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to discharge, but 12 of these patients required discharge to a
long-term acute care or rehab hospital and 2 of these indi-
viduals required readmission for ventilator weaning.
Although one-third of those who survived were discharged
directly home, we can assume that their recuperation
continued for a significant length of time. In sum, the
pandemic has exacted a toll not only on its victims but
also on those who survive and the nurses and doctors who
make exhaustive efforts to save a life.

Postpandemic, I believe that the role of venovenous (VV)
ECMO in rescuing any number of patients who are positive
for coronavirus disease 2019 will be heralded as a success
story. As the authors mention, they chose not to include in
their analysis the 2 patients who were initiated on venoarte-
rial (VA) ECMO. Undoubtedly, the effectiveness of VA
ECMO for this disease will not mirror that of VV ECMO.
While a consensus statement from the ELSO Guideline
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The Journal of Thoracic and Car
Working Group does not specifically recommend against
VA ECMO, enhanced discretion must be taken when select-
ing these patients, as anecdotal evidence has not been
encouraging.2

The authors should be commended for their hard work in
taking care of their patients and describing their experience.
Unfortunately, this paper is just further evidence for what
hasn’t been done on a larger scale to prevent human
suffering. What could have been will never be. Tragic.
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Commentary: COVID-19
extracorporeal membrane
oxygenation: A long way
from home
David A. Baran, MD, FACC, FSCAI, FHFSA, and
Hannah Copeland, MD

CENTRAL MESSAGE

Interest is increasing in the use of
David A. Baran, MD, FACC, FSCAI, FHFSA,a and
Hannah Copeland, MDb

Before the current COVID-19 crisis, there was the H1N1
influenza pandemic in 2009.1,2 This pathogen was associ-
ated with a high incidence of severe respiratory failure,
and in that setting, use of veno-veno extracorporeal mem-
brane oxygenation (VV-ECMO) became much more
rescue venovenous extracorpo-
real membrane oxygenation to
treat patients with COVID-19
infection. Careful patient selec-
tion and preparation for lengthy
support times are imperative.
common in expert centers.3-5 The majority of injuries
from H1N1 were respiratory, although other effects were
noted. Now, 11 years later, the world is battling the
SARS-CoV2 virus and COVID-19. Naturally, the inclina-
tion is to examine previous strategies, in particular
VV-ECMO.
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In this issue of the Journal, Shih and DiMaio6 report the
use of VV-ECMO in patients with COVID-19–related respi-
ratory failure patients in a large US health care system.
Their cohort comprised 37 patients with proven COVID-
19 and respiratory failure who underwent VV-ECMO sup-
port at 4 centers in their health care system. These patients
represented 1.4% of the 2557 patients who were hospital-
ized with COVID-19 and 12.5% of the 320 who were intu-
bated. The strengths of this report include a uniform
approach to patient management and strict criteria for using
VV-ECMO across centers, as well as a full reporting of the
outcomes. More than one-half of the patients survived to
discharge (56.8%), but most were either sent back to the
referring facility or transferred to a long-term acute care fa-
cility for ventilator weaning. Only 7 of 37 (18.9%) were
able to go home directly, and there is no information on
the postdischarge outcomes.

Clearly, COVID-19 is a multisystem illness, and using
the same playbook as that used for the H1N1 pandemic
will not suffice. The SARS-CoV2 virus is quite infectious,
and the number of cases is staggeringly large. In addition
to cardiac damage,7 hypercoagulability,8 neurologic issues9

and others, this disease can result in irreversible lung dam-
age necessitating lung transplantation. The experience with
COVID ECMO is in sharp contrast to the H1N1 experience,
where mortality was approximately 21% in one large
study.3

A few points should be emphasized. First, patient selec-
tion is one of the most important aspects of an ECMO pro-
gram. COVID patients must be screened carefully for other
organ system dysfunction, including those that develop as a
result of the viral infection. In the current report, ECMO
was withdrawn for futility in 35.1% of patients, despite
strict screening for candidacy. Perhaps with further
research, wewill be able to develop scoring systems specific
to COVID respiratory failure to help teams avoid futile care.

Second, the program must be prepared for lengthy inten-
sive care unit (ICU) stays and the associated resource re-
quirements. In this report, the median ICU length of stay
was 31 days among survivors, with a median total hospital
length of stay of 44 days. This is similar to other ECMO ex-
periences,4,5,10,11 and thus hospitals need to consider the
availability of ICU beds when committing to supporting a
COVID patient with VV ECMO.2,12

Finally, there are recent unpublished reports of lung
transplantation in COVID patients who cannot be weaned
from support.13 Transplantation may be an option for a
1084 The Journal of Thoracic and Cardiovascular Sur
rare subset of patients, but it will be important for ECMO
centers to partner with those groups offering such high-
risk lung transplants to appropriately identify candidates
for this therapy.

In the end, however, VV ECMO and lung transplant are
very limited and precious resources. The majority of
critically ill patients with COVID-19–related refractory
respiratory failure will die, and even those who are rescued
with VV-ECMO face a daunting gauntlet to overcome.
With <20% of patients recuperating sufficiently to be
directly discharged to home following ECMO support, we
need to allocate these resources in a very focused fashion.
Most patients with COVID-19 will remain a long way
from home.
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