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A Case of Prolonged Extracorporeal Membrane Oxygenation Support for
Severe Acute Respiratory Distress Syndrome

— A Case Report —
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When all the conventional treatments have failed for patients with acute respiratory distress syndrome (ARDS),
extracorporeal membrane oxygenation (ECMO) can offer these patients a chance to survive. We report here on a
case of successful treatment with prolonged ECMO support for a patient with severe ARDS. A 41-year-old female
patient with acute A-viral hepatitis developed pneumonia and progressive ARDS. After tracheostomy, her clinical
condition deteriorated despite proper antibiotic administration and other conventional treatments, including the recruit-
ment maneuver and steroid use. Venoarterial ECMO was given for the management of refractory hypoxemia that de-
veloped 14 days after the initiation of mechanical ventilation. The duration of ECMO support was 4 weeks, and she
was successfully weaned off ECMO and mechanical ventilation.

Key Words: acute respiratory distress syndrome, extracorporeal membrane oxygenation, intensive care.
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Fig. 1. A chest radiograph showed bilateral diffuse patchy opacities
combined with right hemothorax and right pneumothorax at
initiation of extracorporeal membrane oxygenation. Two chest
tubes were placed in right hemithorax.
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Fig. 2. Respiratory parameters and antibiotic diary during the first 6
weeks of treatment period. RM, recruitment maneuver, ECMO,
extracorporeal membrane oxygenation; Pplat, plateau pressure;
PEEP, positive end-expiratory pressure.
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Fig. 3. A lower extremity angiography showed 1.5 cm-sized
pseudo-aneurysm in right proximal common femoral artery and
segmental obstruction of superficial femoral artery.

Fig. 4. A chest radiograph showed resolved infiltrates in bilateral lung
fields 4 weeks after cessation of extracorporeal membrane
oxygenation and removal of chest tubes.
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