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INTRODUCTION

"This book is the second in a series of books published by the F.A. Davis Company designed
to assist the student nurse to be successful in nursing school. This book focuses on critical
thinking in regard to test taking. There are the usual test questions found in review books,
but the test taker will also find test-taking hints in 19 out of 20 chapters. A compact disc
containing 265 questions which follow the National Council Licensing Examination-RN
(NCLEX-RN) blueprint has been added to enhance the student’s ability to test via a com-
puter. Each question contains coding designations according to the NCLEX blueprint.
"Table 1-1 indicates the breakdown of the content found on the NCLEX-RN. This book
has attempted to follow this blueprint. The 2010 NCLEX-RN blueprint now includes
additional types of alternative test questions. The end of each chapter includes these new
graphic types of test question. F.A. Davis has instituted a Web site the test taker can visit to
access audio-type test questions, where the individual test taker can listen to questions
regarding heart and lung sounds and the like, at DavisPlus.fadavis.com.

The most important aspect of taking any examination is to become knowledgeable about
the subject matter the test will cover. There is no substitute for studying the material.

Book one of this series—Fundamentals of Success: A Course Review Applying Critical Think-
ing to Test Taking, 2nd edition, by Patricia M. Nugent and Barbara A. Vitale—defines critical
thinking and the RACE model for applying critical thinking to test-taking skills, and the
specific topics in that volume will not be repeated in this book. This book will also assist
the test taker to apply critical thinking skills directly to the questions found on nursing
examinations.

GUIDELINES FOR USING THIS BOOK

This book is designed to assist the nursing student when preparing for and taking medical-
surgical examinations as well as the graduate nurse who is preparing to take the national
licensure examination. The book is divided into chapters according to body systems and
includes chapters on pharmacology, end-of-life issues, emergency nursing, and alternative
therapy; a 100-question final examination; and the compact disc containing 265 questions.
Chapters 2 through 18 are further divided into disease processes to more easily help the test
taker identify specific content. A comprehensive final including other content areas as well
as disease processes is included at the end of each chapter.

In the Answers and Rationales sections of the chapters, an explanation for the correct
answer as well as the incorrect distracters is provided. In Chapters 2 through 18, a Test-Taking
Hint is provided for every question in the content area. Each question is coded as per Bloom’s
Taxonomy for categorizing levels of abstraction required for the test taker to arrive at the cor-
rect answer. As per the National Council of State Boards of Nursing (NCSBN) testing infor-
mation, the questions are coded by Content, Category of Health Alteration, Integrated
Nursing Process, Client Needs, and Cognitive Level (Bloom’s Taxonomy). There are no
test-taking hints provided for the comprehensive final examinations or the compact disc. In
Chapter 19, the pharmacology chapter, the test-taking hints are discussed in the
beginning of the chapter.
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Table 1-1 Client Needs Categories and Percentage of Items

Client Needs Percentage of Items
e Management of Care 13%-19%

e Safety and Infection Control 8%-14%

¢ Health Promotion and Maintenance 6%-12%

e Psychosocial Integrity 6%-12%
Physiological Integrity

¢ Basic Care and Comfort 6%-12%

e Pharmacological and Parenteral Therapies 13%-19%

e Reduction of Risk Potential 13%-19%

¢ Physiological Adaption 11%-17%

The National Council of State Boards of Nursing, Inc., Chicago, IL, with permission.

PREPARING FOR LECTURE

In preparation for attending class on a specific topic, the student should have read the as-
signment and prepared notes to take to class. Any information the student does not under-
stand should be highlighted in order to clarify the information if the instructor does not
cover it in class or if, after the lecture, the student still does not understand the concept.

A piece of paper, or prep sheet, divided into categories of information should be suffi-
cient for most disease processes. If the student is unable to limit the information to one
page, the student is probably not being discriminatory when reading. The idea is not to
rewrite the textbook but rather to glean from the textbook the important, need-to-know,
information.

Sample Prep Sheet

Medical Diagnosis: Definition:

DIAGNOSTIC TESTS: SIGNS AND SYMPTOMS NURSING INTERVENTIONS:
(List normal values) (Include Teaching)
PROCEDURES AND NURSING

IMPLICATIONS:

MEDICAL INTERVENTIONS:

Complete the prep sheet in one color of ink but take a different color of ink or pencil to
class along with a highlighter and the prep sheet. Whatever the instructor emphasizes dur-
ing the lecture and is on the prep sheet should be highlighted. Whatever information the
instructor emphasizes in lecture that the student did not include on the prep sheet should
be written in a different color ink or pencil. The student should reread the information in
the textbook that was included in lecture but was not included on the prep sheet. When
studying for the examination, the student can identify the information obtained from the
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textbook and the information obtained in class. The information on the prep sheet that is
highlighted represents information that the student thought was important from reading
the textbook and the instructor emphasized during lecture. This is important, need-to-
know information for the examination. Please note, however, the instructor may not em-
phasize laboratory tests and values but still expects the student to realize the importance of
this information.

The completed prep sheets can be carried with the student in a folder and reviewed during
children’s sports practices, when waiting for an appointment, or at any time the student finds a
minute that is spent idly. This is learning to make the most of limited time. The prep sheets
should be carried to clinical assignments to use when caring for clients in the hospital.

Students who prepare prior to attending class will find the lecture easier to understand
and as a result will be more successful during examinations. Being prepared will allow the
student to listen to the instructor and not sit in class trying to write every word on the
overhead presentation.

The student should recognize the importance of the instructor’s hints during the lecture.
The instructor may emphasize information by highlighting areas on overhead slides, re-
peating information, or emphasizing a particular fact, which usually means the instructor
thinks the information is very important. Important information usually finds its way onto tests
at some point.

PREPARING FOR AN EXAMINATION
Study

The student should plan to study three (3) hours for every one (1) hour of class. For exam-
ple, a course that is three (3) hours of credit requires nine (9) hours a week of study. Cram-
ming immediately prior to the test usually indicates the student is at risk for being unsuc-
cessful on the examination. The information acquired during cramming is not learned and
will be quickly forgotten. Nursing examinations include material required by the registered
nurse when caring for clients at the bedside.

Understanding What the Test Taker Does Not Know

The first time many students realize they do not understand the information is during the
examination, when it is too late. Nursing examinations contain high-level application
questions requiring the test taker not only to have memorized information but also to be
able to interpret the data and make a judgment as to the correct course of action. The test
taker must recognize areas of weakness prior to seeing the examination for the first time.
"This book is designed to assist the test taker to identify the areas of weakness prior to the
examination.

"Two (2) to three (3) days prior to the examination, the student should compose a prac-
tice test and take the examination. If a topic of study proved to be an area of strength, as
evidenced by selecting the correct answer to the question, then the student should proceed
to study other areas identified as weaknesses. Missing the question identifies a weakness. If
the test taker does not understand the rationale for the correct answer, the test taker should
read the appropriate textbook and try to understand the rationale for the correct answer.
The test taker should be cautious about reading rationales for the incorrect distracters.
During the examination, the test taker may remember reading the information but could
become confused about whether the information applied to the correct answer or to the
incorrect distracter.

The Night Before the Exam

The night before the examination, the student should quit studying by 6:00 to 7:00 p.m.
The student should do something fun or relaxing up until bedtime so the student can get a
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good night’s rest prior to taking the examination. Studying until bedtime or an all-night
cram session leaves the student tired and sleepy during the examination, just when the mind
should be at its top performance.

The Day of the Exam

The student should eat a meal before an examination. A source of carbohydrate for energy
along with a protein source makes a good meal prior to an examination. Skipping a meal
before the examination leaves the brain without nourishment. A bagel with peanut butter
and milk is an excellent meal; it provides a source of protein and sustained release of carbo-
hydrates. Do not eat donuts or drink soft drinks. The energy is quickly available but
will not last throughout the time required for an examination. Excessive fluid intake may
cause the need to urinate during the examination and make it hard for the test taker to
concentrate.

Test-Taking Anxiety

If the student has test-taking anxiety, then it is advisable for the student to arrive at the test-
ing site 45 minutes prior to the examination. Find the seat for the examination and place
books there to reserve the desk. The student should walk for 15 minutes at a fast pace away
from the testing site, and at the end of the 15 minutes the student should turn and walk
back. This exercise literally walks anxiety away.

If other test takers getting up and leaving the room bothers the test taker, the
test taker should try to get a desk away from the group, in front of the room or facing a
wall. Most schools allow students to wear hunter’s ear plugs during a test if noise both-
ers the student. Most NCLEX-RN test sites will provide ear plugs if the graduate
requests them.

TAKING THE EXAM

During the examination, if the test taker finds a question that contains totally unknown in-
formation, and the test taker is taking a pencil-and-paper test, the test taker should circle
the question and skip it. Another question may help to answer the skipped question. Delay-
ing moving on and worrying over a question will place the next few questions in jeopardy.
The mind will not let go of the worry, and the test taker may miss important information
in the subsequent questions.

During the NCLEX-RN computerized test, the test taker should take some deep breaths
and then select an answer. The computer does not allow the test taker to return to a question.

Test takers who become anxious during an examination should stop, put their hands
in their lap, shut their eyes, and take a minimum of five (5) deep breaths before resuming
the examination. The test taker must become aware of personal body signals that
indicate increasing stress levels. Some people get gastrointestinal symptoms and others feel
a tightening of muscles.

Test-Taking Hints for the Computerized NCLEX-RN
Examination

A computer administers the NCLEX-RIN examination. Here are some test-taking hints
that specifically apply to examination by computer.

* The test is composed of 75 to 265 questions. The computer determines with a 95% cer-
tainty that the test taker’s ability is above the passing standard before the examination will
conclude. The minimum number of questions the test taker will receive is 75 questions.

* The examination includes multiple-choice questions and may include several types of
alternate questions: fill-in-the-blank questions which test math abilities; “select all that
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apply” questions which require the test taker to select more that one distracter as the cor-
rect answer; click-and-drag questions which require the test taker to identify a
specific area of the body as the correct answer; and an audio component requiring the test
taker to identify body sounds. Examples of most of these types of questions are
included in this book. In an attempt to illustrate the click-and-drag questions, this book
has pictures with lines to delineate A, B, C, and D. A fifth type of question which
prioritizes the answers 1, 2, 3, 4, and 5 in order of when the nurse would implement the
intervention is also included in this book. Finally, the audio questions can be found on
the FA Davis Web site.

e Test takers should not be overly concerned if they possess rudimentary
computer skills. The test taker must use the mouse to select the correct answer.
Every question asks for a confirmation before being submitted as the correct
answer.

* Other than typing in pertinent personal information, the test taker must be able to type
numbers and use the drop-down computer calculator. The test taker can request an erase
slate to calculate math problems by hand.

* The test taker should practice taking tests on the computer prior to taking the NCLEX-
RN examination. Many textbooks contain computer disks with test questions, and there
are many online review opportunities.

* The test taker should refer to the Web site for the National Council of State Boards
of Nursing (http://www.ncsbn.org) for additional information on the NCLEX-RN
examination.

Understanding the Types of Nursing Questions
COoMPONENTS OF A MULTIPLE-CHOICE QUESTION

A multiple-choice question is called an item. Each item has two parts. The stem is the part
that contains the information that identifies the topic and its parameters and then asks
a question. The second part consists of one or more possible responses, which are called
options. One of the options is the correct answer and the others are the wrong answers,
called distracters.

The client diagnosed with angina } STEM
complains of chest pain while

ambulating in the hall. Which

intervention should the nurse

implement first?

a. Have the client sit down. } CORRECT
ANSWER
OPTIONS
b. Monitor the pulse oximeter reading.

c¢. Administer sublingual nitroglycerin. } DISTRACTERS
d. Apply oxygen via nasal cannula.

CoGNITIVE LEVELS OF NURSING QUESTIONS

Questions on nursing examinations reflect a variety of thinking processes that nurses use when
caring for clients. These thinking processes are part of the cognitive domain, and they progress
from the simple to the complex, from the concrete to the abstract, and from the tangible to the
intangible. There are four types of thinking processes represented by nursing questions:

¢ Knowledge Questions — the emphasis is on recalling remembered information.
* Comprehension Questions — the emphasis is on understanding the meaning and intent of
remembered information.
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* Application Questions — the emphasis is on remembering understood information and
utilizing the information in new situations.

* Analysis Questions — the emphasis is on comparing and contrasting a variety of elements
of information.

THE RACE MODEL: THE APPLICATION OF CRITICAL THINKING
TO MULTIPLE-CHOICE QUESTIONS

Answering a test question is like participating in a race. Of course, the test taker wants to
come in first and be the winner. However, the thing to remember about a race is that suc-
cess is not based just on speed but also on strategy and tactics. The same is true about nurs-
ing examinations. Although speed may be a variable that must be considered when taking a
timed test, so that the amount of time spent on each question is factored into the test strat-
egy, the emphasis on RACE is the use of critical-thinking techniques to answer multiple-
choice questions. The RACE Model presented below is a critical-thinking strategy to use
when answering nursing multiple-choice questions. If the test taker follows the RACE
Model every time when examining a test question, its use will become second nature.
"This methodical approach will improve the test taker’s abilities to critically analyze a test
question and improve chances of selecting the correct answer.

The RACE Model has four steps to answering a test question. The best way to remem-
ber the four steps is to refer to the acronym RACE.

R — Recognize what information is in the stem.
* Recognize the key words in the stem.
* Recognize who the client is in the stem.
* Recognize what the topic is about.

A — Ask what is the question asking?
* Ask what are the key words in the stem that indicate the need for a response?
* Ask what is the question asking the nurse to implement?

C — Ciitically analyze the options in relation to the question asked in the stem.
* Critically scrutinize each option in relation to the information in the stem.
¢ Critically identify a rationale for each option.
* Critically compare and contrast the options in relation to the information in the
stem and their relationships to one another.

E - Eliminate as many options as possible.
¢ Eliminate one option at a time.

"The text Fundamentals Success: A Course Review Applying Critical Thinking to Test Taking, 2nd
edition, by Patricia M. Nugent and Barabra A. Vitale, includes a discussion exploring the
RACE Model in depth in relation to the thinking processes as represented in multiple-choice
nursing questions.



The first step toward knowledge is to know that we are not
ignorant.

—Richard Cecil

Test-taking hints are useful to discriminate information, but they cannot substitute for
knowledge. The student should refer to Chapter 1 for assistance in preparing for class,
studying, and taking an examination.

This chapter focuses on disorders that affect the neurological system. It provides a list of
keywords and abbreviations, practice questions focused on disease processes, and a compre-
hensive examination that includes other content areas involving the neurological system and
the disease processes addressed in the practice questions. Answers and reasons why the
answer options provided are either correct or incorrect are also provided, as are test-taking
hints. The following chapters (Chapters 3 through 14) focus on disorders that affect other
body systems and function.

KEYWORDS

ABBREVIATIONS

agnosia Activities of Daily Living (ADLs)
akinesia Amyotrophic Lateral Sclerosis (ALS)
aphasia As Soon as Possible (ASAP)

apraxia Blood Pressure (BP)

areflexia Cerebrovascular Accident (CVA)
ataxia Computed Tomography (CT)

autonomic dysreflexia
bradykinesia
decarboxylase

Electroencephalogram (EEG)
Electromyogram (EMG)
Emergency Department (ED)

diplopia Enzyme-Linked Immunosorbent Assay (ELISA)
dysarthria Health-Care Provider (HCP)

dysphagia Intensive Care Department (ICD)

echolalia Intracranial Pressure (ICP)

epilepsy Intravenous (1V)

papilledema Magnetic Resonance Imaging (MRI)

paralysis Nonsteroidal Anti-Inflammatory Drug (NSAID)
paresthesia Nothing by Mouth (NPO)

paroxysms Parkinson’s Disease (PD)

penumbra Pulse (P)

postictal Range of Motion (ROM)

Respiration (R)
Rule Out (R/0O)



8 MED-SURG SUCCESS

Spinal Cord Injury (SCI)
STAT—immediately (STAT)
Temperature (T)

Transient Ischemic Attack (TIA)
Traumatic Brain Injury (TBI)
Unlicensed Assistive Personnel (UAP)

Please note: The term health-care provider; as used in this text, refers to a nurse practitioner
(NP), physician (MD), osteopath (DO), or physician assistant (PA) who has prescriptive author-
ity. These providers are responsible for directing the care and providing orders for the clients.

PRACTICE QUESTIONS

Cerebrovascular Accident (Stroke)

1. A 78-year-old client is admitted to the emergency department with numbness and
weakness of the left arm and slurred speech. Which nursing intervention is priority?
1. Prepare to administer recombinant tissue plasminogen activator (rt-PA).
2. Discuss the precipitating factors that caused the symptoms.
3. Schedule for a STAT computed tomography (CT) scan of the head.
4. Notify the speech pathologist for an emergency consult.

2. The nurse is assessing a client experiencing motor loss as a result of a left-sided cere-
brovascular accident (CVA). Which clinical manifestations would the nurse document?
1. Hemiparesis of the client’s left arm and apraxia.
2. Paralysis of the right side of the body and ataxia.
3. Homonymous hemianopsia and diplopia.
4. Impulsive behavior and hostility toward family.

3. Which client would the nurse identify as being most at risk for experiencing a CVA?
1. A 55-year-old African American male.
2. An 84-year-old Japanese female.
3. A 67-year-old Caucasian male.
4. A 39-year-old pregnant female.

4. The client diagnosed with a right-sided cerebrovascular accident is admitted to the
rehabilitation unit. Which interventions should be included in the nursing care plan?
Select all that apply.

1. Position the client to prevent shoulder adduction.
2. Turn and reposition the client every shift.

3. Encourage the client to move the affected side.

4. Perform quadriceps exercises three (3) times a day.
5. Instruct the client to hold the fingers in a fist.

5. The nurse is planning care for a client experiencing agnosia secondary to a cerebrovas-
cular accident. Which collaborative intervention will be included in the plan of care?
1. Observe the client swallowing for possible aspiration.
2. Position the client in a semi-Fowler’s position when sleeping.
3. Place a suction setup at the client’s bedside during meals.
4. Refer the client to an occupational therapist for evaluation.

6. The nurse and an unlicensed assistive personnel (UAP) are caring for a client with
right-sided paralysis. Which action by the UAP requires the nurse to intervene?
1. The assistant places a gait belt around the client’s waist prior to ambulating.
2. The assistant places the client on the back with the client’s head to the side.
3. The assistant places a hand under the client’s right axilla to move up in bed.
4. The assistant praises the client for attempting to perform ADLs independently.
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10.

11.

12.

. The client diagnosed with atrial fibrillation has experienced a transient ischemic

attack (TTA). Which medication would the nurse anticipate being ordered for the
client on discharge?

1. An oral anticoagulant medication.

2. A beta blocker medication.

3. An anti-hyperuricemic medication.

4. A thrombolytic medication.

. The client has been diagnosed with a cerebrovascular accident (stroke). The client’s

wife is concerned about her husband’s generalized weakness. Which home modification
should the nurse suggest to the wife prior to discharge?

1. Obtain a rubber mat to place under the dinner plate.

2. Purchase a long-handled bath sponge for showering.

3. Purchase clothes with Velcro closure devices.

4. Obtain a raised toilet seat for the client’s bathroom.

. The client is diagnosed with expressive aphasia. Which psychosocial client problem

would the nurse include in the plan of care?
1. Potential for injury.

2. Powerlessness.

3. Disturbed thought processes.

4. Sexual dysfunction.

Which assessment data would indicate to the nurse that the client would be at risk
for a hemorrhagic stroke?

1. A blood glucose level of 480 mg/dL.

2. A right-sided carotid bruit.

3. A blood pressure of 220/120 mm Hg.

4. The presence of bronchogenic carcinoma.

The 85-year-old client diagnosed with a stroke is complaining of a severe headache.
Which intervention should the nurse implement first?

1. Administer a nonnarcotic analgesic.

2. Prepare for STAT magnetic resonance imaging (MRI).

3. Start an intravenous infusion with DsW at 100 mL/hr.

4. Complete a neurological assessment.

A client diagnosed with a subarachnoid hemorrhage has undergone a craniotomy
for repair of a ruptured aneurysm. Which intervention will the intensive care nurse
implement?

1. Administer a stool softener b.i.d.

2. Encourage the client to cough hourly.

3. Monitor neurological status every shift.

4. Maintain the dopamine drip to keep BP at 160/90.

Head Injury

13.

The client diagnosed with a mild concussion is being discharged from the emergency
department. Which discharge instruction should the nurse teach the client’s significant
other?

1. Awaken the client every two (2) hours.

2. Monitor for increased intracranial pressure.

3. Observe frequently for hypervigilance.

4. Offer the client food every three (3) to four (4) hours.
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14.

15.

16.

17.

18.

19.

20.

The resident in a long-term care facility fell during the previous shift and has a lacer-
ation in the occipital area that has been closed with Steri-Strips. Which signs/
symptoms would warrant transferring the resident to the emergency department?

1. A 4-cm area of bright red drainage on the dressing.

2. A weak pulse, shallow respirations, and cool pale skin.

3. Pupils that are equal, react to light, and accommodate.

4. Complaints of a headache that resolves with medication.

The nurse is caring for the following clients. Which client would the nurse assess

first after receiving the shift report?

1. The 22-year-old male client diagnosed with a concussion who is complaining
someone is waking him up every two (2) hours.

2. The 36-year-old female client admitted with complaints of left-sided weakness
who is scheduled for a magnetic resonance imaging (MRI) scan.

3. The 45-year-old client admitted with blunt trauma to the head after a motorcycle
accident who has a Glasgow Coma Scale score of 6.

4. The 62-year-old client diagnosed with a cerebrovascular accident (CVA) who has
expressive aphasia.

The client has sustained a severe closed head injury and the neurosurgeon is deter-
mining if the client is “brain dead.” Which data support that the client is brain dead?
1. When the client’s head is turned to the right, the eyes turn to the right.

2. The electroencephalogram (EEG) has identifiable waveforms.

3. There is no eye activity when the cold caloric test is performed.

4. The client assumes decorticate posturing when painful stimuli are applied.

The client is admitted to the medical floor with a diagnosis of closed head injury.
Which nursing intervention has priority?

1. Assess neurological status.

2. Monitor pulse, respiration, and blood pressure.

3. Initiate an intravenous access.

4. Maintain an adequate airway.

The client diagnosed with a closed head injury is admitted to the rehabilitation
department. Which medication order would the nurse question?

1. A subcutaneous anticoagulant.

2. An intravenous osmotic diuretic.

3. An oral anticonvulsant.

4. An oral proton pump inhibitor.

The client diagnosed with a gunshot wound to the head assumes decorticate
posturing when the nurse applies painful stimuli. Which assessment data obtained
three (3) hours later would indicate the client is improving?

1. Purposeless movement in response to painful stimuli.

2. Flaccid paralysis in all four extremities.

3. Decerebrate posturing when painful stimuli are applied.

4. Pupils that are 6 mm in size and nonreactive on painful stimuli.

The nurse is caring for a client diagnosed with an epidural hematoma. Which nursing
interventions should the nurse implement? Select all that apply.

Maintain the head of the bed at 60 degrees of elevation.

Administer stool softeners daily.

Ensure that pulse oximeter reading is higher than 93%.

Perform deep nasal suction every two (2) hours.

Administer mild sedatives.

(2 T SR UN I NS
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21. The client with a closed head injury has clear fluid draining from the nose. Which
action should the nurse implement first?
1. Notify the health-care provider immediately.
2. Prepare to administer an antihistamine.
3. Test the drainage for presence of glucose.
4. Place 2 x 2 gauze under the nose to collect drainage.

22. The nurse is enjoying a day at the lake and witnesses a water skier hit the boat ramp.
The water skier is in the water not responding to verbal stimuli. The nurse is the
first health-care provider to respond to the accident. Which intervention should be
implemented first?

1. Assess the client’s level of consciousness.

2. Organize onlookers to remove the client from the lake.
3. Perform a head-to-toe assessment to determine injuries.
4. Stabilize the client’s cervical spine.

23. The client is diagnosed with a closed head injury and is in a coma. The nurse writes
the client problem as “high risk for immobility complications.” Which intervention
would be included in the plan of care?

1. Position the client with the head of the bed elevated at intervals.
2. Perform active range-of-motion exercises every four (4) hours.
3. Turn the client every shift and massage bony prominences.

4. Explain all procedures to the client before performing them.

24, The 29-year-old client who was employed as a forklift operator sustains a traumatic
brain injury secondary to a motor-vehicle accident. The client is being discharged
from the rehabilitation unit after three (3) months and has cognitive deficits. Which
goal would be most realistic for this client?

1. The client will return to work within six (6) months.

2. The client is able to focus and stay on task for 10 minutes.
3. The client will be able to dress self without assistance.

4. The client will regain bowel and bladder control.

Spinal Cord Injury (SCI)

25. The nurse arrives at the site of a one-car motor-vehicle accident and stops to render
aid. The driver of the car is unconscious. After stabilizing the client’s cervical spine,
which action should the nurse take next?

1. Carefully remove the driver from the car.

2. Assess the client’s pupils for reaction.

3. Assess the client’s airway.

4. Attempt to wake the client up by shaking him.

26. In assessing a client with a T'12 SCI, which clinical manifestations would the nurse
expect to find to support the diagnosis of spinal shock?
1. No reflex activity below the waist.
2. Inability to move upper extremities.
3. Complaints of a pounding headache.
4. Hypotension and bradycardia.

27. The rehabilitation nurse caring for the client with an .1 SCI is developing the nursing
care plan. Which intervention should the nurse implement?
1. Keep oxygen via nasal cannula on at all times.
2. Administer low-dose subcutaneous anticoagulants.
3. Perform active lower extremity ROM exercises.
4. Refer to a speech therapist for ventilator-assisted speech.

11
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28.

29.

30.

31.

32.

33.

34.

The nurse in the neurointensive care unit is caring for a client with a new C6 SCI
who is breathing independently. Which nursing interventions should be
implemented? Select all that apply.

Monitor the pulse oximetry reading.

Provide pureed foods six (6) times a day.

Encourage coughing and deep breathing.

Assess for autonomic dysreflexia.

Administer intravenous corticosteroids.

(9, T SR UN I NS

The home health nurse is caring for a 28-year-old client with a T10 SCI who says,
“I can’t do anything. Why am I so worthless?” Which statement by the nurse would
be the most therapeutic?

1. “This must be very hard for you. You'’re feeling worthless?”

2. “You shouldn’t feel worthless—you are still alive.”

3. “Why do you feel worthless? You still have the use of your arms.”

4. “If you attended a work rehab program you wouldn’t feel worthless.”

The client is diagnosed with an SCI and is scheduled for a magnetic resonance
imaging (MRI) scan. Which question would be most appropriate for the nurse to ask
prior to taking the client to the diagnostic test?

1. “Do you have trouble hearing?”

2. “Are you allergic to any type of dairy products?”

3. “Have you eaten anything in the last eight (8) hours?”

4. “Are you uncomfortable in closed spaces?”

The client with a C6 SCI is admitted to the emergency department complaining of a
severe pounding headache and has a BP of 180/110. Which intervention should the
emergency department nurse implement?

1. Keep the client flat in bed.

2. Dim the lights in the room.

3. Assess for bladder distention.

4. Administer a narcotic analgesic.

The client with a cervical fracture is being discharged in a halo device. Which
teaching instruction should the nurse discuss with the client?

1. Discuss how to correctly remove the insertion pins.

2. Instruct the client to report reddened or irritated skin areas.

3. Inform the client that the vest liner cannot be changed.

4. Encourage the client to remain in the recliner as much as possible.

The intensive care nurse is caring for a client with a T1 SCI. When the nurse
elevates the head of the bed 30 degrees, the client complains of lightheadedness and
dizziness. The client’s vital signs are T 99.2°F, P 98, R 24, and BP 84/40. Which
action should the nurse implement?

1. Notify the health-care provider ASAP.

2. Calm the client down by talking therapeutically.

3. Increase the IV rate by 50 mL/hour.

4. Lower the head of the bed immediately.

The nurse on the rehabilitation unit is caring for the following clients. Which client

should the nurse assess first after receiving the change-of-shift report?

1. The client with a C6 SCI who is complaining of dyspnea and has crackles in the
lungs.

2. The client with an L4 SCI who is crying and very upset about being discharged
home.

3. The client with an L2 SCI who is complaining of a headache and feeling very hot.

4. The client with a T4 SCI who is unable to move the lower extremities.
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35. Which nursing task would be most appropriate for the nurse to delegate to the
unlicensed assistive personnel?
1. Teach Credé’s maneuver to the client needing to void.
2. Administer the tube feeding to the client who is quadriplegic.
3. Assist with bowel training by placing the client on the bedside commode.
4. Observe the client demonstrating self-catheterization technique.

36. The 34-year-old male client with an SCI is sharing with the nurse that he is worried
about finding employment after being discharged from the rehabilitation unit.
Which intervention should the nurse implement?

1. Refer the client to the American Spinal Cord Injury Association (ASIA).
2. Refer the client to the state rehabilitation commission.

3. Ask the social worker about applying for disability.

4. Suggest that the client talk with his significant other about this concern.

Seizures

37. The male client is sitting in the chair and his entire body is rigid with his arms and
legs contracting and relaxing. The client is not aware of what is going on and is
making guttural sounds. Which action should the nurse implement first?

1. Push aside any furniture.

2. Place the client on his side.
3. Assess the client’s vital signs.
4. Ease the client to the floor.

38. The occupational health nurse is concerned about preventing occupation-related
acquired seizures. Which intervention should the nurse implement?
1. Ensure that helmets are worn in appropriate areas.
2. Implement daily exercise programs for the staff.
3. Provide healthy foods in the cafeteria.
4. Encourage employees to wear safety glasses.

39. The client is scheduled for an electroencephalogram (EEG) to help diagnose a
seizure disorder. Which preprocedure teaching should the nurse implement?
1. Tell the client to take any routine antiseizure medication prior to the EEG.
2. 'Tell the client not to eat anything for eight (8) hours prior to the procedure.
3. Instruct the client to stay awake for 24 hours prior to the EEG.
4. Explain to the client that there will be some discomfort during the procedure.

40. The nurse enters the room as the client is beginning to have a tonic-clonic seizure.
What action should the nurse implement first?
1. Note the first thing the client does in the seizure.
2. Assess the size of the client’s pupils.
3. Determine if the client is incontinent of urine or stool.
4. Provide the client with privacy during the seizure.

41. The client who just had a three (3)-minute seizure has no apparent injuries and is
oriented to name, place, and time but is very lethargic and just wants to sleep. Which
intervention should the nurse implement?

1. Perform a complete neurological assessment.

2. Awaken the client every 30 minutes.

3. Turn the client to the side and allow the client to sleep.
4. Interview the client to find out what caused the seizure.

13
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42. The unlicensed assistive personnel (UAP) is attempting to put an oral airway in the
mouth of a client having a tonic-clonic seizure. Which action should the primary
nurse take?

1. Help the UAP to insert the oral airway in the mouth.

2. Tell the UAP to stop trying to insert anything in the mouth.
3. Take no action because the UAP is handling the situation.
4. Notify the charge nurse of the situation immediately.

43. The client is prescribed phenytoin (Dilantin), an anticonvulsant, for a seizure
disorder. Which statement indicates the client understands the discharge teaching
concerning this medication?

1. “I will brush my teeth after every meal.”

2. “I will check my Dilantin level daily.”

3. “My urine will turn orange while on Dilantin.”

4. “I won’t have any seizures while on this medication.”

44. The client is admitted to the intensive care department (ICD) experiencing status
epilepticus. Which collaborative intervention should the nurse anticipate?
1. Assess the client’s neurological status every hour.
2. Monitor the client’s heart rhythm via telemetry.
3. Administer an anticonvulsant medication by intravenous push.
4. Prepare to administer a glucocorticosteroid orally.

45. The client has been newly diagnosed with epilepsy. Which discharge instructions
should be taught to the client? Select all that apply.

Keep a record of seizure activity.

Take tub baths only; do not take showers.

Avoid over-the-counter medications.

Have anticonvulsant medication serum levels checked regularly.

Do not drive alone; have someone in the car.

(V2 T SR UN I NS

46. Which statement by the female client indicates that the client understands factors
that may precipitate seizure activity?
1. “Itis all right for me to drink coffee for breakfast.”
2. “My menstrual cycle will not affect my seizure disorder.”
3. “I'am going to take a class in stress management.”
4. “I should wear dark glasses when I am out in the sun.”

47. The nurse asks the male client with epilepsy if he has auras with his seizures. The
client says, “I don’t know what you mean. What are auras?” Which statement by the
nurse would be the best response?

1. “Some people have a warning that the seizure is about to start.”

2. “Auras occur when you are physically and psychologically exhausted.”
3. “You’re concerned that you do not have auras before your seizures?”
4. “Auras usually cause you to be sleepy after you have a seizure.”

48. The nurse educator is presenting an in-service on seizures. Which disease process is
the leading cause of seizures in the elderly?
1. Alzheimer’s disease.
2. Parkinson’s disease.
3. Cerebral vascular accident (stroke).
4. Brain atrophy due to aging.
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Brain Tumors

49.

50.

51.

52.

53.

54.

55.

56.

The client is being admitted to rule out a brain tumor. Which classic triad of
symptoms supports a diagnosis of brain tumor?

1. Nervousness, metastasis to the lungs, and seizures.

2. Headache, vomiting, and papilledema.

3. Hypotension, tachycardia, and tachypnea.

4. Abrupt loss of motor function, diarrhea, and changes in taste.

The client has been diagnosed with a brain tumor. Which presenting signs and
symptoms help to localize the tumor position?

1. Widening pulse pressure and bounding pulse.

2. Diplopia and decreased visual acuity.

3. Bradykinesia and scanning speech.

4. Hemiparesis and personality changes.

The male client diagnosed with a brain tumor is scheduled for a magnetic resonance
imaging (MRI) scan in the morning. The client tells the nurse that he is scared.
Which response by the nurse indicates an appropriate therapeutic response?

1. “MRlIs are loud but there will not be any invasive procedure done.”

2. “You're scared. Tell me about what is scaring you.”

3. “This is the least thing to be scared about—there will be worse.”

4. “I can call the MRI tech to come and talk to you about the scan.”

The client diagnosed with breast cancer has developed metastasis to the brain.
Which prophylactic measure should the nurse implement?

1. Institute aspiration precautions.

2. Refer the client to Reach to Recovery.

3. Initiate seizure precautions.

4. Teach the client about mastectomy care.

The significant other of a client diagnosed with a brain tumor asks the nurse for help
identifying resources. Which would be the most appropriate referral for the nurse to
make?

1. Social worker.

2. Chaplain.

3. Health-care provider.

4. Occupational therapist.

The nurse has written a care plan for a client diagnosed with a brain tumor. Which is
an important goal regarding self-care deficit?

1. The client will maintain body weight within two (2) pounds.

2. The client will execute an advance directive.

3. The client will be able to perform three (3) ADLs with assistance.

4. The client will verbalize feeling of loss by the end of the shift.

The client diagnosed with a brain tumor was admitted to the intensive care unit with
decorticate posturing. Which indicates that the client’s condition is becoming worse?
1. The client has purposeful movement with painful stimuli.

2. The client has assumed adduction of the upper extremities.

3. The client is aimlessly thrashing in the bed.

4. The client has become flaccid and does not respond to stimuli.

The client is diagnosed with a pituitary tumor and is scheduled for a transsphenoidal
hypophysectomy. Which preoperative instruction is important for the nurse to teach?
1. There will be a large turban dressing around the skull after surgery.

2. The client will not be able to eat for four (4) or five (5) days postop.

3. The client should not blow the nose for two (2) weeks after surgery.

4. The client will have to lie flat for 24 hours following the surgery.
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60.

The client has undergone a craniotomy for a brain tumor. Which data indicate a
complication of this surgery?

1. The client complains of a headache at “3” to “4” on a 1-to-10 scale.

2. The client has an intake of 1,000 mL and an output of 3,500 mL.

3. The client complains of a raspy sore throat.

4. The client experiences dizziness when trying to get up too quickly.

The client diagnosed with a brain tumor has a diminished gag response. Which
intervention should the nurse implement?

1. Make the client NPO until seen by the health-care provider.

2. Position the client in low Fowler’s position for all meals.

3. Place the client on a mechanically ground diet.

4. Teach the client to direct food and fluid toward the unaffected side.

The client is diagnosed with a metastatic brain tumor, and radiation therapy is
scheduled. The client asks the nurse, “Why not try chemotherapy first? It has helped
my other tumors.” The nurse’s response is based on which scientific rationale?

1. Chemotherapy is only used as a last resort in caring for clients with brain tumors.
2. The blood-brain barrier prevents medications from reaching the brain.

3. Radiation therapy will have fewer side effects than chemotherapy.

4. Metastatic tumors become resistant to chemotherapy and it becomes useless.

The client is being discharged following a transsphenoidal hypophysectomy. Which
discharge instructions should the nurse teach the client? Select all that apply.

1. Sleep with the head of the bed elevated.

2. Keep a humidifier in the room.

3. Use caution when performing oral care.

4. Stay on a full liquid diet until seen by the HCP.

5. Notify the HCP if developing a cold or fever.

Meningitis

61.

62.

63.

64.

The wife of the client diagnosed with septic meningitis asks the nurse, “I am so
scared. What is meningitis?” Which statement would be the most appropriate
response by the nurse?

1. “There is bleeding into his brain causing irritation of the meninges.”

2. “A virus has infected the brain and meninges, causing inflammation.”

3. “This is a bacterial infection of the tissues that cover the brain and spinal cord.”
4. “This is an inflammation of the brain parenchyma caused by a mosquito bite.”

The public health nurse is giving a lecture on potential outbreaks of infectious
meningitis. Which population is most at risk for an outbreak?

1. Clients recently discharged from the hospital.

2. Residents of a college dormitory.

3. Individuals who visit a third world country.

4. Employees in a high-rise office building.

The nurse is assessing the client diagnosed with bacterial meningitis. Which clinical
manifestations would support the diagnosis of bacterial meningitis?

1. Positive Babinski’s sign and peripheral paresthesia.

2. Negative Chvostek’s sign and facial tingling.

3. Positive Kernig’s sign and nuchal rigidity.

4. Negative Trousseau’s sign and nystagmus.

The nurse is assessing the client diagnosed with meningococcal meningitis. Which
assessment data would warrant notifying the HCP?

1. Purpuric lesions on the face.

2. Complaints of light hurting the eyes.

3. Dull, aching, frontal headache.

4. Not remembering the day of the week.
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Which type of precautions should the nurse implement for the client diagnosed with
septic meningitis?

1. Standard Precautions.

2. Airborne Precautions.

3. Contact Precautions.

4. Droplet Precautions.

The nurse is developing a plan of care for a client diagnosed with aseptic meningitis
secondary to a brain tumor. Which nursing goal would be most appropriate for the
client problem “altered cerebral tissue perfusion”?

1. The client will be able to complete activities of daily living.

2. The client will be protected from injury if seizure activity occurs.

3. The client will be afebrile for 48 hours prior to discharge.

4. The client will have elastic tissue turgor with ready recoil.

The nurse is preparing a client diagnosed with rule-out meningitis for a lumbar
puncture. Which interventions should the nurse implement? Select all that apply.
1. Obtain an informed consent from the client or significant other.

2. Have the client empty the bladder prior to the procedure.

3. Place the client in a side-lying position with the back arched.

4. Instruct the client to breathe rapidly and deeply during the procedure.

5. Explain to the client what to expect during the procedure.

The nurse is caring for a client diagnosed with meningitis. Which collaborative
intervention should be included in the plan of care?

1. Administer antibiotics.

2. Obtain a sputum culture.

3. Monitor the pulse oximeter.

4. Assess intake and output.

The client is diagnosed with meningococcal meningitis. Which preventive measure
would the nurse expect the health-care provider to order for the significant others in
the home?

1. The Haemophilus influenzae vaccine.

2. Antimicrobial chemoprophylaxis.

3. A 10-day dose pack of corticosteroids.

4. A gamma globulin injection.

Which statement best describes the scientific rationale for alternating a nonnarcotic
antipyretic and a nonsteroidal anti-inflammatory drug (NSAID) every two (2) hours
to a female client diagnosed with bacterial meningitis?

1. This regimen helps to decrease the purulent exudate surrounding the meninges.
2. These medications will decrease intracranial pressure and brain metabolism.

3. These medications will increase the client’s memory and orientation.

4. This will help prevent a yeast infection secondary to antibiotic therapy.

The client diagnosed with septic meningitis is admitted to the medical floor at noon.
Which health-care provider’s order would have the highest priority?

1. Administer an intravenous antibiotic.

2. Obrtain the client’s lunch tray.

3. Provide a quiet, calm, and dark room.

4. Weigh the client in hospital attire.

The 29-year-old client is admitted to the medical floor diagnosed with meningitis.
Which assessment by the nurse has priority?

1. Assess lung sounds.

2. Assess the six cardinal fields of gaze.

3. Assess apical pulse.

4. Assess level of consciousness.
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Parkinson’s Disease

73.

74.

75.

76.

77.

78.

The client diagnosed with Parkinson’s disease (PD) is being admitted with a fever and
patchy infiltrates in the lung fields on the chest x-ray. Which clinical manifestations of
PD would explain these assessment data?

1. Masklike facies and shuffling gait.

2. Difficulty swallowing and immobility.

3. Pill rolling of fingers and flat affect.

4. Lack of arm swing and bradykinesia.

The client diagnosed with PD is being discharged on carbidopa/levodopa (Sinemet),
an antiparkinsonian drug. Which statement is the scientific rationale for combining

these medications?

1. There will be fewer side effects with this combination than with carbidopa alone.
2. Dopamine D requires the presence of both of these medications to work.

3. Carbidopa makes more levodopa available to the brain.

4. Carbidopa crosses the blood-brain barrier to treat Parkinson’s disease.

The nurse caring for a client diagnosed with Parkinson’s disease writes a problem of
“impaired nutrition.” Which nursing intervention would be included in the plan

of care?

1. Consult the occupational therapist for adaptive appliances for eating.

2. Request a low-fat, low-sodium diet from the dietary department.

3. Provide three (3) meals per day that include nuts and whole-grain breads.

4. Offer six (6) meals per day with a soft consistency.

The nurse and the unlicensed assistive personnel (UAP) are caring for clients on a

medical-surgical unit. Which task should not be assigned to the UAP?

1. Feed the 69-year-old client diagnosed with Parkinson’s disease who is having
difficulty swallowing.

2. Turn and position the 89-year-old client diagnosed with a pressure ulcer
secondary to Parkinson’s disease.

3. Assist the 54-year-old client diagnosed with Parkinson’s disease with toilet-training
activities.

4. Obtain vital signs on a 72-year-old client diagnosed with pneumonia secondary to
Parkinson’s disease.

The charge nurse is making assignments. Which client should be assigned to the new

graduate nurse?

1. The client diagnosed with aseptic meningitis who is complaining of a headache
and the light bothering his eyes.

2. The client diagnosed with Parkinson’s disease who fell during the night and is
complaining of difficulty walking.

3. The client diagnosed with a cerebrovascular accident whose vitals signs are P 60,
R 14, and BP 198/68.

4. The client diagnosed with a brain tumor who has a new complaint of seeing spots
before the eyes.

The nurse is planning the care for a client diagnosed with Parkinson’s disease. Which
would be a therapeutic goal of treatment for the disease process?

1. The client will experience periods of akinesia throughout the day.

2. The client will take the prescribed medications correctly.

3. The client will be able to enjoy a family outing with the spouse.

4. The client will be able to carry out activities of daily living.
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The nurse researcher is working with clients diagnosed with Parkinson’s disease.
Which is an example of an experimental therapy?

1. Sterotactic pallidotomy/thalamotomy.

2. Dopamine receptor agonist medication.

3. Physical therapy for muscle strengthening.

4. Fetal tissue transplantation.

The client diagnosed with Parkinson’s disease is being discharged. Which statement
made by the significant other indicates an understanding of the discharge
instructions?

1. “All of my spouse’s emotions will slow down now just like his body movements.”
2. “My spouse may experience hallucinations until the medication starts working.”
3. “I will schedule appointments late in the morning after his morning bath.”

4. “Itis fine if we don’t follow a strict medication schedule on weekends.”

The nurse is admitting a client with the diagnosis of Parkinson’s disease. Which
assessment data support this diagnosis?

1. Crackles in the upper lung fields and jugular vein distention.

2. Muscle weakness in the upper extremities and ptosis.

3. Exaggerated arm swinging and scanning speech.

4. Masklike facies and a shuffling gait.

Which is a common cognitive problem associated with Parkinson’s disease?
1. Emotional lability.

2. Depression.

3. Memory deficits.

4. Paranoia.

The nurse is conducting a support group for clients diagnosed with Parkinson’s
disease and their significant others. Which information regarding psychosocial needs
should be included in the discussion?

1. The client should discuss feelings about being placed on a ventilator.

2. The client may have rapid mood swings and become easily upset.

3. Pill-rolling tremors will become worse when the medication is wearing off.

4. The client may automatically start to repeat what another person says.

The nurse is caring for clients on a medical-surgical floor. Which client should be

assessed first?

1. The 65-year-old client diagnosed with seizures who is complaining of a headache
thatis a “2” on a 1-to-10 scale.

2. The 24-year-old client diagnosed with a T10 spinal cord injury who cannot move
his toes.

3. The 58-year-old client diagnosed with Parkinson’s disease who is crying and
worried about her facial appearance.

4. The 62-year-old client diagnosed with a cerebrovascular accident who has a
resolving left hemiparesis.

Substance Abuse

85.

The friend of an 18-year-old male client brings the client to the emergency
department (ED). The client is unconscious and his breathing is slow and shallow.
Which action should the nurse implement first?

1. Ask the friend what drugs the client has been taking.

2. Initiate an IV infusion at a keep-open rate.

3. Call for a ventilator to be brought to the ED.

4. Apply oxygen at 100% via nasal cannula.
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The chief executive officer (CEO) of a large manufacturing plant presents to the
occupational health clinic with chronic rhinitis and requesting medication. On
inspection, the nurse notices holes in the septum that separates the nasal passages.
The nurse also notes dilated pupils and tachycardia. The facility has a “No Drug”
policy. Which intervention should the nurse implement?

1. Prepare to complete a drug screen urine test.

2. Discuss the client’s use of illegal drugs.

3. Notify the client’s supervisor about the situation.

4. Give the client an antihistamine and say nothing.

The nurse is working with clients in a substance abuse clinic. Client A tells the nurse
that another client, Client B, has “started using again.” Which action should the
nurse implement?

1. Tell Client A the nurse cannot discuss Client B with him.

2. Find out how Client A got this information.

3. Inform the HCP that Client B is using again.

4. Get in touch with Client B and have the client come to the clinic.

A 20-year-old female client who tried lysergic acid diethylamide (LSD) as a teen tells
the nurse that she has bad dreams that make her want to kill herself. Which is the
explanation for this occurrence?

1. These occurrences are referred to as “holdover reactions” to the drug.

2. These are flashbacks to a time when the client had a “bad trip.”

3. The drug is still in the client’s body and causing these reactions.

4. The client is suicidal and should be on one-to-one precautions.

The nurse observes a coworker acting erratically. The clients assigned to this
coworker don’t seem to get relief when pain medications are administered. Which
action should the nurse take?

1. Try to help the coworker by confronting the coworker with the nurse’s suspicions.
2. Tell the coworker that the nurse will give all narcotic medications from now on.
3. Report the nurse’s suspicions to the nurse’s supervisor or the facility’s peer review.
4. Do nothing until the nurse can prove the coworker has been using drugs.

The client is diagnosed with Wernicke-Korsakoff syndrome as a result of chronic
alcoholism. For which symptoms would the nurse assess?

1. Insomnia and anxiety.

2. Visual or auditory hallucinations.

3. Extreme tremors and agitation.

4. Ataxia and confabulation.

The client diagnosed with delirium tremens when trying to quit drinking cold turkey
is admitted to the medical unit. Which medications would the nurse anticipate
administering?

1. Thiamine (vitamin B,) and librium, a benzodiazepine.

2. Dilantin, an anticonvulsant, and Feosol, an iron preparation.

3. Methadone, a synthetic narcotic, and Depakote, a mood stabilizer.

4. Mannitol, an osmotic diuretic, and Ritalin, a stimulant.

The client is withdrawing from a heroin addiction. Which interventions should the
nurse implement? Select all that apply.

Initiate seizure precautions.

Check vital signs every eight (8) hours.

Place the client in a quiet, calm atmosphere.

Have a consent form signed for HIV testing.

Provide the client with sterile needles.
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93. The wife of the client diagnosed with chronic alcoholism tells the nurse, “I have to
call his work just about every Monday to let them know he is ill or he will lose his
job.” Which would be the nurse’s best response?

1. “I am sure that this must be hard for you. Tell me about your concerns.”
2. “You are afraid he will lose his source of income.”

3. “Why would you call in for your husband? Can’t he do this?”

4. “Are you aware that when you do this you are enabling him?”

94. The nurse caring for a client who has been abusing amphetamines writes a problem
of “cardiovascular compromise.” Which nursing interventions should be
implemented?

1. Monitor the telemetry and vital signs every four (4) hours.
2. Encourage the client to verbalize the reason for using drugs.
3. Provide a quiet, calm atmosphere for the client to rest.

4. Place the client on bedrest and a low-sodium diet.

95. The client diagnosed with substance abuse is being discharged from a drug and
alcohol rehabilitation facility. Which information should the nurse teach the client?
1. “Do not go anyplace where you can be tempted to use again.”
2. “Itis important that you attend a 12-step meeting regularly.”
3. “Now that you are clean, your family will be willing to see you again.”
4. “You should explain to all your coworkers what has happened.”

96. The nurse is working with clients and their families regarding substance abuse.
Which statement is the scientific rationale for teaching the children new coping
mechanisms?

1. The child needs to realize that the parent will be changing behaviors.

2. The child will need to point out to the parent when the parent is not coping.

3. Children tend to mimic behaviors of parents when faced with similar situations.
4. Children need to feel like they are a part of the parent’s recovery.

Amyotrophic Lateral Sclerosis (ALS or Lou Gehrig’s
Disease)

97. Which diagnostic test is used to confirm the diagnosis of ALS?
1. Electromyogram (EMG).
2. Muscle biopsy.
3. Serum creatine kinase (CK).
4. Pulmonary function test.

98. The client is diagnosed with ALS. Which client problem would be most
appropriate for this client?
1. Disuse syndrome.
2. Altered body image.
3. Fluid and electrolyte imbalance.
4. Alteration in pain.

99. The client is being evaluated to rule out ALS. Which signs/symptoms would the
nurse note to confirm the diagnosis?
1. Muscle atrophy and flaccidity.
2. Fatigue and malnutrition.
3. Slurred speech and dysphagia.
4. Weakness and paralysis.
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The client diagnosed with ALS asks the nurse, “I know this disease is going to kill
me. What will happen to me in the end?” Which statement by the nurse would be
most appropriate?

1. “You are afraid of how you will die?”

2. “Most people with ALS die of respiratory failure.”

3. “Don’t talk like that. You have to stay positive.”

4. “ALS is not a killer. You can live a long life.”

The client with ALS is admitted to the medical unit with shortness of breath,
dyspnea, and respiratory complications. Which intervention should the nurse im-
plement first?

1. Elevate the head of the bed 30 degrees.

2. Administer oxygen via nasal cannula.

3. Assess the client’s lung sounds.

4. Obtain a pulse oximeter reading.

The client is to receive a 100-mL intravenous antibiotic over 30 minutes via an
intravenous pump. At what rate should the nurse set the IV pump?

The nurse is caring for the following clients on a medical unit. Which client should
the nurse assess first?

1. The client with ALS who is refusing to turn every two (2) hours.

2. The client with abdominal pain who is complaining of nausea.

3. The client with pneumonia who has a pulse oximeter reading of 90%.

4. The client who is complaining about not receiving any pain medication.

The client is diagnosed with ALS. As the disease progresses, which intervention
should the nurse implement?

1. Discuss the need to be placed in a long-term care facility.

2. Explain how to care for a sigmoid colostomy.

3. Assist the client to prepare an advance directive.

4. Teach the client how to use a motorized wheelchair.

The client is in the terminal stage of ALS. Which intervention should the nurse
implement?

1. Perform passive ROM every two (2) hours.

2. Maintain a negative nitrogen balance.

3. Encourage a low-protein, soft-mechanical diet.

4. Turn the client and have him cough and deep breathe every shift.

The son of a client diagnosed with ALS asks the nurse, “Is there any chance that I
could get this disease?” Which statement by the nurse would be most appropriate?
1. “It must be scary to think you might get this disease.”

2. “No, this disease is not genetic or contagious.”

3. “ALS does have a genetic factor and runs in families.”

4. “If you are exposed to the same virus, you may get the disease.”

The client with end-stage ALS requires a gastrostomy tube feeding. Which finding
would require the nurse to hold a bolus tube feeding?

1. Aresidual of 125 mL.

2. The abdomen is soft.

3. Three episodes of diarrhea.

4. The potassium level is 3.4 mEqg/L.

The client diagnosed with ALS is prescribed an antiglutamate, riluzole (Rilutek).
Which instruction should the nurse discuss with the client?

1. Take the medication with food.

2. Do not eat green, leafy vegetables.

3. Use SPF 30 when going out in the sun.

4. Report any febrile illness.
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Encephalitis
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The nurse is admitting the client for rule-out encephalitis. Which interventions
should the nurse assess to support the diagnosis of encephalitis? Select all that
apply.

1. Determine if the client has recently received any immunizations.

2. Ask the client if he or she has had a cold in the last week.

3. Check to see if the client has active herpes simplex 1.

4. Find out if the client has traveled to the Great Lakes region.

5. Assess for exposure to soil with fungal spores.

The nurse is assessing the client admitted with encephalitis. Which data require
immediate nursing intervention? The client:

1. Has bilateral facial palsies.

2. Has a recurrent temperature of 100.6°F.

3. Has a decreased complaint of headache.

4. Comments that the meal has no taste.

The client admitted to the hospital to rule out encephalitis is being prepared for a
lumbar puncture. Which instructions should the nurse teach the client regarding
care postprocedure?

1. Instruct that all invasive procedures require a written permission.

2. Explain that this allows analysis of a sample of the cerebrospinal fluid.

3. Tell the client to increase fluid intake to 300 mL for the next 48 hours.

4. Discuss that lying supine with the head flat will prevent all hematomas.

Which is an expected outcome for a client diagnosed with encephalitis?
1. The client will regain as much neurological function as possible.

2. The client will have no short-term memory loss.

3. The client will have improved renal function.

4. The client will apply hydrocortisone cream daily.

Which intervention should the nurse implement when caring for the client
diagnosed with encephalitis? Select all that apply.

1. Turn the client every two (2) hours.

2. Encourage the client to increase fluids.

3. Keep the client in the supine position.

4. Assess for deep vein thrombosis.

5. Assess for any alterations in elimination.

The nurse is caring for the client with encephalitis. Which intervention should the
nurse implement first if the client is experiencing a complication?

1. Examine pupil reactions to light.

2. Assess level of consciousness.

3. Observe for seizure activity.

4. Monitor vital signs every shift.

The public health department nurse is preparing a lecture on prevention of West
Nile virus. Which information should the nurse include?

1. Change water daily in pet dishes and birdbaths.

2. Wear thick, dark clothing when outside to avoid bites.

3. Apply insect repellent over face and arms only.

4. Explain that mosquitoes are more prevalent in the morning.

Which problem is the highest priority for the client diagnosed with West Nile
virus?

1. Alteration in body temperature.

2. Altered tissue perfusion.

3. Fluid volume excess.

4. Altered skin integrity.
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The nurse is developing a plan of care for a client diagnosed with West Nile virus.
Which intervention should the nurse include in this plan?

1. Monitor the client’s respirations frequently.

2. Refer to dermatologist for treatment of maculopapular rash.

3. Treat hypothermia by using ice packs under the client’s arms.

4. Teach the client to report any swollen lymph glands.

Which collaborative intervention should the nurse implement when caring for the
client with West Nile virus?

1. Complete neurovascular examinations every eight (8) hours.

2. Maintain accurate intake and output at the end of each shift.

3. Assess the client’s symptoms to determine if there is improvement.

4. Administer intravenous fluids while assessing for overload.

The nurse is caring for the client diagnosed with West Nile virus. Which
assessment data would require immediate intervention from the nurse?

1. The vital signs are documented as T 100.2°F, P 80, R 18, and BP 136/78.
2. The client complains of generalized body aches and pains.

3. Positive results from the enzyme-linked immunosorbent assay (ELISA).

4. The client becomes lethargic and is difficult to arouse using verbal stimuli.

Which rationale explains the transmission of the West Nile virus?

1. Transmission occurs through exchange of body fluids when sneezing and
coughing.

2. Transmission occurs only through mosquito bites and not between humans.

3. Transmission can occur from human to human in blood products and breast

milk.

4. Transmission occurs with direct contact from the maculopapular rash drainage.



"This section provides the answers for the questions
given in the previous section. The correct answer
and why it is correct are given in boldface. The
reason why each of the other answer options is not
the correct or the best answer is also given.

Cerebrovascular Accident
(Stroke)

1. 1. The drug rt-PA may be administered, but a
cerebrovascular accident (CVA) must be
verified by diagnostic tests prior to
administering it. rt-PA helps dissolve a
blood clot, and it may be administered if an
ischemic CVA is verified; rt-PA is not given
if the client is experiencing a hemorrhagic
stroke.

2. Teaching is important to help prevent
another CVA, but it is not the priority
intervention on admission to the emergency
department. Slurred speech indicates
problems that may interfere with teaching.

3. A CT scan will determine if the client is
having a stroke or has a brain tumor or
another neurological disorder. If a CVA
is diagnosed, the CT scan can determine
if it is a hemorrhagic or ischemic
accident and guide treatment.

4. The client may be referred for speech
deficits and/or swallowing difficulty, but
referrals are not priority in the emergency
department.

TEST-TAKING HINT: When “priority” is used
in the stem, all answer options may be
appropriate for the client situation, but
only one option is priority. The client must
have a documented diagnosis before
treatment is started.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level —
Synthesis.

2. 1. A left-sided CVA will result in right-sided
motor deficits; hemiparesis is weakness of
one half of the body, not just the upper
extremity. Apraxia, the inability to perform
a previously learned task, is a communica-
tion loss, not a motor loss.

2. The most common motor dysfunction of
a CVA is paralysis of one side of the body,
hemiplegia; in this case with a left-sided
CVA, the paralysis would affect the right

PRACTICE QUESTIONS ANSWERS ANI

side. Ataxia is an impaired ability to
coordinate movement.

3. Homonymous hemianopsia (loss of half of
the visual field of each eye) and diplopia
(double vision) are visual field deficits that a
client with a CVA may experience, but they
are not motor losses.

4. Personality disorders occur in clients with a
right-sided CVA and are cognitive deficits;
hostility is an emotional deficit.

TEST-TAKING HINT: Be sure to always
notice adjectives describing something. In
this case, “left-sided” describes the type
of CVA. Also be sure to identify exactly
what the question is asking—in this

case, about “motor loss,” which

will help rule out many of the possible
answer options.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level —
Application.

. 1. African Americans have twice the rate of

CVAs as Caucasians and men have a
higher incidence than women; African
Americans suffer more extensive damage
from a CVA than do people of other cul-
tural groups.

2. Females are less likely to have a CVA than
males, but advanced age does increase the
risk for CVA. The Oriental population has
a lower risk, possibly as a result of their
relatively high intake of omega-3 fatty
acids, antioxidants found in fish.

3. Caucasians have a lower risk of CVA than
do African Americans, Hispanics, and
Native Pacific Islanders.

4. Pregnancy is a minimal risk for having a
CVA.

TEST-TAKING HINT: Note the age of the
client if this information is given, but take
this information in context with the
additional information provided in the
answer options. The 84-year-old may
appear to be the best answer, but not if the
client is a female and Oriental, which rules
out this option for the client most

at risk.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Health
Promotion and Maintenance: Cognitive Level —
Knowledge.
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Placing a small pillow under the
shoulder will prevent the shoulder from
adducting toward the chest and
developing a contracture.

. The client should be repositioned at least

every two (2) hours to prevent contractures,
pneumonia, skin breakdown, and other
complications of immobility.

The client should not ignore the
paralyzed side, and the nurse must
encourage the client to move it as much
as possible; a written schedule may assist
the client in exercising.

. These exercises are recommended, but they

must be done at least five (5) times a day for
10 minutes to help strengthen the muscles
for walking.

. The fingers are positioned so that they are

barely flexed to help prevent contracture of

the hand.

TEST-TAKING HINT: Be sure to look at the
intervals of time for any intervention;
note that “every shift” and “three (3)
times a day” are not appropriate time
intervals for this client. Because this is a
“select all that apply” question, the test
taker must read each answer option and
decide if it is correct; one will not
eliminate another.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

L.

Agnosia is the failure to recognize familiar
objects; therefore, observing the client for
possible aspiration is not appropriate.

. A semi-Fowler’s position is appropriate for

sleeping, but agnosia is the failure to
recognize familiar objects; therefore, this
intervention is inappropriate.

. Placing suction at the bedside will help if

the client has dysphagia (difficulty
swallowing), not agnosia, which is failure to
recognize familiar objects.

A collaborative intervention is an
intervention in which another
health-care discipline—in this case,
occupational therapy—is used in the
care of the client.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

. 1. Placing a gait belt prior to ambulating is an

appropriate action for safety and would not
require the nurse to intervene.

2. Placing the client in a supine position with
the head turned to the side is not a problem
position, so the nurse does not need to
intervene.

3. This action is inappropriate and would
require intervention by the nurse because
pulling on a flaccid shoulder joint could
cause shoulder dislocation; the client
should be pulled up by placing the arm
underneath the back or using a lift sheet.

4. The client should be encouraged and
praised for attempting to perform any
activities independently, such as combing

hair or brushing teeth.

TEST-TAKING HINT: This type of question
has three answer options that do not
require a nurse to intervene to correct a
subordinate. Remember to read every
possible answer option before deciding on
a correct one.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level —
Synthesis.

. 1. The nurse would anticipate an oral

anticoagulant, warfarin (Coumadin), to
be prescribed to help prevent thrombi
formation in the atria secondary to atrial
fibrillation. The thrombi can become
embolic and may cause a TIA or CVA
(stroke).

2. Beta blockers slow the heart rate and
decrease blood pressure but would not be
an anticipated medication to help prevent a
TIA secondary to atrial fibrillation.

3. An anti-hyperuricemic medication is
administered for a client experiencing gout
and decreases the formation of tophi.

4. A thrombolytic medication is administered
to dissolve a clot, and it may be ordered
during the initial presentation for a client

TEST-TAKING HINT: Be sure to look at what
the question is asking and see if the answer
can be determined even if some terms are
not understood. In this case, note that the
question refers to “collaborative interven-

tion.” Only option “4” refers to collaboration

with another discipline.

with a CVA, but not on discharge.

TEST-TAKING HINT: In the stem of this
question, there are two disease processes
mentioned—atrial fibrillation and TIA. The
reader must determine how one process
affects the other before answering the
question. In this question, the test taker



must know atrial fibrillation predisposes
the client to the formation of thrombi, and
therefore the nurse should anticipate the
health-care provider ordering a medication
to prevent clot formation, an anticoagulant.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Syntbhests.

. 1. The rubber mat will stabilize the plate and
prevent it from slipping away from the
client learning to feed himself, but this does
not address generalized weakness.

2. A long-handled bath sponge will assist
the client when showering hard-to-reach
areas, but it is not a home modification, nor
will it help with generalized weakness.

3. Clothes with Velcro closures will make
dressing easier, but they do not constitute a
home modification and do not address gen-
eralized weakness.

4. Raising the toilet seat is modifying the
home and addresses the client’s weakness
in being able to sit down and get up
without straining muscles or requiring
lifting assistance from the wife.

TEST-TAKING HINT: The test taker must
read the stem of the question carefully and
note that the intervention must be one in
which the home is modified in some way.
This would eliminate three of the options,
leaving the correct answer.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

. 1. Potential for injury is a physiological
problem, not a psychosocial problem.

2. Expressive aphasia means that the client
cannot communicate thoughts but
understands what is being communicated;
this leads to frustration, anger,
depression, and the inability to verbalize
needs, which, in turn, causes the client to
have a lack of control and feel powerless.

3. A disturbance in thought processes is a
cognitive problem; with expressive aphasia
the client’s thought processes are intact.

4. Sexual dysfunction can have a psychosocial
component or a physical component, but it
is not related to expressive aphasia.

TEST-TAKING HINT: The test taker should
always make sure that the choice selected
as the correct answer matches what the
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question is asking. The stem has the
adjective “psychosocial,” so the correct
answer must address psychosocial
needs.

Content — Medical: Category of Health Alteration
— Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Psychosocial Integrity:
Cognitive Level — Analysis.

1. This glucose level is elevated and could
predispose the client to ischemic neurologi-
cal changes due to blood viscosity, but it is
not a risk factor for a hemorrhagic stroke.

2. A carotid bruit predisposes the client to an
embolic or ischemic stroke but not to a
hemorrhagic stroke.

3. Uncontrolled hypertension is a risk
factor for hemorrhagic stroke, which
is a ruptured blood vessel inside the
cranium.

4. Cancer is not a precursor to developing a
hemorrhagic stroke.

TEST-TAKING HINT: Both options “1” and
“2” are risk factors for an ischemic or
embolic type of stroke. Knowing this, the
test taker can rule out these options as
incorrect.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. The nurse should not administer any
medication to a client without first
assessing the cause of the client’s
complaint or problem.

2. An MRI scan may be needed, but the nurse
must determine the client’s neurological
status prior to diagnostic tests.

3. Starting an IV infusion is appropriate,
but it is not the action the nurse should
implement when assessing pain, and
100 mL/hr might be too high a rate for
an 85-year-old client.

4. The nurse must complete a neurological
assessment to help determine the cause
of the headache before taking any
further action.

TEST-TAKING HINT: The test taker should
always apply the nursing process when
answering questions. If the test taker
narrows down the choices to two possible
answer options, always select the assess-
ment option as the first intervention.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
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12.

MED-SURG SUCCESS

Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. The client is at risk for increased
intracranial pressure whenever
performing the Valsalva maneuver,
which will occur when straining during
defecation. Therefore, stool softeners
would be appropriate.

2. Coughing increases intracranial pressure
and is discouraged for any client who has
had a craniotomy. The client is encour-
aged to turn and breathe deeply, but not
to cough.

3. Monitoring the neurological status is
appropriate for this client, but it should
be done much more frequently than
every shift.

4. Dopamine is used to increase blood pres-
sure or to maintain renal perfusion, and a
BP of 160/90 is too high for this client.

TEST-TAKING HINT: The test taker should
always notice if an answer option has a
time frame—every shift, every four

(4) hours, or daily. Whether or not the
time frame is correct may lead the test
taker to the correct answer.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Implementation.

Head Injury

13.

1. Awakening the client every two
(2) hours allows the identification of
headache, dizziness, lethargy, irritabil-
ity, and anxiety—all signs of postcon-
cussion syndrome—that would warrant
the significant other’s taking the client
back to the emergency department.

2. The nurse should monitor for signs of
increased intracranial pressure (ICP), but a
layman, the significant other, would not
know what these signs and medical terms
mean.

3. Hypervigilance, increased alertness and
super-awareness of the surroundings, is a
sign of amphetamine or cocaine abuse, but
it would not be expected in a client with a
head injury.

4. The client can eat food as tolerated, but
feeding the client every three (3) to four
(4) hours does not affect the development

14,

15.

of postconcussion syndrome, the signs of
which are what should be taught to the
significant other.

TEST-TAKING HINT: Remember to pay
close attention to answer options that
have times (e.g., “every two [2] hours,”
“every three [3] to four [4] hours”). Also
consider the likelihood of the options
listed. Would a nurse teach the significant
other terms such as increased intracranial
pressure or bypervigilance? Probably not,
so options “2” and “3” should be
eliminated.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —

Syntbhesis.

1. The scalp is a very vascular area and a
moderate amount of bleeding would be
expected.

2. These signs/symptoms—weak pulse,
shallow respirations, cool pale skin—
indicate increased intracranial pressure
from cerebral edema secondary to
the fall, and they require immediate
attention.

3. This is a normal pupillary response and
would not warrant intervention.

4. A headache that resolves with medication
is not an emergency situation, and the
nurse would expect the client to have a
headache after the fall; a headache not
relieved with Tylenol would warrant
further investigation.

TEST-TAKING HINT: The test taker is
looking for an answer option that is not
normal for the client’s situation. Of the
options listed, three would be expected
and would not warrant a trip to the
emergency department.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

1. A client with a head injury must be
awakened every two (2) hours to
determine alertness; decreasing level of
consciousness is the first indicator of
increased intracranial pressure.

2. A diagnostic test, MRI, would be an
expected test for a client with left-sided
weakness and would not require
immediate attention.
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17.

3. The Glasgow Coma Scale is used to
determine a client’s response to stimuli
(eye-opening response, best verbal
response, and best motor response)
secondary to a neurological problem;
scores range from 3 (deep coma) to 15
(intact neurological function). A client
with a score of 6 should be assessed
first by the nurse.

4. The nurse would expect a client diagnosed
with a CVA (stroke) to have some sequelae
of the problem, including the inability to
speak.

TEST-TAKING HINT: This is a prioritizing
question that asks the test taker to
determine which client has priority when
assessing all four clients. The nurse
should assess the client who has abnormal
data for the disease process.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. This is an oculocephalic test (doll’s eye
movement) that determines brain activity.
If the eyes move with the head, it means
the brainstem is intact and there is no
brain death.

2. Waveforms on the EEG indicate that
there is brain activity.

3. The cold caloric test, also called the
oculovestibular test, is a test used
to determine if the brain is intact or
dead. No eye activity indicates brain
death. If the client’s eyes moved, that
would indicate that the brainstem is
intact.

4. Decorticate posturing after painful stimuli
are applied indicates that the brainstem is
intact; flaccid paralysis is the worse neuro-
logical response when assessing a client
with a head injury.

TEST-TAKING HINT: The test taker needs

to know what the results of the cold

caloric test signify—in this case, no eye
activity indicates brain death.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

1. Assessing the neurological status is
important, but ensuring an airway is
priority over assessment.
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18.

19.

2. Monitoring vital signs is important, but
maintaining an adequate airway is higher
priority.

3. Initiating an IV access is an intervention
the nurse can implement, but it is not the
priority intervention.

4. The most important nursing goal in
the management of a client with a head
injury is to establish and maintain an
adequate airway.

TEST-TAKING HINT: If the question asks for a
priority intervention, it means that all of
the options would be appropriate for the
client but only one intervention is priority.
Always apply Maslow’s hierarchy of
needs—an adequate airway is first.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. The client in rehabilitation is at risk for
the development of deep vein thrombosis;
therefore, this is an appropriate medication.

2. An osmotic diuretic would be ordered
in the acute phase to help decrease
cerebral edema, but this medication
would not be expected to be ordered
in a rehabilitation unit.

3. Clients with head injuries are at risk for
post-traumatic seizures; thus an oral
anticonvulsant would be administered for
seizure prophylaxis.

4. The client is at risk for a stress ulcer;
therefore, an oral proton pump inhibitor
would be an appropriate medication.

TEST-TAKING HINT: The client is in the reha-
bilitation unit and therefore must be stable.
The use of any intravenous medication
should be questioned under those circum-
stances, even if the test taker is not sure
why the medication may be considered.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. Purposeless movement indicates that
the client’s cerebral edema is decreasing.
The best motor response is purposeful
movement, but purposeless movement
indicates an improvement over
decorticate movement, which, in turn, is
an improvement over decerebrate
movement or flaccidity.

29
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20.

MED-SURG SUCCESS

2. Flaccidity would indicate a worsening of
the client’s condition.

3. Decerebrate posturing would indicate a
worsening of the client’s condition.

4. The eyes respond to light, not painful
stimuli, but a 6-mm nonreactive pupil
indicates severe neurological deficit.

TEST-TAKING HINT: The test taker must
have strong assessment skills and know
what specific signs/symptoms signify for
each of the body systems—in this case, the
significance of different stages of
posturing/movement in assessing
neurological status.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

1. The head of the bed should be elevated
no more than 30 degrees to help decrease
cerebral edema by gravity.

2. Stool softeners are initiated to prevent
the Valsalva maneuver, which increases
intracranial pressure.

3. Oxygen saturation higher than 93 %
ensures oxygenation of the brain
tissues; decreasing oxygen levels
increase cerebral edema.

4. Noxious stimuli, such as suctioning,
increase intracranial pressure and should
be avoided.

5. Mild sedatives will reduce the client’s
agitation; strong narcotics would not
be administered because they decrease
the client’s level of consciousness.

TEST-TAKING HINT: In “select all that apply”
questions, the test taker should look at
each answer option as a separate entity.
In option “1” the test taker should
attempt to get a mental picture of the
client’s position in the bed. A 60-degree
angle is almost upright in the bed. Would
any client diagnosed with a head injury
be placed this high? The client would

be at risk for slumping over because of
the inability to control the body position.
Nasal suctioning, option “4,” which
increases intracranial pressure, should
also be avoided.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

21.

22.

1. Prior to notifying the HCP, the nurse
should always make sure that all the
needed assessment information is available
to discuss with the HCP.

2. With head injuries, any clear drainage may
indicate a cerebrospinal fluid leak; the nurse
should not assume the drainage is secondary
to allergies and administer an antihistamine.

3. The presence of glucose in drainage
from the nose or ears indicates
cerebrospinal fluid, and the HCP
should be notified immediately once
this is determined.

4. This would be appropriate, but it is not
the first intervention. The nurse must
determine where the fluid is coming from.

TEST-TAKING HINT: The question is
asking which intervention should be
implemented first, and the nurse should
always assess the situation before calling
the HCP or taking an action.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. Assessment is important, but with clients
with head injury the nurse must assume
spinal cord injury until it is ruled out with
x-ray; therefore, stabilizing the spinal cord
is priority.

2. Removing the client from the water is an
appropriate intervention, but the nurse
must assume spinal cord injury until it is
ruled out with x-ray; therefore, stabilizing
the spinal cord is priority.

3. Assessing the client for further injury is
appropriate, but the first intervention is
to stabilize the spine because the impact
was strong enough to render the client
unconsciousness.

4. The nurse should always assume that a
client with traumatic head injury may
have sustained spinal cord injury. Mov-
ing the client could further injure the
spinal cord and cause paralysis; there-
fore, the nurse should stabilize the cer-
vical spinal cord as best as possible prior
to removing the client from the water.

TEST-TAKING HINT: When two possible
answer options contain the same directive
word—in this case, “assess”—the test
taker can either rule out these two as
incorrect or prioritize between the two
assessment responses.
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24.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive
Level — Synthesis.

1. The head of the client’s bed should be
elevated to help the lungs expand and
prevent stasis of secretions that could
lead to pneumonia, a complication of
immobility.

2. Active range-of-motion exercises require
that the client participate in the activity.
This is not possible because the client is in
a coma.

3. The client is at risk for pressure ulcers and
should be turned more frequently than
every shift, and research now shows that
massaging bony prominences can increase
the risk for tissue breakdown.

4. The nurse should always talk to the client,
even if he or she is in a coma, but this will
not address the problem of immobility.

TEST-TAKING HINT: Whenever a client
problem is written, interventions must
address the specific problem, not the
disease. Positioning the client addresses
the possibility of immobility complications,
whereas talking to a comatose client
addresses communication deficit and
psychosocial needs, not immobility
issues.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

1. The client is at risk for seizures and does
not process information appropriately.
Allowing him to return to his occupation
as a forklift operator is a safety risk for
him and other employees. Vocational
training may be required.

2. “Cognitive” pertains to mental
processes of comprehension,
judgment, memory, and reasoning.
Therefore, an appropriate goal would
be for the client to stay on task for
10 minutes.

3. The client’s ability to dress self addresses
self-care problems, not a cognitive problem.

4. The client’ ability to regain bowel and
bladder control does not address cognitive
deficits.

TEST-TAKING HINT: The test taker must
note adjectives closely. The question is
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asking about “cognitive” deficits;
therefore, the correct answer must
address cognition.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —
Analysis.

Spinal Cord Injury

25.

26.

1. The nurse should stabilize the client’s
neck prior to removal from the car.

2. The nurse must stabilize the client’s neck
before doing any further assessment. Most
nurses don’t carry penlights, and the
client’s pupil reaction can be determined
after stabilization.

3. The nurse must maintain a patent air-
way. Airway is the first step in resusci-
tation.

4. Shaking the patient could cause
further damage, possibly leading to
paralysis.

TEST-TAKING HINT: Remember that, in a
question asking about which action
should be taken first, all of the answers
are interventions, but only one should be
implemented first. There are very few
“always” situations in the health-care
profession, but in this situation, unless
the client’s car is on fire or under water,
stabilizing the client’s neck is always
priority, followed by airway.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. Spinal shock associated with SCI
represents a sudden depression of
reflex activity below the level of the
injury. T12 is just above the waist;
therefore, no reflex activity below the
waist would be expected.

2. Assessment of the movement of the upper
extremities would be more appropriate
with a higher level injury; an injury in the
cervical area might cause an inability to
move the upper extremities.

3. Complaints of a pounding headache are
not typical of a T'12 spinal injury.

4. Hypotension (low blood pressure) and
tachycardia (rapid heart rate) are signs of
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28.

MED-SURG SUCCESS

hypovolemic or septic shock, but these do
not occur in spinal shock.

TEST-TAKING HINT: If the test taker does
not have any idea what the answer is, an
attempt to relate the anatomical position
of keywords in the question stem to
words in the answer options is appropri-
ate. In this case, T12, mentioned in the
stem, is around the waist, so answer
options involving the anatomy above that
level (e.g., the upper extremities) can be
eliminated.

Content — Medical: Category of Health Alteration
— Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive
Level — Analysis.

1. Oxygen is administered initially to
maintain a high arterial partial
pressure of oxygen (PaO,) because
hypoxemia can worsen a neurological
deficit to the spinal cord initially, but this
client is in the rehabilitation department
and thus not in the initial stages of the
injury.

2. Deep vein thrombosis (DVT) is a
potential complication of immobility,
which can occur because the client
cannot move the lower extremities as
a result of the L1 SCI. Low-dose
anticoagulation therapy (Lovenox)
helps prevent blood from coagulating,
thereby preventing DVTs.

3. The client is unable to move the lower
extremities. The nurse should do passive
ROM exercises.

4. A client with a spinal injury at C4 or
above would be dependent on a ventilator
for breathing, but a client with an L1 SCI
would not.

TEST-TAKING HINT: The test taker

should notice any adjectives such as
“rehabilitation,” which should clue the
test taker into ruling out oxygen, which
is for the acute phase. The test taker
should also be very selective if choosing
an answer with a definitive word such as
“all” (option “17).

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. Oxygen is administered initially to
prevent hypoxemia, which can worsen

29.
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the spinal cord injury; therefore, the
nurse should determine how much
oxygen is reaching the periphery.

2. A C6 injury would not affect the client’s
ability to chew and swallow, so pureed
food is not necessary.

3. Breathing exercises are supervised
by the nurse to increase the strength
and endurance of inspiratory
muscles, especially those of the
diaphragm.

4. Autonomic dysreflexia occurs during
the rehabilitation phase, not the acute
phase.

5. Corticosteroids are administered to
decrease inflammation, which will
decrease edema, and help prevent
edema from ascending up the spinal
cord, causing breathing difficulties.

TEST-TAKING HINT: The test taker must
notice where the client is receiving care,
which may be instrumental in being able
to rule out incorrect answer options and
help in identifying the correct answer.
Remember Maslow’s hierarchy of needs—
oxygen and breathing are priority nursing
interventions.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Therapeutic communication addresses
the client’s feelings and attempts to
allow the client to verbalize feelings;
the nurse should be a therapeutic
listener.

2. This is belittling the client’s feelings.

3. The client does not owe the nurse an
explanation of his feelings; “why” is never
therapeutic.

4. This is advising the client and is not
therapeutic.

TEST-TAKING HINT: When the question
requests a therapeutic response, the test
taker should select the answer option that
has “feelings” in the response.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs —
Psychosocial Integrity: Cognitive Level — Application.

1. The machine is very loud and the
technician will offer the client ear plugs,
but hearing difficulty will not affect the
MRI scan.
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2. Allergies to dairy products will not affect
the MRI scan.

3. The client does not need to be NPO for
this procedure.

4. MRI scans are often done in a very
confined space; many people who have
claustrophobia must be medicated or
even rescheduled for the procedure in
an open MRI machine, which may be
available if needed.

TEST-TAKING HINT: The nurse must be
knowledgeable of diagnostic tests to
prepare the client for the tests safely.
The test taker must be realistic in
determining answers—is there any
test in which a hearing problem
would make the diagnostic test
contraindicated?

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Application.

1. This action will not address the client’s
pounding headache and hypertension.

2. Dimming the lights will not help the
client’s condition.

3. This is an acute emergency caused
by exaggerated autonomic responses
to stimuli and only occurs after
spinal shock has resolved in the client
with a spinal cord injury above T6.
The most common cause is a full
bladder.

4. The nurse should always assess the client
before administering medication.

TEST-TAKING HINT: The test taker should
apply the nursing process when answering
questions, and assessing the client comes
first, before administering any type of
medication.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive
Level — Application.

1. The halo device is applied by inserting
pins into the skull, and the client cannot
remove them; the pins should be checked
for signs of infection.

2. Reddened areas, especially under the
brace, must be reported to the HCP
because pressure ulcers can occur
when wearing this appliance for an
extended period.
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3. The vest liner should be changed for
hygiene reasons, but the halo part is not
removed.

4. The client should be encouraged to
ambulate to prevent complications of
immobility.

TEST-TAKING HINT: The test taker would

need basic knowledge about a halo

device to answer this question easily,

but some clues are in the stem. A

cervical fracture is in the upper portion

of the spine or neck area, and most
people understand that a halo is
something that surrounds the forehead

or higher. So the test taker could get a

mental image of a device that must span

this area of the body and maintain
alignment of the neck. If an HCP
attaches pins into the head, then the test
taker could assume that they were not to
be removed by the client. Redness
usually indicates some sort of problem
with the skin.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Syntbhesis.

1. This is not an emergency; therefore, the
nurse should not notify the health-care
provider.

2. A physiological change in the client
requires more than a therapeutic
conversation.

3. Increasing the IV rate will not address the
cause of the problem.

4. For the first two (2) weeks after an SCI
above T7, the blood pressure tends to
be unstable and low; slight elevations
of the head of the bed can cause
profound hypotension; therefore, the
nurse should lower the head of the bed
immediately.

TEST-TAKING HINT: The test taker should
notice that the only answer option that
addresses the “bed” is the correct answer.
This does not always help identify the
correct answer, but it is a hint that should
be used if the test taker has no idea what
the correct answer is.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Application.
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1. This client has signs/symptoms of a
respiratory complication and should
be assessed first.

2. This is a psychosocial need and should
be addressed, but it does not have priority
over a physiological problem.

3. A client with a lower SCI would not be
at risk for autonomic dysreflexia;
therefore, a complaint of headache and
feeling hot would not be priority over an
airway problem.

4. The client with a T4 SCI would not be

expected to move the lower extremities.

TEST-TAKING HINT: The nurse should
assess the client who is at risk for dying
or having some type of complication that
requires intervention. Remember Maslow’s
hierarchy of needs, in which physiological
problems are always priority and airway is
the top physiological problem.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

1. The nurse cannot delegate assessment or
teaching.

2. Tube feedings should be treated as if they
were medications, and this task cannot be
delegated.

3. The assistant can place the client on
the bedside commode as part of bowel
training; the nurse is responsible for
the training but can delegate this task.

4. Evaluating the client’s ability to self-
catheterize must be done by the nurse.

TEST-TAKING HINT: Although each state
has its own delegation rules, teaching,
assessing, evaluating, and medication
administration are nursing interventions
that cannot be delegated to unlicensed
assistive personnel.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive
Level — Synthesis.

1. The ASIA is an appropriate referral for liv-
ing with this condition, but it does not help
find gainful employment after the injury.

2. The rehabilitation commission of each
state will help evaluate and determine
if the client can receive training or
education for another occupation after

injury.

3. The client is not asking about disability;
he is concerned about employment.
Therefore, the nurse needs to make a
referral to the appropriate agency.

4. This does not address the client’s concern
about gainful employment.

TEST-TAKING HINT: If the question
mentions a specific age for a client, the
nurse should consider it when attempting
to answer the question. This is a young
person who needs to find gainful
employment. Remember Erickson’s stages
of growth and development.

Content — Medical: Category of Health

Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Psychosocial
Integrity: Cognitive Level — Application.

Seizures

37. 1. The nurse needs to protect the client from

injury. Moving furniture would help
ensure that the client would not hit
something accidentally, but this is not
done first.

2. This is done to help keep the airway
patent, but it is not the first intervention
in this specific situation.

3. Assessment is important but, when the
client is having a seizure, the nurse should
not touch him or her.

4. The client should not remain in the
chair during a seizure. He should be
brought safely to the floor so that he
will have room to move the extremities.

TEST-TAKING HINT: All of the answer
options are possible interventions, so the
test taker should go back to the stem of
the question and note that the question
asks which intervention has priority.

“In the chair” is the key to this question
because the nurse should always think
about safety, and a patient having a
seizure is not safe in a chair.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

38. 1. Head injury is one of the main reasons

for epilepsy that can be prevented
through occupational safety
precautions and highway safety
programs.



39.

40.

2. Sedentary lifestyle is not a cause of epilepsy.

3. Dietary concerns are not a cause of
epilepsy.

4. Safety glasses will help prevent eye injuries,
but such injuries are not a cause of
epilepsy.

TEST-TAKING HINT: The nurse must be

aware of risk factors that cause diseases. If

the test taker does not know the correct

answer, thinking about which body system
the question is asking about may help rule
out or rule in some of the answer options.

Only options “1” and “4” have anything

to do with the head, and only helmets

on the head are connected with the

neurological system.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Health
Promotion and Maintenance: Cognitive Level —
Application.

1. Antiseizure drugs, tranquilizers, stimulants,
and depressants are withheld before an
EEG because they may alter the brain
wave patterns.

2. Meals are not withheld because altered
blood glucose level can cause changes in
brain wave patterns.

3. The goal is for the client to have a
seizure during the EEG. Sleep depriva-
tion, hyperventilating, or flashing lights
may induce a seizure.

4. Electrodes are placed on the client’s scalp,
but there are no electroshocks or any type
of discomfort.

TEST-TAKING HINT: The test taker should
highlight the words “diagnose a seizure
disorder” in the stem and ask which answer
option would possibly cause a seizure.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Syntbhesis.

1. Noticing the first thing the client does
during a seizure provides information
and clues as to the location of the
seizure in the brain. It is important to
document whether the beginning of
the seizure was observed.

2. Assessment is important, but during the
seizure the nurse should not attempt to
restrain the head to assess the eyes; muscle
contractions are strong, and restraining
the client could cause injury.
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42,

3. This should be done, but it is not the first
intervention when walking into a room
where the client is beginning to have a
seizure.

4. The client should be protected from
onlookers, but the nurse should always
address the client first.

TEST-TAKING HINT: This is a prioritizing
question that asks the test taker which
intervention to implement first. All

four interventions would be appropriate,
but only one should be implemented
first. If the test taker cannot decide
between two choices, always select the
one that directly affects the client or the
condition; privacy is important, but
helping determine the origin of the
seizure is priority.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. The client is exhausted from the seizure
and should be allowed to sleep.

2. Awakening the client every 30 minutes
possibly could induce another seizure as a
result of sleep deprivation.

3. During the postictal (after-seizure)
phase, the client is very tired and
should be allowed to rest quietly;
placing the client on the side will help
prevent aspiration and maintain a
patent airway.

4. The client must rest, and asking questions
about the seizure will keep the client
awake and may induce another seizure as a
result of sleep deprivation.

TEST-TAKING HINT: Options “1,” “2,” and
“4” all have something to do with keeping
the client awake. This might lead the test
taker to choose the option that is different
from the other three.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Once the seizure has started, no one
should attempt to put anything in the
client’s mouth.

2. The nurse should tell the UAP to
stop trying to insert anything in the
mouth of the client experiencing a
seizure. Broken teeth and injury to
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the lips and tongue may result from
trying to place anything in the
clenched jaws of a client having a
tonic-clonic seizure.

3. The primary nurse is responsible for the
action of the UAP and should stop the
UAP from doing anything potentially
dangerous to the client. No one should
attempt to pry open the jaws that are
clenched in a spasm to insert anything.

4. The primary nurse must correct the action
of the UAP immediately, prior to any
injury occurring to the client and before
notifying the charge nurse.

TEST-TAKING HINT: The nurse is
responsible for the actions of the
unlicensed assistive personnel and must
correct the behavior immediately.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Thorough oral hygiene after each
meal, gum massage, daily flossing,
and regular dental care are essential
to prevent or control gingival
hyperplasia, which is a common
occurrence in clients taking
Dilantin.

2. A serum (venipuncture) Dilantin level is
checked monthly at first and then, after a
therapeutic level is attained, every six
(6) months.

3. Dilantin does not turn the urine orange.

4. The use of Dilantin does not ensure that
the client will not have any seizures, and
in some instances, the dosage may need to
be adjusted or another medication may
need to be used.

TEST-TAKING HINT: The test taker should
realize that monitoring blood glucose
levels using a glucometer is about the
only level that is monitored daily;
therefore, option “2,” which calls for daily
monitoring of Dilantin levels, could be
eliminated. Remember, there are very few
absolutes in the health-care field;
therefore, option “4” could be ruled

out because “won’t have any” is an
absolute.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Evaluation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Evaluation.

44.

45.

1. Assessment is an independent nursing
action, not a collaborative one.

2. All clients in the ICD will be placed on
telemetry, which does not require an
order by another health-care provider or
collaboration with one.

3. Administering an anticonvulsant
medication by intravenous push
requires the nurse to have an order or
confer with another member of the
health-care team.

4. A glucocorticoid is a steroid and is not
used to treat seizures.

TEST-TAKING HINT: The key word in the
stem of this question is the adjective
“collaborative.” The test taker would
eliminate the options “1” and “2” because
these do not require collaboration with
another member of the health-care team
and would eliminate option “4” because
it is not used to treat seizures.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Syntbhesis.

1. Keeping a seizure and medication chart
will be helpful when keeping follow-up
appointments with the health-care
provider and in identifying activities
that may trigger a seizure.

2. The client should take showers, rather
than tub baths, to avoid drowning if a
seizure occurs. The nurse should also
instruct the client never to swim alone.

3. Over-the-counter medications may
contain ingredients that will interact
with antiseizure medications or, in
some cases, as with use of stimulants,
possibly cause a seizure.

4. Most of the anticonvulsant medications
have therapeutic serum levels that
should be maintained, and regular
checks of the serum levels help to
ensure the correct level.

5. A newly diagnosed client would have just
been put on medication, which may cause
drowsiness. Therefore, the client should
avoid activities that require alertness and
coordination and should not be driving at
all until after the effects of the medication
have been evaluated.

TEST-TAKING HINT: The test taker

must select all interventions that are
appropriate for the question. A key word
is the adverb “newly.”
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47.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Syntbhesis.

1. The client with a seizure disorder should
avoid stimulants, such as caffeine.

2. The onset of menstruation can cause
seizure activity in the female client.

3. Tension states, such as anxiety and
frustration, induce seizures in some
clients, so stress management may be
helpful in preventing seizures.

4. Bright flickering lights, television viewing,
and some other photic (light) stimulation
may cause seizures, but sunlight does not.
Wearing dark glasses or covering one eye
during potential seizure-stimulating
activities may help prevent seizure.

TEST-TAKING HINT: Caffeine is a stimulant
and its use is not recommended in many
disease processes. Menstrual cycle changes
are known to affect seizure disorders.
Therefore, options “1” and “2” can be
eliminated, as can option “4” because
sunlight does not cause seizures.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Evaluation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Evaluation.

1. An aura is a visual, auditory, or
olfactory occurrence that takes place
prior to a seizure and warns the client
a seizure is about to occur. The aura
often allows time for the client to lie
down on the floor or find a safe place
to have the seizure.

2. An aura is not dependent on the client
being physically or psychologically
exhausted.

3. This is a therapeutic response, reflecting
feelings, which is not an appropriate
response when answering a client’s question.

4. Sleepiness after a seizure is very common,
but the aura does not itself cause the
sleepiness.

TEST-TAKING HINT: If the stem of the
question has the client asking a question,
then the nurse needs to give factual
information, and option “3,” a therapeutic
response, would not be appropriate.
Neither would option “2” or “4” because
these options are worded in such a way as
to imply incorrect information.
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48.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Application.

1. Alzheimer’s disease does not lead to
seizures.

2. Parkinson’s disease does not cause
seizures.

3. A CVA (stroke) is the leading cause
of seizures in the elderly; increased
intracranial pressure associated with
the stroke can lead to seizures.

4. Brain atrophy is not associated with
seizures.

TEST-TAKING HINT: All four answer options
are associated with the brain, neurological
system, and aging. However, options “1,”
“2,” and “4” usually occur over time, with
the condition gradually getting worse, and
thus can be eliminated as a cause of
seizures, which are usually sudden.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Health
Promotion and Maintenance: Cognitive Level —
Knowledge.

Brain Tumors

49.

1. Nervousness is not a symptom of a brain
tumor, and brain tumors rarely metastasize
outside of the cranium. Brain tumors kill by
occupying space and increasing intracranial
pressure. Although seizures are not uncom-
mon with brain tumors, seizures are not
part of the classic triad of symptoms.

2. The classic triad of symptoms
suggesting a brain tumor includes a
headache that is dull, unrelenting, and
worse in the morning; vomiting
unrelated to food intake; and edema of
the optic nerve (papilledema), which
occurs in 70% to 75% of clients
diagnosed with brain tumors.
Papilledema causes visual disturbances
such as decreased visual acuity and
diplopia.

3. Hypertension and bradycardia, not
hypotension and tachycardia, occur with
increased intracranial pressure resulting
from pressure on the cerebrum. Tachypnea
does not occur with brain tumors.

4. Abrupt loss of motor function occurs with a
stroke; diarrhea does not occur with a brain

37
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tumor, and the client with a brain tumor
does not experience a change in taste.

TEST-TAKING HINT: The test taker can rule
out option “4” because of the symptom of
diarrhea, which is a gastrointestinal symp-
tom, not a neurological one. Considering
the other three possible choices, the
symptom of “headache” would make
sense for a client with a brain tumor.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. A widening pulse pressure and bounding
pulse indicate increased intracranial
pressure but do not localize the tumor.

2. Diplopia and decreased visual pressure
are symptoms indicating papilledema, a
general symptom in the majority of all
brain tumors.

3. Bradykinesia is slowed movement, a
symptom of Parkinson’s disease, and
scanning speech is symptomatic of multiple
sclerosis.

4. Hemiparesis would localize a tumor
to a motor area of the brain, and
personality changes localize a tumor to
the frontal lobe.

TEST-TAKING HINT: The test taker could
arrive at the correct answer if the test
taker realized that specific regions of
the brain control motor function and
hemiparesis and that other regions are
involved in personality changes.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Analysis.

1. This is providing information and is not
completely factual. MRIs are loud, but
frequently the client will require an IV
access (an invasive procedure) to be started
for a contrast medium to be injected.

2. This is restating and offering self.
Both are therapeutic responses.

3. This statement is belittling the client’s
feeling.

4. This is not dealing with the client’s
concerns and is passing the buck. The
nurse should explore the client’s feeling
to determine what is concerning the
client. The MRI may or may not be the
problem. The client may be afraid
of the results of the MRI.

52.

53.

TEST-TAKING HINT: When the question
asks the test taker for a therapeutic
response, the test taker should choose
the response that directly addresses the
client’s feelings.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Application.

1. There is nothing in the stem that
indicates the client has a problem with
swallowing, so aspiration precautions are
not needed.

2. Reach to Recovery is an American Cancer
Society—sponsored program for clients
with breast cancer, but it is not
prophylactic.

3. The client diagnosed with metastatic
lesions to the brain is at high risk for
seizures.

4. 'Teaching about mastectomy care is not
prophylactic, and the stem did not indicate
whether the client had a mastectomy.

TEST-TAKING HINT: The test taker should
not read into a question—for example,
about mastectomy care. The test taker
should be careful to read the descriptive
words in the stem; in this case
“prophylactic” is the key to answering
the question correctly.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Synthesis.

1. A social worker is qualified to assist
the client with referrals to any agency
or personnel that is needed.

2. The chaplain should be referred if
spiritual guidance is required, but the stem
did not specify this need.

3. The HCP also can refer to the social
worker, but the nurse can make this
referral independently.

4. The occupational therapist assists with
cognitive functioning, activities of daily
living (ADLs), and modification of the
home, but the stem did not define these
needs.

TEST-TAKING HINT: The test taker must
decide what each discipline has to offer
the client; a social worker has the
broadest range of referral capabilities.
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Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Maintaining weight is a nutritional goal.

2. Completing an advance directive is an
end-of-life or psychosocial goal.

3. Performing activities of daily living is a
goal for self-care deficit.

4. Verbalizing feelings is a psychosocial
goal.

TEST-TAKING HINT: The test taker should
read the stem of the question carefully.
All of the goals could be appropriate for a
client diagnosed with a brain tumor, but
only one applies to self-care deficit.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Syntbhesis.

1. Purposeful movement following painful
stimuli would indicate an improvement
in the client’s condition.

2. Adducting the upper extremities while
internally rotating the lower extremities is
decorticate positioning and would indicate
that the client’s condition had not
changed.

3. Aimless thrashing would indicate an
improvement in the client’s condition.

4. The most severe neurological
impairment result is flaccidity and no
response to stimuli. This indicates that
the client’s condition has worsened.

TEST-TAKING HINT: Neurological
assessment includes assessing the client
for levels of consciousness; the nurse
must memorize the stages of neurological
progression toward a coma and death.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

1. A transsphenoidal hypophysectomy is
done by an incision above the gumline
and through the sinuses to reach the sella
turcica, where the pituitary is located.

2. The client will be given regular food
when awake and able to tolerate food.

3. Blowing the nose creates increased
intracranial pressure and could result
in a cerebrospinal fluid leak.

57.

58.
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4. The client will return from surgery
with the head of the bed elevated to
about 30 degrees; this allows for gravity to
assist in draining the cerebrospinal fluid.

TEST-TAKING HINT: The test taker must
know the procedures for specific disease
processes to answer this question, but
anatomical positioning of the pituitary
gland (just above the sinuses) could help
to eliminate option “1,” which calls for a
large turban dressing.

Content — Surgical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Syntbhesis.

1. A headache after this surgery would be an
expected occurrence, not a complication.

2. An output much larger than the intake
could indicate the development of
diabetes insipidus. Pressure on the
pituitary gland can result in decreased
production of vasopressin, the
antidiuretic hormone.

3. A raspy sore throat is common after
surgery due to the placement of the
endotracheal tube during anesthesia.

4. Dizziness on arising quickly is expected,;
the client should be taught to rise slowly
and call for assistance for safety.

TEST-TAKING HINT: The test taker could
eliminate options “1” and “3” as expected
occurrences following the surgery and not
complications. Option “4” can also be
expected.

Content — Surgical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. Making the client NPO (nothing per os)
will not help the client to swallow.

2. A low Fowler’s position would make it
easier for the client to aspirate.

3. The consistency of the food is not an
issue; the client will have difficulty
swallowing this food as well as
regular-consistency food.

4. To decrease the risk of aspiration, the
client should direct food to the
unaffected side of the throat; this
helps the client to be able to use the
side of the throat that is functioning.

TEST-TAKING HINT: The test taker should
try to visualize the position of the client
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in the bed. A mostly recumbent position
(low Fowler’s) would increase the chance
of aspiration; thus option “2” should be
eliminated.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Chemotherapy is systemic therapy that
is used extensively in the care of clients
diagnosed with cancer. However, most
drugs have difficulty in crossing the
blood-brain barrier and are not useful in
treating brain tumors unless delivered
by direct placement into the spinal
column or directly to the ventricles of
the brain by a device called an Omaya
reservoir.

2. The blood-brain barrier is the body’s
defense mechanism for protecting the
brain from chemical effects; in this
case, it prevents the chemotherapy
from being able to work on the tumor
in the brain.

3. Radiation has about the same amount of
side effects as chemotherapy, but the
effects of radiation tend to last for a much
longer time.

4. Some tumors do become resistant to the
chemotherapy agents used. When this
happens, the oncologist switches to
different drugs.

TEST-TAKING HINT: The test taker can
eliminate option “1” as a possible answer
because it states that chemotherapy is
used to treat brain tumors, but it does not
tell the client why it is not being used.
Option “2” is the only one that actually
informs the client of a medical reason for
not administering chemotherapy for a
brain tumor.

Content — Medical: Category of Health
Alteration — Oncology: Integrated Nursing
Process — Diagnosis: Client Needs — Physiological
Integrity, Pbarmacological and Parenteral Therapies:
Cognitive Level — Analysis.

1. The client should sleep with the
head of the bed elevated to promote
drainage of the cerebrospinal
fluid.

2. Humidified air will prevent drying of
the nasal passages.

3. Because the incision for this surgery is
just above the gumline, the client

I3,

should not brush the front teeth. Oral
care should be performed using a
sponge until the incision has healed.

. The client can eat a regular diet.
. The HCP should be notified if the

client develops an infection of any
kind. A cold with sinus involvement
and sneezing places the client at risk
for opening the incision and
developing a brain infection.

TEST-TAKING HINT: The test taker could
choose option “5” because this is a
standard instruction for any surgery. The
test taker should look for more than one
correct answer in an alternative-type
question.

Content — Surgical: Category of Health Alteration —
Neurological: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Syntbhesis.

Meningitis

61.

62.

1

4.

. This is a definition of aseptic meningitis,

which refers to irritated meninges from
viral or noninfectious sources.

. This is another example of aseptic

meningitis, which refers to irritated
meninges from viral or noninfectious
sources.

. Septic meningitis refers to meningitis

caused by bacteria; the most common
form of bacterial meningitis is caused
by the Neisseria meningitides bacteria.
"This is the explanation for encephalitis.

TEST-TAKING HINT: The nurse should
explain the client’s diagnosis in layperson’s
terms when the stem is identifying the
significant other as asking the question. Be
sure to notice that the adjective “septic” is
the key to answering this question, ruling
out options “1” and “2.”

Content — Medical: Category of Health Alteration
— Neurological: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive

Level — Application.

1.

Clients who have been hospitalized are
weakened, but they are not at risk for
contracting any type of meningitis.

. Outbreaks of infectious meningitis are

most likely to occur in dense community
groups such as college campuses, jails,
and military installations.



3. Third world countries do not pose a risk
factor for meningitis. They provide a risk
for hepatitis or tuberculosis.

4. Employees in a high-rise building do not
live together and they have their own
space; therefore, they are not at risk for
developing meningitis.

TEST-TAKING HINT: The test taker must

remember that the NCLEX-RN tests all

areas of nursing, so always notice the type
of nurse if this is mentioned in the stem.

A public health nurse would not be

concerned with third world countries.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Health Promotion and
Maintenance: Cognitive Level — Synthesis.

63. 1. Babinski’s sign is used to assess brainstem

activity, and paresthesia is tingling, which

is not a clinical manifestation of bacterial
meningitis.

2. Chvostek’s sign is used to assess for
hypocalcemia, and facial tingling is a sign
of hypocalcemia. It is not used to assess
for bacterial meningitis.

3. A positive Kernig’s sign (client unable
to extend leg when lying flat) and
nuchal rigidity (stiff neck) are signs of
bacterial meningitis, occurring because
the meninges surrounding the brain
and spinal column are irritated.

4. Trousseau’s sign is used to assess for
hypocalcemia, and nystagmus is abnormal
eye movement. Neither of these is a
clinical manifestation of bacterial
meningitis.

TEST-TAKING HINT: If two answer options

test for the same thing (Trousseau’s and

Chvostek’s signs), then the test taker can

rule out these as possible answers because

there cannot be two correct answers in
the question, unless the question tells the
test taker that it is a “select all that apply”
question.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive
Level — Analysis.

64. 1. In clients with meningococcal
meningitis, purpuric lesions over the
face and extremity are the signs of a
fulminating infection that can lead to
death within a few hours.
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2. Photophobia is a common clinical
manifestation of all types of meningitis
and would be expected.

3. Inflammation of the meninges results in
increased intracranial pressure, which
causes a headache. This would be an
expected occurrence and would not
warrant notifying the HCP.

4. A client not being able to identify the day
of the week would not in itself warrant

notifying the HCP.

TEST-TAKING HINT: The stem is asking the
nurse to identify which assessment data
are abnormal for the disease process and
require an immediate medical intervention
to prevent the client from experiencing a
complication or possible death.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. Standard Precautions are mandated for all
clients, but a client with septic meningitis
will require more than the Standard
Precautions.

2. Airborne Precautions are for contagious
organisms that are spread on air currents
and require the hospital personnel to wear
an ultra-high filtration mask; these
precautions would be applied for disease
such as tuberculosis.

3. Contact Precautions are for contagious
organisms that are spread by blood and
body fluids, such as those that occur with
wounds or diarrhea.

4. Droplet Precautions are respiratory
precautions used for organisms that
have a limited span of transmission.
Precautions include staying at least four
(4) feet away from the client or wearing
a standard isolation mask and gloves
when coming in close contact with the
client. Clients are in isolation for 24 to
48 hours after initiation of antibiotics.

TEST-TAKING HINT: The test taker must
know the types of isolation precautions
used for different diseases and note the
adjective—“septic”—in the stem of the
question.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Safety and Infection Control: Cognitive
Level — Application.
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67.

68.
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1. This goal is not related to altered cerebral
tissue perfusion, but it would be a goal for
self-care deficit.

2. A client with a problem of altered
cerebral tissue perfusion is at risk for
seizure activity secondary to focal areas
of cortical irritability; therefore, the
client should be on seizure
precautions.

3. This would be an appropriate goal for the
client who has a problem of infection.

4. This would be an appropriate goal for the
client who has a problem of dehydration.

TEST-TAKING HINT: The goal must be
related to the problem—in this case,
“altered cerebral tissue perfusion.”

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. A lumbar puncture is an invasive
procedure; therefore, an informed
consent is required.

2. This could be offered for client
comfort during the procedure.

3. This position increases the space
between the vertebrae, which allows
the HCP easier entry into the spinal
column.

4. The client is encouraged to relax and
breathe normally; hyperventilation may
lower an elevated cerebrospinal fluid
pressure.

5. The nurse should always explain to the
client what is happening prior to and
during a procedure.

TEST-TAKING HINT: This is an alternative-
type question, which requires the test
taker to select more than one answer
option.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

1. A nurse administering antibiotics is a
collaborative intervention because the
HCP must write an order for the
intervention; nurses cannot prescribe
medications unless they have additional
education and licensure and are nurse
practitioners with prescriptive
authority.

2. The nurse needs an order to send a
culture to the laboratory for payment

69.

70.

purposes, but the nurse can obtain a
specimen without an order. A sputum
specimen is not appropriate for meningitis.

3. A pulse oximeter measures the amount of
oxygen in the periphery and does not
require an HCP to order.

4. Intake and output are independent nursing
interventions and do not require an HCP’s
order.

TEST-TAKING HINT: The test taker must
note adjectives and understand that a
collaborative nursing intervention is
dependent on another member of the
health-care team; an independent nursing
intervention does not require collaboration.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. This vaccine must be administered prior
to exposure to build up an immunity to
prevent meningitis resulting from
Haemophilus influenzae.

2. Chemoprophylaxis includes
administering medication that will
prevent infection or eradicate the
bacteria and the development of
symptoms in people who have been in
close proximity to the client.
Medications include rifampin
(Rifadin), ciprofloxacin (Cipro), and
ceftriaxone (Rocephin).

3. Steroids are used as an adjunct therapy in
treatment of clients diagnosed with acute
bacterial meningitis. They would not be
given as a prophylactic measure to others
in the home.

4. Gamma globulin provides passive immunity
to clients who have been exposed to hepati-
tis. It is not appropriate in this situation.

TEST-TAKING HINT: The key word in the
stem is “preventive.” The test taker must
pay close attention to the adjectives.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Safety and Infection Control: Cognitive
Level — Synthesis.

1. Antibiotics would help decrease the
bacterial infection in meningitis, which
would cause the exudate. The drugs
mentioned in the question would not.

2. Fever increases cerebral metabolism
and intracranial pressure. Therefore,
measures are taken to reduce body
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72.

temperature as soon as possible, and
alternating Tylenol and Motrin would
be appropriate.

3. A nonnarcotic antipyretic (Tylenol) and an
NSAID (Motrin) will not address the
client’s memory or orientation.

4. These medications do not prevent or treat
a yeast infection.

TEST-TAKING HINT: The test taker must
have a basic knowledge of the disease
process and medications that are
prescribed to treat a disease. Purulent
drainage would require an antibiotic.
Therefore, option “1” should be
eliminated as a possible answer
because the question is asking about
NSAIDs and a nonnarcotic antipyretic

(Tylenol).

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Analysis.

1. The antibiotic has the highest priority
because failure to treat a bacterial
infection can result in shock, systemic
sepsis, and death.

2. The lunch tray is important and may
actually arrive prior to the antibiotic, but
the priority for the nurse must be the
medication.

3. The client’s room should be kept dark
because of photophobia, but photophobia
is a symptom that is not life threatening.

4. Knowledge of the client’s weight is
necessary, but initial antibiotic therapy can
be initiated without knowing the client’s
admission weight.

TEST-TAKING HINT: The nurse must know
how to prioritize care. Which intervention
has the potential to avoid a complication
related to the disease process? Remember
the word “priority.”

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level —

Synthesis.

1. The client’s lung sounds should be clear
with meningitis, and nothing in the
question stem indicates a comorbid
condition. Therefore, assessing lung
sounds is not a priority.

2. The client may experience photophobia
and visual disturbances, but assessing the
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six fields of gaze will not affect the client’s
condition.

3. The client’s cardiac status is not affected
by meningitis. Therefore, the apical pulse
would not be priority.

4. Meningitis directly affects the client’s
brain. Therefore, assessing the
neurological status would have priority
for this client.

TEST-TAKING HINT: The test taker should
apply a systemic approach to discerning
the priority response. Maslow’s
hierarchy of needs would put option
“1” as correct, but the disease process
of meningitis does not include signs or
symptoms of a respiratory component.
The next highest priority would be

the neurological component, and
meningitis definitely is a neurological
disease.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive
Level — Synthesis.

Parkinson’s Disease

73.

1. Masklike facies is responsible for lack of
expression and is part of the motor
manifestations of Parkinson’s disease but is
not related to the symptoms listed.
Shuffling is also a motor deficit and does
pose a risk for falling, but fever and
patchy infiltrates on a chest x-ray do
not result from a gait problem. They
are manifestations of a pulmonary
complication.

2. Difficulty swallowing places the client
at risk for aspiration. Immobility
predisposes the client to pneumonia.
Both clinical manifestations place the
client at risk for pulmonary
complications.

3. Pill rolling of fingers and flat affect do not
have an impact on the development of
pulmonary complications.

4. Arm swing and bradykinesia are motor
deficits.

TEST-TAKING HINT: The nurse must
recognize the clinical manifestations

of a disease and the resulting bodily
compromise. In this situation, fever and
patchy infiltrates on a chest x-ray indicate
a pulmonary complication. Options “1,”
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75.
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“3,” and “4” focus on motor problems and
could be ruled out as too similar. Only
option “2” includes dissimilar information.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. Carbidopa is never given alone. Carbidopa
is given together with levodopa to help
the levodopa cross the blood—brain
barrier.

2. Levodopa is a form of dopamine given
orally to clients diagnosed with PD.

3. Carbidopa enhances the effects of
levodopa by inhibiting decarboxylase in
the periphery, thereby making more
levodopa available to the central
nervous system. Sinemet is the most
effective treatment for PD.

4. Carbidopa does not cross the blood—brain
barrier.

TEST-TAKING HINT: The nurse must be
knowledgeable of the rationale for
administering a medication for a specific
disease.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Analysis.

1. Adaptive appliances will not help the
client’s shaking movements and are
not used for clients with Parkinson’s
disease.

2. Clients with Parkinson’s disease are placed
on high-calorie, high-protein, soft or
liquid diets. Supplemental feedings may
also be ordered. If liquids are ordered
because of difficulty chewing, then the
liquids should be thickened to a honey or
pudding consistency.

3. Nuts and whole-grain food would require
extensive chewing before swallowing and
would not be good for the client. Three
large meals would get cold before the
client can consume the meal, and one half
or more of the food would be wasted.

4. The client’s energy levels will not
sustain eating for long periods.
Offering frequent and easy-to-chew
(soft) meals of small proportions is the
preferred dietary plan.

TEST-TAKING HINT: The correct answer for
a nursing problem question must address
the actual problem.

76.

77.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —
Analysis.

1. The nurse should not delegate feeding
a client who is at risk for complications
during feeding. This requires judgment
that the UAP is not expected to
possess.

2. Unlicensed assistive personnel can turn
and position clients with pressure ulcers.
The nurse should assist in this at least
once during the shift to assess the wound
area.

3. The UAP can assist the client to the
bathroom every two (2) hours and
document the results of the attempt.

4. The UAP can obtain the vital signs on a
stable client.

TEST-TAKING HINT: When reading the
answer options in a question in which the
nurse is delegating to an unlicensed
assistive personnel, read the stem
carefully. Is the question asking what to
delegate or what not to delegate?
Anything requiring professional judgment
should not be delegated.

Content — Medical: Category of Health Altevation —
Neurological: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level —

Synthesis.

1. Headache and photophobia are
expected clinical manifestations of
meningitis. The new graduate could
care for this client.

2. This client has had an unusual occurrence
(fall) and now has a potential complication
(a fracture). The experienced nurse should
take care of this client.

3. These vital signs indicate increased
intracranial pressure. The more experi-
enced nurse should care for this client.

4. This could indicate a worsening of the
tumor. This client is at risk for seizures
and herniation of the brainstem. The
more experienced nurse should care for
this client.

TEST-TAKING HINT: The test taker should
determine if the clinical manifestations
are expected as part of the disease
process. If they are, a new graduate can
care for the client; if they are not
expected occurrences, a more experienced
nurse should care for the client.
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79.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Muanagement of Care: Cognitive Level —

Syntbhesis.

1. Akinesia is lack of movement. The goal in
treating PD is to maintain mobility.

2. This could be a goal for a problem of
noncompliance with the treatment
regimen, but not a goal for treating the
disease process.

3. This might be a goal for a psychosocial
problem of social isolation.

4. The major goal of treating PD is to
maintain the ability to function. Clients
diagnosed with PD experience slow,
jerky movements and have difficulty
performing routine daily tasks.

TEST-TAKING HINT: The test taker should
match the goal to the problem. A
“therapeutic goal” is the key to answering
this question.

Content — Medical: Category of Health Altevation —
Neurological: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Muanagement of Care: Cognitive Level —

Synthesis.

1. A stereotactic pallidotomy and/or
thalamotomy are surgeries that use CT or
MRI scans to localize specific areas of the
brain in which to produce lesions in
groups of brain cells through electrical
stimulation or thermocoagulation. These
procedures are done when medication has
failed to control tremors.

2. Dopamine receptor agonists are
medications that activate the dopamine
receptors in the striatum of the brain.

3. Physical therapy is a standard therapy used
to improve the quality of life for clients
diagnosed with PD.

4. Fetal tissue transplantation has shown
some success in PD, but it is an
experimental and highly controversial
procedure.

TEST-TAKING HINT: The test taker should
not overlook the adjective “experimental.”
This would eliminate at least option “3,”
physical therapy, and option “2,” which
refers to standard dopamine treatment,
even if the test taker was not familiar with
all of the procedures.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.
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80.

81.

82.

1. The emotions of a person diagnosed with
PD are labile. The client has rapid mood
swings and is easily upset.

2. Hallucinations are a sign that the client is
experiencing drug toxicity.

3. Scheduling appointments late in the
morning gives the client a chance to
complete ADLs without pressure and
allows the medications time to give the
best benefits.

4. The client should take the prescribed
medications at the same time each day to
provide a continuous drug level.

TEST-TAKING HINT: The test taker could
eliminate option “2” because hallucinations
are never an expected part of legal
medication administration.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —
Evaluation.

1. Crackles and jugular vein distention
indicate heart failure, not PD.

2. Upper extremity weakness and ptosis are
clinical manifestations of myasthenia gravis.

3. The client has very little arm swing, and
scanning speech is a clinical manifestation
of multiple sclerosis.

4. Masklike facies and a shuffling gait are
two clinical manifestations of PD.

TEST-TAKING HINT: Option “3” refers to
arm swing and speech, both of which are
affected by PD. The test taker needs to
decide if the adjectives used to describe
these activities—“exaggerated” and
“scanning”—are appropriate. They are not,
but masklike facies and shuffling gait are.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. Emotional lability is a psychosocial
problem, not a cognitive one.

2. Depression is a psychosocial problem.

3. Memory deficits are cognitive
impairments. The client may also
develop a dementia.

4. Paranoia is a psychosocial problem.

TEST-TAKING HINT: The test taker must
know the definitions of common medical
terms. “Cognitive” refers to mental
capacity to function.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing

45
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84.
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Process — Assessment: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive Level —
Analysis.

1. This is information that should be discussed
when filling out an advance directive form.
A ventilator is used to treat a physiological
problem.

2. These are psychosocial manifestations
of PD. These should be discussed in
the support meeting.

3. The reduction in the unintentional
pill-rolling movement of the hands is
controlled at times by the medication; this
is a physiological problem.

4. Echolalia is a speech deficit in which the
client automatically repeats the words or
sentences of another person; this is a
physiological problem.

TEST-TAKING HINT: Psychosocial problems

should address the client’s feelings or

interactions with another person.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Psychosocial Integrity:
Cognitive Level — Synthesis.

1. A headache of “2” on a 1-to-10 scale is a
mild headache.

2. A spinal cord injury at T'10 involves
deficits at approximately the waist area. In-
ability to move the toes would be expected.

3. Body image is a concern for clients
diagnosed with PD. This client is the
one client who is not experiencing
expected sequelae of the disease.

4. This client is getting better; “resolving”
indicates an improvement in the client’s
clinical manifestations.

TEST-TAKING HINT: At times a psychological
problem can have priority. All the physical
problems are expected and are not life
threatening or life altering.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level —
Analysis.

Substance Abuse

85.

1. This should be done so that appropriate
care can be provided, but it is not priority
action.

2. This should be done before the client
ceases breathing and a cardiac arrest
follows, but it is not the first action.

86.

87.

3. This would be a good step to take to
prepare for the worst-case scenario, but it
can be done last among these answer
options.

4. Applying oxygen would be the priority
action for this client. The client’s
breathing is slow and shallow. The
greater amount of inhaled oxygen, the
better the client’s prognosis.

TEST-TAKING HINT: When the test taker is
deciding on a priority, some guidelines
should be used. Maslow’s hierarchy of
needs places oxygen at the top of the
priority list. In cardiopulmonary
resuscitation, airway and breathing are
first.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level —
Synthesis.

1. No employee of a facility is above
certain rules. In a company with a “No
Drugs” policy, this includes the CEO.
This client is exhibiting symptoms of
cocaine abuse.

2. The nurse does not have a definitive
knowledge that the client is using drugs
until a positive drug screen result is
obtained. If the nurse is not a trained
substance abuse counselor, this
intervention would be out of the realm of
the nurse’s expertise.

3. The client is the CEO of the facility; only
the board of directors or parent company
is above this client in supervisory rank.

4. Giving an antihistamine is prescribing
without a license, and the nurse is
obligated to intervene in this situation.

TEST-TAKING HINT: The title of the
client—CEO—eliminates option “3.”
The nurse has noted a potential illegal
situation.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level —
Application.

1. The Health Insurance Portability and
Accountability Act (HIPAA) requires
that a health-care professional not di-
vulge information about one person to
an unauthorized person.

2. This would be discussing Client B and a
violation of HIPAA.
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89.

3. The nurse does not know Client B is
using drugs, so notifying the HCP is not
appropriate.

4. Client B would require an explanation for
coming to the clinic, for which, if the
nurse has not violated HIPAA, there is no
explanation.

TEST-TAKING HINT: Nurses are required to
practice within the laws of the state and
within federal laws. HIPAA is a federal
law and applies to all health-care profes-
sionals in the United States. Legally the
nurse cannot use the information
provided by Client A, but morally the
nurse might try to identify behavior in
Client B that would warrant the nurse’s
intervention.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. These reactions are called “flashbacks.”

2. Flashback reactions occur after the use
of hallucinogens in which the client
relives a bad episode that occurred
while using the drug.

3. The drug is gone from the body, but the
mind-altering effects can occur at any time
in the form of memory flashbacks.

4. The client stated that the dreams are
causing her distress. She is asking for help
with the dreams, not planning her suicide.

TEST-TAKING HINT: The client is 20 years
old and took the drug in her teens; drugs
do not stay in the body for extended
periods. This eliminates option “3.”

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. The nurse is not the coworker’s supervi-
sor, and confronting the coworker about
the suspicions could lead to problems if
the nurse is not trained to deal with
substance abusers.

2. This is circumventing the problem. The
coworker will find another source of drugs
if needed, and it is finding the coworker
guilty without due process.

3. The coworker’s supervisor or peer
review committee should be aware of
the nurse’s suspicions so that the
suspicions can be investigated. This is
a client safety and care concern.
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91.

4. The nurse is obligated to report suspicious
behavior to protect the clients the
coworker is caring for.

TEST-TAKING HINT: The test taker can
eliminate option “4” on the basis of “do
nothing.” In this instance, direct
confrontation is not recommended, but
the nurse must do something—namely,
report the suspicions to the supervisor or
peer review.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level —
Application.

1. Insomnia and anxiety are symptoms of al-
cohol withdrawal, not Wernicke-Korsakoff
syndrome.

2. Visual and auditory hallucinations are
symptoms of delirium tremens.

3. Extreme tremors and agitation are
symptoms of delirium tremens.

4. Ataxia, or lack of coordination, and
confabulation, making up elaborate
stories to explain lapses in memory, are
both symptoms of Wernicke-Korsakoff
syndrome.

TEST-TAKING HINT: The test taker can
eliminate options “2” and “3” if the test
taker knows the symptoms of delirium
tremens.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. Thiamine is given in high doses to
decrease the rebound effect on the
nervous system as it adjusts to the
absence of alcohol, and a benzodi-
azepine is given in high doses and
titrated down over several days for
the tranquilizing effect to prevent
delirium tremens.

2. The client may have seizures, but valium
would control this. The client does not
need a long-term anticonvulsant
medication (Dilantin), and it is not known
that the client needs an iron preparation
(Feosol). The vitamin deficiency
associated with delirium tremens is lack
of thiamine, not iron.

3. Methadone is used for withdrawing clients
from heroin, and Depakote can be used as
a mood stabilizer in bipolar disorder or as
an anticonvulsant.
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92.

93.
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4. The client does not need a diuretic, and a
stimulant would produce an effect
opposite to what is desired.

TEST-TAKING HINT: Option “3” could be
eliminated if the test taker knew the
treatment for heroin withdrawal, and
option “4” could be reasoned out because
a stimulant would produce an undesired
effect.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Synthesis.

1. Chills, sweats, and gooseflesh occur with
heroin withdrawal, but seizures do not
usually occur, so seizure precautions are
not necessary.

2. Vital signs should be taken more
frequently, every two (2) to four (4) hours,
depending on the client’s condition.

3. The client should be in an atmosphere
where there is little simulation. The
client will be irritable and fearful.

4. Heroin is administered intravenously.
Heroin addicts are at high risk for HIV
as a result of shared needles and thus
should be tested for HIV.

5. The client is withdrawing from heroin,
so providing needles is inappropriate.
Providing sterile needles to IV drug users
is controversial, but it attempts to decrease
the incidence of HIV among drug users.

TEST-TAKING HINT: A “select all that
apply” question will usually have more
than one correct answer. One option
cannot eliminate another.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. This is a therapeutic response. The spouse
is not expressing feelings but is stating a
fact. The nurse should address the
problem.

2. This is a therapeutic response. The spouse
is not expressing feelings but is stating
a fact. The nurse should address the
problem.

3. The spouse is not required to give an
explanation to the nurse.

4. The spouse’s behavior is enabling the
client to continue to drink until he
cannot function.

94.

95.

96.

TEST-TAKING HINT: The stem of the
question did not ask for a therapeutic
response but did ask for the nurse’s best
response. The best response is to address
the problem.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Psychosocial Integrity:
Cognitive Level — Application.

1. Telemetry and vital signs would be
done to monitor cardiovascular
compromise. Amphetamine use causes
tachycardia, vasoconstriction,
hypertension, and arrhythmias.

2. This might be an intervention for a
problem of altered coping.

3. This would be an intervention for a
problem of insomnia.

4. These are interventions for heart failure.

TEST-TAKING HINT: The correct answer
must address the problem of cardiovascu-

lar compromise, which eliminates options
“2” a'1_1(1 “3 »

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive Level —
Application.

1. This is unrealistic. Most restaurants serve
some form of alcoholic beverage. It is
good advice for the client to try to avoid
situations that provide the temptation to
use drugs or alcohol again.

2. The client will require a follow-up
program such as 12-step meetings if
the client is not to relapse.

3. The nurse does not know that this is
true.

4. The client should discuss the history with
the people the client chooses.

TEST-TAKING HINT: The test taker must
notice descriptive words such as “all” or
“do not go anywhere.” These words or
phrases are absolutes that should cause
the test taker to eliminate the options
containing them.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. The child will realize the changed
behaviors when and if they happen.

2. This could cause problems between the
parent and child.



3. Most coping behaviors are learned
from parents and guardians. Children
of substance abusers tend to cope with
life situations by becoming substance
abusers unless taught healthy coping
mechanisms.

4. Children can be a part of the parent’s
recovery, but this is not the rationale for
teaching new coping mechanisms.

TEST-TAKING HINT: Most parents do not
like to be corrected by their child; this
could eliminate option “2.” The correct
answer must address a reason for teaching
new coping strategies.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Planning: Client Needs — Psychosocial Integrity:
Cognitive Level — Synthesis.

Amyotrophic Lateral Sclerosis
(ALS or Lou Gehrig’s Disease)

97.

98.

1. EMG is done to differentiate a neuropa-
thy from a myopathy, but it does not
confirm ALS.

2. Biopsy confirms changes consistent
with atrophy and loss of muscle fiber,
both characteristic of ALS.

3. CK may or may not be elevated in
ALS so it cannot confirm the diagnosis
of ALS.

4. This is done as ALS progresses to
determine respiratory involvement, but it
does not confirm ALS.

TEST-TAKING HINT: The test taker must be
clear as to what the question is asking.
The word “confirm” is the key to
answering this question correctly. The
test taker would need to know that this
disease affects the muscle tissue to
correctly identify the answer.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. Disuse syndrome is associated with
complications of bedrest. Clients with
ALS cannot move and reposition
themselves, and they frequently have
altered nutritional and hydration
status.

2. The client does not usually have a change
in body image.
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100.

. L

3. ALS is a disease affecting the muscles, not
the kidneys or circulatory system.
4. ALS is not painful.

TEST-TAKING HINT: The test taker would
have to be knowledgeable about ALS to
answer this question. This disease is
chronic and debilitating over time and
leads to wasting of the muscles.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

These signs and symptoms occur during

the course of ALS, but they are not early

symptoms.

2. These signs and symptoms will occur as
the disease progresses.

3. These are late signs/symptoms of ALS.

4. ALS results from the degeneration and

demyelination of motor neurons in the

spinal cord, which results in paralysis

and weakness of the muscles.

TEST-TAKING HINT: This is an application
question in which the test taker must
know that ruling out of ALS would re-
sult in the answer being early
signs/symptoms. The test taker could
rule out option “1” because of atrophy,
which is a long-term occurrence; rule
out option “2” because these symptoms
will occur as the disease progresses; and
rule out option “3” because these are
late signs/symptoms.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. This is a therapeutic response, but the
client is asking for specific information.

2. About 50% of clients die within two
(2) to five (5) years from respiratory
failure, aspiration pneumonia, or
another infectious process.

3. The nurse should allow the client to talk
freely about the disease process and
should provide educational and
emotional support.

4. This is incorrect information; ALS is a
disease that results in death within
five (5) years in most cases.

TEST-TAKING HINT: When the client is
asking for factual information, the nurse
should provide accurate and truthful
information. This helps foster a trusting
client-nurse relationship. A therapeutic
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103.
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response (option “1”) should be used
when the client needs to ventilate
feelings and is not asking specific
questions about the disease process.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Elevating the head of the bed will
enhance lung expansion, but it is not the
first intervention.

2. Oxygen should be given immediately
to help alleviate the difficulty
breathing. Remember that
oxygenation is priority.

3. Assessment is the first part of the nursing
process and is priority, but assessment
will not help the client breathe easier.

4. This is an appropriate intervention, but
obtaining the pulse oximeter reading will
not alleviate the client’s respiratory
distress.

TEST-TAKING HINT: The test taker should
not automatically select assessment.
Make sure that there is not another
intervention that will directly help the
client, especially if the client is experi-
encing a life-threatening complication.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

200 mL/hr.

This is a basic math question. The IV
pump is calculated in mL/hr, so the
nurse must double the rate to infuse the
IV solution in 30 minutes.

TEST-TAKING HINT: This is a basic
calculation that the nurse should be able
to make even without a calculator.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Physiological Integrity, Pharmacological and
Parenteral Therapies: Cognitive Level —
Application.

1. Refusing to turn needs to be addressed
by the nurse, but it is not priority over a
life-threatening condition.

2. Nausea needs to be assessed by the
nurse, but it is not priority over an
oxygenation problem.

104.

3. A pulse oximeter reading of less than
93% indicates that the client is
experiencing hypoxemia, which is a
life-threatening emergency. This
client should be assessed first.

4. The nurse must address the client’s
complaints, but it is not a priority over a
physiological problem.

TEST-TAKING HINT: The test taker should

apply Maslow’s hierarchy of needs, in

which oxygenation is priority. The nurse
must know normal parameters for
diagnostic tools and laboratory data.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

1. With assistance, the client may be able
to stay at home. Therefore, placement in
a long-term care facility should not be
discussed until the family can no longer
care for the client in the home.

2. There is no indication that a client with
ALS will need a sigmoid colostomy.

3. A client with ALS usually dies within
five (5) years. Therefore, the
nurse should offer the client the
opportunity to determine how he/she
wants to die.

4. ALS affects both upper and lower
extremities and leads to a debilitating
state, so the client will not be able to
transfer into and operate a wheelchair.

TEST-TAKING HINT: The nurse should
always help the client prepare for death
in disease processes that are terminal
and should discuss advance directives,
which include both a durable power of
attorney for health care and a living will.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Application.

105. 1. Contractures can develop within a

week because extensor muscles are
weaker than flexor muscles. If the
client cannot perform ROM exercises,
then the nurse must do it for
him—passive ROM.

2. The client should maintain a positive ni-
trogen balance to promote optimal body
functioning.
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107.

3. Adequate protein is required to maintain
osmotic pressure and prevent edema.

4. The client is usually on bedrest in the
last stages and should be turned and told
to cough and deep breathe more often
than every shift.

TEST-TAKING HINT: “Terminal stage” is
the key term in the stem that should
cause the test taker to look for an option
addressing immobility issues—option
“1.” An intervention implemented only
once in every shift should be eliminated
as a possible answer when addressing
immobility issues.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Basic Care and Comfort:
Cognitive Level — Application.

1. The son is not sure if he may get ALS,

so this is not an appropriate response.

. This is incorrect information.

3. There is a genetic factor with ALS
that is linked to a chromosome 21
defect.

4. ALS is not caused by a virus. The exact
etiology is unknown, but studies indicate
that some environmental factors may
lead to ALS.

TEST-TAKING HINT: This question re-
quires knowledge of ALS. There are
some questions for which Test-Taking
Hints are not available.

[\

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. A residual (aspirated gastric contents)
of greater than 50 to 100 mL indicates
that the tube feeding is not being
digested and that the feeding should
be held.

2. A soft abdomen is normal; a distended
abdomen would be cause to hold the
feeding.

3. Diarrhea is a common complication of
tube feedings, but it is not a reason to
hold the feeding.

4. The potassium level is low and needs in-
tervention, but this would not indicate a
need to hold the bolus tube feeding.

TEST-TAKING HINT: Knowing normal
assessment data would lead the test
taker to eliminate option “2” as a

108. 1.
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possible correct answer. Diarrhea and
hypokalemia would not cause the client
to not receive a feeding. Even if the test
taker did not know what “residual”
means, this would be the best option.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Physiological

Integrity, Pharmacological and Parenteral Therapies:

Cognitive Level — Analysis.

The medication should be given without

food at the same time each day.

2. This medication is not affected by green
leafy vegetables. (The anticoagulant
warfarin [Coumadin] is a well-known
medication that is affected by eating
green, leafy vegetables.)

3. This medication is not affected by the
sun.

4. The medication can cause blood

dyscrasias. Therefore, the client is

monitored for liver function, blood
count, blood chemistries, and alkaline

phosphatase. The client should report

any febrile illness. This is the first
medication developed to treat ALS.

TEST-TAKING HINT: Blood dyscrasias
occur with many medications, and this
might prompt the test taker to select
option “4” as the correct option. Other-
wise, the test taker must be knowledge-
able of medication administration.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Planning: Client Needs —
Physiological Integrity, Pharmacological and
Parenteral Therapies: Cognitive Level — Synthesis.

Encephalitis

109. 1. A complication of immunizations for

measles, mumps, and rubella can be
encephalitis.

2. Upper respiratory tract illnesses can
be a precursor to encephalitis.

3. The herpes simplex virus, specifically
type 1, can lead to encephalitis.

4. Fungal encephalitis is known to occur in
certain regions, and the nurse should
assess for recent trips to areas where
these fungal spores exist, but the
common areas are the southwest
United States and central California.

5. Exposure to spores does not lead to
encephalitis.
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TEST-TAKING HINT: Encephalitis is in-
flammation of the brain caused by

either a hypersensitivity reaction or a
postinfectious state in which a virus
reproduces in the brain. Encephalitis can
be a life-threatening disease process.
History is vital in the diagnosis.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

1. Bilateral facial palsies are a common ini-
tial sign and symptom of encephalitis.

2. Fever is usually one of the first signs and
symptoms the client experiences.

3. A decrease in the client’s headache does
not indicate that the client’s condition is
becoming worse and thus does not
warrant immediate intervention.

4. The absence of smell and taste
indicates that the cranial nerves may
be involved. The client’s condition is
becoming more serious.

TEST-TAKING HINT: This question
requires the test taker to select an option
that indicates the disease is progressing
and the client is at risk. Option “3”
indicates that the client is improving, and
options “1” and “2” are common early
manifestations of the disease. The only
option that reflects cranial nerve involve-
ment, a sign that the client’s condition is
becoming worse and requires immediate
intervention, is option “4.”

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Synthesis.

1. A written consent is given for all invasive
procedures, but this would reflect care
before the lumbar puncture, not after.

2. This is information that would be shared
with the client about the reason the pro-
cedure would be done, but not care after.

3. The nurse should teach this informa-
tion to prevent the severe, throbbing,
“spinal headache” caused by the
decrease in cerebrospinal fluid.

4. The client should lie with the head of
the bed flat for four (4) to eight (8) hours
after the lumbar puncture, but this
position would not prevent all
hematomas.

112.

113.

TEST-TAKING HINT: When the test taker
is trying to eliminate options, any that
have absolute words, such as “all,”
“never,” and “always,” are usually wrong
and can be eliminated quickly. Rarely is
any activity always or never done.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Syntbhesis.

1. Clients diagnosed with encephalitis
have neurological deficits while the
inflammation is present. The thera-
peutic plan is to treat the disease
process, decrease the edema, and re-
turn the client to an optimal level of
wellness.

2. The client may have short-term memory
loss from a previous condition.

3. Renal function is not affected by
encephalitis. Only immobility would
affect this system.

4. There is no reason to apply hydrocorti-
sone cream for encephalitis.

TEST-TAKING HINT: The test taker should
look at the option that reflects the body
system that is involved with the disease.
Refer to medical terminology; encephalon
means “the brain.”

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Diagnosis: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Analysis.

1. Clients with encephalitis should be
treated for the disease process and
also to prevent complications of
immobility. Turning the client will
prevent skin breakdown.

2. Increasing fluids helps prevent
urinary tract infections and mobilize
secretions in the lungs.

3. The client would be maintained in a
slightly elevated position, semi-Fowler’s,
for gravity to assist the body in
decreasing intracranial pressure.

4. Immobility causes clients to be at risk
for deep vein thrombosis. Therefore,
clients with encephalitis should be
assessed for deep vein thrombosis.

5. Immobility causes the gastrointestinal
tract to slow, resulting in constipa-
tion. Clients can have difficulty emp-
tying their bladders, which can cause
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retention and urinary tract infections
and stones. Assessing these systems
can identify problems early.

TEST-TAKING HINT: Each option should
be read carefully. If the test taker does
not read each one carefully, the test
taker could miss important words, such
as “supine” in option “3,” resulting in an
incorrect answer.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Application.

1. This is an important area to assess for
neurological deterioration, but it is not
the first indication of increased
intracranial pressure.

2. This is the most important assess-
ment data. A change in level of
consciousness is usually the first sign
of neurological deterioration.

3. Seizures can occur with inflammation
from encephalitis, but their occurrence
does not indicate that the client has
increased intracranial pressure resulting
from a worsening condition.

4. This is important information to assess,
but changes in vital signs are not the
first sign and symptom of increased
intracranial pressure.

TEST-TAKING HINT: The word “first”
asks the test taker to prioritize the
interventions. Usually all the options
are interventions that the nurse should
do, but the question implies that the
client may be deteriorating. Level of
consciousness is the most sensitive
indicator of neurological deficit.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. Mosquitoes breed in standing water,
even pet dishes and birdbaths. All
areas that collect water should be
emptied, removed, covered, or turned
over. Rain gutters should be cleaned.

2. Light-colored, long-sleeved, and
loose-fitting clothing should be worn to
avoid mosquito bites.

3. Insect repellent may irritate the eyes, but
it should be applied over clothing and on
all exposed areas.
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117.

4. Mosquitoes are more prevalent at dusk,
dawn, and early evening.

TEST-TAKING HINT: Words such as “only”
(option “3”) should clue the test taker to
eliminate that option. Rarely are these
absolute terms correct.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Health
Promotion and Maintenance: Cognitive

Level — Syntbhesis.

1. An alteration in body temperature in a
patient with West Nile virus would not
be the highest priority.

2. Altered tissue perfusion would be the
highest priority because it could be
life threatening.

3. A problem of fluid volume excess would
not apply for the client with West Nile
virus. These clients are at risk for fluid
volume deficit from nausea, vomiting,
and hyperthermia.

4. A problem with skin integrity could
apply to the client with immobility
caused by West Nile virus, but it would
not be the highest priority problem.

TEST-TAKING HINT: When prioritizing
client problems, oxygenation is the
highest priority problem according to
Maslow, and tissue perfusion is
oxygenation.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —
Analysis.

1. Clients with West Nile virus should
be continuously assessed for alter-
ation in gas exchanges or patterns.

2. A rash will resolve when the disease
causing the rash is treated.

3. Hypothermia is not treated with ice
packs, but with warming blankets.

4. Lymph glands are edematous early in the
disease process. There is no reason to
teach the client to report this condition.

TEST-TAKING HINT: The test taker needs
to read words carefully. Prefixes such as
“hypo-” and “hyper-" are important in
determining if an option is correct. Even
if the test taker did not know if the
client is hypothermic or hyperthermic,
“hypo-” means “less than normal” so
hypothermia would not be treated with
ice packs. A client with West Nile virus
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usually has a fever that should be
reduced. Thus, a treatment for
hypothermia is not needed.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Planning: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Syntbhesis.

1. This intervention is independent, not
collaborative.

2. This is an independent nursing
intervention.

3. Assessment is an independent nursing
intervention.

4. Administering an IV fluid is collabo-
rative because it requires an order
from a health-care provider. It does,
however, require the nurse to
assess the rate, fluid, and site for
complications.

TEST-TAKING HINT: When reading test
questions, the test taker should pay
attention to adjectives. In this question,
the word “collaborative” makes all the
options incorrect except option “4.”
Collaborative interventions require an
order from a health-care provider, but
the nurse uses judgment and intuition
within the scope of practice.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. These vital signs are within normal
ranges. The temperature is slightly
elevated and may require an antipyretic
but not as an immediate need.

2. 'This is a common complaint requiring
medication but not immediately.

3. This test is used to differentiate West Nile
virus from other types of encephalitis and

120.

would not require immediate intervention.
Supportive care is given for West Nile
virus. There is no definitive treatment.

4. These assessment data may indicate
that the client’s condition is deterio-
rating and require immediate inter-
vention to prevent complications.

TEST-TAKING HINT: The word “immedi-
ate” means that the nurse must recog-
nize and intervene before complications
occur. The test taker should eliminate
any option that contains normal
assessment data.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Synthesis.

1. Transmission does not occur through
exposure with sneezed or coughed
secretions.

2. The most common transmission of the
West Nile Virus to humans is through
the bite of an infected mosquito.

3. The West Nile virus can be transmit-
ted through breast milk, blood
products, and organ transplants. This
is a vector-borne disease. It is
transmitted to mosquitoes that bite
infected birds. The incubation period
is around 15 days.

4. Maculopapular rashes do not drain.
Draining is a characteristic of a vesicle.

TEST-TAKING HINT: The test taker should
eliminate option “2” because of the
absolute word “only.”

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Diagnosis: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.
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NEUROLOGICAL DISORDERS COMPREHENSIVE

EXAMINATION

1. The client is admitted with a diagnosis of trigeminal neuralgia. Which assessment data
would the nurse expect to find in this client?
1. Joint pain of the neck and jaw.
2. Unconscious grinding of the teeth during sleep.
3. Sudden severe unilateral facial pain.
4. Progressive loss of calcium in the nasal septum.

2. The client recently has been diagnosed with trigeminal neuralgia. Which intervention
is most important for the nurse to implement with the client?
1. Assess the client’s sense of smell and taste.
2. Teach the client how to care for the eyes.
3. Instruct the client to have carbamazepine (Tegretol) levels monitored regularly.
4. Assist the client to identify factors that trigger an attack.

3. The client comes to the clinic and reports a sudden drooping of the left side of the
face and complains of pain in that area. The nurse notes that the client cannot wrinkle
the forehead or close the left eye. Which condition should the nurse suspect?

1. Bell’s palsy.

2. Right-sided stroke.
3. Tetany.

4. Mononeuropathy.

4. The client comes to the clinic for treatment of a dog bite. Which intervention should
the clinic nurse implement first?
1. Prepare the client for a series of rabies injections.
2. Notify the local animal control shelter.
3. Administer a tetanus toxoid in the deltoid.
4. Determine if the animal has had its vaccinations.

5. The client has glossopharyngeal nerve (cranial nerve IX) paralysis secondary to a
stroke. Which referral would be most appropriate for this client?
1. Hospice nurse.
2. Speech therapist.
3. Physical therapist.
4. Occupational therapist.

6. Which assessment data would make the nurse suspect that the client has amyotrophic
lateral sclerosis?
1. History of a cold or gastrointestinal upset in the last month.
2. Complaints of double vision and drooping eyelids.
3. Fatigue, progressive muscle weakness, and twitching.
4. Loss of sensation below the level of the umbilicus.

7. The client is scheduled for an MRI of the brain to confirm a diagnosis of Creutzfeldt-
Jakob disease. Which intervention should the nurse implement prior to the procedure?
1. Determine if the client has claustrophobia.
2. Obtain a signed informed consent form.
3. Determine if the client is allergic to egg yolks.
4. Start an intravenous line in both hands.
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8.

10.

11.

12.

13.

14.

15.

Which should be the nurse’s first intervention with the client diagnosed with Bell’s
palsy?

1. Explain that this disorder will resolve within a month.

2. Tell the client to apply heat to the involved side of the face.

3. Encourage the client to eat a soft diet.

4. Teach the client to protect the affected eye from injury.

. The client asks the nurse, “What causes Creutzfeldt-Jakob disease?” Which state-

ment would be the nurse’s best response?

1. “The person must have been exposed to an infected prion.”

2. “Itis mad cow disease, and eating contaminated meat is the cause.”
3. “This disease is caused by a virus that is in stagnant water.”

4. “A fungal spore from the lungs infects the brain tissue.”

The client is diagnosed with Creutzfeldt-Jakob disease. Which referral would be the
most appropriate?

1. Alzheimer’s Association.

2. Creutzfeldt-Jakob Disease Foundation.

3. Hospice Care.

4. A neurosurgeon.

The client is diagnosed with arboviral encephalitis. Which priority intervention
should the nurse implement?

1. Place the client in strict isolation.

2. Administer IV antibiotics.

3. Keep the client in the supine position.

4. Institute seizure precautions.

The client is diagnosed with a brain abscess. Which sign/symptom is the most
common?

1. Projectile vomiting.

2. Disoriented behavior.

3. Headaches, worse in the morning.

4. Petit mal seizure activity.

The client diagnosed with a brain abscess has become lethargic and difficult to
arouse. Which intervention should the nurse implement first?

1. Implement seizure precautions.

2. Assess the client’s neurological status.

3. Close the drapes and darken the room.

4. Prepare to administer an IV steroid.

The client is diagnosed with Huntington’s chorea. Which interventions should the
nurse implement with the family? Select all that apply.

1. Refer to the Huntington’s Chorea Foundation.

2. Explain the need for the client to wear football padding.

3. Discuss how to cope with the client’s messiness.

4. Provide three (3) meals a day and no between-meal snacks.

5. Teach the family how to perform chest percussion.

The nurse is discussing psychosocial implications of Huntington’s chorea with the
adult child of a client diagnosed with the disease. Which psychosocial intervention
should the nurse implement?

1. Refer the child for genetic counseling as soon as possible.

2. Teach the child to use a warming tray under the food during meals.

3. Discuss the importance of not abandoning the parent.

4. Allow the child to talk about the fear of getting the disease.
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16.

17.

18.

19.

20.

21.

22.

The client is undergoing post-thrombolytic therapy for a stroke. The health-care
provider has ordered heparin to be infused at 1,000 units per hour. The solution
comes as 25,000 units of heparin in 500 mL of D5SW. At what rate will the nurse set
the pump?

Which finding is considered to be one of the warning signs of developing
Alzheimer’s disease?

1. Difficulty performing familiar tasks.

2. Problems with orientation to date, time, and place.

3. Having problems focusing on a task.

4. Atherosclerotic changes in the vessels.

Which information should be shared with the client diagnosed with Stage I
Alzheimer’s disease who is prescribed donepezil (Aricept), a cholinesterase inhibitor?
1. The client must continue taking this medication forever to maintain function.

2. The drug may delay the progression of the disease, but it does not cure it.

3. A serum drug level must be obtained monthly to evaluate for toxicity.

4. If the client develops any muscle aches, the HCP should be notified.

The spouse of a recently retired man tells the nurse, “All my husband does is sit
around and watch television all day long. He is so irritable and moody. I don’t want
to be around him.” Which action should the nurse implement?

1. Encourage the wife to leave the client alone.

2. Tell the wife that he is probably developing Alzheimer’s disease.

3. Recommend that the client see an HCP for an antidepressant medication.

4. Instruct the wife to buy him some arts and crafts supplies.

The nurse in a long-term care facility has noticed a change in the behavior of one of
the clients. The client no longer participates in activities and prefers to stay in his
room. Which intervention should the nurse implement first?

1. Insist the client go to the dining room for meals.

2. Notify the family of the change in behavior.

3. Determine if the client wants another roommate.

4. Complete a Geriatric Depression Scale.

A family member brings the client to the emergency department reporting that the
78-year-old father has suddenly become very confused and thinks he is living in
1942, that he has to go to war, and that someone is trying to poison him. Which
question should the nurse ask the family member?

1. “Has your father been diagnosed with dementia?”

2. “What medication has your father taken today?”

3. “What have you given him that makes him think it’s poison?”

4. “Does your father like to watch old movies on television?”

The student nurse asks the nurse, “Why do you ask the client to identify how many
fingers you have up when the client hit the front of the head, not the back?” The
nurse would base the response on which scientific rationale?

1. This is part of the routine neurological examination.

2. This is done to determine if the client has diplopia.

3. This assesses the amount of brain damage.

4. This is done to indicate if there is a rebound effect on the brain.
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23. The ambulance brings the client with a head injury to the emergency department. The
client responds to painful stimuli by opening the eyes, muttering, and pulling away
from the nurse. How would the nurse rate this client on the Glasgow Coma Scale?

1. 3
2.8
3.10
4. 15

Glasgow Coma Scale

Eye Opening (E)

Verbal Response (V)

Motor Response (M)

4 = Spontaneous

3 =To voice
2 =To pain
1 =None

5 = Normal conversation

4 = Disoriented conversation
3 = Words, but not coherent
2 = No words...only sounds

6 = Normal

5 = Localizes to pain

4 = Withdraws to pain
3 = Decorticate posture

1 = None 2 = Decerebrate
1=None
Total = E+V+M

From Teasdale G, Jennett B. Assessment of coma and impaired consciousness. A practical scale. Lancet 1974;2:81-84.
Reprinted with permission.

24.

25.

26.

27.

28.

Which intervention has the highest priority for the client in the emergency
department who has been in a motorcycle collision with an automobile and has a
fractured left leg?

1. Assessing the neurological status.

2. Immobilizing the fractured leg.

3. Monitoring the client’s output.

4. Starting an 18-gauge saline lock.

The nurse writes the nursing diagnosis “altered body temperature related to
damaged temperature regulating mechanism” for a client with a head injury. Which
would be the most appropriate goal?

1. Administer acetaminophen (Tylenol) for elevated temperature.

2. The client’s temperature will remain less than 100°F.

3. Maintain the hypothermia blanket at 99°F for 24 hours.

4. The basal metabolic temperature will fluctuate no more than two (2) degrees.

Which potential pituitary complication should the nurse assess for in the client
diagnosed with a traumatic brain injury (TBI)?

1. Diabetes mellitus type 2 (DM 2).

2. Seizure activity.

3. Syndrome of inappropriate antidiuretic hormone (SIADH).

4. Cushing’ disease.

The nurse is discussing seizure prevention with a female client who was just
diagnosed with epilepsy. Which statement indicates the client needs more teaching?
1. “I will take calcium supplements daily and drink milk.”

2. “I will see my HCP to have my blood levels drawn regularly.”

3. “I should not drink any type of alcohol while taking the medication.”

4. “I am glad that my periods will not affect my epilepsy.”

The unlicensed assistive personnel (UAP) is caring for a client who is having a seizure.
Which action by the UAP would warrant immediate intervention by the nurse?

1. The assistant attempts to insert an oral airway.

2. The assistant turns the client on the right side.

3. The assistant has all the side rails padded and up.

4. The assistant does not leave the client’s bedside.
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29.

30.

31.

32.

33.

34.

35.

36.

37.

The nurse is preparing the male client for an electroencephalogram (EEG). Which
intervention should the nurse implement?

1. Explain that this procedure is not painful.

2. Premedicate the client with a benzodiazepine drug.

3. Instruct the client to shave all facial hair.

4. Tell the client it will cause him to see “floaters.”

Which assessment data indicate that the client with a traumatic brain injury (TBI)
exhibiting decorticate posturing on admission is responding effectively to treatment?
1. The client has flaccid paralysis.

2. The client has purposeful movement.

3. The client has decerebrate posturing with painful stimuli.

4. The client does not move extremities.

The intensive care nurse is caring for the client who has had intracranial surgery.
Which interventions should the nurse implement? Select all that apply.

1. Assess for deep vein thrombosis.

2. Administer intravenous anticoagulant.

3. Monitor intake and output strictly.

4. Apply warm compresses to the eyes.

5. Perform passive range-of-motion exercises.

Which client should the nurse assess first after receiving the shift report?

1. The client diagnosed with a stroke who has right-sided paralysis.

2. The client diagnosed with meningitis who complains of photosensitivity.
3. The client with a brain tumor who has projectile vomiting.

4. The client with epilepsy who complains of tender gums.

The client is reporting neck pain, fever, and a headache. The nurse elicits a positive
Kernig’s sign. Which diagnostic test procedure should the nurse anticipate the HCP
ordering to confirm a diagnosis?

1. A computed tomography (CT).

2. Blood cultures times two (2).

3. Electromyogram (EMQG).

4. Lumbar puncture (LP).

Which behavior is a risk factor for developing and spreading bacterial meningitis?
1. An upper respiratory infection.

2. Unprotected sexual intercourse.

3. Chronic alcohol consumption.

4. Use of tobacco products.

Which assessment data should the nurse expect to observe for the client diagnosed
with Parkinson’s disease?

1. Ascending paralysis and pain.

2. Masklike facies and pill rolling.

3. Diplopia and ptosis.

4. Dysphagia and dysarthria.

The client diagnosed with Parkinson’s disease is prescribed carbidopa/levodopa
(Sinemet). Which intervention should the nurse implement prior to administering
the medication?

1. Discuss how to prevent orthostatic hypotension.

2. Take the client’s apical pulse for one (1) full minute.

3. Inform the client that this medication is for short-term use.

4. 'Tell the client to take the medication on an empty stomach.

The client diagnosed with amyotrophic lateral sclerosis (Lou Gehrig’s disease) is
prescribed medications that require intravenous access. The HCP has ordered a

primary intravenous line at a keep-vein-open (KVO) rate at 25 mL/hr. The drop
factor is 10 gtts/mL. At what rate should the nurse set the IV tubing?
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38.

39.

40.

41.

42.

43.

44,

45.

Which intervention should the nurse take with the client recently diagnosed with
amyotrophic lateral sclerosis (Lou Gehrig’s disease)?

1. Discuss a percutaneous gastrostomy tube.

2. Explain how a fistula is accessed.

3. Provide an advance directive.

4. Refer to a physical therapist for leg braces.

The public health nurse is discussing St. Louis encephalitis with a group in the
community. Which instruction should the nurse provide to help prevent an outbreak?
1. Yearly vaccinations for the disease.

2. Adpvise that the city should spray for mosquitoes.

3. The use of gloves when gardening.

4. Not going out at night.

The husband of a client who is an alcoholic tells the nurse, “I don’t know what to do.
I don’t know how to deal with my wife’s problem.” Which response would be most
appropriate by the nurse?

1. “It must be difficult. Maybe you should think about leaving.”

2. “I think you should attend Alcoholics Anonymous.”

3. “I think that Alanon might be very helpful for you.”

4. “You should not enable your wife’s alcoholism.”

The client is brought to the emergency department by the police for public
disorderliness. The client reports feeling no pain and is unconcerned that the police
have arrested him. The nurse notes the client has epistaxis and nasal congestion.
Which substance should the nurse suspect the client has abused?

1. Marijuana

2. Heroin.

3. Ecstasy.

4. Cocaine.

The client with a history of migraine headaches comes to the clinic and reports that
a migraine is coming because the client is experiencing bright spots before the eyes.
Which phase of migraine headaches is the client experiencing?

1. Prodrome phase.

2. Aura phase.

3. Headache phase.

4. Recovery phase.

The client with a history of migraine headaches comes to the emergency department
complaining of a migraine headache. Which collaborative treatment should the nurse
anticipate?

1. Administer an injection of sumatriptan (Imitrex), a triptan.

2. Prepare for a computed tomography (CT) of the head.

3. Place the client in a quiet room with the lights off.

4. Administer propranolol (Inderal), a beta blocker.

Which assessment data would make the nurse suspect that the client with a C7 spinal
cord injury is experiencing autonomic dysreflexia?

1. Abnormal diaphoresis.

2. A severe throbbing headache.

3. Sudden loss of motor function.

4. Spastic skeletal muscle movement.

The nurse stops at the scene of a motor-vehicle accident and provides emergency
first aid at the scene. Which law protects the nurse as a first responder?

1. The First Aid Law.

2. Ombudsman Act.

3. Good Samaritan Act.

4. First Responder Law.
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46.

47.

48.

49.

50.

51.

The nurse writes the problem “high risk for impaired skin integrity” for the client
with an L5-6 spinal cord injury. Which intervention should the nurse include in the
plan of care?

1. Perform active range-of-motion exercise.

2. Massage the legs and trochanters every shift.

3. Arrange for a Roho cushion in the wheelchair.

4. Apply petroleum-based lotion to the extremities.

The nurse is preparing to administer acetaminophen (Tylenol) to a client diagnosed
with a stroke who is complaining of a headache. Which intervention should the
nurse implement first?

1. Administer the medication in pudding.

2. Check the client’s armband.

3. Crush the tablet and dissolve in juice.

4. Have the client sip some water.

Which client would be most at risk for experiencing a stroke?
1. A 92-year-old client who is an alcoholic.

2. A 54-year-old client diagnosed with hepatitis.

3. A 60-year-old client who has a Greenfield filter.

4. A 68-year-old client with chronic atrial fibrillation.

The charge nurse is making client assignments for a neuro-medical floor. Which
client should be assigned to the most experienced nurse?

1. The elderly client who is experiencing a stroke in evolution.

2. The client diagnosed with a transient ischemic attack 48 hours ago.

3. The client diagnosed with Guillain-Barré syndrome who complains of leg pain.
4. The client with Alzheimer’s disease who is wandering in the halls.

The nurse is assessing a client who is experiencing anosmia on a neurological floor.
Which area should the nurse assess for cranial nerve I that is pertinent to anosmia?

oo
gOws

The nurse arrives at the scene of a motor-vehicle accident and the car is leaking
gasoline. The client is in the driver’s seat of the car complaining of not being able to
move the legs. Which actions should the nurse implement? List in order of priority.
Move the client safely out of the car.

Assess the client for other injuries.

Stabilize the client’s neck.

Notity the emergency medical system.

Place client in a functional anatomical position.

(2 T SO UN I S
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52. The elderly male client diagnosed with Parkinson’s disease has undergone a minor
surgical procedure and is receiving cefazolin (Ancef) IV piggyback q 6 hr. Which
laboratory data should the nurse report to the health-care provider?

1.

Complete Blood Count Patient Value Normal Values
RBCs (x 106) 6.0 Male: 4.7-6.1 (x 108)/mm3
Female: 4.2-5.4 (x 106)/mm3
Hemoglobin 16.6 Male: 13.5-17.5 g/dL
Female: 11.5-15.5 g/dL
Hematocrit 48 Male: 40%-52%
Female: 36%-48%
Platelets (x 103) 140 150-400 (x 103)/mm3
WBCs (x 103) 10.3 4.5-11 (x 103)/mm3
2.
Chemistry Patient Value Normal Values
Sodium 137 135-145 mEq/L
Potassium 4.2 3.5-5.5 mEq/L
Chloride 103 97-107 mEg/L
co, 30 22-30 mEq/L
3.
Patient Value Normal Values
Glucose 115 76-110 mg/dL
Hemoglobin A;. 6.2 4%-6%
4.
Site Patient Culture Sensitivity Resistant
Surgical wound Methicillin-resistant Vancomycin Penicillin
Staphylococcus aureus Cephalosporin

Intravenous line Negative




NEUROLOGICAL DISORDERS COMPREH

ANSWERS AND RATIONALES

. 1. Joint pain is usually associated with some
type of arthritis.

2. Unconscious grinding of the teeth during
sleep is usually associated with temporo-
mandibular joint (TMJ) disorder.

3. Trigeminal neuralgia affects the 5th
cranial nerve and is characterized by
paroxysms of pain in the area innervated
by the three branches of the nerve. The
unilateral nature of the pain is an
important diagnostic characteristic. The
disorder is also known as tic douloureux.

4. The nasal structure is not made up of bone.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Analysis.

. 1. The client’s sense of smell and taste are not
affected.

2. The cornea is at risk for abrasions because
of the twitching, which causes irritation.
Therefore, the nurse must teach the client
how to care for the eye, but the most impor-
tant intervention is to prevent the attacks.

3. Tegretol is the treatment of choice for
trigeminal neuralgia, but it is not the most
important intervention when the client is
first diagnosed with this condition.

4. Stimulating specific areas of the face,
called trigger zones, many initiate the
onset of pain. Therefore, the nurse
should help the client identify situations
that exacerbate the condition, such as
chewing gum, eating, brushing the
teeth, or being exposed to a draft of
cold air.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Syntbhesis.

. 1. Bell’s palsy, called facial paralysis, is a
disorder of the 7th cranial nerve
(facial nerve) characterized by unilateral
paralysis of facial muscles.

2. These are symptoms of a left-sided stroke.

3. Tetany is due to low calcium levels. In this
disorder, the face twitches when touched;
this is known as a positive Chvostek’s sign.

4. Mononeuropathy is limited to a single
peripheral nerve and its branches and occurs
because the trunk of the nerve is com-
pressed, such as in carpal tunnel syndrome.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

. 1. This may be needed if it is determined the

dog has not had its shots or if the dog
cannot be found, but it is not the first
intervention.

2. This is an appropriate action if the client
does not know who owns the dog, so that
the dog can be found and quarantined.

3. If the client has not had a tetanus booster
in the last 10 years, one must be adminis-
tered, but it is usually the last action taken
before the client is discharged from the
clinic.

4. This is priority because, if the dog has
had its vaccinations, the client will not
have to undergo a series of very painful
injections. The nurse must obtain
information about the dog, which is
assessment of the situation.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Synthesis.

. 1. Clients are referred to hospice when there

is a life expectancy of less than six (6)
months. This client has difficulty swallow-
ing, which is not life threatening.

2. Speech therapists address the needs of
clients who have difficulty with the inner-
vations and musculature of the face and
neck. This includes the swallowing reflex.

3. The physical therapist assists the client to
ambulate and transfer (e.g., from bed to
chair) and with muscle strength training.

4. The occupational therapist focuses on cog-
nitive disability and activities of daily living.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Synthesis.

. 1. A history of a cold or gastrointestinal upset

in the last month would be assessment
data that would make the nurse suspect
Guillain-Barré syndrome.

2. Complaints of double vision and drooping
eyelids would make the nurse suspect
myasthenia gravis.

3. Fatigue, progressive muscle weakness,
and twitching are signs of ALS, a
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progressive neurological disease in
which there is a loss of motor neurons.
There is no cure, but recently a medica-
tion to slow the deterioration of the
motor neurons has been found.

Loss of sensation would make the nurse
suspect some type of spinal cord injury.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

1.

For an MRI scan, the client is placed in
a very narrow tube. If the client is
claustrophobic, he or she may need
medication or an open MRI machine
may need to be considered.

. An MRI scan is not an invasive procedure;

therefore, informed consent is not needed.

. The nurse would need to determine allergies

to shellfish or iodine, not to egg yolks.

The client will need one saline lock, not
two intravenous lines. Often the MRI tech
is the person who inserts the IV line.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Application.

1.

This is correct information, but it is not
priority when discussing Bell’s palsy.

. Heat will help promote comfort and

increase blood flow to the muscles, but
safety of the client’s eye is priority.

. The client may have difficulty chewing on

the affected side, so a soft diet should be
encouraged, but it is not priority teaching.
Teaching the client to protect the eye is
priority because the eye does not close
completely and the blink reflex is
diminished, making the eye vulnerable to
injury. The client should wear an eye
patch at night and wraparound sunglasses
or goggles during the day; he or she may
also need artificial tears.

Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

L.

Would a layperson know what a prion is?
"This is using medical jargon, which is not
the nurse’s best response.

. This is the cause of this disease and

would be the best response.

. A virus is not the cause of Creutzfeldt-Jakob

disease.
Fungal spores do not cause this disease.

10.

11.

12.

Content — Medical: Category of Health
Alteration — Neurological: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Creutzfeldt-Jakob disease is not
Alzheimer’s disease, although the
presenting symptoms may mimic
Alzheimer’s disease.

2. There is no foundation for Creutzfeldt-
Jakob disease, but if there were, the
significant other would not be referred to
this organization because the disease
progresses so rapidly that the client would
not get any benefit from the organization.

3. This disease is usually fatal within a
year, and the symptoms progress
rapidly to dementia.

4. The nurse does not refer the client to a
neurosurgeon and the primary HCP
would not refer to a neurosurgeon because
there is no surgical or medical treatment
for this disease.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level —

Syntbhesis.

1. Arboviral encephalitis is a viral infection
transmitted by mosquito bites, and
isolation is not required.

2. Antibiotics are prescribed for bacterial
infections, not viral infections. There is no
antiviral medication to treat this disease.

3. Keeping the client supine would increase
intracranial pressure, which is a concern
when caring for clients with brain diseases.

4. Seizure precautions should be
instituted because any inflammation of
the brain tissue will put the client at
risk for seizures.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Safety and Infection Control: Cognitive

Level — Synthesis.

1. Vomiting may occur, but it is not projec-
tile and it is not the most common.

2. Disoriented behavior may occur, but it is
not the most common.

3. The most common and prevailing
symptom of a brain abscess is a
headache that is worse in the
morning because of increased
intracranial pressure as a result of

lying flat (gravity).



13.

14,

15.

4. The client with a brain abscess may
have seizure activity, but it is usually
tonic-clonic (grand mal) and it is not the
most common.
Content — Medical: Category of Health Alteration —
Neurological: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. This is an appropriate intervention, but it
is not the first.

2. Remember, assessment is the first step
of the nursing process and should be
implemented first whenever there is a
change in the client’s behavior.

3. This helps prevent stimulation that could
initiate a seizure, but it is not the first
intervention.

4. Steroids may be administered to clients
with brain abscesses to decrease inflamma-
tion, but assessment is the first
intervention.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive Level —

Synthesis.

1. Foundations offer the family and client
information about the disease, support
groups, and up-to-date information on
current research.

2. The use of padding will help prevent
injury from the constant movement
that occurs with this disease.

3. The constant movement causes the
client to be messy when eating,
dressing, or performing activities of
daily living.

4. The constant movements expend more
calories; therefore, the client should have
three meals plus between-meal snacks.

5. The client is at risk for choking; therefore,
teaching the Heimlich maneuver is
appropriate, but teaching chest percussion
is not.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Application.

1. Referring the child is not a psychosocial
intervention. The gene that determines if
a client has Huntington’s chorea has been
identified, and genetic counseling could
rule out or confirm that the client’s child
will develop Huntington’s chorea.

CHAPTER 2 NEUROLOGICAL DISORDERS

2. This is an appropriate intervention, but it
is not a psychosocial intervention. (Read
the stem closely.)

3. This is placing a lot of responsibility on
the child concerning the parent’s debilitat-
ing, chronic, and devastating disease. The
client may need to be in a long-term care
facility, and the child should not feel guilty
if this is necessary.

4. The child will develop this disease if he
or she inherited the gene. It can be
frightening for children to watch a par-
ent progress through this disease and
understand that they too may get it.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Psychosocial Integrity:

Cognitive Level — Application.

16. 20 mL/hr.

17.

18.

To arrive at the answer, the test taker must
divide 25,000 units by 500 mL = 50 units
in 1 mL. Divide 1,000 units by 50 units =
20 mL/hr.
Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Application.

1. The client may experience minor difficulty
in work or social activities but has ade-
quate cognitive ability to hide the loss and
continue to function independently.

2. Disorientation to time and place is a
warning sign.

3. Not being able to focus on a task is
more likely a sign of attention deficit-
hyperactivity disorder.

4. Atherosclerotic changes are not warning
signs of Alzheimer’s disease. Amyloid
protein plaques do appear to have
something to do with the disease, but they
are not found until autopsy.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Analysis.

1. This is not a true statement. The client
will be no longer be prescribed this
medication as the disease progresses and it
becomes ineffective.

2. This medication does not cure
Alzheimer’s disease, and at some point
it will become ineffective as the disease
progresses.
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20.
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3. There is no monthly drug level to be
monitored. Toxicity includes jaundice and
gastrointestinal distress.

4. Muscle aches are an adverse effect of the
lipid-lowering medications, not of Aricept.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Planning: Client Needs — Physiological Integrity,

Pharmacological and Parenteral Therapies: Cognitive

Level — Synthesis.

1. If the wife could leave the client alone, she
would not be sharing her concerns with
the nurse. The nurse needs to address the
wife’s concerns as well as the husband’s.

2. This is not the typical signs/symptoms of
stage I Alzheimer’ disease.

3. This behavior indicates the client is
depressed and should be treated with
antidepressants. A major lifestyle
change has occurred, and he may need
short-term medication therapy,
depending on how the client adjusts
to retirement.

4. The client may not want to participate in
arts and crafts.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Synthesis.

1. The nurse cannot insist that the client do
anything. The nurse can encourage, but
remember, this is the client’s home.

2. The family may need to be notified, but
the nurse should first assess what is
happening that is causing this change in
behavior.

3. There is nothing that indicates the client
is unhappy with the roommate. In fact, the
client wants to stay in the room, which
does not indicate a need for a room
change.

4. A change in behavior may indicate
depression. The Geriatric Depression
Scale measures satisfaction with life’s
accomplishments. The elderly should
be in Erikson’s generativity versus
stagnation stage of life.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive Level —

Analysis.

1. Dementia involves behavior changes that
are irreversible and occur over time.
Delirium, however, occurs suddenly (as in
this man’s symptom onset), is caused by an
acute event, and is reversible.

22.

23.

24.

2. Drug toxicity and interactions are
common causes of delirium in the
elderly.

3. This is blaming the family member for the
client’s paranoid ideation.

4. Watching old movies on television will not
cause delirium.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive Level —

Application.

1. This is part of the neurological
examination, but this is not the scientific
rationale for why it is done. The nurse
must understand what is being assessed to
interpret the data.

2. Diplopia, double vision, is a sign of head
injury, but it is not the scientific rationale.

3. The procedure does assess for brain dam-
age, but this answer does not explain why.

4. When the client hits the front of the
head, there is a rebound effect known
as “coup-contrecoup” in which the
brain hits the back of the skull. The
occipital lobe is in the back of the
head, and an injury to it may be
manifested by seeing double.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.

1. A score of 3 is the lowest score and
indicates deep coma and impending brain
death.

2. A score of 8 indicates severe increased
intracranial pressure, but with
appropriate care the client may survive.
The nurse would rate the client at an
8: 1 for opening the eyes; 3 for verbal
response; and 4 for motor response.

3. A score of 10 indicates moderately
increased intracranial pressure.

4. A score of 15 is the highest score a client
can receive, indicating normal function.
Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.

1. Assessment is the first step in the
nursing process, and a client with a
motorcycle accident must be assessed
for a head injury.

2. Neurological assessment is priority over a
fractured leg.



25.

26.

27.

3. The client’s urinary output is not priority
over assessment.

4. An 18-gauge IV access should be started
in case the client has to go to surgery, but
it is not priority over an assessment.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive Level —

Synthesis.

1. Administering acetaminophen is an
intervention, which is not a goal.

2. This is an appropriate goal. It
addresses the client, addresses the
problem (temperature elevation), and
is measurable.

3. Maintaining the blanket temperature is a
nursing intervention, which should
eliminate this as a possible answer.

4. The basal metabolic temperature is
evaluated for a woman trying to get
pregnant; it helps indicate ovulation.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Syntbhesis.

1. Diabetes mellitus type 2 is a pancreatic
disease that has nothing to do with the
pituitary gland or head injury.

2. Seizure activity is a possible complication
of traumatic brain injury (T'BI), but it is
not a pituitary complication.

3. The pituitary gland produces
vasopressin, the antidiuretic hormone
(ADH), and any injury that causes
increased intracranial pressure will
exert pressure on the pituitary gland
and can cause the syndrome of
inappropriate antidiuretic hormone
(SIADH).

4. Cushing’s disease is caused by an excess
production of glucocorticoids and
mineralocorticoids from the adrenal gland.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.

1. Because of bone loss associated with
long-term use of anticonvulsants, the
client should increase calcium intake to
reduce the risk of osteoporosis.

2. Anticonvulsant medications have a narrow
range of therapeutic value and the levels
should be checked regularly.

3. Alcohol interferes with anticonvulsant
medication and should be avoided.

CHAPTER 2 NEUROLOGICAL DISORDERS 67

28.

29.

30.

4. Women with epilepsy note an increase
in the frequency of seizures during
menses. This is thought to be linked to
the increase in sex hormones that alter
the excitability of the neurons in the
brain.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Evaluation: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level —

Evaluation.

1. The nurse must intervene to stop the
UAP because the client’s jaws are
clenched. Attempting to insert
anything into the mouth could cause
injury to the client or to the UAP.

2. Side-lying positions help to prevent
aspiration and are an appropriate
intervention.

3. The client’s safety is priority, and this will
help protect the client from injury.

4. Staying with the client is an appropriate
behavior that would not warrant
intervention by the nurse.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Synthesis.

1. This procedure is not painful, although
electrodes are attached to the scalp.
The client will need to wash the hair
after the procedure.

2. Antianxiety medication would make the
client drowsy and could cause a false EEG
reading.

3. There is no reason for facial hair to be
shaved.

4. This procedure measures the electrical
conductivity in the brain and does not
cause the client to see “floaters” (spots
before the eyes). Flashing bright lights
may be used in an attempt to evoke a
seizure.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Application.

1. Flaccid paralysis indicates a worsening of
the increased intracranial pressure.

2. Purposeful movement indicates the
client is getting better and is
responding to the treatment.

3. Decerebrate positioning indicates a
worsening of the increased intracranial
pressure.
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4. This is the same as flaccid paralysis and
indicates a worsening of the increased
intracranial pressure.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.

1. Assessing for deep vein thrombosis,
which is a complication of immobility,
would be appropriate for this client.

2. Anticoagulants may cause bleeding;
therefore, the client who has had surgery
would not be prescribed this medication.

3. Monitoring of intake and output helps
to detect possible complications of the
pituitary gland, which include diabetes
insipidus and syndrome of inappropri-
ate antidiuretic hormone (SIADH).

4. The nurse should apply cool compresses
to alleviate periocular edema.

5. The nurse does not want the client
to be active and possibly increase
intracranial pressure; therefore,
the nurse should perform passive
range-of-motion for the client.

Content — Surgical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Analysis.

1. Paralysis is an expected occurrence with a
client who has had a stroke.

2. Photosensitivity is an expected sign of
meningitis.

3. Projectile vomiting indicates that
increased intracranial pressure is
exerting pressure on the vomiting
center of the brain.

4. 'Tender gums could be secondary to
medication given for epilepsy. The client
may need to see a dentist, but this client
does not need to be assessed first.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Analysis.

1. The symptoms and a positive Kernig’s
sign suggest meningitis, but a CT scan is
not diagnostic of meningitis.

2. Blood cultures determine septicemia or
infections of the bloodstream, not
meningitis.

3. An electromyogram (EMG) evaluates
electrical conductivity through the muscle.

34.

358

36.

4. The client’s symptoms, along with a
positive Kernig’s sign, should make
the nurse suspect meningitis. The
definitive diagnostic test for meningitis
is a lumbar puncture to obtain
cerebrospinal fluid for culture.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Planning: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Synthesis.

1. An upper respiratory infection (URI) is
not a behavior. The question asked which
behavior was a risk factor, so this option
can be ruled out. However, a URI is a
risk factor for developing and spreading
bacterial meningitis because of increased
droplet production.

2. Unprotected sexual intercourse is a risk
factor for sexually transmitted diseases
(STDs), but not for meningitis.

3. Chronic alcohol consumption can
cause pancreatitis or hepatitis but not
meningitis.

4. Tobacco use increases respiratory
secretions and droplet production and
thus is a risk factor for developing
and spreading bacterial meningitis.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

Environment, Safety and Infection Control: Cognitive

Level — Analysis.

1. The spread of pain and paralysis are signs/
symptoms of Guillain-Barré syndrome.

2. Masklike facies and pill rolling are
signs/symptoms of Parkinson’s disease,
along with cogwheeling, postural
instability, and stooped and shuffling
gait.

3. Diplopia and ptosis are signs/symptoms of
myasthenia gravis.

4. Dysphagia and dysarthria are signs/
symptoms of myasthenia gravis.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological

Integrity, Physiological Adaptation: Cognitive

Level — Analysis.

1. Because carbidopa/levodopa has been
linked to hypotension, teaching a client
given the medication ways to help
prevent a drop in blood pressure when
standing—orthostatic hypotension—
decreases the risks associated with
hypotension and falling.
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38.

39.

2. The medication will not cause the heart
rate to change, so taking the client’s apical
pulse for one (1) minute is not priority.

3. This medication is prescribed for the
client the rest of his or her life unless the
medication stops working or the client
experiences adverse side effects.

4. The medication should be administered
with food to help prevent gastrointestinal
distress.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Planning: Client Needs — Physiological Integrity,

Pharmacological and Parenteral Therapies: Cognitive

Level — Synthesis.

4 gtts/min.

The nurse must know the formula for
regulating IV drips: the amount to infuse
(25 mL/hr) times the drop factor (10 gtts/
mL) divided by the minutes. Thus,

25 x10=250 + 60 =4.11 or 4 gtts/min.
Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Application.

1. The client was diagnosed recently and
at some point may need a percutaneous
endoscopic gastrostomy (PEG) tube, but it
is too early for this discussion.

2. A fistula is used for hemodialysis, and ALS
does not cause renal dysfunction.

3. It is never too early to discuss advance
directives with a client diagnosed with
a terminal illness.

4. A client with ALS does not have leg
braces as part of the therapeutic regimen.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Application.

1. There is no vaccine for preventing
encephalitis.

2. Mosquitoes are the vectors that
spread the disease, and spraying to kill
mosquito larvae will help prevent an
outbreak in the community.

3. Gloves will not protect a person from
being bitten by a mosquito.

4. Mosquitoes are more prevalent at night,
but this is an unrealistic intervention and
will not help prevent an outbreak.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Planning: Client Needs — Health Promotion and

Muintenance: Cognitive Level — Syntbhesis.
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43.

1. This advice might be appropriate at some
point from a professional counselor but
not from the nurse.

2. Alcoholics Anonymous is the support
group that alcoholics—in this case, the
wife, not the husband—should attend.

3. Alanon is the support group for signifi-
cant others of alcoholics. Al-A-Teen is
for teenage children of alcoholics.

4. This statement is making a judgment that
is not given in the stem and is not applica-
ble to all husbands of alcoholic wives.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Application.

1. Symptoms of marijuana use are apathy,
delayed time, and not wanting to eat.

2. Heroin symptoms include pupil changes
and respiratory depression.

3. Ecstasy is a hallucinogen that is an
“upper.”

4. Disorderly behavior and the symptoms
of epistaxis and nasal congestion
would make the nurse suspect cocaine
abuse.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Evaluation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive Level —

Analysis.

1. The prodrome phase occurs hours to days
before the migraine headache.

2. This is the aura phase, which is
characterized by focal neurological
symptoms.

3. The headache phase occurs when
vasodilation occurs in the brain, along
with a decline in serotonin levels, causing
a throbbing headache.

4. The recovery phase is when the pain
begins to gradually subside.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological

Integrity, Physiological Adaptation: Cognitive

Level — Analysis.

1. Sumatriptan is a medication of choice
for migraine headaches. It constricts
blood vessels and reduces inflamma-
tion. The nurse administering the
medication is part of a collaborative
effort because the nurse must act on
the order or prescription of a physician
or other health-care provider who has
prescriptive authority.
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46.
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2. This is a collaborative intervention, but it
is not routinely ordered because the client
reports having a history of migraine
headaches.

3. This is an appropriate independent
nursing intervention.

4. Propranolol is not used for acute migraine
headaches; it is prescribed for long-term
prophylaxis of migraines, so the nurse
should not anticipate its use in this
situation.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Synthesis.

1. Sweating is not a sign of autonomic
dysreflexia.

2. A throbbing headache is the classic
sign of autonomic dysreflexia, which is
caused by a stimulus such as a full
bladder.

3. Sudden loss of motor function occurs with
the original injury. Autonomic dysreflexia
does not occur until spinal shock has
resolved; it usually occurs in the
rehabilitation phase.

4. Spastic skeletal muscle movement could
be secondary to the reflex arc in lower
motor neuron injuries.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Analysis.

1. There is no such law known as the First
Aid Law.

2. The Ombudsman Act addresses many
areas, such as advance directives, elderly
advocacy, and several other areas.

3. The Good Samaritan Act protects
nurses from judgment against them
when in an emergency situation in
which the nurse is not receiving com-
pensation for the skills and expertise
rendered. The nurse is held to a differ-
ent standard than a layperson; the nurse
must act as any reasonable and prudent
nurse would in the same situation.

4. There is no such law known as the First
Responder Law.

Content — Fundamentals: Category of Health

Alteration — Management: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cognitive Level — Knowledge.

1. A patient with an L5-6 spinal cord injury
is paralyzed and cannot perform active
ROM exercises.

47.

48.

2. Massaging bony prominences can cause
trauma to the underlying blood vessels
and will increase the risk for skin
breakdown.

3. The nurse must realize that the client
is at risk for skin breakdown even
when sitting in the chair. A Roho
cushion is an air-filled cushion that
provides reduced pressure on the
ischium.

4. Lotion will not prevent skin breakdown
and should be water based, not petroleum
based.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Implementation: Client Needs — Physiological

Integrity, Basic Care and Comfort: Cognitive

Level — Application

1. The medication can be administered
in pudding, but it is not the first
intervention.

2. The armband should be checked but not
before determining if the client can
swallow.

3. Tylenol comes in liquid form, and the
nurse should request this before crushing
a very bitter tablet.

4. Asking the client to sip some water
assesses the client’s ability to swallow,
which is priority when placing anything
in the mouth of the client who has had
a stroke.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Implementation: Client Needs — Physiological

Integrity, Pharmacological and Parenteral Therapies:

Cognitive Level — Application.

1. An alcoholic is not at risk for having a
stroke anymore than someone in the
general population.

2. A client with hepatitis is not at risk for
having a stroke anymore than someone in
the general population.

3. A Greenfield filter is positioned in the
inferior vena cava to prevent an embolism
resulting from deep vein thrombosis; these
filters prevent strokes and pulmonary
emboli.

4. A client with atrial fibrillation is at
high risk to have a stroke and is usually
given oral anticoagulants to prevent a
stroke.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.
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50.

51.

1. This client is experiencing a progress-
ing stroke, is at risk for dying, and
should be cared for by the most
experienced nurse.

2. A TIA by definition lasts less than
24 hours, so this client should be stable at
this time.

3. Pain is expected in clients with Guillain-
Barré syndrome, and symptoms are on the
lower half of the body, which does not
affect the airway. Therefore, a less experi-
enced nurse could care for this client.

4. The charge nurse could delegate much of
the care of this client to a UAP.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level —

Synthesis.

1. The eyes, indicated by A, would be
assessed if checking cranial nerves II, III,
IV, or VL.

2. The tongue located in the mouth,
indicated by B, would be assessed if
checking cranial nerves IX, X, or XII.

3. The cheek, indicated by C, would be
assessed if checking for cranial nerve V,
the trigeminal nerve.

4. Anosmia, the loss of the sense of smell,
would require the nurse to assess for
cranial nerve I, the olfactory nerve,
indicated by D.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Analysis.

In order of priority: 3, 2, 1, 5, 4.

3. Stabilizing the client’s neck is priority
action to prevent further injury to the
client, and it must be done prior to
moving the client.
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52.

2. The nurse should assess for any other
injuries prior to moving the client from
the vehicle.

1. Because the vehicle is leaking fuel and
there is potential for an explosion or
fire, the client should be moved to an
area of safety.

5. Placing the client in a functional
anatomical position is an attempt to
prevent further spinal cord injury.

4. Because the vehicle is leaking fuel, the
priority is to remove the client and
then obtain emergency medical
assistance.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Intervention: Client Needs — Physiologic Integrity:

Cognitive Level — Application.

1. These values are within normal range for
a male client.

2. These values are within normal range.

3. These values are slightly above range for
the client but not alarmingly so.

4. The wound has methicillin-resistant
Staph. aurens (MRSA) in it, and the
client is receiving an antibiotic that the
MRSA is resistant to; the nurse should
notify the HCP for a medication
change to Vancomycin.

Content — Medical: Category of Health Alteration —

Neurological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Synthesis.
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If you bave knowledge, let others light their candles in it.

—NMargaret Fuller

Heart disease is the leading cause of death in the United States. A nurse must have a thor-
ough knowledge of the signs/symptoms of cardiac disorders and of what to expect in assess-
ing and treating clients with heart-related problems.

KEYWORDS ABBREVIATIONS

atelectasis Activities of Daily Living (ADLs)

buccal Angiotensin-Converting Enzyme (ACE)
cardiac tamponade Basal Metabolic Panel (BMP)

crackles Blood Pressure (BP)

dyspnea Blood Urea Nitrogen (BUN)

dysrhythmia B-Type Natriuretic Peptide (BNP)

eupnea Capillary Refill Time (CRT)

exacerbation Cardiopulmonary Resuscitation (CPR)
intermittent claudication Chest X-Ray (CXR)

nocturia Chronic Obstructive Pulmonary Disease (COPD)
orthostatic hypotension Congestive Heart Failure (CHF)
paresthesia Coronary Artery Disease (CAD)

petechiae Dyspnea on Exertion (DOE)

pulse oximeter Electrocardiogram (ECG)

pulsus paradoxus Endotracheal (ET)

pyrosis Health-Care Provider (HCP)

splinter hemorrhages Implantable Cardioverter Defibrillator (ICD)
telemetry International Normalized Ratio (INR)

Intravenous Push (IVP)

Jugular Vein Distention (JVD)

Myocardial Infarction (M)

Nonsteroidal Anti-Inflammatory Drugs (NSAIDs)
Nothing by Mouth (NPO)

Partial Thromboplastin Time (PTT)
Percutaneous Transluminal Coronary Angioplasty (PTCA)
Premature Ventricular Contraction (PVC)
Pulmonary Embolus (PE)

Rule Out (R/0)

Ventilation/Perfusion (V/Q)

White Blood Cells (WBCs)
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PRACTICE QUESTIONS

Congestive Heart Failure

1. The client is admitted to the telemetry unit diagnosed with acute exacerbation of
congestive heart failure (CHF). Which signs/symptoms would the nurse expect to find
when assessing this client?

1. Apical pulse rate of 110 and 4+ pitting edema of feet.

2. Thick white sputum and crackles that clear with cough.

3. The client sleeping with no pillow and eupnea.

4. Radial pulse rate of 90 and capillary refill time <3 seconds.

2. The nurse is developing a nursing care plan for a client diagnosed with congestive
heart failure. A nursing diagnosis of “decreased cardiac output related to inability of
the heart to pump effectively” is written. Which short-term goal would be best for the
client? The client will:

1. Be able to ambulate in the hall by date of discharge.

2. Have an audible S; and S, with no S; heard by end of shift.
3. Turn, cough, and deep breathe every two (2) hours.

4. Have a pulse oximeter reading of 98% by day two (2) of care.

3. The nurse is developing a discharge-teaching plan for the client diagnosed with
congestive heart failure. Which interventions should be included in the plan? Select all
that apply.

. Notify health-care provider of a weight gain of more than one (1) pound in a week.

"Teach client how to count the radial pulse when taking digoxin, a cardiac glycoside.

Instruct client to remove the saltshaker from the dinner table.

Encourage client to monitor urine output for change in color to become dark.

Discuss the importance of taking the loop diuretic furosemide at bedtime.

(O UV I SR

4. The nurse enters the room of the client diagnosed with congestive heart failure. The
client is lying in bed gasping for breath, is cool and clammy, and has buccal cyanosis.
Which intervention would the nurse implement first?

1. Sponge the client’s forehead.

2. Obtain a pulse oximetry reading.

3. 'Take the client’s vital signs.

4. Assist the client to a sitting position.

5. The nurse is assessing the client diagnosed with congestive heart failure. Which
signs/symptoms would indicate that the medical treatment has been effective?
1. The client’s peripheral pitting edema has gone from 3+ to 4+.
2. The client is able to take the radial pulse accurately.
3. The client is able to perform ADLs without dyspnea.
4. The client has minimal jugular vein distention.

6. The nurse is assessing the client diagnosed with congestive heart failure. Which
laboratory data would indicate that the client is in severe congestive heart failure?
1. An elevated B-type natriuretic peptide (BNP).
2. An elevated creatine kinase (CK-MB).
3. A positive D-dimer.
4. A positive ventilation/perfusion (V/Q) scan.

7. The health-care provider has ordered an angiotensin-converting enzyme (ACE)
inhibitor for the client diagnosed with congestive heart failure. Which discharge
instructions should the nurse include?

1. Instruct the client to take a cough suppressant if a cough develops.
2. Teach the client how to prevent orthostatic hypotension.

3. Encourage the client to eat bananas to increase potassium level.

4. Explain the importance of taking the medication with food.
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10.

11.

12.

. The nurse on the telemetry unit has just received the a.m. shift report. Which client

should the nurse assess first?

1. The client diagnosed with myocardial infarction who has an audible S; heart
sound.

2. The client diagnosed with congestive heart failure who has 4+ sacral pitting
edema.

3. The client diagnosed with pneumonia who has a pulse oximeter reading of 94%.

4. The client with chronic renal failure who has an elevated creatinine level.

. The nurse and an unlicensed assistive personnel (UAP) are caring for four clients on

a telemetry unit. Which nursing task would be best for the nurse to delegate to the
UAP?

1. Assist the client to go down to the smoking area for a cigarette.

2. Transport the client to the intensive care unit via a stretcher.

3. Provide the client going home discharge-teaching instructions.

4. Help position the client who is having a portable x-ray done.

The charge nurse is making shift assignments for the medical floor. Which client

should be assigned to the most experienced registered nurse?

1. The client diagnosed with congestive heart failure who is being discharged in the
morning.

2. The client who is having frequent incontinent liquid bowel movements and
vomiting.

3. The client with an apical pulse rate of 116, a respiratory rate of 26, and a blood
pressure of 94/62.

4. The client who is complaining of chest pain with inspiration and a nonproductive
cough.

The client diagnosed with congestive heart failure is complaining of leg cramps at

night. Which nursing interventions should be implemented?

1. Check the client for peripheral edema and make sure the client takes a diuretic
early in the day.

2. Monitor the client’s potassium level and assess the client’s intake of bananas and
orange juice.

3. Determine if the client has gained weight and instruct the client to keep the legs
elevated.

4. Instruct the client to ambulate frequently and perform calf-muscle stretching
exercises daily.

The nurse has written an outcome goal “demonstrates tolerance for increased
activity” for a client diagnosed with congestive heart failure. Which intervention
should the nurse implement to assist the client to achieve this outcome?

1. Measure intake and output.

2. Provide two (2)-g sodium diet.

3. Weigh client daily.

4. Plan for frequent rest periods.

Angina/Myocardial Infarction

13.

Which cardiac enzyme would the nurse expect to elevate first in a client diagnosed
with a myocardial infarction?

1. Creatine kinase (CK-MB).

2. Lactate dehydrogenase (LDH).

3. 'Troponin.

4. White blood cells (WBCs).
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14.

15.

16.

17.

18.

19.

20.

21.

Along with persistent, crushing chest pain, which signs/symptoms would make the
nurse suspect that the client is experiencing a myocardial infarction?

1. Midepigastric pain and pyrosis.

2. Diaphoresis and cool clammy skin.

3. Intermittent claudication and pallor.

4. Jugular vein distention and dependent edema.

The client diagnosed with rule-out myocardial infarction is experiencing chest pain
while walking to the bathroom. Which action should the nurse implement first?

1. Administer sublingual nitroglycerin.

2. Obtain a STAT electrocardiogram.

3. Have the client sit down immediately.

4. Assess the client’s vital signs.

The nurse is caring for a client diagnosed with a myocardial infarction who is
experiencing chest pain. Which interventions should the nurse implement? Select all
that apply.

1. Administer morphine intramuscularly.

2. Administer an aspirin orally.

3. Apply oxygen via a nasal cannula.

4. Place the client in a supine position.

5. Administer nitroglycerin subcutaneously.

The client who has had a myocardial infarction is admitted to the telemetry unit
from intensive care. Which referral would be most appropriate for the client?

1. Social worker.

2. Physical therapy.

3. Cardiac rehabilitation.

4. Occupational therapy.

The client is one (1) day postoperative coronary artery bypass surgery. The client
complains of chest pain. Which intervention should the nurse implement first?

1. Medicate the client with intravenous morphine.

2. Assess the client’s chest dressing and vital signs.

3. Encourage the client to turn from side to side.

4. Check the client’s telemetry monitor.

The client diagnosed with a myocardial infarction is six (6) hours post-right femoral
percutaneous transluminal coronary angioplasty (P T'CA), also known as balloon
surgery. Which assessment data would require immediate intervention by the nurse?
1. The client is keeping the affected extremity straight.

2. The pressure dressing to the right femoral area is intact.

3. The client is complaining of numbness in the right foot.

4. The client’s right pedal pulse is 3+ and bounding.

The intensive care department nurse is assessing the client who is 12 hours
post-myocardial infarction. The nurse assesses an S; heart sound. Which
intervention should the nurse implement?

1. Notify the health-care provider immediately.

2. Elevate the head of the client’s bed.

3. Document this as a normal and expected finding.

4. Administer morphine intravenously.

The nurse is administering a calcium channel blocker to the client diagnosed with a
myocardial infarction. Which assessment data would cause the nurse to question
administering this medication?

1. The client’s apical pulse is 64.

2. The client’s calcium level is elevated.

3. The client’s telemetry shows occasional PVCs.

4. The client’s blood pressure is 90/62.
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22.

23.

24.

The client diagnosed with a myocardial infarction is on bedrest. The unlicensed
assistive personnel (UAP) is encouraging the client to move the legs. Which action
should the nurse implement?

1. Instruct the UAP to stop encouraging the leg movements.

2. Report this behavior to the charge nurse as soon as possible.

3. Praise the UAP for encouraging the client to move legs.

4. Take no action concerning the UAP’s behavior.

The client diagnosed with a myocardial infarction asks the nurse, “Why do I have to

rest and take it easy? My chest doesn’t hurt anymore.” Which statement would be

the nurse’s best response?

1. “Your heart is damaged and needs about four (4) to six (6) weeks to heal.”

2. “There is necrotic myocardial tissue that puts you at risk for dysrhythmias.”

3. “Your doctor has ordered bedrest. Therefore, you must stay in the bed.”

4. “Just because your chest doesn’t hurt anymore doesn’t mean you are out of
danger.”

The client has just returned from a cardiac catheterization. Which assessment data
would warrant immediate intervention from the nurse?

1. The client’s BP is 110/70 and pulse is 90.

2. The client’s groin dressing is dry and intact.

3. The client refuses to keep the leg straight.

4. The client denies any numbness and tingling.

Coronary Artery Disease

25.

26.

27.

28.

The male client is diagnosed with coronary artery disease (CAD) and is prescribed
sublingual nitroglycerin. Which statement indicates the client needs more teaching?
1. “I should keep the tablets in the dark-colored bottle they came in.”

2. “If the tablets do not burn under my tongue, they are not effective.”

3. “I should keep the bottle with me in my pocket at all times.”

4. “If my chest pain is not gone with one tablet, I will go to the ER.”

The client with coronary artery disease asks the nurse, “Why do I get chest pain?”
Which statement would be the most appropriate response by the nurse?

1. “Chest pain is caused by decreased oxygen to the heart muscle.”

2. “There is ischemia to the myocardium as a result of hypoxemia.”

3. “The heart muscle is unable to pump effectively to perfuse the body.”

4. “Chest pain occurs when the lungs cannot adequately oxygenate the blood.”

The client is scheduled for a right femoral cardiac catheterization. Which nursing
intervention should the nurse implement after the procedure?

1. Perform passive range-of-motion exercises.

2. Assess the client’s neurovascular status.

3. Keep the client in high Fowler’s position.

4. Assess the gag reflex prior to feeding the client.

The nurse is preparing to administer a beta blocker to the client diagnosed with
coronary artery disease. Which assessment data would cause the nurse to question
administering the medication?

1. The client has a BP of 110/70.

2. The client has an apical pulse of 56.

3. The client is complaining of a headache.

4. The client’s potassium level is 4.5 mEq/L.
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29.

30.

31.

32.

33.

34.

35.

36.

Which intervention should the nurse implement when administering a loop diuretic
to a client diagnosed with coronary artery disease?

1. Assess the client’s radial pulse.

2. Assess the client’s serum potassium level.

3. Assess the client’s glucometer reading.

4. Assess the client’s pulse oximeter reading.

Which client teaching should the nurse implement for the client diagnosed with
coronary artery disease? Select all that apply.

1. Encourage a low-fat, low-cholesterol diet.

2. Instruct client to walk 30 minutes a day.

3. Decrease the salt intake to two (2) g a day.

4. Refer to counselor for stress reduction techniques.

5. Teach the client to increase fiber in the diet.

The elderly client has coronary artery disease. Which question should the nurse ask
the client during the client teaching?

1. “Do you have a daily bowel movement?”

2. “Do you get yearly chest x-rays?”

3. “Are you sexually active?”

4. “Have you had any weight change?”

The nurse is discussing the importance of exercise with the client diagnosed with
coronary artery disease. Which intervention should the nurse implement?

1. Perform isometric exercises daily.

2. Walk for 15 minutes three (3) times a week.

3. Do not walk outside if it is less than 40°F.

4. Wear open-toed shoes when ambulating.

The nurse is discussing angina with a client who is diagnosed with coronary artery
disease. Which action should the client take first when experiencing angina?

1. Put a nitroglycerin tablet under the tongue.

2. Stop the activity immediately and rest.

3. Document when and what activity caused angina.

4. Notify the health-care provider immediately.

The client with coronary artery disease is prescribed a Holter monitor. Which
intervention should the nurse implement?

1. Instruct client to keep a diary of activity, especially when having chest pain.

2. Discuss the need to remove the Holter monitor during a.m. care and showering.
3. Explain that all medications should be withheld while wearing a Holter monitor.
4. Teach the client the importance of decreasing activity while wearing the monitor.

Which statement by the client diagnosed with coronary artery disease indicates that
the client understands the discharge teaching concerning diet?

1. “I will not eat more than six (6) eggs a week.”

2. “I should bake or grill any meats I eat.”

3. “I will drink eight (8) ounces of whole milk a day.”

4. “I should not eat any type of pork products.”

The charge nurse is making assignments for clients on a cardiac unit. Which client
should the charge nurse assign to a new graduate nurse?

1. The 44-year-old client diagnosed with a myocardial infarction.

2. The 65-year-old client admitted with unstable angina.

3. The 75-year-old client scheduled for a cardiac catheterization.

4. The 50-year-old client complaining of chest pain.
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Valvular Heart Disease

37.

38.

39.

40.

41.

42.

43.

44.

A client is being seen in the clinic to R/O mitral valve stenosis. Which assessment
data would be most significant?

1. The client complains of shortness of breath when walking.

2. The client has jugular vein distention and 3+ pedal edema.

3. The client complains of chest pain after eating a large meal.

4. The client’s liver is enlarged and the abdomen is edematous.

Which assessment data would the nurse expect to auscultate in the client diagnosed
with mitral valve insufficiency?

1. Aloud S, S, split, and a mitral opening snap.

2. A holosystolic murmur heard best at the cardiac apex.

3. A midsystolic ejection click or murmur heard at the base.

4. A high-pitched sound heard at the third left intercostal space.

The client has just received a mechanical valve replacement. Which behavior by the
client indicates the client needs more teaching?

1. The client takes prophylactic antibiotics.

2. The client uses a soft-bristle toothbrush.

3. The client takes an enteric-coated aspirin daily.

4. The client alternates rest with activity.

The nurse is teaching a class on valve replacements. Which statement identifies a
disadvantage of having a biological tissue valve replacement?

1. The client must take lifetime anticoagulant therapy.

2. The client’s infections are easier to treat.

3. There is a low incidence of thromboembolism.

4. The valve has to be replaced frequently.

The nurse is preparing to administer warfarin (Coumadin), an oral anticoagulant, to
a client with a mechanical valve replacement. The client’s international normalized
ratio (INR) is 2.7. Which action should the nurse implement?

1. Administer the medication as ordered.

2. Prepare to administer vitamin K (AquaMephyton).

3. Hold the medication and notify the HCP.

4. Assess the client for abnormal bleeding.

Which signs/symptoms should the nurse assess in any client who has a long-term
valvular heart disease? Select all that apply.

1. Paroxysmal nocturnal dyspnea.

2. Orthopnea.

3. Cough.

4. Pericardial friction rub.

5. Pulsus paradoxus.

The client is being evaluated for valvular heart disease. Which information would be
most significant?

1. The client has a history of coronary artery disease.

2. There is a family history of valvular heart disease.

3. The client has a history of smoking for 10 years.

4. The client has a history of rheumatic heart disease.

The client who has just had a percutaneous balloon valvuloplasty is in the recovery
room. Which intervention should the recovery room nurse implement?

1. Assess the client’s chest tube output.

2. Monitor the client’s chest dressing.

3. Evaluate the client’s endotracheal (ET) lip line.

4. Keep the client’s affected leg straight.
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45.

46.

47.

48.

The client with a mechanical valve replacement asks the nurse, “Why do I have to
take antibiotics before getting my teeth cleaned?” Which response by the nurse is
most appropriate?

1. “You are at risk of developing an infection in your heart.”

2. “Your teeth will not bleed as much if you have antibiotics.”

3. “This procedure may cause your valve to malfunction.”

4. “Antibiotics will prevent vegetative growth on your valves.”

The client had open-heart surgery to replace the mitral valve. Which intervention
should the intensive care unit nurse implement?

1. Restrict the client’s fluids as ordered.

2. Keep the client in the supine position.

3. Maintain oxygen saturation at 90%.

4. Monitor the total parenteral nutrition.

Which client would the nurse suspect of having a mitral valve prolapse?
1. A 60-year-old female with congestive heart failure.

2. A 23-year-old male with Marfan’s syndrome.

3. An 80-year-old male with atrial fibrillation.

4. A 33-year-old female with Down syndrome.

The charge nurse is making shift assignments. Which client would be most
appropriate for the charge nurse to assign to a new graduate who just completed
orientation to the medical floor?

1. The client admitted for diagnostic tests to rule out valvular heart disease.

2. The client three (3) days post-myocardial infarction being discharged tomorrow.
3. The client exhibiting supraventricular tachycardia (SVT) on telemetry.

4. The client diagnosed with atrial fibrillation who has an INR of five (5).

Dysrhythmias and Conduction Problems

49.

50.

51.

52.

The telemetry nurse is unable to read the telemetry monitor at the nurse’s station.
Which intervention should the telemetry nurse implement first?

1. Go to the client’s room to check the client.

2. Instruct the primary nurse to assess the client.

3. Contact the client on the client call system.

4. Request the nursing assistant to take the crash cart to the client’s room.

The client shows ventricular fibrillation on the telemetry at the nurse’s station.
Which action should the telemetry nurse implement first?

1. Administer epinephrine IVP.

2. Prepare to defibrillate the client.

3. Call a STAT code.

4. Start cardiopulmonary resuscitation.

The client is experiencing multifocal premature ventricular contractions. Which
antidysrhythmic medication would the nurse expect the health-care provider to order
for this client?
1. Lidocaine.
2. Atropine.
3. Digoxin.

4. Adenosine.

The client is exhibiting sinus bradycardia, is complaining of syncope and weakness,
and has a BP of 98/60. Which collaborative treatment should the nurse anticipate
being implemented?

1. Administer a thrombolytic medication.

2. Assess the client’s cardiovascular status.

3. Prepare for insertion of a pacemaker.

4. Obtain a permit for synchronized cardioversion.
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53.

54.

55.

56.

57.

58.

59.

60.

Which intervention should the nurse implement when defibrillating a client who is
in ventricular fibrillation?

1. Defibrillate the client at 50, 100, and 200 joules.

2. Do not remove the oxygen source during defibrillation.

3. Place petroleum jelly on the defibrillator pads.

4. Shout “all clear” prior to defibrillating the client.

The client has chronic atrial fibrillation. Which discharge teaching should the nurse
discuss with the client?

1. Instruct the client to use a soft-bristle toothbrush.

2. Discuss the importance of getting a monthly partial thromboplastin time (PTT).
3. Teach the client about signs of pacemaker malfunction.

4. Explain to the client the procedure for synchronized cardioversion.

The client is exhibiting ventricular tachycardia. Which intervention should the nurse
implement first?

1. Administer lidocaine, an antidysrhythmic, IVP.

2. Prepare to defibrillate the client.

3. Assess the client’s apical pulse and blood pressure.

4. Start basic cardiopulmonary resuscitation.

The client is in complete heart block. Which intervention should the nurse
implement first?

1. Prepare to insert a pacemaker.

2. Administer atropine, an antidysrhythmic.

3. Obtain a STAT electrocardiogram (ECQG).

4. Notify the health-care provider.

The client is in ventricular fibrillation. Which interventions should the nurse
implement? Select all that apply.

1. Start cardiopulmonary resuscitation.

2. Prepare to administer the antidysrhythmic adenosine IVP.

3. Prepare to defibrillate the client.

4. Bring the crash cart to the bedside.

5. Prepare to administer the antidysrhythmic amiodarone IVP.

The client who is one (1) day postoperative coronary artery bypass surgery is
exhibiting sinus tachycardia. Which intervention should the nurse implement?
1. Assess the apical heart rate for one (1) full minute.

2. Notify the client’s cardiac surgeon.

3. Prepare the client for synchronized cardioversion.

4. Determine if the client is having pain.

The client’s telemetry reading shows a P wave before each QRS complex and the rate
is 78. Which action should the nurse implement?

1. Document this as normal sinus rhythm.

2. Request a 12-lead electrocardiogram.

3. Prepare to administer the cardiotonic digoxin PO.

4. Assess the client’s cardiac enzymes.

Which client problem has priority for the client with a cardiac dysrhythmia?
1. Alteration in comfort.

2. Decreased cardiac output.

3. Impaired gas exchange.

4. Activity intolerance.
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Inflammatory Cardiac Disorders

61.

62.

63.

64.

65.

66.

67.

68.

The client is diagnosed with pericarditis. Which are the most common
signs/symptoms the nurse would expect to find when assessing the client?
1. Pulsus paradoxus.

2. Complaints of fatigue and arthralgias.

3. Petechiae and splinter hemorrhages.

4. Increased chest pain with inspiration.

The client is diagnosed with acute pericarditis. Which sign/symptom warrants
immediate attention by the nurse?

1. Muffled heart sounds.

2. Nondistended jugular veins.

3. Bounding peripheral pulses.

4. Pericardial friction rub.

The client is admitted to the medical unit to rule out carditis. Which question should
the nurse ask the client during the admission interview to support this diagnosis?

1. “Have you had a sore throat in the last month?”

2. “Did you have rheumatic fever as a child?”

3. “Do you have a family history of carditis?”

4. “What over-the-counter (OT'C) medications do you take?”

The client with pericarditis is prescribed a nonsteroidal anti-inflammatory drug
(NSAID). Which teaching instruction should the nurse discuss with the client?
1. Explain the importance of tapering oft the medication.

2. Discuss that the medication will make the client drowsy.

3. Instruct the client to take the medication with food.

4. 'Tell the client to take the medication when the pain level is around “8.”

The client diagnosed with pericarditis is complaining of increased pain. Which
intervention should the nurse implement first?

1. Administer oxygen via nasal cannula.

2. Evaluate the client’s urinary output.

3. Assess the client for cardiac complications.

4. Encourage the client to use the incentive spirometer.

The client diagnosed with pericarditis is experiencing cardiac tamponade. Which
collaborative intervention should the nurse anticipate for this client?

1. Prepare for a pericardiocentesis.

2. Request STAT cardiac enzymes.

3. Perform a 12-lead electrocardiogram.

4. Assess the client’s heart and lung sounds.

The female client is diagnosed with rheumatic fever and prescribed penicillin, an
antibiotic. Which statement indicates the client needs more teaching concerning the
discharge teaching?

1. “I must take all the prescribed antibiotics.”

2. “I may get a vaginal yeast infection with penicillin.”

3. “I will have no problems as long as I take my medication.”

4. “My throat culture was positive for a streptococcal infection.”

Which potential complication should the nurse assess for in the client with infective
endocarditis who has embolization of vegetative lesions from the mitral valve?

1. Pulmonary embolus.

2. Cerebrovascular accident.

3. Hemoptysis.

4. Deep vein thrombosis.
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70.

71.

72.

Which nursing diagnosis would be priority for the client diagnosed with
myocarditis?

1. Anxiety related to possible long-term complications.

2. High risk for injury related to antibiotic therapy.

3. Increased cardiac output related to valve regurgitation.

4. Activity intolerance related to impaired cardiac muscle function.

The client diagnosed with pericarditis is being discharged home. Which intervention
should the nurse include in the discharge teaching?

1. Be sure to allow for uninterrupted rest and sleep.

2. Refer client to outpatient occupational therapy.

3. Maintain oxygen via nasal cannula at two (2) L/min.

4. Discuss upcoming valve replacement surgery.

The client has just had a pericardiocentesis. Which interventions should the nurse
implement? Select all that apply.

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

2. Assess the client’s heart and lung sounds.

3. Record the amount of fluid removed as output.

4. Evaluate the client’s cardiac rhythm.

5. Keep the client in the supine position.

The client with infective endocarditis is admitted to the medical department. Which
health-care provider’s order should be implemented first?

1. Administer intravenous antibiotic.

2. Obtain blood cultures times two (2).

3. Schedule an echocardiogram.

4. Encourage bedrest with bathroom privileges.
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Congestive Heart Failure

1.

2.

84

1. The client with CHF would exhibit
tachycardia (apical pulse rate of 110),
dependent edema, fatigue, third heart
sounds, lung congestion, and change in
mental status.

2. The client with CHF usually has pink
frothy sputum and crackles that do not clear
with coughing.

3. The client with CHF would report sleeping
on at least two pillows, if not sleeping in an
upright position, and labored breathing, not
eupnea, which means normal breathing.

4. In a client diagnosed with heart failure, the
apical pulse, not the radial pulse, is the best
place to assess the cardiac status.

TEST-TAKING HINT: In option “3,” the word
“no” is an absolute term, and usually
absolutes, such as “no,” “never,” “always,”
and “only,” are incorrect because there is
no room for any other possible answer. If
the test taker is looking for abnormal data,
then the test taker should exclude the
options that have normal values in them,
such as eupnea, pulse rate of 90, and
capillary refill time (CRT) <3 seconds.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. Ambulating in the hall by day of discharge
would be a more appropriate goal for an
activity-intolerance nursing diagnosis.

2. Audible S, and S, sounds are normal for
a heart with adequate output. An audible
S; sound might indicate left ventricular
failure which could be life threatening.

3. This is a nursing intervention, not a
short-term goal, for this client.

4. A pulse oximeter reading would be a goal
for impaired gas exchange, not for cardiac
output.

TEST-TAKING HINT: When reading a nursing
diagnosis or problem, the test taker must
be sure that the answer selected addresses
the problem. An answer option may be
appropriate care for the disease process but
may not fit with the problem or etiology.
Remember, when given an etiology in a
nursing diagnosis, the answer will be doing
something about the problem (etiology). In
this question the test taker should look for

3.

an answer that addresses the ability of the
heart to pump blood.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive
Level — Synthesis.

1. The client should notify the HCP of weight
gain of more than two (2) or three
(3) pounds in one (1) day.

2. The client should not take digoxin if the
radial pulse is less than 60.

3. The client should be on a low-sodium
diet to prevent water retention.

4. The color of the urine should not change to
a dark color; if anything, it might become
lighter and the amount will increase with
diuretics.

5. Instruct the client to take the diuretic in the
morning to prevent nocturia.

TEST-TAKING HINT: This is an alternative-
type question—in this case, “select all that
apply.” If the test taker missed this state-
ment, it is possible to jump at the first
correct answer. This is one reason that it is
imperative to read all options before decid-
ing on the correct one(s). This could be a
clue to reread the question for clarity.
Another hint that this is an alternative
question is the number of options. The
other questions have four potential
answers; this one has five. Numbers in an
answer option are always important. Is one
(1) enough pounds to indicate a problem
that should be brought to the attention of
the health-care provider?

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —

Synthesis.

. 1. Sponging the client’s forehead would be ap-

propriate, but it is not the first intervention.

2. Obtaining a pulse oximeter reading would
be appropriate, but it is not the first inter-
vention.

3. Taking the vital signs would be appropriate,
but it is not the first intervention.

4. The nurse must first put the client in a
sitting position to decrease the workload
of the heart by decreasing venous return
and maximizing lung expansion. Then,
the nurse could take vital signs and



check the pulse oximeter and then
sponge the client’s forehead.

TEST-TAKING HINT: In a question that asks
the nurse to set priorities, all the answer
options can be appropriate actions by the
nurse for a given situation. The test taker
should apply some guidelines or principles,
such as Maslow’s hierarchy, to determine
what will give the client the most immedi-
ate assistance.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Syntbhesis.

. 1. Pitting edema changing from 3+ to 4+ indi-
cates a worsening of the CHE.

2. The client’s ability to take the radial pulse
would evaluate teaching, not medical
treatment.

3. Being able to perform activities of daily
living (ADLs) without shortness of
breath (dyspnea) would indicate the
client’s condition is improving. The
client’s heart is a more effective pump
and can oxygenate the body better with-
out increasing fluid in the lungs.

4. Any jugular vein distention indicates that
the right side of the heart is failing, which
would not indicate effective medical
treatment.

TEST-TAKING HINT: When asked to deter-
mine whether treatment is effective, the
test taker must know the signs and symp-
toms of the disease being treated. An
improvement in the signs and symptoms
indicates effective treatment.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level — Analysis.

. 1. BNP is a specific diagnostic test. Levels
higher than normal indicate congestive
heart failure, with the higher the num-
ber, the more severe the CHE.

2. An elevated CK-MB would indicate a
myocardial infarction, not severe CHE.
CK-MB is an isoenzyme.

3. A positive D-dimer would indicate a pul-
monary embolus.

4. A positive ventilation/perfusion (V/Q) scan

(ratio) would indicate a pulmonary embolus.

TEST-TAKING HINT: This question requires
the test taker to discriminate between
CHE, M1, and PE. If unsure of the answer
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of this type of question, the test taker
should eliminate any answer options

that the test taker knows are wrong. For
example, the test taker may not know
about pulmonary embolus but might know
that CK-MB data are used to monitor MI
and be able to eliminate option “2” as a
possibility. Then, there is a 1:3 chance of
getting the correct answer.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

. 1. If a cough develops, the client should notify

the health-care provider because this is an
adverse reaction and the HCP will discon-
tinue the medication.

2. Orthostatic hypotension may occur with
ACE inhibitors as a result of vasodila-
tion. Therefore, the nurse should in-
struct the client to rise slowly and sit on
the side of the bed until equilibrium is
restored.

3. ACE inhibitors may cause the client to re-
tain potassium; therefore, the client should
not increase potassium intake.

4. An ACE inhibitor should be taken one
(1) hour before meals or two (2) hours
after a meal to increase absorption of the
medication.

TEST-TAKING HINT: If the test taker knows
that an ACE inhibitor is also given for
hypertension, then looking at answer
options referring to hypotension would be
appropriate.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Syntbhesis.

. 1. An S; heart sound indicates left ventric-

ular failure, and the nurse must assess
this client first because it is an
emergency situation.

2. The nurse would expect a client with CHF
to have sacral edema of 4+; the client with
an S; would be in a more life-threatening
situation.

3. A pulse oximeter reading of greater than
93% is considered normal.

4. An elevated creatinine level is expected in a
client diagnosed with chronic renal failure.

TEST-TAKING HINT: Because the nurse will
be assessing each client, the test taker
must determine which client is a priority.
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A general guideline for this type of ques-
tion is for the test taker to ask “Is this
within normal limits?” or “Is this expected
for the disease process?” If the answer is
yes to either question, then the test taker
can eliminate these options and look for
abnormal data that would make that client
a priority.

Content — Medical: Category of Health Alteration

— Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive Level
— Evaluation.

1. Allowing the UAP to take a client down to
smoke is not cost effective and is not sup-
portive of the medical treatment regimen
that discourages smoking.

2. The client going to the ICU would be
unstable, and the nurse should not dele-
gate to a UAP any nursing task that in-
volves an unstable client.

3. The nurse cannot delegate teaching.

4. The UAP can assist the x-ray techni-
cian in positioning the client for the
portable x-ray. This does not require
judgment.

TEST-TAKING HINT: The test taker must

be knowledgeable about the individual

state’s Nurse Practice Act regarding
what a nurse may delegate to unlicensed
assistive personnel. Generally, the
answer options that require higher

level of knowledge or ability are

reserved for licensed staff.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level
— Syntbhesis.

10. 1. This client is stable because discharge is

scheduled for the following day. There-
fore, this client does not need to be as-
signed to the most experienced registered
nurse.

2. This client is more in need of custodial
nursing care than care from the most ex-
perienced registered nurse. Therefore, the
charge nurse could assign a less experi-
enced nurse to this client.

3. This client is exhibiting signs/symptoms
of shock, which makes this client the
most unstable. An experienced nurse
should care for this client.

4. These complaints usually indicate muscu-
lar or pleuritic chest pain; cardiac chest
pain does not fluctuate with inspiration.

11.

This client does not require the care of an
experienced nurse as much as does the
client with signs of shock.

TEST-TAKING HINT: When deciding on an
answer for this type of question, the test
taker should reason as to which client is
stable and which has a potentially higher
level of need.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level
— Synthesis.

1. The client with peripheral edema will
experience calf tightness but would not
have leg cramping, which is the result of
low potassium levels. The timing of the
diuretic will not change the side effect
of leg cramping resulting from low
potassium levels.

2. The most probable cause of the leg
cramping is potassium excretion as a
result of diuretic medication. Bananas
and orange juice are foods that are
high in potassium.

3. Weight gain is monitored in clients with
CHE, and elevating the legs would de-
crease peripheral edema by increasing the
rate of return to the central circulation,
but these interventions would not help
with leg cramps.

4. Ambulating frequently and performing
leg-stretching exercises will not be effec-
tive in alleviating the leg cramps.

TEST-TAKING HINT: The timing “at night”
in this question was not important in an-
swering the question, but it could have
made the test taker jump at option “1.”
Be sure to read all answer options before
deciding on an answer. Answering this
question correctly requires knowledge of

the side effects of treatments used for
CHF.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive

Level — Application.

12. 1. Measuring the intake and output is an ap-

propriate intervention to implement for a
client with CHE, but it does not address
getting the client to tolerate activity.

2. Dietary sodium is restricted in clients with
CHE, but this is an intervention for de-
creasing fluid volume, not for increasing
tolerance for activity.



3. Daily weighing monitors fluid volume sta-
tus, not activity tolerance.

4. Scheduling activities and rest periods
allows the client to participate in his or
her own care and addresses the desired
outcome.

TEST-TAKING HINT: With questions involv-
ing nursing diagnoses or goals and out-
comes, the test taker should realize that
all activities referred to in the answer
options may be appropriate for the
disease but may not be specific for the
desired outcome.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level
— Application.

Angina/Myocardial Infarction

13.

14,

1. CPK-MB elevates in 12 to 24 hours.

2. LDH elevates in 24 to 36 hours.

3. Troponin is the enzyme that elevates
within 1 to 2 hours.

4. WBC:s elevate as a result of necrotic tis-
sue, but this is not a cardiac enzyme.

TEST-TAKING HINT: The test taker should
be aware of the words “cardiac enzyme,”
which would eliminate option “4” as a
possible answer. The word in the stem is
“first.” This question requires the test
taker to have knowledge of laboratory
values.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. Midepigastric pain would support a diag-
nosis of peptic ulcer disease; pyrosis is
belching.

2. Diaphoresis (sweating) is a systemic
reaction to the MI. The body vasocon-
stricts to shunt blood from the periph-
ery to the trunk of the body; this, in
turn, leads to cold, clammy skin.

3. Intermittent claudication is leg pain sec-
ondary to decreased oxygen to the muscle,
and pallor is paleness of the skin as a result
of decreased blood supply. Neither is an
early sign of MI.

4. Jugular vein distension (JVD) and depend-
ent edema are signs/symptoms of conges-
tive heart failure, not of MI.

15.

16.
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TEST-TAKING HINT: The stem already
addresses chest pain; therefore, the test
taker could eliminate option “1” as a possi-
ble answer. Intermittent claudication,
option “3,” is the classic sign of arterial
occlusive disease, and JVD is very specific
to congestive heart failure. The nurse
must be able to identify at least two or
three signs/symptoms of disease processes.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

1. The nurse must assume the chest pain is
secondary to decreased oxygen to the
myocardium and administer a sublingual
nitroglycerin tablet, which is a coronary
vasodilator, but this is not the first action.

2. An ECG should be ordered, but it is not
the first intervention.

3. Stopping all activity will decrease the
need of the myocardium for oxygen
and may help decrease the chest pain.

4. Assessment is often the first nursing inter-
vention, but when the client has chest pain
and a possible MI, the nurse must first
take care of the client. Taking vital signs
would not help relieve chest pain.

TEST-TAKING HINT: Whenever the test
taker wants to select an assessment inter-
vention, be sure to think about whether
that intervention will help the client,
especially if the client is experiencing
pain. Do not automatically select the
answer option that is assessment.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. Morphine should be administered intra-
venously, not intramuscularly.

2. Aspirin is an antiplatelet medication
and should be administered orally.

3. Oxygen will help decrease myocardial
ischemia, thereby decreasing pain.

4. The supine position will increase respira-
tory effort, which will increase myocardial
oxygen consumption; the client should be
in the semi-Fowler’s position.

5. Nitroglycerin, a coronary vasodilator, is
administered sublingually, not subcuta-
neously.

TEST-TAKING HINT: This is an alternate-
type question that requires the test taker
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17.

18.
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to select all options that are applicable.
The test taker must identify all correct
answer options to receive credit for a
correct answer; no partial credit is given.
Remember to read the question
carefully—it is not meant to be tricky.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive
Level — Analysis.

1. The social worker addresses financial con-
cerns or referrals after discharge, which
are not indicated for this client.

2. Physical therapy addresses gait problems,
lower extremity strength building, and
assisting with transfer, which are not
required for this client.

3. Cardiac rehabilitation is the most
appropriate referral. The client can
start rehabilitation in the hospital and
then attend an outpatient cardiac reha-
bilitation clinic, which includes pro-
gressive exercise, diet teaching, and
classes on modifying risk factors.

4. Occupational therapy assists the client in
regaining activities of daily living and cov-
ers mainly fine motor activities.

TEST-TAKING HINT: The test taker must be

familiar with the responsibilities of the

other members of the health-care team. If
the test taker had no idea which would be
the most appropriate referral, the word

“cardiac,” which means “heart,” should

help the test taker in deciding that this is

the most sensible option because the

client had a myocardial infarction, a

“heart attack.”

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. The nurse should medicate the client as
needed, but it is not the first intervention.

2. The nurse must always assess the
client to determine if the chest pain
that is occurring is expected postopera-
tively or if it is a complication of the
surgery.

3. Turning will help decrease complications
from immobility, such as pneumonia, but
it will not help relieve the client’s pain.

4. The nurse, not a machine, should always
take care of the client.

19.

20.

TEST-TAKING HINT: The stem asks the nurse
to identify the first intervention that should
be implemented. Therefore, the test taker
should apply the nursing process and select
an assessment intervention. Both options
“2” and “4” involve assessment, but the
nurse—not a machine or diagnostic test—
should always assess the client.

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Synthesis.

1. After PTCA, the client must keep the
right leg straight for at least six (6) to
eight (8) hours to prevent any arterial
bleeding from the insertion site in the
right femoral artery.

2. A pressure dressing is applied to the inser-
tion site to help prevent arterial bleeding.

3. Any neurovascular assessment data that
are abnormal require intervention by the
nurse; numbness may indicate decreased
blood supply to the right foot.

4. A bounding pedal pulse indicates that ade-
quate circulation is getting to the right
foot; therefore, this would not require
immediate intervention.

TEST-TAKING HINT: This question requires
the test taker to identify abnormal, unex-
pected, or life-threatening data. The
nurse must know that a PT'CA is per-
formed by placing a catheter in the
femoral artery and that internal or
external bleeding is the most common
complication.

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. An S; indicates left ventricular failure
and should be reported to the health-
care provider. It is a potential life-
threatening complication of a myocar-
dial infarction.

2. Elevating the head of the bed will not do
anything to help a failing heart.

3. This is not a normal finding; it indicates
heart failure.

4. Morphine is administered for chest pain,
not for heart failure, which is suggested by
the S; sound.

TEST-TAKING HINT: There are some situa-
tions in which the nurse must notify the



21.

22.

health-care provider, and the test taker
should not automatically eliminate this as
a possible correct answer. The test taker
must decide if any of the other three
options will help correct a life-threatening
complication. Normal assessment con-
cepts should help identify the correct
option. The normal heart sounds are

S; and S, (“lubb-dupp”); S; is abnormal.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Synthesis.

1. The apical pulse is within normal limits—
60 to 100 beats per minute.

2. The serum calcium level is not monitored
when calcium channel blockers are given.

3. Occasional PVCs would not warrant
immediate intervention prior to
administering this medication.

4. The client’s blood pressure is low, and
a calcium channel blocker could cause
the blood pressure to bottom out.

TEST-TAKING HINT: The test taker must
know when to question administering
medications. The test taker is trying to
select an option that, if the medication is
administered, would cause serious harm
to the client.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Analysis.

1. Leg movement is an appropriate action,
and the UAP should not be told to stop
encouraging it.

2. This behavior is not unsafe or dangerous
and should not be reported to the charge
nurse.

3. The nurse should praise and encourage
UAPs to participate in the client’s care.
Clients on bedrest are at risk for deep
vein thrombosis, and moving the legs
will help prevent this from occurring.

4. The nurse should praise subordinates for
appropriate behavior, especially when it is
helping to prevent life-threatening
complications.

TEST-TAKING HINT: This is a management
question. The test taker must know the
chain of command and when to report be-
havior. The test taker could eliminate op-
tions “1” and “2” with the knowledge that
moving the legs is a safe activity for the

23.

24.
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client. When having to choose between
options “3” and “4,” the test taker should
select doing something positive, instead of
taking no action. This is a management
concept.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. The heart tissue is dead, stress or ac-
tivity may cause heart failure, and it
does take about six (6) weeks for scar
tissue to form.

2. The nurse should talk to the client in
layperson’s terms, not medical terms.
Medical terminology is a foreign language
to most clients.

3. This is not answering the client’s question.
The nurse should take any opportunity to
teach the client.

4. This is a condescending response, and
telling the client that he or she is not out
of danger is not an appropriate response.

TEST-TAKING HINT: When attempting to
answer a client’s question, the nurse
should provide factual information in sim-
ple, understandable terms. The test taker
should select the answer option that
provides this type of information.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive

Level — Application.

1. These vital signs are within normal limits
and would not require any immediate
intervention.

2. The groin dressing should be dry and
intact.

3. If the client bends the leg, it could
cause the insertion site to bleed. This
is arterial blood and the client could
bleed to death very quickly, so this
requires immediate intervention.

4. The nurse must check the neurovascular
assessment, and paresthesia would warrant
immediate intervention, but no numbness
and tingling is a good sign.

TEST-TAKING HINT: “Warrants immediate

intervention” means the nurse should

probably notify the health-care provider

or do something independently because a

complication may occur. Therefore, the

test taker must select an answer option
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that is abnormal or unsafe. In the data
listed, there are three normal findings and
one abnormal finding.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care:

Cognitive Level — Synthesis.

Coronary Artery Disease

25.

26.

1. If the tablets are not kept in a dark bottle,
they will lose their potency.

2. The tablets should burn or sting when put
under the tongue.

3. The client should keep the tablets with
him in case of chest pain.

4. The client should take one tablet every
five (5) minutes and, if no relief occurs
after the third tablet, have someone
drive him to the emergency depart-
ment or call 911.

TEST-TAKING HINT: This question is an
“except” question, requiring the test taker
to identify which statement indicates the
client doesn’t understand the teaching.
Sometimes the test taker could restate the
question and think which statement indi-
cates the client understands the teaching.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Application.

1. This is a correct statement presented
in layman’s terms. When the coronary
arteries cannot supply adequate oxygen
to the heart muscle, there is chest pain.

2. This is the explanation in medical terms
that should not be used when explaining
medical conditions to a client.

3. This explains congestive heart failure but
does not explain why chest pain occurs.

4. Respiratory compromise occurs when the
lungs cannot oxygenate the blood, such as
occurs with altered level of consciousness,
cyanosis, and increased respiratory rate.

TEST-TAKING HINT: The nurse must select
the option that best explains the facts in
terms a client who does not have medical
training can understand.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Iimplementation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Application.

27.

28.

1. The client’s right leg should be kept
straight to prevent arterial bleeding from
the femoral insertion site for the catheter
used to perform the catheterization.

2. The nurse must make sure that blood is
circulating to the right leg, so the client
should be assessed for pulses, paresthe-
sia, paralysis, coldness, and pallor.

3. The head of the bed should be elevated no
more than 10 degrees. The client should
be kept on bedrest, flat with the affected
extremity straight, to help decrease the
chance of femoral artery bleeding.

4. The gag reflex is assessed if a scope is in-
serted down the trachea (bronchoscopy) or
esophagus (endoscopy) because the throat
is numbed when inserting the scope. A
catheter is inserted in the femoral or
brachial artery when performing a cardiac
catheterization.

TEST-TAKING HINT: The nurse should
apply the nursing process when determin-
ing the correct answer. Therefore, either
option “2” or option “4” could possibly be
the correct answer. The test taker then
should apply anatomy concepts—where is
the left femoral artery? Neurovascular
assessment is performed on extremities.

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Synthesis.

1. This blood pressure is normal and the
nurse would administer the medication.

2. A beta blocker decreases sympathetic
stimulation to the heart, thereby de-
creasing the heart rate. An apical rate
less than 60 indicates a lower-than-
normal heart rate and should make the
nurse question administering this med-
ication because it will further decrease
the heart rate.

3. A headache will not affect administering
the medication to the client.

4. The potassium level is within normal lim-
its, but it is usually not monitored prior to
administering a beta blocker.

TEST-TAKING HINT: If the test taker does
not know when to question the use of a
certain medication, the test taker should
evaluate the options to determine if any
options include abnormal data based on
normal parameters. This would make
the test taker select option “2” because
the normal apical pulse in an adult is

60 to 100.
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30.

Content — Medical: Category of Health Alteration
— Drug Administration: Integrated Nursing Process
— Assessment: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Analysis.

1. The nurse should always assess the apical
(not radial) pulse, but the pulse is not
affected by a loop diuretic.

2. Loop diuretics cause potassium to be
lost in the urine output. Therefore,
the nurse should assess the client’s
potassium level, and if the client is
hypokalemic, the nurse should ques-
tion administering this medication.

3. The glucometer provides a glucose level,
which is not affected by a loop diuretic.

4. The pulse oximeter reading evaluates pe-
ripheral oxygenation and is not affected by
a loop diuretic.

TEST-TAKING HINT: Knowing that diuretics
increase urine output would lead the test
taker to eliminate glucose level and oxy-
genation (options “3” and “4”). In very
few instances does the nurse assess the
radial pulse; the apical pulse is assessed.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Application.

1. A low-fat, low-cholesterol diet will
help decrease the buildup of athero-
sclerosis in the arteries.

2. Walking will help increase collateral
circulation.

3. Salt should be restricted in the diet of a
client with hypertension, not coronary
artery disease.

4. Stress reduction is encouraged for
clients with CAD because this helps
prevent excess stress on the heart
muscle.

5. Increasing fiber in the diet will help
remove cholesterol via the
gastrointestinal system.

TEST-TAKING HINT: This is an alternate-
type question where the test taker must
select all interventions that are applicable
to the situation. Coronary artery disease
is a common disease, and the nurse must
be knowledgeable about ways to modify
risk factors.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

Sl

32.

33.
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. Bowel movements are important, but

they are not pertinent to coronary artery
disease.

. Chest x-rays are usually done for respira-

tory problems, not for coronary artery
disease.

. Sexual activity is a risk factor for

angina resulting from coronary artery
disease. The client’s being elderly
should not affect the nurse’s assess-
ment of the client’s concerns about
sexual activity.

. Weight change is not significant in a client

with coronary artery disease.

TEST-TAKING HINT: Remember, if the
client is described with an adjective such

as

“elderly,” this may be the key to select-

ing the correct answer. The nurse must
not be judgmental about the elderly,
especially about issues concerning
sexual activity.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1.

Isometric exercises are weight lifting—type
exercises. A client with CAD should per-
form isotonic exercises, which increase
muscle tone, not isometric exercises.

. The client should walk at least 30 minutes

a day to increase collateral circulation.

. When it is cold outside, vasoconstric-

tion occurs, and this will decrease
oxygen to the heart muscle. Therefore,
the client should not exercise when it
is cold outside.

. The client should wear good supportive

tennis shoes when ambulating, not sandals
or other open-toed shoes.

TEST-TAKING HINT: The test taker should
be aware of adjectives such as “isometric,”
which makes option “1” incorrect, and
“open-toed,” which makes option “4”
incorrect.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —
Application.

1.

The client should take the coronary
vasodilator nitroglycerin sublingually,
but it is not the first intervention.

. Stopping the activity decreases the

heart’s need for oxygen and may help
decrease the angina (chest pain).
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3. The client should keep a diary of when
angina occurs, what activity causes it, and
how many nitroglycerin tablets are taken
before chest pain is relieved.

4. If the chest pain (angina) is not relieved
with three (3) nitroglycerin tablets, the
client should call 911 or have someone
take him to the emergency department.
Notifying the HCP may take too long.

TEST-TAKING HINT: The question is asking
which action the client should take first.
This implies that more than one of the
answer options could be appropriate for
the chest pain, but that only one is done
first. The test taker should select the an-
swer that will help the client directly and
quickly—and that is stopping the activity.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

1. The Holter monitor is a 24-hour
electrocardiogram, and the client must
keep an accurate record of activity
so that the health-care provider can
compare the ECG recordings with
different levels of activity.

2. The Holter monitor should not be
removed for any reason.

3. All medications should be taken as
prescribed.

4. The client should perform all activity as
usual while wearing the Holter monitor so
the HCP can get an accurate account of
heart function during a 24-hour period.

TEST-TAKING HINT: In some instances, the
test taker must be knowledgeable about
diagnostic tests and there are no Test-
Taking Hints. The test taker might elimi-
nate option “3” by realizing that, unless
the client is NPO for a test or surgery,
medications are usually taken.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Application.

1. According to the American Heart Associa-
tion, the client should not eat more than
three (3) eggs a week, especially the egg
yolk.

2. The American Heart Association rec-
ommends a low-fat, low-cholesterol
diet for a client with coronary artery
disease. The client should avoid any

36.

fried foods, especially meats, and bake,
broil, or grill any meat.

3. The client should drink low-fat milk, not
whole milk.

4. Pork products (bacon, sausage, ham) are
high in sodium, which is prohibited in a
low-salt diet, not a low-cholesterol, low-
fat diet.

TEST-TAKING HINT: The test taker must be
knowledgeable of prescribed diets for
specific disease processes. This is mainly
memorizing facts. There is no Test-
Taking Hint to help eliminate any of the
options.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —

Evaluation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. This client is at high risk for complica-
tions related to necrotic myocardial tissue
and will need extensive teaching, so this
client should not be assigned to a new
graduate.

2. Unstable angina means this client is at risk
for life-threatening complications and
should not be assigned to a new graduate.

3. A new graduate should be able to com-
plete a preprocedure checklist and get
this client to the catheterization
laboratory.

4. Chest pain means this client could be hav-
ing a myocardial infarction and should not
be assigned to a new graduate.

TEST-TAKING HINT: “New graduate” is the
key to answering this question correctly.
What type of client should be assigned to
an inexperienced nurse? The test taker
should not assign the new graduate a
client who is unstable or at risk for a life-
threatening complication.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

Valvular Heart Disease

3778

1. Dyspnea on exertion (DOE) is typically
the earliest manifestation of mitral
valve stenosis.

2. Jugular vein distention (JVD) and 3+ pedal
edema are signs/symptoms of right-sided
heart failure and indicate worsening of the
mitral valve stenosis. These signs would
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not be expected in a client with early man-
ifestations of mitral valve stenosis.

3. Chest pain rarely occurs with mitral valve
stenosis.

4. An enlarged liver and edematous abdomen
are late signs of right-sided heart failure
that can occur with long-term untreated
mitral valve stenosis.

TEST-TAKING HINT: Whenever the test
taker reads “rule out,” the test taker
should look for data that would not indi-
cate a severe condition of the body system
that is affected. Chest pain, JVD, and
pedal edema are late signs of heart
problems.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

1. This would be expected with mitral valve
stenosis.

2. The murmur associated with mitral
valve insufficiency is loud, high-
pitched, rumbling, and holosystolic
(occurring throughout systole) and is
heard best at the cardiac apex.

3. This would be expected with mitral valve
prolapse.

4. This would be expected with aortic
regurgitation.

TEST-TAKING HINT: This is a knowledge-

based question and there is no Test-

Taking Hint to help the test taker rule

out distracters.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. Prophylactic antibiotics before invasive
procedures prevent infectious endocarditis.

2. The client is undergoing anticoagulant
therapy and should use a soft-bristle
toothbrush to help prevent gum trauma
and bleeding.

3. Aspirin and nonsteroidal anti-
inflammatory drugs (NSAIDs) interfere
with clotting and may potentiate the
effects of the anticoagulant therapy,
which the client with a mechanical
valve will be prescribed. Therefore, the
client should not take aspirin daily.

4. The client should alternate rest with activ-
ity to prevent fatigue to help decrease the
workload of the heart.

40.
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TEST-TAKING HINT: The stem asks the test
taker to identify which behavior means
the client does not understand the teach-
ing. Therefore, the test taker should
select the distracter that does not agree
with the condition. There is no condition
for which alternating rest with activity
would not be recommended.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

1. An advantage of having a biological
valve replacement is that no anticoagu-
lant therapy is needed. Anticoagulant
therapy is needed with a mechanical
valve replacement.

2. This is an advantage of having a biological
valve replacement; infections are harder to
treat in clients with mechanical valve
replacement.

3. This is an advantage of having a biological
valve replacement; there is a high inci-
dence of thromboembolism in clients with
mechanical valve replacement.

4. Biological valves deteriorate and need
to be replaced frequently; this is a dis-
advantage of them. Mechanical valves
do not deteriorate and do not have to

be replaced often.

TEST-TAKING HINT: This is an “except”
question. The test taker might reverse the
question and ask, “Which is an advantage
of a biological valve?”—which might make
answering the question easier.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Knowledge.

1. The therapeutic range for most clients’
INR is 2 to 3, but for a client with a
mechanical valve replacement it is 2 to
3.5. The medication should be given as
ordered and not withheld.

2. Vitamin K is the antidote for an overdose
of warfarin, but 2.7 is within therapeutic
range.

3. This laboratory result is within the thera-
peutic range, INR 2 to 3, and the medica-
tion does not need to be withheld.

4. There is no need for the nurse to assess
for bleeding because 2.7 is within
therapeutic range.

TEST-TAKING HINT: The test taker has to
know the therapeutic range for the INR

93
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to be able to answer this question cor-
rectly. The test taker should keep a list of
normal and therapeutic laboratory values
that must be remembered.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Analysis.

1. Paroxysmal nocturnal dyspnea is a
sudden attack of respiratory distress,
usually occurring at night because of
the reclining position, and occurs in
valvular disorders.

2. This is an abnormal condition in which
a client must sit or stand to breathe
comfortably and occurs in valvular
disorders.

3. Coughing occurs when the client with
long-term valvular disease has difficulty
breathing when walking or performing
any type of activity.

4. Pericardial friction rub is a sound auscul-
tated in clients with pericarditis, not
valvular heart disease.

5. Pulsus paradoxus is a marked decrease in
amplitude during inspiration. It is a sign
of cardiac tamponade, not valvular heart
disease.

TEST-TAKING HINT: The test taker should
notice that options “1,” “2,” and “3” are
all signs/symptoms that have something
to do with the lungs. It would be a good
choice to select these three as correct

answers. They are similar in description.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

1. An acute myocardial infarction can dam-
age heart valves, causing tearing, ischemia,
or damage to heart muscles that affects
valve leaflet function, but coronary heart
disease does not cause valvular heart
disease.

2. Valvular heart disease does not show a
genetic etiology.

3. Smoking can cause coronary artery
disease, but it does not cause valvular
heart disease.

4. Rheumatic heart disease is the most
common cause of valvular heart
disease.

TEST-TAKING HINT: The test taker could
rule out option “1” because of knowledge

44,
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of anatomy: Coronary artery disease has
to do with blood supply to heart muscle,
whereas the valves are a part of the
anatomy of the heart.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. Percutaneous balloon valvuloplasty is not
an open-heart surgery; therefore, the chest
will not be open and the client will not
have a chest tube.

2. This is not an open-heart surgery; there-
fore, the client will not have a chest
dressing.

3. The endotracheal (ET) tube is inserted if
the client is on a ventilator, and this sur-
gery does not require putting the client on
a ventilator.

4. In this invasive procedure, performed
in a cardiac catheterization laboratory,
the client has a catheter inserted into
the femoral artery. Therefore, the
client must keep the leg straight to pre-
vent hemorrhaging at the insertion site.

TEST-TAKING HINT: If the test taker knows
that the word “percutaneous” means “via
the skin,” then options “1” and “2” could
be eliminated as possible correct answers.

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Application.

1. The client is at risk for developing
endocarditis and should take prophy-
lactic antibiotics before any invasive
procedure.

2. Antibiotics have nothing to do with how
much the teeth bleed during a cleaning.

3. Teeth cleaning will not cause the valve to
malfunction.

4. Vegetation develops on valves secondary
to bacteria that cause endocarditis, but the
client may not understand “vegetative
growth on your valves”; therefore, this is
not the most appropriate answer.

TEST-TAKING HINT: The test taker should
select an option that answers the client’s
question in the easiest and most under-
standable terms, not in medical jargon.
This would cause the test taker to elimi-
nate option “4” as a possible correct
answer. The test taker should know
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antibiotics do not affect bleeding and so
can eliminate option “2.”

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —
Application.

1. Fluid intake may be restricted to
reduce the cardiac workload and pres-
sures within the heart and pulmonary
circuit.

2. The head of the bed should be elevated to
help improve alveolar ventilation.

3. Oxygen saturation should be no less than
93%; 90% indicates an arterial oxygen sat-
uration of around 60 (normal is 80 to 100)

4. Total parenteral nutrition would not be
prescribed for a client with mitral valve
replacement. It is ordered for clients with
malnutrition, gastrointestinal disorders, or
conditions in which increased calories are
needed, such as burns.

TEST-TAKING HINT: A client with a heart or
lung problem should never have the head
of the bed in a flat (supine) position;
therefore, option “2” should be elimi-
nated as a possible correct answer. The
test taker must know normal values for
monitoring techniques such as pulse
oximeters and keep a list of normal
values.

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. Congestive heart failure does not predis-
pose the female client to having a mitral
valve prolapse.

2. Clients with Marfan’s syndrome have
life-threatening cardiovascular prob-
lems, including mitral valve prolapse,
progressive dilation of the aortic valve
ring, and weakness of the arterial walls,
and they usually do not live past the
age of 40 because of dissection and
rupture of the aorta.

3. Atrial fibrillation does not predispose a
client to mitral valve prolapse.

4. A client with Down syndrome may have
congenital heart anomalies but not mitral
valve prolapse.

TEST-TAKING HINT: The test taker could
eliminate options “1” and “3” based on
knowledge that these are commonly
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occurring cardiovascular problems, and
the nurse should know that possible
complications of these problems do not
include mitral valve prolapse.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. This client requires teaching and an
understanding of the preprocedure inter-
ventions for diagnostic tests; therefore, a
more experienced nurse should be
assigned to this client.

2. Because this client is being discharged,
it would be an appropriate assignment
for the new graduate.

3. Supraventricular tachycardia (SV'T) is not
life threatening, but the client requires in-
travenous medication and close monitor-
ing and therefore should be assigned to a
more experienced nurse.

4. A client with atrial fibrillation is usually
taking the anticoagulant warfarin
(Coumadin), and the therapeutic INR is
2 to 3. An INR of 5 is high and the client
is at risk for bleeding.

TEST-TAKING HINT: The test taker must
realize that a new graduate must be
assigned the least critical client. Remem-
ber, teaching is a primary responsibility of
the nurse; physical care is not always the
criterion that should be used when mak-
ing client assignments.

Content — Medical: Category of Health Alteration —
Management: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

Dysrhythmias and Conduction
Problems

49. 1. The telemetry nurse should not leave the

monitors unattended at any time.

2. The telemetry nurse must have someone
go assess the client, but this is not the first
intervention.

3. If the client answers the call light and
is not experiencing chest pain, then
there is probably a monitor artifact,
which is not a life-threatening emer-
gency. After talking with the client,
send a nurse to the room to check the
monitor.
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4. The crash cart should be taken to a room
when the client is experiencing a code.

TEST-TAKING HINT: When the test taker
sees the word “first,” the test taker must
realize that more than one answer option
may be a possible intervention but that
only one should be implemented first.
The test taker should try to determine
which intervention directly affects the
client.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. There are many interventions that should
be implemented prior to administering
medication.

2. The treatment of choice for ventricular
fibrillation is defibrillation, but it is not
the first action.

3. The nurse must call a code that acti-
vates the crash cart being brought to
the room and a team of health-care
providers that will care for the client
according to an established protocol.

4. The first person at the bedside should
start cardiopulmonary resuscitation
(CPR), but the telemetry nurse should call
a code so that all necessary equipment and
personnel are at the bedside.

TEST-TAKING HINT: The test taker must
realize that ventricular fibrillation is life
threatening and immediate action must be
implemented. Remember, when the ques-
tion asks “first,” all options could be
appropriate interventions but only one
should be implemented first.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. Lidocaine suppresses ventricular
ectopy and is the drug of choice for
ventricular dysrhythmias.

2. Atropine decreases vagal stimulation and
is the drug of choice for asystole.

3. Digoxin slows heart rate and increases car-
diac contractility and is the drug of choice
for atrial fibrillation.

4. Adenosine is the drug of choice for
supraventricular tachycardia.

TEST-TAKING HINT: This is a knowledge-
based question, and the test taker must

52.

53.

know the answer. The nurse must
know what medications treat specific

dysrhythmias.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Syntbhesis.

1. A thrombolytic medication is administered
for a client experiencing a myocardial
infarction.

2. Assessment is an independent nursing
action, not a collaborative treatment.

3. The client is symptomatic and will
require a pacemaker.

4. Synchronized cardioversion is used for
ventricular tachycardia with a pulse or
atrial fibrillation.

TEST-TAKING HINT: The key to answering
this question is the adjective “collabora-
tive,” which means the treatment requires
obtaining a health-care provider’s order
or working with another member of the
health-care team. This would cause the
test taker to eliminate option “2” as a
possible correct answer.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Synthesis.

1. The adult client should be defibrillated at
360 joules.

2. The oxygen source should be removed
to prevent any type of spark during
defibrillation.

3. The nurse should use defibrillator pads
or defibrillator gel to prevent any type
of skin burns while defibrillating
the client.

4. If any member of the health-care team
is touching the client or the bed during
defibrillation, that person could possi-
bly be shocked. Therefore, the nurse
should shout “all clear.”

TEST-TAKING HINT: The test taker should
always consider the safety of the client
and the health-care team. Options “2”
and “3” put the client at risk for injury
during defibrillation.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.
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1. A client with chronic atrial fibrillation
will be taking an anticoagulant to help
prevent clot formation. Therefore, the
client is at risk for bleeding and should
be instructed to use a soft-bristle
toothbrush.

2. The client will need a regularly scheduled
INR to determine the therapeutic level for
the anticoagulant warfarin (Coumadin);
PTT levels are monitored for heparin.

3. A client with symptomatic sinus bradycar-
dia, not a client with atrial fibrillation,
may need a pacemaker.

4. Synchronized cardioversion may be pre-
scribed for new-onset atrial fibrillation but
not for chronic atrial fibrillation.

TEST-TAKING HINT: The key to answering
this question is the adjective “chronic.”
The test taker must know that HCPs
prescribe anticoagulant therapy for clients
with chronic atrial fibrillation.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

1. Lidocaine is the drug of choice for
ventricular tachycardia, but it is not the
first intervention.

2. Defibrillation may be needed, but it is not
the first intervention.

3. The nurse must assess the apical pulse
and blood pressure to determine if the
client is in cardiac arrest and then treat
as ventricular fibrillation. If the client’s
heart is beating, the nurse would then
administer lidocaine.

4. CPR is only performed on a client who is
not breathing and does not have a pulse.
The nurse must establish if this is occur-
ring first, prior to taking any other action.

TEST-TAKING HINT: When the stem asks
the test taker to select the first interven-
tion, all answer options could be plausible
interventions, but only one is imple-
mented first. The test taker should use
the nursing process to answer the ques-
tion and select the intervention that
addresses assessment, which is the first
step in the nursing process.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level
— Synthesis.

1. A pacemaker will have to be inserted, but
it is not the first intervention.

57.
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2. Atropine will decrease vagal stimula-
tion and increase the heart rate.
Therefore, it is the first intervention.

3. A STAT ECG may be done, but the
telemetry reading shows complete heart
block, which is a life-threatening dys-
rhythmia and must be treated.

4. The HCP will need to be notified but not
prior to administering a medication. The
test taker must assume the nurse has the
order to administer medication. Many
telemetry departments have standing
protocols.

TEST-TAKING HINT: The test taker must
select the intervention that should be im-
plemented first and will directly affect the
dysrhythmia. Medication is the first inter-
vention, and then pacemaker insertion.
The test taker should not eliminate an
option because the test taker thinks there
is not an order by a health-care provider.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive Level
— Synthesis.

1. Ventricular fibrillation indicates the
client does not have a heartbeat.
Therefore, CPR should be instituted.

2. Adenosine, an antidysrhythmic, is the drug
of choice for supraventricular tachycardia,
not for ventricular fibrillation.

3. Defibrillation is the treatment of
choice for ventricular fibrillation.

4. The crash cart has the defibrillator and
is used when performing advanced
cardiopulmonary resuscitation.

5. Amiodarone is an antidysrhythmic that
is used in ventricular dysrhythmias.

TEST-TAKING HINT: This is an alternate-
type question that requires the test taker
to possibly select more than one option.
To receive credit, the test taker must
select all correct options; partial credit is
not given for this type of question.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

1. The telemetry reading is accurate, and
there is no need for the nurse to assess the
client’s heart rate.

2. There is no reason to notify the surgeon
for a client exhibiting sinus tachycardia.
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3. Synchronized cardioversion is prescribed
for clients in acute atrial fibrillation or
ventricular fibrillation with a pulse.

4. Sinus tachycardia means the sinoatrial
node is the pacemaker, but the rate is
greater than 100 because of pain,
anxiety, or fever. The nurse must
determine the cause and treat appro-
priately. There is no specific medica-
tion for sinus tachycardia.

TEST-TAKING HINT: The test taker must
use the nursing process to determine the
correct option and select an option that
addresses assessment, the first step of the
nursing process. Because both option “1”
and option “4” address assessment, the
test taker must determine which option is
more appropriate. How will taking the
apical pulse help treat sinus tachycardia?
Determining the cause for sinus tachycar-
dia is the most appropriate intervention.

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. The P wave represents atrial contrac-
tion, and the QRS complex represents
ventricular contraction—a normal
telemetry reading. A rate between 60
and 100 indicates normal sinus rhythm.
Therefore, the nurse should document
this as normal sinus rhythm and not
take any action.

2. A 12-lead ECG should be requested for
chest pain or abnormal dysrhythmias.

3. Digoxin is used to treat atrial fibrillation.

4. Cardiac enzymes are monitored to deter-
mine if the client has had a myocardial in-
farction. Nothing in the stem indicates the
client has had an MI.

TEST-TAKING HINT: The test taker must
know normal sinus rhythm, and there are
no Test-Taking Hints to help eliminate
incorrect options. The test taker should
not automatically select assessment as the
correct answer, but if the test taker had
no idea of the answer, remember assess-
ment of laboratory data is not the same as
assessing the client.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

60.

1. Not every cardiac dysrhythmia causes
alteration in comfort; angina is caused by
decreased oxygen to the myocardium.

2. Any abnormal electrical activity of the
heart causes decreased cardiac output.

3. Impaired gas exchange is the result of
pulmonary complications, not cardiac
dysrhythmias.

4. Not all clients with cardiac dysrhythmias
have activity intolerance.

TEST-TAKING HINT: Option “2” has the
word “cardiac,” which refers to the heart.
Therefore, even if the test taker had no
idea what the correct answer was, this
would be an appropriate option. The test
taker should use medical terminology to
help identify the correct option.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

Inflammatory Cardiac Disorders

61.

1. Pulsus paradoxus is the hallmark of cardiac
tamponade; a paradoxical pulse is
markedly decreased in amplitude during
inspiration.

2. Fatigue and arthralgias are nonspecific
signs/symptoms that usually occur with
myocarditis.

3. Petechiae on the trunk, conjunctiva, and
mucous membranes and hemorrhagic
streaks under the fingernails or toenails
occur with endocarditis.

4. Chest pain is the most common symp-
tom of pericarditis, usually has an
abrupt onset, and is aggravated by res-
piratory movements (deep inspiration,
coughing), changes in body position,
and swallowing.

TEST-TAKING HINT: The test taker who has
no idea what the answer is should apply
the test-taking strategy of asking which
body system is affected. In this case, it is
the cardiac system, specifically the outside
of the heart. The test taker should select
the option that has something to do with
the heart, which is either option “1” or
option “4.”

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.
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1. Acute pericardial effusion interferes
with normal cardiac filling and pump-
ing, causing venous congestion and
decreased cardiac output. Muffled
heart sounds, indicative of acute
pericarditis, must be reported to the
health-care provider.

2. Distended, not nondistended, jugular
veins would warrant immediate
intervention.

3. Decreasing quality of peripheral pulses,
not bounding peripheral pulses, would
warrant immediate intervention.

4. A pericardial friction rub is a classic symp-
tom of acute pericarditis, but it would not
warrant immediate intervention.

TEST-TAKING HINT: The test taker must
understand what the question is asking.
“Warrants” is a word that should make
the test taker think the correct answer
will be something “bad,” so the test taker
should look for abnormal data; this
would cause the test taker to eliminate
options “2” and “3.”

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. A sore throat in the last month would not
support the diagnosis of carditis.

2. Rheumatic fever, a systemic inflamma-
tory disease caused by an abnormal im-
mune response to pharyngeal infection
by group A beta-hemolytic strepto-
cocci, causes carditis in about 50% of
people who develop it.

3. Carditis is not a genetic or congenital
disease process.

4. This is an appropriate question to ask any
client, but OTC medications do not cause
carditis.

TEST-TAKING HINT: This is a knowledge-
based question, but the test taker could
eliminate option “4,” realizing this is a
question to ask any client, and the stem
asks which question will support the diag-
nosis of carditis.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. Steroids, such as prednisone, not NSAIDs,
must be tapered off to prevent adrenal
insufficiency.

65.
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. NSAIDs will not make clients drowsy.

. NSAIDs must be taken with food, milk,
or antacids to help decrease gastric dis-
tress. NSAIDs reduce fever, inflamma-
tion, and pericardial pain.

4. NSAIDs should be taken regularly around

the clock to help decrease inflammation,

which, in turn, will decrease pain.

TEST-TAKING HINT: The test taker must
remember NSAIDs and steroids

cause gastric distress to the point of
causing peptic ulcer disease. These
medications are administered for a variety
of conditions and diseases.

W o

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Syntbhesis.

1. Oxygen may be needed, but it is not the
first intervention.

2. This would be appropriate to determine if
the urine output is at least 30 mL/hr, but
it is not the first intervention.

3. The nurse must assess the client to
determine if the pain is expected
secondary to pericarditis or if the pain
is indicative of a complication that
requires intervention from the
health-care provider.

4. Using the incentive spirometer will
increase the client’s alveolar ventilation
and help prevent atelectasis, but it is not
the first intervention.

TEST-TAKING HINT: The test taker must
apply the nursing process when determin-
ing the correct answer and select the
option that addresses the first step in the
nursing process—assessment.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. A pericardiocentesis removes fluid
from the pericardial sac and is the
emergency treatment for cardiac
tamponade.

2. Cardiac enzymes may be slightly elevated
because of the inflammatory process,
but evaluation of these would not be
ordered to treat or evaluate cardiac
tamponade.

3. A 12-lead ECG would not help treat the
medical emergency of cardiac tamponade.
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4. Assessment by the nurse is not collabora-
tive; it is an independent nursing action.

TEST-TAKING HINT: “Collaborative” means
another member of the health-care team
must order or participate in the interven-
tion. Therefore option “4” could be elim-
inated as a possible correct answer.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Synthesis.

1. The full course of antibiotics must be
taken to help ensure complete destruction
of streptococcal infection.

2. Antibiotics kill bacteria but also destroy
normal body flora in the vagina, bowel,
and mouth, leading to a superinfection.

3. Even with antibiotic treatment for
rheumatic fever, the client may experi-
ence bacterial endocarditis in later
years and should know this may occur.

4. A throat culture is taken to diagnose
group A beta-hemolytic streptococcus and
is positive in 25% to 40% of clients with
acute rheumatic fever.

TEST-TAKING HINT: The question is asking
the test taker to identify which statement
indicates the client does not understand
the teaching; this is an “except” question.
The test taker can ask which statement
indicates the teaching is effective and
choose the one option that is not
appropriate.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Syntbhesis.

1. Pulmonary embolus would occur with an
embolization of vegetative lesions from
the tricuspid valve on the right side of the
heart.

2. Bacteria enter the bloodstream from
invasive procedures, and sterile
platelet-fibrin vegetation forms on
heart valves. The mitral valve is on the
left side of the heart and, if the vegeta-
tion breaks off, it will go through the
left ventricle into the systemic circula-
tion and may lodge in the brain,
kidneys, or peripheral tissues.

3. Coughing up blood (hemoptysis) occurs
when the vegetation breaks off the tricus-
pid valve in the right side of the heart and
enters the pulmonary artery.

69.
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4. Deep vein thrombosis is a complication of
immobility, not of a vegetative embolus

from the left side of the heart.

TEST-TAKING HINT: If the test taker does
not know the answer, knowledge of
anatomy may help determine the answer.
The mitral valve is on the left side of the
heart and any emboli would not enter the
lung first, thereby eliminating options “1”
and “3” as possible correct answers.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. Anxiety is a psychosocial nursing
diagnosis, which is not a priority over a
physiological nursing diagnosis.

2. Antibiotic therapy does not result in injury
to the client.

3. Myocarditis does not result in valve dam-
age (endocarditis does), and there would
be decreased, not increased, cardiac
output.

4. Activity intolerance is priority for the
client with myocarditis, an inflamma-
tion of the heart muscle. Nursing care
is aimed at decreasing myocardial work
and maintaining cardiac output.

TEST-TAKING HINT: If the test taker has
no idea which is the correct answer, then
“myo,” which refers to muscle, and
“card,” which refers to the heart, should
lead the test taker to the only option
which has both muscle and heart in it,
option “4.”

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. Uninterrupted rest and sleep help
decrease the workload of the heart and
help ensure the restoration of physical
and emotional health.

2. Occupational therapy addresses activities
of daily living. The client should be
referred to physical therapy to develop a
realistic and progressive plan of activity.

3. The client with pericarditis is not usually
prescribed oxygen, and 2 L/min is a low
dose of oxygen that is prescribed for a
client with chronic obstructive pulmonary
disease (COPD).

4. Endocarditis, not pericarditis, may lead to
surgery for valve replacement.
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TEST-TAKING HINT: A concept that the test
taker must remember with any client
being discharged from the hospital should
be to alternate rest with activity to avoid
problems associated with immobility. If
the test taker does not know the answer
to a question, using basic concepts is the
best option.

Content — Medical: Category of Health Alteration
— Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Synthesis.

1. The nurse should monitor the vital
signs for any client who has just
undergone surgery.

2. A pericardiocentesis involves entering
the pericardial sac. Assessing heart and
lung sounds allows assessment for
cardiac failure.

3. The pericardial fluid is documented as
output.

4. Evaluating the client’s cardiac rhythm
allows the nurse to assess for cardiac
failure, which is a complication of
pericardiocentesis.

5. The client should be in the semi-Fowler’s
position, not in a flat position, which
increases the workload of the heart.

TEST-TAKING HINT: This is an alternate-

type question that requires the test taker

to select possibly more than one option as

a correct answer.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

72.
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1. The nurse must obtain blood cultures
prior to administering antibiotics.

2. Blood cultures must be done before
administering antibiotics so that an ad-
equate number of organisms can be
obtained to culture and identify.

3. An echocardiogram allows visualization
of vegetations and evaluation of valve
function. However, antibiotic therapy is
priority before diagnostic tests, and blood
cultures must be obtained before adminis-
tering medication.

4. Bedrest should be implemented, but the
first intervention should be obtaining
blood cultures so that antibiotic therapy
can be started as soon as possible.

TEST-TAKING HINT: The test taker must
identify the first of the HCP’s orders to
be implemented. “Infective” should
indicate that this is an infection, which
requires antibiotics, but the nurse should
always assess for allergies and obtain
cultures prior to administering any
antibiotic.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.
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CARDIAC DISORDERS COMPREHENSIVE

EXAMINATION

1. Which population is at a higher risk for dying from a myocardial infarction?
1. Caucasian males.
2. Hispanic females.
3. Asian males.
4. African American females.

2. Which preprocedure information should be taught to the female client having an
exercise stress test in the morning?
1. Wear open-toed shoes to the stress test.
2. Inform the client not to wear a bra.
3. Do not eat anything for four (4) hours.
4. Take the beta blocker one (1) hour before the test.

3. Which intervention should the nurse implement with the client diagnosed with dilated
cardiomyopathy?
1. Keep the client in the supine position with the legs elevated.
2. Discuss a heart transplant, which is the definitive treatment.
3. Prepare the client for coronary artery bypass graft.
4. Teach the client to take a calcium channel blocker in the morning.

4. Which medical client problem should the nurse include in the plan of care for a client
diagnosed with cardiomyopathy?
1. Heart failure.
2. Activity intolerance.
3. Powerlessness.
4. Anticipatory grieving.

5. The client has an implantable cardioverter defibrillator (ICD). Which discharge
instructions should the nurse teach the client?
1. Do not lift or carry more than 23 kg.
2. Have someone drive the car for the rest of your life.
3. Carry the cell phone on the opposite side of the ICD.
4. Avoid using the microwave oven in the home.
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6.

10.

11.

"To what area should the nurse place the stethoscope to best auscultate the apical
pulse?

W
0= >

4.

. The telemetry nurse notes a peaked T wave for the client diagnosed with congestive

heart failure. Which laboratory data should the nurse assess?
1. CK-MB.

2. 'Troponin.

3. BNP.

4. Potassium.

. The client comes to the emergency department saying, “I am having a heart attack.”

Which question is most pertinent when assessing the client?
1. “Can you describe your chest pain?”

2. “What were you doing when the pain started?”

3. “Did you have a high-fat meal today?”

4. “Does the pain get worse when you lie down?”

. The client with coronary artery disease is prescribed transdermal nitroglycerin, a

coronary vasodilator. Which behavior indicates the client understands the discharge
teaching concerning this medication?

1. The client places the medication under the tongue.

2. The client removes the old patch before placing the new.

3. The client applies the patch to a hairy area.

4. The client changes the patch every 36 hours.

Which client would most likely be misdiagnosed for having a myocardial infarction?
1. A 55-year-old Caucasian male with crushing chest pain and diaphoresis.

2. A 60-year-old Native American male with an elevated troponin level.

3. A 40-year-old Hispanic female with a normal electrocardiogram.

4. An 80-year-old Peruvian female with a normal CK-MB at 12 hours.

Which meal would indicate the client understands the discharge teaching concerning
the recommended diet for coronary artery disease?

1. Baked fish, steamed broccoli, and garden salad.

2. Enchilada dinner with fried rice and refried beans.

3. 'Tuna salad sandwich on white bread and whole milk.

4. Fried chicken, mashed potatoes, and gravy.
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12.

13.

14.

15.

16.

17.

18.

19.

The unlicensed assistive personnel (UAP) tells the primary nurse that the client
diagnosed with coronary artery disease is having chest pain. Which action should the
nurse take first?

1. Tell the UAP to go take the client’s vital signs.

2. Ask the UAP to have the telemetry nurse read the strip.

3. Notify the client’s health-care provider.

4. Go to the room and assess the client’s chest pain.

Which interventions should the nurse discuss with the client diagnosed with
coronary artery disease? Select all that apply.

1. Instruct the client to stop smoking.

2. Encourage the client to exercise three (3) days a week.

3. Teach about coronary vasodilators.

4. Prepare the client for a carotid endarterectomy.

5. Eat foods high in monosaturated fats.

Which laboratory data confirm the diagnosis of congestive heart failure?
1. Chest x-ray (CXR).

2. Liver function tests.

3. Blood urea nitrogen (BUN).

4. Beta-type natriuretic peptide (BNP).

What is the priority problem in the client diagnosed with congestive heart failure?
1. Fluid volume overload.

2. Decreased cardiac output.

3. Activity intolerance.

4. Knowledge deficit.

Which data would cause the nurse to question administering digoxin to a client
diagnosed with congestive heart failure?

1. The potassium level is 3.2 mEqg/L.

2. The digoxin level is 1.2 meg/mL.

3. The client’s apical pulse is 64.

4. The client denies yellow haze.

The nurse is caring for clients on a cardiac floor. Which client should the nurse
assess first?

1. The client with three (3) unifocal PVCs in one (1) minute.

2. The client diagnosed with coronary artery disease who wants to ambulate.

3. The client diagnosed with mitral valve prolapse with an audible S;.

4. The client diagnosed with pericarditis who is in normal sinus rhythm.

The nurse is told in report the client has aortic stenosis. Which anatomical position
should the nurse auscultate to assess the murmur?

1. Second intercostal space, right sternal notch.

2. Erb’s point.

3. Second intercostal space, left sternal notch.

4. Fourth intercostal space, left sternal border.

The nurse is caring for a client who goes into ventricular tachycardia. Which
intervention should the nurse implement first?

1. Call a code immediately.

2. Assess the client for a pulse.

3. Begin chest compressions.

4. Continue to monitor the client.
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20.

21.

22.

23.

24.

25.

26.

The nurse is assisting with a synchronized cardioversion on a client in atrial
fibrillation. When the machine is activated, there is a pause. What action should the
nurse take?

1. Wait until the machine discharges.

2. Shout “all clear” and don’t touch the bed.

3. Make sure the client is all right.

4. Increase the joules and redischarge.

The client is diagnosed with pericarditis. When assessing the client, the nurse is
unable to auscultate a friction rub. Which action should the nurse implement?
1. Notify the health-care provider.

2. Document that the pericarditis has resolved.

3. Ask the client to lean forward and listen again.

4. Prepare to insert a unilateral chest tube.

The nurse assessing the client with pericardial effusion at 1600 notes the apical pulse
is 72 and the BP is 138/94. At 1800, the client has neck vein distention, the apical
pulse is 70, and the BP is 106/94. Which action would the nurse implement first?

1. Stay with the client and use a calm voice.

2. Notify the health-care provider immediately.

3. Place the client left lateral recumbent.

4. Administer morphine intravenous push slowly.

The client is admitted to the emergency department, and the nurse suspects a cardiac
problem. Which assessment interventions should the nurse implement? Select all
that apply.

1. Obtain a midstream urine specimen.

2. Attach telemetry monitor to the client.

3. Start a saline lock in the right arm.

4. Draw a basal metabolic panel (BMP).

5. Request an order for a STAT 12-lead ECG.

The client is three (3) hours post-myocardial infarction. Which data would warrant
immediate intervention by the nurse?

1. Bilateral peripheral pulses 2+.

2. The pulse oximeter reading is 96%.

3. The urine output is 240 mL in the last four (4) hours.

4. Cool, clammy, diaphoretic skin.

The nurse is transcribing the doctor’s orders for a client with congestive heart failure.
The order reads 2.5 mg of Lanoxin daily. Which action should the nurse implement?
1. Discuss the order with the health-care provider.

2. Take the client’s apical pulse rate before administering.

3. Check the client’s potassium level before giving the medication.

4. Determine if a digoxin level has been drawn.

The nurse is teaching basic cardiopulmonary resuscitation (CPR) to individuals in
the community. Which is the order of basic CPR? List in order of performance.
Perform head-tilt chin-lift maneuver.

Give two (2) rescue breaths.

Look, listen, and feel for breathing.

Begin cardiac compressions.

Shake and shout.

[ N S
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27. The nurse has received report when the telemetry technician notifies the nurse of the
telemetry readings. Which client should the nurse assess first?

1.
| 6 seconds |
I 1
2.
| 6 seconds |
I 1
3.
| 6 seconds |
I 1
4.
| 6 seconds |
I 1
A




CARDIAC DISORDERS COMPREHENSIVE

ANSWERS AND RATIONALES

. 1. Caucasian males have a high rate of
coronary artery disease, but they do not
delay seeking health care as long as some
other ethnic groups. The average delay
time is five (5) hours.

2. Hispanic females are at higher risk for
diabetes than for dying from a myocardial
infarction.

3. Asian males have fewer cardiovascular
events, which is attributed to their diet,
which is high in fiber and omega-3 fatty
acids.

4. African American females are 35% more
likely to die from coronary artery
disease than any other population. This
population has significantly higher rates
of hypertension and it occurs at a
younger age. The higher risk of death
from an MI is also attributed to a delay
in seeking emergency care—an average
of 11 hours.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Health Promotion and

Muintenance: Cognitive Level — Knowledge.

. 1. The client should wear firm-fitting, solid
athletic shoes.

2. The client should wear a bra to provide
adequate support during the exercise.

3. NPO decreases the chance of aspiration
in case of emergency. In addition, if the
client has just had a meal, the blood sup-
ply will be shunted to the stomach for
digestion and away from the heart, per-
haps leading to an inaccurate test result.

4. A beta blocker is not taken prior to the
stress test because it will decrease the pulse
rate and blood pressure by direct
parasympathetic stimulation to the heart.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Planning: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Synthesis.

. 1. Most clients with dilated cardiomyopathy
prefer to sit up with their legs in the
dependent position. This position causes
pooling of blood in the periphery and
reduces preload.

2. Without a heart transplant, this client
will end up in end-stage heart failure. A
transplant is the only treatment for a
client with dilated cardiomyopathy.

3. A bypass is the treatment of choice for a
client with occluded coronary arteries.

4. Calcium channel blockers are
contraindicated in clients with dilated
cardiomyopathy because they interfere
with the contractility of the heart.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level —

Application.

. 1. Medical client problems indicate

the nurse and the physician must
collaborate to care for the client; the
client must have medications for heart
failure.

2. The nurse can instruct the client to pace
activities and can teach about rest versus
activity without a health care provider order.

3. This is a psychosocial client problem that
does not require a physician’s order to
effectively care for the client.

4. Anticipatory grieving involves the nurse
addressing issues that will occur based on
the knowledge of the poor prognosis of this
disease.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Diagnosis: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Analysis.

. 1. Clients should not lift more than 5 to

10 pounds because it puts a strain on the
heart; 23 kg is more than 50 pounds.

2. There may be driving restrictions, but the
client should be able to drive independently.

3. Cell phones may interfere with the
functioning of the ICD if they are placed
too close to it.

4. Microwave ovens should not cause
problems with the ICD.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Planning: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Synthesis.

. 1. This is the best place to auscultate the

aortic valve, the second intercostal space,
right sternal notch.

2. This is the best place to auscultate the
pulmonic valve, the second intercostal
space, left sternal notch.

3. This is the best place to auscultate the
tricuspid valve, the third intercostal space,
left sternal border.
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4. The best place to auscultate the apical
pulse is over the mitral valve area,
which is the fifth intercostal space,
midclavicular line.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level — Analysis.
. 1. CK-MB is assessed to determine if the

client has had a myocardial infarction. The
electrical activity of the heart will not be
affected by elevation of this enzyme.

2. Troponin is assessed to determine if the
client has had a myocardial infarction. The
electrical activity of the heart will not be
affected by elevation of this enzyme.

3. Beta-type natriuretic peptide (BNP) is
elevated in clients with congestive heart
failure, but it does not affect the electrical
activity of the heart.

4. Hyperkalemia will cause a peaked T wave;
therefore, the nurse should check these
laboratory data.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Analysis.

. 1. The chest pain for an MI usually is

described as an elephant sitting on the
chest or a belt squeezing the substernal
midchest, often radiating to the jaw or
left arm.

2. This helps to identify if it is angina (result-
ing from activity) or MI (not necessarily
brought on by activity).

3. Learning about a client’s intake of a high-
fat meal would help the nurse to identify a
gallbladder attack.

4. This is a question the nurse might ask the
client with reflux esophagitis.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Analysis.

1. The client does not understand how to
apply this medication; it is placed on the
skin, not under the tongue.

2. This behavior indicates the client
understands the discharge teaching.

3. The patch needs to be in a nonhairy
place so it makes good contact with the
skin.

4. The patch should be changed every 12 or
24 hours but never every two (2) hours. It
takes two (2) hours for the patch to warm

10.

11.

12.

up and begin delivering the optimum dose
of medication.
Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Analysis.

1. Crushing pain and sweating are classic
signs of an MI and should not be
misdiagnosed.

2. An elevated troponin level is a benchmark
in diagnosing an MI and should not be
misdiagnosed.

3. The clients who are misdiagnosed
concerning MIs usually present with
atypical symptoms. They tend to be
female, be younger than 55 years old,
be members of a minority group, and
have normal electrocardiograms.

4. CK-MB may not elevate until up to
24 hours after onset of chest pain.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Diagnosis: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Knowledge.

1. The recommended diet for CAD is low
fat, low cholesterol, and high fiber.
The diet described is a diet that is low
in fat and cholesterol.

2. This is a diet very high in fat and
cholesterol.

3. The word “salad” implies something has
been mixed with the tuna, usually
mayonnaise, which is high in fat, but even
if the test taker did not know this, white
bread is low in fiber and whole milk is
high in fat.

4. Meats should be baked, broiled, or
grilled—not fried. Gravy is high in fat.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Evaluation: Client Needs — Physiological Integrity,

Basic Care and Comfort: Cognitive Level — Synthesis.

1. The client with CAD who is having chest
pain is unstable and requires further
judgment to determine appropriate actions
to take, and the UAP does not have that
knowledge.

2. The UAP could go ask the telemetry
nurse, but this is not the first action.

3. The client’s HCP may need to be notified,
but this is not the first intervention.

4. Assessment is the first step in the
nursing process and should be
implemented first; chest pain is

priority.



13.

14.

15.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. Smoking is the one risk factor that
must be stopped totally; there is no
compromise.

2. Exercising helps develop collateral
circulation and decrease anxiety; it also
helps clients to lose weight.

3. Clients with coronary artery disease
are usually prescribed nitroglycerin,
which is the treatment of choice for
angina.

4. Carotid endarterectomy is a procedure to
remove atherosclerotic plaque from the
carotid arteries, not the coronary arteries.

5. The client should eat polyunsaturated fats,
not monosaturated fats, to help decrease
atherosclerosis.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Planning: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Synthesis.

1. The CXR will show an enlarged heart, but
it is not used to confirm the diagnosis of
congestive heart failure.

2. Liver function tests may be ordered to
evaluate the effects of heart failure on the
liver, but they do not confirm the
diagnosis.

3. The BUN is elevated in heart failure,
dehydration, and renal failure, but it
is not used to confirm congestive
heart failure.

4. BNP is a hormone released by the
heart muscle in response to changes in
blood volume and is used to diagnose
and grade heart failure.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.

1. Fluid volume overload is a problem in
clients with congestive heart failure, but it
is not priority because, if the cardiac
output is improved, then the kidneys are
perfused, which leads to elimination of
excess fluid from the body.

2. Decreased cardiac output is responsible
for all the signs/symptoms associated
with CHF and eventually causes death,
which is why it is the priority problem.

3. Activity intolerance alters quality of life,
but it is not life threatening.

16.

17.

18.
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4. Knowledge deficit is important, but it
is not priority over a physiological
problem.
Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. This potassium level is below normal
levels; hypokalemia can potentiate
digoxin toxicity and lead to cardiac
dysrhythmias.

2. This digoxin level is within therapeutic
range, 0.5 to 2.0 mcg/mL.

3. The nurse would question the medication
if the apical pulse were less than 60.

4. Yellow haze is a sign of digoxin toxicity.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Pharmacological and Parenteral Therapies: Cognitive

Level — Analysis.

1. Three (3) unifocal PVCs in one (1) minute
is not life threatening.

2. The client wanting to ambulate is not a
priority over a client with a physiological
problem.

3. An audible S; indicates the client is
developing left-sided heart failure and
needs to be assessed immediately.

4. A client in normal sinus rhythm will not
be priority over someone with a
potentially life-threatening situation.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Analysis.

1. The second intercostal space, right
sternal notch, is the area on the chest
where the aorta can best be heard
opening and closing.

2. Erb’ point allows the nurse to hear the
opening and closing of the tricuspid valve.

3. The second intercostal space, left sternal
notch, is the area on the chest where the
pulmonic valve can best be heard opening
and closing.

4. The fourth intercostal space, left sternal
border, is another area on the chest that
can assess the tricuspid valve.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.

1. The nurse should call a code if the client
does not have vital signs.
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21.

22.
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2. The nurse must first determine if the
client has a pulse. Pulseless ventricular
tachycardia is treated as ventricular
fibrillation. Stable ventricular
tachycardia is treated with medications.

3. Chest compression is only done if the
client is not breathing and has no pulse.

4. Ventricular tachycardia is a potentially
life-threatening dysrhythmia and needs to
be treated immediately.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Synthesis.

1. Cardioversion involves the delivery of a
timed electrical current. The electrical
impulse discharges during ventricular
depolarization and therefore there
might be a short delay. The nurse
should wait until it discharges.

2. Calling “all clear” and not touching the
bed should be done prior to activating
the machine to discharge the electrical
current.

3. A pause is an expected event, and asking if
the client is all right may worry the client
unnecessarily.

4. Increasing joules and redischarging is
implemented during defibrillation, not
during synchronized cardioversion.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Application.

1. These assessment data are not life
threatening and do not warrant notifying
the HCP.

2. The nurse should attempt to hear the
friction rub in multiple ways before
documenting that it is not heard. The
nurse does not determine if pericarditis
has resolved.

3. Having the client lean forward and to
the left uses gravity to force the heart
nearer to the chest wall, which allows
the friction rub to be heard.

4. Chest tubes are not the treatment of
choice for not hearing a friction rub.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Application.

1. This is a medical emergency; the nurse
should stay with the client, keep him

23.

24.

calm, and call the nurses’ station to
notify the health-care provider. Cardiac
output declines with each contraction
as the pericardial sac constricts the
myocardium.

2. The client’s signs/symptoms would make
the nurse suspect cardiac tamponade, a
medical emergency. The pulse pressure is
narrowing, and the client is experiencing
severe rising central venous pressure as
evidenced by neck vein distention.
Notifying the health-care provider is
important, but the nurse should stay with
the client first.

3. A left lateral recumbent position is used
when administering enemas.

4. Morphine would be given to a client
with pain from myocardial infarction; it
is not a treatment option for cardiac
tamponade.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive Level —

Synthesis.

1. A midstream urine specimen is ordered for
a client with a possible urinary tract
infection, not for a client with cardiac
problems.

2. Anytime a nurse suspects cardiac
problems, the electrical conductivity of
the heart should be assessed.

3. Emergency medications for heart
problems are primarily administered
intravenously, so starting a saline lock
in the right arm is appropriate.

4. This serum blood test is not specific to
assess cardiac problems. A BMP evaluates
potassium, sodium, glucose, and more.

5. A 12-lead ECG evaluates the electrical
conductivity of the heart from all
planes.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Analysis.

1. This pulse indicates the heart is pumping
adequately. Normal pulses should be
2+ to 3+.

2. A pulse oximeter reading of greater than
93% indicates the heart is perfusing the
periphery.

3. An output of 30 mL/hr indicates the heart
is perfusing the kidneys adequately.

4. Cold, clammy skin is an indicator
of cardiogenic shock, which is a



25.

26.

complication of MI and warrants
immediate intervention.
Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Synthesis.

1. This dosage is 10 times the normal
dose for a client with CHF. This dose
is potentially lethal.

2. No other action can be taken because of
the incorrect dose.

3. No other action can be taken because of
the incorrect dose.

4. No other action can be taken because of
the incorrect dose.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Implementation: Client Needs — Physiological

Integrity, Pharmacological and Parenteral Therapies:

Cognitive Level — Application.

In order of performance: 5, 1, 3, 2, 4.

5. The first step in CPR is to determine if
the client is unresponsive.

1. The rescuer performs the head-tilt
chin-lift maneuver to open the client’s
airway.

3. The next action must be to determine
if the client is breathing.

27.
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2. If the rescuer determines the client is
not breathing, then two (2) rescue
breaths should be given.

4. After determining that the client
has no pulse, the rescuer begins
compressions.

Content — Fundamentals: Category of Health

Alteration — Cardiovascular: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cognitive Level — Knowledge.

1. Atrial fibrillation is not life threatening.

2. Unifocal PVCs are common in most
clients and are not life threatening. Up to
six (6) per minute may occur before the
nurse must intervene.

3. This is complete heart block with
bradycardia, a potentially life-threaten-
ing situation. The nurse should assess
this client first and make interventions
accordingly.

4. Sinus tachycardia may occur for different
reasons, such as ambulating to the
bathroom, fever, or anemia. This is not
life threatening.

Content — Medical: Category of Health Alteration —

Cardiac: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Physiological

Adaptation: Cognitive Level — Synthesis.
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Knowledge is a process of piling up facts; wisdom lies in
their simplification.

—NMartin Fischer

Peripheral vascular disorders (PVDs) are very common disorders, affecting many people in
the United States. Among the most common of these are hypertension, atherosclerosis,
arterial occlusive disease, abdominal aortic aneurysms (AAA), deep vein thrombosis (DVT),
and venous insufficiency. These disorders cause pain and an interruption of activities and
sometimes lead to life-threatening complications.

KEYWORDS ABBREVIATIONS

bruit Abdominal Aortic Aneurysm (AAA)
dehiscence Angiotensin-Converting Enzyme (ACE)
dependent position Blood Pressure (BP)

Doppler device Blood Urea Nitrogen (BUN)
evisceration Capillary Refill Time (CRT)
intermittent claudication Congestive Heart Failure (CHF)
neuropathy Coronary Artery Disease (CAD)
petechiae Deep Vein Thrombosis (DVT)
sequential compression device Electrocardiogram (ECG)

Guillain-Barré (GB) Syndrome
Health-Care Provider (HCP)
High-Density Lipoprotein (HDL)
International Normalized Rate (INR)
Intravenous (V)

Low-Density Lipoprotein (LDL)

Low Molecular Weight Heparin (LMWH)
Nothing by Mouth (NPO)

Partial Thromboplastin Time (PTT)
Peripheral Vascular Disease (PVD)
Physical Therapy (PT)

Prothrombin Time (PT)

Range of Motion (ROM)

When Required, as Needed (PRN)
Unlicensed Assistive Personnel (UAP)
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PRACTICE QUESTIONS

Arterial Hypertension

1. The 66-year-old male client has his blood pressure (BP) checked at a health fair. The
BP is 168/98. Which action should the nurse implement first?
1. Recommend that the client have his blood pressure checked in one (1) month.
2. Instruct the client to see his health-care provider as soon as possible.
3. Discuss the importance of eating a low-salt, low-fat, low-cholesterol diet.
4. Explain that this BP is within the normal range for an elderly person.

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

3. The health-care provider prescribes an ACE inhibitor for the client diagnosed with
essential hypertension. Which statement is the most appropriate rationale for adminis-
tering this medication?

1. ACE inhibitors prevent beta receptor stimulation in the heart.

2. This medication blocks the alpha receptors in the vascular smooth muscle.
3. ACE inhibitors prevent vasoconstriction and sodium and water retention.

4. ACE inhibitors decrease blood pressure by relaxing vascular smooth muscle.

4. The nurse is administering a beta blocker to the client diagnosed with essential
hypertension. Which intervention should the nurse implement?
1. Notify the health-care provider if the potassium level is 3.8 mEq.
2. Question administering the medication if the BP is <90/60 mm Hg.
3. Do not administer the medication if the client’s radial pulse is >100.
4. Monitor the client’s BP while he or she is lying, standing, and sitting.

5. The male client diagnosed with essential hypertension has been prescribed an alpha-
adrenergic blocker. Which intervention should the nurse discuss with the client?
1. Eat at least one (1) banana a day to help increase the potassium level.
2. Explain that impotence is an expected side effect of the medication.
3. Take the medication on an empty stomach to increase absorption.
4. Change position slowly when going from lying to sitting position.

6. The nurse just received the a.m. shift report. Which client should the nurse assess
first?
1. The client diagnosed with coronary artery disease who has a BP of 170/100.
2. The client diagnosed with deep vein thrombosis who is complaining of chest pain.
3. The client diagnosed with pneumonia who has a pulse oximeter reading of 98%.
4. The client diagnosed with ulcerative colitis who has nonbloody diarrhea.

7. The client diagnosed with essential hypertension asks the nurse, “Why do I have high
blood pressure?” Which response by the nurse would be most appropriate?
1. “You probably have some type of kidney disease that causes the high BP.”
2. “More than likely you have had a diet high in salt, fat, and cholesterol.”
3. “There is no specific cause for hypertension, but there are many known risk
factors.”
4. “You are concerned that you have high blood pressure. Let’s sit down and talk.”
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10.

11.

12.

. The nurse is teaching the Dietary Approaches to Stop Hypertension (DASH) diet to

a client diagnosed with essential hypertension. Which statement indicates that the
client understands teaching concerning the DASH diet?

1. “I should eat at least four (4) to five (5) servings of vegetables a day.”

2. “I should eat meat that has a lot of white streaks in it.”

3. “I should drink no more than two (2) glasses of whole milk a day.”

4. “I should decrease my grain intake to no more than twice a week.”

. The client diagnosed with essential hypertension is taking a loop diuretic daily.

Which assessment data would require immediate intervention by the nurse?
1. The telemetry reads normal sinus rhythm.

2. The client has a weight gain of 2 kg within 1 to 2 days.

3. The client’s blood pressure is 148/92.

4. The client’s serum potassium level is 4.5 mEq.

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?

1. “Damage can be occurring to your heart and kidneys even if you feel great.”

2. “Unless you have a headache, your blood pressure is probably within normal
limits.”

3. “When is the last time you saw your doctor? Does he know you are feeling
great?”

4. “Your blood pressure reflects how well your heart is working.”

The intensive care department nurse is calculating the total intake for a client
diagnosed with hypertensive crisis. The client has received 880 mL of D5SW, IVPB
of 100 mL of 0.9% NS, 8 ounces of water, 4 ounces of milk, and 6 ounces of chicken
broth. The client has had a urinary output of 1,480 mL. What is the total intake for
this client?

The nurse is teaching a class on arterial essential hypertension. Which modifiable
risk factors would the nurse include when preparing this presentation?

1. Include information on retinopathy and nephropathy.

2. Discuss sedentary lifestyle and smoking cessation.

3. Include discussions on family history and gender.

4. Provide information on a low-fiber and high-salt diet.

Arterial Occlusive Disease

13.

14.

The client comes to the clinic complaining of muscle cramping and pain in both
legs when walking for short periods of time. Which medical term would the nurse
document in the client’s record?

1. Peripheral vascular disease.

2. Intermittent claudication.

3. Deep vein thrombosis.

4. Dependent rubor.

Which instruction should the nurse include when providing discharge instructions to
a client diagnosed with peripheral arterial disease?

1. Encourage the client to use a heating pad on the lower extremities.

2. Demonstrate to the client the correct way to apply elastic support hose.

3. Instruct the client to walk daily for at least 30 minutes.

4. "Tell the client to check both feet for red areas at least once a week.
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15.

16.

17.

18.

19.

20.

21.

22.

The nurse is teaching the client diagnosed with arterial occlusive disease. Which
interventions should the nurse include in the teaching? Select all that apply.

1. Wash legs and feet daily in warm water.

2. Apply moisturizing cream to feet.

3. Buy shoes in the morning hours only.

4. Do not wear any type of knee stocking.

5. Wear clean white cotton socks.

Which assessment data would warrant immediate intervention in the client diagnosed
with arterial occlusive disease?

1. The client has 2+ pedal pulses.

2. The client is able to move the toes.

3. The client has numbness and tingling.

4. The client’s feet are red when standing.

Which client problem would be priority in a client diagnosed with arterial occlusive
disease who is admitted to the hospital with a foot ulcer?

1. Impaired skin integrity.

2. Activity intolerance.

3. Ineffective health maintenance.

4. Risk for peripheral neuropathy.

The client diagnosed with arterial occlusive disease is one (1) day postoperative right
femoral-popliteal bypass. Which intervention should the nurse implement?

1. Keep the right leg in the dependent position.

2. Apply sequential compression devices to lower extremities.

3. Monitor the client’s pedal pulses every shift.

4. Assess the client’s leg dressing every four (4) hours.

The nurse is unable to assess a pedal pulse in the client diagnosed with arterial
occlusive disease. Which intervention should the nurse implement first?

1. Complete a neurovascular assessment.

2. Use the Doppler device.

3. Instruct the client to hang the feet off the side of the bed.

4. Wrap the legs in a blanket.

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?

1. “It describes the type of pain he has when he stops walking.”

2. “His legs are deprived of oxygen during periods of inactivity.”

3. “You are concerned that your husband is having rest pain.”

4. “This term is used to support that his condition is getting better.”

The nurse is assessing the client diagnosed with long-term arterial occlusive disease.
Which assessment data support the diagnosis?

1. Hairless skin on the legs.

2. Britde, flaky toenails.

3. Petechiae on the soles of feet.

4. Nonpitting ankle edema.

The health-care provider ordered a femoral angiogram for the client diagnosed with
arterial occlusive disease. Which intervention should the nurse implement?

1. Explain that this procedure will be done at the bedside.

2. Discuss with the client that he or she will be on bedrest with bathroom privileges.
3. Inform the client that no intravenous access will be needed.

4. Inform the client that fluids will be increased after the procedure.
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23. Which medication should the nurse expect the health-care provider to order for a
client diagnosed with arterial occlusive disease?
1. An anticoagulant medication.
2. An antihypertensive medication.
3. An antiplatelet medication.
4. A muscle relaxant.

24, The nurse and an unlicensed assistive personnel (UAP) are caring for a 64-year-old
client who is four (4) hours postoperative bilateral femoral-popliteal bypass surgery.
Which nursing task should be delegated to the UAP?

1. Monitor the continuous passive motion machine.
2. Assist the client to the bedside commode.

3. Feed the client the evening meal.

4. Elevate the foot of the client’s bed.

Atherosclerosis

25. The nurse is teaching a class on coronary artery disease. Which modifiable risk factor
should the nurse discuss when teaching about atherosclerosis?
1. Stress.
2. Age.
3. Gender.
4. Family history.

26. The client asks the nurse, “My doctor just told me that atherosclerosis is why my
legs hurt when I walk. What does that mean?” Which response by the nurse would
be the best response?

1. “The muscle fibers and endothelial lining of your arteries have become thickened.”
2. “The next time you see your HCP, ask what atherosclerosis means.”

3. “The valves in the veins of your legs are incompetent so your legs hurt.”

4. “You have a hardening of your arteries that decreases the oxygen to your legs.”

27. The client diagnosed with peripheral vascular disease is overweight, has smoked
two (2) packs of cigarettes a day for 20 years, and sits behind a desk all day. What is
the strongest factor in the development of atherosclerotic lesions?

1. Being overweight.

2. Sedentary lifestyle.

3. High-fat, high-cholesterol diet.
4. Smoking cigarettes.

28. The client tells the nurse that his cholesterol level is 240 mg/dL. Which action
should the nurse implement?
1. Praise the client for having a normal cholesterol level.
2. Explain that the client needs to lower the cholesterol level.
3. Discuss dietary changes that could help increase the level.
4. Allow the client to ventilate feelings about the blood test result.

29. The nurse is discussing the pathophysiology of atherosclerosis with a client who has
a normal high-density lipoprotein (HDL) level. Which information should the nurse
discuss with the client concerning HDL?

1. A normal HDL is good because it has a protective action in the body.

2. HDL lipoprotein level measures the free fatty acids and glycerol in the blood.
3. HDLs are the primary transporters of cholesterol into the cell.

4. The client needs to decrease the amount of cholesterol and fat in the diet.
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30.

31.

32.

33.

34.

35.

36.

Which assessment data would cause the nurse to suspect the client has atherosclerosis?
1. Change in bowel movements.

2. Complaints of a headache.

3. Intermittent claudication.

4. Venous stasis ulcers.

The nurse is teaching a class on atherosclerosis. Which statement describes the scientific

rationale as to why diabetes is a risk factor for developing atherosclerosis?

1. Glucose combines with carbon monoxide, instead of with oxygen, and this leads
to oxygen deprivation of tissues.

2. Diabetes stimulates the sympathetic nervous system, resulting in peripheral
constriction that increases the development of atherosclerosis.

3. Diabetes speeds the atherosclerotic process by thickening the basement membrane
of both large and small vessels.

4. The increased glucose combines with the hemoglobin, which causes deposits of
plaque in the lining of the vessels.

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?

1. Exercise promotes the development of collateral circulation.

2. Isometric exercises help develop the client’s muscle mass.

3. Daily exercise helps prevent plaque from developing in the vessel.

4. Isotonic exercises promote the transport of glucose into the cell.

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?
1. Take this medication on an empty stomach.

2. This medication should be taken in the evening.

3. Do not be concerned if muscle pain occurs.

4. Check your cholesterol level daily.

The nurse knows the client understands the teaching concerning a low-fat, low-
cholesterol diet when the client selects which meal?

1. Fried fish, garlic mashed potatoes, and iced tea.

2. Ham and cheese on white bread and whole milk.

3. Baked chicken, baked potato, and skim milk.

4. A hamburger, French fries, and carbonated beverage.

Which interventions should the nurse discuss with the client diagnosed with

atherosclerosis? Select all that apply.

. Include the significant other in the discussion.

. Stop smoking or using any type of tobacco products.
. Maintain a sedentary lifestyle as much as possible.

. Avoid stressful situations.

. Daily isometric exercises are important.

[ N O S

The nurse is caring for clients on a telemetry floor. Which nursing task would be

most appropriate to delegate to an unlicensed assistive personnel (UAP)?

1. Teach the client how to perform a glucometer check.

2. Assist feeding the client diagnosed with congestive heart failure.

3. Check the cholesterol level for the client diagnosed with atherosclerosis.
4. Assist the nurse to check the unit of blood at the client’s bedside.
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Abdominal Aortic Aneurysm

37.

38.

39.

40.

41.

42.

43.

44.

Which assessment data would the nurse recognize to support the diagnosis of ab-
dominal aortic aneurysm (AAA)?

1. Shortness of breath.

2. Abdominal bruit.

3. Ripping abdominal pain.

4. Decreased urinary output.

Which medical treatment would be prescribed for the client with an AAA less than
3 cm?

1. Ultrasound every six (6) months.

2. Intravenous pyelogram yearly.

3. Assessment of abdominal girth monthly.

4. Repair of abdominal aortic aneurysm.

Which client would be most likely to develop an abdominal aortic aneurysm?
1. A 45-year-old female with a history of osteoporosis.

2. An 80-year-old female with congestive heart failure.

3. A 69-year-old male with peripheral vascular disease.

4. A 30-year-old male with a genetic predisposition to AAA.

The client is diagnosed with an abdominal aortic aneurysm. Which statement would
the nurse expect the client to make during the admission assessment?

1. “I have stomach pain every time I eat a big, heavy meal.”

2. “I don’t have any abdominal pain or any type of problems.”

3. “I have periodic episodes of constipation and then diarrhea.”

4. “I belch a lot, especially when I lay down after eating.”

The client is admitted for surgical repair of an 8-cm abdominal aortic aneurysm.
Which sign/symptom would make the nurse suspect the client has an expanding
AAA?

1. Complaints of low back pain.

2. Weakened radial pulses.

3. Decreased urine output.

4. Increased abdominal girth.

The client is one (1) day postoperative abdominal aortic aneurysm repair. Which
information from the unlicensed assistive personnel (UAP) would require immediate
intervention from the nurse?

1. The client refuses to turn from the back to the side.

2. The client’s urinary output is 90 mL in six (6) hours.

3. The client wants to sit on the side of the bed.

4. The client’s vital signs are T 98, P 90, R 18, and BP 130/70.

The client had an abdominal aortic aneurysm repair two (2) days ago. Which inter-
vention should the nurse implement first?

1. Assess the client’s bowel sounds.

2. Administer an IV prophylactic antibiotic.

3. Encourage the client to splint the incision.

4. Ambulate the client in the room with assistance.

Which health-care provider’s order should the nurse question in a client diagnosed
with an expanding abdominal aortic aneurysm who is scheduled for surgery in the
morning?

1. Type and crossmatch for two (2) units of blood.

2. Tap water enema until clear fecal return.

3. Bedrest with bathroom privileges.

4. Keep NPO after midnight.
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45.

46.

47.

48.

The client is diagnosed with a small abdominal aortic aneurysm. Which interven-
tions should be included in the discharge teaching? Select all that apply.

1. Tell the client to exercise three (3) times a week for 30 minutes.

2. Encourage the client to eat a low-fat, low-cholesterol diet.

3. Instruct the client to decrease tobacco use.

4. Discuss the importance of losing weight with the client.

5. Teach the client to wear a truss at all times.

Which assessment data would require immediate intervention by the nurse for the
client who is six (6) hours postoperative abdominal aortic aneurysm repair?

1. Absent bilateral pedal pulses.

2. Complaints of pain at the site of the incision.

3. Distended, tender abdomen.

4. An elevated temperature of 100°F.

The nurse is discussing discharge teaching with the client who is three (3) days post-
operative abdominal aortic aneurysm repair. Which discharge instructions should the
nurse include when teaching the client?

1. Notify HCP of any redness or irritation of the incision.

2. Do not lift anything that weighs more than 20 pounds.

3. Inform client there may be pain not relieved with pain medication.

4. Stress the importance of having daily bowel movements.

On which area would the nurse place the bell of the stethoscope when assessing the
client with an abdominal aortic aneurysm?

;

mmmd e ed e e

Baladih e
COw >

Deep Vein Thrombosis

49.

50.

The nurse is discharging a client diagnosed with DVT from the hospital. Which
discharge instructions should be provided to the client?

1. Have the PTT levels checked weekly until therapeutic range is achieved.

2. Staying at home is best, but if traveling, airplanes are better than automobiles.
3. Avoid green leafy vegetables and notify the HCP of red or brown urine.

4. Wear knee stockings with an elastic band around the top.

"The nurse is caring for clients on a surgical floor. Which client should be assessed first?

1. The client who is four (4) days postoperative abdominal surgery and is complain-
ing of left calf pain when ambulating.

2. The client who is one (1) day postoperative hernia repair who has just been able
to void 550 mL of clear amber urine.

3. The client who is five (5) days postoperative open cholecystectomy who has a
T-tube and is being discharged.

4. The client who is 16 hours post-abdominal hysterectomy and is complaining of
abdominal pain and is expelling flatus.
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51.

52.

53.

54.

55.

56.

57.

58.

The male client is diagnosed with Guillain-Barré (GB) syndrome and is in the inten-
sive care unit on a ventilator. Which cardiovascular rationale explains implementing
passive range-of-motion (ROM) exercises?

1. Passive ROM exercises will prevent contractures from developing.

2. The client will feel better if he is able to exercise and stretch his muscles.

3. ROM exercises will help alleviate the pain associated with GB syndrome.

4. They help to prevent DV'Ts by movement of the blood through the veins.

The nurse and an unlicensed assistive personnel (UAP) are bathing a bedfast client.
Which action by the UAP warrants immediate intervention?

1. The UAP closes the door and cubicle curtain before undressing the client.

2. The UAP begins to massage and rub lotion into the client’s calf.

3. The UARP tests the temperature of the water with the wrist before starting.

4. The UAP collects all the linens and supplies and brings them to the room.

The client diagnosed with a DVT is placed on a medical unit. Which nursing inter-
ventions should be implemented? Select all that apply.

1. Place sequential compression devices on both legs.

2. Instruct the client to stay in bed and not ambulate.

3. Encourage fluids and a diet high in roughage.

4. Monitor IV site every 4 hours and PRN.

5. Assess Homans’ sign every 24 hours.

The nurse is caring for a client receiving heparin sodium via constant infusion. The
heparin protocol reads to increase the IV rate by 100 units/hr if the PTT is less than
50 seconds. The current PT'T level is 46 seconds. The heparin comes in 500 mL

of D5SW with 25,000 units of heparin added. The current rate on the IV pump is

18 mL/hr. At what rate should the nurse set the pump?

Which assessment data would warrant immediate intervention by the nurse?

1. The client diagnosed with DVT who complains of pain on inspiration.

2. The immobile client who has refused to turn for the last three (3) hours.

3. The client who had an open cholecystectomy who refuses to breathe deeply.

4. The client who has had an inguinal hernia repair who must void before discharge.

The client diagnosed with a DVT is on a heparin (an anticoagulant) drip at
1,400 units per hour, and Coumadin (warfarin sodium; also an anticoagulant)
5 mg twice a day. Which intervention should the nurse implement first?

1. Check the PTT and PT/INR.

2. Check with the HCP to see which drug should be discontinued.

3. Administer both medications.

4. Discontinue the heparin because the client is receiving Coumadin.

Which actions should the surgical scrub nurse take to prevent personally developing
aDVTI?

1. Keep the legs in a dependent position and stand as still as possible.

2. Flex the leg muscles and change the leg positions frequently.

3. Wear white socks and shoes that have a wedge heel.

4. Ask the surgeon to allow the nurse to take a break midway through each surgery.

The client 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?

1. Notify the HCP immediately.

2. Check the client’s PTT level.

3. Explain this results from the medication.

4. Assess the client’s vital signs.
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59. The home health nurse is admitting a client diagnosed with a DVT. Which action by
the client warrants immediate intervention by the nurse?
1. The client takes a stool softener every day at dinnertime.
2. The client is wearing a Medic Alert bracelet.
3. The client takes vitamin E over-the-counter medication.
4. The client has purchased a new recliner that will elevate the legs.

60. The client is being admitted with Coumadin (warfarin, an anticoagulant) toxicity.
Which laboratory data should the nurse monitor?
1. Blood urea nitrogen (BUN) levels.
2. Bilirubin levels.
3. International normalized ratio (INR).
4. Partal thromboplastin time (PTT).

Peripheral Venous Disease

61. The nurse is teaching a class on venous insufficiency. The nurse would identify
which condition as the most serious complication of chronic venous insufficiency?
1. Arterial thrombosis.
2. Deep vein thrombosis.
3. Venous ulcerations.
4. Varicose veins.

62. Which assessment data would support that the client has a venous stasis ulcer?
1. A superficial pink open area on the medial part of the ankle.
2. A deep pale open area over the top side of the foot.
3. A reddened blistered area on the heel of the foot.
4. A necrotic gangrenous area on the dorsal side of the foot.

63. The client is employed in a job that requires extensive standing. Which intervention
should the nurse include when discussing how to prevent varicose veins?
1. Wear low-heeled, comfortable shoes.
2. Wear clean white cotton socks.
3. Move the legs back and forth often.
4. Wear graduated compression hose.

64. The client with varicose veins asks the nurse, “What caused me to have these?”
Which statement by the nurse would be most appropriate?
1. “You have incompetent valves in your legs.”
2. “Your legs have decreased oxygen to the muscle.”
3. “There is an obstruction in the saphenous vein.”
4. “Your blood is thick and can’t circulate properly.”

65. The nurse is caring for the client with chronic venous insufficiency. Which statement
indicates the client understands the discharge teaching?
1. “I shouldn’t cross my legs for more than 15 minutes.”
2. “I'need to elevate the foot of my bed while sleeping.”
3. “I should take a baby aspirin every day with food.”
4. “I should increase my fluid intake to 3,000 mL a day.”

66. The unlicensed assistive personnel (UAP) is caring for the client diagnosed with
chronic venous insufficiency. Which action would warrant immediate intervention
from the nurse?

1. Removing compression stockings before assisting the client to bed.
2. Taking the client’s blood pressure manually after using the machine.
3. Assisting the client by opening the milk carton on the lunch tray.

4. Calculating the client’s shift intake and output with a pen and paper.
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67.

68.

69.

70.

71.

72.

The 80-year-old client is being discharged home after having surgery to débride a
chronic venous ulcer on the right ankle. Which referral would be most appropriate
for the client?

1. Occupational therapist.

2. Social worker.

3. Physical therapist.

4. Cardiac rehabilitation.

Which assessment data would the nurse expect to find in the client diagnosed with
chronic venous insufficiency?

1. Decreased pedal pulses.

2. Cool skin temperature.

3. Intermittent claudication.

4. Brown discolored skin.

Which client would be most at risk for developing varicose veins?
1. A Caucasian female who is a nurse.

2. An African American male who is a bus driver.

3. An Asian female with no children.

4. An elderly male with diabetes.

The client with varicose veins is six (6) hours postoperative vein ligation. Which
nursing intervention should the nurse implement first?

1. Assist the client to dangle the legs off the side of the bed.

2. Assess and maintain pressure bandages on the affected leg.

3. Apply a sequential compression device to the affected leg.

4. Administer the prescribed prophylactic intravenous antibiotic.

The nurse has just received the a.m. shift report. Which client would the nurse assess
first?

1. The client with a venous stasis ulcer who is complaining of pain.

2. The client with varicose veins who has dull aching muscle cramps.

3. The client with arterial occlusive disease who cannot move the foot.

4. The client with deep vein thrombosis who has a positive Homans’ sign.

The nurse is completing a neurovascular assessment on the client with chronic venous
insufficiency. What should be included in this assessment? Select all that apply.

1. Assess for paresthesia.

2. Assess for pedal pulses.

3. Assess for paralysis.

4. Assess for pallor.

5. Assess for polar.
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PRACTICE QUESTIONS ANSWERS AND RATIC

Arterial Hypertension

1.

3. 1. Beta-adrenergic blocking agents, not ACE in-
hibitors, prevent the beta receptor stimulation

1. This BP is elevated, and the client should
have his BP checked frequently but not
before seeking medical treatment.

2. The diastolic blood pressure should be
less than 85 mm Hg according to the
American Heart Association; therefore,
this client should see the health-care
provider.

3. Teaching is important, but the nurse must
first make sure the client sees the health-
care provider for a thorough checkup and
antihypertensive medication prescription.
Diet alone should not be recommended by
the nurse.

4. This is not the normal range for an elderly

person’s blood pressure; the diastolic should

be less than 85 mm Hg.

TEST-TAKING HINT: Remember, the question

asks which action should be implemented
first. Therefore, there is more than one
answer that is appropriate but the first to
be implemented should be the one that
directly affects the client.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

. 1. Walking 30 to 45 minutes a day will

help to reduce blood pressure, weight,
and stress and will increase a feeling of
overall well-being.

2. Isometric exercises (such as weight lifting)
should be discouraged because performing
them can raise the systolic blood pressure.

3. The client should walk, cycle, jog, or swim
daily, but high-level aerobic exercise may
increase the client’s blood pressure.

4. Swimming laps is recommended, but it
should be daily, not once a week.

TEST-TAKING HINT: Remember to look at

the frequency of interventions; it makes a

difference when selecting the correct

answers.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing

Process — Planning: Client Needs — Health Promotion

and Maintenance: Cognitive Level — Synthesis.
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in the heart, which decreases heart rate and
cardiac output.

2. Alpha-adrenergic blockers, not ACE in-
hibitors, block alpha receptors in the
vascular smooth muscle, which decreases
vasomotor tone and vasoconstriction.

3. Angiotensin-converting enzyme (ACE)
inhibitors prevent the conversion of
angiotensin I to angiotensin II, and this,
in turn, prevents vasoconstriction and
sodium and water retention.

4. Vasodilators, not ACE inhibitors, reduce
blood pressure by relaxing vascular smooth
muscle, especially in the arterioles.

TEST-TAKING HINT: The test taker needs to
understand how the major classifications of
medications work to answer this question.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Diagnosis: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Knowledge.

. 1. The potassium level is within normal limits

(3.5 to 5.5 mEq/L), and it is not usually
checked prior to administering beta
blockers.

2. The nurse should question administering
the beta blocker if the BP is low because
this medication will cause the blood
pressure to drop even lower, leading to
hypotension.

3. The nurse would not administer the med-
ication if the apical (not radial) pulse were
less than 60 beats per minute.

4. The nurse needs to assess the blood pressure
only once prior to administering the medica-
tion (not take all three blood pressures prior
to administering the medication).

TEST-TAKING HINT: Be sure to read the entire
question and all the answer options and note
the specific numbers that are identified. The
test taker must know normal laboratory data
and assessment findings.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Application.

. 1. The potassium level is not affected by an

alpha-adrenergic blocker.
2. Impotence is a major cause of noncompliance
with taking prescribed medications for
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hypertension in male clients. The noncom-
pliance should be reported to the HCP
immediately so the medication can be
changed.

3. The medication can be taken on an empty
or a full stomach, depending on whether
the client becomes nauseated after taking
the medication.

4. Orthostatic hypotension may occur
when the blood pressure is decreasing
and may lead to dizziness and light-
headedness, so the client should change
position slowly.

TEST-TAKING HINT: The test taker should
understand the side effects of medica-
tions. The test taker who does not know
the answer may realize that hypertension
is being treated, and that hypotension is
the opposite of hypertension and might be
a complication of treating hypertension.
Only option “4” refers to hypotension,
providing advice on how to avoid
orthostatic hypotension.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Syntbhesis.

. 1. This blood pressure is elevated, but it is not
life threatening.

2. The chest pain could be a pulmonary
embolus secondary to deep vein
thrombosis and requires immediate
intervention by the nurse.

3. A pulse oximeter reading of greater than
93% is within normal limits.

4. Nonbloody diarrhea is an expected sign
of ulcerative colitis and would not require
immediate intervention by the nurse.

TEST-TAKING HINT: The nurse should
assess the client who has abnormal
assessment data or a life-threatening
condition first when determining which
client is priority.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Syntbhesis.

7. 1. Kidney disease leads to secondary hyperten-

sion; secondary hypertension is elevated
blood pressure resulting from an identifi-
able underlying process.

2. A high-salt, high-fat, high-cholesterol diet
is a risk factor for essential hypertension,

but it is not the only cause; therefore, this
would be an incorrect answer.

3. There is no known cause for essential
hypertension, but many factors—both
modifiable (obesity, smoking, diet) and
nonmodifiable (family history, age,
gender)—are risk factors for essential
hypertension.

4. This is a therapeutic reply that is inappro-
priate because the client needs facts.

TEST-TAKING HINT: When clients request
information, the exchange should not
address emotions. Just facts should be
given. Therefore, option “4” can be
eliminated as a correct answer.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —
Application.

. 1. The DASH diet has proved beneficial in

lowering blood pressure. It recommends
eating a diet high in vegetables and fruits.

2. The DASH diet recommends two (2) or
fewer servings of lean meats, which have
very few white streaks; the white streaks
indicate the meat is high in fat.

3. The DASH diet recommends two (2) to
three (3) servings of nonfat or low-fat milk,
not whole milk.

4. The DASH diet recommends seven (7) to
eight (8) servings of grain a day.

TEST-TAKING HINT: The test taker is looking

for correct information about the DASH

diet. A recommended diet for hypertension
would limit fatty meats and whole milk.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Basic Care and Comfort: Cognitive Level — Evaluation.

. 1. Normal sinus rhythm indicates that the

client’s heart is working normally.

2. Rapid weight gain—for example, 2 kg in
one (1) to two (2) days—indicates that
the loop diuretic is not working effec-
tively; 2 kg equals 4.4 1bs; 1 L of fluid
weighs 1 kg.

3. This blood pressure is not life-threateningly
high and does not require immediate
intervention.

4. Loop diuretics cause an increase in potas-
sium excretion in the urine; therefore,
the potassium level should be assessed,
but 4.5 mEqg/L is within normal limits
(3.5 to 5.5 mEq/L).

125



126 MED-SURG SUCCESS

Pharmacological and Parenteral Therapies: Cognitive
Level — Application.

TEST-TAKING HINT: The phrase “requires
immediate intervention” should make the
test taker think that the correct answer 12. 1
will be abnormal assessment data, data

that require medical intervention or are

life threatening. 2

. Retinopathy and nephropathy are compli-
cations of uncontrolled hypertension, not
modifiable risk factors.

. Sedentary lifestyle is discouraged
in clients with hypertension; daily
isotonic exercises are recommended.
Smoking (cigars have problems too)
increases the atherosclerotic process
in vessels; causes vasoconstriction of
vessels; and adheres to hemoglobin,
decreasing oxygen levels.

3. Family history and gender are nonmodifi-
able risk factors. The question is asking
for information on modifiable risk factors.

4. A low-salt diet is recommended because

increased salt intake causes water reten-

tion, which increases the workload of the
heart. A high-fiber diet is recommended
because it helps decrease cholesterol levels.

TEST-TAKING HINT: Remember to look at
the adjectives. The stem of the question is
asking about “modifiable risk factors.”

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Synthesis.

10. 1. Even if the client feels great, the blood
pressure can be elevated, causing dam-
age to the heart, kidney, and blood
vessels.

2. A headache may indicate an elevated blood
pressure, but the client with essential hy-
pertension can be asymptomatic and still
have a very high blood pressure reading.

3. This response does not answer the client’s
question as to why the doctor is worried
about the client’s blood pressure.

4. The blood pressure does not necessarily
reflect how well the heart is working.
Many other diagnostic tests assess how
well the heart is working, including an
electrocardiogram (ECG), an ultrasound,
and a chest x-ray.

TEST-TAKING HINT: The test taker should

select the option that provides the client

with correct information in a nonthreat-
ening, nonjudgmental approach.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Planning: Client Needs — Health Promotion and
Maintenance: Cognitive Level — Synthesis.

Arterial Occlusive Disease

13. 1. Peripheral vascular disease is a broad
Content — Medical: Category of Health term that encompasses both venous and
Alteration — Cardiovascular: Integrated Nursing arterial peripheral problems of the lower
Process — Implementation: Client Needs — Health extremities.
Prom.otio.n and Maintenance: Cognitive Level — 2. This is the classic symptom of arterial
Application. occlusive disease.
11. 1,520 mL total intake. 3. This is characterized by calf tenderness,
The urinary output is not used in this calf edema, and a positive Homans’ sign.
calculation. The nurse must add up both 4. This term is a sign of arterial occlusive

intravenous fluids and oral fluids to obtain
the total intake for this client:
880 + 100 = 980 IV fluids

disease; the legs are pale when elevated
but are dark red when in the dependent
position.

TEST-TAKING HINT: The test taker could
eliminate options “1” and “3” as possible
answers if the words “medical term”
were noted. Both options “1” and “3”
are disease processes, not medical terms.

Oral fluids (1 ounce = 30 mL): 8 ounces X
30 mL = 240 mL, 4 ounces x 30 mL
=120 mL, 6 ounces x 30 mL = 180 mL
240 + 120 + 180 = 540 mL oral fluids
Total intake is 980 + 540 = 1,520 mL.
TEST-TAKING HINT: The reader must know
the conversion equivalents before per-
forming any type of math problems. The
key to this answer is 1 ounce = 30 mL.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client
Needs — Health Promotion and Maintenance:

Cognitive Level — Application.
Content — Medical: Category of Health Alteration — ognitive Level = Apprcation

Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,

14. 1. External heating devices are avoided to
reduce the risk of burns.



15.

16.
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2. Elastic support hose reduce the circulation
to the skin and are avoided.

3. Walking promotes the development of
collateral circulation to ischemic tissue
and slows the process of atherosclerosis.

4. The feet must be checked daily, not weekly.

TEST-TAKING HINT: The test taker must
note the noun “week” in option “4,” which
could eliminate this distracter as a possible
answer.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

1. Cold water causes vasoconstriction and
hot water may burn the client’s feet;
therefore, warm (tepid) water should
be recommended.

2. Moisturizing prevents drying of the
feet.

3. Shoes should be purchased in the afternoon
when the feet are the largest.

4. This will further decrease circulation
to the legs.

5. Colored socks have dye, and dirty
socks may cause foot irritation that
may lead to breaks in the skin.

TEST-TAKING HINT: The test taker must
select all appropriate interventions; option
“3” could be eliminated as a correct answer
because of “only,” which is an absolute
word. There are very few absolutes in

health care.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Planning: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Synthesis.

1. These are normal pedal pulses and would
not require any intervention.

2. Moving the toes is a good sign in a client
with arterial occlusive disease.

3. Numbness and tingling are paresthesia,
which is a sign of a severely decreased
blood supply to the lower extremities.

4. Reddened extremities are expected sec-
ondary to increased blood supply when
the legs are in the dependent position.

TEST-TAKING HINT: “Warrants immediate
intervention,” indicates that the test taker
must select the distracter that is abnor-
mal, unexpected, or life-threatening for
the client’s disease process. Sometimes if
the test taker flips the question and thinks
which assessment data are normal for the

17.

18.

disease process, it is easier to identify the
correct answer.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Assessment: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Analysis.

1. The client has a foot ulcer; therefore,
the protective lining of the body—the
skin—has been impaired.

2. This is an appropriate problem, but
would not take priority over impaired
skin integrity.

3. The client needs teaching, but it does not
take priority over a physiological problem.

4. The client has peripheral neuropathy,
not a risk for it; this is the primary
pathological change in a client with
arterial occlusive disease.

TEST-TAKING HINT: Remember Maslow’s
hierarchy of needs: physiological needs
are priority.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Diagnosis: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Analysis.

1. The right leg should be elevated to
decrease edema, not flat or hanging off
the side of the bed (dependent).

2. The left leg could have a sequential
compression device to prevent deep vein
thrombosis, but it should not be on the
leg with an operative incision site.

3. The client is one (1) day postoperative,
and the pedal pulses must be assessed more
than once every eight (8) or 12 hours.

4. The leg dressing needs to be assessed
for hemorrhaging or signs of infection.

TEST-TAKING HINT: The test taker must be
observant of time (“one (1) day postopera-
tive”), and doing an intervention every
“shift” should cause the test taker to elim-
inate this distracter. The test taker must
know terms used to describe positioning,
such as dependent, prone, and supine.

Content — Surgical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Application.

19. 1. An absent pulse is not uncommon in a

client diagnosed with arterial occlusive
disease, but the nurse must ensure that
the feet can be moved and are warm,
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20.

21.
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which indicates adequate blood supply
to the feet.

2. To identify the location of the pulse, the
nurse should use a Doppler device to
amplify the sound, but it is not the first
intervention.

3. This position will increase blood flow and
may help the nurse palpate the pulse, but
it is not the first intervention.

4. Cold can cause vasoconstriction and
decrease the ability to palpate the pulse,
and warming will dilate the arteries, help-
ing the nurse find the pedal pulse, but it is
not the first intervention.

TEST-TAKING HINT: The stem asks the test
taker to identify the first intervention,
and the test taker should apply the nurs-
ing process and implement an assessment
intervention.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Safe Effective Care Environment, Management of
Care: Cognitive Level — Synthesis.

1. The pain stops when the client quits
walking; therefore, it is not rest pain.

2. 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.

3. This is a therapeutic response and does
not answer the wife’s question.

4. Rest pain indicates that the arterial
occlusive disease is getting worse.

TEST-TAKING HINT: The nurse should
answer questions with factual information;
therefore, option “3” could be eliminated
as a possible answer. Pain usually does not
indicate that a condition is getting better,
which would cause the test taker to
eliminate option “4.”

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Application.

1. The decreased oxygen over time causes
the loss of hair on the tops of the feet
and ascending both legs.

2. The toenails are usually thickened due to
hypoxemia.

3. Petechiae are tiny purple or red spots that
appear on the skin as a result of minute
hemorrhages within the dermal layer;

22.

this does not occur with arterial occlusive
disease.

4. There may be edema but it is usually
pitting; nonpitting edema resolves with
elevation, but not in clients with arterial
occlusive disease.

TEST-TAKING HINT: The test taker should

apply the pathophysiological concept that
arterial blood supplies oxygen and nutri-

ents and, if the hair cannot get nutrients,
it will not grow.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Assessment: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Analysis.

1. This procedure will be done in a
catheterization laboratory or special
room, not at the bedside, because
machines are used to visualize the
extent of the arterial occlusion.

2. The client will have to keep the leg
straight for at least six (6) hours after the
procedure to prevent bleeding from the
femoral artery.

3. An intravenous contrast medium is
injected and vessels are visualized using
fluoroscopy and x-rays.

4. Fluids will help flush the contrast
dye out of the body and help prevent
kidney damage.

TEST-TAKING HINT: The test taker must

be knowledgeable of diagnostic tests. If

not, the test taker could dissect the word

“angiogram”; angio- means “vessel,”

which could help eliminate option “3”

as a possible answer because some type

of dye would have to be used to visualize

a vessel. Adjectives should be noted—

anything done in the femoral artery would

require pressure at the site to prevent
bleeding—this information could help

the test taker to eliminate option “2” as a

possible answer. Very few diagnostic tests

are done at the bedside.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Application.

23. 1. An anticoagulant medication is prescribed

for venous problems, such as deep vein
thrombosis.

2. Arterial occlusive disease is caused by
atherosclerosis, which may cause
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hypertension as well, but antihypertensive
medications are not prescribed for
arterial occlusive disease.

3. Antiplatelet medications, such as
aspirin or clopidogrel (Plavix), inhibit
platelet aggregations in the arterial
blood.

4. A muscle relaxant will not help the leg
pain since the origin of the pain is
decreased oxygen to the muscle.

TEST-TAKING HINT: The test taker should
apply the knowledge learned in anatomy
and physiology class. Platelets are part of
the arterial blood; therefore, this would
be an excellent selection if the test taker
did not have any idea about the answer.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Application.

24. 1. A continuous passive motion machine is
used for a client with a total knee replace-
ment, not for this type of surgery.

2. The client will be on bedrest at four
(4) hours after the surgery. Remember,
the client had bilateral surgery on the
legs.

3. There is nothing in the stem that would
indicate the client could not feed himself
or herself. The nurse should encourage
independence as much as possible.

4. After the surgery, the client’s legs will
be elevated to help decrease edema.
The surgery has corrected the
decreased blood supply to the lower
legs.

TEST-TAKING HINT: A concept that is appli-

cable to surgery is decreasing edema, and

extremity surgeries usually include elevat-
ing the affected extremity. The test taker
must apply basic concepts when answering
questions.

Content — Surgical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Planning: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Synthesis.

Atherosclerosis

25. 1. A modifiable risk factor is a risk factor
that can possibly be altered by modify-
ing or changing behavior, such as de-
veloping new ways to deal with stress.

26.

27.
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2. The client cannot do anything about
getting older, so it cannot be
modified.

3. Gender is a risk factor that cannot be
changed.

4. Having a family history of coronary artery
disease predisposes the client to a higher
risk, but this cannot be changed by the
client.

TEST-TAKING HINT: The test taker needs
to key in on adjectives when reading the
stem of a question. The word “modifi-
able” should cause the test taker to select
“stress” because it is the only answer
option referring to something that can

be changed or modified.

Content — Medical: Category of Health

Alteration — Drug Administration: Integrated
Nursing Process — Planning: Client Needs — Health
Promotion and Maintenance: Cognitive Level —
Synthesis.

1. The nurse should assume the client is a
layperson and should not explain disease
processes using medical terminology.

2. This is passing the buck; the nurse
should have the knowledge to answer
this question.

3. Atherosclerosis involves the arteries, not
the veins.

4. This response explains in plain terms
why the client’s legs hurt from athero-
sclerosis.

TEST-TAKING HINT: If the test taker knows
medical terminology, option “3” could be
eliminated because azhero- means “arter-
ies,” not veins. The test taker should be
very cautious when choosing an option
that asks the health-care provider to
answer questions that nurses should be
able to answer.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Application.

1. Being overweight is not a risk factor for
atherosclerotic lesions, but it does indicate
that the client does not eat a healthy diet
or exercise as needed.

2. Lack of exercise is a risk factor, but it is
not the strongest.

3. Although the stem did not explicitly
identify diet, the nurse should assume
that a client who is obese would not eat a
low-fat, low-cholesterol diet.
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28.

29.
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4. Tobacco use is the strongest factor in
the development of atherosclerotic
lesions. Nicotine decreases blood
flow to the extremities and increases
heart rate and blood pressure. It also
increases the risk of clot formation by
increasing the aggregation of platelets.

TEST-TAKING HINT: The test taker should
look at the answer options closely to
determine if any are similar. This will
help eliminate two options—*“1” and
“3”—as possible answers. An unhealthy

diet will cause the client to be overweight.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Diagnosis: Client Needs — Health Promotion and
Mauintenance: Cognitive Level — Knowledge.

1. The cholesterol level should be less than
200 mg/dL.

2. The client needs to be taught ways to
lower the cholesterol level.

3. The client should be taught a low-fat,
low-cholesterol diet to help lower the
cholesterol level.

4. The nurse needs to discuss facts concern-
ing the cholesterol level and teach the
client. A therapeutic conversation would
not be appropriate.

TEST-TAKING HINT: The nurse needs to
know normal laboratory test findings.
If the test taker is not aware of normal
cholesterol levels, he or she could only
guess the answer to the question.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Safe Effective Care Environment, Management of
Care: Cognitive Level — Application.

1. A normal HDL level is good because
HDL transports cholesterol away from
the tissues and cells of the arterial wall
to the liver for excretion. This helps
decrease the development of
atherosclerosis.

2. The normal HDL level was the result of a
test measuring high-density lipoproteins,
not free fatty acids and glycerol in the
blood, which are measured by the serum
triglyceride level. Triglycerides are a
source of energy.

3. Low-density lipoproteins (LDLs), not
HDLs, are the primary transporters of
cholesterol into the cell. They have the
harmful effect of depositing cholesterol
into the walls of the arterial vessels.

30.

Sl

4. A normal HDL level is good and the
client does not need to change the diet.

TEST-TAKING HINT: If the test taker has no
idea what the correct answer is, the test
taker should look at the specific words in
the answer options. Normal laboratory
data would probably be good for the
client; therefore, option “1” would be a
probable correct answer.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Planning: Client Needs — Health Promotion and
Maintenance: Cognitive Level — Synthesis.

1. A change in bowel movements may indicate
cancer but not atherosclerosis.

2. A headache is not a sign/symptom of
atherosclerosis.

3. Intermittent claudication is a sign of
generalized atherosclerosis and is a
marker of atherosclerosis.

4. Atherosclerosis indicates arterial involve-
ment, not venous involvement.

TEST-TAKING HINT: Knowledge of medical
terminology—in this case, knowing that
“atherosclerosis” refers to arteries—
would allow the test taker to rule out all
of the answer options except option “3,”
even if the test taker does not know what
“intermittent claudication” means.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. Glucose does not combine with carbon
monoxide.

2. Vasoconstriction is not a risk factor for
developing atherosclerosis.

3. This is the scientific rationale for why
diabetes mellitus is a modifiable risk
factor for atherosclerosis.

4. When glucose combines with the hemo-
globin in a laboratory test called glycosy-
lated hemoglobin, the result can determine
the client’s average glucose level over the
past three (3) months.

TEST-TAKING HINT: The nurse must under-
stand the reason “why,” or the scientific

rationale, for teaching in addition to nurs-
ing interventions. This is critical thinking.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Diagnosis: Client Needs —
Physiological Integrity, Reduction of Risk Potential:
Cognitive Level — Analysis.
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1. Collateral circulation is the develop-
ment of blood supply around narrowed
arteries; it helps prevent complications
of atherosclerosis, including myocardial
infarction, cerebrovascular accidents,
and peripheral vascular disease. Exer-
cise promotes the development of
collateral circulation.

2. Isometric (weight-lifting) exercises help
develop muscle mass, but this type of
exercise does not help decrease
complications of atherosclerosis.

3. A low-fat, low-cholesterol diet may help
decrease the plaque formation, but
exercise will not do this.

4. Isotonic exercises, such as walking and
swimming, promote the movement of
glucose across the cell membrane, but this
is not why such exercises are recom-
mended for prevention of atherosclerotic
complications.

TEST-TAKING HINT: The test taker must
understand what the stem of the question is
asking and note the words “the complica-
tions of atherosclerosis.” “Isometric,” which
refers to “muscle” (remember “m”), and
“isotonic,” which refers to “tone” (remem-
ber “t”), exercises do not directly help pre-
vent the complications of atherosclerosis, so
options “2” and “4” can be eliminated.

Content — Medical: Category of Health

Alteration — Drug Administration: Integrated

Nursing Process — Diagnosis: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Analysis.

1. A statin medication can be taken with food
or on an empty stomach.

2. 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.

3. Cholesterol-reducing medications can
cause serious liver problems, and if a
client has muscle pain, it is an adverse
effect that should be reported to the HCP.

4. The cholesterol level is checked every few
months, not on a daily basis.

TEST-TAKING HINT: The test taker must be
aware of adverbs such as “daily.” Choles-
terol is not monitored daily, so option “4”
can be eliminated. There are only a few
medications taken on an empty stomach;
most medications can and should be
administered with food to help prevent
gastric irritation.

34.

35.
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Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Planning: Client Needs —
Physiological Integrity, Pharmacological and
Parenteral Therapies: Cognitive Level — Syntbhesis.

1. Fried foods are high in fat and cholesterol.

2. White bread is not high in fiber; wheat
bread should be recommended because it
is high in fiber. Whole milk is high in fat;
skim milk should be used.

3. Baked, broiled, or grilled meats are
recommended; a plain baked potato is
appropriate; and skim milk is low in
fat—so this meal is appropriate for a
low-fat, low-cholesterol diet.

4. Hamburger meat is high in fat, French
fries are usually cooked in oil (which is
high in fat), and carbonated beverages are
high in calories.

TEST-TAKING HINT: The nurse must be
aware of special diets, and a low-fat, low-
cholesterol diet is often prescribed for
clients with atherosclerosis. Remember,
baked, broiled, and grilled meats are
lower in fat and cholesterol than fried
meats.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity, Basic
Care and Comfort: Cognitive Level — Evaluation.

1. Adherence to lifestyle modifications is
enhanced when the client receives
support from significant others.

2. Tobacco use is the most significant
modifiable risk factor that contributes
to the development of atherosclerosis.

3. A sedentary lifestyle should be discouraged,;
daily walking or swimming is encouraged.

4. This is an unrealistic intervention. The
nurse needs to help the client learn ways
to deal with stressful situations, not avoid
the situations.

5. Isometric exercises are weight-lifting
exercises, which should be discouraged;
isotonic exercises, such as walking or
swimming, are encouraged.

TEST-TAKING HINT: This type of alternate
question requires the test taker to select
all answer options that apply. Some inter-
ventions are universal to all teaching, such
as including significant others. Be careful
with words such as “avoid.”

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.
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Teaching cannot be delegated to a UAP.
The UAP can feed a client.

The UAP cannot assess the client and
does not have the education to interpret
laboratory data.

4. A unit of blood must be checked by

two (2) registered nurses at the bedside.

TEST-TAKING HINT: Many states have
rules concerning what tasks can be
delegated to unlicensed assistive person-
nel, but even those states that don’t

have delegation rules agree that teaching,
assessing an unstable client cannot be
delegated to unlicensed assistive
personnel.

w N~

Content — Nursing Management: Category of
Health Alteration — Management: Integrated
Nursing Process — Planning: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

Abdominal Aortic Aneurysm

3778

38.

1. Shortness of breath indicates a respiratory
problem or possible a thoracic aneurysm,
not an AAA.

2. A systolic bruit over the abdomen is a
diagnostic indication of an AAA.

3. Ripping or tearing pain indicates a dissect-
ing aneurysm.

4. Urine output is not diagnostic of an AAA.

TEST-TAKING HINT: The test taker who has

no idea of the answer should note that

two of the options—”2” and “3”—have
the word “abdominal” and choose be-
tween them, ruling out options “1” and

“4,” both of which refer to other systems

of the body (respiratory and urinary).

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. When the aneurysm is small (<5 to
6 cm), an abdominal sonogram will
be done every six (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.

2. An intravenous pyelogram evaluates the
kidney.

3. The abdomen will not distend as the AAA
enlarges.

SO8

40.

4. This AAA is too small to perform surgery
to remove it.

TEST-TAKING HINT: The AAA less than

3 cm should make the test taker assume
surgery is not an option; therefore,

option “4” could be ruled out as a correct
answer. Pyelo- means “kidney,” so option
“2” could be ruled out. The term “medical
treatment” in the stem of the question
should cause the test taker to rule out
abdominal girth.

Content — Medical: Category of Health

Alteration — Cardiovascular: Integrated Nursing
Process — Diagnosis: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive Level —
Knowledge.

1. AAAs affect men four (4) times more often
than women.

2. AAAs affect men four (4) times more often
than women.

3. The most common cause of AAA is
atherosclerosis (which is the cause of
peripheral vascular disease); it occurs
in men four (4) times more often than
women and primarily in Caucasians.

4. AAAs occur most often in elderly men,
and there is no genetic predisposition.

TEST-TAKING HINT: If the test taker knew
that AAA and peripheral vascular disease
both occur with atherosclerosis, it might
possibly lead to the selection of option “3”
as the correct answer.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Health
Promotion and Maintenance: Cognitive Level —
Analysis.

1. This statement would not make the nurse
suspect an AAA.

2. Only about two-fifths of clients with
AAA have symptoms; the remainder
are asymptomatic.

3. Periodic episodes of constipation and
diarrhea may indicate colon cancer but
do not support a diagnosis of AAA.

4. Belching does not support a diagnosis
of AAA, but it could possibly indicate
gastroesophageal reflux or a hiatal
hernia.

TEST-TAKING HINT: The test taker must
remember not all disease processes or
conditions have signs/symptoms. The test
taker should attempt to determine what
disease processes the other answer
options are describing.
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Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. Low back pain is present because of
the pressure of the aneurysm on the
lumbar nerves; this is a serious symp-
tom, usually indicating that the
aneurysm is expanding rapidly and
about to rupture.

2. If any pulses were affected, it would be
the pedal pulses, not the radial pulses.

3. Decreased urine output would not indi-
cate an expanding AAA, but decreased
urine output may occur when the AAA
ruptures, causing hypovolemia.

4. The abdominal girth would not increase
for an expanding AAA, but it might in-
crease with a ruptured AAA.

TEST-TAKING HINT: If the test taker
knows the anatomical position of the
abdominal aorta and understands the
term “expanding,” it may lead the test
taker to select low back pain as the
correct answer.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. The nurse needs to intervene, but it does
not require immediate intervention.

2. The client must have 30 mL of urinary
output every hour. Clients who are
post-AAA are at high risk for renal
failure because of the anatomical
location of the AAA near the renal
arteries.

3. The client can sit on the bed the first day
postoperation; this is, in fact, encouraged.

4. These vital signs would not warrant im-
mediate intervention by the nurse.

TEST-TAKING HINT: A basic concept that
the test taker should remember is that
any urine output less than 30 mL/hr
should be cause for investigation.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Evaluation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. Assessment is the first part of the nurs-
ing process and is the first intervention
the nurse should implement.

44,

45,
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2. Administering an antibiotic is an appropri-
ate intervention, but it is not priority over
assessment.

3. The client should splint the incision
when coughing and deep breathing to
help decrease the pain, but this interven-
tion is not priority over assessment.

4. Ambulating the client as soon as possible
is an appropriate intervention to help
decrease complications from immobility,
but it is not priority over assessment.

TEST-TAKING HINT: If the test taker has
difficulty in determining the first inter-
vention, The test taker should always
rely on the nursing process and select
the assessment intervention if the inter-
vention is appropriate for the disease
process or condition.

Content — Surgical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. The client is at risk for bleeding; therefore,
this order would not be questioned.

2. Increased pressure in the abdomen
secondary to a tap water enema could
cause the AAA to rupture.

3. The client should be able to ambulate to
the bathroom without any problems.

4. Clients are NPO prior to surgery to help
prevent aspiration or problems from
general anesthesia.

TEST-TAKING HINT: An expanding AAA
should cause the test taker to realize that
no additional pressure should be placed
on the AAA and that, therefore, selecting
option “2” would be the most appropriate
answer. Options “1,” “3,” and “4” would
be appropriate for a client scheduled for
an AAA repair or most types of surgeries.
Remember basic concepts.

Content — Surgical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. The most common cause of AAA is
atherosclerosis, so teaching should
address this area.

2. A low-fat, low-cholesterol diet will
help decrease development of
atherosclerosis.

3. The client should not decrease tobacco
use—he or she must quit totally. Smoking
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is the one modifiable risk factor that is not
negotiable.

4. Losing weight will help decrease the
pressure on the AAA and will help
address decreasing the cholesterol level.

5. A truss is worn by a client with a hernia,

not an AAA.

TEST-TAKING HINT: “Select all that apply”
questions are an alternate-type question
that requires the nurse to select all in-
terventions that are applicable to the
question. The NCLEX-RN does not
give partial credit; the test taker must
select all appropriate answers to receive
credit for the question.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

1. Any neurovascular abnormality in the
client’s lower extremities indicates the
graft is occluded or possibly bleeding
and requires immediate intervention by
the nurse.

2. The nurse would expect the client to have
incisional pain six (6) hours after surgery,
so this is not priority over a complication.

3. The nurse would expect the client to
have a distended, tender abdomen as a
result of postoperative edema.

4. A slightly elevated temperature would
not be uncommon in a client who has had
surgery.

TEST-TAKING HINT: Any time the test taker

has an answer option that has the word

“absent” in it, the test taker should

determine if this is normal for any client

and, if not, then should select it as the
correct answer because the stem is asking
which information warrants immediate
intervention.

Content — Surgical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

1. Redness or irritation of the incision
indicates infection and should be
reported immediately to the HCP.

2. The client should not lift anything heavier
than five (5) pounds because it may cause
dehiscence or evisceration of the bowel.

3. The pain medication should keep the
client comfortable; if it doesn’t, the client
should call the HCP.

48.

4. Some clients do not have daily bowel
movements, but the nurse should instruct
the client not to allow himself or herself
to become constipated, which will increase
pressure on the incision.

TEST-TAKING HINT: The test taker should
use basic concepts to answers questions.
Signs/symptoms of incisional infection or
systemic infection should always be
reported to the HCP. Remember, the test
taker should not eliminate an option as a
possible answer just because he or she
thinks it is too easy an answer.

Content — Surgical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Syntbhesis.

1. Organs in the right upper quadrant in-
clude the liver and gallbladder.

2. The aorta traverses the abdomen in
the midline position, and that is the
best location to hear an abdominal
bruit. The bell should be placed mid-
line above the umbilicus to best aus-
cultate an abdominal bruit.

3. Organs in the left upper quadrant include
the stomach, pancreas, and spleen.

4. Organs in the left lower quadrant are the
colon and ovaries in females.

TEST-TAKING HINT: There may be ques-
tions on the NCLEX-RN that require
the test taker to point to a specific area.
The test taker must know correct
anatomical positions for body parts and
organs.

Content — Fundamentals: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Knowledge.

Deep Vein Thrombosis

49.

1. The client will be taking an oral anticoag-
ulant, warfarin (Coumadin). Prothrombin
time (PT) and international normalized
ratio (INR) levels, not partial thrombo-
plastin time (PTT), are monitored when
this medication is taken. The client should
be in therapeutic range before discharge.
The HCP will determine how often to
monitor the levels, usually in two (2) to
three (3) weeks and then at three (3)- to

six (6)-month intervals.
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2. The client is not restricted to the home.
The client should not take part in any
activity that does not allow frequent active
and passive leg exercises. In an airplane,
the client should be instructed to drink
plenty of fluids, move the legs up and
down, and flex the muscles. If in an auto-
mobile, the client should stop to take
frequent breaks to walk around.

3. 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.

4. The client should be instructed to wear
stockings that do not constrict any area of
the leg.

TEST-TAKING HINT: The test taker must
know laboratory data for specific medica-
tions. The INR and PT are monitored for
oral anticoagulants. Remember: “PT boats
go to war” (warfarin). PTT monitors
heparin (“tt” is like an H for heparin).

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

1. A complication of immobility after
surgery is developing a DVT. This
client with left calf pain should be
assessed for a DV'T.

2. This is an expected finding.

3. Clients who require an open cholecystec-
tomy frequently are discharged with a
T-tube. This client needs to know how to
care for the tube before leaving, but this is
not a priority over a possible surgical
complication.

4. This is expected for this client.

TEST-TAKING HINT: In priority-setting
questions, the test taker must decide if
the information in the answer option is
expected or abnormal for the situation.
Based on this, options “2,” “3,” and “4”
can be eliminated.

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

1. Passive range-of-motion exercises are
recommended to prevent contracture
formation and muscle atrophy, but this
is a musculoskeletal complication, not a
cardiovascular one.
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52.

53.

2. If the client is on a ventilator, then the
paralysis associated with GB syndrome has
moved up the spinal column to include the
muscles of respiration. Passive range-of-
motion exercises are done by the staff; the
client will not be able to do active ROM.

3. Range-of-motion exercises will not allevi-
ate the pain of GB syndrome.

4. One reason for performing range-of-
motion exercises is to assist the blood
vessels in the return of blood to the
heart, preventing DVT.

TEST-TAKING HINT: The question is asking
for a cardiovascular reason for range-of-
motion exercises. Options “1,” “2,” and “3”
do not have any cardiovascular component.
Only option “4” discusses veins and blood.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Basic Care and Comfort:
Cognitive Level — Analysis.

1. This protects the client’s privacy.

2. The UAP could dislodge a blood clot
in the leg when massaging the calf.
The UAP can apply lotion gently,
being sure not to massage the leg.

3. Testing the temperature of the water
prevents scalding the client with water
that is too hot or making the client un-
comfortable with water that is too cold.

4. Collecting supplies needed before begin-
ning the bath is using time wisely and
avoids interrupting the bath to go and get
items needed.

TEST-TAKING HINT: This is an “except”
question, so all options except one (1) will
be actions that should be encouraged. The
test taker should not jump to the first
option and choose it as the correct answer.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Evaluation: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Syntbhesis.

1. Sequential compression devices provide
gentle compression of the legs to prevent
DV, but they are not used to treat DVT
because the compressions could cause the
clot to break loose.

2. Clients should be on bedrest for
five (5) to seven (7) days after diagnosis
to allow time for the clot to adhere
to the vein wall, thereby preventing
embolization.

135
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3. Bedrest and limited activity predispose
the client to constipation. Fluids and
diets high in fiber will help prevent
constipation. Fluids will also help
provide adequate fluid volume in the
vasculature.

4. The client will be administered a
heparin IV drip, which should be
monitored.

5. Homans’ sign is assessed to determine if a
DVT is present. This client has already
been diagnosed with a DV'T. Manipulat-
ing the leg to determine the presence of
Homans’ sign could dislodge the clot.

TEST-TAKING HINT: Two (2) of the answer

options are used to determine if a DVT is
present or to prevent one. The test taker

should not become confused about treat-

ment and prevention or early diagnosis.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

20 mL/hr.

To determine the rate, the test taker must
first determine how many units are in
each mL of fluid; 25,000 divided by

500 = 50 units of heparin in each mL

of fluid, and 50 divided into 100 = 2,

and 2 + 18 = 20.

TEST-TAKING HINT: This math question is
worked in several steps, but every step is
simple addition or division.

Content — Medical: Category of Health

Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Physiological Integrity, Pharmacological and Parenteral
Therapies: Cognitive Level — Application.

1. A potentially life-threatening complica-
tion of DVT is a pulmonary embolus,
which causes chest pain. The nurse
should determine if the client has
“thrown” a pulmonary embolus.

2. An immobile client should be turned at
least every two (2) hours, but a pressure
area is not life threatening.

3. This is expected in a client who has a
large upper abdominal incision. It hurts to
breathe deeply. The nurse should address
this but has some time. The life-threaten-
ing complication is priority.

4. Clients who have had inguinal hernia re-
pair often have difficulty voiding afterward.
"This is expected.

56.

57.

TEST-TAKING HINT: The test taker should
determine which option contains informa-
tion that indicates a potentially life-
threatening situation. This is the priority
client.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Syntbhesis.

1. The nurse should check the labora-
tory values pertaining to the
medications before administering
the medications.

2. The client will be administered an oral
medication while still receiving a heparin
drip to allow time for the client to
achieve a therapeutic level of the oral
medication before discontinuing the
heparin. The effects of oral medications
take three (3) to five (5) days to become
therapeutic.

3. The laboratory values should be noted
before administering the medications.

4. The heparin will be continued for
three (3) to five (5) days before being
discontinued.

TEST-TAKING HINT: Knowing the actions of
each medication, as well as the laboratory
tests that monitor the safe range of dos-
ing, is important. Remember, assessment
is first. Assess blood levels and then
administer the medication.

Content — Medical: Category of Health

Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client Needs —
Physiological Integrity, Pharmacological and Parenteral
Therapies: Cognitive Level — Synthesis.

1. Keeping the legs dependent and standing
still will promote the development of a
DVT.

2. Flexing the leg muscles and changing
positions assist the blood to return
to the heart and move out of the
peripheral vessels.

3. The nurse should wear support stockings,
not socks, and change the types of shoes
worn from day to day, varying the type
of heels.

4. This is not in the client’s best interest.

TEST-TAKING HINT: The test taker can

eliminate option “4” by imagining the

reaction of the HCP if this were done.

The words “dependent” and “still” make

option “1” wrong.
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Content — Medical: Category of Health

Alteration — Drug Administration: Integrated
Nursing Process — Diagnosis: Client Needs — Health
Promotion and Maintenance: Cognitive Level —
Knowledge.

1. This occurs from the administration of the
low molecular weight heparin and is not a
reason to notify the HCP.

2. A therapeutic range will not be achieved
with LMWH, and PTT levels are usually
not done.

3. This is not hemorrhaging, and the
client should be reassured that this is
a side effect of the medication.

4. Assessing the vital signs will not provide
any pertinent information to help answer
the client’s question.

TEST-TAKING HINT: Before selecting
“Notify the HCP,” the test taker should
ask, “What will the HCP do with this
information? What can the HCP order or
do to help the purple hemorrhaged
areas?” This would cause the test taker to
eliminate option “1” as a possible answer.

Content — Surgical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client

Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

1. There is nothing that contraindicates the
use of a stool softener, and use of one may
be recommended if the client is prone to
constipation and hard stool that could
cause some bleeding from hemorrhoids.

2. A Medic Alert bracelet notifies any emer-
gency HCP of the client’s condition and
medications.

3. Vitamin E can affect the action of
warfarin. The nurse should explain to
the client that these and other medica-
tions could potentiate the action of
warfarin.

4. This would be recommended for the
client if the footrest does not restrict
blood flow in the calves.

TEST-TAKING HINT: The test taker can
eliminate option “1” by realizing that a
stool softener would not cause a problem
and could help with an unrelated prob-
lem. Medic Alert bracelets are frequently
recommended for many clients with cer-
tain diseases and conditions.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Evaluation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive
Level — Synthesis.

60. 1. BUN laboratory tests are measurements of

renal functioning.

2. Bilirubin is a liver function test.

3. PT/INR is a test to monitor warfarin
(Coumadin) action in the body.

4. PTT levels monitor heparin activity.

TEST-TAKING HINT: The test taker should
devise some sort of memory-jogging
mnemonic or aid to remember which
laboratory test monitors for which
condition. Try “PT boats go to war,”

so PT monitors warfarin.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Analysis.

Peripheral Venous Disease
61. 1. Venous insufficiency is a venous problem,
not an arterial problem.

2. Deep vein thrombosis is not a complica-
tion of chronic venous insufficiency, but it
may be a cause.

3. 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.

4. Varicose veins may lead to chronic
venous insufficiency, but they are not a
complication.

TEST-TAKING HINT: The test taker must
use knowledge of anatomy, which would
eliminate option “1” because “venous”
and “arterial” refer to different parts of
the vascular system. The test taker must
key in on the most serious complication
to select the correct answer.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Planning: Client Needs — Health
Promotion and Maintenance: Cognitive

Level — Synthesis.

62. 1. The medial part of the ankle usually
ulcerates because of edema that leads
to stasis, which, in turn, causes the skin
to break down.

2. A deep, pale, open area over the top side
of the foot describes an arterial ulcer.
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3. A reddened blistered area on the heel
describes a blister that may result from
wearing shoes that are too tight or that
rub on the heel.

4. Gangrene does not usually occur with
venous problems; it occurs with arterial
ulcers.

TEST-TAKING HINT: There are some ques-
tions that require the test taker to be
knowledgeable of the disease process.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. Low-heeled, comfortable shoes should be
recommended to help decrease foot pain,
but they will not help prevent varicose
veins.

2. Wearing clean white socks will help pre-
vent irritation to the feet, but they will not
help prevent varicose veins.

3. Moving the legs back and forth often may
help prevent deep vein thrombosis, but it
will not prevent varicose veins.

4. Graduated compression hose help
decrease edema and increase the
circulation back to the heart; this helps
prevent varicose veins.

TEST-TAKING HINT: Options “1” and “2”
could be eliminated as possible answers
if the test taker knows that the varicose
veins are in the leg, because options “1”
and “2” are addressing the feet.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Planning: Client Needs — Health
Promotion and Maintenance: Cognitive Level —
Synthesis.

1. Varicose veins are irregular, tortuous
veins with incompetent valves that do
not allow the venous blood to ascend
the saphenous vein.

2. Decreased oxygen to the muscle occurs
with arterial occlusive disease.

3. This is the explanation for a deep vein
thrombosis.

4. Thick, poorly circulating blood could be
an explanation for diabetic neuropathy.

TEST-TAKING HINT: Knowing that veins
have valves and arteries do not might help
the test taker select the correct answer.
The test taker should use knowledge of
anatomy and physiology to determine the
answer.

65.

66.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Analysis.

1. The client should not cross the legs at all
because this further impedes the blood
from ascending the saphenous vein.

2. Elevating the foot of the bed while
sleeping helps the venous blood return
to the heart and decreases pressure in
the lower extremity.

3. Antiplatelet therapy is for arterial blood,
not venous blood.

4. Fluid intake will not help prevent or
improve chronic venous insufficiency.

TEST-TAKING HINT: Knowing about the
venous and arterial blood systems will
help the test taker eliminate or identify
the correct answer. Venous blood goes
back to the heart, so elevating the feet
will help return it. Options “3” and “4”
do not have anything to do with the
extremities.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Evaluation.

1. 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.

2. The UAP can take the blood pressure
with a machine or manually; therefore, the
nurse would not need to intervene.

3. The UAP can help the client with meals
as long as the client is stable.

4. The UAP can calculate the intake and out-
put, but the nurse must evaluate the data to
determine if they are normal for the client.

TEST-TAKING HINT: This is a backward
“except” question. Flipping the question
and asking which actions would be appro-
priate for the UAP to implement might
make it easier for the test taker to answer
the question.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Evaluation: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Synthesis.

67. 1. The occupational therapist assists the

client with activities of daily living skills,
such as eating, bathing, or brushing teeth.



2. 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.

3. The physical therapist addresses gait

training and transferring.

Cardiac rehabilitation helps clients who

have had myocardial infarctions, cardiac

bypass surgery, or congestive heart failure
recover.

TEST-TAKING HINT: The test taker must be
aware of the responsibilities of other
members of the health-care team. “Dis-
charge” is the key word in the stem. The
test taker should select an answer that
will help the client in the home.

4.

Content — Surgical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

68. 1. Pedal pulses are normal in venous insuffi-
ciency, but pulses are decreased or absent
in arterial insufficiency.

2. The skin is warm in venous insufficiency;

the skin is cool in arterial insufficiency.

3. Intermittent claudication, pain that occurs
when walking, is a symptom of arterial
insufficiency.

. Chronic venous insufficiency leads to
chronic edema that, in turn, causes a
brownish pigmentation to the skin.

TEST-TAKING HINT: The test taker could
apply anatomical concepts to eliminate
both options “1” and “2” because it is the
arteries that have pulses and control the
temperature of the skin.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

69. 1. Varicose veins are more common in
white females in occupations that
involve prolonged standing.

2. Driving a bus does not require prolonged
standing, which is a risk factor for devel-
oping varicose veins.

3. Studies suggest that the increased risk for
varicose veins is common during preg-
nancy and may be the result of venous
stasis.
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70.

71.
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4. Diabetes may lead to diabetic neuropathy
and arterial occlusive disease, but it does
not lead to varicose veins.

TEST-TAKING HINT: The test taker must
know that prolonged standing is a risk
factor for varicose veins and identify
which occupations include being on the
feet most of the time.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Health
Promotion and Maintenance: Cognitive

Level — Analysis.

1. Because the saphenous vein is removed
during vein ligation, standing and sitting
are prohibited during the initial recovery
period to prevent increased pressure in the
lower extremities.

. Pressure bandages are applied for
up to six (6) weeks after vein ligation
to help prevent bleeding and to help
venous return from the lower extremi-
ties when in the standing or sitting
position.

3. Sequential compression devices are used
to help prevent deep vein thrombosis.

. Antibiotics would be ordered prophylac-
tically for surgery, but it is not the first
intervention.

TEST-TAKING HINT: When the question
asks the test taker to implement the
first intervention, two or more of the
answer options could be possible inter-
ventions, but only one is implemented
first. Apply the nursing process and
select the intervention that addresses
assessment, which is the first part of the
nursing process.

Content — Surgical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. The client with a venous stasis ulcer
should have pain, so this would be
expected.

2. Dull, aching muscle cramps are expected

with varicose veins.

. The inability to move the foot means
that a severe neurovascular compro-
mise has occurred, and the nurse
should assess this client first.

. A positive Homans’ sign is expected
in a client diagnosed with deep vein
thrombosis.
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TEST-TAKING HINT: The nurse should
assess first the client who is experiencing an
abnormal, unexpected, or life-threatening
complication of the disease process. Do
not automatically select the client with
pain; pain in many instances is not life
threatening or unexpected.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

72. 1. The nurse should determine if the

client has any numbness or tingling.

2. The nurse should determine if the
client has pulses, the presence of which
indicates there is no circulatory com-
promise.

3. The nurse should determine if the
client can move the feet and legs.

4. The nurse should determine if the
client’s feet are pink or pale.

5. The nurse should assess the feet to
determine if they are cold or warm.

TEST-TAKING HINT: These five (5) assess-
ment interventions, along with assessing
for pain, are known as the 6 Ps, which is
the neurovascular assessment.

Content — Medical: Category of Health
Alteration — Cardiovascular: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Redution of Risk Potential: Cognitive
Level — Analysis.
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PERIPHERAL VASCULAR DISORDERS

COMPREHENSIVE EXAMINATION

1. Which client behavior would be a causative factor for developing Buerger’s disease
(thromboangiitis obliterans)?
1. Drinking alcohol daily.
2. Eating a high-fat diet.
3. Chewing tobacco.
4. Inhaling gasoline fumes.

2. Which signs/symptoms would the nurse expect to find when assessing a client
diagnosed with subclavian steal syndrome?
1. Complaints of arm tiredness with exertion.
2. Complaints of shortness of breath while resting.
3. Jugular vein distention when sitting at a 35-degree angle.
4. Dilated blood vessels above the nipple line.

3. Which question should the nurse ask the male client diagnosed with aortoiliac disease
during the admission interview?
1. “Do you have trouble sitting for long periods of time?”
2. “How often do you have a bowel movement and urinate?”
3. “When you lie down, do you feel throbbing in your abdomen?”
4. “Have you experienced any problems having sexual intercourse?”

4. The client is four (4) hours postoperative abdominal aortic aneurysm repair. Which
nursing intervention should be implemented for this client?
1. Assist the client to ambulate.
2. Assess the client’s bilateral pedal pulses.
3. Maintain a continuous IV heparin drip.
4. Provide a clear liquid diet to the client.

5. Which referral would be most appropriate for the client diagnosed with thoracic
outlet syndrome?
1. The physical therapist.
2. The thoracic surgeon.
3. The occupational therapist.
4. The social worker.

6. Which instruction should the nurse discuss with the client diagnosed with Raynaud’s
phenomenon?
1. Explain exacerbations will not occur in the summer.
2. Use nicotine gum to help quit smoking.
3. Wear extra-warm clothing during cold exposure.
4. Avoid prolonged exposure to direct sunlight.

7. The client diagnosed with diabetes mellitus type 2 is admitted to the hospital with
cellulitis of the right foot secondary to an insect bite. Which intervention should the
nurse implement first?

1. Administer intravenous antibiotics.

2. Apply warm moist packs every two (2) hours.
3. Elevate the right foot on two (2) pillows.

4. Teach the client about skin and foot care.

8. Which discharge instruction should the nurse discuss with the client to prevent
recurrent episodes of cellulitis?
1. Soak your feet daily in Epsom salts for 20 minutes.
2. Wear thick white socks when working in the yard.
3. Use a mosquito repellant when going outside.
4. Inspect the feet between the toes for cracks in the skin.
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9.

10.

11.

12.

13.

14.

15.

16.

Which discharge instruction should the nurse teach the client diagnosed with varicose
veins who has received sclerotherapy?

1. Walk 15 to 20 minutes three (3) times a day.

2. Keep the legs in the dependent position when sitting.

3. Remove compression bandages before going to bed.

4. Perform Buerger-Allen exercises four (4) times a day.

The nurse is teaching the client with peripheral vascular disease. Which interventions
should the nurse discuss with the client? Select all that apply.

Wash your feet in antimicrobial soap.

Wear comfortable, well-fitting shoes.

Cut your toenails in an arch.

Keep the area between the toes dry.

Use a heating pad when feet are cold.

(V2 T SR UN I NS

The unlicensed assistive personnel (UAP) is applying elastic compression stockings
to the client. Which action by the UAP would warrant immediate intervention by
the nurse?

1. The UAP is putting the stockings on while the client is in the chair.

2. The UAP inserted two (2) fingers under the proximal end of the stocking.

3. The UAP elevated the feet while lying down prior to putting on the stockings.
4. The UAP made sure the toes were warm after putting the stockings on.

The nurse is administering a beta blocker to the client diagnosed with essential
hypertension. Which data would cause the nurse to question administering the
medication?

1. The client’s BP is 110/70.

2. The client’s potassium level is 3.4 mEq/L.

3. The client has a barky cough.

4. The client’s apical pulse is 56.

The client diagnosed with acute deep vein thrombosis is receiving a continuous
heparin drip, an intravenous anticoagulant. The health-care provider orders warfarin
(Coumadin), an oral anticoagulant. Which action should the nurse take?

1. Discontinue the heparin drip prior to initiating the Coumadin.

2. Check the client’s INR prior to beginning Coumadin.

3. Clarify the order with the health-care provider as soon as possible.

4. Administer the Coumadin along with the heparin drip as ordered.

The nurse is caring for the client on strict bedrest. Which intervention is priority
when caring for this client?

1. Encourage the client to drink liquids.

2. Perform active range-of-motion exercises.

3. Elevate the head of the bed to 45 degrees.

4. Provide a high-fiber diet to the client.

The nurse is caring for clients on a medical floor. Which client will the nurse assess
first?

1. The client with an abdominal aortic aneurysm who is constipated.

2. The client on bedrest who ambulated to the bathroom.

3. The client with essential hypertension who has epistaxis and a headache.

4. The client with arterial occlusive disease who has a decreased pedal pulse.

The client with peripheral venous disease is scheduled to go to the whirlpool for a
dressing change. Which is the nurse’s priority intervention?

1. Escort the client to the physical therapy department.

2. Medicate the client 30 minutes before going to whirlpool.

3. Obtain the sterile dressing supplies for the client.

4. Assist the client to the bathroom prior to the treatment.
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17.

18.

19.

20.

21.

22.

23.

24.

The client is receiving prophylactic low molecular weight heparin. There are no
PT/PTT or INR results on the client’s chart since admission three (3) days ago.
Which action should the nurse implement?

1. Administer the medication as ordered.

2. Notify the health-care provider immediately.

3. Obtain PT/PTT and INR prior to administering the medication.

4. Hold the medication until the HCP makes rounds.

The client diagnosed with atherosclerosis asks the nurse, “I have heard of atheroscle-
rosis for many years but I never really knew what it meant. Am I going to die?”
Which statement would be the nurse’s best response?

1. “This disease process will not kill you, so don’t worry.”

2. “The blood supply to your brain is being cut off.”

3. “It is what caused you to have your high blood pressure.”

4. “Atherosclerosis is a buildup of plaque in your arteries.”

Which signs/symptoms would the nurse expect to find in the female client diagnosed
with Marfan’s syndrome?

1. Xerostomia, dry eyes, and complaints of a dry vagina.

2. A triad of arthritis, conjunctivitis, and urethritis.

3. Very tall stature and long bones in the hands and feet.

4. Spinal deformities of the vertebral column and malaise.

The nurse is preparing to administer 7.5 mg of an oral anticoagulant. The medica-
tion available is 5 mg per tablet. How many tablets should the nurse administer?

Which dietary selection indicates the client with essential hypertension understands
the discharge teaching?

1. Fried pork chops, a loaded baked potato, and coffee.

2. Spaghetti and meatballs, garlic bread, and iced tea.

3. Baked ham, macaroni and cheese, and milk.

4. Broiled fish, steamed broccoli, and garden salad.

The client diagnosed with Buerger’s disease (thromboangiitis obliterans) asks the
nurse, “What is the worse thing that could happen if I don’t quit smoking? I love my
cigarettes.” Which statement is the nurse’s best response?

1. “You are concerned about quitting smoking. Let’s sit down and talk about it.”

2. “Many clients end up having to have an amputation, especially a leg.”

3. “If you are worried about quitting, you should attend SmokEnders.”

4. “Your coronary arteries could block and cause a heart attack.”

The client diagnosed with subclavian steal syndrome has undergone surgery. Which
assessment data would warrant immediate intervention by the nurse?

1. The client’s pedal pulse on the left leg is absent.

2. The client complains of numbness in the right hand.

3. The client’s brachial pulse is strong and bounding.

4. The client’s capillary refill time (CRT) is <three (3) seconds.

The client with a left-sided mastectomy is diagnosed with elephantiasis of the left
arm. Which signs/symptoms should the nurse expect to assess?

1. Edematous arm from axillary area to fingertips.

2. Painful, edematous, reddened lower forearm.

3. Tented skin turgor over the entire left arm.

4. Nipple retraction and peau d’orange skin.
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25. The client is four (4) hours postoperative femoral-popliteal bypass surgery. Which
pulse would be best for the nurse to assess for complications related to an occluded

vessel?
~ -
(4
A /
i .
C
— N4
D
1. A
2. B
3. C
4. D

26. The client admitted with a diagnosis of pneumonia complains of tenderness and pain
in the left calf, and the nurse assesses a positive Homans’ sign. Which interventions
should the nurse implement? List in order of priority.

1. Notify the health-care provider.

2. Initiate an intravenous line.

3. Monitor the client’s PTT.

4. Administer a continuous heparin infusion.
5. Instruct the client not to get out of the bed.
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27. The nurse is caring for clients on a medical-surgical floor. Which information warrants

immediate investigation?

L.

Nasogastric Other
Day Oral Intravenous Urine Tube (Specify)
One (in mL) (in mL) (in mL) (in mL) (in mL)
0701-1500 3,280 1,575 2,400
1501-2300 1,250 2,500 1,000
2301-0700 450 2,000 870
TOTAL 4,980 6,075 4,270
2.
Nasogastric Other
Day Oral Intravenous Urine Tube (Specify)
One (in mL) (in mL) (in mL) (in mL) (in mL)
0701-1500 600 1,250 2,000 200
1501-2300 700 600 1,100 0
2301-0700 100 800 1,400 0
TOTAL 1,400 2,650 4,500 200
3.
Nasogastric Other
Day Oral Intravenous Urine Tube (Specify)
One (in mL) (in mL) (in mL) (in mL) (in mL)
0701-1500 1,000 1,000 1,550 JP drain 50
1501-2300 750 1,000 800 30
2301-0700 0 1,000 1,600 28
TOTAL 1,750 3,000 3,950 108
4.
Nasogastric Other
Day Oral Intravenous Urine Tube (Specify)
One (in mL) (in mL) (in mL) (in mL) (in mL)
0701-1500 1,260 100 1,300
1501-2300 637 50 485
2301-0700 120 100 600
TOTAL 2,017 250 2,385
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EXAMINATION ANSWERS AND RATIONALES

. 1. Drinking alcohol daily is not a cause of
Buerger’s disease.

2. Eating a high-fat diet is not a cause of
Buerger’s disease.

3. Heavy smoking or chewing tobacco is a
causative or aggravating factor for
Buerger’s disease. Cessation of tobacco
use may cause cessation of the disease
process in some clients.

4. Inhaling gasoline fumes is not a cause of
Buerger’s disease; however, this can cause
neurological damage.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Health Promotion and

Maintenance: Cognitive Level — Analysis.

. 1. Subclavian steal syndrome occurs in the
upper extremities from a subclavian
artery occlusion or stenosis, which causes
arm tiredness, paresthesia, and exercise-
induced pain in the forearm when the
arms are elevated. This is also known as
upper extremity arterial occlusive disease.

2. Shortness of breath could be a sign of a
variety of diseases, including congestive
heart failure, pneumonia, or chronic
obstructive pulmonary disease.

3. Jugular vein distension could indicate con-
gestive heart failure.

4. Dilated vessels above the nipple line are a
sign of superior vena cava syndrome, an
oncologic emergency.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level — Analysis.

. 1. The client would not experience problems
sitting; walking causes the pain.

2. The client does not have elimination
dysfunction.

3. This would indicate an abdominal aortic
aneurysm but not an aortoiliac problem.

4. Aortoiliac disease is caused by atheroscle-
rosis of the aortoiliac arch, which causes
pain in the lower back and buttocks and
impotence in men.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.

4. 1. At four (4) hours postoperative, the client

would not be able to ambulate and would be
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in the intensive care unit. The client usually
ambulates the first day postoperative.

2. A neurovascular assessment is priority to
make sure the graft is perfusing the
lower extremities.

3. Intravenous anticoagulant therapy would
cause the client to bleed postoperatively.
Prophylactic anticoagulant therapy may be
ordered to help prevent deep vein thrombosis.

4. The client will be NPO and have a naso-
gastric tube for at least 24 hours.

Content — Surgical: Category of Health

Alteration — Cardiovascular: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cognitive Level — Application.

. 1. Thoracic outlet syndrome is a compres-

sion of the subclavian artery at the tho-
racic outlet by an anatomical structure
such as a rib or muscle. Physical therapy,
exercises, and avoiding aggravating posi-
tions are recommended treatment.

2. The nurse does not refer to a surgeon.

3. The occupational therapist helps with activ-
ities of daily living and cognitive disorders
that do not occur with this syndrome.

4. The social worker would not need to be
consulted for a client with this syndrome.
Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Application.

. 1. During the summer, a sweater should be

available when entering an air-conditioned
room.

2. Nicotine of any type causes vasoconstriction
and may induce attacks.

3. Raynaud’s phenomenon is a form of
intermittent arteriolar vasoconstriction
that results in coldness, pain, and pallor
of fingertips or toes; therefore, the
client should keep warm to prevent
vasoconstriction of the extremities.

4. Sunlight does not cause an exacerbation of
this disease.

Content — Medical: Category of Health

Alteration — Cardiovascular: Integrated Nursing

Process — Planning: Client Needs — Physiological

Integrity, Physiological Adaptation: Cognitive

Level — Syntbhesis.

7. 1. This would be an appropriate intervention

but not before elevating the foot.
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. Warm, moist packs cause necessary dilation,

but it is not the first intervention.

. Elevating the foot above the heart will

decrease edema and thereby help de-
crease the pain. It is the easiest and first
intervention for the nurse to implement.
Educating the client is important, but it is
not the first intervention. The client will be
hospitalized for seven (7) to 14 days.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Application.

8. 1.

Soaking the feet will not help prevent
cellulitis; salt would be drying to the tissue,
causing cracks that may lead to cellulitis.

. Thick white socks do not prevent cellulitis.
. Mosquito repellant would help to prevent

encephalitis but not cellulitis.

The key to preventing cellulitis is identi-
fying the sites of bacterial entry. The
most commonly overlooked areas are the
cracks and fissures that occur between
the toes.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

9. 1.

After sclerotherapy, clients are taught to
perform walking activities to maintain
blood flow in the leg and enhance
dilution of the sclerosing agent.

. The legs should be elevated to decrease

edema. The legs should not be below the
level of the heart, which is the dependent
position.

. The compression bandages should be kept

on at all times for at least five (5) days or
until the health-care provider removes them
for the first time.

. These exercises are recommended for

clients with arterial occlusive disease, not a
venous disease.

Content — Medical: Category of Health Alteration —
Cardiovascular: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level —
Synthesis.

10. 1

2.

3.

. Antimicrobial soap is harsh and can dry

the skin; the client should use mild soap
and room-temperature water.

Shoes must be comfortable to prevent
blisters or ulcerations of the feet.

The toenails should be cut straight across;
cutting in an arch increases the risk for in-
grown toenails.

11.

12,

13.

4. Moisture between the toes increases
fungal growth, leading to skin
breakdown.

5. The client with PVD has decreased sensa-
tion in the feet and should not use a heating
pad.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Planning: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Synthesis.

1. Stockings should be applied after the
legs have been elevated for a period of
time, when the amount of blood in the
leg veins is at its lowest; therefore, the
nurse should intervene when the UAP
is putting them on while the client is in
the chair.

2. The top of the stocking should not be
tight; being able to insert two (2) fingers
indicates it is not too tight.

3. This is the correct way to apply stockings.

4. Warm toes mean the stockings are not too
tight and that there is adequate circulation.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Evaluation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Syntbhesis.

1. This BP indicates the medication is effec-
tive and in the desired range, and the
nurse should not question administering
the medication.

2. This potassium level is low, but a beta
blocker does not affect the potassium
level.

3. A barky cough is associated with an ACE
inhibitor, not a beta blocker.

4. The beta blocker decreases sympa-
thetic stimulation to the beta cells of
the heart. Therefore, the nurse should
question administering the medication
if the apical pulse is less than 60 beats
per minute.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Implementation: Client Needs — Physiological

Integrity, Pharmacological and Parenteral Therapies:

Cognitive Level — Application.

1. This is an inappropriate intervention.

2. The INR is checked to determine if the
medication is within therapeutic range,
not prior to administering the first dose.

3. The order does not need to be clarified.

4. It will require several days for the
Coumadin to reach therapeutic levels;
the client will continue receiving the

147



148

14.

15.

16.
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heparin drip until the therapeutic
range can be attained.
Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Application.

1. Fluids will help prevent dehydration and
renal calculi, but this is not the priority
nursing intervention.

2. Preventing deep vein thrombosis is the
priority nursing intervention because
the client is on strict bedrest; ROM
exercises should be done every four
(4) hours.

3. Elevating the head of the bed will not help
prevent immobility complications.

4. High-fiber diets will help prevent consti-
pation, but this is not priority.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Synthesis.

1. This is not priority unless the client is
actively having a bowel movement and is
performing the Valsalva maneuver.

2. This client needs to be addressed and
orders need to be clarified, but this is not
priority.

3. A bloody nose and a headache indicate
the client is experiencing very high
blood pressure and should be assessed
first because of a possible myocardial
infarction or stroke.

4. A decreased pedal pulse is expected in this
client.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive Level —

Synthesis.

1. The physical therapy department comes
and gets the client; if not, the UAP should
escort the client to physical therapy.

2. The client’s pain is priority, and the
nurse should premedicate prior to
treatment.

3. The physical therapy department will have
the supplies for dressing the wound.

4. This could be done, but it is not priority
for the nurse.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive

Level — Syntbhesis.

17.

18.

19.

20.

1. Subcutaneous heparin will not achieve
a therapeutic level because of the short
half-life of the medication; therefore,
the nurse should administer the
medication.

2. There is no need to notify the HCP.

3. There is no need to monitor these
laboratory tests.

4. There is no need to notify the HCP.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Implementation: Client Needs — Physiological

Integrity, Pharmacological and Parenteral Therapies:

Cognitive Level — Synthesis.

1. This is not a true statement. Atherosclerosis
causes strokes, heart attacks, and hyperten-
sion, which are all possibly lethal diseases.

2. This may occur, but it does not answer the
client’s question.

3. This may occur, but it does not answer the
client’s question.

4. A buildup of plaque in the arteries is
occurring in the body when the client
has atherosclerosis. The nurse cannot
tell the client the atherosclerosis will
lead to his or her death since there are
many other things that could cause the
client’s death. The statement does in-
form the client what atherosclerosis is.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Physiological

Integrity, Physiological Adaptation: Cognitive

Level — Application.

1. Xerostomia, dry eyes, and dry vagina are
symptoms of Sjogren’s syndrome.

2. A triad of arthritis, conjunctivitis, and ure-
thritis are symptoms of Reiter’s syndrome.

3. Clients with Marfan’s syndrome are
very tall and have long bones in the
hands and feet. They also have abnor-
malities of the cardiovascular system
resulting in valvular problems and
aneurysms, which are the leading cause
of death during the late 20s.

4. Spinal deformities and malaise are symp-
toms of ankylosing spondylitis.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level —

Analysis.

1.5 tablets.

The nurse must score and divide one
tablet and administer one and a half
tablets to ensure that the correct dose is
administered.
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22.

23.
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Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Application.

1. Fried foods have a lot of grease, a loaded
baked potato is high in fat, and coffee has
caffeine. This is a high-calorie, high-
sodium diet that is not recommended.

2. Spaghetti is high in carbohydrates, meat is
high in fat, garlic bread is high in carbo-
hydrates, and iced tea has caffeine.

3. Ham is cured meat and is high in sodium,
but many clients do not realize this;
cheese and milk are high in sodium.

4. The client should be eating a low-fat,
low-cholesterol, low-sodium diet. This
meal reflects this diet.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Evaluation: Client Needs — Physiological Integrity,

Basic Care and Comfort: Cognitive Level —

Evaluation.

1. This is a therapeutic response and does
not answer the client’s question.

2. Smoking aggravates Buerger’s disease.
Aggravated or severe Buerger’s disease
can lead to arterial occlusion caused by
superficial thrombophlebitis causing
poor wound healing and poor circula-
tion. This can lead to the need for
amputation.

3. This is an appropriate referral, but it does
not answer the question.

4. Buerger’ disease affects the arteries and
veins of the upper and lower extremities,
but it does not affect the coronary arteries.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Physiological Integrity,

Physiological Adapatation: Cognitive Level —

Application.

1. Subclavian steal syndrome affects the upper
extremities only.

2. Subclavian steal syndrome occurs in
the upper extremities from a subcla-
vian artery occlusion or stenosis;
therefore, any abnormal neurovascu-
lar assessment would warrant
intervention.

3. This is a normal finding and would not
warrant immediate intervention.

4. This is a normal finding and would not
warrant immediate intervention.

Content — Surgical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Assessment: Client Needs — Safe Effective Care

24.

25.

26.

Environment, Management of Care: Cognitive Level —
Synthesis.

1. Elephantiasis is obstruction of the
lymphatic vessels that causes chronic
fibrosis, thickening of the subcuta-
neous tissue, and hypertrophy of the
skin; this condition causes chronic
edema of the extremity that recedes
only slightly with elevation.

2. This may be cellulitis.

3. This may indicate dehydration of the
tissue.

4. Nipple retraction and peau d’orange skin
would be an indication of late-stage breast
cancer.

Content — Medical: Category of Health

Alteration — Cardiovascular: Integrated Nursing

Process — Assessment: Client Needs — Physiological

Integrity, Reduction of Risk Potential: Cognitive

Level — Analysis.

1. An absent radial pulse would not indicate
a complication of a lower extremity
surgery.

2. The femoral pulse would be an appropri-
ate pulse to assess, but it is not the best
because the nurse needs to determine if
the blood is getting to the most distal area
of the leg.

3. The popliteal pulse would be an appropri-
ate pulse to assess, but it is not the best
because the nurse needs to determine if
the blood is getting to the most distal area
of the leg.

4. The pedal pulse is the best pulse to
assess because it indicates if there is
adequate circulation to the most distal
site of the extremity. The bypass
extends from the midthigh to the
midcalf area.

Content — Surgical: Category of Health

Alteration — Cardiovascular: Integrated Nursing

Process — Assessment: Client Needs — Physiological

Integrity, Reduction of Risk Potential: Cognitive

Level — Analysis.

In order of priority: 5, 1, 2, 4, 3.

5. The nurse should suspect a deep vein
thrombosis and should not allow the
client to get out of the bed.

1. This is a medical emergency, and the
HCP should be notified as soon as
possible.

2. The client needs an intravenous line so
that IV heparin can be administered.

4. The treatment for DVT is to prevent
further coagulation until the clot
dissolves.
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3. The client’s PTT is monitored when
receiving heparin therapy.

Content — Medical: Category of Health Alteration —

Cardiovascular: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Analysis.

1. This client has had 11,055 mL of
intake compared to 4,270 mL of
output; even with insensible loss, the
nurse should assess the client to
determine if the client is becoming
fluid volume overloaded.

2. This client has had 4,050 mL of intake
compared to 4,700 mL of output. This
client has a deficit but not one to be
concerned with at this time.

3. This client has had 4,750 mL of intake
compared to 4,058 mL of output. The
insensible loss would account for the
difference and make this client’s intake
and output basically even.

4. This client has had 2,267 mL of intake
compared to 2,385 mL of output, basically
even.

Content — Surgical: Category of Health Alteration —

Vascular: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Physiological

Adaptation: Cognitive Level — Synthesis



You can lead a man to the university but you can’t make

bim think.

—Finley Peter Dunne

Hematological disorders include a broad range of blood dyscrasias, which may be hereditary
or have an unknown etiology; some may be fatal, and some clients may live a normal life.
Among the most serious blood disorders—types of cancer—are leukemia and lymphoma.
Others include bleeding disorders, both hereditary (hemophilia and von Willebrand’s dis-
ease) and nonhereditary (thrombocytopenic purpura); clotting disorders (disseminated in-
travascular coagulation); and anemias characterized by abnormal red blood cells (sickle cell
anemia, thalassemia). The nurse must know the signs/symptoms of these disorders, what is
expected with the disorder, and when immediate intervention is necessary. The questions
and answers that follow cover these topics.

KEYWORDS ABBREVIATIONS

angiogram Absolute Neutrophil Count (ANC)

apoptosis Activities of Daily Living (ADL)

autologous Acute Respiratory Distress Syndrome (ARDS)
epistaxis American Cancer Society (ACS)

hemarthrosis Arterial Blood Gases (ABG)

hematemesis Arterial Partial Pressure of Oxygen (Pao,)
hematoma As Needed (PRN)

hematuria Capillary Refill Time (CRT)

leukocytosis Chronic Lymphocytic Leukemia (CLL)
leukopenia Complete Blood Count (CBC)

melena Continuous Passive Motion (CPM)
menorrhagia Disseminated Intravascular Coagulation (DIC)
neutropenia End-Stage Renal Disease (ESRD)
pancytopenia Gastrointestinal (Gl) Tract

placenta previa Health-Care Provider (HCP)

purpura Hematocrit (Hct)

Hemoglobin (Hb)

Hemoglobin and Hematocrit (H&H)

Human Leukocyte Antigen (HLA)
Idiopathic Thrombocytopenic Purpura (ITP)
Immediately (STAT)

Intramuscular (IM)

Intravenous (IV)

Intravenous Push (IVP)
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Medication Administration Record (MAR)
Nonsteroidal Anti-Inflammatory Drug (NSAID)
Normal Saline (NS)

Over-the-Counter (OTC)

Packed Red Blood Cells (PRBCs)

Partial Pressure of Carbon Dioxide (Pco,)
Partial Thromboplastin Time (PTT)
Post-Anesthesia Care Unit (PACU)
Prothrombin Time (PT)

Red Blood Cell (RBC)

Sickle Cell Anemia (SCA)

Unlicensed Assistive Personnel (UAP)
White Blood Cell (WBC)

PRACTICE QUESTIONS

Leukemia

1. The nurse is caring for clients on an oncology unit. Which neutropenia precautions
should be implemented?
1. Hold all venipuncture sites for at least five (5) minutes.
2. Limit fresh fruits and flowers.
3. Place all clients in reverse isolation.
4. Have the clients use a soft-bristle toothbrush.

2. The nurse is assessing a client diagnosed with acute myeloid leukemia. Which
assessment data support this diagnosis?
1. Fever and infections.
2. Nausea and vomiting.
3. Excessive energy and high platelet counts.
4. Cervical lymph node enlargement and positive acid-fast bacillus.

3. The client diagnosed with leukemia has central nervous system involvement. Which
instruction should the nurse teach?
1. Sleep with the head of the bed elevated to prevent increased intracranial pressure.
2. Take an analgesic medication for pain only when the pain becomes severe.
3. Explain radiation therapy to the head may result in permanent hair loss.
4. Discuss end-of-life decisions prior to cognitive deterioration.

4. The client diagnosed with leukemia is scheduled for bone marrow transplantation.
Which interventions should be implemented to prepare the client for this procedure?
Select all that apply.

1. Administer high-dose chemotherapy.

2. Teach the client about autologous transfusions.
3. Have the family members HLA typed.

4. Monitor the complete blood cell count daily.
5. Provide central line care per protocol.

5. The client is diagnosed with chronic lymphocytic leukemia (CLL) after routine
laboratory tests during a yearly physical. Which is the scientific rationale for the
random nature of discovering the illness?

1. CCL is not serious, and clients die from other causes first.
2. There are no symptoms with this form of leukemia.

3. This is a childhood illness and is self-limiting.

4. In early stages of CLL, the client may be asymptomatic.
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10.

11.

12.

. The client diagnosed with leukemia is being admitted for an induction course of

chemotherapy. Which laboratory values indicate a diagnosis of leukemia?

1. A left shift in the white blood cell count differential.

2. A large number of WBCs that decreases after the administration of antibiotics.
3. An abnormally low hemoglobin (Hb) and hematocrit (Hct) level.

4. Red blood cells that are larger than normal.

. Which medication is contraindicated for a client diagnosed with leukemia?

1. Bactrim, a sulfa antibiotic.

2. Morphine, a narcotic analgesic.

3. Epogen, a biologic response modifier.
4. Gleevec, a genetic blocking agent.

. The laboratory results for a male client diagnosed with leukemia include RBC

count 2.1 x 10°/mm?3, WBC count 150 x 10°/mm?, platelets 22 x 10°/mm?,

K" 3.8 mEq/L, and Na" 139 mEq/L. Based on these results, which intervention
should the nurse teach the client?

1. Encourage the client to eat foods high in iron.

2. Instruct the client to use an electric razor when shaving.

3. Discuss the importance of limiting sodium in the diet.

4. Instruct the family to limit visits to once a week.

. The nurse writes a nursing problem of “altered nutrition” for a client diagnosed with

leukemia who has received a treatment regimen of chemotherapy and radiation.
Which nursing intervention should be implemented?

1. Administer an antidiarrheal medication prior to meals.

2. Monitor the client’s serum albumin levels.

3. Assess for signs and symptoms of infection.

4. Provide skin care to irradiated areas.

The nurse and the licensed practical nurse (LPN) are caring for clients on an
oncology floor. Which client should not be assigned to the LPN?

1. The client newly diagnosed with chronic lymphocytic leukemia.

2. The client who is four (4) hours postprocedure bone marrow biopsy.

3. The client who received two (2) units of PRBCs on the previous shift.

4. The client who is receiving multiple intravenous piggyback medications.

The nurse is completing a care plan for a client diagnosed with leukemia. Which
independent problem should be addressed?

1. Infection.

2. Anemia.

3. Nutrition.

4. Grieving.

The nurse is caring for a client diagnosed with acute myeloid leukemia. Which
assessment data warrant immediate intervention?

1. T 99,P 102, R 22, and BP 132/68.

2. Hyperplasia of the gums.

3. Weakness and fatigue.

4. Pain in the left upper quadrant.

Lymphoma

13.

The client diagnosed with non-Hodgkin’s lymphoma is scheduled for a
lymphangiogram. Which information should the nurse teach?

1. The scan will identify any malignancy in the vascular system.

2. Radiopaque dye will be injected between the toes.

3. The test will be done similar to a cardiac angiogram.

4. The test will be completed in about five (5) minutes.
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14.

15.

16.

17.

18.

19.

20.

21.

The client asks the nurse, “They say I have cancer. How can they tell if I have
Hodgkin’s disease from a biopsy?” The nurse’s answer is based on which scientific
rationale?

1. Biopsies are nuclear medicine scans that can detect cancer.

2. A biopsy is a laboratory test that detects cancer cells.

3. It determines which kind of cancer the client has.

4. The HCP takes a small piece out of the tumor and looks at the cells.

The nurse is admitting a client with a diagnosis of rule-out Hodgkin’s lymphoma.
Which assessment data support this diagnosis?

1. Night sweats and fever without “chills.”

2. Edematous lymph nodes in the groin.

3. Malaise and complaints of an upset stomach.

4. Pain in the neck area after a fatty meal.

Which client is at the highest risk for developing a lymphoma?

1. The client diagnosed with chronic lung disease who is taking a steroid.

2. The client diagnosed with breast cancer who has extensive lymph involvement.
3. The client who received a kidney transplant several years ago.

4. The client who has had ureteral stent placements for a neurogenic bladder.

The female client recently diagnosed with Hodgkin’s lymphoma asks the nurse about
her prognosis. Which is the nurse’s best response?

1. Survival for Hodgkin’s disease is relatively good with standard therapy.

2. Survival depends on becoming involved in an investigational therapy program.

3. Survival is poor, with more than 50% of clients dying within six (6) months.

4. Survival is fine for primary Hodgkin’s, but secondary cancers occur within a year.

The nurse writes the problem of “grieving” for a client diagnosed with non-
Hodgkin’s lymphoma. Which collaborative intervention should be included in the
plan of care?

1. Encourage the client to talk about feelings of loss.

2. Arrange for the family to plan a memorable outing.

3. Refer the client to the American Cancer Society’s Dialogue group.

4. Have the chaplain visit with the client.

Which test is considered diagnostic for Hodgkin’s lymphoma?
1. A magnetic resonance image (MRI) of the chest.

2. A computed tomography (CT) scan of the cervical area.

3. An erythrocyte sedimentation rate (ESR).

4. A biopsy of the cervical lymph nodes.

Which client should be assigned to the experienced medical-surgical nurse who is in

the first week of orientation to the oncology floor?

1. The client diagnosed with non-Hodgkin’s lymphoma who is having daily radiation
treatments.

2. The client diagnosed with Hodgkin’s disease who is receiving combination
chemotherapy.

3. The client diagnosed with leukemia who has petechiae covering both anterior and
posterior body surfaces.

4. The client diagnosed with diffuse histolytic lymphoma who is to receive two (2)
units of packed red blood cells.

Which information about reproduction should be taught to the 27-year-old female

client diagnosed with Hodgkin’s disease?

1. The client’s reproductive ability will be the same after treatment is completed.

2. The client should practice birth control for at least two (2) years following
therapy.

3. All clients become sterile from the therapy and should plan to adopt.

4. The therapy will temporarily interfere with the client’s menstrual cycle.
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22. Which clinical manifestation of Stage I non-Hodgkin’s lymphoma would the nurse
expect to find when assessing the client?

1. Enlarged lymph tissue anywhere in the body.
2. Tender left upper quadrant.

3. No symptom in this stage.

4. Elevated B-cell lymphocytes on the CBC.

23. The nurse and an unlicensed assistive personnel (UAP) are caring for clients in a
bone marrow transplantation unit. Which nursing task should the nurse delegate?
1. Take the hourly vital signs on a client receiving blood transfusions.

2. Monitor the infusion of antineoplastic medications.
3. Transcribe the HCP’s orders onto the Medication Administration Record.
4. Determine the client’s response to the therapy.

24, The 33-year-old client diagnosed with Stage IV Hodgkin’s lymphoma is at the five
(5)-year remission mark. Which information should the nurse teach the client?

1. Instruct the client to continue scheduled screenings for cancer.
2. Discuss the need for follow-up appointments every five (5) years.
3. Teach the client that the cancer risk is the same as for the general population.
4. Have the client talk with the family about funeral arrangements.

Anemia

25. The nurse is admitting a 24-year-old African American female client with a diagnosis
of rule-out anemia. The client has a history of gastric bypass surgery for obesity four
(4) years ago. Current assessment findings include height 5°5”; weight 75 kg; P 110,
R 27, and BP 104/66; pale mucous membranes and dyspnea on exertion. Which type
of anemia would the nurse suspect the client has developed?

1. Vitamin B,, deficiency.
2. Folic acid deficiency.
3. Iron deficiency.

4. Sickle cell anemia.

26. The client diagnosed with menorrhagia complains to the nurse of feeling listless and
tired all the time. Which scientific rationale would explain why these symptoms
occur?

1. The pain associated with the menorrhagia does not allow the client to rest.
2. The client’s symptoms are unrelated to the diagnosis of menorrhagia.

3. The client probably has been exposed to a virus that causes chronic fatigue.
4. Menorrhagia has caused the client to have decreased levels of hemoglobin.

27. The nurse writes a diagnosis of altered tissue perfusion for a client diagnosed with
anemia. Which interventions should be included in the plan of care? Select all that
apply.

1. Monitor the client’s hemoglobin and hematocrit.
2. Move the client to a room near the nurse’s desk.
3. Limit the client’s dietary intake of green vegetables.
4. Assess the client for numbness and tingling.
5. Allow for rest periods during the day for the client.
28. The client diagnosed with iron-deficiency anemia is prescribed ferrous gluconate

orally. Which should the nurse teach the client?

1. Take Imodium, an antidiarrheal, OTC for diarrhea.

2. Limit exercise for several weeks until a tolerance is achieved.
3. The stools may be very dark, and this can mask blood.

4. Eat only red meats and organ meats for protein.
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29.

30.

31.

32.

33.

34.

35.

36.

The nurse and an unlicensed assistive personnel (UAP) are caring for clients on a
medical unit. Which task should the nurse delegate to the UAP?

1. Check on the bowel movements of a client diagnosed with melena.

2. Take the vital signs of a client who received blood the day before.

3. Evaluate the dietary intake of a client who has been noncompliant with eating.
4. Shave the client diagnosed with severe hemolytic anemia.

The client is diagnosed with congestive heart failure and anemia. The HCP ordered
a transfusion of two (2) units of packed red blood cells. The unit has 250 mL of red
blood cells plus 45 mL of additive. At what rate should the nurse set the IV pump to
infuse each unit of packed red blood cells?

The client is being admitted with folic acid deficiency anemia. Which would be the
most appropriate referral?

1. Alcoholics Anonymous.

2. Leukemia Society of America.

3. A hematologist.

4. A social worker.

The charge nurse is making assignments on a medical floor. Which client should be

assigned to the most experienced nurse?

1. The client diagnosed with iron-deficiency anemia who is prescribed iron
supplements.

2. The client diagnosed with pernicious anemia who is receiving vitamin B,
intramuscularly.

3. The client diagnosed with aplastic anemia who has developed pancytopenia.

4. The client diagnosed with renal disease who has a deficiency of erythropoietin.

The client diagnosed with anemia begins to complain of dyspnea when ambulating in
the hall. Which intervention should the nurse implement first?

1. Apply oxygen via nasal cannula.

2. Get a wheelchair for the client.

3. Assess the client’s lung fields.

4. Assist the client when ambulating in the hall.

The nurse is transcribing the HCP’s order for an iron supplement on the MAR. At
which time should the nurse schedule the daily dose?

1. 0900.
2. 1000.
3. 1200.
4. 1630.

The nurse is discharging a client diagnosed with anemia. Which discharge
instruction should the nurse teach?

1. Take the prescribed iron undil it is completely gone.

2. Monitor pulse and blood pressure at a local pharmacy weekly.

3. Have a complete blood count checked at the HCP’s office.

4. Perform isometric exercise three (3) times a week.

The nurse writes a client problem of “activity intolerance” for a client diagnosed
with anemia. Which intervention should the nurse implement?

1. Pace activities according to tolerance.

2. Provide supplements high in iron and vitamins.

3. Administer packed red blood cells.

4. Monitor vital signs every four (4) hours.
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Bleeding Disorders

37.

38.

39.

40.

41.

42.

43.

44.

The charge nurse in the intensive care unit is making client assignments. Which

client should the charge nurse assign to the graduate nurse who has just finished the

three (3)-month orientation?

1. The client with an abdominal peritoneal resection who has a colostomy.

2. The client diagnosed with pneumonia who has acute respiratory distress
syndrome.

3. The client with a head injury developing disseminated intravascular coagulation.

4. The client admitted with a gunshot wound who has an H&H of 7 and 22.

Which client would be most at risk for developing disseminated intravascular
coagulation (DIC)?

1. A 35-year-old pregnant client with placenta previa.

2. A 42-year-old client with a pulmonary embolus.

3. A 60-year-old client receiving hemodialysis 3 days a week.

4. A 78-year-old client diagnosed with septicemia.

The client admitted with full-thickness burns may be developing DIC. Which
signs/symptoms would support the diagnosis of DIC?

1. Oozing blood from the IV catheter site.

2. Sudden onset of chest pain and frothy sputum.

3. Foul-smelling, concentrated urine.

4. A reddened, inflamed central line catheter site.

Which laboratory result would the nurse expect in the client diagnosed with DIC?
1. A decreased prothrombin time (PT).

2. A low fibrinogen level.

3. An increased platelet count.

4. An increased white blood cell count.

Which collaborative treatment would the nurse anticipate for the client diagnosed
with DIC?

1. Administer oral anticoagulants.

2. Prepare for plasmapheresis.

3. Administer frozen plasma.

4. Calculate the intake and output.

The unlicensed assistive personnel (UAP) asks the primary nurse, “How does
someone get hemophilia A?” Which statement would be the primary nurse’s best
response?

1. “Itis an inherited X-linked recessive disorder.”

2. “There is a deficiency of the clotting factor VIIL.”

3. “The person is born with hemophilia A.”

4. “The mother carries the gene and gives it to the son.”

Which sign/symptom should the nurse expect to assess in the client diagnosed with
hemophilia A?

1. Epistaxis.

2. Petechiae.

3. Subcutaneous emphysema.

4. Intermittent claudication.

Which situation might cause the nurse to think that the client has von Willebrand’s
disease?

1. The client has had unexplained episodes of hematemesis.

2. The client has microscopic blood in the urine.

3. The client has prolonged bleeding following surgery.

4. The female client developed abruptio placentae.
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45.

46.

47.

48.

The client with hemophilia A is experiencing hemarthrosis. Which intervention
should the nurse recommend to the client?

1. Alternate aspirin and acetaminophen to help with the pain.

2. Apply cold packs for 24 to 48 hours to the affected area.

3. Perform active range-of-motion exercise on the extremity.

4. Put the affected extremity in the dependent position.

Which sign would the nurse expect to assess in the client diagnosed with idiopathic
thrombocytopenic purpura (ITP)?

1. Petechiae on the anterior chest, arms, and neck.

2. Capillary refill of less than three (3) seconds.

3. An enlarged spleen.

4. Pulse oximeter reading of 95%.

The nurse is caring for the following clients. Which client should the nurse assess
first?

1. The client whose partial thromboplastin time (PTT) is 38 seconds.

2. The client whose hemoglobin is 14 g/dL and hematocrit is 45%.

3. The client whose platelet count is 75,000 per cubic millimeter of blood.

4. The client whose red blood cell count is 4.8 x 106/mm3.

Which nursing interventions should the nurse implement when caring for a client
diagnosed with hemophilia A? Select all that apply.

. Instruct the client to use a razor blade to shave.

. Avoid administering enemas to the client.

. Encourage participation in noncontact sports.

. Teach the client how to apply direct pressure if bleeding occurs.

. Explain the importance of not flossing the gums.

[ R SN U B S R

Blood Transfusions

49.

50.

51.

The client has a hematocrit of 22.3% and a hemoglobin of 7.7 g/dL. The HCP has
ordered two (2) units of packed red blood cells to be transfused. Which interventions
should the nurse implement? Select all that apply.

1. Obtain a signed consent.

2. Initiate a 22-gauge IV.

3. Assess the client’s lungs.

4. Check for allergies.

5. Hang a keep-open IV of DSW.

The client is admitted to the emergency department after a motor-vehicle accident.
The nurse notes profuse bleeding from a right-sided abdominal injury. Which
intervention should the nurse implement first?

1. Type and crossmatch for red blood cells immediately (STAT).

2. Initiate an IV with an 18-gauge needle and hang normal saline.

3. Have the client sign a consent for an exploratory laparotomy.

4. Notify the significant other of the client’s admission.

The nurse is working in a blood bank facility procuring units of blood from donors.
Which client would not be a candidate to donate blood?

1. The client who had wisdom teeth removed a week ago.

2. The nursing student who received a measles immunization two (2) months ago.
3. The mother with a six (6)-week-old newborn.

4. The client who developed an allergy to aspirin in childhood.
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52.

53.

54.

55.

56.

57.

58.

The client with O+ blood is in need of an emergency transfusion but the laboratory
does not have any O+ blood available. Which potential unit of blood could be given
to the client?

1. The O- unit.

2. The A+ unit.

3. The B+ unit.

4. Any Rh+ unit.

The client is scheduled to have a total hip replacement in two (2) months and has
chosen to prepare for autologous transfusions. Which medication would the nurse
administer to prepare the client?

1. Prednisone, a glucocorticoid.

2. Zithromax, an antibiotic.

3. Ativan, a tranquilizer.

4. Epogen, a biologic response modifier.

The client undergoing knee replacement surgery has a “cell saver” apparatus
attached to the knee when he arrives in the post-anesthesia care unit (PACU). Which
intervention should the nurse implement to care for this drainage system?

1. Infuse the drainage into the client when a prescribed amount fills the chamber.

2. Attach an hourly drainage collection bag to the unit and discard the drainage.

3. Replace the unit with a continuous passive motion unit and start it on low.

4. Have another nurse verify the unit number prior to reinfusing the blood.

Which statement is the scientific rationale for infusing a unit of blood in less than
four (4) hours?

1. The blood will coagulate if left out of the refrigerator for >four (4) hours.

2. The blood has the potential for bacterial growth if allowed to infuse longer.

3. The blood components begin to break down after four (4) hours.

4. The blood will not be affected; this is a laboratory procedure.

The HCP orders two (2) units of blood to be administered over eight (8) hours each
for a client diagnosed with heart failure. Which intervention(s) should the nurse take?
1. Call the HCP to question the order because blood must infuse within four

(4) hours.
2. Retrieve the blood from the laboratory and run each unit at an eight (8)-hour rate.
3. Notify the lab to split each unit into half-units and infuse each half for four

(4) hours.

4. Infuse each unit for four (4) hours, the maximum rate for a unit of blood.

The client receiving a unit of PRBCs begins to chill and develops hives. Which
action should be the nurse’s first response?

1. Notify the laboratory and health-care provider.

2. Administer the histamine-1 blocker, Benadryl, IV.

3. Assess the client for further complications.

4. Stop the transfusion and change the tubing at the hub.

The nurse and an unlicensed assistive personnel (UAP) are caring for clients on an
oncology floor. Which nursing task would be delegated to the UAP?

1. Assess the urine output on a client who has had a blood transfusion reaction.

2. Take the first 15 minutes of vital signs on a client receiving a unit of PRBCs.

3. Auscultate the lung sounds of a client prior to a transfusion.

4. Assist a client who received 10 units of platelets in brushing the teeth.
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59. The nurse is caring for clients on a medical floor. After the shift report, which client

should be assessed first?

1. The client who is two thirds of the way through a blood transfusion and has had
no complaints of dyspnea or hives.

2. The client diagnosed with leukemia who has a hematocrit of 18% and petechiae
covering the body.

3. The client with peptic ulcer disease who called over the intercom to say that he is
vomiting blood.

4. The client diagnosed with Crohn’s disease who is complaining of perineal
discomfort.

60. The client received two (2) units of packed red blood cells of 250 mL with 63 mL of

preservative each during the shift. There was 240 mL of saline remaining in the
500-mL bag when the nurse discarded the blood tubing. How many milliliters of
fluid should be documented on the intake and output record?

Sickle Cell Anemia

61.

62.

63.

64.

65.

The student nurse asks the nurse, “What is sickle cell anemia?” Which statement by
the nurse would be the best answer to the student’s question?

1. “There is some written material at the desk that will explain the disease.”

2. “Itis a congenital disease of the blood in which the blood does not clot.”

3. “The client has decreased synovial fluid that causes joint pain.”

4. “The blood becomes thick when the client is deprived of oxygen.”

The client’s nephew has just been diagnosed with sickle cell anemia. The client asks
the nurse, “How did my nephew get this disease?” Which statement would be the
best response by the nurse?

1. “Sickle cell anemia is an inherited autosomal recessive disease.”

2. “He was born with it and both his parents were carriers of the disease.”

3. “At this time, the cause of sickle cell anemia is unknown.”

4. “Your sister was exposed to a virus while she was pregnant.”

The client diagnosed with sickle cell anemia comes to the emergency department
complaining of joint pain throughout the body. The oral temperature is 102.4°F and
the pulse oximeter reading is 91%. Which action should the emergency room nurse
implement first?

1. Request arterial blood gases STAT.

2. Administer oxygen via nasal cannula.

3. Start an IV with an 18-gauge angiocath.

4. Prepare to administer analgesics as ordered.

The client diagnosed with sickle cell anemia is experiencing a vaso-occlusive sickle
cell crisis secondary to an infection. Which medical treatment should the nurse
anticipate the HCP ordering for the client?

1. Administer meperidine (Demerol) intravenously.

2. Admit the client to a private room and keep in reverse isolation.

3. Infuse D5SW 0.33% NS at 150 mL/hr via pump.

4. Insert a 22-French Foley catheter with a urimeter.

The nurse is assessing an African American client diagnosed with sickle cell crisis.
Which assessment datum is most pertinent when assessing for cyanosis in clients
with dark skin?

1. Assess the client’s oral mucosa.

2. Assess the client’s metatarsals.

3. Assess the client’s capillary refill time.

4. Assess the sclera of the client’s eyes.
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67.

68.

69.

70.
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The client is diagnosed with sickle cell crisis. The nurse is calculating the client’s
intake and output (I & O) for the shift. The client had 20 ounces of water, eight (8)
ounces of apple juice, three (3) cartons of milk with four (4) ounces each, 1,800 mL
of IV fluids for the last 12 hours, and a urinary output of 1,200. What is the client’s
total intake for this shift?

The nurse is caring for the female client recovering from a sickle cell crisis. The
client tells the nurse her family is planning a trip this summer to Yellowstone
National Park. Which response would be best for the nurse?

1. “That sounds like a wonderful trip to take this summer.”

2. “Have you talked to your doctor about taking the trip?”

3. “You really should not take a trip to areas with high altitudes.”

4. “Why do you want to go to Yellowstone National Park?”

Which is a potential complication that occurs specifically to a male client diagnosed
with sickle cell anemia during a sickle cell crisis?

1. Chest syndrome.

2. Compartment syndrome.

3. Priapism.

4. Hypertensive crisis.

The nurse is completing discharge teaching for the client diagnosed with a sickle cell
crisis. The nurse recommends the client getting the flu and pneumonia vaccines. The
client asks, “Why should I take those shots? I hate shots.” Which statement by the
nurse is the best response?

1. “These vaccines promote health in clients with chronic illnesses.”

2. “You are susceptible to infections. These shots may help prevent a crisis.”

3. “The vaccines will help your blood from sickling secondary to viruses.”

4. “The doctor wanted to make sure that I discussed the vaccines with you.”

The client diagnosed with sickle cell anemia asks the nurse, “Should I join the Sickle
Cell Foundation? I received some information from the Sickle Cell Foundation.
What kind of group is it?” Which statement is the best response by the nurse?

1. “Itis a foundation that deals primarily with research for a cure for SCA.”

2. “It provides information on the disease and on support groups in this area.”

3. “I recommend joining any organization that will help deal with your disease.”

4. “The foundation arranges for families that have children with sickle cell to meet.”

Which sign/symptom will the nurse expect to assess in the client diagnosed with a
vaso-occlusive sickle cell crisis?

1. Lordosis.

2. Epistaxis.

3. Hematuria.

4. Petechiae.

The male client with sickle cell anemia comes to the emergency room with a
temperature of 101.4°F and tells the nurse that he is having a sickle cell crisis. Which
diagnostic test should the nurse anticipate the emergency room doctor ordering for
the client?

1. Spinal tap.

2. Hemoglobin electrophoresis.

3. Sickle-turbidity test (Sickledex).

4. Blood cultures.
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Leukemia

1. 1. This would be done for thrombocytopenia
(low platelets), not neutropenia (low white
blood cells).

2. Fresh fruits and flowers may carry bac-
teria or insects on the skin of the fruit

or dirt on the flowers and leaves, so they

are restricted around clients with low
white blood cell counts.

3. Clients with severe neutropenia may be
placed in reverse isolation, but not all
clients with neutropenia will be placed in
reverse isolation. Clients are at a greater
risk for infecting themselves from endoge-
nous fungi and bacteria than from being
exposed to noninfectious individuals.

4. This is an intervention for thrombocytopenia.

TEST-TAKING HINT: The test taker must

match the problem with the answer option.

Options “1” and “4” would probably be
implemented for the client with a bleeding
disorder. Option “3” has the word “all” in
it, which would make the test taker not
select this option.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

2. 1. Fever and infection are hallmark symp-
toms of leukemia. They occur because
the bone marrow is unable to produce
white blood cells of the number and
maturity needed to fight infection.

2. Nausea and vomiting are symptoms related
to the treatment of cancer but not to the
diagnosis of leukemia.

3. The clients are frequently fatigued and have

low platelet counts. The platelet count is
low as a result of the inability of the bone
marrow to produce the needed cells. In
some forms of leukemia, the bone marrow
is not producing cells at all, and in others,

the bone marrow is stuck producing tens of

thousands of immature cells.

4. Cervical lymph node enlargement is associ-

ated with Hodgkin’s lymphoma, and
positive acid-fast bacillus is diagnostic for
tuberculosis.

TEST-TAKING HINT: Option “3” could be
eliminated because of the excessive energy.
Illness normally drains energy reserves; it
does not increase them.
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Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of Risk
Potential: Cognitive Level — Analysis.

. 1. Sleeping with the head of the bed elevated

might relieve some intracranial pressure,
but it will not prevent increased intracranial
pressure from occurring.

2. Analgesic medications for clients with can-
cer are given on a scheduled basis with a
fast-acting analgesic administered PRN for
breakthrough pain.

3. Radiation therapy to the head and scalp
area is the treatment of choice for cen-
tral nervous system involvement of any
cancer. Radiation therapy has longer
lasting side effects than chemotherapy.
If the radiation therapy destroys the hair
follicles, the hair will not grow back.

4. Cognitive deterioration does not usually
occur.

TEST-TAKING HINT: The test taker must be
aware of the treatments used for the dis-

ease processes to answer this question but
might eliminate option “2” because it vio-
lates basic principles of pain management.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

. 1. All of the bone marrow cells must be

destroyed prior to “implanting” the
healthy bone marrow. High-dose
chemotherapy and full-body irradiation
therapy are used to accomplish this.

2. Autologous transfusions are infusions from
the client himself or herself. This client has
a cancer involving blood tissue. To reinfuse
the client’s own tissues would be to pur-
posefully give the client cancer cells.

3. The best bone marrow donor comes
from an identical twin; next best comes
from a sibling who matches. The most
complications occur from a matched
unrelated donor (MUD). The client’s
body recognizes the marrow as foreign
and tries to reject it, resulting in
graft-versus-host disease (GVHD).

4. The CBC must be monitored daily to
assess for infections, anemia, and
thrombocytopenia.

5. Clients will have at least one multiple-
line central venous access. These clients
are seriously ill and require multiple
transfusions and antibiotics.



TEST-TAKING HINT: If the test taker knows
the definition of “autologous,” then option
“2” could be eliminated.

Content — Surgical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive

Level — Application.

. 1. All types of leukemia are serious and can
cause death. The chronic types of leukemia
are more insidious in the onset of symp-
toms and can have a slower progression of
the disease. Chronic types of leukemia are
more common in the adult population.

2. The symptoms may have a slower onset,
but anemia causing fatigue and weakness
and thrombocytopenia causing bleeding can
be present (usually in the later stages of the
disease). Organ enlargement from infiltra-
tion may be present. Secondary symptoms
of fever, night sweats, and weight loss may
also be present.

3. This disease is usually found in adults.

4. In this form of leukemia, the cells seem
to escape apoptosis (programmed cell
death), which results in many thousands
of mature cells clogging the body. Be-
cause the cells are mature, the client
may be asymptomatic in the early stages.

TEST-TAKING HINT: The test taker can elim-
inate option “1” on the basis of “not seri-
ous”; common sense lets the test taker
know this is not true.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Analysis.

. 1. A left shift indicates immature white
blood cells are being produced and
released into the circulating blood
volume. This should be investigated for
the malignant process of leukemia.

2. Leukocytosis (elevated WBCs) is normal in
the presence of an infection, but it should
decrease as the infection clears.

3. A low hemoglobin and hematocrit level indi-
cates anemia and can be caused by a number
of factors. Anemia does occur in leukemia,
but it is not diagnostic for leukemia.

4. Red blood cells larger than normal occur in
macrocytic anemias (vitamin B, and folic
acid deficiency). They are not characteristic
of leukemia.

TEST-TAKING HINT: The test taker should
recognize elevated WBCs resolve with
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antibiotics as an infection. Option “3” is
not specific enough to be the correct
answer.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of Risk
Potential: Cognitive Level — Analysis.

. 1. Because of the ineffective or nonexistent

WBCs (segmented neutrophils) characteris-
tic of leukemia, the body cannot fight infec-
tions, and antibiotics are given to treat
infections.

2. Leukemic infiltrations into the organs or
the central nervous system cause pain. Mor-
phine is the drug of choice for most clients
with cancer.

3. Epogen is a biologic response modifier
that stimulates the bone marrow to pro-
duce red blood cells. The bone marrow
is the area of malignancy in leukemia.
Stimulating the bone marrow would be
generally ineffective for the desired
results and would have the potential to
stimulate malignant growth.

4. Gleevec is a drug that specifically works in
leukemic cells to block the expression of the
BCR-ABL protein, preventing the cells
from growing and dividing.

TEST-TAKING HINT: If the test taker were

not familiar with the drug mentioned in

option “4,” then this option would not be a

good choice. Options “1” and “2” are com-

mon drugs and should not be chosen as the
answer unless the test taker knows for sure
they are contraindicated.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Application.

8. 1. The anemia that occurs in leukemia is not

related to iron deficiency, and eating foods
high in iron will not help.

2. The platelet count of 22 x 10°/mm3
indicates a platelet count of 22,000. The
definition of thrombocytopenia is a
count less than 100,000. This client is at
risk for bleeding. Bleeding precautions
include decreasing the risk by using
soft-bristle toothbrushes and electric
razors and holding all venipuncture sites
for a minimum of five (5) minutes.

3. The sodium level is within normal limits.
The client is encouraged to eat whatever he
or she wants to eat unless some other
disease process limits food choices.
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4. The client is at risk for infection, but
unless the family or significant others are
ill, they should be encouraged to visit
whenever possible.

TEST-TAKING HINT: The test taker could
eliminate option “3” on the basis of a
normal laboratory value. The RBC, WBC,
and platelet values are all not in normal
range. The correct answer option must
address one of these values.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Synthesis.

1. The nurse should administer an
antiemetic prior to meals, not an
antidiarrheal medication.

2. Serum albumin is a measure of the
protein content in the blood that is
derived from the foods eaten; albumin
monitors nutritional status.

3. Assessment of the nutritional status is in-
dicated for this problem, not assessment of
the signs and symptoms of infections.

4. This addresses an altered skin integrity
problem.

TEST-TAKING HINT: The stem of the ques-
tion asks for interventions for “altered
nutrition.” Assessment is the first step of
the nursing process, but option “3” is not
assessing nutrition.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Basic Care and Comfort: Cognitive Level — Application.

1. The newly diagnosed client will need
to be taught about the disease and
about treatment options. The regis-
tered nurse cannot delegate teaching
to an LPN.

2. This client is postprocedure and could be
cared for by the LPN.

3. This client has already received the blood
products; this client requires routine mon-
itoring, which the LPN could perform.

4. The LPN can administer antibiotic
medications.

TEST-TAKING HINT: The nurse cannot as-
sign assessment, teaching, or evaluation.
The clients in options “2,” “3,” and “4”
are stable or have expected situations.

Content — Nursing Management: Category of
Health Alteration — Management: Integrated
Nursing Process — Planning: Client Needs — Safe

Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

. 1. Treating infections, which require HCP

orders for cultures and antibiotics, is a
collaborative problem.

2. The treatment of anemia is a collaborative
problem.

3. The provision of adequate nutrition
requires collaboration between the nurse,
HCP, and dietitian.

4. Grieving is an independent problem,
and the nurse can assess and treat this
problem with or without collaboration.

TEST-TAKING HINT: The stem of the ques-
tion asks for an independent intervention.
If the test taker understands the problem
and the treatment needs, options “1,” “2,”
and “3” can be eliminated.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Diagnosis:
Client Needs — Psychosocial Integrity: Cognitive
Level — Analysis.

. 1. These vital signs are not alarming. The

vital signs are slightly elevated and indi-
cate monitoring at intervals, but they do
not indicate an immediate need.

2. Hyperplasia of the gums is a symptom
of myeloid leukemia, but it is not an
emergency.

3. Weakness and fatigue are symptoms of the
disease and are expected.

4. Pain is expected, but it is a priority,
and pain control measures should be
implemented.

TEST-TAKING HINT: If all the answer
options contain expected events, the test
taker must decide which is priority—and
pain is a priority need.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

Lymphoma

13. 1. The scan detects abnormalities in the lym-

phatic system, not the vascular system.

2. Dye is injected between the toes of
both feet and then scans are performed
in a few hours, at 24 hours, and then
possibly once a day for several days.

3. Cardiac angiograms are performed
through the femoral or brachial arteries
and are completed in one session.



4. The test takes 30 minutes to one (1) hour
and then is repeated at intervals.

TEST-TAKING HINT: The test taker must be
aware of diagnostic tests used to diagnose
specific diseases. Options “1” and “3”
could be eliminated because of the words
“vascular” and “cardiac”; these words per-
tain to the cardiovascular system, not the
lymphatic system.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Synthesis.

14. 1. Biopsies are surgical procedures requiring
needle aspiration or excision of the area;
they are not nuclear medicine scans.

2. The biopsy specimen is sent to the pathol-
ogy laboratory for the pathologist to
determine the type of cell. “Laboratory
test” refers to tests of body fluids
performed by a laboratory technician.

3. A biopsy is used to determine if the client
has cancer and, if so, what kind. However,
this response does not answer the client’s
question.

4. A biopsy is the removal of cells from a
mass and examination of the tissue un-
der a microscope to determine if the
cells are cancerous. Reed-Sternberg
cells are diagnostic for Hodgkin’s dis-
ease. If these cells are not found in the
biopsy, the HCP can rebiopsy to make
sure the specimen provided the needed
sample or, depending on involvement
of the tissue, diagnose a non-Hodgkin’s
lymphoma.

TEST-TAKING HINT: Option “1” can be
eliminated if the test taker knows what
the word “biopsy” means. Option “3”
does not answer the question and can be
eliminated for this reason.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Knowledge.

15. 1. Clients with Hodgkin’s disease
experience drenching diaphoresis,
especially at night; fever without
chills; and unintentional weight loss.
Early-stage disease is indicated by a
painless enlargement of a lymph node
on one side of the neck (cervical area).
Pruritus is also a common symptom.

2. Lymph node enlargement with Hodgkin’s
disease is in the neck area.
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16.

17.

3. Malaise and stomach complaints are not
associated with Hodgkin’s disease.

4. Pain in the neck area at the site of the
cancer occurs in some clients after the
ingestion of alcohol. The cause for this is
unknown.

TEST-TAKING HINT: The test taker must
notice the descriptive words, such as
“groin” and “fatty,” to decide if these
options could be correct.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Reduction of Risk
Potential: Cognitive Level — Analysis.

1. Long-term steroid use suppresses the
immune system and has many side effects,
but it is not the highest risk for the
development of lymphoma.

2. This client would be considered to be in
late-stage breast cancer. Cancers are
described by the original cancerous tissue.
This client has breast cancer that has
metastasized to the lymph system.

3. Clients who have received a transplant
must take immunosuppressive medica-
tions to prevent rejection of the organ.
This immunosuppression blocks the
immune system from protecting the
body against cancers and other dis-
eases. There is a high incidence of

lymphoma among transplant recipients.

4. A neurogenic bladder is a benign disease;
stent placement would not put a client at
risk for cancer.

TEST-TAKING HINT: To answer this ques-
tion, the test taker must be aware of the
function of the immune system in the
body and of the treatments of the disease
processes.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Assessment:
Client Needs — Health Promotion and Maintenance:
Cognitive Level — Analysis.

1. Up to 90% of clients respond well to
standard treatment with chemotherapy
and radiation therapy, and those who
relapse usually respond to a change of
chemotherapy medications. Survival
depends on the individual client and
the stage of disease at diagnosis.

2. Investigational therapy regimens would
not be recommended for clients initially
diagnosed with Hodgkin’s disease because
of the expected prognosis with standard
therapy.
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18.

19.
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3. Clients usually achieve a significantly
longer survival rate than six (6) months.
Many clients survive to develop long-term
secondary complications.

4. Secondary cancers can occur as long as
20 years after a remission of the Hodgkin’s
disease has occurred.

TEST-TAKING HINT: The test taker must
have a basic knowledge of the disease
process but could rule out option “2” on
the basis of the word “investigational.”

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Iimplementation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive

Level — Application.

1. Encouraging the client to talk about his or
her feelings is an independent nursing
intervention.

2. Discussing activities that will make pleas-
ant memories and planning a family out-
ing improve the client’s quality of life and
assist the family in the grieving process
after the client dies, but this is an
independent nursing intervention.

3. Nurses can and do refer clients diagnosed
with cancer to the American Cancer
Society—sponsored groups independently.
Dialogue is a group support meeting that
focuses on dealing with the feelings associ-
ated with a cancer diagnosis.

4. Collaborative interventions involve
other departments of the health-care
facility. A chaplain is a referral that can
be made, and the two disciplines
should work together to provide the
needed interventions.

TEST-TAKING HINT: The stem of the ques-
tion asks for a collaborative intervention,
which means that another health-care
discipline must be involved. Options “1,”
“2,” and “3” are all interventions the
nurse can do without another discipline
being involved.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Diagnosis:
Client Needs — Psychosocial Integrity: Cognitive
Level — Analysis.

1. An MRI of the chest area will determine
numerous disease entities, but it cannot
determine the specific morphology of
Reed-Sternberg cells, which are diagnostic
for Hodgkin’s disease.

2. A CT scan will show tumor masses in the
area, but it is not capable of pathological
diagnosis.

20.

21.

3. ESR laboratory tests are sometimes used
to monitor the progress of the treatment
of Hodgkin’s disease, but ESR levels can
be elevated in several disease processes.

4. Cancers of all types are definitively
diagnosed through biopsy procedures.
The pathologist must identify Reed-
Sternberg cells for a diagnosis of
Hodgkin’s disease.

TEST-TAKING HINT: The test taker can
eliminate the first three (3) answer
options on the basis these tests give
general information on multiple diseases.
A biopsy procedure of the involved tissues
is the only procedure that provides a
definitive diagnosis.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Knowledge.

1. This client is receiving treatments that can
have life-threatening side effects; the nurse
is not experienced with this type of client.

2. Chemotherapy is administered only by
nurses who have received training in
chemotherapy medications and their
effects on the body and are aware of
necessary safety precautions; this nurse
is in the first week of orientation.

3. This is expected in a client with leukemia,
but it indicates a severely low platelet
count; a nurse with more experience
should care for this client.

4. This client is receiving blood. The
nurse with experience on a medical-
surgical floor should be able to admin-
ister blood and blood products.

TEST-TAKING HINT: The key to this ques-
tion is the fact, although the nurse is an
experienced medical-surgical nurse, the
nurse is not experienced in oncology.
The client who could receive a treatment
on a medical-surgical floor should be
assigned to the nurse.

Content — Nursing Management: Category of
Health Alteration — Management: Integrated
Nursing Process — Planning: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. This is a false promise. Many clients
undergo premature menopause as a
result of the cancer therapy.

2. The client should be taught to practice
birth control during treatment and for
at least two (2) years after treatment



has ceased. The therapies used to treat
the cancer can cause cancer. Antineo-
plastic medications are carcinogenic,
and radiation therapy has proved to be
a precursor to leukemia. A developing
fetus would be subjected to the inter-
nal conditions of the mother.

3. Some clients—but not all—do become
sterile. The client must understand the
risks of therapy, but the nurse should give
a realistic picture of what the client can
expect. It is correct procedure to tell
the client the nurse does not know
the absolute outcome of therapy. This
is the ethical principle of veracity.

4. The therapy may interfere with the client’s
menses, but it may be temporary.

TEST-TAKING HINT: Option “3” can be
eliminated on the basis that it says “all”
clients; if the test taker can think of one
case where “all” does not apply, then the
option is incorrect.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

22. 1. Enlarged lymph tissue would occur in

Stage III or IV Hodgkin’s lymphoma.

2. A tender left upper quadrant would indi-
cate spleen infiltration and occurs at a
later stage.

3. Stage I lymphoma presents with no
symptoms; for this reason, clients are
usually not diagnosed until the later
stages of lymphoma.

4. B-cell lymphocytes are the usual lympho-
cytes involved in the development of
lymphoma, but a serum blood test must
be done specifically to detect B cells. They
are not tested on a CBC.

TEST-TAKING HINT: Most cancers are
staged from 0 to IV. Stage 0 is microin-
vasive and Stage I is minimally invasive,
progressing to Stage IV, which is large
tumor load or distant disease. If the test
taker noted the “Stage I,” then choosing
the option that presented with the least
amount of known disease—option “3”—
would be a good choice.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

23. 1. After the first 15 minutes during
which the client tolerates the blood
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24.
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transfusion, it is appropriate to ask the
UAP to take the vital signs as long as
the UAP has been given specific param-
eters for the vital signs. Any vital sign
outside the normal parameters must
have an intervention by the nurse.

2. Antineoplastic medication infusions must
be monitored by a chemotherapy-certified,
competent nurse.

3. This is the responsibility of the ward sec-
retary or the nurse, not the unlicensed
assistive personnel.

4. This represents the evaluation portion of the
nursing process and cannot be delegated.

TEST-TAKING HINT: The test taker must
decide what is within the realm of duties
of a UAP. Three (3) of the options have
the UAP doing some action with medica-
tions. This could eliminate all of these.
Option “1” did not say monitor or evalu-
ate or decide on a nursing action; this
option only says the UAP can take vital
signs on a client who is presumably stable
because the infusion has been going long
enough to reach the hourly time span.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

1. The five (5)-year mark is a time for
celebration for clients diagnosed with
cancer, but the therapies can cause sec-
ondary malignancies and there may be
a genetic predisposition for the client
to develop cancer. The client should
continue to be tested regularly.

2. Follow-up appointments should be at least
yearly.

3. The client’s risk for developing cancer has
increased as a result of the therapies
undergone for the lymphoma.

4. This client is in remission, and death is
not imminent.

TEST-TAKING HINT: The test taker should
look at the time frames in the answer
options. It would be unusual for a client
to be told to have a checkup every

five (5) years. Option “4” can be elimi-
nated by the stem, which clearly indicates
the client is progressing well at the

five (5)-year remission mark.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Health Promotion and Maintenance:
Cognitive Level — Synthesis.
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Anemia

25.

26.

1. The rugae in the stomach produce
intrinsic factor, which allows the body
to use vitamin B, from the foods
eaten. Gastric bypass surgery reduces
the amount of rugae drastically. Clients
develop pernicious anemia (vitamin B,,
deficiency). Other symptoms of anemia
include dizziness and the tachycardia
and dyspnea listed in the stem.

2. Folic acid deficiency is usually associated
with chronic alcohol intake.

3. Iron deficiency is the result of chronic
blood loss or inadequate dietary intake of
iron.

4. Sickle cell anemia is associated with
African Americans, but the symptoms and
history indicate a different anemia.

TEST-TAKING HINT: The question did not
give a lifetime history of anemia, which
would be associated with sickle cell dis-
ease. The stem related a history of obesity
and surgery. The test taker should look
for an answer related to intake of vitamins
and minerals. A review of the anatomy of
the stomach is the key to the question.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. Menorrhagia (excessive blood loss during
menses) does not cause pain. Fibroids or
other factors that cause the menorrhagia
may cause pain, but lack of rest or sleep is
not responsible for the listlessness or
fatigue.

2. The symptoms are the direct result of the
excessive blood loss.

3. Some viruses do cause a chronic fatigue
syndrome, but there is a direct cause and
effect from the menorrhagia.

4. Menorrhagia is excessive blood loss
during menses. If the blood loss is
severe, then the client will not have the
blood’s oxygen-carrying capacity
needed for daily activities. The most
frequent symptom and complication of
anemia is fatigue. It frequently has the
greatest impact on the client’s ability to
function and quality of life.

TEST-TAKING HINT: Three (3) of the answer
options have the word menorrhagia in
them, but option “3” detours from the sub-
ject to talk about viruses; this could elimi-
nate it as a consideration. This question

27.

28.

requires the test taker to understand med-
ical terminology—in this case, what menor-
rhagia means—and then decide what
results from that process in the body.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Analysis.

1. The nurse should monitor the hemo-
globin and hematocrit in all clients di-
agnosed with anemia.

2. Because decreased oxygenation levels
to the brain can cause the client to
become confused, a room where the
client can be observed frequently—
near the nurse’s desk—is a safety issue.

3. The client should include leafy green veg-
etables in the diet. These are high in iron.

4. Numbness and tingling may occur in
anemia as a result of neurological
involvement.

5. Fatigue is the number-one presenting
symptom of anemia.

TEST-TAKING HINT: This is an alternative-
type question requiring the test taker to
select multiple correct answers. The test
taker could eliminate option “3” because
the only clients told to limit green leafy
vegetables are those receiving Coumadin,
an oral anticoagulant.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Diagnosis:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Analysis.

1. Iron is constipating; an antidiarrheal is
contraindicated for this drug.

2. Iron can cause gastrointestinal distress and
tolerance to it is built up gradually; exer-
cise has nothing to do with tolerating iron.

3. The stool will be a dark green-black,
which can mask the appearance of
blood in the stool.

4. The client should eat a well-balanced diet
high in iron, vitamins, and protein. Fowl
and fish are encouraged.

TEST-TAKING HINT: The test taker could
eliminate option “4” as a possible answer
because of the absolute word “only.”
Health-care professionals usually encour-
age the client to limit red and organ meats.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Planning: Client Needs —
Physiological Integrity, Pharmacological and
Parenteral Therapies: Cognitive Level — Synthesis.



29.

30.

31.

1. The nurse should evaluate the stools of a
client diagnosed with melena (dark, tarry
stools indicate blood) as part of the
ongoing assessment.

2. The UAP can take the vital signs of a
client who is stable; this client received
the blood the day before.

3. Evaluation is the nurse’s responsibility; the
nurse should know exactly what the client
is eating.

4. A client with severe hemolytic anemia
would have pancytopenia and is at risk for
bleeding.

TEST-TAKING HINT: Melena indicates a
problem with the bowel movements and
would indicate a need for nursing judg-
ment. A nurse cannot delegate judgment
decisions.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Muanagement of Care: Cognitive Level — Synthesis.

74 mL/hr.

Pumps are set at an hourly rate. The
client in congestive heart failure should
receive blood at the slowest possible rate
to prevent the client from further compli-
cations of fluid volume overload. Each
unit of blood must be infused within four
(4) hours of initiation of the infusion.

250 mL + 45 mL =295 mL

295 mL + 4 = 73 % mL/hr, which rounded
is 74 mL/hr

TEST-TAKING HINT: The test taker must
think about the disease process and the
normal requirement for administering
blood to arrive at the correct answer.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Application.

1. Most clients diagnosed with folic acid
deficiency anemia have developed the
anemia from chronic alcohol abuse.
Alcohol consumption increases the use
of folates, and the alcoholic diet is
usually deficient in folic acid. A referral
to Alcoholics Anonymous would be
appropriate.

2. There is no connection between folic acid
deficiency and leukemia; therefore, this
referral would not be appropriate.

3. A hematologist may see the client, but
nurses usually don’t make this kind of
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32.

33.
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referral; the HCP would make this referral
if the HCP felt incapable of caring for the
client.

4. The social worker is not the most
appropriate referral.

TEST-TAKING HINT: The stem asks the test
taker to decide which referral is most ap-
propriate. Option “4” might be appropri-
ate for a number of different clients, but
nothing in the stem indicates a specific
need for social services. The test taker
must decide which could be a possible
cause of folic acid deficiency anemia.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Muanagement of Care: Cognitive Level — Synthesis.

1. Any nurse should be able to administer
iron supplements, which are oral iron
preparations.

2. Any nurse should be able to give an
intramuscular medication.

3. Pancytopenia is a situation that devel-
ops in clients diagnosed with aplastic
anemia because the bone marrow is
not able to produce cells of any kind.
The client has anemia, thrombocytope-
nia, and leukopenia. This client could
develop an infection or hemorrhage, go
into congestive heart failure, or have a
number of other complications
develop. This client needs the most
experienced nurse.

4. A deficiency of erythropoietin is common
in clients diagnosed with renal disease.
The current treatment for this is to
administer erythropoietin, a biologic
response modifier, subcutaneously or, if
the anemia is severe enough, a blood
transfusion.

TEST-TAKING HINT: The test taker could
eliminate options “1” and “2” because of
the words “most experienced nurse” in
the stem.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Muanagement of Care: Cognitive Level — Synthesis.

1. The client may need oxygen, but getting
the client a wheelchair and getting the
client back to bed is priority.

2. The client is experiencing dyspnea on
exertion, which is common for clients
with anemia. The client needs a wheel-
chair to limit the exertion.
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35.
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3. The problem with this client is not a pul-
monary one; it is a lack of hemoglobin.

4. Even if the nurse helps the client ambu-
late, the client still will not have the
needed oxygen for the tissues.

TEST-TAKING HINT: The test taker should
ask, “What is causing the distress and
what will alleviate the distress the
fastest?” The distress is caused by exer-
tion and it is occurring in the hallway.
The most expedient intervention is to
have the client stop the activity that is
causing the distress; a chair will accom-
plish this, but the client should be
returned to the room, so it needs to

be a wheelchair.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. The usual medication dosing time for daily
medications is 0900, but this is only an hour
after the breakfast meal. Iron absorption is
reduced when taken with food.

2. This is approximately two (2) hours
after breakfast and is the correct dos-
ing time for iron to achieve the best
effects. Iron preparations should be
administered one (1) hour before a
meal or two (2) hours after a meal.
Iron can cause gastrointestinal upset,
but if administered with a meal,
absorption can be diminished by as
much as 50%.

3. This is the usual time health-care facilities
serve lunch.

4. This time would be very close to the
evening meal and would decrease the
absorption of the iron.

TEST-TAKING HINT: The test taker could
eliminate options “3” and “4” if the test
taker realized both of these times are
very close to mealtimes, so, with this in
common, food must pose a problem for
the medication.

Content — Medical: Category of Health Alteration —
Hermatology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. This is an instruction for antibiotics, not
iron. The client will take iron for an
indefinite period.

2. Pulse is indirectly affected by anemia
when the body attempts to compensate for

36.

the lack of oxygen supply, but this is an in-
direct measure, and blood pressure is not
monitored for anemia.

3. The client should have a complete
blood count regularly to determine the
status of the anemia.

4. Isometric exercises are bodybuilding exer-
cises, and the client should not be exerting
himself or herself in this manner.

TEST-TAKING HINT: The test taker could
eliminate option “1” because this applies
to antibiotics and option “4” because it is
isometric exercise.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

1. The client’s problem is activity intoler-
ance, and pacing of activities directly
affects the diagnosis.

2. This is an appropriate intervention for
iron or vitamin deficiency, but it is not for
activity intolerance.

3. This may be done, but not specifically for
the diagnosis.

4. This would not help activity intolerance.

TEST-TAKING HINT: The test taker should
read the stem closely and choose only in-
terventions that directly affect an activity.
The word “activity” is in the diagnosis
and in the correct answer. When an
answer option matches with the stem,

it is a good choice.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Iimplementation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive

Level — Application.

Bleeding Disorders

3778

1. This is a major surgery but has a pre-
dictable course with no complications
identified in the stem, and a colostomy
is expected with this type of surgery.
The graduate nurse could be assigned
this client.

2. Acute respiratory distress syndrome
(ARDS) is a potentially life-threatening
complication and should be assigned to a
more experienced nurse.

3. Disseminated intravascular coagulation
(DIC) is life threatening. The client is
unstable and should be assigned to a more
experienced nurse.



38.

39.

4. This client is experiencing hypovolemia,
which means hemorrhaging and potential
emergency surgery; therefore, this client
should be assigned to a more experienced
nurse.

TEST-TAKING HINT: The test taker must
think about what type of client a new
graduate should be assigned. The least
critical client is the correct choice.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Muanagement of Care: Cognitive Level — Synthesis.

1. DIC is a complication in many obstetric
problems, including septic abortion,
abruptio placentae, amniotic fluid embo-
lus, and retained dead fetus, but it is not a
complication of placenta previa.

2. A client with a fat embolus is at risk for
DIC, but a client with a pulmonary
embolus is not.

3. Hemodialysis is not a risk factor for
developing DIC.

4. DIC is a clinical syndrome that devel-
ops as a complication of a wide variety
of other disorders, with sepsis being
the most common cause of DIC.

TEST-TAKING HINT: The test taker could
eliminate option “3” if the test taker knew
that DIC is a complication of another
disorder. Age is not a risk factor for
developing DIC.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

1. The signs/symptoms of DIC result
from clotting and bleeding, ranging
from oozing blood to bleeding from
every body orifice and into the tissues.

2. Chest pain and frothy sputum may
indicate a pulmonary embolus.

3. Foul-smelling, concentrated urine may
indicate dehydration or urinary tract
infection.

4. A reddened, inflamed central line catheter
site indicates a possible infection.

TEST-TAKING HINT: If the test taker realized
that coagulation deals with blood, then the
only answer option that addresses any type
of bleeding is option “1.”

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

40. 1.

41. 1.
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The prothrombin time (PT), along with
the partial thromboplastin time (PTT)
and thrombin time, are prolonged or
increased in a client with DIC.

2. The fibrinogen level helps predict
bleeding in DIC. As it becomes lower,
the risk of bleeding increases.

3. The platelet count is decreased in DIC.
The platelets are used up because clotting
and bleeding are occurring simultaneously.

4. White blood cell counts increase as a

result of infection, not from DIC.

TEST-TAKING HINT: An understanding of
bleeding may help the test taker rule out
options “3” and “4” because platelets are
needed for clotting, so an increased
platelet count would not cause bleeding,
and WBCs are associated with infection.
If the test taker thinks about oral antico-
agulant therapy and remembers that PT is
prolonged with bleeding, it might lead to
eliminating option “1” as a possible
correct answer.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

Heparin, a parenteral anticoagulant, is
administered to interfere with the clot-
ting cascade and may prevent further
clotting factor consumption as a result of
uncontrolled bleeding, but its use is
controversial. Oral anticoagulants are
not administered.

2. Plasmapheresis involves the removal of
plasma from withdrawn blood by centrifu-
gation, reconstituting it in an isotonic
solution, and then reinfusing the solution
back into the body, but it is not a
treatment for DIC.

3. Fresh frozen plasma and platelet con-
centrates are administered to restore
clotting factors and platelets.

4. Calculating the intake and output is

adding up how much oral and intravenous

fluids went into the client and how much
fluid came out of the client. It does not

require an HCP’s order and thus is not a

collaborative treatment.

TEST-TAKING HINT: “Collaborative” means
another health-care discipline must order
or perform the intervention. A test-taking
hint that may help with unit examinations,
but not with the NCLEX-RN, is that, if
the test taker has studied the assigned
content and has never heard of one of the
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43.
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words in the answer options, the test
taker should not select that answer—
in this case, perhaps the word
“plasmapheresis.”

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Synthesis.

1. This is a true statement, but it is medical
jargon explaining how someone gets he-

mophilia A and so is not the best response.

2. This is a true statement, but it refers to
the pathophysiology of hemophilia A and
does not explain how someone gets the
disease.

3. This is a true statement, but it does not
answer the question of how someone
gets it.

4. This is a true statement and explains
exactly how someone gets hemophilia A:
the mother passes it to the son.

TEST-TAKING HINT: When the stem has the
word “best” in it, then all four answer op-
tions could be correct and, in this case,
statements that the nurse could reply, but
only one answer option is best. The test
taker needs to evaluate the stem and
identify terms that may help select the
best option; in this case, a UAP is asking
the question and a direct answer without
using medical jargon should be given.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. Nosebleeds, along with hemarthrosis,
cutaneous hematoma formation, bleed-
ing gums, hematemesis, occult blood,
and hematuria, are all signs/symptoms
of hemophilia.

2. Petechiae are tiny purple or red spots that
appear on the skin as a result of minute
hemorrhages within the dermal or submu-
cosal layers, but they are not signs of
hemophilia.

3. Subcutaneous emphysema is air under the
skin, which may occur with chest tube or
tracheostomy insertion.

4. Intermittent claudication is severe leg pain
that occurs from decreased oxygenation to
the leg muscles.

TEST-TAKING HINT: If the test taker knows
that hemophilia is a bleeding disorder, the
test taker should eliminate any answer

44.

45.

options that don’t address bleeding—in
this case, options “3” and “4.”

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

1. Vomiting blood is not a situation that
would indicate the client has von
Willebrand’s disease.

2. Microscopic blood in the urine is not a
sign of von Willebrand’s disease.

3. von Willebrand’s disease is a type of
hemophilia. The most common heredi-
tary bleeding disorder, it is caused by a
deficiency in von Willebrand’s (vW)
factor and is often diagnosed after pro-
longed bleeding following surgery or
dental extraction.

4. Abruptio placentae is not a situation that
might cause von Willebrand’s disease.

TEST-TAKING HINT: The test taker must be
knowledgeable about vW factor to be able
to answer this question. Risk factors or
situations are facts that need to be
memorized.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

1. The client should avoid prescription and
over-the-counter drugs containing aspirin
because these drugs may have an an-
tiplatelet effect, leading to bleeding.

2. Hemarthrosis is bleeding into the joint.
Applying ice to the area can cause
vasoconstriction, which can help
decrease bleeding.

3. The joint should be immobilized for 24 to
48 hours after the bleeding starts.

4. Dependent position is putting the extrem-
ity below the level of the heart; the extrem-
ity should be elevated if possible.

TEST-TAKING HINT: If the test taker does
not know the answer, the test taker could
apply medical terminology; in this case,
the terminology contains bem-, which
refers to “blood.” A basic concept with
bleeding is that cold causes vasoconstric-
tion; therefore, option “2” would be a
good choice to select.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.



46. 1. ITP is due to bleeding from small
vessels and mucous membranes.
Petechiae, tiny purple or red spots that
appear on the skin as a result of minute
hemorrhages within the dermal or
submucosal layers, and purpura, hem-
orrhaging into the tissue beneath the
skin and mucous membranes, are the
first signs of I'TP.

2. A capillary refill ime (CRT) less than
three (3) seconds is a normal assessment
finding and would not indicate I'TP.

3. A splenectomy is the treatment of choice
if glucocorticosteroid therapy does not
treat the I'TP, but the spleen is not
enlarged.

4. ITP causes bleeding, but it does not affect
the oxygen that gets to the periphery.

TEST-TAKING HINT: Knowing medical
terminology—in this case, that thrombo-
refers to “platelets”—the test taker could
conclude that an answer option that
includes something about bleeding would
be the most appropriate selection for the
correct answer. Options “2” and “4” could
be eliminated as possible answers based
on the knowledge that these are normal
values.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

47. 1. A range for the normal PTT is 32 to
39 seconds.

2. These are normal hemoglobin/hematocrit
levels for either a male or female client.

3. A platelet count of less than 100,000
per cubic millimeter of blood indicates
thrombocytopenia.

4. This is a normal red blood cell count.

TEST-TAKING HINT: The test taker must be
knowledgeable of normal laboratory val-
ues. The test taker should write these
normal values on a 3 X 5 card, carry it
with him or her, and memorize the values.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

48. 1. The client should use an electric razor,
which minimizes the opportunity to develop
superficial cuts that may result in bleeding.

2. Enemas, rectal thermometers, and
intramuscular injections can pose a risk
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of tissue and vascular trauma that can
precipitate bleeding.

3. Even minor trauma can lead to serious
bleeding episodes; safer activities such
as swimming or golf should be
recommended.

4. Direct pressure occludes bleeding
vessels.

5. There is no reason why the client can’t
floss the teeth.

TEST-TAKING HINT: This type of question
requires the test taker to select all inter-
ventions that apply. Bleeding is the
priority concern with hemophilia A, so
all interventions should be based around
activities that can potentially cause
bleeding and ways to treat bleeding.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

Blood Transfusions

49. 1. The client must give permission to

receive blood or blood products
because of the nature of potential
complications.

2. Most blood products require at least a
20-gauge IV because of the size of the cells.
RBC:s are best infused through an 18-gauge
IV. If unable to achieve cannulation with an
18-gauge, a 20-gauge is the smallest accept-
able IV. Smaller IVs damage the cell walls
of the RBCs and reduce the life expectancy
of the RBCs.

3. Because infusing IV fluids can cause a
fluid volume overload, the nurse must
assess for congestive heart failure.
Assessing the lungs includes auscultat-
ing for crackles and other signs of
left-sided heart failure. Additional
assessment findings of jugular vein
distention, peripheral edema, and liver
engorgement indicate right-sided
failure.

4. Checking for allergies is important
prior to administering any medication.
Some medications are administered
prior to blood administration.

5. A keep-open IV of 0.9% saline would be
hung. D5W causes red blood cells to
hemolyze in the tubing.

TEST-TAKING HINT: This is an alternative-
type question. This type of question can
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appear anywhere on the NCLEX-RIN
examination. Each answer option must be
evaluated on its own merit. One will not
rule out another. Assessing is the first
step of the nursing process. Unless the
test taker is absolutely sure that an option
is wrong, the test taker could select an
option based on “assessing,” such as
options “3” and “4.” Ethically speaking,
informed consent should always be given
for any procedure unless an emergency
life-or-death situation exists. The other
options require knowledge of blood and
blood product administration.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

1. This should be done, but the client re-
quires the IV first. This client is at risk for
shock.

2. The first action in a situation in which
the nurse suspects the client has a fluid
volume loss is to replace the volume as
quickly as possible.

3. The client will probably need to have
surgery to correct the source of the bleed-
ing, but stabilizing the client with fluid
resuscitation is first priority.

4. This is the last thing on this list in order
of priority.

TEST-TAKING HINT: The question requires
the test taker to decide which of the ac-
tions comes first. Only one of the options
actually has the nurse treating the client.
The test taker must not read into a
question—for example, that consent is
needed to send a client to surgery to
correct the problem, so that could be
first. Only one answer option has the
potential to stabilize the client.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Synthesis.

1. Oral surgeries are associated with tran-
sient bacteremia, and the client cannot
donate for 72 hours after an oral surgery.

2. The client cannot donate blood for one
(1) month following rubella immunization.

3. The client cannot donate blood for six
(6) months after a pregnancy because
of the nutritional demands on the
mother.

52.

53.

4. Recent allergic reactions prevent donation
because passive transference of hypersensi-
tivity can occur. This client has an allergy

developed during childhood.

TEST-TAKING HINT: All of the answer op-
tions have a given time period, and these
time frames make each option correct or
incorrect. The test taker must pay partic-
ular attention whenever an option con-
tains time frames. Is it long enough or not
frequent enough?

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Evaluation:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Knowledge.

1. O- (O-negative) blood is considered
the universal donor because it does not
contain the antigens A, B, or Rh.

(AB+ is considered the universal recipi-
ent because a person with this blood
type has all the antigens on the blood.)

2. A+ blood contains the antigen A that the
client will react to, causing the develop-
ment of antibodies. The unit being Rh+ is
compatible with the client.

3. B+ blood contains the antigen B that the
client will react to, causing the develop-
ment of antibodies. The unit being Rh+ is
compatible with the client.

4. This client does not have antigens A or B
on the blood. Administration of these
types would cause an antigen-antibody re-
action within the client’s body, resulting in
massive hemolysis of the client’s blood and

death.

TEST-TAKING HINT: This is a knowledge-
based question that requires memoriza-
tion of the particular facts regarding
blood typing. Three of the possible
answer options have a positive (+) Rh fac-
tor; only one has a negative (-) Rh factor.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

1. A steroid could delay healing time after
the surgery and has no effect on the pro-
duction of red blood cells.

2. An antibiotic does not increase the pro-
duction of red blood cells. Orthopedic
surgeries frequently involve blood loss.
The client is wishing to donate blood to
himself or herself (autologous).



54.

3. Tranquilizers do not affect the production
of red blood cells.

4. Epogen and Procrit are forms of ery-
thropoietin, the substance in the body
that stimulates the bone marrow to pro-
duce red blood cells. A client may be
prescribed iron preparations to prevent
depletion of iron stores and erythropoi-
etin to increase RBC production. A unit
of blood can be withdrawn once a week
beginning at six (6) weeks prior to
surgery. No phlebotomy will be done
within 72 hours of surgery.

TEST-TAKING HINT: The test taker should
examine the key words “autologous” and
“transfusion.” If the test taker did not
know the meaning of the word “autolo-
gous,” “auto-” as a prefix refers to “self,”
such as an autobiography is one’s own
story. Pairing “self” with “transfusion”
then should make the test taker look for
an option that would directly affect the
production of blood cells.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Iimplementation: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Application.

1. A cell saver is a device to catch the
blood lost during orthopedic surgeries
to reinfuse into the client, rather than
giving the client donor blood products.
The cells are washed with saline and
reinfused through a filter into the
client. The salvaged cells cannot be
stored and must be used within four
(4) hours or discarded because of
bacterial growth.

2. The cell saver has a measuring device; an
hourly drainage bag is part of a urinary
drainage system. A cell saver is a sterile
system that should not be broken until
ready to disconnect for reinfusion.

3. The post-anesthesia care unit nurse
would not replace the cell saver; it is
inserted into the surgical wound. A
continuous passive motion (CPM)
machine can be attached on the outside
of the bandage and started if the surgeon
so orders, but this has nothing to do with
the blood.

4. The blood has not been crossmatched so
there is not a crossmatch number.

TEST-TAKING HINT: The test taker could

discard option “4” if the test taker real-
ized that the laboratory is not involved
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55.

56.

with this blood at all. The test taker must
have basic knowledge of surgical care.

Content — Surgical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Cuare Environment, Management of Care: Cognitive
Level — Application.

1. Blood will coagulate if left out for an
extended period, but blood is stored
with a preservative that prevents this
and prolongs the life of the blood.

2. Blood is a medium for bacterial
growth, and any bacteria contaminating
the unit will begin to grow if left out-
side of a controlled refrigerated tem-
perature for longer than four (4) hours,
placing the client at risk for septicemia.

3. Blood components are stable and do not
break down after four (4) hours.

4. These are standard nursing and laboratory
procedures to prevent the complication of
septicemia.

TEST-TAKING HINT: The test taker must

know the rationale behind nursing inter-

ventions to be able to answer this question.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Knowledge.

1. The HCP has written an appropriate
order for this client, who has heart
failure, and does not need to be called
to verify the order before the nurse
implements it.

2. Blood or blood components have a speci-
fied amount of infusion time, and this is
not eight (8) hours. The time constraints
are for the protection of the client.

3. The correct procedure for administer-
ing a unit of blood over eight (8) hours
is to have the unit split into halves.
Each half-unit is treated as a new unit
and checked accordingly. This slower
administration allows the compro-
mised client, such as one with heart
failure, to assimilate the extra fluid
volume.

4. This rate has all ready been determined by
the HCP to be unsafe for this client.

TEST-TAKING HINT: The key to this ques-
tion is the time frame of eight (8) hours
and the client’s diagnosis of heart failure.
Basic knowledge of heart failure allows
the test taker to realize that fluid volume
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is the problem. Only one option addresses
administering a smaller volume at a time.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Cuare Environment, Management of Care: Cognitive
Level — Application.

1. This should be done but after preventing
any more of the PRBCs from infusing.

2. Benadryl may be administered to reduce
the severity of the transfusion reaction,
but it is not first priority.

3. The nurse should assess the client, but in
this case the nurse has all the assessment
data needed to stop the transfusion.

4. The priority in this situation is to
prevent a further reaction if possible.
Stopping the transfusion and changing
the fluid out at the hub will prevent
any more of the transfusion from
entering the client’s bloodstream.

TEST-TAKING HINT: In a question that re-
quires the test taker to determine a prior-
ity action, the test taker must decide what
will have the most impact on the client.
Option “4” does this. All the options are
interventions that should be taken, but
only one will be first.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Cuare Environment, Management of Care: Cognitive
Level — Synthess.

1. UAPs cannot assess. The nurse cannot
delegate assessment.

2. The likelihood of a reaction is the greatest
during the first 15 minutes of a transfu-
sion. The nurse should never leave the
client until after this time. The nurse
should take and assess the vital signs
during this time.

3. Auscultation of the lung sounds and
administering blood based on this infor-
mation are the nurse’s responsibility. Any
action requiring nursing judgment cannot
be delegated.

4. The UAP can assist a client to brush
the teeth. Instructions about using
soft-bristle toothbrushes and the need
to report to the nurse any pink or
bleeding gums should be given prior to
delegating the procedure.

TEST-TAKING HINT: The test taker must
be aware of delegation guidelines. The
nurse cannot delegate assessment or any

59.

60.

intervention requiring nursing judgment.
Options “1,” “2,” and “3” require judg-
ment and cannot be delegated to a UAP.

Content — Medical: Category of Health Alteration —
Oncology: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

1. The likelihood of a client who has already
received more than half of the blood prod-
uct having a transfusion reaction is slim.
The first 15 minutes have passed and to
this point the client is tolerating the
blood.

2. Clients diagnosed with leukemia have a
cancer involving blood cell production.
These are expected findings in a client
diagnosed with leukemia.

3. This client has a potential for hemor-
rhage and is reporting blood in the
vomitus. This client should be
assessed first.

4. Crohn’s disease involves frequent diarrhea
stools, leading to perineal irritation and
skin excoriation. This is expected and not
life threatening. Clients “1,” “2,” and “3”
should be seen before this client.

TEST-TAKING HINT: In a prioritizing ques-
tion, the test taker should be able to rank
in order which client to see first, second,
third, and fourth. Expected but not imme-
diately life-threatening situations are seen
after a situation in which the client has a
life-threatening problem.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Analysis.

886 mL of fluid has infused.

250 mL + 63 mL = 313 mL per unit
313 +313 =626 mL.

500 mL of saline — 240 mL remaining =
260 mL infused.

626 mL + 260 mL = 886 mL of fluid
infused.

TEST-TAKING HINT: This problem has sev-
eral steps but only requires basic addition
and subtraction. The test taker should use
the drop-down calculator on the com-
puter to check or double-check the
answer to make sure that simple mistakes
are not made.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,



Pharmacological and Parenteral Therapies: Cognitive
Level — Application.

Sickle Cell Anemia

61.

62.

1. Offering the nursing student written
material is appropriate, but the nurse’s
best statement would be to answer the
student’s question.

2. The problem in sickle cell anemia is the
blood clot inappropriately when there is a
decrease in oxygenation.

3. This is a true statement, but it is not the
best response because it is not answering
the nursing student’s question.

4. Sickle cell anemia is a disorder of the
red blood cells characterized by
abnormally shaped red cells that sickle
or clump together, leading to oxygen
deprivation and resulting in crisis and
severe pain.

TEST-TAKING HINT: When answering a
question, the test taker should really close
the eyes and answer the question exactly
how he or she would answer in the clini-
cal setting. Most nurses would answer the
student’s question and not offer written
material.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Care Environment, Management of Care:

Cognitive Level — Application.

1. This is the etiology for sickle cell anemia
(SCA), but a layperson would not under-
stand this explanation.

2. This explains the etiology in terms that
a layperson could understand. When
both parents are carriers of the disease,
each pregnancy has a 25% chance of
producing a child who has sickle cell
anemia.

3. The cause of SCA is known, and genetic
counseling can explain it to the prospec-
tive parent.

4. A virus does not cause sickle cell anemia.

TEST-TAKING HINT: When discussing dis-
ease processes with laypersons, the nurse
should explain the facts in terms that the
person can understand. Would a layperson
know what “autosomal recessive” means?
The test taker should consider terminol-
ogy when selecting an answer.

Content — Medical: Category of Health
Alteration — Hematology: Integrated Nursing
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63.

64.

65.

Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. The health-care provider could order
STAT ABGs, but caring directly for the
client is always the first priority.

2. A pulse oximeter reading of less than
93 % indicates hypoxia, which warrants
oxygen administration.

3. The nurse should start an 18-gauge IV
catheter because the client may need
blood, but this is not the nurse’s first
intervention.

4. The medication will be administered
intravenously, so the IV will have to
be started before administering the
medication.

TEST-TAKING HINT: If the test taker can
eliminate two (2) options and cannot
decide between the other two (2), the test
taker should apply a rule such as Maslow’s
hierarchy of needs and select the inter-
vention that addresses oxygenation or
airway.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Cuare Environment, Management of Care:

Cognitive Level — Synthesis.

1. Demerol is no longer recommended for
long-term pain management because the
accumulative effect of normeperidine can
cause seizures.

2. The client does not need to be in reverse
isolation because other people will not
affect the crisis.

3. Increased intravenous fluid reduces the
viscosity of blood, thereby preventing
further sickling as a result of
dehydration.

4. The client needs to be receiving intake
and output monitoring, but there is no
reason to insert a Foley catheter.

TEST-TAKING HINT: The test taker would
have to know that sickling is caused by
decreased oxygen or dehydration to know
this answer. Possibly looking at the word
“infection” and increasing fluids may help
the test taker select this option.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Synthesis.

1. To assess for cyanosis (blueness) in
individuals with dark skin, the oral
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mucosa and conjunctiva should be
assessed because cyanosis cannot be
assessed in the lips or fingertips.

2. Metatarsals are the fingers, which should
not be assessed for cyanosis.

3. Capillary refill time is not a reliable
indicator for cyanosis in individuals with
dark skin.

4. The nurse should assess the conjunctiva
for paleness, indicating hypoxemia; the
sclera is assessed for jaundice.

TEST-TAKING HINT: The test taker must
realize that assessing different nationali-
ties or races requires different assessment
techniques and data.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level — Analysis.

3,000 mL.

The key is knowing that 1 ounce is equal
to 30 mL. Then, 20 ounces (20 x 30) =
600 mL, 8 ounces (8 x 30) = 240 mL, and
4 ounces (4 x 30) = 120 x 3 cartons =

360 mL for a total of 600 + 240 + 360 =
1,200 mL of oral fluids. That, plus

1,800 mL of IV fluids, makes the total
intake for this shift 3,000 mL.

TEST-TAKING HINT: The test taker must
memorize equivalents such as how many
milliliters are in an ounce. This is the
only way that the test taker can convert
the client’s intake to be able to assess the
balance between intake and output.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive
Level — Application.

1. Whenever an opportunity presents itself,
the nurse should teach the client about his
or her condition. This client should not
go to areas that have decreased oxygen
such as Yellowstone National Park, which
is at high altitude.

2. This is passing the buck. The nurse can
respond to this comment.

3. High altitudes have decreased oxygen,
which could lead to a sickle cell crisis.

4. It is none of the nurse’s business why the
client wants to go to Yellowstone National
Park. The client’s safety comes first, and
the nurse needs to teach the client.

TEST-TAKING HINT: Even if the test taker
did not know the answer to this question,

68.

69.

the only answer option that does any
teaching is option “3,” which would be
the best choice. Yellowstone National
Park, because of its altitude, has
something to do with the answer.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive

Level — Application.

1. Chest syndrome refers to chest pain, fever,
and a dry, hacking cough with or without
pre-existing pneumonia, and is not a fatal
complication. It can occur in either
gender.

2. Compartment syndrome is a complication
of a cast that has been applied too tightly
or a fracture in which there is edema in a
muscle compartment.

3. This is a term that means painful and
constant penile erection that can occur
in male clients with SCA during a
sickle cell crisis.

4. A hypertensive crisis is potentially fatal,
but it is not a complication of SCA. The
client with sickle cell anemia usually has
cardiomegaly or systolic murmurs; both
genders have this.

TEST-TAKING HINT: This is a knowledge-
based question, but if the test taker
realized that priapism could only occur in
males, this might help the test taker select
option “3” as a correct answer. Whenever
there is a gender for the client, it usually
has something to do with the correct
answer.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Analysis.

1. Health promotion is important in clients
with chronic illnesses, but the best an-
swer should address the client’s specific
disease process, not chronic illnesses in
general.

2. An individual with SCA has a reduction
in splenic activity from infarcts occur-
ring during crises. This situation pro-
gresses to the spleen no longer being
able to function, and this increases the
client’s susceptibility to infection.

3. These vaccines do nothing to prevent
sickling of the blood cells.

4. 'Teaching the client is an independent
nursing intervention, and the nurse does
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71.

not need to rely on the HCP to designate
what should be taught to the client.

TEST-TAKING HINT: Vaccines are recom-
mended to clients with chronic problems
to help prevent the flu and pneumonia.
The test taker should see if a widely
accepted concept could help answer the
question and not get caught up in the
client’s disease process.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Health Promotion
and Maintenance: Cognitive Level — Application.

1. Research and a search for a cure are
not the missions of the Sickle Cell
Foundation.

2. The Foundation’s mission is to provide
information about the disease and
about support groups in the area. This
information helps decrease the client’s
and significant others’ feelings of
frustration and helplessness.

3. The nurse should not force personal
thoughts on the client. The nurse should
provide information and let the client
make his or her own decision. This em-
powers the client.

4. The nurse can arrange for families to
meet, but this is not the mission of the
foundation.

TEST-TAKING HINT: The nurse should know
about organizations for specific disease
processes in the geographic area, but most
organizations provide information on the
disease process and support groups.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive
Level — Application.

1. Skeletal deformities, such as lordosis or
kyphosis, are common. They are second-
ary to chronic vaso-occlusive crisis, not an
acute crisis.

2. A bloody nose is not an expected finding
in a client diagnosed with an acute
vaso-occlusive crisis.
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72.

3. Vaso-occlusive crisis, the most fre-
quent crisis, is characterized by organ
infarction, which will result in bloody
urine secondary to kidney infarction.

4. Petechiae are small pinpoint blood spots
on the skin, but they are not signs/
symptoms of a vaso-occlusive crisis.

TEST-TAKING HINT: Understanding medical
terminology of assessment data is an
important part of being able to answer
NCLEX-RN questions. These terms can
help eliminate or select an answer option.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Analysis.

1. A spinal tap is a test used to diagnose
meningitis.

2. Hemoglobin electrophoresis is a test used
to help diagnose sickle cell anemia; it is
the “fingerprinting” of the protein, which
detects homozygous and heterozygous
forms of the disease.

3. The Sickledex test is a screening test com-
monly used to screen for sickle cell ane-
mia. It is performed by a finger stick with
results in three (3) minutes.

4. The elevated temperature is the first
sign of bacteremia. Bacteremia leads to
a sickle cell crisis. Therefore, the bac-
teria must be identified so the appro-
priate antibiotics can be prescribed to
treat the infection. Blood cultures
assist in determining the type and
source of infection so that it can be
treated appropriately.

TEST-TAKING HINT: The client’s tempera-
ture in the stem is the key to selecting
blood cultures as the correct answer.

Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Synthesis.
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HEMATOLOGICAL DISORDERS COMPREHENSIVE

EXAMINATION

1. The client is diagnosed with severe iron-deficiency anemia. Which statement is the
scientific rationale regarding oral replacement therapy?
1. Iron supplements are well tolerated without side effects.
2. There is no benefit from oral preparations; the best route is IV.
3. Oral iron preparations cause diarrhea if not taken with food.
4. Very little of the iron supplement will be absorbed by the body.

2. The client’s laboratory values are RBCs 5.5 (x10%/mm3, WBCs 8.9 (x10*)/mm?3, and
platelets 189 (x10*)/mm®. Which intervention should the nurse implement?
1. Prepare to administer packed red blood cells.
2. Continue to monitor the client.
3. Request an order for Neupogen, a biologic response modifier.
4. Institute bleeding precautions.

3. The client diagnosed with anemia is admitted to the emergency department with
dyspnea, cool pale skin, and diaphoresis. Which assessment data warrant immediate
intervention?

1. The vital signs are T 98.6° E, P 116, R 28, and BP 88/62.
2. The client is allergic to multiple antibiotic medications.
3. The client has a history of receiving chemotherapy.

4. ABGs are pH 7.35, Pco, 44, Hco; 22, Pao, 92.

4. The client diagnosed with anemia has an Hb of 6.1 g/dL. Which complication should
the nurse assess for?
1. Decreased pulmonary functioning.
2. Impaired muscle functioning.
3. Congestive heart failure.
4. Altered gastric secretions.

5. The nurse writes a diagnosis of “activity intolerance” for a client diagnosed with
anemia. Which intervention should the nurse implement?
1. Encourage isometric exercises.
2. Assist the client with ADLs.
3. Provide a high-protein diet.
4. Refer to the physical therapist.

6. The client diagnosed with cancer has been undergoing systemic treatments and has
red blood cell deficiency. Which signs and symptoms should the nurse teach the client
to manage?

1. Nausea associated with cancer treatment.
2. Shortness of breath and fatigue.

3. Controlling mucositis and diarrhea.

4. The emotional aspects of having cancer.

7. The nurse is assisting the HCP with a bone marrow biopsy. Which intervention
postprocedure has priority?
1. Apply pressure to site for five (5) to 10 minutes.
2. Medicate for pain with morphine slow IVP.
3. Maintain head of bed in high Fowler’s position.
4. Apply oxygen via nasal cannula at five (5) L/min.

8. The client diagnosed with end-stage renal disease (ESRD) has developed anemia.
Which would the nurse anticipate the HCP prescribing for this client?
1. Place the client in reverse isolation.
2. Discontinue treatments until blood count improves.
3. Monitor CBC daily to assess for bleeding.
4. Give client erythropoietin, a biologic response modifier.
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10.

11.

12.

13.

14.

15.

16.

17.

. The nurse is planning the care of a client diagnosed with aplastic anemia. Which

interventions should be taught to the client? Select all that apply.
1. Avoid alcohol.

2. Pace activities.

3. Stop smoking.

4. Eat a balanced diet.

5. Use a safety razor.

The nurse is caring for a client in a sickle cell crisis. Which is the pain regimen of
choice to relieve the pain?

1. Frequent aspirin (acetylsalicylic acid) and a nonnarcotic analgesic.

2. Motrin (ibuprofen), a nonsteroidal anti-inflammatory drug, PRN.

3. Demerol (meperidine), a narcotic analgesic, every four (4) hours.

4. Morphine, a narcotic analgesic, every two (2) to three (3) hours PRN.

The client is diagnosed with hereditary spherocytosis. Which treatment/procedure
would the nurse prepare the client to receive?

1. Bone marrow transplant.

2. Splenectomy.

3. Frequent blood transfusions.

4. Liver biopsy.

Which is the primary goal of care for a client diagnosed with sickle cell anemia?
1. The client will call the HCP if feeling ill.

2. The client will be compliant with medical regimen.

3. The client will live as normal a life as possible.

4. The client will verbalize understanding of treatments.

The client diagnosed with thalassemia, a hereditary anemia, is to receive a
transfusion of packed RBCs. The crossmatch reveals the presence of antibodies that
cannot be crossmatched. Which precaution should the nurse implement when
initiating the transfusion?

1. Start the transfusion at 10 to 15 mL/hr for 15 to 30 minutes.

2. Re-crossmatch the blood until the antibodies are identified.

3. Have the client sign a permit to receive uncrossmatched blood.

4. Have the unlicensed assistive personnel stay with the client.

The client is diagnosed with polycythemia vera. The nurse would prepare to perform
which intervention?

1. Type and crossmatch for a transfusion.

2. Assess for petechiae and purpura.

3. Perform phlebotomy of 500 mL of blood.

4. Monitor for low hemoglobin and hematocrit.

The client diagnosed with leukemia has received a bone marrow transplant. The
nurse monitors the client’s absolute neutrophil count (ANC). What is the client’s
neutrophil count if the WBCs are 2.2 (x 10°)/mm?, neutrophils are 25%, and bands
are 5%?

The client is diagnosed with leukemia and has leukocytosis. Which laboratory value
would the nurse expect to assess?

1. An elevated hemoglobin.

2. A decreased sedimentation rate.

3. A decreased red cell distribution width.

4. An elevated white blood cell count.

The client is placed on neutropenia precautions. Which information should the
nurse teach the client?

1. Shave with an electric razor and use a soft toothbrush.

2. Eat plenty of fresh fruits and vegetables.

3. Perform perineal care after every bowel movement.

4. Some blood in the urine is not unusual.
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18.

19.

20.

21.

22.

23.

24.

The client is diagnosed with chronic myeloid leukemia and leukocytosis. Which
signs/symptoms would the nurse expect to find when assessing this client?

1. Frothy sputum and jugular vein distention.

2. Dyspnea and slight confusion.

3. Right upper quadrant tenderness and nausea.

4. Increased appetite and weight gain.

The client’s CBC indicates an RBC 6.0 (x 106)/mm3, Hb 14.2 g/dL, Het 42%, and
platelets 69 (x 10*)/mm?3. Which intervention should the nurse implement?

1. Teach the client to use a soft-bristle toothbrush.

2. Monitor the client for elevated temperature.

3. Check the client’s blood pressure.

4. Hold venipuncture sites for one (1) minute.

The 24-year-old female client is diagnosed with idiopathic thrombocytopenic
purpura (ITP). Which question would be important for the nurse to ask during the
admission interview?

1. “Do you become short of breath during activity?”

2. “How heavy are your menstrual periods?”

3. “Do you have a history of deep vein thrombosis?”

4. “How often do you have migraine headaches?”

The client is diagnosed with hemophilia. Which safety precaution should the nurse
encourage?

1. Wear helmets and pads during contact sports.

2. Take antibiotics prior to any dental work.

3. Keep clotting factor VIII on hand at all times.

4. Use ibuprofen, an NSAID, for mild pain.

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?

1. The client’s clot formations will resolve in two (2) days.

2. The saturation of the client’s dressings will be documented.

3. The client will use lemon-glycerin swabs for oral care.

4. The client’s urine output will be >30 mL per hour.

The client diagnosed with atrial fibrillation is admitted with warfarin (Coumadin)
toxicity. Which HCP order would the nurse anticipate?

1. Protamine sulfate, an anticoagulant antidote.

2. Heparin sodium, an anticoagulant.

3. Lovenox, a low molecular weight anticoagulant.

4. Vitamin K, an anticoagulant agonist.

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?

1. Collect urine for analysis.

2. Notify the laboratory of the reaction.

3. Administer diphenhydramine, an antihistamine.

4. Stop the transfusion at the hub.
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25. The HCP has ordered one (1) unit of packed RBCs for the client who is right-
handed. Which area would be the best place to insert the intravenous catheter?

W
0w >

4.

26. The nurse is administering a transfusion of packed red blood cells to a client. Which
interventions should the nurse implement? List in order of performance.

Start the transfusion slowly.

Have the client sign a permit.

Assess the IV site for size and patency.

Check the blood with another nurse at the bedside.

Obtain the blood from the laboratory.
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27. The charge nurse is reviewing the laboratory values on clients on a medical floor.

Which laboratory data should be reported to the health-care provider (HCP)

immediately?
1.

Complete Blood Count

Patient Value

Normal Values

RBCs (x 10°
Hemoglobin
Hematocrit

Platelets (x 103)
WBCs (x 10°%)

4.7

12.8

35

39
10.8

Male: 4.7-6.1 (x 10°)/mm3
Female: 4.2-5.4 (x 106)/mm3
Male: 13.5-17.5 g/dL
Female: 11.5-15.5 g/dL
Male: 40%-52%

Female: 36%-48%

150-400 (x 10%)/mm3

4.5-11 (x 10°)/mm?>

Complete Blood Count

Patient Value

Normal Values

RBCs (x 10°
Hemoglobin
Hematocrit

Platelets (x 103)
WBCs (x 10°%)

4.2

10.6

30.4

148
4.3

Male: 4.7-6.1 (x 10°)/mm3
Female: 4.2-5.4 (x 10%)/mm3
Male: 13.5-17.5 g/dL
Female: 11.5-15.5 g/dL
Male: 40%-52%

Female: 36%-48%

150-400 (x 10%)/mm3

4.5-11 (x 10°)/mm?>

3.

Complete Blood Count

Patient Value

Normal Values

RBCs (x 10°
Hemoglobin
Hematocrit

Platelets (x 103)
WBCs (x 10°%)

7.2

18.9

56

125
4.3

Male: 4.7-6.1 (x 10°)/mm3
Female: 4.2-5.4 (x 10%)/mm3
Male: 13.5-17.5 g/dL
Female: 11.5-15.5 g/dL
Male: 40%-52%

Female: 36%-48%

150-400 (x 10%)/mm3

4.5-11 (x 10°)/mm?>

4.

Complete Blood Count

Patient Value

Normal Values

RBCs (x 10°
Hemoglobin
Hematocrit

Platelets (x 10%)
WBCs (x 103)

55

15

45

200
6.3

Male: 4.7-6.1 (x 10)/mm3
Female: 4.2-5.4 (x 10%)/mm3
Male: 13.5-17.5 g/dL
Female: 11.5-15.5 g/dL
Male: 40%-52%

Female: 36%-48%

150-400 (x 10°)/mm?

4.5-11 (x 10°)/mm3
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ANSWERS AND RATIONALES

1. 1. Iron supplements can be poorly tolerated.
The supplements can cause nausea, abdomi-
nal discomfort, and constipation.

2. There is benefit from oral preparations, but
in severe cases of iron deficiency, the client
may need parenteral replacement.

3. Iron supplements cause constipation and
should be taken one (1) hour before a meal
or two (2) hours after a meal for the best
absorption of the medication. As much as
50% of the iron is not absorbed when taken
with food.

4. At best only about 20% to 35% of the
medication is absorbed through the
gastrointestinal (GI) tract.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Diagnosis:

Client Needs — Physiological Integrity, Reduction of

Risk Potential: Cognitive Level — Analysis.

2. 1. The normal RBC is 4.7 to 6.1 (x 10°) for
males and 4.2 to 5.4 (x 10° for females.
The RBC is within normal limits.

2. All the laboratory values are within nor-
mal limits. The nurse should continue
to monitor the client.

3. The normal WBC is 4.5 to 11 (x 10°), so a
biologic response modifier to increase the
numbers of WBCs is not needed.

4. Thrombocytopenia does not occur until
the client’s platelet count is less than 100
(x 10%); there is no reason to institute
bleeding precautions.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive

Level — Application.

3. 1. The pulse of 116 and BP of 88/62 in
addition to the other symptoms indicate
the client is in shock. This is an
emergency situation.

2. The client is in shock; allergies to medica-
tions are not the most important thing.

3. This may be the cause of the anemia, and
complications from the chemotherapy may
be causing the shock, but the priority inter-
vention is to treat the shock, regardless of
the cause.

4. These are normal blood gases, so no imme-
diate intervention regarding arterial blood
gases is needed.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Assessment:

Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

. 1. A low hemoglobin level will not decrease

pulmonary functioning. In fact, the lungs
will try to compensate for the anemia by

speeding up respirations to oxygenate the
red blood cells and provide oxygen to the
tissues.

2. The client may have difficulty with activity
intolerance, but this will be from lack of
oxygen, not lack of ability of the muscles to
function.

3. General complications of severe anemia
include heart failure, paresthesias, and
confusion. The heart tries to compen-
sate for the lack of oxygen in the tissues
by becoming tachycardic. The heart will
be able to maintain this compensatory
mechanism for only so long and then
will show evidence of failure.

4. The gastric secretions will not be altered.
The blood supply to the stomach may be
shunted to the more vital organs, leaving
the acidic stomach to deal with the produc-
tion of acid, and this could cause the client
to develop a gastric ulcer.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level — Analysis.

. 1. Isometric exercises are bodybuilding exer-

cises; these types of exercises would deplete
the client’s energy stores.

2. The client with activity intolerance will
need assistance to perform activities of
daily living.

3. A high-protein diet may be needed, but this
does not address activity intolerance.

4. Activity intolerance is not a problem for a
physical therapist. The client’s blood counts
must increase to increase the ability to
perform activities.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Implementation: Client Needs — Physiological

Integrity, Physiological Adaptation: Cognitive

Level — Application.

. 1. Red blood cell deficiency is anemia. The

client should be taught to deal with the
effects of anemia, not nausea.

2. Anemia causes the client to experience
dyspnea and fatigue. Teaching the client
to pace activities and rest often, to eat a
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balanced diet, and to cope with changes
in lifestyle is needed.

3. Mucositis and diarrhea may occur with
chemotherapy administration, but this
client’s problem is anemia.

4. All clients with cancer should be assisted to
discuss the impact of cancer on their lives,
but this client’s problem is anemia.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Physiological

Adaptation: Cognitive Level — Synthesis.

. 1. After a bone marrow biopsy, it is impor-
tant that the client form a clot to pre-
vent bleeding. The nurse should hold
direct pressure on the site for five (5) to
10 minutes.

2. The nurse might premedicate for pain, but
once the procedure is completed, a mild
oral medication is usually sufficient to re-
lieve any residual discomfort.

3. The head of the bed can be in any position
of comfort for the client.

4. The procedure is performed on the iliac
crest or the sternum and does not cause
respiratory distress.

Content — Surgical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective

Care Environment, Management of Care:

Cognitive Level — Synthesis.

. 1. The client is anemic, not neutropenic, so
reverse isolation is not needed.

2. This client will be receiving a form of dialy-
sis to maintain life. Discontinuing treat-
ments until the counts improve would be
resigning the client to death.

3. The red blood cell count would not appre-
ciably improve from one day to the next
unless a transfusion had been given.

4. Erythropoietin is a biologic response
modifier produced by the kidneys in re-
sponse to a low red blood cell count in
the body. It stimulates the body to pro-
duce more RBCs.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Reduction of

Risk Potential: Cognitive Level — Syntbhesis.

. 1. Alcohol consumption interferes with the
absorption of nutrients.

2. The client will be short of breath with
activity and therefore should pace
activities.

3. Although all clients should be told to stop
smoking, smoking will not directly affect
the client’s diagnosis.

10.

11.

12.

4. The client should eat a well-balanced diet
to be able to manufacture blood cells.
5. The client should use an electric razor to
diminish the risk of cuts and bleeding.
Content — Medical: Category of Health Alteration —
Hematology: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

1. Aspirin is an option for mild pain, but it
would not be strong enough during a
crisis.

2. NSAIDs are helpful because they relieve
pain and decrease inflammation, but they
are not used during a crisis because they
are not strong enough.

3. Demerol breaks down in the body into
normeperidine, which can cause seizures
in large doses.

4. Morphine is the drug of choice for a
crisis; it does not have a ceiling effect
and can be given in large amounts and
frequent doses.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Diagnosis:

Client Needs — Physiological Integrity, Physiological

Adaptation: Cognitive Level — Knowledge.

1. A bone marrow transplant is a treatment
option for aplastic anemia and some
clients with thalassemia, but not for
spherocytosis.

2. Hereditary spherocytosis is a relatively
common hemolytic anemia (1:5,000
people) characterized by an abnormal
permeability of the red blood cell,
which permits it to become spherical in
shape. The spheres are then destroyed
by the spleen. A splenectomy is the
treatment of choice.

3. The client may require blood transfusions,
but preventing the destruction of RBCs by
the spleen is the better option.

4. A liver biopsy will not affect the client’s
condition.

Content — Surgical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Reduction of

Risk Potential: Cognitive Level — Synthesis.

1. All clients should know when to notify the
HCP. This is not the primary goal of liv-
ing with a chronic illness.

2. The client should be compliant with rec-
ommendations, but this is a lifestyle
choice and not the primary goal.

3. The primary goal for any client coping
with a chronic illness is that the client
will be able to maintain as normal a life
as possible.



13.

14,

15.

4. This is a goal for a client with knowledge-
deficit problems.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Physiological

Adaptation: Cognitive Level — Synthesis.

1. It can be difficult to crossmatch blood
when antibodies are present. If imper-
fectly crossmatched 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. The antibodies have been identified. The
donor blood does not crossmatch perfectly
to the blood of the client.

3. The blood has been crossmatched. Client
permits regarding uncrossmatched blood
are used for emergency transfusions when
time does not allow an attempt to cross-
match. In such a case, O- blood, the uni-
versal donor, will be used.

4. The nurse cannot delegate an unstable
client to an unlicensed assistive personnel.
The nurse must stay with the client.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Application.

1. The client has too many red blood cells
and does not need more.

2. Petechiae and purpura occur when a client
does not have adequate platelets.

3. The client has too many red blood
cells, which can cause as much damage
as too few. The treatment for this dis-
ease is to remove the excess blood;

500 mL at a time is removed.

4. The client’s hemoglobin and hematocrit
are high, not low.

Content — Medical: Category of Health Alteration —

Hermatology: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective

Care Environment, Management of Care:

Cogmnitive Level — Synthesis.

660 ANC.
"To determine the absolute neutrophil
count, first the WBC count must be
determined: 2.2 multiplied by 1,000 (10°)
=2,200. Multiply that by 30 (25% neu-
trophils + 5% bands) to obtain 66,000 and
divide that by 100 to determine the ANC
of 660. The ANC is used to determine a
client’s risk of developing an infection.
Content — Medical: Category of Health
Alteration — Hematology: Integrated Nursing

CHAPTER 5 HEMATOLOGICAL DISORDERS

16.

17.

18.

Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Clients with leukemia are usually anemic
because of the bone marrow’s inability to
produce cells or, in this case, the bone
marrow, stuck in high gear, producing im-
mature white blood cells that are unable
to function normally.

2. Sedimentation rates increase in some dis-
eases, such as rheumatoid arthritis, but
there will be no change in leukemia.

3. The red cell distribution width (RDW),
shown in the CBC report, reports on the
size of the red blood cells.

4. An elevated white blood cell count is
what is being described in the term
“leukocytosis”—lenko- means “white”
and cyto- refers to “cell.” Leukocytosis
is the opposite of leukopenia.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level — Analysis.

1. Shaving with an electric razor and using a
soft toothbrush are interventions for
thrombocytopenia.

2. Fresh fruits and vegetables are limited
because they may harbor microbes.

3. Perineal care after each bowel move-
ment, preferably with an antimicrobial
soap, is performed to reduce bacteria
on the skin.

4. Blood in the urine would indicate a com-
plication and is not expected.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Physiological

Adapatation: Cognitive Level — Synthesis.

1. Frothy sputum and jugular vein distention
are symptoms of heart failure, which could
occur as a complication of anemia.

2. 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.

3. The client may have left upper quadrant
pain and tenderness from WBC infiltra-
tion of the spleen, but the client will not
have right upper quadrant tenderness.

4. The client may be anorectic and lose weight.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Reduction of Risk Potential: Cognitive Level — Analysis.
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19.

20.

21.

22.
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1. The client has a low platelet count
(thrombocytopenia) and should be on
bleeding precautions, such as using a
soft-bristle toothbrush.

2. Monitoring for a fever, a sign of infection,
would be an intervention for low WBCs.

3. Assessing the blood pressure is not indi-
cated for any of the blood cell count
abnormalities.

4. Holding the venipuncture site would be
done for a minimum of five (5) minutes.
Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Application.

1. Thrombocytopenia is low platelets and
would not cause shortness of breath.

2. Because thrombocytopenia causes
bleeding, the nurse should assess for
any type of bleeding that may be oc-
curring. A young female client would
present with excessive menstrual
bleeding.

3. The problems associated with I'TP are
bleeding, not clotting.

4. I'TP does not cause migraine headaches.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Reduction of Risk

Potential: Cognitive Level — Analysis.

1. The client should not participate in con-
tact sports because even minimal injury
can cause massive bleeding.

2. The client should have factor VIII on
hand for any dental procedure to make
sure that he or she clots, but antibiotics
are not needed.

3. The client must have the clotting fac-
tor on hand in case of injury to prevent
massive bleeding.

4. NSAIDs prolong bleeding and should be
avoided.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Synthesis.

1. The body dissolves clots over a period of
several days to a week or more. The prob-
lem in DIC is that the body is bleeding
and clotting simultaneously.

2. This is a nursing goal, not a client goal.

3. Lemon-glycerin swabs are drying to the
mucosa and should be avoided because
they will increase bleeding from the
mucosa.

23.

24.

25.

4. The problem is addressing the poten-
tial for hemorrhage, and a urine output
of greater than 30 mL/hr indicates the
kidneys are being adequately perfused
and the body is not in shock.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Physiological

Adapatation: Cognitive Level — Synthesis.

1. Protamine sulfate is the antidote for a he-
parin overdose, not for warfarin toxicity.

2. Administering heparin would increase the
client’s risk of bleeding.

3. Lovenox is a low molecular weight he-
parin and would increase the client’s risk
of bleeding.

4. The antidote for warfarin (Coumadin)
is vitamin K, an anticoagulant agonist.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Reduction of

Risk Potential: Cognitive Level — Synthesis.

1. The question asks for a first action; urine
will be collected for analysis, but this is
not the first intervention.

2. The question asks for a first action. The
laboratory should be notified, but this is
not the first action to take.

3. Administering an antihistamine may be
done, but it is more important to stop the
transfusion causing the reaction.

4. Anytime the nurse suspects the client
is having a reaction to blood or blood
products, the nurse should stop the in-
fusion at the spot closest to the client
and not allow any more of the blood to
enter the client’s body.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive

Level — Synthesis.

1. The client is right-handed; therefore the
nurse should attempt to place the IV
catheter in the nondominant arm.

2. The antecubital area should not be used as
an IV site because the movement of the
elbow will crimp the cannula and it is un-
comfortable for the client to keep the arm
straight all the time.

3. The left forearm is the best site to
start the IV because it has larger veins
that will accommodate an 18-gauge
catheter, which should be used when
administering blood. This area is less
likely to have extravasation because



26.

there is no joint movement, and this
site is on the client’s nondominant side.

4. The hand area usually has smaller veins
that do not accommodate a larger gauge
catheter, and hand movement can cause
extravasation more readily than forearm
movement.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective

Cuare Environment, Management of Care: Cognitive

Level — Knowledge.

In order of performance: 2, 3, 5, 4, 1.

2. The client must give consent prior to
receiving blood; therefore, this is the
first intervention.

3. Blood products should be administered
within 30 minutes of obtaining the
blood from the laboratory; therefore,
the nurse should determine the IV is
patent and the catheter is large enough
to administer blood, preferably an
18-gauge catheter, before obtaining the
blood.

5. The nurse must then obtain the blood
from the laboratory.

4. Blood must be checked by two (2) reg-
istered nurses at the bedside to check
the client’s crossmatch bracelet with
the unit of blood.

CHAPTER 5 HEMATOLOGICAL DISORDERS

27.

1. After all of the previous steps are com-
pleted, then the nurse should start the
infusion of the blood slowly for the
first 15 minutes to determine if the
client is going to have a reaction.

Content — Medical: Category of Health Alteration —

Hematology: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective

Cuare Environment, Management of Care:

Cognitive Level — Analysis.

1. This client has a critically low platelet
count, even though the other
laboratory values are in a normal or
near-normal range. This client is at
risk for hemorrhaging.

2. This client has low values but not danger-
ously so. The HCP can be shown the
results on rounds.

3. This client’s laboratory values are high,
but not dangerously so; these can be
shown to the HCP on rounds.

4. This client has normal laboratory values.

Content — Medical: Category of Health Alteration —

Hematological: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Physiological Adaptation: Cognitive Level — Synthesis.
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Any piece of knowledge I acquire today bas a value at this
moment exactly proportional to my skill to deal with it.
Tomorrow when I know more, I recall that piece of
knowledge and use it better.

—NMark Van Doren

Respiratory disorders include some of the most common disorders that nurses and other
health-care providers encounter. They range from the simple cold to chronic conditions
such as asthma to life-threatening diseases such as lung cancer. Whether it is teaching a
client the correct way to blow the nose; administering oxygen, antibiotics, or pain-relieving
medications; or checking ventilators, chest tubes, and other equipment used in the treat-
ment of clients with respiratory disorders, the nurse must know the correct procedures,
medications, and interventions to use. One of the most important interventions—and
perhaps, the most important—is assessment and monitoring of the client’s breathing status
and oxygenation level. Oxygenation is the first priority in Maslow’s hierarchy—and in terms

of saving lives.

KEYWORDS

adenoidectomy
ambu

ABBREVIATIONS

Acute Respiratory Distress Syndrome (ARDS)
Arterial Blood Gases (ABG)

antral Blood Pressure (BP)

aphonia Capillary Refill Time (CRT)

bronchoscopy Chronic Obstructive Pulmonary Disease (COPD)
Caldwell-Luc Continuous Positive Airway Pressure (CPAP)
dorsiflexion Directly Observed Treatment (DOT)

enteral Electrocardiogram (ECG)

eupnea Endotracheal Tube (ET)

exacerbation Exercise-Induced Asthma (EIA)

extrinsic Health-Care Provider (HCP)

hypoxemia Hemoglobin and Hematocrit (H&H)
iatrogenic International Normalized Ratio (INR)
intrinsic Intravenous (I1V)

laryngectomy Intravenous Push (IVP)

laryngoscopy Intravenous Piggyback (IVPB)

lobectomy Licensed Practical Nurse (LPN)

pleurodesis Liters per Minute (LPM)

pneumonectomy Magnetic Resonance Imaging (MRI)
polysomnography Nothing by Mouth (NPO)

rhinitis Partial Thromboplastin Time (PTT)
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rhinorrhea Percutaneous Endoscopic Gastrostomy (PEG) Tube
rhonchi Prothrombin Time (PT)

thoracentesis Rule Out (R/O)

thoracotomy Severe Acute Respiratory Syndrome (SARS)

Shortness of Breath (SOB)

Total Parenteral Nutrition (TPN)
Unlicensed Assistive Personnel (UAP)
Upper Respiratory Infection (URI)
When Required; as Needed (PRN)

PRACTICE QUESTIONS

Upper Respiratory Infection (URI)

1. The home health-care nurse is talking on the telephone to a male client diagnosed
with hypertension and hears the client sneezing. The client tells the nurse he has been
blowing his nose frequently. Which question should the nurse ask the client?

1. “Have you had the flu shot in the last two (2) weeks?”

2. “Are there any small children in the home?”

3. “Are you taking over-the-counter medicine for these symptoms?”
4. “Do you have any cold sores associated with your sneezing?”

2. The school nurse is presenting a class to students at a primary school on how to
prevent the transmission of the common cold virus. Which information should the
nurse discuss?

1. Instruct the children to always keep a tissue or handkerchief with them.
2. Explain that children current with immunizations will not get a cold.

3. 'Tell the children they should go to the doctor if they get a cold.

4. Demonstrate to the students how to wash hands correctly.

3. Which information should the nurse teach the client diagnosed with acute sinusitis?
1. Instruct the client to complete all the ordered antibiotics.
2. Teach the client how to irrigate the nasal passages.
3. Have the client demonstrate how to blow the nose.
4. Give the client samples of a narcotic analgesic for the headache.

4. The client has been diagnosed with chronic sinusitis. Which sign/symptom alerts the
nurse to a potentially life-threatening complication?
1. Muscle weakness.
2. Purulent sputum.
3. Nuchal rigidity.
4. Intermittent loss of muscle control.

5. The client diagnosed with tonsillitis is scheduled to have surgery in the morning.
Which assessment data should the nurse notify the health-care provider about prior to
surgery?

1. The client has a hemoglobin of 12.2 g/dL and hematocrit of 36.5%.
2. The client has an oral temperature of 100.2°F and a dry cough.
3. There are one (1) to two (2) white blood cells in the urinalysis.
4. The client’s current international normalized ratio INR) is 1.0.

6. The influenza vaccine is in short supply. Which group of clients would the public
health nurse consider priority when administering the vaccine?
1. Elderly and chronically ill clients.
2. Child-care workers and children <four (4) years of age.
3. Hospital chaplains and health-care workers.
4. Schoolteachers and students living in a dormitory.
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7.

10.

11.

12.

The client diagnosed with chronic sinusitis who has undergone a Caldwell-Luc
procedure is complaining of pain. Which intervention should the nurse implement
first?

1. Administer the narcotic analgesic IVP.

2. Perform gentle oral hygiene.

3. Place the client in semi-Fowler’s position.

4. Assess the client’s pain.

. The charge nurse on a surgical floor is making assignments. Which client should be

assigned to the most experienced registered nurse (RIN)?

1. The 36-year-old client who has undergone an antral irrigation for sinusitis
yesterday and has moderate pain.

2. The six (6)-year-old client scheduled for a tonsillectomy and adenoidectomy this
morning who will not swallow medication.

3. The 18-year-old client who had a Caldwell-Luc procedure three (3) days ago and
has purulent drainage on the drip pad.

4. The 45-year-old client diagnosed with a peritonsillar abscess who requires IVPB
antibiotic therapy four (4) times a day.

. The client diagnosed with influenza A is being discharged from the emergency

department with a prescription for antibiotics. Which statement by the client
indicates an understanding of this prescription?

1. “These pills will make me feel better fast and I can return to work.”

2. “The antibiotics will help prevent me from developing a bacterial pneumonia.”
3. “If I had gotten this prescription sooner, I could have prevented this illness.”
4. “I need to take these pills until I feel better; then I can stop taking the rest.”

The nurse is developing a plan of care for a client diagnosed with laryngitis and
identifies the client problem “altered communication.” Which intervention should
the nurse implement?

1. Instruct the client to drink a mixture of brandy and honey several times a day.
2. Encourage the client to whisper instead of trying to speak at a normal level.

3. Provide the client with a blank note pad for writing any communication.

4. Explain that the client’s aphonia may become a permanent condition.

Which task is most appropriate for the nurse to delegate to an unlicensed assistive
personnel (UAP)?

1. Feed a client who is postoperative tonsillectomy the first meal of clear liquids.
2. Encourage the client diagnosed with a cold to drink a glass of orange juice.

3. Obtain a throat culture on a client diagnosed with bacterial pharyngitis.

4. Escort the client diagnosed with laryngitis outside to smoke a cigarette.

The nurse is caring for a client diagnosed with a cold. Which is an example of an
alternative therapy?

1. Vitamin C, 2,000 mg daily.

2. Strict bedrest.

3. Humidification of the air.

4. Decongestant therapy.

Lower Respiratory Infection

13.

The nurse is assessing a 79-year-old client diagnosed with pneumonia. Which signs
and symptoms should the nurse expect to assess in the client?

1. Confusion and lethargy.

2. High fever and chills.

3. Frothy sputum and edema.

4. Bradypnea and jugular vein distention.
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14.

15.

16.

17.

18.

19.

20.

The nurse is planning the care of a client diagnosed with pneumonia and writes a
problem of “impaired gas exchange.” Which is an expected outcome for this
problem?

1. Performs chest physiotherapy three (3) times a day.

2. Able to complete activities of daily living.

3. Ambulates in the hall several times during each shift.

4. Alert and oriented to person, place, time, and events.

The nurse in a long-term care facility is planning the care for a client with a
percutaneous endoscopic gastrostomy (PEG) feeding tube. Which intervention
should the nurse include in the plan of care?

1. Inspect the insertion line at the naris prior to instilling formula.

2. Elevate the head of the bed after feeding the client.

3. Place the client in the Sims position following each feeding.

4. Change the dressing on the feeding tube every three (3) days.

The client diagnosed with a community-acquired pneumonia is being admitted to
the medical unit. Which nursing intervention has the highest priority?

1. Administer the ordered oral antibiotic STAT.

2. Order the meal tray to be delivered as soon as possible.

3. Obtain a sputum specimen for culture and sensitivity.

4. Have the unlicensed assistive personnel weigh the client.

The 56-year-old client diagnosed with tuberculosis (Tb) is being discharged. Which
statement made by the client indicates an understanding of the discharge
instructions?

1. “I will take my medication for the full three (3) weeks prescribed.”

2. “I must stay on the medication for months if I am to get well.”

3. “I can be around my friends because I have started taking antibiotics.”

4. “I'should get a Tb skin test every three (3) months to determine if I am well.”

The employee health nurse is administering tuberculin skin testing to employees
who have possibly been exposed to a client with active tuberculosis (Tb). Which
statement indicates the need for radiological evaluation instead of skin testing?

1. The client’s first skin test indicates a purple flat area at the site of injection.

2. The client’s second skin test indicates a red area measuring four (4) mm.

3. The client’s previous skin test was read as positive.

4. The client has never shown a reaction to the tuberculin medication.

The nurse is caring for the client diagnosed with pneumonia. Which information
should the nurse include in the teaching plan? Select all that apply.

1. Place the client on oxygen delivered by nasal cannula.

2. Plan for periods of rest during activities of daily living.

3. Place the client on a fluid restriction of 1,000 mL/day.

4. Restrict the client’s smoking to two (2) to three (3) cigarettes per day.

5. Monitor the client’s pulse oximetry readings every four (4) hours.

The nurse is feeding a client diagnosed with aspiration pneumonia who becomes
dyspneic, begins to cough, and is turning blue. Which nursing intervention should
the nurse implement first?

1. Suction the client’s nares.

2. Turn the client to the side.

3. Place the client in Trendelenburg position.

4. Notify the health-care provider.
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21. The day shift charge nurse on a medical unit is making rounds after report. Which

client should be seen first?

1. The 65-year-old client diagnosed with tuberculosis who has a sputum specimen to
be sent to the lab.

2. The 76-year-old client diagnosed with aspiration pneumonia who has a clogged
feeding tube.

3. The 45-year-old client diagnosed with pneumonia who has a pulse oximetry
reading of 92%.

4. The 39-year-old client diagnosed with bronchitis who has an arterial oxygenation
level of 89%.

22. The client is admitted with a diagnosis of rule-out tuberculosis. Which type of
isolation procedures should the nurse implement?
1. Standard Precautions.
2. Contact Precautions.
3. Droplet Precautions.
4. Airborne Precautions.

23. The nurse observes the unlicensed assistive personnel (UAP) entering an airborne
isolation room and leaving the door open. Which action is the nurse’s best response?
1. Close the door and discuss the UAP’s action after coming out of the room.
2. Make the UAP come back outside the room and then reenter, closing the door.
3. Say nothing to the UAP but report the incident to the nursing supervisor.
4. Enter the client’s room and discuss the matter with the UAP immediately.

24, The client is admitted to a medical unit with a diagnosis of pneumonia. Which signs
and symptoms should the nurse assess in the client?
1. Pleuritic chest discomfort and anxiety.
2. Asymmetrical chest expansion and pallor.
3. Leukopenia and CRT <three (3) seconds.
4. Substernal chest pain and diaphoresis.

Chronic Obstructive Pulmonary Disease (COPD)

25. The nurse is assessing the client with COPD. Which health promotion information
is most important for the nurse to obtain?
1. Number of years the client has smoked.
2. Risk factors for complications.
3. Ability to administer inhaled medication.
4. Willingness to modify lifestyle.

26. The client diagnosed with an exacerbation of COPD is in respiratory distress. Which
intervention should the nurse implement first?
1. Assist the client into a sitting position at 90 degrees.
2. Administer oxygen at six (6) LPM via nasal cannula.
3. Monitor vital signs with the client sitting upright.
4. Notify the health-care provider about the client’s status.

27. The nurse is assessing the client diagnosed with COPD. Which data require
immediate intervention by the nurse?
1. Large amounts of thick white sputum.
2. Oxygen flowmeter set on eight (8) liters.
3. Use of accessory muscles during inspiration.
4. Presence of a barrel chest and dyspnea.
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28.

29.

30.

31.

32.

33.

34.

35.

The nurse is caring for the client diagnosed with COPD. Which outcome requires a
revision in the plan of care?

1. The client has no signs of respiratory distress.

2. The client shows an improved respiratory pattern.

3. The client demonstrates intolerance to activity.

4. The client participates in establishing goals.

The nurse is caring for the client diagnosed with end-stage COPD. Which data
warrant immediate intervention by the nurse?

1. The client’s pulse oximeter reading is 92%.

2. The client’ arterial blood gas level is 74.

3. The client has SOB when walking to the bathroom.

4. The client’s sputum is rusty colored.

Which statement made by the client diagnosed with chronic bronchitis indicates to

the nurse more teaching is required?

1. “I should contact my health-care provider if my sputum changes color or
amount.”

2. “I will take my bronchodilator regularly to prevent having bronchospasms.”

3. “This metered-dose inhaler gives a precise amount of medication with each dose.”

4. “I need to return to the HCP to have my blood drawn with my annual physical.”

Which client problems are appropriate for the nurse to include in the plan of care
for the client diagnosed with COPD? Select all that apply.

1. Impaired gas exchange.

2. Inability to tolerate temperature extremes.

3. Activity intolerance.

4. Inability to cope with changes in roles.

5. Alteration in nutrition.

Which outcome is appropriate for the client problem “ineffective gas exchange” for
the client recently diagnosed with COPD?

1. The client demonstrates the correct way to pursed-lip breathe.

2. The client lists three (3) signs/symptoms to report to the HCP.

3. The client will drink at least 2,500 mL of water daily.

4. The client will be able to ambulate 100 feet with dyspnea.

The nurse observes the unlicensed assistive personnel (UAP) removing the nasal
cannula from the client diagnosed with COPD while ambulating the client to the
bathroom. Which action should the nurse implement?
1. Praise the UAP since this prevents the client from tripping on the oxygen tubing.
2. Place the oxygen back on the client while sitting in the bathroom and say nothing.
3. Explain to the UAP in front of the client oxygen must be left in place at all times.
4. Discuss the UAP’ action with the charge nurse so appropriate action can be
taken.

Which clinical manifestation should the nurse expect to assess in the client recently
diagnosed with COPD?

1. Clubbing of the client’s fingers.

2. Infrequent respiratory infections.

3. Chronic sputum production.

4. Nonproductive hacking cough.

Which statement made by the client indicates the nurse’s discharge teaching is
effective for the client diagnosed with COPD?

1. “I need to get an influenza vaccine each year, even when there is a shortage.”
2. “I need to get a vaccine for pneumonia each year with my influenza shot.”

3. “If I reduce my cigarettes to six (6) a day, I won’t have difficulty breathing.”
4. “I need to restrict my drinking liquids to keep from having so much phlegm.”
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36. Which referral is most appropriate for a client diagnosed with end-stage COPD?
1. The Asthma Foundation of America.
2. The American Cancer Society.
3. The American Lung Association.
4. The American Heart Association.

Reactive Airway Disease (Asthma)

37. The nurse is completing the admission assessment on a 13-year-old client diagnosed
with an acute exacerbation of asthma. Which signs and symptoms would the nurse
expect to find?

1. Fever and crepitus.

2. Rales and hives.

3. Dyspnea and wheezing.

4. Normal chest shape and eupnea.

38. The nurse is planning the care of a client diagnosed with asthma and has written a
problem of “anxiety.” Which nursing intervention should be implemented?
1. Remain with the client.
2. Notify the health-care provider.
3. Administer an anxiolytic medication.
4. Encourage the client to drink fluids.

39. The case manager is arranging a care planning meeting regarding the care of a
65-year-old client diagnosed with adult-onset asthma. Which health-care disciplines
should participate in the meeting? Select all that apply.

1. Nursing.

2. Pharmacy.

3. Social work.

4. Occupational therapy.
5. Speech therapy.

40. The client is diagnosed with mild intermittent asthma. Which medication should the
nurse discuss with the client?
1. Daily inhaled corticosteroids.
2. Use of a “rescue inhaler.”
3. Use of systemic steroids.
4. Leukotriene agonists.

41. Which statement indicates to the nurse the client diagnosed with asthma understands
the teaching regarding mast cell stabilizer medications?
1. “I should take two (2) puffs when I begin to have an asthma attack.”
2. “I must taper off the medications and not stop taking them abruptly.”
3. “These drugs will be most effective if taken at bedtime.”
4. “These drugs are not good at the time of an attack.”

42. The client diagnosed with asthma is admitted to the emergency department with
difficulty breathing and a blue color around the mouth. Which diagnostic test will be
ordered to determine the status of the client?

1. Complete blood count.
2. Pulmonary function test.
3. Allergy skin testing.

4. Drug cortisol level.
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43.

44,

45.

46.

47.

48.

The nurse and a licensed practical nurse (LPN) are caring for five (5) clients on a

medical unit. Which clients would the nurse assign to the LPN? Select all that apply.

1. The 32-year-old female diagnosed with exercise-induced asthma who has a forced
vital capacity of 1,000 mL.

2. The 45-year-old male with adult-onset asthma who is complaining of difficulty
completing all of the ADLs at one time.

3. The 92-year-old client diagnosed with respiratory difficulty who is beginning to
be confused and keeps climbing out of bed.

4. The 6-year-old client diagnosed with intrinsic asthma who is scheduled for
discharge and the mother needs teaching about the medications.

5. The 20-year-old client diagnosed with asthma who has a pulse oximetry reading
of 95% and wants to sleep all the time.

The charge nurse is making rounds. Which client should the nurse assess first?

1. The 29-year-old client diagnosed with reactive airway disease who is complaining
the nurse caring for him was rude.

2. The 76-year-old client diagnosed with heart failure who has 2+ edema of the
lower extremities.

3. The 15-year-old client diagnosed with diabetic ketoacidosis after a bout with the
flu who has a blood glucose reading of 189 mg/dL.

4. The 62-year-old client diagnosed with COPD and pneumonia who is receiving
O, by nasal cannula at two (2) liters per minute.

The client diagnosed with exercise-induced asthma (EIA) is being discharged. Which
information should the nurse include in the discharge teaching?

1. Take two (2) puffs on the rescue inhaler and wait five (5) minutes before exercise.
2. Warm-up exercises will increase the potential for developing the asthma attacks.
3. Use the bronchodilator inhaler immediately prior to beginning to exercise.

4. Increase dietary intake of food high in monosodium glutamate (MSG).

The client diagnosed with restrictive airway disease (asthma) has been prescribed a
glucocorticoid inhaled medication. Which information should the nurse teach
regarding this medication?

1. Do not abruptly stop taking this medication; it must be tapered off.

2. Immediately rinse the mouth following administration of the drug.

3. Hold the medication in the mouth for 15 seconds before swallowing.

4. Take the medication immediately when an attack starts.

The nurse is discussing the care of a child diagnosed with asthma with the parent.
Which referral is important to include in the teaching?

1. Referral to a dietitian.

2. Referral for allergy testing.

3. Referral to the developmental psychologist.

4. Referral to a home health nurse.

The nurse is discharging a client newly diagnosed with restrictive airway disease
(asthma). Which statement indicates the client understands the discharge
instructions?

1. “I'will call 911 if my medications don’t control an attack.”

2. “I should wash my bedding in warm water.”

3. “I can still eat at the Chinese restaurant when I want.”

4. “If I get a headache, I should take a nonsteroidal anti-inflammatory drug.”
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Lung Cancer

49.

50.

The nurse is taking the social history from a client diagnosed with small cell
carcinoma of the lung. Which information is significant for this disease?

1. The client worked with asbestos for a short time many years ago.

2. The client has no family history for this type of lung cancer.

3. The client has numerous tattoos covering both upper and lower arms.

4. The client has smoked two (2) packs of cigarettes a day for 20 years.

The nurse writes a problem of “impaired gas exchange” for a client diagnosed with
cancer of the lung. Which interventions should be included in the plan of care?
Select all that apply.

Apply O, via nasal cannula.

Have the dietitian plan for six (6) small meals per day.

Place the client in respiratory isolation.

Assess vital signs for fever.

Listen to lung sounds every shift.
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51. The nurse is discussing cancer statistics with a group from the community. Which
information about death rates from lung cancer is accurate?

Age-Adjusted Cancer Death Rates,* Males by Site, US, 1930-2001
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Source: US Mortality Public Use Date Tapes 1960-2001, US Mortality Volumes 1930-1959, National Center for
Health Statistics, Centers for Disease Control and Prevention, 2004.

American Cancer Society, Surveillance Research, 2005

Age-Adjusted Cancer Death Rates,* Females by Site, US, 1930-2001
100

80

60

Uterus’ Breast Lung & bronchus
40 | \ o -

.

P

.

. - -
**e..,... Colon & rectum S "/ TSeal

Rate per 100,000 male population

20

s=v,

15335002 aariar a0 0 30 00 M S o o

®eccece

Pancreas

0 | | | | | | | |
1930 1940 1950 1960 1970 1980 1990 2001
B

*Per 100,000 age-adjusted to the 2000 US standard population. fUterus cancer death rates are for uterine cervix and
uterine corpus combined.

Note: Due to changes in the ICD coding, numerator information has changed over time. Rates for cancers of the
lung & bronchus, colon & rectum, and ovary are affected by these coding changes.

Source: US Mortality Public Use Date Tapes 1960-2001, US Mortality Volumes 1930-1959, National Center for
Health Statistics, Centers for Disease Control and Prevention, 2004.

American Cancer Society, Surveillance Research, 2005
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52.

53.

54.

55.

56.

57.

58.

Lung cancer has a low mortality rate because of new treatment options.

Lung cancer is the number-one cause of cancer deaths in both men and women.
Lung cancer deaths are not significant in relation to other cancers.

Lung cancer deaths have continued to increase in the male population.
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The nurse and an unlicensed assistive personnel (UAP) are caring for a group of

clients on a medical unit. Which information provided by the UAP warrants

immediate intervention by the nurse?

1. The client diagnosed with cancer of the lung has a small amount of blood in the
sputum collection cup.

2. The client diagnosed with chronic emphysema is sitting on the side of the bed
and leaning over the bedside table.

3. The client receiving Procrit, a biologic response modifier, has a T 99.2°F, P 68,
R 24, and BP of 198/102.

4. The client receiving prednisone, a steroid, is complaining of an upset stomach
after eating breakfast.

The client diagnosed with lung cancer has been told the cancer has metastasized to
the brain. Which intervention should the nurse implement?

1. Discuss implementing an advance directive.

2. Explain the use of chemotherapy for brain involvement.

3. Teach the client to discontinue driving.

4. Have the significant other make decisions for the client.

The client diagnosed with lung cancer is in an investigational program and receiving
a vaccine to treat the cancer. Which information regarding investigational regimens
should the nurse teach?

1. Investigational regimens provide a better chance of survival for the client.

2. Investigational treatments have not been proven to be helpful to clients.

3. Clients will be paid to participate in an investigational program.

4. Only clients who are dying qualify for investigational treatments.

The nursing staff on an oncology unit are interviewing applicants for the unit
manager position. Which type of organizational structure does this represent?
1. Centralized decision making.

2. Decentralized decision making.

3. Shared governance.

4. Pyramid with filtered-down decisions.

The client diagnosed with lung cancer is being discharged. Which statement made
by the client indicates more teaching is required?

1. “It doesn’t matter if I smoke now. I already have cancer.”

2. “I should see the oncologist at my scheduled appointment.”

3. “If I begin to run a fever, I should notify the HCP.”

4. “I should plan for periods of rest throughout the day.”

The clinic nurse is interviewing clients. Which information provided by a client
warrants further investigation?

1. The client uses Vicks VapoRub every night before bed.

2. The client has had an appendectomy.

3. The client takes a multiple vitamin pill every day.

4. The client has been coughing up blood in the mornings.

The client is four (4) hours post-lobectomy for cancer of the lung. Which assessment
data warrant immediate intervention by the nurse?

1. The client has an intake of 1,500 mL IV and an output of 1,000 mL.

2. The client has 450 mL of bright-red drainage in the chest tube.

3. The client is complaining of pain ata “10” on a 1-to-10 scale.

4. The client has absent lung sounds on the side of the surgery.
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59. The client is admitted to the outpatient surgery center for a bronchoscopy to rule
out cancer of the lung. Which information should the nurse teach?
1. The test will confirm the results of the MRI.
2. The client can eat and drink immediately after the test.
3. The HCP can do a biopsy of the tumor through the scope.
4. There is no discomfort associated with this procedure.

60. The client diagnosed with oat cell carcinoma of the lung tells the nurse, “I am so
tired of all this. I might as well just end it all.” Which statement should be the nurse’s
first response?

1. Say, “This must be hard for you. Would you like to talk?”
2. Tell the HCP of the client’s statement.

3. Refer the client to a social worker or spiritual advisor.

4. Find out if the client has a plan to carry out suicide.

Cancer of the Larynx

61. The nurse is admitting a client with a diagnosis of rule-out cancer of the larynx.
Which information should the nurse teach?
1. Demonstrate the proper method of gargling with normal saline.
2. Perform voice exercises for 30 minutes three (3) times a day.
3. Explain that a lighted instrument will be placed in the throat to biopsy the area.
4. Teach the client to self-examine the larynx monthly.

62. The client is diagnosed with cancer of the larynx and is to have radiation therapy to
the area. Which prophylactic procedure will the nurse prepare the client for?
1. Removal of the client’s teeth and fitting for dentures.
2. 'Take antiemetic medications every four (4) hours.
3. Wear sunscreen on the area at all times.
4. Placement of a nasogastric feeding tube.

63. The client is three (3) days post—partial laryngectomy. Which type of nutrition
should the nurse offer the client?
1. Total parenteral nutrition.
2. Soft, regular diet.
3. Partial parenteral nutrition.
4. Clear liquid diet.

64. The nurse is preparing the client diagnosed with laryngeal cancer for a laryngectomy
in the morning. Which intervention is the nurse’s priority?
1. Take the client to the intensive care unit for a visit.
2. Explain that the client will need to ask for pain medication.
3. Demonstrate the use of an antiembolism hose.
4. Find out if the client can read and write.

65. The client has had a total laryngectomy. Which referral is specific for this surgery?
1. CanSurmount.
2. Dialogue.
3. Lost Chord Club.
4. SmokEnders.
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66.

67.

68.

69.

70.

71.

72.

The nurse and an unlicensed assistive personnel (UAP) are caring for a group of

clients on a surgical floor. Which information provided by the UAP requires

immediate intervention by the nurse?

1. There is a small, continuous amount of bright-red drainage coming out from
under the dressing of the client who had a radical neck dissection.

2. The client who has had a right upper lobectomy is complaining that the
patient-controlled analgesia (PCA) pump is not providing any relief.

3. The client diagnosed with cancer of the lung is complaining of being tired and
short of breath.

4. The client admitted with chronic obstructive pulmonary disease is making a
whistling sound with every breath.

The charge nurse is assigning clients for the shift. Which client should be assigned
to the new graduate nurse?

1. The client diagnosed with cancer of the lung who has chest tubes.

2. The client diagnosed with laryngeal spasms who has stridor.

3. The client diagnosed with laryngeal cancer who has multiple fistulas.

4. The client who is two (2) hours post—partial laryngectomy.

The nurse is writing a care plan for a client newly diagnosed with cancer of the
larynx. Which problem is the highest priority?

1. Wound infection.

2. Hemorrhage.

3. Respiratory distress.

4. Knowledge deficit.

The male client has had a radial neck dissection for cancer of the larynx. Which
action by the client indicates a disturbance in body image?

1. The client requests a consultation by the speech therapist.

2. The client has a towel placed over the mirror.

3. The client is attempting to shave himself.

4. The client practices neck and shoulder exercises.

The HCP has recommended a total laryngectomy for a male client diagnosed with
cancer of the larynx but the client refuses. Which intervention by the nurse
illustrates the ethical principle of nonmalfeasance?

1. The nurse listens to the client explain why he is refusing surgery.

2. The nurse and significant other insist that the client have the surgery.

3. The nurse refers the client to a counselor for help with the decision.

4. The nurse asks a cancer survivor to come and discuss the surgery with the client.

The client diagnosed with cancer of the larynx has had four (4) weeks of radiation
therapy to the neck. The client is complaining of severe pain when swallowing.
Which scientific rationale explains the pain?

1. The cancer has grown to obstruct the esophagus.

2. The treatments are working on the cancer and the throat is edematous.

3. Cancers are painful and this is expected.

4. The treatments are also affecting the esophagus, causing ulcerations.

The client who has undergone a radical neck dissection and tracheostomy for cancer
of the larynx is being discharged. Which discharge instructions should the nurse
teach? Select all that apply.

The client will be able to speak again after the surgery area has healed.

The client should wear a protective covering over the stoma when showering.
The client should clean the stoma and then apply a petroleum-based ointment.
The client should use a humidifier in the room.

The client can get a special telephone for communication.
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Pulmonary Embolus

73.

74.

75.

76.

77.

78.

79.

80.

The client is diagnosed with a pulmonary embolus and is receiving a heparin drip.
The bag hanging is 20,000 units/500 mL of D5W infusing at 22 mL/hr. How many
units of heparin is the client receiving each hour?

The client is suspected of having a pulmonary embolus. Which diagnostic test
confirms the diagnosis?

1. Plasma D-dimer test.

2. Arterial blood gases.

3. Chest x-ray.

4. Magnetic resonance imaging.

Which nursing assessment data support that the client has experienced a pulmonary
embolism?

1. Calf pain with dorsiflexion of the foot.

2. Sudden onset of chest pain and dyspnea.

3. Left-sided chest pain and diaphoresis.

4. Bilateral crackles and low-grade fever.

The client diagnosed with a pulmonary embolus is in the intensive care unit. Which
assessment data warrant immediate intervention from the nurse?

1. The client’s ABGs are pH 7.36, Pao, 95, Paco, 38, HCO; 24.

2. The client’s telemetry exhibits occasional premature ventricular contractions.

3. The client’s pulse oximeter reading is 90%.

4. The client’s urinary output for the 12-hour shift is 800 mL.

The client is admitted to the medical unit diagnosed with a pulmonary embolus.
Which intervention should the nurse implement?

1. Administer oral anticoagulants.

2. Assess the client’s bowel sounds.

3. Prepare the client for a thoracentesis.

4. Institute and maintain bedrest.

The nurse is preparing to administer the oral anticoagulant warfarin (Coumadin) to a
client who has a PT/PTT of 22/39 and an INR of 2.8. What action should the nurse
implement?

1. Assess the client for abnormal bleeding.

2. Prepare to administer vitamin K (AquaMephyton).

3. Administer the medication as ordered.

4. Notify the HCP to obtain an order to increase the dose.

The nurse identified the client problem “decreased cardiac output” for the client
diagnosed with a pulmonary embolus. Which intervention should be included in the
plan of care?

1. Monitor the client’s arterial blood gases.

2. Assess skin color and temperature.

3. Check the client for signs of bleeding.

4. Keep the client in the Trendelenburg position.

Which nursing interventions should the nurse implement for the client diagnosed
with a pulmonary embolus who is undergoing thrombolytic therapy? Select all that
apply.

1. Keep protamine sulfate readily available.

Avoid applying pressure to venipuncture sites.

Assess for overt and covert signs of bleeding.

Avoid invasive procedures and injections.

Administer stool softeners as ordered.

(U2 I SO VNI )



CHAPTER 6 RESPIRATORY DISORDERS

81.

82.

83.

84.

Which statement by the client diagnosed with a pulmonary embolus indicates the
discharge teaching is effective?

1. “I am going to use a regular-bristle toothbrush.”

2. “I will take antibiotics prior to having my teeth cleaned.”

3. “I can take enteric-coated aspirin for my headache.”

4. “I will wear a Medic Alert band at all times.”

The client diagnosed with a pulmonary embolus is being discharged. Which
intervention should the nurse discuss with the client?

1. Increase fluid intake to two (2) to three (3) L/day.

2. Eat a low-cholesterol, low-fat diet.

3. Avoid being around large crowds.

4. Receive pneumonia and flu vaccines.

The nurse is preparing to administer medications to the following clients. Which
medication should the nurse question administering?

1. The oral coagulant warfarin (Coumadin) to the client with an INR of 1.9.

2. Regular insulin to a client with a blood glucose level of 218 mg/dL.

3. Hang the heparin bag on a client with a PT/PTT of 12.9/98.

4. A calcium channel blocker to the client with a BP of 112/82.

The client is getting out of bed and becomes very anxious and has a feeling of
impending doom. The nurse thinks the client may be experiencing a pulmonary
embolism. Which action should the nurse implement first?

1. Administer oxygen 10 L via nasal cannula.

2. Place the client in high Fowler’s position.

3. Obtain a STAT pulse oximeter reading.

4. Auscultate the client’s lung sounds.

Chest Trauma

85.

86.

87.

The client is admitted to the emergency department with chest trauma. Which
signs/symptoms indicate to the nurse the diagnosis of pneumothorax?

1. Bronchovesicular lung sounds and bradypnea.

2. Unequal lung expansion and dyspnea.

3. Frothy, bloody sputum and consolidation.

4. Barrel chest and polycythemia.

The client had a right-sided chest tube inserted two (2) hours ago for a
pneumothorax. Which action should the nurse implement if there is no fluctuation
(tidaling) in the water-seal compartment?

1. Obtain an order for a STAT chest x-ray.

2. Increase the amount of wall suction.

3. Check the tubing for kinks or clots.

4. Monitor the client’s pulse oximeter reading.

Which intervention should the nurse implement for a male client who has had a left-
sided chest tube for six (6) hours and who refuses to take deep breaths because of the
pain?

1. Medicate the client and have the client take deep breaths.

2. Encourage the client to take shallow breaths to help with the pain.

3. Explain deep breaths do not have to be taken at this time.

4. 'Tell the client if he doesn’t take deep breaths, he could die.
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89.
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The unlicensed assistive personnel (UAP) assists the client with a chest tube to
ambulate to the bathroom. Which situation warrants immediate intervention from
the nurse?

1. The UAP keeps the chest tube below chest level.

2. The UAP has the chest tube attached to suction.

3. The UAP allowed the client out of the bed.

4. The UAP uses a bedside commode for the client.

The nurse is caring for a client with a right-sided chest tube that is accidentally
pulled out of the pleural space. Which action should the nurse implement first?

1. Notify the health-care provider to have chest tubes reinserted STAT.

2. Instruct the client to take slow shallow breaths until the tube is reinserted.

3. Take no action and assess the client’s respiratory status every 15 minutes.

4. Tape a petroleum jelly occlusive dressing on three (3) sides to the insertion site.

The nurse is presenting a class on chest tubes. Which statement best describes a

tension pneumothorax?

1. A tension pneumothorax develops when an air-filled bleb on the surface of the
lung ruptures.

2. When a tension pneumothorax occurs, the air moves freely between the pleural
space and the atmosphere.

3. The injury allows air into the pleural space but prevents it from escaping from the
pleural space.

4. A tension pneumothorax results from a puncture of the pleura during a central
line placement.

Which action should the nurse implement for the client with a hemothorax who has
a right-sided chest tube with excessive bubbling in the water-seal compartment?

1. Check the amount of wall suction being applied.

2. Assess the tubing for any blood clots.

3. Milk the tubing proximal to distal.

4. Encourage the client to cough forcefully.

Which assessment data indicate to the nurse the chest tubes inserted three (3) days
ago have been effective in treating the client with a hemothorax?

1. Gentle bubbling in the suction compartment.

2. No fluctuation (tidaling) in the water-seal compartment.

3. The drainage compartment has 250 mL of blood

4. The client is able to deep breathe without any pain.

The nurse is caring for a client with a right-sided chest tube secondary to a
pneumothorax. Which interventions should the nurse implement when caring for
this client? Select all that apply.

1. Place the client in the low Fowler’s position.

2. Assess chest tube drainage system frequently.

3. Maintain strict bedrest for the client.

4. Secure a loop of drainage tubing to the sheet.

5. Observe the site for subcutaneous emphysema.

The charge nurse is making client assignments on a medical floor. Which client
should the charge nurse assign to the licensed practical nurse (LPN)?

1. The client with pneumonia who has a pulse oximeter reading of 91%.

2. The client with a hemothorax who has Hb of 9 g/dL and Hct of 20%.

3. The client with chest tubes who has jugular vein distention and BP of 96/60.
4. The client who is two (2) hours post-bronchoscopy procedure.
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95.

96.

The alert and oriented client is diagnosed with a spontaneous pneumothorax, and
the health care provider is preparing to insert a left-sided chest tube. Which
intervention should the nurse implement first?

1. Gather the needed supplies for the procedure.

2. Obtain a signed informed consent form.

3. Assist the client into a side-lying position.

4. Discuss the procedure with the client.

Which intervention should the nurse implement first for the client diagnosed with
a hemothorax who has had a right-sided chest tube for three (3) days and has no
fluctuation (tidaling) in the water compartment?

1. Assess the client’s bilateral lung sounds.

2. Obtain an order for a STAT chest x-ray.

3. Notify the health-care provider as soon as possible.

4. Document the findings in the client’s chart.

Acute Respiratory Distress Syndrome

97.

98.

99.

100.

101.

The unlicensed assistive personnel (UAP) is bathing the client diagnosed with acute
respiratory distress syndrome (ARDS). The bed is in a high position with the
opposite side rail in the low position. Which action should the nurse implement?

1. Demonstrate the correct technique for giving a bed bath.

2. Encourage the UAP to put the bed in the lowest position.

3. Instruct the UAP to get another person to help with the bath.

4. Provide praise for performing the bath safely for the client and the UAP.

The client diagnosed with ARDS is transferred to the intensive care department
and placed on a ventilator. Which intervention should the nurse implement first?
1. Confirm that the ventilator settings are correct.

2. Verify that the ventilator alarms are functioning properly.

3. Assess the respiratory status and pulse oximeter reading.

4. Monitor the client’s arterial blood gas results.

The nurse suspects the client may be developing ARDS. Which assessment data
confirm the diagnosis of ARDS?

1. Low arterial oxygen when administering high concentration of oxygen.

2. The client has dyspnea and tachycardia and is feeling anxious.

3. Bilateral breath sounds clear and pulse oximeter reading is 95%.

4. The client has jugular vein distention and frothy sputum.

The client who smokes two (2) packs of cigarettes a day develops ARDS after a
near-drowning. The client asks the nurse, “What is happening to me? Why did 1
get this?” Which statement by the nurse is most appropriate?

1. “Most people who almost drown end up developing ARDS.”

2. “Platelets and fluid enter the alveoli due to permeability instability.”

3. “Your lungs are filling up with fluid, causing breathing problems.”

4. “Smoking has caused your lungs to become weakened, so you got ARDS.”

Which assessment data indicate to the nurse the client diagnosed with ARDS has
experienced a complication secondary to the ventilator?

1. The client’s urine output is 100 mL in four (4) hours.

2. The pulse oximeter reading is greater than 95%.

3. The client has asymmetrical chest expansion.

4. The telemetry reading shows sinus tachycardia.
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102.
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104.
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107.

108.

The health-care provider ordered STAT arterial blood gases (ABGs) for the client
diagnosed with ARDS. The ABG results are pH 7.38, Pao, 92, Paco, 38, HCO; 24.
Which action should the nurse implement?

1. Continue to monitor the client without taking any action.

2. Encourage the client to take deep breaths and cough.

3. Administer one (1) ampule of sodium bicarbonate IVP.

4. Notify the respiratory therapist of the ABG results.

The client with ARDS is on a mechanical ventilator. Which intervention should be
included in the nursing care plan addressing the endotracheal tube care?

1. Do not move or touch the ET tube.

2. Obtain a chest x-ray daily.

3. Determine if the ET cuff is deflated.

4. Ensure that the ET tube is secure.

Which medication should the nurse anticipate the health-care provider ordering for
the client diagnosed with ARDS?

1. An aminoglycoside antibiotic.

2. A synthetic surfactant.

3. A potassium cation.

4. A nonsteroidal anti-inflammatory drug.

The client diagnosed with ARDS is in respiratory distress and the ventilator is
malfunctioning. Which intervention should the nurse implement first?

1. Notify the respiratory therapist immediately.

2. Ventilate with a manual resuscitation bag.

3. Request STAT arterial blood gases.

4. Auscultate the client’s lung sounds.

The nurse is caring for the client diagnosed with ARDS. Which interventions
should the nurse implement? Select all that apply.

1. Assess the client’s level of consciousness.

2. Monitor urine output every shift.

3. Turn the client every two (2) hours.

4. Maintain intravenous fluids as ordered.

5. Place the client in the Fowler’s position.

Which instruction is priority for the nurse to discuss with the client diagnosed with
ARDS who is being discharged from the hospital?

1. Avoid smoking and exposure to smoke.

2. Do not receive flu or pneumonia vaccines.

3. Avoid any type of alcohol intake.

4. It will take about one (1) month to recuperate.

The client diagnosed with ARDS is on a ventilator and the high alarm indicates an
increase in the peak airway pressure. Which intervention should the nurse
implement first?

1. Check the tubing for any kinks.

2. Suction the airway for secretions.

3. Assess the lip line of the ET tube.

4. Sedate the client with a muscle relaxant.



PRACTICE QUESTIONS ANSWERS ANI

Upper Respiratory Infection

1.

1. Influenza is a viral illness that might cause
these symptoms; however, an immunization
should not give the client the illness.

2. Coming into contact with small children
increases the risk of contracting colds and
the flu, but the client has a problem—not
just a potential one.

3. A client diagnosed with hypertension
should not take many of the over-the-
counter medications because they work
by causing vasoconstriction, which will
increase the hypertension.

4. Cold sores are actually an infection by the
herpes simplex virus. Colds and cold-like
symptoms are caused by the rhinovirus or
influenza virus. The term “cold sore” is a
common term that still persists in the
populace.

TEST-TAKING HINT: The keys to answering
this question are the words “hyperten-
sion” and “cold.” Any time a client has a
chronic illness, the client should discuss
over-the-counter medications with the
health-care provider or a pharmacist.
Many of the routine medications for
chronic illnesses interact with over-the-
counter medications.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

. 1. Itis not feasible for a child to always have a

tissue or handkerchief available.

2. There is no immunization for the common
cold. Colds are actually caused by at least
200 separate viruses and the viruses mutate
frequently.

3. Colds are caused by a virus and antibiotics
do not treat a virus; therefore, there is no
need to go to a health-care provider.

4. Hand washing is the single most useful
technique for prevention of disease.

TEST-TAKING HINT: Option “1” contains the
word “always,” an absolute word, and in
most questions, absolutes such as “always,”
“never,” and “only” make that answer
option incorrect.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing
Process — Planning: Client Needs — Health Promotion
and Maintenance: Cognitive Level — Synthesis.

3.

1. The client should be taught to take all
antibiotics as ordered. Discontinuing
antibiotics prior to the full dose results
in the development of antibiotic-
resistant bacteria. Sinus infections
are difficult to treat and may become
chronic, and will then require several
weeks of therapy or possibly surgery to
control.

2. If the sinuses are irrigated, it is done under
anesthesia by a health-care provider.

3. Blowing the nose will increase pressure in
the sinus cavities and will cause the client
increased pain.

4. The nurse is not licensed to prescribe
medications, so this is not in the nurse’s
scope of practice. Also, narcotic analgesic
medications are controlled substances and
require written documentation of being
prescribed by the health-care provider;
samples are not generally available.

TEST-TAKING HINT: Note in this situation an
“all” is in the correct answer. There are
very few cases in which absolute adjectives
will describe the correct answer. The test
taker must be aware that general rules will
not always apply.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Syntbhests.

. 1. Muscle weakness is a sign/symptom of

myalgia, but it is not a life-threatening
complication of sinusitis.

2. Purulent sputum would be a sign/symptom
of a lung infection, but it is not a
life-threatening complication of sinusitis.

3. Nuchal rigidity is a sign/symptom of
meningitis, which is a life-threatening
potential complication of sinusitis
resulting from the close proximity of
the sinus cavities to the meninges.

4. Intermittent loss of muscle control can be a
symptom of multiple sclerosis, but it would
not be a life-threatening complication of
sinusitis.

TEST-TAKING HINT: A basic knowledge of

anatomy and physiology would help to

answer this question. The sinuses lie in the
head and surround the orbital cavity.

Options “1” and “4” refer to muscle

problems, so both could be ruled out as

wrong.
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Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Analysis.

. 1. The hemoglobin and hematocrit given are
within normal range. This would not
warrant notifying the health-care provider.

2. A low-grade temperature and a cough
could indicate the presence of an
infection, in which case the health-care
provider would not want to subject the
client to anesthesia and the possibility of
further complications. The surgery would
be postponed.

3. One (1) to two (2) WBCs in a urinalysis is
not uncommon because of the normal flora
in the bladder.

4. The INR indicates that the client’s bleeding
time is within normal range.

TEST-TAKING HINT: In this question, all the
answer options contain normal data except
for one. The nurse would not call the
health-care provider to notify him or her of
normal values.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Analysis.

. 1. The elderly and chronically ill are at
greatest risk for developing serious
complications if they contract the
influenza virus.

2. Itis recommended people in contact with
children receive the flu vaccine whenever
possible, but these clients should be able to
withstand a bout with the flu if their immune
systems are functioning normally.

3. Itis probable these clients will be exposed
to the virus, but they are not as likely to
develop severe complications with intact
functioning immune systems.

4. During flu season, the more people the
individual comes into contact with, the
greater the risk the client will be exposed to
the influenza virus, but this group of people
would not receive the vaccine before the
elderly and chronically ill.

TEST-TAKING HINT: Sometimes the test taker
may think the answer is too easy and
obvious, but the test taker should not try to
second-guess the question. Item writers are
not trying to trick the test taker; they are
trying to evaluate knowledge.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated Nursing

Process — Assessment: Client Needs — Health Promotion
and Maintenance: Cognitive Level — Analysis.

. 1. The client has complained of pain, and the

nurse, after determining the severity of
the pain and barring any complications
in the client, will administer pain medica-
tion after completion of the assessment.

2. Oral hygiene helps to prevent the
development of infections and promotes
comfort, but it will not relieve the pain.

3. Placing the client in the semi-Fowler’s
position will reduce edema of inflamed
sinus tissue, but it will not immediately
affect the client’s perception of pain.

4. Prior to intervening, the nurse must
assess to determine the amount of pain
and possible complications occurring
that could be masked if narcotic
medication is administered.

TEST-TAKING HINT: Whenever there is

an assessment answer among the answer
options, the test taker should look carefully
at what is being assessed. If the option says
to assess the problem identified in the
question, it will usually be the correct
answer. Remember, the first step in the
nursing process is assessment.

Content — Surgical: Category of Health

Alteration — Respiratory: Integrated Nursing Process
— Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Application.

. 1. This client is one (1) day postoperative and

has moderate pain, which is to be expected
after surgery. A less experienced nurse can
care for this client.

2. A child about to go to surgery involving the
throat area can be expected to have painful
swallowing. This does not require the most
experienced nurse.

3. The postoperative client with purulent
drainage could be developing an
infection. The experienced nurse would
be needed to assess and monitor the
client’s condition.

4. Any nurse who is capable of administering
IVPB medications can care for this client.

TEST-TAKING HINT: In this type of question,
the test taker must determine if the situation
described is expected or within normal lim-
its. The option that gives unexpected data or
data not within normal limits requires a
nurse with more knowledge and experience.

Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:



Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

. 1. A person with a viral infection should not
return to work until the virus has run its
course because the antibiotics help prevent
complications of the virus, but they do not
make the client feel better faster.

2. Secondary bacterial infections often
accompany influenza, and antibiotics are
often prescribed to help prevent the
development of a bacterial infection.

3. Antibiotics will not prevent the flu. Only
the flu vaccine will prevent the flu.

4. When people take portions of the antibiotic
prescription and stop taking the remainder,
an antibiotic-resistant strain of bacteria may
develop, and the client may experience a
return of symptoms—but this time, the
antibiotics will not be effective.

TEST-TAKING HINT: Knowing drug
classifications and how the drugs within the
classification work would assist the test
taker to determine the correct answer.
Antibiotics work to destroy bacterial
invasions of the body.

Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Evaluation: Client

Needs — Physiological Integrity, Pharmacological and
Parenteral Therapies: Cognitive Level — Evaluation.

10. 1. The client with laryngitis is instructed to

avoid all alcohol. Alcohol causes increased
irritation of the throat.
2. Whispering places added strain on the
larynx.
3. Voice rest is encouraged for the client
experiencing laryngitis.
4. Aphonia, or inability to speak, is a tempo-
rary condition associated with laryngitis.
TEST-TAKING HINT: Encouraging the use
of alcohol, with the exception of a glass
of red wine, is not accepted medical
practice; therefore, option “1” could be
eliminated. Option “4” has an absolute—
“permanent”—in it and therefore could
be eliminated from consideration.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client

Needs — Physiological Integrity, Basic Care and
Comfort: Cognitive Level — Application.

11. 1. Tonsillectomies cause throat edema and

difficulty swallowing; the nurse must
observe the client’s ability to swallow
before this task can be delegated.

12,
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2. Clients with colds are encouraged to
drink 2,000 mL of liquids a day. The
UAP could do this.

3. Throat swabs for culture must be done
correctly or false-negative results can
occur. The nurse should obtain the swab.

4. Clients with laryngitis are instructed not to
smoke. Smoking is discouraged in all health-
care facilities. Sending nursing personnel
outside encourages an unhealthy practice,
which is not the best use of the personnel.

TEST-TAKING HINT: Interventions requiring
assessment, teaching, and evaluation can-
not be delegated. Levels of activities be-
ing delegated should be appropriate for
the level of training of the staff member
carrying out the task. Tasks delegated
must conform to safe health-care practice.

Content — Nursing Management: Category of
Health Alteration — Management: Integrated
Nursing Process — Planning: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. Alternative therapies are therapies not
accepted as standard medical practice.
These may be encouraged as long as
they do not interfere with the medical
regimen. Vitamin C in large doses is
thought to improve the immune
system’s functions.

2. Bedrest is accepted standard advice for a
client with a cold.

3. Humidifying the air helps to relieve
congestion and is a standard practice.

4. Decongestant therapy is standard therapy
for a cold.

TEST-TAKING HINT: Only one of the an-
swer options is not common advice for a
client with a cold. When all options but
one (1) match each other, then the odd
option should be selected as the correct
answer.

Content — Medical: Category of Health Alteration —
Complimentary and Alternative Medication:
Integrated Nursing Process — Diagnosis: Client
Needs — Physiological Integrity, Pharmacological and
Parenteral Therapies: Cognitive Level — Knowledge.

Lower Respiratory Infection

13. 1. The elderly client diagnosed with

pneumonia may present with weakness,
fatigue, lethargy, confusion, and poor
appetite but not have any of the classic
signs and symptoms of pneumonia.
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2. Fever and chills are classic symptoms of
pneumonia, but they are usually absent in
the elderly client.

3. Frothy sputum and edema are signs and
symptoms of heart failure, not pneumonia.

4. The client has tachypnea (fast respirations),
not bradypnea (slow respirations), and
jugular vein distention accompanies heart
failure.

TEST-TAKING HINT: The question provides
an age range—“elderly”’—so age can be
expected to affect the disease process—in
this case, causing atypical symptoms. The
prefix brady- means “slow” when attached
to a word. Knowing the definition of
medical prefixes can assist the test taker
in determining the correct answer.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of Risk
Potential: Cognitive Level — Analysis.

1. Clients do not perform chest
physiotherapy; this is normally done by
the respiratory therapist. This is a staff
goal, not a client goal.

2. This would be a goal for self-care deficit
but not for impaired gas exchange.

3. This would be a goal for the problem of
activity intolerance.

4. Impaired gas exchange results in
hypoxia, the earliest sign/symptom of
which is a change in the level of
consciousness.

TEST-TAKING HINT: The test taker should
match the answer option to the listed
nursing problem. Option “1” is a staff
goal to accomplish. When writing goals
for the client, it is important to
remember they are written in terms of
what is expected of the client. Options
“2” and “3” are appropriately written
client goals, but they do not evaluate gas
exchange.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Analysis.

1. A gastrostomy tube is placed directly into
the stomach through the abdominal wall;
the naris is the opening of the nostril.

2. Elevating the head of the bed uses
gravity to keep the formula in the
gastric cavity and help prevent it from
refluxing into the esophagus, which
predisposes the client to aspiration.

16.

17.

3. The Sims position is the left lateral
side-lying flat position. This position is
used for administering enemas and can be
used to prevent aspiration in clients
sedated by anesthesia. The sedated client
would not have a full stomach.

4. Dressings on PEG tubes should be changed
at least daily. If there is no dressing, the
insertion site is still assessed daily.

TEST-TAKING HINT: The test taker should
try to picture the positioning of the client
to determine the correct answer. In
option “4,” the test taker should question
if the time given, three (3) days, is the
correct time interval for performing this
intervention.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Basic Care and

Comfort: Cognitive Level — Analysis.

1. Broad-spectrum IV antibiotics are priority,
but before antibiotics are administered, it
is important to obtain culture specimens
to determine the correct antibiotic for the
client’s infection. Clients are placed on
oral medications only after several days of
IVPB therapy.

2. Meal trays are not priority over cultures.

3. To determine the antibiotic that will
effectively treat an infection, specimens
for culture are taken prior to beginning
the medication. Administering antibi-
otics prior to cultures may make it
impossible to determine the actual
agent causing the pneumonia.

4. Admission weights are important to
determine appropriate dosing of medication,
but they are not priority over sputum
collection.

TEST-TAKING HINT: Option “1” has a
medication classification and a route, and
the test taker should question if the route
is appropriate for the client being
admitted. Clients will not die from a
delayed meal, but a client could die from
delayed IV antibiotic therapy.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. Clients diagnosed with Tb will need to take
the medications for six (6) months to a year.

2. Compliance with treatment plans for
Tb includes multidrug therapy for six



18.

1)

(6) months to one (1) year for the
client to be free of the Tb bacteria.

3. Clients are no longer contagious when
three (3) morning sputum specimens are
cultured negative, but this will not occur
until after several weeks of therapy.

4. The Tb skin test only determines possible
exposure to the bacteria, not active disease.

TEST-TAKING HINT: The test taker should
determine if the time of three (3) weeks
in option “1,” months in option “2,” or
immediately in option “3” is the correct
time interval.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Evaluation:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Evaluation.

1. A purple flat area indicates that the client
became bruised when the intradermal
injection was given, but it has no bearing
on whether the test is positive.

2. A positive skin test is 10 mm or greater
with induration, not redness.

3. If the client has ever reacted
positively, then the client should have
a chest x-ray to look for causation and
inflammation.

4. These are negative findings and do not
indicate the need to have x-ray
determination of disease.

TEST-TAKING HINT: The test taker should
note descriptive terms such as “purple,”
“flat,” or “4 mm” before determining the
correct answer. Option “4” has the
absolute word “never,” and absolutes
usually indicate incorrect answers.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Evaluation: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

1. The client diagnosed with pneumonia
will have some degree of gas-exchange
deficit. Administering oxygen would
help the client.

2. Activities of daily living require energy
and therefore oxygen consumption.
Spacing the activities allows the client
to rebuild oxygen reserves between
activities.

3. Clients are encouraged to drink at least
2,000 mL daily to thin secretions.

4. Cigarette smoking depresses the action of
the cilia in the lungs. Any smoking should
be prohibited.

20.

21.
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5. Pulse oximetry readings provide the

nurse with an estimate of oxygenation

in the periphery.
TEST-TAKING HINT: Maslow’s hierarchy of
needs lists oxygenation as the top priority.
Therefore, the test taker should select
interventions addressing oxygenation.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

1. The nares are the openings of the nostrils.
Suctioning, if done, would be of the
posterior pharynx.

2. Turning the client to the side allows
for the food to be coughed up and
come out of the mouth, rather than be
aspirated into the lungs.

3. Placing the client in the Trendelenburg
position increases the risk of aspiration.

4. An immediate action is needed to protect
the client.

TEST-TAKING HINT: In a question requiring
the test taker to determine the first action,
all the answer options may be correct for
the situation. The test taker must
determine which has the greatest potential
for improving the client’s condition.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. The specimen needs to be taken to the
laboratory within a reasonable time frame,
but a UAP can take specimens to the
laboratory.

2. Clogged feeding tubes occur with some
regularity. Delay in feeding a client will
not result in permanent damage.

3. A pulse oximetry reading of 92%
means that the arterial blood oxygen
saturation is somewhere around 60%
to 70%.

4. Arterial oxygenation normal values are
80% to 100%.

TEST-TAKING HINT: Be sure to read all the
answer options. Pulse oximetry readings
do not give the same information as arte-
rial blood gas readings.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Safe Effective Care Environment,
Muanagement of Care: Cognitive Level — Analysis.
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1. Standard Precautions are used to prevent
exposure to blood and body secretions on
all clients. Tuberculosis is caused by
airborne bacteria.

2. Contact Precautions are used for wounds.
3. Droplet Precautions are used for infections
spread by sneezing or coughing but not
transmitted over distances of more than

three (3) to four (4) feet.

4. Tuberculosis bacteria are capable of
disseminating over long distances on
air currents. Clients with tuberculosis
are placed in negative air pressure
rooms where the air in the room is not
allowed to cross-contaminate the air in
the hallway.

TEST-TAKING HINT: Standard Precautions
and Contact Precautions can be ruled out
as the correct answer if the test taker is
aware that Tb is usually a respiratory
illness. This at least gives the reader a 1:2
chance of selecting the correct answer if
the answer is not known.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Safety and Infection
Control: Cognitive Level — Application.

1. Closing the door reestablishes the
negative air pressure, which prevents
the air from entering the hall and
contaminating the hospital
environment. When correcting an
individual, it is always best to do so
in a private manner.

2. The employee is an adult and as such
should be treated with respect and
corrected accordingly.

3. Problems should be taken care of at the
lowest level possible. The nurse is
responsible for any task delegated, including
the appropriate handling of isolation.

4. Correcting staff should never be done in
the presence of the client. This undermines
the UAP and creates doubt of the staff’s
competency in the client’s mind.

TEST-TAKING HINT: An action must be
taken; the test taker must determine
which action would have the desired
results with the least amount of
disruption to client care. Correcting the
UAP in this manner has the greatest
chance of creating a win—win situation.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing

24.

Process — Implementation: Client Needs — Safe
Effective Care Environment, Safety and Infection
Control: Cognitive Level — Application.

1. Pleuritic chest pain and anxiety from
diminished oxygenation occur along
with fever, chills, dyspnea, and cough.

2. Asymmetrical chest expansion occurs if
the client has a collapsed lung from a
pneumothorax or hemothorax, and the
client would be cyanotic from decreased
oxygenation.

3. The client would have leukocytosis, not
leukopenia, and a capillary refill time
(CRT) of <3 seconds is normal.

4. Substernal chest pain and diaphoresis are
symptoms of myocardial infarction.

TEST-TAKING HINT: Options “1” and “4”
have chest pain as part of the answer. The
adjectives describing the chest pain
determine the correct answer.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of Risk
Potential: Cognitive Level — Analysis.

Chronic Obstructive Pulmonary
Disease (COPD)

25.

1. The number of years of smoking is infor-
mation needed to treat the client but not
the most important in health promotion.

2. The risk factors for complications are
important in planning care.

3. Assessing the ability to deliver medications
is an important consideration when
teaching the client.

4. The client’s attitude toward lifestyle
changes is the most important
consideration in health promotion, in
this case smoking cessation. The nurse
should assess if the client is willing to
consider cessation of smoking and
carry out the plan.

TEST-TAKING HINT: The test taker should
read the stem for words such as “health
promotion.” These words make all the
other answer options incorrect because
they do not promote health.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.
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27.

1. The client should be assisted into a
sitting position either on the side of
the bed or in the bed. This position
decreases the work of breathing. Some
clients find it easier sitting on the side
of the bed leaning over the bed table.
The nurse needs to maintain the
client’s safety.

2. Oxygen will be applied as soon as possible,
but the least amount possible. If levels of
oxygen are too high, the client may stop
breathing.

3. Vital signs need to be monitored, but this
is not the first priority. If the equipment is
not in the room, another member of the
health-care team should bring it to the
nurse. The nurse should stay with the
client.

4. The health-care provider needs to be noti-
fied, but the client must be treated first.
The nurse should get assistance if possible
so the nurse can treat this client quickly.

TEST-TAKING HINT: When a question

asks for the test taker to choose the
intervention to implement first, the

test taker should select an intervention
directly caring for the client. Remember:
in distress do not assess.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. A large amount of thick sputum is a
common symptom of COPD. There is no
cause for immediate intervention.

2. The nurse should decrease the oxygen
rate to two (2) to three (3) liters.
Hypoxemia is the stimulus for
breathing in the client with COPD.

If the hypoxemia improves and the
oxygen level increases, the drive to
breathe may be eliminated.

3. It is common for clients with COPD to
use accessory muscles when inhaling.
These clients tend to lean forward.

4. In clients with COPD, there is a
characteristic barrel chest from chronic
hyperinflation, and dyspnea is common.

TEST-TAKING HINT: This question requires
interpreting the data to determine which
are abnormal or unexpected and require
intervention. Options “1,” “3,” and “4”
are expected for the client’s disease
process.

28.

29.
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Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:

Client Needs — Safe Effective Care Environment,
Muanagement of Care: Cognitive Level — Analysis.

1. The expected outcome showing no signs
of respiratory distress indicates the plan of
care is effective and should be continued.

2. An improved respiratory pattern indicates
the plan should be continued.

3. The expected outcome should be that
the client has tolerance for activity;
because the client is not meeting the
expected outcome, the plan of care
needs revision.

4. The client should participate in planning
the course of care. The client is meeting
the expected outcome.

TEST-TAKING HINT: This question is an
“except” question. Three of the options
indicate desired outcomes and only one (1)
option indicates the need for improvement.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Analysis.

1. The client with end-stage COPD has
decreased peripheral oxygen levels;
therefore, this would not warrant
immediate intervention.

2. The client’s ABGs would normally indicate
a low oxygen level; therefore, this would
not warrant immediate intervention.

3. The client who develops dyspnea on
exertion should stop the exertion but does
not require intervention by the nurse if
the dyspnea resolves.

4. Rusty-colored sputum indicates blood
in the sputum and requires further
assessment by the nurse.

TEST-TAKING HINT: The test taker could
rule out options “1” and “2” as correct
answers because both describe the same

data of decreased oxygen, which is
characteristic of COPD.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Syntbhesis.

30. 1. When sputum changes in color, amount,

or both, this indicates infection, and the
client should report this information to the
health-care provider. This statement indi-
cates the client understands the teaching.
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2. Bronchodilators should be taken routinely
to prevent bronchospasms. This statement
indicates the client understands the
teaching.

3. Clients use metered-dose inhalers because
they deliver a precise amount of medication
with correct use. This statement indicates
the client understands the teaching.

4. Clients should have blood levels drawn
every six (6) months when taking bron-
chodilators, not yearly. This indicates the
client needs more teaching.

TEST-TAKING HINT: When evaluating
whether the client has learned the
information presented, the test taker is
observing for incorrect information. The
test taker should pay close attention to
time frames such as “every 12 months.”

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Evaluation.

1. The client diagnosed with COPD has
difficulty exchanging oxygen with carbon
dioxide, which is manifested by physical
signs such as fingernail clubbing and
respiratory acidosis as seen on arterial
blood gases.

2. The client should avoid extremes in
temperatures. Warm temperatures
cause an increase in the metabolism
and increase the need for oxygen. Cold
temperatures cause bronchospasms.

3. The client has increased respiratory
effort during activities and can be
fatigued. Activities should be timed so
rest periods are scheduled to prevent
fatigue.

4. The client may have difficulty adapting
to the role changes brought about
because of the disease process. Many
cannot maintain the activities involved
in meeting responsibilities at home and
at work. Clients should be assessed for
these issues.

5. Clients often lose weight because of
the effort expended to breathe.

TEST-TAKING HINT: This is an example of
an alternate-type question. There may be
more than one (1) correct answer. The
test taker should consider all options
independently and understand that the
question is not a trick.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:

32.

33.

34.

Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Analysis.

1. Pursed-lip breathing helps keep the
alveoli open to allow for better oxygen
and carbon dioxide exchange.

2. This would be an appropriate outcome for
a knowledge-deficit problem.

3. This outcome does not ensure the client
has an effective airway; increasing fluid
does not ensure an effective airway.

4. This is not an appropriate outcome for any
client problem because the client should
be able to ambulate without dyspnea for
100 feet.

TEST-TAKING HINT: The test taker needs to
identify the outcome for the client problem
cited—namely, “ineffective gas exchange.”
The only answer option addressing the
airway is option “1,” pursed-lip breathing.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Analysis.

1. The client diagnosed with COPD needs
oxygen at all times, especially when exerting
energy such as ambulating to the bathroom.

2. The client needs the oxygen, and the
nurse should not correct the UAP in
front of the client; it is embarrassing for
the UAP and the client loses confidence
in the staff.

3. The nurse should not verbally correct a
UAP in front of the client; the nurse
should correct the behavior and then talk
to the UAP in private.

4. The primary nurse should confront the
UAP and take care of the situation.
Continued unsafe client care would
warrant notifying the charge nurse.

TEST-TAKING HINT: The test taker must
know management concepts, and the
nurse should first address the behavior
with the person directly, then follow the
chain of command.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Clubbing of the fingers is the result of
chronic hypoxemia, which is expected with
chronic COPD but not recently diagnosed
COPD.

2. These clients have frequent respiratory
infections.
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36.

3. Sputum production, along with cough
and dyspnea on exertion, are the early
signs/symptoms of COPD.

4. These clients have a productive cough, not
a nonproductive cough.

TEST-TAKING HINT: The test taker must be
observant of terms such as “recently
diagnosed,” which help to rule out
incorrect answers such as option “1.”
Option “2” has the word “infrequent.”
The test taker must notice these words.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. Clients diagnosed with COPD should
receive the influenza vaccine each year.
If there is a shortage, these clients have
top priority.

2. The pneumococcal vaccine should be ad-
ministered every five (5) to seven (7) years.

3. Reducing the number of cigarettes smoked
does not stop the progression of COPD,
and the client will continue to experience
signs and symptoms such as shortness of
breath or dyspnea on exertion.

4. Clients diagnosed with COPD should
increase their fluid intake unless
contraindicated for another health
condition. The increased fluid assists the
client in expectorating the thick sputum.

TEST-TAKING HINT: Nurses are expected to
serve as community resources. The nurse
should be knowledgeable about health
promotion activities such as immunizations.
One (1) option describes a desired goal, but
the other three (3) do not.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Evaluation: Client Needs — Health Maintenance and
Promotion: Cognitive Level — Synthesis.

1. The Asthma Foundation of America is not
appropriate for a client in this stage of
COPD.

2. The American Cancer Society is helpful
for a client with lung cancer but not for a
client with COPD.

3. The American Lung Association has
information helpful for a client with
COPD.

4. Many clients with COPD end up with
heart problems, but the American Heart
Association does not have information for

clients with COPD.
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TEST-TAKING HINT: The test taker should be
familiar with organizations, but if the test
taker had no idea what the answer was, the
only option containing a word referring to
respiration—“lung”—is option “3.”

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

Reactive Airway Disease
(Asthma)

37.

38.

1. Fever is a sign of infection, and crepitus is
air trapped in the layers of the skin.

2. Rales indicate fluid in the lung, and hives are
a skin reaction to a stimulus such as occurs
with an allergy to a specific substance.

3. During an asthma attack, the muscles
surrounding the bronchioles constrict,
causing a narrowing of the bronchioles.
The lungs then respond with the
production of secretions that further
narrow the lumen. The resulting
symptoms include wheezing from air
passing through the narrow, clogged
spaces, and dyspnea.

4. During an attack, the chest will be
expanded from air being trapped and not
being exhaled. A chest x-ray will reveal a
lowered diaphragm and hyperinflated
lungs.

TEST-TAKING HINT: The test taker must
have a basic knowledge of common medical
terms to answer this question. Dyspnea,
wheezing, and rales are common terms used
when describing respiratory function and
lung sounds. Crepitus and eupnea are not as
commonly used, but they are also terms
that describe respiratory processes and
problems.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of Risk
Potential: Cognitive Level — Analysis.

1. Anxiety is an expected sequela of being
unable to meet the oxygen needs of the
body. Staying with the client lets the
client know the nurse will intervene
and the client is not alone.

2. Because anxiety is an expected occurrence
with asthma, it is not necessary to notify
the health-care provider.
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3. An anxiolytic medication could decrease
respiratory drive and increase the
respiratory distress. Also, the medication
will require a delayed time period to begin
to work.

4. Drinking fluids will not treat an asthma
attack or anxiety.

TEST-TAKING HINT: Before choosing an
answer option that directs the test taker
to notify a health-care provider, the test
taker should determine if the option is
describing an expected event or data for
the disease process being discussed. If it
is expected, then notifying the health-care
provider would not be the correct answer.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Nursing is the one discipline remaining
with the client around the clock.
Therefore, nurses have knowledge of
the client that other disciplines might
not know.

2. The pharmacist will be able to discuss
the medication regimen the client is
receiving and make suggestions
regarding other medications or
medication interactions.

3. The social worker may be able to assist
with financial information or home
care arrangements.

4. Occupational therapists help clients with
activities of daily living and modifications
to home environments; nothing in the
stem indicates a need for these services.

5. Speech therapists assist clients with speech
and swallowing problems; nothing in the
stem indicates a need for these services.

TEST-TAKING HINT: Cost containment
issues are always a concern the nurse
must address. The use of limited
resources (health-care personnel) should
be on an as-needed basis only. Cost
containment must be considered when
using other disciplines or supplies.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Daily inhaled steroids are used for mild,
moderate, or severe persistent asthma, not
for intermittent asthma.

41.

42.

2. Clients with intermittent asthma will
have exacerbations treated with rescue
inhalers. Therefore, the nurse should
teach the client about rescue inhalers.

3. Systemic steroids are used frequently by
clients with severe persistent asthma, not
with mild intermittent asthma.

4. Leukotriene agonists are prescribed for
clients diagnosed with mild persistent
asthma.

TEST-TAKING HINT: In the stem, there

are two (2) words giving the test taker a
clue about the correct answer. “Mild” and
“intermittent” are words that indicate the
client is not experiencing frequent or
escalating symptoms. Steroid medications
can have multiple side effects.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies:

Cognitive Level — Synthesis.

1. Mast cell stabilizers require 10 to 14 days
to be effective. Some clients diagnosed
with exercise-induced asthma derive
benefit from taking the drugs immediately
before exercising, but these drugs must be
in the system for a period of time before
effectiveness can be achieved.

2. Tapering of medications is done for
systemic steroids because of adrenal
functioning.

3. The drugs are taken daily, before exercise,
or both.

4. Mast cell drugs are routine maintenance
medications and do not treat an attack.

TEST-TAKING HINT: The test taker must

be knowledgeable about medications.
There are not many test-taking hints. If
the test taker knows that a specific option
applies to a medication other than the one
(1) mentioned in the stem, the test taker
can eliminate that option.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Evaluation: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Evaluation.

1. A complete blood count determines the
oxygen-carrying capacity of the hemoglobin
in the body, but it will not identify the
immediate problem.

2. Pulmonary function test are
completed to determine the forced
vital capacity (FVC), the forced
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44,

expiratory capacity in the first second
(FEV,), and the peak expiratory flow
(PEF). A decline in the FVC, FEV,, and
PEF indicates respiratory compromise.

3. Allergy skin testing will be done to
determine triggers for allergic asthma, but
it is not done during an attack.

4. Drug cortisol levels do not relate to
asthma.

TEST-TAKING HINT: If the test taker is
unsure about the correct response, it is
helpful to choose the option that directly
relates to the topic. Asthma is a
pulmonary problem, and only one (1)
option has the word “pulmonary” in it.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive

Level — Application.

1. A forced vital capacity of 1,000 mL is
considered normal for most females;
therefore, the LPN could care for this
client.

2. The client should be encouraged to
pace the activities of daily living; this is
expected for a client diagnosed with
asthma, so the LPN could care for this
client.

3. Confusion could be a sign of decreased
oxygen to the brain and requires the RN’s
expertise. This client should not be
assigned to LPN.

4. The client’s mother requires teaching,
which is the nurse’s responsibility and
cannot be assigned to a LPN.

5. A pulse oximetry level of 95% is normal,
so this client could be assigned to an
LPN.

TEST-TAKING HINT: The nurse cannot assign
a licensed practical nurse assessment,
teaching, evaluation, or an unstable client.

Content — Nursing Management: Category of
Health Alteration — Management: Integrated
Nursing Process — Planning: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. The charge nurse is responsible for all
clients. At times it is necessary to see
clients with a psychosocial need before
other clients who have expected and
non-life-threatening situations.

2. Two (2)+ edema of the lower extremities is
expected in a client diagnosed with heart
failure.

45,

46.
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3. A blood glucose reading of 189 mg/dL is
not within normal range, but it is not in a
range indicating the client is catabolizing
the fats and proteins in the body. No ke-
tones will be produced at this blood glucose
level, so the ketoacidosis has resolved itself.

4. Most clients diagnosed with COPD are
receiving oxygen at a low level.

TEST-TAKING HINT: All the options with
physiological data are expected and not
life-threatening, so the nurse should
address the client with a psychosocial
problem.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

1. Rescue inhalers are used to treat attacks,
not prevent them, so this should not be
administered prior to exercising.

2. Warm-up exercises decrease the risk of
developing an asthma attack.

3. Using a bronchodilator immediately
prior to exercising will help reduce
bronchospasms.

4. Monosodium glutamate, a food
preservative, has been shown to initiate
asthma attacks.

TEST-TAKING HINT: Option “1” has two
words that are opposed—“rescue” and
“wait”—which might lead the test taker to
eliminate this option. Remember basic
concepts, which are contradicted in option
“2.” There are a few disease processes
that encourage intake of sodium, but
asthma is not one of them, which would
cause option “4” to be eliminated.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

1. This applies to systemically administered
steroids, not to inhaled steroids.

2. The steroids must pass through the
oral cavity before reaching the lungs.
Allowing the medication to stay within
the oral cavity will suppress the normal
flora found there, and the client could
develop a yeast infection of the mouth
(oral candidiasis).

3. Holding the medication in the mouth
increases the risk of an oral yeast infection,
and the medication is inhaled, not
swallowed.
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4. Inhaled steroids are not used first; the
beta-adrenergic inhalers are used for acute
attack.

TEST-TAKING HINT: Option “3” suggests
that an inhaled medication is swallowed;
the two (2) terms do not match.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Planning: Client Needs — Physiological Integrity,
Pharmacological and Parenteral Therapies: Cognitive
Level — Synthesis.

1. A child with asthma can eat a regular diet if
the child is not allergic to the components
of the diet.

2. Because asthma can be a reaction to an
allergen, it is important to determine
which substances may trigger an attack.

3. The stem did not indicate the child is
developmentally delayed.

4. The child does not require a home health
nurse solely on the basis of asthma; the
school nurse or any child-care provider
should be informed of the child’s diagnosis,
and the parents must know the individual
caring for the child is prepared to inter-
vene during an attack.

TEST-TAKING HINT: The test taker must be
aware of the disease process, determine
causes, and then make a decision based on
interventions required.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

1. The client must be able to recognize a
life-threatening situation and initiate
the correct procedure.

2. Bedding is washed in hot water to kill dust
mites.

3. Many Chinese dishes are prepared with
monosodium glutamate, an ingredient that
can initiate an asthma attack.

4. Nonsteroidal anti-inflammatory medica-
tions, aspirin, and beta blockers have been
known to initiate asthma attacks.

TEST-TAKING HINT: Dietary questions or
answer options should be analyzed for the
content. The test taker should decide,
“What about Chinese foods could be a
problem for a client diagnosed with
asthma?” or “What might be good for the
client about this diet?”

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Evaluation:

Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

Lung Cancer

49.

50.

1. Working with asbestos is significant for
mesothelioma of the lung, a cancer with a
very poor prognosis, but not for small cell
carcinoma.

2. Family history is not the significant risk
factor for small cell carcinoma. Smoking is
the number-one risk factor.

3. Tattoos may be implicated in the develop-
ment of blood-borne pathogen disease (if
sterile needles were not used), but they do
not have any association with cancer.

4. Smoking is the number-one risk factor
for developing cancer of the lung.
More than 85% of lung cancers are
attributable to inhalation of chemicals.
There are more than 400 chemicals in
each puff of cigarette smoke, 17 of
which are known to cause cancer.

TEST-TAKING HINT: If the test taker did not
know this information, option “3” has no
anatomical connection to the lungs and
could be eliminated. This information has
been widely disseminated in the media for
more than 40 years since the Surgeon
General’s office first warned about the
dangers of smoking in the early 1960s.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Analysis.

1. Respiratory distress is a common finding
in clients diagnosed with lung cancer. As
the tumor grows and takes up more
space or blocks air movement, the client
may need to be taught positioning for
lung expansion. The administration of
oxygen will help the client to use the
lung capacity that is available to get
oxygen to the tissues.

2. Clients with lung cancer frequently be-
come fatigued trying to eat. Providing
six (6) small meals spaces the amount of
food the client eats throughout the day.

3. Cancer is not communicable, so the client
does not need to be in isolation.

4. Clients with cancer of the lung are at
risk for developing an infection from
lowered resistance as a result of
treatments or from the tumor blocking
secretions in the lung. Therefore,
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monitoring for the presence of fever,
a possible indication of infection, is
important.

5. Assessment of the lungs should be
completed on a routine and PRN basis.

TEST-TAKING HINT: This alternative-type
question is an all-or-nothing situation.
The NCLEX-RN examination requires
the test taker to answer each option
correctly to receive credit for the ques-
tion. Each option has the potential

to be right or wrong.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

1. Lung cancer is the number-one cause of
cancer deaths in the United States.

2. Lung cancers are responsible for
almost twice as many deaths among
males as any other cancer and more
deaths than breast cancer in females.

3. Lung cancers are the most deadly cancers
among the U.S. population.

4. Lung cancer deaths have remained rela-
tively stable among the male population
but have continued to steadily increase
among females.

TEST-TAKING HINT: The nurse must be
able to interpret data to the public. The
nurse will be asked about incidence and
severity of diseases.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Health Promotion and Maintenance:
Cognitive Level — Comprebension.

1. This is expected from this client and does
not warrant immediate attention.

2. This is called a three (3)-point stance. It is a
position many clients with lung disease will
assume because it assists in the expansion of
the lung.

3. Biologic response modifiers stimulate
the bone marrow and can increase the
client’s blood pressure to dangerous
levels. This BP is high and warrants
immediate attention.

4. This client can be seen after taking care
of the client in “3.” The nurse should
intervene, but it is not a life-threatening
situation.

TEST-TAKING HINT: Even if the test taker did

not know the side effects of Procrit, a BP
of 198/102 warrants immediate attention.

53.

54.
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Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. This situation indicates a terminal
process, and the client should make
decisions for the end of life.

2. Radiation therapy is used for tumors in
the brain. Chemotherapy as a whole will
not cross the blood-brain barrier.

3. There is no indication the client cannot
drive at this point. Clients may develop
seizures from the tumors at some point.

4. The client should make decisions for
himself or herself as long as possible.
However, the client should discuss
personal wishes with the person named
in an advance directive to make
decisions.

TEST-TAKING HINT: The ethical principle
of autonomy could help the test taker to
discard option “4” as a correct answer.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. If the investigational regimen proves to be
effective, then this statement is true.
However, many investigational treatments
have not proved to be efficacious.

2. Investigational treatments are just
that—treatments being investigated to
determine if they are effective in the
care of clients diagnosed with cancer.
There is no guarantee the treatments
will help the client.

3. Clients receive medical care and associated
treatments and laboratory tests at no cost,
but the client is not paid. Paying the client
is unethical.

4. Frequently clients who have failed
standard treatments and who have no
other hope of a treatment are the clients
involved in investigational protocols, but
the protocols can be used for any client
who volunteers for investigational
treatment.

TEST-TAKING HINT: The test taker should
think about the word “investigational”
and understand its meaning. Investiga-
tional means looking into something.
This should lead the test taker to choose
option “2.”
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Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

1. A centralized system of organization
means decisions are made at the top and
given to the staff underneath to accept and
implement.

2. A decentralized decision-making pattern
means there is a fairly flat accountability
chart. The unit manager has more auton-
omy in managing the unit, but this does
not mean the staff has input into decisions.

3. Shared governance is a system where the
staff is empowered to make decisions
such as scheduling and hiring of certain
staff. Staff members are encouraged to
participate in developing policies and
procedures to reach set goals.

4. A pyramid decision-making tree is an
example of a centralized system.

TEST-TAKING HINT: Answer options “1”
and “4” basically say the same thing and
could be eliminated for this reason.

Content — Nursing Management: Category of
Health Alteration — Management: Integrated
Nursing Process — Planning: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. Research indicates smoking will still
interfere with the client’s response to
treatment, so more teaching is needed.

2. It is expected for the client to follow up
with a specialist regarding subsequent
treatment; therefore, the client does not
need more teaching.

3. Clients diagnosed with cancer and under-
going treatment are at risk for developing
infections, so more teaching is not needed.

4. Lung cancers produce fatigue as a result of
physiological drains on the body in the
areas of lack of adequate oxygen to the
tissues, the tumor burden on the body, and
the toll taken by the effects of the treat-
ments. Cancer-related fatigue syndrome
is a very real occurrence, so the client
understands the teaching.

TEST-TAKING HINT: Two (2) options—*“2”
and “3”—are instructions given to all
clients regardless of disease process.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Evaluation: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Synthesis.

57.

58.

59.

1. This is an individual cultural/familial
situation and should be encouraged unless
it interferes with the medical treatment
plan. The nurse should be nonjudgmental
when clients discuss their cultural
practices if the nurse expects the clients to
be honest about health practices.

2. An appendectomy in the past should be
documented, but no further information is
required.

3. Many clients take a multivitamin, so this
would not warrant intervention.

4. Coughing up blood is not normal and is
cause for investigation. It could indicate
lung cancer.

TEST-TAKING HINT: The test taker should
read all distracters carefully. “Further
investigation” means something abnormal
is occurring. Coughing up blood is always
abnormal.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Analysis.

1. This is an adequate output. After a major
surgery, clients will frequently have an
intake greater than the output because of
the fluid shift occurring as a result of
trauma to the body.

2. This is about a pint of blood loss
and could indicate the client is
hemorrhaging.

3. The nurse should intervene and medicate
the client, but pain, although a client
comfort issue, is not life threatening.

4. The client will have a chest tube to assist
in reinflation of the lung, and absent lung
sounds are expected at this point in the
client’s recovery.

TEST-TAKING HINT: Blood is always a

priority.

Content — Surgical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Assessment: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive
Level — Syntbhesis.

1. A bronchoscopy is not performed to
confirm another test; it is performed to
confirm diagnoses, such as cancer,
Pneumocystis pneumonia, tuberculosis,
fungal infections, and other lung diseases.

2. The client’s throat will be numbed with a
local anesthetic to prevent gagging during
the procedure. The client will not be able



to eat or drink until this medication has
worn off.

3. The HCP can take biopsies and perform
a washing of the lung tissue for patho-
logical diagnosis during the procedure.

4. Most HCPs use an anesthetic procedure
called twilight sleep to perform endoscopies,
but there is no guarantee the client will not
experience some discomfort.

TEST-TAKING HINT: The test taker must
read each stem and answer option
carefully. When in medicine does one (1)
test confirm another? Tests are done to
confirm diagnoses. Option “4” has a false
promise.

Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Synthesis.

60. 1. The nurse might enter into a therapeutic

conversation, but client safety is the priority.

2. The nurse must first assess the seriousness
of the client’s statement and whether he or
she has a plan to carry out suicide.
Depending on the client’s responses, the
nurse will notify the HCP.

3. The client can be referred for assistance
in dealing with the disease and its
ramifications, but this is not the priority.

4. The priority action anytime a client
makes a statement regarding taking his
or her own life is to determine if the
client has thought it through enough
to have a plan. A plan indicates an
emergency situation.

TEST-TAKING HINT: In a question that asks
for a first response, all answer options
may be actions the nurse would take.
Ranking the options in order of action—
“4,” “1,” “2’” “3”_may help the test
taker to make a decision. Applying
Maslow’s hierarchy of needs, safety
comes first.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Psychosocial

Integrity: Cognitive Level — Application.

Cancer of the Larynx

61. 1. Gargling with salt water is good for sore
throats, but it does not diagnose cancer of
the larynx.

2. Clients thought to have a vocal cord prob-
lem are encouraged to practice voice rest.

62.

63
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Vocal cord exercises would not assist in
the diagnosis of cancer.

3. A laryngoscopy will be performed to
allow for visualization of the vocal
cords and to obtain a biopsy for
pathological diagnosis.

4. There is no monthly self-examination of
the larynx. To visualize the vocal cords,
the HCP must numb the throat and pass a
fiberoptic instrument through the throat
and into the trachea.

TEST-TAKING HINT: The test taker must
understand that, if the question states the
client is admitted to “rule out” a disease,
then diagnostic tests and procedures will
be done to determine if, in fact, the client
has the diagnosis that the HCP suspects.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Synthesis.

1. The teeth will be in the area of
radiation and the roots of teeth are
highly sensitive to radiation, which
results in root abscesses. The teeth are
removed and the client is fitted for
dentures prior to radiation.

2. An antiemetic on a routine scheduled basis
is prophylactic for nausea, and the schedule
is 30 minutes before a meal. Radiation to
the throat does not encompass nausea-
producing areas.

3. Sunscreen is used to prevent the
penetration of ultraviolet (UV) rays into
the dermis. Radiation is gamma rays.

4. The client may receive a PEG tube for
severe esophagitis from irradiation of the
esophagus. The client does not have a
nasogastric tube.

TEST-TAKING HINT: The test taker could
eliminate option “4” as a form of nutri-
tional treatment, not prophylaxis. The test
taker must recognize which anatomical
structures would lie within the radiation
beam. The teeth of the lower jaw
definitely are within the port, and the
upper teeth possibly would be in range.

Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Physiological

Integrity, Reduction of Risk Potential: Cognitive

Level — Application.

. 1. The client is three (3) days postopertive

partial removal of the larynx and should
be eating by this time.
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2. The client should be eating normal
foods by this time. The consistency
should be soft to allow for less chewing
of the food and easier swallowing
because a portion of the throat
musculature has been removed. The
client should be taught to turn the
head toward the affected side when
swallowing to help prevent aspiration.

3. The client should be capable of enteral
nutrition at this time.

4. The client should have progressed to a
diet with a more normal consistency and
amount.

TEST-TAKING HINT: The keys to this
question are “three (3) days” and “partial.”
Clients are progressed rapidly after surgery
to as normal a life as possible.

Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Physiological

Integrity, Basic Care and Comfort: Cognitive

Level — Application.

1. This is an appropriate preoperative
intervention, but it is not priority.

2. The client should be taught about pain
medication administration, but this is not
the highest priority.

3. The client should be told about an
antiembolism hose, but it is not necessary
to demonstrate the hose because the nurse
will apply and remove the hose initially.

4. The client is having the vocal cords
removed and will be unable to speak.
Communication is a high priority for
this client. If the client is able to read
and write, a Magic Slate or pad of paper
should be provided. If the client is
illiterate, the nurse and the client
should develop a method of

communication using pictures.

TEST-TAKING HINT: Questions addressing
highest priority include all of the options
being possible interventions, but only one
is priority. Use Maslow’s hierarchy of
needs to answer the question—safety is
priority.

Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —

Implementation: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

1. CanSurmount is a program of cancer
survivors who volunteer to talk to clients
about having cancer or what the treat-
ments involve. This group is based on the

66.
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success of Reach to Recovery for breast
cancer, but it is not specific to a particular
cancer.

2. Dialogue is a cancer support group that
brings together clients diagnosed with
cancer to discuss the feelings associated
with having cancer.

3. The Lost Chord Club is an American
Cancer Society—sponsored group of
survivors of larynx cancer. These
clients are able to discuss the feelings
and needs of clients who have had
laryngectomies because they have all
had this particular surgery.

4. SmokEnders is a group of clients working
together to stop smoking. It is a group
where anyone who smokes could be
referred.

TEST-TAKING HINT: The larynx is commonly
referred to as the “vocal chords.” If the
test taker were not aware of the various
support groups, option “3” has “lost” and
“chords” in it and is the best choice.

Content — Surgical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. The most serious complication resulting
from a radical neck dissection is rupture
of the carotid artery. Continuous
bright-red drainage indicates bleeding,
and this client should be assessed
immediately.

2. Pain is a priority but not over
hemorrhaging.

3. Clients with cancer of the lung have fatigue
and are short of breath; these are expected
findings.

4. Clients with chronic lung problems are
taught pursed-lip breathing to assist in
expelling air. This type of breathing often
produces a whistling sound.

TEST-TAKING HINT: If the test taker is not
sure of the answer and airway compromise
is not one of the answer options, then an
option dealing with bleeding is the best
choice.

Content — Surgical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. Chest tubes are part of the nursing
education curriculum. The new
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graduate should be capable of caring
for this client or at least knowing when
to get assistance.

2. This client is in respiratory compromise,
and an experienced nurse should care for
the client.

3. A client with multiple fistulas in the neck
area is at high risk for airway compromise
and should be assigned to a more
experienced nurse.

4. This client is at risk for developing edema
of the neck area and should be cared for
by a more experienced nurse.

TEST-TAKING HINT: The question is asking
for the least compromised or most stable
client. The client in option “1” already
has chest tubes in place and is presumably
stable.

Content — Nursing Management: Category of
Health Alteration — Management: Integrated
Nursing Process — Planning: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. Wound infection is a concern, but in the
list of the answer options it is not the
highest priority. A wound infection can be
treated, but a client who is not breathing
is in a life-threatening situation and the
problem must be addressed immediately.

2. Hemorrhage is normally a priority, but
bleeding is not priority over not breathing.

3. Respiratory distress is the highest pri-
ority. Hemorrhaging and infection are
serious problems, but airway is priority.

4. Knowledge deficit is the lowest on this
priority list. It is a psychosocial problem,
and these problems rank lower in priority
than physiological ones.

TEST-TAKING HINT: In cardiopulmonary re-
suscitation the steps are airway, breathing,
and then circulation. This concurs with
Maslow’s hierarchy of needs, which places
oxygenation at the top of the hierarchy.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Analysis.

1. This request indicates the client is accepting
the situation and trying to deal with it.

2. Placing a towel over the mirror
indicates the client is having difficulty
looking at his reflection, a body-image
problem.

3. In attempting to shave himself, the client
is participating in self-care activities and
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also must look at his neck in the mirror,
both good steps toward adjustment.

4. Neck and shoulder exercises are done to
strengthen the remaining musculature, but
they have nothing to do with body image.

TEST-TAKING HINT: The test taker must try
to match the problem with the answer
choices. This would eliminate options “1”
and “4.” Shaving himself is a positive
action, and the question asks for an action
indicating a disturbance in body image.

Content — Surgical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Evaluation: Client Needs — Psychosocial
Integrity: Cognitive Level — Synthesis.

1. This is an example of nonmalfeasance,
where the nurse “does no harm.” In at-
tempting to discuss the client’s refusal,
the nurse is not trying to influence the
client; the nurse is merely attempting
to listen therapeutically.

2. This is an example of paternalism, telling
the client what he should do, and it is also
coercion, an unethical action.

3. This is an example of beneficence, “to do
good”; it is a positive action and a step up
from nonmalfeasance.

4. This is an example of beneficence.

TEST-TAKING HINT: If the test taker were
not aware of the terms of ethical
principles, then dissecting the word
“nonmalfeasance” into its portions might
help. Non- means “nothing” or “none,”
and mal- means “bad,” so “no bad action”
could be inferred. This would eliminate
option “2.”

Content — Surgical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Comprehension.

1. The cancer may have grown, but this
would not be indicated by the type of pain
described.

2. Painful swallowing is caused by esophageal
irritation.

3. Most cancers are not painful unless
obstructing an organ or pressing on a
nerve. This is not what is being described.

4. The esophagus is extremely radiosensi-
tive, and esophageal ulcerations are
common. The pain can become so
severe the client cannot swallow saliva.
This is a situation in which the client
will be admitted to the hospital for IV
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narcotic pain medication and possibly
total parenteral nutrition.

TEST-TAKING HINT: The test taker must
remember not to jump to conclusions and
to realize what a word is actually saying.
Swallowing is an action involving the
esophagus, so the best choice would be
either option “1” or option “4,” both of
which contain the word “esophagus.”

Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Assessment: Client Needs — Physiological Integrity,
Physiological Adaptation: Cognitive Level — Synthesis.

1. This surgery removed the client’s vocal
cords, so he or she will not be able to
speak again unless the client learns
esophageal speech, uses an electric larynx,
or has a surgically created transesophageal
puncture.

2. The client breathes through a stoma in
the neck. Care should be taken not to
allow water to enter the stoma.

3. The stoma should be cleaned, but
petroleum-based products should not be
allowed near the stoma. A petroleum-
based product is contraindicated because it
is not water-soluble, could contribute to
an occlusion, and is flammable.

4. The client has lost the use of the nasal
passages to humidify the inhaled air, and
artificial humidification is useful until
the client’s body adapts to the change.

5. Special equipment is available for
clients who cannot hear or speak.

TEST-TAKING HINT: Option “1” can be
eliminated as a false promise that would
undermine the nurse—client relationship.

Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Synthesis.

Pulmonary Embolus

73.

880 units.

If there are 20,000 units of heparin in

500 mL of D5SW, there are 40 units in
each mL:

20,000 + 500 = 40 units

If 22 mL are infused per hour, then

880 units of heparin are infused each hour:
40 x 22 =880

TEST-TAKING HINT: The test taker must
know how to calculate heparin drips from

74.
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two aspects: the question may give the
mL/hr and the test taker has to determine
units/hr, or the question may give
units/hr and the test taker has to
determine mL/hr. Remember to learn
how to use the drop-down calculator on
the computer. During the NCLEX-RN,
the test taker can request an erase slate.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Application.

1. The plasma D-dimer test is highly
specific for the presence of a thrombus;
an elevated D-dimer indicates a
thrombus formation and lysis.

2. An ABG evaluates oxygenation level,
but it does not diagnose a pulmonary
embolus (PE).

3. A CXR shows pulmonary infiltration and
pleural effusions, but it does not diagnose
a PE.

4. An MRI is a noninvasive test that detects
a deep vein thrombosis, but it does not
diagnose a pulmonary embolus.

TEST-TAKING HINT: The key to answering
this question is “confirms the diagnosis.”
The test taker should eliminate options
“2” and “3” based on the fact these are
diagnostic tests used for many disease
processes and conditions.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Analysis.

1. This is a sign of a deep vein thrombosis,
which is a precursor to a pulmonary em-
bolism, but it is not a sign of a pulmonary
embolism.

2. The most common signs of a pulmonary
embolism are sudden onset of chest pain
when taking a deep breath and shortness
of breath.

3. These are signs of a myocardial infarction.

4. These could be signs of pneumonia or
other pulmonary complications, but not
specifically a pulmonary embolism.

TEST-TAKING HINT: The key to selecting
option “2” as the correct answer is sud-
den onset. The test taker would need to
note “left-sided” in option “3” to elimi-
nate this as a possible correct answer, and
option “4” is nonspecific for a pulmonary
embolism.
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Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. The ABGs are within normal limits and
would not warrant immediate intervention.

2. Occasional premature ventricular contrac-
tions are not unusual for any client and
would not warrant immediate intervention.

3. The normal pulse oximeter reading is
93% to 100%. A reading of 90%
indicates the client has an arterial
oxygen level of around 60.

4. A urinary output of 800 mL over 12 hours
indicates an output of greater than
30 mL/hour and would not warrant
immediate intervention by the nurse.

TEST-TAKING HINT: This question is asking
the test taker to select abnormal, unex-
pected, or life-threatening assessment
data in relationship to the client’s disease
process. A pulse oximeter reading of less
than 93% indicates severe hypoxia and
requires immediate intervention.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Synthesis.

1. The intravenous anticoagulant heparin
will be administered immediately after
diagnosis of a PE, not oral anticoagulants.

2. The client’s respiratory system will be
assessed, not the gastrointestinal system.

3. A thoracentesis is used to aspirate fluid
from the pleural space; it is not a
treatment for a PE.

4. Bedrest reduces the risk of another
clot becoming an embolus leading to a
pulmonary embolus. Bedrest reduces
metabolic demands and tissue needs
for oxygen in the lungs.

TEST-TAKING HINT: The test taker must be
aware of adjectives such as “oral” in
option “1,” which makes this option
incorrect. The test taker should apply the
body system of the disease process to
eliminate option “2” as a correct answer.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs —
Physiological Integrity, Physiological Adaptation:
Cognitive Level — Application.

1. The client would not be experiencing
abnormal bleeding with this INR.

79.
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2. This is the antidote for an overdose of
anticoagulant and the INR does not
indicate this.

3. A therapeutic INR is 2 to 3; therefore,
the nurse should administer the
medication.

4. There is no need to increase the dose; this
result is within the therapeutic range.

TEST-TAKING HINT: The test taker must
know normal laboratory values; this is the
only way the test taker will be able to
answer this question. The test taker should
make a list of laboratory values that must
be memorized for successful test taking.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Application.

1. Arterial blood gases would be included in
the client problem “impaired gas exchange.”

2. These assessment data monitor tissue
perfusion, which evaluates for decreased
cardiac output.

3. This would be appropriate for the client
problem “high risk for bleeding.”

4. The client should not be put in a position
with the head lower than the legs because
this would increase difficulty breathing.

TEST-TAKING HINT: The test taker must
think about which answer option addresses
the problem of the heart’s inability to
pump blood. Decreased blood to the
extremities results in cyanosis and cold
extremities.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Safe Effective Care Environment,
Management of Care: Cognitive Level — Analysis.

1. Heparin is administered during throm-
bolytic therapy, and the antidote is prot-
amine sulfate and should be available to
reverse the effects of the anticoagulant.

2. Firm pressure reduces the risk for bleeding
into the tissues.

3. Obvious (overt) as well as hidden
(covert) signs of bleeding should be
assessed for.

4. Invasive procedures increase the risk of
tissue trauma and bleeding.

5. Stool softeners help prevent constipa-
tion and straining, which may precipitate
bleeding from hemorrhoids.

TEST-TAKING HINT: Thrombolytic therapy is
ordered to help dissolve the clot resulting
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in the PE. Therefore, all nursing interven-
tions should address bleeding tendencies.
The test taker must select all interventions
applicable in these alternative questions.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. The client should use a soft-bristle
toothbrush to reduce the risk of bleeding,
so the teaching is not effective.

2. 'This is appropriate for a client with a
mechanical valve replacement, not a client
receiving anticoagulant therapy, so the
teaching is not effective.

3. Aspirin, enteric-coated or not, is an
antiplatelet, which may increase bleeding
tendencies and should be avoided, so the
teaching is not effective.

4. The client should wear a Medic Alert
band at all times so that, if any accident
or situation occurs, the health-care
providers will know the client is
receiving anticoagulant therapy. The
client understands the teaching.

TEST-TAKING HINT: This is a higher level
question in which the test taker must
know clients with a pulmonary embolus
are prescribed anticoagulant therapy on
discharge from the hospital. If the test
taker had no idea of the answer, the op-
tion stating “wear a Medic Alert band” is
a good choice because many disease
processes require the client to take long-
term medication and a health-care
provider should be aware of this.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Evaluation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Synthesis.

1. Increasing fluids will help increase
fluid volume, which will, in turn, help
prevent the development of deep vein
thrombosis, the most common cause
of PE.

2. Pulmonary emboli are not caused by
atherosclerosis; this is not an appropriate
discharge instruction for a client with a
pulmonary embolus.

3. Infection does not cause a PE; this is not
an appropriate teaching instruction.

4. Pneumonia and flu do not cause pulmonary
embolism.

83.
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TEST-TAKING HINT: The test taker must
know deep vein thrombosis is the most
common cause of pulmonary embolus and
preventing dehydration is an important
intervention. The test taker can attempt
to eliminate answers by trying to
determine which disease process is
appropriate for the intervention.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Physiological
Adapatation: Cognitive Level — Synthesis.

1. An INR of 2 to 3 is therapeutic; therefore,
the nurse would administer this medication.

2. This is an elevated blood glucose level;
therefore, the nurse should administer the
insulin.

3. A normal PTT is 39 seconds, and for
heparin to be therapeutic, it should be
1.5 to 2 times the normal value, or
58 to 78. A PT'T of 98 indicates
the client is not clotting and the
medication should be held.

4. This is a normal blood pressure and the
nurse should administer the medication.

TEST-TAKING HINT: This question is asking
the test taker to select a distracter with
assessment data that are unsafe for ad-
ministering the medication. The test
taker must know normal laboratory values
to administer medication safely.

Content — Medical: Category of Health Alteration —
Drug Administration: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Application.

1. The client needs oxygen, but the nurse
can intervene to help the client before
applying oxygen.

2. Placing the client in this position
facilitates maximal lung expansion and
reduces venous return to the right side
of the heart, thus lowering pressures in
the pulmonary vascular system.

3. A pulse oximeter reading is needed, but it
is not the first intervention.

4. Assessing the client is indicated, but it is
not the first intervention in this situation.

TEST-TAKING HINT: The test taker must
select the option that will directly help the
client breathe easier. Therefore, assess-
ment is not the first intervention and
option “4” can be eliminated as the
correct answer. When the client is in
distress, do not assess.



Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

Chest Trauma

85.
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1. The client with pneumothorax has absent
breath sounds and tachypnea.

2. Unequal lung expansion and dyspnea
indicate a pneumothorax.

3. Consolidation occurs when there is no air
moving through the alveoli, as in pneumo-
nia; frothy sputum occurs with congestive
heart failure.

4. Barrel chest and polycythemia are signs of
chronic obstructive pulmonary disease.

TEST-TAKING HINT: The test taker can use
“chest trauma” or “pneumothorax” to
help select the correct answer. Both of
these terms should cause the test taker to
select option “2” because unequal chest
expansion would result from trauma.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. A STAT chest x-ray would not be needed
to determine why there is no fluctuation
in the water-seal compartment.

2. Increasing the amount of wall suction does
not address why there is no fluctuation in
the water-seal compartment.

3. The key to the answer is “2 hours.”
The air from the pleural space is not
able to get to the water-seal compart-
ment, and the nurse should try to
determine why. Usually the client is
lying on the tube, it is kinked, or there
is a dependent loop.

4. The stem does not state the client is in
respiratory distress, and a pulse oximeter
reading detects hypoxemia but does not
address any fluctuation in the water-seal
compartment.

TEST-TAKING HINT: The test taker should
apply the nursing process to answer the
question correctly. The first step in the
nursing process is assessment, and “check”
(option “3”) is a word that can be used
synonymously for “assess.” Monitoring
(option “4”) is also assessing, but the test
taker should not check a diagnostic test
result before caring for the client.
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Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Physiological Integrity,
Reduction of Risk Potential: Cognitive Level —
Application.

1. The client must take deep breaths to
help push the air out of the pleural
space into the water-seal drainage, and
deep breaths will help prevent the
client from developing pneumonia or
atelectasis.

2. The client must take deep breaths; shallow
breaths could lead to complications.

3. Deep breaths must be taken to prevent
complications.

4. This is a cruel intervention; the nurse can
medicate the client and then encourage
deep breathing.

TEST-TAKING HINT: If the test taker reads
options “2” and “3” and notices that both
reflect the same idea—namely, that deep
breaths are not necessary—then both can
either be eliminated as incorrect answers
or kept as possible correct answers. Option
“4” should be eliminated based on being a
very rude and threatening comment.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive

Level — Application.

1. Keeping the drainage system lower than
the chest promotes drainage and prevents
reflux.

2. The chest tube system can function as a
result of gravity and does not have to be
attached to suction. Keeping it attached
to suction could cause the client to trip
and fall. Therefore, this is a safety issue
and the nurse should intervene and
explain this to the UAP.

3. Ambulation facilitates lung ventilation and
expansion; drainage systems are portable
to allow ambulation while chest tubes are
in place.

4. The client should ambulate, but getting
up and using the bedside commode is
better than staying in the bed, so no
action would be needed.

TEST-TAKING HINT: “Warrants immediate
intervention” means the test taker must
identify the situation in which the nurse
should correct the action, demonstrate a
skill, or somehow intervene with the
UAP’s behavior.
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Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. The health-care provider will have to be
notified, but this is not the first interven-
tion. Air must be prevented from entering
the pleural space from the outside
atmosphere.

2. The client should breathe regularly or
take deep breaths until the tubes are
reinserted.

3. The nurse must take action and prevent
air from entering the pleural space.

4. Taping on three sides prevents the
development of a tension pneumothorax
by inhibiting air from entering the
wound during inhalation but allowing it
to escape during exhalation.

TEST-TAKING HINT: The words “implement
first” in the stem of the question indicate
to the test taker that possibly more than
one (1) intervention could be warranted
in the situation but only one (1) is
implemented first. Remember, do not
select assessment first without reading
the question. If the client is in any type
of crisis, then the nurse should first

do something to help the client’s
situation.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive
Level — Analysis.

1. This statement describes a spontaneous
pneumothorax.

2. This statement describes an open
pneumothorax.

3. This describes a tension pneumothorax.
It is a medical emergency requiring
immediate intervention to preserve life.

4. This is called an iatrogenic pneumothorax,
which also may be caused by thoracentesis
or lung biopsy. A tension pneumothorax
could occur from this procedure, but the
statement does not describe a tension
pneumothorax.

TEST-TAKING HINT: The test taker must
always be clear about what the question is
asking before answering the question. If
the test taker can eliminate options “1”
and “2” and can’t decide between options
“3” and “4,” the test taker must go back

91.

92.

to the stem and clarify what the question
is asking.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Comprebension.

1. Checking to see if someone has
increased the suction rate is the
simplest and a noninvasive action for
the nurse to implement; if it is not on
high, then the nurse must check to see
if the problem is with the client or the
system.

2. No fluctuation (tidaling) would cause the
nurse to assess the tubing for a blood clot.

3. The tube is milked to help dislodge a
blood clot that may be blocking the chest
tube causing no fluctuation (tidaling) in
the water-seal compartment. The chest
tube is never stripped, which creates a
negative air pressure and could suck lung
tissue into the chest tube.

4. Encouraging the client to cough
torcefully will help dislodge a blood clot
blocking the chest tube, causing no
fluctuation (tidaling) in the water-seal
compartment.

TEST-TAKING HINT: The test taker should
always think about assessing the client if
there is a problem and the client is not in
immediate danger. This would cause the
test taker to eliminate options “3” and
“4.” If the test taker thinks about
bubbling, he or she should know it has

to do with suctioning.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. This is an expected finding in the suction
compartment of the drainage system,
indicating adequate suctioning is being
applied.

2. At three (3) days postinsertion, no
fluctuation (tidaling) indicates the lung
has reexpanded, which indicates the
treatment has been effective.

3. Blood in the drainage bottle is expected
for a hemothorax but does not indicate the
chest tubes have reexpanded the lung.

4. 'Taking a deep breath without pain is good,
but it does not mean the lungs have
reexpanded.
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TEST-TAKING HINT: The test taker must be
knowledgeable about chest tubes to be
able to answer this question. The test
taker must know the normal time frame
and what is expected for each compartment
of the chest tube drainage system.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. The client should be in the high Fowler’s
position to facilitate lung expansion.

2. The system must be patent and intact
to function properly.

3. The client can have bathroom privileges,
and ambulation facilitates lung ventilation
and expansion.

4. Looping the tubing prevents direct
pressure on the chest tube itself and
keeps tubing off the floor, addressing
both a safety and a potential clogging
of the tube.

5. Subcutaneous emphysema is air under
the skin, which is a common occurrence
at the chest tube insertion site.

TEST-TAKING HINT: The test taker should
be careful with adjectives. In option “1,”
the word “low” makes it incorrect; in
option “3,” the word “strict” makes this
option incorrect.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. This pulse oximeter reading indicates the
client is hypoxic and therefore is not stable
and should be assigned to an RN.

2. This H&H are very low; therefore, the
client is not stable and should be assigned
to an RN.

3. Jugular vein distention and hypotension
are signs of a tension pneumothorax,
which is a medical emergency, and the
client should be assigned to an RN.

4. A client two (2) hours post—
bronchoscopy procedure could
safely be assigned to an LPN.

TEST-TAKING HINT: The test taker must
understand that the LPN should be
assigned the least critical client or the
client who is stable and not exhibiting any
complications secondary to the admitting
disease or condition.

95.

96.
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Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Planning: Client Needs — Safe Effective
Care Environment, Management of Care: Cognitive
Level — Synthesis.

1. The nurse should gather a thoracotomy
tray and the chest tube drainage system
and take it to the client’s bedside, but it is
not the first intervention.

2. The insertion of a chest tube is an
invasive procedure and requires
informed consent. Without a consent
form, this procedure should not be
done on an alert and oriented client.

3. This is a correct position to place the
client in for a chest tube insertion, but it is
not the first intervention.

4. The health care provider will discuss the
procedure with the client, then informed
consent must be obtained, and the nurse
can do further teaching.

TEST-TAKING HINT: The test taker must
know invasive procedures require informed
consent, and legally it must be obtained
first before anyone can touch the client.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive
Level — Synthesis.

1. Assessment of the lung sounds
could indicate the client’s lung has
reexpanded because it has been three
(3) days since the chest tube has been
inserted.

2. This should be done to ensure the lung
has reexpanded, but it is not the first
intervention.

3. The HCP will need to be notified so the
chest tube can be removed, but it is not
the first intervention.

4. This situation needs to be documented,
but it is not the first intervention.

TEST-TAKING HINT: When the stem asks
the test taker to identify the first inter-
vention, all four (4) answer options could
be interventions appropriate for the situa-
tion, but only one (1) is the first interven-
tion. Remember to apply the nursing
process: the first step is assessment.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.
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Acute Respiratory Distress
Syndrome (ARDS)

97.

98.

1. The opposite side rail should be
elevated so the client will not fall out
of the bed. Safety is priority, the nurse
should demonstrate the proper way to
bathe a client in the bed.

2. The bed should be at a comfortable height
for the UAP to bathe the client, not in the
lowest position.

3. The UAP can bathe a client without assis-
tance if the client’s safety can be ensured.

4. The UAP is not ensuring the client’s
safety because the opposite side rail is not
elevated to prevent the client from falling

out of the bed.

TEST-TAKING HINT: Although the test
taker should always be concerned with
the disease process of the client, many
times the answer may be selected based
on basic nursing skills not requiring an
understanding of the client’s disease
process.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. Maintaining ventilator settings and
checking to ensure they are specifically set
as prescribed is appropriate, but it is not
the first intervention.

2. Making sure alarms are functioning
properly is appropriate, but checking a
machine is not priority.

3. Assessment is the first part of the nurs-
ing process and is the first intervention
the nurse should implement when
caring for a client on a ventilator.

4. Monitoring laboratory results is an
appropriate intervention for the client on
a ventilator, but monitoring laboratory
data is not the priority intervention.

TEST-TAKING HINT: The test taker should
apply the nursing process, which identifies
assessment as the first step. Therefore, if
the test taker is not sure of the answer,
the best educated choice is to select an
option addressing assessment data.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

99.

100.

1. The classic sign of ARDS is decreased
arterial oxygen level (Pao,) while
administering high levels of oxygen;
the oxygen is unable to cross the
alveolar membrane.

2. These are early signs of ARDS, but they
could also indicate pneumonia,
atelectasis, and other pulmonary
complications, so they do not confirm
the diagnosis of ARDS.

3. Clear breath sounds and the oxygen
saturation indicate the client is not
experiencing any respiratory difficulty
or compromise.

4. These are signs of congestive heart
failure; ARDS is noncardiogenic
(without signs of cardiac involvement)
pulmonary edema.

TEST-TAKING HINT: If the test taker does
not know the signs/symptoms of ARDS,
the test taker should eliminate option
“2” because this could be any respiratory
disorder, option “3” because these are
normal data, and option “4” because
jugular vein distention usually occurs
with heart problems.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. This is an incorrect statement. ARDS has
multiple etiologies, such as hemorrhagic
shock, septic shock, drug overdose, burns,
and near-drowning. Many people with
near-drowning do not develop ARDS.

2. The layperson may not know what the
term a/veoli means, and the near-drowning
is the initial insult that caused the ARDS.

3. This is a basic layperson’s terms
explanation of ARDS and explains
why the client is having trouble
breathing.

4. Smoking does not increase the risk of
developing ARDS. The etiology is
unknown, but an initial insult occurs
24 to 48 hours before the development
of ARDS.

TEST-TAKING HINT: The test taker should
select the answer option presenting facts
and easiest for the client to understand.
The test taker should not select the
distracter with medical jargon the client
may not understand. The test taker as a
rule can eliminate any distracter using
medical jargon in the answer.
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Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. A urine output of 30 mL/hr indicates the
kidneys are functioning properly.

2. This indicates the client is being
adequately oxygenated.

3. Asymmetrical chest expansion indicates
the client has had a pneumothorax,
which is a complication of mechanical
ventilation.

4. An increased heart rate does not indicate
a complication; this could result from
numerous reasons, not specifically
because of the ventilator.

TEST-TAKING HINT: The test taker
should be looking for an answer option
describing abnormal, unexpected, or
life-threatening data because of the
word “complication” in the stem.
Understanding medical suffixes and
prefixes could help the test taker select
the correct answer. Any time there is an
“a” before the word, it means
“without,” as in “asymmetrical,” which
means “without symmetry.”

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Assessment: Client Needs — Physiological
Integrity, Reduction of Risk Potential: Cognitive
Level — Analysis.

1. These arterial blood gases are within
normal limits, and therefore the nurse
should not take any action except to
continue to monitor the client.

2. The nurse would recommend deep
breaths and coughing if the client’s
ABGs revealed respiratory acidosis.

3. Sodium bicarbonate is administered
when the client is in metabolic acidosis.

4. This is a normal ABG and the respiratory
therapist does not need to be notified.

TEST-TAKING HINT: This question
requires the test taker to know normal
arterial blood gas results: pH 7.35 to
7.45, Pao, 80 to 100, Paco, 35 to 45,
HCO; 22 to 26. The test taker must
know how to evaluate the results.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Application.
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103.

104.

1. Alternating the ET tube position will
help prevent a pressure ulcer on the
client’s tongue and mouth.

2. A CXR is performed immediately after
insertion of the ET tube, but not daily.

3. The cuff should be inflated but no more
than 25 cm H,O to ensure no air leakage,
and must be checked every 4 to 8 hours,
not daily.

4. The ET tube should be secure to
ensure it does not enter the right
main bronchus. The ET tube should
be one (1) inch above the bifurcation
of the bronchi.

TEST-TAKING HINT: The test taker must
be knowledgeable about ventilator care.
Radiation is dangerous; therefore, a daily
CXR (option “2”) may be eliminated as
the correct answer.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Basic Care and Comfort: Cognitive
Level — Syntbhesis.

1. Unless the initial insult is an infection,
an aminoglycoside antibiotic would not
be a medication the nurse would
anticipate being ordered.

2. Surfactant therapy may be prescribed
to reduce the surface tension in the
alveoli. The surfactant helps maintain
open alveoli, decreases the work of
breathing, improves compliance, and
helps prevent atelectasis.

3. A potassium cation, such as Kayexalate,
helps remove potassium from the
bloodstream in the gastrointestinal tract
and would not be prescribed for a client
with ARDS.

4. NSAIDs are under investigation for
treating ARDS because they block the
inflammatory response, but the nurse
should not anticipate this being
prescribed by the health-care provider.

TEST-TAKING HINT: Acute respiratory
distress syndrome (ARDS) would indicate
a problem with the lungs; if the test taker
knew surfactant is needed by the lungs to
expand, this would be an appropriate
selection as the correct answer.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Pharmacological and Parenteral Therapies:
Cognitive Level — Synthesis.
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1. The nurse must first address the client’s
acute respiratory distress and then notify
other members of the multidisciplinary
team.

2. If the ventilator system malfunctions,
the nurse must ventilate the client
with a manual resuscitation (Ambu)
bag until the problem is resolved.

3. The nurse must first address the client’s
respiratory distress before requesting any
laboratory data.

4. Assessment is not always priority. In this
situation, the client is in obvious acute
respiratory distress; therefore, the nurse
needs to intervene to help the client
breathe.

TEST-TAKING HINT: When the question
asks the test taker to select the first
intervention and the client is in a
life-threatening situation, the nurse
should select an intervention that
directly helps the client.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.

1. Altered level of consciousness is the
earliest sign of hypoxemia.

2. Urine output of less than 30 mL/hr
indicates decreased cardiac output, which
requires immediate intervention; it
should be assessed every one (1) or
two (2) hours, not once during a shift.

3. The client is at risk for complications
of immobility; therefore, the nurse
should turn the client at least every two
(2) hours to prevent pressure ulcers.

4. The client is at risk for fluid volume
overload, so the nurse should monitor
and maintain the fluid intake.

5. Fowler’s position facilitates lung
expansion and reduces the workload
of breathing.

TEST-TAKING HINT: The client with ARDS
is critically ill, and interventions should
address complications of immobility,
decreased cardiac output, and respiratory
distress. Remember, how often an inter-
vention is implemented is important when
selecting the correct answer for the ques-
tion. More than one (1) answer is possible
in these alternate-type questions.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe

107.

108.

Effective Care Environment, Management of Care:
Cognitive Level — Application.

1. Not smoking is vital to prevent
further lung damage.

2. The client should get vaccines to help
prevent further episodes of serious
respiratory distress.

3. Avoiding alcohol intake is appropriate for
many serious illnesses, but it is not the
most important when discussing ARDS.

4. It usually takes about six (6) months to
recover maximal respiratory function

after ARDS.

TEST-TAKING HINT: ARDS means some-
thing is wrong with the respiratory
system. Therefore, the test taker should
select an answer option addressing lungs
and possible lung damage.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Synthesis.

1. When peak airway pressure is
increased, the nurse should implement
the intervention least invasive for the
client. This alarm goes off with a
plugged airway, “bucking” in the
ventilator, decreasing lung compliance,
kinked tubing, or pneumothorax.

2. The alarm may indicate the client needs
suctioning, but the nurse should always
do the least invasive procedure when
troubleshooting a ventilator alarm.

3. The lip line on the ET tube determines
how far the ET tube is in the trachea. It
should always stay at the same number,
but it would not have anything to do
with the ventilator alarms.

4. This may be needed, but the nurse
should not sedate the client unless
absolutely necessary.

TEST-TAKING HINT: If the test taker has
no idea what peak airway pressure is, the
test taker should not give up on being
able to figure out the correct answer.
When something is going wrong with a
machine, the nurse should either assess
or do something for the client. Always
select the easiest and least invasive
intervention to help the client.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Implementation: Client Needs — Safe
Effective Care Environment, Management of Care:
Cognitive Level — Synthesis.
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RESPIRATORY DISORDERS COMPREHENSIVE

EXAMINATION

1. Which diagnostic test should the nurse anticipate the health-care provider ordering to
rule out the diagnosis of asthma?
1. A bronchoscopy.
2. An immunoglobulin E.
3. An arterial blood gas.
4. A bronchodilator reversibility test.

2. Which statement indicates the client diagnosed with asthma needs more teaching
concerning the medication regimen?
1. “I will take Singulair, a leukotriene, every day to prevent allergic asthma attacks.”
2. “I need to use my Intal, cromolyn, inhaler 15 minutes before I begin my exercise.”
3. “I'need to take oral glucocorticoids every day to prevent my asthma attacks.”
4. “If I have an asthma attack, I need to use my Albuterol, a beta, agonist, inhaler.”

3. Which intervention should the emergency department nurse implement first for the
client admitted for an acute asthma attack?
1. Administer glucocorticoids intravenously.
2. Administer oxygen 5 L per nasal cannula.
3. Establish and maintain a 20-gauge saline lock.
4. Assess breath sounds every 15 minutes.

4. Which isolation procedure should be instituted for the client admitted to rule out
severe acute respiratory syndrome (SARS)?
1. Airborne isolation.
2. Droplet isolation
3. Reverse isolation.
4. Strict isolation.

5. The client is admitted with a diagnosis of rule-out severe acute respiratory syndrome
(SARS). Which information is most important for the nurse to ask related to this
diagnosis?

1. Current prescription and over-the-counter medication use.

2. Dates of and any complications associated with recent immunizations.
3. Any problems with recent or past use of blood or blood products.

4. Recent travel to mainland China, Hong Kong, or Taiwan.

6. The nurse suspects the client admitted with a near-drowning is developing acute
respiratory distress syndrome (ARDS). Which data support the nurse’s suspicion?
1. The client’s arterial blood gases are within normal limits.
2. The client appears anxious, has dyspnea, and is tachypneic.
3. The client has intercostal retractions and is using accessory muscles.
4. The client’s bilateral lung sounds have crackles and rhonchi.

7. Which arterial blood gas (ABG) results support the diagnosis of acute respiratory
distress syndrome (ARDS) after the client has received O, at 10 LPM?
1. pH 7.38, Pao, 94, Paco, 44, HCO; 24.
2. pH 7.46, Pao, 82, Paco, 34, HCO; 22.
3. pH 7.48, Pao, 59, Paco, 30, HCO; 26.
4. pH 7.33, Pao, 94, Paco, 44, HCO; 20.

8. The nurse is planning the activities for the client diagnosed with asbestosis. Which
activity should the nurse schedule at 0900 if breakfast is served at 0800?
1. Assist with the client’s bath and linen change.
2. Administer an inhalation bronchodilator treatment.
3. Provide the client with a one (1)-hour rest period.
4. Have respiratory therapy perform chest physiotherapy.
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9.

10.

11.

12.

13.

14.

15.

16.

Which data requires immediate intervention by the nurse for the client diagnosed
with asbestosis?

1. The client develops an S; heart sound.

2. The client has clubbing of the fingers.

3. The client is fatigued in the afternoon.

4. The client has basilar crackles in all lobes.

Which clinical manifestation would the nurse assess in the client newly diagnosed
with intrinsic lung cancer?

1. Dysphagia.

2. Foul-smelling breath.

3. Hoarseness.

4. Weight loss.

Which priority intervention should the nurse implement for the client diagnosed
with coal workers’ pneumoconiosis?

1. Monitor the client’s intake and output.

2. Assess for black-streaked sputum.

3. Monitor the white blood cell count daily.

4. Assess the client’s activity level every shift.

Which statement indicates the client with a total laryngectomy requires more
teaching concerning the care of the tracheostomy?

1. “I must avoid hair spray and powders.”

2. “I should take a shower instead of a tub bath.”

3. “I will need to cleanse around the stoma daily.”

4. “I can use an electric larynx to speak.”

The occupational nurse for a mining company is planning a class on the risks of
working with toxic substances to comply with the “Right to Know” law. Which
information should the nurse include in the presentation? Select all that apply.

1. A client who smokes cigarettes has a drastically increased risk for lung cancer.
2. Floors need to be clean and dust needs to be wet to prevent transfer of dust.

3. The air needs to be monitored at specific times to evaluate for exposure.

4. Surface areas need to be painted every year to prevent the accumulation of dust.
5. Employees should wear the appropriate personal protective equipment.

Which data are significant when assessing a client diagnosed with rule-out
Legionnaires’ disease?

1. The amount of cigarettes smoked a day and the age when started.

2. Symptoms of aching muscles, high fever, malaise, and coughing.

3. Exposure to a saprophytic water bacterium transmitted into the air.

4. Decreased bilateral lung sounds in the lower lobes.

Which assessment data indicate to the nurse the client diagnosed with Legionnaires’
disease is experiencing a complication?

1. The client has an elevated body temperature.

2. The client has <30 mL urine output an hour.

3. The client has a decrease in body aches.

4. The client has an elevated white blood cell count.

Which statement indicates to the nurse the client diagnosed with sleep apnea needs
further teaching?

1. “If I lose weight I may not need treatment for sleep apnea.”

2. “The CPAP machine holds my airway open with pressure.”

3. “The CPAP will help me stay awake during the day while I am at work.”

4. “Itis all right to have a couple of beers because I have this CPAP machine.”
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17.

18.

19.

20.

21.

22.

23.

24.

The nurse is preparing to administer influenza vaccines to a group of elderly clients
in a long-term care facility. Which client should the nurse question receiving the
vaccine?

1. The client diagnosed with congestive heart failure.

2. The client with a documented allergy to eggs.

3. The client who has had an anaphylactic reaction to penicillin.

4. The client who has an elevated blood pressure and pulse.

The nurse is preparing the client for a polysomnography to confirm sleep apnea.
Which preprocedure instruction should the nurse include?

1. The client should not eat or drink past midnight.

2. The client will receive a sedative for relaxation.

3. The client will sleep in a laboratory for evaluation.

4. The client will wear a monitor at home for this test.

The client in the intensive care unit diagnosed with end-stage chronic obstructive
pulmonary disease has a Swan-Ganz mean pulmonary artery pressure of 35 mm Hg.
Which health-care provider order would the nurse question?

1. Administer intravenous fluids of normal saline at 125 mL/hr.

2. Provide supplemental oxygen per nasal cannula at 2 L/min.

3. Continuous telemetry monitoring with strips every four (4) hours.

4. Administer a loop diuretic intravenously every six (6) hours.

The nurse and an unlicensed assistive personnel (UAP) are caring for an elderly
client diagnosed with emphysema. Which nursing tasks could be delegated to the
UAP to improve gas exchange? Select all that apply.

1. Keep the head of the bed elevated.

2. Encourage deep breathing exercises.

3. Record pulse oximeter reading.

4. Assess level of conscious.

5. Auscultate breath sounds.

The nurse is preparing the plan of care for the client who had a pleurodesis. Which
collaborative intervention should the nurse include?

1. Monitor the amount and color of drainage from the chest tube.

2. Perform a complete respiratory assessment every two (2) hours.

3. Administer morphine sulfate, an opioid analgesic, intravenously.

4. Keep a sterile dressing and bottle of sterile normal saline at the bedside.

Which problem is appropriate for the nurse to identify for the client who is one
(1) day postoperative thoracotomy?

1. Alteration in comfort.

2. Altered level of conscious.

3. Alteration in elimination pattern.

4. Knowledge deficit.

The nurse is caring for the client diagnosed with bacterial pneumonia. Which
priority intervention should the nurse implement?

1. Assess respiratory rate and depth.

2. Provide for adequate rest period.

3. Administer oxygen as prescribed.

4. Teach slow abdominal breathing.

The nurse is caring for a client diagnosed with pneumonia who is having shortness of
breath and difficulty breathing. Which intervention should the nurse implement
first?

1. Take the client’s vital signs.

2. Check the client’s pulse oximeter reading.

3. Administer oxygen via a nasal cannula.

4. Notify the respiratory therapist STAT.
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25.

26.

27.

28.

29.

30.

31.

32.

The post-anesthesia care nurse is caring for the client diagnosed with lung cancer
who had a thoracotomy and is experiencing frequent premature ventricular
contractions (PVCs). Which intervention should the nurse implement first?

1. Request STAT arterial blood gases.

2. Administer lidocaine intravenous push.

3. Assess for possible causes.

4. Request a STAT electrocardiogram.

The nurse is caring for the postoperative client diagnosed with lung cancer
recovering from a thoracotomy. Which data require immediate intervention by the
nurse?

1. The client refuses to perform shoulder exercises.

2. The client complains of a sore throat and is hoarse.

3. The client has crackles that clear with cough.

4. The client is coughing up pink frothy sputum.

Which information should the nurse include in the teaching plan for the mother of a
child diagnosed with cystic fibrosis (CF)? Select all that apply.

1. Perform postural drainage and percussion every four (4) hours.

2. Modify activities to accommodate daily physiotherapy.

3. Increase fluid intake to one (1) liter daily to thin secretions.

4. Recognize and report signs and symptoms of respiratory infections.

5. Avoid anyone suspected of having an upper respiratory infection.

Which clinical manifestation indicates to the nurse the child has cystic fibrosis?
1. Wheezing with a productive cough.
2. Excessive salty sweat secretions.

3. Multiple vitamin deficiencies.
4. Clubbing of all fingers.

The client is diagnosed with bronchiolitis obliterans. Which data indicate the
glucocorticoid therapy is effective?

1. The client has an elevation in the blood glucose.

2. The client has a decrease in sputum production.

3. The client has an increase in the temperature.

4. The client appears restless and is irritable.

The nurse is discharging the client diagnosed with bronchiolitis obliterans. Which
priority intervention should the nurse include?

1. Refer the client to the American Lung Association.

2. Notify the physical therapy department to arrange for activity training.

3. Arrange for oxygen therapy to be used at home.

4. Discuss advance directives with the client.

The client admitted for recurrent aspiration pneumonia is at risk for bronchiectasis.
Which intervention should the nurse anticipate the health-care provider to order?
1. Administer intravenous antibiotics for seven (7) days.

2. Insert a subclavian line and initiate total parenteral nutrition.

3. Provide a low-calorie and low-sodium restricted diet.

4. Encourage the client to turn, cough, and deep breathe frequently.

Which collaborative intervention should the nurse implement when caring for the
client diagnosed with bronchiectasis?

1. Prepare the client for an emergency tracheostomy.

2. Discuss postoperative teaching for a lobectomy.

3. Administer bronchodilators with postural drainage.

4. Obtain informed consent form for chest tube insertion.
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33.

34.

35.

36.

37.

38.

39.

40.

The nurse is discussing the results of a tuberculosis skin test. Which explanation
should the nurse provide the client?

1. A red area is a positive reading that means the client has tuberculosis.

2. The skin test is the only procedure needed to diagnose tuberculosis.

3. A positive reading means exposure to the tuberculosis bacilli.

4. Do not get another skin test for one (1) year if the skin test is positive.

The client diagnosed with tuberculosis has been treated with antitubercular
medications for six (6) weeks. Which data would indicate the medications have
been effective?

1. A decrease in the white blood cells in the sputum.

2. The client’s symptoms are improving.

3. No change in the chest x-ray.

4. The skin test is now negative.

The nurse is caring for a client on a ventilator and the alarm goes off. Which action
should the nurse implement first?

1. Notify the respiratory therapist immediately.

2. Check the ventilator to determine the cause.

3. Elevate the head of the client’s bed.
4. Assess the client’s oxygen saturation.

The client diagnosed with deep vein thrombosis (DVT) suddenly complains of
severe chest pain and a feeling of impending doom. Which complication should the
nurse suspect the client has experienced?

1. Myocardial infarction.

2. Pneumonia.

3. Pulmonary embolus.

4. Pneumothorax.

The nurse is preparing to administer warfarin (Coumadin), an oral anticoagulant, to
a client diagnosed with a pulmonary embolus. Which data would cause the nurse to
question administering the medication?

1. The client’s partial thromboplastin time (PTT) is 38.

2. The client’s international normalized ratio (INR) is 5.

3. The client’s prothrombin time (PT) is 22.

4. The client’s erythrocyte sedimentation rate (ESR) is 10.

The nurse is caring for a client diagnosed with a pneumothorax who had chest tubes
inserted four (4) hours ago. There is no fluctuating (tidaling) in the water-seal
compartment of the closed chest drainage system. Which action should the nurse
implement first?

1. Milk the chest tube.

2. Check the tubing for kinks.

3. Instruct the client to cough.

4. Assess the insertion site.

The health-care provider has ordered a continuous intravenous infusion of
aminophylline. The client weighs 165 pounds. The infusion order is 0.3 mg/kg/hr.
The bag is mixed with 500 mg of aminophylline in 250 mL of DSW. At which rate
should the nurse set the pump?

The client diagnosed with a cold is taking an antihistamine. Which statement
indicates to the nurse the client needs more teaching concerning the medication?
1. “If my mouth gets dry I will suck on hard candy.”

2. “I will not drink beer or any type of alcohol.”

3. “I need to be careful when I drive my car.”

4. “This medication will make me sleepy.”
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41.

42.

43.

44,

45.

46.

47.

48.

The client with a cold asks the nurse, “Is it all right to take echinacea for my cold?”
Which statement is the nurse’s best response?

1. “You should discuss that with your health-care provider.”

2. “No, you should not take any type of herbal medicine.”

3. “Yes, but do not take it for more than 3 days.”

4. “Echinacea may help with the symptoms of your cold.”

Which intervention should the nurse implement for the client experiencing
bronchospasms?

1. Administer intravenous epinephrine, a bronchodilator.

2. Administer Albuterol, a bronchodilator, via nebulizer.

3. Request a STAT portable chest x-ray at the bedside.

4. Insert a small nasal trumpet in the right nostril.

The nurse is caring for a female client who is anxious, has a respiratory rate of 40,
and is complaining of her fingers tingling and her lips feeling numb. Which
intervention should the nurse implement first?

1. Have the client take slow, deep breaths.

2. Instruct her to put her head between her legs.

3. Determine why she is feeling so anxious.

4. Administer Xanax, an antianxiety agent.

The client diagnosed with pneumonia has arterial blood gases of pH 7.33, Pao, 94,
Paco, 47, HCO; 25. Which intervention should the nurse implement?

1. Administer sodium bicarbonate.

2. Administer oxygen via nasal cannula.

3. Have the client cough and deep breathe.

4. Instruct the client to breathe into a paper bag.

The nurse is assessing the client diagnosed with a lung abscess. Which information
supports this diagnosis of lung abscess?

1. Tympanic sounds elicited by percussion over the site.

2. Inspiratory and expiratory wheezes heard over the upper lobes.

3. Decreased breath sounds with a pleural friction rub.

4. Asymmetric movement of the chest wall with inspiration.

The public health department nurse is caring for the client diagnosed with active
tuberculosis who has been placed on directly observed therapy (DOT). Which
statement best describes this therapy?

1. The nurse accounts for all medications administered to the client.

2. The nurse must complete federal, state, and local forms for this client.

3. The nurse must report the client to the Centers for Disease Control.

4. The nurse must watch the client take the medication daily.

Which intervention should the nurse implement first when caring for a client with a
respiratory disorder?

1. Administer a respiratory treatment.

2. Check the client’s radial pulses daily.

3. Monitor the client’s vital signs daily.

4. Assess the client’s capillary refill time.

The nurse is preparing to hang the next bag of aminophylline, a bronchodilator, for
the client diagnosed with asthma. The current theophylline level is 18 meg/mL.
Which intervention should the nurse implement?

1. Hang the next bag and continue the infusion.

2. Do not hang the next bag and decrease the rate.

3. Notify the health-care provider of the level.

4. Confirm the current serum theophylline level.
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49.

50.

51.

Which intervention should the nurse implement first when administering the first
dose of intravenous antibiotic to the client diagnosed with a respiratory infection?
1. Monitor the client’s current temperature.

2. Monitor the client’s white blood cells.

3. Determine if a culture has been collected.

4. Determine the compatibility of fluids.

Which nursing interventions should the nurse implement for the client who has a
respiratory disorder? Select all that apply.

Administer oxygen via a nasal cannula.

Assess the client’s lung sounds.

Encourage the client to cough and deep breathe.

Monitor the client’s pulse oximeter reading.

Increase the client’s fluid intake.

(9, T SR UN I NS

The client in the intensive care unit (ICU) on a mechanical ventilator is bucking
the ventilator, causing the alarms to sound, and is in respiratory distress. Which
assessment data should the nurse obtain? List in the order of priority.

1. Assess the ventilator alarms.

2. Assess the client’s pulse oximetry reading.

3. Assess the client’s lung sounds.

4. Assess for symmetry of the client’s chest expansion.

5. Assess the client’s endotracheal tube for secretions.
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52. The nurse is checking the vital signs graphic sheet at 0800 on a client diagnosed with
pneumonia secondary to chronic obstructive pulmonary disease who is receiving
prednisone, a glucocorticoid. Which graphic should the nurse expect to see?

1. 2.
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RESPIRATORY DISORDERS COMPREHE

ANSWERS AND RATIONALES

1. 1. A bronchoscope visualizes the bronchial
tree under sedation, but it does not confirm
the diagnosis of asthma.

2. An immunoglobulin E is a blood test for the
presence of an antibody protein indicating
allergic reactions.

3. Arterial blood gases analyze levels providing
information about the exchange of oxygen
and carbon dioxide, but they are not
diagnostic of asthma.

4. During a bronchodilator reversibility
test, the client’s positive response to a
bronchodilator confirms the diagnosis of
asthma.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Reduction of

Risk Potential: Cognitive Level — Synthesis.

2. 1. Leukotrienes, such as Singulair, should be
taken daily to prevent an asthma attack
triggered by an allergen response.

2. Cromolyn inhalers, such as Intal, are used
to prevent exercise-induced asthma attacks.
3. Glucocorticoids are administered
orally or intravenously during acute
exacerbations of asthma, not on a
daily basis because of the long-term
complications of steroid therapy.
4. Albuterol, a beta, agonist, is used during
attacks because of the fast action.
Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Evaluation:
Client Needs — Physiological Integrity, Pharmacological
and Parenteral Therapies: Cognitive Level — Evaluation.

3. 1. Glucocorticoids are a treatment of choice,

but they are not the first intervention.

2. The client is in distress so the nurse must
do something for the client’s airway.

3. A saline lock is needed for intravenous
fluids, but it is not the first intervention.

4. Assessment is the first step of the
nursing process but in distress do not
assess.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive

Level — Synthesis.

4. 1. Airborne isolation is used when the
infectious agent can remain in the air and
be transported greater than three (3) feet
and includes wearing specially fitted masks
to prevent transmission.

SARS is an influenza-type virus trans-
mitted by particle droplets. Therefore,
the client should be placed in droplet
isolation.

. “Reverse isolation” is a term for using

equipment to prevent the client from
being exposed to organisms from other
people.

“Strict isolation” is an old term used to
describe isolation to prevent transmission
of organisms to other people. It is vague
and not used today in infection control
standards.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Safety and Infection Control: Cognitive
Level — Syntbhesis.

. L

"This information is important during an

admission interview but is not specific to

SARS.

The information would not be specific to
the diagnosis of SARS.

. This would be important to ask prior to the

administration of any blood products, but it
is not specific for SARS.

Recent travel to mainland China, Taiwan,
and Hong Kong is a risk factor for
contracting SARS.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Analysis.

. L

2.

4.

The client would have low arterial oxygen
when developing ARDS.

Initial clinical manifestations of ARDS
usually develop 24 to 48 hours after the
initial insult leading to hypoxia and in-
clude anxiety, dyspnea, and tachypnea.

. As ARDS progresses, the client has more

difficulty breathing, resulting in intercostal
retractions and use of accessory muscles.
Lungs are initially clear; crackles and
rhonchi develop in later stages of ARDS.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Analysis.

. L

This ABG is within normal limits and
would not be expected in a client with
ARDS.

. These ABG levels indicate respiratory alka-

losis, but the oxygen level is within normal
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limits and would not be expected in a client
with ARDS.

3. ABGs initially show hypoxemia with a
Pao, of less than 60 mm Hg and
respiratory alkalosis resulting from
tachypnea in a client with ARDS.

4. This ABG is metabolic acidosis and would
not be expected in a client with ARDS.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Assessment: Client Needs — Physiological

Integrity, Reduction of Risk Potential: Cognitive

Level — Analysis.

. 1. Bathing is too strenuous an activity
immediately after eating.

2. Inhalation bronchodilators should be
administered one (1) hour after meals. The
nurse should realize the client will require
20 to 30 minutes to eat, and scheduling
these activities at 0900 would not give the
client sufficient time to digest the food or
rest before the activity.

3. Periods of rest should be alternated with
periods of activity.

4. Chest physiotherapy should be performed
at least one (1) hour after meals. The nurse
should realize the client will require 20 to
30 minutes to eat, and scheduling these
activities at 0900 would not give the client
sufficient time to digest the food or rest
before the activity.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Reduction of

Risk Potential: Cognitive Level — Synthesis.

. 1. The appearance of S; heart sounds
indicates the client is developing heart
failure, which is a medical emergency.

2. Clubbing of the fingers indicates the client
has a chronic respiratory condition, but this
would not require immediate intervention.

3. Fatigue is a common occurrence in clients
with respiratory conditions, such as
asbestosis, as a result of the effort required
to breathe.

4. Bibasilar crackles are common symptoms
experienced by clients with asbestosis and
do not require immediate intervention.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Assessment: Client Needs — Physiological

Integrity, Reduction of Risk Potential: Cognitive

Level — Analysis.

10. 1. Dysphagia is a late sign of intrinsic lung

cancer.
2. Foul-smelling breath is a late sign of
intrinsic lung cancer.

11.

12.

13.

3. Hoarseness is an early clinical
manifestation of intrinsic lung cancer.
“Intrinsic” means the tumor is on the
vocal cord.

4. Weight loss is a late sign of most types of
cancers, not just intrinsic lung cancer.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Reduction of Risk

Potential: Cognitive Level — Analysis.

1. Fluids should be encouraged to help to
liquety sputum; therefore, intake and
output should be monitored, but this is
not the priority intervention.

2. Black-streaked sputum is a classic
sign of coal workers’ pneumoconiosis
(black lung), and the sputum should
be assessed for color and amount.
Remember Maslow’s hierarchy of needs
when answering priority questions.

3. The client’s white blood cells should be
monitored to assess for infection, but it is
not priority and is not done daily.

4. Activity tolerance is important to assess
for clients with all respiratory diseases, but
it is not the priority intervention.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cognitive Level — Synthesis.

1. The client should not let any spray or
powder enter the stoma because it goes
directly into the lung.

2. The client should not allow water to
enter the stoma; therefore, the client
should take a tub bath, not a shower.

3. The stoma site should be cleansed to help
prevent infection.

4. The client’s vocal cords were removed;
therefore, the client must use an alternate
form of communication.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Evaluation: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive

Level — Evaluation.

1. Clients who smoke cigarettes and work
with toxic substances have increased
risk of lung cancer because many of the
substances are carcinogenic.

2. When floors and surfaces are kept
clean, toxic dust particles, such as
asbestos and silica, are controlled and
this decreases exposure. Covering
areas with water controls dust.



14.

15.

16.

3. The quality of air is monitored to
determine what toxic substances are
present and in what amount. The
information is then used in efforts to
minimize the amount of exposure.

4. Applying paint to a surface does not
eliminate or minimize exposure and can
trap more dust.

5. Employees must wear protective
coverings, goggles, and other
equipment needed to eliminate
exposure to the toxic substances.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Synthesis.

1. Smoking cigarettes is important to assess
in any respiratory disease. Legionnaires’
disease is contracted with a bacterium, not
by smoking.

2. Aching muscles, high fever, malaise, and
coughing are symptoms of most respiratory
illnesses, including influenza and pneumo-
nia, but these symptoms are not specific to
Legionnaires’ disease.

3. Legionnaires’ disease is caused by a
saprophytic water bacterium that is
transmitted through the air from
places where these bacteria are found:
rivers, lakes, evaporative condensers,
respiratory apparatuses, or water
distribution centers.

4. Abnormal breath sounds can be heard in
many respiratory illnesses.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Reduction of Risk

Potential: Cognitive Level — Analysis.

1. The temperature is elevated and does not
indicate a complication.

2. Multiple organ failure is a common
complication of Legionnaires’ disease.
Renal failure should be suspected as a
complication if the client does not have
a urine output of 30 mL/hr.

3. A decrease in body aches does not indicate
a complication.

4. An elevation of white blood cells is expected
in a client with Legionnaires’ disease and is
not a complication.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Reduction of Risk

Potential: Cognitive Level — Analysis.

1. The contributing factors to developing
sleep apnea are obesity, smoking, drinking

17.

18.

CHAPTER 6 RESPIRATORY DISORDERS

alcohol, and a short neck. In some
situations, modifying lifestyle will improve
sleep apnea.

2. Many clients need a continuous positive
airway pressure (CPAP) machine, which
continuously administers positive pressure
to assist sleep during the night.

3. When clients have sleep apnea, the buildup
of carbon dioxide causes the client to
arouse constantly from sleep to breathe.
This, in turn, causes the client to be sleepy
during the day.

4. Drinking alcohol before sleep sedates
the client, causing the muscles to relax,
which, in turn, causes an obstruction of
the client’s airway. Drinking alcohol
should be avoided even if the client
uses a CPAP machine.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Evaluation:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Synthesis.

1. There would be no reason to question
administering a vaccine to a client with
heart failure.

2. In clients who are allergic to egg
protein, a significant hypersensitivity
response may occur when they are
receiving the influenza vaccine.

3. There would be no reason to question
administering a vaccine to a client who has
had a reaction to penicillin.

4. There would be no reason to question
administering a vaccine to a client who has
elevated blood pressure and pulse.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective

Care Environment, Management of Care:

Cognitive Level — Application.

1. Preparation for the polysomnography
does not require being NPO after
midnight.

2. The examination is a recording of the
natural sleep of the client. No sedative is
administered.

3. The polysomnography is completed in
a sleep laboratory to observe all the
stages of sleep. Equipment is attached
to the client to monitor depth and
stage of sleep and movement, respira-
tory effort, and oxygen saturation level
during sleep.

4. The client could perform this test
at home, but the evaluation is not as
reliable and the visual observation is
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not included; therefore, this is not
recommended.
Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Planning:
Client Needs — Physiological Integrity, Reduction of
Risk Potential: Cognitive Level — Synthesis.

1. Normal mean pulmonary artery
pressure is about 15 mm Hg and an
elevation indicates right ventricular
heart failure or cor pulmonale, which
is a comorbid condition of chronic
obstructive pulmonary disease. The
nurse should question this order
because the rate is too high.

2. Supplemental oxygen should be adminis-
tered at the lowest amount; therefore,
this order should not be questioned.

3. Clients with hypoxia and cor pulmonale
are at risk for dysrhythmias, so monitoring
the ECG is an appropriate intervention.

4. Loop diuretics are administered to decrease
the fluid and decrease the circulatory load
on the right side of the heart; therefore,
this order would not be questioned.

Content — Surgical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cogmnitive Level — Application.

1. Keeping the head of the bed elevated
maximizes lung excursion and improves
gas exchange and can be delegated.

2. Encouraging breathing exercises can be
delegated.

3. Recording pulse oximeter readings can
be delegated. Evaluating is the
responsibility of the nurse.

4. Assessment cannot be delegated. Confusion
is one of the first symptoms of hypoxia.

5. Auscultation is a technique of assessment
and cannot be delegated.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Planning: Client Needs — Safe Effective

Care Environment, Management of Care: Cognitive

Level — Synthesis.

1. Monitoring the amount and color of
drainage from the chest tube is an
independent nursing intervention.

2. Respiratory assessment is an independent
intervention.

3. Administering medication is a
collaborative intervention because it
requires a health-care provider’s order.

4. Keeping supplies at the bedside is aninde-
pendent intervention the nurse may take
in case the chest tube becomes dislodged.

22.

23.

24.

Content — Surgical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Diagnosis:
Client Needs — Physiological Integrity, Physiological
Adaptation: Cognitive Level — Analysis.

1. Pain and discomfort are major problems
for a client who had a thoracotomy
because the chest wall has been opened
and closed.

2. The client would be on a mechanical
ventilator and have an adequate airway;
therefore, altered consciousness would not
be an appropriate client problem.

3. Altered elimination problem is not specific
for the client with a thoracotomy.

4. A knowledge deficit problem is not an
appropriate problem for the client who is
one (1) day postoperative thoracotomy
because the client is on a ventilator.

Content — Surgical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Diagnosis: Client Needs — Physiological

Integrity, Physiological Adaptation: Cognitive

Level — Analysis.

1. The assessment of respiratory rate
and depth is the priority intervention
because tachypnea and dyspnea may be
early indicators of respiratory
compromise.

2. Rest reduces metabolic demands, fatigue,
and the work of breathing, which promotes
a more effective breathing pattern, but it is
not priority over assessment.

3. Oxygen therapy increases the alveolar
oxygen concentration, reducing hypoxia
and anxiety, but it is not priority over
assessment.

4. This breathing pattern promotes lung
expansion, but it is not priority over
assessment.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cognitive Level — Synthesis.

1. Taking the client’s vital signs will not help
the client’s shortness of breath and
difficulty in breathing.

2. Checking the pulse oximeter reading will
not help the client’s shortness of breath
and difficulty breathing.

3. After elevating the head of the bed,
the nurse should administer oxygen
to the client who is in respiratory
difficulty.

4. Notifying the respiratory therapist will not
help the client’s shortness of breath and
difficulty breathing.



25.

26.

27.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process —
Implementation: Client Needs — Safe Effective Care
Environment, Management of Care: Cognitive

Level — Syntbhesis.

1. ABGs may show hypoxia, which is a cause
of PVCs, but it is not the first intervention
the nurse should implement.

2. Lidocaine is the treatment of choice for
PVCs, but it is not the first intervention.

3. The nurse should assess for possible
causes of the PVCs; these causes may
include hypoxia or hypokalemia.

4. An ECG further evaluates the heart
function, but it is not the first intervention.

Content — Surgical: Category of Health Alteration —

Respiratory: Integrated Nursing Process —

Implementation: Client Needs — Safe Effective Care

Environment, Management of Care: Cognitive

Level — Synthesis.

1. The client refusing to perform shoulder
exercises is pertinent, but it does not
require immediate intervention.

2. Sore throats and hoarseness are common
postintubation and would not require
immediate intervention.

3. Crackles that clear with coughing would
not require immediate intervention.

4. Pink frothy sputum indicates pul-
monary edema and would require
immediate intervention.

Content — Surgical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Assessment:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Synthesis.

1. Clients and family members should be
taught chest physiotherapy, including
postural drainage, chest percussion,
and vibration and breathing techniques
to keep the lungs clear of the copious
secretions.

2. Daily activities should be modified to
accommodate the client’s treatments.

3. Clients should increase fluids up to
3,000 mL each day to thin secretions
and ease expectoration.

4. Clients should be taught the signs and
symptoms of infections to report to the
health-care provider.

5. Clients with CF are susceptible to
respiratory infections and should avoid
anyone who is suspected of having an
infection.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Planning:

Client Needs — Physiological Integrity, Physiological

Adaptation: Cognitive Level — Synthesis.

28.

29.

30.
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Wheezing and productive coughs are
symptoms experienced by clients with
respiratory diseases, but they are not
specific to cystic fibrosis.

. The excessive excretion of salt from

the sweat glands is specific to cystic
fibrosis. Repeated values greater than
60 mEq/L of sweat chloride is
diagnostic for CF.

. Multiple vitamin deficiencies are experi-

enced with some pulmonary diseases, but
they are not specific to cystic fibrosis.

. Clubbing of the fingers is an indicator of

chronic hypoxia, but it is not specific to
the diagnosis of cystic fibrosis.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Reduction of Risk
Potential: Cognitive Level — Analysis.

1.

An elevation in the blood glucose level is a
common side effect of corticosteroids and
does not indicate effectiveness of the
treatment for bronchiolitis obliterans.

. A decrease in sputum production

indicates that the client is improving and
the medication is effective; long-term
use of corticosteroids is indicated for a
client with bronchiolitis obliterans.

. An elevated temperature indicates the

client is becoming worse; therefore, the
medication is not effective.

. Restlessness and irritability can be side

effects of treatment with corticosteroids or
they could be signs of hypoxemia, which
would indicate the medication is not
effective.

Content — Medical: Category of Health Alteration —
Respiratory: Integrated Nursing Process — Assessment:
Client Needs — Physiological Integrity, Pharmacological
and Parenteral Therapies: Cognitive Level — Analysis.

1.

The American Lung Association is an
excellent resource for educational
material, but it is not the priority
intervention for the client.

. Physical therapy is an appropriate

intervention, but it is not the priority
intervention.

. The client with bronchiolitis obliterans

will need long-term use of oxygen.

. Advance directives are an important

intervention, but are not the priority
intervention.

Content — Medical: Category of Health
Alteration — Respiratory: Integrated Nursing
Process — Planning: Client Needs — Physiological
Integrity, Physiological Adaptation: Cognitive
Level — Synthesis.
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Sil.

32.

33.

34.

MED-SURG SUCCESS

1. Antibiotics should be administered
intravenously for seven (7) to 10 days.
Bronchiectasis is an irreversible
condition caused by repeated damage
to the bronchial walls secondary to
repeated aspiration of gastric contents.

2. 'Total parenteral nutrition is not an expected
treatment for a client with bronchiectasis.

3. Clients should have a high-calorie and
high-protein diet as a result of high
expenditure of energy used to breathe and
tissue healing.

4. Turning, coughing, and deep breathing
are appropriate independent nursing inter-
ventions but do not require a health-care
provider’s order.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Planning:

Client Needs — Safe Effective Care Environment,

Management of Care: Cognitive Level — Synthesis.

1. Medical treatment for bronchiectasis does
not include a tracheostomy.

2. Removing a lobe of the lung is not the
expected medical treatment for a client
with bronchiectasis.

3. Administering bronchodilators is a
collaborative intervention (requiring an
order from a health-care provider)
appropriate for this client.

4. Insertion of chest tubes is not an expected
treatment for bronchiectasis.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cognitive Level — Application.

1. A red and raised area at the injection site
indicates that the client has been exposed
to tuberculosis bacilli, but it does not
indicate active disease.

2. The skin test indicates the client has been
exposed to the tuberculosis bacilli, but
further tests must be performed to
confirm the diagnosis of tuberculosis.

3. A positive reading indicates the client
has been exposed to the bacilli.

4. Once a positive reading occurs, then the
client should never receive a Tb skin test
again.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process —

Implementation: Client Needs — Physiological

Integrity, Reduction of Risk Potential: Cognitive

Level — Application.

1. Antitubercular medications target the
tubercular bacilli, not white blood cells.

35.

36.

37.

2. As the bacilli are being destroyed, the
client should begin to feel better and
have fewer symptoms.

3. Atsix (6) weeks, the chest x-ray may not
have changes.

4. The skin test will always be positive.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Pharmacological and Parenteral Therapies: Cognitive

Level — Analysis.

1. The nurse needs to notify the respiratory
therapist to check the ventilator, but it is
not the first intervention.

2. The nurse must determine what is caus-
ing the alarm; a high or low alarm will
make a difference in the nurse’s action.

3. Elevating the head of the bed will help
lung expansion, but it is not the first
intervention.

4. The ventilator alarm indicates something is
wrong, and the nurse must first determine
if the problem is with the ventilator or the
client.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cognitive Level — Synthesis.

1. The nurse would not suspect a myocardial
infarction for a client with a DV'T who
suddenly has chest pain.

2. These signs and symptoms should not
make the nurse think the client has
pneumonia.

3. Part of the clot in the deep veins of the
legs dislodges and travels up the inferior
vena cava, lodges in the pulmonary ar-
tery, and causes the chest pain; the client
often feels as if he or she is going to die.

4. Chest pain is a sign of pneumothorax, but
it is not a complication of deep vein
thrombosis.

Content — Medical: Category of Health Alteration —

Respiratory: Integrated Nursing Process — Assessment:

Client Needs — Physiological Integrity, Reduction of Risk

Potential: Cognitive Level — Analysis.

1. The PTT is not monitored to determine a
serum therapeutic level for warfarin; nor-
mal is 30 to 45.

2. The INR therapeutic range is 2 to 3
for a client receiving warfarin. The
INR may be allowed to go to 3.5 if the
client has a mechanical cardiac valve,
but nothing in the stem of the question
indicates this.



38.

39.

3. The PT is monitored for oral anticoagulant
therapy and should be 1.5 to 2 times the
normal of 12; therefore, 22 is within
therapeutic range and would not warrant
the nurse questioning administering this
medication.

4. The ESR is not monitored for oral
anticoagulant therapy.

Content — Medical: Category of Health Alteration —

Drug Administration: Integrated Nursing Process —

Assessment: Client Needs — Physiological Integrity,

Pharmacological and Parenteral Therapies: Cognitive

Level — Analysis.

1. No fluctuation in the water-seal chamber
four (4) hours postinsertion indicates the
tubing is blocked; the nurse can milk the
chest tube, but it is not the first action.

2. The nurse should implement the least
invasive intervention first. The nurse
should check to see if the tubing is
kinked, causing a blockage between the
pleural space and the water-seal bottle.

3. Coughing may help push a clot in the
tubing into the drainage bottle, but the
first intervention is to check and see if the
client is lying on the tubing or the tube is
kinked somewhere.

4. The insertion site can be assessed, but it
will not help determine why there is no
fluctuation in the water-seal drainage
compartment.

Content — Medical: Category of Health

Alteration — Respiratory: Integrated Nursing

Process — Implementation: Client Needs — Safe

Effective Care Environment, Management of Care:

Cognitive Level — Application.

11 mL/hr.
First, convert pounds to kilograms:
165 pounds + 2.2 =75 kg
Then, determine how many milligrams of
aminophylline per hour should be
administered:
0.3 mg x 75 kg = 22.5 mg/hr
Then, determine how much aminophylline
is delivered per milliliter:
500 mg + 250 mL = 2 mg/1 mLL
If 2 mg/1 mL is delivered, then to deliver
the prescribed 22.5 mg/hr, the rate must
be set at:
22.5+2=11.25 mL/hr
Less than 0.5 should be rounded down,
0.5 and above is rounded up.
Content — Medical: Category of Health
Alteration — Drug Administration: Integrated
Nursing Process — Implementation: Client
Needs — Physiological Integrity, Pharmacological and
Parenteral Therapies: Cognitive Level — Application.

40.

4].

42.

CHAPTER 6 RESPIRATORY DISORDERS

1. Antihistamines dry respiratory secretions
through an anticholinergic effect;
therefore, the client will have a dry mouth.

2. Antihistamines cause drowsiness;
