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QUESTION NO: 1

A client is diagnosed with diabetic ketoacidosis. The nurse should be prepared to administer which of the following IV
solutions?

A. D5in normal saline
B. D5W
C. 0.9 normal saline

D. D5in lactated Ringer’s

ANSWER: C

Explanation:

(A) D5in normal saline would increase serum glucose. (B) D5W would increase serum glucose. (C) A concentration of 0.9
NS is used to correct extracellular fluid depletion. (D) D5in Ringer’s lactate would increase serum glucose.

QUESTION NO: 2

The nurse begins morning assessment on a male client and notices that she is unable to palpate either of his dorsalis pedis
pulses in his feet. What is the first nursing action after assessing this finding?

A. Palpate these pulses again in 15 minutes.
B. Use a Doppler to determine presence and strength of these pulses.
C. Document the finding that the pulses are not palpable.

D. Call the physician and notify the physician of this finding.

ANSWER: B

Explanation:

(A) Palpating these pulses again in 15 minutes may only result in the same findings. (B) Any time during an assessment that
the nurse is unable to palpate pulses, the nurse should then obtain a Doppler and assess for presence or absence of the
pulse and pulse strength, if a pulse is present. (C) Pulses may be present and assessed through use of a Doppler. Absence
of palpable pulses does not indicate absence of blood flow unless pulses cannot be located with a Doppler. (D) The nurse
would only call the physician after determining that the pulses are absent by both palpation and Doppler.

QUESTION NO: 3
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Provide the 1-minute Apgar score for an infant born with the following findings: Heart rate: Above 100 Respiratory effort:
Slow, irregular Muscle tone:

Some flexion of extremities Reflex irritability: Vigorous cry Color: Body pink, blue extremities
A7

B. 10

C.8

D.9

ANSWER: A

Explanation:

(A) Seven out of a possible perfect score of 10 is correct. Two points are given for heart rate above 100; 1 point is given for
slow, irregular respiratory effort; 1 point is given for some flex- ion of extremities in assessing muscle tone; 2 points are given
for vigorous cry in assessing reflex irritability; 1 point is assessed for color when the body is pink with blue extremities
(acrocyanosis). (B) For a perfect Apgar score of 10, the infant would have a heart rate over 100 but would also have a good
cry, active motion, and be completely pink. (C) For an Apgar score of 8 the respiratory rate, muscle tone, or color would need
to fall into the 2-point rather than the 1-point category. (D) For this infant to receive an Apgar score of 9, four of the areas
evaluated would need ratings of 2 points and one area, a rating of 1 point.

QUESTION NO: 4

Nursing assessment of early evidence of septic shock in children at risk includes:
A. Fever, tachycardia, and tachypnea

B. Respiratory distress, cold skin, and pale extremities

C. Elevated blood pressure, hyperventilation, and thready pulses

D. Normal pulses, hypotension, and oliguria

ANSWER: A

Explanation:
(A) Fever, tachycardia, and tachypnea are the classic early signs of septic shock in children. (B) Respiratory distress, cold

skin, and pale extremities are later signs of septic shock. (C) Elevated blood pressure, hyperventilation, and thready pulses
are later signs of septic shock. (D) Normal pulses, hypotension, and oliguria are not early signs of septic shock.

QUESTION NO: 5

A 16-month-old infant is being prepared for tetralogy of Fallot repair. In the nursing assessment, which lab value should elicit
further assessment and requires notification of physician?
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A.pH 7.39
B. White blood cell (WBC) count 10,000 WBCs/mm3
C. Hematocrit 60%

D. Bleeding time of 4 minutes

ANSWER: C

Explanation:

(A) Normal pH of arterial blood gases for an infant is 7.35-7.45. (B) Normal white blood cell count in an infant is 6,000—
17,500 WBCs/mm3. (C) Normal hematocrit in infant is 28%—42%. A 60% hematocrit may indicate polycythemia, a common
complication of cyanotic heart disease. (D) Normal bleeding time is 2—7 minutes.

QUESTION NO: 6

When assessing a child with diabetes insipidus, the nurse should be aware of the cardinal signs of:
A. Anemia and vomiting

B. Polyuria and polydipsia

C. Irritability relieved by feeding formula

D. Hypothermia and azotemia

ANSWER: B

Explanation:

(A) Anemia and vomiting are not cardinal signs of diabetes insipidus. (B) Polyuria and polydipsia are the cardinal signs of
diabetes insipidus. (C) Irritability relieved by feeding water, not formula, is a common sign, but not the cardinal sign, of
diabetes insipidus. (D) Hypothermia and azotemia are signs, but not cardinal signs, of diabetes insipidus.

QUESTION NO: 7

A long-term goal for the nurse in planning care for a depressed, suicidal client would be to:
A. Provide him with a safe and structured environment.

B. Assist him to develop more effective coping mechanisms.

C. Have him sign a “no-suicide” contract.

D. Isolate him from stressful situations that may precipitate a depressive episode.
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ANSWER: B

Explanation:

(A) This statement represents a short-term goal. (B) Long-term therapy should be directed toward assisting the client to cope
effectively with stress. (C) Suicide contracts represent short-term interventions. (D) This statement represents an unrealistic
goal. Stressful situations cannot be avoided in reality.

QUESTION NO: 8

The nurse should know that according to current thinking, the most important prognostic factor for a client with breast cancer
is:

A. Tumor size
B. Axillary node status
C. Client’s previous history of disease

D. Client’s level of estrogen-progesterone receptor assays

ANSWER: B

Explanation:

(A) Although tumor size is a factor in classification of cancer growth, it is not an indicator of lymph node spread. (B) Axillary
node status is the most important indicator for predicting how far the cancer has spread. If the lymph nodes are positive for
cancer cells, the prognosis is poorer. (C) The client’s previous history of cancer puts her at an increased risk for breast
cancer recurrence, especially if the cancer occurred in the other breast. It does not predict prognosis, however. (D) The
estrogen-progesterone assay test is used to identify present tumors being fedfrom an estrogen site within the body. Some
breast cancers grow rapidly as long as there is an estrogen supply such as from the ovaries. The estrogen-progesterone
assay test does not indicate the prognosis.

QUESTION NO: 9

A female client has been treated since childhood for mitral valve prolapse. The antibiotic of choice for her during pregnancy
would be:

A. Sulfa
B. Tetracycline
C. Hydralazine

D. Erythromycin

ANSWER: D

Explanation:
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(A) Sulfa is a teratogen and will cause kernicterus. (B) Tetracycline is a teratogen and will effect tooth development. (C)
Hydralazine is not an antibiotic but a calcium channel blocker. (D) Erythromycin is safe during pregnancy and can be used
when the client is allergic to penicillin.

QUESTION NO: 10

A complication for which the nurse should be alert following a liver biopsy is:
A. Hepatic coma

B. Jaundice

C. Ascites

D. Shock

ANSWER: D

Explanation:

(A) Hepatic coma may occur in liver disease due to the increased NH3levels, not due to liver biopsy. (B) Jaundice may occur
due to increased bilirubin levels, not due to liver biopsy. (C) Ascites would occur due to portal hypertension, not due to liver
biopsy. (D) Hemorrhage and shock are the most likely complications after liver biopsy because of already existing bleeding
tendencies in the vascular makeup of the liver.

QUESTION NO: 11

The physician of a client diagnosed with alcoholism orders neomycin 0.5 g q6h to prevent hepatic coma. Neomycin
decreases serum ammonia levels by:

A. Decreasing nitrogen-forming bacteria in the intestines
B. Acidifying colon contents by causing ammonia retention in the colon
C. Decreasing the uptake of vitamin D, thereby drawing more water into the colon

D. Irritating the bowel and promoting evacuation of stool

ANSWER: A

Explanation:

(A) Neomycin interferes with protein synthesis in the bacterial cell, causing bacterial death. Neomycin reduces the growth of
the ammonia-producing bacteria in the intestines and is used for the treatment of hepatic coma. (B) This choice describes
the action of lactulose, another drug commonly used to decrease systemic ammonia levels. (C) Neomycin’s action
doesnotdecrease uptake of vitamin D to reduce serum ammonia levels. (D) Bowel irritation with diarrhea is more likely to
occur with administration of lactulose rather than of neomycin. Besides, diarrhea is a side effect of a drug, not the action of
the drug.
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QUESTION NO: 12

The nurse observes a client crying quietly. She has just experienced a spontaneous abortion at nine weeks’ gestation. An
appropriate response by the nurse would be:

A. “It must be God’s will and probably is for the best.”
B. “This must be a difficult time for you. Would you like to talk about it?”
C. “I'm sure your other children will be a comfort for you.”

D. “Don’t worry, you’re still young. If | were you I'd just try again.”

ANSWER: B

Explanation:
(A) This response is nontherapeutic because it belittles the client’s response and gives a meaningless rationalization. (B)
This response acknowledges the client’s feelings and demonstrates the therapeutic offering of self by the nurse. (C) This

response is nontherapeutic because it does not focus on the client’s feelings and offers false reassurance. (D) This response
is nontherapeutic because it belittles the client’s feelings and offers her advice.

QUESTION NO: 13

Which of the following findings would necessitate discontinuing an IV potassium infusion in an adult with ketoacidosis?
A. Urine output 22 mL/hr for 2 hours

B. Serum potassium level of 3.7

C. Small T wave of ECG

D. Serum glucose level of 180

ANSWER: A

Explanation:
(A) Adequate renal flow of 30 mL/hr is a necessity with potassium infusions because potassium is excreted renally. (B)
Because potassium level will decrease during correction of diabetic ketoacidosis, potassium will be infused even if plasma

levels of potassium are normal. (C) A small T wave is normal and desired on the electrocardiogram. A tall, peaked T-wave
could indicate overinfusion of potassium and hyperkalemia. (D) Glucose levels of <200 are desirable.

QUESTION NO: 14
A newborn has been delivered with a meningomyelocele. The nursery nurse should position the newborn:
A. Prone

B. Supine
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C. Side lying

D. Semi-Fowler

ANSWER: A

Explanation:

(A) The prone position reduces pressure and tension on the sac. Primary nursing goals are to prevent trauma and infection
of the sac. (B) The supine position exerts pressure on the sac. (C) Newborns usually cannot maintain side-lying position. (D)
The semi- Fowler position exerts pressure on the sac.

QUESTION NO: 15

In a client with chest trauma, the nurse needs to evaluate mediastinal position. This can best be done by:
A. Auscultating bilateral breath sounds

B. Palpating for presence of crepitus

C. Palpating for trachial deviation

D. Auscultating heart sounds

ANSWER: C

Explanation:

(A) No change in the breath sounds occurs as a direct result of the mediastinal shift. (B) Crepitus can occur owing to the
primary disorder, not to the mediastinal shift. (C) Mediastinal shift occurs primarily with tension pneumothorax, but it can
occur with very large hemothorax or pneumothorax. Mediastinal shift causes trachial deviation and deviation of the heart’s
point of maximum impulse. (D) No change in the heart sounds occurs as a result of the mediastinal shift.

QUESTION NO: 16

A client is being discharged with albuterol (Proventil) and beclomethasone dipropionate (Vanceril) to be administered via
inhalation three times a day and at bedtime. Client teaching regarding the sequential order in which the drugs should be
administered includes:

A. Glucocorticoid followed by the bronchodilator

B. Bronchodilator followed by the glucocorticoid

C. Alternate successive administrations

D. According to the client’s preference

ANSWER: B
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Explanation:

(A) The client would not receive therapeutic effects of the glucocorticoid when it is inhaled through constricted airways. (B)
Bronchodilating the airways first allows for the glucocorticoid to be inhaled through open airways and increases the
penetration of the steroid for maximum effectiveness of the drug. (C) Inac- Inaccurate use of the inhalers will lead to

decreased effectiveness of the treatment. (D) Client teaching regarding the use and effects of inhalers will promote client
understanding and compliance.

QUESTION NO: 17

The physician prescribes amitriptyline (Elavil) for a client. What does the patient need to know about this medication?
A. Prolonged use of this medication will result in extrapyramidal side effects.

B. When the medication is effective, he will experience no anxiety.

C. The medication should relieve his symptoms of depression.

D. Blood must be drawn weekly to test for toxicity.

ANSWER: C

Explanation:

(A) Phenothiazines cause extrapyramidal symptoms. (B) No amount of medication can relieve all anxiety in all cases. (C)
The purpose of amitriptyline is to relieve the symptoms of depression because it is an antidepressant. It increases the action
of norepinephrine and serotonin on nerve cells. (D) Periodic blood tests are done when lithium is prescribed.

QUESTION NO: 18

In acute episodes of mania, lithium is effective in 1-2 weeks, but it may take up to 4 weeks, or even a few months, to treat
symptoms fully. Sometimes an antipsychotic agent is prescribed during the first few days or weeks of an acute episode to
manage severe behavioral excitement and acute psychotic symptoms. In addition to the lithium, which one of the following
medications might the physician prescribe?

A. Diazepam (Valium)
B. Haloperidol (Haldol)
C. Sertraline (Zoloft)

D. Alprazolam (Xanax)

ANSWER: B

Explanation:

(A) Diazepam is an antianxiety medication and is not designed to reduce psychotic symptoms. (B) Haloperidol is an
antipsychotic medication and may be used until the lithium takes effect. (C) Sertraline is an antidepressant and is used
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primarily to reduce symptoms of depression. (D) Alprazolam is an antianxiety medication and is not designed to reduce
psychotic symptoms.

QUESTION NO: 19

A mother called the physician’s office to ask if it would help relieve her small daughter’'s abdominal pain if she gave an
enema and placed a heating pad on the abdomen. Her daughter has a fever and has vomited twice. The nurse’s response is
based on the knowledge that:

A. The symptoms could easily have been caused by constipation, which an enema would relieve
B. Heat would help to relax the abdominal muscles and relieve her pain
C. Both heat and enemas stimulate intestinal motility and could increase the risk of perforation

D. Complaints of stomach ache are common in young children and are generally best ignored

ANSWER: C

Explanation:

(A) Constipation does not cause fever or vomiting but may cause anorexia. Risk of perforation outweighs the possible
benefits of an enema. (B) Heat will not relieve her symptoms but will increase intestinal motility and increase the risk of
perforation. (C) Heat and enemas are contraindicated where severe abdominal pain is suspected because they increase
intestinal motility and the risk of perforation. (D) Complaints accompanied by physical symptoms such as pain, anorexia, and
fever should never be ignored.

QUESTION NO: 20

In an interview for suspected child abuse, the child’s mother openly discusses her feelings. She feels her husband is too
aggressive in disciplining their child. The child’s father states, “Being a school custodian, | see kids every day that are bad
because they did not get enough discipline at home. That will not happen to our child.” Based on this remark, the nurse
would make the following nursing diagnosis:

A. Fear related to retaliation by the father
B. Actual injury related to poor impulse control by the father
C. Ineffective coping

D. Altered family process related to physical abuse

ANSWER: D

Explanation:

(A) There is no evidence of fear as the child is unable to communicate. (B) There is actual injury, but the parents have not
yet admitted causing the child’s injuries. (C) This diagnosis is incomplete. There is no specific ineffective coping behavior
identified in this nursing diagnosis. (D) Altered family process best describes the family dynamics in this situation. The
parents have admitted severe disciplinary action.
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