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Airway related morbidity and mortality are aspects of anaesthetic and preclinical emergency medicine complications. When anaesthetic mortality was studied at the end of the 70th  during the last century, airway management (AM) was not of interest.  This has to do with the fact, that the term airway management was introduced only in 1993 with the difficult airway algorithm in the U.S.A..  The first relevant study on anaesthetic morbidity and mortality was performed in France from 1978-1982 (Tiret et al). The prospective study on almost 200 000 anaesthetics showed for the first time, that a high proportion of anaesthetic deaths are caused by respiration failure. In retrospect it becomes clear, that  deficient AM was also involved in this group of respiration failure, but the exact number of cases with airway management failure was not given. The respiratory/airway management morbidity and mortality data were 4,34/10 000 and 0,65/10 000. In a modern Japanese study with a very large database of 1,4 million anaesthetics, the figures for morbidiy and mortality were 1,7/10 000 and 0,007/10 000 (Irita et al). Some concepts and methods in these two studies were different, but a trend   suggests, that the results are improving over a time period of 3 decades. Unfortunately the airway complications cannot be separated from the respiratory cases. A strong investigative effort is required to analyze and categorize each cause of morbidity and mortality in a very large anaesthetic population.  
In preclinical emergency medicine assessment of airway related morbidity and mortality is directly possible. Sayre et al and Bradley et al were the first to show that there is a difference between pretence and reality of success rate in preclinical airway management. They documented low intubation efficacy, tracheal tube misplacement including oesophageal intubation, inadvertent extubation and prolonged intubation attempts as not being so rare. Katz et al. and Silvestri et al proved that deficient AM may lead to death, mainly through undetected oesophageal intubation. They reported a death rate of 12 (Katz et al.) and 3,6% (Silvestri et al) for those patients in preclinical emergency care, who needed airway instrumentation. The results are calculated  from the data given in these publications. Silvestri et al investigated two groups of patients, one with and the other without continuous CO2 monitoring. Unrecognized tracheal misplacement and death were absent in the monitoring group. The point here is that airway management without monitoring may block oxygenation and ventilation, which it claims to secure. Other studies on airway management from France and Germany (Combes et al, Thierbach et al) have a better AM outcome, which may be explained by differences of structure and organisation in preclinical emergency medicine. These studies also show a morbidity rate of emergency medicine in the field of around 10% in terms of life-threatening events or conditions. The high mortality rate of emergency medicine in the field may be due to lacking recruitment of extraglottic airway devices, insufficient monitoring of expired CO2, aspects of teaching and training and human error.
Summary: Airway related mortality and morbidity in anaesthesia can only be assessed by very large studies. There may be a trend towards improvement of data towards better results over some decades. AM in the field may be harmful and life-threatening, if improperly executed. 
Conclusion: The concept of AM in preclinical emergency medicine should be rearranged to include extraglottic airway instrumentation. CO2  monitoring must be advocated for preclinical emergency care in the field.
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