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erience of ECMO

Literature review 67 patients, 2009-2014

VV ECMO 15
VA ECMO 16
Lung assist 1

Indications for ECMO:

ARDS
Amniotic fluid embolism
eri-partum cardiogenic shock (arrhythmia, Takasubo’s)
Severe MR from iEC
Acute PE

TRALI

Cardiac arrest / ECPR
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m ECMO duri

12 patients total, ANZ 2009
Pregnant 7 (58%)
Postpartum 5 (42%)

Mean age 29
50% obese
3 (38%) preeclampsia, 1 (8%) placenta previa

10 VW or VWV /2 VA

ival: 8 (66%) ECMO and hospi

bia Experie

or postpartum patients received ECMO
22.2%) pregnant at the time of ECMO initiatio

Mean age 32.6 (26-39)
APACHE 11 27 (23-30)
VV14 /VAV3 /VA 1l

Indications for ECMO:

ARDS (17, 94%)
ECPR (3, 16.7%)

PE (2, 11%)
AFE (2, 11%)

Total of 45 patients in 26 publications

Indications for ECMO
H1IN1 influenza 33 (73%)

Other ARDS 8 (18%)
Cardiogenic shock 3 (7%)
Cardiac arrest 1 (2%)

Mean gestational age
6.5 weeks (range 12-38 week

©AllinaHealthSystems

April 27,2018

Maternal survival 16 (88.9%)
Fetal survival 14 (77.8%)

3 pregnant with viable fetus, all survived (100%)
2 delivered on ECMO
1 delivered post-ECMO

Duration 6.6 days
Extubated on ECMO 5 (27.8%)

VA R4l
VAs=d
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Anticoagulation:
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oxygenation,
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g complications may be higher g complications may be higher
bia series: Patients with hemorrhage, total 10 (55.69

emorrhagic complications that developed on ECMO 6 (
4 instances of ACS after Cesarean section

ries: HIN1 pregnant women: 8/12 total cohort (679
NS compared to non-peripartum (50%)

egnant women: 4/7 (57%) reported major bleeding
2 (100%) received transfusions, median 3.5L (IQR 1.5-4

ere coagulopathy from AFE manageable eeding was the cause of death in 3 patients

77.8%) received transfusions, median 2.5 u (625-7
ircuits required changing.
ificant thrombotic complications or hemolys

Conclusion

be used successfully in pregnant or po
ents with excellent maternal and fetal su

ECMO in Obese Patients

n those with severe hemorrhage and coagulor
though bleeding complications may be higher
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Estimated Percentage by Sex
BMI >25
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36% 36%
BMI >40

8%
4%

ation placement

ilator and sedation management

of transport

April 27,2018

“Obesity Paradox”

espite increased incidence of ARDS in obese patient:

there is decreased mortality
Lower IL-6, IL-8, surfactant protein D
Increased nutritional stores

neeting criteria for severe ARDS may have less se \
injury J

Chest wall restriction

ELSO Data 2005-2011
ociation between high body weight and mortality (n:
7.25/59/57
PEEP 15

decile (121-251 kg) with OR for morality 0.62 [95%
1.02, p=0.06)
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Suhel Al-Souf Lack of association between body
and mortality in patients on veno-venous
extracorporeal membrane oxygenation

. Brogan Extracorporeal membrane oxygenation

in adults with severe respiratory failure:
a multi-center database

ELSO Data 1986-2006
Higher body weight in surviving patients

1986-2006 - 1473 patients
Survivors 76 kg
Non-survivors 72 kg
p=0.001

2002-2006 - 600 patients
Survivors 76.5
Non-survivors 74.7
p=0.045

55 patients 2009-2012
12 morbidly obese patients (BMI 49 kg/m?)
Super-obese: subset of 6 (BMI 57 kg/m?)

6 days of pre-ECMO mechanical ventilation
7.25/53/53

| to non-morbidly obese group,

bese patients:

35 vs 43.5 years (p-02s)
C / 'm? (p<0.01)
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Article Criteria Etiology | VW ECMO/Hosp
Survival

Config

ARDS D: 19,21
Mongero, 2006 2 BMI > 50 Eaa R: 15,19 100%
BMI >35 9 (75%)
Swol, 2014 12 (mean 47.9) ARDS ND 6 (50%)

D: 23,25 9 (75%)
R: 19,21 8 (66%)

Kon, 2015 BMI >40 ARDS

ARDS D: 23 Fr

post-op R: 21 Fr go

ull, 2015 BMI >20

D: 23 Fr

Belliato, 2016 BMI 70 R Y

mbia Experien ~ Conclusion

obese patients transported to our institutio 4 A
Mixed cardiogenic shock and ARDS an be effective in patients with obesity, eve

nes of weight and should not be a contraindic
(BMI 30-40 kg/m?) 28 morbidly obese (BMI 24

Longer ECMO and ICU duration may be expecte
10 super obese

mean 53.4 (48.6 — 79.0) kg/m?

- Worse gas exchange post-ECMO: PaO, 70 vs. 110s
v' Longer duration of ECMO: 15 vs. 8 d
v’ Longer ICU LOS: 32 vs. 17 d
ECMO survival: 100%
Hospital survival: 90%

Summary

> of ECMO continues to grow in the ad
tion and can be successfully used in spe
ations such as pregnant and postpartu
and those with morbid obesity.

nould not be withheld from these g
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