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From routine to rational: making airway decisions 
during cardiac arrest auditable, adaptive, and 
globally implementable
Mulavagili Vijayasimhaa,* , Mulavagili Srikanthb

To the editor,
We read with interest Utami and Semedi’s Perspective/

Viewpoint on whether intubation during cardiac arrest should 
be “routine” or “rational,” published in Emergency and Critical 
Care Medicine (ECCM)[1] The question is timely, but the field 
risks repeating an unproductive binary—endotracheal intubation 
(ETI) versus supraglottic airway (SGA)—when the more decisive 
determinant of patient benefit is often the quality and context of 
airway delivery: competence, compression interruption, ventila-
tion control, and physiologic monitoring.

Multiple contemporary datasets suggest that average 
effects of advanced airway choices are modest, while context 
effects—system capability, training intensity, and interruption 
discipline—are large.[2, 3] If a registry labels both scenarios as 
“ETI,” it may be pooling fundamentally different exposures: 
(1) a high-skill, time-bounded ETI performed without mean-
ingful deterioration in chest-compression fraction and followed 
by controlled ventilation, versus (2) prolonged multi-attempt 
laryngoscopy with excessive pauses and unrecognized hyper-
ventilation. These are not ethically or biologically equivalent 
interventions; they should not be interpreted as such in evi-
dence synthesis.

We propose that ECCM’s “routine vs. rational” debate can 
be advanced by explicitly defining rational airway management 
as an adaptive decision rule that is measurable, auditable, and 
feasible across heterogeneous systems—including low- and 
middle-resource settings. This matters because global emergency 
systems are increasingly asked to implement guideline-level 
resuscitation quality without uniform access to high-frequency 
ETI opportunities, simulation infrastructure, or advanced air-
way supervision.

We suggest a pragmatic, equity-compatible framework 
that converts airway choice into an auditable quality 
intervention:

	(1)	 Interruption budget (patient safety constraint): Airway 
attempts must remain within a predefined “no-flow/
low-flow” budget—operationalized as a time ceiling and 
attempt limit that prioritizes continuous compressions. 
This protects against the most preventable harm mech-
anism: loss of coronary and cerebral perfusion during 
extended pauses.

	(2)	 Competence threshold (system readiness constraint): 
ETI should be first-line only where teams demonstrate 
reproducible performance targets (e.g., high success 
within ≤2 attempts, minimal interruption), achieved via 
competency-based training and ongoing retraining.[2] Where 
that competence is not demonstrably achieved, SGA-first is 
not a “compromise”—it is a rational, safety-first allocation 
of complexity to capability.

	(3)	 The current evidence increasingly supports that rather than 
measuring static end-tidal carbon dioxide (EtCO2) thresh-
olds, EtCO2 trajectory assessment over time may provide 
a better indicator of physiological status during resusci-
tation. There are multiple implications for the clinical use 
of EtCO2 trajectory assessment for ventilation manage-
ment, assessment of perfusion status, and identification of 
patients who achieve return of spontaneous circulation at 
an early point during resuscitation treatment.[4, 5] Thus, with 
the growing importance given to continuous physiological 
verification over time (the use of dynamic EtCO2 trajectory 
assessment), it is noteworthy that this theme is in keeping 
with the International Liaison Committee on Resuscitation 
Consensus on Science and Treatment Recommendations, 
which emphasize a reduction in interruptions, minimization 
of hyperventilation, and use of real-time physiological feed-
back to assist providers with advanced life support treat-
ment decisions.[6, 7]

Research studies indicating a high rate of survival when air-
way practices change have demonstrated that system perfor-
mance at baseline-sensitive directly affects both the magnitude 
and the direction of the benefits produced by changing to these 
airway practices.[3] In this context, it may not be as justifiable 
to advocate for an “always ETI” or “always SGA” rule as it is to 
advocate for the use of a capability-linked algorithm that limits 
interruptions and promotes the use of competence and physiol-
ogy feedback to identify when “silent failures” have occurred. 
Ethics of implementation should be part of any global journal. 
An ETI-first recommendation, without emphasizing compe-
tence requirements, could lead to the unintentional exporting 
of risks to systems in which intubation has historically been 
performed under limited supervision and subsequently create a 
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disparity where the highest-risk patients are provided an unre-
liable level of performance. Conversely, to facilitate a compe-
tence-gated policy, patient safety and workforce issues must 
be acknowledged, with a facility being afforded the opportu-
nity to obtain ETI-first status through demonstrable training 
outcomes.[2]

To make airway evidence implementable rather than perpetu-
ally debated, future work should standardize “airway exposure” 
reporting across trials, registries, and quality programs:

	(1)	 Attempt count and time-to-ventilation (and whether com-
pressions were interrupted)

	(2)	 Ventilation strategy (rate, tidal strategy where feasible) and 
hyperventilation safeguards

	(3)	 Waveform capnography availability and prespecified EtCO2 
trend features[4, 5]

	(4)	 Training intensity and competence metrics (not just provider 
category)[2]

Importantly, studies should evaluate airway bundles (device 
+ interruption control + ventilation targets + capnography use + 
competency programs) rather than isolating device labels. This 
approach is more likely to yield transportable, health system–rel-
evant recommendations.[8]

The transition from conventional to rational airway 
management has been widely supported.[1] The next step 
is to provide a definition for rational airway management. 
To meet this goal, we need to create an auditable, adaptive 
decision-making rule that provides safety at all resource 
levels and decreases the incidence of avoidable injury while 
enabling high-performing systems to maximize the benefits of 
advanced airway management. By reframing airway selection 
as a quality improvement effort, which is limited by interrup-
tion budgets, competence levels, and physiological responses, 
we may resolve the contentious history around airway man-
agement and come to a globally accepted and utilized form of 
airway management.
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