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Reoperation for angina after previous aortocoronary
bypass surgery

Sir,
The review paper by Pidgeon et al (1985; 53: 269-75)
raises several points. Firstly, single vein grafts repre-
sented a high number of the patients undergoing
both first and second operations, and recent reports
have shown a pronounced increased frequency of
perioperative spasm in just this group of
patients1-even to the extent of producing peri-
operative infarction-particularly in the non-
grafted, often normal vessel. Was the occurrence of
the 20 perioperative infarctions in this study higher
in patients undergoing one or two vein grafts?

Secondly, the reasons for reoperation in this group
were determined at angiography, although the
relation between symptoms and the number and
degree of coronary stenosis is clearly not linear.2
Have the authors considered whether dynamic
causes such as coronary vasospasm might play a
more dominant role in the production of symptoms
severe enough to require reoperation? Vasospasm
may continue to affect host and graft vessels3 and is
strongly implicated in the day to day variability
experienced by nearly all patients with angina.4

Thirdly, many careful studies have already
confirmed the lack of relation between traditional
risk factors and progression of disease after coronary
artery bypass graft.5 The persistence of type -A
behaviour (especially hostility, cynicism, and vocal
stylistics) has been found to be significantly
correlated with the development of postoperative
angina,6 probably due to repeated and excessive
sympathoadrenal medullary response to envi'ron-
mental stressors.7 Certainly, behavioural factors
have been found to correlate very strongly with
symptoms in men awaiting their first coronary artery
bypass graft. Sleep disturbance (waking fatigued,
poor quality sleep, long sleep latency) was found to
contribute significantly to exertional, emotional, and
post-prandial angina, whereas denial of helplessness
and general life dissatisfaction correlated highly with
rest and noctumal angina.8
Of the patients in this study, 43% continued to

have the same or worse anginal pain after the second
operation, and the survey of published results
suggests that this is not an uncommon problem. We
would therefore direct the authors' attention to the
role of dynamic factors in these patients and the
suggestion that the best correlates are bio-
behavioural. We have long advocated attention to

sleep (with sedation) and arousal (by counselling) in
patients with angina9 as well as avoidance of hyper-
ventilation, which may be the trigger to vaso-
spasm. 0
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This letter was shown to Dr Pidgeon, who replies as
follows:

Sir,
In our series perioperative myocardial infarction
occurred during the first operation in seven patients
receiving three vein grafts, four receiving two grafts,
and in only one who received a single graft. At
reoperation seven of the eight infarcts occurred in
patients with three vessel disease. In the Coronary
Artery Surgery Study report the incidence of peri-
operative infarction increased with the number of
grafts placed from 2-1% for single grafts to 6-3% for
triple grafts.' Zingone et al report only one case of
perioperative infarction in the territory subtended
by a normal vessel and cited evidence of a further 11
cases.2 We suspect, therefore, that this is not a
frequent problem.
With regard to Drs Freeman and Nixon's second

comment, all our patients suffered angina provoked
by exertion or stress. This would suggest that the
fixed obstructive lesions documented at coronary
angiography, and confirmed at surgery, were likely
to be responsible for their symptoms. In addition,
some patients also reported angina at rest, whose
genesis may be mediated by the same mechanism.3
Moreover, we assessed the severity of symptoms
over a prolonged period, usually at least several
months, thus circumventing the problem of day to
day variability in symptoms. As we stated, symp-
toms are by definition subjective, although exercise
testing is recognised to provoke evidence of
ischaemia more readily in the presence of severe
disease, both in the native4 and postoperative' coro-
nary circulation. For this reason we used exercise
testing in many patients to aid selection for further
investigation. We described the causes of post-
operative angina as putative, based on an analysis of
the angiograms, from which we determined the
feasibility of surgery. The reason for reoperation,
however, was to attempt to alleviate severe symp-
toms.
We noted a high incidence of conventional risk

factors in our patients proceeding to reoperation, as
do other authors.6 Anxiety may provoke angina, and
the mechanism for this may be mediated by an
increased myocardial oxygen demand.7 Although
this aspect of the problem may be susceptible to
modification of behaviour, our patients were so
grossly restricted in terms of physical activity,
despite medication, that we considered that coming
to terms with their disability offered an inadequate
solution. For patients whose disease was deemed
inoperable there was no alternative.
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We do not deny the role of dynamic and behav-
ioural factors in the genesis of angina, but we ques-
tion how far they are relevant in this group of
patients with significant multivessel fixed obstruc-
tive lesions who have symptoms often despite vaso-
dilator treatment. Our experience is that the relief of
obstruction by further bypass grafts can produce
symptomatic benefit in the majority.

J W Pidgeon,
Broadgreen Hospital,
Liverpool L14 3LB.
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