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Progress in clinical application of extracorporeal CO, removal "
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[Abstract] Extracorporeal CO, removal (ECCO,R) is a new treatment technology.,which is used to re-
alize “protective” ventilation strategy for patients who suffer respiratory insufficiency with hypercapnia, and
can minimize pulmonary dilatation and/ or mitigate the effects of hypercapnia. Continuous renal replacement
therapy (CRRT) combined with ECCO,R is a new concept of organ support therapy. It does not need to build
another vascular access. By adding a membrane oxygenator to the CRRT circuit,CO, can be removed obvious-
ly,and the acid-base balance of water,electrolyte and body can be maintained. This article reviews the patho-
physiological mechanism, technical parameters, clinical application, combined clinical application of ECCO,R
and CRRT,complications and limitations of ECCO,R,so0 as to open up new ideas for clinicians to treat critical-
ly ill patients.
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