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Chapter 1: Chemical neurotransmission 

 

Multiple Choice 

1. A patient with depression mentions to the nurse, My mother says depression is a 

chemical disorder. What does she mean? The nurses response is based on the theory 

that depression primarily involves which of the following neurotransmitters? 

a. Cortisol and GABA 

b. COMT and glutamate 

c. Monamine and glycine 

d. Serotonin and norepinephrine 

ANS: D 
One possible cause of depression is thought to involve one or more neurotransmitters. 

Serotonin and norepinephrine have been found to be important in the regulation of 

depression. There is no research to support that the other options play a significant 

role in the development of depression. 

2. A patient has experienced a stroke (cerebral vascular accident) that has resulted in 

damage to the Broca area. Which evaluation does the nurse conduct to reinforce this 

diagnosis? 

a. Observing the patient pick up a spoon 

b. Asking the patient to recite the alphabet 

c. Monitoring the patients blood pressure 

d. Comparing the patients grip strength in both hands 

ANS: B 

Accidents or strokes that damage Brocas area may result in the inability to speak (i.e., 

motor aphasia). Fine motor skills, blood pressure control, and muscle strength are not 

controlled by the Broca area of the left frontal lobe. 

3. The patient diagnosed with schizophrenia asks why psychotropic medications are 

always prescribed by the doctor. The nurses answer will be based on information that 

the therapeutic action of psychotropic drugs is the result of their effect on: 

a. The temporal lobe; especially Wernickes area 

b. Dendrites and their ability to transmit electrical impulses 

c. The regulation of neurotransmitters especially dopamine 

d. The peripheral nervous system sensitivity to the psychotropic medications 



 

along with symptoms of schizophrenia. Paranoid schizophrenia is characterized by 

persecutory or grandiose delusions. 

8. A patient tried to gouge out his eye in response to auditory hallucinations 

commanding, If thine eye offends thee, pluck it out. The nurse would analyze this 

behavior as indicating: 

a. Derealization 

b. Inappropriate affect 

c. Impaired impulse control 

d. Inability to manage anger 

ANS: C 
Command hallucinations may be so intense that the patient cannot control the impulse 

to do what the hallucination tells him to do; thus the patient has impaired impulse 

control. This is not an anger management problem. Derealization is a feeling that the 

environment is distorted or unreal and not suggested in the scenario. No evidence of 

inappropriate affect is given. 

9. An appropriate intervention for a patient with an identified nursing diagnosis of 

situational low self-esteem would be: 

a. Providing large muscle activities to relieve stress 

b. Attempting to determine triggers to hallucinations 

c. Engaging patient in activities designed to permit success 

d. Encouraging verbalization of feelings in a safe environment 

ANS: C 
All are useful interventions for a patient with schizophrenia; however, engaging the 

patient in specifically designed activities is the only option that addresses improving 

self-esteem. 

10. A 19-year-old patient is admitted for the second time in 9 months and is acutely 

psychotic with a diagnosis of undifferentiated schizophrenia. The patient sits alone 

rubbing her arms and smiling. She tells the nurse her thoughts cause earthquakes and 

that the world is burning. The nurse assesses the primary deficit associated with the 

patients condition as: 

a. Social isolation 

b. Disturbed thinking 

c. Altered mood states 

d. Poor impulse control 

ANS: B 



 

15. Which sign(s) and symptom(s) may occur in neuroleptic malignant 

syndrome? (Select all that apply.) 

a. Fever 

b. Hypertension 

c. Severe extrapyramidal symptoms 

d. Alterations in consciousness 

e. Bradycardia 

ANS: A, B, C, D 
Fever, severe extrapyramidal symptoms, hypertension, and alterations in 

consciousness (such as stupor, mutism, and coma) are characteristic of neuroleptic 

malignant syndrome. Bradycardia is not a sign of neuroleptic malignant syndrome. 

16. Which adverse effect(s) may occur as a result of antipsychotic drug 

therapy? (Select all that apply.) 

a. Acute dystonia 

b. Akathisia 

c. Weight loss 

d. Neuroleptic malignant syndrome 

e. Hypoglycemia 

f. Tardive dyskinesia 

ANS: A, B, D, F 
Antipsychotic drugs can cause neuroleptic malignant syndrome and motor 

dysfunctions such as dystonia, akathisia, and tardive dyskinesia. Antipsychotic drugs 

may cause weight gain and hyperglycemia. 

17. A patient admitted to a psychiatric facility is hallucinating, pacing, and acting 

highly suspicious. Based on this information, the nurse will take which 

action(s)? (Select all that apply.) 

a. Use the most restrictive restraints available to subdue the patient. 

b. Be open and direct when handling the patient. 

c. Encourage a variety of interactions with others. 

d. Provide high-protein, high-calorie foods. 

e. Reinforce hallucinations. 

ANS: B, D 
Nursing interventions for patients with psychosis must be individualized and based on 

patient assessment data. The nurse should be open and direct when handling patients 

who are highly suspicious. High-protein, high-calorie foods are appropriate for the 

individual to eat while pacing or highly active. If physical restraints are necessary, 



 

C. Young children do not suffer from depression. 

D. As one ages, there is reduced risk of depression. 

  16. A newly admitted client has been diagnosed with major depressive disorder. 

Which nursing diagnosis takes priority? 

A. Impaired social interaction 

B. Self-esteem deficit 

C. Hopelessness 

D. Self-care deficit 

  17. The nurse knows that the two factors that often differentiate major 

depression from dysthymia depression are: 

A. Amounts of mania and sadness. 

B. Presence or absence of anger and guilt. 

C. Severity and duration of symptoms. 

D. Patients gender and age. 

  18. You are caring for an older adult who is recently widowed. She says, No one 

cares if I die. Everyone I ever loved is dead. What is the best response? 

A. I am sure that you still have people who care about you. 

B. You sound like you are feeling all alone. 

C. Boy, that is depressing. 

D. I dont believe that. 

  19. Your patient with major depression tells you he suffers from urinary 

retention. Which medication would be most likely to cause this? 

A. Amitriptyline 

B. Duloxetine 

C. Carbamazepine 

D. 

20 

Ritalin 

. Which activity would be best for a depressed patient? 
 

A. A puzzle 

B. Drawing 

C. Crossword puzzles 

D. Television 

  21. Which of the following meal choices indicates the patient understands the 

diet restrictions when taking an MAOI? 



 

Physical exercise may assist in relieving tension and promoting feelings of well-being. 

Knitting is tedious and requires steadiness, which the patient may not have if 

symptoms of anxiety include jitteriness. Painting requires fine motor coordination, not 

always present if a patient is anxious. Some patients find puzzles frustrating and 

become even more tense while working on one. 

 
39. The major rationale for careful ongoing assessment of a patient with adjustment 

disorder is: 

a. Characteristic symptoms abate but take at least 6 months to do so. 

b. The disorder may be a precursor to a more serious mental health problem. 

 
c. 

Practitioners become less discerning as they become more familiar with the 

patient. 

 
d. 

Patients with adjustment disorders have a high risk for self-harm, especially 

suicide. 

ANS: B 
Adjustment disorders usually improve with identification of the stressor and 

development of coping strategies to relieve stress. If symptoms worsen, new treatment 

strategies must be developed to treat the more serious mental health disorder that has 

become apparent. There is no research to support the remaining options. 

 

Multiple Response 

1. When assessing a patient diagnosed with a mood disorder, which abnormal 

diagnostic tests would be considered a possible factor in the manifestation of the 

disorder? Select all that apply 

a. RBC (red blood cell) 

b. ECG (electrocardiogram) 

c. BUN ( blood urea nitrogen) 

d. TSH (thyroid stimulating hormone) 

e. Blood glucose 

ANS: A, D, E 
Anemia, hyper- or hyperthyroidism, and diabetes mellitus are all medical conditions 

that can occur simultaneously with mood disorders. There is no research to support a 

strong connection between renal or cardiac disorders with mood disorders. 

2. Which statements regarding a hypomanic episode are true? Select all that apply. 

a. Behavior has been observed in the patient for at least 4 days. 

b. Patient appears unaware of potentially dangerous situations. 

c. Hospitalization is generally required to stabilize the behavior. 

d. Patient is engaging in behaviors that are normally uncharacteristic of them. 



 

 
e. 

With the health care providers approval, encourage the child to drink eight to 

ten 8 ounce glasses of fluid daily. 

ANS: A, B, C, D 
Diversional activities, adequate sleep, comfort measures (such as hygiene), and 

parental participation with care are alternative nursing interventions that may be used 

in pain management. Forcing fluids is not likely to assist with pain management in the 

child. 

19. Which common adverse effect(s) is/are associated with opiate agonists? (Select all 

that apply.) 

a. Dizziness 

b. Orthostatic hypotension 

c. Respiratory depression 

d. Confusion 

e. Diarrhea 

f. Urinary urgency 

ANS: A, B, C, D 

Dizziness, orthostatic hypotension, respiratory depression, and confusion are adverse 

effects associated with opiate agonists. Constipation, not diarrhea, is an adverse effect 

associated with opiate agonists. Urinary retention, not urgency, is an adverse effect 

associated with opiate agonists. 

 
20. Which condition(s) may be managed by salicylates? (Select all that apply.) 

a. Migraine headache 

b. Swollen joints 

c. Fever 

d. Muscle aches 

e. Myocardial infarction 

ANS: B, C, D, E 
Salicylates inhibit prostaglandins that produce the signs and symptoms of 

inflammation, inhibit the synthesis and release of prostaglandins in the brain that 

cause the elevation of body temperature, inhibit the formation of prostaglandins that 

sensitize pain receptors (providing analgesia), and inhibit platelet aggregation and 

decrease the risk of clot development. Salicylates are not typically used for migraine 

headache. 

21. When teaching a patient who is starting therapy with NSAIDs, the nurse must be 

sure to mention drug interactions with which drug(s)? (Select all that apply.) 

a. Warfarin (Coumadin) 



 

nights sleep, a sleeper passes from the theta waves of stages 1 and 2 to the delta waves 

of stages 3 and 4. Delta waves are the slowest and highest amplitude brain waves. 

7. Which sleep pattern stage diminishes as an effect of aging? 

a. Stage I 

b. Stage II 

c. Stage III 

d. Stage IV 

ANS: D 

As we age, stage IV sleep diminishes. Many people older than 75 years do not 

demonstrate any stage IV sleep patterns. Between 2% and 5% of sleep is stage I. 

Stage II comprises about 50% of normal sleep time. Stage III is a transition between 

lighter sleep and deeper sleep. 

8. A patient has been prescribed lorazepam (Ativan), a benzodiazepine used to treat 

insomnia. Which action will the nurse take? 

a. Advise the patient to take the medication with food. 

b. Assess the patients blood pressure in sitting and lying positions. 

c. Inform the patient to discontinue the medication once sleep improves. 

d. Instruct the patient to lie down before taking the medication. 

ANS: B 
Measuring blood pressure in sitting and lying positions is important to assess for 

transient hypotension. Ativan does not have to be taken with food. Rapid 

discontinuance of the medication after long term use may result in symptoms similar 

to those of alcohol withdrawal. Gradual withdrawal of benzodiazepines is over 2 to 4 

weeks. Medications should be taken sitting up. 

9. Which disease is associated with insufficient sleep? 

a. Cancer 

b. Glaucoma 

c. Myocardial infarction 

d. Renal failure 

ANS: C 
Individuals who sleep less than 5 hours a night have a threefold increased risk of heart 

attacks. Cancer, glaucoma, and renal failure are not associated with lack of sleep. 

10. The nurse is caring for an older patient recently admitted to an assisted living 

center who is experiencing insomnia associated with the recent relocation. At 

bedtime, which nursing action will assist the patient to sleep? 

a. Offering the patient hot tea 



 

 
b. 

Increased attention span, verbal expression of remote memory, and positive 

emotional response 

 
c. 

Positive use of perseveration, reduction in use of habitual skills, and improved 

abstract reasoning 

 
d. 

Positive emotional response, ability to remember multiple steps, and accurate 

recent memory 

ANS: B 

These are all observations that would indicate that a therapeutic activity program has 

kept the patient functioning at the highest level of which he is capable. The behaviors 

described in the other options are not realistic expectations for this patient. 

9. A patient has been diagnosed with dementia secondary to cerebral disease. The 

family members note the patient has not been as sharp as he once was and that he has 

developed urinary incontinence and a gait disturbance. Which pathophysiology can 

cause such symptoms? 

a. Normal pressure hydrocephalus 

b. Vitamin B12 deficiency 

c. Hepatic disease 

d. Tuberculosis 

ANS: A 
Normal pressure hydrocephalus is a disorder characterized by dementia, gait disorder, 

and urinary incontinence. Dilation of ventricles in the absence of increased CSF is a 

prominent manifestation. Early urinary incontinence is not seen in the disorders listed 

in the other options. 

10. When asked about the prognosis for a patient diagnosed with a dementia 

secondary to normal pressure hydrocephalus the nurse replies: 

a. Unfortunately the prognosis is for a downhill course ending in death. 

b. There will be good days and bad days for the rest of the patients life. 

c. The symptoms generally remit after a shunt is inserted to drain fluid. 

d. Well try our very best, but only time will tell how successful we are. 

ANS: C 

By relieving the cause, the symptoms of secondary dementias are largely reversible. 

The statements reflected in the other options do not reflect this fact. 

11. Which statement by an adult child concerning the behaviors of their parent 

supports the diagnosis of Alzheimers disease? 

a. Mom forgot to pay her utility bills last month. 

b. Mom isnt as interested in keeping a neat house as she was. 


