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low-middle-income countries—who cannot access ETI.13 
Thus, while we celebrate the substantial improvements 
in the lives of many people with cystic fibrosis on this 
5-year anniversary of the first ETI approval, we also 
recognise that there is still a great deal of work ahead 
to ensure safe, tolerable, and life-altering therapy for all 
people with cystic fibrosis. 
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Controversy has emerged around how to treat patients 
who were placed on extracorporeal membrane 
oxygenation (ECMO) expecting recovery, organ 
transplant, or durable device, but who can no longer be 
transitioned to those goals.1–3 Many physicians hold that, 
in such cases, ECMO should be withdrawn, even over 
the objections of patients or their legally authorised 
representatives. Many other physicians, however, object 
to unilateral withdrawal.4,5

Proponents of unilateral withdrawal argue that the 
exclusive purpose of ECMO is transition and thus, when 
that purpose is no longer possible, ECMO should be 
withdrawn. However, this is an insufficient reason to 
withdraw ECMO. There is no reason that ECMO cannot 
be used for other purposes, such as continued survival, 
even if that survival is not long term. The original 
purpose of a medical intervention does not preclude 
extension or evolution to achieve other purposes. For 
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example, renal replacement therapy and left ventricular 
assist devices were originally intended as transitions to 
transplant but are now used to keep patients alive even 
when they are no longer transplant candidates.

Proponents of unilateral withdrawal contend that 
renal replacement therapy and left ventricular assist 
devices are distinguishable from ECMO because they 
allow patients to leave the intensive care unit (ICU) and 
return to a significant quality of life outside the hospital. 
This argument presumes that continued survival limited 
to the ICU is of such poor quality that no patient would 
want to continue that way. We disagree. Although some 
patients might decline continued life support when 
there is no chance to leave the ICU, some patients find 
life, even that restricted to the ICU, to be meaningful. 
We should not paternalistically question the patient’s 
own quality-of-life assessment. 

Some proponents of unilateral withdrawal emphasise 
professional integrity. They argue that physicians should 
be the final arbiters of which medical interventions are 
appropriate and which inappropriately go beyond the 
bounds of medical practice. Thus, they contend that 
once transition to recovery or transplant is no longer 
possible, continued ECMO goes beyond legitimate 
medical practice. We are not convinced. To justify 
unilateral withdrawal, such claims must be based on a 
very substantial consensus within the profession. No 
such consensus exists. Empirical surveys of physicians 
show considerable divergence. One survey indicated 
that only 53% of physicians consulted patients’ legally 
authorised representatives, and only 45% consulted 
awake patients before withdrawing ECMO.6 However, 
another survey indicates that withdrawal decisions 
in most centres were made by both professionals 
and family.7 This is far from the sort of professional 
consensus required to justify unilateral withdrawal on 
the basis of professional integrity.

Another argument for unilateral withdrawal points 
to the high costs of ECMO relative to limited financial 
and human resources.4,8,9 However, while the costs of 
this complex and highly invasive treatment must be 
considered, the relatively small number of patients 
eligible for indefinite ECMO materially limits the 
costs imposed on a hospital or on a country’s health 
system. Therefore, ECMO should not be singled out as 
too expensive for conscious patients with no hope of 
transitioning off ECMO and leaving the ICU.

Another argument for unilateral withdrawal is 
that ECMO for these patients is futile or potentially 
inappropriate. Futile treatments “cannot accomplish 
the intended physiologic goal”.10 They are not medically 
indicated and should not be provided, even if requested 
by a patient or legally authorised representative. By 
contrast, potentially inappropriate treatments “have at 
least some chances of accomplishing the effect sought by 
the patient, but some clinicians believe that competing 
ethical considerations justify not providing them”. Unlike 
futile treatments, potentially inappropriate treatments 
should not be unilaterally terminated, except in the case 
we argue below. 

The justifiability of withdrawing ECMO differs 
substantially depending on the patient’s consciousness. 
For persistently unconscious patients, continuing ECMO 
is frequently considered potentially inappropriate 
because they cannot appreciate the potential benefits 
of the treatment. Clinicians should seek agreement 
of the legally authorised representative to withdraw 
ECMO in these cases. If the legally authorised 
representative refuses to withdraw ECMO, these steps 
are recommended before unilateral withdrawal: (1) refer 
to a fair and transparent process of conflict resolution, 
including hospital review; (2) try to find a willing provider 
at another institution; and (3) offer the opportunity for 
external review of decisions.10 Unilateral withdrawal, 
even after these procedural steps, however, is not legally 
available in many jurisdictions.
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By contrast, ECMO for awake patients is neither futile 
nor potentially inappropriate. They can appreciate 
the potential benefits of treatment and interact with 
friends, family, and their environment. Unilaterally 
withdrawing ECMO in these patients is ethically 
unacceptable.

Critical care medicine has seen increasing international 
policy emphasis on shared decision making and patient-
centred medicine. Accordingly, clinicians should 
recognise that continuing ECMO without prospect 
of transition can be a legitimate preference-sensitive 
choice for some patients.
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ECMO: more than just a bridge over troubled waters?
Extracorporeal membrane oxygenation (ECMO) is used in 
severe cardiorespiratory failure refractory to conventional 
management, often as a bridge to recovery, long-term 
support, or transplant. However, some patients might 
not be candidates for destination therapy at the outset, 
and others might die or lose their candidacy due to 
complications, which are more likely the longer ECMO 
is continued.1 When patients remain ECMO-dependent 
with no prospects of recovery, and when they are not 
candidates for destination therapy, the patient, their next 
of kin, and the health-care team face an ethical dilemma: 
what next?

In The Lancet Respiratory Medicine, Alexander Supady 
and colleagues2 outline several points and argue against 
the unilateral withdrawal of ECMO when recovery or 
transition to a final therapy might no longer be feasible. 
Drawing from other devices, such as dialysis and 
ventricular assist devices (VADs), they argue that quality 
of life, although limited to the ICU while on ECMO, might 
still be meaningful to some patients. They also highlight 
that most decisions regarding life-sustaining therapy and 
their withdrawal should always be made in consultation 

with the patient or their next of kin. This remains 
standard intensive care practice in most jurisdictions, and 
unilateral withdrawal of life support without the assent 
of family can be ethically and legally challenging. 

Although studies have shown that a prolonged run 
of venovenous ECMO is not associated with poorer 
outcomes,3 longer runs of venoarterial ECMO might be 
associated with reductions in survival.4 However, this  
association is unclear beyond day 12 of ECMO, and varies 
considerably by indication for ECMO cannulation in the 
first place. Nonetheless, there are several challenges 
of prolonged ECMO, including but not limited to 
complications,5,6 which might affect quality of life and 
prolong suffering. How, then, should we deal with these 
complications, if patients are receiving ECMO indefinitely? 
What would our threshold be for escalating and de-
escalating therapy? 

Beyond the ethical dilemma and moral distress of 
continuing ECMO for an individual with little to no 
prospects of recovery or destination therapy, continuing 
ECMO indefinitely would siphon resources away from 
others who might benefit more from ECMO. Yet, ECMO 


	Continuing ECMO with no possible transition to recovery or transplant
	References


