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Background

Tracheal resection historically relied
on open surgical techniques

Advancing surgical technologies now
allow for robotic assisted minimally
iInvasive resection of primary tracheal
tumors

New challenges of management
Include:

Prolonged apneic phase
Absence of cross-field ventilation
Maintenance of anesthesia

Management and troubleshooting
of VV ECMO



Case Description

28 year old male with no PMHx

Presented with hypoxemic respiratory failure and diagnosed with
mucoepidermoid carcinoma in distal trachea

Taken to OR for robotic assisted distal tracheal resection following
bronchoscopic tumor debulking.

Induced and single lumen ETT placed

Anesthesia maintained using TIVA- propofol and fentanyl
Arterial and central venous access obtained

VV ECMO cannulation- outflow distal SVC, inflow proximal IVC
Patient positioned in left lateral decubitus position

Mechanical ventilation discontinued
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Case Description

« Flows maintained at 4.5L-5L/min given 1.8m2 BSA

* During posterior airway wall anastomosis, BIS decreased, pH
dropped to 6.8. Flows constant

« ECMO circuit pH sampled, 7.39

* Discussion with surgical team determined robotic arm
compression of SVC resulted in induced SVC syndrome.

 Mechanical pressure relieved

« Surgical resection successful, ECMO rapidly weaned, patient
extubated in OR

« Uneventful post-operative course
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Discussion
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Key Takeaways

Robotic Assisted Tracheal resection decreases
patient morbidity and mortality but requires VV
ECMO

Optimizing patient acid base status is critical
intraoperatively

Understanding VV ECMO physiology is
required

Troubleshooting VV ECMO issues requires
rapid recognition and management by
anesthesiologist
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