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* Medians compared using Kruskal-Wallis tests with pairwise comparison using Dunn’s procedure 0

VA-ECMO With CDI vs VA-ECMO With ST *
VA-ECMO With SPE vs VA-ECMO With ST *

High-risk pulmonary embolism (PE), defined by the presence of PE with cardiac arrest, sustained Demographics Multivariable Regression Results
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 While VA ECMO can serve as a vital bridge to definitive reperfusion, comparative analysis assessing the Female 230 (40.7%) 65 (43.3%) 130 (30.0%) 145 (54.7%) 0.411 ntracranial Hemorrhage | | |
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 Frequencies compared using chi-squared or Fisher’s exact tests (when n < 10) followed by post hoc 8 220 VA-ECMO With SPE vs VA-ECMO Alone * ) :
S S VA-ECMO With CDI vs VA-ECMO Alone * : |
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* Multivariable logistic and linear regression were used to assess the association between each

, , , o7 . . . . ¢ Figure 2. Represents the percent of the study cohort receiving each treatment modality over time.
intervention and hospital complications, in-hospital mortality, disposition, and HLOS
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Figure 5. Multivariable regression results predicting hospital length of stay according to treatment
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* Adjusted regression was performed controlling for confounders: Age, gender, race, hospital bed
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- Mechanical Ventilation (n=37095) / (n=2335) | Elixhauser Comorbidities g ; g g resulting in less end-organ injury, such as AKI, without an increase 1n major bleeding
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