45 CRNA Certified Reqistered
Nurse Anesthetist Interview
Questions § Answers -Generdl
and Clinical

Q1. Can You Tell Me About Yourself?

This is often the opening question because it sets the tone for the rest of the interview.
Hiring managers want to hear a summary that's relevant to the role, not your entire life
story. For CRNA candidates, they're looking for a sense of your clinical background, your
communication skills, and how well you understand the responsibilities of the role. They
also want to gauge your confidence and professionalism in how you present yourself.

Sample Answer (For Someone with Experience)

"Sure. I'm a Cerftified Registered Nurse Anestheftist with five years of experience
providing anesthesia in both hospital and oufpatient settings. | began my nursing career
in the ICU, where | developed a sfrong foundation in crifical care and patient advocacy.
After complefing my anesthesia fraining, | worked in a level-one frauma center where
I've handled everything from high-risk obstefrics fo orthopedic and cardiac cases.

[ really enjoy the autfonomy of the CRNA role and the constant need fo stay sharpo—
whether it's making real-fime decisions during induction or helping patients feel calm
pre-op. What drives me most is providing safe, individualized care and building strong
communication with both patients and the surgical feam. I'm now looking fo join a
practice where | can keep growing clinically while being part of a supportive, high-
performing feam.”

Sample Answer (For Someone without Experience)




"Sure. I'm currently finishing my CRNA fraining and come from a background in critical
care nursing, with over three years of ICU experience. During that fime, | managed
complex ventilator patients, worked closely with anesthesiologists, and became
confident with titrating drips, managing sedation, and responding fo emergencies. That
experience motivated me fo pursue nurse anesthesia—it gave me a firsthand look at
the impact CRNAs have on patient oufcomes and safety.

In my clinical rofations, I've worked in a variety of settings, including general surgery, OB,
and frauma. I've found that | thrive in high-pressure environments and really value the
precision and focus that anesthesia requires. I'm passionate about the field and excited
fo start my CRNA career in a setting where | can keep learning, stay challenged, and
conftribute fo a sfrong anesthesia team.”

Q2. Why Do You Want to Become a CRNA?

This question helps hiring managers understand your motivation and long-term goals.
They're looking for passion for the field, a clear understanding of the role, and a sense
that you're committed to patient care and lifelong learning. It also gives insight into how
much thought you've put into pursuing a high-responsibility career.

Sample Answer

"l want fo becorme a CRNA because I'm drawn fo the combination of clinical precision
and personal responsibility that the role carries. From my experience in critical care, I've
seen how crucial anesthesia is fo safe oufcomes and how valuable it is fo have a
provider who can think clearly, act quickly, and anficipate complications before they
arise.

/ enjoy procedures, | enjoy autonomy, and I thrive under pressure—»but more than
anything, | want fo be part of the feam that makes patients feel safe during some of
their most vulnerable moments. As a CRNA, 1'd be able fo use both my technical skills
and my ability fo read a room, build frust, and stay calm.

The more I've learned about the profession through shadowing and working closely with
CRNASs, the more I've felt like it's the right fit for how | think and how | work. I'm excitfed
about the path ahead, both for what I'll contribute and what I'll confinue learning.”

Q3. What Kind of Patients Do You Take Care Of? What's Your
Favorite and Why?

Hiring managers want to assess your clinical background and comfort level with
different patient populations. Your answer gives them a sense of your preferences,

where you thrive, and how well your experience aligns with anesthesia care. They also
want to see emotional insight—not just technical details.

Sample Answer




"I've worked mostly in a high-acuity cardiac ICU, so I've cared for patients with heart
failure, post-op CABGs, ECMO, and those awaiting or recovering from fransplants. I've
also floated fo surgical ICU and neuro ICU, giving me a solid range of experience.

My favorite patients fo care for are those post-cardiac surgery—especially within that
first 24-hour window. | love how deftail-oriented it is. You have fo manage pressors,
anticipate rhythm changes, balance fluids, and work closely with every feam member.
It's infense but incredibly rewarding.

What I enjoy most is being hands-on and having fo make real-fime decisions that
directly impact stability and outcomes. That's what drew me fo anesthesia foo—it’s
about seeing the whole picture, predicting what could go wrong, and staying several
steps ahead. These patients really pushed me fo grow as a nurse and deepened my
desire fo pursue anesthesia.”

Q4. Tell Us About a Typical Patient. What Drips Would They Be
Oon?

This question tests your clinical knowledge and attention to detail. They want to see if
you're familiar with critical care pharmacology and how comfortable you are managing

complex patients. Your ability to describe a typical patient shows how well-prepared
you are for the hands-on demands of a CRNA program.

Sample Answer

"A typical patient in my cardiac ICU would be someone post-CABG or post-valve
replacement. In the first 24 hours, they re offen on multiple arijps. I've commonly
managed patients on norepinephrine, vasopressin, sometimes epinephrine depending
on the case, and usually insulin infusions fo maintain tight glucose conftrol.

Wed also use fenfanyl or dexmedefomidine for sedation, and sometimes milrinone or
dobutamine if they had right-sided heart strain or poor contractility. If volume status was
an issue, 1'd be fifrating based on CVP, ScvO_Z, or bedside echo findings.

In ferms of monitoring, I'm used fo working with arterial lines, cenftral lines, and
femporary pacing wires. | chart closely on vifals, urine output, and response fo fifrations,
and | always communicate changes prompftly with the team. Understanding how all
these pieces connect has prepared me well for the next step in my career.”

QS. Tell Me About Your Work Experience

They want to get a full picture of your clinical background, including the level of acuity,
types of patients, and your role in the tfeam. This helps them understand how prepared
you are for the academic and clinical rigor of CRNA training. It also gives them insight
intfo your progression and work ethic.

Sample Answer




"I've been a registered nurse for a litfle over four years, all in crifical care. | started in a
step-down unit but moved info a cardiac ICU within my first year, where |'ve now worked
for the last three years. We manage a wide range of patients—CABGs, valve repairs,
heart fransplants, ECMO, and ventricular assist devices.

My role includes managing multiple drips, interprefing complex monitoring, assisting
with bedside procedures, and acting as a precepfor fo newer nurses. I'm comfortable
working with central lines, arterial lines, ventilators, and collaborating with mulfi-
disciplinary feams.

/'ve also been involved in unit-based initiatives fo improve sedation practices and
reduce venftilator-associated events. What | enjoy most is being in situations that require
quick thinking and collaboration. Working in that kind of high-stakes environment made
me realize how much I value being in confrol of dynamic situations, which is one of the
many reasons | was drawn fo becoming a CRNA."

Q6. How Do You Describe Success?

They're looking for self-awareness and insight into what motivates you. Your definition
of success reveals your values, how you measure progress, and what kind of
professional you strive to be. It also helps them see whether your mindset fits with the
demands of anesthesia practice.

Sample Answer

"l believe success means staying calm under pressure and doing the right thing, even
when it's uncomfiortable or difficulf. It's not about being perfect, but about being
dependable—especially when someone else’s life is in your hands.

As a nurse, | feel successful when a patient leaves the unit in better condition than they
came in, and | know | played a part in that. It also means communicating well with the
team, being open fo feedback, and staying committed fo growrth.

Looking ahead fo being a CRNA, | think success will come from confinuing fo make
sound decisions under pressure, staying current with evidence-based practice, and
always freating patients and families with respect. Success isn't just clinical skill—it's
how you show up when things get fough.”

Q7. What Does a CRNA Do?

They want to confirm that you truly understand the CRNA role. It's not just about
tasks—it's about autonomy, responsibility, and patient-centered care. Your answer
should show you know what’s expected on a clinical and professional level.

Sample Answer

"A CRNA is responsible for delivering safe and effective anesthesia care across a range
of settings—whether that’s in the OR, ICU, OB, or outpatient. They assess patients pre-
operatively, develop anesthetic plans, administer induction agents and mainfenance



drugs, monitor vital signs and depth of anesthesia throughout the procedure, and
manage recovery.

What sets CRNAs apart is their autonomy. They re offen the sole anesthesia provider in
rural or underserved areas, which means they have fo be confident in both decision-
making and problem-solving. CRNAs also play a huge role in airway management,
regional anesthesia, and responding fo emergencies.

But it's more than just clinical care. A CRNA also need’s fo build frust quickly, especially
when patients are anxious or vulnerable. Communication, compassion, and atfention fo
defail are just as important as technical skill. That mix of independence, pressure, and
human connection is what makes the role so meaningful fo me.”

Q8. How Do You Think Your Role in the ICU Relates to the Role
and Responsibilities of a CRNA?

This question helps the interview panel understand how well you grasp the transition
from ICU nurse to anesthesia provider. They want to see if you can connect your critical
care experience—Ilike rapid assessments, patient advocacy, and managing complex
medications—to the CRNA role. It's also a way to gauge your readiness for anesthesia
training.

Sample Answer

"In the ICU, I've learned fo manage unstable patients, think clearly under pressure, and
communicate clearly with multidisciplinary teams. All of those skills carry directly info
the CRNA role. For example, tifrating vasoactive drips and interpreting hemodynamic
dafta in real time has given me a solid foundation for understanding anesthesia
management.

I've also developed a sfrong respect for anticipating patient needs, rather than just
reacting. Whether it's noticing early signs of deterioration or advocating for a needed
infervention, those habits are crifical in the OR, where seconds matter.

One of the biggest overlaps is the importance of precision and vigilance. In the ICU,
were faught fo double-check everything—rto know the patient’s sfory, labs, and meds
before making a move. That atfention fo detail is something | carry with me and would
apply fully in the anesthesia setting.”

Q9. What Would Make You a Successful CRNA?

This question reveals your self-awareness, drive, and understanding of the profession.
The panel is looking for evidence that you're not just academically capable, but
emotionally grounded and motivated by the right reasons. It also gives insight into your
work ethic and interpersonal style.

Sample Answer




"I think what would make me a successful CRNA is my commitment fo being both
clinically sharp and emotionally steady. I've always been someone who stays calm
under pressure, whether I'm responding fo a code or navigating a fough conversation
with a family.

/ also don’t cut corners—ifI'm not 100% sure about something, Il double-check or ask.
That mindset, combined with my experience working closely with infensivists and
anesthesiologists, has helped me develop a sfrong clinical foundation.

! fruly enjoy learning, and | know CRNA school is infense. But I'm drawn fo the challenge
because | know I'll be better for it. | believe being a great CRNA means blending
fechnical expertise with human connection, and that's where | see myself thriving.”

Q10. Do You Foresee Any Barriers to Your Education?

They want to know how prepared you are—mentally, emotionally, and logistically—for
the rigor of CRNA school. This question helps assess your self-awareness, planning, and
resilience. They're also gauging your support system and how you'll manage the
workload.

Sample Answer

"l know CRNA school will be infense, and I've thought a lot about how fo set myself up for
success. Right now, I've faken steps fo reduce my financial stress—I/'ve saveqd,
budgefted, and talked fo a financial advisor about how fo manage loans responsibly.

Time-wise, I've also spoken with my family and close friends about what the next few
years will look like. I've made sure | have a solid support system in place that
understands my focus will need fo shift.

The biggest challenge might be adjusting fo a full-fime academic workload again, but
I've already started brushing up on advanced physiology and pharmacology fo prepare
myself. I'm not walking info this with rose-colored glasses—I know itll be fough, but I'm
ready and willing fo do the work."”

Q11. Tell Me About a Time When You Had an Ethical Dilemma at
Work. What Did You Do?

This question helps the panel understand how you handle complex situations where
your values may be tested. CRNAs are often in high-stakes environments where ethical

decision-making matters. They're looking for integrity, sound judgment, and the ability to
advocate for patient safety.

Sample Answer

"There was a fime in the ICU when a provider ordered an aggressive freatment for a
patient who was clearly end-of-life. The patient was full code, but the family had been
asking about comfort care and didn’t fully understand the situation. I felt forn—my job
was fo follow orders, but | also felt the family hadn't been properly informed.



! calmly spoke with the charge nurse and requested an ethics consult. | also asked the
attendling if we could pause and have a family meeting before proceeding. The
conversation ended up being very productive, and the plan of care shiffed fo focus on
comfort.

It was a fough call, but | felt | had a responsibility fo advocate. It reminded me that doing
what's right for the patient somefimes means speaking up, even when it's
uncomfortable.”

Q12. What Are Your Strengths? And What Are Your Weaknesses?

This question is about self-awareness. Interviewers want to see if you know how to
leverage your strengths and work on your growth areas. It's also a chance to show
humility without losing confidence.

Sample Answer

"One of my sfrengrths is staying calm in high-pressure situations. I've been in codes,
emergencies, and rapid changes in patient status, and I've learned how fo keep my
focus, communicate clearly, and act fast. I'm also very thorough—I like fo know the full
story and friple-check my meds, which | think is essenftial for anesthesia.

As for weaknesses, | used fo have frouble asking for help. | felt like | needed fo do
everything on my own fo prove | was competent. Over fime, I've learned that asking
questions or asking for support doesn’t make me weaker—it actually helps patients
more. I've worked on being more collaborative and speaking up sooner when | need
clarity or guidance.”

Q13. Tell Me One of Your Greatest Accomplishments

This gives insight into what you're most proud of and what kind of impact you aim to
make. They want to see your passion, initiative, and follow-through—things that are
essentialin a CRNA role.

Sample Answer

"One of my greatest accomplishments was helping develop a new protocol for post-
cardiac arrest care in our ICU. We were seeing inconsistent practices across shifts,
which affected patient outcomes. | collaborated with our nurse educator and physicians
fo review evidence-based guidelines and helped draft a clearer step-by-step process.

/ also led a few in-services for nurses on the changes. It wasn’t easy—getting buy-in
from everyone fook time—but within a couple of months, we saw better communication
and more consistent implementation.

It felt good fo be part of something that improved care beyond my own shift. That
experience made me realize | enjoy faking initiative when | see a gap, and it's something
Il carry with me info the CRNA role.”



Q14. Give Me an Example of When You Showed Leadership or
Teamwork

CRNAs work independently but are also part of a tight-knit feam. This question helps
assess whether you know how to take initiative while also supporting others. They're
looking for strong communicators who can lead by example.

Sample Answer

"During one of our busiest shifts, we had three new ICU admissions back-fo-back. |
stepped up fo help coordinate who was going where, made sure our less experienced
nurses felt supported, and fook on the most unstable patient myself. | also kept open
communication with the physicians and made sure we were prioritizing labs and
imaging.

That day wasn't about titles—it was about stepping in where needed, staying calm, and
keeping the feam focused. Everyone worked hard, but | think being proactive and
communicating clearly helped prevent things from spiraling.

/'ve also led unit-based projects like our sepsis profocol refresher, where | organized
team huddles and worked with dlifferent roles across the floor. Those moments faught
me that leadership isn’t about doing it all—it's about helping the feam succeed
fogether.”

Q15. Give an Example of Community Service

CRNA programs often value candidates who give back. Community service shows
compassion, initiative, and a commitment to others beyond the hospital. It also
highlights how well-rounded you are.

Sample Answer

"Over the past year, I've volunteered at a local health oufreach program that provides
free BP checks and health screenings for underserved communities. Once a month, /
help set up the clinic, fake vitals, and provide basic education on managing chronic
conditions like hypertension and diabefes.

One experience that sfuck with me was helping an elderly woman understand her new
medication. She'd been faking it incorrectly due fo language barriers. We worked with a
fransiator and printed out a simple schedule for her fo follow.

That moment reminded me how much of a difference clear communication can make.
Volunteering has kept me grounded and reminded me why | got info nursing in the first
place—rto help people feel safe, heard, and cared for.”

Q16. Give an Example of Problem Solving

Hiring managers ask this to assess your ability to think critically, especially under
pressure. As a CRNA, problem-solving often happens in real-tfime during procedures.



They want to know how you approach issues methodically, communicate with the team,
and make decisions that prioritize patient safety.

Sample Answer

"During a case with a morbidly obese patient scheduled for laparoscopic
cholecystectomy, | noticed early signs of difficult ventilation affer induction. The airway
pressures were climbing, and despite preoxygenation, the SpO2 startfed dropping. /
quickly asked for repositioning aids, elevated the head of the bed, and fransifioned fo a
two-handed mask ventilation technigue with an oral airway. | also requested video
laryngoscopy, which gave us a clearer view, and we successfully infubated on the
second attempt.

Throughout, | communicated with the surgeon about the delay and kept my feam in the
loop. Affer the case, | documented the difficulty and debriefed with my attending fo
review what went well and what could be improved.

It was a reminder of how quickly things can change and how staying calm, working
through the options, and leaning on your fraining helps avoid complications. Being
proactive and prepared can furn a potentially risky situation info a successful one.”

Q17. What Would Your Colleagues Say About You?

This question gives insight into your teamwork, reliability, and how others perceive your
professionalism. CRNAs work closely with nurses, surgeons, and other anesthesia
providers. Hiring managers want to hear how you contribute to the environment and
whether you're someone others trust.

Sample Answer

"I think my colleagues would say I'm dependable, calm under pressure, and always
willing fo help. I've been fold that | bring a steady presence fo the OR, especially during
fense or complex cases. Whether it's staying late fo assist with a backup, stepping in fo
help prep a room, or just listening when someone needs fo falk after a fough shift—I fry
fo be supportive.

People know they can count on me fo do my part and fo speak up if | see something
that could affect patient safety. | don’t fake shorfcuts, and | freat every case—»big or
small—with the same level of care.

| also think they'd say I'm easy fo work with. | communicate clearly, I'm open fo
feedback, and | know that feamwork is what keeps things running smoothly. Nobody
does this job alone.”

Q18. How Do You Handle Stress?

CRNA roles come with infense pressure—Ilong hours, split-second decisions, and
responsibility for patient lives. Hiring managers ask this to understand how you maintain
composure, avoid burnout, and continue performing effectively when things get tough.



Sample Answer

" handlle stress by staying grounded in what | can confrol and preparing as much as
possible before the day begins. Before every shift, | arrive early fo review cases, double-
check my setup, and give myself a quiet moment fo menftally focus. That roufine helps
seft the fone for the day.

In the OR, if things start fo escalate, | rely on clear communication, deep breathing, and
focusing on one step at a fime. I've learned that staying calm not only helps me think
clearly, but it also helps the enfire room stay steady.

Outside of work, | stay active and spend fime with people who help me recharge—my
support system is a big part of keeping balance. I'm also good at recognizing when |
need fo fake a moment fo regroup or falk something through with a colleague. Stress is
part of the job, but I've built habits that help me manage it without letting it affect patient
care or my long-term healfh.”

Q19. Tell Me About a Time When You Were Working with
Someone Who Had a Different Value System Than Yours. How
Did You Deal with This Person?

This question explores your emotional intelligence and ability to maintain
professionalism when values don’t align. CRNAs work in high-stakes environments with
many personalities. Hiring managers want to know if you can focus on patient care
while navigating potential conflict or ethical tension.

Sample Answer

"During one rofation, | worked with a surgeon who had a very authoritative style and
often dismissed input from the anesthesia team. It didn’t sit right with me, especially
when patient safety could be affected. | knew pushing back aggressively wouldn't help,
so | fook a calm approach. | focused on presenting facts and keeping the conversation
centered around paftient oufcomes.

For example, during a case where the surgeon wanted fo proceed despite low blood
pressure, | clearly explained the risks and backed it up with clinical reasoning. 1 also
made sure fo document everything appropriately.

Over fime, our working relationship improved because | stayed professional and
consistent. | didn’t fry fo change the person—I focused on doing my job the right way. It
faught me that you can’t confrol how others act, but you can confrol your fone, your
boundaries, and your focus on patient care. That's what matters most.”

Q20. Tell Me About a Time When You Felt That You Were Right
and Everyone Else Was Wrong. What Did You Do?

Hiring managers use this to evaluate your humility, communication, and decision-
making when your opinion goes against the maijority. In anesthesia, advocating for the



patient sometimes means going against the grain. They want to know you'll speak up
appropriately and back it up with knowledge.

Sample Answer

"During a case pre-op assessment, | noticed a patient had a borderline low potassium
level that everyone else seemed fo brush off. The feam wanted fo proceed without
delay, but | wasn’t comfortable moving forward without addressing it. | brought it up
again, explaining the potential risk of arrhythmias under anesthesia and cited the latest
profocol guidelines.

While there was some pushback, | stayed respectful but firm, and | offered fo fake
responsibility for getting labs rechecked and starting replacement therapy. The second
result confirmed my concern—I/evels had dropped further.

We ended up correcting the issue before surgery, and the patient did well. Afterward,
the attending thanked me for speaking up. That moment reminded me that advocating
for the patient—even if it's unpopular—is part of the job. It's not about being right for
the sake of it. It’'s about doing what's safe and using your training to support your
decision."

Q21. Where Do You See Yourself in 5 Years?

This question helps the panel understand your long-term commitment to the profession
and how you view your role within the healthcare system. They want to see if you've
thought seriously about your career path, including how you plan to grow after
completing a rigorous program. Your answer shows whether you have realistic
expectations and if you're goal-oriented in a way that aligns with the CRNA profession.

Sample Answer

"In five years, | see myself working as a confident and competent CRNA in a hospital
seftting, preferably in a feam-based anesthesia care model. | hope fo be in a role where
I'm frusted fo manage complex cases independently, but also collaborate with
surgeons, anesthesiologists, and nurses. I'm passionate about crifical care and want fo
apply that background fo provide safe, patient-centered anesthesia.

At the same fime, 1'd love fo mentor future students or new grads entering the field. I've
benefited so much from supportive preceprtors and menftors, and | want fo be someone
who gives that back.

Long-term, I'm open fo leadership or feaching roles if the opportunity arises, but my
primary focus in the next five years is fo master the clinical side and confinue learning
every day. | see CRNA as not just a job, but a responsibility that requires lifelong growrth.”



Q22. Why Did You Choose to Apply to Our Program? Have You
Applied Elsewhere?

Programs want to know if you've done your research and if you're truly interested in
what they offer. This question helps them understand how you evaluate your options,

and whether your values align with their mission. They also want to hear if you're being
transparent about applying elsewhere, which is normal and expected.

Sample Answer

"I applied fo your program because of the sfrong clinical experience, the high board
pass rate, and the reputation your faculty has for being supportive but rigorous. | spoke
with two alumni who fold me how much the program pushed them—»but also how much
they felf seen and supported through the process. That balance really matters fo me.

Your focus on simulation, access fo a wide range of clinical sites, and smaller class size
were all things that sfood out. | want fo be challenged, but | also want fo build close
relationships with my peers and instructors.

! have applied fo two other programs, mainly for geographic reasons, but this program
/s my fop choice. I'd be proud fo frain here and know it would prepare me well for the
responsibility that comes with being a CRNA.”

Q23. If You Saw One of Your Fellow Students or Colleagues Using
Drugs or Cheating, What Would You Do?

This question tests your ethics, professionalism, and courage. Programs and employers
need to know that you'll prioritize patient safety and integrity—even if it means making
an uncomfortable decision. They want to hear that you understand the seriousness of
the role and the importance of accountability in high-stakes environments.

Sample Answer

"If | saw someone using drugs or cheating, 1'd have fo speak up. As uncomfortable as
that might be, patient safety has fo come first—rthere’s no room for guessing or hoping
someone gefts beftter on their own. | would report it through the proper channels,
whether that's a faculty member, clinical supervisor, or the program director.

That said, I'd approach it from a place of concern, not judgment. People struggle for all
kind’s of reasons, and | believe in helping someone get the support they need. But when
it comes fo clinical responsibility or academic honesty, the stakes are foo high fo ignore.

It's part of being a safe provider—knowing when fo speak up and do the hard thing,
even when it’'s uncomfortable. | would hope someone would do the same if it were me
who needed help."”



Q24. How Do You Feel About Giving Up a Paying Job for Several
Years?

CRNA programs are demanding and often require students to leave well-paying roles.
Interviewers want to know if you've seriously considered this tfradeoff, and if you're

mentally and financially prepared for the sacrifice. They want to be sure you're making
the decision with full awareness and commitment.

Sample Answer

"I've definitely thought about the financial sacrifice, and I'm prepared for it. Before
applying, | spent over a year saving, budgeting, and falking fo CRNAs and former
students about what fo expect. | know Il have fo give up the comfort of a steady
paycheck, but | see it as an investment in something much bigger.

I'm not choosing CRNA school lightly—I'm choosing it because | believe in the long-ferm
value of the work. I've worked hard in crifical care, but I'm ready fo go deeper and have
more responsibility in patient oufcomes.

This career will let me practice independently, provide fop-level care, and have a lasting
impact. So yes, it’s a few fough years up front, but I'm ready for it. I've lived on less
before, and I've built a support system that understands what I'm committing fo.”

Q25. Describe Any Activities or Courses You Have Taken to Help
Prepare You for CRNA School

This question helps the panel see how proactive you are in preparing for the program’s
academic and clinical demands. They want to know that you understand the intensity of
CRNA school and have taken real steps to be ready for it—academically, emotionally,
and professionally.

Sample Answer

"To prepare for CRNA school, | refook a graduate-level chemistry and physiology course
fo refresh and strengthen my foundation. | wanted fo be sure | could handle the
academic rigor and rebuild study habits before the program starts. | also fook an
advanced ECG and pharmacology course through a continuing ed provider, both of
which were helpful in deepening my understanding.

On the clinical side, I've been working in a high-acuity surgical ICU for over two years.
I've faken on charge nurse responsibilities, precepted new hires, and regularly care for
patients on multiple vasoactive arips, ventilators, and CRRT.

Outside of work, I've joined a CRNA prep group and attended webinars on anesthesia
fopics. All of this has kept me sharp and helped me stay focused on my goal. | know this
program won't be easy, but | feel more ready with every step I fake.”



Clinical Interview Questions

Airway & Respiratory Clinical

Q1. You Induce a Patient and Cannot Intfubate or Ventilate. What
Do You Do?

This question tests your ability to stay calm and act quickly in a critical airway
emergency. Hiring managers want to hear how well you follow airway algorithms, think
clearly under pressure, and protect the patient’s oxygenation. It also shows whether you
can prioritize actions, call for help when needed, and understand the importance of
preparation and teamwork. CRNAs are expected to lead in high-stakes moments, so
your answer should reflect both clinical knowledge and sound judgment.

Sample Answer

"If | induce and find | can’t infubate or ventilate, my first priority is fo recognize the
situation immediately and call for help. I'd begin basic airway maneuvers—
repositioning the head, applying a jaw thrust, and ensuring a proper mask seal. If that
doesn’t work, I'd move quickly fo insert an oral or nasal airway and attempt ventilation
again.

If I'm still unable fo ventilate, I'd proceed down the difficult airway algorithm—starting
with a supraglofttic airway like an LMA. If that restfores ventilation, | can buy fime and
reassess my infubation approach. If the patient remains unventilated, | prepare for an
emergency cricothyrofomy and alert the surgical feam for backup.

The key is fo act fast, think clearly, and not waste fime repeating failed attempfts. |
always ensure my airway equipment is checked and ready before induction, especially
in patients with potential risk factors. In a can't infubate, can't ventilate scenario,
preparation, feamwork, and calm execution can make the difference between a near
miss and a catastrophe.”

Q2. A Patient with Severe Copd is Undergoing an Emergent
Abdominal Surgery. How Do You Manage Their Anesthesia?

Hiring managers ask this to evaluate how well you understand the risks and nuances of
managing anesthesia in high-risk respiratory patients. It helps them assess your clinical
judgment, decision-making under pressure, and ability to anticipate complications.
They're also looking at how you tailor your approach to individual patients, particularly in
emergent situations. The response should reflect both safety and efficiency, with clear,
practical reasoning.

Sample Answer

"With a patient who has severe COPD and needs emergent abdominal surgery, my first
step is a rapid but thorough pre-op assessment—rfocusing on baseline oxygenation,
COZ retention, and the most recent ABGs or imaging, if available. | would aim fo avoid



general anesthesia if the surgical feam agrees that regional or neuraxial anesthesia is
appropriate, but in most emergent abdominal surgeries, general is required.

In that case, I'd preoxygenate well and consider a short-acting induction agent like
efomidate, given the possibility of hemodynamic compromise. I'd use a lower dose of
neuromuscular blocker and be cautious with narcofics fo prevent postoperative
hypoventilation. Volatile agents would be kept light, and I'd use pressure-confrolled
ventilation with low fidal volumes and longer expiratory fimes fo prevent air frapping.

1'd avoid high oxygen concentrations for foo long fo minimize suppression of their
hypoxic drive, and I'd plan for a smooth extubation only if the patient meefts strict
respiratory criteria. Postoperafively, I'd work closely with the ICU team and ensure they
have respiratory support in place, including possible BiPAP."

Q3. During Extubation, Your Patient Becomes Stridorous and
Hypoxic. How Do You Respond?

Hiring managers ask this question to evaluate your clinical judgment, airway
management skills, and ability to respond quickly under pressure. They want to know
you understand both the physiology and the practical steps required to stabilize a
patient. Your answer should show you can assess the situation, intervene decisively,
and communicate clearly with the surgical feam. It also gives insight into how well you
prioritize safety and remain composed in critical moments.

Sample Answer

"If a patient becomes stridorous and hypoxic during extubation, my first priority is fo
ensure airway patency and oxygenation. 1'd start by providing 100% oxygen via face
mask while assessing for causes—most likely laryngospasm, upper airway edema, or
vocal cord dysfunction. If it's laryngospasm, 1'd apply a jaw thrust and deliver positive
pressure ventilation with a tight mask seal. If that's ineffective, I'd deepen anesthesia,
often with a small dose of propofol.

If hypoxia persists or worsens, I'd move quickly fo administer a neuromuscular blocker
like succinylcholine and reinfubate. Throughout, I'd communicate clearly with the
surgeon and my feam so everyone s aware of the situation and can assist if needed.

If the stridor is due fo post-extubation airway swelling, 1'd consider racemic epinephrine
and steroids while supporting oxygenation. In any case, | stay focused on airway,
breathing, and circulation—always ready fo escalate care and call for help if needed.
It's about staying calm and thinking through each step deliberately.”

Cardiovascular Clinical

Q4. Your Patient Becomes Hypotensive Shortly After Induction.
What is Your Differential Diagnosis and Treatment Plan?



Hiring managers want to assess your clinical reasoning, your ability to prioritize, and
how you respond under pressure. Hypotension post-induction is a common event, but
your answer shows how well you can quickly build a differential, treat appropriately, and
recognize life-threatening causes. They're also listening for how you tailor your
interventions based on the patient’s history and intraoperative context.

Sample Answer

"If a patient becomes hypotensive right affer induction, my first thought is fo run through
the most common and critical causes. My differential would include relative
hypovolemia, vasodilation from anesthetic agents, myocardial depression, and less
commonly, an anaphylactic or obstructive event like tension pneumotrhorax or
tfamponade. I'd check the monifor for frends in HR, ETCO,, and oxygen saturation, and
physically assess for any signs of airway or cardiovascular compromise.

For immediate management, I'd start by verifying adequate ventilation and
oxygenation, then give a fluid bolus if the patient appears volume-depleted. I'd also
consider vasoactive support depending on the severity—starting with phenylephrine or
ephedrine depending on HR. If there’s bradycardia and hypotension, I'd suspect vagal
stimulation or high spinal, and freat with glycopyrrolate or afropine.

All this would be guided by the patient's baseline, surgical context, and how they
responded fo induction. I'm always thinking about what | can reverse quickly while
staying alert fo red flags that point fo something more serious.”

Q5. A Patient With Known Aortic Stenosis Presents for Hip
Replacement. How Does This Affect Your Anesthetic Plan?

This question evaluates your understanding of pathophysiology and how it impacts
anesthetic choices. Aortic stenosis is high-risk for anesthesia, and interviewers want to

know if you can manage the delicate balance of preload, afterload, and heart rate. Your
answer should reflect caution, planning, and a focus on hemodynamic stability.

Sample Answer

"Aortic stenosis significantly impacts my anesthefic plan, especially for non-cardiac
surgery like a hip replacement. My main goals are fo maintain sinus rhythm, preserve
preload, and avoid hypotension and fachycardia. These patients rely on a fixed sfroke
volume, so drops in systemic vascular resistance or sudden changes in heart rate can
be dangerous.

1'd have a thorough discussion with the surgical and cardiac team beforehand fo
confirm the severity—Ilooking at valve area, gradients, and ejection fraction. For
anesthesia, I'd lean foward a carefully fifrated general anesthetic or a low-dose regional
fechnique if the patient is stable and monifored closely.

Infraoperatively, I'd use arterial line monitoring and be ready with vasopressors like
phenylephrine fo maintain afferload. I'd avoid spinal anesthesia due fo its potential for
rapid sympathetic blockade. The key is slow, confrolled changes, plenty of
communication, and keeping the patient hemodynamically stable from start fo finish.”



Q6. During a Case, the Patient Develops Ventricular Tachycardia.
What Steps Do You Take?

This question tests your emergency response and understanding of ACLS within the
anesthesia setting. CRNAs must act quickly and decisively during intraoperative events,
so hiring managers are looking for calm, clear thinking and teamwork. They want to
hear your process, not just the right drugs—how you assess, intervene, and
communicate during a crisis.

Sample Answer

"If a patient develops ventricular fachycardia during a case, I'd immediately look at the
monitor fo confirm the rhythm, check the pulse, and assess blood pressure and
oxygenation. If they're pulseless, I'd call for help, initiate ACLS, start chest compressions,
and prepare for defibrillation. If they have a pulse and are stable, I'd get a 12-lead ECG
and nofify the feam right away.

1'd pause the surgery if possible and communicate with the surgeon while idenftifying
poftential causes—electrolyte imbalances, hypoxia, or a medication reaction. I'd check
labs, ensure the patient is adequately oxygenated and ventilated, and give amiodarone
or lidocaine based on profocols if needed.

/'d also make sure the defibrillator is nearby in case the patient decompensares.
Throughout the event, I'm communicating clearly with the feam, documenting
inferventions, and thinking ahead about fransferring the patient fo a higher level of care
ifnecessary. Staying calm and focused is key when things escalate in the OR.”

Pharmacology § Drug Management

Q7.You Accidentally Give a Patient Succinylcholine Who Has a
History of Muscular Dystrophy. What Do You Expect and How Do
You Treat It?

This scenario tests your knowledge of pharmacology, emergency response, and ability
to think critically under pressure. Succinylcholine in patients with muscular dystrophy
can trigger life-threatening reactions. Hiring managers want to see if you understand
the complications, can act quickly, and will escalate appropriately.

Sample Answer

"If | accidentally administered succinylcholine fo a patient with muscular dysfrophy, I'd
expect the possibility of hyperkalemia and possibly rhabdomyolysis or even a malignant
hyperthermia—like reaction. These patients can have upregulated acetylcholine
recepftors, so potassium can flood out of cells quickly and cause cardiac arrhythmias. I'd
immediately begin confinuous ECG moniforing and check for any signs of peaked T-
waves or widening QRS, which could signal hyperkalemia.

If hyperkalemia is suspected, I'd give IV calcium gluconate fo stabilize the cardiac
membrane, followed by insulin and dextrose fo drive potassium back info the cells,



along with albuterol and possibly sodium bicarbonate if acidosis is present. I'd also have
the defibrillator ready in case of arrhythmia and nofify the surgeon and the rest of the
feam.

At the same time, 1'd prepare for potential infubation if not already done and report the
incident fo the attending. It's a critical moment that calls for staying focused, acting
quickly, and managing the patient with both urgency and precision.”

Q8. Your Patient Becomes Bradycardic and Hypotensive After
Spinal Anesthesia. What Do You Do Next?

This scenario checks your understanding of spinal anesthesia physiology and how to
respond to a common complication. Hiring managers are looking for calm, step-by-step
clinical reasoning and awareness of both pharmacologic and non-pharmacologic
intferventions. It also shows how you prioritize in an urgent situation.

Sample Answer

"If a patient becomes bradycardic and hypotensive affer spinal anesthesia, my first step
is fo assess the airway, breathing, and circulation while quickly checking the level of the
block. I'd put the patient in Trendelenburg or a slight head-down filt fo improve venous
return and begin administering IV fluids if not already done.

For the bradycardia, I'd give afropine 0.5 mg IV and monifor for response. If the blood
pressure doesn’t improve with fluids, I'd consider using vasopressors like ephedrine if
the heart rate is low, or phenylephrine if the heart rate is adequate but systemic
vascular resistance is the issue.

1'd also reassess the block height fo rule out high spinal. If the block is foo high and
affecting respiration, I'd support ventilation and prepare for infubation if needed. This is
a moment where staying calm and systematically working through the physiology is
key. | always make sure fo have these drugs drawn up before starting a spinal so | can
act quickly if something like this happens.”

Q9. A Patient on Chronic Opioids is Scheduled for Surgery. How
Do You Approach Intraoperative and Postoperative Pain Control?
This question evaluates your understanding of opioid tolerance and multimodal
analgesia. Hiring managers want to know how you personalize care for complex

patients, minimize risk, and still provide effective pain control. It also shows your ability to
think about both intraoperative and postoperative planning.

Sample Answer

"For a patient on chronic opioids, | start by confirming their baseline opioid regimen and
ensuring they continue it on the day of surgery unless confraindicated. These patients
are oftfen folerant, so | don’t expect typical doses fo be effective. | plan for higher
infraoperative opioid requirements and incorporate multimodal strategies.



That might include kefamine, lidocaine infusion, dexmedetfomidine, or regional
anesthesia if appropriate for the case. | also discuss expectations with the patient
beforehand so they understand pain confrol may not mean zero pain, but we'll do
everything we can fo keep them comfortfable and safe.

Postoperatively, I'd coordinate with the surgical and pain management feams fo ensure
their chronic opioids are resumed, and 1'd include adjuncts like acetaminophen, NSAIDs
(if not conftraindicated), and possibly gabapentinoids. | keep naloxone available but
focus on mainfaining function while avoiding oversedation.

It's important fo strike a balance between empathy and safety. Patients on chronic
opioids offen fear underfreatment, so showing them we have a plan helps build frust
from the stfart.”

Neurology Clinical

Q10. A Patient Develops Sudden Unilateral Pupillary Dilation
During a Craniotomy. What Could Be Happening and How Do You
Respond?

This question assesses your ability to recognize critical intraoperative complications
and respond quickly. It shows whether you understand neuroanatomy, how to
differentiate between benign and emergent causes, and whether you stay calm under
pressure. Hiring managers want to see your clinical judgment, ability to communicate
with the surgical team, and how you prioritize patient safety during high-stakes
situations.

Sample Answer

"If a patient suddenly develops unilateral pupillary dilation during a craniofomy, my first
concern would be uncal herniation due fo rising infracranial pressure. I'd immediately
assess the patient’s vital signs, verify the anestheftic depth, and communicate directly
with the neurosurgeon fo report the change. This isn’t something fo delay on. I'd also
double-check the pupil with another light source or feam member fo rule out lighting
issues or equipment malfunction.

If the surgical field allows, the surgeon may decomypress the brain. I'd make sure the
patient is adequately ventilated, and if not already done, I'd hyperventilate fo reduce
PaCO,, initiate mannitol or hypertonic saline if indicated, and ensure the blood pressure
supports cerebral perfusion without exacerbating the pressure.

Throughout, I'd document the fime of change and continue fo monifor for any additional
signs of deferioration. In this situation, staying focused, acting quickly, and working as a
unified team are absolutely key fo the patient’s outcome.”



Q11. Your Patient Undergoing a Spinal Procedure Suddenly
Complains of a Severe Headache Post-op. What's Your Next
Move?

This scenario tests your knowledge of post-dural puncture complications and how to
handle unexpected complaints. Hiring managers are evaluating whether you can
identify the cause, perform a differential, and respond with the right combination of

assessment and action. They also want to know if you're prepared to escalate care
appropriately when a patient’'s complaint might indicate something more serious.

Sample Answer

"If a patient suddenly complains of a severe headache affer a spinal procedure, my first
thought would be a post-dural puncture headache, especially if it worsens when they sit
or stand. I'd first assess vital signs, ask about the quality and fiming of the headache,
and rule out other serious causes like infracranial bleeding or infection.

If it sound’s consistent with PDPH, 1'd initiate conservative measures first—bed rest,
fluids, caffeine, and oral analgesics. I'd keep them lying flat fo see if that relieves
symptoms. If the headache doesn’t improve or is severely limiting their function, I'd
discuss the possibility of an epidural blood patch with the anesthesia team or pain
service.

Communication is crucial here—not just with the patient, but also with the rest of the
feam. I'd explain the plan clearly and make sure they feel reassured that we're
addressing the discomfort seriously. Post-op issues like this can cafch patients off
guard, so staying calm, thorough, and responsive makes a big difference.”

Obstetrics Clinical

Q12. A Laboring Patient Becomes Hypotensive and Nauseous
After Epidural Placement. What's Your Immediate Response?

This question helps hiring managers evaluate your ability to recognize and manage
common complications quickly and safely. They want to see if you understand the
physiology behind the response and can stay calm and systematic in your approach.
It's also a way to gauge how well you prioritize patient safety and communicate with the
team under pressure. Your response reflects your clinical judgment and hands-on
readiness for obstetric anesthesia.

Sample Answer

"If a laboring patient becomes hypotensive and nauseous aftfer epidural placement, my
Immediate response is fo freat it as a likely sympathetic blockade leading fo decreased
preload. I'd first assess the blood pressure, heart rate, and fetal heart fracing while
simulfaneously increasing IV fluids. If the patient is already on maintenance fluids, 1'd
give a bolus. I'd also inifiate vasopressors—rtypically a small dose of phenylephrine or
ephedrine depending on the heart rate—rio stabilize her blood pressure.



1'd keep communicating with the OB feam about the status of both mom and baby. If
the fefal fracing shows any decelerations, I'd assist in repositioning the patient, usually
left lateral, fo help improve uferine perfusion.

This is a fairly common situation, so | stay calm and follow the protfocol quickly, while
keeping an eye on how mom is feeling and how the baby is folerating labor. The goal is
fo correct the hypotension before it impacts uteroplacental perfusion or leads fo more
significant sympfoms.”

Q13.You're Cdlled to a Stat C-section With a Patient Who Hasn't
Had Any Anesthesia Yet. What Do You Do?

This question tests your ability fo make fast, high-stakes decisions in obstetric
emergencies. Hiring managers want to hear how you assess the urgency, choose the
safest anesthetic plan, and communicate with the surgical and obstetric teams. It also
shows how you handle pressure and whether you have the clinical confidence to
respond effectively when time is critical.

Sample Answer

"In a frue stat C-section where the patient hasn't received any anesthesia and there’s
no fime for a spinal or epidural, I'd prepare for a general anesthetic right away. I'd
quickly assess for aspiration risk, confirm NPO status if possible, and explain what's
happening fo the patient as calmly as | can.

1'd ensure preoxygenation with 100% oxygen while simultaneously preparing induction
agents and securing the airway. I'd choose agents based on the maternal status—
typically rapid-sequence induction with propofol or efomidate if hypotensive, followed
by succinylcholine for infubation.

Communication with the OB feam is key—I/d let them know once the airway is secured
and the patient is fully under before allowing the incision. I'd also alert the NICU feam if
there’s fefal distress.

Even though this isn’t our preferred route, it's critical fo stay focused, anfticipate risks like
difficult airway or bleeding, and manage the case safely from start fo finish. The priotity
/s delivering the baby quickly while maintaining maternal stability.”

Emergencies § Complications

Q14. Your Patient Develops Signs of Malignant Hyperthermia.
What Do You Do First?

This question tests your ability to respond to rare but life-threatening events. Hiring
managers want to see that you recognize the signs quickly, know the protocol, and can
stay calmin a crisis. They're assessing both your technical knowledge and how you
think under pressure. It also reflects your ability to lead a team during an emergency.



Sample Answer

"If | suspect malignant hyperthermia, the first thing | do is discontinue the friggering
agents—stop the volatile anesthetic and succinylcholine immediately. | would call for
help right away and begin administering 100% oxygen at high flows fo flush out any
residual anesthefic. Then I'd start preparing and administering dantrolene, ideally using
a pre-mixed formulation if available, while assigning specific roles fo the feam fo
manage the crisis efficiently.

At the same fime, 1'd initiate active cooling measures—ice packs, chilled 1V fluids, and
cold lavage if necessary—and monitor for arrhythmias, acidosis, and hyperkalemia. I'd
geft arterial access if not already placed and notify the surgeon of the situation. I'd also
begin preparing for potential ICU fransfer.

This is a high-stakes moment where staying focused and directing the feam clearly is
critical. I've practiced this profocol during simulations and understand how fime-
sensitive and coordinated the response needs fo be.”

Q15. You Are in a Rural Facility and Your Patient Goes Into
Anaphylaxis After Induction. How Do You Manage This Situation?

In rural or resource-limited settings, CRNAs must be able to manage acute crises
independently. Hiring managers want to evaluate your airway skills, pharmacologic
knowledge, and ability to act decisively when help may not be immediately available.
They're also gauging your preparedness for rare but critical events where your clinical
judgment is the difference between life and death.

Sample Answer

"If a patient goes info anaphylaxis affer induction, 1'd recognize it quickly through signs
like hypotension, bronchospasm, increased airway pressures, and possible rash or
facial swelling. I'd immediately stop all suspected agents, call for help, and begin
resuscifation with 100% oxygen and fluids. I'd give epinephrine—sftarting with 10 fo 100
micrograms IV depending on severity—and prepare for continuous infusion if the
response is limited.

1'd manage the airway, possibly switch fo hand venftilation if pressures were rising, and
ensure that | had suction and emergency airway fools ready in case of worsening
edema. I'd also administer anfihistamines and corticosteroids and place the patientin a
supine position with legs elevated. If they had arterial or cenfral access, I'd draw labs,
including fryptase, for confirmation and documeniation.

In a rural sefting, 1'd also be thinking ahead—activating emergency fransfer profocols if
needed and ensuring we had ICU-level monitoring capabilities. Rapid, systematic
management can make a huge difference in these cases.”



Q16. During a Laparoscopic Case, the Patient’s Etco, Suddenly
Rises Sharply. What Are Your Concerns and Next Steps?

This question assesses your understanding of intraoperative physiology and how you
evaluate abnormal trends. Hiring managers want to see that you consider multiple

differential diagnoses, act decisively, and communicate effectively with the surgical
team. It also tests how well you interpret data in real-time to maintain patient safety.

Sample Answer

"If EYCO, rises sharply during a laparoscopic case, my first concern is CO, insufflation-
related complications, like subcutaneous emphysema, capnothorax, or even gas
embolism. I'd check the ventilator first—yverify the waveform, confirm the machine
settings, and assess fidal volume and compliance. Then I'd listen fo breath sounds and
examine the patient for signs of crepitus, which might indicate subcutaneous gas
fracking.

/d increase minute venftilation fo help eliminate the excess CO, and let the surgeon
know what I'm seeing. If the rise is rapid and unexplained, I'd ask the surgeon fo pause

insufflation to see if EYCO, levels plateau or begin fo drop.

1'd also monitor for hemodynamic changes and rising peak pressures that might
suggest a more serious issue like capnothorax. Depending on findings, 1'd prepare for
decompression or further airway management.

Clear communication and staying ahead of physiologic changes is key in laparoscopic
cases. This kind of scenario reminds me why vigilance and teamwork are so importfant
in every procedure.”

Fluid & Electrolytes

Q17. ATrauma Patient Arrives Hypovolemic and Hypotensive
With a Low Hemoglobin. How Do You Manage Resuscitation?

Hiring managers ask this to assess your ability to respond to critical frauma situations
quickly and effectively. They want to hear how well you understand volume
resuscitation, blood management, and coordination with the surgical and frauma
teams. This also shows how you prioritize interventions under pressure and apply
clinical judgment in real time.

Sample Answer

"In this situation, my first priority is fo stabilize the patient hemodynamically while
supporting oxygen delivery. I'd immediately assess airway and breathing, secure the
airway if needed, and inifiate high-flow oxygen. For circulation, I'd start large-bore IVs or
a rapid infuser if available and begin volume resuscitation with warmed crystalloids. But
given the hypotension and low hemoglobin, I'd move quickly fo type O-negaftive or
uncrossmartched blood products if massive fransfusion is likely.



1'd activate the massive fransfusion profocol and coordinate closely with the surgical
team and frauma lead. My goal is fo maintain perfusion without diluting clotting facftors,
so /'d use a balanced approach—PRBCs, FFP, and platelets in appropriate raftios.
Throughout, I'd monifor vital signs, urine output, and serial labs including ABGs, lactate,
calcium, and coagulation paramefers.

If the patient deferiorated or showed signs of coagulopathy, I'd consider TXA early on
and manage calcium replacement as heeded. Communication with the feam is key—
I'd narrate what I'm doing and anficipate next steps.”

Q18. You Notice Peaked T-waves on the Monitor Mid-case.
What's Your Differential and Treatment Plan?

This question tests your ability to identify early warning signs of electrolyte imbalance
and take swift, informed action. Peaked T-waves suggest hyperkalemia, which can
rapidly progress to life-threatening arrhythmias. They want to know if you recognize the
urgency, can treat the problem while managing the surgical case, and communicate
effectively under stress.

Sample Answer

"If | noticed peaked T-waves mid-case, my first concern would be hyperkalemia. I'd
confirm it with an arterial or venous blood gas with electrolytes, but | wouldn’t wait for
the result fo start freating if the rhythm changes were obvious. My differential includes
hemolyzed blood sample, renal failure, acidosis, or recent cell lysis from a fransfusion
reaction or fourniquet release.

While verifying with labs, I'd start freatment: calcium gluconate fo stabilize the cardiac
membrane, insulin with D50 fo shift potassium infracellularly, and consider albuterol if
needed. I'd also prepare sodium bicarbonate if the patient is acidotic. Meanwhile, I'd
notify the surgeon and discuss whether fo pause the case depending on the severity
and stability.

/'d also review the fluid status and urine output and check the patient’'s medication
history for any potassium-sparing drugs. Communication with the anesthesiologist or
MD supervising the case is crucial, and 1'd keep the feam informed of my plan while
monitoring for resolution on the ECG.”

Pre-op § Decision-Making

Q19. A Patient With a Recent Mi Needs Urgent Surgery. How Do
You Assess and Prepare Them Preoperatively?

Hiring managers ask this question to evaluate your critical thinking, risk assessment,
and ability to balance urgency with patient safety. They want to know if you understand
the physiological implications of a recent myocardial infarction and whether you can
collaborate effectively with the surgical and medical team. Your answer should reflect
both your clinical judgment and your comfort with perioperative decision-making.



Sample Answer

"If a patient had a recent Ml and needs urgent surgery, the first thing | do is gather as
much information as possible—/looking at their ECG, cardiac enzymes, echocardiogram
results, and any cath lab findings. I'd also review how recent the M/ was and whether
there were complications like stents, reduced ejection fraction, or ongoing ischemia.
From there, I'd coordinate with cardiology and the surgical team fo clarify the urgency
of the case and whether any optimization is possible before we go fo the OR.

1'd consider placing invasive lines, monitoring hemodynamics closely, and failoring my
anesthetic plan fo minimize myocardial oxygen demand—Ilikely using agents that
maintain stability and avoiding wide swings in pressure. I'd also be mindful of fluid
management and be ready fo use vasopressors or inotfropes if needed.

It's about finding that balance—doing what's safest and most effective for the patient
while keeping the lines of communication open across the feam. This is the kind of case
where preparation and teamwork matter most.”

Q20. A Patient Refuses a Blood Transfusion for Religious Reasons
but is at High Risk for Hemorrhage. How Do You Approach Their
Case?

This question tests your ability to respect patient autonomy while still preparing for a
high-risk situation. Hiring managers want to see how you approach ethical issues,

communicate with patients and the team, and plan for alternatives. It's about showing
compassion, professionalism, and clinical foresight all at once.

Sample Answer

"In a case like this, the first thing | do is sit down with the patient and have a defailed,
respectful conversation. | want fo fully understand their beliefs and clarify what
alternaftives they re open fo—some may acceprt cell salvage, volume expanders, or
certain blood products like albumin, depending on their specific views. | document
everything clearly in the chart and make sure the enfire care team is aware of their
preferences.

From a clinical standpoint, I'd work with the surgeon fo reduce blood loss wherever
possible—using minimally invasive techniques, confrolled hypotension, and
electfrocautery if appropriate. I'd also optimize pre-op labs, possibly using erythropoiefin,
fron, or vitamins fo boosft red cell mass.

Infraoperatively, I'd stay ahead of blood loss with meficulous monitforing, consider
anfifibrinolyftics like franexamic acid, and have a clear plan in place in case things
escalate. It's about being prepared while fully respecting the patient’s autonomy and
making sure they feel heard and safe.”






