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Central Message

Advances in vein harvest techniques may pro-

mote improved patency, but whether this

proves to be an acceptable alternative or prefer-

able to arterial grafts remains in question.

See Article page 624.
In this edition of The Journal, Dreifaldt and colleagues1

report on the no-touch technique of saphenous vein (SV)
harvesting. The study, designed as a non-inferiority ran-
domized trial, showed no angiographic difference between
radial artery (RA) and SV conduits at 8-year angiographic
followup after coronary artery bypass grafting. These find-
ings support the authors’ Central Message, which is that a
no-touch SV graft may be an excellent complementary
conduit to arterial grafts. However, to conclude as they do
in their Perspective that this ‘‘increases the number of situ-
ations in which SV is preferable to radial artery grafts’’ is a
leap. A look at the design and methods of the study reveals
why we challenge this message.

The first issue is the generalizability of the findings.
Over a recruitment period of 5.5 years, only 109 patients
were enrolled, equating to less than 20 per year. This
may be explained by the fairly strict exclusion criteria
such as age>65 years, left ventricular ejection fraction
<40%, and even renal dysfunction that was only mild
(serum creatinine >120 mmol). Although the rationale
for the age cutoff was to obtain longer-term follow-up,
other studies have shown that elderly age is not prohibitive
to late follow-up.2,3 Further, these restrictions resulted in a
study cohort that is markedly dissimilar to the patients
most likely referred for surgery over percutaneous coro-
nary intervention, since the benefit of coronary artery
bypass grafting is greatest for patients with diabetes and
those with low systolic function. The cohort, being rarely
diabetic (19%) or smokers (14%), is also one in whom
the potential challenges of a second arterial graft may be
hardly applicable. Finally, women composed only 12%
of the cohort. Some contemporary studies show that
women continue to receive less complete revasculariza-
tion,4,5 whereas the Cleveland Clinic found the oppo-
site—women generally receive less frequent use of
multiple arterial and RA grafts.6,7 Any study that may
potentially promote such practices should also ensure
adequate representation of this subgroup.
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In addition to patient factors, the practices employed in
this study do not reflect contemporary clinical judgment
regarding RA grafts. This includes anastomosis to vessels
with as low as 50% stenosis and lack of routine use of cal-
cium channel blockers for RA, which has demonstrated as-
sociation with better angiographic and clinical outcomes in
the RADIAL (Radial Artery Database International ALli-
ance) analysis of 6 trials.8 Unlike the RADIAL and Arterial
Revascularization Trial (ART)9 studies, clinical endpoints
such as all-cause mortality, cardiovascular events, and
need for repeat revascularization are not reported here.
Another outcome to consider is whether the necessary
open leg incisions will be acceptable to patients, surgeons,
and the cardiologists who refer such patients. Unfortu-
nately, the incidence of leg wound infections was not re-
ported. Contemporary populations are likely to be
afflicted with diabetes and obesity, which raise the risk of
wound infection. Further, all patients in this study received
both RA and SV. To replace RA with additional SV would
impose additional incision and wound burdens. In a small
study, patients who had undergone open RA and SV harvest
reported greater scar discomfort from the SV site, both in
the short and long term.10 The rise of endoscopic vein har-
vesting was driven by the morbidity of open vein harvest;
thus, the preferability of open SV is questionable. In short,
the finding of this study is limited: no-touch SVG may be
non-inferior to RA in a restricted population, and only in
terms of angiographic patency. To draw further conclusions,
or state as the authors do that SVwould be preferable to RA,
is to overstep bounds.
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