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Scope of Practice for Registered NursesScope of Practice for Registered NursesScope of Practice for Registered NursesScope of Practice for Registered Nurses    
 

IntroductionIntroductionIntroductionIntroduction    
 
The Health Authority of Abu Dhabi (HAAD) is responsible for regulating the practice of nursing in the 
Emirate of Abu Dhabi. A system of licensing and examination has been established to ensure nurses are 
safe to practice within the guidelines set by the HAAD Policy and Regulation Directorate. A Scope of 
Practice describes the roles and responsibilities of Licensed Nurses and provides a framework for 
establishing competency standards which determine specific outcomes to be demonstrated by a 
professional nurse in practice. 
 
Nursing as a profession internationally, exists in diverse and changing social contexts which are 
experiencing the impact of globalization more so than in previous decades. Rapid technological 
developments, increasing inter-country workforce mobility and ongoing discovery of new evidence based 
health care practices, creates challenges for Governments as they strive to ensure the maintenance and 
continuation of high quality health care delivery. HAAD’s Vision statement is ‘Reliable Excellence in 
Healthcare” and its Mission is, “To ensure excellent quality healthcare for the community” (HAAD, 2007) 
 
Thus in the development of Scopes of Practice and competency standards frameworks for Registered 
Nurses and Practical Nurses in Abu Dhabi, consideration has been given to international best practice, 
while ensuring relevance of competency standards to the UAE context to support the achievement of 
both the HAAD’s Vision and Mission. 
 

Background for Registered NursesBackground for Registered NursesBackground for Registered NursesBackground for Registered Nurses    
    
The Examination Section in the Health Professionals Licensing Department of the Health Authority Abu 
Dhabi (HAAD), in consultation with nursing professionals from the education and clinical sectors in the 
Emirate of Abu Dhabi, have worked together in developing the following Competency Standards 
framework for Registered Nurses. This underpins the Scope of Nursing Practice which assumes holistic care 
delivery in contexts which are ever-changing and complex. 
 
As health care evolves, so too does the role of the registered nurse. Here in the UAE, the additional 
challenge is to ensure that the Scope of Practice has room for flexibility to accommodate such changes, 
while giving consideration to the diverse socio-cultural mix of both population and nursing workforce. In 
developing the competency standards framework, national and international systems of regulation, 
including the UAE Federal Department of Nursing, Ministry of Health, Scope of Nursing and Midwifery 
Practice (2004), Core Practice Standards (2005) and Code of Conduct (2001), together with the 
International Council of Nursing Competencies for the Generalist Nurse, have all been referred to. 
 
HAAD recognizes that the Registered Nurse is a first level nurse who is registered to practice without 
supervision and is responsible and accountable for all their own actions. It is expected that the RN works 
within current legislative and licensing authority guidelines and is educated to a minimum level of three 
years general nurse training from an accredited program which must be at post-secondary school level 
(HAAD, 2007). 
 
Competency standards provide a framework for identifying relevant knowledge, skills and behaviors that 
reflect the role and responsibilities of the professional nurse. Competency standards also form the basis of 
licensing and regulation, and serve as a guide for the performance of an individual professional nurse who 
assumes accountability and responsibility for his/her own practice. Nurses work in diverse capacities, at 
times independently and others as members of health care teams, and it is imperative that they are 
educationally prepared and able to demonstrate a level of ongoing competence and ethical practice that 
is culturally sensitive and promotes health and wellbeing within the community. 
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Nursing DefinedNursing DefinedNursing DefinedNursing Defined    
    
Nursing in the UAE needs to be considered within an international framework, and HAAD recognizes and 
acknowledges the following International Council of Nurses’ Definition: 

“Nursing “Nursing “Nursing “Nursing encompasses autonomous and collaborative care of individuals of all ages, families, 
groups and communities, sick or well and in all settings. Nursing includes the promotion of health, 
prevention of illness, and the care of ill, disabled and dying people. Advocacy, promotion of a safe 
environment, research, participation in shaping health policy and in patient and health systems 
management, and education are also key nursing roles” (ICN Website, accessed May 2007) 

 
Together with the World Health Organization statement on nursing: 
 

“Nursing is both an art and a science. It requires the understanding and application of specific 
knowledge and skills, and it draws on knowledge and techniques derived from the humanities and 
the physical, social, medical and biological sciences” (1996, p. 4) 

    

Domains of NursingDomains of NursingDomains of NursingDomains of Nursing    
 
The role and responsibilities of the Registered Nurse are broad and complex. For this reason the 
competency standards for practice have been organized into three Domains of Nursing: 
        
    1.1.1.1.    Management of Nursing CareManagement of Nursing CareManagement of Nursing CareManagement of Nursing Care    

This domain relates to aspects of a registered nurse’s performance and behavior which is required 
to provide appropriate and safe care to patients/clients in a manner which is responsive to 
individual needs and is supported by evidence based nursing knowledge and skills. 

    
    2.2.2.2.    Professional and Ethical PracticeProfessional and Ethical PracticeProfessional and Ethical PracticeProfessional and Ethical Practice    

This domain reflects the registered nurse’s understanding of the professional code of conduct and 
their ability to work independently and in collaboration with others while maintaining professional 
standards. 

    
    3.3.3.3.    Professional DevelopmentProfessional DevelopmentProfessional DevelopmentProfessional Development    

This domain acknowledges that each nurse is accountable for establishing, maintaining and 
evaluating their own life long learning needs including a commitment to the development of 
others and the profession. 

 
 
Performance outcomes for these Domains are then aligned with each competency, with it being expected 
that achievement of these criteria indicate that the professional nurse has the knowledge, skills and 
attributes to safely and competently provide evidence based nursing care to patients throughout the 
lifespan. 
    

Domain 1: Management of Nursing Care Domain 1: Management of Nursing Care Domain 1: Management of Nursing Care Domain 1: Management of Nursing Care     
    
Competency 1.1 Promotes patient optimum health and wellbeingCompetency 1.1 Promotes patient optimum health and wellbeingCompetency 1.1 Promotes patient optimum health and wellbeingCompetency 1.1 Promotes patient optimum health and wellbeing    
    
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    

1. Identifies, promotes and assists patients to understand major determinants of health 
2. Educates patients on health risk factors  
3. Teaches patients and families strategies to develop healthy living behavior 
4. Identifies and implements health promotion strategies for early detection and screening for 

communicable diseases 
5. Reduces the risk of disease transmission through applying standard (universal) infection control 

principles 
6. Identifies, records and take appropriate action to reduce incidence of disease transmission 
7. Uses the nursing process in the promotion of patient holistic health and well- being    
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Competency 1.2 Promotes an environment that maximizes patient safetyCompetency 1.2 Promotes an environment that maximizes patient safetyCompetency 1.2 Promotes an environment that maximizes patient safetyCompetency 1.2 Promotes an environment that maximizes patient safety    
    
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    

1. Identifies environmental and behavioral factors which may compromise patient safety 
2. Identifies and implements appropriate actions to reduce risk and harm 
3. Intervenes and follows-up on incidents to reduce likelihood of reoccurrence 

 
Competency 1.3 Promotes patient physiological and psychological integrityCompetency 1.3 Promotes patient physiological and psychological integrityCompetency 1.3 Promotes patient physiological and psychological integrityCompetency 1.3 Promotes patient physiological and psychological integrity    
    
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    

1. Assess plans and manages nursing interventions to optimize outcomes care for patients 
throughout the lifespan in various states of health and illness 

 
 Sub outcomesSub outcomesSub outcomesSub outcomes    

o Implements general nursing care and comfort measures    
o Provides care for patients with acute and chronic physical health conditions 
o Provides care for patients with acute, chronic and persistent mental health disorders 
o Provides care for the pregnant woman from conception to birth and for the normal 

newborn 
o Provides care for acute and chronic conditions of a child from birth to adolescence 
o Demonstrates evidence based practice in use of pharmacological agents in treatment 
o Demonstrates ability to accurately calculate drug doses for administration 

 
2. Documents care and patient outcomes 

 
3. Evaluates and manages nursing care, altering delivery and priorities according to patient needs 

and outcomes ensuring continuity of care 

 
 
Domain 2: Professional and Ethical Practice Competency Domain 2: Professional and Ethical Practice Competency Domain 2: Professional and Ethical Practice Competency Domain 2: Professional and Ethical Practice Competency     
    
2.1 Demonstrates professional behavior when working with people2.1 Demonstrates professional behavior when working with people2.1 Demonstrates professional behavior when working with people2.1 Demonstrates professional behavior when working with people    
    
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    

1. Provides nursing care that demonstrates respect for human rights 
2. Recognizes the responsibility to work within professional standards and ethical codes of practice 
3. Protects the patient from risks, harm, abuse or neglect within the boundaries of nursing care 
4. Demonstrates knowledge of policies and procedures that guide practice 
5. Recognizes and acts upon policies, procedures or orders that might put at risk a patient’s 

therapeutic outcomes or is not at best practice standards 
6. Advocates sensitively for patients rights based on current legislation and ethical principles 
7. Ensures confidentiality of patient information 
8. Demonstrates a sensitivity to diversity in cultural and religious beliefs 
9. Utilizes effective time management strategies to organize workload 
10. Draws on evidence-based research to perform safe, effective and efficient nursing interventions 

whilst taking patient’s preferences into consideration 
11. Establishes and maintains professional boundaries with patients and members of the health care 

team 
12. Recognizes limitations in own professional knowledge and skills and takes appropriate action 
13. Assumes accountability for delegation of nursing care 
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Competency 2.2 Competency 2.2 Competency 2.2 Competency 2.2     
    
Upholds and contributes to the maintenance of professional nursing standardsUpholds and contributes to the maintenance of professional nursing standardsUpholds and contributes to the maintenance of professional nursing standardsUpholds and contributes to the maintenance of professional nursing standards    
 
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    

1. Initiates and/or participates in research that contributes to continual improvement in standards of 
care and extending the nursing professional body of knowledge 

2. Identifies scientific advances and uses technology as appropriate to enhance patient care 
3. Demonstrates a standard of personal health which ensures that patient care is not compromised 
4. Demonstrates the ability to self-regulate through ongoing reflection and assessment of 

competency to practice 
 
Competency 2.3Competency 2.3Competency 2.3Competency 2.3    
    
Actively contributes to collaborative working relationships with members of the Actively contributes to collaborative working relationships with members of the Actively contributes to collaborative working relationships with members of the Actively contributes to collaborative working relationships with members of the 
interdisciplinary health care teaminterdisciplinary health care teaminterdisciplinary health care teaminterdisciplinary health care team    
 
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    

1. Establishes collaborative relationships with other members of the interdisciplinary team to 
optimize patient outcomes 

2. Identifies, reports and documents health care practices that may compromise patient care, privacy 
or dignity and take appropriate remedial action 

3. Demonstrates respect for variations in competence and professional knowledge between 
members of a multidisciplinary health care team 

4. Provides and seeks constructive feedback in and between team members 
    

Domain 3: Professional DevelopmentDomain 3: Professional DevelopmentDomain 3: Professional DevelopmentDomain 3: Professional Development    
    
Competency 3.1 Demonstrate a commitment to development of selfCompetency 3.1 Demonstrate a commitment to development of selfCompetency 3.1 Demonstrate a commitment to development of selfCompetency 3.1 Demonstrate a commitment to development of self    
    
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    
    

1. Reflects upon and evaluates own nursing practice 
2. Actively seeks new knowledge and information to ensure ongoing professional development and 

competency to practice 
3. Participates in ongoing professional development activities   
4. Seeks and acts upon constructive feedback from other health care professionals  
5. Maintains record of all learning and professional development activities attended  
6. Maintains current license to practice as an outcome of self-regulation 

 
Competency 3.2: Demonstrates a commitment to development of others Competency 3.2: Demonstrates a commitment to development of others Competency 3.2: Demonstrates a commitment to development of others Competency 3.2: Demonstrates a commitment to development of others     
    
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    

1. Collaborates and shares professional knowledge with others  
2. Acts as preceptor and/or mentor to others new to the profession or less experienced  
3. Participates in teaching and education programs when relevant 

 
Competency 3.3: Demonstrates a commitment to development of the profession Competency 3.3: Demonstrates a commitment to development of the profession Competency 3.3: Demonstrates a commitment to development of the profession Competency 3.3: Demonstrates a commitment to development of the profession     
    
Performance outcomesPerformance outcomesPerformance outcomesPerformance outcomes    

1. Contributes to nursing and health care policy  
2. Represents the nursing profession on relevant committees and taskforces  
3. Identifies opportunities and contribute to nursing research  
4. Collaborates and shares new nursing knowledge and research findings 
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Licensing requirements for Nurses in HAAD Licensing requirements for Nurses in HAAD Licensing requirements for Nurses in HAAD Licensing requirements for Nurses in HAAD     
(Health Authority (Health Authority (Health Authority (Health Authority ----    Abu Dhabi)Abu Dhabi)Abu Dhabi)Abu Dhabi)    

    
ELIGIBLILITY CRITERIA FOR NURSING AND MIDWIFERY ELIGIBLILITY CRITERIA FOR NURSING AND MIDWIFERY ELIGIBLILITY CRITERIA FOR NURSING AND MIDWIFERY ELIGIBLILITY CRITERIA FOR NURSING AND MIDWIFERY 

HEALTH PROFESSIONAL LICENSINGHEALTH PROFESSIONAL LICENSINGHEALTH PROFESSIONAL LICENSINGHEALTH PROFESSIONAL LICENSING    
    
    

To apply for licensure as a ‘Nurse/Midwife’ to work in the private sector in the Emirate of Abu Dhabi you 
are required to demonstrate the following: 
 
You have successfully completed ‘secondary school’ and have been awarded a High School Certificate 
 
    
You have successfully completed a minimum of:You have successfully completed a minimum of:You have successfully completed a minimum of:You have successfully completed a minimum of:    
    
1. 1. 1. 1. Registered Nurse (RN): three (3) years ‘nursing training’ program. (Holders of Program comprising 2 
years nursing plus 1 year midwifery qualify as Practical Nurses) 
2. 2. 2. 2. Registered Midwife (RM): three (3) years ‘nursing training’ program plus Midwifery Certification of 1 
year OR direct entry of Midwifery Degree of 3 years. 
3. 3. 3. 3. Practical Nurse (PN)/ Practical Midwife (PM): 18 months accredited “nursing/midwifery training” 
Program. 
    
    
You hold a current and valid license to practice as a: You hold a current and valid license to practice as a: You hold a current and valid license to practice as a: You hold a current and valid license to practice as a:     
    
1. 1. 1. 1. Registered Nurse (RN): ‘Registered Nurse’ in your home country without any conditions or limitations.    
2. 2. 2. 2. Registered Midwife (RM): ‘Registered Midwife’ in your home country without any conditions or 
limitations. 
3. 3. 3. 3. Practical Nurse (PN)/ Practical Midwife (PM): ‘Practical Nurse’ or ‘Practical Midwife’ in your home 
country without any conditions or limitations. 
    
    
You have gained relevant experience (*see experience checklist details) as:You have gained relevant experience (*see experience checklist details) as:You have gained relevant experience (*see experience checklist details) as:You have gained relevant experience (*see experience checklist details) as:    
    
1. 1. 1. 1. A Registered Nurse for a minimum of two (2) years fulltime in an acute care facility. 
2. 2. 2. 2. A Registered Midwife for a minimum of two (2) years fulltime in an acute care facility. 
3. 3. 3. 3. A Practical Nurse/ Practical Midwife for a minimum of one (1) year fulltime in an acute care facility. 
    
You are proficient in reading and writing English (all examinations conducted in English)You are proficient in reading and writing English (all examinations conducted in English)You are proficient in reading and writing English (all examinations conducted in English)You are proficient in reading and writing English (all examinations conducted in English)    
    
    
    

LICENSING APPLICATION CHECKLISTLICENSING APPLICATION CHECKLISTLICENSING APPLICATION CHECKLISTLICENSING APPLICATION CHECKLIST    
    
The following checklist provides you a guide on the documents that you are required to submit along 
with your application form. Proof of originals is required upon submission. All attached documents for 
licensing require legal English translation because these documents may have to be reviewed by non – 
Arabic speaking officers. 
    
1. 1. 1. 1. Completed application form with completed declaration by Private Health Care Facility including their  
    official stamp 
2. 2. 2. 2. Current and up to date detailed resume with 5 passport photographs  
3. 3. 3. 3. Passport and valid / current visa 
4. 4. 4. 4. High School Leaving Certificate  
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Professional qualifications Professional qualifications Professional qualifications Professional qualifications ––––Nursing Certificate/ Nursing Diploma/ Nursing Degree:Nursing Certificate/ Nursing Diploma/ Nursing Degree:Nursing Certificate/ Nursing Diploma/ Nursing Degree:Nursing Certificate/ Nursing Diploma/ Nursing Degree:    
    
1. 1. 1. 1. Registered Nurse (RN)/ Registered Midwife (RM): not less than 3 years  
2. 2. 2. 2. Practical Nurse (PN): not less than 18 months 
3. 3. 3. 3. Transcript of professional training – must include theory and clinical hours 
4. 4. 4. 4. Practicing Professional License – valid and current from home country 
5. 5. 5. 5. A certificate of ‘Good Standing’/Registration or License from each country where you have been  
   employed to meet minimum requirement of: 
    a. a. a. a. Registered Nurse (RN)/ Registered Midwife (RM): 2 years experience post graduation. 
    b. b. b. b. Practical Nurse (PN)/ Practical Midwife (PM): 1 year experience post graduation. 
6. 6. 6. 6. If you worked in a country and for a government facility where you practiced on your ‘home license’  
   (e.g. Saudi Arabia) please ensure to summit certificate of employment in place of certificate of ‘good  
   standing’. 
        
Relevant Experience:Relevant Experience:Relevant Experience:Relevant Experience:    
    
1. 1. 1. 1. Official certificate of service from an authorized person at health facility. Preferably from HR. 
2. 2. 2. 2. Experience must be in a substantive post and be licensed (volunteer work and training is not 
acceptable). 
3. 3. 3. 3. Registered and Practical Nurse experience must be general medical/surgical nursing in an acute hospital 
of at least two (2) years full-time. 
4. 4. 4. 4. Registered and Practical Midwifery experience post-graduation must include at least 50% postnatal/
antenatal unit experience (ie working only in Labor ward is not adequate for licensure). 
5. 5. 5. 5. Nursing experience must be recent. Candidates need to have decency of practice and have worked 
within the last 2 years prior to application or provide a detailed, official and documented description of 
the amount, type and dates of continuing professional development that s/he has completed during each 
subsequent year after the first 2 years of discontinuity of practice, and to a maximum of 3 years. 
Continuing professional development after 2 years of discontinuity of practice must be directly related to 
maintenance of clinical competence and will be assessed accordingly.  
6. 6. 6. 6. Any applicant who has not worked for more than 5 years is automatically ineligible for licensure. 
United Arab Emirates MOH Registration/ licensure if applicable  
    
    

Personnel Qualification Requirement for NursingPersonnel Qualification Requirement for NursingPersonnel Qualification Requirement for NursingPersonnel Qualification Requirement for Nursing    
    
PositionPositionPositionPosition    
Director of Nursing (DON)Director of Nursing (DON)Director of Nursing (DON)Director of Nursing (DON)    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· Bachelor of Science degree in nursing or equivalent qualifications of NLT 3 years study duration 
from an accredited program, plus MS in Nursing/Health Services management.  

· Valid/current national license  
    
Desired: Desired: Desired: Desired:     

· Ph.D. Degree in Nursing or Health Services management  
· International accreditation experience,  
· Indication of progressive leadership, management & clinical positions,  
· Certified proof of yearly CME.  
· Continuous post graduate courses. 

    
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· NLT 12 years post graduate,  
· NLT 3 years in a DON position, or 5 years in A/DON position in an acute care tertiary hospital. 
· If PhD degree and less than 12 years experience, then candidate will be considered with "Waiver 

form “ which has been validated and presented by relevant institution to the CRS. 
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PositionPositionPositionPosition    
Assistant DON (A/DON) Ambulatory, Critical Care, Medicine, Surgery, PeriAssistant DON (A/DON) Ambulatory, Critical Care, Medicine, Surgery, PeriAssistant DON (A/DON) Ambulatory, Critical Care, Medicine, Surgery, PeriAssistant DON (A/DON) Ambulatory, Critical Care, Medicine, Surgery, Peri----    
operativeoperativeoperativeoperative    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· Bachelor of Science degree in nursing or equivalent qualifications of NLT 3 years study duration 
from an accredited program, plus MS in Nursing/Health Services management.  

· Valid/current national license  
    
Desired: Desired: Desired: Desired:     

· MSc. Degree or post graduate diploma in health service management 
· Certified proof of yearly CME.  
· Continuous post graduate courses. 

    
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· NLT 8 years post graduate,  
· NLT 2 years in a A/DON position or 4 years in a Senior Charge Nurse (S.C.N.) position, in an 

acute care tertiary hospital. 
· If Masters degree and less than 8 years experience, then candidate will be considered with 

"Waiver Form" validated and presented by relevant institution to the CRS. 
    

    
PositionPositionPositionPosition    
Nurse Manger/unit or units manager) Senior Charge Nurse Clinics, Wards, Nurse Manger/unit or units manager) Senior Charge Nurse Clinics, Wards, Nurse Manger/unit or units manager) Senior Charge Nurse Clinics, Wards, Nurse Manger/unit or units manager) Senior Charge Nurse Clinics, Wards, 
Shift SupervisorShift SupervisorShift SupervisorShift Supervisor    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· Bachelor of Science degree in nursing or equivalent qualifications of NLT 3 years study duration 
from an accredited program 

· Valid/current national license  
    
Desired: Desired: Desired: Desired:     

· Certificate or post graduate diploma in Health Services Management  
· International accreditation experience,  
· Indication of progressive leadership, management & clinical positions, 
· Certified proof of yearly CME.  
· Continuous post graduate courses. 

 
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· NLT 6 years post graduate  
· NLT2 year in Senior Charge Nurse (S. C.N.) position, or NLT 3 years in a Charge Nurse Position.  
· For hospital supervisor position at least 1 year experience in acute care tertiary hospital as evening 

or night shift supervisor. 
    
    

PositionPositionPositionPosition    
Clinical Resource Nurse NEWClinical Resource Nurse NEWClinical Resource Nurse NEWClinical Resource Nurse NEW    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· Bachelor of Science degree in nursing or equivalent qualifications of NLT 3 years study duration 
from an accredited program 

· Valid/current national license     
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Desired: Desired: Desired: Desired:     
· Certified proof of yearly CME.  
· Continuous post graduate courses. 

    
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· NLT 6 years postgraduate in an acute care tertiary hospital.  
· Prefer 1 year as an educator. Positive written references or verbal confirmation, which must 

identify specific responsibilities as a clinical resource nurse. 
    
The following criteria would be acceptable for selection of a Candidate for a Charge Nurse position at 
HAAD facilities:  
NOTE: These criteria would apply to countries where the Nursing career ladder does not specify a 
“Charge Nurse” position. 
    
    

PositionPositionPositionPosition    
Magnet Program Nurse Coordinator NEWMagnet Program Nurse Coordinator NEWMagnet Program Nurse Coordinator NEWMagnet Program Nurse Coordinator NEW    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· Associate Degree, Diploma or Bachelor of Science in Nursing or equivalent.  
· Graduates from Accredited Nursing Program. 
· Valid/current national license  

    
Desired: Desired: Desired: Desired:     

· Preferred: master degree. International Accreditation experience  
· Work experience in a Magnet Status institution,  
· Evidence of progressive leadership experience. 
· Certified proof of yearly CME or education course that would be equivalent. 

    
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· Not less than 6 years post graduate, preferably in acute tertiary hospitals.  
· Must have excellent communication and ability to produce reports in timely fashion.  
· Prefer educator background and experience. Positive written reference 
 
    

PositionPositionPositionPosition    
Specialty NurseSpecialty NurseSpecialty NurseSpecialty Nurse    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· Bachelor of Science degree in nursing or equivalent qualification of NLT 3 years study duration 
from accredited program plus successful completion of a post graduate/post basic specialist 
training program of at least 6 months duration. 

· Valid/current national license  
    
Desired: Desired: Desired: Desired:     

· BLS, ACLS, PALS relevant to area of specialty. 
    
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· NLT 4 years post graduate experience in appropriate & relevant healthcare settings i.e.; primary 
health care, community, acute care, tertiary care, to include NLT 2 years experience in specialty 
area. 
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Categories of Specialty Nurses:Categories of Specialty Nurses:Categories of Specialty Nurses:Categories of Specialty Nurses:    
    

1.1.1.1.    Accident and Emergency/ Emergency Room. Accident and Emergency/ Emergency Room. Accident and Emergency/ Emergency Room. Accident and Emergency/ Emergency Room.     
2.2.2.2.    Anesthetic Nursing. Anesthetic Nursing. Anesthetic Nursing. Anesthetic Nursing.     
3.3.3.3.    Burns & Plastics. Burns & Plastics. Burns & Plastics. Burns & Plastics.     
4.4.4.4.    Cardiac Intensive Care.Cardiac Intensive Care.Cardiac Intensive Care.Cardiac Intensive Care.    
5.5.5.5.    Cath. Lab. Cath. Lab. Cath. Lab. Cath. Lab.     
6.6.6.6.    Central Sterilization and Supply Department (CSSD). Central Sterilization and Supply Department (CSSD). Central Sterilization and Supply Department (CSSD). Central Sterilization and Supply Department (CSSD).     
7.7.7.7.    Community Nursing/ Primary Health Care Nurse. Community Nursing/ Primary Health Care Nurse. Community Nursing/ Primary Health Care Nurse. Community Nursing/ Primary Health Care Nurse.     
8.8.8.8.    Coronary Care Unit. Coronary Care Unit. Coronary Care Unit. Coronary Care Unit.     
9.9.9.9.    Diabetic Specialist. Diabetic Specialist. Diabetic Specialist. Diabetic Specialist.     
10.10.10.10.    Dialysis. Dialysis. Dialysis. Dialysis.     
11.11.11.11.    Elderly care. Elderly care. Elderly care. Elderly care.     
12.12.12.12.    Extended Role of the Nurse Extended Role of the Nurse Extended Role of the Nurse Extended Role of the Nurse ––––    OR/ ER/ Endoscopy. OR/ ER/ Endoscopy. OR/ ER/ Endoscopy. OR/ ER/ Endoscopy.     
13.13.13.13.    Hearing Disability. Hearing Disability. Hearing Disability. Hearing Disability.     
14.14.14.14.    Home Health Care. Home Health Care. Home Health Care. Home Health Care.     
15.15.15.15.    Infection control.Infection control.Infection control.Infection control.    
16.16.16.16.    Nurse Educator. Nurse Educator. Nurse Educator. Nurse Educator.     
17.17.17.17.    Intensive Care. Intensive Care. Intensive Care. Intensive Care.     
18.18.18.18.    Lactation Nurse Lactation Nurse Lactation Nurse Lactation Nurse     
19.19.19.19.    Mental Health. Mental Health. Mental Health. Mental Health.     
20.20.20.20.    Neonatal Intensive Care. Neonatal Intensive Care. Neonatal Intensive Care. Neonatal Intensive Care.     
21.21.21.21.    Occupational Health.Occupational Health.Occupational Health.Occupational Health.    
22.22.22.22.    Oncology.Oncology.Oncology.Oncology.    
23.23.23.23.    Pediatric Intensive Care. Pediatric Intensive Care. Pediatric Intensive Care. Pediatric Intensive Care.     
24.24.24.24.    Pain Management. Pain Management. Pain Management. Pain Management.     
25.25.25.25.    Paramedic Nursing. Paramedic Nursing. Paramedic Nursing. Paramedic Nursing.     
26.26.26.26.    Quality Assurance. Quality Assurance. Quality Assurance. Quality Assurance.     
27.27.27.27.    Radiology Nurse. Radiology Nurse. Radiology Nurse. Radiology Nurse.     
28.28.28.28.    Tissue Viability Nurse (Bed Sores/ Leg Ulcers). Tissue Viability Nurse (Bed Sores/ Leg Ulcers). Tissue Viability Nurse (Bed Sores/ Leg Ulcers). Tissue Viability Nurse (Bed Sores/ Leg Ulcers).     
29.29.29.29.    Wound Care. Wound Care. Wound Care. Wound Care.     
30.30.30.30.    PediatricsPediatricsPediatricsPediatrics    

    
    

PositionPositionPositionPosition    
Staff Nurse, Registered NurseStaff Nurse, Registered NurseStaff Nurse, Registered NurseStaff Nurse, Registered Nurse    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· Bachelor of Science degree in nursing or equivalent qualification of NLT 3 years study duration in 
“General Nursing” from accredited program, 

· Valid/current national license  
· Associate Degree Nurses from North America. (Binding), with evidence of passing the National 

exam (USA: NCLEX - RN) - Canada: Licensing Exam. 
 

Desired: Desired: Desired: Desired:     
· BLS, ACLS, PALS relevant to area of specialty. 
· this excludes programs comprising 2 years nursing + 1 year Midwifery or Community Health. 

Holders of such programs qualify as Practical Nurses. 
    
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· NLT 2 years post graduate experience in acute care hospital with at least 1 year in the assigned 
area of practice; advanced clinical or, specialized skills may be required. 
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PositionPositionPositionPosition    
Graduate Nurse Trainee GNT (Nurse Intern)Graduate Nurse Trainee GNT (Nurse Intern)Graduate Nurse Trainee GNT (Nurse Intern)Graduate Nurse Trainee GNT (Nurse Intern)    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· Bachelor of Science degree in nursing or equivalent qualification of NLT 3 years study duration in 
“General Nursing” from accredited program, 

    
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· Experience not required. NB: After the successful completion of a 1 year internship/ training the 
candidate will be reevaluated for a Staff Nurse position. 

 

PositionPositionPositionPosition    
Practical NursePractical NursePractical NursePractical Nurse    
    
QualificationsQualificationsQualificationsQualifications    
Required: Required: Required: Required:     

· A graduate of a recognized Nursing School with NLT 18 months study duration from accredited 
program - after high school 

· Current National License 
    
Desired: Desired: Desired: Desired:     

· BLS, ACLS, PALS relevant to area of specialty. 
 
Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)Experience (Relevant to the Position)    

· NLT 1 year clinical experience after graduation in an acute care tertiary hospital 
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HAAD/ PROMETRICS COMMON TOPICS TO STUDYHAAD/ PROMETRICS COMMON TOPICS TO STUDYHAAD/ PROMETRICS COMMON TOPICS TO STUDYHAAD/ PROMETRICS COMMON TOPICS TO STUDY    
 

Definition of Nursing:Definition of Nursing:Definition of Nursing:Definition of Nursing: 
 

· The act of utilizing the environment of the patient to assist him in his recovery (Nightingale)(Nightingale)(Nightingale)(Nightingale) 
· The unique function of the nurse is to assist the individual, sick or well, in the performance of 

those activities  contributing to the health or its recovery ( or to peaceful death) that he would 
perform unaided if he had the necessary strength, will or knowledge, and to do this in such a 
way as to help him gain independence as rapidly as possible (Henderson)(Henderson)(Henderson)(Henderson) 

· A humanistic science dedicated to compassionate concern with maintaining and promoting 
health, preventing illness, and caring for and rehabilitating the sick and disabled (Rogers)(Rogers)(Rogers)(Rogers) 

· A theoretical system of knowledge that prescribes a process of analysis and action related to the 
care of the ill or the potentially ill person (Roy)(Roy)(Roy)(Roy) 

· A helping or assisting service to persons who are wholly or partly dependent – infants, children, 
adults – when they, their parents, guardians, or other adults responsible for their care are no 
longer able to give or supervise their care (Orem)(Orem)(Orem)(Orem) 

· Helping professions that assist individuals and groups in society to attain, maintain and restore 
health. If this is possible, nurses help individuals die with dignity (King)(King)(King)(King) 

· A unique profession in that is concerned with all the variables affecting an individual’s response 
to stressors, which are intra, inter, and extra personal in nature (Neuman)(Neuman)(Neuman)(Neuman) 

· An external regulatory force that acts to preserve the organization and integration of the client’s 
behavior at an optional level under those conditions in which the behavior constitute a threat to 
physical or social health or in which illness in found (Johnson)(Johnson)(Johnson)(Johnson)    

    
    

Nursing theories and Conceptual frameworks:Nursing theories and Conceptual frameworks:Nursing theories and Conceptual frameworks:Nursing theories and Conceptual frameworks:    
    

A.A.A.A.    Nursing TheoriesNursing TheoriesNursing TheoriesNursing Theories    
    
· Florence NightingaleFlorence NightingaleFlorence NightingaleFlorence Nightingale (mid – 1800’s) Developed and prescribed the first theory of nursing. She 

focus on changing and manipulating the environment in order to put the patient in the best 
possible conditions for nature to act. 

· Faye AbdellahFaye AbdellahFaye AbdellahFaye Abdellah (1960) Identified 21 nursing problems. She defined nursing as service to individuals 
and families; therefore to society. Furthermore, she conceptualized nursing as an art and science 
that molds attitudes, intellectual competencies, and technical skills of the individual nurses into 
the desire and ability to help people, sick or well, cope with their health needs. 

· Virginia HendersonVirginia HendersonVirginia HendersonVirginia Henderson (1960) Identified 14 basic needs. She postulated that the unique function of 
the nurse is to assisted clients, sick or well, in the performance of those activities contributing to 
health, its recovery, or peaceful death that clients could perform unaided if they had the 
necessary strength, will or knowledge. 

· Dorothy E. JohnsonDorothy E. JohnsonDorothy E. JohnsonDorothy E. Johnson (1960,1980) Conceptualized the Behavioral System Model. According to 
Johnson, each person as a behavioral system is composed of seven subsystems namely ingestive, 
eliminative, affiliate, aggressive, dependence, and achievement and sexual. In addition, she 
viewed that each person strives to achieve balance and stability both internally and externally 
and to function effectively by adjusting and adapting to environmental forces thru learned 
patterns of response. Furthermore, Johnson believed that the patient strives to become a person 
whose behavior is commensurate with social demands; who is able to modify his behavior in 
ways that support biologic imperatives; who is able to benefit to the fullest extent during illness 
from the health care professional’s knowledge and skills; and whose behavior does not give 
evidence of unnecessary trauma as a consequence of illness. 

· Imogene King Imogene King Imogene King Imogene King (1971, 1981) Postulated the Goal Attainment theory. She described nursing as a 
helping profession that assists the individuals and groups in society to attain, maintain and restore 
health. If this is not possible, nurses help individuals die with dignity. In addition, King viewed 
nursing as an interaction process between client and nurse whereby during perceiving, setting 
goals and acting on them, transaction occur and goals are achieved. 
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· Madeleine LeiningerMadeleine LeiningerMadeleine LeiningerMadeleine Leininger (1978,1984) developed the Transcultural Nursing Model. She advocated that 
nursing is a humanistic and scientific mode of helping a client thru specific cultural caring 
processes (cultural values, beliefs, and practices) to improve or maintain a health condition 

· Myra LevineMyra LevineMyra LevineMyra Levine (1978) Described 4 conservation principles. She advocated that nursing is a human 
interaction and proposed 4 conservation principles are as follows: 

o Conservation of energyConservation of energyConservation of energyConservation of energy – the human body functions by utilizing energy, it needs energy 
producing input (food, oxygen, fluids) to allow energy utilization as output. 

o Conservation of structural integrityConservation of structural integrityConservation of structural integrityConservation of structural integrity – the human body has physical boundaries (skin and 
mucous membrane) that must be maintained to facilitate health and prevent harmful 
agents form entering the body. 

o Conservation of personal integrityConservation of personal integrityConservation of personal integrityConservation of personal integrity – the nursing interventions is based on the 
conservation of the individual client’s personality. Every individual has a sense of 
identity, self-worth and self- esteem, which must be preserved and enhanced by nurses. 

o Conservation of social integrityConservation of social integrityConservation of social integrityConservation of social integrity – the social integrity of the client reflects the family and 
the community in which the client functions. Health care institutions may separate 
individuals from their family. It is important for nurses to consider the individuals in the 
context of the family. 

    
    

Roles of the NurseRoles of the NurseRoles of the NurseRoles of the Nurse    

 

ROLEROLEROLEROLE    DEFINITIONDEFINITIONDEFINITIONDEFINITION    

Care Provider The nurse supports the client by attitudes and actions that show concern 

for client welfare and acceptance of the client as a person. 

Communicator 

Helper 

The nurse communicates with clients, support persons and colleagues to 

facilitate all nursing action. 

Teacher The nurse provides health teaching to effect behavior change, which 

focuses on acquiring new knowledge or technical skills. This role gives 

emphasis on health promotion and health maintenance. 

Counselor The nurse heals the client to recognize and cope with stressful 

psychological or social problems to develop, improve personal relationship 

and to promote personal growth. This role includes providing emotional, 

intellectual and psychological support. 

Client Advocate The nurse promotes what is best for the client, ensures that the client’s 

needs are met, and protects the client’s rights. 

Change Agent The nurse initiates changes and assists the client make modifications in the 

lifestyle to promote health. This role involves identifying the problem, 

assessing the client’s motivations and capacities for change, determining 

alternatives, exploring the possible outcomes of the alternatives, assessing 

resources, establishing and maintaining a helping relationship, recognizing 

phases of the change process, and guiding the client thru these phases. 

Leader The nurse thru the process of interpersonal influences helps the client make 

decisions in establishing and achieving goals to improve his well-being. 
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NutritionNutritionNutritionNutrition    

 

Manager The nurse plans, gives directions, develops staff, monitors operations, gives 

rewards fairly, and represents both staff members and administration as 

needed. The nurse manages the nursing care of individuals, groups, families 

and communities. The nurse manager delegates nursing activities to 

ancillary workers and other nurses and supervises and evaluates their 

performance. 

Researcher The nurse participates in scientific investigation and uses research findings in 

practice. The nurse helps develop knowledge about health and the 

promotion of health over the full life span; care of people with problems 

and disabilities; and nursing actions to enhance people’s ability to respond 

effectively to actual or potential health problems. 

ROLEROLEROLEROLE    DEFINITIONDEFINITIONDEFINITIONDEFINITION    

NutrientsNutrientsNutrientsNutrients    FunctionFunctionFunctionFunction    Good SourceGood SourceGood SourceGood Source    Fair SourceFair SourceFair SourceFair Source    

Protein Growth of fetus and 

accessory tissues, 

p ro d u c t i o n  o f 

breastmilk. 

Animal protein 

Meat, fish, poultry, eggs, 

milk, cheese 

Vegetable protein 

Dried beans, dried peas, lentils, 

nuts, peanut butter 

Iron Maintains hemoglo-

bin level of mother, 

maintains mother’s 

stores iron, provides 

iron for fetal devel-

opment, furnishes 

infant with iron 

needed for blood 

formation during 

neonatal period 

before food sources 

for iron needed to 

diet 

Pork liver, kidney, beef liver, 

oyster, clams, canned dried 

beans, prune juice, liver-

wurst, heart, lean pork, lean 

beef, raisins, cooked dried 

beans, peaches, apricots, 

prunes, peas. 

Enriched pastas, spinach, canned 

mackerel, enriched white bread, 

kale, mustard greens, whole meat 

bread, canned string beans, eggs, 

Brussels sprout, broccoli 

Calcium Skeletal structures of 

the fetus, produc-

tion of breastmilk, 

blood coagulation, 

neuromuscular irri-

tability and muscle 

contractility 

Skim milk, buttermilk, whole 

milk, nonfat dry milk, 

cheese, ice milk, ice cream 

Dark green leafy vegetables, dried 

beans, broccoli, cottage cheese, 

canned fish including bones, oranges 
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NutrientsNutrientsNutrientsNutrients    FunctionFunctionFunctionFunction    Good SourceGood SourceGood SourceGood Source    Fair SourceFair SourceFair SourceFair Source    

Vitamin A Tooth formation, 

n o r m a l  b o n e 

growth, healthy 

skin, vision – dark, 

light adaptation 

Butter, egg yolk, fortified 

margarine,, kidney, liver, 

whole milk ,cream 

Dark green and deep yellow vegeta-

bles and a few fruits, apricot, broc-

coli, cantaloupe, chard, collard, 

kale, mustard green, persimmons, 

spinach, pumpkin, sweet potatoes, 

turnip greens, winter squash 

Riboflavin Functions in number 

of enzyme systems 

in tissue respirations, 

metabolism of ami-

no acids 

Heart, kidney, milk, ice milk Broccoli, cheese, dark green leafy 

vegetables, eggs, ice cream, lean 

meat, poultry 

Thiamine Maintains normal 

appetite and diges-

t ion, maintains 

health of nervous 

system, completion 

of carbohydrates 

Whole grain and enriched 

bread, enriched cereals, 

dried, peas, dried beans, or-

anges, liver, heart, kidney, 

lean pork, nuts, potatoes, 

peas, wheat germ 

Eggs, meat, fish, poultry, milk, many 

vegetables 

Niacin Helps trans late 

source of energy 

into usable form. 

Fish heart, lean meat, liver, 

peanuts, peanut butter, poul-

try 

Milk, potatoes, whole grain and 

enriched bread, enriched cereal 

Ascorbic Acid Production of inter-

cellular substances 

necessary for the 

development and 

maintenance of nor-

mal connective in 

bones, cartilage and 

muscles. Improves 

health of bones and 

teeth, increases ab-

sorption of iron. 

Citrus fruits or juice, brocco-

li, Brussels spruce, canta-

loupe, greens,- collards, mus-

tard, turnip, peppers 

Asparagus, cabbage, raw, cauliflow-

er, chilled, fresh or canned kale, 

liver, other melons, potatoes or 

sweet potatoes in jackets, spinach 

tomatoes or prunes 

Vitamin D Promotes absorp-

tion and retention 

of calcium and 

phosphorus neces-

sary for growth and 

formations of bones 

and teeth 

Butter, egg yolk, fish oils, 

liver, milk fortified with vita-

min D 
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InInInIn----    Hospital AssessmentHospital AssessmentHospital AssessmentHospital Assessment    
    
Each patient should have a comprehensive assessment on admission to the hospital. After this, patients are 
generally assessed at the beginning of each shift and thereafter as ordered or indicated.  
Even though doctor’s orders and hospital policies must be followed regarding assessment, the nurse must 
also be aware that many times a patient’s condition necessitates more frequent assessment than required 
by order or policy.  
 
The following are guidelines for the minimal elements of assessment and documentation pertinent to the 
patient with a physical illness. Individual patients may need more thorough assessment. 
1. Assess level of consciousness.  
2. Assess mood and comfort.  
3. Assess vital signs.  
4. Assess tissue perfusion. 
5. Validate movement of all extremities.  
6. If the patient has altered consciousness or is unable to turn and move freely, inspect the entire body for 
pressure areas.  
7. If patient is attending his or her own personal needs, question regarding urinary and bowel elimination 
(constipation is a frequent complication of hospitalization). If patient cannot supply this information, the 
record must be checked to ensure that elimination is adequate. 
8. Question regarding appetite and acceptability of food provided. 
9. Auscultate heart, lungs, and bowel sounds. 
10. Inspect surgical wounds (or wound dressing if dressing is not to be removed). 
11. Inspect any previously documented injuries or lesions. 
12. Inspect IV site. If IV site is covered with a dressing that makes visualization of the site impossible, the 
dressing should be removed and the site assessed for leakage, swelling, or redness. 
13. Check labels on any fluids being administered to be sure the proper fluids are being infused. Check 
actual infusion rate. 
14. Inspect all drains, including catheters, nasogastric (NG) tubes, and wound drains to validate patency. 
Note amount, color, and consistency of drainage. 
15. Assess function of and readings from any monitors in use. 
16. Inspect all equipment to be sure that it is functioning properly. Check settings on all equipment such as 
IV pumps and suction equipment to be sure set- tings match physician’s orders. 
17. If urinary “intake and output” (I&O) has been ordered or is indicated based on patient condition, use 
patient’s record to assess status of I&O for past 24 hours. 
18. Make further assessments based on doctor’s orders and patient’s condition (such as neurologic checks 
on a patient with a head injury or an SaO2 measurement on a patient with impaired gas exchange). 
 
 

DOCUMENTATION GUIDELINESDOCUMENTATION GUIDELINESDOCUMENTATION GUIDELINESDOCUMENTATION GUIDELINES    
DODODODO    
1. Be factual.  
2. Chart nursing actions (including teaching) and outcomes.  
3. Chart everything that is clinically significant.  
4. Note the site of injections to provide for patient safety (adequate rotation of sites).  
5. At the end of every shift, check all charting for legibility and accuracy.  
6. Correct errors by drawing one line through the incorrect data, then initialing.  
7. If you must chart out of sequence, write the current date followed by “addition to nurse’s notes of 
(date),” followed by the omitted data. 
 
DO NOTDO NOTDO NOTDO NOT    
1. Do not chart opinions.  
2. Do not chart an action before it occurs (including medication administration).  
3. Do not erase or destroy a record.  
4. Do not leave blank spaces.  
5. Do not chart medications given by someone else. It is not possible to be certain about the identity or 
amount of medication administered by another. 
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CHARTING FORMATSCHARTING FORMATSCHARTING FORMATSCHARTING FORMATS    
Documentation or charting format is determined by agency policy and personal preference, if policy 
allows. Common formats used for charting are SOAP, DAR, narrative, and exception. 
 

SOAP ChartingSOAP ChartingSOAP ChartingSOAP Charting    
SOAP charting is based on a problem or nursing diagnosis list. Each diagnosis has its own number that 
never changes. When a SOAP entry is made, it is preceded by the problem or diagnosis number and/or 
name to which it refers. Following diagnosis identification, information related to the diagnosis is charted 
in the following manner: 
 
S (subjective). S (subjective). S (subjective). S (subjective). Anything the patient says; also may include statements made by family members. 
 
O (objective). O (objective). O (objective). O (objective). Observed data; avoid stating opinions: “Just the facts.” 
 
A (analysis) A (analysis) A (analysis) A (analysis) (also known as “assessment”). This is the recorder’s chance to state what he or she “thinks” 
about what he or she has seen and heard. This is usually done in the form of a diagnosis (nurses use 
nursing diagnoses). 
 
P (plan). P (plan). P (plan). P (plan). Includes nursing actions implemented or to be implemented. Therapy, teaching, and plans for 
further assessment are included regarding the diagnosis in A (analysis). The plan states who will 
implement and when implementation is to take place. (It is important to remember that the reason many 
things don’t go “according to plan” is that there never was a specific plan.) 
 

DAR ChartingDAR ChartingDAR ChartingDAR Charting    
DAR is the initial letter abbreviation for “data, action, response.” It is also known as FOCUS charting. 
DAR charting may be begun in a manner similar to SOAP charting with identification of a nursing 
diagnosis or an identification of a subject (focus) to be addressed (such as “fever” or “transfer”).  
 
Information related to the identified “focus” is recorded in the following manner: 
 
D (data). D (data). D (data). D (data). Any significant observation can be included. Unlike documentation in SOAP format, subjective 
data are not separated from objective data. 
    
A (action). A (action). A (action). A (action). Documents actual and planned interventions. 
 
R (response). R (response). R (response). R (response). Documents the patient’s response to Action. 
 

Narrative ChartingNarrative ChartingNarrative ChartingNarrative Charting    
Narrative (also known as source-oriented) charting is the oldest and most traditional form of charting. It 
is a less rigid form of charting that allows the nurse to document observations, actions, and reactions 
without the use of a prescribed format. This form of charting makes a chronologic record of the nurse’s 
observations and events that take place during the course of care. 
    

Exception ChartingException ChartingException ChartingException Charting    
Exception charting means it is assumed that a customary activity was performed unless the nurse charts 
otherwise. This type of charting may be used in conjunction with a checklist for documenting certain 
activities. A checklist is also frequently used for the physical assessment. The “exceptions” may be charted 
using SOAP or another system of documentation. 
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COMMON HAAD/PROMETRICS QUESTIONS IN COMMON HAAD/PROMETRICS QUESTIONS IN COMMON HAAD/PROMETRICS QUESTIONS IN COMMON HAAD/PROMETRICS QUESTIONS IN 
FUNDAMENTALSFUNDAMENTALSFUNDAMENTALSFUNDAMENTALS    

 
1. 1. 1. 1. Most abundant macromineral? 
    CALCIUMCALCIUMCALCIUMCALCIUM    
    
2. 2. 2. 2. Major case or urolithiasis or urinary tract stone? 
 CALCUIM STONECALCUIM STONECALCUIM STONECALCUIM STONE    
    
3. 3. 3. 3. Normal Values is 4.5-5.8 mEq/L or 9-11 mg/100ml? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
    
4. 4. 4. 4. Four servings during pregnancy for bones and teeth of fetus? 
 MILK (CALCIUM)MILK (CALCIUM)MILK (CALCIUM)MILK (CALCIUM)    
    
5. 5. 5. 5. Leg cramps takes place in pregnancy if it is deficient? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
    
6. 6. 6. 6. Cheapest sources are “dilis” or anchovies 
 CALCIUMCALCIUMCALCIUMCALCIUM    
    
7. 7. 7. 7. Reduced in bedridden cases to prevent urolithiasis? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
    
8. 8. 8. 8. Increased in steroid therapy to prevent osteoporosis? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
    
9. 9. 9. 9. Increased in Cushing’s syndrome to prevent osteoporosis? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
10. 10. 10. 10. Needs vitamin D to promote absorption? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
11. 11. 11. 11. What is the effect of PTH (Parathormone) on the calcium level of the blood? 
 INCREASEDINCREASEDINCREASEDINCREASED    
 
12. 12. 12. 12. What is the effect of calcitonin on the calcium blood level? 
 DECREASEDDECREASEDDECREASEDDECREASED    
 
13. 13. 13. 13. Process of calcium movement from bones to blood? 
 CA or BONE REABSORPTIONCA or BONE REABSORPTIONCA or BONE REABSORPTIONCA or BONE REABSORPTION    
 
14. 14. 14. 14. Process of calcium movement from blood back to the bones? 
 CA or BONE REABSORPTIONCA or BONE REABSORPTIONCA or BONE REABSORPTIONCA or BONE REABSORPTION    
 
15. 15. 15. 15. What is osteoclast? 
 DEAD BONE CELLSDEAD BONE CELLSDEAD BONE CELLSDEAD BONE CELLS    
 
16. 16. 16. 16. What is osteoblast? 
 LIVING BONE CELLSLIVING BONE CELLSLIVING BONE CELLSLIVING BONE CELLS    
 
17. 17. 17. 17. Why are bedridden patients prone to stone formation? 
 SHIFTING OF CALCIUMS FROM BONERS TO BLOODSHIFTING OF CALCIUMS FROM BONERS TO BLOODSHIFTING OF CALCIUMS FROM BONERS TO BLOODSHIFTING OF CALCIUMS FROM BONERS TO BLOOD    
 
18. 18. 18. 18. Sources are milk, dairy products, dilis, sardines eaten with bone, and green leafy vegetable? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

18181818                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

19. 19. 19. 19. Functions are for hardening of the bones, teeth, blood clotting, nerve impulse transmission and muscle   
     contraction? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
20. 20. 20. 20. Loss in prolonged steroid and heparin therapy? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
21. 21. 21. 21. Loss in aging process especially post-menopausal women? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
22. 22. 22. 22. Given to old women to prevent osteoporosis?  
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
23. 23. 23. 23. What to be done to bedridden cases to prevent urinary calculi? 
 PASSIVE OR ACTIVE EXERCISESPASSIVE OR ACTIVE EXERCISESPASSIVE OR ACTIVE EXERCISESPASSIVE OR ACTIVE EXERCISES    
 
24. 24. 24. 24. Special diet to prevent calcium stone formation? 
 ACIDACIDACIDACID----    ASH DIETASH DIETASH DIETASH DIET    
 
25. 25. 25. 25. If deficient, leads to cramps, spasm, tetani, + Chovestek sign, + troussoues sign, broncho and 
laryngospasm? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
26. 26. 26. 26. Tapping the area in front of the earlobe initiate what sign? 
 CHOVESTEK’S SIGNCHOVESTEK’S SIGNCHOVESTEK’S SIGNCHOVESTEK’S SIGN    
    
27. 27. 27. 27. Applying pressure of sphymomanometer on the upper arm will initiate what sign? 
 TROUSSOUES SIGNTROUSSOUES SIGNTROUSSOUES SIGNTROUSSOUES SIGN    
 
28. 28. 28. 28. Calcuim gluconate is the antidote of what drug? 
 MgSO4MgSO4MgSO4MgSO4    
 
29. 29. 29. 29. Lack of vitamin D and calcium in young children leads to? 
 RICKECTSRICKECTSRICKECTSRICKECTS    
 
30. 30. 30. 30. Lack of vitamin D and calcuin in adult leads to? 
 OSTEOMALACIAOSTEOMALACIAOSTEOMALACIAOSTEOMALACIA    
 
31. 31. 31. 31. Osteoporosis is potential to?    
    FRACTUREFRACTUREFRACTUREFRACTURE 
 
32. 32. 32. 32. Primary cat-ion in the ICF? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
33. 33. 33. 33. Normal value is 3.5-5.0 mEq/L? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
34. 34. 34. 34. Major electolyte loss in diarrhea and vomiting 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
35. 35. 35. 35. Found in oranges, bananas, grape fruit, dried fruits and legumes? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
36. 36. 36. 36. Increased during digitalis therapy to prevent toxicity? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
37. 37. 37. 37. Increased during lasix and thiazide therapy? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
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38. 38. 38. 38. Limited during aldactone, dyrennium, amiloride therapy? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
39. 39. 39. 39. Limited in kidney failure, AGN during oliguric stage? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
40. 40. 40. 40. Leads to peaked or elevated T- wave if excessive? 
 HYPERKALEMIAHYPERKALEMIAHYPERKALEMIAHYPERKALEMIA    
 
41. 41. 41. 41. Excessive K-blood level is termed? 
 HYPERKALEMIAHYPERKALEMIAHYPERKALEMIAHYPERKALEMIA    
 
42. 42. 42. 42. Deficient K-blood level is termed? 
 HYPOKALEMIAHYPOKALEMIAHYPOKALEMIAHYPOKALEMIA    
 
43. 43. 43. 43. Urine output is less than 500 cc is termed? 
 OLIGURIAOLIGURIAOLIGURIAOLIGURIA    
 
44. 44. 44. 44. Hormone that controls K and NA level of the blood 
    ALDOSTERONEALDOSTERONEALDOSTERONEALDOSTERONE    
 
45. 45. 45. 45. Limited and newly burnt cases? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
46. 46. 46. 46. Increased after 48 hours in burnt cases? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
47. 47. 47. 47. Controls pH, fluid balance, nerve impulse transmission; muscle contractility, BP, Glycogen use? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
48. 48. 48. 48. Usual first sign of deficiency are muscle weakness, malaise, fatigue and hypotoxicity? 
 HYPOKALEMIAHYPOKALEMIAHYPOKALEMIAHYPOKALEMIA    
 
49. 49. 49. 49. Usual first sign of excess cramps flaccid paralysis, hypertoxicity, and diarrhea? 
 HYPERKALEMIAHYPERKALEMIAHYPERKALEMIAHYPERKALEMIA    
 
50. 50. 50. 50. Effects of too much or lack of potassium K+ on the heart? 
    ARRYTHMIASARRYTHMIASARRYTHMIASARRYTHMIAS 
    
51. 51. 51. 51. Antidote of to much K+ to prevent cardiac irritability?  
 CA GLUCONATECA GLUCONATECA GLUCONATECA GLUCONATE    
 
52. 52. 52. 52. Kayexate or NA polysterene is given by enema to remove excess? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)    
 
53. 53. 53. 53. Isulin + glucose, NaHCO3, injection plus control of metabolic acidosis shifts excess of K to what fluid 
space? 
 ECF TO ICFECF TO ICFECF TO ICFECF TO ICF    
 
54. 54. 54. 54. What happens to K-level of blood in Addisons Disaese? 
 INCREASE (LIMITED INTAKE)INCREASE (LIMITED INTAKE)INCREASE (LIMITED INTAKE)INCREASE (LIMITED INTAKE)    
 
55. 55. 55. 55. What happens to K-level of blood in Cushing Syndrome? 
 DECREASE (SUPPLEMENT)DECREASE (SUPPLEMENT)DECREASE (SUPPLEMENT)DECREASE (SUPPLEMENT)    
 
56. 56. 56. 56. Drugs that induce K- loss or hypokalemia? 
 LASIX, THIAZIDES (LOOP)LASIX, THIAZIDES (LOOP)LASIX, THIAZIDES (LOOP)LASIX, THIAZIDES (LOOP)    
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57. 57. 57. 57. Drugs that promotes K retention? 
 POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)POTASSIUM (K+)----    SPARING SPARING SPARING SPARING ––––    ALDACTONE, DYRENNIUMALDACTONE, DYRENNIUMALDACTONE, DYRENNIUMALDACTONE, DYRENNIUM    
 
58. 58. 58. 58. K- level of blood in metabolic acidosis? 
 INCREASEDINCREASEDINCREASEDINCREASED    
 
59. 59. 59. 59. K- level of blood in metabolic alkalosis? 
 DECREASEDDECREASEDDECREASEDDECREASED    
 
60. 60. 60. 60. Major an-ion in the ICF space? 
 PHOSPHATE (PO4)PHOSPHATE (PO4)PHOSPHATE (PO4)PHOSPHATE (PO4)    
 
61. 61. 61. 61. Major cat-ion in the ECF space? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
62. 62. 62. 62. For fluid, pH it is imbalance and nerve impulse conduction and muscle contractility? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
63. 63. 63. 63. Maintained in normal ankle edema of pregnancy? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
64. 64. 64. 64. Limited and severe pre-eclampsia? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
65. 65. 65. 65. Maintained in lithium therapy? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
66. 66. 66. 66. Lithium is for what bipolar disorder? 
  MANICMANICMANICMANIC    
 
67. 67. 67. 67. Normal blood value is 138-145 mEq/L? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
68. 68. 68. 68. Excess may lead to hypertension, edema, anasarca? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
69. 69. 69. 69. Edema of the whole body? 
 ANASARCAANASARCAANASARCAANASARCA    
 
70. 70. 70. 70. Nutrient to limit in edema? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
71. 71. 71. 71. Found in dried fish, fermented fish, fish sauce, milk, eggs, canned and bottled food? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
72. 72. 72. 72. Limited in any case of water retention, Cushing Syndrome, HPN, Nephritic Syndrome, Ascites, 
pheocromocytoma? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
73. 73. 73. 73. Increased in cystic fibrosis, Addisons Diseaes, Diarrhea, vomiting, client of lithium who had 
diaphoresis? 
 SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)SODIUM (NA+)    
 
74. 74. 74. 74. If hyponatremic leads to giddiness, abdominal cramps, hypotension, cold, pale skin, syncope? 
 HYPORNATREMIAHYPORNATREMIAHYPORNATREMIAHYPORNATREMIA    
 
75. 75. 75. 75. If hypernatremic leads to sticky saliva, dry mouth, thirst, weight gain, hyperthermia? 
 HYPERNATREMIAHYPERNATREMIAHYPERNATREMIAHYPERNATREMIA    
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76. 76. 76. 76. Group of drugs that promote excretion into the urine? 
 DIURETICS (Na LOSS)DIURETICS (Na LOSS)DIURETICS (Na LOSS)DIURETICS (Na LOSS)    
 
77. 77. 77. 77. Group of drugs that promote retention into the blood? 
 STEROIDS (Na RETAINED)STEROIDS (Na RETAINED)STEROIDS (Na RETAINED)STEROIDS (Na RETAINED)    
 
78. 78. 78. 78. Ear problem that demands Na- restriction? 
 MENIERE’S DISEASEMENIERE’S DISEASEMENIERE’S DISEASEMENIERE’S DISEASE    
 
79. 79. 79. 79. Pre- menstrual problem that demands Na restriction? 
 PREPREPREPRE----    MENSTRUAL SYNDROMEMENSTRUAL SYNDROMEMENSTRUAL SYNDROMEMENSTRUAL SYNDROME    
 
80. 80. 80. 80. Very salty skin of a newborn, suspect what disorder? 
 CYSTIC FIBROSISCYSTIC FIBROSISCYSTIC FIBROSISCYSTIC FIBROSIS    
 
81. 81. 81. 81. Major an-ion in the ECF space? 
 CHLORIDECHLORIDECHLORIDECHLORIDE    
 
82. 82. 82. 82. Normal magnesium level of the blood? 
 1.51.51.51.5----2.5 mEq/L2.5 mEq/L2.5 mEq/L2.5 mEq/L    
 
83. 83. 83. 83. The effects of to much Mg to the CNS? 
 CNS DEPRESSIONCNS DEPRESSIONCNS DEPRESSIONCNS DEPRESSION    
 
84. 84. 84. 84. Action of Mg SO4 in cases of Eclampsia? 
 ANTIANTIANTIANTI----CONVULSANT, LOWER BP, CATHARSISCONVULSANT, LOWER BP, CATHARSISCONVULSANT, LOWER BP, CATHARSISCONVULSANT, LOWER BP, CATHARSIS    
 
85. 85. 85. 85. The vital signs to check before repeating dose of MgSO4? 
 DTR, RR, BP AND URINEDTR, RR, BP AND URINEDTR, RR, BP AND URINEDTR, RR, BP AND URINE    
 
86. 86. 86. 86. Antidote to MgSO4 toxicity? 
  CALCIUM GLUCONATECALCIUM GLUCONATECALCIUM GLUCONATECALCIUM GLUCONATE    
 
87. 87. 87. 87. Cheapest source of Magnesium? 
 GREEN LEAFY VEGETABLEGREEN LEAFY VEGETABLEGREEN LEAFY VEGETABLEGREEN LEAFY VEGETABLE    
 
88. 88. 88. 88. Electrolytes are also termed? 
 MINERALSMINERALSMINERALSMINERALS    
 
89. 89. 89. 89. Movements of solvent from an area of lower concentration to an area of higher concentration? 
 OSMOSISOSMOSISOSMOSISOSMOSIS    
 
90. 90. 90. 90. Major protein that maintains colloidal osmotic pressure of the blood? 
 ALBUMINALBUMINALBUMINALBUMIN    
 
91. 91. 91. 91. Fluids that shrink body cell? 
 HYPERTONICHYPERTONICHYPERTONICHYPERTONIC    
 
92. 92. 92. 92. Fluids that swell body cells? 
 HYPOTONICHYPOTONICHYPOTONICHYPOTONIC    
 
93. 93. 93. 93. Fluids that don’t shrink or swell body cells? 
 ISOTONICISOTONICISOTONICISOTONIC    
 
94. 94. 94. 94. NSS (0.9 NaCl), lactated ringers, D5W are what group of solutions? 
 ISOTONICISOTONICISOTONICISOTONIC    
 
95. 95. 95. 95. NaCl 0.45% and tap water is what group? 
 HYPOTONICHYPOTONICHYPOTONICHYPOTONIC    
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96. 96. 96. 96. D5 saline, D10 water, D20 water, D5 in ½ strength saline? 
 HYPERTONICHYPERTONICHYPERTONICHYPERTONIC    
 
97. 97. 97. 97. Mannitol or Osmitrol are what type of solutions? 
 OSMOTIC DIURESISOSMOTIC DIURESISOSMOTIC DIURESISOSMOTIC DIURESIS    
 
98. 98. 98. 98. Solutions that is hanged together with blood? 
 0.9 NaCl (NSS)0.9 NaCl (NSS)0.9 NaCl (NSS)0.9 NaCl (NSS)    
 
99. 99. 99. 99. Solution used for gastric irrigation, post TURP, eye irrigation, tracheostomy, loosening of phlegm or 
sputum? 
 SALINE SOLUTIONSALINE SOLUTIONSALINE SOLUTIONSALINE SOLUTION    
 
100. 100. 100. 100. Solution given in DKA and Addisons Disease? 
 0.9 NaCl (SALINE)0.9 NaCl (SALINE)0.9 NaCl (SALINE)0.9 NaCl (SALINE)    
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COMMON HAAD/PROMETRICS QUESTIONS IN FLUIDS AND COMMON HAAD/PROMETRICS QUESTIONS IN FLUIDS AND COMMON HAAD/PROMETRICS QUESTIONS IN FLUIDS AND COMMON HAAD/PROMETRICS QUESTIONS IN FLUIDS AND 
ELECTROLYTESELECTROLYTESELECTROLYTESELECTROLYTES    

 
1. 1. 1. 1. It is called the “ River of Life”? 

BLOODBLOODBLOODBLOOD    
 
2. 2. 2. 2. It is the only “fluid” tissue? 

BLOODBLOODBLOODBLOOD    
 
3. 3. 3. 3. Living blood cells, the formed elements are suspended in a non-living fluid matrix called? 
 PLASMAPLASMAPLASMAPLASMA    
 
4. 4. 4. 4. The 55% of whole blood is made up of? 
 PLASMAPLASMAPLASMAPLASMA    
 
5. 5. 5. 5. The normal pH of the blood is between? 
 7.357.357.357.35----7.45 7.45 7.45 7.45     
 
6. 6. 6. 6. Test to established pH of the blood? 
 ARTERIAL BLOOD GASARTERIAL BLOOD GASARTERIAL BLOOD GASARTERIAL BLOOD GAS    
 
7. 7. 7. 7. When pH of the blood is below 7.35, the blood is? 
 ACIDOSISACIDOSISACIDOSISACIDOSIS    
 
8. 8. 8. 8. When the pH of the blood is above 7.45, it is said to be? 
 ALKALOSISALKALOSISALKALOSISALKALOSIS    
 
9. 9. 9. 9. Blood accounts approximately 8% of the weight in its volume is between? 
 5555----6 LITERS6 LITERS6 LITERS6 LITERS    
 
10. 10. 10. 10. The Plasma is made up of around 90% of? 
 WATERWATERWATERWATER    
 
11. 11. 11. 11. Plasma proteins are the most abundant solutes of the blood; the biggest internal organ of the body 
called makes most of it? 
 LIVERLIVERLIVERLIVER    
 
12.12.12.12. This protein maintains the colloidal osmotic pressure of the blood? 
 ALBUMINALBUMINALBUMINALBUMIN    
 
13. 13. 13. 13. Plasma proteins needed to promote clotting? 
 FIBRINOGENFIBRINOGENFIBRINOGENFIBRINOGEN    
 
14. 14. 14. 14. Plasma proteins needed to protect the body against infection? 
 GLOBULINSGLOBULINSGLOBULINSGLOBULINS    
 
15. 15. 15. 15. Lack of albumin leads to? 
 EDEMAEDEMAEDEMAEDEMA    
 
16. 16. 16. 16. Lack of fibrinogen leads to? 
 BLEEDINGBLEEDINGBLEEDINGBLEEDING    
 
17. 17. 17. 17. Lack of globulin, person is prone to? 
 INFECTIONINFECTIONINFECTIONINFECTION    
 
18. 18. 18. 18. The major function of water in the circulating plasma? 
 TRANSPORTTRANSPORTTRANSPORTTRANSPORT    
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19.19.19.19. The formed elements of the blood are expressed in a laboratory test called? 
 HEMATOCRITHEMATOCRITHEMATOCRITHEMATOCRIT    
 
20.20.20.20. This is the most abundant formed element of the blood, 45% of whole blood? 
 RBCRBCRBCRBC    
 
21. 21. 21. 21. What is the other name for Red Blood Cells? 
 ERYTHROCYTESERYTHROCYTESERYTHROCYTESERYTHROCYTES    
 
22. 22. 22. 22. What is the average amount of RBC in the body? 
 5 Million / CUMM BLOOD5 Million / CUMM BLOOD5 Million / CUMM BLOOD5 Million / CUMM BLOOD    
 
23. 23. 23. 23. What is the major function of RBC? 
         CARRY OXYGENCARRY OXYGENCARRY OXYGENCARRY OXYGEN    
 
24. 24. 24. 24. What is the shape of the RBC? 
 BICONCAVEBICONCAVEBICONCAVEBICONCAVE 
 
25. 25. 25. 25. Where is the RBC produced? 
 RED BONE MARROWRED BONE MARROWRED BONE MARROWRED BONE MARROW    
 
26. 26. 26. 26. Myeloid tissue is the other name for?  
 RED BONE MARROWRED BONE MARROWRED BONE MARROWRED BONE MARROW    
 
27. 27. 27. 27. The average life span of the RBC? 
 20 DAYS20 DAYS20 DAYS20 DAYS    
 
28. 28. 28. 28. An Iron-containing protein, a direct part or attached to RBC compartments, transports the bulk of 
oxygen that is carried in the blood and some carbon dioxide? 
 HEMOGLOBINHEMOGLOBINHEMOGLOBINHEMOGLOBIN    
 
29. 29. 29. 29. The average adult male hemoglobin is? 
 14141414----16 GMS/DL16 GMS/DL16 GMS/DL16 GMS/DL    
 
30. 30. 30. 30. The average adult female hemoglobin is? 
 12121212----15 GMS/DL15 GMS/DL15 GMS/DL15 GMS/DL    
 
31. 31. 31. 31. Lack of RBC will lead to?    
    ANEMIAANEMIAANEMIAANEMIA 
 
32. 32. 32. 32. Lack of Hemoglobin will lead to? 
 ANEMIA (IDA)ANEMIA (IDA)ANEMIA (IDA)ANEMIA (IDA)    
 
33. 33. 33. 33. Major food needed by the body for normal hemoglobin formation. 
 IRONIRONIRONIRON    
 
34. 34. 34. 34. Lack of iron (Fe) will lead to? 
 IDA (IRON DEFECIENCY ANEMIA)IDA (IRON DEFECIENCY ANEMIA)IDA (IRON DEFECIENCY ANEMIA)IDA (IRON DEFECIENCY ANEMIA)    
 
35. 35. 35. 35. B9 is needed for normal RBC formation; also called? 
 FOLACINFOLACINFOLACINFOLACIN    
 
36. 36. 36. 36. B12 is needed for normal RBC formation; also called? 
 COBALAMINECOBALAMINECOBALAMINECOBALAMINE    
 
37. 37. 37. 37. Lack of B9 will lead to what disorder? 
 MEGALOBLASTIC ANEMIAMEGALOBLASTIC ANEMIAMEGALOBLASTIC ANEMIAMEGALOBLASTIC ANEMIA    
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38.38.38.38. Lack of B12 will lead to what disorder? 
 PERNICIOUS ANEMIAPERNICIOUS ANEMIAPERNICIOUS ANEMIAPERNICIOUS ANEMIA    
 
39. 39. 39. 39. The color of the skin in anemia? 
 PALEPALEPALEPALE----    PALLOR PALLOR PALLOR PALLOR     
 
40. 40. 40. 40. The usual first sign of anemia? 
  EASY FATIGABILITYEASY FATIGABILITYEASY FATIGABILITYEASY FATIGABILITY    
 
41. 41. 41. 41. Excessive RBC and total hematocrit of the blood leads to? 
 POLYCYTHEMIA VERAPOLYCYTHEMIA VERAPOLYCYTHEMIA VERAPOLYCYTHEMIA VERA    
 
42. 42. 42. 42. When the person is dehydrated the hematocrit will? 
 INCREASEINCREASEINCREASEINCREASE    
 
43. 43. 43. 43. When the person ids over hydrated or with hypovolemia, the hematocrit will? 
 DECREASEDECREASEDECREASEDECREASE    
 
44. 44. 44. 44. In anemia, patient’s hematocrit is at what level? 
 DECREASEDECREASEDECREASEDECREASE    
 
45. 45. 45. 45. RBC is mainly destroyed in these two major reticulo-endothelial systems? 
 LIVER, SPLEENLIVER, SPLEENLIVER, SPLEENLIVER, SPLEEN    
 
46. 46. 46. 46. Agglutination of the blood or RBC is also called? 
 HEMOLYSISHEMOLYSISHEMOLYSISHEMOLYSIS    
 
47. 47. 47. 47. The major cause of hemolysis of the blood during blood transfusion? 
 MISMATCHEDMISMATCHEDMISMATCHEDMISMATCHED    
 
48. 48. 48. 48. The universal donor? 
  TYPE “O”TYPE “O”TYPE “O”TYPE “O”    
 
49. 49. 49. 49. The universal recipient? 
 TYPE “AB”TYPE “AB”TYPE “AB”TYPE “AB”    
 
50.50.50.50. Major danger of too much blood viscosiy? 
 CLOT FORMATION, INCREASE BLOOD PRESSURECLOT FORMATION, INCREASE BLOOD PRESSURECLOT FORMATION, INCREASE BLOOD PRESSURECLOT FORMATION, INCREASE BLOOD PRESSURE    
 
51. 51. 51. 51. Laboratory test to establish blood oxygenation? 
   ABG ABG ABG ABG     
 
52. 52. 52. 52. Lack of oxygen in the body tissue is termed? 
 HYPOXIAHYPOXIAHYPOXIAHYPOXIA    
 
53. 53. 53. 53. Lack of oxygen in the blood is termed? 
 HYPOXEMIAHYPOXEMIAHYPOXEMIAHYPOXEMIA    
 
54. 54. 54. 54. Absence of oxygen in the body? 
     ANOXIAANOXIAANOXIAANOXIA    
 
55.55.55.55. Lack of oxygen initially produces what skin color? 
 PALLOR LATER CYANOSISPALLOR LATER CYANOSISPALLOR LATER CYANOSISPALLOR LATER CYANOSIS    
 
56. 56. 56. 56. They are the so- called soldier of the body? 
 WHITE BLOOD CELLSWHITE BLOOD CELLSWHITE BLOOD CELLSWHITE BLOOD CELLS    
 
57. 57. 57. 57. What is the other name of white blood cells? 
 LEUKOCYTESLEUKOCYTESLEUKOCYTESLEUKOCYTES    
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58.58.58.58. Decreased WBC is termed? 
 LEUKOPENIALEUKOPENIALEUKOPENIALEUKOPENIA    
 
59. 59. 59. 59. Increased WBC is termed?  
 LEUKOCYTOSISLEUKOCYTOSISLEUKOCYTOSISLEUKOCYTOSIS    
 
60. 60. 60. 60. Average normal number of WBC in the blood? 
 5,0005,0005,0005,000----    10,000/ CUMM BLOOD10,000/ CUMM BLOOD10,000/ CUMM BLOOD10,000/ CUMM BLOOD    
 
61. 61. 61. 61. The only complete cells in the blood? 
 WBCWBCWBCWBC    
 
62. 62. 62. 62. Ability of the WBC to slip in and out the blood vessel? 
 DIAPEDESISDIAPEDESISDIAPEDESISDIAPEDESIS    
 
63. 63. 63. 63. Ability of the WBC to locate areas of injury by responding to certain chemicals that diffuses from the 
damaged cells? 
 POSITIVE HEMOTAXISPOSITIVE HEMOTAXISPOSITIVE HEMOTAXISPOSITIVE HEMOTAXIS    
 
64. 64. 64. 64. Cancer of the blood will be termed? 
 LEUKEMIALEUKEMIALEUKEMIALEUKEMIA    
 
65. 65. 65. 65. Type of WBC that contains granules that stains with Wright’s stain? 
 GRANULOCYTESGRANULOCYTESGRANULOCYTESGRANULOCYTES    
 
66. 66. 66. 66. Type of WBC that lacks visible cytoplasmic granules? 
 AGRANULOCYTESAGRANULOCYTESAGRANULOCYTESAGRANULOCYTES    
 
67. 67. 67. 67. Granulocytes are produced by the? 
 RED BONE MARROWRED BONE MARROWRED BONE MARROWRED BONE MARROW    
 
68. 68. 68. 68. The agranulocytes are produced by the? 
 LYMPHATIC SYSTEMLYMPHATIC SYSTEMLYMPHATIC SYSTEMLYMPHATIC SYSTEM    
 
69. 69. 69. 69. Neutrophils, eosinophils, basophil are grouped as? 
 GRANULOCYTESGRANULOCYTESGRANULOCYTESGRANULOCYTES    
 
70. 70. 70. 70. Lymphocytes, monocytes are grouped as? 
     NONNONNONNON----GRANULOCYTESGRANULOCYTESGRANULOCYTESGRANULOCYTES    
 
71. 71. 71. 71. Type of WBC that are increased in bacterial infections? 
 NEUTROPHILS, EOSINOPHILSNEUTROPHILS, EOSINOPHILSNEUTROPHILS, EOSINOPHILSNEUTROPHILS, EOSINOPHILS    
 
72. 72. 72. 72. Type of WBC that response more to viral infections? 
 LYMPHOCYTES AND MONOCYTESLYMPHOCYTES AND MONOCYTESLYMPHOCYTES AND MONOCYTESLYMPHOCYTES AND MONOCYTES    
 
73. 73. 73. 73. Largest of all the WBC with phagocytosis function? 
     MONOCYTESMONOCYTESMONOCYTESMONOCYTES    
 
74. 74. 74. 74. Elevated and parasitism, allergic reaction, antigen-antibody complexes? 
 EOSINOPHILEOSINOPHILEOSINOPHILEOSINOPHIL    
 
75. 75. 75. 75. Types of WBC that reacts first to the presence of injury? 
 NEUTROPHILSNEUTROPHILSNEUTROPHILSNEUTROPHILS    
 
76. 76. 76. 76. Major part of the immune system (Antibody formation), diminished in cases of AIDS? 
     LYMPHOCYTESLYMPHOCYTESLYMPHOCYTESLYMPHOCYTES    
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77.77.77.77. Average count is 60-70% of the WBC? 
 NEUTROPHILSNEUTROPHILSNEUTROPHILSNEUTROPHILS    
 
78. 78. 78. 78. Average count is 1-4% of the WBC? 
 EOSINOPHILSEOSINOPHILSEOSINOPHILSEOSINOPHILS    
 
79. 79. 79. 79. Average count is 0-0.5% of the WBC? 
 BASOPHILSBASOPHILSBASOPHILSBASOPHILS    
 
80. 80. 80. 80. Average count is 20% of the WBC?    
    LYMPHOCYTESLYMPHOCYTESLYMPHOCYTESLYMPHOCYTES 
 
81. 81. 81. 81. Average count is 2-8 % of the WBC? 
     MONOCYTESMONOCYTESMONOCYTESMONOCYTES    
 
82. 82. 82. 82. The capability of the WBC’s to ingest or engulf bacteria? 
 PHAGOCYTOSISPHAGOCYTOSISPHAGOCYTOSISPHAGOCYTOSIS    
 
83. 83. 83. 83. When WBC count is excessively decreased, person is prone to? 
 INFECTIONINFECTIONINFECTIONINFECTION    
 
84. 84. 84. 84. They are cell in the strict sense but fragments of multinucleate cells called? 
 PLATELETSPLATELETSPLATELETSPLATELETS    
 
85. 85. 85. 85. Another name for platelets? 
     THROMBOCYTESTHROMBOCYTESTHROMBOCYTESTHROMBOCYTES    
 
86. 86. 86. 86. Platelets function is to stop? 
 BLEEDINGBLEEDINGBLEEDINGBLEEDING    
 
87. 87. 87. 87. Another term for bleeding? 
 HEMORRHAGEHEMORRHAGEHEMORRHAGEHEMORRHAGE    
 
88. 88. 88. 88. Common vector-borne disease that lowers platelet count of the body? 
 DENGUEDENGUEDENGUEDENGUE    
 
89. 89. 89. 89. Platelet is; coagulant or anti-coagulant? 
 COAGULANTCOAGULANTCOAGULANTCOAGULANT    
 
90. 90. 90. 90. Common drug that is anti-platelet aggregator- meaning it prevents them from clumping together to 
form a clot? 
 ASPIRINASPIRINASPIRINASPIRIN    
 
91. 91. 91. 91. Average platelet count of the blood? 
 100,000100,000100,000100,000----400,000400,000400,000400,000    
 
92. 92. 92. 92. Lack of decreased platelet count is called? 
 THROMBOCYTOPENIATHROMBOCYTOPENIATHROMBOCYTOPENIATHROMBOCYTOPENIA    
 
93. 93. 93. 93. When all of the three major blood components are lacking; what type of anemia? 
 APLASTIC ANEMIAAPLASTIC ANEMIAAPLASTIC ANEMIAAPLASTIC ANEMIA    
 
94. 94. 94. 94. Blood cell formation is termed? 
     ERYTHROPOESISERYTHROPOESISERYTHROPOESISERYTHROPOESIS    
 
95. 95. 95. 95. Do all bones produces blood? 
 NONONONO    
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96.96.96.96. Posterior Iliac crest, sternum, anterior iliac crest are common sites for? 
 BONE MARROW BIOPSY OR ASPIRATIONBONE MARROW BIOPSY OR ASPIRATIONBONE MARROW BIOPSY OR ASPIRATIONBONE MARROW BIOPSY OR ASPIRATION    
 
97. 97. 97. 97. All elements of RBC, WBC, and platelets are arise from a common stem cell called? 
 HEMOCYTOBLASTHEMOCYTOBLASTHEMOCYTOBLASTHEMOCYTOBLAST    
 
98. 98. 98. 98. The rate of erythrocytes (RBC formation) is controlled by hormone from the kidneys? 
 ERYTHROPOETINERYTHROPOETINERYTHROPOETINERYTHROPOETIN    
 
99. 99. 99. 99. Colony stimulating factor (CSF’s) and interleukins stimulates more production of what blood cells? 
 LEUKOCYTESLEUKOCYTESLEUKOCYTESLEUKOCYTES    
 
100. 100. 100. 100. Hormone thrombopoetin accelerates productions of what blood cells? 
 PLATELETSPLATELETSPLATELETSPLATELETS    
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COMMON HAAD/PROMETRICS QUESTIONS IN MEDICAL SURGICAL COMMON HAAD/PROMETRICS QUESTIONS IN MEDICAL SURGICAL COMMON HAAD/PROMETRICS QUESTIONS IN MEDICAL SURGICAL COMMON HAAD/PROMETRICS QUESTIONS IN MEDICAL SURGICAL 
NURSINGNURSINGNURSINGNURSING    

 
1.1.1.1. What is lost by the myocardium of the heart that leads to CHF? 
    CONTRACTILE POWERCONTRACTILE POWERCONTRACTILE POWERCONTRACTILE POWER 
 
2. 2. 2. 2. Shotrness of breath, dyspnea on exertion, paroxysmal nocturnal dysnea, orthopnea, cough, fatigue,    
     tachycardia, insomnia, restless, gallop are signs of? 
    LEFT SIDED HEART FAILURELEFT SIDED HEART FAILURELEFT SIDED HEART FAILURELEFT SIDED HEART FAILURE    
 
3. 3. 3. 3. Distended neck veins (jugular veins}, liver congestion, ascites, pleural effusion, anorexia, nausea ,  
     nocturia  pedal or ankle edemas are signs of ?  
    RIGHT SIDED HEART FAILURERIGHT SIDED HEART FAILURERIGHT SIDED HEART FAILURERIGHT SIDED HEART FAILURE    
 
4. 4. 4. 4. Procedure to evaluate heart size show lung fields? 
    CHEST XCHEST XCHEST XCHEST X----RAYRAYRAYRAY 
 
    5. 5. 5. 5. Procedure to establish pHl of the blood, PO2, PCO2, blood levels?      
    ABGABGABGABG 
 
6. 6. 6. 6. Why is physical and emotional rest ordered for the patient? 
    DECREASE HEART WORKLOADDECREASE HEART WORKLOADDECREASE HEART WORKLOADDECREASE HEART WORKLOAD 
 
7. 7. 7. 7. Abnormal heart sounds noted in CHF? 
  M URMUR, GALLOPM URMUR, GALLOPM URMUR, GALLOPM URMUR, GALLOP 
 
8. 8. 8. 8. Digoxin, Lanoxin, digitoxin, quabain lanatoside, cedilanid, acylanid, and gitalgin are under the group 
of?      
    DIGITALIS DIGITALIS DIGITALIS DIGITALIS  
 
9. 9. 9. 9. What is the major action of digitalis in CHF?  
    INCREASE HEART CONTRACTILITYINCREASE HEART CONTRACTILITYINCREASE HEART CONTRACTILITYINCREASE HEART CONTRACTILITY 
 
10. 10. 10. 10. What is the action of digitalis in relation to control of HR? 
    LOWERS IT TO NORMALLOWERS IT TO NORMALLOWERS IT TO NORMALLOWERS IT TO NORMAL    
 
11. 11. 11. 11. Vital sign to be checked before repeating the dose of digitalis?     
 HEART RATE  HEART RATE  HEART RATE  HEART RATE      
 
12. 12. 12. 12. What happen to cardiac output in the use of digitalis?  
              INCREASEDINCREASEDINCREASEDINCREASED    
 
13. 13. 13. 13. Electrolyte imbalance that contribute to digitalis toxicity?  
 HYPOKALEMIAHYPOKALEMIAHYPOKALEMIAHYPOKALEMIA    
 
14. 14. 14. 14. Nutrients needed to prevent digitalis toxicity?      
 POTASSIUMPOTASSIUMPOTASSIUMPOTASSIUM    
 
15. 15. 15. 15. Definition of cardiac output? 
 STROKE VOLUME X HR / MINUTESTROKE VOLUME X HR / MINUTESTROKE VOLUME X HR / MINUTESTROKE VOLUME X HR / MINUTE    
 
16. 16. 16. 16. Normal cardiac output per minute? 
 5 5 5 5 ––––    6 LITERS6 LITERS6 LITERS6 LITERS        
 
 17. 17. 17. 17. What is the usual 1st sign of digitalis toxicity? 
    N. A. U. D., YELLOW VISIONN. A. U. D., YELLOW VISIONN. A. U. D., YELLOW VISIONN. A. U. D., YELLOW VISION    
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18.18.18.18. Antidote to digitalis toxicity? 
 DIGIBIND, IMMUNE FABDIGIBIND, IMMUNE FABDIGIBIND, IMMUNE FABDIGIBIND, IMMUNE FAB    
 
19. 19. 19. 19. Major danger or major sign of digitalis toxicity? 
 HEART BLOCK, BRADYCARDIAHEART BLOCK, BRADYCARDIAHEART BLOCK, BRADYCARDIAHEART BLOCK, BRADYCARDIA    
 
20. 20. 20. 20. Major clinical response of patient to digitalis effect? 
 IMPROVED RESPIRATIONIMPROVED RESPIRATIONIMPROVED RESPIRATIONIMPROVED RESPIRATION    
 
21. 21. 21. 21. Normal potassium level of the blood? 
 3.53.53.53.5----5.0 mEq/L5.0 mEq/L5.0 mEq/L5.0 mEq/L        
    
22. 22. 22. 22. Fruits that are rich in potassium? 
 ORANGES, BANANAS, GRAPE FRUITSORANGES, BANANAS, GRAPE FRUITSORANGES, BANANAS, GRAPE FRUITSORANGES, BANANAS, GRAPE FRUITS    
 
23. 23. 23. 23. Acceptable lanoxin blood level to prevent toxicity? 
 0.50.50.50.5----2 mEq/L2 mEq/L2 mEq/L2 mEq/L    
 
24. 24. 24. 24. Best position in bed for patientc with CHF? 
 FOWLERSFOWLERSFOWLERSFOWLERS    
 
25. 25. 25. 25. What is orthopnea? 
    SITTING NORMAL BREATHING, LYING DOWN LEADS TO ORTHOPNEASITTING NORMAL BREATHING, LYING DOWN LEADS TO ORTHOPNEASITTING NORMAL BREATHING, LYING DOWN LEADS TO ORTHOPNEASITTING NORMAL BREATHING, LYING DOWN LEADS TO ORTHOPNEA 
 
26. 26. 26. 26. W hat is chyne-stokes Respiration? 
 GRADUAL SLOW THEN INCREASED RESPIRATION THEN APNEAGRADUAL SLOW THEN INCREASED RESPIRATION THEN APNEAGRADUAL SLOW THEN INCREASED RESPIRATION THEN APNEAGRADUAL SLOW THEN INCREASED RESPIRATION THEN APNEA    
 
27. 27. 27. 27. Laxis, Bumex, Edecrine are under what group of diuretics? 
 LOOP DIURETICSLOOP DIURETICSLOOP DIURETICSLOOP DIURETICS    
 
28. 28. 28. 28. What is the action of diuretics in CHF? 
 DECREASE CIRCULATING FLUIDDECREASE CIRCULATING FLUIDDECREASE CIRCULATING FLUIDDECREASE CIRCULATING FLUID    
 
29. 29. 29. 29. Best time to give diuretics? 
 DAYTIMEDAYTIMEDAYTIMEDAYTIME    
 
30. 30. 30. 30. What to check to determine if edema is being controlled or not? 
 WEIGHT, IWEIGHT, IWEIGHT, IWEIGHT, I----OOOO    
 
31. 31. 31. 31. Aside from color, what to do on the skin to check for edema? 
 LIFT A FOLD OF SKINLIFT A FOLD OF SKINLIFT A FOLD OF SKINLIFT A FOLD OF SKIN    
 
32. 32. 32. 32. Lifting a fold of the skin will establish what? 
 TURGORTURGORTURGORTURGOR    
 
33. 33. 33. 33. Nutrient limited in the patient’s diet to prevent further water retention? 
 SODIUM (Na+)SODIUM (Na+)SODIUM (Na+)SODIUM (Na+)    
 
34. 34. 34. 34. Why frequent small feeding in CHF? 
 TO REST PATIENT’S HEARTTO REST PATIENT’S HEARTTO REST PATIENT’S HEARTTO REST PATIENT’S HEART    
 
35. 35. 35. 35. Electrolyte to augment or increase while on lasix therapy? 
 POTASSIUMPOTASSIUMPOTASSIUMPOTASSIUM    
 
36. 36. 36. 36. Too much diuretic could lead to what? 
 FLUIDFLUIDFLUIDFLUID----ELECTROLYTE IMBALANCEELECTROLYTE IMBALANCEELECTROLYTE IMBALANCEELECTROLYTE IMBALANCE    
 
37. 37. 37. 37. Why are lasix and aldactine spironolactone are given at the same time? 
 RETAIN POTASSUIMRETAIN POTASSUIMRETAIN POTASSUIMRETAIN POTASSUIM    
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38.38.38.38. Why hypokalemia leads to digitalis toxicity? 
 HEART STREGNTH WAS LOSTHEART STREGNTH WAS LOSTHEART STREGNTH WAS LOSTHEART STREGNTH WAS LOST    
 
39. 39. 39. 39. What is average sodium level of the blood? 
 138138138138----145 mEq/L145 mEq/L145 mEq/L145 mEq/L    
 
40. 40. 40. 40. Malaise, fatigue, weakness, flabby muscle, flat T-wave, constipation are signs of what electrolyte 
imbalance? 
 HYPOKALEMIAHYPOKALEMIAHYPOKALEMIAHYPOKALEMIA    
 
41. 41. 41. 41. Giddness, abdominal cramps, pallor, cold skin, and hypotension are s/s of what electrolyte imbalance 
 HYPERNATREMIAHYPERNATREMIAHYPERNATREMIAHYPERNATREMIA    
 
42. 42. 42. 42. The major cat-ion on the ECF? 
 POTASSIUMPOTASSIUMPOTASSIUMPOTASSIUM    
 
43. 43. 43. 43. The major cat-ion in the ICF? 
 SODIUMSODIUMSODIUMSODIUM    
 
44. 44. 44. 44. Hormone that controls Na+ and K+ levels of the blood? 
 ALDOSTERONEALDOSTERONEALDOSTERONEALDOSTERONE    
 
45. 45. 45. 45. Allows periodic drug administration without increasing excessive fluid intake? 
 HEPARIN LOCKHEPARIN LOCKHEPARIN LOCKHEPARIN LOCK    
 
46. 46. 46. 46. Aldactone, spironolactone, dyrenium, mydamor, amoloride, modiuretic are group under what 
diuretics? 
 POTASIUMPOTASIUMPOTASIUMPOTASIUM----SPARINGSPARINGSPARINGSPARING    
 
47.47.47.47. In relation to #46, what electrolyte should not be supplemented already? 
 POTASSIUMPOTASSIUMPOTASSIUMPOTASSIUM    
 
48. 48. 48. 48. Turning, deep breathing, coughing will prevent what lung problems of bedridden patients? 
 PNEUMONIAPNEUMONIAPNEUMONIAPNEUMONIA    
 
49. 49. 49. 49. Turning every 1-2 hours, back massage, straightening the linens, egg crate mattress, sheep skin, will 
prevent what? 
 DECUBITUS (BEDSORE)DECUBITUS (BEDSORE)DECUBITUS (BEDSORE)DECUBITUS (BEDSORE)    
 
50. 50. 50. 50. Exercising patient’s leg, elevation, used of jobst stocking will prevent what? 
 THROMBOPHLEBITISTHROMBOPHLEBITISTHROMBOPHLEBITISTHROMBOPHLEBITIS    
 
51. 51. 51. 51. Electrolyte or nutrient limited in bedridden patients to prevent urolithiasis? 
 CALCIUMCALCIUMCALCIUMCALCIUM    
 
52. 52. 52. 52. Positive Homan’s sign, pain in the leg, redness, swelling and edema, pulse still palpable are s/s of? 
 THROMBOPHLEBITISTHROMBOPHLEBITISTHROMBOPHLEBITISTHROMBOPHLEBITIS    
 
53. 53. 53. 53. Cough, dyspnea, fever, chest pain, tachypnea are s/s of? 
    PNEUMONIAPNEUMONIAPNEUMONIAPNEUMONIA    
 
 54. 54. 54. 54. Patient said, “what is CHF” your best response is? 
 “WHAT DO YOU WANT TO KNOW ABOUT CHF?” “WHAT DO YOU WANT TO KNOW ABOUT CHF?” “WHAT DO YOU WANT TO KNOW ABOUT CHF?” “WHAT DO YOU WANT TO KNOW ABOUT CHF?”         
 
 55. 55. 55. 55. Patient said, “Am I going to die?” your best response is? 
 “WHAT MADE YOU TO SAY THAT?”“WHAT MADE YOU TO SAY THAT?”“WHAT MADE YOU TO SAY THAT?”“WHAT MADE YOU TO SAY THAT?”    
 
56. 56. 56. 56. For restlessness, Insomnia, this drug could be given in small amount to prevent respiratory depression? 
 VALIUMVALIUMVALIUMVALIUM    
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57.57.57.57. How to take oral potassium preparation? 
 WITH MILK WATERWITH MILK WATERWITH MILK WATERWITH MILK WATER    
 
58. 58. 58. 58. Procedure that measures venous return, right atrium pressure of the heart? 
 CENTRAL VENOUS PRESSURECENTRAL VENOUS PRESSURECENTRAL VENOUS PRESSURECENTRAL VENOUS PRESSURE    
    
59. 59. 59. 59. Instrument that measures pulmonary artery pressure, PCWP- pulmonary capillary wedge pressure and 
left ventricular pressure? 
 SWANSWANSWANSWAN----GANZ CATHETERGANZ CATHETERGANZ CATHETERGANZ CATHETER    
 
60. 60. 60. 60. Normal CVP reading? 
 5555----10 CM, H2O10 CM, H2O10 CM, H2O10 CM, H2O    
 
61. 61. 61. 61. Sign that CVP line is patient? 
 WATER FLUCTUATION IN THE MANOMETERWATER FLUCTUATION IN THE MANOMETERWATER FLUCTUATION IN THE MANOMETERWATER FLUCTUATION IN THE MANOMETER    
 
62. 62. 62. 62. Where to place 0 level of the manometer before reading? 
 MIDAXILLARYMIDAXILLARYMIDAXILLARYMIDAXILLARY    
 
63. 63. 63. 63. CVP line tip is usually placed where? 
 RIGHT ATRIUMRIGHT ATRIUMRIGHT ATRIUMRIGHT ATRIUM    
 
64. 64. 64. 64. Turn back stopcock so that IV Fluid flows to manometer (20-25 cm level), then turn stopcock so that 
solution from manometer flows into patient and observe what? 
 OSCILLATION, FLUCTUATIONOSCILLATION, FLUCTUATIONOSCILLATION, FLUCTUATIONOSCILLATION, FLUCTUATION    
 
65. 65. 65. 65. What type of aseptic technique is used in CVP line care? 
 STERILE, SURGICALSTERILE, SURGICALSTERILE, SURGICALSTERILE, SURGICAL 
 
66. 66. 66. 66. The most common sites of CVP line insertion are the subclavian, internal and external jugular, median 
basilic, position of the patient during insertion? 
 TRENDELENBURG TO PREVENT EMBOLISMTRENDELENBURG TO PREVENT EMBOLISMTRENDELENBURG TO PREVENT EMBOLISMTRENDELENBURG TO PREVENT EMBOLISM    
 
67. 67. 67. 67. The pacemaker of the heart? 
 SA NODESA NODESA NODESA NODE    
    
68. 68. 68. 68. The part of the ANS (Autonomic Nervous System) that increase the heart rate? 
 SNSSNSSNSSNS    
 
69. 69. 69. 69. The part of the ANS that lowers the heart rate? 
 PSNSPSNSPSNSPSNS    
 
70. 70. 70. 70. Common neurotransmitter that increases the heart rate? 
 EPINEPHRINEEPINEPHRINEEPINEPHRINEEPINEPHRINE    
 
71. 71. 71. 71. Common neurotransmitter that lowers the heart rate to normal level? 
 NOREPINEPHRINENOREPINEPHRINENOREPINEPHRINENOREPINEPHRINE    
 
72. 72. 72. 72. Cranial nerve that influence the HR? 
 VAGUS NERVEVAGUS NERVEVAGUS NERVEVAGUS NERVE    
 
73. 73. 73. 73. The time of impulse that travels to SA node to AV node? 
 PR INTERVALPR INTERVALPR INTERVALPR INTERVAL    
 
74.  74.  74.  74.  It records the electrical activity of the heart? 
 ECG / EKGECG / EKGECG / EKGECG / EKG    
 
75. 75. 75. 75. When PR interval is delayed more than 0-20 seconds, this is what type of heart block? 
 1111stststst    DEGREEDEGREEDEGREEDEGREE    
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76. 76. 76. 76. When no impulse could pass thru AV node, atria and ventricles are not working rhythmically this is? 
 3333rdrdrdrd    DEGREEDEGREEDEGREEDEGREE    
 
77. 77. 77. 77. When some impulses from SA node cannot pass thru AV node, this is? 
 2222ndndndnd    DEGREEDEGREEDEGREEDEGREE    
 
78. 78. 78. 78. ATSO4, isuprel-isoproterenol, what does it do to heart rate?    
    INCREASESINCREASESINCREASESINCREASES 
 
79. 79. 79. 79. No BP, no PR, no RR, patient is unconscious or comatose, this is? 
 CARDIAC ARREST, ASYSTOLECARDIAC ARREST, ASYSTOLECARDIAC ARREST, ASYSTOLECARDIAC ARREST, ASYSTOLE    
 
80. 80. 80. 80. Artificial way to return the electrical activity of the heart? 
 PACEMAKERPACEMAKERPACEMAKERPACEMAKER    
 
81. 81. 81. 81. Vital sign is regularly checked when patient is wearing a pacemaker? 
 PULSE RATEPULSE RATEPULSE RATEPULSE RATE    
 
82. 82. 82. 82. T- wave Inversion and ST wave elevation are ECG changes of? 
 MYOCARDIAL INFARCTIONMYOCARDIAL INFARCTIONMYOCARDIAL INFARCTIONMYOCARDIAL INFARCTION    
 
83. 83. 83. 83. ST wave depression is ECG wave noted in? 
 ANGINA PECTORISANGINA PECTORISANGINA PECTORISANGINA PECTORIS    
 
84. 84. 84. 84. Flat T-wave is usually what electrolyte imbalance? 
 HYPOKALEMIAHYPOKALEMIAHYPOKALEMIAHYPOKALEMIA    
 
85. 85. 85. 85. Peaked T- wave is what electrolyte imbalance? 
 HYPERKALEMIAHYPERKALEMIAHYPERKALEMIAHYPERKALEMIA    
 
86. 86. 86. 86. ST segment is lengthened by what electrolyte imbalance? 
 HYPERCALCEMIAHYPERCALCEMIAHYPERCALCEMIAHYPERCALCEMIA    
 
87. 87. 87. 87. Shorten ST segment is noted in what imbalance? 
 HYPOCALCEMIAHYPOCALCEMIAHYPOCALCEMIAHYPOCALCEMIA    
 
88. 88. 88. 88. When HR is below 60 per minute, It is called? 
 BRADYCARDIABRADYCARDIABRADYCARDIABRADYCARDIA    
 
89. 89. 89. 89. When HR exceeds above 100 per min, it is called? 
 TACHYCARDIATACHYCARDIATACHYCARDIATACHYCARDIA    
 
90. 90. 90. 90. Dizziness, lightheadedness, chest pain, shortness of breath are signs of? 
 PACEMAKER MALFUNCTIONPACEMAKER MALFUNCTIONPACEMAKER MALFUNCTIONPACEMAKER MALFUNCTION    
 
91. 91. 91. 91. To shave, a patient with pacemaker should use? 
 PLAIN BLADEPLAIN BLADEPLAIN BLADEPLAIN BLADE    
 
92. 92. 92. 92. Appropriate distance of patient from a microwave oven? 
 3333----5 FEET5 FEET5 FEET5 FEET    
 
93. 93. 93. 93. Pacemaker that works only when the heart rate goes down below a certain level? 
 DEMANDDEMANDDEMANDDEMAND    
 
94. 94. 94. 94. Pacemaker that delivers an electrical stimulus at a preset constant rate that is dependent of the 
patient’s own rhythm? 
 FIXEDFIXEDFIXEDFIXED    
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95. 95. 95. 95. Most common site of placement of pacemaker electrode? 
 RIGHT VENTRICLERIGHT VENTRICLERIGHT VENTRICLERIGHT VENTRICLE    
    
96. 96. 96. 96. Tetralogy of fallot, tricuspid atresia, dextroposition of great vessels (Aorta, Pulmonary artery) are 
under? 
 CONGENITAL CYANOTICCONGENITAL CYANOTICCONGENITAL CYANOTICCONGENITAL CYANOTIC    
 
97. 97. 97. 97. PDA, patent foramen ovale, VSD, aortic, pulmonic valve stenosis, coartion of the aorta are under? 
 CONGENITAL ACYANOTICCONGENITAL ACYANOTICCONGENITAL ACYANOTICCONGENITAL ACYANOTIC    
 
98. 98. 98. 98. FHT is very audible with the stethoscope at the age of? 
 5 MONTHS5 MONTHS5 MONTHS5 MONTHS    
 
99. 99. 99. 99. A rapid forceful or irregular heart beat felt by the patient? 
 PALPITATIONPALPITATIONPALPITATIONPALPITATION    
    
100.100.100.100. Exercise, fever, anemia, early shock, thyroid T3 T4 excess, ATSo4, isuprel, anxiety will do what to 
the heart rate? 
 INCREASEDINCREASEDINCREASEDINCREASED    
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COMMON HAAD/PROMETRICS QUESTIONS IN MATERNAL COMMON HAAD/PROMETRICS QUESTIONS IN MATERNAL COMMON HAAD/PROMETRICS QUESTIONS IN MATERNAL COMMON HAAD/PROMETRICS QUESTIONS IN MATERNAL 
AND CHILD NURSINGAND CHILD NURSINGAND CHILD NURSINGAND CHILD NURSING    

 
1. 1. 1. 1. Most important to score in APGAR?  
 Heart rate (110Heart rate (110Heart rate (110Heart rate (110----160)160)160)160) 
 
2. 2. 2. 2. Last to be scored in APGAR is what?  
 Body color, appearanceBody color, appearanceBody color, appearanceBody color, appearance 
 
3. 3. 3. 3. APGAR scoring is for what?  
 Newborn adaptation or adjustmentNewborn adaptation or adjustmentNewborn adaptation or adjustmentNewborn adaptation or adjustment 
 
4. 4. 4. 4. APGAR scoring is usually done how many times?  
 TwiceTwiceTwiceTwice----2X2X2X2X 
 
5. 5. 5. 5. The 0-3 score means?  
 Poor AdaptationPoor AdaptationPoor AdaptationPoor Adaptation 
 
6. 6. 6. 6. 4-6 score means?  
 Fair AdaptationFair AdaptationFair AdaptationFair Adaptation 
 
7. 7. 7. 7. 7-10 score means?  
 Good AdaptationGood AdaptationGood AdaptationGood Adaptation 
 
8. 8. 8. 8. Needs only admission care?  
 7777----10 (Good)10 (Good)10 (Good)10 (Good)    
 
9. 9. 9. 9. Needs some more suctioning? 
  4444----6 (Fair)6 (Fair)6 (Fair)6 (Fair)    
 
10.10.10.10. Needs intensive care and resuscitation?  
 0000----3 (Poor)3 (Poor)3 (Poor)3 (Poor)    
 
11. 11. 11. 11. Silverman Anderson scoring system is for what?  
 Newborn RespiratoryNewborn RespiratoryNewborn RespiratoryNewborn Respiratory    
 
12. 12. 12. 12. Silverman Anderson score of 10 means?  
 Severe Respiratory DistressSevere Respiratory DistressSevere Respiratory DistressSevere Respiratory Distress    
 
13. 13. 13. 13. Silverman Anderson score of 6 means?  
 Moderate Respiratory DistressModerate Respiratory DistressModerate Respiratory DistressModerate Respiratory Distress    
 
14. 14. 14. 14. Silverman Anderson score of 0 means?  
 No Respiratory Distress No Respiratory Distress No Respiratory Distress No Respiratory Distress     
 
15. 15. 15. 15. Heart Rate, Respiratory Effort, Muscle tone, Reflex and color are to be scored in? 
 APGARAPGARAPGARAPGAR    
 
16. 16. 16. 16. Chest Retractions, Grunting, Stridor, Flaring of the ala nasi, xiphoid retractions are to be scored in? 
 Silverman AndersonSilverman AndersonSilverman AndersonSilverman Anderson 
 
17. 17. 17. 17. Surfactant Prevents?  
 Alveoli wall collapseAlveoli wall collapseAlveoli wall collapseAlveoli wall collapse 
 
18. 18. 18. 18. Atelectasis means?  
 Alveoli or Lung collapseAlveoli or Lung collapseAlveoli or Lung collapseAlveoli or Lung collapse    
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19.19.19.19. Normal heart rate of newborn?  
 110110110110----160 per minute160 per minute160 per minute160 per minute 
 
20.20.20.20. Normal respiratory effort of newborn?  
 Good strong cryGood strong cryGood strong cryGood strong cry    
 
21. 21. 21. 21. Normal Muscle tone of newborn?  
 Well flexedWell flexedWell flexedWell flexed    
 
22. 22. 22. 22. Normal reflexes of newborn?  
 Good strong cry, sneezeGood strong cry, sneezeGood strong cry, sneezeGood strong cry, sneeze    
 
23.23.23.23.Normal total body color of newborn?  
 RedRedRedRed----PinkPinkPinkPink 
 
24. 24. 24. 24. Infection of the middle ear could follow what common childhood disease?  
 Measles, leads to othitis mediaMeasles, leads to othitis mediaMeasles, leads to othitis mediaMeasles, leads to othitis media    
 
25. 25. 25. 25. What reflex will be initiated to guide an infant to where to turn his head to where the mother’s 
breast is?  
 Rooting ReflexRooting ReflexRooting ReflexRooting Reflex    
 
26. 26. 26. 26. What chart or instrument will help established visual acuity?  
 Snellen, ESnellen, ESnellen, ESnellen, E----ChartChartChartChart 
 
27. 27. 27. 27. At what age the level visual acuity of the child becomes 20/20?  
 4 years old4 years old4 years old4 years old 
 
28. 28. 28. 28. What is the normal visual acuity of a person?  
 20/20, Blind20/20, Blind20/20, Blind20/20, Blind----    20/20020/20020/20020/200    
 
29. 29. 29. 29. What communicable disease suffered by a pregnant woman on her 1st trimester will cause cataract or 
deafness?  
 Rubella, German measlesRubella, German measlesRubella, German measlesRubella, German measles    
 
30. 30. 30. 30. 3,000-3,400 gm weight is what?  
 Normal birth weightNormal birth weightNormal birth weightNormal birth weight    
 
31. 31. 31. 31. 2,500-1,500 gm weight is what?  
 Low birth weightLow birth weightLow birth weightLow birth weight    
 
32. 32. 32. 32. 1,500 gm weight and below is what?  
 Very low birth weightVery low birth weightVery low birth weightVery low birth weight    
 
33. 33. 33. 33. Infant doubles birth weight (141lbs) at what age?  
 6 months6 months6 months6 months    
 
34. 34. 34. 34. Child triples birth weight (21lbs) at what age?  
 12 months12 months12 months12 months    
 
35. 35. 35. 35. Childe quadruples birth weight (28 lbs) at what age?  
 30 months30 months30 months30 months    
 
36. 36. 36. 36. Smoking during pregnancy will lead to primarily to?  
 Low birth weightLow birth weightLow birth weightLow birth weight    
 
37. 37. 37. 37. Social smile started at what age?  
 2 months2 months2 months2 months    
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38.38.38.38. Child coos, woos, bubbles and have 180° visual field at what age?  
 3 months3 months3 months3 months    
 
39. 39. 39. 39. Child laughs aloud, could hold head up while prone at what age?  
 4 months4 months4 months4 months    
 
40.  40.  40.  40.  Starts to rollover to his sides?  
 5 months (for safety precaution needed)5 months (for safety precaution needed)5 months (for safety precaution needed)5 months (for safety precaution needed)    
 
41. 41. 41. 41. No nasal opening; newborn mouth breather?    
 Choanal AtresiaChoanal AtresiaChoanal AtresiaChoanal Atresia    
 
42. 42. 42. 42. Newborn with kidney agenesis?    
 Women oligohydramniosWomen oligohydramniosWomen oligohydramniosWomen oligohydramnios    
 
43. 43. 43. 43. Newborn will suffer esophageal atresia + TEF    
 Woman polyhydramniosWoman polyhydramniosWoman polyhydramniosWoman polyhydramnios 
 
44. 44. 44. 44. Average amniotic fluid?    
    1,000 c1,000 c1,000 c1,000 c    
 
45.  45.  45.  45.  Weeks Amniotic Fluid appears?    
 By 13By 13By 13By 13----15 weeks gestation15 weeks gestation15 weeks gestation15 weeks gestation 
 
46. 46. 46. 46.  Use of this medication in pregnancy leads to cretinism? 
 PTUPTUPTUPTU----    Tapazole Tapazole Tapazole Tapazole  
 
47.47.47.47. Use of this medication in pregnancy- leads to tooth staining, bone growth defects 
 Tetracycline Tetracycline Tetracycline Tetracycline  
 
48. 48. 48. 48.  Used of this could cause Pocomelia, Amelia of the newborn?    
 ThalidomidesThalidomidesThalidomidesThalidomides 
 
49. 49. 49. 49. Medication that causes Deafness in newborn?    
 StretomycinStretomycinStretomycinStretomycin    
 
50. 50. 50. 50.  Medication that causes Bleeding, Hyperbulirubinemia, jaundice newborn?    
 ASAASAASAASA  
 
51. 51. 51. 51. Age that Double birth length?  
 4 years old4 years old4 years old4 years old 
 
52. 52. 52. 52.  Age that Triples birth length?  
 13 years old13 years old13 years old13 years old 
 
53. 53. 53. 53. Normal Homosexual stage? 
 6666----12 years12 years12 years12 years 
 
54. 54. 54. 54. Normal Heterosexual stage?  
 12121212----18 years18 years18 years18 years    
 
55. 55. 55. 55. Age that Puppy Love first felt?  
 12121212----18 years old18 years old18 years old18 years old    
 
56. 56. 56. 56. Age True love experience?  
 19191919----44 years44 years44 years44 years 
 
57. 57. 57. 57. Start of fear of separation?  
 1 year old1 year old1 year old1 year old 
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58.58.58.58. Peak of fear of separation? 
  2 years old2 years old2 years old2 years old    
 
59. 59. 59. 59. Start of fear of death? 
 6 years old6 years old6 years old6 years old 
 
60. 60. 60. 60. Start to be logical thinker?  
 6 years old6 years old6 years old6 years old    
 
61. 61. 61. 61. It is called the “Rooming in Law” of the Philippines?  
 RA 7600RA 7600RA 7600RA 7600    
 
62. 62. 62. 62. Pin-point white sebaceous gland at the tip of the nose or chin of newborn?  
 Milia (Normal)Milia (Normal)Milia (Normal)Milia (Normal) 
 
63. 63. 63. 63. Fully soft hair at the shoulder or back of newborn?  
 Lanugo (Normal)Lanugo (Normal)Lanugo (Normal)Lanugo (Normal)    
 
64. 64. 64. 64. White cheesy varnish on the skin of the newborn?  
 Vernix Caseosa  (Normal)Vernix Caseosa  (Normal)Vernix Caseosa  (Normal)Vernix Caseosa  (Normal)    
 
65. 65. 65. 65. Bluish-gray discoloration at the lower back of newborn?  
 Mongolia spots (Normal)Mongolia spots (Normal)Mongolia spots (Normal)Mongolia spots (Normal) 
 
67. 67. 67. 67. Sudden Noise or jarring of newborn scribe will produced what reflex?  
 MoroMoroMoroMoro    
 
68. 68. 68. 68. Stroking the cheek of the newborn will produced what reflex?  
    Rooting Rooting Rooting Rooting  
 
69. 69. 69. 69. Umbilical Stump will normally fail-off after how many days?  
 7777----14 days14 days14 days14 days    
 
70. 70. 70. 70. Tetralogy of Fallot, Tricuspid atresia, dextroposition of the great vessels are defects called?  
 Congenital cyanotic Heart diseaseCongenital cyanotic Heart diseaseCongenital cyanotic Heart diseaseCongenital cyanotic Heart disease    
 
71. 71. 71. 71. PDA, Patent foramen ovale, VSD, Coarctation of the aorta, aortic valve stenosis, pulmonic valve 
stenosis are called?  
 Congenital cyanotic Heart diseaseCongenital cyanotic Heart diseaseCongenital cyanotic Heart diseaseCongenital cyanotic Heart disease    
 
72. 72. 72. 72. Bluish hands and feet of the newborn is called?  
 Acyanosis (Normal)Acyanosis (Normal)Acyanosis (Normal)Acyanosis (Normal)    
 
73. 73. 73. 73. When turned to side, upper half of body is pale, lower half is red this is?  
 Harlequinstign (Normal)Harlequinstign (Normal)Harlequinstign (Normal)Harlequinstign (Normal) 
 
74. 74. 74. 74. Score in APGAR is 7-10, it means what?  
 GoodGoodGoodGood    
 
75. 75. 75. 75. Cheiloplasty for cleft lip defect is usually done when?  
 Rule of 10 reachedRule of 10 reachedRule of 10 reachedRule of 10 reached    
 
76. 76. 76. 76. Palatoplasty for cleft palate is usually done when?  
 12121212----18 months18 months18 months18 months    
 
77.77.77.77. What is the major problem of a newborn with cleft lip and palate?  
 FeedingFeedingFeedingFeeding    
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78.78.78.78. Best position of child after cheiloplasty and palatoplasty?  
 Sidelying (Airway)Sidelying (Airway)Sidelying (Airway)Sidelying (Airway)    
    
79.79.79.79. Mother asked, “ Am I to be blamed for the cleft lip of my newborn?” Best response? 
    I understand your apprehension but “NO”.I understand your apprehension but “NO”.I understand your apprehension but “NO”.I understand your apprehension but “NO”.    
 
80. 80. 80. 80. Article applied over the cheiloplasty site to reduce suture tension?  
 Logans BowLogans BowLogans BowLogans Bow    
 
81. 81. 81. 81. Feeding article utilized after palatoplasy?  
 Paper cup (Side)Paper cup (Side)Paper cup (Side)Paper cup (Side)    
 
82. 82. 82. 82. Feeding technique or article utilized after cheiloplasty?  
 Rubber tipped aseptoRubber tipped aseptoRubber tipped aseptoRubber tipped asepto    SyringeSyringeSyringeSyringe    
 
83. 83. 83. 83. Best nursing care to reduced tympanism or cholic after feeding the child?  
 BurpingBurpingBurpingBurping    
 
84. 84. 84. 84. The best time to breastfeed again a normal infant is to utilize that rule?  
 Demand feeding when active alert.Demand feeding when active alert.Demand feeding when active alert.Demand feeding when active alert.    
 
85. 85. 85. 85. First supplemental solids usually started when?  
 46 months46 months46 months46 months 
 
86. 86. 86. 86. First supplemental solid of an infant?  
 CerealCerealCerealCereal----    AMAMAMAM    
 
87. 87. 87. 87. How do you introduce different food items to the infant?  
 1 week at a time1 week at a time1 week at a time1 week at a time    
 
88. 88. 88. 88. Finger table foods is usually started when?  
 9 months9 months9 months9 months    
 
89. 89. 89. 89. Finger table foods is usually given when?  
 9 months9 months9 months9 months    
 
90. 90. 90. 90. The expected side-effect of measles vaccine?   
 Mild fever, RashesMild fever, RashesMild fever, RashesMild fever, Rashes    
 
91. 91. 91. 91. Unused Measles vaccine is usually discarded when?  
 8 hours8 hours8 hours8 hours    
 
92. 92. 92. 92. OPV and Measles Vaccine are very sensitive to what?  
 Heat exposureHeat exposureHeat exposureHeat exposure    
 
93. 93. 93. 93. One day fever is only common after giving this vaccine?  
 DPTDPTDPTDPT    
 
94. 94. 94. 94. Scaphoid abdomen of the newborn, suspect what?  
 Diaphragmatic herniaDiaphragmatic herniaDiaphragmatic herniaDiaphragmatic hernia    
 
95. 95. 95. 95. Too much drooling of mucus and saliva in a newborn, suspect what?  
 EsophagealEsophagealEsophagealEsophageal 
 
96. 96. 96. 96. Absence of meconeum plus salty skin in newborn, suspect what?  
 Cystic FibrosisCystic FibrosisCystic FibrosisCystic Fibrosis 
 
97. 97. 97. 97. Ductus Arteriosus will become what after birth?  
 Ligamentum ArteriosumLigamentum ArteriosumLigamentum ArteriosumLigamentum Arteriosum 
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98.98.98.98. Umbilical Vein will become what after birth?  
 Ligamentum TeresLigamentum TeresLigamentum TeresLigamentum Teres    
 
99. 99. 99. 99. The best toy to stimulate sensory-motor development of young infant?  
 Musical MobilesMusical MobilesMusical MobilesMusical Mobiles    
 
100.100.100.100. Psychosocial task to be achieved by an infant?  
 TrustTrustTrustTrust    
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COMMON HAAD/PROMETRICS QUESTIONS IN PSYCHIATRIC COMMON HAAD/PROMETRICS QUESTIONS IN PSYCHIATRIC COMMON HAAD/PROMETRICS QUESTIONS IN PSYCHIATRIC COMMON HAAD/PROMETRICS QUESTIONS IN PSYCHIATRIC 
NURSINGNURSINGNURSINGNURSING    

 
1. 1. 1. 1. Dulling of lack of emotions, indifference, inability to be motivated, common in depression?    
        ApathyApathyApathyApathy 
    
2. 2. 2. 2. It is inability to experience pleasurable things or situation?    
        AnhedoniaAnhedoniaAnhedoniaAnhedonia  
 
3. 3. 3. 3. It is the disturbance in mood in which the symptoms of manic have occurred at least once; an episode 
of depression may or may not have occurred.    
        Bipolar disorder Bipolar disorder Bipolar disorder Bipolar disorder  
 
4. 4. 4. 4. It is produced in the adrenal cortex, suppressed in non- endogenous type of depression; and normal 

person after injection of dexamethasone (steroids)    
        CortisolCortisolCortisolCortisol    
 
5. 5. 5. 5. It is a mood swings between hypomania and dysthymia.    
        CyclothymiaCyclothymiaCyclothymiaCyclothymia    
 
6. 6. 6. 6. It Is a mild form of depression, depressed mood for at least 2 years.    
        DysthymiaDysthymiaDysthymiaDysthymia 
 
7. 7. 7. 7. A Condition of being disquiet, restless, malaise.    
        DysporiaDysporiaDysporiaDysporia 
 
8. 8. 8. 8. A mild form of mania.    
        HypomaniaHypomaniaHypomaniaHypomania    
 
9. 9. 9. 9. It is produced within the person, not caused by external factor or stressors, related to neurotransmitter 
deficiency.    
 Endogenous depression Endogenous depression Endogenous depression Endogenous depression  
 
10. 10. 10. 10. Reaction to external stressors like lost of love one, limb, and life.    
        Exogenous depression Exogenous depression Exogenous depression Exogenous depression  
 
11. 11. 11. 11. A subjective feeling of well being characterized by excessive feeling of assurance and confidence.    
        EuporiaEuporiaEuporiaEuporia    
  
12.12.12.12. A state of extreme, excitement, euphoria, accelerated physical and mental activity.    
        ManiaManiaManiaMania  
 
13.13.13.13. A mental disorder characterized by extreme sadness and depression usually occurs after the age of 45 

and is accompanied by vegetative symptoms.    
    MelancholiaMelancholiaMelancholiaMelancholia 
    
14. 14. 14. 14. A loss of appetite and weight or the opposite, anergia , guilt, loss of interest , decreased 

concentration , early morning awakening , diurnal mood fluctuations that are worse in the morning.    
        Vegetative symptoms Vegetative symptoms Vegetative symptoms Vegetative symptoms     
 
15. 15. 15. 15. First choice for depression – Tofranil, Elavil, Anentyl    
        TCAS TCAS TCAS TCAS   
 
16. 16. 16. 16. Second drug of choice for depression – Parnate, nardil, Marplan.    
    MAOISMAOISMAOISMAOIS 
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17. 17. 17. 17. Sadness, insomnia, hypersomnia, hopeless, helpless, worthless, guilt, anger toward self, thought of 
death, decreased libido, fatigue, passive, dependency, looks shabby, ruminations of inadequacy, 
private verbal beatings of self , anorexia .      

  ApathyApathyApathyApathy 
 
18. 18. 18. 18. Antihyperrtensive, propranolol, reserpine, clonidine, methyldopa or aldomet, valium, steroids , cause 
too much effect on ECG reading    
  major T major T major T major T ––––    leads to depression.leads to depression.leads to depression.leads to depression.    
 
19. 19. 19. 19. Elevated moods, euphoria, grandiosity, irritable anger, insomia, anorexia , fight of ideas, 
destructivity , hyperactive, loud  rapid speech , involvement in pleasurable activities, dress excessively 
shows?    
        lack of awareness of illness.lack of awareness of illness.lack of awareness of illness.lack of awareness of illness. 
 
20. 20. 20. 20. Too much dopamine, serotonin, norepinephrine  leads to?    
  mania.mania.mania.mania. 
 
21. 21. 21. 21. Lack of norepinephrine, serotonin, dopamine leads to  
    endogenous depression.endogenous depression.endogenous depression.endogenous depression. 
 
22.22.22.22. Common in manic, helps divert attention of manic patients.    
        DistractibilityDistractibilityDistractibilityDistractibility    
  
23. 23. 23. 23. Simultaneous opposite feeling, love and hate, expressed as approached – avoidance behavior, one of 

the 4A’s of schizophrenia.    
        Ambivalence Ambivalence Ambivalence Ambivalence  
 
24. 24. 24. 24. Absence of energy.    
        AnergiaAnergiaAnergiaAnergia  
 
25. 25. 25. 25. Preoccupation with self- without concern for external; reality, a self-made private world, lack of trust, 

poor interpersonal relationship and language.    
        Autism Autism Autism Autism  
 
26. 26. 26. 26. 4 A’s of schizophrenia     
  ambivalence, autism, impaired affect (feeling), association looseness.ambivalence, autism, impaired affect (feeling), association looseness.ambivalence, autism, impaired affect (feeling), association looseness.ambivalence, autism, impaired affect (feeling), association looseness.    
 
27. 27. 27. 27. lack of motivation.    
        AvolitionAvolitionAvolitionAvolition  
 
28.28.28.28. Injecting witty or funny comments during conversation to control or divert the issue.    
        PunningPunningPunningPunning    
 
29. 29. 29. 29. Talking in a poetical way – “ I will knit a halter for Walter to bring me to altar.”    
        RhymingRhymingRhymingRhyming  
 
30. 30. 30. 30. Talking in a poetical way but words sounds the same – “HAAD, nomad, so sad“.    
        Clang associationClang associationClang associationClang association    
 
31. 31. 31. 31. Word, inverted by the patient coining a word that have same meaning with original word – Shit – 

Stool.”    
        NeologismNeologismNeologismNeologism    
 
32. 32. 32. 32. Rapid shifts of unrelated topic like Nursing to jihad  to Geometry.    
  RhymingRhymingRhymingRhyming 
 
33. 33. 33. 33. Neologism, blocking punning, clang, rhyming, word salad, flight of ideas     
 impaired thought processes or loose associationimpaired thought processes or loose associationimpaired thought processes or loose associationimpaired thought processes or loose association 
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34. 34. 34. 34. Conflicting demands by significant, individual in patients life, cannot meet both demands so is 
doomed to failure    
        Double bind Double bind Double bind Double bind  
 
35. 35. 35. 35. Automatic repetition of words heard.    
 EcholaliaEcholaliaEcholaliaEcholalia    
    
36. 36. 36. 36. Automatic repetition of action seen by a patient.    
  EchopraxiaEchopraxiaEchopraxiaEchopraxia    
 
37. 37. 37. 37. Loss of ability to comprehend, talk or express speech.    
  AphasiaAphasiaAphasiaAphasia    
 
38. 38. 38. 38. Loss of ability to use of objects correctly like patients given pajama but does not know to put it on.    
  ApraxiaApraxiaApraxiaApraxia    
 
39. 39. 39. 39. Loss of ability to recognize sensory, impression – like people, date, time, day.    
  AgnosiaAgnosiaAgnosiaAgnosia  
 
40. 40. 40. 40. A state before onset of the disorder.    
  PremorbidPremorbidPremorbidPremorbid  
 
41. 41. 41. 41. Behavior designed to avoid interacting with others, common in schizoid, first sign of suicide.    
 WithdrawalWithdrawalWithdrawalWithdrawal 
 
42. 42. 42. 42. Misinterpretation of an external stimulus like belt of nurse, patient insists that it is curled snake.    
  IllusionIllusionIllusionIllusion  
 
43. 43. 43. 43. False belief of a patient that logic or explanation could change – impaired thought or perception.    
  DelusionDelusionDelusionDelusion 
 
44. 44. 44. 44. Excessive thought of importance or achievement, “ I am your King, so knell before me.”    
  Delusion of grandeur Delusion of grandeur Delusion of grandeur Delusion of grandeur  
 
45. 45. 45. 45. False belief that people are planning to hurt or harms him.    
  Delusion of persecutionDelusion of persecutionDelusion of persecutionDelusion of persecution  
 
46. 46. 46. 46. Beliefs that some events, the headline in newspaper, TV have a special meaning like people talking 

patients perceived as about him.    
  Delusion or ideas of reference Delusion or ideas of reference Delusion or ideas of reference Delusion or ideas of reference     
 
47. 47. 47. 47. Patient believes he is dead, an empty shell, he does not exist, so he can’t be hurt.    
  Nihilistic delusion Nihilistic delusion Nihilistic delusion Nihilistic delusion     
 
48. 48. 48. 48. It is common in Paranoid patients.    
  Delusions of persecution and reference Delusions of persecution and reference Delusions of persecution and reference Delusions of persecution and reference  
 
49. 49. 49. 49. It is common in Narcissistic individual.    
  Delusion of grandeur Delusion of grandeur Delusion of grandeur Delusion of grandeur  
 
50. 50. 50. 50. Patient believes his body is full of cancer or legs had turned to stone.    
  Somatic delusion Somatic delusion Somatic delusion Somatic delusion     
 
51. 51. 51. 51.  To deal for this kind of disorder is to do not agree or disagree, just voice your doubt and present 

reality.    
  DelusionsDelusionsDelusionsDelusions    
      
52. 52. 52. 52. Drug to help alcoholics withdraw gradually from alcohol (3-5 days)     
 Librium or Valium.Librium or Valium.Librium or Valium.Librium or Valium. 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

44444444                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

53. 53. 53. 53. Drug to prevent an alcoholic to take another sip of alcohol     
  Antabuse or DisulfiranAntabuse or DisulfiranAntabuse or DisulfiranAntabuse or Disulfiran    
 
54. 54. 54. 54. Drug to help cocaine addicted person to withdraw from it gradually.     
  TofranilTofranilTofranilTofranil 
 
55. 55. 55. 55. Drug to help amphetamine addicted persons to withdraw from it    
  TofranilTofranilTofranilTofranil 
 
56. 56. 56. 56. Drug to help heroine, or morphine or narcotic addicted persons to withdraw gradually    
  MethadoneMethadoneMethadoneMethadone 
 
57. 57. 57. 57. Patients believes that he is God, immortal and will never die.    
  Delusion of omnipotence Delusion of omnipotence Delusion of omnipotence Delusion of omnipotence     
 
58. 58. 58. 58. False sensory perception not related to external stimuli; hearing things or seeing things that are not 

there.    
  HallucinationHallucinationHallucinationHallucination  
 
59. 59. 59. 59. Common in marijuana, LSD users, delirium, withdrawal from alcohol, Schizophrenia, at times in 

manic or depression.    
  HallucinationHallucinationHallucinationHallucination    
 
60. 60. 60. 60. Do not agree or disagree in hallucination; what to do  is to ?    
   just voice doubt and present reality.just voice doubt and present reality.just voice doubt and present reality.just voice doubt and present reality.    
 
61. 61. 61. 61. Most common type of hallucination.     
  Auditory hallucinationAuditory hallucinationAuditory hallucinationAuditory hallucination  
 
62.62.62.62.S afe protected, stay with patients, no shadows, offer well lighted room.    
  Milieu of hallucination Milieu of hallucination Milieu of hallucination Milieu of hallucination     
 
63. 63. 63. 63. For patient that is too active, agitated and inactive catatonic.    
  Alteration of activity Alteration of activity Alteration of activity Alteration of activity  
 
64. 64. 64. 64. Most of the time inactive, rigid, common is schizophrenia.    
  Catatonic Catatonic Catatonic Catatonic   
 
65. 65. 65. 65. Hallucinations, illusions, and paranoid thinking are?    
  Alteration in perception Alteration in perception Alteration in perception Alteration in perception     
 
66. 66. 66. 66. Diffusion, blocking, autism, flight of ideas, retardation, ambivalence.    
  Alteration of thoughtAlteration of thoughtAlteration of thoughtAlteration of thought processesprocessesprocessesprocesses  
 
67. 67. 67. 67. Depression, manic, anhedonia, apathy, ambivalence, abile, flat.    
  Alteration in effect Alteration in effect Alteration in effect Alteration in effect   
 
68. 68. 68. 68. Confusion, disorientation, clouding, sense of going crazy.    
  Altered consciousness Altered consciousness Altered consciousness Altered consciousness   
 
69. 69. 69. 69. Heredity, age, neurochemical factors, changes within the body.    
  Nature theory of mental disordersNature theory of mental disordersNature theory of mental disordersNature theory of mental disorders  
 
70. 70. 70. 70. How person was bought up, influence of people, environmental around him.    
  Nature theory of mental disordersNature theory of mental disordersNature theory of mental disordersNature theory of mental disorders  
 
71. 71. 71. 71. I can control her with my thoughts    
  Delusion of influence Delusion of influence Delusion of influence Delusion of influence . 
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72. 72. 72. 72. Biochemical theories of schizophrenia     
 too much dopamine in the CNS.too much dopamine in the CNS.too much dopamine in the CNS.too much dopamine in the CNS.    
 
73. 73. 73. 73. Brain atrophy, decreased cerebral blood flow, increased ventricular – brain ratio.    
  Neurostructural theories of schizophrenia  Neurostructural theories of schizophrenia  Neurostructural theories of schizophrenia  Neurostructural theories of schizophrenia      
 
74. 74. 74. 74. Disturbance of the ego, fragile, poor ego, developmental problems according to Erikson and Sullivan.    
  Psychodynamic theories of schizophrenia Psychodynamic theories of schizophrenia Psychodynamic theories of schizophrenia Psychodynamic theories of schizophrenia     
 
75. 75. 75. 75. Marked reduction in spontaneous movement, reactivity to environment.    
  Catatonic Stupor Catatonic Stupor Catatonic Stupor Catatonic Stupor     
 
76. 76. 76. 76. Motiveless resistance of all instructions or attempts to be moved.    
  Catatonic negativism Catatonic negativism Catatonic negativism Catatonic negativism     
 
77. 77. 77. 77. Maintenance of good posture against effort to be moved.    
  Catatonic rigidityCatatonic rigidityCatatonic rigidityCatatonic rigidity  
 
78. 78. 78. 78. Excited motor activity, purposeless, not triggered by external stimuli.    
  Catatonic Excitement Catatonic Excitement Catatonic Excitement Catatonic Excitement     
 
79. 79. 79. 79. Voluntary assumption of bizarre or inappropriate position, waxy flexibility, extremities bent without 
resistance.    
  Catatonic Posturing Catatonic Posturing Catatonic Posturing Catatonic Posturing   
 
80.80.80.80.Characteristics by incoherence marked loosening of association, flat or grossly inappropriate affect in 

behavior.    
 Disorganized type of schizophrenicDisorganized type of schizophrenicDisorganized type of schizophrenicDisorganized type of schizophrenic  
 
81. 81. 81. 81. Preoccupation with delusion of persecution, reference with frequent auditory hallucination with a 

single theme.    
  Paranoid type of Schizophrenia Paranoid type of Schizophrenia Paranoid type of Schizophrenia Paranoid type of Schizophrenia     
 
82. 82. 82. 82. With prominent delusions, hallucinations, incoherence, grossly disorganized behavior for catatonic, 

paranoid, disorganized.    
  Undifferentiated type of Schizophrenia Undifferentiated type of Schizophrenia Undifferentiated type of Schizophrenia Undifferentiated type of Schizophrenia   
 
83. 83. 83. 83. Absence of prominent delusions, hallucinations, incoherence, disorganized behavior but with 
continuing evidence of disturbance like giggling in public collective garbage    
  Residual SchizophreniaResidual SchizophreniaResidual SchizophreniaResidual Schizophrenia   
 
84. 84. 84. 84. Intense, irrational fear responses to an external object, activity, situation, anxiety is experienced if 

persons confronts dreaded object or situation.    
  Phobia Phobia Phobia Phobia     
  
85. 85. 85. 85. Fear of being in open or public places where escape could be difficult; example is person should faint.    
  Agoraphobia Agoraphobia Agoraphobia Agoraphobia     
 
86. 86. 86. 86. Defense mechanism of phobia cases     
  repression and displacementrepression and displacementrepression and displacementrepression and displacement    
 
87. 87. 87. 87. Fear of being humiliated, scrutinized or embarrassed in public like while one will stumble while 

dancing.    
  Social phobia Social phobia Social phobia Social phobia     
 
88. 88. 88. 88. Fear of specific object or situation like claustrophobia – fear of closed places.    
  Simple phobia Simple phobia Simple phobia Simple phobia     
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89. 89. 89. 89. What not to do in phobic cases     
  Forcing patient to immediately come in contract with feared object or situationForcing patient to immediately come in contract with feared object or situationForcing patient to immediately come in contract with feared object or situationForcing patient to immediately come in contract with feared object or situation 
 
90. 90. 90. 90. What to do in phobic cases     
  Desensitization, gradual flooding or exposure to feared object or exposure, after acceptance, Desensitization, gradual flooding or exposure to feared object or exposure, after acceptance, Desensitization, gradual flooding or exposure to feared object or exposure, after acceptance, Desensitization, gradual flooding or exposure to feared object or exposure, after acceptance, 

emphaty, understanding, nonemphaty, understanding, nonemphaty, understanding, nonemphaty, understanding, non----critical judgmental.critical judgmental.critical judgmental.critical judgmental.    
 
91. 91. 91. 91. Praising every effort of patient  is a form of?    
  Positive reinforcement and motivation.Positive reinforcement and motivation.Positive reinforcement and motivation.Positive reinforcement and motivation.    
 
92. 92. 92. 92. Leads to sadism, masochism, dependency and obsessive – compulsive personality.    
  Disturbed anal stage or toddler food Disturbed anal stage or toddler food Disturbed anal stage or toddler food Disturbed anal stage or toddler food     
 
93. 93. 93. 93. Recurrent, persistent thoughts, ideas impulses, images that are experienced as senseless, intrusive, 

product of his mind but he can’t stop or forget.    
  Obsession Obsession Obsession Obsession   
 
94. 94. 94. 94. Repetitive acts performed in a particular manner in response to obsession to prevent, bind, and 

neutralize anxiety.    
  CompulsionCompulsionCompulsionCompulsion  
 
95. 95. 95. 95. Common defense mechanism of obsessive – impulsive disorders     
  Repression, reaction Repression, reaction Repression, reaction Repression, reaction ––––    formation, isolation, undoing.formation, isolation, undoing.formation, isolation, undoing.formation, isolation, undoing.    
 
96. 96. 96. 96. Psychopharmacology for obsessive – compulsive disorders    
      For depression For depression For depression For depression ––––    anafranil or clomipramine; Librium for anxiety.anafranil or clomipramine; Librium for anxiety.anafranil or clomipramine; Librium for anxiety.anafranil or clomipramine; Librium for anxiety.    
 
97. 97. 97. 97. What not to do in obsessive – compulsive disorders     
  Do not judgmental, ridiculed, and critical of patient. Don’t stop the act abruptly for will increase Do not judgmental, ridiculed, and critical of patient. Don’t stop the act abruptly for will increase Do not judgmental, ridiculed, and critical of patient. Don’t stop the act abruptly for will increase Do not judgmental, ridiculed, and critical of patient. Don’t stop the act abruptly for will increase 

tension and anxiety.tension and anxiety.tension and anxiety.tension and anxiety.    
 
98. 98. 98. 98. What to do in obsessive – impulsive     
  Be empathetic give time to do ritualistic acts but later divert it, give recreational activities, ensure Be empathetic give time to do ritualistic acts but later divert it, give recreational activities, ensure Be empathetic give time to do ritualistic acts but later divert it, give recreational activities, ensure Be empathetic give time to do ritualistic acts but later divert it, give recreational activities, ensure 

basic need for rest, food, grooming, assists patient to connect behavior with feelings.basic need for rest, food, grooming, assists patient to connect behavior with feelings.basic need for rest, food, grooming, assists patient to connect behavior with feelings.basic need for rest, food, grooming, assists patient to connect behavior with feelings.    
 
99. 99. 99. 99. What to do For patient that has an obsession in frequent hand washing     
  Offer secondary protection like used of lotion or gloves.Offer secondary protection like used of lotion or gloves.Offer secondary protection like used of lotion or gloves.Offer secondary protection like used of lotion or gloves.    
 
100. 100. 100. 100. What to do to make sure patient swallows his drug completely.    
     Checking or Hoarding of drugs Checking or Hoarding of drugs Checking or Hoarding of drugs Checking or Hoarding of drugs     
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COMMON HAAD/PROMETRICS FIRST SIGNS AND SYMPTOMS COMMON HAAD/PROMETRICS FIRST SIGNS AND SYMPTOMS COMMON HAAD/PROMETRICS FIRST SIGNS AND SYMPTOMS COMMON HAAD/PROMETRICS FIRST SIGNS AND SYMPTOMS 
QUESTIONS QUESTIONS QUESTIONS QUESTIONS     

COMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERS    FIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMS    

Diabetic ketoacidosis or Diabetic coma 

mainly due to lack of Insulin 

Thirst 

Hypoglycemia mainly due to too much 
insulin or oral hypoglycemics 

Diaphoresis, cold, clammy pale skin 

Dehydration in adult Thirst or dry mouth 

Diabetes Mellitus Polyuria, polydipsia, polyphagia 

Warning sign of impending type 2 DM 

(NIDDM) 

Poor wound healing, blurring of vision, 

impotence 

Diabetes insipidus due to lack of ADH or 

vasopressin 

Polyuria, polydipsia 

First sign of Aspirin or ASA toxicity Tinnitus or ringing of ear 

First sign of thrombophlebitis Homan’s sign of positive on leg 

dorsiflexion 

First sign of wound infection Redness 

First sign of Decubitus or Bedsore 

formation 

Redness that blanch under pressure 

First sign of Decubitus formation under a 

casted leg 

Pain on the involve area 

First sign of Menieres Disease or 

endolymphatic hydrops 

Vertigo (environment is swinging upside-

down) 

First sign of Retinal Detachment Floaters or flashes of light in front of eye 

First sign of lip Cancer Leukoplakia labialis 

First sign of Mouth Cancer Leukoplakia buccalis 

First sign of Esophageal Cancer Chronic dysphagia 

First sign of gastric Cancer Chronic dyspepsia or indestion 

First sign of lung Cancer or 

Bronchogenic Cancer 

Changing cough character 

First sign of Laryngeal Cancer Hoarseness of voice 

First sign of Colon Cancer + Occult blood on stool or chronic 

constipation followed by diarrhea 

First sign of prostate Cancer Hesitancy, straining in voiding 
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    COMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERS    FIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMS    

First sign of BPH (Benign Prostate 

Hyperthropy) 

Nucturial, hesitancy 

First sign of Testicular Cancer Painless smooth testicular mass, heaviness 

First sign of Thyroid Cancer Painless thyroid nodule 

First sign of Urinary bladder Cancer 
Painless hematuria 

First sign of hepatic Cancer Pain in the right upper quadrant 

First sign of Lymphatic Encephalopathy Disoreintation, wondering, forgetfulness 

First sign of Hypothyroidism in adult Easy tiredness or fatigue 

First sign of Hyperthyoidism or Gravis 

Disease 

Nervousness. Tachycardia, tremor, heat 

intolerance 

First sign of Hodgkins Disease or 

Malignant Lymphoma 

Painless lymph, node enlargement in the 

neck 

First sign of Digitalis or Lanoxin toxicity Nausea, anorexia, vomiting, diarrhea 

First sign of Aminiphylline Toxicity Anorexia, nausea, vomiting, tachycardia, 

restless, insomia 

First sign of Hypokalemia or K loss Malaise, fatigue, muscular weakness 

First sign of Hypocalcemia Cramps, spasm, tingling, paresthesia 

First sign of Hyponatremia Giddiness, abdominal cramps, pallor, 

hypotension 

First sign of Shock Tachycardia, tachypnea, pallor, restlessness 

First sign of Valium Toxicity Ataxia, drowsiness, confusion 

First sign of Morphine-Demerol Toxicity Pinpoint pupil, respiratory depression, 

hypotension 

First sign of Tofranil Toxicity Tachycardia, restless, agitation, confusion 

First sign of Thorazine Toxicity Sore throat, fever, infection, jaundice 

First sign of Lithium Toxicity Vomiting, diarrhea, severe weakness 

First sign of Pre-eclampsia Periorbital, facial, digital edema 

First sign of hydatidiform mole (H-mole) Excessive fundal height inappropriate to 

AOG 

First sign of Abruptio Placenta Sudden severe abdominal pain with or 

without vaginal bleeding 

Signs of Impending fetal delivery (2nd 

Stage) 

Bulging of perineum, dilated anus, 

crowning 
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COMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERS    FIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMS    

Signs of Impending placental delivery Calkins sign, sudden gush of blood, 

lengthening of cord 

Sign of Impending uterine rupture Pathological bands ring in the abdomen 

Sign of Hemophilia to a newborn Excessive bleeding of cord stump 

First sign of Breast Cancer Painless movable mass or lump in the 

breast 

First sign of Cervical Cancer Post-coital bleeding and abnormal vaginal 

discharge 

First sign of Uterine Cancer Unusual vaginal bleeding or discharge 

First sign of Ovarian Cancer Vague abdominal discomfort, dyspepsia, 

flatulence 

First sign of Nephrotic Syndrome Facial or pre-orbital edema or sudden 

excessive weight gain 

First sign of Acute Glomerulonephritis Pre-orbital or facial edema 

First sign of Acute Kidney failure Oliguria, urine output of below 500cc for 

24 hours. 

First sign of Buergers Disease or 

Thromboangitis Obliterans 

Intermittent claudication, pain relieved by 

rest 

First sign of Raynaud’s Disease Skin blanches, then cyanotic, then red 

color changes, numbness. 

First sign of Carpal Tunnel syndrome Weakness, pain, burning, numbness, 

tingling in one or both hands 

Sign of Thyroid storm or Crisis Tachycardia, high fever, delirium, 

diarrhea, 

Sign of Osteoporosis Sudden back pain 

First sign of Leukemia Pallor, bleeding, unexplained fever 

First sign of Croup Hoarse vocal sounds, inspiratory stridor, 

barking cough 

First sign of Rheumatic Heart Disease Murmur and migratory polyarthritis 

First sign of syphilis Chancre ate entry site of spirochete 

First sign of Pulmonary emphysema Shortness of breath or dyspnea on 

exertion 

First sign of Chronic Bronchitis Chronic productive cough, dyspnea on 

exertion 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

50505050                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

First sign of Liver Cirrhosis Anorexia, indigestion, nausea, vomiting 

constipation or diarrhea 

First sign of Multiple Myeloma Persistent lower back pain 

First sign of rertinitis Pigmentosa Nyctalopia or night blindness 

First sign of paget’s disease of the bone Lower back pain 

First sign of Pheochromocytoma Paroxysmal hypertension 

First sign of Primary Hypertension Headache 

First sign of Pacemaker malfunction Hiccups, chest pain, dizziness 

First sign of increase ICP Change in the level of consciousness 

First sign of Cholinergic crisis Bradycardia, cramps, salivation, diarrhea 

First sign of withdrawal of narcotics Yawning, tearing, salivation 

First sign of skin cancer Changes in the appearance, size, color of 

skin lesion 

First reaction to grief Denial 

First reaction to hospitalization by a 

child 

Protest 

COMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERSCOMMON DISEASE AND DISORDERS    FIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMSFIRST SIGNS AND SYMPTOMS    
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COMMON SURGICAL TERMCOMMON SURGICAL TERMCOMMON SURGICAL TERMCOMMON SURGICAL TERMS USED IN HAAD/PROMES USED IN HAAD/PROMES USED IN HAAD/PROMES USED IN HAAD/PROMETRICS TRICS TRICS TRICS 
EXAMINATIONEXAMINATIONEXAMINATIONEXAMINATION    

 
ablationablationablationablation—removal of a part, pathway, or function by sur- gery, chemical destruction, electrocautery, or 
radiofre- quency. 
 
anastomosisanastomosisanastomosisanastomosis—connection of two tubular structures.  
    
anesthesia, generalanesthesia, generalanesthesia, generalanesthesia, general—complete loss of consciousness and sensation in the entire body (given by inhalation 
or IV). 
    
anesthesia, intrathecalanesthesia, intrathecalanesthesia, intrathecalanesthesia, intrathecal—anesthesia injected within the spinal canal. 
    
anesthesia, localanesthesia, localanesthesia, localanesthesia, local—anesthesia affecting a local area only.  
    
anesthesia, regionalanesthesia, regionalanesthesia, regionalanesthesia, regional—nerve or field blocking, causing insensibility over a particular area.  
    
anesthesia, spinalanesthesia, spinalanesthesia, spinalanesthesia, spinal—anesthesia produced by injection of anesthetic into the subarachnoid space of the 
spinal cord.  
    
anestheticanestheticanestheticanesthetic—agent that produces anesthesia (partial or complete loss of sensation).  
    
anesthesiologistanesthesiologistanesthesiologistanesthesiologist—physician who administers anesthetics.  
    
anesthetistanesthetistanesthetistanesthetist—physician or nurse who administers anesthetics.  
    
aneurysmectomyaneurysmectomyaneurysmectomyaneurysmectomy—excision of a widened area of the aortic wall.  
    
AngioplastyAngioplastyAngioplastyAngioplasty—altering the structure of a vessel.  
    
antrostomy (antral window)antrostomy (antral window)antrostomy (antral window)antrostomy (antral window)—formation of an opening in an antrum (any nearly closed cavity or 
chamber) for drainage; may be performed on sinuses. 
    
A and/or P repair (anterior and/or posterior colporA and/or P repair (anterior and/or posterior colporA and/or P repair (anterior and/or posterior colporA and/or P repair (anterior and/or posterior colpor----    rhaphy)rhaphy)rhaphy)rhaphy)—repair and reinforcement of structures that 
support the bladder and urethra (anterior) and/or the distal rectum (posterior). 
    
appendectomyappendectomyappendectomyappendectomy—removal of the appendix.  
    
arthrodesisarthrodesisarthrodesisarthrodesis—surgical immobilization of a joint.  
    
arthroplastyarthroplastyarthroplastyarthroplasty—reshaping or reconstructing a diseased joint.  
    
arthroscopyarthroscopyarthroscopyarthroscopy—joint visualization by means of an arthroscope.  
    
arthrotomyarthrotomyarthrotomyarthrotomy—cutting into a joint.  
    
augmentationaugmentationaugmentationaugmentation—adding to or increasing.  
    
autologousautologousautologousautologous—indicates something that has its origin within an individual’s body.  
    
auto transfusionauto transfusionauto transfusionauto transfusion—returning the patient’s own blood to the  circulation.  
    
bandingbandingbandingbanding—(pulmonary artery) constriction of the pulmonary artery to decrease blood flow to the lungs.  
    
Billroth IBillroth IBillroth IBillroth I—excision of the pylorus of the stomach with anastomosis of the upper portion of the stomach 
to the duodenum.  
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Billroth IIBillroth IIBillroth IIBillroth II—subtotal excision of the stomach with closure of the proximal end of the duodenum and side-
to-side anastomosis of the jejunum to the stomach.  
    
biopsybiopsybiopsybiopsy—excision of a small piece of tissue for microscopic examination.  
    
BlalockBlalockBlalockBlalock----TaussigTaussigTaussigTaussig—end-to-end anastomosis between the proximal ends of the subclavian and pulmonary 
arteries.  
    
blepharoplastyblepharoplastyblepharoplastyblepharoplasty—plastic surgery upon the eyelid.  
    
bypassbypassbypassbypass—surgical creation of an alternate route to bypass an obstruction or disease area.  
    
CABG (coronary artery bypass graft) CABG (coronary artery bypass graft) CABG (coronary artery bypass graft) CABG (coronary artery bypass graft) (see coronary artery bypass)  
    
cesarean sectioncesarean sectioncesarean sectioncesarean section—delivery of a fetus through an abdominal incision.  
    
cholecystectomycholecystectomycholecystectomycholecystectomy—removal of the gallbladder.  
    
circulating nursecirculating nursecirculating nursecirculating nurse—nurse who works outside the sterile field of the operating room.  
    
circumcisioncircumcisioncircumcisioncircumcision—surgical removal of the end of the prepuce of the penis.  
    
colectomycolectomycolectomycolectomy—excision of part or all of the colon.  
    
colostomycolostomycolostomycolostomy—opening of the colon through the abdominal wall to its outside surface.  
    
colpotomycolpotomycolpotomycolpotomy—incision into the wall of the vagina.  
    
commissurotomycommissurotomycommissurotomycommissurotomy—surgical incision of a commissure (commissure is the connection of a dividing space of 
two structures such as the lips, heart chambers, or brain areas). Examples of surgery are incision of 
adhesions that cause the leaves of the mitral valve to stick together or incision of the anterior commissure 
of the brain. 
    
conizationconizationconizationconization—excision of a cone of tissue (frequently per- formed on a diseased cervix). 
    
cordotomycordotomycordotomycordotomy—cutting of the spinal cord lateral pathways to relieve pain. 
    
coronary artery bypasscoronary artery bypasscoronary artery bypasscoronary artery bypass—establishment of a shunt to allow blood to travel from the aorta to a branch of 
the coronary artery at a point past an obstruction. 
    
craniotomycraniotomycraniotomycraniotomy—incision through the cranium (skull).  
    
cryosurgerycryosurgerycryosurgerycryosurgery—freezing of diseased tissue.  
    
culdoscopyculdoscopyculdoscopyculdoscopy—endoscopic examination of the female pelvic cavity through the posterior vaginal wall.  
    
curettagecurettagecurettagecurettage—scraping of a cavity or removal of tissue.  
    
cutaneous ureterostomycutaneous ureterostomycutaneous ureterostomycutaneous ureterostomy—establishment of a ureteral stoma on the abdominal wall.  
    
cystectomycystectomycystectomycystectomy—removal of a cyst, or removal of the cystic duct and the gallbladder or just the cystic duct, or 
removal of all or part of the urinary bladder.  
    
cystocele repaircystocele repaircystocele repaircystocele repair—repair of a bladder hernia that protrudes into the vagina.  
    
cystolithotomycystolithotomycystolithotomycystolithotomy—excision of a stone from the bladder.  
    
cystoscopycystoscopycystoscopycystoscopy—examination of the bladder with the cystoscope.  
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dilationdilationdilationdilation—expansion of an organ, vessel, or orifice.  
    
D&C (dilation and curettage)D&C (dilation and curettage)D&C (dilation and curettage)D&C (dilation and curettage)—enlargement of the cervical canal and scraping of endo-cervical or 
endometrial tissue.  
    
dermabrasiondermabrasiondermabrasiondermabrasion—sanding or removal of skin to remove irregularities.  
    
DuhamelDuhamelDuhamelDuhamel—formation of a common lumen (inner space) between the normal colon and rectum by 
crushing the adjacent bowel walls with clamps.  
    
----ectomyectomyectomyectomy—word element that means “removal.”  
    
enucleationenucleationenucleationenucleation—removal of an eyeball.     
    
excavationexcavationexcavationexcavation—formation of a cavity.  
    
excisionexcisionexcisionexcision—cutting away or taking out.  
    
fistulafistulafistulafistula—an abnormal passage between two surfaces or cavities or between a surface and a cavity. 
    
fixationfixationfixationfixation—immobilization; fastening in a fixed position.  
    
fulgurationfulgurationfulgurationfulguration—destruction of tissue by means of electric sparks.  
    
fundoplicationfundoplicationfundoplicationfundoplication—reducing the size of the fundal opening of the stomach and suturing the previously 
removed end of the esophagus to it.  
    
fusionfusionfusionfusion—joining together.  
    
gastrectomygastrectomygastrectomygastrectomy—removal of all or part of the stomach.  
    
gastrojejunostomygastrojejunostomygastrojejunostomygastrojejunostomy—anastomosis between the stomach and jejunum.  
    
gastrostomygastrostomygastrostomygastrostomy—creation of an opening into stomach.  
    
graftgraftgraftgraft—moving tissue from a healthy site to an injured site.  
    
herniorrhaphyherniorrhaphyherniorrhaphyherniorrhaphy—repair of hernia.  
    
hypospadias repairhypospadias repairhypospadias repairhypospadias repair—repair of an opening on the under- surface of the penis or the urethral opening into 
the vagina.  
    
hysterectomy, totalhysterectomy, totalhysterectomy, totalhysterectomy, total—removal of the entire uterus.  
    
ileal conduitileal conduitileal conduitileal conduit—attachment of one or both ureters to a loop of ileum with establishment of drainage 
through the abdominal wall.  
    
implantimplantimplantimplant—to transfer a part or to graft tissue.  
    
labyrinthectomylabyrinthectomylabyrinthectomylabyrinthectomy—excision of the labyrinth of the ear.  
    
laminectomylaminectomylaminectomylaminectomy—excision of the vertebral posterior arch.  
    
aparotomyaparotomyaparotomyaparotomy—surgical opening of the abdomen.  
    
laserlaserlaserlaser—surgical instrument that converts light to intense heat and power. 
    
ligationligationligationligation—tying or binding procedure.  
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lipectomylipectomylipectomylipectomy—removal of fatty tissue.  
    
liposuctionliposuctionliposuctionliposuction—removal of fatty tissue by suction.  
    
lithotomylithotomylithotomylithotomy—incision for removal of a calculus (stone).  
    
lithotripsylithotripsylithotripsylithotripsy—crushing of a calculus (stone).  
    
lobectomylobectomylobectomylobectomy—removal of a lobe of an organ or gland.  
    
lobotomylobotomylobotomylobotomy—incision of a lobe of an organ or gland.  
    
lumpectomylumpectomylumpectomylumpectomy—removal of a tumor (usually from the breast) (tylectomy).  
    
McDonald procedureMcDonald procedureMcDonald procedureMcDonald procedure—placement of a purse-string-type suture around the cervix to correct cervical 
incompetency.  
    
malignant hyperpyrexiamalignant hyperpyrexiamalignant hyperpyrexiamalignant hyperpyrexia—high fever caused by the use of muscle relaxants or general inhalation 
anesthesia (results from an inherited trait).  
    
mammoplastymammoplastymammoplastymammoplasty—reconstruction of breast tissue. 
    
MarshallMarshallMarshallMarshall----MarchettiMarchettiMarchettiMarchetti----Krantz procedureKrantz procedureKrantz procedureKrantz procedure—correction of urinary stress incontinence by suspending the 
bladder neck and proximal urethra to the symphysis pubis. 
    
marsupializationmarsupializationmarsupializationmarsupialization—raising the borders of an evacuated tumor sac or cyst to the edges of the incision and 
stitching them there to form a pouch that gradually closes. 
    
mastectomymastectomymastectomymastectomy—removal of a breast.  
    
meniscectomymeniscectomymeniscectomymeniscectomy—removal of meniscus cartilage of the knee.  
    
myectomymyectomymyectomymyectomy—excision of muscle.  
    
myomectomymyomectomymyomectomymyomectomy—removal of fibroid tumors from the uterus.  
    
myotomymyotomymyotomymyotomy—division or dissection of muscle.  
    
myringotomy with pressuremyringotomy with pressuremyringotomy with pressuremyringotomy with pressure----equalizing (PE) tubesequalizing (PE) tubesequalizing (PE) tubesequalizing (PE) tubes— incision into tympanic membrane (eardrum) and 
placement of pressure-equalizing tubes in the membrane.  
    
nailingnailingnailingnailing—repair of bone fractures by use of a nail.  
    
nephrectomynephrectomynephrectomynephrectomy—removal of a kidney.  
    
Nissen fundoplicationNissen fundoplicationNissen fundoplicationNissen fundoplication—anti reflux procedure in which the fundus of the stomach is wrapped around the 
distal esophagus.  
    
oophorectomyoophorectomyoophorectomyoophorectomy—removal of an ovary.  
    
orchiectomyorchiectomyorchiectomyorchiectomy—removal of a testicle.  
    
orchiopexyorchiopexyorchiopexyorchiopexy—suturing of an undescended testicle in the scrotum.  
    
----ostomyostomyostomyostomy—word element that means “formation of an opening.”  
    
----otomyotomyotomyotomy—word element that means “cutting.”  
    
otoplastyotoplastyotoplastyotoplasty—correction of defects or deformities of the ear.  
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PARSPARSPARSPARS—postanesthesia recovery score.  
    
----plastyplastyplastyplasty—word element that means “molding” or surgically forming.  
    
pneumonectomypneumonectomypneumonectomypneumonectomy—removal of a lung.  
    
polypectomypolypectomypolypectomypolypectomy—removal of a polyp (polyps may be found in the nose, uterus, larynx, or colon).  
    
PottsPottsPottsPotts----Smith procedureSmith procedureSmith procedureSmith procedure—side-to-side anastomosis between the aorta and the left pulmonary artery. 
    
prostatectomyprostatectomyprostatectomyprostatectomy—removal of the prostate gland.  
    
prosthesisprosthesisprosthesisprosthesis—an artificial organ or part.  
    
pyeloplastypyeloplastypyeloplastypyeloplasty—incision made in the pylorus to enlarge the outlet of the stomach.  
    
radial keratotomyradial keratotomyradial keratotomyradial keratotomy—incision of the cornea to correct near- sightedness. 
    
radicalradicalradicalradical—surgery that attempts to remove all diseased tissue. 
    
radical neck dissectionradical neck dissectionradical neck dissectionradical neck dissection—removal of lymph-node–bearing tissue as well as adjacent muscles and vessels of 
the neck. 
    
RamstedtRamstedtRamstedtRamstedt----Fredet procedureFredet procedureFredet procedureFredet procedure—division of the pyloric muscle to correct pyloric stenosis. 
    
Rashkind procedureRashkind procedureRashkind procedureRashkind procedure—balloon atrial septostomy.  
    
reductionreductionreductionreduction—restoration to normal position.  
    
resectionresectionresectionresection—partial removal of a structure.  
    
resection & pull throughresection & pull throughresection & pull throughresection & pull through—diseased bowel is removed, and healthy bowel is anastomosed to the anus.  
    
rhinoplastyrhinoplastyrhinoplastyrhinoplasty—reshaping of the nose.  
    
rhizotomyrhizotomyrhizotomyrhizotomy—cutting of a spinal nerve root for the relief of pain or spasticity.  
    
rhytidectomy (facelift)rhytidectomy (facelift)rhytidectomy (facelift)rhytidectomy (facelift)—removal of loose skin from face and upper neck.  
    
salpingosalpingosalpingosalpingo----oophorectomyoophorectomyoophorectomyoophorectomy—excision of a fallopian tube and ovary.  
    
scleral bucklingscleral bucklingscleral bucklingscleral buckling—reattachment of the retina.  
    
scrub nursescrub nursescrub nursescrub nurse—nurse who works inside the sterile field of the operating room.  
    
sectionsectionsectionsection—cutting.  
    
septoplastyseptoplastyseptoplastyseptoplasty—plastic surgery of the nasal septum.  
    
Shirodkar’s procedureShirodkar’s procedureShirodkar’s procedureShirodkar’s procedure—placement of tape around the cervical os to correct cervical incompetency.  
    
shuntshuntshuntshunt—procedure to divert flow from one route to another.  
    
Soave procedureSoave procedureSoave procedureSoave procedure—removal of rectal mucosa and the formation of a sleeve through which normal colon 
is passed for anastomosis to the anus.  
    
spinal fusionspinal fusionspinal fusionspinal fusion—immobilization of the spine by fusion (uniting) of two or more vertebrae.  
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spinal instrumentationspinal instrumentationspinal instrumentationspinal instrumentation—placement of metal rods to sup- port the spine (used to treat abnormal spine 
curvature).  
    
squint repairsquint repairsquint repairsquint repair—correction of strabismus (malalignment of eyes, or “cross eye”).  
    
stenosisstenosisstenosisstenosis—narrowing of a passage.  
    
submucous resection of nasal septum (SMR)submucous resection of nasal septum (SMR)submucous resection of nasal septum (SMR)submucous resection of nasal septum (SMR)—removal of a portion of the nasal septum.  
    
sympathectomysympathectomysympathectomysympathectomy—excision of a portion of the sympathetic nervous system.  
    
T&AT&AT&AT&A—removal of tonsils and adenoids. 
    
thoracotomythoracotomythoracotomythoracotomy—incision of the chest wall.  
    
transurethral resection (TUR), (TURP)transurethral resection (TUR), (TURP)transurethral resection (TUR), (TURP)transurethral resection (TUR), (TURP)—removal of the prostate through the urethra with use of a scope.  
    
trephinationtrephinationtrephinationtrephination—cutting of a piece of bone with a cylindrical saw.  
    
tylectomytylectomytylectomytylectomy—local removal of a lesion (lumpectomy).  
    
tympanoplastytympanoplastytympanoplastytympanoplasty—reconstruction of the tympanic membrane and middle ear structure.  
    
UPJ repair or ureteropelvioplastyUPJ repair or ureteropelvioplastyUPJ repair or ureteropelvioplastyUPJ repair or ureteropelvioplasty—repair of the junction of the ureter and pelvis of the kidney.  
    
ureterolithotomyureterolithotomyureterolithotomyureterolithotomy—removal of a stone from the ureter.  
    
ureteroneocystostomyureteroneocystostomyureteroneocystostomyureteroneocystostomy—formation of a new passage between a ureter and the bladder.  
    
vagotomyvagotomyvagotomyvagotomy—cutting of the vagus nerve.  
    
vasectomyvasectomyvasectomyvasectomy—excision of a section of the vas deferens.  
    
vitrectomyvitrectomyvitrectomyvitrectomy—removal of the contents of the vitreous chamber of the eye.  
    
Waterson shuntWaterson shuntWaterson shuntWaterson shunt—anastomosis of the ascending aorta and the right pulmonary artery.  
    
xenograftxenograftxenograftxenograft—graft from one species to another. 
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FUNDAMENTALS OF NURSINGFUNDAMENTALS OF NURSINGFUNDAMENTALS OF NURSINGFUNDAMENTALS OF NURSING    
    
1. 1. 1. 1. The nurse has taught the client to perform deep-breathing and coughing exercises. The nurse determines 
that the client needs more teaching when the client is observed doing which of the following activities? 
    
A. A. A. A. Sitting upright before performing deep-breathing and coughing exercises 
B. B. B. B. Taking deep breaths before attempting to cough 
C. C. C. C. Placing both hands vertically and lightly on either side of the incision    
D. D. D. D. Using a pillow for splinting during coughing    
        
2. 2. 2. 2. A toddler is being prepared for a surgical procedure. This is the child’s first experience with surgery. 
The child’s mother expresses concern about the child’s psychological adaptation to the surgery. While 
planning for postoperative care, the nurse recognizes that which of the following is likely to be the child’s 
greatest concern? 
    
A. A. A. A. Anticipated pain 
B. B. B. B. Body image changes    
C. C. C. C. Communication difficulties    
D. D. D. D. Separation from parents    
    
3. 3. 3. 3. A female client is being prepared for surgery. When the nurse asks the client to remove her wedding 
ring, the client refuses. Which of the following would be the most appropriate response by the nurse? 
    
A. A. A. A. Encourage the client to use soapy water to remove the ring, if it is tight.    
B. B. B. B. Explain that the hospital cannot be responsible for jewelry worn during surgery.    
C. C. C. C. Notify the surgeon’s office that the surgeon must see the client in the preoperative holding area.    
D. D. D. D. Tape the ring in place before the client is transported to the preoperative holding area.    
    
4. 4. 4. 4. The nurse is caring for clients in the preanesthesia room. The nurse notes that one client, who is an 
older adult, has an increased surgical risk based on which of the following factors? 
    
A. A. A. A. Decreased kidney function leading to potential fluid and electrolyte imbalances 
B. B. B. B. Increased hunger sensations leading to postoperative complications from hyperacidity 
C. C. C. C. Inability to comprehend the seriousness of surgical interventions, leading to noncompliance 
D. D. D. D. Poor cardiovascular status leading to decreased pain sensation 
        
5. 5. 5. 5. A client who takes numerous medications is being prepared for surgery. The nurse reviewing the client 
medication list is most concerned about which medication that increases surgical risk? 
 
A. A. A. A. An anti dysrhythmic 
B. B. B. B. A sedative-hypnotic    
C. C. C. C. A corticosteroid 
D. D. D. D. An oral hypoglycemic 
            
6. 6. 6. 6. The following clients are in the pre-anesthesia holding room. The nurse determines that the client 
undergoing which procedure is having the most serious or major surgery? 
    
A. A. A. A. Tonsillectomy 
B. B. B. B. Biopsy of the breast 
C. C. C. C. Arthroscopy 
D. D. D. D. Nephrectomy 
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7. 7. 7. 7. All of the following clients will be having surgery this morning. The nurse concludes that which client is 
most likely to be at higher surgical risk? 
    
A. A. A. A. A client who has dementia 
B. B. B. B. A client who is culturally different than the medical personnel 
C. C. C. C. A client who has mild anxiety 
D. D. D. D. A client who has had previous surgeries 
        
8. 8. 8. 8. The nurse is preparing a client for surgery. Prior to completing the skin preparation, the nurse assesses 
the surgical site for which of the following? 
    
A. A. A. A. Presence of pustules or abrasions 
B. B. B. B. Absence of hair growth 
C. C. C. C. Presence of lanugo 
D. D. D. D. Absence of pulsation 
        
9. 9. 9. 9. The nurse asks the client about previous surgeries. The client asks the nurse why this information is 
important. The nurse would explain that previous surgeries can do which of the following? 
    
A. A. A. A. Interfere with the absorption of anesthetic agents. 
B. B. B. B. Affect the ability of the client to comprehend the instructions prior to surgery. 
C. C. C. C. Affect the central nervous system. 
D. D. D. D. Alter the client s responses to surgery. 
        
10. 10. 10. 10. A client who is scheduled for an outpatient surgical procedure arrives at the hospital. During the 
preoperative assessment, the nurse smells alcohol on the client’s breath. The nurse reports this finding to 
the surgeon, prior to completing the preoperative assessment, after drawing which conclusion about the 
significance of this finding? 
    
A. A. A. A. Alcohol can affect the client’s response to anesthesia and surgery. 
B. B. B. B. Alcohol can increase the risk for respiratory complications. 
C. C. C. C. Use of sedatives and hypnotics prior to surgery can decrease the alcohol effects. 
D. D. D. D. Physiological and psychological responses are slowed down by recent alcohol intake. 
        
11. 11. 11. 11. The staff nurse is asking questions about the preoperative client s vision and hearing. A family member 
asks the nurse why these questions are important prior to surgery. What information should the nurse 
provide as the primary reason for seeking this information? 
    
A. A. A. A. “This will help us determine the need for additional resources after discharge.” 
B. B. B. B. “This will help assess the risk of accidents in the home after surgery, which could affect the surgical    
      outcome.” 
C. C. C. C. “This helps identify any unanticipated needs prior to beginning the surgery.” 
D. D. D. D. “This will help us to individualize how we provide preoperative and postoperative teaching.” 
        
12. 12. 12. 12. A client is admitted for surgery. During the preoperative assessment, the nurse learns the client is 
taking warfarin sodium (Coumadin). When planning postoperative care for this client, the nurse would 
include monitoring for which of the following? 
    
A. A. A. A. Delirium tremens 
B. B. B. B. Respiratory depression 
C. C. C. C. Bleeding or oozing at the surgical wound    
D. D. D. D. Hypovolemia 
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13. 13. 13. 13. While planning postoperative care for an obese client prior to surgery, the nurse would develop 
which nursing diagnosis specific to the effect obesity has on postsurgical recovery? 
 
A. A. A. A. Risk for Ineffective Tissue Perfusion (Cardiopulmonary) 
B. B. B. B. Excess Fluid Volume 
C. C. C. C. Risk for Impaired Skin Integrity (Pressure Ulcers) 
D. D. D. D. Ineffective Thermoregulation 
        
14. 14. 14. 14. The postsurgical unit nurse is implementing measures to prevent thrombophlebitis. Which of the 
following is the priority action by the nurse? 
    
A. A. A. A. Apply ordered antiembolic stockings. 
B. B. B. B. Reinforce importance of smoking cessation. 
C. C. C. C. Assess the legs with each set of vital signs. 
D. D. D. D. Teach the client to report Homans' sign. 
        
15. 15. 15. 15. A client has been admitted for surgery for resection of nerve roots. The client, observing the written 
comment that the surgery is palliative, asks what this means. The nurse would offer which of the 
following explanations? 
    
A. A. A. A. The surgery schedule is overbooked, so the client s surgery could be delayed. 
B. B. B. B. The surgeon is against performing the surgery. 
C. C. C. C. The exact surgical procedure has not been decided. 
D. D. D. D. The procedure will be done to relieve pain, but will not cure the problem. 
        
16. 16. 16. 16. The physician progress note indicated a plan to let a client’s wound heal by tertiary intention. The 
nurse determines that healing has occurred when which of the following is observed? 
    
A. A. A. A. The wound is smaller but irregular. 
B. B. B. B. Very little scarring has occurred. 
C. C. C. C. Tissue loss prevents the edges from approximating. 
D. D. D. D. A wide scar is present over the area of wound closure. 
    
17. 17. 17. 17. A postoperative client is observed to have moderate wound drainage that has a greenish tinge. The 
nurse should take which of the following actions next? 
    
A. A. A. A. Document the expected findings. 
B. B. B. B. Check for bleeding at the base of the wound. 
C. C. C. C. Take the pulse and blood pressure, and compare with previous readings. 
D. D. D. D. Note the latest temperature and white blood cell (WBC) count. 
            
18. 18. 18. 18. A client experiences wound dehiscence when coughing. After assisting the client to a low Fowler’s 
position with legs slightly elevated, what is the next best action? 
    
A. A. A. A. Push the internal organs back into the abdominal opening. 
B. B. B. B. Cover the wound with a moist hydrocolloid dressing. 
C. C. C. C. Cover the wound with a sterile, saline-moistened dressing. 
D. D. D. D. Use Steri-Strips to hold the wound together. 
        
19. 19. 19. 19. A client is scheduled for surgery, and has been placed on NPO status. The client complains of thirst 
and hunger, and asks for breakfast. The nurse would explain that which of the following is the purpose of 
NPO status? 
    
A. A. A. A. To make anesthesia induction easier 
B. B. B. B. To avoid the risk of aspiration 
C. C. C. C. To prevent excessive bleeding 
D. D. D. D. To allow the wound to heal faster 
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20. 20. 20. 20. Which of the following activities would the nurse carry out in the preoperative period for a client 
scheduled for surgery? 
    
A. A. A. A. Identify potential or actual health problems. 
B. B. B. B. Perform specialized procedures to maintain safety. 
C. C. C. C. Assess the client's response to interventions. 
D. D. D. D. Intervene to prevent complications. 
    
21. 21. 21. 21. The nurse is caring for several clients in the pre-anesthesia room. Of the following client situations, 
which merits ablative surgery? 
    
A. A. A. A. Replacing a hip that has degenerative disease 
B. B. B. B. Identifying if a tumor is malignant 
C. C. C. C. Removing a diseased part of the kidney 
D. D. D. D. Resecting a nerve root 
        
22. 22. 22. 22. A client having surgery has a degree of risk associated with the surgery. What client-related factor is 
responsible for a high degree of risk associated with surgery? 
 
A. A. A. A. Type of institution where surgery is performed 
B. B. B. B. Involvement of vital organs 
C. C. C. C. Average nutritional status 
D. D. D. D. Little likelihood of complications 
        
23. 23. 23. 23. An infant who is having surgery has a higher risk than does an adult. The nurse would conclude that 
which of the following is a reason for the increased risk? 
    
A. A. A. A. Decline in functioning 
B. B. B. B. Immaturity of vital organs 
C. C. C. C. Increased possibility of hyperthermia 
D. D. D. D. Volume of blood fluctuation 
        
24. 24. 24. 24. A preschool-age child is facing surgery, and might have fears related to the surgery. The type of fear 
the nurse would anticipate in this child would be which of the following? 
    
A. A. A. A. Being awake during surgery, and experiencing pain 
B. B. B. B. Looking drastically different after surgery 
C. C. C. C. Not being able to do the things she used to do 
D. D. D. D. Medical personnel not knowing what they are doing 
    
25. 25. 25. 25. A client has just entered the postanesthesia care unit (PACU) from surgery. The postoperative client's 
immediate needs include initial monitoring of which of the following items? 
    
A. A. A. A. Vital signs, level of consciousness, and presence of pain 
B. B. B. B. Skin coloring, surgical incision, and limb movements 
C. C. C. C. Skin temperature, blood pressure, and mental status 
D. D. D. D. Temperature, emotional status, and social support 
    
26. 26. 26. 26. The nurse in the PACU is assessing a postoperative client. Which of the following indicators suggest 
alteration in tissue perfusion? 
    
A. A. A. A. Pallor or cyanosis 
B. B. B. B. Difficulty with mobility 
C. C. C. C. Pain in the incision area 
D. D. D. D. Fluid loss 
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27. 27. 27. 27. After surgery, the nurse encourages the client to move from side to side at least once every two 
hours. The client questions this activity. The nurse explains this intervention is to achieve which of the 
following? 
    
A. A. A. A. Lets peristalsis return at a faster rate 
B. B. B. B. Lessens muscle weakness 
C. C. C. C. Increases the client's ability to sleep 
D. D. D. D. Lets the lungs alternately achieve maximum expansion 
        
28. 28. 28. 28. The nurse is assessing the client's surgical wound in the postoperative period. Which finding indicates 
the first stage of healing? 
    
A. A. A. A. Inflammation in the wound edges 
B. B. B. B. Bleeding around the incision    
C. C. C. C. Clot binding the wound edges 
D. D. D. D. Collagen synthesis 
            
29. 29. 29. 29. The nursing team is creating a care plan for a postoperative client. The diagnosis is Pain. An 
appropriate client outcome for this client would be which of the following? 
    
A. A. A. A. Balanced fluid intake and output 
B. B. B. B. Seeks help as needed. 
C. C. C. C. Absence of nonverbal signs of pain 
D. D. D. D. Performs leg exercises as instructed. 
        
30. 30. 30. 30. A client is being admitted to the hospital on the day before a scheduled surgery. Which of the 
following is the most appropriate initial question to ask this preoperative client? 
    
A. A. A. A. "Has your doctor talked to you about the type of surgery you are having? What did the doctor say?" 
B. B. B. B. "What questions do you have about your surgery?" 
C. C. C. C. "What type of surgery are you having, and why are you having it done?" 
D. D. D. D. "What do you know about what will be done to you?" 
        
31. 31. 31. 31. A presurgical client asks the nurse for more information about the advantages of a general anesthetic. 
The nurse's answer would correctly reflect what information? 
    
A. A. A. A. The respiratory and circulatory functions are depressed. 
B. B. B. B. The client loses consciousness, and does not perceive pain. 
C. C. C. C. The anesthetic agent is not rapidly excreted, so the timing of the surgery can be adjusted. 
D. D. D. D. General anesthesia reduces the chance that the client suffers from amnesia. 
    
32. 32. 32. 32. A benzodiazepine has been administered to a client preoperatively. After the drug has been 
administered, the nurse needs to monitor the client for which of the following side effects? 
    
A. A. A. A. Anxiety 
B. B. B. B. Hypotension    
C. C. C. C. Hypocalcemia 
D. D. D. D. Extrapyramidal reactions 
 
33. 33. 33. 33. A preoperative client has elevated hemoglobin and hematocrit levels. What would the nurse suspect 
regarding the significance of these increased values? 
 
A. A. A. A. Immune deficiency 
B. B. B. B. Kidney dysfunction 
C. C. C. C. Malignancy 
D. D. D. D. Dehydration 
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34. 34. 34. 34. The nurse has completed preoperative teaching to a pregnant woman. During the discussion, the 
nurse describes the different types of anesthesia available. Which statement by the client indicates 
understanding of regional anesthesia? 
    
A. A. A. A. In spinal anesthesia, the anesthetic agent is injected into the subarachnoid space. 
B. B. B. B. The anesthetic agent is injected into the dura mater of the spinal cord for epidural anesthesia. 
C. C. C. C. The client is sedated, and has some awareness of the event. 
D. D. D. D. Regional anesthesia produces analgesia and amnesia. 
        
35. 35. 35. 35. The client arrives in the PACU in an unconscious state. In what position is the unconscious client 
placed in the immediate postanesthetic stage? 
    
A. A. A. A. Side-lying, with the face slightly down 
B. B. B. B. Side-lying, with a pillow under the client's head 
C. C. C. C. Semi-prone, with the head tilted to the side 
D. D. D. D. Dorsal recumbent, with the head turned to the side 
        
36. 36. 36. 36. The client has been in the PACU unit for an hour. The client is now groggy, but able to respond to 
voice commands. While assessing the client, the nurse checks the bedclothes underneath the client. The 
nurse is assessing: 
    
A. A. A. A. Drainage from the tubes or drains. 
B. B. B. B. Fluid balance. 
C. C. C. C. Hemorrhage. 
D. D. D. D. Perspiration. 
        
37. 37. 37. 37. A client is in the postoperative stage, and the physician has ordered ambulation. The client has shown 
difficulty understanding the necessity for early ambulation. An appropriate nursing diagnosis for this client 
would be: 
    
A. A. A. A. Self-care Deficit. 
B. B. B. B. Knowledge Deficit. 
C. C. C. C. Ineffective Coping. 
D. D. D. D. Risk for Injury. 
        
38. 38. 38. 38. The nurse is assessing the client on return to the hospital unit from the PACU, and notes the presence 
of a drain in the surgical wound. A family member observes the drain, and asks why the tube was left in 
the wound. The nurse explains that drains: 
    
A. A. A. A. Allow drainage of excessive fluids such as blood, edema, or pus from the surgical site. 
B. B. B. B. Allow healing to occur at a very rapid rate. 
C. C. C. C. Have to be shortened to allow healing to occur from the inside out. 
D. D. D. D. Have to be connected to suction tubes. 
        
39. 39. 39. 39. A client is being discharged following outpatient surgery. The nurse is providing the caregiver with 
instructions for wound care. The nurse would instruct the caregiver to report which of the following 
findings to the surgeon? 
    
A. A. A. A. Scar formation 
B. B. B. B. Increased redness or drainage 
C. C. C. C. No odor of the wound drainage 
D. D. D. D. No unusual color of the drainage 
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40. 40. 40. 40. The nurse concludes that which postoperative activity by the client would demonstrate a need for 
additional teaching? 
    
A. A. A. A. Demonstrates how and when to use the incentive spirometer for ten repetitions several times per hour. 
B. B. B. B. Tells the staff to help turning every two hours when log rolling is ordered. 
C. C. C. C. Requests that the elastic hose and sequential compression devices (SCDs) be removed while sleeping at  
     night. 
D. D. D. D. Tries to drink at least eight ounces of fluids every hour while awake. 
    
41. 41. 41. 41. What findings might indicate to the nurse that a client has developed a deep vein thrombosis (DVT)? 
    
A. A. A. A. Pain in the calf on dorsiflexion 
B. B. B. B. Skin coolness of the entire limb, with decreased pulses starting at the groin 
C. C. C. C. Skin hot to the touch with a tenderness felt over the thigh 
D. D. D. D. Generalized fever of 101°F, chills, and dyspnea 
    
42. 42. 42. 42. A client is one day postop for an abdominal hernia repair. Which of the following symptoms alerts 
the nurse that the client might be developing atelectasis? 
    
A. A. A. A. Friction rub at fifth anterior intercostal space at the mid-clavicular line 
B. B. B. B. Diminished posterior breath sounds bilaterally 
C. C. C. C. Crackles in the upper lobes the of anterior chest 
D. D. D. D. Wheezing in the upper bronchi on expiration 
        
43.43.43.43. An elderly client has intravenous (IV) fluids infusing at 125 mL/hour. The client reports the following 
symptoms: bubbling sputum, difficulty breathing except in an upright position, and progressive weakness. 
On inspection, the nurse finds increased jugular vein distention and blood-tinged coloring in the sputum. 
What is the nurse’s first action?    
    
A. A. A. A. Raise the head of bed. 
B. B. B. B. Decrease the rate of IV fluids. 
C. C. C. C. Prepare for intubation and ventilation.    
D. D. D. D. Apply oxygen at 4 liters/minute. 
    
44. 44. 44. 44. In a client who is one day postoperative following lumbar laminectomy, which finding would be of 
greatest concern to the nurse? 
    
A. A. A. A. Hemoglobin 10.5 grams/dL 
B. B. B. B. Blood urea nitrogen (BUN) 8 mg/dL; creatinine 1.2 mg/dL 
C. C. C. C. Urinary output of 150 mL for last shift 
D. D. D. D. Decreased bowel sounds in all four quadrants 
        
45. 45. 45. 45. The nurse working in a busy surgical unit has four postsurgical clients who are receiving patient-
controlled analgesia (PCA) with fentanyl (Sublimaze). Which of the following clients does the nurse plan 
to assess most frequently? 
    
A. A. A. A. A client with respirations of 14 per minute who is easily awakened by spoken command 
B. B. B. B. A client with COPD who has an oxygen saturation of 92% 
C. C. C. C. A 94-year-old female who has never been sick, but weighs only 45 Kg 
D. D. D. D. A male client weighing 150 kg who has noisy breathing and a history of narcolepsy 
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46. 46. 46. 46. Which client with a nasogastric (NG) suctioning tube would be the nurse’s priority for client 
assessment? 
    
A. A. A. A. A two-day-postoperative client who had an open cholecystectomy with 150 mL of greenish drainage       
     in the collection bag 
B. B. B. B. A one-day-postoperative client who had a partial gastrectomy with 200 mL of sanguineous fluid in the  
    collection bag 
C. C. C. C. A five-day-postoperative client with a repair of a gunshot wound that nicked the liver and spleen, who  
    had 40 mL of thick yellowish green secretions in the surgical drain 
D. D. D. D. A client with a newly inserted NG tube who complains of “trouble breathing” from the tube 
  
47. 47. 47. 47. When staffing the surgical nursing unit, which of the following clients could the nurse delegate to an 
unlicensed assistive person (UAP)? 
    
A. A. A. A. A third-day-postoperative client who needs to be walked and have an enema this bedtime 
B. B. B. B. A new surgical client who has just complained of oozing from the mastectomy site 
C. C. C. C. A new amputee who is stable, but needs dressings reinforced 
D. D. D. D. A fourth-day coronary artery bypass client who still has stable angina after surgery 
    
48. 48. 48. 48. Which PRN medication would the nurse anticipate using when a client is suspected to have taken too 
many narcotics, and has a respiratory rate of approximately 8 breaths per minute? 
    
A. A. A. A. Naloxone (Narcan) 
B. B. B. B. Protamine sulfate (generic) 
C. C. C. C. Phytonadione (vitamin K) 
D. D. D. D. Flumazenil (Romazicon) 
        
49. 49. 49. 49. A client has a triple-lumen catheter in place. There are orders for a unit of packed red blood cells 
(PRBCs) and normal saline at 75 mL/hour IV, and the client needs an IV push pain medication at the same 
time. To which port would the nurse connect the PRBCs for the safest administration? 
    
A. A. A. A. Distal port 
B. B. B. B. Medial port 
C. C. C. C. Proximal port 
D. D. D. D. None; start a second IV site for the blood. 
    
50. 50. 50. 50. The nurse would anticipate that a client with cirrhosis of the liver would have decreased levels of 
which of the following? 
    
A. A. A. A. Albumin 
B. B. B. B. Bilirubin 
C. C. C. C. Ammonia 
D. D. D. D. Prothrombin time 
    
51. 51. 51. 51. A client is about to undergo skin biopsy to determine if a skin lesion is malignant. The client asks how 
much the biopsy will hurt. Which response by the nurse is best? 
    
A. A. A. A. “We will give you a pain pill in just a moment that will minimize any pain during the biopsy.” 
B. B. B. B. “Luckily, this type of procedure does not cause any pain for most people.” 
C. C. C. C. “You may feel some discomfort while the local anesthetic is injected, but this will numb the area for    
     the actual biopsy.” 
D. D. D. D. “This procedure does cause some pain, but you can manage any soreness afterward with over-the- 
     counter medications such as acetaminophen (Tylenol).” 
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52. 52. 52. 52. The client is about to undergo a computerized tomography (CT) scan of the head with contrast. 
Which of the following questions by the nurse is most important to ask while preparing the client for the 
test? 
    
A. A. A. A. “Have you ever had a procedure like this before?” 
B. B. B. B. “Do you have an allergy to iodine or shellfish?” 
C. C. C. C. “Would you like something to drink before you go to the Radiology Department?” 
D. D. D. D. “Have you voided in the bathroom in the last few hours?” 
        
53. 53. 53. 53. The client is scheduled for a magnetic resonance imaging (MRI) study of the spine. The outpatient 
nurse instructs the client that which of the following is an important part of pre-procedure care? 
    
A. A. A. A. “Do not eat or drink after midnight the day before the test.” 
B. B. B. B. “Plan to have someone drive you home after the test.” 
C. C. C. C. “Expect to stay in the MRI Department for an hour afterward for observation.” 
D. D. D. D. “Do not wear any metal, such as jewelry or hairclips.” 
    
54. 54. 54. 54. A client will undergo a radionuclide scan of the thyroid. A nursing assistant asks what needs to be 
done to protect staff from any residual radiation following the scan. Which of the following is an 
appropriate response by the nurse? 
    
A. A. A. A. “All caregivers and visitors need to stand six feet away from the client for 24 hours. I need to put a      
      sign above the bed.” 
B. B. B. B. “Using standard precautions for handling body fluids will be sufficient to protect staff.” 
C. C. C. C. “I have arranged for the client to be moved to a private room for 48 hours after the test.” 
D. D. D. D. “The client will need to be on contact precautions. I will have the unit secretary call the central  
    processing department for a cart with gowns and gloves.” 
        
55. 55. 55. 55. A 17-year-old girl is brought to the Emergency Department for x-rays after twisting her ankle while 
playing basketball. Which of the following questions is most important for the nurse to ask the client 
before sending her to the Radiology Department? 
    
A. A. A. A. “Do you experience claustrophobia when in small spaces?” 
B. B. B. B. “Are you wearing any necklaces or other metal objects?” 
C. C. C. C. “When was your last monthly period?” 
D. D. D. D. “Have you ever had an x-ray before?” 
    
56. 56. 56. 56. A female client is returning to the nursing unit following a pelvic ultrasound. The nurse plans to do 
which of the following at this time for the client? 
 
A. A. A. A. Make the client comfortable, and ask if she needs anything. 
B. B. B. B. Instruct the client to drink at least one quart of water over the next hour. 
C. C. C. C. Explain that analgesic medication is available to relieve the expected cramping pain. 
D. D. D. D. Tell the client that she will be able to eat in one hour. 
        
57. 57. 57. 57. A client who underwent bronchoscopy four hours ago is asking for something to drink to ease his 
sore throat. The nurse obtains some juice for the client after noting which of the following assessment 
data? 
    
A. A. A. A. Respiratory rate has ranged from 16 to 18. 
B. B. B. B. Breath sounds are clear bilaterally. 
C. C. C. C. The client has had no hemoptysis. 
D. D. D. D. Gag and swallow reflexes have returned. 
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58. 58. 58. 58. A client underwent angiography of the left leg. Which of the following data obtained during the 
current assessment is of greatest concern to the nurse? 
    
A. A. A. A. Skin paler on left foot than right. 
B. B. B. B. Skin temperature cooler on left foot than right.    
C. C. C. C. Left dorsalis pedis pulse audible by Doppler, previously 2 . 
D. D. D. D. BAND-AID at femoral access site has trace amount of dark red blood. 
    
59. 59. 59. 59. The client who will undergo a cardiac catheterization says to the nurse: “I am nervous about having a 
cardiac catheterization. Can you tell me what to expect during this test?” Which of the following replies 
by the nurse is appropriate? 
    
A. A. A. A. “The procedure will be done in the operating room to help ensure sterile conditions.” 
B. B. B. B. “The room will be brightly lit at all times.” 
C. C. C. C. “The insertion of the catheter in the femoral area will be one of the few painful moments of the  
     procedure.” 
D. D. D. D. “The physician will ask you to lie still except to do specific things, such as cough or take a deep  
     breath.” 
    
60. 60. 60. 60. A client who is scheduled for a cardiac echocardiogram at 9 a.m. the following morning asks the 
nurse if he will be able to eat breakfast before the test. Which of the following responses by the nurse is 
appropriate? 
    
A. A. A. A. “Yes, we can arrange for your breakfast tray to arrive a half hour early so that you have time to eat       
     before the test.” 
B.  B.  B.  B.  “Yes, but you will need to get up at 5 o clock so that you will be without food or fluids for four hours      
     before the test.” 
C. C. C. C. “Yes, but you can only drink clear liquids, such as ginger ale, black tea, or apple juice, and you cannot   
     eat solid food until after the test.” 
D. D. D. D. “No, you cannot eat or drink before the test, but you can have a full breakfast after the test.” 
    
61. 61. 61. 61. A client has just received a Holter cardiac monitor to wear for the next 24 hours. The nurse 
determines that the client understands its use when the client makes which of the following statements? 
    
A. A. A. A. “I should write in the diary what I am doing every half-hour.” 
B. B. B. B. “I should only take a bath, not a shower, for the next 24 hours.” 
C. C. C. C. “I can continue with my usual activity and exercise pattern while wearing the monitor.” 
D. D. D. D. “I need to try to walk a total of three miles over the next 24 hours while wearing the monitor.” 
 
62. 62. 62. 62. A client who underwent cystography 16 hours ago has a urinary output of 225 mL in the previous 8 
hours. Which of the following actions should the nurse take as a priority at this time? 
    
A. A. A. A. Measure the specific gravity of the urine. 
B. B. B. B. Document the volume on the client’s flowsheet. 
C. C. C. C. Encourage the client to drink more fluids. 
D. D. D. D. Notify the physician. 
        
63. 63. 63. 63. The nurse has assigned a nursing assistant to a client who just returned to the nursing unit at 0945 
after electroencephalography. Which of the following directions should the nurse give the nursing 
assistant regarding care for the client? 
    
A. A. A. A. “Do not give any food or fluids until lunchtime.” 
B. B. B. B. “Wash the client’s hair at your earliest opportunity.” 
C. C. C. C. “Keep the client on bedrest for the remainder of the shift.” 
D. D. D. D. “Encourage the client to drink fluids to flush dye through the kidneys.” 
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64. 64. 64. 64. A client has just returned to the nursing unit following a myelogram, which was done to diagnose a 
herniated intervertebral disk. The medical record indicates that a water-based contrast medium was used 
during the test. The nurse should assist the client to which of the following positions in bed after 
transferring from the stretcher? 
    
A. A. A. A. Supine, with the head of the bed elevated 60 degrees 
B. B. B. B. Supine, with the head of the bed elevated 15 degrees 
C. C. C. C. Left side-lying, with the head of the bed flat 
D. D. D. D. Any position of the client's choice, with the head of the bed elevated 30 degrees 
        
65. 65. 65. 65. A client has received discharge instructions after undergoing arthroscopy of the knee earlier in the 
day. The nurse concludes that the client understands self-care after discharge when the client makes which 
of the following statements? 
    
A. A. A. A. “I should not expect to need pain medication following this procedure.” 
B. B. B. B. “I should apply warm, moist heat to my knee to maintain comfort.” 
C. C. C. C. “I should limit my activities, including walking, for 2-3 days.” 
D. D. D. D. “I should expect increased swelling and perhaps some bleeding in the knee area after going home.”    
    
66. 66. 66. 66. A client with gastroesophageal reflux disease has just undergone esophagogastroscopy. Which of the 
following client data is the nurse’s highest priority for continued monitoring? 
    
A. A. A. A. Inability to swallow saliva 
B. B. B. B. Temperature of 99.4°F oral 
C. C. C. C. Client report of heartburn 
D. D. D. D. Client report of sore throat 
        
67. 67. 67. 67. The nurse has given instructions to a client who will have a barium swallow in three days. The nurse 
determines that the client understands how to properly prepare for the test after the client makes which 
of the following statements? 
    
A. A. A. A. “I should eat a low-fat meal for the next two days, and then have clear liquids the day before the   
      test.” 
B. B. B. B. “I should stop taking all medication except antacids the day before the test.” 
C. C. C. C. “I should not eat or drink anything after midnight on the day of the test.” 
D. D. D. D. “I should eat a high-carbohydrate diet for the three days before the test.” 
    
68. 68. 68. 68. The nurse is providing instructions to a client who is returning to home following colonoscopy. 
Which of the following statements would be appropriate for the nurse to include? 
    
A. A. A. A. “You may drive in about six hours, after all the medication given during the procedure has fully worn  
      off.” 
B. B. B. B. “It is alright to eat and drink, but it is helpful to resume the diet gradually.” 
C. C. C. C. “You should call the doctor if you feel distended, or begin passing gas.” 
D. D. D. D. “Bleeding from the rectum is expected after this procedure, but call the physician if it gets severe.” 
        
69. 69. 69. 69. The nurse would give which instruction regarding preprocedure care to a woman who is scheduled 
for a mammogram? 
    
A. A. A. A. “Drink liquids, but don’t eat breakfast on the morning of the mammogram.” 
B. B. B. B. “Do not use any deodorant or lotions on the chest or underarms before the mammogram.” 
C. C. C. C. “Take a mild analgesic such as acetaminophen (Tylenol) before coming to the clinic for the   
    mammogram.” 
D. D. D. D. “Plan a light schedule for the day of the mammogram, so you can plan on getting some rest after the  
    procedure.” 
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70. 70. 70. 70. The occupational health nurse has given an intradermal injection of purified protein derivative (PPD) 
to a client to screen for tuberculosis. After noting that the current day is Monday, the nurse instructs the 
client to return to have the result read on which of the following days? 
    
A. A. A. A. Tuesday or Wednesday 
B. B. B. B. Wednesday or Thursday 
C. C. C. C. Thursday or Friday 
D. D. D. D. Friday or the following Monday 
        
71. 71. 71. 71. A client has a blood urea nitrogen (BUN) of 68 mg/dL and a creatinine level of 6.0 mg/dL. The IV 
fluid is 5% dextrose in 0.9% sodium chloride, with 40 mEq potassium chloride (KCl) at 100 mL/hour. 
Which action would be most appropriate for the nurse to take? 
    
A. A. A. A. Encourage more protein in the diet. 
B. B. B. B. Ambulate the client more, to increase circulation. 
C. C. C. C. Take vital signs every hour. 
D. D. D. D. Question the use of potassium in the IV fluids. 
    
72. 72. 72. 72. A client is suspected of having hyperkalemia. Which symptom or sign would the nurse expect to find 
when assessing the client? 
    
A. A. A. A. Peaking of T wave on the telemetry monitor 
B. B. B. B. The absence of bowel sounds, such as in an ileus 
C. C. C. C. Muscle cramping of the lower extremities 
D. D. D. D. Somnolence with early changes 
        
73. 73. 73. 73. When a client has arterial blood gases (ABGs) drawn from the radial artery, the nurse should be 
prepared to perform which follow-up action? 
    
A. A. A. A. Apply pressure to the site for up to one minute. 
B. B. B. B. Transfer the blood sample to a heparinized test tube. 
C. C. C. C. Pack the sample in ice for transporting to the laboratory. 
D. D. D. D. Obtain a second specimen after ten minutes, to compare results.    
        
74. 74. 74. 74. Which laboratory test results would indicate that the client is adequately anticoagulated on sodium 
warfarin (Coumadin) during the postoperative period, when the physician is trying to prevent deep vein 
thrombosis (DVT)? 
    
A. A. A. A. Partial prothrombin time (PTT) 25 seconds 
B. B. B. B. International normalized ratio (INR) 1 
C. C. C. C. Prothrombin time (PT) 19 seconds 
D. D. D. D. Clot retraction test 75% in two hours 
    
75. 75. 75. 75. Which diagnostic results would you expect to find in the client who has been newly diagnosed with 
acquired immunodeficiency syndrome (AIDS)? 
    
A. A. A. A. T cell count of 400 
B. B. B. B. Negative enzyme-linked immunosorbent assay (ELISA) 
C. C. C. C. Platelet count of 500,000 
D. D. D. D. CD 4/CD 8 test of 1.5 
        
76. 76. 76. 76. When a client’s guaiac test for occult blood in feces is positive, the nurse should consider which of the 
following? 
    
A. A. A. A. Iron preparations can give a false positive. 
B. B. B. B. Red meat can give a false positive. 
C. C. C. C. Occult blood is not a good screening test for cancer of the colon. 
D. D. D. D. A blue color on the results of the test indicates that no blood is present. 
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77. 77. 77. 77. When planning to administer blood products by typing and cross-matching of blood, what should the 
nurse recall in order to prevent ABO incompatibilities? 
    
A. A. A. A. Type A blood products can be given only to type B clients. 
B. B. B. B. Type B can be given to type O clients. 
C. C. C. C. Type O can only receive type AB blood products. 
D. D. D. D. Type AB cannot receive type O blood products. 
        
78. 78. 78. 78. The nurse would anticipate that a client with a positive Coombs’ test would be likely to have which 
clinical condition? 
    
A. A. A. A. Autoimmune thyroid condition 
B. B. B. B. Hemolytic diseases of the newborn    
C. C. C. C. Systemic lupus erythematosus (SLE) 
D. D. D. D. Thrush or another fungal infection    
        
79. 79. 79. 79. A client is admitted with Graves’ disease. Which testing results would the nurse expect to find when 
reviewing the lab results? 
    
A. A. A. A. Increased parathormone levels, with calcium levels above normal 
B. B. B. B. Elevated somatotropin hormones, with decreased basal metabolic rate (BMR) 
C. C. C. C. Elevated adrenocorticotropic hormone (ACTH) level 
D. D. D. D. Elevated total thyroxine (T4), and decreased thyroid-stimulating hormone (TSH) levels 
        
80. 80. 80. 80. Which intervention would the nurse use to be most effective in preventing and managing hospital-
acquired infections often caused by staphylococci and gram-negative rods? 
    
A. A. A. A. Administer prophylactic antibiotics to surgical clients. 
B. B. B. B. Implement isolation techniques for all clients who have high fevers. 
C. C. C. C. Culture all open wounds. 
D. D. D. D. Wash hands or use antiseptic foam between all clients. 
    
81. 81. 81. 81. When trying to obtain the best sputum specimen, which directions should the nurse include when 
teaching the client how to collect the specimen? 
    
A. A. A. A. Gargle with mouthwash before getting the specimen, to remove oral bacteria. 
B. B. B. B. Spitting is just as effective as coughing, if it hurts to breathe deeply. 
C. C. C. C. Save your first morning specimen, since it is the most concentrated. 
D. D. D. D. Save all you can for several hours to get the correct amount that is needed. 
  
82. 82. 82. 82. If a wound is inflamed, and secretions are noted around a Penrose drain, what would be the best 
method for the nurse to obtain a specimen for culture? 
    
A. A. A. A. Swab the tip of the Penrose drain. 
B. B. B. B. Swab around the skin around the Penrose, but not the Penrose tip. 
C. C. C. C. Aspirate some secretions into a syringe with a small needle. 
D. D. D. D. Cut part of the dressing that has secretions on it, and send it to the lab. 
    
83. 83. 83. 83. A urinary catheter is suspected as the source of a possible infection in a client. How would the nurse 
plan to get a specimen from the catheter tip that was just removed from the client? 
 
A. A. A. A. Place the entire catheter in a sterile container. 
B. B. B. B. Cut the tip off with sterile scissors, dropping it into a sterile container. 
C. C. C. C. Cut the tip with your bandage scissors, and place in a clean container. 
D. D. D. D. Swab the tip, and place the swab in a sterile container. 
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84. 84. 84. 84. The nurse would complete which of the following as a priority action for a client following a full-
body scan? 
    
A. A. A. A. Pain assessment, due to discomfort of the actual procedure 
B. B. B. B. Vital signs, to assess for possible bleeding 
C. C. C. C. Prophylactic anti-emetic, due to radiation exposure causing nausea 
D. D. D. D. Therapeutic communication, to reduce possible anxiety caused by outcomes 
        
85. 85. 85. 85. After which exam would the nurse plan to follow a protocol to prevent possible exposure to 
radioisotopes used during the diagnostic procedure? 
    
A. A. A. A. Positron emission tomography (PET) scan 
B. B. B. B. Magnetic resonance imaging (MRI) 
C. C. C. C. Computed tomography (CT) scan 
D. D. D. D. Angiography 
    
86. 86. 86. 86. When giving directions for a client who is about to undergo a pelvic sonogram, which statement 
should the nurse include? 
    
A. A. A. A. “Drink nothing for several hours prior to the exam.” 
B. B. B. B. “You will be given an enema to cleanse the bowel.”    
C. C. C. C. “Have a full bladder.” 
D. D. D. D. “Do not have any medications prior to the exam.” 
    
87. 87. 87. 87. Which of the following nursing actions would be inappropriate for a client who is about to undergo 
an electroencephalogram (EEG)? 
    
A. A. A. A. Make sure the hair is cleaned by a shampoo. 
B. B. B. B. Avoid caffeine products prior to the exam. 
C. C. C. C. Allow a nap prior to the exam. 
D. D. D. D. Withhold any tranquilizers or sedatives prior to the exam. 
        
88. 88. 88. 88. Which of the following pulmonary function techniques would the nurse consider to be most helpful 
for clients with obstructive pulmonary disorders? 
    
A. A. A. A. Incentive spirometry 
B. B. B. B. Turning, coughing, and deep breathing 
C. C. C. C. Oxygen flow rates above 4 liters per minute 
D. D. D. D. Pursed-lip breathing exercises 
        
89. 89. 89. 89. After a lung biopsy and thoracentesis, in which 500 mL of purulent fluid was removed, what nursing 
assessment would indicate a need for emergency intervention? 
    
A. A. A. A. Lip coloring that is pale, and capillary refills greater than three seconds 
B. B. B. B. Oxygen saturation that was moving from 87% to 92% 
C. C. C. C. Coughing spasms that cannot be slowed or controlled by the client 
D. D. D. D. Equal chest movement with less muscle effort noted. 
        
90. 90. 90. 90. The nurse is providing care to a client who underwent removal of a pituitary tumor. Eighteen hours 
after surgery, the urine output is markedly increased, and the urine-specific gravity is 1.002. The nurse 
expects to note which of the following corresponding findings when reviewing results of laboratory tests? 
    
A. A. A. A. Serum sodium 148 mEq/L 
B. B. B. B. Serum potassium 3.4 mEq/L    
C. C. C. C. Serum osmolality 263 mOsm/L 
D. D. D. D. Hematocrit 29% 
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91. 91. 91. 91. The nurse would be most concerned about which of the following laboratory values obtained for a 
client receiving furosemide (Lasix) therapy? 
 
A. A. A. A. Blood urea nitrogen 20 mg/dL 
B. B. B. B. Hematocrit 46% 
C. C. C. C. Creatinine 1.1 mg/dL 
D. D. D. D. Potassium 3.2 mEq/L 
        
92. 92. 92. 92. A client who was just admitted to the nursing unit has a uric acid level of 9.5 mg/dL. Which question 
would the nurse ask initially? 
    
A. A. A. A. “Do you have a history of gallbladder disease?” 
B. B. B. B. “Do you drink large amounts of green tea?” 
C. C. C. C. “Do you have a history of gout?” 
D. D. D. D. “Have you been having any pains in the flank area?” 
    
93. 93. 93. 93. The nurse is caring for a client who received a renal transplant 24 hours previously. Which of the 
following trends in lab studies indicates to the nurse that the new kidney is functioning? 
    
A. A. A. A. Hemoglobin 12%, increased from 11.8% 
B. B. B. B. Serum creatinine 1.6 mg/dL, decreased from 1.9 mg/dL 
C. C. C. C. Serum sodium 140 mEq/L, increased from 136 mEq/L 
D. D. D. D. Serum phosphate 4.4 mg/dL, decreased from 4.8 mg/dL 
        
94. 94. 94. 94. The nurse is caring for a client who has just returned from the operating room. Blood loss was 
minimal, but the client was given large volumes of crystalloid fluid during the procedure. Which of the 
following laboratory test results suggests over hydration? 
    
A. A. A. A. Sodium 147 mEq/L 
B. B. B. B. Hemoglobin 14% 
C. C. C. C. Hematocrit 33%    
D. D. D. D. Calcium level 8.8 mg/dL 
    
95. 95. 95. 95. A client is being evaluated for possible appendicitis. Which of the following results of laboratory tests 
suggests most strongly to the nurse the presence an acute bacterial infection? 
    
A. A. A. A. Elevated neutrophils 
B. B. B. B. Elevated erythrocytes 
C. C. C. C. Elevated lymphocytes 
D. D. D. D. Elevated platelets 
        
96. 96. 96. 96. The nurse is assigned to the care of a client who has been admitted with meningitis. A spinal tap has 
been performed. Which of the following cell types in the spinal fluid suggest that the client has become 
infected with viral meningitis? 
    
A. A. A. A. Platelets 
B. B. B. B. Neutrophils 
C. C. C. C. Red blood cells 
D. D. D. D. Lymphocytes 
    
97. 97. 97. 97. In caring for a female client who has a urinary tract infection with more than 100,000 colonies of 
Escherichia coli bacteria, which of the following would the nurse expect to see on the client’s urinalysis 
report? 
    
A. A. A. A. Negative nitrites 
B. B. B. B. Positive leukocyte esterase 
C. C. C. C. Positive potassium 
D. D. D. D. Negative WBCs 
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98. 98. 98. 98. The nurse is reviewing the results of follow-up laboratory studies on a client diagnosed with 
hyperlipidemia. Which of the following total cholesterol levels indicates to the nurse that the client has 
been compliant with diet and medication therapy? 
 
A. A. A. A. 198 mg/dL 
B. B. B. B. 174 mg/dL 
C. C. C. C. 269 mg/dL 
D. D. D. D. 214 mg/dL 
        
99999999. A nurse notes the client’s albumin level is 2.4 grams/dL. The nurse should plan to assess the client for 
which of the following at this time? 
    
A. A. A. A. Fluid retention 
B. B. B. B. Inelastic skin turgor 
C. C. C. C. Hypoactive bowel sounds 
D. D. D. D. Dry mucous membranes 
        
100. 100. 100. 100. A client is admitted with complaints of severe nausea and vomiting for several days. The nurse 
expects the client is at risk for experiencing which acid-base imbalance? 
 
A. A. A. A. Metabolic acidosis 
B. B. B. B. Metabolic alkalosis 
C. C. C. C. Respiratory acidosis 
D. D. D. D. Respiratory alkalosis 
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    FUNDAMENTALS OF NURSING ANSWERS AND RATIONALEFUNDAMENTALS OF NURSING ANSWERS AND RATIONALEFUNDAMENTALS OF NURSING ANSWERS AND RATIONALEFUNDAMENTALS OF NURSING ANSWERS AND RATIONALE    
    

1. Anawer :   C1. Anawer :   C1. Anawer :   C1. Anawer :   C    
Rationale:Rationale:Rationale:Rationale:    
Placing the hands directly on the incision during coughing will diminish the discomfort associated with 
coughing. Each of the other options indicates correct procedure on the part of the client. 
        
2. Answer :   D2. Answer :   D2. Answer :   D2. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
The child fears separation from her parents. The child has no previous experiences to compare to this 
experience, so she will not anticipate pain. The child cannot anticipate any changes in her body, and does 
not worry about communication. 
        
3. Answer :   D3. Answer :   D3. Answer :   D3. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Taping a wedding band in place is acceptable for the client who does not wish to remove it, unless there 
is danger the finger might swell during or after surgery. Option A assumes the ring is tight, and that the 
client wishes to remove it. Option C is a false statement, while Option B creates unnecessary fear at a 
time when anxiety already is likely to be increased. 
    
4. Answer :   A4. Answer :   A4. Answer :   A4. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Option A is correct because with increased age, there is a greater likelihood that the kidneys start to 
degenerate. All the other options are incorrect: hunger does not necessarily cause hyperacidity, 
comprehension is not altered in all older adults, and cardiovascular problems do not necessarily diminish 
pain sensations. 
        
5. Answer :   C5. Answer :   C5. Answer :   C5. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Corticosteroids can lead to weight gain because of salt and water retention, and also can delay wound 
healing. An antidysrhythmic helps to regulate the cardiac rhythm (Option A). A sedative-hypnotic can 
interfere with uptake of the anesthetics, but does not affect healing (Option B). An oral hypoglycemic 
agent is used for diabetes, but the medication itself does not pose added risk to the client during surgery 
(Option D). 
 
6. Answer :   D6. Answer :   D6. Answer :   D6. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Nephrectomy is a major type of surgery because the kidney is a major vital organ, loss of blood is likely 
to be greater than with the other mentioned surgeries, and there is greater likelihood of complications. 
Options A, B, and C  are all examples of minor surgery because they do not involve a high degree of risk. 
        
7. Answer :   A7. Answer :   A7. Answer :   A7. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Dementia affects the person s understanding of the proposed surgery and ability to cooperate with the 
perioperative care; it also affects the medications given. Cultural differences should not pose a risk unless 
the client s beliefs are contrary to the proposed measures. Mild anxiety will not create a risk, and previous 
surgeries could be helpful for the client to draw on previous experiences. 
  
8. Answer :   A8. Answer :   A8. Answer :   A8. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Abrasions, pustules, or other skin conditions have to be assessed and documented because they can 
interfere with wound healing, or increase the risk of infection. Hair growth lack of it or presence of 
lanugo or fine hair will not interfere with the skin preparation. Pulsation is not always visible or available 
to assess, depending upon the part of the body being operated on. 
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9. Answer :   D9. Answer :   D9. Answer :   D9. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Previous surgeries can reveal possible difficulties or problems with certain anesthetic agents, but do not 
necessarily interfere with absorption of anesthetics (Option A), hinder comprehension of instructions 
(Option B), or affect the central nervous system (Option C). However, they can affect the physiological 
or psychological responses of the client to the planned surgery. 
    
10. Answer :   A10. Answer :   A10. Answer :   A10. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Alcohol affects the central nervous system, and therefore the client s response to surgery and the 
anesthetic itself. Smoking, not alcohol (in small amounts), poses respiratory risks. Alcohol effects cannot 
be reduced by the use of sedatives or hypnotics. Past and recent intake of alcohol can impact responses, 
which can be either slowed down or escalated. 
  
11. Answer :   D11. Answer :   D11. Answer :   D11. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
The ability of the client to see and hear could affect the preoperative and postoperative teaching methods 
used. Social resources and accident prevention rely not only on the client s vision and hearing (Options A 
and B  ), but also on family supports and the client s physical and mental status. Unexpected needs is a 
very general term that can be applied not just to vision and hearing but also to any area of client 
functioning (Option C). 
  
12. Answer :   C12. Answer :   C12. Answer :   C12. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Anticoagulants inhibit clotting of the blood, putting the client at increased risk for bleeding 
postoperatively. Delirium tremens needs to be monitored for clients who had problems with alcohol use 
(Option A). Respiratory compromise might occur if clients take sedatives or hypnotics (Option B). If 
clients are taking diuretics or cardiovascular agents, fluid volume could be a problem (Option D). 
  
13. Answer :   A13. Answer :   A13. Answer :   A13. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Wound and cardiovascular complications are more common among clients who are obese. The heart is 
stressed from its workload, and the added stress of surgery could place the client at risk. The client has no 
risk for excess fluid volume (Option B), and decreasing fluid intake could complicate wound healing. 
Pressure ulcers occur more frequently in emaciated clients than in obese ones (Option C). The obese client 
has no problem with thermoregulation (Option D). 
  
14. Answer :   A14. Answer :   A14. Answer :   A14. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Antiembolic stockings facilitate venous return from the lower extremities. Smoking can contribute to 
cardiovascular events, but cessation will not necessarily lessen the chance of thrombophlebitis in the 
immediate postsurgical period. Assessment of the leg will help with detection, but it will not prevent 
thrombophlebitis. Homans' sign is pain on dorsiflexion of the leg, and this is also a means of detection, 
not prevention. 
        
15. Answer :   D15. Answer :   D15. Answer :   D15. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
A surgical procedure that relieves symptoms of disease or pain but does not cure is described as palliative. 
The other options are incorrect explanations. 
 
16. Answer :   D16. Answer :   D16. Answer :   D16. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
A wide scar occurs in tertiary intention because the edges are not approximated, and they regenerate via 
granulation. Options A and C   refer to secondary healing, while Option B is characteristic of primary 
healing. 
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17. Answer :   D17. Answer :   D17. Answer :   D17. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Purulent drainage is made up of tissue debris, WBCs, and bacteria; it could be comprised of different 
colors, depending upon the type of bacteria, and it is thick in consistency. It often indicates wound 
infection. The next action by the nurse would be to gather additional data that could indicate infection, 
such as elevated temperature and WBC count. The nurse would document the findings at some point, but 
this is not the priority action. There is no reason to assess for bleeding within the wound, or to measure 
pulse and BP. 
        
18. Answer :   C18. Answer :   C18. Answer :   C18. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Covering the wound with sterile, saline-moistened gauze keeps the wound moist, and protects it from 
infection. Option A is incorrect; in wound dehiscence, the layers of the wound are disrupted, but there is 
no protrusion of vital organs. In addition, pushing back organs such as the intestines is extremely 
dangerous because it could cause strangulation. A hydrocolloid dressing is not indicated (Option B), 
because its absorptive properties are not needed. Option D would be ineffective, and does not protect 
underlying tissue. 
        
19. Answer :   B19. Answer :   B19. Answer :   B19. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
By keeping the stomach empty during surgery, the risk of vomiting and aspiration is decreased. The other 
options are unrelated to NPO status. 
        
20. Answer :   A20. Answer :   A20. Answer :   A20. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Assessment in the preoperative phase includes anticipating any health problems that might occur during 
and after surgery. Option B is applicable during the intraoperative phase, when specific, specialized 
activities are carried out in the operating room. Option C is a very general activity that should occur 
continually. Prevention of complications (Option D) occurs in the postoperative stage. 
  
21. Answer :   C21. Answer :   C21. Answer :   C21. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Ablative surgery involves removal of diseased body parts. Option A is an example of transplant surgery, 
Option B is for a diagnostic purpose, and Option C is for a palliative purpose. 
  
22. Answer :   B22. Answer :   B22. Answer :   B22. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Risk is not associated with the place where surgery is performed; also, this is not a client-related factor. 
Risk is associated with poor nutritional status, so Option C is incorrect. The higher the likelihood of 
complications, the greater the risk, making Option D incorrect. When surgery is performed on vital 
organs, there is a greater likelihood for complications, and therefore the risk is higher. 
        
23. Answer :   B23. Answer :   B23. Answer :   B23. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The infant has immature vital organs that affect his ability to metabolize medications, such as the 
anesthetic, and the ability to resist infection. Infants do not suffer from declines in functioning (Option A). 
Hypothermia is more likely to occur than hyperthermia, since the infant has an immature temperature 
regulation and large body surface area (Option C). The volume of blood in an infant is limited, and does 
not fluctuate (Option D). 
        
24. Answer :   A24. Answer :   A24. Answer :   A24. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Option A is correct, since toddlers and preschool-age children are fearful of painful events. The other 
options are incorrect; appearance is not a primary concern at this age, anticipating an inability to do 
certain things is not a concern at this developmental level, and children at this age are unaware of 
competency issues of medical personnel. 
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25. Answer :   A25. Answer :   A25. Answer :   A25. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Although all the options contain aspects that need assessment, the parameters in Option A are the most 
important to assess initially because they relate to physiological needs and are more global indicators of 
overall functioning than are the other options. 
        
26. Answer :   A26. Answer :   A26. Answer :   A26. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
The color of the skin, nails, and lips are indicators of tissue perfusion, and pallor and cyanosis indicate 
alteration. Mobility, pain, and fluid loss are incorrect, as they are not signs of tissue perfusion. 
        
27. Answer :   D27. Answer :   D27. Answer :   D27. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Turning side-to-side allows the lungs alternately to expand properly. Peristalsis increases with movement 
even without the turning, and muscle weakness can be lessened with movement. Turning does not 
necessarily induce sleep. 
    
28. Answer :   C28. Answer :   C28. Answer :   C28. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The first signs of healing are absence of bleeding and wound edges bound by fibrin in the clot. 
Inflammation at the wound edges follows the first sign, and then, when the clot diminishes, inflammation 
decreases, and collagen forms a scar. 
        
29. Answer :   C29. Answer :   C29. Answer :   C29. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Absence of pain indicates that the client is comfortable. The other options indicate goals of either risk 
reduction or restoration of well-being. 
        
30. Answer :   C30. Answer :   C30. Answer :   C30. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Option A is not the best question initially, as it focuses not on the client but on the doctor. Option B is 
not an appropriate initial question. Option D is challenging, and not appropriate as an initial question. 
Option C is correct, as it will lead to the nurse's further exploration. 
        
31. Answer :   B31. Answer :   B31. Answer :   B31. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Respiratory and circulatory depression is a disadvantage of general anesthetics because there is a greater 
risk for complications, especially for clients with chronic illnesses. General anesthetic agents are rapidly 
excreted, and produce amnesia. General anesthetics produce central nervous system depression, so clients 
do not feel the pain of surgery. 
  
32. Answer :   B32. Answer :   B32. Answer :   B32. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Benzodiazepines such as lorazepam and diazepam decrease anxiety and produce side effects such as 
hypotension and sedation. Major tranquilizers such as chlorpromazine produce extrapyramidal 
symptoms, but benzodiazepines do not. Hypocalcemia is not an adverse effect of this class of drugs. 
  
33. Answer :   D33. Answer :   D33. Answer :   D33. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Increased hemoglobin and hematocrit might be a result of dehydration. Immune deficiency is an 
indication of decreased white blood cell count (Option A), while an increase in electrolytes, such as 
potassium, sodium, or chloride, indicates kidney dysfunction (Option B). Malignancy may be suspected 
with increased platelet count. 
        
34. Answer :   A34. Answer :   A34. Answer :   A34. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
The anesthetic agent is injected into the subarachnoid space for spinal anesthesia, and into the epidural 
space (which is outside the dura mater) in epidural anesthesia. Regional anesthesia can include local or 
topical anesthesia or nerve blocks, and does not require clients to have sedation, or produce amnesia.    
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35. Answer :   A35. Answer :   A35. Answer :   A35. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Option A is the correct answer, as in this position, gravity keeps the tongue forward, which prevents 
aspiration. A pillow elevates the head, semi-prone position is unsafe in most cases, as it can interfere with 
breathing. 
        
36. Answer :   C36. Answer :   C36. Answer :   C36. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Excessive bloody drainage on dressings or the bedclothes, often underneath the client (because of 
gravity), indicates hemorrhage. 
        
37. Answer :   B37. Answer :   B37. Answer :   B37. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Option B is the correct answer, as the client has an inability to retain the information, and therefore has a 
deficiency in knowledge base. Self-care Deficit is incorrect, as there is no indication of inability to perform 
self-care activities such as bathing and eating. Options C and D   are definitely incorrect. 
  
38. Answer :   A38. Answer :   A38. Answer :   A38. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
The drain allows for drainage of excessive fluid and purulent material that might have accumulated during 
the surgery. Healing is promoted, but not necessarily at a rapid rate, and not all drains have to be 
shortened or connected to suction. 
        
39. Answer :   B39. Answer :   B39. Answer :   B39. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Option B could indicate wound infection. All options except 2 indicate normal wound healing or 
characteristics. 
        
40. Answer :   C40. Answer :   C40. Answer :   C40. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Preoperative teaching should be reinforced postoperatively. By asking to take the TED hose and SCDs off, 
the client indicates that he does not comprehend that the purpose is to maximize blood flow to the legs 
at all times, especially when lying in bed. 
        
41. Answer :   A41. Answer :   A41. Answer :   A41. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
The calf is the most common place for a deep vein thrombosis to develop. Although it is a nonspecific 
finding, the classic symptom is pain on dorsiflexion. As the calf muscle compresses the thrombus, pain is 
triggered. Although the affected leg could be warm to the touch (Option C), the warmth would be in the 
affected calf area, not the thigh. Skin coolness (Option B) and decreased pulses below groin level would 
indicate a decreased arterial blood flow, not venous, and this rare occurrence would likely be associated 
with arterial thrombosis (a possible complication of catheter insertion at the femoral artery). A 
generalized fever, chills, and dyspnea (Option D) would indicate a systemic infection rather than a DVT. 
  
42. Answer :   B42. Answer :   B42. Answer :   B42. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Atelectasis is collapsed lung tissue from decreased depth of breathing. The sounds that would be heard 
over the collapsed tissue would be diminished or absent, depending upon the amount of tissue involved. 
Since most clients lie in bed on their backs, the collapsed tissue is usually bilaterally in the posterior lower 
lobes. 
        
43. Answer :   B43. Answer :   B43. Answer :   B43. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The elderly are more prone to congestive heart failure when their systems are overloaded with fluids that 
cannot be adequately pumped. The symptoms in the question stem are classical symptoms of congestive 
heart failure. Reducing the IV flow rate will not do harm, and will allow further assessment without 
increasing the strain on the heart. 
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44. Answer :   C44. Answer :   C44. Answer :   C44. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Urinary output should be at least 30 milliliters per hour, and 150 milliliters per shift does not show 
adequate renal perfusion or functions. 
    
45. Answer :   D45. Answer :   D45. Answer :   D45. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
The client who already has impaired respirations due to increased weight would be at greatest risk for 
respiratory complications when receiving a narcotic that suppresses respirations. Snoring loudly reflects 
poor air exchange. Narcolepsy suggests that he is sleep-deprived from respiratory obstruction at night. 
Close assessment should be given to this client. 
  
46. Answer :   D46. Answer :   D46. Answer :   D46. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Whenever the client states she is choking or having difficulty breathing, further assessment should be done 
immediately. The tubing could be coiled at the back of her throat, or swelling might have occurred to 
limit the air flow. 
    
47. Answer :   A47. Answer :   A47. Answer :   A47. Answer :   A    
Rationale:Rationale:Rationale:Rationale:    
    Delegation to UAP can include any activity that is within their role. Ambulating the client and 
administering an enema are within this role. 
        
48. Answer :   A48. Answer :   A48. Answer :   A48. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Drug management includes knowing what the counteragent is for common dangerous drugs. Narcan is 
the acceptable antidote for narcotic overdose. 
        
49. Answer :   A49. Answer :   A49. Answer :   A49. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Triple-lumen catheters have three ports for openings at the tip, which is located just outside the right 
atrium of the heart. The distal port is located at the tip of the catheter, and is the largest gauge of the 
three. It is 16-gauge in size, and is suitable for infusing colloids and blood products. The other two ports 
are 18-gauge openings, and are used for blood draws or routine IV crystalloid fluids. 
 
50. Answer :   A50. Answer :   A50. Answer :   A50. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
In cirrhosis, the damaged liver is unable to properly metabolize amino acids and synthesize albumin, 
resulting in decreased serum concentrations. The damaged liver is unable to completely break down 
bilirubin, and serum levels are elevated. Ammonia is normally converted to urea; serum levels are 
increased with liver damage. Prothrombin times are increased when the liver is unable to synthesize 
clotting factors. 
        
51. Answer :   C51. Answer :   C51. Answer :   C51. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The area is anesthetized using a local anesthetic before skin biopsy, so the client should only feel 
discomfort while the anesthetic is administered. Analgesics are not given before the procedure (Option 
A), and the procedure is not pain-free (Option B). The client may take medication such as acetaminophen 
following the procedure (Option D), but this does not address the client’s question about pain during the 
procedure. 
        
52. Answer :   B52. Answer :   B52. Answer :   B52. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Because a contrast agent will be used for the test, it is most important for the nurse to ask about an 
allergy to iodine or shellfish. While it is good to know if the client has had a similar test for anxiety 
reduction, it is not the priority. The client should not have anything to eat or drink for four hours prior to 
the test. It is generally helpful for the client to void before leaving the unit to avoid having to do so 
during the test, but this is also a lower-priority item than assessing for allergy. 
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53. Answer :   D53. Answer :   D53. Answer :   D53. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Because the MRI scanner uses magnets, the client cannot wear any metal, and clients who have implanted 
metal might be ineligible for this study. The client does not need to withhold food or fluids before the 
test. The client does not need to remain in the department for additional observation after the test, and 
can drive herself home. 
        
54. Answer :   B54. Answer :   B54. Answer :   B54. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The amount of residual radioactivity following radionuclide scanning is very small, and poses no risk to 
visitors or staff. Using standard precautions in handling blood or body fluids is sufficient for protection. It 
is unnecessary to stand six feet away from the client, use a private room, or place the client on contact 
precautions. 
        
55. Answer :   C55. Answer :   C55. Answer :   C55. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The most important question is to determine whether the client could be pregnant, since x-rays are 
contraindicated during pregnancy, especially during the first trimester. The question second in importance 
would be whether the client is wearing any metal, but possible pregnancy is a priority. It is helpful, but 
not of highest priority, to know if the client has had an x-ray before, to alleviate concerns. Asking about 
fear of small or closed spaces would be important for MRI machines and possibly for CT scanning 
machines. 
    
56. Answer :   A56. Answer :   A56. Answer :   A56. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
There is no special aftercare following pelvic ultrasound. For this reason, the nurse should make the client 
comfortable and ask if she needs anything before leaving the room. The client does not need to drink 
fluids, should not have cramping pains, and does not need to wait an hour before eating. 
    
57. Answer :   D57. Answer :   D57. Answer :   D57. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Before offering food or fluids to a client following bronchoscopy, it is essential to ensure that gag and 
swallow reflexes have returned. A local anesthetic is used to numb the throat to ease passage of the 
bronchoscope, and if protective reflexes have not returned, the client could aspirate. The other client data 
are also normal, but would not indicate whether the client can safely swallow. 
        
58. Answer :   C58. Answer :   C58. Answer :   C58. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The assessment finding that should be of greatest concern to the nurse is the adverse change in the distal 
pulse on the leg that underwent angiography. Skin that is paler and cooler is also of concern, but the 
reason for these adverse changes is the reduced circulation to the leg, which is in turn caused by the 
decreased pulse. A bandage that has a small amount of old blood is expected, and is not of concern at 
this time. 
        
59. Answer :   D59. Answer :   D59. Answer :   D59. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
The client is asked to lie still except for specific requests, such as to cough or deep-breathe to aid in 
catheter movement, or to terminate cardiac dysrhythmias caused by irritation of the catheter. The 
procedure is done in a special cardiac catheterization room in the radiology department, not in the 
operating room. The lights in the room may be dimmed at times so catheter movement can be visualized 
on a fluoroscopy screen. The catheter insertion site is anesthetized with a local anesthetic, so the client 
should feel pressure but not pain. 
    
60. Answer :   A60. Answer :   A60. Answer :   A60. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
There is no restriction of food or fluids prior to a cardiac (or any) echocardiogram. This test uses sound 
waves emitted from and reflected back to a transducer, and it is noninvasive. Options 2 through 4 are all 
variations of an incorrect response. 
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61. Answer :   C61. Answer :   C61. Answer :   C61. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The client should go about his usual daily activities and exercise pattern while wearing the monitor, and 
should record activities and any symptoms experienced in the diary. The client does not need to make 
diary entries every 30 minutes, but as needed to provide an overview of activity so that it can be 
correlated with any cardiac abnormalities on the time-stamped electrocardiogram being recorded. The 
client should not take a bath or a shower while wearing the device, which has electrical circuitry. The 
client does not need to walk a total of three miles during the 24-hour period. 
    
62. Answer :   C62. Answer :   C62. Answer :   C62. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The client has 15 mL less than the expected minimum urine output of 240 mL in 8 hours. The first steps by 
the nurse would be to assess the client s fluid intake and encourage the client to drink increased fluids. 
Although it is not incorrect to measure specific gravity, the nurse could expect the value to be high if the 
urine output volume were low because of poor intake. Documenting the value is insufficient because 
further nursing action is warranted. The nurse should call the physician if the reduced output continues 
after increasing the client s fluid intake. 
        
63. Answer :   B63. Answer :   B63. Answer :   B63. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The nursing assistant should wash the client s hair to remove the paste or colloidon that was used to 
secure the electrodes to the head for the diagnostic test. The client should be able to eat and drink, and 
can resume usual activity unless otherwise ordered. There is no dye used in this diagnostic test. 
        
64. Answer :   A64. Answer :   A64. Answer :   A64. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Following myelogram with water-based contrast, the head of the bed needs to be elevated to 60 degrees 
to reduce the risk of meningeal irritation from any residual contrast in the spinal fluid. If an oil-based 
contrast was used, the head of the bed would need to remain flat. The other options indicate incorrect 
responses, because the head of the bed is too low to prevent headache from meningeal irritation as a 
complication of the procedure. 
    
65. Answer :   C65. Answer :   C65. Answer :   C65. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The client should limit joint movement, including walking, for 2-3 days after arthroscopy. Analgesics are 
often needed to manage pain, and the client should be instructed about what to use and how often to 
take it. The physician may order ice to control swelling, but not heat, which would aggravate swelling. 
Increased swelling and bleeding after discharge should be reported, because these are abnormal findings, 
and could indicate a complication of the procedure. 
    
66. Answer :   A66. Answer :   A66. Answer :   A66. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Because the throat is anesthetized so the client can tolerate the endoscope, the client’s gag and swallow 
reflexes are temporarily lost during any upper endoscopy procedure, such as esophagogastroscopy. The 
nurse’s priority is to monitor for return of these protective airway reflexes. While mildly elevated 
temperature and reports of heartburn and sore throat also bear continued monitoring, they are of lesser 
priority than concerns related to the client’s airway 
        
67. Answer :   C67. Answer :   C67. Answer :   C67. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The client should not eat or drink anything for 8-12 hours before the test, so the client should not eat or 
drink anything after midnight. Oral medications are usually withheld before the procedure as well. 
    
68. Answer :   B68. Answer :   B68. Answer :   B68. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The diet may be resumed after colonoscopy, but the client usually tolerates it better if it is resumed 
gradually. The client should not drive for about 24 hours, until all medications have fully worn off. It is 
normal to pass gas and feel bloated because of the carbon dioxide used to insufflate the colon to visualize 
the area. It is abnormal for bleeding to be present, and the client should notify the physician if it occurs.  
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69. Answer :   B69. Answer :   B69. Answer :   B69. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The client should avoid using any skin products, such as lotions or deodorant, on the skin of the breast or 
underarm prior to mammogram. The client may eat and drink as usual. Although the procedure might 
cause some women discomfort with compression of the breast, it is not necessary to premedicate with 
analgesics. There is no activity restriction following the test. 
        
70. Answer :   B70. Answer :   B70. Answer :   B70. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
A Mantoux test (or PPD test) to screen for tuberculosis should be read in 48-72 hours. If the test was 
planted on Monday, the result must be read in 2-3 days, which is Wednesday or Thursday. The other 
options are either partially (Options A and C  ) or completely incorrect (Option D). 
  
71. Answer :   D71. Answer :   D71. Answer :   D71. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Potassium is contraindicated in clients with renal dysfunctions. It cannot be filtered out if there is 
decreased renal filtration. With increased damage in tissues, additional potassium is released, causing an 
even higher level of potassium that can be life-threatening. 
    
72. Answer :   A72. Answer :   A72. Answer :   A72. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Since potassium is an intracellular ion, higher levels will alter the electrical pattern of the EKG. The 
peaking of a T wave is an indication that potassium is too high. 
   
73. Answer :   C73. Answer :   C73. Answer :   C73. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Packing the sample in ice will minimize the changes in gas levels during the transportation of the specimen 
to the lab. 
    
74. Answer :   C74. Answer :   C74. Answer :   C74. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Prothrombin time is the test that measures the coagulation times related to Coumadin management. The 
time that is preferred is 1½-2 times the time of normal clotting without drug usage. Therefore, for a 
therapeutic level, the prothrombin time is expected to be between 20-30 seconds while on Coumadin. 
        
75. Answer:   A75. Answer:   A75. Answer:   A75. Answer:   A    
Rationale: Rationale: Rationale: Rationale:     
A low T cell count (normal is 1,500-4,000) indicates that the T lymphocytes have been damaged or 
destroyed by the AIDS virus, causing immune suppression. CD4/CD8 ratios are altered with AIDS virus 
damage, causing the ratios to decrease significantly (normal is 1.0-3.5). This result is within normal range, 
and does not reflect a decreased T cell count. 
  
76. Answer :   B76. Answer :   B76. Answer :   B76. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The blood of red meat can be identified with the guaiac test; therefore, it often is recommended to avoid 
meat for several days prior to the exam, to minimize the risk that a false positive might occur. 
    
77. Answer :   D77. Answer :   D77. Answer :   D77. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Type O has antibodies against both the A and B antigens (but not antigens on the RBCs). Type AB has no 
antibodies against A or B, but does have A and B antigens on the RBC. Therefore, type O blood 
antibodies would agglutinate the RBCs of type AB blood. 
    
78. Answer :   B78. Answer :   B78. Answer :   B78. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Coombs’ test tells us that the maternal blood has exposed the fetus’s red blood cells to antibodies or 
globulin complexes that can cause agglutination of the RBCs. Agglutination of RBCs means that the red 
blood cell can be broken apart or hemolyzed by these foreign antibodies from the mother as they cross 
the placental barrier. 
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79. Answer :   D79. Answer :   D79. Answer :   D79. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Graves’ disease is an overproduction of thyroid hormone, usually from an autoimmune attack on the 
thyroid gland. The lab results would be an increase in the total thyroxine (T4) and a decline in the TSH 
from the pituitary glands, as it works by negative feedback based upon the blood levels of T4. 
    
80. Answer :   D80. Answer :   D80. Answer :   D80. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Hospital-acquired infections are spread by cross-contamination between clients. Simple handwashing and/
or antiseptic foam use between clients will prevent the spread of both types of bacteria. 
    
81. Answer :   C81. Answer :   C81. Answer :   C81. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The first morning specimen is more concentrated, and is easier to analyze. Mouthwash contains antiseptic 
solution that would change the flora present in the specimen. Rinsing with water will remove secretions 
of the mouth without contamination by the mouthwash (Option A). Spitting only removes saliva, and 
does not require the depth of respiration and coughing that is needed to produce a specimen of lung 
secretions. Letting the secretions set for several hours could cross-contaminate the specimen with bacteria 
in the air. Specimens should be taken to lab for analysis immediately. 
    
82. Answer :   C82. Answer :   C82. Answer :   C82. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Aspiration of a wound by sterile needle and syringe is preferred due to the lower likelihood of 
contamination from skin flora. Both the needle and syringe are sterile, and the surface area that the 
needle touches is the least likely source for contamination from skin flora. 
  
83. Answer :   B83. Answer :   B83. Answer :   B83. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
To prevent cross-contamination from any other source, a sterile container is used to collect the tip of the 
catheter that has been cut with sterile scissors. Sterile-to-sterile is always the rule to prevent contamination 
from other sources. 
    
84. Answer :   D84. Answer :   D84. Answer :   D84. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Anxiety reduction is needed when the client is waiting for the outcome of tests, to assist her in processing 
her feelings and exploring her options based upon the results of the test. 
        
85. Answer :   A85. Answer :   A85. Answer :   A85. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
When testing with a PET scan, the client is injected with a radionuclide that emits positrons, which are 
special isotopes. The emissions are translated into color-coded images. It is effective to evaluate stroke, 
epilepsy, migraine headaches, Parkinson’s disease, dementia, and schizophrenia. The isotopes are 
removed through renal excretions, and precautions are needed to prevent exposure risks. The other tests 
listed do not require isotopes for analysis of body tissue. Therefore, none of them require precautions 
after the testing related to isotope excretion from the body. 
  
86. Answer :   C86. Answer :   C86. Answer :   C86. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
A full bladder is necessary to bounce the sound waves off to compare other tissues or structures being 
assessed. If done during pregnancy, the fetus must be older than 26 weeks in order to not have the 
restriction for the full bladder, since the amniotic fluid would be used at that point. 
        
87. Answer :   C87. Answer :   C87. Answer :   C87. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The EEG measures electrical brain wave activities, and allowing the client to take a nap prior to the test 
will alter the outcome of the brain activities. 
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88. Answer :   D88. Answer :   D88. Answer :   D88. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
With obstructive disorders, there is retention of CO2; by constriction at the alveolar levels. With pursed 
breathing techniques, the air is pressurized between the atmospheric pressure and the alveolar pressure by 
reducing the air flow on exhalation, thus allowing more CO2; to be released into the atmospheric air. 
    
89. Answer :   C89. Answer :   C89. Answer :   C89. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
When removing the fluid or tissue from the lungs, the diaphragm might have been irritated, causing the 
spasms of coughing episodes. If this cannot be minimized, more respiratory efforts will deprive the client 
of the needed oxygen-carbon dioxide exchange that is necessary for life. 
    
90. Answer :   A90. Answer :   A90. Answer :   A90. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Diabetes insipidus is a complication for any client who has undergone removal of a pituitary tumor. 
Edema of the remaining pituitary gland can cause reduction in the release of antidiuretic hormone (ADH), 
resulting in the movement of water from the glomerulus into the collecting tubules of the nephron. The 
client excretes large volumes of urine with a low specific gravity. As water is removed from the vascular 
compartment, the serum sodium becomes concentrated. Thus, the lab result indicates hypernatremia. The 
serum potassium, osmolality, and hematocrit would not be low (Options B, C, and D ). 
    
91. Answer :   D91. Answer :   D91. Answer :   D91. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Furosemide inhibits reabsorption of sodium, water, and potassium from the distal renal tubules and the 
loop of Henle, leading to a diuresis. The most common electrolyte disturbance associated with 
furosemide administration is hypokalemia. BUN and creatinine can be either elevated or lowered, 
depending on a client s individualized response to therapy. Similarly, the hematocrit could rise or fall, 
depending on the amount of fluid retained in the vascular compartment. 
    
92. Answer :   C92. Answer :   C92. Answer :   C92. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
Elevated uric acid levels are commonly seen with gout, and this is the initial question to ask the client. 
Uric acid does not rise with gallbladder disease, and is not affected by green tea. Although the client 
could experience renal stones from precipitation of uric acid crystals (causing flank pain), this is not the 
initial question to ask, since renal stones are a complication of gout. 
 
93. Answer :   B93. Answer :   B93. Answer :   B93. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
Serum creatinine is the best indicator of renal function. Decreases in serum creatinine often are dramatic 
following renal transplantation. Regular monitoring of serum creatinine levels is imperative in assessing 
the function of the transplanted kidney. Hemoglobin levels can increase postoperatively due to blood 
transfusions. Serum phosphate might decrease long-term as the kidney increases excretion of phosphates. 
However, this is not a reliable indicator of renal function. Serum sodium levels might fluctuate according 
to individual clientssodium-water balance. 
 
94. Answer :   C94. Answer :   C94. Answer :   C94. Answer :   C    
Rationale: Rationale: Rationale: Rationale:     
The hematocrit is an indicator of the proportion occupied by the cells in a given volume of blood. The 
hematocrit might decrease when cell volume of the blood is decreased because of blood loss. In addition, 
the hematocrit might decrease when the liquid portion of the blood volume increases, as would be the 
case when large volumes of intravenous fluid are administered. Hemoglobin would not be increased in 
this client situation, nor would sodium and calcium balance be altered. 
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95. Answer :   A95. Answer :   A95. Answer :   A95. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Neutrophils are responsible for destruction of bacterial invaders. In acute bacterial infections, such as 
appendicitis, the percentage of neutrophils (especially immature bands) in the complete blood count will 
increase. This presence of an increased number of bands in the CBC is known as a “shift to the left.” 
Lymphocytes are responsible for destruction of viruses. Erythrocytes and platelets are not affected by 
infections. 
        
96. Answer :   D96. Answer :   D96. Answer :   D96. Answer :   D    
Rationale: Rationale: Rationale: Rationale:     
Lymphocytes are responsible for the destruction of viruses. Thus, the presence of lymphocytes in the 
cerebrospinal fluid (CSF) suggests that the meningitis is viral in etiology, which is significant because the 
infection is most commonly self-limiting, and will not respond to antibiotic therapy (as would bacterial 
meningitis). The presence of neutrophils would suggest bacterial meningitis. Normally, CSF is free of all 
cell types. 
    
97. Answer :   B97. Answer :   B97. Answer :   B97. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
A positive leukocyte esterase suggests a urinary tract infection. Leukocytes (white blood cells) contain 
esterases that react with substances contained in urine. More than 100,000 colonies of bacteria (per high-
powered field) are needed before the patient can be diagnosed with a UTI. Testing for the presence of 
leukocyte esterase may be done using a voided urine sample, which is simple compared with the need 
for a catheterized urine sample. Nitrites might be positive in this situation. White blood cells could be 
elevated. Potassium in the urine is unaffected, and rarely measured. 
        
98. Answer :   B98. Answer :   B98. Answer :   B98. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The goal for total serum cholesterol is to keep the value below 200 mg/dL. While Options A and B   are 
within the normal range, the best outcome of therapy is the value that is the lower of the two. 
        
99. Answer :   A99. Answer :   A99. Answer :   A99. Answer :   A    
Rationale: Rationale: Rationale: Rationale:     
Albumin is a protein responsible for increasing osmotic pressure and maintaining intravascular fluid 
volume. Low albumin levels result in a decrease in intravascular colloid osmotic pressure, which in turn 
allows fluid to move out of the blood vessel and into interstitial tissues. This condition will be assessed as 
fluid retention in the form of edema, crackles, and so on. Skin turgor will be elastic when fluid shifts into 
the interstitial spaces. Bowel sounds and mucous membranes would not be affected. 
        
100. Answer :   B100. Answer :   B100. Answer :   B100. Answer :   B    
Rationale: Rationale: Rationale: Rationale:     
The loss of stomach acids creates an imbalance, leading to an excess of alkaline fluids in the body. The 
source of the loss is metabolic, not respiratory. 
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PSYCHIATRIC NURSINGPSYCHIATRIC NURSINGPSYCHIATRIC NURSINGPSYCHIATRIC NURSING    
 
1.1.1.1.    A client is admitted to the substance abuse unit for alcohol detoxification. Which of the following 

medications is the nurse most likely to administer to reduce the symptoms of alcohol withdrawal?  
 
A. A. A. A. Naloxone (Narcan)   
B. B. B. B. Haloperidol (Haldol)   
C. C. C. C. Magnesium sulfate 
D. D. D. D. Chlordiazepoxide (Librium) 
 
2.2.2.2.    The client tells the nurse he was involved in a car accident while he was intoxicated. What would be 

the most therapeutic response from the nurse?  
 
A. A. A. A. Why didn't you get someone else to drive you? 
B. B. B. B. Tell me how you feel about the accident.   
C. C. C. C. You should know better than to drink and drive.   
D. D. D. D. I recommend that you attend an Alcoholics Anonymous meeting. 
 
3.3.3.3.    A client suffers from depression after the accidental death of her daughter. After a suicide attempt, the 

client is admitted to the psychiatric unit. During the admission interview, the client tells the nurse that 
she no longer wants to die. The nurse should: 

 
A. A. A. A. suggests that the client no longer requires close observation.   
B. B. B. B. place the client in a private room, away from the nurses' station, so that she has privacy to work  
     through the stages of the grieving process. 
C. C. C. C. inspects the client's personal belongings for potentially dangerous objects.   
D. D. D. D. avoids any further discussion of suicide, unless the client brings up the topic. 
 
4.4.4.4.    The nurse is caring for a client diagnosed with panic disorder. The client begins to hyperventilate. 

How should the nurse respond initially? 
 
A. A. A. A. Stay with the client during the panic attack.   
B. B. B. B. Shout for help and obtain assistance.   
C. C. C. C. Teach the client relaxation exercises.   
D. D. D. D. Help the client explore the reason for the anxiety. 
 
5.5.5.5.    The nurse is caring for a client with panic disorder who has difficulty sleeping. Which nursing 

intervention would best help the client achieve healthy long-term sleeping habits?  
 
A. A. A. A. Administering sleeping pills 
B. B. B. B. Encouraging the use of relaxation exercises   
C. C. C. C. Suggesting he talks with other clients until he feels ready to sleep   
D. D. D. D. Telling him to play Ping-Pong in the day room 
 
6.6.6.6.    A client exhibits the following defining characteristics: denial of problems that are evident to others, 

expressions of shame or guilt, perceptions of self as being unable to deal with events, and projection 
of blame or responsibility for problems onto others. How would a nurse diagnose this client?  

 
A. A. A. A. Anxiety 
B. B. B. B. Chronic low self-esteem   
C. C. C. C. Ineffective denial   
D. D. D. D. Ineffective individual coping 
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7.7.7.7.    What herbal medication for depression, widely used in Europe, is now being prescribed in the United 
Arab Emirates?  

 
A. A. A. A. Ginkgo biloba   
B. B. B. B. Echinacea 
C. C. C. C. St. John's wort   
D. D. D. D. Ephedra 
 
8.8.8.8.    Nurse Abd-Al-Aziz is caring for a client with bulimia. Strict management of dietary intake is necessary. 

Which intervention is also important?  
 
A. A. A. A. Fill out the client's menu and make sure she eats at least half of what's on her tray.   
B. B. B. B. Let the client eats her meals in private then engage her in social activities for at least 2 hours after   
                each meal. 
C. C. C. C. Let the client choose her own food. If she eats everything she orders, then stay with her for 1 hour  
                after each meal.   
D. D. D. D. Let the client eat food brought in by the family if she chooses, but keep a strict calorie count. 
 
9.9.9.9.    A 15-year-old client is brought to the clinic by her mother. Her mother expresses concern about her 

daughter's weight loss and constant dieting. The nurse conducts a health history interview. Which of 
the following comments indicates that the client may be suffering from anorexia nervosa?  

 
A. A. A. A. "I like the way I look. I just need to keep my weight down because I'm a cheerleader."      
B. B. B. B. "I don't like the food my mother cooks. I eat plenty of fast food when I'm out with my friends." 
C.C.C.C. "I just can't seem to get down to the weight I want to be. I'm so fat compared to other girls."   
D.D.D.D. "I do diet around my periods, otherwise I just get so bloated. 
 
10.10.10.10.    Which psychological or personality factors are most likely to predispose an individual to medication 

abuse? 
 
A. A. A. A. Low self-esteem and unresolved rage   
B. B. B. B. Desire to inflict pain upon oneself   
C. C. C. C. Obsessive-compulsive disorder   
D. D. D. D. Codependency 
 
11.11.11.11.    A voluntary client on an inpatient psychiatric unit has a history of auditory hallucinations and self-

aggression. The nurse is talking with the client when the client suddenly jumps up and says, to no one 
in particular, "Get away from me." What's the nurse's best response?  

 
A. A. A. A. Escort the client to his room.   
B. B. B. B. Say, "I won't let them harm you."   
C. C. C. C. Sit quietly until the client becomes calm. 
D. D. D. D. Ask, "Who are you talking to?" 
 
12.12.12.12.    A 35-year-old voluntary client suddenly begins yelling, throws a chair, and exhibits extreme agitation. 

Which of the following would be most important for the nurse to consider when planning an 
intervention?  

 
A. A. A. A. Because the client is a voluntary admission, restraints can't be used.   
B. B. B. B. The family must be called for permission to restrain the client. 
C. C. C. C. Restraint should be used as a last resort.   
D. D. D. D. Restraint can't be initiated until the physician is called. 
 
13.13.13.13.    Before forcing a client to take a medication, the nurse  Abd-Al-Aziz should give priority to: 
 
A. A. A. A. The client's danger to self or others.   
B. B. B. B. What the "voices" are saying to the client.   
C. C. C. C. Whether the client's admission was voluntary.  
D. D. D. D. The client's insight into the illness. 
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14.14.14.14.    A client was admitted to the hospital 2 days ago for disrupting a town meeting, shouting religious 
delusions, and fighting with police. The client now refuses to take prescribed haloperidol (Haldol), 
saying, "I don't want it." Which response by the nurse would be best?  

 
A. A. A. A. "It will help you feel better."   
B. B. B. B. "You must take it or get an injection."   
C.C.C.C. "What are you afraid of?" 
D.D.D.D. "You sound concerned." 
 
15.15.15.15.    A client has been prescribed 75 mg of amitriptyline (Elavil) at bedtime and 15 mg of phenelzine 

(Nardil) three times per day. Which nursing action takes priority?  
 
A. A. A. A. Teaching the client about the adverse effects 
B. B. B. B. Calling the physician and questioning the order   
C. C. C. C. Instituting dietary restrictions   
D. D. D. D. Taking baseline vital signs 
 
16.16.16.16.    The nurse is caring for a client in the manic phase of bipolar disorder who is ready for discharge from 

the psychiatric unit. As the nurse begins to terminate the nurse-client relationship, which client 
response is most appropriate? 

 
A. A. A. A. Expressing feelings of anxiety   
B. B. B. B. Displaying anger, shouting, and banging the table.   
C. C. C. C. Withdrawing from the nurse in silence   
D. D. D. D. Rationalizing the termination, saying that everything comes to an end 
 
17.17.17.17.    A client with a borderline personality disorder has been playing one staff member against another. In 

formulating a care plan for this client, the nursing staff should include which intervention?  
 
A. A. A. A. Assigning the same staff members to work with the client   
B. B. B. B. Avoiding setting limits 
C. C. C. C. Rotating staff members who work with the client   
D. D. D. D. Avoiding interaction with the client until splitting behaviors stop 
  
18.18.18.18.    The nurse is planning care for a client admitted to the psychiatric unit with a diagnosis of paranoid 

schizophrenia. Which nursing diagnosis should receive the highest priority? 
 
A. A. A. A. Risk for self- or other-directed violence   
B. B. B. B. Imbalanced nutrition   
C. C. C. C. Ineffective coping   
D. D. D. D. Impaired verbal communication 
 
19.19.19.19.    The nurse is teaching a psychiatric client about her prescribed drugs, chlorpromazine and benztropine. 

Why is benztropine administered?  
 
A. A. A. A. To reduce psychotic symptoms 
B. B. B. B. To reduce extrapyramidal symptoms   
C. C. C. C. To control nausea and vomiting   
D. D. D. D. To relieve anxiety 
 
20.20.20.20.    The nurse is leading group therapy with psychiatric clients. During the working phase, what should 

the nurse do?  
 
A. A. A. A. Explain the purposes and goals of the group.   
B. B. B. B. Offer advice to help resolve conflicts. 
C. C. C. C. Encourage group cohesiveness.   
D. D. D. D. Encourage a discussion of feelings of loss regarding termination of the group. 
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21.21.21.21.    A psychiatric client who was voluntarily admitted now wishes to be discharged from the hospital, 
against medical advice. What's the most important assessment the nurse should make of the client?  

 
A. A. A. A. Ability to care for himself 
B. B. B. B. Degree of danger to self and others   
C. C. C. C. Level of psychosis   
D. D. D. D. Intended compliance with aftercare 
 
22.22.22.22.    The nurse should determine that restraints are no longer needed when the client:  
 
A. A. A. A. falls asleep.   
B. B. B. B. ceases verbalizing threats. 
C. C. C. C. is calm verbally and nonverbally.   
D. D. D. D. expresses being okay. 
 
23.23.23.23.    A client on an inpatient psychiatric unit at a community mental health center is pacing up and down 

the hallway. The client has a history of aggression. Which response by the nurse would be best when 
approaching the client?  

 
A.A.A.A. "If you can't relax, you could go to your room."   
B.B.B.B. "Would you like your antianxiety medication now?" 
C.C.C.C. "You're pacing. What's going on?"   
D.D.D.D. "Let's go play a game of pool." 
 
24.24.24.24.    A 37-year-old male with a history of schizophrenia is having auditory hallucinations. The physician 

orders 200 mg of haloperidol (Haldol) orally or I.M. every 4 hours as needed. What's the nurse's best 
action?  

 
A. A. A. A. Administer the haloperidol orally if the client agrees to take it.   
B. B. B. B. Call the physician to clarify whether the haloperidol should be given orally or I.M. 
C. C. C. C. Call the physician to clarify the order because the dosage is too high.   
D. D. D. D. Withhold haloperidol because it may cause hallucinations. 
 
25.25.25.25.    An inpatient psychiatric client suddenly becomes loud and visibly anxious. What's the best action for 

the nurse to take?  
 
A. A. A. A. Summon help and escort the client to his room.   
B. B. B. B. Face the client squarely and say, "You must be quiet."   
C. C. C. C. Say, "Calm down; you're safe here." 
D. D. D. D. Say, "Let's go talk in your room." 
 
26.26.26.26.    A client chronically complains of being unappreciated and misunderstood by others. She's 

argumentative and sullen. She always blames others for her failure to complete work assignments. She 
expresses feelings of envy toward people she perceives as more fortunate. She voices exaggerated 
complaints of personal misfortune. The client most likely suffers from which of the following 
personality disorders?  

 
A. A. A. A. Dependent personality 
B. B. B. B. Passive-aggressive personality   
C. C. C. C. Avoidant personality disorder   
D. D. D. D. Obsessive-compulsive disorder 
 
27.27.27.27.    A client diagnosed with depression tells the nurse, "I won't allow myself to cry because it upsets the 

whole family when I cry." This is an example of:  
 
A. A. A. A. manipulation.   
B. B. B. B. insight. 
C. C. C. C. rationalization.   
D. D. D. D. repression. 
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28.28.28.28.    A client diagnosed with major depression has started taking amitriptyline (Elavil), a tricyclic 
antidepressant. What's a common adverse effect of this drug?  

 
A. A. A. A. Weight loss 
B. B. B. B. Dry mouth   
C. C. C. C. Increased blood pressure   
D. D. D. D. Muscle spasms 
 
29.29.29.29.    A client has received treatment for depression for 3 weeks. Which behavior suggests that the client is 

recovering from depression? 
 
A. A. A. A. The client talks about the difficulties of returning to college after discharge.   
B. B. B. B. The client spends most of the day sitting alone in the corner of the room.   
C. C. C. C. The client wears a hospital gown instead of street clothes.   
D. D. D. D. The client shows no emotion when visitors leave. 
 
30.30.30.30.    A client in the manic phase of bipolar disorder constantly belittles other clients and demands special 

favors from the nurses. Which nursing intervention would be most appropriate for this client?  
 
A. A. A. A. Ask other clients and staff members to ignore the client's behavior. 
B. B. B. B. Set limits with consequences for belittling or demanding behavior.   
C. C. C. C. Offer the client an antianxiety drug when belittling or demanding behavior occurs.   
D. D. D. D. Offer the client a variety of stimulating activities to distract him from belittling or making demands  
                of others. 
 
31.31.31.31.    During a shift report, the nurse learns that she'll be providing care for a client who is vulnerable to 

panic attack. Treatment for panic attacks includes behavioral therapy, supportive psychotherapy, and 
medication such as:  

 
A. A. A. A. barbiturates. 
B. B. B. B. antianxiety drugs.   
C. C. C. C. depressants.   
D. D. D. D. amphetamines. 
 
32.32.32.32.    A client comes to the emergency department while experiencing a panic attack. The nurse can best 

respond to a client having a panic attack by: 
 
A. A. A. A. staying with the client until the attack subsides.   
B. B. B. B. telling the client everything is under control.   
C. C. C. C. telling the client to lie down and rest.   
D. D. D. D. talking continually to the client by explaining what's happening. 
 
33.33.33.33.    A 24-year-old client is experiencing an acute schizophrenic episode. He has vivid hallucinations that 

are making him agitated. The nurse's best response at this time would be to:  
 
A. A. A. A. take the client's vital signs. 
B. B. B. B. explore the content of the hallucinations.   
C. C. C. C. tell him his fear is unrealistic.   
D. D. D. D. engage the client in reality-oriented activities. 
 
34.34.34.34.    A client with paranoid type schizophrenia becomes angry and tells the nurse to leave him alone. The 

nurse should: 
 
A. A. A. A. tell him that she'll leave for now but will return soon.   
B. B. B. B. ask him if it's okay if she sits quietly with him.   
C. C. C. C. ask him why he wants to be left alone.   
D. D. D. D. tell him that she won't let anything happen to him. 
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35.35.35.35.    A client begins taking haloperidol (Haldol). After a few days, he experiences severe tonic contractures 
of muscles in the neck, mouth, and tongue. The nurse should recognize this as:  

 
A. A. A. A. psychotic symptoms.   
B. B. B. B. parkinsonism.   
C. C. C. C. akathisia. 
D. D. D. D. dystonia. 
 
36.36.36.36.    Which statement about somatoform pain disorder is accurate?  
 
A. A. A. A. The pain is intentionally fabricated by the client in order to receive attention. 
B. B. B. B. The pain is real to the client, even though there may not be an organic etiology for the pain.   
C. C. C. C. The pain is less than would be expected from what the client identifies as the underlying disorder.   
D. D. D. D. The pain is what would be expected from what the client identifies as the underlying disorder. 
 
37.37.37.37.    The nurse is caring for a client diagnosed with antisocial personality disorder. The client has a history 

of fighting, cruelty to animals, and stealing. Which of the following traits would the nurse be most 
likely to uncover during assessment?  

 
A. A. A. A. History of gainful employment   
B. B. B. B. Frequent expression of guilt regarding antisocial behavior   
C. C. C. C. Demonstrated ability to maintain close, stable relationships 
D. D. D. D. A low tolerance for frustration 
 
38.38.38.38.    The nurse is caring for a client with antisocial personality disorder. Which of the following statements 

is most appropriate for the nurse to make when explaining unit rules and expectations to the client?  
 
A.A.A.A. "I and other members of the health care team would like you to attend group therapy each day."   
B.B.B.B. "You'll find your condition will improve much faster if you attend group therapy each day." 
C.C.C.C. "You'll be expected to attend group therapy each day."   
D.D.D.D. "Please try to attend group therapy each day." 
 
39.39.39.39.    A 58-year-old client on a mental health unit has lost control, despite having been properly 

medicated, and is threatening to harm himself and others. He has been placed in four-point restraints. 
Which nursing measure should be taken next?  

 
A. A. A. A. Release one restraint every 15 minutes. 
B. B. B. B. Have a staff member stay with the client at all times.   
C. C. C. C. Leave the client alone to reduce his sensory stimulation and allow him to regain control.   
D. D. D. D. Restrict fluids until the restraint period is over. 
 
40.40.40.40.    Which nursing assessment has priority while a client's extremities are restrained?  
 
A. A. A. A. Measuring urine output 
B. B. B. B. Checking circulation in extremities   
C. C. C. C. Assessing pupillary responses   
D. D. D. D. Noting respiratory pattern 
 
41.41.41.41.    A client is admitted to the inpatient unit of the mental health center with a diagnosis of paranoid 

schizophrenia. He's shouting that the government of France is trying to assassinate him. Which of the 
following responses is most appropriate?  

 
A.A.A.A. "I think you're wrong. France is a friendly country and an ally of the United Arab Emirates. Their  
     government wouldn't try to kill you." 
B.B.B.B. "I find it hard to believe that a foreign government or anyone else is trying to hurt you. You must  
                feel frightened by this."   
C.C.C.C. "You're wrong. Nobody is trying to kill you."   
D.D.D.D. "A foreign government is trying to kill you? Please tell me more about it." 
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42.42.42.42.    A client has been receiving chlorpromazine (Thorazine), an antipsychotic, to treat his psychosis. 
Which finding should alert the nurse that the client is experiencing pseudoparkinsonism?  

 
A. A. A. A. Restlessness, difficulty sitting still, pacing   
B.B.B.B. Involuntary rolling of the eyes 
C. C. C. C. Tremors, shuffling gait, masklike face   
D.D.D.D. Extremity and neck spasms, facial grimacing, jerky movements 
 
43.43.43.43.    A 54-year-old female was found unconscious on the floor of her bathroom with self-inflicted wrist 

lacerations. An ambulance was called and the client was taken to the emergency department. When 
she was stable, the client was transferred to the inpatient psychiatric unit for observation and 
treatment with antidepressants. Now that the client is feeling better, which nursing intervention is 
most appropriate?  

 
A. A. A. A. Observing for extrapyramidal symptoms   
B. B. B. B. Beginning a therapeutic relationship   
C.C.C.C. Canceling any no-suicide contracts 
D. D. D. D. Continuing suicide precautions 
 
44.44.44.44.    A 26-year-old male reports losing his sight in both eyes. He's diagnosed as having a conversion 

disorder and is admitted to the psychiatric unit. Which nursing intervention would be most 
appropriate for this client? 

 
A. A. A. A. Not focusing on his blindness   
B. B. B. B. Providing self-care for him   
C. C. C. C. Telling him that his blindness isn't real   
D. D. D. D. Teaching eye exercises to strengthen his eyes 
 
45.45.45.45.    A client has a diagnosis of borderline personality disorder. She has attached herself to one nurse and 

refuses to speak with other staff members. She tells the nurse that the other nurses are mean, withhold 
her medication, and mistreat her. The staff is discussing this problem at their weekly conference. 
Which intervention would be most appropriate for the nursing staff to implement?  

 
A. A. A. A. Provide an unstructured environment for the client. 
B. B. B. B. Rotate the nurses who are assigned to the client.  
C. C. C. C. Ignore the client's behaviors.   
D. D. D. D. Bend unit rules to meet the client's needs. 
 
46.46.46.46.    The nurse is caring for a client, a Vietnam veteran, who exhibits signs and symptoms of posttraumatic 

stress disorder. Signs and symptoms of posttraumatic stress disorder include:  
 
A. A. A. A. hyperalertness and sleep disturbances.   
B. B. B. B. memory loss of traumatic event and somatic distress.   
C. C. C. C. feelings of hostility and violent behavior.   
D. D. D. D. sudden behavioral changes and anorexia. 
 
47.47.47.47.    The nurse is caring for a client with manic depression. The care plan for a client in a manic state 

would include:  
 
A. A. A. A. offering high-calorie meals and strongly encouraging the client to finish all food.   
B. B. B. B. insisting that the client remain active throughout the day so that he'll sleep at night.   
C. C. C. C. allowing the client to exhibit hyperactive, demanding, manipulative behavior without setting limits. 
D. D. D. D. listening attentively with a neutral attitude and avoiding power struggles. 
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48.48.48.48.    A client is a Vietnam War veteran with a diagnosis of posttraumatic stress disorder. He has a history 
of nightmares, depression, hopelessness, and alcohol abuse. Which option offers the client the most 
lasting relief of his symptoms? 

 
A. A. A. A. The opportunity to verbalize memories of trauma to a sympathetic listener   
B. B. B. B. Family support   
C. C. C. C. Prescribed medications taken as ordered   
D. D. D. D. Alcoholics Anonymous (AA) meetings 
 
49.49.49.49.    A client is admitted for detoxification after a cocaine overdose. The client tells the nurse that he 

frequently uses cocaine but that he can control his use if he chooses. Which coping mechanism is he 
using?  

 
A. A. A. A. Withdrawal   
B. B. B. B. Logical thinking   
C. C. C. C. Repression 
D. D. D. D. Denial 
 
50.50.50.50.    A 22-year-old client is diagnosed with dependent personality disorder. Which behavior is most likely 

evidence of ineffective individual coping? 
 
A. A. A. A. Inability to make choices and decisions without advice   
B. B. B. B. Showing interest only in solitary activities   
C. C. C. C. Avoiding developing relationships   
D. D. D. D. Recurrent self-destructive behavior with history of depression 
 
51.51.51.51.    A client on an inpatient psychiatric unit has been taking a tricyclic antidepressant without satisfactory 

results, so the physician changes to a monoamine oxidase (MAO) inhibitor. In evaluating the 
physician's order, the nurse must first be sure: 

 
A. A. A. A. adequate time has elapsed between discontinuing the first medication and beginning the second.   
B. B. B. B. the MAO inhibitor is begun at the same dosage as the tricyclic antidepressant.   
C. C. C. C. the client isn't suicidal.   
D. D. D. D. the client isn't allergic to cheese. 
 
52.52.52.52.    A client reports no improvement in mood since beginning a regimen of 15 mg of tranylcypromine 

(Parnate) twice per day 1 week ago. Which of the following is the best nursing action? 
 
A. A. A. A. Say to the client, "The medication may need up to 4 weeks to take effect."   
B. B. B. B. Say to the client, "You should feel the effects any day now."   
C. C. C. C. Consult with the physician about a dosage adjustment.   
D. D. D. D. Consult with the physician about a change of medication. 
 
53.53.53.53.    A client who has been hospitalized with depression is about to be discharged with a prescription of 

phenelzine (Nardil). In planning for discharge, the nurse should have a teaching plan that emphasizes:  
 
A. A. A. A. getting adequate rest.   
B. B. B. B. avoiding smoking. 
C. C. C. C. avoiding red wine.   
D. D. D. D. taking the drug with food or milk. 
 
54.54.54.54.    The physician prescribes a monoamine oxidase (MAO) inhibitor for a client. Which of the following 

nursing diagnostic categories would be most appropriate to focus on during client teaching? 
 
A. A. A. A. Risk for injury   
B. B. B. B. Disturbed thought processes   
C. C. C. C. Deficient fluid volume   
D. D. D. D. Disturbed sleep pattern 
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55.55.55.55.    A nurse is teaching clients in an outpatient clinic about monoamine oxidase (MAO) inhibitors. The 
nurse would best evaluate the clients' understanding of how their medications work by noting: 

    
A. A. A. A. food selections.   
B. B. B. B. fluid intake.   
C. C. C. C. potential for self-harm.   
D. D. D. D. level of anxiety. 
 
56.56.56.56.    A client has approached the nurse asking for advice on how to deal with his alcohol addiction. The 

nurse should tell the client that the only effective treatment for alcoholism is:   
 
A.A.A.A. psychotherapy.  
B.B.B.B. total abstinence.   
C.C.C.C. Alcoholics Anonymous (AA).   
D.D.D.D. aversion therapy. 
 
57.57.57.57.    The nurse is providing care for a client undergoing opiate withdrawal. Opiate withdrawal causes 

severe physical discomfort and can be life-threatening. To minimize these effects, opiate users are 
commonly detoxified with:  

 
A.A.A.A. barbiturates.   
B.B.B.B. amphetamines.  
C.C.C.C. methadone.   
D.D.D.D. benzodiazepines. 
 
58.58.58.58.    The nurse is caring for a client who experiences false sensory perceptions with no basis in reality. 

These perceptions are known as:  
 
A. A. A. A. delusions.  
B. B. B. B. hallucinations.  
C. C. C. C. loose associations.   
D. D. D. D. neologisms. 
 
59.59.59.59.    The nurse is caring for a client who is suicidal. When accompanying the client to the bathroom, the 

nurse should:  
 
A. A. A. A. give him privacy in the bathroom.   
B. B. B. B. allow him to shave.   
C. C. C. C. open the window and allow him to get some fresh air.  
D. D. D. D. observe him. 
 
60.60.60.60.    The nurse is developing a care plan for a client with anorexia nervosa. Which action should the nurse 

include in the plan?  
 
A. A. A. A. Restrict visits with the family until the client begins to eat.  
B. B. B. B. Provide privacy during meals.  
C. C. C. C. Set up a strict eating plan for the client.   
D. D. D. D. Encourage the client to exercise, which will reduce her anxiety. 
 
61.61.61.61.    The nurse is caring for a 40-year-old client. Which behavior by the client indicates adult cognitive 

development?  
 
A. A. A. A. Has perceptions based on reality   
B. B. B. B. Assumes responsibility for actions 
C. C. C. C. Generates new levels of awareness   
D. D. D. D. Has maximum ability to solve problems and learn new skills 
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62.62.62.62.    The nurse is assessing a client suffering from stress and anxiety. A common physiological response to 
stress and anxiety is:  

 
A. A. A. A. sedation. 
B. B. B. B. diarrhea.   
C. C. C. C. vertigo.   
D. D. D. D. urticaria. 
 
63.63.63.63.    The nurse is assessing a client for lifestyle factors that might affect normal coping. Which factor would 

the nurse most likely consider? 
 
A. A. A. A. Inadequate diet   
B. B. B. B. Divorce   
C. C. C. C. Job promotion   
D. D. D. D. Adopting a child 
 
64.64.64.64.    A client with bipolar disorder is being treated with lithium for the first time. The nurse should observe 

the client for which common adverse effect of lithium?  
 
A. A. A. A. Sexual dysfunction   
B. B. B. B. Constipation 
C. C. C. C. Polyuria   
D. D. D. D. Seizures 
 
65.65.65.65.    A client is admitted for an overdose of amphetamines. When assessing this client, the nurse should 

expect to see: 
    
A. A. A. A. tension and irritability.   
B. B. B. B. slow pulse.   
C. C. C. C. hypotension.   
D. D. D. D. constipation. 
 
66.66.66.66.    A teenager was driving a car that slipped off an desert  road, killing two of his friends. He repeatedly 

tells the nurse that he should be dead instead of his friends. The client's behavior is an example of: 
 
A. A. A. A. survivor's guilt.   
B. B. B. B. denial.   
C. C. C. C. anticipatory grief.   
D. D. D. D. repression. 
 
67.67.67.67.    Nurse Budur is caring for a client with schizophrenia. Which of the following outcomes is least 

desirable? 
 
A. A. A. A. The client spends more time by himself.   
B. B. B. B. The client doesn't engage in delusional thinking.   
C. C. C. C. The client doesn't harm himself or others.   
D. D. D. D. The client demonstrates the ability to meet his own self-care needs. 
 
68.68.68.68.    Nurse Abd-Al-Aziz is caring for a client with schizophrenia who experiences auditory hallucinations. 

The client appears to be listening to someone who isn't visible. He gestures, shouts angrily, and stops 
shouting in mid-sentence. Which nursing intervention is the most appropriate?  

 
A. A. A. A. Approach the client and touch him to get his attention.   
B. B. B. B. Encourage the client to go to his room where he'll experience fewer distractions. 
C. C. C. C. Acknowledge that the client is hearing voices, but make it clear that the nurse doesn't hear these  
                voices.   
D. D. D. D. Ask the client to describe what the voices are saying. 
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69.69.69.69.    A client with schizophrenia who receives fluphenazine (Prolixin) develops pseudoparkinsonism and 
akinesia. What drug would the nurse administer to minimize extrapyramidal symptoms? 

 
A. A. A. A. Benztropine (Cogentin)   
B. B. B. B. Dantrolene (Dantrium)   
C. C. C. C. Clonazepam (Klonopin)   
D. D. D. D. Diazepam (Valium) 
 
70.70.70.70.    The nurse is caring for a client being treated for alcoholism. Before initiating therapy with disulfiram 

(Antabuse), the nurse teaches the client that he must read labels carefully on which of the following 
products? 

  
A. A. A. A. Carbonated beverages 
B. B. B. B. Aftershave lotion   
C. C. C. C. Toothpaste   
D. D. D. D. Cheese 
 
71.71.71.71.    A client is being admitted to the substance abuse unit for alcohol detoxification. As part of the intake 

interview, the nurse asks him when he had his last alcoholic drink. He says that he had his last drink 6 
hours before admission. Based on this response, the nurse should expect early withdrawal symptoms 
to:  

 
A. A. A. A. not occur at all because the time period for their occurrence has passed. 
B. B. B. B. begin anytime within the next 1 to 2 days.   
C. C. C. C. begin within 2 to 7 days.   
D. D. D. D. begin after 7 days. 
 
72.72.72.72.    The nurse in the substance abuse unit is trying to encourage a client to attend Alcoholics Anonymous 

(AA) meetings. When the client asks the nurse what he must do to become a member, the nurse 
should respond:  

 
A. A. A. A. You must first stop drinking.   
B. B. B. B. Your physician must refer you to this program. 
C. C. C. C. Admit you're powerless over alcohol and that you need help.   
D. D. D. D. You must bring along a friend who will support you. 
 
73.73.73.73.    The nurse is assessing a 15-year-old female who is being admitted for treatment of anorexia nervosa. 

Which clinical manifestation is the nurse most likely to find?  
 
A. A. A. A. Tachycardia   
B. B. B. B. Warm, flushed extremities 
C. C. C. C. Parotid gland tenderness   
D. D. D. D. Coarse hair growth 
 
74.74.74.74.    The nurse is assessing an adult's developmental stage. The nurse should consider:  
 
A. A. A. A. height and weight.   
B. B. B. B. blood pressure. 
C. C. C. C. previous problem-solving strategies.   
D. D. D. D. pulse rate. 
 
75.75.75.75.    Which of the following factors would have the most influence on the outcome of a crisis situation?  
 
A. A. A. A. Age 
B. B. B. B. Previous coping skills   
C. C. C. C. Self-esteem   
D. D. D. D. Perception of the problem 
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76.76.76.76.    The nurse must administer a medication to reverse or prevent Parkinson-type symptoms in a client 
receiving an antipsychotic. The medication the client will likely receive is: 

 
A. A. A. A. benztropine (Cogentin).   
B. B. B. B. diphenhydramine (Benadryl).   
C. C. C. C. propranolol (Inderal).   
D. D. D. D. haloperidol (Haldol). 
  
77.77.77.77.    The nurse is providing care for a female client with a history of schizophrenia who is experiencing 

hallucinations. The physician orders 200 mg of haloperidol (Haldol) orally or I.M. every 4 hours as 
needed. What's the nurse's best action?  

 
A. A. A. A. Administer the haloperidol orally if the client agrees to take it.   
B. B. B. B. Call the physician to clarify whether the haloperidol should be given orally or I.M. 
C. C. C. C. Call the physician to clarify the order because the dosage is too high.   
D. D. D. D. Withhold haloperidol because it may worsen hallucinations. 
 
78.78.78.78.    The nurse is providing care to a client with catatonic type of schizophrenia who exhibits extreme 

negativism. To help the client meet his basic needs, the nurse should:  
 
A. A. A. A. ask the client which activity he would prefer to do first.   
B. B. B. B. negotiate a time when the client will perform activities. 
C. C. C. C. tell the client specifically and concisely what needs to be done.   
D. D. D. D. prepare the client ahead of time for the activity. 
 
79.79.79.79.    Which information is most important for the nurse to include in a teaching plan for a schizophrenic 

client taking clozapine (Clozaril)?  
 
A. A. A. A. Monthly blood tests will be necessary. 
B. B. B. B. Report a sore throat or fever to the physician immediately.   
C. C. C. C. Blood pressure must be monitored for hypertension.   
D. D. D. D. Stop the medication when symptoms subside. 
 
80.80.80.80.    A client with manic episodes is taking lithium. Which electrolyte level should the nurse check before 

administering this medication?  
 
A. A. A. A. Calcium 
B. B. B. B. Sodium   
C. C. C. C. Chloride   
D. D. D. D. Potassium 
 
81.81.81.81.    The major goal of therapy in crisis intervention is to:  
 
A. A. A. A. withdraw from the stress. 
B. B. B. B. resolve the immediate problem.   
C. C. C. C. decrease anxiety.   
D. D. D. D. provide documentation of events. 
 
82.82.82.82.    A 38-year-old client is admitted for alcohol withdrawal. The most common early sign or symptom 

that this client is likely to experience is:  
 
A. A. A. A. impending coma.   
B. B. B. B. manipulating behavior.   
C. C. C. C. suppression. 
D. D. D. D. perceptual disorders. 
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83.83.83.83.    A client is admitted with a diagnosis of schizotypal personality disorder. Which signs would this client 
exhibit during social situations?  

 
A. A. A. A. Aggressive behavior 
B. B. B. B. Paranoid thoughts   
C. C. C. C. Emotional affect   
D. D. D. D. Independence needs 
 
84.84.84.84.    The nurse is caring for a client in an acute manic state. What's the most effective nursing action for 

this client?  
 
A. A. A. A. Assigning him to group activities 
B. B. B. B. Reducing his stimulation   
C. C. C. C. Assisting him with self-care   
D. D. D. D. Helping him express his feelings 
 
85.85.85.85.    The nurse is caring for a client diagnosed with bulimia. The most appropriate initial goal for a client 

diagnosed with bulimia is to:  
 
A. A. A. A. avoid shopping for large amounts of food.   
B. B. B. B. control eating impulses. 
C. C. C. C. identify anxiety-causing situations.   
D. D. D. D. eat only three meals per day. 
 
86.86.86.86.    The nurse is caring for a client with hypochondriasis. Which behavior would the nurse most likely 

encounter?  
 
A. A. A. A. Ready acceptance of the physician's explanation that all medical and laboratory tests are normal   
B. B. B. B. Expression of fear of dying after being diagnosed with advanced breast cancer 
C. C. C. C. Expression of fear of colorectal cancer following 3 days of constipation   
D. D. D. D. Lack of concern about having a serious disease 
 
87.87.87.87.    The nurse is caring for a client who has been diagnosed with hypochondriasis. The client attributes his 

cough to tuberculosis. A chest X-ray and skin test are negative for tuberculosis. The client begins to 
complain about the sudden onset of chest pain. How should the nurse react initially?  

 
A. A. A. A. Let the client know the nurse understands his fears of serious illness.   
B. B. B. B. Encourage the client to discuss his fear of having a serious illness. 
C. C. C. C. Report the complaint of chest pain to the physician.   
D. D. D. D. Determine if the illness is fulfilling a psychological need for the client. 
   
88.88.88.88.    The nurse is talking with a client who recently attempted suicide. The client asks her not to tell 

anyone one about their conversation. How should the nurse respond? 
 
A. A. A. A. I'll need to share information with the rest of your health care team if it's important to your care.   
B. B. B. B. I promise I won't tell anyone about the information you share with me today.   
C. C. C. C. I promise I won't tell anyone about the information you share with me today unless you give me  
     permission to do so.   
D. D. D. D. Please don't tell me anything that you wouldn't want others on your health care team to know. 
 
89.89.89.89.    The nurse is administering atropine sulfate to a client about to undergo electroconvulsive therapy. 

Which assessment indicates that the medication is effective?  
 
A. A. A. A. The client's heart rate is 48 bpm. 
B. B. B. B. The client states that his mouth is dry.   
C. C. C. C. The client appears calm and relaxed.   
D. D. D. D. The client falls asleep. 
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90.90.90.90.    The nurse is documenting a care plan for a client who has undergone electroconvulsive therapy. 
Which intervention should the nurse include?  

 
A. A. A. A. Monitoring the client's vital signs every hour for 4 hours   
B. B. B. B. Placing the client in Trendelenburg's position   
C. C. C. C. Encouraging early ambulation 
D. D. D. D. Reorienting the client to time and place 
 
91.91.91.91.    The nurse is caring for an elderly client in a long-term care facility. The client has a history of 

attempted suicide. The nurse observes the client giving away personal belongings and has heard the 
client express feelings of hopelessness to other residents. Which intervention should the nurse perform 
first?  

 
A. A. A. A. Setting aside time to listen to the client 
B. B. B. B. Removing items that the client could use in a suicide attempt   
C. C. C. C. Communicating a nonjudgmental attitude   
D. D. D. D. Referring the client to a mental health professional 
 
92.92.92.92.    The nurse is caring for an adolescent female who reports amenorrhea, weight loss, and depression. 

Which additional assessment finding would suggest that the woman has an eating disorder?  
 
A. A. A. A. Wearing tight-fitting clothing   
B. B. B. B. Increased blood pressure   
C. C. C. C. Oily skin 
D. D. D. D. Excessive and ritualized exercise 
 
93.93.93.93.    A high school student is referred to the school nurse for suspected substance abuse. Following the 

nurse's assessment and interventions, what would be the most desirable outcome?  
 
A. A. A. A. The student discusses conflicts over drug use. 
B. B. B. B. The student accepts a referral to a substance abuse counselor.   
C. C. C. C. The student agrees to inform his parents of the problem.   
D. D. D. D. The student reports increased comfort with making choices. 
 
94.94.94.94.    The nurse is using drawing, puppetry, and other forms of play therapy while treating a terminally ill, 

school-age child. The purpose of these techniques is to help the child:  
 
A. A. A. A. internalize his feelings about death and dying.   
B. B. B. B. accept responsibility for his situation. 
C. C. C. C. express feelings that he can't articulate.   
D. D. D. D. have a good time while he's in the hospital. 
 
95.95.95.95.    The nurse is working with a client who abuses alcohol. Which of the following facts should the nurse 

communicate to the client? 
 
A. A. A. A. Abstinence is the basis for successful treatment.   
B. B. B. B. Attendance at Alcoholics Anonymous (AA) meetings every day will cure alcoholism.   
C. C. C. C. For treatment   to be successful, family members must participate.   
D. D. D. D. An occasional social drink is acceptable behavior for the alcoholic. 
 
96.96.96.96.    A client whose husband recently left her is admitted to the hospital with severe depression. The nurse 

suspects that the client is at risk for suicide. Which of the following questions would be most 
appropriate and helpful for the nurse to ask during an assessment for suicide risk?  

 
A.A.A.A. "Are you sure you want to kill yourself?"   
B.B.B.B. "I know if my husband left me, I'd want to kill myself. Is that what you think?" 
C. C. C. C. "How do you think you would kill yourself?"   
D.D.D.D. "Why don't you just look at the positives in your life?" 
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97.97.97.97.    The nurse is caring for a client who she believes has been abusing opiates. Assessment findings in a 
client abusing opiates, such as morphine, include:  

 
A. A. A. A. dilated pupils and slurred speech.   
B. B. B. B. rapid speech and agitation.   
C. C. C. C. dilated pupils and agitation. 
D. D. D. D. euphoria and constricted pupils. 
 
98.98.98.98.    The nurse is caring for a client experiencing an anxiety attack. Appropriate nursing interventions 

include: 
  
A. A. A. A. turning on the lights and opening the windows so that the client doesn't feel crowded.   
B. B. B. B. leaving the client alone.  
C. C. C. C. staying with the client and speaking in short sentences.   
D. D. D. D. turning on stereo music. 
 
99.99.99.99.    The nurse is teaching a new group of mental health aides. The nurse should teach the aides that 

setting limits is most important for:  
 
A. A. A. A. a depressed client.   
B. B. B. B. a manic client.   
C. C. C. C. a suicidal client.   
D. D. D. D. an anxious client. 
 
100.100.100.100.    A client is admitted with a diagnosis of delusions of grandeur. This diagnosis reflects a belief that 

one is: 
 
A. A. A. A. highly important or famous.   
B. B. B. B. being persecuted.   
C. C. C. C. connected to events unrelated to oneself.   
D. D. D. D. responsible for the evil in the world. 
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PSYCHIATRIC NURSING ANSWER AND RATIONALEPSYCHIATRIC NURSING ANSWER AND RATIONALEPSYCHIATRIC NURSING ANSWER AND RATIONALEPSYCHIATRIC NURSING ANSWER AND RATIONALE    
 
1.1.1.1.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Chlordiazepoxide and other tranquilizers help reduce the symptoms of alcohol withdrawal. Haloperidol 
may be given to treat clients with psychosis, severe agitation, or delirium. Naloxone is administered for 
narcotic overdose. Magnesium sulfate and other anticonvulsant medications are administered to treat 
seizures only if they occur during withdrawal. 
 
2.2.2.2.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
An open-ended statement or question is the most therapeutic response. It encourages the widest range of 
client responses, makes the client an active participant in the conversation, and shows the client that the 
nurse is interested in his feelings. Asking the client why he drove while intoxicated can make him feel 
defensive and intimidated. A judgmental approach isn't therapeutic. By giving advice, the nurse suggests 
that the client isn't capable of making decisions, thus fostering dependency. 
 
3.3.3.3.    Answer: C Answer: C Answer: C Answer: C     
Rationale: Rationale: Rationale: Rationale:     
The client must be protected from harming herself. This includes checking all personal items that the client 
brought to the hospital, such as a suitcase or pocketbook. The client must be closely observed until she 
has been evaluated and receives treatment. A client who is suicidal should be placed in a room near the 
nurses' station in full view of a nurse or other observer. The nurse shouldn't ignore the client's suicide 
attempt. The client may feel relief talking about the suicide attempt and knowing that she'll be protected 
from harm. 
 
4.4.4.4.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Because the presence of a calm nurse provides a feeling of security, the nurse should remain with a client 
during an anxiety attack and assure the client of his safety. Shouting for help and bringing others running 
to the scene can increase the client's anxiety. The nurse should keep the client's environment calm by 
reducing noise and limiting the number of people present. Teaching the client relaxation exercises and 
other methods to reduce stress and exploring the reasons underlying anxiety are important interventions 
but shouldn't be performed during an anxiety attack. During an attack a client isn't capable of learning 
new behaviors or achieving insight. 
 
5.5.5.5.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Relaxation exercises provide the client with a healthy way to gain control over anxiety. These exercises 
also produce a physiological response opposite to that produced by stress. Giving a sleeping pill would 
provide short-term relief for sleeplessness but wouldn't teach healthy sleep habits. Suggesting the client 
stay up and talk won't help him develop healthy sleep habits or control stress and anxiety. Playing ping-
pong or engaging in other exercises just prior to sleep produces a physiological response similar to stress. 
 
6.6.6.6.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The defining characteristics are those of chronic low self-esteem. The definition of this diagnosis is 
negative self-evaluation, along with negative feelings about self or capabilities, which may be directly or 
indirectly expressed. Anxiety, ineffective denial, and ineffective individual coping all have different sets of 
defining characteristics. 
 
7.7.7.7.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
St. John's wort has been found to have serotonin-elevating properties, similar to prescription 
antidepressants. Ginkgo biloba is prescribed to enhance mental acuity. Echinacea has immune-stimulating 
properties. Ephedra is a naturally occurring stimulant, similar to ephedrine. 
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8.8.8.8.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Allowing the client to select her own food from the menu will help her feel some sense of control. She 
must then eat 100% of what she selected. Remaining with the client for at least 1 hour after eating will 
prevent purging. Bulimic clients should be allowed to eat food only provided by the dietary department. 
 
9.9.9.9.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Low self-esteem is the highest risk factor for anorexia nervosa. Constant dieting to get down to a desirable 
weight is characteristic of the disorder. Feeling inadequate when compared to peers indicates poor self-
esteem. Most clients with anorexia nervosa don't like the way they look, and their self-perception may be 
distorted. A girl with cachexia may perceive herself to be overweight when she looks in the mirror. 
Preferring fast food to healthy food is common in this age-group. Because of the absence of body fat 
necessary for proper hormone production, amenorrhea is common in a client with anorexia nervosa. 
 
10.10.10.10.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Low self-esteem and repressed anger and rage as well as depression can predispose an individual to search 
for solace in addictive medications. Usually, medications are used to minimize or blot out pain, rather 
than inflict additional pain. The final two options are psychological disorders not usually associated with 
medication abuse. 
 
11.11.11.11.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
This question aims to clarify the client's remark. Option A ignores what the client said and violates the 
client's right to the least restrictive environment. Option B assumes that the client is hallucinating. Option 
C fails to address what the client said. 
 
12.12.12.12.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Restraint should always be used as a last resort, with the least restrictive measures used first. The criteria 
for restraint involve danger to self or others and don't exclude voluntary clients in emergencies. Unless a 
family member is a guardian, calling the family violates the client's confidentiality. In an emergency, the 
nurse may restrain a client before calling the physician. 
 
13.13.13.13.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Client rights prohibit the forcing of medication unless the client poses a danger to self or others. If the 
client is judged incompetent, the guardian or court must approve the forced medication. The other 
options overrule the client's basic rights. 
 
14.14.14.14.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The nurse's open-ended response encourages exploration. Option A is placating the client. Option B is 
threatening or, at least, too restrictive because the client hasn't exhibited dangerous behavior. Option C 
assumes that the client is afraid. 
 
15.15.15.15.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Administering amitriptyline (a tricyclic antidepressant) and phenelzine (a monoamine oxidase [MAO] 
inhibitor) together could cause hypertension, tachycardia, or a potentially fatal reaction; the nurse should 
call the physician to check the order. The other options are important nursing actions, but they don't take 
priority over calling the physician. 
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16.16.16.16.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Anxiety is a normal reaction to the termination of the nurse-client relationship. The nurse should help the 
client explore his feelings about the end of the therapeutic relationship. While anger about the 
termination may be a healthy response, banging the table, shouting, and other forms of acting out aren't 
appropriate behavior. Withdrawal isn't a healthy response to the termination of a relationship. By 
rationalizing the termination, the client avoids expressing his feelings and emotions. 
 
17.17.17.17.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Rotating staff members who care for a client with borderline personality disorder reduces the incidence of 
splitting behaviors. Helping the client to learn to relate to several staff members may reduce fears of 
abandonment. The staff should set limits on unacceptable behaviors; the client doesn't have the self-
control to set his own limits. Avoiding the client won't reduce splitting behaviors. The client needs to 
interact with staff members to develop relationships and reduce fears of abandonment. 
 
18.18.18.18.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Because of such factors as suspiciousness, anxiety, and hallucinations, the client with paranoid 
schizophrenia is at risk for violence toward himself or others. The other options are also appropriate 
nursing diagnoses but should be addressed after the safety of the client and those around him is 
established. 
 
19.19.19.19.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Benztropine is an anticholinergic medication, administered to reduce the extrapyramidal adverse effects of 
chlorpromazine and other antipsychotic medications. Benztropine doesn't reduce psychotic symptoms, 
relieve anxiety, or control nausea and vomiting. 
 
20.20.20.20.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
During the working phase, or the middle phase of a group, the nurse continues to encourage cohesiveness 
among its members. During the orientation phase, or the initial phase, the nurse leading the group should 
explain the purpose and goals of the group. During the termination phase, or the final phase, the leader 
encourages a discussion of feelings associated with termination. When leading a group, the nurse should 
act as a facilitator; offering advice isn't appropriate. The group members should work together to resolve 
conflicts. 
 
21.21.21.21.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A voluntary client who poses a danger to himself or others may be denied permission to leave the 
hospital. The other options are important assessments, but the client's danger to himself or others takes 
priority. 
 
22.22.22.22.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The nurse should look for consistency in subjective and objective data. Falling asleep, cessation of verbal 
threats, and saying that he's okay may indicate that restraints are no longer needed, but the nurse needs 
more data than any one of these options provides. 
 
23.23.23.23.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
This response acknowledges the client's behavior and explores his feelings. Options A and B assume that 
the client is anxious, which may be a projection on the nurse's part, considering the client's history of 
aggression. Option D ignores what might be going on with the client. 
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24.24.24.24.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The dosage is too high (normal dosage ranges from 5 to 100 mg daily). Administering additional 
haloperidol could cause an overdose. Haloperidol helps with symptoms of hallucinations; it doesn't cause 
them. 
 
25.25.25.25.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
This response acknowledges that the client is important to the nurse and preserves the client's dignity with 
minimal restriction. The client doesn't need to be escorted to his room at this point; he hasn't yet been 
given a chance to go on his own. The nurse should use the least restrictive form of treatment at all times. 
Facing off with the client and demanding quiet is challenging. Telling the client to calm down is a 
placating response, which will likely increase the client's anxiety. 
 
26.26.26.26.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The client with passive-aggressive personality disorder displays a pervasive pattern of negative attitudes, 
chronic complaints, and passive resistance to demands for adequate social and occupational performance. 
The client with a dependent personality is unable to make everyday decisions and allows others to make 
important decisions. In addition, the client with a dependent personality often volunteers to do things 
that are unpleasant so that others will like him. The obsessive-compulsive personality displays a pervasive 
pattern of perfectionism and inflexibility. The avoidant personality displays a pervasive pattern of social 
discomfort, fear of negative evaluation, and timidity. 
 
27.27.27.27.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Rationalization is a defense mechanism used to justify actions or feelings with seemingly reasonable 
explanations. Insight is comprehension of one's own behavior, often followed by an attempt to change it. 
Repression is involuntary exclusion of painful and conflicting thoughts or feelings from awareness. Based 
on the information provided, the client doesn't seem to be manipulating those around her. 
 
28.28.28.28.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Tricyclic antidepressants can have anticholinergic adverse effects, with dry mouth being the most 
common. Hypotension would be expected, rather than hypertension. Weight gain & not loss & is typical 
when taking this medication. Muscle spasms aren't an adverse effect of tricyclic antidepressants. 
 
29.29.29.29.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
By talking about returning to college, the client is demonstrating an interest in making plans for the 
future, which is a sign of recovery from depression. Decreased socialization, lack of interest in personal 
appearance, and lack of emotion are all symptoms of depression. 
 
30.30.30.30.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
To protect others from a client who exhibits belittling and demanding behaviors, the nurse may need to 
set limits with consequences for noncompliance. Asking others to ignore the client is likely to increase 
those behaviors. Offering the client an antianxiety drug or stimulating activities provides no motivation 
for the client to change problematic behaviors. 
 
31.31.31.31.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Antianxiety drugs provide symptomatic relief. Barbiturates and amphetamines can precipitate panic 
attacks. Depressants aren't appropriate for treating panic attacks. 
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32.32.32.32.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The nurse should remain with the client until the attack subsides. If the client is left alone, he may become 
more anxious. Giving false reassurance is inappropriate in this situation. The client should be allowed to 
move around and pace to help expend energy. The client may be so overwhelmed that he can't follow 
lengthy explanations or instructions, so the nurse should use short phrases and slowly give one direction 
at a time. 
 
33.33.33.33.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Exploring the content of the hallucinations will help the nurse understand the client's perspective on the 
situation. The client shouldn't be touched, such as in taking vital signs, without telling him exactly what's 
going to happen. Debating with the client about his emotions isn't therapeutic. When the client is calm, 
engage him in reality-based activities. 
 
34.34.34.34.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
If the client tells the nurse to leave, the nurse should leave but let the client know that she'll return so that 
he doesn't feel abandoned. Not heeding the client's request can agitate him further. Also, challenging the 
client isn't therapeutic and may increase his anger. False reassurance isn't warranted in this situation. 
 
35.35.35.35.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
These symptoms describe dystonia, which commonly occurs after a few days of treatment with 
haloperidol. The symptoms may be confused with psychotic symptoms and misdiagnosed. Parkinsonism 
results in muscle rigidity, shuffling gait, stooped posture, flat-faced affect, tremors, and drooling. Signs and 
symptoms of akathisia are restlessness, pacing, and inability to sit still. 
 
36.36.36.36.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
In a somatoform pain disorder, the client has pain even though a thorough diagnostic work up reveals no 
organic cause. The nurse must recognize that the pain is real to the client. By refusing to believe that the 
client is in pain, the nurse impedes the development of a therapeutic relationship based on trust. While 
somatoform pain offers the client secondary gains, such as attention or avoidance of an unpleasant 
activity, the pain isn't intentionally fabricated by the client. Even if a pathologic cause of the pain can be 
identified, the pain is often in excess of what would normally be expected. 
 
37.37.37.37.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Clients with an antisocial personality disorder exhibit a low tolerance for frustration, emotional 
immaturity, and a lack of impulse control. They commonly have a history of unemployment, miss work 
repeatedly, and quit work without plans for other employment. They don't feel guilt about their 
behavior and commonly perceive themselves as victims. They also display a lack of responsibility for the 
outcome of their actions. Because of a lack of trust in others, clients with antisocial personality disorder 
commonly have difficulty developing stable, close relationships. 
 
38.38.38.38.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Rules and explanations must be brief, clear, and leave little room for misinterpretation. A client with 
antisocial personality disorder tends to disregard rules and authority and be socially irresponsible. The 
words "You'll be expected to attend" are concise and concrete and convey precisely what behavior is 
expected. The other options leave open the interpretation that attendance is suggested but not 
mandatory. 
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39.39.39.39.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A client such as this one needs sensory stimulation and should never be left alone (although the nurse 
should maintain the client's privacy). Restraints should be removed for 5 minutes at least every 2 hours. A 
client in restraints should have someone with him at all times. Fluids are offered, and the client is given 
food at mealtimes. 
 
40.40.40.40.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The nurse must check extremities for signs of circulatory impairment. Measuring urine output isn't crucial; 
the client may void into a urinal as necessary. Assessing pupillary responses isn't relevant to the situation. 
Although the nurse should check vital signs every 15 minutes for 1 hour, assessment for circulation takes 
priority over respiratory pattern. 
 
41.41.41.41.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Responses should focus on reality while acknowledging the client's feelings. Arguing with the client or 
denying his belief isn't therapeutic. Arguing can also inhibit development of a trusting relationship. 
Continuing to talk about delusions may aggravate the psychosis. Asking the client if a foreign government 
is trying to kill him may increase his anxiety level and can reinforce his delusions. 
 
42.42.42.42.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Pseudoparkinsonism may appear 1 to 5 days after starting an antipsychotic and may also include drooling, 
rigidity, and pill rolling. Akathisia may occur several weeks after starting antipsychotic therapy and 
consists of restlessness, difficulty sitting still, and fidgeting. An oculogyric crisis is recognized by 
uncontrollable rolling back of the eyes and, along with dystonia, should be considered an emergency. 
Dystonia may occur minutes to hours after receiving an antipsychotic and may include extremity and neck 
spasms, jerky muscle movements, and facial grimacing. 
 
43.43.43.43.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
As antidepressants begin to take effect and the client feels better, she may have the energy to initiate and 
complete another suicide attempt. As the client's energy level increases, the nurse must continue to be 
vigilant to the risk of suicide. Extrapyramidal symptoms may occur with antipsychotics and aren't adverse 
effects of antidepressants. A therapeutic relationship should be initiated upon admission to the psychiatric 
unit, after suicide precautions have been instituted. It's through this relationship that the client develops 
feelings of self-worth and trust and problem-solving takes place. In a no-suicide contract, the client states 
verbally or in writing that she won't attempt suicide and will seek out staff if she has suicidal thoughts. 
When the time period for a contract has expired, a new contract should be obtained from the client. 
 
44.44.44.44.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Focusing on the client's blindness can positively reinforce the blindness and further promote the use of 
maladaptive behaviors to obtain secondary gains. The client should be encouraged to participate in his 
own self-care as much as possible to avoid fostering dependency. To promote self-esteem, give positive 
reinforcement for what the client can do. Blindness and other physical symptoms in a conversion disorder 
aren't under the client's control and are real to him. Eye exercises won't resolve the client's blindness 
because no organic pathology is causing the symptoms. 
 
45.45.45.45.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Rotating staff members who work with a client with a borderline personality disorder keeps the client 
from becoming dependent on any one nurse and reduces the use of splitting behaviors and her fear of 
abandonment. Firm rules and consistency among staff members will help control the client's behavior. 
Ignoring splitting behaviors can cause the client to increase the behavior by trying to get a response from 
the staff. Unit rules must be consistently enforced and followed by each nurse to help the client control 
behavior. 
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46.46.46.46.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Signs and symptoms of posttraumatic stress disorder include hyper alertness, sleep disturbances, 
exaggerated startle, survival guilt, and memory impairment. Also, the client relives the traumatic event 
through dreams and recollections. Hostility, violent behavior, and anorexia aren't usual signs or 
symptoms of posttraumatic stress disorder. 
 
47.47.47.47.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The nurse should listen to the client's requests, express willingness to seriously consider the requests, and 
respond later. The nurse should encourage the client to take short daytime naps because he expends so 
much energy. The nurse shouldn't try to restrain the client when he feels the need to move around as 
long as his activity isn't harmful. High-calorie finger foods should be offered to supplement the client's 
diet, if he can't remain seated long enough to eat a complete meal. The client shouldn't be forced to stay 
seated at the table to finish a meal. The nurse should set limits in a calm, clear, and self-confident tone of 
voice. 
 
48.48.48.48.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Although it's difficult, clients with posttraumatic stress disorder can obtain the most lasting relief if they 
verbalize memories of the trauma to a sympathetic listener. Family members are commonly frightened by 
the information and can't be consistently supportive. Antidepressants may help but these drugs can mask 
feelings and can't provide lasting relief. Treatment for alcohol abuse, including AA meetings, must be 
considered when planning care but alone doesn't provide lasting relief. 
 
49.49.49.49.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Denial is an unconscious defense mechanism in which emotional conflict and anxiety is avoided by 
refusing to acknowledge feelings, desires, impulses, or external facts that are consciously intolerable. 
Withdrawal is a common response to stress, characterized by apathy. Logical thinking is the ability to 
think rationally and make responsible decisions, which would lead the client to admitting the problem 
and seeking help. Repression is suppressing past events from the consciousness because of guilty 
association. 
 
50.50.50.50.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Individuals with dependent personality disorder typically show indecisiveness, submissiveness, and 
clinging behaviors so that others will make decisions for them. These clients feel helpless and 
uncomfortable when alone and don't show interest in solitary activities. They also pursue relationships in 
order to have someone to take care of them. Although clients with dependent personality disorder may 
become depressed and suicidal if their needs aren't met, this isn't a typical response. 
 
51.51.51.51.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Administering these two medications within a short time frame increases the risk of hypertension and 
hyperpyrexia. Dosages of MAO inhibitors can vary widely. The client's suicidal state and his allergy to 
cheese are irrelevant to the choice of drug or timing of administration. 
 
52.52.52.52.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
MAO inhibitors, such as tranylcypromine, may take up to 4 weeks before improving the client's mood. 
Telling the client he will feel better soon is a vague promise that may create unrealistic expectations in the 
client. Consulting the physician is premature. 
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53.53.53.53.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A client taking phenelzine (a monoamine oxidase inhibitor) must avoid foods that contain tyramine (such 
as red wine) to prevent a hypertensive or hyperpyretic crisis. Getting adequate rest and avoiding smoking 
are healthy behaviors to reinforce, but they don't relate directly to phenelzine. Taking the drug with food 
and milk may be recommended if the medication causes GI distress, but it's secondary to teaching about 
the food restrictions. 
 
54.54.54.54.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Because an MAO inhibitor can cause hypotension, the client must be given precautions related to driving. 
Disturbed thought processes and disturbed sleep pattern are possible but not likely, and they have lower 
priority than client safety. Excessive fluid volume is more likely than a deficit. 
 
55.55.55.55.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A client taking an MAO inhibitor must avoid tyramine-rich foods to prevent a hypertensive or 
hyperpyretic crisis. Fluid intake, potential for self-harm, and level of anxiety are important assessment 
areas, but they don't relate directly to the clients' understanding of medications. 
 
56.56.56.56.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:  
Total abstinence is the only effective treatment for alcoholism. Psychotherapy, attendance at AA 
meetings, and aversion therapy are all adjunctive therapies that can support the client in his efforts to 
abstain. 
 
57.57.57.57.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Methadone is used to detoxify opiate users because it binds with opioid receptors at many sites in the 
central nervous system but doesn't have the same deleterious effects as other opiates, such as cocaine, 
heroin, and morphine. Barbiturates, amphetamines, and benzodiazepines are highly addictive and would 
require detoxification treatment. 
 
58.58.58.58.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Hallucinations are visual, auditory, gustatory, tactile, or olfactory perceptions that have no basis in reality. 
Delusions are false beliefs, rather than perceptions, that the client accepts as real. Loose associations are 
rapid shifts among unrelated ideas. Neologisms are bizarre words that have meaning only to the client. 
 
59.59.59.59.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The nurse has a responsibility to observe continuously the acutely suicidal client & not provide privacy. 
The nurse should watch for clues, such as communicating suicidal thoughts, threats, and messages; 
hoarding medications; and talking about death. By accompanying the client to the bathroom, the nurse 
will naturally prevent hanging or other injury. The nurse will check the client's area and fix dangerous 
conditions, such as exposed pipes and windows without safety glass. The nurse will also remove 
potentially dangerous objects, such as belts, razors, suspenders, glass, and knives. 
 
60.60.60.60.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Establishing a consistent eating plan and monitoring the client's weight are important for this disorder. 
The family should be included in the client's care. The client should be monitored during meals & not 
given privacy. Exercise must be limited and supervised. 
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61.61.61.61.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Adults between ages 31 and 45 generate new levels of awareness. Having perceptions based on reality 
and assuming responsibility for actions indicate socialization development & not cognitive development. 
Demonstrating maximum ability to solve problems and learning new skills occur in young adults between 
ages 20 and 30. 
 
62.62.62.62.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Diarrhea is a common physiological response to stress and anxiety. The other choices could also be 
related to stress and anxiety but they don't occur as frequently or as commonly as diarrhea. 
 
63.63.63.63.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Poor, inadequate diet is the only option considered a lifestyle factor. The other choices & divorce, job 
promotion, and adopting a child & are considered life events. 
 
64.64.64.64.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Polyuria commonly occurs early in the treatment with lithium and could result in fluid volume deficit. 
Sexual dysfunction isn't a common adverse effect of lithium; it's more common with sedatives and tricyclic 
antidepressants. Diarrhea, not constipation, occurs with lithium. Constipation can occur with other 
psychiatric drugs, such as antipsychotic drugs. Seizures may be a later sign of lithium toxicity. 
 
65.65.65.65.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
An amphetamine is a nervous system stimulant that's subject to abuse because of its ability to produce 
wakefulness and euphoria. An overdose increases tension and irritability. Options B and C are incorrect 
because amphetamines stimulate norepinephrine, which increases the heart rate and blood flow. Diarrhea 
is a common adverse effect, so option D is incorrect. 
 
66.66.66.66.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Individuals who survive a traumatic experience in which others have died commonly report powerful 
feelings of guilt that they survived and others didn't. This guilt is referred to as survivor's guilt. In denial, a 
person refuses to accept that a situation or feeling exists. Anticipatory grief occurs when an individual 
experiences grief before a loss occurs. In repression, an individual involuntarily blocks an unpleasant 
experience, memory, or feeling from consciousness. 
 
67.67.67.67.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The client with schizophrenia is commonly socially isolated and withdrawn; therefore, having the client 
spend more time by himself wouldn't be a desirable outcome. Rather, a desirable outcome would specify 
that the client spend more time with other clients and staff on the unit. Delusions are false personal 
beliefs. Reducing or eliminating delusional thinking using talking therapy and antipsychotic medications 
would be a desirable outcome. Protecting the client and others from harm is a desirable client outcome 
achieved by close observation, removing any dangerous objects, and administering medications. Because 
the client with schizophrenia may have difficulty meeting his or her own self-care needs, fostering the 
ability to perform self-care independently is a desirable client outcome. 
 
68.68.68.68.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
By acknowledging that the client hears voices, the nurse conveys acceptance of the client. By letting the 
client know that the nurse doesn't hear the voices, the nurse avoids reinforcing the hallucination. The 
nurse shouldn't touch the client with schizophrenia without advance warning. The hallucinating client 
may believe that the touch is a threat or act of aggression and respond violently. Being alone in his room 
encourages the client to withdraw and may promote more hallucinations. The nurse should provide an 
activity to distract the client. By asking the client what the voices are saying, the nurse is reinforcing the 
hallucination. The nurse should focus on the client's feelings, rather than the content of the hallucination. 
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69.69.69.69.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Benztropine mesylate is an anticholinergic drug administered to reduce extrapyramidal adverse effects in 
the client taking antipsychotic drugs. It works by restoring the equilibrium between the neurotransmitters 
acetylcholine and dopamine in the central nervous system (CNS). Dantrolene, a hydantoin drug that 
reduces the catabolic processes, is administered to alleviate the symptoms of neuroleptic malignant 
syndrome, a potentially fatal adverse effect of antipsychotic drugs. Clonazepam, a benzodiazepine drug 
that depresses the CNS, is administered to control seizure activity. Diazepam, a benzodiazepine drug, is 
administered to reduce anxiety. 
 
70.70.70.70.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Disulfiram may be given to clients with chronic alcohol abuse who wish to curb impulse drinking. 
Disulfiram works by blocking the oxidation of alcohol, inhibiting the conversion of acetaldehyde to 
acetate. As acetaldehyde builds up in the blood, the client experiences noxious and uncomfortable 
symptoms. Even alcohol rubbed onto the skin can produce a reaction. The client receiving disulfiram must 
be taught to read ingredient labels carefully to avoid products containing alcohol such as aftershave 
lotions. Carbonated beverages, toothpaste, and cheese don't contain alcohol and don't need to be 
avoided by the client. 
 
71.71.71.71.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Acute withdrawal symptoms from alcohol may begin 6 hours after the client has stopped drinking and 
peak 1 to 2 days later. Delirium tremens may occur 2 to 4 days & even up to 7 days & after the last drink. 
 
72.72.72.72.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The first of the Twelve Steps of AA is admitting that an individual is powerless over alcohol and that life 
has become unmanageable. Although AA promotes total abstinence, a client will still be accepted if he 
drinks. A physician referral isn't necessary to join. New members are assigned a support person who may 
be called upon when the client has the urge to drink. 
 
73.73.73.73.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Frequent vomiting causes tenderness and swelling of the parotid glands. The reduced metabolism that 
occurs with severe weight loss produces bradycardia and cold extremities. Soft, down like hair (called 
lanugo) may cover the extremities, shoulders, and face of an anorexic client. 
 
74.74.74.74.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The nurse can use problem-solving strategies to assess an adult's developmental stage as it relates to 
intellectual functioning such as problem-solving. The other choices are related to physiological attributes. 
 
75.75.75.75.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Coping is a process by which a person deals with problems using cognitive and noncognitive components. 
Cognitive responses come from learned skills; noncognitive responses are automatic, focusing on relieving 
the discomfort. Age could have either a positive or negative effect during crisis, depending on previous 
experiences. Previous coping skills are cognitive and include the thought and learning necessary to identify 
the source of stress in a crisis situation. Therefore, previous coping skills is the best answer. Although 
sometimes useful, non-cognitive measures, such as self-esteem, may prevent the person from learning 
more about the crisis as well as a better solution to the problem. The person involved could have correct 
or incorrect perception of the problem that could have either a positive or negative outcome. 
 
76.76.76.76.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Benztropine, trihexyphenidyl, or amantadine is prescribed for a client with Parkinson-type symptoms. 
Diphenhydramine provides rapid relief for dystonia. Propranolol relieves akathisia. Haloperidol can cause 
Parkinson-type symptoms. 
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77.77.77.77.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The dosage is too high (normal dosage ranges from 5 to 10 mg daily). Options A and B may lead to an 
overdose. Option D is incorrect because haloperidol helps with symptoms of hallucinations. 
 
78.78.78.78.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The client needs to be informed of the activity and when it will be done. Giving the client choices isn't 
desirable because he can be manipulative or refuse to do anything. Negotiating and preparing the client 
ahead of time also isn't therapeutic with this type of client because he may not want to perform the 
activity. 
 
79.79.79.79.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A sore throat and fever are indications of an infection caused by agranulocytosis, a potentially life-
threatening complication of clozapine. Because of the risk of agranulocytosis, white blood cell (WBC) 
counts are necessary weekly, not monthly. If the WBC count drops below 3,000/ml, the medication must 
be stopped. Hypotension may occur in clients taking this medication. Warn the client to stand up slowly 
to avoid dizziness from orthostatic hypotension. The medication should be continued, even when 
symptoms have been controlled. If the medication must be stopped, it should be slowly tapered over 1 to 
2 weeks and only under the supervision of a physician. 
 
80.80.80.80.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Lithium is chemically similar to sodium. When sodium levels are reduced, such as from sweating or 
diuresis, lithium is reabsorbed by the kidneys, increasing the risk of toxicity. Clients taking lithium 
shouldn't restrict their intake of sodium and should drink adequate amounts of fluid each day. The other 
electrolytes are important for normal body functions, but sodium is most important to the absorption of 
lithium. 
 
81.81.81.81.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
During a period of crisis, the major goal is to resolve the immediate problem with hopes of getting the 
individual to the level of functioning that existed before the crisis. Withdrawing from stress doesn't 
address the immediate problem and isn't therapeutic. Anxiety will decrease after the immediate problem 
is resolved. Providing support and safety are necessary interventions while working toward accomplishing 
the goal. Documentation is necessary for maintaining accurate records of treatment. 
 
82.82.82.82.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Perceptual disorders, especially frightening visual hallucinations, are very common with alcohol 
withdrawal. Coma isn't an immediate consequence. Manipulative behaviors are part of the alcoholic 
client's personality but not a sign of alcohol withdrawal. Suppression is a conscious effort to conceal 
unacceptable thoughts, feelings, impulses, or acts and serves as a coping mechanism for most alcoholics. 
 
83.83.83.83.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Clients with schizotypal personality disorder experience excessive social anxiety that can lead to paranoid 
thoughts. Aggressive behavior is uncommon, although these clients may experience agitation with 
anxiety. Their behavior is emotionally cold with a flattened affect, regardless of the situation. These 
clients demonstrate a reduced capacity for close or dependent relationships. 
 
84.84.84.84.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Reducing stimuli helps to reduce hyperactivity during a manic state. Group activities would provide too 
much stimulation. Trying to assist the client with self-care could cause increased agitation. When in a 
manic state, these clients aren't able to express their inner feelings in a productive, introspective manner. 
The focus of treatment for a client in the manic state is behavior control. 
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85.85.85.85.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Bulimic behavior is generally a maladaptive coping response to stress and underlying issues. The client 
must identify anxiety-causing situations that stimulate the bulimic behavior and then learn new ways of 
coping with the anxiety. Controlling shopping for large amounts of food isn't a goal early in treatment. 
Managing eating impulses and replacing them with adaptive coping mechanisms can be integrated into 
the care plan after initially addressing stress and underlying issues. Eating three meals per day isn't a 
realistic goal early in treatment. 
 
86.86.86.86.    Answer: C Answer: C Answer: C Answer: C     
Rationale:Rationale:Rationale:Rationale:  
The client with hypochondriasis is preoccupied with having a serious disease. She may convince herself 
that a relatively minor symptom, such as constipation, is a sign of a serious disorder. The client's fear of 
serious illness persists, even after a physician reassures her that all medical and laboratory tests are normal. 
The fear of dying after receiving a diagnosis of advanced breast cancer wouldn't be considered 
hypochondriasis. A client with hypochondriasis shows an exaggerated level of anxiety, rather than a lack 
of concern about having a serious disease or illness. 
 
87.87.87.87.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Because of the risk of missing an actual medical problem, any new symptoms reported by a client with 
hypochondriasis should be reported to the physician. The other interventions are appropriate after the 
nurse has determined that the client doesn't have a serious medical disorder. 
 
88.88.88.88.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The nurse must tell the client that she'll share information if it affects his safety or his care. The nurse 
shouldn't promise to withhold information because she may not be able to uphold her promise if the 
information must be shared with others. The nurse shouldn't promise to ask permission before disclosing 
information to others. The nurse also shouldn't encourage the client to withhold information from her. 
Doing so violates the nurse's responsibility to develop a therapeutic relationship with the client. The nurse 
& not the client & should judge what specific information must be shared with others on the health care 
team. 
 
89.89.89.89.    Answer: B Answer: B Answer: B Answer: B     
Rationale: Rationale: Rationale: Rationale:     
Atropine sulfate is administered approximately 30 minutes before electroconvulsive therapy to reduce 
oral secretions; therefore, the client's mouth would feel dry. Atropine also blocks the vagal stimulation of 
the heart, causing a rise in heart rate (much higher than 48 beats/minute). Atropine sulfate isn't given to 
make the client feel calm and relaxed nor does it induce sleep. 
 
90.90.90.90.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Confusion and temporary memory loss are the most common adverse effects of electroconvulsive 
therapy. The nurse should continually reorient the client to time and place as he wakes up from the 
procedure. Following electroconvulsive therapy, the nurse should monitor the client's vital signs every 15 
minutes for the 1st hour. The nurse should position the client on his side after the procedure to reduce the 
risk of aspiration. The client should remain on bed rest until he's fully awake and oriented. 
 
91.91.91.91.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The nurse's first responsibility is to protect the client from injuring himself. Listening and being 
nonjudgmental are important elements of the nurse's communication with the client. After the client's 
safety has been established, he would benefit from a referral to a mental health professional. 
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92.92.92.92.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
A client with an eating disorder will normally exercise to excess in an effort to burn as many calories as 
possible. The client will usually wear loose-fitting clothing to hide what she considers to be a fat body. 
Skin and nails become dry and brittle, and blood pressure and body temperature drop from excessive 
weight loss. 
 
93.93.93.93.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
All of the outcomes stated are desirable; however, the best outcome is that the student would agree to 
seek the assistance of a professional substance abuse counselor. 
 
94.94.94.94.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Children may not have the verbal and cognitive skills to express what they feel and may benefit from 
alternative modes of expression. It's important for the child to find a way to express internalized feelings. 
The child must also know that he isn't to blame for this situation. In the process of doing play therapy, 
the child can also have fun, but that isn't the main goal of therapy. 
 
95.95.95.95.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The foundation of any treatment for alcoholism is abstinence. Attendance at AA is helpful to some 
individuals to maintain strict abstinence. Participation in treatment by the family is beneficial to both the 
client and the family but isn't essential. Abstinence requires refraining from social drinking. 
 
96.96.96.96.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
To determine if a client is at risk for suicide, ask, "How do you think you would kill yourself?" If the client 
has a plan, she may be closer to carrying out the act. Option a requires a yes-or-no response and is self-
limiting. In Option b, the nurse is telling the client what to think and feel. Option d dismisses the client's 
feelings. 
 
97.97.97.97.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Assessment findings in a client abusing opiates include agitation, slurred speech, euphoria, and constricted 
pupils. 
 
98.98.98.98.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Appropriate nursing interventions for an anxiety attack include using short sentences, staying with the 
client, decreasing stimuli, remaining calm, and medicating as needed. Leaving the client alone, turning on 
a stereo or lights, and opening windows may increase the client's anxiety. 
 
99.99.99.99.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Setting limits for unacceptable behavior is most important in a manic client. Typically, depressed, anxious, 
or suicidal clients don't physically or mentally test the limits of the caregiver. 
 
100.100.100.100.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A delusion of grandeur is a false belief that one is highly important or famous. A delusion of persecution is 
a false belief that one is being persecuted. A delusion of reference is a false belief that one is connected to 
events unrelated to oneself or a belief that one is responsible for the evil in the world. 
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EMERGENCY NURSING AND DISASTER PREPAREDNESSEMERGENCY NURSING AND DISASTER PREPAREDNESSEMERGENCY NURSING AND DISASTER PREPAREDNESSEMERGENCY NURSING AND DISASTER PREPAREDNESS    
 
1.1.1.1.    The client is being treated in the Emergency Department for abdominal trauma. The nurse is 

preparing the plan of care for this client. Which intervention should the nurse include? 
 
A.A.A.A. Assess the returned fluid from the peritoneal lavage. 
B.B.B.B. Palpate the client for bilateral femoral pulses. 
C.C.C.C. Perform Leopold maneuvers every eight (8) hours. 
D.D.D.D. Collect information on the client’s dietary history. 
 
2.2.2.2.    After gardening, the elderly client is brought into the Emergency Department complaining of cramps, 

headache, and weakness. The nurse applies the cardiac monitor and notes tachycardia. Which should 
the nurse include in the assessment? 

 
A.A.A.A. Determine if the client is experiencing any thirst. 
B.B.B.B. Administer D5W intravenously at 250 mL per hour. 
C.C.C.C. Maintain a cool environment to promote rest. 
D.D.D.D. Withhold the client’s oral intake. 
 
3.3.3.3.    The nurse is working in the Emergency Department and is assigned a client who suffered a near-

drowning. Which expected outcome should the nurse include in the plan of care for this client? 
 
A.A.A.A. Maintain cardiac function, including tachycardia. 
B.B.B.B. Promote a continued decrease in lung surfactant. 
C.C.C.C. Warm rapidly to minimize the effects of hypothermia. 
D.D.D.D. Keep the oxygen saturation level above 93%. 
 
4.4.4.4.    The nurse is assessing the client who suffered a near-drowning event. Which data would require 

immediate intervention? 
 
A.A.A.A. The onset of pink, frothy sputum. 
B.B.B.B. An oral temperature of 97˚F. 
C.C.C.C. An alcohol level of 100 mg/dL. 
D.D.D.D. A heart rate of 100 bpm.  
 
5.5.5.5.    A nurse is at the lake when a person experiences a near-drowning event. People at the scene remove 

the victim from the water. After breathing, which should the nurse assess first? 
 
A.A.A.A. Possibility of drug use. 
B.B.B.B. Spinal cord injury. 
C.C.C.C. Level of confusion. 
D.D.D.D. Amount of alcohol. 
 
6.6.6.6.    The nurse is preparing a discharge plan for the client admitted to the hospital with carbon monoxide 

poisoning. Which intervention should the nurse include in this plan? 
 
A.A.A.A. Report any black sputum or hypercapnia. 
B.B.B.B. Assess for suicidal thoughts or previous attempts. 
C.C.C.C. Keep annual physicals with the health-care provider. 
D.D.D.D. Notify the health-care provider of any stridor or dizziness. 
 
7.7.7.7.    The nurse is working the triage position in the ED. Which client should be treated first? 
 
A.A.A.A. A client who has multiple injuries from a motor-vehicle accident. 
B.B.B.B. A client complaining of epigastric pain and nausea after eating. 
C.C.C.C. An elderly client who fell and fractured the left femoral neck. 
D.D.D.D. The client suffering from a migraine headache and nausea. 
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8.8.8.8.    The nurse is providing discharge teaching for the client with inter maxillary wiring after a fracture of 
the mandible. Which statement by the client would indicate to the nurse that teaching has been 
effective? 

 
A.A.A.A. Iced alcoholic drinks may be consumed by using a straw. 
B.B.B.B. Only one (1) food item should be consumed at one (1) time. 
C.C.C.C. Carbonated sodas should be limited to two (2) daily. 
D.D.D.D. Teeth can be brushed after tenderness and swelling subside. 
 
9.9.9.9.    The nurse is teaching the client home care instructions for a re-implanted finger after a traumatic 

amputation. Which information should the nurse include? 
 
A.A.A.A. Perform range-of-motion exercises weekly. 
B.B.B.B. Smoking may be resumed if it does not causing nausea. 
C.C.C.C. Protect the finger and be careful not to reinjure the finger. 
D.D.D.D. An elevated temperature is the only reason to call the HCP. 
 
10.10.10.10.    The Emergency Disaster (ED) nurse is caring for a client diagnosed with frostbite of the feet. Which 

intervention should the nurse implement? 
 
A.A.A.A. Massage the feet vigorously. 
B.B.B.B. Soak the feet in warm water. 
C.C.C.C. Apply a heating pad to feet. 
D.D.D.D. Apply petroleum jelly to the feet. 
 
11.11.11.11.    A student reports to the school nurse with complaints of stinging and burning at the site of a wasp 

string. Which intervention should the nurse implement? 
 
A.A.A.A. Grasp the stinger and pull it out. 
B.B.B.B. Apply a warm, moist soak to the area. 
C.C.C.C. Cleanse the site with alcohol. 
D.D.D.D. Apply an ice pack to the site. 
 
12.12.12.12.    The ED nurse is caring for a client who has had a bee sting. Which intervention should the nurse 

implement? 
 
A.A.A.A. Instruct the client to wear a medical identification bracelet. 
B.B.B.B. Apply corticosteroid cream to the site to prevent anaphylaxis. 
C.C.C.C. Administer epinephrine 1:10,000 intravenously every three (3) minutes. 
D.D.D.D. Teach the client to avoid attracting insects by wearing bright colors. 
 
13.13.13.13.    The nurse working in the ED has a client with bladder trauma and a fractured pelvis occurring as a 

result of a motor-vehicle accident. Which should be included in this client’s assessment? 
 
A.A.A.A. Monitor the serum creatine kinase level. 
B.B.B.B. Insert a supra pubic catheter. 
C.C.C.C. Note the amount and color of the urine. 
D.D.D.D. Listen for adventitious breath sounds. 
 
14. 14. 14. 14. Faiza, the school nurse is caring for the child with a bleeding laceration. Which intervention should 

nurse Faiza implement to prevent complications? 

 
A.A.A.A. Clean with saline solution. 
B.B.B.B. Apply a tight band bandage. 
C.C.C.C. Debride the edges bilaterally. 
D.D.D.D. Administer oral antibiotics to the child. 
 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        HAADHAADHAADHAAD----PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      115115115115        

15.15.15.15.    The nurse working in the ED receives a client involved in a motor-vehicle accident. The nurse notes a 
large hematoma on the right flank. Which intervention should the nurse implement first? 

 
A.A.A.A. Insert an indwelling urinary catheter. 
B.B.B.B. Take the vital signs every 15 minutes. 
C.C.C.C. Monitor the skin turgor every hour. 
D.D.D.D. Administer an aspirin, an analgesic. 
 
16.16.16.16.    Which expected outcome would be appropriate for the nurse to include in the plan of care for the 

client diagnosed with ureteral trauma from a gunshot injury? 
 
A.A.A.A. The client will have an absence of pain. 
B.B.B.B. The client will drink 2000 mL of water. 
C.C.C.C. The client will eat a high-protein diet. 
D.D.D.D. The client will maintain an output of 30 mL/hr. 
 
17.17.17.17.    Which nursing diagnosis would be appropriate for the client experiencing renal trauma? 
 
A.A.A.A. Infection of the renal tract. 
B.B.B.B. Ineffective tissue perfusion. 
C.C.C.C. Alteration in skin integrity. 
D.D.D.D. Alteration in temperature. 
 
18.18.18.18.    The nurse is conducting an interview with the client in the ED for a laceration. Which information is 

most important for the nurse to obtain? 
 
A.A.A.A. The date of the client’s last tetanus injection. 
B.B.B.B. The name of the client’s regular health-care provider. 
C.C.C.C. The dates of the client’s hospital admissions. 
D.D.D.D. The person who provides spiritual support during stress. 
 
19.19.19.19.    The nurse working in an outpatient clinic is caring for a client who is experiencing an epistaxis. Which 

intervention should the nurse implement first? 
 
A.A.A.A. Teach the client to keep the nose clear by blowing forcefully. 
B.B.B.B. Hold the nose with thumb and finger for 15 minutes. 
C.C.C.C. Have the client sit with the head tilted back and hold a tissue. 
D.D.D.D. Administer silver nitrate, a cauterizing agent, with a packing applicator. 
 
20.20.20.20.    The client with a temperature of 94_F is being treated in the ED. Which intervention should the nurse 

implement that will directly elevate the client’s temperature? 
 
A.A.A.A. Remove the client’s clothing. 
B.B.B.B. Place a warm air blanket over the client. 
C.C.C.C. Have the client change into a hospital gown. 
D.D.D.D. Raise the temperature in the room. 
 
21.21.21.21.    The ED nurse is caring for the client who has taken an overdose of cocaine. Which intervention 

should the nurse delegate to the unlicensed assistive personnel? 
 
A.A.A.A. Evaluate the airway and breathing. 
B.B.B.B. Monitor the rate of intravenous fluids. 
C.C.C.C. Place the cardiac monitor on the client. 
D.D.D.D. Assess the vital signs every 15 minutes. 
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22.22.22.22.    The client has been brought to the ED by ambulance following a motor-vehicle accident and has 
suffered a chest injury. Which intervention should the nurse implement first? 

 
A.A.A.A. Start a large bore intravenous access. 
B.B.B.B. Apply the cardiac monitor to the client. 
C.C.C.C. Assess the client’s airway and breathing. 
D.D.D.D. Assess the cardiac rhythm on the monitor. 
 
23.23.23.23.    The ED nurse is completing the initial assessment on a client who becomes unresponsive. Which 

intervention should the nurse implement first? 
 
A.A.A.A. Assess the rate and site of the intravenous fluid. 
B.B.B.B. Administer an ampoule of sodium bicarbonate. 
C.C.C.C. Interpret the rhythm shown on the monitor. 
D.D.D.D. Prepare to cardiovert the client into sinus rhythm. 
 
24.24.24.24.    The emergency department nurse knows the client diagnosed with acute gastroenteritis understands 

the discharge teaching when the client makes which statement? 
 
A.A.A.A. “I will probably have some leg cramps while I have gastroenteritis.” 
B.B.B.B. “I should decrease my fluid intake until the diarrhea subsides.” 
C.C.C.C. “I should reintroduce solid foods very slowly into my diet.” 
D.D.D.D. “I should only drink bottled water until the abdominal cramping stops.” 
 
25.25.25.25.    The client presents to the emergency department experiencing frequent watery, bloody stools after 

eating some undercooked meat at a fast food restaurant. Which intervention should be implemented 
first? 

 
A.A.A.A. Provide the client with a specimen collection hat to collect a stool sample. 
B.B.B.B. Initiate antibiotic therapy intravenously. 
C.C.C.C. Have the laboratory draw a complete blood count. 
D.D.D.D. Administer the antidiarrheal medication Lomotil. 
 
26.26.26.26.    The emergency room nurse Atifa admits a child who experienced a seizure at school. The father 

comments that this is the first occurrence, and denies any family history of epilepsy. What is the best 
response by Atifa? 

 
A A A A "Do not worry. Epilepsy can be treated with medications." 
B.B.B.B. "The seizure may or may not mean your child has epilepsy." 
C.C.C.C. "Since this was the first convulsion, it may not happen again." 
D.D.D.D. "Long term treatment will prevent future seizures." 
 
27.27.27.27.    A nurse understands that which of the following is a correct guideline for adult cardiopulmonary 

resuscitation (CPR) for a health care provider? 
 
A.A.A.A. One breath should be given for every five compressions. 
B.B.B.B. Two breaths should be given for every 15 compressions. 
C.C.C.C. Initially, two quick breaths should be given as rapidly as possible. 
D.D.D.D. Each rescue breath should be given over 1 second and should produce visible chest rise. 
 
28.28.28.28.    A nurse attempts to relieve an airway obstruction on a 3-year-old conscious child. The nurse performs 

this maneuver by placing his or her hands between the: 
 
A.A.A.A. Groin and the abdomen. 
B.B.B.B. Umbilicus and the groin. 
C.C.C.C. Lower abdomen and the chest. 
D.D.D.D. Umbilicus and the xiphoid process. 
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29.29.29.29.    A nurse is performing cardiopulmonary resuscitation (CPR) on a 7-year-old child. The nurse delivers 
how many breaths per minute to the child? 

 
A.A.A.A. 6 
B.B.B.B. 8 
C.C.C.C. 10 
D.D.D.D. 20 
 
30.30.30.30.    A nurse is performing cardiopulmonary resuscitation (CPR) on an infant. When performing chest 

compressions, the nurse understands that the compression rate is at least: 
 
A.A.A.A. 60 times per minute 
B.B.B.B. 80 times per minute 
C.C.C.C. 100 times per minute 
D.D.D.D. 160 times per minute 
 
31.31.31.31.    A nursing instructor teaches a group of students about basic life support (BLS). The instructor asks a 

student to identify the most appropriate location to assess the pulse of an infant younger than 1 year 
of age. Which of the following, if stated by the student, would indicate that the student understands 
the appropriate assessment procedure? 

 
A.A.A.A. Radial 
B.B.B.B. Carotid 
C.C.C.C. Brachial 
D.D.D.D. Popliteal 
 
32.32.32.32.    A nurse is teaching cardiopulmonary resuscitation (CPR) to a group of nursing students. The nurse 

asks a student to describe the reason why blind finger sweeps are avoided in infants. The nurse 
determines that the student understands this reason if the student makes which statement? 

 
A.A.A.A. “The object may have been swallowed.” 
B.B.B.B. “The infant may bite down on the finger.” 
C.C.C.C. “The mouth is too small to see the object.” 
D.D.D.D. “The object may be forced back farther into the throat.” 
 
33.33.33.33.    A nurse is performing cardiopulmonary resuscitation (CPR) on an adult client. The nurse understands 

that when performing chest compressions, one should depress the sternum: 
 
A.A.A.A. ¾ to 1 inch 
B.B.B.B. ½ to ¾ inch 
C.C.C.C. 1½ to 2 inches 
D.D.D.D. 2½ to 3 inches 
 
34.34.34.34.    A nursing instructor asks a nursing student to describe the procedure for performing the Heimlich 

maneuver on an unconscious pregnant woman at 8 months' gestation. The student describes the 
procedure correctly if the student states that she or he will: 

 
A.A.A.A. Place the hands in the pelvis to perform the thrusts. 
B.B.B.B. Perform abdominal thrusts until the object is dislodged. 
C.C.C.C. Perform left lateral abdominal thrusts until the object is dislodged. 
D.D.D.D. Place a rolled blanket under the right abdominal flank and hip area. 
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35.35.35.35.    The nurse is teaching cardiopulmonary resuscitation to group of community members. The nurse tells 
the group that when performing chest compressions on children and infants, the sternum should be 
depressed: 

 
A.A.A.A. 1½ to 2 inches 
B.B.B.B. 2½ to 3 inches 
C.C.C.C. ⅓ to ½ the depth of the chest 
D.D.D.D. Deep enough to make a finger impression 
 
36.36.36.36.    A nurse is teaching adult cardiopulmonary resuscitation (CPR) guidelines to a group of laypeople. The 

nurse tells the group that how many chest compressions are delivered with every two rescue breaths? 
 
A.A.A.A. 10 
B.B.B.B. 15 
C.C.C.C. 20 
D.D.D.D. 30 
 
37.37.37.37.    A nurse on the day shift walks into a client's room and finds the client unresponsive. The client is not 

breathing and does not have a pulse, and the nurse immediately calls out for help. The next nursing 
action is which of the following? 

 
A.A.A.A. Open the airway. 
B.B.B.B. Give the client oxygen. 
C.C.C.C. Start chest compressions. 
D.D.D.D. Ventilate with a mouth-to-mask device. 
 
38.38.38.38.    A nurse witnesses a neighbor's husband sustain a fall from the roof of his house. The nurse rushes to 

the victim and determines the need to open the airway. The nurse opens the airway in this victim by 
using which method? 

 
A.A.A.A. Flexed position 
B.B.B.B. Head tilt–chin lift 
C.C.C.C. Jaw thrust maneuver 
D.D.D.D. Modified head tilt–chin lift 
 
39.39.39.39.    The client is brought into the emergency room in ventricular fibrillation (VF). The advanced cardiac 

life support (ACLS) nurse prepares to defibrillate by placing conductive gel pads on which part of the 
chest?  

 
A.A.A.A. The upper and lower halves of the sternum 
B.B.B.B. The right of the sternum, just below the clavicle and to the left of the precordium 
C.C.C.C. The right shoulder and the back of the left shoulder 
D.D.D.D. Parallel between the umbilicus and the right nipple 
 
40.40.40.40.    The community health nurse is working with disaster relief in a local community following a 

hurricane that ruined many homes in the community. The nurse is working to find housing for the 
survivors and is organizing counseling services. The nurse's actions represent which type of level of 
prevention?  

 
A.A.A.A. Primary 
B.B.B.B. Secondary 
C.C.C.C. Tertiary 
D.D.D.D. Fourth 
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41.41.41.41.    A client brought to the emergency room is dead on arrival (DOA). The family of the client tells the 
physician that the client had a terminal cancer. The emergency room physician examines the client 
and asks the nurse to contact the medical examiner regarding an autopsy. The family of the client tells 
the nurse that they do not want an autopsy performed. Which of the following responses to the 
family is appropriate?  

 
A.A.A.A. “It is required by federal law. Why don't we talk about it and why don't you tell me why you don't  
      want the autopsy done?” 
B.B.B.B. “The decision is made by the medical examiner.” 
C.C.C.C. “I will contact the medical examiner regarding your request.” 
D.D.D.D. “An autopsy is mandatory for any client who is DOA.” 
 
42.42.42.42.    A client comes to the emergency room following an assault and is extremely agitated, trembling, and 

hyperventilating. The appropriate initial nursing action would be to:  
 
A.A.A.A. Encourage the client to discuss the assault. 
B.B.B.B. Place the client in a quiet room alone to decrease stimulation. 
C.C.C.C. Remain with the client until the anxiety decreases. 
D.D.D.D. Begin to teach relaxation techniques. 
 
43.43.43.43.    A client arrives in the emergency room in a crisis state. The client demonstrates signs of profound 

anxiety and is unable to focus on anything but the object of the crisis and the impact on self. The 
initial nursing assessment would focus on:  

 
A.A.A.A. The object of the crisis 
B.B.B.B. The presence of support systems 
C.C.C.C. The physical condition of the client 
D.D.D.D. The client's coping mechanisms 
 
44.44.44.44.    A client presents to the emergency department with upper gastrointestinal (GI) bleeding and is in 

moderate distress. In planning care, which nursing action would be the first priority for this client?  
 
A.A.A.A. Thorough investigation of precipitating events 
B.B.B.B. Insertion of a nasogastric tube and Hematest of emesis 
C.C.C.C. Complete abdominal examination 
D.D.D.D. Assessment of vital signs 
 
45.45.45.45.    A client is being seen in the Emergency Room.  A diagnosis of Congestive Heart Failure is made.  

Upon auscultating the client's lungs the nurse hears crackling sounds bilaterally at the bases. In 
documenting these findings, the nurse would state that which of the following was heard: 

 
A.A.A.A. Rhonchi 
B.B.B.B. Wheezing 
C.C.C.C. Rales 
D.D.D.D. Atelectasis 
 
46.46.46.46.    A homeless individual is brought to the Emergency Room after having been out in subfreezing 

temperatures for three to four days. The toes of the patient's right foot appear hard and cold with 
mottling, and are unresponsive to touch.  Which of the following would not be included in the initial 
management of this patient by the Emergency Room nurse? 

 
A.A.A.A. Rewarm the extremity with controlled and rapid rewarming until the injured part flushes 
B.B.B.B. Wrap the affected extremity in a blanket and apply moist heat 
C.C.C.C. Place sterile gauze between the affected digits 
D.D.D.D. Elevate the affected extremity 
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47.47.47.47.    A patient is brought to the Psychiatric Emergency Room by the police for threatening neighbors to 
blow up their car for stealing his secret formula.  The patient is very agitated and paranoid.  He is 
diagnosed with Paranoid Schizophrenia.  The doctor orders Haldol for this patient over Thorazine 
because: 

 
A.A.A.A. Haldol works faster in violent patients 
B.B.B.B. Haldol has less side effects than Thorazine 
C.C.C.C. Haldol is less sedating than Thorazine 
D.D.D.D. Haldol is more sedating than Thorazine 
 
48.48.48.48.    A child in the Emergency Room is diagnosed with an acute episode of Croup (Acute laryngotracheo - 

bronchitis).  During the initial assessment, which of the following finding would the nurse expect to 
find? 

 
A.A.A.A. Diffuse expiratory wheezing 
B.B.B.B. Inspiratory stridor with a brassy cough 
C.C.C.C. Decreased aeration in lung fields 
D.D.D.D. Shallow respirations 
 
49.49.49.49.    Which of the following findings is the best indication that fluid replacement for the client with 

hypovolemic shock is adequate? 
 
A.A.A.A. Urine output greater than 30ml/hr 
B.B.B.B. Respiratory rate of 21 breaths/minute 
C.C.C.C. Diastolic blood pressure greater than 90 mmHg 
D.D.D.D. Systolic blood pressure greater than 110 mmHg 
 
50.50.50.50.    A patient presents at the emergency room with a dull, constant flank pain suggestive of renal calculi. 
Appropriate discharge teaching from the patient would include: 
 
A.A.A.A. maintain regular exercise pattern. 
B.B.B.B. increase fluid intake to maintain urine output. 
C.C.C.C. decrease fluid intake to prevent movement of calculi. 
D.D.D.D. take vitamin C and calcium supplements to increase urine acidity. 
 
51.51.51.51.    A patient is in the ER after a car crash demonstrating paradoxical chest wall motion. A chest x-ray 

shows fractures of ribs 2–6. The RN will expect the patient to be treated with: 
 
A.A.A.A. oxygen therapy and observation. 
B.B.B.B. continuous positive airway pressure by mask. 
C.C.C.C. mechanical ventilation with PEEP. 
D.D.D.D. immediate tracheotomy. 
 
52.52.52.52.    Which of the following injuries, if demonstrated by the patient entering the Emergency Room, would 

take highest priority? 
 
A.A.A.A. Open leg fracture 
B.B.B.B. Open head injury 
C.C.C.C. Stabbing to the chest 
D.D.D.D. Traumatic amputation of thumb 
 
53.53.53.53.    Haidar, the nurse teaches the patient in the emergency room, who has suffered an ankle sprain to: 
 
A.A.A.A. Use cold applications to the sprain during the first 24–48 hours. 
B.B.B.B. Expect disability to decrease within first 24 hours of injury. 
C.C.C.C. Expect pain to decrease within 3 hours after injury. 
D.D.D.D. Begin progressive passive and active range of motion exercises immediately. 
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54.54.54.54.    Salem Rashid, a 35-year-old gravida III para II at 23 weeks’ gestation is seen in the emergency room 
with painless, bright red vaginal bleeding. Jane reports that she has been feeling tired and has noticed 
ankle swelling in the evening. Laboratory tests reveal a hemoglobin level of 11.5 g/dL. After 
evaluating the situation, the nurse determines that Jane is at risk for placenta previa, based on which 
of the following data? 

 
A.A.A.A. Anemia 
B.B.B.B. Edema 
C.C.C.C. Painless vaginal bleeding 
D.D.D.D. Fatigue 
 
55.55.55.55.    Karim Akmed came to the emergency room in the last week before her estimated date of 

confinement complaining of headaches, blurred vision, and vomiting. Suspecting advanced PIH, the 
nurse would best respond to Mary’s complaints with which of the following statements? 

 
A.A.A.A. “The doctor probably will want to admit you for observation.” 
B.B.B.B. “The doctor probably will order bed rest at home.” 
C.C.C.C. “These are really dangerous signs.” 
D.D.D.D. “The doctor will prescribe some medicine for you.” 
 
56.56.56.56.    When assessing a patient in the emergency room whose membranes have ruptured, the nurse notes 

that the fluid is a greenish color. What is the cause of this greenish coloration? 
 
A.A.A.A. Blood 
B.B.B.B. Meconium 
C.C.C.C. Hydramnios 
D.D.D.D. Caput 
 
57.57.57.57.    In the emergency room, the client has a fetus in vertex presentation, membranes have just ruptured, 

and there is possible fetal distress. What nursing intervention should receive the highest priority? 
 
A.A.A.A. Assess FHR. 
B.B.B.B. Call the physician. 
C.C.C.C. Assess maternal vital signs. 
D.D.D.D. Assess maternal emotional status. 
 
58.58.58.58.    The highest priority for the nurse in caring for a client that has had a car accident and has just been 

brought into the emergency room is: 
 
A.A.A.A. Immediate assessment of ABC. 
B.B.B.B. Hunt for a room for this client. 
C.C.C.C. Avoid worsening any injuries that have been caused by the car accident. 
D.D.D.D. Immediately notifying the police department. 
 
59.59.59.59.    Which of the following statements is true about lead-poisoning? 
 
A.A.A.A. The child suffering from acute lead intoxication presents a medical emergency. 
B.B.B.B. It is hard to detect since lead is normally present in the blood. 
C.C.C.C. It is a silent disease, because there are no warning signs or chronic symptoms. 
D.D.D.D. None of the above. 
 
60.60.60.60.    What emergency intervention may be necessary for the postoperative thyroidectomy patient 

experiencing hemorrhage? 
 
A.A.A.A. Intravenous calcium 
B.B.B.B. Oral airway insertion 
C.C.C.C. Tracheostomy 
D.D.D.D. Intravenous thyroid hormone 
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61.61.61.61.    A client presents in the emergency department with fever 102°F, malaise, and a productive cough. 
Which of the following should be done first? 

 
A.A.A.A. Administer the prescribed antibiotic. 
B.B.B.B. Obtain a sputum culture. 
C.C.C.C. Administer acetaminophen to lower fever. 
D.D.D.D. Teach client the importance of hand washing. 
 
62.62.62.62.    A three year old is brought to the emergency room for vaginal discharge. Upon assessment, the nurse 

notes the child is cooperative, uninhibited with the exam, presents with enlarged vaginal and rectal 
orifices, multiple bruising of the perineum and has purulent yellow discharge on her panties. Further 
inspection reveals multiple scratches and bruises in various stages of healing and unusual round open 
lesions that are suspicious for cigarette burns. The doctor diagnoses urinary tract infection and orders 
an antibiotic. The nurse should: 

 
A.A.A.A. Call another physician to examine the child. 
B.B.B.B. Document the findings, inform the physician, and report the incident to authorities. 
C.C.C.C. Call security personnel and have the child removed from the caregiver immediately. 
D.D.D.D. Confront the caregiver and have her/him arrested. 
 
63.63.63.63.    A client with a fractured wrist has a plaster cast placed on it in the emergency room. Which of the 

following statements by a client indicates adequate self-care? 
 
A.A.A.A. “If my wrist itches, I’ll put a coat hanger inside to scratch it.” 
B.B.B.B. “I’ll take a short shower while I have the cast.” 
C.C.C.C. “I will report swelling of my hand to the doctor.” 
D.D.D.D. “If the cast breaks, I’ll wrap tape around it.” 
 
64.64.64.64.    Which of the following terms is used to describe minor injuries or illnesses requiring first-aid level of 

management? 
 
A.A.A.A. Triage 
B.B.B.B. Urgent 
C.C.C.C. Emergent 
D.D.D.D. Immediate 
 
65.65.65.65.    When field triage has occurred and the patient is admitted to the ED with a yellow tag, the ED nurse 

recognizes that the tag indicates that the patient requires which type of care? 
 
A.A.A.A. Emergent 
B.B.B.B. Immediate 
C.C.C.C. Urgent 
D.D.D.D. Psychological support 
 
66.66.66.66.    When the patient arrives at the emergency room and is unconscious, which of the following actions 

by the nurse is most important regarding obtaining consent to examine and treat? 
 
A.A.A.A. Ask the physician to sign the consent form. 
B.B.B.B. Contact the nearest relative. 
C.C.C.C. Seek a court order from treatment. 
D.D.D.D. Document the patient’s critical status in his or her medical record. 
 
67.67.67.67.    An Emergency Department nurse is preparing to assess a male client who reported being sexually 

abused by a woman. The nurse’s best response would be: 
 
A.A.A.A. “You are too strong to be abused by a woman.” 
B.B.B.B. “What did you do to provoke the woman?” 
C.C.C.C. “Please describe what happened.” 
D.D.D.D. “Is your preference heterosexual, homosexual or bisexual?” 
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68.68.68.68.    An Emergency Department nurse is caring for a client who reported being raped. The nurse’s priority 
action would be: 

 
A.A.A.A. Complete the mandatory reporting form. 
B.B.B.B. Notify the local rape crisis center. 
C.C.C.C. Maintain “chain of command” of all physical evidence. 
D.D.D.D. Identify and treat all client physical injuries. 
 
69.69.69.69.    When family members arrive at the ED and are informed that a family member has died, the nurse 

responds with which of the following actions? 
 
A.A.A.A. Offer to obtain a physician order for sedation. 
B.B.B.B. Volunteer details of the event leading to the death. 
C.C.C.C. Inform the family member that the patient has “passed on.” 
D.D.D.D. Show acceptance of the deceased’s body by touching when the family members view the body. 
 
70.70.70.70.    The single most important factor in determining survival from cardiac arrest is: 
 
A.A.A.A. Nitroglycerin administration. 
B.B.B.B. Training middle-aged and older people in CPT. 
C.C.C.C. Early CPR. 
D.D.D.D. Early defibrillation. 
 
71.71.71.71.    When the nurse suspects that the aged patient admitted to the Emergency Room with areas of skin 

hemorrhage at various stages of resolution may be a victim of maltreatment, which of the following 
questions is phrased appropriately? 

 
A.A.A.A. “Who has been hitting you?” 
B.B.B.B. “Where did you get those bruises?” 
C.C.C.C. “Has anyone failed to help you take care of yourself when you needed help?” 
D.D.D.D. “Do you have a balance problem?” 
 
72.72.72.72.    When an unconscious client is admitted to the Emergency Room with known poisoning, and the 

nurse is assisting with gastric lavage, the nurse: 
 
A.A.A.A. Places the patient in a left lateral position with the head elevated 30 degrees. 
B.B.B.B. Instills the antidote and then aspirates gastric contents. 
C.C.C.C. Informs the conscious patient that an endotracheal tube must be placed prior to lavage. 
D.D.D.D. Lubricates the tube with a water-soluble lubricant. 
 
73.73.73.73.    Mrs. Mohammed is being admitted to the hospital from the emergency room tonight. She will have 

emergent orthopedic surgery for a hip fracture first thing in the morning. When should discharge 
planning begin? 

 
A.A.A.A. During the discharge planner’s rounds after the surgery 
B.B.B.B. At the time of admission 
C.C.C.C. Only after her needs can be assessed postoperatively 
D.D.D.D. At the time of discharge 
 
74.74.74.74.    You are the emergency room nurse on duty when a young man is admitted from an auto accident 

with massive head injuries and admitted to the ICU. You know that if he is judged to be brain dead 
and organ donation is suggested: 

 
A.A.A.A. The family will not be charged for the cost of organ donation. 
B.B.B.B. Organ donation will disfigure the donor and will potentially alter the funeral arrangements. 
C.C.C.C. The family will not be asked for organ donation because of the massive head injuries. 
D.D.D.D. His name and personal information will be given to the organ recipient so that there can be  
    communication after the transplant. 
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75.75.75.75.    Your ER patient is a 10 year old with contusions that may have been inflicted by a caregiver. As a 
nurse advocate facilitating the patient’s care, you would do all of the following except: 

 
A.A.A.A. Identify and document the patient’s condition. 
B.B.B.B. Tell the mother. 
C.C.C.C. Follow your facility protocol for mandatory reporting of suspicion of child abuse. 
D.D.D.D. Discuss your findings with the physician in charge. 
 
76.76.76.76.    You are working in the emergency room when a patient is admitted with right-sided weakness and 

swallowing difficulty. The physician specialist who may be expected to evaluate this patient would 
be: 

 
A.A.A.A. Neurologist. 
B.B.B.B. Gastroenterologist. 
C.C.C.C. Physiatrist. 
D.D.D.D. Pulmonologist. 
 
77.77.77.77.    Your ER patient is a 10-year-old with contusions which may have been inflicted by a caregiver. As a 

nurse advocate to facilitate the patient’s care, you would do all of the following except: 
 
A.A.A.A. Identify and document the patient’s condition. 
B.B.B.B. Tell the mother. 
C.C.C.C. Follow your facility protocol for mandatory reporting of suspicion of child abuse. 
D.D.D.D. Discuss your findings with the physician in charge. 
 
78.78.78.78.    A client was taken to the emergency after a car accident. The client was losing a lot of blood. What 

are the advantages of the use of crystalloids versus colloids when there is an acute blood loss? 
 
A.A.A.A. Colloids help stop bleeding. 
B.B.B.B. Crystalloids lower blood pressure rapidly. 
C.C.C.C. Crystalloids will raise the blood pressure rapidly. 
D.D.D.D. Colloids replace packed cells. 
 
79.79.79.79.    All of the following can cause cardiovascular emergencies, whether directly or indirectly, except: 
 
A.A.A.A. Changes in the inner walls of arteries. 
B.B.B.B. Problems with the heart’s electrical function. 
C.C.C.C. Problems with the heart’s mechanical function. 
D.D.D.D. Complications that result from cardiovascular surgery. 
 
80.80.80.80.    The primary cause of an emergency in most cardiac-related medical emergencies is due to: 
 
A.A.A.A. Reduced blood flow to the myocardium. 
B.B.B.B. Cardiac arrest. 
C.C.C.C. Loss of consciousness. 
D.D.D.D. Breathing difficulty. 
 
81.81.81.81.    A client goes to the Emergency Department with report of chest pains, shortness of breath, and 

extreme anxiety. Heart disease is ruled out, and the client is diagnosed with having a panic attack. 
When reviewing the client’s chart, the nurse notes that the client has visited the Emergency 
Department with similar problems three times in the past year. The nurse discusses the panic attacks 
with the client. The client admits to having many panic attacks and asks for help. The nurse 
recommends: 

 
A.A.A.A. A psychiatric consult and admission to an acute care facility. 
B.B.B.B. The client goes to a mental health clinic for outpatient care. 
C.C.C.C. The client joins a support group with people with similar problems. 
D.D.D.D. The client enters a residential program where the environment is less stressful. 
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82.82.82.82.    At 11:00 AM Mr. Kashmir is brought to the unit from the emergency room for admission. Lying on 
the transport cart, he is complaining of severe nausea and is dry heaving into an emesis basin. His 
wife and son are with him. What would be the most appropriate action for the nurse to take at this 
time? 

 
A.A.A.A. Help get Mr. Kashmir in bed and orient him to the bed controls. 
B.B.B.B. Help get Mr. Kashmir into bed and begin to fill out the detailed admission assessment form. 
C.C.C.C. Ask him whether he has valuables for the safe. 
D.D.D.D. Help get Mr. Kashmir in bed, properly positioned for comfort, and begin focused abdominal  
                assessment targeting his nausea. 
 
83.83.83.83.    When initiating care for a client in the emergency department with an estimated blood loss of 3 l 

from a chain saw injury, for which factor should the nurse assess first? 
 
A.A.A.A. Hypovolemia 
B.B.B.B. Pain 
C.C.C.C. Impaired cognition 
D.D.D.D. Peripheral paresthesias 
 
84.84.84.84.    On assessing a client brought into emergency following a motor vehicle accident, the nurse notes that 

an area of the lateral, right chest bulges on expiration and appears to be sucked in on inspiration. 
Which problem should the nurse suspect? 

 
A.A.A.A. Flail chest 
B.B.B.B. Atelectasis 
C.C.C.C. Pneumonia 
D.D.D.D. Hemothorax 
 
85.85.85.85.    A nurse in an Emergency Department (ED) is caring for a client who has been drinking alcohol 

everyday for the past 10 days. The client is drowsy, has slurred speech, and lacks coordination. As the 
client experiences alcohol withdrawal, which potential side effect concerns the nurse most? 

 
A.A.A.A. Anxiety 
B.B.B.B. Hypoglycemia 
C.C.C.C. Esophagitis 
D.D.D.D. Delirium tremens 
 
86.86.86.86.    An emergency room nurse is caring for a child diagnosed with epiglottitis. Assessing the child, the 

nurse monitors for which indication that the child may be experiencing airway obstruction? 
 
A.A.A.A. The child exhibits nasal flaring and bradycardia. 
B.B.B.B. The child is leaning forward, with the chin thrust out. 
C.C.C.C. The child has a low-grade fever and complains of a sore throat. 
D.D.D.D. The child is leaning backward, supporting him or herself with the hands and arms. 
 
87.87.87.87.    The client diagnosed with septicemia is receiving a broad-spectrum antibiotic. Which    laboratory data 

require the nurse to notify the health-care provider?    
 
A.A.A.A. The client’s potassium level is 3.8 mEq/L. 
B.B.B.B. The urine culture indicates high sensitivity to the antibiotic. 
C.C.C.C. The client’s pulse oximeter reading is 94%. 
D.D.D.D. The culture and sensitivity is resistant to the client’s antibiotic. 
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88.88.88.88.    The client diagnosed with septic shock has hypotension, decreased urine output, and    cool, pale skin. 
Which phase of septic shock is the client experiencing?    

 
A.A.A.A. The hypodynamic phase. 
B.B.B.B. The compensatory phase. 
C.C.C.C. The hyperdynamic phase. 
D.D.D.D. The progressive phase. 
 
89.89.89.89.    The female client presents to the emergency department with facial lacerations and    contusions. The 

spouse will not leave the room during the assessment interview.    Which intervention should be the 
nurse’s first action?    

 
A.A.A.A. Call the security guard to escort the spouse away. 
B.B.B.B. Discuss the injuries while the spouse is in the room. 
C.C.C.C. Tell the spouse that the police will want to talk to him. 
D.D.D.D. Escort the client to the bathroom for a urine specimen. 
 
90.90.90.90.    The elderly male client is admitted to the medical unit with a diagnosis of senile    dementia. The client 

is 74 inches tall and weighs 54.5 kg. The client lives with his son    and daughter-in-law, both of whom 
work outside the house. Which referral would be    the most important for the nurse to implement?    

 
A.A.A.A. Adult Protective Services. 
B.B.B.B. Social worker. 
C.C.C.C. Medicare ombudsman. 
D.D.D.D. Dietitian. 
 
91.91.91.91.    Which statement explains the scientific rationale for having emergency suction equipment    available 

during resuscitation efforts?    
 
A.A.A.A. Gastric distention can occur as a result of ventilation. 
B.B.B.B. It is needed to assist when intubating the client. 
C.C.C.C. This equipment will ensure a patent airway. 
D.D.D.D. It keeps the vomitus away from the health-care provider. 
 
92.92.92.92.    Which equipment must be immediately brought to the client’s bedside when a code is    called for a 

client who has experienced a cardiac arrest?    
 
A.A.A.A. A ventilator. 
B.B.B.B. A crash cart. 
C.C.C.C. A gurney. 
D.D.D.D. Portable oxygen. 
 
93.93.93.93.    The nursing administrator responds to a code situation. When assessing the situation,    which role must 

the administrator ensure is performed for legal purposes and continuity    of care of the client?    
 
A.A.A.A. A person is ventilating with an ambubag. 
B.B.B.B. A person is performing chest compressions correctly. 
C.C.C.C. A person is administering medications as ordered. 
D.D.D.D. A person is keeping an accurate record of the code. 
 
94.94.94.94.    Which situation would warrant the nurse obtaining information from a material safety    data sheet 

(MSDS)?    
 
A.A.A.A. The custodian spilled a chemical solvent in the hallway. 
B.B.B.B. A visitor slipped and fell on the floor that had just been mopped. 
C.C.C.C. A bottle of antineoplastic agent broke on the client’s floor. 
D.D.D.D. The nurse was stuck with a contaminated needle in the client’s room. 
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95.95.95.95.    The triage nurse has placed a disaster tag on the client. Which action would warrant    immediate 
intervention by the nurse?    

 
A.A.A.A. The nurse documents the tag number in the disaster log. 
B.B.B.B. The unlicensed nursing assistant documents vital signs on the tag. 
C.C.C.C. The health-care provider removes the tag to examine the limb. 
D.D.D.D. The student securely attaches the tag to the client’s foot. 
 
96.96.96.96.    The father of a child brought to the emergency department is yelling at the staff and    obviously 

intoxicated. Which approach should the nurse take with the father?    
 
A.A.A.A. Talk to the father in a calm and low voice. 
B.B.B.B. Tell the father to wait in the waiting room. 
C.C.C.C. Notify the child’s mother to come to the ED. 
D.D.D.D. Call the police department to come and arrest him. 
 
97.97.97.97.    The male client was found in a parked car with the motor running. The paramedics    brought the client 

to the ED. In the ED the client complains of a headache, nausea, and dizziness and is not able to tell 
the ED nurse his name or address. On assessment    the nurse notes the buccal mucosa is a cherry-red 
color. Which should the nurse implement first?    

 
A.A.A.A. Check the client’s oxygenation level with a pulse oximeter. 
B.B.B.B. Apply oxygen via nasal cannula at 100%. 
C.C.C.C. Obtain a psychiatric consult to determine if this was a suicide attempt. 
D.D.D.D. Prepare the client for transfer to a facility with a hyperbaric chamber. 
 
98.98.98.98.    A vat of chemicals spilled onto the client. Which action should the occupational health    nurse 

implement first?    
 
A.A.A.A. Have the client stand under a shower while removing all clothes. 
B.B.B.B. Check the Material Safety Data Sheets for the antidote. 
C.C.C.C. Administer oxygen by nasal cannula. 
D.D.D.D. Collect a sample of the chemicals in the vat for analysis. 
 
99.99.99.99.    The client presents to the ED with acute vomiting after eating at a fast-food restaurant.    There has not 

been any diarrhea. The nurse suspects botulism poisoning. Which    nursing problem is the highest 
priority for this client?    

 
A.A.A.A. Fluid volume loss. 
B.B.B.B. Risk for respiratory paralysis. 
C.C.C.C. Abdominal pain. 
D.D.D.D. Anxiety. 
 
100.100.100.100.    The nurse is discharging a client diagnosed with accidental carbon monoxide poisoning.    Which 

statement made by the client indicates the need for further teaching?    
 
A.A.A.A. “I should install carbon monoxide detectors in my home.” 
B.B.B.B. “Having a natural bright-red color to my lips is good.” 
C.C.C.C. “You cannot smell carbon monoxide, so it can be difficult to detect.” 
D.D.D.D. “I should have my furnace checked for leaks before turning it on.” 
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EMERGENCY NURSING AND DISASTER ANSWER AND EMERGENCY NURSING AND DISASTER ANSWER AND EMERGENCY NURSING AND DISASTER ANSWER AND EMERGENCY NURSING AND DISASTER ANSWER AND 
RATIONALERATIONALERATIONALERATIONALE    

 
1.1.1.1.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A diagnostic peritoneal lavage is performed to assess the presence of blood, bile, and feces from internal 
bleeding induced by injury. If any of these are present, surgery should be considered to explore the extent 
of damage and repair of the injury. 
 
2.2.2.2.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The nurse should encourage the client to rest and should maintain a cool environment to assist the client 
to recover from heat exhaustion. The elderly are more susceptible to this condition. 
  
3.3.3.3.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The oxygen level needs to be maintained greater than 93%. The client needs as much support as 
necessary for this. Mechanical ventilation with peak end-expiratory pressure 
(PEEP) and high oxygen levels may be needed to achieve this goal. 
 
4.4.4.4.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The onset of pinky, frothy sputum indicates that the client is experiencing pulmonary edema. This needs 
to be treated to prevent further decline in this client. 
 
5.5.5.5.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:   
The nurse should assess the victim for hypoxia. Signs and symptoms of hypoxia include confusion or 
irritability and alterations in level of consciousness, such as lethargy. 
 
6.6.6.6.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The cause of the exposure to carbon monoxide needs to be explored. The environment needs to be 
corrected for the safety of the client prior to discharge. If exposure was a result of a suicide attempt, the 
client needs a psychiatric evaluation prior to being discharged. Interventions to prevent future attempts 
should be implemented. 
 
7.7.7.7.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Injuries from a motor-vehicle accident can be life threatening. This client should be assessed first to rule 
out respiratory difficulties and hemorrhage. Prioritizing nursing care is based on different criteria when in 
the Emergency Department. Triaging client treatment is based on rapid classification of the client’s 
problem. The nurse assesses the client for the level of acuity of the presenting problem. 
 
8.8.8.8.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Hygiene is helpful in healing. The mouth should be rinsed and an irrigation device should be used 
frequently. Gentle brushing and rinsing the mouth after each meal and at bedtime can begin after swelling 
and tenderness subside. 
 
9.9.9.9.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client should take extra care to prevent the finger from injury. The peripheral nerves that protect the 
finger can take months to regenerate. 
 
10.10.10.10.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Soaking feet in a warm bath of 107_F causes rapid continuous rewarming. 
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11.11.11.11.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The nurse should apply an ice pack to the site. The cold will decrease the blood flow and sensation. The 
ice should be applied intermittently. 
 
12.12.12.12.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Clients who have severe reactions to insect stings should wear identifying bracelets to provide 
information. If the client is unconscious, the bracelet can alert the health-care provider so that treatment 
can be started. 
 
13.13.13.13.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The amount and color of urine would assist with diagnosing the extent of injury. Color would indicate 
the presence of blood. The amount would indicate whether the urine is contained throughout the 
pathway from bladder to urinary meatus. 
 
14.14.14.14.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
The laceration should be cleaned well to prevent infection. A sterile saline solution or water should be 
used. A small amount of bleeding from the wound cleans the bacteria from the laceration. 
 
15.15.15.15.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Vital signs should be taken frequently to assess for covert bleeding. The hematoma in the flank area may 
indicate the presence of trauma to the kidney. Because of the large amount of blood flow through the 
kidney, hemorrhage is a high risk. 
 
16.16.16.16.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
A urine output of 30 mL/hour indicates the tissues are being adequately perfused and is an indicator of 
kidney functioning. 
 
17.17.17.17.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Bleeding results in an impairment of tissue perfusion. Because of the large amount of blood flow through 
the renal system, bleeding is a major problem. 
 
18.18.18.18.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
Any client who has not had a tetanus injection within five (5) years will need to receive an injection as 
prophylaxis. 
 
19.19.19.19.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Most nosebleeds will stop after applying pressure on the nose between thumb and index finger for 15 
minutes. 
 
20.20.20.20.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The warm air blanket blows warm air over the client and is an active warming method. 
 
21.21.21.21.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Unlicensed assistive personnel who have been trained can attach the cardiac monitor to the clients. 
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22.22.22.22.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Assessing the client’s airway and respirations has the highest priority. Prioritizing care can be based on 
Maslow’s Hierarchy of Needs or the American Heart Association’s “A, B, Cs.” Airway and respirations are 
first. 
 
23.23.23.23.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The rhythm on the monitor should be assessment. Many clients who become unresponsive have a lethal 
rhythm that requires defibrillation immediately. 
 
24.24.24.24.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Reintroducing solid foods slowly, in small amounts, will allow the bowel to rest and the mucosa to return 
to health after acute gastroenteritis states. 
 
25.25.25.25.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
This client may have developed an infection from the undercooked meat. The nurse should try to get a 
specimen for the laboratory to analyze and for the nurse to be able to assess. The client’s complaint of 
“bloody diarrhea” needs to be investigated by the nurse, who should observe the amount, color, and 
characteristics of the stool. 
 
26.26.26.26.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
There are many possible causes for a childhood seizure. These include fever, central nervous system 
conditions, trauma, metabolic alterations and idiopathic (unknown). 
 
27.27.27.27.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
In adult CPR, each rescue breath should be given over 1 second and should produce a visible chest rise. 
Excessive ventilation (too many breaths per minute or breaths that are too large or forceful) may be 
harmful and should not be performed. Health care providers should employ a 30:2 compression-to-
ventilation ratio for the adult victim. 
 
28.28.28.28.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
To perform the Heimlich maneuver on a child, the rescuer stands behind the victim and places the arms 
directly under the victim's axillae and around the victim. The rescuer places the thumb side of one fist 
against the victim's abdomen in the midline, slightly above the umbilicus and well below the tip of the 
xiphoid process. The rescuer grasps the fist with the other hand and delivers up to five thrusts. One must 
take care not to touch the xiphoid process or the lower margins of the rib cage because force applied to 
these structures may damage internal organs. 
 
29.29.29.29.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
In a child between the ages of 1 and 8 years, 12 to 20 breaths per minute are delivered 
 
30.30.30.30.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
In an infant, the rate of chest compressions is at least 100 times per minute. 
 
31.31.31.31.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
To assess a pulse in an infant (younger than 1 year of age), the pulse is checked at the brachial or femoral 
artery. The infant's relatively short fat neck makes palpation of the carotid artery difficult. The popliteal 
and radial pulses are also difficult to palpate in an infant. 
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32.32.32.32.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Blind finger sweeps are not recommended for infants and children because of the risk of forcing the object 
farther down into the airway. 
 
33.33.33.33.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
When performing cardiopulmonary resuscitation (CPR) on an adult client, the sternum is depressed 1½ to 
2 inches. Options 1 and 2 identify compression depths that would be ineffective in an adult. 
 
34.34.34.34.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
To perform the Heimlich maneuver on an unconscious woman in an advanced stage of pregnancy, place 
the woman on her back. Place a wedge, such as a pillow or rolled blanket, under the right abdominal 
flank and hip to displace the uterus to the left side of the abdomen. 
 
35.35.35.35.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
When performing cardiopulmonary resuscitation (CPR) on infants and children, the sternum is depressed 
one third to one half the depth of the sternum. 
 
36.36.36.36.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
When performing cardiopulmonary resuscitation (CPR) on adults, the ratio of chest compressions to 
breaths is 30:2. 
 
37.37.37.37.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The next nursing action would be to open the airway. Ventilation cannot be initiated unless the airway is 
opened. Chest compressions are started after opening the airway and initiating ventilation. Oxygen may 
be helpful at some point, but the airway is opened first. 
 
38.38.38.38.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
If a neck injury is suspected, the jaw thrust maneuver is used to open the airway. The head tilt–chin lift 
maneuver produces hyperextension of the neck and could cause complications if a neck injury is present. 
A flexed position is an inappropriate position for opening the airway. 
 
39.39.39.39.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The ACLS nurse would place one gel pad to the right of the sternum just below the clavicle and the other 
gel pad to the left of the precordium. The nurse would then place the electrode paddles over the pads.  
 
40.40.40.40.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Tertiary prevention involves the reduction of the amount and degree of disability, injury, and damage 
following a crisis. Primary prevention means keeping the crisis from occurring and secondary prevention 
focuses on reducing the intensity and duration of the crisis during the crisis itself. There is no known 
fourth care prevention level. 
 
41.41.41.41.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
An autopsy is required by state law in certain circumstances, including the sudden death of a client and a 
death that occurs under suspicious circumstances. A client may have provided oral or written instructions 
regarding an autopsy following death. If an autopsy is not required by law, these oral or written requests 
will be granted. If no oral or written instructions were provided, state law determines who has the 
authority to consent for an autopsy. Most often, the decision rests with the surviving relative or next of 
kin. 
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42.42.42.42.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
This client is in a severe state of anxiety. When a client is in a severe or panic state of anxiety, it is critical 
for the nurse to remain with the client. Processing the anxiety at this point will further increase the client's 
level of anxiety. The client in a severe state of anxiety would not be able to learn relaxation techniques. 
 
43.43.43.43.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The initial nursing assessment of a client in a crisis state is to evaluate the physical condition of the client, 
the potential for self-harm, and the potential for harm to others. Once this has been determined and 
appropriate interventions have been initiated, the nurse would then proceed with the mental health 
interview. 
    
44.44.44.44.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The priority nursing action is to assess the vital signs. This would indicate the amount of blood loss that 
has occurred and also provides a baseline by which to monitor the progress of treatment. The client may 
not be able to provide subjective data until the immediate physical needs are met. Although an 
abdominal examination and an assessment of the precipitating events may be necessary, these actions are 
not the priority. 
 
45.45.45.45.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
As rales are abnormal lung sounds, which are described as crackling in nature.  Rhonchi, are also 
adventitious, but are characterized by sonorous, dry coarse sounds which may clear if patient coughs 
sometimes called gurgles.  Wheezes are high pitched sounds which are continuous, and can be auscultated 
during both inspiration and expiration, secondary to narrowed air passages.  Atelectasis refers to either 
incomplete expansion or collapse of air passages but is not in and of itself a breath sound. 
 
46.46.46.46.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
This patient is suffering from frostbite, due to prolonged exposure to sub-freezing temperatures without 
proper protection.  Frostbite is a condition in which there is trauma to the tissues without actual freezing 
of tissue fluids.  Exposed areas of the body such as hands, feet, earlobes, etc. are all subject to this.  The 
affected part becomes hard, cold, and is not sensitive to touch, and mottled bluish-white in color. The 
aim of nursing care is to restore normal temperature and circulation to the part. 
 
47.47.47.47.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Haldol is good with paranoid patients because it is less sedating. Very sedating medications tend to 
increase suspicions of the patient that the staffs are out to hurt or poison them. 
 
48.48.48.48.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Croup is an upper airway obstruction and the signs and symptoms are because of difficulty getting air past 
the upper airway.  Wheezing is found with Asthma, decreased aeration in lung fields is found with 
Pneumonia.  Shallow respirations are unlikely; the child may exhibit retractions, but not shallow 
respirations. 
 
49.49.49.49.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Urine output provides the most sensitive indication of the client’s response to therapy for hypovolemic 
shock. Urine output should be consistently greater than 30 to 35 mL/hr. 
 
50.50.50.50.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Fluid 2000 cc or more will be needed to help flush the stone out of the renal system. All urine should be 
passed through a strainer as to collect the stone for examination, which may have dieting implications for 
the patient. 
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51.51.51.51.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A flail chest is treated with PEEP to splint the fractured ribs from the inside; options 1 and 2 are not 
aggressive enough, as the paradoxical motion from multiple contiguous fractured ribs (flail segment) will 
quickly wear the patient out; option 4 would be used for an obstructed airway, possibly for severe facial 
fractures. 
 
52.52.52.52.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Only a few conditions, such as obstructed airway or a sucking chest wound, take precedence of control of 
hemorrhage. Stabbing to the chest generally results in a sucking chest wound that can result in lung 
collapse and mediastinal shift causing death. 
 
53.53.53.53.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Cold applications are believed to produce vasoconstriction and reduce edema. The disability and pain are 
anticipated to increase during the first 2–3 hours after injury. Progressive passive and active exercises may 
begin in 2–5 days, according to the doctor’s recommendation. A sprain is a traumatic injury to the 
tendons, muscles, or ligaments around a joint, characterized by pain swelling and discoloration of the skin 
over the joint. The duration and severity of the symptoms vary with the extent of damage to the 
supporting tissues. Treatment requires support, rest, and alternating cold and heat. X-ray pictures are 
often indicated to be certain that no fracture has occurred. 
 
54.54.54.54.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Placenta Previa is a disorder where the placenta implants in the lower uterine segment, causing painless 
bleeding in the third trimester of pregnancy; the bleeding results from tearing of the placental villi from 
the uterine wall as the lower uterine segment contracts and dilates. It can be slight or profuse; bright red, 
painless bleeding, abdomen soft, non-tender, and relaxes between contractions. 
 
55.55.55.55.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
PIH is Pregnancy Induced Hypertension and is a hypertensive disorder of pregnancy, developing after 20 
weeks’ gestation and characterized by edema, hypertension, and proteinuria (preclampsia and eclampsia). 
The cause is unknown. The patient with advanced PIH needs rest, and home is the best place to get it. 
Hospitalization would not be necessary in this situation. Medication is not indicated. 
 
56.56.56.56.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Greenish amniotic fluid passed by a fetus in a cephalic (head) presentation may indicate fetal distress. A 
fetus in the breech presentation will pass meconium due to compression on the intestinal tract. 
 
57.57.57.57.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The fetal heart rate (FHR) should be assessed immediately following ruptured membranes, IV fluids 
started; notations of time; color of fluid, fetal status should be recorded; vital signs admit to labor and 
delivery. 
 
58.58.58.58.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale: Rationale: Rationale: Rationale:     
The immediate assessment of ABC (Airway, Breathing, and Circulation) is the highest priority in this 
situation. If the client is having difficulty with a clear airway or breathing problems, this assessment is first. 
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59.59.59.59.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale: Rationale: Rationale: Rationale:     
A toxic condition caused by ingestion or inhalation of lead or lead compounds; the acute form of 
intoxication is characterized by a burning sensation in the mouth and esophagus, colic, constipation, or 
diarrhea, mental disturbances, and paralysis of the extremities, followed in severe cases by convulsions 
and muscular collapse. If ingested, treatment commences with gastric lavage with magnesium or sodium 
sulfate, fluid therapy followed by chelation with IM injection of calcium disodium edentate, or for severe 
cases, British ant lewisite. Encephalopathy must be anticipated in children with lead poisoning 
 
60.60.60.60.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Hemorrhage in the postoperative thyroidectomy patient may cause compression of the trachea, 
necessitating emergency tracheostomy to maintain an airway; thyroidectomy—the surgical removal of the 
thyroid gland, performed for colloid goiter, tumors, or hyperthyroidism that does not respond to iodine 
therapy and anti-thyroid drugs. All but 5 to 10 percent of the gland is removed; regrowth usually begins 
shortly after surgery, and thyroid function may return to normal. For cancer of the thyroid, the entire 
gland is removed, along with surrounding structures from neck to collarbone, in a radical neck dissection. 
Before surgery, the basal metabolism rate is lowered to normal by giving iodine and anti-thyroid drugs. If 
a tumor is present, a frozen section of the affected tissue is examined by a pathologist. If malignant cells 
are found, most of the entire gland is removed. After surgery, the patient is most comfortable in semi-
Fowler’s position with continuous mist inhalation administered to liquefy oral secretions. Oral suctioning 
may be necessary. A tracheotomy set and oxygen are kept in the room. Postoperatively, the patient is 
observed for signs of hemorrhage, respiratory difficulty caused by edema of the glottis, the muscular 
twitching of tetany from accidental removal of a parathyroid gland, and thyroid storm. 
 
61.61.61.61.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Antibiotics may affect the outcome of the culture; fever will continue to be present until the bacteria are 
eliminated, making administration of the antibiotic a priority. 
 
62.62.62.62.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
An interdisciplinary approach is best in management of pediatric abuse. The MD’s failure to recognize the 
signs/symptoms of abuse must be questioned. However, the child’s safety requires outside evaluation and 
probable removal from the present environment. Local civil authorities (police, child protective agencies, 
and so on) will assist the nurse in ensuring the child is protected from further physical harm. In a situation 
as described, the nurse may want to elicit the support and assistance of the department’s or hospital 
supervisor. The suspicion of abuse is a reportable incident by law and the nurse is mandated to comply. 
 
63.63.63.63.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Swelling of the hand should be reported to the doctor, as it may indicate a developing complication. A 
coat hanger should not be inserted inside a cast, as it could cause a scratch that could become infected. A 
plaster cast is not waterproof, so a “short shower” cannot be taken, unless the cast is wrapped in a barrier 
of plastic wrap. If the cast is damaged in any way, the healthcare provider needs to be notified 
 
64.64.64.64.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Urgent. Individuals who require first aid, but not immediate treatment; fast tract or urgent care areas 
have been developed because these care environments are less expensive treatment areas; persons treated 
in these areas require less time with health care staff, because of the nature of the signs/symptoms. 
 
65.65.65.65.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Immediate. A yellow tag from field triage indicates the patient has a nonacute, nonlife-threatening injury 
or illness requiring attention and management without significant delay. These victims can wait for 
transportation after they receive initial emergency treatment. They include victims with immobilized 
closed fractures, soft-tissue injuries without hemorrhage, and burn less than 40 percent of the body. 
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66.66.66.66.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Although the consent to examine and treat is required, if the patient is unconscious and brought to the ED 
without family or friends, the information is documented and treatment is not delayed. Time tracking of 
patients, recording of the status of the client are essential areas from the nurse to set as first goal. Early 
intervention is the key to effectiveness. 
 
67.67.67.67.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Society assumes that men have the ability to defend themselves and are able to handle any unwanted 
attack. 
The male sexual abuse victim may perceive that helping professionals often do not believe the assault 
occurred, be fearful of questions about his sexuality, or may be unable to explain why he did not ward 
off the attack. The nurse needs to approach the situation in a calm supportive manner. 
 
68.68.68.68.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Based upon Maslow’s hierarchy, physical injuries are always treated first. The other actions may be taken, 
but are secondary to meeting physiological needs. 
 
69.69.69.69.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale: Rationale: Rationale: Rationale:     
The nurse should have communication skills to help the family members with the grieving process; 
remaining calm and supportive of the family is very important; contact with the family is crucial; the 
family should be able to view the body if desired. When the nurse touches the body, it gives the family 
“permission” to touch the body also, and may help the family to integrate the loss. 
 
70.70.70.70.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Early defibrillation is the single most important factor in determining survival from the cardiac arrest. If 
the time from the call is received, to the arrival of the defibrillator is longer than 8 minutes, virtually no 
one survives cardiac arrest. 
 
71.71.71.71.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Questions must be open-ended, non-accusatory, and non-confrontational. The nurse encourages the 
patient to confide in him or her and indicates that the nurse is in a position to protect the patient’s safety. 
 
72.72.72.72.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The patient’s head is lowered 15 degrees, and gastric contents are aspirated and sent for analysis prior to 
instillation of any substance. The unconscious patient will undergo endotracheal intubation, and oil-based 
lubricants must not be used. A poison is any substance that can harm the body, sometimes seriously 
enough to create a medical emergency. Poisons interfere with, but do not enhance, the normal 
biochemical processes in the body. Poisons damage the body by destroying skin and other tissues, over 
stimulating or depressing the central nervous system, and displacing oxygen on the hemoglobin. It is 
important to find out the route, type, and time of the poisoning. 
 
73.73.73.73.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Planning for discharge begins during the admission assessment based on anticipated discharge and self-care 
needs 
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74.74.74.74.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
There are no charges to the family or donor’s estate for organ donation. Organ donation does not 
disfigure the donor, and funeral arrangements such as open caskets do not have to be altered because of 
the donation. Often families of patients with massive head injuries who become brain dead are given the 
opportunity to donate organs because the other organs are still functional. The donor’s information is 
confidential and not communicated to the recipient under normal circumstances. 
 
75.75.75.75.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
In instances of suspected child abuse, the nurse advocate has a responsibility to the patient to convey the 
concern verbally to the physician, in writing through complete factual documentation, and by following 
the facility’s protocol for processing of such a suspicion. 
 
76.76.76.76.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A neurologist would evaluate this patient for a possible CVA. A gastroenterologist works with patients 
with digestive problems, a physiatrist works with patients with rehabilitation needs, and a pulmonologist 
would work with patients with respiratory problems. 
 
77.77.77.77.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
In instances of suspected child abuse, the nurse advocate has a responsibility to the patient to convey the 
concern verbally to the physician, in writing through complete factual documentation, and by following 
the facility’s protocol for processing of such a suspicion. 
 
78.78.78.78.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Crystalloids do not interfere with type and cross-match of blood. They raise the blood pressure rapidly; 
however, the blood pressure will remain elevated longer with colloids than with crystalloids; colloids 
provide protein and fluid for the body and prevent shock and promote wound healing; crystalloid is 
helpful in establishing renal function. It restores extracellular blood volume and replaces sodium chloride 
deficit. 
 
79.79.79.79.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The majority of cardiovascular emergencies are not a result of complications of cardiovascular surgery. 
Instead, they are a result of changes in the inner walls of arteries, or problems with the heart’s electrical 
and mechanical functions. 
 
80.80.80.80.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Angina pectoris means, literally, a pain in the chest, a paroxysmal thoracic pain caused most often by 
myocardial anoxia as a result of atherosclerosis of the coronary arteries. The pain usually radiates down 
the inner aspect or the left arm and is frequently accompanied by a feeling of suffocation and impending 
death. Attacks of angina pectoris are often related to exertion, emotional stress, and exposure to intense 
cold. The pain may be relieved by rest and vasodilatation of the coronary arteries by medication such as 
nitroglycerin. 
 
81.81.81.81.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The majority of cardiovascular emergencies are not a result of complications of cardiovascular surgery. 
Instead, they are a result of changes in the inner walls of arteries, or problems with the heart’s electrical 
and mechanical functions. 
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82.82.82.82.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The reason an emergency occurs in most cardiac-related medical emergencies is due to reduced blood 
flow to the myocardium. This may, in turn, cause cardiac arrest, loss of consciousness, or breathing 
difficulty. 
 
83.83.83.83.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Hypovolemia is a potentially life threatening condition which can result from hemorrhage. Because it can 
lead to shock and is potentially life threatening, it is the priority assessment because immediate 
intervention is needed. Pain level is important but not a life threatening issue. Impaired cognition and 
peripheral paresthesias are not pertinent. 
 
84.84.84.84.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Flail chest occurs when multiple contiguous ribs are fractured in more than one place resulting in free-
floating rib pieces. This free-floating section is pulled in during inspiration and bulges outward during 
expiration (paradoxical movement) impeding both intake and outflow of air from the lungs. Paradoxical 
movement does not occur with atelectasis, pneumonia, or hemothorax. With atelectasis, there are 
decreased breath sounds over the affected area. 
With a large hemothorax, decreased chest movement on the affected side and decreased or absent breath 
sounds occur. 
 
85.85.85.85.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale: Rationale: Rationale: Rationale:     
The nurse monitors the client closely and is most concerned about delirium tremens—the most severe 
manifestation of alcohol withdrawal. Delirium tremens (DT) is characterized by anxiety, uncontrollable 
fear, tremor, irritability, agitation, hallucinations, and insomnia. This condition is life-threatening and 
requires immediate intervention. 
 
86.86.86.86.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Clinical manifestations suggestive of airway obstruction include tripod positioning (leaning forward while 
supported by arms, chin thrust out, mouth open), nasal flaring, tachycardia, a high fever, and a sore 
throat. 
 
87.87.87.87.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale:  Rationale:  Rationale:  Rationale:      
A sensitivity report that indicates a resistance to the antibiotic being given indicates the medication the 
client is receiving is not appropriate for the treatment of the infectious organism, and the HCP needs to 
be notified so that the antibiotic can be changed. 
 
88.88.88.88.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The hypodynamic phase is the last and irreversible phase of septic shock, characterized by low cardiac 
output with vasoconstriction. It reflects the body’s effort to compensate for hypovolemia caused by the 
loss of intravascular volume through the capillaries. 
 
89.89.89.89.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
By escorting the client to a bathroom for any reason, the nurse can get the client to a safe area out of the 
hearing of the spouse. This is the most innocuous way to get the client alone. 
 
90.90.90.90.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The nurse should arrange for the social worker to see the client and family to determine if some 
arrangements could be made to provide for the client’s safety and for the client to be provided with 
nutritious meals while the adult children are at work. A long-term care facility or adult day care may be 
needed. 
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91.91.91.91.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Gastric distention occurs from over ventilating clients. When compressions are performed, the pressure 
will cause vomiting that could be aspirated into the lungs. 
 
92.92.92.92.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The crash cart is the mobile unit that has the defibrillator and all the medications and supplies needed to 
conduct a code. 
 
93.93.93.93.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The chart is a legal document and the code must be documented in the chart and provide information 
that may be needed in the intensive care unit. 
 
94.94.94.94.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The MSDS provides chemical information regarding specific agents, health information, and spill 
information for a variety of chemicals. It is required for every chemical that is found in the hospital. 
 
95.95.95.95.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The tag should never be removed from the client until the disaster is over or the client is admitted and 
the tag becomes a part of the client’s record. The HCP needs to be informed immediately of the action. 
 
96.96.96.96.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
This will help diffuse the escalating situation and attempt to keep the father calm. 
 
97.97.97.97.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
These are signs and symptoms of carbon monoxide poisoning. Symptoms include skin color from a cherry 
red to cyanotic and pale, headache, muscular weakness, palpitations, dizziness, and confusion and can 
progress rapidly to coma and death. Oxygen should be administered 100% at hyperbaric or atmospheric 
pressures to reverse hypoxia and accelerate elimination of the carbon monoxide. 
 
98.98.98.98.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The skin should be immediately drenched with water from a hose or shower. A constant stream of water 
is applied. Time should not be lost by removing the clothes and then proceeding to rinsing with water. If 
the person has a dry powder form of white phosphorus or lye, it is brushed off and then the client is 
placed under the shower. 
 
99.99.99.99.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Clients with botulism are at risk for respiratory paralysis, and this is the priority problem 
 
100.100.100.100.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The lips should be pink, not bright red or blue. This indicates a saturation of the hemoglobin with carbon 
monoxide. This client needs more instruction. 
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CARDIOVASCULAR SYSTEM DISORDERSCARDIOVASCULAR SYSTEM DISORDERSCARDIOVASCULAR SYSTEM DISORDERSCARDIOVASCULAR SYSTEM DISORDERS    
 

1.1.1.1. The nurse is teaching the client recently diagnosed with essential hypertension. Which instruction should 
the nurse provide when discussing exercise? 
 
A.A.A.A.    Walk at least 30 minutes a day on flat surfaces. 
B.B.B.B.    Perform light weight lifting three (3) times a week. 
C.C.C.C.    Recommend high-level aerobics daily. 
D.D.D.D.    Encourage the client to swim laps once a week. 

 
2.2.2.2. The nurse just received the A.M. shift report. Which client should the nurse assess first? 
 
A.A.A.A.    The client diagnosed with coronary artery disease that has a BP of 170/100. 
B.B.B.B.    The client diagnosed with deep vein thrombosis who is complaining of chest pain. 
C.C.C.C.    The client diagnosed with pneumonia that has a pulse oximeter reading of 98%. 
D.D.D.D.    The client diagnosed with ulcerative colitis that has non bloody diarrhea. 

 
3.3.3.3. The client diagnosed with essential hypertension asks the nurse, “I don’t know why the doctor is 
worried about my blood pressure. I feel just great.” Which statement by the nurse would be the most 
appropriate response? 
 
A.A.A.A.    “Damage can be occurring to your heart and kidneys even if you feel great.” 
B.B.B.B.     “Unless you have a headache your blood pressure is probably within normal limits.” 
C.C.C.C.     “When is the last time you saw your doctor? Does he know you are feeling great?” 
D.D.D.D.     “Your blood pressure reflects how well your heart is working.” 

 
4.4.4.4. The nurse is teaching a class on arterial essential hypertension. Which modifiable risk factors would the 
nurse include when preparing this presentation? 
 
A.A.A.A.    Include information on retinopathy and nephropathy. 
B.B.B.B.    Discuss sedentary lifestyle and smoking cessation. 
C.C.C.C.    Include discussions on family history and gender. 
D.D.D.D.    Provide information on a low-fiber and high-salt diet. 

 
5.5.5.5. The wife of a client with arterial occlusive disease tells the nurse, “My husband says he is having rest 
pain. What does that mean?” Which statement by the nurse would be most appropriate? 
 
A.A.A.A. “It describes the type of pain he has when he stops walking.” 
B.B.B.B. “His legs are deprived of oxygen during periods of inactivity.” 
C.C.C.C. “You are concerned that your husband is having rest pain.” 
D. D. D. D. “This term is used to support that his condition is getting better.” 
 
6.6.6.6. Which medication should the nurse expect the health-care provider to order for a client diagnosed 
with arterial occlusive disease? 
 
A.A.A.A. An anticoagulant medication. 
B.B.B.B. An antihypertensive medication. 
C.C.C.C. An antiplatelet medication. 
D.D.D.D. A muscle relaxant. 
    
7.7.7.7. The nurse is discussing the importance of exercising with a client who is diagnosed with CAD. Which 
statement best describes the scientific rationale for encouraging 30 minutes of walking daily to help 
prevent complications of atherosclerosis? 
 
A.A.A.A. Exercise promotes the development of collateral circulation. 
B.B.B.B. Isometric exercises help develop the client’s muscle mass. 
C.C.C.C. Daily exercise helps prevent plaque from developing in the vessel. 
D.D.D.D. Isotonic exercises promote the transport of glucose into the cell.    
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8.8.8.8. The HCP prescribes an HMG-COA reductase inhibitor (statin) medication to a client with CAD. Which 
should the nurse teach the client about this medication? 
 
A.A.A.A. Take this medication on an empty stomach. 
B.B.B.B. This medication should be taken in the evening. 
C.C.C.C. Do not be concerned if muscle pain occurs. 
D.D.D.D. Check your cholesterol level daily. 
 
9.9.9.9. The nurse is caring for clients on a telemetry floor. Which nursing task would be most appropriate to 
delegate to an unlicensed nursing assistant? 
 
A.A.A.A. Teach the client how to perform a Glucometer check. 
B.B.B.B. Assist feeding the client diagnosed with congestive heart failure. 
C.C.C.C. Check the cholesterol level for the client diagnosed with atherosclerosis. 
D.D.D.D. Assist the nurse to check the unit of blood at the client’s bedside. 
 
10.10.10.10. Which medical treatment would be prescribed for the client with an Abdominal Aortic Aneurysm less 
than 3 cm? 
 
A.A.A.A. Ultrasound every six (6) months. 
B.B.B.B. Intravenous pyelogram yearly. 
C.C.C.C. Assessment of abdominal girth monthly. 
D.D.D.D. Repair of abdominal aortic aneurysm. 
 
11.11.11.11. Which client would be most likely to develop an abdominal aortic aneurysm? 
 
A.A.A.A. A 45-year-old female with a history of osteoporosis. 
B.B.B.B. An 80-year-old female with congestive heart failure. 
C.C.C.C. A 69-year-old male with peripheral vascular disease. 
D.D.D.D. A 30-year-old male with a genetic predisposition to AAA. 
 
12.12.12.12. Which assessment data would require immediate intervention by the nurse for the client who is six (6) 
hours post-operative abdominal aortic aneurysm repair? 
 
A.A.A.A. Absent bilateral pedal pulses. 
B.B.B.B. Complaints of pain at the site of the incision. 
C.C.C.C. Distended, tender abdomen. 
D.D.D.D. An elevated temperature of 100˚F. 
    
13.13.13.13. The nurse is discussing discharge teaching with the client who is 3 days postoperative abdominal aortic 
aneurysm repair. Which discharge instructions should the nurse include when teaching the client? 
 
A.A.A.A. Notify Health Care Provider of any redness or irritation of incision. 
B.B.B.B. Do not lift anything more than 20 pounds. 
C.C.C.C. Inform client that there may be pain not relieved with pain medication. 
D.D.D.D. Stress the importance of having daily bowel movements. 
 
14.14.14.14. The nurse is discharging a client diagnosed with Deep Vein Thrombosis from the hospital. Which 
discharge instructions should be provided to the client? 
 
A.A.A.A. Have the PTT levels checked weekly until therapeutic range is achieved. 
B.B.B.B. Staying at home is best, but if traveling, airplanes are better than automobiles. 
C.C.C.C. Avoid green leafy vegetables and notify the HCP of red or brown urine. 
D.D.D.D. Wear knee stockings with an elastic band around the top. 
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15.15.15.15. The nurse is caring for clients on a surgical floor. Which client should be assessed first? 
 
A.A.A.A. The client who is 4 day post-operative abdominal surgery and is complaining of left calf pain when  
     ambulating. 
B.B.B.B. The client who is one (1) day post-operative hernia repair who has just been able to void 550 mL of  
     clear amber urine. 
C.C.C.C. The client who is five (5) day post-operative open cholecystectomy who has a T tube and is being  
     discharged. 
D.D.D.D. The client who is 16 hours post–abdominal hysterectomy and is complaining of abdominal pain and  
     is expelling flatus. 
 
16.16.16.16. Habib is diagnosed with Guillain Barré syndrome (GB) and is in the intensive care unit on a ventilator. 
Which cardiovascular rationale explains implementing passive range of motion (ROM) exercises? 
 
A.A.A.A. Passive ROM will prevent contractures from developing. 
B.B.B.B. The client will feel better if he is able to exercise and stretch his muscles. 
C.C.C.C. Range of motion exercises will help alleviate the pain associated with GB. 
D.D.D.D. They help to prevent DVTs by movement of the blood through the veins. 
 
17.17.17.17. Nurse Huni and an unlicensed nursing assistant are bathing a bedfast client. Which action by the 
assistant warrants immediate intervention? 
 
A.A.A.A. The assistant closes the door and cubicle curtain before undressing the client. 
B.B.B.B. The assistant begins to massage and rub lotion into the client’s calf. 
C.C.C.C. The assistant tests the temperature of the water with the wrist before starting. 
D.D.D.D. The assistant collects all the linens and supplies and brings them to the room. 
 
18.18.18.18. Which assessment data would warrant immediate intervention by the nurse? 
 
A.A.A.A. The client diagnosed with DVT who complains of pain on inspiration. 
B.B.B.B. The immobile client has refused to turn for the last three (3) hours. 
C.C.C.C. The client who has had an open cholecystectomy does not want to breathe deeply. 
D.D.D.D. The client who has had an inguinal hernia repair who must void before discharge. 
    
19.19.19.19. The client diagnosed with a DVT is on a heparin (an anticoagulant) drip at 1400 units per hour, and 
Coumadin (warfarin sodium; also an anticoagulant) 5 mg twice a day. 
Which intervention should the nurse implement first? 
 
A.A.A.A. Check the PTT and PT/INR. 
B.B.B.B. Check with the HCP to see which drug should be discontinued. 
C.C.C.C. Administer both medications. 
D.D.D.D. Discontinue the heparin because the client is receiving Coumadin. 
 
20.20.20.20. Intisam, the client is receiving low molecular weight heparin (LMWH) subcutaneously to prevent DVT 
following hip replacement surgery complains to the nurse that there are small purple hemorrhaged areas 
on the upper abdomen. Which action should the nurse implement? 
 
A.A.A.A. Notify the Health Care Provider immediately. 
B.B.B.B. Check the client’s PTT level. 
C.C.C.C. Explain that this results from the medication. 
D.D.D.D. Assess the client’s vital signs. 
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21.21.21.21. The home health nurse is admitting a client diagnosed with a DVT. Which action by the client 
warrants immediate intervention by the nurse? 
 
A.A.A.A. The client takes a stool softener every day at dinnertime. 
B.B.B.B. The client is wearing a medic alert bracelet. 
C.C.C.C. The client takes vitamin E over-the-counter medications. 
D.D.D.D. The client has purchased a new recliner that will elevate the legs. 
 
22.22.22.22. The client is being admitted with Coumadin (warfarin), an anticoagulant, toxicity. 
Which laboratory data should the nurse monitor? 
 
A.A.A.A. Blood urea nitrogen levels (BUN). 
B.B.B.B. Bilirubin levels. 
C.C.C.C. International Normalized Ratio (INR). 
D.D.D.D. Partial thromboplastin time (PTT). 
 
23.23.23.23. Which actions should the surgical scrub nurse take to prevent from personally developing a DVT? 
 
A.A.A.A. Keep the legs in a dependent position and stand as still as possible. 
B.B.B.B. Flex the leg muscles and change the leg positions frequently. 
C.C.C.C. Wear white socks and shoes that have a wedge heel. 
D.D.D.D. Ask the surgeon to allow the nurse to take a break midway through each surgery. 
 
24.24.24.24. The nurse is teaching a class on venous insufficiency. The nurse would identify which condition as the 
most serious complication of chronic venous insufficiency? 
 
A.A.A.A. Arterial thrombosis. 
B.B.B.B. Deep vein thrombosis. 
C.C.C.C. Venous ulcerations. 
D.D.D.D. Varicose veins. 
    
25.25.25.25. Which assessment data would support that the client has a venous stasis ulcer? 
 
A.A.A.A. Superficial pink open area on the medial part of the ankle. 
B.B.B.B. A deep pale open area over the top side of the foot. 
C.C.C.C. A reddened blistered area on the heel of the foot. 
D.D.D.D. A necrotic gangrenous area on the dorsal side of the foot. 
 
26.26.26.26. The client is employed in a job that requires extensive standing. Which intervention should the nurse 
include when discussing how to prevent varicose veins? 
 
A.A.A.A. Wear low-heeled, comfortable shoes. 
B.B.B.B. Wear white, clean, cotton socks. 
C.C.C.C. Move the legs back and forth often. 
D.D.D.D. Wear graduated compression hose. 
 
27.27.27.27. The client with varicose veins asks the nurse, “What caused me to have these?” Which statement by 
the nurse would be most appropriate? 
 
A.A.A.A. “You have incompetent valves in your legs.” 
B.B.B.B. “Your legs have decreased oxygen to the muscle.” 
C.C.C.C. “There is an obstruction in the saphenous vein.” 
D.D.D.D. “Your blood is thick and can’t circulate properly.” 
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28.28.28.28. The nurse is caring for the client with chronic venous insufficiency. Which statement indicates that the 
client understands the discharge teaching? 
 
A.A.A.A. “I shouldn’t cross my legs for more than 15 minutes.” 
B.B.B.B. “I need to elevate the foot of my bed while sleeping.” 
C.C.C.C. “I should take a baby aspirin every day with food.” 
D.D.D.D. “I should increase my fluid intake to 3000 mL a day.” 
 
29.29.29.29. The unlicensed nursing assistant is caring for the client diagnosed with chronic venous insufficiency. 
Which action would warrant immediate intervention from the nurse? 
 
A.A.A.A. Applying compression stockings before going to bed. 
B.B.B.B. Taking the client’s blood pressure manually. 
C.C.C.C. Assisting the client by opening the milk on the tray. 
D.D.D.D. Calculating the client’s shift intake and output. 
 
30.30.30.30. The 80-year-old client is being discharged home after having surgery to debride a chronic venous 
ulcer on the right ankle. Which referral would be most appropriate for the client? 
 
A.A.A.A. Occupational therapist. 
B.B.B.B. Social worker. 
C.C.C.C. Physical therapist. 
D.D.D.D. Cardiac rehabilitation. 
 
31.31.31.31. Which assessment data would the nurse expect to find in the client diagnosed with chronic venous 
insufficiency? 
 
A.A.A.A. Decreased pedal pulses. 
B.B.B.B. Cool skin temperature. 
C.C.C.C. Intermittent claudication. 
D.D.D.D. Brown discolored skin. 
 
32.32.32.32. Which client would be most at risk for developing varicose veins? 
 
A.A.A.A. A Caucasian female who is a nurse. 
B.B.B.B. An African American male who is a bus driver. 
C.C.C.C. An Asian female with no children. 
D.D.D.D. An elderly male with diabetes. 
 
33.33.33.33. The client with varicose veins is six (6) hours post-operative vein ligation. Which nursing intervention 
should the nurse implement first? 
 
A.A.A.A. Assist the client to dangle the legs off the side of the bed. 
B.B.B.B. Assess and maintain pressure bandages on the affected leg. 
C.C.C.C. Apply a sequential compression device to the affected leg. 
D.D.D.D. Administer the prescribed prophylactic intravenous antibiotic. 
 
34.34.34.34. The nurse has just received the A.M. shift report. Which client would the nurse assess first? 
 
A.A.A.A. The client with a venous stasis ulcer who is complaining of pain. 
B.B.B.B. The client with varicose veins who has dull aching muscle cramps. 
C.C.C.C. The client with arterial occlusive disease who cannot move the foot. 
D.D.D.D. The client with deep vein thrombosis who has a positive Homans’ sign. 
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35.35.35.35. A client with no history of cardiovascular disease comes to the ambulatory clinic with flu-like 
symptoms. The client suddenly complains of chest pain. Which of the following questions would best 
help a nurse discriminate pain caused by a non-cardiac problem?  
 
A.A.A.A. “Can you describe the pain to me?” 
B.B.B.B. “Have you ever had this pain before?” 
C.C.C.C. “Does the pain get worse when you breathe in?” 
D.D.D.D. “Can you rate the pain on a scale of 1 to 10, with 10 being the worst?” 
 
36.36.36.36. A client is admitted to an emergency room with chest pain that is being ruled out for myocardial 
infarction. Vital signs are as follows: at 11 am, pulse (P), 92 bpm, respiratory rate (RR), 24 breaths/min, 
blood pressure (BP), 140/88 mm Hg; 11:15 am, P, 96 bpm, RR, 26 breaths/min, BP, 128/82 mm Hg; 11:30 
am, P,104 bpm, RR, 28 breaths/min, BP, 104/68 mm Hg; 11:45 am, P,118 bpm, RR, 32 breaths/min, BP, 
88/58 mm Hg. The nurse should alert the physician because these changes are most consistent with which 
of the following complications?  
 
A.A.A.A. Cardiogenic shock 
B.B.B.B. Cardiac tamponade 
C.C.C.C. Pulmonary embolism 
D.D.D.D. Dissecting thoracic aortic aneurysm 
 
37.37.37.37. A client with myocardial infarction has been transferred from a coronary care unit to a general 
medical unit with cardiac monitoring via telemetry. A nurse plans to allow for which of the following 
client activities? 
 
A.A.A.A. Strict bed rest for 24 hours after transfer 
B.B.B.B. Bathroom privileges and self-care activities 
C.C.C.C. Ad lib activities because the client is monitored 
D.D.D.D. Unsupervised hallway ambulation with distances under 200 feet 
    
38.38.38.38. A client admitted to the hospital with chest pain and history of type II diabetes mellitus is scheduled 
for cardiac catheterization. Which of the following medications would need to be held for 48 hours 
before and after the procedure?  
 
A.A.A.A. Regular insulin 
B.B.B.B. Glipizide (Glucotrol) 
C.C.C.C. Repaglinide (Prandin) 
D.D.D.D. Metformin (Glucophage) 
 
39.39.39.39. A client is in sinus bradycardia with a heart rate of 45 bpm, complains of dizziness, and has a blood 
pressure of 82/60 mmHg. Which of the following should the nurse anticipate will be prescribed?  
 
A.A.A.A. Defibrillate the client. 
B.B.B.B. Administer digoxin (Lanoxin). 
C.C.C.C. Continue to monitor the client. 
D.D.D.D. Prepare for transcutaneous pacing. 
 
40.40.40.40. A nurse notes bilateral 12 edema in the lower extremities of a client with myocardial infarction, who 
was admitted 2 days ago. The nurse would plan to do which of the following next?  
 
A.A.A.A. Order daily weights starting on the following morning. 
B.B.B.B. Review the intake and output records for the last 2 days. 
C.C.C.C. Request a sodium restriction of 1 g/day from the physician. 
D.D.D.D. Change the time of diuretic administration from morning to evening. 
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41.41.41.41. A nurse is conducting a health history of a client with a primary diagnosis of heart failure. Which of 
the following disorders reported by the client is unlikely to play a role in exacerbating the heart failure?  
 
A.A.A.A. Atrial fibrillation 
B.B.B.B. Nutritional anemia 
C.C.C.C. Peptic ulcer disease 
D.D.D.D. Recent upper respiratory infection 
 
42.42.42.42. A client with myocardial infarction suddenly becomes tachycardic, shows signs of air hunger, and 
begins coughing frothy, pink-tinged sputum. Which of the following would the nurse anticipate when 
auscultating the client's breath sounds?  
 
A.A.A.A. Stridor 
B.B.B.B. Crackles 
C.C.C.C. Scattered rhonchi 
D.D.D.D. Diminished breath sounds 
 
43.43.43.43. A client who has developed severe pulmonary edema would most likely exhibit which of the 
following?  
 
A.A.A.A. Mild anxiety 
B.B.B.B. Slight anxiety 
C.C.C.C. Extreme anxiety 
D.D.D.D. Moderate anxiety 
    
44.44.44.44. A client with pulmonary edema has been on diuretic therapy. The client has an order for additional 
furosemide (Lasix) in the amount of 40 mg intravenous push. Knowing that the client will also be started 
on digoxin (Lanoxin), the nurse should review which laboratory result?  
 
A.A.A.A. Sodium level 
B.B.B.B. Digoxin level 
C.C.C.C. Creatinine level 
D.D.D.D. Potassium level 
 
45.45.45.45. A client with myocardial infarction is going into cardiogenic shock. Because of the risk of myocardial 
ischemia, for which of the following should the nurse carefully assess the client?  
 
A.A.A.A. Bradycardia 
B.B.B.B. Ventricular dysrhythmias 
C.C.C.C. Rising diastolic blood pressure 
D.D.D.D. Falling central venous pressure 
 
46.46.46.46. A nurse assesses the sternotomy incision of a client on the third day after cardiac surgery. The incision 
shows some slight “puffiness” along the edges and is non-reddened, with no apparent drainage. 
Temperature is 99° F orally. The white blood cell count is 7500 cells/mm3. How should the nurse 
interpret these findings?  
 
A.A.A.A. Incision is slightly edematous but shows no active signs of infection. 
B.B.B.B. Incision shows early signs of infection, although the temperature is nearly normal. 
C.C.C.C. Incision shows early signs of infection, supported by an elevated white blood cell count. 
D.D.D.D. Incision shows no sign of infection, although the white blood cell count is elevated. 
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47.47.47.47. A client who had cardiac surgery 24 hours ago has a urine output averaging 20 mL/hr for 2 hours. 
The client received a single bolus of 500 mL of intravenous fluid. Urine output for the subsequent hour 
was 25 mL. Daily laboratory results indicate that the blood urea nitrogen level is 45 mg/dL and the serum 
creatinine level is 2.2 mg/dL. Based on these findings, the nurse would anticipate that the client is at risk 
for which of the following?  
 
A.A.A.A. Hypovolemia 
B.B.B.B. Acute renal failure 
C.C.C.C. Glomerulonephritis 
D.D.D.D. Urinary tract infection 
 
48.48.48.48. A nurse is preparing to ambulate a client on the third day after cardiac surgery. The nurse would plan 
to do which of the following to enable the client to best tolerate the ambulation?  
 
A.A.A.A. Remove telemetry equipment. 
B.B.B.B. Provide the client with a walker. 
C.C.C.C. Premedicate the client with an analgesic. 
D.D.D.D. Encourage the client to cough and deep breathe. 
 
49.49.49.49. The nurse is reviewing an electrocardiogram rhythm strip. The P waves and QRS complexes are 
regular. The PR interval is 0.16 second, and QRS complexes measure 0.06 second. The overall heart rate 
is 64 bpm. Which of the following would be a correct interpretation based on these characteristics?  
 
A.A.A.A. Sinus bradycardia 
B.B.B.B. Sick sinus syndrome 
C.C.C.C. Normal sinus rhythm 
D.D.D.D. First-degree heart block 
 
50.50.50.50. A client is wearing a continuous cardiac monitor, which begins to sound its alarm. A nurse sees no 
electrocardiographic complexes on the screen. Which of the following should be the priority action of the 
nurse?  
 
A.A.A.A. Call a code blue. 
B.B.B.B. Call the physician. 
C.C.C.C. Check the client status and lead placement. 
D.D.D.D. Press the recorder button on the electrocardiogram console. 
 
51.51.51.51. A client's electrocardiogram strip shows atrial and ventricular rates of 110 bpm. The PR interval is 0.14 
second, the QRS complex measures 0.08 second, and the PP and RR intervals are regular. How should 
the nurse correctly interpret this rhythm?  
 
A.A.A.A. Sinus arrhythmia 
B.B.B.B. Sinus tachycardia 
C.C.C.C. Sinus bradycardia 
D.D.D.D. Normal sinus rhythm 
 
52.52.52.52. A nurse notices frequent artifact on the electrocardiographic monitor for a client whose leads are 
connected by cable to a console at the bedside. The nurse examines the client to determine the cause. 
Which of the following items is unlikely to be responsible for the artifact?  
 
A.A.A.A. Frequent movement of the client 
B.B.B.B. Tightly secured cable connections 
C.C.C.C. Leads applied over hairy areas 
D.D.D.D. Leads applied to the limbs 
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53.53.53.53. A nurse is watching the cardiac monitor and notices that the rhythm suddenly changes. There are no P 
waves, the QRS complexes are wide, and the ventricular rate is regular but over 100 beats/min. The nurse 
determines that the client is experiencing which of the following dysrhythmias?  
 
A.A.A.A. Sinus tachycardia 
B.B.B.B. Ventricular fibrillation 
C.C.C.C. Ventricular tachycardia 
D.D.D.D. Premature ventricular contractions 
 
54.54.54.54. A client has frequent bursts of ventricular tachycardia on the cardiac monitor. Why should the nurse 
be most concerned about with this dysrhythmia?  
 
A.A.A.A. It can develop into ventricular fibrillation at any time. 
B.B.B.B. It is almost impossible to convert to a normal rhythm. 
C.C.C.C. It is uncomfortable for the client, giving a sense of impending doom. 
D.D.D.D. It produces a high cardiac output that quickly leads to cerebral and myocardial ischemia. 
 
55.55.55.55. A nurse is caring for a client with unstable ventricular tachycardia. The nurse instructs the client to do 
which of the following, if prescribed, during an episode of ventricular tachycardia?  
 
A.A.A.A. Lie down flat in bed. 
B.B.B.B. Remove any metal jewelry. 
C.C.C.C. Breathe deeply, regularly, and easily. 
D.D.D.D. Inhale deeply and cough forcefully every 1 to 3 seconds. 
    
56.56.56.56. Ikraam is having frequent premature ventricular contractions. A nurse would place priority on 
assessment of which of the following?  
 
A.A.A.A. Sensation of palpitations 
B.B.B.B. Causative factors, such as caffeine 
C.C.C.C. Precipitating factors, such as infection 
D.D.D.D. Blood pressure and oxygen saturation 
 
57.57.57.57. Hakeem has developed atrial fibrillation, with a ventricular rate of 150 beats/min. The nurse should 
assess Hakeem for which associated signs or symptoms?  
 
A.A.A.A. Flat neck veins 
B.B.B.B. Nausea and vomiting 
C.C.C.C. Hypotension and dizziness 
D.D.D.D. Hypertension and headache 
 
58.58.58.58. A nurse Imtiyaz is watching the cardiac monitor, and a client's rhythm suddenly changes. There are no 
P waves; instead, there are fibrillatory waves before each QRS complex. How should Imtiyaz correctly 
interpret the client's heart rhythm?  
 
A.A.A.A. Atrial fibrillation 
B.B.B.B. Sinus tachycardia 
C.C.C.C. Ventricular fibrillation 
D.D.D.D. Ventricular tachycardia 
 
59.59.59.59. Haifa is with rapid rate atrial fibrillation asks a nurse why the physician is going to perform carotid 
sinus massage. Which of the following would be reflective of a correct explanation provided by the 
nurse?  
 
A.A.A.A. The vagus nerve slows the heart rate. 
B.B.B.B. The diaphragmatic nerve slows the heart rate. 
C.C.C.C. The diaphragmatic nerve overdrives the rhythm. 
D.D.D.D. The vagus nerve increases the heart rate, overdriving the rhythm. 
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60.60.60.60. A nurse notes that a client with sinus rhythm has a premature ventricular contraction that falls on the 
T wave of the preceding beat.  
The client's rhythm suddenly changes to one with no P waves, no definable QRS complexes, and coarse 
wavy lines of varying amplitude. How would the nurse correctly interpret this rhythm?  
 
A.A.A.A. Asystole 
B.B.B.B. Atrial fibrillation 
C.C.C.C. Ventricular fibrillation 
D.D.D.D. Ventricular tachycardia 
 
61.61.61.61. A nurse is preparing to defibrillate a client in ventricular fibrillation. After placing the paddles on the 
client's chest and before discharging them, which of the following should be done?  
 
A.A.A.A. Ensure that the client has been intubated. 
B.B.B.B. Set the defibrillator to the “synchronize” mode. 
C.C.C.C. Administer lidocaine hydrochloride (Xylocaine). 
D.D.D.D. Confirm that the rhythm is actually ventricular fibrillation. 
    
62.62.62.62. A client in ventricular fibrillation is about to be defibrillated. A nurse knows that to convert this 
rhythm effectively, the machine should be set at which of the following energy levels (in joules, J) for the 
first delivery?  
 
A.A.A.A. 50 J 
B.B.B.B. 100 J 
C.C.C.C. 200 J 
D.D.D.D. 360 J 
 
63.63.63.63. A nurse would evaluate that defibrillation of a client was most successful if which of the following 
observations was made?  
 
A.A.A.A. Arousable, sinus rhythm, BP 116/72 mm Hg 
B.B.B.B. Arousable, marked bradycardia, BP 86/54 mm Hg 
C.C.C.C. Nonarousable, supraventricular tachycardia, BP 122/60 mm Hg 
D.D.D.D. Nonarousable, sinus rhythm, BP 88/60 mm Hg 
 
64.64.64.64. A nurse is evaluating a client's response to cardio version. Which of the following observations would 
be of highest priority to the nurse?  
 
A.A.A.A. Blood pressure 
B.B.B.B. Status of airway 
C.C.C.C. Oxygen flow rate 
D.D.D.D. Level of consciousness 
 
65.65.65.65. A nurse is performing cardiopulmonary resuscitation on a client who has had a cardiac arrest. An 
automatic external defibrillator is available to treat the client. Which of the following activities will allow 
the nurse to assess the client's cardiac rhythm?  
 
A.A.A.A. Hold the defibrillator paddles firmly against the chest. 
B.B.B.B. Apply adhesive patch electrodes to the chest and move away from the client. 
C.C.C.C. Apply standard electrocardiographic monitoring leads to the client and observe the rhythm. 
D.D.D.D. Connect standard electrocardiographic electrodes to a transtelephonic monitoring device. 
 
66.66.66.66. A nurse employed in a cardiac unit determines that which of the following clients is the least likely to 
have implantation of an automatic internal cardioverter-defibrillator (AICD)? 
 
A.A.A.A. A client with syncopal episodes related to ventricular tachycardia 
B.B.B.B. A client with ventricular dysrhythmias despite medication therapy 
C.C.C.C. A client with an episode of cardiac arrest related to myocardial infarction 
D.D.D.D. A client with three episodes of cardiac arrest unrelated to myocardial infarction 
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67.67.67.67. Mohammed is ordered a laboratory tests after she is admitted to the hospital for angina. The 
isoenzyme test that is the most reliable as early indicator of myocardial insult is: 
 
A.A.A.A. SGPT  
B.B.B.B. LDH  
C.C.C.C. CPK-MB  
D.D.D.D. AST 
    
68.68.68.68. A nurse is caring for a client immediately after insertion of a permanent demand pacemaker via the 
right subclavian vein. Which of the following activities will assist with preventing dislodgement of the 
pacing catheter?  
 
A.A.A.A. Limiting movement and abduction of the left arm 
B.B.B.B. Limiting movement and abduction of the right arm 
C.C.C.C. Assisting the client to get out of bed and ambulate with a walker 
D.D.D.D. Having the physical therapist do active range-of-motion exercises to the right arm 
 
69.69.69.69. A client diagnosed with thrombophlebitis 1 day ago suddenly complains of chest pain and shortness of 
breath and is visibly anxious. The nurse should immediately assess the client for signs and symptoms of 
which of the following?  
 
A.A.A.A. Pneumonia 
B.B.B.B. Pulmonary edema 
C.C.C.C. Pulmonary embolism 
D.D.D.D. Myocardial infarction 
 
70.70.70.70. A client seeks treatment in a physician's office for unsightly varicose veins, and sclerotherapy is 
recommended. Before leaving the examining room, the client says to the nurse, “Can you tell me again 
how this sclerotherapy is done?” Which of the following statements would reflect accurate teaching by 
the nurse?  
 
A.A.A.A. “The varicosity is surgically removed.” 
B.B.B.B. “The vein is tied off at the upper end to prevent stasis from occurring.” 
CCCC “The vein is tied off at the lower end to prevent stasis from occurring.” 
D.D.D.D. “An agent is injected into the vein to damage the vein wall and close the vein off.” 
 
71.71.71.71. A client is having a follow-up physician office visit after vein ligation and stripping. The client describes 
a sensation of “pins and needles” in the affected leg. Which of the following would be an appropriate 
action by the nurse based on evaluation of the client's comment?  
 
A.A.A.A. Instruct the client to apply warm packs. 
B.B.B.B. Report the complaint to the physician. 
C.C.C.C. Reassure the client that this is only temporary. 
D.D.D.D. Advise the client to take acetaminophen (Tylenol) until it is gone. 
 
72.72.72.72. Postoperatively, a nurse is caring for a client who had a percutaneous insertion of an inferior vena 
cava filter and was on heparin therapy before surgery. The nurse would inspect the surgical site most 
closely for evidence of which of the following?  
 
A.A.A.A. Bleeding and infection 
B.B.B.B. Thrombosis and infection 
C.C.C.C. Bleeding and wound dehiscence 
D.D.D.D. Wound dehiscence and evisceration 
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73.73.73.73. A client with angina has a 12-lead electrocardiogram taken during an episode of chest pain. A nurse 
examines the tracing for which electrocardiographic change caused by myocardial ischemia?  
 
A.A.A.A. Tall peak T waves 
B.B.B.B. Prolonged PR interval 
C.C.C.C. Widened QRS complex 
D.D.D.D. ST segment elevation or depression 
 
74.74.74.74. A client is scheduled for a cardiac catheterization using a radiopaque dye. Which of the following 
assessments is most critical before the procedure?  
 
A.A.A.A. Intake and output 
B.B.B.B. Height and weight 
C.C.C.C. Allergy to iodine or shellfish 
D.D.D.D. Baseline peripheral pulse rates 
 
75.75.75.75. A nurse is assessing the neurovascular status of a client who returned to the surgical nursing unit 4 
hours ago after undergoing aorta iliac bypass graft. The affected leg is warm, and the nurse notes redness 
and edema. The pedal pulse is palpable and unchanged from admission. How would the nurse correctly 
interpret the client's neurovascular status?  
 
A.A.A.A. The neurovascular status is normal because of increased blood flow through the leg. 
B.B.B.B. The neurovascular status is moderately impaired, and the surgeon should be called. 
C.C.C.C. The neurovascular status is slightly deteriorating and should be monitored for another hour. 
D.D.D.D. The neurovascular status is adequate from an arterial approach, but venous complications are  
     arising. 
 
76.76.76.76. A nurse is evaluating the condition of a client after pericardiocentesis performed to treat cardiac 
tamponade. Which of the following observations would indicate that the procedure was unsuccessful?  
 
A.A.A.A. Rising blood pressure 
B.B.B.B. Clearly audible heart sounds 
C.C.C.C. Client expressions of relief 
D.D.D.D. Rising central venous pressure 
 
77.77.77.77. A nurse is assessing a client with an abdominal aortic aneurysm. Which of the following assessment 
findings by the nurse is probably unrelated to the aneurysm?  
 
A.A.A.A. Pulsatile abdominal mass 
B.B.B.B. Hyperactive bowel sounds in the area 
C.C.C.C. Systolic bruit over the area of the mass 
D.D.D.D. Subjective sensation of “heart beating” in the abdomen 
 
78.78.78.78. A nurse is caring for a client who had a resection of an abdominal aortic aneurysm yesterday. The 
client has an intravenous infusion with a rate of 150 mL/hr, unchanged for the last 10 hours. The client's 
urine output for the last 3 hours was 90, 50, and 28 mL (28 mL most recent).  
The client's blood urea nitrogen level is 35 mg/dL and serum creatinine level is 1.8 mg/dL, measured this 
morning. Which of the following actions should the nurse take next?  
 
A.A.A.A. Call the physician. 
B.B.B.B. Check the urine specific gravity. 
C.C.C.C. Check to see if the client had a sample for serum albumin level drawn. 
D.D.D.D. Put the intravenous line on a pump so that the infusion rate is sure to stay stable. 
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79.79.79.79. Cardiac magnetic resonance imaging (MRI) is prescribed for a client. The nurse identifies that which of 
the following is a contraindication for performance of this diagnostic study?  
 
A.A.A.A. Client has a pacemaker. 
B.B.B.B. Client is allergic to iodine. 
C.C.C.C. Client has diabetes mellitus. 
D.D.D.D. Client has a biological porcine valve. 
 
80.80.80.80. A client with angina complains that the anginal pain is prolonged and severe and occurs at the same 
time each day, most often at rest in the absence of precipitating factors. How would the nurse best 
describe this type of anginal pain?  
 
A.A.A.A. Stable angina 
B.B.B.B. Variant angina 
C.C.C.C. Unstable angina 
D.D.D.D. Non anginal pain 
 
81.81.81.81. A client with atrial fibrillation is receiving a continuous heparin infusion at 1000 units/hr. The nurse 
would determine that the client is receiving the therapeutic effect based on which of the following results? 
 
A.A.A.A. Prothrombin time of 12.5 seconds 
B.B.B.B. Activated partial thromboplastin time of 60 seconds 
C.C.C.C. Activated partial thromboplastin time of 28 seconds 
D.D.D.D. Activated partial thromboplastin time longer than 120 seconds 
 
82.82.82.82. A client develops atrial fibrillation with a ventricular rate of 140 beats/min and signs of decreased 
cardiac output. Which of the following medications should the nurse first anticipate administering? 
 
A.A.A.A. Atropine sulfate 
B.B.B.B. Warfarin (Coumadin) 
C.C.C.C. Lidocaine (Xylocaine) 
D.D.D.D. Metoprolol (Lopressor) 
 
83.83.83.83. In reviewing the medication records of the following group of clients, the nurse determines that 
which client would be at greatest risk for developing hyperkalemia? 
 
A.A.A.A. Client receiving furosemide (Lasix) 
B.B.B.B. Client receiving bumetanide (Bumex) 
C.C.C.C. Client receiving spironolactone (Aldactone) 
D.D.D.D. Client receiving hydrochlorothiazide (HCTZ) 
 
84.84.84.84. A nurse provides discharge instructions to a postoperative client who is taking warfarin sodium 
(Coumadin). Which statement, if made by the client, reflects the need for further teaching? 
 
A.A.A.A. “I will take my pills every day at the same time.” 
B.B.B.B. “I will be certain to limit my alcohol consumption.” 
C.C.C.C. “I have already called my family to pick up a Medic-Alert bracelet.” 
D.D.D.D. “I will take Ecotrin (enteric-coated aspirin) for my headaches because it is coated.” 
 
85.85.85.85. A client who is receiving digoxin (Lanoxin) daily has a serum potassium level of 3.0 mEq/L and is 
complaining of anorexia. A physician orders a digoxin level to rule out digoxin toxicity. A nurse checks 
the results, knowing that which of the following is the therapeutic serum level (range) for digoxin? 
 
A.A.A.A. 0.5 to 2 mg/mL 
B.B.B.B. 1.2 to 2.8 mg/mL 
C.C.C.C. 3 to 5 mg/mL 
D.D.D.D. 3.5 to 5.5 mg/mL 
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86.86.86.86. A client is being treated with procainamide (Procanbid) for a cardiac dysrhythmia. Following 
intravenous administration of the medication, the client complains of dizziness. What intervention should 
the nurse take first? 
 
A.A.A.A. Administer ordered nitroglycerin tablets. 
B.B.B.B. Measure the heart rate on the rhythm strip. 
C.C.C.C. Obtain a 12-lead electrocardiogram immediately. 
D.D.D.D. Auscultate the client's apical pulse and obtain a blood pressure. 
 
87.87.87.87. A nurse is monitoring a client who is taking propranolol (Inderal). 
Which assessment data would indicate a potential serious complication associated with propranolol? 
 
A.A.A.A. The development of complaints of insomnia 
B.B.B.B. The development of audible expiratory wheezes 
C.C.C.C. A baseline blood pressure of 150/80 mm Hg followed by a blood pressure of 138/72 mm Hg after  
     two doses of the medication 
D.D.D.D. A baseline resting heart rate of 88 beats/min followed by a resting heart rate of 72 beats/min after  
     two doses of the medication 
 
88.88.88.88. A home health care nurse is visiting an older client at home. Furosemide (Lasix) is prescribed for the 
client and the nurse teaches the client about the medication. Which of the following statements, if made 
by the client, indicates the need for further teaching? 
 
A.A.A.A. “I will sit up slowly before standing each morning.” 
B.B.B.B. “I will take my medication every morning with breakfast.” 
C.C.C.C. “I need to drink lots of coffee and tea to keep myself healthy.” 
D.D.D.D. “I will call my doctor if my ankles swell or my rings get tight.” 
 
89.89.89.89. A nurse is caring for a client receiving a heparin intravenous (IV) infusion. The nurse anticipates that 
which laboratory study will be prescribed to monitor the therapeutic effect of heparin? 
 
A.A.A.A. Hematocrit 
B.B.B.B. Hemoglobin 
C.C.C.C. Prothrombin time 
D.D.D.D. Activated partial thromboplastin time 
 
90.90.90.90. A client is diagnosed with an acute myocardial infarction and is receiving tissue plasminogen activator, 
alteplase (Activase, tPA). Which of the following is a priority nursing intervention? 
 
A.A.A.A. Monitor for renal failure. 
B.B.B.B. Monitor psychosocial status. 
C.C.C.C. Monitor for signs of bleeding. 
D.D.D.D. Have heparin sodium available. 
 
91.91.91.91. A home health nurse instructs a client about the use of a nitrate patch. The nurse tells the client that 
which of the following will prevent client tolerance to nitrates? 
 
A.A.A.A. “Do not remove the patches.” 
B.B.B.B. “Have a 12-hour ‘no-nitrate’ time.” 
C.C.C.C. “Have a 24-hour ‘no-nitrate’ time.” 
D.D.D.D. “Keep nitrates on 24 hours, then off 24 hours.” 
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92.92.92.92. A client is admitted to a medical unit with nausea and bradycardia. The family hands a nurse a small 
white envelope labeled “heart pill.” The envelope is sent to the pharmacy and it is found to be digoxin 
(Lanoxin). A family member states, “That doctor doesn't know how to take care of my family.” Which of 
the following statements would convey a therapeutic response by the nurse? 
 
A.A.A.A. “Don't worry about this. I'll take care of everything.” 
B.B.B.B. “You are concerned your loved one receives the best care.” 
C.C.C.C. “You're right! I've never seen a doctor put pills in an envelope.” 
D.D.D.D. “I think you're wrong. That physician has been in practice over 30 years.” 
 
93.93.93.93. A nurse is caring for a client receiving dopamine. Which of the following potential nursing diagnoses 
is appropriate for this client? 
 
A.A.A.A. Fluid volume, excess 
B.B.B.B. Cardiac output, increased 
C.C.C.C. Tissue perfusion, ineffective 
D.D.D.D. Sensory perception, disturbed 
 
94.94.94.94. A nurse is planning to administer hydrochlorothiazide (HydroDIURIL) to a client. The nurse 
understands that which of the following are concerns related to the administration of this medication? 
 
A.A.A.A. Hypouricemia, hyperkalemia 
B.B.B.B. Increased risk of osteoporosis 
C.C.C.C. Hypokalemia, hyperglycemia, sulfa allergy 
D.D.D.D. Hyperkalemia, hypoglycemia, penicillin allergy 
 
95.95.95.95. A home health care nurse is visiting a client with elevated triglyceride levels and a serum cholesterol 
level of 398 mg/dL. The client is taking cholestyramine (Questran). Which of the following statements, if 
made by the client, indicates the need for further education? 
 
A.A.A.A. “Constipation and bloating might be a problem.” 
B.B.B.B. “I'll continue to watch my diet and reduce my fats.” 
C.C.C.C. “Walking a mile each day will help the whole process.” 
D.D.D.D. “I'll continue my nicotinic acid from the health food store.” 
 
96.96.96.96. A client is on nicotinic acid (niacin) for hyperlipidemia and the nurse provides instructions to the client 
about the medication. Which statement by the client would indicate an understanding of the instructions? 
 
A.A.A.A. “It is not necessary to avoid the use of alcohol.” 
B.B.B.B. “The medication should be taken with meals to decrease flushing.” 
C.C.C.C. “Clay-colored stools are a common side effect and should not be of concern.” 
D.D.D.D. “Ibuprofen (Motrin) taken 30 minutes before the nicotinic acid should decrease the flushing.” 
 
97.97.97.97. A client has developed paroxysmal nocturnal dyspnea. Which of the following medications does a 
nurse anticipate will be prescribed by the physician? 
 
A.A.A.A. Propranolol (Inderal) 
B.B.B.B. Bumetanide (Bumex) 
C.C.C.C. Lidocaine (Xylocaine) 
D.D.D.D. Streptokinase (Streptase) 
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98.98.98.98. A 66-year-old client complaining of not feeling well is seen in a clinic. The client is taking several 
medications for the control of heart disease and hypertension. These medications include atenolol 
(Tenormin), digoxin (Lanoxin), and chlorothiazide (Diuril). A tentative diagnosis of digoxin toxicity is 
made. Which of the following assessment data would support this diagnosis? 
 
A.A.A.A. Dyspnea, edema, and palpitations 
B.B.B.B. Chest pain, hypotension, and paresthesia 
C.C.C.C. Double vision, loss of appetite, and nausea 
D.D.D.D. Constipation, dry mouth, and sleep disorder 
 
99.99.99.99. A client is being treated for acute congestive heart failure with intravenously administered bumetanide 
(Bumex). The vital signs are as follows: blood pressure, 100/60 mm Hg; pulse, 96 bpm; and respiration of 
24 breaths/min. After the initial dose, which of the following is the priority assessment? 
 
A.A.A.A. Monitoring weight loss 
B.B.B.B. Monitoring urine output 
C.C.C.C. Monitoring blood pressure 
D.D.D.D. Monitoring potassium level 
 
100.100.100.100. Intravenous heparin therapy is ordered for a client. While implementing this order, a nurse ensures 
that which of the following medications is available on the nursing unit? 
 
A.A.A.A. Protamine sulfate 
B.B.B.B. Potassium chloride 
C.C.C.C. Aminocaproic acid (Amicar) 
D.D.D.D. Vitamin K (AquaMEPHYTON) 
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CARDIOVASCULAR SYSTEMCARDIOVASCULAR SYSTEMCARDIOVASCULAR SYSTEMCARDIOVASCULAR SYSTEM    ANSWER AND RATIONALEANSWER AND RATIONALEANSWER AND RATIONALEANSWER AND RATIONALE    
    
1. Answer: A1. Answer: A1. Answer: A1. Answer: A    
Rationale:Rationale:Rationale:Rationale:    
 Walking 30 to 45 minutes a day will help in reducing blood pressure, weight, and stress and will increase 
a feeling of overall wellbeing. 
 
2. Answer: B2. Answer: B2. Answer: B2. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
The chest pain could be a pulmonary embolus secondary to deep vein thrombosis and requires immediate 
intervention by the nurse. 
 
3. Answer: A3. Answer: A3. Answer: A3. Answer: A    
Rationale:Rationale:Rationale:Rationale:    
 Even if the client feels great, the blood pressure can be elevated, causing damage to the heart, kidney, 
and blood vessels. 
 
4. Answer: B4. Answer: B4. Answer: B4. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Sedentary lifestyle is discouraged in clients with hypertension, and daily isotonic exercises are 
recommended. Smoking increases the atherosclerotic process in vessels; causes vasoconstriction of vessels; 
and adheres to hemoglobin, decreasing oxygen levels. 
 
5. Answer: B5. Answer: B5. Answer: B5. Answer: B    
Rationale:Rationale:Rationale:Rationale:    
 Rest pain indicates a worsening of the arterial occlusive disease; the muscles of the legs are not getting 
enough oxygen when the client is resting to prevent muscle ischemia. 
 
6. Answer: C6. Answer: C6. Answer: C6. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Anti-platelet medications inhibit platelet aggregations in the arterial blood, such as aspirin or clopidogrel 
(Plavix). 
 
7. Answer: A7. Answer: A7. Answer: A7. Answer: A    
Rationale:Rationale:Rationale:Rationale:    
 Collateral circulation is the development of blood supply around narrowed arteries; it helps prevent 
complications of atherosclerosis, including myocardial infarction, cerebrovascular accidents, and 
peripheral vascular disease. Exercise promotes the development of collateral circulation. 
 
8. Answer: B8. Answer: B8. Answer: B8. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Statin medications should be taken in the evening for best results because the enzyme that destroys 
cholesterol works best in the evening and the medication enhances this process. 
 
9. Answer: B9. Answer: B9. Answer: B9. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
The nursing assistant can feed a client. 
 
10. Answer: A10. Answer: A10. Answer: A10. Answer: A    
Rationale:Rationale:Rationale:Rationale:    
 When the aneurysm is small (5–6 cm) an abdominal sonogram will be done every 6 months until the 
aneurysm reaches a size at which surgery to prevent rupture is of more benefit than possible 
complications of an abdominal aortic aneurysm repair. 
 
11. Answer: C11. Answer: C11. Answer: C11. Answer: C    
Rationale:Rationale:Rationale:Rationale:    
 The most common cause of AAA is atherosclerosis (which is the cause of peripheral vascular disease); it 
occurs in men 4 times more often than women and primarily in Caucasians. 
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12. Answer: A12. Answer: A12. Answer: A12. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Any neurovascular abnormality in the client’s lower extremities indicates the graft is occluded or possibly 
bleeding and requires immediate intervention by the nurse. 
 
13. Answer: A13. Answer: A13. Answer: A13. Answer: A    
Rationale:Rationale:Rationale:Rationale:    
 Redness or irritation of the incision indicates infection and should be reported immediately to the Health 
Care Provider. 
 
14. Answer: C14. Answer: C14. Answer: C14. Answer: C    
Rationale:Rationale:Rationale:Rationale:    
 Green leafy vegetables contain vitamin K, which is the antidote for warfarin. These foods will interfere 
with the action of warfarin. Red or brown urine may indicate bleeding. 
 
15. Answer: A15. Answer: A15. Answer: A15. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
A complication of immobility after surgery is developing a Deep Vein Thrombosis. This client with left calf 
pain should be assessed for a DVT. 
 
16. Answer: D16. Answer: D16. Answer: D16. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
One reason for performing range of motion exercises is to assist the blood vessels in the return of blood 
to the heart, preventing DVT. 
 
17. Answer: B17. Answer: B17. Answer: B17. Answer: B    
Rationale:Rationale:Rationale:Rationale:    
 The assistant could dislodge a blood clot in the leg when massaging the calf. The assistant can apply 
lotion gently, being sure not to massage the leg. 
 
18. Answer: A18. Answer: A18. Answer: A18. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
A potentially life-threatening complication of DVT is a pulmonary embolus, which causes chest pain. The 
nurse should determine if the client has “thrown” a pulmonary embolus. 
 
19. Answer: A19. Answer: A19. Answer: A19. Answer: A    
Rationale:Rationale:Rationale:Rationale:    
 The nurse should check the laboratory values pertaining to the medications before administering the 
medications. 
 
20. Answer: C20. Answer: C20. Answer: C20. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
This is not hemorrhaging, and the client should be reassured that this is a side effect of the medication. 
 
21. Answer: C21. Answer: C21. Answer: C21. Answer: C    
Rationale:Rationale:Rationale:Rationale:    
Vitamin E can affect the action of warfarin. The nurse should explain to the client that these and other 
medications could potentiate the action of warfarin. 
    
22. Answer:  C22. Answer:  C22. Answer:  C22. Answer:  C    
Rationale:Rationale:Rationale:Rationale:    
PT/INR is a test to monitor warfarin (Coumadin) action in the body. 
 
23. Answer: B23. Answer: B23. Answer: B23. Answer: B    
Rationale:Rationale:Rationale:Rationale:    
Flexing the leg muscles and changing positions assist the blood to return to the heart and move out of the 
peripheral vessels. 
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24. Answer: C24. Answer: C24. Answer: C24. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Venous ulcerations are the most serious complication of chronic venous insufficiency. It is very difficult for 
these ulcerations to heal, and often clients must be seen in wound care clinics for treatment. 
 
25. Answer: A25. Answer: A25. Answer: A25. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
The medial part of the ankle usually ulcerates because of edema that leads to stasis, which, in turn, causes 
the skin to break down. 
 
26. Answer: D26. Answer: D26. Answer: D26. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Graduated compression hose help decrease edema and increase the circulation back to the heart; this 
helps prevent varicose veins 
 
27. Answer: A27. Answer: A27. Answer: A27. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Varicose veins are irregular, tortuous veins with incompetent valves that do not allow the venous blood 
to ascend the saphenous vein. 
 
28. Answer: B28. Answer: B28. Answer: B28. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Elevating the foot of the bed while sleeping helps the venous blood return to the heart and decreases 
pressure in the lower extremity. 
 
29. Answer: A29. Answer: A29. Answer: A29. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Research shows that removing the compression stockings while the client is in bed promotes perfusion of 
the subcutaneous tissue. The foot of the bed should be elevated. 
 
30. Answer: B30. Answer: B30. Answer: B30. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
The social worker would assess the client to determine if home health care services or financial 
interventions were appropriate for the client. The client is elderly, immobility is a concern, and wound 
care must be a concern when the client is discharged home. 
 
31. Answer: D31. Answer: D31. Answer: D31. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Chronic venous insufficiency leads to chronic edema that, in turn, causes a brownish pigmentation to the 
skin. 
 
32. Answer: A32. Answer: A32. Answer: A32. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Varicose veins are more common in white females in occupations that involve prolonged standing. 
 
33. Answer: B33. Answer: B33. Answer: B33. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Pressure bandages are applied for up to 6 weeks after vein ligation to help prevent bleeding and to help 
venous return from the lower extremities when in the standing or sitting position. 
 
34. Answer: C34. Answer: C34. Answer: C34. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
The inability to move the foot means that a severe neurovascular compromise has occurred, and the 
nurse should assess this client first. 
 
35. Answer: C35. Answer: C35. Answer: C35. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Chest pain is assessed by using the standard pain assessment parameters (e.g., characteristics, location, 
intensity, duration, precipitating and alleviating factors, and associated symptoms).  
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36. Answer: A36. Answer: A36. Answer: A36. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Cardiogenic shock occurs with severe damage (more than 40%) to the left ventricle. Classic signs include 
hypotension, a rapid pulse that becomes weaker, decreased urine output, and cool, clammy skin. 
Respiratory rate increases as the body develops metabolic acidosis from shock. Cardiac tamponade is 
accompanied by distant, muffled heart sounds and prominent neck vessels. Pulmonary embolism presents 
suddenly with severe dyspnea accompanying the chest pain. Dissecting aortic aneurysms usually are 
accompanied by back pain. 
 
37. Answer: B37. Answer: B37. Answer: B37. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
On transfer from the coronary care unit, the client is allowed self-care activities and bathroom privileges. 
Supervised ambulation in the hall for brief distances is encouraged, with distances gradually increased (50, 
100, 200 feet). 
 
38. Answer: D38. Answer: D38. Answer: D38. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Metformin (Glucophage) needs to be withheld 48 hours before and after cardiac catheterization because 
of the injection of contrast medium during the procedure. If the contrast medium affects kidney function, 
with metformin in the system, the client would be at increased risk for lactic acidosis.  
 
39. Answer: D39. Answer: D39. Answer: D39. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Hypotension and dizziness are signs of decreased cardiac output. Transcutaneous pacing provides a 
temporary measure to increase the heart rate and thus perfusion in the symptomatic client. Digoxin will 
further decrease the client's heart rate. Defibrillation is used for treatment of pulseless ventricular 
tachycardia and ventricular fibrillation. Continuing to monitor the client delays necessary intervention. 
 
40. Answer: B40. Answer: B40. Answer: B40. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Edema, the accumulation of excess fluid in the interstitial spaces, can be measured by intake greater than 
output and by a sudden increase in weight. Diuretics should be given in the morning whenever possible 
to avoid nocturia. Strict sodium restrictions are reserved for clients with severe symptoms. 
    
41. Answer: C41. Answer: C41. Answer: C41. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Heart failure is precipitated or exacerbated by physical or emotional stress, dysrhythmias, infections, 
anemia, thyroid disorders, pregnancy, Paget's disease, nutritional deficiencies (thiamine, alcoholism), 
pulmonary disease, and hypervolemia. 
 
42. Answer: B42. Answer: B42. Answer: B42. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Pulmonary edema is characterized by extreme breathlessness, dyspnea, air hunger, and the production of 
frothy, pink-tinged sputum. Auscultation of the lungs reveals crackles.  
Rhonchi and diminished breath sounds are not associated with pulmonary edema. Stridor is a crowing 
sound associated with laryngospasm or edema of the upper airway. 
 
43. Answer: C43. Answer: C43. Answer: C43. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Pulmonary edema causes the client to be extremely agitated and anxious. The client may complain of a 
sense of drowning, suffocation, or smothering. 
 
44. Answer: D44. Answer: D44. Answer: D44. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
The serum potassium level is measured in the client receiving digoxin and furosemide. Heightened digoxin 
effect leading to digoxin toxicity can occur in the client with hypokalemia. Hypokalemia also predisposes 
the client to ventricular dysrhythmias. 
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45. Answer: B45. Answer: B45. Answer: B45. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Classic signs of cardiogenic shock as they relate to this question include low blood pressure and 
tachycardia. The central venous pressure would rise as the backward effects of the severe left ventricular 
failure became apparent. Dysrhythmias commonly occur as a result of decreased oxygenation and severe 
damage to greater than 40% of the myocardium. 
 
46. Answer: A46. Answer: A46. Answer: A46. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Sternotomy incision sites are assessed for signs and symptoms of infection, such as redness, swelling, 
induration, and drainage. Elevated temperature and white blood cell count after 3 to  
4 days postoperatively usually indicate infection. 
 
47. Answer: B47. Answer: B47. Answer: B47. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
The client who undergoes cardiac surgery is at risk for renal injury from poor perfusion, hemolysis, low 
cardiac output, or vasopressor medication therapy. Renal insult is signaled by decreased urine output and 
increased blood urea nitrogen and creatinine levels. The client may need medications to increase renal 
perfusion and possibly could need peritoneal dialysis or 
    
48. Answer: C48. Answer: C48. Answer: C48. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
The nurse should encourage regular use of pain medication for the first 48 to 72 hours after cardiac 
surgery because analgesia will promote rest, decrease myocardial oxygen consumption resulting from 
pain, and allow better participation in activities such as coughing, deep breathing, and ambulation.  
 
49. Answer: C49. Answer: C49. Answer: C49. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Normal sinus rhythm is defined as a regular rhythm, with an overall rate of 60 to 100 bpm. The PR and 
QRS measurements are normal, measuring 0.12 to 0.20 second and 0.04 to 0.10 second, respectively. 
 
50. Answer: C50. Answer: C50. Answer: C50. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Sudden loss of electrocardiographic complexes indicates ventricular asystole or possibly electrode 
displacement. Accurate assessment of the client and equipment is necessary to determine the cause and 
identify the appropriate intervention.  
 
51. Answer: B51. Answer: B51. Answer: B51. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Sinus tachycardia has the characteristics of normal sinus rhythm, including a regular PP interval and 
normal width PR and QRS intervals; however, the rate is the differentiating factor. In sinus tachycardia, 
the atrial and ventricular rates are higher than100 beats/min. 
 
52. Answer: B52. Answer: B52. Answer: B52. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Motion artifact, or “noise,” can be caused by frequent client movement, electrode placement on limbs, 
and insufficient adhesion to the skin, such as placing electrodes over hairy areas of the skin. Electrode 
placement over bony prominences also should be avoided. Signal interference also can occur with 
electrode removal and cable disconnection. 
 
53. Answer: C53. Answer: C53. Answer: C53. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Ventricular tachycardia is characterized by the absence of P waves, wide QRS complexes (longer than 0.12 
second), and typically a rate between 140 and 180 impulses/min. The rhythm is regular. 
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54. Answer: A54. Answer: A54. Answer: A54. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Ventricular tachycardia is a life-threatening dysrhythmia that results from an irritable ectopic focus that 
takes over as the pacemaker for the heart. The low cardiac output that results can lead quickly to cerebral 
and myocardial ischemia. Clients frequently experience a feeling of impending doom. Ventricular 
tachycardia is treated with anti dysrhythmic medications, cardioversion (client awake), or defibrillation 
(loss of consciousness). Ventricular tachycardia can deteriorate into ventricular fibrillation at any time. 
 
55. Answer: D55. Answer: D55. Answer: D55. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Cough cardiopulmonary resuscitation (CPR) sometimes is used in the client with unstable ventricular 
tachycardia. The nurse tells the client to use cough CPR, if prescribed, by inhaling deeply and coughing 
forcefully every 1 to 3 seconds. Cough CPR may terminate the dysrhythmia or sustain the cerebral and 
coronary circulation for a short time until other measures can be implemented. 
 
56. Answer: D56. Answer: D56. Answer: D56. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Premature ventricular contractions can cause hemodynamic compromise. The shortened ventricular filling 
time with the ectopic beat leads to decreased stroke volume and, if frequent enough, to decreased cardiac 
output. The client may be asymptomatic or may feel palpitations. Premature ventricular contractions can 
be caused by cardiac disorders, states of hypoxemia or by any number of physiological stressors, such as 
infection, illness, surgery, or trauma, and by intake of caffeine, nicotine, or alcohol. 
 
57. Answer: C 57. Answer: C 57. Answer: C 57. Answer: C     
Rationale:Rationale:Rationale:Rationale:  
The client with uncontrolled atrial fibrillation with a ventricular rate more than 100 beats/min is at risk for 
low cardiac output because of loss of atrial kick. The nurse assesses the client for palpitations, chest pain 
or discomfort, hypotension, pulse deficit, fatigue, weakness, dizziness, syncope, shortness of breath, and 
distended neck veins. 
 
58. Answer: A58. Answer: A58. Answer: A58. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Atrial fibrillation is characterized by a loss of P waves and fibrillatory waves before each QRS complex. 
The atria quiver, which can lead to thrombi formation 
    
59. Answer: A59. Answer: A59. Answer: A59. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Carotid sinus massage is one maneuver used for vagal stimulation to decrease a rapid heart rate and 
possibly terminate a tachydysrhythmia. The others include inducing the gag reflex and asking the client to 
strain or bear down. Medication therapy often is needed as an adjunct to keep the rate down or maintain 
the normal rhythm.  
 
60. Answer: C60. Answer: C60. Answer: C60. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Ventricular fibrillation is characterized by irregular chaotic undulations of varying amplitudes. Ventricular 
fibrillation has no measurable rate and no visible P waves or QRS complexes and results from electrical 
chaos in the ventricles. 
 
61. Answer: D61. Answer: D61. Answer: D61. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Until the defibrillator is attached and charged, the client is resuscitated by using cardiopulmonary 
resuscitation. Once the defibrillator has been attached, the electrocardiogram is checked to verify that the 
rhythm is ventricular fibrillation or pulseless ventricular tachycardia. Leads also are checked for any loose 
connections. A nitroglycerin patch, if present, is removed. The client does not have to be intubated to be 
defibrillated. Lidocaine may be given subsequently but is not required before defibrillation. The machine 
is not set to the synchronous mode because there is no underlying rhythm with which to synchronize. 
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62. Answer: C62. Answer: C62. Answer: C62. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
The client may be defibrillated up to three times in succession. The energy levels used are 200, 300, and 
360 J for the first, second, and third attempts, respectively. 
 
63. Answer: A63. Answer: A63. Answer: A63. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
After defibrillation, the client requires continuous monitoring of electrocardiographic rhythm, 
hemodynamic status, and neurological status. Respiratory and metabolic acidosis develops during 
ventricular fibrillation because of lack of respiration and cardiac output. These can cause cerebral and 
cardiopulmonary complications. Arousable status, adequate blood pressure, and a sinus rhythm indicate 
successful response to defibrillation. 
 
64. Answer: B64. Answer: B64. Answer: B64. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Nursing responsibilities after cardioversion include maintenance first of a patent airway, and then oxygen 
administration, assessment of vital signs and level of consciousness, and dysrhythmia detection. 
 
65. Answer: B65. Answer: B65. Answer: B65. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
The nurse or rescuer puts two large adhesive patch electrodes on the client's chest in the usual defibrillator 
positions. The nurse stops cardiopulmonary resuscitation and orders anyone near the client to move away 
and not touch the client. The defibrillator then analyzes the rhythm, which may take up to 30 seconds. 
The machine then indicates if defibrillation is necessary. 
    
66. Answer: C66. Answer: C66. Answer: C66. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
An automatic internal cardioverter-defibrillator (AICD) detects and delivers an electrical shock to 
terminate life-threatening episodes of ventricular tachycardia and ventricular fibrillation. These devices are 
implanted in clients who are considered high risk, including those who have survived sudden cardiac 
death unrelated to myocardial infarction, those who are refractive to medication therapy, and those who 
have syncopal episodes related to ventricular tachycardia. 
 
67. Answer: C67. Answer: C67. Answer: C67. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
The cardiac marker, Creatinine phosphokinase (CPK) isoenzyme levels, especially the MB sub-unit which is 
cardio-specific, begins to rise in 3-6 hours, peak in 12-18 hours and are elevated 48 hours after the 
occurrence of the infarct. They are therefore most reliable in assisting with early diagnosis. The cardiac 
markers elevate as a result of myocardial tissue damage. 
 
68. Answer: B68. Answer: B68. Answer: B68. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
In the first several hours after insertion of a permanent or a temporary pacemaker, the most common 
complication is pacing electrode dislodgment. The nurse helps prevent this complication by limiting the 
client's activities of the arm on the side of the insertion site. 
 
69. Answer: C69. Answer: C69. Answer: C69. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Pulmonary embolism is a life-threatening complication of deep vein thrombosis and thrombophlebitis. 
Chest pain is the most common symptom, which is sudden in onset, and may be aggravated by breathing. 
Other signs and symptoms include dyspnea, cough, diaphoresis, and apprehension. 
    
70. Answer: D70. Answer: D70. Answer: D70. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Sclerotherapy is the injection of a sclerosing agent into a varicosity. The agent damages the vessel and 
causes aseptic thrombosis, which results in vein closure. With no blood flow through the vessel, there is 
no distention. The surgical procedure for varicose veins is vein ligation and stripping. This procedure 
involves tying off the varicose vein and large tributaries and then removing the vein with hook and wires 
via multiple small incisions in the leg. 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

162162162162                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

71. Answer: B71. Answer: B71. Answer: B71. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Hypersensitivity or a sensation of “pins and needles” in the surgical limb may indicate temporary or 
permanent nerve injury following surgery. The saphenous vein and saphenous nerve run close together in 
the distal third of the leg. Because complications from this surgery are relatively rare, this symptom should 
be reported. 
 
72. Answer: A72. Answer: A72. Answer: A72. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
After inferior vena cava filter insertion, the nurse inspects the surgical site for bleeding and signs and 
symptoms of infection. Otherwise, care is the same as for any other postoperative client. 
 
73. Answer: D73. Answer: D73. Answer: D73. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
An electrocardiogram taken during a chest pain episode captures ischemic changes, which include ST 
segment elevation or depression. Tall, peak T waves may indicate hyperkalemia. A prolonged PR interval 
indicates first-degree heart block. A widened QRS complex indicates delay in intra-ventricular conduction, 
such as a bundle branch block. 
 
74. Answer: C74. Answer: C74. Answer: C74. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
A cardiac catheterization requires an informed consent because it involves injection of a radiopaque dye 
into the blood vessel. The risk of allergic reaction and possible anaphylaxis is a concern and the presence 
of allergies must be assessed before the procedure.  
    
75. Answer: A75. Answer: A75. Answer: A75. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
An expected outcome of surgery is warmth, redness, and edema in the surgical extremity because of 
increased blood flow.  
 
76. Answer: D76. Answer: D76. Answer: D76. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Following pericardiocentesis, a rise in blood pressure and a fall in central venous pressure are expected. 
The client usually expresses immediate relief. Heart sounds are no longer muffled or distant. 
 
77. Answer: B77. Answer: B77. Answer: B77. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Not all clients with abdominal aortic aneurysm exhibit symptoms. Those who do may describe a feeling 
of the “heart beating” in the abdomen when supine or being able to feel the mass throbbing. A pulsatile 
mass may be palpated in the middle and upper abdomen. A systolic bruit may be auscultated over the 
mass.  
Hyperactive bowel sounds are not related specifically to an abdominal aortic aneurysm. 
    
78. Answer: A78. Answer: A78. Answer: A78. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Following abdominal aortic aneurysm resection or repair, the nurse monitors the client for signs of renal 
failure. Renal failure can occur because often much blood is lost during the surgery and, depending on the 
aneurysm location; the renal arteries may be hypoperfused for a short period during surgery. The nurse 
monitors hourly intake and output and notes the results of daily blood urea nitrogen and creatinine 
levels. Urine output lower than 30 to 50 mL/hr is reported to the physician. 
 
79. Answer: A79. Answer: A79. Answer: A79. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
The magnetic fields used for magnetic resonance imaging (MRI) can deactivate the pacemaker.  
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80. Answer: B80. Answer: B80. Answer: B80. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Variant angina, or Prinzmetal's angina, is prolonged and severe and occurs at the same time each day, 
most often at rest. Stable angina is induced by exercise and relieved by rest or nitroglycerin tablets. 
Unstable angina occurs at lower and lower levels of activity or at rest, is less predictable, and is often a 
precursor of myocardial infarction. 
 
81. Answer: B81. Answer: B81. Answer: B81. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Common laboratory ranges for activated partial thromboplastin time are 20 to 36 seconds. Because the 
activated partial thromboplastin time should be 1.5 to 2.5 times the normal value, the client's activated 
partial thromboplastin time would be considered therapeutic if it were 60 seconds. 
    
82. Answer: D82. Answer: D82. Answer: D82. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
B-Blockers such as metropolol slow conduction of impulses through the AV node and decrease the heart 
rate. In rapid atrial fibrillation, the goal first is to slow the ventricular rate and improve the cardiac output 
and then attempt to restore normal sinus rhythm. 
 
83. Answer: C83. Answer: C83. Answer: C83. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Spirinolactone is a potassium-sparing diuretic and competes with aldosterone at receptor sites in the distal 
tubule, resulting in excretion of sodium, chloride, and water and retention of potassium and phosphate.  
    
84. Answer: D84. Answer: D84. Answer: D84. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Ecotrin is an aspirin-containing product and should be avoided. Excessive alcohol consumption should be 
avoided by a client taking warfarin sodium. Taking prescribed medication at the same time each day 
increases client compliance. The Medic-Alert bracelet provides health care personnel emergency 
information. 
 
85. Answer: A85. Answer: A85. Answer: A85. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Therapeutic levels for digoxin range from 0.5 to 2 mg/mL. 
    
86. Answer: D86. Answer: D86. Answer: D86. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Signs of toxicity from procainamide include confusion, dizziness, drowsiness, decreased urination, nausea, 
vomiting, and tachydysrhythmias. If the client complains of dizziness, the nurse should assess the vital 
signs first. 
 
87. Answer: B87. Answer: B87. Answer: B87. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Audible expiratory wheezes may indicate a serious adverse reaction, bronchospasm. B-Blockers may 
induce this reaction, particularly in clients with chronic obstructive pulmonary disease or asthma. Normal 
decreases in blood pressure and heart rate are expected. Insomnia is a frequent mild side effect and should 
be monitored. 
 
88. Answer: C88. Answer: C88. Answer: C88. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Tea and coffee are stimulants and mild diuretics. These are a poor choice for hydration. Taking the 
medication at the same time each day improves compliance. Because furosemide is a diuretic, the 
morning is the best time to take the medication so as not to interrupt sleep. Notification of the health 
care provider is appropriate if edema is noticed in the hands, feet, or face or if the client is short of 
breath. Sitting up slowly prevents postural hypotension. 
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89. Answer: D89. Answer: D89. Answer: D89. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
The prothrombin time will assess for the therapeutic effect of warfarin sodium (Coumadin), and the 
activated partial thromboplastin time (aPTT) will assess the therapeutic effect of heparin. Hematocrit and 
hemoglobin values assess red blood cell concentrations. Baseline assessment, including an aPTT value, 
should be completed, as well as ongoing daily aPTT values while the client is taking heparin. Heparin 
doses are determined based on the result of the aPTT. 
    
90. Answer: C90. Answer: C90. Answer: C90. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Tissue plasminogen activator is a thrombolytic. Hemorrhage is a complication of any type of 
thrombolytic medication. The client is monitored for bleeding. Monitoring for renal failure and 
monitoring the client's psychosocial status are important but are not the most critical interventions. 
Heparin is given after thrombolytic therapy, but the question is not asking about follow-up medications. 
 
91. Answer: B 91. Answer: B 91. Answer: B 91. Answer: B     
Rationale:Rationale:Rationale:Rationale:  
To help prevent tolerance, clients need a 12-hour “no-nitrate” time, sometimes referred to as a 
pharmacological vacation away from the medication. 
 
92. Answer: B92. Answer: B92. Answer: B92. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
This is a therapeutic, nonjudgmental response. The statement reflects the family's concern but remains 
nonjudgmental. 
 
93. Answer: C93. Answer: C93. Answer: C93. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
The client receiving dopamine therapy should be assessed for ineffective tissue perfusion related to 
peripheral vasoconstriction. 
 
94. Answer: C94. Answer: C94. Answer: C94. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Thiazide diuretics such as hydrochlorothiazide are sulfa-based medications, and a client with a sulfa allergy 
is at risk for an allergic reaction. Also, clients are at risk for hypokalemia, hyperglycemia, hypercalcemia, 
hyperlipidemia, and hyperuricemia. 
 
95. Answer: D95. Answer: D95. Answer: D95. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Nicotinic acid, even an over-the-counter form, should be avoided because it may lead to liver 
abnormalities. All lipid-lowering medications also can cause liver abnormalities, so a combination of 
nicotinic acid and cholestyramine resin is to be avoided. Constipation and bloating are the two most 
common side effects. Walking and the reduction of fats in the diet are therapeutic measures to reduce 
cholesterol and triglyceride levels. 
 
96. Answer: D96. Answer: D96. Answer: D96. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Flushing is a side effect of this medication. Aspirin or a Non-steroidal anti-inflammatory drug can be taken 
30 minutes prior to taking the medication to decrease flushing. Alcohol consumption needs to be avoided 
because it will enhance this side effect. The medication should be taken with meals but this will decrease 
gastrointestinal upset; taking the medication with meals has no effect on the flushing. Clay-colored stools 
are a sign of hepatic dysfunction and should be immediately reported to the physician. 
 
97. Answer: B97. Answer: B97. Answer: B97. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Bumetanide (Bumex) is a diuretic. The paroxysmal nocturnal dyspnea may be due to increased venous 
return when the client is lying in bed, and the client needs diuresis. Propranolol is a b-blocker, lidocaine is 
an antiarrhythmic, and streptokinase is a thrombolytic. 
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98. Answer: C98. Answer: C98. Answer: C98. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Double vision, loss of appetite, and nausea are early signs of digoxin toxicity. Additional signs of digoxin 
toxicity include bradycardia, difficulty reading, visual alterations such as green and yellow vision or seeing 
spots or halos, confusion, vomiting, diarrhea, decreased libido, and impotence. 
 
99. Answer: C99. Answer: C99. Answer: C99. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Hypotension is a common side effect associated with the use of this medication. 
 
100. Answer: A100. Answer: A100. Answer: A100. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
The antidote to heparin is protamine sulfate; it should be readily available for use if excessive bleeding or 
hemorrhage should occur. Vitamin K is an antidote for warfarin sodium. Aminocaproic acid is the 
antidote for thrombolytic therapy. Potassium chloride is administered for a potassium deficit. 
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ENDOCRINEENDOCRINEENDOCRINEENDOCRINE----METABOLIC SYSTEM DISORDERSMETABOLIC SYSTEM DISORDERSMETABOLIC SYSTEM DISORDERSMETABOLIC SYSTEM DISORDERS    
 
1.1.1.1.    A nurse is preparing a teaching plan for a client with diabetes mellitus regarding proper foot care. 
Which instruction is included in the plan?  
 
A.A.A.A. Soak feet in hot water. 
B.B.B.B. Avoid using a mild soap on the feet. 
C.C.C.C. Apply a moisturizing lotion to dry feet but not between the toes. 
D.D.D.D. Always have a podiatrist cut your toenails; never cut them yourself. 
 
2.2.2.2.    A client is brought to the emergency room in an unresponsive state, and a diagnosis of 
hyperglycemic hyperosmolar non ketotic syndrome is made. The nurse would immediately prepare to 
initiate which of the following anticipated physician's orders?  
 
A.A.A.A. Endotracheal intubation 
B.B.B.B. 100 units of NPH insulin 
C.C.C.C. Intravenous infusion of normal saline 
D.D.D.D. Intravenous infusion of sodium bicarbonate 
 
3.3.3.3.    An external insulin pump is prescribed for a client with diabetes mellitus and the client asks the 
nurse about the functioning of the pump. The nurse bases the response on the information that the pump:  
 
A.A.A.A. Is timed to release programmed doses of regular or NPH insulin into the bloodstream at specific  
     intervals 
B.B.B.B. Continuously infuses small amounts of NPH insulin into the bloodstream while regularly monitoring  
     blood glucose levels 
C.C.C.C. Is surgically attached to the pancreas and infuses regular insulin into the pancreas, which in turn  
     releases the insulin into the bloodstream 
D.D.D.D. Gives a small continuous dose of regular insulin subcutaneously, and the client can self-administer a  
     bolus with an additional dose from the pump before each meal 
 
4.4.4.4.    A client newly diagnosed with diabetes mellitus has been stabilized with daily insulin injections. A 
nurse prepares a discharge teaching plan regarding the insulin and plans to reinforce which of the 
following concepts?  
  
A.A.A.A. Always keep insulin vials refrigerated. 
B.B.B.B. Ketones in the urine signify a need for less insulin. 
C.C.C.C. Increase the amount of insulin before unusual exercise. 
D.D.D.D. Systematically rotate insulin injections within one anatomic site. 
 
5.5.5.5.    A client with a diagnosis of diabetic ketoacidosis (DKA) is being treated in an emergency room. 
Which finding would a nurse expect to note as confirming this diagnosis?  
 
A.A.A.A. Comatose state 
B.B.B.B. Decreased urine output 
C.C.C.C. Increased respirations and an increase in pH 
D.D.D.D. Elevated blood glucose level and low plasma bicarbonate level 
 
6.6.6.6.    A nurse teaches a client with diabetes mellitus about differentiating between hypoglycemia and 
ketoacidosis. The client demonstrates an understanding of the teaching by stating that glucose will be 
taken if which of the following symptoms develops?  
 
A.A.A.A. Polyuria 
B.B.B.B. Shakiness 
C.C.C.C. Blurred vision 
D.D.D.D. Fruity breath odor 
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7.7.7.7.    A client with diabetes mellitus demonstrates acute anxiety when first admitted for the treatment 
of hyperglycemia. The appropriate intervention to decrease the client's anxiety is to:  
 
A.A.A.A. Administer a sedative. 
B.B.B.B. Convey empathy, trust, and respect toward the client. 
C.C.C.C. Ignore the signs and symptoms of anxiety so that they will soon disappear. 
D.D.D.D. Make sure that the client knows all the correct medical terms to understand what is happening. 
 
8.8.8.8.    A nurse provides instructions to a client newly diagnosed with type 1 diabetes mellitus. The nurse 
recognizes accurate understanding of measures to prevent diabetic ketoacidosis when the client states:  
 
A.A.A.A. “I will stop taking my insulin if I'm too sick to eat.” 
B.B.B.B. “I will decrease my insulin dose during times of illness.” 
C.C.C.C. “I will adjust my insulin dose according to the level of glucose in my urine.” 
D.D.D.D. “I will notify my physician if my blood glucose level is higher than 250 mg/dL.” 
 
9.9.9.9.    A client is admitted to a hospital with a diagnosis of diabetic ketoacidosis (DKA). The initial blood 
glucose level was 950 mg/dL. A continuous intravenous infusion of regular insulin is initiated, along with 
intravenous rehydration with normal saline. The serum glucose level is now 240 mg/dL. The nurse would 
next prepare to administer which of the following?  
 
A.A.A.A. Ampule of 50% dextrose 
B.B.B.B. NPH insulin subcutaneously 
C.C.C.C. Intravenous fluids containing 5% dextrose 
D.D.D.D. Phenytoin (Dilantin) for the prevention of seizures 
 
10.10.10.10.    A physician has prescribed propylthiouracil (PTU) for a client with hyperthyroidism and the nurse 
develops a plan of care for the client. A priority nursing assessment to be included in the plan regarding 
this medication is to assess for:  
 
A.A.A.A. Relief of pain 
B.B.B.B. Signs of renal toxicity 
C.C.C.C. Signs and symptoms of hyperglycemia 
D.D.D.D. Signs and symptoms of hypothyroidism 
 
11.11.11.11.    A nurse is monitoring a client newly diagnosed with diabetes mellitus for signs of complications. 
Which of the following, if exhibited in the client, would indicate hyperglycemia and warrant physician 
notification?  
 
A.A.A.A. Polyuria 
B.B.B.B. Diaphoresis 
C.C.C.C. Hypertension 
D.D.D.D. Increased pulse rate 
 
12.12.12.12.    A nurse is preparing a plan of care for a client with diabetes mellitus who has hyperglycemia. The 
priority nursing diagnosis would be:  
 
A.A.A.A. Fluid volume, deficient. 
B.B.B.B. Family processes, dysfunctional. 
C.C.C.C. Nutrition: less than body requirements, imbalanced. 
D.D.D.D. Knowledge, deficient: disease process and treatment. 
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13.13.13.13.    A home health nurse visits a client with a diagnosis of type 1 diabetes mellitus. The client relates a 
history of vomiting and diarrhea and tells the nurse that no food has been consumed for 36 hours. Which 
additional statement by the client indicates a need for further teaching?  
 
A.A.A.A. “I need to stop my insulin.” 
B.B.B.B. “I need to increase my fluid intake.” 
C.C.C.C. “I need to monitor my blood glucose every 3 to 4 hours.” 
D.D.D.D. “I need to call the physician because of these symptoms.” 
 
14.14.14.14.    After hypophysectomy, a client complains of being thirsty and having to urinate frequently. The 
initial nursing action is to:  
 
A.A.A.A. Increase fluid intake. 
B.B.B.B. Document the complaints. 
C.C.C.C. Assess for urinary glucose. 
D.D.D.D. Assess urine specific gravity. 
 
15.15.15.15.    A nurse is caring for a client after hypophysectomy. The nurse notices clear nasal drainage from 
the client's nostril. The initial nursing action would be to:  
 
A.A.A.A. Lower the head of the bed. 
B.B.B.B. Test the drainage for glucose. 
C.C.C.C. Obtain a culture of the drainage. 
D.D.D.D. Continue to observe the drainage. 
 
16.16.16.16.    After several diagnostic tests, a client is diagnosed with diabetes insipidus. A nurse performs an 
assessment on the client, knowing that which symptom is most indicative of this disorder?  
 
A.A.A.A. Fatigue 
B.B.B.B. Diarrhea 
C.C.C.C. Polydipsia 
D.D.D.D. Weight gain 
 
17.17.17.17.    A nurse is performing an assessment on a client following a thyroidectomy and notes that the 
client has developed hoarseness and a weak voice. Which nursing action is appropriate?  
 
A.A.A.A. Check for signs of bleeding. 
B.B.B.B. Administer calcium gluconate. 
C.C.C.C. Notify the physician immediately. 
D.D.D.D. Reassure the client that this is usually a temporary condition. 
 
18.18.18.18.    A client is admitted to an emergency room, and a diagnosis of myxedema coma is made. Which 
action would the nurse prepare to carry out initially?  
 
A.A.A.A. Warm the client. 
B.B.B.B. Maintain a patent airway. 
C.C.C.C. Administer thyroid hormone. 
D.D.D.D. Administer fluid replacement. 
 
19.19.19.19.    A nurse is assisting a client with diabetes mellitus who is recovering from diabetic ketoacidosis 
(DKA) to develop a plan to prevent a recurrence. Which of the following is most important to include in 
the plan of care?  
 
A.A.A.A. Test urine for ketone levels. 
B.B.B.B. Eat six small meals per day. 
C.C.C.C. Monitor blood glucose levels frequently. 
D.D.D.D. Receive appropriate follow-up health care. 
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20.20.20.20.    A nurse is caring for a client admitted to the emergency room with diabetic ketoacidosis (DKA). 
In the acute phase, the priority nursing action is to prepare to:  
 
A.A.A.A. Correct the acidosis. 
B.B.B.B. Apply a monitor for an electrocardiogram. 
C.C.C.C. Administer 5% dextrose intravenously. 
D.D.D.D. Administer regular insulin intravenously. 
 
21.21.21.21.    A client with type 2 diabetes mellitus has a blood glucose level higher than 600 mg/dL and is 
complaining of polydipsia, polyuria, weight loss, and weakness. A nurse reviews the physician's 
documentation and would expect to note which of the following diagnoses?  
 
A.A.A.A. Hypoglycemia 
B.B.B.B. Pheochromocytoma 
C.C.C.C. Diabetic ketoacidosis (DKA) 
D.D.D.D. Hyperglycemic hyperosmolar non ketotic syndrome (HHNS) 
 
22.22.22.22.    The family of a bedridden client with type 2 diabetes mellitus and chronic renal failure calls a 
nurse to report the following symptoms: headache, polydipsia, and increased lethargy. To determine a 
possible diagnosis, the nurse asks the family which most important question?  
 
A.A.A.A. “What is the client's urine output?” 
B.B.B.B. “What is the client's capillary blood glucose level?” 
C.C.C.C. “Has there been any change in the dietary intake?” 
D.D.D.D. “Have you increased the amount of fluids provided?” 
 
23.23.23.23.    A client with type 1 diabetes mellitus calls the nurse to report recurrent episodes of hypoglycemia 
with exercising. Which statement by the client indicates an inadequate understanding of the peak action 
of NPH insulin and exercise?  
 
A.A.A.A. “The best time for me to exercise is after I eat.” 
B.B.B.B. “The best time for me to exercise is after breakfast.” 
C.C.C.C. “The best time for me to exercise is mid- to late afternoon.” 
D.D.D.D. “The best time for me to exercise is after my morning snack.” 
 
24.24.24.24.    A nurse is completing an assessment on a client who is being admitted for a diagnostic workup 
for primary hyperparathyroidism. Which client complaint would be characteristic of this disorder?  
 
A.A.A.A. Diarrhea 
B.B.B.B. Polyuria 
C.C.C.C. Polyphagia 
D.D.D.D. Weight gain 
 
25.25.25.25.    A nurse is caring for a postoperative parathyroidectomy client. Which client complaint would 
indicate that a serious, life-threatening complication may be developing, requiring immediate notification 
of the physician?  
 
A.A.A.A. Laryngeal stridor 
B.B.B.B. Abdominal cramps 
C.C.C.C. Difficulty in voiding 
D.D.D.D. Mild to moderate incisional pain 
 
26. 26. 26. 26. Nusre Asra notes that a client with type 1 diabetes mellitus has lipodystrophy on both upper thighs. 
The nurse would appropriately inquire whether the client:  
 
A.A.A.A. Rotates sites for injection 
B.B.B.B. Administers the insulin at a 45-degree angle 
C.C.C.C. Cleanses the skin with alcohol before each injection 
D.D.D.D. Aspirates for blood before injection into the subcutaneous tissue 
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27.27.27.27.    A nurse is caring for a client with type 1 diabetes mellitus. Which client complaint would alert the 
nurse to the presence of a possible hypoglycemic reaction?  
 
A.A.A.A. Tremors 
B.B.B.B. Anorexia 
C.C.C.C. Hot, dry skin 
D.D.D.D. Muscle cramps 
 
28.28.28.28.    A nurse needs to maintain food and fluid intake to minimize the risk of dehydration in a client 
with diabetes mellitus who has gastroenteritis.  The appropriate nursing intervention is to:  
 
A.A.A.A. Offer water only until the client is able to tolerate solid foods. 
B.B.B.B. Withhold all fluids until vomiting has ceased for at least 4 hours. 
C.C.C.C. Encourage the client to take 8 to 12 oz of fluid every hour while awake. 
D.D.D.D. Maintain a clear liquid diet for at least 5 days before advancing to solids to allow inflammation of  
     the stomach and bowel to dissipate. 
 
29.29.29.29.    A client is diagnosed with pheochromocytoma. A nurse prepares a plan of care for the client; 
while planning, the nurse understands that  pheochromocytoma is a condition that:  
 
A.A.A.A. Causes profound hypotension 
B.B.B.B. Is manifested by severe hypoglycemia 
C.C.C.C. Is not curable and is treated symptomatically 
D.D.D.D. Causes the release of excessive amounts of catecholamines 
 
30.30.30.30.    A nurse is performing an admission assessment on a client admitted with a diagnosis of 
pheochromocytoma. The nurse assesses for the major symptom associated with pheochromocytoma 
when the nurse:  
 
A.A.A.A. Obtains the client's weight 
B.B.B.B. Takes the client's blood pressure 
C.C.C.C. Tests the client's urine for glucose 
D.D.D.D. Palpates the skin for its temperature 
 
31.31.31.31.    A nurse collects urine specimens for catecholamine testing from a client with suspected 
pheochromocytoma. The results of the catecholamine test are reported as 20 mcg/100 mL urine. The 
nurse analyzes these results as:  
 
A.A.A.A. Normal 
B.B.B.B. Insignificant and unrelated to pheochromocytoma 
C.C.C.C. Lower than normal, ruling out pheochromocytoma 
D.D.D.D. Higher than normal, indicating pheochromocytoma 
 
32.32.32.32.    A nurse is caring for a client with pheochromocytoma who is scheduled for adrenalectomy. In the 
preoperative period, the priority nursing action would be to monitor:  
 
A.A.A.A. Vital signs 
B.B.B.B. Intake and output 
C.C.C.C. Blood urea nitrogen results 
D.D.D.D. Urine for glucose and ketones 
 
33.33.33.33.    A nurse is caring for a client with pheochromocytoma. The client asks for a snack and something 
warm to drink. The most appropriate choice for this client to meet nutritional needs would be which of 
the following?  
 
A.A.A.A. Crackers with cheese and tea 
B.B.B.B. Graham crackers and warm milk 
C.C.C.C. Toast with peanut butter and cocoa 
D.D.D.D. Vanilla wafers and coffee with cream and sugar 
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34.34.34.34.    A nurse is performing an assessment on a client with pheochromocytoma. Which of the following 
assessment data would indicate a potential complication associated with this disorder?  
 
A.A.A.A. A coagulation time of 5 minutes 
B.B.B.B. A blood urea nitrogen level of 20 mg/dL 
C.C.C.C. A urinary output of 50 mL per hour 
D.D.D.D. A heart rate that is 90 beats/min and irregular 
 
35.35.35.35.    A nurse is preparing to provide instructions to a client with Addison's disease regarding diet 
therapy. The nurse knows that which of the following diets most likely would be prescribed for this 
client? 
 
A.A.A.A. High-fat intake 
B.B.B.B. Low-protein intake 
C.C.C.C. Normal sodium intake 
D.D.D.D. Low-carbohydrate intake 
 
36.36.36.36.    A nursing instructor asks a student to describe the pathophysiology that occurs in Cushing's 
disease. Which statement by the student indicates an accurate understanding of this disorder?  
 
A.A.A.A. “Cushing's disease results from an over secretion of insulin.” 
B.B.B.B. “Cushing's disease results from an under secretion of corticotropic hormones.” 
C.C.C.C. “Cushing's disease results from an under secretion of mineralocorticoid hormones.” 
D.D.D.D. “Cushing's disease results from an increased pituitary secretion of adrenocorticotropic hormone.” 
 
37.37.37.37.    A nurse performs a physical assessment on a client with type 2 diabetes mellitus. Findings include 
a fasting blood glucose of 120 mg/dL, temperature of 101° F, pulse of 88 beats/min, respirations of 22 
breaths/min, and blood pressure of 100/72 mm Hg. Which finding would be of most concern to the 
nurse?  
 
A.A.A.A. Pulse 
B.B.B.B. Respiration 
C.C.C.C. Temperature 
D.D.D.D. Blood pressure 
 
38.38.38.38.    A nurse is interviewing a client with type 2 diabetes mellitus. Which statement by the client 
indicates an understanding of the treatment for this disorder? 
 
A.A.A.A. “I take oral insulin instead of shots.” 
B.B.B.B. “By taking these medications, I am able to eat more.” 
C.C.C.C. “When I become ill, I need to increase the number of pills I take.” 
D.D.D.D. “The medications I'm taking help release the insulin I already make.” 
 
39.39.39.39.    A nurse is providing discharge instructions to a client who has Cushing's syndrome. Which client 
statement indicates that instructions related to dietary management are understood?  
 
A.A.A.A. “I can eat foods that have a lot of potassium in them.” 
B.B.B.B. “I will need to limit the amount of protein in my diet.” 
C.C.C.C. “I am fortunate that I can eat all the salty foods I enjoy.” 
D.D.D.D. “I am fortunate that I do not need to follow any special diet.” 
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40.40.40.40.    The nurse is caring for a client who is 2 days postoperative following an abdominal 
hysterectomy. The client has a history of diabetes mellitus and has been receiving regular insulin according 
to capillary blood glucose testing four times a day. A carbohydrate-controlled diet has been prescribed 
but the client has been complaining of nausea and is not eating. On entering the client's room, the nurse 
finds the client to be confused and diaphoretic. Which action is appropriate at this time?  
 
A.A.A.A. Call a code to obtain needed assistance immediately. 
B.B.B.B. Obtain a capillary blood glucose level and perform a focused assessment. 
C.C.C.C. Stay with the client and ask the nursing assistant to call the physician for an order for intravenous  
     50% dextrose. 
D.D.D.D. Ask the nursing assistant to stay with the client while obtaining 15 to 30 g of a carbohydrate snack  
     for the client to eat. 
 
41.41.41.41.    A client is taking NPH insulin daily every morning. The nurse instructs the client that the most 
likely time for a hypoglycemic reaction to occur is:  
 
A.A.A.A. 2 to 4 hours after administration 
B.B.B.B. 4 to 12 hours after administration 
C.C.C.C. 16 to 18 hours after administration 
D.D.D.D. 18 to 24 hours after administration 
 
42.42.42.42.    A client with diabetes mellitus visits a health care clinic. The client's diabetes mellitus previously 
had been well controlled with glyburide (DiaBeta), 5 mg orally daily, but recently the fasting blood 
glucose level has been 180 to 200 mg/dL. Which medication, if added to the client's regimen, may have 
contributed to the hyperglycemia?  
 
A.A.A.A. Phenelzine (Nardil) 
B.B.B.B. Atenolol (Tenormin) 
C.C.C.C. Prednisone (Deltasone) 
D.D.D.D. Allopurinol (Zyloprim) 
 
43.43.43.43.    A community health nurse visits a client at home. Prednisone (Deltasone), 10 mg orally daily, has 
been prescribed for the client and the nurse teaches the client about the medication. Which statement, if 
made by the client, indicates that further teaching is necessary?  
 
A.A.A.A. “I can take aspirin or my antihistamine if I need it.” 
B.B.B.B. “I need to take the medication every day at the same time.” 
C.C.C.C. “I need to avoid coffee, tea, cola, and chocolate in my diet.” 
D.D.D.D. “If I gain more than 5 pounds a week, I will call my doctor.” 
 
44.44.44.44.    Somatrem (Protropin) is administered to a client with growth failure. A nurse monitors the client, 
knowing that the expected therapeutic effect of this medication is to:  
 
A.A.A.A. Promote weight gain. 
B.B.B.B. Increase bone density. 
C.C.C.C. Stimulate linear growth. 
D.D.D.D. Decrease the mobilization of fats. 
 
45.45.45.45.    Desmopressin acetate (DDAVP) is prescribed for the treatment of diabetes insipidus. The nurse 
administering the medication monitors the client for which therapeutic response?  
 
A.A.A.A. Decreased blood glucose level 
B.B.B.B. Decreased urinary output 
C.C.C.C. Decreased blood pressure 
D.D.D.D. Decreased peripheral edema 
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46.46.46.46.    A nurse is monitoring a client receiving desmopressin acetate (DDAVP) for adverse effects to the 
medication. Which of the following indicates the presence of an adverse effect?  
 
A.A.A.A. Insomnia 
B.B.B.B. Drowsiness 
C.C.C.C. Weight loss 
D.D.D.D. Increased urination 
 
47.47.47.47.    Vasopressin (Pitressin) is prescribed for a client with diabetes insipidus. A nurse is particularly 
cautious in monitoring the client receiving this medication if the client has which of the following 
preexisting conditions?  
 
A.A.A.A. Depression 
B.B.B.B. Endometriosis 
C.C.C.C. Pheochromocytoma 
D.D.D.D. Coronary artery disease 
 
48.48.48.48.    A nurse provides instructions to a client who is taking levothyroxine  (Synthroid). The nurse tells 
the client to take the medication:  
 
A.A.A.A. With food 
B.B.B.B. At lunchtime 
C.C.C.C. On an empty stomach 
D.D.D.D. At bedtime with a snack 
 
49.49.49.49.    A nurse provides medication instructions to a client who is taking levothyroxine (Synthroid). The 
nurse instructs the client to notify the physician if which of the following occurs?  
 
A.A.A.A. Fatigue 
B.B.B.B. Tremors 
C.C.C.C. Cold intolerance 
D.D.D.D. Excessively dry skin 
 
50.50.50.50.    A nurse performs an admission assessment on a client who visits a health care clinic for the first 
time. The client tells the nurse that propylthiouracil (PTU) is taken daily. The nurse continues to collect 
data from the client, suspecting that the client has a history of:  
 
A.A.A.A. Myxedema 
B.B.B.B. Graves' disease 
C.C.C.C. Addison's disease 
D.D.D.D. Cushing's syndrome 
 
51.51.51.51.    A nurse is instructing a client regarding intranasal desmopressin (DDAVP). The nurse tells the 
client that which of the following is a side effect of the medication?  
 
A.A.A.A. Headache 
B.B.B.B. Vulval pain 
C.C.C.C. Runny nose 
D.D.D.D. Flushed skin 
 
52.52.52.52.    A client is receiving somatropin (Humatrope). The nurse monitors which most significant 
laboratory study during therapy with this medication?  
 
A.A.A.A. Lipase level 
B.B.B.B. Amylase level 
C.C.C.C. Blood urea nitrogen level 
D.D.D.D. Thyroid-stimulating hormone level 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

174174174174                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

53.53.53.53.    A client is scheduled for a subtotal thyroidectomy and potassium iodide (Lugol's solution) is 
prescribed. A nurse prepares to administer the medication, knowing that the therapeutic effect of this 
medication is to:  
 
A.A.A.A. Replace thyroid hormone. 
B.B.B.B. Prevent the oxidation of iodide. 
C.C.C.C. Increase thyroid hormone production. 
D.D.D.D. Suppress thyroid hormone production. 
 
54.54.54.54.    Potassium iodide (Lugol's solution) is prescribed for a client with thyrotoxic crisis. The client calls a 
clinic nurse and complains of a brassy taste in the mouth. The appropriate instruction to the client is 
which of the following?  
 
A.A.A.A. Continue with the medication. 
B.B.B.B. Withhold the medication and notify the physician. 
C.C.C.C. Take half of the prescribed dose for the next 24 hours. 
D.D.D.D. Withhold the medication for the next 24 hours and then continue as prescribed. 
 
55.55.55.55.    A nurse provides instructions to a client taking fludrocortisone acetate (Florinef Acetate). The 
nurse instructs the client to notify the physician if which of the following occurs?  
 
A.A.A.A. Nausea 
B.B.B.B. Fatigue 
C.C.C.C. Weight loss 
D.D.D.D. Swelling of the feet 
 
56.56.56.56.    Calcium carbonate (Os-Cal) is prescribed for a client with hypocalcemia. A nurse instructs the 
client to take the medication:  
 
A.A.A.A. With meals 
B.B.B.B. Every 4 hours 
C.C.C.C. Just before meals 
D.D.D.D. 1 hour after meals 
 
57.57.57.57.    A daily dose of prednisone (Deltasone) is prescribed for a client. A nurse provides instructions to 
the client regarding administration of the medication and instructs the client that the best time to take this 
medication is:  
 
A.A.A.A. At noon 
B.B.B.B. At bedtime 
C.C.C.C. Early morning 
D.D.D.D. Any time, at the same time, each day 
 
58.58.58.58.    Acarbose (Precose) is prescribed to treat a client with type 2 diabetes mellitus. Which instruction 
should the nurse include when teaching the client about this medication?  
 
A.A.A.A. Take the medication at bedtime. 
B.B.B.B. Take the medication with the first bite of each regular meal. 
C.C.C.C. The medication will be used to treat symptoms of hypoglycemia. 
D.D.D.D. Headache and dizziness are the most common side effects of this medication. 
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59.59.59.59.    The nurse is caring for a 23-year-old client newly diagnosed with type 1 diabetes mellitus and 
teaches the client insulin administration. Which statement by the client indicates a need for further 
teaching?  
 
A.A.A.A. “It is not necessary for me to aspirate before injecting my insulin.” 
B.B.B.B. “I will rotate my insulin injection between my arms, thighs, and abdomen on a daily basis.” 
C.C.C.C. “I will perform a capillary blood glucose measurement before I administer my insulin regimen.” 
D.D.D.D. “My glargine insulin is long-acting and should be administered once a day, but lispro insulin is given  
      just before I eat.” 
 
60.60.60.60.    Prednisone (Deltasone) is prescribed for a client with diabetes mellitus who is taking NPH insulin 
daily. Which of the following prescription changes does the nurse anticipate during therapy with the 
prednisone?  
 
A.A.A.A. An additional dose of prednisone daily 
B.B.B.B. A decreased amount of daily NPH insulin 
C.C.C.C. An increased amount of daily NPH insulin 
D.D.D.D. The addition of an oral hypoglycemic medication daily 
 
61.61.61.61.    A nurse is teaching a client how to mix regular insulin and NPH insulin in the same syringe. Which 
of the following actions, if performed by the client, indicates the need for further teaching?  
 
A.A.A.A. Withdraws the NPH insulin first 
B.B.B.B. Withdraws the regular insulin first 
C.C.C.C. Injects air into NPH insulin vial first 
D.D.D.D. Injects an amount of air equal to the desired dose of insulin into the vial 
 
62.62.62.62.    A home care nurse visits a client recently diagnosed with diabetes mellitus who is taking NPH 
insulin daily. The client asks the nurse how to store the unopened vials of insulin. The nurse tells the client 
to:  
 
A.A.A.A. Freeze the insulin. 
B.B.B.B. Refrigerate the insulin. 
C.C.C.C. Store the insulin in a dark, dry place. 
D.D.D.D. Keep the insulin at room temperature. 
 
63.63.63.63.    Glimepiride (Amaryl) is prescribed for a client with diabetes mellitus.  A nurse instructs the client 
to avoid which of the following while taking this medication?  
 
A.A.A.A. Alcohol 
B.B.B.B. Organ meats 
C.C.C.C. Whole-grain cereals 
D.D.D.D. Carbonated beverages 
 
64.64.64.64.    Sildenafil (Viagra) is prescribed to treat a client with erectile dysfunction. A nurse reviews the 
client's medical record and would question the prescription if which of the following is noted in the 
client's history?  
 
A.A.A.A. Neuralgia 
B.B.B.B. Insomnia 
C.C.C.C. Use of nitroglycerin 
D.D.D.D. Use of multivitamins 
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65.65.65.65.    The health care provider orders exenatide (Byetta) for a client with type 1 diabetes mellitus who 
takes insulin. The nurse plans to take which appropriate intervention?  
 
A.A.A.A. Administer the medication within 60 minutes before the morning and evening meal. 
B.B.B.B. Hold the medication and call the health care provider, questioning the order for the client. 
C.C.C.C. Monitor the client for gastrointestinal side effects after administering the medication. 
D.D.D.D. Withdraw the insulin from the penlet into an insulin syringe to prepare for administration. 
 
66.66.66.66.    Levothyroxine (Synthroid) is prescribed for a client diagnosed with hypothyroidism. The nurse 
reviews the client's record and notes that the client is presently taking warfarin (Coumadin). The nurse 
contacts the physician, anticipating that the physician will prescribe which of the following?  
 
A.A.A.A. An increased dosage of Coumadin 
B.B.B.B. A decreased dosage of Coumadin 
C.C.C.C. An increased dosage of Synthroid 
D.D.D.D. A decreased dosage of Synthroid 
 
67.67.67.67.    The client received 20 units of NPH insulin subcutaneously at 8:00 am. The nurse should assess 
the client for a hypoglycemic reaction at:  
 
A.A.A.A. 10:00 am 
B.B.B.B. 11:00 am 
C.C.C.C. 5:00 pm 
D.D.D.D. 11:00 pm 
 
68.68.68.68.    A client with diabetes mellitus is told that amputation of the leg is necessary to sustain life. The 
client is very upset and tells the nurse, “This is all the doctor's fault. I have done everything that the 
doctor has asked me to do!” The nurse interprets the client's statement as:  
 
A.A.A.A. An expected coping mechanism 
B.B.B.B. A need to notify the hospital lawyer 
C.C.C.C. An expression of guilt on the part of the client 
D.D.D.D. An ineffective coping mechanism 
 
69.69.69.69.    A client with diabetes mellitus is self-administering NPH insulin from a vial that is kept at room 
temperature. The client asks the nurse about the length of time an unrefrigerated vial of insulin will 
maintain its potency. The appropriate response to the client is which of the following?  
 
A.A.A.A. 2 weeks 
B.B.B.B. 1 month 
C.C.C.C. 2 months 
D.D.D.D. 6 months 
 
70.70.70.70.    The nurse is caring for a client scheduled for a trans sphenoidal hypophysectomy. The 
preoperative teaching instructions should include which most important statement?  
 
A.A.A.A. “Your hair will need to be shaved.” 
B.B.B.B. “Deep breathing and coughing will be needed after surgery.” 
C.C.C.C. “Brushing your teeth will not be permitted for at least 2 weeks following surgery.” 
DDDD “You will receive spinal anesthesia.” 
 
71.71.71.71.    Metformin (Glucophage) is prescribed for the client with type 2 diabetes mellitus. The nurse tells 
the client that the most common side effect of the medication is:  
 
A.A.A.A. Hypoglycemia 
B.B.B.B. Gastrointestinal (GI) disturbances 
C.C.C.C. Weight gain 
D.D.D.D. Flushing and palpitations 
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72.72.72.72.    A client arrives at the clinic complaining of fatigue, lack of energy, constipation, and depression. 
Following diagnostic studies, hypothyroidism is diagnosed and levothyroxine (Synthroid) is prescribed. 
The nurse instructs the client that the expected outcome of the medication is to:  
 
A.A.A.A. Increase energy levels. 
B.B.B.B. Achieve normal thyroid hormone levels. 
C.C.C.C. Increase blood glucose levels. 
D.D.D.D. Alleviate depression. 
 
73.73.73.73.    The client newly diagnosed with diabetes mellitus is instructed by the physician to obtain 
glucagon for emergency home use. The client asks the home care nurse about the purpose of the 
medication. The nurse instructs the client that the purpose of the medication is to treat:  
 
A.A.A.A. Hypoglycemia from insulin overdose 
B.B.B.B. Hyperglycemia from insufficient insulin 
C.C.C.C. Lipoatrophy from insulin injections 
D.D.D.D. Lipohypertrophy from inadequate insulin absorption 
 
74.74.74.74.    You are assigned to care for a patient with SIADH (Syndrome of Inappropriate Secretion of 
Antidiuretic Hormone).  In developing a nursing care plan, which of the following needs would have the 
HIGHEST PRIORITY: 
 
A.A.A.A. Oxygenation 
B.B.B.B. Nutrition 
C.C.C.C. Activity Intolerance 
D.D.D.D. Safety 
 
75.75.75.75.    A patient with Insulin Dependent Diabetes comes to the doctor's office with a chief complaint of 
fever, a "bad cold" and flu like symptoms.  On exam her Temperature is 101.2, Pulse 96 and Respirations 
16. Her WBC (White blood count) is 15,000/mm3.  Which of the following can the nurse expect in regard 
to the patient's Insulin dosage: 
 
A.A.A.A. Insulin should be withheld 
B.B.B.B. The dose should be decreased 
C.C.C.C. No change is necessary 
D.D.D.D. The dose should be increased 
 
76.76.76.76.    A patient with Insulin Dependent Diabetes (IDDM) is admitted to the hospital following a three 
day history of productive cough, fever and chills. A diagnosis of Pneumonia is made.  VS on admission are 
Temperature 103˚2, Pulse 112, and Respirations 32 and are deep and rapid.  The nurse's FIRST ACTION 
should be to: 
 
A.A.A.A. Administer oxygen at 2L/min via nasal cannula 
B.B.B.B. Obtain a blood sample for Glucose and Acetone 
C.C.C.C. Administer 5U of Regular Insulin 
D.D.D.D. Give orange juice with sugar packets added 
 
77.77.77.77.    Patricia a 20 year old college student with diabetes mellitus requests additional information about 
the advantages of using a pen like insulin delivery devices. The nurse explains that the advantages of these 
devices over syringes includes: 
 
A.A.A.A. Accurate dose delivery 
B.B.B.B. Shorter injection time 
C.C.C.C. Lower cost with reusable insulin cartridges 
D.D.D.D. Use of smaller gauge needle. 
 
 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

178178178178                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

78.78.78.78.    In evaluating the lab work of a patient in hepatic coma, which of the following lab tests will be 
most important? 
 
A.A.A.A. Blood urea nitrogen 
B.B.B.B. Serum calcium 
C.C.C.C. Serum ammonia 
D.D.D.D. Serum creatinine 
 
79.79.79.79.    As part of the teaching plan for a client with type 1 diabetes mellitus, the nurse should include 
that carbohydrate needs may increase when: 
 
A.A.A.A. an infection is present. 
B.B.B.B. there is an emotional upset. 
C.C.C.C. a large meal is eaten. 
D.D.D.D. active exercise is performed. 
 
80.80.80.80.    A client being treated for gout is being evaluated for compliance with diet therapy. Which of the 
following meal selections would indicate that the client has adhered to the diet plan? 
 
A.A.A.A. Scrambled eggs, white toast, and coffee 
B.B.B.B. Seafood casserole, wheat roll, and soda 
C.C.C.C. Pizza with anchovies and soda 
D.D.D.D. Braised liver, lentils, green peas, and tea 
 
81.81.81.81.    The medication of choice in treating neuropathic pain in chronic diabetes is: 
 
A.A.A.A. Methlphenidrate (Ritalin). 
B.B.B.B. Lidocaine. 
C.C.C.C. Hydroxyine (Atarax). 
D.D.D.D. Amitriptyline (Elavil). 
 
82.82.82.82.    A nurse is caring for a client who is hospitalized and diagnosed with Addison’s disease. The nurse 
should monitor the client for symptoms of: 
 
A.A.A.A. hypocalcemia. 
B.B.B.B. hypernatremia. 
C.C.C.C. hypokalemia. 
D.D.D.D. hyperkalemia. 
 
83.83.83.83.    When the patient informs the nurse that he is experiencing hypoglycemia, the nurse provides 
immediate treatment by providing: 
 
A.A.A.A. One commercially prepared glucose tablet. 
B.B.B.B. Two hard candies. 
C.C.C.C. 4–6 ounces of fruit juice with one teaspoon of sugar added. 
D.D.D.D. 2–3 teaspoons of honey. 
 
84.84.84.84.    The client with diabetes mellitus needs to have education on the appropriate diet for her newly 
diagnosed condition. The nurse states: 
 
A.A.A.A. “You can eat anything you want, but no foods with sugar.” 
B.B.B.B. “You need to lose weight, so your diet will be a restricted one.” 
C.C.C.C. “You will need to have a diet and exercise program to meet your needs.” 
D.D.D.D. “You must eliminate all salt, fat, and sugar in your diet.” 
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85.85.85.85.    The nurse wishes to help a 50-year-old client identify previously successful coping strategies that 
may be useful in the current situation of needing to begin taking insulin for diabetes. Which of the 
following most likely represents a stressor of a similar style to the current one? 
 
A.A.A.A. interviewing for a new job 
B.B.B.B. death of a pet while the person was a teenager 
C.C.C.C. the person’s partner filing for a divorce 
D.D.D.D. starting to wear eyeglasses at age 30 
 
86.86.86.86.    Sarah Najim, age 77, is admitted to the medical surgical unit because of uncontrolled diabetes. 
When assessing this elderly client, the nurse should place extra emphasis on which component of the 
health history? 
 
A.A.A.A. developmental considerations 
B.B.B.B. childhood illnesses 
C.C.C.C. biographic data 
D.D.D.D. role and relationship patterns 
 
87.87.87.87.    What effect do beta blockers have on a patient with diabetes mellitus? 
 
A.A.A.A. Beta blockers induce hypoglycemia. 
B.B.B.B. None. Beta blockers are well tolerated by patients with diabetes mellitus. 
C.C.C.C. A significant slowing of the sino-atrial node firing results in a decreased heart rate. 
D.D.D.D. Beta blockers increase peripheral vascular disease in patients with diabetes mellitus. 
 
88.88.88.88.    What effect do beta blockers have on a patient with diabetes mellitus? 
 
A.A.A.A. Beta blockers induce hypoglycemia. 
B.B.B.B. None. Beta blockers are well tolerated by patients with diabetes mellitus. 
C.C.C.C. A significant slowing of the sino-atrial node firing results in a decreased heart rate. 
D.D.D.D. Beta blockers increase peripheral vascular disease in patients with diabetes mellitus. 
 
89.89.89.89.    A 62-year-old patient with diabetes mellitus is started on the thiazide diuretic 
hydrochlorothiazide (Hydrodiuril) for mild hypertension. The nurse educates the patient: 
 
A.A.A.A. To start administration of regular insulin. 
B.B.B.B. That thiazide diuretics are relatively risk free. 
C.C.C.C. Hydrochlorothiazide will prevent diabetes complications. 
D.D.D.D. To follow his blood glucose values closely. 
 
90.90.90.90.    Metformin (Glucophage) is an oral biguinide antidiabetic medication. The most common side 
effect is: 
 
A.A.A.A. Gastrointestinal disturbances. 
B.B.B.B. Hypoglycemia. 
C.C.C.C. Sleepiness. 
D.D.D.D. Visual disturbances. 
 
91.91.91.91.    A diabetic patient calls your clinic and reports her insulin is “clumpy.” You advise her to 
 
A.A.A.A. shake the vial vigorously to re-suspend the insulin particles. 
B.B.B.B. Warm the vial to room temperature to see if the clumps disappear. 
C.C.C.C. Discard the vial and open a new one. 
D.D.D.D. Gently roll the vial between her hands to re-warm the solution and re-suspend the insulin particles. 
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92.92.92.92.    A client, who has type I diabetes mellitus, is experiencing nausea and vomiting. Which action 
indicates that he understands the “sick day rules” for diabetes management? 
 
A.A.A.A. Taking 2/3 of his normal insulin dose 
B.B.B.B. Abandoning his normal meal timing in favor of getting an extended period of sleep 
C.C.C.C. Drinking nondietetic ginger ale 
D.D.D.D. Monitoring his blood glucose every 6 hours 
 
93.93.93.93.    A 69-year-old client with diabetes mellitus type 2 is to undergo a CT scan using contrast media. 
What laboratory test(s) should be performed prior to the CT scan? 
 
A.A.A.A. Liver function tests 
B.B.B.B. Electrolytes 
C.C.C.C. BUN and creatinine 
D.D.D.D. Fasting blood sugar 
 
94.94.94.94.    A client with diabetes mellitus self-monitors blood sugar at home. Now the primary care provider 
wants to assess the client’s average blood sugar over a 3 month period. The best test for this would be: 
 
A.A.A.A. fasting plasma glucose 
B.B.B.B. urine dipstick for glucose 
C.C.C.C. glucose tolerance test 
D.D.D.D. hemoglobin A1C 
 
95.95.95.95.    When caring for a postoperative client who has had a thyroidectomy, which medication should 
the nurse ensure is immediately available at the bedside? 
 
A.A.A.A. Calcium gluconate 
B.B.B.B. Propylthiouracil 
C.C.C.C. SSKI 
D.D.D.D. Synthroid 
 
96.96.96.96.    Which Signs and Symptoms occurring in a client 48 hours post adrenalectomy indicate that 
glucocorticoid dosage needs to be increased? 
 
A.A.A.A. Marked weakness, anorexia, nausea, or vomiting. 
B.B.B.B. Severe dyspnea, tachycardia, apprehension 
C.C.C.C. Paresthesias, numbness and tingling in the extremities, muscle spasms 
D.D.D.D. Orthostatic hypotension, depressed reflexes, slow mentation. 
 
97.97.97.97.    When assessing a client with a PTH deficiency, the nurse would expect abnormal serum levels of 
which substances? 
 
A.A.A.A. Sodium and chloride 
B.B.B.B. Potassium and glucose 
C.C.C.C. Urea and uric acid. 
D.D.D.D. Calcium and phosphorous 
 
98.98.98.98.    When assessing a client diagnosed with Graves’ disease, which finding would the nurse consider 
to be a hallmark of the disease? 
 
A.A.A.A. Low specific gravity of urine 
B.B.B.B. Heat intolerance 
C.C.C.C. Hirsutism 
D.D.D.D. Dulled mentation 
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99.99.99.99.    A client with thyroid cancer undergoes a thyroidectomy. After surgery, the client develops 
peripheral numbness, tingling, and muscle twitching. Which type of medication should the nurse be 
prepared to administer? 
 
A.A.A.A. Thyroid supplement 
B.B.B.B. Antispasmodic 
C.C.C.C. Barbiturate 
D.D.D.D. Calcium replacement 
 
100.100.100.100.    Which action helps to combat the Dawn phenomenon in a client with Diabetes Melitus? 
 
A.A.A.A. Eat a snack at bedtime 
B.B.B.B. Inject evening intermediate-acting insulin at bedtime rather than dinner time 
C.C.C.C. Decrease evening dose of intermediate-acting insulin 
D.D.D.D. Increase evening dose of long-acting insulin 
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ENDOCRINEENDOCRINEENDOCRINEENDOCRINE----METABOLIC SYSTEMMETABOLIC SYSTEMMETABOLIC SYSTEMMETABOLIC SYSTEM    ANSWER AND RATIONALEANSWER AND RATIONALEANSWER AND RATIONALEANSWER AND RATIONALE    
    
 
1.1.1.1.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client is instructed to use a moisturizing lotion on the feet and to avoid applying the lotion between 
the toes. The client should be instructed not to soak the feet and should avoid hot water to prevent 
burns. The client may cut the toenails straight across and even with the toe itself and would consult a 
podiatrist if the toenails were thick or hard to cut or if vision were poor. The client should be instructed 
to wash the feet daily with a mild soap. 
 
2.2.2.2.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The primary goal of treatment in hyperglycemic hyperosmolar non ketotic syndrome (HHNS) is to 
rehydrate the client to restore fluid volume and to correct electrolyte deficiency.  
Intravenous fluid replacement is similar to that administered in diabetic ketoacidosis (DKA) and begins 
with IV infusion of normal saline. Regular insulin, not NPH insulin, would be administered. The use of 
sodium bicarbonate to correct acidosis is avoided because it can precipitate a further drop in serum 
potassium levels. Intubation and mechanical ventilation are not required to treat HHNS. 
 
3.3.3.3.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
An insulin pump provides a small continuous dose of regular insulin subcutaneously throughout the day 
and night, and the client can self-administer a bolus with an additional dose from the pump before each 
meal as needed. Regular insulin is used in an insulin pump. An external pump is not attached surgically to 
the pancreas. 
 
4.4.4.4.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Insulin doses should not be adjusted nor increased before unusual exercise. If ketones are found in the 
urine, it possibly may indicate the need for additional insulin. To minimize the discomfort associated with 
insulin injections, insulin should be administered at room temperature. Injection sites should be rotated 
systematically within one anatomic site. 
 
5.5.5.5.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
In DKA, the arterial pH is lower than 7.35, plasma bicarbonate is lower than 15 mEq/L, the blood glucose 
level is higher than 250 mg/dL, and ketones are present in the blood and urine. The client would be 
experiencing polyuria, and Kussmaul's respirations would be present. A comatose state may occur if DKA 
is not treated, but coma would not confirm the diagnosis. 
 
6.6.6.6.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Shakiness is a sign of hypoglycemia and would indicate the need for food or glucose. A fruity breath 
odor, blurred vision, and polyuria are signs of hyperglycemia. 
 
7.7.7.7.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The appropriate intervention is to address the client's feelings related to the anxiety. Administering a 
sedative is not the most appropriate intervention. The nurse should not ignore the client's anxious 
feelings. A client will not relate to medical terms, particularly when anxiety exists. 
 
8.8.8.8.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
During illness, the client should monitor blood glucose levels and should notify the physician if the level is 
higher than 250 mg/dL. Insulin should never be stopped. In fact, insulin may need to be increased during 
times of illness. Doses should not be adjusted without the physician's advice and are usually adjusted 
based on blood glucose levels, not urinary glucose readings. 
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9.9.9.9.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
During management of DKA, when the blood glucose level falls to 250 to 300 mg/dL, the infusion rate is 
reduced and 5% dextrose is added to maintain a blood glucose level of about 250 mg/dL, or until the 
client recovers from ketosis. NPH insulin is not used to treat DKA. Fifty percent dextrose is used to treat 
hypoglycemia. Phenytoin (Dilantin) is not a usual treatment measure for DKA. 
 
10.10.10.10.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Excessive dosing with propylthiouracil (PTU) may convert the client from a hyperthyroid state to a 
hypothyroid state. If this occurs, the dosage should be reduced. Temporary administration of thyroid 
hormone may be required. Propylthiouracil is not used for pain and does not cause hyperglycemia or 
renal toxicity. 
 
11.11.11.11.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Classic symptoms of hyperglycemia include polydipsia, polyuria, and polyphagia.  
 
12.12.12.12.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:   
An increased blood glucose level will cause the kidneys to excrete the glucose in the urine. This glucose is 
accompanied by fluids and electrolytes, causing an osmotic diuresis leading to dehydration. This fluid loss 
must be replaced when it becomes severe.  
 
13.13.13.13.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
When a client with diabetes mellitus is unable to eat normally because of illness, the client still should take 
the prescribed insulin or oral medication. The client should consume additional fluids and should notify 
the physician. The client should monitor the blood glucose level every 3 to 4 hours. 
 
14.14.14.14.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale:Rationale:Rationale:Rationale:  
After hypophysectomy, diabetes insipidus can occur temporarily because of antidiuretic hormone 
deficiency. This deficiency is related to surgical manipulation. The nurse should assess the specific gravity 
of the urine and notify the physician if the result is lower than 1.006.  
 
15.15.15.15.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
After hypophysectomy, the client should be monitored for rhinorrhea, which could indicate a 
cerebrospinal fluid leak. If this occurs, the drainage should be collected and tested for the presence of 
cerebrospinal fluid. The head of the bed should not be lowered to prevent increased intracranial pressure. 
Clear nasal drainage would not indicate the need for a culture. Continuing to observe the drainage 
without taking action could result in a serious complication. 
 
16.16.16.16.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Polydipsia and polyuria are classic symptoms of diabetes insipidus. The urine is pale, and the specific 
gravity is low. Anorexia and weight loss occur.  
 
17.17.17.17.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Following thyroidectomy, weakness and hoarseness of the voice can occur as a result of trauma from the 
surgery. If this develops, the client should be reassured that the problem will subside in a few days. 
Unnecessary talking should be discouraged. The nurse does not need to notify the physician immediately. 
These signs do not indicate bleeding or the need to administer calcium gluconate. 
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18.18.18.18.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale:Rationale:Rationale:Rationale:  
The initial nursing action would be to maintain a patent airway. Oxygen would be administered, 
followed by fluid replacement, keeping the client warm, monitoring vital signs, and administering thyroid 
hormones by the intravenous (IV) route. 
 
19.19.19.19.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Client education following DKA should emphasize the need for home glucose monitoring two to four 
times per day.  
Instructing the client to notify the health care provider when illness occurs is also important. The presence 
of urine ketones indicates that DKA has occurred already. The client should eat well-balanced meals with 
snacks as prescribed. 
 
20.20.20.20.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Lack (absolute or relative) of insulin is the primary cause of DKA. Treatment consists of insulin 
administration (regular insulin), IV fluid administration (normal saline initially), and potassium 
replacement, followed by correcting acidosis. Applying an electrocardiogram monitor is not a priority 
action. 
 
21.21.21.21.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Hyperglycemic hyperosmolar non ketotic syndrome occurs in clients with type 2 diabetes mellitus. The 
onset of symptoms may be gradual. The symptoms may include polyuria, polydipsia, dehydration, 
mental status alterations, weight loss, and weakness.  
 
22.22.22.22.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Hyperglycemic hyperosmolar non ketotic syndrome (HHNS) is an acute complication of type 2 diabetes, 
leading to hyperglycemia and dehydration. Headache and polydipsia and increasing lethargy can be 
caused by the dehydration.  
 
23.23.23.23.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale: Rationale: Rationale: Rationale:     
A hypoglycemic reaction may occur in response to increased exercise. Clients should avoid exercise during 
the peak time of insulin. NPH insulin peaks at 4 to 12 hours; therefore, afternoon exercise takes place 
during the peak of the medication.  
 
24.24.24.24.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Hypercalcemia is the hallmark of hyperparathyroidism. Elevated serum calcium levels produce osmotic 
diuresis and thus polyuria. This diuresis leads to dehydration (weight loss rather than weight gain). 
Options 1, 3, and 4 are gastrointestinal symptoms and are not associated with the common 
gastrointestinal symptoms typical of hyperparathyroidism (nausea, vomiting, anorexia, constipation). 
 
25.25.25.25.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:    
During the postoperative period, the nurse carefully observes the client for signs of hemorrhage, which 
causes swelling and compression of adjacent tissue. Laryngeal stridor is a harsh, high-pitched sound heard 
on inspiration and expiration; stridor is caused by compression of the trachea, leading to respiratory 
distress.  
Stridor is an acute emergency situation that requires immediate attention to avoid complete obstruction 
of the airway.  
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26.26.26.26.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Lipodystrophy (hypertrophy of subcutaneous tissue at the injection site) occurs in some clients with 
diabetes mellitus when injection sites are used for a prolonged period of time. Thus, clients are instructed 
to adhere to a plan of rotating injection sites to avoid tissue changes. Cleansing with alcohol, aspiration, 
and angle of insulin administration do not produce this complication. 
 
27.27.27.27.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Decreased blood glucose levels produce autonomic nervous system symptoms, which are manifested 
classically as nervousness, irritability, and tremors. Option 3 is more likely to occur with hyperglycemia. 
Options 2 and 4 are unrelated to the signs of hypoglycemia. 
 
28.28.28.28.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale:Rationale:Rationale:Rationale:  
Small amounts of fluid may be tolerated, even when vomiting is present. The nurse should encourage 
liquids containing glucose and electrolytes every hour. Options 1, 2, and 4 will not provide the adequate 
intake needed by the client with diabetes mellitus. 
 
29.29.29.29.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Pheochromocytoma is a catecholamine-producing tumor and causes secretion of excessive amounts of 
epinephrine and norepinephrine. Hypertension is the principal manifestation, and the client has episodes 
of high blood pressure accompanied by pounding headaches. The excessive release of catecholamine also 
results in excessive conversion of glycogen into glucose in the liver. Consequently, hyperglycemia and 
glucosuria occur during attacks. Pheochromocytoma is curable. The primary treatment is surgical removal 
of one or both of the adrenal glands, depending on whether the tumor is unilateral or bilateral. 
 
30.30.30.30.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Pheochromocytoma is a catecholamine-producing tumor. Hypertension is the major symptom associated 
with pheochromocytoma. Taking the client's blood pressure would assess the blood pressure status. 
Glycosuria, weight loss, and diaphoresis are also clinical manifestations of pheochromocytoma, yet 
hypertension is the major symptom. 
 
31.31.31.31.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Assays of catecholamines are performed on single-voided urine specimens, 2- to 4-hour specimens, and 24
-hour urine specimens. The normal range of urinary catecholamines is up to 14 mcg/100 mL of urine, with 
higher levels occurring in pheochromocytoma. 
 
32.32.32.32.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:    
 Pheochromocytoma is a catecholamine-producing tumor. Hypertension is the hallmark of 
pheochromocytoma. Severe hypertension can precipitate a stroke or sudden blindness. Although all the 
options are accurate nursing interventions for the client with pheochromocytoma, the priority nursing 
action is to monitor the vital signs, particularly the blood pressure. 
  
33.33.33.33.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The client with pheochromocytoma needs to be provided with a diet high in vitamins, minerals, and 
calories. Of particular importance are the foods or beverages that contain caffeine, such as cocoa, coffee, 
tea, or colas. These foods are prohibited because they can precipitate a hypertensive crisis. 
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34.34.34.34.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The complications associated with pheochromocytoma include hypertensive retinopathy and 
nephropathy, myocarditis, increased platelet aggregation, and stroke. Death can occur from shock, stroke, 
renal failure, dysrhythmias, or dissecting aortic aneurysm. An irregular heart rate indicates the presence of 
a dysrhythmia. A urinary output of 50 mL/hr is an adequate output. A blood urea nitrogen level of 20 
mg/dL is a normal finding. A coagulation time of 5 minutes is normal. 
 
35.35.35.35.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A high–complex carbohydrate and high-protein diet will be prescribed for the client with Addison's 
disease. To prevent excess fluid and sodium loss, the client is instructed to maintain a normal salt intake 
daily (3 g) and to increase salt intake during hot weather, before strenuous exercise, and in response to 
fever, vomiting, or diarrhea. A high fat diet is not prescribed. 
 
36.36.36.36.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Cushing's disease is a metabolic disorder characterized by abnormally increased secretion (endogenous) of 
cortisol, caused by increased amounts of adrenocorticotropic hormone (ACTH) secreted by the pituitary 
gland. Addison's disease is characterized by the hypo secretion of adrenal cortex hormones 
(glucocorticoids and mineralocorticoids) from the adrenal gland, resulting in deficiency of the 
corticosteroid hormones.  
 
37.37.37.37.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
An elevated temperature may indicate infection. Infection is a leading cause of hyperglycemic 
hyperosmolar non ketotic syndrome or diabetic ketoacidosis. The other findings noted in the question are 
within normal limits. 
 
38.38.38.38.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Clients with type 2 diabetes mellitus have decreased or impaired insulin secretion. Oral hypoglycemic 
agents are given to these clients to facilitate glucose uptake. Insulin injections may be given during times 
of stress-induced hyperglycemia. Oral insulin is not available because of the breakdown of the insulin by 
digestion. 
 
39.39.39.39.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:   
A diet low in carbohydrates and sodium but ample in protein and potassium is encouraged for a client 
with Cushing's syndrome. Such a diet promotes weight loss, reduction of edema and hypertension, 
control of hypokalemia, and rebuilding of wasted tissue. 
 
40.40.40.40.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Diaphoresis and confusion are signs of moderate hypoglycemia. A likely cause of the client's change in 
condition could be related to the administration of insulin without the client eating enough food. 
However, an assessment is necessary to confirm the presence of hypoglycemia. The nurse would obtain a 
capillary blood glucose level to confirm the hypoglycemia and perform a focused assessment to determine 
the extent and cause of the client's condition. Once hypoglycemia is confirmed, the nurse stays with the 
client and asks the nursing assistant to obtain the appropriate carbohydrate snack. A code is called if the 
client is not breathing or if the heart is not beating. 
 
41.41.41.41.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
NPH is intermediate-acting insulin. The onset of action is 1.5 hours, it peaks in 4 to 12 hours, and its 
duration of action is 24 hours. Hypoglycemic reactions most likely occur during peak time. 
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42.42.42.42.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Prednisone may decrease the effect of oral hypoglycemics, insulin, diuretics, and potassium supplements.  
 
43.43.43.43.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Aspirin and other over-the-counter medications should not be taken unless the client consults with the 
physician. The client needs to take the medication at the same time every day and should be instructed 
not to stop the medication. A slight weight gain as a result of an improved appetite is expected, but after 
the dosage is stabilized, a weight gain of 5 lb or more weekly should be reported to the physician. 
Caffeine-containing foods and fluids need to be avoided because they may contribute to steroid-ulcer 
development. 
 
44.44.44.44.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Somatrem (Protropin) is a growth stimulator used in the long-term treatment of growth failure resulting 
from endogenous growth hormone deficiency. Somatrem stimulates linear growth and increases the 
number and size of muscle cells and increases red cell mass. Somatrem affects carbohydrate metabolism by 
antagonizing the action of insulin, increases mobilization of fats, and increases cellular protein synthesis 
 
45.45.45.45.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:   
Desmopressin promotes renal conservation of water. The hormone carries out this action by acting on the 
collecting ducts of the kidney to increase their permeability to water, which results in increased water 
reabsorption. The therapeutic effect of this medication would be manifested by a decreased urine output. 
 
46.46.46.46.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Water intoxication (overhydration) or hyponatremia is an adverse reaction to desmopressin. Early signs 
include drowsiness, listlessness, and headache. Decreased urination, rapid weight gain, confusion, seizures, 
and coma also may occur in overhydration. 
 
47.47.47.47.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Because of its powerful vasoconstrictor actions, vasopressin can cause adverse cardiovascular effects. By 
constricting arteries of the heart, vasopressin can cause angina pectoris and even myocardial infarction, 
especially if administered to clients with coronary artery disease. In addition, vasopressin may cause 
vascular problems by decreasing blood flow in the periphery.  
 
48.48.48.48.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Oral doses of levothyroxine (Synthroid) should be taken on an empty stomach to enhance absorption. 
Dosing should be done in the morning before breakfast. 
 
49.49.49.49.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Excessive doses of levothyroxine (Synthroid) can produce signs and symptoms of hyperthyroidism. These 
include tachycardia, chest pain, tremors, nervousness, insomnia, hyperthermia, heat intolerance, and 
sweating. The client should be instructed to notify the physician if these occur.  
 
50.50.50.50.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Propylthiouracil (PTU) inhibits thyroid hormone synthesis and is used to treat hyperthyroidism, or Graves' 
disease. Myxedema indicates hypothyroidism.Cushing's syndrome and Addison's disease are disorders 
related to adrenal function. 
 
51.51.51.51.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:    
Desmopressin administered by the intranasal route can cause a runny or stuffy nose.  
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52.52.52.52.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
An adverse effect of somatropin (Humatrope) is hypothyroidism. Thyroid function is monitored 
throughout therapy.  
 
53.53.53.53.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Lugol's solution is administered to hyperthyroid individuals in preparation for thyroidectomy to suppress 
thyroid function. Initial effects develop within 24 hours; peak effects develop in 10 to 15 days. In most 
cases, plasma levels of thyroid hormone are reduced with propylthiouracil (PTU) before Lugol's solution 
therapy is initiated. Then, Lugol's solution along with propylthiouracil, is administered for the last 10 days 
before surgery. 
 
54.54.54.54.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Chronic ingestion of iodine can produce iodism. The client needs to be instructed about the symptoms of 
iodism, which include a brassy taste, soreness of gums and teeth, vomiting, and abdominal pain. The 
client needs to be instructed to notify the physician if these symptoms occur. 
 
55.55.55.55.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Excessive levels of fludrocortisone acetate (Florinef) cause retention of sodium and water and excessive 
excretion of potassium, resulting in expansion of blood volume, hypertension, cardiac enlargement, 
edema, and hypokalemia. The client needs to be informed about the signs of sodium and water 
retention, such as unusual weight gain or swelling of the feet or lower legs. If these signs occur, the 
physician needs to be notified. 
 
56.56.56.56.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Calcium carbonate tablets should be taken with a full glass of water 30 to 60 minutes after meals.  
 
57.57.57.57.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Corticosteroids (glucocorticoids) should be administered before 9 am. Administration at this time helps 
minimize adrenal insufficiency and mimics the burst of glucocorticoids released naturally by the adrenal 
glands each morning.  
 
58.58.58.58.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Acarbose (Precose) is an alpha-glucosidase inhibitor. Taken with the first bite of each major meal, 
acarbose delays absorption of ingested carbohydrates, decreasing postprandial hyperglycemia. Abdominal 
pain and flatulence are the most common side effects of this medication. It is not taken at bedtime. 
 
59.59.59.59.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Rotation of insulin injections should be done within one anatomical site to maintain consistent absorption 
of insulin.  
 
60.60.60.60.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Glucocorticoids can elevate blood glucose levels. Clients with diabetes mellitus may need their dosages of 
insulin or oral hypoglycemic medications increased during glucocorticoid therapy. 
 
61.61.61.61.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
When preparing a mixture of regular insulin with another insulin preparation, the regular insulin is drawn 
into the syringe first.  
This sequence will avoid contaminating the vial of regular insulin with insulin of another type.  
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62.62.62.62.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Insulin in unopened vials should be stored under refrigeration until needed. Vials should not be frozen. 
When stored unopened under refrigeration, insulin can be used up to the expiration date on the vial.  
 
63.63.63.63.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
When alcohol is combined with glimepiride (Amaryl), a disulfiram-like reaction may occur. This syndrome 
includes flushing, palpitations, and nausea. Alcohol can also potentiate the hypoglycemic effects of the 
medication. Clients need to be instructed to avoid alcohol consumption while taking this medication.  
 
64.64.64.64.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Sildenafil (Viagra) enhances the vasodilating effect of nitric oxide in the corpus cavernosum of the penis, 
thus sustaining an erection. Because of the effect of the medication, it is contraindicated with concurrent 
use of organic nitrates and nitroglycerin. Sildenafil is not contraindicated with the use of vitamins. 
Neuralgia and insomnia are side effects of the medication. 
 
65.65.65.65.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Exenatide (Byetta) is an incretin mimetic used for type 2 diabetes mellitus only. It is not recommended for 
clients taking insulin. Hence, the nurse should hold the medication and question the health care provider 
regarding this order. Although options 1 and 3 are correct statements about the medication, in this 
situation the medication should not be administered. The medication is packaged in prefilled pens ready 
for injection without the need for drawing it up into another syringe. 
 
66.66.66.66.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Levothyroxine (Synthroid) accelerates the degradation of vitamin K-dependent clotting factors. As a 
result, the effects of warfarin (Coumadin) are enhanced. Therefore, if thyroid hormone replacement 
therapy is instituted in a client who has been taking warfarin, the dosage of warfarin should be reduced. 
 
67.67.67.67.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
NPH is intermediate-acting insulin. The onset of action is 3 to 4 hours, it peaks in 4 to 12 hours, and its 
duration of action is 16 to 20 hours. Hypoglycemic reactions most likely occur during peak time. 
 
68.68.68.68.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The nurse needs to be aware of the effective and ineffective coping mechanisms that can occur in a client 
when loss is anticipated. The expression of anger is known to be a normal response to impending loss, 
and the anger may be directed toward the self, God or other spiritual being, or caregivers. Notifying the 
hospital lawyer is inappropriate. Guilt may or may not be a component of the client's feelings and the 
data in the question do not indicate that guilt is present. 
 
69.69.69.69.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
An insulin vial in current use can be kept at room temperature for up to 1 month without significant loss 
of activity. Direct sunlight and heat must be avoided. 
 
70.70.70.70.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Based on the location of the surgical procedure, spinal anesthesia would not be used. Additionally, the 
hair would not be shaved. Although coughing and deep breathing are important, specific to this 
procedure is avoiding brushing the teeth to prevent disruption of the surgical site. 
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71.71.71.71.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The most common side effect of metformin (Glucophage) is GI disturbances, including decreased appetite, 
nausea, and diarrhea. These generally subside over time. This medication does not cause weight gain; in 
fact, clients lose an average of 7 to 8 lb because the medication causes nausea and decreased appetite. 
Although hypoglycemia can occur, it is not the most common side effect. 
 
72.72.72.72.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
Laboratory determinations of serum thyroid stimulating hormone (TSH) level are an important means of 
evaluation. Successful therapy will cause elevated TSH levels to fall. These levels will begin their decline 
within hours of the onset of therapy and will continue to drop as plasma levels of thyroid hormone build 
up. If an adequate dosage is administered, TSH levels will remain suppressed for the duration of therapy. 
 
73.73.73.73.    . Answer: A. Answer: A. Answer: A. Answer: A    
Rationale: Rationale: Rationale: Rationale:   
Glucagon is used to treat hypoglycemia resulting from insulin overdose. The family of the client is 
instructed in how to administer the medication. In an unconscious client, arousal usually occurs within 20 
minutes of glucagon injection. Once consciousness has been regained, oral carbohydrates should be given. 
Lipoatrophy and lipohypertrophy result from insulin injections. 
 
74.74.74.74.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Although the patient with SIADH has many needs, the one with the highest priority is that of safety.  The 
patient with SIADH is at risk for dilutional hyponatremia which may result in seizures. Oxygenation - is 
not a problem in these patients, and Nutrition, although dietary changes may be needed to manage fluid 
and electrolyte disturbances associated with this syndrome, it does not take priority over safety. 
 
75.75.75.75.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
For Diabetics, certain conditions will cause a rise in the patient's blood sugar (hyperglycemia), among 
them is infection.  As this patient has an elevated temperature, and elevated WBC of 15,000 (Normal is 
5,000-10,000/mm3) indicative of an infectious process, the nurse can expect that the patient is likely to 
be hyperglycemic and the Insulin dose would need therefore, to be increased.  Dosage will be determined 
by patient's usual dose and blood glucose values. 
 
76.76.76.76.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
In addition to infection, this patient is also demonstrating Kussmaul's Respirations, which are deep, rapid, 
blowing like respiration, associated with ketoacidosis in the diabetic.  The deep, rapid respirations are the 
body's attempt to compensate for this acidotic state by blowing off Carbon Dioxide.  The nurse should 
recognize these signs and symptoms as well as be aware that the patient will also have an increase in the 
number of circulating ketone bodies (a breakdown product from the metabolism of fat), contributing to 
the acidotic state.  Therefore, blood should be obtained immediately for acetone and glucose, so that the 
body's hemeostatic state can be restored. 
 
77.77.77.77.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
These devices are more accurate because they are easily to used and have improved adherence in insulin 
regimens by young people because the medication can be administered discreetly. 
 
78.78.78.78.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
When a patient is in hepatic coma, he is in liver failure. The liver can no longer metabolize amino acids 
completely, thus ammonia levels increase causing brain tissue irritation. 
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79.79.79.79.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Active exercise increases insulin sensitivity, thus lowering blood glucose levels. Additional carbohydrates 
may be needed to balance the usual insulin dose. All of the other options will increase blood glucose 
levels. 
 
80.80.80.80.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Scrambled eggs, white toast, and coffee are all foods that are low in purine content. A client who is being 
treated for gout should restrict dietary purine sources because they can lead to an exacerbation of the 
disease process. All of the other options reflect dietary selections that range from moderate to high purine 
content. If dietary education is successful, then the client would avoid/limit these food selections. 
 
81.81.81.81.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Elavil is a drug of choice for neuropathic pain in chronic diabetes mellitus. Lidocaine is a short-duration 
numbing medication. Atarax is a sedative drug. Ritalin is a stimulant, decreasing sedation. 
 
82.82.82.82.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
A client with Addison’s disease is at risk for hyperkalemia because this condition is characterized by 
deficient adrenal hormones, leading to sodium loss and potassium retention. 
 
83.83.83.83.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The usual recommendation for treatment of hypoglycemia is for 10–15 grams of a fast-acting simple 
carbohydrate, orally, such as 3 or 4 commercially prepared glucose tablets or 4–6 ounces of fruit juice or 
soda. It is not necessary to add sugar to juice, even if it is labeled as unsweetened juice, because the fruit 
sugar in juice contains enough simple carbohydrate to raise the blood glucose level, and additional of 
sugar may result in a sharp rise in blood sugar that will last for several hours. 
 
84.84.84.84.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Three components of treatment include: nutrition, exercise, and medications; overall goal is to make 
changes in nutrition and exercise habits for improved metabolic control of carbohydrate metabolism to 
normalize blood glucose levels (fasting: 70–140 mg/dL); diabetes mellitus is a metabolic disorder of 
carbohydrates (CHO) metabolism, leading to altered glucose regulation and utilization as a result of 
insufficient or ineffective insulin. 
 
85.85.85.85.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Wearing eyeglasses is another example of beginning a new strategy to assist with what will be a lifelong 
health need. Interviewing for a job is a very short-lived situational stressor. Coping strategies effective 
while a teenager may not be relevant at age 50. Experiencing the stress of divorce is a social/role stressor 
quite unlike that of a health problem. 
 
86.86.86.86.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The nurse should assess role and relationship patterns thoroughly for an elderly client because losses 
associated with aging and changed social roles may affect the client’s health status. This area has a strong 
effect on self-esteem, cultural and spiritual needs, and social support patterns. 
 
87.87.87.87.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Beta blockers decrease the release of insulin in response to hypoglycemia and mask the symptoms 
normally associated with hypoglycemia. Option 3 is the effect of the beta blocker. It happens regardless 
of whether the patient has diabetes mellitus. Beta blockers do not have this effect. 
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88.88.88.88.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Diabetic ketoacidosis (DKA) is an emergency situation that occurs in type I diabetes. The nurse must 
recognize the signs of DKA in its early stages to prevent the patient from entering into a coma. High 
blood glucose level (greater than 400 mg/dl) results in increased thirst, nausea, vomiting, abdominal pain, 
fatigue, polyuria to anuria, elevated temperature, signs of dehydration, flushed face, rapid and thready 
pulse, and hypotension. 
 
89.89.89.89.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Diuretic induced hypokalemia reduces insulin secretion resulting in elevated blood glucose levels. Blood 
sugar and potassium levels must be closely monitored in patients with diabetes mellitus who are taking 
thiazide diuretics. Insulin requires a medical provider order. Thiazide diuretics cause side effects including 
electrolyte and acid-base disturbances, elevated blood glucose, uric acid, and lipid levels. Thiazides are 
used in the treatment of fluid overload. They do not prevent the complications of diabetes mellitus. 
 
90.90.90.90.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Diarrhea occurs in up to 30 percent of patients and causes about 4 percent of them to stop taking 
metformin. Metformin inhibits hepatic glucose production. It does not induce hypoglycemia.  
 
91.91.91.91.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Insulin manufacturers recommend that clumped insulin be discarded and a new vial utilized. Agitating and 
warming the vial will not eliminate clumped material. Minute clumps may remain which will render the 
product less effective and promote injection site atrophy. 
 
92.92.92.92.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
While experiencing vomiting, the client should consume small frequent portions of carbohydrates, 
including juices and regular (non-dietetic) sodas; normal insulin dose should be given, unless medical 
professionals order differently; the client should try to get extra rest; he should also follow his normal 
meal plan. If he cannot follow this routine because of stomach upset, he should eat small portions of soft 
foods (such as regular gelatin or custard) 6–8 times a day. If vomiting or diarrhea persists, he should take 
liquids every 30 minutes–1 hour and contact his physician; the client should monitor his blood glucose 
and urine ketone levels every 3–4 hours, not every 6 hours. 
 
93.93.93.93.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Clients undergoing CT scans using contrast media need adequate renal function to process the media. 
Elderly clients and clients with diabetes mellitus are at risk due to decreased renal function. 
 
94.94.94.94.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Hemoglobin A1C absorbs glucose and holds it for the lifespan of the red blood cell (up to 120 days).The 
fasting plasma glucose, urine dipstick for glucose, and glucose tolerance test provide information on 
glucose levels at one point in time. 
 
95.95.95.95.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale:Rationale:Rationale:Rationale:  
Calcium gluconate should be immediately available at the bedside of a client who has had a 
thyroidectomy because of the risk of hypocalcemic tetany. Propylthiouracil, an antithyroid drug, blocks 
synthesis of thyroid hormone and is used in the treatment of hyperthyroidism. SSKI decreases blood flow 
to the thyroid gland. Synthroid is a thyroid hormone replacement drug and is used in the treatment of 
hypothyroidism. 
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96.96.96.96.    Answer:AAnswer:AAnswer:AAnswer:A    
Rationale:Rationale:Rationale:Rationale:  
Marked weakness, anorexia, nausea, or vomiting are S&S indicating that the dose of glucocorticoids needs 
to be increased. Severe dyspnea, tachycardia, and apprehension are S&S of respiratory/cardiovascular 
problems such as pulmonary edema. Paresthesias, numbness, tingling in the extremities, and muscle 
spasms are symptoms of hypocalcemic tetany. Orthostatic hypotension occurs post adrenalectomy but 
does not indicate a need for increased glucocorticoids nor do depressed reflexes and slow mentation. 
 
97.97.97.97.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Decreased PTH reduces resorption of calcium from bone, reduces intestinal absorption of calcium, and 
reduces reabsorption of calcium in the renal tubules. At the same time, it increases retention of phosphate 
in the renal tubules. The net effect of these actions is that serum calcium is low and serum phosphate is 
high. Changes in serum sodium, chloride, potassium, glucose, urea, or uric acid are not direct effects of 
PTH deficiency. 
 
98.98.98.98.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Heat intolerance with diaphoresis when environmental temperature is comfortable to others is a classic 
sign of hyperthyroidism or Graves’ disease. Low specific gravity of urine is a classic sign of DI. Hirsutism 
accompanies hyper secretion of glucocorticoids from the adrenal glands. Dulled mentation is a sign of 
hypothyroidism. 
 
99.99.99.99.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
The parathyroid glands can be unintentionally removed along with the thyroid gland. If this occurs, 
hypocalcemic tetany is a risk, the first signs of which include numbness and tingling in the extremities and 
muscle twitching. The treatment of hypocalcemic tetany is IV calcium gluconate or calcium carbonate, 
which should be readily available at the bedside. 
 
100.100.100.100.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Inject evening intermediate-acting insulin at bedtime rather than dinnertime. Eating a snack at bedtime 
and decreasing the evening dose of intermediate-acting insulin combat the Somogyi effect. Increasing the 
evening dose of long-acting insulin helps combat insulin waning. 
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INTEGUMENTARY SYSTEM DISORDERSINTEGUMENTARY SYSTEM DISORDERSINTEGUMENTARY SYSTEM DISORDERSINTEGUMENTARY SYSTEM DISORDERS    
    

1.1.1.1.    Which client problem should the nurse identify as a problem specific to the client diagnosed with 
leprosy (Hansen’s disease)? 

 
A.A.A.A. Social isolation. 
B.B.B.B. Altered body image. 
C.C.C.C. Potential for infection. 
D.D.D.D. Alteration in comfort. 
 
2.2.2.2.    The nurse is planning the care of a client diagnosed with psoriasis. Which client problem should be 

included in the plan? 
 
A.A.A.A. Anticipatory grieving. 
B.B.B.B. Altered body image. 
C.C.C.C. Potential for loss of extremity function. 
D.D.D.D. Fluid volume deficit. 
 
3.3.3.3.    When caring for the client diagnosed with contact dermatitis, which collaborative intervention should 

the nurse implement? 
 
A.A.A.A. Encourage the use of support stockings. 
B.B.B.B. Administer a topical anti-inflammatory cream. 
C.C.C.C. Remove scales frequently by shampooing. 
D.D.D.D. Shampoo with lindane 1%, an anti-parasitic, weekly. 
 
4.4.4.4.    The nurse is preparing the client scheduled for a derma brasion. Which information should the nurse 

include while teaching the client? 
 
A.A.A.A. Erythema will go away within 24 hours. 
B.B.B.B. Do not change the dressing until seen by the HCP. 
C.C.C.C. Stay out of extreme cold or heat situations. 
D.D.D.D. Avoid direct sunlight for three (3) days. 
 
5.5.5.5.    The nurse working at the local health department is preparing the plan of care for a client diagnosed 

with leprosy (Hansen’s disease). Which intervention should the nurse include? 
 
A.A.A.A. Prepare the client for admission to the hospital. 
B.B.B.B. Administer dapsone, a sulfone, for one (1) month only. 
C.C.C.C. Use skin moisturizing lotion to control the symptoms. 
D.D.D.D. Institute proper precautions since transmission is by direct contact over time. 
 
6.6.6.6.    The nurse is caring for a male client diagnosed with a folliculitis. Which information should the nurse 

teach to prevent a reoccurrence? 
 
A.A.A.A. Do not shave the face. 
B.B.B.B. Rub on astringent aftershave lotion. 
C.C.C.C. Apply hot packs for 20 minutes before shaving. 
D.D.D.D. Use an antibacterial soap but do not lather it to shave. 
 
7.7.7.7.    A 4 year-old child is admitted with burns on his legs and lower abdomen. When assessing 

the child’s hydration status, which of the following indicates a less than adequate fluid 
replacement? 

 
A.A.A.A. Decreasing hematocrit and increasing urine volume 
B.B.B.B. Rising hematocrit and decreasing urine volume 
C.C.C.C. Falling hematocrit and decreasing urine volume 
D.D.D.D. Stable hematocrit and increasing urine volume 
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8.8.8.8.    Which of the following individuals is least likely to be at risk of developing psoriasis? 
 
A.A.A.A. A 32-year-old African American 
B.B.B.B. A woman experiencing menopause 
C.C.C.C. A client with a family history of the disorder 
D.D.D.D. An individual who has experienced a significant amount of emotional distress 
 
9.9.9.9.    A male client calls the emergency room and tells the nurse that he had been cleaning a wooded area 

in the backyard and came directly into contact with poison ivy shrubs. The client tells the nurse that 
he cannot see anything on the skin and asks the nurse what to do. Which of the following is the 
appropriate nursing response? 

 
A.A.A.A. “Come to the emergency room.” 
B.B.B.B. “Apply calamine lotion immediately to the exposed skin areas.” 
C.C.C.C. “Take a shower immediately, lathering and rinsing several times.” 
D.D.D.D. “It is not necessary to do anything if you cannot see anything on your skin.” 
 
10.10.10.10.    The client is being admitted to the hospital for treatment of acute cellulitis of the lower left leg. The 

client asks the admitting nurse to explain what cellulitis means. The nurse bases the response on the 
understanding that the characteristics of cellulitis include: 

 
A.A.A.A. An inflammation of the epidermis only 
B.B.B.B. A skin infection into the dermis and subcutaneous tissue 
C.C.C.C. An acute superficial infection of the dermis and lymphatics 
D.D.D.D. An epidermal and lymphatic infection caused by Staphylococcus 
 
11.11.11.11.    The nurse prepares to care for a client with acute cellulitis of the lower leg. The nurse anticipates that 

which of the following will be prescribed for the client? 
 
A.A.A.A. Cold compresses to the affected area 
B.B.B.B. Warm compresses to the affected area 
C.C.C.C. Intermittent heat lamp treatments four times daily 
D.D.D.D. Alternating hot and cold compresses continuously 
 
12.12.12.12.    The clinic nurse assesses the skin of a white client with a diagnosis of psoriasis. The nurse understands 

that which characteristic is associated with this skin disorder? 
 
A.A.A.A. Clear, thin nail beds 
B.B.B.B. Red-purplish scaly lesions 
C.C.C.C. Oily skin and no episodes of pruritus 
D.D.D.D. Silvery-white scaly patches on the scalp, elbows, knees, and sacral regions 
 
13.13.13.13.    Ultraviolet light therapy is prescribed as a component of the treatment plan for a client with psoriasis 

and the nurse provides instructions to the client regarding the treatment. Which statement by the 
client indicates a need for further instructions? 

 
A.A.A.A. “Treatments are limited to two or three times a week.” 
B.B.B.B. “The ultraviolet light treatments are given on consecutive days.” 
C.C.C.C. “Eye goggles need to be worn to prevent exposure to ultraviolet light.” 
D.D.D.D. “Just the area requiring treatment should be exposed to the ultraviolet light.” 
 
14.14.14.14.    The clinic nurse notes that the physician has documented a diagnosis of herpes zoster (shingles) in the 

client's chart. Based on an understanding of the cause of this disorder, the nurse determines that this 
definitive diagnosis was made following which diagnostic test? 

 
A.A.A.A. Patch test 
B.B.B.B. Skin biopsy 
C.C.C.C. Culture of the lesion 
D.D.D.D. Wood's light examination 
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15.15.15.15.    The nurse is assigned to care for a client with herpes zoster (shingles). Which of the following 
characteristics would the nurse expect to note when assessing the lesions of this infection? 

 
A.A.A.A. Clustered skin vesicles 
B.B.B.B. A generalized body rash 
C.C.C.C. Small blue-white spots with a red base 
D.D.D.D. A fiery red, edematous rash on the cheeks 
 
16.16.16.16.    The nurse manager is planning the clinical assignments for the day and avoids assigning which staff 

member to the client with herpes zoster? 
 
A.A.A.A. The nurse who never had roseola 
B.B.B.B. The nurse who never had mumps 
C.C.C.C. The nurse who never had chickenpox 
D.D.D.D. The nurse who never had German measles 
 
17.17.17.17.    A client returns to the clinic for follow-up treatment following a skin biopsy of a suspicious lesion 

performed 1 week ago. The biopsy report indicates that the lesion is a melanoma. The nurse 
understands that which of the following describes a characteristic of this type of a lesion? 

 
A.A.A.A. Metastasis is rare. 
B.B.B.B. Melanoma is encapsulated. 
C.C.C.C. Melanoma is highly metastatic. 
D.D.D.D. Melanoma is characterized by local invasion. 
 
18.18.18.18.    When assessing a lesion diagnosed as malignant melanoma, the nurse most likely expects to note 

which of the following? 
 
A.A.A.A. An irregularly shaped lesion 
B.B.B.B. A small papule with a dry, rough scale 
C.C.C.C. A firm, nodular lesion topped with crust 
D.D.D.D. A pearly papule with a central crater and a waxy border 
 
19.19.19.19.    The nurse prepares discharge instructions for a client following cryosurgery for the treatment of a 

malignant skin lesion. Which of the following should the nurse include in the instructions? 
 
A.A.A.A. Avoid showering for 7 to 10 days. 
B.B.B.B. Apply ice to the site to prevent discomfort. 
C.C.C.C. Apply alcohol-soaked dressings twice a day. 
D.D.D.D. Clean the site with hydrogen peroxide to prevent infection. 
 
20.20.20.20.    The health education nurse provides instructions to a group of clients regarding measures that will 

assist in preventing skin cancer. Which statement by a client indicates a need for further instructions? 
 
A.A.A.A. “I will avoid sun exposure after 3 PM.” 
B.B.B.B. “I will use sunscreen when participating in outdoor activities.” 
C.C.C.C. “I will wear a hat, opaque clothing, and sunglasses when in the sun.” 
D.D.D.D. “I will examine my body monthly for any lesions that may be suspicious.” 
 
21.21.21.21.    The client arrives at the emergency room and has experienced frostbite to the right hand. Which of 

the following would the nurse note on assessment of the client's hand? 
 
A.A.A.A. A pink, edematous hand 
B.B.B.B. A fiery red skin with edema in the nail beds 
C.C.C.C. Black fingertips surrounded by an erythematous rash 
D.D.D.D. A white color to the skin, which is insensitive to touch 
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22.22.22.22.    The nurse prepares to treat a client with frostbite of the toes. Which of the following does the nurse 
anticipate to be prescribed for this condition? 

 
A.A.A.A. Rapid and continuous rewarming of the toes after flushing returns 
B.B.B.B. Rapid and continuous rewarming of the toes in cold water for 45 minutes 
C.C.C.C. Rapid and continuous rewarming of the toes in hot water for 15 to 20 minutes 
D.D.D.D. Rapid and continuous rewarming of the toes in a warm water bath until flushing of the skin occurs 
 
23.23.23.23.    The evening nurse reviews the nursing documentation in the client's chart and notes that the day 

nurse has documented that the client has a stage II pressure ulcer in the sacral area. Which of the 
following would the nurse expect to note on assessment of the client's sacral area? 

 
A.A.A.A. Intact skin 
B.B.B.B. Full-thickness skin loss 
C.C.C.C. Exposed bone, tendon, or muscle 
D.D.D.D. Partial-thickness skin loss of the dermis 
 
24.24.24.24.    The nurse is implementing a teaching plan to a group of adolescents regarding the causes of acne. 

Which of the following is an appropriate nursing statement regarding the cause of this disorder? 
 
A.A.A.A. “Acne is caused by oily skin.” 
B.B.B.B. “The actual cause is not known.” 
C.C.C.C. “Acne is caused by eating chocolate.” 
D.D.D.D. “Acne is caused as a result of exposure to heat and humidity.” 
 
25.25.25.25.    The nurse is reviewing the health care record of the clients scheduled to be seen at the health care 

clinic. The nurse determines that which of the following individuals is at the greatest risk for 
development of an integumentary disorder? 

 
A.A.A.A. An adolescent 
B.B.B.B. An older female 
C.C.C.C. A physical education teacher 
D.D.D.D. An outdoor construction worker 
 
26.26.26.26.    The client scheduled for a skin biopsy is concerned and asks the nurse how painful the procedure is. 

The appropriate response by the nurse is: 
 
A.A.A.A. “There is no pain associated with this procedure.” 
B.B.B.B. “The local anesthetic may cause a burning or stinging sensation.” 
C.C.C.C. “A preoperative medication will be given so you will be sleeping and will not feel any pain.” 
D.D.D.D. “There is some pain, but the physician will prescribe an opioid analgesic following the procedure.” 
 
27.27.27.27.    The nurse is reviewing the discharge instructions for the client who had a skin biopsy. Which 

statement by the client indicates a need for further instruction? 
 
A.A.A.A. “I will use the antibiotic ointment as prescribed.” 
B.B.B.B. “I will return in 7 days to have the sutures removed.” 
C.C.C.C. “I will call the physician if I see any drainage from the wound.” 
D.D.D.D. “I will remove the dressing as soon as I get home and wash it with tap water.” 
 
28.28.28.28.    The nurse prepares to assist the physician to examine the client's skin with a Wood's light. The nurse 

includes which of the following in the plan for this procedure? 
 
A.A.A.A. Prepare a local anesthetic. 
B.B.B.B. Obtain an informed consent. 
C.C.C.C. Darken the room for the examination. 
D.D.D.D. Shave the skin and scrub with povidone-iodine solution. 
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29.29.29.29.    Isotretinoin (Accutane) is prescribed for a client with severe cystic acne. The nurse provides 
instructions to the client regarding administration of the medication. Which of the following if stated 
by the client indicates a need for further teaching regarding this medication? 

 
A.A.A.A. “I need to continue to take my vitamin A supplements.” 
B.B.B.B. “The medication may cause dryness and burning in my eyes.” 
C.C.C.C. “I need to use emollients and lip balms for my dry skin and lips.” 
D.D.D.D. “I will need to return for a blood test to check my triglyceride level.” 
 
30.30.30.30.    The clinic nurse inspects the skin of a client suspected of having scabies. Which assessment finding 

would the nurse note if this disorder was present? 
 
A.A.A.A. Patchy hair loss and round red macules with scales 
B.B.B.B. The presence of white patches scattered about the trunk 
C.C.C.C. Multiple straight or wavy, threads-like lines beneath the skin 
D.D.D.D. The appearance of vesicles or pustules with a thick honey-colored crust 
 
31.31.31.31.    The home health nurse visits a client suspected of having scabies. Which of the following precautions 

will the nurse institute during the assessment of the client? 
 
A.A.A.A. Wear gloves only. 
B.B.B.B. Wear a mask and gloves. 
C.C.C.C. Wear a gown and gloves. 
D.D.D.D. Avoid touching the client's home furnishings. 
 
32.32.32.32.    The nurse is preparing to care for a burn client scheduled for an escharotomy procedure being 

performed for a third-degree circumferential arm burn. The nurse understands that the anticipated 
therapeutic outcome of the escharotomy is: 

 
A.A.A.A. Return of distal pulses 
B.B.B.B. Brisk bleeding from the site 
C.C.C.C. Decreasing edema formation 
D.D.D.D. Formation of granulation tissue 
 
33.33.33.33.    A client is undergoing fluid replacement after being burned on 20% of her body 12 hours ago. The 

nursing assessment reveals a blood pressure of 90/50 mm Hg, a pulse rate of 110 bpm, and a urine 
output of 20 mL over the past hour. The nurse reports the findings to the physician and anticipates 
which of the following orders to be prescribed? 

 
A.A.A.A. Transfusing 1 unit of packed red blood cells 
B.B.B.B. Administering a diuretic to increase urine output 
C.C.C.C. Changing the IV lactated Ringer's solution to one that contains dextrose in water 
D.D.D.D. Increasing the amount of IV lactated Ringer's solution administered per hour 
 
34.34.34.34.    When caring for a client with extensive burns, the nurse anticipates that pain medication will be 

administered via which route? 
 
A.A.A.A. Oral 
B.B.B.B. Intravenous 
C.C.C.C. Intramuscular 
D.D.D.D. Subcutaneous 
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35.35.35.35.    The nurse is caring for a client who sustained superficial partial-thickness burns on the anterior lower 
legs and anterior thorax. Which of the following does the nurse expect to note during the emergent 
phase of the burn injury? 

 
A.A.A.A. Decreased heart rate 
B.B.B.B. Increased urinary output 
C.C.C.C. Increased blood pressure 
D.D.D.D. Elevated hematocrit levels 
 
36.36.36.36.    The nurse is caring for a client who suffered an inhalation injury from a wood stove. The carbon 

monoxide blood report reveals a level of 12%. Based on this level, the nurse would anticipate which 
of the following signs in the client? 

 
A.A.A.A. Coma 
B.B.B.B. Flushing 
C.C.C.C. Dizziness 
D.D.D.D. Tachycardia 
 
37.37.37.37.    The client arrives at the emergency room following a burn injury that occurred in the basement at 

home and an inhalation injury is suspected. Which of the following would the nurse anticipate to be 
prescribed for the client? 

 
A.A.A.A. 100% oxygen via an aerosol mask 
B.B.B.B. Oxygen via nasal cannula at 15 L/min 
C.C.C.C. Oxygen via nasal cannula at 10 L/min 
D.D.D.D. 100% oxygen via a tight-fitting, non re-breather face mask 
 
38.38.38.38.    The nurse is administering fluids intravenously as prescribed to a client who sustained superficial 

partial-thickness burn injuries of the back and legs. In evaluating the adequacy of fluid resuscitation, 
the nurse understands that which of the following would provide the most reliable indicator for 
determining the adequacy? 

 
A.A.A.A. Vital signs 
B.B.B.B. Urine output 
C.C.C.C. Mental status 
D.D.D.D. Peripheral pulses 
 
39.39.39.39.    The nurse manager is observing a new nursing graduate caring for a burn client in protective 

isolation. The nurse manager intervenes if the new nursing graduate planned to implement which 
incorrect component of protective isolation technique? 

 
A.A.A.A. Using sterile sheets and linens 
B.B.B.B. Performing strict hand-washing technique 
C.C.C.C. Wearing gloves and a gown only when giving direct care to the client 
D.D.D.D. Wearing protective garb, including a mask, gloves, cap, shoe covers, gowns, and plastic apron 
 
40.40.40.40.    The nurse is caring for a client following an auto graft and grafting to a burn wound on the right 

knee. Which of the following would the nurse anticipate to be prescribed for the client? 
 
A.A.A.A. Out of bed 
B.B.B.B. Bathroom privileges 
C.C.C.C. Immobilization of the affected leg 
D.D.D.D. Placing the affected leg in a dependent position 
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41.41.41.41.    Salicylic acid is prescribed for a client with a diagnosis of psoriasis. The nurse monitors the client, 
knowing that which of the following would indicate the presence of systemic toxicity from this 
medication? 

 
A.A.A.A. Tinnitus 
B.B.B.B. Diarrhea 
C.C.C.C. Constipation 
D.D.D.D. Decreased respirations 
 
42.42.42.42.    The client is diagnosed with herpes simplex type 1. The physician prescribes a topical medication for 

treatment. The nurse anticipates that which of the following medications will be prescribed? 
 
A.A.A.A. Salicylic acid 
B.B.B.B. Gentamicin sulfate 
C.C.C.C. Acyclovir (Zovirax) 
D.D.D.D. Mupirocin calcium (Bactroban) 
 
43.43.43.43.    The physician has prescribed coal tar treatments for the client with psoriasis, and the nurse provides 

information to the client about the treatments. Which statement made by the client indicates a lack of 
understanding about the treatments? 

 
A.A.A.A. “The medication has an unpleasant odor.” 
B.B.B.B. “The medication can cause photo toxicity.” 
C.C.C.C. “The medication can stain the skin and hair.” 
D.D.D.D. “The medication always causes systemic toxicity.” 
 
44.44.44.44.    The camp nurse asks the children preparing to swim in the lake if they have applied sunscreen. The 

nurse reminds the children that chemical sunscreens are most effective when applied: 
 
A.A.A.A. Immediately before swimming 
B.B.B.B. 15 minutes before exposure to the sun 
C.C.C.C. Immediately before exposure to the sun 
D.D.D.D. 30 to 60 minutes before exposure to the sun 
 
45.45.45.45.    Mafenide acetate (Sulfamylon) is prescribed for the client with a burn injury. When applying the 

medication, the client complains of local discomfort and burning. Which of the following is the most 
appropriate nursing action? 

 
A.A.A.A. Notify the physician. 
B.B.B.B. Discontinue the medication. 
C.C.C.C. Inform the client that this is normal. 
D.D.D.D. Apply a thinner film than prescribed to the burn site. 
 
46.46.46.46.    The burn client is receiving treatments of topical mafenide acetate (Sulfamylon) to the site of injury. 

The nurse monitors the client, knowing that which of the following indicates that a systemic effect has 
occurred? 

 
A.A.A.A. Hyperventilation 
B.B.B.B. Elevated blood pressure 
C.C.C.C. Local pain at the burn site 
D.D.D.D. Local rash at the burn site 
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47.47.47.47.    Sodium hypochlorite (Dakin's solution) is prescribed for a client with a leg wound that is draining 
purulent material and the home health nurse teaches a family member how to perform wound 
treatments. Which statement, if made by the family member, indicates a need for further teaching? 

 
A.A.A.A. “A fresh solution needs to be prepared frequently.” 
B.B.B.B. “The solution should not come in contact with normal skin tissue.” 
C.C.C.C. “I should rinse the solution off immediately following the irrigation.” 
D.D.D.D. “I will soak a sterile dressing with solution and pack it into the wound.” 
 
48.48.48.48.    The nurse has provided instructions to a client regarding the use of tretinoin (Retin-A). Which 

statement, if made by the client, indicates the need for further instructions? 
 
A.A.A.A. “I must apply a very thin layer to the skin.” 
B.B.B.B. “Optimal results will be seen after 6 weeks.” 
C.C.C.C. “I will wash my hands thoroughly after applying the medication.” 
D.D.D.D. “I will cleanse the skin thoroughly before applying the medication.” 
 
49.49.49.49.    Isotretinoin (Accutane) is prescribed for a client with severe acne. Before the administration of this 

medication, the nurse anticipates that which laboratory test will be prescribed? 
 
A.A.A.A. Platelet count 
B.B.B.B. Triglyceride level 
C.C.C.C. Complete blood count 
D.D.D.D. White blood cell count 
 
50.50.50.50.    A client with severe acne is seen in the clinic and the physician prescribes isotretinoin (Accutane). The 

nurse reviews the client's medication record and would contact the physician if the client is taking 
which medication? 

 
A.A.A.A. Vitamin A 
B.B.B.B. Digoxin (Lanoxin) 
C.C.C.C. Furosemide (Lasix) 
D.D.D.D. Phenytoin (Dilantin) 
 
51.51.51.51.    Nurse Angela should recognize that fluid shift in an client with burn injury results from increase in the: 
 
A.A.A.A. Total volume of circulating whole blood 
B.B.B.B. Total volume of intravascular plasma 
C.C.C.C. Permeability of capillary walls 
D.D.D.D. Permeability of kidney tubules 
 
52.52.52.52.    An 83-year-old woman has several ecchymotic areas on her right arm. The bruises are probably 

caused by: 
 
A.A.A.A. increased capillary fragility and permeability 
B.B.B.B. increased blood supply to the skin 
C.C.C.C. self-inflicted injury 
D.D.D.D. elder abuse 
 
53.53.53.53.    Which of the following nursing diagnoses would have the greatest likelihood of applying to a client 

receiving epidural morphine (Duramorph)? 
 
A.A.A.A. risk for impaired skin integrity (pruritis) 
B.B.B.B. ineffective airway breathing (tachypnea) 
C.C.C.C. altered urinary elimination (polyuria) 
D.D.D.D. altered nutrition, less than body needs (nausea) 
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54.54.54.54.    The functions of the skin are: 
 
A.A.A.A. Protection, sensation, temperature regulation and excretion/secretion. 
B.B.B.B. Protection, temperature regulation, acid Ph of the skin is low due to its ability to prevent toxicity. 
C.C.C.C. Acid Ph high to prevent toxicity, sensation, second line of defense. 
D.D.D.D. Acid Ph high to prevent microorganisms secretion/excretion of all waste materials. 
 
55.55.55.55.    A newborn requires only sponge baths, not tub baths to: 
 
A.A.A.A. Prevent chilling and heat loss. 
B.B.B.B. Prevent over drying of skin. 
C.C.C.C. Prevent vasodilation. 
D.D.D.D. Prevent loss of chemicals. 
 
56.56.56.56.    In the older adult, excessive skin care may: 
 
A.A.A.A. Contribute to vasoconstriction. 
B.B.B.B. Contribute to dry skin. 
C.C.C.C. Contribute to excessive loss of body nutrients. 
D.D.D.D. Contribute to vasodilation. 
 
57.57.57.57.    Major skin problems that should alert the nurse to assess and give appropriate care are: 
 
A.A.A.A. Pruritus, abrasions, excoriations, dermatitis. 
B.B.B.B. Pruritus, excoriations, wetness. 
C.C.C.C. Ulcers, erythema, excoriations, hairiness. 
D.D.D.D. Vein appearance, pruritus, bony prominences. 
 
58.58.58.58.    In a specific hygiene measure as a partial bed bath, the nurse should: 
 
A.A.A.A. Wash the patient in private thoroughly every day. 
B.B.B.B. Explain the procedure to the patient and provide privacy and safety. 
C.C.C.C. Provide safety, assemble all equipment, and have the family do the bath. 
D.D.D.D. Explain the procedure to the patient, explain that the patient must take a bath daily, and provide  
                safety. 
 
59.59.59.59.    Pressure ulcers (decubitus ulcers) usually occur: 
 
A.A.A.A. When patients are left in one position in bed for extended periods of time. 
B.B.B.B. When the patient is “thin” (weight). 
C.C.C.C. When the patient is “heavy” (weight). 
D.D.D.D. Always in both “thin” and “heavy” patients. 
 
60.60.60.60.    Correct and accurate documentation of assessment findings regarding pressure ulcers is very important 

because: 
 
A.A.A.A. The law requires the nurse to document lesions. 
B.B.B.B. The hospital requires the nurse to document lesions. 
C.C.C.C. The doctor requires the nurse to document lesions. 
D.D.D.D. The nursing assessment of lesions falls into a standard of nursing practice. 
 
61.61.61.61.    Nail and foot care are essential in meeting basic hygiene needs of the client. Important assessments by 

the nurse in this area include: 
 
A.A.A.A. All body assessment, including the feet and nails. 
B.B.B.B. The essential lab work of the client. 
C.C.C.C. The nail beds and the tissue surrounding the nails. 
D.D.D.D. Foot corns and calluses only. 
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62.62.62.62.    Which documented statement reflects the most important nursing action to prevent skin breakdown? 
 
A.A.A.A. “All bony prominences massaged.” 
B.B.B.B. “No reddened areas noted during bath.” 
C.C.C.C. “Heels supported on a foam donut.” 
D.D.D.D. “Repositioning side-back-side q2h.” 
 
63.63.63.63.    A client has a one inch reddened area to the sacrum. The skin is intact. What stage of pressure ulcer 

does this client have? 
 
A.A.A.A. Stage I 
B.B.B.B. Stage II 
C.C.C.C. Stage III 
D.D.D.D. Stage IV 
 
64.64.64.64.    Which type of treatment procedure is indicated for a Stage I pressure ulcer? 
 
A.A.A.A. chemical debridement 
B.B.B.B. surgical intervention 
C.C.C.C. normal saline irrigation 
D.D.D.D. adhesive film dressing 
 
65.65.65.65.    Which type of treatment procedure is indicated for a Stage IV pressure ulcer? 
 
A.A.A.A. chemical debridement 
B.B.B.B. surgical intervention 
C.C.C.C. normal saline irrigation 
D.D.D.D. adhesive film dressing  
 
66.66.66.66.    A client has a 2-inch diameter ulcer on his hip, extending through the subcutaneous tissue. What stage 

of pressure ulcer does this client have? 
 
A.A.A.A. Stage I 
BBBB Stage II 
C.C.C.C. Stage III 
D.D.D.D. Stage IV 
67.67.67.67.    A client has a 2-cm ulcer on his left heel, which goes through all the tissues, down to the bone. What 

stage of pressure ulcer does this client have? 
 
A.A.A.A. Stage I 
B.B.B.B. Stage II 
C.C.C.C. Stage III 
D.D.D.D. Stage IV 
 
68.68.68.68.    Which of the following interventions will prevent formation of pressure ulcers? 
 
A.A.A.A. Use harsh cleansing agents. 
B.B.B.B. Massage bony prominences. 
C.C.C.C. Use elbow pads and heel protectors. 
D.D.D.D. Bathe client using hot water. 
 
69.69.69.69.    A client with a full-thickness burn to the leg with resulting ischemia may undergo what procedure to 

restore circulation to the area? 
 
A.A.A.A. escharotomy 
B.B.B.B. skin graft 
C.C.C.C. laparotomy 
D.D.D.D. debridement 
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70.70.70.70.    An 18-year-old female client with full-thickness burns to her face says to the nurse, “No man will ever 
want to date me.” Which is a therapeutic response of the nurse? 

 
A.A.A.A. “You are better off concentrating on your schoolwork.” 
B.B.B.B. “Tell me more about your concerns.” 
C.C.C.C. “Don’t worry, we can fix everything with surgery.” 
D.D.D.D. “You’ll look good as new in no time.” 
 
71.71.71.71.    Which data supports a nursing diagnosis of “Risk for impairment of skin integrity”? 
 
A.A.A.A. Serum albumin < 3.0, peripheral edema, signs of depression 
B.B.B.B. Serum albumin > 4.0, slow rebound of skin, p02=80 
C.C.C.C. Hematocrit 39, BUN 10, slight intention tremor of hands 
D.D.D.D. Hematocrit 32, stress incontinence, ambulatory ad lib 
 
72.72.72.72.    The most important risk factors associated with the development of pressure ulcers are: 
 
A.A.A.A. Immobility, confusion, and obesity. 
B.B.B.B. Immobility, malnutrition, and incontinence. 
C.C.C.C. malnutrition, incontinence, and obesity. 
D.D.D.D. Incontinence, obesity, and hypothermia. 
 
73.73.73.73.    While bathing an adult client, the nurse observes slight bruising on the client’s forearm. The nurse 

plans to document this assessment of the client’s integumentary system as: 
 
A.A.A.A. Sebaceous. 
B.B.B.B. Ecchymosis of the dermis. 
C.C.C.C. Sebaceous cyst. 
D.D.D.D. Epidermal abrasion. 
 
74.74.74.74.    The nurse is caring for a 76-year-old client who is seen in the clinic because of dry, scaly skin. An 

appropriate question for the nurse to ask during the assessment of this client is: 
 
A.A.A.A. “Does the area because itching?” 
B.B.B.B. “Do you find that you have more bruising?” 
C.C.C.C. “Is your skin warm to the touch?” 
D.D.D.D. “Have you noticed any moles on your skin?” 
 
75.75.75.75.    A contraindication for topical corticosteroid usage in a patient with atopic dermatitis (eczema) is: 
 
A.A.A.A. Parasite infection. 
B.B.B.B. Viral infection. 
C.C.C.C. Bacterial infection. 
D.D.D.D. Spirochete infection. 
 
76.76.76.76.    Which form of topical corticosteroid is the strongest? 
 
A.A.A.A. An ointment 
B.B.B.B. A cream 
C.C.C.C. A spray 
D.D.D.D. A lotion 
 
77.77.77.77.    A 5-year-old patient has atopic dermatitis (eczema). His pediatrician prescribes an antihistamine at 

bedtime. The desired effect is: 
 
A.A.A.A. To treat concomitant allergies. 
B.B.B.B. To prevent post nasal drip. 
C.C.C.C. To treat the itch-scratch cycle. 
D.D.D.D. To prevent nighttime coughing. 
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78.78.78.78.    Which type of medication would the nurse expect to administer for control of pruritus associated 
with neoplastic infiltration of subcutaneous tissues? 

 
A.A.A.A. Ondansetron 
B.B.B.B. Antifungal cream 
C.C.C.C. Systemic corticosteroid 
D.D.D.D. Bile acid sequester 
 
79.79.79.79.    Which direction must be given to an adolescent being treated with tetracycline for acne? 
 
A.A.A.A. Eliminate fatty foods from the daily diet 
B.B.B.B. Wash affected areas thoroughly at least every 4 hours during the day 
C.C.C.C. Keep out of direct sunlight 
D.D.D.D. Use only oil-based skin care products 
 
80.80.80.80.    Which information should the nurse include in the teaching plan for a woman being treated for acne 

rosacea? 
 
A.A.A.A. Alcohol-based products help reduce erythema 
B.B.B.B. Rhinophyma only occurs in men 
C.C.C.C. Metrogel rapidly eliminates large pustules and papules 
D.D.D.D. Sun block needs to be used daily 
 
81. When assessing a dark-skinned client with psoriasis, which finding would be consistent with the S&S of 

the disorder? 
 
A.A.A.A. Raised, sharply-demarcated plaques that appear purple in color 
B.B.B.B. Silvery scales on an indurated, erythematous base 
C.C.C.C. Translucent, pearly appearing pink to red papules 
D.D.D.D. Honey-colored crusts on shallow ulcers 
 
82.82.82.82.    Which information would the nurse include when developing a teaching plan for a client receiving 

methotrexate for psoriasis? 
 
A.A.A.A. Creatinine clearance and other tests of renal function are required weekly for the first month of  
     therapy 
B.B.B.B. Periodic EKGs will be done from the start of therapy until 6 months after its completion 
C.C.C.C. Pulmonary function tests and arterial blood gases need to be checked before the start of therapy 
D.D.D.D. Liver function tests, lipid levels, and blood counts need to be monitored during therapy 
 
83.83.83.83.    Which order would the nurse expect to be included in the plan of care for a client with herpes zoster? 
 
A.A.A.A. Administer ibuprofen 800 mg q 4 hours for pain 
B.B.B.B. Prevent contact with persons who have never had chickenpox 
C.C.C.C. Keep affected area tightly covered with a moisture preserving dressing 
D.D.D.D. Monitor for change in respiratory status every 4 hours 
 
84.84.84.84.    The mother of an infant diagnosed with “diaper” candidiasis (candidiasis affecting the area of the 

body covered by a diaper) asks what caused this problem. Which information should serve as the 
basis of the nurse’s response? 

 
A.A.A.A. It is caused by a type of bacteria that is normal on the skin of older children and adults. 
B.B.B.B. It is an inflammatory response due to irritation from urine and fecal matter 
C.C.C.C. It is caused by a fungus which normally is found in areas of the body such as the mouth and vagina 
D.D.D.D. Its cause is unknown but likely involves an allergy to some substance that the infant has encountered 
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85.85.85.85.    Escape of sebum into the dermis is the cause of inflammation in which disorder? 
 
A.A.A.A. Moniliasis 
B.B.B.B. Impetigo 
C.C.C.C. Acne vulgaris 
D.D.D.D. Psoriasis 
 
86.86.86.86.    Which direction would be appropriate to give to the mother of an 8-year-old child diagnosed with 

impetigo? 
 
A.A.A.A. Allow crusts to drop off the affected area naturally 
B.B.B.B. Keep the child’s linens and clothing separate from others 
C.C.C.C. Cover the affected area at night with a dry, sterile dressing 
D.D.D.D. Keep the child away from anyone who has not had chicken pox 
 
87.87.87.87.    When gamma benzene hexachloride is prescribed for the management of scabies, which directions 

should the nurse give the client regarding its use? 
 
A.A.A.A. Apply from head to toe; wait 4 hours; wash off; repeat in 2 weeks 
B.B.B.B. Apply to intertriginous areas; rub in well; repeat daily until itch disappears 
C.C.C.C. Apply from neck down at bedtime; wash off in 8–12 hours; repeat in 1 week if live mites seen 
D.D.D.D. Apply to hairy areas of the body; do not rub in; wait 8 hours and rinse off thoroughly 
 
88.88.88.88.    When an adolescent who is beginning acne treatment asks if his skin will be clear in time for the 

junior prom, on which fact should the nurse’s reply be based? 
 
A.A.A.A. The response to therapy is completely unpredictable 
B.B.B.B. Lesions should begin to clear in about 2 weeks 
C.C.C.C. It can take up to 8 weeks for a response to therapy to be noticeable 
D.D.D.D. It will depend on how well the client complies with the prescribed diet 
 
89.89.89.89.    What is the major symptom of atrophic dermatitis in children? 
 
A.A.A.A. Marked erythema 
B.B.B.B. Intense itching 
C.C.C.C. Pinpoint ecchymosis 
D.D.D.D. Peeling epidermis 
 
90.90.90.90.    For which type of skin lesion would Domeboro’s solution most likely be used? 
 
A.A.A.A. Weeping vesicular 
B.B.B.B. Pustular 
C.C.C.C. Dry, scaly 
D.D.D.D. Seborrheic papule 
 
91.91.91.91.    A coal tar based topical preparation is prescribed for a client with psoriasis. The client asks what this 

preparation is expected to do. The nurse’s response should be based on which fact? 
 
A.A.A.A. Coal tar preparations protect against excessive loss of skin oils 
B.B.B.B. Coal tar preparations have an anti-infective effect 
C.C.C.C. Coal tar preparations decrease epidermal cell turnover and pruritus 
D.D.D.D. Coal tar preparations counteract the allergic component of the disease 
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92.92.92.92.    Which assessment finding best supports the conclusion that the care given to a client with a stage-II 
pressure ulcer has been effective? 

 
A.A.A.A. The client changes position every hour 
B.B.B.B. The dressing over the ulcer is intact 
C.C.C.C. Diameter of the ulcer has decreased by 50% 
D.D.D.D. The ulcerated area is free of drainage 
 
93.93.93.93.    An elderly client at risk for impaired skin integrity is to have moisturizer applied to her skin. When 

delegating this task to a nursing assistant, which direction should be given? 
 
A.A.A.A. Dry skin thoroughly and then apply generous amounts of moisturizer 
B.B.B.B. Do not rub in moisturizer that is applied to skin fold areas 
C.C.C.C. Apply moisturizer only to areas of the skin that appear chapped or flaky 
D.D.D.D. Apply moisturizer while skin is still moist from bathing 
 
94.94.94.94.    Which measure is effective in preventing shearing forces from causing tissue damage over the 

lumbosacral area? 
 
A.A.A.A. Adjusting sheets so they are wrinkle free 
B.B.B.B. Changing client’s position every 2 hours 
C.C.C.C. Maintaining head of bed at an elevation of 0–30 degrees 
D.D.D.D. Keeping client’s skin clean and dry 
 
95.95.95.95.    Assessment of a newly admitted client shows a full thickness skin loss with an ulcer that looks like a 

deep crater and clear undermining of adjacent tissue. This finding would be documented as which 
stage of pressure ulcer? 

 
A.A.A.A. I 
B.B.B.B. II 
C.C.C.C. III 
D.D.D.D. IV 
 
96.96.96.96.    An alginate dressing is ordered for a client with a stage-IV pressure ulcer. The client’s daughter asks 

what this type of dressing does. On which fact should the nurse’s answer be based? 
 
A.A.A.A. Alginate dressings are impregnated antibiotics 
B.B.B.B. Alginate dressings keep the wound moist and absorb exudates  
C.C.C.C. Alginate dressings keep the wound dry and encourage granulation 
D.D.D.D. Alginate dressings have an antibacterial effect 
 
97.97.97.97.    When planning care of the client with a stage-III pressure ulcer, the nurse must be cognizant of the 

fact that most complications of pressure ulcers relate to which type of event? 
 
A.A.A.A. Infection 
B.B.B.B. Immune reaction 
C.C.C.C. Fluid imbalance 
D.D.D.D. Mal absorption 
 
98.98.98.98.    Which measure might the nurse use to assess a client’s risk for developing a pressure ulcer? 
 
A.A.A.A. Barthel Index 
B.B.B.B. Glasgow Coma Scale 
C.C.C.C. Katz Index 
D.D.D.D. Braden Scale 
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99.99.99.99.    When assessing the daily diet of a client with a pressure ulcer, how much protein should the nurse 
consider to be an adequate intake? 

 
A.A.A.A. 0.5–1 g/kg body weight/day 
B.B.B.B. 1–2 g/kg body weight/day 
C.C.C.C. 1.5–2 g/kg body weight/day 
D.D.D.D. 2–2.5 g/kg body weight/day 
 
100.100.100.100.    A client with psoriasis who is to begin PUVA therapy calls to verify when the ordered psoralen is 

to be taken. Which is the appropriate answer to be given? 
 
A.A.A.A. At bedtime, the night before treatment 
B.B.B.B. With breakfast, on the day of treatment 
C.C.C.C. One and a half to two hours before treatment 
D.D.D.D. Immediately following treatment 
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INTEGUMENTARY SYSTEM ANSWER AND RATIONALEINTEGUMENTARY SYSTEM ANSWER AND RATIONALEINTEGUMENTARY SYSTEM ANSWER AND RATIONALEINTEGUMENTARY SYSTEM ANSWER AND RATIONALE    
 
1.1.1.1.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The client diagnosed with leprosy (Hansen’s disease) may feel ostracized because of the stigma of the 
disease. Historically, people have been isolated from society when diagnosed. Leprosy colonies were sites 
of treatment for those diagnosed. Today much of the public is unaware of the presence of the disease. 
Clients are treated on an outpatient basis by health departments. 
 
2.2.2.2.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Altered body image is a problem that the nurse should assess in clients with psoriasis. Any chronic skin 
disease that affects appearance can cause psychosocial problems. 
 
3.3.3.3.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Topical corticosteroids are given to treat contact dermatitis, which comes from an allergic response to 
irritants. The irritant should be eliminated and topical anti-inflammatory creams should be used. 
 
4.4.4.4.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Extreme cold and heat, along with straining and lifting heavy objects, should be avoided. 
 
5.5.5.5.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Contrary to popular thought, leprosy, although contagious, usually requires a prolonged exposure for the 
infection to spread to another person. Touching the lesions directly will increase the potential for 
infection. 
 
6.6.6.6.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
Shaving is the cause of this condition, and refraining from shaving is the only cure. 
Special brushes are used. If the client must shave, he should use a depilatory cream or electric razor. 
 
7.7.7.7.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:   
A rising hematocrit indicates a decreased total blood volume, a finding consistent with dehydration. 
 
8.8.8.8.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Psoriasis occurs equally among women and men, although the incidence is lower in darker skinned races 
and ethnic groups. A genetic predisposition has been recognized in some cases. Emotional distress, 
trauma, systemic illness, seasonal changes, and hormonal changes are linked to exacerbations. 
 
9.9.9.9.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
When an individual comes in contact with a poison ivy plant, the sap from the plant forms an invisible 
film on the human skin. The client should be instructed to shower immediately and to lather the skin 
several times and rinse each time in running water. 
Calamine lotion is a treatment used if dermatitis develops. The client does not need to be seen in the 
emergency room at this time. 
 
10.10.10.10.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Cellulitis is a skin infection into deeper dermal and subcutaneous tissues that results in a deep red 
erythema without sharp borders and spreads widely throughout tissue spaces. The skin is erythematous, 
edematous, tender, and sometimes nodular. 
Erysipelas is an acute, superficial, rapidly spreading inflammation of the dermis and lymphatics. 
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11.11.11.11.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Cellulitis is a skin infection into deeper dermal and subcutaneous tissues that results in a deep red 
erythema without sharp borders and spreads widely throughout tissue spaces. Warm compresses may be 
used to decrease the discomfort, erythema, and edema. After tissue and blood cultures are obtained, 
antibiotics will be initiated. The nurse should provide supportive care as prescribed to manage symptoms 
such as fatigue, fever, chills, headache, and myalgia. Heat lamps can cause more disruption to already 
inflamed tissue. Cold compresses and alternating cold and hot compresses are not the best measures. 
 
12.12.12.12.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale: Rationale: Rationale: Rationale:     
Psoriatic patches are covered with silvery white scales. 
Affected areas include the scalp, elbows, knees, shins, sacral area, and trunk. Thickening, pitting, and 
discoloration of the nails occur. Pruritus may occur. The lesions in psoriasis are not red-purplish scaly 
lesions. 
 
13.13.13.13.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Ultraviolet light (UVL) treatments are limited to two or three times a week and are not given on 
consecutive days. Safety precautions are required during UVL therapy. Exposure of only those areas 
requiring treatment to the UVL is best. Protective wrap around goggles prevent exposure of the eyes to 
UVL. The face should be shielded with a loosely applied pillow case if it is unaffected. Direct contact with 
the light bulbs of the treatment unit should be avoided to prevent burning of the skin. 
 
14.14.14.14.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
With the classic presentation of herpes zoster, the clinical examination is diagnostic. A viral culture of the 
lesion provides the definitive diagnosis. Herpes zoster (shingles) is caused by a reactivation of the varicella
-zoster virus, the virus that causes chickenpox. A patch test is a skin test that involves the administration of 
an allergen to the surface of the skin to identify specific allergies. A biopsy would provide a cytological 
examination of tissue. In a Wood's light examination, the skin is viewed under ultraviolet light to identify 
superficial infections of the skin. 
 
15.15.15.15.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale: Rationale: Rationale: Rationale:     
The primary lesion of herpes zoster is a vesicle. The classic presentation is grouped vesicles on an 
erythematous base along a dermatome. Because the lesions follow nerve pathways, they do not cross the 
midline of the body. 
 
16.16.16.16.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Herpes zoster (shingles) is caused by a reactivation of the varicella-zoster virus, the causative virus of 
chickenpox. Individuals who have not been exposed to the varicella-zoster virus are susceptible to 
chickenpox. Health care workers who are unsure of their immune status should have varicella titers done 
before exposure to a person with herpes zoster. 
 
17.17.17.17.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Melanomas are pigmented malignant lesions originating in the melanin-producing cells of the epidermis. 
This skin cancer is highly metastatic, and a person's survival depends on early diagnosis and treatment. 
 
18.18.18.18.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
A melanoma is an irregularly shaped pigmented papule or plaque with a red-, white-, or blue-toned 
color. Basal cell carcinoma appears as a pearly papule with a central crater and rolled waxy border. 
Squamous cell carcinoma is a firm, nodular lesion topped with a crust or a central area of ulceration. 
Actinic keratosis, a premalignant lesion, appears as a small macule or papule with a dry, rough, adherent 
yellow or brown scale. 
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19.19.19.19.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale:Rationale:Rationale:Rationale:  
Cryosurgery involves the local application of liquid nitrogen to isolated lesions and causes cell death and 
tissue destruction. The nurse informs the client that swelling and increased tenderness of the treated area 
can occur when the skin thaws. Tissue freezing is followed by hemorrhagic blister formation in 1 to 2 
days. The nurse instructs the client to clean the treatment site with hydrogen peroxide to prevent 
secondary infection. A topical antibiotic also may be prescribed. Application of a warm, damp washcloth 
intermittently to the site will provide relief from any discomfort. Alcohol-soaked dressings will cause 
irritation. The client does not need to avoid showering. 
 
20.20.20.20.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
The client should be instructed to avoid sun exposure between the hours of 11 AM and 3 PM. Sunscreen, 
a hat, opaque clothing, and sunglasses should be worn for outdoor activities. The client should be 
instructed to examine the body monthly for the appearance of any possible cancerous or any 
precancerous lesions. 
 
21.21.21.21.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Assessment findings in frostbite include a white or blue color; the skin will be hard, cold, and insensitive 
to touch. As thawing occurs, flushing of the skin, the development of blisters or blebs, or tissue edema 
appears. 
 
22.22.22.22.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Acute frostbite is treated ideally with rapid and continuous rewarming of the tissue in a warm water bath 
for 15 to 20 minutes or until flushing of the skin occurs. Slow thawing or interrupted periods of warmth 
are avoided, because this can contribute to increased cellular damage. Cold or hot water is not used. 
Thawing can cause considerable pain, and the nurse administers analgesics as prescribed. 
 
23.23.23.23.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale: Rationale: Rationale: Rationale:     
In a stage II pressure ulcer, the skin is not intact. Partial-thickness skin loss of the dermis has occurred. It 
presents as a shallow open ulcer with a red-pink wound bed, without slough. It may also present as an 
intact, open or ruptured, serum-filled blister. The skin is intact in stage I. Full-thickness skin loss occurs in 
stage III. Exposed bone, tendon, or muscle is present in stage IV. 
 
24.24.24.24.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The actual cause of acne is unknown. Oily skin or the consumption of foods such as chocolate, nuts, or 
fatty foods are not causes of acne. Exacerbations that coincide with the menstrual cycle result from 
hormonal activity. Heat, humidity, and excessive perspiration may play a role in exacerbating acne but 
does not cause it. 
 
25.25.25.25.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale: Rationale: Rationale: Rationale:     
Prolonged exposure to the sun, unusual cold, or other conditions can damage the skin. The outdoor 
construction worker would fit into a high-risk category for the development of an integumentary 
disorder. An adolescent may be prone to the development of acne, but this does not occur in all 
adolescents. 
Immobility and lack of nutrition would increase the older person's risk but the older client is not at as high 
a risk as the outdoor construction worker. The physical education teacher is at low or no risk of 
developing an integumentary problem. 
 
26.26.26.26.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Depending on the size and location of the lesion, a biopsy is usually a quick and almost painless 
procedure. The most common source of pain is the initial local anesthetic, which can produce a burning 
or stinging sensation. Preoperative medication is not necessary with this procedure. 
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27.27.27.27.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Following a skin biopsy, the nurse instructs the client to keep the dressing dry and in place for a minimum 
of 8 hours. After the dressing is removed, the site is cleaned once daily with tap water or saline to remove 
any dry blood or crusts. The physician may prescribe an antibiotic ointment to minimize local bacterial 
colonization. The nurse instructs the client to report any redness or excessive drainage at the site. Sutures 
usually are removed 7 to 10 days after biopsy. 
 
28.28.28.28.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Examination of the skin under a Wood's light is always carried out in a darkened room. This is a 
noninvasive examination; therefore, an informed consent is not required. A hand-held long-wavelength 
ultraviolet light or Wood's light is used. The skin does not need to be shaved, and a local anesthetic is not 
necessary. Areas of blue-green or red fluorescence are associated with certain skin infections. The 
procedure is painless. 
 
29.29.29.29.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale: Rationale: Rationale: Rationale:     
In severe cystic acne, isotretinoin (Accutane) is used to inhibit inflammation. Adverse effects include 
elevated triglyceride levels, skin dryness, eye discomfort such as dryness and burning, and cheilitis (lip 
inflammation). Close medical follow-up is required, and dry skin and cheilitis can be decreased by the use 
of emollients and lip balms. Vitamin A supplements are stopped during this treatment. 
 
30.30.30.30.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Scabies can be identified by the multiple straight or wavy, thread-like lines noted beneath the skin. The 
skin lesions are caused by the female mite, which burrows beneath the skin and lays her eggs. The eggs 
hatch in a few days, and the baby mites find their way to the skin surface, where they mate and complete 
the life cycle. 
 
31.31.31.31.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The Centers for Disease Control and Prevention (CDC) recommends wearing gowns and gloves for close 
contact with a person infested with scabies. Masks are not necessary. Transmission via clothing and other 
inanimate objects is uncommon. Scabies usually is transmitted from person to person by direct skin 
contact. 
All contacts that the client has had should be treated at the same time. 
 
32.32.32.32.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Escharotomies are performed to relieve the compartment syndrome that can occur when edema forms 
under non distensible eschar in a circumferential third-degree burn. Escharotomies are performed through 
avascular eschar to subcutaneous fat. Although bleeding may occur from the site, it is considered a 
complication rather than an anticipated therapeutic outcome. Usually, direct pressure with a bulky 
dressing and elevation will control the bleeding, but occasionally an artery is damaged and may require 
ligation. Formation of granulation tissue is not the intent of an 
escharotomy. Escharotomy will not affect the formation of edema. 
 
33.33.33.33.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Fluid management during the first 24 hours following a burn injury generally includes the infusion of a 
balanced salt solution, usually lactated Ringer's solution. Fluid resuscitation I determined by urine output 
and hourly urine output should be at least 30 mL/hr. The client's urine output is indicative of insufficient 
fluid resuscitation, which places the client at risk for inadequate perfusion of the brain, heart, kidneys, and 
other body organs. Therefore, the physician would prescribe an increase in the amount of IV lactated 
Ringer's solution administered per hour. Administering a diuretic would not correct the problem because 
it would not replace needed fluid. Diuretics promote the removal of the circulating volume, thereby 
further compromising the inadequate tissue perfusion. 
Dextrose in water is an isotonic solution and an isotonic solution 
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34.34.34.34.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
An extensive burn injury causes impairment of muscle and subcutaneous tissue. Additionally, the 
gastrointestinal tract has decreased perfusion related to the burn injury. Medications administered by 
mouth, intramuscularly, or subcutaneously are not absorbed consistently as a result of the burn injury. 
The client may not experience pain relief from these routes of administration and may also receive a 
sudden bolus of medication at some point after administration, when fluid shifts occur. 
 
35.35.35.35.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The emergent phase begins at the time of injury and ends with the restoration of capillary permeability, 
usually at 48 to 72 hours following the injury. During the emergent phase, the hematocrit level increases 
to above normal because of hemo concentration from the large fluid shifts. Hematocrit levels of 50% to 
55% are expected during the first 24 hours after injury, with return to normal by 36 hours after injury. 
Initially, blood is shunted away from the kidneys, and renal perfusion and glomerular filtration are 
decreased, resulting in low urine output. Pulse rates are typically higher than normal, and the blood 
pressure is decreased as a result of the large fluid shifts. 
 
36.36.36.36.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
Carbon monoxide levels between levels of 11% to 20% result in flushing, headache, decreased visual 
activity, decreased cerebral functioning, and slight breathlessness; levels of 21% to 40% result in nausea, 
vomiting, dizziness, tinnitus, vertigo, confusion, drowsiness, pale to reddish-purple skin, tachycardia; 
levels of 41% to 60% result in seizure and coma; and levels higher than 61% result in death. 
 
37.37.37.37.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
If an inhalation injury is suspected, administration of 100% oxygen via a tight-fitting non re-breather face 
mask is prescribed until carboxyhemoglobin levels fall (usually below 15%). In inhalation injuries, the 
oropharynx is inspected for evidence of erythema, blisters, or ulcerations. The need for endotracheal 
intubation also is assessed 
 
38.38.38.38.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Successful or adequate fluid resuscitation in the client is signaled by stable vital signs, adequate urine 
output, palpable peripheral pulses, and clear sensorium. The most reliable indicator for determining 
adequacy of fluid resuscitation is the urine output. For an adult, the hourly urine volume should be 30 to 
50 mL. 
 
39.39.39.39.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Thorough hand washing should be done before and after each contact with the burn-injured client. Sterile 
sheets and linens are used. Protective garb, including gloves, cap, masks, shoe covers, gowns, and plastic 
apron need to be worn when in the client's room and when directly caring for the client. 
 
40.40.40.40.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Auto grafts placed over joints or on the lower extremities often are elevated and immobilized following 
surgeries for 3 to 7 days. 
This period of immobilization allows the auto graft time to adhere and attach to the wound bed. 
 
41.41.41.41.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Salicylic acid is absorbed readily through the skin, and systemic toxicity (salicylism) can result. Symptoms 
include tinnitus, dizziness, hyperpnea, and psychological disturbances. Constipation and diarrhea are not 
associated with salicylism. 
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42.42.42.42.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Acyclovir is a topical antiviral agent that inhibits DNA replication in the virus. Acyclovir has activity 
against herpes simplex virus types 1 and 2, varicella-zoster virus, Epstein-Barr virus, and cytomegalovirus. 
Gentamicin sulfate is an antibacterial and would not be effective in treating herpesvirus. Mupirocin 
calcium is a topical antibacterial active against Staphylococcus aureus, beta-hemolytic streptococci, or 
Streptococcus pyogenes. Salicylic acid is a keratolytic. 
 
43.43.43.43.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Coal tar is used to treat psoriasis and other chronic disorders of the skin. Coal tar suppresses DNA 
synthesis, mitotic activity, and cell proliferation. Coal tar has an unpleasant odor, frequently stains the 
skin and hair, and can cause photo toxicity. Systemic toxicity does not occur. 
 
44.44.44.44.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Sunscreens are most effective when applied about 30 to 60 minutes before exposure to the sun so that 
they can penetrate the skin. All sunscreens should be reapplied after swimming or sweating. 
 
45.45.45.45.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Mafenide acetate is bacteriostatic for gram-negative and gram-positive organisms and is used to treat 
burns to reduce bacteria present in avascular tissues. The client should be informed that the medication 
will cause local discomfort and burning. 
 
46.46.46.46.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Mafenide acetate is a carbonic anhydrase inhibitor and can suppress renal excretion of acid, thereby 
causing acidosis. Clients receiving this treatment should be monitored for signs of an acid-base imbalance 
(hyperventilation). If this occurs, the medication should be discontinued for 1 to 2 days. 
 
47.47.47.47.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Sodium hypochlorite is a solution used for irrigating and cleaning necrotic or purulent wounds. It cannot 
be used to pack purulent wounds because the solution is inactivated by copious pus. The solution should 
not come into contact with healing or normal tissue and should be rinsed off immediately following 
irrigation. The solution loses its potency during storage, so fresh solution should be prepared frequently. 
 
48.48.48.48.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Tretinoin is applied liberally to the skin. The hands are washed thoroughly immediately after applying. 
Therapeutic results should be seen after 2 to 3 weeks but may not be optimal until after 6 weeks. The skin 
needs to be cleansed thoroughly before applying the medication. 
 
49.49.49.49.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Isotretinoin can elevate triglyceride levels. Blood triglyceride levels should be measured before treatment 
and periodically thereafter until the effect on the triglycerides has been evaluated. 
  
50.50.50.50.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Isotretinoin is a metabolite of vitamin A and can produce generalized intensification of isotretinoin 
toxicity. Because of the potential for increased toxicity, vitamin A supplements should be discontinued 
before isotretinoin therapy. 
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51.51.51.51.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
In burn, the capillaries and small vessels dilate, and cell damage cause the release of a histamine-like 
substance. The substance causes the capillary walls to become more permeable and significant quantities 
of fluid are lost. 
 
52.52.52.52.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:   
Aging process involves increased capillary fragility and permeability. Older adults have a decreased 
amount of subcutaneous fat and cause an increased incidence of bruise like lesions caused by collection of 
extravascular blood in loosely structured dermis. 
 
53.53.53.53.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Pruritis, a rash, is a common side effect of epidural administration because of the histamine release. 
 
54.54.54.54.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The functions of the skin are protection (barrier to microorganisms), sensation (pain, temperature, 
pressure-nerve receptors temperature regulation [cold/heat regulation], excretion/secretion (chemicals 
produced toxic to bacteria; skin secretions inhibit bacterial growth). 
 
55.55.55.55.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The newborn should be dried immediately and wrapped to prevent heat loss, especially since shivering 
starts at a lower body temperature and there is greater body surface area for heat loss compared to 
adults. 
 
56.56.56.56.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Excessive skin care as bathing may contribute to dry skin in the older adult due to nutrition and the 
condition of the body. 
 
57.57.57.57.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Pruritus (itching) can accompany many skin lesions or skin problems and should be investigated; abrasions 
may appear as a result of trauma to the skin; excoriations are areas of skin that have been formed due to 
many conditions (both external and internal); dermatitis may be a sign of infection. 
 
58.58.58.58.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Explaining the procedure to the patient, providing privacy and safety will allow the patient to offer 
participation, have knowledge of procedure and reduce anxiety. 
 
59.59.59.59.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Pressure ulcers (decubitus ulcers) usually occur over bony prominences caused by decreased circulation. 
The patient that is left in one position in bed for extended periods of time is more prone to decreased 
circulation to an area of the body; thereby, possibly acquiring a pressure ulcer. 
 
60.60.60.60.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Documentation of assessments by the nurse enables earlier interventions to help prevent further 
progression of the lesion. 
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61.61.61.61.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale: Rationale: Rationale: Rationale:     
The nail beds and the tissue surrounding the nails should be assessed for abnormal discoloration, lesions, 
paronychia (infection of tissue surrounding the nail), tissue dryness, and breaks in skin, pressure areas, or 
other abnormal appearances. 
 
62.62.62.62.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Repositioning q2h will help the client to have pressured body parts relieved and increase circulation, 
thereby reducing skin breakdown. 
 
63.63.63.63.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A reddened area to the skin, with no opening in the skin, is a Stage I pressure ulcer. The remaining 
options are more advanced stages of pressure ulcers. 
 
64.64.64.64.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
A Stage I pressure ulcer requires an adhesive film dressing to be applied by the nurse. The remaining 
options are treatments for more advanced stages of pressure ulcers. 
 
65.65.65.65.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Surgical intervention is required for a Stage IV pressure ulcer. The remaining options are procedures 
required for less advanced pressure ulcers. 
 
66.66.66.66.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
An ulcer that goes through the subcutaneous tissue is a Stage III ulcer. The remaining options describe 
other stages of pressure ulcers. 
 
67.67.67.67.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
An ulcer that goes down to the bone is a Stage IV pressure ulcer. The remaining options describe other 
stages of pressure ulcers. 
 
68.68.68.68.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
Use elbow pads and heel protector is the only way to prevent formation of pressure ulcers. Mild 
cleansing agents should be used, to prevent dryness of the skin. Bony prominences should not be 
massaged, as it can lead to tissue trauma. Tepid water is used for bathing, to prevent injury to skin. 
 
69.69.69.69.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
An escharotomy is used to restore circulation to a full-thickness area of burn, not the other procedures. 
 
70.70.70.70.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
This statement allows the client to ventilate her concerns. The other statements are not empathetic and 
may instill false reassurances. 
 
71.71.71.71.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Hematocrit of 32 is below the normal range of 37–47 percent (± 2), which could indicate iron deficiency 
and possible body imbalance to increase changes of skin impairment as well as stress incontinence 
(ammonia) on the skin. In option 1, serum albumin is below normal, which could have some skin 
repercussions; peripheral edema impairment of skin integrity; signs of depression-not necessarily involved 
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72.72.72.72.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Immobility is THE most important factor, closely followed by malnutrition (esp. albumin level < 3.5). 
 
73.73.73.73.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Ecchymosis is a collection of blood in the subcutaneous tissues (dermis) causing purplish discoloration. The 
other responses would not be classified as a “bruise.” Sebaceous glands secrete oil that lubricates the skin; 
a sebaceous cyst is an infection of the sebaceous gland; epidermal abrasion is a trauma area of the outer 
layer of the skin. 
 
74.74.74.74.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Older skin due to natural aging may be dryer and thinner and more easily injured; itching can be normal 
or an introduction to infection. 
 
75.75.75.75.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Topical agents produce a localized, rather than systemic effect. When treating atopic dermatitis with a 
steroidal preparation the site is vulnerable to invasion by organisms. Viruses, such as herpes simplex or 
varicella zoster, present a risk of disseminated infection. Educate the patient using topical corticosteroids 
to avoid crowds or people known to have infections and to report even minor signs of an infection. 
Topical corticosteroid usage results in little danger of concurrent infection with these agents. 
 
76.76.76.76.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Ointments are semisolid preparations incorporated into a vehicle base. The base used for ointments is 
thicker which enables the drug to adhere to the tissue for a sufficient length of time to exert its effect. 
Creams have a slightly less semisolid base. Sprays and lotions are often formulated as oil-in-water 
emulsions. The water will evaporate. 
 
77.77.77.77.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
First generation antihistamines are sedating. By administering the drug at bedtime the patient will sleep, 
thus preventing the itch-scratch cycle. The patient may or may not have concomitant allergies. Atopic 
dermatitis is not accompanied by post nasal drip or coughing. 
 
78.78.78.78.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Systemic corticosteroids are used for pruritus associated with inflammatory or neoplastic conditions. 
Ondansetron is used for pruritus related to opioid use, uremia, or jaundice. Antifungal cream is used for 
Candida-associated itch. Bile acid sequesters are used for itch related to endstage liver disease. 
 
79.79.79.79.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Clients on tetracycline, sulfa, or tretinoin need to avoid exposure to sunlight so this is correct advice. The 
other options are incorrect because there is no documented relationship between diet and acne; over 
washing should be avoided; and only water-based cosmetic and skin products should be used. 
 
80.80.80.80.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Daily sun protectant is needed. Alcohol-based products should be avoided; rhinophyma occurs in both 
males and females; and acne rosacea responds slowly, not rapidly, to Metrogel. 
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81.81.81.81.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
In dark-skinned persons, the raised, sharply demarcated plaques of psoriasis may appear purple. Silvery 
scales do occur with psoriasis but the lesions do not have an indurated, erythematous base. Translucent 
pink to red papules that have a pearly appearance are characteristic of basal cell carcinoma while honey-
colored crusts are characteristic of impetigo. 
 
82.82.82.82.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Liver function, lipid levels and blood counts need to be monitored during therapy with methotrexate 
because of its side effects. Routine monitoring of respiratory, cardiac, and renal function is not necessary. 
 
83.83.83.83.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Herpes zoster is caused by the varicella (chickenpox) virus. Therefore, clients with herpes zoster can pass 
the viruses to others and if they are not immune to chickenpox, they can develop the disease. Ibuprofen is 
an NSAID and NSAIDs are generally not effective in treating pain associated with herpes zoster so this 
order would not be expected. Lesions are left open to the air so an order for a dressing would not be 
expected; nor would an order for monitoring respiratory status be expected, as this is not altered by 
herpes zoster infection. 
 
84.84.84.84.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Candidiasis is caused by a fungus not by bacteria. Irritation may be a risk factor. Allergy is not the cause. 
 
85.85.85.85.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The inflammation of acne vulgaris is caused by escape of sebum into the dermis. Moniliasis is caused by a 
fungus, which is the source of irritation, and impetigo is caused by infection with bacteria such as 
Staphylococcus aureus or beta hemolytic Streptococcus. Psoriasis is a T-cell-mediated disease. 
 
86.86.86.86.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Impetigo is contagious and therefore keeping potentially contaminated clothing and linens away from 
those if others is essential. Careful hand washing and laundering of linens and clothing that have come in 
contact with the affected area is also critical. Crusts should be removed and the area washed two to three 
times per day; lesions are not routinely covered. Impetigo is typically caused by either beta hemolytic 
Streptococcus or Staphylococcus aureus so the varicella virus that causes chicken pox is unrelated. Clients 
with herpes zoster need to be kept away from persons who have not had chicken pox. 
 
87.87.87.87.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Directions for the application of gamma benzene hexachloride are to apply it from the neck down at 
bedtime; wash it off in 8–12 hours; and repeat in a week if more live mites are seen. 
 
88.88.88.88.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
It takes up to 8 weeks for improvement to be seen; this is one reason why compliance with the 
therapeutic regiment is often a problem—it takes so long for results to be noticeable. Diet restriction is 
not a part of the treatment plan for acne vulgaris. 
 
89.89.89.89.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Intense pruritus is the major symptom of atrophic dermatitis in children. 
 
90.90.90.90.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Domeboro’s (Burow’s) solution (aluminum acetate solution) exerts an astringent effect and is used on 
vesicular lesions. It also has antiseptic and antipruritic effects. 
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91.91.91.91.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Coal tar is an anti-proliferative agent that acts by suppressing DNA synthesis in the epidermis. It also has 
antipruritic, astringent, vasoconstrictive and is infectant effects. Anthralin is a synthetic coal tar used to 
treat psariatic plaques. 
 
92.92.92.92.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Decrease in size of the pressure ulcer is the only definite sign of healing and therefore it supports a 
conclusion that therapy is working. Changing position every hour can effectively support healing as can 
an intact dressing but neither indicates healing is occurring. Absence of drainage is not necessarily a sign of 
healing of a pressure ulcer. 
 
93.93.93.93.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Applying moisturizer while skin is still moist from bathing better hydrates the skin. Skin should not be 
thoroughly dried before applying moisturizer as this decreases effectiveness. Moisturizer is not left on the 
skin surface in areas of skin folds; this would only increase the medium for growth of microorganisms. 
Particularly dry areas of skin may appear chapped and flaky but dry skin occurs with age so all areas of an 
elderly person at risk for skin breakdown need to be moisturized. 
 
94.94.94.94.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale: Rationale: Rationale: Rationale:     
Shearing forces, a combination of friction and pressure which damages blood vessels and tissues in area 
where deep and superficial tissues meet, occur when deeper tissues move and surface tissues stay in place. 
When the head of the bed is elevated more than 30 degrees, clients tend to slip down in bed and a 
shearing force results. Keeping sheets wrinkle free prevents areas of increased pressure as would occur on 
skin that was on top of wrinkles. Changing position at least every 2 hours prevents prolonged pressure on 
a single area and permits each area that was subjected to increased pressure to regain normal circulation 
and tissue oxygenation. 
 
95.95.95.95.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A stage-III pressure ulcer is characterized by a full-thickness skin loss with damage to subcutaneous tissue 
that may go as deep as the fascia but not through it and an ulcer that looks like a deep crater. 
Undermining of adjacent tissue may or may not be present. A stage-I ulcer is characterized by non 
blanchable erythema; a stage-II ulcer by partial-thickness skin loss which may involve epidermis only or 
epidermis and some dermis; and a stage-IV ulcer is characterized by full thickness skin loss with tissue 
necrosis or damage to muscle, bone, or supporting structures. Tissue undermining and sinus tracts may 
also be present. 
 
96.96.96.96.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Alginate dressings both keep the wound moist and absorb exudates. They do not contain antibiotics or 
have an antibacterial effect. 
 
97.97.97.97.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Most complications of a pressure ulcer result from infection with septicemia and osteomyelitis being two 
major ones. Immune reactions generally do not play a role. 
Fluid imbalance and mal absorption can increase risk of pressure ulcers and impair healing but 
complications per se are not directly related to either. 
 
98.98.98.98.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The Braden scale is used to predict pressure ulcer risk. It consists of 6 subscales: sensory perception, 
moisture, activity, mobility, nutrition, and friction and shear. Highest possible score is 23; a score of 18 or 
lower equals risk with the lower the score, the greater the risk. The Barthel Index and the Katz Index are 
measures of functional assessment; the Glasgow Coma Scale is a measure of level of consciousness. 
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99.99.99.99.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client with a pressure ulcer to be healed needs increased protein, 1.5–2 g/kg body weight/day. This 
client also needs increased calories. 
 
100.100.100.100.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Psoralen is a photosensitizer and is used to potentiate the effects of ultraviolet radiation used in the 
treatment of psoriasis. It is taken one and a half to two hours before treatment so it is in the system when 
the therapy is given. 
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MUSCULOSKELETAL SYSTEM DISORDERSMUSCULOSKELETAL SYSTEM DISORDERSMUSCULOSKELETAL SYSTEM DISORDERSMUSCULOSKELETAL SYSTEM DISORDERS    
    

1.1.1.1.    The nurse is preparing the client who received a total hip replacement for discharge. Which statement 
would indicate that further teaching is needed? 

 
A.A.A.A. “I should not cross my legs because my hip may come out of the socket.” 
B.B.B.B. “I will call my HCP if I have a sudden increase in pain.” 
C.C.C.C. “I will sit on a chair with arms and a firm seat.” 
D.D.D.D. “After three 3 weeks, I don’t have to worry about infection.” 
 
2.2.2.2.    The nurse is working on an orthopedic floor. Which client should the nurse assess first after the 

change of shift report? 
 
A.A.A.A. The 84-year-old female with a fractured right femoral neck in Buck’s traction. 
B.B.B.B. The 64-year-old female who had a left total knee replacement with confusion. 
C.C.C.C. The 88-year-old male who had a right total hip replacement with an abduction pillow. 
D.D.D.D. The 50-year-old postoperative client who has a continuous passive motion (CPM) device. 
 
3.3.3.3.    In preparing a plan of care for a client diagnosed with carpal tunnel syndrome, which intervention 

should the nurse include? 
 
A.A.A.A. Teach hyperextension exercises to increase flexibility. 
B.B.B.B. Monitor safety during occupational hazards. 
C.C.C.C. Prepare for the insertions of pins or screws. 
D.D.D.D. Monitor dressing and drain after the fasciotomy. 
 
4.4.4.4.    When the manager is completing the client assignments for the next shift, which nurse should the 

manager assign to the client recovering from a repair of the hallux valgus? 
 
A.A.A.A. A new graduate nurse. 
B.B.B.B. An experienced nurse. 
C.C.C.C. A nurse practitioner. 
D.D.D.D. An unlicensed nursing assistant. 
 
5.5.5.5.    The client has been scheduled for a computed tomography (CT) scan. Which information is most 

important for the nurse to obtain before the procedure? 
 
A.A.A.A. The assessment of the client’s pain. 
B.B.B.B. Vital signs are within normal limits. 
C.C.C.C. Whether client has allergies to seafood. 
D.D.D.D. Type of intravenous fluid being administered. 
 
6.6.6.6.    The student nurse asks the emergency department nurse why the nurse is careful to maintain asepsis 

when caring for the client with an open fracture of the right humerus. Which rationale explains the 
nurse’s actions? 

 
A.A.A.A. It is a policy to prevent the transmission of blood borne pathogens. 
B.B.B.B. Clients who have open fractures are at a high risk for osteomyelitis. 
C.C.C.C. Failure to maintain asepsis may result in a malpractice lawsuit. 
D.D.D.D. The client has compromised immunity based on the laboratory values. 
 
7.7.7.7.    While working in the day surgery department, the nurse is caring for the client 2 hours after having a 

right knee arthroscopy. Which intervention should the nurse implement? 
 
A.A.A.A. Encourage the client to perform range-of-motion exercises. 
B.B.B.B. Monitor the amount and color of the urinary output hourly. 
C.C.C.C. Check the client’s pulses distally and assess the toes. 
D.D.D.D. Monitor the client’s vital signs every eight (8) hours. 
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8.8.8.8.    The nurse is responsible for teaching the client to take Fosamax, a bisphosphonate. Which 
information should the nurse include? 

 
A.A.A.A. Take this medication with a full glass of water. 
B.B.B.B. Take with breakfast to prevent gastrointestinal upset. 
C.C.C.C. Use sunscreen to prevent sensitivity to sunlight. 
D.D.D.D. This medication increases calcium reabsorption. 
 
9.9.9.9.    The school nurse is completing spinal screenings. Which data would require a referral to an HCP? 
 
A.A.A.A. Bilateral arm lengthens while bending over at the waist. 
B.B.B.B. A deformity that resolves when the head is raised. 
C.C.C.C. Equal spacing of the arms and body at the waist. 
D.D.D.D. A right arm lower than the left while bending over at the waist. 
 
10.10.10.10.    The nurse is working in the clinic and assesses the client with complaints of pain and numbness in the 

left hand and fingers. What data should the nurse look for when assessing this client to determine the 
cause of the complaints? 

 
A.A.A.A. Symmetric movements of elbows and shoulders. 
B.B.B.B. A capillary refill time of less than three (3) seconds. 
C.C.C.C. A history of any repetitive movements during work or leisure. 
D.D.D.D. A history spasm of the upper extremities. 
 
11.11.11.11.    The nurse is teaching the client diagnosed with osteoporosis about the medication calcitonin, a 

thyroid hormone. Which data would indicate that the teaching has been effective? 
 
A.A.A.A. The client states, “I should change nostrils from day to day.” 
B.B.B.B. The client states, “I need to drink a lot of water when I take my medicine.” 
C.C.C.C. The client demonstrates how to dilute the medication with vitamin D. 
D.D.D.D. The client states, “This will help the calcium leave my bones.” 
 
12.12.12.12.    The client asks the nurse, “Why am I having this bone scan?” Which statement would be the nurse’s 

best response? 
 
A.A.A.A. “You seem anxious. Tell me about your anxieties.” 
B.B.B.B. “Why are you concerned? Your Health Care Provider ordered it.” 
C.C.C.C. “I’ll have the radiologist come back to explain it again.” 
D.D.D.D. “A bone scan looks for cancer or infection inside the bones.” 
 
13.13.13.13.    The client is scheduled for a magnetic resonance imaging scan. Which intervention should the nurse 

delegate to the unlicensed nursing assistant? 
 
A.A.A.A. Prepare the client by removing all metal objects. 
B.B.B.B. Inject the contrast into the intravenous site. 
C.C.C.C. Administer a sedative to the client to decrease anxiety. 
D.D.D.D. Explain why the client cannot have any breakfast. 
 
14.14.14.14.    The nurse is caring for the client diagnosed with fat embolism syndrome. Which HCP order would 

the nurse question? 
 
A.A.A.A. Administer intravenous heparin. 
B.B.B.B. Administer intravenous fluids. 
C.C.C.C. Keep the O2 saturation higher than 93%. 
D.D.D.D. Administer a loop diuretic. 
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15.15.15.15.    The client has been admitted to the hospital for repair of a fractured femoral neck. Which would be 
the expected short-term goal for this client? 

 
A.A.A.A. The client will be turned every two (2) hours to prevent skin breakdown. 
B.B.B.B. The client will have a decrease in muscle spasms and pain in the affected leg. 
C.C.C.C. The client will have no objective or subjective signs or symptoms of infection. 
D.D.D.D. The client will be able to ambulate down the hallway to the nurse’s station. 
 
16.16.16.16.    The nurse is preparing to administer subcutaneous Lovenox, a low molecular weight heparin. Which 

intervention should the nurse implement? 
 
A.A.A.A. Monitor the client’s serum aPTT. 
B.B.B.B. Encourage oral and intravenous fluids. 
C.C.C.C. Give with food to protect the stomach. 
D.D.D.D. Administer in the “love handles.” 
 
17.17.17.17.    When caring for the client with a fractured right hip who has Buck’s traction, which intervention 

should the nurse include in the plan of care? 
 
A.A.A.A. Assess the insertion sites for signs and symptoms of infection. 
B.B.B.B. Monitor for drainage or odor from under the plaster covering the pins. 
C.C.C.C. Monitor the condition of the skin beneath the Velcro™ boot every eight (8) hours. 
D.D.D.D. Take weights off for one (1) hour every eight (8) hours and as needed. 
 
18.18.18.18.    When caring for a client with a spica cast for a hip injury, what intervention should the nurse include 

in the plan of care? 
 
A.A.A.A. Assess client’s popliteal pulses every shift. 
B.B.B.B. Elevate the leg on pillows and apply ice packs. 
C.C.C.C. Teach the client how to ambulate with a tripod walker. 
D.D.D.D. Assess the client for distention and vomiting. 
 
19.19.19.19.    When preparing the client in a short leg cast for discharge, which data indicate that the client needs 

further teaching? 
 
A.A.A.A. “I need to keep my leg elevated on two pillows for the first 24 hours.” 
B.B.B.B. “I should apply ice packs for one (1) hour and remove them for one (1) hour.” 
C.C.C.C. “I need to contact the health-care provider if I have any numbness or pale toenails.” 
D.D.D.D. “I can put a coat hanger down the cast to scratch gently if I have severe itching.” 
 
20.20.20.20.    Which psychosocial client problem would be most likely in a client with an external fixator device? 
 
A.A.A.A. Ineffective coping. 
B.B.B.B. Alteration in body image. 
C.C.C.C. Grieving. 
D.D.D.D. Social isolation. 
 
21.21.21.21.    When conducting rounds at change of shift, the nurse assesses the client with a fractured humerus. 

Which data would warrant immediate intervention by the nurse? 
 
A.A.A.A. Capillary refill time of that arm is less than 3 seconds. 
B.B.B.B. Pain relieved by the patient-controlled anesthesia machine. 
C.C.C.C. Edema under the dressing that caused the nails to be white. 
D.D.D.D. Warm and dry skin on the fingers distally to the elastic bandage. 
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22.22.22.22.    The client with a right open fractured elbow has a long arm cast and is complaining of unrelenting 
severe pain and feeling as if the fingers are asleep. Which complication should the nurse suspect that 
the client is experiencing? 

 
A.A.A.A. Fat embolism. 
B.B.B.B. Compartment syndrome. 
C.C.C.C. Pressure ulcer under cast. 
D.D.D.D. Surgical incision infection. 
    
23.23.23.23.    The elderly client is admitted to the hospital for severe back pain. Which data should the nurse assess 

first during the admission assessment? 
 
A.A.A.A. The client’s use of herbs. 
B.B.B.B. The client’s current pain level. 
C.C.C.C. The client’s sexual orientation. 
D.D.D.D. The client’s ability to care for self. 
 
24.24.24.24.    Which information should the nurse teach the client regarding sports injuries? 
 
A.A.A.A. Apply heat intermittently for the first 48 hours. 
B.B.B.B. An injury is not serious if the extremity can be moved. 
C.C.C.C. Only return to health-care provider if the foot becomes cold. 
D.D.D.D. Keep the injury immobilized and elevated for 24 to 48 hours. 
 
25.25.25.25.    A client is treated in a physician's office for a sprained ankle after a fall. Radiographic examination has 

ruled out a fracture. Before sending the client home, the nurse plans to teach the client to avoid 
which of the following in the next 24 hours?  

 
A.A.A.A. Resting the foot 
B.B.B.B. Applying a heating pad 
C.C.C.C. Applying an elastic compression bandage 
D.D.D.D. Elevating the ankle on a pillow while sitting or lying down 
 
26.26.26.26.    A nurse is conducting health screening for osteoporosis. Which of the following clients is at greatest 

risk of developing this disorder?  
 
A.A.A.A. A 25-year-old woman who jogs 
B.B.B.B. A 36-year-old man who has asthma 
C.C.C.C. A 70-year-old man who consumes excess alcohol 
D.D.D.D. A sedentary 65-year-old woman who smokes cigarettes. 
 
27.27.27.27.    A nurse has given instructions to a client returning home after knee arthroscopy. The nurse determines 

that the client understands the instructions if the client states that he or she will:  
 
A.A.A.A. Resume regular exercise the following day. 
B.B.B.B. Stay off the leg entirely for the rest of the day. 
C.C.C.C. Report fever or site inflammation to the physician. 
D.D.D.D. Refrain from eating food for the remainder of the day. 
 
28.28.28.28.    A nurse is caring for a client who is going to have arthrography with a contrast medium. Which 

assessment by the nurse would be of highest priority?  
 
A.A.A.A. Allergy to iodine or shellfish 
B.B.B.B. Ability of the client to remain still during the procedure 
C.C.C.C. Whether the client wishes to void before the procedure 
D.D.D.D. Whether the client has any remaining questions about the procedure 
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29.29.29.29.    A nurse is one of several persons who witness a vehicle hit a pedestrian at fairly low speed on a small 
street. The person is dazed and tries to get up. The leg appears fractured. The nurse would plan to:  

 
A.A.A.A. Try to reduce the fracture manually. 
B.B.B.B. Assist the person to get up and walk to the sidewalk. 
C.C.C.C. Leave the person for a few moments to call an ambulance. 
D.D.D.D. Stay with the person and encourage the person to remain still. 
 
30.30.30.30.    A client has a fiberglass (nonplaster) cast applied to the lower leg.  The client asks the nurse when the 

client will be able to walk using the casted leg. The nurse replies that the client will be able to bear 
weight on the casted leg:  

 
A.A.A.A. In 48 hours 
B.B.B.B. In 24 hours 
C.C.C.C. In about 8 hours 
D.D.D.D. Within 20 to 30 minutes of application 
 
31.31.31.31.    . A nurse has given a client with a leg cast instructions on cast care at home. The nurse would 

evaluate that the client needs further instruction if the client makes which of the following statements?  
 
A.A.A.A. “I should avoid walking on wet, slippery floors.” 
B.B.B.B. “I'm not supposed to scratch the skin underneath the cast.” 
C.C.C.C. “It's okay to wipe dirt off the top of the cast with a damp cloth.” 
D.D.D.D. “If the cast gets wet, I can dry it with a hair dryer turned to the warmest setting.” 
 
32.32.32.32.    A client with a hip fracture asks the nurse why Buck's extension traction is being applied before 

surgery. The nurse's response is based on the understanding that Buck's extension traction primarily:  
 
A.A.A.A. Allows bony healing to begin before surgery 
B.B.B.B. Provides rigid immobilization of the fracture site 
C.C.C.C. Lengthens the fractured leg to prevent severing of blood vessels 
D.D.D.D. Provides comfort by reducing muscle spasms and provides fracture immobilization 
 
33.33.33.33.    A nurse is evaluating the pin sites of a client in skeletal traction. The nurse would be least concerned 

with which of the following findings?  
 
A.A.A.A. Inflammation 
B.B.B.B. Serous drainage 
C.C.C.C. Pain at a pin site 
D.D.D.D. Purulent drainage 
 
34.34.34.34.    A client has Buck's extension traction applied to the right leg. The nurse would plan which of the 

following interventions to prevent complications of the device?  
 
A.A.A.A. Give pin care once a shift. 
B.B.B.B. Massage the skin of the right leg with lotion every 8 hours. 
C.C.C.C. Inspect the skin on the right leg at least once every 8 hours. 
D.D.D.D. Release the weights on the right leg for daily range-of-motion exercises. 
 
35.35.35.35.    A nurse is assessing the casted extremity of a client. The nurse would assess for which of the following 

signs and symptoms indicative of infection?  
 
A.A.A.A. Dependent edema 
B.B.B.B. Diminished distal pulse 
C.C.C.C. Presence of a “hot spot” on the cast 
D.D.D.D. Coolness and pallor of the extremity 
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36.36.36.36.    A client has sustained a closed fracture and has just had a cast applied to the affected arm. The client 
is complaining of intense pain. The nurse elevates the limb, applies an ice bag, and administers an 
analgesic, with little relief. The nurse interprets that this pain may be caused by:  

 
A.A.A.A. Infection under the cast 
B.B.B.B. The anxiety of the client 
C.C.C.C. Impaired tissue perfusion 
D.D.D.D. The recent occurrence of the fracture 
 
37.37.37.37.    A nurse is admitting a client with multiple trauma to the nursing unit. The client has a leg fracture and 

had a plaster cast applied. In positioning the casted leg, the nurse should:  
 
A.A.A.A. Keep the leg in a level position. 
B.B.B.B. Elevate the leg for 3 hours and put it flat for 1 hour. 
C.C.C.C. Keep the leg level for 3 hours and elevate it for 1 hour. 
D.D.D.D. Elevate the leg on pillows continuously for 24 to 48 hours. 
 
38.38.38.38.    A client is complaining of skin irritation from the edges of a cast applied the previous day. The nurse 

should take which of the following actions?  
 
A.A.A.A. Petal the cast edges with adhesive tape. 
B.B.B.B. Massage the skin at the rim of the cast. 
C.C.C.C. Use a rough file to smooth the cast edges. 
D.D.D.D. Apply lotion to the skin at the rim of the cast. 
 
39.39.39.39.    A client is being discharged to home after application of a plaster leg cast. The nurse determines that 

the client understands proper care of the cast if the client states that he or she should:  
 
A.A.A.A. Avoid getting the cast wet. 
B.B.B.B. Cover the casted leg with warm blankets. 
C.C.C.C. Use the fingertips to lift and move the leg. 
D.D.D.D. Use a padded coat hanger end to scratch under the cast. 
 
40.40.40.40.    A client being measured for crutches asks the nurse why the crutches cannot rest up underneath the 

arm for extra support. The nurse's response is based on the understanding that this could result in: 
 
A.A.A.A. A fall and further injury 
B.B.B.B. Injury to the brachial plexus nerves 
C.C.C.C. Skin breakdown in the area of the axilla 
D.D.D.D. Impaired range of motion while the client ambulates 
 
41.41.41.41.    A nurse has given client instructions about crutch safety. The nurse determines that the client needs 

reinforcement of information if the client states:  
 
A.A.A.A. That he or she will not use someone else's crutches 
B.B.B.B. That crutch tips will not slip even when wet 
C.C.C.C. The need to have spare crutches and tips available 
D.D.D.D. That crutch tips should be inspected periodically for wear 
 
42.42.42.42.    A nurse is caring for a client being treated for fat embolus after multiple fractures. Which of the 

following data would the nurse evaluate as the most favorable indication of resolution of the fat 
embolus?  

 
A.A.A.A. Minimal dyspnea 
B.B.B.B. Clear chest radiograph 
C.C.C.C. Oxygen saturation of 85% 
D.D.D.D. Arterial oxygen level of 78 mm Hg 
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43.43.43.43.    A nurse has conducted teaching with a client in an arm cast about signs and symptoms of 
compartment syndrome. The nurse determines that the client understands the information if the client 
states that he or she should report which of the following early symptoms of compartment 
syndrome?  

 
A.A.A.A. Cold, bluish-colored fingers 
B.B.B.B. Numbness and tingling in the fingers 
C.C.C.C. Pain that increases when the arm is dependent 
D.D.D.D. Pain relieved only by oxycodone and aspirin (Percodan) 
 
44.44.44.44.    A client with diabetes mellitus has had a right below-knee amputation. The nurse would assess 

specifically for which of the following signs and symptoms because of the history of diabetes?  
 
A.A.A.A. Hemorrhage 
B.B.B.B. Edema of the stump 
C.C.C.C. Slight redness of incision 
D.D.D.D. Separation of wound edges 
 
45.45.45.45.    A nurse is caring for a client who had an above-knee amputation 2 days ago. The residual limb was 

wrapped with an elastic compression bandage, which has come off. The nurse immediately:  
 
A.A.A.A. Calls the physician 
B.B.B.B. Applies ice to the site 
C.C.C.C. Rewraps the stump with an elastic compression bandage 
D.D.D.D. Applies a dry sterile dressing and elevates it on one pillow 
 
46.46.46.46.    A client is complaining of low back pain that radiates down the left posterior thigh. The nurse further 

assesses the client to see if the pain is worsened or aggravated by:  
 
A.A.A.A. Bed rest 
B.B.B.B. Bending or lifting 
C.C.C.C. Ibuprofen (Motrin) 
D.D.D.D. Application of heat 
 
47.47.47.47.    A nurse is caring for a client who has had spinal fusion, with insertion of hardware. The nurse would 

be concerned especially with which of the following assessment findings?  
 
A.A.A.A. Temperature of 101.6° F orally 
B.B.B.B. Complaints of discomfort during repositioning 
C.C.C.C. Old bloody drainage outlined on the surgical dressing 
D.D.D.D. Discomfort during coughing and deep-breathing exercises 
 
48.48.48.48.    A nurse is caring for a client with a diagnosis of gout. Which of the following laboratory values would 

the nurse expect to note in the client?  
 
A.A.A.A. Calcium level of 9.0 mg/dL 
B.B.B.B. Uric acid level of 8.6 mg/dL 
C.C.C.C. Potassium level of 4.1 mEq/L 
D.D.D.D. Phosphorus level of 3.1 mg/dL 
 
49.49.49.49.    A nurse is caring for a client with osteoarthritis. The nurse performs an assessment, knowing that 

which of the following is a clinical manifestation associated with the disorder?  
 
A.A.A.A. Morning stiffness 
B.B.B.B. A decreased sedimentation rate 
C.C.C.C. Joint pain that diminishes after rest 
D.D.D.D. Elevated antinuclear antibody levels 
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50.50.50.50.    The client has been on treatment for rheumatoid arthritis for 3 weeks. Prior to the administration of 
etanercept (Enbrel), it is most important for the nurse to assess:  

 
A.A.A.A. The injection site for itching and edema 
B.B.B.B. The white blood cell counts and platelet counts 
C.C.C.C. Whether the client is experiencing fatigue and joint pain 
D.D.D.D. A metallic taste in the mouth, with a loss of appetite 
 
51.51.51.51.    Allopurinol (Zyloprim) is prescribed for a client and the nurse provides medication instructions to the 

client. The nurse instructs the client:  
 
A.A.A.A. To drink 3000 mL of fluid a day 
B.B.B.B. To take the medication on an empty stomach 
C.C.C.C. That the effect of the medication will occur immediately 
D.D.D.D. That if swelling of the lips occurs; this is a normal expected response 
 
52.52.52.52.    Colchicine is prescribed for a client with a diagnosis of gout. The nurse reviews the client's record, 

knowing that this medication would be contraindicated in which of the following disorders?  
 
A.A.A.A. Myxedema 
B.B.B.B. Renal failure 
C.C.C.C. Hypothyroidism 
D.D.D.D. Diabetes mellitus 
 
53.53.53.53.    Alendronate (Fosamax) is prescribed for a client with osteoporosis. The nurse instructs the client to:  
 
A.A.A.A. Take the medication at bedtime. 
B.B.B.B. Take the medication in the morning with breakfast. 
C.C.C.C. Lie down for 30 minutes after taking the medication. 
D.D.D.D. Take the medication with a full glass of water after rising in the morning. 
 
54.54.54.54.    A nurse is providing discharge instructions to a client receiving baclofen (Lioresal). Which of the 

following would be included in the teaching plan?  
 
A.A.A.A. Restrict fluid intake. 
B.B.B.B. Avoid the use of alcohol. 
C.C.C.C. Notify the physician if fatigue occurs. 
D.D.D.D. Stop the medication if diarrhea occurs. 
 
55.55.55.55.    A nurse is analyzing the laboratory studies on a client receiving dantrolene sodium (Dantrium). Which 

of the following laboratory tests would identify an adverse effect associated with the administration 
of this medication?  

 
A.A.A.A. Creatinine level determination 
B.B.B.B. Platelet count determination 
C.C.C.C. Blood urea nitrogen level determination 
D.D.D.D. Liver function tests 
 
56.56.56.56.    A nurse is reviewing the record of a client who has been prescribed baclofen (Lioresal). Which of the 

following disorders, if noted in the client's history, would alert the nurse to contact the physician? 
 
A.A.A.A. Seizure disorder 
B.B.B.B. Hyperthyroidism 
C.C.C.C. Diabetes mellitus 
D.D.D.D. Coronary artery disease 
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57.57.57.57.    Cyclobenzaprine hydrochloride (Flexeril) is prescribed for a client for muscle spasms. The nurse is 
reviewing the client's record. Which of the following disorders, if noted in the record, would indicate 
a need to contact the physician about the administration of this medication?  

 
A.A.A.A. Glaucoma 
B.B.B.B. Emphysema 
C.C.C.C. Hypothyroidism 
D.D.D.D. Diabetes mellitus 
 
58.58.58.58.    A client is to receive a prescription for methocarbamol (Robaxin). The nurse provides instructions to 

the client about the medication. Which of the following client statements would indicate a need for 
further education?  

 
A.A.A.A. “My urine may turn brown or green.” 
B.B.B.B. “I might get some nasal congestion from this medication.” 
C.C.C.C. “This medication is prescribed to help relieve my muscle spasms.” 
D.D.D.D. “If my vision becomes blurred, I don't need to be concerned about it.” 
 
59.59.59.59.    A nurse is administering an intravenous dose of methocarbamol (Robaxin) to a client with multiple 

sclerosis. For which of the following adverse effects would the nurse monitor?  
 
A.A.A.A. Tachycardia 
B.B.B.B. Rapid pulse 
C.C.C.C. Bradycardia 
D.D.D.D. Hypertension 
 
60.60.60.60.    The nurse has given activity guidelines to the client with chronic low back pain. The nurse determines 

that the client understands the instructions if the client states that he or she will avoid which of the 
following positions? 

 
A.A.A.A. Lying on the side, with knees and hips bent 
B.B.B.B. Lying prone 
C.C.C.C. Standing with one foot on a step or stool 
D.D.D.D. Sitting using a lumbar roll or pillow 
 
61.61.61.61.    The nurse is assigned to care for a client who is in traction. The nurse prepares a plan of care for the 

client and includes which nursing action in the plan?  
 
A.A.A.A. Monitor the weights to be sure that they are resting on a firm surface. 
B.B.B.B. Check the weights to be sure that they are off of the floor. 
C.C.C.C. Making sure that the knots are at the pulleys. 
D.D.D.D. Making sure the head of the bed is kept at a 45- to 90-degree angle 
 
62.62.62.62.    The nurse is caring for an older client who has been placed in Buck's extension traction following a 

hip fracture. On assessment of the client, the nurse notes that the client is disoriented. The 
appropriate nursing intervention is to:  

 
A.A.A.A. Ask the family to stay with the client. 
B.B.B.B. Apply restraints to the client. 
C.C.C.C. Ask the laboratory to perform electrolyte studies. 
D.D.D.D. Reorient the client frequently and place a clock and calendar in the client's room. 
 
63.63.63.63.    The nurse is preparing a plan of care for the client in skin traction. The nurse includes in the plan that 

a priority intervention is to assess the client frequently for:  
 
A.A.A.A. The presence of bowel sounds 
B.B.B.B. Signs of infection around the pin sites 
C.C.C.C. Signs of skin breakdown 
D.D.D.D. Urinary incontinence 
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64.64.64.64.    The home care nurse is visiting a client who is in a body cast. The nurse is performing an assessment 
and is assessing the psychosocial adjustment of the client to the cast. The nurse would most 
appropriately assess:  

 
A.A.A.A. The type of transportation available for follow-up care 
B.B.B.B. The ability to perform activities of daily living 
C.C.C.C. The need for sensory stimulation 
D.D.D.D. The amount of home care support available 
 
65.65.65.65.    You are assigned to care for a patient with a Below the Knee Amputation (BKA). Among the patient's 

orders is one which states that the patient should be placed in the prone position twice daily.  The 
nurse knows that the reason for this is: 

 
A.A.A.A. Changing the patient's position will help to prevent skin breakdown 
B.B.B.B. To observe the stump for signs of infection 
C.C.C.C. To assist the patient in doing ROM (Range of Motion) exercises 
D.D.D.D. To stretch the flexor muscles and prevent flexion contractures 
 
66.66.66.66.    A 7 month old with congenital hip dysplasia had a spica cast applied.  Which of the following 

instructions should be given to the parents in caring for their child? 
 
A.A.A.A. Do not diaper the baby. 
B.B.B.B. Feed only in prone position. 
C.C.C.C. Observe the child's respiratory patterns. 
D.D.D.D. Apply baby powder to the edges of the cast. 
 
67.67.67.67.    The nurse is caring for a 9 month old in Bryant's Traction.  When the nurse enters the room she 

observes that the baby is in the crib with the buttocks elevated slightly off the bed and the hips are 
flexed at a 90 degree angle.  The appropriate nursing action to take would be to: 

 
A.A.A.A. Call the Orthopedic Department to adjust the traction 
B.B.B.B. Reposition the patient to the correct position 
C.C.C.C. Chart the observation 
D.D.D.D. Loosen the traction so that the buttocks rest on the bed 
 
68.68.68.68.    A 70 year old patient sustained a hip fracture and is placed in Buck's Traction while awaiting a 

surgical fixation.  Of the following, which would be the PRIORITY intervention in providing care for 
this patient? 

 
A.A.A.A. Turn and change the patient's position q2h 
B.B.B.B. Check traction ropes, weights and pulleys q shift 
C.C.C.C. Assess neurological/sensory and circulatory status q 2 hours 
D.D.D.D. Release traction intermittently 
 
69.69.69.69.    Following Total Hip Replacement, the nurse should position the patient: 
 
A.A.A.A. Recumbent with the affected extremity in abduction 
B.B.B.B. Recumbent with the affected extremity in adduction 
C.C.C.C. Recumbent on unoperated side with affected leg straight 
D.D.D.D. Recumbent on operated side with unaffected leg at 45 degrees 
 
70.70.70.70.    In caring for a patient with Total Hip Replacement the nurse must assess for signs and symptoms of 

possible joint dislocation.  Which of the following symptoms would NOT indicate a possible/
probable dislocation of the hip joint? 

 
A.A.A.A. Severe hip pain 
B.B.B.B. Inability to move affected extremity 
C.C.C.C. Shortening of the extremity 
D.D.D.D. Positive Babinski reflex 
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71.71.71.71.    A male client’s left tibia was fractured in an automobile accident, and a cast is applied. To assess for 
damage to major blood vessels from the fracture tibia, the nurse in charge should monitor the client 
for: 

 
A.A.A.A. Swelling of the left thigh 
B.B.B.B. Increased skin temperature of the foot 
C.C.C.C. Prolonged reperfusion of the toes after blanching 
D.D.D.D. Increased blood pressure 
 
72.72.72.72.    After a long leg cast is removed, the male client should: 
 
A.A.A.A. Cleanse the leg by scrubbing with a brisk motion 
B.B.B.B. Put leg through full range of motion twice daily 
C.C.C.C. Report any discomfort or stiffness to the physician 
D.D.D.D. Elevate the leg when sitting for long periods of time. 
 
73.73.73.73.    While performing a physical assessment of a male client with gout of the great toe, Nurse Vivian 

should assess for additional tophi (urate deposits) on the: 
 
A.A.A.A. Buttocks 
B.B.B.B. Ears 
C.C.C.C. Face 
D.D.D.D. Abdomen 
 
74.74.74.74.    Nurse Kimberly would recognize that the demonstration of crutch walking with tripod gait was 

understood when the client places weight on the: 
 
A.A.A.A. Palms of the hands and axillary regions 
B.B.B.B. Palms of the hand 
C.C.C.C. Axillary regions 
D.D.D.D. Feet, which are set apart 
 
75.75.75.75.    Rajah Iptah with rheumatoid arthritis states, “The only time I am without pain is when I lie in bed 

perfectly still”. During the convalescent stage, the nurse in charge with Rajah Iptah should encourage: 
 
A.A.A.A. Active joint flexion and extension 
B.B.B.B. Continued immobility until pain subsides 
C.C.C.C. Range of motion exercises twice daily 
D.D.D.D. Flexion exercises three times daily 
 
76.76.76.76.    The nurse performs range of motion exercises on an immobile client to avoid which complication 

associated with immobility? 
 
A.A.A.A. Urinary stasis 
B.B.B.B. Constipation 
C.C.C.C. Dependent edema 
D.D.D.D. Contractures 
 
77.77.77.77.    Which procedure is done at least twice whenever a splint is applied? 
 
A.A.A.A. elevation of the injured extremity 
B.B.B.B. manual stabilization of the injured extremity 
C.C.C.C. assessment for pulses, sensation, and movement distal to the injury 
D.D.D.D. application of gentle manual traction 
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78.78.78.78.    To ensure proper immobilization and increase patient comfort when using a rigid splint: 
 
A.A.A.A. place the patient on a stretcher before splinting. 
B.B.B.B. place the patient on a long spine board before splinting. 
C.C.C.C. pad the spaces between the body part and the splint. 
D.D.D.D. ensure that the splint conforms to the body curves. 
 
79.79.79.79.    The method of splinting is always dictated by: 
 
A.A.A.A. location of the injury and whether it is open or closed. 
B.B.B.B. the severity of the patient’s condition and the priority decision. 
C.C.C.C. the number of available rescuers and the type of splints. 
D.D.D.D. all of the above. 
 
80.80.80.80.    Hazards of improper splinting include: 
 
A.A.A.A. aggravation of a bone or joint injury. 
B.B.B.B. reduced distal circulation. 
C.C.C.C. delay in transport of patient with life-threatening injury. 
D.D.D.D. all of the above. 
 
81.81.81.81.    The nurse should have the client use appropriate safety measures with care by: 
 
A.A.A.A. placing the cane on the affected side. 
B.B.B.B. placing the cane on the opposite affected side. 
C.C.C.C. does not matter which side the cane is on. 
D.D.D.D. choice of cane placement should be the choice of the client. 
 
82.82.82.82.    A cane assists the client to walk with greater balance and support. Canes have the following features 

for safety and support: 
 
A.A.A.A. Feet (four, three, straight), adjustable to allow the elbow to bend slightly, a rubber cap. 
B.B.B.B. Feet (straight or two), adjustable to what the client feels is best. 
C.C.C.C. Four feet, a rubber tip at both ends. 
D.D.D.D. Three feet, enables speed, using two canes. 
 
83.83.83.83.    The standard walker is used when clients: 
 
A.A.A.A. have poor balance, cannot stand up, have weak arms, and have good hand strength. 
B.B.B.B. have poor balance, broken leg, or amputation. 
C.C.C.C. have poor balance, cardiac problems, and cannot use crutches or cane. 
D.D.D.D. have poor balance, autoimmune diseases, and weak arms. 
 
84.84.84.84.    Safety measures for crutches must be in place for a client when the nurse is the primary one for 

assistance. These safety measures are: 
 
A.A.A.A. to be propel fitted for the client, have rubber tips at the end, and provide for a four-point gait. 
B.B.B.B. properly fitting crutches, education in the appropriate gait, and strength in the arms. 
C.C.C.C. crutches fitting to what the patient chooses, and gait chosen by patient. 
D.D.D.D. have both legs that touch the floor for all gaits. 
 
85.85.85.85.    A client in balanced suspension traction for a fractured femur needs to be repositioned toward the 

head of the bed. During repositioning the nurse should: 
 
A.A.A.A. Place slight additional tension on the traction cords. 
B.B.B.B. Release the weights and replace immediately after positioning. 
C.C.C.C. Lift the traction and the client during positioning. 
D.D.D.D. Maintain the same degree of traction tension. 
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86.86.86.86.    Which of the following is an abnormal finding in the physical assessment of the musculoskeletal 
system? 

 
A.A.A.A. Upper extremities having symmetric, equal muscles 
B.B.B.B. Gait balanced, stride smooth and regular 
C.C.C.C. Flexion, extension, and rotation of the neck 
D.D.D.D. Opposition of three of the four fingers to the thumb 
 
87.87.87.87.    Which of the following mobilization devices is usually preferred for the older adult? 
 
A.A.A.A. Crutches 
B.B.B.B. Cane 
C.C.C.C. Walker 
D.D.D.D. Wheelchair 
 
88.88.88.88.    Nursing diagnosis for the child with a disorder of the musculoskeletal system includes: 
 
A.A.A.A. High risk for activity intolerance, pain, high risk for injury. 
B.B.B.B. Pain, high risk for weight gain, high risk for abuse. 
C.C.C.C. High risk for altered tissue profusion, high risk for deformity. 
D.D.D.D. Pain, low risk for skin integrity problems; low risk for injury. 
 
89.89.89.89.    Which is the traction that is used primarily for children due to the factor infants and toddlers do not 

have enough body weight? 
 
A.A.A.A. Milwaukee traction 
B.B.B.B. Open traction 
C.C.C.C. Bryant’s traction 
D.D.D.D. Jones’ traction 
 
90.90.90.90.    The orthopedic device made of metal or leather applied to the child’s body, particularly the trunk 

and lower extremities to support the weight of the body, to correct or prevent deformities, and to 
prevent involuntary movements in a spastic condition is the: 

 
A.A.A.A. Milwaukee brace worn 23 hours/day, removed once daily for bathing. 
B.B.B.B. Jones’ brace worn continuously for 6 weeks. 
C.C.C.C. Bryant brace extends from chin to feet. 
D.D.D.D. Lee’s brace used to stabilize extremity. 
 
91.91.91.91.    Nursing care of the child with a brace includes 
 
A.A.A.A. No more care than usual child care and comfort. 
B.B.B.B. Increase observation of the child as for falling, particularly out of bed. 
C.C.C.C. Increase calories to 2000+/24 hours. 
D.D.D.D. Meticulous skin care and observation and adequate protein and fluid intake. 
 
92.92.92.92.    Nursing intervention in a child with a clubfoot (Talipes) includes: 
 
A.A.A.A. Assessment of child with cast/brace, diversional activities; passive exercises to correct position of  
     foot. 
B.B.B.B. Assessment of child with cast/brace, let child stand up and walk around bed. 
C.C.C.C. Provide for skin care, diversional activities, and educational information for cast/brace   
                immobilization    device. 
D.D.D.D. Provide for comfort, nutrition, and ROM exercises. 
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93.93.93.93.    Shem, age 3, has a fractured femur and is in Bryant’s traction. To evaluate the correct application of 
the traction, the nurse should note: 

 
A.A.A.A. Shem is being continuously and gradually pulled toward bottom of bed. 
B.B.B.B. Shem’s buttocks are raised slightly. 
C.C.C.C. Shem’s leg is in a 45-degree angle to the bed. 
D.D.D.D. Shem can move the unaffected leg freely. 
 
94.94.94.94.    Ekhmed, age 14, is in a hip spica cast. To turn her correctly, the nurse should: 
 
A.A.A.A. Use the cross bar. 
B.B.B.B. Turn her upper body first and then turn the lower body. 
C.C.C.C. Logroll her. 
D.D.D.D. Tell her to pull on the trapeze and sit up to help in turning. 
 
95.95.95.95.    An infant is being treated for congenital hip dysplasia with a Pavlik harness. The baby’s mother asks 

whether she can remove the harness if it becomes soiled. The best response for the nurse to make is: 
 
A.A.A.A. “No, the harness may not be removed.” 
B.B.B.B. “No, she will only be wearing it a few days.” 
C.C.C.C. “Yes, just long enough to clean the area.” 
D.D.D.D. “Yes, just overnight while she sleeping.” 
 
96.96.96.96.    An elderly woman had an Austin-Moore prosthesis inserted following an intracapsular hip fracture. 

During the postoperative period, the nurse teaches the client about maintaining her hip in the proper 
position. Which of the following statements indicates that the client understands her instructions? 

 
A.A.A.A. I shouldn’t bend my knees. 
B.B.B.B. Put a pillow between my legs when you turn me 
C.C.C.C. I will be sure to put my shoes on when I go for a walk. 
D.D.D.D. Put me on the commode chair for my bowel movement. 
 
97.97.97.97.    The nurse is caring for an elderly woman who has had a fractured hip repaired. In the first few days 

following the surgical repair, which of the following nursing measures will best facilitate the 
resumption of activities for this client? 

 
A.A.A.A. Arranging for the wheelchair 
B.B.B.B. Asking her family to visit 
C.C.C.C. Assisting her to sit out of bed in a chair qid 
D.D.D.D. Encouraging the use of an overhead trapeze 
 
98.98.98.98.    When a child becomes a toddler with clubfeet (Talipes), the device that is used to maintain the feet in 

proper alignment is: 
 
A.A.A.A. Braces on both legs. 
B.B.B.B. Shoe on the opposite foot. 
C.C.C.C. No more therapy is necessary at this stage. 
D.D.D.D. No running until age 4. 
 
99.99.99.99.    The objective of realignment is to: 
 
A.A.A.A. Minimize blood loss and reduce pain. 
B.B.B.B. Immobilize the bone ends and adjacent joints. 
C.C.C.C. Assist in restoring circulation and to fit the extremity into a splint. 
D.D.D.D. Prevent incorrect healing and avoid surgery. 
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100.100.100.100.    The Hydraulic Lift (Hoyer Lift) is used for: 
 
A.A.A.A. All clients with orthopedic surgery. 
B.B.B.B. All clients who are not able to stand and extremity obese clients. 
C.C.C.C. All clients, both old and young in the hospital setting. 
D.D.D.D. Not an assistive device for special needs. 

    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

236236236236                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

MUSCULOSKELETAL SYSTEM ANSWER AND RATIONALEMUSCULOSKELETAL SYSTEM ANSWER AND RATIONALEMUSCULOSKELETAL SYSTEM ANSWER AND RATIONALEMUSCULOSKELETAL SYSTEM ANSWER AND RATIONALE    
 
1.1.1.1.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Infections are possible months after surgery. Clients should monitor temperatures and report any signs of 
infection. 
 
2.2.2.2.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
This is an abnormal occurrence from this information. This client should be seen first because confusion is 
a symptom of hypoxia. 
 
3.3.3.3.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The nurse should monitor for potential injuries resulting from the alterations in motor, sensory, and 
autonomic function of the first three digits of the hand and palmar surface of the fourth. These alterations 
can interfere with pinching or grasping, which, in turn, increases the risk for injury in clients whose 
occupations require the use of equipment such as jackhammers and computers. 
 
4.4.4.4.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A new graduate is the best choice for this client. The client’s surgery is not a high risk procedure but 
would require assessment and pain management. 
 
5.5.5.5.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
This is the most important information the nurse should obtain. Any client who is allergic to seafood 
cannot be injected with the iodine-based contrast. This contrast would cause an allergic response that 
could endanger the client’s life. 
  
6.6.6.6.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
The open skin and exposure of the bone is a direct pathway for infection and osteomyelitis. 
 
7.7.7.7.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
Pulses and circulation checks should be done every one (1) to two (2) hours postoperatively. 
 
8.8.8.8.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
The client needs to take this medication with a full glass of water and remain upright for at least 30 
minutes to reduce the risk of esophagitis. 
 
9.9.9.9.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Unequal arm length may indicate scoliosis, and further assessment is needed by an HCP. 
 
10.10.10.10.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
This information would assist with the diagnosis of carpal tunnel syndrome. Clients with this disorder 
experience pain and numbness. 
 
11.11.11.11.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
This should be taught so that when the client takes the medication intra nasally it will decrease irritation 
from administration. 
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12.12.12.12.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
This statement simply answers the client’s question. 
 
13.13.13.13.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Metal objects such as jewelry and zippers can interfere with the magnetic imaging and pose a danger to 
the client as a result of the magnetic properties of the equipment. Clients with pacemakers should not 
have an MRI because the magnet will disrupt the unit’s program. This intervention can be delegated to 
the unlicensed nursing assistant. 
 
14.14.14.14.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
The nurse should question this order. This will decrease the client’s hydration and may result in further 
embolism. 
 
15.15.15.15.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
This is an expected outcome for a preoperative client with a fractured femoral neck. This injury causes 
painful muscle spasms. Buck’s traction is applied to decrease or prevent spasms by maintaining the 
position and alignment of the bone fragments. 
 
16.16.16.16.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Administering this medication in the prescribed areas would ensure safety and decrease the risk of 
abdominal trauma. 
 
17.17.17.17.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
In Buck’s traction a Velcro boot is used to attach the ropes to weights to maintain alignment. Skin 
covered by the boot can become irritated and break down. The nurse should monitor the skin around the 
boot for redness and breakdown at least once every eight (8) hours while maintaining traction to the leg 
manually. 
 
18.18.18.18.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
The nurse should assess the client for signs and symptoms of cast syndrome—vomiting after meals, 
epigastric pain, and abdominal distention. This is caused by a partial bowel obstruction from compression 
and can lead to complete obstruction. The client may still have bowel sounds present with this syndrome. 
 
19.19.19.19.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Clients should be taught that putting objects down the cast to scratch an itch can cause breaks in skin 
integrity that may become infected. 
 
20.20.20.20.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Many clients with an external fixator have alterations in body image because of the large bulky frame that 
makes dressing difficult and because of the scarring that occurs from the trauma and treatment. The length 
of healing is prolonged, so returning to the client’s normal routine is delayed. 
 
21.21.21.21.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Cool, white nails indicate impaired circulation to the arm from edema. Without immediate intervention, 
the client could develop compartment syndrome. 
 
22.22.22.22.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:   
These are the classic signs/symptoms of compartment syndrome. 
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23.23.23.23.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
Pain assessment and management are the most important issues if the client is breathing and has 
circulation. Lack of pain management decreases the attention of the client during the admission process. 
Pain is called the fifth vital sign. 
 
24.24.24.24.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
The leg should be iced, elevated, and immobilized for 48 hours. 
 
25.25.25.25.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Soft tissue injuries such as sprains are treated by RICE (rest, ice, compression, and elevation) for the first 
24 hours after the injury. Ice is applied intermittently for 20 to 30 minutes at a time. Heat is not used in 
the first 24 hours because it could increase venous congestion, which would increase edema and pain. 
 
26.26.26.26.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Risk factors for osteoporosis include female gender, postmenopausal, advanced age, and low-calcium 
diet, excessive alcohol intake, being sedentary and smoking cigarettes. Long-term use of corticosteroids, 
anticonvulsants, and/or furosemide (Lasix) also increases risk. 
 
27.27.27.27.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
After arthroscopy, the client usually can walk carefully on the leg once sensation has returned. The client 
is instructed to avoid strenuous exercise for at least a few days. The client may resume the usual diet. Signs 
and symptoms of infection should be reported to the physician. 
 
28.28.28.28.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Because of the risk of allergy to contrast dye, the nurse places highest priority on assessing whether the 
client has an allergy to iodine or shellfish. The nurse also reinforces information about the test and tells 
the client about the need to remain still during the procedure. 
 
29.29.29.29.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
With a suspected fracture, the client is not moved unless it is dangerous to remain in that spot. The nurse 
should remain with the client and have someone else call for emergency help. A fracture is not reduced at 
the scene. Before the client is moved, the site of fracture is immobilized to prevent further injury. 
 
30.30.30.30.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
A fiberglass cast is made of water-activated polyurethane materials that are dry to the touch within 
minutes and reach full rigid strength in about 20 minutes. Because of this, the client can bear weight on 
the cast within 20 to 30 minutes. 
 
31.31.31.31.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Client instructions should include avoiding walking on wet slippery floors to prevent falls. Surface soil on 
a cast can be removed with a damp cloth. If the cast gets wet, it can be dried with a hair dryer set to a 
cool setting to prevent skin breakdown. If the skin under the cast itches, cool air from a hair dryer may be 
used to relieve it. The client should never scratch under a cast because of the risk of skin breakdown and 
ulcer formation. 
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32.32.32.32.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Buck's extension traction is a type of skin traction often applied after hip fracture before the fracture is 
reduced in surgery. Traction reduces muscle spasms and helps immobilize the fracture. Traction does not 
lengthen the leg for the purpose of preventing blood vessel severance. Traction also does not allow for 
bony healing to begin. 
 
33.33.33.33.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A small amount of serous oozing is expected at pin insertion sites. Signs of infection such as inflammation, 
purulent drainage, and pain at the pin site are not expected findings and should be reported to the 
physician. 
 
34.34.34.34.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Buck's extension traction is a type of skin traction. The nurse inspects the skin of the limb in traction at 
least once every 8 hours for irritation or inflammation. Massaging the skin with lotion is not indicated. 
The nurse never releases the weights of traction unless specifically ordered by the physician. There are no 
pins to care for with skin traction. 
 
35.35.35.35.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:  
Signs and symptoms of infection under a casted area include odor or purulent drainage from the cast or 
the presence of “hot spots,” which are areas of the cast that are warmer than others. The physician should 
be notified if any of these occur. Signs of impaired circulation in the distal limb include coolness and 
pallor of the skin, diminished arterial pulse, and edema. 
 
36.36.36.36.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Most pain associated with fractures can be minimized with rest, elevation, application of cold, and 
administration of analgesics. Pain that is not relieved by these measures should be reported to the 
physician because the pain unrelieved by medications and other measures may indicate neurovascular 
compromise. Because this is a new closed fracture and cast, infection would not have had time to set in. 
 
37.37.37.37.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
A casted extremity is elevated continuously for the first 24 to 48 hours to minimize swelling and promote 
venous drainage. 
 
38.38.38.38.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The nurse petals the edges of the cast with tape to minimize skin irritation. If a client has a cast applied 
and returns home, the client can be taught to do the same. 
 
39.39.39.39.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A plaster cast must remain dry to keep its strength. The cast should be handled with the palms of the 
hands, not the fingertips, until fully dry. Air should circulate freely around the cast to help it dry; the cast 
also gives off heat as it dries. The client should never scratch under the cast; the client may use a hair 
dryer on the cool setting to relieve an itch. 
 
40.40.40.40.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Crutches are measured so that the tops are two to three finger widths from the axillae. This ensures that 
the client's axillae are not resting on the crutch or bearing the weight of the crutch, which could result in 
injury to the nerves of the brachial plexus. 
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41.41.41.41.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Crutch tips should remain dry. Water could cause the client to slip by decreasing the surface friction of the 
rubber tip on the floor. If crutch tips get wet, the client should dry them with a cloth or paper towel. The 
client should use only crutches measured for the client. The tips should be inspected for wear, and spare 
crutches and tips should be available if needed. 
 
42.42.42.42.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:  
A clear chest radiograph is a good indicator that a fat embolus is resolving. When fat embolism occurs, 
the chest radiograph has a “snowstorm” appearance. Eupnea, not minimal dyspnea, is a normal sign. 
Arterial oxygen levels should be 80 to 100 mm Hg. Oxygen saturation should be higher than 95%. 
 
43.43.43.43.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The earliest symptom of compartment syndrome is paresthesia (numbness and tingling in the fingers). 
Other symptoms include pain unrelieved by narcotics, pain that increases with limb elevation, and pallor 
and coolness to the distal limb. Cyanosis is a late sign. 
  
44.44.44.44.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Clients with diabetes mellitus are more prone to wound infection and delayed wound healing because of 
the disease.  
Postoperative stump edema and hemorrhage are complications in the immediate postoperative period 
that apply to any client with an amputation. Slight redness of the incision is considered normal, as long as 
it is dry and intact. 
 
45.45.45.45.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
If the client with an amputation has a cast or elastic compression bandage that slips off, the nurse must 
wrap the stump immediately with another elastic compression bandage. Otherwise, excessive edema will 
form rapidly, which could cause a significant delay in rehabilitation. If the client had a cast that slipped 
off, the nurse would have to call the physician so that a new one could be applied. Elevation on one 
pillow is not going to impede the development of edema greatly once compression is released. Ice would 
be of limited value in controlling edema from this cause. If the physician were called, the order likely 
would be to reapply the compression dressing anyway. 
 
46.46.46.46.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Low back pain that radiates into one leg (sciatica) is consistent with herniated lumbar disk. The nurse 
assesses the client to see whether the pain is aggravated by events that increase intraspinal pressure, such 
as bending, lifting, sneezing, and coughing, or by lifting the leg straight up while supine (straight leg 
raising test). 
 
47.47.47.47.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The nursing assessment conducted after spinal surgery is similar to that done after other surgical 
procedures. For this specific type of surgery, the nurse assesses the neurovascular status of the lower 
extremities, watches for signs and symptoms of infection, and inspects the surgical site for evidence of 
cerebrospinal fluid leakage (drainage is clear and tests positive for glucose). A mild temperature is 
expected after insertion of hardware, but a temperature of 101.6° F should be reported. 
 
48.48.48.48.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
In addition to the presence of clinical manifestations, gout is diagnosed by the presence of persistent 
hyperuricemia, with a uric acid level higher than 8 mg/dL; a normal value is 4.0 to 8.5 mg/dL. Options 1, 
3, and 4 indicate normal laboratory values. Additionally, the presence of uric acid in an aspirated sample 
of synovial fluid confirms the diagnosis. 
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49.49.49.49.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The stiffness and joint pain that occur in osteoarthritis diminish after rest and intensify with activity. No 
specific laboratory findings are useful in diagnosing osteoarthritis. The client may have a normal or slightly 
elevated sedimentation rate. Morning stiffness lasting longer than 30 minutes occurs in rheumatoid 
arthritis. Elevated white blood cell counts, platelet counts, and antinuclear antibody levels occur in 
rheumatoid arthritis. 
 
50.50.50.50.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Infection and pancytopenia are side effects of etanercept (Enbrel). Laboratory studies are performed prior 
to and during drug treatment. The appearance of abnormal white blood cell counts and abnormal 
platelet counts can alert the nurse to a potentially life-threatening infection. Injection site itching and 
edema are common occurrences following administration. A metallic taste with loss of appetite is not 
common signs of side effects of this medication. 
 
51.51.51.51.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Clients taking allopurinol are encouraged to drink 3000 mL of fluid a day. A full therapeutic effect may 
take 1 week or longer. Allopurinol is to be given with, or immediately after, meals or milk. A client who 
develops a rash, irritation of the eyes, or swelling of the lips or mouth should contact the physician 
because this may indicate hypersensitivity. 
 
52.52.52.52.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Colchicine is contraindicated in clients with severe gastrointestinal, renal, hepatic, or cardiac disorders and 
in clients with blood dyscrasias. Clients with impaired renal function may exhibit myopathy and 
neuropathy manifested as generalized weakness. This medication should be used with caution in clients 
with impaired hepatic function, the older client, and the debilitated client. 
 
53.53.53.53.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Precautions need to be taken with the administration of alendronate to prevent gastrointestinal side 
effects (especially esophageal irritation) and to increase absorption of the medication. The medication 
needs to be taken with a full glass of water after rising in the morning. The client should not eat or drink 
anything for 30 minutes following administration and should not lie down after taking the medication. 
 
54.54.54.54.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Baclofen is a skeletal muscle relaxant. The client should be cautioned against the use of alcohol and other 
central nervous system (CNS) depressants because baclofen potentiates the depressant activity of these 
agents. Constipation rather than diarrhea is an adverse effect. Restriction of fluids is not necessary, but the 
client should be warned that urinary retention can occur. Fatigue is related to a CNS effect that is most 
intense during the early phase of therapy and diminishes with continued medication use. The client does 
not need to notify the physician about fatigue. 
 
55.55.55.55.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Dose-related liver damage is the most serious adverse effect of dantrolene. To reduce the risk of liver 
damage, tests of liver function should be performed before treatment and throughout the treatment 
interval. Dantrolene is administered in the lowest effective dosage for the shortest time necessary. 
 
56.56.56.56.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Clients with seizure disorders may have a lowered seizure threshold when baclofen is administered. 
Concurrent therapy may require an increase in the anticonvulsive medication. 
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57.57.57.57.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Because cyclobenzaprine (Flexeril) has anticholinergic effects, it should be used with caution in clients with 
a history of urinary retention, glaucoma, and increased intraocular pressure. Cyclobenzaprine should be 
used only for a short term (2 to 3 weeks). 
 
58.58.58.58.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The client needs to be told that the urine may turn brown, black, or green. Other adverse effects include 
blurred vision, nasal congestion, urticaria, and rash. The client needs to be instructed that if these adverse 
effects occur to notify the physician. 
 
59.59.59.59.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Intravenous administration of methocarbamol can cause hypotension and bradycardia. The nurse needs 
to monitor for these side effects.  
 
60.60.60.60.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The client should avoid positions or activities that place strain on the lower back. The client should not 
sleep on the abdomen (prone) or on the side if the hips and knees are straight. The client should not lean 
forward without bending the knees, stand in one position for lengthy amounts of time, or lift anything 
above elbow level. It may be helpful for the client to stand with afoot elevated on a stool, or to sit using 
a form of lumbar support. 
 
61.61.61.61.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
To achieve proper traction, weights need to be free-hanging, with knots kept away from the pulleys. 
Weights are not to be kept resting on a firm surface. The head of the bed is usually kept low to provide 
counter traction. 
 
62.62.62.62.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
An inactive older adult may become disoriented because of lack of sensory stimulation. The most 
appropriate nursing intervention would be to reorient the client frequently and to place objects such as a 
clock and a calendar in the client's room to maintain orientation. The family can assist with orientation of 
the client but it is not appropriate to ask the family to stay with the client. It is not the within the scope of 
nursing practice to prescribe laboratory studies. Restraints may cause further disorientation and should not 
be applied unless specifically prescribed; agency policies and procedures should be followed prior to the 
application of restraints. 
 
63.63.63.63.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:  
Skin traction is achieved by Ace wraps, boots, and slings that apply a direct force on the client's skin. Skin 
traction is usually removed and reapplied once a day. Traction is maintained with 5 to 8 lb of weight and 
this type of traction can cause skin breakdown. There are no pin sites with skin traction. Urinary 
incontinence is not related to the use of skin traction. Although constipation can occur as a result of 
immobility and monitoring bowel sounds may be a component of the assessment, this intervention is not 
the priority assessment. 
 
64.64.64.64.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A psychosocial assessment of the client who is immobilized would most appropriately include the need 
for sensory stimulation. This assessment should also include such factors as body image, past and present 
coping skills, and coping methods used during the period of immobilization. Although transportation, 
home care support, and the ability to perform activities of daily living are components of an assessment, 
they are not as specifically related to psychosocial adjustment as is the need for sensory stimulation. 
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65.65.65.65.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
In the post-op period following an amputation of a lower extremity, nursing interventions are aimed at 
preventing deformities, building and maintaining muscle strength, and mobilizing patient's joints.  Placing 
the patient in the prone position twice daily is specifically aimed at stretching the flexor muscles, and 
preventing flexion contractures of the hip. 
 
66.66.66.66.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:  
Spica casts are body casts and cover the trunk of the body. If the cast is too tight the child's respiratory 
effort would be compromised.  Diapering babies in spica casts is indicated as the perineal area is exposed. 
There are no feeding restrictions with spica casts and applying baby powder is contraindicated as it may 
cake and cause skin breakdown. 
 
67.67.67.67.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
This is the correct positioning of Bryant's traction. When a nurse observes an appropriate treatment the 
nursing action to be taken is to document the findings. 
 
68.68.68.68.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Assess neurological/sensory and circulatory status q 2 h would be the priority in order to detect 
complications, if any, early on. Use of a special mattress to prevent skin breakdown and checking the 
ropes, pulleys, etc. q shift, and traction tapes for tenderness or pressure, are also important nursing 
responsibilities.   Traction should never be released, nor change in tension or weight. 
 
69.69.69.69.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Following Total Hip Replacement, the patient should be kept flat when in the recumbent position with 
the affected extremity placed in abduction.  The nurse can accomplish this by placing a wedge or pillow 
between the patient's legs.  Dislocation could result if the affected leg were to be placed in adduction.  If 
positioning the patient on the unoperated side, it should only be to a maximum of 45 degrees, while 
maintaining the operated side in abduction. 
 
70.70.70.70.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Positive Babinski reflex would not be associated with joint dislocation.  A Babinski reflex is movement of 
the big toe upward (dorsiflexed) vs. downward flexion, and fanning of the other toes.  It is usually seen 
with upper motor neuron damage, as in patients with stroke, etc. 
 
71.71.71.71.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Damage to blood vessels may decrease the circulatory perfusion of the toes; this would indicate the lack 
of blood supply to the extremity. 
 
72.72.72.72.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Elevation will help control the edema that usually occurs. 
 
73.73.73.73.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Uric acid has a low solubility, it tends to precipitate and form deposits at various sites where blood flow is 
least active, including cartilaginous tissue such as the ears. 
 
74.74.74.74.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The palms should bear the client’s weight to avoid damage to the nerves in the axilla. 
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75.75.75.75.    . Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Active exercises, alternating extension, flexion, abduction, and adduction, mobilize exudates in the joints 
relieves stiffness and pain. 
 
76.76.76.76.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
During periods of immobility, the muscle fibers shorten and atrophy, pulling the extremity into a position 
of flexion and fixation. Exercising the extremity can prevent this from occurring. 
 
77.77.77.77.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The procedure, which is done at least twice whenever a splint is applied, is assessment for pulses, motor 
function, and sensation (PMS) distal to the injury. After traction is applied, it is not reapplied. 
 
78.78.78.78.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
To ensure proper immobilization and increase patient comfort when using a rigid splint, pad the spaces 
between the body part and the splint. 
 
79.79.79.79.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The method of splinting is always dictated by the severity of the patient’s condition and the priority 
decision. 
 
80.80.80.80.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Hazards of improper splinting include aggravation of a bone or joint injury, reduced distal circulation, 
and delay in transport of patient with life-threatening injury. 
 
81.81.81.81.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Safety demands that the cane be opposite the affected limb to provide support to the weakened 
extremity, thus preventing falls. 
 
82.82.82.82.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
The cane can have four feet (quad), three feet (tripod), or be straight; the length should allow the elbow 
to bend slightly, and a rubber tip prevents slipping. 
 
83.83.83.83.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The use of the walker is used for clients who have balance, cardiac problems, or who cannot use crutches 
or cane. The client needs to be partial weight bearing and have strength in wrists and arms. The client 
uses upper body to propel the walker forward. 
 
84.84.84.84.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
In addition to the rubber tips on the end of the crutch, the patient needs to know the appropriate gait; 
arm strengthening exercises are necessary, and it is critical that the patient be fitted for the crutch. 
 
85.85.85.85.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Traction is used to reduce the fracture and must be maintained at all times, including during repositioning. 
It is not appropriate to increase traction tension or release or lift the traction during repositioning. 
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86.86.86.86.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Opposition of three of the four fingers to the thumb is an abnormal finding in the physical assessment of 
the musculoskeletal system. A client should be able to do this without difficulty and easy flexibility 
 
87.87.87.87.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Walker-mechanical device with four legs for support this type of device is more supportive and has less 
expandable energy by the older adult than crutches or a cane. More independence is required than the 
wheelchair. 
 
88.88.88.88.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Nursing diagnosis for a child with a disorder of the musculoskeletal system may include: high risk for 
activity intolerance, pain, diversional activity deficit, high risk for injury, impaired physical mobility, self-
care deficit, body image disturbance, high risk for impaired skin integrity, and altered tissue perfusion 
peripheral. 
 
89.89.89.89.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Bryant’s traction is used where the body is its own counterweight; both legs are at 90-degree angles to 
the bed; buttocks must be slightly off mattress; used with children under 2 years whose weight is less than 
30 lbs. (14kg); used for fractured femur and dislocated hip. 
 
90.90.90.90.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The Milwaukee brace is of steel and leather fitted and adapted to the child; used in scoliosis to correct 
curvature; worn 23 hours/ day, removed once daily for bathing; causes little interference with activity. 
 
91.91.91.91.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Nursing care of the child should include: meticulous observation of skin for breakdown; meticulous care 
for cleanliness; maintaining dry padding under brace; observing for child’s growth and adjustment of 
brace; maintaining adequate protein and fluid intake; making sure child experiences minimal discomfort; 
preventing injury; educating of parents or caretakers about child, care, and comfort. 
 
92.92.92.92.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Nursing interventions for a child with a clubfoot (Talipes) should include: constant assessment of child for 
discomfort, growth, and development; activities for the child and nutritional needs; skin care; no standing 
or walking during treatment; no ROM exercises to correct foot position; cast care; teaching. 
 
93.93.93.93.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
In Bryant’s traction both legs are in traction at a 90-degree angle, and the child buttocks are raised off the 
mattress. The child’s weight provides the counter traction. The child should not be pulled toward the 
bottom of the bed. 
 
94.94.94.94.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client in a hip spica cast should be turned as a unit. The stabilizing bar should not be handled. 
 
95.95.95.95.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
The harness is not to be removed until the hip is stable with 90 degrees of flexion and x-ray confirmation. 
This usually occurs after about 3 weeks in Pavlik harness. 
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96.96.96.96.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:  
A pillow placed between the client’s legs will keep the affected leg abducted and in good alignment while 
the client is being turned. The unaffected knee may be bent. The client should not bend to put her shoes 
on until the physician gives her permission to do so. Sitting on a commode chair would cause too great a 
flexion of the hip joint in the early recovery period. A raised toilet set would be needed. 
 
97.97.97.97.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Exercise is important to keep the joints and muscles functioning and to prevent secondary complications. 
Using the overhead trapeze prevents hazards of immobility by permitting movement in bed and 
strengthening of the upper extremities in preparation for ambulation. Sitting in a wheelchair would 
require too great hip flexion initially. Asking her family to visit would not facilitate the resumption of 
activities. Sitting in a chair would cause too much hip flexion. The client initially needs to be in a low 
Fowler’s position or taking a few steps (as ordered) with the aid of a walker. 
 
98.98.98.98.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Putting shoe on the opposite foot provides a constant pulling tension to maintain proper alignment. 
 
99.99.99.99.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The objective of realignment is to assist in restoring circulation and to fit the extremity into a splint. 
 
100.100.100.100.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The Hydraulic Lift is used for safety purposes when a patient is not able to stand or is too heavy for the 
healthcare workers to lift safely. 
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GASTROINTESTINAL SYSTEM DISORDERSGASTROINTESTINAL SYSTEM DISORDERSGASTROINTESTINAL SYSTEM DISORDERSGASTROINTESTINAL SYSTEM DISORDERS    
 
1.1.1.1.    The client with a new colostomy is being discharged. Which statement made by the client indicates 

the need for further teaching? 
 
A.A.A.A. “If I notice any skin breakdown I will call the HCP.” 
B.B.B.B. “I should drink only liquids until the colostomy starts to work.” 
C.C.C.C. “I should not take a tub bath until the HCP okays it.” 
D.D.D.D. “I should not drive or lift more than five (5) pounds.” 
 
2.2.2.2.    The nurse is caring for clients in an outpatient clinic. Which information should the nurse teach 

regarding the American Cancer Society’s recommendations for the early detection of colon cancer? 
 
A.A.A.A. Beginning at age 60, a digital rectal exam should be done yearly. 
B.B.B.B. After the client reaches middle age, a yearly fecal occult test should be done. 
C.C.C.C. At age 50, a colonoscopy and then once every five (5) to ten (10) years. 
D.D.D.D. A flexible sigmoidoscopy should be done yearly after age 40. 
 
3.3.3.3.    The nurse writes a psychosocial problem of “risk for altered sexual functioning related to new 

colostomy.” Which intervention should the nurse implement? 
 
A.A.A.A. Tell the client that there should be no intimacy for at least three (3) months. 
B.B.B.B. Ensure that the client and significant other are able to change the ostomy pouch. 
C.C.C.C. Demonstrate with charts possible sexual positions for the client to assume. 
D.D.D.D. Teach the client to protect the pouch from becoming dislodged during sex. 
 
4.4.4.4.    The client presents with a complete blockage of the large intestine from a large tumor. Which health-

care provider’s order would the nurse question? 
 
A.A.A.A. Obtain consent for a colonoscopy and biopsy. 
B.B.B.B. Start an IV of 0.9% saline at 125 mL/hour. 
C.C.C.C. Administer 3 liters of Go-LYTELY. 
D.D.D.D. Give tap water enemas until it is clear. 
 
5.5.5.5.    The client is four (4) hours postoperative open cholecystectomy. Which data would warrant 

immediate intervention by the nurse? 
 
A.A.A.A. Absent bowel sounds in all four (4) quadrants. 
B.B.B.B. The T-tube with 60 mL of green drainage. 
C.C.C.C. Urine output of 100 mL in the past three (3) hours. 
D.D.D.D. Refusal to turn, deep breath, and cough. 
 
6.6.6.6.    The client two (2) hours postoperative laparoscopic cholecystectomy is complaining of severe pain in 

the right shoulder. Which nursing intervention should the nurse implement? 
 
A.A.A.A. Apply a heating pad to the abdomen for 15 to 20 minutes. 
B.B.B.B. Administer morphine sulfate intravenously after diluting with saline. 
C.C.C.C. Contact the surgeon for an order to x-ray the right shoulder. 
D.D.D.D. Apply a sling to the right arm that was injured in surgery. 
 
7.7.7.7.    The nurse is teaching a client recovering from a laparoscopic cholecystectomy. Which statement 

indicates the discharge teaching was effective? 
 
A.A.A.A. “I will take my lipid-lowering medicine at the same time each night.” 
B.B.B.B. “I may experience some discomfort when I eat a high-fat meal.” 
C.C.C.C. “I need someone to stay with me for about a week after surgery.” 
D.D.D.D. “I should not splint my incision when I deep breathe and cough.” 
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8.8.8.8.    The nurse is caring for the immediate postoperative client who had a laparoscopic cholecystectomy. 
Which task could the nurse delegate to the unlicensed nursing assistant? 

 
A.A.A.A. Check the abdominal dressings for bleeding. 
B.B.B.B. Increase the IV fluid if the blood pressure is low. 
C.C.C.C. Document the amount of output on the I & O sheet. 
D.D.D.D. Listen to the breath sounds in all lobes. 
 
9.9.9.9.    Which assessment data should the nurse expect to find for the client who had an upper 

gastrointestinal (UGI) series? 
 
A.A.A.A. Chalky white stools. 
B.B.B.B. Increased heart rate. 
C.C.C.C. A firm hard abdomen. 
D.D.D.D. Hyperactive bowel sounds. 
 
10.10.10.10.    The client is one (1) hour post-endoscopic retrograde cholangiopancreatogram (ERCP). Which 

intervention should the nurse include in the plan of care? 
 
A.A.A.A. Instruct the client to cough forcefully. 
B.B.B.B. Encourage early ambulation. 
C.C.C.C. Assess for return of a gag reflex. 
D.D.D.D. Administer held medications. 
 
11.11.11.11.    Which expected outcome would be appropriate for the client scheduled to have a cholecystectomy? 
 
A.A.A.A. Decreased pain management. 
B.B.B.B. Ambulate first day postoperative. 
C.C.C.C. No break in skin integrity. 
D.D.D.D. Knowledge of postoperative care. 
 
12.12.12.12.    Which assessment data indicate that the client recovering from an open cholecystectomy requires pain 

medication? 
 
A.A.A.A. The client’s pulse is 65 beats per minute. 
B.B.B.B. The client has shallow respirations. 
C.C.C.C. The client’s bowel sounds are 20 per minute. 
D.D.D.D. The client uses a pillow to splint when coughing. 
 
13.13.13.13.    Which laboratory value would the nurse expect to find indicating a chronic inflammation in the client 

with cholecystitis? 
 
A.A.A.A. An elevated white blood cell (WBC) count. 
B.B.B.B. A decreased lactate dehydrogenase (LDH) 
C.C.C.C. An elevated alkaline phosphatase. 
D.D.D.D. A decreased direct bilirubin level. 
 
14.14.14.14.    Which nursing diagnosis would be highest priority for the client who had an open cholecystectomy 

surgery? 
 
A.A.A.A. Alteration in nutrition. 
B.B.B.B. Alteration in skin integrity. 
C.C.C.C. Alteration in urinary pattern. 
D.D.D.D. Alteration in comfort. 
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15.15.15.15.    The client is six (6) hours postoperative open cholecystectomy and the nurse finds a large amount of 
red drainage on the dressing. Which intervention should the nurse implement? 

 
A.A.A.A. Measure the abdominal girth. 
B.B.B.B. Palpate the lower abdomen for a mass. 
C.C.C.C. Turn client onto side to assess for further drainage. 
D.D.D.D. Remove the dressing to determine the source. 
  
16.16.16.16.    The client is in the pre icteric phase of hepatitis. Which signs/symptoms would the nurse expect the 

client to exhibit during this phase? 
 
A.A.A.A. Clay-colored stools and jaundice. 
B.B.B.B. Normal appetite and pruritus. 
C.C.C.C. Being afebrile and left upper quadrant pain. 
D.D.D.D. Complaints of fatigue and diarrhea. 
 
17.17.17.17.    Which type of hepatitis is transmitted by the fecal–oral route via contaminated food, water, or direct 

contact with an infected person? 
 
A.A.A.A. Hepatitis A. 
B.B.B.B. Hepatitis B. 
C.C.C.C. Hepatitis C. 
D.D.D.D. Hepatitis D. 
 
18.18.18.18.    Which type of precaution should the nurse implement to protect from being exposed to any of the 

hepatitis viruses? 
 
A.A.A.A. Airborne precautions. 
B.B.B.B. Standard precautions. 
C.C.C.C. Droplet precautions. 
D.D.D.D. Exposure precautions. 
 
19.19.19.19.    The school nurse is discussing ways to prevent an outbreak of hepatitis A with a group of high school 

teachers. Which action is the most important intervention that the school nurse must explain to the 
school teachers? 

 
A.A.A.A. Do not allow students to eat or drink after each other. 
B.B.B.B. Drink bottled water as much as possible. 
C.C.C.C. Encourage protected sexual activity. 
D.D.D.D. Thoroughly wash hands. 
 
20.20.20.20.    Which instruction should the nurse discuss with the client who is in the icteric phase of hepatitis C? 
 
A.A.A.A. Decrease alcohol intake. 
B.B.B.B. Encourage rest periods. 
C.C.C.C. Eat a large evening meal. 
D.D.D.D. Drink diet drinks and juices. 
 
21.21.21.21.    The client with hepatitis asks the nurse, “I went to an herbalist, who recommended I take milk thistle. 

What do you think about that?” Which statement is the nurse’s best response? 
 
A.A.A.A. “You are concerned about taking an herb.” 
B.B.B.B. “The herb has been used to treat liver disease.” 
C.C.C.C. “I would not take anything that is not prescribed.” 
D.D.D.D. “Why would you want to take any herbs?” 
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22.22.22.22.    The nurse writes the client problem “imbalanced nutrition: less than body requirements” for the client 
diagnosed with hepatitis. Which intervention should the nurse include in the plan of care? 

 
A.A.A.A. Provide a high-calorie intake diet. 
B.B.B.B. Discuss total parenteral nutrition (TPN). 
C.C.C.C. Instruct the client to decrease salt intake. 
D.D.D.D. Encourage the client to increase water intake. 
 
23.23.23.23.    The female nurse sticks herself with a dirty needle. Which action should the nurse implement first? 
 
A.A.A.A. Notify the infection control nurse. 
B.B.B.B. Cleanse the area with soap and water. 
C.C.C.C. Request post-exposure prophylaxis. 
D.D.D.D. Check the hepatitis status of the client. 
 
24.24.24.24.    The client diagnosed with liver problems asks the nurse, “Why are my stools clay colored?” On which 

scientific rationale should the nurse base the response? 
    
A.A.A.A. There is an increase in serum ammonia level. 
B.B.B.B. The liver is unable to excrete bilirubin. 
C.C.C.C. The liver is unable to metabolize fatty foods. 
D.D.D.D. A damaged liver cannot detoxify vitamins. 
 
25.25.25.25.    Which statement by the client diagnosed with hepatitis would warrant immediate intervention by the 

clinic nurse? 
 
A.A.A.A. “I will not drink any type of beer or mixed drink.” 
B.B.B.B. “I will get adequate rest so that I don’t get exhausted.” 
C.C.C.C. “I had a big hearty breakfast this morning.” 
D.D.D.D. “I took some cough syrup for this nasty head cold.” 
 
26.26.26.26.    Which task would be most appropriate for the nurse to delegate to the unlicensed nursing assistant? 
 
A.A.A.A. Draw the serum liver function test. 
B.B.B.B. Evaluate the client’s intake and output. 
C.C.C.C. Assist the client to the bedside commode. 
D.D.D.D. Help the ward clerk transcribe orders. 
 
27.27.27.27.    The client diagnosed with end-stage liver failure is admitted to the medical unit diagnosed with 

esophageal bleeding. The HCP inserts and inflates a triple-lumen nasogastric tube (Sengstaken-
Blakemore). Which nursing action should the nurse implement for this treatment? 

 
A.A.A.A. Assess the gag reflex every shift. 
B.B.B.B. Stay with the client at all times. 
C.C.C.C. Administer the laxative lactulose (Chronulac). 
D.D.D.D. Monitor the client’s ammonia level. 
 
28.28.28.28.    The client has had a liver biopsy. Which post-procedure intervention should the nurse implement? 
 
A.A.A.A. Instruct the client to void immediately. 
B.B.B.B. Keep the client NPO for eight (8) hours. 
C.C.C.C. Place the client on the right side. 
D.D.D.D. Monitor blood urea nitrogen (BUN) and creatinine level. 
 
 
 
 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        HAADHAADHAADHAAD----PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      251251251251        

29.29.29.29.    The client diagnosed with end-stage liver failure is admitted with hepatic encephalopathy. Which 
dietary restriction should be implemented by the nurse to address this complication? 

 
A.A.A.A. Restrict sodium intake to 2 g/day. 
B.B.B.B. Limit oral fluids to 1500 mL/day. 
C.C.C.C. Decrease the daily fat intake. 
D.D.D.D. Reduce protein intake to 60 to 80 g/day. 
 
30.30.30.30.    The client diagnosed with end-stage renal failure with ascites is scheduled for a paracentesis. Which 

client teaching should the nurse discuss with the client? 
 
A.A.A.A. Explain that the procedure will be done in the operating room. 
B.B.B.B. Instruct the client that a Foley catheter will have to be inserted. 
C.C.C.C. Tell the client that vital signs will be taken frequently after the procedure. 
D.D.D.D. Provide instructions on holding the breath when the HCP inserts the catheter. 
 
31.31.31.31.    The client diagnosed with liver failure is experiencing pruritus secondary to severe jaundice. Which 

action by the unlicensed assistant warrants intervention by the primary nurse? 
 
A.A.A.A. Assisting the client to take a hot soapy shower. 
B.B.B.B. Applying an emollient to the client’s legs and back. 
C.C.C.C. Putting mittens on both hands of the client. 
D.D.D.D. Patting the client’s skin dry with a clean towel. 
 
32.32.32.32.    The nurse identifies the client problem as “excess fluid volume” for the client in liver failure. Which 

short-term goal would be most appropriate for this problem? 
    
A.A.A.A. The client will not gain more than two (2) kg a day. 
B.B.B.B. The client will have no increase in abdominal girth. 
C.C.C.C. The client’s vital signs will remain within normal limits (WNL). 
D.D.D.D. The client will receive a low-sodium diet. 
 
33.33.33.33.    The client is in end-stage liver failure. Which gastrointestinal assessment data would the nurse expect 

to find when assessing the client? 
 
A.A.A.A. Hypoalbuminemia and muscle wasting. 
B.B.B.B. Oligomenorrhea and decreased body hair. 
C.C.C.C. Clay-colored stools and hemorrhoids. 
D.D.D.D. Dyspnea and caput medusae. 
 
34.34.34.34.    Which assessment question would be priority for the nurse to ask the client diagnosed with end-stage 

liver failure secondary to alcoholic cirrhosis? 
 
A.A.A.A. How many years have you been drinking alcohol? 
B.B.B.B. Have you completed an advanced directive? 
C.C.C.C. When did you have your last alcoholic drink? 
D.D.D.D. What foods did you eat at your last meal? 
 
35.35.35.35.    The client has end-stage liver failure secondary to alcoholic cirrhosis. Which complication indicates the 

client is at risk for developing hepatic encephalopathy? 
 
A.A.A.A. Gastrointestinal bleeding. 
B.B.B.B. Hypoalbuminemia. 
C.C.C.C. Splenomegaly. 
D.D.D.D. Hyperaldosteronism. 
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36.36.36.36.    The client is diagnosed with end-stage liver failure. The client asks the nurse, “Why is my doctor 
decreasing the doses of my medications?” Which statement is the nurse’s best response? 

 
A.A.A.A. “You are worried that your doctor has decreased the dosage.” 
B.B.B.B. “You really should ask your doctor. I am sure there is a good reason.” 
C.C.C.C. “You may have an overdose of the medication because your liver is damaged.” 
D.D.D.D. “The half-life is altered because the liver is damaged.” 
 
37.37.37.37.    The client is admitted with end-stage liver failure and is prescribed the laxative lactulose (Chronulac). 

Which statement indicates the client needs more teaching concerning this medication? 
    
A.A.A.A. “I should have two to three soft stools a day.” 
B.B.B.B. “I must check my ammonia level daily.” 
C.C.C.C. “If I have diarrhea, I will call my doctor.” 
D.D.D.D. “I should check my stool for any blood.” 
 
38.38.38.38.    The male client has had abdominal surgery and is now diagnosed with peritonitis. Which assessment 

data support the client’s diagnosis of peritonitis? 
 
A.A.A.A. Absent bowel sounds and potassium level of 3.9 mEq/L. 
B.B.B.B. Abdominal cramping and hemoglobin of 14 gm/dL. 
C.C.C.C. Profuse diarrhea and stool specimen shows Campylobacter. 
D.D.D.D. Hard, rigid abdomen and white blood cell count 22,000 mm. 
 
39.39.39.39.    The client has had abdominal surgery and tells the nurse, “I felt as something just gave way in my 

stomach.” Which action should the nurse implement first? 
 
A.A.A.A. Notify the surgeon immediately. 
B.B.B.B. Instruct the client to splint the incision. 
C.C.C.C. Assess for serosanguineous wound drainage. 
D.D.D.D. Administer pain medication intravenously. 
 
40.40.40.40.    The client is one (1) day postoperative major abdominal surgery. Which client problem is priority? 
 
A.A.A.A. Impaired skin integrity. 
B.B.B.B. Fluid and electrolyte imbalance. 
C.C.C.C. Altered bowel elimination. 
D.D.D.D. Altered body image. 
 
41.41.41.41.    The client has a large abdominal wound that has eviscerated. Which intervention should the nurse 

implement? 
 
A.A.A.A. Apply sterile normal saline dressing. 
B.B.B.B. Use sterile gloves to replace protruding parts. 
C.C.C.C. Place the client in the reverse Trendelenburg position. 
D.D.D.D. Administer intravenous antibiotic stat. 
 
42.42.42.42.    The client is diagnosed with peritonitis. Which assessment data indicate the client’s condition is 

improving? 
 
A.A.A.A. The client is using more pain medication on a daily basis. 
B.B.B.B. The client’s nasogastric tube is draining coffee-ground material. 
C.C.C.C. The client has a decrease in temperature and a soft abdomen. 
D.D.D.D. The client has had two (2) soft, formed bowel movements. 
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43.43.43.43.    The client has developed a paralytic ileus after abdominal surgery. Which intervention should the 
nurse include in the plan of care? 

 
A.A.A.A. Administer a laxative of choice. 
B.B.B.B. Encourage client to increase oral fluids. 
C.C.C.C. Encourage the client to take deep breaths. 
D.D.D.D. Maintain a patent nasogastric tube. 
 
44.44.44.44.    The client who has had an abdominal surgery has a Jackson Pratt (JP) drainage tube. Which 

assessment data would warrant immediate intervention by the nurse? 
 
A.A.A.A. The bulb is round and has 40 mL of fluid. 
B.B.B.B. The drainage tube is pinned to the dressing. 
C.C.C.C. The JP insertion site is pink and has no drainage. 
D.D.D.D. The JP bulb has suction and is sunken in. 
 
45.45.45.45.    The post-anesthesia care nurse is caring for a client who has had abdominal surgery. The client is 

complaining of nausea. Which intervention should the nurse implement first? 
 
A.A.A.A. Medicate the client with a narcotic analgesic IVP. 
B.B.B.B. Assess the nasogastric tube for patency. 
C.C.C.C. Check the temperature for elevation. 
D.D.D.D. Hyperextend the neck to prevent stridor. 
 
46.46.46.46.    The nurse is completing the shift assessment on the client recovering from abdominal surgery who has 

a PCA pump. The client has shallow respirations and refuses to deep breathe. Which intervention 
should the nurse implement? 

 
A.A.A.A. Insist that the client take deep breaths. 
B.B.B.B. Notify the surgeon to request a chest x-ray. 
C.C.C.C. Determine the last time the client used the PCA pump. 
D.D.D.D. Administer oxygen 2 L/min via nasal cannula. 
 
47.47.47.47.    The nurse is caring for the following clients on a surgical unit. Which client would the nurse assess 

first? 
 
A.A.A.A. The client who had an inguinal hernia repair and has not voided in four (4) hours. 
B.B.B.B. The client who was admitted with abdominal pain who suddenly has no pain. 
C.C.C.C. The client four (4) hours postoperative abdominal surgery with no bowel sounds. 
D.D.D.D. The client who is one (1) day postoperative appendectomy who is being discharged. 
 
48.48.48.48.    The 84-year-old client comes to the clinic complaining of right lower abdominal pain. Which question 

would be most appropriate for the nurse to ask the client? 
 
A.A.A.A. “When was your last bowel movement?” 
B.B.B.B. “Did you have a high-fat meal last night?” 
C.C.C.C. “How long have you had this pain?” 
D.D.D.D. “Have you been experiencing any gas?” 
 
49.49.49.49.    The female client came to the clinic complaining of abdominal cramping and has had at least 10 

episodes of diarrhea every day for the last 2 days. The client reported that she had been in Mexico on 
a mission trip and just returned yesterday. Which intervention should the nurse implement? 

 
A.A.A.A. Instruct the client to take a cathartic laxative daily. 
B.B.B.B. Encourage the client to drink lots of Gatorade. 
C.C.C.C. Discuss the need to increase protein in the diet. 
D.D.D.D. Explain that the client should weigh herself daily. 
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50.50.50.50.    Which intervention should the nurse include when discussing ways to help prevent potential episodes 
of gastroenteritis from Clostridium botulism? 

 
A.A.A.A. Make sure that all hamburger meat is well cooked. 
B.B.B.B. Ensure that all dairy products are refrigerated. 
C.C.C.C. Discuss that campers should drink only bottled water. 
D.D.D.D. Discard all canned goods that are damaged. 
 
51.51.51.51.    The client is diagnosed with salmonellosis secondary to eating some slightly cooked hamburger meat. 

Which clinical manifestations would the nurse expect the client to report? 
    
A.A.A.A. Abdominal cramping, nausea, and vomiting. 
B.B.B.B. Neuromuscular paralysis and dysphagia. 
C.C.C.C. Gross amounts of explosive bloody diarrhea. 
D.D.D.D. Frequent “rice water stool” with no fecal odor. 
 
52.52.52.52.    The client is diagnosed with gastroenteritis. Which laboratory data would warrant immediate 

intervention by the nurse? 
 
A.A.A.A. A serum sodium level of 137 mEq/L. 
B.B.B.B. An arterial blood gas of pH 7.37, PaO2 95, PaCO2 43, HCO3 24. 
C.C.C.C. A serum potassium level of 3.3 mEq/L. 
D.D.D.D. A stool sample that is positive for fecal leukocytes. 
 
53.53.53.53.    The client diagnosed with gastroenteritis is being discharged from the emergency department. Which 

intervention should the nurse include in the discharge teaching? 
 
A.A.A.A. If diarrhea persists for more than 96 hours, contact the physician. 
B.B.B.B. Instruct the client to wash hands thoroughly before handling any type of food. 
C.C.C.C. Explain the importance of decreasing steroids gradually as instructed. 
D.D.D.D. Discuss how to collect all stool samples for the next 24 hours. 
 
54.54.54.54.    Which medication would the nurse expect the health-care provider to order to treat the client 

diagnosed with botulism secondary to eating contaminated canned goods? 
 
A.A.A.A. An antidiarrheal medication. 
B.B.B.B. An aminoglycoside antibiotic. 
C.C.C.C. An antitoxin medication. 
D.D.D.D. An ACE inhibitor medication. 
 
55.55.55.55.    Which nursing problem is priority for the 76-year-old client diagnosed with gastroenteritis from 

staphylococcal food poisoning? 
 
A.A.A.A. Fluid volume deficit. 
B.B.B.B. Nausea. 
C.C.C.C. Risk for aspiration. 
D.D.D.D. Impaired urinary elimination. 
 
56.56.56.56.    Which assessment data would the nurse expect to find in the client diagnosed with acute 

gastroenteritis? 
 
A.A.A.A. Decreased gurgling sounds on auscultation of the abdominal wall. 
B.B.B.B. A hard, firm edematous abdomen on palpation. 
C.C.C.C. Frequent, small melena-type liquid bowel movements. 
D.D.D.D. Bowel assessment reveals loud, rushing bowel sounds. 
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57.57.57.57.    The 79-year-old client diagnosed with acute gastroenteritis is admitted to the medical unit. Which 
nursing task would be most appropriate for the nurse to delegate to the unlicensed nursing assistant? 

 
A.A.A.A. Evaluate the client’s intake and output. 
B.B.B.B. Take the client’s vital signs. 
C.C.C.C. Change the client’s intravenous solution. 
D.D.D.D. Assess the client’s perianal area. 
 
58.58.58.58.    The nurse has received the A.M. shift report. Which client should the nurse assess first? 
 
A.A.A.A. The 44-year-old client diagnosed with peptic ulcer disease who is complaining of acute epigastric  
     pain. 
B.B.B.B. The 74-year-old client diagnosed with acute gastroenteritis who has had 4 diarrhea stools during the  
     night. 
C.C.C.C. The 65-year-old client diagnosed with inflammatory bowel disease who has a hard, rigid abdomen  
     and elevated temperature. 
D.D.D.D. The 15-year-old client diagnosed with food poisoning who has vomited several times during the  
     night shift. 
 
59.59.59.59.    The client being admitted from the emergency department is diagnosed with a fecal impaction. 

Which nursing intervention should be implemented? 
 
A.A.A.A. Administer an antidiarrheal medication, every day and PRN. 
B.B.B.B. Perform bowel training every two (2) hours. 
C.C.C.C. Administer oil retention enemas. 
D.D.D.D. Prepare for an upper gastrointestinal (UGI) series x-ray. 
 
60.60.60.60.    Which statement made by the client admitted with electrolyte imbalance from frequent cathartic use 

demonstrates an understanding of the discharge teaching? 
 
A.A.A.A. “In the future I will eat a banana every time I take the medication.” 
B.B.B.B. “I don’t have to have a bowel movement every day.” 
C.C.C.C. “I should limit the fluids I drink with my meals.” 
D.D.D.D. “If I feel sluggish, I will eat a lot of cheese and dairy products.” 
 
61.61.61.61.    The client has been experiencing difficulty and straining when expelling feces. Which intervention 

should be taught to the client? 
 
A.A.A.A. Explain that some blood in the stool will be normal for the client. 
B.B.B.B. Instruct the client in manual removal of feces. 
C.C.C.C. Encourage the client to use a cathartic laxative on a daily basis. 
D.D.D.D. Place the client on a high-residue diet. 
 
62.62.62.62.    The client has had a stool that is dark, watery, and shiny in appearance. Which intervention should 

be the nurse’s first action? 
 
A.A.A.A. Check for a fecal impaction. 
B.B.B.B. Encourage the client to drink fluids. 
C.C.C.C. Check the chart for sodium and potassium levels. 
D.D.D.D. Apply a protective barrier cream to the perianal area. 
 
63.63.63.63.    The charge nurse has completed report. Which client should be seen first? 
 
A.A.A.A. The client diagnosed with Crohn’s disease who had 2 semi-formed stools on the previous shift. 
B.B.B.B. The elderly client admitted from another facility who is complaining of constipation. 
C.C.C.C. The client diagnosed with AIDS who had a 200-mL diarrhea stool and has elastic skin tissue turgor. 
D.D.D.D. The client diagnosed with hemorrhoids who had some spotting of bright red blood on the toilet  
     tissue. 
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64.64.64.64.    The dietician and nurse in a long-term care facility are planning the menu for the day. Which foods 
would be recommended for the immobile clients for whom swallowing is not an issue? 

 
A.A.A.A. Cheeseburger and milk shake. 
B.B.B.B. Canned peaches and a sandwich on whole-wheat bread. 
C.C.C.C. Mashed potatoes and mechanically ground red meat. 
D.D.D.D. Biscuits and gravy with bacon. 
 
65.65.65.65.    The nurse, a licensed practical nurse, and an unlicensed nursing assistant are caring for clients on a 

medical floor. Which nursing task would be most appropriate to assign to the licensed practical nurse? 
 
A.A.A.A. Assist the unlicensed nursing assistant to learn to perform blood glucose checks. 
B.B.B.B. Monitor the potassium levels of a client with diarrhea. 
C.C.C.C. Administer a bulk laxative to a client diagnosed with constipation. 
D.D.D.D. Assess the abdomen of a client who has had complaints of pain. 
 
66.66.66.66.    The client is placed on percutaneous gastrostomy (PEG) tube feedings. Which occurrence would 

warrant immediate intervention by the nurse? 
 
A.A.A.A. The client tolerates the feedings being infused at 50 mL/hour. 
B.B.B.B. The client pulls the nasogastric feeding tube out. 
C.C.C.C. The client complains of being thirsty. 
D.D.D.D. The client has green, watery stool. 
 
67.67.67.67.    The nurse is planning the care of a client diagnosed with infectious diarrhea. Which independent 

problem should be included in the plan of care? 
 
A.A.A.A. Risk for hypovolemic shock. 
B.B.B.B. Bacteremia. 
C.C.C.C. Fluid volume deficit. 
D.D.D.D. Increased knowledge of transmission. 
 
68.68.68.68.    The nurse is caring for clients on a medical unit. Which client information should be brought to the 

attention of the HCP immediately? 
 
A.A.A.A. A serum sodium of 139 mEq/L in a client diagnosed with constipation. 
B.B.B.B. The client diagnosed with fecal impaction who had two (2) hard formed stools. 
C.C.C.C. A serum potassium level of 3.0 mEq/L in a client diagnosed with diarrhea. 
D.D.D.D. The client with diarrhea who had two (2) semi-liquid stools totaling 300 mL. 
 
69.69.69.69.    The nurse is caring for the client with active herpes simplex 1 lesions. Which intervention should the 

nurse implement to prevent the spread of the virus? 
 
A.A.A.A. Wash hands completely only before providing care. 
B.B.B.B. Wear clean gloves to prevent transfer of the virus. 
C.C.C.C. Scrub the lesions with soap and water twice daily. 
D.D.D.D. Apply 1% Lidocaine (hydrocortisone) cream to the lesions. 
 
70.70.70.70.    The client receiving antibiotic therapy complains of white, cheesy plaques in the mouth that bleed 

when removed. Which action should the nurse implement? 
 
A.A.A.A. Notify the health-care provider to obtain an antifungal medication. 
B.B.B.B. Explain that the patches will go away naturally in about two (2) weeks. 
C.C.C.C. Instruct the client to rinse the mouth with diluted hydrogen peroxide and water daily. 
D.D.D.D. Allow the client to verbalize feelings about having the plaques. 
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71.71.71.71.    Which instruction should be discussed with the client diagnosed with gastro esophageal reflux disease 
(GERD)? 

 
A.A.A.A. Eat a low-carbohydrate, low-sodium diet. 
B.B.B.B. Lie down for 30 minutes after eating. 
C.C.C.C. Do not eat spicy foods or acidic foods. 
D.D.D.D. Drink two (2) glasses of water before bedtime. 
 
72.72.72.72.    When assessing the oral cavity of an elderly client, which data should the nurse report to the health-

care provider? 
 
A.A.A.A. The client’s tongue is rough and beefy red. 
B.B.B.B. The client’s tonsils are at a _1 on a grading scale. 
C.C.C.C. The client’s mucosa is pink and moist. 
D.D.D.D. The client’s uvula rises with the mouth open. 
 
73.73.73.73.    Which complaint would be significant for the nurse to assess in the adolescent male client who uses 

oral tobacco? 
 
A.A.A.A. The client complains of clear to white sputum. 
B.B.B.B. The client has an episodic blister on the upper lip. 
C.C.C.C. The client complains of a non-healing sore in the mouth. 
D.D.D.D. The client has bilateral ducts at the second molars. 
 
74.74.74.74.    The female client is diagnosed with ulcerative colitis. Which sign/symptom would warrant immediate 

intervention by the nurse? 
 
A.A.A.A. The client has 20 bloody stools a day. 
B.B.B.B. The client’s oral temperature is 99.8_F. 
C.C.C.C. The client’s abdomen is hard and rigid. 
D.D.D.D. The client complains of urinating when she coughs. 
 
75.75.75.75.    Which expected outcome would be appropriate for the client diagnosed with aphthous stomatitis? 
 
A.A.A.A. The client will be able to cope with perceived stress. 
B.B.B.B. The client will consume a balanced diet. 
C.C.C.C. The client will deny any difficulty swallowing. 
D.D.D.D. The client will take antacids as prescribed. 
 
76.76.76.76.    The nurse is administering a proton pump inhibitor to the client diagnosed with peptic ulcer disease. 

Which statement supports the rationale for administering this medication? 
    
A.A.A.A. It prevents the final transport of hydrogen ions into the gastric lumen. 
B.B.B.B. It blocks receptors that control hydrochloric acid secretion by the parietal cells. 
C.C.C.C. It protects the ulcer from the destructive action of the digestive enzyme pepsin. 
D.D.D.D. It neutralizes the hydrochloric acid secreted by the stomach. 
 
77.77.77.77.    Which task can the nurse delegate to the unlicensed nursing assistant to improve the desire to eat in a 

client diagnosed with anorexia? 
 
A.A.A.A. Administer an antiemetic 30 minutes before the meal. 
B.B.B.B. Provide mouth care with lemon glycerin swabs prior to the meal. 
C.C.C.C. Create a social atmosphere by interacting with the client. 
D.D.D.D. Encourage the client’s parents to sit with the client during meals. 
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78.78.78.78.    The male client with rule out colon cancer is two (2) hours post-sigmoidoscopy procedure. Which 
intervention would warrant immediate intervention by the nurse? 

 
A.A.A.A. The client has hyperactive bowel sounds. 
B.B.B.B. The client is eating a hamburger that his family brought. 
C.C.C.C. The client is sleepy and wants to sleep. 
D.D.D.D. The client’s BP is 96/60 and apical pulse is 108. 
 
79.79.79.79.    The nurse identifies the client problem “alteration in gastrointestinal system” for the elderly client. 

Which statement reflects the most appropriate rationale for this diagnosis? 
 
A.A.A.A. Elderly clients have a better mechanical handling of food with dentures. 
B.B.B.B. Elderly clients have an increase in digestive enzymes, which helps with digestion. 
C.C.C.C. Elderly clients have an increased need for laxatives because of a decrease in bile. 
D.D.D.D. Elderly clients have an increase in bacteria in the GI system, resulting in diarrhea. 
 
80.80.80.80.    The nurse in an outpatient clinic is caring for a client who is 67 inches tall and weighs 100 kg. The 

client complains of occasional pyrosis that resolves with standing or with taking antacids. What 
treatment should the nurse expect the HCP to order? 

 
A.A.A.A. Place the client on a weight loss program. 
B.B.B.B. Instruct the client to eat three (3) balanced meals. 
C.C.C.C. Tell the client to take an antiemetic before each meal. 
D.D.D.D. Discuss the importance of decreasing alcohol intake. 
 
81.81.81.81.    The client is one (1) hour postoperative laparoscopic cholecystectomy. Which intervention should the 

nurse implement? 
 
A.A.A.A. Assess the client’s abdominal dressing for bleeding. 
B.B.B.B. Monitor the client’s T-tube output every one (1) hour. 
C.C.C.C. Discuss discharge teaching with the significant other. 
D.D.D.D. Check the client’s upper right quadrant stoma site. 
 
82.82.82.82.    Which information should the nurse teach the client post–barium enema procedure? 
 
A.A.A.A. The client should not eat or drink anything for four (4) hours. 
B.B.B.B. The client should remain on bed rest until the sedative wears off. 
C.C.C.C. The client should take a mild laxative to help expel the barium. 
D.D.D.D. The client will have normal elimination color and pattern immediately. 
 
83.83.83.83.    The client diagnosed with a hiatal hernia has been scheduled for a laparoscopic Nissen fundoplication. 

Which statement indicates that the nurse’s teaching has been effective? 
 
A.A.A.A. “I will have three (3) or four (4) small incisions.” 
B.B.B.B. “I will be able to go home the same day of surgery.” 
C.C.C.C. “I will not have any pain because this is laparoscopic surgery.” 
D.D.D.D. “I will be returning to work the day after my surgery.” 
 
84.84.84.84.    The client has been diagnosed with esophageal diverticula. Which lifestyle modification should be 

taught by the nurse? 
 
A.A.A.A. Raise the foot of the bed to 45 degrees to increase peristalsis. 
B.B.B.B. Eat the evening meal at least two (2) hours prior to bed. 
C.C.C.C. Eat a low-fat, low-cholesterol, high-fiber diet. 
D.D.D.D. Wear an abdominal binder to strengthen the abdominal muscles. 
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85.85.85.85.    Which intervention should the nurse implement specifically for the client in end-stage liver failure 
who is experiencing hepatic encephalopathy? 

 
A.A.A.A. Assess the client’s neurological status. 
B.B.B.B. Prepare to administer a loop diuretic. 
C.C.C.C. Check the client’s stool for bleeding. 
D.D.D.D. Assess the abdominal fluid wave. 
 
86.86.86.86.    Which priority teaching information should the nurse discuss with the client to help prevent 

contracting hepatitis B? 
 
A.A.A.A. Explain the importance of good hand washing. 
B.B.B.B. Tell the client to take the hepatitis B vaccine in three (3) doses. 
C.C.C.C. Tell the client not to ingest unsanitary food or water. 
D.D.D.D. Discuss how to implement standard precautions. 
 
87.87.87.87.    The nurse is working in an emergency department of a community hospital. During the past 2 hours, 

15 clients have been diagnosed with Salmonella food poisoning. Which information should the nurse 
discuss with clients? 

 
A.A.A.A. Explain that the incubation period is 48 to 72 hours. 
B.B.B.B. Explain that the source of this poisoning is contaminated water. 
C.C.C.C. Explain that one (1) source of potential contamination is eggs. 
D.D.D.D. Explain that the bacterial contaminant is from canned foods. 
 
88.88.88.88.    Which intervention should the nurse include when discussing ways to prevent food poisoning? 
 
A.A.A.A. Wash hands for ten (10) seconds after handling raw meat. 
B.B.B.B. Clean all cutting boards between meats and fruits. 
C.C.C.C. Maintain food temperatures at 140_F during extended servings. 
D.D.D.D. Explain that fruits do not require washing prior to eating or preparing. 
 
89.89.89.89.    The nurse is assessing a client complaining of abdominal pain. Which data would support the 

diagnosis of a bowel obstruction? 
 
A.A.A.A. Steady, aching pain in one specific area. 
B.B.B.B. Sharp back pain radiating to the flank. 
C.C.C.C. Sharp pain that increases with deep breaths. 
D.D.D.D. Intermittent colicky pain near the umbilicus. 
 
90.90.90.90.    The nurse is caring for the client scheduled for an abdominal perineal resection for Stage IV colon 

cancer. When preparing the plan of care during surgery, which client problem should the nurse 
include in the plan? 

 
A.A.A.A. Fluid volume deficit. 
B.B.B.B. Impaired tissue perfusion. 
C.C.C.C. Infection of surgical site. 
D.D.D.D. Immunosuppression. 
 
91.91.91.91.    The nurse is assessing the client in end-stage liver failure who has been diagnosed with portal 

hypertension. Which intervention should the nurse include in the plan of care? 
 
A.A.A.A. Assess the abdomen for a tympanic wave. 
B.B.B.B. Monitor the client’s blood pressure. 
C.C.C.C. Percuss the liver for size and location. 
D.D.D.D. Weigh the client twice each week. 
 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

260260260260                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

92.92.92.92.    The nurse is caring for the client diagnosed with ascites from hepatic cirrhosis. What information 
should the nurse report to the health-care provider? 

 
A.A.A.A. A decrease in the client’s daily weight of one (1) pound. 
B.B.B.B. An increase in urine output after administration of a diuretic. 
C.C.C.C. An increase in abdominal girth of two (2) inches. 
D.D.D.D. A decrease in the serum direct bilirubin to 0.6 mg/dL. 
 
93.93.93.93.    The nurse is caring for the client diagnosed with hepatic encephalopathy. Which sign and symptom 

would indicate that the disease is progressing? 
 
A.A.A.A. The client has a decrease in serum ammonia level. 
B.B.B.B. The client is not able to circle choices on the menu. 
C.C.C.C. The client is able to take deep breaths as directed. 
D.D.D.D. The client is now able to eat previously restricted food items. 
 
94.94.94.94.    The nurse is speaking to a support group for clients diagnosed with Crohn’s disease. Which 

information would be most important for the nurse to discuss with the clients? 
 
A.A.A.A. Discuss coping skills that assist with adaptation to lifestyle modifications. 
B.B.B.B. Teach about drug administration, dosages, and scheduled times. 
C.C.C.C. Teach dietary changes necessary to control symptoms. 
D.D.D.D. Explain the care of the colostomy and necessary equipment. 
 
95.95.95.95.    The nurse is caring for a client diagnosed with ulcerative colitis. Which symptom(s) supports this 

diagnosis? 
 
A.A.A.A. Increased appetite and thirst. 
B.B.B.B. Elevated hemoglobin. 
C.C.C.C. Multiple bloody, liquid stools. 
D.D.D.D. Exacerbations unrelated to stress. 
 
96.96.96.96.    The nurse is teaching the client diagnosed with inflammatory bowel disease (IBD) about the 

therapeutic diet. Which food selection would be the best choice for a meal? 
 
A.A.A.A. Roast beef on wheat bread and a milk shake. 
B.B.B.B. Hamburger, French fries, and a Coke. 
C.C.C.C. Pepper steak, brown rice, and iced tea. 
D.D.D.D. Roasted turkey, asparagus, and water. 
 
97.97.97.97.    The elderly client has been diagnosed with acute gastritis. Which client problem would be priority for 

this client? 
 
A.A.A.A. Fluid volume deficit. 
B.B.B.B. Altered nutrition: less than body requirements. 
C.C.C.C. Impaired tissue perfusion. 
D.D.D.D. Alteration in comfort. 
 
98.98.98.98.    The nurse is caring for the client diagnosed with chronic gastritis. Which symptom(s) would support 

this diagnosis? 
 
A.A.A.A. Rapid onset of mid-sternal discomfort. 
B.B.B.B. Epigastric pain relieved by eating food. 
C.C.C.C. Dyspepsia and hematemesis. 
D.D.D.D. Nausea and projectile vomiting. 
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99.99.99.99.    The nurse identifies the client problem of “fluid volume deficit” for a client diagnosed with gastritis. 
Which intervention should be included in the plan of care? 

 
A.A.A.A. Obtain permission for a blood transfusion. 
B.B.B.B. Prepare the client for total parenteral nutrition. 
C.C.C.C. Monitor the client’s lung sounds every shift. 
D.D.D.D. Assess the client’s intravenous site. 
 
100.100.100.100.    The nurse working in a skilled nursing facility is collaborating with the dietician concerning the 

meals of a client who is immobile. Which foods would be most appropriate for this client? 
 
A.A.A.A. Oatmeal and wheat toast. 
B.B.B.B. Cream of wheat and biscuits. 
C.C.C.C. Cottage cheese and canned peaches. 
D.D.D.D. Tuna on croissant and applesauce. 
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GASTROINTESTINAL SYSTEM ANSWER AND RATIONALEGASTROINTESTINAL SYSTEM ANSWER AND RATIONALEGASTROINTESTINAL SYSTEM ANSWER AND RATIONALEGASTROINTESTINAL SYSTEM ANSWER AND RATIONALE    
 
1.1.1.1.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The client should be on a regular diet, and the colostomy will have been working for several days prior 
to discharge. The client’s statement indicates the need for further teaching. 
  
2.2.2.2.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The American Cancer Society recommends a colonoscopy at age 50 and every five 5 to10 years thereafter 
and a flexible sigmoidoscopy and barium enema every 5 years. 
 
3.3.3.3.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
A pouch that becomes dislodged during the sexual act would cause embarrassment for the client whose 
body image has already been dealt a blow. 
 
4.4.4.4.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
This client has an intestinal blockage from a solid tumor blocking the colon. Although the client needs to 
be cleaned out for the colonoscopy, this would cause severe cramping without a reasonable benefit to the 
client and could cause a medical emergency. 
 
5.5.5.5.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Refusing to turn, deep breathe, and cough puts the client at risk for pneumonia. This client needs 
immediate intervention to prevent complications. 
 
6.6.6.6.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A heating pad should be applied for 15 to 20 minutes to assist the migration of the CO2 used to insufflate 
the abdomen. 
 
7.7.7.7.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
After removal of the gallbladder, some clients experience abdominal discomfort when eating fatty foods. 
 
8.8.8.8.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
This intervention would be appropriate for the nursing assistant to implement. 
 
9.9.9.9.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A UGI requires the client to swallow barium, which passes through the intestines, making the stools a 
chalky white color. 
 
10.10.10.10.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The endoscopic retrograde cholangio pancreatogram (ERCP) requires that an anesthetic spray be used 
prior to insertion of the endoscope. If medications, food, or fluid is given orally prior to the return of the 
gag reflex, the client may aspirate, causing pneumonia that could be fatal. 
 
11.11.11.11.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
This would be an expected outcome for the client scheduled for surgery. This indicates that preoperative 
teaching has been effective. 
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12.12.12.12.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Clients having abdominal pain frequently have shallow respirations. When assessing clients for pain, the 
nurse should discuss pain medication with any client who has shallow respirations. 
 
13.13.13.13.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
This value would be elevated in clients with chronic inflammation. 
 
14.14.14.14.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Acute pain management is the highest priority client problem after surgery because pain may indicate a 
life-threatening problem. 
 
15.15.15.15.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Turning the client to the side to assess the amount of drainage and possible bleeding is important prior to 
contacting the surgeon. 
 
16.16.16.16.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
“Flu-like” symptoms are the first complaints of the client in the preicteric phase of hepatitis, which is the 
initial phase and may begin abruptly or insidiously. 
 
17.17.17.17.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
The hepatitis A virus is in the stool of infected people up to two (2) weeks before symptoms develop. 
 
18.18.18.18.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Standard Precautions apply to blood, all body fluids, secretions, and excretions, except sweat, regardless 
of whether they contain visible blood. 
 
19.19.19.19.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Hepatitis A is transmitted via the fecal–oral route. Good hand washing helps to prevent its spread. 
 
20.20.20.20.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Adequate rest is needed for maintaining optimal immune function. 
 
21.21.21.21.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Milk thistle has an active ingredient, silymarin, which has been used to treat liver disease for more than 
2000 years. It is a powerful oxidant and promotes liver cell growth. 
 
22.22.22.22.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Sufficient energy is required for healing. 
Adequate carbohydrate intake can spare protein. The client should eat approximately 16 carbohydrate 
kilocalories for each kilogram of ideal body weight daily. 
 
23.23.23.23.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
The nurse should first clean the needle stick with soap and water to help remove any virus that is on the 
skin. 
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24.24.24.24.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Bilirubin, the byproduct of red blood cell destruction, is metabolized in the liver and excreted via the 
feces, which is what gives the feces the dark color. If the liver is damaged, the bilirubin is excreted via the 
urine and skin. 
 
25.25.25.25.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
The client needs to understand that some\ types of cough syrup have alcohol and all alcohol must be 
avoided to prevent further injury to the liver; therefore this statement requires intervention. 
 
26.26.26.26.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The nursing assistant can assist a client to the bedside commode. 
 
27.27.27.27.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
While the balloons are inflated, the client must not be left unattended in case they become dislodged and 
occlude the airway. 
This is a safety issue. 
 
28.28.28.28.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Direct pressure is applied to the site, and then the client is placed on the right side to maintain site 
pressure. 
 
29.29.29.29.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Ammonia is a byproduct of protein metabolism and contributes to hepatic encephalopathy. Reducing 
protein intake should decrease ammonia levels. 
 
30.30.30.30.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client is at risk for hypovolemia; therefore, vital signs will be assessed frequently to monitor for signs 
of hemorrhaging. 
 
31.31.31.31.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Hot water increases pruritus, and soap will cause dry skin, which increases pruritus; therefore, the nurse 
should discuss this with the assistant. 
 
32.32.32.32.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Excess fluid volume could be secondary to portal hypertension. Therefore, no increase in abdominal girth 
would be an appropriate short-term goal, indicating no excess of fluid volume. 
 
33.33.33.33.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Clay-colored stools and hemorrhoids are gastrointestinal effects of liver failure. 
 
34.34.34.34.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The nurse must know when the client had the last alcoholic drink to be able to determine when and if the 
client will experience delirium tremens, the physical withdrawal from alcohol. 
 
35.35.35.35.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Blood in the intestinal tract is digested as a protein, which increases serum ammonia levels and increases 
the risk of developing hepatic encephalopathy. 
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36.36.36.36.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
This is the main reason the HCP decreases the client’s medication dose, and it is an explanation 
appropriate for the client. 
 
37.37.37.37.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
There is no instrument that can be used at home to test daily ammonia levels. The ammonia level is a 
serum level that requires venipuncture and laboratory diagnostic equipment. 
 
38.38.38.38.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
A hard, rigid abdomen indicates an inflamed peritoneum (abdominal wall cavity) resulting from an 
infection, which results in an elevated WBC level. 
 
39.39.39.39.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Assessing the surgical incision is the first intervention because this may indicate the client has wound 
dehiscence. 
 
40.40.40.40.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
After abdominal surgery, the body distributes fluids to the affected area as part of the healing process. 
These fluids are shifted from the intravascular compartment to the interstitial space, which causes 
potential fluid and electrolyte imbalance. 
 
41.41.41.41.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Evisceration is a life-threatening condition in which the abdominal contents have protruded through the 
ruptured incision. The nurse must protect the bowel from the environment by placing a sterile normal 
saline dressing on it. The saline prevents the intestines from drying out and necrosing. 
 
42.42.42.42.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Because the signs of peritonitis are elevated temperature and rigid abdomen, a reversal of these signs 
would indicate the client is getting better. 
 
43.43.43.43.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
A paralytic ileus is the absence of peristalsis; therefore the bowel will be unable to process any oral intake. 
A nasogastric tube is inserted to decompress the bowel until there is surgical intervention or bowel sounds 
return spontaneously. 
 
44.44.44.44.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
The JP bulb should be depressed, which indicates suction is being applied. A round bulb indicates that the 
bulb is full and needs to be emptied and suction reapplied. 
 
45.45.45.45.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A client who has had abdominal surgery usually has a nasogastric tube (NGT) in place. If the NGT is not 
patent, this will cause nausea. Irrigating the NGT may relieve nausea. 
 
46.46.46.46.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Shallow respirations and refusal to deep breathe could be the result of abdominal pain. The nurse should 
assess the client for pain and determine the last time the PCA pump was used. 
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47.47.47.47.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
This could indicate a ruptured appendix, which could lead to peritonitis, a life threatening complication; 
therefore, the nurse should assess this client first. 
 
48.48.48.48.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Elderly clients usually display a high tolerance to pain and frequently may have a ruptured appendix with 
minimal pain, therefore the nurse should assess the characteristic and etiology of the pain. 
 
49.49.49.49.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The client probably has traveler’s diarrhea, and oral rehydration is the preferred choice for replacing fluids 
lost as a result of diarrhea. 
An oral glucose electrolyte solution, such as Gatorade, All-Sport, or Pedialyte, is recommended. 
 
50.50.50.50.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale: 
Any food that is discolored or comes from a can or jars that has been damaged or does not have a tight 
seal should be destroyed without tasting or touching it. 
 
51.51.51.51.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Symptoms develop 8 to 48 hours after ingesting the Salmonella bacteria and include diarrhea, abdominal 
cramping, nausea, and vomiting, along with low-grade fever, chills, and weakness. 
 
52.52.52.52.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
In gastroenteritis, diarrhea often results in metabolic acidosis and loss of potassium. 
The normal serum potassium level is 3.5–5.5 mEq/L; therefore a 3.3 mEq/L would require immediate 
intervention. Hypokalemia (a low potassium level) can lead to life-threatening cardiac dysrhythmias. 
 
53.53.53.53.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
This should be done by the client at all times, but especially when the client has gastroenteritis. The 
bacteria in feces may be transferred to other people via food if hands are not washed properly. 
 
54.54.54.54.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A botulism antitoxin neutralizes the circulating toxin and is prescribed for a client with botulism. 
 
55.55.55.55.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Fluid volume deficit secondary to diarrhea is the priority because of the potential for metabolic acidosis 
and hypokalemia, which are both life threatening, especially in the elderly. 
 
56.56.56.56.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Borborygmi, or loud, rushing bowel sounds, indicates increased peristalsis, which occurs in clients with 
diarrhea and is the primary clinical manifestation in a client diagnosed with acute gastroenteritis. 
 
57.57.57.57.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The assistant can take the vital signs for a client who is stable; the nurse must interpret and evaluate the 
vital signs. 
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58.58.58.58.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A hard, rigid abdomen and an elevated temperature are abnormal in any circumstance and the nurse 
should assess this client first. These are clinical manifestations of peritonitis, a potentially life threatening 
condition. 
 
59.59.59.59.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Oil retention enemas will help to soften the feces and evacuate the stool. 
 
60.60.60.60.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
It is not necessary to have a bowel movement every day to have normal bowel functioning. 
 
61.61.61.61.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
A high-residue diet provides bulk for the colon to use in removing the waste products of metabolism. 
Bulk laxatives and fiber from vegetables and bran assist the colon to work more effectively. 
 
62.62.62.62.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
This is a symptom of diarrhea moving around an impaction higher up in the colon. The nurse should 
assess for an impaction when observing this finding. 
 
63.63.63.63.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
This client has just arrived so the nurse does not know if the complaint is valid and needs intervention 
unless this client is seen and assessed. The elderly have difficulty with constipation as a result of decreased 
gastric motility, medications, poor diet, and immobility. 
 
64.64.64.64.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Canned peaches are soft and can be chewed and swallowed easily while providing some fiber, and whole
-wheat bread is higher in fiber than white bread. These foods will be helpful for clients whose gastric 
motility is slowed as a result of lack of exercise or immobility. 
 
65.65.65.65.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The licensed practical nurse could administer a laxative. 
 
66.66.66.66.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
This client needs to be cleaned immediately; the abdomen must be assessed; and a determination must be 
made regarding the type of feeding and the additives and medications being administered and skin 
damage occurring. This client is priority. 
 
67.67.67.67.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The treatment of a fluid volume deficit is an independent nursing problem; the nurse can assess and 
intervene with oral fluids. 
 
68.68.68.68.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Normal potassium levels are 3.5–5.5 mEq/L. The level stated in this option is below normal. Imbalances 
in potassium levels can be caused by diarrhea and can cause cardiac    dysrhythmias. 
 
69.69.69.69.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Clean gloves should be worn when providing care to prevent the transfer of the herpes simplex 1 virus. 
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70.70.70.70.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Candidiasis, or thrush, presents as white, cheesy plaques that bleed if rubbed and is a side effect of 
antibiotic therapy. Candidiasis is treated with antifungal solution, which is swished around the mouth, 
held for at least one (1) minute, and then swallowed. Candidiasis can be prevented if acidophilus is 
administered concurrently with antibiotic therapy. 
 
71.71.71.71.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client should avoid irritants, such as spicy foods or acidic foods, as well as alcohol, caffeine, and 
tobacco, because they increase gastric secretions. 
 
72.72.72.72.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A rough, beefy-red tongue may indicate that the client has pernicious anemia and should be evaluated by 
the health-care provider. 
 
73.73.73.73.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Presence of any non-healing sore on the lips or mouth may be oral cancer, the risk for which is increased 
by using oral tobacco. 
 
74.74.74.74.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A hard, rigid abdomen indicates peritonitis, which is a complication of ulcerative colitis and warrants 
immediate intervention. 
 
75.75.75.75.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The cause of canker sores, aphthous stomatitis, is unknown. The small ulcerations of the soft oral tissue 
are linked to stress, trauma, allergies, viral infections, and metabolic disorders. Therefore, being able to 
cope with stress would be a desired outcome. 
 
76.76.76.76.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
This is the rationale for proton pump inhibitors. 
 
77.77.77.77.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The NA assisting the client with meals needs to increase interaction to improve the client’s appetite and 
make it an enjoyable occasion. 
 
78.78.78.78.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
These are signs/symptoms of hypovolemic shock that require immediate intervention by the nurse. 
 
79.79.79.79.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
When the motility of the gastrointestinal tract decreases, bacteria remain in the gut longer and multiply, 
which results in diarrhea. 
 
80.80.80.80.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Obesity increases the risk of pyrosis (heartburn); therefore losing weight could help decrease the incidents. 
 
81.81.81.81.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A laparoscopic cholecystectomy is done in day surgery. The nurse must make sure the significant others 
taking care of the client are knowledgeable of postoperative care. 
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82.82.82.82.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The nurse needs to teach the client to take a mild laxative to help evacuate the barium and return to the 
client’s normal bowel routine. Failure to pass the barium could cause constipation when the barium 
hardens. 
 
83.83.83.83.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
In a laparoscopic Nissen fundoplication, there are four (4) to five (5) incisions approximately one (1) inch 
apart that allow for the passage of equipment to visualize the abdominal organs and perform the 
operation. 
 
84.84.84.84.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The evening meal should be eaten at least 2 hours prior to retiring. Small, frequent meals and semi-soft 
foods ease the passage of food, which can decrease signs and symptoms of the disease process. 
 
85.85.85.85.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The increased serum ammonia level associated with liver failure causes the hepatic encephalopathy, 
which, in turn, leads to neurological deficit. 
 
86.86.86.86.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The hepatitis B vaccine will prevent the client from contracting this disease. 
 
87.87.87.87.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Eggs, poultry, pet turtles, and chickens are sources of the Salmonellae bacteria, which cause food 
poisoning. 
 
88.88.88.88.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Foods that are being served for an extended time should be kept at 140˚F. 
 
89.89.89.89.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Intermittent and colicky pain located near the umbilicus is indicative of a small bowel obstruction; lumbar 
pain is indicative of colon involvement. 
 
90.90.90.90.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The perfusion of the surgical site is compromised as a result of the surgical incision, especially when a graft 
is used. 
 
91.91.91.91.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A client who has been diagnosed with portal hypertension should be assessed for a fluid wave to check 
for ascites. 
 
92.92.92.92.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
An increase in abdominal girth would indicate that the ascites is increasing, meaning that the client’s 
condition is becoming more serious and should be reported to the health-care provider. 
 
93.93.93.93.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The inability to circle food items on the menu indicates deterioration in the client’s cognitive status. 
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94.94.94.94.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The objectives for support groups are to help members cope with chronic diseases and help manage 
symptom control. 
 
95.95.95.95.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Clients report as many as 10 to 20 liquid bloody stools in a day. 
 
96.96.96.96.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Meats can be eaten if prepared by roasting, baking, or broiling. Vegetables should be cooked, not raw, 
and skins should be removed. A low-residue diet should be eaten. 
 
97.97.97.97.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Pediatric and geriatric clients are the most at risk for fluid volume and electrolyte imbalances, and the 
nurse should always be alert to this possible complication. 
 
98.98.98.98.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Chronic pain in the epigastric area that is relieved by ingesting food is sign of chronic gastritis. 
 
99.99.99.99.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
This would be the most appropriate intervention to implement because fluid infusion is the treatment of 
choice for this problem. The effectiveness of the client’s treatment would be altered if the intravenous site 
becomes infected or infiltrated. 
 
100.100.100.100.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Oatmeal and wheat toast are high-fiber foods that are recommended for clients who are immobile to 
help prevent constipation. 
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GENITOURINARY SYSTEM DISORDERSGENITOURINARY SYSTEM DISORDERSGENITOURINARY SYSTEM DISORDERSGENITOURINARY SYSTEM DISORDERS    
 
1.1.1.1.    The client is experiencing urinary incontinence. Which intervention should the nurse implement? 
 
A.A.A.A. Teach the client to drink prune juice weekly. 
B.B.B.B. Encourage the client to eat a high-fiber diet. 
C.C.C.C. Discuss the need to urinate every six (6) hours. 
D.D.D.D. Administer diuretics at 2100 every day. 
 
2.2.2.2.    Which information would indicate to the nurse that teaching about treatment of urinary incontinence 

has been effective? 
 
A.A.A.A. The client prepares a scheduled voiding plan. 
B.B.B.B. The client verbalizes the need to increase fluid intake. 
C.C.C.C. The client explains how to perform pelvic floor exercises. 
D.D.D.D. The client attempts to retain the vaginal cone in place the entire day. 
 
3.3.3.3.    Which intervention should the nurse implement first for the client diagnosed with urinary 

incontinence? 
 
A.A.A.A. Palpate the bladder after an incontinent episode to assess for urinary retention. 
B.B.B.B. Administer oxybutynin, an anticholinergic agent, to decrease bladder contractions. 
C.C.C.C. Prepare the client for surgical intervention to repair the problem. 
D.D.D.D. Administer a cognitive function examination to determine abilities to function. 
 
4.4.4.4.    The client recovering from a prostatectomy has been experiencing stress incontinence. Which 

independent nursing intervention should the nurse discuss with the client? 
 
A.A.A.A. Establish a set voiding frequency of every 2 hours while awake. 
B.B.B.B. Encourage a family member to check every 2 hours and assist the client to void. 
C.C.C.C. Apply a transurethral electrical stimulator to relieve symptoms of urinary urgency. 
D.D.D.D. Discuss the use of a “bladder drill,” including a timed voiding schedule. 
 
5.5.5.5.    The nurse is preparing the plan of care for the client diagnosed with a neurogenic flaccid bladder. 

Which expected outcome would be appropriate for this client? 
 
A.A.A.A. The client has conscious control over bladder activity. 
B.B.B.B. The client’s bladder does not become over distended. 
C.C.C.C. The client has bladder sensation and no discomfort. 
D.D.D.D. The client is able to check for bladder location in relation to the umbilicus. 
 
6.6.6.6.    Which intervention would be the most important before attempting to catheterize a client? 
 
A.A.A.A. Determine the client’s history of catheter use. 
B.B.B.B. Evaluate the level of anxiety of the client. 
C.C.C.C. Verify that the client is not allergic to latex. 
D.D.D.D. Assess the client’s sensation level and ability to void. 
 
7.7.7.7.    Which client should not be assigned to an unlicensed nursing assistant (NA) working on a surgical 

floor? 
 
A.A.A.A. The client with a suprapubic catheter inserted yesterday. 
B.B.B.B. The client who has had an indwelling catheter for the past week. 
C.C.C.C. The client who is on a bladder-training regimen. 
D.D.D.D. The client who had a catheter removed this morning and is being discharged. 
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8.8.8.8.    The nurse is caring for an elderly client who has an indwelling catheter. Which data warrant further 
investigation? 

 
A.A.A.A. The client’s temperature is 98.0_F. 
B.B.B.B. The client has become confused and irritable. 
C.C.C.C. The client’s urine is clear and light yellow. 
D.D.D.D. The client has no discomfort or pain. 
 
9.9.9.9.    The nurse is observing the unlicensed nursing assistant (NA) provide direct care to a client with a 

Foley catheter. Which data warrant immediate intervention by the nurse? 
 
A.A.A.A. The NA secures the tubing to the client’s leg with tape. 
B.B.B.B. The NA provides catheter care with the client’s bath. 
C.C.C.C. The NA positions the collection bag on the client’s bed. 
D.D.D.D. The NA cares for the catheter after washing the hands. 
 
10.10.10.10.    Which intervention should the nurse implement when caring for the client with a nephrostomy tube? 
 
A.A.A.A. Change the dressing only if soiled by urine. 
B.B.B.B. Clean the end of the tubing and the connecting tube with Betadine. 
C.C.C.C. Clean the drainage system every day with bleach and water. 
D.D.D.D. Assess the tube for kinks to prevent obstruction. 
 
11.11.11.11.    The client is 12 hours postoperative renal surgery. Which data warrant immediate intervention by the 

nurse? 
 
A.A.A.A. The abdomen is soft, non-tender, and rounded. 
B.B.B.B. Pain is not felt with dorsal flexion of the foot. 
C.C.C.C. The urine output is 60 mL for the past two hours. 
D.D.D.D. The trough vancomycin level is 24 mcg/mL. 
 
12.12.12.12.    The nurse is teaching the client diagnosed with tuberculosis of the urinary tract prior to discharge. 

Which information should the nurse include specific to this diagnosis? 
 
A.A.A.A. Instruct the client to take the medication with food. 
B.B.B.B. Explain that condoms should be used during treatment. 
C.C.C.C. Discuss the need for follow-up chest x-rays. 
D.D.D.D. Encourage a well-balanced diet and fluid intake. 
 
13.13.13.13.    The nurse is assessing a client diagnosed with urethral strictures. Which data support the diagnosis? 
 
A.A.A.A. Complaints of frequency and urgency. 
B.B.B.B. Clear yellow drainage from the urethra. 
C.C.C.C. Complaints of burning during urination. 
D.D.D.D. A diminished force and stream during voiding. 
 
14.14.14.14.    The nurse is providing discharge teaching to the client diagnosed with polycystic kidney disease. 

Which statement made by the client indicates that the teaching has been effective? 
 
A.A.A.A. “I need to avoid any activity that may pose a risk for injury to my kidney.” 
B.B.B.B. “I should avoid taking medications that treat high blood pressure.” 
C.C.C.C. “When I urinate there may be normal blood streaks in my urine.” 
D.D.D.D. “I don’t need to report any burning during urination or frequency.” 
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15.15.15.15.    The nurse has been assigned to train the unlicensed nursing assistant about prioritizing care. Which 
client should the nurse instruct the unlicensed nursing assistant to see first? 

 
A.A.A.A. The client who needs both sequential compression devices removed. 
B.B.B.B. The elderly woman who needs assistance ambulating to the bathroom. 
C.C.C.C. The surgical client who needs help changing the gown after bathing. 
D.D.D.D. The male client who needs the intravenous fluid discontinued. 
 
16.16.16.16.    The nurse is caring for the client recovering from a percutaneous renal biopsy. Which data indicate 

that the client is complying with client teaching? 
 
A.A.A.A. The client lies flat in the supine position for 12 hours. 
B.B.B.B. The client continues oral fluids restriction while on bed rest. 
C.C.C.C. The client’s family changed the dressing on return to the room. 
D.D.D.D. The family activates the patient-controlled analgesia pump. 
 
17.17.17.17.    Which intervention should the nurse implement for the client who has had an ileal conduit? 
 
A.A.A.A. Pouch the stoma with a one (1)-inch margin around the stoma. 
B.B.B.B. Refer the client to the United Ostomy Association for discharge teaching. 
C.C.C.C. Report to the health-care provider any decrease in urinary output. 
D.D.D.D. Monitor the stoma for signs and symptoms of infection every shift. 
 
18.18.18.18.    Which outcome should the nurse identify for the client diagnosed with fluid volume excess? 
 
A.A.A.A. The client will void a minimum of 30 mL per hour. 
B.B.B.B. The client will have elastic skin turgor. 
C.C.C.C. The client will have no adventitious breath sounds. 
D.D.D.D. The client will have a serum creatinine of 1.4 mg/dL. 
 
19.19.19.19.    The nurse is caring for a client diagnosed with rule out nephrotic syndrome. Which intervention 

should be included in the plan of care? 
 
A.A.A.A. Monitor the urine for bright-red bleeding. 
B.B.B.B. Evaluate the calorie count of the 500-mg protein diet. 
C.C.C.C. Assess the client’s sacrum for dependent edema. 
D.D.D.D. Monitor for a high serum albumin level. 
 
20.20.20.20.    The nurse is preparing a teaching care plan for the client diagnosed with nephritic syndrome. Which 

intervention should the nurse include? 
 
A.A.A.A. Discontinue the use of steroid therapy immediately if symptoms develop. 
B.B.B.B. Take diuretics as needed to treat the dependent edema in ankles. 
C.C.C.C. Increase the intake of dietary sodium every day to decrease fluid retention. 
D.D.D.D. Report any decrease in daily weight during treatment to the HCP. 
 
21.21.21.21.    Which intervention would be the most important for the nurse to implement for the client with a left 

nephrectomy? 
 
A.A.A.A. Assess the intravenous fluids for rate and volume. 
B.B.B.B. Change surgical dressing every day at the same time. 
C.C.C.C. Monitor the client’s medication levels daily. 
D.D.D.D. Monitor the percentage of each meal eaten. 
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22.22.22.22.    An infant has just returned to the nursing unit following a surgical repair of a cleft lip located on the 
right side of the lip. The nurse places the infant in which best position? 

 
A.A.A.A. Prone position 
B.B.B.B. Supine position 
C.C.C.C. Left lateral position 
D.D.D.D. Right lateral position 
 
23.23.23.23.    A nurse reviews the record of a newborn infant and notes that a diagnosis of esophageal atresia with 

tracheoesophageal fistula is suspected. The nurse expects to note which most likely sign of this 
condition documented in the record? 

 
A.A.A.A. Incessant crying 
B.B.B.B. Coughing at nighttime 
C.C.C.C. Choking with feedings 
D.D.D.D. Severe projectile vomiting 
 
24.24.24.24.    A nurse provides feeding instructions to a mother of an infant diagnosed with gastroesophageal 

reflux. To assist in reducing the episodes of emesis, the nurse tells the mother to: 
 
A.A.A.A. Provide less frequent, larger feedings. 
B.B.B.B. Burp the infant less frequently during feedings. 
C.C.C.C. Thin the feedings by adding water to the formula. 
D.D.D.D. Thicken the feedings by adding rice cereal to the formula. 
 
25.25.25.25.    A nurse admits a child to the hospital with a diagnosis of pyloric stenosis. On admission assessment, 

which data would the nurse expect to obtain when asking the mother about the child's symptoms? 
 
A.A.A.A. Watery diarrhea 
B.B.B.B. Projectile vomiting 
C.C.C.C. Increased urine output 
D.D.D.D. Vomiting large amounts of bile 
 
26.26.26.26.    A home care nurse instructs the mother about dietary measures for a 5-year-old child with lactose 

intolerance. The nurse tells the mother that it is necessary to provide which dietary supplement in the 
child's diet? 

 
A.A.A.A. Fats 
B.B.B.B. Zinc 
C.C.C.C. Protein 
D.D.D.D. Calcium 
 
27.27.27.27.    A nurse provides home care instructions to the parents of a child with celiac disease. The nurse 

teaches the parents to include which food item in the child's diet? 
 
A.A.A.A. Rice 
B.B.B.B. Oatmeal 
C.C.C.C. Rye toast 
D.D.D.D. Wheat bread 
 
28.28.28.28.    A nurse is preparing to care for a child with a diagnosis of intussusception. The nurse reviews the 

child's record and expects to note which symptom of this disorder documented? 
 
A.A.A.A. Watery diarrhea 
B.B.B.B. Ribbon-like stools 
C.C.C.C. Profuse projectile vomiting 
D.D.D.D. Bright red blood and mucus in the stools 
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29.29.29.29.    A child is receiving succimer (Chemet) for the treatment of lead poisoning. A nurse monitors which of 
the following most important laboratory results? 

 
A.A.A.A. Potassium level 
B.B.B.B. Blood urea nitrogen level 
C.C.C.C. Red blood cell count 
D.D.D.D. White blood cell count 
 
30.30.30.30.    A clinic nurse reviews the record of a 3-week-old infant and notes that the physician has documented 

a diagnosis of suspected Hirschsprung's disease. The nurse reviews the assessment findings 
documented in the record, knowing that which symptom most likely led the mother to seek health 
care for the infant 

 
A.A.A.A. Diarrhea 
B.B.B.B. Projectile vomiting 
C.C.C.C. Regurgitation of feedings 
D.D.D.D. Foul-smelling ribbon-like stools 
 
31.31.31.31.    A child is hospitalized because of persistent vomiting and the nurse monitors the child closely for: 
 
A.A.A.A. Diarrhea. 
B.B.B.B. Metabolic acidosis. 
C.C.C.C. Metabolic alkalosis. 
D.D.D.D. Hyperactive bowel sounds. 
 
32.32.32.32.    A nurse is caring for a newborn infant with a suspected diagnosis of imperforate anus. The nurse 

monitors the infant, knowing that which of the following is a clinical manifestation associated with 
this disorder? 

 
A.A.A.A. Bile-stained fecal emesis 
B.B.B.B. The passage of currant jelly–like stools 
C.C.C.C. Failure to pass meconium stool in the first 24 hours after birth 
D.D.D.D. Sausage-shaped mass palpated in the upper right abdominal quadrant 
 
33.33.33.33.    A nurse has been assigned to care for a neonate just delivered who has gastroschisis. Which nursing 

diagnosis would have the highest priority at this time? 
 
A.A.A.A. Risk of infection 
B.B.B.B. Risk for impaired parenting 
C.C.C.C. Risk for disorganized infant behavior 
D.D.D.D. Risk for impaired urinary elimination 
 
34.34.34.34.    The client with acute renal failure has a serum potassium level of 6.0 mEq/L. The nurse would plan 

which of the following as a priority action?  
 
A.A.A.A. Check the sodium level. 
B.B.B.B. Place the client on a cardiac monitor. 
C.C.C.C. Encourage increased vegetables in the diet. 
D.D.D.D. Allow an extra 500 mL of fluid intake to dilute the electrolyte concentration. 
 
35.35.35.35.    The client with chronic renal failure who is scheduled for hemodialysis this morning is due to receive 

a daily dose of enalapril (Vasotec). The nurse should plan to administer this medication:  
 
A.A.A.A. During dialysis 
B.B.B.B. Just before dialysis 
C.C.C.C. The day after dialysis 
D.D.D.D. On return from dialysis 
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36.36.36.36.    The client with chronic renal failure has an indwelling abdominal catheter for peritoneal dialysis. The 
client spills water on the catheter dressing while bathing. The nurse should immediately:  

 
A.A.A.A. Change the dressing. 
B.B.B.B. Reinforce the dressing. 
C.C.C.C. Flush the peritoneal dialysis catheter. 
D.D.D.D. Scrub the catheter with povidone-iodine. 
 
37.37.37.37.    The client being hemodialyzed suddenly becomes short of breath and complains of chest pain. The 

client is tachycardic, pale, and anxious. The nurse suspects air embolism. The priority action for the 
nurse is to:  

 
A.A.A.A. Discontinue dialysis and notify the physician. 
B.B.B.B. Monitor vital signs every 15 min for the next hr. 
C.C.C.C. Continue dialysis at a slower rate after checking the lines for air. 
D.D.D.D. Bolus the client with 500 mL of normal saline to break up the air embolus. 
 
38.38.38.38.    The nurse has completed client teaching with the hemodialysis client about self-monitoring between 

hemodialysis treatments. The nurse determines that the client best understands the information if the 
client states to record daily the:  

 
A.A.A.A. Amount of activity 
B.B.B.B. Pulse and respiratory rate 
C.C.C.C. Intake and output and weight 
D.D.D.D. Blood urea nitrogen and creatinine levels 
 
39.39.39.39.    The client with an external arteriovenous shunt in place for hemodialysis is at risk for bleeding. The 

priority nurse action would be to:  
 
A.A.A.A. Check the shunt for the presence of bruit and thrill. 
B.B.B.B. Observe the site once as time permits during the shift. 
C.C.C.C. Check the results of the prothrombin time as they are determined. 
D.D.D.D. Ensure that small clamps are attached to the arteriovenous shunt dressing. 
 
40.40.40.40.    The client with urolithiasis has a history of chronic urinary tract infections. The nurse plans teaching 

the client to avoid which of the following?  
 
A.A.A.A. Long-term use of antibiotics 
B.B.B.B. Wearing synthetic underwear and pantyhose 
C.C.C.C. High-phosphate foods, such as dairy products 
D.D.D.D. Foods that make the urine more acidic, such as cranberries. 
 
41.41.41.41.    The client arrives at the emergency department with complaints of low abdominal pain and 

hematuria. The client is afebrile. The nurse next assesses the client to determine a history of:  
 
A.A.A.A. Pyelonephritis 
B.B.B.B. Glomerulonephritis 
C.C.C.C. Trauma to the bladder or abdomen 
D.D.D.D. Renal cancer in the client's family 
 
42.42.42.42.    The client is admitted to the emergency department following a motor vehicle accident. The client 

was wearing a lap seat belt when the accident occurred and now the client has hematuria and lower 
abdominal pain. To assess further whether the pain is caused by bladder trauma, the nurse asks the 
client if the pain is referred to which of the following areas?  

 
A.A.A.A. Hip 
B.B.B.B. Shoulder 
C.C.C.C. Umbilicus 
D.D.D.D. Costovertebral angle 
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43.43.43.43.    The Nigella is admitted to the emergency department following a fall from a horse and the physician 
orders insertion of a Foley catheter.  While preparing for the procedure, the nurse notes blood at the 
urinary meatus. The nurse should:  

 
A.A.A.A. Notify the physician. 
B.B.B.B. Use a smaller size of catheter. 
C.C.C.C. Administer pain medication before inserting the catheter. 
D.D.D.D. Use extra povidone-iodine solution in cleansing the meatus. 
 
44.44.44.44.    Nurse Jamir is assessing the patency of a client's left arm arteriovenous fistula prior to initiating 

hemodialysis. Which finding indicates that the fistula is patent?  
 
A.A.A.A. Palpation of a thrill over the fistula 
B.B.B.B. Presence of a radial pulse in the left wrist 
C.C.C.C. Absence of a bruit on auscultation of the fistula 
D.D.D.D. Capillary refill less than 3 seconds in the nail beds of the fingers on the left hand 
 
45.45.45.45.    Najeem has a tentative diagnosis of urethritis. The nurse assesses Najeem for which of the following 

manifestations of the disorder?  
 
A.A.A.A. Hematuria and pyuria 
B.B.B.B. Dysuria and proteinuria 
C.C.C.C. Hematuria and urgency 
D.D.D.D. Dysuria and penile discharge 
 
46.46.46.46.    Nurse Jamela is planning teaching for a female client diagnosed with urethritis caused by chlamydial 

infection. The nurse would plan to include which of the following points in the teaching session?  
 
A.A.A.A. Altering the perineal pH by using a spermicide with a condom 
B.B.B.B. Keeping follow-up appointments for repeat cultures in 4 to 7 days 
C.C.C.C. Discontinuing antibiotics after 3 weeks of uninterrupted administration 
D.D.D.D. Identifying sexual partners for the last 12 months so they can be treated 
 
47.47.47.47.    Irma, with chlamydial infection has received instructions on self-care and prevention of further 

infection. The nurse determines that  Irma needs further reinforcement if the client states that he or 
she will:  

 
A.A.A.A. Use latex condoms to prevent disease transmission. 
B.B.B.B. Return to the clinic as requested for follow-up culture in 1 week. 
C.C.C.C. Use doxycycline prophylactically to prevent symptoms of  chlamydia. 
D.D.D.D. Reduce the chance of reinfection by limiting the number of sexual partners. 
 
48.48.48.48.    The nurse is assessing the client with epididymitis. The nurse anticipates which of the following 

findings on physical examination?  
 
A.A.A.A. Fever, diarrhea, groin pain, and ecchymosis 
B.B.B.B. Nausea, vomiting, scrotal edema, and ecchymosis 
C.C.C.C. Fever, nausea, vomiting, and painful scrotal edema 
D.D.D.D. Diarrhea, groin pain, testicular torsion, and scrotal edema 
 
49.49.49.49.    The client complains of fever, perineal pain, and urinary urgency, frequency, and dysuria. To assess 

whether the client's problem is related to bacterial prostatitis, the nurse would look at the results of 
the prostate examination, which should reveal that the prostate gland is:  

 
A.A.A.A. Soft and swollen 
B.B.B.B. Reddened, swollen, and boggy 
C.C.C.C. Tender and edematous with ecchymosis 
D.D.D.D. Tender, indurated, and warm to the touch 
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50.50.50.50.    The nurse is taking the history of a client who has had benign prostatic hyperplasia in the past. To 
determine whether the client currently is experiencing difficulty, the nurse asks the client about the 
presence of which early symptom?  

 
A.A.A.A. Nocturia 
B.B.B.B. Urinary retention 
C.C.C.C. Urge incontinence 
D.D.D.D. Decreased force in the stream of urine 
 
51.51.51.51.    The client newly diagnosed with chronic renal failure recently has begun hemodialysis. Knowing that 

the client is at risk for disequilibrium syndrome, the nurse assesses the client during dialysis for:  
 
A.A.A.A. Hypertension, tachycardia, and fever 
B.B.B.B. Hypotension, bradycardia, and hypothermia 
C.C.C.C. Restlessness, irritability, and generalized weakness 
D.D.D.D. Headache, deteriorating level of consciousness, and twitching 
 
52.52.52.52.    A client with chronic renal failure has completed a hemodialysis treatment. The nurse would use 

which of the following standard indicators to evaluate the client's status after dialysis?  
 
A.A.A.A. Vital signs and weight 
B.B.B.B. Potassium level and weight 
C.C.C.C. Vital signs and blood urea nitrogen level 
D.D.D.D. Blood urea nitrogen and creatinine levels 
 
53.53.53.53.    The hemodialysis client with a left arm fistula is at risk for arterial steal syndrome. The nurse assesses 

this client for which of the following manifestations?  
 
A.A.A.A. Warmth, redness, and pain in the left hand 
B.B.B.B. Pallor, diminished pulse, and pain in the left hand 
C.C.C.C. Edema and reddish discoloration of the left arm 
D.D.D.D. Aching pain, pallor, and edema of the left arm 
 
54.54.54.54.    The nurse is reviewing the client's record and notes that the physician has documented that the client 

has a renal disorder. On review of the laboratory results, the nurse most likely would expect to note 
which of the following?  

 
A.A.A.A. Decreased hemoglobin level 
B.B.B.B. Elevated blood urea nitrogen level 
C.C.C.C. Decreased red blood cell count 
D.D.D.D. Decreased white blood cell count 
 
55.55.55.55.    Rashmed is scheduled for an intravenous pyelogram. Before the test, the priority nursing action 

would be to:  
 
A.A.A.A. Restrict fluids. 
B.B.B.B. Administer a sedative. 
C.C.C.C. Administer an oral preparation of radiopaque dye. 
D.D.D.D. Determine a history of iodine or seafood allergies. 
 
56.56.56.56.    Zachary with chronic renal failure returns to the nursing unit following a hemodialysis treatment. On 

assessment, the nurse notes that the client Zachary's temperature is 100.2° F. Which of the following is 
the appropriate nursing action?  

 
A.A.A.A. Encourage fluids. 
B.B.B.B. Notify the physician. 
C.C.C.C. Continue to monitor vital signs. 
D.D.D.D. Monitor the site of the shunt for infection. 
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57.57.57.57.    The nurse is performing an assessment on a client who has returned from the dialysis unit following 
hemodialysis. The client is complaining of headache and nausea and is extremely restless. Which of 
the following is the most appropriate nursing action?  

 
A.A.A.A. Monitor the client. 
B.B.B.B. Notify the physician. 
C.C.C.C. Elevate the head of the bed. 
D.D.D.D. Medicate the client for nausea. 
 
58.58.58.58.    The nurse is reviewing the list of components contained in the peritoneal dialysis solution with the 

client. The client asks the nurse about the purpose of the glucose contained in the solution. The nurse 
bases the response on knowing that the glucose:  

 
A.A.A.A. Decreases the risk of peritonitis 
B.B.B.B. Prevents disequilibrium syndrome 
C.C.C.C. Increases osmotic pressure to produce ultrafiltration 
D.D.D.D. Prevents excess glucose from being removed from the client 
 
59.59.59.59.    The nurse is preparing to care for a client receiving peritoneal dialysis. Which of the following would 

be included in the nursing plan of care to prevent the major complication associated with peritoneal 
dialysis?  

 
A.A.A.A. Maintain strict aseptic technique. 
B.B.B.B. Add heparin to the dialysate solution. 
C.C.C.C. Change the catheter site dressing daily. 
D.D.D.D. Monitor the client's level of consciousness. 
 
60.60.60.60.    A client newly diagnosed with renal failure has just been started on peritoneal dialysis. During the 

infusion of the dialysate, the client complains of abdominal pain. Which action by the nurse is 
appropriate?  

 
A.A.A.A. Stop the dialysis. 
B.B.B.B. Slow the infusion. 
C.C.C.C. Decrease the amount to be infused. 
D.D.D.D. Explain that the pain will subside after the first few exchanges. 
 
61.61.61.61.    The nurse is instructing a client with diabetes mellitus about peritoneal dialysis. The nurse tells the 

client that it is important to maintain the prescribed dwell time for the dialysis because of the risk of:  
 
A.A.A.A. Infection 
B.B.B.B. Hyperglycemia 
C.C.C.C. Hypophosphatemia 
D.D.D.D. Disequilibrium syndrome 
 
62.62.62.62.    The client returns to the nursing unit following a pyelolithotomy for removal of a kidney stone. A 

Penrose drain is in place. Which of the following actions would the nurse include in the client's 
postoperative plan of care?  

 
A.A.A.A. Positioning the client on the affected side 
B.B.B.B. Irrigating the Penrose drain using sterile procedure 
C.C.C.C. Changing dressings frequently around the Penrose drain 
D.D.D.D. Weighing dressings and adding the amount to the output 
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63.63.63.63.    A week after kidney transplantation, the client develops a temperature of 101° F, the blood pressure is 
elevated, and the kidney is tender. The x-ray indicates that the transplanted kidney is enlarged. Based 
on these assessment findings, the nurse would suspect which of the following complications? 

 
A.A.A.A. Acute rejection 
B.B.B.B. Kidney infection 
C.C.C.C. Chronic rejection 
D.D.D.D. Kidney obstruction 
 
64.64.64.64.    The client with benign prostatic hyperplasia undergoes a transurethral resection of the prostate. 

Postoperatively, the client is receiving continuous bladder irrigations. The nurse assesses the client for 
signs of transurethral resection syndrome. Which of the following assessment data would indicate the 
onset of this syndrome?  

 
A.A.A.A. Tachycardia and diarrhea 
B.B.B.B. Bradycardia and confusion 
C.C.C.C. Increased urinary output and anemia 
D.D.D.D. Decreased urinary output and bladder spasms 
 
65.65.65.65.    The client is admitted to the hospital with a diagnosis of benign prostatic hyperplasia, and a 

transurethral resection of the prostate is performed. Four hours after surgery, the nurse takes the 
client's vital signs and empties the urinary drainage bag. Which of the following assessment findings 
would indicate the need to notify the physician?  

 
A.A.A.A. Red bloody urine 
B.B.B.B. Pain related to bladder spasms 
C.C.C.C. Urinary output of 200 mL higher than intake 
D.D.D.D. Blood pressure, 100/50 mm Hg; pulse, 130 bpm 
 
66.66.66.66.    A client diagnosed with polycystic kidney disease has been taught about the treatment plan for this 

disease. The nurse determines that the client needs additional teaching if the client states that the 
treatment plan includes: 

 
A.A.A.A. Genetic counseling 
B.B.B.B. Sodium restriction 
C.C.C.C. Increased water intake 
D.D.D.D. Antihypertensive medications 
 
67.67.67.67.    The nurse is caring for the client who has undergone renal angiography using the left femoral artery 

for access. The nurse determines that the client is experiencing a complication of the procedure if 
which of the following is observed?  

 
A.A.A.A. Urine output, 50 mL/hr 
B.B.B.B. Blood pressure, 110/74 mm Hg 
C.C.C.C. Pallor and coolness of the left leg 
D.D.D.D. Absence of hematoma in the left groin 
 
68.68.68.68.    The nurse has taught the client with polycystic kidney disease about management of the disorder and 

prevention and recognition of complications. The nurse determines that the client understands the 
instruction if the client states that there is no reason to be concerned about:  

 
A.A.A.A. Burning on urination 
B.B.B.B. A temperature of 100.6° F 
C.C.C.C. New-onset shortness of breath 
D.D.D.D. A blood pressure of 105/68 mm Hg 
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69.69.69.69.     The client with prostatitis following kidney infection has received instructions on management of the 
condition at home and prevention of recurrence. The nurse determines that the client understands the 
instructions if the client verbalizes that he will:  

 
A.A.A.A. Stop antibiotic therapy when pain subsides. 
B.B.B.B. Exercise as much as possible to stimulate circulation. 
C.C.C.C. Use warm tub baths and analgesics to increase comfort. 
D.D.D.D. Keep fluid intake to a minimum to decrease the need to void. 
 
70.70.70.70.    The client who has a cold is seen in the emergency room with an inability to void. Because the client 

has a history of benign prostatic hyperplasia, the nurse determines that the client should be 
questioned about the use of which of the following medications?  

 
A.A.A.A. Diuretics 
B.B.B.B. Antibiotics 
C.C.C.C. Antitussives 
D.D.D.D. Decongestants 
 
71.71.71.71.    Trimethoprim-sulfamethoxazole (TMP-SMZ; Bactrim) is prescribed to be administered by intravenous 

infusion to a client with a recurrent urinary tract infection. A nurse would administer this medication:  
 
A.A.A.A. Over 30 minutes 
B.B.B.B. Over 60 to 90 minutes 
C.C.C.C. Piggybacked into the peripheral line containing parenteral nutrition 
D.D.D.D. Piggybacked into the existing infusion of normal saline and potassium chloride 
 
72.72.72.72.    Nalidixic acid (NegGram) is prescribed for a client with a urinary tract infection. On review of the 

client's record, the nurse notes that the client is taking warfarin sodium (Coumadin) daily. Which 
prescription should the nurse anticipate for this client?  

 
A.A.A.A. Discontinuation of warfarin sodium (Coumadin) 
B.B.B.B. A decrease in the warfarin sodium (Coumadin) dosage 
C.C.C.C. An increase in the warfarin sodium (Coumadin) dosage 
D.D.D.D. A decrease in the usual dose of nalidixic acid (NegGram) 
 
73.73.73.73.    A nurse is providing discharge instructions to a client receiving sulfisoxazole. Which of the following 

would be included in the list of instructions?  
 
A.A.A.A. Restrict fluid intake. 
B.B.B.B. Maintain a high fluid intake. 
C.C.C.C. If the urine turns dark brown, call the physician immediately. 
D.D.D.D. Decrease the dosage when symptoms are improving to prevent an allergic response. 
 
74.74.74.74.    Trimethoprim-sulfamethoxazole (TMP-SMZ; Bactrim) is prescribed for a client. A nurse would instruct 

the client to report which symptom if it developed during the course of this medication therapy?  
 
A.A.A.A. Nausea 
B.B.B.B. Diarrhea 
C.C.C.C. Headache 
D.D.D.D. Sore throat 
 
75.75.75.75.    Phenazopyridine hydrochloride (Pyridium) is prescribed for a client for symptomatic relief of pain 

resulting from a lower urinary tract infection. The nurse teaches the client:  
 
A.A.A.A. To take the medication at bedtime 
B.B.B.B. To take the medication before meals 
C.C.C.C. To discontinue the medication if a headache occurs 
D.D.D.D. That a reddish orange discoloration of the urine may occur 
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76.76.76.76.    Bethanechol chloride (Urecholine) is prescribed for a client with urinary retention. Which disorder 
would be a contraindication to the administration of this medication?  

 
A.A.A.A. Gastric atony 
B.B.B.B. Urinary strictures 
C.C.C.C. Neurogenic atony 
D.D.D.D. Gastro esophageal reflux 
 
77.77.77.77.    A nurse who is administering bethanechol chloride (Urecholine) is monitoring for acute toxicity 

associated with the medication. The nurse checks the client for which sign of toxicity?  
 
A.A.A.A. Dry skin 
B.B.B.B. Dry mouth 
C.C.C.C. Bradycardia 
D.D.D.D. Signs of dehydration 
 
78.78.78.78.    Oxybutynin chloride (Ditropan) is prescribed for a client with neurogenic bladder. Which sign would 

indicate a possible toxic effect related to this medication?  
 
A.A.A.A. Pallor 
B.B.B.B. Drowsiness 
C.C.C.C. Bradycardia 
D.D.D.D. Restlessness 
 
79.79.79.79.    Propantheline bromide (Pro-Banthine) is prescribed for a client with bladder spasms. Which of the 

following disorders, if noted in the client's record, would alert a nurse to question the prescription for 
this medication?  

 
A.A.A.A. Glaucoma 
B.B.B.B. Myxedema 
C.C.C.C. Hypothyroidism 
D.D.D.D. Coronary artery disease 
 
80.80.80.80.    Following kidney transplantation, cyclosporine (Sandimmune) is prescribed for a client. Which 

laboratory result would indicate an adverse effect from the use of this medication? 
 
A.A.A.A. Decreased creatinine level 
B.B.B.B. Decreased hemoglobin level 
C.C.C.C. Elevated blood urea nitrogen level 
D.D.D.D. Decreased white blood cell count 
 
81.81.81.81.    A nurse is providing dietary instructions to a client who has been prescribed cyclosporine 

(Sandimmune). Which food item would the nurse instruct the client to avoid?  
 
A.A.A.A. Red meats 
B.B.B.B. Orange juice 
C.C.C.C. Grapefruit juice 
D.D.D.D. Green leafy vegetables 
 
82.82.82.82.    A nurse provides instructions to a client who will be taking cyclosporine (Sandimmune) oral solution. 

The nurse tells the client to:  
 
A.A.A.A. Mix the concentrate with chocolate milk. 
B.B.B.B. Mix the concentrate with grapefruit juice. 
C.C.C.C. Avoid diluting the concentrate for administration. 
D.D.D.D. Dilute the concentrate in a Styrofoam cup before administration. 
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83.83.83.83.    A nurse is monitoring a client receiving cyclosporine (Sandimmune). Which sign or symptom would 
indicate to the nurse that the client is experiencing an adverse effect from this medication?  

 
A.A.A.A. Nausea 
B.B.B.B. Tremors 
C.C.C.C. Alopecia 
D.D.D.D. Hypotension 
 
84.84.84.84.    Tacrolimus (Prograf) is prescribed for a client. Which disorder, if noted in the client's record, would 

indicate that the medication needs to be administered with caution?  
 
A.A.A.A. Pancreatitis 
B.B.B.B. Ulcerative colitis 
C.C.C.C. Diabetes insipidus 
D.D.D.D. Coronary artery disease 
 
85.85.85.85.    A nurse is reviewing the laboratory results for a client receiving tacrolimus (Prograf). Which 

laboratory result would indicate to the nurse that the client is experiencing an adverse effect of the 
medication?  

 
A.A.A.A. Blood glucose of 200 mg/dL 
B.B.B.B. Potassium level of 3.8 mEq/L 
C.C.C.C. Platelet count of 300,000 cells/mm3 
D.D.D.D. White blood cell count of 6,000 cells/mm3 
 
86.86.86.86.    Mycophenolate mofetil (CellCept) is prescribed for a client for prophylaxis of organ rejection 

following allogeneic renal transplantation. Which instruction would a nurse provide to the client 
regarding administration of this medication?  

 
A.A.A.A. Administer following meals. 
B.B.B.B. Contact the physician if a sore throat occurs. 
C.C.C.C. Take the medication with a magnesium-type antacid. 
D.D.D.D. Open the capsule and mix with food for administration. 
 
87.87.87.87.    The nurse receives a call from a client concerned about eliminating brown-colored urine after taking 

nitrofurantoin (Furadantin) for a urinary tract infection. Which of the following is the appropriate 
response from the nurse?  

 
A.A.A.A. “Discontinue taking the medication and make an appointment for a urine culture.” 
B.B.B.B. “Continue taking the medication because the urine is discolored from the medication.” 
C.C.C.C. “Decrease your medication to half the dose because your urine is too concentrated.” 
D.D.D.D. “Take magnesium hydroxide (Maalox) with your medication to lighten the urine color.” 
 
88.88.88.88.    A client with chronic renal failure is receiving epoetin alfa (Epogen, Procrit). Which laboratory result 

would indicate a therapeutic effect of the medication?  
 
A.A.A.A. Hematocrit of 32% 
B.B.B.B. Platelet count of 400,000 cells/mm3 
C.C.C.C. Blood urea nitrogen level of 15 mg/dL 
D.D.D.D. White blood cell count of 6,000 cells/mm3 
 
89.89.89.89.    A nurse is instructing a client to administer epoetin alfa (Epogen, Procrit) by the subcutaneous route. 

The nurse tells the client to:  
 
A.A.A.A. Shake the vial before use. 
B.B.B.B. Refrigerate the medication. 
C.C.C.C. Freeze the medication before use. 
D.D.D.D. Obtain syringes with 1½-inch needles from the pharmacy. 
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90.90.90.90.    On the second postpartum day, a woman complains of burning on urination, urgency, and frequency 
of urination. A urinalysis is done and the results indicate the presence of a urinary tract infection. The 
nurse instructs the new mother regarding measures to take for the treatment of the infection. Which 
of the following statements, if made by the mother, would indicate a need for further instructions?  

 
A.A.A.A. “The prescribed medication must be taken until it is finished.” 
B.B.B.B. “My fluid intake should be increased to at least 3000 mL daily.” 
C.C.C.C. “I need to urinate frequently throughout the day.” 
D.D.D.D. “Foods and fluids that will increase urine alkalinity should be consumed.” 
 
91.91.91.91.    The nurse is preparing to care for a newborn infant who will be returning from surgery with a 

colostomy that was created for imperforate anus. When the newborn infant returns from surgery, the 
nurse assesses the stoma and notes that it is red and edematous. Which of the following is the 
appropriate nursing intervention?  

 
A.A.A.A. Call the physician. 
B.B.B.B. Document the findings. 
C.C.C.C. Apply ice immediately. 
D.D.D.D. Elevate the buttocks. 
 
92.92.92.92.    A client with a history of Polycystic Kidney Disease is admitted to the Renal Unit for evaluation for 

dialysis.  Which of the following lab values would be MOST significant in determining renal function? 
    
A.A.A.A. Creatinine 8.7 mg/dl 
B.B.B.B. BUN 90 mg/dl 
C.C.C.C. Serum K+ 7.0 MEq/l 
D.D.D.D. Uric Acid 7.5 
 
93.93.93.93.    A 2 year old diagnosed with Hirschsprung's disease is being interviewed by the nurse.  During data 

collection, the parents described the child's stools as "strange".  Which of the following stool types 
would most likely fit the parents’ description? 

 
A.A.A.A. Light yellow, frothy and foul smelling 
B.B.B.B. Currant jelly-like 
C.C.C.C. Narrow and ribbon-like 
D.D.D.D. Green liquid 
 
94.94.94.94.    A nurse assigned to a child with Acute Glomerulonephritis is picking up doctor's orders to put in the 

Kardex.  Which of the orders should the nurse question? 
 
A.A.A.A. Bed rest 
B.B.B.B. Daily weights 
C.C.C.C. Daily blood pressure 
D.D.D.D. Strict I & O 
 
95.95.95.95.    Which of the following is an INCORRECT statement regarding diet therapy for a patient in renal 

failure? 
 
A.A.A.A. Limit dietary protein 
B.B.B.B. Provide a diet high in carbohydrates 
C.C.C.C. Limit Sodium (NA) intake 
D.D.D.D. Provide a diet high in Potassium rich food 
 
 
 
 
 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        HAADHAADHAADHAAD----PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      285285285285        

96.96.96.96.    A patient with Chronic Renal Failure is being maintained on Peritoneal Dialysis.  Which of the 
following is NOT an indication that the patient is developing possible Peritonitis? 

 
A.A.A.A. Slightly blood tinged drainage after the first exchange 
B.B.B.B. Rigid abdomen with abdominal pain 
C.C.C.C. Decreased rate of fluid return 
D.D.D.D. Nausea and vomiting 
 
97.97.97.97.    Following a Vasectomy, a patient complains of pain and discomfort.  Which of the following 

measures can be safely employed by the patient to aid in the relief of this discomfort? 
 
A.A.A.A. Use an ice bag intermittently 
B.B.B.B. Apply a heating pad to the scrotal area 
C.C.C.C. Have the patient take a warm sitz bath 
D.D.D.D. Give ASA grains X, q4h 
 
98.98.98.98.    Following a Vasectomy, a patient notices discoloration of the scrotal area and becomes alarmed.  In 

responding to the patient's concern the nurse should: 
    
A.A.A.A. Explain to the patient that this is a normal finding and usually responds to warm sitz baths 
B.B.B.B. Note this is an abnormal finding and notify M.D. to see the patient 
C.C.C.C. Know that this is not a likely occurrence, and is probably in the patient's imagination 
D.D.D.D. Note that this is an indication of adequate blood flow to the area, and no intervention is necessary. 
 
99.99.99.99.    You are changing a dressing on a patient who is s/p Nephrectomy.  When assisting the doctor in 

changing the dressing, you observe the drainage to be thin and light red in color.  When documenting 
this, the nurse would describe the drainage as: 

 
A.A.A.A. Serous 
B.B.B.B. Sanguinous 
C.C.C.C. Serosanguinous 
D.D.D.D. Purulent 
 
100.100.100.100.    Shamir is scheduled for elective splenectomy. Before the clients goes to surgery, the nurse in 

charge final assessment would be: 
 
A.A.A.A. signed consent 
B.B.B.B. vital signs 
C.C.C.C. name band 
D.D.D.D. empty bladder 
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GENITOURINARYGENITOURINARYGENITOURINARYGENITOURINARY SYSTEM ANSWER AND RATIONALESYSTEM ANSWER AND RATIONALESYSTEM ANSWER AND RATIONALESYSTEM ANSWER AND RATIONALE 
 
1.1.1.1.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Clients experiencing incontinence should eat a high-fiber diet to avoid constipation. 
 
2.2.2.2.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
There are several plans for training the bladder to decrease frequency and incontinence. One plan is to 
schedule each voiding 2 to 3 hours apart, and when the client has remained consistently dry, the interval 
is increased by about 15 minutes. 
 
3.3.3.3.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The nurse should assess first to determine the etiology of the incontinence before the treatment plan can 
be formulated. By palpating the bladder after voiding, the nurse can determine if the incontinence was 
the result of over distention of the bladder. 
 
4.4.4.4.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Use of the bladder training drill is helpful in stress incontinence. The client is instructed to void at 
scheduled intervals. After consistently being dry, the interval is increased by 15 minutes until the client 
reaches an acceptable interval. 
 
5.5.5.5.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The treatment goal of the flaccid bladder would be to prevent over-distention. 
 
6.6.6.6.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The nurse should always assess for allergies for latex prior to inserting a latex catheter or using a drainage 
system because if the client is allergic to latex, use of it could cause a life-threatening reaction. This is the 
most important intervention. 
 
7.7.7.7.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
This client would require the most skill and knowledge because this client has the greatest potential for an 
infection; therefore the client should not be assigned to an NA. 
 
8.8.8.8.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
When an elderly client’s mental status changes to confused and irritable, the nurse should seek the 
etiology, which may be a UTI secondary to an indwelling catheter. Elderly clients often do not present 
with classic signs and symptoms of infection. 
 
9.9.9.9.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The drainage bag should be kept below the level of the bladder to prevent reflux of urine into the renal 
system; it should not be placed on the bed. 
 
10.10.10.10.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
The nephrostomy tube should never be clamped or have kinks because an obstruction can cause 
pyelonephritis. 
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11.11.11.11.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The client who has restricted kidney function from surgery should be monitored for damage as a result of 
the use of aminoglycoside antibiotics, such as vancomycin, which are nephrotoxic. 
 
12.12.12.12.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Clients who have been diagnosed with tuberculosis of the renal tract should use condoms to prevent 
transmission of the mycobacterium. If the infection is located in the penis or urethra, abstaining from 
sexual activity is recommended. 
 
13.13.13.13.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The client with urethral strictures will report a decrease in force and stream during voiding. The stricture is 
treated by dilation using small fusiform bougies. 
 
14.14.14.14.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Polycystic kidney disease poses an increased risk for rupture of the kidney, and therefore sports activities 
or occupations that have risks for trauma should be avoided. 
 
15.15.15.15.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The elderly woman has age-related changes that can cause this request to be met as soon as possible. The 
elderly female client has a decreased bladder capacity, can be incontinent if not emptied frequently, has 
weakened urinary sphincter muscles, and has shortened urethras. The client is at risk for falling while 
attempting to get to the bathroom. 
 
16.16.16.16.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The client needs to lie flat on the back to apply pressure that prevents bleeding. 
 
17.17.17.17.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The output should be monitored to detect a decreased amount that may indicate an obstruction from 
edema or ureteral stenosis. Any decrease should be reported to the health-care provider. 
 
18.18.18.18.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client with fluid volume excess has too much fluid. Excess fluid would be reflected by adventitious 
breath sounds. Therefore an expected outcome would be to have no excess fluid, as evidenced by 
normal, clear breath sounds. 
 
19.19.19.19.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The classic sign and symptom of nephritic syndrome is dependent edema located on the client’s sacrum 
and ankles. 
 
20.20.20.20.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Treatment includes diuretics to eliminate dependent edema, usually in the ankles and sacrum. 
 
21.21.21.21.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Assessing the rate and volume of intravenous fluid is the most important intervention for clients who 
have one (1) kidney because an overload of fluids can result in pulmonary edema. 
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22.22.22.22.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
After cleft lip repair, the infant should be positioned supine or on the side lateral to the repair to prevent 
contact of the suture lines with the bed linens. Placing the infant on the left side rather than supine 
immediately after surgery is best to prevent the risk of aspiration if the infant vomits. 
 
23.23.23.23.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Any child who exhibits the “3 C's”—coughing and choking with feedings and unexplained cyanosis—
should be suspected of tracheoesophageal fistula. 
 
24.24.24.24.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Small, more frequent feedings with frequent burping often are prescribed in the treatment of 
gastroesophageal reflux. 
Feedings thickened with rice cereal may reduce episodes of emesis. If thickened formula is used, cross-
cutting of the nipple may be required. 
 
25.25.25.25.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Clinical manifestations of pyloric stenosis include projectile vomiting, irritability, hunger and crying, 
constipation, and signs of dehydration, including a decrease in urine output. 
 
26.26.26.26.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Lactose intolerance is the inability to tolerate lactose, the sugar found in dairy products. Removing milk 
and other dairy products from the diet can provide adequate relief from symptoms. Additional dietary 
changes may be required to provide adequate sources of calcium and, in the infant, protein and calories. 
 
27.27.27.27.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Dietary management is the mainstay of treatment in celiac disease. All wheat, rye, barley, and oats should 
be eliminated from the diet and replaced with corn, rice, or millet. Vitamin supplements—especially the 
fat-soluble vitamins, iron, and folic acid—may be needed in the early period of treatment to correct 
deficiencies. Dietary restrictions are likely to be lifelong, although small amounts of grains may be 
tolerated after ulcerations have healed. 
 
28.28.28.28.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:         
Intussusception is a telescoping of one portion of the bowel into another. The condition results in an 
obstruction to the passage of intestinal contents. The child with intussusceptions typically has severe 
abdominal pain that is crampy and intermittent, causing the child to draw in the knees to the chest. 
Vomiting may be\ present but is not projectile. Bright red blood and mucus are passed through the 
rectum and commonly are described as currant jelly–like stools. Watery diarrhea and ribbon-like stools 
are not manifestations of this disorder. 
 
29.29.29.29.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Renal function is monitored closely during the administration of chelation therapy because the 
medications are excreted via the kidneys. Although it is important to monitor the red blood cell count for 
the presence of anemia in a child with lead poisoning, this laboratory result is not specific to chelation 
therapy. 
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30.30.30.30.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Hirschsprung's disease is a congenital anomaly also known as congenital aganglionosis or aganglionic 
megacolon. It occurs as the result of an absence of ganglion cells in the rectum and other areas of the 
affected intestine. Chronic constipation beginning in the first month of life and resulting in pellet-like or 
ribbon-like stools that are foul-smelling is a clinical manifestation of this disorder. Delayed passage or 
absence of meconium stool in the neonatal period is also a sign. Bowel obstruction, especially in the 
neonatal period, abdominal pain and distention, and failure to thrive are also clinical manifestations. 
 
31.31.31.31.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Vomiting will cause the loss of hydrochloric acid and subsequent metabolic alkalosis. Metabolic acidosis 
would occur in a child experiencing diarrhea because of the loss of bicarbonate. 
Diarrhea might or might not accompany vomiting. Hyperactive bowel sounds are not necessarily 
associated with vomiting. 
 
32.32.32.32.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
During the newborn assessment, this defect should be identified easily on sight. However, a rectal 
thermometer or tube may be necessary to determine patency if meconium is not passed in the first 24 
hours after birth. Other assessment findings include absence or stenosis of the anal rectal canal, presence 
of an anal membrane, and an external fistula to the perineum. 
 
33.33.33.33.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Gastroschisis occurs when the bowel herniates through a defect in the abdominal wall to the right of the 
umbilical cord. There is no membrane covering the exposed bowel. Surgical repair will be done as soon 
as possible because of the risk of infection in the unprotected bowel. Therefore, the highest risk 
immediately after delivery would be infection. Risk for impaired parenting and risk for disorganized 
infant behavior are possible later nursing problems, but they would not have priority. Risk for impaired 
urinary elimination is unlikely because the gastrointestinal tract is affected, not the genitourinary system. 
 
34.34.34.34.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The client with hyperkalemia is at risk of developing cardiac dysrhythmias and cardiac arrest. Because of 
this, the client should be placed on a cardiac monitor. Fluid intake is not increased because it contributes 
to fluid overload and would not affect the serum potassium level significantly. Vegetables are a natural 
source of potassium in the diet, and their use would not be increased. The nurse also may assess the 
sodium level because sodium is another electrolyte commonly measured with the potassium level. 
However, this is not a priority action of the nurse. 
 
35.35.35.35.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Antihypertensive medications such as enalapril are given to the client following hemodialysis. This 
prevents the client from becoming hypotensive during dialysis and also from having the medication 
removed from the bloodstream by dialysis. No rationale exists for waiting an entire day to resume the 
medication. This would lead to ineffective control of the blood pressure. 
 
36.36.36.36.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Clients with peritoneal dialysis catheters are at high risk for infection. A wet dressing is a conduit for 
bacteria to reach the catheter insertion site. The nurse ensures that the dressing is kept dry at all times. 
Reinforcing the dressing is not a safe practice to prevent infection in this circumstance. Flushing the 
catheter is not indicated. Scrubbing the catheter with povidone-iodine is done at the time of connection 
or disconnection of peritoneal dialysis. 
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37.37.37.37.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
If the client experiences air embolus during hemodialysis, the nurse should terminate dialysis immediately, 
notify the physician, and administer oxygen as needed.  
 
38.38.38.38.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client on hemodialysis should monitor fluid status between hemodialysis treatments by recording 
intake and output and measuring weight daily. Ideally, the hemodialysis client should not gain more than 
0.5 kg of weight/day. 
 
39.39.39.39.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
An arteriovenous shunt is a less common form of access site but carries a risk for bleeding when it is used 
because two ends of an external cannula are tunneled subcutaneously into an artery and a vein, and the 
ends of the cannula are joined. If accidental disconnection occurs, the client could lose blood rapidly. For 
this reason, small clamps are attached to the dressing that covers the insertion site for use if needed. The 
shunt site also should be assessed at least every 4 hours. 
 
40.40.40.40.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Urolithiasis (struvite stones) can result from chronic infections. They form in urine that is alkaline and rich 
in ammonia, such as with a urinary tract infection. Teaching should focus on prevention of infections and 
ingesting foods to make the urine more acidic. The client should wear cotton (not synthetic) 
underclothing to prevent the accumulation of moisture and to prevent irritation of the perineal area, 
which can lead to infection. 
 
41.41.41.41.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Bladder trauma or injury should be considered or suspected in the client with low abdominal pain and 
hematuria.  
Glomerulonephritis and pyelonephritis would be accompanied by fever and are thus not applicable to the 
client in this question. Renal cancer would not cause pain that is felt in the low abdomen; rather pain 
would be in the flank area. 
 
42.42.42.42.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Bladder trauma or injury is characterized by lower abdominal pain that may radiate to one of the 
shoulders. Bladder injury pain does not radiate to the umbilicus, costovertebral angle, or hip. 
 
43.43.43.43.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The presence of blood at the urinary meatus may indicate urethral trauma or disruption. The nurse 
notifies the physician, knowing that the client should not be catheterized until the cause of the bleeding is 
determined by diagnostic testing.  
 
44.44.44.44.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The nurse assesses the patency of the fistula by palpating for the presence of a thrill or auscultating for a 
bruit. The presence of a thrill and bruit indicate patency of the fistula. Although the presence of a radial 
pulse in the left wrist and capillary refill shorter than 3 seconds in the nail beds of the fingers on the left 
hand are normal findings, they do not assess fistula patency. 
 
45.45.45.45.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Urethritis in the male client often results from chlamydial infection and is characterized by dysuria, which 
is accompanied by a clear to mucopurulent discharge. Because this disorder often coexists with gonorrhea, 
diagnostic tests are done for both and include culture and rapid assays. 
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46.46.46.46.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Follow-up cultures are typically done in 4 to 7 days to evaluate the effectiveness of the medication. Using 
a spermicide does not change the perineal pH. The infection can be prevented by the use of latex 
condoms. Chlamydial infection is treated with doxycycline for 7 days or with azithromycin (Zithromax) 
as a single dose. All sexual partners during the 30 days before diagnosis should be notified, examined, and 
treated as necessary. 
 
47.47.47.47.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Antibiotics are not taken prophylactically to prevent acquisition of urethritis from chlamydial infection. 
The risk of reinfection can be reduced by limiting the number of sexual partners and by the use of 
condoms. In some cases, follow-up culture is requested in 4 to 7 days to confirm a cure.  
 
48.48.48.48.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Typical signs and symptoms of epididymitis include scrotal pain and edema, which often are accompanied 
by fever, nausea and vomiting, and chills. Epididymitis most often is caused by infection, although 
sometimes it can be caused by trauma. Epididymitis needs to be distinguished correctly from testicular 
torsion. 
 
49.49.49.49.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:  
The client with prostatitis has a swollen and tender prostate gland that is also warm to the touch, firm, 
and indurated. Systemic symptoms include fever with chills, perineal and low back pain, and signs of 
urinary tract infection, which often accompany the disorder. 
 
50.50.50.50.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Decreased force in the stream of urine is an early sign of benign prostatic hyperplasia. The stream later 
becomes weak and dribbling. The client then may develop hematuria, frequency, urgency, urge 
incontinence, and nocturia. If untreated, complete obstruction and urinary retention can occur. 
 
51.51.51.51.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Disequilibrium syndrome is characterized by headache, mental confusion, decreasing level of 
consciousness, nausea, and vomiting, twitching, and possible seizure activity. Disequilibrium syndrome is 
caused by rapid removal of solutes from the body during hemodialysis. At the same time, the blood-brain 
barrier interferes with the efficient removal of wastes from brain tissue. As a result, water goes into 
cerebral cells because of the osmotic gradient, causing brain swelling and onset of symptoms. The 
syndrome most often occurs in clients who are new to dialysis and is prevented by dialyzing for shorter 
times or at reduced blood flow rates. 
 
52.52.52.52.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Following dialysis, the client's vital signs are monitored to determine whether the client is remaining 
hemodynamically stable. Weight is measured and compared with the client's predialysis weight to 
determine effectiveness of fluid extraction. Laboratory studies are done as per protocol but are not 
necessarily done after the hemodialysis treatment has ended. 
 
53.53.53.53.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Steal syndrome results from vascular insufficiency after creation of a fistula. The client exhibits pallor and a 
diminished pulse distal to the fistula. The client also complains of pain distal to the fistula, caused by tissue 
ischemia. Warmth, redness, and pain probably would characterize a problem with infection.  
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54.54.54.54.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Measuring the blood urea nitrogen level is a frequently used laboratory test to determine renal function. 
The blood urea nitrogen level starts to rise when the glomerular filtration rate falls below 40% to 60%. 
A decreased hemoglobin level and red blood cell count may be noted if bleeding from the urinary tract 
occurs or if erythropoietic function by the kidney is impaired. An increased white blood cell count is most 
likely to be noted in renal disease. 
 
55.55.55.55.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
The iodine-based dye used during intravenous pyelography can cause allergic reactions such as itching, 
hives, rash, a tight feeling in the throat, shortness of breath, and bronchospasm. Assessing for allergies is 
the priority. 
 
56.56.56.56.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client may have an elevated temperature following dialysis because the dialysis machine warms the 
blood slightly. If the temperature is elevated excessively and remains elevated, sepsis would be suspected 
and a blood sample would be obtained as prescribed for culture and sensitivity determinations. 
 
57.57.57.57.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Disequilibrium syndrome may be caused by the rapid decreases in the blood urea nitrogen level during 
hemodialysis. These changes can cause cerebral edema that leads to increased intracranial pressure. The 
client is exhibiting early signs of disequilibrium syndrome and appropriate treatments with anticonvulsive 
medications and barbiturates may be necessary to prevent a life-threatening situation. The physician must 
be notified. 
 
58.58.58.58.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Increasing the glucose concentration makes the solution more hypertonic. The more hypertonic the 
solution, the higher the osmotic pressure for ultrafiltration and thus the greater the amount of fluid 
removed from the client during an exchange.  
 
59.59.59.59.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The major complication of peritoneal dialysis is peritonitis. Strict aseptic technique is required in caring for 
the client receiving this treatment. Although option 3 may assist in preventing infection, this option relates 
to an external site.  
 
60.60.60.60.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Pain during the inflow of dialysate is common during the first few exchanges because of peritoneal 
irritation; however, the pain usually disappears after 1 to 2 weeks of treatment. The infusion amount 
should not be decreased, and the infusion should not be slowed or stopped. 
 
61.61.61.61.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
An extended dwell time increases the risk of hyperglycemia in the client with diabetes mellitus as a result 
of absorption of glucose from the dialysate and electrolyte changes.  
Diabetic clients may require extra insulin when receiving peritoneal dialysis. 
 
62.62.62.62.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Frequent dressing changes around the Penrose drain are required to protect the skin against breakdown 
from the urinary drainage. If urinary drainage is excessive, an ostomy pouch may be placed over the drain 
to protect the skin. A Penrose drain is not irrigated. Weighing the dressings is not necessary. Placing the 
client on the affected side will prevent a free flow of urine through the drain. 
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63.63.63.63.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Acute rejection most often occurs in the first 2 weeks after transplantation. Clinical manifestations include 
fever, malaise, elevated white blood cell count, acute hypertension, graft tenderness, and manifestations 
of deteriorating renal function. Chronic rejection occurs gradually over a period of months to years. 
Although kidney infection or obstruction can occur, the symptoms presented in the question do not relate 
specifically to these disorders. 
 
64.64.64.64.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Transurethral resection syndrome is caused by increased absorption of nonelectrolyte irrigating fluid used 
during surgery. The client may show signs of cerebral edema and increased intracranial pressure, such as 
increased blood pressure, bradycardia, confusion, disorientation, muscle twitching, visual disturbances, 
and nausea and vomiting. 
 
65.65.65.65.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Frank bleeding (arterial or venous) may occur during the first day after surgery. Some hematuria is usual 
for several days after surgery. A urinary output of 200 mL more than intake is adequate. Bladder spasms 
are expected to occur following surgery. A rapid pulse with a low blood pressure is a potential sign of 
excessive blood loss. The physician should be notified. 
 
66.66.66.66.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Individuals with polycystic kidney disease seem to waste rather than retain sodium. Thus, they need 
increased sodium and water intake. Aggressive control of hypertension is essential. Genetic counseling is 
advisable because of the hereditary nature of the disease. 
 
67.67.67.67.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale: Rationale: Rationale: Rationale:     
Potential complications after renal angiography include allergic reaction to the dye, renal damage from 
the dye, and vascular complications, which include hemorrhage, thrombosis, or embolism. The nurse 
detects these complications by noting signs and symptoms of allergic reaction, decreased urine output, 
hematoma or hemorrhage at the insertion site, and/or signs of decreased circulation to the affected leg. 
 
68.68.68.68.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
The client with polycystic kidney disease should report any signs and symptoms of urinary tract infection 
so that treatment may begin promptly. Lowered blood pressure is not a complication of polycystic kidney 
disease, and it is an expected effect of antihypertensive therapy. The client would be concerned about 
increases in blood pressure because control of hypertension is essential. The client may experience heart 
failure as a result of hypertension, and thus any symptoms of heart failure, such as shortness of breath, are 
also a concern. 
 
69.69.69.69.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Treatment of prostatitis includes medication with antibiotics, analgesics, and stool softeners. The nurse 
also teaches the client to rest, increase fluid intake, and use sitz baths for comfort. Antimicrobial therapy is 
always continued until the prescription is finished. 
 
70.70.70.70.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
In the client with benign prostatic hyperplasia, episodes of urinary retention can be triggered by certain 
medications, such as decongestants, anticholinergics, and antidepressants. The client should be questioned 
about the use of these medications if the client has urinary retention. Retention also can be precipitated 
by other factors, such as alcoholic beverages, infection, bed rest, and becoming chilled. 
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71.71.71.71.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Trimethoprim (TMP)-sulfamethoxazole (SMX) (Bactrim) may be administered by intravenous infusion but 
should not be mixed with any other medications or solutions. Trimethoprim-sulfamethoxazole is infused 
over 60 to 90 minutes, and bolus infusions or rapid infusions must be avoided. 
 
72.72.72.72.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:  
Nalidixic acid can intensify the effects of oral anticoagulants by displacing these agents from binding sites 
on plasma protein. When an oral anticoagulant is combined with nalidixic acid, a decrease in the 
anticoagulant dosage may be needed. 
 
73.73.73.73.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
Each dose of sulfisoxazole should be administered with a full glass of water, and the client should 
maintain a high fluid intake.  
The medication is more soluble in alkaline urine. The client should not be instructed to taper or 
discontinue the dose. Some forms of sulfisoxazole cause urine to turn dark brown or red. This does not 
indicate the need to notify the physician. 
 
74.74.74.74.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Clients taking trimethoprim (TMP)-sulfamethoxazole (SMZ) should be informed about early signs of 
blood disorders that can occur from this medication. These include sore throat, fever, and pallor, and the 
client should be instructed to notify the physician if these symptoms occur. The other options do not 
require physician notification. 
 
75.75.75.75.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
The nurse should instruct the client that a reddish-orange discoloration of urine may occur. The nurse also 
should instruct the client that this discoloration can stain fabric. The medication should be taken after 
meals to reduce the possibility of gastrointestinal upset. A headache is an occasional side effect of the 
medication and does not warrant discontinuation of the medication. 
 
76.76.76.76.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Bethanechol chloride (Urecholine) can be hazardous to clients with urinary tract obstruction or weakness 
of the bladder wall. The medication has the ability to contract the bladder and thereby increase pressure 
within the urinary tract. Elevation of pressure within the urinary tract could rupture the bladder in clients 
with these conditions. 
 
77.77.77.77.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Toxicity (overdose) produces manifestations of excessive muscarinic stimulation such as salivation, 
sweating, involuntary urination and defecation, bradycardia, and severe hypotension. Treatment includes 
supportive measures and the administration of atropine sulfate subcutaneously or intravenously. 
 
78.78.78.78.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Toxicity (overdosage) of this medication produces central nervous system excitation, such as nervousness, 
restlessness, hallucinations, and irritability. Other signs of toxicity include hypotension or hypertension, 
confusion, tachycardia, flushed or red face, and signs of respiratory depression. Drowsiness is a frequent 
side effect of the medication but does not indicate over dosage. 
 
79.79.79.79.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Propantheline bromide (Pro-Banthine) is contraindicated in clients with narrow-angle glaucoma, 
obstructive uropathy, gastrointestinal disease, or ulcerative colitis. The medication decreases bladder 
muscle spasms. 
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80.80.80.80.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Rationale: Nephrotoxicity can occur from the use of cyclosporine (Sandimmune). Nephrotoxicity is 
evaluated by monitoring for elevated blood urea nitrogen and serum creatinine levels. Cyclosporine does 
not depress the bone marrow. 
 
81.81.81.81.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A compound present in grapefruit juice inhibits metabolism of cyclosporine. As a result, consumption of 
grapefruit juice can raise cyclosporine levels by 50% to 100%, thereby greatly increasing the risk of 
toxicity. 
 
82.82.82.82.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
To improve palatability, the client should be taught to mix the concentrated medication solution with 
chocolate milk or orange juice just before administration. Grapefruit juice is avoided because it can raise 
cyclosporine levels. The client is instructed to dilute the concentrate in a glass (not Styrofoam) to ensure 
ingestion of the complete dose. 
 
83.83.83.83.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The most common adverse effects of cyclosporine are nephrotoxicity, infection, hypertension, tremors, 
and hirsutism. Of these, nephrotoxicity and infection are the most serious. 
 
84.84.84.84.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Tacrolimus (Prograf) is used with caution in immunosuppressed clients and in clients with renal, hepatic, 
or pancreatic function impairment. Tacrolimus is contraindicated in clients with hypersensitivity to this 
medication or hypersensitivity to cyclosporine. 
 
85.85.85.85.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
A blood glucose level of 200 mg/dL is significantly elevated above the normal range of 70 to 110 mg/dL 
and suggests an adverse reaction. Other adverse reactions include neurotoxicity evidenced by headache, 
tremor, and insomnia, gastrointestinal effects such as diarrhea, nausea, and vomiting, hypertension, and 
hyperkalemia. 
 
86.86.86.86.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Mycophenolate mofetil (CellCept) should be administered on an empty stomach. The capsules should not 
be opened or crushed. The client should contact the physician if unusual bleeding or bruising, sore throat, 
mouth sores, abdominal pain, or fever occurs. Antacids containing magnesium and aluminum may 
decrease the absorption of the medication and therefore should not be taken with the medication. The 
medication is given with corticosteroids and cyclosporine. 
 
87.87.87.87.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Nitrofurantoin (Furadantin) produce a harmless brown color to the urine and the medication should not 
be discontinued until the client's symptoms are alleviated or the prescribed dose is completed. Magnesium 
hydroxide (Maalox) will not affect urine color. Additionally, antacids should be avoided because they 
interfere with medication effectiveness. 
 
88.88.88.88.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Epoetin alfa is used to reverse anemia associated with chronic renal failure. Therapeutic effect is seen 
when the hematocrit is between 30% and 33%.  
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89.89.89.89.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
The client should be instructed not to shake the bottle. The medication should be refrigerated at all times. 
The medication should not be frozen. Syringes with a 5/8-inch needle are used for subcutaneous injection. 
A 1½-inch needle may be used for intramuscular injection. 
 
90.90.90.90.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale: Rationale: Rationale: Rationale:     
The woman with a urinary tract infection must be encouraged to take the medication for the entire time 
it is prescribed. The women should also be instructed to drink at least 3000 mL of fluid each day to flush 
the infection from the bladder and to urinate frequently throughout the day. Foods and fluids that acidify 
the urine need to be encouraged. 
 
91.91.91.91.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A fresh colostomy stoma will be red and edematous, but this will decrease with time. The colostomy site 
will then be pink without evidence of abnormal drainage, swelling, or skin breakdown. The nurse would 
document these findings because this is a normal expectation.  
 
92.92.92.92.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Although BUN is a measure of kidney function, patients who are dehydrated (without kidney disease) can 
show an elevation in Blood Urea Nitrogen (BUN).  Creatinine is a specific indicator of renal function and/
or failure. 
 
93.93.93.93.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale: Rationale: Rationale: Rationale:     
This finding is consistent with Hirschsprung's disease. Due to the aganglionic portion that is very narrow 
and failure of the internal anal sphincter to relax the stool that passes is very narrow and may appear to 
look like a long ribbon. Light yellow and foul smelling stool consist of fat in stool, currant jelly stool there 
is circulation problems and green liquid stool is due to malabsorption. 
 
94.94.94.94.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Blood pressure elevation is a serious and frequent complication associated with Acute Glomerulonephritis. 
The nurse should expect to assess blood pressure every 4 to 6 hours with vital signs.   
 
95.95.95.95.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale: Rationale: Rationale: Rationale:     
Patients with renal failure should have a diet that provides (high biologic value) proteins rich foods such 
as eggs, dairy products and meats.  These are necessary to maintain a positive nitrogen balance.  Foods 
high in calories are also necessary, and sodium intake should be limited. Foods high in Potassium should 
be AVOIDED due to decreased ability of the kidney to filter and excrete Potassium. 
 
96.96.96.96.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
One of the possible complications of Peritoneal Dialysis is Peritonitis.  The signs and symptoms may 
include: nausea, vomiting, abdominal pain or tenderness or rigidity, and cloudy dialysate.  Blood tinged 
or slightly bloody drainage may be observed during the first one to two exchanges. 
 
97.97.97.97.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale: Rationale: Rationale: Rationale:     
Following a Vasectomy a patient may experience localized discomfort.  The patient is advised to apply ice 
bags intermittently for several hours after the surgery, to the scrotal area, to relieve mild pain and 
discomfort. 
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98.98.98.98.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Abnormal discoloration of the scrotal area following Vasectomy is not unusual, and usually responds well 
to warm sitz baths.  The nurse should reassure the patient of such.  However, ecchymoses, swelling, 
superficial wound infection of the vas-deferens or epididymitis, or sperm granulomas, are all potentially 
serious complications, and the M.D. should be notified of any unusual findings immediately 
 
99.99.99.99.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The nurse would term this type of drainage serosanguinous, composed of fluid (clear and watery) serous 
drainage, and cells that escape from blood vessels (red/red tinged).  Serous drainage is watery and clear in 
its appearance. Sanguinous drainage is blood like and bright red in appearance if fresh, and darker if the 
blood is old. Purulent drainage refers to drainage which is made up of cellular debris, white blood cells 
and bacteria. 
 
100.100.100.100.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
An elective procedure is scheduled in advance so that all preparations can be completed ahead of time. 
The vital signs are the final check that must be completed before the client leaves the room so that 
continuity of care and assessment is provided for. 
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RESPIRATORY SYSTEM DISORDERSRESPIRATORY SYSTEM DISORDERSRESPIRATORY SYSTEM DISORDERSRESPIRATORY SYSTEM DISORDERS    
    
1.1.1.1.    The nurse is aware the early indicator of hypoxia in the unconscious client is: 
 
A.A.A.A. Cyanosis 
B.B.B.B. Increased respirations 
C.C.C.C. Hypertension 
D.D.D.D. Restlessness 
 
2.2.2.2.    Which of the following complications associated with tracheostomy tube? 
 
A.A.A.A. Increased cardiac output 
B.B.B.B. Acute respiratory distress syndrome (ARDS) 
C.C.C.C. Increased blood pressure 
D.D.D.D. Damage to laryngeal nerves 
 
3.3.3.3.    A male client with tuberculosis asks Nurse Bryan how long the chemotherapy must be continued. 

Nurse Bryan’s accurate reply would be: 
 
A.A.A.A. 1 to 3 weeks 
B.B.B.B. 6 to 12 months 
C.C.C.C. 3 to 5 months 
D.D.D.D. 3 years and more 
 
4.4.4.4.    A client has undergone laryngectomy. The immediate nursing priority would be: 
 
A.A.A.A. Keep trachea free of secretions 
B.B.B.B. Monitor for signs of infection 
C.C.C.C. Provide emotional support 
D.D.D.D. Promote means of communication 
 
5.5.5.5.    A 60-year-old male client who has had COPD for 15 years is experiencing weight loss, despite insisting 

that he has been “eating a well-balanced diet.” The nurse obtains a diet history and determines that 
the client has been consuming an adequate caloric intake of approximately 2,500 calories per day 
composed of 15 percent protein, 70 percent carbohydrates, and 15 percent fat. What 
recommendations would the nurse make regarding the client’s weight status? 

 
A.A.A.A. The client should maintain calories and increase the percentage of fat to 35 percent in the diet to  
     promote weight gain. 
B.B.B.B. The client should decrease the amount of fat in the diet and increase complex carbohydrates. 
C.C.C.C. The client should merely increase his activity level as caloric intake and percentages of nutrients are  
                adequate to sustain weight status. 
D.D.D.D. The client should decrease carbohydrate content and increase calories, protein, vitamins, and  
                minerals in order to prevent further weight loss. 
 
6.6.6.6.    When administering morphine sulfate to a patient with chronic disease, the nurse’s assessment reveals 

a respiratory rate of 12. The nurse’s most appropriate action is to: 
 
A.A.A.A. Administer the medication and monitor closely. 
B.B.B.B. Withhold the medication and monitor closely. 
C.C.C.C. Administer the medication as morphine has no effect on respiratory status. 
D.D.D.D. Change the medication order to injectable Demerol. 
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7.7.7.7.    Which of the following terms refers to removal of an entire lung? 
 
A.A.A.A. thoracotomy 
B.B.B.B. pneumonectomy 
C.C.C.C. lobectomy 
D.D.D.D. decortications 
 
8.8.8.8.    Which of the following findings indicates a flail chest? 
 
A.A.A.A. tracheal deviation to the affected side 
B.B.B.B. tracheal deviation to the unaffected side 
C.C.C.C. multiple rib fractures on one side 
D.D.D.D. paradoxical movement of the chest 
 
9.9.9.9.    Which structure of the heart is enlarged in the client with cor pulmonale? 
 
A.A.A.A. right atrium 
B.B.B.B. left atrium 
CCCC.... right ventricle 
D.D.D.D. left ventricle 
 
10.10.10.10.    Which of the following is not a cause of chronic obstructive pulmonary disease (COPD)? 
 
A.A.A.A. smoking 
B.B.B.B. exercise 
C.C.C.C. infection 
D.D.D.D. heredity 
 
11.11.11.11.    Which of the following nursing interventions may assist the client with chronic obstructive pulmonary 

disease (COPD) to receive adequate nutrition while conserving energy? 
 
A.A.A.A. Serve small frequent meals. 
B.B.B.B. Serve three large meals. 
C.C.C.C. Provide steak to eat. 
D.D.D.D. Provide raw carrots to eat. 
 
12.12.12.12.    Which mnemonic is used to recall information from a client experiencing chest pain? 
 
A.A.A.A. ABCDE 
B.B.B.B. HURTS 
C.C.C.C. PQRST 
D.D.D.D. HEART 
 
13.13.13.13.    In a patient with a new central venous line, the RN notes shortness of breath and ipsilateral absent 

breath sounds. What diagnostic exam will most likely be ordered? 
 
A.A.A.A. Arterial blood gases 
B.B.B.B. Chest x-ray 
C.C.C.C. Pulmonary function tests 
D.D.D.D. ventilation-perfusion scan 
 
14.14.14.14.    A patient with asthma calls the RN at a family practice clinic stating that today’s peak expiratory flow 

is 70 percent of personal best. The RN suspects: 
 
A.A.A.A. Pneumonia. 
B.B.B.B. Mild exacerbation of asthma. 
C.C.C.C. Moderate exacerbation of asthma. 
D.D.D.D. Severe exacerbation of asthma. 
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15.15.15.15.    A patient is awaiting results from a fiberoptic bronchoscopy with brushings and washings. The most 
appropriate nursing diagnosis appropriate for this patient is: 

 
A.A.A.A. Anxiety related to possibility of cancer diagnosis. 
B.B.B.B. Pain related to biopsy. 
C.C.C.C. Impaired verbal communication related to endotracheal tube. 
D.D.D.D. Body image disturbance related to possible cancer diagnosis. 
 
16.16.16.16.    The RN is caring for a patient with a chest tube after a right upper lobectomy. On the day of surgery, 

the RN notes bubbling in the water-seal chamber. What is this, and what should the RN do? 
 
A.A.A.A. Air leak, expected finding 
B.B.B.B. Air leak, notify physician 
C.C.C.C. Suction control, expected finding 
D.D.D.D. Suction control, decrease wall suction 
 
17.17.17.17.    The RN is assessing a patient with pneumonia. Bronchial breath sounds are heard in the posterior 

lung fields. This represents: 
 
A.A.A.A. Atelectasis. 
B.B.B.B. Pneumothorax. 
C.C.C.C. Consolidation. 
D.D.D.D. Normal breath sounds. 
 
18.18.18.18.    Which of the following adventitious breath sounds may be most indicative of asthma? 
 
A.A.A.A. Wheezes 
B.B.B.B. Coarse crackles 
C.C.C.C. Fine crackles 
D.D.D.D. Pleural friction rub 
 
19.19.19.19.    Which of the following nursing diagnoses is most appropriate for a client with an inflated cuffed 

tracheostomy tube in place? 
 
A.A.A.A. Activity intolerance 
B.B.B.B. Impaired verbal communication 
C.C.C.C. Ineffective tissue perfusion 
D.D.D.D. Dysreflexia 
 
20.20.20.20.    Which of the following is the best term to describe the type of pneumonia that results when a client 

has inhaled secretions into the lower airway? 
 
A.A.A.A. Aspiration pneumonia 
B.B.B.B. Fungal pneumonia 
C.C.C.C. Viral pneumonia 
D.D.D.D. community-acquired pneumonia 
 
21.21.21.21.    Which of the following terms refers to blood accumulation in the pleural space? 
 
A.A.A.A. Pneumothorax 
B.B.B.B. Hemothorax 
C.C.C.C. Flail chest 
D.D.D.D. Chylothorax 
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22.22.22.22.    A client who has an enlarged right ventricle due to a pulmonary disease has what disorder? 
 
A.A.A.A. Bronchitis 
B.B.B.B. Pneumonia 
C.C.C.C. Pericarditis 
D.D.D.D. Cor pulmonale 
 
23.23.23.23.    Lung dysfunction impacts physical and mental performance because of the lungs’ critical role in 

maintaining the body’s acid-base balance. Specifically, the lung plays a primary role in controlling: 
 
A.A.A.A. Arterial O2 and blood urea. 
B.B.B.B. Arterial CO2 and cholesterol. 
C.C.C.C. Arterial CO2, serum albumin, and pH. 
D.D.D.D. Arterial CO2 and pH. 
 
24.24.24.24.    A patient of yours tells you she has asthma. Her physician has prescribed the beta blocker propranolol 

(Inderal). You know this medication is contraindicated in this patient because the drug will: 
 
A.A.A.A. Enhance the heart rate by stimulating beta 1 receptors. 
B.B.B.B. Increase calcium influx into the myocardial cells, thus increasing contractility and myocardial oxygen  
            consumption. 
C.C.C.C. Antagonize beta 2 receptors. 
D.D.D.D. Inhibit angiotensin II receptors at the angiotensin receptor blocking site. 
 
25.25.25.25.    All of the following indicate inadequate breathing except: 
 
A.A.A.A. Bilateral chest rise. 
B.B.B.B. Tachypnea. 
C.C.C.C. Bradynea. 
D.D.D.D. Agonal breathing.  
 
26.26.26.26.    An elderly client was admitted to the hospital with difficult breathing. The nurse tried to assess the 

airway to give her oxygen but found it difficult because of her dentures and because older patients 
often have: 

 
A.A.A.A. Large, poorly chewed pieces of food found in their mouths. 
B.B.B.B. Dysrhythmias, which occur frequently. 
C.C.C.C. A trachea that is usually narrower. 
D.D.D.D. Arthritic changes in the bones of the neck. 
 
27.27.27.27.    To determine the quality of breathing, check for all of the following except: 
 
A.A.A.A. Presence of breath sounds. 
B.B.B.B. Chest expansion. 
C.C.C.C. Breathing rhythm. 
D.D.D.D. Depth of respirations. 
 
28.28.28.28.    An unresponsive patient with shallow, gasping breaths with only a few breaths per minute requires: 
 
A.A.A.A. Oxygen given via nasal cannula. 
B.B.B.B. Immediate transport to a medical facility. 
C.C.C.C. Immediate artificial ventilation with supplemental oxygen. 
D.D.D.D. Oxygen given via nonrebreather mask. 
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29.29.29.29.    The nurse provides care to a client newly diagnosed with tuberculosis who is beginning antibiotics. 
Which of the following medication regimens will the nurse anticipate for this client? 

 
A.A.A.A. A single drug (monotherapy) is common if the infection is mild. 
B.B.B.B. Because the mycobacterium grows slowly, duration of treatment will be 9–18 months. 
C.C.C.C. Medication will include the use of three antiviral agents such as AZT, Saquinivir, Ritonavir. 
D.D.D.D. Typically the medication regimen will include 3 or 4 drugs such as Isoniazid, Rifampin,  
                Pyrazinamide, Ethambutol. 
 
30.30.30.30.    Mr. Mohammed is diagnosed as having respiratory insufficiency due to longstanding restrictive lung 

disease as a result of working in the coal mines for 35 years. He should be advised to prevent or 
control respiratory infections by: 

 
A.A.A.A. Taking penicillin for the rest of his life as prophylaxis. 
B.B.B.B. Smoking low-tar cigarettes. 
C.C.C.C. Taking influenza injections and broadspectrum antibiotics as prescribed. 
D.D.D.D. Having periodic blood studies to determine his PO2. 
 
31.31.31.31.    Expiration is an/a: 
 
A.A.A.A. Active process that involves the relaxation of the intercostals muscles and the diaphragm. 
B.B.B.B. Passive process that involves the relaxation of the intercostals muscles and the diaphragm. 
C.C.C.C. Active process that involves the contraction of the intercostals muscles and the diaphragm. 
D.D.D.D. Passive process that involves the contraction of the intercostals muscles and the diaphragm. 
 
32.32.32.32.    Patients receiving theophylline for reactive airway disease (asthma) should be counseled that the 

following item can decrease the clearance of theophylline resulting in an increased serum theophylline 
level: 

 
A.A.A.A. Viral infection 
B.B.B.B. E-mycin (erythromycin) 
C.C.C.C. Fever 
D.D.D.D. Penicillin 
 
33.33.33.33.    A patient is taking oral antacids for gastric discomfort. His lab work shows anemia and his physician 

orders twice daily ferrous sulfate (iron) therapy. You educate the patient that: 
 
A.A.A.A. He should take iron on an empty stomach to prevent interference with iron absorption. 
B.B.B.B. Simultaneously taking iron and antacids will lessen the irritating effect of iron therapy on the  
                gastrointestinal mucosa. 
C.C.C.C. Since there is no interaction between these agents he can take them when it is convenient. 
D.D.D.D. He should have the physician discontinue the antacids until his anemia is resolved. 
 
34.34.34.34.    Immediate post procedure care of the client who has undergone a bronchoscopy includes all of the 

following except: 
 
A.A.A.A. monitoring vital signs 
B.B.B.B. ensuring siderails are up 
C.C.C.C. pushing fluids 
D.D.D.D. assessing breath sounds 
 
35.35.35.35.    Which of the following is a normal finding for the client with a chest tube? 
 
A.A.A.A. New pockets of air are palpated under the skin 
B.B.B.B. Bubbling is present in the water seal chamber 
C.C.C.C. Drainage from the chest tube increases each day 
D.D.D.D. The water level in the water seal chamber oscillates with the client’s respirations 
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36.36.36.36.    Why is monitoring respiratory status a nursing priority when a client with COPD is receiving oxygen? 
 
A.A.A.A. Hyperventilation leading to respiratory alkalosis and loss of consciousness is a risk. 
B.B.B.B. Sudden increase in arterial oxygen can precipitate diaphragmatic spasm. 
C.C.C.C. Decreased arterial oxygen is the stimulus for breathing in a client with COPD. 
D.D.D.D. Oxygen administration can trigger reflex bronchospasm. 
 
37.37.37.37.    A visitor with an obvious upper respiratory infection arrives to see a client 24 hours postoperative 

from an adrenalectomy. The nurse explains that it is very important that the client not be exposed to 
anyone with a contagious illness. The visitor asks why. Which fact should be the basis of the nurse’s 
answer? 

 
A.A.A.A. The client is unable to fight infection because of loss of stress hormones. 
B.B.B.B. Fluid and electrolyte fluctuations create an environment in which infective organisms can thrive. 
C.C.C.C. Risk of infection is greatly increased because of excess cortisol. 
D.D.D.D. The immune system is suppressed as part of the preparation for surgery and it takes 3–4 weeks for it  
                to regain normal function. 
 
38.38.38.38.    Following insertion of a CVP line, a client suddenly complains of a sharp pain in the right chest that 

worsens on inspiration. Which assessment data would support the conclusion that the client had 
developed a pneumothorax? 

 
A.A.A.A. Tracheal shift with unilateral decreased chest expansion 
B.B.B.B. Increased PaCO2 and decreased PO2 
C.C.C.C. Crackles on affected side 
D.D.D.D. Hyporesonance on affected side 
 
39.39.39.39.    What advice should be given to a client’s spouse who apologizes for his hoarse voice saying he has 

had the problem for almost a month and it just seems to get worse not better? 
 
A.A.A.A. “Gargle with salt and warm water three to four times per day.” 
B.B.B.B. “If blood-streaked sputum develops, goes to a clinic right away.” 
C.C.C.C. “Have it checked without delay.” 
D.D.D.D. “Rest your voice and drink a lot of fluid.” 
 
40.40.40.40.    Which would be the priority expected outcome when caring for an infant with croup? 
 
A.A.A.A. Infant remains free of infection. 
B.B.B.B. Infant takes clear fluids as prescribed. 
C.C.C.C. Infant’s temperature returns to normal within 24 hours of antibiotic therapy. 
D.D.D.D. Infant remains free of laryngospasm. 
 
41.41.41.41.    Which client would be most at risk for developing aspiration pneumonia? 
 
A.A.A.A. An infant with a tracheoesophageal defect repair 
B.B.B.B. An alert 10-year old with cystic fibrosis 
C.C.C.C. A 50-year old with fractured ribs and a fractured leg from a MVA 
D.D.D.D. A confused 75-year old with a CVA 
 
42.42.42.42.    When assessing a client with emphysema, which finding would the nurse conclude needed further 

investigation because it is not an expected characteristic of the disease? 
 
A.A.A.A. Pursed-lip breathing 
B.B.B.B. Persistent productive cough 
C.C.C.C. Grunting at the end of expiration 
D.D.D.D. Prolonged expiration 
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43.43.43.43.    How should the nurse interpret the assessment finding that a client with bronchiectasis expectorated 
three cupful of foul-smelling mucopurulent secretions in the last 24 hours? 

 
A.A.A.A. A secondary infection has developed. 
B.B.B.B. The disease process is resolving. 
C.C.C.C. Client is exhibiting usual symptoms of the disease 
D.D.D.D. Chest physical therapy needs to be adjusted to client’s need. 
 
44.44.44.44.    How should the nurse interpret the finding of a “barrel chest” on examination of a client? 
 
A.A.A.A. Sign of long-term hypoxia 
B.B.B.B. Sign of chronic air trapping 
C.C.C.C. Sign of excess mucus production 
D.D.D.D. Sign of congenital bronchospasm 
 
45.45.45.45.    When teaching about the prevention of SIDS, which is an appropriate guideline to be included? 
 
A.A.A.A. Always place a baby on the side during naps and at night. 
B.B.B.B. Place babies on a soft sleep surface that is covered with a fitted sheet. 
C.C.C.C. Do not smoke during pregnancy or near babies. 
D.D.D.D. Do not let a baby get chilled during sleep. 
 
46.46.46.46.    Which finding when a PPD is read 2 1⁄ 2 days after it is planted indicates a positive reaction? 
 
A.A.A.A. Reddened area 10 mm in diameter 
B.B.B.B. Indurated area 12 mm in diameter 
C.C.C.C. Blistered area 4 mm in diameter 
D.D.D.D. Blanched area of at least 8 mm in diameter 
 
47.47.47.47.    The nurse should expect to include bed rest, a high calorie diet, and extra fluids in the care plan for a 

client with which disorder? 
 
A.A.A.A. Cystic fibrosis 
B.B.B.B. Emphysema 
C.C.C.C. Pneumonia 
D.D.D.D. Lung cancer 
 
48.48.48.48.    Which is a characteristic assessment finding in clients with bacterial pneumonia? 
 
A.A.A.A. Increased PaO2 
B.B.B.B. Rust-colored sputum 
C.C.C.C. Expiratory wheeze 
D.D.D.D. Nonproductive cough 
 
49.49.49.49.    In what way are croup and laryngotracheobronchitis significantly similar? 
 
A.A.A.A. Client is afebrile with both. 
B.B.B.B. Both are viral in origin. 
C.C.C.C. Age range of susceptibility is the same. 
D.D.D.D. Speed of onset is identical 
 
50.50.50.50.    When assessing a client with a pleural effusion, which would be an expected finding? 
 
A.A.A.A. Expiratory wheeze 
B.B.B.B. Productive cough 
C.C.C.C. Decreased breath sounds 
D.D.D.D. Stridor 
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51.51.51.51.    Which would be the position of choice for a client with a pleural effusion? 
 
A.A.A.A. Side lying with affected side down 
B.B.B.B. Side lying with affected side up 
C.C.C.C. High-Fowler’s position 
D.D.D.D. Low-Fowler’s position 
 
52.52.52.52.    When assessing a client with fractured ribs, which ABG values would be expected? 
 
A.A.A.A. PaO2 89 mm Hg, PaCO2 41 mm Hg 
B.B.B.B. PaO2 101 mm Hg, PaCO2 50 mm Hg 
C.C.C.C. PaO2 94 mm Hg, PaCO2 35 mm Hg 
D.D.D.D. PaO2 76 mm Hg, PaCO2 48 mm Hg 
 
53.53.53.53.    Which assessment data would support the conclusion that the client had likely developed a 

pneumothorax? 
 
A.A.A.A. Sudden, sharp pain in the chest that increases on inspiration 
B.B.B.B. Production of blood-streaked sputum 
C.C.C.C. Stridor with diaphoresis 
D.D.D.D. Prolonged inspiration with wet rales 
 
54.54.54.54.    A nurse is caring for an infant with bronchiolitis and diagnostic tests have confirmed respiratory 

syncytial virus. Based on this finding, which of the following is the appropriate nursing action? 
 
A.A.A.A. Initiate strict enteric precautions. 
B.B.B.B. Move the infant to a room with another child with RSV. 
C.C.C.C. Leave the infant in the present room because RSV is not contagious. 
D.D.D.D. Inform the staff that they must wear a gown and gloves when caring for the child. 
 
55.55.55.55.    Ribavirin (Virazole) is prescribed for a hospitalized child with respiratory syncytial virus. The nurse 

prepares to administer this medication via which of the following routes? 
 
A.A.A.A. Oral 
B.B.B.B. Oxygen tent 
C.C.C.C. Intramuscular 
D.D.D.D. Subcutaneous 
 
56.56.56.56.    A 10-year-old child with asthma is treated for acute exacerbation in the emergency room. A nurse 

reports which of the following, knowing that it indicates a worsening of the condition? 
 
A.A.A.A. Warm, dry skin 
B.B.B.B. Decreased wheezing 
C.C.C.C. Pulse rate of 90 bpm 
D.D.D.D. Respirations of 18 breaths/min 
 
57.57.57.57.    The mother of an 8-year-old child being treated for right lower lobe pneumonia at home calls the 

clinic nurse. The mother tells the nurse that the child complains of discomfort on the right side and 
that the acetaminophen (Tylenol) is not effective. The nurse should tell the mother to: 

 
A.A.A.A. Increase the dose of the acetaminophen. 
B.B.B.B. Encourage the child to lie on the left side. 
C.C.C.C. Encourage the child to lie on the right side. 
D.D.D.D. Increase the frequency of the acetaminophen. 
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58.58.58.58.    A new mother expresses concern to a nurse regarding sudden infant death syndrome. She asks the 
nurse how to position her new infant for sleep. The nurse appropriately tells the mother that the 
infant should be placed on the: 

 
A.A.A.A. Side or prone. 
B.B.B.B. Back or prone. 
C.C.C.C. Stomach with the face turned. 
D.D.D.D. Back rather than on the stomach. 
 
59.59.59.59.    A clinic nurse is providing instructions to a mother of a child with cystic fibrosis regarding the 

immunization schedule for the child. Which statement would the nurse make to the mother? 
 
A.A.A.A. “The immunization schedule will need to be altered.” 
B.B.B.B. “The child should not receive any hepatitis vaccines.” 
C.C.C.C. “The child will receive all the immunizations except for the polio series.” 
D.D.D.D. “The child will receive the recommended basic series of immunizations along with a yearly  
      pneumococcal and influenza vaccination.” 
 
60.60.60.60.    A clinic nurse reads the results of a Mantoux test on a 3-year-old child. The results indicate an area of 

induration measuring 10 mm. The nurse would interpret these results as: 
 
A.A.A.A. Positive. 
B.B.B.B. Negative. 
C.C.C.C. Inconclusive. 
D.D.D.D. Definitive and requiring a repeat test. 
 
61.61.61.61.    Isoniazid (INH) is prescribed for a child with human immunodeficiency virus infection who has a 

positive Mantoux test result. The mother of the child asks the nurse how long the child will need to 
take the medication. The nurse tells the mother that the medication will need to be taken for: 

 
A.A.A.A. 4 months. 
B.B.B.B. 6 months. 
C.C.C.C. 9 months. 
D.D.D.D. 12 months. 
 
62.62.62.62.    A hospitalized 2-year-old child with croup is receiving corticosteroid therapy and the mother asks a 

nurse why the physician did not prescribe antibiotics. The appropriate response is: 
 
A.A.A.A. “The child may be allergic to antibiotics.” 
B.B.B.B. “The child is too young to receive antibiotics.” 
C.C.C.C. “Antibiotics are not indicated unless a bacterial infection is present.” 
D.D.D.D. “The child still has the maternal antibodies from birth and does not need antibiotics.” 
 
63.63.63.63.    A child with croup is placed in a cool mist tent. The mother becomes concerned because the child is 

frightened, consistently crying, and trying to climb out of the tent. The appropriate nursing action is 
to: 

 
A.A.A.A. Tell the mother that the child must stay in the tent. 
B.B.B.B. Call the physician and obtain an order for a mild sedative. 
C.C.C.C. Place a toy in the tent to make the child feel more comfortable. 
D.D.D.D. Let the mother hold the child and direct the cool mist over the child's face. 
 
64.64.64.64.    A toddler with Cystic Fibrosis is admitted with Pneumonia.  Which of the findings in the child’s 

history is directly related to the diagnosis of Cystic Fibrosis?  
 
A.A.A.A. Developmental delay in walking 
B.B.B.B. Tripling birth weight at one year 
C.C.C.C. Meconium ileus 
D.D.D.D. Two previous admissions for dehydration. 
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65.65.65.65.    A patient is receiving Incentive Spirometry post-operatively.  Which of the following would 
demonstrate misunderstanding on the part of the nurse regarding this treatment modality? 

 
A.A.A.A. The patient should be medicated for pain, p.r.n. prior to beginning the treatment 
B.B.B.B. The head of the bed should be elevated to at least 45 degrees 
C.C.C.C. The therapy should begin on the second or third post-op day 
D.D.D.D. The patient should be taught to hold their breath following inspiration, and then to exhale slowly 
 
66.66.66.66.    You are assigned to teach a nursing student how to suction an adult patient with a tracheostomy.  

Which of the following actions by the nursing student would be incorrect? 
 
A.A.A.A. Pre-oxygenation of the patient with a Resusibag at 100% 02 several times before suctioning 
B.B.B.B. Maintains wall suction pressure at 110-150mmHG 
C.C.C.C. Does not suction for greater than 10-15 seconds at a time 
D.D.D.D. Applies gentle intermittent pressure and rotates catheter during insertion phase of suctioning 
 
67.67.67.67.    In caring for a patient with a tracheostomy which of the   following would be an incorrect action by 

the nurse when providing tracheostomy care? 
 
A.A.A.A. Checking the cuff pressure 
B.B.B.B. Provide humidified oxygen 
C.C.C.C. Remove the outer cannula for cleaning q. shift 
D.D.D.D. Place sterile gauze between the outer wings of the tube before tying strings or tape to secure it 
 
68.68.68.68.    The nurse is conducting an education session for a group of smokers in a “stop smoking” class. Which 

finding would the nurse state as a common symptom of lung cancer? : 
 

A.A.A.A. Dyspnea on exertion  
B.B.B.B. Foamy, blood-tinged sputum  
C.C.C.C. Wheezing sound on inspiration  
D.D.D.D. Cough or change in a chronic cough 
 
69.69.69.69.    Rashid, a plane crash victim, undergoes endotracheal intubation and positive pressure ventilation. 

The most immediate nursing intervention for him at this time would be to: 
 

A.A.A.A. Facilitate his verbal communication  
B.B.B.B. Maintain sterility of the ventilation system  
C.C.C.C. Assess his response to the equipment  
D.D.D.D. Prepare him for emergency surgery 
 
70.70.70.70.    A chest tube with water seal drainage is inserted to a client following a multiple chest injury. A few 

hours later, the client’s chest tube seems to be obstructed. The most appropriate nursing action would 
be to  
 

A.A.A.A. Prepare for chest tube removal  
B.B.B.B. Milk the tube toward the collection container as ordered  
C.C.C.C. Arrange for a stat Chest x-ray film.  
D.D.D.D. Clam the tube immediately  
 
71.71.71.71.    The observation that indicates a desired response to thoracostomy drainage of a client with chest 

injury is:  
 

A.A.A.A. Increased breath sounds  
B.B.B.B. Constant bubbling in the drainage chamber  
C.C.C.C. Crepitus detected on palpation of chest  
D.D.D.D. Increased respiratory rate 
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72.72.72.72.    To promote continued improvement in the respiratory status of a client following chest tube removal 
after a chest surgery for multiple rib fracture, the nurse should:  

 
A.A.A.A. Encourage bed rest with active and passive range of motion exercises  
B.B.B.B. Encourage frequent coughing and deep breathing  
C.C.C.C. Turn him from side to side at least every 2 hours  
D.D.D.D. Continue observing for dyspnea and crepitus  
 
73.73.73.73.    Hamanaptra, a client with myasthenia gravis, begins to experience increased difficulty in swallowing. 

To prevent aspiration of food, the nursing action that would be most effective would be to:  
 

A.A.A.A. Change her diet order from soft foods to clear liquids  
B.B.B.B. Place an emergency tracheostomy set in her room  
C.C.C.C. Assess her respiratory status before and after meals  
D.D.D.D. Coordinate her meal schedule with the peak effect of her medication, Mestinon  
 
74.74.74.74.    Which of the following anti-tuberculosis drugs can damage the 8th cranial nerve? 
 
A.A.A.A. Isoniazid (INH) 
B.B.B.B. Paraoaminosalicylic acid (PAS) 
C.C.C.C. Ethambutol hydrochloride (myambutol) 
D.D.D.D. Streptomycin 
 
75.75.75.75.    When discussing breathing exercises with a postoperative client, Nurse Hazel should include which of 

the following teaching? 
 
A.A.A.A. Short frequent breaths 
B.B.B.B. Exhale with mouth open 
C.C.C.C. Exercise twice a day 
D.D.D.D. Place hand on the abdomen and feel it rise 
 
76.76.76.76.    When observing elders with swallowing disorders, which of the following signs and symptoms would 

indicate to the nurse that the client may have aspirated? 
 
A.A.A.A. Complaint of food caught in the back of the throat 
B.B.B.B. Fever of unknown origin 
C.C.C.C. Request for something to eat or drink 
D.D.D.D. Lack of functional cough 
 
77.77.77.77.    When an older client is at risk for choking or aspiration, which of the following nursing interventions 

should be included in the plan of care? 
 
A.A.A.A. Use a syringe to feed the client. 
B.B.B.B. Remove dentures prior to feeding. 
C.C.C.C. Provide a straw for liquids. 
D.D.D.D. Avoid milk products. 
 
78.78.78.78.    Which respiratory volume is the maximum volume of air that can be inhaled after maximal 

expiration? 
 

A.A.A.A. Inspiratory reserve volume 
B.B.B.B. Tidal volume 
C.C.C.C. Expiratory reserve volume 
D.D.D.D. Residual volume 
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79.79.79.79.    When the nurse auscultates chest sounds that are harsh and cracking, sounding like two pieces of 
leather being rubbed together, she records her finding as 

 
A.A.A.A. crackles 
B.B.B.B. pleural friction rub 
C.C.C.C. sibilant wheezes 
D.D.D.D. sonorous wheezes 
 
80.80.80.80.    When the patient who has undergone laryngectomy suffers wound breakdown, the nurse monitors 

him very carefully because he is identified as being at high risk for 
 

A.A.A.A. dehydration 
B.B.B.B. pneumonia 
C.C.C.C. carotid artery hemorrhage 
D.D.D.D. pulmonary embolism 
 
81.81.81.81.    Which of the following terms refers to lung tissue that has become more solid in nature due to a 

collapse of alveoli or infectious process? 
 

A.A.A.A. atelectasis 
B.B.B.B. emphysema 
C.C.C.C. consolidation 
D.D.D.D. bronchiectasis 
 
82.82.82.82.    When interpreting the results of a Mantoux test, the nurse explains to the patient that a reaction 

occurs when the intradermal injection site shows 
 

A.A.A.A. redness and induration 
B.B.B.B. bruising 
C.C.C.C. tissue sloughing 
D. D. D. D. drainage 
 
83. Which of the following types of lung cancer is characterized as fast growing and tending to arise 

peripherally? 
 
A.A.A.A. Squamous cell carcinoma 
B.B.B.B. Adenocarcinoma 
C.C.C.C. Bronchoalveolar carcinoma 
D.D.D.D. Large cell carcinoma 
 
84. Of the following oxygen administration devices, which has the advantage of providing high oxygen 

concentration? 
 
A.A.A.A. non-rebreather mask 
B.B.B.B. catheter 
C.C.C.C. venture mask 
D.D.D.D. face tent 
 
85.85.85.85.    Which of the following ranges identifies the amount of pressure within the endotracheal tube cuff 

that is believed to prevent both injury and aspiration? 
 

A.A.A.A. 10-15 mm Hg water pressure. 
B.B.B.B. 0-5 mm Hg water pressure 
C.C.C.C. 30-35 mm Hg water pressure. 
D.D.D.D. 20-25 mm Hg water pressure. 
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86.86.86.86.    When performing endotracheal suctioning, the nurse applies suctioning while withdrawing and gently 
rotating the catheter 360 degrees for which of the following time periods? 
 

A.A.A.A. 0-5 seconds 
B.B.B.B. 20-25 seconds 
C.C.C.C. 30-35 seconds 
D.D.D.D. 10-15 seconds 
 
87.87.87.87.    In general, chest drainage tubes are not used for the patient undergoing 

 
A.A.A.A. Segmentectomy 
B.B.B.B. Wedge resection 
C.C.C.C. Pneumonectomy 
D.D.D.D. Lobectomy  
 
88.88.88.88.    Which of the following is the most important risk factor for development of Chronic Obstructive 

Pulmonary Disease? 
 

A.A.A.A. Air pollution 
B.B.B.B. Genetic abnormalities 
C.C.C.C. Cigarette smoking 
D.D.D.D. Occupational exposure 
 
89. Which of the following actions is most appropriate for the nurse to take when the patient 

demonstrates subcutaneous emphysema along the suture line or chest dressing 2 hours after chest 
surgery? 

 
A.A.A.A. Record the observation. 
B.B.B.B. Apply a compression dressing to the area. 
C.C.C.C. Measure the patient's pulse oximetry. 
D.D.D.D. Report the finding to the physician immediately. 
 
90.90.90.90.    Which type of sleep apnea is characterized by lack of airflow due to pharyngeal occlusion? 

 
A.A.A.A. Simple 
B.B.B.B. Obstructive 
C.C.C.C. Mixed 
D.D.D.D. Central 
 
91.91.91.91.    The individual who demonstrates displacement of the sternum is described as having:  

 
A.A.A.A. kyphoscoliosis    
B.B.B.B. pigeon chest 
C.C.C.C. barrel chest 
D.D.D.D. funnel chest 
 
92.92.92.92.    In relation to the structure of the larynx, the cricoid cartilage is 

 
A.A.A.A. used in vocal cord movement with the thyroid cartilage 
B.B.B.B. the valve flap of cartilage that covers the opening to the larynx during swallowing 
C.C.C.C. the largest of the cartilage structures 
D.D.D.D. the only complete cartilaginous ring in the larynx 
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93.93.93.93.    A client has undergone a total laryngectomy due to cancer. The nurse should plan on assisting the 
client with communicating by: 

 
A.A.A.A. providing an interpreter. 
B.B.B.B. providing a sheet explaining sign language. 
C.C.C.C. providing a tablet and pencil. 
D.D.D.D. talking to the client’s face, accentuating words through lip movement. 
 
94.94.94.94.    A nurse admits a 3 week-old infant to the special care nursery with a diagnosis of bronchopulmonary 

dysplasia. As the nurse reviews the birth history, which data would be most consistent with this 
diagnosis? 
 

A.A.A.A. Gestational age assessment suggested growth retardation 
B.B.B.B. Meconium was cleared from the airway at delivery 
C.C.C.C. Phototherapy was used to treat Rh incompatibility 
D.D.D.D. The infant received mechanical ventilation for 2 weeks    
 
95.95.95.95.    A client is admitted with the diagnosis of pulmonary embolism. While taking a history, the client tells 

the nurse he was admitted for the same thing twice before, the last time just 3 months ago. The nurse 
would anticipate the health care provider ordering 
 

A.A.A.A. Pulmonary embolectomy 
B.B.B.B. Vena caval interruption 
C.C.C.C. Increasing the coumadin therapy to an INR of 3-4 
D.D.D.D. Thrombolytic therapy 
 
96.96.96.96.    Which statement by the client with chronic obstructive lung disease indicates an understanding of the 

major reason for the use of occasional pursed-lip breathing? 
 

A.A.A.A. "This action of my lips helps to keep my airway open." 
B.B.B.B. "I can expel more when I pucker up my lips to breathe out." 
C.C.C.C. "My mouth doesn't get as dry when I breathe with pursed lips." 
D.D.D.D. "By prolonging breathing out with pursed lips the little areas in my lungs don't collapse."    
 
97.97.97.97.    A client with asthma has low pitched wheezes present on the final half of exhalation. One hour later 

the client has high pitched wheezes extending throughout exhalation. This change in assessment 
indicates to the nurse that the client 

 
A.A.A.A. Has increased airway obstruction 
B.B.B.B. Has improved airway obstruction 
C.C.C.C. Needs to be suctioned 
D.D.D.D. Exhibits hyperventilation 
 
98.98.98.98.    A cyanotic client with an unknown diagnosis is admitted to the emergency room. In relation to 

oxygen, the first nursing action would be to 
 
A.A.A.A. Wait until the client's lab work is done  
B.B.B.B. Not administer oxygen unless ordered by the physician  
C.C.C.C. Administer oxygen at 2 liters flow per minute  
D.D.D.D. Administer oxygen at 10 liters flow per minute and check the client's nail beds 
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99.99.99.99.    When a client asks the nurse why the physician says he "thinks" he has tuberculosis, the nurse explains 
to him that diagnosis of tuberculosis can take several weeks to confirm. Which of the following 
statements supports this answer? 

 
A.A.A.A. A positive reaction to a tuberculosis skin test indicates that the client has active tuberculosis, even if  
     one negative sputum is obtained  
B.B.B.B. A positive sputum culture takes at least 3 weeks, due to the slow reproduction of the bacillus  
C.C.C.C. Because small lesions are hard to detect on chest x-rays, x-rays usually need to be repeated during  
                several consecutive weeks  
D.D.D.D. A client with a positive smear will have to have a positive culture to confirm the diagnosis 
    
100.100.100.100.    Assessing for immediate postoperative complications, the nurse knows that a complication likely 

to occur following unresolved atelectasis is 
 
A.A.A.A. Hemorrhage  
B.B.B.B. Infection  
C.C.C.C. Pneumonia  
D.D.D.D. Pulmonary embolism 
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RESPIRATORY SYSTEM ANSWER AND RATIONALERESPIRATORY SYSTEM ANSWER AND RATIONALERESPIRATORY SYSTEM ANSWER AND RATIONALERESPIRATORY SYSTEM ANSWER AND RATIONALE    
    
1.1.1.1.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:   
Restlessness is an early indicator of hypoxia. The nurse should suspect hypoxia in unconscious client who 
suddenly becomes restless. 
 
2.2.2.2.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Tracheostomy tube has several potential complications including bleeding, infection and laryngeal nerve 
damage. 
 
3.3.3.3.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Intermittent pain is the classic sign of renal carcinoma. It is primarily due to capillary erosion by the 
cancerous growth. 
 
4.4.4.4.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
Patent airway is the most priority; therefore removal of secretions is necessary. 
 
5.5.5.5.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
A client with COPD is often hypermetabolic from the disease process and requires increased calories, 
proteins, vitamins, and minerals in order to maintain desired weight and meet additional energy 
demands.  
 
6.6.6.6.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:   
One of the most serious side-effects of morphine sulfate is respiratory depression. A respiratory rate of 12 
or below should be a sign to withhold this medication until you can consult with the doctor. 
 
7.7.7.7.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale:Rationale:Rationale:Rationale:  
Pneumonectomy refers to removal of an entire lung, not the remaining pulmonary surgical terms. 
 
8.8.8.8.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:   
Paradoxical movement of the chest indicates a flail chest, not the other findings. Multiple rib fractures do 
not necessarily create a flail chest. There is no tracheal deviation with flail chest. 
 
9.9.9.9.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
The right ventricle is enlarged in the client with cor pulmonale, not the other cardiac structures. 
 
10.10.10.10.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Exercise is not a cause of chronic obstructive pulmonary disease; the other options are causes of COPD. 
 
11.11.11.11.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale:Rationale:Rationale:Rationale:   
Serving small frequent meals may assist the client with chronic obstructive pulmonary disease (COPD) to 
receive adequate nutrition while conserving energy. Large meals will tire the client. Steak and raw carrots 
require too much chewing and will cause the client to become short of breath. 
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12.12.12.12.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
P = precipitating events; Q = quality of pain or discomfort; R = radiation of pain; S = severity of pain; T 
= timing. The other options are not used. 
13.13.13.13.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:   
Pneumothorax is a common complication of CVL insertion, and CXR will confirm the diagnosis suggested 
by the assessment (SOB and absent BS).  
 
14.14.14.14.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
60–80 percent PEF = mod. exacerbation; pneumonia would have fever and sputum changes; mild 
exacerbation of asthma. PEF would be 80 percent or better; for severe exacerbation of asthma, PEF 
would be less than 50 percent. 
 
15.15.15.15.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Bronchoscopy is commonly done to diagnose lung cancer; the majority of patients do not report 
significant pain after bronchoscopy; endotracheal intubation is not a routine step in bronchoscopy; option 
4 is not likely at this point, as most patients will not suffer body image disturbance until after the 
diagnosis is actually made, if then. 
 
16.16.16.16.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Until the lung incision seals, there will be air leaking from it, which will be collected and drained by the 
chest tube; air leak, notify physician  would be correct if the air leak had stopped and later reappeared; 
the suction control chamber is separate from the water seal chamber in a typical chest drainage device. 
 
17.17.17.17.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:   
Bronchial breath sounds are normally heard only over the trachea and main-stem bronchi; atelectasis will 
demonstrate diminished breath sounds; pneumothorax will have absent breath sounds on the affected 
side; normal breath sounds should hear vesicular breath sounds in the posterior fields. 
 
18.18.18.18.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Wheezes are most indicative of asthma. The other adventitious sounds are heard in other conditions. 
 
19.19.19.19.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Impaired verbal communication is most appropriate, as a cuffed tracheostomy tube does not allow for 
speech. 
 
20.20.20.20.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Aspiration pneumonia most specifically refers to when a client has inhaled secretions into the lower 
airway, not the other options. 
 
21.21.21.21.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Hemothorax refers to blood accumulation in the pleural space. The other terms describe different 
pulmonary injuries. 
 
22.22.22.22.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Cor pulmonale refers to a disorder resulting in an enlarged right ventricle due to a pulmonary disease, not 
the other options. 
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23.23.23.23.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
CO2 and H2O in differing concentrations, react to form carbonic acid (H2CO3), which in turn dissociates 
to form bicarbonate (HCO3) and hydrogen (H+) ions. This reaction determines the pH of arterial blood 
and the acid-base balance of the human body. CO2 is blown off or conserved by the lungs as one 
variable in keeping this balance. 
 
24.24.24.24.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Nonselective beta blockers, such as propanolol, competitively block the effects of adrenergic agonists at 
B1 and B2 receptor sites. B2 receptor sites are found in smooth muscle such as that found in the airways. 
Blockage of B2 receptor sites in the airways can result in narrowing of the airway. In a patient with 
asthma a narrowed airway could precipitate a respiratory crisis. Beta blockers slow the heart rate. Beta 
blockers do not block calcium movement into myocardial cells. Beta blockers are not angiotensin receptor 
blockers 
 
25.25.25.25.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Bilateral chest rise. Both sides of the chest rises, which is normal and indicates adequate respiratory 
mechanism. Tachypnea is a breathing rate that is faster than the normal rate. Bradynea is a breathing rate 
that is slower than the normal rate. Agonal breathing is a gasping type of respiration that has no pattern 
and occurs very infrequently. It is often a sign of impending caridac or respiratory arrest. 
 
26.26.26.26.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Assessing the airway of an older patient is often difficult because of arthritic changes in the bones of the 
neck. As one grows older, less air enters and exits the lungs, less gas exchange occurs, the lung tissue loses 
its elasticity, and many of the muscles used in breathing lose their strength and coordination. 
 
27.27.27.27.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Although rhythm must be observed, it is not included under the quality of breathing. Quality includes 
breath sounds (diminished, unequal, or absent), chest expansion (inadequate or unequal), and depth of 
respirations (labored, increased respiratory effort, use of accessory muscles). 
 
28.28.28.28.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
An unresponsive patient with shallow, gasping breaths with only a few breaths per minute (agonal 
respirations) is clearly breathing inadequately. You must provide artificial ventilation with supplemental 
oxygen preferable via pocket face mask. 
 
29.29.29.29.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Treatment of tuberculosis is multi-drug therapy typically isoniazid, rifampin, pyrazinamide and 
ethambutol. 
Treatment is long term usually over a period of six months if the client is not drug resistant, but up to 24 
months if there is drug resistance. 
 
30.30.30.30.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Broad-spectrum antibiotics are indicated under medical supervision as a prophylactic treatment against 
lung infections, particularly during winter months. Influenza injections are regularly recommended for 
patient with chronic chest problems; patients with lung disease should not smoke any substance. 
 
31.31.31.31.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Expiration is a passive process in which the intercostals (rib) muscles and the diaphragm relaxes, causing 
the chest cavity to decrease in size and forcing air from the lungs. 
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32.32.32.32.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Erythromycin is a macrolide antibiotic that causes down-regulation of the cytochrome-450 system in the 
liver, thus reducing theophylline clearance resulting in an increased theophylline plasma concentration.  
 
33.33.33.33.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Suctioning may produce lobar collapse if the suction catheter diameter is too large for the size of the 
airway. Lobar collapse occurs when air cannot enter the lung from around the catheter while suction is 
applied; performing intermittent suctioning for no more than 8 seconds at a time and using low pressure 
reduce the risk of trauma or hypoxia. 
 
34.34.34.34.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client is not to have fluids until the nurse is certain the gag reflex is intact. 
 
35.35.35.35.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
If there is no air leak, the water level in the water seal chamber will oscillate with the client’s respirations. 
Pockets of air represent subcutaneous emphysema, the physician should be notified if it increases; 
bubbling in the water seal chamber indicates the presence of an air leak; increased drainage suggests new 
or increased bleeding and needs to be reported. 
 
36.36.36.36.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Decreased oxygen in the blood is the stimulus for breathing in a client with COPD. Therefore, if oxygen is 
administered there is the risk that respiratory arrest will occur because high oxygen saturation levels in the 
blood eliminate the stimulus for breathing. This is a particular risk with the administration of 100% 
oxygen. The normal stimulus to breathe is an increase in CO2 in the blood but the client with COPD has 
become insensitive to CO2 because of long-term elevated levels associated with the COPD. Oxygen 
administration does not cause hyperventilation; nor does it precipitate diaphragmatic spasm or 
bronchospasm. 
 
37.37.37.37.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Excess cortisol increases the risk of infection because it decreases the inflammatory response. Loss of 
epinephrine and norepinephrine are not the important factors in the increased risk of infection. Fluid and 
electrolyte fluctuations do not create an environment in which infective organisms can thrive. The 
immune system is not suppressed in preparation for surgery. 
 
38.38.38.38.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
As air or fluid collects in the pleural space, the trachea is forced out of the midline toward the unaffected 
side. Simultaneous expansion of the lung and chest on the affected side is inhibited causing a unilateral 
decrease. Hypoxia and hypercapnia occur with pneumothorax so PaCo2 is decreased with pneumothorax 
and O2 is increased. No air is entering affected area so no breath sounds are heard. Hyperresonance 
occurs on affected side. 
 
39.39.39.39.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Progressive hoarseness of more than 2-weeks duration is a symptom of glottic laryngeal cancer. 
Therefore, the client should be advised to see a physician right away. Telling the client to gargle or 
suggesting rest, although soothing, does not address the basic concern. 
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40.40.40.40.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale:Rationale:Rationale:Rationale:  
Croup is a condition that results from acute obstruction at or just below the larynx. Laryngospasm, which 
is the spasmodic closure of the larynx produces the brassy or barking cough, hoarseness, and respiratory 
distress that are the S&S of croup and therefore must be prevented. 
Avoiding infection is a desirable goal but it is not the priority for this infant who already has experienced 
croup. Similarly, clear fluids are prescribed for infants with croup but laryngospasm that can block the 
airway is a greater priority than fluid intake. Infants with croup are typically afebrile and since croup is 
viral, not bacterial, in origin antibiotics are not needed. 
 
41.41.41.41.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Confusion and impaired gag reflex are two of the major risk factors for aspiration pneumonia. Following 
a repair, an infant is not at particularly high risk for aspiration nor is an alert 10-year old with cystic 
fibrosis. A 50-year old with fractured ribs and a broken leg has some degree of immobility but no other 
risk factors. 
 
42.42.42.42.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Persistent productive cough is not a symptom of emphysema rather there is minimal cough and sputum 
production. Clients with emphysema automatically use pursedlip breathing to facilitate exhalation, which 
is prolonged due to airway narrowing or collapse on expiration and ends with a grunt. 
 
43.43.43.43.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Bronchiectasis is characterized by a chronic cough with production of several cupful of foul-smelling 
mucopurulent sputum per day. Production of large amounts of this type of sputum does not indicate 
suprainfection, disease resolution or that chest physical therapy needs to be changed. 
 
44.44.44.44.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:  
Barrel chest, a condition in which the anterior–posterior diameter of the chest is greater than normal 
results from hyperinflation due to chronic air trapping. 
 
45.45.45.45.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Exposure of a fetus/infant to cigarette smoke is believed to increase the risk of SIDS. Other options are not 
correct guidelines because babies should be placed on their back not on their sides to sleep; babies should 
sleep on firm not soft surfaces; and overheating, not chilling, predisposes to SIDS. 
 
46.46.46.46.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
10 mm or more of induration is highly significant for past or present infection with the tubercle bacillus. 
Erythema alone does not indicate a positive result. Blistering or blanching does not indicate a positive 
result. 
 
47.47.47.47.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Bed rest, a high-calorie diet and extra fluids are essential parts of the therapeutic plan for the client with 
pneumonia. 
For cystic fibrosis, a high-calorie, high-protein, normal- fat diet is desirable but bed rest is not required; in 
fact, physical exercise is encouraged. For emphysema, a high-protein, high-calorie, vitamin-rich diet is 
encouraged; bed rest is not necessary. Clients with lung cancer need adequate nutrition but not bed rest. 
 
48.48.48.48.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Rust-colored sputum, pleuritic pain, cough, and fever are classic signs of bacterial pneumonia. PaO2 is 
decreased secondary to consolidation in the lung. An expiratory wheeze is characteristic of asthma not 
pneumonia. 
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49.49.49.49.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Both diseases are viral in origin. With croup, children are afebrile; with laryngotracheobronchitis, children 
have fever. Croup primarily affects children aged 6 months to 3 years and laryngotracheobronchitis 
affects children under 5 years of age. Onset of croup is sudden and onset of laryngotracheobronchitis is 
more gradual. 
 
50.50.50.50.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Decreased breath sounds are a major finding associated with pleural effusion. Expiratory wheeze does not 
occur with pleural effusion; it occurs with asthma. Cough associated with pleural effusion is dry, not 
productive. Laryngotracheobronchitis is the most common cause of stridor in children. 
 
51.51.51.51.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
High-fowler’s position facilitates chest expansion and eases work of respiration. 
 
52.52.52.52.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Hypoxemia and Hypercapnia are expected. Hypoxemia is reflected in the PaO2 (partial pressure of 
oxygen dissolved in the blood), the normal value of which is 80–100 mmHg. Hypercapnia is reflected in 
the PaCO2 whose normal range is 35–45 mm Hg. 
 
53.53.53.53.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Sudden, sharp chest pain that increases on inspiration and unilaterally diminished breath sounds are classic 
signs of pneumothorax. Blood-streaked sputum, stridor, diaphoresis, prolonged inspiration, and wet rales 
are not S&S of pneumothorax. 
 
54.54.54.54.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Respiratory syncytial virus (RSV) is a highly communicable disorder and is not transmitted via the airborne 
route. 
The virus usually is transferred by the hands, and meticulous hand washing is necessary to decrease the 
spread of organisms. The infant with RSV is isolated in a single room or placed in a room with another 
child with RSV. Enteric precautions are not necessary. 
 
55.55.55.55.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:  
Ribavirin (Virazole) is an antiviral respiratory medication used mainly for hospitalized children with 
severe RSV. 
Administration is via hood, face mask, or oxygen tent. Ribavirin is not administered orally, 
intramuscularly, or subcutaneously. 
 
56.56.56.56.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Decreased wheezing in a child with asthma may be interpreted incorrectly as a positive sign when it may 
actually signal an inability to move air. A “silent chest” is an ominous sign during an asthma episode. With 
treatment, increased wheezing actually may signal that the child's condition is improving. Warm, dry skin 
indicates an improvement in condition, because the child is normally diaphoretic during exacerbation. 
The normal pulse rate in a 10-year-old is 70 to 110 bpm. The normal respiratory rate in a 10-year-old is 16 
to 20 breaths/min. 
 
57.57.57.57.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Splinting of the affected side by lying on that side may decrease discomfort. To advise the mother to 
increase the dose or frequency of the acetaminophen is inappropriate. Lying on the left side will not be 
helpful in alleviating discomfort. 
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58.58.58.58.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Nurses should encourage parents to place the infant on the back (supine) for sleep. The infant may have 
the ability to turn to a prone position from the side-lying position. Infants in the prone position (on the 
stomach) may be unable to move their heads to the side, thus increasing the risk of suffocation. 
 
59.59.59.59.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Adequately protecting children with cystic fibrosis from communicable diseases by immunization is 
essential. In addition to the basic series of immunizations, a yearly influenza and possibly a pneumococcal 
vaccine also are recommended for children with cystic fibrosis. 
 
60.60.60.60.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Induration measuring 10 mm or more is considered to be a positive result in children younger than 4 
years of age and in those with chronic illness or at high risk for environmental exposure to tuberculosis. A 
reaction of 5 mm or more is considered to be a positive result for the highest risk groups, such as the child 
with an immunosuppressive condition. 
 
61.61.61.61.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
For children with human immunodeficiency virus infection, a minimum of 12 months of treatment with 
isoniazid is recommended. 
 
62.62.62.62.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Antibiotics are not indicated in the treatment of croup unless a bacterial infection is present. In addition, 
no supporting data in the question indicate that the child may be allergic to antibiotics. 
 
63.63.63.63.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
If the use of a tent or hood is causing distress, treatment may be more effective if the child is held by the 
parent and a cool mist is directed toward the child's face. A mild sedative would not be administered to 
the child. Crying will aggravate laryngospasm and increase hypoxia, which may cause airway obstruction. 
 
64.64.64.64.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The increased viscosity of mucous in the GI tract is frequently responsible for development of meconium 
ileus in the newborn period.  Developmental delay in walking is not directly related to Cystic Fibrosis, 
tripling birth weight is a normal milestone expected of all children.  History of dehydration may or may 
not be related to Cystic Fibrosis. 
 
65.65.65.65.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Incentive Spirometry is used post-operatively especially after thoracic and abdominal surgery to prevent 
collapse of the air passages or atelectasis.  In assisting the patient, the nurse should employ choices a, b 
and d and although it is more effective with the head of the bed elevated, it can be performed from any 
position.  It should be started immediately as atelectasis can start as soon as one hour post-operatively. 
 
66.66.66.66.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
In suctioning a patient with a Tracheostomy, the nurse should employ all of the above choices, except 
choice (4). However, when the catheter is inserted it should be done gently, and to a depth of 10-12.5cms 
(4-5"s) or until the patient begins to cough.  Suction should never be applied when inserting the catheter, 
nor should it be rotated during this period.  Suction should be applied by occluding the Y-port with the 
thumb of the unsterile gloved hand, while the catheter is rotated gently during withdrawal.  The patient 
should never be suctioned for more than 10 seconds at one time to avoid the development of hypoxia.  
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67.67.67.67.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Checking the cuff pressure,  provide humidified oxygen and  place sterile gauze between the outer wings 
of the tube before tying strings or tape to secure it are essential parts of the nursing care of a patient with 
a Tracheostomy.  In tracheostomy tubes with both an inner and outer cannula, it is ONLY the inner 
cannula which is removed for cleaning.  Newer plastic tubes have disposable inner cannulas that are 
changed as ordered. 
 
68.68.68.68.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Cigarette smoke is a carcinogen that irritates and damages the respiratory epithelium. The irritation causes 
the cough which initially maybe dries, persistent and unproductive. As the tumor enlarges, obstruction of 
the airways occurs and the cough may become productive due to infection. 
 
69.69.69.69.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
It is a primary nursing responsibility to evaluate effect of interventions done to the client. Nothing is 
achieved if the equipment is working and the client is not responding. 
 
70.70.70.70.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Milk the tube toward the collection container as ordered. This assists in moving blood, fluid or air, which 
may be obstructing drainage, toward the collection chamber 
 
71.71.71.71.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Increased breath sounds. The chest tube normalizes intrathoracic pressure and restores negative intra-
pleural pressure, drains fluid and air from the pleural space, and improves pulmonary function 
 
72.72.72.72.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Encourage frequent coughing and deep breathing. This nursing action prevents atelectasis and collection 
of respiratory secretions and promotes adequate ventilation and gas exchange. 
 
73.73.73.73.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Coordinate her meal schedule with the peak effect of her medication, Mestinon Dysphagia should be 
minimized during peak effect of Mestinon, thereby decreasing the probability of aspiration. Mestinon can 
increase her muscle strength including her ability to swallow. 
 
74.74.74.74.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Streptomycin is an aminoglycoside and damage on the 8th cranial nerve (ototoxicity) is a common side 
effect of aminoglycosides. 
 
75.75.75.75.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Abdominal breathing improves lungs expansion 
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76.76.76.76.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Difficulty swallowing (dysphagia) occurs in about 12 percent of hospitalized clients and is two times that 
amount in stroke patients. Studies have shown that a high percentage of elder clients in rehab hospitals 
have already aspirated prior to admission. The nurse has to have a high index of suspicion for infection in 
older adults, particularly when fever is involved, because of the poor immune response. If the fever can’t 
be explained by another disease process, aspiration pneumonia should be considered. Older adults may 
complain of food caught in the back of their throat, but studies have shown that there is not a positive 
correlation between that complaint and the presence of aspiration. If the client has aspirated, there is 
usually a lack of interest in or refusal to eat and drink. The cough reflex is decreased in older adults, and 
clients with functional coughs can still aspirate, so functional cough is not a good indicator of aspiration in 
the older adult. 
 
77.77.77.77.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
When an older client is at risk for choking or aspiration, milk products should be avoided, particularly if 
the client already has thick secretions. Milk will thicken the secretions, decreasing the client’s ability to 
expectorate and lead to infection. Syringes should be avoided when feeding clients at risk for choking or 
aspiration. The injection force can actually precipitate choking or aspiration. Dentures should be in place 
and secure prior to feeding. Unless specifically ordered by the speech pathologist, straws should be 
avoided in these clients because of the coordination required for their use. 
 
78.78.78.78.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:  
Inspiratory reserve volume is normally 3000 mL. Expiratory reserve volume is the maximum volume of 
air that can be exhaled forcibly after a normal exhalation. Tidal volume is the volume of air inhaled and 
exhaled with each breath. Residual volume is the volume of air remaining in the lungs after a maximum 
exhalation.    
 
79.79.79.79.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
A pleural friction rub is heard secondary to inflammation and loss of lubricating pleural fluid. Crackles are 
soft, high-pitched, discontinuous popping sounds that occur during inspiration. Sibilant wheezes are 
continuous, musical, high-pitched, whistle-like sounds heard during inspiration and expiration. Sonorous 
wheezes are deep, low-pitched rumbling sounds heard primarily during expiration. 
 
80.80.80.80.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The carotid artery lies close to the stoma and may rupture from erosion if the wound does not heal 
properly. Pulmonary embolism is associated with immobility. Dehydration may lead to poor wound 
healing and breakdown. Pneumonia is a risk for any postoperative patient. 
 
81.81.81.81.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Atelectasis refers to collapse or airless condition of the alveoli caused by hypoventilation, obstruction to 
the airways, or compression. Empyema refers to accumulation of purulent material in the pleural space. 
Consolidation occurs during an infectious process such as pneumonia. Bronchiectasis refers to chronic 
dilation of a bronchi or bronchi in which the dilated airway becomes saccular and a medium for chronic 
infection. 
 
82.82.82.82.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
The site is inspected for redness and palpated for hardening. Bruising of tissue at the site may occur from 
the injection, but does not indicate a reaction to the tubercle bacillus. Sloughing of tissue at the site of 
injection does not indicate a reaction to the tubercle bacillus. Drainage at the site does not indicate a 
reaction to the tubercle bacillus. 
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83.83.83.83.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Squamous cell carcinoma arises from the bronchial epithelium and is more centrally located. 
Adenocarcinoma presents as peripheral masses or nodules and often metastasizes. Bronchioalveolar cell 
cancer arises from the terminal bronchus and alveoli and is usually slow-growing. Large cell carcinoma is a 
fast-growing tumor that tends to arise peripherally. 
 
84.84.84.84.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The non-rebreather mask provides high oxygen concentration but is usually poor fitting. The Venturi 
mask provides low levels of supplemental oxygen. The catheter is an inexpensive device that provides a 
variable fraction of inspired oxygen and may cause gastric distention. A face tent provides a fairly 
accurate fraction of inspired oxygen, but is bulky and uncomfortable. It would not be the device of choice 
to provide high oxygen concentration. 
 
85.85.85.85.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Usually the pressure is maintained at less than 25 cm water pressure to prevent injury and at more than 
20 cm water pressure to prevent aspiration. A measure of 10--15 mm Hg water pressure would indicate 
that the cuff is underinflated. A measure of 0-5 mm Hg water pressure would indicate that the cuff is 
under inflated. A measure of 30--35 mm Hg water pressure would indicate that the cuff is overinflated. 
    
86.86.86.86.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
In general, the nurse should apply suction no longer than 10-15 seconds because hypoxia and 
dysrhythmias may develop, leading to cardiac arrest. Applying suction for 0-5 seconds would provide too 
little time for effective suctioning of secretions. Applying suction for 20-25 seconds is hazardous and may 
result in the patient's developing hypoxia, which can lead to dysrhythmias and, ultimately, cardiac arrest. 
Applying suction for 30-35 seconds is hazardous and may result in the patient's developing hypoxia, 
which can lead to dysrhythmias and, ultimately, cardiac arrest. 
 
87.87.87.87.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Usually, no drains are used for the pneumonectomy patient because the accumulation of fluid in the 
empty hemithorax prevents mediastinal shift. With lobectomy, two chest tubes are usually inserted for 
drainage, the upper for air and the lower for fluid. With wedge resection, the pleural cavity usually is 
drained because of the possibility of an air or blood leak. With segmentectomy, drains are usually used 
because of the possibility of an air or blood leak. 
 
88.88.88.88.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Cigarette Smoking is the most important risk factor for developing COPD. Occupational exposure is not 
the most important risk factor for development of COPD. Air pollution is a risk factor for development of 
COPD, but it is not the most important risk factor. A deficiency of alpha-antitrypsin is a risk factor for 
development of COPD, but it is not the most important risk factor.  
 
89.89.89.89.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Subcutaneous emphysema occurs after chest surgery as the air that is located within the pleural cavity is 
expelled through the tissue opening created by the surgical procedure. It is a typical post-operative finding 
in the patient after chest surgery and absorbed by the body spontaneously after the underlying leak is 
treated or halted which results from air entering the tissue planes. 
 
90.90.90.90.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Obstructive sleep apnea occurs usually in men, especially those who are older and overweight. Mixed 
sleep apnea is a combination of central and obstructive apnea with one apneic episode. In central sleep 
apnea, the patient demonstrates simultaneous cessation of both airflow and respiratory movements.    
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91.91.91.91.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Kyphoscoliosis is characterized by elevation of the scapula and a corresponding S-shaped spine. Pigeon 
chest may occur with rickets, Marfan's syndrome, or severe kyphoscoliosis. A barrel chest is seen in 
patients with emphysema as a result of over-inflation of the lungs. Funnel chest occurs when there is a 
depression in the lower portion of the sternum. 
 
92.92.92.92.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The cricoid cartilage is located below the thyroid cartilage. The arytenoid cartilages are used in vocal cord 
movement with the thyroid cartilage. The thyroid cartilage is the largest of the cartilage structures; part of 
it forms the Adam's apple. The epiglottis is the valve flap of cartilage that covers the opening to the 
larynx during swallowing. 
 
93.93.93.93.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
The client should be given a tablet and pencil for communication postoperative. An interpreter is not 
needed unless the client does not speak English. The client should be allowed to communicate through 
the written word unless he requests a sheet about sign language. The client should not be expected to 
read lips to communicate with the nurse due to the possibility of miscommunication. 
 
94.94.94.94.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The infant received mechanical ventilation for 2 weeks Bronchopulmonary dysplasia is an iatrogenic 
disease caused by therapies such as use of positive-pressure ventilation used to treat lung disease. 
 
95.95.95.95.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
Clients with contraindications to heparin, recurrent PE or those with complications related to the medical 
therapy may require vena caval interruption by the placement of a filter device in the inferior vena cava. 
A filter can be placed transvenously to trap clots before they travel to the pulmonary circulation. 
 
96.96.96.96.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Clients with chronic obstructive pulmonary disease have difficulty exhaling fully as a result of the weak 
alveolar walls from the disease process. Alveolar collapse can be avoided with the use of pursed-lip 
breathing. This is the major reason to use it. The other options are secondary effects of purse-lip 
breathing. 
 
97.97.97.97.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
The higher pitched a sound is, the more narrow the airway. Therefore, the obstruction has increased or 
worsened. With no evidence of secretions no support exists to indicate the need for suctioning. 
 
98.98.98.98.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Administer oxygen at 2 liters per minute and no more, for if the client is emphysemic and receives too 
high a level of oxygen, he will develop CO2 narcosis and the respiratory system will cease to function  
 
99.99.99.99.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A positive sputum culture takes at least 3 weeks, due to the slow reproduction of the bacillus. Usually 
even very small lesions can be seen on x-rays due to the natural contrast of the air in the lungs; therefore, 
chest x-rays do not need to be repeated frequently 
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100.100.100.100.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Pneumonia is a major complication of unresolved atelectasis and must be treated along with vigorous 
treatment for atelectasis. Hemorrhage and infection are not related to this condition. Pulmonary 
embolism could result from deep vein thrombosis.    
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IMMUNOLOGICIMMUNOLOGICIMMUNOLOGICIMMUNOLOGIC----HEMATOLOGIC SYSTEM DISORDERSHEMATOLOGIC SYSTEM DISORDERSHEMATOLOGIC SYSTEM DISORDERSHEMATOLOGIC SYSTEM DISORDERS    
 
1.1.1.1.    The client diagnosed with thalassemia, a hereditary anemia, is to receive a transfusion of packed 

RBCs. The cross-match reveals the presence of antibodies that cannot be cross-matched. Which 
precaution should the nurse implement when initiating the transfusion? 

 
A.A.A.A. Start the transfusion at 10–15 mL per hour for 15–30 minutes. 
B.B.B.B. Re–cross match the blood until the antibodies are identified. 
C.C.C.C. Have the client sign a permit to receive uncross matched blood. 
D.D.D.D. Have the unlicensed nursing assistant stay with the client. 
 
2.2.2.2.    The client is diagnosed with polycythemia vera. The nurse would prepare to perform which 

intervention? 
 
A.A.A.A. Type and cross-match for a transfusion. 
B.B.B.B. Assess for petechiae and purpura. 
C.C.C.C. Perform phlebotomy of 500 mL of blood. 
D.D.D.D. Monitor for low hemoglobin and hematocrit. 
 
3.3.3.3.    The client is diagnosed with leukemia and has leukocytosis. Which laboratory value would the nurse 

expect to assess? 
 
A.A.A.A. An elevated hemoglobin. 
B.B.B.B. A decreased sedimentation count. 
C.C.C.C. A decreased red cell distribution width. 
D.D.D.D. An elevated white blood cell count. 
 
4.4.4.4.    The client is placed on neutropenia precautions. Which information should the nurse teach the client? 
 
A.A.A.A. Shave with an electric razor and use a soft toothbrush. 
B.B.B.B. Eat plenty of fresh fruits and vegetables. 
C.C.C.C. Perform perineal care after every bowel movement 
D.D.D.D. Some blood in the urine is not unusual. 
 
5.5.5.5.    The client is diagnosed with chronic myeloid leukemia and leukocytosis. Which signs/symptoms 

would the nurse expect to find when assessing this client? 
 
A.A.A.A. Frothy sputum and jugular vein distention. 
B.B.B.B. Dyspnea and slight confusion 
C.C.C.C. Right upper quadrant tenderness and nausea. 
D.D.D.D. Increased appetite and weight gain. 
 
6.6.6.6.    The client’s CBC indicates an RBC 6.0 (106) mm, Hgb 14.2 g d/L, Hct 42%, and platelets 69 (103) 

mm. Which intervention should the nurse implement? 
 
A.A.A.A. Teach the client to use a soft-bristle toothbrush. 
B.B.B.B. Monitor the client for elevated temperature. 
C.C.C.C. Check the client’s blood pressure. 
D.D.D.D. Hold venipuncture sites for one (1) minute. 
 
7.7.7.7.    The 24-year-old female client is diagnosed with idiopathic thrombocytopenia purpura (ITP). Which 

question would be important for the nurse to ask during the admission interview? 
 
A.A.A.A. “Do you become short of breath during activity?” 
B.B.B.B. “How heavy are your menstrual periods?” 
C.C.C.C. “Do you have a history of deep vein thrombosis?” 
D.D.D.D. “How often do you have migraine headaches?” 
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8.8.8.8.    The client is diagnosed with hemophilia. Which safety precaution should the nurse encourage? 
    
A.A.A.A. Wear helmets and pads during contact sports. 
B.B.B.B. Take antibiotics prior to any dental work. 
C.C.C.C. Keep clotting factor VIII on hand at all times. 
D.D.D.D. Use ibuprofen, an NSAID, for mild pain. 
 
9.9.9.9.    The nurse writes a diagnosis of “potential for fluid volume deficit related to bleeding” for a client 

diagnosed with disseminated intravascular coagulation (DIC). Which would be an appropriate goal 
for this client? 

 
A.A.A.A. The client’s clot formations will resolve in 2 days. 
B.B.B.B. The saturation of the client’s dressings will be documented. 
C.C.C.C. The client will use lemon-glycerin swabs for oral care. 
D.D.D.D. The client’s urine output will be _30 mL per hour. 
 
10.10.10.10.    The client diagnosed with atrial fibrillation is admitted with warfarin (Coumadin) toxicity. Which 

HCP order would the nurse anticipate? 
    
A.A.A.A. Protamine sulfate, an anticoagulant antidote. 
B.B.B.B. Heparin sodium, an anticoagulant. 
C.C.C.C. Lovenox, a low molecular weight anticoagulant. 
D.D.D.D. Vitamin K, an anticoagulant agonist. 
 
11.11.11.11.    Fifteen minutes after the nurse has initiated a transfusion of packed red blood cells the client becomes 

restless and complains of itching on the trunk and arms. Which intervention should the nurse 
implement first? 

 
A.A.A.A. Collect urine for analysis. 
B.B.B.B. Notify the lab of the reaction. 
C.C.C.C. Administer diphenhydramine, an antihistamine. 
D.D.D.D. Stop the transfusion at the hub. 
 
12.12.12.12.    The nurse is planning care for a client during the acute phase of a sickle cell vaso-occlusive crisis. 

Which of the following actions would be most appropriate? 
 
A.A.A.A. Fluid restriction 1000cc per day 
B.B.B.B. Ambulate in hallway 4 times a day 
C.C.C.C. Administer analgesic therapy as ordered 
D.D.D.D. Encourage increased caloric intake 
 
13.13.13.13.    A female client arrives at the health care clinic and tells the nurse that she was just bitten by a tick and 

would like to be tested for Lyme disease. The client tells the nurse that she removed the tick and 
flushed it down the toilet. Which of the following nursing actions is most appropriate?  

 
A.A.A.A. Refer the client for a blood test immediately. 
B.B.B.B. Inform the client that there is no test available for Lyme disease. 
C.C.C.C. Tell the client that testing is not necessary unless arthralgia develops. 
D.D.D.D. Instruct the client to return in 4 to 6 weeks to be tested because testing before this time is not reliable. 
 
14.14.14.14.    Following diagnosis of stage I Lyme disease, the nurse would anticipate that which of the following 

will be part of the treatment plan for the client?  
 
A.A.A.A. No treatment unless symptoms develop 
B.B.B.B. A 3-week course of oral antibiotic therapy 
C.C.C.C. Daily oatmeal baths for 2 weeks 
D.D.D.D. Treatment with intravenously administered antibiotics 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        HAADHAADHAADHAAD----PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      327327327327        

15.15.15.15.    A Cub Scout leader, who is a nurse preparing a group of Cub Scouts for an overnight camping trip, 
instructs the scouts about the methods to prevent Lyme disease. Which statement by one of the Cub 
Scouts indicates a need for further instructions?  

 
A.A.A.A. “I need to bring a hat to wear during the trip.” 
B.B.B.B. “I should wear long-sleeved tops and long pants.” 
C.C.C.C. “I should not use insect repellents because it will attract the ticks.” 
D.D.D.D. “I need to wear closed shoes and socks that can be pulled up over my pants.” 
 
16.16.16.16.    The client with acquired immunodeficiency syndrome is diagnosed with cutaneous Kaposi's sarcoma. 

Based on this diagnosis, the nurse understands that this has been confirmed by which of the 
following?  

 
A.A.A.A. Swelling in the genital area 
B.B.B.B. Swelling in the lower extremities 
C.C.C.C. Punch biopsy of the cutaneous lesions 
D.D.D.D. Appearance of reddish-blue lesions noted on the skin 
 
17.17.17.17.    Which of the following individuals is least likely at risk for the development of Kaposi's sarcoma?  
 
A.A.A.A. A kidney transplant client 
B.B.B.B. A male with a history of same-gender partners 
C.C.C.C. A client receiving antineoplastic medications 
D.D.D.D. An individual working in an environment in which he or she is exposed to asbestos 
 
18.18.18.18.    The nurse prepares to give a bath and change the bed linens on a client with cutaneous Kaposi's 

sarcoma lesions. The lesions are open and draining a scant amount of serous fluid. Which of the 
following would the nurse incorporate into the plan during the bathing of this client?  

 
A.A.A.A. Wearing gloves 
B.B.B.B. Wearing a gown and gloves 
C.C.C.C. Wearing a gown, gloves, and a mask 
D.D.D.D. Wear a gown and gloves to change the bed linens and gloves only for the bath 
 
19.19.19.19.    A client is suspected of having systemic lupus erythematous. The nurse monitors the client, knowing 

that which of the following is one of the initial characteristic signs of systemic lupus erythematous?  
 
A.A.A.A. Weight gain 
B.B.B.B. Subnormal temperature 
C.C.C.C. Elevated red blood cell count 
D.D.D.D. Rash on the face across the bridge of the nose and on the cheeks 
 
20.20.20.20.    The nurse provides home care instructions to a client with systemic lupus erythematous and tells the 

client about methods to manage fatigue. Which statement by the client indicates a need for further 
instructions?  

 
A.A.A.A. “I should take hot baths because they are relaxing.” 
B.B.B.B. “I should sit whenever possible to conserve my energy.” 
C.C.C.C. “I should avoid long periods of rest because it causes joint stiffness.” 
D.D.D.D. “I should do some exercises, such as walking, when I am not fatigued.” 
 
21.21.21.21.    The client with acquired immunodeficiency syndrome has a respiratory infection from Pneumocystis 

jiroveci and a nursing diagnosis of Gas exchange, impaired written in the plan of care.  Which of the 
following indicates that the expected outcome of care has not yet been achieved?  

 
A.A.A.A. Client limits fluid intake. 
B.B.B.B. Client has clear breath sounds. 
C.C.C.C. Client expectorates secretions easily. 
D.D.D.D. Client is free of complaints of shortness of breath. 
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22.22.22.22.    A client with pemphigus is being seen in the clinic regularly. The nurse plans care based on which of 
the following descriptions of this condition?  

 
A.A.A.A. The presence of tiny red vesicles 
B.B.B.B. An autoimmune disease that causes blistering in the epidermis 
C.C.C.C. The presence of skin vesicles found along the nerve caused by a virus 
D.D.D.D. The presence of red, raised papules and large plaques covered by silvery scales 
 
23.23.23.23.    The client is brought to the emergency room and is experiencing an anaphylactic reaction from eating 

shellfish. The nurse implements which immediate action?  
 
A.A.A.A. Maintaining a patent airway 
B.B.B.B. Administering a corticosteroid 
C.C.C.C. Administering epinephrine (Adrenalin) 
D.D.D.D. Instructing the client on the importance of obtaining a Medic-Alert bracelet 
 
24.24.24.24.    The nurse is assisting in planning care for a client with a diagnosis of immunodeficiency. The nurse 

would incorporate which of the following as a priority in the plan of care?  
 
A.A.A.A. Protecting the client from infection 
B.B.B.B. Providing emotional support to decrease fear 
C.C.C.C. Encouraging discussion about lifestyle changes 
D.D.D.D. Identifying factors that decreased the immune function 
 
25.25.25.25.    A client calls the nurse in the emergency room and tells the nurse that he was just stung by a bumble 

bee while gardening. The client is afraid of a severe reaction because the client's neighbor experienced 
such a reaction just 1 week ago. The appropriate nursing action is to:  

 
A.A.A.A. Advise the client to soak the site in hydrogen peroxide. 
B.B.B.B. Ask the client if he ever sustained a bee sting in the past. 
C.C.C.C. Tell the client to call an ambulance for transport to the emergency room. 
D.D.D.D. Tell the client not to worry about the sting unless difficulty with breathing occurs. 
 
26.26.26.26.    The nurse is assisting in administering immunizations at a health care clinic. The nurse understands 

that an immunization will provide:  
 
A.A.A.A. Protection from all diseases 
B.B.B.B. Innate immunity from disease 
C.C.C.C. Natural immunity from disease 
D.D.D.D. Acquired immunity from disease 
 
27.27.27.27.    The community health nurse is conducting a research study and is identifying clients in the community 

at risk for latex allergy. Which client population is at most risk for developing this type of allergy?  
 
A.A.A.A. Hairdressers 
B.B.B.B. The homeless 
C.C.C.C. Children in day care centers 
D.D.D.D. Individuals living in a group home 
 
28.28.28.28.    The home care nurse is performing an assessment on a client who has been diagnosed with an allergy 

to latex. In determining the client's risk factors associated with the allergy, the nurse questions the 
client about an allergy to which food item?  

 
A.A.A.A. Eggs 
B.B.B.B. Milk 
C.C.C.C. Yogurt 
D.D.D.D. Bananas 
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29.29.29.29.    The home care nurse is assigned to visit a client who has returned home from the emergency room 
following treatment for a sprained ankle. The nurse notes that the client was sent home with crutches 
that have rubber axillary pads and needs instructions regarding crutch walking. On admission 
assessment, the nurse discovers that the client has an allergy to latex. Before providing instructions 
regarding crutch walking, the nurse should:  

 
A.A.A.A. Contact the physician. 
B.B.B.B. Cover the crutch pads with cloth. 
C.C.C.C. Call the local medical supply store and ask for a cane to be delivered. 
D.D.D.D. Tell the client that the crutches must be removed from the house immediately. 
 
30.30.30.30.    The home care nurse is ordering dressing supplies for a client who has an allergy to latex. The nurse 

asks the medical supply personnel to deliver which of the following?  
 
A.A.A.A. Elastic bandages 
B.B.B.B. Adhesive bandages 
C.C.C.C. Brown Ace bandages 
D.D.D.D. Cotton pads and silk tape 
 
31.31.31.31.    The camp nurse prepares to instruct a group of children about Lyme disease. Which of the following 

information would the nurse include in the instructions?  
 
A.A.A.A. Lyme disease is caused by a tick carried by deer. 
B.B.B.B. Lyme disease is caused by contamination from cat feces. 
C.C.C.C. Lyme disease can be contagious through skin contact with an infected individual. 
D.D.D.D. Lyme disease can be caused by the inhalation of spores from bird droppings. 
 
32.32.32.32.    The client is diagnosed with stage I Lyme disease. The nurse assesses the client for which characteristic 

of this stage?  
 
A.A.A.A. Arthralgias 
B.B.B.B. Flu-like symptoms 
C.C.C.C. Enlarged and inflamed joints 
D.D.D.D. Signs of neurological disorders 
 
33.33.33.33.    Amikacin (Amikin) is prescribed for a client with a bacterial infection. The nurse instructs the client to 

contact the physician immediately if which of the following occurs?  
 
A.A.A.A. Nausea 
B.B.B.B. Lethargy 
C.C.C.C. Hearing loss 
D.D.D.D. Muscle aches 
 
34.34.34.34.    The client who is human immunodeficiency virus seropositive has been taking zalcitabine (ddC, 

Hivid) as a component of treatment. The nurse plans to monitor which of the following most closely 
while the client is taking this medication?  

 
A.A.A.A. Platelet count 
B.B.B.B. Glucose level 
C.C.C.C. Red blood cell count 
D.D.D.D. Liver function studies 
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35.35.35.35.    The nurse is assigned to care for a client with cytomegalovirus retinitis and acquired 
immunodeficiency syndrome who is receiving foscarnet (Foscavir), an antiviral. The nurse checks the 
latest results of which of the following laboratory studies while the client is taking this medication?  

 
A.A.A.A. CD4 cell count 
B.B.B.B. Serum albumin level 
C.C.C.C. Serum creatinine level 
D.D.D.D. Lymphocyte count 
 
36.36.36.36.    The client with acquired immunodeficiency syndrome and Pneumocystis jiroveci infection has been 

receiving pentamidine (Pentam 300). The client develops a temperature of 101° F. The nurse does 
further monitoring of the client, knowing that this sign would most likely indicate:  

 
A.A.A.A. That the dose of the medication is too low 
B.B.B.B. That the client is experiencing toxic effects of the medication 
C.C.C.C. That the client has developed inadequacy of thermoregulation 
D.D.D.D. That the result of another infection caused by leukopenic effects of the medication 
 
37.37.37.37.    Saquinavir (Invirase) is prescribed for the client who is seropositive for human immunodeficiency 

virus. The nurse reinforces medication instructions and tells the client to:  
 
A.A.A.A. Avoid sun exposure. 
B.B.B.B. Eat low-calorie foods. 
C.C.C.C. Eat foods that are low in fat. 
D.D.D.D. Take the medication on an empty stomach. 
 
38.38.38.38.    The client who is human immunodeficiency virus seropositive has been taking Stavudine (d4t, Zerit). 

The nurse monitors which of the following most closely while the client is taking this medication?  
 
A.A.A.A. Gait 
B.B.B.B. Appetite 
C.C.C.C. Level of consciousness 
D.D.D.D. Gastrointestinal function 
 
39.39.39.39.    The client with acquired immunodeficiency syndrome has begun therapy with zidovudine (Retrovir, 

azidothymidine, AZT, ZDV). The nurse carefully monitors which of the following laboratory results 
during treatment with this medication?  

 
A.A.A.A. Blood culture 
B.B.B.B. Blood glucose level 
C.C.C.C. Blood urea nitrogen level 
D.D.D.D. Complete blood count 
 
40.40.40.40.    The nurse is reviewing the results of serum laboratory studies drawn on a client with acquired 

immunodeficiency syndrome who is receiving didanosine (Videx). The nurse interprets that the client 
may have the medication discontinued by the physician if which of the following significantly 
elevated results is noted?  

 
A.A.A.A. Serum protein level 
B.B.B.B. Blood glucose level 
C.C.C.C. Serum amylase level 
D.D.D.D. Serum creatinine level 
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41.41.41.41.    The nurse is caring for a post–renal transplantation client taking cyclosporin (Sandimmune, Gengraf, 
Neoral). The nurse notes an increase in one of the client's vital signs and the client is complaining of a 
headache. What is the vital sign that is most likely increased?  

 
A.A.A.A. Pulse 
B.B.B.B. Respirations 
C.C.C.C. Blood pressure 
D.D.D.D. Pulse oximetry 
 
42.42.42.42.    The nurse provides instructions regarding home care to the parents of a 3-year-old child hospitalized 

with hemophilia. Which statement, if made by the parent, indicates a need for further instructions?  
 
A.A.A.A. “We will supervise the child closely.” 
B.B.B.B. “We will pad corners of the furniture.” 
C.C.C.C. “We will remove household items that can easily fall over.” 
D.D.D.D. “We will avoid having the child receive immunizations and cancel the scheduled dental 
appointments.” 
 
43.43.43.43.    The nurse reviews the plan of care for a client at 37 weeks of gestation who has sickle cell anemia. 

The nurse determines that which nursing diagnosis listed on the nursing care plan will receive the 
highest priority?  

 
A.A.A.A. Coping, ineffective 
B.B.B.B. Body image, disturbed 
C.C.C.C. Risk for pain, acute 
D.D.D.D. Fluid volume, deficient 
 
44.44.44.44.    A pregnant human immunodeficiency virus (HIV)–positive woman delivers a newborn infant and the 

nurse provides instructions to help the mother regarding the newborn infant care. Which statement 
by the client indicates the need for further instructions?  

 
A.A.A.A. “I will be sure to wash my hands before and after bathroom use.” 
B.B.B.B. “Support groups are available to assist me with understanding my diagnosis of HIV.” 
C.C.C.C. “I need to breast-feed, especially for the first 6 weeks postpartum.” 
D.D.D.D. “I need to bottle –feed for the remaining weeks after birth 
 
45.45.45.45.    A nurse's teaching plan for a family with a child with Sickle Cell Anemia includes information on 

prevention of Sickle Cell Crisis.  Which of the following situations would the nurse instruct avoiding in 
order to prevent a crisis? 

 
A.A.A.A. Weight loss without dehydration 
B.B.B.B. Midrange altitudes 
C.C.C.C. Exposure to respiratory infections 
D.D.D.D. Over hydration 
 
46.46.46.46.    A 14 year old girl has been hospitalized with Sickle Cell Anemia in vasoocclusive crisis.  Which of these 

nursing diagnoses should receive priority in the nursing plan of care: 
 
A.A.A.A. Impaired social interaction 
B.B.B.B. Alteration in body image 
C.C.C.C. Pain 
D.D.D.D. Alteration in tissue perfusion 
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47.47.47.47.    Salem with acute lymphocytic leukemia suffers from nausea and headache. These clinical 
manifestations may indicate all of the following except 

 
A.A.A.A. effects of radiation 
B.B.B.B. chemotherapy side effects 
C.C.C.C. meningeal irritation 
D.D.D.D. gastric distension 
 
48.48.48.48.    Why can infants born without an immune system survive for the first few months of their lives with 

no apparent problems? 
 
A.A.A.A. Limited antibodies are produced by bacteria in the infant’s colon. 
B.B.B.B. The exposure to pathogens during this time is limited. 
C.C.C.C. Antibodies are passively received from the mother through the placenta and breast milk. 
D.D.D.D. The fetal thymus produced a limited number of antibodies during the eighth and ninth months of 
pregnancy. 
 
49.49.49.49.    An increased hematocrit may be found in which of the following conditions? 
 
A.A.A.A. hemodilution 
B.B.B.B. dehydration 
C.C.C.C. blood loss 
D.D.D.D. anemia 
 
50.50.50.50.    Red blood cell indices are useful for classifying which types of disorders? 
 
A.A.A.A. cancers 
B.B.B.B. infections 
C.C.C.C. anemias 
D.D.D.D. fractures 
 
51.51.51.51.    A client with which suspected disorder might undergo hemoglobin electrophoresis? 
 
A.A.A.A. sickle cell disease 
B.B.B.B. leukemia 
C.C.C.C. pneumonia 
D.D.D.D. electrocution 
 
52.52.52.52.    An adult client who you are about to draw blood from states, “I think I’m going to pass out when 

you draw my blood.” What is the best response of the nurse? 
 
A.A.A.A. “Only children get upset by seeing needles.” 
B.B.B.B. “Try thinking of a pleasant scene from nature to relax you.” 
C.C.C.C. “Don’t look at the needle, and you will be fine.” 
D.D.D.D. “This will only take a moment to do.” 
 
53.53.53.53.    A client who is a Jehovah’s Witness has just been informed of a low hemoglobin, with an order from 

the physician to transfuse two units of packed red blood cells. The client refuses to receive the units, 
based on religious beliefs. What is the appropriate response of the nurse? 

 
A.A.A.A. “You aren’t serious, are you?” 
B.B.B.B. “You may die if you don’t get some blood.” 
C.C.C.C. “You have the right to refuse the blood.” 
D.D.D.D. “I am required to give you this blood.” 
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54.54.54.54.    What documentation is best for the nurse in the case of a client who refuses a blood transfusion? 
 
A.A.A.A. Have the client sign a refusal form. 
B.B.B.B. Document the client’s refusal. 
C.C.C.C. Chart notification of the charge nurse. 
D.D.D.D. Document a quote from the client. 
 
55.55.55.55.    Which of the following conditions may cause an increase in the white blood cell (WBC) count? 
 
A.A.A.A. glaucoma 
B.B.B.B. dementia 
C.C.C.C. pneumonia 
D.D.D.D. atrial fibrillation 
 
56.56.56.56.    Which of the following describes a shift to the left in the white blood cell (WBC) count? 
    
A.A.A.A. An increase in granulocytes 
B.B.B.B. An increase in bands 
C.C.C.C. An increase in monocytes 
D.D.D.D. An increase in eosinophils 
 
57.57.57.57.    For the client with a white blood cell count (WBC) less than 1,000, which sign should the nurse be 

vigilant in assessing? 
 
A.A.A.A. Hypotension 
B.B.B.B. Hypertension 
C.C.C.C. Bradycardia 
D.D.D.D. Fever 
 
58.58.58.58.    Which cell type is elevated in the client with severe burns? 
 
A.A.A.A. Neutrophils 
B.B.B.B. Bands 
C.C.C.C. Basophils 
D.D.D.D. Eosinophils 
 
59.59.59.59.    Which cell type is elevated in the client with leukemia? 
 
A.A.A.A. Neutrophils 
B.B.B.B. Bands 
C.C.C.C. Basophils 
D.D.D.D. Neutrophils 
 
60.60.60.60.    Which cell type is elevated in the client with asthma? 
 
A.A.A.A. Lymphocytes 
B.B.B.B. Monocytes 
C.C.C.C. Basophils 
D.D.D.D. Eosinophils 
 
61.61.61.61.    Which cell type is elevated in the client with Hodgkin’s disease? 
 
A.A.A.A. Lymphocytes 
B.B.B.B. Monocytes 
C.C.C.C. Basophils 
D.D.D.D. Eosinophils 
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62.62.62.62.    Which type of precautions would the nurse take for the client with a white blood cell (WBC) count 
less than 1,000? 

 
A.A.A.A. Isolation 
B.B.B.B. Reverse isolation 
C.C.C.C. Respiratory isolation 
D.D.D.D. Skin precautions 
 
63.63.63.63.    Which of the following statements by a client being treated for iron-deficiency anemia with iron 

tablets indicates ability to care for him? 
 
A.A.A.A. “I will need to have my blood checked regularly.” 
B.B.B.B. “I can hold my iron pill if I feel good.” 
C.C.C.C. “If I feel bad, I’ll wait until my appointment to tell the doctor.” 
D.D.D.D. “My stool may turn light brown color.” 
  
64.64.64.64.    A client with which of the following conditions may receive a unit of platelets? 
 
A.A.A.A. Diverticulosis 
B.B.B.B. Asthma 
C.C.C.C. Prostatitis 
D.D.D.D. Lymphoma 
 
65.65.65.65.    Which of the following conditions may lead to anemia? 
 
A.A.A.A. gastritis 
B.B.B.B. pneumonitis 
C.C.C.C. arthritis 
D.D.D.D. Tonsilitis 
 
66.66.66.66.    Which of the following signs or symptoms would a client with severe anemia not exhibit? 
 
A.A.A.A. bradycardia 
B.B.B.B. pallor 
C.C.C.C. tachypnea 
D.D.D.D. headache 
 
67.67.67.67.    Which of the following statements by a client with iron deficiency anemia indicates adequate 

understanding of dietary teaching? 
 
A.A.A.A. “I will eat more carrots.” 
B.B.B.B. “I will eat more bananas.” 
C.C.C.C. “I will eat more fish.” 
D.D.D.D. “I will eat more liver.” 
 
68.68.68.68.    Which of the following surgeries may be performed as treatment for thrombocytopenia? 
 
A.A.A.A. laminectomy 
B.B.B.B. cholecystectomy 
C.C.C.C. splenectomy 
D.D.D.D. appendectomy 
 
69.69.69.69.    Which of the following diseases or conditions is least likely to be associated with increased potential 

for bleeding? 
 
A.A.A.A. metastatic liver cancer 
B.B.B.B. gram-negative septicemia 
C.C.C.C. pernicious anemia 
D.D.D.D. iron deficiency anemia 
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70.70.70.70.    Which of the following would be an inappropriate item to include in planning care for a severely 
neutropenic patient? 

 
A.A.A.A. Transfuse netrophils (granulocytes) to prevent infection. 
B.B.B.B. Exclude raw vegetables from the diet. 
C.C.C.C. Avoid administering rectal suppositories. 
D.D.D.D. Prohibit vases of fresh flowers and plants in the patient’s room. 
 
71.71.71.71.    What happens if folic acid is given to treat anemia’s without determining the underlying cause of the 

anemia? 
 
A.A.A.A. Erythropoiesis is inhibited. 
B.B.B.B. Excessive levels of folic acid may accumulate, causing toxicity. 
C.C.C.C. The symptoms of pernicious anemia may be masked, delaying treatment. 
D.D.D.D. Intrinsic factor is destroyed. 
 
72.72.72.72.    The test used to differentiate sickle cell anemia/sickle cell trait is: 
 
A.A.A.A. sickle cell preparation. 
B.B.B.B. peripheral smear. 
C.C.C.C. sickledex. 
D.D.D.D. hemoglobin electrophoresis. 
 
73.73.73.73.    The anemias most often associated with pregnancy are: 
 
A.A.A.A. folic acid and iron deficiency. 
B.B.B.B. folic acid deficiency and Thalassemia. 
C.C.C.C. iron deficiency and Thalassemia. 
D.D.D.D. Thalassemia and B12 deficiency. 
 
74.74.74.74.    Elderly persons with pernicious anemia should: 
 
A.A.A.A. Be instructed to increase their dietary intake of foods high in B12. 
B.B.B.B. Be told they will not need to return for follow-up for at least a month after initiation of treatment. 
C.C.C.C. Be told that oral B12 is safer and less expensive than parenteral replacement. 
D.D.D.D. Be told that diarrhea can be a transient side effect of B12 injections. 
 
75.75.75.75.    In alcoholics with anemia: 
 
A.A.A.A. Pernicious anemia is more common than folic acid deficiency. 
B.B.B.B. Iron deficiency, folic acid deficiency may coexist. 
C.C.C.C. The alcohol interferes with iron absorption. 
D.D.D.D. Oral vitamin replacement is contraindicated. 
 
76.76.76.76.    A patient with anemia is to receive 1 unit of packed red blood cells. The nurse will plan to administer 

the unit over which period of time? 
 
A.A.A.A. 30 minutes–1 hour 
B.B.B.B. 2–3 hours 
C.C.C.C. 4–5 hours 
D.D.D.D. 1–2 hours 
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77.77.77.77.    Mathir Ahmed, a patient with acute myelogenous leukemia (AML), had an allogeneic bone marrow 
transplant three days ago. To monitor Ms. Roth for development of graft-versus hose disease 
(GVHD), the nurse will watch for: 

 
A.A.A.A. a temperature change > 101°F. 
B.B.B.B. development of a skin rash. 
C.C.C.C. bleeding from the gums. 
D.D.D.D. crackles in the lungs. 
 
78.78.78.78.    Nursing care for the client undergoing chemotherapy includes assessment for signs of bone marrow 

depression. Which finding accounts for some of the symptoms related to bone marrow depression? 
 
A.A.A.A. Erythrocytes 
B.B.B.B. Leukocytosis 
C.C.C.C. Polycythemia 
D.D.D.D. Thrombocytopenia 
 
79.79.79.79.    The client has been admitted in septic shock. Her nursing care plan includes the diagnosis High Risk 

for Injury related to clotting disorder. Based on this diagnosis, all the following would be appropriate 
entries in the nursing care plan except: 

 
A.A.A.A. Obtain an order for a stool softener. 
B.B.B.B. Administer packed RBCs, if necessary. 
C.C.C.C. Encourage the client to rinse her mouth with mouthwash and scrub her teeth with an oral sponge. 
D.D.D.D. Dress venipuncture sites immediately to prevent infection. 
 
80.80.80.80.    Which of the following clinical manifestations of the aging immune system should alert the nurse to 

increased susceptibility to illness in elder clients? 
 
A.A.A.A. Increased autoimmune responses 
B.B.B.B. Increased production of T and B cells 
C.C.C.C. Increased lymphoid tissue 
D.D.D.D. Increased circulating lymphocytes 
 
81.81.81.81.    Which of the following observations reported by a patient with acute myelogenous leukemia (AML) 

would the nurse first assess? 
 
A.A.A.A. Weakness and fatigue 
B.B.B.B. Bruising on the arm 
C.C.C.C. Drainage from a small finger cut 
D.D.D.D. Mild abdominal pain 
 
82.82.82.82.    The nurse has reviewed a discharge teaching checklist for a client, a 65-year-old male with chronic 

lymphocytic leukemia (CLL). Which of the following statements by the client would indicate to the 
nurse that further review is necessary? 

 
A.A.A.A. “I’m retired, so I can sleep whenever I want.” 
B.B.B.B. “I’ve got season tickets for all the basketball games.” 
C.C.C.C. “I’ll call the doctor if I have fever greater than 99°F.” 
D.D.D.D. “I’m going to teach my grandson how to fish.” 
 
83.83.83.83.    When the patient arrives at the emergency room and is unconscious, which of the following actions 

by the nurse is most important regarding obtaining consent to examine and treat? 
 
A.A.A.A. Ask the physician to sign the consent form. 
B.B.B.B. Contact the nearest relative. 
C.C.C.C. Seek a court order from treatment. 
D.D.D.D. Document the patient’s critical status in his or her medical record. 
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84.84.84.84.    Which of the following patients may require platelet transfusions? 
 
A.A.A.A. A patient who underwent chemotherapy two years ago 
B.B.B.B. A bone marrow donor 
C.C.C.C. A patient with an artificial heart valve 
D.D.D.D. A patient with congenital heart disease 
 
85.85.85.85.    The nurse would give immediate consideration to which of the following assessment findings in a 

female patient with autoimmune thrombocytopenic purpura? 
 
A.A.A.A. Petechiae on the chest 
B.B.B.B. Cold moist skin 
C.C.C.C. Bruising on the arms 
D.D.D.D. Heavy menstrual flow 
 
86.86.86.86.    A patient with hemophilia A lacks clotting factor VIII. Which blood product will this patient require? 
 
A.A.A.A. Albumin 
B.B.B.B. Platelets 
C.C.C.C. Cryoprecipitate 
D.D.D.D. Granulocytes 
 
87.87.87.87.    Many patients who receive chemotherapy are tired and weak as a result of anemia. Anemia in these 

patients is a result of: 
 
A.A.A.A. decreased erythropoiesis. 
B.B.B.B. Iron deficiency. 
C.C.C.C. Poor folic acid intake. 
D.D.D.D. exsanguation. 
 
88.88.88.88.    If the physician orders 250 milliliters of packed red blood cells (RBC) for a patient, you can assume 

that this therapy is for treatment of: 
 
A.A.A.A. Thrombocytopenia. 
B.B.B.B. Anemia. 
C.C.C.C. Leukopenia. 
D.D.D.D. Hypoalbuminemia. 
 
89.89.89.89.    Mr. Rashid requires a whole blood transfusion. In order for Transfusion Services (the blood bank) to 

prepare the correct product, a sample of the patient’s blood must be obtained for: 
 
A.A.A.A. A complete blood count and differential. 
B.B.B.B. A blood type and cross-match. 
C.C.C.C. A blood culture and sensitivity. 
D.D.D.D. A blood type and antibody screen. 
 
90.90.90.90.    Transfusion of which of the following blood components would therapeutically provide all of the 

coagulation factors? 
 
A.A.A.A. Cryoprecipitate 
B.B.B.B. Random donor platelets 
C.C.C.C. Fresh frozen plasma 
D.D.D.D. Stored whole blood 
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91.91.91.91.    A client has a diagnosis of Idiopathic Thrombocytopenic Purpura (ITP). A CBC from today shows 
WBC 5000/mm3, Hgb 12.9 g/dl, and platelet count 7000/mm3. Which of the following measures 
should be implemented in caring for this patient? 

 
A.A.A.A. Coughing and deep breathing every four hours to prevent infection 
B.B.B.B. Platelet transfusions to maintain platelet count above 20,000/mm3 
C.C.C.C. Aspirin as needed to control temperature or chills 
D.D.D.D. Stool softeners as needed to prevent Constipation 
 
92.92.92.92.    The transference of antibodies from mother to infant is known as: 
 
A.A.A.A. Active immunity. 
B.B.B.B. Passive immunity. 
C.C.C.C. Natural immunity. 
D.D.D.D. Horizontal transmission. 
 
93.93.93.93.    Fresh frozen plasma (FFP) is administered to a patient to treat which of the following conditions? 
 
A.A.A.A. Bone marrow suppression caused by chemotherapy 
B.B.B.B. Hemophilia A 
C.C.C.C. Overwhelming sepsis 
D.D.D.D. Disseminated intravascular coagulopathy 
 
94.94.94.94.    Epoetin alfa (Epogen, Procrit) is a recombinant form of erythropoietin, a hematopoietic growth 

hormone produced by the kidneys. It is administered to patients undergoing chemotherapy to 
stimulate the production of: 

 
A.A.A.A. Platelets. 
B.B.B.B. White blood cells. 
C.C.C.C. Red blood cells. 
D.D.D.D. Macrophages. 
 
95.95.95.95.    A client is to undergo bone marrow transplantation (BMT) for treatment of leukemia and is receiving 

pre-procedure teaching with regard to nutrition. Which of the following nutritional support options 
would most likely be utilized for this client? 

 
A.A.A.A. Supplementation with enteral feedings to prevent catabolism 
B.B.B.B. Oral feedings as soon as possible following BMT to prevent gastroparesis 
C.C.C.C. Total parenteral nutrition (TPN) for a period of months to maintain nutritional balance 
D.D.D.D. Insertion of a PEG tube following the GMT to maintain nutritional balance 
 
96.96.96.96.    Which of the following procedures would be contraindicated in a client with a bleeding disorder? 
 
A.A.A.A. Intravenous pyelogram 
B.B.B.B. Liver biopsy 
C.C.C.C. Renal scan 
D.D.D.D. CT scan of the brain 
 
97.97.97.97.    When teaching the leukemia client and his family, which is the reason why the nurse stresses the 

importance of hand washing, reducing the number of visitors, and monitoring temperature? 
 
A.A.A.A. High risk of cross-contamination 
B.B.B.B. High risk for infection 
C.C.C.C. Risk of poor hygiene 
D.D.D.D. Risk of ineffective healing 
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98.98.98.98.    How should the nurse interpret sudden onset of paleness and symptoms of hypotension in clients 
with sickle cell disease? 

 
A.A.A.A. The client is bleeding. 
B.B.B.B. A vaso-occlusive crisis is beginning. 
C.C.C.C. The client is experiencing a sequestration crisis. 
D.D.D.D. Systemic vasodilation has occurred. 
 
99.99.99.99.    While doing health teaching with a client newly diagnosed with polycythemia vera, the client asks the 

nurse what causes blood clots to be such a problem with this disease. Which is the reason that should 
form the basis of the nurse’s response? 

 
A.A.A.A. Viscosity is increased. 
B.B.B.B. Blood volume is decreased. 
C.C.C.C. Arterial diameter is narrowed. 
D.D.D.D. Platelet activity is decreased. 
 
100.100.100.100.    Which information should the nurse give to a client newly diagnosed with pernicious anemia? 
 
A.A.A.A. Symptoms will begin to disappear once you begin eating a diet high in iron. 
B.B.B.B. You should expect intermittent episodes of nausea and diaphoresis once therapy is started. 
C.C.C.C. Injections of vitamin B12 will be required for the rest of your life. 
D.D.D.D. It is important to avoid eating foods that cause increased peristalsis and loose stool. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

    
    
    
    
    
    
    
    
    
    
    
    



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

340340340340                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

IMMUNOLOGIC SYSTEM ANSWER AND RATIONALEIMMUNOLOGIC SYSTEM ANSWER AND RATIONALEIMMUNOLOGIC SYSTEM ANSWER AND RATIONALEIMMUNOLOGIC SYSTEM ANSWER AND RATIONALE    
 
1.1.1.1.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
It can be difficult to cross-match blood when antibodies are present. If imperfectly cross-matched blood 
must be transfused, the nurse must start the blood very slowly and stay with the client, monitoring 
frequently for signs of a hemolytic reaction. 
 
2.2.2.2.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client has too many red blood cells, which can cause as much damage as too few. The treatment for 
this disease is to remove the excess blood; 500 mL at a time is removed. 
 
3.3.3.3.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
An elevated white blood cell count is what is being described in the term “leukocytosis”, “leuko” means 
“white” and “cyto” refers to “cell.” Leukocytosis is the opposite of leukopenia. 
 
4.4.4.4.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Perineal care after each bowel movement, preferably with an antimicrobial soap, is performed to reduce 
bacteria on the skin. 
 
5.5.5.5.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Clients with leukocytosis may be short of breath and somewhat confused as a result of decreased capillary 
perfusion to the lung and brain from excessive amounts of WBCs inhibiting blood flow through the 
capillaries. 
 
6.6.6.6.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The client has a low platelet count (thrombocytopenia) and should be on bleeding precautions, such as 
using a soft bristle toothbrush 
 
7.7.7.7.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Because thrombocytopenia causes bleeding the nurse should assess for any type of bleeding that may be 
occurring. A young female client would present with excessive menstrual bleeding. 
 
8.8.8.8.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
The client must have the clotting factor on hand in case of injury to prevent massive bleeding. 
 
9.9.9.9.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
The problem is addressing the potential for hemorrhage, and a urine output of greater than 30 mL per 
hour indicates the kidneys are being adequately perfused and the body is not in shock. 
 
10.10.10.10.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The antidote for warfarin (Coumadin) is vitamin K, vitamin K is an anticoagulant. 
 
11.11.11.11.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale: Rationale: Rationale: Rationale:     
Any time the nurse suspects the client is having a reaction to blood or blood products, the nurse should 
stop the infusion at the spot closest to the client and not allow any more of the blood to enter the client’s 
body. 
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12.12.12.12.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
The main general objectives in the treatment of a sickle cell crisis is bed rest, hydration, electrolyte 
replacement, analgesics for pain, blood replacement and antibiotics to treat any existing infection. 
  
13.13.13.13.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
A blood test is available to detect Lyme disease; however, the test is not reliable if performed before 4 to 
6 weeks following the tick bite. Antibody formation takes place in the following manner. 
Immunoglobulin M is detected 3 to 4 weeks after Lyme disease onset, peaks at 6 to 8 weeks, and then 
gradually disappears; immunoglobulin G is detected 2 to 3 months after infection and may remain 
elevated for years.  
 
14.14.14.14.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Prevention, public education, and early diagnosis are vital to the control and treatment of Lyme disease. 
A 3-week course of oral antibiotic therapy is recommended during stage I. Later stages of Lyme disease 
may require therapy with intravenously administered antibiotics, such as penicillin G.  
 
15.15.15.15.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
In the prevention of Lyme disease, individuals need to be instructed to use an insect repellent on the skin 
and clothes when in an area where ticks are likely to be found. Long-sleeved tops and long pants, closed 
shoes, and a hat or cap should be worn. If possible, heavily wooded areas or areas with thick underbrush 
should be avoided. Socks can be pulled up and over the pant legs to the prevent ticks from entering 
under clothing. 
 
16.16.16.16.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Kaposi's sarcoma lesions begin as red, dark blue, or purple macules on the lower legs that change into 
plaques. These large plaques ulcerate or open and drain. The lesions spread by metastasis through the 
upper body and then to the face and oral mucosa. They can move to the lymphatic system, lungs, and 
gastrointestinal tract. Late disease results in swelling and pain in the lower extremities, penis, scrotum, or 
face. Diagnosis is made by punch biopsy of cutaneous lesions and biopsy of pulmonary and 
gastrointestinal lesions. 
 
17.17.17.17.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Kaposi's sarcoma is a vascular malignancy that presents as a skin disorder and is a common acquired 
immunodeficiency syndrome indicator. Malignancy is seen most frequently in men with a history of same-
gender partners. Although the cause of Kaposi's sarcoma is not known, it is considered to be caused by an 
alteration or failure in the immune system. The renal transplantation client and the client receiving 
antineoplastic medications are at risk for immunosuppression. Exposure to asbestos is not related to the 
development of Kaposi's sarcoma. 
 
18.18.18.18.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Gowns and gloves are required if the nurse anticipates contact with soiled items such as those with 
wound drainage or is caring for a client who is incontinent with diarrhea or a client who has an ileostomy 
or colostomy. Masks are not required unless droplet or airborne precautions are necessary. Regardless of 
the amount of wound drainage, a gown and gloves must be worn. 
 
19.19.19.19.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Skin lesions or rash on the face across the bridge of the nose and on the cheeks is an initial characteristic 
sign of systemic lupus erythematosus (SLE). Fever and weight loss may also occur. Anemia is most likely to 
occur later in SLE. 
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20.20.20.20.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale: Rationale: Rationale: Rationale:     
To help reduce fatigue in the client with systemic lupus erythematosus, the nurse should instruct the client 
to sit whenever possible, avoid hot baths (because they exacerbate fatigue), schedule moderate low-
impact exercises when not fatigued, and maintain a balanced diet. The client is instructed to avoid long 
periods of rest because it promotes joint stiffness. 
 
21.21.21.21.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The status of the client with a diagnosis of Gas exchange, impaired would be evaluated against the 
standard outcome criteria for this nursing diagnosis. These would include the client stating that breathing 
is easier and is coughing up secretions effectively, and has clear breath sounds. The client should not limit 
fluid intake because fluids are needed to decrease the viscosity of secretions for expectoration. 
 
22.22.22.22.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Pemphigus is an autoimmune disease that causes blistering in the epidermis. The client has large flaccid 
blisters (bullae). Because the blisters are in the epidermis, they have a thin covering of skin and break 
easily; leaving large denuded areas of skin. On initial examination, clients may have crusting areas instead 
of intact blisters.  
 
23.23.23.23.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
If the client experiences an anaphylactic reaction, the immediate action would be to maintain a patent 
airway. The client then would receive epinephrine. Corticosteroids also may be prescribed. The client will 
need to be instructed about obtaining and wearing a Medic-Alert bracelet, but this is not the immediate 
action. 
 
24.24.24.24.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The client with immunodeficiency has inadequate or absence of immune bodies and is at risk for 
infection. The priority nursing intervention would be to protect the client from infection. 
 
25.25.25.25.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
In some types of allergies, a reaction occurs only on second and subsequent contacts with the allergen. 
The appropriate action, therefore, would be to ask the client if he ever received a bee sting in the past.  
 
26.26.26.26.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Acquired immunity can occur by receiving an immunization that causes antibodies to a specific pathogen 
to form.  
Natural (innate) immunity is present at birth. No immunization protects the client from all diseases. 
 
27.27.27.27.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:  
Individuals at risk for developing a latex allergy include health care workers, individuals who work in the 
rubber industry or those who have had multiple surgeries, have spina bifida, wear gloves frequently, such 
as food handlers, hairdressers, and auto mechanics, or are allergic to kiwis, bananas, pineapples, tropical 
fruits, grapes, avocados, potatoes, hazelnuts, and water chestnuts. 
 
28.28.28.28.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Individuals who are allergic to kiwis, bananas, pineapples, tropical fruits, grapes, avocados, potatoes, 
hazelnuts, and water chestnuts are at risk for developing a latex allergy. This is thought to be to the result 
of a possible cross-reaction between the food and the latex allergen.  
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29.29.29.29.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The rubber pads used on crutches may contain latex. If the client requires the use of crutches, the nurse 
can cover the pads with a cloth to prevent cutaneous contact. 
 
30.30.30.30.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Cotton pads and plastic or silk tape are latex-free products. 
 
31.31.31.31.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Lyme disease is a multisystem infection that results from a bite by a tick carried by several species of deer. 
Persons bitten by the Ixodes scapularis or I. pacificus tick can become infected with the spirochete Borrelia 
burgdorferi. Lyme disease cannot be transmitted from one person to another. Histoplasmosis is caused by 
the inhalation of spores from bat or bird droppings. Toxoplasmosis is caused by the ingestion of cysts 
from contaminated cat feces. 
 
32.32.32.32.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The hallmark of stage I Lyme disease is the development of a rash within 2 to 30 days of infection, 
generally at the site of the tick bite. The rash develops into a concentric ring, giving it a bull's-eye 
appearance. The lesion enlarges up to 50 to 60 cm, and smaller lesions develop farther away from the 
original tick bite. In stage I, most infected persons develop flu-like symptoms that last 7 to 10 days; these 
symptoms may reoccur later. Neurological deficits occur in stage II. Arthralgias and joint enlargements are 
most likely to occur in stage III. 
 
33.33.33.33.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Amikacin (Amikin) is an aminoglycoside. Adverse effects of aminoglycosides include ototoxicity (hearing 
problems) confusion, disorientation, gastrointestinal irritation, palpitations, blood pressure changes, 
nephrotoxicity, and hypersensitivity. The nurse instructs the client to report hearing loss to the physician 
immediately. Lethargy and muscle aches are not associated with the use of this medication.  
It is not necessary to contact the physician immediately if nausea occurs. If nausea persists or results in 
vomiting, the physician should be notified. 
 
34.34.34.34.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:  
Zalcitabine (ddC, Hivid) is an antiretroviral (nucleoside reverse transcriptase inhibitor) used to manage 
human immunodeficiency virus infection in combination with other antiretrovirals. Zalcitabine also has 
been used as a single agent in clients who are intolerant of other regimens. Zalcitabine can cause serious 
liver damage, and liver function studies should be monitored closely 
 
35.35.35.35.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Foscarnet (Foscavir) is toxic to the kidneys. The serum creatinine level is monitored before therapy, two 
or three times per week during induction therapy, and at least weekly during maintenance therapy. 
Foscarnet also may cause decreased levels of calcium, magnesium, phosphorus, and potassium. Thus, 
these levels also are measured with the same frequency. 
 
36.36.36.36.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Frequent side effects of this medication include leukopenia, thrombocytopenia, and anemia. The client 
should be monitored routinely for signs and symptoms of infection.  
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37.37.37.37.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Saquinavir is an antiretroviral (protease inhibitor) used with other antiretroviral medications to manage 
human immunodeficiency virus infection. Saquinavir is administered with meals and is best absorbed if the 
client consumes high-calorie, high-fat meals. Saquinavir can cause photosensitivity, and the nurse should 
instruct the client to avoid sun exposure. 
 
38.38.38.38.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:  
Stavudine (d4t, Zerit) is an antiretroviral used to manage human immunodeficiency virus infection in 
clients who do not respond to or who cannot tolerate conventional therapy. The medication can cause 
peripheral neuropathy, and the nurse should monitor the client's gait closely and ask the client about 
paresthesia. 
 
39.39.39.39.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Common side effects of this medication therapy are leukopenia and anemia. The nurse monitors the 
complete blood count results for these changes.  
 
40.40.40.40.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Rationale: Didanosine (Videx) can cause pancreatitis. A serum amylase level that is increased to 1.5 to 2 
times normal may signify pancreatitis in the client with acquired immunodeficiency syndrome and is 
potentially fatal. The medication may have to be discontinued. The medication is also hepatotoxic and 
can result in liver failure. 
 
41.41.41.41.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Rationale: Hypertension can occur in a client taking cyclosporine (Sandimmune, Gengraf, Neoral) and, 
because this client is also complaining of a headache, the blood pressure is the vital sign to be monitoring 
most closely. Other adverse effects include infection, nephrotoxicity, and hirsutism.  
 
42.42.42.42.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The nurse needs to stress the importance of immunizations, dental hygiene, and routine well-child care. 
The parents are also instructed in the measures to implement in the event of blunt trauma, especially 
trauma involving the joints, and to apply prolonged pressure to superficial wounds until the bleeding has 
stopped. 
 
43.43.43.43.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
For the client with sickle cell anemia, dehydration will precipitate sickling of the red blood cells. Sickling 
can lead to life-threatening consequences for the pregnant woman and for the fetus, such as an 
interruption of blood flow to the placenta. 
 
44.44.44.44.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:  
The mode of perinatal transmission of HIV to the fetus or neonate of an HIV-positive woman can occur 
during the antenatal, intrapartal, or postpartum period. HIV transmission can occur during breast-feeding. 
Therefore, HIV-positive clients should be encouraged to bottle-feed their neonates. Frequent hand 
washing is encouraged. Support groups and community agencies can be identified to assist the parents 
with the newborn infant's home care, the impact of the diagnosis of HIV infection, and available financial 
resources. It is recommended that newborn infants of HIV-positive clients receive antiviral medications for 
their first 6 weeks of life. 
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45.45.45.45.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale:Rationale:Rationale:Rationale:  
Avoiding known sources of respiratory infections decrease the risk of hypoxia, which will cause decreased 
oxygen tension and sickling of RBCS.  Over dehydration is related to CHF. Weight loss, with dehydration 
could contribute to a crisis.  Midrange altitudes do not cause problems it is high range altitudes that cause 
problems. 
 
46.46.46.46.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
In a vasoocclusive crisis tissue perfusion to the vital organs is threatened. Vital organs require perfusion of 
blood and oxygen in order to perform their functions and maintain homeostasis.  All the other options 
are important concerns when planning care for an adolescent with Sickle Cell Disease, but are not life 
threatening. 
 
47.47.47.47.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Acute Lymphocytic Leukemia (ALL) does not cause gastric distention. It does invade the central nervous 
system, and clients experience headaches and vomiting from meningeal irritation. 
 
48.48.48.48.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Antibodies received by the fetus in utero through the placenta and by the breast-fed newborn via the 
mother’s milk provide the infant with immunity against most bacterial, viral, and fungal infections for the 
first few weeks after birth. Thereafter, as the titer of maternal antibodies drops and the infant is not 
replacing them with his own antibodies, infection can and will occur 
 
49.49.49.49.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
Dehydration can cause elevated hematocrit levels. The other conditions may cause decreased hematocrit 
levels. 
 
50.50.50.50.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:  
Red blood cell indices classify types of anemias, not the other conditions. 
 
51.51.51.51.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale: Rationale: Rationale: Rationale:     
Hemoglobin electrophoresis can distinguish between sickle cell disease and sickle cell trait. It is not 
conducted for the other conditions. 
 
52.52.52.52.    Answer:  BAnswer:  BAnswer:  BAnswer:  B    
Rationale: Rationale: Rationale: Rationale:     
Distraction is a useful means of assisting the client to relax. The other statements are insensitive to the 
needs of the client. 
 
53.53.53.53.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale: Rationale: Rationale: Rationale:     
The client has the right to refuse receiving blood, and in fact, has the right to refuse any treatments or 
medications. The other statements are insensitive to the client’s needs. 
 
54.54.54.54.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Agencies have a refusal form for the client to sign in the event of refusal of a blood transfusion. This is a 
better choice than the other responses, although the other responses may also be valuable. 
 
55.55.55.55.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
WBC count is elevated with infectious processes, such as pneumonia. The other conditions do not have 
an increased WBC. 
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56.56.56.56.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
An increase in immature neutrophils, such as bands, is a shift to the left. The other options are mature 
types of WBCs. 
 
57.57.57.57.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The client with such a low WBC cannot fight infection well, and a fever could indicate the development 
of such a problem. The other options are not indicative of a low WBC. 
 
58.58.58.58.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Neutrophils are increased in conditions with tissue necrosis, such as burns, not the other cell types. 
 
59.59.59.59.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Basophils are increased with leukemia, not the other cell types. 
 
60.60.60.60.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Eosinophils are increased in asthma, not the other cell types. 
 
61.61.61.61.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Lymphocytes are increased with Hodgkin’s disease, not the other cell types. 
 
62.62.62.62.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The client is placed in reverse isolation, since they will not be able to fight infection with such a 
dangerously low WBC. The other options are not correct, as the client does not have an infection that 
could be passed to others. 
 
63.63.63.63.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The client will likely have blood drawn at regular intervals to check red blood cell (RBC) counts. If iron is 
prescribed, it should not be held but taken as directed. If the client feels poorly, the doctor should be 
notified immediately, in case the condition has worsened. The stool will turn a dark black color when the 
client takes iron. 
 
64.64.64.64.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
A client with lymphoma may have a decreased platelet count that warrants receiving platelets. This is not 
true of the other conditions. 
 
65.65.65.65.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Gastritis may lead to anemia, due to blood loss. The other conditions do not typically involve blood loss. 
 
66.66.66.66.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The client with severe anemia would have tachycardia, not bradycardia. 
 
67.67.67.67.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Liver has high iron content. The other foods do not have high iron content. 
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68.68.68.68.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A splenectomy may be done as treatment for thrombocytopenia, as a way of increasing the number of 
platelets in circulation. The other surgeries are not performed for thrombocytopenia. 
 
69.69.69.69.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Pernicious anemia results from vitamin B12 deficiency due to lack of intrinsic factor; this can result from 
inadequate dietary intake, faulty absorption from GI tract due to lack of secretion of intrinsic factor 
normally produced by gastric mucosal cells, and certain disorders of the small intestine that impair 
absorption. The nurse instructs the client in the need for life-long replacement of vitamin B12; folic acid, 
rest, diet, and support. 
 
70.70.70.70.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Granulocyte transfusion is not indicated to prevent infection; produced in the bone marrow, granulocytes 
normally compromise 70 percent of all WBCs. They are subdivided into three types based on staining 
properties: neutrophils, eosinophils, and basophils. They may be beneficial in selected population of 
infected, severely granulocytopenic patients (less than 500/mm3) not responding to antibiotic therapy 
and who are expected to experience prolonged suppressed granulocyte production. 
 
71.71.71.71.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Folate deficiencies usually occur secondary to increase as a result of absorption problems in the small 
intestine; usually given with vitamin B12; they are both essential for cell growth and division and for the 
production of a strong stroma in the RBCs. Folic acid is used as a rescue drug for cells exposed to some 
toxic chemotherapeutic agents; confirm the nature of the anemia to ensure that the proper drug regimen 
is being used. 
 
72.72.72.72.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Hemoglobin electrophoresis is used for the confirmation and discrimination between anemia/trait (sickle 
cell trait—HbS and HbA; sickle cell anemia—HbS); a test to identify various abnormal hemoglobins in the 
blood, including certain genetic disorders, as sickle cell anemias. 
 
73.73.73.73.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Folic acid and iron deficiency anemia is one of the most common anemias, prevalent in women of 
childbearing age with 50 percent of pregnant women having this type of anemia. Iron deficiency anemia 
during pregnancy is a result (usually) of the increase in the plasma level during pregnancy but not in the 
constituent level. Also, if a woman has this type of anemia pre-pregnancy, it will get worse during 
pregnancy. 
 
74.74.74.74.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Pernicious anemia—a megaloblastic, macrocytic, normochronic anemia caused by a deficiency of the 
intrinsic factor produced by the stomach, which results in mal absorption of vitamin B12 necessary for 
DNA synthesis and maturation of RBC. Education should include side effects of vitamin B12: pain and 
burning at injection site, peripheral vascular thrombosis, and transient diarrhea; comfort/safety measures. 
 
75.75.75.75.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Due to the ingestion of nonfood substances (alcohol) that leads to a clinical iron deficiency and may 
actually be the first sign of a problem; the client will substitute alcohol for a nutrition program that fosters 
a positive health habit. 
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76.76.76.76.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The unit of packed cells should be infused over a period of 2–3 hours. If it is infused over a shorter 
period, there is greater chance of circulatory overload. The blood should run very slowly at 2 ml per 
minute during the first 15 minutes; the duration of administration of a blood transfusion should not 
exceed 4 hours. Anemia due to blood loss can be sudden, due to trauma, or slow, due to peptic ulcer or 
bleeding from intestines; Anemia is a decrease in number of erythrocytes with an abnormally low 
hemoglobin level, resulting in decreased oxygen to cells. 
 
77.77.77.77.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:  
A skin rash is usually the first sign of GBHD. Most tissues can be attacked by the disease, but the most 
common sites of symptoms are the skin, GI tract, and liver; a patient who has received a bone marrow 
transplant is at risk for developing an infection until the donor marrow has been accepted (usually within 
about 10 days). Taking the temperature and listening to the lungs would be done to monitor the patient 
for infection. 
 
78.78.78.78.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Thrombocytopenia is an abnormal decrease in the number of platelets, which results in bleeding 
tendencies. Erythrocytosis is an abnormal increase in the number of circulating red blood cells. 
Leukocytosis is an increase in the number of white blood cells in the blood. Polycythemia is also an excess 
of red blood cells and is a synonym for erythrocytosis. With chemotherapy there is a decrease in red and 
white blood cells, not an increase. 
 
79.79.79.79.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Firm direct pressure should be applied to the site for 3–7 minutes before final dressing because of the 
clotting abnormality; septic shock is a systemic infection of the blood stream producing clinical 
manifestations—warm flushed skin; high urine output, tachycardia, edema, respiratory problems, 
restlessness, altered level of consciousness; life threatening form of shock. 
 
80.80.80.80.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Elders experience an increased autoimmune response that puts them at increased risk for such diseases as 
rheumatoid arthritis and other collagen diseases. The number of T and B cells produced by the body is 
decreased, making the immune system less efficient. The reduction in T cells may play a role in increased 
malignancy rates in the elderly. Lymphoid tissue in the elderly is decreased, resulting in lower immune 
responses. The number of circulating lymphocytes in the elderly is reduced by about 15 percent along 
with a decline in antibody-antigen reaction making the elder more susceptible to infection. 
 
81.81.81.81.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Because of the granulocytopenia associated with AML, these patients are at high risk for development of 
infection. Infection is the major cause of death in patient with leukemia, and therefore the slightest 
indications of infection must be assessed and treated at once; weakness and fatigue occur in patient with 
AML as a result of anemia caused by defective erythropoiesis; bruising occurs in patient with AML as a 
result of thrombocytopenia. Bleeding tendencies are usually associated with fever or infection. 
 
82.82.82.82.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Leukemia—any of several types of cancer in which there is a disorganized proliferation of white blood 
cells in the bone marrow; acute lymphatic leukemia (ALL) has as symptoms—fever, bleeding, enlarged 
lymph nodes, fatigue, weakness, symptoms of “blast crisis”; treatment includes chemotherapy with 
combinations of asparaginase (Elspar), prednisone, and others; nursing—encourage walking, hydration 
(measure fluid intake and output), rest, close medical care, teaching, emotional support. 
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83.83.83.83.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Diphenhydramine HCl is an antihistamine. Its use prior to a blood transfusion decreases the likelihood of 
a transfusion reaction. The product in option 2 may or may not induce drowsiness in a patient. However, 
it is not necessary for this patient to sleep during a blood transfusion. The product in option 3 may 
decrease or eliminate sneezing related to an allergy in a patient. However, if the IV device is properly 
secured, sneezing will not dislodge it. The product in option 4 does not prevent the transmission of 
hepatitis. 
 
84.84.84.84.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Platelets may be given when a patient’s platelets are not functioning properly due to illness, medicines, or 
mechanical damage caused by an artificial heart valve. Thrombocytopenia resulting from chemotherapy 
does not last two years. Donating bone marrow does not necessitate a platelet transfusion for the donor. 
Congenital heart disease does not result in thrombocytopenia. 
 
85.85.85.85.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Cold moist skin is one of the signs of shock. This finding indicates possible internal bleeding, which is a 
complication of autoimmune thrombocytopenic purpura; petechiae, bruising, and heavy menstrual flow 
are all symptoms of this disease. Antiplatelet antibodies are produced in the body; these attack the 
platelets, causing a decreased platelet count and increased risk of bleeding; this disease is a deficient 
number of platelets circulating in the blood; antibodies are directed to and coat the surface of the body’s 
own platelets, making them more susceptible to destruction by phagocytic leukocytes. 
 
86.86.86.86.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Cryoprecipitate contains clotting factors, including factor VIII, fibrinogen, and von Willibrand factor. 
 
87.87.87.87.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Chemotherapy produces bone marrow suppression thus decreasing the marrow’s ability to produce red 
blood cells leading to anemia and fatigue. Bone marrow suppression is not the result of iron or folic acid 
deficiency. 
Exanguation is direct blood loss. It may lead to anemia but is not caused by chemotherapy 
 
88.88.88.88.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A red blood cell transfusion is used to correct anemia in patients where the low red blood cell count must 
be rapidly corrected. RBC transfusion will not correct a low platelet count. RBC transfusion will not 
correct a low white blood cell count. Packed RBCs contain very little plasma and thus, only a small 
amount of albumin. This amount will not correct low albumin levels. 
 
89.89.89.89.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
This is needed to utilize the correct type of donor blood and to match the donor product with the 
patient. 
Incompatible matches would result in severe adverse events and possible death. The tests in options 1 and 
3 are unnecessary. The test in option 4 is utilized to determine the patient’s blood type and presence of 
antibodies to blood antigens. It does not determine donor blood compatibility with the patient. 
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90.90.90.90.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Fresh frozen plasma contains all the coagulation factors, including the labile factors (V and VIII); plasma 
the liquid portion of whole blood constitutes 55 percent of blood volume and contains large quantities of 
organic and inorganic substances. Platelets help to control bleeding activate biochemical substances that 
activate coagulation factors in plasma to form a stable fibrin clot; coagulation of fibrin clot formation 
results from a complex series of reaction wherein inert plasma proteins are “activated” or transformed 
into enzymes in sequential manner, ending with thrombin-induced conversion of fibrinogen to fibrin 
(cascade theory). 
 
91.91.91.91.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
This client is at risk of spontaneous bleeding. Preventing constipation decreases the risk of intracerebral 
bleeding secondary to increased intracranial pressure with Valsalva maneuver; this maneuver is done for 
the increased risk of cerebral bleed; symptomatically treat cough, constipation, chills, nausea, and 
vomiting. Nurses educate the client to avoid alcohol, aspirin, other substances that interfere with platelet 
function; rest, emotional support, primary prevention—accidents, falls, counseling if needed. 
 
92.92.92.92.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Passive Immunity—immunization by a transfer of specific antibody from an immunized person to one 
who is not immunized; a form of acquired immunity from artificial by injection of antiserum for 
treatment or prophylaxis; it is not permanent and does not last as long as active immunity; option 1: 
acquired immunity that protects the body against a new infection, as the result of antibodies that develop 
naturally after an initial infection or artificially after a vaccination; option 3: Natural Immunity—a usually 
innate and permanent form of immunity to a specific disease; option 4: Horizontal transmission—the 
spread of an infectious agent from one person or group to another, usually through contact with 
contaminated material, such as sputum or feces. 
 
93.93.93.93.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
FFP contains numerous clotting factors and is used in the initial treatment of bleeding related to DIC. DIC 
is eliminated by treating the underlying cause. FFP is not used to treat myelo suppression. Hemophilia A is 
caused by a lack of clotting factor VIII. Cryoprecipitate is the blood product that contains therapeutic 
levels of factor VIII. FFP is not an agent to treat infection 
 
94.94.94.94.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Endogenous erythropoietin stimulates erythroid cell differentiation and proliferation and is secreted 
primarily by the kidney in response to hypoxia. Administration of epoetin alfa stimulates red blood cell 
production in anemia states. Epoetin alfa does not stimulate the production of these cells. 
 
95.95.95.95.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
A client undergoing a BMT will probably be fed by TPN in the post-transplant period due to potential 
complications affecting the mouth, esophagus, and intestines, leading to diarrhea and mal absorption; 
supplemental feedings (enteral) are not given, because the client’s GI tract has been affected by 
chemotherapy and other medical treatments. In addition, merely supplementing the client will not 
provide sufficient calories and nutrients; oral intake is not done due to side effects from high-dose 
chemotherapy regimens that lead to anorexia, taste perception, nausea, vomiting, and inflammation of 
mucous membranes; radiation therapy may be administered preoperatively as a primary form of therapy 
for radiosensitive tumors; chemotherapy is used; the bone marrow is where the blood cells are 
produced—the bone marrow transplant hopefully will stimulate or replace cells for blood manufacture. 
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96.96.96.96.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Liver biopsy is contraindicated in clients with bleeding disorders due to the risk of bleeding from the 
biopsy site. A client with a bleeding disorder can safely undergo an intravenous pyelogram, renal scan, or 
CT scan of the brain since, other than a venipuncture for administration of contrast dye or radioisotope, 
they are noninvasive. 
 
97.97.97.97.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The client with leukemia has a high risk of infection because of the impaired immunity associated with the 
disease. High risk for cross contamination is incorrect because it presupposes that infection is present 
which can be transmitted. Risk for poor hygiene may exist but it is not the reason reducing the number of 
visitors and monitoring temperature is stressed. Risk of ineffective healing is not correct because it 
presupposes something to be healed and also hand washing, limiting visitors, and monitoring temperature 
do not directly affect healing. 
 
98.98.98.98.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Sudden onset of paleness and hypotension are signs of a sequestration crisis. These symptoms can indicate 
hemorrhage but in a client with known sickle cell disease, the more likely interpretation is sequestration 
crisis. Pain and edema are signs of vaso-occlusive crisis. 
 
99.99.99.99.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Increased numbers of red blood cells increase the viscosity of the blood and slow blood flow. These 
changes support clot formation. Blood volume is not decreased; it is increased because of the increased 
number of red blood cells. Arterial structure is unaffected by polycythemia vera. Platelet activity is not 
decreased. In many cases the number of platelets is increased concurrently with the erythrocytosis. 
 
100.100.100.100.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Injections of vitamin B12 are required for the rest of the client’s life because the problem is the inability to 
absorb the vitamin from the ileum and hence the GI tract must be bypassed in order to get the B12 into 
the system. In some cases oral vitamin B12 nasally administered vitamin B12 may also be prescribed. 
Eating a diet high in iron corrects symptoms of iron deficiency anemia. There are no side effects to B12 so 
nausea and diaphoresis do not occur. Degree of peristalsis and consistency of stool are unrelated to 
pernicious anemia. 
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ONCOLOGY NURSINGONCOLOGY NURSINGONCOLOGY NURSINGONCOLOGY NURSING    
 
1.1.1.1.    The nurse is monitoring the laboratory results of a client receiving an antineoplastic medication by the 

intravenous route. The nurse plans to initiate bleeding precautions if which laboratory result is noted? 
 
A.A.A.A. A clotting time of 10 minutes 
B.B.B.B. An ammonia level of 20 mcg/dL 
C.C.C.C. A platelet count of 50,000/mm3 
D.D.D.D. A white blood cell count of 5,000/mm3 
 
2.2.2.2.    The nurse is analyzing the laboratory results of a client with leukemia who has received a regimen of 

chemotherapy. Which of the following laboratory values would the nurse specifically note as a result 
of the massive cell destruction that occurred from the chemotherapy? 

 
A.A.A.A. Anemia 
B.B.B.B. Decreased platelets 
C.C.C.C. Increased uric acid level 
D.D.D.D. Decreased leukocyte count 
 
3.3.3.3.    The nurse is providing medication instructions to a client with breast cancer who is receiving 

cyclophosphamide (Cytoxan, Neosar). The nurse tells the client to: 
 
A.A.A.A. Take the medication with food. 
B.B.B.B. Increase fluid intake to 2000 to 3000 mL daily. 
C.C.C.C. Decrease sodium intake while taking the dedication. 
D.D.D.D. Increase potassium intake while taking the medication. 
 
4.4.4.4.    The client with non–Hodgkin's lymphoma is receiving daunorubicin (DaunoXome). Which of the 

following would indicate to the nurse that the client is experiencing a toxic effect related to the 
medication? 

 
A.A.A.A. Fever 
B.B.B.B. Diarrhea 
C.C.C.C. Complaints of nausea and vomiting 
D.D.D.D. Crackles on auscultation of the lungs 
 
5.5.5.5.    Chemotherapy dosage is frequently based on total body surface area (BSA), so it is important for the 

nurse to do which of the following before administering chemotherapy? 
 
A.A.A.A. Measure abdominal girth. 
B.B.B.B. Calculate body mass index. 
C.C.C.C. Ask the client about his or her height and weight. 
D.D.D.D. Weigh and measure the client on the day of drug administration. 
 
6.6.6.6.    The client with squamous cell carcinoma of the larynx is receiving bleomycin (Blenoxane) 

intravenously. The nurse caring for the client anticipates that which diagnostic study will be 
prescribed? 

 
A.A.A.A. Echocardiography 
B.B.B.B. Electrocardiography 
C.C.C.C. Cervical radiographphy 
D.D.D.D. Pulmonary function studies 
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7.7.7.7.    Each chemotherapeutic agent has a specific nadir. The nurse administering a combination 
chemotherapy regimen understands the importance of: 

 
A.A.A.A. Giving two agents from the same medication class 
B.B.B.B. Giving two agents with like nadirs at the same time 
C.C.C.C. Testing the client's knowledge about each agent's nadir 
D.D.D.D. Avoid giving agents with the same nadirs and toxicities at the same time 
 
8.8.8.8.    The clinic nurse prepares a teaching plan for the client receiving an antineoplastic medication. When 

implementing the plan, the nurse tells the client: 
 
A.A.A.A. To take aspirin (acetylsalicylic acid) as needed for headache 
B.B.B.B. Drink beverages containing alcohol in moderate amounts each evening 
C.C.C.C. Consult with health care providers before receiving immunizations 
D.D.D.D. That it is not necessary to consult health care providers before receiving a flu vaccine at the local  
                health fair 
 
9.9.9.9.    The client with bladder cancer is receiving cisplatin (Platinol) and vincristine (Oncovin, Vincasar PFS). 

The nurse preparing to give the medication understands that the purpose of administering both these 
medications is to: 

 
A.A.A.A. Prevent alopecia 
B.B.B.B. Decrease the destruction of cells 
C.C.C.C. Increase the therapeutic response 
D.D.D.D. Prevent gastrointestinal side effects 
 
10.10.10.10.    The client with lung cancer is receiving a high dose of methotrexate (Rheumatrex, Trexall). 

Leucovorin (citrovorum factor, folic acid) is also prescribed. The nurse caring for the client 
understands that the purpose of administering the leucovorin is to: 

 
A.A.A.A. Preserve normal cells. 
B.B.B.B. Promote DNA synthesis. 
C.C.C.C. Promote medication excretion. 
D.D.D.D. Promote the synthesis of nucleic acids. 
 
11.11.11.11.    The client with ovarian cancer is being treated with vincristine (Oncovin, Vincasar PFS). The nurse 

monitors the client, knowing that which of the following indicates a side effect specific to this 
medication? 

 
A.A.A.A. Diarrhea 
B.B.B.B. Hair loss 
C.C.C.C. Chest pain 
D.D.D.D. Numbness and tingling in the fingers and toes 
 
12.12.12.12.    The nurse is reviewing the history and physical examination of a client who will be receiving 

asparaginase (Elspar), an antineoplastic agent. The nurse contacts the physician before administering 
the medication if which of the following is documented in the client's history? 

 
A.A.A.A. Pancreatitis 
B.B.B.B. Diabetes mellitus 
C.C.C.C. Myocardial infarction 
D.D.D.D. Chronic obstructive pulmonary disease 
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13.13.13.13.    Tamoxifen (Nolvadex) is prescribed for the client with metastatic breast carcinoma. The nurse 
administering the medication understands that the primary action of this medication is to: 

 
A.A.A.A. Increase DNA and RNA synthesis. 
B.B.B.B. Promote the biosynthesis of nucleic acids. 
C.C.C.C. Increase estrogen concentration and estrogen response. 
D.D.D.D. Compete with estradiol for binding to estrogen in tissues containing high concentrations of  
                receptors. 
 
14.14.14.14.    The client with metastatic breast cancer is receiving tamoxifen (Nolvadex). The nurse specifically 

monitors which laboratory value while the client is taking this medication? 
 
A.A.A.A. Glucose level 
B.B.B.B. Calcium level 
C.C.C.C. Potassium level 
D.D.D.D. Prothrombin time 
 
15.15.15.15.    Megestrol acetate (Megace), an antineoplastic medication, is prescribed for the client with metastatic 

endometrial carcinoma. The nurse reviews the client's history and contacts the physician if which of 
the following is documented in the client's history? 

 
A.A.A.A. Gout 
B.B.B.B. Asthma 
C.C.C.C. Thrombophlebitis 
D.D.D.D. Myocardial infarction 
 
16.16.16.16.    A female client with carcinoma of the breast is admitted to the hospital for treatment with 

intravenously administered doxorubicin (Adriamycin). The client tells the nurse that she has been told 
by her friends that she is going to lose all her hair. The appropriate nursing response is which of the 
following? 

 
A.A.A.A. “Your friends are correct.” 
B.B.B.B. “You will not lose your hair.” 
C.C.C.C. “Hair loss may occur, but it will grow back just as it is now.” 
D.D.D.D. “Hair loss may occur, and it will grow back, but it may have a different color or texture.” 
 
17.17.17.17.    The clinic nurse prepares instructions for a client who developed stomatitis following the 

administration of a course of antineoplastic medications. The nurse tells the client to: 
 

A.A.A.A. Rinse the mouth with baking soda or saline. 
B.B.B.B. Avoid foods and fluids for the next 24 hours. 
C.C.C.C. Swab the mouth daily with lemon and glycerin pads. 
D.D.D.D. Brush the teeth and use waxed dental floss three times a day. 
 
18.18.18.18.    The client with acute myelocytic leukemia is being treated with busulfan (Myleran, Busulfex). Which 

of the following laboratory values would the nurse specifically monitor during treatment with this 
medication? 

 
A.A.A.A. Clotting time 
B.B.B.B. Blood glucose level 
C.C.C.C. Uric acid level 
D.D.D.D. Potassium level 
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19.19.19.19.    The client with small cell lung cancer is being treated with etoposide (VePesid). The nurse monitors 
the client during administration, knowing that which of the following indicates a side effect specific to 
this medication? 

 
A.A.A.A. Alopecia 
B.B.B.B. Chest pain 
C.C.C.C. Pulmonary fibrosis 
D.D.D.D. Orthostatic hypotension 
 
20.20.20.20.    The nurse is assigned to care for several male and female clients who take estrogen or progestins. The 

nurse knows that this group of clients is a increased risk for which complication of the medication? 
 
A.A.A.A. Sepsis 
B.B.B.B. Dehydration 
C.C.C.C. Deep vein thrombosis 
D.D.D.D. Electrocardiographic changes 
 
21.21.21.21.    The nurse has admitted a client to the clinical nursing unit following a modified right radical 

mastectomy for the treatment of breast cancer. The nurse plans to place the right arm in which of the 
following positions?  

 
A.A.A.A. Elevated above shoulder level 
B.B.B.B. Elevated on a pillow 
C.C.C.C. Level with the right atrium 
D.D.D.D. Dependent to the right atrium 
 
22.22.22.22.    A 6-year-old child has just been diagnosed with localized Hodgkin's disease and chemotherapy is 

planned to begin immediately. The mother of the child asks the nurse why radiation therapy was not 
prescribed as a part of the treatment. The appropriate and supportive response to the mother is:  

 
A.A.A.A. “I'm not sure. I'll discuss it with the physician.” 
B.B.B.B. “The child is too young to have radiation therapy.” 
C.C.C.C. “It's very costly, and chemotherapy works just as well.” 
D.D.D.D. “The physician would prefer that you discuss treatment options with the oncologist.” 
 
23.23.23.23.    The nurse teaches skin care to the client receiving external radiation therapy. Which of the following 

statements, if made by the client, would indicate the need for further instruction?  
 
A.A.A.A. “I will handle the area gently.” 
B.B.B.B. “I will avoid the use of deodorants.” 
C.C.C.C. “I will limit sun exposure to 1 hour daily.” 
D.D.D.D. “I will wear loose-fitting clothing.” 
 
24.24.24.24.    A 13-year-old child is diagnosed with Ewing's sarcoma of the femur.  Following a course of radiation 

and chemotherapy, it has been decided that leg amputation is necessary. Following the amputation, 
the child becomes very frightened because of aching and cramping felt in the missing limb. Which 
nursing statement would be appropriate to assist in alleviating the child's fear?  

 
A.A.A.A. “This aching and cramping is normal and temporary and will subside.” 
B.B.B.B. “This normally occurs after the surgery and we will teach you ways to deal with it.” 
C.C.C.C. “The pain medication that I give you will take these feelings away.” 
D.D.D.D. “This pain is not real pain and relaxation exercises will help it go away.” 
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25.25.25.25.    A breast feeding mother develops mastitis in the left breast and is put on an antibiotic for seven days. 
She asks the nurse if she can continue breast feeding.  The nurse's best answer would be: 

 
A.A.A.A. "Only breast feed from the right breast." 
B.B.B.B. "Do not breast feed or stimulate the breasts until the infection is resolved." 
C.C.C.C. "Continue breast feeding, this is not a contraindication." 
D.D.D.D. "Pump the breasts and discard the milk until the infection resolves." 
 
26.26.26.26.    You are working in the Dermatology Clinic.  A patient has a Basal Carcinoma In Situ removed from 

his left lower leg.  When he returns for follow-up in one week, you note that the wound has healed 
with minimal scarring.  Which type of healing process does this represent? 

 
A.A.A.A. Primary intention 
B.B.B.B. Secondary intention 
C.C.C.C. Tertiary intention 
D.D.D.D. Dehiscence 
 
27.27.27.27.    A client receiving chemotherapy has developed sores in his mouth. He asks the nurse why 

this happened. What is the nurse’s best response? 
 
A.A.A.A. “It is a sign that the medication is working.” 
B.B.B.B. “You need to have better oral hygiene.” 
C.C.C.C. “The cells in the mouth are sensitive to the chemotherapy.” 
D.D.D.D. “This always happens with chemotherapy.” 
 
28.28.28.28.    Marco who was diagnosed with brain tumor was scheduled for craniotomy. In preventing the 

development of cerebral edema after surgery, the nurse should expect the use of: 
 
A.A.A.A. Diuretics 
B.B.B.B. Antihypertensive 
C.C.C.C. Steroids 
D.D.D.D. Anticonvulsants 
 
29.29.29.29.    A high-fiber diet is thought to reduce the risk of colon cancer because it: 
 
A.A.A.A. absorbs water from the intestinal wall. 
B.B.B.B. promotes the excretion of bile. 
C.C.C.C. stops diarrhea. 
D.D.D.D. is low in kilocalories. 
 
30.30.30.30.    Pain tolerance in an elderly patient with cancer would: 
 
A.A.A.A. stay the same. 
B.B.B.B. be lowered. 
C.C.C.C. be increased. 
D.D.D.D. no effect on pain tolerance. 
 
31.31.31.31.    When administering a narcotic with a non-narcotic to relieve severe cancer pain, the nurse must 

remember: 
 
A.A.A.A. this combination enhances pain relief. 
B.B.B.B. this combination treats pain both centrally and peripherally. 
C.C.C.C. the narcotic potentiates action of the non-narcotic. 
D.D.D.D. each drug works in its own right. 
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32.32.32.32.    A cancer patient has had a resurgence of severe acute pain. Which of the following routes of 
medication is most appropriate for this patient? 

 
A.A.A.A. oral administration NSAIDS 
B.B.B.B. oral administration of narcotics 
C.C.C.C. rectal administration of NSAIDS 
D.D.D.D. injectable pain reliever 
 
33.33.33.33.    Which of the following statements about the use of antidepressants with pain relief in cancer pain is 

true? 
 
A.A.A.A. Antidepressants have no effect. 
B.B.B.B. Antidepressants enhance the effect of analgesics. 
C.C.C.C. Antidepressants decrease the effect of analgesics. 
D.D.D.D. Antidepressants promote more rapid excretion of the medications. 
 
34.34.34.34.    The use of radiation therapy in the care of a patient with abdominal cancer would be: 
 
A.A.A.A. to relive metastatic pain as well as symptoms from local extension of primary disease. 
B.B.B.B. to be a palliative treatment to relieve pain and maintain symptom control for the duration of the  
                patient’s life. 
C.C.C.C. to be used alone as a therapeutic agent. 
D.D.D.D. to help tissue to shrink and possible tumor eradication. 
 
35.35.35.35.    In planning for pain control in a post-operative cancer patient, the nurse understands: 
 
A.A.A.A. radiation therapy alone will be used. 
B.B.B.B. noninvasive analgesic approaches should be tried before invasive palliative approaches. 
C.C.C.C. never use radiation therapy, unless you are sure the patient will die. 
D.D.D.D. radiation therapy is complementary to analgesic drug therapies. 
 
36.36.36.36.    What considerations should be noted by the nurse when pharmacological support is given for cancer 

patients having procedures? 
 
A.A.A.A. The needs of the individual and the type of procedures to be done. 
B.B.B.B. All children and adults should have heavy dosages of drugs. 
C.C.C.C. All children no matter what age, should have hypnosis, distraction, imagery, and relaxation therapy. 
D.D.D.D. No special considerations are necessary. 
 
37.37.37.37.    Cancer pain depends upon what? 
 
A.A.A.A. the age of the patient and how much fear and anxiety is present 
B.B.B.B. the type of cancer, the site of the cancer, and the time of the initial pain episode 
C.C.C.C. the type of cancer, the stage of the cancer, and the threshold (tolerance for pain) 
D.D.D.D. the psychosocial state of the client, how well they accept the diagnosis, and the sex of the patient 
 
38.38.38.38.    A client received testing and was just informed she has leukemia. Which statement by the nurse is 

most therapeutic? 
 
A.A.A.A. “We have treatments for leukemia that are quite effective.” 
B.B.B.B. “Don’t worry, because your type of leukemia is treatable.” 
C.C.C.C. “Lots of people have leukemia and are successfully treated.” 
D.D.D.D. “How does it feel for you to hear you have leukemia?” 
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39.39.39.39.    Which of the following may be a complication of previous infection with human papilloma virus 
(HPV)? 

 
A.A.A.A. Cervical cancer 
B.B.B.B. Breast cancer 
C.C.C.C. Bone cancer 
D.D.D.D. Skin cancer 
 
40.40.40.40.    A client has been treated for uterine cancer with internal radiation therapy. Which of the following 

complications may she develop later? 
 
A.A.A.A. cystitis 
B.B.B.B. arthritis 
C.C.C.C. hepatitis 
D.D.D.D. neuritis 
 
41.41.41.41.    The client, aged 28, was recently diagnosed with Hodgkin’s disease. After staging, therapy is planned 

to include combination radiation therapy and systemic chemotherapy with MOPP (nitrogen mustard, 
vincristine {Onconvin}, prednisone, and procarbazine). In planning care for the client, the nurse 
should anticipate which of the following effects to contribute to a sense of altered body image? 

 
A.A.A.A. cushingoid appearance 
B.B.B.B. alopecia 
C.C.C.C. temporary or permanent sterility 
D.D.D.D. pathologic fractures 
 
42.42.42.42.    Which mnemonic is used to remember the seven warning signs of cancer? 
 
A.A.A.A. CAUTION 
B.B.B.B. DANGERS 
C.C.C.C. WARNING 
D.D.D.D. CANCERS 
 
43.43.43.43.    Cancer is characterized by which of the following cell changes? 
 
A.A.A.A. Rapid proliferation 
B.B.B.B. Toxin production 
C.C.C.C. Increased differentiation 
D.D.D.D. Indiscriminate proliferation 
 
44.44.44.44.    A client has a cancerous tumor on his tibia. What name is given this type of tumor? 
 
A.A.A.A. Adenoma 
B.B.B.B. Osteoma 
C.C.C.C. Fibroma 
D.D.D.D. Meningioma 
 
45.45.45.45.    A 54-year-old man is admitted to the hospital for a colostomy related to a recent diagnosis of colon 

cancer. During the preoperative period, what is the most important aspect of this client’s nursing 
care? 

 
A.A.A.A. Assure the client that he will be cured of cancer. 
B.B.B.B. Assess understanding of the procedure and expectation of bodily appearance after surgery. 
C.C.C.C. Maintain a cheerful and optimistic environment. 
D.D.D.D. Keep visitors to a minimum, so that he can have time to think things through. 
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46.46.46.46.    A client who is getting radiation asks the nurse why these sores developed in the client’s mouth. What 
is the most appropriate response? 

 
A.A.A.A. “Don’t worry; it always happens with radiation.” 
B.B.B.B. “Your oral hygiene needs improvement.” 
C.C.C.C. “It is a sign that the radiation is effective.” 
D.D.D.D. “The sores result because the cells in the mouth are sensitive to the radiation.” 
 
47.47.47.47.    A client develops stomatitis during the course of radiation therapy. Nursing care for this problem 

should include: 
 
A.A.A.A. A soft, bland diet. 
B.B.B.B. Restricting fluids to decrease salivation. 
C.C.C.C. Rinsing the mouth every two hours with a dilute mouthwash. 
D.D.D.D. Encouraging the client to drink hot liquids. 
 
48.48.48.48.    The chemotherapeutic agent 5-fluorourcacil (5-FU) is ordered for a client as an adjunct measure to 

surgery. Which statement about chemotherapy is true? 
 
A.A.A.A. It is a local treatment affecting only tumor cells. 
B.B.B.B. It is a systemic treatment affecting both tumor and normal cells. 
C.C.C.C. It has not yet been proved an effective treatment for cancer. 
D.D.D.D. It is often the drug of choice because it causes few if any side effects. 
 
49.49.49.49.    Which instruction should be given in a health education class regarding testicular cancer? 
 
A.A.A.A. All males should perform a testicular exam after the age of 30. 
B.B.B.B. Testicular exams should be performed on a daily basis. 
CCCC.... Reddening or darkening of the scrotum is a normal finding. 
D.D.D.D. Testicular exams should be performed after a warm bath or shower. 
 
50.50.50.50.    During surgery, it is found that a client with adenocarcinoma of the rectum has positive peritoneal 

lymph nodes. What is the next most likely site of metastasis? 
 
A.A.A.A. Brain 
B.B.B.B. Bone 
C.C.C.C. Liver 
D.D.D.D. Mediastinum 
 
51.51.51.51.    Medical treatment for a client with cervical cancer will include a hysterectomy followed by internal 

radiation. Although she is 32 years old and has three children, the client tells the nurse that she is 
anxious regarding the impending treatment and loss of her femininity. Which interaction is most 
appropriate? 

 
A.A.A.A. Tell the client that now she does not have to worry about pregnancy. 
B.B.B.B. Provide the client with adequate information about the effects of treatment on sexual functioning. 
C.C.C.C. Refer her to the physician. 
D.D.D.D. Avoid the question. Nurses are not specialists in providing sexual counseling. 
 
52.52.52.52.    When a client is having external radiation for lung cancer, what side effect is most likely to be 

experienced? 
 
A.A.A.A. Alopecia 
B.B.B.B. Bone marrow suppression 
C.C.C.C. Stomatitis 
D.D.D.D. Dyspnea 
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53.53.53.53.    A 25-year-old male client receiving external radiation treatments tells you that he fears he is 
radioactive and a danger to his family and friends. How would the nurse dispel his fears? 

 
A.A.A.A. Inform him that radiation machines are risk free. 
B.B.B.B. Explain that once the machine is off, radiation is no longer emitted. 
C.C.C.C. Avoid telling him that his fears are in fact true. 
D.D.D.D. Instruct him to spend short periods of time with his family and friends. 
 
54.54.54.54.    The nurse assesses for findings of early cervical cancer by which of the following? 
 
A.A.A.A. A dark, foul-smelling vaginal discharge 
B.B.B.B. Pressure on the bladder or bowel, or both 
C.C.C.C. Back and leg pain and weight loss 
D.D.D.D. Vaginal discharge (leucorrhea) 
 
55.55.55.55.    The nurse discusses with a client in the healthcare clinic the possibility of endometrial cancer. Which 

of the following statements is incorrect concerning endometrial cancer? 
 
A.A.A.A. Diagnosis is most frequently established by a dilation and curettage (D&C). 
B.B.B.B. Prolonged use of exogenous estrogen increases the occurrence. 
C.C.C.C. The first and most important symptom is abnormal bleeding. 
D.D.D.D. This malignancy tends to spread rapidly to other organs. 
 
56.56.56.56.    The Pap smear reveals that a client has cancer of the cervix. The mode of treatment is an abdominal 

hysterectomy. The client voices concern about undergoing menopause. In counseling her, which 
statement would be most appropriate? 

 
A.A.A.A. A surgical menopause will occur, and treatment with estrogen therapy will be necessary. 
B.B.B.B. The ovaries will continue to function and produce estrogen, thus preventing menopause as a result  
                of surgery. 
C.C.C.C. Ovarian hormone secretion ceases, but the hypothalamus will continue to secrete FSH, and this  
                prevents menopause. 
D.D.D.D. The ovaries will cease functioning, and it will be necessary to take estrogen. 
 
57.57.57.57.    Cancer of the lungs is caused by: 
 
A.A.A.A. Airway atrisia. 
B.B.B.B. Hepatitis A. 
C.C.C.C. Cigarette smoking. 
D.D.D.D. Congenital defects. 
 
58.58.58.58.    A client begins a regimen of chemotherapy. Her platelet counts falls to 98,000. Which action is least 

necessary at this time? 
 
A.A.A.A. Test all excreta for occult blood. 
B.B.B.B. Use a soft toothbrush or foam cleaner for oral hygiene. 
C.C.C.C. Implement reverse isolation. 
D.D.D.D. Avoid IM injections. 
 
59.59.59.59.    High uric acid levels may develop in clients who are receiving chemotherapy. This is caused by: 
 
A.A.A.A. The inability of the kidneys to excrete the drug metabolites. 
BBBB.... Rapid cell catabolism. 
C.C.C.C. Toxic effects of the prophylactic antibiotics that are given concurrently. 
D.D.D.D. The altered blood pH from the acid medium of the drugs. 
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60.60.60.60.    Which of the following statements, if made by a cancer patient with hair loss secondary to 
chemotherapy, indicates the goal for new coping patterns is being met? 

 
A.A.A.A. “I think I’ll get some new barrettes for my hair.” 
B.B.B.B. “I washed my wig today.” 
C.C.C.C. “I asked my mom to bring my shampoo.” 
D.D.D.D. “I’m thinking about changing my hair color.” 
 
61.61.61.61.    A patient with breast cancer is undergoing chemotherapy. She develops myelo suppression. Her 

discharge teaching should include: 
    
A.A.A.A. Manage sore throat with over-the-counter preparations. 
B.B.B.B. Wear a mask when going out to shop. 
C.C.C.C. You can babysit ill grandchildren. 
D.D.D.D. Avoid activities that may cause bleeding. 
 
62.62.62.62.    Antimetabolites used for cancer treatment work by: 
 
A.A.A.A. Enhancing cell growth. 
B.B.B.B. Bone marrow ablation. 
C.C.C.C. Inhibiting cell growth and proliferation. 
D.D.D.D. Limiting the ability of the cancer to metastasize. 
 
63.63.63.63.    The synthetic cannabis derivative dronabinol (Marinol) can be used to treat cancer patients for: 
 
A.A.A.A. Depression. 
B.B.B.B. Nausea. 
C.C.C.C. Pain. 
D.D.D.D. Mucositis. 
 
64.64.64.64.    Which statement is incorrect regarding lung cancer? 
 
A.A.A.A. The 5-year survival rate depends on tumor histology and disease stage at the time treatment is  
     initiated. 
B.B.B.B. Small-cell lung cancer has an excellent prognosis. 
C.C.C.C. The 5-year survival rate for lung cancer is less than 15 percent. 
D.D.D.D. Lung cancer is usually widespread by the time it is detected on chest x-ray. 
 
65.65.65.65.    A client is scheduled for external radiation treatment for laryngeal cancer. Of the following, which is 

not a common systemic side effect of this treatment? 
 
A.A.A.A. Nausea 
B.B.B.B. Fatigue 
C.C.C.C. Malaise 
D.D.D.D. Dry desquamation of the skin 
 
66.66.66.66.    When teaching the client about upcoming external radiation treatments, the nurse should stress the 

importance of: 
 
A.A.A.A. Massaging the area daily. 
B.B.B.B. Exposing the area to sunlight for 30 minutes each day. 
C.C.C.C. Not using soap on the treatment area and ink markings. 
D.D.D.D. Applying cosmetic creams over the area to conceal reddened areas. 
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67.67.67.67.    A recent diagnosis of cancer has caused a patient severe anxiety. The plan of care should include: 
 
A.A.A.A. Teaching the stages of grieving. 
B.B.B.B. Providing distraction during time of stress. 
C.C.C.C. Teaching chemotherapy aspects. 
D.D.D.D. Encouraging verbalization of concerns regarding diagnosis. 
 
68.68.68.68.    A patient is undergoing chemotherapy following a laryngectomy for laryngeal cancer. The patient 

begins complaining of a sore mouth. The nurse should assess for: 
 
A.A.A.A. Xerostomia. 
B.B.B.B. Halatosis. 
C.C.C.C. Stomatitis. 
D.D.D.D. Dysgeusia. 
 
69.69.69.69.    The main goal of cancer chemotherapy is to: 
 
A.A.A.A. Limit the toxic side effects. 
B.B.B.B. Attack the cancer as early as possible. 
C.C.C.C. Cure or provide palliation if the cancer is not curable. 
D.D.D.D. Provide the patient with a suitable quality of life. 
 
70.70.70.70.    A client receiving radiation therapy for a cancer tumor asked the nurse, “How is the radiation 

treatments done?” The nurse replied that: 
 
A.A.A.A. The agents act on inhibiting DNA synthesis. 
B.B.B.B. The therapy can be either internal or external beam. 
C.C.C.C. The agents used kill all the cancer cells. 
D.D.D.D. The therapy of the beam of radiation is for the total body. 

 
71.71.71.71.    A 67-year-old man is admitted to the hospital with a tentative diagnosis of bronchogenic carcinoma. 

His chief complaint is dyspnea and a chronic cough. The physician orders a sputum sample for 
cytologic testing. Important nursing implications involved with obtaining a sputum sample for 
cytology should include which of the following? 

 
A.A.A.A. Obtain the specimen in the evening hours. 
B.B.B.B. Collect the specimen in the morning before the client eats and drinks. 
C.C.C.C. Have the client brush his teeth before collection of the specimen. 
D.D.D.D. Keep the client NPO for 24 hours before collection of the specimen. 
 
72.72.72.72.    A 4-year-old Mexican American client has recently been diagnosed with leukemia. What intervention 

would be appropriate when considering the client’s culture? 
 
A.A.A.A. Limit all visitors, including extended family. 
B.B.B.B. Encourage visits from extended as well as immediate family. 
C.C.C.C. Ban all visits from alternative healers. 
D.D.D.D. Make diet selections for the child and family. 
 
73.73.73.73.    An 85-year-old man with end-stage prostate cancer has a living will expressing his desire for a 

dignified death and comfort care measures without resuscitation measures. Advocate, your role is to: 
 
A.A.A.A. Support the daughter’s decision. 
B.B.B.B. Encourage the patient to revoke his living will. 
C.C.C.C. Support the patient’s decision and encourage him to discuss his feeling with his daughter. 
D.D.D.D. Ignore the patient’s decision for non-resuscitation. 
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74.74.74.74.    Mr. Abdul Assad, an 80 year old, is being discharged from the hospital with a new diagnosis of lung 
cancer. The adult children have made arrangements for him to live with his youngest son. To 
promote optimal continuity of care, the nurse should: 

 
A.A.A.A. Immediately arrange for hospice care. 
B.B.B.B. Convince the family that institutionalized care would be better. 
C.C.C.C. Assist with the discharge as planned. 
D.D.D.D. Explore options for community health services with the family. 
 
75.75.75.75.    A patient with advanced cancer of the stomach is undergoing surgery to take out part or debulk the 

tumor. This is known as ______ surgery. 
 
A.A.A.A. Tertiary 
B.B.B.B. Restorative 
C.C.C.C. Curative 
D.D.D.D. Palliative 
 
76.76.76.76.    Which of the following primary precautions is aimed at reducing the risk of breast cancer in a female 

50 years of age and older? 
 
A.A.A.A. Pap smear 
B.B.B.B. Colonoscopy 
C.C.C.C. Ultrasound 
D.D.D.D. Mammography 
 
77.77.77.77.    Your patient is considering participating in a multi-site trial of a new cancer medication. According to 

the “Patient’s Bill of Rights,” it is important for the patient to know that: 
 
A.A.A.A. All costs of research are paid by the patient. 
B.B.B.B. He has the right to refuse to participate in research without fear of loss of care. 
C.C.C.C. The physicians will no longer be caring for him if he does not participate in the research. 
D.D.D.D. The research study is his only hope of treatment. 
 
78.78.78.78.    Which of the following statements about cancer cachexia is true? 
 
A.A.A.A. It is no different than simple starvation because the metabolic rate declines in response to tumor  
     growth. 
B.B.B.B. Cancer cachexia occurs as a result of chemotherapy but not radiation therapy. 
C.C.C.C. Cancer cachexia occurs as a result of tumor induced changes. 
D.D.D.D. Cancer cachexia is only seen in clients who have limited caloric intake. 
 
79.79.79.79.    A 52-year-old male client being treated for cancer doesn’t understand why he is being given a 

“female hormone,” megesterol acetate (Megace), as part of the treatment regimen. He is afraid that it 
will alter his appearance. How would you respond to the client’s concern of altered body image? 

 
A.A.A.A. Tell the client that the physical changes are only temporary. 
B.B.B.B. Tell the client that this medication is used for its ability to stimulate appetite. 
C.C.C.C. Tell the client that you understand his concern and that he should not take it. 
D.D.D.D. Tell the client that the medication will be used for a short time and any effects will be self-limiting. 
 
80.80.80.80.    What interventions would be appropriate for a client admitted to the oncology unit for 

chemotherapy and radiation therapy who is experiencing dysgeusia? 
 
A.A.A.A. Pre-medicate the client with an antiemetic. 
B.B.B.B. Observe the client for signs of dehydration. 
C.C.C.C. Use highly seasoned foods to stimulate taste buds. 
D.D.D.D. Obtain an order for zinc and give with food or milk to treat symptoms. 
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81.81.81.81.    Mr. Hart is your patient who has a new diagnosis of lung cancer who is deemed terminally ill. During 
your assessment of discharge needs, you find that he has no available caregiver in the home but will 
need assistance with ADLs. You discuss with the discharge planner: 

 
A.A.A.A. Home care. 
B.B.B.B. Adult day care. 
C.C.C.C. Long-term care with hospice services. 
D.D.D.D. Respite care. 
 
82.82.82.82.    Which assessment finding would indicate to the nurse that an antitussive medication administered to 

a client with bronchogenic cancer is having the desired effect? 
 
A.A.A.A. Dyspnea is relieved. 
B.B.B.B. Coughing is decreased. 
C.C.C.C. Expectoration is increased. 
D.D.D.D. Wheezes and gurgles have diminished. 
 
83.83.83.83.    Which assessment finding should the nurse interpret as indicative of impending spinal cord 

compression in a client with metastatic prostate cancer? 
 
A.A.A.A. Increasing back pain, which is worse when standing than when lying down 
B.B.B.B. Lower extremity weakness and/or paresthesias 
C.C.C.C. Urgency accompanied by bladder spasms 
D.D.D.D. Lower extremity muscle cramping 
 
84.84.84.84.    A client having cryosurgery for removal of a squamous cell carcinoma asks if the procedure will hurt. 

Which is the correct answer for the nurse to give? 
 
A.A.A.A. “You will not feel anything.” 
B.B.B.B. “There will be a brief tingling pain.” 
C.C.C.C. “There will be no pain but you may experience a slight odd smell.” 
D.D.D.D. “There will be a momentary, stabbing pain.” 
 
85.85.85.85.    When teaching at a health fair, the nurse is asked if there is really a relationship between tobacco 

smoke and lung cancer. Which information should serve as the basis for the nurse’s response? 
 
A.A.A.A. There is a relationship and it is between certain types of lung cancer and both smoking and being  
     exposed to second-hand smoke. 
B.B.B.B. Exposure to carcinogens such as asbestos and uranium account for a greater portion of lung cancer  
            than does tobacco use. 
C.C.C.C. Radon takes precedence over tobacco smoke as a factor responsible for lung cancer. 
D.D.D.D. Tobacco smoking is associated with the majority of lung cancers of all types. 
 
86.86.86.86.    What symptom reported in the health history of a 55- year-old woman should be interpreted by the 

nurse as requiring immediate follow-up evaluation for cancer of the right colon? 
 
A.A.A.A. Black, tarry stools 
B.B.B.B. Loose, frothy stool 
C.C.C.C. Flat, ribbon-shaped stool 
D.D.D.D. Mahogany-colored, formed stool 
 
87.87.87.87.    When teaching a local club group about oral cancer, which comment by a participant indicates that 

the nurse needs to clarify the information presented? 
 
A. A. A. A. “Most oral cancers occur on the tongue.” 
B.B.B.B. “The most rapidly spread oral cancer is on the floor of the mouth.” 
C.C.C.C. “Early oral cancers are generally asymptomatic.” 
D.D.D.D. “Smoking is a risk factor for cancer of the lip.” 
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88.88.88.88.    Which symptom should the nurse interpret as requiring a check for endometrial cancer? 
 
A.A.A.A. Postmenopausal bleeding 
B.B.B.B. Persistent leukorrhea 
C.C.C.C. Painful sexual intercourse 
D.D.D.D. Intermittent amenorrhea 
 
89.89.89.89.    How should the nurse interpret the leakage of fecal matter from the vagina of a client with advanced 

cancer? 
 
A.A.A.A. Anal sphincter has been impaired 
B.B.B.B. Cancer has metastasized to the GI tract 
C.C.C.C. Rectovaginal fistula has developed 
D.D.D.D. Rectum is being compressed by the tumor mass 
 
90.90.90.90.    Which assessment finding is characteristic of advanced ovarian cancer? 
 
A.A.A.A. Ascites 
B.B.B.B. Purpura 
C.C.C.C. Splenomegaly 
D.D.D.D. Hypoactive DTRs 
 
91.91.91.91.    Which client with breast cancer is a candidate for treatment with Tamoxifen? 
 
A.A.A.A. A 32-year-old client with a lumpectomy for a small tumor and no sign of spread 
B.B.B.B. A 58-year-old client with negative estrogen receptor (ER) status 
C.C.C.C. A 41-year-old client with metastatic disease 
D.D.D.D. A 66-year-old client with estrogen sensitive disease 
 
92.92.92.92.    Which test confirms the diagnosis of prostate cancer? 
 
A.A.A.A. PSA 
B.B.B.B. Alkaline phosphatase 
C.C.C.C. Ultrasound of the prostate 
D.D.D.D. Prostate biopsy 
 
93.93.93.93.    Lupron is prescribed for a client with prostate cancer. Which assessment data best indicates that the 

medication is having the desired effect? 
 
A.A.A.A. Client reports pain is controlled 
B.B.B.B. Vomiting has stopped 
C.C.C.C. Urine is free of blood 
D.D.D.D. PSA level has dropped 
 
94.94.94.94.    Which condition can pain in young women with ovarian cancer mimic? 
 
A.A.A.A. Appendicitis 
B.B.B.B. Constipation 
C.C.C.C. PMS 
D.D.D.D. Urinary tract infection 
 
95.95.95.95.    When caring for a client having radiation therapy the nurse receives a report that the client’s 

laboratory values are normal and there are no signs of anemia, infection, or bleeding. Which 
conclusion should the nurse draw from this information? 

 
A.A.A.A. Radiation has not yet reached a therapeutic level. 
B.B.B.B. The client is free of side effects of radiation. 
C.C.C.C. Nutritional status is normal. 
D.D.D.D. Bone-marrow suppression is not a problem. 
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96.96.96.96.    When assessing skin of a client having external radiation therapy, which fact should the nurse keep in 
mind? 

 
A.A.A.A. Skin damage is preceded by changes in oral mucous membranes. 
B.B.B.B. Most skin changes occur 4–8 weeks after the start of radiation. 
C.C.C.C. Skin areas with poor blood flow are at greatest risk for injury. 
D.D.D.D. Intertriginous areas are at particular risk for skin reactions. 
 
97.97.97.97.    How should the care of a client undergoing brachytherapy be assigned? 
 
A.A.A.A. To male nurses whenever possible 
B.B.B.B. On a rotating basis among non-pregnant nursing staff 
C.C.C.C. Consistently to the same nurses 
D.D.D.D. Never to a nurse with a history of cancer 
 
98.98.98.98.    A client having radiation therapy asks the nurse if his blood cells are going to be affected. Which fact 

should form the basis of the nurse’s answer? 
 
A.A.A.A. Bone marrow and therefore blood cells are affected with almost all ports of radiation. 
B.B.B.B. If radiation is delivered to the hip or leg, no effect should occur. 
C.C.C.C. It depends on whether or not medications are being taken that sensitize blood cells to radiation. 
D.D.D.D. Speed and volume of blood to tissues of the port will determine the effect. 
 
99.99.99.99.    A client having chemotherapy for breast cancer reports a temperature of 101.4˚F. How should the 

nurse interpret this fact? 
 
A.A.A.A. Sign of infection, which needs to be reported right away 
B.B.B.B. Side effect of chemotherapy, not requiring intervention 
C.C.C.C. Sign of infection, which needs monitoring and reporting if it persists for 48 hours 
D.D.D.D. Indicator of dehydration requiring client teaching regarding fluid intake 
 
100.100.100.100.    A client who had a dose of chemotherapy at 8 a.m. calls the clinic at 2:30 p.m. complaining of 

nausea and vomiting despite having taken the prescribed medication. She asks how much worse the 
nausea and vomiting is going to get. On which fact should the nurse’s answer be based? 

 
A.A.A.A. Nausea and vomiting is totally unpredictable. 
B.B.B.B. Nausea and vomiting typically peak in the first 12 hours. 
C.C.C.C. Nausea and vomiting will ease on going to bed. 
D.D.D.D. Vomiting should cease in about 36 hours but nausea may persist for 7–10 days. 
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ONCOLOGY NURSING ANSWER AND RATIONALEONCOLOGY NURSING ANSWER AND RATIONALEONCOLOGY NURSING ANSWER AND RATIONALEONCOLOGY NURSING ANSWER AND RATIONALE    
    
1.1.1.1.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
Bleeding precautions need to be initiated when the platelet count decreases. The normal platelet count is 
150,000 to 450,000/mm3. When the platelets are lower than 50,000 /mm3, any small trauma can lead 
to episodes of prolonged bleeding. The normal white blood cell count is 5,000 to 10,000/mm3. When 
the white blood cell count drops, neutropenic precautions need to be implemented. The normal clotting 
time is 8 to 15 minutes. The normal ammonia value is 15 to 45 mcg/dL. 
 
2.2.2.2.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
Hyperuricemia is especially common following treatment for leukemias and lymphomas because 
chemotherapy results in massive cell kill. Although options 1, 2, and 4 also may be noted, an increased 
uric acid level is related specifically to cell destruction. 
 
3.3.3.3.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:   
Hemorrhagic cystitis is a toxic effect that can occur with the use of cyclophosphamide (Cytoxan, Neosar). 
The client needs to be instructed to drink copious amounts of fluid during the administration of this 
medication. Clients also should monitor urine output for hematuria. The medication should be taken on 
an empty stomach, unless gastrointestinal upset occurs. Hyperkalemia can result from the use of the 
medication; therefore, the client would not be told to increase potassium intake. The client would not be 
instructed to alter sodium intake. 
 
4.4.4.4.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:   
Cardio toxicity noted by abnormal electrocardiographic findings or cardiomyopathy manifested as 
congestive heart failure is a toxic effect of daunorubicin. Bone marrow depression is also a toxic effect. 
Nausea and vomiting is a frequent side effect associated with the medication that begins a few hours after 
administration and lasts 24 to 48 hours. Fever is a frequent side effect and diarrhea can occur 
occasionally. 
 
5.5.5.5.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
To ensure that the client receives optimal doses of chemotherapy, dosing is usually based on the total 
body surface area (BSA), which requires a current accurate height and weight for BSA calculation (before 
each medication administration). Asking the client about his or her height and weight may lead to 
inaccuracies in determining a true BSA and dosage. Calculating body mass index and measuring 
abdominal girth will not provide the data needed. 
 
6.6.6.6.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Bleomycin (Blenoxane) is an antineoplastic medication that can cause interstitial pneumonitis, which can 
progress to pulmonary fibrosis. Pulmonary function studies along with hematological, hepatic, and renal 
function tests need to be monitored. The nurse needs to monitor lung sounds for dyspnea and crackles, 
which indicate pulmonary toxicity. The medication needs to be discontinued immediately if pulmonary 
toxicity occurs. 
 
7.7.7.7.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Chemotherapy agents are usually given in combinations (also called regimens or protocols). The goal of 
administering combination chemotherapy in cycles or specific sequences is to produce additive or 
synergistic therapeutic effects. Administering combination therapy by administering several medications 
with different mechanisms of action and different onsets of nadirs and toxicities enhances tumor cell 
destruction while minimizing medication resistance and overlapping toxicities. 
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8.8.8.8.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Because antineoplastic medications lower the resistance of the body, clients must be informed not to 
receive immunizations without a physician's or health care provider's approval. Clients also need to avoid 
contact with individuals who have recently received a live virus vaccine. Clients need to avoid aspirin and 
aspirin-containing products to minimize the risk of bleeding, and they need to avoid alcohol to minimize 
the risk of toxicity and side effects. 
 
9.9.9.9.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
Cisplatin (Platinol) is an alkylating type of medication and vincristine (Oncovin, Vincasar PFS) is a vinca 
(plant) alkaloid. 
Alkylating medications are cell cycle phase-nonspecific. Vinca alkaloids are cell cycle phase-specific and act 
on the M phase. 
Combinations of medications are used to enhance tumoricidal effects and increase the therapeutic 
response. 
 
10.10.10.10.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
High concentrations of methotrexate harm and damage normal cells. To save normal cells, leucovorin is 
given, which is known as leucovorin rescue. Leucovorin bypasses the metabolic block caused by 
methotrexate, thereby permitting normal cells to synthesize. Note that leucovorin rescue is potentially 
hazardous. 
Failure to administer leucovorin in the right dose at the right time can be fatal. 
 
11.11.11.11.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
A side effect specific to vincristine is peripheral neuropathy, which occurs in almost every client. Peripheral 
neuropathy can be manifested as numbness and tingling in the fingers and toes. Depression of the Achilles 
tendon reflex may be the first clinical sign indicating peripheral neuropathy. Constipation rather than 
diarrhea is most likely to occur with this medication, although diarrhea may occur occasionally. Hair loss 
occurs with nearly all the antineoplastic medications. Chest pain is unrelated to this medication. 
 
12.12.12.12.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:Rationale:Rationale:Rationale:   
Asparaginase (Elspar) is contraindicated if hypersensitivity exists, in pancreatitis, or if the client has a 
history of pancreatitis. The medication impairs pancreatic function and pancreatic function tests should be 
performed before therapy begins and when a week or more has elapsed between administrations of the 
doses. The client needs to be monitored for signs of pancreatitis, which include nausea, vomiting, and 
abdominal pain. 
 
13.13.13.13.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:   
Tamoxifen (Nolvadex) is an antineoplastic medication that competes with estradiol for binding to 
estrogen in tissues containing high concentrations of receptors. Tamoxifen is used to treat metastatic 
breast carcinoma in women and men. Tamoxifen is also effective in delaying the recurrence of cancer 
following mastectomy. Tamoxifen reduces DNA synthesis and estrogen response. 
 
14.14.14.14.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
Tamoxifen (Nolvadex) may increase calcium, cholesterol, and triglyceride levels. Before the initiation of 
therapy, a complete blood count, platelet count, and serum calcium levels should be assessed. These 
blood levels, along with cholesterol and triglyceride levels, should be monitored periodically during 
therapy. The nurse should assess for hypercalcemia while the client is taking this medication. Signs of 
hypercalcemia include increased urine volume, excessive thirst, nausea, vomiting, constipation, 
hypotonicity of muscles, deep bone, and flank pain. 
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15.15.15.15.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Megestrol acetate (Megace) suppresses the release of luteinizing hormone from the anterior pituitary by 
inhibiting pituitary function and regressing tumor size. Megestrol is used with caution if the client has a 
history of thrombophlebitis. 
 
16.16.16.16.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Alopecia (hair loss) can occur following the administration of many antineoplastic medications. Alopecia 
is reversible, but new hair growth may have a different color and texture. 
 
17.17.17.17.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Stomatitis (ulceration in the mouth) can result from the administration of antineoplastic medications. The 
client should be instructed to examine her or his mouth daily and to report any signs of ulceration. If 
stomatitis occurs, the client should be instructed to rinse the mouth with baking soda or saline. Food and 
fluid is important and should not be restricted. If chewing and swallowing are painful, the client may 
switch to a liquid diet that includes milk shakes and ice cream. Instruct the client to avoid spicy foods and 
foods with hard crusts or edges. The client should avoid tooth brushing and flossing when stomatitis is 
severe. Lemon and glycerin swabs may cause pain and further irritation. 
 
18.18.18.18.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
Busulfan (Myleran, Busufex) can cause an increase in the uric acid level. Hyperuricemia can produce uric 
acid nephropathy, renal stones, and acute renal failure. 
 
19.19.19.19.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
A side effect specific to etoposide is orthostatic hypotension. Etoposide should be administered slowly 
over 30 to 60 minutes to avoid hypotension. The client's blood pressure is monitored during the infusion. 
Hair loss occurs with nearly all the antineoplastic medications. Chest pain and pulmonary fibrosis are 
unrelated to this medication. 
 
20.20.20.20.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Male and female clients who take estrogen or progestin are at increased risk for deep vein thrombosis 
(DVT). Women receiving estrogens or progestin have irregular but heavy menses, fluid retention, ánd 
breast tenderness. 
 
21.21.21.21.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:Rationale:Rationale:Rationale:  
The client's operative arm should be positioned so that it is elevated on a pillow, and not exceeding 
shoulder elevation. This promotes optimal drainage from the limb, without impairing the circulation to 
the arm.  
 
22.22.22.22.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
Radiation therapy is usually delayed until a child is 8 years of age, whenever possible, to prevent 
retardation of bone growth and soft tissue development.  
 
23.23.23.23.    Answer:  CAnswer:  CAnswer:  CAnswer:  C    
Rationale:  Rationale:  Rationale:  Rationale:      
The client needs to be instructed to avoid exposure to the sun the sun. Other options are accurate 
measures in the care of a client receiving external radiation therapy. 
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24.24.24.24.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
Following amputation, phantom limb pain is a temporary condition that some children may experience. 
This sensation of burning, aching, or cramping in the missing limb is most distressing to the child. The 
child needs to be reassured that the condition is normal and only temporary.  
 
25.25.25.25.    Answer:  DAnswer:  DAnswer:  DAnswer:  D    
Rationale:  Rationale:  Rationale:  Rationale:      
Unless the antibiotic is safe for the infant, it is best not to feed the baby, but in order to continue 
establishment of milk flow, the breasts must be stimulated. 
 
26.26.26.26.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
Surgical incisions, and small sutured incisions usually heal by what is called Primary Intention. In surgical 
incisions and the like where the edges of the wound can be approximated, healing takes place in this way.  
In larger wounds, when the edges cannot be approximated Secondary Intention is the usual manner of 
healing, the Tertiary intention occurs when there is an extended period of time between the wound and 
when it is sutured. 
 
27.27.27.27.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
The epithelial cells in the mouth are very sensitive to chemotherapy due to their high rate of cell 
turnover. 
 
28.28.28.28.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
Glucocorticoids (steroids) are used for their anti-inflammatory action, which decreases the development 
of edema. 
 
29.29.29.29.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
High-fiber diets are recommended to reduce the risk of colon cancer, because fiber promotes bile 
excretion and speeds up intestinal transit time so that carcinogens are eliminated quicker. 
 
30.30.30.30.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
There is potential for a lowered pain tolerance to exist with diminished adaptive capacity. 
 
31.31.31.31.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
Using a narcotic with a non-narcotic treats both central and peripheral pain. 
 
32.32.32.32.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Injectables act more quickly than other routes and can relieve severe acute pain in one hour. 
 
33.33.33.33.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Antidepressants are useful adjuncts to analgesia in the management of cancer pain. The antidepressant 
potentiates or enhances the analgesics medication.  
 
34.34.34.34.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Radiation therapy is a palliative treatment to relieve pain quickly, and treatment is tailored to the 
patient’s clinical condition and prognosis (duration of life). 
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35.35.35.35.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Both radiation therapy and analgesic drug therapies can be used together to enhance the effectiveness as 
they directly target the cause of pain. 
 
36.36.36.36.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
The needs of the individual and the type of procedure to be done shape the pharmacological approach to 
managing procedure-related pain. Because children have special needs, the nurse’s expertise and 
experience with children are key to successful therapy. 
 
37.37.37.37.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Most cancer publications state the pain aspect as falling into the type of cancer, the stage of cancer, and 
the pain tolerance of the individual.  
 
38.38.38.38.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
This statement is most therapeutic, as it allows the client to ventilate her feelings. The ability of the nurse 
to be present with the client during this difficult time demonstrates caring for the client. The other 
statements may offer false hope and do not give the client the opportunity to share her feelings. 
 
39.39.39.39.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
Certain types of HPV infection may predispose a woman to developing cervical cancer later in life. The 
other cancers do not have a direct link to HPV infection. 
 
40.40.40.40.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
A client who has been treated for uterine cancer with internal radiation therapy may later develop 
cystitis. The other options are not associated with internal radiation therapy. 
 
41.41.41.41.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Pathologic fractures are not common to the disease process or its treatment, although osteoporosis may 
be potential complication of steroid use; Hodgkin’s disease most commonly affects young adults (males) 
and is spread through lymphatic channels to contiguous nodes. It also may spread via hematogenous 
route to extradal sites (GI, bone marrow, skin, and other organs); a working “staging” classification is 
done for clinical use and care. 
 
42.42.42.42.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
C: Change in bowel or bladder habits; A: A sore that does not heal; U: Unusual bleeding or discharge 
from anybody orifice; T: Thickening or a lump in the breast or elsewhere; I: Indigestion or difficulty 
swallowing; O: Obvious change in a wart or mole; N: Nagging cough or hoarseness. The other options 
are not mnemonics relating to cancer. 
 
43.43.43.43.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Cancer cells are characterized by indiscriminate proliferation, not the other options. 
 
44.44.44.44.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
An osteoma is a tumor on bone tissue. The other options are other types of tumors. 
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45.45.45.45.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
False reassurance that everything will be all right is inappropriate. It is a block to therapeutic 
communication and it discounts the client’s feelings. The client should understand the extent of surgery 
and type and care of the ostomy. Although a cheerful, optimistic environment is important, it is essential 
that the client understand the proposed surgical treatment. Visitors should not be restricted. Family and 
friends can provide valuable social support to the client. 
 
46.46.46.46.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Epithelial cells are extremely sensitive to radiation therapy, because of their normally high rate of cell 
turnover. The client deserves an honest, supportive answer. 
 
47.47.47.47.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Bland foods of moderate temperature facilitate swallowing and decrease pain. Fluids should be 
encouraged to keep oral membranes moist and to decrease side effects of chemotherapy. Commercial 
mouthwashes should be avoided because of their alcohol content. The mouth should be rinsed with 
dilute H2O2 or normal saline solution. Lemon-glycerin swabs should be avoided to prevent excessive 
drying of the oral mucosa. 
 
48.48.48.48.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
5-Fluorouracil (5-FU) is an antineoplastic, anti-metabolic drug that inhibits DNA synthesis and interferes 
with cell replication. It is given intravenously and acts systemically. It affects all rapidly growing cells, both 
malignant and normal. It is used as adjunct therapy for treating cancer of the colon, rectum, stomach, 
breast, and pancreas. This drug has many side effects, including bone marrow depression, anorexia, 
stomatitis, and nausea and vomiting. 
 
49.49.49.49.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Testicular exams should be performed after a warm shower or bath to relax the scrotum. Testicular exams 
should be done by all men beginning at age 15 on a monthly basis. Reddening or darkening of the 
scrotum is not normal finding and should be reported to a physician. 
 
50.50.50.50.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:Rationale:Rationale:Rationale:   
Colon tumors tend to spread through the lymphatics and portal vein to the liver. Although metastasis to 
the other sites listed is possible, the liver is most likely the first to be affected. 
 
51.51.51.51.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Many women with cervical cancer fear a loss of femininity. It is important to discuss the effects of 
treatment to enable the client to prepare for changes in sexual functioning. Although telling the client that 
she does not have to worry about pregnancy is accurate, it is not a therapeutic response. Nurses are 
capable of answering questions regarding sexuality. The client will need to be referred to other resources 
if the client’s concerns cannot be addressed by the nurse; the physician should be notified of the client’s 
concerns, but not necessarily as a referral. 
 
52.52.52.52.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
The majority of side effects of external radiation are dependent on the specific site being radiated. 
Because the client’s cancer site is the lung, radiation will result in irritation of the lung mucosa, resulting in 
dyspnea. 
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53.53.53.53.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
It is important to understand the difference between external and internal radiation so that the nurse can 
be accurate when correcting the client’s misconceptions. He is not radioactive and does not need to limit 
contact with others. 
 
54.54.54.54.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
The two chief symptoms of cancer of the cervix are metrorrhagia (vaginal bleeding or spotting at irregular 
intervals and between periods) and a watery vaginal discharge. 
 
55.55.55.55.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Cancer of the endometrium tends to be slow spreading. After it has spread to the cervix, invaded the 
myometrium, or spread outside the uterus, the prognosis is poor. 
 
56.56.56.56.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Menstruation will cease after a hysterectomy, but as long as the ovaries are left in place, they will 
continue to function, and surgical menopause will not occur. A hysterectomy is removal of the uterus and 
usually the cervix. 
 
57.57.57.57.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Lung cancer is a malignant tumor of lung tissue. Causes are cigarette smoking, air pollution, arsenic, 
asbestos, and radioactive dust. Cancer of the lungs can be diagnosed with chest radiography, 
bronchoscopy, tissue biopsy, or mediastinoseph. 
 
58.58.58.58.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
It is not necessary because it will not affect the risk of hemorrhage. 
 
59.59.59.59.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
When chemotherapy is initiated, there is a breakdown of many cancer cells. Uric acid is a cell metabolite. 
 
60.60.60.60.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
One of the two indicators that the goal for implementing new coping patterns has been met is a 
willingness and ability to resume self-care responsibilities. Statement 2 shows that the client is taking care 
of their wig, a new self-care responsibility. Statement 1 shows denial that there has been hair loss and 
inappropriate self-care goals exist. Statements 3 and 4 also deny hair loss. The statements denying hair loss 
are evidence of the minor defining characteristics of body image disturbance still existing and the goal not 
being met.  
 
61.61.61.61.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:Rationale:Rationale:Rationale:  
Myelo suppression describes a deficit of cells produced by the bone marrow: RBC, WBC, and platelets. 
The patient will have increased risk for bleeding, infections, and anemia. There will be difficulty healing 
with myelo suppression 
 
62.62.62.62.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Antimetabolites are structural analogues of folic acid, purine, or pyrimidine bases found in DNA. They 
inhibit cell growth and proliferation by inhibiting enzymes required for DNA base synthesis. This limits the 
chemical and physical processes of the cell. Anti metobolites do not promote cell growth. Antimetabolites 
do not destroy the bone marrow. Antimetabolites may have some limitation on cancer metastasis but it is 
an indirect effect caused by inhibition of cell growth and proliferation. 
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63.63.63.63.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The active ingredient in this agent is ∆9 -tetrahydrocannabinol or THC. THC modulates the activity of 
acetylcholine, dopamine, and serotonin. Dopamine and serotonin activate the chemoreceptor trigger 
zone which activates the vomiting center in the medulla. Dronabinol can induce mild stimulation 
followed by depression. Dronabinol has no pain relief properties. Dronabinol does not reduce or treat 
inflammation of the oral mucosa. 
 
64.64.64.64.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Small-cell lung cancer has a poor prognosis because it is rarely diagnosed in a limited and localized state. 
Even with treatment the client has only a 20 percent chance for 2-year survival. At advanced stages most 
clients die within 6 months. The 5-year survival rate depends on the type of lung cancer (non-small-cell 
cancer has a somewhat better 5-year survival rate) and stage (cancer is easier to treat in an earlier stage 
when the cancer is localized). Usually by the time a lung tumor is detected on x-ray, about 75 percent of 
the disease course has elapsed. Eighty-seven percent of lung cancer clients die within 5 years. 
 
65.65.65.65.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Dry desquamation of the skin; external radiation therapy side effects are: nausea, fatigue, malaise, skin 
irritation, wet desquamation, diarrhea.. 
 
66.66.66.66.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Skin markings over the treatment area should not be washed off for the duration of the therapy unless 
special permission is given because they are important reference marks for the radiation beams. The area 
should be left open to air, but sunlight should be avoided. The skin should not be massaged, and lotions, 
cosmetics, and powder should not be applied. These interventions will reduce the problems associated 
with dry desquamation of the skin. 
 
67.67.67.67.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Verbalizing concerns elicits information about the disease, giving the patient a sense of control and helps 
the patient face the unknown. 
 
68.68.68.68.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
One of the earliest side-effects of chemotherapy is stomatitis. 
 
69.69.69.69.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Ideally, a cancer cure will be elicited. If no cure is possible, cancer palliation prolongs useful life and 
reduces incapacitating symptoms. Limiting toxic chemotherapy side effects is a secondary goal of 
treatment. Early recognition and treatment of cancer enhances the cure rate. A cure is part of the main 
goal of therapy. A suitable quality of life is part of the main goal of cancer chemotherapy and is related to 
palliation. 
 
70.70.70.70.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
Radiation therapy—clients can receive external-beam radiation therapy (EBRT), or internal radiation 
therapy (brachytherapy) with implanted isotopes; it damages rapidly replicating local normal host cells 
along with cancerous cells; it is used to treat tumors that cannot be surgically removed and are sensitive 
to radiation exposure. 
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71.71.71.71.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Sputum samples should be collected early in the morning before the client eats or drinks. The client is not 
required to be NPO for 24 hours before the procedure. The client needs to be well hydrated to facilitate 
coughing up tenacious secretions. Using toothpaste or mouthwash should be avoided because they can 
affect the sample. The sample should be coughed up from deep within the lungs. Saliva should not be 
collected. 
 
72.72.72.72.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The extended family is considered a source of strength, support, and emotional stability for the Mexican- 
American family. Alternative healers and specific foods also may be important to the state of health. 
 
73.73.73.73.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale:  Rationale:  Rationale:  Rationale:      
The nurse advocate will explore the patient’s decision with him, support his decision-making authority, 
and encourage a discussion between the patient and his daughter regarding his wishes in order for these 
wishes to be honored. 
 
74.74.74.74.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
In exploring options for assistance to the family from the available community health services, the nurse is 
facilitating the family’s caregiving and assisting them in meeting the patient’s needs at home. As terminal 
illness has not been established, hospice is not yet an appropriate option. Institutionalized care may be 
needed later, but for now the family should be assisted in their desire to care for the patient at home. 
 
75.75.75.75.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Debulking of a tumor is done to decrease the symptoms of the disease or is known as palliative surgery. It 
does not affect a cure. 
 
76.76.76.76.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Mammography is suggested for every female over age 50 or greater as a primary preventative measure. 
 
77.77.77.77.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The “Patient’s Bill of Rights” describes the right of the patient to refuse to participate in research without 
the fear of loss of care by the healthcare team. He will still be cared for by physicians and nurses on the 
team, and other treatment options may be offered. The costs of research are commonly at least partially 
paid by the research study. 
 
78.78.78.78.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Cancer cachexia is a syndrome that occurs in clients with cancer (malignancy) that leads to a loss of 
muscle, fat, and body weight. It is thought to occur due to tumor-induced changes that cause profound 
effects on metabolism, nutrient losses, and anorexia. A cycle of wasting is established because alterations 
in nutrient requirements and intake lead to high cell turnover in body organs, affecting the GI tract and 
bone marrow. Alterations in digestion occur along with decreased immune response; in simple starvation 
the body adapts to a lower metabolic rate. The metabolic rate can be normal, decreased, or increased; 
cachexia occurs in the presence of both chemotherapy and radiation; cancer cachexia can be seen in 
clients who have adequate caloric intake because it is not calorie dependent; cachexia—general ill health 
and malnutrition, marked by weakness and emaciation, usually associated with serious disease as cancer. 
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79.79.79.79.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Megesterol acetate (Megace) is oral progesterone that is used for both male and female clients to boost 
appetite and promote weight gain. It is important that all clients receive accurate information about 
prescribed medications and are aware of the indication for the drug, potential side effects, and expected 
response to treatment. The nurse should respond to the client’s concern initially with factual information 
because the client does not seem to understand the effect of the medication; Megace has an antineoplastic 
activity due to suppression of gonadotropine (Anti-luteinizing effect); the appetite-enhancing properties 
(mechanism unknown); palliative treatment of advanced endometrial or breast cancer (not used in place 
of chemotherapy, radiation, or surgery); use for the treatment of anorexia, cachexia, or an unexplained, 
significant weight loss in clients with a diagnosis of AIDS. 
 
80.80.80.80.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Elemental zinc taken with food or milk will help correct alterations in taste (dysgeuisa); Dygeusia— 
impairment or perversion of the gustatory sense so that normal tastes are interpreted as being unpleasant 
or completely different from the characteristic taste of a particular food or chemical compound; 
associated nutritional problems—clients receiving radiation therapy are at risk to develop muscositis of 
the oral cavity, xerostomia, nausea and vomiting, diarrhea, dental caries, esophagitis, dysphagia, and 
anorexia; clients receiving chemotherapy are at risk to develop anorexia, nausea and vomiting, altered 
elimination pattern (diarrhea or constipation), mucositis, and altered liver function (jaundice) as a 
consequence of impaired drug clearance; associated weight loss and accompanying malnutrition correlate 
with impaired immunity and affect response to therapy and survival. 
 
81.81.81.81.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Home care alone without a caregiver in a patient requiring ADL assistance may not be sufficient to 
maintain function and safety. Adult day care provides care for a limited time period daily and so would 
not meet the patient’s need for full time caregiver assistance. Respite care is short-term care while 
caregivers rest, and so is not a long-term option for the patient. The most appropriate referral choice for 
suggestion is therefore long term care with the option of hospice services in the facility. 
 
82.82.82.82.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
An antitussive stops coughing. Antitussives are used for nonproductive coughs and to prevent exhaustion 
from coughing. Antitussives are not typically used for productive coughs because the secretions need to be 
raised. 
Secretions that are not raised will be pulled by gravity deep into the lung where the warm, dark, moist 
environment is supportive of bacterial growth. Antitussives do not relieve dyspnea. Antitussives do not 
increase expectoration rather they decrease it because they suppress coughing. 
Wheezes and gurgles are caused by narrowed airways and presence of secretions. Since antitussives do not 
act on either of these problems, their decrease is not reflective of the desired effect of an antitussive. 
 
83.83.83.83.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Escalating back pain with or without bladder symptoms, worse on lying down and improved on standing 
is the warning sign of impending spinal cord compression. Sudden loss of sensation and motor function in 
the lower extremities occurs with compression. Loss of bowel or bladder control may or may not occur. 
 
84.84.84.84.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
A brief tingling pain is felt with cryosurgery. An unpleasant odor can occur when electro cautery is used to 
burn abnormal tissue as in cases of cervical dysplasia or genital warts. 
 
85.85.85.85.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Tobacco smoking has been shown to be related to the development of all types of lung cancer, not just 
certain types. Second-hand smoke is also a risk factor as is exposure to chemicals including asbestos, 
uranium, and radon but they do not account for more cases of lung cancer than tobacco use. 
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86.86.86.86.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
A symptom of right-sided cancer of the colon is mahogany colored stool due to the presence of blood 
from the tumor being mixed with the stool and exposed to digestive tract secretions as it progresses 
through the remaining colon. 
Black, tarry stools are indicative of blood from the upper GI tract which has been in the GI tract long 
enough to be completely digested. Loose, frothy stool is indicative of high fat content and is associated 
with mal absorptive disorders. 
Flat, ribbon-shaped stool is consistent with a tumor which alters the shape of the left colon and prevents 
formation and passage of normally formed stool. 
 
87.87.87.87.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
The most rapidly spread oral cancer is not cancer of the floor of the mouth but the cancer of the tongue 
because of its rich blood and lymph supply. 
 
88.88.88.88.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale:  Rationale:  Rationale:  Rationale:      
Postmenopausal bleeding is the primary symptom of endometrial cancer. Persistent leukorrhea occurs 
with a variety of vaginal and cervical infections. Painful intercourse (dyspareunia) occurs with uterine 
prolapse. Amenorrhea has a variety of causes. The most frequent is pregnancy but endocrine disturbances, 
poor diet, excessive exercise, emotional shock, change in climate, etc., are other causes. 
 
89.89.89.89.    Answer: CAnswer: CAnswer: CAnswer: C    
Rationale: Rationale: Rationale: Rationale:     
Leakage of fecal matter from the vagina is a sign of recto vaginal fistula.  
 
90.90.90.90.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Ascites develops late in the course of ovarian cancer. Another sign of advanced ovarian cancer is pleural 
effusion, which is common with metastases to the lung. Purpura, splenomegaly, and hypoactive DTRs are 
not related symptoms. 
 
91.91.91.91.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Tamoxifen is adjuvant therapy for early stage ER—positive breast cancer. Tamoxifen is an estrogen 
antagonist that blocks the ER sites on the tumor cells thus blocking tumor growth. It decreases the risk of 
metastasis or prolongs survival once metastasis occurs. 
 
92.92.92.92.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Diagnosis of cancer can only be confirmed by microscopic examination of tissue. PSA is used for screening 
for prostate cancer but elevated levels (over 4 mg/ml) can be due to a variety of factors including benign 
prostatic hypertrophy and prostatitis; they are not specific to prostate cancer. Ultrasound of the prostate 
is used for follow- up when PSA levels are suspicious but its effectiveness is controversial. Alkaline 
phosphatase is an enzyme whose serum level is elevated in hepatobiliary and bone disease. 
 
93.93.93.93.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Lupron is a gonadotropin-releasing hormone agonist analog (GnRH), which suppresses pituitary release of 
LH and reduces serum testosterone levels. Since prostatic cancers require testosterone, reducing 
testosterone levels causes tumors to regress. Because the concentration of PSA in the blood is proportional 
to the total prostatic mass as the tumor regresses, PSA level drops. If a client has pain from metastases and 
these shrink in response to Lupron, pain can be relieved. However, this is not the best measure of 
Lupron’s effectiveness since not all tumors are necessarily causing pain. Vomiting is not common with 
prostate cancer and hematuria is a late sign. Concentration of PSA in the blood is proportional to the 
total prostatic mass. 
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94.94.94.94.    Answer:  AAnswer:  AAnswer:  AAnswer:  A    
Rationale:  Rationale:  Rationale:  Rationale:      
Ovarian cancer can present in young women with pain similar to that of appendicitis. If pain accompanies 
constipation it is usually cramping pain or a sense of rectal discomfort. 
Urinary tract infection causes burning on urination or supra pubic discomfort from the bladder. 
 
95.95.95.95.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale:  Rationale:  Rationale:  Rationale:      
Some effect on bone marrow occurs with almost all radiation therapy regardless of port. Bone-marrow 
suppression becomes a significant problem when RBC and WBC counts and platelet count drop below 
critical levels. This drop is seen in laboratory values and can result in the development of anemia, 
infection, or bleeding. Therefore, normal laboratory values and the absence of signs/symptoms of anemia, 
infection, and bleeding indicate that bone-marrow suppression is not a problem at this time. 
 
96.96.96.96.    Answer: DAnswer: DAnswer: DAnswer: D    
Rationale: Rationale: Rationale: Rationale:     
Skin fold areas are at particular risk for developing a reaction to radiation therapy. 
It is important to keep these areas clean, dry, and free of irritation to help decrease the risk. Changes in 
oral mucous membranes do not always occur with radiation therapy; it depends on the port. This is 
different from chemotherapy, which is administered systemically. Acute skin reactions consist of erythema 
which increases over 2–3 weeks and then either fades or progresses to dry or moist desquamation. Areas 
of poor blood flow are less well-oxygenated and hypoxic tissues are resistant to radiation not at greater 
risk for injury. 
 
97.97.97.97.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale:  Rationale:  Rationale:  Rationale:      
To limit exposure to specific individuals, care of clients undergoing brachytherapy should be rotated 
among staff members with the exception of those who are pregnant because of the risk of damage to the 
developing fetus. Male gender or cancer history is not considered influencing factors. Assigning the same 
nurses would support consistency and efficiency of care but these benefits do not outweigh the risk of 
exposure. 
 
98.98.98.98.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Radiation therapy exerts its greatest effect on well-oxygenated, actively dividing cells. As a result, bone-
marrow cells are almost always affected. The hip and long bones of the leg contain large amounts of 
bone marrow so effects on the blood from radiation to these areas do occur. The effect on the blood 
occurs because the active cells in the bone marrow are affected, not because of any sensitizing drug. 
 
99.99.99.99.    Answer: AAnswer: AAnswer: AAnswer: A    
Rationale: Rationale: Rationale: Rationale:     
Any temperature of 101˚F is considered a sign of infection and needs to be reported right away. Clients 
having radiation therapy are immunosuppressed because of the effect of the radiation on the bone 
marrow and so infection poses a particular risk for this population. 
 
100.100.100.100.    Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Nausea and vomiting typically peak in the first 12 hours so in this case the nausea and vomiting should 
begin to subside after 8 p.m. The degree of nausea and vomiting can vary from person to person and 
with different types of chemotherapy but broad patterns are evident; it is not totally unpredictable. 
Going to bed does not ease nausea and vomiting and its absolute duration is not known. 
 
 
 
 
 
 
 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        HAADHAADHAADHAAD----PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      379379379379        

MATERNAL AND CHILD NURSINGMATERNAL AND CHILD NURSINGMATERNAL AND CHILD NURSINGMATERNAL AND CHILD NURSING    
    

1. 1. 1. 1. A 6-hour-old infant passes an unformed, black, tarlike stool. The nurse should conclude that this is a: 
 
A.A.A.A. Meconium stool, expected at this time. 
B.B.B.B. Meconium stool, expected at the time of birth. 
C.C.C.C. Transitional stool, expected at this time. 
D.D.D.D. Transitional stool, expected later. 
 
2. 2. 2. 2. Following delivery, the nurse would first assess which of the following two newborn body systems that 
must undergo the most rapid changes to support extra uterine life? 
 
A.A.A.A. Gastrointestinal and hepatic 
B.B.B.B. Urinary and hematologic 
C.C.C.C. Neurologic and temperature control 
D.D.D.D. Respiratory and cardiovascular 
 
3. 3. 3. 3. A newborn s father expresses concern that his baby does not have good control of his hands and arms. 
The nurse would explain which of the following concepts in response to the client, using wording that the 
client can understand? 
 
A.A.A.A. Neurologic function progresses in a head-to-toe, proximal-to-distal fashion. 
B.B.B.B. Purposeful, uncoordinated movements of the arms are abnormal. 
C.C.C.C. Mild hypotonia is expected in the upper extremities. 
D.D.D.D. Asymmetric muscle tone is not unusual. 
 
4. 4. 4. 4. When caring for a newborn, the nurse must be alert for what potential sign of cold stress? 
 
A.A.A.A. Decreased activity level 
B.B.B.B. Increased respiratory rate 
C.C.C.C. Hyperglycemia 
D.D.D.D. Shivering 
 
5. 5. 5. 5. Which of the following physical assessment findings would be recorded as part of a newborn’s 
gestational age assessment? 
 
A.A.A.A. Umbilical cord moist to touch 
B.B.B.B. Anterior and posterior fontanels non-bulging 
C.C.C.C. Plantar creases present on anterior two-thirds of sole 
D.D.D.D. Milia present on bridge of nose 
 
6. 6. 6. 6. When planning client instruction on breastfeeding, the nurse includes that the amount of breast milk 
the mother produces is directly related to which of the following? 
 
A.A.A.A. The effectiveness of the sucking stimulus 
B.B.B.B. Her breast size 
C.C.C.C. Her newborn’s weight 
D.D.D.D. Her nipple erectility 
 
 
7. 7. 7. 7. A healthy newborn was born at term. The first-time parents are very anxious. The mother asks why the 
baby’s hands are clenched, and why the baby’s knees and elbows are bent. The nurses response should 
include an explanation that: 
 
A.A.A.A. The baby’s muscle tone will relax when he is stimulated appropriately. 
B.B.B.B. Placing the baby in a supine position will decrease his flexed posture. 
C.C.C.C. Parental anxiety causes the baby’s tension and flexed posture. 
D.D.D.D. Flexion is the normal position for the newborn. 
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8. 8. 8. 8. Which of the following actions by a breastfeeding mother indicates the need for further instruction? 
 
A.A.A.A. Holds the breast with four fingers along the bottom and thumb on top. 
B.B.B.B. Leans forward to bring her breast toward the baby. 
C.C.C.C. Stimulates the rooting reflex, then inserts the nipple and areola into the newborn s mouth. 
D.D.D.D. Checks the placement of the newborn s tongue before breastfeeding. 
 
9. 9. 9. 9. A mother is anxious about her newborn. She asks the nurse why there are no tears when her baby is 
crying. The nurse s response incorporates the understanding that: 
 
A.A.A.A. The lacrimal ducts must be punctured to initiate tear flow. 
B.B.B.B. Silver nitrate and antibiotic instillation at birth reduce tear formation for several days. 
C.C.C.C. Exposure to rubella in utero can result in lacrimal duct stenosis. 
D.D.D.D. Lacrimal ducts are nonfunctional until 2 months of age. 
 
10. 10. 10. 10. The nurse observes that when the newborn is supine and the head is turned to one side, the 
extremities straighten to that side while the opposite extremities flex. The nurse documents this as: 
 
A.A.A.A. The tonic neck reflex. 
B.B.B.B. The moro reflex. 
C.C.C.C. The cremasteric reflex. 
D.D.D.D. Babinski's reflex. 
 
11. 11. 11. 11. The nurse anticipates that a newborn male, estimated to be 39 weeks’ gestation, would exhibit which 
of the following characteristics? 
 
A.A.A.A. Extended posture when at rest 
B.B.B.B. Testes descended into the scrotum 
C.C.C.C. Abundant lanugo over his entire body 
D.D.D.D. The ability to move his elbow past his sternum 
 
12. 12. 12. 12. If a newborn does not pass meconium during the first 36 hours of life, which of the following is the 
most appropriate action by the nurse? 
 
A.A.A.A. Observe the anal area for fissures. 
B.B.B.B. Notify the physician. 
C.C.C.C. Increase the amount of oral feedings. 
D.D.D.D. Measure the abdominal girth. 
 
13. 13. 13. 13. During a physical assessment, the nurse palpates the newborn’s hard and soft palate with a gloved 
index finger. The mother of the infant asks the nurse to explain what is being done to the infant. The 
nurse replies that this assessment is done to detect which of the following possible problems? 
 
A.A.A.A. A shortened frenulum 
B.B.B.B. Openings in the palate 
C.C.C.C. A thrush infection 
D.D.D.D. Adequacy of saliva production 
 
14. 14. 14. 14. A new mother asks the nurse, “Why are my baby’s hands and feet blue?” The nurse explains that this a 
common and temporary condition known as which of the following? 
 
A.A.A.A. Acrocyanosis 
B.B.B.B. Erythema neonatorum 
C.C.C.C. Harlequin color 
D.D.D.D. Vernix caseosa 
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15. 15. 15. 15. A new mother overhears a nurse mention “first period of reactivity” and asks the nurse for an 
explanation of the term. Which of the following statements would be best to include in a response? 
 
A.A.A.A. “The period begins when the infant awakens from a deep sleep.” 
B.B.B.B. “The period is an excellent time to acquaint the parents with the newborn.” 
C.C.C.C. “The period is an excellent time for the mother to sleep and recover from labor and delivery.” 
D.D.D.D. “The period ends when the amount of respiratory mucus has decreased.” 
 
16. 16. 16. 16. The nurse would suggest which of the following to the mother of a breastfeeding newborn as the best 
treatment for physiologic jaundice? 
 
A.A.A.A. Switching permanently to formula 
B.B.B.B. Giving supplemental water feedings 
C.C.C.C. Increasing the frequency of breastfeeding sessions 
D.D.D.D. Feeding the newborn nothing by mouth 
 
17. 17. 17. 17. In providing guidelines to follow when using concentrated formula for bottle feeding, the nurse 
should instruct new parents to do which of the following? 
 
A.A.A.A. Wash the top of the can and can opener with soap and water before opening the can. 
B.B.B.B. Adjust the amount of water added according to the weight-gain pattern of the newborn. 
C.C.C.C. Make sure the newborn takes all the formula measured into each bottle. 
D.D.D.D. Warm the formula in a microwave oven for a few minutes before feeding. 
 
18. 18. 18. 18. A new mother who is breastfeeding her infant asks the nurse, “What kind of stools will my baby have, 
and how many will there be during the next month?” Which of the following would be the best response 
by the nurse? “Your baby should have:" 
 
A.A.A.A. "One or two well-formed yellow-orange stools per day.” 
B.B.B.B. "As many as 6-10 small, loose, yellow stools per day.” 
C.C.C.C. "A well-formed brown stool at least every other day.” 
D.D.D.D. "Frequent loose, green stools.” 
 
19. 19. 19. 19. Which behavior by the postpartum client would indicate that the nurse s breastfeeding teaching has 
been effective? 
 
A.A.A.A. Breastfeeds the infant every 4 hours. 
B.B.B.B. Allows the infant to breastfeed for 3-5 minutes from each breast on the day of delivery. 
C.C.C.C. Breastfeeds the infant every 2-3 hours, or on demand, whichever comes first. 
D.D.D.D. Supplements her breastfeeding infant with bottle feedings of glucose water. 
 
20. 20. 20. 20. The nurse’s admission assessment of a 3-hour-old newborn reveals all of the following findings. Which 
finding indicates a need for further assessment? 
 
A.A.A.A. The newborn grasps the nurse’s finger with his hand. 
B.B.B.B. The newborn vigorously licks a nipple when it is placed in his mouth. 
C.C.C.C. The newborn moves his pelvis towards stimulation on the same side of his spine. 
D.D.D.D. The newborn moves his mouth toward the side of his face when it is gently stroked. 
 
21. 21. 21. 21. The nurse observes a newborn in respiratory distress because of excessive oropharyngeal mucus. The 
first action by the nurse is to: 
 
A.A.A.A. Carefully slap the newborn on the back. 
B.B.B.B. Thump the chest and start cardiopulmonary resuscitation. 
C.C.C.C. Suction the airway. 
D.D.D.D. Call the code team for assistance. 
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22. 22. 22. 22. The nurse would expect to note which of the following findings during the initial respiratory 
adaptation period of a newborn? 
 
A.A.A.A. Changes occur in the blood caused by increased oxygen, decreased carbon dioxide, and decreased     
     pH. 
B.B.B.B. The newborn's respiratory rate is rapid and transient; nasal flaring may be observed. 
C.C.C.C. The newborn's respiratory rate is marked by hyper responsiveness to stimuli. 
D.D.D.D. Changes occur in the blood caused by decreased oxygen, increased carbon dioxide, and decreased  
                pH. 
 
23. 23. 23. 23. A newborn undergoing phototherapy for jaundice experiences increased urine output and loose 
stools. The nurse should take which of the following actions? 
 
A.A.A.A. Decrease the amount of time the baby is in phototherapy. 
B.B.B.B. Recognize this as a normal occurrence needing no intervention. 
C.C.C.C. Provide extra fluids to prevent dehydration. 
D.D.D.D. Institute enteric isolation. 
 
24. 24. 24. 24. A term newborn weighs 3,405 grams (7 pounds, 8 ounces). The parents question how rapidly their 
baby should grow. Which response by the nurse is correct? 
 
A.A.A.A. "Your baby's birth weight should triple by 6 months." 
B.B.B.B. "Most babies gain about 4-7 ounces a week during the first six months." 
C.C.C.C. "Most babies gain a pound a month for the first six months." 
D.D.D.D. Most babies gain a pound a week for the first six months. 
 
25. 25. 25. 25. Five hours after birth, an infant is awake and alert. The respiratory rate is 44 per minute, shallow, 
with periods of apnea lasting up to five seconds, and the heart rate is 160 beats per minute. The skin is 
pink except for some cyanosis on the soles of the feet. Based upon this assessment data, the nurse should: 
 
A.A.A.A. Continue routine assessment. 
B.B.B.B. Double-wrap the baby in a warm blanket. 
C.C.C.C. Request an order for supplemental oxygen. 
D.D.D.D. Call the clinician immediately and report the assessment. 
 
26. 26. 26. 26. The nurse who is estimating a newborn's gestational age should utilize the concept that assessment 
criteria: 
 
A.A.A.A. Must correlate with the composite score to be useful. 
B.B.B.B. May be affected by specific maternal health conditions. 
C.C.C.C. Always correlate with the weeks of the pregnancy. 
D.D.D.D. Are more useful in assessing post maturity than prematurity. 
 
27. 27. 27. 27. A newborn's temperature drops when placed on the cool plastic surface of an infant seat. The nurse 
explains to a nursing student that this is an example of heat loss via: 
 
A.A.A.A. Conduction. 
B.B.B.B. Convection. 
C.C.C.C. Evaporation. 
D.D.D.D. Radiation. 
 
28. 28. 28. 28. A new breastfeeding mother tells the nurse that she wants her husband to give the baby at least one 
bottle of formula a day. The nurse should give which of the following information? 
 
A.A.A.A. "That practice should not cause any problems." 
B.B.B.B. "You can give a bottle of pumped breast milk after lactation is well established." 
C.C.C.C. "That is a good idea because it will give you time to rest." 
D.D.D.D. "What a wonderful way for your husband to participate in your baby's care." 
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29. 29. 29. 29. The nurse would suggest which breastfeeding position to allow a new mother to have the best 
control of her newborn's head and give the mother a full view of the infant's cheeks and jaw? 
 
A.A.A.A. The lying-down position 
B.B.B.B. The cradle position 
C.C.C.C. The clutch (football) position 
D.D.D.D. The across-the-lap position 
 
30. 30. 30. 30. When a newborn is 2 days of age, the nurse hears a murmur over the right and left auricles of the 
newborn's heart. The nurse concludes that this may represent a patent: 
 
A.A.A.A. Umbilical vein. 
B.B.B.B. Foramen ovale. 
C.C.C.C. Ductus arteriosus. 
D.D.D.D. Ductus venosus. 
 
31. 31. 31. 31. The maternal-newborn nurse formulates which of the following as a nursing goal for a newborn in 
transition within the first few hours after birth? 
 
A.A.A.A. To facilitate development of a close parent-infant relationship. 
B.B.B.B. To assist parents in developing healthy attitudes about childrearing practices. 
C.C.C.C. To identify actual or potential problems that may require immediate or emergency attention. 
D.D.D.D. To provide the parents of the newborn with information about well-baby programs. 
 
32. 32. 32. 32. Most newborns void in the first 24 hours after birth. The nurse interprets that which of the following 
has caused a reddish stain, sometimes called "red brick dust," after noting this on the newborn's diaper? 
 
A.A.A.A. Uric acid crystals in the urine 
B.B.B.B. Mucus and urate in the urine 
C.C.C.C. Bilirubin in the urine 
D.D.D.D. Excess iron in the urine 
 
33. 33. 33. 33. A nurse providing care to a newborn would use which of the following concepts underlying 
adaptation of the newborn's immune system when planning nursing care? 
 
A.A.A.A. Iron stores from the mother are sufficient to carry the newborn through the fifth month of extra  
     uterine life. 
B.B.B.B. Unconjugated bilirubin can leave the vascular system and permeate the other extravascular tissues. 
C.C.C.C. The newborn is unable to limit invading organisms at their point of entry. 
D.D.D.D. Most newborns void in the first 24 hours after birth and 5-20 times thereafter. 
 
34. 34. 34. 34. The nurse trying to prevent heat loss in the newborn interprets that which of the following physical 
characteristics serves to decrease a newborn's loss of heat? 
 
A.A.A.A. Flexed position 
B.B.B.B. Blood vessel dilation 
C.C.C.C. Limited subcutaneous fat 
D.D.D.D. Larger body surface relative to that of an adult 
 
35. 35. 35. 35. A mother recently gave birth to her second child. She began breastfeeding in the birthing room. An 
appropriate nursing intervention would be to suggest that the mother, for now: 
 
A.A.A.A. Bottle-feed the baby between breastfeeding sessions. 
B.B.B.B. Routinely use plastic-lined nipple shields. 
C.C.C.C. Impose time limits for breastfeeding sessions. 
D.D.D.D. Offer both breasts at each feeding. 
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36. 36. 36. 36. A post partal client has decided to bottle-feed her infant. The nurse would teach the client that which 
of the following is an acceptable guideline for the use and storage of canned formula? 
 
A.A.A.A. The nutrients in canned formula may be enhanced with whole milk. 
B.B.B.B. Tap water in cities is clean and need not be sterilized for preparing infant formula. 
C.C.C.C. Refrigerating unused portions of the infant's formula after feeding is a good practice. 
D.D.D.D. Formula in an opened can should be used or discarded in 24 hours. 
 
37. 37. 37. 37. The nurse is assisting a new mother in breastfeeding. The mother asks how she will know if her infant 
is getting anything from her breasts. The nurse's response is that the best indicator that the infant is getting 
breast milk is: 
 
A.A.A.A. Very loud burping. 
B.B.B.B. Finishing the feeding in 3-5 minutes. 
C.C.C.C. Audible swallowing. 
D.D.D.D. Sleeping four hours between feedings. 
 
38. 38. 38. 38. A newborn's head circumference is 34 cm and chest circumference is 32 cm. Which nursing action 
would be appropriate? 
 
A.A.A.A. Refer the newborn for evaluation for psychomotor retardation. 
B.B.B.B. Prepare the mother for the probability that the physician will want to trans illuminate the cranial  
                vault. 
C.C.C.C. Measure the occipito-frontal circumference daily. 
D.D.D.D. Record the findings and take no further action. 
 
39. 39. 39. 39. The nurse tests the newborn's Babinski's reflex by doing which of the following? 
 
A.A.A.A. Touching the corner of the newborn's mouth or cheek 
B.B.B.B. Changing the newborn's equilibrium 
C.C.C.C. Placing a finger in the palm of the newborn's hand 
D.D.D.D. Stroking the lateral aspect of the sole from the heel upward and across the ball of the foot 
 
40. 40. 40. 40. A new mother questions the nurse about the "lump" on her baby's head and says the physician told 
her it was a "collection of blood between the skull bone and its covering (periosteum)." The nurse 
explains that this is called: 
 
A.A.A.A. Caput succedaneum. 
B.B.B.B. Molding. 
C.C.C.C. Cephalhematoma. 
D.D.D.D. Subdural hematoma. 
 
41. 41. 41. 41. Risk management, a standard for nursing care, requires the nurse to evaluate all assessment findings. 
To uphold that standard, the nurse assesses a newborn and should find that the heart rate is within which 
of the following ranges within 3 minutes of birth? 
 
A.A.A.A. 100-130 beats per minute 
B.B.B.B. 110-180 beats per minute 
C.C.C.C. 120-160 beats per minute 
D.D.D.D. 130-170 beats per minute 
 
42. 42. 42. 42. The nurse notes the results of assessment for which of the following criteria of gestational age, which 
must be determined within 12 hours of birth for valid results? 
 
A.A.A.A. Breast tissue 
B.B.B.B. Posture 
C.C.C.C. Soles of feet creases 
D.D.D.D. Scarf sign 
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43. 43. 43. 43. A newborn is admitted to the nursery 15 minutes after birth. He is moderately cyanotic, has a mottled 
trunk, active movement of the extremities, and is wrapped in a cotton blanket. The primary assessment 
by the nurse would be to check: 
 
A.A.A.A. The umbilical stump for bleeding. 
B.B.B.B. The baby's temperature. 
C.C.C.C. For visible abnormalities. 
D.D.D.D. For a patent airway. 
 
44. 44. 44. 44. The nurse observes that a client, who is one day postpartum and breastfeeding her first child, appears 
frightened. The client says, "The baby has been breathing funny, fast and slow, off and on." To reassure 
the client, a nursing response would be: 
 
A.A.A.A. "That's normal when the baby breastfeeds." 
B.B.B.B. "There's nothing to worry about. I'm going to take the baby back to the nursery now." 
C.C.C.C. "I'll watch the baby for a while to see if there is something wrong." 
D.D.D.D. "Don't be frightened. It's a normal breathing pattern. I'll sit here while you finish feeding him." 
 
45. 45. 45. 45. A mother is beginning to experience nipple discomfort while breastfeeding. The nurse's first priority in 
the plan of care would be to: 
 
A.A.A.A. Have the mother pump until the nipples heal and give breast milk from the bottle. 
B.B.B.B. Remove the baby from the breast and reposition. 
C.C.C.C. Give the mother a nipple shield to wear. 
D.D.D.D. Have the mother breastfeed only from the nipple that is not injured. 
 
46. 46. 46. 46. A mother asks, "Is it true that breast milk will prevent my baby from catching colds and other 
infections?" The nurse should make which of the following replies based on current research findings? 
 
A.A.A.A. "Your baby will have increased resistance to illness caused by bacteria and viruses, but she may still  
     contract infections." 
B.B.B.B. "You shouldn't have to worry about your baby's exposure to contagious diseases until she stops  
                breastfeeding." 
C.C.C.C. "Breast milk offers no greater protection to your baby than formula feedings." 
D.D.D.D. "Breast milk will give your baby protection from all illnesses to which you are immune." 
 
47. 47. 47. 47. A goal on the nursing care plan is “to facilitate parent-infant bonding.” To which of the following 
interventions should the nurse give priority in attaining this goal? 
 
A.A.A.A. Provide assistance and encouragement with rooming-in. 
B.B.B.B. Encourage the parents to join a new parent support group. 
C.C.C.C. Keep the newborn in the nursery at night to allow the parents to rest. 
D.D.D.D. Teach the parents infant-care skills to increase their confidence. 
 
48. 48. 48. 48. The nurse identifies that teaching has been effective when a postpartum client states, “When we bring 
the baby home, my 2-year-old:" 
 
A.A.A.A. "Will be a great help.” 
B.B.B.B. "May want to drink from a bottle again.” 
C.C.C.C. "Will decide he is ready to potty-train.” 
D.D.D.D. "May want to spend more time with his friends.” 
 
49. 49. 49. 49. A postpartum client who delivered 3 hours ago states, “I feel all wet underneath.” Which of the 
following should be the initial action of the nurse? 
 
A.A.A.A. Determine when she last voided. 
B.B.B.B. Ask the client to rate her pain on a 1-10 scale. 
C.C.C.C. Perform perineal care. 
D.D.D.D. Have the client roll over to assess her lochia flow. 
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50. 50. 50. 50. After delivering a 9-pound, 10-ounce baby, a client who is a gravida 5, para 5 is admitted to the 
postpartum unit. Priority nursing care for this client should be to: 
 
A.A.A.A. Palpate the fundus because she is at risk for uterine atony. 
B.B.B.B. Offer fluids, since multiparas generally dehydrate faster during labor. 
C.C.C.C. Perform passive range of motion on extremities because she is at risk for thromboembolism. 
D.D.D.D. Assess the client s diet because she is at risk for anemia. 
 
51. 51. 51. 51. Although a client initially wanted to breastfeed, she has now decided to bottle-feed her baby. The 
nurse concludes that teaching regarding breast care for this client has been effective when the client makes 
which of the following statements? 
 
A.A.A.A. “I ll pump 2-3 times each day until my milk supply decreases.” 
B.B.B.B. “I’ll rub lotion on my breasts if they are sore.” 
C.C.C.C. “I’ll soak my breasts in a warm tub twice daily for the first week.” 
D.D.D.D. “I’ll wear a snug bra continuously until my breasts are soft again.” 
 
52. 52. 52. 52. When teaching a new mother how to breastfeed, the nurse should include which of the following 
interventions? 
 
A.A.A.A. Wash the nipples with soap and water twice daily. 
B.B.B.B. Begin nursing with the right breast at each feeding. 
C.C.C.C. Slide a finger into the baby’s mouth to break suction before removing from the breast. 
D.D.D.D. Supplement the baby with formula every 12 hours until the milk supply is established. 
 
53. 53. 53. 53. The nurse is caring for a client who delivered vaginally 2 hour ago. The client’s fundus is firm at 1 
centimeter below the umbilicus and vital signs are stable. She received meperidine (Demerol) IV 4 hours 
ago for labor pain. The nurse should question which of the following new orders from the physician? 
 
A.A.A.A. Sitz bath 20 minutes TID 
B.B.B.B. Bathroom privileges 
C.C.C.C. Regular diet 
D.D.D.D. Rhogam for an Rh-negative client 
 
54. 54. 54. 54. The nurse should notify the physician immediately of which of the assessment findings? 
 
A.A.A.A. Three pea-sized clots passed 4 hours after delivery 
B.B.B.B. Musty odor to lochia 48 hours postpartum 
C.C.C.C. Scant amount of rubra lochia after cesarean delivery 
D.D.D.D. Firm uterus with steady trickle of blood 2 hours after delivery 
 
55. 55. 55. 55. A client had a cesarean delivery 12 hours ago. Pain management includes a patient-controlled pump 
for the administration of Morphine (morphine sulfate). Which nursing diagnosis, if formulated for the 
client, is the highest priority? 
 
A.A.A.A. Constipation 
B.B.B.B. Ineffective Family Processes 
C.C.C.C. Ineffective Breathing Pattern 
D.D.D.D. Pain 
 
56. 56. 56. 56. Three hours after a vaginal delivery, the client complains of increased perineal pain. What should the 
nurse do first? 
 
A.A.A.A. Assess the perineum. 
B.B.B.B. Administer analgesia as ordered. 
C.C.C.C. Apply ice to the perineum. 
D.D.D.D. Perform perineal care. 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        HAADHAADHAADHAAD----PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      387387387387        

57. 57. 57. 57. The nurse notes that the postpartum client is Rh-negative and her baby is Rh-positive. Which maternal 
laboratory result should the nurse review next in determining if the client is a candidate for RhoGAM? 
 
A.A.A.A. Hemoglobin 
B.B.B.B. Direct Coombs' test 
C.C.C.C. Indirect Coombs' test 
D.D.D.D. Bilirubin 
 
58. 58. 58. 58. A postpartum client’s hemoglobin is 9.2 mg/dL after delivery, and she has been instructed to take an 
iron supplement at home. The nurse should include which of the following instructions when teaching the 
client about this medication? 
 
A.A.A.A. Call the physician if your stools become black. 
B.B.B.B. Take your iron with a glass of orange juice. 
C.C.C.C. Don’t drive a car while taking this medication. 
D.D.D.D. Diarrhea is a common side effect of iron pills. 
 
59. 59. 59. 59. While assessing a postpartum client, the nurse extends the client’s leg and dorsiflexes her foot. The 
client asks why the nurse is doing this. The nurses best response is that this maneuver: 
 
A.A.A.A. Evaluates for early signs of uterine infection. 
B.B.B.B. Assesses for the presence of a blood clot in the calf. 
C.C.C.C. Maintains joint mobility. 
D.D.D.D. Decreases uterine cramping when nursing. 
 
60. 60. 60. 60. The nurse is teaching a new mother how to breastfeed her infant. Which of the following 
interventions should the nurse plan to include in the teaching plan? 
 
A.A.A.A. Place pillows under the baby’s buttocks to elevate the hips while nursing. 
B.B.B.B. Reposition the baby with the hips rotated away from the mother’s abdomen. 
C.C.C.C. Encourage the mother to use the football hold exclusively. 
D.D.D.D. Provide positive feedback to the mother for correctly positioning the infant at the breast. 
 
61. 61. 61. 61. A new mother calls the clinic 4 days after delivery. She is breastfeeding and is concerned that her baby 
is not getting enough milk. What is the most important question for the nurse to ask this mother? 
 
A.A.A.A. “How many wet diapers has your baby had in the last 24 hours?” 
B.B.B.B. “Do you have any red or tender areas on the breasts?” 
C.C.C.C. “Are your nipples sore or bleeding?” 
D.D.D.D. “Do your breasts tingle when you begin nursing?” 
 
62. 62. 62. 62. A nurse is teaching a new mother how to care for herself after delivery. Which of the following 
statements should the nurse make during this discussion? 
 
A.A.A.A. “Call your physician if you experience night sweats.” 
B.B.B.B. “Wait one week before resuming sexual intercourse.” 
C.C.C.C. “Change your perineal pad twice daily.” 
D.D.D.D. “Your diaphragm will need to be refitted.” 
 
63. 63. 63. 63. A client’s hemoglobin is 10.5 mg/dL. The nurse should encourage the client to include which of the 
following in her diet? 
 
A.A.A.A. Whole wheat bread 
B.B.B.B. Red meat 
C.C.C.C. Yellow vegetables 
D.D.D.D. Skim milk 
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64. 64. 64. 64. A postpartum client asks the nurse how to strengthen her perineal muscles. The nurse teaches the 
client to do which of the following? 
 
A.A.A.A. Try to start and stop the flow of urine 
B.B.B.B. Bear down as though having a bowel movement 
C.C.C.C. Gently squeeze the uterus while pushing downward on the fundus 
D.D.D.D. Straighten the leg and point the toes toward the head 
 
65. 65. 65. 65. The nurse notes the following maternal attachment behaviors. Which behavior indicates the need for 
further observation? 
 
A.A.A.A. Talks to the baby during feedings. 
B.B.B.B. Holds the baby in the en face position. 
C.C.C.C. Does not pick up the baby when he cries, to avoid “spoiling.” 
D.D.D.D. Refers to the baby as “my little angel.” 
 
66. 66. 66. 66. In planning care for a postpartum client who delivered 2 days ago, the nurse should expect the client 
to do which of the following? 
 
A.A.A.A. Ask questions about infant care. 
B.B.B.B. Hesitate in making decisions. 
C.C.C.C. Need help with hygiene and ambulation. 
D.D.D.D. Request the baby be fed in the nursery at night. 
 
67. 67. 67. 67. The nurse notes that a client's postpartum hematocrit is 27% and hemoglobin is 9 grams/dL. Which of 
the following is the most important to include in this client's teaching? The client may: 
 
A.A.A.A. Feel tired more easily. 
B.B.B.B. Get cold more easily. 
C.C.C.C. Find concentrating more difficult. 
D.D.D.D. Feel lightheaded or dizzy. 
 
68. 68. 68. 68. The nurse is caring for a client who is one day postpartum. The nurse should notify the physician 
about which of the following laboratory results? 
 
A.A.A.A. A drop in hematocrit of 2 percent 
B.B.B.B. White blood cell count of 20,000/mm 
C.C.C.C. 3 proteinuria 
D.D.D.D. An increase in fibrinogen levels 
 
69. 69. 69. 69. A client is discharged 12 hours after a vaginal delivery. Which of the following findings should the 
nurse teach the client to notify the physician immediately if it occurs? 
 
A.A.A.A. Tender lump in one breast that disappears after breastfeeding 
B.B.B.B. Temperature of 100.0°F 
C.C.C.C. Urgency with urination 
D.D.D.D. Frequent tearful episodes 
 
70. 70. 70. 70. The nurse determines the father of a newborn is not displaying positive bonding behaviors. Which of 
the following actions by the nurse may facilitate parental bonding? 
 
A.A.A.A. Showing a videotape on expected fathering behaviors 
B.B.B.B. Encouraging the father to discuss his feelings about being a parent 
C.C.C.C. Introducing the father to other fathers on the unit 
D.D.D.D. Instructing the father to fill out the birth certificate 
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71. 71. 71. 71. After delivery, a Chinese client states that she needs to restore the balance between hot and cold 
forces in her body, and refuses to bathe. The most appropriate nursing intervention is to: 
 
A.A.A.A. Show her a videotape on postpartum self-care. 
B.B.B.B. Recognize her cultural beliefs and respect her wishes. 
C.C.C.C. Discuss postpartum complications related to poor personal hygiene. 
D.D.D.D. Request a psychiatric consult for this client. 
 
72. 72. 72. 72. The follow-up clinic nurse is assessing a single primigravida, who delivered 3 days ago. The client 
beings to cry and tells the nurse, "I just can't do all this." The nurse should: 
 
A.A.A.A. Ask the client if she needs some pain medication. 
B.B.B.B. Report the client's behavior to the physician. 
C.C.C.C. Evaluate the client's support system. 
D.D.D.D. Determine with which parenting skills the client is uncomfortable. 
 
73. 73. 73. 73. The nurse is caring for a 15-year-old primipara who delivered yesterday. The nurse identifies the 
following nursing diagnosis for this client: Risk for Impaired Parenting related to knowledge deficit in 
newborn care. Which is the most appropriate intervention when planning this client's discharge teaching? 
 
A.A.A.A. Have the client watch a video on newborn care. 
B.B.B.B. Give her information about a support group for adolescent mothers. 
C.C.C.C. Demonstrate how to care for the newborn and have the client return the demonstration. 
D.D.D.D. Give the client printed instructions on newborn care. 
 
74. 74. 74. 74. The client experienced an 18-hour labor with a second stage that lasted 2 hours. When the nurse 
brings the infant into the room an hour after delivery, the client tells the nurse to leave the infant in the 
crib and shows no interest in holding the newborn. The nurse should record which of the following 
nursing diagnoses in the chart? 
 
A.A.A.A. Ineffective Coping related to assuming parental role 
B.B.B.B. Powerlessness related to loss of individual choices 
C.C.C.C. Fatigue related to prolonged labor 
D.D.D.D. Anxiety related to feelings of incompetence in parenting role 
 
75. 75. 75. 75. The registered nurse is assigned to the postpartum unit. Which task could the RN safely delegate to a 
nursing assistant? 
 
A.A.A.A. Ambulate a client who delivered by cesarean section two days ago. 
B.B.B.B. Complete the admission assessment on a newly delivered client. 
C.C.C.C. Call the physician to report a low hemoglobin level. 
D.D.D.D. Verify a unit of blood prior to transfusion. 
 
76. 76. 76. 76. A new mother spends increasingly more time with her infant positioned to have direct face-to-face 
and eye-to-eye contact. The nurse interprets this finding as the: 
 
A.A.A.A. Acquaintance position used by mothers to learn about their newborn's behavior. 
B.B.B.B. Avoidance position, an indicator of abnormal bonding. 
C.C.C.C. En face position, which promotes positive parent-infant attachment. 
D.D.D.D. Enfolding position, characteristic of initial maternal-newborn touch. 
 
77. 77. 77. 77. This is the first postoperative day for a client who delivered by cesarean. The client asks the nurse 
why she has to get up and walk when it hurts her incision so much. The nurse responds that: 
 
A.A.A.A. Walking decreases the risk of blood clots after surgery. 
B.B.B.B. Walking encourages deep breaths to blow off the anesthetic from surgery. 
C.C.C.C. Early ambulation is important to stimulate milk production. 
D.D.D.D. Walking will decrease the occurrence of after pains. 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

390390390390                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

78. 78. 78. 78. A postpartum client delivered by cesarean 2 days ago. While assessing the client's incision, the nurse 
notes that the skin edges around the incision are red, edematous, and tender to the touch. A scant 
amount of purulent drainage is noted. What is the most appropriate initial action by the nurse? 
 
A.A.A.A. Cleanse the wound with betadine. 
B.B.B.B. Notify the physician. 
C.C.C.C. Document this expected response. 
D.D.D.D. Observe the incision closely for the next 24-48 hours. 
 
79. 79. 79. 79. You are caring for a client whose baby was sent to the neonatal intensive care unit because of 
respiratory distress. The client plans to breastfeed her baby. You understand teaching has been effective 
when the client states, "I know I need to continue pumping my breasts to:" 
 
A.A.A.A. "Prevent engorgement." 
B.B.B.B. "Stimulate my milk supply." 
C.C.C.C. "Remove the infected milk." 
D.D.D.D. "Keep my uterus contracted." 
 
80. 80. 80. 80. You are assessing a client's fundus and find it firm, 2 centimeters above the umbilicus and displaced to 
the right. What is the most appropriate intervention? 
 
A.A.A.A. Massage the fundus until firm. 
B.B.B.B. Have the client void and reassess the fundus. 
C.C.C.C. Notify the physician. 
D.D.D.D. Start a pad count. 
 
81. 81. 81. 81. A client's prenatal laboratory findings reveal that she is not immune to rubella. The physician orders 
rubella vaccine prior to discharge. The nurse concludes that teaching about this medication is effective 
when the client states: 
 
A.A.A.A. "I'll need another shot in 1 month and again in 6 months." 
B.B.B.B. "This shot may cause a fever and make me vomit." 
C.C.C.C. "I'll need another shot after each baby I have with Rh-positive blood." 
D.D.D.D. "I should not get pregnant for at least 3 months after the vaccine." 
 
82. 82. 82. 82. A client's vital signs following delivery are: (Day 1) BP 116/72, T 98.6, P 68; (Day 2) BP 114/80, T 
100.6, P 76; (Day 3) BP 114/80, T 101.6, P 80. The nurse should suspect that the client: 
 
A.A.A.A. Is dehydrated. 
B.B.B.B. May have an infection. 
C.C.C.C. Has normal vital signs. 
D.D.D.D. Is going into shock. 
 
83. 83. 83. 83. The nurse is reviewing infection-control policies with a nursing student. The nurse knows that the 
teaching has been effective when the student states, "The best way to prevent postpartum infection 
starts:" 
 
A.A.A.A. "In the recovery room with strict use of sterile technique when palpating the fundus." 
B.B.B.B. "On the postpartum unit by teaching the client the principles of perineal care." 
C.C.C.C. "In the labor room by limiting the number of sterile vaginal exams." 
D.D.D.D. "When the client goes home by avoiding tub baths until the lochia stops." 
 
84. 84. 84. 84. Which of the following assessments should alert the nurse to withhold the scheduled dose of 
methylergonovine maleate (Methergine) for a postpartum client and call the physician? 
 
A.A.A.A. Blood pressure 142/86 
B.B.B.B. Apical pulse 56 
C.C.C.C. Blood type O positive 
D.D.D.D. Mother is planning to breastfeed. 
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85. 85. 85. 85. The nurse is assessing a client 24 hours after delivery and finds the fundus to be slightly boggy and 2 
centimeters above the umbilicus. What should the priority nursing intervention be? 
 
A.A.A.A. Document this expected finding. 
B.B.B.B. Assess the mother's vital signs. 
C.C.C.C. Gently massage the fundus until firm. 
D.D.D.D. Notify the physician. 
 
86. 86. 86. 86. A new mother complains of "after pains." The nurse's first action should be to: 
 
A.A.A.A. Administer an analgesic. 
B.B.B.B. Advise her to stop breastfeeding until the pain stops. 
C.C.C.C. Encourage her to empty her bladder. 
D.D.D.D. Assess her vital signs. 
 
87. 87. 87. 87. The nurse is caring for a woman who gave birth to a daughter yesterday, but greatly desired a son. 
Today she seems withdrawn, staying in bed and staring at the wall. What is the most appropriate 
intervention? 
 
A.A.A.A. Monitor this normal response after delivery. 
B.B.B.B. Refer the client for a psychiatric consultation. 
C.C.C.C. Tell the client she should be thankful her baby is healthy. 
D.D.D.D. Encourage the mother to verbalize her disappointment. 
 
88. 88. 88. 88. A client has a temperature of 100.2°F 4 hours after delivery. What is the appropriate action for the 
nurse to take? 
 
A.A.A.A. Encourage increased fluid intake. 
B.B.B.B. Do nothing since this is an expected finding at this time. 
C.C.C.C. Check the physician's orders for an antibiotic to treat the client's infection. 
D.D.D.D. Medicate the client for pain. 
 
89. 89. 89. 89. A client delivered 90 minutes ago. She is alert and physically active in bed. She states that she needs to 
go to the bathroom. The nurse's most appropriate response is: 
 
A.A.A.A. "I'll walk you to the bathroom and stay with you." 
B.B.B.B. "I'll get a bedpan for you." 
C.C.C.C. "It's important that you wipe yourself from front to back after urinating." 
D.D.D.D. "Let me wipe your stitches back and forth to increase circulation." 
 
90. 90. 90. 90. Which laboratory finding should the nurse assess further on a client 24 hours after delivery? 
 
A.A.A.A. Hemoglobin 7.2 grams/dL 
B.B.B.B. White blood cell count 20,000/mm 
C.C.C.C. Trace to 1+ proteinuria 
D.D.D.D. Hematocrit 35% 
 
91. 91. 91. 91. A client is to be discharged 12 hours after delivery. The nurse should delay the discharge and notify 
the physician if which of the following is observed? 
 
A.A.A.A. Moderate lochia rubra 
B.B.B.B. Fundus firm at umbilicus 
C.C.C.C. Pulse 62 beats per minute 
D.D.D.D. Three voidings totaling 240 cc in 12 hours 
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92. 92. 92. 92. A client had an episiotomy and complains of perineal discomfort. She is also afraid to have a bowel 
movement. Which of the following nursing diagnoses is the highest priority for this client at this time? 
 
A.A.A.A. Activity Intolerance 
B.B.B.B. Deficient Knowledge 
C.C.C.C. Pain 
D.D.D.D. Risk for Constipation 
 
93. 93. 93. 93. After walking for 30 minutes, the laboring client now has blood-tinged mucus on her underpad. 
Which of the following is the most appropriate interpretation by the nurse? 
 
A.A.A.A. The fetus has had a bowel movement. 
B.B.B.B. The amniotic sac has ruptured. 
C.C.C.C. The client has fallen and sustained internal injury while walking. 
D.D.D.D. The cervix is opening more rapidly. 
 
94. 94. 94. 94. After administration of an epidural block for labor analgesia, the client’s blood pressure decreases 
from 130/75 to 90/50. The nurse should assist the woman to do which of the following? 
 
A.A.A.A. Lie in a supine position. 
B.B.B.B. Assume a semi-Fowler's position. 
C.C.C.C. Empty her bladder. 
D.D.D.D. Turn to the side to a left lateral position. 
 
95. 95. 95. 95. The client is in active labor and the nurse is taking an order from the health care provider for an 
opioid analgesic. The nurse verifies that the order is for which of the following priority routes for 
administration? 
 
A.A.A.A. Intramuscular 
B.B.B.B. Oral 
C.C.C.C. Intravenous 
D.D.D.D. Rectal 
 
96. 96. 96. 96. The nurse would question which of the following methods of pain relief during repair of an 
episiotomy? 
 
A.A.A.A. Paracervical block 
B.B.B.B. Epidural block 
C.C.C.C. Pudendal block 
D.D.D.D. Local infiltration 
 
97. 97. 97. 97. The nurse would use which of the following as the most accurate method to assess the frequency, 
duration, and strength of contractions of a woman in active labor? 
 
A.A.A.A. Abdominal palpation 
B.B.B.B. Tocodynamometer 
C.C.C.C. Intrauterine pressure catheter (IUPC) 
D.D.D.D. Client’s description 
 
98. 98. 98. 98. A laboring client has recently had an intrathecal narcotic administered for relief of labor pain. The 
nurse determines that teaching has been effective when the client makes which statement? 
 
A.A.A.A. “If I stay on the bedpan a little longer, I think I can urinate.” 
B.B.B.B. “I know my itching is from the intrathecal medication.” 
C.C.C.C. “The baby won’t move as much now that I’ve had the intrathecal medication.” 
D.D.D.D. “I wouldn’t be nauseated if I had received the intrathecal medication earlier.” 
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99. 99. 99. 99. The nurse concludes that the use of non-pharmacologic pain management techniques have been 
helpful to the client after observing which of the following? 
 
A.A.A.A. Decreased short-term variability in the fetal heart rate 
B.B.B.B. Increased maternal blood pressure and pulse 
C.C.C.C. Decreased muscle tension in the arms and face 
D.D.D.D. Increased frequency of contractions 
 
100. 100. 100. 100. The nurse’s plan of care for the pain of a laboring client would incorporate which of the following 
concepts? 
 
A.A.A.A. Childbirth pain is caused only by physical factors. 
B.B.B.B. The expression of pain is universal. 
C.C.C.C. Having the presence of a supportive partner eliminates pain. 
D.D.D.D. Labor pain has physiologic and psychologic components. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

394394394394                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

MATERNAL AND CHILD NURING ANSWER AND RATIONALEMATERNAL AND CHILD NURING ANSWER AND RATIONALEMATERNAL AND CHILD NURING ANSWER AND RATIONALEMATERNAL AND CHILD NURING ANSWER AND RATIONALE    
    
1. Answer: A1. Answer: A1. Answer: A1. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Meconium stools are tarry, black, or dark green, and are usually passed within 8-24 hours of birth (option 
1). It is unusual to pass meconium at birth, unless there has been hypoxia or trauma (option 2). 
Transitional stools are thinner in consistency, with a brown-to-green appearance, and consist of part 
meconium and part fecal material. They are expected a few days later, after food has been digested 
(options 3 and 4). 
    
2. Answer: D2. Answer: D2. Answer: D2. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
To begin life, the infant must make the adaptations to establish respirations and circulation. These two 
changes are crucial to life. All other body systems become established over a longer period of time 
(options 1, 2, 3). 
 
3. Answer: A3. Answer: A3. Answer: A3. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
The newborn s body grows in a head-to-toe fashion; therefore, uncoordinated movements of the hands 
and arms are expected, rather than abnormal (option 2). Mild hypertonia might be noted (option 3), and 
muscle tone should be symmetric (option 4). Diminished tone or asymmetric movement could indicate 
neurological dysfunction. 
    
4. Answer: B4. Answer: B4. Answer: B4. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
When an infant is stressed by cold, oxygen consumption increases, and the increased respiratory rate is a 
response to the need of oxygen. Additional signs of cold stress are increased activity level and crying 
(option 1), and hypoglycemia as glucose stores are depleted (option 3). Newborns are unable to shiver as 
a means to increase heat production (option 4). 
 
5. Answer: C5. Answer: C5. Answer: C5. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Plantar creases are part of the physical maturity rating on the gestational age assessment. Options 1, 2, 
and 4 may be observed but are not part of the gestational age assessment. 
 
6. Answer: A6. Answer: A6. Answer: A6. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Prolactin and oxytocin, two hormones necessary for breast milk production and letdown, are released 
from the stimulus of the newborn suckling. The mammary gland of each breast is composed of 15-20 
lobes (where milk is produced and travels to the nipple) arranged around the nipple. Breast size is related 
to adipose tissue (option 2). Neither newborn weight (option 3) nor nipple erectility is directly related to 
breast milk production (option 4). 
 
7. Answer: D7. Answer: D7. Answer: D7. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
The full-term infant exhibits greater-than-90-degree flexion of the extremities, and clenched fists. 
Stimulation will not relax the muscle tone (option 1). Placing the infant in a supine position will not 
decrease the flexed position (option 2), and parental anxiety does not cause the flexed position (option 
3). 
 
8. Answer: B8. Answer: B8. Answer: B8. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
The newborn should be brought to the breast, not the breast to the newborn; therefore, the mother 
would need further demonstration and teaching to correct this ineffective action. Options 1, 3, and 4 are 
correct actions for successful breastfeeding. 
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9. Answer: D9. Answer: D9. Answer: D9. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
The cry of the newborn is tearless because the lacrimal ducts are not usually functioning until the second 
month of life. Lacrimal ducts are naturally patent, and not punctured (option 1). Neither silver nitrate nor 
antibiotics will reduce tear formation (option 2). Exposure to rubella is not known to cause stenosis of the 
lacrimal duct (option 3). 
    
10. Answer: A10. Answer: A10. Answer: A10. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
The tonic neck reflex, or fencing position, refers to the position the newborn assumes when supine with 
the head turned to one side. The extremities on that side will extend, and the extremities on the opposite 
side will flex. The Moro reflex occurs when the newborn is startled and responds by abducting and 
extending arms, with fingers fanning out and the arms forming a “C” (option 2). The cremasteric reflex 
refers to retraction of the testes when chilled, or when the inner thigh is stroked (option 3). Babinski's 
reflex refers to the flaring of the toes when the sole of the foot is stroked upward (option 4). 
 
11. Answer: B11. Answer: B11. Answer: B11. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
A full-term male infant will have both testes in his scrotum, with rugae present. Good muscle tone results 
in a more flexed posture when at rest (option 1) and inability to move his elbow past midline (option 4). 
Only a moderate amount of lanugo is present, usually on the shoulders and back (option 3). 
 
12. Answer: D12. Answer: D12. Answer: D12. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
The first meconium stool should be passed within the first 24 hours after birth; if not, the abdominal girth 
should be measured to evaluate distention and the possibility of obstruction. The presence of anal fissures 
will not prevent the passage of a meconium stool (option 1). Notifying the physician will not provide 
more information (option 2). Increasing the amount of feedings will not provide more information, and 
if there is an obstruction, will complicate that problem (option 3). 
 
13. Answer: B13. Answer: B13. Answer: B13. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
The hard and soft palates are examined to feel for any openings, or clefts. The frenulum is a ridge of 
tissue found under the tongue and usually does not affect sucking (option 1). A thrush infection is usually 
visible as white patches adhering to the mucous membranes and does not need to be felt (option 3). 
Saliva is normally scant and can be observed (option 4). 
 
14. Answer: A14. Answer: A14. Answer: A14. Answer: A    
Rationale:Rationale:Rationale:Rationale:  
Acrocyanosis is a bluish discoloration of the hands and feet and may be present in the first few hours after 
birth, but resolves as circulation improves. Erythema appears as a rash on newborns, usually after 24-48 
hours of life (option 2). Harlequin color results as a vasomotor disturbance, lasting 1-20 seconds, which is 
transient in nature and not of clinical consequence (option 3). Vernix caseosa is a cheeselike substance that 
protected the newborn s skin while in utero (option 4). 
 
15. Answer: B15. Answer: B15. Answer: B15. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
The first period of reactivity lasts up to 30-60 minutes after birth. The newborn is alert, and it is a good 
time for the newborn to interact with parents. The second period of reactivity begins when the newborn 
awakens from a deep sleep (option 1). The amount of respiratory mucus may still be noted during this 
period (option 2). Mothers may sleep and recover during the newborn s sleep state (option 3). 
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16. Answer: C16. Answer: C16. Answer: C16. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Physiologic jaundice is best treated by more frequent feedings to increase stooling and the excretion of 
bilirubin. Switching to formula undermines the mother s feeling of her ability to provide nutrition for the 
newborn and may result in too-early weaning (option 1). Supplemental water may lead the infant to take 
less breast milk, delay the breast milk supply, and cause the bilirubin level to increase (option 2). 
Withholding food from the newborn will provide inadequate nutrition and cause bilirubin levels to 
increase (option 4). 
 
17. Answer: A17. Answer: A17. Answer: A17. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
The top of the can and can opener should be washed with soap and water to remove microorganisms. 
The concentrate is mixed with an equal amount of water (option 2). Forcing an infant to finish a bottle 
after he seems satisfied may cause regurgitation and lead to infant obesity (option 3). Warming the bottle 
in the microwave can cause “hot spots” and burn the infant’s mouth (option 4). 
 
18. Answer: B18. Answer: B18. Answer: B18. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
Breastfed infants will have 6-10 small, loose yellow stools per day during the first few months. Options 1 
and 3 are incorrect in number and consistency of stool, and option 4 is incorrect with regard to color. 
Meconium may have a greenish color to it, but it is not a permanent color. 
 
19. Answer: C19. Answer: C19. Answer: C19. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Breastfeeding the infant every 2-3 hours or on demand will stimulate hormone production which will, in 
turn, stimulate breast milk production and the letdown reflex. Breastfeeding every 4 hours may result in a 
decreased or delayed milk production (option 1). Allowing the infant to breastfeed only 3-5 minutes does 
not allow enough time for the milk ejection reflex to occur and may not allow for the letdown of the 
hind milk, which contains a higher fat content (option 3). Supplementing with glucose water may cause 
nipple confusion in the infant and will decrease the infant s demand for breast milk, thereby decreasing 
supply (option 4). 
 
20. Answer: B20. Answer: B20. Answer: B20. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
The expected response for the sucking reflex is that the newborn will suck the object placed in his mouth, 
not lick it. Option 1 is the expected response for the grasp reflex. Option 3 is the expected response for 
the trunk incurvation (Gallant) reflex. Option 4 is the expected response for the rooting reflex. 
    
21. Answer: C21. Answer: C21. Answer: C21. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Clearing the airway is best done by suctioning the airway. Slapping on the back may cause aspiration 
(option 1). Starting CPR and calling the code team are not necessary (options 2 and 4) at this time. 
    
22. Answer: D22. Answer: D22. Answer: D22. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
Initial responses are triggered by physical, sensory, and chemical factors. The chemical factors include a 
decreased oxygen level, increased carbon dioxide level, and a decrease in the pH as a result of the 
transitory asphyxia that occurs during delivery. Oxygen is not increased in the blood (option 1). Rapid 
respirations and nasal flaring indicate a poor adaptation (option 2). The newborn's respiratory rate is not 
hyper responsive to stimuli (option 3). 
 
23. Answer: C23. Answer: C23. Answer: C23. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Infants undergoing phototherapy will need additional fluids to compensate for the increased fluid loss 
through the skin and loose stools. Decreasing the time in phototherapy needs a physician's order (option 
1). Losing excess fluid can cause dehydration leading to a life-threatening event (option 2). Instituting 
enteric isolation is not necessary as there is no risk of infection from the stools (option 4). 
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24. Answer: B24. Answer: B24. Answer: B24. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
Most infants, whether breastfed or formula-fed, average a weight gain of 4-7 ounces per week during the 
first six months. An infant's weight triples by 1 year (option 1). A pound a month for six months is an 
insufficient weight gain (option 3). One pound per week for the first six months represents an excessive 
weight gain (option 4). 
 
25. Answer: A25. Answer: A25. Answer: A25. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
The respirations are within normal limits and periodic breathing with short periods of apnea may be 
expected at this age. The nurse should continue routine assessment. Even though heart rate is at the upper 
end of the normal range, the infant is pink with no central cyanosis. Cyanosis on the soles of the feet is to 
be expected (option 1). The infant is not displaying signs of cold stress (option 2) or the need for oxygen 
(option 3). The clinician need not be called at this time (option 4). 
 
26262626. Answer: BAnswer: BAnswer: BAnswer: B    
Rationale: Rationale: Rationale: Rationale:     
Maternal conditions such as pregnancy-induced hypertension (PIH), diabetes mellitus, and medications 
the mother received during labor may affect certain gestational age components. Assessment criteria do 
not have to correlate with the composite score (option 1), nor do they always correlate with the weeks of 
pregnancy (option 3). Assessment criteria are equally useful in assessing post maturity and prematurity 
(option 4). 
 
27. Answer: A27. Answer: A27. Answer: A27. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Conduction is the transfer of body heat to a cooler surface, the infant seat. Convection is the heat loss to 
a cooler air current (option 2). Evaporation is the heat loss through conversion of a liquid to a vapor 
(option 3). Radiation is heat loss to a cooler solid object not in contact with the infant (option 4). 
 
28. Answer: B28. Answer: B28. Answer: B28. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
After lactation is well established between 3 and 4 weeks after the birth, the father can give a relief bottle 
of pumped milk. Giving supplemental bottles of formula daily can prevent the letdown reflex from being 
established and may result in engorgement. Husbands can participate in other ways the first few weeks 
through diapering, burping, bathing, and infant massage. 
 
29. Answer: C29. Answer: C29. Answer: C29. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
The football, or clutch, position provides the mother with more control of the newborn's head and full 
view of face. The lying-down position is usually done in bed (option 1). The cradle position often causes 
the newborn's head to wobble around on the mother's arm (option 2). Options 1, 2, and 4 do not allow 
full view of the infant's face. 
    
30. Answer: B30. Answer: B30. Answer: B30. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
The foramen ovale is an opening between the right and left atria that should close shortly after birth so 
the newborn will not have a murmur or mixed blood traveling through the vascular system. Options 1, 3, 
and 4 are incorrect, as they do not connect the right and left atria. 
 
31. Answer: C31. Answer: C31. Answer: C31. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
One of the nursing goals of newborn care during the first few hours after birth is to identify actual and 
potential problems that might require immediate attention. Options 1, 2, and 4 are all considered to be 
continuing care goals. All of these should be carried out after the initial goals are met. 
 
32. Answer: A32. Answer: A32. Answer: A32. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Uric acid crystals in the urine may produce the reddish "brick dust" stain on the diaper. Mucus and urate 
do not produce a stain. Bilirubin and iron are from hepatic adaptation. 



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

398398398398                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

33. Answer: C33. Answer: C33. Answer: C33. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
The newborn cannot limit the invading organism at the port of entry. Options 1, 2, and 4 are true 
adaptations in other body systems. 
 
34. Answer: A34. Answer: A34. Answer: A34. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
The flexed position of the term infant decreases the surface area exposed to the environment, thereby 
reducing heat loss (option 1). Blood vessels are closer to the skin than in an adult and constrict when 
exposed to cooler temperatures (option 2). Limited subcutaneous fat will increase a newborn's heat loss 
(option 3). Larger body surface than an adult increases the newborn's heat loss (option 4). 
 
35. Answer: D35. Answer: D35. Answer: D35. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
Mothers are encouraged to offer both breasts to the infant in the beginning for simultaneous stimulation, 
but it is not imperative or harmful if the infant doesn't feed off of one breast at a session. Giving 
supplemental feedings can upset the natural supply and demand and can shorten the breastfeeding 
experience (option 1). Prolonged exposure to plastic liners or wet nursing pads may result in skin 
breakdown (option 2). Time limits should not be imposed on breastfeeding infants, as they each have 
different styles of suckling (option 3). 
 
36. Answer: D36. Answer: D36. Answer: D36. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
Opened cans of formula must be used within a 24-hour period (option 4). There are no nutrients in 
whole milk that can enhance formula, and the Academy of Pediatrics strongly recommends that infants 
only take mother's milk or formula for the first 12 months of life to decrease the chance of allergies 
(option 1). Tap water is not always safe (option 2). Any formula not taken by the infant should be 
disposed of as bacteria from the infant's mouth can enter the bottle and contaminate the remaining 
formula (option 3). 
 
37. Answer: C37. Answer: C37. Answer: C37. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Audible swallowing during a feeding produces sounds heard as a soft "ka" or "ah." Burping is related to 
how much air the infant swallows during feedings (option 1). Newborns usually spend 15-20 minutes at 
the breast in the first few weeks. Some older infants may be able to finish a feeding in 3-5 minutes (option 
2). Because breast milk is more digestible than formula, and a newborn's stomach is small, feeding is 
usually needed more frequently than every four hours. Frequent feedings are important in the early days 
to establish lactation (option 4). 
 
38. Answer: D38. Answer: D38. Answer: D38. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
This finding is normal. No further action is required. 
 
39. Answer: D39. Answer: D39. Answer: D39. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
Babinski's reflex is elicited by stroking the lateral aspect of the sole of the heel upward and across the ball 
of the foot. A positive test (in newborns) of fanning the toes and dorsiflexing the big toe is an indicator of 
fetal well-being. Touching the corner of the mouth or cheeks (option #1) elicits the rooting reflex. 
Changing the newborn's equilibrium (option #2) elicits the Moro reflex. Placing a finger in the palm of 
the newborn's hand (option #3) elicits the palmar grasp reflex. 
    
40. Answer: C40. Answer: C40. Answer: C40. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Cephalhematoma is a collection of blood between the skull bone and its covering (periosteum). Caput 
succedaneum is swelling of the tissue over the presenting part of the fetal head caused by pressure during 
labor. Molding refers to the overlapping of cranial bones or shaping of the fetal head to accommodate 
and conform to the bony and soft parts of the mother's birth canal during labor. Subdural hematoma 
refers to bleeding between the dural and arachnoid membranes of the brain. 
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41. Answer: C41. Answer: C41. Answer: C41. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
The normal range is 120-160 beats/min. The rate varies with activity, increasing to 160 while crying and 
decreasing to 120 while in deep sleep. Bradycardia, rates below 120 (included in options #1 and #2), and 
tachycardia, rates above 160 (included in options #2 and #4), are not normal and require further 
evaluation and intervention. 
 
42. Answer: C42. Answer: C42. Answer: C42. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
After 12 hours, the edema of tissues present in most newborns begins to resolve and creases appear; these 
creases do not have the same predictive value as those assessed before resolution of newborn edema 
(option #3). All of the criteria in options #1, 2, and 4 remain predictive beyond the first 12 hours after 
birth. 
    
43. Answer: B43. Answer: B43. Answer: B43. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
These symptoms reflect cold stress and require the temperature to be taken immediately (option #2). 
These symptoms are not associated with bleeding from the umbilical stump (option #1), congenital 
abnormalities (option #3), or respiratory distress (option #4). 
 
44. Answer: D44. Answer: D44. Answer: D44. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
Periodic breathing with no color or heart rate changes is normal in the newborn adapting to extra uterine 
life. Option #4 provides verbal reassurance and also physical reassurance by the presence of the nurse. 
Option #2 doesn't reassure the mother and option #3 confirms the mother's fears. Option #1 provides 
information but doesn't address the mother's subjective sense of fear. 
 
45. Answer: B45. Answer: B45. Answer: B45. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
Discomfort while breastfeeding is almost always caused by improper latch-on. Removing the infant from 
the breast and repositioning with proper position can reduce the discomfort. Having the mother pump 
and give the breast milk from a bottle can interfere with the breastfeeding process and may cause nipple 
confusion. Giving the mother a nipple shield to wear and having the mother breastfeed from the 
uninjured nipple will not solve the poor latch-on, and feeding from one breast will cause engorgement in 
the other breast. 
 
46. Answer: A46. Answer: A46. Answer: A46. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Breast milk will not protect the baby from all illnesses. Lactoferrin (a whey protein in human milk) inhibits 
the growth of iron-dependent bacteria in the GI tract together with secretory IgA (another whey protein 
in human milk), which protects against respiratory and GI bacteria, viral organisms, and allergies. Breast 
milk does have other enzymes and proteins that protect the infant from illness. 
 
47. Answer: A47. Answer: A47. Answer: A47. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Bonding occurs best when parents have direct and prolonged contact with their newborn in a supportive 
environment. Although the other answers may be appropriate, they would not be the priority in 
facilitating bonding. 
    
48. Answer: B48. Answer: B48. Answer: B48. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
Regression to previous behaviors is normal in young children when a new sibling is brought into the 
family. An example for a 2-year-old is drinking from a bottle again, which is characteristic of an earlier 
stage of growth and development. The other options represent items that are expected to happen in 
future growth and development, but would not be characteristic of the expected regression. 
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49. Answer: D49. Answer: D49. Answer: D49. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
It is possible that a significant amount of lochia could pool beneath the client after delivery. The highest 
priority at this time is risk for hemorrhage, and this should be the initial assessment. Options 1 and 3 could 
then follow. Option 2 is irrelevant to the question as stated. 
 
50. Answer: A50. Answer: A50. Answer: A50. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Uterine atony is the most common cause of early postpartum hemorrhage. This client is at greater risk for 
hemorrhage because she had an over distended uterus with a large baby, and she is a grand multipara. 
Parity does not influence dehydration. The client may be at risk for thromboembolism, but there is no 
indication passive range of motion should be implemented rather than early ambulation. Nutritional 
assessment is important, but there is no indication the client is anemic and this action is not the priority 
for the client. 
 
51. Answer: D51. Answer: D51. Answer: D51. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
Mothers who are bottle-feeding should be encouraged to suppress milk production by wearing a snug bra 
or breast binder, applying cold compresses, and avoiding breast stimulation until primary engorgement 
subsides. Pumping the breasts and applying lotion to them (options 1 and 2) are forms of breast 
stimulation that should be avoided; option 2 is not helpful anyway. Applying heat via a warm bath 
(option 3) will also stimulate the breasts and should not be done. 
 
52. Answer: C52. Answer: C52. Answer: C52. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
It is important for a breastfeeding mother to break the infant s suction on the nipple before removing the 
baby from the breast. This will help prevent the nipples from becoming sore and the skin from cracking. 
The nipples should be cleansed with water after each feeding, but soaps can be harsh or irritating. The 
client should alternate between the right and left breasts for first use at each feeding. Milk production and 
supply is enhanced when no supplementation is used. 
 
53. Answer: A53. Answer: A53. Answer: A53. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Application of heat to the perineum 2 hours after delivery will cause vasodilation, and increase the client 
s risk of edema and hematoma formation. Ice should be applied for the first 24 hours. Other 
interventions presented are appropriate. 
 
54. Answer: D54. Answer: D54. Answer: D54. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
A steady trickle of blood in the presence of a firm uterus could indicate the presence of a vaginal or 
cervical laceration. The physician should be notified immediately so further evaluation can be initiated. 
The other findings are normal. 
 
55. Answer: C55. Answer: C55. Answer: C55. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
This client is at risk for respiratory depression related to the administration of Morphine. For this reason, 
ineffective breathing pattern is of greatest concern. Remember airway, breathing, and circulation as 
priorities for patient safety and promoting maintenance of health. Constipation could also occur but is 
not as high a priority. Morphine should help to alleviate the pain and could have the next highest priority 
after making certain that respirations are not affected. There is no basis in the question as stated for 
ineffective family processes. 
 
56. Answer: A56. Answer: A56. Answer: A56. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
The first step of the nursing process is assessment. Increased perineal pain in a client with a vaginal 
delivery could be a normal process as delivery anesthetics administered locally wear off. It could also 
indicate abnormal processes, such as the development of a hematoma. Assessment of this client is needed 
prior to intervention. 
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57. Answer: C57. Answer: C57. Answer: C57. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
An indirect Coombs' test assesses for the presence of Rh antibodies in the maternal blood. Direct Coombs' 
test and bilirubin tests are conducted on the newborn. Hemoglobin is not a determinant for the 
administration of RhoGAM. 
 
58. Answer: B58. Answer: B58. Answer: B58. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
Iron absorption is enhanced when taken with vitamin C, and orange juice is a good source of vitamin C. 
Darker-colored stools and constipation (not diarrhea) are common side effects of iron administration. 
Iron should not cause impaired judgment or dizziness that would impair safety while driving. 
 
59. Answer: B59. Answer: B59. Answer: B59. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
Homans' sign is tested for by extending the leg and dorsiflexing the foot. This assessment is indicated in 
the postpartum because of the increased risk for thromboembolism. Sharp pain in the calf is a positive 
sign. Uterine infection would be indicated by fever, pain, and foul-smelling lochia. Joint mobility is best 
maintained by early ambulation. This sign has no effect on after pains during breastfeeding. 
 
60. Answer: D60. Answer: D60. Answer: D60. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
The baby should be positioned with the head midline and with the abdomen toward the mother’s 
abdomen. Positive reinforcement will facilitate the development of maternal competence and confidence 
in infant care. 
 
61. Answer: A61. Answer: A61. Answer: A61. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Once the mother s milk comes in, typically after the third postpartum day, breastfed babies should have 6
-8 wet diapers each day. This would indicate the baby is getting enough milk. The other options address 
the mother, not the intake of the newborn. Red, tender areas or sore, bleeding nipples contribute to 
infection such as mastitis. Tingling is often used to describe the feeling mothers experience with the 
letdown reflex. 
 
62. Answer: D62. Answer: D62. Answer: D62. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
Diaphragms need to be refitted after each delivery and a change in body weight of greater than 10-15 
pounds. Night sweats are common and need not be reported. Sexual intercourse can be safely resumed 
once the episiotomy is healed and the lochia stops in about 3 weeks. Perineal pads should be changed 
after each elimination. 
 
63. Answer: B63. Answer: B63. Answer: B63. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
A hemoglobin level of 10.5 is low and indicates anemia. Because of this, the client should eat foods high 
in iron, such as red meat. The other foods are important to a well-balanced diet but are not high in iron. 
 
64. Answer: A64. Answer: A64. Answer: A64. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Kegel exercises are designed to strengthen the muscles of the perineum. By alternately tensing and 
releasing the muscles of the perineum, as if to start and stop the flow of urine, muscle tone and strength 
are enhanced. Bearing down is the opposite type of exercise for this set of muscles. Options 3 and 4 are 
incorrect statements of technique. 
 
65. Answer: C65. Answer: C65. Answer: C65. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Establishing an emotional bond with the newborn includes responding to behavioral cues, attempting to 
provide comfort, and meeting the infant s needs. Holding the newborn and consoling the baby when he 
cries meets the infant s need for comfort and helps to establish trust. The other observed maternal 
behaviors are positive signs of attachment. 
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66. Answer: A66. Answer: A66. Answer: A66. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
By the second or third postpartum day, mothers are moving into the taking-hold phase of adjustment and 
are eager to care for the baby and self independently. The other behaviors are characteristic of the taking-
in phase, which occurs earlier and reflects greater dependence on the part of the mother. 
 
67. Answer: D67. Answer: D67. Answer: D67. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
All of the answers could occur in an anemic client and should be included in the teaching plan. However, 
the one most likely to risk the client's safety is that she may feel lightheaded or dizzy. Because this could 
cause the client potential injury, it is the most important information to include. 
 
68. Answer: C68. Answer: C68. Answer: C68. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
3 proteinuria is significant and could indicate the presence of pre-eclampsia within the first 48-72 hours 
postpartum. The other laboratory values are within normal limits for a client in the first postpartum day, 
and reflect expected physiologic changes related to labor and delivery. 
 
69. Answer: C69. Answer: C69. Answer: C69. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Postpartum clients are at risk for urinary tract infections related to urinary retention after delivery. The 
risk is increased if the client has been catheterized during labor, delivery, or postpartum. Signs of a urinary 
tract infection include urgency, burning, and frequency of urination. The other answers are normal and 
do not require immediate attention. 
 
70. Answer: B70. Answer: B70. Answer: B70. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
New fathers may feel overwhelmed with caring for a newborn, especially if they have not had many 
opportunities to interact with babies. By encouraging him to discuss his feelings, the nurse may be able to 
help him explore his new role as a father and feel more comfortable asking questions related to infant 
care. The nurse may also be able to identify cultural expectations of the father's role and avoid 
misinterpreting the father's behavior. 
 
71. Answer: B71. Answer: B71. Answer: B71. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
Chinese clients may perceive an imbalance in the hot and cold forces in the body after delivery. They will 
avoid sources of cold, such as wind, cold beverages, and water (even if warmed) to regain a sense of 
balance between these extremes. A client's culture plays a very important part in who they are, and nurses 
should respect their wishes as long as it will not result in harm to the client or others. Showing a 
videotape will not change the client's cultural beliefs and is not appropriate. The other answers do not 
show evidence of acceptance of another's culture. 
 
72. Answer: C72. Answer: C72. Answer: C72. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Because this mother is single and this is her first baby, it is important to assess her support system. The 
other answers are incorrect, there is no indication that the client is in pain or is uncomfortable with her 
parenting skills. Reporting the behavior to the physician isn't necessary. 
 
73. Answer: C73. Answer: C73. Answer: C73. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Although all of the options may be appropriate, demonstrating newborn care will allow the client to ask 
questions and gain confidence as she cares for her baby. Having her return the demonstration will allow 
the nurse to evaluate the teaching. 
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74. Answer: C74. Answer: C74. Answer: C74. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Although this client is not demonstrating positive signs of bonding at this time, it is important to look at 
her history before concluding that she is not bonding well with her infant. This client just experienced a 
long labor and the influence of fatigue on the attachment process should be considered. It is important to 
continue to assess infant bonding with this client throughout her hospitalization to reach a nursing 
judgment based on evidence over time. 
 
75. Answer: A75. Answer: A75. Answer: A75. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
The RN is responsible for delegating tasks appropriately, and for the actions of unlicensed employees. 
Ambulating a postoperative client and obtaining supplies for a urine specimen are the only tasks that the 
RN could delegate from those listed. The other tasks require higher-level assessment and critical thinking 
skills and should be performed by the RN. 
 
76. Answer: C76. Answer: C76. Answer: C76. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
The en face position, which facilitates parent-infant attachment, is assumed when the mother arranges the 
newborn in order to have direct face-to-face and eye-to-eye contact in the same plane. There is intense 
interest in having the infant's eyes open and when they are, the mother typically talks to the newborn in 
a soft, high-pitched tone of voice. 
 
77. Answer: A77. Answer: A77. Answer: A77. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Clients who have had a cesarean delivery are at risk for complications of surgery, including 
thrombophlebitis. Early ambulation can significantly decrease the risk of blood clots and other 
postoperative complications. 
 
78. Answer: B78. Answer: B78. Answer: B78. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
This client has signs of an incisional infection. The physician needs to be notified first so that treatment can 
be started as soon as possible. Betadine has not yet been ordered. Documentation should follow 
reporting. Continued observation would be an ongoing intervention. 
 
79. Answer: B79. Answer: B79. Answer: B79. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
Breast milk production is based on supply and demand. The more the breasts are stimulated to produce 
milk, by nursing the baby or pumping the breasts, the more milk will be produced. 
 
80. Answer: B80. Answer: B80. Answer: B80. Answer: B    
Rationale:Rationale:Rationale:Rationale:  
This client's fundus is already firm, so it is not appropriate to massage the fundus. It is also higher in the 
abdomen than expected, and it is displaced to the right, which is probably caused by a distended bladder. 
Having the client void may return the uterus to the expected position; palpating the fundus after voiding 
will confirm this finding. A pad count would be appropriate if bleeding is increasing; no information 
given implies that this action is indicated. 
 
81. Answer: D81. Answer: D81. Answer: D81. Answer: D    
Rationale:Rationale:Rationale:Rationale:  
The rubella vaccine is a live virus. If a client becomes pregnant within the first 3 months after 
administration, her fetus is at risk for congenital anomalies related to the virus. Women who are not 
rubella-immune should be vaccinated postpartum, prior to discharge. Teaching should include an effective 
method of birth control and the importance of avoiding pregnancy for the next 3 months. 
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82. Answer: B82. Answer: B82. Answer: B82. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
The vital signs are not normal. An elevation in body temperature greater than 100.4°F after the first 24 
hours postpartum could indicate maternal infection. An elevated temperature within the first 24 hours is 
usually related to dehydration, although the possibility of infection still exists. Rising pulse and falling 
blood pressure rather than rising temperature are an indicator of hypovolemic shock. 
 
83. Answer: C83. Answer: C83. Answer: C83. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Even when perfect sterile technique is used when doing a vaginal exam, organisms present on the 
perineum are transported into the vagina and close to the cervix. By limiting the number of vaginal 
exams, the risk is decreased. Option #1 is incorrect because clean technique, not sterile technique, is used 
when palpating the fundus. Options #2 and #4 are correct answers, but not the earliest interventions a 
nurse could perform. 
 
84. Answer: A84. Answer: A84. Answer: A84. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
A potential side effect of Methergine is hypertension. If a client's blood pressure is elevated, the nurse 
should hold the scheduled dose and notify the physician. An apical heart rate of 56 is within normal 
limits postpartum. Blood type, Rh factor, and chosen feeding method are not related to the use of 
Methergine. 
    
85. Answer: C85. Answer: C85. Answer: C85. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
The fundus should remain firm after delivery to decrease the risk of postpartum hemorrhage, and should 
drop 1 centimeter below the umbilicus each day. All nursing interventions presented are appropriate, but 
massaging the fundus until firm is the most important to prevent hemorrhage. 
 
86. Answer: A86. Answer: A86. Answer: A86. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
After pains are anticipated in the postpartum client and are effectively treated with analgesics. 
 
87. Answer: D87. Answer: D87. Answer: D87. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
This client should be encouraged to verbalize her disappointment as the first step in resolving her 
negative feelings. The other responses are incorrect. This is not a normal response or one that requires a 
psychiatric referral. 
 
88. Answer: A88. Answer: A88. Answer: A88. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Temperature elevation immediately after delivery is often caused by dehydration during labor. Increasing 
the client's fluid intake will usually decrease the temperature to within normal limits. There is no 
indication for analgesia or antibiotics at this time. If the fever persists beyond 24 hours or the client has 
clinical signs of infection, then further investigation and perhaps treatment is warranted. 
 
89. Answer: A89. Answer: A89. Answer: A89. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Clients are at risk for orthostatic hypotension, especially right after delivery. The nurse should stay with 
the client the first time she ambulates after delivery to promote safety. Early ambulation prevents 
circulatory stasis in the lower extremities and should be encouraged. The perineum should be patted (not 
wiped) dry from front to back to avoid trauma, discomfort, and contamination with bacteria from the 
anal region. 
 
90. Answer: A90. Answer: A90. Answer: A90. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
A client with hemoglobin of 7.2 grams/dL would most likely have significant signs and symptoms of 
anemia, and this could be life-threatening. It would be important to determine if the client had a large 
estimated blood loss during delivery or if she is currently bleeding excessively. The hematocrit is within 
normal limits, and mild proteinuria or leukocytosis up to 30,000/mm is common in early postpartum. 
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91. Answer: D91. Answer: D91. Answer: D91. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
An adult client should have a minimum urinary output of 30 cc/hr and this client is below that minimum. 
In a postpartum client, this is most likely related to urinary retention secondary to perineal edema and 
trauma from delivery. It is important that post partal clients are able to empty their bladders without 
assistance prior to discharge. 
 
92. Answer: C92. Answer: C92. Answer: C92. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
If a postpartum client is experiencing pain, she will be less likely to ambulate, less receptive to teaching, 
and more likely to experience constipation because of the fear of pain with a bowel movement. By 
treating her pain first, interventions for the other nursing diagnoses will be more successful. 
 
93. Answer: D93. Answer: D93. Answer: D93. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
Bloody mucus is often called bloody show and becomes more profuse during the late active phase and 
into the transition phase of the first stage of labor and during the second stage of labor. Fetal bowel 
movements are not blood-tinged. Rupture of the amniotic sac would produce a clear, watery fluid. There 
is no correlation of blood-tinged mucus during labor with injury sustained through walking. 
 
94. Answer: D94. Answer: D94. Answer: D94. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
Vasodilation occurs with epidural analgesia and anesthesia, which can result in hypotension. The client 
who is hypotensive after epidural administration should be turned to a left lateral position and have the 
IV fluid rate increased. These actions will increase the circulation to the fetus and increase circulating 
volume, respectively. 
 
95. Answer: C95. Answer: C95. Answer: C95. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Narcotics given for pain relief in labor are most often given intravenously so that the medication will 
have a rapid onset and a relatively short half-life. This desired drug profile will provide maternal benefit 
while preventing neonatal respiratory depression. 
 
96. Answer: A96. Answer: A96. Answer: A96. Answer: A    
Rationale: Rationale: Rationale: Rationale:     
Paracervical block is given during the active and transitional phases of labor to block the pain sensations 
of the dilating cervix. It has no effect on the perineum and would offer no analgesic effect during 
episiotomy repair. The other options affect the perineum and would offer analgesia during suturing of 
the episiotomy. 
 
97. Answer: C97. Answer: C97. Answer: C97. Answer: C    
Rationale:Rationale:Rationale:Rationale:  
Abdominal palpation will give limited information about uterine contractions, especially if the client is 
either very thin or obese. The client’s description of the contractions will be influenced by her culturally 
based expression of pain as well as by her previous pain experiences and pain threshold. The 
tocodynamometer, or external uterine transducer, will detect the onset and end of contractions in most 
women but does not assess intensity of the contractions. Additionally, if the client is either very thin or 
obese, the fetal monitor tracing will either exaggerate the contractions or minimize them. Internal 
contraction monitoring through the use of an intrauterine pressure catheter will objectively measure the 
contractions in mm of Hg and is the most accurate method of contraction monitoring. 
 
98. Answer: B98. Answer: B98. Answer: B98. Answer: B    
Rationale: Rationale: Rationale: Rationale:     
Women receiving intrathecal narcotics for labor analgesia often experience adverse effects such as urinary 
retention, nausea, vomiting, and pruritus (itching). A Foley catheter is routinely used to allow for urinary 
elimination. Fetal movement is not affected by intrathecal narcotics. 
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99. Answer: C99. Answer: C99. Answer: C99. Answer: C    
Rationale: Rationale: Rationale: Rationale:     
Objective signs of pain relief include decreased muscle tension as evidenced by unclenched fists; relaxed 
facial muscles and decreased grimacing, frowning, or creasing of the brow; and slightly lowered blood 
pressure, pulse rate, and respiratory rate. Frequency of uterine contractions would not be affected by 
relieving pain through non pharmacological methods. 
 
100. Answer: D100. Answer: D100. Answer: D100. Answer: D    
Rationale: Rationale: Rationale: Rationale:     
The pain of labor and childbirth has both physiologic and psychologic components. A support person’s 
presence has been shown to decrease the perceived pain of childbearing. However, the expression of 
pain through nonverbal cues or verbalizations is highly culturally based (not universal), having been 
learned in early childhood. 
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COMPREHENSIVE HAAD/PROMETRICS EXAMINATIONCOMPREHENSIVE HAAD/PROMETRICS EXAMINATIONCOMPREHENSIVE HAAD/PROMETRICS EXAMINATIONCOMPREHENSIVE HAAD/PROMETRICS EXAMINATION    
    
1.1.1.1.    A patient who has terminal cancer has an order for morphine sulfate (MS) tablets every 8 to 12 
hrs p.r.n for moderate pain or morphine sulfate injections of 10 to 12 mg every 4 hrs p.r.n. 
intramuscularly for severe pain. The patient has been receiving MS Contain p.o. every 12 hrs but is 
experiencing breakthrough pain after about 10 hrs. Which of the ff nursing action is most appropriate? 
 
A.A.A.A. Administer injectable morphine sulfate, 12 mg, IM, p.r.n. 
B. B. B. B. Administer the MS Contain, po, every 12 hrs 
C.C.C.C. Administer the MS Contain, po every 10 hrs 
D.D.D.D. Withhold the pain medications and notify the physician 
 
2.2.2.2.    Which of the following outcomes observed by the nurse during the drain cycle of peritoneal 
dialysis should be reported immediately to the physician? 
 
A.A.A.A. Clear yellow output 
B. B. B. B. Cloudy output 
C.C.C.C. Patient Complaint of slight cramping 
D.D.D.D. A drain output of 50 cc less than instilled 
 
3.3.3.3.    Which of the ff conditions would a nurse recognized as contributing to the development of 
respiratory alkalosis? 
    
A.A.A.A. Chronic Obstructive Pulmonary Disease (COPD) 
B.B.B.B. Episodes of hyperventilation 
C.C.C.C. Frequent loose stool 
D.D.D.D. Hiatal hernia 
 
4.4.4.4.    When planning preoperative care for a child suspected of having WILMS tumor, the nurse should 
recognized that which of the ff interventions places the child at risk for complications? 
 
A.A.A.A. Palpating the child’s abdomen every 8 hrs 
B. B. B. B. Measuring the child’s temperature rectally 
C.C.C.C. Monitoring the child’s blood pressure every 4 hrs 
D.D.D.D. Monitoring the child’s intake and output 
 
5.5.5.5.    Which of the ff comments by a patient should indicate to a nurse that the patient has ideas of 
reference? 
 
A.A.A.A. “Those other nurses are talking about me” 
B. B. B. B. “The nurse explained how my medication works” 
C.C.C.C. “Do all the nurse here have a college degree?” 
D.D.D.D. “Will a nurse lead group therapy today?” 
    
6.6.6.6.    Which of the ff conditions would a nurse recognize as contributing to development of respiratory 
acidosis? 
 
A.A.A.A. Emphysema 
B. B. B. B. Hyperventilation 
C.C.C.C. Diarrhea 
D.D.D.D. Achalasia 
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7.7.7.7.    A woman who is 24 hrs postpartum and who has an episiotomy would be instructed to report 
which of the ff findings immediately? 
 
A.A.A.A. Decrtease in urine output 
B. B. B. B. Absence of a daily bowel movement 
C.C.C.C. Presence of lochia rubra 
D.D.D.D. Increase in perineal pain sensation 
    
8.8.8.8.    A nurse is counseling a parent of a 6 mos old infant about beginning solid foods in the infant’s 
diet. Which of the ff should the nurse recommend be introduced initially? 
 
A.A.A.A. Poached egg 
B.B.B.B. Strained peaches 
C.C.C.C. Pureed peas 
D.D.D.D. Rice cereal 
    
9.9.9.9.    A nurse observes a nurse’s aide taking all of the ff measures when caring for a patient in the 
postoperative period ff a pneumonectomy. Which measures would require immediate intervention by the 
nurse? 
 
A.A.A.A. Assisting the patient to ambulate in the hall 
B. B. B. B. Positioning the patient on the unoperated side 
C.C.C.C. Placing elastic stockings on the patient’s legs 
D.D.D.D. Splinting the patient’s chest during coughing 
    
10.10.10.10.    Which of the ff pulmonary findings would a nurse expect to assess in a patient who has lower 
lobe pneumonia? 
 
A.A.A.A. Paradoxical chest movement 
B. B. B. B. Eupnea 
C.C.C.C. Bronchial breath sounds 
D.D.D.D. Kussmaul respirations 
    
11.11.11.11.    A nurse would assess a patient who has peripheral vascular disease of which of the ff venous 
insufficiencies? 
 
A.A.A.A. Paresthesias 
B. B. B. B. Bounding pedal pulses 
C.C.C.C. Intermittent claudication 
D.D.D.D. Edematous ankles 
    
12.12.12.12.    A young boy who is receiving chemotherapy develops alopecia and says to the nurse, “I’ve lost 
all my hair.” Which of the ff responses would be appropriate for the nurse to make to the child? 
 
A.A.A.A. “Did you know that because your hair fell out?” 
B. B. B. B. “ we know that the medicine is working to make you better?” 
C.C.C.C. “Would you like to see some pictures of famous men who are bald?” 
D.D.D.D. “You can wear a baseball cap until your hair grows back.” 
    
13.13.13.13.    A patient expresses many physical complaints during the first 2 weeks on the alcohol 
rehabilitation unit. The results of physical examination have been negative. The patient frequently 
approaches staff members to request medication for her discomfort. Based on the patient’s behavior, 
which of the ff interpretations is correct? 
 
A.A.A.A. The patient is trying to make the staff feel guilty 
B.B.B.B. The patient is attempting to relieve her anxiety 
C.C.C.C. The patient is experiencing organic pain from alcohol withdrawal 
D.D.D.D. The patient is using a more mature way of meeting her needs than alcohol 
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14.14.14.14.    Which of the ff foods should be removed from the dietary tray of a patient who has hepatic 
encephalopathy? 
 
A.A.A.A. Pasta 
B.B.B.B. Spinach 
C.C.C.C. Fresh fruit 
D.D.D.D. Eggs 
    
15.15.15.15.    A patient who had a tonsillectomy reports spitting up copious amounts of blood at home 10 days 
after the operation. Which of the ff actions would the nurse instruct the patient to take first? 
 
A.A.A.A. Take nothing by mouth and go to the emergency room 
B. B. B. B. Gargle with warm saline solution 
C.C.C.C. Drink ice cold water 
D.D.D.D. Apply direct pressure to the carotid artery 
    
16.16.16.16.    Which of the ff behaviors would indicated the greatest improvement in a patient who was 
admitted to the hospital with a diagnosis of hyperactivity. 
 
A.A.A.A. The patient completes an assigned task 
B.B.B.B. The patient frequently apologizes for his behavior 
C.C.C.C. The patient takes naps during the day 
D.D.D.D. The patient is on the unit 
    
17.17.17.17.    When admitting a 4 day old Hispanic infant to the pediatric unit, the nurse notes irregular bluish 
discoloration over the infant’s sacrum and buttocks. The nurse should recognize that this is a? 
 
A.A.A.A. Sign of child abuse and is reportable 
B.B.B.B. Manifestation of a rare bleeding disorder 
C.C.C.C. Normal variation in the skin assessment of a newborn 
D.D.D.D. Result of a traumatic birth injury 
    
18.18.18.18.    The nurse assessing a toddler who has an acute upper respiratory infection notes that the child 
has been vomiting. The nurse correctly interprets the vomiting as. 
 
A.A.A.A. An indication that the child also has a gastrointestinal infection 
B. B. B. B. A sign that the child is unable to mobilize secretions in the lungs 
C.C.C.C. A common manifestation of respiratory illness in young children 
D.D.D.D. A common manifestation of respiratory illness in young children 
    
19.19.19.19.    A patient in the recovery room complains of incisional pain. Which of the ff nursing interventions 
would be most appropriate? 
 
A.A.A.A. Give meperidine (Demerol) 50 mg, IM, as ordered 
B. B. B. B. Encourage deep breathing exercises 
C.C.C.C. Place the patient in a prone position 
D.D.D.D. Give acetaminophen (Tylenol), 2 tablets as ordered 
    
20.20.20.20.    Which of the ff nursing measures would be most appropriate in the care of a patient who has 
acute epistaxis? 
 
A.A.A.A. Tilt the patient’s head back 
B.B.B.B. Place the patient’s head between his legs 
C.C.C.C. Pinch the nose and have the patient lean forward 
D.D.D.D. Place warm compresses on the patient’s nasal bridge 
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21.21.21.21.    Which of the ff questions is most important for a nurse to ask when taking a history from a 
patient who presents with symptoms of peripheral arterial occlusive disease? 
 
A.A.A.A. “Do your legs hurt while walking?” 
B.B.B.B. “Do you notice swelling in your legs at night?” 
C.C.C.C. “Do you have calf pain when you flex your foot?” 
D.D.D.D. “Do your feet feel warm after exercise?” 
    
22.22.22.22.    When assessing a woman who is 6 days postpartum ff a vaginal delivery, a nurse would expect to 
describe the lochia in which of the ff ways? 
 
A.A.A.A. Red in color with occasional small clots 
B.B.B.B. Brown in color without clots 
C.C.C.C. Pink in color with occasional small clots 
D.D.D.D. White in color without clots 
    
23.23.23.23.    The purpose of ordering treatment with an angiotensin-converting enzyme (ACE) inhibitor for a 
patient who has heart failure is to 
 
A.A.A.A. Diminish the stroke volume to the left ventricle 
B.B.B.B. Reduce peripheral vascular resistance 
C.C.C.C. Improve cardiac electrical conduction 
D.D.D.D. Enhance venous return to the right atrium 
    
24.24.24.24.    To which of the ff nursing diagnosis would a nurse give priority when caring for a patient who 
has septic shock? 
 
A.A.A.A. Initiating a bowel program 
B.B.B.B. Encouraging deep breathing 
C.C.C.C. Increasing sensory stimulation 
D.D.D.D. Promoting fluid intake 
    
25.25.25.25.    Which of these findings should a nurse expect to identify when assessing a patient who is 
receiving radiation therapy for cancer of the esophagus? 
 
A.A.A.A. Peripheral neuropathy 
B.B.B.B. Gingival hyperplasia 
C.C.C.C. Alopecia 
D.D.D.D. Hypersalivation 
    
26.26.26.26.    When taking the history of a patient who has multiple myeloma, a nurse would expect the 
patient to report which of the ff symptoms? 
 
A.A.A.A. Back pain 
B. B. B. B. Blurred vision 
C.C.C.C. Hair loss 
D.D.D.D. Cloudy urine 
    
27.27.27.27.    A nurse would recognize that adolescents perceive which of the ff issues as being a priority? 
 
A.A.A.A. Nutrition 
B. B. B. B. Safety 
C.C.C.C. Education 
D.D.D.D. Privacy 
    
    
    
    



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        HAADHAADHAADHAAD----PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      411411411411        

28.28.28.28.    A 7 yrs old girl is to begin her first immunization schedule. According to recommended 
guidelines, which of the ff vaccines is not needed? 
 
A.A.A.A. Polio 
B.B.B.B. Measles 
C.C.C.C. Pertussis 
D.D.D.D. Mumps 
    
29.29.29.29.    AN elderly widow who has dementia of the Alzheimer type says to the nurse who offers her 
breakfast, “Oh no, honey. I have to wait until my husband gets here.” The nurse should say to the 
woman. 
 
A.A.A.A. “Your husband died 6 yrs ago. Let me put milk on your cereal for you.” 
B.B.B.B. “I’ve told you several times that your husband is dead. It’s time to eat now.” 
C.C.C.C. “You’re going to have to wait a long time. Your food will get cold.” 
D.D.D.D. “Why do you think he’s alive? Why can’t you just eat your breakfast?” 
    
30.30.30.30.    Which of the ff findings would a nurse identify as indicative of septic shock in a patient? 
 
A.A.A.A. Bradycardia 
B. B. B. B. Flushed appearance 
C.C.C.C. Cool, clammy skin 
D.D.D.D. S3 gallop 
    
31.31.31.31.    The nurse should instruct a patient who is to receive Digoxin (Lanoxin) to report development of 
which of the ff side effects? 
 
A.A.A.A. Ringing in the ears 
B. B. B. B. Loss of appetite 
C.C.C.C. Signs of bruising 
D.D.D.D. Sensitivity to sunlight 
    
32.32.32.32.    A 16 yrs old female who has cystic fibrosis and is sexually active asks a nurse, “Can I get 
pregnant?” The nurse’s response would be based on the understanding that cystic fibrosis 
 
A.A.A.A. Causes sterility in females 
B. B. B. B. Leads to a higher incidence of spontaneous abortion 
C.C.C.C. May results in problems with infertility in females 
D.D.D.D. Doers not affect the reproductive system 
    
33.33.33.33.    Which of the ff instructions should a nurse give to a patient who has history of venous leg ulcers 
in order to prevent recurrence? 
 
A.A.A.A. “Sit with your legs dependent whenever possible” 
B. B. B. B. “Use warm compresses on your legs in the evening” 
C.C.C.C. “Examine your legs for areas of redness everyday” 
D.D.D.D. “Keep your legs flexed when standing for long periods” 
    
34.34.34.34.    A woman, who is 30 weeks pregnant and attending the prenatal clinic, has symptoms of 
pregnancy-induced hypertension. Which of the ff findings is indicative of this condition? 
 
A.A.A.A. The woman has been getting short of breath when climbing the second flight of stairs   
                    to her family’s apartment. 
B.B.B.B. The woman has had a craving for salty foods lately 
C.C.C.C. The woman has a blood pressure of 124/80 mmHg, compared with 90/60 mmHg a  
                mos ago 
D.D.D.D. The woman has gained 3 lbs (1.4kgs) during the past mos 
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35.35.35.35.    Which of the ff responses of a female patient who is co-dependent and has low self-esteem 
indicates that nursing interventions have been successful? 
 
A.A.A.A. The patient encourages her 16 yrs old daughter to prepare her own breakfast. 
B. B. B. B. The patient regularly prepares refreshments for her reading club. 
C.C.C.C. The patient refuses help from her child with meal preparation. 
D.D.D.D. The patient seeks other family member’s approval prior to preparing meals. 
    
36.36.36.36.    A 4 mos old infant who has acquired immune deficiency syndrome (AIDS) and is living with the 
biological mother would receive the injectable form of polio vaccine for which of the ff reasons? 
 
A.A.A.A. Improve absorption 
B.B.B.B. Improve immunity 
C.C.C.C. Decreased viral shedding 
D.D.D.D. Decreased risk of anaphylaxis 
    
37.37.37.37.    Which of the ff parameters should be given priority when caring for a patient with 
hypoadrenalism (Addison’s disease)? 
 
A.A.A.A. Evaluating pulmonary function 
B.B.B.B. Monitoring blood sugar 
C.C.C.C. Measuring blood pressure 
D.D.D.D. Assessing neurological status 
    
38.38.38.38.    Which of the ff comments, if made by the spouse of a patient who has been newly diagnosed 
with schizophrenia, would indicate that the spouse has a correct understanding of the disorder? 
 
A.A.A.A. “I can’t wait for this illness-related problems to disappear.” 
B. B. B. B. “My spouse and I will need ongoing psychiatric support in the community.” 
C.C.C.C. “I’ll be glad when my spouse becomes the person I married again.” 
D.D.D.D. “My spouse will no longer live with me because permanent hospitalization is  
                        necessary.” 
 
39.39.39.39.    A physician has written all of the ff orders for a patient who has a diagnosis of septic shock. 
Which order should the nurse carry out first? 
 
A.A.A.A. Obtain culture specimens 
B.B.B.B. Initiate antibiotic therapy 
C.C.C.C. Insert indwelling urinary (Foley) catheter 
D.D.D.D. Apply antiembolism stocking 
    
40.40.40.40.    A child present with periorbital edema, dark-colored urine and decreased urine output. A priority 
question for the nurse to ask when obtaining the history from the parent is. 
 
A.A.A.A. “Has your children diagnosed recently with strep throat?” 
B. B. B. B. “Does your child get short of breath when playing?” 
C.C.C.C. “Is there any history of liver disease in the family?” 
D.D.D.D. “Does your child seem to be more tired than usual?” 
    
41.41.41.41.    When assessing a 14 yrs old girl who has mettelschmerz, a nurse would expect the girl to have 
which of the ff symptoms? 
 
A.A.A.A. Nausea and vomiting 
B. B. B. B. Heavy menstrual flow 
C.C.C.C. Low grade fever and malaise 
D.D.D.D. Lower abdominal pain 
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42.42.42.42.    A 30 yrs old primigravida at 38 weeks gestation is admitted to the hospital in labor. The woman 
and her husband both attended education for childbirth classes. In the labor room, the husband is timing 
the frequency of his wife’s contractions. If he is timing the frequency accurately he is noting the time from. 
 
A.A.A.A. The beginning of one contraction to the beginning of the next contraction 
B.B.B.B. The beginning of one contraction to the end of that contraction 
C.C.C.C. The end of one contraction to the beginning of the next contraction 
D.D.D.D. The end of one contraction to the peak of the next contraction 
    
43.43.43.43.    Because a woman is planning to breast-feed her infant, measures to prevent her nipples from 
becoming sore are discussed with her. Which of the ff comments, if made by the woman, would indicate 
that she understood the instruction? 
 
A.A.A.A. “I’ll use a nipple shield with every other breastfeed during my first postpartum week.” 
B.B.B.B. “Ill cleanse my nipples with soap and water before each feeding.” 
C.C.C.C. “I’ll expose my nipples to the air several times a day.” 
D.D.D.D. “I’ll apply an antiseptic cream to my nipples after each feeding.” 
    
44.44.44.44.    Which of the ff laboratory result, if identified in a patient who is experiencing vomiting and 
diarrhea, is most suggestive of hypovolemic shock? 
 
A.A.A.A. Potassium, 5.6 mEq/L 
B.B.B.B. Hematocrit, 58% 
C.C.C.C. Hemoglobin, 11 g/dL 
D.D.D.D. Calcium, 6 mEq/L 
    
45.45.45.45.    Nursing care for a patient who has polycethemia vera would focus on preventing 
 
A.A.A.A. Dysrhythmias 
B.B.B.B. Hypotension 
C.C.C.C. Thrombosis 
D.D.D.D. Decubitus ulcer 
    
46.46.46.46.    Which of the ff concepts should a nurse emphasize when conducting a community education 
program on reducing the risk of rape? 
 
A.A.A.A. Rape rarely occurs in rural areas 
B.B.B.B. The very young and the very old are usually safe from rape 
C.C.C.C. People who walk in groups are less likely to be raped 
D.D.D.D. Rape is a response to sexual needs 
    
47.47.47.47.    A child who has sickle cell disease should eat foods rich in folic acid. Which of the ff foods would 
a nurse encourage the child to eat? 
 
A.A.A.A. Peas 
B. B. B. B. Spinach 
C.C.C.C. Squash 
D.D.D.D. Carrots 
    
48.48.48.48.    Which of the ff instructions regarding skin care should a nurse give to a patient who is receiving 
radiation therapy? 
 
A.A.A.A. “Cover the irradiated area with a light gauze dressing.” 
B. B. B. B. “Rinse the irradiated area with normal saline solution.” 
C.C.C.C. “Apply petroleum-based ointment to the treatment area.” 
D.D.D.D. “Use a mild soap to cleanse the affected area.” 
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49.49.49.49.    The family you are caring for had difficult labor and an unexpected cesarean delivery. They voice 
their displeasure with the way the situation was handled and are threatening to sue. As the nurse caring 
for this family, you will. 
 
A.A.A.A. Carefully document your care on the patient’s chart 
B.B.B.B. Delegate routine care to other personnel 
C.C.C.C. Go into the room only when called, to allow for privacy 
D.D.D.D. Contact the hospital legal advisor prior to giving care 
    
50.50.50.50.    An infant is born at 34 weeks gestation is at risk for respiratory synctial virus (RSV). When 
teaching the family about health care promotion, what primary recommendation should the nurse make 
to the parents? 
 
A.A.A.A. “Avoid group settings of other children if at all possible.” 
B.B.B.B. “Limit visitation of the infant by anyone who has cold.” 
C.C.C.C. “Use good hand washing techniques.” 
D.D.D.D. “Keep the baby out of drafts.” 
    
51.51.51.51.    A nurse is assessing a patient who presents with manifestations of leukemia. Which of the ff blood 
test results would support this diagnosis? 
 
A.A.A.A. Platelets, 150,000/mm 
B. B. B. B. WBC, 150,000/mm 
C.C.C.C. Hematocrit, 40% 
D.D.D.D. Hemoglobin, 18.0 g/dL 
    
52.52.52.52.    A patient who has a diagnosis of metastatic cancer of the kidney is told by the physician that the 
kidney needs to be removed. The patient asks the nurse. “What should I do?” Which of the ff responses 
by the nurse would be most therapeutic? 
 
A.A.A.A. “Let’s talk about your options.” 
B. B. B. B. “You need to follow the doctor’s advice.” 
C.C.C.C. “What does your family want you to do?” 
D.D.D.D. “I wouldn’t have the surgery done without a second opinion.” 
    
53.53.53.53.    An adolescent who has sickle cell disease is planning to go camping. A nurse would advise the 
child that a crisis might be precipitated by 
 
A.A.A.A. Walking in the woods 
B. B. B. B. Fishing in a cold water stream 
C.C.C.C. Canoeing on a lake 
D.D.D.D. Cycling up mountain trails 
    
54.54.54.54.    A patient who has peptic ulcer disease is receiving sucralfate (Cerafate). The nurse should instruct 
the patient to take the medication 
 
A.A.A.A. 1 hr after meals 
B. B. B. B. Only at bedtime 
C.C.C.C. With meals 
D.D.D.D. Up to one hour before meals 
    
55.55.55.55.    A patient diagnosed with post-traumatic stress disorder is troubled by frequent nightmares. The 
patient asks the nurse, “What’s wrong with me?” Which of the ff responses by the nurse would be most 
therapeutic? 
 
A.A.A.A. “Many people experience intense reactions ff a frightening experience.” 
B.B.B.B. “Nightmares are a means of working off psychic energy.” 
C.C.C.C. “Nothing is wrong with you.” 
D.D.D.D. “Why do you think there’s something wrong with you?”    
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56.56.56.56.    Which of the ff statements, if made by a patient who is being discharged with a posterior nasal 
pack, indicates that the patient needs further instruction? 
 
A.A.A.A. “I will irrigate the packing daily.” 
B. B. B. B. “I will change the packing every 2 days.” 
C.C.C.C. “I will cough and deep breathe 4x a day.” 
D.D.D.D. “I will take antibiotics until the packing is removed.” 
    
57.57.57.57.    A nurse observes a colleague taking all of the ff actions when caring for a patient who has a 
leakage of cerebrospinal fluid from the nose. Which action would require further discussion? 
 
A.A.A.A. Placing the patient in low-Fowler’s position 
B.B.B.B. Assisting the patient to void on a bedpan 
C.C.C.C. Inserting gauze packing into the patient’s nose 
D.D.D.D. Shining a penlight into the patient’s eye 
    
58.58.58.58.    To which of the ff nursing diagnosis would a nurse give priority for a patient whose blood test 
reveals a white blood cell count of 3000mm? 
 
A.A.A.A. Risk for activity intolerance 
B. B. B. B. Impaired gas exchange 
C.C.C.C. Impaired tissue integrity 
D.D.D.D. Risks for infection 
    
59.59.59.59.    A patient is to receive an intramuscular injection of iron dextran (INFeD). Which of the ff steps 
should a nurse take before giving the injection? 
 
A.A.A.A. Rotate the medication vial for one minute prior to drawing the medication into the syringe 
B. B. B. B. Pull the skin to one side prior to inserting the needle 
C.C.C.C. Apply ice to the site prior to plunging the needle 
D.D.D.D. Change to a 25-gauge needle prior to administering the medication 
    
60.60.60.60.    A nurse would expect a typical preschool-age child to display which of the ff behaviors? 
 
A.A.A.A. Responding to requests by frequently using the term “no” 
B.B.B.B. Making change for a quarter 
C.C.C.C. Imitating behavior of significant adults during play 
D.D.D.D. Readily accepting a substitute babysitter 
    
61.61.61.61.    Test results indicate that your patient is HIV positive. The patient has stated that her choice of 
infant feeding is breast milk. Your postpartum plan of care should be based on the knowledge that 
 
A.A.A.A. Breastfeeding should be encouraged for all new mothers to foster maternal child  
                    bonding. 
B. B. B. B. Formula feeding should be encouraged because the mother is not likely to live long  
                    enough to successfully breastfeed the infant 
C.C.C.C. The mother’s HIV status should not influence her decision on how to feed her infant. 
D.D.D.D. Breastfeeding is contraindicated for HIV positive mothers 
    
62.62.62.62.    A nursing assistant tells the charge nurse that another nursing assistant never cleans up the utility 
room at the end of the shift. The most effective approach to resolving the conflict would be to 
 
A.A.A.A. Acknowledge that the nursing assistant who is supposed to clean the utility room may  
                feel overworked. 
B. B. B. B. Tell the nursing assistant who never helps clean that she needs to help 
C.C.C.C. Bring both parties together to discuss underlying issues of conflict 
D.D.D.D. Develop a schedule for rotating responsibility for the department’s utility room 
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63.63.63.63.    A patient is admitted to the unit with a tentative diagnosis of Hodgkin’s disease. Which of the ff 
findings are most significant in supporting this diagnosis? 
 
A.A.A.A. Change in mental status 
B. B. B. B. Dependent edema 
C.C.C.C. Distended abdomen 
D.D.D.D. Enlarged lymph nodes 
    
64.64.64.64.    Which of the ff statements, if made by a 44 yrs old female, would support a nursing diagnosis of 
knowledge deficit: early detection of breast cancer? 
 
A.A.A.A. “I should not examine my breast or have mammogram during my menstrual period.” 
B. B. B. B. “I include the underarm area when I examine my breasts.” 
C.C.C.C. “Women who practice regular breast examination find breast lumps earlier than  
                        women who do not.” 
D.D.D.D. “Breast self-examination is not necessary if I get regular mammograms.” 
    
65.65.65.65.    Which of the ff measures is most important when providing nursing care for a patient who has 
disseminated intravascular coagulation (DIC)? 
 
A.A.A.A. Avoiding intramuscular injections 
B. B. B. B. Limiting green, leafy vegetables 
C.C.C.C. Using automatic blood pressure cuffs 
D.D.D.D. Providing meticulous oral care 
    
66.66.66.66.    A patient does not swallow medication, but hold the tablet in her mouth until she is able to 
expectorate. The nurse should 
 
A.A.A.A. Discuss with the physician the use of aversion therapy    to promote patient compliance. 
B.B.B.B. Ask the physician for an order to change to an intramuscular form of the medication. 
C.C.C.C. Discuss with the physician the use of a liquid instead of a tablet. 
D. D. D. D. Ask the physician for an order to discontinue the medication. 
    
67.67.67.67.    A child has just undergone a shunting procedure for hydrocephalus. A nurse should question the 
placement of which of the ff patients in the child’s room? 
 
A.A.A.A. A child who has acute glomerulonephritis 
B. B. B. B. A child who has viral pneumonia 
C.C.C.C. A child who has infantile eczema 
D.D.D.D. A child who has undergone an appendectomy 
    
68.68.68.68.    A nurse should include which of the ff strategies in the care plan of a child who is receiving 
cyclophosphamide (CYTOXAN) for treatment of Hodgkin’s disease? 
 
A.A.A.A. Monitor the child’s intake and output 
B. B. B. B. Assess the child’s apical heart rate 
C.C.C.C. Place a footboard at the end of the child’s bed 
D.D.D.D. Evaluate the child’s hemoglobin level 
    
69.69.69.69.    A nurse teaches self-care management to a teenaged patient who is being treated for scoliosis 
using a Milwaukee brace. Which of the ff statements, if made by the patient, indicates a correct 
understanding of the instructions? 
 
A.A.A.A. “I can swim for 1 hr without brace.” 
B. B. B. B. “I must wear the brace over my jacket.” 
C.C.C.C. “I can remove the brace for sleeping.” 
D.D.D.D. “I must give up driving my car.” 
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70.70.70.70.    A Patient who has disseminated intravascular coagulation (DIC) is administered heparin sodium. 
Which of the ff responses, of identified in the patient, would indicate that the heparin is effective? 
 
A.A.A.A. Breath sounds clear to auscultation 
B.B.B.B. Stools negative for occult blood 
C.C.C.C. Pupils equal and reactive to light 
D.D.D.D. Oral mucosa pink and moist 
    
71.71.71.71.    Which of the ff manifestations would a nurse expect to identify when assessing a patient who has 
atrial fibrillation? 
 
A.A.A.A. Pounding headache 
B.B.B.B. Visual disturbances 
C.C.C.C. Irregular radial pulse 
D.D.D.D. Elevated blood pressure 
    
72.72.72.72.    A nurse should inform a patient who is taking hydrochlorothiazide (Hydrodiuril) that it is 
important to make which of the ff dietary changes? 
 
A.A.A.A. Limit green, leafy vegetables 
B. B. B. B. Drink plenty of tomato juice 
C.C.C.C. Decrease ingestion of red meat 
D.D.D.D. Increase intake of oranges 
    
73.73.73.73.    Which of the ff findings, if identified in a patient who is ad ministered procainamide 
hydrochloride (Procan SR), would indicate that the patient is experiencing an adverse effect of the 
medication? 
 
A.A.A.A. Butterfly rash on the face 
B. B. B. B. Blurring of visual fields 
C.C.C.C. dryness of the mouth 
D.D.D.D. Ringing in the ears 
    
74.74.74.74.    Which of the ff actions would a nurse take first when caring for a patient experiencing a cardiac 
arrest? 
 
A.A.A.A. Initiate cardiac monitoring 
BBBB. Provide intravenous access 
CCCC. Establish an open airway 
DDDD. Obtain a pulse oximetry reading 
    
75.75.75.75.    Which of the ff comments by a nurse would be most effective in dealing with a patient who has a 
diagnosis of severe (+3) anxiety? 
 
A.A.A.A. “Call me when you are calm enough to sit down” 
B.B.B.B. “Sit in this chair” 
C.C.C.C. Where would you like to sit?” 
D.D.D.D. “How would you feel about sitting down?” 
    
76.76.76.76.    At 33 weeks of pregnancy, a woman who has been treated for pregnancy induced hypertension 
is admitted to the hospital because her condition has not improved. She is placed on bed rest and started 
on magnesium sulfate therapy. Which of the ff assessment is essential for the nurse to make? 
 
A.A.A.A. Obtaining the woman’s weight daily 
B. B. B. B. Assessing the woman’s abdominal circumference 
C.C.C.C. Observing the woman for jaundice 
D.D.D.D. Checking the equality of the woman’s femoral pulses 
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77.77.77.77.    An infant has a temperature of 104 F (40.0 C) which of the ff interventions would be most 
effective in reducing the infant’s fever? 
 
A.A.A.A. Placing the infant in a cooling blanket 
B. B. B. B. Putting the infant in a tub of tepid water 
C.C.C.C. Administering the prescribed antipyretic to the infant 
D.D.D.D. sponging the infant with alcohol 
    
78.78.78.78.    Which of the ff comments by the spouse of a patient who abuses alcohol indicates a correct 
understanding of the term “Blockouts” as applied to alcoholism? 
 
A.A.A.A. “My spouse only drinks after work.’ 
B. B. B. B. “My spouse drinking causes him to forget some event.’ 
C.C.C.C. “My spouse becomes angry when he’s drinking.” 
D.D.D.D. “My spouse’s employer doesn’t know he drinks.’ 
    
79.79.79.79.    A nurse should assess a patient who has had a recent myocardial infarction for which of the ff 
symptoms of pericarditis? 
 
A.A.A.A. Dull pain while sitting 
B. B. B. B. Burning pain in the chest 
C.C.C.C. Throbbing pain radiating to the jaw 
D.D.D.D. Sharp pain on inspiration 
    
80.80.80.80.    Which expected outcome should be given priority    in the nursing care plan for a patient with 
adult respiratory distress syndrome (ARDS)? 
 
A.A.A.A. Systolic blood pressure greater than 90 mm Hg 
B. B. B. B. Oxygen saturation greater than 95% 
C.C.C.C. Respiration rate less than 20/min 
D.D.D.D. Heart rate less than 100/min 
    
81.81.81.81.    A patient who is connected to a cardiac monitor develops a heart rate of 40 bpm. Which of the 
following actions should a nurse take first? 
 
A.A.A.A. Establish intravenous access 
B. B. B. B. Call the physicians 
C.C.C.C. Check the patient’s blood pressure 
D.D.D.D. Position the patient flat in bed 
    
82.82.82.82.    A patient is brought to the emergency department following a severe automobile accident. By 
the time the patient’s spouse arrives, the patient has died. The spouse demands to see the body. Which of 
the ff responses should a nurse make/ 
 
A.A.A.A. “It would be best for you to talk to the doctor first.’ 
B. B. B. B. “Your really don’t want to see your spouse. The injuries are too severe.’ 
C.C.C.C. “If you wish, I will stay with you while you are with your spouse.” 
D.D.D.D. “You might want to talk to your children before you see your spouse.” 
    
83.83.83.83.    A community health nurse teaches a mother comfort measures for her 6 yrs old child who has 
varicella zoster. Which of the ff actions, if taken by the mother, requires further intervention? 
 
A.A.A.A. Applying a cortisone-based cream to the child’s lesions 
B. B. B. B. Patting the child’s lesions with calamine lotion 
C.C.C.C. Bathing the child in a tepid oatmeal bath 
D.D.D.D. Trimming the child’s fingernails very short. 
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84.84.84.84.    Before administering the measles, mumps and rubella (MMR) vaccine to a 12 yrs old child, it is 
essential that a nurse assess for an allergy to 
 
A.A.A.A. Peanuts 
B.B.B.B. Eggs 
C.C.C.C. Seafood 
D. D. D. D. Milk 
    
85.85.85.85.    A nurse is caring for a patient on a mechanical ventilator with positive end- expiratory pressure 
(PEED). 
 
A.A.A.A. Increase pulmonary vascular permeability 
B.B.B.B. Increase intrathoracic pressure 
C.C.C.C. Improve pulmonary tidal volume 
D.D.D.D. Maximize alveolar gas diffusion 
    
86.86.86.86.    A nurse is planning a community education presentation on domestic violence. Which of the ff 
factors should the nurse include? 
 
A.A.A.A. Instructions on harmonious living with a spouse 
B.B.B.B. The telephone number of the local safe house 
C.C.C.C. Ways to include the extended family 
D.D.D.D. Assertiveness training 
    
87.87.87.87.    A nurse is caring for a patient who has just had an endotracheal tube inserted. Which of the ff 
actions would the nurse take first? 
 
A.A.A.A. Inflate the cuff with appropriate volume 
B.B.B.B. Auscultate for bilateral breath sounds 
C.C.C.C. Tape the tube securely in place 
D.D.D.D. Suction for pulmonary secretions 
    
88.88.88.88.    When caring for a patient who is on a mechanical ventilator, the nurse should monitor the 
patient for which of the ff complications? 
 
A.A.A.A. Flail chest 
B. B. B. B. Pleural effusion 
C.C.C.C. Pneumothorax 
D.D.D.D. Pulmonary embolus 
    
89.89.89.89.    Which of the ff nursing interventions would be most effective in helping a parent who is grieving 
the loss of a young child? 
 
A.A.A.A. Schedule times to discuss family pictures with the parent 
B.B.B.B. Encourage the parent to have another child as soon as possible 
C.C.C.C. Recommend frequent periods of sleep during the day 
D.D.D.D. Distract the parent from thinking about the child 
    
90.90.90.90.    Which of the ff nursing actions should be carried out first when an patient requires tracheostomy 
care? 
 
A.A.A.A. Cleansing around the tracheostomy tube stoma 
B. B. B. B. Deflating the tracheostomy tube cuff 
C.C.C.C. Removing the inner cannula from the tracheostomy 
D.D.D.D. Suctioning the tracheostomy tube 
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91.91.91.91.    A nurse caring for a patient from a different culture notices that the patient did not eat the food 
on the meal tray. Which of the ff comments by the nurse demonstrate an understanding of cultural 
diversity? 
 
A.A.A.A. “What foods do you eat at home?” 
B. B. B. B. “You need to eat to keep up your strength.” 
C.C.C.C. “You will lose weight if you do not eat.’ 
D.D.D.D. “Why didn’t you tell me you don’t like hospital food?” 
    
92.92.92.92.    A 6 weeks old infant who has complex congenital heart defect is hospitalized and awaiting 
surgery. The infant experiences a hypercyanotic episode. Which of the ff actions would the nurse take 
first? 
 
A.A.A.A. Suction the infant 
B.B.B.B. Place infant in knee-chest position 
C.C.C.C. Hyperextend the infant’s neck 
D.D.D.D. Take a pulse oximetry reading on the infant 
    
93.93.93.93.    Which of the ff suggestions should a nurse make to a known poly-substance-abusing woman who 
is 18 weeks pregnant? 
 
A.A.A.A. “If you cannot stop taking drugs, you might consider terminating the pregnancy.” 
B.B.B.B. “You should stop using all drugs immediately before you baby develops birth  
                        defects.” 
C.C.C.C. “If you enter the drug treatment program now, your baby will be born healthy.” 
D.D.D.D. “It may not be possible for you to stop drugs completely, but you should consider  
                        limiting the drugs you use during pregnancy.” 
 
94.94.94.94.    Which of the ff complications are most likely to develop in a patient who is undergoing 
mechanical ventilation? 
 
A.A.A.A. Stress ulcers 
B. B. B. B. Paralytic ileus 
C.C.C.C. Urinary retention 
D.D.D.D. Peripheral neuropathy 
    
95.95.95.95.    Which of the ff statements, if made by a patient who is being discharged ff a lumbar 
laminerectomy, would indicate a correct understanding of the discharge instructions? 
 
A.A.A.A. “I will clean my incision daily with peroxide.” 
B. B. B. B. “I will only sit for short periods of time.” 
C.C.C.C. “I will eat foods that are low in fiber.” 
D.D.D.D. “I will wear an abdominal binder for support.” 
    
96.96.96.96.    A 2 yrs old is being discharged from the ambulatory surgery center 10 hrs after undergoing a 
tonsillectomy. Which of the ff findings would prompt the nurse to delay discharge? 
 
A.A.A.A. Complaints of pain 
B. B. B. B. Frequent swallowing 
C.C.C.C. Refusing to speak 
D.D.D.D. Continual mouth breathing 
    
97.97.97.97.    To which of the ff nursing diagnosis should a nurse give priority when planning care for a patient 
who is in cardiogenic shock? 
 
A.A.A.A. Risk for infection 
B. B. B. B. Altered nutrition: less than body requirements 
C.C.C.C. Altered tissue perfusion: peripheral 
D.D.D.D. Fluid volume deficit    
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98.98.98.98.    A nurse observes a colleague performing an assessment of a child who has a head injury by using 
the Glasgow coma scale. Which of the ff assessments, if performed by the colleague, indicates the 
colleague needs instruction regarding the use of this scale? 
 
A.A.A.A. Motor response 
B. B. B. B. Deep tendon reflexes 
C.C.C.C. Verbal ability 
D.D.D.D. Eye opening    
    
99.99.99.99.    Which of the ff statements, if made by a patient who has had a basal cell carcinoma removed, 
would indicate to the nurse the need for further instruction? 
 
A.A.A.A. “I will use sunscreen with at least a sun protection factor (SPF) of 15.” 
B. B. B. B. “I will use tanning booths rather than sunbathing from now on.” 
C.C.C.C. “I will stay out of the sun between 10:00 am and 2:00 pm.” 
D.D.D.D. “I will wear a broad-brimmed hat when I am in the sun.” 
    
100.100.100.100.    To which of the ff nursing diagnosis would a nurse give priority in the care of a patient whose 
blood test reveals a red blood cell count of 3.0 million/mm? 
 
A.A.A.A. Risk for activity intolerance 
B. B. B. B. Risk for fluid volume deficit 
C.C.C.C. Risk for impaired skin integrity 
D.D.D.D. Risk for infection 
    
101.101.101.101.    A man who has suicidal thoughts and dissatisfaction with his job is admitted to a psychiatric unit. 
Which of the ff approaches would be most likely to elicit his involvement in scheduled activities? 
 
A.A.A.A. Working with him during activities 
B. B. B. B. Asking him if he would like to participate in activities 
C.C.C.C. Waiting for him to show interest in activities 
D.D.D.D. Telling him the therapeutic importance of activities 
    
102.102.102.102.    Which of the ff factors, if present in a patient’s history, would indicate a predisposition for the 
development of polycystic kidney disease? 
 
A.A.A.A. Nephrotic syndrome 
B.B.B.B. Familial tendency 
C.C.C.C. Diabetes mellitus 
D.D.D.D. Cigarette smoking 
    
103.103.103.103.    The nurse should recognize that a patient whose blood test has revealed sickle-shaped 
erythrocytes is most at risk for which of the ff nursing diagnosis? 
 
A.A.A.A. Altered tissue perfusion 
B.B.B.B. Disuse syndrome 
C.C.C.C. Fluid volume overload 
D.D.D.D. Body image disturbance 
    
104.104.104.104.    To which of the ff nursing diagnosis should a nurse give priority in the care of a patient who has 
a history of transient ischemic attacks? 
 
A.A.A.A. Ineffective thermoregulation 
B. B. B. B. Decreased cardiac output 
C.C.C.C. Altered cerebral tissue perfusion 
D.D.D.D. Impaired gas exchange 
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105.105.105.105.    A 2 yrs old child who underwent abdominal surgery one day previously receives pain medication 
as prescribed. The child reports pain 30 mins later. Which of the ff actions should the nurse take? 
 
A.A.A.A. Ask the child to visualize a happy experience 
B.B.B.B. Ask the child to take several deep breaths 
C.C.C.C. Change the child’s position in bed 
D.D.D.D. Play the child’s favorite video tape 
    
106.106.106.106.    A nurse would assess a patient who has adrenal insufficiency for signs of Addison’s disease, which 
include 
 
A.A.A.A. Striae on the abdomen 
B. B. B. B. Acne lesions on the face 
C.C.C.C. Bronzed appearance of the skin 
D.D.D.D. Buffalo bump or the shoulders 
    
107.107.107.107.    A 7 yrs old child has a varicella zoster. A community health nurse teaches the child’s parent about 
over the counter medications that can be used to comfort the child. Which of the ff medications, if 
selected by the parents, would require further instruction? 
 
A.A.A.A. Grape-flavored diphenhydramine (Benadryl) elixir to reduce itching 
B.B.B.B. Acetylsalicylic acid (Aspirin) tablets to reduce fever 
C.C.C.C. Orange-flavored Ibuprofen (Pediaprofen) elixir to minimize discomfort 
D.D.D.D. A topical paste of baking soda and water to relieve itching 
    
108.108.108.108.    A postpartum patient delivered 2 hrs ago. During round the nurse finds that the patient has 
soaked a number of pads and is lying in a pool of blood. The  nurse’s first action should be to. 
 
A.A.A.A. Go to the door and call for help 
B.B.B.B. Place the patient in reverse trendelenberg position 
C.C.C.C. Increase the patient’s intravenous fluid rate 
D.D.D.D. Massage the patient’s fundus 
    
109.109.109.109.    Which of the laboratory results is important for the nurse to monitor in a patient who has 
multiple mycloma? 
 
A.A.A.A. Urinary 17-kelosteroids 
B. B. B. B. Serum Potassium 
C.C.C.C. Serum Calcium 
D.D.D.D. Urine osmolarity 
    
110.110.110.110.    A child who is diagnosed with pharyngitis has a negative throat culture. The child’s parent asks 
the nurse, “Why didn’t the doctor give my child a prescription for antibiotics?” The nurse’s response 
should be based on the understanding that 
 
A.A.A.A. Antibiotics are not effective against viral illnesses 
B. B. B. B. Viral throat infections can be painful therefore, they may seem serious to children and their families 
C.C.C.C. Bacterial infection, rather than viral infection, causes an elevation in temperature 
D.D.D.D. Antibiotics are prescribed only if the infection last for more than one week 
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COMPREHENIVE HAAD/PROMETRIC EXAMINATION COMPREHENIVE HAAD/PROMETRIC EXAMINATION COMPREHENIVE HAAD/PROMETRIC EXAMINATION COMPREHENIVE HAAD/PROMETRIC EXAMINATION 
ANSWERS AND RATIONALESANSWERS AND RATIONALESANSWERS AND RATIONALESANSWERS AND RATIONALES    

    
1.1.1.1.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. The pain medication should be administered before the pain begins to increase rather than when it 
becomes severe. When administered in this manner, the patient usually requires far less pain medication. 
The patient’s order permits the morphine after 8 hrs. The nurse should begin a schedule of every 10 hrs 
rather than every 12 hrs. 
A.A.A.A. The p.r.n. injection is for severe pain. There is breakthrough pain occurring but there is no indication 
that it is severe. 
B.B.B.B. The patients is having breakthrough pain after 1 hr. The oral medication needs to be administered 
more frequently than every 12 hrs. 
D.D.D.D. There is no need to notify the physician since the orders already written cover this situation. The nurse 
should chart the change in medication administration as well as the outcome of the new medication 
schedule. Withholding the analgesic will make the pain more severe and should not be done. 
    
2.2.2.2.    Answer : BAnswer : BAnswer : BAnswer : B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The return of cloudy dialysate fluid usually indicates the presence of infection. The nurse should take 
the patient’s vital signs to determine if the patient has temperature and notify the physician. 
A.A.A.A. Clear yellow output is a normal finding and would not need to be reported to the physician 
immediately. 
C.C.C.C. The patient may experience some slight cramping due to the pressure of the dialysis solution. 
D. D. D. D. Output does not always equal input on every dialysis exchange. The overall pattern of instillation and 
output should be assessed. A drainage output of 50 cc’s less than installed is not unusual. 
    
3.3.3.3.    Answer : BAnswer : BAnswer : BAnswer : B    
Rationale:Rationale:Rationale:Rationale:    
B.B.B.B. Respiratory alkalosis is due to hyperventilation, which causes excessive “blowing off” of carbon dioxide 
and, hence, a decrease in plasma carbonic acid concentration. 
A.A.A.A. Chronic obstructive pulmonary disease is associated with respiratory acidosis since the patient retains 
carbon dioxide. 
C.C.C.C. Frequent loose stools (diarrhea) can cause normal anion gap acidosis (metabolic acidosis) 
D.D.D.D. Hiatal hernia is not associated with a blood gas abnormality. However, excessive ingestion of antacids 
containing bicarbonate can cause metabolic alkalosis. 
    
4.4.4.4.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Wilms tumor, or neuroblastoma, is the most frequent intra-abdominal tumor of childhood and the 
most common type of cancer. Preoperatively it is important that the tumor is not palpated unless 
absolutely necessary, since manipulation of the tumor may case dissemination of cancer cell so to adjacent 
and distal sites. 
B and D. B and D. B and D. B and D. Preoperative care includes temperature monitoring and intake and output measurement. 
C.C.C.C. The child’s blood pressure is assessed frequently since hypertension from excess rennin production in 
the kidney is a possibility. 
    
5.5.5.5.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Patients experiencing ideas of reference frequently misinterpret the messages of the others or give 
meaning to the communications of the others. Patients believe that certain events, situations or 
interactions are directly related to them. 
B, C and D. B, C and D. B, C and D. B, C and D. None of these patient statements illustrates the concept of ideas of reference. All of the 
statements are appropriate. 
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6.6.6.6.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Chronic respiratory acidosis occurs with pulmonary disease such as chronic emphysema and bronchitis, 
obstructive sleep apnea and obesity. 
B. B. B. B. Respiratory alkalosis is always due to hyperventilation. 
C.C.C.C. Normal anion gap acidosis (metabolic acidosis) results from direct loss of bicarbonate, as in diarrhea 
D.D.D.D. Achalasia is not identified as contributing to any acid-based disorder. Achalasia is a disorder in which 
the lower esophageal muscles and sphincter fail to relax appropriately in response to swallowing. 
    
7.7.7.7.    Answer : DAnswer : DAnswer : DAnswer : D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Signs of an infected episiotomy include pain, redness, warmth, swelling and discharge. 
A.A.A.A. Hormonal changes cause an increase in renal function during pregnancy. Decreased steroid levels may 
partially explain the reduction of renal function in the postpartum period. 
B.B.B.B. Spontaneous bowel evacuation may be delayed up to two to three days after childbirth. 
C.C.C.C. Lochia rubra begins to turn brown after 3 to 4 days after childbirth. 
    
8.8.8.8.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D.D.D.D. Rice cereal is usually introduced first, at 5 to 6 mos of age, because of its low allergenic potential. 
Wheat products should be avoided for the first 12 mos of life. 
A.A.A.A. Poached egg would be introduced between eight and 12 mos of age, as would plain, low fat yogurt 
and meat. 
B.B.B.B. Strained peaches would be introduced between 7 and 12 mos of age. 
C.C.C.C. Strained vegetables would be introduced between 6 and 12 mos of age 
    
9.9.9.9.    Answer : BAnswer : BAnswer : BAnswer : B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The post-pneumonectomy position is on the back or operated side only. The patient is not allowed to 
lie with the operated side uppermost because the bronchial stump might open, causing fluid to drain into 
the unoperated side. Lying on the back or operated side also allows for maximum expansion of the 
unaffected lung. The nurse should intervene if the aide is positioning the patient incorrectly. 
A, C and D.A, C and D.A, C and D.A, C and D. All of these are appropriate actions by the aide and do not require intervention by the nurse. 
    
10.10.10.10.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Bronchial and bronchovesicular sounds that are audible in the lungs signify pathology. Usually they 
indicate consolidated areas in the lungs (e.g. pneumonia, heart failure) and necessitate further evaluation. 
A.A.A.A. Paradoxical chest movement is not identified as a symptom of pneumonia. It indicates flail chest. 
B.B.B.B. Eupnea is normal, quiet breathing 
D.D.D.D. Kussmaul breathing is deep, rapid breathing, a dyspnea occurring in paroxysms and often preceding 
diabetic coma. 
    
11.11.11.11.    Answer : DAnswer : DAnswer : DAnswer : D    
Rationale:Rationale:Rationale:Rationale:    
D.D.D.D. There is moderate to severe edema in venous insufficiency. The patient would exhibit edema of the 
ankles. 
A.A.A.A. There is an aching, cramping type of pain in venous insufficiency. Paresthesias are present in arterial 
insufficiency. 
B.B.B.B. Bounding pedal pulses are not identified as an manifestation of venous insufficiency. They indicate 
good arterial blood flow. 
C.C.C.C. Intermittent claudication is a manifestation of arterial insufficiency 
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12.12.12.12.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. This response encourages the teenager to elaborate about his body image. 
A.A.A.A. Hair loss is a side effect of chemotherapy and not an indicator of the effectiveness of treatment. 
B.B.B.B. This response may help the teenage to identify with someone else who does not have hair, but it 
should not be the nurse’s initial response. 
D.D.D.D. The nurse can tell other suggestions for how to handle the hair loss, but the nurse’s initial response 
should be directed toward getting the patient to talk about his feelings. 
    
13.13.13.13.    Answer : BAnswer : BAnswer : BAnswer : B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The patient detoxifying from alcohol and other drugs experiences anxiety because the patient’s usual 
coping mechanism is removed. Consequently, the patient will often use any method to obtain a drug, 
including feigning illness. When the patient complains, he/she should be assesses for the presence of a 
physical illness. In the absence of illness, the patient’s behavior can be seen as an attempt to control the 
anxiety. 
A.A.A.A. The patient is usually more concerned with his/her own needs rather than the feelings of staff 
C.C.C.C. The patient’s physical examination was negative 
D.D.D.D. The patient is using the same coping strategy as before, i.e. reliance on a drug to control the anxiety. 
The patient needs to learn alternate methods of coping 
    
14.14.14.14.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Patients with hepatic encephalopathy are on a very low protein or no-protein diet. Foods high in 
protein, such as eggs, need to be restricted. 
A, B and C.A, B and C.A, B and C.A, B and C. Pasta without meat sauce, spinach and fresh fruit are acceptable food choices for the patient 
with hepatic encephalopathy 
    
15.15.15.15.    Answer : AAnswer : AAnswer : AAnswer : A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Hemorrhage may occur up to 10 days after surgery as a result of tissue sloughing from the healing 
process. Any sign of bleeding warrants immediate medical attention. 
B, C and D. B, C and D. B, C and D. B, C and D. None of these measures will stop post tonsillectomy hemorrhage. The first priority is medical 
attention. 
 
16.16.16.16.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A. A. A. A. Completing an assigned task indicates that the patient’s anxiety is under greater control, that his 
concentration has improved, and that he can tolerate focusing on an activity. 
B. B. B. B. Frequently apologizing for behavior indicates that the patient is still not able to control his impulses. 
C.C.C.C. Often the hyperactive patient, experiences exhaustion and falls asleep. Napping does not indicate that 
the hyperactivity is under control. 
D.D.D.D. Often this type of interest is intrusive and indicates an inability to set limits on one’s own behavior. 
    
17.17.17.17.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C.C.C.C. Irregular bluish discoloration over the infant’s sacrum and buttocks is normal in dark-skinned infants. It 
is called the Mongolian spot. 
A.A.A.A. Mongolian spots are normal in dark-skinned infants and are not a sign of child abuse. 
B.B.B.B. Mongolian spots are normal and not the manifestation of a bleeding disorder. 
D.D.D.D. Mongolian spots are not the result of a traumatic birth injury. 
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18.18.18.18.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Vomiting commonly occurs in conjunction with respiratory illness in young children. 
A.A.A.A. Vomiting in acute respiratory infections does not necessarily mean that the child has a gastrointestinal 
infection. 
B.B.B.B.  Children with respiratory infections often have a poor intake. Drinking too much fluid is an unlikely 
cause of vomiting in the child. 
C.C.C.C. Vomiting is a sign of mobilizing the secretions that the children usually swallow. 
    
19.19.19.19.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A. A. A. A. Intramuscular pain medication should be administered as ordered in the immediate postoperative 
period so that the pain does not become severe and interfere with recovery.  
B. B. B. B. Deep breathing encourages lung expansion but does not relieve incisional pain. 
C. C. C. C. The prone position would not be comfortable for the patient if there is an abdominal or chest incision. 
D. D. D. D. Tylenol usually is not strong enough to relieve incisional pain in the immediate postoperative period. 
Medication is administered intramuscularly or intravenously until the patients is fully reactive and no 
longer NPO. 
 
20.20.20.20.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Initial treatment of epistaxis includes applying direct pressure by pinching the soft, outer portion of the 
nose against the midline septum. 
A and B.A and B.A and B.A and B. The patient should sit with the head tilted forward to prevent aspiration. 
D.D.D.D. Ice or cool compresses can be applied to the nose. If bleeding is from the anterior nasal cavity, then 
anterior packing is used in treatment. 
    
21.21.21.21.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Pain while walking is a sign of intermittent claudication and arterial insufficiency. 
B. B. B. B. There is a minimal swelling associated with peripheral arterial occlusive. Swelling occurs with venous 
insufficiency. 
C.C.C.C. Complaints of pain in the calf on dorsiflexion of the foot is a positive Homan’s sign, and is diagnostic 
of thrombophlebitis. 
D.D.D.D. The client with peripheral arterial insufficiency has skin with a cool to cold temperature. 
    
22.22.22.22.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Lochia serosa (pink or brown) begins three to four days after childbirth and continues to about 10 days, 
when it changes  to lochia alba, a yellow to white discharge. 
A.A.A.A. Clots are described only with lochia rubra (dark red) which occurs up to three to four days after 
delivery. 
C.C.C.C. Clots are not described with lochia serosa (pink). 
D.D.D.D. Lochia alba occurs 10 days after delivery. 
    
23.23.23.23.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. The treatment for varicosities of the vulva is to place a pillow under the buttocks several times a day to 
elevate the pelvis or to assume an elevated Sim’s position. 
B. B. B. B. A pregnant woman will be unable to lie prone due to her gravid uterus. 
C.C.C.C. No pressure should be applied to the perineum. Varicosities can be relieved by lying down as often as 
possible and minimizing standing. 
D.D.D.D. Lanolin cream is applied to cracked nipples in the breastfeeding mother. It is not used in the treatment 
of varicosities. 
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24.24.24.24.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Interventions for patients experiencing septic shock include correcting the conditions contributing to 
the shock, and preventing complications. Increasing IV fluid will help to control the fluid volume deficit 
associated with septic shock. 
A, B and C.A, B and C.A, B and C.A, B and C. There is no indication that these measures are a priority in the care of a patient with septic 
shock. 
    
25.25.25.25.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D.D.D.D. Side effects of radiation to the upper and middle thirds of the esophagus include retrosternal 
discomfort, pain on swallowing, increased salivation and nausea. 
A, B and C.A, B and C.A, B and C.A, B and C. Peripheral neuropathy, gingival hyperplasia and alopecia are not side effects of radiation to 
the esophagus. 
    
26.26.26.26.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. The nurse should assess the patient with multiple myeloma for pathologic fractures of the ribs and 
weight bearing bones and compression fractures of the spine due to osteoporosis. These may be 
evidenced by sudden, severe pain usually related to bending or lifting. 
B, C and D. B, C and D. B, C and D. B, C and D. These options are not identified as clinical manifestations of multiple myeloma. 
    
27.27.27.27.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Boundaries around confidentiality and privacy should be established at the beginning of the interview 
so that adolescents feel that they can discuss sensitive topics. Ensuring confidentiality is one of the most 
essential ingredients for establishing a trusting relationship. This is particularly essential in sensitive 
situations such as those involving substances use, sexual concerns or abuse. 
A, B and C.A, B and C.A, B and C.A, B and C. Nutrition, safety and education may be of interest to adolescents but are not the primary 
concerns. 
    
28.28.28.28.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C.C.C.C. Pertussis vaccine is not given to children seven years of age or older because the risk related to 
receiving the vaccine increases as the incidence, severity and fatality of the disease decrease. 
A, B and D.A, B and D.A, B and D.A, B and D. Polio, measles and mumps vaccines are appropriate. 
    
29.29.29.29.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. The nurse should orient thee patient to reality by reminding the patient that her husband died six years 
ago. The nurse should then move on to the activity at hand. 
B. B. B. B. This response is harsh.  The patient should be told when events occurred, not just that they happened. 
C.C.C.C. This response does not present an accurate picture of reality and is not appropriate. 
D.D.D.D. The patient should not be asked for an explanation but should be reminded that her spouse died six 
years ago. 
    
30.30.30.30.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B.B.B.B. Warm, flushed skin is an integumentary finding of septic shock. 
A.A.A.A. Tachycardia, rather than bradycardia, is a cardiovascular finding of septic shock. 
C.C.C.C. Cool, clammy skin is found in hypovolemic shock 
D.D.D.D. No murmur or gallop is auscultated during septic shock. 
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31.31.31.31.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The dose of digoxin should be withheld and the doctor notified if the patient’s pulse if <60 or> 110, 
or if the patient experiences anorexia, nausea, vomiting, sudden weight gain or edema. Blurred vision and 
seeing green or yellow halos around objects should be reported. 
A.A.A.A. Ringing in the ears is a side effect of Aspirin therapy. 
C and D.C and D.C and D.C and D. Bruising and sensitivity to sunlight are not side effects of digoxin. 
    
32.32.32.32.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Women with cystic fibrosis may have lessened fertility from the inability of sperm to migrate through 
viscid cervical mucus. Other reasons for possible infertility are malnutrition and chronic infection. 
A.A.A.A. Cystic fibrosis affects fertility but does not necessarily cause sterility in females. 
B.B.B.B. Cystic fibrosis does not necessarily lead to higher incidence of spontaneous abortion. 
D.D.D.D. Cystic fibrosis does affect the reproductive system, often causing decreased fertility in female patients. 
    
33.33.33.33.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Instruct the patient and the family to observe the skin daily for changes and to maintain good foot 
care. 
A.A.A.A. The patient legs should be elevated to promote venous return. 
B.B.B.B. The patient should avoid direct heat application to the extremities. 
D.D.D.D. The patient should avoid standing or sitting in one position for lengthy periods of time. 
    
34.34.34.34.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. A rise of 30 mmHg in systolic blood pressure or a diastolic increase of 15 mmHg is cause for concern 
by the nurse. These changes are associated with mild preeclampsia. 
A.A.A.A. Dyspnea is normal as the increasing size of the gravid uterus pushes up on the mother’s diaphragm. 
B.B.B.B. Due to increasing blood pressure, the mother may be craving salty foods but should be cautioned 
against a high sodium intake. 
D.D.D.D. A sudden weight gain of four pounds per week or any gain over one pound a week during the second 
and third trimesters would be of concern to the nurse. 
    
35.35.35.35.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Co-dependents try to control events and people around them. The fact that the women is encouraging 
her daughter to make her own breakfast, rather than making it for her, shows that the interventions have 
been successful. 
B, C and D.B, C and D.B, C and D.B, C and D. All of these responses demonstrate co-dependency rather than improvement in the patient. 
    
36.36.36.36.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Increased protection against wild polio virus by oral polio virus vaccine (OPV) occurs because this 
vaccine immunizes the gastrointestinal tract. Shedding of OPV is a danger to contacts who are immuno-
compromised, such as patients with AIDS. For this reason the injectable form of the polio vaccine is given. 
A.A.A.A. The vaccine is given by injection to avoid viral shedding and not because of absorption. 
B.B.B.B. Oral polio vaccine is more effective in preventing the spread of wild polio viruses than the injectable 
form. 
D.D.D.D. Oral polio virus vaccines has caused vaccine-related paralysis in both recipients and contacts. Because 
of the greater risk of vaccine-related paralysis in children with immunodeficiency disease, injectable polio 
vaccine is the treatment of choice for immunocompromised children and any close contacts because it 
does not have a history of causing vaccine related paralysis. 
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37.37.37.37.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Careful monitoring of the patient’s reported symptoms, vital signs, weight and fluid and electrolyte 
balance is essential to determine the patient’s progress and return to a pre-crisis state. 
A and D.A and D.A and D.A and D. These nursing measures are not a priority when caring for a patient with Addison’s disease. 
B.B.B.B. Hyperglycemia is found in hyperadrenalism (Cushing syndrome). 
    
38.38.38.38.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Information on community resources should be made available to patients and families alike. Family 
education and family therapy are known to diminish the negative effects of family life on schizophrenics. 
A and C.A and C.A and C.A and C. Patients and families should be made aware that schizophrenia is a relapsing disorder. 
D.D.D.D. When schizophrenic patient return to a family environment consisting of warmth, concern and 
support, a relapse is less likely to occur. 
    
39.39.39.39.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Septic shock can be caused by any microorganism. Obtaining specimens for culture should be done 
prior to the administration of antibiotic therapy. 
B. B. B. B. After obtaining a culture, antibiotic therapy is usually instituted. 
C and D.C and D.C and D.C and D. A Foley catheter and anti-embolism stocking are not indicated in the treatment of septic shock. 
    
40.40.40.40.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale: Rationale: Rationale: Rationale:     
A.A.A.A. Manifestation such as periorbital edema, dark-colored urine and decreased urinary output indicate 
glomerulonephritis, which occurs after a streptococcal infection. 
B and D.B and D.B and D.B and D. Shortness of breath and fatigue are not generally related to glomerulonephritis 
C.C.C.C. Glomerulonephritis is not related to a history of liver disease in the family. 
    
41.41.41.41.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Some women experience a localized lower abdominal pain called mittelschmerz that coincides with 
ovulation. 
A, B and C.A, B and C.A, B and C.A, B and C. Nausea, vomiting, heavy menstrual flow, low grade fever and malaise are not indicative of 
mittelschmerz. 
    
42.42.42.42.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Contractions are timed from the beginning of one contraction to the beginning of the next 
contraction. 
B, C and D. B, C and D. B, C and D. B, C and D. These are incorrect ways of timing contractions and would require additional teaching by the 
nurse. 
    
43.43.43.43.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Exposure of nipple to air help to toughen the tissue and decrease the risk of sore nipples. 
A.A.A.A. Nipple shield are not used routinely by breastfeeding mothers. 
B.B.B.B. Soap should be avoided. Water only is needed to keep the nipple clean. 
D.D.D.D. No antiseptic creams should be used on the nipples. 
    
44.44.44.44.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Henatocrit levels above 47% in females and 52% in males are indicative of dehydration that can result 
from hypovolemic shock. 
A.A.A.A. A potassium level above the normal of 3.5-5 mEq/L is not due to hypovolemic shock. 
C.C.C.C. When hypovolemic shock is due to dehydration, such as with vomiting and diarrhea, the hemoglobin 
value is elevated, not decreased. 
D.D.D.D. Hypercalcemia is not the result of hypovolemic shock due to vomiting and diarrhea. 
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45.45.45.45.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. In highly vascular areas, blood flow may become so slow that stasis occurs causing thrombosis in small 
vessels. 
A and D.A and D.A and D.A and D. Polycythemia vera has not been documented as a cause of dysrhythmias or decubitus ulcers. 
B.B.B.B. An increased demand on the pumping action of the heart results in hypertension, not hypotension. 
    
46.46.46.46.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Community education should indicate that when walking at night or in an isolated area, the best rape 
prevention strategy is not to walk alone. 
A.A.A.A. Rape occurs in both urban and rural areas. 
B.B.B.B. No age group is immune from rape. 
D.D.D.D. Rape is an act of anger, rather than a sexual act. 
    
47.47.47.47.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The main sources of folic acid are green, leafy vegetables. This includes vegetables such as spinach, 
broccoli, kale and turnip, mustard, collard, dandelion and beet greens. 
A, C and D.A, C and D.A, C and D.A, C and D. Peas, squash and carrots are not primary sources of folic acid. 
    
48.48.48.48.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. The irradiated area should be cleansed daily with water, or with a mild soap and water. 
A.A.A.A. The irradiated areas does not need to be covered with a dressing. 
B.B.B.B. The involved area needs only to be cleansed with water and not with saline solution. 
C.C.C.C. Powders, ointments, lotions and creams are not be used on the irradiated site unless ordered by the 
physician. 
    
49.49.49.49.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. All care should be carefully documented on the chart, which becomes a legal document. The chart may 
be subpoenaed in court and only that care which is documented is considered to have actually been 
done. 
B. B. B. B. Delegating routine care to other personnel is not an appropriate response by the nurse. The nurse 
should continue to care for the family unless requested not to do so. 
C.C.C.C. Going into the room only when called indicates avoidance of the situation and may be misconstrued 
by the family. 
D.D.D.D. The hospital legal advisor should be made aware of the situation but does not need to be contracted 
prior to care. 
    
50.50.50.50.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Respiratory synctial virus is the causative organism in bronchiolitis. Good handwashing techniques are 
essential to prevent the spread of the virus. 
A, B and D.A, B and D.A, B and D.A, B and D. Rest, oxygen and hydration are the essential aspects of care for the infant with respiratory 
synctial virus. A cool must humidifier is recommended if the room air is dry. Visitors do not have to be 
limited, but the family should be aware that the infant probably will be fatigued, irritable, anxious and 
unable to eat or sleep. 
    
51.51.51.51.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B.B.B.B. The WBC count is usually quite high in leukemia. A normal level is 4500-10,000 mm³. 
A.A.A.A. The platelet count is decreased in leukemia. This is normal count. 
C.C.C.C. In leukemia the hematocrit would be decreased, and this is a normal value 
D.D.D.D. In leukemia the hemoglobin would be decreased, and not increased. 
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52.52.52.52.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. The nurse should provide an opportunity for the patient to ventilate and to discuss her concern. This 
response lets the patient know that there are care options and allows for discussion of treatment. 
B.B.B.B. This response minimizes the patient’s participation in her own treatment plan. 
C.C.C.C. The most important issue in this situation is what the patient wants to do. 
D.D.D.D. A second opinion might be encouraged but the best response by the nurse is to encourage the patient 
to talk about her concerns. 
    
53.53.53.53.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. In sickle cell anemia, the goal is to minimize tissue deoxygenation. The adolescent should be instructed  
to include frequent rest periods during physical activities, avoid contact sports if the spleen is enlarged, 
avoid environments for low oxygen concentration, such as high altitudes or non-pressurized airplanes, 
and avoid known sources of infection. 
A, B and C.A, B and C.A, B and C.A, B and C. None of these activities are particularly strenuous. The adolescent should be advised to 
include frequent rest periods when active. The most likely activity to precipitate    sickle cell crisis during this 
vacation is cycling up mountain trails because of the elevation of the mountains. 
    
54.54.54.54.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Carafate should be administered on an empty stomach, one hour before meals and at bedtime. 
A, B and C.A, B and C.A, B and C.A, B and C. Carafate is changed by stomach acid into a viscous material that binds to proteins in ulcerated 
tissue. This protects ulcers from the destructive action of the digestive enzyme pepsin. Carafate does not 
neutralize stomach acid, nor does it inhibit acid secretion. It should be given before meal time so that it 
can be activated by stomach acid and coat the ulcer. 
    
55.55.55.55.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Diagnostic criteria for post traumatic stress disorder include exposure to a traumatic event in which the 
person was confronted with actual or threatened death, and the person experienced fear, helplessness 
and or horror. 
B. B. B. B. This response does not reply to the patient’s question and does not let the patient know why the 
nightmares are occurring. 
C.C.C.C. This response negates the patient’s feeling and concerns. 
D.D.D.D. This response minimizes the patient’s awareness that there is a problem. 
    
56.56.56.56.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D.D.D.D. Antibiotics are used to prevent toxic shock syndrome and sinusitis in patients with nasal packing. 
A and B.A and B.A and B.A and B. These options are not documented as interventions following insertion of posterior nasal 
packing. The packing when inserted, is positioned above the pharynx. If if slips from position, it can cause 
airway obstruction. 
C.C.C.C. With posterior nasal packing in place, the patient will be mouth breathing. Gag and cough reflexes 
should be maintained. Precautions should be taken so that the packing does not slip and cause airway 
obstruction. 
    
57.57.57.57.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C.C.C.C. The nurse should not insert gauze packing into the nose of a patient. The nurse should further discuss 
this action with the colleague. 
A, B and D.A, B and D.A, B and D.A, B and D. Positioning a patient, assisting with voiding and checking papillary response to light are 
appropriate nursing interventions that do not warrant further discussion with the nurse’s colleague. 
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58.58.58.58.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D.D.D.D. The decrease in white blood cells (leucopenia) places the patient at risk for infection. The white blood 
cells are the first line of defense against invading organisms. 
A.A.A.A. Risk for activity intolerance is usually associated with a decrease in red blood cells. 
B.B.B.B. Impaired gas exchange is seen in respiratory disorders such as pneumonia. 
C.C.C.C. Impaired tissue integrity is seen in decreased perfusion of tissues. 
    
59.59.59.59.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The Z-track method of injection is used to administer iron dextran. The skin should be pulled sideways 
away from the muscle. 
A.A.A.A. The medication vial does not need to be rotated for one minute prior to injection. 
C.C.C.C. Ice should not be applied to the site prior to administration and may cause delay in absorption of the 
medication. 
D.D.D.D. The needle should be changed to a 22-gauge needle, two to three inches long. 
    
60.60.60.60.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. The preschooler characteristically is initiative, especially in faithfully reproducing the behavior of 
significant adults. 
A.A.A.A. Toddler hood is the period of the “terrible twos”. A time of exploration of the environment as the 
child learns how things work, what the word “no” means and the power of temper tantrums. 
B.B.B.B. School-age children have the mental ability to make change out of a quarter by seven years of age. 
D.D.D.D. During the preschool period the individuation- separation process is complete. Preschoolers relate to 
unfamiliar people easily and tolerate brief separations from patents. 
    
61.61.61.61.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D.D.D.D. Transmission of HIV to the fetus or neonate can occur transplacentally and less often by blood and 
vaginal secretions during delivery and/or via breast milk. 
A.A.A.A. Breastfeeding would be contraindicated because of the possibility  of transmitting the virus through the 
milk. 
B.B.B.B. Formula-feeding would be encouraged to prevent transmission of HIV, not because the mother may 
die. 
C.C.C.C. The mother should consider her HIV status when deciding whether or not breastfeed her infant. 
    
62.62.62.62.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Bringing both parties together is the most effective strategy for discussing the issues and developing a 
plan to resolve them. Both parties have an opportunity to express themselves, have the same information 
from the charge nurse, and can be involved in, and have responsibility for, the resolution. 
A.A.A.A. This option does not provide resolution of the conflict and may be perceived as taking sides. 
B.B.B.B. This option puts responsibility for resolving the conflict on the charge nurse, rather than those involved 
in the situation. 
D.D.D.D. This solution may resolve the situation for a time, but it does not address the underlying conflict. 
    
63.63.63.63.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Hodgkin’s disease usually originates in single lymph node, or a single chain of lymph nodes. 
A, B and C.A, B and C.A, B and C.A, B and C. While these manifestations may occur, they are not specific to Hodgkin’s disease. Dependent 
edema and a distended abdomen are found in the conditions associated with fluid volume excess. 
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64.64.64.64.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D.D.D.D. Current guidelines include breast self-examination (BSE) starting at age 20; physical examination of the 
breasts by a trained professional every three years during ages 20 to 40 and every year thereafter; and 
screening mammography ages 40 to 49 every one to two years, and annually thereafter. 
A.A.A.A. The best time for pre-menopausal women to examine their breasts in seven days after the start of 
menstruation. 
B.B.B.B. The entire breasts, axilla and clavicle should be examined. 
C.C.C.C. Approximately 90 percent of palpable lesions in the breast are found by the woman herself while 
doing BSE. 
    
65.65.65.65.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Patients with disseminated intravascular clotting (DIC) develop a bleeding disorder, and may bleed 
from mucous membranes, venipuncture sites and the gastrointestinal and urinary tracts. Intramuscular 
injection should be avoided. 
B, C and D. B, C and D. B, C and D. B, C and D. Dietary restrictions, used of automatic blood pressure cuffs and meticulous oral care are not 
the most important nursing measures for the patient with DIC. 
    
66.66.66.66.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. The patient should be observed when medication is administered to ensure that the drug is swallowed 
and not held in the patient’s cheek and discharged later. Giving a liquid form of the drug makes it much 
more difficult of the patient to “cheek” the medication. 
A.A.A.A. Aversion therapy would discourage the patient from taking medication. 
B.B.B.B. Changing to an intramuscular form of the medication should not be done until other forms, such as 
liquid, have been tired. 
D.D.D.D. Other forms of the medication should be tried before considering discontinuation of a medication. 
    
67.67.67.67.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B.B.B.B. Developing infection is the greatest hazard following a shunting procedure. The nurse should be on the 
alert for potential sources of infection. The patient with a shunt should not be place with a patient who 
has viral pneumonia. 
A, C and D.A, C and D.A, C and D.A, C and D. Patients with acute glomerulonephritis and infantile eczema and patients who have 
undergone an appendectomy do not pose a threat to the patient with a shunt. 
    
68.68.68.68.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A. A. A. A. Intake and output should be monitored. To prevent the development of hemorrhagic cystitis, fluid 
intake should be 1000-2000 ml/day. 
B. B. B. B. There is no indication for the necessity of monitoring apical pulse rate. 
C. C. C. C. Foot drop is a complication of treatment with vincristine (Oncovine). 
D. D. D. D. Administration of cyclophosphamide rarely causes anemia. 
 
69.69.69.69.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Swimming strengthens muscles. The brace can be removed for one hour each day for swimming. 
B.B.B.B. The brace can be worn over a t-shirt only. 
C.C.C.C. The brace must be worn for 23 hours a day, seven days a week. 
D.D.D.D. There is no indication that driving a car is contraindicated when wearing the brace. 
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70.70.70.70.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Indications of effective treatment with heparin are a return of clotting test to normal and decrease in 
hemorrhagic manifestations. Stools negative for occult blood is an indication of effectiveness of treatment. 
A, C and D.A, C and D.A, C and D.A, C and D. Clear breath sounds, pupils equal and reactive to light and pink, moist mucous membranes 
are not indicators of the effectiveness of heparin therapy. 
    
71.71.71.71.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Atrial fibrillation is characterized by an irregular atrial and ventricular rhythm. 
A and B.A and B.A and B.A and B. A pounding headache and visual disturbances are not manifestations of atrial fibrillation. 
D.D.D.D. Low, rather than high, blood pressure would be observed in atrial fibrillation. 
    
72.72.72.72.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Hydrochlorothiazide can cause hypokalemia. Oranges are a good source of potassium replacement 
and should not be restricted in the diet. 
A.A.A.A. Green, leafy vegetables are a source of postpartum and should not be limited. 
B.B.B.B. Tomato juice is not recommended because it has a high sodium content. 
C.C.C.C. There is no recommendation related to ingestion of red meat while taking hydrochlorothiazide. 
    
73.73.73.73.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Development of a butterfly rash is an effect to Pronestyl administration. 
B, C and D. B, C and D. B, C and D. B, C and D. Hypotension, decreased cardiac output, gastrointestinal distress, allergy, ventricular 
tachycardia and a lupus – like syndrome are adverse effects of Procan SR. Blurring of visual fields, dryness 
of the mouth and ringing in the ears are not side effects of the drug. 
    
74.74.74.74.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. The initial priority during a cardiac arrest is the maintenance of a patient airway. 
A, B and D.A, B and D.A, B and D.A, B and D. Initiating cardiac monitoring, providing intravenous access and obtaining a pulse oximetry 
reading may be done during the process of a cardiac arrest but an open airway is the first priority. 
    
75.75.75.75.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The patient experiencing severe anxiety has a narrowed range of focus and responds best to simple 
instructions. 
A.A.A.A. This response does not provide either support or direction for the patient. 
C and D.C and D.C and D.C and D. The patient with severe anxiety has difficulty making decisions and responds best to simple 
direction. 
    
76.76.76.76.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. The mother’s daily weight is of primary concern because it provides the nurse with a baseline and then 
a record of increasing weight. Sudden weight gain of four pounds or weight gain of one pound per week 
in the second and third trimesters are associated with pre-eclampsia. 
B. B. B. B. Abdominal circumference is not routinely measured. 
C.C.C.C. Jaundice is not an associated characteristic of pregnancy-induced hypertension or pre-eclampsia. 
D.D.D.D. Deep tendon reflexes and an assessment of pedal edema are more important than assessment of 
femoral pulses in the pre-eclamptic woman. 
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77.77.77.77.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Relief measure include pharmacological and/or environmental intervention, the most effective of 
which is the use of antipyretics to lower the set point. 
A and B.A and B.A and B.A and B. Traditional cooling measures, such as minimum clothing, exposure of the skin to air, reduction 
of room temperature, increase air circulation and cool moist compresses to the skin, re-effective if 
employed about one hour after the antipyretic is given so that the set point is lowered. 
D.D.D.D. Isopropyl alcohol should never be used for sponging. Neurotoxic effect such as stupor, coma and even 
death have been reported. 
    
78.78.78.78.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Blockouts are an early symptom of alcoholism. They are defined as amnesia for short-term memories 
while remote memory stays intact. For example, after a night of drinking with friends, and individual 
cannot remember how he/she got home the night before. 
A, C and D. A, C and D. A, C and D. A, C and D. None of these responses is a description of blockouts. 
    
79.79.79.79.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Pain associated with pericarditis is classically pleuritic and is aggravated by breathing, especially on 
inspiration. 
A.A.A.A. A dull pain while sitting may be indicative of angina. 
B.B.B.B. A burning pain in the chest may be indicative of esophageal reflux or angina. 
C.C.C.C. Throbbing pain radiating to the jaw may indicate a myocardial infarction. 
    
80.80.80.80.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B.B.B.B. The goal of nursing care for the patient with adult respiratory distress syndrome (ARDS) is to monitor 
the patient’s response to the ventilator. This is achieved by monitoring non-invasive respiratory 
parameters, such as pulse oximetry, for oxygen saturation levels. 
A, C and D.A, C and D.A, C and D.A, C and D. Monitoring the identified vital signs is important, but does not take priority over monitoring 
the oxygen saturation level. 
    
81.81.81.81.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. A patient may be bradycardic and asymptomatic, but treatment is necessary if the patient has 
symptoms such as hypotension. The patient should be assessed before any treatment modalities are 
instituted. 
A, B and D.A, B and D.A, B and D.A, B and D. The patient should be assessed for signs of intolerance to the bradycardia, such as dizziness, 
chest pain or hypotension. Prior to initiating any action. 
    
82.82.82.82.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Offering to stay with the spouse is a way of providing support through a difficult event that can be 
traumatic. 
A.A.A.A. The spouse does not need to speak with the physician before he sees his wife’s body. 
B.B.B.B. This response takes away the spouse’s choice and implies that the spouse may not be strong enough for 
the task. 
D.D.D.D. This response postpones the action and does not address the spouse’s needs. 
    
83.83.83.83.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Medications that affect wound healing, such as corticosteroids, impair phagocytosis, inhibit fibroblast 
proliferation, depress formation of granulation tissue and inhibit wound closure. They should not be used 
by patients with varicella. 
B.B.B.B. Calamine lotion provide supportive therapy for patients with varicella. 
C.C.C.C. Oatmeal baths are helpful and soothing. 
D.D.D.D. Children are prone to scratching the lesions. Keeping the fingernails short may prevent scarring. 
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84.84.84.84.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Measles vaccine is contraindicated in patients who have had an allergic reaction to eggs. The child may 
be able to receive the measles, mumps and rubella (MMR) vaccine after a desensitization program. 
A, C and D.A, C and D.A, C and D.A, C and D. Allergies to peanuts, seafood or milk do not affect administrations of the MMR vaccine. 
    
85.85.85.85.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. The need for PEEP indicates a severe gas exchange disturbance. PEEP prevents alveoli from collapsing; 
the lungs are kept partially inflated so that alveolar capillary gas exchanges is facilitated throughout the 
ventilatory cycle. 
A.A.A.A. Pulmonary vascular permeability is the problems in ARDS. 
B.B.B.B. Mechanical ventilation is not used for this purpose in ARDS. 
C.C.C.C. Lower tidal volumes may help to decrease peak airway pressure, thus decreasing the risk of 
barotraumas. 
    
86.86.86.86.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The telephone number of the local safe house (a place where battered spouses and children may go) 
would be most useful to the person in a situation of domestic violence. 
A.A.A.A. Instructions on harmonious living imply that if the abused spouse    would just follow these instructions, 
things would improve. It also implies that he abused spouse is at fault for the abused and oversimplifies 
the situation. The abusive spouse will abuse to alleviate his/her own anxiety, no matter what the abused 
spouse tries to do make things better. 
C.C.C.C. Including extended family members can be helpful but this requires the skill and continued support of a 
qualified therapist. 
D.D.D.D. Assertiveness training is always a useful skill, but being assertive with an abusive member will many 
times cause the violence to escalate. 
    
87.87.87.87.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Immediately after an endotracheal tube is inserted, its placement must be verified. This is done by 
assessing for bilateral, equal breath sounds. 
A, C and D.A, C and D.A, C and D.A, C and D. Assessment of endotracheal tube placement must be done immediately following insertion of 
the tube. All other actions would be done once placement is confirmed. 
    
88.88.88.88.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Patients receiving mechanical ventilation can experience barotraumas, or damage to the lungs by 
positive pressure. Barotraumas includes pneumothorax, subcutaneous emphysema and 
pneumomediastinum. 
A.A.A.A. Mechanical ventilation is a treatment for flail chest rather than a complication. 
B and D.B and D.B and D.B and D. Pleural effusion and pulmonary embolus are not complications of mechanical ventilation. 
    
89.89.89.89.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Using memories is positive. This process goes on with great sadness, but is part of the resolution of 
grief. Using family pictures encourages the bereaved to think and talk about numerous memories. 
B. B. B. B. This response is not helpful and negates the importance of the deceased child and of the need for 
grieving. 
C.C.C.C. This response promotes avoidance in the patient. 
D.D.D.D. The patient needs to talk about the deceased child. This response may indicate to the patient that the 
nurse is uncomfortable talking about the child. 
    
90.90.90.90.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Tracheostomy care is initiated with suctioning of the tracheostomy tube, as needed. 
A and C.A and C.A and C.A and C. Cleansing around the stoma is done after suctioning and cleansing of the inner cannula. 
B.B.B.B. The tracheostomy tube cuff should not deflated in order to prevent expulsion of the tube.    
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91.91.91.91.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Inquiring as to the types of food eaten at home shows the nurse’s awareness of the patient’s cultural 
and dietary norms. 
B. B. B. B. This is patronizing response that does not allow for discussion of the problem. 
C.C.C.C. This response does    not provide an opportunity for discussion of eating patterns and food likes and 
dislikes. 
D.D.D.D. With this response the nurse assumes that the patient dislikes the food when that may not be the 
reason that he/she not eating. 
    
92.92.92.92.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Hypercyanotic spells, also called “blue” or “tet” spells are seen in infants with tetralogy of fallot prior 
to surgical repair. The infant becomes acutely cyanotic and hyperpneic because sudden infundibular spasm 
decreases pulmonary blood flow and increases right to left shunting. Putting the child in knee-chest 
position reduces the right to left shunting. Oxygen may also be administered. 
A and C. A and C. A and C. A and C. Suctioning and hyper extending the infant’s neck would not be done first. 
D.D.D.D. The infant’s oxygen saturation level may be checked, but the infant is first placed in knee-chest 
position. 
    
93.93.93.93.    Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. Women who are drug dependent need nursing support and anticipatory guidance during pregnancy 
since they have few support systems with whom they can discuss their concerns and fears. The nurse 
would encourage the woman to decrease her drug activity during pregnancy. 
A.A.A.A. This statement is judgmental and harsh, and would not encourage the woman to discuss her concerns 
with the nurse. 
B.B.B.B. This statement withdrawal from heroin may be associated with decreased blood flow to the placenta 
and thus is not advocated by all health care professionals. 
C.C.C.C. The nurse is offering false hope to the woman since the nurse cannot say with certainly that damage to 
the fetus has not already occurred. 
    
94.94.94.94.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Stress ulcers occur in approximately 25 percent of patients receiving mechanical ventilation due to the 
ventilator and lack of food in the stomach. 
B, C and D.B, C and D.B, C and D.B, C and D. Paralytic ileus, urinary and peripheral neuropathy are not complications of mechanical 
ventilation. 
    
95.95.95.95.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Prolonged sitting or standing should be avoided by a patient who had a lumbar laminectomy. 
A.A.A.A. The wound does not need daily cleansing with peroxide. 
C.C.C.C. The patient should eat a well-balanced diet. 
D.D.D.D. An abdominal binder is required post-laminectomy. 
    
96.96.96.96.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The nurse should watch for tachycardia, pallor and excessive swallowing. Swallowing indicates that 
blood is trickling down the child’s throat. The throat is checked with a flashlight to assess for bleeding. 
A.A.A.A. Children describe the throat as being “Very sore” after a tonsillectomy. Such an indication would not 
delay discharge. 
C.C.C.C. Since the throat is sore, many children refuse to speak. This would not delay discharge. 
D.D.D.D. Mouth-breathing is expected following a tonsillectomy. Preoperatively, inflamed tonsils may partially 
obstruct the passage of food and air. If adenoids are also swollen, it may be difficult for air to pass from 
the nose to the throat. Postoperatively, some swelling may persist; therefore, mouth-breathing may 
continue. A cool vaporizer keeps mucous membranes moist during mouth-breathing. 
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97.97.97.97.    Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Cardiogenic shock occurs when the contractility of the cardiac muscle is directly impaired. 
Vasodilatation results in a declining blood pressure and altered tissue perfusion. The priority nursing 
diagnosis is altered tissue perfusion: peripheral. 
A, B and D.A, B and D.A, B and D.A, B and D. The priority for nursing  care of the patient in cardiogenic shock is maintaining organ 
perfusion and not preventing infection, administering nutrients or administering additional fluids. 
    
98.98.98.98.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B.B.B.B. The Glascow coma scale consist of the three-part assessment including best verbal response, best motor 
response and eye-opening ability. Deep tendon reflexes are not part of this assessment. The nurse should 
instruct the colleague in proper use of the scale. 
A, C and D.A, C and D.A, C and D.A, C and D. Assessment of motor response, verbal ability and eye-opening ability indicates correct use of 
the scale. 
    
99.99.99.99.    Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. The use of sun lamps or commercial tanning booths should be avoided. 
A, C and D.A, C and D.A, C and D.A, C and D. These measures indicate a correct understanding of the precautions to be taken by patients 
with basal cell carcinoma. 
    
100.100.100.100.        Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Decreased RBC production can indicate anemia or hemorrhage. In either case the patient experiences 
fatigue due to decreased oxygen-carrying capacity. Priority should focus on risk for activity intolerance. 
B, C and D.B, C and D.B, C and D.B, C and D. Risk for fluid volume deficit, impaired skin integrity and infection are not priority nursing 
diagnosis of the patient with a decreased red cell count. Risk for activity intolerance should be the 
priority. 
    
101.101.101.101.    Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Working with the patient provides support and allows for modeling of behavior. 
B. B. B. B. This response by the nurse allows the patient to decline the invitation to participate in activities. 
C.C.C.C. Suicidal patients are usually depressed and show diminished interest in activities. This approach does 
not encourage participation. 
D.D.D.D. The patient should be made aware of the importance of the activities, but this approach will not 
necessarily elicit involvement. The best approach is for the nurse to work with the patient during 
activities. 
    
102.102.102.102.        Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B. B. B. B. Polycystic disease of the kidney is a hereditary disorder in which grapelike cysts containing serous fluid, 
blood or urine replace normal kidney tissue. The ultimate result is renal failure, since there is no known 
way to arrest the progress of the destruction caused by the cysts. 
A, C and D.A, C and D.A, C and D.A, C and D. Nephrotic syndrome, diabetes mellitus and cigarette smoking are not identified as 
predisposing factors for polycystic disease. 
    
103.103.103.103.        Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A.A.A.A. Once cells sickle, the red blood cells become rigid and may obstruct capillary blood flow causing 
further hypoxia, and consequently more sickling. Due to the increased viscosity and the irregular shape of 
the cells, the sickle cells tend to clump together or “log jam” within the smaller blood vessels. Occlusion 
of the microcirculation increases hypoxia which causes more erythrocytes to sickle. Therefore, altered 
tissue perfusion is the most appropriate nursing diagnosis. 
B, C and D. B, C and D. B, C and D. B, C and D. Disuse syndrome, fluid volume overload and body image disturbance are not priority nursing 
diagnosis for this patient. 
    
    



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        EMMYLOU ANN & CY UNTALAN                                                        HAADHAADHAADHAAD----PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      PROMETRICS RN      439439439439        

104. Answer :  C104. Answer :  C104. Answer :  C104. Answer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. A transient ischemic attack (TIA) is a temporary episode of neurologic dysfunction commonly 
manifested by a sudden loss of motor, sensory or visual function. The cause of this clinical entity is a 
temporary loss of blood flow to a specific region of the brain. 
A, B and D.A, B and D.A, B and D.A, B and D. Ineffective thermoregulation, decreased cardiac output and impaired gas exchange are not 
priority nursing diagnosis of the patient with a transient ischemic attack. 
    
105.105.105.105.        Answer :  DAnswer :  DAnswer :  DAnswer :  D    
Rationale:Rationale:Rationale:Rationale:    
D. D. D. D. To decrease pain perception, the child should given something on which to concentrate, such as 
squeezing a hand, humming, counting or watching favorite age-appropriate videotape. 
A.A.A.A. Asking the child to visualize a happy experience is not an age-appropriate task. 
B and C.B and C.B and C.B and C. Deep breathing and repositioning will not distract the child enough to decrease pain perception. 
Age-appropriate activities that require concentration are indicated. 
    
106.106.106.106.        Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Patient with primary adrenal hypofunction (Addison’s disease) have elevated levels of plasma adrenal 
corticotropic hormone (ACTH) and melanocyte-stimulating hormone which can result in areas of increase 
pigmentation. 
A, B and D.A, B and D.A, B and D.A, B and D. Abdominal striae, acne lesions and buffalo hump are manifestations of hyperfunction of the 
adrenal glands rather than hypofunction. 
    
107.107.107.107.        Answer :  BAnswer :  BAnswer :  BAnswer :  B    
Rationale:Rationale:Rationale:Rationale:    
B.B.B.B. The parent be instructed to avoid the use of Aspirin because of its association with Reye’s syndrome. 
A.A.A.A. Diphenhydramine hydrochloride (Benadryl) may be used to relieve itching. 
C.C.C.C. Pediaprofen may be used to relieve discomfort. 
D.D.D.D. A tropical paste of baking soda and water may be used on lesions to relieve itching. 
 
108.108.108.108.  Answer :  CAnswer :  CAnswer :  CAnswer :  C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. In an emergency such as post-birth hemorrhage, the initial nursing role includes the monitoring for, 
and detecting of, developing problems. The nurse should support blood volume by increasing the flow 
rate of infusing fluids or by beginning an infusion with a large-bore intracatheter. Oxytoxic agents are 
administered as ordered. 
A. A. A. A. The nurse should obtain assistance since hemorrhage may be rapid and team approach is essential. 
However, the nurse should institute corrective measure before securing assistance. 
B.B.B.B. The woman should be placed in a position that allows elevation of the knees and lower legs to 45 
degrees. Reverse trendelenburg position involves elevation of the head and lowering of the legs. 
D.D.D.D. Massaging the fundus is appropriate to prevent hemorrhage when the uterus is boggy. It may also be 
used to control bleeding post-delivery. However, since this patient has soaked pads and considerable 
blood loss, the priority would be fluid replacement. 
    
109.109.109.109.. Answer : C. Answer : C. Answer : C. Answer : C    
Rationale:Rationale:Rationale:Rationale:    
C. C. C. C. Hypercalcemia is usually present in patients with multiple myeloma. Multiple myeloma  is  
characterized by an abnormal proliferation of plasma cells and bone destruction. The nurse should check 
laboratory studies for the presence of calcium in the urine. 
A, B and D.A, B and D.A, B and D.A, B and D. Laboratory date found in multiple myeloma include an increased bilirubin level and 
sedimentation rate, decreased sodium and chloride levels, folate deficiency, hypercalcemia, uremia, renal 
stones and the presence of Bence-jones protein in the urine. 
    
    
    
    
    
    



(HAAD/ PROMETRICS RN INTERNATIONAL RELEASE /PDF DOWNLOADABLE EDITION/ PRODUCT OF PHILIPPINES)  

440440440440                    HAADHAADHAADHAAD----PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        PROMETRICS RN                                                        EMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALANEMMYLOU ANN & CY UNTALAN    

110.110.110.110.        Answer :  AAnswer :  AAnswer :  AAnswer :  A    
Rationale:Rationale:Rationale:Rationale:    
A. A. A. A. Viral illness are symptomatically managed and do not respond to antibiotics. 
B. B. B. B. Viral throat infections can be painful; therefore, they may appear to be serious to children and their 
families. However, unless there is a secondary bacterial infection, they do not require antibiotic 
treatment. 
C. C. C. C. Both viral and bacterial agents may cause fevers. However, antibiotics are not effective against viruses. 
D. D. D. D. If bacterial infection is suspected, cultures are obtained and antibiotics are initiated. Once culture results 
are available, (24-72 hours), treatment is altered based on drug sensitivities. 


