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develop a mobile ECMO treatment protocol to be used

implementation of a suprainstitutional network for

during transport to the extracorporeal life support

rapid response remote extracorporeal life support

center. In our experience, it is a safe and effective

(ECLS) for refractory circulatory failure. With great

method. It is easier and safer to transport a device

enthusiasm, we read about their efforts to implement

(with staff) to a remote hospital than to transport a

an ECLS network for patients with unstable hemo-

patient requiring continuous chest compressions for

dynamics or cardiac arrest due to accidental severe

100 or 200 km. Implementation of extracorporeal

hypothermia in southern Poland (2) and congratulate

therapy at the hospital nearest the incident site or

them on the reported early results, with very

even at the site of the incident presents an interesting

encouraging survival and outcome rates.

new mode of treatment. Since November 2013, we

It is our conviction that a close suprainstitutional

have achieved 58% survival among 31 hypothermic

collaboration between specialized centers and pri-

patients (cardiac arrest or cardiogenic shock in severe

mary care institutions may help to improve survival

hypothermia). In the cardiac arrest subgroup consist-

and outcome of hemodynamically highly compro-

ing of 17 patients (duration until implementation of

mised patients in emergency situations by providing

extracorporeal rewarming: 107 to 345 minutes), sur-

on-site ECLS support and subsequent customized and

vival is 47%. All patients were discharged from the

interdisciplinary

hospital with Glasgow Coma Scale 15 and Cerebral

immense resource burden and the derived socioeco-

Performance Category 1.

nomic

therapy.

implications,

However,

adequate

due

patient

to

the

selection

criteria based on survival-based predictors seem
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indispensable. Therefore, and as also emphasized by
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treat, as well as efﬁcient logistic coordination, are
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mandatory for the success of such programs.
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Darocha et al. (2), education of emergency department and intensive care unit staff of participating
institutions, who are the ones in ﬁrst contact with the
patient in need and are responsible for the decision to

In ultima ratio emergency situations, the outcome
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of mobile ECLS support is usually conditioned by the
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prolonged hypoperfusion may lead to irreversible
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end-organ damage, limiting survival (3). Hence,
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caution is advised when operating in a setting that
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may constitute a logistical challenge, either due to an
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oversized catchment area or to a difﬁcult access re-
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to

prolonged
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Furthermore, hypothermic cardiac shock may require
additional left ventricular and/or pulmonary artery
venting due to pulmonary congestion or concomitant
hypoxic acute respiratory distress syndrome (5),
demanding special expertise beyond percutaneous
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transfemoral cannulation, which usually is only

ICU Team: Are You Ready for

available in specialized centers. Therefore, in the
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beneﬁt for patients experiencing accidental severe
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We thank Dr. Darocha and colleagues for the com-

In this regard, now that mobile ECLS is becoming

ment on our paper (1) in which we reported the

an increasingly applied treatment option for patients
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presenting with therapy-refractory circulatory failure
in emergency situations, joint efforts are warranted

F I G U R E 1 HeartMate II Continuous Flow LVAD

to analyze the results of mobile ECLS emergency
support in a variety of different settings in order to
improve existing facilities and guide the implementation of future mobile ECLS programs.
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Redesigning Ventricular
Assist Devices to Protect
Ethnic Minorities
Changing Design With Changing Times

The LVAD is connected to the electronic controller and the battery packs by a percutaneous lead. The electronic controller is worn on a belt, while the battery packs are worn
on a shoulder holster. Reprinted with permission from Rogers et al. (6) LVAD ¼ left
ventricular assist device.

with advances in medical and surgical management,
VAD patients can now return home, to work, and to
their communities with fairly good quality of life.
The durable VADs have battery pockets and a control
unit (Figure 1), which needs to be carried around
by the patient at all times. Recently, during an
encounter with a VAD patient of African American

Approximately 5.7 million adults in the United States

ethnicity,

are living with heart failure (1). For patients with

concerns.

the

patient

expressed

some

unique

advanced heart failure who are too ill to wait for a

When asked “Mr. X how are you doing today?” he

donor or who are not eligible for a heart transplant

replied “I’m doing well, but there is something I need

because of age or other medical problems, ventricular

to tell you—recently while I was at a restaurant,

assist devices (VADs) offer life-saving therapy (2,3).

people were staring at me from their tables, which has

VADs were initially designed as a temporary support

never happened before. My friend pointed out that

to bridge patients to heart transplantation, but in

my VAD equipment looked like a shoulder holster.”

recent times, these devices are increasingly being

Mr. X went on to say, “In the light of recent

used as lifetime support or destination therapy (4).

shootings of African Americans, I personally feel un-

With continual improvements in device design along

safe wearing this device.”
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