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s u m m a r y

Pulmonary postoperative complications (PPCs) occur in 5% of patients undergoing surgery and anaes-
thesia, and could be associated with an increase in morbidity and mortality. Different mechanical ven-
tilation techniques for general anaesthesia, the use of positive end-expiratory pressure (PEEP), protective
tidal volume (VT) and recruitment manoeuvres (RMs), have been proposed in order to reduce the
incidence of PPC.

The aim of this review is:
1. To analyse the effects of general anaesthesia on respiratory function.
2. To evaluate the different general anaesthetic protective mechanical ventilation strategies proposed

for use during open and laparoscopic surgery.
3. To provide a brief focus on ventilation strategies during anaesthesia for particular diseases such as

obesity, chronic obstructive pulmonary disease and asthma.
� 2012 Elsevier Ltd. All rights reserved.

1. Introduction

Pulmonary postoperative complications (PPCs) occur in 5% of
patients undergoing surgery and anaesthesia, and could be asso-
ciated with an increase in morbidity and mortality.1,2 The risk fac-
tors for PPCs depend on the type of surgery, anaesthesia and
patient’s conditions.3 In particular, general anaesthesia may affect
the respiratory system in many ways, resulting in an impairment of
oxygenation, gas-exchange, and altered distribution of alveolar
ventilation (VA) and perfusion (Q). Different mechanical ventilation
techniques for use during general anaesthesia, the use of positive
end-expiratory pressure (PEEP), protective tidal volume (VT) and
recruitment manoeuvres (RMs), have been proposed in order to
reduce the incidence of PPC.

The aim of this review is:

1. To analyse the effects of general anaesthesia on respiratory
function

2. To evaluate the different protective mechanical ventilation tech-
niques proposed for use during open and laparoscopic surgery.

3. To provide a brief focus on ventilation strategies during
anaesthesia for particular diseases such as obesity, chronic
obstructive pulmonary disease and asthma.

2. General anaesthetic effects on the respiratory system

General anaesthesia may affect the respiratory system in many
different ways resulting in alteration of breathing control, respira-
tory muscles activity, residual functional capacity, atelectasis and
distribution of alveolar ventilation and perfusion.

Different areas of the nervous system, responsible for physio-
logical and pathological breathing patterns as well as inspiratory
muscle activity, may be affected by anaesthetic drugs.4e6 Sedatives
and opioids used for hypnosis, sedation and analgesia, may have
detrimental effects on central and peripheral centres of respiratory
control, resulting in a reduction in alveolar ventilation, irregular
respiratory rate, hypoxaemia and hypercapnia.6,7 Volatile halo-
genated anaesthetics reduce the response of respiratory centres to
hypoxia and potentiate the effect of neuromuscular blocking agents
on respiratory muscle.8 Intravenous anaesthetic agents are also
responsible for the depression of inspiratory muscle activity, while
diaphragmatic activity is preserved.

A reduction in functional residual capacity has been reported
after induction of anaesthesia and kept stable during and
after surgery.9 Nevertheless, atelectasis occurs in 90% of anaes-
thetised patients, and is predominantly located in dependent lungs.3

Fig. 1 shows the mechanisms suggested for the reduction of
residual functional capacity during general anaesthesia.

Fig. 2 shows the possible mechanisms for the formation of
atelectasis during general anaesthesia.

* Corresponding author.
E-mail address: ppelosi@hotmail.com (P. Pelosi).

Contents lists available at SciVerse ScienceDirect

Trends in Anaesthesia and Critical Care

journal homepage: www.elsevier .com/locate/ tacc

2210-8440/$ e see front matter � 2012 Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.tacc.2012.11.003

Trends in Anaesthesia and Critical Care 3 (2013) 77e81



Author's personal copy

3. Protective mechanical ventilation

3.1. Tidal volume

Protective mechanical ventilation with low tidal volume (VT)
strategy is well known in patients with acute respiratory distress
syndrome (ARDS) but not for patients with healthy lungs during
general anaesthesia.10 According to Benedixen et al., at the begin-
ning of mechanical ventilation, healthy patients were ventilated
with high VT (15 ml/kg) in order to avoid intraoperative and
postoperative atelectasis.11 Recently, several studies have inves-
tigated the hypothesis that low VT may protect the healthy lungs

from the deleterious effects and possible injuries induced by high
VT. The beneficial effects of low VT have also been evaluated in
different kinds of surgery as well as cardiac and abdominal surgical
procedures. Koner et al., in a prospective randomized clinical trial
evaluated the effects of protective mechanical ventilation with or
without PEEP on pulmonary function and systemic cytokine in
patients undergoing cardiopulmonary bypass.12 Forty-four patients
were divided into 3 groups: 1) protective VT (6 ml/kg) and PEEP
(5 cmH2O); 2) conventional VT (10ml/kg) and PEEP (5 cmH2O); and
3) conventional VT (10 ml/kg) without PEEP. The results found no
significant difference between the distribution of systemic cyto-
kines, while plateau airway pressure and shunt fractionwere lower

Fig. 1. Possible mechanisms that may reduce the functional residual capacity during and after surgery. Altered recoil and reduced diameters of chest wall alter the chest wall
physiology. Cephalic shift of the diaphragm changes the diaphragm position. Possible redistribution of blood volume may increase thoracic blood volume.

Fig. 2. Possible mechanisms that may produce atelectasis during and after surgery. Reduction of closing capacity produces a collapse of the small airway. Supine position and
diaphragmatic shift compresses the lungs. Air-trapping of pulmonary gases and oxygen reduce the absorption of intra-alveolar gases. Altered permeability of alveolarearterial
barrier produces an impairment of surfactant.
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in the protective ventilation group than in the conventional ven-
tilation groups.12 Reis Miranda et al. evaluated the effect of open-
lung concept to avoid atelectasis in cardiac surgery.13 Patients
were divided into a group receiving conventional ventilation
(VT ¼ 9 ml/kg and PEEP ¼ 5 cmH2O) and an open-lung group
(VT ¼ 4e6 ml/kg and PEEP ¼ 10 cmH2O). The results showed that
IL-8 decreased and oxygenation improved in the open-lung
group.13 More recently, Sundar et al. in a randomized clinical trial
evaluated the effect of lower (6 ml/kg) versus higher (10 ml/kg) VT
in 149 patients undergoing elective cardiac surgery.14 In this study
PEEP was set at the best value. The lower VT ventilation did not
reduce the time to extubation after cardiac surgery, but after 6e8 h
a higher proportion of lower VT than higher VT strategy was
extubated.14 Michelet et al. evaluated the effect of one lung pro-
tective ventilation in patients undergoing oesophagectomy.15 One
lung protective ventilationwas set to 5ml/kg VTand 5 cmH2O PEEP,
while conventional one lung ventilation was set to 9 ml/kg VT
without PEEP. Patients treated with protective ventilation had
a lower level of systemic cytokines at the end of one lung ven-
tilation than patients in the conventional arm. Protective ven-
tilation also improved the oxygen partial pressure and reduced the
postoperative duration of mechanical ventilation.15 Walthuis et al.
evaluated the effect of protective mechanical ventilation on pul-
monary inflammation in elective abdominal surgery with duration
�5 h.16 Patients were randomly assigned to mechanical ventilation
with higher tidal volumes of 12 ml/kg and no PEEP or lower VT of
6 ml/kg and PEEP of 10 cmH2O. Protective mechanical ventilation
was associated with a reduction in the pulmonary IL-8, while IL-6,
IL-1, IL-2 and TNFa were not affected by mechanical ventilation.16

Different patterns of protective mechanical ventilation seem to
be associated with a reduction in systemic and pulmonary in-
flammatory response after surgery and an improvement in some
respiratory parameters in oxygenation as well as extubation.

Further research may assess which is the optimal level of VT
during general anaesthesia and its effectiveness in preventing lung
injury as well as after surgical interventions.

3.2. Positive end-expiratory pressure

Positive end-expiratory pressure is fundamental in mechanical
ventilation. The efficacy of the best PEEP or high PEEP level has
been well established in ARDS patients. The rationale of using
PEEP in protective intraoperative mechanical ventilation concerns
avoiding atelectasis due to the open-lung approach. According to
Reis Miranda et al., a high PEEP level with low VT is associated with
a reduction in pulmonary inflammation after cardiopulmonary
bypass.13 Wetterrslev et al. investigated the efficacy of PEEP in
preventing atelectasis and improving oxygenation in patients un-
dergoing abdominal surgery.17 Forty patients were randomly
assigned to either a best PEEP-group or a zero PEEP (ZEEP) group.
Perioperative oxygenation significantly improved in the PEEP-
group while postoperative complications were lower in the PEEP-
group but were not statistically significant.17

The concept that the application of PEEP was useful during
surgery was also evaluated in laparoscopic surgical procedures. In
this type of surgery, the prolonged insufflation of intraperitoneal
gas may enhance the cephalic diaphragm shift and worsen the
airway closing capacity, thus, resulting in an increase in lung injury
and atelectasis. Meininger et al. evaluated the role of PEEP on
arterial oxygenation and haemodynamics in laparoscopic surgery
in non-obese patients.18 PEEP was set to 10 cmH2O or to a zero level
(ZEEP). The PEEP-group had better oxygenation during intra-
peritoneal gas insufflation than the ZEEP-group but no significant
haemodynamic differences were found between the groups.18 Kim
et al. evaluated the efficacy of PEEP in improving oxygenation and

dynamic compliance during laparoscopic surgery in non-obese
patients.19 The oxygenation was significantly higher in the PEEP-
group (5 cmH2O) than the ZEEP-group during the pneumo-
peritoneum, but in both groups, respiratory system compliance
decreased after 40 min.19 Interestingly in obese-patients undergo-
ing laparoscopic surgery, PEEP had different effects.

Whalen et al. investigated the effect of high PEEP level
(12 cmH2O) versus low PEEP level (4 cmH2O) on arterial oxygen-
ation in laparoscopic surgery inmorbidly obese patients.20 The high
PEEP-group showed a better arterial oxygenation than the low
PEEP-group during mechanical ventilation, but it disappeared after
the extubation.20 Thus in bariatric patients undergoing laparo-
scopic surgery, PEEP had a temporary effect on oxygenation during
mechanical ventilation, while it is likely that an alveolar der-
ecruitment could occur at extubation.

The use of PEEP in intraoperative mechanical ventilation was
associated with a reduction in atelectasis during the postoperative
period as reported by 3 studies using the high PEEP level
(10 cmH2O).21e23 These studies involved healthy patients under-
going neurosurgical or eye surgery, as well as obese patients for
laparoscopic and non-laparoscopic surgery. Interestingly, the inci-
dence of atelectasis was lower in bariatric patients demonstrating
possible beneficial effects in this category of patients.

Recently, a Cochrane systematic review and metaanalysis
assessed the efficacy of using PEEP during anaesthesia on post-
operative mortality and pulmonary complications.24 This review
finally included 8 randomized clinical trials involving 330 patients
treated with intraoperative PEEP or ZEEP. The primary outcome
wasmortality and the secondary outcomeswere respiratory failure,
oxygen efficiency, mechanical ventilatory support, pneumonia,
atelectasis and barotrauma. The results showed insufficient evi-
dence to assess the role of intraoperative PEEP on mortality while
two secondary outcomes were statistically significant. The PEEP-
group had a higher PaO2/FiO2 ratio intraoperatively, and a lower
incidence of postoperative atelectasis.24

The usefulness of PEEP to improve intraoperative and post-
operative outcome is still a matter of debate and further research is
necessary to evaluate the efficacy of PEEP during anaesthesia in
healthy and non-healthy patients. It should also be noted that
a worldwide multi-centre randomized controlled trial, known as
PROVHILO has planned to recruit 900 patients, randomized into
two PEEP arms (12 cmH2O versus 2 cmH2O) undergoing open
abdominal surgery. This study may add new information about the
rational of using protective ventilation with high PEEP during
general anaesthesia to prevent pulmonary and extra-pulmonary
postoperative complications.25

3.3. Recruitment manoeuvres

Recruitment manoeuvres (RMs) in ARDS patients are useful to
open atelectatic alveoli in order to increase end-expiratory lung-
volume, improve gas-exchange and attenuate ventilator-induced
lung injury.26 The recruitment of collapsed alveoli is achieved by
a transient increase in transpulmonary pressure.27 Different types
of RMs have been described for lung injured patients as sustained
inflation manoeuvres, high pressure controlled ventilation, incre-
mental PEEP, and intermittent sighs.27 In anaesthesia the most
common RM is the ‘bag squeeze’, a sustained manual inflation us-
ing the airway pressure valve of an anaesthetic ventilator. This type
of RM has many possible limitations: 1) the airway pressure de-
pends on the level of pressure applied to the bag and therefore it
cannot be kept constant over time; 2) disconnecting a patient from
the anaesthetic machine leads to a loss of airway pressure until
the RM is started and a desired level of pressure achieved; 3)
reconnecting the patient to the anaesthetic machine, the pressure
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delivered from a ventilator during inspiration can be greater than
that exerted during a manual RM, thus resulting in possible baro-
trauma. Alternatively, RM with incremental PEEP can be applied
during mechanical ventilation for different surgical procedures.
Before using the incremental PEEP as RM, patients must be nor-
movolaemic and ventilator parameters must be set as follows:
inspired oxygen concentration (FiO2) at 1, tidal volume at 8e
12 ml/kg and inspiratory pause at 20%e50% of inspiration.25 PEEP
is progressively increased by 5 cmH2O up to 20 cmH2O every 3 or
five breaths, then it is reduced by steps of 2e3 cmH2O. Tidal volume
is increased in steps of 4 ml/kg predicted body weight until a pla-
teau pressure of 30e35 cmH2O is achieved and then 3 breaths are
administered with a plateau pressure of 30e35 cmH2O.25

Several randomized clinical studies investigated the effects of
different RMs performed during general anaesthesia. Manual RMs to
achieve an airway pressure of 40e45 cmH2O were investigated in 3
randomized clinical trials enrolling patients for cardiopulmonary
bypass, laparoscopic cholecystectomy and general anaesthesia for
magnetic resonance imaging.29e31 Two studies reported an increase
in intraoperative oxygenation, and only one study described
a reduction inpostoperative atelectasis.29e31Whalen et al. evaluated
the effects of RM with incremental PEEP in laparoscopic bariatric
surgery and described an intraoperative improvement in respiratory
compliance and oxygenation.20 Celebi et al. investigated the effect of
RM with CPAP or RM with PEEP in cardiopulmonary bypass. This
study reported an increase in oxygenation and compliance during
anaesthesia and a postoperative reduction in atelectasis, pulmonary
complications and length of hospital stay.32 Three studies evaluated
the effects of vital capacity manoeuvres with an airway pressure of
35e40 cmH2O for 15 s, demonstrating an improvement in the
intraoperative oxygenation.33e35 Reinius et al. investigated the effect
of RM performed by increasing airway pressure up to 55 cmH2O and
inspiratory hold in bariatric surgery.23 RMs alone were able to
improve oxygenation during anaesthesia, but RMs followed by PEEP
also reduced the incidence of postoperative atelectasis.23

According to the previous clinical studies, RMs seem to improve
intraoperative oxygenation as well as prevent postoperative

atelectasis, but further research is necessary to evaluate their
efficacy on perioperative pulmonary complications.

3.4. Protective mechanical ventilation in particular conditions

The incidence of obesity, chronic obstructive pulmonary disease
(COPD) and asthma is increasing worldwide. Obese, COPD and
asthma patients require customized intraoperative mechanical
ventilation due to the specific pathophysiologic alterations induced
by these diseases.

3.5. Obese patients

The main problem occurring in morbidly obese patients is the
reduction in functional residual capacity by up to 50% from pre-
anaesthesia levels, so any intervention during general anaesthesia
should minimize this effect.36 Optimization of intraoperative me-
chanical ventilation setting for obese patients may include:

1. Inspiratory oxygen fraction to achieve a peripheral oxygen
saturation >92%,37

2. Tidal volume � 13 ml/kg of ideal body weight,38

3. Lung recruitment manoeuvres with high airway pressure (up
to 60 cmH2O) to open collapsed alveoli,39

4. Adequate PEEP level before and after RM to prevent airway
collapse and to keep alveoli opened.37

3.6. COPD and asthma patients

The main pathophysiological characteristic of COPD and asthma
patients is the increase in airway resistance responsible for dy-
namic hyperinflation, altered gas-exchange and cardiovascular
abnormalities.

Intraoperative mechanical ventilation for these patients should
aim to minimize the level of airway resistance and avoid further
worsening of hyperinflation, gas-exchange and cardiovascular

Fig. 3. Protective mechanical ventilation strategy. According to the literature, protective mechanical ventilation strategy may include: 1) low tidal volume to reduce inflammatory
response, 2) adequate PEEP level to increase intraoperative oxygenation and to reduce the incidence of postoperative atelectasis, 3) recruitment manoeuvers using mechanical
ventilator level to increase intraoperative oxygenation and to reduce the incidence of postoperative atelectasis.
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function. The setting of mechanical ventilation during anaesthesia
for COPD and asthma patients may include:

1. Reduction in minute volume (tidal volume and respiratory
rate) targeted on individual physiologic homeostasis of CO2 and
pHa.

2. Increased expiratory time to allow an appropriate time for
expiration.

3. Use of bronchodilators to minimize airway flow resistance.

Fig. 3 shows possible strategies for protective mechanical ven-
tilation during general anaesthesia according to the results from
available randomized clinical trials discussed in this review.

4. Conclusion

Protective mechanical ventilation during general anaesthesia
may include: 1) low VT; 2) adequate PEEP level and 3) RMs by using
mechanical ventilation.

Low VT may be associated with a reduction in pulmonary and
systemic inflammatory response, the use of an adequate PEEP level
may improve intraoperative oxygenation and RMswith mechanical
ventilation may further improve intraoperative oxygenation and
prevent postoperative atelectasis. Prospective controlled random-
ized clinical trials are required to demonstrate the efficacy of pro-
tective ventilation strategies during general anaesthesia to improve
clinical outcome.

Conflict of interest

The authors have no conflict of interest.

References

1. Ghaferi AA, Birkmeyer JD, Dimick JB. Variation in hospital mortality associated
with inpatient surgery. N Engl J Med 2009;361:1368e75.

2. Canet J, Gallart L, Gomar C, Paluzie G, Valles J, Castillo J, et al. Prediction of
postoperative pulmonary complications in a population-based surgical cohort.
Anesthesiology 2010;113:1338e50.

3. Tusman G, Bohm SH, Warner DO, Sprung J. Atelectasis and perioperative pul-
monary complications in high risk patients. Curr Opin Anaesthesiol 2012;25:1e10.

4. Garcia 3rd AJ, Zanella S, Koch H, Doi A, Ramirez JM. Networks within networks.
The neuronal control of breathing. Prog Brain Res 2011;188:31e50.

5. Guyton AC, Hall JE. Textbook of medical physiology. 12th ed. Philadelphia, PA:
Saunders; 2006.

6. Dahan A, Teppema LJ. Influence of anaesthesia and analgesia on the control of
breathing. Br J Anaesth 2003;91:40e9.

7. Bouillon T, Bruhn J, Roepcke H, Hoeft A. Opioid-induced respiratory depression
is associated with increased tidal volume variability. Eur J Anaesthesiol 2003;20:
127e33.

8. Motamed C, Donati F. Sevoflurane and isoflurane, but not propofol, decrease
mivacurium requirements over time. Can J Anaesth 2002;49:907e12.

9. Wahba RW. Perioperative functional residual capacity. Can J Anaesth 1991;38:
384e400.

10. Ventilation with lower tidal volumes as compared with traditional tidal
volumes for acute lung injury and the acute respiratory distress syndrome.
The Acute Respiratory Distress Syndrome Network. N Engl J Med 2000;342:
1301ee1308.

11. Bendixen HH, Hedley-Whyte J, Laver MB. Impaired oxygenation in surgical
patients during general anesthesia with controlled ventilation a concept of
atelectasis. N Engl J Med 1963;269:991e6.

12. Koner O, Celebi S, Balci H, Cetin G, Karaoglu K, Cakar N. Effects of protective and
conventional mechanical ventilation on pulmonary function and systemic
cytokine release after cardiopulmonary bypass. Intensive Care Med 2004;30:
620e6.

13. Reis Miranda D, Gommers D, Struijs A, Dekker R, Mekel J, Feelders R, et al.
Ventilation according to the open lung concept attenuates pulmonary in-
flammatory response in cardiac surgery. Eur J Cardiothorac Surg 2005;28:
889e95.

14. Sundar S, Novack V, Jervis K, Bender SP, Lerner A, Panzica P, et al. Influence
of low tidal volume ventilation on time to extubation in cardiac surgical
patients. Anesthesiology 2011;114:1102e10.

15. Michelet P, D’Journo XB, Roch A, Doddoli C, Marin V, Papazian L, et al. Pro-
tective ventilation influences systemic inflammation after esophagectomy:
a randomized controlled study. Anesthesiology 2006;105:911e9.

16. Wolthuis EK, Choi G, Dessing MC, Bresser P, Lutter R, Dzolijc M, et al. Me-
chanical ventilation with lower tidal volumes and positive end-expiratory
pressure prevents pulmonary inflammation in patients without preexisting
lung injury. Anesthesiology 2008;108:46e54.

17. Wetterslev J, Hansen EG, Roikjaer O, Kanstrup IL, Heslet L. Optimizing peri-
operative compliance with PEEP during upper abdominal surgery: effects on
perioperative oxygenation and complications in patients without preoperative
cardiopulmonary dysfunction. Eur J Anaesthesiol 2001;18:358e65.

18. Meininger D, Byhahn C, Mierdl S, Westphal K, Zwisser B. Positive end-
expiratory pressure improves arterial oxygenation during prolonged pneu-
moperitoneum. Acta Anaesthesiol Scand 2005;49:778e83.

19. Kim JY, Shin CS, Kim HS, Jung WS, Kwak HJ. Positive end-expiratory pressure
in pressure-controlled ventilation improves ventilatory and oxygenation
parameters during laparoscopic cholecystectomy. Surg Endosc 2010;24:
1099e103.

20. Whalen FX, Gajic O, Thompson GB, Kendrick ML, Que FL, Williams BA, et al. The
effects of the alveolar recruitment maneuver and positive end-expiratory
pressure on arterial oxygenation during laparoscopic bariatric surgery.
Anesth Analg 2006;102:298e305.

21. Neumann P, Rothen HU, Berglund JE, Valtysson J, Magnusson A,
Hedenstierna G. Positive end-expiratory pressure prevents atelectasis during
general anaesthesia even in the presence of a high inspired oxygen concen-
tration. Acta Anaesthesiol Scand 1999;43:295e301.

22. Talab HF, Zabani IA, Abdelrahman HS, Bukhari WL, Mamoun I, Ashour MA, et al.
Intraoperative ventilatory strategies for prevention of pulmonary atelectasis in
obese patients undergoing laparoscopic bariatric surgery. Anesth Analg
2009;109:1511e6.

23. Reinius H, Jonsson L, Gustafsson S, Sundbom M, Duvernoy O, Pelosi P, et al.
Prevention of atelectasis in morbidly obese patients during general anesthesia
and paralysis: a computerized tomography study. Anesthesiology 2009;111:
979e87.

24. Imberger G, McIloroy D, Pace NL, Brok J, Moller AM. Positive end expiratory
pressure during anesthesia for prevention of mortality and postoperative
pulmonary complications. N: CD007922. Cochrane Database Syst Rev 2010;(9).
http://dx.doi.org/10.1002/14651858.CD007922.

25. Hemmes ST, Severgnini P, Jaber S, Canet J, Wrigge H, Hiesmayr M, et al.
Rationale and study design of PROVHILO e a worldwide multicenter ran-
domized controlled trial on protective ventilation during general anesthesia for
open abdominal surgery. Trials 2011;12:111.

26. Tremblay LN, Slutsky AS. Ventilator-induced lung injury: from the bench to the
bedside. Intensive Care Med 2006;32:24e33.

27. Pelosi P, Gama de Abreu M, Rocco RMP. New and conventional strategies for
lung recruitment in acute respiratory distress syndrome. Crit Care 2010;14:
210e7.

29. Dyhr T, Laursen N, Larsson A. Effects of lung recruitment maneuver and
positive end-expiratory pressure on lung volume, respiratory mechanics and
alveolar gas mixing in patients ventilated after cardiac surgery. Acta Anaes-
thesiol Scand 2002;46:717e25.

30. Pang CK, Yap J, Chen PP. The effect of an alveolar recruitment strategy on
oxygenation during laparoscopic cholecystectomy. Anaesth Intensive Care
2003;31:176e80.

31. Tusman G, Bohm SH, Tempra A, Melkun F, Garcia E, Turchetto E, et al. Effects of
recruitment maneuver on atelectasis in anesthetized children. Anesthesiology
2003;98:14e22.

32. Celebi S, Koner O, Menda F, Omay O, Gunay I, Suzer K, et al. Pulmonary effects
of noninvasive ventilation combined with the recruitment maneuver after
cardiac surgery. Anesth Analg 2008;107:614e9.

33. Minkovich L, Djaiani G, Katznelson R, Day F, Fedorko L, Tan J, et al. Effects of
alveolar recruitment on arterial oxygenation in patients after cardiac surgery:
a prospective, randomized, controlled clinical trial. J Cardiothorac Vasc Anesth
2007;21:375e8.

34. Chalhoub V, Yazigi A, Sleilaty G, Haddad F, Noun R, Medi-Jebara S, et al. Effect of
vital capacity manoeuvres on arterial oxygenation in morbidly obese patients
undergoing open bariatric surgery. Eur J Anaesthesiol 2007;24:283e8.

35. Almarakbi WA, Fawzi HM, Alhashemi JA. Effects of four intraoperative ven-
tilatory strategies on respiratory compliance and gas exchange during lapa-
roscopic gastric banding in obese patients. Br J Anaesth 2009;102:862e8.

36. Damia G, Mascheroni D, Croci M, Tarenzi L. Perioperative changes in functional
residual capacity in morbidly obese patients. Br J Anaesth 1988;60:574e8.

37. Rothen HU, Sporre B, Engberg G, Wegenius G, Hogman M, Hedenstierna G.
Influence of gas composition on recurrence of atelectasis after a reexpansion
maneuver during general anesthesia. Anesthesiology 1995;82:832e42.

38. Bardoczky GI, Yernault JC, Houben JJ, d’Hollander AA. Large tidal volume
ventilation does not improve oxygenation in morbidly obese patients during
anesthesia. Anesth Analg 1995;81:385e8.

39. Pelosi P, Ravagnan I, Giurati G, Panigada M, Bottino N, Tredici S, et al. Positive
end-expiratory pressure improves respiratory function in obese but not in
normal subjects during anesthesia and paralysis. Anesthesiology 1999;91:
1221e31.

M. Vargas et al. / Trends in Anaesthesia and Critical Care 3 (2013) 77e81 81


