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From: Walton, J. J. (2015). Advanced ventilation management. Surgery
(Oxford), 33(10), 485-490.
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The “open lung”
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From: Tusman, Gerardo, and Javier F. Belda. “Treatment of anesthesia-induced lung collapse with lung recruitment maneuvers.” Current anaesthesia & critical
care 21, no. 5-6 (2010): 244-249.
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