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Abstract 

Introduction Rapid sequence induction (RSI) is a potentially-life saving intervention in critically ill patients. An impor-
tant adverse effect of this procedure is post-induction hypotension (PIH), which is associated with worsened patient 
outcomes. Choice of induction agent can affect incidence of PIH, although the optimal drug has yet to be deter-
mined. Ketamine is postulated to reduce PIH incidence in emergency RSI when used instead of alternative agents.

Aims This systematic review and meta-analysis aims to evaluate the effect on PIH incidence of inducing anaesthesia 
with ketamine during emergency RSI.

Methods A systematic search was conducted to identify a sample of studies fulfilling criteria for population (emer-
gency RSI), intervention (ketamine), comparator (any alternative induction agent) and outcome (PIH). No single defini-
tion of PIH was required for eligibility. A random-effects model was used to produce a pooled effect size estimate 
from the extracted data. The study question was also tested in pre-specified subgroups, including by specific com-
parator induction agent and by indication for RSI (medical vs trauma).

Results 27 studies, including 6 randomised controlled trials, were eligible for inclusion, with total n = 31,956. There 
was considerable methodological heterogeneity. The pooled estimate of odds ratio (OR) of PIH when ketamine 
is used for emergency RSI is 1.10, with 95% confidence interval 0.78–1.56. Excluding data from the 6 studies (1 ran-
domised and 5 observational) at greater risk of bias, the pooled OR is 0.99 (0.69–1.43). There was no significant differ-
ence between ketamine and comparators in any subgroup, although significance was approached when comparing 
ketamine to etomidate, with OR 1.38 (0.99–1.94) and p = 0.058.

Conclusions Choice of ketamine to carry out emergency RSI did not affect the incidence of PIH incidence in this 
diverse sample of studies. Given the breadth of inclusion criteria, applicability of this result is not necessarily universal. 
It is likely that optimal choice of induction agent varies according to specific circumstances in a manner as yet incom-
pletely understood.
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Introduction
Rapid sequence induction (RSI) of anaesthesia to facili-
tate emergent endotracheal intubation is a potentially 
life-saving intervention in the management of the criti-
cally ill. Indications range from requirement for airway 
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protection or invasive ventilation to obtundation from 
haemodynamic shock. It is recognised as a high-risk pro-
cedure with numerous potential adverse effects, includ-
ing post-induction hypotension (PIH) [1, 2].

PIH following RSI has been reported to occur with 
incidence which is variable but potentially in excess of 
20% [2, 3]. It is associated with increased mortality [2, 3].

Ketamine is postulated to induce anaesthesia with 
lower risk of cardiovascular instability; its preferential 
use potentially reduces incidence of PIH. It exerts its 
clinical effects via antagonism of the NMDA receptor in 
the central nervous system, inducing a state of dissocia-
tive anaesthesia in which patients can safely receive neu-
romuscular blockade for endotracheal intubation [4–7]. 
It has been adopted as the induction agent of choice by 
many UK HEMS agencies [8–11].

Despite this, uncertainty remains over the favourabil-
ity of ketamine’s haemodynamic profile versus alternative 
induction agents; the literature contains contradictory 
results against drugs such as etomidate [5, 12–14], fenta-
nyl [15] and midazolam [16, 17]. Given the high stakes of 
RSI procedures, determining the optimal agent to induce 
emergency anaesthesia is a matter of priority for the 
emergency medical community.

Aims
The aim of this systematic review and meta-analysis is to 
evaluate the effect of ketamine on incidence of PIH fol-
lowing emergency RSI when compared with alternative 
induction agents, thus contributing to the body of evi-
dence determining the optimal induction agent for this 
purpose.

Methods
This systematic review and meta-analysis was registered 
with the International Prospective Register of Systematic 
Reviews (PROSPERO – CRD42024494085). It has been 
reported in line with PRISMA guidelines [18], demon-
strated in Appendix 1. Ethical approval was not required.

Data sources
Searches were conducted on PubMed, Embase, Scopus, 
the Cochrane Library, and ClinicalTrials.gov, closing on 
26th February 2024. Search strategies combined 3 key 
concepts: RSI, ketamine, and hypotension, making use of 
medical subject headings where available. Exact search 
terms varied according to database; full strategy is avail-
able in Appendix 3.

Eligibility
Studies eligible for this review fulfilled criteria for their 
population, intervention, comparator, and outcome.

i) Population: Eligible studies included adult patients 
undergoing emergency RSI, defined as RSI for any 
purpose besides facilitating non-emergency surgery. 
Requirement for RSI under these circumstances was 
considered indicative of high clinical acuity, includ-
ing medical, surgical and trauma patients as well 
pre-hospital and in-hospital settings. Pre-existing 
haemodynamic instability (including vasopressor 
requirement) was not necessary for inclusion, but 
where present was considered a proxy for the emer-
gent nature of intubation if eligibility was otherwise 
unclear. Studies exclusively studying children were 
excluded, although for all others a lower limit for 
minimum participant age was not enforced.

ii) Intervention: Eligible studies contained a study arm 
specifying administration of any dose of ketamine 
equal to or greater than 0.5  mg/kg for the purpose 
of inducing anaesthesia to facilitate endotracheal 
intubation. Co-administration of other agents was 
acceptable, excluding studies investigating “ketofol” 
(pre-mixed ketamine and propofol). Both ketamine 
dosage and co-induction agents could be pre-speci-
fied or selected at the administrator’s discretion with-
out affecting eligibility for this review.

iii) Comparator: Eligible studies included patients 
receiving at least one alternative induction agent to 
ketamine.

iv) Outcome: Eligible studies measured dichotomous 
incidence of post-induction hypotension. No sin-
gle definition was required for inclusion. Accept-
able definitions included absolute or relative change 
in blood pressure (either systolic blood pressure 
(SBP) or mean arterial pressure (MAP)) versus base-
line, requirement for resuscitation (including fluid 
boluses, or initiation or escalation of vasopressors), 
or combinations of these. No single time interval in 
which the PIH definition was to be met was required 
for this review.

Study selection
All search results were compiled into an Excel (Micro-
soft) spreadsheet, which was independently reviewed by 
each author. Disagreements regarding eligibility were to 
be arbitrated by an independent third party.

All results were screened at abstract level; duplicates 
and those failing to fulfil population, intervention, com-
parator or outcome criteria were excluded at this stage. 
The remainder were reviewed in full-text, reviewing Sup-
plements where possible and relevant, to confirm fulfil-
ment of eligibility criteria and determine presence of 
extractable data.
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Risk of bias
Risk of bias tools were applied to all included studies: 
Cochrane’s RoB-2 tool to randomised controlled tri-
als (RCTs) [19] and ROBINS-I to observational studies 
[20]. Critical appraisal of each paper manually high-
lighted studies at greater risk of bias.

Data extraction
Frequency of PIH in ketamine and non-ketamine 
groups was extracted from each study. Where this 
information was not directly presented, it was calcu-
lated from data available in the full text or available 
Supplements. Where it was possible to isolate data 
from patients receiving no induction agent (drug-free 
or paralytic-only intubation), these were excluded 
from the non-ketamine group. Where multiple out-
come measures indicative of post-induction hypoten-
sion were presented, one was selected subjectively on 
grounds of clinical relevance for imputation into the 
meta-analysis. Data were compiled in an Excel spread-
sheet, with odds ratios (ORs) and standard errors of 
their natural logarithms manually calculated.

Where studies presented adjusted odds ratios gener-
ated by statistical techniques such as logistic regres-
sion or propensity matching, these were preferentially 
imputed into meta-analysis over values calculated from 
raw frequency data. In such cases, standard errors were 
calculated from reported confidence intervals (CIs), tak-
ing means of those derived from their upper and lower 
bounds to minimise rounding error.

Where raw data was insufficient to isolate effects of 
ketamine or compute values necessary for inclusion in 
meta-analysis (such as standard error), Supplements 
were searched by hand.

Statistical analysis
SPSS version 29.0.1.0 (IBM) was used to carry out statis-
tical analysis and generate statistical diagrams.

i) Meta-analysis

A random-effects model was used to generate a pooled 
estimate of OR of PIH with ketamine versus compara-
tors, alongside 95% confidence interval and 95% predic-
tion interval. The Knapp-Hartung adjustment of standard 
errors was applied. Pre-determined sensitivity analyses 
were conducted:

• pooled effect size estimate using only unadjusted 
data;

• pooled effect size estimate from randomised con-
trolled trials (RCTs);

• pooled effect size estimate from RCTs not at high 
risk of bias;

• pooled effect size estimate from all studies not at 
high risk of bias.

A trim-and-fill analysis was carried out to illustrate the 
effect of publication bias in the literature on meta-analy-
sis output.

ii) Subgroup analysis

Four subgroup analyses were carried out:

• by comparator induction agent;
• with vs without pre-existing haemodynamic instabil-

ity;
• medical patients vs trauma patients;
• pre-hospital vs in-hospital RSI.

For each analysis, every study was designated as either 
belonging to one subgroup, or as containing mixed data. 
In the latter case, data for each subgroup were extracted 
individually; in all such cases, an unadjusted OR was 
imputed into the meta-analysis regardless of statistical 
technique used by the parent study. Where extraction 
from “mixed” studies was not possible for lack of relevant 
raw data, the study was excluded from the corresponding 
subgroup analysis.

Results
Study selection
A total of 826 search results were considered, including 
813 from systematic search. Of these, 132 were reviewed 
in full-text, with 27 studies (all originating from system-
atic search) eligible for inclusion into the final analysis. 
Figure  1 illustrates the sources of these results and rea-
sons for rejection. There were no cases of disagreement 
around final eligibility between the two reviewers.

The 27 final studies included 31,956 patients analysed 
for PIH incidence, of which 8,472 received ketamine and 
23,484 were classed as controls. Their characteristics are 
presented in Table 1. Further critical appraisal relevant to 
the aims of this review is presented in Appendix 5.

No additional extractable data was found within the 
Supplements of papers reviewed in full-text.

Risk of Bias

i) Randomised Controlled Trials: Risk of bias for the 
6 RCTs was assessed using Cochrane’s RoB-2 tool, 
which did not identify any studies at low overall risk 
of bias. One (Nakajima et  al. [21]) was identified as 
at high risk, largely on account of its alternate-day 
randomisation process. This study was thus excluded 
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from the relevant sensitivity analyses. Full breakdown 
of each domain is presented in Table 2.

ii) Observational Studies: Cochrane’s ROBINS-I tool 
was used to identify areas in which the 21 included 
observational cohort studies (OCSs) were at risk of 
bias. Breakdown of each of its domains is shown in 
Table 3. Not unexpectedly in observational studies of 
emergency patients, no study was found at low risk 
of bias. All studies were at high risk in at least one 
domain; thus, all studies were designated as at high 
overall risk. The tool’s discriminatory power was 
therefore poor for this set of studies; the planned sen-
sitivity analysis instead excluded 5 papers with manu-
ally identified methodological flaws: Breindahl et  al. 
[22], Kuza et  al. [23], Price et  al. [24], Pollack et  al. 
[25], and Van Berkel et al. [26]. The relevant critical 
appraisal leading to their selection is presented in 
Appendix 5.

Primary analysis
The random-effects model with the Knapp-Hartung 
adjustment of standard error produced a pooled esti-
mate of odds ratio of PIH following emergency RSI 
with ketamine versus other induction agents of 1.10, 
as demonstrated in Fig. 3. The 95% confidence interval 

is 0.78–1.56, with p-value 0.58. There was evidence of 
significant heterogeneity in results, with p-value < 0.001 
for Q, and  I2 0.90. The 95% prediction interval is 
0.24–4.98.

Sensitivity analyses
4 sensitivity analyses were carried out:

i) Meta-analysis imputing only the raw frequency data 
from each study, with no adjustment of OR. Adjusted 
data from 4 studies (Hsieh et al. [27], Ishimaru et al. 
[28], Kang et al. [29], Van Berkel et al. [26]) had been 
imputed into the primary analysis; replacing these 
with unadjusted figures resulted in a pooled OR of 
1.14 (0.82–1.57).

ii) Meta-analysis exclusively including the 6 RCTs pro-
duced a pooled OR of 1.43 (0.37–5.49).

iii) Meta-analysis exclusively including the 5 RCTs not at 
high risk of bias produced a pooled OR of 1.14 (0.26–
4.95).

iv) Meta-analysis excluding all studies (1 RCT and 5 
OCSs) at greater risk of bias produced a pooled OR 
of 0.99 (0.69–1.43).

Fig. 1 Flow diagram demonstrating selection of studies into the meta-analysis
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Table 1 Characteristics of included studies

Study Design Population Ketamine Comparator PIH  Definition‡

Patients Setting Dose Baseline Agent Dose Baseline

Ali et al. [15] RCT Sepsis
(on NA infu-
sion)

OR 1 mg/kg MAP 74
SI 1.1

Fentanyl 2.5 μg/kg MAP 67
SI 1.2

δMAP > 20%
(10 min)

Zuin et al. [16] OCS STEMI
(SBP > 90)

CCL 1 mg/kg SBP 102
SI 1.02

Midazolam 0.3 mg/kg SBP 103
SI 1.02

SBP < 90 or δ > 20%
(10 min)

Kang et al. 
[29]

OCS Critically Ill ICU – – Etomidate – – –

Van Berkel 
et al. [26]

OCS Sepsis (sur-
vived > 24h)

ICU 1.8 mg/kg* SBP 108
MAP 78

Etomidate 0.3 mg/kg* SBP 120
MAP 85

(MAP < 70 + δ > 40%), 
MAP < 60, (new pres-
sor or dose δ > 30%) 
(24h)

Kunkel 
and Lenz [54]

OCS Requiring RSI 
by HEMS

PH 100 mg* SBP 112 Etomidate 30 mg* SBP 135 SBP < 90,
δ > 5mmHg if base-
line < 90
(10 min)

Ishimaru et al. 
[28]

OCS Emergency
(SI > 0.9)

ED – – Midazolam
Propofol

– – SBP < 90 (30 min) 
or δ > 20% (immedi-
ately)

Breindahl 
et al. [22]

OCS Trauma PH or ED 
within 30 min

75 mg* SBP 121
ISS 27

Propofol 100 mg* SBP 130
ISS 25

Vasopressor use

Grant et al. 
[41]

OCS Emergency 
(SBP > 90)

ED – – Fentanyl
Midazolam
Propofol

– – SBP < 90 
or δ > 20mmHg
(1h)

Tangkulpan-
ich et al. [31]

OCS Sepsis
(SIRS)

ED – – Fentanyl, 
Midazolam, 
Etomidate, 
Propofol, 
Diazepam

– – SBP < 90, δSBP > 20%, 
MAP < 65, vasopres-
sor use, > 30ml/kg 
fluid (1 h)

Hsieh et al. 
[27]

OCS Emergency 
(SBP < 90 
or MAP < 65)

ED – – Etomidate – – SBP < 90 or MAP < 65

Srivilaithon 
et al. [33]

RCT Sepsis ED 1–2 mg/kg SBP 118 Etomidate 0.2–0.3 mg/kg SBP 113 SBP < 90 or MAP < 65

Nakornchai 
et al. [30]

OCS Emergency 
(non-trauma)

ED – – Midazolam, 
Etomidate, 
Propofol, 
Diazepam

– – SBP < 90 or δ > 20%
(10 min)

Bakhsh et al. 
[43]

OCS Emergency 
(vasopressors 
not required)

ED 90 mg* SBP 149
MAP 102

Etomidate 22.6 mg* SBP 138
MAP 102

δSBP > 20%
(10 min)

Knack et al. 
[34]

RCT Emergency ED 2 mg/kg* SBP 139 Etomidate 0.27 mg/kg* SBP 140 SBP < 90 within ED 
stay

Stanke et al. 
[13]

OCS Requiring RSI 
by HEMS

PH 1.9 mg/kg* SBP 132
MAP 99

Etomidate 0.3 mg/kg* SBP 140
MAP 101

δSBP > 20%
(15 min)

King et al. [17] OCS ROSC (follow-
ing medical 
CA)

PH 1 mg/kg* SBP 130
SI 0.80

Midazolam 0.03 mg/kg* SBP 132
SI 0.84

SBP < 90,
δ > 10% if base-
line < 90
(30 min)

Mattson et al. 
[44]

OCS Emergency ED – – Etomidate
Propofol

– – SBP < 100
(30 min)

Matchett et al. 
[12]

RCT Critically Ill ICU 1.1 mg/kg* SBP 120
MAP 90

Etomidate 0.2 mg/kg* SBP 121
MAP 89

SBP < 65, new pressor 
or ↑dose, CA
(1h)

Foster et al. 
[51]

OCS Emergency ED – SBP 121
MAP 90
SI 0.97

Etomidate – SBP 134
MAP 98
SI 0.83

SBP < 90 or MAP < 65
(20 min)
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Publication bias
A Funnel plot of the 27 included studies is shown in 
Fig.  2. Trim-and-fill analysis identified 1 missing study, 
altering the OR to 1.06 (0.74–1.51) when imputed 

alongside the 27 observed studies. Furthermore, Egger’s 
regression-based test produced an intercept of -0.008 
with p-value 0.982 (Fig. 3).

Table 1 (continued)

Study Design Population Ketamine Comparator PIH  Definition‡

Patients Setting Dose Baseline Agent Dose Baseline

Kim et al. [42] OCS Emergency ED 1.2 mg/kg* – Etomidate
Others (not 
specified)

0.29 mg/kg*
–

– SBP < 90, MAP < 65, 
δSBP/MAP > 20% 
if baseline < 90/65, 
new pressor

Driver et al. 
[46]

OCS Emergency ED 1.33 mg/kg* – Etomidate 0.28 mg/kg* – SBP < 100
(15 min)

Kuza et al. [23] OCS Trauma
(within 24h 
admission)

ED/OR – SBP 121
SI 0.81
ISS 22

Etomidate
Propofol

– SBP 135
SI 0.72
ISS 16

Vasopressor use
(15 min)

Price et al. [24] OCS Requiring RSI 
by HEMS

PH 1.2 mg/kg* SBP 139 Etomidate 0.3 mg/kg* SBP 134 SBP < 90 or MAP < 60 
(within 5 readings, 
median 28 min)

Pollack et al. 
[25]

OCS Requiring RSI 
by HEMS

PH – – Fentanyl
Midazolam
Etomidate

– – –

Nakajima 
et al. [21]

RCT Emergency ED 2 mg/kg SBP 136 Etomidate 0.3 mg/kg SBP 128 δSBP > 20%
(15 min)

Lyon et al. [11] OCS Trauma PH 2 mg/kg 
or 1 mg/kg

SBP 133
MAP 102
ISS 26

Etomidate 0.3 mg/kg 
or 0.15 mg/kg

SBP 129
MAP 98
ISS 22

SBP < 90 
or δSBP > 20% 
or δMAP > 20%
(5 min)

Elsherbiny 
et al. [32]

RCT Septic shock 
(Sepsis-3 
definition)

OR 1 mg/kg MAP 78 Thiopental 2 mg/kg MAP 77 δMAP > 20% 
and (↑dose pressor 
or ↓dose volatile 
anaesthetic) (14 min)

* Mean, median or mode dose administered; the remaining studies specified dosages to be given to all patients; ‡With time point if available; All Baseline data are 
means or medians; “–" data not available

PIH post-induction hypotension, RCT  Randomised Controlled Trial, NA noradrenaline, OR operating room, MAP mean arterial pressure, SI shock index, OCS 
Observational Cohort Study, STEMI ST-elevation myocardial infarction, CCL cardiac catheterisation laboratory, SBP systolic blood pressure, ICU intensive care unit, 
RSI rapid sequence induction, HEMS helicopter emergency medical service, PH pre-hospital, ED emergency department, ISS injury severity score, SIRS systemic 
inflammatory response syndrome, ROSC return of spontaneous circulation, CA cardiac arrest

Table 2 RoB-2 domains and overall risk of bias for the 6 RCTs included in this review

D1 (Domain 1): Randomisation process. D2 (Domain 2): Deviations from intended interventions. D3 (Domain 3): Missing outcome data. D4 (Domain 4): Measurement 
of the outcome. D5 (Domain 5): Selection of the reported result
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Table 3 ROBINS-I domains and overall risk of bias for the 21 OCSs included in this review

D1 (Domain 1): Bias due to confounding. D2 (Domain 2): Bias in selection of participants into the study. D3 (Domain 3): Bias in classification of interventions. D4 
(Domain 4): Bias due to deviations from intended interventions. D5 (Domain 5): Bias due to missing data. D6 (Domain 6): Bias in measurement of outcomes. D7 
(Domain 7): Bias in selection of the reported result
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Subgroup analyses
4 subgroup analyses were carried out. Data extraction is 
described in Appendix 6.

i) Meta-analysis comparing ketamine to individual 
comparator induction agents. 6 total comparators 
were used in eligible studies: diazepam, etomidate, 
fentanyl, midazolam, propofol, and thiopental. Diaze-
pam and thiopental were investigated in only 2 and 1 
studies respectively [30–32] and were thus excluded. 
Data for the remaining agents are demonstrated in 
Fig. 4 and Table 4.

ii) Effect on PIH incidence of ketamine versus other 
induction agents was assessed separately in patients 
with and without pre-existing haemodynamic insta-
bility. OR with evidence of haemodynamic instability 
was 1.10 (0.36–3.36) versus 1.02 (0.46–2.27) without.

iii) In medical patients, OR of PIH when inducing with 
ketamine was 0.88 (0.42–1.87) versus 1.25 (0.50–
3.09) in trauma patients.

iv) In RSIs conducted pre-hospital, OR of PIH when 
inducing with ketamine was 1.76 (0.72–4.33) versus 
0.99 (0.67–1.47) for RSIs conducted in hospital.

Fig. 2 Forest plot showing the OR for PIH (with 95% CI) in all 27 included studies, with a pooled estimate
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Summary
Meta-analysis demonstrated no significant difference in 
incidence of PIH following emergency RSI with ketamine 
as the induction agent versus other drugs. Sensitivity 
analyses all supported this result. No subgroup reached 
statistical significance in the difference in PIH incidence.

Limitations
Characteristics of included studies
Only 6 of 27 included studies were RCTs [12, 15, 21, 
32–34]; 95.9% of the 31,956 data points were derived 
from observational research. Methodological flaws 
are to be expected when investigating unpredictable 
& complex emergency situations; indeed, 22 of the 27 
studies were found to be at high risk of bias.

Selection of studies for inclusion in the review was vul-
nerable to sampling bias. Some of those reviewed in full-
text reported incidence of adverse events, including PIH, 
with insufficient raw data (including within Supplements) 
from which to divide these by induction agent [35–37]. 
Others reported continuous variables such as absolute 
or percentage change in SBP or MAP, without dichoto-
mous incidence data [14, 38]; examples are presented 

in Appendix 4. The possibility remains that exclusion of 
these studies systematically affected the final sample and 
thus the result.

Methodological heterogeneity between included studies
The sample of studies selected for this review reflect the 
considerable methodological heterogeneity in the wider 
literature. Inclusion criteria, study arm protocols and 
outcome measures vary widely; few studies answer pre-
cisely the same question. This review’s broad eligibility 
criteria achieve a large sample size, aiming to capture the 
effect of ketamine on PIH incidence in a manner indica-
tive of real-world use, accepting the consequent risk of 
introducing bias by systematically or disproportionately 
emphasising results from certain clinical scenarios. It 
is likely that, for some circumstances, external validity 
suffers.

A particular source of heterogeneity between included 
studies is their comparator drugs. This review compared 
ketamine against any alternative; no such work has previ-
ously been undertaken, and by including subgroup analy-
sis, this is potentially hypothesis-generating. Although 
wide variation exists among induction regimes used for 
the control arm of this analysis, no agent was found to 

Fig. 3 Funnel plot with all 27 included studies
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produce a statistically significant difference in OR of PIH 
compared to ketamine in the subgroup analysis.

This review includes medical and trauma patients, 
within both of which exist further unstudied subgroups 
including presence and aetiology of haemodynamic 
shock. Furthermore, these groups are likely to differ in 
terms of co-morbidities and physiological reserve [39, 
40]. The review also includes patients with and without 
pre-existing haemodynamic instability, who may not only 
respond differently to induction drugs but experience 
distinct clinical consequences as a result.

Not all included studies reported ketamine dosage, 
with considerable variation present between and within 
those that did, ranging from as little as 0.5  mg/kg to in 
excess of 2  mg/kg [41, 42]. Additionally, regimes varied 

Fig. 4 Forest plot showing the pooled OR for PIH (with 95% CI) for ketamine against each comparator agent

Table 4 OR for PIH when ketamine is used for emergency RSI 
versus specific comparators, with 95% CIs and 2-tailed p-values

OR odds ratio, CI confidence interval

Comparator Odds ratio Lower 95% CI Upper 95% CI p-value

Etomidate 1.38 0.99 1.94 0.058

Fentanyl 0.83 0.02 27.58 0.837

Midazolam 1.00 0.34 3.00 0.992

Propofol 0.92 0.46 1.84 0.181
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between fixed and discretionary doses [11, 15, 43]. As 
increased dosage of ketamine is postulated to indepen-
dently increase risk of post-induction haemodynamic 
changes [44–46], this heterogeneity might have impacted 
meta-analysis results.

No single definition of PIH was replicated across more 
than 2 studies out of the final 27. As there is no stand-
ardised or universally agreed-upon definition [47], it fell 
to each individual group of researchers to devise a defini-
tion suiting their population and aims. Furthermore, the 
time interval within which hypotension was considered 
associated with or attributable to induction agents varied 
significantly. This review is therefore limited by the cur-
rent lack of PIH definition supported by any level of evi-
dence beyond expert opinion.

Confounding
Degree to which patients were resuscitated prior to RSI 
was often unclear. Administration of fluid or vasoac-
tive drugs, as well as measures such as pre-oxygenation, 
whether carried out or omitted despite being indicated, 
are likely to affect both baseline and post-induction 
haemodynamics. This potentially confounds the meta-
analysis results.

During RSI, pre-treatment or co-induction agents such 
as fentanyl or midazolam were frequently administered 
alongside ketamine; some [17, 24], but not all [26], stud-
ies reported comparable frequencies and doses between 
study arms. As fentanyl has been demonstrated to exert 
independent haemodynamic effects [48], those of keta-
mine or a comparator can be difficult to isolate. Analys-
ing fentanyl and ketamine separately does not apply to all 
relevant real-world clinical situations.

Post-induction, patient factors necessitating variations 
in treatment (such as positive pressure ventilation strate-
gies [49, 50]) can also confound haemodynamic outcome 
measures. This is particularly true for studies including 
vasopressor administration within their PIH definition, 
as threshold for such intervention is unlikely to be con-
sistent within or between studies.

Methodological flaws in included studies
The meta-analysis was also limited by the issue of con-
founding by indication. Many eligible observational stud-
ies found ketamine more likely to be administered in 
patients with signs of haemodynamic instability [23, 26, 
51]. It is therefore possible that the analysis was biased 
towards an increased PIH incidence with ketamine, in 
fact reflecting a more unstable cohort. However, sensi-
tivity analyses isolating results from RCTs mirrored the 
overall result, suggesting this had little impact.

Subgroup analysis aimed to answer the study ques-
tion separately within pre-specified groups, however was 

hampered by some studies not presenting sufficient raw 
data from which to separate PIH incidence between sub-
groups (detailed in Appendix 6). It remains possible that 
the data discarded might have been so systematically, 
introducing bias.

Many studies had a degree of crossover between 
groups. Some presented PIH data dichotomously divided 
into patients receiving versus not receiving each drug, 
without accounting for those administered more than 
one agent [30, 41]. Others considered fentanyl, in par-
ticular, a pre-treatment drug or analgesic [25, 43], rather 
than an induction agent, introducing further bias affect-
ing PIH outcomes.

Discussion
Heterogeneity in results
Methodological heterogeneity between eligible studies 
is reflected in heterogeneity of their results  (I2 = 90%). 
This review’s broad eligibility criteria produced a pooled 
estimate of OR of PIH not necessarily applicable to all 
situations in which RSI is indicated. However, subgroup 
analyses did not identify any specific areas in which this 
is the case; only comparison of ketamine to etomidate 
approached significance.

Ketamine was found to be a safe alternative to etomi-
date in settings as varied as pre-hospital trauma patients 
[13] versus septic medical intensive care patients [26, 29]. 
Studies reporting significantly increased PIH incidence 
following RSI with ketamine are equally diverse, includ-
ing the largest RCT in this review [12], which defined 
PIH with the less frequently used but more clinically 
consequential Vanderbilt definition of cardiovascular col-
lapse [52, 53] in a mixed critically ill population.

These results suggest that clinical scenarios in which 
choice of primary induction agent affects PIH incidence 
are nuanced and as yet incompletely described. Con-
founding factors affecting a situation as complex as emer-
gency RSI will need further elucidation prior to issuing 
firm recommendations on agent choice in any given 
circumstance.

Clinical relevance of PIH
Lack of unified definition of PIH reflects uncertainty 
regarding what constitutes clinically relevant hypoten-
sion. Some studies applied distinct definitions of PIH 
depending on pre-induction haemodynamics [17, 42, 
54], illustrating that a given absolute reduction in blood 
pressure can have greater relevance in hypotensive or 
shocked patients.

Furthermore, acute reduction in blood pressure is 
not necessarily harmful if indicative of blunting of the 
harmful hypertensive response to laryngoscopy [11]. In 
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particular, the analgesic effect of fentanyl has been postu-
lated to exert benefit through this effect [48]. This is com-
monly co-administered alongside ketamine, for example 
in “3:2:1” regimens advocated by UK HEMS agencies for 
pre-hospital trauma RSI.

These nuances of peri-intubation blood pressure will 
require consideration if a standardised definition of PIH 
is to be agreed. Given the frequent co-administration 
of multiple agents to achieve the goals of RSI, further 
research should ideally focus on regimens rather than 
individual agents, in order to increase external validity to 
real-world practice.

Mechanisms of PIH caused by ketamine
Ketamine has been proposed to contribute to PIH by 
various mechanisms. For instance, its direct myocardial 
depression might outweigh sympathomimetic-driven 
increases in systemic vascular resistance in critically ill 
patients with depleted catecholamine reserves [5, 6, 55, 
56]; this is not supported by this review’s finding that 
the effect of ketamine on PIH incidence was similar in 
subgroups with or without pre-existing haemodynamic 
instability.

Alternatively, its sympathomimetic action might para-
doxically inhibit cardiac function through increased 
myocardial oxygen demand [7] and thus ischaemia, 
particularly in elderly or more co-morbid populations. 
Although this review did not specifically consider co-
morbidities or pre-existing cardiovascular disease, this 
mechanism is not supported by the finding that the effect 
of ketamine on PIH incidence was not greater in medical 
patients versus the trauma population.

Link to patient-centred outcomes
It was beyond the scope of this review to consider 
patient-centred outcomes. Lack of universal definition 
notwithstanding, PIH has been proven an independent 
risk factor for mortality and prolonged admission [2, 3]. 
The extent to which these outcomes can be improved 
with the optimisation of induction drug regimens 
remains unclear.

Conclusion
In this methodologically heterogeneous sample of 
studies, preferential use of ketamine during rapid 
sequence induction did not significantly alter inci-
dence of post-induction hypotension. Further research 
is required to determine the optimal choice of induc-
tion agent in a variety of distinct clinical situations in 
order to minimise PIH incidence and improve patient 
outcomes. Ideally, this should be based on a consensus 
definition of PIH, which does not currently exist.

Given the extent of this heterogeneity in the published 
literature, it is not currently possible to draw further spe-
cific conclusions.

Abbreviations
CA  Cardiac arrest
CCL  Cardiac catheterisation laboratory
CI  Confidence interval
ED  Emergency department
HEMS  Helicopter emergency medical service
ICU  Intensive care unit
ISS  Injury severity score
MA  Meta-analysis
MAP  Mean arterial pressure
NA  Noradrenaline
NMDA  N-methyl-D-aspartate
OCS  Observational cohort study
OR  Odds ratio
OR  Operating room
PH  Pre-hospital
PIH  Post-induction hypotension
PRISMA  Preferred reporting items for systematic reviews and 

meta-analyses
PROSPERO  International prospective register of systematic reviews
RCT   Randomised controlled trial
RoB-2  Risk of bias 2
ROBINS-I  Risk of bias in non-randomised studies of interventions
ROSC  Return of spontaneous circulation
RSI  Rapid sequence induction
SBP  Systolic blood pressure
SI  Shock index
SIRS  Systemic inflammatory response syndrome
SPSS  Statistical product and service solutions
SR  Systematic review
STEMI  ST-elevation myocardial infarction

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13049- 025- 01374-7.

Supplementary material 1

Acknowledgements
Professor Tim Harris (QMUL) provided suggestions & feedback on the 
manuscript

Author contributions
Both authors reviewed the search results to determine eligibility for inclusion 
into meta-analysis. PV conducted statistical analysis and drafted the manu-
script. Both authors have approved the manuscript for submission.

Funding
The authors declare no additional sources of funding for this work.

Availability of data and materials
The full list of search results is available on request from the corresponding 
author.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

https://doi.org/10.1186/s13049-025-01374-7
https://doi.org/10.1186/s13049-025-01374-7


Page 13 of 14de Mucha and Thomas  Scand J Trauma Resusc Emerg Med           (2025) 33:71  

Competing interests
The authors declare no competing interests.

Received: 24 February 2025   Accepted: 26 March 2025

References
 1. Cook TM, Woodall N, Harper J, Benger J. Major complications of airway 

management in the UK: results of the fourth national audit project 
of the royal college of anaesthetists and the difficult airway society. 
Part 2: intensive care and emergency departments. Br J Anaesth. 
2011;106(5):632–42.

 2. Smischney NJ, Demirci O, Diedrich DA, Barbara DW, Sandefur BJ, Trivedi S, 
et al. Incidence of and risk factors for post-intubation hypotension in the 
critically Ill. Med Sci Monit. 2016;2(22):346–55.

 3. 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.e9-417.e13.

 4. Pillay L, Hardcastle T. Collective review of the status of rapid sequence 
intubation drugs of choice in trauma in low- and middle-income settings 
(prehospital, emergency department and operating room setting). World 
J Surg. 2017;41(5):1184–92.

 5. Sharda SC, Bhatia MS. Etomidate compared to ketamine for induction 
during rapid sequence intubation: a systematic review and meta-analysis. 
Indian J Crit Care Med. 2022;26(1):108–13.

 6. Conway JA, Kharayat P, Sanders RC, Nett S, Weiss SL, Edwards LR, et al. 
Ketamine use for tracheal intubation in critically ill children is associated 
with a lower occurrence of adverse hemodynamic events. Crit Care Med. 
2020;48(6):e489–97.

 7. Tobias J, Leder M. Procedural sedation: a review of sedative agents, 
monitoring, and management of complications. Saudi J Anaesth. 
2011;5(4):395.

 8. Morton S, Dawson J, Wareham G, Broomhead R, Sherren P. The prehospi-
tal emergency anaesthetic in 2022. Air Med J. 2022;41(6):530–5.

 9. Morton S, Spurgeon Z, Ashworth C, Samouelle J, Sherren PB. Cardiorespi-
ratory consequences of attenuated fentanyl and augmented rocuronium 
dosing during protocolised prehospital emergency anaesthesia at a 
regional air ambulance service: a retrospective study. Scand J Trauma 
Resusc Emerg Med. 2024;32(1):12.

 10. Price J, Moncur L, Lachowycz K, Major R, Sagi L, McLachlan S, et al. 
Predictors of post-intubation hypotension in trauma patients following 
prehospital emergency anaesthesia: a multi-centre observational study. 
Scand J Trauma Resusc Emerg Med. 2023;31(1):26.

 11. Lyon RM, Perkins ZB, Chatterjee D, Lockey DJ, Russell MQ. Signifi-
cant modification of traditional rapid sequence induction improves 
safety and effectiveness of pre-hospital trauma anaesthesia. Crit Care. 
2015;19(1):134.

 12. Matchett G, Gasanova I, Riccio CA, Nasir D, Sunna MC, Bravenec BJ, et al. 
Etomidate versus ketamine for emergency endotracheal intubation: a 
randomized clinical trial. Intensive Care Med. 2022;48(1):78–91.

 13. Stanke L, Nakajima S, Zimmerman LH, Collopy K, Fales C, Powers W. 
Hemodynamic effects of ketamine versus etomidate for prehospital rapid 
sequence intubation. Air Med J. 2021;40(5):312–6.

 14. Jabre P, Combes X, Lapostolle F, Dhaouadi M, Ricard-Hibon A, Vivien 
B, et al. Etomidate versus ketamine for rapid sequence intubation in 
acutely ill patients: a multicentre randomised controlled trial. The Lancet. 
2009;374(9686):293–300.

 15. Ali H, Abdelhamid BM, Hasanin AM, Amer AA, Rady A. Ketamine-based 
versus fentanyl-based regimen for rapid-sequence endotracheal intuba-
tion in patients with septic shock: a randomised controlled trial. Rom J 
Anaesth Intensive Care. 2021;28(2):98–104.

 16. Zuin M, Rigatelli G, Dell’Avvocata F, Faggian G, Conte L, Giatti S, et al. 
Ketamine and midazolam differently impact post-intubation hemody-
namic profile when used as induction agents during emergency airway 
management in hemodynamically stable patients with ST elevation 
myocardial infarction. Heart Vessels. 2018;33(3):213–25.

 17. King C, Lewinsohn A, Keeliher C, McLachlan S, Sherrin J, Khan-Cheema H, 
et al. Cardiovascular complications of prehospital emergency anaesthesia 

in patients with return of spontaneous circulation following medi-
cal cardiac arrest: a retrospective comparison of ketamine-based and 
midazolam-based induction protocols. Emerg Med J. 2022;39(9):672–8.

 18. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, 
et al. The PRISMA 2020 statement: an updated guideline for reporting 
systematic reviews. BMJ. 2021;29: n71.

 19. Sterne JAC, Savović J, Page MJ, Elbers RG, Blencowe NS, Boutron I, et al. 
RoB 2: a revised tool for assessing risk of bias in randomised trials. BMJ. 
2019;28: l4898.

 20. Sterne JA, Hernán MA, Reeves BC, Savović J, Berkman ND, Viswanathan M, 
et al. ROBINS-I: a tool for assessing risk of bias in non-randomised studies 
of interventions. BMJ. 2016;12: i4919.

 21. Nakajima S, Taylor K, Zimmerman LH, Collopy K, Fales C, Powers W. 
848: Hemodynamic effects of ketamine versus etomidate during rapid 
sequence intubation in an ED. Crit Care Med. 2019;47(1):403–403.

 22. Breindahl N, Baekgaard J, Christensen RE, Jensen AH, Creutzburg A, 
Steinmetz J, et al. Ketamine versus propofol for rapid sequence induction 
in trauma patients: a retrospective study. Scand J Trauma Resusc Emerg 
Med. 2021;29(1):136.

 23. Kuza CM, To J, Chang A, Mert M, Yau A, Singh M, et al. A retrospective data 
analysis on the induction medications used in trauma rapid sequence 
intubations and their effects on outcomes. Eur J Trauma Emerg Surg. 
2022;48(3):2275–86.

 24. Price B, Arthur AO, Brunko M, Frantz P, Dickson JO, Judge T, et al. Hemody-
namic consequences of ketamine vs etomidate for endotracheal intuba-
tion in the air medical setting. Am J Emerg Med. 2013;31(7):1124–32.

 25. Pollack MA, Fenati GM, Pennington TW, Olvera DJ, Wolfe A, Owens M, 
et al. The use of ketamine for air medical rapid sequence intubation was 
not associated with a decrease in hypotension or cardiopulmonary arrest. 
Air Med J. 2020;39(2):111–5.

 26. Van Berkel MA, Exline MC, Cape KM, Ryder LP, Phillips G, Ali NA, et al. 
Increased incidence of clinical hypotension with etomidate compared to 
ketamine for intubation in septic patients: a propensity matched analysis. 
J Crit Care. 2017;38:209–14.

 27. Hsieh S, Lawrynowicz M, Verwiel C, Glowacki K, Mendivil AI, Chou J, et al. 
SAEM23 abstracts 147: hemodynamic impacts of etomidate vs ketamine 
in hypotensive patients intubated in the emergency department. Acad 
Emer Med. 2023;30(S1):8–423.

 28. Ishimaru T, Goto T, Takahashi J, Okamoto H, Hagiwara Y, Watase H, et al. 
Association of ketamine use with lower risks of post-intubation hypoten-
sion in hemodynamically-unstable patients in the emergency depart-
ment. Sci Rep. 2019;9(1):17230.

 29. Kang V, Sabino G, Wu S, Arends J, Elliott J, Jordan K. Ketamine vs etomi-
date for rapid sequence intubation in the critically ill population. Chest. 
2019;156(4):A204.

 30. Nakornchai T, Limphan-Udom P, Monsomboon A, Surabenjawong U, 
Praphruetkit N, Chaisirin W, et al. Factors associated with post-intubation 
hypotension in an emergency department: a retrospective observational 
study. J Med Assoc Thailand. 2017;100(8):864–71.

 31. Tangkulpanich P, Angkoontassaneeyarat C, Trainarongsakul T, Jenpan-
itpong C. Factors associated with postintubation hypotension among 
patients with suspected sepsis in emergency department. Open Access 
Emerg Med. 2023;15:427–36.

 32. Elsherbiny M, Hasanin A, Badr E, Osman M, Salama A. Thiopental versus 
ketamine for induction of anesthesia in septic shock: a randomized 
controlled trial. Egyp J Cardiothorac Anesthesia. 2021;15(2):35.

 33. Srivilaithon W, Bumrungphanithaworn A, Daorattanachai K, Limjindaporn 
C, Amnuaypattanapon K, Imsuwan I, et al. Clinical outcomes after a single 
induction dose of etomidate versus ketamine for emergency department 
sepsis intubation: a randomized controlled trial. Sci Rep. 2023;13(1):6362.

 34. Knack SKS, Prekker ME, Moore JC, Klein LR, Atkins AH, Miner JR, et al. The 
effect of ketamine versus etomidate for rapid sequence intubation on 
maximum sequential organ failure assessment score: a randomized clini-
cal trial. J Emerg Med. 2023;65:e371.

 35. Levin JH, Wallace MW, Hess TN, Beavers JR, Chang T, Beyene RT. The effect 
of propofol on peri-induction hemodynamics and resuscitation in opera-
tive penetrating trauma. Am Surg. 2024;90(4):731–8.

 36. Mohr NM, Santos Leon E, Carlson JN, Driver B, Krishnadasan A, Harland 
KK, et al. Endotracheal intubation strategy, success, and adverse events 
among emergency department patients during the COVID-19 pandemic. 
Ann Emerg Med. 2023;81(2):145–57.



Page 14 of 14de Mucha and Thomas  Scand J Trauma Resusc Emerg Med           (2025) 33:71 

 37. Stassen W, Lithgow A, Wylie C, Stein C. A descriptive analysis of endotra-
cheal intubation in a south african helicopter emergency medical service. 
Afr J Emer Med. 2018;8(4):140–4.

 38. Kadish J, Salen P, Genzlinger M, Grossman M, Stoltzfus J, Kropf J. 
An exploratory study comparing ketamine v. etomidate for rapid 
sequence intubation in traumatically injured patients. Ann Emerg Med. 
2013;62(4):S30.

 39. Kehoe A, Smith JE, Edwards A, Yates D, Lecky F. The changing face of 
major trauma in the UK. Emerg Med J. 2015;32(12):911–5.

 40. Silverstein MD, Qin H, Mercer SQ, Fong J, Haydar Z. Risk Factors for 30-Day 
hospital readmission in patients ≥65 years of age. Baylor Univ Med 
Center Proceed. 2008;21(4):363–72.

 41. Grant S, Pellatt RA, Shirran M, Sweeny AL, Perez SR, Khan F, et al. Safety 
of rapid sequence intubation in an emergency training network. Emerg 
Med Australas. 2021;33(5):857–67.

 42. Kim JM, Shin TG, Hwang SY, Yoon H, Cha WC, Sim MS, et al. Sedative dose 
and patient variable impacts on postintubation hypotension in emer-
gency airway management. Am J Emerg Med. 2019;37(7):1248–53.

 43. Bakhsh A, Alnashri M, Alawami F, Aseel R, Almaghthawi M, Alrahaili G, 
et al. Changes in hemodynamic parameters with the use of etomidate 
versus ketamine induction in the emergency department. Signa Vitae. 
2021;17(2):85–92.

 44. Mattson A, Brown C, Sandefur B, Mara K, Haefke B, Cabrera D. (2022) 
Global Conference on Clinical Pharmacy October 15 ‐ 18, 2022 81.5 Inci-
dence of peri intubation hypotension during rapid sequence intubation 
based on induction agent dose. JACCP: Journal of the American College 
of Clinical Pharmacy. 5(12):1338–484

 45. Mattson AE, Brown CS, Sandefur B, Mara K, Haefke B, Cabrera D. SAEM23 
abstracts 232 232 incidence of postintubation hypotension after rapid 
sequence intubation in full vs. Reduced dose induction agent. Acad 
Emerg Med. 2023;30(S1):8–423.

 46. Driver BE, Trent SA, Prekker ME, Reardon RF, Brown CA. Sedative dose for 
rapid sequence intubation and postintubation hypotension: is there an 
association? Ann Emerg Med. 2023;82(4):417–24.

 47. Smischney NJ, Demirci O, Ricter BD, Hoeft CC, Johnson LM, Ansar S, et al. 
Vasopressor use as a surrogate for post-intubation hemodynamic insta-
bility is associated with in-hospital and 90-day mortality: a retrospective 
cohort study. BMC Res Notes. 2015;8(1):445.

 48. Ferguson I, Buttfield A, Burns B, Reid C, Shepherd S, Milligan J, et al. Fenta-
nyl versus placebo with ketamine and rocuronium for patients undergo-
ing rapid sequence intubation in the emergency department: The FAKT 
study—A randomized clinical trial. Acad Emerg Med. 2022;29(6):719–28.

 49. Corp A, Thomas C, Adlam M. The cardiovascular effects of positive pres-
sure ventilation. BJA Educ. 2021;21(6):202–9.

 50. Fouche PF, Meadley B, St Clair T, Winnall A, Jennings PA, Bernard S, et al. 
The association of ketamine induction with blood pressure changes in 
paramedic rapid sequence intubation of out-of-hospital traumatic brain 
injury. Acad Emerg Med. 2021;28(10):1134–41.

 51. Foster M, Self M, Gelber A, Kennis B, Lasoff DR, Hayden SR, et al. Ketamine 
is not associated with more post-intubation hypotension than etomidate 
in patients undergoing endotracheal intubation. Am J Emerg Med. 
2022;61:131–6.

 52. Janz DR, Casey JD, Semler MW, Russell DW, Dargin J, Vonderhaar DJ, et al. 
Effect of a fluid bolus on cardiovascular collapse among critically ill adults 
undergoing tracheal intubation (PrePARE): a randomised controlled trial. 
Lancet Respir Med. 2019;7(12):1039–47.

 53. Russell DW, Casey JD, Gibbs KW, Ghamande S, Dargin JM, Vonderhaar 
DJ, et al. Effect of fluid bolus administration on cardiovascular collapse 
among critically ill patients undergoing tracheal intubation. JAMA. 
2022;328(3):270.

 54. Kunkel S, Lenz T. Hemodynamics in helicopter emergency medical 
services (HEMS) patients undergoing rapid sequence intubation with 
etomidate or ketamine. J Emerg Med. 2022;62(2):163–70.

 55. Pagel PS, Kampine JP, Schmeling WT, Warltier DC. Ketamine depresses 
myocardial contractility as evaluated by the preload recruitable stroke 
work relationship in chronically instrumented dogs with autonomic nerv-
ous system blockade. Anesthesiology. 1992;76(4):564–72.

 56. Morris C, Perris A, Klein J, Mahoney P. Anaesthesia in haemodynamically 
compromised emergency patients: does ketamine represent the best 
choice of induction agent? Anaesthesia. 2009;64(5):532–9.

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


	Incidence of post-induction hypotension following emergency rapid sequence induction with ketamine: a systematic review and meta-analysis
	Abstract 
	Introduction 
	Aims 
	Methods 
	Results 
	Conclusions 

	Introduction
	Aims
	Methods
	Data sources
	Eligibility
	Study selection
	Risk of bias
	Data extraction
	Statistical analysis

	Results
	Study selection
	Risk of Bias
	Primary analysis
	Sensitivity analyses
	Publication bias
	Subgroup analyses
	Summary

	Limitations
	Characteristics of included studies
	Methodological heterogeneity between included studies
	Confounding
	Methodological flaws in included studies

	Discussion
	Heterogeneity in results
	Clinical relevance of PIH
	Mechanisms of PIH caused by ketamine
	Link to patient-centred outcomes

	Conclusion
	Acknowledgements
	References


