Quiz 1: Unit 1: Critical Care
Polio epidemic made it necessary to care for persons in Iron Lungs 1950-1960
Heart-Lung Machine Invented, CPR effective, AACN was formed 1960-1970
Definition Brain Death was formed, organ transplants started =legal ethical issues 1970-1980
 Used to be #1 Cause of death after AMI – Arrhythmias!!!!
Now the #1 Cause of Death after AMI – Heart Failure!!!!!
Today’s Motto: Time is Muscle (Explain fill in the blank)
Prevention: Research determined Nurses could intervene quicker and improves survival rates, warning arrhythmias could be detected and treated by nurses in ICU and cardiac arrest could be avoided.
2003 Levels of Care:
Level 1: Comprehensive Care for a Wide Variety (Cleveland!!!)
Level 2: Comprehensive Care for most some patients No (Firelands)
Level 3: Initial Stabilization provided, may need to transfer (Magruder)
Patient Selection for ICU:
Unstable Vital Signs
Dangerously Abnormal Lab Work
Inability to Sustain Spontaneous Ventilation




Patient Selection for CCU:
AMI
R/O AMI with History of CAD
Unstable Angina or S/S of Heart Attack
New or Uncontrolled Dysrhythmia
Heart Failure
Respiratory Failure
Length of Stay in ICU’s
Discharge Criteria Must Be Met: (Fill in the Blank)
· Stable Viral Signs
· DNRCC order
· Lab Results in a Safe Range
· Stable on Vent or Breathing Spontaneously
· Med/Surg Problems Stabilized
Electrical Safety:
Macroshock
Microshock
Electrically Sensitive Patients
Ground all Appliances
No personal electrical devices unless checked out
Sign above bed for electrically sensitive patients
Keep electric beds plugged in
Must have electrical beck up systems
Electrical Back up Systems:
All life support equipment should be plugged in gen backed outlets w/ a dot or different color
Manual life support devices should be at each bedside in case of equipment failure (Ambu Bag and start manual resuscitation) 
Battery backup equipment should be used whenever possible, eg IV pumps
Visibility:
Hospital accrediting organizations require that all ICU patients must be directly visible to the nursing station
All patient rooms should have an outside window to help patients stay oriented to reduce incidence of ICU psychosis.
Alarm Systems:
Patient call lights should reach the entire length and width of the room
Code blue or Dr. Stat alarms should be in each unit
Escape alarms for patients leaving by stairwells
Room Size:
Need to be large enough for patients, equipment, family members, and staff members and then add two feet all around
Doors should be large enough to move beds in and out easily




Nurse Qualifications:
Personal and Professional Qualifications:
Emotional Maturity Confidence to treat without calling first
Motivated to continue education
Employment commitment
Enjoys bedside nursing
Previous med/surg acute care experience
Support Staff:
LPN’S: 
Must practice w/in the scope of the law
Cannot titrate drips
Patient must be co-assigned to RN
Nursing Assistants:
Not licensed
May be assigned tasks, hygiene measures, cleaning, stocking, transporting
Hygiene, Clean, Stock, Transport
Respiratory Therapists:
Round Vent pt every 2 hours
Draw ABG’S
May intubate


Culture of Safety: (Short Answer Fill in the Blank)
Types of errors: Dislodgement of lines, catheters, and drains, med errors, failure of infusion devices, failure of vent, alarms off (Misconnections and Disconnections)
Make errors known, correct and inform
Avoid “work-arounds” look at system problems
Adequate staffing limiting hours
Avoid “reliance on vigilance”
Quiz 2:  Legal Issues:
Pt codes nurse is sued – Nurse will be compared to a reasonably prudent critical care nurse with the same skills.
Standards of Care:
· External: OBN, ANA – Code of ethics/ regulates us
· Internal: Institution Policy and Procedure (Know yours!)
· Educational: More Educated a Nurse = Greater Liability (know what’s expected of your credentials)
Negligence – Act of failure or Injury to another= carelessness (exp. No bed alarm, work around, not asking for help)
Malpractice – Professional Misconduct, unreasonable lack of skill in duties, moral immoral conduct. (exp. Not assessing, performing skills without proper knowledge)
Frequent Reasons for Lawsuits in Critical Care  Falls from Injury
Follow fall precautions, Bed alarms!!
Document exactly what you informed the physician!!
Failure to reassess-(exp. Pain meds given, document and reassess!!)
Monitor trending, look at baseline and compare, document, follow up, and re-check!
Perception: Families good perception of nurse helps avoid lawsuits – Be honest, Transparent, Own up to mistakes, Bond with Family, Help them to Understand
Intentional Torts:  An action that nurse has taken “Intent”
Assault and Battery: Nurse Approaches to give injection that patient doesn’t want, even if no touching occurred suit can be successful!!
False Imprisonment: Holding against will, follow restraint policy, document, safety first, better to have a sitter!!
Quasi Intentional Torts: Intention lacking, Action and Cause present
Invasion of Privacy- Confidential Information exposed HIPPA (even room numbers and units apply)
Defamation: Untruthful statements, “Patient acts crazy!” Chart exactly what they are doing appropriately. “Pt remarks in Quotes.” Pt has right to read chart document, non judgmental. 
Supervisor Liability: CYA call supervisor tell them what’s going on! Follow chain of command
What should the nurse do if doc can’t be reached in an emergency? Notify Nursing Supervisor
Ethical Principles: 
Autonomy-Freedom of choice, informed consent all pts have right to autonomy.
Justice- Just and right, treating everyone fairly
Veracity- Telling the truth, honesty
Fidelity- Keeping promises, tell patient you will be back!!
Beneficence- Doing GOOD!
Non Malfeasance- Doing no harm!
Deontological Approach- Making sure what you are doing is right in order to get there.
Teleological Approach- Outcome is basis, doesn’t matter how you got there as long as you made it.
Ultitarianism- Morally right thing to do is the greatest good for the greatest number (exp. Flu shots greatest good, protecting the patients)
Paternalism- Good takes over patient’s rights HCW makes decision for patients (Tornado exp.) 
ICU pt wants measures stopped despite the fact that it will cause death. Which ethical principle does this apply to? Autonomy (they have the right)
ICU pt wants measures stopped despite the fact that it will cause death. Which ethical principle does this apply to? Autonomy (they have the right)
If pt is alert and oriented wants tube out doc says no? Ethics community can intervene 
Nursing Advocacy in Critical Care:
Pain Management: Talk to patient, assess with every contact, VS, Non verbals, pain scale FLACC!! Sedated patients are under medicated for pain, Pain increases cardiac output and circulatory system
What is patient advocacy? Stand up for pt with some risk to self
What is patient advocacy? Stand up for pt with some risk to self
Discharge Planning: D/C begins on admission during assessment!! Know home situation, use interdisciplinary team
High Risk: Elderly alone, handicapped, frequent ER flyers, Non compliant, Chronic disease (CHF), Abuse victims, COPD, DM, Heart Disease
Priority Patient: Frequent Flyer 82 ER lives alone
Who should D/C planner see first? 63 y.o. with 3rd ER visit this month for heart failure.
Discharge Planner:  Community Resources!! Home sooner safer!!!
Stress in Critical Care: Increased area of stress for everyone emotional/physical 
Distress- Bad Stress
Eustress- Good Stress
Perception- How person interprets it, stressful for everyone may not be stressful for others
Positive Self Image- Increased confidence, better prepared= decreased stress
Previous Experiences- Contribute to better/worse management of situations
Defense Mechanisms- Help deal with stressful situations if used appropriately = inappropriately may result in abnormal behaviors – seen in everyone –
· Denial 
· Projection
· Rationalization
· Procrastination
· Regression
Stress for Clients:
Death may be imminent
PainManage
Dependence on othersGet involvement from family
Machines Explain
Separation from family significant others/stuff
Minimal privacy/modesty
Limited mobility (BRP)
Money Worries
Impaired Communication  Pt write, blink, yes/no shake squeeze
RestraintsChk orders 
Minimal Room for Belongings 
Distorted Perception of ICU (General Hospital) 
Need for Info
Need for Hope
Stress and ICU Death: (Family and Sig Others)
Initial Trouble Sleeping
Periods of Overwhelming Sadness
Feelings of Guilt and Shame
Anniversary Resurrects Feelings
Delirium:  AKA as ICU Psychosis
Common clinical syndrome C/T by: Inattention, Acute Cognitive Dysfunction 
Patho: Disruption of neurotransmission, drug action, inflammation, acute stress response)
Name two ways to prevent dementia: 
Delirium: Disorganized Thinking, Change in LOC, and Inattention, Rapid Onset
Dementia: Slow onset, memory disturbance, No conscious clouding, mood change
Assess: Min Q Shift, Screening Protocol
Name two ways to prevent dementia: (Fill in the blank)
Prevention: Reorient, Restful Sleep, Decrease Stimuli, Glasses, Hearing Aids, Avoid Restraints as much as possible, Early Mobilization    Meds: Beare’s List
     ABG Values:                                    Compensation:
Ph- acid 7.35-7.45 alk                        Full - Ph Normal
PCO2 - alk 35-45 acid                    All Abnormal- Partial   
HCO3 – acid 22- 26 alk                  1 Normal- Not Compensated
Po2- hypoxic 80-100 

ABG Interpretation:
Respiratory Acidosis: HYPOVENTILATION!!!
Causes: Lung issues, pneumonia, asthma, emphysema, drug overdose, head injury, ALS, GBS, ARDS, resp. failure
 Respiratory Alkalosis: HYPERVENTILATION!!
Causes: Anxiety, fever, pain, infection, ASA overdose, PE, brain tumor, meningitis, hyperthyroidism
Metabolic Acidosis:
Causes: DKA, starvation, poor renal function, systemic infections, high fever, hypothyroidism, tissue anoxia, diarrhea


Metabolic Alkalosis:
Causes: Vomiting, NG suction, Intestinal Fistulas, Diuretic Therapy, Hypokalemia, Cushing’s disease, Hyperaldosteronism, Alkali ingestion (Antacids), Bi-carb Admin.

Kidneys: (Turtle)
Slow to respond to changes in PH, may take hours- days to correct a problem (Kidney Disease takes even longer)
Lungs: (Rabbit) 
Quick to respond to changes in PH, Hyper or Hypo can quickly fix a PH problem
Terms: 
(V)Ventilation: Amount of air in alveoli 4L/min
(Q) Perfusion: Amount of blood flow through pulmonary capillaries 5L/min
V/Q Ratio: Normal lung is 4:5 or 0.8 for gas exchange
Alveolar Dead Space: Alveoli that get gets good gas supply but are not perfused with blood, gas exchange reduced (pulmonary embolism)
Intrapulmonary Shunting: Alveoli have good blood supply but no ventilation
Alveolar Dead Space- Alveoli has good gas exchange but zero blood to circulate out (caused by PE)
Intrapulmonary Shunting- Alveoli has good blood perfusion but zero gas exchange (Atelectasis) (Pneumothorax) (Pulmonary Edema)



ABGs & Mech. Vent:
Changes made to vent can be seen w/in minutes to respiratory status, but can take hours to days to affect metabolic status.
Changes made on the vent cause immediate changes in respiratory status and ventilation (Rabbit)
Exp: Patient has increased CO2, doc orders faster vent rate and more TV, minutes later CO2 is reduced! PaCO2 56  you want to increase respirations and hyperventilate on vent
Changes made to settings on ventilator do not affect metabolic status until hours or days have passed (tortoise)
Exp: Patients with an elevated HCO3 has the rate and TV on the vent decreased the PH does not change for 12 hours!
Vents:
How would you want to prevent a vent losing power? Plug in a backed up outlet!!!
Type of Vents:
Negative Pressure- “Iron Lung” Requires cough reflex
Volume Cycle Positive Pressure- Machine PUSHES air into lungs, Patient exhales spontaneously. Cuff must be inflated!!!  
Oral Preferred!




Ventilator Settings: Modes
Control Mode:  (Machine is in Control)
(temp. encourage wean when can!)
· Machine disregards patient and delivers at set rate & TV & pressure
· For Pts Paralyzed by meds or disease
· (Prophanol, GBS, Brain Dead, Neuro, Spinal Cord Injury, Botulism Poisoning, Myasemia Gravis
· Does not allow pt to control breathing    
Assist Control Mode: (Assists to ventilate)
· Pt initiates breathes, machine recognizes, and assists
· Delivers minimum 10 breathes
SIMV: Synchronized Intermittent Mandatory Vent: 
· Pt initiates all breathes
· Set rate are given at prescribed TV
· Any extra are at pts own TV
· Making Respiratory system to breathe on own, weaning system

Example: Given 600ml/breathes at 10 breathes any 10 beyond is what body can take in on own
Settings:
Rate- Prescribed number breaths/min patient can never breathe below this rate
FIO2-Fraction of inspired O2, 21% RA, Don’t keep @ 100% too long, get down to 21%
Alveoli Grapes, Nice Round Blown Up!

PEEP: Positive End Expiratory Pressure:
Exhalation- Small amount added pressure to keep (atelectasis) Alveoli open during exhalation 
Pressure Support: Extra Boost on Inspiration
CPAP: Continuous Positive Airway Pressure on Inspiration & Exhalation, Tight Seal
BiPap: Bi-level Positive Airway Pressure: Set BPM Frequency
Increase Pressure on Inspiration and Decrease Pressure on Expiration 
Sleep Apnea and Weaning
BiPap Tight Seal Face Mask
Suctioning: 
Hit silencer and 100% O2 Hyper-oxygenate during and after
Monitor VS, and Color
DO NOT Instill Saline in Tube!!! (Cath not ET tube!)
Continuous Suction
Check all connections after completion
Rinse Cath keep HME dry
Complications:
Blockage in ET tube due to secretions (mucus plug)
Instill saline, hydrate to help with secretions
Burst cuff re-tube if dependant 
Sub Q Emphysema = Damage Erosion

When to Suction Endo Trach! (Multiple Choice):
· Secretions in Tube
· 98- 86% drop in pulse ox
· Rhonchi
· Respiratory Distress
· Coughing
Name two Reasons You would Not Want an Endotracheal:
· If you needed to be intubated long term you would not want an endotrach
· Inability to extend the head, neck or spine trauma

Oral Hygiene:
Cardiovascular and Pneumonia Prevention
Preventing Pneumonia: Oral Care; Raise HOB
Oral Suction
Dentures out if orally intubated
Look for Floaters
Brush 2x/day
No petroleum based lube!!!
Chlorhexidine! Q2 hr toothette
Nutrition:
Pt must be well hydrated, well nourished to be weaned
Decrease in Protein = Decreased Albumin <3 cannot wean
Trach may eat drink normal- at risk for aspiration
Respiratory Muscle Strength Decreased have pt take Deep Breathes
Hyper Al = Gut Not Working 
Tube Feed= Gut Working
NG tube feedings preferred
TPN if NG tolerated
PEG tubes for long term ventilation
Weaning from Vent: 
Go Slow, need to be ready physically and emotionally
Pt may choose to have terminal vent
Name two reasons you would not want to wean?
Pt is not emotionally ready
Pt is unable to breathe on own
Rapid Weaning:
Typically for pt without pulmonary disease
For post op condition and heart complications
Off vent in 6-8 hours 






Difficulties with Weaning:
Neuro: 
· Brain Tumor, Brain Stem Problems, Excess Sedation and Trauma
· Inability to Carry Respiratory Load 
· Muscle Damage, Atrophy, or Surgery
· Bronchospasms/Excess Secretions (Increase work to breathe)
Metabolic Factors:
· Bad nutrition, lytes imbalance chronic Co2 Retention, Chronic Renal Failure
Difficulty with Weaning:
· Cardiovascular Limitations
· Excessive body fluid
· Decreased cardiac output
· Psychological Factors
· Fear of loss of support
· Psychological dependence
How to Make Weaning Work:
Increase HOB 30 degrees
Oral Care
Kinetic Therapy (40 degree rotation-sys mechanical rotation)
Suction PRN
Prevent Bronchospasms/Infection Control
Antacids Prophylactic
Fight depression/sleep deprivation

Tele Systems:
White to the Right                                                 W                BLK
Snow over Grass                                                     B  
Poop in the middle                                                 G                   R
Smoke over Fire
Change Patches every 24 hours!!
Push Button on device if pt has palpitations or cardiac s/s

ECG Orders & Standards:
Change Patches every 24 hrs
Perform Measurements at least once per shift
DO NOT WRITE on strip until Approved by RN
Document any Changes or Abnormalities
· Funky beats or rhythms, med effects, pauses in rhythms, no life threatening rhythms that may impact plan of care
12 Lead ECG:
10 Cables, 12+ pictures of electrical activity of the heart
Review placement of V leads
Pt must be cooperative for min 1-2 minutes
Note any Signs and Symptoms on ECG
ECG’s online with newer monitoring equipment

Standing Orders ECG:
Emergency Orders: Allow nurse and staff to resuscitate following ACLS till physician arrives (Can defib. give meds till help arrives)
Lab Orders: Specific Tests done on all pts w/ certain DX 
Mechanical Vents: Gives permission for resp. therapists to set initial settings on machine, draw ABGS’s do chest X-ray etc.
Drug Admin: Preprinted orders that deal w/ a specific med allow for titration, specify when doc should be called
Example: Heparin Drips, Insulin Drips
ECG: Standards of Care:
VS Q 4hr
Head to Toe Assessment Q 4hr 
Document as you go, Chart Immedietly, Scrap Paper charting for ECG strips









Vent Alarms:

Low Pressure: 
Tube D/C  Reconnect
ET Displaced or Extubated  Chk, reposition, manual vent, call HCP
Leak in Cuff  Whooshing = Air Leak, chk cuff pressure, call HCP, new tube?
Vent Malfunction  D/C from Vent, Manual Vent, another Machine
Loose Connection, Hole in Tubing, Crack in Humidity Jar  Chk Connections, Holes Leaks, Replace, Chk Jar, Replace
High Pressure:
Increased Airway Pressure, Decreased Lung Compliance (disease)  Listen for consolidation, wheezing, call HCP STAT!!
Biting on ET tube  Insert Bite Block
Secretions in Airway  Chk airway, have cough, or suction
Condensate in Large Bore Tubing  Chk tubing remove any fluid
Intubation R Main-stem Bronchus Chk Position, Slipped Call HCP
Pt Coughing, Gagging, Talking  Pt fights, sedative or neuroblocker
Check Wall Resistance  Reposition or analgesics if not working
Fail of Increased pressure relief valve  Have Faulty Equipment Replaced
Bronchospasm  Assess for Cause, HCP, and Treat as ordered!!



Normal Sinus Rhythm:
 Rate 60-100 BPM
Rhythm- Regular
PR Interval - .12-.20
QRS < .12

Sinus Bradycardia:
Rate < 60 BPM
Can be Symptomatic: Syncope & Fainting
Causes: Disease of SA Node, Vagal Nerve Disruption, Increased ICP, Vomiting, Carotid Massage/Pressure
Treatments: 1st Line Med: Atropine, Long term: Pacemaker

Sinus Tachycardia:
Rate > 100 BPM
Causes: Infection, Stress, CHF, Hypoxia, Shock, Dehydration, Anemia, Atropine, Epinephrine, Caffeine, Nicotine, Cocaine
Treatments: Treat Underlying Cause




Atrial Fibrillation:
Rate Variable Ventricular              Vent Rate >100 uncontrolled!!
Rhythm Usually Irregular
PR Interval: Not Measurable (NO P WAVES!!!) Atria Quivers 350-400 BPM causing a loss of atrial kick causing NO P Waves!!
S/S: Asymptomatic or Very Symptomatic: Dizzy, heart palpitations, weakness, SOB, chest pain, pressure, tired, sick to stomach
Causes: Ischemic heart disease, Mitral or Tricuspid heart disease, pulm embolism, hypoxia, toxicity from digoxin or quinidine
Complications: Clot Formation, stroke, PE, DVT’s
Treatments: Amiodarone, Cardizem (Slow Convert, IV), Cardioversion (Fast Convert), Metoprolol (Beta Blocker, PO med)
Atrial Flutter:
Rate: Vent <180 Atrial 250-350
Rhythm: Reg or Irregular
PR Interval: Not measurable (Saw TOOTH (P waves!)    SA Node fires 2-3 per contraction
S/S: chest pain, pressure, palpitations, weakness, dizzy, (> s/s than afib)
Causes: ischemic heart disease, mitral or tricuspid heart disease, PE, Toxicity to quinidine, digoxin and hypoxia
Treatments: 1st Line: CA Channel Blockers, cardizem
Beta Blocker Metoprolol (PO med), Cardioversion
(Easier to convert than Afib)

Sinus Dysrhythmia/Sinus Arrhythmia
Rhythm: Irregular
Rate: 60-100 BPM (varies) (QRS may not measure the same)
Causes: Unknown affects very young teenagers, children elderly
Treatments: Does not Require Intervention!

Fine Ventricular Fibrillation:   CODE BLUE!!
Rate: Undeterminable
Rhythm: Rapid Chaotic (Not yet Asystole) smaller amplitude
No P Wave or QRS determinable
Causes: Acute MI, Lyte Imbalance, Untreated V-Tach, Acid Base Imbalance, Hypothermia, Accidental Electrocution 
NO PULSE  START CPR!!!!
Treatments: Defibrillate, Insert ET Tube, IV access, Epi, CPR!!

Torsades De Pointes (Twisting of the points)
Rate: Atrial Immeasurable   Vent: 150-250 BPM
Rhythm: No Atrial, vent may be reg or irreg
(Form of V-Tach Polymorphic)
S/S: Palpitations, Light Headedness, syncope, seizures
(PRO LONG QT INTERVAL=Warning Sign!!!!!)
Causes: Alcoholics, drug OD, Lyte imbalance, Decreased Mag Level (alch. & drugs)
Can Lead to Ventricular Fibrillation Quickly!!!
Treatment: Mag Sulfate, and Defibrillate


Ventricular Tachycardia:   Life Threatening!!!
Rate: No measurable atrial rate
Rhythm: Atrial undeterminable, vent. Reg
NO P WAVES!!!         (3 or more beats of PVC’s in a row w/ a rate > 100!!)
QRS > 0.12
S/S: Palpitations, Dizzy, Chest Pain, SOB, Decreased LOC, acute MI, CHF, Pulmonary Congestion
Causes: myocardial irritability, lyte imbalance, acid/base imbalance, myocardial ischemia, or infarction, digoxin, quinidine, and propanamide toxicity
With Pulse Stable, Without Pulse Unstable!!!
Treatments: O2 STAT!! IV access, CPR ASAP w/out pulse, antiarrythmics decrease PVC’s, Amiodarone, Immediate defibrillation, lidocaine







Premature Ventricular Contractions: PVC’s
Arrhythmia R/T extra electrical impulse seen in L ventricles typically
FLB (Funky Looking Beats!)
S/S: very sensitive feel every beat or unaware
Causes: coronary artery disease (CAD), mitral valve Prolapse, cardialmyopathy abnormal lytes decrease in Mag, and potassium, thyroid hormone  (hypo or hyper), alcohol, caffeine, OTC meds, infection
Can be lethal if too many!!!!!!!
Treatments: Beta Blockers for severe PVC’s (Metoprolol), Antiarrythmics decrease PVC’s, Amiodarone 

Junctional Rhythm:
Rate: 40-60 BPM
P waves occur before, during or after   (May have NO P waves!)
QRS if P wave visible (P wave will be inverted)
PR Interval < or = to 0.12 only if P wave is before QRS
QRS < 0.10
S/S: Weak, Chest Pain, hypotension, fatigue, change in LOC, syncope, hypoxia
Causes: Acute inferior wall MI, Hx rheumatic heart disease, valvular disease, SA Node disease, hypoxia, digoxin toxicity, post cardiac surgery, long term beta blocker and calcium channel blockers

Treatments: Tx: underlying cause, atropine, and dopamine (increase cardiac output and blood flow to kidneys) Epi Infusion (short term)

Course Ventricular Fibrillation:      CODE BLUE!!
Rate: Undetermined (Quivering of Ventricles)
Rhythm: Rapid & Chaotic
NO P waves, No QRS discernible
Causes: acute MI, lyte imbalance, untreated V-tach, acid base imbalance, hypothermia, accidental electrocution
NO PULSESTART CPR!!!
Treatments: Defibrillate, Insert ET tube, IV access, Epi, CPR!

Asystole:    CODE BLUE!!
Rate: FLAT!!!!
ABSENT RHYTHM!!
Causes: Myocardial damage, Ischemic, or Infarction, MI, Acute Resp. Failure, Ventricular Aneurysm, Traumatic Cardiac Arrest (shot, stabbed, car accident)
Treatment: CPR!! ET tube, IV access, EPI, tx: Underlying Cause, Defibrillate


Premature Atrial Contractions: (PAC’s)
Rate: Typically normal but varies
Rhythm: Typically regular with Premature Beats (P WAVES)
QRS - <.10
Contributing Factors: CHF, myocardial ischemia, injury, fatigue, PE, digoxin toxicity, hypokalemia, Hypomagnesium, excess caffeine, tobacco, alcohol 
Can lead to Afib or Flutter!!
Treatment: If it doesn’t happen often, NO real treatment

AV Blocks!!
AV blocks occur when there is a disruption of impulse conduction with AV node, Bundle of HIS, or Purkinje Fibers
Bottom of R Atria
Site: AV Block
Degree of Blocks:
Partial                                vs.                       Complete
1st Degree AV Block                                  3rd Degree AV Block
2nd Degree AV Block Type I
2nd Degree AV Block Type II



1st Degree AV Block:  PR Interval Prolonged > 20 sec.
Partial Block = Delayed Impulse
S/S: None
Causes: Rheumatic Fever, Acute Inferior MI, Increased Vagal Tone
May be Normal with Athletes!!
Treatment: None!!

2nd Degree AV Block Type I (Mobitz Type I) Wenckebach: PR Interval lengthens until P wave presents with NO QRS!!!
Rate: Atrial > Ventricular
Rhythm: Atrial Reg. Ventricular Irregular
More P waves than QRS!!
PR Interval lengthens until P wave presents with NO QRS!!!
Tx: Monitor to Prevent Complete Heart Block!

2ND Degree AV Block Type II (Mobitz Type II): QRS Blocked!!
Rate: Atrial > Ventricular
Rhythm: Atrial Regular, Ventricular Irregular
Always P waves but occasional absence of QRS
S/S: Slowing of vent rate = Decrease in BP, SOB, CHF, Decrease in LOC, Pulmonary Congestion
Causes: Anterial Septal MI, Severe CAD, Acute Myocarditis
Fast Progression  3rd Degree Heart Block
Tx: Transvenous Pacemaker, OR   STAT!!!

3rd Degree AV Block (Complete Heart Block): No PR Interval!!
Rate: Atrial > Vent Rate
Rhythm: Atrial and Vent Fire on Reg Basis, Don’t Match Up!!
Causes: Inferior MI, Damage to AV node, Digoxin, Propanolol, Verapamil
Tx: Atropine and Pacing Dopamine or EPI for Narrow QRS
Transcutaneous Pacing for Wide QRS

1) What is the fastest way a nurse determines a determines a strip? The 6 sec method
2)  What should the nurse alert to? QRS .16 
3) What does the small box mean? .04
4) What is the first step in determining a strip? The rate
5) Complete Heart Block Picture
6) Sinus Tachy Picture Label!!
7) Normal Sinus Rhythm pic. and explain
8) 2 S/S of V Tach with Picture
9) The RR Method w/ small blocks (1500)
10) Pt is in V tach, No Pulse and Apnea what do you do first? Start CPR
11) Junctional Rhythm heart beat? 40-60 BPM
12)Pt with PVC’s? Ask about Coffee, Nic, Alcohol Use
13) Sinus Dysrhythmia Swimmer? Allow to Swim 
14)
15)



Pacemakers:
Artificial Pulse Generator that stimulates depolarization
Settings:
Asynchronous Pacemaker (Fixed Rate): Continuous Charges @ present rate regardless of heart activity
AV Sequential/Dual Chamber: Stimulate Atrial and ventricle (2 pacer wires)
Synchronous (Demand Pacer) - D/C when heart rate falls below certain rate (back up)
     Atrial Pacing: Spike before P wave!!!
· Used for Node Disease or damage
· Pacing Electrode in R Atrium
· Pacer Spikes before P wave
· Ineffective if AV block develops
Ventricular Pacing: Spike before QRS
· Pacing Electrode in R Ventricle
· Pacer Spikes Appears QRS (wide in appearance)

Dual Chamber Pacing: Spike before P and Spike before QRS
· Pacing Electrodes in R Atrium and R Ventricle
· Two Pacer Spikes one before P and one before QRS
       

























