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SVG PATHOLOGY

SVG’s are not like native arteries –
• 300000 CABG’s per year.
• Approx. 15% grafts occlude by 1 year
• 40 – 50% grafts occlude by 10 years
• 77% grafts become diseased by 10 

years 





“SVG intervention is like wrestling in a mud, to remain 
clean while fighting is difficult”























Balloon occlusion devices







Filter devices













Covered stents





ENTHUSIASM GENERATED 
BY SYMBIOT II 

Symbiot II
(Symbiot v/s wallstent)

Decreased Restenosis rate 36% v/s 7%
Decreased Mace rate 13.5% v/s 5.2% 



Clinical outcomes at 8-month follow-up. 

SYMBIOT III RESULTS



Percent diameter stenosis at 8-month 
angiographic follow-up (primary endpoint).



Binary Restenosis Rates 



INITIAL ENTHUSIASM 
DAMPENED BY SYMBIOT III

– The Symbiot stent did not provide 
any advantage over bare metal 
stents regarding restenosis rates.

– The addition of a PTFE barrier did 
not appear to reduce intimal
hyperplasia.

– The higher rate of TVR in Symbiot
patients may have been attributable 
to the use of longer stents in this 
arm of the study.



What’s new for SVG 
intervention













PICHARD et al









The “SMALL STENT IN 
LARGE SVG”

strategy is an attractive new option 
for treatment of degenerated vein 

grafts.



DES in SVG’s



Large RCT’s comparing DES v/s BMS in SVG’s still 
lacking.

Various registry data:

Chu & coworkers – 56 pts with 70 SVG lesions (SES) v/s
721 SVG lesions (BMS)
- SES group – lower in hospital CK-MB elevations
- Lower non Q MI’s at 30 days.

E – Cypher registry data compared outcomes of SES in 
native coronary lesions v/s SVG lesions (14068 pts. v/s 248 
pts.)
- Higher MACE rate in SVG gp. V/S native gp. (6.5% v/s
3.2%)
- Low rate of 6 mth TLR 2.5% 
- Higher MACE because of higher TVR (non TLR) rates.
- No difference in subacute or late stent thrombosis 



DOES GpIIb/IIIa INHIBITORS 
HAVE ANY ROLE IN SVG 

INTERVENTION ?





IS PREVENTION OF SVG Ds. 
FEASIBLE ?







. IF CHOICE OF FIXING NATIVE 
A./SVBG – FIX NATIVE A



TIPS 
• Risk stratify a pt. according to LV function & 

myocadium supplied by culprit graft.
• Assess condition of a graft as a whole (diffuse 

ds. or not).
• Choose a proper guiding catheter with a good 

support ( Multipurpose or amplatz)
• Infuse NTG/Diltiazem liberally into the graft.
• Use smaller balloon diameter for predilatation.
• Choose stent length so as to adequately cover 

the lesion.



• Individualize DPD use – consider landing 
zone, size of conduit, consequences of 
prolonged occlusion.

• Covered stents should also be considered.
• Individualize use of GpIIB/IIIA inhibitors.
• Keep IABP ready.
• Keep praying to god.



TRAPS

• SVG intervention – itself is a trap.
• Avoid touching a diffusely diseased graft.
• Think thrice before intervening to vein graft 

to non infarcted LAD.
• Consider prior IABP for intervention to a 

graft supplying substantial myocardium.
• Never feel overconfident. 



BEST WAY TO KEEP 
SAPHENOUS V. PATENT IS TO 

LEAVE IT IN LEG.




