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FIG |. Venovenous extracorporeal membrane oxygenation (ECMO) configuration
(a) Venovenous and (b) veno-arterial-venous ECMO circuits
Abbreviations: LA = left atrium; LV = left ventricle; RA = night atrium



Indications for Venovenous Ecmo Support

Acute Respiratory Distress Syndrome

* Pneumonia
« Aspiration Syndrome
« Alveolar Proteinosis

Provide Lung Rest

Chronic Airway Obstruction
Pulmonary Contusion

Smoke Inhalation

Lung Transplant

Lung hyperinflation

Congenital diaphragmatic hernia
Meconium Aspiration

“YV ECMO”



Veno-venous ECMO: two cannulation approach
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Veno-venous ECMO: double stage single cannular approach
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Indications for VenoArterial (venous) Ecmo Support

« Congenital heart disease

« Cardiogenic Shock

* Myocarditis

« Cardiac Trauma

« Inability to wean off cardiopulmonary bypass
« Cardiac Transplant

« Chronic cardiomyopathy

* Bridge

“VA ECMO”
“VAV ECMO”



Peripheral veno-arterial ECMO cannulation approach
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Central veno-arterial ECMO cannulation approach
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ECMO & ECHO Checklist

VA or VV?

Cannulation Sites?

Cannula Position: Too Short? Too Far?

Cannula Position: How is the flow?
Suspicious New Friends?
Cardiac Function?

Valve Regurgitation?
New Fluid accumulation?



Contraindications for ECMO

Absolute: among these futile treatment without exit strategy in case of

o0 Unrecoverable heart and not a candidate for transplant or destination therapy of VAD
support

o Disseminated malignancy

o Known severe brain injury

0 Unwitnessed cardiac arrest

o Prolonged CPR without adequate tissue perfusion

0 Unrepaired aortic dissection

0 Severe aortic regurgitation

0 Severe chronic organ dysfunction (emphysema, cirrhosis, renal failure)

o Compliance (financial, cognitive, psychiatric, or social limitations in patient without social
support)

o Peripheral vascular disease is contraindicated in peripheral VA ECMO

o VV ECMO is contraindicated in cardiogenic failure and in Severe chronic pulmonary
hypertension (mean pulmonary artery pressure >50 mmHQ)

Relative: contraindication for anticoagulation, advanced age, obesity
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