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Abstract 

Background Emergency Department (ED) airway registries are formalized methods to collect and document airway 
practices and outcomes. Airway registries have become increasingly common in EDs globally; yet there is no consen-
sus of airway registry methodology or intended utility. This review builds on previous literature and aims to provide a 
thorough description of international ED airway registries and discuss how airway registry data is utilized.

Methods A search of Medline, Embase, Scopus, Cochrane Libraries, Web of Science, and Google Scholar was per-
formed with no date limitations applied. English language full-text publications and grey literature from centres 
implementing an ongoing airway registry to monitor intubations performed in mainly adult patients in an ED setting 
were included. Non-English publications and publications describing airway registries to monitor intubation practices 
in predominantly paediatric patients or settings outside of the ED were excluded. Study screening for eligibility was 
performed by two team members individually, with any disagreements resolved by a third team member. Data was 
charted using a standardized data charting tool created for this review.

Results Our review identified 124 eligible studies from 22 airway registries with a global distribution. We found that 
airway registry data is used for quality assurance, quality improvement, and clinical research regarding intubation 
practices and contextual factors. This review also demonstrates that there is a great deal of heterogeneity in defini-
tions of first-pass success and adverse events in the peri-intubation period.

Conclusions Airway registries are used as a crucial tool to monitor and improve intubation performance and patient 
care. ED airway registries inform and document the efficacy of quality improvement initiatives to improve intubation 
performance in EDs globally. Standardized definitions of first-pass success and peri-intubation adverse events, such 
as hypotension and hypoxia, may allow for airway management performance to be compared on a more equivalent 
basis and allow for the development of more reliable international benchmarks for first-pass success and rates of 
adverse events in the future.
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Introduction
Emergent endotracheal intubation is a core skill for 
Emergency Medicine (EM) physicians, is performed fre-
quently in Emergency Departments (EDs) globally, and is 
a complex and challenging task in the care of critically ill 
patients [1]. Complications include failed first attempts, 
the need to perform a surgical airway, and other life-
threatening adverse events such as hypotension, hypox-
emia, aspiration, dysrhythmias, and cardiac arrest [2–7]. 
Many EDs have implemented airway registries to cap-
ture endotracheal intubation practices and monitor the 
frequency of adverse events, with the goal of optimizing 
patient outcomes [1, 2, 8]. Airway registries have been 
implemented in many regions including Australia and 
New Zealand [9–11], North America [12–18], Europe 
[19, 20], Asia [21–24], and Africa [25].

Airway registries offer significant potential utility 
as sources of data for quality assurance (QA), quality 
improvement (QI), and clinical research [2, 23, 25–27]. 
Despite the growing body of research involving airway 
registries, there is no consensus of their methodology, 
how airway registry data is utilized, or their definitions 
of key performance indicators of intubation. One review 
exploring this topic identified this problem but did not 
assess the full scope of airway registries as critical grey 
literature sources were not included [28].

We performed a scoping review to answer three impor-
tant questions regarding airway registries. The primary 
objective is to describe the current scope and prevalence 
of ED airway registries globally. Secondary objectives 
include describing utilization of airway registry data and 
determining how various airway registries define adverse 
events and key performance indicators during the peri-
intubation period.

Methods
A scoping review was completed using the Preferred 
Reporting Items for Systematic Reviews and Meta-Analy-
sis Extension for Scoping Reviews (PRISMA-ScR) frame-
work [29].

Eligibility criteria
We included all published studies (full-text publications, 
conference abstracts, conference posters) which reported 
the implementation of an airway registry to monitor 
intubation practices among adult patients within an ED. 
We defined an airway registry as a formal process imple-
mented within the ED to monitor intubation practices 
by recording information pertinent to intubation and 
adverse events independent from a finite intervention or 
research hypothesis. Non-English publications, studies 
that reported greater than 50% of their intubations were 

performed in paediatric patients, studies that did not uti-
lize an airway registry for data collection, or those that 
included intubations performed primarily outside of the 
ED (intensive care unit [ICU], operating theatre, pre-
hospital, in-patient wards) were excluded. No date limita-
tions were applied.

Information sources and search
A search conducted in Ovid Medline (1946–2021), 
Embase (1947–2021), Scopus (2021), Cochrane Librar-
ies (2021), Web of Science (2021), and Google Scholar 
(2021) was initially completed on November 3, 2021. A 
systematic search strategy was developed and translated 
into each of the databases’ syntax. The full search strategy 
for all databases is shown in Additional file 1. The intent 
of this search was to identify all peer-reviewed and grey 
literature pertaining to ED airway registries. The search 
of all databases followed by study screening was repeated 
on July 26, 2022, with a date limitation applied (Novem-
ber 3, 2021–July 26, 2022).

Study selection
Studies identified were imported to Covidence, an online 
platform for screening and organizing data for literature 
reviews, and automatically de-duplicated. Any subsequent 
duplicates noted were manually excluded by authors col-
laboratively throughout the review process. An initial 
review of abstracts was completed using the aforemen-
tioned eligibility criteria.  Full texts (if available) were 
reviewed for eligibility by two reviewers, independently. 
Discrepancies were resolved by a third team member.

Data charting
Data was charted by two independent reviewers (SM 
and HJ) using a standardized data charting form cre-
ated in Microsoft Excel (2018) [30] specifically for this 
review. The data charting form was piloted for usability 
by two reviewers for 5 studies each prior to data chart-
ing. Charted study information was informed by the Ark-
sey and O’Malley Framework for Scoping Reviews [31]. 
Additional Files 2 through 5 depict the totality of all data 
charted for each included publication.

Synthesis of results
The total number of patients for each registry was 
reported as the largest number of patients available in 
identified publications within each registry. Years active 
was determined based on time periods of data collec-
tion for all included studies in each registry. To be as 
representative of current trends as possible, data was 
reported from the most recent, full-text publication 
(if available), within each registry. If the most recent 
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publication was missing any of this information, it was 
reported from the next most recent publication, and so 
on.

To examine the utilization of airway registry data, 
studies were grouped into research or QA/QI. For the 
purposes of this review, QA was defined as studies that 
measure compliance against certain required standards 
[32]. QI was defined as studies implementing a proac-
tive approach to improve specific processes or systems 
[33]. Utilization of airway registry data from all publi-
cations was synthesized.

Results
The combined searches yielded 2349 results, includ-
ing 1084 duplicates. Following title/abstract and full-
text screening, 124 studies were included in our review 
consisting of 29 conference abstracts, one conference 
poster, and 94 full-text, peer-reviewed publications, as 
illustrated in Fig.  1. Included studies were published 
between the years of 1999 and 2022.

Characteristics of identified airway registries
A summary of characteristics of identified airway regis-
tries is provided in Table 1. A complete list of the char-
acteristics for each included publication can be found 
in Additional File 2. A total of 22 airway registries were 
identified globally with seven registries in North Amer-
ica, seven registries in Asia, four registries in Australia 
and New Zealand, three registries in Europe, and one reg-
istry in Africa. Of the registries identified, nine of 22 have 
only a single full-text publication, conference abstract, or 
poster available. Nine of 22 registries provide data from 
multiple centres ranging from three centres in the Brit-
ish Columbia Airway Registry for Emergencies (BCARE) 
to 43 centres reported in the Australian and New Zea-
land Emergency Department Airway Registry (ANZE-
DAR) [1, 34]. The largest and longest running dataset is 
the National Emergency Airway Registry (NEAR) which 
exists as three iterations reporting on intubation prac-
tices across four countries (USA, Canada, Singapore, and 
Australia) from 1996 to 2018. NEAR includes a total of 
29, 296 ED intubations between NEARI, NEARII, and 

Fig. 1 PRISMA Flow diagram for study inclusion
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NEARIII reporting 1288, 8937, and 19,071 intubations, 
respectively [12–14].

Seventeen of the 22 registries identified began their 
data collection in 2005 or later. The earliest time peri-
ods of data collection are seen in NEARI, II, and III 
which began in 1996, 1997, and 2002 respectively [12, 
35, 36], Emergency Department Intubation Registry 
(EDIR) which began in 1999 [37], and the Singapore 
General Hospital Emergency Airway Registry which 
began in 2000 [38]. Only two registries included data 
on intubations that took place outside of the ED set-
ting. The Cleveland Clinic Emergency Airway Regis-
try includes 30% prehospital intubations and BCARE 
includes 30% ICU intubations and 16.3% ward intuba-
tions [34, 39]. Six registries also specify the exact per-
centage of their data that reflects paediatric intubations, 
ranging from 0.2% of patients aged 13 or less in EDIR, to 
13.9% patients aged zero to 18 in NEARI [12, 19]. This 

reflects variable definitions of the age which constitutes 
a paediatric patient across the identified airway registries 
depending on the region or country of origin.

Types of publications and utilization of airway registry 
data
The utilization of airway registry data varied; eight of 22 
registries were used in QA studies, eight of 22 for QI stud-
ies, and 21 of 22 for research. Note that one publication 
was classified as both QI and research [10]. Table 2 pro-
vides a summary of QA and QI publications identified. 
Five of 10 QA studies focused on auditing the practices 
and outcomes of their single local centre by comparing 
its performance to benchmark data from other centres 
within the same registry, or from a larger, more estab-
lished registry. Of the QI publications identified, all but 
three focused on dedicated QI programs implemented 
at a local centre. The remaining three studies assessed 

Table 2 Utilization of airway registry data—QI/QA studies

ANZEDAR The Australian and New Zealand Emergency Department Airway Registry, BCARE British Columbia Airway Registry for Emergencies, JEAN Japanese 
Emergency Airway Network Registry 1 and 2, KEAMR Korean Emergency Airway Management Registry, NEAR National Emergency Airway Registry

Publication 
Type

Purpose of Study Number 
of 
Studies

Registries Included

QA Description of airway management practices at a local centre and 
its comparison to larger centres

5 ANZEDAR
NEARIII
South African ED Registry
The Royal North Shore Emergency Airway Registry

Examination of success rates, stratified by operator level of experi-
ence

1 JEANI + II

Identification of drug use patterns and compliance to recom-
mended standards

1 NEARI

Characterization of emergency surgical airway cases 1 ANZEDAR

Evaluation of changing airway management trends over time 1 JEANI + II

Identification of documentation rate 1 Cleveland Clinic Emergency Airway Registry

QI Evaluation of local quality improvement initiatives 7

Education 5 The Royal North Shore Emergency Airway Registry
Cleveland Clinic Emergency Airway Registry
Continuous quality improvement database
Samsung Medical Centre Emergency Airway Program
The Alfred Airway Registry

Airway registry creation 4 Cleveland Clinic Emergency Airway Registry
King Abdulaziz University Hospital Airway Registry
Continuous quality improvement database
The Alfred Airway Registry

Procedure standardization 4 The Royal North Shore Emergency Airway Registry
Cleveland Clinic Emergency Airway Registry
Samsung Medical Centre Emergency Airway Program
The Alfred Airway Registry

Performance target implementation 3 Cleveland Clinic Emergency Airway Registry?
Samsung Medical Centre Emergency Airway Program?
The Alfred Airway Registry

Equipment/supplies pre-preparation 1 Samsung Medical Centre Emergency Airway Program

Impact determination of outbreak-response measures at a local 
centres

2 Singapore General Hospital Emergency Airway Registry
The Alfred Airway Registry

Evaluation of training programs between centres 1 KEAMR



Page 7 of 17Meulendyks et al. Scand J Trauma Resusc Emerg Med           (2023) 31:11  

the impact of procedural changes in response to disease 
outbreaks (COVID-19 and SARS [10, 38]) or conducted 
a cross-sectional evaluation of simulation-based training 
programs between centres [40]. A list of all included QA 
and QI publications is provided in Additional File 3.

The most common areas of focus amongst the 
research-based publications include 34 studies compar-
ing between laryngoscope types, 15 regarding evalua-
tions of medication choice, dosing, and outcomes, and 
12 reporting summaries of captured airway management 
statistics as seen in Table  3. Of the 105 research publi-
cations identified, 73 were retrospective analyses and 29 
were prospective observational studies. One study used 
a combination of retrospective analyses and qualitative 
surveys [41], while two abstracts did not specify their 
study methodology [34, 42]. A complete list of research 
publications included can be found in Additional file 4.

Intubation practices and adverse events of identified 
airway registries
Intubation practices of various airway registries are sum-
marized in Table  4. A complete list of all publications’ 
intubation practices and adverse events can be found in 
Additional File 5. EM physicians are reported as the most 
common intubator in 19 of 22 airway registries. Of these 
registries, 12 reported that the most common intubator 
is EM residents. One registry, the Cipto Mangunkusumo 
General Hospital Airway Registry, reported Anesthetists 
as the most common intubator.

Fourteen registries reported the most common indi-
cation for intubation as medical conditions including 
intracranial hemorrhage/stroke and airway protection. 
Only one registry reported trauma as the most common 
indication, Defense Registry for Emergency Airway Man-
agement (DREAM), a registry at Brooke Army Medical 
Centre, which is a level 1 trauma centre.

First pass success (FPS) rates were reported by 20 of 
22 airway registries identified, with the exception of 
NEARI and the Middlemore Hospital Airway Registry. 
FPS ranged from 74% in the Japanese Emergency Airway 
Network I and II (JEANI + II) and the Cleveland Clinic 
Emergency Airway Registry to 93.9% in The Royal North 
Shore Emergency Airway Registry.

Seventeen of 22 registries reported the most used 
intubation device, either the video laryngoscope (VL) or 
direct laryngoscope (DL) in all of these registries. Twelve 
of these registries reported the VL as the most used with 
rates ranging from 52% in the South African ED Registry 
to 94% in the Continuous QI Database.

Medication use for intubation and rates of rapid 
sequence intubation (RSI) varied widely across the 
identified registries. Among the 13 registries that 
reported rates of RSI, rates ranged from 9% in the Cipto 

Mangunkusumo General Hospital Airway Registry to 
85.2% in the Continuous QI Database. The most common 
induction agent was etomidate (7 of 22 registries). Keta-
mine, Propofol, Midazolam, Fentanyl, and Thiopental 
were each reported as the most common induction med-
ication in one registry. Ten registries did not report their 
most common induction agent. Paralytic agent use was 
reported in 11 of 22 registries, with five of these report-
ing Rocuronium and six reporting Succinylcholine as the 
most used paralytic.

Total rates of adverse events were reported by 17 of 
22 airway registries. These rates ranged from 6.5% in 
the Korean Emergency Airway Management Regis-
try (KEAMR) to 33% in the South African ED Registry. 
Seventeen of 22 identified registries reported the most 
common adverse events associated with intubation. The 
most common adverse events were hypoxia in eight of 17 
registries (7.5% to 16.2% of patients), hypotension in four 
of 17 registries (4.1% to 10% of patients), and esopha-
geal intubation in five of these 17 registries (2.9 to 6% of 
patients).

Definitions in identified airway registries
The identified airway registries provided various defini-
tions of an intubation attempt, FPS, and adverse events, 
including hypoxia and hypotension. Table  5 provides a 
summary of these definitions in each registry, if avail-
able. Definitions provided in each included publication 
can be found in Additional File 5. Six of 22 registries 
defined an attempt at intubation as “a single passage of 
the laryngoscope blade into the mouth” while five regis-
tries made this definition more specific defining passage 
of the laryngoscope blade or endotracheal tube past vari-
ous anatomical structures including past the lips (Royal 
North Shore), the teeth (JEANI + II and KEAMR), the 
vocal cords (Singapore General Hospital Emergency 
Airway Registry) or the alveolar ridge (NEARIII) as an 
intubation attempt. Eight registries did not define an 
intubation attempt.

FPS was most often defined as “successful placement 
of the endotracheal tube on the first laryngoscope inser-
tion” in seven of 22 registries, while three defined FPS as 
“correct placement through the vocal cords on the first 
attempt” (National Emergency Resuscitation Airway 
Audit [NERAA], NEARII, KEAMR), and two stipulated 
that placement had to be confirmed by end-tidal cap-
nography to be deemed successful (JEANI + II and Royal 
North Shore Emergency Airway Registry). Ten registries 
did not define FPS.

Thirteen of 22 registries defined specific parameters for 
hypoxia to be reported as an adverse event. Six registries 
reported hypoxia as peripheral oxygen saturation < 90%, 
six reported < 93%, and one reported < 80% within 30 min 
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Table 3 Utilization of airway registry data—Research studies

Purpose of Study Number of 
Studies

Registries Included

Evaluate the use and performance of various laryngoscopes 34 Cleveland Clinic Emergency Airway Registry
Continuous quality improvement database
KEAMR
NEARIII
Samsung Medical Centre Emergency Airway Program
Singapore General Hospital Emergency Airway Registry
The Royal North Shore Hospital Emergency Department Airway 
Registry

Evaluation of drug use and its associated outcomes 15 ANZEDAR
Continuous quality improvement database
EDIR
NEARIII
Samsung Medical Centre Emergency Airway Program
The Aberdeen Royal Infirmary Airway Registry

General description of local airway management practices and outcomes 12 ANZEDAR
Cipto Mangunkusumo General Hospital Airway Registry
DREAM
EDIR
NEARII
NEARIII
NERAA 

Description of airway management practices and outcomes for a specific patient subset 
(diagnosis)

7 JEANI + II
KEAMR
NEARII
NEARIII

Examination of multiple intubation attempts 5 ANZEDAR
Continuous quality improvement database
JEANI + II
KEAMR

Description of airway registry creation and implementation 4 ANZEDAR
BCARE
Middlemore Hospital Airway Registry

Description of local airway management practices and outcomes for a specific patient 
subset (demographics)

4 Continuous quality improvement database
EDIR
JEANI + II
KEAMR

Evaluation of pre-oxygenation use and its associated outcomes 3 ANZEDAR
Continuous quality improvement database

Evaluation of performance between operator specialty and/or level of experience 3 BCARE
EDIR
Singapore General Hospital Emergency Airway Registry

Description of airway management practices and outcomes for difficult airways 3 Chulalongkorn Airway Registry
Continuous quality improvement database
Singapore General Hospital Emergency Airway Registry

Evaluation of the incidence of adverse events 3 Continuous quality improvement database
NEARIII
Samsung Medical Centre Emergency Airway Program

Description of surgical airway cases 2 EDIR
NEARIII

Examination of intubation method used 2 JEANI + II
NEARIII

Examination of patient positioning used 2 NEARIII

Evaluation of the required incidence, use, and outcomes of rescue maneuvers 2 NEARII

Evaluation of end-tidal carbon dioxide monitoring use and its associated outcomes 1 NEARI

Evaluation of bougie use and its associated outcomes 1 NEARIII

Description of airway management cases involving telemedicine 1 NEARIII

Evaluation of implemented COVID-19 procedures 1 The Alfred Airway Registry

ANZEDAR The Australian and New Zealand Emergency Department Airway Registry, BCARE British Columbia Airway Registry for Emergencies, DREAM Defense Registry 
for Emergency Airway Management,

EDIR Emergency Department Intubation Registry, JEAN Japanese Emergency Airway Network Registry 1 and 2, KEAMR Korean Emergency Airway Management 
Registry, NEAR National Emergency Airway Registry, NERAA  National Emergency Resuscitation Airway Audit
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of intubation. NEARIII also specified that hypoxia would 
be reported as an adverse event if there was a desatura-
tion of > 10% of absolute oxygen saturation.

Seven registries provided specific parameters to define 
hypotension as an adverse event. Hypotension was 
most often defined as a systolic blood pressure (SBP) 
of < 90  mmHg in six of these seven registries, whereas 
NEARIII defined hypotension as an SBP of < 100 mmHg. 
Among the registries that did not report a specific param-
eter, hypotension was defined as requiring treatment 
with either intravenous fluids or vasopressors in five 
registries. Both the South African ED Registry and the 
Samsung Medical Centre Emergency Airway Program 
also reported hypotension as an adverse event if a 20% 
change from the patients’ baseline SBP was recorded. The 
Samsung Medical Centre Emergency Airway Program 
included a third parameter to measure hypotension as a 
mean arterial pressure of < 65 mmHg. Ten registries did 
not define hypotension.

Discussion
Of the identified registries, commonalities of reported 
information include patient demographics (most often 
age, sex, and weight), indication for intubation, method 
of intubation and adjuncts used (stylet, bougie), device 
used for each attempt, intubator level of training and 
specialty, number of attempts and the outcome of each 
attempt, presence of any difficult airway characteristics 
and predicted difficulty of intubation, induction and/or 
paralytic medications used, patients’ pre- and post-intu-
bation vital signs, and complications or adverse events. 
Other commonly reported information included patient 
positioning, intubation maneuvers or rescue techniques, 
and the use of a pre-RSI checklist. Commonly reported 
adverse events included hypoxia, hypotension, bradycar-
dia, esophageal intubation, failed airway requiring sur-
gical airway, dysrhythmia or cardiac arrest, vomiting or 
aspiration, endobronchial intubation, dental or airway 
trauma, and laryngospasm.

There is a suggestion that the context of the registry 
is also important when comparing intubation perfor-
mance. For example, the Cleveland Clinic Emergency 
Airway Registry also included pre-hospital intuba-
tions that comprised 30% of their data in one study [39]. 
Interestingly, this registry also reported the lowest FPS 
of North American airway registries, possibly due to 
the inclusion of pre-hospital intubations, which may be 
more difficult than ED intubations due to the inability to 
obtain assistance, lack of proper equipment, variability 
of intubator experience and training, and difficult intu-
bation environments [43]. Additionally, 11 of 22 identi-
fied registries include intubations performed on patients 
of all ages, which complicates comparisons of intubation 

performance between institutions because of the added 
complexity of managing paediatric airways due to their 
smaller size, and anatomical and physiological differences 
from adult airways [44–46]. These inconsistencies of 
information reported, location of intubation, and patient 
population among airway registries may limit compari-
sons of intubation practices.

Airway registries are a critical QA tool that allow some 
degree of comparison of adverse events rates and key 
performance indicators of intubation practice between 
centres, both nationally and internationally. For exam-
ple, Powell et al., 2018 utilized data from ANZEDAR as 
a benchmark to monitor intubation practices in a small, 
rural ED in New Zealand [47]. Using the data pooled 
from 43 centres in ANZEDAR, this study demonstrated 
that FPS rates and complication rates were similar in this 
rural ED to data collected from across Australia and New 
Zealand [47]. On a larger scale, Park et al., 2017 utilized 
real-time clinical data collected from airway registries 
internationally to determine an international benchmark 
for FPS of 84.1%, and provided rates of the most common 
peri-intubation adverse events [48].

Several studies identified in this review demonstrate 
that airway registry data play a crucial role in identifying 
deficiencies in ED intubation practices, developing tar-
geted solutions, and monitoring the efficacy of multi-fac-
eted QI programs to improve FPS while minimizing rates 
of peri-intubation adverse events [2, 11, 13, 39, 40, 49–
55]. For example, Hwang et al., 2018 standardized intuba-
tion practices by introducing an ED intubation protocol 
checklist that directed staff to optimize pre-oxygenation, 
utilize VL, use RSI as a standard method for intubation, 
and limit intubation attempts to two by a single provider 
or with the same device [50]. This centre also provided 
evidence-based lectures on airway management to EM 
physicians and nurses, as well as hands-on skills training 
with various airway devices in a simulated setting [50]. 
After implementation of these changes, airway registry 
data collected in the subsequent three-year study period 
demonstrated that FPS increased by 11%, and overall 
peri-intubation complication rates decreased by 8% [50]. 
Tracking the efficacy of these QI interventions using air-
way registry data is crucial as it is well-established that 
multiple intubation attempts lead to higher rates of life-
threatening peri-intubation complications, an increased 
risk of intubation failure on subsequent attempts, and 
lower probability of return of spontaneous circulation [3, 
21, 22, 56–60].

The airway registries reviewed provide insight into his-
torical practices and current trends. Airway registries 
identified in this review revealed a trend towards higher 
rates of intubations performed by RSI in America [13, 
61–63], Europe [19, 64], and Australia and New Zealand 
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[1, 47]. While rates of RSI are increasing in more recent 
publications, rates of RSI remain low in Japan [65–67] 
and Indonesia [24]. Likewise, DL has historically been the 
standard of care for performing ED intubations; however, 
trends in the identified airway registries demonstrate the 
increasing prevalence of VL as this intubation technique 
allows for higher rates of FPS with lower rates of adverse 
events [2, 8, 13, 27, 61, 68–73]. Trends in medication 
selection are also described in airway registry data, and 
this review demonstrated a trend towards increasing use 
of etomidate, despite the persistence of geographic vari-
ation in medication selection. Airway registries can be a 
valuable tool to increase awareness of how local practices 
compare to global trends in clinical care and their impact, 
such as standardizing the use of RSI for intubation, to 
provide better patient outcomes [4, 8, 52, 71, 76–78].

FPS is often used as a marker of intubation proficiency 
because multiple intubation attempts are associated with 
increased rates of adverse events [3, 21, 56–60]. Several 
studies included in our review reported the definition of 
an intubation attempt and FPS utilized at their institu-
tion; however, these definitions had some heterogeneity. 
The most recent systematic review performed to deter-
mine an international benchmark of FPS recommended 
defining FPS as “the proportion of endotracheal tubes 
placed successfully after the first attempt” and defin-
ing intubation attempt as “any single insertion of the 
laryngoscope into the mouth” [48]. This aligns with the 
most commonly reported definitions of FPS and intuba-
tion attempt identified in this review; however, there is 
still heterogeneity and a lack of transparent reporting of 
the definitions used by many airway registries identified 
which limits international comparison. To allow for the 
creation of reliable international benchmarks and equiva-
lent comparisons of airway management performance 
between centres, we recommend that these definitions 
are used at all institutions implementing an airway 
registry.

Similarly, several identified airway registries did not 
provide definitions of common adverse events such as 
hypoxia and hypotension [12, 13, 15, 23, 34, 39, 49, 55]. 
Among those that provided definitions of these adverse 
events, there was a great deal of variability. A lack of 
agreed upon definitions of peri-intubation adverse events 
may explain the variability in reported overall adverse 
event rates among studies identified in this review, rang-
ing from 6.5 to 33% [25, 79]. While there is little consen-
sus of adverse event definitions that should be used in 
ED airway registries, guidelines do exist for these defini-
tions in pre-hospital airway management [80]. Intubation 
attempts at a peripheral oxygen saturation of 93% or less 
have a much higher risk of progressing to critical oxygen 
desaturations [81]. This is in-keeping with the rationale 

that ANZEDAR provided for reporting hypoxia as an 
oxygen saturation of less than 93%, as they preferred 
this higher cut-off to provide a margin of safety before 
critical desaturation occurs [11]. Additionally, the most 
commonly used value of hypotension identified in this 
review was a SBP of less than 90 mmHg, in-keeping with 
the value recognized in some guidelines provided in pre-
hospital airway management that report hypotension as 
a SBP less than 90 mmHg or a decrease in SBP of greater 
than 10% from the patient’s baseline value [82]. Based 
on the available literature, airway registries should con-
sider reporting peri-intubation adverse events as hypoxia 
if peripheral oxygen saturation is 93% or less and hypo-
tension if SBP falls below 90 mmHg or greater than 10% 
from the patient’s baseline measurement.

Of note, few publications provided meaningful infor-
mation regarding the logistics of the airway registry use, 
sources of funding, methods of data collection or dissem-
ination of information which would be valuable for con-
sideration of how to optimally implement an ED airway 
registry.

Limitations
This study reports only published data from airway regis-
tries or registry-like reporting procedures. We suspect that 
data from smaller or non-academic institutions, or those 
who did not provide evidence of an ongoing airway regis-
try in their publication were likely not represented in this 
review which likely amounts to a degree of selection bias. 
Additionally, non-English publications were excluded from 
this review leading to an English-language bias.

Several of the identified registries include only a single 
publication or publications that are now dated. This may 
not be representative of the current state of intubation 
practices or the ongoing function of the airway registry 
within those institutions. The wide range of publication 
dates also means that data among various airway regis-
tries may no longer be representative of that airway reg-
istry. We have also included abstract only publications in 
this review to be as representative as possible of global 
airway registries; however, these publications do pro-
vide limited information when compared to full-text 
publications.

Lastly, we attempted to report the most recent and rep-
resentative trends within each included airway registry. 
Data was reported from the most recent available pub-
lication. If the most recent publication was missing any 
of this data, it was reported from the next most recent 
publication, and so on. This method often led to intuba-
tion practices being reported from a single study within 
a registry and may not be representative of the nuances 
of emergency airway management among included 
institutions.
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Conclusions
This scoping review identified 22 airway registries glob-
ally that monitor ED intubation. Airway registries appear 
to be a crucial tool to improve intubation procedures and 
patient outcomes by contributing meaningful longitudinal 
data to guide local intubation practices, ensure quality of 
care, and serve as a platform to innovate and test clinically 
relevant questions, while providing important information 
regarding current intubation procedure trends and guid-
ance for quality improvement initiatives. However, stand-
ardized definitions and transparent reporting of adverse 
events and other key performance indicators, such as FPS, 
would allow airway management performance to be com-
pared on a more equivalent basis and allow for the deter-
mination of more reliable international benchmarks. With 
some consensus among pre-hospital airway registries and 
identified ED airway registries, it would be reasonable to 
adopt reporting hypoxia as a peripheral oxygen satura-
tion of 93% or less and hypotension as SBP of less than 
90  mmHg or a decrease of greater than 10% from the 
patient’s baseline. Additionally, FPS should be defined as 
“the proportion of endotracheal tubes placed successfully 
after the first attempt” and intubation attempt as “any sin-
gle insertion of the laryngoscope into the mouth.” Given 
the importance of airway registry data, the creation and 
implementation of an airway registry should be consid-
ered by any centre looking to investigate and improve 
their emergency airway practices.

Abbreviations
ED   Emergency department
EM   Emergency medicine
QA   Quality assurance
QI   Quality improvement
PRISMA-ScR   Preferred reporting items for systematic reviews and 

meta-analysis extension for scoping reviews
ICU   Intensive care unit
BCARE   British Columbia airway registry for emergencies
ANZEDAR   Australian and New Zealand emergency department 

airway registry
NEAR   National emergency airway registry
EDIR   Emergency department intubation registry
DREAM   Defense registry for emergency airway management
FPS   First pass success
JEANI + II   Japanese emergency airway network I and II
VL   Video laryngoscope
DL   Direct laryngoscope
RSI   Rapid sequence intubation
KEAMR   Korean emergency airway management registry
NERAA    National emergency resuscitation airway audit
SBP   Systolic blood pressure

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13049- 023- 01075-z.

Additional file 1. Search Strategy.

Additional file 2. Characteristics of Identified Airway Registries.

Additional file 3. QI/QA Studies.

Additional file 4. Research Studies.

Additional file 5. Intubation Practices and Adverse Events in Identified 
Airway Registries.

Acknowledgements
We would like to acknowledge the contribution of Clinical Librarian, Maren 
Goodman, at Western University, for her guidance in developing and execut-
ing our search strategy.

Author contributions
Sarah Meulendyks, Daniel Korpal, Sameer Mal, and Jacob Pace conceived the 
study and designed the protocol. Sarah Meulendyks, Daniel Korpal, and Helen 
Jin undertook screening. Sarah Meulendyks and Helen Jin performed data 
extraction. Sarah Meulendyks drafted the manuscript. All authors contributed 
substantially to manuscript revision. All authors read and approved the final 
manuscript.

Funding
No funding to declare.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article and its supplementary information files.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing Interests
The authors declare that they have no competing interests.

Author details
1 Schulich School of Medicine and Dentistry, 1151 Richmond St, London, ON 
N6A 5C1, Canada. 2 Department of Emergency Medicine, London Health Sci-
ences Centre, 800 Commissioners Rd E, London, ON N6A 5W9, Canada. 

Received: 12 December 2022   Accepted: 28 February 2023

References
 1. Alkhouri H, Vassiliadis J, Murray M, Mackenzie J, Tzannes A, McCarthy S, 

et al. Emergency airway management in Australian and New Zealand 
emergency departments: a multicentre descriptive study of 3710 emer-
gency intubations. Emerg Med Australas. 2017;29(5):499–508.

 2. Sakles JC, Augustinovich CC, Patanwala AE, Pacheco GS, Mosier 
JM. Improvement in the safety of rapid sequence intubation in the 
emergency department with the use of an airway continuous quality 
improvement program. West J Emerg Med. 2019;20(4):610–8.

 3. Sakles JC, Chiu S, Mosier J, Walker C, Stolz U. The importance of first pass 
success when performing orotracheal intubation in the emergency 
department. Acad Emerg Med. 2013;20(1):71–8.

 4. Heffner AC, Swords D, Kline JA, Jones AE. The frequency and significance 
of postintubation hypotension during emergency airway management. J 
Crit Care. 2012;27(4):417.e9-13.

 5. Heffner AC, Swords DS, Neale MN, Jones AE. Incidence and factors associ-
ated with cardiac arrest complicating emergency airway management. 
Resuscitation. 2013;84(11):1500–4.

 6. Kim WY, Kwak MK, Ko BS, Yoon JC, Sohn CH, Lim KS, et al. Factors associ-
ated with the occurrence of cardiac arrest after emergency tracheal intu-
bation in the emergency department. PLoS ONE. 2014;9(11): e112779.

https://doi.org/10.1186/s13049-023-01075-z
https://doi.org/10.1186/s13049-023-01075-z


Page 16 of 17Meulendyks et al. Scand J Trauma Resusc Emerg Med           (2023) 31:11 

 7. Pracy JP, Brennan L, Cook TM, Hartle AJ, Marks RJ, McGrath BA, et al. 
Surgical intervention during a can’t intubate can’t oxygenate (CICO) 
event: emergency front-of-neck airway (FONA)? Clin Otolaryngol. 
2016;41(6):624–6.

 8. Sagarin MJ, Barton ED, Chng YM, Walls RM. National emergency airway 
registry investigators. Airway management by US and Canadian emer-
gency medicine residents: a multicenter analysis of more than 6,000 
endotracheal intubation attempts. Ann Emerg Med. 2005;46(4):328–36.

 9. Freeman J, Alkhouri H, Knipp R, Fogg T, Gillett M. Mapping haemody-
namic changes with rapid sequence induction agents in the emergency 
department. Emerg Med Australas. 2022;34(2):237–43.

 10. Groombridge CJ, Maini A, Olaussen A, Kim Y, Fitzgerald M, Smit DV. Unin-
tended consequences: the impact of airway management modifications 
introduced in response to COVID-19 on intubations in a tertiary centre 
emergency department. Emerg Med Australas. 2021;33(4):728–33.

 11. Fogg T, Alkhouri H, Vassiliadis J. The royal north shore hospital emergency 
department airway registry: closing the audit loop: royal north shore 
hospital airway registry. Emerg Med Australas. 2016;28(1):27–33.

 12. Sagarin MJ, Barton ED, Sakles JC, Vissers RJ, Chiang V, Walls RM. Underdos-
ing of midazolam in emergency endotracheal intubation. Acad Emerg 
Med. 2003;10(4):10.

 13. Walls RM, Brown CA, Bair AE, Pallin DJ. Emergency airway management: a 
multi-center report of 8937 emergency department intubations. J Emerg 
Med. 2011;41(4):347–54.

 14. Nikolla DA, Carlson JN, Jimenez Stuart PM, Asar I, April MD, Kaji AH, et al. 
Impact of video laryngoscope shape on first-attempt success during 
non-supine emergency department intubations. Am J Emerg Med. 
2022;57:47–53.

 15. Mendez J, Escandon M, Tapia AD, Davis WT, April MD, Maddry JK, Coupe-
rus K, Hu JS, Chin E, Schauer SG. Development of the defense registry 
for emergency airway management (DREAM). Med J (Fort Sam Houston, 
Tex.). 2021;93–97.

 16. Pacheco G, Hurst N, Patanwala A, Hypes C, Mosier J, Sakles J. First pass 
success without adverse events is reduced equally with anatomically 
difficult airways and physiologically difficult airways. West J Emerg Med. 
2021;22(2):360.

 17. Phelan MP, Glauser J, Yuen HWA, Sturges-Smith E, Schrump SE. Airway 
registry: a performance improvement surveillance project of emergency 
department airway management. Am J Med Qual. 2010;25(5):346–50.

 18. Botros C, Renschler C, Dullemond K, Yoo J, Trojanowski J. LO02: Direct 
laryngoscopy: is it becoming a lost art in resident education? CJEM. 
2020;22(S1):S7.

 19. Hale JJ, Lynch S, Ray DC, Reid LA. EDIR investigators. Adolescent tracheal 
intubation in an adult urban emergency department: a retrospective, 
observational study. Eur J Emerg Med. 2017;24(6):e6-10.

 20. Umana E, Foley J, Grossi I, Deasy C, O’Keeffe F. Irish trainee emergency 
research network (ITERN) collaborators national emergency resuscitation 
airway audit (NERAA): a pilot multicentre analysis of emergency intuba-
tions in Irish emergency departments. BMC Emerg Med. 2022;22(1):91.

 21. Kim J, Kim K, Kim T, Rhee JE, Jo YH, Lee JH, et al. The clinical significance 
of a failed initial intubation attempt during emergency department 
resuscitation of out-of-hospital cardiac arrest patients. Resuscitation. 
2014;85(5):623–7.

 22. Hasegawa K, Shigemitsu K, Hagiwara Y, Chiba T, Watase H, Brown CA, et al. 
Association between repeated intubation attempts and adverse events 
in emergency departments: an analysis of a multicenter prospective 
observational study. Ann Emerg Med. 2012;60(6):749-754.e2.

 23. Saoraya J, Vongkulbhisal K, Kijpaisalratana N, Lumlertgul S, Musikata-
vorn K, Komindr A. Difficult airway predictors were associated with 
decreased use of neuromuscular blocking agents in emergency airway 
management: a retrospective cohort study in Thailand. BMC Emerg Med. 
2021;21(1):37.

 24. Sulistio S, Habib H, Mulyana RM, Albar IA. Emergency intubation practices 
in a tertiary teaching hospital in Jakarta, Indonesia: a prospective obser-
vational study. Emerg Med Australas. 2022;34(3):347–54.

 25. Hart JC, Goldstein LN. Analysis of the airway registry from an academic 
emergency department in South Africa. S Afr Med J. 2020;110(6):484–90.

 26. Patanwala AE, McKinney CB, Erstad BL, Sakles JC. Retrospective analysis 
of etomidate versus ketamine for first-pass intubation success in an 
academic emergency department. Acad Emerg Med. 2014;21(1):87–91.

 27. Vassiliadis J, Tzannes A, Hitos K, Brimble J, Fogg T. Comparison of the 
C-MAC video laryngoscope with direct Macintosh laryngoscopy in the 
emergency department: C-MAC versus direct laryngoscopy in the ED. 
Emerg Med Australas. 2015;27(2):119–25.

 28. Girrbach FF, Hilbig F, Michael M, Bernhard M. Systematische ana-
lyse von atemwegsregistern in der notfallmedizin. Anaesthesist. 
2018;67(9):664–73.

 29. Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. 
PRISMA extension for scoping reviews (PRISMA-ScR): checklist and expla-
nation. Ann Intern Med. 2018;169(7):467–73.

 30. Microsoft C. Microsoft Excel [Internet]. 2018. Available from: https:// office. 
micro soft. com/ excel

 31. Arksey H, O’Malley L. Scoping studies: towards a methodological frame-
work. Int J Soc Res Methodol. 2005;8(1):19–32.

 32. Elassy N. The concepts of quality, quality assurance and quality enhance-
ment. Qual Assur Educ. 2015;23(3):250–61.

 33. Atkinson S, Ingham J, Cheshire M, Went S. Defining quality and quality 
improvement. Clin Med (Lond). 2010;10(6):537–9.

 34. Yoo JH, Trojanowski J, Dullemond K, Liu C, Renschler C, Griesdale D, et al. 
P164: development of the BC-airway registry for emergencies (BCARE) 
network. CJEM. 2018;20(S1):S115.

 35. Walls R, Barton E, McAfee A. 2,392 emergency department intubations: 
first report of the ongoing national emergency airway registry study 
(NEAR 97). Ann Emerg Med. 1999;34(4):S14.

 36. Brown C III, Bair A, Laurin E, Shewakramani S, Walls R. Emergency video-
assisted laryngoscopy national emergency airway registry (NEAR) V: an 
initial report of 81 intubations. Ann Emerg Med. 2007;50(3):S110.

 37. Graham CA. Rapid sequence intubation in Scottish urban emergency 
departments. Emerg Med. 2003;20(1):3–5.

 38. Wong E, Ho KK. The effect of severe acute respiratory syndrome (SARS) on 
emergency airway management. Resuscitation. 2006;70(1):26–30.

 39. Phelan MP, Glauser JM, Hustey FM, Mobolaji-Lawal M, Meldon SW. 
Relationship between documented confirmation of endotracheal tube 
position and mortality in the emergency department. Int J Respir Pulm 
Med. 2016;3(4):62.

 40. Kim H, Kim S, You JS, Choi HJ, Chung HS. The clinical effectiveness of 
simulation based airway management education using the Korean 
emergency airway registry. SV. 2017;13(1):56–60.

 41. Deiorio NM. Continuous end-tidal carbon dioxide monitoring for 
confirmation of endotracheal tube placement is neither widely avail-
able nor consistently applied by emergency physicians. Emerg Med J. 
2005;22(7):490–3.

 42. Liu C, Yoo J, Trojanowski J, Dullemond K, Renschler C, Griesdale D, et al. 
Implementation of an intubation registry within a Canadian tertiary-care 
hospital. J Investig Med. 2018;66(1):74–5.

 43. Rognås L, Hansen TM, Kirkegaard H, Tønnesen E. Refraining from pre-hos-
pital advanced airway management: a prospective observational study 
of critical decision making in an anaesthesiologist-staffed pre-hospital 
critical care service. Scand J Trauma Resusc Emerg Med. 2013;25(21):75.

 44. Shetty SR, Karuppiah N. Paediatric airway: challenges for the anaesthesi-
ologist. Airway. 2021;4(3):148.

 45. Jimenez N, Posner KL, Cheney FW, Caplan RA, Lee LA, Domino KB. An 
update on pediatric anesthesia liability: a closed claims analysis. Anesth 
Analg. 2007;104(1):147–53.

 46. Heinrich S, Birkholz T, Ihmsen H, Irouschek A, Ackermann A, Schmidt J. 
Incidence and predictors of difficult laryngoscopy in 11,219 pediatric 
anesthesia procedures. Paediatr Anaesth. 2012;22(8):729–36.

 47. Powell E, Alkhouri H, McCarthy S, Mackenzie J, Fogg T, Vassiliadis J, et al. A 
sequential case series of 23 intubations in a rural emergency department 
in New Zealand. Aust J Rural Health. 2018;26(1):48–55.

 48. Park L, Zeng I, Brainard A. Systematic review and meta-analysis of 
first-pass success rates in emergency department intubation: creat-
ing a benchmark for emergency airway care. Emerg Med Australas. 
2017;29(1):40–7.

 49. Bakhsh A, Alharbi A, Almehmadi R, Kamfar S, Aldhahri A, Aledeny A, et al. 
Improving first-pass success rates during emergency intubation at an 
academic emergency department: a quality improvement initiative. Int J 
Qual Health Care. 2021;33(3):1–7.

 50. Hwang SY, Park JH, Yoon H, Cha WC, Jo IJ, Sim MS, et al. Quality improve-
ment program outcomes for endotracheal intubation in the emergency 
department. J Patient Saf. 2018;14(4):e83–8.

https://office.microsoft.com/excel
https://office.microsoft.com/excel


Page 17 of 17Meulendyks et al. Scand J Trauma Resusc Emerg Med           (2023) 31:11  

 51. Groombridge C, Maini A, Olaussen A, Kim Y, Fitzgerald M, Mitra B, et al. 
Impact of a targeted bundle of audit with tailored education and an 
intubation checklist to improve airway management in the emer-
gency department: an integrated time series analysis. Emerg Med J. 
2020;37(9):576–80.

 52. Brown CA, Bair AE, Pallin DJ, Walls RM. Techniques, success, and adverse 
events of emergency department adult intubations. Ann Emerg Med. 
2015;65(4):363–70.

 53. Goto Y, Goto T, Hagiwara Y, Tsugawa Y, Watase H, Okamoto H, et al. 
Techniques and outcomes of emergency airway management in 
Japan: an analysis of two multicentre prospective observational studies, 
2010–2016. Resuscitation. 2017;114:14–20.

 54. Cho J, Cho YS, You JS, Lee HS, Kim H, Chung HS, et al. Current status of 
emergency airway management for elderly patients in Korea: multicentre 
study using the Korean emergency airway management registry. Emerg 
Med Australas. 2013;25(5):439–44.

 55. Weng WP, Zakaria NDB, Gek Ching S, Wong E. Does video laryngoscopy or 
direct laryngoscopy affect first-pass success rates for intubation among 
attending and non-attending emergency physicians in the emergency 
department? Hong Kong J Emerg Med. 2021;28(5):285–90.

 56. Hwang SY, Lee SU, Lee TR, Yoon H, Park JH, Cha WC, et al. Usefulness 
of C-MAC video laryngoscope in direct laryngoscopy training in the 
emergency department: a propensity score matching analysis. PLoS ONE. 
2018;13(12): e0208077.

 57. Arnold I, Alkhouri H, Badge H, Fogg T, McCarthy S, Vassiliadis J. Current 
airway management practices after a failed intubation attempt in Aus-
tralian and New Zealand emergency departments. Emerg Med Australas. 
2021;33(5):808–16.

 58. Bodily JB, Webb HR, Weiss SJ, Braude DA. Incidence and duration of con-
tinuously measured oxygen desaturation during emergency department 
intubation. Ann Emerg Med. 2016;67(3):389–95.

 59. Goto T, Goto Y, Hagiwara Y, Okamoto H, Watase H, Hasegawa K. Advanc-
ing emergency airway management practice and research. Acute Med 
Surg. 2019;6(4):336–51.

 60. Goto T, Gibo K, Hagiwara Y, Morita H, Brown DFM, Brown CA, et al. Mul-
tiple failed intubation attempts are associated with decreased success 
rates on the first rescue intubation in the emergency department: a 
retrospective analysis of multicentre observational data. Scand J Trauma 
Resusc Emerg Med. 2015;23:5.

 61. Trent SA, Kaji AH, Carlson JN, McCormick T, Haukoos JS, Brown CA, et al. 
Video laryngoscopy is associated with first-pass success in emergency 
department intubations for trauma patients: a propensity score matched 
analysis of the national emergency airway registry. Ann Emerg Med. 
2021;78(6):708–19.

 62. Sakles J, Mosier J, Patanwala A, Dicken J. Learning curves for direct 
laryngoscopy and GlideScope® video laryngoscopy in an emergency 
medicine residency. West J Emerg Med. 2014;15(7):930–7.

 63. Mosier J, Chiu S, Patanwala AE, Sakles JC. A comparison of the 
GlideScope video laryngoscope to the C-MAC video laryngoscope 
for intubation in the emergency department. Ann Emerg Med. 
2013;61(4):414–20.

 64. Stevenson AGM, Graham CA, Hall R, Korsah P, McGuffie AC. Tracheal 
intubation in the emergency department: the Scottish district hospital 
perspective. Emerg Med J. 2007;24(6):394–7.

 65. Nakao S, Kimura A, Hagiwara Y, Hasegawa K. On behalf of the Japanese 
emergency medicine network investigators. Trauma airway manage-
ment in emergency departments: a multicentre, prospective, observa-
tional study in Japan. BMJ Open. 2015;5(2):e006623.

 66. Goto T, Watase H, Morita H, Nagai H, Brown CA, Brown DFM, et al. 
Repeated attempts at tracheal intubation by a single intubator associ-
ated with decreased success rates in emergency departments: an 
analysis of a multicentre prospective observational study. Emerg Med 
J. 2015;32(10):781–6.

 67. Goto Y, Watase H, Brown CA, Tsuboi S, Kondo T, Brown DFM, et al. Emer-
gency airway management by resident physicians in Japan: an analysis 
of multicentre prospective observational study: emergency airway 
management by residents. Acute Med Surg. 2014;1(4):214–21.

 68. Sakles JC, Mosier J, Chiu S, Cosentino M, Kalin L. A comparison of the 
C-MAC video laryngoscope to the Macintosh direct laryngoscope 
for intubation in the emergency department. Ann Emerg Med. 
2012;60(6):739–48.

 69. Sakles JC, Javedani PP, Chase E, Garst-Orozco J, Guillen-Rodriguez JM, 
Stolz U. The use of a video laryngoscope by emergency medicine 
residents is associated with a reduction in esophageal intubations in 
the emergency department. Acad Emerg Med. 2015;22(6):700–7.

 70. Sakles JC, Mosier JM, Patanwala AE, Dicken JM, Kalin L. The C-MAC® 
video laryngoscope is superior to the direct laryngoscope for the res-
cue of failed first-attempt intubations in the emergency department. J 
Emerg Med. 2015;48(3):280–6.

 71. Tayal VS, Riggs RW, Marx JA, Tomaszewski CA, Schneider RE. Rapid-
sequence intubation at an emergency medicine residency: success 
rate and adverse events during a two-year period. Acad Emerg Med. 
1999;6(1):31–7.

 72. Brown CA, Kaji AH, Fantegrossi A, Carlson JN, April MD, Kilgo RW, 
et al. Video laryngoscopy compared to augmented direct laryn-
goscopy in adult emergency department tracheal intubations: a 
national emergency airway registry (NEAR) study. Acad Emerg Med. 
2020;27(2):100–8.

 73. Lee JK, Kang H, Choi HJ. Changes in the first-pass success rate with the 
GlideScope video laryngoscope and direct laryngoscope: a ten-year 
observational study in two academic emergency departments. Clin Exp 
Emerg Med. 2016;3(4):213–8.

 74. April MD, Arana A, Schauer SG, Davis WT, Oliver JJ, Fantegrossi A, et al. 
Ketamine versus etomidate and peri-intubation hypotension: a national 
emergency airway registry study. Acad Emerg Med. 2020;27(11):1106–15.

 75. Mohr NM, Pape SG, Runde D, Kaji AH, Walls RM, Brown CA. Etomidate 
use is associated with less hypotension than ketamine for emergency 
department sepsis intubations: a near cohort study. Acad Emerg Med. 
2020;27(11):1140–9.

 76. Kim JH, Kim YM, Choi HJ, Je SM, Kim E. Factors associated with success-
ful second and third intubation attempts in the ED. Am J Emerg Med. 
2013;31(9):1376–81.

 77. Okubo M, Gibo K, Hagiwara Y, Nakayama Y, Hasegawa K. The effectiveness 
of rapid sequence intubation (RSI) versus non-RSI in emergency depart-
ment: an analysis of multicenter prospective observational study. Int J 
Emerg Med. 2017;10(1):1.

 78. Simpson J, Munro PT, Graham CA. Rapid sequence intubation in the 
emergency department: 5 year trends. Emerg Med J. 2006;23(1):54–6.

 79. Cho YS, Cho J, Chung HS. Assessment of emergency airway management 
techniques in Korea using an online registration system: a multicenter 
study. J Emerg Med. 2015;48(1):1–9.

 80. Sollid SJ, Lockey D, Lossius H. Pre-hospital advanced airway management 
expert group. A consensus-based template for uniform reporting of data 
from pre-hospital advanced airway management. Scand J Trauma Resusc 
Emerg Med. 2009;17(1):58.

 81. Davis DP, Hwang JQ, Dunford JV. Rate of decline in oxygen saturation at 
various pulse oximetry values with prehospital rapid sequence intuba-
tion. Prehosp Emerg Care. 2008;12(1):46–51.

 82. Sunde GA, Kottmann A, Heltne JK, Sandberg M, Gellerfors M, Krüger A, 
et al. Standardised data reporting from pre-hospital advanced airway 
management – a nominal group technique update of the Utstein-style 
airway template. Scand J Trauma Resusc Emerg Med. 2018;26(1):46.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Airway registries in primarily adult, emergent endotracheal intubation: a scoping review
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Eligibility criteria
	Information sources and search
	Study selection
	Data charting
	Synthesis of results

	Results
	Characteristics of identified airway registries
	Types of publications and utilization of airway registry data
	Intubation practices and adverse events of identified airway registries
	Definitions in identified airway registries

	Discussion
	Limitations

	Conclusions
	Anchor 22
	Acknowledgements
	References


