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To the Editor: In a randomized controlled trial by Xu et al.,/") comparing
the performance of the Shikani Optical Stylet and Macintosh
laryngoscope for orotracheal intubation in patients with cervical
spondylosis, they showed that Shikani Optical Stylet compared to
Macintosh laryngoscope was more clinically beneficial, especially in
patients with difficult airways. In our view, however, there are several
issues in that study making interpretation of their findings questionable.

First, difficult airways were defined as Cormack-Lehane grades
3—4 with Macintosh laryngoscope. According to the latest difficult
airway guidelines by the American Society of Anesthesiologists Task
Force on Management of the Difficult Airway,? Cormack-Lehane
grades 3—4 should be defined as difficult laryngoscopy. Furthermore,
the authors described that experienced intubators performed
all laryngoscopy and intubation procedures in a sniffing
position. However, it was unclear whether the external laryngeal
manipulations (not limited to external laryngeal pressure) were
allowed to improve the laryngeal visualization with Macintosh
laryngoscope or that the exact sizes of Macintosh blade were used.
Thus, we could not determine whether an optimal laryngoscopy
attempt was performed when defining a difficult laryngoscopy.' Tt is
generally believed that only when an optimal laryngoscopy attempt
is achieved, difficult laryngoscopy might be readily apparent to a
reasonably experienced intubator on the first attempt and therefore
be independent of both number of attempts and time.

Second, regarding sample size calculation, the authors stated that as to
the success rates in a previous study, a sample size of 135 patients was
needed to have at least 90% power to detect a difference between the
two groups. It must be emphasized that the sample size calculation is
crucial to prevent Type 1 and Type 2 statistical errors in a randomized
controlled trial. Before sample size calculation, the minimal clinically
important difference of primary outcome parameter must be assessed
to reveal a power that is required to achieve clinically important
inferences. Other than the power of the study (90%) described
in this study, thus, adequate reporting of sample size calculation
should also include the success rates of studied devices reported in
the previous study, expected minimal clinically relevant difference
of primary outcome between groups and risk of Type 1 error. In a
recent systematic review assessing the pitfalls of reporting sample
size calculation in randomized controlled trials published in leading
anesthesia journals, Abdulatif er al.™ showed that despite a high
incidence (91.7%) of reported sample size, some of the required
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basic assumptions for calculation are deficient or not supported by
plausible reasoning in 19.7% and 32% of studies, respectively. In our
view, this study is not powered to show a difference in the intubation
success rates (84.2% vs. 94.1%) between groups in patients with a
difficult laryngoscopy. Thus, we believe that addressing this issue
would further clarify the transparency of this study.

Third, postoperative sore throat was used as a secondary endpoint
for performance comparison of studied devices. However, the
authors did not provide the postoperative pain management
scheme and analgesic consumption in the two groups. When
early postoperative sore throat between groups is compared,
standardization of postoperative pain management should be a
crucial component of study design.”) In the absence of comparable
postoperative pain management, the study findings and their
subsequent conclusions must be interpreted with caution, as they
might have been obtained using incomplete methodology.

Fourth, the need of adjuncts was less when using Shikani Optical
Stylet than that when using Macintosh laryngoscope, but the
authors did not differentiate the adjuncts used for laryngoscopy and
intubation. In fact, only the adjuncts used for intubations with two
devices are valid variables for performance comparison.

Given that above-mentioned limitations, and comparable intubation
success rates and times with two devices, it is better to conclude that
performance of Shikani Optical Stylet might not superior to that of
Macintosh laryngoscope when orotracheal intubation is performed
by experienced anesthetists in patients with cervical spondylosis.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Address for correspondence: Prof. Fu-Shan Xue,
Department of Anesthesiology, Plastic Surgery Hospital,
Chinese Academy of Medical Sciences and

Peking Union Medical College,

Beijing 100144, China

E-Mail: xuefushan@aliyun.com

This is an open access article distributed under the terms of the Creative Commons
Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix,
tweak, and build upon the work non-commercially, as long as the author is credited
and the new creations are licensed under the identical terms.

© 2017 Chinese Medical Journal | Produced by Wolters Kluwer - Medknow

Received: 20-02-2017 Edited by: Ning-Ning Wang

How to cite this article: Wang YH, Xue FS, Li HX, Liu YY. Comparing
Shikani Optical Stylet and Macintosh Laryngoscope for Orotracheal
Intubation. Chin Med J 2017;130:1629-30.

.Chinese Medical Journal | July 5,2017 | Volume 130 | Issue 13




REFERENCES

1.

Xu M, Li XX, Guo XY, Wang J. Shikani optical stylet versus
macintosh laryngoscope for intubation in patients undergoing
surgery for cervical spondylosis: A randomized controlled trial.
Chin Med J 2017;130:297-302. doi: 10.4103/0366-6999.198926.
Apfelbaum JL, Hagberg CA, Caplan RA, Blitt CD, Connis RT,
Nickinovich DG, ez al. Practice guidelines for management of the difficult
airway: An updated report by the American Society of Anesthesiologists
Task Force on Management of the Difficult Airway. Anesthesiology
2013;118:251-70. doi: 10.1097/ALN.0b013e31827773b2.

Hagberg CA, BenumofJL. The American Society of Anesthesiologists,

Management of the difficult airway algorithm and explanation-
analysis of the algorithm. In: Hagberg CA, editor. Benumof’s Airway
Management: Principles and Practice. 3 ed. Philadelphia, PA:
Saunders, 2013. p. 230-1.

Abdulatif M, Mukhtar A, Obayah G. Pitfalls in reporting sample
size calculation in randomized controlled trials published in
leading anaesthesia journals: A systematic review. Br J Anaesth
2015;115:699-707. doi: 10.1093/bja/aev166.

Xue FS, Xiong J, Wang Q, Yuan YJ, Liao X. Comparison of safety
and efficacy of Supreme laryngeal mask airway and ProSeal laryngeal
mask airway. Eur J Anaesthesiol 2010;27:757-8. doi: 10.1097/
EJA.0b013e328339813b.

Chinese Medical Journal | July 5,2017 | Volume 130 | Issuc 13 R




