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Abstract
Background: Rapid Sequence Intubation (RSI) is a crucial technique for securing the
airway in emergencies. A comprehensive understanding of healthcare professionals’
practices and preferences is essential for enhancing patient outcomes. Methods: We
conducted a crosssectional, internet-based survey targeting physicians in acute care
settings in the Kingdom of Saudi Arabia. This study included emergency and critical
care medicine staff members who examined their practices, preferences and perceptions
related to RSI. Participants provided information on their preferred induction agents,
methods for confirming intubation, post-intubation care, and other aspects pertinent
to RSI. Results: The survey received responses from 491 physicians across various
institutional settings in Saudi Arabia. Eighty-one percent of participants reported
adherence to the conventional RSI approach, while 73.8% correctly identified its purpose
in emergency scenarios. Sixty-one percent of respondents defined an “attempt” at RSI as
the insertion of the laryngoscope blade into the oropharynx, regardless of endotracheal
tube (ET) placement. Propofol was the preferred induction agent for hemodynamically
stable patients (38.9%), followed by etomidate (32.2%). Only 19.5% utilized the head-
up position during RSI. Apneic oxygenation was practiced by 66.4% of the physicians,
with the remainder either unaware of or skeptical about this technique. The most
commonly used method for confirming ET tube placement was direct visualization of
the tube passing through the vocal cords; however, only 36.2% of physicians employed
waveform capnography. Conclusions: This study offers important insights into the
current RSI practices and preferences among healthcare professionals. While some
practices are consistent with evidence-based guidelines, others do not, emphasizing
the need for continued education and updated guidelines. Further research is needed
to bridge knowledge gaps and refine RSI practices, thereby improving outcomes in
emergency airway management.
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1. Introduction

Rapid Sequence Intubation (RSI) is a fundamental procedure in
emergency medicine, anesthesia, and critical care, essential for
safely securing the airway. This approach reduces the risk of
gastric content aspiration while ensuring adequate oxygenation
and ventilation in patients requiring urgent intervention [1].
RSI was first introduced in 1970 by Stept and Safar, primarily
to mitigate aspiration risks [2].
Proper execution of RSI, ensuring first-pass success, is

crucial in minimizing potentially fatal complications [3].
The classical RSI method introduced by Stept and Safar

includes: pre-oxygenating the lungs with 100% oxygen, induc-
ing unconsciousness, applying cricoid pressure, administering

a paralytic agent, observing a period of apnea without posi-
tive pressure ventilation, and performing tracheal intubation
with confirmation of placement [1]. Parts of this traditional
sequence have remained the same while others have evolved
as a result of the ongoing emergence of new literature [1, 4]
as well as varying approaches influenced by different clinical
environments, institutional protocols, clinician experience, pa-
tient demographics, and resource availability [1, 4, 5]. The
innovations in medications, equipment and techniques may
have also contributed to deviations from the traditional RSI
protocol. The goal, however, remains to minimize the duration
between the loss of airway reflexes and tracheal intubation,
aiming to reduce pulmonary aspiration in patients needing
emergent airway management [6].
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Airwaymanagement outside of the operating room is associ-
ated with a higher incidence of complications, including severe
hypoxia, aspiration, hemodynamic instability, esophageal in-
tubation, and cardiac arrest [7]. Every aspect of the traditional
RSI is currently under scrutiny, with ongoing debates regard-
ing medication choices, patient positioning, pre-oxygenation
techniques, the use of positive pressure ventilation during the
apneic phase, and the efficacy of cricoid pressure [4].
This survey aimed to determine the current practices and

adherence of acute care physicians and trainees to established
RSI protocols. The primary objectivewas to assess compliance
with the conventional RSI methodology.

2. Materials and methods

Data were collected via a cross-sectional, internet-based ques-
tionnaire (multiple-choice options) distributed to physicians in
acute care settings. The questionnaire was developed by study
investigators and reviewed for content accuracy by two faculty
members specializing in emergencymedicine and airwayman-
agement. It underwent face validity testing with experienced
staff in emergency and critical care medicine, their feedback
was incorporated into the final version by the principal author.
Additionally, the finalized questionnaire was reviewed by two
senior physicians—one in emergency medicine and one in
critical care medicine, each with over 20 years of clinical
experience. These senior physicians did not participate in
the study. The questions focused on the sequential practice
of traditional RSI and were divided into two sections: (1)
Personal clinical practice of participants, and (2) Departmental
recommendations concerning RSI. The final questionnaire in-
cluded 32 questions (see Supplementary material). Consent
was obtained from all participants at the start of the survey, and
no personally identifiable information was collected, ensuring
anonymity. The survey was sent to all trainees and physician
members of the Saudi Society of Emergency Medicine and
the Saudi Society of Critical Care Medicine. We included
trainees and physicians practicing in emergency medicine and
critical caremedicine departments who primarilymanage adult
patients. We excluded participants performing elective intu-
bations in the operating room and participants whose primary
population are pediatric patients.
While the literature does not provide a cut-off for number

of intubations to determine experience, we used less than
50, between 50 and 100, and more than 100 intubations for
low, medium and highly experienced intubators. We used
Lee et al.’s [8] publication as a guide which concluded that a
minimum number of 119 intubations are required for a first-
pass success rate of 85% or higher. Microsoft Excel was
used for data collection, entry, cleaning and coding. Data
analysis was conducted using SPSS version 28 (IBM Cor-
poration, Armonk, NY, USA). Frequencies and percentages
were calculated to describe all categorical variables, which are
presented in tables.

3. Results

We received 491 completed surveys out of 780 distributed,
yielding a response rate of 62.9%. Most participants special-

ized in EmergencyMedicine (75.2%). Among the professional
roles, residents comprised the largest group (52.3%). A small
percentage of participants (7.4%) worked in private hospitals
with the rest working in academic institutions or government
hospitals (the remaining 92.6%). An analysis of procedural
experience, based on the number of intubations performed,
showed varied expertise levels (Table 1).

TABLE 1. Participant characteristics.
Characteristic Number of participants
Total (n = 491)
Male 274 (55.8%)
Female 217 (44.2%)
Age in years (median (IQR)) 34 (27–54)
Specialty

Critical care medicine 122 (24.8%)
Emergency medicine 369 (75.2%)

Position
Resident 256 (52.3%)
Midlevel (registrar) 96 (19.5%)
Attending (consultant) 139 (28.2%)

Hospital type
Academic 228 (46.3%)
Government 227 (46.3%)
Private 36 (7.4%)

Number of procedures
Less than 50 223 (45.6%)
50 to 100 106 (21.5%)
More than 100 162 (32.9%)

IQR: interquartile range.

Self-reported adherence to conventional RSI (primary out-
come) was 81.9%. Sixty-one percent of respondents define
an “attempt” as inserting the endotracheal tube (ETT) past the
vocal cords. Almost half of the participants (46.3%) reported
routinely using pre-treatment agents for RSI, while 53.7%
did not. Regarding patient positioning, 73.2% preferred the
supine position, with the head in the sniffing position for RSI.
The most critical objective of RSI, according to 69.2% of
participants, was successful endotracheal intubation on the first
attempt. Apneic oxygenation was routinely used by 66.4% of
participants, with 12.8% doubting its effectiveness and 20.8%
unfamiliar with the concept (Table 2).
In hemodynamically stable patients, propofol was the most

favored induction agent (38.9%), followed closely by Eto-
midate (32.2%). In contrast, for hemodynamically unstable
patients, Etomidate emerged as the top choice at 42.3%, closely
followed by Ketamine at 41.6%. Regarding neuromuscular
blocking agents, Succinylcholine was favored by 51.7% of
participants, while Rocuronium was preferred by 41.6%.
Regarding device selection, video laryngoscopy

(Glidescope®) was the most favored device (42.3%),
followed by direct laryngoscopy (Macintosh) at 29.5%.
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TABLE 2. Participant’s personal opinion in rapid sequence intubation (RSI).
Item (n = 491)
Adherence to conventional RSI

The administration of an induction agent only before tracheal intubation 64 (13.0%)
The administration of both induction agent and neuromuscular blocking agent before tracheal
intubation

398 (81.9%)

I don’t know 29 (6.0%)
What is the purpose of rapid sequence intubation (in emergency settings) as opposed to traditional sequence intubation
(in the operating room)?

Minimize the risk of pulmonary aspiration 363 (73.8%)
They both have the same purpose 96 (19.5%)
I don’t know 32 (6.7%)

How do you define an “attempt” at intubation?
Insertion of the laryngoscope blade into the oropharynx regardless of whether an endotracheal tube
was inserted

303 (61.7%)

Insertion of an endotracheal tube passed the vocal cords 149 (30.2%)
I don’t know 39 (8.1%)

Do you routinely use pre-treatment agents for rapid sequence intubation?
Yes 228 (46.3%)
No 263 (53.7%)

Which of the following patient positions is ideal for rapid sequence intubation?
Trendelenberg position (head down at 15–30 degrees) 36 (7.4%)
Reverse-Trendelenberg position (head up at 15–30 degrees) 95 (19.5%)
Supine while head at sniffing position 360 (73.2%)

What is the most important objective of rapid sequence intubation?
Successful endotracheal intubation on the first attempt 340 (69.2%)
Successful endotracheal intubation on the second attempt 11 (2.1%)
Good Cormack-Lehane grade view 50 (10.3%)
Minimizing hypotension 36 (7.5%)
I don’t know 54 (11.0%)

Do you incorporate apneic oxygenation in rapid sequence intubation?
I do not believe in apneic oxygenation 63 (12.8%)
I do not know what apneic oxygenation is 102 (20.8%)
I use nasal prongs at 15 L/min during the apneic phase 326 (66.4%)

Pre-oxygenation methods varied, with 59.0% preferring non-
rebreather masks combined with positive pressure ventilation
via a bagvalve mask during the apneic period, and 40.9%
opting for non-rebreather masks alone. Most participants
(81.9%) reported using a stylet for endotracheal intubation
during RSI. Confirmation of endotracheal tube placement
primarily relied on visualizing the tube passing through the
vocal cords (43.0%), followed by capnography (36.2%). After
intubation, head of bed elevation was the preferred patient
position (59.7%). For post-intubation analgesia and sedation,
Fentanyl was preferred by 64.1% of respondents, followed by
Propofol at 15.4%, Midazolam at 14.8%, and a group where
sedation was not routinely used at 6.0% (Table 3).

When asked about first-pass success rates for RSI, 42.3%

of respondents confirmed that their departments track these
rates. While 57.7% indicated that their departments do not
monitor firstpass success. Regarding institutional practices in
RSI, 30.9% reported that their department has a protocol or
guideline for RSI. In contrast, the majority (69.1%) stated that
their department lacks such protocols or guidelines. This high-
lights the variation and evolving practices of RSI (Table 4).

4. Discussion

Our survey aimed to assess practices and institutional prefer-
ences among emergency and critical care physicians in Saudi
Arabia. While indications for RSI have remained consistent,
the practice has evolved over the years due to limited evidence
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TABLE 3. Participant’s practice in rapid sequence intubation (RSI).
Item (n = 491)
Which of the following induction agents do you prefer in hemodynamically stable patients?

Propofol 190 (38.9%)
Etomidate 159 (32.2%)
Ketamine 80 (16.1%)
Midazolam 62 (12.8%)

Which of the following induction agents do you prefer in hemodynamically unstable patients?
Propofol 39 (8.1%)
Etomidate 208 (42.3%)
Ketamine 205 (41.6%)
Midazolam 39 (8.1%)

Which neuromuscular blocking agent do you prefer?
Succinylcholine 254 (51.7%)
Rocuronium 205 (41.6%)
Other 32 (6.7%)

Which of the following is your preferred device for endotracheal intubation?
Direct laryngoscopy (Macintosh) 145 (29.5%)
Direct laryngoscopy (Miller) 80 (16.1%)
Video laryngoscopy (Glidescope®) 207 (42.3%)
Video laryngoscopy (C-MAC®) 59 (12.1%)

What is the most important objective of rapid sequence intubation?
Successful endotracheal intubation on the first attempt 340 (69.2%)
Successful endotracheal intubation on the second attempt 11 (2.1%)
Good Cormack-Lehane grade view 50 (10.3%)
Minimizing hypotension 36 (7.5%)
I don’t know 54 (11.0%)

Do you incorporate apneic oxygenation in rapid sequence intubation?
I do not believe in apneic oxygenation 63 (12.8%)
I do not know what apneic oxygenation is 102 (20.8%)
I use nasal prongs at 15 L/min during the apneic phase 326 (66.4%)

Which of the following methods do you prefer routinely for pre-oxygenation in patients without hypoxia?
Non-rebreather oxygen mask alone 201 (40.9%)
Non-rebreather mask oxygen and positive pressure ventilation via bag-valve-mask ventilation during
the apneic period

290 (59.0%)

Do you use a stylet for endotracheal intubation during rapid sequence intubation?
Yes 403 (81.9%)
No 88 (18.1%)

How do you confirm endotracheal tube placement?
Visualizing the endotracheal tube passing through vocal cords 212 (43.0%)
Using capnometry 66 (13.4%)
Using capnography 177 (36.2%)
I don’t know 36 (7.4%)
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TABLE 3. Continued.
Item (n = 491)
What is the ideal position for your patient after endotracheal intubation?

Supine 195 (39.6%)
Head of the bed elevation 293 (59.7%)
Head of bed depression 3 (0.7%)

Which of the following agents do you prefer for post-intubation analgesia/sedation?
Fentanyl 315 (64.1%)
Propofol 75 (15.4%)
Midazolam 72 (14.8%)
Not routinely indicated 29 (6.0%)

TABLE 4. Participant’s institutional practice.
Item (n = 491)
Does your department carry a protocol or guideline for rapid sequence intubation?

Yes 151 (30.9%)
No 340 (69.1%)

Does your department monitor rates of first-pass success for rapid sequence intubation?
Yes 207 (42.3%)
No 284 (57.7%)

supporting traditional methods and new literature challenging
the conventional approach. The absence of updated, unified
guidelines has led to variations in RSI practices among physi-
cians, likely influenced by differences in settings and their
training backgrounds.
Our results indicate that self-reported adherence to conven-

tional RSI practices was 81.9%. This aligns with established
medical protocols and guidelines emphasizing the rapid admin-
istration ofmedications to facilitate secure airwaymanagement
in emergency settings [9, 10]. However, the remaining 13.0%,
do not follow conventional RSI practice. This variation could
be due to differences in training backgrounds, institutional pro-
tocols, or individual interpretations of RSI components. Pre-
vious studies have indicated that conventional rapid sequence
intubation techniques are associated with higher success rates
and fewer complications [11–14]. For example, a prospective
observational study by Walls et al. [13] demonstrated that
the success rate of RSI on the first attempt, utilizing both an
induction and paralytic agent, was significantly higher com-
pared to induction-only intubations (82% vs. 76%). These
findings align with recognized medical standards. Numerous
studies and guidelines support the combined use of induction
and neuromuscular blocking agents as fundamental to RSI,
enabling rapid and effective airway control while minimizing
risks such as aspiration or laryngospasm [1, 15]. The addition
of a paralytic agent promotes muscle relaxation, facilitating
smoother endotracheal tube insertion and preventing gastric
muscle contractions, thereby reducing the likelihood of aspi-
ration [16].
Moreover, patients who are not paralyzed may retain muscle

tone and protective airway reflexes, which increases the risk
of unsuccessful laryngoscopy, as well as the potential for
vomiting and aspiration [17, 18]. Achieving the full effect
of the paralytic agent typically requires approximately 35–
100 seconds [19]. A 1997 study comparing complication
rates in RSI with and without paralytics found a 50% higher
complication rate in the non-paralyzed group [14].
While most participants endorsing this definition demon-

strate widespread adherence to best practices in emergency
airway management. It is important to note that 6.0% of
participants expressed uncertainty about the definition of RSI,
suggesting a potential gap in knowledge or understanding
among some healthcare providers. This highlights the need
for ongoing education and training to ensure consistent and
proficient implementation of RSI protocols.
The study’s findings on the purpose of RSI show a predomi-

nant understanding among participants that RSI is essential for
quickly securing the airway in emergencies and minimizing
the risk of pulmonary aspiration, especially in cases involving
a full stomach. This aligns with established medical practice,
which emphasizes the importance of rapid airway control to
prevent aspiration related complications. Unlike routine in-
tubation, RSI is reserved for emergencies to rapidly control
the airway and reduce the risk of pulmonary aspiration when
the stomach is full [20]. However, it is noteworthy that about
20% of survey participants believe that RSI and normal intuba-
tion serve the same purpose, a perspective that diverges from
conventional understanding. This discrepancy highlights a
potential gap in knowledge or interpretation among healthcare
providers.
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The study’s results regarding medication choices in RSI
reflect the evolving landscape of drug selection in airway
management, reflecting a shift from traditional practices to
more nuanced decision-making guided by contemporary lit-
erature. Historically, the limited availability of induction
agents confined RSI to a narrow selection, often comprising
thiopentone and succinylcholine, because of the limited selec-
tion of induction agents [21, 22]. However, the emergence of
diverse induction agents has introduced variability in RSI prac-
tices, with drug choices largely based on physician discretion.
This underscores the importance of evidence-based decision-
making, highlighting the need for clinicians to stay current
with the literature to inform their choices. Recent literature
has advocated for the use of pre-induction agents, such as low-
dose induction agents or opioids, to mitigate agitation and,
importantly, ensure optimal pre-induction preparation, such as
adequately oxygenating and positioning the patient. Although
their inclusion in anesthesia guidelines [1, 23], the survey
findings indicate that a significant proportion of physicians
do not adopt this practice, indicating a potential gap between
evidence and clinical implementation.
The categorization of patients into hemodynamically stable

and unstable groups has traditionally influenced medication
selection in RSI. While etomidate has historically been pre-
ferred for unstable patients due to its hemodynamic stability,
recent studies suggest comparable efficacy between etomi-
date and propofol, with etomidate providing slightly superior
hemodynamic control [22]. Moreover, the growing prefer-
ence for ketamine in critically ill or unstable patients, due
to its favorable cardiovascular profile and lack of adrenal
suppression, indicates a shift in practice toward safer and more
versatile induction agents [10, 24]. A 2019 study demonstrated
that etomidate effectively demonstrated greater hemodynamic
stability during induction and endotracheal intubation [25].
These findings align with our survey results, which show that
most physicians choose etomidate and propofol for stable pa-
tients, while generally avoiding propofol for hemodynamically
unstable patients.
Regarding neuromuscular blockade, succinylcholine is

well-known for its rapid onset and short duration, despite
concerns regarding prolonged paralysis and potential
complications, especially in high-risk patients [26]. A
recent meta-analysis and systemic review comparing the
superiority of one neuromuscular blocking agent over
the other reported a slightly higher first-pass success rate
with succinylcholine [27]. Our study’s findings indicate a
preference for succinylcholine among physicians, consistent
with its longstanding inclusion in RSI protocols. However,
the increasing recognition of rocuronium as an alternative,
supported by the availability of reversal agents and its
perceived safety profile, suggests a potential shift in practice
preferences.
The ideal patient positioning and pre-oxygenation methods

for RSI are subjects of ongoing debate, with traditional prac-
tices evolving based on contemporary evidence. Historically,
concerns about positive pressure ventilation during RSI have
led to avoiding oxygenation during the apneic period, based on
the belief that it could cause gastric insufflation and increase
the risk of regurgitation [1]. However, this approach has

been associated with hypoxia and apneic desaturation, espe-
cially in critically ill patients with reduced respiratory reserves,
such as obese and pregnant individuals [1]. Traditional pre-
oxygenation techniques involve administering 100% oxygen
via a tight-fittingmask for 3–5minutes tomaximize respiratory
reserve [28]. Recent studies, however, indicate that applying
Positive End-Expiratory Pressure or Continuous Positive Air-
way Pressure may offer superior benefits in terms of delaying
desaturation and reducing atelectasis risk, particularly in obese
surgical patients [29, 30]. While implementing non-invasive
ventilation strategies can be challenging in emergency settings,
theymerit consideration for patients already using such devices
who need RSI [31].
Recent evidence supports the use of apneic oxygenation to

prevent hypoxia, improve first-pass success rates, and reduce
hypoxemia. A recent article on RSI guidelines for the critically
ill advocated for the use of non-invasive positive pressure
ventilation in patients with low oxygen saturation and high
flow nasal cannula in patients anticipated to have difficult
laryngoscopy [32].
Alternatively, bag mask ventilation (BMV) with controlled

pressures below 25 mmHg during the apneic period is safe and
effective, addressing prior concerns about the risk of regurgi-
tation [33]. However, the superiority of apneic oxygenation
methods remain inconclusive.
This underscores the evolving nature of RSI protocols and

the importance of incorporating emerging evidence into clini-
cal practice to optimize patient outcomes. The findings em-
phasize the need for ongoing education and review of RSI
protocols to ensure they align with the latest evidence-based
guidelines and protocols.
Regarding the ideal patient position post-intubation, our

study’s findings are consistent with the literature, with a major-
ity of physicians (73%) preferring the supine sniffing position
to others. This preference highlights the practical challenges
and the lack of definitive evidence supporting alternative po-
sitions, such as the ramped-up or reverse Trendelenburg posi-
tions. While these positions have been theorized to offer ben-
efits in terms of improved oxygenation and reduced aspiration
risk, further research is needed to establish their efficacy in
clinical practice.
Cricoid pressure, historically advocated by Sellick to pre-

vent passive regurgitation during RSI, is perhaps the most
controversial element of RSI. A 2022 systematic review evalu-
ating efficacy and potential adverse effects shows insufficient
evidence to support the benefits of cricoid pressure on first-
pass success or reduction in regurgitation and aspiration [34].
There are several challenges associated with performing

cricoid pressure, such as difficult laryngoscopy and prolonged
intubation, as well as the need to train staff on proper tech-
niques and force application. Nevertheless, in the absence of
definitive evidence against its use and considering its potential
to prevent regurgitation, some experts still recommend it [32].
The survey did not include physician’s preferences regard-

ing cricoid pressure, due to the controversial evidence, how-
ever, findings regarding participants’ preferences for induction
agents, neuromuscular blocking agents, and pre-oxygenation
methods provide insight into how clinicians navigate the use
of cricoid pressure in this context.
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Confirming the placement of the endotracheal tube (ETT)
is crucial in RSI to prevent catastrophic complications such
as esophageal intubation. Direct visualization of the tube
passing through the vocal cords, whether by direct or video
laryngoscopy, is considered the primary method of confir-
mation, as highlighted in the literature [35]. However, in
emergencies where direct visualization may be challenging,
relying solely on this method can be risky. This highlights the
importance of incorporating additional confirmatory tools such
as quantitative waveform capnography.
While capnography continues to be the gold standard for

confirming ETT placement to date [36]. Recent studies have
introduced ultrasound as a promising option, especially in
scenarios where end-tidal CO2 monitoring may be unreliable,
such as in patients with cardiac arrest [37]. A 2022 meta-
analysis demonstrated high sensitivity and specificity for con-
firming ETT placement in situations where capnography is
unavailable or unreliable [38]. Despite these developments,
our study shows a divide in preferences between capnography
and direct visualization, highlighting the need for further re-
search into the optimal combination of confirmatory methods
to ensure patient safety.
Regarding the use of stylets in RSI, the main goal is to

achieve first-pass success to minimize the risk of adverse
events associated with multiple intubation attempts [39]. Re-
search has demonstrated a substantial rise in adverse events
between unsuccessful first attempts and subsequent intubation
attempts [3]. Recent evidence from a randomized clinical trial
in 2022 indicates that stylets may be preferred over bougies for
ease of intubation in RSI, although care must be taken during
their insertion and removal to prevent postoperative sore throat
[40]. However, conflicting evidence exists, with some studies
favoring the use of bougies, highlighting the continuing debate
in this area. Additionally, emerging research has reported
favorable outcomes with lighted stylets, further adding to the
complexity of the decision-making process.
Despite providing valuable insights into the practices and

preferences surrounding RSI, this study has several limitations.
Firstly, the data was collected from physicians and not dis-
tributed to nurses or emergency medical services personnel.
The collected data is based on self-reported responses from
participants, which may introduce recall bias or inaccuracies.
Additionally, the survey format may limit the depth of under-
standing regarding the rationale behind certain choices, such as
medication preferences or procedural techniques. Moreover,
the study’s sample size and participant demographics might
not fully reflect the diversity of clinical settings or geographic
regions, which may limit the generalizability of the findings.
Furthermore, the survey’s design may not capture evolving
practices or recent advancements in RSI techniques and guide-
lines, as the field continues to evolve. Lastly, as with any
survey-based study, respondent bias may be present, where
participants may provide responses they perceive as socially
desirable rather than reflecting their actual practices or beliefs.
These limitations should be considered when interpreting the
results and highlight the need for further research to address
these gaps in understanding.

5. Conclusions

In conclusion, this study offers valuable insights into the prac-
tices, preferences and perceptions surrounding RSI among
healthcare professionals. Our findings reveal a variety of
approaches in RSI, which reflect the complexity and variety
of clinical scenarios faced in emergency airway management.
Participants’ preferences for induction agents, neuromuscular
blocking agents, confirmation techniques, and post-intubation
care highlight the detailed decision-making process involved
in RSI. While some practices align with established guidelines
and literature, such as the use of capnography for endotracheal
tube confirmation, others differ, highlighting the need for
further research and standardization in specific areas. Addi-
tionally, our study identifies areas where current practices may
differ from evolving evidence, emphasizing the importance of
continuous education and regular guideline updates.

ABBREVIATIONS

RSI, Rapid Sequence Intubation; ET, endotracheal; BMV, bag-
mask ventilation; ETT, endotracheal tube; IQR, interquartile
range.
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