
H1N1, ECMO and Ventilator in ICU
Families' FAQ: “How long can this go on before we know there is no hope?”  |  Quick tip for families in intensive care

A son has spent six weeks in cardiothoracic ICU with H1N1. He is on a ventilator and two ECMO machines, still in a medically induced
coma and showing no improvement, and his mother fears his wife will soon give up hope. Here is what families in this situation need to
know.

Q. Why is H1N1 so dangerous?
H1N1 is an Influenza A virus with a particular tendency to cause severe viral pneumonia and ARDS (Acute Respiratory Distress Syndrome),
where the lungs fill with fluid and can no longer transfer oxygen into the blood. It predominantly affects younger, previously healthy adults.
H1N1 ARDS can take weeks to months to resolve even in patients who recover, so six weeks on a ventilator and ECMO does not, by
itself, mean there is no hope.

Q. What is ECMO, and what does it mean that he needs two machines?
ECMO circulates blood outside the body, removes carbon dioxide, adds oxygen and returns it. VV-ECMO supports the lungs only; VA-ECMO
supports heart and lungs. Needing two suggests both are significantly compromised, which is extremely serious, but specialized centers
have run dual ECMO successfully, and transfer to one was the most important step for his chances. Six weeks is at the extreme end (most
runs last days to a few weeks) and carries higher risks of bleeding, clotting, infection and organ damage. The team should discuss this openly
and regularly.

Q. What does a medically induced coma mean?
It is really deep, controlled sedation, used to stop him fighting the ventilator or ECMO circuits, reduce oxygen consumption so the body can
heal, and protect the brain and organs. It does not mean brain death or that he can't recover. However, deep sedation makes it hard to
assess neurological function and true organ recovery, so ongoing assessment and advocacy matter.

Q. What treatment options should be on the table?
1. Continued aggressive support with daily lung assessment, echocardiograms, careful blood-thinner management, nutrition and infection
control. 2. ECMO weaning trials: gradually reducing support; tolerating it is a very positive sign. 3. Lung transplant assessment for
irreversible ARDS that fails to wean (very few centers; ask directly if not raised). 4. Tracheostomy for prolonged ventilation, a routine step,
not giving up. 5. Palliative care and withdrawal of treatment: a valid option when there is no realistic prospect of recovery, but never under
pressure or without full information.

Q. How long can this go on, and when is there “no hope”?
There is no universal timeline. Patients on ECMO for eight, nine or ten weeks have made meaningful recoveries, and others have not
survived despite everything. What matters is the trajectory, not the calendar. Ask: Is there any objective evidence of lung or cardiac
recovery, however small? Any successful weaning trials? Any complications (irreversible organ failure, uncontrolled infection, neurological
injury) limiting prognosis? Has lung transplant been considered, and if not, why? What is the team's honest assessment of the likely
outcome?

Q. Should we agree to withdraw treatment?
Only after a full, honest briefing explaining what “no improvement” means in objective clinical markers, not just impression. Make
decisions you won't regret in 12 or 24 months; there is no return once your loved one has passed. Don't let the ICU team pressure you.

Q. Which medical records should we request?
Access to all records is a legal right. Ask for daily ICU nursing and medical notes, ventilator and ECMO parameters and trends, imaging
(chest X-rays, CT scans, echocardiograms), blood results (inflammatory markers, organ function, coagulation), team meeting and MDT
notes, and any goals-of-care or end-of-life documentation. Seeing the trends yourself shows whether the team's narrative matches the data.

Q. How can a consulting call with the ICU team help?
Intensive Care Hotline facilitates three-way calls with the treating team to ask the clinical questions families don't know to ask, interpret
answers in plain language, push back on vague responses, explain what each option means and make sure the family's voice is heard.

Q. What if he survives but can't leave ICU?
ICU doesn't have to be his permanent home. Intensive Care at Home, Australia's only third-party accredited intensive care at home nursing
service (all states and territories), provides Critical Care Registered Nurses for ventilator-dependent adults and children: those who can't be
weaned, have a tracheostomy, remain too dependent for a ward or nursing home, or wish to receive palliative care at home. Families in the
USA, Canada, UK, India and elsewhere are welcome to reach out.

Need independent expert advocacy? Intensive Care Hotline can help.
Patrik Hutzel brings 25 years of critical care nursing experience. We review records, explain them in plain language, speak directly with the
ICU team and represent you in family meetings. Book a free 15-minute consulting call. intensivecarehotline.com  | 
support@intensivecarehotline.com  |  intensivecareathome.com

General information for families, not a substitute for advice from your loved one's treating medical team.


