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Dear Editor,

We read with interest the recent article by Di Marco et al.[1] in which they have outlined their experience 
with using frozen elephant trunk (FET) in different pathologies of the thoracic aorta. They briefly described 
their practice since 2007 in over 318 procedures using the two commonly available conduit types: n = 173 
using E-Vita Open and E-Vita Open Plus (Jotec GmbH, Hechingen, Germany) and n = 145 using Thoraflex 
(Vascutek, Terumo, Inchinnan, Scotland, UK). The majority of their patients that needed FET were those 
with residual dissection in operated acute type A aortic dissection (37%, n = 119) followed by those with 
chronic degenerative aortic aneurysms (26%, n = 82). A further endovascular extension was performed in 85 
patients due to incomplete thrombosis of the false lumen and to less extent, inadequate distal sealing. Their 
idea and recommendation of a graft length of 100 mm for acute dissection and 130-160 mm for chronic 
aneurysms of thoracic aorta can contribute to minimizing the risk of post-operative neurological 
complications, in particular spinal cord ischaemia due to shorter length of cover of the descending thoracic 
aorta.

Since the early days of conventional elephant trunk (CET) surgery in 1983 and subsequently the 
development of FET during 2003, outcomes have been gradually improving including mortality and the fate 
of the false lumen[2,3]. Yet, the evidence evolves in utilizing FET and in particular the risk of paraplegia and 
false lumen thrombosis with further research coming into light. Di Marco et al.[1] had a 26.6% (n = 85) rate 
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of requirement for further re-intervention following the deployment of FET, which is significantly high and 
these question the safety of recommending a 100 mm vs. 130-160 mm graft length in their “idea” of using 
the FET graft.

We all know that using the FET device offers many solutions to acute and chronic pathologies of thoracic 
aorta and it has undoubtedly saved many lives. However, the FET is not a benign addition to the 
conventional elephant trunk; we believe caution should be taken in patients with borderline indication, 
where the sole purpose is an endovascular platform for distal diseases that are not requiring treatment 
immediately. Using FET in patients who are not “ideal” candidates can result in incremental and, perhaps, 
unnecessary risks of paraplegia, quadriplegia, distal stent-graft induced entry tear, endoluminal thrombosis, 
endoleaks and pressurization from false lumen[4]. Also, the risks associated with chronic dissection flaps 
such as sizing issues and stent coarctation should not be ignored. In our opinion, careful patient selection 
with favorable anatomy and available multidisciplinary expertise is an ideal approach to minimizing the risk 
of avoidable complications at the initial procedure.
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