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1. Following discharge teaching, a male client with duodenal ulcer tells the nurse the he will drink 
plenty of dairy products, such as milk, to help coat and protect his ulcer. What is the best follow-up 
action by the nurse?   

• Review with the client the need to avoid foods that are rich in milk and cream   

2. A male client with hypertension, who received new antihypertensive prescriptions at his last visit returns 
to the clinic two weeks later to evaluate his blood pressure (BP). His BP is 158/106 and he admits that he 
has not been taking the prescribed medication because the drugs make him “feel bad”. In explaining the 
need for hypertension control, the nurse should stress that an elevated BP places the client at risk for which 
pathophysiological condition?   

• Stroke secondary to hemorrhage   

3. The nurse observes an unlicensed assistive personnel (UAP) positioning a newly admitted client 
who has a seizure disorder. The client is supine and the UAP is placing soft pillows along the side 
rails. What action should the nurse implement?   

4. An adolescent with major depressive disorder has been taking duloxetine (Cymbalta) for the past 12 
days. Which assessment finding requires immediate follow-up?   

• Describes life without purpose   

5. A 60-year-old female client with a positive family history of ovarian cancer has developed an abdominal 
mass and is being evaluated for possible ovarian cancer. Her Papanicolau (Pap) smear results are negative. 
What information should the nurse include in the client’s teaching plan?   

• Further evaluation involving surgery may be needed   

6. A client who recently underwear a tracheostomy is being prepared for discharge to home. Which 
instructions is most important for the nurse to include in the discharge plan?   

• Teach tracheal suctioning techniques   
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(FBS) is determined to be 140 mg/dl or 7.8 mmol/L (SI). Which additional finding obtained during a 
follow-up visit 2 weeks later is most indicative that the client has diabetes mellitus (DM)?   

• Repeated fasting blood sugar (FBS) is 132 mg/dl or 7.4 mmol/L (SI).  
  

108. A new mother tells the nurse that she is unsure if she will be able to transition into parenthood. What 
action should the nurse take?   

• Determine if she can ask for support from family, friend, or the baby’s father.  
  

109. A client who was admitted yesterday with severe dehydration is complaining of  pain a 24 gauge 
IV with normal saline is infusing at a rate of 150 ml/hour. Which intervention should the nurse 
implement first?   

• Stop the normal saline infusion.  

  
110. An elderly female is admitted because of a change in her level of sensorium.During the evening shift, 
the client attempts to get out bed and falls, breaking her left hip. Buck’s skin traction is applied to the left 
leg while waiting for surgery. Which intervention is most important for the nurse to include in this client’s 
plan care?   

• Ensure proper alignment of the leg in traction.  

  
111. An Unna boot is applied to a client with a venous stasis ulcer. One week later,  when the Unna 
boot is removed during a follow-up appointment, the nurse observes that the ulcer site contains bright 
red tissue. What action should the nurse take in response to this finding?   

• Document the ongoing wound healing.  
  

112. At the end of a preoperative teaching session on pain management techniques, a   
client starts to cry and states, “I just know I can’t handle all the pain.” What is the priority nursing diagnosis 
for this client?   

• Anxiety  

  
113. The nurse note a visible prolapse of the umbilical cord after a client experiences spontaneous rupture 
of the membranes during labor. What intervention should the nurse implement immediately?   

• Elevate the presenting part off the cord.  

  
114. A client who had a right hip replacement 3 day ago is pale has diminished breath  sound over the 
left lower lung fields, a temperature of 100.2 F, and an oxygen saturation rate of 90%. The client is 
scheduled to be transferred to a skilled nursing facility (SNF) tomorrow for rehabilitative critical 
pathway. Based on the client’s symptoms, what recommendation should the nurse give the healthcare 
provider?   
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•  

•  

  

• Rationale: The normal GCS is 15, and it is most important for the nurse to 
determine if it abnormal score a sign of improvement or a deterioration in the 
client’s condition  

27. The charge nurse in a critical care unit is reviewing clients’ conditions to 
determine who is stable enough to be transferred. Which client status report 
indicates readiness for transfer from the critical care unit to a medical unit?  

• Chronic liver failure with a hemoglobin of 10.1 and slight bilirubin elevation  

  
28. Based on principles of asepsis, the nurse should consider which circumstance to 

be sterile?  

• One inch- border around the edge of the sterile field set up in the operating room  

• A wrapped unopened, sterile 4x4 gauze placed on a damp table top.  

• An open sterile Foley catheter kit set up on a table at the nurse waist level  

• Sterile syringe is placed on sterile area as the nurse riches over the sterile field.  

• Rationale: A sterile package at or above the waist level is considered sterile. The 
edge of sterile field is contaminated which include a 1-inch border (A). A sterile 
objects become contaminated by capillary action when sterile objects become in 
contact with a wet contaminated surface.  

29. An unlicensed assistive personnel (UAP) reports that a client’s right hand and 
fingers spasms when taking the blood pressure using the same arm. After 
confirming the presence of spams what action should the nurse take?  

• Ask the UAP to take the blood pressure in the other arm  

• Tell the UAP to use a different sphygmomanometer.  

• Review the client’s serum calcium level  

• Administer PRN antianxiety medication.  

• Rationale: Trousseau’s sign is indicated by spasms in the distal portion of an 
extremity that is being used to measure blood pressure and is caused by 
hypocalcemia (normal level 9.0-10.5 mg/dl, so C should be implemented.  

30. A 56-years-old man shares with the nurse that he is having difficulty making 
decision about terminating life support for his wife. What is the best initial action 
by the nurse?  

• Provide an opportunity for him to clarify his values related to the decision  
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options are consistent with fluid volume deficit, the physiologic response of 
hypernatremia is explained by hem concentration.  

106. During a Woman’s Health fair, which assignment is the best for the Practical 
Nurse (PN) who is working with a register nurse (RN)  

• Encourage the woman at risk for cancer to obtain colonoscopy.  

• Present a class of breast-self examination  

• Prepare a woman for a bone density screening  

• Explain the follow-up need it for a client with prehypertension.  

• Rationale: A bone density screening is a fast, noninvasive screening test for 
osteoporosis that can be explained by the PN. There is no additional preparation 
needed (A) required a high level of communication skill to provide teaching and 
address the client’s fear. (B) Requires a higher level of client teaching skill than 
responding to one client. (D) Requires higher level of knowledge and expertise to 
provide needed teaching regarding this complex topic.  

107. An adult client present to the clinic with large draining ulcers on both lower legs  
that are characteristics of Kaposi’s sarcoma lesions. The client is accompanied by two  
family member. Which action should the nurse take?   

• Ask family member to wear gloves when touching the patient  

• Send family to the waiting area while the client’s history is taking  

• Obtain a blood sample to determine is the client is HIV positive  

• Complete the head to toes assessment to identify other sign of HIV  

• Rationale: To protect the client privacy, the family member should be asked to 
wait outside while the client’s history is take. Gloves should be worn when 
touching the client’s body fluids if the client is HIV positive and these lesion are 
actually Kaposi sarcoma lesion. HIV testing cannot legally be done without the 
client explicit permission. A further assessment can be implemented after the 
family left the room.  

108. An adult client is exhibit the maniac stage of bipolar disorder is admitted to the 
psychiatric unit. The client has lost 10 pounds in the last two weeks and has no 
bathed in  

a week “I’m trying to start a new business and “I’m too busy to eat”. The client is   

oriented to time, place, person but not situation. Which nursing problem has the greatest  
priority?  

• Hygiene-self-care deficit  
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• Monitor daily sodium intake.  

• Record usual eating patterns.  

• Measure ankle circumference.  

• Auscultate for irregular heart rate.  

• Rational: Chronic kidney failure (CKF) is a progressive, irreversible loss of kidney 
functions, decreasing glomerular filtration rate (GFR), and the kidney’s inability to 
excrete metabolic waste products and water, resulting in fluid overload, elevated 
pulse, elevated BP and electrolytes imbalances. The most important action for the 
nurse to implement is to auscultate for irregular heart rate (D) due to the decreased 
excretion of potassium by the kidneys. (A, B, and C) are not as important as 
monitoring for fatal cardiac dysrhythmias related to hyperkalemia.  

189. A client with persistent low back pain has received a prescription for electronic 
stimulator (TENS) unit. After the nurse applies the electrodes and turns on the 
power, the client reports feeling a tingling sensation. How should the nurse 
respond?  

• Determine if the sensation feels uncomfortable.  

• Decrease the strength of the electrical signals.  

• Remove electrodes and observe for skin redness.  

• Check the amount of gel coating on the electrodes.  

• Rational: electronic stimulators, such as a transelectrical nerve stimulator (TENS) 
unit, have been found to be effective in reducing low back pain by “closing the 
gate” to pain stimuli. A tingling sensation should be felt when the power is turned 
on, and the nurse should assess whether the sensation is too strong, causing 
discomfort or muscle twitching. Decreasing the electrical signal may be indicated if 
the sensation is too strong. Other options are not necessary because the tingling 
sensation is expected.  

190. A female client is extremely anxious after being informed that her mammogram 
was abnormal and needs to be repeated. Client is tearful and tells the nurse her 
mother died of breast cancer. What action should the nurse take?  

• Provide the client with information about treatment options for breast cancer.  

• Reassure the client that the final diagnosis has not been made.  

• Encourage the client to continue expressing her fears and concerns.  

• Suggest to the client that she seek a second opinion.  

• Rational: the nurse should show support for the client by encouraging her to 
continue expressing her concerns. A diagnosis has not yet been made, so it is too 
early to discuss treatment options. Other options dismiss the client’s feelings or are 
premature given that the diagnosis is not yet made.  
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• Assist client to the bathroom in 2 hours.  
  

• Encourage the use of the wheelchair  
  

• Raise all bed rails when the client is resting  
  

• Rationale: A client who needs assistive devices, such as quad-cane is at risk for 
falls. Precautions that should implement include ensuring that personal items are 
within reach the bed is in the lowest position and directions are given to call 
assistance to minimize the risk for falls. Frequently assisting the client to the 
bathroom help ensure this client does not go the bathroom by herself, thereby 
decreasing the possibility of falling.  

240. In evaluating the effectiveness of a postoperative client’s intermittent pneumatic 
compression devices, which assessment is most important for the nurse to 
complete?  

• Evaluate the client’s ability to use an incentive spirometer  
  

• Monitor the amount of drainage from the client’s incision  
  

• Observe both lower extremities for redness and swelling  
  

• Palpate all peripheral pulse points for volume and strength  
  

• Rationale: Intermittent compression devices (ICDs) are used to reduce venous stasis 
and prevent venous thrombosis in mobile and postoperative clients and its 
effectiveness is best assessed by observing the client’s lower extremities for early 
signs of thrombophlebitis.  

241. A school-age child who weighs 42 pounds receives a post-tonsillectomy 
prescription for promethazine (Phenergan) 0.5 mg/kg IM to prevent postoperative 
nausea. The medication is available in 25 mg/ml ampules. How many ml should 
the nurse administer? (Enter numeric  

value only. If rounding is required, round to the nearest tenth).  
  

• 0.4  
  

• Rationale: Convert pounds to kg 42lbs = 19.09 kg  
  

• Next calculate to prescribed dose, 0.5 mg x 1909 kg = 9.545  
  

• Then use the desired dose/ dose on hand x volume on hand (9.545/25x1ml 
=0.3818=0.4 ml)  
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•  

  

  

mechanical ventilation to PaCO2…what is the pathophysiological basis for this 
ventilator settings?  

• Hypocapnea reduces ICP  
  

494. During a cardiopulmonary resuscitation of an intubated client, the nurse detects a 
palpable pulse throughout the two minutes cycle chest compression and absent 
breath sounds over the left lung. What action should the nurse implement?  
Prepare for the endotracheal tube to be repositioned  

  
495. A male client is admitted with burns to his face and neck. Which position should 

the nurse place the client to prevent contract?  

• Hyperextended with neck supported by a rolled towel.  
  

496. A male client is discharged from the intensive care unit following a myocardial 
infarction, and the healthcare provider low-sodium diet. Which lunch selection 
indicates to the nurse that this client understands the dietary restrictions?  

• Turkey salad sandwich.  
  

• Clam chowder  
  

• Macaroni and cheese  
  

• Bacon, lettuce, and tomato sandwich  
  

497. The nurse prepares an intravenous solution and tubing for a client with a saline 
lock, as seen in the video. Which nurse takes next  

•   

• Open the roller clamp on the tubing.  
  

498. The healthcare provider prescribes heparin protocol at18 units/kg/hr for a client 
with a possible pulmonary embolism. This client weighs 144 pounds. The available 
solution is labeled, heparin sodium 25,000 units in 5% dextrose 250 ml. the nurse 
should program the pump to deliver how many ml/hr? (Enter numeric value only. 
If rounding is require round to the nearest whole number.)  
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blood glucose is 310 mg/dl or 17.2 mmol/L (SI). Which action should the nurse 
implement?  

• Infuse sodium chloride 0.9% (normal saline)  
  

608. The nurse is assessing the thorax and lungs of a client who is having respiratory 
difficulty. Which finding is most indicative of respiratory distress?  

Contractions of the sternocleidomastoid muscle  
  

609. After receiving lactulose, a client with hepatic encephalopathy has several loose 
stools. What action should the nurse implement?  

  
• Monitor mental status.  

  
610. A client present at the clinic with blepharitis. What instructions should the nurse 

provide for home care?  

• Apply warm moist compresses then gently scrub eyelids with dilute baby 
shampoo  

  
611. Dopamine protocol is prescribed for a male client who weigh 198 pounds to 

maintain the mean arterial pressure (MAP) greater than 65 mmHg. His current 
MAP is 50 mmHg, so the nurse increases the infusion to 7 mcg/kg/minute. The 
infusion is labeled dextrose 5% in water (D5W) 500 ml with dopamine 400 mg. 
The nurse should program the infusion pump to deliver how many ml/hour?  

• 47  
  

612. The nurse is teaching a client with atrial fibrillation about a newly prescribed 
medication, dronedarone. Which information should the nurse include in client 
interactions?  

(Select all that apply)  

• Avoid eating grapefruit or drinking grapefruit juice.  
  

• Report changes in the use of daily supplements  
  

• Notify you heal care provider if your skin looks yellow  
  

613. A male client recently released from a correctional facility arrives at the clinic with 
a cough, fever, and chills. His history reveals active tuberculosis (TB) 10 years 
ago. What action should the nurse implement? (Select all that apply)  

• Schedule the client for the chest radiograph  
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46. The nurse applies a blood pressure cuff around a client’s left thigh. To measure the 
client’s blood pressure, where should the diaphragm of the stethoscope be placed? (Mark the 
loication on one of the images.)  
“On left thigh with arrow pointing to inner thigh”  

  
  

47. To reduce the risk of symptoms exacerbation for a client with multiple sclerosis (MS), 
which instructions should the nurse include in the client’s discharge plan? (Select all that apply).  
A. Practice relaxation exercises  
B. Limit fluids to avoid bladder distention  
C. Space activities to allow for rest periods  
D. Avoid persons with infections  
E. Take warm baths before starting exercise  

  
48. A preoperative client states he is not allergic to any medications. What is the most important 
nursing action for the nurse to implement next?  
A. Record “no known drug allergies” on preoperative checklist  
B. Assess client’s allergies to non-drug substances  
C. Assess client’s knowledge of an allergy response  
D. Flag “no known drug allergies” on the front of the chart  

  
49. During a visit to the planned parenthood clinic, a young woman tells the nurse that she is 
going to discontinue taking the oral contraceptives she has taken for three years because she 
wants to get pregnant. History indicates that her grandfather has adult onset diabetes and that she 
was treated for chlamydia six months ago, which factor in this client’s history poses the greatest 
risk for this woman’s pregnancy? Select all that apply. A. Family history of adult onset diabetes.  
B. Treatment for chlamydia in the past year  
C. Client’s age and previous sexual behavior  
D. Three year history of taking oral contraceptives  

  
50. When conducting diet teaching for a client who was diagnosed with a myocardial infarction, 
which snack foods should the nurse encourage the client to eat? (Select all that apply).  
A. Fresh turkey slices and berries  
B. Fresh vegetables with mayonnaise dip  
C. Soda crackers and peanut butter  
D. Chicken bouillon soup and toast  
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