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Abstract

Extracorporeal membrane oxygenation (ECMO) is used in critically ill patients with severe pulmonary and/or cardiac
failure. Blood is drained from the venous system and pumped through a membrane oxygenator where it is
oxygenated. For pulmonary support, the blood is returned to the patient via a vein (veno-venous ECMO) and for
pulmonary/circulatory support it is returned via an artery (veno-arterial ECMO).
Veno-venous ECMO can be performed either with a single dual-lumen cannula or with two separate single-lumen
cannulas. If the latter is chosen, flow direction can either be from the inferior caval vein (IVC) to the right atrium or
the opposite. Earlier research has shown that drainage from the IVC yields less recirculation and therefore the IVC to
right atrium route has become the standard in most centers for veno-venous ECMO with two cannulas. However,
recent research has shown that recirculation can be minimized using a multistage draining cannula in the optimal
position inserted via the right internal jugular vein and with blood return to the femoral vein. The clinical results
with this route are excellent.
In veno-arterial ECMO the most common site for blood infusion is the femoral artery. If venous blood is drained
from the IVC, the patient is at risk of developing a dual circulation (Harlequin syndrome, North-South syndrome,
differential oxygenation) meaning a poor oxygenation of the upper part of the body, while the lower part has
excellent oxygenation. By instead draining from the superior caval vein (SVC) via a multistage cannula inserted in
the right internal jugular vein this risk is neutralized.
In conclusion, the authors argue that draining blood from the SVC and right atrium via a multistage cannula
inserted in the right internal jugular vein is equal or better than IVC drainage both in veno-venous two cannula
ECMO and in veno-arterial ECMO with blood return to the femoral artery.
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Background
Extracorporeal membrane oxygenation (ECMO) is used
in critically ill patients with severe pulmonary and/or
cardiac failure. Blood is drained from the venous system
and pumped through a membrane oxygenator, where it is
oxygenated and decarboxylated. For pulmonary support,
the blood is returned to the patient via a vein (veno-ve-
nous (V-V) ECMO) and for pulmonary and/or circulatory

support it is returned via an artery (veno-arterial (V-A)
ECMO). As oxygen is predominantly transported bound
to hemoglobin (Hb), the oxygen delivery (DecmoO2 in mL
O2/min) from the ECMO circuit can easily be calculated
from the simplified formula as DecmoO2 = Flow × [Hb] ×
0.0134 × (100 – Satpreox), where Flow is the ECMO pump
flow (l/min), [Hb] is hemoglobin concentration (g/L), and
Satpreox is the preoxygenator saturation (%). A high flow
rate and low Satpreox will result in a high oxygen delivery.
ECMO is used in all age groups, and several randomized* Correspondence: bjorn.frenckner@sll.se
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controlled trials have shown that it is lifesaving both in
neonates [1–3] and in adult patients [4].
To fully support the oxygenation of a patient, ECMO

flow needs to be in the range of the normal cardiac out-
put. As the flow resistance in tubes is inversely propor-
tional to the fourth power of the radius (Poiseuille’s Law),
the diameter of the cannulas is of great importance and
large cannulas require large vessels. Central cannulation
(i.e., direct cannulation of the right atrium and aorta) re-
quires a sternotomy and is mostly used postcardiotomy.
Peripheral cannulation outside the thorax and abdomen is
less invasive and is the normal route for most ECMO
patients. The largest available vessels, and those used for
ECMO in adults and older children, are the internal
jugular vein (IJV), the femoral vein, the subclavian artery,
and the femoral artery.

Veno-venous ECMO
In V-V ECMO, the oxygenated blood is returned into
the venous system. Some of this blood will in turn be
drained by the draining cannula, which is referred to as
recirculation (Rf). A high Rf will raise the Satpreox and
therefore lower the oxygen delivery. To support the pa-
tient efficiently, Rf should thus be as small as possible.
Rf is affected by many factors including positioning of
the cannulas, ECMO flow, ECMO flow direction, cardiac
output, and intrathoracic/intra-abdominal pressures [5].
V-V ECMO can be accomplished either through a
dual-lumen cannula (with one draining canal and one
infusion canal) or through two single-lumen cannulas.
When the latter mode is used, possible configurations
are femoral vein to IJV, IJV vein to femoral vein, and

femoral vein (one side) to femoral vein (other side). One
should also bear in mind that it is not the insertion site
that matters, but from where the blood is drained and
reinfused. Draining cannulas are equipped with an
end-hole and several side-holes. So-called multistage
cannulas have side-holes at several different levels and, if
these lie freely and unobstructed in a vessel, they will
primarily drain from the most proximal side-holes (i.e.,
from the side-holes furthest away from the tip). The
configurations are therefore better described as IVC–RA
(drainage from the inferior caval vein (IVC) through a
femoral cannula and return to the right atrium (RA) via
a cannula in the right IJV or in the other femoral vein)
or RA–IVC (drainage from the RA and infusion in the
IVC) (Fig. 1). With a multistage cannula inserted in the
jugular vein, blood will be drained both from the super-
ior caval vein (SVC) and the RA (i.e., SVC/RA). In the
early ECMO era the RA–IVC route was traditionally
routine in the United States [6], while the IVC–RA route
was used in Europe [7]. Rich et al. [8] prospectively
compared efficient oxygenation between RA–IVC and
IVC–RA flow directions and concluded that recircula-
tion was less when draining from the IVC and returning
blood via the RA. Furthermore, they were able to maintain
a higher ECMO flow when using this flow direction. Fol-
lowing this, the policy was changed in North America and
today the majority of ECMO centers use the IVC–RA
route for two single-lumen cannula V-V ECMO [9]. How-
ever, in the study of Rich et al. the patients were all para-
lyzed and subjected to inverse-ratio pressure-controlled
ventilation. As pointed out by the authors, this may have
contributed to a lesser ability to drain from the RA and

Fig. 1 Schematic drawing of the circuit in V-V ECMO. a Draining from the SVC/RA and infusing into the femoral vein; b draining from the IVC
and infusing into the SVC. Preoxygenator saturation can be expected to be 70–80% depending on the amount of recirculation. OX oxygenator
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improvement in the ability to drain from the IVC.
Furthermore, the study was performed during the first
day of support and no attempt had been made to
withdraw fluid. The authors mention that intravascu-
lar volume depletion may compromise IVC–RA flow
more than RA–IVC flow, thereby limiting the value
of their finding. In a recent study, the amount of re-
circulation was studied in RA–IVC ECMO patients
by an ultrasound dilution technique [10]. The authors
found, that by using a multistage cannula (Maquet
HLS, 25 French/38 cm, Maquet Cardiopulmonary/
Getinge Group, Hirrlingen, Germany) inserted via the
right IJV with the tip in the RA as compared with a
conventional lighthouse tip cannula (Bio-Medicus 23
French/25 cm, Medtronic Europe Sárl, Tolochenaz,
Switzerland) inserted in the same way, Rf was re-
duced from an average of 38% to 19%. This multi-
stage cannula has side-holes up to 10 cm from the
tip and, in adult patients, it can be inserted in the
right jugular vein without any risk of proximal
side-holes being too close to the skin. The lower Rf
was explained by a larger proportion of SVC drainage
via the proximal side holes. In Stockholm, we have a
tradition of performing V-V ECMO via the SVC/RA–
IVC route and have demonstrated excellent results
[11]. By using a multistage cannula in the SVC with
exact placement of its tip at the entry of the RA,
recirculation is minimized.

Veno-arterial ECMO
In V-A ECMO, blood is returned to a major artery. The
most commonly used artery in adults is the femoral
artery, meaning there will be a retrograde flow in the
descending aorta meeting the blood that is ejected from
the left ventricle (LV) into the ascending aorta (Fig. 2).
The level of the mixing zone is dependent on the native
cardiac output and the ECMO flow. In patients with
pulmonary failure, the blood ejected from the LV is
desaturated and will predominantly support the upper
part of the body (coronary, subclavian, and carotid arter-
ies). If the venous blood is drained from the IVC (i.e., via
a femoral cannula) the patient is at risk of developing a
dual circulation (Harlequin syndrome, North-South syn-
drome, differential oxygenation) meaning that the highly
oxygenated blood from the ECMO machine enters the
descending aorta, supporting the lower body (splanchnic
circulation, kidneys, legs, etc.) and drains into the IVC
and further to the ECMO circuit [12]. On the other
hand, the desaturated blood ejected from the LV that
supports the upper body (heart, brain, etc.) drains into
the SVC and is pumped through the failing native lungs
to the left atrium and LV without being mixed with the
oxygenated blood from the ECMO machine. This results
in low arterial and venous saturations in the upper body
and a well oxygenated lower body (Fig. 3). Early assess-
ment is accomplished by blood gas analysis showing that
Satpreox exceeds or is similar to saturation in the upper

Fig. 2 Schematic drawing of the circuit in V-A ECMO. a Draining from the SVC/RA and infusing into either femoral artery; b draining from the IVC
and also infusing into either femoral artery. The patient has an ejecting heart and severely failing lungs. a Illustrates the situation where the
highly saturated IVC blood enters the pulmonary circulation and is further ejected from the left ventricle to the upper part of the body. The
poorly saturated SVC blood is, in turn, drained back to the ECMO machine. b Illustrates instead the situation when the highly saturated IVC blood
is drained back to the ECMO machine. In this scenario the ECMO circulation is poorly mixed with the patient’s native circulation resulting into a
dual circulation situation. OX oxygenator
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body. If instead blood is drained from the SVC there will
be a favorable mixture of the circulations in the upper
and lower body. The relatively well-saturated blood from
the IVC enters the pulmonary circulation (instead of be-
ing drained to the ECMO machine) and is ejected from
the LV to support the upper body. The most desaturated
blood in this situation is in the SVC and is drained to
the ECMO machine instead of entering the pulmonary
circulation. Furthermore, by draining the most desatu-
rated blood, more oxygen can be delivered to the patient.
The efficiency of draining from the SVC to avoid dual
circulation in V-A ECMO has been shown both experi-
mentally, in a computerized model, and in clinical practice
[13, 14] (Table 1). In patients on V-A bypass only for cir-
culatory support, the blood ejected by the LV may be well
oxygenated (if not pulmonary edema) and the venous
drainage site is therefore often of less importance with

regard to dual circulation. In patients with extremely low
native cardiac output, the retrograde flow from the ECMO
machine will sometimes reach the aortic arch, but in this
situation flow stagnation in the LV, pulmonary congestion,
and coronary hypoxemia may be threatening. However, in
patients with circulatory support, pulmonary function
may also deteriorate due to LV failure worsening due to
ECMO-induced high afterload, atelectasis, infection, etc.
The risk of dual circulation syndrome therefore always ex-
ists when blood is drained from the IVC. We therefore
argue that in V-A ECMO with blood return in the femoral
artery venous blood should routinely be drained from the
SVC and upper part of the RA. In our opinion the best
way to accomplish this is with a multistage cannula
inserted via the right IJV and with its tip located at the en-
trance to the RA. An exception from the recommended
route for drainage is when the patient is cannulated
during refractory cardiac arrest. In such cases cannulation
via the groin may be quicker especially as the neck may be
difficult to reach due to the resuscitation.
Another common way to solve the oxygenation prob-

lem when/if the dual circulation phenomenon is discov-
ered in V-A ECMO via femoral vessels is to implant an
extra venous reinfusion cannula via the IJV. V-A ECMO
is thereby converted to V-AV [15]. By doing this, oxygen
is introduced to the upper (native) circuit increasing
central venous oxygen content. The saturation of the
blood leaving the LV will be higher compared with be-
fore. However, it should be noted that the Satpreox most
likely also increases due to recirculation (from oxygen-
ated blood in the RA to the draining cannula in the
IVC), and thus the total amount of oxygen it is possible
to deliver via the ECMO support may not increase but
rather decrease if there is a limit in compensatory max-
imum ECMO flow. Drainage capacity may be restricted
by the physical properties of the draining cannula, or
hypovolemia, etc. An alternative in V-A ECMO is to re-
turn the blood in the subclavian artery instead of the
femoral artery. This would eliminate the risk for a dual
circulation as the fully oxygenated blood from the
ECMO machine will be equally distributed in the body.

Fig. 3 Schematic drawing exemplifying dual circulation in V-A
ECMO with severe pulmonary failure when draining from the IVC
and reinfusing into the femoral artery. Although preoxygenator
saturation is acceptable at 60–80%, the arterial saturation in the
aortic arch may be 50–70% and SVC saturation as low as 20–40%.
The SVC desaturation may be unnoticed since the venous blood
drained to the ECMO circuit mainly originates from the IVC, where
venous saturations usually show high normal values. OX oxygenator

Table 1 Upper body oxygenation during V-A ECMO for severe
respiratory failure with infusion in one femoral artery

Upper body oxygen saturation

Drainage
from IVC

Drainage
from SVC

Experimental study in sheep [13] 35% 75%

Patient case report [14] 57% 85%

Simulation model [14] 64% 81%

Blood was initially drained from the inferior caval vein (IVC) resulting in a low
upper body oxygenation (dual circulation), but when the draining site was
changed to the superior caval vein (SVC) a marked improvement
occurred. Saturation was measured in the aortic root in the experimental
study and in the right hand in the patient and in the simulation

Frenckner et al. Critical Care  (2018) 22:163 Page 4 of 5



However, subclavian artery cannulation is technically
more demanding than femoral artery cannulation and also
carries the risk of hyperperfusion of the ipsilateral arm,
surgical site bleeding [16], and cerebral embolization.
Although serious complications such as right ventricu-

lar rupture and cardiac tamponade have been described
using double-lumen ECMO cannulas in the RA inserted
via the IJV and with its tip located in the IVC [17], we
consider having large single-lumen draining cannulas
inserted via the right IJV in the upper part of the RA as
a safe procedure. Since the start of our adult ECMO
program in 1996 and until 2018 we have treated 462
adult patients on ECMO with such draining without any
cardiac perforations.

Conclusion
In conclusion, we argue that drainage from the RA and
SVC via a multistage cannula inserted in the right IJV is
an ideal alternative in ECMO for respiratory and respira-
tory/circulatory support. It enables an efficient drainage
from the upper part of the body. In V-A ECMO with in-
fusion in the femoral artery, dual circulation is avoided.
In V-V ECMO, drainage from the RA/SVC yields excel-
lent results with low recirculation within acceptable
limits. Furthermore, if a patient on V-V ECMO needs to
be converted to V-A ECMO, the ideal draining cannula
is already in place.

Abbreviations
DecmoO2: Oxygen delivery from the ECMO circuit; ECMO: Extracorporeal
membrane oxygenation; Hb: Hemoglobin; IJV: Internal jugular vein;
IVC: Inferior caval vein; LV: Left ventricle; RA: Right atrium; Rf: Recirculation;
Satpreox: Preoxygenator saturation; SVC: Superior caval vein; V-A: Veno-arterial;
V-V: Veno-venous

Authors’ contributions
BF designed the concept of the manuscript, co-wrote and critically revised
the manuscript, and approved the final version for submission. MBrom
discussed the concept, co-wrote and critically revised the manuscript, and
approved the final version for submission. MBroo discussed the concept, co-
wrote and critically revised the manuscript, and approved the final version
for submission.

Ethics approval and consent to participate
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Received: 25 January 2018 Accepted: 24 May 2018

References
1. UK collaborative randomised trial of neonatal extracorporeal membrane

oxygenation. UK collaborative ECMO Trail group. Lancet. 1996;348(9020):75–82.
2. Bartlett RH, Roloff DW, Cornell RG, Andrews AF, Dillon PW, Zwischenberger

JB. Extracorporeal circulation in neonatal respiratory failure: a prospective
randomized study. Pediatrics. 1985;76(4):479–87.

3. O'Rourke PP, Crone RK, Vacanti JP, Ware JH, Lillehei CW, Parad RB, Epstein
MF. Extracorporeal membrane oxygenation and conventional medical
therapy in neonates with persistent pulmonary hypertension of the
newborn: a prospective randomized study. Pediatrics. 1989;84(6):957–63.

4. Peek GJ, Mugford M, Tiruvoipati R, et al. Efficacy and economic assessment
of conventional ventilatory support versus extracorporeal membrane
oxygenation for severe adult respiratory failure (CESAR): a multicentre
randomised controlled trial. Lancet. 2009;374(9698):1351–63.

5. Abrams D, Bacchetta M, Brodie D. Recirculation in venovenous
extracorporeal membrane oxygenation. ASAIO J. 2015;61(2):115–21.

6. Kolla S, Awad SS, Rich PB, Schreiner RJ, Hirschl RB, Bartlett RH. Extracorporeal
life support for 100 adult patients with severe respiratory failure. Ann Surg.
1997;226(4):544–64. discussion 65-6

7. Lewandowski K, Rossaint R, Pappert D, et al. High survival rate in 122 ARDS
patients managed according to a clinical algorithm including extracorporeal
membrane oxygenation. Intensive Care Med. 1997;23(8):819–35.

8. Rich PB, Awad SS, Crotti S, Hirschl RB, Bartlett RH, Schreiner RJ. A
prospective comparison of atrio-femoral and femoro-atrial flow in adult
venovenous extracorporeal life support. J Thorac Cardiovasc Surg. 1998;
116(4):628–32.

9. Lynch W. ECLS Cannulation for adults with respiratory failure. In: Brogan TV,
Lequier L, Lorusso R, MacLaren G, Peek G, editors. Extracorporeal life
support: the ELSO red book. 5 edn. Ann Arbor,: Extracorporeal life support
organization; 2017. p. 429–437.

10. Palmer O, Palmer K, Hultman J, Broman M. Cannula design and recirculation
during venovenous extracorporeal membrane oxygenation. ASAIO J. 2016;
62(6):737–42.

11. von Bahr V, Hultman J, Eksborg S, Frenckner B, Kalzen H. Long-term survival
in adults treated with extracorporeal membrane oxygenation for respiratory
failure and sepsis. Crit Care Med. 2017;45(2):164–70.

12. Kitamura M, Shibuya M, Kurihara H, Akimoto T, Endo M, Koyanagi H.
Effective cross-circulation technique of venoarterial bypass for differential
hypoxia condition. Artif Organs. 1997;21(7):786–8.

13. Hou X, Yang X, Du Z, et al. Superior vena cava drainage improves upper
body oxygenation during veno-arterial extracorporeal membrane
oxygenation in sheep. Crit Care. 2015;19:68.

14. Lindfors M, Frenckner B, Sartipy U, Bjallmark A, Broome M. Venous cannula
positioning in arterial deoxygenation during veno-arterial extracorporeal
membrane oxygenation—a simulation study and case report. Artif Organs.
2017;41(1):75–81.

15. Werner NL, Coughlin M, Cooley E, Haft JW, Hirschl RB, Bartlett RH,
Mychaliska GB. The University of Michigan experience with veno-
venoarterial hybrid mode of extracorporeal membrane oxygenation. ASAIO
J. 2016;62(5):578–83.

16. Hussain ST, Navia JL. Cannulation for ECMO in adult patients with cardiac
failure. In: Brogan TV, Lequier L, Lorusso R, MacLaren G, Peek G, editors.
Extracorporeal life support: the ELSO red book. Ann Arbor: Extracorporeal
life support organization; 2017. p. 523–31.

17. Hirose H, Yamane K, Marhefka G, Cavarocchi N. Right ventricular rupture
and tamponade caused by malposition of the Avalon cannula for
venovenous extracorporeal membrane oxygenation. J Cardiothorac Surg.
2012;7:36. https://doi.org/10.1186/1749-8090-7-36.

Frenckner et al. Critical Care  (2018) 22:163 Page 5 of 5

https://doi.org/10.1186/1749-8090-7-36

	Abstract
	Background
	Veno-venous ECMO
	Veno-arterial ECMO

	Conclusion
	Abbreviations
	Authors’ contributions
	Ethics approval and consent to participate
	Competing interests
	Publisher’s Note
	References

