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Background
Critical care nurses have seen the

influences of genetics on their practice
in many ways since the 1980s. These
influences have been especially appar-
ent since completion of the Human
Genome Project in April 2003, leading
to phenomenal advances in the practice
of medicine in reference to genetics.
Critical care nurses are seeing notice-
able changes in patient care that will
increase in the future. Because of these
changes, understanding the science
behind current advances is increasingly
important so that the advances can
be applied appropriately to critical
care practice.

What must be more fully under-
stood are the sciences of genetics and
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genomics. Genetics is the study of single
genes or groups of genes.1 Genomics is
the study of an organism’s genome,
which is all the DNA contained in an
organism or a cell, which includes both
the chromosomes within the nucleus
and the DNA in mitochondria.2,3 The
study of the global properties of
genomes of related organisms is usu-
ally referred to as genomics, which
distinguishes it from genetics. The
Human Genome Project provided a
complete map of the human genome.
This map identified genes that code
for various proteins involved in the
cellular workings of the human body.4

This information has made it possible
for researchers to begin to show links
and correlates between environmental
and genetic influences and how these
interactions relate to health
conditions.5 Although, genetics will
continue to play a role in the future of
health care, genomics is where the
bulk of the new advances will arise.6

Studying interactions between the
genome and the environment in
humans potentially can lead to new
ways to diagnose, prevent, and treat
disease by altering assessment and
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intervention strategies in health care.
Currently, many investigators are
examining the association between
specific genes and disease processes,
and much of this research will affect
critical care nurses.

Genomics-related research will
allow for individualized or person-

alized medicine,7-9 with a more
patient-specific care plan for each
patient. Many of today’s emerging
advances in cancer are directed at
determining the best treatment for
individual patients on the basis of
the genome of the tumor the
patient has. For example, a patient

with breast cancer whose tumor is
positive for the protein HER2 can be
treated with the gene-specific drug
herceptin. In patients with cardio-
vascular disease, genetic alterations
are closely associated with medical
conditions such as monogenic
arrhythmia syndromes (eg, pro-
longed QT syndrome), as well as
hypertension, familial hypertrophic
cardiomyopathy, stroke, and ele-
vated levels of low-density lipopro-
tein.6,10-14 Other conditions with
research potential are asthma and
chronic obstructive pulmonary dis-
ease. Researchers are examining the
genes associated with the causes of
these disorders and the responses to
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CASE STUDY

Mr F is a healthy 34-year-old man who is admitted to a
local metropolitan hospital for a routine cholecystec-

tomy. A preoperative assessment by the nurse anesthetist
reveals no prior surgeries and a familial history of anes-
thetic complications, but Mr F is unsure of what the compli-
cations were called. During the surgery, no adverse effects
are noted by the surgical team. 

After successful removal of the gallbladder and an unre-
markable anesthetic reversal, Mr F is transported to the
postanesthesia care unit and monitored before transfer to a
medical-surgical unit. Vital signs are as follows: heart rate,
75/min; blood pressure, 127/82 mm Hg; respiratory rate,
16/min; oxygen saturation, 100%; body temperature,
36.9ºC. When Mr F arrives in the postanesthesia care unit,
the receiving nurse notices an increase in his heart rate to
91/min and an increase in respirations to 21/min. After
administering a 3-mg intravenous bolus of morphine sul-
fate for pain and increasing oxygen delivery to 4 L/min
via Mr F’s cannula, the nurse continues to see a gradual
increase in heart rate and respirations as well as an increase
in blood pressure. Mr F’s vital signs are now as follows:
heart rate, 114/min; blood pressure, 147/92 mm Hg; respi-
rations, 25/min; oxygen saturation, 98%; and body temper-
ature, 38.8ºC. The nurse again treats Mr F with a 3-mg
intravenous bolus of morphine sulfate and increases his
oxygen to 5 L by mask. 

During the nurse’s assessment, she notices that Mr F’s
body temperature is increasing. As the surgeon and the certi-
fied registered nurse anesthetist are called to report Mr F’s
condition, the patient begins to experience muscle rigidity
of the trunk. At this point, vital signs are as follows: heart
rate, 127/min; blood pressure, 167/101 mm Hg; respira-
tions, 31/min; oxygen saturation, 89%; and body tempera-
ture, 39.5ºC. Mr F’s electrocardiogram begins to show
ventricular ectopy. A possible diagnosis of malignant
hypertension is made by the nurse anesthetist, the malig-
nant hyperthermia cart is brought in, and Mr F is immedi-
ately treated with 2.5 mg/kg of dantrolene intravenously
and 2 mEq/kg of bicarbonate and is reintubated. Serial
blood gas analyses are started, along with coagulation stud-
ies, a complete blood cell count, and measurements of elec-
trolyte, creatine kinase, lactate, and myoglobin levels.
Sequential samples are also collected from the urinary
catheter to monitor myoglobin levels in the urine. Mr F is
covered with a cooling blanket and ice packs. 

Laboratory studies reveal the following: pH, 7.21; PCO2,
75 mm Hg; PO2, 85 mm Hg (oxygen saturation); and potas-
sium level, 7.2 mEq/L. Mr F is given 10 units of regular
insulin intravenously, 50 mL of 50% dextrose in water intra-
venously, and 10 mg/kg of calcium chloride. He is trans-
ferred to the intensive care unit for further evaluation. His
vital signs upon transfer are as follows: heart rate, 115/min;
blood pressure, 150/92 mm Hg; respiratory rate, 26/min;
oxygen saturation, 93%; body temperature, 38ºC.
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treatment.15-23 Other areas of
research in genetics and genomics
include, but are not limited to, type
2 diabetes, sepsis, transfusion med-
icine, kidney disease, and wound
healing.24-32

In this article, we explore genetics
and genomics in the context of the
pathophysiology of malignant hyper-
thermia. In addition, we provide a
glimpse of advances being made in
genetic testing and application of
pharmacogenetics to practice, specifi-
cally in patients with genetic suscepti-
bility to malignant hyperthermia.

Genes
Susceptibility to malignant

hyperthermia is an inherited genetic
disorder that is manifested as an
autosomal dominant pharmaco-
genetic trait.33 Identification of this
disorder was based on a family in
Australia and was first reported in
the early 1960s.34 Genetic incidence
is estimated to be 1 in 10000.35

In genetic studies, 6 loci within the
human genome that are linked with
susceptibility to malignant hyperther-
mia have been identified. Of these loci,
3 have been mapped and the genes
identified; the other 3 loci have been
mapped, but the genes have not been
identified. Studies during the early
1990s revealed MHS1, a locus that is
associated with mutations in the gene
RYR1, which codes for ryanodine
receptor 1 on band 19q13.1. MHS1 is
a primary site where mutation occurs,
resulting in susceptibility to malignant

hyperthermia.36 Mutations at this
locus account for 80% of all cases of
susceptibility to malignant hyperther-
mia. Most RYR1 mutations occur in
the areas of amino acid residues 35 to
614 (N-terminal region), 2117 to 2458
(central region), and 3916 to 4973
(C-terminal region). To date, approxi-
mately 42 mutations linked to this
gene have been found. Most of these
mutations are called missense muta-
tions,33 meaning the mutation alters a
single base within the section of DNA
that codes for a certain amino acid;
the mutation can result in an amino

acid change and an altered protein.37

Another locus identified was MHS3,
associated with mutations in the
gene CACNA2D1, which codes for
the α2δ subunit of a dihydropyri-
dine-sensitive L-type calcium chan-
nel. This specific mutation has been
reported in only a few persons and
accounts for 1% of all cases of suscep-
tibility to malignant hyperthermia.

The last identified locus is MHS5,
which is associated with mutations in
CACNA1S, the gene that codes for
skeletal muscle calcium channels.
Mutations in MHS5 also account for
1% of all cases of susceptibility to
malignant hyperthermia. The other 3
loci (MHS2, MHS4, and MHS6) have
been mapped, but the specific genes
have not been clearly identified yet.

Pharmacogenetics
Malignant hyperthermia is a rare

reaction and usually occurs when

volatile inhalation agents and/or
succinylcholine, a depolarizing mus-
cle relaxant, are used. The volatile
agents identified as triggers of
malignant hyperthermia are
halothane, isoflurane, enflurane,
sevoflurane, and desflurane. The
combination of succinylcholine and
a potent volatile anesthetic agent
triggers a more rapid reaction than
does a volatile agent alone or suc-
cinylcholine alone.1 No evidence
indicates that intravenous anesthet-
ics such as opioids induce malig-
nant hyperthermia.

Results of multiple studies have
suggested links between susceptibility
to malignant hyperthermia, the use
of potent volatile anesthetics, and
mutation of RYR1. In North America,
10 mutations account for 22% of the
population susceptible to malignant
hyperthermia.33 In Australia and New
Zealand, a unique mutation was found
in the malignant hyperthermia/central
core disease region I of the RYR1 gene
specific to 9 families.38

Mutations in RYR1 affect skeletal
muscle, leading to the sustained release
of calcium from the sarcoplasmic
reticulum, causing a hypermetabolic
state to occur within the muscle tissue.
The mutated area of the ryanodine
receptor is the site of action for the
inhaled agents and/or succinylcholine.
The mutation changes the receptor
from one of regulation to one with
an excitatory function that results in
the abnormal release of intracellular
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calcium and causes the malignant
hyperthermia cascade. The drastic
and uncontrolled increase in skele-
tal muscle oxidative metabolism
increases carbon dioxide production
and causes a 3- to 5-fold increase in
oxygen consumption. Other signs
include muscle rigidity, rhabdomy-
olysis, and marked elevation in
body temperature (see “Case
Study”). This series of events can
cause skeletal muscle damage as
well as hypermetabolic states of cri-
sis, such as cardiac arrhythmias,
that if untreated result in death. 

Research studies support the link
between genetic mutation of the ryan-
odine receptor and pharmacological
effects of halothane that cause malig-
nant hyperthermia. Evidence from
studies with the contracture test, in
which halothane, caffeine, and ryan-
odine challenges are used, supports a
similar individual pharmacogenetic
effect among the 3 agents rather than
a specific, different pharmacological
action for each.33 Tammaro et al33

clearly found a connection between
the use of halothane as a potent
inhaled volatile anesthetic and its
interaction with the mutated ryan-
odine receptor to directly induce
malignant hyperthermia.

Genetic Testing
Genetic testing is used to detect

whether someone has a genetic condi-
tion or is likely to acquire a disease.
Generally, persons are tested if they

have a familial history for a certain
disease, they have signs or symptoms
of a genetic disorder, or they are con-
cerned about their children inheriting
a genetic disorder (see “Case Study”).

Genetic testing for malignant
hyperthermia has only recently been
developed and implemented.39-42

According to the June 2006 newsletter
of the Malignant Hyperthermia Asso-
ciation of the United States43 and the
September 2005 newsletter of the
American Society of Anesthesiologists,44

PreventionGenetics, LLC, a company
in Wisconsin, has begun offering
molecular genetic testing for malig-
nant hyperthermia, as has the Univer-
sity of Pittsburgh Medical Center for
Medical Genetics.39 Genetic testing,
which requires only a small sample of
blood, is less invasive than the muscle
contracture test, the previously used
reference standard. The contracture
test requires a biopsy specimen of
muscle tissue, which is then exposed
to halothane and caffeine through
various techniques. Although the
contracture test is sensitive, it is more
invasive, expensive, and inconvenient
to patients than is genetic testing.

The Malignant Hyperthermia
Association of the United States
Web site states that genetic testing
detects only about 30% of persons at
risk. The genetic test is very specific,
however, so those with a positive
test are almost certainly at risk for
malignant hyperthermia. Sequence
analysis, which is complete sequenc-
ing of the RYR1 gene, may detect
mutation at a rate of up to 70%.39-42

The Malignant Hyperthermia Asso-
ciation of the United States42 also
advises the following types of persons
be considered for genetic testing:

• Persons who have tested positive
on the contracture test

• Relatives of persons who have
tested positive on the contracture test

• Persons shown by a research
protocol to have a mutation that causes
malignant hyperthermia

• Relatives of persons with a known
mutation for malignant hyperthermia

• Persons with a very high likeli-
hood of having experienced an episode
of malignant hyperthermia.

As mentioned earlier, the advan-
tages of genetic testing over the con-
tracture test are reduced invasiveness,
lower cost, and the lack of morbidity
associated with muscle biopsy. In time,
the sensitivity of the genetic test most
likely will improve markedly.42

Conclusion
The completion of the Human

Genome Project has changed the prac-
tice of medicine and will soon affect
all facets of health care. Critical care
nurses must understand the implica-
tions of genomics so that they can
provide the safest and most patient-
specific care available. The incidence
of malignant hyperthermia is 1 in
10 000, so most likely most anesthesia
providers and critical care nurses will
be directly involved in at least one
case of the disorder during their
careers.1 Critical care nurses will be
able to use genetic information to
improve patients’ outcomes in several
ways. Perhaps the most effective
application of genetic information is
in preventing malignant hyperther-
mia altogether. To do so, critical care
nurses must be able to access a patient’s
genomic information through genetic
testing. Identifying patients and fam-
ily members who are at high risk for
malignant hyperthermia is critical
to reducing adverse health condi-
tions related to this disorder. Criti-
cal care nurses must also become

d•tmore
To learn more about genetics, read “ECG
Characteristics of a Genetic Disorder” by
Michele M. Pelter et al in the American 
Journal of Critical Care, 2007;16:621-622.
Available at www.ajcconline.org.
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knowledgeable about the pharma-
cogenomic implications related to
the interaction of current anesthetic
agents that will trigger malignant
hyperthermia in susceptible
patients. Finally, prompt assess-
ment and recognition of postsurgi-
cal complications related to
malignant hyperthermia can
decrease the frequency of skeletal
muscle damage, cardiac arrhyth-
mias, and even death. At this time,
researchers are focusing on the
ryanodine receptor gene and its link
to malignant hyperthermia.3 With
the achievement of an inexpensive,
noninvasive, genetically specific test
available to all preoperative patients
(see www.genetests.org), malignant
hyperthermia may be eliminated
sooner rather than later. CCN

Financial Disclosures
None reported.

References
1. Baresh PG, Cullen BF, Stoelting RK. Clinical

Anesthesia. 4th ed. Philadelphia, PA: Lippin-
cott Williams & Wilkins; 2006.

2. Katzung BG. Basic and Clinical Pharmacology.
9th ed. New York, NY: McGraw-Hill; 2004.

3. Larach MG. Making anesthesia safer:
unraveling the malignant hyperthermia
puzzle. http://opa.faseb.org/pages/
PublicEducators/mh/. Accessed September
4, 2008.

4. Human Genome Project Information.
http://www.ornl.gov/sci/techresources/
Human_Genome/home.shtml. Updated
July 24, 2008. Accessed September 4, 2008.

5. Halsey D. Ahead to the past. Nursing. 2002;
32(6):48-54.

6. Winkleman C. Genomics: what every critical
care nurse needs to know about the genetic
contribution to critical illness. Crit Care
Nurse. 2004;24(3):34-45.

7. Genetics begets genomics: tailor-made med-
icine. Harvard Health Lett. 2005;31(1):4.

8. Meadows M. Genomics and personalized
medicine. FDA Consumer. 2005;39(6):12-17.

9. Jenkins J, Collins F. Are you genetically liter-
ate?: April 2003 is Human Genome Month.
Am J Nurs. 2003;103(4):13.

10. Roden DM. Human genomics and its impact
on arrhythmias. Trends Cardiovasc Med.
2004;14(3):112-116.

11. Lerman LO, Chade AR, Sica V, Napoli C.
Animal models of hypertension: an overview.
J Lab Clin Med. 2005;146(3):160-173.

12. Tester DJ, Kopplin LJ, Will ML, Ackerman
MJ. Spectrum and prevalence of cardiac
ryanodine receptor (RyR2) mutations in a
cohort of unrelated patients referred explic-
itly for long QT syndrome genetic testing.
Heart Rhythm. 2005;2(10):1099-1105.

13. Siest G, Marteau JB, Maumus S, et al. Phar-
macogenomics and cardiovascular drugs:
need for integrated biological system with
phenotypes and proteomic markers. Eur J
Pharmacol. 2005;527(1-3):1-22.

14. Howard TD, Giles WH, Xu J, et al. Promoter
polymorphisms in the nitric oxide synthase
3 gene are associated with ischemic stroke
susceptibility in young black women. Stroke.
2005;36(9):1848-1851.

15. Leath TM, Singla M, Peters SP. Novel and
emerging therapies for asthma. Drug Discov
Today. 2005;10(23-24):1647-1655.

16. Howard TD, Postma DS, Hawkins GA, et al.
Fine mapping of an IgE-controlling gene on
chromosome 2q: analysis of CTLA4 and
CD28. J Allergy Clin Immunol. 2002;110(5):
743-751.

17. Basehore MJ, Howard TD, Lange LA, et al.
A comprehensive evaluation of IL4 variants
in ethnically diverse populations: associ-
ated of total serum IgE levels and asthma in
white subjects. J Allergy Clin Immunol.
2004;114(1): 80-87.

18. Meyers DA, Larj MJ, Lange L. Genetics of
asthma and COPD: similar results for dif-
ferent phenotypes. Chest. 2004;126(2
suppl):105S-161S.

19. Meyers DA, Postma DS, Stine OC, et al.
Genome screen for asthma and bronchial
hyperresponsiveness: interactions with pas-
sive smoke exposure. J Allergy Clin Immunol.
2005;115(6):1169-1175.

20. Meyers DA. New approaches to understand-
ing the genetics of asthma. Immunol Allergy
Clin North Am. 2005;25(4):743-755.

21. Kuperman DA, Lewis CC, Woodruff PG, et
al. Dissecting asthma using focused trans-
genic modeling and function. J Allergy Clin
Immunol. 2005;116(2):305-311.

22. Meyers DA. Genetics in asthma and
allergy. Immunol Allergy Clin North Am.
2005;25(4):ix-x.

23. Hawkins GA, Weiss ST, Bleecker ER. Asthma
pharmacogenomics. Immunol Allergy Clin
North Am. 2005;25(4):723-742.

24. Gallagher CJ, Gordon CJ, Langefeld CD, et
al. Association of the μ-opioid receptor
gene with type 2 diabetes mellitus in an
African American population. Mol Genet
Metab. 2006;87(1):54-60.

25. Sale MM, Freedman BI, Langefeld CD, et al.
A genome-wide scan for type 2 diabetes in
African-American families reveals evidence
for a locus on chromosome 6q. Diabetes.
2004;53(3):830-837.

26. Herbert A, Liu C, Karamohamed S, et al.
The -174 IL-6 GG genotype is associated
with a reduced risk of type 2 diabetes melli-
tus in a family sample from the National
Heart, Lung and Blood Institute’s Framing-
ham Heart Study. Diabetologia.
2005;48(8):1492-1495.

27. Sale MM, Freedman BI, Hicks PJ, et al. Loci
contributing to adult height and body mass
index in African American families ascer-

tained for type 2 diabetes. Ann Hum Genet.
2005;69(pt 5):517-527.

28. Feezor RJ, Cheng A, Paddock HN, Baker
HV, Moldawer LL. Functional genomics
and gene expression profiling in sepsis:
beyond class prediction. Clin Infect Dis.
2005; 41(suppl 7):S427-S435.

29. Greinacher A, Warkentin TE. Transfusion
medicine in the era of genomics and pro-
teomics. Transfus Med Rev. 2005;19(4):
288-294.

30. Hodanová K, Majewski J, Kublová M, et al.
Mapping a new candidate locus for uro-
modulin-associated kidney disease (UAKD)
to chromosome 1q41. Kidney Int. 2005;
68(4):1472-1482.

31. Hsiao LL, Stears RL, Hong RL, Gullans SR.
Prospective use of DNA microarrays for
evaluating renal function and disease. Curr
Opin Nephrol Hypertens. 2000;9(3):253-258.

32. Cole J, Isik F. Human genomics and microar-
rays: implications for the plastic surgeon.
Plast Reconstr Surg. 2002;110(3):849-858.

33. Tammaro, A, Bracco, A, Cozzolino S, et al.
Scanning for mutations of the ryanodine
receptor (RYR1) gene by denaturing HPLC:
detection of three novel malignant hyperther-
mia alleles. Clin Chem. 2003;49(5):761-768.

34. Denborough MA, Forster JF, Lovell RR,
Maplestone PA, Villiers JD. Anaesthetic deaths
in family. Br J Anaesth. 1962;34:395-396.

35. Halliday NJ. Malignant hyperthermia. J
Craniofac Surg. 2003;14(5):800-802.

36. Girard T, Treves S, Voronkov E, Siegemund
M, Urwyler A. Molecular genetic testing for
malignant hyperthermia susceptibility.
Anesthesiology. 2004;100(5):1076-1080.

37. Griffiths A, Miller J, Suzuki D, Lewontin E,
Gelbast W. An Introduction to Genetic Analysis.
8th ed. New York, NY: WH Freeman; 2005.

38. Davis M, Brown R, Dickson A, et al. Malig-
nant hyperthermia associated with exercise-
induced rhabdomyolysis or congenital
abnormalities and a novel RYR1 mutation
in New Zealand and Australian pedigrees.
Br J Anesth. 2002;88:508-515.

39. Litman R, Rosenberg H. Update on suscep-
tibility testing. JAMA. 2005;293:2918-2924.

40. Urwyler A, Deufel T, McCarthy T, West S.
Guidelines for molecular genetic detection
of susceptibility to malignant hyperther-
mia. Br J Anaesth. 2001;86(2):283-287.

41. Ginz HF, Girard T, Censier K, Urwyler A.
Similar susceptibility to halothane, caffeine
and ryanodine in vitro reflects pharmacoge-
netic variability of malignant hyperthermia.
Eur J Anaesthesiol. 2004;21(2):151-157. 

42. Malignant Hyperthermia Association of the
United States. Not one, but two molecular
genetic testing centers now available for
malignant hyperthermia. MHAUS Newslett.
June 2006.

43. MHAUS Newsletter, June 2006. http://about
.mhaus.org/index.cfm/fuseaction/newsletter
.view/newsletterId/7.cfm#article_16/.
Accessed September 9, 2008.

44. Rosenberg H. Malignant hyperthermia syn-
drome: from barnyard to molecular genetic
laboratory. ASA Newsletter. 2005;69(9):1-2.

36 CRITICALCARENURSE Vol 28, No. 6, DECEMBER 2008 http://ccn.aacnjournals.org

eLetters
Now that you’ve read the article, create or con-
tribute to an online discussion about this topic
using eLetters. Just visit http://ccn.aacnjournals
.org and click “Respond to This Article” in either
the full-text or PDF view of the article.

 by on February 9, 2010 ccn.aacnjournals.orgDownloaded from 

http://ccn.aacnjournals.org


CE Test Test ID C0862: Genetics and Susceptibility to Malignant Hyperthermia
Learning objectives:  1. Discuss how advances in the study of genomics will affect the practice of critical care nurses in the future  2. Describe how genetic
mapping can predict susceptibility to malignant hyperthermia  3. Discuss the pharmacological triggers for malignant hyperthermia reactions

Program evaluation
Yes No

Objective 1 was met � �
Objective 2 was met � �
Objective 3 was met � �
Content was relevant to my 

nursing practice � �
My expectations were met � �
This method of CE is effective

for this content � �
The level of difficulty of this test was:  
� easy   � medium   � difficult

To complete this program, 
it took me                 hours/minutes.

Test answers: Mark only one box for your answer to each question. You may photocopy this form.

1.Which one of the following is the study of DNA contained in an
organism?
a. Genetic mapping
b. Genomics
c. Cytology
d. Genetics

2.What is an important benefit of genomics-related research? 
a. Saves money on health care costs
b. Allows for a more individualized plan of care for patients
c. Provides cookbook medical care
d. Allows insurance companies to save money by refusing care to 

high-risk patients

3.How is the genetic expression of malignant hyperthermia 
manifested?
a. As an autosomal dominant pharmacogenetic reaction
b. As an autosomal recessive pharmacogenetic trait
c. As an autosomal dominant pharmacogenetic trait
d. As an autosomal enzymatic pharmacogenetic reaction

4.Surgical patients exhibit malignant hyperthermia when exposed
to which classes of drugs? 
a. Neuromuscular blocking agents and volatile inhalation agents
b. Neuromuscular blocking agents and antibiotics
c. Antibiotics and sedating agents
d. Steroids and antibiotics

5. The hypermetabolic state of the mutated skeletal muscle in the
malignant hyperthermia response is due to the sustained release 
of which of the following?
a. Calcium
b. Potassium
c. Sodium
d. Magnesium

6.Testing for genetic disorders is performed when patients have
all of the following except which one?
a. Signs and symptoms of the disorder
b. Familial tendencies of the disorder
c. Concerns that children will inherit the disorder
d. Concerns about the sex of their children

7. According to the Malignant Hyperthermia Association of the
United States, genetic testing can identify what percentage of the
persons at risk for malignant hyperthermia reactions? 
a. 60% c. 80%
b. 70% d. 90%

8. Genetic mapping has made it possible for scientist to discover
correlation links between which two influences?
a. Environmental and genetic influences
b. Environmental and chemical influences
c. Environmental and geometric influences
d. Environmental and generic influences

9. The genetic incidence of malignant hyperthermia is estimated to
be which of the following?
a. 1: 1000 c. 1:100 000
b. 1:10 000 d. 1:1 000 000

10. How do mutations in RYR1 change the ryanodine receptor’s function?
a. From the excitatory function to regulation function
b. From the regulation function to excitatory function
c. From the regulation function to deregulation function
d. From the excitatory function to oxidative function

11. Mutations at the MHS1 site account for what percentage of
patients with susceptibility to malignant hyperthermia?
a. 80% c. 60%
b. 70% d. 50%
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Corrections

In the December 2008 issue, the article “Genetics and Susceptibility 
to Malignant Hyperthermia” (2008;28:32-36) omitted the following 3
authors in the byline: Tracy D. Mill, RN, BSN, CCRN, Michael Dore, RN, BSN,

CCRN, and Gordon McSherry, RN, BSN, CCRN.

In the February 2009 issue, Figure 10 on page 72 in the article by
Baranchuk et al titled “ Electrocardiography Pitfalls and Artifacts: The 10
Commandments” (2009;29:67-73) should have the following caption:
“Reversal of left arm and right leg electrodes.”

In the February 2009 issue, CE tests C0912 (page 47) and C0913 (page
58) are incorrect. To take the correct CE tests, please go to the Critical Care
Nurse Web site at www.ccnonline.org.
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