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ABSTRACT
The use of extracorporeal membrane oxygenation 
for high-risk rigid bronchoscopy has been reported 
in few urgent cases. We report our experience with 
this approach which was planned electively in five 
cases on 202 procedures (2.5%). It was proposed 
because of the potential inability to ventilate the 
lungs using conventional techniques due to extensive 
tracheobronchial lesions or the risk of major 
intraoperative bleeding related to disease characteristics. 
There were no intraoperative complications and 
postoperative course was favourable in all patients. 
With a maximum follow-up of 3 years and 7 months, all 
patients are alive with no tracheostomy despite major 
morbidities.

INTRODUCTION
Rigid bronchoscopy (RB) remains one of the most 
important techniques in the management of central 
airway diseases. Controlled and jet ventilation are 
routinely used during RB. This can be challenging, 
especially in case of respiratory failure and/or 
severe haemorrhage.1 The use of extracorporeal 
membrane oxygenation (ECMO) has been reported 
in airway surgery and more rarely for urgent bron-
choscopies.2–4 We present here our experience with 
elective Veno-Venous (VV) ECMO for high-risk RB.

METHOD
From January 2016 to December 2019, 202 rigid 
bronchoscopies have been performed in patients 
referred to our 24/7 Airway Diseases Center for 
malignant or benign lesions. A major risk of massive 
bleeding or respiratory failure was identified in five 
cases (2.5%). There were four female and one male 
patients with a mean age of 45.8 years (ranging from 
20 to 67 years). Patient characteristics including 
medical history, type of diseases and previous treat-
ment are presented in table 1. All patients except 
one were referred from other medical centres. 
Two of them were discussed for a tracheal trans-
plantation according to our prospective feasibility 
study evaluating the use of stented aortic matrices 
but were finally excluded because of comorbidities 
and/or general status.5 All patients had a preopera-
tive venous ultrasound and echocardiography. All 
case files were validated by our tracheobronchial 
diseases multidisciplinary team meeting. Enrolment 
criteria were the potential inability to ventilate the 
lungs using conventional techniques with respira-
tory failure because of (1) extensive tracheobron-
chial lesions (patients 1, 4, 5) or (b) the risk of major 

intraoperative bleeding related to disease character-
istics (patients 2, 3). VV ECMO indications of elec-
tive respiratory support during RB are detailed for 
each patient in table 1 and figure 1. Contraindica-
tions to VV ECMO were disseminated malignancy, 
severe chronic organ dysfunction and major chronic 
pulmonary hypertension (>50 mm Hg). All patients 
provided written informed consent for RB and 
VV ECMO. The operation consisted of RB under 
elective VV ECMO (figure  2). Cannulation was 
performed under sedation and local anaesthetics 
infiltration of the cannula sites in patients 1 and 5 
(n=2). Sedation was obtained by small boluses of 
midazolam and a target controlled infusion (TCI) of 
remifentanil. In patients 2, 3 and 4 (n=3), general 
anaesthesia was initiated before cannulation using 
propofol/remifentanil TCI. Patients were intubated 
(rocuronium) and conventional ventilation was 
performed (5–7 mL/kg tidal volume, respiratory 
rate 10–12/min and fractional inspired oxygen 
<60%) prior to bronchoscopy. After an intravenous 
bolus of heparin (5000 IU), percutaneous cannula-
tion with ultrasound guidance was performed using 
a 25–29 Fr inflow cannula in the femoral vein and 
a 21 Fr return cannula in the right jugular vein. 
Both cannulas were connected to a heparin-coated 
circuit (Quadrox HLS, Maquet) with a centrifugal 
pump (Cardiohelp, Maquet) providing a flow from 
60% to 90% of the theoretical cardiac output. Once 
VV ECMO was in place for patients 1 and 2, the 
depth of anaesthesia was increased using propofol/
remifentanil TCI. Finally, rocuronium was admin-
istered prior to RB. Patients 2, 3 and 4 were extu-
bated prior to RB. No other heparin boluses or 
infusions were administered during the procedure.

RESULTS
Characteristics related to the procedure, post-
operative course and long-term follow-up are 
detailed in table 1. The duration of the procedure 
ranged from 80 to 130 min. The additional time to 
place the patient under ECMO was estimated at 
15–50 min. In all patients, ECMO was well toler-
ated during the procedure. It was not necessary 
to ventilate the lungs because oxygen saturation 
of the haemoglobin measured with digital pulse 
oximetry was superior to 98%. Management of 
hypotension (systolic pressure inferior to 90 mm 
Hg) required repeated boluses of vasopressors. In 
patient 2, haemodynamic instability due to tumour 
bleeding needed continuous infusion of vasopres-
sors. There was no intraoperative complication 
related to the use of ECMO. In summary, different 

994    Martinod E, et al. Thorax 2020;75:994–997. doi:10.1136/thoraxjnl-2020-214740

 on A
pril 8, 2024 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thoraxjnl-2020-214740 on 24 July 2020. D

ow
nloaded from

 

http://crossmark.crossref.org/dialog/?doi=10.1136/thoraxjnl-2020-214740&domain=pdf&date_stamp=2020-010-09
https://www.brit-thoracic.org.uk
http://thorax.bmj.com
http://thorax.bmj.com/


Brief communication

Ta
bl

e 
1 

Ch
ar

ac
te

ris
tic

s 
re

la
te

d 
to

 th
e 

m
ed

ic
al

 h
is

to
ry

, t
he

 ty
pe

 o
f d

is
ea

se
s, 

th
e 

pr
ev

io
us

 tr
ea

tm
en

t, 
th

e 
pr

oc
ed

ur
e,

 th
e 

po
st

op
er

at
iv

e 
co

ur
se

 a
nd

 th
e 

lo
ng

-t
er

m
 fo

llo
w

-u
p

Se
x,

 a
ge

 
(y

ea
rs

)
M

ed
ic

al
 h

is
to

ry
Ty

pe
 o

f d
is

ea
se

s 
an

d 
pr

ev
io

us
 

tr
ea

tm
en

t

EC
M

O
en

ro
lm

en
t 

cr
it

er
ia

O
pe

ra
ti

on
 

da
te

Pr
oc

ed
ur

e
EC

M
O

 
du

ra
ti

on
Po

st
op

er
at

iv
e 

fo
llo

w
-u

p
M

ax
im

al
 fo

llo
w

-
up

Cu
rr

en
t 

st
at

us

1
M

, 6
7

Pa
st

 s
m

ok
er

Tu
be

rc
ul

os
is

Ep
ile

ps
y

Es
op

ha
ge

ct
om

y 
fo

r c
an

ce
r

Le
ft 

vo
ca

l c
or

d 
pa

ra
ly

si
s

Ca
nc

er
 re

cu
rr

en
ce

To
ta

l e
so

ph
ag

ec
to

m
y

Pe
r-o

pe
ra

tiv
e 

la
ce

ra
tio

n 
of

 th
e 

en
tir

e 
tr

ac
he

a
M

ed
ia

st
in

iti
s

Re
sp

ira
to

ry
 fa

ilu
re

M
ay

 2
01

6
Ex

te
nd

ed
 Y

 s
te

nt
in

g
Tr

ac
he

ot
om

y
1.

5 
ho

ur
s

U
ne

ve
nt

fu
l

Tr
ac

he
ot

om
y 

re
m

ov
al

 
1 

ye
ar

St
en

t r
em

ov
al

 1
 ye

ar
 4

 
m

on
th

s

3 
ye

ar
s,

7 
m

on
th

s
Al

iv
e

N
o 

ca
nc

er
 re

cu
rr

en
ce

N
o 

tr
ac

he
ot

om
y

N
o 

st
en

t

2
F, 

25
Ch

ro
ni

c 
co

ug
h

Ty
pi

ca
l c

ar
ci

no
id

 tu
m

ou
r

Ri
gh

t m
ai

n 
st

em
 b

ro
nc

hu
s 

ob
st

ru
ct

io
n

Ri
gh

t l
un

g 
at

el
ec

ta
si

s
Pr

eo
pe

ra
tiv

e 
em

bo
lis

at
io

n

M
as

si
ve

 b
le

ed
in

g
Re

sp
ira

to
ry

 fa
ilu

re
O

ct
ob

er
 2

01
6

M
as

si
ve

 b
le

ed
in

g 
In

co
m

pl
et

e 
br

on
ch

os
co

pi
c 

tu
m

ou
r r

em
ov

al
St

en
t

Tr
ac

he
ot

om
y

22
 d

ay
s

Pn
eu

m
ot

ho
ra

x
Pn

eu
m

on
ia

Tr
ac

he
ot

om
y 

re
m

ov
al

 2
 

m
on

th
s

St
en

t r
em

ov
al

 4
 m

on
th

s

3 
ye

ar
s,

2 
m

on
th

s
Al

iv
e

M
ed

ic
al

 tr
ea

tm
en

t 
(m

TO
R 

in
hi

bi
to

r)
Pn

eu
m

on
ec

to
m

y
N

o 
tr

ac
he

ot
om

y
N

o 
st

en
t

3
F, 

57
Pa

st
 s

m
ok

er
As

th
m

a
Br

ea
st

 c
an

ce
r:

Su
rg

ic
al

 re
se

ct
io

n 
+

Ch
em

or
ad

ia
tio

n
Tr

ac
he

al
 a

de
no

id
 c

ys
tic

 c
ar

ci
no

m
a 

(A
CC

): 
en

do
sc

op
ic

 re
se

ct
io

n

Re
cu

rr
en

t A
CC

:
ca

rin
al

 re
se

ct
io

n
(Ja

nu
ar

y 
20

16
)

AR
DS

Le
ft 

m
ai

n 
st

em
 b

ro
nc

hu
s 

st
en

tin
g

Lo
ng

-t
er

m
 m

ed
ia

st
in

al
 s

te
nt

 
m

ig
ra

tio
n

M
as

si
ve

 b
le

ed
in

g
Re

sp
ira

to
ry

 fa
ilu

re
O

ct
ob

er
 2

01
7

M
in

or
 b

le
ed

in
g

St
en

t r
em

ov
al

Pl
ac

em
en

t o
f a

 n
ew

 
st

en
t i

n 
th

e 
le

ft 
m

ai
n 

st
em

 b
ro

nc
hu

s

1.
5 

ho
ur

s
U

ne
ve

nt
fu

l
Ch

ro
ni

c 
co

lo
ni

sa
tio

n 
by

 
ps

eu
do

m
on

as
 a

er
ug

in
os

a
As

th
m

a 
at

ta
ck

s

2 
ye

ar
s,

2 
m

on
th

s
Al

iv
e

N
o 

re
cu

rr
en

ce
 o

f A
CC

N
o 

tr
ac

he
ot

om
y

O
ne

 s
te

nt
 in

 p
la

ce

4
F, 

60
Pa

st
 s

m
ok

er
M

or
bi

d 
ob

es
ity

Hy
pe

rt
en

si
on

G
as

tr
o-

oe
so

ph
ag

ea
l r

efl
ux

 d
is

ea
se

Pu
lm

on
ar

y 
em

bo
lis

m
 (×

3)
, s

le
ep

 
ap

no
ea

ap
pe

nd
ic

ec
to

m
y

bo
w

el
 o

bs
tr

uc
tio

n,
 H

ys
te

re
ct

om
y

O
va

rie
ct

om
y

Ex
ce

ss
iv

e 
dy

na
m

ic
 a

irw
ay

 c
ol

la
ps

e 
(E

DA
C)

: s
ur

gi
ca

l t
re

at
m

en
t 2

00
4 

M
ul

tip
le

 ri
gi

d 
br

on
ch

os
co

pi
es

 s
in

ce
 

20
08

: s
te

nt
 p

la
ce

m
en

t a
nd

 re
m

ov
al

, 
gr

an
ul

at
io

n 
tis

su
e 

re
m

ov
al

Re
sp

ira
to

ry
 fa

ilu
re

O
ct

ob
er

 2
01

7
Ex

te
nd

ed
 Y

 s
te

nt
in

g
Tr

ac
he

ot
om

y
2 

ho
ur

s
U

ne
ve

nt
fu

l
Ac

ut
e 

br
on

ch
iti

s
Tr

ac
he

ot
om

y
Re

m
ov

al
 8

 m
on

th
s

Tr
ac

he
op

la
st

y 
1 

ye
ar

 4
 

m
on

th
s

2 
ye

ar
s,

2 
m

on
th

s
Al

iv
e

N
o 

tr
ac

he
ot

om
y

O
ne

 s
te

nt
 in

 p
la

ce

5
F, 

20
U

nd
et

er
m

in
ed

 in
fla

m
m

at
or

y 
tr

ac
he

ob
ro

nc
hi

al
 d

is
ea

se
Re

cu
rr

en
t p

ne
um

on
ia

 a
nd

 re
sp

ira
to

ry
 

fa
ilu

re
Co

rt
ic

os
te

ro
id

-in
du

ce
d 

os
te

op
or

os
is

Ca
ch

ex
ia

M
ul

tip
le

 tr
ac

he
al

 a
nd

 b
ro

nc
hi

al
 

st
en

os
es

M
ed

ic
al

 tr
ea

tm
en

t
FE

V 1=
34

0 
m

L 
(1

1.
4%

)
Re

si
du

al
 lu

m
en

 o
f t

he
 

tr
ac

he
a=

3–
4 

m
m

Re
sp

ira
to

ry
 fa

ilu
re

Ap
ril

 2
01

9
Tr

ac
he

al
 d

ila
ta

tio
n 

(×
2)

 a
nd

 s
te

nt
in

g
Br

on
ch

ia
l d

ila
ta

tio
n

24
 h

ou
rs

U
ne

ve
nt

fu
l

St
en

t o
bs

tr
uc

tio
n

St
en

os
is

 re
cu

rr
en

ce
St

en
t r

em
ov

al
 a

nd
 n

ew
 

Y 
st

en
tin

g 
un

de
r V

V 
EC

M
O

8 
m

on
th

s
Al

iv
e

N
o 

tr
ac

he
ot

om
y

O
ne

 s
te

nt
 in

 p
la

ce

AR
DS

, a
cu

te
 re

sp
ira

to
ry

 d
is

tr
es

s 
sy

nd
ro

m
e;

 E
CM

O,
 e

xt
ra

 c
or

po
re

al
 m

em
br

an
e 

ox
yg

en
at

io
n;

 F
EV

1, 
fo

rc
ed

 e
xp

ira
to

ry
 v

ol
um

e 
in

 o
ne

 s
ec

on
d;

 V
V,

 v
en

o-
ve

no
us

.

995Martinod E, et al. Thorax 2020;75:994–997. doi:10.1136/thoraxjnl-2020-214740

 on A
pril 8, 2024 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thoraxjnl-2020-214740 on 24 July 2020. D

ow
nloaded from

 

http://thorax.bmj.com/


Brief communication

procedures were performed, including extended Y stenting 
for airway reconstruction (n=2); incomplete bronchoscopic 
tumour removal and stenting (n=1); stent replacement (n=1) 
and tracheobronchial dilatation followed by stenting (n=1). In 
three patients, a temporary tracheostomy was used. In three 
patients, the VV ECMO was removed at the end of the proce-
dure (time <2 hours) and postoperative course was uneventful. 
In two patients, it was prolonged because of respiratory failure 
for 22 days or 24 hours, respectively in patients 2 and 5. For all 
patients, the last follow-up visit occurred on 18 December 2019. 
With a maximum follow-up of 3 years and 7 months, all patients 
are alive with no tracheostomy. Three patients have a tracheal 
stent in place. One patient required a new dilatation with stent 
placement under VV ECMO. No long-term complications have 
been associated with the use of VV ECMO in this series.

DISCUSSION
Our preliminary experience showed that VV ECMO was well 
tolerated in patients requiring an RB at risk of respiratory 
failure and/or bleeding. With a maximum long-term follow-up 

of 3 years and 7 months, complications were mainly associated 
with underlying diseases. We believe that the use of VV ECMO 
have significantly impacted the ability to complete the proce-
dure because ventilation would probably have been impossible 
to maintain due to major tracheal lesions in patients 1, 4, 5 or to 
massive bleeding in patient 2. On the other hand, the procedure 
might have been performed without VV ECMO only in patient 
3 since there was no massive bleeding. Thus, the VV ECMO 
could have been on stand-by for this last patient. This could 
be an option for similar cases in the future. In the majority of 
patients, VV ECMO was used only during the procedure; there 
were no intraoperative complications; postoperative course was 
uneventful and long-term follow-up was satisfactory despite 
severe tracheobronchial diseases and comorbidities. Hypoten-
sion was observed in all patients and was successfully managed 
by the use of vasopressors. In patient 2, we believe that bleeding 
was related to the carcinoid tumour more than heparinisation 
because it had also been observed in previous biopsies. On the 
other hand, the use of heparin did not cause any bleeding in 
patient 3. As ECMO duration was relatively short (except for 

Figure 1  Transversal view of chest CT scan (a) and a bronchoscopic image (b) for each patient. Patient 1 (P1) had a peroperative laceration of the 
entire trachea (arrow) during total esophagectomy. The chest tube (star) was visible through the tracheal lumen. There was a potential inability to 
ventilate the lungs using conventional techniques with a major risk of respiratory failure at bronchoscopic Y stenting. Patient 2 (P2) had a huge typical 
carcinoid tumour (arrow) with a right main stem bronchus obstruction leading to lung atelectasis. A major bleeding was observed at biopsies under 
flexible bronchoscopy. A risk of massive bleeding with respiratory failure was identified for tumour removal using RB. Patient 3 (P3) had a mediastinal 
stent migration (arrow) at long-term follow-up after carinal resection and stenting. A risk of massive bleeding with respiratory failure was established 
for stent removal under RB. Patient 4 (P4) had multiple endoscopic stenting for a severe excessive dynamic airway collapse. Major stent complications 
(arrow) occurred due to stenosis, obstructive granulation tissue, migration, fracture and infection. There were major risks associated with stent 
removal, these including mucosal tears, severe bleeding, re-obstruction and respiratory failure. Patient 5 (P5) had multiple tracheal and bronchial 
stenoses with a residual trachea measuring 3–4 mm (arrow). A potential risk of respiratory failure using conventional or jet ventilation was found. RB, 
rigid bronchoscopy.

Figure 2  Anonymised patient who had a rigid bronchoscopy by our surgical team (white star) under general anaesthesia and elective veno-venous 
extra corporeal membrane oxygenation (white triangle) in collaboration with the anaesthesiologist team (white cross) and operating theatre nurses 
(white circle).
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patient 2), we did not observe complications usually associ-
ated with this technique like bleeding, deep venous thrombosis/
pulmonary embolism, pneumothorax, infections and mechan-
ical problems. Long-term events were only related to under-
lying airway diseases. Future prospective studies could compare 
two groups of patients having ECMO or not during a high-risk 
RB and evaluate intraoperative parameters and complications. 
ECMO indications for respiratory support in adult patients 
are Acute Respiratory Distress Syndrome, airway obstruction, 
pulmonary contusion, smoke inhalation, primary graft failure 
after lung transplantation, bridge to lung transplant, lung hyper-
inflation and pulmonary haemorrhage.6 In 2009, Chen reported 
his successful experience with emergency VV ECMO support 
in a patient who had tracheal obstruction during RB for stent 
removal.4 George and colleagues used the same procedure for 
stent removal and placement in a patient with severe tracheo-
bronchomalacia.7 In the same way, Zhu and colleagues proposed 
VV ECMO support as an alternative to conventional or jet venti-
lation in patients with severe tracheal stenosis undergoing urgent 
tracheal stenting.8 The overall mortality rate associated with RB 
was less than 1% in the most important series.1 In addition, 
mortality is usually linked to respiratory failure and/or severe 
haemorrhage. Consequently, Gourdin and colleagues planned 
VV ECMO support before the administration of general anaes-
thesia to prevent oxygenation failure during RB in a patient who 
required a high-risk stent removal.9 Dunkman and colleagues 
reported in a 37-year-old patient the elective use of VV ECMO 
for the resection of a carinal schwannoma with no recurrence 
after 6 months of follow-up.10 Finally, Hong and colleagues 
published a case series of VV ECMO used as a bridge to support 
interventions for severe airway obstruction.11 The main limita-
tion of this last study was the short follow-up time of only 2 
months. Modern ventilation strategies now allow oxygenation 
in the majority of patients who have an RB. Nevertheless, RB 
is still contraindicated in case of a high risk of failure to venti-
late, either due to obstruction or bleeding. This problem can be 
avoided with the use of VV ECMO. The present study confirmed 
that elective VV ECMO was well tolerated during high-risk RB. 
Indeed, short-time VV ECMO is safe, can be deployed easily and 
has the potential to turn high-risk RB into routine procedures. As 
a result, elective VV ECMO could be used more widely during 
RB, especially when the procedure is contraindicated because a 
high risk of respiratory failure and/or bleeding. We believe that 
there are no obstacles today to the development of this emerging 

approach. Further studies are needed to confirm our preliminary 
results.
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