








































































































































































































14. Anurseis caring for a client in the immediate
post-cardiac catheterization period. Which interven-
tions should the nurse include in the client's care?
Select all that apply.

[J 1. Monitor vital signs every 15 minutes for the
first hour.

[J2. Assess all peripheral pulses frequently.

[13. Restrict the client to bed rest for
2 to 6 hours.

[J 4. Assess the insertion site.

[J5. Perform range-of-motion (ROM) exercises.

Answer: 1,3, 4

Rationale: The key word is “immediate,” indicating
that care may be different throughout the recovery
period. In the immediate period, the client's vital
signs are typically monitored every 15 minutes for
the first hour, then every 30 minutes for 2 hours or
until vital signs are stable, and then every 4 hours
or according to facility policy. All peripheral pulses
do not require frequent assessment. (Always reflect
on the word “all” in the selection.) The pulses in the
affected extremity are usually assessed with every
vital signs check. Clients typically remain in bed for
2 to 6 hours unless a special closure is used. The
insertion site extremity is kept straight following the
procedure, so ROM exercises would not be per-
formed.

Test-taking strategy: Analyze to determine what
information the question asks for, which is care of a
client at a specific time. “Select all that apply” ques-
tions require considering each option to decide its
merit. Focus on immediate assessment and postcath-
eterization care, which would include the recovery
period. Consider anesthetic administered, medications,
lab values, I.V.s, or incisions. Review post cardiac cath-
eterization interventions if you had difficulty answering
this question.

Client needs category: Safe, effective care
environment

Client needs subcategory: Management of care
Cognitive level: Applying
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4. Anurseis assessing a client’s extraocular eye
movements as part of evaluating neurological func-
tioning. Which cranial nerve status is documented?
Select all that apply.

[J 1. Optic (IN).

[J2. Oculomotor (IlI).
[0 3. Trochlear (IV).
[14. Trigeminal (V).
[J5. Abducens (V).
[J6. Acoustic (VIIN).

Answer:2, 3,5

Rationale: Assessing extraocular eye movements
helps evaluate the function of cranial nerves lll
(oculomotor), IV (trochlear), and VI (abducens). The
oculomotor nerve originates in the brain stem and
controls the movement of the eyeball up, down, and
inward; raises the eyelid; and constricts the pupil. The
trochlear nerve rotates the eyeball downward and out-
ward. The abducens nerve originates in the pons and
rotates the eyeball laterally. Assessing the client's vision
helps evaluate cranial nerve Il (optic). Cranial nerve V
(trigeminal) has three branches: assessing the corneal
reflex helps the nurse evaluate the ophthalmic branch
functions; assessing sensation to the cheek, upper jaw,
teeth, lips, hard palate, maxillary sinus, and part of the
nasal mucosa helps evaluate the maxillary branch func-
tions; and assessing sensation to the lower lip, chin,
ear, mucous membrane, lower teeth, and tongue helps
evaluate the mandibular branch functions. Assessing
hearing and balance helps evaluate the cochlear and
vestibular branches of cranial nerve VIl (acoustic).
Test-taking strategy: Analyze to determine what
information the question asks for, which is assessing
the cranial nerves involved in extraocular move-
ments. “Select all that apply” questions require con-
sidering each option to decide its merit. Simple recall
of the 12 cranial nerves is essential in completing a
neurological examination. Use of pneumonic phrases
such as “On Old Olympus Towering Top, A Fin and
German Viewed Some Hops” can be helpful to recall
the cranial nerves and select the correct options to
answer the question. Review the cranial nerves and,
specifically, those involved with extraocular move-
ments if you had difficulty answering this question.

Client needs category: Physiological integrity
Client needs subcategory: Physiological adaptation
Cognitive level: Analyzing

5. Anurseis comparing the neurological status of

a client who suffered a head injury with the status on
the previous shift. Using the Glasgow Coma Scale, the
nurse determines that the client's score has changed
from 11 to 15. Which of the following responses did
the nurse assess in this client? Select all that apply.

[J 1. Spontaneous eye opening.

[02. Tachypnea, bradycardia, and hypotension.
[J3. Unequal pupil size.

] 4. Orientation to person, place, and time.
[J5. Pain localization.

[16. Incomprehensible sounds.

Answer: 1, 4

Rationale: The Glasgow Coma Scale is a tool to
assess a client's response to stimuli. To achieve a
perfect score of 15 on the Glasgow Coma Scale, the
client would have to open his eyes spontaneously
(4), obey verbal commands (6), and be oriented to
person, place, and time (5). Vital signs and pupil size
are not assessed with the Glasgow Coma Scale. The
ability to localize pain earns a motor response score
of 5, not the top score of 6. Making incomprehensible
sounds earns a verbal response score of 2, not a 5.
Test-taking strategy: Analyze to determine what
information the question asks for, which is change or
improvement in the client’s neurological status. “Select
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6. Anurseis explaining menstruation to a class

of junior high girls. The nurse creates a fun activity

to determine if the teaching was successful. Place
the pathophysiologic steps of the menstrual cycle
listed below in the correct sequential order. Use all of
the options.

1. The level of estrogen in the blood peaks.

2. Peak endometrial thickening occurs.

3. Increased estrogen and progesterone levels
inhibit luteinizing hormone.

4. The top layer of the endometrium breaks down
and sloughs.

5. A follicle matures and ovulation occurs.

6. The endometrium begins thickening.

Answer:4,6,1,5,2,3

Rationale: The menstrual cycle begins with the first
day of menstruation, when the top layer of endome-
trium breaks down and begins to slough off. As the
endometrium thickens, the level of estrogen in the
blood begins to rise and eventually peak. The follicle
matures and ovulation occurs when estrogen levels
peak. After ovulation, the endometrium continues to
thicken to its peak level. Increased estrogen and pro-
gesterone levels inhibit follicle-stimulating hormone,
which causes a feedback loop that then decreases
estrogen and progesterone production. This causes
the top layer of the endometrium to break down and
slough, restarting the cycle in a nonpregnant female.

Test-taking strategy: Analyze to determine what
information the question asks for, which is the order of
events occurring during the menstrual cycle. Carefully
read each option. It can be helpful to select the first in
the series and last in the series allowing a narrowing of
middle options. Also, it is important to recognize that the
menstrual cycle begins with the first day of menstruation.
Review normal growth and development and the men-
strual cycle if you had difficulty answering this question.

Client needs category: Health promotion and
maintenance

Client needs subcategory: None
Cognitive level: Applying

7. Adient requires behavioral therapies to decrease
or eliminate urinary incontinence. Which procedures
would the nurse expect to include in the teaching plan
for this client? Select all that apply.

[0 1. Kegel exercises.

[J2. Prompted voiding.

[13. Exteral catheters.

[14. Biofeedback.

[15. Self-catheterization devices.

[J6. Post void residual monitoring.

Answer: 1,2, 4

Rationale: Clients, particularly females, have condi-
tions relating to alterations in urinary output. Kegel
exercises, prompted voiding, and biofeedback are
behavioral therapies used to decrease or eliminate
urinary incontinence. Both external catheters and self-
catheterization devices are used to collect urine. Post
void residual monitoring assesses the ability to empty
the bladder but does not decrease or eliminate urinary
incontinence.

Test-taking strategy: Analyze to determine what
information the question asks for, which is behavioral
therapies to eliminate urinary incontinence. “Select

all that apply” questions require considering each
option to decide its merit. The key term is “behavioral
therapies,” providing a clue that it is teaching that
provides the client control over the urinary condition.
Review bladder training techniques if you had difficulty
answering this question.

Client needs category: Health promotion and
maintenance

Client needs subcategory: None
Cognitive level: Applying
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11. Anurseis caring for a group of toddlers in a
large urban hospital. When considering providing care,
which clients require contact precautions? Select all
that apply.

1. Atoddler with scabies.

[J2. Atoddler with mumps.

[13. Atoddler with streptococcal pharyngitis.
[0 4. Atoddler with pulmonary tuberculosis.

[15. Atoddler with a multidrug-resistant organism.

Answer: 1,5

Rationale: According to the Centers for Disease
Control, in addition to standard precautions, contact
isolation precautions are used for clients with known
or suspected infections. Scabies is a skin infection

and requires contact precautions. Multidrug-resistant
infection also requires contact precautions because

of potential contamination. A toddler with mumps or
streptococcal pharyngitis requires droplet precautions.
Pulmonary tuberculosis requires airborne precautions.
Test-taking strategy: Analyze to determine what
information the question asks for, which is determining
conditions which need to be placed in contact isola-
tion. “Select all that apply” questions require consider-
ing each option to decide its merit. Recall that contact
isolation means that the client is preferred to be in a
private room with disposable equipment if possible,
and gowns and gloves are required and removed prior
to leaving the room. Review the pathophysiology of
the listed diseases and transmission-based precautions
if you had difficulty answering this question.

Client needs category: Safe and effective care
environment

Client needs subcategory: Safety and infection control

Cognitive level: Applying

12. nurse, on the pediatric unit, received shift
report on a 15-month-old with the following needs.
Using Maslow's hierarchy framework, prioritize the
following nursing care activities for the toddler. Use all
of the options.

1. Progressing the diet after surgery.

2. Clearing the airway of secretions.

3. Changing a soiled diaper.

4. Administering antipyretics for an axillary
temperature of 104°F.

5. Notifying the practitioner about suspected
compartment syndrome.

Answer: 2,5, 3,4, 1

Rationale: According to Maslow's hierarchy framework,
the five categories, or hierarchy of needs in order of
priority, are as follows: physiologic needs, safety, love,
esteem, and self-actualization. Within the physiologic
needs category are the essentials for existence: air,
nutrition, water, elimination, sleep and rest, thermoregu-
lation, and sex. Therefore, maintaining a patent airway is
the first priority, followed by notifying the practitioner of
suspected compartment syndrome because of the risk
of loss of limb. Changing a soiled diaper would be next
because this is necessary to prevent skin breakdown.
Administering antipyretics for fever primarily provides
comfort to the child. The lowest priority, although im-
portant, is progressing the child’s diet following surgery.
Test-taking strategy: Analyze to determine what in-
formation the question asks for, which is prioritizing the
care of a toddler. Recall Maslow’s hierarchy of needs
and the levels that guide decision making about care.
Consider that clearing an airway is typically a top priority,
followed by potential safety concerns. Review Maslow's
hierarchy of needs associated with a variety of client
scenarios if you had difficulty answering this question.

Client needs category: Safe and effective care
environment

Client needs subcategory: Management of care
Cognitive level: Applying
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6. Adient presents to the outpatient center for a
gastroscopy which revealed redness and inflammation
of the stomach indicating acute gastritis. Which action
should be included in the immediate management?

[J 1. Advising the client to reduce work-related stress.

[J2. Preparing the client for gastric resection.
[J3. Treating the underlying cause of disease.

[J 4. Administering enteral tube feedings.

Answer: 3

Rationale: Discovering and treating the cause of gas-
tritis is the most beneficial approach in the immediate
management phase. Reducing the amount of stress
and reducing or eliminating oral intake until the symp-
toms are gone are important in the recovery phase.

A gastric resection is considered only when serious
erosion has occurred.

Test-taking strategy: Analyze to determine what
information the question asks for, which is immedi-
ate management for acute gastritis. The key word is
“immediate.” Recall the acute nature of the situation.
The goal of treatment and management is to reduce
the redness and irritation which leads to the correct
answer. Review the management of acute gastritis if
you had difficulty answering this question.

Client needs category: Safe, effective care
environment

Client needs subcategory: Safety and infection
control

Cognitive level: Analyzing

7. A dient comes to the emergency department
complaining of dull, deep bone pain that is unrelated
to movement. The nurse eliminates the diagnosis of a
possible fracture based on which assessment finding?

[J 1. The client has the classic symptoms of a
fracture.

[J2. Fracture pain is sharp and related to movement.

[13. Fracture pain is sharp and unrelated to
movement.

[J 4. Fracture pain is dull, deep, and related to
movement.

Answer: 2

Rationale: Fracture pain is sharp and related to
movement. Pain that is dull, deep, and unrelated to
movement is not typical of a fracture, eliminating a
fracture as an option.

Test-taking strategy: Analyze to determine what
information the question asks for, which is assessment
finding not consistent with that of a fracture. Focus on
the client’s specific symptoms and review the patho-
physiology of a fracture, particularly with respect to
pain. Review signs and symptoms of a fracture if you
had difficulty answering this question.

Client needs category: Health promotion and
maintenance

Client needs subcategory: None
Cognitive level: Analyzing
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28. The nurse s providing discharge instructions to
the parents of a child with a hypospadias repair. Which
instruction would be stressed?

[J 1. Care of the circumcision.
[J2. Techniques for providing tub baths.
[13. Care for the indwelling catheter or stent.

[J 4. Encouragement of voiding every 2 hours.

Answer: 3

Rationale: The parents should be taught to care

for the indwelling catheter or stent and irrigation
techniques, if indicated. The child with hypospadias
should not be circumcised because the foreskin may
be needed during surgical repair. To prevent infection,
tub baths should be avoided until the stent has been
removed. Following surgical repair, the child will have
an indwelling urinary catheter, so encouraging the
child to void is not appropriate.

Test testing strategy: Analyze to determine what
information the question asks for, which is essential
discharge teaching following a hypospadias repair.
Consider that hypospadias repair involves lengthening
the urethra to bring urine to the tip of the penis. Recall
that an indwelling catheter or stent remains in place
for 1 to 2 weeks as healing occurs. Review postop-
erative hypospadias repair care if you had difficulty
answering this question.

Client needs category: Safe, effective care
environment

Client needs subcategory: Management of care
Cognitive level: Analyzing

29. A teenager asks advice from a nurse about get-
ting a tattoo. When the nurse is providing education,
which statement about tattoos is a common miscon-
ception?

[J 1. Human immunodeficiency syndrome (HIV) is a
possible risk factor.

[12. Hepatitis B is a possible risk factor.
[ 3. Tattoos are easily removed with laser surgery.

[J4. Allergic response to pigments is a possible risk
factor.

Answer: 3

Rationale: A common misconception regarding
tattoos is that tattoos can be removed. Removing a
tattoo is not an easy process, and most people are left
with a significant scar. Also, the cost is expensive and
not covered by insurance. Because of the moderate
amount of bleeding with a tattoo, both hepatitis B
and HIV are potential risks if proper techniques are
not followed. Allergic reactions are possible when
establishments do not use Food and Drug Administra-
tion-approved pigments for tattoo coloring. Reactions
can also occur in clients who are hypersensitive to the
pigments or tools used.

Test-taking strategy: Analyze to determine what
information the question asks for, which is a common
misconception regarding tattoo use. The key word is
“misconception,” meaning that the statement is inac-
curate. Review facts about tattoos if you had difficulty
answering this question.

Client needs category: Health promotion and
maintenance

Client needs subcategory: Safety and infection
control

Cognitive level: Understanding
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62. The nurse is caring for a client being discharged
following kidney transplantation. The client is ordered
mofetil (CellCept) to prevent organ rejection.

Which nursing instruction is essential regarding
medication use?

[0 1. Administer medication following breakfast daily.

[J2. Contact the physician at first signs of an
infection.

[J 3. Sprinkle the contents of the capsule on food.

[14. Administer the medication with an antacid to
prevent stomach upset.

Answer: 2

Rationale: CellCept is an organ rejection medica-

tion that diminishes the body's ability to identify and
eliminate pathogens (immunosuppressant). Identifying
symptoms of infection at an early state is helpful in
treating the infection. CellCept should be administered
on an empty stomach. Typically, capsules should not
be opened dispensing medication at one time. Antacids
may decrease the absorption of the medication.

Test-taking strategy: Analyze to determine what
information the question asks for, which is nursing
instruction essential to medication use. Recall that
neutropenia can occur with organ rejection medica-
tions which leads to the correct answer. Review
organ transplantation medications if you had difficulty
answering this question.

Client needs category: Physiological integrity
Client needs subcategory: Pharmacological and
parenteral therapies

Cognitive level: Applying

63. A dlient in skeletal traction complains of pain
even though receiving an analgesic 1 hour ago. The
nurse offers an alterative pain management mea-
sure. Which measure can be implemented within the
nursing scope of practice?

[J 1. Acupressure and shiatsu.
[J2. Hypnosis and therapeutic touch.
[J 3. Relaxation and imagery.

[J 4. Swedish massage and the Feldenkrais method.

Answer: 3

Rationale: Relaxation and imagery are effective
adjuncts to pharmacologic pain management that
the nurse can implement without a physician’s order.
Although the other therapies may promote pain man-
agement, they require special training or certification.

Test-taking strategy: Analyze to determine what
information the question asks for, which is comple-
mentary therapy for pain management within the
nursing scope of practice. Consider which of the
answers may require special training, and eliminate
them as possibilities. Review complementary treat-
ments for pain management if you had difficulty
answering this question.

Client needs category: Physiological integrity
Client needs subcategory: Basic care and comfort
Cognitive level: Applying
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72. which nursing instruction is most applicable to
a client who is newly diagnosed with chronic pyelone-
phritis?

[J 1. Remain on bed rest for up to 2 weeks.

[J2. Expect to take an analgesic on a regular basis
for the next 6 months.

[13. Expect to provide a urine specimen for culturing
every 2 weeks for up to 6 months.

[14. Expect to be on an antibiotic for several weeks
or even months.

Answer: 4

Rationale: Chronic pyelonephritis is a long-term con-
dition, often requiring antibiotic treatment for several
weeks or months and close monitoring to prevent
permanent kidney damage. Bed rest and analgesics
may be prescribed during the acute stage, but they
are not usually required long term. A urine culture is
typically ordered 2 weeks after stopping antibiotics to
ensure that the infection has been eradicated.

Test-taking strategy: Analyze to determine what
information the question asks for, which is nursing
instruction for a client with chronic pyelonephritis.
The key term is “chronic” as options 1, 2, and 3 are
unrealistic expectations of client care. Review treat-
ment modalities related to long-term inflammatory
conditions such as chronic pyelonephritis if you had
difficulty answering this question.

Client needs category: Physiological integrity
Client needs subcategory: Reduction of risk potential
Cognitive level: Applying

73. Anurse completes the discharge teaching for a
client being treated for a sexually transmitted infection
(STI) and provides him a copy of written instructions.
Which comment would indicate that the client has
understood the instructions?

[J1. “I'don't need condoms because I'm not allergic
to penicillin. Besides, | can always come in for a
shot at the first sign of infection.”

[J2. “I'l notify my sex partners and avoid having
unprotected sex from now on.”

3. "'l just be careful not to have intercourse with
someone who has an STI."

[14. "l guess there's not much anyone can do to
prevent it. If you're going to get it, you're going
to getit”

Answer: 2

Rationale: The nurse would know that the client
understands the teaching when he/she can describe
preventive behaviors and good, safe health practices.
The other options indicate that the client does not
understand the need to take preventive measures.

Test-taking strategy: Analyze to determine what
information the question asks for, which is client state-
ment indicating an understanding of discharge instruc-
tions. The key word is “understanding,” suggesting

a correct client statement. Analyze each option for a
correct statement regarding STls. Review the patho-
physiology of STIs and how they are transmitted if you
had difficulty answering this question.

Client needs category: Safe, effective care
environment

Client needs subcategory: Safety and infection
control

Cognitive level: Analyzing
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