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text, there is no statement to discuss the possible reasons why 
RLGL got better glottic view than direct laryngoscopy. As 
we know, backward, upward, rightward pressure (BURP) 
maneuver is a useful skill to facilitate glottis visualization for 
tracheal intubation.3 In Yang’s study, there is no description 
of applying BURP during tracheal intubation in both study 
groups. If no BURP was applied in direct laryngoscopy 
group, the improved Cormack and Lehane grades in RLGL 
group could be due to the “BURP effect” induced by the 
light-emitting diode flashlight. The site where the flashlight 
placed in this study (the caudal edge of the thyroid cartilage) 
is just the same site for BURP maneuver. According to the 
statement in method section, the operator could adjust and 
optimize the location of the flashlight while performing the 
RLGL. Thus, the “BURP effect” should be considered to be 
the cause of improving glottis view in RLGL group.
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transmission,8 an important question that remains unan-
swered is whether the RLGL surpasses conventional direct 
laryngoscopy for tracheal intubation in grossly obese 
subjects.
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Backward, Upward, Rightward 
Pressure (BURP) Effect Improves the 
Glottic View in Retrograde  
Light-guided Laryngoscopy for 
Tracheal Intubation

To the Editor:
Yang et al.1 presented an interesting article regarding the use 
of retrograde light-guided laryngoscopy (RLGL) for tracheal 
intubation in comparison with conventional direct laryn-
goscopy. This article is accompanied by an editorial view.2 
The results showed that RLGL enables trainees to intubate 
faster and at higher success rates. An improved Cormack 
and Lehane grades using RLGL could be the cause. In the 

In Reply:
We thank the authors of these letters for their comments that 
help to clarify the importance of our study to the readers. As 
regards the letter from Drs. Xue, Cui, and Cherng, we used 
a 6.5- to 7.5-mm inner diameter endotracheal tube and a 
laryngoscope with a Macintosh blade, size 3 in all patients 
in this study. Moreover, all the cases in which intubation was 
unsuccessful by the novices were successfully intubated by 
the anesthesiologists with the use of size 3 Macintosh blade. 
All the patients in this trial were selected by using the stated 
inclusion criteria, and their characteristics were controlled 
as shown in table 1 of original article.1 We cannot comment 
on the effect of Macintosh blade size on the results of this 
trial, because it was not varied. The stylet bend angles started 

The letters above were sent to the author of the referenced 
editorial, who declined to respond.
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with 40 to 50 degree and could be changed by the assistants 
according to the requirement of the operators.

The enrollment of the optimal external laryngeal manip-
ulation to improve laryngeal views was required in some 
cases of both groups. We agree that the placement of the 
flashlight (Fenixlight Limited, Shenzhen, China) itself may 
have a positive effect on the exposure of the glottis compared 
the patient without any external laryngeal manipulation in 
direct laryngoscopy group.

As regards the letter from Dr. Cherng, we agree as noted 
above that placement of the flashlight and any pressure applied 
could have altered or improved exposure of the glottis.
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In Reply:
I appreciate the comments by Dexter and Epstein regard-
ing our publication on optimizing preoperative blood order-
ing.1 In their comment, they pose the question of whether 
our recommended maximum surgical blood order schedule 
would be changed if we applied the criteria published in 
their own study.2

The answer is that I do not know whether our recom-
mendations would be changed because Dexter and Epstein’s 
methods are somewhat complicated and difficult to under-
stand. Our primary goal was to develop an algorithm that 
was simple and easy for other institutions to apply using 
their own data from an anesthesia information management 
system. In addition, I believe that our methods are more 
reliable because our algorithm does not rely as heavily on 
estimated blood loss (EBL), a parameter that most clinicians 
recognize as a crude measure that is fraught with error. In our 
algorithm, EBL was complimented by two other measures—
percentage of patients receiving erythrocyte transfusion and 
the average number of erythrocyte units per patient—two 
variables that are much more objective and easy to determine 
from electronic anesthesia records.

limit for the incidence of transfusion … For each of the 
scheduled procedures for which the calculated value … is 
less than 5.0% and for which there are 19 or more cases, 
set the MSBOS to indicate no type and screen.”

Thus, the value of 50 ml was to be determined statistically 
for each hospital; our criterion was less than 50 ml not 
larger than 50 ml; and we did not use 5% but the lower 
confidence limit of 5%. The criterion of less than 50 ml 
versus larger than 50 ml had a substantive effect at our stud-
ied hospital because the EBL often were reported using 
rounded values (e.g., not 49 ml but 50 ml).2 If the authors1 
apply the criteria that we published, are any of their hos-
pital’s maximum surgical blood ordering schedule recom-
mendations changed?
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To the Editor:
Frank et al.1 describe development of a maximum surgical 
blood ordering schedule. We are pleased that they used our 
findings2 regarding choice of whether to perform Type and 
Screen preoperatively. From the authors:1

“Using previously proposed criteria, we developed an 
algorithm … to determine the appropriate preoperative 
blood order for each procedure category. These  criteria 
included: 5% or more of patients transfused with 
 erythrocytes2; median estimated blood loss (EBL) more 
than 50 ml2; and a transfusion index 0.3 or more.”

Although the reliability and validity of the first two of the 
criteria refer to our article,1,2 our table 1 summary of our 
Results was different:

“Select a threshold for ‘minimal EBL’ (e.g., 50 ml) 
by using the smallest median EBL with many 
 scheduled procedures and cases for which the lower 
95%  confidence limit for the incidence of erythrocyte 
transfusion was more than 5.0% … For each of the 
scheduled  procedures with median EBL … less than 
[this]  threshold … calculate the lower 95% confidence 
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