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1. For cases of significant adult bradycardia accompanied by poor perfusion, what
specific medications would you administer, and at what dosages?

A. Epi 0.01 mg/kg followed by Atropine 0.5 mg or Dopamine 5-10 mcg/kg/min
B. none of the above

C. Atropine 1 mg followed by Epi 0.01 mg/kg or Dopamine 5-10 mcg/kg/min

D. Atropine .5 mg followed by Dopamine 2-10 mcg/kg/min or Epi 2-10 mcg/min

2. (True or False) After initiating external pacing, you should assess the carotid pulse to
confirm mechanical capture.

A. True
B. False

3. A 46-year-old patient arrives with complaints of fatigue and dyspnea upon exertion.
Clear lung sounds and an oxygen saturation of 94% are noted. The patient's blood
pressure (BP) reads 80/42, and the heart rate (HR) is 49. In response, oxygen
supplementation is initiated, intravenous access is established, and the monitor exhibits
the displayed rhythm (as shown below). Despite these steps, a 12-Lead ECG does not
reveal any ST elevation. <br/><br/>What action should be taken as the next intervention?

A. Administer atropine 0.5 mg IV

B. Start dopamine infusion at 2-20 mcg/kg per minute
C. Start epinephrine infusion at 2-10 mcg per minute
D. Begin transcutaneous pacing (TCP)
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4. During the treatment of symptomatic bradycardia in an adult patient, a second IV
atropine dose of 1 mg is administered. However, the patient becomes unresponsive and
stops breathing. Following this, 5 cycles of high-quality CPR and ventilations are
provided, followed by a rhythm check. The monitor displays an unorganized rhythm
lacking identifiable QRS complexes. A monophonic defibrillator is utilized to deliver an
unsynchronized shock of 360 joules, and chest compressions are resumed. During the
subsequent 2-minute rhythm check, the patient remains unconscious, and you observe
the rhythm depicted below. <br/><br/>What is your initial action?

A. Administer atropine 1 mg IVP

B. Check for a palpable pulse

C. Prepare for immediate transcutaneous pacing
D. Resume chest compressions

5. For transcutaneous pacing, it is recommended to adjust the demand rate at:

A. started at 100/min and reduced to minimum for clinical response
B. started at 80/min with adjustment based on clinical response

C. started at 60-80/min with adjustment based on clinical response
D. no higher than 60/min

6. (True or False)<br/><br/>PEA and Asystole are both rhythms that can be treated with
electrical shock.

A. True
B. False

Want the other 845+ questions & full timed mock exams? Unlock at
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7. Which of the following conditions does not warrant the use of transcutaneous pacing?
A. both 1 and 2
B. complete block
C. 2nd degree block type I
D. asystole
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8. After initiating CPR and delivering one shock for ventricular fibrillation, the patient still
shows signs of persistent fine ventricular fibrillation (VF). In order to address this
situation, a second shock is administered promptly, and chest compressions are
immediately resumed. Additionally, an intravenous line is already established, and no
medication has been administered thus far. The bag-mask ventilations are momentarily
stopped to safely insert an esophageal tracheal tube, which results in noticeable chest
rise and equal breath sounds heard throughout all lung fields.<br/><br/>What is your
next step in the management of this patient?

A. Monitor CPR quality and provide ventilation uncoordinated with compression at a rate of 10/min
B. Administer IV epinephrine 1 mg (1:10,000) followed by a 20 mL saline flush

C. Confirm the placement of the advanced airway with waveform capnography device

D. Confirm the advanced airway by listening for the absence of air sounds over epigastrum

9. Which of the following statements about catecholamine sensitive polymorphic
ventricular tachycardia (CPVT) is false?

A. Caused by mutation in ryanodine receptor.

B. Exercise associated with Sudden cardiac death.
C. Bidirectional VT not seen

D. Treatment of choice is beta blocker and ICD.

Study offline on the free app — search your exam on the App Store or Google Play

10. While attending to a patient in cardiac arrest, effective and high-quality chest
compressions are being administered. The patient has been intubated, and an IV has
been established in the right antecubital space.<br/><br/>After the initial uncoordinated
electrical activity rhythm without identifiable QRS complexes or P waves, a shock is
administered, followed by 2 minutes of CPR. During the subsequent rhythm assessment,
the monitor displays the following rhythm (as depicted below). If the patient continues to
remain unresponsive and a palpable pulse is detected at a rate of 180/min, what should
be the next medication and dosage administered?<br/><br/>What is the subsequent
drug and dose to be provided if the patient remains unconscious and maintains a
palpable pulse at a rate of 180/min?

A. Atropine 0.5 mg IV

B. Amiodarone 300 mg IV
C. Adenosine 6 mg IV

D. Epinephrine 1 mg IV
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11. During resuscitation, after an ACLS provider has successfully assisted the code
team in inserting an endotracheal (ET) tube into the patient's trachea and securing it at
the lip, it is important to confirm the correct placement of this advanced airway
device.<br/><br/>What are the appropriate methods to verify the accurate position of the
ET tube?

A. Monitor pulse oximetry continuously for 15 minutes after placement of the advanced airway.

B. Visually assess the rise and fall of the chest to confirm a patent airway and adequate ventilation.
C. Tug gently on the end of the endotracheal tube to ensure proper positioning.

D. Evaluate the quantitative waveform capnography measurement and obtain a chest x-ray when
possible.

12. How does the utilization of quantitative waveform capnography enhance
resuscitation endeavors?

A. Assesses tidal volume and inflation duration
B. Optimizes drug distribution to circulation
C. Detects return of spontaneous circulation (ROSC)

Want the other 845+ questions & full timed mock exams? Unlock at
https://certs.theorypractice.app/acls

13. Which electrocardiogram (ECG) rhythm is typically seen in cases of bradycardia?
A. PEA
B. sinus rhythm
C. ventricular fibrillation
D. Mobitz Il

14. Which situations necessitate pacing preparations when bradycardia persists in the
context of acute myocardial infarction (AMI)?

A. New left bundle branch block (LBBB)

B. Asymptomatic sinus bradycardia

C. Diastolic BP greater than 90 mm Hg
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15. You step into a patient room where a code is currently underway. The medical team
has successfully inserted an advanced airway.<br/><br/>You comprehend that which of
the following options best portrays the correct method for providing ventilations with an
advanced airway?

A. 2 breaths for every 30 compressions

B. 1 breaths every 10-12 seconds

C. 1 positive pressure breath every 6 seconds with no interruptions in chest compressions
D. 1 positive pressure breath every 5-6 seconds with no interruptions in chest compressions

Study offline on the free app — search your exam on the App Store or Google Play

16. The intervention that holds the utmost significance when dealing with witnessed
sudden cardiac arrest is:

A. rapid use of resuscitation drugs
B. early activation of EMS

C. early defibrillation

D. effective chest compressions

17. During resuscitation, it is important to understand which of the following regarding
central venous access?
A. Central venous access is the preferred method for obtaining intravenous access during
resuscitation.
B. Central venous access can be established through the subclavian, femoral, or jugular veins.
C. Central venous access is contraindicated in patients with a history of heart failure.
D. Central venous access is typically reserved for stable patients in non-emergent situations.

18. You are pacing a patient at an adjusted rate of 75/minute, and their hypotension has
still not resolved. You would most likely suspect:

A. Ventricular tachycardia (VT)

B. Ventricular fibrillation (VF)

C. Sinus bradycardia

D. Third-degree atrioventricular (AV) block
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19. Which of the following options accurately reflects the correct approach to advanced
airway management during cardiac arrest?
A. Ventilations should be provided at a rate of 1 breath every 6 seconds, and coordinated with chest
compressions.
B. Maintaining oxygen at 100% will increase cardiac output.
C. Hyperventilation should be avoided to optimize cardiac output, and to reduce the risk for gastric
inflation, and vomiting.

D. Advanced airways eliminate the risk for aspiration and should be a priority during the Primary
Assessment.

20. During a cardiac arrest, a patient is receiving high-quality compressions and
ventilations with an advanced airway in place. Team members fail to establish peripheral
intravenous (IV) access after two attempts. <br/><br/>What is the next appropriate step
to ensure administration of fluids and drug therapy?

A. Administer medications via intramuscular injection

B. Continue high-quality chest compressions without fluids or medications
C. Administer medications through the advanced airway

D. Attempt intraosseous (I0) access

21. For patients who are facing respiratory arrest but maintain a perfusing rhythm, it is
essential to administer rescue breaths at a frequency of 1 breath every
<code> </code> to <code> </code> seconds.

A. 5to 6 seconds
B. 8to 10 seconds
C. 610 10 seconds
D. 3to 5 seconds

Study offline on the free app — search your exam on the App Store or Google Play

22. During a cardiac arrest, a patient is in ventricular fibrillation (VF). The team leader
advises the administration of epinephrine. <br/><br/>What is the primary objective of
administering epinephrine in this situation?

A. To increase oxygenation

B. To reduce chest compression interruptions

C. To increase return of spontaneous circulation (ROSC)

D. To restore normal sinus rhythm
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23. What is the underlying explanation for why patients experiencing acute unstable
tachycardia often exhibit changes in mental state and difficulty breathing?

A. The fast or ineffective heartbeat reduces cardiac output.

B. The fast heart rate leads to decreased vascular resistance.
C. Low cardiac output leads to increased vagal tone.

D. The fast heart rate causes increased intracranial pressure.

24. After resuscitation from cardiac arrest, what determines survival during post-arrest
treatment?

A. The number of shocks delivered during defibrillation.
B. Brain injury and cardiovascular stability.

C. The duration of CPR performed during the arrest.

D. ECG findings during resuscitation.

Want the other 845+ questions & full timed mock exams? Unlock at
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25. What actions should the attending ED physician avoid before the patient's arrival in
the emergency department when receiving a notification from the prehospital team
treating a patient with STEMI?

A. Administration of aspirin

B. Administration of morphine

C. Administration of heparin

D. Administration of sublingual nitroglycerin

26. A patient with acute ischemic stroke has expressive aphasia and difficulty
communicating. <br/><br/>What is an appropriate nursing intervention to support the
patient's communication needs?

A. Providing a communication board with pictures and symbols
B. Encouraging family members to interpret for the patient

C. Using medical jargon and technical terms in conversations
D. Limiting nonverbal communication to avoid confusion

27. What is a circumstance that would prevent the use of nitroglycerin in the ACS
protocol?

A. all of the above

B. recent phosphodiesterase inhibitor use
C. right ventricular infarction

D. hypotension
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28. Identify the accurate rhythm for this displayed rhythm strip.

A.

Sinus tachycardia

B. Second-degree heart block Type |
C.
D. Ventricular tachycardia

Ventricular fibrillation

29. Which of the following medications necessitates meticulous hemodynamic
monitoring while being administered?

A.

Sodium nitroprusside

B. Sodium bicarbonate
C.
D. Magnesium sulfate

Naloxone

30. A 60-year-old male is in the ER with complaints of chest pain. He is now being
monitored with an ECG monitor. He has a history of a myocardial infarction 3 years ago,
and he states that his chest pain is the same as the pain he experienced when he had the
heart attack, except it is worse. Assessment:<br/><br/>Skin: Pale, Cool,
Moist<br/><br/>Cardiovascular: Heart Rate 72 (irregular), Blood Pressure 116/76
mmHg<br/><br/>Respiratory: Respiratory Rate 14 breaths per minute; slight labored
breathing<br/><br/>CNS: Alert and oriented<br/><br/>Monitor: Attached and ECG shows
Sinus Rhythm with multifocal PVCs (premature ventricular contractions); No defibrillator
is attached at this time.<br/><br/>The defibrillator is charged, and a shock is delivered to
the patient. <br/><br/>What intervention should always follow a shock immediately?

A.

Prepare to administer epinephrine 1 mg IV push.

B. Assess the patient's level of consciousness.

C.
D.

Check for the return of spontaneous circulation (ROSC).
Administer amiodarone 150 mg IV over 10 minutes.
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1. D — Atropine .5 mg followed by Dopamine 2-10 mcg/kg/min or Epi 2-10 mcg/min

For cases of significant adult bradycardia accompanied by poor perfusion, the correct medications to
administer are Atropine followed by either Dopamine or Epinephrine, depending on the
dosage.<br/><br/>Option D (none of the above) is the wrong answer because there are specific medications
that should be administered in this situation.<br/><br/>Option C (Epi 0.01 mg/kg followed by Atropine 0.5 mg
or Dopamine 5-10 mcg/kg/min) is incorrect because the order of administration is incorrect. Atropine should
be given first, followed by either Dopamine or Epinephrine.<br/><br/>Option B (Atropine 1 mg followed by Epi
0.01 mg/kg or Dopamine 5-10 mcg/kg/min) is also incorrect because the dosage for Atropine is higher than
the recommended .5 mg. Additionally, the order of administration is incorrect.<br/><br/>In summary, the
correct answer is A) Atropine .5 mg followed by Dopamine 2-10 mcg/kg/min or Epi 2-10 mcg/min. This
combination and dosage will help improve perfusion in cases of significant adult bradycardia.

2. B — False

After initiating external pacing, you should not assess the carotid pulse to confirm mechanical
capture.<br/><br/>External pacing is a method of providing electrical stimulation to pace the heart and
increase the heart rate in patients with symptomatic bradycardia or heart blocks that are unresponsive to
medications.<br/><br/>The electrical stimulation during external pacing may cause muscular jerking that can
mimic the carotid pulse, leading to a false sense of mechanical capture.<br/><br/>Instead, the provider should
monitor the patient's cardiac rhythm and the presence of electrical capture on the ECG monitor. This is
confirmed by observing consistent pacing spikes on the ECG tracing, which indicate that the electrical impulse
is reaching the heart and causing depolarization.

3. A — Administer atropine 0.5 mg IV

In this scenario, the patient presents with symptoms of fatigue, difficulty breathing during physical activity, and
hemodynamic instability with a blood pressure reading of 80/42 and a heart rate of 49 beats per minute. The
normal lung sounds and oxygen saturation level indicate that the issue is not primarily related to respiratory
function.<br/><br/>The specific rhythm displayed on the cardiac monitor is not provided, but it is mentioned
that there is no ST elevation on the 12-Lead ECG, which rules out acute myocardial infarction as the cause of
the symptoms.<br/><br/>With a low blood pressure and bradycardia (slow heart rate), the most likely cause of
the patient's symptoms is a symptomatic bradyarrhythmia. The most appropriate intervention for symptomatic
bradycardia is the administration of atropine, which increases heart rate by inhibiting the effects of the vagus
nerve on the heart.<br/><br/>Option B (Begin transcutaneous pacing) is incorrect because transcutaneous
pacing is usually reserved for patients with complete heart block or other forms of bradyarrhythmias that do
not respond to atropine or are temporarily unstable.<br/><br/>Option C (Start dopamine infusion) is incorrect
because dopamine is a vasopressor agent that is typically used to increase blood pressure in hypotensive
patients, but it does not directly increase heart rate.<br/><br/>Option D (Start epinephrine infusion) is
incorrect because epinephrine is also a vasopressor agent that can increase blood pressure, but it does not
specifically address the bradycardia.<br/><br/>In summary, the most appropriate intervention in this case
would be to administer atropine 0.5 mg IV to increase the patient's heart rate and address the symptomatic
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bradycardia.

4. B — Check for a palpable pulse

When a patient's heart rhythm becomes unstable or stops, it is important to quickly assess their condition and
take appropriate action. Option A, checking for a palpable pulse, is the correct response in this situation. By
checking for a pulse, you can determine if the patient's heart is still beating and if they have a
circulation.<br/><br/>Option B, preparing for immediate transcutaneous pacing, is not the correct response.
Transcutaneous pacing is a procedure used to treat a slow heart rate or a heart block. In this scenario, there
is no indication that the patient's heart rate is slow or that they have a heart block.<br/><br/>Option C,
administering atropine 1 mg IVP (intravenous push), is also an incorrect response. Atropine is commonly used
to treat symptomatic bradycardia, but in this scenario, there is no indication that the patient has a slow heart
rate requiring atropine administration.<br/><br/>Option D, resuming chest compressions, is not the correct
response either. Chest compressions are performed during cardiopulmonary resuscitation (CPR) when a
patient does not have a palpable pulse. In this scenario, the correct first step is to assess for a palpable pulse
before initiating chest compressions.<br/><br/>In conclusion, option A, checking for a palpable pulse, is the
correct response to this situation. It is important to first determine if the patient has a pulse before proceeding
with any further interventions or treatments.

5. C — started at 60-80/min with adjustment based on clinical response

The initial demand rate should be established at 60/min, which can subsequently be adjusted higher or lower
once pacing capture is achieved.<br/><br/>Option A suggests starting at 80/min with adjustment based on
clinical response, which is incorrect. Starting at a higher rate may not be appropriate and can cause
unnecessary discomfort or complications for the patient. <br/><br/>Option C suggests that the demand rate
should not be higher than 60/min, which is also incorrect. While some patients may require a lower demand
rate, it is not a blanket recommendation for all cases. <br/><br/>Option D suggests starting at 100/min and
then reducing it to a minimum based on clinical response, which is also incorrect. Starting at a higher rate and
then reducing it may not be the most appropriate approach and can lead to potential complications.

6. B — False

PEA (Pulseless Electrical Activity) and Asystole are both rhythms that are considered to be cardiac arrest
rhythms. However, they cannot be treated with electrical shock. <br/><br/>Option B (True): This answer
choice is incorrect. PEA and asystole cannot be treated with electrical shock, so the statement is false.

7. D — asystole

Transcutaneous pacing is a medical procedure that involves the use of electrical stimulation to pace the heart
and correct abnormal heart rhythms. However, it is not appropriate to use transcutaneous pacing in all
situations.<br/><br/>Option B) 2nd degree block type lI<br/>Second-degree heart block type Il is a condition
in which some electrical signals from the heart's upper chambers (atria) fail to reach the lower chambers
(ventricles). Transcutaneous pacing is a suitable treatment option for this condition because it can help
regulate the heart rate and restore proper electrical conduction.<br/><br/>Option C) complete
block<br/>Complete heart block, also known as third-degree heart block, is a condition in which no electrical
signals from the atria reach the ventricles. Transcutaneous pacing is a suitable treatment option for this
condition because it can provide the necessary electrical stimulation to maintain an appropriate heart
rate.<br/><br/>Option D) both 1 and 2<br/>This option incorrectly suggests that both asystole and
second-degree block type Il do not warrant the use of transcutaneous pacing. Asystole, which refers to the
absence of any electrical activity in the heart, is a condition that does not respond well to transcutaneous
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pacing. Instead, advanced cardiac life support measures, such as cardiopulmonary resuscitation (CPR) and
administration of medications, are necessary for managing asystole.<br/><br/>In summary, asystole is the
only condition listed that does not warrant the use of transcutaneous pacing.

8. C — Confirm the placement of the advanced airway with waveform capnography device

After delivering a second shock and resuming chest compressions, the next step in the management of this
patient is to confirm the placement of the advanced airway with a waveform capnography device. This is
important because it allows for the continuous monitoring of exhaled carbon dioxide (CO2) levels, which
serves as an objective confirmation of correct endotracheal tube placement. <br/><br/>Option B (Confirm the
advanced airway by listening for the absence of air sounds over the epigastrum) is incorrect. While it is
important to confirm tube placement, listening for the absence of air sounds over the epigastrum is not a
reliable method. Gastric inflation can produce misleading sounds, and relying on this method alone can lead
to errors in airway management.<br/><br/>Option C (Administer IV epinephrine 1 mg (1:10,000) followed by a
20 mL saline flush) is also incorrect. At this point, the priority is to ensure proper airway management, rather
than administering medication. While epinephrine is an important drug in the management of cardiac arrest,
confirming the airway takes precedence in this situation.<br/><br/>Option D (Monitor CPR quality and provide
ventilation uncoordinated with compression at a rate of 10/min) is incorrect as well. High-quality CPR with
coordinated compressions and ventilations at an adequate rate is crucial in the management of cardiac arrest.
Ventilations should be synchronized with compressions, and a rate of 10/min is too low. This option does not
address the need to confirm the advanced airway placement.<br/><br/>In summary, confirming the placement
of the advanced airway with a waveform capnography device is the next step in the management of this
patient. This allows for continuous monitoring of exhaled CO2 levels, providing objective confirmation of
correct endotracheal tube placement.

9. D — Treatment of choice is beta blocker and ICD.

Catecholamine sensitive polymorphic ventricular tachycardia (CPVT) is a genetic disorder that affects the
heart's electrical system. It is caused by mutations in genes that control calcium channels in the heart muscle
cells, not the ryanodine receptor as mentioned in option A. These mutations disrupt the normal regulation of
calcium, leading to abnormal heart rhythms.<br/><br/>Option B states that bidirectional ventricular
tachycardia is not seen in CPVT. This is incorrect. In fact, bidirectional ventricular tachycardia is a
characteristic feature of CPVT. It is characterized by alternating directions of ventricular beats on an
electrocardiogram (ECG).<br/><br/>Option C states that exercise is not associated with sudden cardiac death
in CPVT. This is also incorrect. Exercise or emotional stress can trigger ventricular arrhythmias in individuals
with CPVT, and it is a significant cause of sudden cardiac death in affected individuals.<br/><br/>The correct
treatment for CPVT involves a combination of beta blockers and implantable cardioverter-defibrillator (ICD)
therapy. Beta blockers help to prevent the excessive release of catecholamines (stress hormones) during
physical or emotional stress, reducing the risk of arrhythmias. ICDs are implanted devices that can deliver
electrical shocks to restore normal heart rhythm if a life-threatening arrhythmia occurs.<br/><br/>Therefore,
option D is the incorrect statement as it misrepresents the recommended treatment for CPVT.

10. C — Adenosine 6 mg IV

Adenosine is the appropriate medication to administer next because the patient's heart rhythm is displaying a
wide complex tachycardia, which suggests a possible supraventricular tachycardia or ventricular tachycardia.
Adenosine is a medication that can help diagnose and treat supraventricular tachycardias by temporarily
stopping the heart and allowing it to restart in a normal rhythm. The initial dose of adenosine is 6 mg, followed
by a rapid flush of normal saline. If there is no response to the initial dose, a second dose of 12 mg may be
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given.<br/><br/>Option A (Atropine 0.5 mg IV) is the wrong answer because atropine is typically used for
symptomatic bradycardia, not for unstable tachycardias. Atropine works by blocking the action of the vagus
nerve and increasing heart rate, which can be beneficial in cases of bradycardia.<br/><br/>Option C
(Epinephrine 1 mg 1V) is also an incorrect answer because epinephrine is indicated for cardiac arrest with
pulselessness, not for managing unstable tachycardias. Epinephrine is a vasoconstrictor that helps increase
blood flow to vital organs during cardiopulmonary resuscitation.<br/><br/>Option D (Amiodarone 300 mg IV)
is not the appropriate choice in this scenario either. Amiodarone is commonly used for ventricular fibrillation
and pulseless ventricular tachycardia, not for managing stable tachycardias with a pulse. It works by
stabilizing the electrical activity of the heart and controlling abnormal rhythms.<br/><br/>In summary, the
appropriate medication and dosage to administer next for a patient with an unconscious state and a pulse rate
of 180 beats per minute, displaying the described heart rhythm, is B) Adenosine 6 mg IV.

11. D — Evaluate the quantitative waveform capnography measurement and obtain a chest x-ray when
possible.

When confirming the correct placement of an endotracheal (ET) tube, it is crucial to use reliable methods.
Option D provides the appropriate methods to verify the accurate position of the ET tube.<br/><br/>By
evaluating the quantitative waveform capnography measurement, healthcare providers can assess the levels
of carbon dioxide (CO2) in the patient's exhaled breath. This measurement serves as a reliable indicator of
correct tube placement. An ET tube that is properly positioned within the trachea will yield a waveform with a
distinct shape known as the "capnographic waveform."<br/><br/>Additionally, obtaining a chest x-ray when
possible further ensures accurate tube placement. This imaging technique provides a visual confirmation of
the ET tube's position, allowing healthcare providers to confirm that it is correctly situated within the
trachea.<br/><br/>By utilizing both quantitative waveform capnography measurement and obtaining a chest
x-ray, healthcare providers can confidently verify the accurate placement of the ET tube, ensuring that the
patient receives optimal ventilation and oxygenation.<br/><br/>Now, let's analyze the incorrect answer
options:<br/><br/>Option A suggests visually assessing the rise and fall of the chest to confirm a patent
airway and adequate ventilation. While this method may provide some indication of ventilation, it is not an
accurate or reliable method for confirming the accurate placement of an ET tube. The rise and fall of the chest
can occur even with improper tube placement, such as in the esophagus. Therefore, this method should not
be solely relied upon for verification.<br/><br/>Option B recommends gently tugging on the end of the
endotracheal tube to ensure proper positioning. This action, known as "tube position confirmation by
palpation," is an outdated and unreliable method. Tugging on the tube does not offer definitive confirmation of
correct placement and may even cause harm or dislodgement. Therefore, this method should be
avoided.<br/><br/>Option C suggests monitoring pulse oximetry continuously for 15 minutes after placement
of the advanced airway. While pulse oximetry is valuable in assessing oxygenation, it does not provide direct
information about the placement of the ET tube. Relying solely on pulse oximetry may lead to delayed
recognition of improper tube position and potentially compromise the patient's ventilation and
oxygenation.<br/><br/>In summary, the appropriate methods to verify the accurate position of an ET tube
include evaluating the quantitative waveform capnography measurement and obtaining a chest x-ray when
possible. These methods provide reliable and objective confirmation, ensuring optimal care for the patient
undergoing resuscitation.

12. C — Detects return of spontaneous circulation (ROSC)
Capnography assists in evaluating the quality of CPR, monitoring tube placement, and identifying the return of
spontaneous circulation.<br/><br/>Quantitative waveform capnography indirectly offers insights into cardiac
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output by tracking the amount of COm exhaled from circulation. Adequate PETCOm levels are indicative of
effective CPR and guide providers in optimizing compression techniques. If PETCOm falls below 10 mm Hg,
efforts are made to enhance CPR quality.<br/><br/>Capnography serves as a valuable complement to
advanced airways. Exhaled COm values and the presence of a continuous waveform help in tracking
endotracheal tube position and identifying potential deterioration, obstructions, or
displacement.<br/><br/>ROSC can be confirmed by a sudden rise in PETCOm to normal levels (35 to 40 mm
Hg) or by observable spontaneous movement. This confirmation can be useful when an organized rhythm is
detected during a rhythm check.<br/><br/>Capnography does not influence drug distribution within the central
circulation.<br/><br/>Tidal volume and inflation duration are not measurable through capnography at present,
thus they cannot aid in resuscitation efforts.

13. D — Mobitz Il

In cases of bradycardia, the typical ECG rhythm that is seen is Mobitz Il. Mobitz Il is a type of second-degree
atrioventricular (AV) block characterized by intermittent failure of the atrial electrical impulses to conduct to the
ventricles. This results in a prolonged PR interval followed by a dropped QRS complex. Mobitz Il can be a
serious rhythm disturbance and may require medical intervention.<br/><br/>Option A (sinus rhythm) is
incorrect because sinus rhythm refers to the normal rhythm of the heart, where electrical impulses are
generated by the sinus node in the right atrium. Sinus rhythm is not typically seen in cases of
bradycardia.<br/><br/>Option B (PEA) is incorrect because PEA, or pulseless electrical activity, is a situation
where there is electrical activity on the ECG but no corresponding mechanical activity of the heart. It is a form
of cardiac arrest and is not specific to bradycardia.<br/><br/>Option D (ventricular fibrillation) is incorrect
because ventricular fibrillation is a life-threatening arrhythmia characterized by chaotic and disorganized
electrical activity in the ventricles. It is not typically associated with bradycardia.<br/><br/>Therefore, the
correct answer for the ECG rhythm typically seen in cases of bradycardia is C) Mobitz II.

14. A — New left bundle branch block (LBBB)

The following conditions warrant consideration and preparation for transcutaneous pacing in the context of
acute myocardial infarction (MI):<br/><br/>1. New Left Bundle Branch Block (LBBB)<br/>2.
Hypotension<br/>3. Mobitz Type Il AV Block<br/><br/>In the presence of high-risk conduction disturbances,
providers should be prepared for transcutaneous pacing. This pertains to patients with conditions
characterized by hemodynamically unstable bradycardia, including those stemming from slow heart rates
(such as hypotension, heart failure, or shock), rhythms prone to deterioration or arising from ischemia (like
LBBB or AV blocks), and bradycardia with ventricular escape rhythms that lead to symptomatic
manifestations.<br/><br/>It is important to recognize that acute coronary syndromes (ACS), particularly
affecting circulation to the SA node through the right coronary artery, particularly in the context of inferior AMI.
This can result in the slowing of the impulse originating at the SA node due to ischemia or
infarction.<br/><br/>However, if diastolic blood pressure exceeds 90 mm Hg in the setting of AMI, this does
not typically indicate symptomatic bradycardia and would not necessitate pacing.<br/><br/>Asymptomatic
bradycardia, even within the context of ACS, generally does not call for immediate
treatment.<br/><br/>Source: AHA Advanced Cardiovascular Life Support Provider Manual, 2015.

15. C — 1 positive pressure breath every 6 seconds with no interruptions in chest compressions
When providing ventilations with an advanced airway during a code, the correct method is to administer 1
positive pressure breath every 6 seconds with no interruptions in chest compressions. This ensures that
oxygen is provided to the patient while maintaining the effectiveness of chest compressions in
circulation.<br/><br/>Option A (1 positive pressure breath every 5-6 seconds with no interruptions in chest

- https://certs.theorypractice.app/acls

$2.99/week or $6.99/month - cancel anytime - scan to start
Unofficial study material - not affiliated with any certifying body



https://certs.theorypractice.app/acls/?utm_source=pdf
https://certs.theorypractice.app/acls/?utm_source=pdf

Free practice — 30 questions

ﬂ TheoryPractice ACLS
Vi

compressions) is incorrect. While the timing is similar to the correct answer, it is important to stick to
consistently providing breaths every 6 seconds to maintain the proper balance between ventilation and chest
compressions.<br/><br/>Option C (2 breaths for every 30 compressions) is incorrect. This method is typically
used for basic life support (BLS) and not recommended when an advanced airway is in place. With an
advanced airway, continuous chest compressions are prioritized over providing a specific ratio of
compressions to breaths.<br/><br/>Option D (1 breath every 10-12 seconds) is also incorrect. The interval
between breaths should be closer to 6 seconds, as stated in the correct answer. Waiting 10-12 seconds
between breaths may lead to insufficient oxygenation of the patient.<br/><br/>In summary, option B provides
the most accurate and appropriate method for providing ventilations with an advanced airway during a code.

16. C — early defibrillation

Early defibrillation is the intervention that holds the utmost significance when dealing with withessed sudden
cardiac arrest. Sudden cardiac arrest occurs when the heart suddenly stops beating effectively, leading to a
loss of blood flow to the brain and other vital organs. Defibrillation is the process of delivering an electric shock
to the heart to restore its normal rhythm. When sudden cardiac arrest is witnessed, early defibrillation is
crucial as it gives the highest chances of survival. <br/><br/>Option A) early activation of EMS. While
activating emergency medical services (EMS) is an important step in the management of sudden cardiac
arrest, it is not the intervention that holds the utmost significance. Early defibrillation takes precedence as it
directly addresses the disrupted heart rhythm.<br/><br/>Option B) rapid use of resuscitation drugs. Although
the administration of resuscitation drugs may be a part of advanced life support interventions for cardiac
arrest, it is not the primary intervention of utmost significance. Early defibrillation is vital to rapidly restore the
heart's normal rhythm.<br/><br/>Option C) effective chest compressions. Effective chest compressions are a
critical component of cardiopulmonary resuscitation (CPR) during sudden cardiac arrest. However, while they
help maintain blood circulation, they are not the intervention that holds the utmost significance. Early
defibrillation remains the priority for increasing the chances of survival.<br/><br/>In summary, while early
activation of EMS, rapid use of resuscitation drugs, and effective chest compressions are all important in the
management of sudden cardiac arrest, the intervention that holds the utmost significance is D) early
defibrillation.

17. B — Central venous access can be established through the subclavian, femoral, or jugular veins.
Central venous access is an important method for obtaining large-bore intravenous access during
resuscitation efforts. It allows for the administration of fluids, medications, and blood products more rapidly
and efficiently.<br/><br/>Central venous access can be obtained through various routes, including the
subclavian, femoral, or jugular veins (correct answer). Each route has its advantages and disadvantages, and
the choice of site depends on the clinical scenario and the skill and experience of the healthcare
provider.<br/><br/>Options A, C, and D are incorrect statements. While central venous access is a valuable
tool in resuscitation, it may not always be the preferred method, especially in critically ill patients or during
life-threatening emergencies. It is typically reserved for patients with difficult peripheral venous access or
when large volumes of fluid or blood products are needed. Patients with heart failure may benefit from central
venous access to monitor their central venous pressure and guide fluid management during resuscitation.

18. D — Third-degree atrioventricular (AV) block

Third-degree atrioventricular (AV) block, also known as complete heart block, is the most likely cause of the
persistent hypotension in this scenario. In third-degree AV block, there is complete dissociation between the
atrial and ventricular rhythms. The atria and ventricles contract independently of each other, resulting in a
slow ventricular rate that is typically below the patient's normal intrinsic rate. External pacing is initiated to
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support the heart rate and maintain cardiac output in these patients. However, despite pacing at an adjusted
rate of 75/minute, the patient's hypotension persists because the ventricles are not responding adequately to
the external pacing.

19. C — Hyperventilation should be avoided to optimize cardiac output, and to reduce the risk for
gastric inflation, and vomiting.

The correct approach to advanced airway management during cardiac arrest is to avoid hyperventilation.
Hyperventilation refers to providing excessive ventilation or breathing at a rate that is faster than normal. In
the context of advanced airway management during cardiac arrest, hyperventilation should be avoided to
optimize cardiac output.<br/><br/>During cardiac arrest, the primary goal is to maintain adequate blood flow
to vital organs, including the heart and the brain. Hyperventilation can actually decrease cardiac output by
causing a decrease in the amount of blood returning to the heart. This is because hyperventilation leads to a
decrease in the amount of carbon dioxide in the blood, which in turn causes blood vessels to constrict and
impedes blood flow.<br/><br/>Furthermore, hyperventilation can also lead to gastric inflation and vomiting.
During advanced airway management, if excessive breaths are delivered too forcefully, they can cause air to
enter the stomach instead of the lungs. This can lead to gastric inflation, which can result in regurgitation and
vomiting. Regurgitation and vomiting can further complicate the management of the airway and potentially
cause aspiration, where stomach contents enter the lungs. Aspiration can lead to further complications and
compromise the patient's respiratory status.<br/><br/>Therefore, the correct approach to advanced airway
management during cardiac arrest is to avoid hyperventilation. This helps optimize cardiac output and
reduces the risk for gastric inflation, regurgitation, and vomiting. By maintaining a normal respiratory rate and
avoiding excessive breaths, healthcare providers can effectively manage the airway during cardiac arrest
while minimizing potential complications. <br/><br/>Now let's analyze the wrong answers:<br/><br/>Option A
states that ventilations should be provided at a rate of 1 breath every 6 seconds, and coordinated with chest
compressions. This approach is incorrect because it promotes a slower respiratory rate than what is
recommended during cardiac arrest. The current guidelines recommend delivering ventilations at a rate of 10
breaths per minute, so the correct approach is not to provide 1 breath every 6 seconds. Additionally, chest
compressions and ventilations should be coordinated in a specific ratio (e.g., 30:2) rather than simply
providing ventilations in coordination with chest compressions.<br/><br/>Option B states that advanced
airways eliminate the risk for aspiration and should be a priority during the Primary Assessment. This
approach is incorrect because it overstates the benefits of advanced airways and does not prioritize the
primary assessment correctly. While advanced airways can help secure the airway and assist with ventilation,
they do not completely eliminate the risk for aspiration. Additionally, during the primary assessment, the focus
is primarily on identifying and treating immediately life-threatening conditions, such as ensuring effective chest
compressions and providing timely defibrillation, rather than solely prioritizing advanced
airways.<br/><br/>Option D states that maintaining oxygen at 100% will increase cardiac output. This
approach is incorrect because it oversimplifies the relationship between oxygenation and cardiac output.
While maintaining adequate oxygenation is crucial during cardiac arrest, aiming for 100% oxygen saturation is
not recommended. Excessive oxygen administration can lead to oxygen toxicity and potential harm to the
patient. The current guidelines recommend titrating oxygen administration to achieve an oxygen saturation
level of 94-98%.<br/><br/>In conclusion, the correct approach to advanced airway management during
cardiac arrest is to avoid hyperventilation. This helps optimize cardiac output and reduces the risk for gastric
inflation, regurgitation, and vomiting. Option A, which suggests providing ventilations at a rate of 1 breath
every 6 seconds, and coordinated with chest compressions, is incorrect. Option B, which states that advanced
airways eliminate the risk for aspiration and should be a priority during the Primary Assessment, is incorrect.
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Option D, which claims that maintaining oxygen at 100% will increase cardiac output, is also incorrect.

20. D — Attempt intraosseous (IO) access

Intraosseous (I0) access is the next appropriate step when peripheral intravenous (V) access cannot be
established during cardiac arrest with ongoing high-quality compressions and an advanced airway in place
(correct answer).<br/><br/>10 access involves inserting a needle directly into the bone marrow cavity,
allowing for the administration of fluids and medications when intravenous access is not possible. While
medications can be administered through the advanced airway (option A), IO access is preferred for delivering
fluids and drugs directly into the circulation during cardiac arrest situations.<br/><br/>Continuing high-quality
chest compressions without fluids or medications (option B) is not ideal, as prompt administration of
medications is crucial for optimizing the chances of return of spontaneous circulation (ROSC). Administering
medications via intramuscular injection (option C) is not recommended during cardiac arrest due to slow
absorption and uncertainty of reaching therapeutic levels quickly.

21. A—5to 6 seconds

When a patient is facing respiratory arrest but maintains a perfusing rhythm, it is crucial to administer rescue
breaths at the right frequency to ensure adequate oxygenation. The correct frequency for administering
rescue breaths in this situation is 1 breath every 5 to 6 seconds. This timing allows for effective ventilation and
prevents hypoxia.<br/><br/>Option B (3 to 5 seconds) is incorrect. Administering rescue breaths at a
frequency of 3 to 5 seconds may not provide enough time for each breath to be fully delivered and for proper
gas exchange to occur. This could result in inadequate oxygenation for the patient.<br/><br/>Option C (6 to
10 seconds) is also incorrect. Administering rescue breaths at a frequency of 6 to 10 seconds may lead to
delays in oxygenation and could compromise the patient's respiratory function. This timing interval is longer
than recommended for maintaining adequate ventilation.<br/><br/>Option D (8 to 10 seconds) is incorrect as
well. Administering rescue breaths at a frequency of 8 to 10 seconds may result in prolonged periods without
oxygenation, which can be detrimental to the patient's overall condition. This timing interval is too long for
ensuring effective gas exchange.<br/><br/>Therefore, the correct answer is A) 5 to 6 seconds, as this
frequency allows for proper ventilation and oxygenation in patients facing respiratory arrest while maintaining
a perfusing rhythm.

22.C —To increase return of spontaneous circulation (ROSC)

The primary objective of administering epinephrine during cardiac arrest, specifically in a patient with
ventricular fibrillation (VF), is to increase the likelihood of return of spontaneous circulation (ROSC) (option
C).<br/><br/>Epinephrine is a vasoconstrictor that increases blood pressure and coronary perfusion pressure,
which can improve the chances of successful defibrillation and achieving ROSC.<br/><br/>While improving
oxygenation (option A) is an essential aspect of resuscitation, epinephrine's primary role in VF cardiac arrest
is to support circulation.<br/><br/>Restoring normal sinus rhythm (option B) may be a desired outcome, but
epinephrine itself does not directly achieve this goal.<br/><br/>Reducing chest compression interruptions
(option D) is crucial to maintaining high-quality CPR, but epinephrine administration is not directly related to
chest compression interruptions.

23. A — The fast or ineffective heartbeat reduces cardiac output.

Patients experiencing acute unstable tachycardia often exhibit changes in mental state and difficulty breathing
due to the fast or ineffective heartbeat reducing cardiac output. When the heart beats too rapidly, it may not
have enough time to fill up with enough blood before pumping it out. This results in a decrease in the amount
of blood being pumped out of the heart with each beat, leading to a reduced cardiac output.<br/><br/>Option
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B (The fast heart rate leads to decreased vascular resistance) is incorrect. While an increase in heart rate
may lead to a temporary decrease in vascular resistance, this is not the underlying explanation for the
changes in mental state and difficulty breathing seen in patients with acute unstable
tachycardia.<br/><br/>Option C (Low cardiac output leads to increased vagal tone) is also incorrect. Vagal
tone refers to the activity of the vagus nerve, which helps regulate various bodily functions including heart
rate. While low cardiac output may affect vagal tone, it is not the primary reason for the observed changes in
mental state and difficulty breathing in patients with acute unstable tachycardia.<br/><br/>Option D (The fast
heart rate causes increased intracranial pressure) is also incorrect. While it is true that certain conditions can
cause an increase in intracranial pressure, such as a brain injury or tumor, the fast heart rate itself does not
directly cause increased intracranial pressure. Therefore, it is not the underlying explanation for the changes
seen in patients with acute unstable tachycardia.<br/><br/>In summary, the correct answer is A) The fast or
ineffective heartbeat reduces cardiac output, which leads to the observed changes in mental state and
difficulty breathing.

24. B — Brain injury and cardiovascular stability.

After successful resuscitation from cardiac arrest, the patient's outcomes and survival during post-arrest
treatment are largely determined by two critical factors: brain injury and cardiovascular stability (correct
answer).<br/><br/>Brain injury refers to the extent of damage to the brain tissue that may have occurred
during the period of low or no oxygen supply during the cardiac arrest. Adequate oxygenation and blood flow
are essential to prevent brain damage and maintain neurological function.<br/><br/>Cardiovascular stability
refers to the ability of the heart to maintain an adequate blood pressure and perfuse vital organs. It is crucial to
ensure proper circulation and oxygen delivery to prevent organ dysfunction and failure during the post-arrest
phase.

25. C — Administration of heparin

Heparin is an anticoagulant medication that is commonly used in the treatment of ST-elevation myocardial
infarction (STEMI) to prevent the formation of blood clots. It is typically administered after aspirin therapy has
been initiated. Delaying the administration of heparin can increase the risk of further blood clotting and worsen
the patient's condition, making it an inappropriate action to take before the patient arrives at the emergency
department (ED).<br/><br/>Option A (Administration of sublingual nitroglycerin): Nitroglycerin, as mentioned
earlier, is an important medication for relieving chest pain and improving blood flow to the heart in patients
with STEMI. Therefore, administration of sublingual nitroglycerin is a necessary action and should not be
withheld before the patient arrives at the ED. This option is incorrect.<br/><br/>Option C (Administration of
morphine): Morphine is sometimes used to manage severe pain associated with STEMI. However, it should
be administered cautiously and if necessary, to manage pain while waiting for further intervention. It is not a
priority action to be taken before the patient arrives at the ED. Therefore, this option is
incorrect.<br/><br/>Option D (Administration of aspirin): Aspirin is a crucial medication for reducing the risk of
blood clotting and further damage to the heart muscle in patients with STEMI. It is one of the first-line
treatments and should be administered as soon as possible. Delaying the initiation of aspirin therapy can have
negative effects on patient outcomes. Therefore, this option is incorrect.<br/><br/>By analyzing the correct
and incorrect answer options, it is evident that the attending ED physician should not recommend delaying the
administration of aspirin therapy, withholding nitroglycerin administration, neglecting to suggest early cardiac
catheterization, or failing to discuss the option of fibrinolytic therapy before the patient arrives at the ED.
However, the administration of heparin is the correct action to be taken during the management of STEMI.
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26. A — Providing a communication board with pictures and symbols

For a patient with expressive aphasia and difficulty communicating, providing a communication board with
pictures and symbols is an appropriate nursing intervention to support the patient's communication needs. A
communication board allows the patient to point to pictures or symbols representing their needs, feelings, or
questions. It facilitates nonverbal communication and helps the patient convey their thoughts effectively
despite the expressive language difficulties.<br/><br/>Option A (Encouraging family members to interpret for
the patient) may not be sufficient, as family members may not always understand the patient's needs fully.
Communication boards are a more reliable means of supporting communication.<br/><br/>Option C (Using
medical jargon and technical terms in conversations) should be avoided. Patients with aphasia may have
difficulty understanding complex language, and using simpler language is more effective for
communication.<br/><br/>Option D (Limiting nonverbal communication to avoid confusion) is not
recommended. Nonverbal communication, such as gestures and facial expressions, can be essential for
enhancing understanding and emotional expression in patients with aphasia.

27. A — all of the above

Nitroglycerin is commonly used in the ACS (Acute Coronary Syndrome) protocol to relieve chest pain and
improve blood flow to the heart. However, there are certain circumstances where the use of nitroglycerin may
be contraindicated. Let's analyze each of the incorrect options and understand why they can prevent the use
of nitroglycerin in the ACS protocol:<br/><br/>Option A) Hypotension: Hypotension refers to low blood
pressure. Nitroglycerin is a vasodilator, meaning it relaxes and widens the blood vessels, which can
potentially lower blood pressure. If a patient already has low blood pressure, the administration of nitroglycerin
can further reduce their blood pressure to dangerous levels. Hence, hypotension is a circumstance that would
prevent the use of nitroglycerin in the ACS protocol.<br/><br/>Option B) Right Ventricular Infarction: Right
ventricular infarction is a condition where there is damage to the right ventricle of the heart due to a lack of
blood supply. Nitroglycerin primarily acts on the coronary arteries to improve blood flow to the heart muscle.
However, in right ventricular infarction, there may already be compromised blood flow to the right ventricle.
Administering nitroglycerin in this situation can further decrease blood flow to the right ventricle, worsening the
condition. Therefore, right ventricular infarction is a circumstance that would prevent the use of nitroglycerin in
the ACS protocol.<br/><br/>Option C) Recent Phosphodiesterase Inhibitor Use: Phosphodiesterase inhibitors
(such as sildenafil, tadalafil, vardenafil) are a class of medications used to treat erectile dysfunction and
pulmonary hypertension. These medications also cause vasodilation and can lower blood pressure. Since
nitroglycerin is also a vasodilator, combining it with recent phosphodiesterase inhibitor use can lead to a
significant drop in blood pressure, which can be dangerous. Thus, recent phosphodiesterase inhibitor use is a
circumstance that would prevent the use of nitroglycerin in the ACS protocol.<br/><br/>In summary, all of the
above options (hypotension, right ventricular infarction, recent phosphodiesterase inhibitor use) can be
circumstances that would prevent the use of nitroglycerin in the ACS protocol.

28. A — Sinus tachycardia

Asystole is a condition characterized by the absence of any discernible electrical activity in the heart. It is
commonly known as "flatline" as it appears as a straight horizontal line on an ECG or rhythm strip. In asystole,
there is no contraction or pumping action occurring in the heart, leading to a complete absence of cardiac
output. This is a life-threatening condition and immediate resuscitation measures, such as cardiopulmonary
resuscitation (CPR) and advanced cardiac life support (ACLS), are required to restore cardiac
function.<br/><br/>Option A) Third-degree heart block: Third-degree heart block, also known as complete
heart block, is a condition in which there is a complete dissociation between the atria and ventricles. This
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results in the atria and ventricles beating independently of each other. On an ECG or rhythm strip,
third-degree heart block is characterized by a regular atrial rate and a regular ventricular rate, but the two
rates are not in sync. This condition requires prompt medical intervention, such as a pacemaker, to maintain
adequate heart rate and rhythm.<br/><br/>Option B) Sinus bradycardia: Sinus bradycardia is a condition in
which the heart rate is slower than normal. It is characterized by a regular rhythm and a heart rate below 60
beats per minute in adults. On an ECG or rhythm strip, sinus bradycardia appears as normal sinus rhythm, but
with a slower rate. Sinus bradycardia can be a normal variant, particularly in athletes, but can also be a sign of
underlying medical conditions or medication side effects.<br/><br/>Option C) Ventricular tachycardia:
Ventricular tachycardia is a rapid heart rhythm originating from the ventricles. It is characterized by a wide
QRS complex on an ECG or rhythm strip. Ventricular tachycardia can be life-threatening, especially if it
deteriorates into ventricular fibrillation, and requires immediate medical intervention, such as cardioversion or
defibrillation.<br/><br/>Option D) SVT (supraventricular tachycardia): SVT is a broad term that encompasses
several types of abnormal heart rhythms originating above the ventricles. It is characterized by a regular and
rapid heart rate. On an ECG or rhythm strip, SVT appears as a narrow QRS complex. SVT usually occurs
suddenly and resolves spontaneously, but may require medical treatment if symptoms are severe or
persistent.<br/><br/>Option E) Atrial fibrillation: Atrial fibrillation is a chaotic and irregular heart rhythm
originating from the atria. It is characterized by the absence of P waves and an irregularly irregular ventricular
response on an ECG or rhythm strip. Atrial fibrillation can increase the risk of blood clots and strokes and
requires medical management to control heart rate and restore normal sinus rhythm.<br/><br/>Option F)
Second-degree heart block Type II: Second-degree heart block Type Il is a condition in which some atrial
impulses fail to conduct to the ventricles. On an ECG or rhythm strip, it is characterized by intermittent
dropped QRS complexes. Second-degree heart block Type Il is considered more severe than first-degree
heart block and may progress to third-degree heart block.<br/><br/>Option G) Ventricular fibrillation:
Ventricular fibrillation is a chaotic and disorganized heart rhythm originating from the ventricles. It is
characterized by irregular, erratic, and rapid ventricular activity on an ECG or rhythm strip. Ventricular
fibrillation is a life-threatening condition and requires immediate defibrillation to restore normal heart
rhythm.<br/><br/>Option H) Atrial Flutter: Atrial flutter is a rapid heart rhythm originating from the atria. It is
characterized by continuous sawtooth-like flutter waves on an ECG or rhythm strip. Atrial flutter can increase
the risk of blood clots and strokes and requires medical management to control heart rate and restore normal
sinus rhythm.<br/><br/>Option I) Sinus tachycardia: Sinus tachycardia is a physiological response to
increased demand or stress. It is characterized by a regular rhythm and a heart rate above 100 beats per
minute in adults. On an ECG or rhythm strip, sinus tachycardia appears as normal sinus rhythm, but with a
faster rate. Sinus tachycardia is usually a benign condition and resolves once the underlying cause is
addressed.<br/><br/>Option K) Second-degree heart block Type I: Second-degree heart block Type I, also
known as Wenckebach block, is a condition in which there is progressive delay and eventual failure of atrial
impulses to conduct to the ventricles. On an ECG or rhythm strip, it is characterized by a series of dropped
QRS complexes with a progressively lengthening PR interval. Second-degree heart block Type | is typically
less severe than Type Il and may not require immediate intervention.<br/><br/>Option L) First-degree heart
block: First-degree heart block is a condition in which there is a delay in conduction between the atria and
ventricles. On an ECG or rhythm strip, it is characterized by a prolonged PR interval. First-degree heart block
is usually a benign condition and does not typically require treatment unless it causes symptoms or
progresses to higher-degree blocks.<br/><br/>Option M) Normal sinus rhythm: Normal sinus rhythm is the
normal electrical activity of the heart, originating from the sinus node. It is characterized by a regular rhythm, a
heart rate between 60 and 100 beats per minute in adults, and a normal P wave, PR interval, QRS complex,
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and T wave on an ECG or rhythm strip. Normal sinus rhythm indicates a healthy functioning of the heart.

29. A — Sodium nitroprusside

Sodium nitroprusside is a medication that is used to lower blood pressure in emergency situations. It acts as a
vasodilator, meaning it relaxes and widens the blood vessels, leading to a decrease in blood pressure.
However, this medication can have significant effects on the cardiovascular system and therefore requires
meticulous hemodynamic monitoring.<br/><br/>Option B: Magnesium sulfate is a medication that is
commonly used to treat conditions like eclampsia and preterm labor. While it can have side effects such as
low blood pressure and slowed heart rate, meticulous hemodynamic monitoring is not typically required during
its administration.<br/><br/>Option C: Sodium bicarbonate is a medication that is used to treat conditions
such as metabolic acidosis. It can help restore the acid-base balance in the body. Although it may have some
effects on blood pressure and heart rate, meticulous hemodynamic monitoring is not typically necessary
during its administration.<br/><br/>Option D: Naloxone is a medication that is used to reverse the effects of
opioids, particularly in cases of opioid overdose. While it can lead to changes in blood pressure and heart
rate, meticulous hemodynamic monitoring is not typically required during its administration.<br/><br/>In
summary, sodium nitroprusside is the medication that necessitates meticulous hemodynamic monitoring while
being administered, as it can have significant effects on the cardiovascular system.

30. C — Check for the return of spontaneous circulation (ROSC).

In this scenario, the patient is experiencing chest pain and is found to have multifocal premature ventricular
contractions (PVCs) on the ECG monitor. The patient's condition is unstable, and a shock is delivered to treat
the underlying arrhythmia.<br/><br/>After delivering the shock, the immediate next step is to check for the
return of spontaneous circulation (ROSC). ROSC refers to the return of a sustained perfusing rhythm with
palpable pulses and signs of adequate circulation. It indicates that the heart has restarted an effective rhythm,
and blood flow has been restored to vital organs.<br/><br/>Option A (Administer amiodarone) is an
appropriate intervention for certain types of ventricular arrhythmias, but it should be considered after ROSC
has been achieved and the patient's rhythm has stabilized.<br/><br/>Option C (Prepare to administer
epinephrine) is used during cardiac arrest resuscitation to support circulation, but it should be considered after
the initial shock and evaluation for ROSC.<br/><br/>Option D (Assess the patient's level of consciousness) is
essential to monitor the patient's neurological status, but it can be performed concurrently while checking for
ROSC.<br/><br/>Remember, immediately after delivering a shock, the healthcare provider should check for
the return of spontaneous circulation (ROSC) to determine if the patient's heart has responded to the
defibrillation and if blood circulation has been restored.
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