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1

Top 100 Topics Study Guide for NCLEX-RN

Review Simplified

Based on the “NCLEX RN Review Simplified” book, here are the top 100 topics

that students need to know and top 5 facts to know for each topic and review

questions in the next section:

1. Environmental Safety and Emergency Preparedness

2. Admission and Discharge Planning

3. Patient Education Principles

4. Communication Skills in Nursing

5. Documentation and Charting

6. Delegation and Supervision in Nursing

7. Ethical and Legal Considerations in Nursing

8. End-of-Life Care and Palliative Care

9. Advanced Directives and Living Wills

10. Therapeutic Diets and Nutrition Support

11. Pain Assessment Tools

12. Non-Pharmacological Pain Management

13. Therapeutic Communication Techniques

14. Cultural Competency in Nursing Care

15. Health Disparities and Social Determinants of Health
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16. Health Promotion and Disease Prevention

17. Nursing Process: Assessment Diagnosis Planning Implementation Eval-

uation

18. Vital Signs Monitoring

19. Fluid and Electrolyte Balance

20. Acid-Base Balance

21. Aseptic Technique and Sterile Procedures

22. Oxygenation and Ventilation

23. Basic Life Support (BLS) and Cardiopulmonary Resuscitation (CPR)

24. Cardiovascular SystemDisorders (e.g., CAD,Hypertension, Heart Failure)

25. Respiratory System Disorders (e.g., Asthma, COPD, Pneumonia)

26. Gastrointestinal System Disorders (e.g., GERD)

27. Neurological System Disorders (e.g., Stroke, Alzheimer’s Disease)

28. Musculoskeletal System Disorders (e.g., Osteoarthritis, Rheumatoid

Arthritis)

29. Endocrine System Disorders (e.g., Diabetes Mellitus)

30. Renal and Urinary System Disorders

31. Integumentary System Disorders (e.g., Acne, Psoriasis, Eczema)

32. Hematologic System Disorders (e.g., Anemia)

33. Immune System Disorders (e.g., Rheumatoid Arthritis, SLE)

34. Oncological Disorders (e.g., Breast Cancer, Lung Cancer)

35. Perioperative Nursing Care

36. Pharmacokinetics and Pharmacodynamics

37. Medication Administration: Routes Techniques Safety

38. Drug Classifications and Indications

39. Analgesics and Pain Management Medications

40. Cardiovascular Medications

41. Respiratory Medications

42. Gastrointestinal Medications

43. Endocrine Medications

44. Renal and Urinary Medications

45. Neurological Medications

46. Psychotropic Medications
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47. Anti-Infectives

48. Oncology Medications

49. Immunosuppressants and Anti-Inflammatory Agents

50. Dermatological Medications

51. Ophthalmic and Otic Medications

52. Women’s Health Medications

53. Pediatric Medications

54. Geriatric Medications

55. Emergency Medications

56. Herbal Supplements and Alternative Therapies

57. Medication Calculations and Dosage Determinations

58. Adverse Drug Reactions and Side Effects

59. Medication Teaching and Compliance

60. Pediatric Nursing: Growth and Developmental Stages

61. Pediatric Assessment Techniques

62. Common Pediatric Medical Conditions

63. Pediatric Surgical Care

64. Pediatric Medication Administration

65. Pediatric Pain Assessment andManagement

66. Immunizations and Preventive Care

67. Pediatric Nutrition and Feeding Issues

68. Genetic and Congenital Disorders

69. Pediatric Oncology Nursing

70. Pediatric Neurological Disorders

71. Pediatric Respiratory Disorders

72. Pediatric Cardiovascular Disorders

73. Pediatric Gastrointestinal Disorders

74. Pediatric Renal and Urinary Disorders

75. Pediatric Musculoskeletal Disorders

76. Pediatric Hematologic and Immunologic Disorders

77. Pediatric Endocrine Disorders

78. Child Abuse and Neglect: Identification and Reporting

79. Pediatric Mental Health Disorders
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NCLEX RN REVIEW SIMPLIFIED BONUS MATERIAL

80. Pediatric Emergency Care

81. Care of the Hospitalized Child

82. Family Dynamics and Support in Pediatric Nursing

83. Pediatric Palliative and End-of-Life Care

84. Maternity andWomen’s Health Nursing: Prenatal Care and Assessments

85. Labor and Delivery Processes

86. Postpartum Nursing Care

87. Neonatal Nursing Care

88. High-Risk Pregnancies and Complications

89. Fetal Assessment andMonitoring

90. Breastfeeding and Newborn Nutrition

91. Common Gynecological Disorders

92. Women’s Health: Preventive Care and Screenings

93. Contraception and Family Planning

94. Menopausal Care and Hormone Replacement Therapy

95. Maternal and NewbornMedications

96. Perinatal Loss and Grief Support

97. Women’s Health Education and Counseling

98. Mental Health and Psychiatric Nursing: Mental Health Assessment and

Diagnosis

99. Therapeutic Communication and Relationship Building

100. Anxiety andMood Disorders

Environmental Safety and Emergency Preparedness

1. Knowledge of Safety Standards: Familiarity with OSHA guidelines and

hospital safety protocols, including fire safety and hazardous material

handling.

2. Emergency Response Skills: Ability to perform basic life support (BLS),

use of automated external defibrillators (AEDs), and execute emergency

response plans.
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3. Infection Control Practices: Understanding of standard precautions,

transmission-based precautions, and the importance of hand hygiene in

preventing the spread of infections.

4. Environmental Assessment: Assessing patient rooms and hospital

environments for potential safety hazards (e.g., wet floors, improper

equipment usage).

5. Disaster Preparedness: Understanding protocols for natural disasters,

pandemics, and other mass casualty incidents, including triage proce-

dures and resource allocation.

Admission and Discharge Planning

1. Assessment of Patient Needs: Evaluating patient’s physical, emotional,

and educational needs during admission and planning for discharge.

2. Interdisciplinary Collaboration: Coordinating with healthcare team

members, such as social workers and physical therapists, for compre-

hensive care planning.

3. Patient and Family Education: Ensuring patients and families under-

stand care plans, medication instructions, and follow-up care post-

discharge.

4. Resource Utilization: Identifying and arranging for necessary resources

or services, such as home health care or medical equipment.

5. Documentation: Accurate documentation of all aspects of admission and

discharge planning in the patient’s medical record.

Patient Education Principles

1. Assessment of Learning Needs: Identifying patient’s educational needs

based on their age, literacy level, and cultural background.

2. TeachingMethods: Employing various teachingmethods (e.g., verbal

instruction, demonstrations, written materials) tailored to the patient’s

learning style.

3. Goal Setting: Setting realistic and measurable educational goals in
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collaboration with the patient.

4. Evaluation of Understanding: Assessing patient’s comprehension and

retention of information through teach-back methods or question-and-

answer sessions.

5. CulturalCompetence: Beingawareof andsensitive to cultural differences

that may affect patient education and communication.

Communication Skills in Nursing

1. Therapeutic Communication: Using techniques like active listening,

empathy, and open-ended questions to establish rapport and support

patient-centered care.

2. Interprofessional Communication: Effectively communicating with

other healthcare professionals to ensure continuity and quality of care.

3. Conflict Resolution: Applying strategies to resolve conflicts with col-

leagues, patients, or family members in a professional manner.

4. Documentation: Clear and concise documentation in patient records,

ensuring accuracy and legal compliance.

5. Patient Interaction: Adapting communication style to meet the needs of

different patients, including those with sensory impairments, cognitive

impairments, or language barriers.

Documentation and Charting

1. Accuracy and Completeness: Ensuring all patient information is docu-

mented accurately and completely, including assessments, interventions,

and responses.

2. Confidentiality and HIPAA Compliance: Adhering to privacy laws and

maintaining confidentiality in all aspects of documentation.

3. Electronic Health Records (EHR) Proficiency: Familiarity with EHR

systems, understanding how to enter, retrieve, and interpret patient

data.

4. Legal Implications: Recognizing that documentation can be used in
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legal situations, highlighting the importance of factual and error-free

charting.

5. Timeliness: Documenting care in a timely manner, ideally at the time of

care or as soon as possible thereafter.

Delegation and Supervision in Nursing

1. Understanding Scope of Practice: Recognizing the roles and limitations

of each member of the healthcare team, ensuring tasks are delegated

according to their scope of practice and qualifications.

2. Effective Communication: Clearly communicating task expectations,

timelines, and specific instructions to ensure patient safety and quality

care.

3. Monitoring and Feedback: Regularly monitoring the performance of

delegated tasks and providing constructive feedback to support and guide

teammembers.

4. Accountability and Responsibility: Understanding that while tasks can

be delegated, the accountability for patient care ultimately rests with the

delegating nurse.

5. Legal and Ethical Implications: Being aware of the legal and ethical

aspects of delegation, including understanding state nursing practice

acts and ensuring patient rights and safety are upheld.

Ethical and Legal Considerations in Nursing

1. Patient Autonomy and Consent: Upholding patient rights to autonomy,

informed consent, and decision-making regarding their care.

2. Confidentiality and Privacy: Adhering strictly to HIPAA regulations

and maintaining patient confidentiality in all communications and

documentation.

3. Professional Boundaries: Maintaining professional boundaries with

patients and colleagues, avoiding situations that could lead to conflicts

of interest or ethical dilemmas.
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4. Reporting Obligations: Understanding mandatory reporting require-

ments for situations like abuse, neglect, or unsafe practice.

5. End-of-Life Decisions: Navigating ethical challenges in end-of-life

care, including respecting advance directives and facilitating palliative

care discussions.

End-of-Life Care and Palliative Care

1. PainManagement and SymptomControl: Providing effective pain relief

and managing symptoms to improve quality of life for terminally ill

patients.

2. Psychosocial Support: Offering emotional, spiritual, and psychological

support to patients and their families during the end-of-life process.

3. Communication Skills: Utilizing sensitive and empathetic communica-

tion to discuss prognosis, treatment options, and patient wishes with

patients and families.

4. Interdisciplinary Collaboration: Coordinating care with an interdisci-

plinary team including physicians, social workers, and spiritual care

providers to address all aspects of patient needs.

5. Ethical Decision-Making: Assisting patients and families in making

informed decisions that align with the patient’s values and beliefs,

especially in do-not-resuscitate (DNR) orders and withdrawal of care.

Advanced Directives and Living Wills

1. Understanding Legal Documents: Knowledge of what advanced direc-

tives and living wills entail, including their legal status and implications

for patient care.

2. Patient Education andAdvocacy: Educating patients about their rights to

make advance directives and advocating for their wishes to be respected

and implemented.

3. Communication with Healthcare Team: Ensuring all healthcare team

members are aware of and understand the patient’s advanced directives.
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4. Cultural Sensitivity: Recognizing and respecting cultural differences in

end-of-life care preferences and decision-making processes.

5. Documentation and Accessibility: Documenting advanced directives

accurately in the patient’s medical record and ensuring they are readily

accessible when needed.

Therapeutic Diets and Nutrition Support

1. Nutritional Assessment: Conducting thorough nutritional assessments

to identify patient needs and appropriate diet modifications.

2. Diet Planning and Implementation: Developing and implementing indi-

vidualized therapeutic diets based onmedical conditions (e.g., diabetes,

heart disease).

3. Patient Education: Educating patients about the importance of nutrition

in disease management and recovery.

4. Monitoring and Adjusting Diets: Regularlymonitoring the effectiveness

of therapeutic diets andmaking adjustments as needed.

5. Collaboration with Dietitians: Working closely with dietitians or nutri-

tionists for specialized dietary planning andmanagement.

Pain Assessment Tools

1. Types of Pain Scales: Understanding various pain assessment scales like

the Numeric Rating Scale, Wong-Baker FACES Pain Rating Scale, and

FLACC (Face, Legs, Activity, Cry, Consolability) Scale.

2. Pain Assessment in Non-Verbal Patients: Strategies for assessing pain

in non-verbal patients, including observing physiological and behavioral

indicators.

3. Frequencyof PainAssessment: Knowingwhenandhowoften to reassess

pain, especially after interventions or in changing clinical situations.

4. Documenting Pain Assessments: Accurate and timely documentation

of pain assessments, interventions, and patient responses in medical

records.
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5. Patient Education on Pain Reporting: Educating patients on the impor-

tance of pain reporting and how to effectively communicate their pain

levels.

Non-Pharmacological Pain Management

1. Physical Techniques: Utilization of techniques like heat/cold therapy,

massage, and positioning to alleviate pain.

2. Psychological Methods: Implementing strategies like relaxation tech-

niques, guided imagery, and distraction to manage pain perception.

3. Patient Education and Empowerment: Teaching patients about self-

management techniques for pain control.

4. Complementary Therapies: Understanding the role of acupuncture,

yoga, and other complementary therapies in pain management.

5. Tailoring Interventions: Customizing non-pharmacological interven-

tions to individual patient needs, preferences, and clinical situations.

Therapeutic Communication Techniques

1. Active Listening: Fully engaging with the patient, showing empathy,

and providing feedback that encourages further communication.

2. Open-Ended Questions: Using open-ended questions to facilitate more

in-depth patient responses.

3. Non-Verbal Communication: Understanding the impact of body lan-

guage, eye contact, and facial expressions in building rapport with

patients.

4. Reflecting and Paraphrasing: Demonstrating understanding by reflect-

ing back what the patient has said and paraphrasing their statements.

5. AvoidingMedical Jargon: Communicating in a language that is easily

understandable to patients, avoiding technical medical terminology.
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Cultural Competency in Nursing Care

1. UnderstandingCulturalDifferences: Recognizingand respectingdiverse

cultural backgrounds and beliefs in healthcare settings.

2. Cultural Assessment: Incorporating cultural assessment into patient

care to tailor interventions that are culturally sensitive.

3. Language and Communication: Using interpreters when necessary and

being aware of cultural nuances in communication.

4. Cultural Beliefs and Health Practices: Being knowledgeable about

different cultural practices and beliefs related to health, illness, and

treatment.

5. Bias and Stereotyping: Avoiding assumptions and stereotypes, and

treating each patient as an individual with unique needs and preferences.

Health Disparities and Social Determinants of Health

1. Recognizing Health Disparities: Understanding how factors like race,

socioeconomic status, and geographic location can impact health out-

comes.

2. Social Determinants Impacting Health: Recognizing the influence of

factors like housing, education, and access to healthcare on patient

health.

3. Advocacy for Vulnerable Populations: Advocating for resources and

policies that address health disparities and improve access to care.

4. Community Resources and Referrals: Utilizing community resources

and referrals to address social determinants and support patient health.

5. Culturally Tailored Health Education: Providing health education that

is sensitive to the cultural, linguistic, and social needs of diverse patient

populations.
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Health Promotion and Disease Prevention

1. Preventive Screening and Immunizations: Knowledge of age-

appropriate screenings (e.g., mammograms, colonoscopies) and

immunization schedules for various populations.

2. Lifestyle Modifications: Educating patients on lifestyle changes like

healthy eating, exercise, and smoking cessation to prevent chronic

diseases.

3. Community Health Education: Engaging in community outreach to

promote health awareness and prevent disease, tailored to the specific

needs of the community.

4. Risk Factor Identification: Identifying and addressing individual risk

factors for disease, including genetic, environmental, and behavioral

factors.

5. Mental Health Promotion: Recognizing the importance of mental

health in overall wellness and implementing strategies to promote

psychological well-being.

Nursing Process: Assessment Diagnosis Planning Implementation

Evaluation

1. Comprehensive Assessment: Conducting thorough patient assessments,

including history taking, physical examination, and reviewing diagnostic

tests.

2. Accurate Diagnosis: Formulating nursing diagnoses based on assess-

ment data, distinguishing between actual and potential health problems.

3. Individualized Care Planning: Developing personalized care plans that

address patient-specific needs and goals.

4. Effective Implementation: Executing the care plan efficiently, coordi-

nating care among different healthcare professionals.

5. Continuous Evaluation: Regularly evaluating the effectiveness of the

care plan, making adjustments based on patient responses and changing

conditions.
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Vital Signs Monitoring

1. Accurate Measurement Techniques: Correct methods for measuring

temperature, pulse, respiration, and blood pressure.

2. Recognizing Abnormal Values: Identifying and interpreting abnormal

vital sign readings and understanding their clinical implications.

3. Frequency of Monitoring: Determining appropriate intervals for vital

sign checks based on patient condition and institutional policies.

4. Use of Technology: Proficiency in using electronic devices for moni-

toring vital signs, including automated blood pressure cuffs and pulse

oximeters.

5. Documentation and Reporting: Timely and accurate documentation of

vital signs in patient records and reporting significant changes to the

healthcare team.

Fluid and Electrolyte Balance

1. Electrolyte Levels and Functions: Understanding normal electrolyte

levels (e.g., sodium, potassium, calcium) and their roles in bodily

functions.

2. Assessing Fluid Status: Recognizing signs of fluid volume deficit and

excess, and understanding how to assess fluid status.

3. Management of Imbalances: Knowledge of interventions for managing

fluid and electrolyte imbalances, including IV fluid administration and

dietary modifications.

4. Monitoring Laboratory Values: Interpreting laboratory results related

to fluid and electrolyte balance, such as serum electrolytes, BUN, and

creatinine.

5. Patient Education: Educating patients on maintaining fluid and elec-

trolyte balance, especially thosewith conditions like heart failure or renal

disease.
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Acid-Base Balance

1. Understanding pH and Buffer Systems: Grasping the concept of blood

pH, acidosis, and alkalosis, and the role of buffer systems inmaintaining

acid-base balance.

2. Interpreting Arterial Blood Gases (ABGs): Skill in analyzing ABG results

to assess acid-base status, including pH, PaCO2, HCO3, and PaO2.

3. Causes of Imbalances: Identifying causes of acid-base imbalances, such

as respiratory failure (affecting CO2 levels) ormetabolic issues (affecting

HCO3 levels).

4. ClinicalManifestations: Recognizing the signsandsymptomsof acidosis

and alkalosis, and their potential impact on patient well-being.

5. Management Strategies: Knowledge of interventions to correct acid-

base imbalances, including respiratory support and administration of IV

bicarbonate.

Aseptic Technique and Sterile Procedures

1. Principles of Asepsis: Understanding the fundamental principles of

aseptic technique, including the prevention of pathogen transmission

and contamination.

2. Hand Hygiene: Emphasizing the importance of proper hand hygiene,

including hand washing and the use of alcohol-based hand rubs.

3. Sterile Field Maintenance: Skills in setting up andmaintaining a sterile

field, including the correct use of sterile gloves and drapes.

4. Use of Sterile Equipment: Proper handling of sterile equipment and

supplies, ensuring they remain sterile during procedures.

5. Infection Control Policies: Familiarity with hospital or healthcare

facility infection control policies and procedures.
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Oxygenation and Ventilation

1. Mechanics of Breathing: Understanding the physiology of breathing,

including gas exchange in the lungs and the role of the respiratory

muscles.

2. Assessment of Respiratory Status: Proficiency in assessing respiratory

rate, rhythm, depth, and the use of accessory muscles.

3. Oxygen Therapy Administration: Knowledge of various methods of

oxygen delivery, such as nasal cannula, face masks, and mechanical

ventilation.

4. MonitoringOxygenSaturation: Use of pulse oximetry tomonitor oxygen

saturation levels and recognizing signs of hypoxemia.

5. Patient Positioning: Utilizing positioning techniques to enhance venti-

lation and oxygenation, such as the semi-Fowler’s or prone position for

certain conditions.

Basic Life Support (BLS) and Cardiopulmonary Resuscitation (CPR)

1. CPR Technique: Mastery of the steps of CPR, including chest compres-

sions, airwaymanagement, and rescue breathing.

2. Use of Automated External Defibrillators (AEDs): Understanding the

indications and procedures for using AEDs during cardiac arrest.

3. Recognition of Cardiac Arrest: Identifying signs of cardiac arrest and

initiating immediate response measures.

4. BLS Algorithm: Familiarity with the Basic Life Support algorithm as

outlined by the American Heart Association or equivalent authority.

5. Team Dynamics: The importance of effective communication and

teamwork during a resuscitation effort.
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Cardiovascular System Disorders

1. Pathophysiology of Disorders: Understanding the pathophysiology of

common cardiovascular disorders such as coronary artery disease (CAD),

hypertension, and heart failure.

2. Clinical Manifestations: Recognizing the signs and symptoms of cardio-

vascular diseases, including angina, shortness of breath, and edema.

3. Diagnostic Tests: Knowledge of diagnostic tests such as ECG, echocar-

diogram, and stress tests used in cardiovascular assessment.

4. TreatmentModalities: Familiarity with medical, surgical, and lifestyle

interventions for managing cardiovascular conditions.

5. Patient Education: Educating patients about disease management,

medication adherence, and lifestyle modifications to prevent disease

progression.

Respiratory System Disorders

1. Disease Characteristics: Understanding the characteristics and differ-

ences of respiratory disorders like asthma, COPD, and pneumonia.

2. Assessment Techniques: Proficiency in respiratory assessment, includ-

ingauscultation, observationofbreathingpatterns, anduseofpulmonary

function tests.

3. Management Strategies: Knowledge of management strategies,

including pharmacological treatments (inhalers, steroids) and non-

pharmacological interventions (pulmonary rehabilitation).

4. Patient Education: Teaching patients about self-management tech-

niques, including breathing exercises and the correct use of inhalers.

5. PreventiveMeasures: Understanding the importanceof vaccinations and

other preventive measures in reducing the risk of respiratory infections.
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Gastrointestinal System Disorders (e.g., GERD)

1. Understanding Pathophysiology: Knowledge of the underlyingmech-

anisms of disorders like GERD, including acid reflux and esophageal

irritation.

2. Symptom Recognition: Identifying common symptoms such as heart-

burn, dyspepsia, and regurgitation.

3. Dietary and Lifestyle Modifications: Educating patients about dietary

changes and lifestyle habits that canmitigate symptoms.

4. MedicationManagement: Familiarity withmedications used in treat-

ment, like antacids, H2 blockers, and proton pump inhibitors.

5. Complication Awareness: Recognizing potential complications, such as

Barrett’s esophagus or esophageal strictures.

Neurological System Disorders (e.g., Stroke, Alzheimer’s Disease)

1. Identifying Stroke Symptoms: Recognizing stroke symptoms quickly

using the FAST (Face, Arms, Speech, Time) acronym.

2. Alzheimer’sDiseaseProgression: Understanding theprogressivenature

of Alzheimer’s and its impact onmemory, thinking, and behavior.

3. Rehabilitation Techniques: Awareness of rehabilitation strategies for

stroke patients, including physical, occupational, and speech therapy.

4. Patient and Caregiver Support: Providing support and resources to

patients and caregivers dealing with neurodegenerative disorders.

5. Medication Knowledge: Understandingmedications used in these con-

ditions, such as anticoagulants for stroke prevention and cholinesterase

inhibitors for Alzheimer’s.
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Musculoskeletal System Disorders (e.g., Osteoarthritis, Rheumatoid

Arthritis)

1. Joint Assessment: Proficiency in assessing joint function, pain, and

mobility limitations.

2. PainManagement: Knowledge of pharmacological (e.g., NSAIDs) and

non-pharmacological pain management strategies.

3. Physical Therapy and Exercise: Encouraging appropriate physical

activities and exercises to maintain joint mobility andmuscle strength.

4. Disease Education: Educating patients about disease process, manage-

ment, and lifestyle modifications.

5. Surgical Interventions: Understanding indications for and recovery from

surgical interventions like joint replacements.

Endocrine System Disorders (e.g., Diabetes Mellitus)

1. Blood Glucose Monitoring: Emphasizing the importance of regular

blood glucose monitoring and understanding target ranges.

2. Insulin Administration: Skills in insulin administration, understanding

different types of insulin, and dose adjustment.

3. Diet and Exercise: Counseling on diet and exercise’s role in managing

diabetes.

4. Recognizing Complications: Identifying signs of hypo- and hyper-

glycemia, diabetic ketoacidosis, and long-term complications.

5. Patient Education: Providing comprehensive diabetes education, includ-

ing foot care, eye care, and self-management techniques.

Renal and Urinary System Disorders

1. Assessment Skills: Conducting assessments for signs of renal dysfunc-

tion, such as edema, oliguria, and changes in urine characteristics.

2. Fluid and Electrolyte Management: Managing fluid and electrolyte

imbalances common in renal disorders.
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3. Dialysis Knowledge: Understanding different types of dialysis

(hemodialysis and peritoneal dialysis) and their implications for patient

care.

4. Medication Adjustments: Awareness of the need to adjust medication

dosages in patients with renal impairment.

5. Patient Education: Teaching patients about lifestyle modifications and

self-care practices to support renal health.

Integumentary System Disorders (e.g., Acne, Psoriasis, Eczema)

1. Skin Assessment: Skill in assessing various skin conditions and recog-

nizing their typical features.

2. Treatment Options: Knowledge of treatment options, including topical

medications, systemic treatments, and light therapy.

3. Skin Care Education: Advising patients on proper skin care routines and

trigger avoidance.

4. Psychosocial Impact: Recognizing and addressing the psychosocial

impact of visible skin disorders.

5. Prevention Strategies: Educating patients on preventive measures,

including sun protection and skin hygiene.

Hematologic System Disorders (e.g., Anemia)

1. Types of Anemia: Understanding different types of anemia (e.g., iron-

deficiency, pernicious, hemolytic) and their causes.

2. Symptom Recognition: Identifying symptoms like fatigue, pallor, and

shortness of breath.

3. Diagnostic Tests: Interpreting laboratory results, including CBC, iron

studies, and vitamin B12 levels.

4. Management Strategies: Familiarity with treatment options, such as

iron supplements, vitamin B12 injections, and transfusions.

5. Nutritional Counseling: Providing dietary counseling to address defi-

ciencies related to anemia.
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Immune System Disorders (e.g., Rheumatoid Arthritis, SLE)

1. AutoimmuneMechanisms: Understanding autoimmune processes and

how they affect the body.

2. SymptomManagement: Managing symptoms like joint pain, swelling,

and fatigue.

3. Medication Protocols: Knowledge of medications used in treatment,

such as DMARDs and corticosteroids.

4. Patient Education: Educating patients on disease management, symp-

tommonitoring, and lifestyle adjustments.

5. Monitoring for Complications: Being vigilant for complications like

organ involvement in SLE and increased infection risk.

Oncological Disorders (e.g., Breast Cancer, Lung Cancer)

1. Cancer Staging and Grading: Understanding cancer staging systems and

their implications for treatment and prognosis.

2. Treatment Modalities: Knowledge of various cancer treatments, includ-

ing surgery, chemotherapy, radiation, and targeted therapy.

3. Side Effect Management: Managing common treatment side effects like

nausea, fatigue, and hair loss.

4. Palliative Care: Integrating palliative care strategies to improve quality

of life.

5. Psychosocial Support: Offering emotional support and resources to

patients and families navigating cancer diagnoses and treatment.

Perioperative Nursing Care

1. Preoperative Assessment: Conducting thorough preoperative assess-

ments, including medical history, allergies, and risk factors.

2. Intraoperative Care: Understanding roles and responsibilities during

surgery, including patient positioning, monitoring, and aseptic tech-

nique.
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3. Postoperative Monitoring: Monitoring for complications post-surgery,

such as infection, bleeding, and thromboembolic events.

4. PainManagement: Effective postoperative pain management strategies.

5. Patient Education and Discharge Planning: Educating patients on

postoperative care, including wound care, activity limitations, and signs

of complications.

Pharmacokinetics and Pharmacodynamics

1. Absorption Processes: Understanding how drugs are absorbed, includ-

ing factors that affect absorption rates, such as route of administration

and food interactions.

2. Distribution in the Body: Knowledge of how drugs are distributed in the

body, including the concept of blood-brain barrier and fat solubility.

3. Metabolism and Biotransformation: Insights into how the body me-

tabolizes drugs, with a focus on liver function and genetic variations

affecting metabolism.

4. Excretion Mechanisms: Understanding renal and non-renal routes

of drug excretion, and how impaired kidney function can affect drug

clearance.

5. Drug Action and Effect: Grasping how drugs produce their effects at

the cellular level, including receptor interactions and dose-response

relationships.

Medication Administration: Routes, Techniques, Safety

1. Route Selection: Choosing appropriate routes of administration based

on drug properties, patient condition, and desired effect.

2. Technique Proficiency: Mastery in various administration techniques,

including oral, IV, IM, subcutaneous, and topical applications.

3. Medication Safety: Adherence to the “Five Rights” of medication

administration (right patient, drug, dose, route, time) to prevent errors.

4. Patient Education and Consent: Informing patients about medication
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purposes, potential side effects, and obtaining informed consent.

5. Monitoring for Adverse Effects: Vigilance in monitoring for and re-

sponding to adverse drug reactions and allergies.

Drug Classifications and Indications

1. Classification Understanding: Knowing themajor drug classes and their

primary indications, mechanisms of action, and side effect profiles.

2. Indication-Specific Knowledge: Understanding specific indications for

key drug classes and individual drugs within those classes.

3. Drug-Drug Interactions: Awareness of common drug-drug interactions

and their implications for patient safety.

4. Therapeutic vs. Toxic Levels: Differentiating between therapeutic

and toxic levels for drugs, particularly those with narrow therapeutic

windows.

5. Special Populations: Adjusting drug choices and dosages for special

populations, such as pediatrics, geriatrics, or those with renal/hepatic

impairments.

Analgesics and Pain Management Medications

1. Types of Analgesics: Differentiating between opioid and non-opioid

analgesics, including their mechanisms of action and appropriate use

cases.

2. Opioid Safety andMonitoring: Implementing strategies for safe opioid

administration, including monitoring for respiratory depression and

managing side effects.

3. Non-Opioid Alternatives: Utilizing non-opioid painmanagement op-

tions, such asNSAIDs and acetaminophen, including understanding their

limitations and risks.

4. Pain Assessment Alignment: Matching analgesic choice and dosage to

the patient’s pain level and specific pain characteristics.

5. Chronic Pain Management: Approaches for managing chronic pain,
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including the role of adjuvant medications and non-pharmacological

therapies.

Cardiovascular Medications

1. Antihypertensives: Knowledge of different classes of antihypertensive

drugs, their mechanisms, and side effects.

2. Heart Failure Management: Understanding the pharmacological man-

agement of heart failure, including diuretics, ACE inhibitors, and beta-

blockers.

3. Anticoagulants and Antiplatelets: Managing medications for throm-

bosis prevention, recognizing indications, andmonitoring for bleeding

risks.

4. Dyslipidemia Treatments: Familiarity with lipid-lowering agents, such

as statins, and their impact on cardiovascular disease risk.

5. Arrhythmia Drugs: Recognizing various antiarrhythmic drugs and their

use in specific types of cardiac arrhythmias.

Respiratory Medications

1. Bronchodilators: Understanding the use of bronchodilators like beta-

agonists and anticholinergics in conditions like asthma and COPD.

2. InhaledCorticosteroids: Knowledgeof the role of inhaled corticosteroids

in managing chronic respiratory conditions.

3. Combination Therapies: Awareness of combination inhaler therapies

and their indications in respiratory disease management.

4. Mucolytics and Expectorants: Understanding the use of mucolytics and

expectorants in managing respiratory secretions.

5. Oxygen Therapy: Comprehending the role and safety considerations of

supplemental oxygen therapy in respiratory care.
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Gastrointestinal Medications

1. Antacids and Acid Suppressants: Familiarity with the use of antacids,

H2 blockers, and proton pump inhibitors in managing GERD and peptic

ulcer disease.

2. Laxatives and Antidiarrheals: Understanding various types of laxatives

and antidiarrheal medications, their indications, and risks.

3. Anti-Emetics: Knowledge of anti-emetic drugs for managing nausea

and vomiting, including their side effects and contraindications.

4. Prokinetic Agents: Insight into the use of prokinetic agents in conditions

like gastroparesis.

5. Hepatic and Pancreatic Medications: Understanding medications used

in managing liver and pancreatic disorders, including enzyme supple-

ments.

Endocrine Medications

1. Insulins: Proficiency in different types of insulin, their onset, peak, and

duration, and strategies for insulin regimenmanagement.

2. Oral Hypoglycemics: Understanding oral diabetes medications, their

mechanisms, and how to adjust them based on blood glucose levels.

3. Thyroid Medications: Knowledge of hypothyroid and hyperthyroid

treatment medications, including levothyroxine and antithyroid agents.

4. Corticosteroids: Awareness of the systemic effects of corticosteroids

andmanagement of potential side effects.

5. Hormone Replacement Therapy: Understanding indications and con-

traindications for hormone replacement therapy in conditions like

menopause and hypogonadism.
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Renal and Urinary Medications

1. Diuretics: Understanding different classes of diuretics, their mecha-

nisms, electrolyte monitoring, and impact on fluid balance.

2. Urinary Antispasmodics: Knowledge of medications used for urinary

frequency and urgency, including their side effects.

3. Renal Protection Strategies: Awareness of medications used to protect

renal function in chronic kidney disease and diabetes.

4. Phosphate Binders: Familiarity with the use of phosphate binders in

managing hyperphosphatemia in renal failure.

5. Medication Adjustments in Renal Impairment: Adjusting dosages of

various medications in patients with renal impairment to avoid toxicity.

Neurological Medications

1. Anticonvulsants: Proficiency in the use of anticonvulsants for seizure

disorders, including monitoring therapeutic levels and side effects.

2. Antiparkinsonian Drugs: Understanding the pharmacotherapy for

Parkinson’s disease, including levodopa/carbidopa and dopamine ago-

nists.

3. Antidepressants and Anxiolytics: Knowledge of various classes of

antidepressants and anxiolytics, their indications, andmonitoring for

efficacy and adverse effects.

4. Alzheimer’s Disease Medications: Awareness of medications used in

Alzheimer’s disease, such as cholinesterase inhibitors, and their impact

on cognitive function.

5. Multiple Sclerosis Treatments: Understanding disease-modifying ther-

apies for multiple sclerosis and their management.

25



NCLEX RN REVIEW SIMPLIFIED BONUS MATERIAL

Psychotropic Medications

1. Classes of Psychotropics: Understanding different classes, such as

antidepressants, antipsychotics, anxiolytics, andmood stabilizers.

2. Side Effect Management: Recognizing and managing common side

effects like sedation, weight gain, and extrapyramidal symptoms.

3. Monitoring for Efficacy and Safety: Regularly assessing the effective-

ness of treatment andmonitoring for adverse effects, including suicidal

ideation.

4. Medication Adherence: Strategies to promote adherence, considering

the chronic nature of psychiatric conditions.

5. Withdrawal and Tapering: Knowledge of safe medication discontinua-

tion processes to avoid withdrawal symptoms.

Anti-Infectives

1. Antibiotic Stewardship: Understanding the importance of appropriate

antibiotic use to prevent resistance.

2. Classes of Anti-Infectives: Knowledge of various classes, including

antibiotics, antivirals, antifungals, and antiparasitics.

3. Culture and Sensitivity Testing: Emphasizing the importance of culture

testing before initiating treatment to ensure effective therapy.

4. Monitoring for Adverse Reactions: Identifying andmanaging adverse

reactions, including allergic reactions and superinfections.

5. Patient Education: Teaching patients about the importance of complet-

ing the full course of therapy, even if symptoms improve.

Oncology Medications

1. Chemotherapeutic Agents: Understanding different classes of

chemotherapy agents and their specific side effects.

2. Targeted Therapy and Immunotherapy: Knowledge of newer cancer

treatments like targeted therapy and immunotherapy.
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3. Handling and Administration Safety: Adhering to safe handling and

administration protocols to protect patients and healthcare providers.

4. Side EffectManagement: Managing common side effects such as nausea,

vomiting, alopecia, andmyelosuppression.

5. Patient Support and Education: Providing comprehensive education on

medication effects, home care, and when to seek medical attention.

Immunosuppressants and Anti-Inflammatory Agents

1. Indications for Use: Understanding indications such as autoimmune

disorders and post-transplant care.

2. Monitoring for Immune Suppression: Monitoring for signs of excessive

immune suppression, including increased infection risk.

3. Adverse Effect Management: Recognizing andmanaging potential side

effects like gastrointestinal upset, kidney dysfunction, and hypertension.

4. Patient Education on Infection Prevention: Educating patients about

infection prevention strategies and signs of infection.

5. Drug-Drug Interactions: Awareness of interactions with other medica-

tions and necessary dosage adjustments.

Dermatological Medications

1. Topical Steroids: Understanding potency classes, appropriate use, and

side effects like skin thinning.

2. AcneTreatments: Familiaritywith treatments for acne, including topical

retinoids, antibiotics, and isotretinoin.

3. Antifungals and Antivirals: Knowledge of medications for fungal and

viral skin infections.

4. Wound Care Products: Awareness of various wound care products and

their indications.

5. Sun Protection and Skin Cancer Prevention: Educating patients on the

importance of sun protection and early detection of skin changes.
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Ophthalmic and Otic Medications

1. Eye Drop Administration: Technique for administering eye drops and

ointments, including avoiding contamination.

2. Glaucoma Medications: Understanding medications used to manage

glaucoma, including beta-blockers and prostaglandin analogs.

3. Ear Drop Administration and Indications: Proper administration of ear

drops and understanding indications for use, such as otitis externa.

4. Monitoring for Adverse Effects: Recognizing potential adverse effects,

including allergic reactions and ototoxicity.

5. Patient Instruction on Use and Storage: Educating patients on correct

use, storage, and disposal of ophthalmic and otic medications.

Women’s Health Medications

1. Hormonal Contraceptives: Understanding different forms of hormonal

contraception and their contraindications.

2. Menopausal Hormone Therapy: Knowledge of hormone replacement

therapy, including benefits and risks.

3. Fertility Treatments: Familiarity with medications used in fertility

treatments and their potential side effects.

4. Medications During Pregnancy and Breastfeeding: Awareness of medi-

cation safety during pregnancy and lactation.

5. Osteoporosis Management: Understanding medications used in the

prevention and treatment of osteoporosis, such as bisphosphonates.

Pediatric Medications

1. Dosing Considerations: Emphasis on accurate dosing based on weight

and age, considering the pharmacokinetics in children.

2. Formulation and Administration: Appropriate formulation selection

(e.g., liquid, chewable) and administration techniques for children.

3. Monitoring for Adverse Effects: Vigilance in monitoring for side effects,

28



TOP 100 TOPICS STUDY GUIDE FOR NCLEX-RN REVIEW SIMPLIFIED

whichmay differ from adults.

4. Vaccination Schedule: Familiarity with the pediatric vaccination sched-

ule and vaccine storage.

5. Family Education: Educating families on medication administration,

storage, andmonitoring for side effects.

Geriatric Medications

1. Polypharmacy Management: Addressing the challenges of polyphar-

macy, including drug-drug interactions and increased sensitivity to

medications.

2. Dosing Adjustments: Adjusting doses for age-related changes in drug

metabolism and renal function.

3. Beers Criteria: Familiarity with the Beers Criteria for potentially inap-

propriate medication use in older adults.

4. Cognitive and Sensory Considerations: Tailoring medicationmanage-

ment for patients with cognitive impairments or sensory deficits.

5. Patient EducationandCompliance: Strategies to enhanceunderstanding

and adherence, such as simplified regimens andmedication aids.

Emergency Medications

1. ACLS Drugs: Knowledge of advanced cardiac life support (ACLS) medica-

tions, such as epinephrine, amiodarone, and atropine.

2. Antidotes for Poisoning and Overdose: Familiarity with antidotes for

common poisonings and overdoses (e.g., naloxone for opioid overdose).

3. Rapid Sequence IntubationMedications: Understandingmedications

used in rapid sequence intubation, including sedatives and paralytics.

4. ShockManagement: Medications used in the management of different

types of shock, such as vasopressors and inotropes.

5. Trauma and BurnManagement: Awareness of medications used in the

initial management of trauma and burns, including painmanagement

and tetanus prophylaxis.
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Herbal Supplements and Alternative Therapies

1. InteractionswithConventionalMedications: Understandinghowherbal

supplements can interact with prescribed medications, affecting their

efficacy or causing adverse effects.

2. Efficacy and Safety Data: Recognizing that many herbal supplements

and alternative therapies lack robust clinical trial data to support their

efficacy and safety.

3. Regulatory Considerations: Being aware that herbal supplements are

not regulated to the same extent as pharmaceutical drugs by the FDA.

4. Patient Education: Counseling patients on the importance of informing

healthcare providers about all herbal and alternative therapies they are

using.

5. Common Herbal Therapies: Familiarity with common herbal supple-

ments, their purported uses, and potential side effects.

Medication Calculations and Dosage Determinations

1. Basic Calculation Skills: Mastery of basic math skills required for

calculating dosages, including conversions between different units of

measure.

2. Pediatric Dosage Calculations: Understanding the importance of accu-

rate pediatric dosing, often based on weight (mg/kg).

3. IV Infusion Rate Calculations: Proficiency in calculating IV infusion

rates, considering factors like drug concentration and patient factors.

4. Safe Dosage Range Checking: Always cross-referencing calculated

dosages with recommended safe dosage ranges.

5. Dosage Calculation for Special Populations: Adjusting dosages for

special populations, such as elderly patients or thosewith renal or hepatic

impairment.
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Adverse Drug Reactions and Side Effects

1. Types of Adverse Reactions: Differentiating between various types of

adverse reactions, frommild side effects to severe allergic reactions.

2. Monitoring and Reporting: Vigilance in monitoring patients for ad-

verse reactions and the importance of prompt reporting to healthcare

providers.

3. Patient History and Risk Factors: Assessing patient history for risk

factors that may increase the likelihood of adverse reactions.

4. Management of Reactions: Understanding first-line management

strategies for common drug reactions.

5. Patient Education: Teaching patients about potential side effects of

medications and when to seek medical attention.

Medication Teaching and Compliance

1. Clear and Concise Instructions: Providing clear and understandable

medication instructions to patients and caregivers.

2. Importance of Adherence: Emphasizing the importance of medication

adherence for optimal therapeutic outcomes.

3. Strategies to Enhance Compliance: Offering strategies to help patients

remember to take their medications, such as pill organizers or setting

reminders.

4. Addressing Barriers to Compliance: Identifying and addressing po-

tential barriers to compliance, such as cost, side effects, or complex

regimens.

5. Ongoing Assessment: Continually assessing and reinforcingmedication

teaching during follow-up visits.
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Pediatric Nursing: Growth and Developmental Stages

1. Developmental Milestones: Familiarity with age-appropriate develop-

mental milestones across physical, cognitive, and emotional domains.

2. Age-Specific Communication: Adapting communication styles to suit

different developmental stages.

3. Anticipatory Guidance: Providing parents and caregivers with anticipa-

tory guidance on developmental expectations and challenges.

4. Developmental Screening Tools: Proficiency in using standardized

developmental screening tools.

5. Cultural and Environmental Influences: Recognizing the impact of

cultural and environmental factors on child development.

Pediatric Assessment Techniques

1. Age-Appropriate Assessment Techniques: Adapting assessment tech-

niques to be age-appropriate and non-threatening to children.

2. Growth Measurements: Accurate measurement and interpretation of

growth parameters like height, weight, and head circumference.

3. Pediatric Vital Sign Norms: Understanding normal ranges for pediatric

vital signs, which vary significantly with age.

4. Behavioral and Developmental Assessment: Incorporating behavioral

and developmental assessments into routine exams.

5. Family-Centered Approach: Involving the family in the assessment

process and recognizing family dynamics that may impact the child’s

health.

Common Pediatric Medical Conditions

1. Respiratory Illnesses: Recognizing and managing common pediatric

respiratory conditions like asthma and bronchiolitis.

2. Infectious Diseases: Familiarity with common pediatric infectious dis-

eases, their presentations, and preventive measures (e.g., vaccinations).
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3. Gastrointestinal Issues: Understanding common gastrointestinal issues

in children, such as gastroesophageal reflux and constipation.

4. Growth and Developmental Concerns: Identifying and addressing

concerns related to growth and development, including failure to thrive

and developmental delays.

5. Chronic Conditions Management: Strategies for managing chronic

conditions like diabetes and cystic fibrosis in pediatric patients.

Pediatric Surgical Care

1. Preoperative Preparation: Preparing children and their families for

surgery, including explaining procedures in an age-appropriate manner.

2. Postoperative Care: Understanding specific postoperative care needs

of pediatric patients, including pain management and monitoring for

complications.

3. Family Support: Providing support and information to families during

their child’s surgical experience.

4. Developmentally Appropriate Care: Tailoring postoperative care to the

developmental level of the child.

5. Surgical Complication Awareness: Recognizing and responding

promptly to potential postoperative complications in pediatric patients.

Pediatric Medication Administration

1. DosingAccuracy: Ensuringprecise calculation ofmedicationdoses based

on weight, with attention to maximum dose limits.

2. Administration Techniques: Skills in administering medications to

children, considering their developmental stage and cooperation level.

3. LiquidMedications: Understanding the proper use of liquidmedications,

including measuring and administration techniques.

4. Parental Involvement: Involving parents in the medication administra-

tion process and providing themwith clear instructions.

5. Medication Safety: Emphasizing the importance of medication safety,
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including storage and avoiding accidental ingestion.

Pediatric Pain Assessment and Management

1. Pain Assessment Tools: Using age-appropriate pain assessment tools,

such as the FLACC scale or Wong-Baker FACES.

2. Non-Pharmacological Pain Management: Implementing non-

pharmacological methods like distraction, relaxation techniques, and

comfort measures.

3. Pharmacological Interventions: Knowledge of appropriate pharmaco-

logical pain management, including dosing and choice of analgesics.

4. Communication with Children about Pain: Effective communication

strategies to encourage children to express their pain.

5. Family-Centered Approach: Involving family members in pain assess-

ment andmanagement strategies.

Immunizations and Preventive Care

1. Vaccination Schedule: Understanding the CDC’s recommended immu-

nization schedule for children and the importance of adherence to it.

2. Vaccine Contraindications and Precautions: Recognizing situations

where vaccines may be contraindicated or require precautions, such as

in immunocompromised children.

3. Management of Vaccine Reactions: Identifying andmanaging common

vaccine reactions, including local reactions and rare severe adverse

events.

4. Parental Education and Consent: Effectively communicating with

parents about the benefits and risks of vaccinations and obtaining

informed consent.

5. Catch-Up Vaccination Strategies: Implementing catch-up vaccination

strategies for children who have fallen behind the recommended sched-

ule.
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Pediatric Nutrition and Feeding Issues

1. Nutritional Requirements: Knowledge of age-specific nutritional re-

quirements, including caloric, protein, vitamin, andmineral needs.

2. Breastfeeding and Formula Feeding: Understanding the benefits of

breastfeeding, formula feeding alternatives, and common challenges.

3. GrowthMonitoring: Regular monitoring of growth using growth charts

and identifying deviations from normal growth patterns.

4. FeedingDifficulties andDisorders: Recognizing andmanaging common

feeding issues such as failure to thrive, food allergies, and feeding

disorders.

5. Nutrition Education for Families: Providing education to families on

healthy eating habits, portion sizes, and the prevention of obesity.

Genetic and Congenital Disorders

1. CommonGenetic Disorders: Familiarity with common genetic disorders

such as Down syndrome, cystic fibrosis, and sickle cell disease.

2. Congenital Anomalies: Recognizing andmanaging common congenital

anomalies, including congenital heart defects and cleft lip/palate.

3. Genetic Counseling: Understanding the role of genetic counseling in

assisting families with a history of genetic disorders.

4. Early Intervention Services: Advocating for and coordinating early

intervention services for children with developmental delays.

5. Family Support and Education: Providing emotional support and educa-

tion to families dealing with genetic and congenital disorders.

Pediatric Oncology Nursing

1. Common Pediatric Cancers: Knowledge of common pediatric cancers,

such as leukemia, brain tumors, and neuroblastoma.

2. Chemotherapy and Radiation: Understanding the principles of

chemotherapy and radiation therapy in children, including dosing
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and side effects.

3. Psychosocial Support: Providing emotional support to children with

cancer and their families, addressing the psychological impact of the

diagnosis and treatment.

4. Infection Prevention: Emphasizing the importance of infection preven-

tion due to immunosuppression in oncology patients.

5. Palliative and End-of-Life Care: Managing palliative care needs and

providing end-of-life care when necessary.

Pediatric Neurological Disorders

1. Neurodevelopmental Disorders: Recognizing andmanaging conditions

such as autism spectrum disorder, ADHD, and cerebral palsy.

2. Seizure Management: Understanding different types of seizures and

appropriate management strategies, including medication and safety

precautions.

3. Neurological Assessment: Proficiency in conducting neurological as-

sessments tailored to children, including reflexes and developmental

milestones.

4. Head Injury and Concussion: Management of head injuries and concus-

sions, including education on prevention and return-to-play guidelines.

5. Family Education and Support: Educating families about neurological

disorders, treatment plans, and long-termmanagement strategies.

Pediatric Respiratory Disorders

1. AsthmaManagement: Comprehensive understanding of asthmaman-

agement, includingmedication administration, trigger avoidance, and

action plans.

2. Acute Respiratory Infections: Recognition andmanagement of common

respiratory infections like bronchiolitis and pneumonia.

3. Respiratory Support: Familiarity with respiratory support measures

such as oxygen therapy, nebulizer treatments, andmonitoring.
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4. Cystic Fibrosis Care: Knowledge of the multidisciplinary approach

to managing cystic fibrosis, including respiratory, nutritional, and

psychosocial aspects.

5. Patient and Family Education: Educating families on recognizing

respiratory distress signs and appropriate homemanagement.

Pediatric Cardiovascular Disorders

1. Congenital Heart Disease: Understanding common congenital heart

defects and their surgical andmedical management.

2. Rheumatic Heart Disease: Knowledge of the prevention and manage-

ment of rheumatic heart disease following streptococcal infections.

3. Heart Failure in Children: Recognition andmanagement of heart failure

symptoms in pediatric patients, including medication management.

4. Postoperative Cardiac Care: Providing care for children post-cardiac

surgery, including monitoring for complications and supporting recov-

ery.

5. Family-Centered Care: Involving families in the care plan and providing

education onmanaging cardiovascular disorders at home.

Pediatric Gastrointestinal Disorders

1. Gastroesophageal Reflux Disease (GERD): Management of GERD in

children, including dietary modifications andmedication.

2. Inflammatory Bowel Disease: Recognizing and managing Crohn’s

disease and ulcerative colitis in pediatric patients.

3. Acute Gastroenteritis: Treatment of acute gastroenteritis, focusing on

rehydration therapy and nutritional support.

4. Celiac Disease and Food Allergies: Diagnosis andmanagement of celiac

disease and food allergies, including dietary modifications.

5. Parental Education: Guiding parents on nutrition, hydration, and the

monitoring of gastrointestinal symptoms in their children.
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Pediatric Renal and Urinary Disorders

1. Urinary Tract Infections: Diagnosis and treatment of UTIs in children,

including the importance of follow-up to prevent renal damage.

2. Nephrotic Syndrome and Glomerulonephritis: Understanding the

management of nephrotic syndrome and glomerulonephritis, including

medication and dietary restrictions.

3. Chronic Kidney Disease: Management of chronic kidney disease in

children, focusing on slowing progression andmanaging complications.

4. Dialysis and Transplantation: Familiarity with dialysis modalities and

care of the pediatric patient pre- and post-kidney transplantation.

5. Family Support and Education: Providing comprehensive education to

families about renal and urinary disorders and their management.

Pediatric Musculoskeletal Disorders

1. Common Orthopedic Injuries: Recognition and initial management of

common pediatric orthopedic injuries, such as fractures and sprains.

2. Developmental Hip Dysplasia: Understanding the screening, diagnosis,

andmanagement of developmental hip dysplasia.

3. Juvenile Idiopathic Arthritis: Management of juvenile idiopathic arthri-

tis, including medication, physical therapy, and pain control.

4. Scoliosis Screening andManagement: Knowledge of scoliosis screening

and the management options available for children with scoliosis.

5. Activity and Mobility Support: Assisting in maintaining activity and

mobility in children with musculoskeletal disorders, including the use of

braces or mobility aids.

Pediatric Hematologic and Immunologic Disorders

1. Common Blood Disorders: Knowledge of pediatric blood disorders such

as anemia, hemophilia, and sickle cell disease, including their symptoms

and treatments.
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2. Immunodeficiency Disorders: Understanding of primary immunod-

eficiency disorders in children, their presentation, and management

strategies.

3. Blood Transfusions: Familiarity with indications for and administration

of blood transfusions in children, along with potential reactions.

4. Vaccination Considerations: Adjusting immunization schedules for

children with immunologic disorders.

5. Family Education: Educating families on managing these disorders,

includingmedication administration, infection prevention, and recog-

nizing signs of complications.

Pediatric Endocrine Disorders

1. Diabetes Management: Proficiency in managing Type 1 and Type

2 diabetes in children, including insulin therapy and blood glucose

monitoring.

2. Growth Disorders: Recognition andmanagement of growth disorders,

such as growth hormone deficiencies.

3. Thyroid Disorders: Understanding hypothyroidism and hyperthy-

roidism in children, their symptoms, and treatment.

4. Adrenal Disorders: Knowledge of adrenal disorders like Addison’s

disease and Cushing’s syndrome, including emergency management

of adrenal crisis.

5. Pubertal and Sexual Development Disorders: Identifying andmanaging

disorders related to puberty and sexual development.

Child Abuse and Neglect: Identification and Reporting

1. Recognition of Abuse Signs: Ability to recognize physical, emotional,

and sexual abuse signs, as well as neglect in children.

2. Mandatory Reporting: Understanding the nurse’s role as a mandatory

reporter and the procedures for reporting suspected abuse.

3. Forensic Evidence Collection: Knowledge of collecting forensic evidence
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in cases of suspected abuse.

4. Therapeutic Communication: Using age-appropriate and sensitive

communication techniques with children who may have experienced

abuse.

5. Supportive Care: Providing physical and emotional support to children

in suspected abuse cases, including referral to appropriate services.

Pediatric Mental Health Disorders

1. Common Disorders: Familiarity with common pediatric mental health

disorders such as ADHD, autism spectrum disorders, anxiety, and de-

pression.

2. MedicationManagement: Knowledge of psychotropic medications used

in children, including dosing andmonitoring for side effects.

3. Therapeutic Interventions: Awareness of age-appropriate therapeutic

interventions, including cognitive-behavioral therapy and family ther-

apy.

4. Suicide Risk Assessment: Proficiency in assessing suicide risk and

implementing safety measures in at-risk pediatric patients.

5. StigmaandFamilyDynamics: Addressing stigmaassociatedwithmental

health and supporting families in managing these conditions.

Pediatric Emergency Care

1. Triage and Initial Assessment: Skills in triaging and conducting rapid

initial assessments in pediatric emergencies.

2. Management of Acute Conditions: Managing acute conditions like

asthma attacks, allergic reactions, and trauma.

3. Resuscitation Techniques: Proficiency in pediatric resuscitation tech-

niques, including appropriate drug dosages and equipment sizes.

4. Child-Specific Considerations: Understanding the physiological differ-

ences in children that affect emergency care, such as airway size and

fluid requirements.
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5. Family-Centered Care: Involving and supporting the family during

emergency care while maintaining child safety.

Care of the Hospitalized Child

1. Developmentally Appropriate Care: Providing care that is tailored to the

child’s developmental stage.

2. PainManagement: Effective pain assessment andmanagement strate-

gies for hospitalized children.

3. Infection Control: Implementing strict infection control measures,

especially in immunocompromised children.

4. Family Involvement: Encouraging family involvement in care and

decision-making processes.

5. Transition to Home Care: Preparing children and families for transition

to home care, including teaching about medications, follow-up appoint-

ments, and care techniques.

Family Dynamics and Support in Pediatric Nursing

1. Family Assessment: Assessing family dynamics and their impact on the

child’s health and well-being.

2. Cultural Competence: Providing culturally sensitive care and respecting

diverse family structures and beliefs.

3. Family-Centered Care: Implementing family-centered care principles,

including respect for family roles and collaboration in care planning.

4. Supporting Families in Crisis: Providing support and resources to

families coping with a child’s chronic illness or hospitalization.

5. Advocacy: Advocating for the child and family’s needs within the

healthcare system.
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Pediatric Palliative and End-of-Life Care

1. Palliative Care Principles: Understanding the principles of palliative

care, focusing on comfort and quality of life.

2. Communication: Skills in communicating with children and families

about prognosis, care goals, and end-of-life decisions.

3. SymptomManagement: Managing symptoms such as pain, dyspnea,

and anxiety in terminally ill children.

4. Grief and Bereavement Support: Providing bereavement support to

families, including siblings, after a child’s death.

5. Ethical Considerations: Navigating ethical considerations in end-of-life

decision-making, including withdrawal of life-sustaining treatments.

Maternity andWomen’s Health Nursing: Prenatal Care and

Assessments

1. Routine Prenatal Assessments: Conducting routine prenatal assess-

ments, including monitoring fetal growth andmaternal health.

2. Risk Factor Identification: Identifying risk factors for complications

during pregnancy, such as age, medical history, and lifestyle factors.

3. Educational Needs: Addressing educational needs of expectant mothers,

including nutrition, exercise, and childbirth preparation.

4. Screening Tests: Knowledge of routine prenatal screening tests, such as

blood tests, ultrasounds, and genetic screening.

5. Health Promotion: Promotingmaternal and fetal health through inter-

ventions like smoking cessation and vaccination.

Labor and Delivery Processes

1. Stages of Labor: Understanding the stages of labor and nursing inter-

ventions for each stage.

2. FetalMonitoring: Skills in fetal heart ratemonitoring and interpretation

of patterns indicating fetal distress.
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3. Pain Management Options: Knowledge of pain management options

during labor, including non-pharmacological and pharmacological

methods.

4. Labor Complications: Recognizing andmanaging complications during

labor, such as prolonged labor, hemorrhage, and hypertensive disorders.

5. Immediate Postpartum Care: Providing immediate postpartum care to

the mother and newborn, including assessment and initial newborn care.

Postpartum Nursing Care

1. Physical and Emotional Changes: Understanding the physical recovery

processes, including uterine involution and lochia, and addressing

emotional changes like postpartum blues.

2. Complication Recognition: Identifying signs of postpartum compli-

cations, such as postpartum hemorrhage, infection, and thromboem-

bolism.

3. Breastfeeding Support: Providing support and education for breastfeed-

ing mothers, including techniques and troubleshooting common issues.

4. Parenting Education: Educating newparents on newborn care, including

bathing, diapering, and safe sleep practices.

5. Family Planning and Contraception: Discussing family planning and

contraception options during the postpartum period.

Neonatal Nursing Care

1. Newborn Assessment: Conducting thorough newborn assessments,

including Apgar scoring and physical examination.

2. Care of Premature Infants: Specialized care for premature infants,

including temperature regulation, feeding support, andmonitoring for

complications.

3. Neonatal Resuscitation: Proficiency in neonatal resuscitation tech-

niques and the use of appropriate equipment.

4. Family-Centered Care: Involving families in neonatal care and support-
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ing parent-infant bonding.

5. Common Neonatal Conditions: Recognition andmanagement of com-

mon neonatal conditions like jaundice, hypoglycemia, and respiratory

distress.

High-Risk Pregnancies and Complications

1. Risk Factor Identification: Identifying risk factors for high-risk preg-

nancies, such as advancedmaternal age, pre-existingmedical conditions,

andmultiple gestations.

2. Monitoring andManagement: Enhanced monitoring andmanagement

strategies for high-risk pregnancies, including frequent prenatal visits

and specialized tests.

3. Preterm Labor Prevention: Strategies for preventing and managing

preterm labor, including the use of tocolytics.

4. HypertensiveDisorders: Managing hypertensive disorders in pregnancy,

such as preeclampsia and eclampsia.

5. Interprofessional Collaboration: Collaborating with a multidisciplinary

team to provide comprehensive care for high-risk pregnancies.

Fetal Assessment and Monitoring

1. Fetal Heart Rate Monitoring: Proficiency in fetal heart rate monitor-

ing, including interpretation of patterns and interventions for non-

reassuring patterns.

2. Ultrasound and Biophysical Profile: Utilizing ultrasound and biophys-

ical profile for fetal assessment, including growth and amniotic fluid

volume.

3. Non-Stress and Stress Tests: Conducting and interpreting non-stress

tests and contraction stress tests.

4. Fetal Movement Assessment: Educating expectant mothers on tracking

fetal movements and when to seek care.

5. Anomalies and Growth Abnormalities: Identifying fetal anomalies and
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growth abnormalities and their implications for delivery and neonatal

care.

Breastfeeding and Newborn Nutrition

1. Benefits of Breastfeeding: Educating mothers on the benefits of breast-

feeding for both the infant and the mother.

2. Lactation Support: Providing lactation support, including positioning,

latch techniques, and addressing common breastfeeding challenges.

3. Formula Feeding Education: Educating parents who choose formula

feeding on proper preparation, storage, and feeding techniques.

4. Newborn Nutritional Needs: Understanding the nutritional needs of

newborns and the signs of adequate nutrition and hydration.

5. Breastfeeding Complications: Identifying andmanaging breastfeeding

complications like mastitis, engorgement, and lowmilk supply.

Common Gynecological Disorders

1. Menstrual Disorders: Recognizing andmanagingmenstrual disorders

like dysmenorrhea, amenorrhea, and abnormal uterine bleeding.

2. Polycystic Ovary Syndrome (PCOS): Understanding the diagnosis and

management of PCOS, including fertility implications.

3. Endometriosis and Fibroids: Knowledge of endometriosis and fibroids,

including symptoms, diagnosis, and treatment options.

4. Infections and STIs: Identification andmanagement of common gyne-

cological infections and sexually transmitted infections (STIs).

5. Pelvic Pain and Pelvic Floor Disorders: Assessing andmanaging chronic

pelvic pain and pelvic floor disorders like urinary incontinence and

prolapse.
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Women’s Health: Preventive Care and Screenings

1. Routine Screenings: Understanding the recommended routine screen-

ings for women, including Pap smears, mammography, and bone density

tests.

2. Health Promotion: Promoting healthy lifestyle choices, such as diet,

exercise, and smoking cessation.

3. Vaccinations: Awareness of recommended vaccinations for women,

including HPV and annual flu shots.

4. Cancer Prevention: Education on cancer prevention strategies, including

breast self-exams and HPV vaccination.

5. Mental Health Screening: Incorporating mental health screenings into

routine women’s health care.

Contraception and Family Planning

1. Contraceptive Options: Knowledge of a wide range of contraceptive

options, including hormonal methods, IUDs, barrier methods, and

natural family planning.

2. Informed Decision Making: Assisting patients in making informed

decisions about contraception based on individual health, preferences,

and lifestyle.

3. Contraception Education: Educating patients on the proper use, effec-

tiveness, and side effects of various contraceptive methods.

4. Emergency Contraception: Understanding the use and availability of

emergency contraception.

5. Postpartum Contraception: Counseling on contraception options post-

partum, particularly in breastfeeding women.
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Menopausal Care and Hormone Replacement Therapy

1. Symptom Management: Managing common menopausal symptoms,

such as hot flashes, night sweats, andmood swings.

2. Hormone Replacement Therapy (HRT): Knowledge of the risks and

benefits of HRT and non-hormonal alternatives.

3. Bone Health: Addressing bone health in postmenopausal women, in-

cluding osteoporosis prevention andmanagement.

4. Cardiovascular Health: Recognizing the increased risk of cardiovascular

disease post-menopause and promoting heart-healthy lifestyle changes.

5. Sexual Health: Addressing sexual health concerns related to menopause,

including vaginal dryness and libido changes.

Maternal and Newborn Medications

1. Medications During Pregnancy: Understanding the safety and indica-

tions of medications during pregnancy, including teratogenic risks.

2. PainManagement in Labor: Managing pain during labor with medica-

tions like epidurals and opioids, along with monitoring maternal and

fetal effects.

3. PostpartumMedications: Knowledge of medications commonly used

postpartum, including uterotonics, analgesics, and antibiotics.

4. Neonatal Medications: Familiarity with medications commonly used in

neonates, including vitamin K, erythromycin eye ointment, and hepatitis

B vaccine.

5. Breastfeeding and Medications: Advising breastfeeding mothers on

medication safety, including which medications are safe to take while

breastfeeding.

1. Perinatal Loss and Grief Support
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2. Women’s Health Education and Counseling

3. Mental Health and Psychiatric Nursing: Mental Health Assessment and

Diagnosis

4. Therapeutic Communication and Relationship Building

5. Anxiety andMood Disorders
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Additional Review Questions

Environmental Safety and Emergency Preparedness

1. A nurse is conducting an environmental safety assessment for a client’s

home. Which of the following findings would require immediate intervention

by the nurse?

a. The client has a small area rug in the living room.

b. The client’s home has a working smoke detector in the hallway.

c. The client’s home has a gas stove with a properly functioning ventilation

system.

d. The client’s home has a space heater placed near the bed.

Rationale: The correct answer is d. A space heater placed near the bed poses a

significant fire hazard and requires immediate intervention by the nurse to

ensure the client’s safety. The other options do not pose an immediate threat

to the client’s safety.

2. A nurse is providing education to a group of clients about emergency

preparedness. Which of the following statements by a client indicates a need

for further teaching?
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a. “I have a first aid kit and emergency supplies in my car at all times.”

b. “I have a designatedmeetingplace formy family in case of an emergency.”

c. “I know how to perform CPR and basic first aid.”

d. “I have a stockpile of prescription medications in case of a natural

disaster.”

Rationale: The correct answer is d. While it is important to have a supply of

prescription medications, stockpiling medications can lead to expiration and

waste. Clients should be encouraged to have a plan for obtaining medications

in the event of a natural disaster, rather than stockpiling them.

3. A nurse is caring for a client who has been exposed to a hazardous chemical

in the workplace. Which of the following actions should the nurse take first?

a. Remove the client’s contaminated clothing and flush the affected area

with water.

b. Notify the appropriate authorities and document the exposure.

c. Administer an antidote for the specific chemical exposure.

d. Place the client in a designated isolation room to prevent further exposure.

Rationale: The correct answer is a. The first priority in caring for a client

who has been exposed to a hazardous chemical is to remove the contaminated

clothing and flush the affected area with water to prevent further absorption

of the chemical. This action takes precedence over notifying authorities,

administering an antidote, or isolating the client.

Admission and Discharge Planning

1. Anurse is admitting apatient to thehospital and is completing the admission

assessment. The patient has a history of heart failure and is currently taking

multiple medications. Which action by the nurse is most important during the

admission process?
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a. Reviewing the patient’s medical history and current medications

b. Assessing the patient’s pain level and providing pain relief

c. Obtaining the patient’s insurance information and verifying coverage

d. Discussing the hospital’s visiting hours and policies with the patient’s

family

Rationale: The correct answer is a. Reviewing the patient’s medical history

and current medications is the most important action during the admission

process, especially for a patient with a history of heart failure. This informa-

tion will help the nurse to ensure that the patient’s medications are continued

and that any potential interactions or contraindications are addressed.

2. A nurse is preparing to discharge a patient from the hospital after a surgical

procedure. The patient lives alone and has limited mobility. Which action by

the nurse is most important to include in the discharge plan?

a. Arranging for a home health aide to assist the patient with activities of

daily living

b. Providing the patient with a list of community resources for transporta-

tion and support

c. Instructing the patient on how to change their surgical dressing and care

for the incision

d. Scheduling a follow-up appointment with the surgeon for wound

assessment and evaluation

Rationale: The correct answer is a. Arranging for a home health aide to assist

the patientwith activities of daily living is themost important action to include

in the discharge plan for a patient who lives alone and has limited mobility.

This will ensure that the patient has the necessary support and assistance to

safely recover at home.

3. A nurse is conducting a discharge teaching session for a patient who has

been hospitalized for exacerbation of chronic obstructive pulmonary disease

(COPD).Which statement by the patient indicates a need for further education?
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a. “I will continue to use my oxygen therapy at home as prescribed bymy

doctor.”

b. “I will avoid exposure to secondhand smoke and other respiratory

irritants.”

c. “I will schedule a follow-up appointment with my primary care provider

within a week.”

d. “I will resumemy regular exercise routine and not worry about overex-

erting myself.”

Rationale: The correct answer is d. “I will resume my regular exercise

routine and not worry about overexerting myself.” This statement indicates a

need for further education, as patients with COPD should engage in regular

exercise but should also bemindful of not overexerting themselves, as this can

exacerbate their symptoms. The nurse should provide additional education

on the importance of pacing oneself and recognizing signs of overexertion.

Patient Education Principles

1. A nurse is providing education to a patient with diabetes about the

importance of foot care. Which of the following principles should the nurse

incorporate into the teaching plan?

a. Use simple language and avoid medical jargon

b. Provide all the information at once to ensure the patient understands

c. Encourage the patient to skip foot inspections if they are busy

d. Assume the patient already knows about foot care

Rationale: The correct answer is a. Using simple language and avoiding

medical jargon is essential in patient education to ensure understanding.

Providing all the information at once can be overwhelming for the patient, and

encouraging them to skip foot inspections is not safe. Assuming the patient

already knows about foot care can lead to gaps in knowledge.
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2. A nurse is teaching a patient about the importance of medication adherence.

Which of the following principles should the nurse incorporate into the

teaching plan?

a. Use fear tactics to emphasize the consequences of non-adherence

b. Provide written instructions only

c. Encourage the patient to skip doses if they experience side effects

d. Use a combination of verbal and written instructions and encourage open

communication

Rationale: The correct answer is d. Using a combination of verbal and

written instructions and encouraging open communication is important in

patient education. Fear tactics can lead to anxiety and non-adherence, and

encouraging the patient to skip doses is unsafe.

3. A nurse is educating a patient about the importance of a healthy diet. Which

of the following principles should the nurse incorporate into the teaching

plan?

a. Provide a one-size-fits-all diet plan

b. Encourage the patient to skip meals to lose weight

c. Tailor the diet plan to the patient’s cultural and individual preferences

d. Assume the patient already knows about healthy eating

Rationale: The correct answer is c. Tailoring the diet plan to the patient’s cul-

tural and individual preferences is important in patient education. Providing

a one-size-fits-all diet plan is not effective, and encouraging the patient to

skip meals is not healthy. Assuming the patient already knows about healthy

eating can lead to gaps in knowledge.

Communication Skills in Nursing

1. A nurse is caring for a patient who is non-verbal and has limited mobility.

The nurse notices that the patient is showing signs of discomfort and agitation.
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What is the most appropriate action for the nurse to take?

a. Assume the patient is in pain and administer pain medication

b. Use non-verbal communication techniques to assess the patient’s needs

c. Call the physician to request a sedative for the patient

d. Ignore the patient’s behavior and continue with other tasks

Rationale: The correct answer is B. When caring for a non-verbal patient, it is

important for thenurse tousenon-verbal communication techniques toassess

the patient’s needs. This may include observing the patient’s body language,

facial expressions, and gestures to determine the source of discomfort or

agitation.

2. A nurse is providing discharge instructions to a patient who speaks a

different language. The nurse does not speak the patient’s language and

there is no interpreter available. What is the most appropriate action for the

nurse to take?

a. Provide written instructions in the patient’s language

b. Use hand gestures and non-verbal communication to convey the instruc-

tions

c. Ask a family member to translate the instructions

d. Discharge the patient without providing instructions

Rationale: The correct answer is A. When faced with a language barrier,

the nurse should provide written instructions in the patient’s language

to ensure that the patient understands the discharge instructions. Using

hand gestures and non-verbal communication may not effectively convey

important information, and relying on a family member to translate may

result in miscommunication.

3. A nurse is caring for a patient who is experiencing anxiety and is having

difficulty expressing their feelings. What is the most appropriate therapeutic

communication technique for the nurse to use?

a. Offering reassurance and advice to the patient

54



ADDITIONAL REVIEW QUESTIONS

b. Using open-ended questions to encourage the patient to express their

feelings

c. Minimizing the patient’s concerns to reduce anxiety

d. Avoiding discussing the patient’s feelings to prevent further distress

Rationale: The correct answer is B. When caring for a patient experiencing

anxiety, the nurse should use open-ended questions to encourage the patient

to express their feelings. This allows the patient to communicate their con-

cerns and helps the nurse to better understand the patient’s needs. Offering

reassurance and advice, minimizing concerns, or avoiding discussion of the

patient’s feelings are not effective therapeutic communication techniques.

Documentation and Charting

1. A nurse is caring for a patient who has just undergone a surgical procedure.

Thenurse is completing thepost-operative assessment andneeds todocument

the patient’s vital signs. Which of the following actions by the nurse is the

most appropriate for documentation and charting?

A. Document the vital signs in the patient’s electronic health record (EHR) as

soon as possible after obtaining them.

B. Write the vital signs on a piece of paper and then transfer them to the

EHR at the end of the shift.

C. Wait until the end of the shift to document the vital signs in the EHR.

D. Ask the nursing assistant to document the vital signs in the EHR.

Rationale: The correct answer is A. It is important to document the patient’s

vital signs in the EHR as soon as possible after obtaining them to ensure

accuracy and timely communication of the patient’s status to other members

of the healthcare team.

2. A nurse is caring for a patient who is receiving intravenous (IV) antibiotics.
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The nurse needs to document the administration of the medication. Which of

the following actions by the nurse is the most appropriate for documentation

and charting?

A. Document the administration of the IV antibiotics in the patient’s paper

chart.

B. Document the administration of the IV antibiotics in the EHR as soon as

possible after administering the medication.

C. Wait until the end of the shift to document the administration of the IV

antibiotics in the EHR.

D. Ask the nursing assistant to document the administration of the IV

antibiotics in the EHR.

Rationale: The correct answer is B. It is important to document the admin-

istration of IV antibiotics in the EHR as soon as possible after administering

the medication to ensure accurate and timely communication of the patient’s

treatment to other members of the healthcare team.

3. A nurse is caring for a patient who has a pressure ulcer on their sacrum. The

nurse needs to document the appearance and size of the pressure ulcer. Which

of the followingactionsby thenurse is themost appropriate fordocumentation

and charting?

A. Document the appearance and size of the pressure ulcer in the patient’s

paper chart.

B. Document the appearance and size of the pressure ulcer in the EHR as

soon as possible after assessing the wound.

C. Wait until the end of the shift to document the appearance and size of the

pressure ulcer in the EHR.

D. Ask the nursing assistant to document the appearance and size of the

pressure ulcer in the EHR.

Rationale: The correct answer is B. It is important to document the appearance
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and size of the pressure ulcer in the EHR as soon as possible after assessing the

wound to ensure accurate and timely communication of the patient’s wound

status to other members of the healthcare team.

Delegation and Supervision in Nursing

1. A charge nurse is responsible for assigning tasks to the nursing staff. Which

of the following tasks is appropriate for the charge nurse to delegate to a

licensed practical nurse (LPN)?

a. Administering IV medications

b. Performing a head-to-toe assessment

c. Providing education to a newly diagnosed diabetic patient

d. Inserting a urinary catheter

Rationale: The correct answer is a. Administering IV medications. LPNs

are trained to administer medications, including IVmedications, under the

supervision of a registered nurse. Performing a head-to-toe assessment and

providing patient education are within the scope of practice for a registered

nurse. Inserting a urinary catheter is also within the scope of practice for a

registered nurse.

2. A nurse is supervising a nursing assistant who is caring for a patient with

a stage IV pressure ulcer. Which action by the nursing assistant requires

immediate intervention by the nurse?

a. Applying a prescribed topical ointment to the pressure ulcer

b. Repositioning the patient every 2 hours

c. Documenting the appearance of the pressure ulcer

d. Initiating a pressure-relieving mattress for the patient’s bed

Rationale: The correct answer is a. Applying a prescribed topical ointment

to the pressure ulcer. While nursing assistants can assist with wound care,

applying topical ointments to pressure ulcers should be performed by a
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licensed nurse. Repositioning the patient, documenting the appearance of the

pressure ulcer, and initiating a pressure-relievingmattress are appropriate

tasks for a nursing assistant under the supervision of a nurse.

3. A nurse is delegating tasks to the nursing staff on a busy medical-surgical

unit. Which of the following principles should the nurse consider when

delegating tasks?

a. Delegation relieves the nurse of responsibility for the task

b. Delegation should be based on the individual’s scope of practice and

competency

c. Delegation should only be used for non-essential tasks

d. Delegation should be avoided whenever possible

Rationale: The correct answer is b. Delegation should be based on the

individual’s scope of practice and competency. Delegation does not relieve

the nurse of responsibility for the task, and it should be used for essential

tasks that are within the scope of practice and competency of the individual to

whom the task is delegated.

Ethical and Legal Considerations in Nursing

1. A nurse is caring for a patient who has expressed a desire to refuse a

life-saving treatment. The patient’s family insists that the treatment be

administered against the patient’s wishes. What should the nurse do in this

situation?

A. Administer the treatment as requested by the family

B. Respect the patient’s autonomy and honor their decision to refuse

treatment

C. Seek guidance from the healthcare provider

D. Convince the patient to change their mind about the treatment

Rationale: The correct answer is B. Respecting the patient’s autonomy and
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honoring their decision to refuse treatment is a fundamental ethical principle

in nursing. The nurse should advocate for the patient’s right to make their

own healthcare decisions, even if it goes against the wishes of the family.

2. A nurse discovers that a coworker has been diverting medications for

personal use. What is the nurse’s ethical responsibility in this situation?

A. Report the coworker to the nursing supervisor

B. Confront the coworker and ask them to stop

C. Ignore the situation and focus on their own work

D. Discuss the situation with other coworkers to gather more information

Rationale: The correct answer is A. Reporting the coworker to the nursing

supervisor is the ethical and legal responsibility of the nurse. Diverting

medications is a serious violation of ethical and legal standards, and it is

the nurse’s duty to protect the safety and well-being of patients by reporting

such behavior.

3. A nurse is caring for a patient who is a Jehovah’s Witness and refuses to

receive ablood transfusion, even though it ismedicallynecessary. What should

the nurse do in this situation?

A. Administer the blood transfusion against the patient’s wishes

B. Respect the patient’s religious beliefs and find alternative treatments

C. Convince the patient to change their mind about the blood transfusion

D. Seek guidance from the hospital’s ethics committee

Rationale: The correct answer is B. Respecting the patient’s religious beliefs

and finding alternative treatments is the ethical and legal responsibility of

the nurse. Jehovah’s Witnesses do not accept blood transfusions, and it

is the nurse’s duty to honor the patient’s religious beliefs while providing

appropriate care. Seeking guidance from the hospital’s ethics committee may

also be necessary in this situation.
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End-of-Life Care and Palliative Care

1. A nurse is caring for a terminally ill patient who is experiencing severe

pain. The patient’s family is concerned about the use of opioids for pain

management. Which action by the nurse is most appropriate?

a. Educate the family about the benefits of using opioids for pain manage-

ment in end-of-life care.

b. Disregard the family’s concerns and administer the prescribed opioids as

ordered.

c. Suggest alternative pain management techniques, such as relaxation and

distraction.

d. Consult with the healthcare provider to change the pain management

plan.

Rationale: The correct answer is A. Educating the family about the benefits

of using opioids for pain management in end-of-life care is important in

addressing their concerns. Opioids are commonly used in palliative care to

manage severe pain and improve the patient’s quality of life.

2. A nurse is providing care for a patient receiving palliative care. The patient

expresses a desire to stop all medical treatments and focus on comfort care.

What is the nurse’s best response?

a. “I understand your wishes, but I need to consult with the healthcare

provider before we canmake any changes to your treatment plan.”

b. “I will support your decision and ensure that your comfort and quality of

life are the top priorities.”

c. “You should reconsider stopping all medical treatments and continue

with the current plan of care.”

d. “I will need to notify your family and discuss your decision with them

before we proceed.”

Rationale: The correct answer is B. The nurse should support the patient’s
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decision and ensure that their comfort and quality of life are the top priorities

in palliative care. It is important to respect the patient’s autonomy andwishes

regarding their end-of-life care.

3. A nurse is caring for a dying patient and their family. The family members

are expressing feelings of guilt and sadness about the patient’s condition.

What is the nurse’s best action in this situation?

a. Provide the family with information about grief counseling and support

services.

b. Encourage the family to focus on positive memories andmoments with

the patient.

c. Advise the family to avoid discussing their feelings with the patient to

prevent distress.

d. Suggest that the family take turns spending timewith the patient to avoid

feeling overwhelmed.

Rationale: The correct answer is A. Providing the family with information

about grief counseling and support services can help them cope with their

feelings of guilt and sadness. It is important for the nurse to offer emotional

support and resources to the family during this difficult time in end-of-life

care.

Advanced Directives and Living Wills

1. A client is admitted to the hospital with a terminal illness and is unable to

make decisions about their medical care. The client’s family members are in

disagreement about the appropriate course of treatment. Which action by the

nurse is most appropriate in this situation?

a. Follow the wishes of the family member who has medical power of

attorney

b. Consult with the hospital ethics committee to make a decision

c. Refer the familymembers to thehospital’s legal department for resolution
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d. Review the client’s advanced directives and living will for guidance

Rationale: The correct answer is d. Review the client’s advanced directives

and living will for guidance. Advanced directives and living wills are legal

documents that outline a person’s wishes for medical care in the event that

they are unable to make decisions for themselves. It is important for the

nurse to review these documents to ensure that the client’s wishes are being

followed.

2. A client is being admitted to the hospital and expresses a desire to create an

advanced directive. Which action by the nurse is most appropriate?

a. Provide the client with a blank advanced directive form and ask them to

fill it out

b. Schedule a meeting with the hospital’s legal department to assist the

client in creating an advanced directive

c. Educate the client about the purpose and importance of advanced

directives and offer assistance in completing the form

d. Inform the client that advanced directives are not necessary for hospital

admission

Rationale: The correct answer is c. Educate the client about the purpose and

importance of advanced directives and offer assistance in completing the form.

It is important for thenurse to educate the client about advanceddirectives and

provide assistance in completing the form to ensure that the client’s wishes

for medical care are documented and followed.

3. A client with a terminal illness has a living will that specifies their desire to

forgo life-sustaining treatment. The client’s family members are insisting

on aggressive medical interventions. Which action by the nurse is most

appropriate in this situation?

a. Follow the wishes of the family members to provide aggressive medical

interventions

b. Consult with the hospital’s legal department to override the living will
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c. Advocate for the client’s wishes as outlined in the living will

d. Refer the family members to the hospital’s ethics committee for resolu-

tion

Rationale: The correct answer is c. Advocate for the client’s wishes as outlined

in the livingwill. It is important for thenurse to advocate for the client’swishes

as outlined in the living will, even if the family members are in disagreement.

The nurse should work to ensure that the client’s wishes for medical care are

respected and followed.

Therapeutic Diets and Nutrition Support

1. A client with a history of chronic kidney disease is prescribed a low-protein

diet. Which of the following foods should the nurse instruct the client to limit

in their diet?

a) Eggs

b) Whole grains

c) Leanmeats

d) Dairy products

Rationale: The correct answer is c) Lean meats. A low-protein diet is

prescribed for clients with chronic kidney disease to reduce the workload

on the kidneys. Leanmeats are high in protein and should be limited in the

diet.

2. A clientwithmalabsorption syndrome is prescribed a high-calorie, high-fat

diet. Which of the following foods should the nurse recommend to the client

to meet their dietary requirements?

a) Avocado

b) Broccoli

c) Oatmeal

d) Chicken breast
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Rationale: The correct answer is a) Avocado. Avocado is high in healthy

fats and calories, making it a suitable choice for a client with malabsorption

syndrome who needs a high-calorie, high-fat diet.

3. A clientwith diabetes is prescribed a carbohydrate-controlled diet. Which of

the following foods should the nurse recommend to the client to help manage

their blood sugar levels?

a) White bread

b) Brown rice

c) Sugary cereals

d) Fruit juice

Rationale: The correct answer is b) Brown rice. Brown rice is a complex

carbohydrate that is digested more slowly, leading to a gradual rise in blood

sugar levels. This makes it a better choice for a client with diabetes compared

to white bread, sugary cereals, and fruit juice, which can cause rapid spikes in

blood sugar levels.

Pain Assessment Tools

1. A nurse is assessing a patient’s pain using the Wong-Baker FACES Pain

Rating Scale. The patient points to the face with a slight frown and rates their

pain as a 3. How should the nurse interpret this pain rating?

Rationale: TheWong-Baker FACES Pain Rating Scale is a commonly used

pain assessment tool that uses facial expressions to help patients rate their

pain on a scale from 0 to 10. A slight frown and a rating of 3 indicates mild

pain. The nurse should document the patient’s pain level asmild and continue

to monitor for any changes.

2. A patient with a history of chronic pain is being assessed using the Numeric

Rating Scale (NRS) for pain. The patient rates their pain as an 8 out of 10. How

should the nurse interpret this pain rating?
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Rationale: The Numeric Rating Scale (NRS) is a simple and widely used pain

assessment tool that asks patients to rate their pain on a scale from 0 to 10. A

rating of 8 indicates severe pain. The nurse should take this rating seriously

and work with the patient to develop a plan for pain management.

3. During a pain assessment, a patient is asked to describe their pain using

the PQRSTmethod. The patient reports that their pain is sharp, located in the

lower back, and worsens when theymove. Based on this information, what

type of pain is the patient experiencing?

Rationale: The PQRST method is a comprehensive pain assessment tool

that asks patients to describe their pain in terms of its Provoking factors,

Quality, Region, Severity, and Timing. The patient’s description of sharp

pain that worsens withmovement and is located in the lower back suggests

musculoskeletal pain. The nurse should further assess the patient’s pain and

consider interventions to address musculoskeletal pain.

Non-Pharmacological Pain Management

1. A nurse is caring for a patient who is experiencing chronic back pain.

Which non-pharmacological pain management intervention would be most

appropriate for the nurse to recommend to the patient?

a. Acupuncture

b. Opioid medication

c. NSAIDs

d. Muscle relaxants

Rationale: The correct answer is a. Acupuncture. Acupuncture is a non-

pharmacological intervention that has been shown to be effective inmanaging

chronic pain, including back pain. Opioid medication, NSAIDs, and muscle

relaxants are all pharmacological interventions and are not considered first-

line treatments for chronic pain.
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2. A patient with fibromyalgia is seeking non-pharmacological pain man-

agement options. Which intervention should the nurse recommend to the

patient?

a. Biofeedback

b. Corticosteroid injections

c. Opioid medication

d. NSAIDs

Rationale: The correct answer is a. Biofeedback. Biofeedback is a non-

pharmacological intervention that has been shown to be effective in man-

aging fibromyalgia pain. Corticosteroid injections, opioid medication, and

NSAIDs are all pharmacological interventions and are not consideredfirst-line

treatments for fibromyalgia pain.

3. A nurse is caring for a patient with cancer who is experiencing pain.

Which non-pharmacological pain management intervention would be most

appropriate for the nurse to implement for this patient?

a. Guided imagery

b. Morphine

c. Acetaminophen

d. Ibuprofen

Rationale: The correct answer is a. Guided imagery. Guided imagery is a

non-pharmacological intervention that has been shown to be effective in

managing cancer pain. Morphine, acetaminophen, and ibuprofen are all

pharmacological interventions and may be used in conjunction with non-

pharmacological interventions for pain management, but guided imagery is a

non-pharmacological intervention that can be implemented by the nurse.
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Therapeutic Communication Techniques

1. A nurse is caring for a patient who is experiencing anxiety and is having dif-

ficulty expressing their feelings. Which therapeutic communication technique

would be most appropriate for the nurse to use in this situation?

a) Offering self

b) Providing reassurance

c) Using open-ended questions

d) Giving advice

Rationale: The correct answer is c) Using open-ended questions. This

technique allows the patient to express their feelings and thoughts freely,

without feeling pressured or judged. It can help the nurse gain a better

understanding of the patient’s concerns and provide appropriate support.

2. A nurse is conducting a therapeutic communication session with a patient

who is experiencing grief after the loss of a loved one. Which therapeutic

communication technique would be most effective in this situation?

a) Reflecting

b) Providing information

c) Offering self

d) Giving advice

Rationale: The correct answer is a) Reflecting. This technique involves

restating the patient’s feelings and thoughts, which can help the patient feel

understood and validated. It can also encourage the patient to further explore

their emotions and process their grief.

3. A nurse is communicating with a patient who is experiencing delusions.

Which therapeutic communication technique would be most appropriate for
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the nurse to use in this situation?

a) Providing reassurance

b) Using silence

c) Offering self

d) Clarifying

Rationale: The correct answer is d) Clarifying. This technique involves

seeking clarification from the patient to better understand their thoughts and

perceptions. It can help the nurse establish a clear and accurate understanding

of the patient’s delusions, which is essential for providing appropriate care

and support.

Cultural Competency in Nursing Care

1. A nurse is caring for a patient from a different cultural background who is

experiencing pain. The nurse notices that the patient is not using the patient-

controlled analgesia (PCA) pump as frequently as prescribed. What is themost

appropriate action for the nurse to take?

a. Encourage the patient to use the PCA pump as prescribed

b. Ask the patient’s family members to encourage the patient to use the PCA

pump

c. Assess the patient’s cultural beliefs and practices related to pain manage-

ment

d. Administer pain medication through an alternative route

Rationale: The correct answer is C. Assessing the patient’s cultural beliefs

and practices related to pain management is essential in providing culturally

competent care. Different cultures have varying beliefs and practices related

to pain and pain management, and it is important for the nurse to understand

and respect these beliefs in order to provide effective care.
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2. A nurse is caring for a patient from a different cultural background who

is scheduled for surgery. The patient expresses concerns about the use of

anesthesia and traditional healing practices. What is the most appropriate

action for the nurse to take?

a. Disregard the patient’s concerns and proceed with the scheduled surgery

b. Educate the patient about the benefits of anesthesia and the importance

of modernmedical practices

c. Consult with the healthcare team to develop a plan that incorporates the

patient’s cultural beliefs and practices

d. Request a different nurse to care for the patient

Rationale: The correct answer is C. Consulting with the healthcare team to

develop a plan that incorporates the patient’s cultural beliefs and practices is

essential in providing culturally competent care. It is important for the nurse

to respect and accommodate the patient’s cultural beliefs while also ensuring

the safety and effectiveness of the medical treatment.

3. A nurse is caring for a patient from a different cultural background who is

experiencing a language barrier. The patient’s family members are present

and are able to communicate with the patient in their native language. What

is the most appropriate action for the nurse to take?

a. Use a professional interpreter to communicate with the patient

b. Communicate with the patient through the family members

c. Speak loudly and slowly to ensure the patient understands

d. Document the patient’s inability to communicate effectively and continue

with care as usual

Rationale: The correct answer is A. Using a professional interpreter to

communicate with the patient is essential in providing culturally competent

care. While family members may be able to communicate with the patient

in their native language, it is important to use a professional interpreter to

ensure accurate and effective communication in a healthcare setting.
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Health Disparities and Social Determinants of Health

1. A nurse is caring for a group of patients from different socioeconomic

backgrounds. Which action by the nurse best addresses health disparities

related to social determinants of health?

a. Providing the same level of care to all patients regardless of their

socioeconomic status

b. Assessing each patient’s social determinants of health and tailoring care

plans accordingly

c. Focusing on providingmedical treatment rather than addressing social

factors

d. Assuming that all patients have the same access to resources and support

Rationale: The correct answer is B. Assessing each patient’s social determi-

nantsofhealth and tailoring careplans accordingly is thebest action to address

health disparities related to social determinants of health. This approach

recognizes that patients from different socioeconomic backgroundsmay have

different needs and challenges that impact their health.

2. A nurse is conducting a community health assessment and identifies a

neighborhood with high rates of poverty, limited access to healthy food, and

inadequate housing. Which action by the nurse is most appropriate to address

the social determinants of health in this community?

a. Providing educational materials on healthy eating and exercise

b. Advocating for policies to improve access to affordable housing and

healthy food options

c. Encouraging individuals to take personal responsibility for their health

d. Focusing on providing medical treatment for individuals in the commu-

nity

Rationale: The correct answer is B. Advocating for policies to improve access

to affordable housing and healthy food options is the most appropriate
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action to address the social determinants of health in this community. This

approach recognizes that addressing the underlying social factors is essential

for improving the health of the community.

3. A nurse is caring for a patient who has limited access to transportation and

struggles to afford medications. Which action by the nurse best addresses the

social determinants of health affecting this patient?

a. Providing the patient with a list of local pharmacies where they can

compare medication prices

b. Referring the patient to a social worker to explore transportation options

and financial assistance programs

c. Encouraging the patient to prioritize theirmedication expenses over other

expenses

d. Focusing on providing medical treatment without addressing the pa-

tient’s social challenges

Rationale: The correct answer is B. Referring the patient to a social worker to

explore transportation options and financial assistance programs is the best

action to address the social determinants of health affecting this patient. This

approach recognizes that the patient’s social challenges are impacting their

ability to access necessary healthcare resources.

Health Promotion and Disease Prevention

1. A 45-year-old male patient with a family history of heart disease presents

to the clinic for a routine check-up. The nurse should prioritize which health

promotion activity for this patient?

a. Encouraging regular exercise and a heart-healthy diet

b. Providing education on smoking cessation

c. Administering a flu vaccine

d. Discussing the importance of regular cholesterol screenings
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Rationale: The correct answer is a. Encouraging regular exercise and a heart-

healthy diet. This patient’s family history puts him at increased risk for

heart disease, so promoting a healthy lifestyle is essential for preventing

the development of cardiovascular issues.

2. A 30-year-old female patient with a body mass index (BMI) of 32 presents

to the clinic for a wellness visit. The nurse should prioritize which disease

prevention activity for this patient?

a. Screening for diabetes

b. Providing education on the importance of regular mammograms

c. Administering a pneumococcal vaccine

d. Discussing the benefits of weight loss and healthy eating habits

Rationale: The correct answer is d. Discussing the benefits of weight loss and

healthy eating habits. This patient’s elevated BMI puts her at increased risk

for developing obesity-related health issues, so promoting weight loss and

healthy eating habits is crucial for disease prevention.

3. A 60-year-old male patient with a history of smoking presents to the clinic

for a routine check-up. The nurse should prioritize which health promotion

activity for this patient?

a. Administering a pneumonia vaccine

b. Providing education on the importance of regular prostate exams

c. Discussing the benefits of smoking cessation

d. Screening for colorectal cancer

Rationale: The correct answer is c. Discussing the benefits of smoking

cessation. This patient’s history of smoking puts him at increased risk for

developing smoking-related health issues, so promoting smoking cessation

is essential for health promotion and disease prevention.
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Nursing Process

1. Assessment

Question: A nurse is conducting an assessment on a patient who has been

admitted to the hospital with chest pain. Which of the following actions is the

most important for the nurse to take during the assessment process?

A. Ask the patient about their medical history

B. Check the patient’s vital signs

C. Perform a physical examination

D. Obtain a detailed description of the patient’s chest pain

Rationale: The correct answer is D. Obtaining a detailed description of the

patient’s chest pain is the most important action during the assessment

process for a patient with chest pain. This information will help the nurse to

determine the nature and severity of the pain, which is crucial for making an

accurate diagnosis and developing an effective plan of care.

2. Diagnosis

Question: A nurse is caring for a patient who has been diagnosed with

pneumonia. Which of the following nursing diagnoses would be most

appropriate for this patient?

A. Impaired gas exchange

B. Ineffective airway clearance

C. Acute pain

D. Risk for infection

Rationale: The correct answer is A. Impaired gas exchange is the most

appropriate nursing diagnosis for a patient with pneumonia. Pneumonia

can lead to a decrease in the exchange of oxygen and carbon dioxide in the

lungs, making this diagnosis a priority for the patient’s care.

3. Planning
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Question: A nurse is developing a plan of care for a patient who has

been diagnosed with diabetes. Which of the following goals would be most

appropriate for this patient?

A. Maintain blood glucose levels within the normal range

B. Increase physical activity

C. Reduce insulin dosage

D. Prevent hypoglycemia

Rationale: The correct answer is A. Maintaining blood glucose levels within

the normal range is themost appropriate goal for a patient with diabetes. This

goal is essential for preventing complications associated with high or low

blood sugar levels and promoting the patient’s overall health and well-being.

Vital Signs Monitoring

1. A nurse is assessing a patient’s vital signs andnotes a blood pressure reading

of 90/60mmHg. The nurse should:

a. Document the finding and continue to monitor the patient’s blood

pressure

b. Administer a fluid bolus to increase the patient’s blood pressure

c. Notify the healthcare provider immediately

d. Recheck the blood pressure using a different arm

Rationale: The correct answer is C. A blood pressure reading of 90/60mmHg is

considered hypotensive and requires immediate notification of the healthcare

provider. Option A is incorrect because the nurse should not simply document

the finding and continue to monitor, as the patient may require intervention.

Option B is incorrect because administering a fluid bolus without consulting

the healthcare provider could be harmful. Option D is incorrect because

rechecking the blood pressure using a different arm is not necessary in this

situation.
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2. A patient’s temperature is 102.2°F. The nurse should:

a. Administer an antipyretic medication

b. Encourage the patient to drink plenty of fluids

c. Apply a cooling blanket to the patient

d. Notify the healthcare provider

Rationale: The correct answer is D. A temperature of 102.2°F is considered

febrile and requires notification of the healthcare provider. Option A is

incorrect because administering an antipyreticmedicationwithout consulting

the healthcare provider is not appropriate. Option B is incorrect because while

encouraging the patient to drink fluids is important, it is not the priority in

this situation. Option C is incorrect because applying a cooling blanketwithout

consulting the healthcare provider could be harmful.

3. A patient’s respiratory rate is 8 breaths per minute. The nurse should:

a. Administer oxygen to the patient

b. Encourage the patient to take deep breaths

c. Notify the healthcare provider immediately

d. Document the finding and continue to monitor the patient’s respiratory

rate

Rationale: The correct answer is C. A respiratory rate of 8 breaths per

minute is considered bradypnea and requires immediate notification of the

healthcare provider. Option A is incorrect because administering oxygen

without consulting the healthcare provider is not appropriate. Option B is

incorrect because encouraging the patient to take deep breaths is not the

priority in this situation. OptionD is incorrect because the patient’s bradypnea

requires immediate intervention, not just continuedmonitoring.
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Fluid and Electrolyte Balance

1. A client with heart failure is receiving furosemide (Lasix) to manage fluid

overload. The nurse shouldmonitor the client for which electrolyte imbalance

associated with this medication?

a. Hyperkalemia

b. Hyponatremia

c. Hypokalemia

d. Hypernatremia

Rationale: The correct answer is c. Furosemide is a loop diuretic that can cause

potassium depletion, leading to hypokalemia. It is important for the nurse to

monitor the client’s potassium levels and provide potassium supplements as

needed to prevent complications such as cardiac dysrhythmias.

2. A client with severe vomiting and diarrhea is at risk for which electrolyte

imbalance?

a. Hyperkalemia

b. Hyponatremia

c. Hypokalemia

d. Hypernatremia

Rationale: The correct answer is c. Severe vomiting and diarrhea can lead to

fluid and electrolyte losses, particularly potassium. Hypokalemia can result in

muscleweakness, cardiac dysrhythmias, and other serious complications. The

nurse should monitor the client’s electrolyte levels and provide appropriate

interventions to prevent hypokalemia.

3. A clientwith renal failure is at risk forwhichfluid and electrolyte imbalance?

a. Hyperkalemia

b. Hyponatremia

c. Hypokalemia
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d. Hypernatremia

Rationale: The correct answer is a. Renal failure can lead to impaired

potassium excretion, resulting in hyperkalemia. This can lead to serious

cardiac complications and must be closely monitored and managed by the

nurse. The client may require dietary restrictions andmedications to manage

potassium levels.

Acid-Base Balance

1. A client with chronic obstructive pulmonary disease (COPD) is admitted to

the hospital with respiratory acidosis. Which of the following interventions

should the nurse prioritize for this client?

a. Administering sodium bicarbonate

b. Encouraging deep breathing exercises

c. Providing a high-protein diet

d. Administering a loop diuretic

Rationale: The correct answer is b. Encouraging deep breathing exercises.

Respiratory acidosis occurs when the lungs cannot remove enough carbon

dioxide, leading to an increase in carbonic acid and a decrease in pH. Deep

breathing exercises can help improve ventilation and decrease carbon dioxide

levels, thereby correcting the acidosis.

2. A client with diabetic ketoacidosis (DKA) is experiencingmetabolic acidosis.

Which of the following laboratory findings would the nurse expect to see in

this client?

a. pH 7.50

b. PaCO2 30mmHg

c. HCO3- 22mEq/L

d. Anion gap 20mEq/L

77



NCLEX RN REVIEW SIMPLIFIED BONUS MATERIAL

Rationale: The correct answer is d. Anion gap 20mEq/L. Inmetabolic acidosis,

the anion gap is typically elevated due to the accumulation of unmeasured

anions such as ketones. The pH would be lower than 7.35, the PaCO2 would be

decreased as the respiratory system compensates by hyperventilation, and

the HCO3- would be decreased as the body attempts to buffer the excess acid.

3. A client with severe vomiting is at risk for developingmetabolic alkalosis.

Which of the following interventions should the nurse implement to prevent

this complication?

a. Encouraging the client to drink carbonated beverages

b. Administering potassium chloride

c. Monitoring the client’s respiratory rate

d. Providing a low-sodium diet

Rationale: The correct answer is c. Monitoring the client’s respiratory rate.

Metabolic alkalosis can occur as a result of excessive loss of gastric acid

through vomiting. Monitoring the client’s respiratory rate is important as the

body compensates for alkalosis by decreasing the respiratory rate to retain

carbon dioxide and increase carbonic acid levels. Encouraging the client to

drink carbonated beverages and providing a low-sodium diet would not be

effective in preventing metabolic alkalosis, and administering potassium

chloride would not address the underlying cause of the alkalosis.

Aseptic Technique and Sterile Procedures

1. A nurse is preparing to perform a sterile dressing change on a patient’s

wound. Which action by the nurse demonstrates proper aseptic technique?

a. Wearing sterile gloves and touching the inside of the sterile dressing

package

b. Using a sterile forceps to pick up the sterile dressing

c. Placing the sterile dressing on a non-sterile surface before applying it to

the wound
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d. Using hand sanitizer before donning sterile gloves

Rationale: The correct answer is b. Using a sterile forceps to pick up the sterile

dressing. This action demonstrates proper aseptic technique by preventing

contamination of the sterile dressing. Touching the inside of the sterile

dressing package or placing the sterile dressing on a non-sterile surface can

introduce microorganisms and compromise the sterility of the dressing.

2. A nurse is preparing to insert a urinary catheter for a patient. Which action

by the nurse demonstrates proper sterile procedure?

a. Wiping the catheter with an alcohol swab before insertion

b. Using clean gloves to handle the catheter before insertion

c. Maintaining a sterile field while inserting the catheter

d. Reusing a catheter from a previous patient after cleaning it with soap and

water

Rationale: The correct answer is c. Maintaining a sterile field while inserting

the catheter. Proper sterile procedure involves maintaining a sterile field to

prevent contamination of the catheter and reduce the risk of infection. Wiping

the catheter with an alcohol swab, using clean gloves, or reusing a catheter

from a previous patient are all examples of improper sterile technique.

3. A nurse is preparing to administer an intravenous medication to a patient.

Which action by the nurse demonstrates proper aseptic technique?

a. Using a syringe that has been sitting open on the medication cart for 30

minutes

b. Wiping the injection site with an alcohol swab before inserting the needle

c. Recap the needle after drawing up the medication

d. Using a needle that has been dropped on the floor and then wiped with an

alcohol swab

Rationale: The correct answer is b. Wiping the injection site with an alcohol

swab before inserting the needle. This action demonstrates proper aseptic
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technique by reducing the risk of introducing microorganisms into the

patient’s bloodstream. Using a syringe that has been sitting open, recapping

the needle after drawing up themedication, or using a needle that has been

dropped on the floor are all examples of improper aseptic technique.

Oxygenation and Ventilation

1. A client with chronic obstructive pulmonary disease (COPD) is receiving

oxygen therapy. The nurse should monitor the client for which potential

complication of oxygen therapy?

a. Hypoxemia

b. Hypercapnia

c. Oxygen toxicity

d. Respiratory alkalosis

Rationale: The correct answer is c. Oxygen toxicity. Clients receiving high

levels of oxygen therapy are at risk for oxygen toxicity, which can lead to

lung damage and respiratory failure. Monitoring for signs of oxygen toxicity,

such as dyspnea, substernal discomfort, and decreased lung compliance, is

essential in clients receiving oxygen therapy.

2. A client with a history of asthma is experiencing an acute exacerbation

of respiratory distress. The nurse should anticipate which intervention to

improve the client’s oxygenation and ventilation?

a. Administering a bronchodilator

b. Placing the client in a high Fowler’s position

c. Administering oxygen via nasal cannula

d. Initiating continuous positive airway pressure (CPAP) therapy

Rationale: The correct answer is a. Administering a bronchodilator. Bron-

chodilators are used to relieve bronchospasm and improve airflow in clients

with asthma. This intervention can help improve the client’s oxygenation and
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ventilation by opening up the airways and allowing for better gas exchange.

3. A client with acute respiratory distress syndrome (ARDS) is receiving

mechanical ventilation. The nurse should monitor the client for which

potential complication of mechanical ventilation?

a. Hypoxemia

b. Barotrauma

c. Respiratory alkalosis

d. Hypercapnia

Rationale: The correct answer is b. Barotrauma. Clients receiving mechanical

ventilation are at risk for barotrauma, which is lung injury caused by high

pressure in the alveoli. Monitoring for signs of barotrauma, such as subcuta-

neous emphysema, pneumothorax, and decreased breath sounds, is essential

in clients receiving mechanical ventilation.

Basic Life Support (BLS) and Cardiopulmonary

Resuscitation (CPR)

1. A nurse is providing BLS to a patient who has collapsed and is unresponsive.

Which action should the nurse prioritize during the initial assessment?

a. Checking for a pulse

b. Assessing the patient’s airway

c. Administering rescue breaths

d. Assessing the patient’s breathing

Rationale: The correct answer is b. Assessing the patient’s airway. When

providing BLS, the nurse should first assess the patient’s airway to ensure it is

clear and open. This is the priority action to take in order to provide effective

CPR.

2. A nurse is performing CPR on a patient who has experienced a sudden
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cardiac arrest. Which action should the nurse take after delivering 30 chest

compressions?

a. Administer two rescue breaths

b. Check for a pulse

c. Continue with another set of 30 chest compressions

d. Assess the patient’s breathing

Rationale: The correct answer is a. Administer two rescue breaths. After

delivering 30 chest compressions, the nurse should provide two rescue breaths

to the patient. This helps to provide oxygen to the patient’s lungs and

circulatory system.

3. A nurse is teaching a group of healthcare providers about the importance of

early defibrillation in the management of cardiac arrest. Which statement by

a participant indicates a need for further education?

a. “Early defibrillation can help restore the heart’s normal rhythm.”

b. “Defibrillation should be performed as soon as possible after the onset of

cardiac arrest.”

c. “Defibrillation is only effective if the patient is in a hospital setting.”

d. “AEDs (Automated External Defibrillators) can be used by trained

individuals in public places.”

Rationale: The correct answer is c. “Defibrillation is only effective if the

patient is in a hospital setting.” This statement is incorrect as defibrillation

can be effective in both hospital and non-hospital settings. AEDs are designed

to be used by trained individuals in public places to provide early defibrillation

in the event of cardiac arrest.

Cardiovascular System Disorders

1. A 65-year-old patient with a history of hypertension and diabetes presents

to the emergency department with chest pain and shortness of breath. The
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nurse notes the patient’s blood pressure is 180/100 mmHg and the ECG shows

ST-segment elevation. What is the priority nursing intervention for this

patient?

a. Administer nitroglycerin to relieve chest pain

b. Administer aspirin to prevent clot formation

c. Prepare for immediate transfer to the cardiac catheterization lab

d. Administer oxygen to improve oxygenation

Rationale: The correct answer is C. The patient’s presentation is consistent

with an acute myocardial infarction (MI) and the priority intervention is to

prepare for immediate transfer to the cardiac catheterization lab for emergent

intervention to restore blood flow to the affected coronary artery.

2. A 55-year-old patient with a history of coronary artery disease (CAD) is

prescribed sublingual nitroglycerin for the management of angina. The nurse

should instruct the patient to take themedication in which of the following

situations?

a. At the onset of chest pain

b. Every morning with breakfast

c. Before engaging in physical activity

d. As needed for headache relief

Rationale: The correct answer is A. Sublingual nitroglycerin should be taken

at the onset of chest pain to relieve angina symptoms. It is a fast-acting

medication that helps to dilate coronary arteries and improve blood flow to

the heart.

3. A 70-year-old patient with heart failure is prescribed furosemide (Lasix)

for the management of fluid overload. The nurse should monitor the patient

for which of the following adverse effects of this medication?

a. Hypokalemia

b. Hypertension

c. Bradycardia
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d. Hyperglycemia

Rationale: The correct answer is A. Furosemide is a loop diuretic that can

cause hypokalemia as a result of increased urinary excretion of potassium.

The nurse should monitor the patient’s potassium levels and provide dietary

education to ensure adequate potassium intake.

Respiratory System Disorders

1. A 45-year-old patient with a history of asthma presents to the emergency

department with shortness of breath and wheezing. The nurse assesses the

patient and notes the use of accessory muscles for breathing. Which action

should the nurse prioritize for this patient?

a. Administering a bronchodilator medication

b. Placing the patient in a high-Fowler’s position

c. Administering oxygen therapy

d. Initiating a continuous positive airway pressure (CPAP) treatment

Rationale: The correct answer is b. Placing the patient in a high-Fowler’s

position. This position helps improve lung expansion and oxygenation by

allowing the diaphragm to descend and the chest to expand more fully.

Administering a bronchodilatormedication and oxygen therapy are important

interventions, but positioning the patient in a high-Fowler’s position should

be prioritized to improve respiratory function.

2. A patient with chronic obstructive pulmonary disease (COPD) is prescribed

ametered-dose inhaler (MDI) with a spacer. The nurse is providing education

to the patient about how to use the MDI with a spacer. Which statement by

the patient indicates a need for further teaching?

a. “I will shake the inhaler before using it.”

b. “I will exhale fully before using the inhaler.”

c. “I will hold my breath for 10 seconds after inhaling the medication.”
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d. “I will rinse mymouth after using the inhaler to prevent thrush.”

Rationale: The correct answer is a. “I will shake the inhaler before using it.”

MDIs with spacers do not require shaking before use. The other statements

indicate correct understanding of how to use the MDI with a spacer.

3. A patient is admitted to the hospital with a diagnosis of pneumonia. The

nurse assesses the patient and notes crackles in the lower lobes of the lungs.

Which intervention should the nurse prioritize for this patient?

a. Administering oxygen therapy

b. Encouraging deep breathing and coughing exercises

c. Administering intravenous antibiotics

d. Placing the patient in a semi-Fowler’s position

Rationale: The correct answer is c. Administering intravenous antibiotics.

Crackles in the lower lobes of the lungs are indicative of pneumonia, and

the priority intervention is to administer antibiotics to treat the infection.

Administering oxygen therapy, encouraging deep breathing and coughing

exercises, and placing the patient in a semi-Fowler’s position are also

important interventions, but addressing the infection with antibiotics is the

priority.

Gastrointestinal System Disorders (e.g., GERD)

1. A client with a history of gastroesophageal reflux disease (GERD) reports ex-

periencing frequent heartburn and regurgitation. Which nursing intervention

is most appropriate for this client?

a. Encouraging the client to lie down after meals

b. Instructing the client to avoid spicy and acidic foods

c. Administering antacids as needed for symptom relief

d. Recommending the client to eat large meals to prevent hunger-induced

reflux
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Rationale: The correct answer is b. Instructing the client to avoid spicy

and acidic foods. This intervention helps to minimize the irritation of the

esophagus and reduce the frequency of heartburn and regurgitation.

2. A client with GERD is prescribed a proton pump inhibitor (PPI) medication.

The nurse should educate the client about the potential side effects of this

medication, which include:

a. Constipation

b. Hypotension

c. Headache

d. Diarrhea

Rationale: The correct answer is d. Diarrhea. PPI medications can cause

diarrhea as a side effect, and it is important for the nurse to educate the client

about this potential adverse reaction.

3. A client with GERD is scheduled for an esophagogastroduodenoscopy (EGD).

The nurse should provide pre-procedure education to the client, including:

a. Instructing the client to avoid eating or drinking for 8 hours before the

procedure

b. Encouraging the client to eat a light meal before the procedure

c. Advising the client to takeantacidsbefore theprocedure to reduce stomach

acid

d. Recommending the client to drink plenty of water before the procedure

to stay hydrated

Rationale: The correct answer is a. Instructing the client to avoid eating or

drinking for 8 hours before the procedure. This is important to ensure that

the stomach is empty and reduce the risk of aspiration during the procedure.
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Neurological System Disorders

1. A 65-year-old patient is admitted to the hospital with a diagnosis of stroke.

The nurse should prioritize which of the following assessments?

a. Blood pressure

b. Respiratory rate

c. Glasgow Coma Scale

d. Blood glucose level

Rationale: The correct answer is c. Glasgow Coma Scale. Assessing the

patient’s level of consciousness is crucial in determining the severity of the

stroke and guiding immediate interventions.

2. A client with Alzheimer’s disease is experiencing agitation and aggression.

Which nursing intervention is most appropriate?

a. Administering a sedative medication

b. Placing the client in a quiet, dimly lit room

c. Engaging the client in physical activity

d. Providing a structured routine and familiar environment

Rationale: The correct answer is d. Providing a structured routine and familiar

environment. Clients with Alzheimer’s disease often benefit from a consistent

routine and familiar surroundings to reduce agitation and aggression.

3. A client with a history of stroke is at risk for impaired swallowing. Which

nursing intervention is essential to prevent aspiration?

a. Elevating the head of the bed during meals

b. Encouraging the client to eat quickly

c. Offering thin liquids with meals

d. Assessing the client’s gag reflex before meals

Rationale: The correct answer is a. Elevating the head of the bed duringmeals.
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This position helps to prevent aspiration by promoting proper swallowing and

reducing the risk of food or liquid entering the airway.

Musculoskeletal System Disorders

1. A 65-year-old patient with a history of osteoarthritis is admitted to the

hospital with severe joint pain and swelling. The nurse assesses the patient

and notes limited range of motion in the affected joints. Which intervention

is most appropriate for the nurse to implement?

a. Encourage the patient to rest and avoid any physical activity.

b. Apply heat packs to the affected joints to relieve pain and stiffness.

c. Assist the patient with gentle range of motion exercises to maintain joint

mobility.

d. Administernonsteroidal anti-inflammatorydrugs (NSAIDs) asprescribed

for pain relief.

Rationale: The correct answer is c. Assisting the patient with gentle range

of motion exercises will help maintain joint mobility and prevent further

stiffness. Resting and avoiding physical activity can lead to further joint

stiffness and decreased mobility. Heat packs may provide temporary relief,

but they do not address the need for maintaining joint mobility. NSAIDs can

be used for pain relief, but they do not address the need for maintaining joint

mobility.

2. A patient with rheumatoid arthritis is prescribed methotrexate. The nurse

should instruct the patient to:

a. Avoid taking any over-the-counter painmedications while onmethotrex-

ate.

b. Limit fluid intake to prevent kidney damage while onmethotrexate.

c. Avoid alcohol consumption while onmethotrexate.

d. Take methotrexate on an empty stomach to enhance absorption.
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Rationale: The correct answer is c. Patients taking methotrexate should avoid

alcohol consumption, as it can increase the risk of liver damage. Over-the-

counter pain medications should be used cautiously and under the guidance

of a healthcare provider, but they are not contraindicated with methotrexate.

There is no need to limit fluid intake while onmethotrexate, and it should be

taken with food to minimize gastrointestinal side effects.

3. A patient with osteoarthritis is scheduled for a total knee replacement. The

nurse should include which of the following in the preoperative teaching?

a. Encouraging the patient to perform weight-bearing exercises to

strengthen the knee joint.

b. Instructing the patient to avoid using assistive devices after surgery to

promote independence.

c. Teaching the patient about the importance of deep breathing exercises to

prevent postoperative complications.

d. Advising the patient to stop taking prescribed pain medications before

surgery to prevent drug interactions.

Rationale: The correct answer is c. Deep breathing exercises are important

to prevent postoperative complications such as pneumonia and atelectasis.

Weight-bearing exercises should be avoided before surgery to prevent further

damage to the knee joint. Assistive devices such as crutches or a walker will

be necessary after surgery to promote safe mobility. The patient should not

stop taking prescribed pain medications before surgery without consulting

the healthcare provider.

Endocrine System Disorders (e.g., Diabetes Mellitus)

1. A client with diabetes mellitus is admitted to the hospital with hyper-

glycemia. The nurse should prioritize which intervention for this client?

a. Administering insulin as ordered

b. Monitoring blood glucose levels every 4 hours
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c. Encouraging the client to eat a high-carbohydrate meal

d. Providing education on foot care

Rationale: The correct answer is a. Administering insulin as ordered. Hyper-

glycemia in a client with diabetes mellitus requires immediate intervention to

lower blood glucose levels. Administering insulin as ordered is the priority to

address the hyperglycemia.

2. A client with diabetes mellitus is prescribed metformin. The nurse should

educate the client about which potential side effect of this medication?

a. Hypoglycemia

b. Weight gain

c. Lactic acidosis

d. Hyperglycemia

Rationale: The correct answer is c. Lactic acidosis. Metformin can cause lactic

acidosis, a serious side effect that requires immediate medical attention. The

nurse should educate the client about the signs and symptomsof lactic acidosis

and the importance of seeking medical help if they occur.

3. A client with diabetes mellitus is scheduled for a hemoglobin A1c test. The

nurse should explain to the client that this test measures:

a. Blood glucose levels over the past 24 hours

b. Average blood glucose levels over the past 2-3 months

c. Fasting blood glucose levels

d. Postprandial blood glucose levels

Rationale: The correct answer is b. Average blood glucose levels over the past

2-3months. The hemoglobin A1c test provides an indication of the average

bloodglucose levels over thepast 2-3months,which is important for assessing

long-term glycemic control in clients with diabetes mellitus.
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Renal and Urinary System Disorders

1. A client with chronic kidney disease is prescribed a low-protein diet. The

nurse should instruct the client to limit intake of which of the following foods?

a. Eggs

b. Cheese

c. Chicken

d. Tofu

Rationale: The correct answer is a. Eggs. Eggs are high in protein and should

be limited in a low-protein diet for clients with chronic kidney disease. Tofu

is also high in protein and should be limited, while cheese and chicken can be

included in moderation.

2. A client with a urinary tract infection (UTI) is prescribed trimethoprim-

sulfamethoxazole (Bactrim). The nurse should instruct the client to avoid

which of the following while taking this medication?

a. Dairy products

b. Citrus fruits

c. Alcohol

d. Caffeine

Rationale: The correct answer is c. Alcohol. Trimethoprim-sulfamethoxazole

can cause a disulfiram-like reaction when combined with alcohol, leading to

symptoms such as nausea, vomiting, and headache. Dairy products, citrus

fruits, and caffeine do not interact with this medication.

3. A client with end-stage renal disease is receiving hemodialysis. The nurse

should monitor the client for which of the following complications during the

procedure?

a. Hypotension

b. Hypertension
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c. Hyperkalemia

d. Hypokalemia

Rationale: The correct answer is a. Hypotension. Hypotension is a common

complication of hemodialysis due to rapid fluid removal during the procedure.

Hypertension, hyperkalemia, and hypokalemia are not typically associated

withhemodialysis andshouldbemonitored forbut arenot theprimary concern

during the procedure.

Integumentary System Disorders

1. A 25-year-old female presents to the clinic with complaints of red, itchy

patches on her skin. Upon assessment, the nurse notes the presence of raised,

scaly lesions on the patient’s elbows and knees. The nurse suspects the patient

may be suffering fromwhich integumentary disorder?

a. Acne

b. Psoriasis

c. Eczema

d. Dermatitis

Rationale: The correct answer is b. Psoriasis. Psoriasis is characterized by

raised, scaly patches on the skin, commonly found on the elbows, knees, and

scalp. Acne is characterized by pimples and blackheads, while eczema and

dermatitis present with red, itchy patches on the skin.

2. A 30-year-old male presents to the emergency department with severe

acne vulgaris. The nurse anticipates the healthcare provider will prescribe

which medication to treat the patient’s condition?

a. Topical corticosteroids

b. Oral antibiotics

c. Retinoids

d. Antihistamines
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Rationale: The correct answer is c. Retinoids. Retinoids are commonly

prescribed for severe acne vulgaris as they help to unclog pores and reduce

inflammation. Topical corticosteroids are used for eczema and dermatitis,

while oral antibiotics may be prescribed for moderate to severe acne. Anti-

histamines are used to treat allergic reactions and itching associated with

eczema.

3. A 40-year-old female is diagnosed with atopic dermatitis (eczema). The

nurse educates the patient on the importance of avoiding triggers that can

exacerbate her condition. Which of the following triggers should the nurse

include in the teaching plan?

a. Stress

b. Dairy products

c. Sun exposure

d. All of the above

Rationale: The correct answer is d. All of the above. Triggers for atopic

dermatitis (eczema) can include stress, certain foods such as dairy products,

and sun exposure. It is important for the patient to identify and avoid these

triggers to help manage her condition and prevent flare-ups.

Hematologic System Disorders (e.g., Anemia)

1. A 45-year-old female client is admitted to the hospital with a diagnosis of

iron-deficiency anemia. The nurse should prioritize which of the following

interventions for this client?

a. Administering a blood transfusion

b. Providing iron supplementation

c. Encouraging a diet high in vitamin C

d. Monitoring for signs of infection

Rationale: The correct answer is b. Providing iron supplementation. Iron-
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deficiency anemia is caused by a lack of iron in the body, leading to decreased

production of red blood cells. Iron supplementation is the primary treatment

for this type of anemia.

2. A 60-year-old male client with chronic kidney disease is at risk for

developing anemia due to decreased production of erythropoietin. The nurse

should monitor this client for which of the following signs and symptoms of

anemia?

a. Hypertension

b. Tachycardia

c. Hyperglycemia

d. Hypoventilation

Rationale: The correct answer is b. Tachycardia. Anemia leads to decreased

oxygen-carrying capacity of the blood, causing the heart to work harder to

compensate for the lack of oxygen. This can result in tachycardia as the heart

tries to pumpmore blood to deliver oxygen to the tissues.

3. A 30-year-old female client with sickle cell anemia is admitted to the

hospital with a vaso-occlusive crisis. The nurse should prioritize which of the

following interventions for this client?

a. Administering a blood transfusion

b. Providing pain management

c. Encouraging increased fluid intake

d. Monitoring for signs of infection

Rationale: The correct answer is b. Providing pain management. A vaso-

occlusive crisis in sickle cell anemia is characterized by severe pain due to the

blockage of blood vessels by sickled red blood cells. Pain management is the

priority intervention to alleviate the client’s discomfort and improve their

quality of life during the crisis.
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Immune System Disorders

1. A client with rheumatoid arthritis is prescribed methotrexate. The nurse

should monitor the client for which of the following adverse effects of this

medication?

a) Hypertension

b) Liver toxicity

c) Hyperglycemia

d) Respiratory depression

Rationale: The correct answer is b) Liver toxicity. Methotrexate is known to

cause hepatotoxicity, so the nurse should monitor the client’s liver function

tests regularly to detect any signs of liver damage.

2. A client with systemic lupus erythematosus (SLE) is experiencing a flare-

up of symptoms. Which of the following nursing interventions is most

appropriate for managing the client’s symptoms?

a) Encouraging the client to engage in strenuous physical activity

b) Administering nonsteroidal anti-inflammatory drugs (NSAIDs) as pre-

scribed

c) Limiting the client’s fluid intake to prevent edema

d) Applying cold packs to the affected joints

Rationale: The correct answer is b) Administering nonsteroidal anti-

inflammatory drugs (NSAIDs) as prescribed. NSAIDs can help reduce

inflammation and manage pain in clients with SLE during a flare-up of

symptoms.

3. A client with an immune system disorder is prescribed corticosteroids. The

nurse should educate the client about which of the following potential side

effects of this medication?

a) Hypoglycemia
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b) Hypotension

c) Weight loss

d) Increased susceptibility to infections

Rationale: The correct answer is d) Increased susceptibility to infections.

Corticosteroids can suppress the immune system, making the client more

susceptible to infections. The nurse should educate the client about the

importance of infection preventionmeasures while taking this medication.

Oncological Disorders

1. A 45-year-old female client is diagnosed with stage II breast cancer and is

scheduled to undergo a mastectomy. The client expresses fear and anxiety

about the surgery and the potential impact on her body image. Which nursing

intervention is most appropriate for addressing the client’s emotional needs?

a. Encouraging the client to focus on the positive outcomes of the surgery

b. Providing the client with information about breast reconstruction options

c. Referring the client to a support group for individuals with breast cancer

d. Assuring the client that she will be able to resume her normal activities

after the surgery

Rationale: The most appropriate nursing intervention for addressing the

client’s emotional needs is to refer the client to a support group for individuals

with breast cancer. This will provide the client with an opportunity to connect

with others who have similar experiences and receive emotional support

during this challenging time.

2. A 60-year-oldmale client with a history of smoking is diagnosedwith stage

III lung cancer. The client is scheduled to undergo chemotherapy and radiation

therapy. Which nursing intervention is most important for the client’s safety

during treatment?

a. Monitoring the client’s white blood cell count
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b. Administering antiemetic medications as prescribed

c. Encouraging the client to increase fluid intake

d. Educating the client about the importance of hand hygiene

Rationale: The most important nursing intervention for the client’s safety

during treatment ismonitoring the client’swhite blood cell count. Chemother-

apy and radiation therapy can suppress the immune system, increasing the

risk of infection. Monitoring the white blood cell count will help identify any

signs of infection and allow for prompt intervention.

3. A 55-year-old female client is receiving palliative care for advanced ovarian

cancer. The client is experiencing severe pain despite receiving around-the-

clock opioid analgesics. Which nursing intervention is most appropriate for

managing the client’s pain?

a. Administering a nonsteroidal anti-inflammatory drug (NSAID) in addi-

tion to the opioid analgesic

b. Consulting with the healthcare provider to adjust the dosage of the opioid

analgesic

c. Suggesting the use of relaxation techniques to help the client cope with

the pain

d. Referring the client to a pain management specialist for further assess-

ment and intervention

Rationale: The most appropriate nursing intervention for managing the

client’s pain is referring the client to a painmanagement specialist for further

assessment and intervention. The specialist can conduct a comprehensive

pain assessment and develop a tailored pain management plan to address the

client’s individual needs and improve pain control.
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Perioperative Nursing Care

1. A patient is scheduled for a surgical procedure and is anxious about the

upcoming surgery. Which nursing intervention is most appropriate to help

alleviate the patient’s anxiety?

a. Administering a sedative medication

b. Providing information about the surgical procedure and what to expect

c. Encouraging the patient to focus on positive thoughts

d. Allowing the patient to talk about their fears and concerns

Rationale: The correct answer is b. Providing information about the surgical

procedure and what to expect. This intervention helps to empower the patient

by giving them a sense of control and understanding of the upcoming surgery,

which can help alleviate anxiety.

2. A patient is being prepared for surgery and the nurse notes that the patient

has not removed their jewelry. What is the most appropriate action for the

nurse to take?

a. Remove the jewelry and place it in a secure location

b. Ask the patient to remove the jewelry and provide a secure container for

storage

c. Leave the jewelry on the patient as it is their personal property

d. Inform the surgical team about the patient’s jewelry

Rationale: The correct answer is b. Ask the patient to remove the jewelry and

provide a secure container for storage. It is important for the patient to remove

all jewelry before surgery to prevent injury and interference with surgical

equipment. The nurse should provide a secure container for the patient’s

belongings to ensure they are safely stored during the procedure.

3. A patient is recovering from surgery and is experiencing postoperative pain.

Which nursing intervention is most appropriate for managing the patient’s
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pain?

a. Administering pain medication as ordered

b. Encouraging the patient to tough it out and endure the pain

c. Applying heat to the surgical site

d. Allowing the patient to rest and sleep to distract from the pain

Rationale: The correct answer is a. Administering pain medication as ordered.

It is important for the nurse to assess andmanage the patient’s pain effectively

to promote comfort and facilitate the recovery process. Administering pain

medication as ordered by the healthcare provider is the most appropriate

intervention for managing postoperative pain.

Pharmacokinetics and Pharmacodynamics

1. A patient is prescribed a medication that has a half-life of 8 hours. The

nurse administers the medication at 8 am. At what time will the medication

reach its peak concentration in the patient’s bloodstream?

Rationale: The peak concentration of a medication is typically reached after

4-5 half-lives. In this case, the medication will reach its peak concentration

in the patient’s bloodstream after 32-40 hours, which would be around 4-12

pm the following day.

2. A patient is prescribed a medication that has a narrow therapeutic index.

The nurse should monitor the patient closely for signs of toxicity because:

a. The medication has a high potential for adverse effects

b. The medication has a low potential for adverse effects

c. The medication has a narrow range between therapeutic and toxic doses

d. The medication has a wide range between therapeutic and toxic doses

Rationale: A narrow therapeutic index means that there is a small difference
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between the therapeutic and toxic doses of a medication. This increases the

risk of toxicity, so the nurse should closely monitor the patient for signs of

adverse effects.

3. A patient is prescribed a medication that is known to undergo extensive

first-pass metabolism. The nurse should instruct the patient to:

a. Take the medication with food to enhance absorption

b. Avoid taking the medication with grapefruit juice

c. Take the medication on an empty stomach for optimal effect

d. Take the medication with a glass of milk to reduce side effects

Rationale: Extensive first-pass metabolismmeans that a large portion of the

medication is metabolized by the liver before it reaches systemic circulation.

Taking the medication with grapefruit juice can inhibit the metabolism of the

medication, leading to increased blood levels and potential toxicity. Therefore,

the nurse should instruct the patient to avoid taking the medication with

grapefruit juice.

Medication Administration: Routes Techniques Safety

1. A nurse is preparing to administer a medication to a patient via the

intramuscular route. Which technique should the nurse use to ensure safe and

effective administration?

a. Administer the medication slowly to prevent discomfort for the patient

b. Use a 1-inch needle for all intramuscular injections

c. Massage the injection site after administering the medication

d. Select the ventrogluteal site for injection to avoid major blood vessels

Rationale: The correct answer is D. Selecting the ventrogluteal site for

intramuscular injections helps to avoid major blood vessels and reduces the

risk of injury to the patient. Using a 1-inch needle for all intramuscular
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injections is not appropriate as the length of the needle should be determined

based on the patient’s body size and the injection site. Administering the

medication slowly and massaging the injection site are not recommended

techniques for intramuscular injections.

2. A nurse is preparing to administer a medication to a patient via the

subcutaneous route. Which technique should the nurse use to ensure safe

and effective administration?

a. Pinch the skin and inject the medication at a 90-degree angle

b. Use a 25-gauge needle for all subcutaneous injections

c. Administer the medication into the deltoid muscle for faster absorption

d. Apply pressure to the injection site after administering the medication

Rationale: The correct answer is A. Pinching the skin and injecting the

medication at a 45 to 90-degree angle helps to ensure proper subcutaneous

administration. Using a 25-gauge needle for all subcutaneous injections is

not appropriate as the gauge of the needle should be determined based on

the viscosity of the medication and the patient’s body size. Administering

the medication into the deltoid muscle is not recommended for subcutaneous

injections. Applying pressure to the injection site after administering the

medication is not necessary for subcutaneous injections.

3. A nurse is preparing to administer a medication to a patient via the

intravenous route. Which safetymeasure should thenurseprioritize toprevent

complications during administration?

a. Use a tourniquet to locate a suitable vein for the injection

b. Administer the medication slowly to prevent adverse reactions

c. Flush the IV line with normal saline before and after medication adminis-

tration

d. Secure the IV catheter with tape to prevent dislodgement during adminis-

tration

Rationale: The correct answer is C. Flushing the IV line with normal saline
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before and after medication administration helps to maintain patency and

prevent complications such as occlusion and infection. Using a tourniquet

to locate a suitable vein for the injection is not recommended as it can

cause vein damage and increase the risk of infiltration. Administering the

medication slowly and securing the IV catheter with tape are important

measures, but flushing the IV line with normal saline is the priority for

preventing complications during intravenous medication administration.

Drug Classifications and Indications

1. A nurse is caring for a patient who has been prescribed a beta-blocker for the

treatment of hypertension. Which of the following is an appropriate indication

for the use of beta-blockers?

a. Treatment of bacterial infections

b. Management of asthma

c. Control of high blood pressure

d. Relief of pain

Rationale: The correct answer is C. Beta-blockers are commonly used to treat

high blood pressure by blocking the effects of adrenaline on the heart. They

are not used to treat bacterial infections, asthma, or pain.

2. A patient is prescribed a diuretic for the treatment of edema. Which of the

following is an appropriate indication for the use of diuretics?

a. Control of blood sugar levels

b. Reduction of fluid retention

c. Relief of anxiety

d. Management of depression

Rationale: The correct answer is B. Diuretics are used to reduce fluid retention

by increasing the production of urine. They are not used to control blood sugar

levels, relieve anxiety, or manage depression.
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3. A patient is prescribed a proton pump inhibitor (PPI) for the treatment

of gastroesophageal reflux disease (GERD). Which of the following is an

appropriate indication for the use of PPIs?

a. Relief of joint pain

b. Prevention of blood clots

c. Reduction of stomach acid production

d. Management of allergic reactions

Rationale: The correct answer is C. PPIs are used to reduce stomach acid

production and are commonly prescribed for the treatment of GERD. They are

not used to relieve joint pain, prevent blood clots, ormanage allergic reactions.

Analgesics and Pain Management Medications

1. A nurse is caring for a patient who has been prescribed acetaminophen for

pain management. The nurse should monitor the patient for which of the

following adverse effects of acetaminophen?

a. Hypertension

b. Liver toxicity

c. Respiratory depression

d. Gastrointestinal bleeding

Rationale: The correct answer is b. Liver toxicity. Acetaminophen can cause

liver damage if taken in high doses or for a prolonged period of time. It

is important for the nurse to monitor the patient’s liver function tests and

educate the patient about the potential risks of acetaminophen.

2. A patient is receiving morphine sulfate for pain management. The

nurse should assess the patient for which of the following adverse effects

of morphine sulfate?

a. Hypotension

b. Bradycardia
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c. Hyperglycemia

d. Respiratory depression

Rationale: The correct answer is d. Respiratory depression. Morphine sulfate

is an opioid analgesic that can cause respiratory depression, especially in

patients who are opioid-naive or receiving high doses. The nurse should

monitor the patient’s respiratory rate and depth and be prepared to administer

naloxone if necessary.

3. A nurse is caring for a patient who is receiving a fentanyl patch for chronic

pain. The nurse should instruct the patient to avoid which of the following

activities while using the fentanyl patch?

a. Driving

b. Swimming

c. Exercising

d. Eating spicy foods

Rationale: The correct answer is a. Driving. Fentanyl can cause drowsiness

and impair the patient’s ability to operate a vehicle or heavy machinery. The

nurse should educate the patient about the potential side effects of fentanyl

and advise them to avoid activities that require alertness while using the patch.

Cardiovascular Medications

1. A client with a history of hypertension is prescribed a calcium channel

blocker. The nurse should instruct the client to monitor for which of the

following adverse effects?

a. Bradycardia

b. Hypotension

c. Hyperkalemia

d. Tachycardia
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Rationale: The correct answer is b. Hypotension. Calcium channel blockers

work by relaxing the blood vessels, which can lead to a decrease in blood

pressure. Therefore, the client should be instructed to monitor for signs and

symptoms of hypotension, such as dizziness and lightheadedness.

2. A client is prescribed a beta-blocker for the management of angina. The

nurse should assess the client for which of the following potential adverse

effects?

a. Hypertension

b. Tachycardia

c. Bronchospasm

d. Hyperglycemia

Rationale: The correct answer is c. Bronchospasm. Beta-blockers can cause

bronchospasm in clients with a history of asthma or chronic obstructive

pulmonary disease (COPD). Therefore, the nurse should assess the client for

respiratory distress andmonitor for signs and symptoms of bronchospasm.

3. A client is prescribed a statin medication for the management of hyperlipi-

demia. The nurse should instruct the client to report which of the following

potential adverse effects?

a. Muscle pain

b. Dry cough

c. Bradycardia

d. Hypoglycemia

Rationale: The correct answer is a. Muscle pain. Statin medications can cause

muscle pain and weakness, which may be a sign of a serious condition called

rhabdomyolysis. Therefore, the client should be instructed to report any

muscle pain or weakness to their healthcare provider immediately.
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Respiratory Medications

1. A client with chronic obstructive pulmonary disease (COPD) is prescribed

albuterol (Proventil) as a rescue inhaler. The nurse should instruct the client

to use the medication:

a. Every 4-6 hours as needed for shortness of breath

b. Once daily in the morning

c. Only during an acute exacerbation of symptoms

d. Before bedtime to prevent nighttime symptoms

Rationale: The correct answer is a. Albuterol is a short-acting beta-agonist

bronchodilator used as a rescue inhaler for acute symptoms of COPD. It should

be used every 4-6 hours as needed for shortness of breath.

2. A client with asthma is prescribed a combination inhaler containing

fluticasone and salmeterol (Advair Diskus). The nurse should instruct the

client to:

a. Rinse their mouth with water after using the inhaler

b. Use the inhaler only during an asthma attack

c. Use the inhaler as a daily maintenance medication

d. Take the inhaler with food to prevent stomach upset

Rationale: The correct answer is c. Fluticasone and salmeterol are used

as a combination inhaler for daily maintenance of asthma symptoms. The

client should be instructed to use the inhaler as prescribed by their healthcare

provider for long-term control of their asthma.

3. A client with pneumonia is prescribed levofloxacin (Levaquin) as an

antibiotic. The nurse should monitor the client for which potential adverse

effect of this medication?

a. Hypoglycemia

b. Tinnitus
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c. Photosensitivity

d. Bradycardia

Rationale: The correct answer is c. Levofloxacin is afluoroquinolone antibiotic

that can cause photosensitivity as a potential adverse effect. The nurse should

educate the client to avoid prolonged sun exposure and use sunscreen while

taking this medication.

Gastrointestinal Medications

1. A client with peptic ulcer disease is prescribed ranitidine (Zantac) to

reduce gastric acid secretion. The nurse should instruct the client to take

the medication:

a) On an empty stomach

b) With meals

c) At bedtime

d) With antacids

Rationale: The correct answer is c) At bedtime. Ranitidine is a histamine-2

receptor antagonist thatworks bestwhen takenat bedtime to reducenighttime

gastric acid secretion and promote healing of the ulcer.

2. A client with gastroesophageal reflux disease (GERD) is prescribed omepra-

zole (Prilosec) to decrease gastric acid production. The nurse should monitor

the client for which potential adverse effect of this medication?

a) Constipation

b) Hypotension

c) Diarrhea

d) Hyperkalemia

Rationale: The correct answer is c) Diarrhea. Omeprazole is a proton pump

inhibitor that can cause diarrhea as a potential adverse effect. It works by
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decreasing gastric acid production and can disrupt the normal balance of gut

flora, leading to diarrhea.

3. A client with inflammatory bowel disease is prescribedmesalamine (Asacol)

to reduce inflammation in the gastrointestinal tract. The nurse should assess

the client for which potential adverse effect of this medication?

a) Hypertension

b) Hyperglycemia

c) Nausea and vomiting

d) Bradycardia

Rationale: The correct answer is c) Nausea and vomiting. Mesalamine

is a medication used to treat inflammatory bowel disease and can cause

gastrointestinal upset as apotential adverse effect. It is important for thenurse

to monitor the client for these symptoms and provide appropriate supportive

care.

Endocrine Medications

1. A client with diabetes mellitus is prescribed metformin. The nurse should

instruct the client to monitor for which of the following adverse effects of this

medication?

a. Hypoglycemia

b. Hyperglycemia

c. Lactic acidosis

d. Diabetic ketoacidosis

Rationale: The correct answer is c. Lactic acidosis. Metformin can cause lactic

acidosis, a rare but serious complication. The nurse should educate the client

to report any signs and symptoms of lactic acidosis, such as muscle pain,

weakness, and difficulty breathing.
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2. A client with hypothyroidism is prescribed levothyroxine. The nurse should

monitor the client for which of the following signs of medication overdose?

a. Bradycardia

b. Weight gain

c. Constipation

d. Insomnia

Rationale: The correct answer is d. Insomnia. An overdose of levothyroxine

can cause symptoms of hyperthyroidism, such as insomnia, tachycardia, and

weight loss. The nurse shouldmonitor the client for these signs and symptoms

and report them to the healthcare provider.

3. A clientwithhypercalcemia is prescribed calcitonin. Thenurse shouldassess

the client for which of the following therapeutic effects of this medication?

a. Increased serum calcium levels

b. Decreased bone resorption

c. Increased parathyroid hormone levels

d. Decreased urinary calcium excretion

Rationale: The correct answer is b. Decreased bone resorption. Calcitonin is a

hormone that inhibits bone resorption, leading to decreased serum calcium

levels. The nurse shouldmonitor the client for a decrease in serum calcium

levels as a therapeutic effect of the medication.

Renal and Urinary Medications

1. A client with chronic kidney disease is prescribed furosemide (Lasix) to

managefluidoverload. Thenurse shouldmonitor the client forwhichpotential

adverse effect of this medication?

a. Hypokalemia

b. Hyperkalemia

c. Hyponatremia
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d. Hypernatremia

Rationale: The correct answer is a. Furosemide is a loop diuretic that can cause

hypokalemia due to increased excretion of potassium in the urine. The nurse

should monitor the client’s potassium levels and provide potassium supple-

ments as needed to prevent complications such as cardiac dysrhythmias.

2. A client with a urinary tract infection is prescribed ciprofloxacin (Cipro).

The nurse should instruct the client to avoid consumingwhich of the following

while taking this medication?

a. Dairy products

b. Citrus fruits

c. Green leafy vegetables

d. Carbonated beverages

Rationale: The correct answer is a. Ciprofloxacin should not be taken with

dairy products, as they can decrease the absorption of the medication. The

nurse should advise the client to take the medication with a full glass of water

and to avoid consuming dairy products for at least 2 hours before or after

taking the medication.

3. A client with end-stage renal disease is prescribed sevelamer (Renagel) to

manage hyperphosphatemia. The nurse should monitor the client for which

potential adverse effect of this medication?

a. Hypocalcemia

b. Hypercalcemia

c. Hypomagnesemia

d. Hypermagnesemia

Rationale: The correct answer is a. Sevelamer is a phosphate binder that

can lower serum calcium levels, leading to hypocalcemia. The nurse should

monitor the client’s calcium levels andprovide calciumsupplements asneeded

to prevent complications such as muscle cramps and tetany.
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Neurological Medications

1. A client with Parkinson’s disease is prescribed levodopa/carbidopa. The

nurse should instruct the client to avoid which of the following foods while

taking this medication?

a) High-protein foods

b) Foods high in vitamin C

c) Foods high in potassium

d) Foods high in fiber

Rationale: The correct answer is a) High-protein foods. Levodopa competes

with amino acids for absorption in the small intestine, so consuming high-

protein foods can decrease the effectiveness of the medication.

2. A client with epilepsy is prescribed phenytoin. The nurse should monitor

the client for which of the following adverse effects of this medication?

a) Hypotension

b) Bradycardia

c) Gingival hyperplasia

d) Constipation

Rationale: The correct answer is c) Gingival hyperplasia. Phenytoin is known

to cause gingival hyperplasia, so the nurse should monitor the client for any

signs of gum overgrowth and provide oral hygiene education.

3. A client with multiple sclerosis is prescribed baclofen. The nurse should

assess the client for which of the following common side effects of this

medication?

a) Hypertension

b) Urinary retention

c) Diarrhea

d) Tachycardia
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Rationale: The correct answer is b) Urinary retention. Baclofen can cause

urinary retention, so the nurse should monitor the client for any signs of

difficulty urinating and provide education on the importance of maintaining

adequate fluid intake.

Psychotropic Medications

1. A client with a history of depression is prescribed fluoxetine (Prozac) for

treatment. Thenurse should instruct the client to reportwhichof the following

symptoms to the healthcare provider immediately?

a. Increased appetite

b. Insomnia

c. Suicidal thoughts

d. Dry mouth

Rationale: The correct answer is c. Suicidal thoughts. Fluoxetine is an

antidepressant medication and can increase the risk of suicidal thoughts or

behaviors, especially in the early stages of treatment. It is important for the

client to report any changes in mood or thoughts to the healthcare provider

immediately.

2. A client with schizophrenia is prescribed risperidone (Risperdal) for the

management of psychotic symptoms. The nurse should monitor the client for

which of the following adverse effects?

a. Weight loss

b. Hypertension

c. Extrapyramidal symptoms

d. Constipation

Rationale: The correct answer is c. Extrapyramidal symptoms. Risperidone is

an atypical antipsychoticmedication that can cause extrapyramidal symptoms

such as tremors, rigidity, and involuntary movements. It is important for the
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nurse to monitor the client for these adverse effects and report them to the

healthcare provider.

3. A client with bipolar disorder is prescribed lithium carbonate for mood

stabilization. The nurse should educate the client about which of the following

dietary restrictions while taking this medication?

a. Low-sodium diet

b. High-protein diet

c. Low-fat diet

d. High-fiber diet

Rationale: The correct answer is a. Low-sodium diet. Lithium can cause

sodium depletion, leading to lithium toxicity. It is important for the client

to maintain a consistent intake of sodium and to avoid excessive sodium

restriction while taking this medication.

Title: Anti-Infectives

1. A client with a urinary tract infection is prescribed ciprofloxacin. The nurse

should instruct the client to avoid consuming which of the following while

taking this medication?

a) Dairy products

b) Citrus fruits

c) Green leafy vegetables

d) Whole grains

Rationale: The correct answer is a) Dairy products. Ciprofloxacin should

not be taken with dairy products as they can decrease the absorption of

the medication. It is important for the nurse to educate the client on the

importance of taking the medication as prescribed to ensure its effectiveness.

2. A client is receiving intravenous vancomycin for a severe bacterial infection.

The nurse should monitor the client for which of the following adverse

reactions?
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a) Hypotension

b) Hyperglycemia

c) Tachycardia

d) Hypokalemia

Rationale: The correct answer is a) Hypotension. Vancomycin can cause

hypotension as an adverse reaction, especially if it is administered too quickly.

The nurse should monitor the client’s blood pressure closely during the

infusion and be prepared to slow or stop the infusion if hypotension occurs.

3. A client is prescribed azithromycin for a respiratory infection. The nurse

should assess the client for which of the following potential adverse effects of

this medication?

a) Ototoxicity

b) Nephrotoxicity

c) Cardiotoxicity

d) Hepatotoxicity

Rationale: The correct answer is d) Hepatotoxicity. Azithromycin can cause

hepatotoxicity as an adverse effect, so the nurse should monitor the client

for signs and symptoms of liver dysfunction, such as jaundice, dark urine,

and abdominal pain. It is important for the nurse to educate the client on the

importance of reporting any new or worsening symptoms while taking the

medication.

Oncology Medications

1. A patient with breast cancer is receiving chemotherapy with doxorubicin.

The nurse should monitor the patient for which potential adverse effect of

this medication?

a) Nausea and vomiting

b) Cardiotoxicity
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c) Peripheral neuropathy

d) Bonemarrow suppression

Rationale: The correct answer is b) Cardiotoxicity. Doxorubicin is known to

cause cardiotoxicity, so the nurse should monitor the patient for signs and

symptoms of heart failure, such as dyspnea, edema, and fatigue.

2. A patient with lung cancer is receiving cisplatin as part of their chemother-

apy regimen. The nurse should instruct the patient to report which potential

adverse effect of this medication?

a) Hair loss

b) Nausea and vomiting

c) Diarrhea

d) Ototoxicity

Rationale: The correct answer is d) Ototoxicity. Cisplatin is known to cause

ototoxicity, so the nurse should instruct the patient to report any changes in

hearing or ringing in the ears.

3. Apatientwith leukemia is receivingmethotrexate aspart of their chemother-

apy regimen. Thenurse shouldmonitor thepatient forwhichpotential adverse

effect of this medication?

a) Hepatotoxicity

b) Renal toxicity

c) Pulmonary toxicity

d) Mucositis

Rationale: The correct answer is a) Hepatotoxicity. Methotrexate is known to

cause hepatotoxicity, so the nurse should monitor the patient’s liver function

tests and assess for signs and symptoms of liver dysfunction.
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Immunosuppressants and Anti-Inflammatory Agents

1. A patient with rheumatoid arthritis is prescribed a corticosteroid to manage

inflammation. The nurse should instruct the patient to monitor for which of

the following adverse effects of corticosteroid therapy?

a. Hypertension

b. Hyperglycemia

c. Bradycardia

d. Hypokalemia

Rationale: The correct answer is b. Hyperglycemia. Corticosteroids can cause

an increase in blood glucose levels, leading to hyperglycemia. Patients should

be educated on the signs and symptoms of hyperglycemia and instructed to

monitor their blood glucose levels regularly.

2. A patient with a kidney transplant is prescribed an immunosuppressant

medication to prevent rejection of the transplanted organ. The nurse should

monitor the patient for which of the following adverse effects of immunosup-

pressant therapy?

a. Hypotension

b. Hyperkalemia

c. Leukopenia

d. Hypoglycemia

Rationale: The correct answer is c. Leukopenia. Immunosuppressant

medications can suppress the immune system, leading to a decrease in white

blood cell count and an increased risk of infection. The nurse should monitor

the patient for signs and symptoms of infection and educate the patient on

the importance of infection prevention.

3. A patient with systemic lupus erythematosus is prescribed a nonsteroidal

anti-inflammatory drug (NSAID) tomanage joint pain and inflammation. The

116



ADDITIONAL REVIEW QUESTIONS

nurse should assess the patient for which of the following potential adverse

effects of NSAID therapy?

a. Hypokalemia

b. Gastric ulcers

c. Hypernatremia

d. Bradycardia

Rationale: The correct answer is b. Gastric ulcers. NSAIDs can cause irritation

and damage to the lining of the stomach, leading to the development of gastric

ulcers. The nurse should educate the patient on the signs and symptoms of

gastric ulcers and instruct the patient to take the medication with food to

minimize gastric irritation.

Dermatological Medications

1. A client with psoriasis is prescribed topical corticosteroids. Which of the

following instructions should the nurse provide to the client regarding the

use of this medication?

a. Apply a thick layer of the medication to the affected area

b. Use the medication only once a day to avoid skin thinning

c. Avoid using the medication on the face and groin area

d. Discontinue the medication if the symptoms improve

Rationale: The correct answer is c. Topical corticosteroids should not be used

on the face and groin area as these areas are more sensitive and prone to skin

thinning. The client shouldbe instructed to apply a thin layer of themedication

to the affected area and to follow the prescribed frequency of use.

2. A client with acne is prescribed isotretinoin. Which of the following

assessments should the nurse prioritize before the client starts taking this

medication?

a. Liver function tests

117



NCLEX RN REVIEW SIMPLIFIED BONUS MATERIAL

b. Blood glucose levels

c. Renal function tests

d. Complete blood count

Rationale: The correct answer is a. Isotretinoin can cause hepatotoxicity, so it

is important to assess the client’s liver function before starting themedication.

The other assessments are important as well, but liver function tests should

be prioritized.

3. A client with eczema is prescribed a topical calcineurin inhibitor. Which of

the following instructions should the nurse provide to the client regarding the

use of this medication?

a. Apply the medication to the affected area and cover it with a bandage

b. Use the medication only when the symptoms are severe

c. Avoid prolonged sun exposure while using the medication

d. Discontinue the medication if there is no improvement after a week

Rationale: The correct answer is c. Topical calcineurin inhibitors can increase

the risk of skin cancer, so the client should be instructed to avoid prolonged

sun exposure while using the medication. The client should also be advised to

use the medication as prescribed and not to discontinue it without consulting

the healthcare provider.

Ophthalmic and Otic Medications

1. A client is prescribed ophthalmic medication for glaucoma. Which of the

following instructions should the nurse provide to the client regarding the

administration of the medication?

a. “Apply the medication directly onto the cornea.”

b. “Administer the medication into the conjunctival sac.”

c. “Rub the medication onto the eyelids.”

d. “Instill the medication into the lacrimal gland.”
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Rationale: The correct answer is b. “Administer the medication into the con-

junctival sac.” Ophthalmic medications for glaucoma should be administered

into the conjunctival sac to ensure proper absorption and effectiveness.

2. A client is prescribed otic medication for an ear infection. Which of

the following nursing interventions is appropriate when administering the

medication?

a. Pull the earlobe down and back for an adult client.

b. Pull the earlobe up and back for a child client.

c. Administer the medication directly onto the eardrum.

d. Use a cotton swab to clean the ear canal before administering the

medication.

Rationale: The correct answer is a. “Pull the earlobe down and back for

an adult client.” This technique helps straighten the ear canal for proper

administration of the otic medication.

3. A client is prescribed ophthalmic medication for conjunctivitis. Which

of the following nursing assessments is essential before administering the

medication?

a. Visual acuity test.

b. Pupil dilation test.

c. Intraocular pressure measurement.

d. Eye color examination.

Rationale: The correct answer is a. “Visual acuity test.” Before administering

ophthalmic medication, it is essential to assess the client’s visual acuity to

establish a baseline andmonitor for any changes in vision.

119



NCLEX RN REVIEW SIMPLIFIED BONUS MATERIAL

Women’s Health Medications

1. A 35-year-old female client is prescribed oral contraceptives for birth

control. The nurse should educate the client about the potential side effects of

the medication, including:

a. Weight loss and increased appetite

b. Increased risk of blood clots

c. Decreased risk of breast cancer

d. Improved bone density

Rationale: The correct answer is b. Increased risk of blood clots. Oral

contraceptives can increase the risk of blood clots, especially in women who

smoke or have other risk factors such as a history of blood clots or certain

medical conditions.

2. A 28-year-old female client is prescribed a hormone replacement therapy

(HRT) for menopausal symptoms. The nurse should monitor the client for

which potential adverse effect of HRT?

a. Decreased risk of osteoporosis

b. Increased risk of breast cancer

c. Improvedmood and energy levels

d. Decreased risk of cardiovascular disease

Rationale: The correct answer is b. Increased risk of breast cancer. HRT has

been associated with an increased risk of breast cancer, and it is important

for the nurse to monitor the client for any signs or symptoms of breast cancer

while on this medication.

3. A 45-year-old female client is prescribed a bisphosphonate medication for

the treatment of osteoporosis. The nurse should instruct the client to take the

medication:

a. With a full glass of milk
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b. On an empty stomach

c. With a meal and a full glass of water

d. At bedtime

Rationale: The correct answer is c. With a meal and a full glass of water.

Bisphosphonate medications should be taken with a meal and a full glass

of water to help prevent irritation of the esophagus and to ensure proper

absorption of the medication.

Pediatric Medications

1. A 5-year-old child is prescribed amoxicillin for a bacterial infection. The

nurse should instruct the parents to administer the medication:

a. With a small amount of juice to mask the taste

b. With a full glass of water to ensure proper absorption

c. With food to minimize gastrointestinal upset

d. On an empty stomach for maximum effectiveness

Rationale: The correct answer is C. Administering amoxicillin with food can

help minimize gastrointestinal upset, which is a common side effect of the

medication in children.

2. A 3-year-old child is prescribed acetaminophen for a fever. The nurse

should advise the parents to:

a. Administer the medication every 4-6 hours as needed

b. Administer the medication every 2-4 hours as needed

c. Administer the medication every 8-12 hours as needed

d. Administer the medication every 24 hours as needed

Rationale: The correct answer is A. Acetaminophen should be administered

every 4-6 hours as needed for fever in children, with amaximum of 5 doses in

24 hours.
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3. A 10-year-old child is prescribed a metered-dose inhaler (MDI) for asthma.

The nurse should teach the child and parents to:

a. Inhale deeply and hold their breath for 10 seconds after each puff

b. Exhale forcefully before using the inhaler

c. Shake the inhaler vigorously before each use

d. Use the inhaler only when experiencing severe symptoms

Rationale: The correct answer is A. Inhaling deeply and holding the breath for

10 seconds after each puff helps ensure proper delivery of the medication to

the lungs in children using a metered-dose inhaler for asthma.

Geriatric Medications

1. A 78-year-old patient is prescribed a newmedication for hypertension. The

nurse should prioritize which action before administering the medication?

a. Assessing the patient’s blood pressure

b. Reviewing the patient’s medication history

c. Checking the patient’s heart rate

d. Asking the patient about any allergies

Rationale: The correct answer is b. Reviewing the patient’smedication history.

In geriatric patients, it is important to review their medication history to

identify any potential drug interactions or contraindications. This can help

prevent adverse reactions and ensure the safety of the patient.

2. An 85-year-old patient is prescribed a new pain medication for chronic

arthritis. Which factor should the nurse consider when administering the

medication?

a. The patient’s ability to swallow pills

b. The patient’s weight

c. The patient’s level of pain

d. The patient’s dietary restrictions
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Rationale: The correct answer is a. The patient’s ability to swallow pills.

Geriatric patients may have difficulty swallowing pills due to age-related

changes in their swallowing mechanism. It is important for the nurse to

consider alternative forms of medication administration, such as liquid

or crushed pills, to ensure the patient can take the medication safely and

effectively.

3. A70-year-oldpatient is prescribedanewmedication fordiabetes. Thenurse

should educate the patient aboutwhich potential side effect of themedication?

a. Hypoglycemia

b. Hypertension

c. Hyperkalemia

d. Constipation

Rationale: The correct answer is a. Hypoglycemia. Geriatric patients are at

increased risk for hypoglycemia due to age-related changes in metabolism

and decreased renal function. It is important for the nurse to educate the

patient about the signs and symptoms of hypoglycemia and how to manage it

effectively to prevent complications.

Emergency Medications

1. A patient presents to the emergency department with a severe allergic

reaction. The nurse anticipates administering which medication as the first-

line treatment for anaphylaxis?

a) Epinephrine

b) Diphenhydramine

c) Albuterol

d) Prednisone

Rationale: The correct answer is a) Epinephrine. Epinephrine is the first-line

treatment for anaphylaxis as it acts quickly to reverse the symptoms of an
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allergic reaction, including airway constriction and hypotension.

2. A patient with a history of heart failure presents to the emergency

department with acute shortness of breath and pulmonary edema. The

nurse anticipates administering whichmedication to improve the patient’s

respiratory status?

a) Furosemide

b) Nitroglycerin

c) Metoprolol

d) Digoxin

Rationale: The correct answer is a) Furosemide. Furosemide is a loop diuretic

that helps to reduce fluid overload and improve respiratory status in patients

with pulmonary edema.

3. A patient is experiencing a hypertensive emergency with a blood pressure

of 220/120 mmHg. The nurse anticipates administering which medication to

rapidly lower the patient’s blood pressure?

a) Nitroprusside

b) Amlodipine

c) Lisinopril

d) Metoprolol

Rationale: The correct answer is a) Nitroprusside. Nitroprusside is a potent

vasodilator that can rapidly lower blood pressure in hypertensive emergencies.

It is often used in critical care settings for this purpose.

Herbal Supplements and Alternative Therapies

1. A clientwith hypertension is taking prescriptionmedication tomanage their

blood pressure. They express interest in trying herbal supplements to help

lower their blood pressure. What is the nurse’s best response?
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a. “Herbal supplements are safe and effective for managing hypertension,

so it’s worth trying.”

b. “It’s important to consult with your healthcare provider before starting

any herbal supplements, as they can interact with your prescription medica-

tion.”

c. “You should stop taking your prescriptionmedication and switch toherbal

supplements for managing your blood pressure.”

d. “Herbal supplements are not effective for managing hypertension, so it’s

best to stick with your prescription medication.”

Rationale: The correct answer is B. It is important for the client to consult with

their healthcare provider before starting any herbal supplements, as they can

interact with prescription medication and potentially cause adverse effects.

2. A client with chronic pain is interested in trying acupuncture as an

alternative therapy. What information should the nurse provide to the client

about acupuncture?

a. Acupuncture involves the use of herbal supplements to manage pain.

b. Acupuncture is a form of massage therapy that can help relieve pain.

c. Acupuncture involves the insertion of thin needles into specific points on

the body to help alleviate pain.

d. Acupuncture is not effective for managing chronic pain and should be

avoided.

Rationale: The correct answer is C. Acupuncture involves the insertion of thin

needles into specific points on the body to help alleviate pain. It is important

for thenurse to provide accurate information to the client about the alternative

therapy they are interested in.

3. A client is taking warfarin for anticoagulation and is interested in trying

a natural remedy to improve their overall health. What herbal supplement

should the nurse caution the client about due to its potential interaction with

warfarin?
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a. Garlic

b. Echinacea

c. Ginkgo biloba

d. St. John’s wort

Rationale: The correct answer is C. Ginkgo biloba is known to interact with

warfarin and can increase the risk of bleeding. The nurse should caution the

client about the potential interaction and advise them to consult with their

healthcare provider before starting any herbal supplements.

Medication Calculations and Dosage Determinations

1. A patient is prescribed to receive 500mg of a medication. Themedication

is available in a vial containing 250mg/mL. Howmanymilliliters should the

nurse administer to the patient?

Rationale: To solve this problem, the nurse can use the formula: Desired

dose/Available dose = Volume to administer. In this case, the desired dose is

500mg and the available dose is 250mg/mL. Therefore, 500mg/250mg/mL

= 2mL. The nurse should administer 2 mL of the medication to the patient.

2. A child weighs 22 pounds and is prescribed to receive a medication at a

dosage of 10 mg/kg/day. Themedication is available in a suspension with a

concentration of 5 mg/mL. Howmanymilliliters should the nurse administer

to the child in a single dose?

Rationale: To calculate the dosage for the child, the nurse should first convert

the child’s weight from pounds to kilograms. 22 pounds is approximately 10

kg. Then, the nurse can calculate the total daily dosage by multiplying the

child’s weight by the prescribed dosage: 10 mg/kg/day x 10 kg = 100mg/day.

Since the medication is available in a concentration of 5 mg/mL, the nurse

should administer 20mL (100mg/5 mg/mL) in a single dose.
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3. A patient is prescribed to receive 0.25 mg of a medication. The medication

is available in a vial containing 0.5 mg/mL. Howmanymilliliters should the

nurse administer to the patient?

Rationale: To determine the volume to administer, the nurse can use the

formula: Desired dose/Available dose = Volume to administer. In this case,

the desired dose is 0.25 mg and the available dose is 0.5 mg/mL. Therefore,

0.25 mg/0.5 mg/mL = 0.5 mL. The nurse should administer 0.5 mL of the

medication to the patient.

Adverse Drug Reactions and Side Effects

1. A nurse is caring for a patient who has been prescribed a newmedication.

The patient reports feeling dizzy and lightheaded after taking the medication.

What is the nurse’s priority action?

a. Administer the medication as scheduled

b. Withhold the medication and notify the healthcare provider

c. Reassure the patient that these are common side effects

d. Encourage the patient to drink more water

Rationale: The correct answer is b. Withhold the medication and notify the

healthcareprovider. Thepatient’s symptomsofdizziness and lightheadedness

may indicate an adverse drug reaction, and it is important for the nurse

to withhold the medication and notify the healthcare provider for further

evaluation andmanagement.

2. A patient is receiving a medication known to cause photosensitivity. What

teaching should the nurse provide to the patient?

a. Avoid direct sunlight and wear sunscreen

b. Increase intake of vitamin D-rich foods

c. Use tanning beds to build tolerance to sunlight

d. Apply moisturizer with SPF 15 before going outside

127



NCLEX RN REVIEW SIMPLIFIED BONUS MATERIAL

Rationale: The correct answer is a. Avoid direct sunlight and wear sunscreen.

Patients taking medications that cause photosensitivity should be advised to

avoid direct sunlight andwear sunscreen to prevent skin damage and sunburn.

3. A patient is prescribed a medication known to cause gastrointestinal upset.

What nursing intervention can help minimize this side effect?

a. Administer the medication on an empty stomach

b. Encourage the patient to take the medication with a full glass of water

c. Provide the patient with antacid to take with the medication

d. Administer the medication with a high-fat meal

Rationale: The correct answer is b. Encourage the patient to take the

medicationwith a full glass of water. Taking themedicationwith a full glass of

water can helpminimize gastrointestinal upset by ensuring proper absorption

and dilution of the medication in the stomach.

Medication Teaching and Compliance

1. A nurse is providing medication teaching to a patient who has been

prescribed a newmedication for hypertension. The patient asks the nurse why

it is important to take the medication at the same time every day. Which of

the following responses by the nurse is most appropriate?

a. “Taking the medication at the same time every day helps to ensure that

you remember to take it.”

b. “Consistent timing of medication administration helps to maintain a

steady level of themedication in your body, which is important for controlling

your blood pressure.”

c. “Taking the medication at the same time every day is a recommendation

from the manufacturer, so it is important to follow their instructions.”

d. “It is not necessary to take the medication at the same time every day, as

long as you take it once a day.”
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Rationale: The correct answer is B. Consistent timing of medication adminis-

tration helps tomaintain a steady level of themedication in the body, which is

important for controlling blood pressure. This is important for the patient to

understand in order to achieve optimal therapeutic effects of the medication.

2. A patient with diabetes is prescribed insulin injections and is being taught

about proper injection technique. Which of the following statements by the

patient indicates a need for further teaching?

a. “I will rotate injection sites to prevent tissue damage.”

b. “I will inject the insulin into the same spot every time to ensure it is

effective.”

c. “I will make sure to properly dispose of used needles in a sharps

container.”

d. “I will check the insulin expiration date before using it.”

Rationale: The correct answer is B. “I will inject the insulin into the same

spot every time to ensure it is effective.” This statement indicates a need for

further teaching, as injecting insulin into the same spot every time can lead to

tissue damage and affect the effectiveness of the medication.

3. A patient is prescribed a new medication and expresses concerns about

potential side effects. Which of the following actions by the nurse is most

appropriate?

a. Reassure the patient that side effects are rare and not to worry about

them.

b. Provide the patient with written information about the medication and

its potential side effects.

c. Tell the patient to stop taking the medication if they experience any side

effects and notify their healthcare provider.

d. Advise the patient to research the medication online to learn more about

potential side effects.

Rationale: The correct answer is B. Providing the patient with written
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information about the medication and its potential side effects is the most

appropriate action. This allows the patient to have access to accurate

information and be aware of potential side effects while taking themedication.

Pediatric Nursing: Growth and Developmental Stages

1. Question: A 2-year-old child is brought to the clinic for a well-child visit.

The nursemeasures the child’s height andweight and plots themeasurements

on a growth chart. The nurse should expect the child’s growth to follow which

pattern?

a. Rapid growth in height and weight

b. Steady growth in height and weight

c. Slower growth in height and weight

d. Erratic growth in height and weight

Rationale: The correct answer is c. Slower growth inheight andweight. During

the toddler years, growth slows down compared to the rapid growth seen in

infancy. This is a normal part of the developmental stage for a 2-year-old

child.

2. Question: A 5-year-old child is admitted to the pediatric unit for a

tonsillectomy. The nurse should plan to provide which type of play activities

for the child?

a. Parallel play

b. Cooperative play

c. Solitary play

d. Associative play

Rationale: The correct answer is c. Solitary play. According to Piaget’s

theory of cognitive development, children in the preoperational stage (ages

2-7) engage in solitary play, where they play alone and are not yet ready for

cooperative or associative play.
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3. Question: A 12-year-old girl is seen in the clinic for a routine physical exam.

The nurse should expect the girl to be inwhich stage of development according

to Erikson’s psychosocial theory?

a. Initiative vs. Guilt

b. Industry vs. Inferiority

c. Identity vs. Role Confusion

d. Intimacy vs. Isolation

Rationale: The correct answer is b. Industry vs. Inferiority. According to

Erikson’s theory, children in the school-age years (6-12 years old) are in the

stage of industry vs. inferiority, where they are focused on developing a sense

of competence andmastery in their activities and tasks.

Pediatric Assessment Techniques

1. A nurse is assessing a 4-year-old child who is brought to the clinic for a

routine check-up. Which assessment technique is most appropriate for the

nurse to use when assessing the child’s respiratory rate?

a) Counting the child’s breaths for 30 seconds andmultiplying by 2

b) Using a pulse oximeter to measure the child’s oxygen saturation

c) Observing the rise and fall of the child’s chest for one minute

d) Asking the child to take deep breaths and counting the breaths

Rationale: The correct answer is c. When assessing a young child’s respiratory

rate, it is best to observe the rise and fall of the chest for one minute to get an

accurate measurement. Counting breaths for 30 seconds andmultiplying by 2

may not capture any irregularities in the child’s breathing pattern. Using a

pulse oximeter measures oxygen saturation, not respiratory rate. Asking the

child to take deep breaths may not provide an accurate measurement.

2. A nurse is performing a head-to-toe assessment on a 6-month-old infant.

Which assessment technique is most appropriate for the nurse to use when
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assessing the infant’s fontanelles?

a) Palpating the anterior fontanelle for firmness

b) Observing the posterior fontanelle for pulsations

c) Measuring the circumference of the infant’s head

d) Pressing on the fontanelles to check for bulging

Rationale: The correct answer is a. When assessing an infant’s fontanelles,

it is best to palpate the anterior fontanelle for firmness. The posterior

fontanelle should be closed by this age, so observing it for pulsations is not

necessary. Measuring the circumference of the head is important, but it does

not specifically assess the fontanelles. Pressing on the fontanelles to check

for bulging is not recommended as it can cause harm to the infant.

3. A nurse is assessing a 2-year-old child’s developmental milestones during

a well-child visit. Which assessment technique is most appropriate for the

nurse to use when assessing the child’s finemotor skills?

a) Asking the child to stack blocks

b) Observing the child’s ability to walk

c) Checking the child’s ability to draw a circle

d) Measuring the child’s head circumference

Rationale: The correct answer is c. When assessing a 2-year-old child’s

fine motor skills, it is best to check the child’s ability to draw a circle.

This demonstrates the child’s ability to use small muscles and hand-eye

coordination. Stacking blocks and walking are gross motor skills, not

fine motor skills. Measuring head circumference is important for growth

assessment, but it does not specifically assess finemotor skills.

Common Pediatric Medical Conditions

1. A 4-year-old child is brought to the emergency department with a high

fever, irritability, and a rash that started on the face and spread to the trunk
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and extremities. The nurse suspects the child may have measles. Which of the

following interventions is most appropriate for the nurse to implement?

a. Isolate the child in a negative pressure room

b. Administer acetaminophen for fever reduction

c. Administer the measles, mumps, and rubella (MMR) vaccine

d. Initiate contact precautions and administer antibiotics

Rationale: The correct answer is c. Administer the measles, mumps, and

rubella (MMR) vaccine. Measles is a highly contagious viral infection that

can be prevented with the MMR vaccine. Isolating the child in a negative

pressure room and administering antibiotics are not indicated for measles.

Acetaminophen can be given for fever reduction, but the priority intervention

is to administer the MMR vaccine to prevent the spread of the disease.

2. A 6-month-old infant is diagnosed with bronchiolitis. The nurse is

providing education to the parents about the condition. Which of the following

statements by the parents indicates a need for further teaching?

a. “We should keep our baby well-hydrated by offering frequent small

feedings.”

b. “We should avoid exposing our baby to cigarette smoke and other

respiratory irritants.”

c. “We can give our baby over-the-counter cough and cold medications to

help with symptoms.”

d. “We should monitor our baby’s breathing and seek medical attention if it

becomes rapid or labored.”

Rationale: The correct answer is c. “We can give our baby over-the-counter

coughand coldmedications tohelpwith symptoms.” Over-the-counter cough

and coldmedications are not recommended for infants with bronchiolitis. The

other statements are accurate and indicate understanding of the condition

and its management.

3. A 10-year-old child with a history of asthma is brought to the clinic
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with complaints of coughing, wheezing, and shortness of breath. The nurse

assesses the child and notes the presence of intercostal retractions and

decreased breath sounds. Which of the following actions should the nurse

prioritize?

a. Administer a bronchodilator medication

b. Initiate oxygen therapy

c. Administer a corticosteroid medication

d. Prepare for endotracheal intubation

Rationale: The correct answer is b. Initiate oxygen therapy. The child

is exhibiting signs of respiratory distress, and the priority intervention

is to ensure adequate oxygenation. Administering a bronchodilator and

corticosteroid medicationmay also be necessary, but oxygen therapy takes

precedence. Endotracheal intubationmay be required if the child’s respiratory

status does not improve with oxygen therapy andmedication administration.

Pediatric Surgical Care

1. A 5-year-old child is scheduled for a tonsillectomy. The nurse should

instruct the parents to watch for which of the following signs of postoperative

complications?

a) Increased appetite

b) Frequent swallowing

c) Decreased pain

d) Persistent cough

Rationale: The correct answer is d) Persistent cough. After a tonsillectomy, a

persistent cough could indicate bleeding, which is a potential complication.

The nurse should educate the parents tomonitor for this sign and seekmedical

attention if it occurs.

2. A 3-year-old child is scheduled for an inguinal hernia repair. The nurse
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should prioritize which of the following interventions in the preoperative

period?

a) Administering preoperative medications

b) Explaining the surgical procedure to the child

c) Allowing the child to play with toys in the waiting area

d) Ensuring the child has an empty bladder before surgery

Rationale: The correct answer is d) Ensuring the child has an empty bladder

before surgery. It is important to ensure the child has an empty bladder

before surgery to prevent complications during the procedure. Administering

preoperative medications and explaining the procedure can be done after

ensuring the child’s bladder is empty.

3. A 7-year-old child is recovering from appendectomy surgery. The nurse

should assess for which of the following signs of postoperative complications?

a) Increased bowel sounds

b) Decreased pain at the incision site

c) Abdominal distention

d) Increased appetite

Rationale: The correct answer is c) Abdominal distention. Abdominal dis-

tention can indicate complications such as ileus or bowel obstruction after

appendectomy surgery. The nurse should monitor for this sign and report it

to the healthcare provider if it occurs.

Pediatric Medication Administration

1. A 4-year-old child is prescribed amoxicillin for an ear infection. The nurse

is preparing to administer the medication and notices that the dose is 250mg.

The nurse should:

a. Administer the medication as prescribed

b. Consult with the healthcare provider to confirm the dose
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c. Administer a lower dose to account for the child’s age and weight

d. Withhold the medication and notify the healthcare provider

Rationale: The correct answer is B. It is important to consult with the

healthcare provider to confirm the dose of medication for pediatric patients,

as dosages are often based on the child’s weight and age. Administering the

medication without confirming the dose could result in an incorrect dosage

and potential harm to the child.

2. A 6-month-old infant is prescribed acetaminophen for a fever. The nurse

should:

a. Administer the medication in a small amount of formula

b. Administer the medication using a dropper or oral syringe

c. Administer the medication as a suppository

d. Withhold the medication and notify the healthcare provider

Rationale: The correct answer is B. Infants should receive medication using a

dropper or oral syringe to ensure accurate dosing and to prevent aspiration.

Administering the medication in formula or as a suppository may not provide

accurate dosing and could lead to ineffective treatment or potential harm to

the infant.

3. A 10-year-old child is prescribed amedication that is only available in tablet

form. The nurse should:

a. Crush the tablet andmix it with food or drink

b. Administer the tablet as prescribed

c. Consult with the healthcare provider to request a different form of the

medication

d. Withhold the medication and notify the healthcare provider

Rationale: The correct answer is C. It is important to consult with the

healthcare provider to request a different form of the medication if it is not

available in a suitable form for pediatric patients. Crushing tablets andmixing
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themwith food or drink can alter the medication’s effectiveness andmay not

be safe for the child.

Pediatric Pain Assessment and Management

1. A 5-year-old child is admitted to the pediatric unit with complaints of

abdominal pain. The nurse assesses the child’s pain using the FLACC scale

and obtains a score of 6. What is the appropriate nursing intervention based

on this assessment?

a. Administer acetaminophen as ordered

b. Reassess the child’s pain in 30minutes

c. Apply a heating pad to the child’s abdomen

d. Encourage the child to take deep breaths

Rationale: The FLACC scale is a pain assessment tool commonly used in

pediatric patients who are unable to self-report their pain. A score of 6

indicates moderate pain, so the appropriate nursing intervention would be to

administer acetaminophen as ordered to help manage the child’s pain.

2. A 10-year-old child is scheduled for a minor surgical procedure and is

anxious about experiencing pain during the procedure. What is the most

appropriate nursing intervention to help alleviate the child’s anxiety and

manage their pain?

a. Administer a sedative medication to help the child relax

b. Provide age-appropriate education about the procedure and painman-

agement

c. Encourage the child to practice deep breathing exercises

d. Apply a topical anesthetic to the site of the procedure

Rationale: Providing age-appropriate education about the procedure and pain

management is the most appropriate nursing intervention to help alleviate

the child’s anxiety and manage their pain. This will help the child feel
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more informed and empowered, which can reduce anxiety and improve pain

management.

3. A 3-year-old child is admitted to the pediatric unit with a fractured arm.

The child is crying and appears to be in distress. What is the most appropriate

nursing intervention to assess andmanage the child’s pain?

a. Use the Wong-Baker FACES scale to assess the child’s pain

b. Administer a non-pharmacological pain management intervention, such

as distraction or guided imagery

c. Administer a pain medication as ordered

d. Encourage the child to take deep breaths to help manage their pain

Rationale: The most appropriate nursing intervention to assess andmanage

the child’s pain would be to use the Wong-Baker FACES scale to assess the

child’s pain and then administer a pain medication as ordered to help manage

the child’s distress from the fractured arm. Non-pharmacological pain

management interventions can also be used in conjunction with medication

to provide holistic pain management for the child.

Immunizations and Preventive Care

1. A 2-month-old infant is due for their first round of immunizations. The

nurse should administer which of the following vaccines to the infant?

a) MMR

b) Hepatitis B

c) Varicella

d) Influenza

Rationale: The correct answer is b) Hepatitis B. The Hepatitis B vaccine is

typically given to infants at birth and again at 1-2months of age. TheMMR

vaccine is given at 12-15 months, Varicella at 12-15 months, and Influenza at

6 months and annually thereafter.

138



ADDITIONAL REVIEW QUESTIONS

2. A 45-year-old female patient with a family history of breast cancer is

scheduled for a preventive care visit. The nurse should prioritize which of the

following screenings for the patient?

a) Colonoscopy

b) Mammogram

c) Prostate-specific antigen (PSA) test

d) Pap smear

Rationale: The correct answer is b) Mammogram. Given the patient’s family

history of breast cancer, a mammogram is the most appropriate screening to

prioritize. Colonoscopy is recommended for colorectal cancer screening, PSA

test for prostate cancer screening, and Pap smear for cervical cancer screening.

3. A 65-year-old male patient with a history of smoking is due for preventive

care. The nurse should recommend which of the following screenings for the

patient?

a) Bone density scan

b) Prostate-specific antigen (PSA) test

c) Colonoscopy

d) Lung cancer screening with low-dose CT scan

Rationale: The correct answer is d) Lung cancer screening with low-dose

CT scan. Given the patient’s history of smoking, lung cancer screening with

low-dose CT scan is recommended for individuals aged 55-80 with a history

of smoking. Bone density scan is recommended for osteoporosis screening,

PSA test for prostate cancer screening, and colonoscopy for colorectal cancer

screening.

Pediatric Nutrition and Feeding Issues

1. A 2-year-old child is brought to the clinic for a well-child visit. The child’s

mother reports that the child is a picky eater and often refuses to eat certain

139



NCLEX RN REVIEW SIMPLIFIED BONUS MATERIAL

foods. Which of the following is the most appropriate nursing intervention

for this child?

a. Encourage the mother to force the child to eat all the foods on their plate

b. Suggest offering the child a variety of healthy foods and allowing them to

choose what they want to eat

c. Advise the mother to give the child a multivitamin to make up for any

nutritional deficiencies

d. Recommend putting the child on a strict diet to encourage them to eat

more

Rationale: The correct answer is B. It is important to encourage the child to

have a variety of healthy foods and allow them to choose what they want to

eat. Forcing a child to eat can lead to negative associations with food andmay

exacerbate feeding issues.

2. A 4-year-old child is admitted to the hospital with a diagnosis of failure

to thrive. The nurse is planning care for the child and recognizes the

importance of addressing the child’s nutritional needs. Which of the following

interventions should the nurse prioritize?

a. Encouraging the child to eat high-calorie, high-fat foods to promote

weight gain

b. Providing the child with a variety of nutritious foods andmonitoring their

intake

c. Administering enteral nutrition to ensure the child receives adequate

nutrition

d. Placing the child on a strict diet to control their food intake

Rationale: The correct answer is B. Providing the child with a variety of

nutritious foods and monitoring their intake is essential in addressing failure

to thrive. It is important to focus on promoting healthy eating habits rather

than simply increasing calorie intake.

3. A nurse is providing education to the parents of a 6-month-old infant about
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introducing solid foods. Which of the following statements by the parents

indicates a need for further teaching?

a. “We will start by offering the baby rice cereal mixed with breast milk or

formula”

b. “We will introduce one new food at a time and wait a few days before

introducing another”

c. “We will give the baby small, soft pieces of food to encourage self-

feeding”

d. “We will avoid giving the baby any foods that are potential choking

hazards”

Rationale: The correct answer is C. Giving the baby small, soft pieces of food

to encourage self-feeding is not appropriate at 6months of age. At this age,

infants should be introduced to pureed or mashed foods to prevent choking.

Genetic and Congenital Disorders

1. A nurse is caring for a newborn with Down syndrome. The nurse should

prioritize which of the following interventions?

a. Providing sensory stimulation to promote development

b. Monitoring for signs of respiratory distress

c. Administering vitamin supplements to support growth

d. Educating the parents on long-term care needs

Rationale: The correct answer is b. Monitoring for signs of respiratory distress.

Newborns with Down syndrome are at an increased risk for respiratory issues

due to their characteristic facial and airway abnormalities. It is important for

the nurse to closely monitor the newborn for signs of respiratory distress and

intervene promptly if necessary.

2. A client with a family history of Huntington’s disease is concerned about

their risk of inheriting the disorder. The nurse should provide education about
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which of the following inheritance patterns?

a. Autosomal dominant

b. Autosomal recessive

c. X-linked recessive

d. Mitochondrial

Rationale: The correct answer is a. Autosomal dominant. Huntington’s

disease is inherited in an autosomal dominant pattern, meaning that a person

only needs to inherit one copy of themutated gene from one parent to develop

the disorder. The nurse should educate the client about the risk of inheriting

the disorder and provide resources for genetic counseling.

3. A pregnant client is diagnosed with a neural tube defect in the fetus. The

nurse should educate the client about the importance of taking which of the

following supplements?

a. Folic acid

b. Iron

c. Vitamin D

d. Calcium

Rationale: The correct answer is a. Folic acid. Folic acid supplementation

has been shown to reduce the risk of neural tube defects in newborns. The

nurse should educate the client about the importance of taking folic acid

supplements as prescribed by their healthcare provider to support the healthy

development of the fetus.

Pediatric Oncology Nursing

1. A 5-year-old child with leukemia is receiving chemotherapy. The nurse

notes that the child’s white blood cell count is low. Which of the following

interventions should the nurse prioritize for this child?

a. Encouraging the child to play with other children in the playroom

142



ADDITIONAL REVIEW QUESTIONS

b. Placing the child in a private room tominimize exposure to infections

c. Administering live vaccines to boost the child’s immune system

d. Allowing the child to eat fresh fruits and vegetables to boost immunity

Correct answer: b. Placing the child in a private room tominimize exposure

to infections

Rationale: Children undergoing chemotherapy are at high risk for infection

due to their compromised immune system. Placing the child in a private room

can helpminimize exposure to infections and reduce the risk of complications.

2. A 7-year-old child with a brain tumor is scheduled for a lumbar puncture to

obtain cerebrospinal fluid for testing. Which of the following actions should

the nurse take to prepare the child for the procedure?

a. Explain the procedure using age-appropriate language and a doll or

stuffed animal

b. Administer sedation to keep the child calm and still during the procedure

c. Restrict the child’s fluid intake to reduce the risk of complications

d. Allow the child to refuse the procedure if they are scared or anxious

Correct answer: a. Explain the procedure using age-appropriate language and

a doll or stuffed animal

Rationale: Providing age-appropriate education and using a doll or stuffed

animal to demonstrate the procedure can help alleviate the child’s anxiety

and fear, and promote cooperation during the procedure.

3. A 10-year-old child with lymphoma is experiencing severe nausea and

vomiting following chemotherapy. Which of the following interventions

should the nurse prioritize to manage the child’s symptoms?

a. Administering antiemetic medications as prescribed

b. Encouraging the child to eat large meals to prevent hunger-induced

nausea
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c. Allowing the child to rest in a dark, quiet room tominimize stimulation

d. Providing the child with high-fat, greasy foods to settle the stomach

Correct answer: a. Administering antiemetic medications as prescribed

Rationale: Antiemetic medications are the first-line treatment for managing

chemotherapy-induced nausea and vomiting in pediatric oncology patients.

It is important to administer these medications as prescribed to provide relief

and improve the child’s comfort.

Pediatric Neurological Disorders

1. A 5-year-old child is diagnosed with epilepsy and is prescribed phenytoin

(Dilantin) to control seizures. The nurse should instruct the parents to:

a. Administer themedication withmeals tominimize gastrointestinal upset.

b. Monitor the child for signs of gingival hyperplasia and report any changes

to the healthcare provider.

c. Discontinue the medication if the child experiences drowsiness or

dizziness.

d. Administer themedication as neededwhen the child experiences a seizure.

Rationale: The correct answer is b. Phenytoin can cause gingival hyperplasia,

so the parents should be instructed to monitor the child’s gums for any

changes and report them to the healthcare provider. Administering the

medication with meals may decrease gastrointestinal upset, but it is not the

priority. Discontinuing the medication without consulting the healthcare

provider can lead to uncontrolled seizures. Administering the medication as

needed is not appropriate for managing epilepsy.

2. A 3-year-old child with cerebral palsy is admitted to the hospital with

increased muscle tone and spasticity. The nurse should anticipate the

healthcare provider to prescribe:
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a. Baclofen (Lioresal) to decrease muscle spasticity.

b. Methylphenidate (Ritalin) to improve attention and focus.

c. Carbamazepine (Tegretol) to control seizures.

d. Prednisone to reduce inflammation.

Rationale: The correct answer is a. Baclofen is a muscle relaxant that can help

decrease muscle spasticity in children with cerebral palsy. Methylphenidate

is used to treat attention deficit hyperactivity disorder (ADHD) and is not

indicated for muscle spasticity. Carbamazepine is an antiepileptic medication

and is not indicated for muscle spasticity. Prednisone is a corticosteroid and

is not typically used to manage muscle spasticity in cerebral palsy.

3. A 6-month-old infant is diagnosedwith hydrocephalus and is scheduled for

a ventriculoperitoneal shunt placement. The nurse should educate the parents

about signs and symptoms of shunt malfunction, including:

a. Fever, irritability, and poor feeding.

b. Decreased muscle tone and lethargy.

c. Increased appetite and weight gain.

d. Excessive crying and difficulty sleeping.

Rationale: The correct answer is a. Signsof shuntmalfunction inan infantwith

hydrocephalus include fever, irritability, and poor feeding. These symptoms

may indicate increased intracranial pressure and should be reported to the

healthcare provider. Decreased muscle tone and lethargy are not typical signs

of shunt malfunction. Increased appetite and weight gain are not associated

with shunt malfunction. Excessive crying and difficulty sleeping may be signs

of discomfort but are not specific to shunt malfunction.

Pediatric Respiratory Disorders

1. A 4-year-old child with a history of asthma is brought to the emergency

department with difficulty breathing and wheezing. The nurse assesses the
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child and notes the use of accessory muscles and a respiratory rate of 40

breaths per minute. The nurse should prioritize which intervention for this

child?

a. Administering a bronchodilator medication

b. Placing the child in a high-Fowler’s position

c. Administering oxygen therapy

d. Initiating chest physiotherapy

Rationale: The correct answer is a. Administering abronchodilatormedication.

In a child with asthma experiencing difficulty breathing and wheezing, the

priority intervention is to administer a bronchodilator to help open the

airways and improve breathing. Placing the child in a high-Fowler’s position,

administering oxygen therapy, and initiating chest physiotherapymay also

be necessary, but the priority is to address the airway constriction with a

bronchodilator.

2. A 6-month-old infant is diagnosedwith bronchiolitis and is admitted to the

pediatric unit. The nurse should prioritize which intervention for this infant?

a. Administering corticosteroids

b. Providing humidified oxygen therapy

c. Administering antibiotics

d. Initiating chest percussion and postural drainage

Rationale: The correct answer is b. Providing humidified oxygen therapy. In

an infant with bronchiolitis, the priority intervention is to provide humidified

oxygen therapy to improve oxygenation and respiratory distress. Administer-

ing corticosteroids and antibiotics may be considered based on the infant’s

condition, but the priority is to address the respiratory distress with oxygen

therapy. Initiating chest percussion and postural drainage is not typically

indicated for bronchiolitis.

3. A 10-year-old child with cystic fibrosis is receiving chest physiotherapy

as part of the treatment plan. The nurse should instruct the child to perform
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which action during chest physiotherapy?

a. Take slow, deep breaths

b. Cough forcefully

c. Hold the breath for 10 seconds

d. Perform diaphragmatic breathing exercises

Rationale: The correct answer is b. Cough forcefully. During chest physiother-

apy, the child with cystic fibrosis should be instructed to cough forcefully to

help clear mucus from the airways. Taking slow, deep breaths, holding the

breath, and performing diaphragmatic breathing exercises are not typically

part of chest physiotherapy for cystic fibrosis.

Pediatric Cardiovascular Disorders

1. A 4-year-old child is admitted to the pediatric unit with a diagnosis of

Tetralogyof Fallot. Thenurse should assess the child forwhichof the following

signs and symptoms?

a. Bradycardia

b. Cyanosis

c. Hypertension

d. Tachypnea

Rationale: The correct answer is b. Cyanosis. Tetralogy of Fallot is a congenital

heart defect that causes a decrease in pulmonary blood flow, leading to

cyanosis. The other options are not associated with this condition.

2. A 6-month-old infant is diagnosed with congestive heart failure. The nurse

should monitor the infant for which of the following signs and symptoms?

a. Bradycardia

b. Decreased respiratory rate

c. Poor feeding

d. Hypotension
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Rationale: The correct answer is c. Poor feeding. Infants with congestive

heart failure may have difficulty feeding due to fatigue and increased work of

breathing. The other options are not typically associated with this condition.

3. A 10-year-old childwith a history of rheumatic fever is at risk for developing

rheumatic heart disease. The nurse should educate the child and family about

the importance of which of the following interventions?

a. Regular dental check-ups

b. Avoiding physical activity

c. Limiting fluid intake

d. Taking daily aspirin

Rationale: The correct answer is a. Regular dental check-ups. Rheumatic heart

disease can result from untreated streptococcal infections, so it is important

to maintain good oral hygiene and seek prompt treatment for any dental

issues. The other options are not directly related to preventing rheumatic

heart disease.

Pediatric Gastrointestinal Disorders

1. A 4-year-old child is brought to the emergency departmentwith complaints

of severe abdominal pain, vomiting, and diarrhea. The child appears dehy-

drated and lethargic. The nurse suspects intussusception and prepares the

child for a diagnostic procedure. Which of the following diagnostic tests is

most likely to confirm the diagnosis of intussusception in this child?

a. Abdominal ultrasound

b. Barium enema

c. Upper gastrointestinal series

d. CT scan

Rationale: The correct answer is b. Barium enema. Intussusception is

a common cause of intestinal obstruction in young children and is often
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diagnosed using a barium enema, which can both diagnose and treat the

condition by pushing the telescoped bowel back into place.

2. A 6-month-old infant is diagnosed with gastroesophageal reflux disease

(GERD). The nurse is providing education to the parents about managing the

infant’s symptoms. Which of the following recommendations should the

nurse include in the teaching plan?

a. Feeding the infant in a supine position

b. Thickening the infant’s formula with rice cereal

c. Keeping the infant upright for at least 30 minutes after feeding

d. Offering the infant small, frequent feedings

Rationale: The correct answer is c. Keeping the infant upright for at least

30minutes after feeding. This helps to prevent reflux by allowing gravity to

assist in keeping the stomach contents down.

3. A 10-year-old childwith ahistoryof celiac disease is admitted to thehospital

with complaints of severe abdominal pain, bloating, and diarrhea. The nurse

is planning the child’s care and anticipates that the healthcare provider will

order which of the following diagnostic tests to confirm the diagnosis of celiac

disease?

a. Stool culture

b. Upper endoscopy with biopsy

c. Abdominal x-ray

d. Blood glucose test

Rationale: The correct answer is b. Upper endoscopy with biopsy. This test

is considered the gold standard for diagnosing celiac disease as it allows for

direct visualization of the small intestine and the collection of tissue samples

for biopsy to confirm the presence of characteristic changes associated with

the disease.
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Pediatric Renal and Urinary Disorders

1. A 5-year-old child is diagnosed with acute glomerulonephritis. Which of

the following assessment findings would the nurse expect to observe in this

child?

a. Hypotension and tachycardia

b. Hematuria and proteinuria

c. Polyuria and dehydration

d. Hypoactive bowel sounds and abdominal distention

Rationale: The correct answer is b. Hematuria and proteinuria are common

findings in acute glomerulonephritis due to inflammation and damage to the

glomeruli in the kidneys. The other options are not typically associated with

this condition.

2. A 3-year-old child with a history of vesicoureteral reflux (VUR) is scheduled

for a voiding cystourethrogram (VCUG). The nurse should provide education

to the parents about the purpose of this test, which is to:

a. Measure the amount of urine left in the bladder after voiding

b. Assess the function of the kidneys and ureters

c. Evaluate the bladder for signs of infection

d. Determine the presence and severity of VUR

Rationale: The correct answer is d. A VCUG is used to diagnose VUR by

assessing the flow of contrast dye from the bladder up into the ureters and

kidneys. The other options are not the primary purpose of this test.

3. A 7-year-old child is admitted to the hospital with a diagnosis of nephrotic

syndrome. The nurse should prioritize which of the following interventions

for this child?

a. Monitoring for signs of infection

b. Administering IV fluids to maintain hydration

150



ADDITIONAL REVIEW QUESTIONS

c. Restricting dietary protein intake

d. Administering corticosteroids as prescribed

Rationale: The correct answer is a. Children with nephrotic syndrome are at

increased risk for infection due to protein loss and immunosuppression. Mon-

itoring for signs of infection and implementing infection control measures is

a priority. The other options are also important interventions for managing

nephrotic syndrome, but infection prevention takes precedence.

Pediatric Musculoskeletal Disorders

1. A 6-year-old child is brought to the clinic with complaints of joint pain

and swelling. The nurse suspects juvenile idiopathic arthritis (JIA). Which

assessment finding is consistent with this diagnosis?

a. Limited range of motion in the affected joints

b. Fever and rash on the trunk and extremities

c. Muscle weakness and atrophy

d. Pain and tenderness in the lower back

Rationale: The correct answer is a. Limited range of motion in the affected

joints is a common finding in JIA due to inflammation and swelling of the

joints. Fever and rash are more indicative of systemic lupus erythematosus,

while muscle weakness and atrophy are seen in muscular dystrophy. Pain and

tenderness in the lower back are associated with ankylosing spondylitis.

2. A 4-year-old child is diagnosed with Legg-Calvé-Perthes disease. Which

nursing intervention is most appropriate for this child?

a. Encouraging bed rest to prevent further damage to the affected hip joint

b. Teaching the child to avoid weight-bearing activities on the affected leg

c. Providing education on the use of a brace or cast to support the affected

hip

d. Instructing the child to perform regular stretching exercises to improve
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hip mobility

Rationale: The correct answer is c. Providing education on the use of a brace or

cast to support the affectedhip is important in themanagement of Legg-Calvé-

Perthes disease. This helps to maintain proper alignment of the hip joint and

prevent further damage. Bed rest and avoiding weight-bearing activities are

not necessary, and stretching exercises may exacerbate the condition.

3. A 10-year-old child is admitted to the hospital with a diagnosis of scoliosis.

Which nursing intervention is a priority for this child?

a. Encouraging the child to participate in physical activities to strengthen

the back muscles

b. Teaching the child how to perform regular back exercises to improve

posture

c. Providing education on the use of a brace or spinal orthosis to prevent

progression of the curvature

d. Instructing the child to avoid sitting for prolonged periods of time to

reduce pressure on the spine

Rationale: The correct answer is c. Providing education on the use of a brace or

spinal orthosis to prevent progression of the curvature is a priority for a child

with scoliosis. This helps to support the spine and prevent further curvature.

While physical activities and back exercises may be beneficial, the use of a

brace is the priority intervention. Avoiding prolonged sitting may also be

helpful, but it is not the priority intervention.

Title: Pediatric Hematologic and Immunologic Disorders

1. A 5-year-old child is diagnosed with sickle cell anemia. The nurse should

prioritize which of the following interventions for the child?

a. Administering iron supplements

b. Encouraging increased fluid intake

c. Providing education on avoiding strenuous physical activity

d. Administering pain medication as needed
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Rationale: The correct answer is d. Administering pain medication as needed.

Children with sickle cell anemia often experience vaso-occlusive crises, which

can cause severe pain. Pain management is a priority in the care of these

children.

2. A 3-year-old child with a history of recurrent infections is diagnosed with

common variable immunodeficiency (CVID). The nurse should educate the

parents about which of the following interventions to help manage the child’s

condition?

a. Encouraging the child to play outside to build immunity

b. Administering prophylactic antibiotics as prescribed

c. Avoiding vaccinations to prevent adverse reactions

d. Providing a diet high in sugar and processed foods

Rationale: The correct answer is b. Administering prophylactic antibiotics

as prescribed. Children with CVID have a weakened immune system and are

at increased risk for infections. Prophylactic antibiotics can help prevent

infections andmanage the child’s condition.

3. A 7-year-old child is diagnosed with idiopathic thrombocytopenic pur-

pura (ITP). The nurse should monitor the child for which of the following

complications?

a. Hypertension

b. Bleeding episodes

c. Hyperglycemia

d. Respiratory distress

Rationale: The correct answer is b. Bleeding episodes. ITP is characterized

by a low platelet count, which can lead to an increased risk of bleeding. The

nurse should closely monitor the child for signs of bleeding and implement

measures to prevent injury.
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Pediatric Endocrine Disorders

1. A 10-year-old child is diagnosed with type 1 diabetes mellitus. The nurse is

teaching the child and family about insulin administration. Which statement

by the child indicates a need for further teaching?

A. “I should rotate injection sites to prevent lipohypertrophy.”

B. “I should administer insulin into the muscle for faster absorption.”

C. “I should checkmy blood glucose levels before eachmeal and at bedtime.”

D. “I should dispose of used needles in a puncture-proof container.”

Rationale: The correct answer is B. Insulin should be administered into the

subcutaneous tissue, not themuscle, for consistent andpredictable absorption.

Administering insulin into the muscle can lead to erratic absorption and

unpredictable blood glucose levels.

2. A 5-year-old child with hypothyroidism is prescribed levothyroxine. The

nurse should instruct the parents to administer the medication:

A. With meals to enhance absorption.

B. At bedtime to prevent interference with other medications.

C. On an empty stomach in the morning.

D. With a glass of milk to minimize gastrointestinal upset.

Rationale: The correct answer is C. Levothyroxine should be administered

on an empty stomach in the morning to maximize absorption. It should be

taken at least 30 minutes before any food or other medications to prevent

interference with absorption.

3. A 12-year-old child with precocious puberty is prescribed a gonadotropin-

releasing hormone (GnRH) agonist. The nurse should monitor the child for

which potential side effect of this medication?
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A. Delayed growth and development.

B. Hypoglycemia.

C. Hyperkalemia.

D. Increased bone density.

Rationale: The correct answer is A. GnRH agonists can cause a temporary

delay in growth and development, which is a desired effect in the treatment of

precocious puberty. The medication suppresses the release of sex hormones,

allowing the child to grow at a normal rate and delay the onset of puberty.

Child Abuse and Neglect: Identification and Reporting

1. A nurse is assessing a 5-year-old child who presents with multiple bruises

in various stages of healing. The child’s parent states that the bruises are from

the child’s active play and clumsiness. What action should the nurse take first?

a. Document the parent’s explanation and continue with the assessment.

b. Report the suspected child abuse to the appropriate authorities.

c. Confront the parent about the suspicious bruises.

d. Educate the parent about child safety and injury prevention.

Correct answer: b. Report the suspected child abuse to the appropriate

authorities.

Rationale: When a child presents with multiple bruises in various stages

of healing, it is important for the nurse to consider the possibility of child

abuse. The nurse should report any suspected child abuse to the appropriate

authorities, as it is the nurse’s legal and ethical responsibility to protect the

child from harm.

2. A nurse is caring for a 10-year-old child who has been brought to the

emergency department with a fractured arm. The child’s parent states that

the fracture occurredwhen the child fell off themonkey bars at the playground.
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What action should the nurse take next?

a. Document the parent’s explanation and continue with the assessment.

b. Report the suspected child abuse to the appropriate authorities.

c. Confront the parent about the suspicious injury.

d. Educate the parent about playground safety.

Correct answer: a. Document the parent’s explanation and continue with the

assessment.

Rationale: While the nurse should remain vigilant for signs of child abuse, it

is important to gather more information before jumping to conclusions. In

this case, the nurse should document the parent’s explanation and continue

with the assessment to determine if the injury is consistent with the reported

mechanism.

3. Anurse is conductingahomevisit for a 3-year-old child andnoticesmultiple

unexplained bruises on the child’s body. The child’s parent becomes defensive

when asked about the bruises and refuses to provide an explanation. What

action should the nurse take next?

a. Document the parent’s refusal and continue with the home visit.

b. Report the suspected child abuse to the appropriate authorities.

c. Confront the parent about the suspicious bruises.

d. Educate the parent about child safety and injury prevention.

Correct answer: b. Report the suspected child abuse to the appropriate

authorities.

Rationale: When a parent becomes defensive and refuses to provide an

explanation for unexplained bruises on a child, it raises serious concerns

about possible child abuse. The nurse should report the suspected abuse to

the appropriate authorities to ensure the child’s safety.
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Pediatric Mental Health Disorders

1. A 10-year-old child is brought to the emergency department by his parents

due to sudden onset of aggressive behavior and difficulty concentrating. The

child has a history of attention-deficit/hyperactivity disorder (ADHD) and

has been taking methylphenidate (Ritalin) for the past year. Which of the

following actions should the nurse prioritize in the care of this child?

a. Administer a dose of lorazepam to calm the child down

b. Assess the child’s vital signs andconduct a thoroughphysical examination

c. Contact the child’s school to inquire about recent changes in behavior

d. Discontinue the child’s methylphenidate and start a newmedication

Rationale: The correct answer is B. When a child with a history of ADHD

presents with sudden onset of aggressive behavior and difficulty concentrat-

ing, it is important to first assess the child’s vital signs and conduct a thorough

physical examination to rule out any underlyingmedical conditions or adverse

effects of the current medication. This will help the nurse determine the

appropriate course of action for the child’s care.

2. A 14-year-old adolescent is admitted to the psychiatric unitwith a diagnosis

of major depressive disorder. The nurse observes the adolescent sitting alone

in the corner, avoiding interaction with others, and expressing feelings of

worthlessness and hopelessness. Which of the following interventions should

the nurse prioritize in the care of this adolescent?

a. Encourage the adolescent to participate in group therapy sessions

b. Administer a sedative medication to help the adolescent relax

c. Provide the adolescent with a list of self-help books to read

d. Assign a one-on-one staffmember to monitor the adolescent’s behavior

Rationale: The correct answer is D. When caring for an adolescent with major

depressive disorder, it is important to prioritize safety and closemonitoring of

the adolescent’s behavior to prevent self-harm or suicidal ideation. Assigning

157



NCLEX RN REVIEW SIMPLIFIED BONUS MATERIAL

a one-on-one staffmember to monitor the adolescent’s behavior will provide

the necessary support and intervention to ensure the adolescent’s safety.

3. A 6-year-old child is diagnosed with oppositional defiant disorder (ODD)

and is prescribed behavioral therapy. The child’s parents express concerns

about the effectiveness of therapy and ask the nurse for additional treatment

options. Which of the following responses by the nurse is most appropriate?

a. “Medication therapy is the most effective treatment for oppositional

defiant disorder in children.”

b. “Youmay want to consider family therapy to address the child’s behavior

and improve family dynamics.”

c. “I can provide you with information on alternative therapies such as

acupuncture and herbal supplements.”

d. “It is important to continue with behavioral therapy as the primary

treatment for your child’s condition.”

Rationale: The correct answer is D. Behavioral therapy is the recommended

first-line treatment for oppositional defiant disorder in children. It is

important for the nurse to educate the parents about the effectiveness of

behavioral therapy and encourage them to continue with this treatment as the

primary intervention for their child’s condition. Family therapy may also be

beneficial in addressing the child’s behavior and improving family dynamics,

but it is important to prioritize the evidence-based treatment of behavioral

therapy.

Pediatric Emergency Care

1. A 4-year-old child is brought to the emergency department with a fever of

102.5°F (39.2°C), cough, and difficulty breathing. The nurse assesses the child

and notes the presence of intercostal retractions and nasal flaring. Which

action should the nurse prioritize in the care of this child?

a. Administering antipyretics to reduce fever
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b. Placing the child in a high-Fowler’s position

c. Initiating oxygen therapy

d. Obtaining a chest x-ray

Rationale: The correct answer is c. Initiating oxygen therapy. The child is

exhibiting signs of respiratory distress, and the priority is to ensure adequate

oxygenation. Placing the child in a high-Fowler’s position and obtaining a

chest x-raymay be necessary, but the immediate priority is to provide oxygen

therapy to improve the child’s respiratory status.

2. A 6-year-old child is brought to the emergency department after ingesting

a household cleaning product. The nurse should prioritize which action in the

care of this child?

a. Administering activated charcoal

b. Inducing vomiting

c. Initiating IV fluid therapy

d. Contacting the poison control center

Rationale: The correct answer is d. Contacting the poison control center. In

the case of ingestion of a toxic substance, the priority is to contact the poison

control center for specific guidance onmanagement. Administering activated

charcoal and initiating IV fluid therapy may be indicated based on the poison

control center’s recommendations, but these actions should not be initiated

without consulting the poison control center first.

3. A 2-year-old child is brought to the emergency departmentwith a suspected

head injury after falling from a height. The nurse should prioritize which

assessment in the care of this child?

a. Assessing for signs of increased intracranial pressure

b. Checking for pupil reactivity

c. Monitoring for changes in level of consciousness

d. Assessing for signs of skull fracture
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Rationale: Thecorrect answer is a. Assessing for signsof increased intracranial

pressure. In the case of a suspected head injury, the priority is to assess

for signs of increased intracranial pressure, such as changes in level of

consciousness, vomiting, and irritability. While checking for pupil reactivity

and assessing for signs of skull fracture are important, the immediate priority

is to monitor for signs of increased intracranial pressure to prevent further

neurological compromise.

Care of the Hospitalized Child

1. A 5-year-old child is admitted to the hospital with a diagnosis of pneumonia.

The nurse is assessing the child’s respiratory status and notes the following

vital signs: temperature 102.5°F, heart rate 120 bpm, respiratory rate 28

breaths/min, and oxygen saturation 92% on room air. Which action should

the nurse prioritize?

a. Administering acetaminophen to reduce the fever

b. Notifying the healthcare provider of the child’s oxygen saturation

c. Encouraging the child to drink plenty of fluids

d. Placing the child in a semi-Fowler’s position

Rationale: The correct answer is B. The child’s oxygen saturation is below the

normal range, indicating hypoxemia. This is a priority concern that requires

immediate attention to ensure adequate oxygenation.

2. A 3-year-old child is hospitalized for dehydration and is receiving intra-

venous (IV) fluids. The nurse observes that the child’s IV site is red, warm,

and swollen. The child is also complaining of pain at the site. Which action

should the nurse take first?

a. Document the findings and continue to monitor the IV site

b. Notify the healthcare provider of the IV site assessment

c. Discontinue the IV and apply a warm compress to the site

d. Administer pain medication to the child
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Rationale: The correct answer is B. The child’s symptoms are indicative of

phlebitis, which requires prompt intervention to prevent further complica-

tions. Notifying the healthcare provider will allow for appropriate treatment

andmanagement of the IV site.

3. A 7-year-old child is admitted to the hospital for a surgical procedure.

The child is anxious and tearful, and the nurse is preparing to administer

preoperative medications. Which intervention should the nurse prioritize to

help alleviate the child’s anxiety?

a. Administering the preoperative medications as ordered

b. Allowing the child to play with a favorite toy before the procedure

c. Providing age-appropriate explanations about the surgical procedure

d. Encouraging the child to take deep breaths and relax

Rationale: The correct answer is C. Providing age-appropriate explanations

about the surgical procedure can help alleviate the child’s anxiety by pro-

moting understanding and reducing fear of the unknown. This intervention

can also help build trust and cooperation between the child and healthcare

providers.

Family Dynamics and Support in Pediatric Nursing

1. A 5-year-old child is admitted to the pediatric unit with a diagnosis of

asthma exacerbation. The child’s parents are divorced, and the mother is the

primary caregiver. During the admission assessment, the nurse notices that

the child seems anxious and withdrawn. What is the most appropriate action

for the nurse to take?

a. Ask the mother to leave the room so the child can have some alone time.

b. Encourage the mother to stay with the child and provide comfort and

support.

c. Call the child’s father to come to the hospital and provide support.

d. Refer the child to a child life specialist for emotional support.
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Rationale: Themost appropriate action for the nurse to take is to encourage

the mother to stay with the child and provide comfort and support. Children

who are experiencing a health crisis may feel anxious and scared, and having

a familiar and supportive caregiver present can help to alleviate their fears.

2. A 10-year-old child is scheduled for surgery and is feeling anxious about

the procedure. The child’s parents are both present and are offering support

and reassurance. What is the best way for the nurse to involve the parents in

the child’s care?

a. Ask the parents to leave the room so the child can have some alone time.

b. Provide the parents with information about the procedure and encourage

them to ask questions.

c. Tell the parents that they need to stay in the waiting room during the

procedure.

d. Offer the parents the option to stay with the child until the anesthesia is

administered.

Rationale: The best way for the nurse to involve the parents in the child’s

care is to offer them the option to stay with the child until the anesthesia is

administered. This can help to provide comfort and support to the child and

alleviate their anxiety about the procedure.

3. A 3-year-old child is admitted to the pediatric unit with a diagnosis of

pneumonia. The child’s parents are both present and are taking turns staying

with the child. What is the most important action for the nurse to take to

support the family during the child’s hospitalization?

a. Provide the parents with information about the child’s condition and

treatment plan.

b. Encourage the parents to take breaks and care for themselves while their

child is in the hospital.

c. Offer the parents the option to stay with the child at all times.

d. Refer the parents to a support group for families of children with

pneumonia.
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Rationale: The most important action for the nurse to take to support

the family during the child’s hospitalization is to provide the parents with

information about the child’s condition and treatment plan. This can help to

empower the parents to be active participants in their child’s care and alleviate

their anxiety about the situation.

Pediatric Palliative and End-of-Life Care

1. A 10-year-old patient with terminal cancer is experiencing severe pain.

The nurse should prioritize which intervention to provide effective pain

management?

a. Administering pain medication as prescribed

b. Encouraging the patient to engage in distracting activities

c. Providing emotional support and comfort measures

d. Consulting with the healthcare team for alternative pain management

options

Rationale: The correct answer is a. Administering pain medication as

prescribed. Effective pain management is crucial in pediatric palliative care to

ensure the patient’s comfort and quality of life. The nurse should prioritize

administering pain medication as prescribed to alleviate the patient’s severe

pain.

2. A 5-year-old patient with a life-limiting illness is receiving palliative

care. The nurse should prioritize which intervention to support the patient’s

emotional well-being?

a. Encouraging the patient to participate in play therapy

b. Providing opportunities for the patient to express feelings and fears

c. Administering sedatives to keep the patient calm and relaxed

d. Limiting discussions about the patient’s illness and prognosis

Rationale: The correct answer is b. Providing opportunities for the patient to
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express feelings and fears. Supporting the emotional well-being of pediatric

patients in palliative care is essential. The nurse should prioritize providing

opportunities for the patient to express their feelings and fears, which can

help them cope with their illness and improve their emotional well-being.

3. A 12-year-old patient with a life-limiting illness is approaching the end of

life. The nurse should prioritize which intervention to provide holistic care

for the patient and their family?

a. Arranging for a child life specialist to provide support and activities for

the patient

b. Facilitating open and honest communication between the patient, family,

and healthcare team

c. Administering high-dose painmedication to keep the patient comfortable

d. Scheduling regular visits from the chaplain to provide spiritual support

Rationale: The correct answer is b. Facilitating open and honest communi-

cation between the patient, family, and healthcare team. Providing holistic

care for pediatric patients and their families at the end of life involves open

and honest communication to address their physical, emotional, and spiritual

needs. The nurse should prioritize facilitating communication to ensure the

patient and their family receive comprehensive support during this difficult

time.

Maternity and Women’s Health Nursing: Prenatal Care

and Assessments

1. A pregnant woman at 28weeks gestation presents to the clinic for a prenatal

visit. During the assessment, the nurse notes that the woman’s fundal height

measures 25 cm. Which action should the nurse take first?

a. Notify the healthcare provider

b. Instruct the woman to increase her fluid intake

c. Reassure the woman that this is a normal finding
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d. Schedule an ultrasound to assess fetal growth

Rationale: The correct answer is A. A fundal height measurement that is less

than expected for gestational age may indicate fetal growth restriction. The

nurse should notify the healthcare provider so that further assessment and

intervention can be initiated.

2. A pregnant woman at 12 weeks gestation is scheduled for a prenatal visit.

The nurse should prioritize which assessment during this visit?

a. Blood pressure measurement

b. Fetal heart rate auscultation

c. Urine protein testing

d. Weight measurement

Rationale: The correct answer is A. Blood pressure measurement is a priority

assessment during prenatal visits as it can help identify the development of

gestational hypertension or preeclampsia, which are serious complications of

pregnancy.

3. A pregnant woman at 36 weeks gestation presents to the labor and delivery

unit with complaints of decreased fetal movement. Which action should the

nurse take first?

a. Instruct the woman to lie on her left side and perform kick counts

b. Administer oxygen to the woman

c. Initiate continuous fetal monitoring

d. Notify the healthcare provider

Rationale: The correct answer is A. Instructing the woman to lie on her left

side and perform kick counts is the first action to assess fetal well-being.

If the woman does not feel the baby move after this intervention, then

continuous fetal monitoring and notification of the healthcare provider would

be appropriate.
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Labor and Delivery Processes

1. A pregnant client at 38 weeks gestation presents to the labor and delivery

unit with contractions every 5 minutes lasting 45 seconds. Upon assessment,

the nurse notes that the client’s cervix is dilated to 3 cm. What stage of labor

is the client likely in?

a. Latent phase

b. Active phase

c. Transition phase

d. Second stage

Rationale: The correct answer is b. Active phase. During the active phase of

labor, the cervix dilates from 4 to 7 cm. The client’s contractions and cervical

dilation indicate that she is in the active phase of labor.

2. A client in active labor is experiencing intense back pain and requests an

epidural for pain relief. The nurse assesses the client’s vital signs and fetal

heart rate before the epidural is administered. What is the priority nursing

action before administering the epidural?

a. Assess the client’s pain level

b. Ensure the client has an empty bladder

c. Administer IV fluids

d. Obtain informed consent

Rationale: The correct answer is b. Ensure the client has an empty bladder. It

is important to ensure the client has an empty bladder before administering

an epidural to prevent urinary retention and potential bladder injury.

3. A client who is 10 cm dilated and fully effaced is experiencing the urge to

push. The nurse instructs the client to begin pushing with contractions. What

is the nurse’s priority action during the pushing phase of labor?

a. Monitor the fetal heart rate
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b. Encourage the client to take deep breaths

c. Provide perineal support

d. Administer pain medication

Rationale: The correct answer is a. Monitor the fetal heart rate. During the

pushing phase of labor, it is important tomonitor the fetal heart rate to ensure

the well-being of the fetus and to detect any signs of fetal distress.

Postpartum Nursing Care

1. A postpartum client who gave birth 24 hours ago reports feeling lightheaded

and dizzy when standing up. Which action should the nurse prioritize in this

situation?

a. Administering a dose of intravenous pain medication

b. Checking the client’s blood pressure and pulse

c. Encouraging the client to increase fluid intake

d. Assisting the client with ambulation to prevent blood clots

Rationale: The correct answer is B. Checking the client’s blood pressure

and pulse is the priority in this situation to assess for signs of hypovolemia

or orthostatic hypotension, which can occur postpartum due to blood loss

during delivery. Administering pain medication, encouraging fluid intake,

and assisting with ambulation are important interventions but should be

implemented after assessing the client’s vital signs.

2. A postpartum client who had a cesarean section 2 days ago reports feeling

pain at the incision site. Upon assessment, the nurse notes redness, warmth,

and swelling at the incision site. Which action should the nurse take first?

a. Administering a dose of oral pain medication

b. Applying a warm compress to the incision site

c. Notifying the healthcare provider

d. Documenting the findings in the client’s chart
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Rationale: The correct answer is C. Notifying the healthcare provider is

the priority in this situation as the client’s symptoms are indicative of a

possible infection at the incision site. Administering pain medication and

applying a warm compress may provide temporary relief but do not address

the underlying issue. Documenting the findings is important but should be

done after notifying the healthcare provider.

3. A postpartum client who is breastfeeding reports experiencing breast en-

gorgement and discomfort. Which intervention should the nurse recommend

to relieve the client’s symptoms?

a. Applying cold compresses to the breasts

b. Massaging the breasts before breastfeeding

c. Limiting the duration of each breastfeeding session

d. Using a breast pump to express milk

Rationale: The correct answer is A. Applying cold compresses to the breasts

can help reduce swelling and discomfort associated with breast engorgement.

Massaging the breasts before breastfeeding can help with milk flow, but

cold compresses are more effective for relieving engorgement. Limiting

the duration of each breastfeeding session and using a breast pump may

exacerbate engorgement by not fully emptying the breasts.

Neonatal Nursing Care

1. A nurse is caring for a preterm infant in the neonatal intensive care unit

(NICU). The infant is receiving phototherapy for hyperbilirubinemia. Which

action by the nurse is most appropriate?

a. Covering the infant’s eyes with a mask during phototherapy

b. Applying lotion to the infant’s skin to prevent dryness

c. Placing the infant under a radiant warmer during phototherapy

d. Monitoring the infant’s temperature every 4 hours
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Rationale: The correct answer is a. Covering the infant’s eyes with a mask

during phototherapy. Phototherapy can cause eye damage, so it is important

to protect the infant’s eyes by covering themwith a mask.

2. A nurse is assessing a term newborn for signs of respiratory distress. Which

finding would be of most concern?

a. Nasal flaring

b. Chest retractions

c. Respiratory rate of 40 breaths per minute

d. Pink color of the skin

Rationale: The correct answer is b. Chest retractions. Chest retractions

indicate increased work of breathing and can be a sign of respiratory distress

in a newborn.

3. A nurse is caring for a newborn with a diagnosis of neonatal abstinence

syndrome (NAS). Which intervention is the priority for this infant?

a. Providing frequent small feedings

b. Swaddling the infant tightly

c. Administering morphine for pain relief

d. Monitoring for signs of withdrawal

Rationale: The correct answer is d. Monitoring for signs of withdrawal. The

priority for a newborn with NAS is to monitor for signs of withdrawal and

provide supportive care as needed. Administering morphine for pain relief is

not the first-line treatment for NAS.

High-Risk Pregnancies and Complications

1. A 32-year-old pregnant woman with a history of hypertension presents to

the clinic for a prenatal visit. Which of the following findings would indicate a

high-risk pregnancy for this patient?
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a. Maternal age

b. History of hypertension

c. Previous cesarean section

d. Family history of diabetes

Rationale: The correct answer is b. A history of hypertension is a significant

risk factor for developing complications during pregnancy, such as preeclamp-

sia and gestational hypertension. Maternal age, previous cesarean section,

and family history of diabetes are important factors to consider, but they do

not directly indicate a high-risk pregnancy.

2. A pregnant woman at 28 weeks gestation is diagnosed with gestational

diabetes. Which of the following interventions is most appropriate for

managing this high-risk pregnancy?

a. Encouraging the patient to consume a high-carbohydrate diet

b. Monitoring blood glucose levels regularly

c. Administering insulin to maintain blood glucose levels

d. Advising the patient to avoid physical activity

Rationale: The correct answer is b. Monitoring blood glucose levels regularly

is essential for managing gestational diabetes and ensuring the health of both

the mother and the baby. Encouraging a high-carbohydrate diet and advising

against physical activity are not appropriate interventions for managing

gestational diabetes. Insulin may be necessary if blood glucose levels cannot

be controlled through diet and exercise.

3. A pregnant woman at 36 weeks gestation presents to the emergency

department with severe abdominal pain, vaginal bleeding, and decreased

fetal movement. Which of the following conditions should the nurse suspect

as a potential complication of this high-risk pregnancy?

a. Ectopic pregnancy

b. Placental abruption

c. Preterm labor
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d. Gestational hypertension

Rationale: The correct answer is b. Placental abruption is a serious com-

plication of pregnancy characterized by severe abdominal pain, vaginal

bleeding, and decreased fetal movement. Ectopic pregnancy, preterm labor,

and gestational hypertension may present with similar symptoms, but the

combination of severe abdominal pain and vaginal bleeding is most indicative

of placental abruption in this scenario.

Fetal Assessment and Monitoring

1. A pregnant client at 36 weeks gestation is admitted to the labor and delivery

unit for decreased fetal movement. The nurse performs a nonstress test (NST)

and observes no accelerations in the fetal heart rate over a 40-minute period.

What is the nurse’s priority action?

a. Notify the healthcare provider immediately

b. Administer oxygen to the client

c. Perform a biophysical profile

d. Instruct the client to drink cold water and reposition

Rationale: The correct answer is a. A nonreactive NST is concerning and

requires immediate notification of the healthcare provider for further assess-

ment and intervention.

2. A client at 28 weeks gestation is receiving oxytocin (Pitocin) for induction

of labor. The nurse notes late decelerations on the fetal monitor tracing. What

is the nurse’s priority action?

a. Increase the oxytocin infusion rate

b. Reposition the client on her left side

c. Administer oxygen to the client

d. Prepare for an emergency cesarean section
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Rationale: The correct answer is b. Late decelerations are often caused by

uteroplacental insufficiency, and repositioning the client on her left side can

help improve placental perfusion and alleviate the decelerations.

3. A client at 39 weeks gestation is admitted to the labor and delivery unit

with rupturedmembranes. The nurse notes variable decelerations on the fetal

monitor tracing. What is the nurse’s priority action?

a. Administer oxygen to the client

b. Perform a vaginal examination

c. Increase the rate of the intravenous infusion

d. Reposition the client onto her hands and knees

Rationale: The correct answer is d. Variable decelerations are often caused by

umbilical cord compression, and repositioning the client onto her hands and

knees can help relieve the compression and improve fetal oxygenation.

Breastfeeding and Newborn Nutrition

1. A newmother asks the nurse how often she should breastfeed her newborn.

Which of the following responses by the nurse is most appropriate?

a. “You should breastfeed your baby every 4 hours to ensure they get enough

milk.”

b. “Breastfeed your baby whenever they show signs of hunger, such as

rooting or sucking on their hands.”

c. “You should breastfeed your baby for 10 minutes on each breast at every

feeding.”

d. “Breastfeed your baby for 30minutes on each breast every 2 hours.”

Rationale: The correct answer is b. Newborns should be breastfed on demand,

whenever they show signs of hunger. This can be as often as every 1-3 hours,

or 8-12 times in a 24-hour period. Breastfeeding on demand helps establish a

goodmilk supply and ensures the baby gets enough nutrition.
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2. A mother is concerned that her newborn is not getting enoughmilk during

breastfeeding. Whichof the following assessments by thenursewould indicate

that the baby is receiving adequate nutrition?

a. The baby has 6-8 wet diapers and 2-3 bowel movements per day.

b. The baby is gaining 1-2 pounds per week.

c. The baby feeds for 20minutes on each breast at every feeding.

d. The baby sleeps for 4-5 hours between feedings.

Rationale: The correct answer is a. Adequate nutrition for a breastfed newborn

can be assessed by the number of wet diapers (6-8) and bowel movements

(2-3) per day. Weight gain is also important, but it may not be as immediate

of an indicator as diaper output.

3. Amother asks the nurse about the benefits of breastfeeding for her newborn.

Which of the following responses by the nurse is most accurate?

a. “Breastfeeding can help protect your baby from infections and allergies.”

b. “Breastfeeding will help your baby sleep through the night sooner.”

c. “Breastfeeding will ensure that your baby gains weight more quickly.”

d. “Breastfeeding will make your baby less fussy and colicky.”

Rationale: The correct answer is a. Breastfeeding provides numerous benefits

for newborns, including protection from infections and allergies due to the

antibodies and nutrients present in breastmilk. It is important for the nurse to

provide accurate information to themother about the benefits of breastfeeding

for her newborn.

Common Gynecological Disorders

1. A 35-year-old woman presents to the clinic with complaints of heavy

menstrual bleeding and severe pelvic pain. Upon further assessment, the

nurse notes that the patient has a history of fibroids. Which gynecological

disorder is the patient most likely experiencing?
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a. Endometriosis

b. Polycystic Ovarian Syndrome (PCOS)

c. Uterine fibroids

d. Ovarian cysts

Rationale: The correct answer is c. Uterine fibroids. Uterine fibroids are

noncancerous growths of the uterus that often causeheavymenstrual bleeding

and pelvic pain.

2. A 28-year-old woman is diagnosed with bacterial vaginosis. Which of the

following symptoms is commonly associatedwith this gynecological disorder?

a. Vaginal itching and burning

b. Foul-smelling vaginal discharge

c. Pain during sexual intercourse

d. Irregular menstrual cycles

Rationale: The correct answer is b. Foul-smelling vaginal discharge.

Bacterial vaginosis is characterized by a fishy-smelling vaginal discharge,

which is often more noticeable after sexual intercourse.

3. A 45-year-old woman is experiencing hot flashes, night sweats, and

irregular menstrual cycles. Which gynecological disorder is the patient most

likely experiencing?

a. Polycystic Ovarian Syndrome (PCOS)

b. Endometriosis

c. Menopause

d. Premenstrual Syndrome (PMS)

Rationale: The correct answer is c. Menopause. The symptoms described

are common signs of menopause, which occurs in women typically between

the ages of 45 and 55.
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Women’s Health: Preventive Care and Screenings

1. A 35-year-old female patient presents to the clinic for her annual well-

woman exam. Which preventive screenings should the nurse prioritize for

this patient?

a. Mammogram and Pap smear

b. Blood pressure and cholesterol screening

c. Colonoscopy and bone density scan

d. HIV and STI testing

Rationale: The correct answer is a. Mammogram and Pap smear. These

screenings are recommended for women to detect breast and cervical cancer

early, when treatment is most effective.

2. A 45-year-old female patient with a family history of breast cancer asks

the nurse about genetic testing. What is the nurse’s best response?

a. “Genetic testing is not recommended for women with a family history of

breast cancer.”

b. “Genetic testing can help determine your risk for developing breast

cancer.”

c. “Genetic testing is only necessary if you have already been diagnosed

with breast cancer.”

d. “Genetic testing is only available for women with a personal history of

breast cancer.”

Rationale: The correct answer is b. “Genetic testing can help determine your

risk for developing breast cancer.” Genetic testing can identify mutations in

the BRCA1 and BRCA2 genes, which are associated with an increased risk of

breast and ovarian cancer.

3. A 50-year-old female patient is due for her routine preventive care visit.

Which immunizations should the nurse recommend for this patient?
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a. Influenza and tetanus

b. Hepatitis B and HPV

c. Meningococcal and shingles

d. Pneumococcal and varicella

Rationale: The correct answer is a. Influenza and tetanus. The influenza

vaccine is recommended annually for all adults, and the tetanus vaccine should

be given every 10 years. These immunizations help protect against common

infectious diseases and their complications.

Contraception and Family Planning

1. A 28-year-old female client is seeking information about contraception

options. Whichof the followingmethodswouldbemost effective inpreventing

pregnancy and protecting against sexually transmitted infections (STIs)?

a. Intrauterine device (IUD)

b. Condoms

c. Oral contraceptive pills

d. Diaphragm

Rationale: The correct answer is b. Condoms. Condoms are the only

contraceptive method that provides dual protection against pregnancy and

STIs. While other methods such as IUDs, oral contraceptive pills, and

diaphragms are effective in preventing pregnancy, they do not protect against

STIs.

2. Anurse is providing education to a groupof adolescents about contraception.

Which of the following statements by an adolescent indicates a need for further

teaching?

a. “I can use emergency contraception if I have unprotected sex.”

b. “I can use a combination of condoms and oral contraceptive pills for

better protection.”
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c. “IUDs are a long-acting and reversible form of contraception.”

d. “I can use natural family planningmethods to prevent pregnancy.”

Rationale: The correct answer is a. “I can use emergency contraception if

I have unprotected sex.” Emergency contraception should not be used as a

regular formof contraception and should only be used in emergency situations.

The other statements are accurate and indicate a good understanding of

contraception options.

3. A 35-year-old female client is considering starting oral contraceptive

pills. Which of the following assessments should the nurse prioritize before

initiating this form of contraception?

a. Blood pressure measurement

b. Pap smear

c. Urine pregnancy test

d. Breast examination

Rationale: The correct answer is a. Blood pressure measurement. Before

initiating oral contraceptive pills, it is important to assess the client’s blood

pressure, as estrogen-containing contraceptives can increase the risk of

hypertension. The other assessments may also be important but are not the

priority before starting oral contraceptive pills.

Menopausal Care and Hormone Replacement Therapy

1. A 52-year-old woman is experiencing symptoms of menopause, including

hot flashes and vaginal dryness. She is considering hormone replacement

therapy (HRT) to alleviate her symptoms. Which of the following statements

by the patient indicates a need for further education about HRT?

A. “I understand that HRT can increase my risk of blood clots and stroke.”

B. “I know that HRT can help prevent osteoporosis and reduce my risk of
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fractures.”

C. “I am aware that HRT can increase my risk of breast cancer.”

D. “I understand thatHRT can be used long-term tomanagemymenopausal

symptoms.”

Rationale: The correct answer is D. HRT is not recommended for long-

term use due to the increased risk of breast cancer, stroke, and blood clots.

Patients should be educated about the potential risks and benefits of HRT and

encouraged to explore alternative treatments for menopausal symptoms.

2. A 55-year-old woman with a history of breast cancer is seeking treatment

for severe menopausal symptoms, including hot flashes and night sweats.

Which of the following treatment options is contraindicated for this patient?

A. Hormone replacement therapy (HRT)

B. Selective serotonin reuptake inhibitors (SSRIs)

C. Gabapentin

D. Black cohosh supplements

Rationale: The correct answer is A. HRT is contraindicated for women with a

history of breast cancer due to the increased risk of cancer recurrence. Alter-

native treatments, such as SSRIs, gabapentin, and black cohosh supplements,

should be considered for managing menopausal symptoms in this patient

population.

3. A 60-year-old woman is receiving hormone replacement therapy (HRT)

to manage her menopausal symptoms. During a routine follow-up visit, the

nurse assesses the patient’s blood pressure and notes a significant increase

from her previous visit. Which action should the nurse take first?

A. Notify the healthcare provider and discontinue HRT immediately.

B. Recheck the patient’s blood pressure in 15minutes to confirm the reading.

C. Instruct the patient to reduce her sodium intake and increase physical
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activity.

D. Educate the patient about the potential side effects of HRT on blood

pressure.

Rationale: The correct answer is A. An increase in blood pressure can be

a potential side effect of HRT, and the nurse should notify the healthcare

provider and discontinue HRT immediately to prevent further complications.

The patient should be closely monitored for any other adverse effects of HRT

and alternative treatment options should be explored.

Maternal and Newborn Medications

1. A pregnant woman with a history of hypertension is prescribed labetalol

for blood pressure control. The nurse should educate the client about which

potential side effect of this medication?

a. Constipation

b. Hypotension

c. Insomnia

d. Weight gain

Rationale: The correct answer is b. Labetalol is a beta-blockermedication used

to lower blood pressure. One of the potential side effects of this medication is

hypotension, which can cause dizziness and lightheadedness. It is important

for the nurse to educate the client about this potential side effect and advise

her to change positions slowly to prevent falls.

2. A newborn is prescribed vitamin K injection shortly after birth. The nurse

should explain to the parents that this medication is given to:

a. Prevent jaundice

b. Promote weight gain

c. Prevent hemorrhagic disease of the newborn

d. Improve feeding tolerance
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Rationale: The correct answer is c. Vitamin K injection is given to newborns

to prevent hemorrhagic disease of the newborn, which is a condition that

can lead to bleeding in the first few days of life. Newborns have low levels of

vitamin K, which is necessary for blood clotting, so this medication is given to

prevent potential bleeding complications.

3. A postpartum client is prescribed ibuprofen for pain relief. The nurse should

assess the client for which potential adverse effect of this medication?

a. Hypertension

b. Gastric ulcer

c. Bradycardia

d. Hyperglycemia

Rationale: The correct answer is b. Ibuprofen is a nonsteroidal anti-

inflammatory drug (NSAID) that can increase the risk of gastric ulcers and

gastrointestinal bleeding. The nurse should assess the client for signs and

symptoms of gastrointestinal distress, such as abdominal pain, nausea,

and vomiting, and educate the client about the importance of taking the

medication with food to minimize the risk of gastric irritation.

Perinatal Loss and Grief Support

1. A nurse is caring for a client who has recently experienced a perinatal loss.

The client asks the nurse why they are feeling so much grief and sadness.

Which of the following responses by the nurse is most appropriate?

a. “It’s normal to feel sad, but you should try to focus on the future.”

b. “You are feeling grief because you have lost something very important to

you.”

c. “You should try to stay busy and distract yourself from your feelings.”

d. “You should be grateful for the children you already have and not dwell

on the loss.”
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Rationale: The correct answer is B. It is important for the nurse to validate

the client’s feelings of grief and sadness. The client needs to understand that

it is normal to feel this way after experiencing a perinatal loss and that their

feelings are valid.

2. A nurse is providing education to a group of clients who have experienced

perinatal loss. Which of the following statements by a client indicates a need

for further education?

a. “I know it’s important to talk about my feelings and seek support from

others.”

b. “I should try to keepmyself busy and distract myself frommy grief.”

c. “It’s okay to take time to grieve and honor the memory of my lost baby.”

d. “I understand that my partner may also be experiencing grief and we

should support each other.”

Rationale: The correct answer is B. Keeping busy and distracting oneself from

grief is not a healthy way to cope with perinatal loss. The client should be

encouraged to talk about their feelings, seek support, and take time to grieve

and honor the memory of their lost baby.

3. A nurse is caring for a client who has experienced a perinatal loss and is at

risk for developing complicated grief. Which of the following interventions is

most appropriate for the nurse to implement?

a. Encourage the client to avoid talking about their loss to prevent further

distress.

b. Provide the client with information about support groups and counseling

services.

c. Suggest that the client try to focus on the positive aspects of their life to

minimize grief.

d. Advise the client to avoid seeking support from family and friends to

prevent burdening them.

Rationale: The correct answer is B. Providing the client with information
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about support groups and counseling services can help them cope with their

grief and prevent the development of complicated grief. It is important for

the client to have access to resources and support to help them through this

difficult time.

Women’s Health Education and Counseling

1. A 35-year-oldwoman is scheduled for a routine gynecological exam. During

the visit, the nurse should prioritize education on which of the following

topics?

a. Breast self-examination

b. Pap smear screening

c. Contraceptive options

d. Menopause symptoms

Rationale: The correct answer is a. Breast self-examination. This is an

important topic to educatewomen on during routine gynecological exams as it

promotes early detection of breast cancer. While all the options are important,

breast self-examination is a key component of women’s health education.

2. A 28-year-old woman is seeking counseling on contraceptive options. The

nurse should prioritize education on which of the followingmethods?

a. Intrauterine device (IUD)

b. Oral contraceptive pills

c. Condoms

d. Depo-Provera injection

Rationale: The correct answer is a. Intrauterine device (IUD). This method is

highly effective, long-lasting, and does not require daily adherence, making

it a suitable option for many women. While all the options are valid, the IUD

is a popular choice for many women seeking contraception.
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3. A 45-year-old woman is experiencing symptoms of menopause and seeks

counseling onmanagement strategies. The nurse should prioritize education

on which of the following interventions?

a. Hormone replacement therapy

b. Lifestyle modifications

c. Herbal supplements

d. Acupuncture

Rationale: The correct answer is b. Lifestyle modifications. This includes

strategies such as regular exercise, a healthy diet, and stress management

techniques, which can help alleviate menopausal symptoms. While hormone

replacement therapy and other interventions may be considered, lifestyle

modifications are a key component of managingmenopause symptoms.

Mental Health Assessment and Diagnosis

1. A nurse is conducting a mental health assessment on a client who presents

with symptoms of depression. Which of the following assessment findings

would be most concerning and require immediate intervention?

A) Difficulty concentrating

B) Loss of interest in previously enjoyed activities

C) Suicidal ideation

D) Changes in appetite and weight

Rationale: The correct answer is C. Suicidal ideation is the most concerning

finding as it indicates a high risk for self-harm. The nurse should prioritize

addressing this issue and ensuring the client’s safety.

2. A client with a history of bipolar disorder is admitted to the psychiatric unit.

During the assessment, the client reports feeling “on top of the world” and

has been engaging in risky behaviors. The nurse recognizes these symptoms
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as indicative of which phase of bipolar disorder?

A) Manic phase

B) Depressive phase

C) Hypomanic phase

D) Euthymic phase

Rationale: The correct answer is A. The client’s symptoms are consistent

with the manic phase of bipolar disorder, characterized by elevated mood,

increased energy, and impulsivity.

3. A client is brought to the emergency department by family members due

to sudden onset of disorganized thinking, hallucinations, and delusions. The

nurse suspects the client may be experiencing symptoms of which mental

health disorder?

A) Major depressive disorder

B) Schizophrenia

C) Generalized anxiety disorder

D) Bipolar disorder

Rationale: The correct answer is B. The client’s symptoms are consistent

with those of schizophrenia, including disorganized thinking, hallucinations,

and delusions. The nurse should prioritize a thorough assessment and

intervention to address the client’s acute mental health needs.

Therapeutic Communication and Relationship Building

1. A nurse is caring for a patient who is experiencing anxiety and is having dif-

ficulty expressing their feelings. Which therapeutic communication technique

would be most appropriate for the nurse to use in this situation?

a. Offering reassurance
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b. Providing advice

c. Using open-ended questions

d. Interrupting the patient’s thoughts

Rationale: The correct answer is c. Using open-ended questions. This

technique allows the patient to express their feelings and thoughts freely,

without feeling pressured or judged. It can help the nurse gain a better

understanding of the patient’s concerns and provide appropriate support.

2. A nurse is conducting a therapeutic communication session with a patient

who is experiencing grief after the loss of a loved one. Which statement by the

nurse demonstrates an empathetic response?

a. “I know exactly how you feel.”

b. “You should try to focus on the positive memories.”

c. “It’s important to stay strong for your family.”

d. “Losing someone you love is incredibly difficult.”

Rationale: The correct answer is d. “Losing someone you love is incredibly dif-

ficult.” This statement acknowledges the patient’s feelings and demonstrates

empathy, validating their experience without minimizing or dismissing their

grief.

3. A nurse is caring for a patient who is nonverbal and has limited mobility

due to a recent stroke. Which therapeutic communication technique would be

most appropriate for the nurse to use when interacting with this patient?

a. Using touch to convey empathy

b. Speaking loudly to ensure the patient can hear

c. Avoiding eye contact to respect the patient’s privacy

d. Using simple, direct language and gestures

Rationale: The correct answer is d. Using simple, direct language and gestures.

This technique allows the nurse to effectively communicate with the patient

and ensure they understand and feel included in their care, despite their
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limitations.

Anxiety and Mood Disorders

1. A client with generalized anxiety disorder is prescribed lorazepam (Ativan)

for acute anxiety. The nurse should monitor the client for which potential

adverse effect of this medication?

a. Hypertension

b. Hypoglycemia

c. Respiratory depression

d. Bradycardia

Rationale: The correct answer is c. Respiratory depression. Lorazepam is a

benzodiazepine medication that can cause respiratory depression, especially

when taken in high doses or in combinationwith other central nervous system

depressants. It is important for the nurse to monitor the client’s respiratory

status closely while on this medication.

2. A client with major depressive disorder is prescribed fluoxetine (Prozac)

for treatment. The nurse should educate the client about which potential side

effect of this medication?

a. Weight gain

b. Insomnia

c. Hypotension

d. Constipation

Rationale: The correct answer is b. Insomnia. Fluoxetine is a selective

serotonin reuptake inhibitor (SSRI) that can cause insomnia as a side effect. It

is important for the nurse to educate the client about this potential side effect

and to encourage the client to take themedication in themorning tominimize

sleep disturbances.
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3. A client with bipolar disorder is experiencing a manic episode and is

prescribed lithium carbonate. The nurse should monitor the client for which

potential adverse effect of this medication?

a. Hypoglycemia

b. Nausea and vomiting

c. Bradycardia

d. Polyuria and polydipsia

Rationale: The correct answer is d. Polyuria and polydipsia. Lithiumcarbonate

can cause nephrogenic diabetes insipidus, leading to excessive urination

(polyuria) and thirst (polydipsia). It is important for the nurse to monitor the

client’s fluid intake and output closely while on thismedication and to educate

the client about the importance of maintaining adequate hydration.
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