary
patency rate in e-PTFE graft was 64.1% and in RSVB graft 85.1% (P = 0.034).
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these days, studies are still being performed whether
p r o s t h e t i c  m a t e r i a l s  l i k e  D a c r o n  o r
polytetrafluroethylene (PTFE) can be a useful
equivalent to autologous vein.7 In many cases
suitable vein cannot be harvested hence synthetic
materials become the only alternative available for
bypass grafting.8-10 Many authors have reported that
PTFE has comparable patency rates to autologous
veins and is considered as a good alternative in
such cases.11,12

This study was conducted to find out if there is any
difference in terms of primary and secondary patency
rates between PTFE and autologous vein for
infragenicular bypass, the probability of occlusion
of these two conduits over the period of time and
options in case of graft failure.

METHODOLOGY:
This was a comparative study performed on all the
consecutive patients who were diagnosed with
peripheral vessel disease and underwent bypass
grafting between January 2011 and January 2013
at the Department of Vascular Surgery Combined
Military Hospital Lahore. Patients with disabling
intermittent claudication, rest pain, impending
gangrene were included. Patients who had distal
anastomosis done above the knee, previous bypass
surgery in same limb, already removed great
saphenous vein, where computerized tomographic
angiogram (CTA) was not possible due to
decompensated renal disease, those unwilling to
undergo bypass grafting and unfit for anesthesia,
were excluded from the study.

Clinical history was obtained from all the patients.
All risk factors for atherosclerosis like diabetes
mellitus, hypertension, smoking and hyperlipidemias
were noted. Patients were also asked about other
vascular events like ischemic heart disease and
stroke. All patients had baseline investigations
performed like complete blood count, renal, hepatic
and coagulation profiles, hepatitis B and C status,
electrocardiogram, echocardiogram. Every patient
had duplex scan of the affected limb to assess the
velocity of the blood flow in infrainguinal vessels.
Furthermore, all patients underwent CTA from infra-
renal aorta onwards distally including both lower
limbs. The infragenicular arteries were scored from
grade 1 to 3 in terms of their degree of occlusion to
assess the distal runoff.13

All patients were assessed by anesthetist one week
before surgery. Pat ients who were on oral
antiplatelets had their medications stopped five days
before surgery and started on 40mg enoxaparin

subcutaneously till the day of operation. Written
consent was obtained for the operation. Patients
received 1.5gm cefuroxime at the time of induction
of anesthesia. During operation, assessment of
popliteal artery and its bifurcation into anterior and
posterior tibial arteries through standard below knee
medial approach was done. Fogarty Fr 4 catheter
was used to assess patency and distal runoff. Bypass
grafting was abandoned and patient was excluded
from the study if distal runoff was felt inadequate at
this stage. Next the great saphenous vein (GSV)
was assessed. It was considered suitable if the
diameter was 4mm or more proximally and distally.
Patients with inadequate GSV underwent bypass
grafting using expanded polytetrafluoroethylene graft
of 6mm diameter. In those with suitable GSV, the
vein was harvested and kept in the heparinized
saline for grafting. The graft was tunneled sub-
sartorially between the infrapopliteal and groin
wounds using 1.2cm diameter tunneler. Before
clamping the arteries, 5000 units of unfractioned
heparin was given intravenously to the patient.
Anastomosis was done in end to side manner using
6/0 polypropylene suture. The proximal anastomosis
was with common femoral artery and distal was with
popliteal artery (proximal to its bifurcation).

Postoperatively warfarin 5mg daily was started on
the day of operation along with enoxaparin 1mg/kg
body weight twice daily subcutaneously. Patient’s
International Normalized Ratio (INR) was checked
on 4th postoperative day. Enoxaparin was stopped
once the target INR between 2.0 to 3.0 was achieved.
Oral warfarin was continued for six months post
operatively. After six months, patients were continued
on lifelong asprin 75mg and clopidogril 75mg daily.

Pat ients were d ischarged once they were
independently mobile. Regular followup visits were
carried out at 6 weeks, 12 weeks, 6 months and 1
year and then continued yearly for a minimum of 3
years. Patients underwent a Duplex scan on every
followup visit. Graft was considered occluded if there
was a drop in distal pressure of more than 20%
when compared with previous visit and a velocity
profile which was consistent with collateral flow in
the tibial and popliteal arteries. Patients were
clinically assessed for ischemia. Those with
symptoms of intermittent claudication were put on
‘wait and see’ policy and in those with rest pain or
impending gangrene, a redo bypass surgery was
performed.

Primary patency was defined as uninterrupted
patency with no further procedure performed on the
bypass or the nearby native vessel. Secondary
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patency was defined as patency after restoration
ofan occlusion with most of the bypass or at least
one anastomosis  re ta ined in  cont inu i ty. 1 3

The cumulative patency rates (CR) for both primary
and secondary patency were calculated using the
life-table analysis. Also calculated was the probability
of occlusion (Qt) and probability of patency (Pt) in
a  g iven t ime in terva l .  Pat ient ’s  base l ine
characteristics were assessed using statistical
package for social sciences (SPSS) version 20. The
numerical outcome like age was calculated as mean
and standard deviation. Gender was recorded as
frequency and percentage. Student t-test was used
to compare the baseline characteristics. The p-value
was calculated and considered statistically significant
if less than or equal to 0.05.

RESULTS:
A total of 216 cases with peripheral vascular disease
needing bypass surgery fulfilling the pre-operative
inclusion criteria were included in this study. Of
these, 26 patients who had poor distal run off on
initial exploration of the popliteal artery were
excluded. Of the remaining 190 cases, bilateral

reconstruction was done in 10 patients. In this group,
seven patients had e-PTFE graft bilaterally and
three had RSVBG bilaterally.  Out of 200 bypass
grafts, 102 (51%) underwent reverse saphenous
vein bypass grafting and 98(49%) e-PTFE grafting.

The median age of patients was 58+12 year with a
range from 42 year to 78 year. In RSVB group
median age was 57+11 year as compared to e-
PTFE group where it was 59+12 year. Patients’ risk
factors for atherosclerotic disease are enlisted in
table I. The indications for operation included
intermittent claudication in 101 (50.5%) patients.
Details are given in table II.

The mean operation time from skin incision to skin
closure was significantly longer in the RSVB (240
minutes) when compared to e-PTFE group (98
minutes) with p-value of 0.002. Superficial wound
infection was noted in 16 (8%) patients which
responded  to oral antibiotics. Hematoma formation
in the popliteal wound was observed in 8 (4%)
patients. I t  needed evacuation under local
anesthesia. None of such cases resulted in re-
operation or graft loss. There was no reported
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Table  I: Baseline Characteristics of the Patients

Total Vein Graft e-PTFE graft p - value

Reconstructions 200 102 98

Median Age(year) 58 57 59 0.12

Gender (Male) 121 70 51 0.24

Gender (Female) 79 32 47 0.21

Risk factors

Diabetes Mellitus 170 76 94 0.04

Hypertension 74 41 33 0.03

Smoking 96 42 54 0.06

Cerebrovascular accidents 21 9 12 0.31

Cardiac history 65 39 26 0.16

Indications

Claudication 101 51 50

Rest Pain 70 37 33

Impending Gangrene 29 14 15

Tibial Runoff (Grade)

3 120

2 56

64 56

25 31

241 10 14

Patency of Autologous Reverse Great Saphenous Vein Versus Polytetrafluroethylene in Below Knee Femoro
popliteal Bypass Grafting
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mortality during their hospital stay or for 4 weeks
after operation.

After 3 years, 36 (19%) patients died and 7(3.7%)
were lost to follow-up. At 3 years, primary patency
rates for e-PTFE grafts were 62.9%; which was
significantly lower than the RSVB where it was 86.4%
(p = 0.032). Furthermore, the secondary patency
rate in e-PTFE group after 3 years was 64.1% while
it was 85.1% in RSVB (p=0.034). The probability of

occlusion is given in table II and III.  The probability
of occlusion when assessed for secondary patency
is give in table IV and V.

In RSVB, 14 (14.2%) bypasses failed. Out of these,
in 11 cases no further intervention was done as the
patients only had minimal symptoms of intermittent
claudication. Two patients underwent redo bypass.
One had autologous saphenous vein from opposite
side and other had e-PTFE graft. One patient refused

Table  II: Clinical Life-Table Analysis of the Primary Patency Rate of e-PTFE graft

Duration Patients
at risk (Pr)

0-6 weeks

Occluded
(Oc)

Died (D) Lost to
Follow

up

Pr’
[=Pr-D/2]

6-12 weeks

12-24 weeks

24-52 weeks

1-2 years

2-3 years

Qt
(=Oc/Pr’)

Pt
(=1-Qt)

Cp
(=Cp*Pt)

102 5 0 0

CR
(=Cp*100)

102 0.049 0.951 0.951 95.1%

97 6 0 0 97 0.061 0.939 0.892 89.2%

91 8 5 1 88.5 0.090 0.910 0.811 81.1%

77 6 5 1 74.5 0.080 0.920 0.746 74.6%

65 4 6 2 62 0.064 0.936 0.698 69.8%

53 5 4 0 51 0.098 0.902 0.629 62.9%

Table  III: Clinical Life-Table Analysis of the Primary Patency Rate of Autologous Reverse
Saphenous Vein Graft

Duration Patients
at risk (Pr)

0-6 weeks

Occluded
(Oc)

Died (D)
Lost to
Follow

up

Pr’
[=Pr-D/2]

6-12 weeks

12-24 weeks

24-52 weeks

1-2 years

2-3 years

Qt
(=Oc/Pr’)

Pt
(=1-Qt)

Cp
(=Cp*Pt)

CR
(=Cp*100)

98 0 0 0 98 0 1 1 100%

98 2 2 1 97 0.020 0.980 0.980 98%

93 4 5 2 90.5 0.044 0.956 0.936 93.6%

82 5 5 0 79.5 0.062 0.938 0.877 87.7%

72 1 3 0 70.5 0.014 0.986 0.864 86.4%

68 0 1 0 67.5 0 1 0.864 86.4%

Table  IV: Clinical Life-Table Analysis of the Secondary Patency Rate of e-PTFE Graft

Duration Patients
at risk (Pr)

0-6 weeks

Occluded
(Oc)

Died (D)
Lost to
Follow

up

Pr’
[=Pr-D/2]

6-12 weeks

12-24 weeks

24-52 weeks

1-2 years

2-3 years

Qt
(=Oc/Pr’)

Pt
(=1-Qt)

Cp
(=Cp*Pt)

CR
(=Cp*100)

102 3 0 0 102 0.029 0.971 0.971 97.1%

99 6 0 0 99 0.060 0.940 0.912 91.2%

93 4 5 1 90.5 0.044 0.956 0.871 87.1%

83 5 5 1 80.5 0.062 0.938 0.816 81.6%

72 8 6 2 69 0.115 0.885 0.722 72.2%

56 6 4 0 54 0.111 0.889 0.641 64.1%
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redo bypass surgery and ended up with below knee
amputation. In e-PTFE group, 32 (31.3%) bypasses
failed. In 14 cases no further intervention was done
as there was only mild intermittent claudication in
such patients. Remaining 18 cases were offered
redo surgery. In 14 such patients a redo surgery
with e-PTFE graft was performed. Of these, 9
patients showed a graft failure again and ended up
with amputations. One patient was lost to follow up
and three patients refused further bypass surgery
and ended up with below knee amputation.

DISCUSSION:
The question whether saphenous vein stands
superior to e-PTFE as a conduit for below-knee
bypass graft surgery is not addressed in studies
from Pakistan. In this study majority of the patients
were followed up in outpatient department. After 3
years of follow-up, a significant difference in primary
patency rates of 86.4% for vein and 62.9% for e-
PTFE (p=0.032) was found. The secondary patency
rates were 85.1% and 64.1% respectively. Veith et
al demonstrated a primary patency rate of 70% in
vein versus 56% in e-PTFE at 3 years.14 This differs
from our series because he had more patients with
gangrene and it can be expected that the outflow in
patients with gangrene is poor compared with those
with claudication. This might explain the less
favorable long-term patency rates described by Veith
et al. Michaels had estimated that 160 grafts are
required in the each group to have a 95% chance
of showing significance, assuming that there is a
20% difference in 5-year patency rates.15 Despite
the fact that we did not include that many patients,
a statistical difference in favor of venous graft was
noted. When the patency rates for vein and e-PTFE
were compared it was found that at all intervals a
better primary patency rate for vein graft was
apparent. Many studies showed that the autologous
vein was a superior conduit than artificial graft.3-6,15

The results of present study are comparable to
international literature in terms of patency rates of
ve in  when compared wi th  ar t i f i c ia l  gra f t .

The statistically significant risk factor differences
between the two groups were the presence of
diabetes mellitus and hypertension. Diabetes mellitus
was significantly more in patients with e-PTFE.
Evans et al and Prendiville et al found that diabetes
has a negative influence on the patency of the
bypass, whereas others did not find that effect.16,17,13

Index study showed similar effect of diabetes
mellitus. However due to smaller number of patients
a type II statistical error can exist.18

Quinones-Baldrich et al and Veith et al suggested
that the e-PTFE graft promotes progression of distal
atherosclerosis hence may be responsible for more
failures.12,14 In our study there were 14 failing venous
bypasses. Of these only three patients had critical
ischemia and needed a reoperation. In the e-PTFE
group, 14 reoperations were performed for 32 failing
bypasses. Clearly, less reoperations were performed
in the venous group. Keeping in view the statistically
significant difference in two groups in terms of re-
operat ions, our study supports this theory.

An advantage of e-PTFE is the significantly shorter
operation time. In our study the e-PTFE operation
was time was 98 minutes as compared to 240
minutes for venous bypass and the difference was
statistically significant thus one can prefer e-PTFE
as bypass graft of choice in patients with short life
expec tancy  and  h i gh  ope ra t i ve  r i s k . 2 , 1 1

The use of e-PTFE did result in a significant increase
in major limb amputation rates when compared with
vein conduits. The patency rates for e-PTFE were
distinctly inferior to those of vein hence significantly
more re-interventions were necessary to maintain
equivalent limb salvages rates. Thirteen below knee
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Table  V: Clinical Life-table Analysis of the Secondary Patency Rate of Autologous Reverse
Saphenous Vein Graft

Duration Patients
at risk (Pr)

0-6 weeks

Occluded
(Oc)

Died (D)
Lost to
Follow

up

Pr’
[=Pr-D/2]

6-12 weeks

12-24 weeks

24-52 weeks

1-2 years

2-3 years

Qt
(=Oc/Pr’)

Pt
(=1-Qt)

Cp
(=Cp*Pt)

CR
(=Cp*100)

98 4 0 0 0.040 0.960 0.960

94 4 2 1 94 0.042 0.958 0.919 91.9%

96%

87 4 5 2 84.5 0.047 0.953 0.875 87.5%

76 2 5 0 73.5 0.027 0.973 0.851 85.1%

69 0 3 0 67.5 0 1 0.851 85.1%

66 0 1 0 65.5 0 1 0.851 85.1%

Patency of Autologous Reverse Great Saphenous Vein Versus Polytetrafluroethylene in Below Knee Femoro
popliteal Bypass Grafting
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amputations were performed in this series giving a
limb salvage rate of 93.5% at the end of 3 years.
In all of these cases, the indication for the
femoropopliteal bypass was gangrene. Veith et al
described limb salvage rates of 77% but when
compared to our study they had a higher number
of patients with gangrene and furthermore the
salvage rate was reported at the end of 4 years
period.14

CONCLUSIONS:
Saphenous vein was superior for bypass grafting
when compared with e-PTFE in terms of higher
patency rates and limb salvage. However when the
vein is unsuitable or not available for bypass, e-
PTFE was a good alternative.

REFERENCES:

1. Kunlin J. Long vein transplantation in
treatment of ischemia caused by arteritis.
R e v  C h i r  P a r i s .  1 9 5 1 ; 7 0 : 2 0 6 - 3 6 .

2. Bergan J, Veith J, Bernhard M, Yao S, Flinn
R, Gupta K, et al. Randomization of
autogenous vein and polytetrafluorethylene
grafts in femoral-distal reconstruction.
Surgery. 1982; 92:921-30.

3. Norgren L, Hiatt WR, Dormandy JA, Nehler
MR, Harris KA, Fowkes FG; TASC II Working
Group.Inter-Society Consensus for the
Management of Peripheral Arterial Disease
(TASC II). J Vasc Surg. 2007;45S:5-67.

4. Johnson C, Lee K. A comparative evaluation
of polytetrafluoroethylene, umbilical vein,
and saphenous vein bypass grafts for
f e m o r a l - p o p l i t e a l  a b o v e - k n e e
revascularization: a prospective randomized
Department of Veterans Affairs cooperative
study. J Vasc Surg. 2000;32:268-77.

5. Gentile T, Lee W, Moneta L, Taylor M,
Edwards M, Porter M. Results of bypass to
the popl i teal and t ibial  arteries with
alternative sources of autogenous vein. J
Vasc Surg. 1996;23:272-9.

6. Schanzer A, Hevelone N, Owens D, Belkin
M, Bandyk F, Clowes W, et al. Technical
factors affecting autogenous vein graft
failure: observations from a large multicenter
tr ial .  J Vasc Surg. 2007;46:1180-90.

7. Illig A, Green M. Prosthetic above-knee

femoropopliteal bypass. Semin Vasc Surg.
1999; 12:38-45.

8. Post S, Kraus T, Müller-Reinartz U, Weiss
C, Kortmann H, QuentmeierA, et al. Dacron
vs. polytetraf luoroethylene grafts for
femoropopliteal bypass: a prospective
randomized multicentre trial. Eur J Vasc
E n d o v a s c  S u r g .  2 0 0 1 ; 2 2 : 2 2 6 - 3 1 .

9. Scharn M, Dirven M, Barendregt B, Boll P,
Roelofs D, van der Vliet A. Human umbilical
vein versus heparin-bonded polyester for
femoro-popliteal bypass: 5-year results of
a prospective randomized multicentre trial.
Eur J Vasc Endovasc Surg. 2008;35:61-7.

10. Albers M, Batt istel la VM, Romit i  M,
Rodrigues A, Pereira A. Meta-analysis of
polytetrafluoroethylene bypass grafts to
infrapopl i teal  arter ies. J Vasc Surg.
2003;37:1263-9.

11. O’Riordain S, Buckley J, O’Donnell A.
Polytetrafluoroethylene in above-knee
arterial bypass surgery for critical ischemia.
Am J Surg. 1992;164:129-31.

12. Quinones-Baldrich J, Prego A, Ucelay-
Gomez R, Freischlag A, Ahn S, Baker D, et
al. Long-term results of infrainguinal
revascu lar iza t ion  w i th  po ly te t ra f lu -
oroethylene: a ten-year experience. J Vasc
Surg. 1992; 16:209-17.

13. Rutherford B, Baker D, Ernst C, Johnston
W, Porter M, Ahn S, et al. Recommended
standards for reports dealing with lower
extremity ischemia: revised version. J Vasc
Surg 1997;26:517-38.

14. Veith J, Gupta K, Ascer E, White-Flores S,
Samson H, Scher A, et al .  Six-year
prospect ive mul t icenter  randomized
comparison of autologous saphenous vein
and expanded polytetrafluoroethylene grafts
in infrainguinal arterial reconstructions. J
Vasc Surg 1986;3:104-14.

15. Michaels A.  Choice of  mater ia l  for
femoropopliteal bypass graft. Br J Surg.
1989;76:7-14.

16. Evans E, Webster W, Brooks H, Bahnson
T. Expanded polytetraf luoroethylene
femoropopliteal grafts: forty-eight-month

7Journal of Surgery Pakistan (International) 21 (1) January - March  2016

Rashid Usman,  Muhammad Jamil



8 Journal of Surgery Pakistan (International) 21 (1) January - March  2016

fo l low-up .  Surgery.  1981;89 :16-22 .

17. Prendiville J, Yeager A, O’Donnell F Jr,
Coleman C, Jaworek A, Callow D, et al.
Long-term results with the above-knee
popliteal expanded polytetrafluoroethylene

graft .  J Vasc Surg. 1990;11:517-24.

18. Mills L. P values may lack power: the choice
of conduit for femoropopliteal bypass graft.
J Vasc Surg. 2000;32:402-5.

Author’s Contribution:
Rashid Usman: Conception of idea, manuscript writing.
Muhammad Jamil: Manuscript proof reading, statistics,
references check.

Conflict of Interest:
The authors declare that they have no conflict of interest.

Source of Funding:
None

How to Cite This Article:
Usman R, Jamil M. Patency of autologous reverse great saphenous
vein versus polytetrafluroethylene in below knee femoropopliteal
bypass  graf t ing.  J  Surg  Pak i s tan .  2016;21(1) :2 -8 .
Doi:http://dx.doi.org/-10.21699/jsp.21.1.2

Patency of Autologous Reverse Great Saphenous Vein Versus Polytetrafluroethylene in Below Knee Femoro
popliteal Bypass Grafting


