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The most fundamental difference between 
the findings of Alachkar et al. and our experi-

ence with abatacept is that Patients 2 through 5 
in their study received belatacept. The therapeu-
tic protocols for belatacept are very different 
from those for abatacept. As compared with 
abatacept, belatacept has markedly enhanced 
affinity for B7-2 (also called CD86).1 Since pod-
ocytes do not express B7-2, and abatacept favors 
the inhibition of B7-1,1 the distinct differences 
between abatacept and belatacept informed our 
choice to use abatacept for the treatment of 
podocyte B7-1–positive proteinuric kidney dis-
ease. We agree that prospective trials are neces-
sary to further evaluate abatacept therapy in 
patients with B7-1–positive proteinuric kidney 
disease, and indeed such efforts are under way.
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Endotracheal	Extubation

To the Editor: It is well known that intravenous 
lidocaine can suppress coughing due to tracheal 
intubation.1 But the statement in the Videos in 
Clinical Medicine review by Ortega et al. (Jan. 16 
issue)2 that local anesthetic agents in general can 
be used to treat coughing may lead to the false 
assumption that this is correct for all local anes-
thetic agents. The intravenous administration of 
local anesthetic agents other than lidocaine to 
prevent coughing may lead to life-threatening 
central nervous system and cardiac toxicity and 
should be definitely avoided.3

Figure 1 of the Videos in Clinical Medicine 
review showed an oxygen mask, which allows a 
patient to breathe oxygen-enriched air but is not 
a device to provide mechanical ventilation. It 
would have been useful to reference modern 

video-based intubating devices4 as a step in the 
management of the difficult airway before crico-
thyroidotomy.
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Figure	1	(previous	page).	Podocyte	B7-1	Detection		
in	Human	Kidney-Biopsy	Specimens.

Panel A shows a comparison of kidney-biopsy speci-
mens that have been stained for B7-1 with the use of 
donkey or rabbit secondary antibodies. All specimens 
were obtained from patients who were described in 
our study. Although no significant difference is detect-
ed in a B7-1–negative control case (acute tubular ne-
crosis [ATN]), a sample of membranous nephropathy 
(MN) shows intense nonspecific background staining 
of IgG in coarse granular immune deposits with the 
donkey secondary antibody (at left), which masks the 
specific, granular B7-1 staining that is revealed with the 
rabbit secondary antibody (at right). Panel B shows 
representative images of a previously unpublished 
 series of kidney-biopsy specimens that have been 
stained for B7-1 and rabbit secondary antibody (B7-1) 
or for rabbit secondary antibody alone (control). Hu-
man tonsil, serving as a positive control, shows specif-
ic membrane staining for B7-1 in lymphocytes, where-
as the control sample shows background fluorescence. 
A tumor nephrectomy specimen (tumor Nx), which 
serves as a negative control, shows no specific B7-1 
staining. A subset of biopsy specimens from patients 
with FSGS, minimal change disease (MCD), or MN 
show positive (+) granular B7-1 staining that follows 
the glomerular basement membranes, whereas other 
samples from patients with these diseases are negative 
(−) for B7-1. The focal, coarse background staining 
probably represents nonspecific autofluorescence in 
erythrocytes.
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copy: another tool for difficult intubation or a new paradigm in 
airway management? Can J Anaesth 2013;60:184-91.
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To the Editor: Ortega et al. state that patients 
with laryngeal edema can present with delayed 
airway obstruction after extubation. In such pa-
tients, who have a high probability of airway 
swelling, a leak test, visual inspection, and imag-
ing are considered to be the cornerstones of risk 
assessment before extubation. The leak test does 
not require the use of additional methods and is 
used to determine whether gas can pass between 
the tracheal tube and the tracheal wall after cuff 
deflation. Low leak volumes are associated with 
an increased risk of upper-airway obstruction, 
which necessitates the use of flexible fiberoptic 
bronchoscopy to assess the causes of the ob-
struction.

Laryngospasm is also a common complication 
after extubation. In addition to the medical treat-
ments and positive-pressure ventilation in case 
of the occurrence of laryngospasm, the Larson 
maneuver should be considered.1 The Larson 
maneuver is a simple maneuver (see video) that 
can be easily applied by even inexperienced 
medical staff, especially wherever medications 
or devices are not accessible. It involves a forc-
ible jaw thrust with the use of bilateral digital 
pressure in the laryngospasm notch (between 
the mandible and mastoid).
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To the Editor: Routine suctioning of the tra-
chea with the use of the endotracheal tube before 
extubation is problematic, because this may dam-
age the tracheal mucosa and is not necessary af-
ter brief procedures under anesthesia. However, 
the endotracheal tube does provide access to the 
lungs, and suctioning of chronic secretions is 
important in patients with prolonged intubation, 

recumbency, inadequate cough, or pulmonary 
disease.

Second, allowing a patient to buck and cough 
with the endotracheal tube in place before extu-
bation may damage the vocal cords and aryte-
noid cartilages and cause laryngeal edema and 
should be minimized. Intravenous lidocaine may 
prevent coughing before extubation.

Finally, secretions pool above the tracheal cuff 
and below the vocal cords and are not accessible 
to endotracheal or oral suctioning. Extubation 
with positive airway pressure at end inspiration 
allows these secretions to be exhaled on the re-
moval of the endotracheal tube. Routine suction-
ing of the oropharynx will prevent these secretions 
from being aspirated and possibly causing occlu-
sion of the airway or laryngospasm.
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The Authors Reply: Endotracheal extubation is 
performed after a broad set of clinical scenarios, 
ranging from short surgical procedures to weeks 
of endotracheal intubation in critically ill patients.

In response to Avidan: lidocaine is the drug 
of choice and can be administered intravenously 
or topically. It can even be used to insufflate the 
endotracheal-tube cuff, where it diffuses across 
the cuff membrane and anesthetizes the trachea. 
However, other local anesthetic agents have 
been used to provide anesthesia of the airway 
and minimize the cough reflex. Figure 1 of our 
Video in Clinical Medicine did show a face mask. 
If it had shown a face mask that allowed posi-
tive-pressure ventilation, that would have been 
helpful. There are many tools, including video-
based intubating devices, that may facilitate 
airway management. However, when all fail and 
it is impossible to ventilate or reintubate the 
patient, emergency surgical airway access is in-
dicated.

Golzari and Mahmoodpoor note the impor-
tance of performing the leak test before extubat-

A video show-
ing the Larson 
 maneuver is 
 available at 
NEJM.org 
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ing the trachea. However, this test is not infal-
lible, and there are cases, particularly in children, 
in which the absence of a leak may not preclude 
the extubation of the patient. The Larson ma-
neuver was proposed in a letter to the editor in 
1998 and may represent a valuable clinical tech-
nique. However, it has not been widely validated 
or adopted.

Royster et al. are correct in asserting that 
routine suctioning may not be necessary and 
that excessive suctioning may cause damage to 
the tracheal and oropharyngeal mucosa, particu-
larly if the suction pressure is not regulated ap-
propriately. There are many reasons why bucking 
and coughing before extubation should be avoid-
ed, including not only laryngeal injury but also 
surgical-wound dehiscence, increased intracranial 
and intraocular pressure, cervical-spine injury, 

and other undesirable consequences. Bucking and 
coughing are a great challenge for anesthesiolo-
gists, who consistently make efforts to avoid 
them. Finally, positive-pressure ventilation with 
supplemental oxygen during endotracheal extu-
bation can be done, both to maximize alveolar 
recruitment and to minimize aspiration of secre-
tions around the endotracheal tube, but positive-
pressure ventilation is not strictly necessary in 
all extubations.
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Table	1.	Characteristics	of	the	Five	Patients	and	Their	Responses	to	Ofatumumab.

Patient		
No. Age

Glucocorticoid-Sparing	Agent		
Used	Previously Urinary	Protein-to-Creatinine	Ratio

At Disease 
Onset

At Study
Enrollment Baseline At 6 Wk At 6 Mo

yr mg/mg

1 13.3 19.1 Intravenous cyclophosphamide, tacro limus, 
rituximab

13.76 0.12 0.14

2 2.4 8.6 Intravenous cyclophosphamide, cyclosporine, 
tacrolimus, rituximab

21.17 0.08 0.07

3 4.3 7.4 Intravenous cyclophosphamide, tacrolimus, 
rituximab, galactose

 9.32 0.15 0.53

4 2.7 5.3 Intravenous cyclophosphamide, cyclosporine, 
tacrolimus, rituximab, galactose

11.21 0.10 0.08

5 5.7 6.5 Tacrolimus, mycophenolate mofetil, rituximab 9.5 0.09 0.09

*	The glomerular filtration rate was estimated by means of the equation adapted from Schwartz et al.3

† During follow-up, no patient was given glucocorticoids except Patient 3, whose relapses at 8 and 25 weeks were treated 
with glucocorticoids.

Ofatumumab	for	Rituximab-Resistant	Nephrotic	Syndrome

To the Editor: Treatment of children with the 
steroid-resistant nephrotic syndrome (SRNS) is 
challenging. During the past decade, rituximab 
was found to be a promising agent in managing 
SRNS that was resistant to alkylating agents and 

calcineurin inhibitors. But increasing evidence of 
rituximab resistance in patients with SRNS has 
spurred a search for additional therapies.1,2

Patient 1, a 19-year-old girl with a 6-year his-
tory of SRNS (in whom focal segmental glomer-
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