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Editor—We thank Dr Drummond for his interest in our article1

and particularly for his comment on our results on postoperative
blood oxygenation. He also reminds us of the significance of
functional residual capacity (FRC) and lung function tests,
which is welcome and relevant because frequent misinterpreta-
tions are found in the literature.

Wewould, however, like to clarify thatwe did not state, ‘General
anaesthesia causes a reduction in functional residual capacity (FRC)
that can last several days’ but rather, ‘General anaesthesia de-
creases functional residual capacity (FRC) and causes atelectasis.
After upper abdominal surgery, FRC remains decreased in the im-
mediate postoperative period and then recovers slowly over several
days.’ Our sentences do not assume that the changes induced by
general anaesthesia alone persist for several days but refer to the
combined effects of anaesthesia and upper abdominal surgery.
These effects are well described in the literature. Although most
studies in the field were carried out after open abdominal surgery,
computed tomography scan after upper abdominal laparoscopic
surgery also showed atelectasis 24 h after surgery.2 3

We agree with Dr Drummond that the fact that we did not
observe any reduction in FRC 24 h after surgery despite a de-
creased intraoperative compliance and no recruitment suggests
that intra- and postoperative atelectasis are different entities
and have a different pathophysiology.

We also would like to take this opportunity to emphasize that
our study remains so far the onlystudy tohave investigated the in-
dependent effect of recruitment manoeuvres in a lung-protective
ventilation. Such studies are needed, as stated recently by Futier
and colleagues.4 We did not demonstrate any postoperative bene-
fit of recruitmentmanoeuvres when combinedwith lung-protect-
ive ventilation during upper abdominal laparoscopic surgery. Two
recent multicentre studies reported opposite clinical outcomes of
lung-protective ventilation strategies including recruitment man-
oeuvres after open abdominal surgery.5 6 Further studies are
needed to determine the exact place or contribution of lung re-
cruitment during intraoperative protective ventilation.7
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Videolaryngoscopes confer benefits in human factors in addition
to technical skills
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Editor—We read with great interest the editorial by Zaouter and
colleagues1 describing videolaryngoscopy (VL) as a new standard

of care. We have been using VL regularly in our institution for the
past 4 years, and agree thatVL represents a significant advance in
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