Clinical case Science & Healthcare, 2025 Vol. 27 (6)

Received: 01 August 2025 / Accepted: 11 November 2025 / Published online: 30 December 2025

DOI 10.34689/SH.2025.27.6.028 Thio work s foereod undora
BY International License

UDC 616.132.2-008.6:616.1:615.273.53:615.38

CORONARY ARTERY STENTING UNDER ECMO SUPPORT:
A CASE SERIES DESCRIPTION

Almas M. Antikeev1,

Erlan T. Ordabayevt,

Askar M. Abiltayev1.2, https://orcid.org/0000-0003-4127-2347
Dauren A. Antikeyev1, https://orcid.org/0009-0007-0934-6509
Aizhan A. Abiltayevas3, https://orcid.org/0000-0002-0172-9202
Asel K. Tleuoval,

Duman E. Izguttinovi,

1 MSE on PVC “Pavlodar Regional Cardiology Center”, Paviodar, Republic of Kazakhstan;
2NCJSC “Semey Medical University”, Pavlodar Branch, Republic of Kazakhstan;
¥NCJSC “Semey Medical University”, Semey, Republic of Kazakhstan.

Abstract

Objective: The use of Veno-Arterial Extracorporeal Membrane Oxygenation (VA-ECMO) is a potentially life-saving
strategy for patients with refractory cardiogenic shock (CS) secondary to ST-segment elevation myocardial infarction
(STEMI)for whom standard therapy is ineffective. Data on the implementation of this method are scarce in the Republic of
Kazakhstan (RK).

Aim of the Study To evaluate the feasibility and initial clinical outcomes of emergency percutaneous coronary intervention
(PCI) supported by VA-ECMO under a unified protocol in patients with refractory cardiogenic shock in the Republic of
Kazakhstan.

Methods A retrospective, single-center study was conducted, including a series of six consecutive patients with refractory
CS due to STEMI who underwent emergency coronary artery stenting at the Pavlodar Regional Cardiology Center during the
period from October 2024 to September 2025. PCI was performed with active peripheral VA-ECMO support via a femoral
approach. The primary endpoint was survival to hospital discharge, and the secondary endpoint was the frequency of major
complications.

Results The mean age of the patients was 71.3 years (men — 83.3%). Multivessel coronary artery disease was recorded
in 100% of patients. The PCI procedure was technically successful in all 6 cases, achieving TIMI 3 flow. The mean duration
of ECMO support during the intervention was 56 minutes (30-90 minutes). Hospital survival was 83.3%(5 out of 6 patients
were discharged in satisfactory condition). Among discharged patients, 30- and 90-day survival was 100%. A complication in
the form of femoral artery dissection was recorded in 1 patient (16.7%).

Conclusions The application of a unified perioperative management protocol allows for the successful performance of
emergency PCI with VA-ECMO support in patients with refractory cardiogenic shock. The method is technically feasible and
provides a high level of early survival comparable to international data, confirming its potential as a life-saving option.
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/cnonb3oBaHne BeHO-apTepuanbHOW  SKCTpaKoproparnbHOW MembpaHHoi  okcureHauun (BA-OKMO)  saBnsietcs
NOTEHUMANbHO Xu3Hechbeperatowlei cTpaTerven 4ns naumeHToB ¢ pedpakTepHbIM kapanoreHHbiM wokom (KL) Ha doHe
WHpapkTa Muokapaa ¢ nogbemom cermeHta ST (MMRST), ans koTopbiX CTaHAapTHas Tepanust HeaddektusHa. B
Pecnybnuke KasaxctaH (PK) gaHHble 0 BHeOpEeHUM AaHHOM METOAMKN OTCYTCTBYIOT.

Llenb uccnegoBanms: OLeHNTb peanu3yemocTb U NepBOHAYasnbHbIe KIMHUYECKME UCXOAb! AKCTPEHHOTO YPE3KOKHOIO
kopoHapHoro Bmelwatensctea (UKB) nog nogaepxkoit BA-OKMO B ycnoBusix eanHoro YHUGULMPOBAHHOTO MPOTOKONa Y
NaLMEHTOB C pedpaKkTePHbIM KapAUOreHHbIM LLOKOM Ha Tepputopum PK.

Metogbl: [lpoBeneHO pPETPOCNEKTUBHOE, OOHOLIEHTPOBOE WCCMEAOBaHWE, BKMIOYAOLLEE CEpUo U3 LIECTU
nocnegosaTenbHbIX NauueHToB ¢ pedpaktepHbim KW Ha coHe WMnST, koTopbiM 6bif0 BbIMOMHEHO 3KCTPEHHOE
CTEHTUPOBaHMUE KOPOHapHbIX apTepuin B aBnoaapckom ObnactHom Kapavonoruyeckom LieHTpe B nepuog ¢ oktabpst 2024
roga no ceHTabpb 2025 roga. YKB BbINonHANOCH npu akTueHoi nepudepuyeckoin BA-OKMO nopaepxke yepes 6eapeHHbIn
pocTyn. MNepBuYHOI KOHEYHON TOYKOM Bbia BbIKMBAEMOCTb [0 BbIMUCKM M3 CTaLMoHapa, BTOPUYHON — YacToTa OCHOBHBIX
OCINOXHEHWA.

Pesynbtatbl: CpegHuit BospacT nauueHTtoB coctasun 71,3 roga (MyxunHbl — 83,3%). Y 100% naumenToB 6bIn0
3adhmkcMpoBaHo MHorococyaucToe mopaxeHue. lNpouenypa YKB 6Gbina TexHWYecku ycnewHoW BO BCex 6 cnyyasx, C
poctmxeHnem kpoeoToka TIMI 3. CpegHsis anutenbHocTe OKMO-nopaepkku BO BpeMst BMeLIATENbCTBA cOcTaBuna 56
MuHyT (30-90 mwuHyT). TocnutanbHas BbbkBaemocTb coctaBuna 83,3% (5 M3 6 nauveHTOB BbiMMCaHbl B
YOOBNETBOPUTENBHOM COCTOSIHMM). Cpeam BbinucaHHbx naumeHToB 30- u 90-gHeBHas BbhkMBaeMoCTb coctasuna 100%.
OcnoxHerue B BUae auccekumn benpeHHon aptepum 3admkcnposaHo y 1 naumenTa (16,7%).

BriBogbI: [MpMeHeHne YHUNULMPOBAHHOTO MPOTOKONA NEPUONEPALIMOHHOTO BeeHMs NO3BOSISET YCMELUHO NPOBOAUTD
akcTpeHHoe YKB nop nogaepxkoit BA-OKMO y naumeHToB ¢ pedpakTepHbIM KapauoreHHbIM LWokoM. MeToauka TeXHUYecKm
peanuayema 1 ob6ecneunBaeT BbICOKMIA YPOBEHb PaHHEN BbhKMBAEMOCTW, COMOCTABUMbIA C MEXAYHAPOAHBIMU JaHHbIMU,
4YTO NOATBEPXAAET €€ NOTEHLMAN B Ka4eCTBE Xn3HecheperaroLen onuum.

Knrouesnbie cnosa: KapduozerHsiti wok, UMnST, BA-OKMO, YKB, Pesackynspusayus, Kasaxcman.
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BeHo-apTepusinblk aKCTpakopnopangbik MembpaHanbik okcureHaumsHbl (BA-OKMO) konpaHy cTaHAapTThl Tepanus
TMiMCi3 BonFaH ST cermMeHTiHiH, keTepinyimeH 6onatbiH Muokapga nHdapkTici (MKCK) ascbiHgasbl pedopakTepnik KapanoreHsi
wok (KLWW) 6ap nauweHTTep yiliH eMipai cakTayra KabineTTi ctpaterus Bonbin Tabbinagbl. KasakctaH PecnybnvkacbiHaa
(KP) ocbl apicTi eHridy Typanbl 4epekTep XOK.

3eptTey Makcatbl: KP aymafbiHga pedpaktepnik kapguoreHgi wok bap mauweHtTepge OipbiHfFail CTaHgapTTansaH
xattama xafganbiHga BA-OKMO kongaybIMeH Lyfbin Tepi apkbirbl KOpOHapnblk, apanacydbls, (TKA) icke acblpbinybiH
XaHe BacTankbl KNMHUKanbIK HaTUxenepiH baranay.

opictep: 2024 xbinoblH, KasaH aiblHaH 2025 XbiNAblH, KblpKyleriHe AeiHri kesenge [laBnopap 06MbICTbIK,
KapamonoruaAnbIk, opTarnblfbiHAA LyFbIN KOPOHAPIbIK, apTepus CTeHTTeyi xypridinreH pedpaktepnik KL-neH 6 nauueHTTi
KaMTUTbIH peTpocnekTuBTi, Bip opTanbikTbl 3epTTey xypridingi. TKA wyrbin nepudepusnbik BA-OKMO konpaybimeH
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(caHZbIK, KOMKETIMAINIK apKbiNbl) opblHAaNAbl. Heriari COHFbl HYKTE CTaLMOHapAaH LbIKKaHFa JeniHr eMip Cypy y3aKTbifbl
Bonabl, an ekiHLWiCi — Heriari acKkpIHynapabIH, Xuiniri.

Hatuxenep: MauneHTtTepgin, opTawa xackl 71,3 xactbl Kypagbl (epnep — 83,3%). Maumenttepgin, 100%-biHaa ken
Tamblpnbl 3aKkpiMaaHy Tipkengi. TKA npoueaypackl 6apnbik 6 xarganaa TexHukanblk TyprblaaH catTi eTTi, TIMI 3arbiHbiHa
KON xeTki3ingi. Apanacy kesiHgeri OKMO konpayabiH, opTawa y3akTblebl 56 MuHyTThl (30-90 MMHYT) Kypagbl.
AypyxaHagarbl emip cypy y3akTbifbl 83,3% (6 naumeHTTiH 5-i KaHaraTTaHapbIK XaFdaida Weirapbingbl). Wbsirapsinran
naumeHTTep apacbiHga 30 xaHe 90 kyHaik emip cypy y3akTbiebl 100% wkypagbl. CaHObIk, apTepUsHbIH, AUCCEKLMACHI
TypiHgeri ackbiHy 1 nauuenTTe (16,7%) Tipkengi.

KopbITbiHAbINap: epuonepauusnbik xyprisygin, 6ipbiHFail xaTTamacblH kongaHy pedpaktepnik kapauoreHai wok Gap
naumeHTTepae BA-OKMO konpaybiMeH wwysbin TKA-HbI CaTTi Xyprisyre MymMKiHAik 6epegi. 9Mic TeXHUKanbIK TyprblaaH icke
acbipbinagbl XaHe Xanblkapanblk AepeKTepPMeH CanbiCTbipyFa 6onaTbiH €pTe eMip CYPYAiH, KOFapbl AeHediH KaMTamachl3

eTefi, 6yn OHbIH, eMipai cakTay MyMKIHAIM peTiHAeri aneyeTiH pacTangp!.
Tylin ce3dep: KapduozeHdi wok, MKCK, BA-OKMO, TKA, Pesackynspusauusi, Kasakcmat.
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Foinbim xaHe JeHcaynbik cakray. 2025. Vol.27 (6), b. 251-257. doi 10.34689/SH.2025.27.6.028

Introduction

Ischemic heart disease (IHD) remains a leading cause
of mortality and disability worldwide, particularly among the
working-age population. Its most critical manifestation is
ST-segment elevation myocardial infarction (STEMI), which
requires urgent restoration of coronary blood flow [11].

Despite advancements in  reperfusion therapy
(percutaneous coronary intervention (PCI), thrombolysis),
the development of cardiogenic shock (CS) occurs in 5%—
10% of patients with acute myocardial infarction, carrying
an extremely poor prognosis. In-hospital mortality reaches
40%-50% and often higher [10, 14, 16].

Cardiogenic shock is defined as a critical condition
resulting from an abrupt reduction in cardiac output and
subsequent impairment of end-organ  perfusion,
unresponsive  to  standard  treatments  (inotropes,
vasopressors). Patients with refractory cardiogenic shock
present a particular challenge, as mortality approaches
100% without the application of mechanical circulatory
support (MCS). It is this patient population—typically older,
with low left ventricular ejection fraction (LVEF), multi-
vessel coronary disease, and severe comorbidities—that is
at maximum risk [5, 6, 8, 9, 12].

One potential solution is the use of Veno-Arterial
Extracorporeal Membrane Oxygenation (VA-ECMO), which
provides temporary circulatory and respiratory support. This
allows therapeutic interventions to be performed in a setting
of stabilized circulation. Several publications have
demonstrated that combining ECMO and PCI can be life-
saving for patients with severe myocardial dysfunction and
high anatomical risk (e.g., left main coronary artery disease,
chronic total occlusions) [3, 13, 15].

However, despite these technological advances, such
interventions are associated with considerable risks.
Hospital mortality in these complex patients can be as high
as 23%, and long-term survival rarely exceeds 45%-50%
[10]. Notably, successful PCI in this setting achieves
complete revascularization rates of over 90%, and ECMO
weaning is often feasible [13].

Published data remain limited to small case series and
isolated retrospective studies. Crucially, no studies have
been conducted or published within the Republic of

Kazakhstan on this topic. Furthermore, randomized clinical
trials directly comparing PCI under ECMO support versus
coronary artery bypass grafting (CABG) in high-risk patients
are lacking [2, 7]. Key questions remain unresolved,
including optimal patient selection criteria, ideal timing for
ECMO placement, anticoagulant management strategies,
and long-term outcomes.

Study Hypothesis: We hypothesize that describing a
series of clinical cases using a unified protocol will
demonstrate that PCl under VA-ECMO support is a
technically feasible and potentially life-saving procedure.
Furthermore, this analysis will allow us to identify the key
factors determining success in this patient cohort.

Aim of the Study: The aim of this study is to evaluate
the feasibility and initial clinical outcomes of emergency
percutaneous coronary intervention (PCI) with VA-ECMO
support, utilizing a single unified protocol in patients with
refractory cardiogenic shock within the Republic of
Kazakhstan.

Materials and Methods

Study Design and Population

This retrospective, single-center study included six
consecutive patients with refractory cardiogenic shock (CS)
secondary to STEMI. All patients underwent emergency
percutaneous coronary intervention (PCl) with active VA-
ECMO support via femoral access at the Pavlodar Regional
Cardiac Center (PRCC) between October 2024 and
September 2025. All procedures were conducted in the
hospital’s third-level hybrid operating room.

Veno-Arterial ECMO Protocol and Procedure: ECMO
was established peripherally via femoral access, guided by
a unified institutional protocol (Figure 1). The procedure
was performed jointly by interventional cardiologists, X-ray
vascular surgeons, cardiac surgeons, and intensive care
specialists.

ECMO Cannulation and Initiation: Patients presenting
with hypotension, hemodynamic instability, clinical signs of
CS, and/or requiring ongoing cardiopulmonary resuscitation
(CPR) were immediately moved to the X-ray vascular
operating room.

1. Anticoagulation:  Intravenous  heparin  was
administered at a dose of 150-200 IU/kg (e.g., 10,500-
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14,000 IU for a 70 kg patient) prior to cannulation to
maintain the Activated Clotting Time (ACT) control.

2. Surgical Access: Under sterile conditions (Figure
1A), a vertical incision (up to 7 cm) was made in the
inguinal crease to expose the femoral artery and vein.

3. Arterial Cannulation: A purse-string suture (3 by 4
mm patches) was placed on the pulsatile femoral artery. An
arterial cannula was inserted (Figure 1B, C), and the line
was purged of air and secured with a Murphy clamp.

4.  Venous Cannulation: A second purse-string
suture was placed on the femoral vein, medial to the artery.
The soft guidewire was advanced into the superior vena
cava, ensuring the cannula tip reached the right atrium or
stopped just short of the atrial roof to prevent injury (Figure
1D, E).

5. Circuit Connection: After clamping the ECMO
circuit lines, the arterial cannula was connected to the red
(arterial) line and the venous cannula to the blue (venous)

sites to meticulously remove all air before removing the
clamps.

6. ECMO Activation: The ECMO console was
activated by turning the knob to a rotational speed of 6,500
rom (Figure 1F). Oxygen flow was set to 2-3 L/min, with
FiO2 maintained at 90%—100%. The heat exchanger was
set t0 37.3-C.

7.  Post-Procedure: Following successful PCI and
ECMO stabilization, patients were transferred to the Critical
Care Unit (CCU). Decisions regarding ECMO weaning were
made by a multidisciplinary heart team.

Endpoints: Primary endpoints included successful
revascularization (TIMI 3 flow) and survival rates until
ECMO weaning and hospital discharge. Secondary
endpoints included the incidence of major in-hospital
complications (bleeding, stroke, limb ischemia) and survival
at 30 and 90 days.

line. Physiological saline was used to flush the connection

[ o) : : 2 £
Figure 1. Stages of preparation for PCI under VA-ECM

=i )

support: (A) Access for periphel VA canulation, (B)

Visual confirmation of cannulae, (C) Preparation and purse-string suture placement on the femoral artery (blue
arrow), (D)Preparation and purse-string suture placement on the femoral vein (blue arrow), (E) Cannulation of the
femoral artery and vein, (F) Team activity during the VA-ECMO procedure.

Results

Patient Characteristics and Baseline Data

This study included six patients, the majority of whom
were male (83.3%). Their baseline characteristics are
summarized in Table 1. The mean age of the cohort was
71.3 vyears (range: 59-84 years). Patients generally
presented with overweight status, with a mean BMI of 25
kg/m2 (range: 19-29 kg/m2).

A significant portion of the cohort (83.3%) had a history
of, or were admitted with, a previous MI. Three patients
(50%) had undergone prior surgical revascularization in the
form of Coronary Artery Bypass Grafting (CABG), and one

patient (16.7%) had a history of Aorto-Femoral Bypass
(AFB).

The following comorbidities were noted in the patient
history: Arterial Hypertension (AH) - 6 patients (100%),
Multifocal Atherosclerosis (MFA) — 5 patients (83.3%),
Diabetes Mellitus (DM) - 1 patient (16.7%), Mitral
Regurgitation (MR) - 2 patients (33.3%), Tricuspid
Regurgitation (TR) — 4 patients (66.7%), Cardiac Rhythm
Disorder (CRD) — 2 patients (33.3%), Chronic Venous
Insufficiency (CVI) and Abdominal Aortic Aneurysm (AAA) —
1 patient (16.7%) each.

All six patients (100%) presented with multivessel
coronary artery disease. Left Main Coronary Artery (LMCA)
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involvement was noted in four cases (66.7%). The majority
of patients had lesions in the Left Anterior Descending
(LAD) artery (83.3%), the Circumflex Artery (Cx) (66.7%),
and the Right Coronary Artery (RCA) (83.3%).

As detailed in Table 1, the mean Left Ventricular
Ejection Fraction (LVEF) was 36.67% (range: 23%—57%).

reduced at 73.8 mL/min/1.73 m2 (range: 59-85
mL/min/1.73 m2). Laboratory markers indicated liver
function near the upper limit of normal (ALT: 83 U/L, range
12-365 UIL), renal function also near the upper limit of
normal (creatinine: 88.33 umol/L, range 72-105 pmol/L),
while cardiac markers (AST) were within the normal range

The average Glomerular Filtration Rate (GFR) was slightly ~ (33.83 UL, range 15-94 U/L).
Table 1.

Patient Characteristics.

Variable Value
Male, n (%) 5(83,3)
Age, mean (min-max) [years] 71,33 (59-84)
BMI,kg/m2 25 (19-29)
Ischemic Heart Disease (IHD), n (%) 6 (100)
History of Acute MI, n (%) 5(83,3)
Prior Coronary Artery Bypass Grafting (CABG), n (%) 3 (50)
Arterial Hypertension (AH), n (%) 6 (100)
Multifocal Atherosclerosis (MFA), n (%) 5(83,3)
Prior Aorto-Femoral Bypass (AFB), n (%) 1(16,7)
Diabetes Mellitus (DM), n (%) 1(16,7)
Mitral Regurgitation (MR), n (%) 2(33,3)
Tricuspid Regurgitation (TR), n (%) 4 (66,7)
Cardiac Rhythm Disorder (CRD), n (%) 2(33,3)
Chronic Venous Insufficiency (CVI), n (%) 1(16,7)
Abdominal Aortic Aneurysm (AAA), n (%) 1(16,7)
Left Main Coronary Artery (LMCA), n(%) 4 (66,7)
Left Anterior Descending Artery (LAD), n (%) 5(83,3)
Circumflex Artery (Cx), n (%) 4 (66,7)

Procedure and Initial Outcomes

Complete coronary revascularization was successfully
achieved in all six cases (100%) under ECMO support and
hemodynamic stabilization.

VA-ECMO Parameters and Duration.

The duration of ECMO support was remarkably short
(Table 2), with a mean duration of only 56 minutes (range:
30 to 90 minutes), indicating its use as a temporary
prophylactic/stabilizing tool during the PCI procedure.

Table 2.

Variable

Value

ECMO Support Duration <1 day, n (%)

6 (100)

ECMO Support Duration, hours, mean (min-max)

056 (0:30-1:30)

Primary ~ Outcomes  (Table  3):  Successful
revascularization (achieving TIMI 3 flow) was observed in
all 6 patients (100%) without major procedural
complications. The mean length of hospital stay was 16
days (range: 3-31 days), with a mean stay in the Intensive
Care Unit (ICU) of 3 days (range: 3-6 days). Five out of six

patients were discharged from the hospital in a satisfactory
condition.

Secondary Outcomes (Table 3): Thirty-day and ninety-
day survival among the discharged patients was 100%.
Only one complication was recorded in the entire cohort: a
femoral artery dissection, which was managed successfully.

No other complications were observed.
Table 3.
Primary and Secondary Outcomes.
Variable | Value
Primary Outcomes
Successful Revascularization, n (%) 6 (100)
Length of Hospital Stay, days, mean (min-max) 16 (3-31)
Length of ICU Stay, days, mean (min-max) 3 (1-6)
Discharged, n (%) 5(83,3)
Secondary Outcomes
30-day Survival Rate, n(%) 5(83,3)
90-day Survival Rate, n (%) 5(83,3)
Femoral Artery Dissection, n(%) 1(16,7)
Bleeding Events, n (%) 0
Stroke, n (%) 0
Limb Ischemia, n (%) 0
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Discussion

The current study describes a sequential series of six
patients with refractory cardiogenic shock (CS) secondary
to STEMI, who underwent emergency percutaneous
coronary intervention (PCI) with VA-ECMO support. The
principal finding demonstrates that this complex intervention
was technically feasible in all cases, leading to successful
revascularization (TIMI 3 flow) and, crucially, the possibility
of successful ECMO weaning in the majority of the cohort.

These results align favorably with previously published
international data. Specifically, studies by Shaukat et al.
(2018), Huang et al. (2022), and Bai et al. (2022) have
reported high success rates (90%—100%) for PCI performed
under ECMO support in patients presenting with severe
multivessel disease and low LVEF [3, 4, 13]. Our findings
further validate that the use of ECMO effectively stabilizes
hemodynamics, permitting complete revascularization even
in critically ill patients.

Consistent with the literature, we observed a
measurable rate of complications (16.7%), which is
characteristic of such high-risk procedures. The most
significant complication encountered was vascular in
nature, stemming from the percutaneous ECMO insertion.
These observations are consistent with large retrospective
registries where bleeding rates approach 20% and vascular
complications reach up to 10% [7]. In our small series, we
were able to minimize these complications through the
implementation of a unified management protocol (strict
ACT control, standardized access selection, and early
detection of limb ischemia). However, the inherent risk
remains substantial.

A key achievement was that the standardized protocol
for anticoagulation and access site care allowed us to avoid
fatal bleeding events and strokes, underscoring the vital
importance of a multidisciplinary approach and patient
management within a specialized center. These
conclusions strongly echo the recommendations put forth
by Zuin et al. (2019) and Griffioen et al. (2022), who
emphasize the necessity of concentrating these complex
interventions in tertiary care facilities [1, 17].

The practical significance of this study lies in confirming
that PCI with ECMO support offers a viable pathway to
acceptable clinical outcomes (hospital survival rate of
approximately 83.3%), even in patients facing an extremely
unfavorable prognosis (advanced age, multivessel disease,
low LVEF). This evidence supports the view that the
methodology should be considered a real alternative to
surgical revascularization (CABG) for patients deemed non-
candidates for conventional surgery.

Limitations

Our study is subject to several limitations. Firstly, the
small sample size restricts the ability to draw statistically
significant conclusions. Secondly, as a single-center study,
the generalizability of these results is inherently limited.
Thirdly, the absence of a dedicated control group (e.g.,
patients undergoing CABG or PCI without ECMO) prevents
a direct assessment of the method's advantages.

Nevertheless, the data collected highlight the potential
and promise of this approach and clearly demonstrate the
need for further investigation. Future research should
prioritize the optimization of patient selection criteria,
refinement of the timing for ECMO placement, and the

development of unified protocols for anticoagulation and
perioperative management. These steps are crucial for the
design of future multicenter studies and, ultimately,
randomized clinical trials.

Conclusion

Revascularization performed with VA-ECMO support is
a life-preserving procedure that necessitates a
multidisciplinary approach, along with meticulous patient
selection and management strategies. The feasibility and
promising initial outcomes demonstrated here underscore
the urgent requirement for further investigation, ideally in
the form of multicenter randomized clinical trials.
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