NCLEX-RN Review: 1,000 Questions to Help You Pass

by Patricia McLean Hoyson and Kimberly Serroka

Pre-Test Answers and Rationales
1. Answer: 4

Rationale: The safest method for transferring this client is through use of a mechanical lifting device. The other answers refer to use of body mechanics. Body mechanics alone will not protect the nurse from injury or provide the safest transfer for the client.

Cognitive Level: Analysis

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

References: Patient Safety Center of Inquiry & Department of Defense. (2005). Patient care

ergonomics resource guide: Safe patient handling and movement.
 Retrieved March 31, 2006, from http://www.visn8.med.va.gov/patientsafetycenter/resguide/ErgoGuidePtOne.pdf

Potter, P., & Perry, A. (2005). Fundamentals of nursing (6th ed.). St. Louis, MO: Elsevier 
Mosby.
2. Answer: 3

Rationale: The use of a nonskid floor mat beside the bed is effective in fall prevention. Assistive devices should be located on the exit side of the bed. A light on at all times is not necessary. A night light can be sufficient. Treaded slipper socks could increase the likelihood of falling, especially if client shuffles feet while walking.

Cognitive Level: Analysis

Nursing Process: Evaluation

NCLEX-RN Test Plan: SECE

Reference: Stalhandske, E. (2004). National center for patient safety 2004 falls toolkit. 
Retrieved March 31, 2006, from http://www.patientsafety.gov/SafetyTopics/fallstoolkit/notebook/06_interventions.pdf

3. Answer: 1

Rationale: Although gloves reduce hand contamination, hand hygiene is still required. Centers for Disease Control (CDC) guidelines, which are evidence-based, state that alcohol-based hand rubs can be used before and after each client. These guidelines also recommend to wash hands when they are visibly soiled and to avoid wearing artificial nails when caring for clients. 

Cognitive Level: Application

Nursing Process: Evaluation

NCLEX-RN Test Plan: SECE

Reference: DeLaune, S. C., & Ladner, P. K. (2006). Fundamentals of nursing: Standards and practice 
(3rd ed.). Clifton Park, NY: Thomson Delmar Learning.

4. Answer: 3

Rationale: Because Hepatitis A is transmitted through the fecal route, handling the client’s feces is the highest risk activity. The modes of transmission described in the first two answers would be more applicable for a client with a respiratory infection. Touching this client would not be a high risk activity.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

Reference: Potter, P., & Perry, A. (2005). Fundamentals of nursing (6th ed.). St. Louis,

MO: Elsevier Mosby.

5. Answer: 4

Rationale: It’s necessary to assess the client for muscle strength (legs and upper arms) as immobile clients have decreased muscle strength, tone, and mass, which affects the ability to bear weight and raise the body.

Cognition Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: HPM

Reference: Potter, P. A., & Perry, A. G. (2005). Fundamentals of nursing (6th ed.). St. Louis,

MO: Elsevier Mosby.

6. Answer: 2

Rationale: Listen to the abdomen before performing percussion or palpation, since these maneuvers may alter the frequency of bowel sounds.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: HPM

Reference: Bickley, L. S., & Szilagyi, P. G. (2003). Bates’ guide to physical examination and history 

taking (8th ed.). Philadelphia: Lippincott Williams & Wilkins.
7. Answer: 4

Rationale: Supporting the client with elevation of the head of the bed or with pillows can reduce the client’s workload and minimize fatigue. Raising the head of the bed uses gravity to drop the abdominal organs away from the diaphragm, which provides increased  expansion of the lungs.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

Reference: DeLaune, S. C., & Ladner, P. K. (2006). Fundamentals of nursing: Standards and practice 
(3rd ed.). Clifton Park, NY: Thomson Delmar Learning.

8. Answer: 2

Rationale: Pressure can be exerted to expel feces through a voluntary straining (Valsalva Maneuver) in which client contracts the abdominal muscles and holds their breath while bearing down. Clients with cardiovascular disease, glaucoma, increased intracranial pressure, or a new surgical wound can be placed at further risk, such as cardiac irregularities and elevated blood pressure.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

Reference: Potter, P. A., & Perry, A. G. (2005). Fundamentals of nursing (6th ed.). St. Louis,

MO: Elsevier Mosby.

9. Answer: 1

Rationale: Responses 2, 3, and 4 are more characteristic of female communication with coworkers.

Cognitive Level: Analysis

Nursing Process: Analysis

NCLEX-RN Test Plan: PSYC

Reference: Chitty, K. K. (2005). Professional nursing: Concepts & challenges (4th ed.). St. Louis, MO:

Elsevier Saunders.

10. Answer: 4

Rationale: The nurse’s response reflects the emotion underlying the client’s message.

Cognitive Level: Analysis

Nursing Process: Intervention

NCLEX-RN Test Plan: PSYC

Reference: Mohr, W. K. (2003). Psychiatric-mental health nursing (5th ed.). Philadelphia: Lippincott

Williams & Wilkins.
11. Answer: 4

Rationale: Response 4 provides a distorted message and masks criticism of the child.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PSYC

Reference: Wright, L. M., & Leahey, M. (2005). Nurses and  families (4th ed.). Philadelphia: F.A. 
Davis.

12. Answer: 1

Rationale: Asking the client to describe his feelings seeks more information and demonstrates that the nurse is attentive.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PSYC

Reference: Hogan, M. A., Bowles, D., & White, J. E. (2003). Nursing fundamentals: Reviews &

rationales. Upper Saddle River, NJ: Pearson Prentice Hall.

13. Answer: 1

Rationale: Conversions between grams and milligrams requires moving the decimal point three places to the right.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: SECE

Reference: Curren, A., & Munday, L. (1998). Dimensional analysis for meds. San Diego, CA: W I 
Publications.

14. Answer: 4

Rationale: The nurse palpates the lower edge of the acromion process, which forms the base of a triangle in line with the midpoint of the lateral aspect of the upper arm. The injection site is the center of the triangle 3–5 cm below the acromion process.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

Reference: Potter, P., & Perry, A. (2005). Fundamentals of nursing (6th ed.). St. Louis,
MO: Elsevier Mosby.

15. Answer: 4

Rationale: Placing a protective pad around the ampule protects the nurse’s fingers and face from shattered glass when breaking the ampoule, while not contaminating the medication with alcohol.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

Reference: Potter, P., & Perry, A. (2005). Fundamentals of nursing (6th ed.). St. Louis, MO: 
Elsevier Mosby.

16. Answer: Oral

17. Answer: 4

Rationale: LPN/LVNs are able to perform and function at a higher level than UAPs. The

LPN/LVN education includes standardized training and competency evaluation. Duties include reinforcing teaching from a standardized plan of care and updating initial assessments made by an RN. The role of the LPN/LVN is determined by the State

Nurse Practice act.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: SECE

Reference: Kelly-Heidenthal, P., & Marthaler, M. T. (2005). Delegation of nursing care. Clifton 
Park, NY: Thomson Delmar Learning.

18. Answer: 1

Rationale: Maslow’s hierarchy of human needs provides the nurse with a base for establishing priorities. However, Covey and Merrill have classified activities

as urgent or not urgent, important or not important. An activity that is both urgent and important takes precedence over lower priority activities. As nurses begin their shifts, they must give priority to those activities that will impact and make the most difference in patient outcome. Timely insulin administration is required to maintain the blood sugar level in

diabetic clients.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: SECE

Reference: Kelly-Heidenthal, P., & Marthaler, M. T. (2005). Delegation of nursing care. Clifton 
Park, NY: Thomson Delmar Learning.
19. Answer: 4

Rationale: Clients with BPD have one of the highest suicide rates of all of the personality disorders (3–10%). This is related to their impulsiveness, profound mood swings, and unstable yet impulsive relationships. All other responses are appropriate nursing diagnoses. However, number 4 takes priority.

Cognitive Level: Analysis

Nursing Process: Analysis

NCLEX-RN Test Plan: SECE

Reference: Stuart, G. W., & Laraia, M. T. (2005). Principles and practices of psychiatric nursing (8th 

ed.). St. Louis, MO: Elsevier Mosby.

20. Answer: 4

Rationale: Supervision involves determining that the delegated tasks are being completed. The nurse needs to determine if care is progressing according to schedule, and if not, why progress has not occurred. 

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Level: SECE

Reference: Ellis, J. R., & Hartley, C. L. (2005). Managing and coordinating nursing care (4th ed.).

Philadelphia: Lippincott Williams & Wilkins.
21. Answer: 4

Rationale: Nurses and other emergency personnel are used as triage officers because physicians are administering emergency care to the more critical victims.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

Reference: Beachley, M. L. (2005). Nursing in a disaster. In F. Maurer & C. Smith, (Eds.),

Community/public health nursing practice: Health for families and populations (pp. 496–516).

Philadelphia: Elsevier.

22. Answer: 3

Rationale: This is the definition of the scope of a major disaster. #1 is a local disaster, #2 is a state disaster and #4 is the definition of a Presidentially Declared Disaster.

Cognitive Level: Comprehension

Nursing Process: Assessment

NCLEX-RN Test Plan: SECE

Reference: Hassmiller, S. B. (2003). Disaster management. In M. Stanhope & J. Lancaster 
(Eds.), Community & public health nursing (6th ed., pp. 470–489). St. Louis, MO: Elsevier Mosby.

23. Answer: 4

Rationale: Anthrax predominately occurs as a cutaneous infection, but the use of anthrax as a biological weapon typically involves inhalational anthrax. Human to human transmission of anthrax has not been reported.

Cognitive Level: Analysis

Nursing Process: Planning

NCLEX-RN Test Plan: SECE

Reference: Veenema, T. G. (2003). Disaster nursing and emergency preparedness for chemical,

biological, and radiological terrorism and other hazards. New York: Springer.
24. Answers: 1, 3, 4, and 6

Rationale: Smallpox is a virus that had been eliminated worldwide in the 1970s; consequently immunization is no longer required. This successful public health achievement has made smallpox a biologic weapon.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: SECE

Reference: Lehne, R. A. (2004). Pharmacology for nursing care (5th ed.). St. Louis, MO:

Elsevier Saunders.

25. Answer: 2

Rationale: Acute pneumonia may result when large amounts of tubercle bacilli are discharged from the liquefied necrotic lesion into the lung or lymph nodes. The clinical manifestations are similar to those of bacterial pneumonia, including chills, fever, productive cough, pleuritic pain, and leucocytosis.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Elsevier Mosby.

26. Answer: 3

Rationale: Keep the water seal and suction control chamber at the appropriate water levels by adding sterile water as needed because water loss by evaporation may occur. Never elevate the drainage system to the level of the client’s chest because this will cause fluid to drain back into the lungs. Encourage the client to breathe deeply periodically to facilitate

lung expansion. Do not strip or milk the chest tube routinely because this increases pleural pressures.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Elsevier Mosby.
27. Answer: 2

Rationale: Normal tidal volume is 7–9 ml/kg or about 500 ml for an average-sized man (approximately 75 kg).

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: PHYS

Reference: Wagner, D. W., Johnson, K., & Kidd, P. S. (2006). High acuity nursing (4th ed.). 
Upper Saddle River, NJ: Pearson Prentice Hall.

28. Answers: 1, 2, and 3

Rationale: Very young children have a higher incidence of disseminated disease. TB is a serious disease during the first two years of life, during adolescence, and for those who are HIV positive. Except in cases of tuberculous meningitis, death seldom occurs in

treated children. The recommended drug therapy includes drugs such as INH, PZA, and rifampin, which has decreased the death rate and spread from primary lesions.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: SECE

Reference: Hockenberry, M. J. (2005). Wong’s essentials of pediatric nursing. St. Louis, MO:

Elsevier Mosby.
29. Answer: 3

Rationale: Protamine sulfate is a heparin antagonist. Vitamin K is a warfarin (Coumadin) antagonist. Iron is used to treat anemia, and platelets are given to increase platelet count.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: PHYS

Reference: Karch, A. M. (2005). 2005 Lippincott’s nursing drug guide. Philadelphia: Lippincott 

Williams & Wilkins.

30. Answer: 2

Rationale: An increase in venous hydrostatic pressure, which develops when fluid accumulates in the veins, causes fluid to leak out into the tissues and causes edema. The other three choices refer to the manifestations of arterial insufficiency.

Cognitive Level: Analysis

Nursing Process: Evaluation

NCLEX-RN Test Plan: PHYS

Reference: Crutchlow, E. M., Dudac, P. J., MacAvoy, S., & Madara, B. R. (2002). Quick look  

nursing Pathophysiology. Thorofare, NJ: Slack, Inc.

31. Answer: 4

Rationale: Protamine sulfate is the treatment of heparin overdose. Vitamin K is the treatment for a warfarin (Coumadin) overdose. Protamine zinc is insulin given for hyperglycemia. Vitamin E is an antioxidant.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

Reference: Karch, A. M. (2005). 2005 Lippincott’s nursing drug guide. Philadelphia: Lippincott

Williams & Wilkins.

32. Answer: 4

Rationale: Patients with atrial fibrillation are at an increased risk for thrombus formation and subsequent embolization to the brain. Anticoagulants are used to prevent thrombosis formation. They do not dissolve clots.

Cognitive Level: Analysis

Nursing Process: Evaluation

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Elsevier Mosby.
33. Answer: 1

Rationale: Both bowel conditions are inflammatory. While both involve inflammation, each has different populations affected, degrees of mucosal penetration, and different distribution patterns in the bowel.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Black, J., & Hawks, J. H. (2005). Medical-surgical nursing: Clinical management for positive 
outcomes (7th ed.). St. Louis, MO Elsevier Saunders.
34. Answer: 2

Rationale: Stool left in the bowel does not allow for adequate visualization and could be confused as polyps. A laxative will help to evacuate the bowel contents. The remaining responses are not appropriate nor do they reveal an understanding of the procedure.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: PHYS

Reference: Pagana, K. D., & Pagana, T. J. (2002). Mosby’s manual of diagnostic and laboratory tests.

St. Louis, MO: Mosby.

35. Answer: 4

Rationale: One of the treatments for cholecystitis is to educate clients on a low fat diet. By lowering the fat intake, biliary colic is prevented, therefore, the education provided was effective. Intake and output values and serum albumin are not factors in cholecystitis.

With proper treatment of cholecystitis there may actually be improvement on an ultrasound.

Cognitive Level: Application

Nursing Process: Evaluation

NCLEX-RN Test Plan: PHYS

Reference: Black, J., & Hawks, J. H. (2005). Medical-surgical nursing: Clinical management for positive  

outcomes (7th ed.). St. Louis, MO: Elsevier Saunders.
36.  Answer: 2

Rationale: Portal hypertension causes the dilation of esophagogastric veins. Any irritation, increase in intrathoracic pressure, or reflux of gastric juices can lead to a rupture of these enlarged vessels. Rupture of the veins of the esophagus constitutes a medical emergency.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PSYC

Reference: Black, J., & Hawks, J. H. (2005). Medical-surgical nursing: Clinical management for positive 
outcomes (7th ed.). St. Louis, MO: Elsevier Saunders.
37. Answer: 4

Rationale:When both the BUN and serum creatinine levels rise and the ratio between the two remain constant, renal failure is present. Normal serum level include a BUN level of 8–25 mg/dl and creatinine levels of 0.6–1.5 mg/dl. All other answers are incorrect.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Corbett, J. V. (2004). Laboratory tests and diagnostic procedures (6th ed.). Upper Saddle

River, NJ: Pearson Prentice Hall.

38. Answer: 3

Rationale: PD’s advantages include fewer fluid and dietary restrictions as compared to hemodialysis (HD). HD is a treatment that uses a dialyzer to filter the blood. PD is contraindicated for clients who have had abdominal surgery or trauma to the abdomen.

Continuous renal replacement therapy (CRRT) is the treatment of choice for acute conditions.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: HPM

Reference: LeFever Kee, J., Paulanka, B. J., & Purnell, L. D. (2004). Fluids and electrolytes with 

clinical application (7th ed.). Clifton Park, NY: Thomson Delmar Learning.
39. Answer: 4

Rationale: When taking furosemide, the client should use sunscreen or protective clothing to prevent photosensitivity. On this medication, a diet high in potassium and an increased fluid intake is advised. A side effect of Lasix is hypotension. 

Cognitive Level: Application

Nursing Process: Evaluation

NCLEX-RN Test Plan: PHYS

Reference: Mosby’s (2004) Nursing Drug Reference. t. Louis, MO: Mosby, pgs. 476, 477, 478.
40. Answer: 2, 3, 1, 4

Rationale: The phases of oliguric acute renal failure are the onset phase, the oliguric phase, the diuretic phase (high output phase), and the recovery phase (convalescent phase).

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

Reference: Ignatavicius, D. D, & Workman, M. L. (2006). Medical-surgical nursing (5th ed.). St.

Louis, MO: Elsevier Saunders.

41. Answer: 3

Rationale: A cerebral spinal leak is suspected and testing the fluid for the presence of glucose would confirm this. Most leaks heal spontaneously, but occasionally surgical repair is needed. Packing the nose will not heal the leak at this site. The head of the bed should be elevated to decrease pressure on the graph site and blowing the nose is contraindicated.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

Reference: Lemone, P., & Burke, K. (2004). Medical surgical nursing: Critical thinking in client care

(3rd ed.). Upper Saddle River, NJ: Prentice Hall.

42. Answer: 3

Rationale: Decreased hepatic glucosneogenesis and increased glucose uptake in the tissue cause hypoglycemia, not hyperglycemia. Elevated glucose is associated with cortisol excess, as in Cushing’s disease. Hyperkalemia and hyponatremia are characteristic of Addision’s disease. There is decreased renal perfusion and excretion of waste products, which cause an elevated BUN.

Cognitive Level: Analysis

Nursing Process: Analysis

NCLEX-RN Test Plan: PHYS

Reference: Lemone, P., & Burke, K. (2004). Medical surgical nursing: Critical thinking in client care

(3rd ed.). Upper Saddle River, NJ: Prentice Hall.

43. Answer: 1, 5, 8, 2, 4, 6, 7, 3

Rationale: This order of steps identifies the correct sequence for drawing up and  administering a single dose of insulin.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing: 
Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

44. Answer: 2

Rationale: Regular insulin is a short acting insulin with an onset of action in 1⁄2–1 hour, a peak that occurs in 2–3 hours, and a duration of action of 4–8 hours. Hypoglycemia is most likely to occur during peak insulin times.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

45. Answers: 1, 2, 3, 4, 5, and 7

Rationale: A thrombocytopenic client is at risk for spontaneous and abnormal bleeding. Therefore, the client should avoid situations that could potentially cause injury or bleeding such as IM injections; rectal temps, meds, and exams; flossing teeth, straight razor usage, and contact sports. Using a soft toothbrush or swab, blowing the nose gently, and using

an electric shaver are appropriate options for such a client. Fresh fruits and vegetables are not an issue with thrombocytopenia.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

References: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby. 

Smeltzer, S. C., & Bare, B. G. (2004). Textbook of medical-surgical nursing (10th ed.).
Philadelphia: Lippincott Williams & Wilkins.

46. Answer: 3

Rationale: All types of blood cells are manufactured in the bone marrow, developing from the pluripotent stem cell. The thymus and spleen have a role in immunity and blood cell destruction but do not produce blood cells. The central nervous system is not part of blood cell production or utilization.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: HPM

References: Black, J. M., & Hawks, J. H. (2005). Medical-surgical nursing: Clinical management

for positive outcomes (7th ed.). St. Louis, MO: Elsevier Saunders. 
Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing: Assessment 
and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

Smeltzer, S. C., & Bare, B. G. (2004). Textbook of medical-surgical nursing (10th ed.).

Philadelphia: Lippincott Williams & Wilkins.

47. Answer: 2

Rationale: A PRBC transfusion should be initiated within 30 minutes after receiving them from the blood bank; any longer predisposes the blood cells to break down and requires the blood to be returned to the blood bank.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: SECE

References: Black, J. M., & Hawks, J. H. (2005). Medical-surgical nursing: Clinical management for 
positive outcomes (7th ed.). St. Louis, MO: Elsevier Saunders.
Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing: Assessment

and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

Smeltzer, S. C., & Bare, B. G. (2004). Textbook of medical-surgical nursing (10th ed.).

Philadelphia: Lippincott Williams & Wilkins.

48. Answer: 3

Rationale: Leukocytosis is an elevated total WBC count. Elevations in the WBC count are associated with infection and inflammation. Anemia is reflected in the RBC count.  Coagulation and renal or hepatic disorders are not detectable in the WBC count.

Cognitive Level: Analysis

Nursing Process: Analysis

NCLEX-RN Test Plan: PHYS

Reference: Pagana, K. D., & Pagana, T. J. (2002). Manual of diagnostic and laboratory tests (2nd

ed.). St. Louis, MO: Mosby.

49. Answer: 2

Rationale: A biopsy is one of the most common diagnostic tests used in the evaluation of skin lesions. It is indicated in all conditions in which malignancy is suspected or a specific diagnosis is questionable. Even though a health history can not be obtained, inspection is the main diagnostic technique related to skin disorders. Topical medications are just one of the many treatments for skin lesions, and if they fail, other medications or therapies are initiated.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: HPN

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.
50. Answer: 1

Rationale: Pediculosis capitis is head lice, and nits are cemented to the hair shaft. The nits are silvery to white in color, similar to dandruff. They are most commonly seen on hair on the back of the head near the nape of the neck. A papular rash may be present at the nape of the neck secondary to scratching. Seborrheic dermatitis is the term for dandruff, and scaling of the scalp can also be seen with psoriasis and tinea capitis (ringworm of the scalp). However, none of these disorders cause a rash on the back of the neck.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Smeltzer, S. C., & Bare, B. G. (2004). Brunner & Suddarth’s Textbook of medicalsurgical

nursing. Philadelphia: Lippincott Williams & Wilkins.

51. Answer: 2

Rationale: Psoriasis has been shown to respond to phototherapy with ultraviolet light. Laser treatments are used for removal of tumors, warts, or keloids. Radiation therapy is used for cutaneous malignancies. Topical 5-FU (Fluorouracil) is a cytotoxic agent for premalignant conditions such as actinic keratosis.

Cognitive Level: Analysis

Nursing Process: Analysis

NCLEX-RN Test Plan: PHYS

Reference: Smeltzer, S. C., & Bare, B. G. (2004). Brunner & Suddarth’s textbook of medicalsurgical

nursing. Philadelphia: Lippincott Williams & Wilkins.

52. Answer: 2

Rationale: Almost all cases of skin cancer diagnosed each year are considered to be sun related. Ultraviolet rays are strongly suspected based on the increased incidence in countries near the equator and in people younger than thirty who have used a tanning bed more than ten times a year. Although fair-skinned individuals are more at risk for skin cancer, everyone

needs to be aware of the risks of ultraviolet exposure. As with any cancer, a family history and genetic factors carry an increased risk.

Cognitive Level: Application

Nursing Process: Analysis

NCLEX-RN Test Plan: HPM

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

53. Answer: 3

Rationale: In certain diseases when radiation is combined with surgery and chemotherapy, a cure is achieved. Cancer cells are permanently damaged with cumulative doses of radiation. Preoperatively, radiation causes tumor cells to lose their ability to proliferate (grow) and at the time of division, the cell dies. Radiation will reduce the tumor size to facilitate resection. Postoperatively, radiation will destroy the remaining tumor cells. It is essential and required that the nurse and physician provide complete information to a client regarding treatment options. Understanding the role of radiation in cancer treatment is included in the information necessary to make an informed decision to accept or refuse treatment or to seek a second opinion. 
Cognitive Level: Application

Nursing Process: Intervention

NCLEX-RN Test Plan: SECE

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

54. Answer: 2

Rationale: The pain control dose will initially cause sedation. The sedative effects will subside with maintenance pain control. Additionally, clients in chronic, uncontrolled pain are usually sleep deprived and must catch up. Catching up is expected when pain is controlled. This adds to the perception of increased sedative effect of opiods. The client has woken, but has not complained of pain. Although it may be necessary at some point, there is no need to

change the drug, alter the dose, or add additional opiods for pain control at this time.

Cognitive Level: Comprehension

Nursing Process: Evaluation

NCLEX-RN Test Plan: PHYS

Reference: Bourdeanu, L., Loseth, D. B., & Funk, M. (2005). Management of opiod-induced

sedation in patients with cancer. Clinical Journal of Oncology Nursing, 9(6), 705.

55. Answer: 2

Rationale: All of the listed options are risk factors for pancreatic cancer. Cigarette smoking is the most firmly established risk factor with a two fold incidence with those smoking two packs per day as compared to nonsmokers. It is thought that tobacco carcinogens reach the pancreas by way of the bloodstream and the pancreatic ducts and bile reflux.

Cognitive Level: Knowledge

Nursing Process: Assessment

NCLEX-RN Test Plan: SECE

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

56. Answer: 4

Rationale: The client will complain of epigastric fullness and satiety after meals. Depending on the location within the stomach, clinical manifestations include burning or pressure and pain 1–4 hours after a meal. Antacids, antisecretory agents, and changes in diet help to relieve pain and discomfort. Along with the gastric distress or indigestion, the client will have

symptoms of anemia caused by chronic blood loss, erosion of the tumor through the mucosa, or due to pernicious anemia (with loss of intrinsic factor). The primary symptom of esophageal cancer is dysphagia. Liver cancer symptoms are similar to cirrhosis. Myocardial infarction symptoms, including pain, nausea, vomiting, fatigue, and in some occasions, indigestion, leads to a diagnosis sooner than the sustained symptoms seen with gastric cancer. Often gastric cancers will invade adjacent organs before distressing symptoms develop.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:
Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

57. Answer: 1

Rationale: It is important to stress to clients with Parkinson’s disease that side effects are dose related and can be controlled by dose adjustment. Medication should be taken at the scheduled time and skipping doses may affect mobility. Adverse side effects need to be reported to the doctor immediately.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: HPM

Reference: Aschenbrenner, D., Cleveland, L. W., & Venable, S. (2002). Drug therapy in nursing.

Philadelphia: Lippincott.

58. Answer: UMN: Use reflex emptying 30 minutes after a meal. LMN: Use manual

stool removal and small volume enemas.

Rationale: An injury in the cervical and thoracic cord segments interrupts upper motor neuron (UMN) voluntary muscle control of bladder and bowel. The S2, 3, 4 reflex arcs remain intact allowing for reflex emptying of the bowel and bladder. With spinal cord injuries in the cervical area of the cord, clients should have a routine evacuation schedule time 30 minutes after a meal (breakfast) or after a warm drink. Stroking the abdomen and increased abdominal pressure may trigger reflex emptying of the bladder. The lower motor

neurons (LMN) in the sacral spinal segments transmit motor impulses to the bowel and bladder. Injury to this area interrupts both voluntary control and reflex activity resulting in a flaccid bowel and bladder and loss of anal tone. This type of injury is usually managed

with use of increased abdominal pressure techniques, manual removal of impaction and small  volume enemas. UMNs are located in the cerebral cortex and transmit impulses from the brain down the spinal cord to the bowel and bladder. Injuries in the cord interrupt the transmission causing dysfunction in these areas. In most adults the spinal cord ends around

T12 or L1. LMN’s are located in the anterior horn cells in each of the spinal segments. Increased fluid intake, a diet high in fiber and /or stool softeners should be used in both types of injuries to promote evacuation.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirkson, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

59. Answer: 3

Rationale: Hydrocephalus is more common in an aneurysm client because blood from the aneurysm may obstruct the reabsorption of CSF in the arachnoid villi. Diabetes insipidus and SIADH are also a possibility since the pituitary gland is close to the operative site.

Diabetes mellitus may have been a pre-existing condition but is not related to the specific surgery.

Cognitive Level: Application

Nursing Process: Analysis

NCLEX-RN Test Plan: PHYS

Reference: Phipps, W. J., Monahan, F. D, Sands, J. K., Marek, J. F., & Neighbors, M. (2003).

Medical-surgical nursing: Health and illness perspectives. St. Louis, MO: Mosby.
60. Answer: 1

Rationale: An unconscious client purposeful response is to push the painful stimulus away. Other responses should be noted but are not appropriate.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Hickey, J. V. (2003). The clinical practice of neurological and neurosurgical nursing.

Philadelphia: Lippincott.

61. Answer: 4

Rationale: This is the only bone tissue that contains pain receptors. Any process that disrupts or results in pressure on the periosteum will cause pain. 

Cognitive Level: Application

Nursing Process: Analysis

NCLEX-RN Test Plan: PHYS

Reference: Crutchlow, E. M., Dudar, P. J., MacAvoy, S., & Madara, B. R. (2002). Quick look 
nursing: Pathophysiology. Thorofare, NJ: Slack, Inc.
62. Answers: 1, 2, 3, and 4

Rationale: All of the answers are multisystem effects of SLE.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Lemone, P., & Burke, K. (2004). Medicalsurgical nursing: Critical thinking in client care.

Upper Saddle River, NJ: Prentice Hall.

63. Answer: 2

Rationale: The foot should be elevated with the heel off the floor to help reduce discomfort and prevent edema. The client should walk with proper weight distribution; walking on the heels would be improper weight distribution. If the feet were numb for several days this would indicate a problem with neurovascular status. The patient may experience pain or a throbbing sensation when starting to ambulate. Soaking the feet in warn water is not a

treatment for a bunion, because warm water would dilate the blood vessels and increase pain. Icing the site would constrict circulation and blood vessels and decrease pain.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: HPM

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

64. Answers: 2, 3, and 4

Rationale: Paresthesia, or numbness and tingling; pallor or coolness; and diminished/absent peripheral pulses are characteristics of impending compartment syndrome. Pain occurs distal to the injury, not proximal.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

65. Answer: 3

Rationale: Preoperative medications can alter a client’s state of consciousness and comprehension. For the surgical permit to be valid, the client must have adequate disclosure, be able to demonstrate clear understanding and comprehension of the information, and give the consent voluntarily. The client of legal age is the only person able to consent to surgery. The exception would be if a life-threatening emergency is present. A minor is not legally able to sign the permit for the client.

Cognitive Level: Analysis

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:
Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.
66. Answer: 1

Rationale: Airway maintenance is essential for the postanesthetic client. To facilitate airway maintenance, correct positioning of the client is essential. Unconscious clients, unless contraindicated, are positioned in the lateral/recovery position. This position reduces the risk of aspiration if the client vomits. When the client resumes consciousness, the head of

the bed can be elevated if it is not contraindicated.

Cognitive Level: Analysis

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

67. Answer: 4

Rationale: The obese client is at a higher risk for developing obstruction, hypoxemia, and/or hypoventilation in the immediate postanesthetic period. Obesity can prevent lung expansion, resulting in mechanical restriction and hypoventilation. The client who is ambulatory will facilitate lung expansion and gas exchange to aid in respiration. Surgery on areas above the waist can affect the rate and depth of respiration and contribute to telectasis.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

68. Answer: 1

Rationale: Aseptic technique is practiced in the operating room to prevent infections. The principles of aseptic technique state that a contaminated item must be removed from the sterile field. Once the package was permeated with fluid, even though it was sterile saline, the sterility was challenged allowing a potential for bacteria and contamination. All other options are incorrect.

Cognitive Level: Analysis

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

69. Answer: 2, 4, 5, 8, 7, 3, 1, 6

Rationale: Although there are many aseptic approaches to venipuncture techniques, mastery of psychomotor clinical skills and knowledge of infusion therapy are fundamental. Beginning practitioners must follow a step-by-step approach to venipuncture. 

Cognitive Level: Synthesis

Nursing Process: Implementation

NCLEX-RN Test Plan: SECE 
Reference: Phillips, L. D. (2005). Manual of IV therapeutics (4th ed.). Philadelphia: F.A. Davis.

70. Answer: 3

Rationale: A 1.2 air-eliminating final filter set is required for nutrient admixtures that contain lipids for removal of inadvertent debris and fungi. A .22 micron filter is used for nutrient mixtures that do not contain lipids. Lipids infused separately require a .45 micron final filter to remove inadvertent air, debris, and microbes. If either a .22 or .45 micron filter was used for a TNA/3:1 solution, the filter would trap larger nutrient molecules and clog the

filter, causing the EID alarm to signal an occlusion. A 170–260 micron filter is used as the standard clot filter for blood administration.

Cognitive Level: Comprehension

Nursing Process: Planning

NCLEX-RN Test Plan: SECE

Reference: Phillips, L. D. (2005). Manual of IV therapeutics (4th ed.). Philadelphia: F.A. Davis.

71. Answer: 3

Rationale: The formula for calculating ml using dimensional analysis allows the nurse to find the ml per hour and multiply by 12, the number of hours in the shift. To calculate ml per hour, multiply ml per drops times drops per minute and then multiply by 60 minutes per hour. mL= 1 mL ´ 28 gtts ´ 60 min=84 mL ´ 12 hrs = 1008 mL hr 20 gtts 1 min 1 hr hr

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS

Reference: Josephson, D. (2004). Intravenous infusion therapy for nurses: Principles & practice (2nd 
ed.). Clifton Park, NJ: Delmar.

72. Answer: 1

Rationale: pH (7.35–7.45) determines acid or base status. Decreased pH (less than 7.35) indicates acidosis. A decreased HCO3 and a decreased (partially compensated) or normal (acute) CO2 occur with metabolic acidosis (pH less than 7.35). An elevated HCO3 and an increased (partially compensated) or normal (acute) CO2 would occur with metabolic

alkalosis (pH more than 7.35). In respiratory acidosis (pH less than 7.35), an increased CO2 and an increased (partially compensated) or normal (acute) HCO3 occurs. A decreased CO2 and a decreased (partially compensated) or normal (acute) HCO3 would accompany respiratory alkalosis (pH more than 7.35).

Cognitive Level: Synthesis

Nursing Process: Evaluation

NCLEX-RN Test Plan: PHYS

Reference: Corbett, J. (2004). Laboratory tests and diagnostic procedures with nursing diagnosis

(6th ed.). Upper Saddle River, NJ: Pearson Prentice Hall.

73. Answer: 4

Rationale: Chicken is a low-fat protein food; mashed potatoes add calories, and spinach is recommended to prevent bleeding. The other options are high in calorie and protein contents.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: HPM

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

74. Answer: 2

Rationale: Nasogastric tube feedings to provide enteral nutrition are used for clients who are at risk of aspiration caused by a diminished gag reflex or difficulty swallowing. Other options are inappropriate for the client with dysphagia. Making a client NPO provides no source of nutrition. TPN is used when the GI tract cannot be used for the ingestion,

digestion, and absorption of essential nutrients. A soft residue diet would place the client at risk of aspiration due to their difficulty to swallow solids.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.
75. Answer: 2

Rationale: Toddlers chew well, but may have difficulty swallowing large pieces of food. Young children cannot discard pits (such as from cherries). Hard foods such as peanuts and hard candy are easily aspirated. Other options are softer in consistency which would be less likely to be aspirated.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: SECE

Reference:Wong, D. (2005). Wong’s essentials of pediatric nursing (7th ed.). St. Louis, MO: Mosby.

76. Answer: 1

Rationale: Anemia is common in older adults. Red meats, especially liver, provide the necessary nutrient cobalamin (vitamin B12) to promote RBC maturation. Green leafy vegetables provide iron needed for hemoglobin synthesis and folic acid for RBC maturation.

Milk, milk products, cheese, and ice cream provide essential amino acids for synthesis of nucleoproteins. Other necessary nutrients include vitamin C, which is found in citrus fruits, green leafy vegetables, strawberries, and cantaloupe.

Cognitive Level: Analysis

Nursing Process: Evaluation

NCLEX-RN Test Plan: PHYS

Reference: Lewis, S. M., Heitkemper, M. M., & Dirksen, S. R. (2004). Medical-surgical nursing:

Assessment and management of clinical problems (6th ed.). St. Louis, MO: Mosby.

77. Answer: 1

Rationale: The heart beat is audible by doppler at 12 weeks. At week 20, lanugo covers the entire body and begins to disappear by week 36. The sex of the baby is determined at conception. Feeling the baby move is called quickening, and begins between weeks 16 and 20.

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: HPM

Reference: Lowdermilk, D. L., & Perry, S. E. (2004). Maternity and women’s health care (8th ed.). 
St. Louis, MO: Mosby.

78. Answer: 4

Rationale: Naloxone (Narcan) reverses opioidinduced respiratory depression in the newborn. Beractant (Survanta) is a lung surfactant used to prevent and treat respiratory distress in premature infants due to immature lungs. Fentanyl (Sublimaze) is an opioid analgesic given to the laboring client. Betamethasone stimulates fetal lung maturation

by promoting the release of enzymes that enhance the production of lung surfactant.

Cognitive Level: Analysis

Nursing Process: Analysis

NCLEX-RN Test Plan: HPM

Reference: Lowdermilk, D. L., & Perry, S. E. (2004). Maternity and women’s health care (8th ed.). 
St. Louis, MO: Mosby.

79. Answer: 2

Rationale: The manifestations mentioned are indicative of a positive Moro reflex. The toes hyperextend when the lateral aspect of the sole is stroked to produce a positive Babinksi reflex. When the cheek is stroked, the newborn turns its head toward the stimulus, eliciting the rooting reflex. If the newborn’s head is turned to one side, the infant will extend the arm and leg on that side. The opposite arm and leg will flex. This is characteristic of the tonic neck reflex.

Cognitive Level: Application

Nursing Process: Evaluation

NCLEX-RN Test Plan: HPM

Reference: Lowdermilk, D. L., & Perry, S. E. (2004). Maternity and women’s health care (8th ed.). 
St. Louis, MO: Mosby.
80. Answer: Lochia rubra

Rationale: Lochia rubra consists of blood and decidual debris lasting about three days after delivery. The lochia then becomes pink or brown and can last up to 22 to 27 days after childbirth. Lochia alba is a yellow to white color drainage. In most women, lochia alba occurs about 10 days after delivery.

Cognitive Level: Analysis

Nursing Process: Analysis

NCLEX-RN Test Plan: HPM

Reference: Lowdermilk, D. L., & Perry, S. E. (2004). Maternity and women’s health care (8th ed.). 
St. Louis, MO: Mosby.

81. Answer: 3

Rationale: A pelvic examination consists of two phases: inspection of the vulva, vagina, and cervix using a speculum and palpation of the cervix, uterus, and ovaries via a bimanual examination. A pap smear is also obtained. 

Cognitive Level: Application

Nursing Process: Implementation

NCLEX-RN Test Plan: PHYS, PSYC

Reference: Olds, S. B., London, M. L., Ladewig, P. W., & Davidson, M. R. (2004). 
Maternalnewborn nursing & women’s health care (7th ed.). Upper Saddle River, NJ: 
Pearson Prentice Hall.
82. Answer: 3

Rationale: Raloxifene (Evista) is often prescribed for prevention of osteoporosis in postmenopausal women. Alendronate sodium (Fosamax) may be prescribed for women who already have osteoporosis to delay bone loss and increase bone mass. Synthroid is used to treat hypothyroidism, and vitamin E has no effect on bone loss or bone formation.

Cognitive Level: Analysis

Nursing Process: Planning

NCLEX-RN Test Plan: HPM, PHYS

Reference: Lowdermilk, D. L., & Perry, S. E. (2004). Maternity & women’s health care (8th ed.). St.

Louis, MO: Mosby.

83. Answer: 1

Rationale: Hemorrhage is always a possible complication after surgery. Drainage from any tube postoperatively is assessed for signs of bleeding. Hematocrit is noted and recorded, but increases in hematuria may indicate a bladder nick or trauma to the bladder in postoperative hysterectomy clients. Urinary tract infections rarely occur in the immediate postoperative

period. Surgical clients are hydrated during and after surgery with intravenous fluids, therefore, dehydration is uncommon during the immediate postoperative period.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Lowdermilk, D. L., & Perry, S. E. (2004). Maternity & women’s health care (8th ed.). St.

Louis, MO: Mosby.

84. Answer: 2

Rationale: Preventing the spread of sexually transmitted infections is the most effective way of reducing the adverse consequences of sexually transmitted infections in women. A critical first step for the nurse is to obtain a complete health history that includes sexual history, sexual risk behaviors, and drug related behaviors. A technique that is effective in providing sexually transmitted infection prevention is the use of open-ended questions when obtaining a health history. Sexually transmitted infections are among the most common health problems in the United States, affecting 15 million Americans each year regardless of social or economic status. Many women are unaware of the fact that prompt diagnosis and treatment can prevent personal complications and transmission of the infection to others.

Cognitive Level: Application

Nursing Process: Intervention

NCLEX-RN Test Plan: HPM

Reference: Lowdermilk, D. L., & Perry, S. E. (2004). Maternity & women’s health care (8th ed.). St.

Louis, MO: Mosby.

85. Answer: 3

Rationale: Infants born to HBsAg-negative mothers only require a hepatitis B vaccine at 0–2 months, 1–4 months, and 6–18 months. Infants born to HBsAg-status unknown mothers require hepatitis B vaccine at day 0, 1–2 months, and 6 months (If the mother is found to be HBsAg-positive, the hepatitis B vaccine must be given within 12 hours of birth and HBIG within the first 7 days of life.). Infants born to a known HBsAg-positive mother require the

hepatitis B vaccine within 12 hours of birth, and HBIG should also be given at birth.

Cognitive Level: Application

Nursing Process: Analysis

NCLEX-RN Test Plan: HPM

Reference: Hockenberry, M. J. (2005). Wong’s essentials of pediatric nursing (7th ed.). St. Louis,

MO: Mosby.

86. Answers: 1, 2, 3, 5, and 8

Rationale: The name of the drug, how to store it, the reason it is taken, and side-effects are all important to know when taking a medication. Written instructions reinforce what has been said. When to return for the next vaccination, while important, is not pertinent to taking the medication. Any medication should be taken for a full course and not discontinued when the client starts feeling better. Kitchen spoons are different sizes and do not dose out accurately, either over- or underdosing the child.

Cognitive Level: Analysis

Nursing Process: Implementation

NCLEX-RN Test Plan: HPM

Reference: Hockenberry, M. J. (2004). Wong’s clinical manual of pediatric nursing (6th ed.). St.

Louis, MO: Mosby.

87. Answer: 2

Rationale: Although most words usually are spoken at about 12 months, parents should not be discouraged if language is delayed. The best advice is to watch this phase of development carefully and seek advice if any delay is worrisome. 

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: HPM

Reference: Thies, K. M., & Travers, J. F. (2001). Quick look nursing: Growth and development through 
the lifespan. Thorofare, NJ: Slack Inc.
88. Answer: 3

Rationale: During the preschool years, children’s self-concept is categorical. It includes descriptions of clothing and hair color, names of siblings and pets, their school, and prized possessions. They refer to abilities, likes and dislikes, and emotions: “I can swim.” “I like to play house.” “I get mad.” Preschool children can distinguish between how well others like them (social acceptance) from how well they can do something (competence): “Sarah likes me, she’s my friend.” “I’m good at coloring.”

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: HPM

Reference: Thies, K. M., & Travers, J. F. (2001). Quick look nursing: Growth and development through 
the lifespan. Thorofare, NJ: Slack Inc.
89. Answer: 4

Rationale: Of the atypical antipsychotics, clozapine (Clozaril) and olanzapine (Zyprexa, Zydis) have the greatest possibility of causing weight gain and sedation. Agranulocytosis and blood dyscrasias are rare  with only a 0.3% occurrence. Anticholinergic symptoms are rare and prolactin elevation is associated with risperidone (Risperdal, Consta). Dystonia and

akasthisia are occasional extrapyramidal tract symptoms experienced.

Cognitive Level: Application

Nursing Process: Assessment

NCLEX-RN Test Plan: PHYS

Reference: Kneisl, C. R., Wilson, H. S., & Trigoboff, E. (2004). Contemporary psychiatric-mental

health nursing. Upper Saddle River, NJ: Pearson Prentice Hall.

Stuart, G. W., & Laraia, M. T. (2005). Principles and practices of psychiatric nursing (8th

ed.). St. Louis, MO: Elsevier Mosby.

90. Answers: 1, 4, and 6

Rationale: Disorientation, paranoid delusions, and tremors are indicators for the presence of alcohol withdrawal delirium. Distractibility, grandiosity, and pressure of speech are diagnostic criteria for a manic episode.

Cognitive Level: Analysis

Nursing Process: Assessment

NCLEX-RN Test Plan: PSYC

Reference: Stuart, G. (2005). Handbook of psychiatric nursing (6th ed.). St. Louis, MO:

Elsevier Mosby.

91. Answer: 1

Rationale: Other situations include criminal proceedings, acting to protect a third party, child custody and abuse situations, and when states have reporting laws. Written client consent is needed in situations 2–4.

Cognitive Level: Analysis

Nursing Process: Analysis

NCLEX-RN Test Plan: SECE

Reference: Stuart, G. W., & Laraia, M. T. (2005). Principles and practices of psychiatric nursing (8th

ed.). St. Louis, MO: Elsevier Mosby.

92. Answer: 3

Rationale: MAOIs decrease the body’s ability to use vitamin B6, thus supplements will be necessary. MAOIs may be lethal in overdose. These drugs are nonaddicting and tolerance to their therapeutic effects does not occur.

Cognitive Level: Application

Nursing Process: Planning

NCLEX-RN Test Plan: PSYC

Reference: Stuart, G. (2005). Handbook of psychiatric nursing (6th ed.). St. Louis, MO:

Elsevier Mosby.
