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Extracorporeal Membrane Oxygenation in the Patient with
Cardiopulmonary Resuscitation Failure after Open Heart Surgery
- A case report -

Hee-Jae Jun, M.D. *, Si-Chan Sung, M.D. *, Jong-Soo Woo, M.D. *, Hae-Kyung Lee *

We describe a case of successful extracorporeal membrane oxygenation(ECMO) in a small
infant with cardiopulmonary resuscitation(CPR) failure after an open heart surgery. A
35-day-old male infant weighing 4.4 kg who had congestive heart failure and pulmonary
hypertension underwent patch closure of ventricular septal defect without any intraoperative
event. Postoperative course was unremarkable in the intensive care uint for about 5 hours
before the junctional ectopic tachycardia developed. Sudden cardiac decompensation with
bradycardia occurred about 50 minutes after the development of junctional ectopic tachycardia.
He was put on ECMO by arterial cannulation at the ascending aorta and by venous
cannulation at the right atrial appendage after 4 hours’ CPR. The hemodynamics were stable
with enough urine output during ECMO. He was weaned from ECMO 38.5 hours after
initiation. Delayed sternal closure was attempted. He was extubated on postoperative day 7
and discharged home on postoperative day 21 without any neurologic sequelae.

(Korean J Thorac Cardiovasc Surg 1999;32:53-7)
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Fig. 1. Preoperative chest X-ray shows cardiomegaly and
increased pulmonary vascular markings.
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Fig. 2. ECMOQ perfusion circuit.
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Fig. 3. During ECMO, chest X ray shows increased hazy
density on both upper lung fields.
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Fig. 4. Chest X ray at discharge.

Table 1. Contraindications to ECMO

Asolute contraindications:
1. Preexisting intracranial hemorrhage
2. Weight less than 2,000 gm
3. Congenital andfor neurologic abnormalities incompatible
with a good outcome

Relative contraindications:
1. Congenital heart disease
2. Greater than 7 days of ventilator therapy
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