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INTRODUCTION
Extracorporeal life support, or ordinarily alluded to as
Extracorporeal Membrane Oxygenation (ECMO) is considered as
a salvage treatment for patients who neglect to react to traditional
treatment. ECMO is fundamentally classified into veno-venous
(VV) and veno-blood vessel (VA) mode [1]. VV ECMO gives
exclusively lung support oxygenator, though VA ECMO utilizes
siphon and oxygenator to give both heart and lung support.
Lung defensive ventilation is the main demonstrated system
to reliably diminish mortality in patients suffering from Acute
Respiratory Distress Syndrome (ARDS) [2]. VV ECMO permits
selection of lung defensive methodology in serious ARDS patients
as it can straight forwardly oxygenate blood and expel carbon
dioxide from blood with the oxygenator. Positive outcomes
from the CESAR preliminary and ECMO patent suffering from
influenza A pandemic (H1N1) 2009 infection contamination
have prompted an exponential utilization of this innovation to
other respiratory sickness elements. In any case, there is absence
of high caliber information, including planned examinations or
randomized control preliminary to demonstrate VV ECMO can
diminish mortality in extreme ARDS patients or patients with
extreme pneumonia. ECMO to Rescue Lung Injury in Extreme
ARDS (EOLIA), a randomized controlled preliminary, thinks
about customary norm of care the executives (counting lungdefensive ventilation, neuromuscular bar, and inclined situating)
to venovenous ECMO in serious ARDS, will help shed some light
on this issue.
VA ECMO works by creating blood floZ in the arterial system for
end-organ perfusion and theoretically can alleviate workload of the
heart and allow time for its recovery. Its use is rapidly increasing
worldwide, especially aіer having the evidence that Intra-aortic
balloon pump (IABP) does not have beneficial effect on mortality
for AMI patients complicated with cardiogenic shock. VA ECMO
is indicated when the patient is unresponsive to inotropes and/or
an IABP alone [3]. However, there is no high quality data to suggest
using mechanical cardiac support device or ECMO is superior
to IABP for cardiogenic shock patients. Outcome of VA ECMO
depends on recovery potential of the disease and risk profile of the
patient. Central VA provides shorter duration of organ support
and is usually reserved to postcardiotomy cardiogenic shock.

Fringe VA ECMO is simpler and more secure to actualize yet
additionally has its own intricacies. Pneumonic oedema, vascular
injury, fundamental thromboembolic occasions, and intracerebral
discharge are most usually revealed intricacies.
Differential hypoxia is an interesting phenomenon that only
happens in peripheral VA ECMO [4]. It happens when retrograde
oxygenated blood from the femoral arterial cannula joins antegrade
blood flow ejected from the Oeі ventricle. In addition, these two
opposing forces create an area of “watershed” inside the aorta
that has generally stale flow and may bring about calamitous
thromboembolic occasions.
Despite the fact that there are numerous hypothetical advantages
while applying IABP to VA ECMO patients, mix utilization
of IABP and VA ECMO is still disputable. IABP assists with
emptying the Oeі ventricular weight furthermore, in this manner
having less danger of hydrostatic aspiratory oedema [5]. This
recurrent opening of intra-aortic inflatable additionally assists with
reestablishing pulsatility of LV pressure and encourages opening
of aortic valve. Be that as it may, active deflection of intra-aortic
inflatable in systole may incomprehensibly increment LV afterload
in peripheral VA ECMO patients. Inflatable inflation inside the
aorta in diastole may decrease retrograde blood flow of the fringe
VA ECMO to the aortic curve and constrict coronary and cerebral
perfusion.
Extracorporeal Membrane Oxygenation is a real existence
sparing innovation yet additionally conveys significant dangers of
entanglements. The implementation of ECMO for patients with
severe respiratory failure and patients with cardiogenic shock still
warrant further study.
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