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From the authors:

We would like to thank J.R. Bach and co-workers for their
interest in our editorial. While we note their comments, our
experience based on more than 500 neuromuscular patients,
60% of whom are receiving long-term noninvasive mechanical
ventilation (NIMV) with manually and mechanically assisted
coughing techniques [1] and 40% of whom are tracheosto-
mised, differs from theirs.

NIMV is not always tolerated and does not avoid some severe
complications, including acute respiratory failure followed by
death, as observed by TOUSSAINT et al. [2] despite their
undoubted competency in the field.

Our intensive care unit experience allowed us to demystify
tracheostomy and to reduce tracheostomy complications. It
probably explains why some patients, when asked, considered
tracheostomy as a more secure ventilator interface when they
had no respiratory reserve, poor tolerance of the different
NIMV interfaces and/or the risk of severe complications in
nonmedical settings, in particular at home. These points
concur with the recent American Thoracic Society consensus
[3] mentioned in the letter by J.R. Bach and co-workers.
Moreover, we note that when acute respiratory failure is not
present tracheostomy can be performed under local anaesthe-
sia while the patient is undergoing noninvasive ventilation [4].

In contrast with the comments of J.R. Bach and co-workers, we
believe that respiratory autonomy was better after tracheost-
omy, probably due to the reduction of dead space and work of
breathing as we demonstrated [5]. Furthermore, we use the
less resistive phonation valve [6] and try to avoid the
suppression of respiratory effort in order to prevent an
additional worsening of inspiratory muscle strength [7] by
virtue of ventilator-induced diaphragm dysfunction. In addi-
tion, we observed improved speech after tracheostomy. This is
probably due to our competency in adjusting the ventilator
parameters in order to allow patients to speak [8].

The study of swallowing performance did not demonstrate a
negative effect of tracheostomy [9]. Moreover, we are currently
testing swallowing performances before and after tracheost-
omy and our first results in three patients suggest that invasive
mechanical ventilation may improve swallowing efficacy
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(unpublished data). Furthermore, invasive ventilation does not
limit the use of electrically powered wheelchairs [10].

MARKSTRÖM et al. [11] observed a better quality of life in
tracheostomised neuromuscular patients. However, this is
contested by BACH [12]. In accordance with MARKSTRÖM et al.
[11], and although our tracheostomised Duchenne muscular
dystrophy (DMD) patients were more severe than our DMD
patients under NIMV, quality of life was similar in both groups
[13]. We trained families to perform airway suctioning and to
change tracheostomy in order to allow them to face anxiety
over airway occlusion.

Therefore, in these conditions, tracheostomy may avoid, rather
than facilitate, institutionalisation for some patients and we
consider that it is dangerous to state that there is no indication
that tracheostomy is effective in DMD patients. Each case has
to be considered on its merits, without any dogma.

We would like to thank the editors for allowing us to extend
this important debate about tracheostomy in neuromuscular
patients which underlines that the team’s experience and
expertise is an important determinant of the choice of the time
to switch to tracheostomy.
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Exercise recovery phase: unrecovered part of the

recommendations
To the Editors:

As the implications of cardiopulmonary exercise testing
(CPET) are continually growing, PALANGE et al. [1] are to be
congratulated for their paper entitled ‘‘Recommendations on
use of exercise testing in clinical practice’’. It has been long
awaited, as extensive research in the area simply outdated
previous European [2] and American guidelines [3]. As
PALANGE et al. [1] mentioned that assessment requires

integrative interpretation of a ‘‘cluster of response variables’’,
it seemed surprising that no parameter describing the recovery
period was discussed.

We would like to highlight the recovery period as an integral
part of CPET, which is important for the sufficiency of data [2].
Although on- and off-kinetics are in close relation, they are not
always symmetrical, due to altered tissue metabolism after
exercise, which alone is a strong argument for incorporating c
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