Active cooling during MH should be ceased when core temperature reaches
A.
36 degrees
B.
37 degrees
C.
38 degrees
D.
35 degrees
E.
34 degrees
C

 Cool the patient if T > 38.5°C
 IV normal saline at 4°C: surface cooling with ice
 Consider peritoneal lavage with normal saline at 4°C if the peritoneum is already accessed
http://malignanthyperthermia.org.au/mh-for-anaesthetists/

Diagnosis and management of malignant hyperthermia (BJA)
If the core body temperature exceeds 39 ºC, aggressive cooling should be instituted. This should
be stopped once the temperature falls below 38.5 ºC to avoid hypothermic over-shoot.
Which muscle is most sensitive to the effect of NMBD:
a.
Adductor pollicus longus
b.
Diaphram
c.
Intercostal muscles
d.
Orbicularis
e.
Pharyngeal muscles
E
Which nerve to stimulate and when?
It must be remembered that onset and offset of block is faster in central muscles with a good
blood supply, for example, diaphragm and larynx. Conversely peripheral muscles, with a relatively poor blood supply, will have a slower onset of block and a longer recovery time, for example, adductor pollicis. The muscles of the upper airway and pharynx behave as central muscles at
onset; however, they are sensitive to neuromuscular blocking drugs and recovery is slow, mirroring the peripheral muscles.
Induction of anaesthesia
During induction of anaesthesia and tracheal intubation, the muscles of the larynx and jaw must
be paralysed as well as the diaphragm. The orbicularis oculi is probably the ideal muscle to monitor at this time as it is more similar to a central muscle: onset of block will be similar to the lar-

yngeal muscles and diaphragm.13 Single twitch or TOF stimulation is the most valuable stimulation pattern at induction. Single twitch stimulation will allow the maximal stimulation level to be
obtained. Disappearance of the TOF will correspond to optimal intubating conditions.
Maintenance of anaesthesia
As the diaphragm is relatively resistant to neuromuscular block, a more sensitive peripheral muscle such as the adductor pollicis may not adequately reflect the degree of block required at this
stage of anaesthesia. A central muscle which is resistant to neuromuscular block, for example,
orbicularis oculi, will reflect the diaphragm more closely and should be monitored at this time.
PTC and TOF monitoring are most useful during profound neuromuscular block

Aspirin use in healthy older adults for primary prevention
A.
Reduced cardiovascular mortality
B.
Increased incidence of major bleeding
C.
increased cancer related death
D.
lower all cause mortality
E.
Reduced thromboembolic events
B
For decades, low-dose aspirin (75-100 mg with US 81 mg/day) has been widely administered for
ASCVD prevention. By irreversibly inhibiting platelet function, aspirin reduces risk of atherothrombosis but at the risk of bleeding, particularly in the gastrointestinal (GI) tract. Aspirin
is well established for secondary prevention of ASCVD and is widely recommended for this indication, but recent studies have shown that in the modern era, aspirin should not be used in
the routine primary prevention of ASCVD due to lack of net benefit. Most important is to
avoid aspirin in persons with increased risk of bleeding including a history of GI bleeding or
peptic ulcer disease, bleeding from other sites, age >70 years, thrombocytopenia, coagulopathy,
chronic kidney disease, and concurrent use of nonsteroidal anti-inflammatory drugs, steroids, and
anticoagulants. The following are recommendations based on meta-analysis and three recent trials:


Low-dose aspirin might be considered for primary prevention of ASCVD in select higher
ASCVD adults aged 40-70 years who are not at increased bleeding risk.

Low-dose aspirin should not be administered on a routine basis for primary prevention of
ASCVD among adults >70 years.

Low-dose aspirin should not be administered for primary prevention among adults at any
age who are at increased bleeding risk

https://www.acc.org/latest-in-cardiology/ten-points-to-remember/2019/03/07/16/00/2019-accaha-guideline-on-primary-prevention-gl-prevention

Side effects of adenosine include all but
A. chest pain
B. bronchospasm
C. GI upset
D. flushing
E.
B
Adverse Effects1,2,3,4
Cardiovascular - severe bradycardia, facial flush, headache, sweating, palpitations, chest pain
and hypotension. Respiratory - dyspnoea, hyperventilation.
CNS - light headedness, dizziness, tingling in arms, numbness, apprehension, blurred vision.
GIT - nausea, metallic taste, tightness in throat, pressure in the groin.
uptodate
he most common side effects reported after adenosine administration are flushing, chest discomfort, nausea, and headache.
Transient sinus …
Contraindications1,2,3 Known hypersensitivity to adenosine 2 nd and 3rd degree Heart
Blocks Sick Sinus Syndrome Bronchial Asthma
Results
Placebo injection had no significant (p > 0.05) effect on the forced expiratory spirogram, heart
rate, minute ventilation (Ve), or respiratory sensation. Similarly, adenosine injection caused no
significant changes (p > 0.05) in the forced expiratory spirogram; however, there was a rapid development of dyspnea as signified visually on a modified Borg scale, and a significant (p < 0.05)
tachycardia in each subject (Asthmatics +18%, Normals + 34%), and a significant (p < 0.05) increase in Ve (Asthmatics +93%, Normals +130%). The intensity of dyspnea was significantly
greater (p < 0.05) in the asthmatic subjects.
Conclusion
These data indicate that intravenous adenosine does not cause bronchospasm in asthmatic
subjects, and supports the concept that adenosine-induced dyspnea is most likely secondary to
stimulation of vagal C fibers in the lungs. The increased intensity of adenosine-induced dyspnea
in the asthmatic subjects suggests that airways inflammation may have sensitized the vagal C fibers.
https://respiratory-research.biomedcentral.com/articles/10.1186/1465-9921-7-139

Patients after major burns require an increased dose of non-depolarising neuromuscular
blockade due to:
A. Increased sensitivity of AChR

B. Increased number of AChR
C. Increased volume of distribution
D. Downregulation of AChR
E. Small volume of distribution
B
but also fetal type, extrajunctional... more sensitive to depol and resistant to non-depol.
BJA Neuromuscular blocking drugs in the critically ill
Neuromuscular junction
Neuromuscular junctions can be both structurally and functionally altered in the critically
ill.2 Conditions such as spinal cord injury, immobilization and burns can result in an increased
number of postsynaptic nicotinic receptors. Structurally, these receptors differ from normal acetylcholine receptors, being of the fetal type with a gamma subunit rather than the adult
type with an epsilon subunit. They occur extrajunctionally. Functionally, they have a shorter
half-life, are more sensitive to depolarizing NMBDs, and more resistant to non-depolarizing
NMBDs. The relationship between these changes and the development of prolonged muscle
weakness is not clear
Factors that affect the onset of action of non-depolarizing neuromuscular blocking agents
Depending on the comorbid disease, up- and downregulation of the nAChR subunit may result in
faster or slower expression of NMBDs [48]. A disease that results in a decreased number of nAChRs, such as myasthenia gravis, shows an accelerated onset time. In cases of neuronal injury,
burns, or immobilization, the number of neuronal nAChRs consisting of five α7 subunits is
upregulated; these receptors are resistant to NMBDs. These changes in nAChRs reach a peak
2–3 weeks after the injury and then gradually return to normal [45,48]. In particular, in burn patients, the expression of action is delayed regardless of the plasma cholinesterase activity, postburn days, or size of the injury. This is because of a decreased affinity of nAChR, which is presumed to be due to the upregulation of nAChR, but the delayed recovery is presumably due to
decreased activity of AChesterase [30,48].

What would you expect in the first 24 hours following major burns:
A. Increased pulmonary vascular resistance
B. Decreased SVR
C. Increased Cardiac Index

D. Increased SV
E. reduced haematocrit
A
Early Hemodynamic Management of Critically Ill Burn Patients
Hemodynamic Patterns of Burn Shock
Burn injury leads to initial systemic and pulmonary vasoconstriction, (related to catecholaminergic release and hemolysis), low cardiac output (CO), and low oxygen delivery and
consumption.1 Within 24 to 48 h, a hyperdynamic and vasoplegic state develops, which is characterized by a high CO, increased oxygen consumption, and decreased systemic vascular resistance.12,13 Interestingly, this pattern was observed with or without fluid resuscitation in animals. Fluid resuscitation was, however, associated with a faster restoration of CO as well as a
higher CO during the hyperdynamic phase (fig. 2)

At what TOF ratio are anaesthetists not able to notice a difference by feel:
A.
0.2
B.
0.4
C.
0.6
D.
0.8
E.
0.9
B
Quantitative assessment is essential since tactile assessment is subjective and cannot detect
fade at a TOF ratio of greater than 0.4. Only quantitative monitors can assess adequacy of reversal.
Australian and New Zealand College of Anaesthetists (ANZCA) Guidelines on Monitoring During Anaesthesia Background Paper

Aprepitant is an antiemetic that works on the receptors for:
A.
Seretonin
B.
Neurokinin-A
C.
Dopamine
D.
Substance P

E.

Glycine

D
Aprepitant is a selective high affinity antagonist at human substance-P neurokinin-1 (NK1) receptors. Aprepitant showed at least 3,000-fold selectivity for the NK1 receptor
over other enzyme, transporter, ion-channel and receptor sites, including the dopamine and serotonin (5HT3) receptors that are targets for existing chemotherapy-induced nausea and vomiting
(CINV) and postoperative nausea and vomiting (PONV) therapies
pbs.gov.au

Prader Willi patient – what is the most likely intraop issue?
A.
Hypoglycaemia
B.
hypocalcaemia
C.
neuroleptic malignant syndrome
D.
MH
E.
Hypothermia
A
Anaesthetic management of the Prader-Willi syndrome
Great care should be directed towards perioperative fluid and electrolyte balance, hepatic function and nutrition, especially in patients following intestinal bypass procedures [3]. The tendency
of PWS patients to utilize circulating glucose to manufacture fat should prompt blood glucose
monitoring at regular intervals.
Prader– Willi syndrome Mental retardation, severe obesity, polyphagia, dental caries, muscle hypotonia, short stature, hypogonadism, CVS anomalies, arrhythmias, altered thermoregulation,
convulsions. Difficult venous access, blood glucose should be maintained IV during fasting, perioperative respiratory problems may occur. 197
. Oxford Handbook of Anaesthesia (Oxford Medical Handbooks) (p. 312). OUP Oxford. Kindle
Edition.
Diabetes is common in PWS (~25%) and hypoglycemia often develops perisurgically in those
with PWS even in the absence of diabetes due to impaired lipolysis and gluconeogenesis, so
blood glucose needs to frequently monitored.
ALSO
Abnormalities of thermoregulation in PWS can result in either hyper- or hypothermia perisurgically.

https://sites.google.com/site/pwsdots/Home/research-notes-pws/surgery-anesthesia-in-pws

Which is not a possible complication of a dural puncture:
A. Subdural haemorrhage
B. Cranial nerve palsy
C. Seizures
D. Encephalitis
E. Cortical vein thrombosis
D
BJA postpartum headache Dx and Mx
Headaches normally occur in the first 72 h after dural puncture. Patients complain of a
frontal or occipital headache, characterized by its postural component. The severity increases on sitting
or standing, coughing or straining, and improves on lying down.
Associated symptoms include: neck stiffness, nausea, vomiting, visual disturbances, photophobia
and auditory symptoms, such as hearing loss, hypacusis, and tinnitus. In severe cases, cranial
nerve palsy of the abducens nerve may occur as this is susceptible to traction when CSF
volumes are low.
several cases of cortical vein thrombosis have been associated with PDPH, possibly secondary
to cerebral vasodilatation after cerebrospinal fluid (CSF) leak and prolonged dehydration.
More than 50 cases, including those in the present report, on the development of subdural
hematoma after spinal anesthesia have been published
Postdural puncture subdural hematoma or postdural puncture headache?: two cases report
After dural puncture, the continued loss of cerebrospinal ¯uid (CSF) leads to decreased volume
and pressure of the CSF compartment.1 This can cause a downward pulling or stretching of the
intracranial contents as a result of the negative spinal±cranial pressure gradient. Cranial nerves,
vessels, dura and brain parenchyma may be injured bystretching, leading to complications such
as sixth nerve palsy, seizures,2 subdural haematoma3 4 and, very rarely, subarachnoid
haemorrhage.
Unexplained ®tting in three parturients suffering from postdural puncture headache
BJA 2002
You suspect anaphylaxis. When do you take tryptases (hrs)?
A. Immediately, 4, 12

B. 2, 4, 24
C. 1, 4, 24
D. immediately, 6, 24
E. 1, 6, 24
C
Serum tryptase levels are recommended to be collected at 1, 4 and 24 hours
ANZCA Perioperative Anaphylaxis Management Guidelines
An acute elevation of serum tryptase level is supportive of the diagnosis of perioperative anaphylaxis75 . The peak level is usually reached 15-120 minutes after onset of the reaction. The tryptase level declines slowly within the following 3-6 hours. The biological half-life for tryptase is
approximately two hours. The return to baseline level can be measured 24 hours after the reaction76 .
Patient had a MRI brain and showed sagging brain. Patient has severe headache. Neurologist wants you to do the blood patch to treat patient.
A. Perform a LP to measure the pressure
B. Do the blood patch at the lumber level
C. Refuse to do epidural blood patch
D. Do a CT / MRI / myelogram and find the level of the leak and do blood patch at that level
E. Do a CT / MRI / myelogram and do blood patch lumbar level
D
Spontaneous intracranial hypotension
Efficacy of radiologic targeting vs blind blood patch
Methods: Between January 1999 and December 2009, 56 patients who were diagnosed with SIH
received either a targeted or blind EBP. The efficacies of targeted and blind EBPs were evaluated
based on degree and duration of symptom relief and on the need for repeat EBP.
Results: Fifty-six patients (23 men and 33 women; mean age, 39.6 years; age range, 22–69
years) were included in this study. Thirty-one patients received EBP that targeted CSF leak segments, and 25 received a blind EBP because primary CSF leak sites were not identified (19 patients via a lumbar epidural route, mainly the L 3–4 level, regardless of primary CSF leak site,
and 6 patients via upper thoracic epidural spaces, mainly the T4–6 level). In the 31 patients who
received a targeted EBP, 27 (87.1%) exhibited clinical improvement after first administration. In contrast, 13 of the 25 patients (52%) who received a blind EBP via a lumbar or upper thoracic epidural route achieved complete recovery. Targeted EBPs were more effective
than blind EBPs for the treatment of SIH (p < 0.05).
Conclusions: EBPs targeting CSF leaks can be safely placed under fluoroscopic guidance in patients with SIH and are more likely to be effective than blindly placed EB

A CF patient is undergoing a CPET study what is the BORG scale used for:
A. VO2 max
B. Oxygen consumption
C. Lactate threshold
D. Subjective exertional scale
E. CO2 production
D
Borg Scale of Perceived Exertion
How you might describe
your exertion

Borg rating of your exertion

Examples
(for most adults <65 years
old)

None

6

Reading a book, watching
television

Very, very light

7 to 8

Tying shoes

Very light

9 to 10

Chores like folding clothes
that seem to take little effort

Fairly light

11 to 12

Walking through the grocery
store or other activities that
require some effort but not
enough to speed up your
breathing

Somewhat hard

13 to 14

Brisk walking or other activities that require moderate
effort and speed your heart
rate and breathing but don’t
make you out of breath

Hard

15 to 16

Bicycling, swimming, or
other activities that take vigorous effort and get the heart
pounding and make breathing very fast

Very hard

17 to 18

The highest level of activity
you can sustain

Very, very hard

19 to 20

A finishing kick in a race or
other burst of activity that
you can’t maintain for long

F.

The use of early dialysis in patient with severe sepsis and AKI demonstrated:
A. Decreased mortality
B. No difference
C. Decreased ICU time
D. Decrease in patient time
E. Increased mortality
B
iNEJM 2018 Timing of Renal-Replacement Therapy in Patients with Acute Kidney Injury
and Sepsis
In a multicenter, randomized, controlled trial, we assigned patients with early-stage septic shock
who had severe acute kidney injury at the failure stage of the risk, injury, failure, loss, and endstage kidney disease (RIFLE) classification system but without life-threatening complications
related to acute kidney injury to receive renal-replacement therapy either within 12 hours after
documentation of failure-stage acute kidney injury (early strategy) or after a delay of 48 hours if
renal recovery had not occurred (delayed strategy)
The primary outcome was death at 90 days.

RESULTS
The trial was stopped early for futility after the second planned interim analysis. A total of 488
patients underwent randomization; there were no significant between-group differences in the
characteristics at baseline. Among the 477 patients for whom follow-up data at 90 days were
available, 58% of the patients in the early-strategy group (138 of 239 patients) and 54% in the
delayed-strategy group (128 of 238 patients) had died (P=0.38). In the delayed-strategy group,
38% (93 patients) did not receive renal-replacement therapy. Criteria for emergency renal-replacement therapy were met in 17% of the patients in the delayed-strategy group (41 patients).
CONCLUSIONS
Among patients with septic shock who had severe acute kidney injury, there was no significant difference in overall mortality at 90 days between patients who were assigned to an
early strategy for the initiation of renal-replacement therapy and those who were assigned
to a delayed strategy. (Funded by the French Ministry of Health; IDEAL-ICU ClinicalTrials.gov number, NCT01682590. opens in new tab.)
The delayed strategy resulted in a significantly larger number of days free of renal-replacement
therapy (median days, 16; interquartile range, 2 to 28) than the early strategy (median days, 12;
interquartile range, 1 to 25) (P=0.006). There were no significant differences between the groups
in the other secondary outcomes, namely mortality at 28 days and 180 days, number of days free
of mechanical ventilation and vasopressors, and length of ICU and hospital stay
What does the following flow volume loop show?

i.
ii.
iii.
iv.
v.

Variable intrathoracic lesion
Fixed extrathoracic lesion
Fixed intrathoracic lesion
Chest wall restriction
Variable extrathoracic lesion

Variable intrathoracic lesion
Intrathoracic - on exp, insp and exp = fixed

https://www.uptodate.com/contents/flow-volume-loops#H2901925363

55yo guy in AF, no medical history, normal examination, BP and glucose all normal. Long
term management?
A.
aspirin
B.
dabigatran
C.
no anticoagulation
D.
warfarin
E.
rivaroxaban
C no anticoagulation
https://www.mdcalc.com/cha2ds2-vasc-score-atrial-fibrillation-stroke-risk
CCF
HTN
Age <65 , 65-74, >75
DM
Stroke/TIA/Thromboembolism
Vascular disease
Sex -female

Aortic pressure wave with LV pressure wave. What is the diagnosis?

a.
b.
c.
d.
e.

Aortic regurg
aortic Stenosis
HOCM
Mitral regurg
Normal

Aortic regurg
wide pulse pressure + no dicrotic notch
AS = slurred upstroke
HOCM = rabbit ears, double peak

Where does a Blalock Tausig shunt go between?
a.
SVC to right pulmonary
b.
subclavian artery to right pulmonary
c.
IVC and SVC to right pulmonary
d.
SVC to main pulmonary
b subclav to pulm

Please interpret the following blood gas for a patient coming from ED:
pH7.2
PCo2 60
P02 80
Hco3 18
A.
B.
C.
D.
E.

Respiratory acidosis only
Metabolic acidosis only
Mixed with primary respiratory acidosis
Mixed with primary metabolic acidosis
Respiratory with metabolic compensation

Unsure? Combined

Acidosis

Alkalosis

Acute

1

2

Chronic

3

4

Patient with signs of retrobubar haematoma (proptosis). How does a lateral canthotomy
work?
Allow globe to continue to swell
Drain blood from behind eyeball
allow the eye to proptose
allow the eye to proptose

Which of the following drugs has the LEAST effect on thrombin time?
A.
bivalirudin
B.
dabigatran
C.
heparin
D.
enoxaparin
E.
warfarin
E

warfarin

https://www.uptodate.com/contents/clinical-use-of-coagulation-tests
Thrombin time (TT) — The thrombin time (TT) measures the final step of coagulation, the conversion of fibrinogen to fibrin.
● Anticoagulants – Heparin, LMW heparin, and direct thrombin inhibitors (eg, bivalirudin
or argatroban) will prolong the TT. In contrast, oral direct Xa inhibitors, danaparoid,
fondaparinux, and warfarin do not prolong the thrombin time.

What happens to renal blood flow with an infrarenal aortic cross clamp?
A.
Increase by 20%
B.
Increase by 40%
C.
No Change
D.
Decrease by 20%
E.
decrease by 40%
E Decrease by 40%
https://www.ncbi.nlm.nih.gov/pubmed/6486501 - Effects of infrarenal aortic cross-clamping on
renal hemodynamics in humans.

ANZCA During (2012-2014) - what was the commonest cause of anaesthetic death?
A. Aspiration
B. Myocardial infarction
C. Inability to oxygenate and ventilate
D. Stroke
E.
anaphylaxis
Anaphylaxis

http://www.anzca.edu.au/documents/mortalityreport_2012-2014-high-res.pdf
Anaphylaxis 7, aspiration 6, cardiac Arrest 6, Aiwary related problem 2, stroke 2

A patient has a frontal DSA performed, where is the aneurysm?
A.
B.
C.
D.
E.

Anterior communicating artery
middle cerebral artery
Posterior communicating artery
Basilar artery
Vertebral artery

B Middle cerebral

Example picture I found

When comparing TAVI to SAVR which complication is lower in the TAVi group:
A. Perivalvular leak
B. Heart block
C. Vascular injury
D. Reintervention rates
E. gradient across valve
E gradient across valve
Ans: PARTNER2
https://www.nejm.org/doi/full/10.1056/NEJMoa1514616
‘TAVR resulted in larger aortic-valve areas than did surgery and also resulted in lower rates of
acute kidney injury, severe bleeding, and new-onset atrial fibrillation; surgery resulted in fewer
major vascular complications and less paravalvular aortic regurgitation.’

Congenital diaphragmatic hernia, best option for best outcome?
A.
Operate first 6hrs
B.
lung protective ventilation strategies
C.
High frequency ventilation
D.
Thorascopic surgical approach
B lung protective ventilation
first 6 hours? Timing - much debate, little consensus
Lung protective works
HFV - No proven mortality benefit
Thoracoscopic no proven mortality benefit
https://bjaed.org/article/S2058-5349(18)30013-1/fulltext#sec7.2

Regarding NSAIDs in pregnancy:
A.
Not safe
B.
Safe in 1st trimester
C.
Safe in 3rd trimester
D.
Should not be used after 48hours to delivery
E.
Safe outside of 1st trimester and up to 48hrs prior to delivery in third trimester
A Not safe
https://academic.oup.com/bjaed/article/6/2/83/305409#3994968
‘Non-steroidal anti-inflammatory drugs should be avoided, because of the risk of premature closure of the ductus arteriosus.’
https://www.uptodate.com/contents/safety-of-rheumatic-disease-medication-use-during-pregnancy-and-lactation?sectionName=NSAIDs&topicRef=7991&anchor=H7&source=see_link#H7
‘Risk from NSAID use during the first trimester cannot be excluded but appears low. NSAIDs
should not be used beyond the end of the second trimester. From the third trimester on, we suggest avoiding the use of NSAIDs altogether because of the risk of premature closure of the
ductus arteriosus’

After anterior cervical spinal surgery patient has difficulty breathing, what is the most
common complication?
A.
Aspiration
B.
RLN injury
C.
oedema
D.
Phrenic nerve injury
E.
Haematoma
C oedema
https://academic.oup.com/bjaed/article/7/3/81/307531#4050124
‘Some degree of airway obstruction is not uncommon after anterior cervical surgery. It is sometimes because of a haematoma, but in many cases it is because of tissue swelling.’
On lung ultrasound, absence of B-lines (comet tails) suggests:
A. Interstitial fluid
B. ?
C. Normal lung
D. Pulmonary Oedema
E. Pleural effusion

C Normal lung
Pneumothorax would also be correct

Lung B-line artefacts and their use: The normal lung is characterized by the absence, or presence
of very few BLA (less than three per field of view).

BJA: The absence of B lines can reassure that fluid will not be detrimental to gas exchange.
Their presence should, in most circumstances, dissuade you from giving further fluid. B lines appear with interstitial oedema (before alveolar oedema). It has been proposed that the appearance
of B lines be the stopping point when giving a fluid challenge with B lines corresponding to the
flat portion of the Starling curve.8 B lines will disappear with treatment of pulmonary oedema
“the features of a pneumothorax are abolished sliding, absence of B lines, absence of the lung
pulse, and presence of the lung point”
Which of the following nerves does not supply the breast?
A. Thoracodorsal nerve
B. Lateral pectoral nerve
C. Anterior intercostal nerves
D. Posterior intercostal nerves
E. Supraclavicular nerve
D posterior intercostal- supply skin over scapula and lat dorsi

The innervation of the breast is supplied mainly by the anterior branches of the 4th, 5th and 6th
intercostal nerves which arise from the thoracic spinal nerves (T4-6). The apex of the axilla is

supplied by the intercostobrachialis nerve; this is a cutaneous branch of the second intercostal
nerve (T2). The pectoral major and minor muscles are innervated by the lateral pectoral nerve
(C5-7) and medial pectoral nerve (C8-T1). The long thoracic nerve (C5-7) supplies the serratus
anterior muscle. The thoracodorsal nerve (C6-8) supplies latissimus dorsi and this is relevant for
more extensive procedures.

A patient has previously had a rash to penicillin, which of the following antibiotics in most
appropriate?
A. Cephazolin
B. Ceftriaxone
C. Teicoplanin
D. Ciprofloxain
E. Vancomycin
A Cephazolin
A 30 year old woman with metastatic colorectal cancer presents with an acutely obstructed
bowel and delirium. There is talk about doing a laparotomy. The patient cannot consent.
She has an Advanced Health Directive which states she does not wish to have surgical intervention that may prolong her life. Which of the following is true?
A. Surgery can proceed with a court order
B. Surgery can proceed with family / NOK consent
C. Surgery can proceed with medical superintendent authority
D. Surgery can proceed if two medical practitioners agree it’s in her best interest
E. Surgery cannot proceed
E Cannot proceed.
I spent a bit of time looking this up... it seems you are only allowed to ignore an advance directive if: A Change in Circumstances (eg change in the personal situation of the adult (for example in relation to religious faith) or a change due to advances in medical science), B Intention
To Revoke Advance Directive (but hasnt gotten around to changing the document), C Uncertainty (about directive) or D Contrary to Good Medical Practice (eg ‘reasonable grounds to believe that a direction in an [advance directive] is … inconsistent with good medical practice’)
https://law.unimelb.edu.au/__data/assets/pdf_file/0011/1707950/30_1_7.pdf (324 pages!)
If, after careful consideration of all the circumstances, a doctor decides not to follow a patient’s AHD, a second opinion must be sought from another senior doctor or consultant.
Meticulous and thorough record-keeping will be required in these circumstances. Utmost care
should be taken in this area because, while the law does offer some protections for not following

the directions in a valid AHD, 65 there are risks if doctors choose not to do so. Generally, doctors are protected in circumstances where: they act in reliance on an AHD without
knowledge of its invalidity; or they act without knowledge of the existence of an AHD; or
they fail to act in accordance with an AHD that is uncertain, inconsistent with good medical practice or that they otherwise consider is inappropriate due to circumstances changing since the directive was made. Therefore, a doctor does not have to follow an AHD if: a
direction to withhold or withdraw life-sustaining measures is inconsistent with good medical practice; or the patient is not sufficiently ill and there are directions to withhold and
withdraw lifesustaining measures; or a direction is uncertain (although an attorney4
may need to be consulted if one was appointed under the AHD); or circumstances have
changed to the extent that the direction/s does not apply (for example, medical advances
mean the direction should not be acted upon). According to Queensland law, “…in those circumstances a health professional will not be liable for failing to comply with the Directive. The
health professional will therefore need some other form of authority to determine treatment, for
example, by obtaining consent from the substitute decision-maker to provide or withhold treatment.”
The Sepsis 3 definition of septic shock is sepsis plus:
A. MAP <55mmHg and Lactate >3.0mmol/L despite fluid resus
B. MAP <55mmHg and Lactate >2.0mmol/L despite fluid resus
C. MAP <65mmHg and Lactate >3.0mmol/L despite fluid resus
D. MAP <65mmHg and Lactate >2.0mmol/L despite fluid resus
E. MAP <65mmHg and Lactate >1.0mmol/L despite fluid resus
D, although technically definition is NEEDING VASOPRESSORS for > 65 with lactate > 2
LIFTL:
 Septic shock clinical criteria: Sepsis and (despite adequate volume resuscitation) both of:

Persistent hypotension requiring vasopressors to maintain MAP greater than or equal to 65
mm Hg, and

Lactate greater than or equal to 2 mmol/L

 With these criteria, hospital mortality is in excess of 40%

What is the normal GH response to a glucose load?
A. Initially increases then normalises
B. Initially decreases then normalises
C. Initially increases and stays elevated
D. Initially decreases then stays decreased
E. No response
B
Following oral glucose administration in humans, a transient suppression of plasma GH levels
for 2–3 h is observed followed by a delayed rise occurring at 3–5 h post glucose ingestion
There is evidence that oral glucose (OG) administration affects GH secretion, initially decreasing
and subsequently stimulating GH secretion
In a pre-eclamptic patient, which of the following does not result from magnesium?
A. Decreased risk of seizures
B. Decreased hyperreflexia
C. Decreased risk of cardiac failure
D.
E. Decreased blood pressure
? C - definitely does A B and E

A 35 year old lady acutely injures her arm. She presents to ED and reports it is painful to light
touch. This is:
A.
Dyasthesia
B.
Allodynia
C.
Hyperalgesia
D.
Hyperasthesia
E.
Paresthesia
Allodynia - triggering of a pain response from stimuli which do not normally provoke pain
dysesthesia an abnormal unpleasant sensation felt when touched, caused by damage to peripheral nerves.
Paresthesia (or paraesthesia) is an abnormal dermal sensation (e.g., a tingling, pricking, chilling,
burning, or numb sensation on the skin) with no apparent physical cause
hyperasthesia -excessive physical sensitivity, especially of the skin.

You induce a patient with 2mg/kg propofol and 1mg/kg rocuronium. You are then unable to
bag mask ventilate or ventilate via LMA despite repeated attempts. You’ve had multiple attempts at intubation but get a Grade IV view. What do you do next?
A. Give sugammadex 16mg/kg
B. Call an ENT surgeon for assistance
C. Perform a cricothyroidotomy
D Try videolaryngoscopy with a CMAC
D Video
Vortex - 3 attempts + game changer (CMAC, equipment failure, muscle relaxation, other clinician, ENT)
Regarding propofol concentrations in a burns patient:
A. Increased due to
B. Increased due to increased CO
C. Decreased due to increased volume of distribution
D. Decreased due to
E. Decreased due to increased blood flow and metabolism
? poorly remembered.
Increased amounts needed due to: increased VD, increased clearance (increased cardiac output,
increased hepatic blood flow)
There is a large increase in volume of distribution and clearance in the burned patients compared to
controls. Increased Cl in burns is most likely related to the increased Cl resulting from increased hepatic blood flow. The increased total Vd suggests a body composition shift due to intravenous fluid
replacement, tissue edema and loss of drug through burn wounds. The similar t1/2 reflects the interplay of Vd and Cl. Since propofol clearance is in the range of hepatic blood flow, the difference probably can be explained by the increased cardiac output in the burned patients. Because of the increased Cl and Vd of drug, the initial bolus dose and maintenance infusion may have to be increased in burned patients, provided pharmacodynamic sensitivity is unaltered.
https://journals.lww.com/ejanaesthesiology/Fulltext/2006/06001/Propofol_clearance_is_altered_in_major_burns_.747.aspx

You are going on world aid missions with a isoflurane vaporizor and other gear. (The vaporizer has a maximum dial percentage of 5% for isoflurane – this information wasn’t
given in the question). If you were to fill it with sevoflurane instead, what is the approximate maximum % of sevoflurane you could deliver. (Sevo SVP 160mmHg, Iso 240mmHg)
i.
1%
ii.
3%
iii. 5%
iv.
7.5%
v.
9%
3%
Ans – 160/240 x 5 = 3
Cell salvage – leukodepletion filters do not protect against?
B. Vernix
C. Alpha fetoprotein
D. Foetal RBC
E. Amniotic fluid
F. Foetal squamous cell
Foetal RBC
Transport cylinder. Water capacity 2L. Pressure gauge reads 150 Bar. Flows - O2
10L/min – longest it can last?
F.
15min
G.
30 min
H.
45min
I. 60min
J. 2hrs
30min
Ans: P1V1 = P2V2 2 x 150 / 1 (atm)= 300L
What is the make up of Plasmalyte?
A. Na 140 K 4 Mg 1 Ca 1.5 Acetate 23 Lactate 27
B. Na 140 K 5 Mg 1.5 Ca 1.5 Acetate 27 Lactate 0
C. Na 140 K 4 Mg 1.5 Ca 1.5 Acetate 24 Lactate 0
D. Na 129 K 5 Mg 1 Ca 1.5 Acetate 0 Lactate 26
E. Na 129 K 4 Mg 1 Ca 1.5 Acetate 0 Lactate 0

? B is closest
Ans: Na 140 K5 Cl 98 Mg 1.5 acetate 27 Lactate 0 gluconate 23 Osm 295 Ca 0)
(hartmanns osm 275 Ca 2.0 Mg 0 Na 129 K 5 Cl 109
115. ? year old male on digoxin 125mcg daily for AF having ?surgery. Bronchospasm post
induction so given salbutamol via ETT successfully.
Shortly thereafter in AF with rapid ventricular rate (or just ‘tachycardic’) rate of 120bpm BP
90/60mmHg with EtCO2 40mmHg. What do you use to treat?
A. Amiodarone 150mg over 20 minutes then 0.5-1mg/minute
B. Digoxin 500microg over 20 minutes
C. External synchronised cardioversion at ?50J
D. Metoprolol ** dose
E. Esmolol ** dose
Not sure of answer, ? amiodarone vs. esmolol
2014 AHA AF Guidelines:
● “Intravenous administration of a beta blocker or non- dihydropyridine calcium channel
blocker is recommended to slow the ventricular heart rate in the acute setting in patients
without pre-excitation. In hemodynamically unstable patients, electrical cardioversion is
indicated”
● Doses:
○ Metoprolol 2.5–5.0 mg IV bolus over 2 min; up to 3 doses
○ Esmolol 500 mcg/kg IV bolus over 1 min, then 50–300 mcg/kg/min IV
○ Amiodarone 300 mg IV over 1 h, then 10–50 mg/h over 24 h
116. Where is the correct position for a CVC on CXR?
A. Two vertebrae level above carina
B. One vertebrae level above carina
C. At level of carina
D. One vertebrae level below carina
E. Two vertebrae level below carina
All references seem to mention CVC should be either at or just above level of carina.
117. A 29 year old otherwise fit healthy man has the following anaesthetic:
Propofol 180mg / Rocuronium 50mg / Cephazolin 2g / Morphine 8mg
Immediately after he develops tachycardia, hypotension, red rash on chest and lip swelling.
Initial blood results:
Tryptase at 1 hour
321
>11
Tryptase at 3 hours
58
>11
RAST Morphine
29
>15
Serum IgE
88
<300

A. IgE mediated anaphylaxis to Cephazolin
B. IgE mediated anaphylaxis to Morphine
C. IgE mediated anaphylaxis to Rocuronium
D. Opioid induced histamine release
E. Mastocytosis
C. IgE mediated anaphylaxis to Rocuronium
B. Anesthesia and Analgesia 2003- “The morphine radio-immunoassay (RIA) has been
found to be more sensitive than muscle-relaxant RIA for the detection of IgE antibodies
to muscle relaxants”
F. ANZAAG Allergy Testing guidelines:
a. “There are a number of sIgE tests that detect antibodies to the quaternary ammonium group found on NMBAs. They have a variety of names such as morphine,
pholcodine, suxamethonium and rocuronium sIgEs. It is important to note that a
positive morphine sIgE test is a marker of antibodies to the quaternary ammonium
component of NMBAs and should not be interpreted to indicate hypersensitivity
to morphine.”
G. Allergy.org.au
a. “Significant allergic disease can occur in the absence of an elevated IgE or eosinophilia”
118. Splitting of the second heart sound during inspiration can occur in:
A. AR
B. Pulmonary stenosis
C. HOCM
D. LBBB
E. LVH
B. Pul stenosis
Split during inspiration normal
Wide split in inspiration: pulmonary stenosis, RBBB
Split during expiration: AS, HOCM, LBBB
Single S2: Severe AR, AS
119. What is the outcome for early use of tranexamic acid in trauma patients?
A. No change in all cause mortality, no change in transfusion rates
B. No change in all cause mortality, decreased transfusion rates

C. Decreased all cause mortality, no change in transfusion rates
D. Decreased mortality from bleeding but not all cause, no change in transfusion rates
E. Decreased mortality of all cause, decreased transfusion rates
Decreased mortality of all cause, no change in transfusion rates
CRASH-2:
Primary outcome: death in hospital within 4 weeks of injury
b. Significant reduction in intervention group
Secondary outcomes: no significant difference in intervention and control groups
a. Receipt of a blood-products transfusion
b. Surgical intervention
c. Occurrence of vascular occlusive episodes (stroke, myocardial infarction, pulmonary
embolism, clinical evidence of deep vein thrombosis)
d. Unit of blood products transfused
e. Dependency at hospital discharge or at day 28 if still in hospital
120. During endovascular repair of an aneurysm the proceduralist expresses concern about
rupturing the aneurysm. Each of the following could be part of your management except?
a. Mannitol
b. Protamine
c. Mild induction of hypotension
d. Immediately transfer to theatre
e. Continue coiling
Immediately transfer to theatre
BJA 2008:
F. The goals are to increase coagulability by reversing heparin, decrease bleeding by lowering blood pressure (to the level before the bleed), control ICP with hyperventilation,
head elevation, steroids and osmotic agents, control seizures, and initiate cerebral protection. Once the bleeding is controlled, the pressure may be raised to check for leaks. Usually, the coiling continues; rarely, a ventriculostomy may be required. If the coiling is
unsuccessful, a rescue craniotomy and clipping will be required. Management may also
involve performance of CT scans and subsequent transfer to ICU.
UpToDate:
G. “Allow permissive hypertension. Aim for a CPP 50 to 70 mmHg if an ICP monitor is in
place or MAP >90 mmHg without ICP monitoring; administer vasopressors as necessary
to increase BP. We prefer to use a titrated norepinephrine infusion in this setting.”
H. Administer mannitol 0.25 to 1g/kg and/or hypertonic saline (ie, 100 mL of 3% sodium
chloride [NaCl] or 30 mL of 23.4% NaCl), repeated if necessary, aiming for serum sodium of ≤155 mmol/L or serum osmolality >320 mmol/L.

Dental damage risk to be determined in your department. 100 cases reviewed, zero cases of
dental damage. What is the 95% confidence interval?
A. 0/100
B. 1/100
C. 3/100
D. 5/100
E. 9/100
C 3/100.
wikipedia ‘rule of threes’

What does this ECG show?

A. Viral myocarditis
B. HOCM
C. Acute inferior ischemia
D.
E.
Looks like Wellen’s, hard to tell if this is real exam ECG and also only 3 options remembered
What is the estimated RVSP? CVP is 5mmHg (Picture had velocity of 3/ms)
A. 39mmHg

B. 41 mmHg
C. 45 mmHg
D. 50mmHg
E. 61 mmHg
RVSP = 4v2 + CVP
=4X9+5
=41
Other Not Numbered Questions Recalled:
4 year old having a tracheostomy – what structure is most likely to be damaged?
A. Brachiocephalic vein
B. Phrenic nerve
C. Vagus nerve
D. Vertebral artery
E. Thoracic duct
Repeated question, no reference for answer
Which of the following is associated with increased risk of AFE?
A. LSCS
B. Induction of labour
C. Oxytocin infusion
D. Forceps delivery
F. UpToDate:
- “most frequently cited risk factors for AFE appear to be cesarean delivery, instrumental vaginal delivery, placental abnormalities (previa, abruption, accreta), and
preeclampsia/eclampsia”
G. BJA:
-

“There are no proven risk factors. However, the following appear to be associated
with a higher risk of developing AFE: advanced maternal age; multiparity; meconium stained liquor; intrauterine fetal death; polyhydramnios; strong frequent or
tetanic uterine contractions; maternal history of allergy or atopy; chorioamnionitis; microsomia; uterine rupture; and placenta accreta.”

When performing a breast block, what structure is marked X?
A. Pectoralis Minor

B. Latissimus Dorsi
C. Serratus Anterior
D. Pectoralis Major
E.
Need the image, learn the anatomy

CXR in PACU for desaturation.
A. Left lower lobe collapse
B. Normal X-Ray
C. Left pneumothorax
Need the XR
41. WHO essential services criteria (ie procedure that is indication of provision…) Bellwether
Procedure
A. Manual Removal of Placenta
B. Laparotomy
C. Cleft Palate
D. Skin Grafts
E. Cataracts
B
Individual working group participants nominated 22 essential conditions and came to a consensus around obstetric emergency, acute abdomen, and open fractures as potential bellwether conditions. The group proposed that the surgical treatment of these three conditions by caesarean
delivery, laparotomy, and open fracture fixation, respectively, should be performed at firstlevel hospitals and could function as bellwether procedures to predict the ability to perform other
essential surgical procedures
https://link.springer.com/article/10.1007%2Fs00268-016-3614-y
42. When using ROTEM, the APTEM relates to:
A.Clotting factors
B. Hypofibrinoginaemia
C. Direct thrombin inhibition
D. Decreased platelets
E. Fibrinolysis

E
APTEM excludes fibrinolysis. This test uses aprotinin to inhibiting fibrinolytic proteins. It is
otherwise identical to EXTEM. A shortened CT and a higher MCF in an APTEM test (compared
to EXTEM) suggests that hyperfibrinolysis is taking place (i.e. the clot forms faster and stronger
in the presence of fibrinolysis inhibitor such as aprotinin). In such a situation, one might reach
for the tranexamic acid.
https://derangedphysiology.com/main/required-reading/haematology-and-oncology/Chapter%201.2.0.1/intepretation-abnormal-rotem-data
43. Where is the tip of this PICC line?
A. Azygous Vein
B. Coronary Sinus
C. RA
D. LA
E. SVC
A

https://radiopaedia.org/images/15849818

44. Which block has the highest chance of a paralysed hemidiaphgram?
A. Interscalene
B. Suprclavicular
C. Infraclavicular
D. Axillary
E. Cervical
A
Interscalene block side effects
Definition
An ipsilateral phrenic nerve block occurs in almost 100% and leads to a 25% reduction in
pulmonary function. This procedure is therefore contraindicated in anyone with respiratory insufficiency or a contralateral nerve palsy. Risk of pneumothorax is remote but real. Recurrent
laryngeal nerve is occasionally blocked as well, and this can lead to hoarseness and complete
airway obstruction in patients with an existing vocal cord palsy (thus ask about hoarseness or
previous neck surgery). Slight caudad direction of the needle reduces the risk of accidental epidural, subarachnoid, or vertebral artery injection. Meticulous aspiration is a requirement. As
with all peripheral nerve blocks, permanent neurologic injury is possible, but rare
https://www.openanesthesia.org/interscalene_block_side_effects/
111. 69 year old lady has a right heart catheter for new onset dyspoea. PCWP 10mmHg.
[Waveform showing PAP 74/28 consistently throughout cycle]
What is the most likely diagnosis?
A. Aortic Stenosis
B. Mitral Regurgitation
C. Mitral Stenosis
D. Pulmonary Embolism

E. Emphysema
?D
The mean PCWP is approximately 0–5 mmHg lower than the pulmonary artery diastolic pressure, unless there is increased pulmonary vascular resistance.
 Normal pulmonary arterial pressure in a person living at sea level has a mean value of 12-16
mm Hg.
 Pulmonary hypertension is present when mean pulmonary artery pressure exceeds 25 mm Hg
at rest or 30 mm Hg with exercise.
Severity of pulmonary hypertension (mPAP)
Mild = 25-40mmHg
Moderate = 41-55mmHg
Severe = > 55mmHg
https://litfl.com/pulmonary-hypertension-echocardiography/
112. Post scoliosis repair, decreased movement in legs bilaterally with decreased pain and temperature sensation. Spared proprioception and vibration sense. What is at fault?
A. Posterior spinal arteries
B. Anterior spinal arteries
C. Epidural haematoma
D. Misplaced pedicle screw
E. Lateral cord syndrome
B
https://canadiem.org/a-boring-guide-to-spinal-cord-syndromes/
The dorsal column-medial lemniscal pathway (DCML) carries the sensory modalities of fine
touch (tactile sensation), vibration and proprioception.
The anterolateral system consists of two separate tracts:
 Anterior spinothalamic tract – carries the sensory modalities of crude touch and pressure.
 Lateral spinothalamic tract – carries the sensory modalities of pain and temperature.
Anterior spinal artery syndrome (also known as "anterior spinal cord syndrome") is syndrome
caused by ischemia of the anterior spinal artery, resulting in loss of function of the anterior twothirds of the spinal cord. The region affected includes the descending corticospinal tract, ascending spinothalamic tract, and autonomic fibers. It is characterized by a corresponding loss of motor function, loss of pain and temperature sensation, and hypotension.
113. Which tooth is most commonly damaged in anaesthesia practise
F. Right middle maxillary incisor
G. Left middle maxillary incisor

H. Left middle mandibular incisor
I. Right middle mandibular incisor
J. Right second mandibular molar
B
Direct laryngoscopy is implicated in 50–75% of all cases of dental injury. Maxillary incisors
are the most commonly injured under GA. Representing 50% of cases, they are particularly
prone to fracture, being small-rooted, of narrow cross-sectional area with a slight anterior
axis.11 The left central maxillary incisor is most vulnerable to damage from the flange of the
laryngoscope blade if used as a fulcrum, usually when attempting to improve the view during a difficult intubation. It is important, therefore, to avoid blade-to-tooth contact or transmission of any oblique or vertical forces through the incisors and canines. The posterior teeth are injured less frequently, being wider, multiple-rooted, and generally remote from laryngoscope positioning. Contact with the right third molar during laryngoscope insertion is the most common
mechanism for posterior dental injury.
BJA - Dental knowledge for anaesthetists
114. Which of the following drugs does not decrease mortality in heart failure?
A. ACE inhibitiors
B. Beta Blockers
C. Angiotension Receptor Blockers
D. Spironolactone
E. Digoxin
E
Oxford
Medical management •Diuretics reduce peripheral and pulmonary congestion. Aldosterone antagonists (spironolactone, eplerenone) reduce mortality when used in conjunction with
ACE inhibitors in patients with severe heart failure (ejection fraction (EF) < 25%). •Vasodilators decrease preload and afterload. ACE inhibitors, and to a lesser extent ARBs, improve
survival. Hydralazine plus a nitrate may be used in patients who are intolerant of ACE inhibitors
and ARBs. •β-blockers (carvedilol, bisoprolol) are indicated to reduce HR and myocardial
O2 demand. Studies show improved survival, but cardiological input is required. •Inotropes:
digoxin improves symptoms and may be used to control the ventricular rate of atrial fibrillation
(AF) or in patients in sinus rhythm with severe or worsening heart failure. •Anticoagulation: indicated for AF and for those with a history of thromboembolism, LV aneurysm, or with evidence
of intracardiac thrombus on echocardiography, to reduce the risk of thromboembolic events.
. Oxford Handbook of Anaesthesia (Oxford Medical Handbooks) (p. 43). OUP Oxford. Kindle
Edition.
2. ECG shown - just the V5 trace from this exact picture. What is the cause?

A.
B.
C.
D.
E.

Hypothermia
Hypocalcaemia
Hypomagnesaemia
Hyponatraemia
Hypothyroid

https://litfl.com/hypothermia-ecg-library/
Osborn Wave (J Wave) Overview
The Osborn wave (J wave) is a positive deflection at the J point (negative in aVR and V1). It is
usually most prominent in the precordial leads
Hypothermia may produce the following ECG abnormalities:







Bradyarrhythmias (see below)
Osborne Waves (= J waves)
Prolonged PR, QRS and QT intervals
Shivering artefact
Ventricular ectopics
Cardiac arrest due to VT, VF or asystole

3. Thirteen year old boy playing sport collapses, sweaty, abdominal pain, headache,

palpitations, and hyperglycemic. What is the most likely cause?
A. Phaeochromocytoma
B. Insulinoma
C. Hyperthyroidism
D. Hypothyroidism
E. Carcinoid syndrome
A phaeo
Phaeochromocytomas are catecholamine-secreting tumours of the adrenal medulla
Phaeochromocytomas may present with a classic symptom triad of headache, palpitations, and
sweating. Hypertension is present in around 90% of cases, although it is paroxysmal in 35–50%
of these.
Other non-specific presentations include anxiety, lethargy, nausea, weight loss, hyperglycaemia,
and tremor. Abdominal pain may result from bowel ischaemia due to excessive vasoconstriction.
Visual disturbance may develop from papilloedema induced by malignant hypertension. Half of
phaeochromocytomas are diagnosed incidentally on abdominal imaging for an unrelated indication

4.
A.
B.
C.
D.
E.

What is the incidence of CMV transmission as a result of blood transfusion?
65-85 per million
650-850 per million
6.5-8.5 per thousand
65-85 per thousand
6.5-8.5 per million

D
Real answer with leukodepleted standard RBCs (ie not specifically CMV screened) is
2.1 to 2.5% https://www.nzblood.co.nz/assets/Transfusion-Medicine/PDFs/NZBSPOLICY-ON-THE-PROVISION- OF-CMV-ANTIBODY-NEGATI-VE-BLOODCOMPONENTS-111P067.pdf
https://www.ncbi.nlm.nih.gov/pubmed/19912585 this study gives 6.5% which
would be 65 per thousand, but don't know where the upper limit of 85/thousand
comes from.

The risk of TT-CMV reported by Wu et al was 6.5 % (95% CI 1% -18%) per transfusion recipient (3 cases of probable TT-CMV were reported in this study although not confirmed from
donor follow up)
I. PFTs - Low FEV1, Normal DLCO, Normal Lung volumes ? Didn't give a FEV/FVC
a. Asthma

J.
a.
b.
c.
d.
e.

Esmolol metabolism
Plasma esterases
Red cell esterases
Pseudocholinesterase
Hoffman degradation
Hepatic metabolism

B red cell esterases

7.

Patient is hypotensive in recovery with an echo short axis mid papillary view
(not the exact same pic - I think it was showing a dilated RV) What is the most
likely diagnosis?

A. Myocardial ischaemia
B. Pulmonary embolus

C.
D.
E.
F.

Cardiac tamponade
Pneumothorax
Hypovolaemia (might have been volume overload)
Massive right pleural effusion

? PE from the description- if showing dilated RV.
8.

A
.
B
.
C
.
D
.
E
.

You do an audit on dental damage in 100 patients, with zero events. What is the upper
limit of the 95% confidence interval for dental damage?
0/100
1/100
3/100
5/100
7/100

Apparently C is right https://en.wikipedia.org/wiki/Rule_of_three_(statistics)
rule of three states that if a certain event did not occur in a sample with n subjects, the interval from 0 to 3/n is a 95% confidence interval for the rate of occurrences in the population.
When n is greater than 30, this is a good approximation of results from more sensitive tests.
For example, a pain-relief drug is tested on 1500 human subjects, and no adverse event is recorded. From the rule of three, it can be concluded with 95% confidence that fewer than 1 person in 500 (or 3/1500) will experience an adverse event.
The rule of three applies well beyond medical research, to any trial done n times. If 300 parachutes are randomly tested and all open successfully, then it is concluded with 95% confidence that fewer than 1 in 100 parachutes with the same characteristics (3/300) will fail. [1]
ECT - when to terminate a prolonged seizure - definitely no 180 second option
A 60 seconds
B 90 seconds
C 120 seconds
D 150 seconds
A
oxford ” if the seizure lasts longer than 60 seconds it should be terminated eg with
PPF titrated to response”
Gases - old lad vomiting post bowel surgery, metabolic alkalosis, normal renal
function - what is the best treatment option?
A Acetozolamide
B Normal saline and KCL replacement
?
Once acetazolamide inhibits carbonic anhydrase, sodium, bicarbonate, and chloride get excreted rather than reabsorbed; this also leads to the excretion of excess water. The clinical result is a decrease in blood pressure, decreased intracranial pressure, and decreased intraocular
pressure.
Hyperthyroidism – cardiac effects
A. decreased CO
B. increased PVR
C. increased DBP
D. decreased SVR
D decreased SVR
uptodate: Thyroid hormone has important effects on cardiac muscle, the peripheral circulation, and the sympathetic nervous system that alter cardiovascular hemodynamics in a predictable way in patients with hyperthyroidism. The main changes are [1]:
●Increases in heart rate, cardiac contractility, systolic and mean pulmonary artery pressure,
cardiac output, diastolic relaxation, and myocardial oxygen consumption
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●Reductions in systemic vascular resistance and diastolic pressure

Anaphylaxis in a 4 year old. Dose of adrenaline

A 50mcg
B 100mcg
C 150mcg
D 300
E 500
C 150
<6=150
6-12=300
http://www.anzaag.com/Docs/PDF/Management%
20Guidelines/Paediatric_Immediate_Management_Card_2016.pdf
What are the ANZCA fasting guidelines for children under 6
months old?
A 2 hour breast milk, up to 3ml/kg clear fluids up to 1 hour
B 3 hour breast milk, up to 3ml/kg clear fluids up
to 1 hour
C 4 hour breast milk, up to 3ml/kg clear fluids up
to 1 hour
D ? hour breast milk, unlimited clear fluids up to 2 hour
http://www.anzca.edu.au/documents/ps07-2008-recommendations-for-the-pre-anaesthesia.pdf
Tranexamic acid in cardiac surgery is associated with
Increased seizures
Lower mortality
Reduce or increase stroke
Increased thromboembolic events
https://www.thebottomline.org.uk/summaries/pom/atacas-txa/

A:A gradient calculation. On 0.4 oxygen via rebreather mask, PaCO2 was 48, PaO2 was 135
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60
90
110
260
300
PAO2 = 0.4(760 - 47) - (48 ÷ 0.8) = 225
225 - 135 = 90
Dabigatran blocks what ?
Thrombin
Cannot recall any of the distractors
ICU patient, critically unwell for 2 weeks, extubated after ETT in for 2 weeks, over 6 hours
has decline in respiratory function, is reintubated with propofol 80mg, fentanyl 100mcg, and
suxamethonium 100mg, then 2 minutes later has cardiac arrest with asystole. ACLS done,
adrenaline given and CPR. What is next treatment?
Calcium chloride 1g
Normal saline 500mL
Amiodarone (150 or 300mg?) over 10 minutes
External pacing
Answer: Calcium chloride 1g
Critical illness myopathy → extrajunctional Ach → hyperkalaemic arrest
From LITFL:
ECG changes (potentiated by
K.
L.
M.
N.
O.
P.

Na+/Ca2+ and

H+):

Peaked T waves
Widened QRS
↑ PR interval, loss of p wave
Loss of R wave amplitude
ST depression
Sine wave then VF Asystole

What is the dose of hydrocortisone that has an equivalent glucocorticoid effect to
8mg of dexamethasone?
12mg
25mg
50mg
100mg
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200mg
Answer: 8mg Dexamethasone = 200mg Hydrocortisone

What is the nerve? Was pointing at the lateral femoral cutaneous nerve (or maybe
the genitofemoral nerve, either way just know them all) -> this was pointing to
the lateral femoral cutaneous nerve in the exam (I remember it had L2/3 nerve
roots)
Genitofemoral
Lateral femoral cutaneous nerve
Obturator
Ilioinguinal

Iliohypogastric
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Ventilator trace showing three waveforms of flow, volume, and pressure with time on the x
axis on all three (cannot find a similar picture). Pressure was reaching 35cmH 2O, volume
was reaching 500mL, and pressure was positive, but did not seem to have PEEP on
Circuit leak
Patient triggered breath
Gas trapping (might have been flow limitation)
Obstructive disease
ARDS
Answer: ??

A 100kg man has suffered 30% burns 2 hours ago. What is the rate to infuse
crystalloid resuscitation fluids over the next 6 hours?
500mL/h
750mL/h
1000mL/h
1250mL/h
1500mL/h
Answer: 750ml/hr
Victoria Burns Service states 3-4ml/kg Modified Parkland Formula for adult burns >20%
TBSA.
Fluid resuscitation = 100 x 30 x 4 = 12,000 ml
½ in first 8 hours = 6000ml = 750ml/hr over next 8 hours.
ATLS 10th Edition states 2ml/kg CSL instead with “one-half of the total fluid is provided in
the first 8 hours after the burn injury”. Just to confuse things more, ATLS 9th Edition states
that fluid rates should not be based on the time of the actual injury.
Fluid resuscitation should aim for UO >0.5ml/kr/hr (adults) or UO >1ml/kg/hr (children
<30kg).

Depends if you stick with 4mL/kg/TBSA or switch to 2mL/kg/TBSA as per
ATLS 10th edition that references the American Burn Association recent decrease to prevent over resuscitation.
Auckland people seem to recall this specifically said ELECTRICAL
BURNS > which means it is 4mL/kg/%TBSA
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Young man for Tonsillectomy from a low socioeconomic area with previous
rheumatic fever. What is the appropriate management?
Do nothing
Amoxicillin 2g or ampicillin
Amoxicillin 2g or ampicillin and metronidazole 500mg Cefazolin 2g
Cefazolin 2g and metronidazole 500mg
Answer: Do nothing
From The Australian guideline for prevention, diagnosis and management of acute rheumatic
fever and rheumatic heart disease (2nd edition) on www.rhdaustralia.org.au
Individuals with a history of ARF, but no valvular damage, do not require antibiotic prophylaxis. Those already receiving penicillin for secondary prophylaxis should be offered a different antibiotic for prophylaxis of endocarditis.

New antiemetic. PONV with new drug is 20% and PONV with placebo is 25%. What is the
NNT?
1
5
20
25
50

Answer: 20
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NNT = 1 / Absolute Risk Reduction
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Inserting a PA catheter, then lots of blood coming up the endotracheal tube, what do you do?
Pull back 2cm and insert DLT
Remove the PA catheter, insert a bronchial blocker
Remove the PA catheter
Wedge the PA catheter
Answer: Pull back PAC 2cm and insert DLT (or BB)

From Miller's chapter 66
From LITFL:
MANAGEMENT
Goals
C. prevent further pulmonary haemorrhage
D. stop bleeding
E. resuscitate
Call for help
K. ICU consultant
L. anaesthetist/ OT
M. cardiothoracic surgeon
N. interventional radiology
Resuscitation
H. A
-

may have to be emergently intubated if not already

I. B
-

FiO2 1.0

-

controlled ventilation

-

if able to recognize which lung is haemorrhaging may be able to perform lung
isolation (insert single lumen tube into unaffected side, exchange for a double
lumen tube or use bronchial blocker with bronchoscopic assistance)

-

apply PEEP to tamponade wound

-

large bore IV cannulae, fluids, blood products, inotropes

J. C

Specific therapy
H. Lay the patient ruptured side down
I. withdraw pulmonary catheter 2-3 cm with balloon down then refloat PAC with balloon inflated to occlude pulmonary artery (to try to tamponade bleeding)
J. stop antiplatelet agents and anticoagulants
K. give reversal agents:
— protamine for heparin
— platelets for anti-platelet agents
L. give blood products as indicated by FBC, coags and clinical state
M. interventions
— angiogram or bronchoscopy to isolate pulmonary vessel involved
— if bleeding doesn’t settle will require lobectomy

Patients on warfarin with critical bleeding who are reversed with prothrombinex
are often given a unit of FFP because prothrombinex has low levels of
Factor 2
Factor 5
Factor 7
Factor 9
Factor 10
Answer: Factor 7
https://www.nzblood.co.nz/assets/Transfusion-Medicine/PDFs/Transfusion-Medicine- Handbook-2016.pdf
Prothrombinex®-VF is a human prothrombin complex concentrate (PCC) containing
factors II, IX and X together with only low levels of factor VII. The use of fresh fro-

zen plasma should therefore be considered as a source of factor VII in life-threatening or critical organ bleeding.
Which product has useful levels of von willebrand factor in it?
Recombinant factor 8
Cryoprecipitate
Platelets
Recombinant factor 7a
?FFP ?prothrombinex
Answer: ??Cryo – depends on type of factor 8 available.
The plasma derived factor 8 concentrates from human donation does have
von Willebrand factor but the recombinant factor 8 does not.
Cryoprecipitate also has vWF as does FFP
https://transfusion.com.au/transfusion_practice/haemostasis_management/bleeding_disorders
https://transfusion.com.au/blood_products/fractionated_plasma/factor_concentrates

Safe to give prophylactic dose clexane how many hours after removing epidural
catheter?
2 hours
4 hours
6 hours
12 hours
24 hours
Answer: 4 hours

100kg patient paralysed with rocuronium. What is the dose of sugammadex to reverse with PTC of 2 and TOFC 0
1mg/kg
2mg/kg
4mg/kg
8mg/kg
16mg/kg
Answer: 4mg/kg
https://www.medsafe.govt.nz/profs/datasheet/b/bridioninj.pdf A dose of 4.0 mg/kg
sugammadex is recommended if recovery has reached 1 – 2 post-tetanic counts (PTC)
following rocuronium- or vecuronium-induced blockade.
2mg/kg for TOFC ≥ 2

Post op (transphenoidal pituitary surgery) patient. Cause of low Na, low urinary
Na other findings
SIADH

Cerebral salt
wasting
Diabetes insipidus
Answer: Diabetes insipidus
Can occur in up to 50% of patients. Managed with Desmopressin (Oxford Handbook)

Pre op bloods on a patient before a hip replacement surgery, in addition to a full blood count,
what additional blood tests are recommended to reduce the risk of perioperative blood transfusion
Iron studies, CRP, renal function
Iron studies, coagulation studies
Liver and renal function
CRP, coagulation studies
Iron studies
Answer: ?? Iron Studies, CRP, renal function
https://www.blood.gov.au/pbm-module-2

Time to peak effect of intramuscular suxamethonium
1 min
2 min
4 mins
8min

Definitely no 3 minute option as previously remembered
Answer: 2 min or 4 min
Most sources state 2-3mins onset

A size 9 single lumen tube is closest in external diameter to what size double lumen
tube?
27 French
35 French
37 French
39 French
41 French
37.
9 (for endotracheal tubes) refers to internal diameter. The outer diameter of the portex size 9
is 12.2mm.
“In the French measurement scale, each unit is equivalent to 0.33mm in outer diameter. For
example, a 5Fr catheter will have an OD of 1.65mm (5x0.33). French size and OD are directly related, the smaller the French size, the smaller the OD”

Return of spinal reflexes after an acute spinal cord injury
<24 hours
1-3 days
3-7 days
28-40 days
365 days
1-3 days

BJA: Spinal shock is the loss of reflexes below the level of SCI resulting in the clinical signs
of flaccid areflexia and is usually combined with hypotension of neurogenic shock. There is a
gradual return of reflex activity when the reflex arcs below redevelop, often resulting in spasticity, and autonomic hyperreflexia. This is a complex process and a recent four-phase classification to spinal shock has been postulated: areflexia (Days 0–1), initial reflex return (Days
1–3), early hyperreflexia (Days 4–28), and late hyperreflexia (1–12 months)
Oxford: •The initial phase: very short (minutes) period of intense neuronal discharge caused
by direct cord stimulation. This leads to extreme hypertension and arrhythmias, with risk of
LV failure, MI, and pulmonary oedema. Steroid usage in acute spinal cord injury remains
controversial. If used, steroids must be given within 8hr of injury, in high dosage (e.g. 30mg/
kg of methylprednisolone) •Spinal shock follows rapidly and is characterized by hypotension
and bradycardia due to loss of sympathetic tone. It is commonest after high cord lesions
(above T7). There is associated loss of muscle tone and reflexes below the level of the lesion.
Vagal parasympathetic tone continues unopposed, causing profound bradycardia or asystole— especially on tracheal suction/ intubation. This phase may last from 3d to 8wk. Paralytic ileus is common •Reflex phase: as neuronal ‘rewiring’ occurs, efferent sympathetic
discharge returns, along with muscle tone and reflexes.
What are the haemodynamics you would expect in an untreated preeclamptic woman at
37 weeks with BP 165/90
Increased cardiac output, increased systemic vascular resistance
Increased cardiac output, decreased systemic vascular resistance
Normal cardiac output, increased systemic vascular resistance
Normal cardiac output, decreased systemic vascular resistance
Decreased cardiac output, increased systemic vascular resistance
increased CO decreased PVR
Compared with healthy control pregnancies, women with preeclampsia had higher cardiac
output Z scores (1.87 ± 1.35; P = .0001) and lower peripheral vascular resistance Z scores (–
0.76 ± 0.89; P = .025);

A women with severe pulmonary hypertension presents for her elective caesarean at 38 weeks. As part of her anaesthetic management it is most important to:
Avoid nitrous oxide
Avoid dropping the SVR
Avoid epidural analgesia/anaesthesia
Avoid tachycardia
Avoid nitrous oxide
Multiple sources state to avoid nitrous, however avoiding sympathetic stimulation (tachycardia) and avoiding dropping SVR would be sensible.

Current Opinion in Anaesthesia- Anaesthesia for Pregnant Women with Pulmonary Hypertension June 2016:
N. If the patient is allowed to labor, pain-induced catecholamine release must be avoided
and adequate pain control by continuous epidural or combined spinal-epidural analgesia must be achieved early in labor. Nitrous oxide has to be strictly avoided because
of pulmonary vasoconstrictive effects.
BJA Education- Adult Congenital Heart Disease and Pregnancy 2018:
O. PH is best managed in an expert centre. Patients should continue with vasodilator
therapy and may require fluid and salt restriction if they develop right heart failure.
Labour and vaginal delivery is generally avoided; CO in PH is dependent on preload,
which may be critically reduced by Valsalva manoeuvres associated with expulsive
efforts. Furthermore, labour induced pain, hypoxia, hypercarbia, and acidosis can increase pulmonary vascular resistance (PVR). Therefore, the Pulmonary Vascular Research Institute recommends CS as the optimal mode of delivery, under titrated regional anaesthesia, i.e. epidural or combined spinal-epidural anaesthesia as described
below. General anaesthesia (GA) should be avoided as all induction and inhalational
agents, except etomidate, reduce right ventricular contractility, and PVR is increased
in response to laryngoscopy and by positive pressure ventilation.

For an awake fibreoptic intubation blocking the superior laryngeal nerve is most helpful for:
Blocking sensation above the larynx
Paralyses the cricothyroid muscle
Paralyses a different muscle
Paralyses a third muscle
Paralyse cricothyroid
wiki: The cricothyroid muscles are innervated by the superior laryngeal nerve. All other intrinsic laryngeal muscles are innervated by the recurrent laryngeal nerve.

Obese women tells you she was unexpectedly admitted to ICU and ventilated for 3 days
after a routine gynae procedure last time she got a GA. What finding would most support a diagnosis of obesity hypoventilation syndrome?
AHI > 5

STOP Bang > 3
Resting PaCO2 > 45

PaCO2 > 45
oxford: •OHS is at the severe end-stage of OSA in obese patients, characterized by diurnal
variation in ventilation and a PaCO2 > 5.9kPa (45mmHg)
Sensitivity to CO2 is reduced due to loss of central drive, leading to hypoventilation •O2 consumption is increased by
The backboard of an anaesthetic machine is on fire, what is the best way to put it out?
CO2
Fire blanket
Wet chemical
powder Foam
Water
CO2
BJA
water: wood, paper, textile, solid material
CO2: liquid, electrical
Foam: wood, paper, textile, liquid
dry powder: wood, paper, textile, liquid, electrical
wet chemical: wood, paper, textile and cooking media fires

When is the greatest risk of rebleeding after SAH?
7-10 days
11-14 days
1-3 days
4-6 days
Was day 0-1 an option?
Alternatively: 1-3, 3-5, 5-7, 7-10, 10-14 days
1-3
BJA 2013: The risk of re-bleeding is greatest immediately after the initial haemorrhage, with
rates of 5–10% within the first 72 h.4 It is higher in females and in those with poor clinical
grade, larger aneurysms, and sentinel bleeds.2,

Which opioid has the greatest risk of causing seizures?
Alfentanil
Methadone
Remifentanil
Fentanyl
Morphine
Alfentanil.
uptodate:
Disadvantages — In addition to the potential adverse effects of most opioids, a major disadvantage for alfentanil is focal activation of the cerebral cortex in susceptible patients, which
produces seizure-like electrical activity that can be identified with electroencephalogram
(EEG) monitoring. Thus, alfentanil is avoided in patients with risk factors for seizures.

What is the most common cause of airway complications after cervical spine surgery
Oedema
Haematoma
Recurrent laryngeal nerve palsy
? oedema (trying to interpret ‘many cases’ and ‘sometimes’...)
BJA: Some degree of airway obstruction is not uncommon after anterior cervical surgery. It
is sometimes because of a haematoma, but in many cases it is because of tissue swelling.
It usually presents within 6 h, but can occur later. Airway obstruction is particularly likely after combined anterior–posterior cervical surgery.1
blue book 2017: The aetiology of UAO differs from that of airway compromise seen after

thyroid or carotid surgery. Haematoma formation and cerebrospinal fluid leak are potential
complications of CSS that usually present early in the postoperative period, whereas upper
airway obstruction most commonly develops in the late postoperative period (days rather than
hours). UAO occurs because of prevertebral tissue swelling that evolves late in the postoperative course. The danger is that the onset can be insidious in a ward environment, leading to
late recognition and limited availability of practitioners with airway expertise12. Development of prevertebral oedema has been implicated in several near misses and deaths, which
became the sentinel events that stimulated creation of departmental protocols to safely manage these patients postoperatively9 .
All can happen as a result of a post dural puncture headache except (repeat)
Encephalitis
Dural venous thrombosis (or cortical venous
thrombosis)
Subdural haematoma
Seizure
Encephalitis
BJA postpartum headache Dx and Mx
Headaches normally occur in the first 72 h after dural puncture. Patients complain
of a frontal or occipital headache, characterized by its postural component. The severity increases
on sitting or standing, coughing or straining, and improves on lying down.
Associated symptoms include: neck stiffness, nausea, vomiting, visual disturbances, photophobia and auditory symptoms, such as hearing loss, hypacusis, and tinnitus. In severe cases,
cranial nerve palsy of the abducens nerve may occur as this is susceptible to traction
when CSF volumes are low.
several cases of cortical vein thrombosis have been associated with PDPH, possibly secondary to cerebral vasodilatation after cerebrospinal fluid (CSF) leak and prolonged dehydration.
More than 50 cases, including those in the present report, on the development of subdural hematoma after spinal anesthesia have been published
Postdural puncture subdural hematoma or postdural puncture headache?: two cases report
After dural puncture, the continued loss of cerebrospinal ¯uid (CSF) leads to decreased volume and pressure of the CSF compartment.1 This can cause a downward pulling or stretching
of the intracranial contents as a result of the negative spinal±cranial pressure gradient. Cranial
nerves, vessels, dura and brain parenchyma may be injured bystretching, leading to complications such as sixth nerve palsy, seizures,2 subdural haematoma3 4 and, very rarely, subarachnoid haemorrhage.
Unexplained ®tting in three parturients suffering from postdural puncture headache
BJA 2002
In anaesthesia response surface modelling (pharmacodynamics) is used to show

Drug vs chance as cause of effect
Something about a single drug
Dose window of 2 drugs
(I went with an option about combo of 2 drugs and the probability of a response??)
For a given response the combined effect of 2 drugs
ALT:. Analysis of the response on patients as the drug concentration is increased??
B. Analysis of the effect of 2 drugs on patients??
C. Titrating the effect of 2 drugs until the effective dose is achieved??
? comparing effects of multiple drugs together
options regarding single drug effect, or combined effect of two drugs, or drugs effect on each
other
“ RSMs have been used for predicting patient responses, estimating wake up time, pinpointing the optimal drug concentration, guide therapy with respect to patient's wellbeing, and aid in procedures that require rapid patient arousal... usually work with two
drugs, but three-drug models can be constructed at the expense of greatly increasing the
complexity.”
Currently, RSMs have been used for predicting patient responses, estimating wake up
time, pinpointing the optimal drug concentration, guide therapy with respect to patient's well-being, and aid in procedures that require rapid patient arousal
Response surface holds the complete package of isobolograms and concentration effect
curves in one equation for a given endpoint, e.g., loss of response to laryngoscopy. As a pharmacodynamic tool, RSM helps anesthesiologists guide their drug therapy by navigating the
surface. We reviewed the most commonly used models: (1) the Greco model; (2) Reduced
Greco model; (3) Minto model; and (4) the Hierarchy models. Each one has its unique concept and strengths. These models served as groundwork for researchers to modify the formula
to fit their drug of interest. RSM usually work with two drugs, but three-drug models can
be constructed at the expense of greatly increasing the complexity.
Response surfaces can describe anesthetic interactions, even those between agonists, partial
agonists, competitive antagonists, and inverse agonists. Application of response-surface
methodology permits characterization of the full concentration-response relation and therefore can be used to develop practical guidelines for optimal drug dosing.
d. The application of response-surface m
ethodology to the study of drug interactions has
the potential to overcome the limitations of these models. We proposed a flexible model for
drug interactions, which describes the full relation between the concentrations of two or three
drugs and drug effect. We illustrated our new model using previously published data and
showed that this model can also describe differing types of interaction between an agonist, a
partial agonist, a competitive antagonist, and an inverse agonist. Application of response-surface methodology permits characterization of the full concentration–response relation and
therefore can be used to develop practical guidelines for optimal drug dosing.
What are the minimum PACU nurse to patient ratios?
1 nurse for each patient that has not regained airway reflexes, 1 nurse for 2 awake
patients who have regained airway reflexes

1 nurse for each patient that has not regained airway reflexes, 1 nurse for 3 awake
patients who have regained airway reflexes
1 nurse for each patient that has not regained airway reflexes, 1 nurse for 4 awake
patients who have regained airway reflexes
1 nurse for 2 patients that have not regained airway reflexes, 1 nurse for 2 awake
patients who have regained airway reflexes
1 nurse for 2 patients that have not regained airway reflexes, 1 nurse for 3 awake
patients who have regained airway reflexes

?? 1:1 asleep, 1:2 awake?
PS04: A one-to-one nurse-to-patient ratio is adequate for an uncomplicated, unconscious patient.
A two-to-one ratio (or higher) is often needed during the initial reception phase, for example
when the patient requires airway support, assisted ventilation or is critically ill, unstable or
complicated. The additional health professional may be the escorting operating room nurse
or anaesthetist who must remain until the patient’s condition is stable
you need a subscription to get in to the college of periop nursing statement (fuckers)
All of the following are indications for hyperbaric oxygen therapy in carbon monoxide
poisoning except
Carboxyhaemoglobin of 10%
Other poisonings making assessment difficult
Pregnancy
Myocardial infarction
Decreased GCS

COHb of 10%.
Oxford says up to 15% is normal in smokers.

You want to position the tip of a PICC at the cavoatrial junction in an adult. On a chest
xray this corresponds to:
1 vertebral level above the carina
At the level of the carina
1 vertebral level below the carina
2 vertebral level below the carina

ans: 2 vertebral levels below the carina

radiopedia: There are a variety of methods to estimate the position of the cavoatrial junction
on chest radiographs: two vertebral body levels below the level of the carina 2,
What is most suggestive of or consistent with propofol infusion syndrome?
Bradycardia
Rhabdomyolysis
Hyperlipidaemia
Hepatomegaly
Respiratory depression

Bradycardia

Propofol infusion syndrome.
AU
Kam PC, Cardone D
SO
Anaesthesia. 2007;62(7):690.
The clinical features of propofol infusion syndrome (PRIS) are acute refractory
bradycardia leading to asystole, in the presence of one or more of the following:
metabolic acidosis (base deficit>10 mmol.l(-1)), rhabdomyolysis, hyperlipidaemia,
and enlarged or fatty liver.
Patient having an ankle ORIF. On metoprolol for hypertension. Induced with propofol
100mg, fentanyl 100mcg, and suxamethonium 100mg. Arrests on induction. Has had multiple
adrenaline boluses and infusion started, remains severely hypotensive with peak airway pressures of 30cmH2O. What is the next step in management?
More adrenaline / increase adrenaline infusion
IV glucagon 1-5mg
IV promethazine
Salbutamol 5mg nebulised
IV steroid

? Glucagon most appropriate option? hard without exact wording of what exactly has been
done in terms of adrenaline doses, fluids etc

ANZAAG resource cards:
Adult Recommendations Noradrenaline Infusion 3 – 40 mcg/min (0.05 - 0.5 mcg/kg/min)
and/or Vasopressin bolus 1- 2 units then 2 units per hour If neither available use either Metaraminol or Phenylephrine Infusion Glucagon 1- 2 mg I.V. every 5 min until response Draw
up and administer I.V. (Counteract β blockers)

Shoulder block, post op has lateral and proximal numbness of upper arm, unable to abduct
past 15 degrees, flat shoulder sign. Which nerve is damaged?
Axillary
Supraspinous
Musculocutaneous
Infrascapular

Axillary

 The axillary nerve is most commonly damaged by direct trauma to the shoulder or proximal

humerus. Common mechanisms of injury include fracture of the humeral surgical neck,
shoulder dislocation or iatrogenic injury during shoulder surgery.
 Motor functions – the deltoid and teres minor muscles will be affected, rendering the patient unable to abduct the affected limb.
 Sensory functions – the upper lateral cutaneous nerve of arm will be affected, resulting in
loss of sensation over the inferior deltoid (‘regimental badge area’).
 Characteristic clinical signs – in long standing cases, the paralysed deltoid muscle atrophies, giving the shoulder a flattened appearance, and the greater tuberosity can be palpated
in that area.

Which lobe of the lung is split into medial and lateral segments?
Right upper
Right lower
Left lingula
Right middle
Left upper

Right middle
https://radiopaedia.org/articles/bronchopulmonary-segmental-anatomy-1
Right lung
The right lung is subdivided into three lobes with ten segments. The notation in brackets refers to the Boyden classification of bronchi.
right upper lobe: apical segment (B1 posterior segment (B2) anterior segment (B3)
right middle lobe (or more correctly - just middle lobe) lateral segment (B4) medial segment
(B5)
right lower lobe superior segment (B6) medial segment (B7) anterior segment (B8) lateral
segment (B9)
posterior segment (B10)
Left lung
The left lung is subdivided into two lobes and thereby, into eight segments. The notation in
brackets refers to the Boyden classification of bronchi.
left upper lobe apicoposterior segment (B1/2) anterior segment (B3) superior lingular segment (B4)
inferior lingular segment (B5)

left lower lobe superior segment (B6) anteromedial segment (B8) lateral segment (B9) posterior segment (B10)
Useful mnemonic to remember the bronchopulmonary segments are:
A PALM Seed Makes Another Little Palm (right lung)
ASIA ALPS (left lung)

What is the most common complication on ECMO?
Bleeding
Thrombosis
Infection

Bleeding

BJA article:
Haemorrhage and infection are the two main complications related to ECMO. Most patients require continuous anticoagulation and more than 50% of them will suffer at least
one haemorrhagic complication. Half of these relate to the cannulation site and it is hoped
that the development of new cannulae will reduce this risk. Arterial cannulation is related to
higher risk of bleeding. Haemorrhage can occur in any organ, with intracranial bleeding being
the most devastating. Improvement in heparin-bounding techniques and other materials allows interruption of systemic anticoagulation, sometimes for some days. The pathogenesis of
thromboembolism during ECMO is multifactorial (i.e. blood activation after contact with foreign surfaces, blood stasis in the cardiac chambers and the systemic veins, and disseminated
intravascular coagulation). Thrombus in the circuit can affect the function of the pump or the
oxygenator. In VA-ECMO, it can lead to stroke or leg ischaemia. Interruption of blood flow
distally to a femoral arterial cannula is a major issue that can be prevented by the insertion of
a small cannula distally to the main cannula that allows part of the flow to be directed to the
leg. ECMO management includes close coagulation monitoring, ensuring the best possible
balance in coagulation homeostasis.
Infective complications can be related to the indwelling lines, access sites, or primary pathology. Strict aseptic handling of lines is required.
ECMO circuit failure or breakage may lead to catastrophic failure, but this is unusual as long

as all components are secure. Bedside staffs are trained to check the circuit integrity regularly
to prevent problems and to react promptly in the case of acute failure. Cannula displacement
or malposition is a major issue as this affects blood flow and ECMO efficiency.

What is the dose of bicarbonate in cardiac arrest as recommended by the resuscitation council
(did not include TCA overdose this time)

50mmol
100mmol
150mmol

? 1mmol/kg

ANZCOR: 1mmol/kg, is initially given over 2-3 minutes, then as guided by arterial blood
gases.
Consider administration for: • Hyperkalaemia • Treatment of documented metabolic acidosis
• Overdose with tricyclic antidepressants • Protracted arrest (greater than 15 mins).

Which is not a side effect of SGLT2 inhibitors?
Euglycaemic ketoacidosis
Hypoglycaemia
Glucosuria

Hypoglycaemia
“Importantly for safety, the efficacy of SGLT2 inhibitors to increase urinary glucose excretion attenuates at lower plasma glucose levels, thereby accounting for their reduced risk of
causing hypoglycemia”

How long does it take for the immune function to return to normal after cessation of smoking?
1 week
4 weeks
6 weeks
6 months

6 months
“Immune function is significantly recovered by 6 months after quitting smoking”

http://www.anzca.edu.au/documents/ps12-2013-guidelines-on-smoking-as-related-to-the.pdf

What is the corrected QTc for someone with QT interval of 420 ms at a rate of 60bpm?
360ms
380ms
420 ms
460 ms
480 ms

420
Bazett Formula: QTc = QT interval / √ (RR interval)
rate of 60 = RR of 1
surely any other HR or QT correction formula would be too tricky to calculate in an MCQ?

What is the normal PR interval on ECG?
0.1-0.2
0.12-0.2
Various other values

0.12-0.2
LITFL the normal PR interval is between 120 – 200 ms (0.12-0.20s) in duration (three to five
small squares).

A 20 year old man has trauma to the head. What is the systolic pressure you would aim for?
(mmHg)
90
100
110
120
130

110mmHg
https://braintrauma.org/uploads/13/06/Guidelines_for_Management_of_Severe_TBI_4th_Edition.pdf “Maintaining SBP at ≥100 mm Hg for patients 50 to 69 years old
or at ≥110 mm Hg or above for patients 15 to 49 or over 70 years old may be considered
to decrease mortality and improve outcomes”

A patient taking rivaroxaban has it stopped for a neuraxial procedure. What is the minimum
time required before the maintenance dose can be restarted?
Immediately
After 6 hours
After 24 hours
After 5 days
You should not recommence it

After 6 hours - ASRA coags App
“at least 6 hours. AVOID with indwelling catheters”

A patient has a tibial fracture and develops Compartment syndrome. He has foot
drop, some calf weakness, and loss of sensation between the big toe and 2nd toe.
Which compartment is likely to be affected?
F. Anterior – deep peroneal (dec sen web space + foot drop)
G. Lateral – superficial peroneal (inability to evert + sens dorsum apart from webspace 1st and second toe)
H. Posterior – tibial n (calf weakness)
I. Deep posterior – tibial n (calf weakness)
Ans: blue book 2013 pg 117

CXR 1 hour post trauma what is the most likely cause of the following
A.
Pneumothorax
B.
Pulmonary haemorrhage
C.
Pulmonary contusion
D.
Haemothorax
E.
Pulmonary odema

Which cardiac condition has the “highest mortality” in pregnancy?
A.
HOCM with hypertrophied septum
B.
Bicuspid AV with significantly dilated aortic root
C.
Severe MR
D.
PDA
E.
Fontan Circulation

https://bjaed.org/article/S2058-5349(17)30180-4/fulltext#sec6.1

Patient for eye block. Average axial length as determined by ultrasound?
A.
20mm
B.
23mm
C.
26mm
D.
29mm
E.
32mm
(no peribulbar with axial length > 26mm)
BJA 2005 (20-25mm) https://academic.oup.com/bjaed/article/5/3/93/278707
BJA 2017 (25mm) https://academic.oup.com/bjaed/article/17/7/221/3800526
Airway device in this picture?

A. Arndt bronchial blocker (wire loop on end)
B. Cohen bronchial blocker (deflecting tip using torque control)

C. Microlaryngoscopy tube
D. Hunsaker tube (jet ventilation tube with stylet and basket on end)
E. Parker Flex tip ETT (flexible, curved and tapered tip which is meant to facilitate
atraumatic intubation. downward facing bevelled opening at the tip and a Murphy
eye on each side.)

What is the warm ischaemic time for the lungs for transplant?
A.
30mins
B.
45mins
C.
60mins
D.
90mins
E.
120mins
If warm ischaemic time exceeds 30 minutes for liver and pancreas, 60 minutes for kidneys, and 90 minutes for lungs, organ
donation may not proceed.

DonateLife Australia (DCD guidelines) 2010
https://donatelife.gov.au/sites/default/files/DCD%20protocol%20020311-0e4e2c3d2ef5-4dff-b7ef-af63d0bf6a8a-1.PDF

The RELIEF Trial showed that a liberal fluid strategy compared to a restrictive fluid
strategy resulted in?
A.
Decreased acute kidney injury
B.
Increased mortality
C.
Decreased mortality
D.
No difference in wound infection
E.
Increased bowel anastomosis breakdown
RELIEF (Summary from The Bottom Line)
P. In patients at increased risk for complications while undergoing elective major abdominal surgery, a restrictive fluid regimen was not associated with a higher rate of
disability-free survival than a liberal fluid regimen 1 year after surgery
Q. However, the restrictive regimen was associated with a higher rate of acute kidney
injury

What is the axis of this ECG:

A.
B.
C.
D.
E.

-75
-45
0
45
90

Female 32 weeks pregnant (also remembered as 35wks). AST 400, INR 2.1 (alternative 2.3). Most likely diagnosis?
A. Acute cholestasis of pregnancy (obstructive LFTS)
B. HELLP syndrome (thrombocytopaenia, raised transaminases, LDH >600)
C. Cholelithiasis (obstructive LFTS)
D. Acute fatty liver of pregnancy
E. Hyperemesis gravidarum
F.
Ans: Swansea criteria AFL; tennessee criteria HELLP
https://www.anaesthesiauk.com/Documents/191%20Acute%20fatty%20liver%20of%20pregnancy.pdf

Which is the most effective in treating neuropathic pain (lowest NNT)?
F. Gabapentin 6.3
G. Venlafaxine 6.4
H. Pregabalin (7.7)
I. Tramadol (4.7)
J. Methadone ?
Duloxetine 6.4
BJA neuropathic pain 2018: https://bjaed.org/article/S2058-5349(18)30073-8/pdf

Which of the following agents has the least impact on environment?
A. nitrous oxide
B. sevoflurane
C. desflurane
D. Isoflurane
E. Xenon
Volatiles worst for greenshouse gases Des>iso>Sevo
N20 worsened iso/sevo by 290-590%
http://www.anzca.edu.au/documents/ps64-statement-on-environmental-sustainability-(1).pdf

BJA 2003 (Xenon) https://academic.oup.com/bja/article/91/5/709/253403
Environmentally safe

A patient with severe depression is taking moclobemide. What is the best way to
anaesthetise this patient to minimize risk?
A.
Sevo, pethidine, phenylephrine
B.
Propofol, fentanyl, ephidrine
C.
Propofol fentanyl, metaraminol
D.
Sevo morphine phenylephrine
E.
sevo, fentanyl, metariminol
Moclobemide = reversible MAO-I, risk hypertensive crisis with indirect sympathomimetics, also risk serotonin syndrome
BJA 2010 Anaesthetic implications of psychoactive drugs
https://academic.oup.com/bjaed/article/10/6/177/299579#3877972

Which of the following is least likely to prevent agitation after ECT
A. Low dose propofol post seizure
B. Low dose midazolam post seizure
C. Premedication with dexmedetomidine
D. Premedication with olanzapine
E. Induction with remifentanil

39. Which anaesthetic agent invalidates the OCP
A. Sugammadex
B. Rocuronium
C. Sevoflurane embolic
D. Dexamethasone
E. Flucloxacillin
UpToDate: Estrogen Derivatives (Contraceptive): Sugammadex may decrease the serum concentration of Estrogen Derivatives (Contraceptive). Management: Patients receiving any hormonal contraceptive (oral or non-oral) should use an additional, nonhormonal contraceptive method during and
for 7 days following sugammadex treatment.Risk D: Consider therapy modification

40. Commonest cause of peri-operative stroke
A. Hypotensive
B. Embolic
C. Thrombotic
D. Hypertensive
E. Haemorrhagic
F. Ischaemic
Depends on type of surgery- cardiac surgery=embolic, non-cardiac=thrombotic, ischaemic is an umbrella term that would include thrombotic?
Perioperative Care of Patients at High Risk for Stroke during or after Non-Cardiac, Non-Neurologic
Surgery: Consensus Statement from the Society for Neuroscience in Anesthesiology and Critical
Care- Neurosurgical Anaesthesia Oct 2014
K. “Ischemic stroke is the most common form of perioperative stroke”
Perioperative Stroke in Noncardiac, Nonneurosurgical Surgery- Anesthesiology Oct 2011
R. “It is estimated that more than 60% of strokes in the cardiothoracic population have an embolic origin; about 12–15% are ischemic because of hypoperfusion, lacunar infarction, and
thrombosis; 1% are hemorrhagic; 10% have multiple etiologies; and 15% have unknown etiology.”
S. “The pathophysiology of perioperative stroke occurring in patients undergoing noncardiac,
nonneurosurgical procedures is less well defined. Currently only nine studies have reported
the mechanisms of stroke after noncardiac and nonneurologic surgery. In contrast to the cardiothoracic patients, the majority, or 68%, of strokes were because of cerebrovascular
thrombosis. About 16% of strokes were thought to be embolic in nature. Another 5% of
strokes were because of intracerebral haemorrhage”
41. Which has the highest capacity to absorb infrared radiation in the atmosphere?
A. Nitrous oxide
B. Sevoflurane
C. Desflurane
D. Isoflurane
E. CO2
Atmospheric science, anaesthesia, and the environment- BJA Oct 2014
K. Global Warming Potential over 100 years (GWP100)
- Isoflurane 510
- Sevoflurane 130
- Desflurane 2540
- N20 310
- CO2 1
43. In patients with cephalosporin cross reactivity to penicillin what is the causative component:
A. Thiazolidine ring
B. Beta lactam ring
C. R1 chain on the Beta Lactam ring
D. R2 chain on the thiazelidine ring
E. Dihydrothiazine ring

‘Cephalosporin allergy’ label is misleading- Australian Prescriber 2018
L. “The R1 side chain as an antigenic determinant appears to explain the cross-reactivity that
can be seen between certain beta-lactam antibiotics, as well as within the cephalosporin
family. For example, aminopenicillins such as ampicillin and amoxicillin have similar R1 side
chains to the aminocephalosporins cefalexin and cefaclor, and patients with sensitisation to
the amino side chain have a risk of cross-reactive allergy between amoxicillin and cefalexin
but can tolerate other (non-amino) penicillins and cephalosporins without this side chain.”
45. Patient had a hysteroscopy and is now woken up in PACU. ABG done with Na 118, K 3.1. Patient
is orientated to person but not to time and place. What is the best management?
A. Frusemide 40mg IV stat
B. Potassium 40mmol over 4 hours
C. 500ml Normal saline
D. 100ml 3% saline
E. Fluid restrict
What is the most inappropriate analgesic to prescribe for a patient taking lithium?
Diclofenac
Tramadol
Oxycodone
Methadone
As per NZ formulary: NSAIDS can increase lithium levels leading to toxicity, methadone may worsen
QT prolongation and has increased risk of serotonin syndrome, tramadol has a risk of serotonin syndrome, oxycodone is fine.
UpToDate:
M. NSAIDS are “Risk D: Consider Therapy Modification”
N. Tramadol and methadone “Risk C: Monitor Therapy”
Why does bupivacaine with adrenaline have a slower onset of action in a brachial plexus block compared
to other local anaesthetics?
High pH
High pKa
High protein binding
Additional of adrenaline
High lipid solubility

? high pKa?
Onset of action will depend on Fick’s law of diffusion
Dependent on: 1. Particle characteristics –
Lipophilicity (more lipid soluble drugs will diffuse faster)
Particle size (smaller particles diffuse more quickly – relevant for topical LAs)
pKa (degree of ionization will affect diffusion as only unionized particles can cross cell membrane
2. Membrane characteristics
• Presence of transporters will increase onset speed • Lipid nature of membrane • pH of surrounding tissue – infected tissue is generally more acidic and will reduce the fraction of unionized drug even further SA = surface area of membrane over which drug is diffusing (larger surface area = more rapid onset) T = thickness of membrane (thicker membrane = slower onset)
∆C = the greater the concentration gradient, the faster the onset
A patient is having a forefoot amputation. You have done a popliteal sciatic nerve block only. The patient
is going to complain of pain over
Medial foot
Dorsum of foot
Lateral foot
1st and 2nd toe webspace
Heel

Medial foot.

NYSORA: Sciatic nerve block results in anesthesia of the lower limb below the knee, both motor and sensory,
with the exception of the medial leg and foot, which is the territory of the saphenous nerve, a branch of the
femoral nerve. The motor fibers to the hamstring muscles are spared; however, fibers to the posterior aspect of
the knee joint are blocked (Figure 5).

A 40 year old male with acute onset of dyspnoea. Spirometry results are:
FEV1 60% predicted
FVC 96% predicted
DLCO 98% predicted
What is the most likely diagnosis?
Asthma
Emphysema
Interstitial lung disease
Pulmonary fibrosis
Obesity

asthma
Normal FEV/FVC ~ 80%
Restrictive (fibrosis) ratio normal or increased
Obstructive (asthma, COAD) usually low
Obesity does not have effect on the spirometry tests (except PEF) among health non-smoking adults. We recommend searching for alternative diagnosis in case of findings abnormal spirometry tests results among obese subjects. The effect of obesity on spirometry tests among healthy non-smoking adults

A 75 year old post arthroplasty hip has a troponin rise over the 99th percentile with no chest pain, and no
ECG changes. This is
STEMI
Non STEMI
Myocardial injury after non cardiac surgery
Unstable angina
No formal diagnosis

Myocardial injury

b - Ischaemia denotes signs and/or symptoms of clinical myocardial ischaemia.

For a patient with post polio syndrome, they are at increased risk post op of all of the following except?
Limb pain
Respiratory failure
Cardiomyopathy
Pharyngeal muscle weakness
Increased sensitivity to cold

cardiomyopathy
BJA: Only four case reports discuss anesthesia and PPS (wtf)

Symptoms
The most common symptoms reported by PPS patients include fatigue and weakness, joint and muscle pain, respiratory difficulties, cold intolerance, and dysphagia.

multiple considerations for anesthesia become apparent. These include compromised respiratory function,
sleep-related disordered breathing issues, chronic pain syndromes, aspiration risks, and cold intolerance.
In addition, postpolio patients may display altered sensitivity to any of the medications commonly used for regional and general anesthesia.
Increasing the frequency of the ultrasound probe results in:
Increased resolution, decreased penetration
Increased resolution, increased penetration
Increased resolution, no change in penetration

Decreased resolution, decreased penetration
Decreased resolution, increased penetration

increased res decreased pen

A farmer is bought in after spraying crops with tachycardia(?), weakness, vomiting, sweaty (was indicating organophosphate poisoning). All would be appropriate treatments except:
Diazepam
Pralidoxime
Glycopyrrolate
Rocuronium
Suxamethonium

?? all seem reasonable - ? midaz instead if diaz.
glycopyrrolate described together with/ instead of atropine
pralidoxime definitely.
roc or sux reasonable to secure airway if needed.
Salivation, Lacrimation, Urination, Defecation, Gastric cramps, Emesis (SLUDGE)
Mx (LITFL)





aspiration/bronchospasm/seizures may necessitate airway protection and mechanical ventilation
haemodynamic monitoring and management with the below agents
remove contaiminated clothes -> wash
atropine: 0.02mg/kg boluses -> recurrent boluses q5min doubling the dose each time, treats bradycardia,
hypotension and excess secretion production
 pralidoxime chloride 30mg/kg IV -> 8mg/kg/hr: muscle weakness
 benzodiazepines: midazolam 0.2mg/kg, seizures or agitation
 activated charcoal if presents with 1-2 hours

A 65 year old women is having a knee arthroplasty. What is the most predictive for chronic post operative
pain?
Anxiety
Catastrophising
Depression
Female
Pain at other sites

Catastrophising.
This was nearly impossible to find a ranked list of risk factors

https://bjanaesthesia.org/article/S0007-0912(17)31668-9/fulltext
High levels of pain catastrophizing prior to surgery had the largest effect on the level of postoperative pain

There is significant association between anxiety, pain catastrophising (N) (Level III-2 SR), depression, psychological vulnerability and stress (N) (Level IV SR) and the subsequent development of chronic postsurgical pain.
Demographic factors such as younger age for adults and female gender influence the frequency of CPSP, as do
psychological factors such as anxiety, depression, catastrophising, fear of surgery and hypervigilance (HinrichsRocker 2009 Level IV SR, 50 studies, n≈25,000; Theunissen 2012 Level IV SR, 29 studies, n=6,628). Very
young age may be a protective factor as hernia repair in children <3 mth of age did not lead to chronic pain in
adulthood (Aasvang 2007 Level IV). In children aged 8–18 y, “parent pain catastrophising” was the main risk
factor for the
development of CPSP (Page 2013a Level IV). The significance of each risk factor varies with the operation but
pre-existing psychological factors (high state anxiety and pain magnification as a component of catastrophising)
increased the risk across two types of surgery (total knee joint replacement and breast cancer surgery) (n=189)
(Masselin-Dubois 2013 Level III-2).
depression, psychological vulnerability, stress, and late return to work showed likely correlation with CPSP
(grade of association = 1). Other factors were determined to have either unlikely (grade of association = 3) or
inconclusive (grade of association = 2) correlations.
Multivariate logistic regression analyses for the total knee arthroplasty and breast surgery models considered
together indicated that the presence of clinically meaningful chronic pain at 3 months (pain intensity ≥3/10) was
predicted independently by age ( P = .04), pain intensity on day 2 ( P = .009), and state anxiety ( P = .001). Linear regression models also showed that pain magnification, one of the dimensions of catastrophizing, independently predicted chronic pain intensity ( P = .04). These results were not affected by the surgical model or by
the neuropathic characteristics of the pain. Thus, state anxiety and pain magnification seem to constitute psychological risk factors for chronic postsurgical pain relevant in all surgical models.

