
iLA Activve in Critical Care!
Aim  To provide guidance on the circuit choice and process for the use of the ILA Activve system in the Intensive Care Unit  
Scope  All adult patients on the Intensive Care Unit who require ILA Activve respiratory support.
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Indication 
 

•  Severe respiratory failure with 
high risk of mortality (~50-80%) 
despite optimal conventional 
therapy. 

Section A: Patient with Respiratory Failure 

Contraindications 
 

•  Patient meets ECMO criteria 
•  Condition incompatible with life if patient recovers. 
•  Excessive burden of pre-existing illness (eg CNS disease or malignancy) 
•  Age and/or size of patient 
•  HITT or bleeding diathesis 

Select circuit based on treatment goals 
 

*commonest configurations are shown in bold. **note recirculation is likely above 2 l/min with Novaport Twin. 

Cannulae Configurations Sizes  
(note 4F difference 

between femoral & jugular 
lines) 

Cannulae 
combination 
blood flow 
tolerability 

Choice of 
membrane 

ventilator (blood 
flow tolerablility) 

Treatment 
Goals 

Novaport Twin** 22F/17cm Jugular 0.8 - 1.3 l/min ILA 
(0.5 – 4.5 l/min) 

CO2 removal 

Novaport Twin** *24F/27cm Femoral 1.3 – 2.0 l/min ILA 
(0.5 – 4.5 l/min) 

CO2 removal 
& Oxygenation 

Femoral (Novaport One) 
to Jugular (Novaport One) 

21F/38 or 14cm Femoral 
17F/14cm Jugular 

Max 3.5 l/min ILA 
(0.5 – 4.5 l/min) 

CO2 removal & 
Oxygenation 

Femoral (Venous Drainage)  
to Jugular (Novaport One) 

*23F/38cm Femoral 
19F/14cm Jugular 

Max 4.5 l/min ILA 
(0.5 – 4.5 l/min) 

 

CO2 removal 
& Oxygenation 

Femoral (Venous Drainage)  
to Jugular (Novaport One) 

25F/38cm Femoral 
21F/14cm Jugular 

Max 6.0 l/min ILA 
(0.5 – 4.5 l/min) 

or X-Lung  
(1-7 l/min) 

CO2 removal & 
Oxygenation or 
Complete Lung 

Support 

Femoral (Venous Drainage)  
to Femoral (Venous drainage) 

25F/38cm Femoral 
20F/55cm Femoral 

Max 7.0 l/min X-Lung  
(1-7 l/min) 

Complete Lung 
Support 

Take iLA Activve Baseline ICE profile bloods & inform Haematology that patient starting iLA Activve (see section B) 
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Set-Up Process 

Heparin infusion 
20mls heparin 
sodium 1000 
units/ml in 20ml 
syringe 

Hang 3 Signs 
•  Do not lift Novalung above heart 
•  Do not disconnect gas supply 
•  Heparin Infusion 

0.9% Saline 
•  Use gravity - take care not to 

introduce bubbles 
•  DO NOT discard any circuit Luer 

caps or clips 
 

Termination of Therapy 
Wean from ventilator first then from 
ILA Activve (Section L) 
 

Prime Circuit (Section C) 
Console Set-up (Section D) – NB. 
Loudspeaker Safety Check 
Troubleshoot Circuit (photo record 
& Section N) 

Patient Preparation  
(Section E) 

Confirm calibre of venous access 
(Femoral / Jugular) 

Initiate Base Protocol for CO2 
clearance (Section H) 
Aim for protective ventilation targets 

Cannulation (Section E) 
Connection to Patient (Section F) 
Set Alarms (Section G) 
 

Establish baseline 
anticoagulation times (Section I) 

Equipment positioning, ward 
rounds, & CIS observations 
(Section J) 
Patient Management (Section K) 
 
 

•  Any change in ILA settings should 
be immediately mirrored by change 
in the ventilator settings to prevent 
dangerous overcorrection in blood 
gases 

 

Decannulation (Section L) 
•  Within working hours (08:00 -18:00) 
•  Blood recirculation  
•  48hr venous USS for DVT or 

Pseudoaneurysm 
•  Complete Registry Documentation 

3 person process  
(2 sterile & 1 clean) 
•  Double dilatation technique 
•  Heparin bolus 70U/Kg 
•  Heparin lock with flushing solution 

(5000U in 250ml N/Saline) 
 
 

Standard Heparin infusion 
•  APTR will be reported 
•  Check APTR 4 hourly (6 hourly 

once stable) 
•  Range APTR 1.4–2.0 (PTT 40-60s) 

with relevance to blood flow (Dose 
adjustments as per DCCQ protocol) 

 

Communication 
•  2 Consultants present 
•  Contact Blood bank 
•  Advise Superuser  
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Titration of Ventilator Minute Volume and iLA Gas Flow 


