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Introduction: Kinking of the Frozen Elephant Trunk (FET) stent graft is one of the most
devastating complications of the FET procedure. It can present post-operatively with
reduced arterial pressures in the lower limbs and intermittent claudication. However, it can
also be visualized intra-operatively by the surgeons. Unresolved kinking of the stent graft
can result in intraluminal thrombus formation and subsequent multi-organ septic emboli.
Aims: The main scope of this review is to collate, summarize and present all the evidence
in the literature on kinking of FET stent grafts.
Methods: We carried out a comprehensive literature search on multiple electronic
databases including PubMed, EMBASE, Ovid, and Scopus to collate all research
evidence on the incidence, mechanism, and management of FET graft kinking.
Results: Incidence of kinking is variable, ranging from 0% to 8% in the literature, with
varying rates associated with each stent graft type. The Thoraflex HybridTM prosthesis
seemed to be the most commonly used and superior graft, and out of all the 15
cases of kinking reported in the literature, 5 (33.3%) were associated with just the
Frozenix graft which had the highest incidence. There are multiple theories regarding
the mechanism of kinking, including the direction of blood flow, the length of the stent
grafts used, and the position of the prosthesis in relation to the flexure of the aorta.
Multiple reparative management techniques have been suggested in the literature and
include total endovascular repair, open repair, balloon dilatation, and deploying a second
stent graft.
Conclusion: Graft kinking is one of the most critical complications of the FET
technique. Its life-threatening sequelae warrant appropriate follow-up of these patients
post-operatively, in addition to time management if kinking is suspected. Given the
limited evidence in the literature, future studies should incorporate graft kinking into their
outcomes reporting.
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INTRODUCTION

INCIDENCE

Pathologies involving the aortic arch and descending thoracic
aorta, such as thoracic aortic aneurysms and dissections, pose
a prominent challenge to cardiovascular surgeons, carrying a
significant risk of morbidity and mortality. In 1983, Borst was
the first to describe the Elephant Trunk technique (ET), a twostage procedure to repair complex thoracic aorta pathologies
that were limited by the fact that many patients did not
make it to the second operation (1–3). Later on, in 2003,
these two surgeries were combined into a single-step hybrid
procedure that was named the ‘Frozen Elephant Trunk’ (FET).
In FET, the proximal aspect of the aortic arch is reconstructed
surgically and the distal is repaired endovascularly during the
same hybrid operation (1). Multiple FET hybrid prostheses
are currently available commercially and globally, including the
Frozenix J Open Graft, Cronus, E-Vita, and Thoraflex Hybrid.
Each type has its unique design, thus they each vary in terms
of technical aspects, as well as their clinical outcomes, with
Thoraflex Hybrid showing superior results, both regionally and
globally (4).
Despite excellent results yielded by the FET technique,
multiple complications associated with its use have been
reported. One of the major drawbacks to FET is its array of
potential neurological complications, such as spinal cord injury
(SCI), paraplegia, and stroke (5, 6). Other complications
reported include coagulopathy, postoperative bleeding,
recurrent nerve palsy, vocal cord paralysis, renal failure
necessitating dialysis, prolonged mechanical ventilation,
and multi-organ failure (5, 7–11). In-hospital and 30-day
mortality rates associated with FET range from 0 to 17.2%
and 0 to 18.2%, respectively (11). In a retrospective study
by Kreibich et al. (12), 35 patients (33% of the sample)
had FET-related complications necessitating reintervention,
out of which 2 patients (6%) had significant kinking of the
stent graft.
The presentation of FET stent graft kinking is variable,
and while it may be simply detected on follow-up imaging
after FET with CT angiography (CTA), in many cases it may
be distinguished by low arterial pressure in the lower limbs
relative to upper limbs (13). Other case reports have stated
that kinking may also manifest as intermittent claudication
(14). Additionally, studies have mentioned that the diagnosis
of endostent graft kinking can occur both intra- and postoperatively (13–15).
Due to the underlying mechanism of this pathology, which
will be discussed in detail in this review, kinking is associated
with an array of life-threatening consequences for the FET
patient. Turbulence and stasis of blood flow are thought to
encourage intraluminal thrombus formation secondary to the
stenosis; this can have devastating outcomes, such as septic
embolism and multi-organ ischemic damage (16). Subsequently,
appropriate preventative measures and thorough follow-ups
are essential.
This review aims to collate, summarize and present the
evidence in the literature on the incidence, mechanism, and
management of FET stent graft kinking.

Incidence of kinking following the FET procedure is seldom
reported in the literature. As seen in Table 1, in the limited
studies found, the variable incidence of kinking was reported,
ranging from 0% in Thoraflex Hybrid and E-Vita and up to 8%
in a branched one-piece graft by Yuhengjia Sci-Tech Co. Ltd,
Beijing, China (17, 18).
Thoraflex Hybrid was one of the most commonly used devices
with the best outcomes when it comes to stent graft kinking, as
demonstrated in Table 1. The aforementioned study by Kreibich
et al. (12) reported 2 cases of postoperative graft kinking in
107 patients (2%) who underwent total arch replacement (TAR)
with FET using Thoraflex Hybrid, both of whom required
reintervention. However, the association between stent graft
kinking and aortic reintervention was not statistically significant
(p = 1.00) (12). Additionally, Öz et al. (25) reported one
case of kinking of this prosthesis post-FET. Here, the patient’s
2- and 2.5-year follow-up CTA revealed graft kinking with
proximal migration of the endograft portion of the FET, resulting
in new thrombus formation, thus necessitating endovascular
reintervention which was performed successfully. Lastly, 2
relatively large studies using Thoraflex Hybrid did not observe
any cases of graft kinking amongst their study population of 92
and 167 patients, respectively (17, 24).
In a similar trend to Thoraflex Hybrid, no cases of kinking
were reported in association with the E-Vita device. Ho et al. (23)
assessed the use of the branched version of E-vita Open NEO
in 3 patients that underwent TAR using FET for type B aortic
dissection with an arch aneurysm. In this case series, a postoperative CT aortogram was done that showed no kinking in all
3 patients (23). Additionally, in a study by Detter et al. (17), none
of the 92 patients who also underwent TAR with FET using the
E-Vita Open Plus hybrid prosthesis (HP) developed kinking.
Interestingly, it is worth noting that, unlike Thoraflex Hybrid,
studies on E-Vita seldom featured graft kinking in their design
and outcomes reporting. On the other hand, more FET studies
using Thoraflex Hybrid included kinking in their data collection
methodology for larger patient populations, thereby increasing
the reliability of the evidence supporting its superiority.
Incidence of graft kinking with the Frozenix HP was more
variable, and overall, the highest, which represents a great
concern over the safety and effectiveness of this FET graft.
Uchida et al. (13) reported 2 cases of TAR with FET using
the Frozenix J Open Graft, both of whom developed stent
graft kinking which was related to the stent graft’s structural
property (13). Here, during the first case, specifically, after the
Frozenix HP was inserted into the downstream aorta and its distal
anastomosis completed, high cardiopulmonary bypass (CPB)
flow-line pressure (300 mm Hg) and low femoral arterial pressure
were noted, suggesting FET graft obstruction. Transoesophageal
echocardiography (TOE) showed kinking of the Frozenix HP.
Similarly, during the second case, Frozenix graft kinking was
luckily also discovered intraoperatively. Additionally, 2 cases of
Frozenix kinking post-FET for acute Type A aortic dissection
were reported by Morisaki et al. (14). In the first case, after
emergency TAR with FET, the patient developed intermittent
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TABLE 1 | Overall summary of the studies reporting on FET graft kinking, the type of graft used, and the incidence of kinking.
References

Year

Type of FET Graft

Incidence of kinking n (%)

Kreibich et al. (12)

2020

Thoraflex Hybrid

Uchida et al. (13)

2019

Frozenix

2/35 (5%)
2 cases

Morisaki et al. (14)

2018

Frozenix

2 cases

Nakagawa et al. (15)

2022

120-mm-long woven Dacron graft with a Gianturco Cook-Z stent
(Cook Medical, Inc., Bloomington, Ind) attached only to the distal end

1 case

Imamura et al. (16)

2021

Hand-made FET (UBE graft, UBE Industries, Ltd., and Z-shaped stent,
William Cook)

1 case

Detter et al. (17)

2019

E-Vita Open Plus (Jotec, Hechingen, Germany) and Thoraflex Hybrid

0/92 (0%)

Shen et al. (18)

2012

A branched 1-piece graft (Yuhengjia Sci-Tech Co. Ltd, Beijing, China).

3/38 (8%)

Shrestha et al. (19)

2014

Vascutek Siena

0/179 (0%)

Toda et al. (20)

2009

4-branched arch graft (Hemashield Platinum, MAQUET Cardiovascular
LLC, Wayne, NJ)

0/111 (0%)

Spielvogel et al. (21)

2005

Handmade and graft by Boston Scientific, Natick, MA

0/109 (0%)

Uchida et al. (22)

2016

Frozenix

1/60 (2%)

Ho et al. (23)

2021

E-Vita Open NEO

Ouzounian et al. (24)

2020

Homemade, Thoraflex Hybrid (Vascutek, Glasgow, Scotland), Evita
Open Plus (Jotec, Hechingen, Germany/CryoLife, Kennesaw, GA,
USA), and Cook Hybrid (Cook Medical, Bloomington, IN, USA) graft.

0/3 (0%)
0/167 (0%)

Öz et al. (25)

2021

Thoraflex Hybrid

Baraki et al. (26)

2007

Hybrid prosthesis (Chavan-Haverich endograft, Curative GmbH,
Dresden, Germany).

1/39 (3%)

Karck et al. (27)

2005

Hybrid prosthesis [“Chavan–Haverich” (CH) endograft, Curative GmbH,
Dresden, Germany]

1/22 (5%)

1 case

involving 179 patients who underwent TAR with FET, Shrestha
et al. (19) emphasized the significance of establishing antegrade
blood flow through the FET graft. Retrograde flow is thought to
cause kinking and unfolding of the distal graft at the descending
thoracic aorta. This includes cannulation for cardiopulmonary
bypass, where a retrograde direction of flow is encouraged (19).
Secondly, a longer prosthesis has been linked to an increased
risk of developing kinking and a length of 7–8 cm is thought
to be ideal (28). This was supported by Morisaki et al. (14).
On the other hand, in a 10-year experience analysis, Toda
et al. (20) reported no incidences of kinking in 111 patients,
despite using a mean graft length of 15.9 ± 3.1 cm (10–
22 cm), a significantly longer trunk than initially suggested. These
findings are concomitant with a 5-year prospective study of
109 patients, where no kinking postoperatively was reported
using the same longer graft length (21). The ideal length of
the graft remains a topic of dispute, with longer grafts being
unfavorable to some surgeons due to the increased risk of spinal
cord ischemia (29). The fluttering of the non-stented distal end
of the elephant trunk with the longer grafts also increases the risk
of dislodging peripheral emboli, although this is more associated
with conventional ET, and less with FET (3, 30, 31). However,
it is important to note that the length of the prosthesis may
be dictated by the patient presentation and characteristics as
well as complications during the procedure, including aortic
calcification, multifocal aneurysmal extensions, and concomitant
aortic kinking (32). Graft measurements should ideally be done
before surgery as during circulatory arrest the aorta collapses
and shortens, impairing the accuracy of the measurements (33).

claudication post-operatively, which on CTA showed to be
kinking between the non-stent and stent parts of the Frozenix HP
that required endovascular reintervention. Patient 2 experienced
decreased blood pressure in the lower body and intermittent
claudication following a reimplantation root procedure and
translocated TAR with the FET. On CTA, this was also discovered
to be kinking between the non-stent and stent parts of the
Frozenix HP that also required endovascular reintervention (14).
Furthermore, a 2016 multicentre study in Japan set out
to evaluate the incidence of major adverse outcomes in
patients using the Frozenix stent graft. Here, 2% of patients
developed kinking of this prosthesis intraoperatively (22). As
aforementioned and illustrated in Table 1, a total of 15 cases
of kinking were reported out of which 5 (33%) were associated
with Frozenix. The high incidence of Frozenix graft kinking
must be taken into consideration very carefully in current and
future practice.
Other FET devices which are less commonly used have also
been described in the literature to be associated with kinking,
a summary of these along with their kinking incidence can be
found in Table 1 (15, 16, 18–21, 26, 27).

MECHANISM
Multiple factors have been suggested in the literature to
cause kinking of the FET grafts. Firstly, the most significant
consideration of surgical technique in total arch repair is in the
direction of blood flow. In an evaluation of 30 years of experience
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Unlike the other aortic arch prostheses on the global commercial
market, Thoraflex Hybrid represents a diverse HP option offering
a variety of graft lengths and diameter combinations, allowing for
a more personalized patient approach (4).
Thirdly, kinking can also occur if the stent graft is positioned
at the flexure of the aorta (16). Uchida et al. (22), for instance,
described one case of stent graft kinking at the border between
the stented and non-stented part of the Frozenix HP. Unlike
Frozenix, the Thoraflex Hybrid design does not feature a nonstent portion of the graft which does help prevent such cases
of kinking between the distal anastomosis site and the stent
(8, 14). Additionally, in a 2021 study involving the E-Vita
HP, increased anastomotic space to the left subclavian artery
was thought to reduce the risk of kinking. This wider gap
was achieved by increasing the distance (20 mm) between the
third-side branch of the prosthesis and the sewing collar (23).
Moreover, manipulation of the graft architecture to prevent
kinking was also discussed by Ma et al. (4). In some FET devices
including Thoraflex Hybrid, it is possible to accustom the length
of the side branches before forming an anastomosis or ordering
a custom-made Thoraflex Hybrid prosthesis to accommodate
specific patient anatomy with a 4-week delivery timeframe.
Concerning the graft-stent type and its association with
kinking, only suggestions regarding the limitations of the
prosthesis architecture were highlighted. For example, in
comparison to other hybrid devices, Thoraflex Hybrid exerts
a lower radial force onto the aortic walls. Although this is
associated with positive outcomes in acute pathology, in chronic
dissection this amplitude and force may cause compression
and kinking of the stent, potentially introducing the need for
ballooning and further intervention (24). Frozenix, on the other
hand, was reported to cause functional obstruction of the graft
due to impingement of the distal end of the prosthesis with the
intimal flap. This is evident in the aforementioned case report by
Morisaki et al. (14) which described 2 cases of FET obstruction
secondary to kinking of Frozenix, these were thought to have
occurred due to the sharp angulation of the aorta in both patients.
Interestingly, oversizing the graft has also been described
as a prophylactic measure against kinking. For example, Chu
et al. (34) recommend oversizing by 10–20%. It is thought that
the curvature of the prosthesis, in combination with the low
radial force within the aorta may cause proximal migration
and subsequent kinking of the stent. Hence, in an attempt to
counteract the vector forces causing the kinking, longitudinal
support, in the form of interrupted interconnecting wires, has
also been suggested in the literature (25, 35).
Finally, in addition to intraoperative technique changes
and stent graft adjustments, the use of intravascular
ultrasound during surgery has been recommended. This
would ensure the correct placement of the wire that guides
the prosthesis into the true lumen and would reduce the
risk of kinking or depression of the stent (36). Further
benefit yielded by the intraoperative ultrasound scan is
highlighted in a different study by Baraki et al. (26), where
failure to advance the guidewire and the introducer system
resulted in perforation of the aorta. The Canadian Thoracic
Aortic Collaborative also suggested using transoesophageal
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echocardiography to ensure correct stent placement with no
kinking (24).
Multiple explanations of the mechanism of kinking following
FET exist in the literature, often only based on an individual
surgeon or single-center experiences, and further analysis of this
topic on a wider scale is essential to implement further guidance.

MANAGEMENT
Different approaches to the management of FET stent graft
kinking have been described throughout the limited literature.
One common way is to relieve kinking is by intervening
endovascularly with thoracic endovascular aortic repair
(TEVAR). Öz et al. (25) described “unfreezing” the kinked
Thoraflex stent with TEVAR. Here, the authors inserted an extrastiff guidewire into the securely cannulated kinked region, and
with the use of an appropriately sized compliant balloon, balloon
dilation was done twice (25). When inserting a guidewire into
a kinked segment, caution should be taken as to not perforate
the aortic wall and thus necessitating an extra open surgical
repair (27).
By straightening out the kinked graft and realigning the
FET, the surgeons were able to lengthen the graft, in addition
to the proximal landing zone to achieve an Ishimaru landing
zone 3 (25). In addition, Öz et al. (25) described placing the
TEVAR where less curvature occurs, as in FET as well, to avoid
malalignment and bird-beaking. As described earlier, because
Thoraflex Hybrid enforces lower radial forces, during TEVAR,
the FET was relined with Relay TEVAR endovascular graft
to support its vertical arch. The Thoraflex Hybrid and Relay
TEVAR, manufactured by Terumo Aortic, ensured that stent instent assessment was performed to provide reliable yet optimal
clinical efficacy.
In addition to balloon dilatation, inserting a second stent graft
can correct and reorient the FET, especially when significant
stenosis is present (37). For instance, Nakagawa et al. (15)
described the dilemma of correcting a structurally poor surgeonmodified prosthesis. Due to its weak architecture, with no graftlining stent in the core of the graft, their surgeon-modified FET
prosthesis became significantly kinked. Similar to Öz et al. (25),
an extra-stiff guidewire was used to straighten the FET graft,
however, balloon pre-dilatation was not necessary. A fenestrated
stent graft was then delivered and placed at proximal aortic zone
0 (15).
Other reported cases of kinking identified intraoperatively
were treated by pulling out of the non-stent part of the graft
proximally and then re-anastomosing the distal part into a distal
site. Uchida et al. (13) described performing this technique on a
patient in Japan where the Frozenix stent graft was initially used.
Similarly, for another patient, the same authors described taking
out the Frozenix graft, trimming it, and re-anastomosing the graft
more distally (13).
In addition to the previously mentioned management
strategies, Kreibich et al. (12) investigated the use of open repair
of the stent graft. This was often performed if there was evidence
for extensive kinking or if other complications and comorbidities
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kinking. These were addressed in 2 recent studies by Tan et al.
(38) and Jubouri et al. (39) who proved the efficacy of FET and
the well-established Thoraflex Hybrid as the superior FET HP
available commercially.

were present, such as connective tissue disorders, atherosclerotic
plaques, or in the case of an inadequate distal landing zone (12).
It is important to take into consideration that, often, postFET complications do not present in isolation, and the corrective
management may vary from patient to patient. This can depend
on the extent of the dissection or aneurysm, any concomitant
aortic pathology, and the presence of other complications
(12, 13).
In addition to corrective procedures or surgery to repair the
kinked stent, adjunctive treatment to manage the complications
of the kinking may also be necessary. For instance, this can occur
where post-FET kinking is seen with evidence of thrombosis on
CTA. As the kinking gets progressively worse, so can the stent
occlusion. As a result, treatment with direct oral anticoagulation
can be initiated before further surgical intervention, to decrease
the likelihood of thromboembolic events perioperatively (25).
Despite the limited literature, sufficient evidence is available
to support the continued and increasing application of Thoraflex
Hybrid as well as the necessary re-evaluation of Frozenix’s
safety and effectiveness as a FET HP. As mentioned previously,
although the single-step FET procedure does yield excellent
results, particularly positive aortic remodeling, there remain
several complications associated with it, only one of which is graft

CONCLUSION
FET graft kinking is a serious complication of this hybrid
procedure that must be approached swiftly but attentively, as
although it is rare in incidence, it can lead to devastating results.
Surgeons must carefully consider their choice of FET graft as
well as their surgical technique while bearing in mind their
management strategy in case of kinking occurrence intra- or
post-operatively. Finally, future FET studies must incorporate
graft kinking into their outcomes reporting.

AUTHOR CONTRIBUTIONS
FK, SQ, MJ, and RC were involved in literature review design,
literature search, and manuscript writing. ST and MB were
involved in manuscript revision. All authors contributed to the
article and approved the submitted version.

REFERENCES
11.

1. Xydas S, Mihos CG, Williams RF, LaPietra A, Mawad M, Wittels SH, et al.
Hybrid repair of aortic arch aneurysms: a comprehensive review. J Thorac Dis.
(2017) 9:S629–34. doi: 10.21037/jtd.2017.06.47
2. di Marco L, Murana G, Fiorentino M, Amodio C, Mariani C, Leone A, et al.
The frozen elephant trunk surgery: a systematic review analysis. Ind J Thorac
Cardiovasc Surg. (2019) 35:118–26. doi: 10.1007/s12055-019-00815-0
3. Karck M, Kamiya H. Progress of the treatment for extended aortic aneurysms;
is the frozen elephant trunk technique the next standard in the treatment of
complex aortic disease including the arch? ? Eur J Cardio Thorac Surg. (2008)
33:1007–13. doi: 10.1016/j.ejcts.2008.02.030
4. Ma W-G, Zheng J, Sun L-Z, Elefteriades J. Open Stented Grafts for Frozen
Elephant Trunk Technique: Technical Aspects and Current Outcomes.
AORTA. (2015) 03:122–35. doi: 10.12945/j.aorta.2015.14.062
5. Ius F, Fleissner F, Pichlmaier M, Karck M, Martens A, Haverich A, et al.
Total aortic arch replacement with the frozen elephant trunk technique: 10year follow-up single-centre experience† . Eur J Cardio Thorac Surg. (2013)
44:949–57. doi: 10.1093/ejcts/ezt229
6. Preventza O, Liao JL, Olive JK, Simpson K, Critsinelis AC, Price MD, et al.
Neurologic complications after the frozen elephant trunk procedure: a metaanalysis of more than 3000 patients. J Thorac Cardiovasc Surg. (2020) 160:20–
33.e4. doi: 10.1016/j.jtcvs.2019.10.031
7. Bashir M, Abo Aljadayel H, Mousavizadeh M, Daliri M, Rezaei Y, Tan SZ,
et al. Correlation of coagulopathy and frozen elephant trunk use in aortic
arch surgery: a systematic review and meta-analysis. J Card Surg. (2021)
36:4699–714. doi: 10.1111/jocs.16001
8. Shrestha M, Fleissner F, Ius F, Koigeldiyev N, Kaufeld T, Beckmann E, et al.
Total aortic arch replacement with frozen elephant trunk in acute type A
aortic dissections: are we pushing the limits too far?† Eur J Cardio Thorac
Surg. (2015) 47:361–6. doi: 10.1093/ejcts/ezu185
9. Lima B, Roselli EE, Soltesz EG, Johnston DR, Pujara AC, Idrees J, et al.
Modified and “Reverse” frozen elephant trunk repairs for extensive disease
and complications after stent grafting. Ann Thorac Surg. (2012) 93:103–9.
doi: 10.1016/j.athoracsur.2011.08.034
10. Shrestha M, Martens A, Kaufeld T, Beckmann E, Bertele S, Krueger H,
et al. Single-centre experience with the frozen elephant trunk technique in

Frontiers in Cardiovascular Medicine | www.frontiersin.org

12.

13.

14.

15.

16.

17.

18.

19.

20.

5

251 patients over 15 years† . Eur J Cardio Thorac Surg. (2017) 52:858–66.
doi: 10.1093/ejcts/ezx218
Tian DH, Wan B, di Eusanio M, Black D, Yan TD, A. systematic review
and meta-analysis on the safety and efficacy of the frozen elephant trunk
technique in aortic arch surgery. Ann Cardiothorac Surg. (2013) 2:581–91.
doi: 10.3978/j.issn.2225-319X.2013.09.07
Kreibich M, Berger T, Rylski B, Chen Z, Beyersdorf F, Siepe M, et al. Aortic
reinterventions after the frozen elephant trunk procedure. J Thorac Cardiovasc
Surg. (2020) 159:392–9.e1. doi: 10.1016/j.jtcvs.2019.02.069
Uchida T, Kuroda Y, Yamashita A, Sadahiro M. Unexpected intraoperative
obstruction of frozen elephant trunk in patients who underwent total arch
replacement. J Card Surg. (2019) 34:1673–5. doi: 10.1111/jocs.14261
Morisaki A, Isomura T, Fukada Y, Yoshida M. Kinking of an open stent graft
after total arch replacement with the frozen elephant technique for acute
Type A aortic dissection. Interact Cardiovasc Thorac Surg. (2018) 26:875–7.
doi: 10.1093/icvts/ivx387
Nakagawa H, Ohki T, Toya N, Ito E, Akiba T. Complete neck vessel
preservation using a fenestrated stent graft for the treatment of proximal
anastomotic leakage after open frozen elephant trunk graft aortic arch repair.
J Vasc Surg Cases Innov Tech. (2022) 8:115–8. doi: 10.1016/j.jvscit.2021.12.011
Imamura Y, Kowatari R, Daitoku K, Goto S, Fukuda I. Multiorgan emboli due
to an intraluminal thrombus from frozen elephant trunk. Cardiovasc Pathol.
(2021) 52:107316. doi: 10.1016/j.carpath.2020.107316
Detter C, Demal TJ, Bax L, Tsilimparis N, Kölbel T, von Kodolitsch Y,
et al. Simplified frozen elephant trunk technique for combined open and
endovascular treatment of extensive aortic diseases. Eur J Cardio Thorac Surg.
(2019) 56:738–45. doi: 10.1093/ejcts/ezz082
Shen K, Tang H, Jing R, Liu F, Zhou X. Application of triple-branched stent
graft for Stanford type A aortic dissection: potential risks. Eur J Cardio Thorac
Surg. (2012) 41:e12–7. doi: 10.1093/ejcts/ezr259
Shrestha M, Martens A, Krüger H, Maeding I, Ius F, Fleissner F, et al.
Total aortic arch replacement with the elephant trunk technique: Singlecentre 30-year results. Eur J Cardio Thorac Surg. (2014) 45:289–96.
doi: 10.1093/ejcts/ezt359
Toda K, Taniguchi K, Masai T, Takahashi T, Kuki S, Sawa Y. Arch aneurysm
repair with long elephant trunk: a 10-year experience in 111 patients. Ann
Thorac Surg. (2009) 88:16–22. doi: 10.1016/j.athoracsur.2009.03.092

April 2022 | Volume 9 | Article 912071

Kayali et al.

Frozen Elephant Trunk Kinking

33. Pichlmaier MA, Teebken OE, Baraki H, Haverich A. The frozen elephant
trunk technique. Multim Man Cardio Thorac Surg. (2007) 2007:329.
doi: 10.1510/mmcts.2006.001990
34. Chu MWA, Losenno KL, Dubois LA, Jones PM, Ouzounian M, Whitlock
R, et al. Early Clinical Outcomes of Hybrid Arch Frozen Elephant Trunk
Repair With the Thoraflex Hybrid Graft. Ann Thorac Surg. (2019) 107:47–53.
doi: 10.1016/j.athoracsur.2018.07.091
35. Resch T, Koul B, Dias Nv, Lindblad B, Ivancev K. Changes in aneurysm
morphology and stent-graft configuration after endovascular repair of
aneurysms of the descending thoracic aorta. J Thorac Cardiovasc Surg. (2001)
122:47–52. doi: 10.1067/mtc.2001.113025
36. Roselli EE. Trade in the hammer for a power driver-perspectives on the frozen
elephant trunk repair for aortic arch disease. Ann Cardiothorac Surg. (2013)
2:633–9. doi: 10.3978/j.issn.2225-319X.2013.09.14
37. Damberg A, Schälte G, Autschbach R, Hoffman A. Safety and pitfalls in frozen
elephant trunk implantation. Ann Cardiothorac Surg. (2013) 2:669–66976.
doi: 10.3978/j.issn.2225-319X.2013.09.16
38. Tan SZCP, Jubouri M, Mohammed I, Bashir M. What is the long-term clinical
efficacy of the ThoraflexTM hybrid prosthesis for aortic arch repair? Front
Cardiovasc Med. (2022) 9:842165. doi: 10.3389/fcvm.2022.842165
39. Jubouri M, Kayali F, Saha P, Ansari DM, Rezaei Y, Tan SZCP, et al.
Incidence of distal stent graft induced new entry vs. aortic remodeling
associated with frozen elephant trunk. Front Cardiovasc Med. (2022) 9:875078.
doi: 10.3389/fcvm.2022.875078

21. Spielvogel D, Halstead JC, Meier M, Kadir I, Lansman SL, Shahani R, et al.
Aortic arch replacement using a trifurcated graft: Simple, versatile, and safe.
Ann Thorac Surg. (2005) 80:90–5. doi: 10.1016/j.athoracsur.2005.02.002
22. Uchida N, Katayama A, Higashiue S, Shiono M, Hata M, Minami K, et al. A
new device as an open stent graft for extended aortic repair: a multicentre
early experience in Japan. Eur J Cardio Thorac Surg. (2016) 49:1270–8.
doi: 10.1093/ejcts/ezv310
23. Ho JYK, Bashir M, Jakob H, Wong RHL. Management of left subclavian
artery in total arch replacement and frozen elephant trunk procedure. JTCVS
Techniques. (2021) 7:36–40. doi: 10.1016/j.xjtc.2021.03.020
24. Ouzounian M, Hage A, Chung J, Stevens L-M, El-Hamamsy I, Chauvette V,
et al. Hybrid arch frozen elephant trunk repair: evidence from the Canadian
Thoracic Aortic Collaborative. Ann Cardiothorac Surg. (2020) 9:189–96.
doi: 10.21037/acs-2020-fet-22
25. Öz T, Prendes CF, Stana J, Konstantinou N, Pichlmaier M, Tsilimparis N. A
case report: is the lack of sufficient radial force unfreezing the “frozen elephant
trunk”? J Endovasc Ther. (2021) 28:955–60. doi: 10.1177/15266028211031924
26. Baraki H, Hagl C, Khaladj N, Kallenbach K, Weidemann J, Haverich
A, et al. The frozen elephant trunk technique for treatment of
thoracic aortic aneurysms. Ann Thorac Surg. (2007) 83:S819–23.
doi: 10.1016/j.athoracsur.2006.10.083
27. Karck M, Chavan A, Khaladj N, Friedrich H, Hagl C, Haverich A. The
frozen elephant trunk technique for the treatment of extensive thoracic aortic
aneurysms: operative results and follow-up. Eur J Cardio Thorac Surg. (2005)
28:286–90. doi: 10.1016/j.ejcts.2005.02.046
28. di Bartolomeo R, Murana G, DiMarco L, Pantaleo A, Alfonsi J, Leone A, et al.
Frozen versus conventional elephant trunk technique: application in clinical
practice. Eur J Cardio Thorac Surg. (2017) 51:i20–8. doi: 10.1093/ejcts/ezw335
29. Flores J, Kunihara T, Shiiya N, Yoshimoto K, Matsuzaki K, Yasuda K. Extensive
deployment of the stented elephant trunk is associated with an increased
risk of spinal cord injury. J Thorac Cardiovasc Surg. (2006) 131:336–42.
doi: 10.1016/j.jtcvs.2005.09.050
30. Crawford ES, Coselli JS, Svensson LG, Safi HJ, Hess KR. Diffuse
aneurysmal disease (Chronic aortic dissection, marfan, and mega aorta
syndromes) and Multiple aneurysm. Ann Surg. (1990) 211:521–37.
doi: 10.1097/00000658-199005000-00002
31. Liu Z-G, Sun L-Z, Chang Q, Zhu J-M, Dong C, Yu C-T, et al. Should the
“elephant trunk” be skeletonized? Total arch replacement combined with
stented elephant trunk implantation for Stanford type A aortic dissection. J
Thorac Cardiovasc Surg. (2006) 131:107–13. doi: 10.1016/j.jtcvs.2005.09.015
32. Hagl C, Pichlmaier M, Khaladj N. Elephant trunks in aortic surgery:
fresh and frozen. J Thorac Cardiovasc Surg. (2013) 145:S98–102.
doi: 10.1016/j.jtcvs.2012.11.065

Frontiers in Cardiovascular Medicine | www.frontiersin.org

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.
Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.
Copyright © 2022 Kayali, Qutaishat, Jubouri, Chikhal, Tan and Bashir. This is an
open-access article distributed under the terms of the Creative Commons Attribution
License (CC BY). The use, distribution or reproduction in other forums is permitted,
provided the original author(s) and the copyright owner(s) are credited and that the
original publication in this journal is cited, in accordance with accepted academic
practice. No use, distribution or reproduction is permitted which does not comply
with these terms.

6

April 2022 | Volume 9 | Article 912071

