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Experiences sharing of pediatric ECMO E¥rf& £4x

Extracorporeal membrane oxygenation (ECMO) has become an essential life-support modality in
pediatric critical care, providing temporary cardiopulmonary support for children with severe but potentially
reversible cardiac or respiratory failure. Over the past decade, advances in ECMO technology,
multidisciplinary teamwork, and perioperative management have significantly improved survival and
reduced complications. Nevertheless, pediatric ECMO remains highly complex and resource-intensive,
particularly in neonates and children with congenital heart disease, septic shock, myocarditis, or

postoperative cardiac dysfunction.

This presentation aims to share our institutional experiences in pediatric ECMO management, including
patient selection, timing of cannulation, circuit strategies, anticoagulation management, hemodynamic
monitoring, and multidisciplinary coordination in the pediatric intensive care unit. Representative clinical
cases will be discussed to highlight practical challenges such as low cardiac output syndrome, residual
cardiac lesions, neurologic complications, bleeding, infection, and ECMO weaning failure. Special attention
will also be given to bedside decision-making, echocardiographic assessment, and the role of ECMO in

extracorporeal cardiopulmonary resuscitation (ECPR).

Through real-world experiences and lessons learned, this session seeks to provide practical insights into
optimizing pediatric ECMO outcomes and improving collaborative critical care management in children

with life-threatening cardiopulmonary diseases.
Experiences sharing of pediatric and neonatal ECMO %4 2 X /%

Support of failing cardiorespiratory function in patients who have undergone correction or palliation of
congenital heart disease remains a difficult clinical problem. Extracorporeal membrane oxygenation (ECMO)
provides effective support for postoperative cardiac and pulmonary failure refractory to medical management.
We report our experience of postoperative ECMO support in congenital heart disease.

From January 2006 to September 2018, 47 patients received ECMO support after open-heart surgery due
to failing cardiorespiratory function. There were 26 male patients and 21 female patients. Median body weight
at operation was 3.6Kg (2.2-77Kg). Most of patients received close-system single roller pump or centrifugal
pump ECMO at operation room.

The median time of ECMO support was 106+78.2 hours (12hours-15days). The weaning rate of ECMO



was 76.6% (36/47). The 30-day survival rate was 61.7% (29/47). Our limited experiences suggest that the use
of ECMO in pediatric populations for transient postoperative ventricular dysfunction improves survival with

limited overall morbidity.
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Hemodynamic monitoring during ECMO support &% & B

Veno-arterial extracorporeal membrane oxygenation (VA-ECMO) is an effective mechanical circulatory
support modality that rapidly restores systemic perfusion and gas-exchange for circulatory and ventilation

failure in patients. The fundamental purpose of ECMO support is a bridge to recovery, to definite therapy, to



a more durable bridge, or to decision. Given the huge increase in ECMO use, its optimal management depends
on continuous and discrete hemodynamic monitoring.

Hemodynamic monitoring in ECMO patients requires familiarity with the underlying pathophysiology
and circulatory mechanics of extracorporeal flow. We will focus on various monitoring modalities relevant to
the management of patients on veno-venous ECMO (VV ECMO) and veno-arterial (VA ECMO), to judge the

adequacy of perfusion, predict the response to fluid boluses, and monitor the process of weaning from ECMO.
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