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READERS COMMENTS

Here’s what our readers have to say about Kaplan’s NCLEX-RN® exam guide:

“I'was the classic unsuccessful test taker when | started your book. When | was
done, | had become a successful test taker. | took my NCLEX-RN® exam and passed
on the first attempt. | credit Kaplan with that.” —A. Duane Deyo, Stafford, VA

“The questions in the review book were just like the ones on the test. The tips on how
to take the exam really helped me. | took my NCLEX-RN® exam and passed the first
time!” —Heather G. Sabott, Egg Harbor Township, NJ

“Thank you, Kaplan. This book, test, and strategies really helped me get through my
boards. | passed on my first attempt with only 75 questions. Your program definitely
prepares the student for success.” —Deirdre A. Beasley, Rancho Cucamonga, CA

“The book is very user-friendly, well organized, and very comprehensive. It...gave
me more self-confidence in answering NCLEX-RN® exam questions....Two thumbs
up!” —G. B. Perdigones, Chicago, IL

“After doing all my reviews, | read this book twice and | went to take the test with
confidence. I did it—thank you!” —Elisabeth Boursiquot, Spring Valley, NY



“Out of the 15 NCLEX-RN° books | bought, this Kaplan book was the only one that
helped. The critical thinking and test taking skills were very useful in studying for
the NCLEX-RN® exam. Thank you so much!” —Sherrie Corcuera, Barnegat, NJ

“l had taken the NCLEX-RN® exam twice and failed, I’d taken courses, etc. | didn’t
need another study book—I needed a book that emphasizes test taking skills for
NCLEX-RN® exam and test anxiety reduction. | took the test for the third time and
passed!” —Beatrice Ordonez, O’Fallon, MO

“I'am a foreign-educated nurse...On my exam day | was so confident and passed
the first time. Thank you.” —Nimfa C. Garrison, Raritan, NJ

“Before | started to prepare for the NCLEX-RN® exam, | started with this book (I’'m a
foreign nurse from Switzerland), and it really helps me to have a critical thinking
strategy and to answer the NCLEX-RN’ exam question types. The practice test and
the answer key are extremely helpful, the way it explains every single answer. So
now, | think I’'m ready to start the Kaplan course book. Thank you.”
—Celine Cucchia, San Jose, CA

“Special thanks to the creators of this wonderful book and others related to NCLEX-
RN’ exam. It was the best | could ever have gotten. | just feel sorry | didn’t take your
review class due to [the fact that] | didn’t know about you guys until after | took
another review class. But | was lucky to find this wonderful book. Thanks! | will
recommend this book or anything related to Kaplan to the future generations of my
nursing school. You guys are the best! Thank you and keep up with the good work.”

—Elvia Manrique, Port Jefferson Station, NY



“My husband gave me this book for Christmas and it was one of the best gifts | ever
received. By reading your book cover to cover, | gained some confidence, learned
how to reword questions, how to correctly read a question, and how to decrease
some of my anxiety....Thank you for a great book that | will definitely recommend to
anyone taking the boards.” —Nancy D. Zimmerman, South Windsor, CT

“This book was a blueprint to the NCLEX-RN® exam. | passed the test on the first try.
Everything that was explained in the book was actually on the test.”

—Jacquelyn Claude, Suffolk, VA
“I plan to call my school and recommend this book!”  —Nicole Sary, East Peoria, IL

“Reading the book was like an instructor talking....The book is absolutely GREAT!”
—Lianna Williams, Bronx, NY
“Very easy to understand—MADE SENSE. Everything about this book was
exceptional. After my self-esteem dropped when | found out I failed the first time, |
didn’t know what to do....This book, | felt, was easy to understand, and when | went
to take my test a second time, | walked out with confidence. The strategies in this
book are why I am an RN today. Thank you so much!”
—Dana Adams, Fort Worth, TX
“Truly an indispensable review...for every internationally educated nurse!”
—Lamberto F. Valera, RN, MAN, Jordan Valley, Israel
“Thank you, Kaplan, for this book!” —Dawn Nicole Lake Prince, Van Nuys, CA

“l bought [the] Kaplan textbook when | was preparing for [the] NCLEX-RN® exam last
month. | was a foreign-trained nurse so | was finding it hard to answer NCLEX-RN"
exam questions. The book helped me a lot....| recommend this Kaplan study guide



to everybody preparing for the NCLEX-RN® exam.” —Ngozi Uketui, AR



HOW TO USE THIS BOOK

STEP 1: Sign Up for an Online Classroom Event

Log on to kaptest.com/nclex to access a live classroom event led by one of Kaplan’s
NCLEX-RN® experts—free! See “Sign Up for an Online Classroom Event” in this book
for more details and to register.

STEP 2: Read and Complete Part1

Part 1, NCLEX-RN® Exam Overview and Test Taking Strategies, is a comprehensive,
detailed strategy guide for each type of question on the NCLEX-RN® exam. This
information will teach you how to analyze each question and use your nursing
knowledge to select the correct answer choice.

STEP 3: Read and Complete Part 2

Part 2, NCLEX-RN® Exam Content Review and Practice, contains an essential review
of all subject areas that appear on the exam, designed to help you master NCLEX-
RN®exam questions. In the quiz at the end of each chapter, practice using the
strategies you have learned and check your work against the detailed answer
explanations provided. You can then review the areas in which your performance
was weak before you tackle the full-length practice test.
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STEP 4: Take the Practice Test

Kaplan has prepared a full-length practice test for you in Part 3. Set aside an
uninterrupted block of 6 hours to take the practice test, including any breaks. Use
the detailed answer explanations at the end of the test to analyze your strengths
and weaknesses in various content areas.

STEP 5: Register for the Exam

When you are prepared to take the NCLEX-RN® exam, use the contact information
and licensure requirements provided in Appendix D, State Boards of Nursing, to
initiate the registration process. All the steps you’ll need to follow are contained in
Part 4, The Licensure Process.



SIGN UP FOR AN ONLINE CLASSROOM
EVENT

Kaplan’s NCLEX-RN® online classroom sessions are interactive, instructor-led
NCLEX-RN® prep lessons that you can participate in from anywhere you can access
the Internet.

The online sessions are held in a state-of-the-art virtual classroom—actual lessons
in real time, just like an in-person classroom experience. Interact with your teacher
and other classmates using audio, instant chat, whiteboard, polling, and screen-
sharing functionality. And just like a Kaplan Nursing course held in person, a
NCLEX-RN® online classroom session is led by an experienced Kaplan instructor.

To register for your NCLEX-RN® online classroom session:

Go to http://www.kaptest.com/nursing/nclex-prep/ and select the tab “Free
Practice.” Scroll down to “NCLEX-RN” to see the dates and times of upcoming
NCLEX-RN°Live Online classroom events.

. Select a date for your Live Online classroom event by clicking "Register". A new
screen will appear with registration instructions. Follow the prompts to sign up.

~—
.

Once you've signed up for the event, click on the link to your personalized
“Student Homepage” to see your event schedule and any associated online
assets. You will also receive a confirmation email recording the date and time of


http://www.kaptest.com/nursing/nclex-prep/

your event.

Please note: Registration begins one month before the session date. Be sure to
sign up early, since spaces are reserved on a first-come, first-served basis.



PART 1

NCLEX-RN" EXAM OVERVIEW AND TEST
TAKING STRATEGIES




CHAPTER 1
OVERVIEW OF THE NCLEX-RN~ EXAM

The NCLEX-RN® exam is, among other things, an endurance test, like a marathon. If
you don’t prepare properly, or approach it with confidence and rigor, you’ll quickly
lose your composure. Here is a sample, test-like question:

A man had a permanent pacemaker implanted one year ago. He
returns to the outpatient clinic because he thinks the
pacemaker battery is malfunctioning. It is MOST important for
the nurse to assess which of the following?

Abdominal pain, nausea, and vomiting
Wheezing on exertion, cyanosis, and orthopnea
Peripheral edema, shortness of breath, and dizziness

el A

Chest pain radiating to the right arm, headache, and
diaphoresis




As you can see, the style and content of the NCLEX-RN® exam is unique. It’s not like
any other exam you’ve ever taken, even in nursing school!

The content in this book was prepared by the experts on Kaplan’s Nursing team,
the world’s largest provider of test prep courses for the NCLEX-RN® exam. By using
Kaplan’s proven methods and strategies, you will be able to take control of the
exam, just as you have taken control of your nursing education and other
preparations for your career in this incredibly challenging and rewarding field. The
first step is to learn everything you can about the exam.



What Is the NCLEX-RN” Exam?

NCLEX-RN’ stands for National Council Licensure Examination-Registered Nurse.
The NCLEX-RN® examination is administered by the National Council of State
Boards of Nursing (NCSBN), whose members include the boards of nursing in each
of the 50 states in the United States, the District of Columbia, and four U.S.
territories: American Samoa, Guam, the Northern Mariana Islands, and the Virgin
Islands. These boards have a mandate to protect the public from unsafe and
ineffective nursing care, and each board has been given responsibility to regulate
the practice of nursing in its respective state. In fact, the NCLEX-RN® exam is often
referred to as “the Boards” or “State Boards.”

The NCLEX-RN® exam has only one purpose: to determine if it is safe for you to
begin practice as an entry-level nurse.

WHY MUST YOU TAKE THE NCLEX-RN" EXAM?

The NCLEX-RN® exam is prepared by the NCSBN. Each state requires that you pass
this exam to obtain a license to practice as a registered nurse. The designation
registered nurse or RN indicates that you have proven to your state board of
nursing that you can deliver safe and effective nursing care. The NCLEX-RN® exam is
a test of minimum competency and is based on the knowledge and behaviors that



are needed for the entry-level practice of nursing. This exam tests not only your
knowledge, but also your ability to make competent nursing judgments.

WHAT IS ENTRY-LEVEL PRACTICE OF NURSING?

In order to define entry-level practice of nursing, the National Council conducts a
job analysis study every three years to determine what entry-level nurses do on the
job. The kinds of questions they investigate include: In which clinical settings does
the beginning nurse work? What types of care do beginning nurses provide to their
clients? What are their primary duties and responsibilities? Based on the results of
this study, the National Council adjusts the content and level of difficulty of the test
to accurately reflect what is happening in the workplace.

WHAT THE NCLEX-RN” EXAM IS NOT

It is not a test of achievement or intelligence. It is not designed for nurses who have
years of experience. The questions do not involve high-tech clinical nursing or
equipment. It is not predictive of your eventual success in the career of nursing.
You will not be tested on all the content that you were taught in nursing school.

WHAT IS A CAT?

CAT stands for Computer Adaptive Test. Each test is assembled interactively based
on the accuracy of the candidate’s response to the questions. This ensures that the
questions you are answering are not “too hard” or “too easy” for your skill level.



Your first question will be relatively easy; that is, below the level of minimum
competency. If you answer that question correctly, the computer selects a slightly
more difficult question. If you answer the first question incorrectly, the computer
selects a slightly easier question (Figure 1). By continuing to do this as you answer
questions, the computer is able to calculate your level of competence.

- )

CoOMPUTER ADAPTIVE TESTING

Harder

Passin T e COITECT
g R s
level of —>—=

difficulty e _(question 1)
l - wr{_}ng
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# of questions

\ 4

Ec e 4

Figure 1

In a CAT, the questions are adapted to your ability level. The computer selects
questions that represent all areas of nursing, as defined by the NCLEX-RN® detailed
test plan and by the level of item difficulty. Each question is self-contained, so that



all of the information you need to answer a question is presented on the computer
screen.

TAKING THE EXAM

There is no time limit for each individual question. You have a maximum of six
hours to complete the exam, but that includes the beginning tutorial, an optional
10-minute break after the first two hours of testing, and an optional break after an
additional 90 minutes of testing. Everyone answers a minimum of 75 questions to a
maximum of 265 questions. Regardless of the number of questions you answer, you
are given 15 questions that are experimental. These questions, which are
indistinguishable from the other questions on the test, are being tested for future
use in NCLEX-RN® exams, and your answers do not count for or against you. Your
test ends when one of the following occurs:

® You have demonstrated minimum competency and answered the minimum
number of questions (75) (Figure 2)

e You have demonstrated a lack of minimum competency and answered the
minimum number of questions (75) (Figure 3)

® You have answered the maximum number of questions (265)

® You have used the maximum time allowed (six hours)
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Figure 2

Try not to be concerned with the length of your test. In fact, you should plan on
testing for six hours and seeing 265 questions. You are still in the game as long as
the computer continues to give you test questions, so focus on answering them to
the best of your ability.

Remember, every question counts. There is no warm-up time, so it isimportant for
you to be ready to answer questions correctly from the very beginning.
Concentration is also key. You need to give your best to each question because you
do not know which one will put you over the top.
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Content of the NCLEX-RN® Exam

The NCLEX-RN® exam is not divided into separate content areas. It tests integrated
nursing content. Many nursing programs are based on the medical model. Students
take separate medical, surgical, pediatric, psychiatric, and obstetric classes. On the
NCLEX-RN® exam, all content is integrated.

Look at the following question.

A woman with type 1 diabetes is returned to the recovery room
one hour after an uneventful delivery of a 9 Ib., 8 oz., baby boy.
The nurse would expect the woman’s blood sugar to do which of
the following?

Change from 220 to 180 mg/dL.
Change from 110 to 80 mg/dL.
Change from 90 to 120 mg/dL.

o &Y=

Change from 100 to 140 mg/dL.

Is this an obstetrical question or a medical/surgical question? In order to select the
correct answer, (2), you must consider the pathophysiology of diabetes along with



the principles of labor and delivery. This is an example of an integrated question.

THE NCLEX-RN® EXAM BLUEPRINT

The NCLEX-RN® exam is organized according to the framework “Client Needs.” For
the purposes of the NCLEX-RN examination, a client is identified as the individual,
family, or group, which includes significant others and population. There are four
major categories of client needs; two of the major categories are further divided for
a total of six subcategories. This information is distributed by NCSBN, the
developer of the NCLEX-RN® exam.

Client Need #1: Safe and Effective Care Environment

The first subcategory for this client need is Management of Care, which accounts
for 20 percent of the questions on the exam. Nursing actions that are covered in
this subcategory include:

e Advance directives/self-determination/life planning
e Advocacy

e Assignment, delegation, and supervision

e Case management

e Clientrights

e Collaboration with interdisciplinary team

e Concepts of management

e Confidentiality/information security

e Consultation



e Continuity of care

e Establishing priorities

e Ethical practice

e Information technology

e Informed consent

e Legalrights and responsibilities

e Organ donation

e Performance improvement (quality improvement)
e Referrals

e Supervision

Here is an example of a typical question from the Management of Care
subcategory:

Which of the following assignments by the RN would be
appropriate for an LPN/LVN?

1. A 34-year-old woman with low back pain scheduled for a
myelogram in the afternoon

2. A 41-year-old woman in traction with a fractured femur

3. A 43-year-old woman newly diagnosed with type 1 diabetes
mellitus

4. A 56-year-old man with emphysema scheduled to be
discharged later today




The correct answer is (2). This client is in stable condition and can be cared for by an
LPN/LVN with supervision of an RN.

Here is another example of a Management of Care question:

After receiving a report from the night nurse, which of the
following clients should the nurse see FIRST?

1. A 31-year-old woman refusing sucralfate before breakfast

2. A 40-year-old man with left-sided weakness asking for
assistance to the commode

3. A 52-year-old woman reporting chills who is scheduled for a
cholecystectomy

4. A 65-year-old man with a nasogastric tube who had a bowel
resection yesterday

The correct answer is (3). This is the least stable client.

You will learn more about the content covered by the Safe and Effective Care
Environment: Management of Care subcategory in Chapter 4.

The second subcategory for this client need is Safety and Infection Control, which
accounts for 12 percent of the questions on the exam. Nursing actions that are
covered in this subcategory include:



e Accident/injury prevention

e Emergency response plan

e Ergonomic principles

e Error prevention

e Handling hazardous and infectious materials

e Home safety

e Reporting of incident/event/irregular occurrence/variance
e Safe use of equipment

e Security plan

e Standard precautions/transmission-based precautions/surgical asepsis
e Use of restraints/safety devices

Here is an example of a question from the Safety and Infection Control
subcategory:

The physician orders tobramycin sulfate 3 mg/kg IV every 8
hours for a 3-year-old boy. The nurse enters the client’s room to
administer the medication and discovers that the boy does not
have an identification bracelet. Which of the following should
the nurse do?

1. Ask the parents at the child’s bedside to state their child’s
name.

2. Ask the child to say his first and last name.

3. Have a coworker identify the child before giving the




medication.
4. Hold the medication until an identification bracelet can be
obtained.

The correct answer is (1). This action will allow the nurse to correctly identify the
child and enable the nurse to give the medication on time.

You will learn more about the content covered by the Safe and Effective Care
Environment: Safety and Infection Control subcategory in Chapter 5.

Client Need #2: Health Promotion and Maintenance

This client need accounts for 9 percent of the questions on the exam. Nursing
actions that are covered in this category include:

® Aging process

e Ante/intra/postpartum and newborn care
e Developmental stages and transitions

e Heath promotion/disease prevention

e Health screening

e High-risk behaviors

e |ifestyle choices

e Self-care

e Techniques of physical assessment



It is important to understand that not everyone described in the questions will be
sick or hospitalized. Some clients may be in a clinic or home-care setting. Some
clients may not be sick at all. Wellness is an important concept on the NCLEX-RN®
exam. It is necessary for a safe and effective nurse to know how to promote health

and prevent disease.

Thisis an example of a typical question from the Health Promotion and

Maintenance category:

A 21-year-old woman in active labor is admitted to the labor
suite. An hour later, the membranes rupture spontaneously.
The nurse observes a glistening white cord protruding from the
vagina. Which of the following actions should the nurse take
FIRST?

1. Return to the nurses’ station and place an emergency call to
the physician.

2. Administer oxygen by mask at 10—12 L/min and assess the
mother’s vital signs.

3. Place a clean towel over the cord and wet it with sterile
normal saline.

4. Apply manual pressure to the presenting part and have the
mother assume a knee-chest position.




The correct answer is (4). A prolapsed cord is an emergency situation. The nurse
must relieve pressure on the cord to prevent fetal anoxia.

You will learn more about the content covered by the Health Promotion and
Maintenance category in Chapter 6.

Client Need #3: Psychosocial Integrity

This client need accounts for 9 percent of the questions on the exam. Nursing
actions that are covered in this category include:

e Abuse/neglect

e Behavioral interventions

e Chemical and other dependencies

e Coping mechanisms

e (Crisisintervention

e Cultural diversity/cultural influences on health
e End of life care

e Family dynamics

e Grief and loss

e Mental health concepts

® Religious and spiritual influences on health
e Sensory/perceptual alterations

e Stress management

e Support systems

® Therapeutic communication



e Therapeutic environment

Thisis an example of a typical question from the Psychosocial Integrity category:

A 50-year-old male client comes to the nurses’ station and asks
the nurse if he can go to the cafeteria to get something to eat.
When told that his privileges do not include visiting the
cafeteria, the client becomes verbally abusive. Which of the
following approaches by the nurse would be MOST effective?

1. Tell the client to lower his voice, because he is disturbing the
other clients.

2. Ask the client what he wants from the cafeteria and have it
delivered to his room.

3. Calmly but firmly escort the client back to his room.

4. Assign the nursing assistive personnel (NAP) to accompany
the client to the cafeteria.

The correct answer is (3). The nurse should not reinforce abusive behavior. Clients
need consistent and clearly defined expectations and limits.

You will learn more about the content covered in the Psychosocial Integrity
category in Chapter 5.



Client Need #4: Physiological Integrity

The first subcategory for this client need is Basic Care and Comfort, which
accounts for 9 percent of the questions on the exam. Nursing actions that are
covered in this subcategory include:

e Assistive devices

e Elimination

e Mobility/immobility

e Non-pharmacological comfort interventions
e Nutrition and oral hydration

e Personal hygiene

e Rest and sleep

The following question is representative of the Basic Care and Comfort
subcategory:

A cast is applied to a 9-month-old girl for the treatment of
talipes equinovarus. Which of the following instructions is
MOST essential for the nurse to give to the child’s mother
regarding her care?

1. Offer appropriate toys for her age.
2. Make frequent clinic visits for cast adjustment.
3. Provide an analgesic as needed.




4. Do circulatory checks of the casted extremity.

The correct answer is (4). A possible complication that can occur after cast
application is impaired circulation. All of these answer choices might be included in
family teaching, but checking the child’s circulation is the highest priority.

You will learn more about the content covered in the Physiological Integrity: Basic
Care and Comfort category in Chapter 8.

The second subcategory for this client need is Pharmacological and Parenteral
Therapies, which accounts for 15 percent of the questions on the exam. Nursing
actions that are covered in this subcategory include:

e Adverse effects/contraindications/side effects/interactions
e Blood and blood products

e Central venous access devices

e Dosage calculation

e Expected actions/outcomes

e Medication administration

e Parenteral/intravenous therapies

e Pharmacological pain management

e Total parenteral nutrition

Try this question from the Pharmacological and Parenteral Therapies subcategory:




The home health nurse is going to start an IV with 5% dextrose
in water (D W) for a 76-year-old woman. To perform the
venipuncture, the nurse should start the IV with which of the
following?

1. The veins of the client’s wrist on the nondominant side

2. The veins of the leg so it will not interfere with the client’s
ability to feed herself

3. The dorsal veins of the client’s forearm on the nondominant
side

4. The dorsal surface of the client’s hand on the nondominant
side

The correct answer is (3). This is the best site for the nurse to use for the IV because
of its ease of access, availability of elastic veins, and limited use by the client.

You will learn more about the content covered in the Physiological Integrity:
Pharmacological and Parenteral Therapies category in Chapter 9.

The third subcategory for this client need is Reduction of Risk Potential, which
accounts for 12 percent of the questions on the exam. Nursing actions that are
covered in this subcategory include:

e Changes/abnormalities in vital signs
® Diagnostic tests



e Laboratoryvalues

e Potential for alterations in body systems

e Potential for complications of diagnostic tests/treatments/procedures

e Potential for complications from surgical procedures and health alterations
e System specific assessments

e Therapeutic procedures

Thisis an example of a question from the Reduction of Risk Potential subcategory:

A 7-year-old girl with type 1 insulin-dependent diabetes mellitus
(IDDM) has been home sick for several days and is brought to
the Emergency Department by her parents. If the child is
experiencing ketoacidosis, the nurse would expect to see which
of the following lab results?

1. Serum glucose 140 mg/dL
2. Serum creatine 5.2 mg/dL
3. Blood pH 7.28

4. Hematocrit 38%

The correct answer is (3). Normal blood pH is 7.35-7.45. A blood pH of 7.28 indicates
diabetic ketoacidosis.



You will learn more about the content covered in the Physiological Integrity:
Reduction of Risk Potential category in Chapter 8.

The fourth subcategory for this client need is Physiological Adaptation, which
accounts for 13 percent of the questions on the exam. Nursing actions that are
covered in this subcategory include:

e Alterationsin body systems

e Fluid and electrolyte imbalances
® Hemodynamics

e |llness management

e Medical emergencies

e Pathophysiology

® Unexpected response to therapies

The following question is an example of the Physiological Adaptation subcategory:

The nurse delivers external cardiac compressions to a client
while performing cardiopulmonary resuscitation (CPR). Which
of the following actions by the nurse is BEST?

1. Maintain a position close to the client’s side with the nurse’s
knees apart.

2. Maintain vertical pressure on the client’s chest through the
heel of the nurse’s hand.




3. Re-check the nurse’s hand position after every 10 chest
compressions.

4. Check for a return of the client’s pulse after every 8 breaths
by the nurse.

The correct answer is (2). The nurse’s elbows should be locked, arms straight, with
shoulders directly over hands. Incorrect pressure or improperly placed hands could
cause injury to the client.

You will learn more about the content covered in the Physiological Integrity:
Physiological Adaptation category in Chapter 9.

THE NURSING PROCESS

Several processes are integrated throughout the NCLEX-RN® exam. The most
important of these is the nursing process.

The nursing process involves the assessment, analysis, planning, implementation,
and evaluation of nursing care. As a graduate nurse, you are very familiar with each
step of the nursing process and how to write a care plan using this process.
Knowledge of the nursing process is essential to the performance of safe and
effective care. It is also essential to answering questions correctly on the NCLEX-RN®

exam.



Now we are going to review the steps of the nursing process and show you how
each step isincorporated into test questions. The nursing process is a way of
thinking. Using it will help you select correct answers.

Assessment. Assessment is the first step in the nursing process. It involves
establishing and verifying a database of information about the client, so you can
identify actual and/or potential health problems. The nurse obtains subjective data
(information given to you by the client that can’t be observed or measured by
others), and objective data (information that is observable and measurable by
others). This data is collected by interviewing and observing the client and/or
significant others, reviewing the health history, performing a physical examination,
evaluating lab results, and interacting with members of the health care team.

An example of an assessment test question is:

The nurse obtains a health history from a client admitted with
acute glomerulonephritis that is associated with beta-hemolytic
Streptococcus. The nurse expects which of the following to be
significant in the health history?

The client had a sore throat 3 weeks earlier.

There is a family history of glomerulonephritis.

The client had a renal calculus 2 years earlier.
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The client had an accident involving renal trauma several
years ago.




The correct answer is (1). Glomerulonephritis is an immunologic disorder that is
caused by beta-hemolytic Streptococcus. It occurs 21 days after a respiratory or
skin infection.

Analysis. During the analysis phase of the nursing process, you examine the data
that you obtained during the assessment phase. This allows you to analyze and
draw conclusions about health problems. During analysis, you should compare the
client’s findings with what is normal. From the analysis, you establish nursing
diagnoses. A nursing diagnosis is an actual or potential health problem that the
nurse is licensed to manage.

Here is an analysis question:

The nurse plans care for a client diagnosed with an acute
myocardial infarction (MI). An appropriate nursing diagnosis is
decreased cardiac output secondary to which of the following?

Ventricular dysrhythmias
Congestive heart failure
Recurrent myocardial infarction
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Hypertensive crisis

The correct answer is (1). Ventricular dysrhythmias are common after an Ml and
reduce the efficiency of the heart.



Planning. During the planning phase of the nursing process, the nursing care plan
is formulated. Stepsin planning include:

Assigning priorities to nursing diagnosis

Specifying goals

|dentifying interventions

Specifying expected outcomes

Documenting the nursing care plan

Goals are anticipated responses and client behaviors that result from nursing care.
Nursing goals are client-centered and measurable, and they have an established
time frame. Expected outcomes are the interim steps needed to reach a goal and
the resolution of a nursing diagnosis. There will be multiple expected outcomes for
each goal. Expected outcomes guide the nurse in planning interventions.

Thisis an example of a planning question:

A client comes to the emergency room reporting nausea,
vomiting, and severe right upper quadrant pain. His
temperature is 101.3° F (38.5° C), and an abdominal x-ray
reveals an enlarged gallbladder. He is scheduled for surgery.
Which of the following actions should the nurse take FIRST?

1. Assess the client’s need for dietary teaching.
2. Evaluate the client’s fluid and electrolyte status.




3. Examine the client’s health history for allergies to antibiotics.
4. Determine whether the client has signed consent for surgery.

The correct answer is (2). Hypokalemia and hypomagnesemia commonly occur after
repeated vomiting.

Implementation. Implementation is the term used to describe the actions that you
take in the care of your clients. Implementation includes:

e Assisting in the performance of activities of daily living (ADL)

e Counseling and educating the client and family

® Giving care to clients

e Supervising and evaluating the work of other members of the health care team

It is important for you to remember that nursing interventions may be:

e /ndependent actions that are within the scope of nursing practice and do not
require supervision by others.

e Dependent actions based on the written orders of a physician.

® |nterdependent actions shared with other members of the health care team.

The NCLEX-RN® exam includes questions that involve all three types of nursing
interventions.

Here is an example of an implementation question:



A client is being treated in the burn unit for second- and third-
degree burns over 45% of his body. The physician’s orders
include the application of silver sulfadiazine cream. The BEST
way for the nurse to apply this medication is to use which of the
following?

Sterile 4 x 4 dressings soaked in saline
Sterile tongue depressor
Sterile gloved hand
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Sterile cotton-tipped applicator

The correct answer is (3). A sterile, gloved hand will cause the least amount of
trauma to tissues and will decrease the chances of breaking blisters.

Evaluation. Evaluation measures the client’s response to nursing interventions and
indicates the client’s progress toward achieving the goals established in the care

plan. You compare the observed results to expected outcomes.

Thisis an evaluation question:

When caring for a client with anorexia nervosa, which of the
following observations indicates to the nurse that the client’s

condition is improving?




The client eats all the food on her meal tray.
The client asks friends to bring her special foods.
The client weighs herself daily.

el A

The client’s weight has increased.

The correct response is (4). The client’s weight is the most objective outcome
measure in the evaluation of this client’s problem.

INTEGRATED PROCESSES

Several other important processes are integrated throughout the NCLEX-RN® exam.

They are:

Caring. As you take the NCLEX-RN® exam, remember that the test is about caring
for people, not working with high-tech equipment or analyzing lab results.

Communication and Documentation. For this exam, you are required to
understand and utilize therapeutic communication skills with all professional
contacts, including clients, their families, and other members of the health care
team. Charting or documenting your care and the client’s response is both a legal
requirement and an essential method of communication in nursing. On this exam,
you may be asked to identify appropriate documentation of a client behavior or

nursing action.



Teaching/Learning Principles. Nursing frequently involves sharing information
with clients so optimal functioning can be achieved. You may see questions that
focus on teaching a client about his or her diet and/or medications.

Culture and Spirituality. Nurses are entrusted to care for clients as whole persons
—body, mind, and spirit. This requires caring for clients from cultures that are
different from their own and whose spiritual beliefs may not be consistent with
theirs. It isimportant for the nurse to be culturally and spiritually sensitive and to
respond to the unique needs of each client. Interaction with the client must
recognize and consider the client-reported, self-identified, unique, and individual
preferences to client care.

You might see some questions on the NCLEX-RN® exam that contain graphics
(pictures). These questions may include the picture of a client in traction or the
abdomen of a woman who is pregnant. These questions do count, so take them
seriously. We have included several questions with graphics in the practice
questions and test found in this book, and others can be found online at
kaptest.com/booksonline.

KNOWLEDGE IS POWER

The more knowledgeable you are about the NCLEX-RN® exam, the more effective
your study will be. As you prepare for the exam, keep the content of the test in
mind. Thinking like the test maker will enhance your chance of success on the
exam.


http://kaptest.com/booksonline

Are you still thinking about that pacemaker battery from page 3? What do you
think the correct answer is?

A man had a permanent pacemaker implanted one year ago. He
returns to the outpatient clinic because he thinks the
pacemaker battery is malfunctioning. It is important for the
nurse to assess for which of the following?

Abdominal pain, nausea, and vomiting
Wheezing on exertion, cyanosis, and orthopnea
Peripheral edema, shortness of breath, and dizziness

el A

Chest pain radiating to the right arm, headache, and
diaphoresis

The correct answer is (3). These are symptoms of decreased cardiac output. These
symptoms occur with pacemaker battery failure. Other symptoms include changes
in pulse rate, irregular pulse, and palpitations.

Gastrointestinal symptoms (1) are not found with pacemaker malfunction. The
items listed in (2) are not symptoms of pacemaker failure. And although chest pain
may occur with decreased output (4), chest pain that radiates to the right arm is
suggestive of angina. Headache and diaphoresis are not seen with pacemaker
failure.






CHAPTER 2

GENERAL AND COMPUTER ADAPTIVE
TEST STRATEGIES

As a nursing student, you are used to taking multiple-choice tests. In fact, you’ve
taken so many tests by the time you graduate from nursing school, you probably
believe that there won’t be any more surprises on any nursing test, including the
NCLEX-RN® exam.

But if you’ve ever talked to graduate nurses about their experiences taking the
NCLEX-RN® exam, they probably told you that the test wasn’t like any nursing test
they had ever taken. How can that be? How can the NCLEX-RN® exam seem like a
nursing school test, but be so different? The reason is that the NCLEX-RN® exam is a
standardized test that analyzes a different set of behaviors from those tested in
nursing school.



Standardized Exams

Many of you have some experience with standardized exams. You may have been
required to take the SAT or ACT to get into nursing school. Remember taking that
exam? Was your experience positive or negative?

All standardized exams share the same characteristics:

Tests are written by content specialists and test construction experts.

The content of the exam is researched and planned.

The questions are designed according to test construction methodology (all
answer choices are about the same length, the verb tenses all agree, etc.).

All the questions are tested before use on the actual exam.

The NCLEX-RN® exam is similar to other standardized exams in some ways, yet
different in others:

e The NCLEX-RN® exam is written by nurse specialists who are experts in a content
area of nursing.

e All content is selected to allow the beginning practitioner to prove minimum
competency on all areas of the test plan.

e Minimum-competency questions are most frequently asked at the application
level, not the recognition or recall level. All the responses to a question are



similar in length and subject matter, and are grammatically correct.
e All test items have been extensively tested by NCSBN. The questions are valid; all
correct responses are documented by two different sources.

What does this mean for you?

e NCSBN has defined what is minimum-competency, entry-level nursing.

e Questions and answers are written in such a way that you cannot, in most cases,
predict or recognize the correct answer.

e NCSBN is knowledgeable about strategies regarding length of answers,
grammar, and so on. It makes sure you can’t use these strategiesin order to
select correct answers. English majors have no advantage!

e The answer choices have been extensively tested. The people who write the test
questions make the incorrect answer choices look attractive to the unwary test
taker.



What Behaviors Does the NCLEX-RN® Exam
Test?

The NCLEX-RN® exam does not just test your nursing knowledge: It assumes that
you have a body of knowledge and that you understand the material because you
have graduated from nursing school. So what does the NCLEX-RN® exam test?
Primarily, it tests your nursing judgment and discretion. It tests your ability to think
critically and solve problems. The NCLEX-RN® exam recognizes that as a beginning
practitioner, you will be managingLPN/LVNs and NAPs providing care to a group of
clients. As the leader of the nursing team, you are expected to make safe and
competent judgments about client care.

CRITICAL THINKING

What does the term critical thinking mean? Critical thinking is problem solving that
involves thinking creatively. It requires that the nurse do the following;:

Observe.

Decide what isimportant.

Look for patterns and relationships.

|dentify the problem.



e Transfer knowledge from one situation to another.
e Apply knowledge.
e Evaluate according to criteria established.

You successfully solve problems every day in the clinical area. You are probably
comfortable with this concept when actually caring for clients. Although you’ve had
lots of practice critically thinking in the clinical area, you may have had less practice
critically thinking your way through test questions. Why is that?

During nursing school, you take exams developed by nursing instructors to test a
specific body of content. Many of these questions are at the knowledge level. This
involves recognition and recall of ideas or material that you read in your nursing
textbooks and discussed in class. This is the most basic level of testing. Figure 1
illustrates the different levels of questions on nursing exams.

The following is an example of a knowledge-based question you might have seen in
nursing school.

Which of the following is a complication that occurs during the first 24
hours after a percutaneous liver biopsy?

(1) Nausea and vomiting
(2) Constipation

(3) Hemorrhage

(4) Pain at the biopsy site



The question restated is, “What isa common complication of a liver biopsy?” You
may or may not remember the answer. So, as you look at the answer choices, you
hope to see an item that looks familiar. You do see something that looks familiar:
“Hemorrhage.” You select the correct answer based on recall or recognition. The
NCLEX-RN® exam rarely asks passing questions at the recall/recognition level.

AN

Analysis

Application

Understanding

Recall/Recognition

Figure1 Levelsof Questionsin Nursing Tests

In nursing school, you are also given test questions written at the comprehension
level. These questions require you to understand the meaning of the material. Let’s
look at this same question written at the comprehension level.

The nurse understands that hemorrhage is a complication of a liver
biopsy due to which of the following reasons?



(A) There are several large blood vessels near the liver.

(B) The liver cells are bathed with a mixture of venous and arterial
blood.

(C) The test is performed on clients with elevated enzymes.

(D) The procedure requires a large piece of tissue to be removed.

The question restated is, “Why does hemorrhage occur after a liver biopsy?” In
order to answer this question, the nurse must understand that the liver is a highly
vascular organ. The portal vein and the hepatic artery join in the liver to form the
sinusoids that bathe the liver in a mixture of venous and arterial blood.

The NCLEX-RN® exam asks few minimum-competency questions at the
comprehension level. It assumes you know and understand the facts you learned in
nursing school.

Minimum-competency NCLEX-RN® exam questions are written at the application
and/or analysis level. Remember, the NCLEX-RN® exam tests your ability to make
safe judgments about client care. Your ability to solve problems is not tested with
questions at the recall/recognition or comprehension level.

Let’s look at this same question written at the application level.

Which of the following symptoms observed by the nurse during
the first 24 hours after a percutaneous liver biopsy would
indicate a complication from the procedure?




Anorexia, nausea, and vomiting
Abdominal distention and discomfort
Pulse 112, blood pressure 100/60, respirations 20
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Pain at the biopsy site

Can you select an answer based on recall or recognition? No. Let’s analyze the
guestion and answer choices.

The question is: What is a complication of a liver biopsy? In order to begin to
analyze this question, you must know that hemorrhage is the major complication.
However, it’s not listed as an answer. Can you find hemorrhage in one of the answer
choices?

ANSWERS:

(1) “Anorexia, nausea, and vomiting.” Does this indicate that the client is
hemorrhaging? No, these are not symptoms of hemorrhage.

(2) “Abdominal distention and discomfort.” Does this indicate that the client is
hemorrhaging? Perhaps. Abdominal distention could indicate internal
bleeding.

(3) “Pulse 112, blood pressure 100/60, respirations 20.” Does this indicate that
the client is hemorrhaging? Yes. An increased pulse, a decreased blood
pressure, and increased respirations indicate shock. Shock is a result of
hemorrhage.

(4) “Pain at the biopsy site.” Does this indicate the client is hemorrhaging? No.



Pain at the biopsy site is expected due to the procedure.

Ask yourself, “Which is the best indicator of hemorrhage?” Abdominal distention or
a change in vital signs? Abdominal distention can be caused by liver disease. The
correct answer is (3).

This question tests you at the application level. You were not able to answer the
question by recalling or recognizing the word hemorrhage. You had to take
information you learned (hemorrhage is the major complication of a liver biopsy)
and select the answer that best indicates hemorrhage. Application involves taking
the facts that you know, and using them to make a nursing judgment. You must be
able to answer questions at the application level in order to prove your
competence on the NCLEX-RN® exam.

Let’s look at a question that is written at the analysis level.

The nurse is caring for a 56-year-old man receiving haloperidol
(Haldol) 2 mg PO bid. The nurse assists the client to choose
which of the following menus?

1. 3 oz.roast beef, baked potato, salad with dressing, dill pickle,
baked apple pie, and milk

2. 3 oz. baked chicken, green beans, steamed rice, 1 slice of
bread, banana, and milk

3. Cheeseburger on a bun, french fries with catsup, chocolate




chip cookie, apple, and milk
4. 3 oz.baked fish, slice of bread, broccoli, ice cream, and
pineapple drink taken 30—60 minutes after the meal

Many students panic when they read this question because they can’t immediately
recall any diet restriction required by a client taking Haldol. Because students can’t
recall the information, they assume that they didn’t learn enough information.
Analysis questions are often written so that a familiar piece of information is putin
an unfamiliar setting. Let’s think about this question.

What type of diet do you choose for a client receiving Haldol? In order to begin
analyzing this question, you must first recall that Haldol is an antipsychotic
medication used to treat psychotic disorders. There are no diet restrictions for
clients taking Haldol. Because there are no diet restrictions, you must problem-
solve to determine what this question is really asking. Based on the answer choices,
it is obviously a diet question. What kind of diet should you choose for this client?
Because you have been given no other information, there is only one type of diet
that can be considered: a regular balanced diet. This is an example of taking the
familiar (a regular balanced diet) and putting it into the unfamiliar (a client
receiving Haldol). In this question, the critical thinking is deciding what this
question is really asking.

QUESTION: “What is the most balanced regular diet?”

ANSWERS:



(1) “3oz.roast beef, baked potato, salad with dressing, dill pickle, baked apple
pie, and milk.” Is this a balanced diet? Yes, it certainly has possibilities.

(2) “3oz.baked chicken, green beans, steamed rice, 1 slice of bread, banana,
and milk.” Is this a balanced diet? Yes, this is also a good answer because it
contains foods from each of the food groups.

(3) “Cheeseburgeron a bun, french fries with catsup, chocolate chip cookie,
apple, and milk.” Is this a balanced diet? No. This diet is high in fat and does
not contain all of the food groups. Eliminate this answer.

(4) “3o0z.baked fish, slice of bread, broccoli, ice cream, and pineapple drink
taken 30-60 minutes after the meal.” Does this sound like a balanced diet?
The choice of foodsisn’t bad, but why would the intake of fluids be delayed?
This sounds like a menu to prevent dumping syndrome. Eliminate this
answer.

Which is the better answer choice: (1) or (2)? Dill pickles are high in sodium, so the
correct answer is (2).

Choosing the menu that best represents a balanced diet is not a difficult question
to answer. The challenge lies in determining that a balanced diet is the topic of the
question. Note that answer choices (1) and (2) are very similar. Because the NCLEX-
RN exam is testing your discretion, you will be making a decision between answer
choices that are very close in meaning. Don’t expect obvious answer choices.

These questions highlight the difference between the knowledge/comprehension-
based questions that you may have seen in nursing school, and the
application/analysis-based questions that you will see on the NCLEX-RN® exam.






Strategies That Don’t Work on the NCLEX-
RN" Exam

Whether you realize it or not, you developed a set of strategies in nursing school to
answer teacher-generated test questions that are written at the
knowledge/comprehension level. These strategies include the following:

e “Cramming” in hundreds of facts about disease processes and nursing care

e Recognizing and recalling facts rather than understanding the pathophysiology
and the needs of a client with anillness

e Knowing who wrote the question and what isimportant to that instructor

e Predicting answers based on what you remember or who wrote the test question

e Selecting the response that is a different length compared to the other choices

e Selecting the answer choice that is grammatically correct

e When in doubt, choosing answer choice (C)

These strategies will not work on the NCLEX-RN® exam. Remember, the NCLEX-RN®
exam is testing your ability to make safe, competent decisions.



Becoming a Better Test Taker

The first step to becoming a better test taker is to assess and identify the following:

e The kind of test taker you are
e The kind of learner you are

SUCCESSFUL NCLEX-RN” EXAM TEST TAKERS

e Have a good understanding of nursing content.

e Have the ability to tackle each test question with a lot of confidence because
they assume that they can figure out the right answer.

e Don’t give up if they are unsure of the answer. They are not afraid to think about
the question, and the possible choices, in order to select the correct answer.

e Possess the know-how to correctly identify the question.

e Stayfocused on the question.

UNSUCCESSFUL NCLEX-RN® EXAM TEST TAKERS

e Assume that they either know or don’t know the answer to the question.
e Memorize facts to answer questions by recall or recognition.



e Read the question, read the answers, read the question again, and pick an
answer.

e Choose answer choices based on a hunch or a feeling instead of thinking
carefully.

e Answer questions based on personal experience rather than nursing theory.

® Give up too soon, because they aren’t willing to think hard about questions and
answers.

e Don’t stay focused on the question.

If you are a successful test taker, congratulations! This book will reinforce your test-
taking skills. If you have many of the characteristics of an unsuccessful test taker,
don’t despair! You can change. If you follow the strategies in this book, you will
become a successful test taker.

WHAT KIND OF LEARNER ARE YOU?

It is important for you to identify whether you think predominantly in images or
words. Why? This will assist you in developing a study plan that is specific for your
learning style. Read the following statement:

A nurse walks into a room and finds the client lying on the floor.

As you read those words, did you hear yourself reading the words? Or did you see a
nurse walking into a room, and see the client lying on the floor? If you heard
yourself reading the sentence, you think in words. If you formed a mental image
(saw a picture), you think in images.



Students who think in images sometimes have a difficult time answering nursing
test questions. These students say things like:

“I have to study harder than the other students.”
“I have to look up the same information over and over again.”

“Once I see the procedure (or client), I don’t have any difficulty
understanding or remembering the content.”

“I have trouble understanding procedures from reading the book. I have
to see the procedure to understand it.”

“I have trouble answering test questions about clients or procedures I've
never seen.”

Why is that? For some people, imagery is necessary to understand ideas and
concepts. If thisis true for you, you need to visualize information that you are
learning. As you prepare for the NCLEX-RN® exam, try to form mental images of
terminology, procedures, and diseases. For example, if you’re reviewing
information about traction but you have never seen traction, it would be ideal for
you to see a client in traction. If that isn’t possible, find a picture of traction and rig
up a traction setup with whatever material you have available. As you read about
traction, use the photo or model to visualize care of the client. If you can visualize
the theory that you are trying to learn, it will make recall and understanding of
concepts much easier for you.



It is also important that you visualize test questions. As you read the question and
possible answer choices, picture yourself going through each suggested action.
This will increase your chances of selecting correct answer choices.

Let’s look at a test question that requires imagery.

An adolescent is seen in the emergency room for a fracture of
the left femur sustained in a sledding accident. The fracture is
reduced and a cast is applied. The client is taught how to use
crutches for ambulating without bearing weight on the left leg.
The nurse would expect the client to learn which of the
following crutch-walking gaits?

Two-point gait
Three-point gait
Four-point gait

= 2P

Swing-through gait

Don’t panic if you can’t remember crutch-walking gaits. Instead, visualize!

Step 1. “See” a person (or yourself) walking normally. First the right leg and left
arm are extended, and then the left leg and right arm are extended.

Step 2. Put crutchesin your hands. Now walk. Each foot and each crutch is a point.



Step 3. “See” a person (or yourself) with a full cast on the left leg, with the foot
never touching the ground.

Step 4. Visualize the answers.

(1) Two-point gait. One leg and one crutch would be touching the ground at the
same time. Sounds like normal walking. Eliminate this choice because the
client is non-weight-bearing.

(2) Three-point gait. Both crutches and one foot are on the ground. This would
be appropriate for a non-weight-bearing client.

(3) Four-point gait. This would require both legs and crutches to touch the
ground. However, in this question the client is non-weight-bearing.
Eliminate this option.

(4) Swing-through gait. This gait means advancing both crutches, then both
legs, and requires weight-bearing. The gait is not as stable as the other gaits.
Eliminate this option: the client in this question is non-weight-bearing.

The correct answer is (2). Even if you are unsure of crutch-walking gaits, imaging
and thinking through the answer choices will enable you to select the correct
answer.



NCLEX-RN® Exam Question Types

The NCLEX-RN® is composed of primarily multiple-choice, four-option, text-based
questions written at the application/analysis level of difficulty. These questions
may include charts, tables, or graphic images.

Your NCLEX-RN® exam may also contain questions in a format other than
traditional four-option, text-based, multiple-choice questions. These other types of
questions, called alternate questions, are part of the test pool of questions for the
NCLEX-RN® exam. These alternate format question types include:

e Multiple response questions that require you to select all answer choices that
apply from among five or six answer options

e “Hot spot” questions that require you to identify a “hot spot” or specific area on
a graphic image by clicking on the correct area with the mouse

e Fill-in-the-blank questions that require you to calculate a number and then type
itinto a blank space provided after the question

e Drag-and-drop/ordered response questions that ask you to place answersin a
specific order

There are also three types of alternate format questions that are variations on the
traditional four-option multiple-choice question. These include:



e Chart/exhibit questions that require you to click an Exhibit button to display
charts and/or exhibits that provide information needed to answer the question.
Once you have done so, you then select the correct choice from among four
multiple-choice answer options.

e Audio item questions that present you with an audio clip that you listen to on
headphones. After listening to the clip, you then select the correct choice from
among four multiple-choice answer options.

e Graphics questions that present you with graphics instead of text as the four
multiple-choice answer options.

These questions are either counted toward your NCLEX-RN® exam results or they
are experimental questions for future exams that are not counted.

The following sections contain strategies that will help you correctly answer both
alternate format questions and traditional four-option, text-based, multiple-choice
questions.



Alternate Format Test Questions

Let’s first look at the individual alternate format question types and the strategies
that will help you correctly answer these questions.

SELECT ALL THAT APPLY—CLICK ON ALL APPROPRIATE
ANSWER CHOICES

Take a look at the following question.

The nurse cares for a client diagnosed with a right-sided
cerebrovascular accident (CVA) with dysphagia. Which of the
following actions by the nurse reflects appropriate care for the
client? Select all that apply.

[ 1. The nurse assesses the client’s ability to swallow.

[1 2. The nurse positions the client at a 45-degree angle.

[1 3. The nurse offers the client scrambled eggs.

[1 4. The nurse instructs the client to place food on the left side
of the mouth.

[ 5. The nurse turns off the television.




You will know that the question is a “Select all that apply” alternate format
question because after the question stem and before the answer choices you will
be instructed to “Select all that apply.” You will note that there are more than
four possible answer choices; usually five or six are provided. Also, there isa box in
front of each answer choice rather than the radio button you see with multiple-
choice, four-option, text-based questions.

To answer this type of question, determine which of the answer choices provided
are correct. Itisimportant to remember that in order for the question to be scored
as correct, you must select all of the answer choices that apply, not just the best
response. You will not receive any partial credit if you do not. Left-click on the box
in front of each answer choice that you think is correct. A small check mark appears
in the box indicating that you selected that answer. If you change your mind about
a particular answer choice, just click on the box again: the check mark disappears
and the answer choice is no longer selected.

How should you approach this type of question? What doesn’t work is to compare
and contrast the individual answer choices. For a “Select all that apply” question,
any number of answer choices may be correct. Instead, consider each answer
choice a True/False question. Reword this question to ask, “What is appropriate
care for a client with a right-sided CVA who has dysphagia?” Dysphagia means the
client is having difficulty swallowing; if the CVA is in the right hemisphere, the
client’s left side is affected.



Let’s look at the answers. The strategy is to change each answer choice into a
statement, and then determine if the statement is true or false.

(1) “I'should assess the client’s ability to swallow.” Is this true for a client with
dysphagia? Yes. This is a correct response because the nurse needs to make
sure that the client can swallow food before giving him anything to eat. The
results of the evaluation will also determine whether the nurse should offer
the client clear liquids or thickened liquids. Some clients will require
thickened liquids while others will not. Select this answer choice.

(2) “I'should position the client at a 45-degree angle.” Is this the correct
position for a client with dysphagia? No. The client should be sitting upright
in a chair or the bed. Eliminate this answer choice.

(3) “I'should offer the client scrambled eggs.” Is this an appropriate food for a
client with dysphagia? Yes. Soft or semi-soft foods are more easily tolerated
than a regular diet. Select this answer choice.

(4) “Ishould instruct the client to place food on the left side of his mouth.” Is
this what should be done? If the client has a right-sided CVA, that means the
left side of the client’s body is affected. The food should be placed on the
unaffected side—the right side of the mouth for this client. Eliminate this
answer.

(5) “Ishould turn off the television.” What are they getting at with this
statement? Many clients are easily distracted after a CVA. If the client has
dysphagia, you don’t want him to aspirate because he is distracted by the
television. It is best to turn off the TV during meals. Select this answer
choice.



So, which answers should be checked as correct? For this question, choices (1), (3),
and (5) are correct. Left-click on the boxes in front of each of these answer choices
to select them. When you have selected all the responses you believe to be correct,
click on the NEXT (N) button in the bottom left of the screen or press the Enter key
on the keyboard to lock in your answer and go on to the next question. Remember,
once you click on the NEXT (N) button or press the Enter key, you have entered
your answer to the question and you cannot return to the question.

The nurse cares for a client diagnosed with a right-sided
cerebrovascular accident (CVA) with dysphagia. Which of the

following actions by the nurse reflects appropriate care for the
client?

Select all that apply.

M 1. The nurse assesses the client’s ability to swallow.

[1 2. The nurse positions the client at a 45-degree angle.

4 3. The nurse offers the client scrambled eggs.

[1 4. The nurse instructs the client to place food on the left side
of the mouth.

2 5. The nurse turns off the television.

HOT SPOT—SELECT THE CORRECT AREA AND CLICK THE
MOUSE




This type of alternate format question asks you to identify a location on a graphic
or table. It isimportant to understand that this is not a test of your fine motor skills
but is designed to evaluate your knowledge of nursing content, anatomy, and
physiology and pathophysiology.

Let’s take a look at a question that involves a hot spot.

The nurse performs a physical assessment on an adult male. Identify the

area where the nurse should place the stethoscope to auscultate heart
sounds heard in the tricuspid area.




This question asks you to identify where you would listen to heart sounds in the
tricuspid area. The strategy you should use is to locate anatomical landmarks. You
need to know that the tricuspid area is located on the client’s left side. It is found in
the space between ribs, two ribs up from the bottom of the seven true ribs. The
tricuspid area is located in the fourth and fifth intercostal spaces at the lower left of
the sternal border.

Using the computer’s mouse, move the cursor to the location you think is correct.
Then, left-click the mouse. Check to make sure that you have selected the location
you wanted. Then enter your answer by clicking on the NEXT (N) button or pressing
the Enter key. If you click on the right side of the chest, or four ribs up from the
bottom, or at the midclavicular area instead of the sternal border, the location
would be inaccurate for the tricuspid area and the question would be counted as
incorrect. Just do your best and use anatomical landmarks to get your bearings
and select the location.

Here’s the answer to this hot spot question.

The nurse performs a physical assessment on an adult male. Identify the
area where the nurse should place the stethoscope to auscultate heart
sounds heard in the tricuspid area.




It isimportant for you to know where to listen to specific heart sounds. In addition
to the tricuspid area, you should be able to locate other anatomical landmarks to
evaluate heart sounds:

Angle of Louis—manubrial sternal junction at the second rib

Aortic area—second intercostal space to the right of the sternum

Pulmonic area—second intercostal space to the left of the sternum

Erb’s point—third intercostal space to the left of the sternum

Mitral area—fifth intercostal space at the left midclavicular line

In the mitral area of an adult is the apical impulse, also known the point of maximal
impulse (PMI), where the impulse of the left ventricle is felt most strongly; on an
infant, the apical impulse is lateral to the left nipple.



FILL-IN-THE-BLANK—ENTER THE ANSWER

This type of alternate format question asks you to fill in the blank with a number
based on a calculation.

The following is an example of a fill-in-the-blank question.

The nurse cares for a client receiving hourly peritoneal dialysis exchanges.
During a one-hour exchange, the nurse infuses 2,000 mL of dialysate and
1,900 mL of outflow is returned. During the exchange, the client drinks 8 oz.
of apple juice, 2 cups of water, and voids 150 mL of urine. Calculate and
record the client’s intake in milliliters.

mL

To answer this question, calculate the client’s intake from the information
provided. Note: Pay close attention to the unit of measure you need for your
final answer. In this situation, you are asked for the client’s intake in milliliters, not
CUps or ounces.

You can use the drop-down calculator provided on the computer to do the math.
The button that displays the calculator is on the bottom of the right side of the
computer screen. Use your mouse to click on the numbers or functions you want.
Remember, the slash (/) is used for division.



To answer this question you need to know that intake includes what the client
drinks along with the amount of dialysate that is retained after the one-hour
exchange of solution.

First, convert cups into ounces. One cup of fluid = 8 oz. Then convert ounces into
milliliters. One ounce =30 milliliters.

The client’s intake is:

8 0z. apple juice =240 mL
2 cups =16 oz. water =480 mL
100 mL = retained dialysate

Use the computer mouse to move the cursor inside the text box. Left-click on the
cursor. Type in the correct intake using the number keys on the keyboard. The
correct answer is 820. Do not put mL or any unit of measure after the number. Only
the number goes into the box. Rules for rounding are typically provided with the
question.

The nurse cares for a client receiving hourly peritoneal dialysis exchanges.
During a one-hour exchange, the nurse infuses 2,000 mL of dialysate and
1,900 mL of outflow is returned. During the exchange, the client drinks 8 oz.
of apple juice, 2 cups of water, and voids 150 mL of urine. Calculate and
record the client’s intake in milliliters.




820 mL

DRAG AND DROP/ORDERED RESPONSE—ARRANGE THE
ANSWERS IN THE CORRECT ORDER

Thisis one of the newer alternate format question types introduced by NCSBN.
These questions ask you to place answers in a specific order.

Take a look at the following question.

The nurse prepares to insert an indwelling Foley catheter in an elderly
female client. Arrange the following steps in the order the nurse should
perform them. All options must be used.




Unordered Options Ordered Response
- ~
Open the sterile pack
between the client’s legs.
P, >
” a
Wipe the urinary meatus
with a cotton ball
saturated with cleansing
solution.
P "
- Y
Inflate the balloon of the 5 4+
catheter to check for leaks. -
P,
> <
Place the client supine
with knees flexed.
P >
a Y
Lubricate the tip of the
catheter.
P v
<
Put on the sterile gloves.
e <]

The strategy to use in answering this kind of question is to picture yourself
performing the procedure. First, prepare the client. Next, prepare the equipment in
the correct order, using sterile technique. Open the sterile pack between the
client’s legs. Next, put on the sterile gloves. Inflate the balloon of the catheter to
check for leaks. Lubricate the tip of the catheter. Once the equipment is ready,
prepare the client for the insertion of the catheter. The last step from those
provided is to wipe the urinary meatus with a cotton ball saturated with cleansing
solution.

To place the options in the correct order, click on an option and drag it to the box
on the right. You can also move an answer from the left column to the right column
by highlighting the option and clicking the arrow key that points to the column on



the right. You may also rearrange the order of the options in the right column using

the arrow keys pointing up and down.

Here’s the answer to this question.

The nurse prepares to insert an indwelling Foley catheter in an elderly
female client. Arrange the following steps in the order the nurse should
perform them. All options must be used.

Unordered Options Ordered Response

7
Place the client supine
with kness flexed.

AN

=
Open the sterile pack
between the client’s legs.

AN

Put on the sterile gloves,

~

AN

P Inflate the balloon of the
| catheter to check for lealks.
y

TR

>
Lubricate the tip of the
L catheter.

i

[
Wipe the urinary meatus
with a cotton ball
saturated with cleansing

L solution.




Multiple-Choice Test Questions

Multiple-choice questions with four answer options may take the form of a
traditional text-based question, or may be in the form of an alternate question that
includes an exhibit/chart, is based on an audio clip, or contains graphics in place of
some of the text. No matter the form, to effectively apply the strategies discussed
in this book, you need to understand the components of an NCLEX-RN® exam
multiple-choice question. They are as follows:

e The stem of the question. The stem includes the situation that describes the
client, his or her problems or health care needs, and other relevant information.
It also includes a question or an incomplete statement. This is the question that
you must answer.

e Three incorrect answers, referred to here as distracters.

e The correct answer.

The three distracters will probably sound logical to you. They may even be based
on information provided in the stem, but they don’t really answer the question.
Otherincorrect answers may be actions that are common nursing practice but not
ideal nursing practice.

The correct answer is the only choice that is recognized as correct by the NCLEX-
RN” exam, so you need to learn to select it. Remember that most answer choices



are written at the application level: you will not be able to select answers based on
recognition or recall. You must understand the whys of nursing care in order to
select the correct response.

Read the following exam-style question. In addition to selecting an answer, identify
the components of this question.

The nurse plans care for a 4-year-old girl who has been sexually
abused by her father. Play therapy is scheduled. The nurse
knows that the PRIMARY goal of play therapy for a 4-year-old is
which of the following?

1. Provide her with the opportunity to express anger and
hostility by playing with dolls.

2. Promote communication because she may lack the emotional
and intellectual capacity to express her perceptions verbally.

3. Assess whether she is functioning at an age-appropriate
developmental level.

4. Reveal through direct observation of her at play what type of
abuse has been experienced.

The Components

® Thestem:
® 4-year-old girl



e Sexually abused by her father
e Play therapyisscheduled
e What is the primary goal of play therapy for a 4-year-old?

® The answer choices:

(1) Provide opportunity to express anger and hostility. Play therapy will allow
children to express anger and hostility if that’s what they want to
communicate. Some students select this answer because they focus on
the treatment of sexual abuse mentioned in the situation. Thisis a
distracter.

(2) Promote communication. Play is the universal language of children. The
purpose of play therapy is to give children the opportunity to
communicate using their own “language.” This is the correct answer.

(3) Assess her developmental level. The nurse might be able to assess
whether a child is functioning at an age-appropriate level, but thisis not
the primary purpose of play therapy. This is a distracter.

(4) Find out what type of abuse she has experienced. The child might
communicate the type of abuse she has experienced if that is what she
chooses to communicate. The nurse should focus on the purpose of play
therapy, not the type of abuse. This is a distracter.

Let’s try another question.

A client is being treated for heart failure with diuretic therapy.
Which of the following assessments BEST indicates to the nurse




that the client’s condition is improving?

1. The client’s weight has remained stable since admission.

2. The client’s systolic blood pressure has decreased.

3. There are fewer crackles heard when auscultating the client’s
lungs.

4. The client’s urinary output is 1,500 mL per day.

The Components

® The stem:
e Heart failure
e Treatmentisdiuretic therapy

e How do you know the client’s condition is improving?

e The answer choices:

(1) Weight has remained stable. The client’s weight should decrease because
he is taking a diuretic. Weight addresses issues involved with diuretic
therapy. However, it is not the best indication of improvement in a client
with heart failure. This is a distracter.

(2) The systolic blood pressure has decreased. Decreased blood pressure
may be the result of diuretic therapy, but the reduction could also be due
to other causes (change of position, calm rather than in an excited state,
etc.). Thisis not the best indication of an improvement in a client with
heart failure. This is a distracter.




(3) There are fewer crackles. A client with heart failure has crackles due to

pulmonary edema. Diuretics are given to promote excretion of sodium
and water through the kidneys. Decreased crackles would indicate that
the pulmonary edema is improving. This is the correct answer.

Urinary output of 1,500 mL in 24 hours. This is within normal limits.
Although a normal output addresses diuretic therapy, it is not the best
indication of improvement of heart failure. This is a distracter.



Critical Thinking Strategies

The NCLEX-RN® exam is not a test about recognizing facts.

You must be able to correctly identify what the question is asking.

Do not focus on background information that is not needed to answer the
question.

The NCLEX-RN® exam focuses on thinking through a problem or situation.

Now that you are more knowledgeable about the components of a multiple-choice
test question, let’s talk about specific strategies that you can use to problem-solve
your way to correct answers on the NCLEX-RN” exam.

Remember, the NCLEX-RN® exam is testing your ability to think critically. Critical
thinking for the nurse involves the following:

® Observation

e Deciding what isimportant

e | ooking for patterns and relationships

e |dentifying the problem

e Transferring knowledge from one situation to another

e Applying knowledge

e Discriminating between possible choices and/or courses of action
e Evaluating according to criteria established



Are you feeling overwhelmed as you read these words? Don’t be! We are going
teach you a step-by-step method to choose the appropriate path. The Kaplan
Nursing team has developed a decision tree that shows you how to approach every
NCLEX-RN® exam question. In this book, these strategies appear as 10 critical
thinking paths.

There are some strategies that you must follow on every NCLEX-RN® exam test
question. You must always figure out what the question is asking, and you must
always eliminate answer choices.

Choosing the right answer often involves choosing the best of several answers that
have correct information. This may entail your correct analysis and interpretation

of what the question is really asking. So let’s talk about how to figure out what the
question is asking.



Reword the Question

The first step to correctly answering NCLEX-RN® exam questions is to find out what
each question is really asking.

Step 1. Read each question carefully from the first word to the last word. Do not
skim over the words or read them too quickly.

Step 2. Look for hints in the wording of the question stem. The adjectives most,
first, best, primary, and initial indicate that you must establish priorities. The
phrase further teaching is necessary indicates that the answer will contain
incorrect information. The phrase client understands the teaching indicates that
the answer will be correct information.

Step 3. Reword the question stem in your own words so that it can be answered
with a yes or a no, or with a specific bit of information. Begin your questions with
what, when, or why. We will refer to this reworded version as THE REWORDED
QUESTION in the examples that follow.

Step 4. If you can’t complete step 3, read the answer choices for clues.

Let’s practice rewording a question.




A preschooler with a fractured femur is brought to the
emergency room by her parents. When asked how the injury
occurred, the child’s parents state that she fell off the sofa. On
examination, the nurse finds old and new lesions on the child’s
buttocks. Which of the following statements MOST
appropriately reflects how the nurse should document these
findings?

= 2P

We omitted the answer choices to make you focus on the question stem this time.
The answer choices will be provided and discussed later in this chapter.

Step 1. Read the question stem carefully.

Step 2. Pay attention to the adjectives. Most appropriately tells you that you need
to select the best answer.

Step 3. Reword the question stem in your own words. In this case, it is, “What is the
best charting for this situation?”



Step 4. Because you were able to reword the question, the fourth step is
unnecessary. You didn’t need to read the answer choices for clues.

We have all missed questions on a test because we didn’t read accurately. The
following question illustrates this point.

A construction worker is admitted to the hospital for treatment
of active tuberculosis (TB). The nurse teaches the client about
TB. Which of the following statements by the client indicates to
the nurse that further teaching is necessary?

= &9

Again, just the question stem is given to encourage you to focus on rewording the
question. We will discuss the answer choices for this question later in this chapter.

Step 1. Read the question stem carefully.

Step 2. Look for hints. Pay particular attention to the statement “further teaching
is necessary.” You are looking for negative information.



Step 3. Reword the question stem in your own words. In this case, it is, “What is
incorrect information about TB?”

Step 4. Because you were able to reword the question, the fourth step is
unnecessary. You didn’t need to read the answer choices for clues to determine

what the question is asking.

Try rewording this test question.

A woman admitted to the hospital in premature labor has been
treated successfully. The client is to be sent home on an oral
regimen of terbutaline. Which of the following statements by
the client indicates to the nurse that the client understands the
discharge teaching about the medication?

= &9

Again, just the question stem is given to encourage you to focus on rewording the
question. We will discuss the answer choices for this question later in this chapter.

Step 1. Read the question stem carefully.



Step 2. Look for hints. Pay attention to the words client understands. You are
looking for true information.

Step 3. Reword the question stem. This question is asking, “What is true about
terbutaline (Brethine)?”

Step 4. Because you were able to reword this question, the fourth step is
unnecessary. You didn’t need to obtain clues about what the question is asking
from the answer choices.



Eliminate Incorrect Answer Choices

Now that you’ve mastered rewording the question, let’s examine how to select the

correct answer.

Remember the characteristics of unsuccessful test takers? One of their major
problems is that they do not thoughtfully consider each answer choice. They react
to questions using feelings and hunches. Unsuccessful test takers look for a specific
answer choice. The following strategy will enable you to consider each answer
choice in a thoughtful way.

Step 1. Do not look at any of the answer choices except answer choice (1).

Step 2. Read answer choice (1). Then repeat THE REWORDED QUESTION after
reading the answer choice. Ask yourself, “Does this answer THE REWORDED
QUESTION?” If you know the answer choice is wrong, eliminate it. If you aren’t sure,
leave the answer choice in for consideration.

Step 3. Repeat the above process with each remaining answer choice.

Step 4. Note which answer choices remain.



Step 5. Reread the question to make sure you have correctly identified THE
REWORDED QUESTION.

Step 6. Ask yourself, “Which answer choice best answers the question?” That is
your answer.

Let’s practice the elimination strategy using the same questions.

A preschooler with a fractured femur is brought to the
emergency room by her parents. When asked how the injury
occurred, the child’s parents state that she fell off the sofa. On
examination, the nurse finds old and new lesions on the child’s
buttocks. Which of the following statements MOST
appropriately reflects how the nurse should document these

findings?
1. “Six lesions noted on buttocks at various stages of healing.”
2. “Multiple lesions on buttocks due to child abuse.”
3. “Lesions on buttocks due to unknown causes.”
4. “Several lesions on buttocks caused by cigarettes.”

THE REWORDED QUESTION: “What is good charting?”



Step 1. Do not look at any of the answer choices except for answer choice (1).
Thoughtfully consider each answer choice individually.

Step 2. Read answer choice (1). Does it answer the question, “What is good charting
for this situation?”

(1) “Sixlesions noted on buttocks at various stages of healing.” Is this good
charting? Maybe. Leave it in for consideration.

Step 3. Repeat the process with each remaining answer choice.

(2) “Multiple lesions on buttocks due to child abuse.” Is this good charting? No,
because the nurse is making a judgment about the cause of the lesions.

(3) “Lesionson buttocks due to unknown causes.” Is this good charting?
Maybe. Leave it in for consideration.

(4) “Several lesions on buttocks caused by cigarettes.” Is this good charting?
No. The question does not include information about how the lesions
occurred.

Step 4. Answer choices (1) and (3) remain.

Step 5. Reread the question to make sure you have correctly identified THE
REWORDED QUESTION. This question asks you to identify good charting.

Step 6. Which is better charting? “Six lesions noted on buttocks at various stages of
healing,” or “Lesions due to unknown causes”? Good charting is accurate,



objective, concise, and complete. It must reflect the client’s current status. The
correct answer is (1).

Some students will select answer (3), thinking, “How can | be sure about the stages
of healing?” But the purpose of this question is to test your ability to select good
charting.

Select the answer choice that shows you are a safe and effective nurse. Remember,
questions on the NCLEX-RN® exam are not designed to trick you. Stay focused on

the question.

Let’s select the correct answer for the second question.

A construction worker is admitted to the hospital for treatment
of active tuberculosis (TB). The nurse teaches the client about
TB. Which of the following statements by the client indicates to
the nurse that further teaching is necessary?

“I will have to take medication for 6 months.”

[y

2. “I should cover my nose and mouth when coughing or
sneezing.”

3. “Iwill remain in isolation for at least 6 weeks.”

4. “I'will always have a positive skin test for TB.”




THE REWORDED QUESTION: What isincorrect information about TB?

Step 1. Do not look at any of the answer choices except answer choice (1).

Step 2. Read answer choice (1). Does it answer THE REWORDED QUESTION, “What
isincorrect (or wrong) information about TB?”

(1) “lwill have to take medication for 6 months.” Is this wrong information? No,
it is a true statement. The client will need to take a medication, such as
isonicotinyl hydrazine (INH), for 6 months or longer. Eliminate this choice.

Step 3. Repeat the process with each remaining answer choice.

(2) “Ishould cover my nose and mouth when coughing or sneezing.” Is this
wrong information about TB? No, this is a true statement. TB is transmitted
by droplet contamination. Eliminate it.

(3) “lwill remain inisolation for at least 6 weeks.” Is this wrong information
about TB? Maybe. Leave it in for consideration.

(4) “lwill always have a positive skin test for TB.” Is this a wrong statement
about TB? No, this is true. A positive skin test indicates that the client has
developed antibodies to the tuberculosis bacillus. Eliminate this choice.

Step 4. Only answer choice (3) remains.

Step 5. Reread the question to make sure you have correctly identified THE
REWORDED QUESTION. The question is, “What is incorrect information about TB?”



Step 6. The correct answer is (3). You “know” this is the correct answer because
you’ve eliminated the other three answer choices. The client does not need to be
isolated for 6 weeks. The client’s activities will be restricted for about 2-3 weeks
after medication therapy is initiated.

A few things to remember when using this strategy:

e Eliminate only what you know is wrong. However, once you eliminate an answer
choice, do not retrieve it for consideration. You may be tempted to do this if you
do not feel comfortable with the one answer choice that is left. Resist the
impulse!

e Stayfocused on THE REWORDED QUESTION. How many times have you missed a
question that asked for negative information because you selected the answer
choice that contained correct information?

Here’s another question.

A woman admitted to the hospital in premature labor has been
treated successfully. The client is to be sent home on an oral
regimen of terbutaline. Which of the following statements by
the client indicates to the nurse that the client understands the
discharge teaching about the medication?

1. “Aslong as I take my medication, I can be sure I will not
deliver prematurely.”




2. “Itis important that I count the fetal movements for one
hour, twice a day.”

3. “I may feel a rapid heartbeat and some muscle tremors while
on this medication.”

4. “Bedrest is necessary in order for the medication to work
properly.”

THE REWORDED QUESTION: What is true about terbutaline (Brethine)?

Step 1. Do not look at any of the answer choices except answer choice (1).

Step 2. Read answer choice (1). Does it answer the question, “What is true about
terbutaline?”

(1) “Aslongas|take my medication, | won’t deliver prematurely.” Is this true
about terbutaline? No. Terbutaline will inhibit uterine contractions, but
there is no guarantee that there won’t be a premature delivery. Eliminate it.

Step 3. Repeat the process with each remaining answer choice.

(2) “Itisimportant that | count the fetal movements for one hour, twice a day.”
s this true about terbutaline? Maybe. Clients are told to be aware of fetal
movement. Keep it as a possibility.

(3) “I'may feel a rapid heartbeat and some muscle tremors while on this
medication.” Is this true of terbutaline? Yes. Terbutaline is a smooth-muscle



relaxant. Side effects include increased maternal heart rate, palpitations,
and muscle tremors. Leave this choice in for consideration.

(4) “Bed restis necessary in order for the medication to work properly.” Is this
true about terbutaline? No. Terbutaline will work whether the client is on
bed rest or not. Eliminate it.

Step 4. Note that only answer choices (2) and (3) remain.

Step 5. Reread the question to make sure you have correctly identified THE
REWORDED QUESTION. The reworded question is, “What is true about Brethine?”

Step 6. Which choice best answers the question, (2) or (3)? If you are focused on the
question, you will select (3). Some students focus on the background information
(pregnancy). This question has nothing to do with pregnancy. If you chose (2), you
fell for a distracter.

Remember: Focus on the question, and not the background information. If you can
answer the question—“What is true about Brethine?”—without considering the
background information (pregnancy), do it. Many students answer a question
incorrectly because they don’t focus on THE REWORDED QUESTION. Don’t fall for
the distracters.

At this point you’re probably thinking, “Will I have enough time to finish the test
using these strategies?” or “How will | ever remember how to answer questions
using these steps?” Yes, you will have time to finish the test. Unsuccessful test
takers spend time agonizing over test questions. By using these strategies, you will



be using your time productively. You will remember the steps because you are
going to practice, practice, practice with test questions. You will not be able to
absorb this strategy by osmosis; the process must be practiced repeatedly.



Don’t Predict Answers

On the NCLEX-RN® exam, you are asked to select the best answer from the four
choices that you are given. Many times, the “ideal” answer choice is not there.
Don’t sit and moan because the answer that you think should be there isn’t
provided. Remember:

e |dentify THE REWORDED QUESTION.
e Select the best answer from the choices given.

Look at this question.

The nurse describes the procedure to a male client for collecting
a clean-catch urine specimen for culture and sensitivity testing.
Which of the following explanations by the nurse would be
MOST accurate?

1. “The urinary meatus is cleansed with an iodine solution and
then a urinary drainage catheter is inserted to obtain urine.”

2. “You will be asked to empty your bladder one-half hour
before the test; you will then be asked to void into a

container.”



3. “Before voiding, the urinary meatus is cleansed with an
iodine solution and urine is voided into a sterile container;
the container must not touch the penis.”

4. “You must void a few drops of urine, then stop; then void the
remaining urine into a clean container, which should be
immediately covered.”

Step 1. Read the question stem.

Step 2. Focus on the adjectives. “Most accurate” tells you that more than one
answer may seem correct.

Step 3. Reword the question stem. What is true about a clean-catch urine
specimen for culture and sensitivity?

Step 4. Read each answer choice and ask yourself, “Is this true about a clean-catch
urine specimen for culture and sensitivity?”

(1) This choice describes how to obtain a catheterized urine specimen. Urine
isn’t usually collected by catheterization due to the increased risk of
infection. This answer does not answer the question about a clean-catch
urine specimen. Eliminate.

(2) Thisdescribes a double-voided specimen. This action is usually done when
testing urine for glucose and ketones. It is not relevant to a clean-catch
urine specimen. Eliminate.



(3) Thisistrue of a clean-catch urine specimen for culture and sensitivity. The
urinary meatus is cleansed, a sterile container is used, and the penis must
not touch the container. Leave it in for consideration.

(4) This does describe a clean-catch urine specimen. The client does void a few
drops of urine, stops, and then continues voiding into the container. There
isonly one problem. For a culture and sensitivity, the container must be
sterile. Eliminate.

The correct answer is (3). Many students will select answer choice (4) because they
see the expected words: “Void a few drops, then stop; continue voiding.” Be
careful. This question is a good example of why scanning for expected words could
get you into trouble. You may see expected words in an answer choice that is not
correct.

Okay. You’ve practiced how to identify the topic of the question and how to
eliminate answer choices. You know that predicting answers does not work on the
NCLEX-RN® exam. You are well on your way to correctly answering NCLEX-RN® exam
test questions. Unfortunately, this is just the starting point. Let’s talk about specific
paths and how you can correctly decide which paths to use on the NCLEX-RN®
exam. Remember, the correct answer is at the end of the path!



Recognize Expected Outcomes

| 3 Correct
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You spent much of your time in nursing school learning about what might go wrong
with clients and their care. This makes sense; after all, nurses need to deal with
problems and illnesses. Many test questions that your nursing school faculty wrote
focused on what was wrong with clients and their care. In order to prove minimum
competence, the beginning practitioner must demonstrate the ability to make
appropriate nursing judgments. Competent nursing judgments include recognizing
both expected and unexpected behaviors, so it isimportant for you to recognize
expected outcomes on the NCLEX-RN® exam. Expected outcomes are the behaviors
and changes you think are going to occur as a result of nursing care. These
outcomes allow the nurse to evaluate whether goals have been met.

Look at the following question.




The physician orders an arterial blood gas (ABG) for a client
receiving oxygen at 6 L/min. Results show pH 7.37, HCO, 26
mm Hg, pCO, 42 mm Hg, pO, 90 mm Hg. Which of the
following should the nurse do FIRST?

Increase the rate of oxygen flow the client is receiving.
Elevate the head of the bed.
Document the results in the chart.

el A

Instruct the client to cough and deep-breathe.

If this question were included on one of your medical/surgical tests, you would
assume that a problem was being described. So you would choose an answer
choice that involves “fixing” the problem. Let’s look at this question.

THE REWORDED QUESTION: What should you do with a client with these ABGs?

Step 1. Recognize normal. Interpret the ABGs. All are within normal limits.

Step 2. Decide how you should use this information. Because they are all normal,
let’s reword the question again using this information.

Now THE REWORDED QUESTION is: What should you do for a client with normal
ABGs?

ANSWERS:



(1) “Increase the rate of oxygen flow the client is receiving.” This is unnecessary
because his O, is within normal limits. Eliminate.

(2) “Elevate the head of the bed.” This is unnecessary because the ABGs are
within normal limits. Eliminate.

(3) “Document the resultsin the chart.” This action should be done because
the ABGs are normal.

(4) “Instruct the client to cough and deep-breathe.” This is usually
recommended in a situation in which there is some limitation of respiratory
function, due to immobility or post-operative conditions, for example. The
only information you are given in this question is the client’s ABGs, which
are within normal limits. Although this could be done, you are given no
indication that it is necessary. Eliminate.

The correct answer is (3). The ABGs are within normal limits. Some students select
answer choice (2) because they think there’s something they missed, or it must be a
trick question. The “trick” is deciding whether the information that you are given is
normal or abnormal, and then answering the question accordingly.

Try this question.

A client is brought to the emergency room reporting pressure in
her chest. Her blood pressure is 150/90, pulse 88, respirations
20. The nurse administers nitroglycerin 0.4 mg sublingually as
ordered. After five minutes her blood pressure is 100/60, pulse
96, respirations 20. Which of the following should the nurse do




next?

1. Notify the physician that the client has become hypotensive,
and obtain an order to administer IV fluids.

2. Place the client in semi-Fowler’s position, and administer O,
at 4 L.

3. Administer a second dose of nitroglycerin.

4. Document the results, and continue to monitor the client.

THE REWORDED QUESTION: What should you do for this client? To answer this
question you need to know what these vital signs indicate.

Step 1. Recognize normal. Nitroglycerin is a potent vasodilator with anti-anginal,
anti-ischemic, and antihypertensive actions. It increases blood flow through the
coronary arteries. Side effects include orthostatic hypotension, tachycardia,
dizziness, and palpitations. A decreased blood pressure, increased pulse, and stable
respirations after administration of a potent vasodilator are normal and expected.

Step 2. Decide how you should use this information. The question should be
reworded as, “What should you do for a client who has responded as expected to a
dose of nitroglycerin?”

ANSWERS:

(1) “Notify the physician that the client has become hypotensive and obtain an



order to administer IV fluids.” The blood pressure has decreased due to
vasodilatation. Decreased blood pressure is expected. Eliminate.

(2) “Place the client in semi-Fowler’s position and administer O, at 4 L.”
Respirations are stable and there is no indication of respiratory distress.
Eliminate.

(3) “Administer a second dose of nitroglycerin.” The nurse should assess the
client for chest pain first, and administer a second dose of the medication
only if the client continues to report chest pain. Eliminate.

(4) “Document the results and continue to monitor the client.” Thisis the
correct choice because you recognized the client’s response as normal, thus
eliminating the other three answer choices.

The correct answer is (4). You would expect a client’s blood pressure to decrease
after administration of nitroglycerin. The key to this question is understanding how
the medication works, and correctly identifying the expected outcome.



Read Answer Choices to Obtain Clues

Because the NCLEX-RN® exam is testing your critical thinking, the topic of the
guestions may be unstated. You may see a question that concerns a disease
process or procedure with which you are unfamiliar. Most test takers who are
“clueless” about a question will read the question and answer choices over and
over again. They do this because they hope that:

e They will remember seeing the topic in their notes or on a textbook page.

e The light will dawn and they will remember something about the topic.

e They believe there is some clue in the question that will point them toward the
correct answer.

What usually happens? Absolutely nothing! The student then randomly selects an
answer choice. When you randomly select an answer, you have 1 chance in 4 of
getting it right. You can better those odds, and here’s how: When you encounter a
question that deals with unfamiliar nursing content, look for clues in the answer
choicesinstead of in the question stem.

If you find yourself “clueless” after you carefully read a question, follow these steps:

Step 1. Resist the impulse to read and reread the question. Read the question only
once. ldentify the topic of the question. It is often unstated.



Step 2. Read the answer choices, not to select the correct answer but to figure out,
“What is the topic of the question?” or “What should | be thinking?” You are

looking for clues from the answer choices.

Step 3. After reading the answer choices, reword the question using the clues that

you have obtained.

Step 4. Then use the strategies previously discussed to answer the question you

have formulated.

Correct

- 3

Reword question

Read the Read answer using clues from
stem one choices for answer choices.
time. clues to topic.

Let’s try this strategy with a question.

A client contacts his home care nurse and reports nausea and
abdominal pain. He has type 1 diabetes. The nurse should advise
the client to do which of the following?

1. “Hold your regular dose of insulin.”
2. “Check your blood glucose level every 3—4 hours.”




3. “Increase your consumption of foods containing simple
sugars.”
4. “Increase your activity level.”

Step 1. Read the stem of the question. Can you identify the topic of the question?
No, you can’t. The nurse is telling the client to do something, but about what topic?
The topicis unstated in the question.

Step 2. Read the answer choices to obtain clues about the topic of the question.
Each answer choice deals with ways to maintain a normal blood sugar.

Step 3. Reword the question: “What does the nurse tell the client about ‘sick day
rules’?”

ANSWERS:

(1) “Hold your regular dose of insulin.” This is an implementation that would
increase the blood glucose level. The nurse should assess first. Eliminate.

(2) “Checkyour blood glucose level every 3-4 hours.” This is an assessment.
Before you can advise the client, you must identify whether the client is
hypoglycemic or hyperglycemic. Keep this answer for consideration.

(3) “Increase your consumption of foods containing simple sugars.” Thisis an
implementation and would increase the client’s blood glucose level. The
nurse should assess first. Eliminate.

(4) “Increase your activity level.” Thisis an implementation that would




decrease the client’s blood glucose level. The nurse should assess first.
Eliminate.

The nurse should always assess before implementing nursing care. The correct
answer is (2).

No matter how much you prepare for the NCLEX-RN® exam, there may be topics
you see on your test with which you are unfamiliar. Reading the answer choices for
clues will increase your chances of selecting a correct answer. Remember, you do
have a body of knowledge. You just have to be calm and access this knowledge.

Read this question.

A client is being treated for Addison’s disease. The physician
orders cortisone 25 mg PO daily. The nurse should explain to
the client that adjustment of the dosage may be required in
which of the following situations?

Dosage is increased when the blood glucose level increases.
Dosage is decreased when dietary intake is increased.
Dosage is decreased when infection stimulates endogenous
steroid secretion.

4. Dosage is increased relative to an increase in the level of
stress.




Not sure what Addison’s disease is? Not sure how to adjust the dose of cortisone?
Step 1. Read the question once. Resist the impulse to reread the question.

Step 2. Read the answer choices. What should you be thinking? The question
concerns cortisone. If the client is receiving cortisone, Addison’s disease must be
something that requires cortisone, a hormone from the adrenal glands. You notice
that dosages are both increased and decreased.

Step 3. Use these clues to reword the question: “What is true about adjusting
cortisone dosage?”

Step 4. Consider each answer choice. Does it answer THE REWORDED QUESTION?

(1) Dosage isincreased when the blood glucose level increases. Is this true
about cortisone? No. This sounds like insulin. Eliminate.

(2) Dosage is decreased when dietary intake is increased. Is this true about
cortisone? No. Cortisone requirements are not related to diet. Eliminate.

(3) Dosage is decreased when infection stimulates endogenous steroid
secretion. Endogenous means “within the client.” If the client is receiving
cortisone for Addison’s disease, he must have adrenal insufficiency.
Therefore, infection can’t stimulate steroid secretion. Eliminate.

The correct answer is (4) because it is the only choice remaining. Even if you are not
confident that cortisone is increased during periods of stress, you can conclude
that this is the correct answer because the other choices have been eliminated.



If you’re not sure about the topic of the question, read the answer choices for clues.

Let’s look at another path.

Correct
Ans Answer
kj '
Read the Identify Identify the
stem. the topic. Read the nursing concept
answer contained in
choices. answer choices.

In some questions, the NCLEX-RN® exam asks you to figure out the topic of the
question. In other questions you are required to use critical thinking skills to figure
out what the answer choices really mean. The NCLEX-RN® exam can take a concept
with which you are very familiar and make it difficult to recognize. The following
question illustrates this point.

A client with a history of heart failure visits the clinic. He states,
“I have not been feeling like my old self for about 2 weeks.” It
would be MOST important for the nurse to ask which of the
following questions?

1. “Do your ankles swell at the end of the day?”
2. “Where do you sleep at night?”
3. “How do you feel after you eat dinner?”




4. “Do you have chest pain when you inhale?”

It is not difficult to identify the topic of this question, “What is a priority for a client
with heart failure?” Many students get tripped up on this question by not thinking
through the answers as carefully as they should. In some questions, you have to
figure out the topic of the question. In this question, you have to figure out what
the answer choices mean.

Step 1. Read the stem of the question.

Step 2. Reword the question in your own words.

Step 3. Read the answer choices.

Step 4. Think: “What nursing concept should | identify in the answer choices?”

THE REWORDED QUESTION: What is a priority for a client with heart failure?

ANSWERS:

(1) “Do your ankles swell at the end of the day?” Why would you ask a client this

question? Because edema is a symptom of right-sided heart failure. Is right-
sided failure your priority? No, left-sided failure takes priority because it

affects the lungs. Eliminate this answer.
(2) “Where do you sleep at night?” Why would you ask a client this question? If



he is sleeping in his bed, his breathing is not compromised. If he has to sleep
in his recliner, he is having orthopnea. Orthopnea is a symptom of left-sided
failure, and this would be a priority. Keep this answer for consideration.

(3) “How do you feel after you eat dinner?” Why would you ask a client this
question? Bloating after mealsis a symptom of right-sided failure. This is
not as important as breathing problems. Eliminate this answer.

(4) “Do you have chest pain when you inhale?” Why would you ask a client this
question? It does indicate a breathing problem. The student who reacts
rather than thinks may select this answer. Pain on inspiration may indicate
irritation of the parietal pleura of the lung, which is not associated with
heart failure. Eliminate this answer.

The correct answer is (2). In order to select this answer, you must recognize that
“Where do you sleep at night?” represents orthopnea. The NCLEX-RN” exam can
take important concepts such as this, and “hide” the concept in some fairly simple
behaviors.

Let’s try another question where you have to figure out what the answer choices
really mean.

The nurse is caring for a client immediately after a paracentesis.
It is MOST important for the nurse to ask which of the
following questions?

1. “Do your clothes still feel tight?”




2. “Do you need to void?”
3. “Are you feeling dizzy?”
4. “Doyou have any pain?”

Step 1. Read the stem of the question.

Step 2. Reword the question in your own words.

Step 3. Read the answer choices.

Step 4. Think: “What nursing concept should | identify in the answer choices?”

THE REWORDED QUESTION: What is the highest priority for a client after a
paracentesis?

ANSWERS:

(1) “Do your clothes still feel tight?” Why would you ask a client this question?
Clothes should fit looser because the abdominal girth has decreased after
fluid has been removed with a paracentesis. This is an expected outcome.
Eliminate.

(2) “Do you need to void?” Why would you ask a client this question? It is
imperative to empty the bladder prior to the procedure, not after the
procedure. There is no compelling reason to ask the client this question.
Eliminate.



(3) “Areyou feeling dizzy?” What makes a client dizzy? One of the causesis a
decrease in cerebral perfusion due to a fall in blood pressure. Could this
client have a decreased blood pressure? Yes. Hypotension and hypovolemic
shock are complications of a paracentesis due to removal of a large volume
of fluid. Keep this answer for consideration.

(4) “Doyou have any pain?” You ask this question to assess pain level. This
client may have discomfort where the paracentesis was performed, but this
is an expected outcome. Eliminate.

The correct answer is (3).

These questionsiillustrate why knowing nursing content is not enough to answer
application/analysis-level questions. You must be able to effectively use the
information you learned in nursing school to answer NCLEX-RN® exam-style test
questions. Here is a brief review of some of the lessons you have learned in this
chapter:

e Reword the question.

e Eliminate answer choices you know to be incorrect.
e Don’t predict answers.

® Recognize expected outcomes.

e Read answer choices to obtain clues.



CHAPTER 3
NCLEX-RN® EXAM STRATEGIES

Now that you understand what kind of questions the NCLEX-RN” exam is going to
ask, you need to learn more specific strategies for success on the NCLEX-RN® exam.



The NCLEX-RN” Exam Versus Real-World
Nursing

Some of you are LPNs or LVNs completing your RN studies, while others are EMTs.
Some of you worked during school as student techs. All of you, however, spent time
in a clinical setting during your nursing education. All of this adds up to a significant
amount of experience. Experience will help you get a job, but answering questions
based on your experience can be dangerous on the NCLEX-RN” exam.

Look at the following question.

On admission to the hospital, an elderly client appears
disheveled and is restless and confused. During the client’s
second day on the unit, a nurse approaches the client to
administer medication. The nurse is unable to identify the client
because his armband is missing. Which of the following actions
by the nurse is the BEST?

1. Have the client’s roommate identify him.
2. Ask the client to state his full name.
3. Ask another nurse to identify the client.




4. Look in the chart at the picture of the client.

Let’s see how someone using his or her real-world experience would approach this
question:

(1) “Theroommate is neverinvolved in identification of a client.”
(2
(3
(4

)

) “Aconfused client cannot be relied on for an accurate identification.”

) “Sounds reasonable. | have seen this done in some circumstances.”

) “Apicture? What picture? I’ve never seen a picture of a client in a chart!”

Possible conclusions drawn by this person would include: “OK, I’'ve seen one nurse
ask another for information so (3) must be the answer,” or “Well, maybe the client
isn’t all that confused, so I'll select (2).”

According to nursing textbooks, asking another health care professional is not the
correct way to identify a client. Many acute-care settings now include a photo of
the client in the chart for just this type of situation. The correct answer to this
question is (4). Many students reject this answer because there are rarely pictures
of clients in the charts. Real-world experience doesn’t count, though; in this case,
the client does have a picture in his chart.

The NCLEX-RN® exam is a standardized exam administered by NCSBN. Because the
NCLEX-RN® exam is a national exam, students should be aware that in some parts of
the country, nursing is practiced slightly differently. However, to ensure that the
test is reflective of national trends, questions and answers are all carefully



documented. The test makers ensure that the correct answers are documented in
at least two standard nursing textbooks, or in one textbook and one nursing
journal.
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questions.

When you are unsure of an answer choice, don’t ask yourself, “What do they do on
my floor?” but “What does the medical/surgical textbook writer Brunner say?” or
“What do Potter and Perry say to do?” This test does not necessarily reflect what
happensin the real world, but is based on textbook nursing.

Remember the following when taking the NCLEX-RN® exam:

e You have all of the time and resources you need to provide appropriate care to
your client. (Checking for bowel sounds for five minutes in all four quadrants, no
problem!)

e You have all of the equipment you need. (Remember the bath thermometer you
learned to use in the nursing lab? For the NCLEX-RN” exam, you will have one
available to test the temperature of bath water.)

e There are no staffing problems on the NCLEX-RN® exam. You are caring only for
the client described in the question, and that person is your only concern.

e All care given to clients is “by the book.” No shortcuts are used. (You would not



turn off an IV solution, flush the line, give another IV solution, flush the line, and
then restart the original IV solution that was ordered to be run continuously.)

Answer the following question.

A client is treated in the emergency room for acute alcohol
intoxication. He has a five-year history of alcohol abuse. He is
agitated and verbally abusive. His admission orders include
chlordiazepoxide 50 mg IM or PO every 4—6 hours for agitation.
The nurse should take which of the following precautions after
chlordiazepoxide is administered?

Place the client in restraints.

2. Leave the client in a room by himself until the tranquilizer
takes effect.

3. Assign a practical nurse to stay with the client and document
his condition.

4. Ask the security guard to stay with the client.

Let’s look at this using real-world logic.

(1) “Place the client in restraints.” Yes, that is done in the real world.
(2) “Leave the clientin aroom by himself until the tranquilizer takes effect.”
Yes, that is done in the real world, but most students recognize that it is not



the best answer.

(3) “Assign a practical nurse to stay with the client and document his
condition.” Sounds good, but what if you don’t have enough staffing to
assign an LPN/LVN to sit with this client?

(4) “Ask the security guard to stay with the client.” Yes, in the real world,
security is called when clients are agitated.

According to real-world logic, the correct answer must be (1) or (4). However,
textbook theoretical nursing practice states that this client should not be left alone
while in an agitated state. A professional should remain with the client. Therefore,
the correct answer is (3).

Use your real-world experience to help you visualize the client described in the test
question, but select your answers based on what is found in nursing textbooks.

Your nursing faculty has probably been conscientious about instructing you in the
most up-to-date nursing practice. According to the National Council, the primary
source for documenting correct answers is in nursing textbooks, and the most up-
to-date practice might not always agree with the textbooks. When in doubt, always
select the textbook answer!

The next question illustrates this point.

A woman is admitted to the hospital and delivers a healthy 7 Ib.,
2 oz. girl. The mother decides to bottle-feed her infant. Which of




the following statements by the mother after a teaching session
indicates to the nurse that the client needs further instruction?

1. “T'll pump my breasts and use warm packs to relieve breast
pain.”

2. “I’ll use a tight bra and ice packs to relieve engorgement
discomfort.”

3. “I'll take the medication prescribed by the doctor for pain.”

4. “T’ll take the pills ordered by my doctor to help stop the
production of milk.”

Let’s look at these answers more closely.

(1) Pumping the breasts will stimulate milk production. This is clearly wrong.

(2) Wearingatight bra and using ice packs are appropriate interventions for a
nonbreastfeeding mother.

(3) Taking a medication (mild analgesic) is an appropriate intervention for a
nonbreastfeeding mother.

(4) Medication to prevent lactation is not frequently prescribed because of
potentially dangerous side effects. However, a medication may be
prescribed to prevent lactation. This would be considered an appropriate
intervention.

The correct answer is (1).



FIRST TAKE CARE OF THE CLIENT, THEN THE EQUIPMENT

The NCLEX-RN® exam tests your ability to use critical thinking skills to make nursing
judgments. It is very important that you remember to:

e Take care of the client first.
e Take care of the equipment second.

Look at the following question.

A client sustains a fractured left femur in a car accident. She is

placed in balanced suspension skeletal traction using a Thomas
splint and a Pearson attachment. The client tells the nurse that
she has “terrible” pain in her left thigh. Which of the following

should the nurse do FIRST?

1. Determine that all the weights and ropes from the traction
apparatus are in line and hanging free.

2. Ask the client for more information about the location and
characteristics of her pain.

3. Check the Thomas splint and Pearson attachment to make
sure they are appropriately positioned.

4. Explain to the client that the pain she is experiencing in the
affected leg is a common occurrence.




Let’s review the answers:

(1) All weights should be hanging free in balanced suspension skeletal traction.
This answer choice has you checking the equipment, not the client. Your
first concern should be the client, not the traction.

(2) The nurse should focus on assessing the client and her problem before
assessing the function of the equipment. All reports of pain should be
thoroughly investigated by the nurse.

(3) Thisanswer choice has you checking the equipment, not the client. Your
first concern should be the client, not the traction.

(4) Any reports of pain are considered abnormal, and you should investigate
them thoroughly.

The correct answer is (2).

LABORATORY VALUES

Answering questions about lab values is another example of how the real world
does not work on the NCLEX-RN® exam. In nursing school, you learned lab values for
a specific test and you may not have remembered them after the test. While you
were in the clinical setting, the emphasis was on interpretation of lab values.
Because most lab slips contained a listing of normal values, you were able to
compare the client’s results to the normal levels. Questions on the NCLEX-RN®
exam will not provide you with a listing of normal lab values.

To answer questions on the NCLEX-RN” exam, you must:



e Know normal lab test results.
e Correctly interpret normal or abnormal lab test results.

Compare the following two questions.

A client is admitted to the hospital with flu-like symptoms.
When taking the history, the nurse learns that the client has
been taking digoxin 0.125 mg PO daily and furosemide 40 mg
PO daily for 3 years. Last month her physician changed the
prescription for digoxin to 0.25 mg qd. The nurse would expect
the physician to order which of the following laboratory tests?

Serum electrolytes and digoxin level
White blood cell count, hemoglobin, and hematocrit
Cardiac enzymes and an arterial blood gas

el A

Blood cultures and urinalysis

You are probably familiar with the concepts presented in this question. The
physician has increased the client’s dose of digoxin. Furosemide (Lasix) is a loop
diuretic that inhibits resorption of sodium and chloride; side effects include
hypotension, hypokalemia, Gl upset, and weakness. Hypokalemia may increase the
client’s risk of digitalis toxicity. Serum electrolytes and digoxin level (1) is the
correct answer.



Now look at this question.

The nurse plans care for a teenager admitted with fever,
vomiting, and diarrhea. The nurse writes the following nursing
diagnosis on the client’s care plan: “fluid volume deficit.” Which
of the following changes in laboratory values would
demonstrate an improvement in the client’s condition?

Urine specific gravity, 1.015; hematocrit, 37%
Urine specific gravity, 1.020; hematocrit, 45%
Urine specific gravity, 1.032; hematocrit, 52%

el A

Urine specific gravity, 1.025; hematocrit, 35%

In order to correctly answer this question, you must know:

e The specific gravity of urine (1.010-1.030) and the normal levels of hematocrit
(male 42-50%, female 40-48%)

e How the specific gravity and hematocrit levels are affected by a fluid volume
deficit

Fluid volume deficit occurs when water and electrolytes are lost in the same
proportion as they exist in the body. When a client is dehydrated, both the specific
gravity of urine and the hematocrit become elevated. The correct answer is (2).



Answer the following question.

A client is hospitalized with a diagnosis of atrial fibrillation.
Heparin 5,000 units is ordered every 12 hours to be given
subcutaneously. The health care provider orders daily partial
thromboplastin times (PTT). The result of the client’s most
recent PTT is 55. Which of the following actions should be
taken by the nurse?

Document the results and administer the heparin.
Withhold the heparin.
Notify the health care provider.
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Have the test repeated.

In order to answer this question you need to know:

e The normalrange fora PTT is 20-45 seconds.

e The therapeutic range for a client receiving heparin, an anticoagulant, is 1.5-2
times the control or normal level.

e To calculate the therapeutic range, take the lower number for the normal range
fora PTT (20) and multiply it by 1.5. The result is 30. Multiply the higher number
(45) by 2. The result is 90. Any result that falls within 30 to 90 seconds is
considered therapeutic. The goal is to keep the PTT within this range.



Evaluate the answer choices:

(1) “Document the results and administer the heparin.” The client’s most
recent PTT is 55. This is within the therapeutic range of 30 to 90, so the
nurse should administer the medication.

(2) “Withhold the heparin.” A side effect of heparin is bleeding. If the clotting
time is greater than 90 seconds, the nurse should notify the health care
provider.

(3) “Notify the health care provider.” There is no reason to notify the health
care provider, since the PTT is within the therapeutic range.

(4) “Have the test repeated.” There is no reason to have the test repeated.

The correct answer is (1).

MEDICATION ADMINISTRATION

An important function in providing safe and effective care to clients is the
administration of medications. Because this is one of the responsibilities of a
beginning practitioner, questions about medications are often an important part of
the NCLEX-RN® exam. The nurse who is minimally competent is knowledgeable
about medications and uses the “six rights” when administering medication.

In nursing school, most questions about medication followed the same pattern.
You were told the client’s diagnosis and the name of the medication, and then were
asked a question. Even if you didn’t know the information about the medication,
sometimes you were able to select the correct answer by knowing the diagnosis.



The NCLEX-RN® exam does not give you any clues from the context of the question.
The questions on this exam include the name of the medication, generally
identifying it by generic name only. Most of the time, you will not be given the
reason the client is receiving the medication.

Let’s look at some medication questions.

The physician orders furosemide and spironolactone for a
client. Prior to administering the medication, the nurse
determines that the client’s potassium is 3.2 mEq/L. In addition
to notifying the physician, the nurse should anticipate taking
which of the following actions?

Do not administer the furosemide or spironolactone.
Administer the spironolactone only.
Administer the furosemide only.
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Administer the furosemide and spironolactone.

This is a typical exam-style medication question. The question concerns the side
effects and nursing implications of furosemide and spironolactone.

(1) The potassium level is below normal (3.5-5.0 mEq/L). Furosemide is a
potassium-wasting diuretic. spironolactone is a potassium-sparing diuretic.
There is no reason to hold the spironolactone because the client has a low



potassium level. Eliminate this answer.

(2) The spironolactone should be administered.

(3) Do not administer the furosemide because it is a potassium-wasting
diuretic. The client’s potassium level is already low. Eliminate.

(4) Do not administer the furosemide. Eliminate.

The correct answer is (2).

Let’s try this next question.

A client returns to the clinic 2 weeks after being started on
allopurinol 200 mg PO daily. The nurse reviews information
about this medication with the client. Which of the following
statements by the client indicates that the teaching was

effective?

“I should take my medication on an empty stomach.”
“I should take my medication with orange juice.”
“I should increase my intake of protein.”

el A

“I should drink at least 8 glasses of water every day.”

To answer this question you need to know information about allopurinol, an
antigout agent that reduces uric acid.



(1) Allopurinolis best tolerated with orimmediately after meals to reduce
gastrointestinal (Gl) irritation. Eliminate.

(2) Orange juice makes the urine acidic. Allopurinol is more soluble in alkaline
urine. Eliminate.

(3) Itis not necessary to increase the intake of protein when taking allopurinol.
Eliminate.

(4) Allopurinol can cause renal calculi. The client should drink 3,000 mL/day to
reduce the risk of kidney stone formation.

The correct answer is (4). You must know the side effects and nursing implications
of medications for the NCLEX-RN® exam.

NOTIFY THE PHYSICIAN

Another behavior that commonly occurs in the real world is calling the physician. In
nursing school you were encouraged to notify your instructor of changes in your
client’s condition. Be very careful how you handle this on the NCLEX-RN® exam.
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More often than not, the answer choice that states “call the physician,” “contact
the social worker,” or “refer to the chaplain” is the WRONG answer. Usually there is
something you need to do first before you make that call. The NCLEX-RN® exam
does not want to know what the physician is going to do. The NCLEX-RN” exam
wants to know what you, the registered professional nurse, will do in a given

situation.

Answer this question.




A client is receiving packed red blood cells. Several minutes
after the infusion is started, the client reports itching and
develops hives on his chest and abdomen. Which of the
following actions should the nurse take FIRST?

Slow the rate of the transfusion.

Call the physician for an order for an antihistamine.
Mix IV fluid with the blood to dilute it.

Stop the transfusion.
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THE REWORDED QUESTION: What should you do first for this client?

It sounds like the client is having an allergic reaction to the transfusion. If this is

what’s going on, what should you do?

(1)

(2)

If the client is having a transfusion reaction, slowing the rate of the
transfusion is not the right action.

Antihistamines are given for allergic reactions. The doctor needs to be
notified. This answer might be a possibility, but is there something you
should do first?

Mixing IV fluids with blood is done to decrease the viscosity of RBCs. This
doesn’t have anything to do with an allergic transfusion reaction. Eliminate.
If the client was having a transfusion reaction, the best action is to stop the
transfusion. This is the correct action to take first, before the physician is




called.

The correct answer is (4). After the transfusion is stopped, you will contact the
physician and antihistamines will probably be ordered.

Before you want to choose the answer choice that involves “call the physician,”
look at the other answer choices very carefully. Make sure that there isn’t an
answer that contains an assessment or action you should do before making the
phone call. The test makers want to know what you would do in a situation, not
what the doctor would do!

Here is one more real-world question.

Upon returning from lunch, the nurse is approached in the
elevator by a hospital employee from another unit. The
employee states that her close friend is a client on the nurse’s
unit. The employee asks how her friend is doing and if all of her
tests were normal. The nurse should do which of the following?

1. Answer the employee’s questions softly so other people on
the elevator will not hear.

2. Refuse to discuss her friend’s medical condition. Suggest that
she visit her friend.

3. Give the employee the name of the client’s physician to call
for this information.




4. Tell the employee about the results of the client’s tests
because they were within normal limits.

THE REWORDED QUESTION: What should a nurse do when asked about a client by a
hospital employee?

(1) Discussing client information in a public place is a breach of confidentiality.
Eliminate.

(2) Refusingto discuss a client’s medical condition does not violate the client’s
right to privacy and confidentiality. Keep in consideration.

(3) Providing any information about a client to someone not directly involved
in the client’s care is a breach of privacy. Eliminate.

(4) Itisabreachin the client’s right to privacy to share information with others
without the client’s permission. Eliminate.

The correct answer is (2).
Expect to see real-world situations on your NCLEX-RN” exam, but make sure that

you do not choose real-world answers! These strategies should help you use your
previous nursing experience without encountering any pitfalls.



Strategies for Priority Questions

You will recognize priority questions on the NCLEX-RN” exam because they will ask
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you what is the “best,” “most important,” “first,” or “initial response” by the nurse.

Take a look at this sample question.

An hour after admission to the nursery, the nurse observes a
newborn baby having spontaneous jerky movements of the
limbs. The infant’s mother had gestational diabetes mellitus
(GDM) during pregnancy. Which of the following actions
should the nurse take FIRST?

Give dextrose water.
Call the physician immediately.
Determine the blood glucose level.
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Observe closely for other symptoms.

As you read this question you are probably thinking, “All of these look right!” or
“How can | decide what | will do first?” The panic sets in as you try to decide what
the best answer is when they all seem “correct.”



As a registered professional nurse, you will be caring for clients who have multiple
problems and needs. You must be able to establish priorities by deciding which
needs take precedence over the other needs. You probably recognized the baby’s
jerky movements as an indication of hypoglycemia. Don’t forget that an important
part of the assessment process is validating what you observe. You must complete
an assessment before you analyze, plan, and implement nursing care. The correct
answer is (3).

The following situation might sound familiar: You are called to a client’s room by a
family member and find the client lying on the floor. He is bleeding from a wound
on the forehead, and his indwelling catheter is dislodged and hanging from the side
of the bed. Where do you begin? Do you call for help? Do you return him to bed? Do
you apply pressure to the cut? Do you reinsert the catheter? Do you call the doctor?
What do you do first? This is why establishing priorities is so important.

Your nursing faculty recognized the importance of teaching you how to establish
priorities. They required you to establish priorities both in clinical situations and
when answering test questions. These are the type of questions that nursing
students find most controversial.

Here is an example of a nursing school test question:

Which of the following would most concern the nurse during a client’s
recovery from surgery?

(1) Safety



(2) Hemorrhage
(3) Infection
(4) Pain control

A conversation in class with your instructor may then go something like this:

Instructor:  “The correct answer is (2).”

Student: “Why isn’t infection the correct answer? It says right here
[pointing to textbook] that infection is a major complication after
surgery.”

Instructor:  “Yes, infection is an important concern after surgery. But if the
client has a life-threatening hemorrhage, then the fact that the
wound is infected isimmaterial.”

Student: “But you can’t count this answer wrong!”

In some situations, the faculty member will give you partial credit for your answer,
or will “throw the question out” because there is more than one right answer. But
you won’t get the opportunity to argue about questions on the NCLEX-RN” exam.
You either select the answer the test makers are looking for, or you get the
question wrong. In the question above, all of the answers listed are important when
caring for a postoperative client, but only one answer is the best.

The critical thinking required for priority questions is for you to recognize patterns
in the answer choices. By recognizing these patterns, you will know which path you
need to choose to correctly answer the question. There are three strategies to help
you establish priorities on the NCLEX-RN” exam:



e Maslow strategy
e Nursing process strategy
e Safety strategy

We will outline each strategy, describe how and when it should be used, and show
you how to apply these strategies to exam-style questions. By using these
strategies, you will be able to eliminate the second-best answer and correctly
identify the highest priority.

STRATEGY ONE: MASLOW

Maslow’s hierarchy of needs (Figure 1) is crucial to establishing priorities on the
NCLEX-RN® exam. Maslow identifies five levels of human needs: physiological,
safety or security, love and belonging, esteem, and self-actualization.



actualization

/ Self-esteem \
/ Love and Belonging \

/ Safety and Security \
/ Physiological Needs \

Figure 1 Maslow’s Hierarchy of Needs

Because physiological needs are necessary for survival, they have the highest
priority and must be met first. Physiological needs include oxygen, fluid, nutrition,
temperature, elimination, shelter, rest, and sex. If you don’t have oxygen to
breathe or food to eat, you really don’t care if you have stable psychosocial
relationships!

Safety and security needs can be both physical and psychosocial. Physical safety
includes decreasing what is threatening to the client. The threat may be an illness
(myocardial infarction), accidents (a parent transporting a newborn in a car
without using a car seat), or environmental threats (the client with COPD who
insists on walking outside in 10° F [-12° C] temperatures).



To attain psychological safety, the client must have the knowledge and
understanding about what to expect from others in his environment. For example,
itisimportant to teach the client and his family what to expect after a
cerebrovascular accident (CVA). It is also important that you allow a woman
preparing for a mastectomy to verbalize her concerns about changes that might
occur in her relationship with her partner.

To achieve love and belonging, the client needs to feel loved by family and
accepted by others. When a client feels self-confident and useful, he will achieve
the need of self-esteem as described by Maslow.

The highest level of Maslow’s hierarchy of needs is self-actualization. To achieve
this level, the client must experience fulfillment and recognize his or her potential.
In order for self-actualization to occur, all of the lower-level needs must be met.
Because of the stresses of life, lower-level needs are not always met, and many
people never achieve this high level of functioning,.

The Maslow Four-Step Process

The first strategy to use in establishing priorities is a four-step process, beginning
with Maslow’s hierarchy. To use the Maslow strategy, you must first recognize the
pattern in the answer choices.

Step 1. Look at your answer choices.



Determine if the answer choices are both physiological and psychosocial. If they
are, apply the Maslow strategy detailed in Step 2.

Step 2. Eliminate all psychosocial answer choices. If an answer choice is
physiological, don’t eliminate it yet. Remember, Maslow states that physiological
needs must be met first. Although pain certainly has a physiological component,
reactions to pain are considered “psychosocial” on this exam and will become a
lower priority.

Step 3. Look at each of the answer choices that you have not yet eliminated and
ask yourself if the answer choice makes sense with regard to the disease or
situation described in the question. If it makes sense as an answer choice, keep it
for consideration and go on to the next choice.

Step 4. Can you apply the ABCs?

Look at the remaining answer choices. Can you apply the ABCs? The ABCs stand for
airway, breathing, and circulation. If there is an answer that involves maintaining a
patent airway, it will be correct. If not, is there a choice that involves breathing
problems? It will be correct. If not, go on with the ABCs. Is there an answer
pertaining to the cardiovascular system? It will be correct. What if the ABCs don’t
apply? Compare the remaining answer choices and ask yourself, “What is the
highest priority?” This is your answer.
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Let’s apply this technique to a few sample exam-style test questions.

A woman is admitted to the hospital with a ruptured ectopic
pregnancy. A laparotomy is scheduled. Preoperatively, which of
the following goals is MOST important for the nurse to include
on the client’s plan of care?

Fluid replacement
Pain relief
Emotional support

= &9

Respiratory therapy

Look at the stem of the question. The words most important mean:

e Thisisa priority question.
e There probably will be more than one answer choice that is a correct nursing
action, but only one will be the most important or highest priority action.



Step 1. Look at the answer choices.

You see that both physical and psychosocial interventions are included. Apply
Maslow.

Step 2. Eliminate all psychosocial answer choices.

Answer choice (2), which is pain relief, should be discarded. Remember, pain is
considered a psychosocial problem on the NCLEX-RN® exam. Answer choice (3),
emotional support, is also a psychosocial concern. Eliminate this answer. You have
now eliminated two of the possible choices.

Step 3. Now look at the remaining answer choices and ask yourself if they make
sense.

Answer choice (1), fluid replacement, makes sense because this client has a
ruptured ectopic pregnancy. An ectopic pregnancy is implantation of the fertilized
ovum in a site other than the endometrial lining, usually the fallopian tube.
Initially, the pregnancy is normal; but as the embryo outgrows the fallopian tube,
the tube ruptures, causing extensive bleeding into the abdominal cavity. Answer
choice (4), respiratory therapy, does not make sense with a ruptured ectopic
pregnancy. The obstetrical client is not likely to need respiratory care prior to
surgery. Eliminate this answer choice.

You are left with the correct answer, (1). After reading this question, many students
select answer choices (2) or (3) as the correct answer. They justify this by



emphasizing the importance of managing this woman’s pain, or addressing her
grief about losing the pregnancy. Neither answer choice takes priority over the
physiological demand of fluid replacement prior to surgery.

Ready for another question? Try this one.

The nurse obtains a diet history from a pregnant 16-year-old
girl. The girl tells the nurse that her typical daily diet includes
cereal and milk for breakfast, pizza and soda for lunch, and a
cheeseburger, milk shake, fries, and salad for dinner. Which of
the following is the MOST accurate nursing diagnosis based on
this data?

1. Altered nutrition: more than body requirements related to
high-fat intake

2. Knowledge deficit: nutrition in pregnancy

3. Altered nutrition: less than body requirements related to
increased nutritional demands of pregnancy

4. Risk for injury: fetal malnutrition related to poor maternal
diet

The first thing you should notice about this question stem is the phrase “most
accurate.” This alerts you that there may be more than one answer choice that
could be considered correct.



Step 1. Look at the answer choices.

You will see that both physical and psychosocial interventions are included. Apply
the Maslow strategy.

Step 2. Eliminate all psychosocial answer choices. In this case, that means answer
choice (2). Knowledge deficit is a psychosocial need.

Step 3. Ask yourself whether the remaining answer choices make sense.

(1) “Altered nutrition: more than body requirements related to high-fat intake”
does make sense. This diet is high in fat.

(2) “Altered nutrition: less than body requirements related to increased
nutritional demands of pregnancy” also makes sense. This diet has an
adequate number of calories, but it is deficient in the needed vitamins and
minerals.

(3) “Risk forinjury: fetal malnutrition related to poor maternal diet” does not
make sense. There is an adequate number of calories to support fetal
growth. Eliminate this choice.

You have now eliminated two of the choices. Let’s go on.
Step 4. Answer choices (1) and (3) remain. Can you apply the ABCs to these choices?

No. So compare the answer choices. Which is higher priority: the fact that this
pregnant 16-year-old’s diet contains too much fat, or that the diet does not have



enough nutrients? Insufficient nutrients is a higher priority, so the correct answer is

(3).

Many students, when they first read this question, choose (2), knowledge deficit.
According to Maslow, physiological needs always take priority over psychosocial
needs. Using this strategy on the NCLEX-RN” exam will enable you to choose the
correct answer.

Now, let’s try another question.

The nurse plans care for a 14-year-old girl admitted with an
eating disorder. On admission, the girl weighs 82 1b. and is 5'4"
tall. Lab tests indicate severe hypokalemia, anemia, and
dehydration. The nurse should give which of the following
nursing diagnoses the HIGHEST priority?

1. Body image disturbance related to weight loss

2. Self-esteem disturbance related to feelings of inadequacy

3. Altered nutrition: less than body requirements related to
decreased intake

4. Decreased cardiac output related to the potential for
dysrhythmias




The first thing you should notice in this question stem is the phrase “highest
priority.” This alerts you that there may be more than one answer that could be
considered correct.

Step 1. Look at the answer choices.

Both physical and psychosocial interventions are included. Apply the Maslow
strategy.

Step 2. Eliminate all phychosocial answer choices.

It is easy to see that answer choice (1), body image disturbance, is a psychosocial
concern. The same is true of answer choice (2), self-esteem disturbance. Answer
choices (3) and (4) are physiological. You have now eliminated all but two answer
choices.

Step 3. Ask yourself whether the remaining answer choices make sense.

Answer choice (3), “Altered nutrition: less than body requirements related to
decreased intake,” does make sense. Remember, the client has anorexia, is 5'4"
tall, and weighs 82 lb. Answer choice (4), “Decreased cardiac output related to the
potential for dysrhythmias,” also makes sense. Dysrhythmias are a concern for a
client with severe hypokalemia, which often occurs with anorexia.

You still have work to do.



Step 4. Can you apply the ABCs? Yes.

Decreased cardiac output is a higher priority than altered nutrition. One answer
choice remains: (4).

When you first read this question, you probably identified each of the answer
choices as appropriate for a client with anorexia. Only one nursing diagnosis can be
the highest priority. By using strategies involving Maslow and the ABCs, you will
choose the correct answer on your NCLEX-RN® exam.

STRATEGY TWO: NURSING PROCESS (ASSESSMENT VERSUS
IMPLEMENTATION)

A second strategy that will assist you in establishing priorities involves the
assessment and implementation steps of the nursing process. As a nursing student,
you have been drilled so that you can recite the steps of the nursing process in your
sleep—assessment, analysis, planning, implementation, and evaluation. In nursing
school, you did have some test questions about the nursing process, but you
probably did not use the nursing process to assist you in selecting a correct answer
on an exam. On the NCLEX-RN® exam, you will be given a clinical situation and
asked to establish priorities. The possible answer choices will include both the
correct assessment and implementation for this clinical situation. How do you
choose the correct answer when both the correct assessment and implementation
are given? Think about these two steps of the nursing process.



Assessment is the process of establishing a data profile about the client and his or
her health problems. The nurse obtains subjective and objective data in a number
of ways: talking to clients, observing clients and/or significant others, taking a
health history, performing a physical examination, evaluating lab results, and
collaborating with other members of the health care team.

Once you collect the data, you compare it to the client’s baseline or normal values.
On the NCLEX-RN® exam, the client’s baseline may not be given, but as a nursing
student you have acquired a body of knowledge. On this exam, you are expected to
compare the client information you are given to the “normal” values learned from
your nursing textbooks.

Assessment is the first step of the nursing process and takes priority over all other
steps. It is essential that you complete the assessment phase of the nursing process
before you implement nursing activities. Thisis a common mistake made by
NCLEX-RN® exam takers: don’t implement before you assess. For example, when
performing cardiopulmonary resuscitation (CPR), if you don’t access the airway
before performing mouth-to-mouth resuscitation, your actions may be harmful!

Implementation is the care you provide to your clients. Implementation includes:
assisting in the performance of activities of daily living (ADLs), counseling and
educating the client and the client’s family, giving care to clients, and supervising
and evaluating the work of other members of the health team. Nursing
interventions may be independent, dependent, or interdependent. Independent
interventions are within the scope of nursing practice and do not require
supervision by others. Instructing the client to turn, cough, and breathe deeply



after surgery is an example of an independent nursing intervention. Dependent
interventions are based on the written orders of a physician. On the NCLEX-RN®
exam, you should assume that you have an order for all dependent interventions
that are included in the answer choices.

This may be a different way of thinking from the way you were taught in nursing
school. Many students select an answer on a nursing school test (that is later
counted wrong) because the intervention requires a physician’s order. Everyone
walks away from the test review muttering, “Trick question.” It isimportant for you
to remember that there are no trick questions on the NCLEX-RN® exam. You should
base your answer on an understanding that you have a physician’s order for any
nursing intervention described.

Interdependent interventions are shared with other members of the health team.
For instance, nutrition education may be shared with the dietitian. Chest
physiotherapy may be shared with a respiratory therapist.

The following strategy, utilizing the assessment and implementation phases of the
nursing process, will assist you in selecting correct answers to questions that ask
you to identify priorities.

Step 1. Read the answer choices to establish a pattern.

If the answer choices are a mix of assessment/validation and implementation, use
the Nursing Process (Assessment vs. Implementation) strategy.



Step 2. Refer to the question to determine whether you should be assessing or
implementing.

Step 3. Eliminate answer choices, and then choose the best answer.

If after Step 2 you find that, for example, it is an assessment question, eliminate
any answers that clearly focus on implementation. Then choose the best

assessment answer.
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Try this strategy on the next question.

The mother of a boy with type 1 diabetes calls the physician’s
office to discuss the child’s self-monitoring blood glucose
(SMBG) home reading. He is being tightly regulated with a
combination of NPH and regular insulin before breakfast and
supper. The past two mornings his blood sugar readings were
220 mg/dL and 210 mg/dL. Which of the following should the
nurse tell the boy’s mother?




“Continue with his medication regimen.”
“Check his blood sugar during the night.”
“Give his NPH insulin later in the evening.”
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“Serve his bedtime snack earlier in the evening.”

THE REWORDED QUESTION: What advice should the nurse give the mother about
her diabetic child who is hyperglycemic in the morning?

Step 1. Read the answer choices to establish a pattern.

There is one assessment answer, (2), and three implementation answers, (1), (3),
and (4). You can use the Nursing Process (Assessment vs. Implementation) strategy.

Step 2. Refer to the question to determine whether you should be assessing or
implementing.

The child’s mother tells you that blood sugars have been elevated the last two
mornings. This indicates that there is a problem. According to the nursing process,
you should assess first.

Step 3. Eliminate answer choices, and then choose the best answer.
Eliminate answers (1), (3), and (4), which are implementation answers. You are left

with only one answer choice, (2). This question is about the Somogyi effect, which
is rebound hyperglycemia that occurs in response to a rapid decrease in blood



glucose during the night. Treatment includes adjusting the evening diet, changing
the insulin dose, and altering the amount of exercise to prevent nocturnal
hypoglycemia. Even if you’ve never heard of the Somogyi effect, you are still able to
correctly answer this question using the Nursing Process (Assessment vs.
Implementation) strategy.

Let’s look at another question.

A boy was riding his bike to school when he hit the curb. He fell
and hurt his leg. The school nurse was called and found him
alert and conscious, but in severe pain with a possible fracture
of the right femur. Which of the following is the FIRST action
that the nurse should take?

1. Immobilize the affected limb with a splint and ask him not to
move.

2. Make a thorough assessment of the circumstances
surrounding the accident.

3. Put him in semi-Fowler’s position for comfort.

4. Check the pedal pulse and blanching sign in both legs.

The words “first action” tell you that this is a priority question.

THE REWORDED QUESTION: What is the highest priority for a fractured femur?



Step 1. Read the answer choices to establish a pattern.

The answer choices are a mix of assessment/validation and implementation. Use
the Nursing Process (Assessment vs. Implementation) strategy.

Step 2. Refer to the question to determine whether you should be assessing or
implementing.

According to the question, the nurse has determined that the boy has a possible
fracture. Thisimplies that the nurse has completed the assessment step. It is now
time to implement.

Step 3. Eliminate answer choices, and then choose the best answer.

Eliminate answers (2) and (4) because they are assessments. This leaves you with
choices (1) and (3). Which takes priority: immobilizing the affected limb, or placing
the boy in a semi-Fowler’s position to facilitate breathing? The question does not
indicate any respiratory distress. The correct answer is (1), immobilize the affected
limb.

Some students will choose an answer involving the ABCs without thinking it
through. Students, beware. Use the ABCs to establish priorities, but make sure that
the answer is appropriate to the situation. In this question, breathing was
mentioned in one of the answer choices. If you thought of the ABCs immediately
without looking at the context of the question, you would have answered this
question incorrectly.



Look at this question in another form.

A boy was riding his bike to school when he hit the curb. The
boy tells the school nurse, “I think my leg is broken.” Which of
the following actions is the FIRST action the nurse should take?

1. Immobilize the affected limb with a splint and ask the client
not to move.

2. Ask the client to explain what happened.

3. Put the client in semi-Fowler’s position to facilitate
breathing.

4. Check the appearance of the client’s leg.

In this question, the client has stated, “My leg is broken.” This statement is not the
nurse’s assessment. This alerts the nurse that there is a problem, and the nurse
should begin the steps of the nursing process. The first step is assessment, so
eliminate answers (1) and (3); these are implementations. So what takes priority?
Assessment of the leg takes priority over an assessment of what happened to cause
the accident. The correct answer is (4).

STRATEGY THREE: SAFETY

Nurses have the primary responsibility of ensuring the safety of clients. This
includes clients in health care facilities, in the home, at work, and in the




community. Safety includes: meeting basic needs (oxygen, food, fluids, etc.),
reducing hazards that cause injury to clients (accidents, obstacles in the home),
and decreasing the transmission of pathogens (immunizations, sanitation).

Remember that the NCLEX-RN” exam is a test of minimum competency to
determine that you are able to practice safe and effective nursing care. Always
think safety when selecting correct answers on the exam. When answering
questions about procedures, this strategy will help you to establish priorities.
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Step 1. Are all the answer choices implementations? If so, use the Safety strategy
illustrated above.

Step 2. Can you answer the question based on your knowledge? If not, continue to
Step 3.

Step 3. Ask yourself, “What will cause the client the least amount of harm?” and
choose the best answer.

Apply this strategy to the following question.




A child undergoes a tonsillectomy for treatment of chronic
tonsillitis unresponsive to antibiotic therapy. After surgery, the
child is brought to the recovery room. Which of the following
actions should the nurse include in the child’s plan of care?

Institute measures to minimize crying.
Perform postural drainage every 2 hours.
Cough and deep-breathe every hour.
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Give ice cream as tolerated.

THE REWORDED QUESTION: What should you do after a tonsillectomy?
Step 1. Are all the answer choices implementations? Yes.

Step 2. Can you answer the question based on your knowledge of a tonsillectomy?
If not, continue to Step 3.

Step 3. Ask yourself, “What will cause the client the least amount of harm?”

Answer choice (1), minimizing crying, will help prevent bleeding. Keep in
consideration. Answer choice (2), postural drainage, may cause bleeding.
Eliminate. Answer choice (3), coughing and deep-breathing, may cause bleeding.
Eliminate. Answer choice (4), giving ice cream, may cause the child to clear his
throat, causing bleeding. Eliminate. The correct answer is (1). The nurse must



prevent postoperative hemorrhage, a complication seen after this type of surgery.
Crying would irritate the child’s throat and increase the chance of hemorrhage.

Let’s try another question.

A client is receiving intravenous cimetidine. After 20 minutes of
the infusion, the client reports a headache and dizziness. Which
of the following actions should the nurse take FIRST?

Stop the infusion.
Take the client’s vital signs.
Reposition the client.
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Call the pharmacist.

THE REWORDED QUESTION: What should you do if a client is having side effects to a
medication being administered?

Step 1. Are all answers implementations? Yes.

Step 2. Can you answer this question based on your knowledge? If not, proceed to
Step 3.

Step 3. Ask yourself, “What will cause the client the least amount of harm?”



(1) Stopping the infusion would not harm the client. If the symptoms described
are due to a side effect of the medication, this action would help the client.
Retain this choice.

(2) Takingvital signs would not harm the client. Retain it for consideration.

(3) Repositioning the client would not harm the client, but would not help the
client. Eliminate.

(4) Calling the pharmacist would not harm the client, but would not help him.
Eliminate.

Choices (1) and (2) are left to consider. The infusion may be the cause of the client’s
reported symptoms. The client’s vital signs can be taken after the infusion is

stopped. Choice (1) is the correct answer.

Let’s look at one more question.

A client is admitted with a diagnosis of dementia. He attempts
several times to pull out his nasogastric tube. An order for cloth
wrist restraints is received by the nurse. Which of the following
actions by the nurse is MOST appropriate?

1. Attach the ties of the restraints to the bed frame.

2. Perform range of motion to the restrained extremities once a
shift.

3. Remove the restraints when the client is up in a wheelchair.
4. Explain the need for restraints only to the family because the




client is confused.

THE REWORDED QUESTION: What is the safest way to apply restraints?
Step 1. Are all answers implementations? Yes.

Step 2. Can you answer based on your knowledge? If not, proceed to Step 3.
Step 3. Ask yourself, “What will cause the client the least amount of harm?”

(1) Attaching the restraint ties to the bed frame will not harm the client. Retain
this answer.

(2) Performing range of motion once a shift will not harm the client. However, it
should be performed more frequently. Retain this answer.

(3) Removing the restraints when the client is up in a wheelchair will be harmful
to the client. Restraints should not be removed when the client is
unattended. Eliminate.

(4) Explaining the need for restraints only to the family can cause harm to the
client. Restraints can increase the confusion or combativeness of the client.
Even though the client is confused, he needs to receive an explanation.
Eliminate.

You are now considering answer choices (1) and (2). What will cause the least
amount of harm to the client—attaching the ties of the restraint to the bed frame,
or performing range of motion to the extremities once a shift? Range of motion



should be performed every 2-4 hours to prevent loss of joint mobility. Eliminate
(2). The correct answer is (1). Attaching the ties of the restraint to the bed frame will
allow the nurse to raise and lower the side rail without injury to the client.

Priority questions are an important component of the NCLEX-RN® exam. To help
you select correct answers, think:

e Maslow
e The Nursing Process

e Safety

Answer the following three questions using the appropriate priority strategy. The
explanations follow the questions.

Question 1

The nurse cares for a client with a diagnosis of cerebrovascular
accident (CVA). The nurse is feeding the client in a chair when
he suddenly begins to choke. Which of the following actions
should the nurse take FIRST?

1. Check for breathlessness by placing an ear over the client’s
mouth and observing the chest.

2. Leave the client in the chair and apply vigorous abdominal or
chest thrusts from behind the client.




3. Ask the client, “Are you choking?”
4. Return the client to the bed and apply vigorous abdominal or
chest thrusts while straddling the client’s thighs.

Question 2

A client with a history of bipolar disorder is admitted to the
psychiatric hospital. She was found by the police attempting to
climb onto the wing of a plane at the airport. Her husband
reports that she has not eaten or slept in 2 days, and he suspects
she has stopped taking lithium. On admission, the nurse should
place the HIGHEST priority on which of the following client
care needs?

1. Teaching the client about the importance of taking lithium as
prescribed

2. Providing the client with a safe environment with few
distractions

3. Arranging for food and rest for the client

4. Setting limits on the client’s behavior

Question 3




The physician orders a nasogastric (NG) tube inserted and
connected to low intermittent suction for a client with an
intestinal obstruction. Two hours after insertion of the NG tube,
the client vomits 200 mL. While irrigating the NG tube, the
nurse notes resistance. Which of the following actions should
the nurse take FIRST?

Replace the NG tube with a larger one.
Turn the client on his left side.
Change the suction from intermittent to continuous.
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Continue the irrigation.

Let’s see if you were able to correctly identify which strategy you should use to

determine priorities.
Question 1

The answer choices include both assessments and implementations. Use the
Nursing Process strategy to select the correct answer.

Step 1. Read the answer choices to establish a pattern.

Choices (1) and (3) are assessments; choices (2) and (4) are implementations.



Step 2. Refer to the question to determine whether you should be assessing or
implementing. According to the situation, the client has begun to choke. This alerts
the nurse that there is a problem. The first step of the Nursing Process is to assess.

Step 3. Eliminate answer choices, and then choose the best answer.

Eliminate answer choices (2) and (4) because they are implementations. Now
choose the best answer from the remaining answer choices, (1) and (3).

What takes priority—assessing for breathlessness by placing an ear over the client’s
mouth, or assessing the client by asking, “Are you choking?” Inability to speak or
cough indicates the airway is obstructed. Breathlessness should be checked only in
an unconscious client. The correct answer is (3).

Question 2

Look at the answer choices. They include both physiological and psychosocial
interventions. Apply the Maslow strategy.

Step 1. Look at the answer choices and identify which are physiological—choices
(2) and (3)—and which are psychosocial—choices (1) and (4).

Step 2. Eliminate all psychosocial answer choices—(1) and (4).

Step 3. Ask yourself if the remaining answer choices make sense. Choice (2),
providing the client with a safe environment, does make sense. Retain this answer.



Choice (3), arranging for food and rest, also makes sense. Retain this answer.

Step 4. Can you apply the ABCs to the remaining answer choices? No; neither
choice refers to airway, breathing, or circulation. Since the ABCs don’t apply, ask
yourself “What is the highest priority—providing for a safe environment, or
providing for food and rest?” According to Maslow, food and rest take highest
priority. The correct answer is (3).

Question 3

This question is about a procedure: What should the nurse do when resistance is
met while irrigating an NG tube? If you are unsure about a procedure, think safety.

Step 1. Are all the answer choices implementations? Yes.

Step 2. Can you answer the question based on your knowledge? If not, continue to
Step 3.

Step 3. Ask yourself, “What will cause the client the least amount of harm?”

(1) Replacing the nasogastric tube with a larger one could harm the client by
damaging the mucosa. Eliminate.

(2) Turningthe client to his left side would not hurt the client. Retain this
answer.

(3) Changing the suction from intermittent to continuous is never done
because it will erode the mucosa. Eliminate.



(4) Continuingthe irrigation when there is resistance might be harmful. Never
force anirrigation. Eliminate.

The correct answer is (2). The tip of the tube may be against the stomach wall.
Repositioning the client might allow the tip to lay unobstructed in the stomach.

Using these critical thinking strategies will help you unlock the secrets of correctly
answering priority questions. Now let’s look at some strategies for answering
another type of question, Management of Care.



Strategies for Management of Care
Questions

Every three years, the National Council conducts a job analysis study to determine
the activities required of a newly licensed registered nurse. Based on this study, the
National Council adjusts the content of the test to accurately reflect what is
happening in the workplace. This ensures that the NCLEX-RN® exam tests what is
needed to be a safe and effective nurse.

The role of the nurse has expanded in today’s health care environment. In addition
to providing quality client care, the nurse is also responsible for coordination and
supervision of care provided by other health care workers. Many health care
settings are staffed by registered nurses, licensed practical nurses/licensed
vocational nurses (LPN/LVN), and nursing assistive personnel (NAPs) such as
nursing assistants and support staff. It is the responsibility of the registered nurse
to coordinate the efforts of these health care workers to provide affordable quality
client care. Appropriate supervision of LPN/LVN and/or NAPs by the registered
professional nurse is essential for safe and effective client care.

To reflect these changes, the NCLEX-RN” exam contains questions about delegation
and assignment of client care. There are several reasons why you may find these
questions difficult to answer correctly on the NCLEX-RN® exam:



e Many nursing schools test the content presented in the management course

with essay questions rather than multiple-choice questions.
® You may have received lectures regarding management of care, but your clinical

rotation in management may have been less than ideal. Regardless, do not

choose answers based on decisions you may have observed during your clinical

experience in the hospital or clinic setting. Remember, the NCLEX-RN® exam is

ivory-tower nursing. Always ask yourself, “Is this textbook nursing care?”

® Your experience may have been restricted to caring for one or two clients

without any opportunity to supervise others, or you may have spent time on a

hospital unit providing client care under the supervision of a preceptor.

Even if you have no direct experience in these areas, the Rules of Management will

get you through the test. They will help you choose more right answers when

answering management questions on the NCLEX-RN® exam.

THE RULES OF MANAGEMENT

Do not
delegate

assessment,

teaching,
evaluation,
or nursing

judgement.

Delegate care
for stable
patients with
expected
outcomes.

Delegate tasks
that involve
standard,
unchanging
procedures.

Correct
4 Answer

Remember
priorities:
Maslow, ABCs,
and stable vs,
unstable.



Rule #1: Do not delegate the functions of assessment, evaluation, and nursing
judgment.

During your nursing education, you learned that assessment, evaluation, and
nursing judgment are the responsibility of the registered professional nurse. You
cannot give this responsibility to someone else.

Rule #2: Delegate activities for stable clients with predictable outcomes.

If the client is unstable, or the outcome of an activity not assured, it should not be
delegated.

Rule #3: Delegate activities that involve standard, unchanging procedures.

Activities that frequently reoccur in daily client care can be delegated. Bathing,
feeding, dressing, and transferring clients are examples. Activities that are complex
or complicated should not be delegated.

Rule #4: Remember priorities!

Remember Maslow, the ABCs, and “stable versus unstable” when determining
which client the RN should attend to first. Keep in the mind that you can see only
one client or perform one activity when answering questions that require you to
establish priorities.



Let’s use the Rules of Management to eliminate answer choices in exam-like
Management of Care questions.

A child with a compound fracture of the left femur is being
admitted to a pediatric unit. Which of the following actions is
BEST for the nurse to take?

1. Ask the NAP to obtain the child’s vital signs while the nurse
obtains a history from the parents.

2. Ask the LPN/LVN to assess the peripheral pulses of the
child’s left leg while the nurse completes the admission
forms.

3. Ask the LPN/LVN to stay with the child and his parents while
the nurse obtains phone orders from the physician.

4. Ask the NAP to obtain equipment for the child’s care while
the nurse talks with the child and his parents.

Step 1. Reword the question in your own words.

The question asks what the nurse should do when a child with a fractured femur is
first admitted. That question is very broad. To establish exactly what is being
asked, you must read the answer choices. In each answer, the RN is delegating tasks
to the LPN/LVN or NAP. The real question is, “What is appropriate delegation?”



Step 2. Eliminate answer choices based on the Rules of Management.

(1) Obtaining vital signsis an important part of assessment. According to Rule
#1, the registered nurse cannot delegate assessment. Eliminate this answer
choice.

(2) Checking the peripheral pulses is an important assessment for this client
because of the diagnosis of a fractured left femur. The nurse needs to assess
the client before delegating activities to someone else. Assessment of the
client is much more important than completing paperwork. Eliminate.

(3) Thereis no assessment, evaluation, or nursing judgment involved in this
option, so leave it in for consideration.

(4) The nurse is with the child and his parents while the NAP obtains needed
equipment. There is no assessment, evaluation, or nursing judgment when
gathering equipment, so leave this choice in for consideration.

Step 3. Select an answer from the remaining choices.
You are left with answer choices (3) and (4). You are halfway to the correct answer!

Answer (3) indicates that the nurse is on the phone and the LPN/LVN is with the
client. Have you seen this done in the real world? Probably. Is this what nursing
textbooks and journals say should be done in this situation? Probably not.
Eliminate this answer. Remember, on the NCLEX-RN® exam, emphasis is placed on
providing care to clients according to how nursing care is defined in textbooks and
journals.



The correct answer is (4). The nurse is caring for the child and his parents while
delegating tasks to nursing assistive personnel.

Let’s look at another Management of Care question.

Which of the following tasks is appropriate for the nurse to
delegate to an experienced NAP?

1. Obtain a 24-hour diet recall from a client recently admitted
with anorexia nervosa.

2. Obtain a clean-catch urine specimen from a client suspected
of having a urinary tract infection.

3. Observe the amount and characteristics of the returns from a
continuous bladder irrigation for a client after a transurethral
resection.

4. Observe a client newly diagnosed with diabetes mellitus
practice injection techniques using an orange.

Step 1. Reword the question.

“What task will you assign to an NAP?” The fact that the NAP is “experienced” is a
distracter.

Step 2. Eliminate answer choices based on the Rules of Management.



(1) Obtain 24-hour diet recall from a client with anorexia nervosa. Some
students may consider this answer choice because eating is certainly a
recurring daily activity, but this answer isn’t about feeding a client. Eating
has special significance for a client with anorexia nervosa. An important
assessment that the nurse must make is the quantity of food consumed by
this client. The nurse cannot delegate assessment. Eliminate.

(2) Obtain a clean-catch urine specimen from a client with suspected UTI. Rule
#4 states, “Delegate activities that involve standard, unchanging
procedures.” There is no indication that the client has a catheter, so thisis a
routine procedure. Keep for consideration.

(3) Observe bladder irrigation returns after a transurethral resection. The color
of the fluid needs to be assessed to determine if hemorrhage is occurring.
Thisis an assessment. Eliminate.

(4) Observe a newly diagnosed DM client practicing injection techniques. This
answer choice involves the evaluation of client teaching. According to Rule
#1, the nurse cannot delegate evaluation of client care. Eliminate.

Step 3. Select an answer from the remaining choices.

That leaves only answer choice (2), the correct answer.

Let’s look at one more question.

Which of the following clients should the nurse on a pediatric
unit assign to an LPN/LVN?




1. A 3-year-old girl admitted yesterday with
laryngotracheobronchitis who has a tracheostomy

2. A 5-year-old girl admitted after gastric lavage for
acetaminophen ingestion

3. A 6-year-old boy admitted for a fracture of the femur, in
balanced suspension traction

4. A 10-year-old boy admitted for observation after an acute
asthmatic attack

Step 1. Reword the question.
The question is asking for the appropriate assignment for an LPN/LVN.
Step 2. Eliminate answer choices based on the Rules of Management.

After reading the answer choices, you may have already seen that Rule #3 (Delegate
activities for stable clients with predictable outcomes) will be particularly helpful.

(1) Askyourself, is this a stable client with a predictable outcome? A 3 year-old
with a new tracheostomy is not stable or predictable. Eliminate this answer
choice.

(2) This child may be unstable and the outcome of a poisoning is unpredictable.
Eliminate this answer choice.

(3) Thischild has a problem that has a predictable outcome. No information is
provided in the choice to lead you to believe that this child is unstable at



this time. Keep this answer choice in consideration.

(4) Because of the narrow airway of a child, this child may be unstable and the
outcome is unpredictable. Eliminate this answer choice.

Step 3. Select an answer from the remaining choices.

Answer choice (3) is the correct answer.



Strategies for Positioning Questions

Because many illnesses affect body alignment and mobility, you must be able to
safely care for these clients in order to be an effective nurse. These topics are also
important on the NCLEX-RN” exam. The successful test taker must correctly answer
questions about impaired mobility and positioning,.

Immobility occurs when a client is unable to move about freely and independently.
To answer questions on positioning, you need to know the hazards of immobility,
normal anatomy and physiology, and the terminology for positioning.

Many graduate nurses are not comfortable answering these questions because:
e Theydon’t understand the “whys” of positioning.
e Theydon’t know the terminology.

e They have difficulty imagining the various positions.

If you have difficulty answering positioning questions, the following strategy will
assist you in selecting the correct answer.



Correct

. 4 oo
What are you

Are you trying trying to prevent  Think A&P.
to prevent or or promote?
promote?

Step 1. Decide if the position for the client is designed to prevent something or
promote something.

Step 2. Identify what it is you are trying to prevent or promote.
Step 3. Think about anatomy, physiology, and pathophysiology (“A&P”).

Step 4. Which position best accomplishes what you are trying to prevent or
promote?

Does this sound a little confusing? Hang in there. Let’s walk through a question
using this strategy.

Immediately after a percutaneous liver biopsy, the nurse should
place the client in which of the following positions?

1. Supine
2. Right side-lying
3. Left side-lying




4. Semi-Fowler’s

Before you read the answers, let’s go through the four steps outlined above.

Step 1. By positioning the client after a liver biopsy, are you trying to prevent
something or promote something? Think about what you know about a liver
biopsy. You position a client after this procedure to prevent something.

Step 2. What are you trying to prevent? The most serious and important
complication after a percutaneous liver biopsy is hemorrhage.

Step 3. Think about the principles of anatomy, physiology, and pathophysiology.
What do you do to prevent hemorrhage? You apply pressure. Where would you
apply pressure? On the liver. Where is the liver? On the right side of the abdomen
under the ribs.

Step 4. How should the client be positioned to prevent hemorrhage from the liver,
which is on the right side of the body? Look at your answer choices.

(1) Supine. If you lay the client flat on his back, no pressure will be applied to
the right side. Eliminate.

(2) Right side-lying. If you lay the client in a right side-lying position, will
pressure be applied to the right side? Yes. Keep it in for consideration.

(3) Leftside-lying. No pressure is applied to the right side. Eliminate.

(4) Semi-Fowler’s. If you lay the client on his back with head partially elevated,



no pressure is applied to the right side. Eliminate.

The correct answer is (2). Some students select (3) because they don’t know normal

anatomy and physiology. Some students select (4) because semi-Fowler’s position

is used for a lot of reasons.

THINGS TO REMEMBER

e Even if you didn’t memorize what position to use before, during, and aftera

procedure, think about the question for a moment. You can figure out what
position is needed.

You cannot figure out the correct position if you do not know what the terms
(such as supine or Fowler’s) mean.

You cannot figure out a correct position if you do not know anatomy and
physiology. If you think the liver is on the left side of the body, you are in trouble!
You cannot figure out a correct position if you do not know what you are trying
to accomplish. If you couldn’t remember that a complication after a liver biopsy
is hemorrhage, you will simply be taking a random guess at the correct answer.
If you think in images, you should form a mental image of each position. Picture
yourself placing the client in each position, and then see if the position makes
sense.

Let’s try another question using the strategies for positioning.

An angiogram is scheduled for a client with decreased



circulation in her right leg. After the angiogram, the nurse
should place the client in which of the following positions?

Semi-Fowler’s with right leg bent at the knee
Side-lying with a pillow between the knees
Supine with right leg extended
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High Fowler’s with right leg elevated

Let’s go through the steps.

Step 1. By positioning the client after an angiogram, are you trying to prevent
something or promote something? You are trying to promote something.

Step 2. What are you trying to promote? Adequate circulation of the right leg.

Step 3. Think about the principles of anatomy, physiology, and pathophysiology.
What promotes adequate circulation in the right leg? Keeping the leg at or below
the level of the heart so blood flow is not constricted.

Step 4. How will the client be positioned after an angiography to prevent
constriction of vessels and keep the right leg at or below the level of the heart?
Look at the answer choices.

(1) “Semi-Fowler’s with the right leg bent at the knee.” The head of the bed is
elevated 30-45 degrees in this position. The leg is lower than the heart. If



the right leg is bent at the knee, this could constrict arterial blood flow.
Eliminate.

(2) “Side-lying with a pillow between the knees.” Use of a pillow in this position
could create pressure pointsin the right leg. You don’t want the knees bent.
Eliminate.

(3) “Supine with the right leg extended.” In this position, the leg is at the level
of the heart. Circulation will not be constricted because the leg is straight.
Keep for consideration.

(4) “High Fowler’s with her right leg elevated.” The head of the bed is elevated
60-90 degrees in this position. Elevating the leg promotes venous return.
Eliminate.

The correct answer is (3). The client is on bed rest for 8-12 hours in a supine
position after an angiogram.

If you didn’t know the specific positioning needed after an angiogram, you can
apply your knowledge to select the correct answer by just thinking about it.

Let’s look at another question.

The nurse cares for a client after a lumbar laminectomy. Which
of the following statements BEST describes the method of
turning a client following a lumbar laminectomy?

1. The head of the bed is elevated 30 degrees; the client locks




her knees when turning.

2. A pillow is placed between the client’s legs; her body is
turned as a unit.

3. The client straightens her back and grasps the side rail on the
opposite side of the bed.

4. The head of the bed is flat; the client bends her knees and
rolls to the side.

This question isn’t about positioning after a procedure. It asks how to turn the
client after surgery.

Step 1. When turning the client after a laminectomy, are you trying to prevent or
promote something? Promote.

Step 2. What are you trying to promote? A straight back. The client can’t bend or
twist the torso.

Step 3. Think about the principles of anatomy, physiology, and pathophysiology. A
laminectomy is removal of one or more vertebral laminae. After a laminectomy,
the back should be kept straight.

Step 4. How should the client be turned in order to keep the back straight?

(1) Ifthe head of the bed is elevated 30 degrees, the back will not be straight.
Eliminate.



(2) Ifapillowis placed between the legs and the body is rolled as a unit, the
client’s back will be kept straight. Keep in for consideration.

(3) Ifthe client grabs the opposite side rail, the client’s torso will twist. The back
will not be straight even though the client straightened her back before
turning and twisting. Eliminate.

(4) If the head of the bed is flat, the client’s back will be straight. If the client
bends her knees and rolls to her side, her back will not be kept straight.
Eliminate.

The correct answer is (2). That is a textbook description of log-rolling. But if you
didn’t recall log-rolling, you were able to select the correct answers by thoughtfully
considering each answer choice.

Sometimes a positioning question will be difficult to identify, such asin the
following example.

The nurse cares for a client after an appendectomy. The client
continues to report discomfort to the nurse shortly after
receiving an analgesic. Which of the following measures by the
nurse would be MOST appropriate?

Notify the physician.
Place the client in Fowler’s position.
Massage his abdomen.
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Provide him with reading material.




As you can see, not all of the answer choices involve positioning! How should you
approach this question?

First, reword the question so you know what to focus on in the answer choices. The
question really being asked is, “What should the nurse do to help this client with
pain relief?” Let’s look at the answer choices.

(1) Callingthe doctor, as you know, is almost never the right answer. See if
another answer choice is more appropriate.

(2) Fowler’s position. Why change this client’s position? To promote pain relief.
Will Fowler’s position decrease the client’s pain? Yes, by relieving pressure
on the client’s abdomen. This answer is a possibility.

(3) Massaging hisabdomen will increase the client’s pain. Eliminate.

(4) Providing him with reading materials might distract him from his
discomfort, but this is not an appropriate intervention for a client in pain.
Eliminate.

The correct answer is (2).

Positioning is an important part of the NCLEX-RN” exam. You must be able to
answer these questions correctly in order to prove your competence. If you use the
strategies just discussed, you will be thinking about nursing principles and you will
select correct answers!



ESSENTIAL POSITIONS TO KNOW FOR THE NCLEX-RN”
EXAM

PosiTion THERAPEUTIC FuNCTION

Flat (supine) | Avoids hip flexion, which can compress arterial flow

Dorsal recumbent | Supine with knees flexed; more comfortable

Side lateral | Allows drainage of oral secretions

Side with leg bent (Sims’) | Allows drainage of oral secretions; used for rectal

exam

Head elevated (Fowler’s) | Increasesvenous return; allows maximal lung

° High Fowler’s: 80-90 degrees | expansion
° Fowler’s: 45-60 degrees
o Semi-Fowler’s: 30-45 degrees
o Low Fowler’s: 15-30 degrees

Feet and leg elevated | Increases blood return to heart

Feet elevated and head lowered (Trendelenburg) | Used to insert central venous pressure (CVP) line, or

for treatment of umbilical cord compression

Feet elevated 20 degrees, knees straight, trunk flat, | Increases venous return; used for shock; may be used
and head slightly elevated (modified | to prevent shock
Trendelenburg)

Elevation of extremity | Increasesvenous return; decreases blood volume to

extremity

Flat on back, thighs flexed, legs abducted | Increasesvaginal opening for examination
(lithotomy)




Prone

Promotes extension of hip joint; not well tolerated by

persons with respiratory or cardiovascular difficulties

Knee-chest

Provides maximal visualization of rectal area




Strategies for Communication Questions

Communication is emphasized on the NCLEX-RN® exam because it is critical to your
success as a beginning practitioner. Therapeutic communication means listening
to and understanding the client while promoting clarification and insight. It
enables the nurse to form a working relationship with both the client and the
health care team, using both verbal and nonverbal communication. Remember
that nonverbal communication is the most accurate reflection of attitude.
Therapeutic responses include the following:

REsPoNSE GoAL/PURPOSE

Using silence | Allows the client time to think and reflect; conveys acceptance. Allows the client to

take the lead in conversation.

Using general leads or | Encourages the client to talk. Indicates your interest in the client. Allows the client

broad opening | to choose the subject.

Clarification | Encourages recall and details of a particular experience. Encourages description

of feelings. Seeks explanation; pinpoints specifics.

Reflecting | Paraphraseswhat client says. Reflects on what client says, especially the feelings

conveyed.

There are many questions on the NCLEX-RN” exam that require you to select the
correct therapeutic communication response. As with other NCLEX-RN” exam



questions, one of the biggest errors that test takers commit when trying to answer
this type of question is to look for the correct answer. Remember, you are selecting
the best answer from the four possible answers that you are given.

To select the best answer, you must eliminate answer choices. Let’s look at some
different answer choices you can eliminate:

Commu

/ & Correct
J A W\ﬁ/‘ Answer
Eliminate

Eliminate “focus on  Eliminate
Eliminate “explore” Don'task Eliminate the nurse”  closed-
“Don’t answers.  Why?" vauthoritarian”  answers. ended
worry.” answers, questions.

e “Don’t worry” answers: Eliminate answer choices that offer false reassurance.
These type of responses discourage communication between the nurse and the
client by not allowing the client to explore his or her own ideas and feelings.
False reassurance also discounts what the client is feeling. Examplesinclude:

e “It’s going to be OK.”
e “Don’t worry. Your doctors will do everything necessary for your care.”

o “Let’s explore” answers: Another incorrect answer choice that many graduate
nurses select is the choice that includes the word “explore.” On the NCLEX-RN®
exam, avoid being a junior psychiatrist. It isn’t the nurse’s role to delve into the
reasons why the client is feeling a particular way. The client must be allowed to
verbalize the fact that he or she is sad, angry, fearful, or overwhelmed. Examples
include:



e “Let’stalk about why you didn’t take your medication.”
e “Tell me why you really injured yourself.”

e “Why” questions: Eliminate answer choices that include “why” questions: ones
that seek reasons or justification. “Why” questions imply disapproval of the
client, who may become defensive. A “why” question can come in many forms,
and need not always begin with “why.” Any response that puts the client on the
defensive is nontherapeutic and therefore incorrect. Examples include:

e “What makes you think that?”
e “Why do you feel this way?”

e Authoritarian answers: Eliminate answer choices in which the nurse is telling
the client what to do without regard for the client’s desires or feelings. Examples
include:

e [nsisting that the client follow unit rules
e Insisting that the client do what you command immediately

e Nurse-focused answers: Eliminate answer choices in which the focus of the
comment is on the nurse. Be careful, because these answer choices may sound
very empathetic. The focus of your communication should always be on the
client. Examples include:

e “That happened to me once.”
e “Iknow from experience thisis hard for you.”

e Closed-ended questions: Eliminate answer choices that include closed-ended
questions that can be answered with the words yes, no, or another monosyllabic



response. Closed-ended questions discourage the client from sharing thoughts
and feelings. Examples include:

e “Areyou feeling guilty about what happened?”

e “How many children do you have?”

Eliminating these types of nontherapeutic responses that appear as answer choices
is an effective strategy when answering therapeutic communication questions.
Don’t simply look for the specific words that you see here; you may need to
“translate” the answer choices into the above errors of therapeutic
communication.

So how do you select the correct response? By choosing from the answer choices
that are left! The correct response will usually contain one or both of the following
elements:

e Gives correctinformation: Offering information encourages further
communication from the client. Examples of giving correct information include:
® “You are experiencing acute alcohol withdrawal; you may see and feel things

that aren’t real.”
® “There are many reasons for memory loss; tell me more about what you have
noticed.”

e |s empathetic and reflects the client’s feelings: Empathy is the ability to
perceive what another person experiences using that person’s frame of
reference. Reflection communicates to the client that the nurse has heard and
understands what the client is trying to communicate. When reflecting feelings,



the nurse focuses on the feelings and not the content of what is said. The
following are examples of empathetic, reflective statements include:

e “|can see that you are frightened about being here.”

® “You seem very upset. Tell me how you’re feeling.”

Let’s practice therapeutic communication with a few exam-style questions.

A client is admitted to the emergency room with a diagnosis of
acute myocardial infarction. The client tells the nurse, “I'm
scared. I think I’'m going to die.” Which of the following
responses by the nurse would be MOST appropriate?

“Everything is going to be fine. We’ll take good care of you.”
2. “I know what you mean. I thought I was having a heart attack
once.”
3. “I'll call your doctor so you can discuss it with him.”

4. “It’s normal to feel frightened. We’re doing everything we can
for you.”

Step 1. Eliminate incorrect answer choices.

(1) Thisisa“don’t worry” response. There is no acknowledgment of the client’s
fears. Eliminate.

(2) The focus of this response is on the nurse, not the client. Eliminate.




(3) Itiswithin the scope of nursing practice for the nurse to respond to the
client’s feelings. Don’t pass the responsibility to the physician. Eliminate.

(4) Thisanswer choice responds to feelings and provides information. Keep it in

consideration.
Step 2. Select an answer from the remaining choices.
One answer was not eliminated: (4). Thisis the correct answer. The nurse is
empathetic, acknowledging that the client feels frightened, and provides

information.

Let’s look at another question.

A mother is to undergo a breast biopsy. She tells the nurse, “If
lose my breast, I know my husband will no longer find me
attractive.” Which of the following responses by the nurse
would be MOST appropriate?

1. “You don’t know if you are going to lose your breast. They are
just doing the biopsy now.”

2. “You should focus on your children. They are young and they
need you.”

3. “You seem to be concerned that your relationship with your
husband might change.”

4. “Why don’t you wait and see what your husband’s reaction is




before you get upset.”

Step 1. Eliminate answer choices.

(1) Thisresponse gives false reassurance and discounts the client’s feelings.
Eliminate it.

(2) Thisresponse is authoritarian: the nurse tells the client what to do.
Eliminate it.

(3) This response reflects the fears of the client. The response is open-ended
and allows the client to express what she is feeling. Keep it in for
consideration.

(4) This response dismisses the feelings that the client is experiencing and gives
advice. Eliminate it.

Step 2. Select an answer from the remaining choices.

You have eliminated three of the four answer choices. The correct answer is the
only answer choice remaining, (3).

Let’s look at one more question.

A client in the psychiatric unit asks the nurse, “Am I in a special
radioactive shelter? When was it last checked for radioactivity?”
Which of the following responses by the nurse would be MOST




appropriate?

1. “This is a hospital, and we do not have a Nuclear Medicine
Department here.”
“Don’t worry, you're safe. There’s no radioactivity here.”
“I'm sure your safety is of concern to you, but this is a
hospital.”

4. “Please share with me what makes you think there is
radioactivity here.”

Step 1. Eliminate answer choices.

(1) Thisresponse providesinformation. Leave it in for consideration.

(2) Thisresponse offers false reassurances. Eliminate it.

(3) Thisresponse reflects the client’s concern about safety and provides
information. Keep it in for consideration.

(4) Thisresponse allows the client to verbalize, but you don’t want to
encourage a client with psychological problems to talk about hallucinations
or delusions. Rather, you want your discussion to focus on the feelings that
accompany them. Eliminate this choice.

Step 2. Select an answer from the remaining choices.

You have more than one possible answer choice: (1) and (3). Look for the answer
choice that reflects feelings and gives information. The correct answer is (3).






Your NCLEX-RN” Exam Study Plan

Now that you’ve read about the various Kaplan test-taking strategies, you are
probably thinking, “Wow! This is great!” Most of you have started identifying why
you are having difficulty answering application/analysis-level test questions. Some
of you have already formulated a plan to master your NCLEX-RN® exam questions
using the strategies outlined in this book, and are confident that you will pass the
exam. Others are thinking, “This sounds great, but can I really answer questions
using these strategies?”

The authors of this book work for Kaplan, the oldest test prep company in the
nation. We have been preparing graduate nurses and international nurses for the
NCLEX-RN® exam for more than 25 years. We know what works to prepare for the
exam and what doesn’t work.

INEFFECTIVE WAYS TO PREPARE

Here are a few of the biggest mistakes some NCLEX-RN® exam test takers make
before Test Day.

Relying on False Hopes



Some students use what is known as the “hope” method of study. “I hope that |
don’t have questions about chest tubes on the test.” “I hope that | don’t have
questions about medication on my test.” “I hope that | have questions about ABGs
because | did great on that test in school.” The “hope” method usually doesn’t
work very well. The test pool contains thousands of questions. How many topics do
you “hope” won’t be on your test?

Lacking Respect for the Exam

Many candidates for the NCLEX-RN® exam are good students in school. Because of
their school success, they expect to pass the exam with minimal preparation. After
all, it’s just a test of minimum competency. These students do some studying, but
they really believe there is no chance they might fail this exam. You might think
that you can’t possibly fail, but if you do not respect this exam and prepare for it
correctly, you run the risk of failure.

All students know why they take the NCLEX-RN® exam. However, after interviewing
hundreds of students, we have discovered that many graduate nurses have no idea
what the exam content is. How can you effectively study for a test if you don’t know
what content the exam tests? Learn what is on the NCLEX-RN® exam, and then you
will realize that preparation with a review course or a planned method of study is
essential.

Cramming



Some students completed nursing school with a minimal understanding of nursing
content. These students studied long and hard on the night before a nursing school
test, cramming as many facts into their heads as they could remember. Because
the test questions primarily involved recognition and recall, cramming worked for
tests in nursing school. But as we said earlier, the NCLEX-RN® exam is not an exam
about facts. It tests your ability to apply the knowledge that you have learned and
to think critically. Recognition and recall will not work!

Poor Planning

As with all standardized exams, you must work on your areas of weaknesses. This is
hard to do because there’s usually a reason you’re weak in an area. Some graduate
nurses, for example, profess a weakness in or dislike for obstetrical nursing. Some
students didn’t understand the theory, while other students had a poor clinical
experience or didn’t get to see many deliveries; still other students simply didn’t
like this rotation. Whatever the reason, it causes them to have a weakness in this
particular area. In order to pass a standardized test, you must work on your areas of
weakness.

Some students don’t establish a plan of study. Other students establish a plan of

study but don’t follow it. You can enroll in a review course or buy review books, but
if you don’t apply yourself, they will do you no good.

EFFECTIVE METHODS OF PREPARATION



To pass the NCLEX-RN® exam, you not only need to know nursing content, you also
need to be able to apply the critical thinking skills we’ve just reviewed. Next, you
need to be an expert on the content of the exam. What topics are usually included
on the NCLEX-RN® exam? How is the content organized? And finally, you need to
create a study plan, and make sure that you are able to cope with the testing
experience.

So let’s start by talking about some of the issues that you may be asking yourself.

Question:  “I’'mterrible at standardized tests. Is this really going to help me?”

Answer: Yes, these strategies will help you choose more correct responses when you take the NCLEX-RN®
exam. Read this book—more than once if necessary—to review the content being tested on the
exam and learn the strategies. Then practice, practice, practice. Use the strategies to answer
many, many practice test questions, and you will find yourself answering more and more
questions correctly. Tear out the Chart of Critical Thinking Paths in Appendix A and consult it
while you are answering practice test questions. This will help you become more comfortable
with putting the strategies into practice. As you answer more and more questions, put the

diagram aside and rely on your memory to identify and implement a critical thinking strategy.

Question:  “Am | going to have enough time when | take the NCLEX-RN” exam to figure out which strategy

to use?”

Answer: Timing is a concern on the NCLEX-RN” exam. You need to maximize your efforts on each test
question. Practice answering test questions using the various strategies we’ve outlined. As you
get more proficient, you will discover that it takes you less time to identify the strategy or path

that will lead you to the correct answer.

Question:  “I don’t have to use these strategies on every question, do 1? | think I’ll use them only when |

can’tfigure out the correct answer on my own.”

Answer: Wrong! You should use critical thinking to answer every question on the NCLEX-RN® exam to



Question:

Answer:

Question:

Answer:

Question:

Answer:

make sure that you pass. Go through the steps that we have outlined for every practice question
that you answer as you prepare for the exam. If you practice these steps, you will not need to

randomly guess the correct answer on the NCLEX-RN” exam.
“So all I have to do is memorize the strategies, right?”

Just memorizing the various strategies will not ensure your success on the NCLEX-RN" exam.
Remember, the exam does not test your ability to memorize either critical thinking strategies or
nursing content. The NCLEX-RN” exam tests your ability to think critically and use the nursing
knowledge that you have. It’s relatively easy to just memorize nursing content. The hard part is
to figure out how to use this knowledge to make nursing judgments. It’s relatively easy to
memorize the critical thinking strategies. The hard part is to figure out which strategy to use on

each and every question. That takes practice.
“What if | use the strategies but still can’t figure out the correct answer?”

It’s not unusual that students will read a question, read the answers, and think “Huh?
Something is missing!” If you feel like something is missing, reread the question to determine if
you have correctly identified what the question is asking. If you have identified the question
correctly, then read the answer choices to make sure you haven’t missed the nursing concept

contained in the answer choices.
“Will these strategies work on every practice question that | answer?”

The critical thinking strategies discussed in this book will enable you to answer all kinds of
multiple-choice test questions. The critical thinking strategies apply to test questions written at
the application/analysis level and do not work with knowledge-based test questions. If you feel
that the strategies don’t work with the practice questions you are answering, determine the
level of difficulty of the questions you are working with. Are the practice questions knowledge-
based, or are they at the application/analysis level of difficulty? Remember, the majority of
questions that are of a passing level of difficulty on the NCLEX-RN” exam are at the

application/analysis level of difficulty.



It’s time for you to start your successful preparation for the NCLEX-RN® exam! Begin
by identifying your strengths and weaknesses, as follows:

e Take as many diagnostic exams as you can.
e |dentify your weaknesses in nursing content.
e |dentify your weaknesses in test-taking skills.

Next, decide if you need to take a review course. If you decide that this is the best
way for you to prepare, ask yourself these questions:

® |sthe course mainly a review of nursing content or memory techniques? This
type of review won’t help you put it all together on Test Day. You can know
everything about heart failure, but if you don’t know how to use this information
to answer a question about heart failure correctly on the NCLEX-RN® exam, you
will have difficulty on the exam. Are the strategies specific for the NCLEX-RN”
exam?

e Are there plenty of opportunities for practice testing? You need to prove your
competence by answering NCLEX-RN® exam-style test questions, so you should
practice answering these questions. If the exam were about opening a sterile
pack, what would you spend your time doing to prepare for the exam? Reading
about opening a sterile pack or practicing opening a sterile pack? Are there
exam-style questions included in the course? Do the questions require recall and
recognition of facts or application of nursing care principles? Remember, your
NCLEX-RN” exam will consist mainly of application-level questions.

e What do students who have taken the course have to say about how it helped
them prepare for the exam? If a review course boasts of a particularly high pass



rate, ask to see their statistics. Be an informed consumer.

e |sthere a guarantee? There are guarantees and there are empty promises. Make
sure the course you are considering puts the guarantee in writing. Study the
small print. Is your total tuition refunded? Do you have to fail the exam more
than once?

e How much does it cost? This sounds easy, but “extras” can add up. Are there
additional charges for books? Software? Registration fees?

e |sthis course right for me?

And finally, create a realistic study schedule that works for you. Then make a vow to
stick to that plan and reward yourself when you do. Spend at least 3 weeks before

your exam date preparing. Don’t cram! Your content focus should be in
understanding the principles of nursing care, not memorizing facts.

Stay away from people who are “prophets of doom.” You know the type. With the
proper preparation you can and will pass the NCLEX-RN® exam. Keep a positive

attitude.

You may need to consider some techniques for battling stress and managing the
test day experience. Do any of these statements apply to you?

“I always freeze up on tests.”
“I need to pass to get my new job/promotion/commission.”

“My best friend/girlfriend/sister/brother did really well, but I won’t.”



“My hospital/family/parents paid for my test prep course. They won't like
itif I fail.”

“I'm afraid of losing concentration.”
“I'm afraid I'm not spending enough time preparing.”

If these sound familiar, you may want to mentally prepare yourself by
understanding ways to manage test stress. Forcing yourself to identify and face
fears may make you edgy at first, but will significantly alleviate test stressin the
long run by adding another dimension to your preparation.

MENTAL PREPARATION

1. Visualize

You have probably learned how to do this with clients; now it’s your turn. Sit back
and let your shoulders and arms relax. Close your eyes and imagine yourself in a
relaxing situation—it can be fictional, but a real-life memory is best. Make it as
detailed as possible. Think about the sights, the sounds, the smells, even the tastes
that you associate with the relaxing situation. Keep your eyes shut; keep sinking
back into your chair. Now that you’re in that situation, start bringing your test in—
think about the experience of taking the test while in that relaxing situation.
Imagine how much easier it would be if you could take your test in that situation.
Notice how much easier your test seems in that situation.



Here’s another variation. Close your eyes and think about a situation in which you
did well on a test. If you can’t come up with one, pick a situation in which you did
some good academic work that you were really proud of, or some other kind of
genuine accomplishment. Not a fiction, mind you: it has to be from real life. Make it
as detailed as possible. Think about the sights, the sounds, the smells, and even the
tastes that you associate with this experience of academic success. Now think
about your test in line with that experience. Don’t make comparisons between
them. Just imagine taking your test with that same feeling of relaxed control.

2. Exercise

Whether it be jogging, walking, yoga, push-ups, or a pickup basketball game,
physical exercise is a great way to stimulate the mind and body and improve one’s
ability to think and concentrate. A surprising number of those who prepare for
standardized tests don’t exercise regularly because they spend so much time
preparing. Sedentary people—thisis a medical fact—get less oxygen in the blood,
and therefore to the brain, than active people.

Do the Following on Exam Day

e Keep moving forward. By test day, do enough preparation with a review course
or practice questions so that it becomes an instinct to keep moving forward
instead of getting bogged down in a difficult question. You don’t need to get
everything right to pass, so don’t linger on a question that is going nowhere. The
best test takers don’t get bothered by difficult questions because they accept
that everyone encounters them on the NCLEX-RN® exam.



e Don'’t listen to negative words or behavior. Don’t be distracted by the ignorant
babble or the behavior of other, less-prepared, less-skilled candidates around
you. Negative thoughts lead to negative feelings and may interfere with
performing your best on Test Day.

e Don’t be anxious if other test takers seem to be working harder or answering
questions more quickly. Continue to spend your time patiently but persistently
thinking through your answers; it’s going to lead to higher-quality test taking
and better results. Set your own pace and stick to it.

e Keep breathing! Weak standardized test takers tend to share one major trait:
forgetting to breathe steadily as the test proceeds. They do not to know the
value of proper breathing. They start holding their breath without realizing it, or
begin breathing erratically or arrhythmically. This can hurt confidence and
accuracy. Do what you can to instill an awareness of proper breathing before and
during each study or testing session.

e Do some quick isometrics during the test. This is helpful especially if your
concentration is wandering or energy is waning. For example, put your palms
together and press intensely for a few seconds.

Here is a brief review of the various strategies that you have learned in this chapter:

e The NCLEX-RN® exam isn’t the real world, so don’t rely on your real-world
experience to answer NCLEX-RN® exam questions.

e To answer priority questions correctly, think Maslow, the nursing process, and
safety.

e The Rules of Management will help you answer questions about delegation and
assignment of client care.



e Use the Positioning strategy when you encounter questions about positioning
and mobility.

e The Therapeutic Communication strategy will help you eliminate incorrect
answer choices in communication questions.

e |dentify your strength and weaknesses, and choose an effective method of study
that works for you.

e Use mental preparation techniques to reduce stress and manage your test day

experience.

Some of these methods were originally conceptualized by Dr. Emile Coué, who in the 1920s told
everyone that the key to a happy life was to constantly repeat the phrase, “Every day in every way I am
getting better and better.” As advice to test takers, that isn’t bad at all!



PART 2

NCLEX-RN” EXAM CONTENT REVIEW
AND PRACTICE




CHAPTER 4

SAFE AND EFFECTIVE CARE
ENVIRONMENT: MANAGEMENT OF CARE

One of the most important parts of your job in client care is keeping the care
environment safe for all involved. In addition, it’s also important to provide care
effectively. Providing a safe and effective care environment involves both proper
management of care, and safety and infection control.

Management of care refers specifically to the way nursing care is provided and
directed so that the client receives proper treatment, and so that health care
personnel remain safe. It also covers management, delegation, and other skills you
are expected to have, as well as your ethical and legal obligations regarding client
care.

On the NCLEX-RN® exam, you can expect approximately 20 percent of the questions
to relate to Management of Care. Exam content related to this subcategory
includes, but is not limited to, the following areas:

e Advance directives/self-determination/life planning
e Advocacy



e Assignment, delegation, and supervision

e Case management

e Clientrights

e Collaboration with interdisciplinary teams
e Concepts of management

e Confidentiality/information security

e Continuity of care

e Delegation

e Establishing priorities

e Ethical practice

¢ Information technology

e Informed consent

e Legalrights and responsibilities

e Organ donation

e Performance improvement (quality improvement)
e Referrals

Now let’s review the most important concepts covered by the Management of Care
subcategory on the NCLEX-RN® exam.



Advance Directives/Self-determination/Life
Planning

An advance directive is a legal document, such as a living will, a health care proxy,
or a Durable Power of Attorney for Health Care (DPAHC). Advance directives provide
guidance to caregivers about the client’s wishes and are followed if a client’s
decision-making powers become impaired. The 1990 Patient Self-Determination
Act requires that upon admission to hospitals, long-term care facilities, and home
health agencies, patients be informed that they have the right to accept or refuse
medical care, as well as to specify in advance (through advance directives) what
their wishes are.

Advance directives document clients’ self-determined wishes regarding life
planning and end-of-life care in a formal way and enhance the likelihood that
health care professionals follow clients’ wishes. An advance directive spells out the
client's health care goals and instructions and, in the event of incapacity, appoints
an agent or proxy decision-maker.

Your role as a nurse is to integrate advance directives into the client care plan. To
accomplish this, evaluate client status regarding advance directives, and help to
determine whether family members and/or significant others should be involved in
conversations and decision-making. If the client, a family member, significant



other, or staff member is not familiar with the details of advance directives, provide
the information as needed.

You must also ensure that copies of advance directives are placed in the client’s
medical record. This includes information on organ or tissue donation for clients
over 18 years of age. The Uniform Anatomical Gift Act, for example, governs organ
donations for transplantation and how to donate one’s cadaver as an anatomical
gift.



Advocacy

Client advocacy—promoting your clients’ rights and interests—is an important part
of nursing. Discuss treatment options with clients, including what the options are,
how they work, and what the side effects may be, so the client understands all
available choices. You must respect client decisions even if you do not agree with
them. You may need to provide information regarding these discussions to other
staff members so you can advocate for your client. When necessary, use an
interpreter or translator for non-English-speaking clients. Know when it is
appropriate to engage others higher in the chain of command or with different
areas of expertise, such as a social worker, on your client’s behalf.



Assignment, Delegation, and Supervision

Delegation is a crucial skill. You must be able to identify an appropriate person to
carry out a specific task or set of tasks, explain the tasks clearly, and make sure you
are understood. It is also your responsibility to make sure the person to whom you
are delegating a task has the authority to do the job. Good delegators provide
support and monitoring, provide sufficient time to complete the task, retain
responsibility for knowing the outcome, and praise and acknowledge a job well
done.

Do not delegate the following to nonprofessional staff:

e Nursing assessments
e Diagnosis, care goals, or progress plans
e Interventions that require professional knowledge and skill

Remember the five “rights” of delegation:

e Right task: Can the task be safely delegated?

e Right circumstance: Is the client stable, and is the outcome predictable?

e Right person: Does the person to whom the task will be delegated have the
necessary knowledge and appropriate skills?

¢ Right direction/communication: Has the nurse communicated appropriate



instructions for accomplishing the task?
e Right supervision: Will the delegating nurse remain responsible for the task and
outcomes?

You can delegate activities for stable clients with predictable outcomes, and
activities that involve standard, unchanging procedures, such as bathing, feeding,
dressing, and transferring clients. Do not delegate an activity if the client is
unstable, if the outcome of the activity is not assured, or if the activity is complex or
complicated.

Leadership will be critical to your success. You should be able to create a common
vision for staff, and promote a sense of urgency. This helps connect daily activities
to a larger strategic plan, and keeps nursing activities in line with the overall goals
of the institution.

A supervisor is someone who has authority to manage other employees.
Supervision includes guidance and direction, evaluation, and follow-up to ensure
tasks are accomplished. A good supervisor provides the following:

Clear direction and communication

Timely follow-up

Active listening

Complete technical knowledge of supervised work

Feedback and resolution of problems and conflicts



As a supervisor, you are expected to select and implement strategies for
interventions with staff members as necessary, to report staff member

performance, and to evaluate the skills and abilities of staff members, particularly
as they relate to time management.

Types of staff members you might be called upon to supervise include other RNs,

licensed practical nurses (LPNs), licensed vocational nurses (LVNs), and nursing
assistive personnel (NAPs).



Case Management

It is important to assist your clients in achieving and/or maintaining their
independence by identifying and utilizing the resources available to them. The
individualized care plan you develop for each client should be aimed at providing
safe, cost-effective care for the client. The plan is based on your assessment of
client needs as well as goals, such as providing self-care. You should also
incorporate evidence-based research from medical literature and other resources,
where applicable, into the care plan. In addition to initiating the care plan for each
client, you are expected to evaluate and revise that plan, as needed.

When a client leaves the hospital, provide the client with information on discharge
procedures to home, hospice, or community living, whichever may be relevant to
the client’s situation. This includes information about medications the client
should be taking, follow-up visits, future lab tests, and so on.



Client Rights

Part of your job as a health care provider is to discuss treatment options and
decisions with your clients, and educate them about client rights and
responsibilities. As noted previously, the Patient Self-Determination Act requires
that upon admission to hospitals, long-term care facilities, and home health
agencies, patients be informed that they have the right to accept or refuse medical
care. At times, you may need to recognize the client’s right to refuse treatment.
The Health Insurance Portability and Accountability Act (HIPAA) protects personally
identifying information, such as the client’s name, social security number, date of
birth, and information about diagnosis and treatment. HIPAA provides that such
information should only be shared with individuals directly involved in the client’s
care, the payment of care, and/or the management of the client’s care.

The Patients’ Bill of Rights, adopted by the President’s Advisory Commission on
Consumer Protection and Quality in the Health Care Industry, is a statement about
the rights to which individuals are entitled as recipients of health care, and their
responsibilities. It covers the following areas:

¢ Information disclosure: The client has a right to accurate and easily understood
information about health plans, health care professionals, and health care
facilities.

e Choice of providers and plans: The client has the right to choose health care



providers who can provide high-quality health care when needed.

e Access to emergency services: The client has the right to be screened and
stabilized using emergency services whenever and wherever the client needs
them, without having to wait for authorization, and without any financial
penalty.

e Participation in treatment decisions: The client has the right to know about
treatment options and take part in decisions about care. Parents, guardians,
family, and significant others can represent the client if the client cannot make
his or her own decisions.

e Confidentiality of health information: The client has the right to talk privately
with health care providers and have health care information protected; it also
includes the right to read and copy one’s own medical records.

e Complaints and appeals: The client has the right to a fair, fast, and objective
review of any complaint against a health plan, a physician, other health care
personnel, or a hospital.

e Consumer responsibilities: This includes, among other things, a client’s
responsibility to provide information about medications and past illnesses.

Evaluate the client’s understanding of his or her rights and responsibilities,
including the right to informed consent and the difference between privileged
communication and the duty to disclose, as well as staff understanding of client
rights.



Collaboration with Interdisciplinary Teams

The term interdisciplinary or multidisciplinary refers to situations in which various
disciplines are involved in reaching a common goal, with each contributing his or
her specific expertise. The interdisciplinary interaction between different health
care professions such as nursing, medicine, and social work is known as
collaboration. Such collaboration in the management of a particular disorder
enables caregivers to provide a more comprehensive and individualized approach.
Collaboration with an interdisciplinary team requires cooperation, integration, and
teamwork.

Because nurses are often the caregivers that clients see most often, be prepared to
identify the need for interdisciplinary conferences regarding a client, and know
how to initiate such conferences. This includes identification of significant
information to report to other disciplines, including health care providers,
pharmacists, social workers, and respiratory therapists.

You should be ready to act as the point person to review the care plan and ensure
continuity across disciplines, and to collaborate with health care members in other
disciplines to provide efficient and effective client care.



Concepts of Management

It’s important to identify the roles and responsibilities of all members of the health
care team. You’ll often need to act as the liaison between those team members and
the client to coordinate and manage care.

As issues arise regarding client treatment, apply the principles of conflict
resolution, as needed, when working with health care staff. You should also be able
to plan overall strategies to address client problems. Know how to supervise care
provided by others (see the “Delegation” and “Supervision” sections later in this
chapter), and know which staff members can perform particular procedures
related to client care.



Confidentiality/Information Security

Like all health care providers, you should maintain client confidentiality and take
the necessary steps to ensure that client information security is not breached. An
individual not involved in the care of the client does not have a legitimate need to
access the client’s medical record. Know the provisions of HIPAA (summarized in
the Client Rights section of this chapter) and protect the client’s right to privacy.
Ensure that only authorized individuals access medical records, that no medical
records are viewable by the general public, and that no conversations about client
information can be overheard by unauthorized persons.

You may need to intervene when confidentiality is breached by other staff
members. You’ll also be expected to assess staff members’ and your clients’
understanding of confidentiality requirements, such as those governed by HIPAA.



Continuity of Care

Continuity of care is the process by which a client and health care providers are
cooperatively involved in the ongoing health care management of the client, with
the goal of providing high-quality and cost-effective health care. Ideally, all people
involved in a client’s health care, including the client, communicate with one
another to coordinate care, as well as agree and understand the goals of health
care for the client.

To help ensure continuity of care, know the proper procedures to admit, transfer,
and discharge a client. This includes maintaining continuity of care
between/among health care agencies when clients are transferred or handed off
from one department to another, or from one agency to another. It also includes
using documents and proper forms to enter client information into medical
records or on transfer/referral forms. You may also need to follow up on unresolved
issues regarding client care (e.g., laboratory results and client requests) and provide
reports on assigned clients.



Establishing Priorities

There are several other frameworks for establishing the priority of client care. They
include:

e ABCs (airway, breathing, circulation/cardiovascular system)

e Maslow’s hierarchy of needs (physiological needs, safety and security, love and
belonging, self-esteem, and self-actualization)

e Agency policies and procedures

e Time

e Client and family preferences

e Carerelated to client activity

® Prioritiesin medication therapy

Assess/triage (French for sort) clients to prioritize order of care delivery, and focus
on the least stable clients first. Use your knowledge of pathophysiology when
establishing priorities for interventions with multiple clients. Once you have
provided care to multiple clients, evaluate and adjust your care plans as needed.

The following general problems indicate priority needs:

e Postoperative clients just out of surgery
e Clients whose status has deteriorated from their normal baseline



Clients exhibiting signs of shock

Clients with allergic reactions

Clients with chest pain

Postdiagnostic-procedure clients who require temporary monitoring
Clients who tell you they have unusual symptoms

Clients with malfunctioning equipment or tubing



Fthical Practice

Ethical principles help you determine whether an action is right or wrong. In
addition to understanding basic ethics and morals, you should be familiar with the
American Nurses Association (ANA) Code of Ethics for Nurses. These guidelines
delineate values and standards for professional practice.

Make sure you understand the following ethical principles:

e Autonomy: The right of individuals to make decisions for themselves

e Beneficence: A nurse’s duty to do what is in the best interests of the client

e Justice: Afair, equitable, and appropriate treatment

e Nonmaleficence: A nurse’s duty to do no harm

e Fidelity: Keeping faithful to ethical principles and the ANA Code of Ethics for
Nurses

e Virtues: Compassion, trustworthiness, integrity, and veracity (truthfulness)

e Confidentiality: Maintaining the client’s privacy by not disclosing personal
information about the client

e Accountability: Responsibility for one’s actions

You should be able to identify ethical issues affecting staff or clients, provide
information on ethics, and intervene appropriately to promote ethical practice.



You’ll also be expected to review outcomes of interventions to promote ethical
practice.



Information Technology

An electronic health record (EHR) is a digital version of a client’s paper chart that
makes information available instantly and securely to authorized users. Included in
thisinformation are client demographics, progress notes, problems, medications,
vital signs, past medical history, immunizations, laboratory data, and radiology
reports. The EHR has the ability to generate a complete record of a clinical patient
encounter as well as supporting other care-related activities directly or indirectly
(via interface, including evidence-based decision support, quality management,
and outcomes reporting). The use of information technology should always be
centered on patient safety and improved outcomes. With EHRs, information is
available whenever and wherever it is needed. Likewise, electronic medication
administration records (eMARs) have proven to reduce medication administration
errors.

You must know how to use information technology and information systems to
enter computer documentation in a client’s medical record in a timely and
accurate manner. You must also understand the principles of privacy,
confidentiality, and security in accessing client records. Whenever you access a
client record, apply your knowledge of the facility’s specific regulations.

You should also know how to use information technology (e.g., a computer or
video) to enhance the care provided to a client. Telehealth, for example, uses



transmissions via telecommunications technology to transmit health information
remotely.



Informed Consent

Informed consent is the right of clients to be adequately informed of the risks and
benefits of a proposed procedure or treatment before determining whether or not
to consent to that procedure or treatment. The components of informed consent
include an explanation of the following:

Details of the procedure or treatment

Risks and benefits of the procedure or treatment, including the potential for
seriousinjury or death

Alternative procedures or treatments

Potential consequences of refusing the procedure or treatment

Typically, the health care provider who is performing the procedure or providing
the treatment (usually the physician) is responsible for obtaining the client’s
informed consent. One of your roles in the process is to advocate for the client by
ensuring he or she has been provided the necessary information to make an
informed decision. In cases where the client does not speak English, provide
written materials in the client’s native language, when possible. Another one of
your roles is to ensure that a client has actually given informed consent for
treatment before that treatment occurs. One way to do so is to act as a witness to
the informed consent. As a witness, you confirm that the client gave his or her
informed consent voluntarily, the client’s signature is authentic, and the client is



competent to give consent. You may be called upon to evaluate clients to
determine whether they are capable of providing informed consent, and identify an
appropriate person to do so, such as a parent or legal guardian, if the client is a
minor.

If the client waives consent, ensure it is documented in the medical record. If the
client is deemed incompetent to give informed consent, a court-appointed
guardian may do so on the client’s behalf.

The requirement to obtain the client’s informed consent can be waived in an
emergency situation in which the client is incapacitated and the situation requires
immediate treatment.



Legal Rights and Responsibilities

Know the confines of applicable laws and understand the parameters of your
nursing license. Legal limits and the scope of practice for nursing are dictated by
federal and state laws, such as the Nurse Practice Acts (NPAs) and related
guidelines, and are regulated by each state’s Board of Nursing. Nurses are
accountable and responsible for incorrect or inappropriate actions or inactions.
These may include negligence, malpractice, or other legal charges. Negligence
involves the unintentional failure to act as a reasonable person would in similar
circumstances that results in an injury to the client. Elements include a breach of a
duty of care, with a resultant injury that has been proximately caused (i.e., there is
reasonably close connection between the nurse’s actions and the resulting injury),
and actual damages to the injured party. Malpractice involves the failure by a
medical professional to carry out or perform his or her duties that result in injury to
the client. The specific requirements for malpractice are typically defined by the
statutes and rules/regulations of each state.

There are specific areas with which you should be familiar. They include:

e |dentifying legal issues affecting clients (e.g., refusing treatment) and knowing
how to respond appropriately

® Recognizing tasks and assignments you are not prepared to perform and seeking
assistance



Identifying and managing clients’ valuables according to facility or agency policy
Educating clients and staff on legal and ethical issues

Complying with state and/or federal regulations for reporting client conditions
(e.g., abuse/neglect, communicable disease, gunshot wound, or dog bite)
Reporting unsafe practices of health care personnel to internal or external
entities

Intervening appropriately when you observe unsafe practices by staff members



Organ Donation

Organ donation takes healthy organs and tissues from one person for
transplantation into another. Organs that can be donated include internal organs
(kidneys, liver, pancreas, intestines, and lungs), skin, bone and bone marrow, and
cornea. Most organ and tissue donations occur after the donor has died, but some
organs and tissues can be donated while the donor is alive, such as kidney and
bone marrow.

Nurses play several roles in the field of of organ donation. Specialist nurses known
as procurement nurses coordinate the harvesting and collection of organs; the
Federal Conditions of Participation (§42 CFR 482.45) require that those making
request of families for organ donation receive specific training. Other nurses work
with patients waiting for transplant or with individuals who have already received
organ transplants. For the NCLEX-RN®, you should understand the role of the entry-
level nurse in interacting with clients and their families facing decisions related to
organ donation.

You must ensure that copies of advance directives, which include information on
organ or tissue donation for clients age 18 years or older, are placed in the client’s
medical record.






Performance Improvement (Quality
Improvement)

Each institution may define it differently, but a standard definition of quality
involves meeting or exceeding the expectations of customers and standards, and
achieving planned outcomes. Quality management principles include total quality
management (TQM), continuous quality improvement (CQI), and evidence-based
decision making, among others. Quality improvement includes activities such as
identifying opportunities and developing policies for improving the quality of
nursing practice. Methods include establishing a comprehensive quality
management plan, establishing benchmarks, completing performance appraisals,
performing intradisciplinary and interdisciplinary assessments, performing nursing
audits, conducting peer reviews and utilization reviews, and managing outcomes.
Mock codes can improve performance by encouraging teamwork, improving
communication and skill building, and enhancing confidence of caregivers.

You must report identified client care issues or problems to appropriate personnel
(e.g., the nurse manager or risk manager). A nurse is also expected to participate in
the performance improvement and quality assurance process, which may include
data collection or participation on a team.



You may be asked to utilize research and other references when determining how
best to improve performance, and you will be expected to evaluate the impact of
performance improvement measures on client care and resource utilization using a
variety of specific indicators.

Nurse-sensitive indicators are measurements of client care that are impacted by
nursing interventions. Examples include maintenance of skin integrity, pressure
ulcer prevalence and incidence, fall injury rate, medication incident rate, restraint
utilization rate, client satisfaction with pain management, client satisfaction with
overall nursing care, and nurse satisfaction.



Referrals

Nurses often have a role to play in assisting and coordinating client care that
requires referrals. There are different types of referrals: authorization for care or a
service, recommendation of a specific provider, referral to specialists, and referral
to a different facility for care. Some of these may require specific approvals,
although in some cases you can refer a client directly to a dietary or wound care
specialist.

Assess the need to refer clients for assistance with actual or potential problems
(physical therapy, speech therapy), and match community resources to the client’s
needs (respite care, social services, shelters). In all referral situations, you need to
know which documents to include when referring a client, such as a medical record

or referral form.



Chapter Quiz

1. A58-year-old man with head and neck cancer is admitted to the hospital
and tells the nurse he does not want parenteral nutritional therapy as his
cancer progresses. The nurse explains he can specify his wishes by creating
an advance directive. The nurse knows that the requirement to provide
clients with this type of information can be found in which of the
following?

A) The Patient Self-Determination Act

(A)

(B) Nursing Scope and Standards of Practice

(C) The Patient Protection and Affordable Care Act
(D) The Patients’ Bill of Rights

2. A l4-year-old girl newly diagnosed with diabetes is preparing for discharge.
Which of the following activities BEST describes the nurse’s role as a client
advocate?

A
B

(A)
(B)
(C) Instructing the client to follow up with her provider in 4 weeks
(D)

Arranging for a visit with a home health nurse
Providing written medication instructions to the client’s parents

Teaching the client how to administer insulin injections



3. Aclientis seen for an outpatient appointment and asks the nurse if he can

obtain a copy of his medical record. The nurse knows the client has the

right to read and copy his medical records, and that this is guaranteed by

virtue of which of the following?

A
B
C

(A)
(B)
(C)
(D)

The Code of Ethics for Nurses
The Health Insurance Portability and Accountability Act (HIPAA)
The Patient Self-Determination Act

The Americans with Disabilities Act

4. Afterreceiving report at the start of the evening shift, which of the

following clients should the nurse attend to FIRST?

A 34-year-old man undergoing treatment for non-Hodgkin lymphoma
with a potassium level of 7.5 mEq/L

A 21-year-old woman with sickle-cell anemia with pain of 6 on a scale
of 1-10

A 55-year-old woman with ovarian cancer waiting to be discharged

A 72-year-old man with chronic obstructive pulmonary disease
(COPD) and a pulse oximetry of 96% on room air

5. A 34-year-old woman who developed Stevens-Johnson syndrome while

undergoing treatment with carbamazepine is being transferred in stable

condition from the intensive care unit to the medical unit. There are 4 beds



available. The nurse knows the BEST choice of roommates for this client is
which of the following?

(A) A40-year-old man with methicillin-resistant Staphylococcus aureus
(MRSA)

(B) A 28-year-old woman diagnosed with diarrhea

(C) AT72-year-old man with fever of unknown origin

(D) A 68-year-old woman with atrial fibrillation

6. A T72-year-old man who had a stroke is being transferred from a medical
unit to a rehabilitation center. The nurse case manager is assisting in the
process. The nurse knows that the goals of case management include
which of the following? Select all that apply.

(A) Improving the coordination of care

(B) Increasing referrals to local organizations
(C) Reducing the fragmentation of care

(D) Discharging clients quickly

7. An 18-year-old client with acute lymphocytic leukemia is admitted to the
bone marrow transplantation unit. His family is having trouble dealing
with the emotional and financial pressures of his disease. The nurse, case
manager, physician, and social worker meet to discuss the plan of care.



The nurse knows this type of interdisciplinary interaction is BEST referred
to as which of the following?

(A) Case management
(B) Collaboration

(C) Cooperation

(D) Collegiality

8. A pregnant woman at 15 weeks’ gestation is scheduled for an
amniocentesis. As the client is being prepped for the procedure, it
becomes clear to the nurse that the client doesn’t fully understand the
risks and benefits associated with the procedure. Which of the following
describe the nurse’s role in obtaining informed consent? Select all that

apply.

A

(A) Explain the risks and benefits associated with the procedure.
(B) Describe alternatives to the procedure.

(C) Witnessthe client’s signature on the consent form.

(D) Advocate for the client by ensuring she is making an informed

decision.

9. The nurse noticed an increase in the prevalence of pressure ulcers among
clientsin an intensive care unit. She documented her findings and worked
with her manager to develop and implement a new policy using a pressure



ulcer risk assessment scale. Which of the following BEST describes the
nurse’s actions?

(A) Quality improvement
(B) Collaboration

(C) Advocacy

(D) Case management

10. The nurse is working on a surgical unit. Which of the following tasks would
be appropriate for the nurse to delegate to nursing assistive personnel
(NAP)?

(A) Assist a new postoperative client to the bathroom.

(B) Setup theclients’ lunch trays.

(C) Change a central line dressing.

(D) Teach aclient how to administer discharge medications.

11. The nurse has been asked to administer a drug by IV push. She is uncertain
whether or not this task falls within her scope of practice. The nurse knows
that which of the following are the BEST sources to refer to for information
related to her scope of practice in this situation? Select all that apply.



A

(A) Hospital and unit policies and procedures
(B) Nurse Practice Act
(C)
(D)

C
D

Ordering physician
Hospital pharmacist

12. A 20-year-old client with leukemia has consented to a blood transfusion

13.

against the wishes of his family, who are all Jehovah’s Witnesses. The nurse
knows that which of the following ethical principles BEST supports this
decision?

(A) Autonomy

(B) Beneficence
(C) Nonmaleficence
(D) Justice

The nurse wants to delegate the task of showering an elderly clientin a
wheelchair to the nursing assistive personnel (NAP). Before delegating a
task to the NAP, the nurse should FIRST ensure which of the following is
accomplished?

A

(A)

(B) The UAP demonstrated competency for the task during orientation.
(C) The UAP has performed the task before.

(D)

The UAP is supervised at all times.

The UAP has received the assignment during report.



14. A well-known actor has been admitted to an ambulatory surgical unit. The

nurse notices a staff member who is not involved in the client’s care

reading his medical record. The nurse knows she should FIRST do which of

the following?

Nothing. The staff member has a hospital ID badge and is authorized
to read the medical record.

Inform the staff member that without a legitimate need for the
information, staff should not be reading the medical record.

Tell the client his medical records have been read by an unauthorized
individual.

Page the physician and ask if it’s acceptable for the staff member to
access the medical records.

15. The nurse is learning how to use the hospital’s new electronic medication

administration record. The nurse knows this tool has the potential to do

which of the following? Select all that apply.

Reduce medication administration errors.

Improve access to information at the point of care.
Eliminate the need for the nurse to document medication
administration.

Eliminate the need for the nurse to verify dose calculations.



16. The nurse uses the Internet to receive electrocardiogram results from a
client living in a nursing home. The nurse knows this type of information
technology is BEST described as which of the following?

(A)

(B) Telecommunications
(C) Telehealth

(D)

Encryption

Nursing informatics

17. The nurse is preparing to transfer a client to the operating room. She
knows that adhering to the hospital policy for client handoffs BEST ensures
which of the following?

(A) Case management

(B) Continuity of care

(C) Confidentiality protection
(D) Collaboration

18. The nurse is preparing to perform an admission assessment on a 28-year-
old man being admitted for Crohn’s disease. The nurse knows that
according to the Patients’ Bill of Rights, this client is responsible for which
of the following? Select all that apply.



(A)
(B)
(C) Providing proof of insurance
(D)

Consenting to treatment
Providing information about medications

Providing information about past illnesses

19. The nurse is caring for a 41-year-old man with a new colostomy. As part of

the care planning for this client, the nurse knows a referral to which of the
following will be the priority?

(A) A certified wound, ostomy, and continence nurse (CWOCN)
(B) Social services

(C) Physical therapy

(D) Occupational therapy

20. An RN isin charge of ateam on a medical/surgical unit that includes an
LPN. The RN understands that which of the following is an activity that falls
within the scope of practice of an LPN?

(A) Administer oral medications to a client.

(B) Collaborate with social services to develop a discharge plan.
(C) Formulate a nursing diagnosis.

(D) Develop a policy.



21. The nurse in a maternity unit is caring for a client who has just delivered
twins. The client voices concern about her ability to manage when she gets
home. Which of the following statements BEST illustrates quality care
delivery by the nurse? Select all that apply.

(A) “Just focus on how lucky you are to have two healthy babies.”

(B) “We can arrange for follow-up visits with a home health nurse.”

(C) “Hereissome information on support groups for parents of
multiples.”

(D) “You will find it easier to formula-feed your babies at home.”

22. After responding to a code, several staff nurses express concerns over their
confidence levels and performance to the nurse in charge of the hospital’s
performance improvement program. The nurse in charge knows the BEST
way to evaluate and improve performance is to implement which of the

following?

(A) Aprogram that collects and analyzes performance data
(B) Mock codes

(C) Inservice training

(D) Written competency exams

23. Aclientis being treated for uncontrolled hypertension. The nurse knows
that the involvement of nursing, pharmacy, cardiology, and nutritional



services is an example of which of the following approaches?

(A)
(B)
(C)
(D)

Managed care
Multidisciplinary

Case management
Performance improvement

24. The nurseis caring for a client newly diagnosed with diabetes, and

performs the following tasks. Place the tasks the nurse would perform in

the appropriate order. All options must be used.

The nurse establishes a goal with the client to be able to self-
administer insulin injections.

The nurse assesses the client’s level of knowledge about how to
administer insulin injections.

The nurse evaluates the client while self-administering insulin
injections.

The nurse establishes the diagnosis of knowledge deficit.

25. The nurse administers the first dose of chemotherapy to a client on an

oncology unit. The nurse knows that which of the following activities is

appropriate to delegate to the LPN?



(A) Obtain the client’s blood pressure.

(B) Provide teaching about the side effects of chemotherapy.
(C)

(D)

C
D

Administer the second dose of chemotherapy.
Flush the client’s central line with heparin.



Chapter Quiz Answers and Explanations

1. The Answeris 1
A 58-year-old man with head and neck cancer is admitted to the hospital and
tells the nurse he does not want parenteral nutritional therapy as his cancer
progresses. The nurse explains he can specify his wishes by creating an
advance directive. The nurse knows that the requirement to provide clients
with this type of information can be found in which of the following?

Category: Advance directives

(1) CORRECT: The 1990 Patient Self-Determination Act was passed by Congress
to ensure that upon admission to hospitals, long-term care facilities, and
home health agencies, patients are informed that they have the right to
accept or refuse medical care, as well as to specify in advance (through
advance directives) what their wishes are.

(2) Nursing Scope and Standards of Practice do not address advance
directives.

(3) The Patient Protection and Affordable Care Act does not address advance
directives.

(4) The Patients’ Bill of Rights does not address advance directives.

2. The Answer is 4



A 14-year-old girl newly diagnosed with diabetes is preparing for discharge.
Which of the following activities BEST describes the nurse’s role as a client
advocate?

Category: Advocacy

(1) Arranging for a visit with a home health nurse may be importantin the
overall management of this client’s care, but does not directly assist in
teaching the client the necessary skills to manage her diabetes.

(2) Providing written medication instructions to the client’s parents may be
important in the overall management of this client’s care, but does not
directly assist in teaching the client the necessary skills to manage her
diabetes.

(3) Instructing the client to follow up with her provider in 4 weeks may be
important in the overall management of this client’s care, but does not
directly assist in teaching the client the necessary skills to manage her
diabetes.

(4) CORRECT: Teaching the client how to administer her own medication is the
best example of the nurse’s role as a client advocate, because this action
directly helps the client develop self-advocacy skills.

3. The Answer is 2
A client is seen for an outpatient appointment and asks the nurse if he can
obtain a copy of his medical record. The nurse knows the client has the right
to read and copy his medical records, and that this is guaranteed by virtue of
which of the following?



Category: Client rights

(1) The Code of Ethics for Nurses does not address this issue.

(2) CORRECT: HIPAA protects the patient’s right to review, copy, and request
amendments to his medical records.

(3) The Patient Self-Determination Act does not address whether a patient
may read and copy his medical records.

(4) The Americans with Disabilities Act does not address whether a patient may
read and copy his medical records.

4. The Answeris1
After receiving report at the start of the evening shift, which of the following
clients should the nurse attend to FIRST?

Category: Establishing priorities

(1) CORRECT: Hyperkalemia is a potentially serious condition that, in a client
undergoing treatment for non-Hodgkin lymphoma, could indicate tumor
lysis syndrome.

(2) A21-year-old woman with sickle-cell anemia with pain of 6 on a scale of 1-
10 should be attended to, but her condition is not as urgent as the client’s
condition described in answer choice (1).

(3) A55-year-old woman with ovarian cancer waiting to be discharged should
be attended to but does not require immediate attention.

(4) AT72-year-old man with COPD and a pulse oximetry of 96% on room air does
not require immediate attention.



5. TheAnsweris 4
A 34-year-old woman who developed Stevens-Johnson syndrome while
undergoing treatment with carbamazepine is being transferred in stable
condition from the intensive care unit to the medical unit. There are 4 beds
available. The nurse knows the BEST choice of roommates for this client is
which of the following?

Category: Concepts of management

(1) Aclient with MRSA may be an infection risk for an individual with altered
skin integrity.

(2) Aclient diagnosed with diarrhea may be an infection risk for an individual
with altered skin integrity.

(3) Aclient with fever of unknown origin may be an infection risk for an
individual with altered skin integrity.

(4) CORRECT: A client with Stevens-Johnson syndrome is likely to have severe
skin integrity issues, including blistering and skin shedding, which can place
the client at high risk for infection. Atrial fibrillation is not an infectious
process.

6. TheAnsweris1and3
A 72-year-old man who had a stroke is being transferred from a medical unit
to a rehabilitation center. The nurse case manager is assisting in the process.
The nurse knows that the goals of case management include which of the
following? Select all that apply.



Category: Case management

(1) CORRECT: One of the primary goals of case management is to improve the
coordination of care.

(2) Although case managers do make referrals to local organizations, this is
not a goal of case management.

(3) CORRECT: One of the primary goals of case management is to reduce
fragmentation of care.

(4) Although case managers help to make discharges more efficient, this is not
a goal of case management.

7. The Answer is 2
An 18-year-old client with acute lymphocytic leukemia is admitted to the
bone marrow transplantation unit. His family is having trouble dealing with
the emotional and financial pressures of his disease. The nurse, case manager,
physician, and social worker meet to discuss the plan of care. The nurse
knows this type of interdisciplinary interaction is BEST referred to as which of
the following?

Category: Collaboration with interdisciplinary team

(1) Case management refers to the coordination of care to reduce
fragmentation and improve quality and outcomes, as well as to reduce
costs.

(2) CORRECT: The interdisciplinary interaction between different health care
professions, such as nursing, medicine, and social work, is known as



(3)

(4)

collaboration.

Although the health care team may have been cooperating, or operating as
a team, the term “cooperation” does not specifically refer to the concept of
interdisciplinary action.

Although the health care team may have been operating in a collegial
(cooperative and professional) manner, this term does not specifically refer
to the concept of interdisciplinary action.

8. The Answeris 3 and 4
A pregnant woman at 15 weeks’ gestation is scheduled for an amniocentesis.

As the client is being prepped for the procedure, it becomes clear to the nurse

that the client doesn’t fully understand the risks and benefits associated with

the procedure. Which of the following describe the nurse’s role in obtaining

informed consent? Select all that apply.

Category: Informed consent

(1)

It is the physician’s duty to provide information to the client-related to risks
and benefits.

It is the physician’s duty to provide information to the client related to
alternatives.

CORRECT: One of the nurse’s roles in the informed consent process is to
witness the signature on the consent form.

CORRECT: One of the nurse’s roles in the informed consent process is to
advocate for the client by ensuring she has been provided the necessary
information to make an informed decision.



9. The Answeris1
The nurse noticed an increase in the prevalence of pressure ulcers among
clientsin an intensive care unit. She documented her findings and worked
with her manager to develop and implement a new policy using a pressure
ulcer risk assessment scale. Which of the following BEST describes the nurse’s
actions?

Category: Performance improvement (quality improvement)

(1) CORRECT: Quality improvement includes activities such as identifying
opportunities and developing policies for improving the quality of nursing
practice. I[dentifying an increase in pressure ulcers and implementing a
policy aimed at improving the assessment and prevention of pressure
ulcers best fits the definition of quality improvement.

(2) The nurse may have collaborated (or worked together) with colleagues, but
thisis not the best choice.

(3) Advocacy refers to the nurse’s duty to act on behalf of the client. Although
reducing pressure ulcers may indirectly advocate for the client, it is not the
best answer choice.

(4) Case management refers to the coordination of care to reduce
fragmentation and costs, as well as to improve quality and outcomes.

10. The Answer is 2
The nurse is working on a surgical unit. Which of the following tasks would be
appropriate for the nurse to delegate to nursing assistive personnel (NAP)?



11.

Category: Delegation

(1) Assisting a new postoperative client to the bathroom is a task the

registered nurse or another licensed individual, such as an LVN/LPN, should
perform.

CORRECT: Setting up the client’s lunch trays is an appropriate task to
delegate to the UAP.

Changing a central line dressing is a task the registered nurse or another
licensed individual, such as an LVN/LPN, should perform.

Teaching a client how to administer discharge medications is a task the
registered nurse or another licensed individual, such as a pharmacist,
should perform.

The Answeris 1 and 2

The nurse has been asked to administer a drug by IV push. She is uncertain

whether or not this task falls within her scope of practice. The nurse knows

that which of the following are the BEST sources to refer to for information

related to her scope of practice in this situation? Select all that apply.

Category: Legal rights and responsibilities

CORRECT: Hospital and unit policies and procedures may outline specific
information about who can administer which drugs by what route.
CORRECT: Nurse Practice Acts (NPAs) are laws in each state that define the
scope of practice for nursing.

Although the ordering physician may be able to provide helpful



information related to the drug itself, the ordering physician is not the best
source of information related to nurse licensing and scope-of-practice
issues.

(4) Although the hospital pharmacist may be able to provide helpful
information related to the drug itself, the pharmacist is not the best source
of information related to nurse licensing and scope-of-practice issues.

12. The Answeris 1
A 20-year-old client with leukemia has consented to a blood transfusion
against the wishes of his family, who are all Jehovah’s Witnesses. The nurse
knows that which of the following ethical principles BEST supports this
decision?

Category: Ethical practice

(1) CORRECT: Autonomy refers to the right of individuals to make decisions for
themselves.

(2) Beneficence refers to the nurse’s duty to do what is good for the client.

(3) Nonmaleficence refers to the nurse’s duty to do no harm.

(4) Justice refers to the concept of fair and equitable treatment.

13. The Answer is 2
The nurse wants to delegate the task of showering an elderly clientin a
wheelchair to the nursing assistive personnel (NAP). Before delegating a task
to the NAP, the nurse should FIRST ensure which of the following is
accomplished?



Category: Delegation

(1) Supervising the NAP does not ensure that the NAP’s competency has been
verified.

(2) CORRECT: Prior to delegating a task appropriate for the NAP, the nurse
should first ensure that competency has been verified during the NAP’s
orientation.

(3) The fact that the NAP has performed the task before does not ensure that
the NAP’s competency has been verified.

(4) The fact that the NAP has received the assignment during report does not
ensure that the NAP’s competency has been verified.

14. The Answer is 2
A well-known actor has been admitted to an ambulatory surgical unit. The
nurse notices a staff member who is not involved in the client’s care reading
his medical record. The nurse knows she should FIRST do which of the
following?

Category: Confidentiality and information security

(1) Astaff member who is not involved in the client’s care is not authorized to
access private information.

(2) CORRECT: An individual not involved in the care of the client does not have
a legitimate need to access the medical record. The nurse should protect
the client’s right to privacy by ensuring only authorized individuals access
medical records.



(3) The nurse should do more than simply inform the client of the breach.
(4) The nurse should do more than simply ask a physician if it’s acceptable for
the staff member to access the client’s medical records.

15. The Answeris1and2
The nurse is learning how to use the hospital’s new electronic medication
administration record. The nurse knows this tool has the potential to do
which of the following? Select all that apply.

Category: Information technology

(1) CORRECT: Electronic medication administration records have the potential
to reduce medication administration errors.

(2) CORRECT: Electronic medication administration records have the potential
to improve access to client information at the point of care.

(3) Itisalwaysthe nurses’ responsibility to document medication
administration.

(4) Itisalwaysthe nurses’ responsibility to verify the doses of drugs being
administered.

16. The Answer is 3
The nurse uses the Internet to receive electrocardiogram results from a client

living in a nursing home. The nurse knows this type of information technology
is BEST described as which of the following?

Category: Information technology



Encryption refers to the conversion of information to code during
transmission to keep the information secure.

Telecommunications refers to the electronic transmission of data over
phone-based lines.

CORRECT: Telehealth uses transmissions via telecommunications
technology to transmit health information remotely.

Nursing informatics refers to a specialty of nursing that integrates nursing
and computer science.

17. The Answer is 2
The nurse is preparing to transfer a client to the operating room. She knows

that adhering to the hospital policy for client handoffs BEST ensures which of

the following?

Category: Continuity of care

(1)

(2)

(3)

(4)

Case management does not address the issue of handoffs between
caregivers.

CORRECT: Improving handoff communication allows each caregiver to
communicate completely, effectively, and consistently as the client
transitions to different departments in the hospital. This process improves
the continuity of care.

Confidentiality protection does not address the issue of handoffs between
caregivers.

Collaboration does not address the issue of handoffs between caregivers.



18. The Answer is 2 and 4
The nurse is preparing to perform an admission assessment on a 28-year-old
man being admitted for Crohn’s disease. The nurse knows that according to
the Patients’ Bill of Rights, this client is responsible for which of the following?
Select all that apply.

Category: Client rights

(1) Consentingto treatment is not a patient responsibility delineated in the
Patients’ Bill of Rights; it is a patient right.

(2) CORRECT: According to the American Hospital Association, patients’
responsibilities include (among other things) providing information about
medications.

(3) Providing proof of insurance is not a patient responsibility delineated in the
Patients’ Bill of Rights.

(4) CORRECT: According to the American Hospital Association, patients’
responsibilities include (among other things) providing information about
past illnesses.

19. The Answeris 1
The nurse is caring for a 41-year-old man with a new colostomy. As part of the
care planning for this client, the nurse knows a referral to which of the
following will be the priority?

Category: Referral



(1) CORRECT: Areferral to a certified wound, ostomy, and continence nurse
(CWOCN), if available, isimportant to the management of a client with a
colostomy during and after hospitalization.

(2) Although a referral to social services might be necessary based on other
factors, it is not the priority in the situation described.

(3) Although a referral to physical therapy might be necessary based on other
factors, it is not the priority in the situation described.

(4) Although a referral to occupational therapy might be necessary based on
other factors, it is not the priority in the situation described.

20. The Answer is 1
An RN isin charge of a team on a medical/surgical unit that includes an LPN.
The RN understands that which of the following is an activity that falls within
the scope of practice of an LPN?

Category: Supervision

(1) CORRECT: Administering oral medications is an appropriate activity for the
LPN.

(2) Collaborating with social services to develop a discharge plan is an activity
that falls within registered nurses’ scope of practice.

(3) Formulating a nursing diagnosis is an activity that falls within registered
nurses’ scope of practice.

(4) Developing policies are activities that fall within registered nurses’ scope of
practice.



21. The Answeris2 and3
The nurse in a maternity unit is caring for a client who has just delivered twins.
The client voices concern about her ability to manage when she gets home.
Which of the following statements BEST illustrates quality care delivery by the
nurse? Select all that apply.

Category: Referrals

(1) Thisisnotan appropriate answer to a new mother expressing concerns
about her ability to cope.

(2) CORRECT: A referral to home health care provides the client with
opportunities for support and assistance during this transition.

(3) CORRECT: Areferral to support groups provides the client with
opportunities for support and assistance during this transition.

(4) Thisisnotan appropriate answer to a new mother expressing concerns
about her ability to cope.

22. The Answer is 2
After responding to a code, several staff nurses express concerns over their
confidence levels and performance to the nurse in charge of the hospital’s
performance improvement program. The nurse in charge knows the BEST way
to evaluate and improve performance is to implement which of the following?

Category: Performance improvement (quality improvement)

(1) Although collecting and analyzing performance data can be helpfulin



understanding performance issues, it is not the best way to improve
performance.

(2) CORRECT: Mock codes can improve performance by encouraging
teamwork, improving communication and skill-building, and enhancing
confidence of caregivers.

(3) Studiessuggest that, although important for learning, training courses are
not the best way to improve performance.

(4) A written competency exam is not the best way to evaluate and improve
performance because it tests knowledge rather than performance.

23. The Answer is 2
A client is being treated for uncontrolled hypertension. The nurse knows that
the involvement of nursing, pharmacy, cardiology, and nutritional servicesis
an example of which of the following approaches?

Category: Collaboration with interdisciplinary team

(1) The concept of managed care is not related to a multidisciplinary
approach.

(2) CORRECT: A multidisciplinary approach involves members from nursing,
medicine, and other health care teams in the management of a particular
disorder, in order to provide a more comprehensive and individualized
approach.

(3) Case management is not related to a multidisciplinary approach.

(4) The concept of performance improvement is not related to a
multidisciplinary approach.



24. The Answeris2,4,1,3
The nurse is caring for a client newly diagnosed with diabetes, and performs
the following tasks. Place the tasks the nurse would perform in the
appropriate order. All options must be used.

Category: Establishing priorities

(1) Establishing outcomes/planning is the third step in the nursing process.
(2) Assessment is the first step in the nursing process.

(3) Evaluation is the last step in the nursing process.

(4) Diagnosisisthe second step in the nursing process.

25. The Answeris 1
The nurse administers the first dose of chemotherapy to a client on an
oncology unit. The nurse knows that which of the following activities is
appropriate to delegate to the LPN?

Category: Delegation

(1) CORRECT: An LPN may obtain the client’s blood pressure.

(2) Providing teaching about the side effects of chemotherapy is not an activity
that should be performed by an LPN.

(3) Administering a dose of chemotherapy is not an activity that should be
performed by an LPN.

(4) Flushingthe client’s central line is not an activity that should be performed
by an LPN.






CHAPTER S

SAFE AND EFFECTIVE CARE
ENVIRONMENT: SAFETY AND
INFECTION CONTROL

Safety and infection control are closely linked areas that are particularly important
in keeping clients healthy or helping them get well. Both home safety and safety in
a hospital setting are covered in this topic area. An important part of hospital safety
is the control of infections that clients might acquire while they are in the hospital
(called nosocomial infections). These infections might not be related to their
original condition or reason for admission but may have tremendous impact on
their ability to heal.

On the NCLEX-RN® exam, you can expect approximately 12 percent of the questions
to relate to Safety and Infection Control. This subcategory focuses on protecting

clients and health care personnel from health and environmental hazards.

Exam content related to the Safety and Infection Control subcategory includes, but
is not limited to, the following areas:

e Accident/error/injury prevention



Emergency response plan

Ergonomic principles

Handling hazardous and infectious materials

Home safety

Reporting of incident/event/irregular occurrence/variance

Safe use of equipment

Security plan

Standard precautions/transmission-based precautions/surgical asepsis
Use of restraints/safety devices



Safety Background

Begin your review of safety issues by making sure you understand the various
elements that are involved in client safety and accident prevention, including
developmental- or age-related risks specific to infants, toddlers, school-age
children, adolescents, adults, and older adults (geriatric clients), as follows:

¢ Infants: Educate parents or caretakers regarding infant safety and their
responsibility to take proper precautions to prevent injury. Infants should be
placed on their backs after eating and while sleeping, and transported using car
seats. This age group has a high risk for falls and burns.

e Toddlers: Mobility and curiosity create safety issues including poisoning,
choking, and drowning. Keep medications, poisons, and cleaning supplies in
locked cabinets. Toddlers should be transported only in car seats.

e School-age children: Time spent in school and playing with friends creates new
safety risks. Emphasize traffic safety, water safety, fire safety, and the dangers of
strangers. Car seats and/or booster seats should be used for children until adult
seat belts fit correctly, which typically does not occur until the child reaches 4
"9”, weighs at least 80 |b., and is between ages 8 and 12. (Age and height/weight
requirements vary by state.)

e Adolescents: Their sense of independence and invincibility, and access to cars,
creates risk. Emphasize driver education, alcohol and substance abuse
education, and sexual health information.



e Adults: Safety risks for this age group include home, workplace, and leisure
activities. Educate adults about motor vehicle, fire, and firearm safety.

e Older adults: Aging issues, both physical and cognitive, impact safety,
particularly regarding falls and side effects of medication. Possibilities of elder
abuse and motor vehicle accidents also increase for older adults.

You also need to understand the elements that are involved in client safety and
accident prevention related to the care environment. For example, in a hospital
setting, fall risks are most common in infants and geriatric clients. Know the
elements of a fall prevention program, including the different steps taken based on
the age of the client. Safety also involves the use of restraints to limit mobility, and
taking proper seizure precautions. You should be able to explain these precautions,
which include the use of physical restraints, and the need for suction and oxygen
equipment.



Infection Control Background

To correctly answer questions about infection control, begin by making sure you
understand some basic information about etiologic agents and the chain of
infection.

An etiologic agent is any pathogen that can cause an infection. Etiologic agents
include bacteria, fungi, protozoa, rickettsiae, and helminthes.

There are six elements in the chain of infection:

Pathogen: An infectious agent, like a bacteria or virus.

. Reservoirs: Any environment that is favorable for growth and reproduction of
infectious agents. A reservoir may be animate or inanimate. Human systems that
can act as reservoirs include blood, respiratory, gastrointestinal, reproductive,
and urinary.

). Portal of exit: A place where the infectious organisms get out of a host. Any of
the above-mentioned systems may be portals of exit.

l. Method of transmission: The way an infectious organism is transferred from
reservoir to host. This happens in one of three ways: direct contact, indirect
contact via a vector, or through the air (airborne).

. Portal of entry: A place where an infectious agent enters the susceptible host. A
portal of entry may also be through a system that can act as a reservoir.



). Susceptible host: A client, staff member, or other individual at risk for infection.

Now let’s review the most important concepts covered by the Safety and Infection
Control subcategory on the NCLEX-RN® exam.



Accident/Error/Injury Prevention

To help protect clients from accident and injury, you should assess risk factors
upon the client’s admission and identify appropriate methods to minimize risk of
injury. This includes knowledge of the developmental stages mentioned previously
in the Safety Background section, the client’s lifestyle, and his or her knowledge of
safety precautions.

You should know how to identify specific deficits, such as sight, hearing, and other
sensory perceptions that may impact client safety. It’s also important to be able to
teach families how to properly install and use infant and child car seats.

Medication and allergies are primary areas for error. Error prevention, therefore,
begins with proper identification of the client. You should be able to identify client
allergies and intervene appropriately, know how to verify appropriateness and/or
accuracy of a treatment or medication order, and be able to prevent treatment
errors using critical thinking and by following policies.



EFmergency Response Plan

The Joint Commission requires hospitals to have a disaster plan and periodically
practice response to the plan. You are responsible for knowing your role in disaster
response.

Know all of the stepsinvolved in fire safety in a hospital setting. If a fire occurs, first
get clients out of danger, then work to contain the fire, and finally determine the
order in which to evacuate clients, including identification of clients who must be
evacuated in beds or on stretchers (horizontally). You must also know how to teach
clients about fire safety at home, such as knowing emergency numbers, installing
and testing smoke alarms, acquiring fire extinguishers, and so on.



Frgonomic Principles

In order to protect not only the client but also yourself, you must understand
ergonomic principles when caring for clients. This includes using assistive devices
and proper lifting techniques. Assess a client’s ability to balance and use assistive
devices, such as crutches or a walker, and use that information to help develop an
appropriate care plan.

For clients with repetitive stress injuries, provide instruction and information about
body positions that can minimize or prevent these injuries. For clients with
conditions that cause stress to specific skeletal or muscular groups, understand
and educate the clients about necessary modifications. These may include
changing positions frequently, and performing routine stretching exercises for the
shoulders, neck, arms, hands, and fingers.

To protect yourself, you must not only use the proper lifting techniques when
moving and transferring clients, but also use correct posture in carrying out your
daily routines. Technology and technological devices (such as computer
workstations, computers on wheels, monitors) add to the physical stress that
nurses unconsciously put on their bodies—for instance, by overextending the
wrists, slouching, sitting without foot support, or straining to look at poorly placed
monitors. You must know how to correctly adjust workstations to minimize
awkward and frequently performed movements.






Handling Hazardous and Infectious
Materials

It is important to be aware of the elements of employee safety. These include the
safe use of equipment, safe handling of hazardous chemicals, and the use of
Material Safety Data Sheets (MSDS), which are Occupational Safety and Health
Administration (OSHA)-required handouts that describe all chemical agentsin an
employment setting.

Know the standard precautions to protect against blood-borne pathogen exposure.
(OSHA has written standards that include recommendations from the Centers for
Disease Control and Prevention [CDC], including the use of gloves and face and eye
protection.) You must know what to do in case of a needlestick, the standards for
environmental infection control, and necessary information related to latex
allergies for both staff and clients. Be sure latex-free gloves and latex-free carts are
available and used as necessary.

You also need to be able to identify biohazardous, flammable, and infectious
materials; know how to control the spread of infectious agents; follow procedures
for handling biohazardous materials; and be able to demonstrate safe handling
techniques to staff and clients.



The Needlestick Safety and Prevention Act is significant legislation that was
enacted to protect health care workers. Do not re-cap needles or bend or break

them before disposal. Ensure that sharps containers are in each client room and
medication area.



Home Safety

Home safety includes evaluating the client’s home care environment for fire risk,
environmental hazards, and other elements that present a risk of accident or injury
to the client. It also involves working with the client and the client’s family and
significant others to recommend modifications, such as lighting or handrails.

Home safety also includes teaching clients self-care, and teaching parents how to
care for children. It also includes teaching preventive measures for home care, such
as encouraging the client to use protective equipment when using devices that can
cause injury.



Reporting of Incident/Event/Irregular
Occurrence/Variance

Incident reports are tools designed to provide information about potential areas of
exposure to liability, and are also used to identify problems and develop solutions
to prevent the same incident from happening again. Being able to accurately
identify situations requiring completion of an incident or unusual occurrence
report is an important skill. Although each hospital has its own procedures, the
most important thing is to prevent further injury. In addition to reporting, you need
to evaluate the response to the event to ensure it helped to correct the situation
and to prevent further errors. Record the facts of the incident in the medical
record, but do not include a copy of the incident report or make reference to its
existence in the medical record.



Safe Use of Equipment

You must make sure that equipment needed to perform client care procedures and
treatments is used safely and properly. This includes inspecting equipment to
make sure it is safe to use. If a client needs to use equipment at home, you must
teach the client how to use the equipment safely and properly.

If equipment is not safe, or if it malfunctions, you should stop using it, label it as
broken, remove it from any possible use, put it in a designated area for broken
equipment (if available), and report the problem to the appropriate person.



Security Plan

You may be asked to triage injured or ill clients in an emergency, and to identify
those in need of urgent care. The exam focuses on airway, breathing, circulation,
and neurological deficits.

The orderis:
Clear and open the airway.

). Assess for respiratory distress.
Assess quality of breathing (rate, and color of skin, lips, and fingernails) and

auscultate lungs.

L. Check pulse.

). Assess for external bleeding.

». Take blood pressure.

". Assess the level of consciousness and pupillary response, and the weakness or
paralysis of extremities.

You should also be aware of your facility’s procedures and protocols during an
evacuation, newborn nursery security event, and bomb threat. Nurses often
participate in developing security and emergency plans, so you should be prepared
to do so. Clinical decision-making skills and critical thinking are important
components of the development and successful execution of a security plan.






Standard Precautions/Transmission-Based
Precautions/Surgical Asepsis

There are a variety of different precautions that should be used to prevent the
spread of infection. These include “standard” precautions that should always be
used, precautions specifically aimed at the transmission of pathogenic
microorganisms, and surgical asepsis (sterile techniques).

STANDARD PRECAUTIONS

In addition to understanding the chain of infection, you should be able to apply
standard precautions (such as handwashing, wearing gloves and gowns, and using
face protection, such as masks, goggles, and face shields) with respect to hand
hygiene, blood, bodily fluids, excretions, and secretions. These principles apply
whether or not the skin and mucous membranes are intact, and should always be
used in caring for clients across all diagnoses and all care settings.

Be aware of how, and in what order, to correctly put on and remove personal
protective equipment (PPE). Perform hand hygiene first. Then before making
contact with the client, and preferably outside the room, put on PPE: gown first,
then the mask, then eye protection, and gloves last. The steps reverse for PPE are:



remove gloves first, then eye protection, then gown, then mask, with hand hygiene
coming last.

TRANSMISSION-BASED PRECAUTIONS

Transmission-based precautions limit the spread of pathogenic microorganisms.
You should be able to compare and contrast airborne, droplet, and contact
precautions; know when to use each; and know when multiple precautions may be
needed. For example, when small (< 5 mcm) pathogen-infected droplets remain
suspended in the air over time and travel distances greater than 3 feet, use
airborne precautions. pathogens may include measles (rubeola), chickenpox
(varicella), and tuberculosis, among others. use droplet precautions for larger (> 5
mcm) pathogen-infected droplets that travel 3 feet or less via coughing, sneezing,
and so on. An example of this type of pathogen is Haemophilus influenzae. Use
contact precautions with known or suspected microorganisms transmitted by
direct hand-to-skin contact or indirect contact with surfaces (Clostridium difficile,
herpes simplex, impetigo, etc.).

You should also be able to identify infectious agents that require transmission-

based precautions, and specific precautions used in cases of drug-resistant
infections.

SURGICAL ASEPSIS



You need to understand the principles of surgical asepsis—the practices necessary
to maintain objects and areas free of microorganisms—also known as sterile
techniques. Know how to use these techniques in implementing a variety of
procedures, including IV therapy and urinary catheterization.

The basic principles of surgical asepsis are:

e Everyobject used in a sterile field must be sterile.

e |f asterile object touches an unsterile object, it is no longer sterile.

e |f asterile object is out of view, or below waist level, it is considered unsterile.

e Asterile object can become unsterile through exposure to airborne
microorganisms.

e Fluids flow in the direction of gravity.

e Moisture passing through a sterile object can draw microorganisms from
unsterile surfaces above or below through capillary action.

e The edges of a sterile field are unsterile.

e The skin cannot be sterilized.



Use of Restraints/Safety Devices

You need to understand the difference between chemical (medication) and
physical restraints (bedside rails, jacket, and extremity strap restraints). In addition,
you need to know how to utilize restraints safely, effectively, and only when
necessary, as well as how and with what frequency to monitor clients who are
restrained. It’s also important to understand the legal implications of restraining
clients, as well as agency-specific policies and procedures. This includes
understanding that seizures may necessitate restraint.



Chapter Quiz

1. The physician orders an MRI of the brain for an adult male client. Which of
the following findings in the client’s history should the nurse report to the
physician?

(A) Allergy to contrast dye

(B) Implanted cardiac pacemaker

(C) Chronic obstructive pulmonary disease (COPD)
(D) Herniarepair

2. The nurse is developing a care plan for a client with hepatitis C. The nurse
knows that the primary route of transmission of this hepatitis virus is
which of the following?

(A) Contaminated food
(B) Feces

(C) Blood

(D) Sputum



3. The nurse is preparing to discharge a client with rheumatic heart disease
who is recovering from endocarditis. Which of the following statements
from the client indicates that the client understands the teaching?

(A) “I'mso glad I don’t need any more antibiotics now that I’'m feeling
better.”

(B) “Ican restart my exercise program in a day or two.”

(C) “I'will watch for signs of relapse the first few days after discharge.”

(D) “lwillinform my dentist should | ever need any dental work.”

4. The nurse is preparing to test a client who has allergies from an unknown
cause. Which of the following tests should the nurse perform?

(A) Tzanck test
(B) Patch test
(C) Rinne test
(D) Stress test

5. The nurse is preparing a client with acquired immunodeficiency syndrome
(AIDS) for discharge to home. Which of the following instructions should
the nurse include?



(A) “Avoid sharing articles such as razors and toothbrushes.”
(B) “Do not share eating utensils with family members.”

(C) “Limitthe time you spend in public places.”

(D) “Avoid eating food from serving dishes shared with others.”

6. The nurse is preparing to administer a tuberculin (Mantoux) skin test to a
client suspected of having tuberculosis (TB). The nurse knows that the test
will reveal which of the following?

(A)

(B) Active TB infection

(C) Latent TBinfection

(D) Whether the client has been infected with TB bacteria

How long the client has been infected with TB

7. An older adult has been admitted with diagnosis of stroke and a history of
dementia. Which of the following nursing diagnoses has the highest
priority for this client?

(A) Bathing/hygiene self-care deficit
(B) Risk forinjury

(C) Impaired physical mobility

(D) Disturbed thought processes



8. The nurse has just administered insulin to a diabetic client. In which of the
following ways should the nurse dispose of the needle?

(A) Re-cap the needle and discard it in the nearest puncture-resistant
container.

(B) Re-cap the needle and discard it in the nearest biohazard container.

(C) Discard the needle in a puncture-resistant container.

(D) Break the needle and discard it in the nearest puncture-resistant

container.

9. The nurse is preparing to administer packed red blood cells (PRBCs) to a
client. Arrange the following steps in the order the nurse should perform
them. All options must be used.

(A) Explain the procedure to the client.

(B) Obtain the client’s vital signs.

(C) Assess that the client has a blood bank identification armband.

(D) Obtain the PRBCs from the blood bank according to hospital policy
and perform a visual check of the blood.

(E) Perform a bedside identification and blood product verification by
two licensed individuals.

(F) Verify the physician order.

(G) Prime the transfusion tubing with a 0.9% sodium chloride solution.



10. Two nurses are preparing to lift a client up in bed. Which of the following
should the nurses do to help avoid injuring their backs?

(A) Bend from the waist.

(B) Lift with the back, not with the legs.

(C) Lower the head of the bed to about 30 degrees, if the client can
tolerate it.

(D) Make certain the bed isin a reasonably high position.

11. In the emergency room, the nurse assesses a 4-year-old child suspected of
having measles. Which of the following kinds of precautions should the
nurse initiate?

(A) Contact precautions
(B) Droplet precautions
(C) Airborne precautions
(D) Reverse isolation

12. Afemale client comes to the Emergency Department reporting vaginal
discharge, irritation of the vagina, and the need to urinate often. The nurse
suspects a sexually transmitted disease (STD), and the physician orders
diagnostic testing of the vaginal discharge. Which of the following STDs
does the nurse know must be reported to the Department of Public
Health?



A

(A) Genital herpes

(B) Human papillomavirus infection
(C)

(D)

C
D

Gonorrhea
Trichomoniasis

13. An elderly client, who is not oriented to time, place, or person, had a total
hip replacement. The client is attempting to get out of bed and pull out the
IV line that is infusing antibiotics. The client has bilateral soft wrist
restraints and a vest restraint. Which of the following interventions by the
nurse are appropriate? Select all that apply.

(A) Askthe client if he needs to use the bathroom, and provide range-of-
motion exercises every 2 hours.

(B) Document the type of restraint used and assess the need for
continued use.

(C) Tiethe restraints to the side rails of the bed.

(D) Obtain a new physician order for the restraint every 12 hours.
(E) Observe for correct placement of restraints.

(F) Tiethe restraintsin a quick-release knot.

14. The nurse is preparing to administer a unit of PRBCs to an anemic client.
After obtaining the blood from the blood bank, the nurse must begin
administering it within which of the following time periods?



(A) 15 minutes
(B) 30 minutes
(C)
(D)

45 minutes
60 minutes

15. The nurse is assessing an elderly client for risk of falls. Which of the
following should the nurse collect?

(A) The facility’s restraint policy

(B) Gait, balance, and visual impairment information
(C) Psychosocial history

(D) The facility’s environmental safety plan

16. The nurse is administering nightly medications, which include an
anticoagulant and a stool softener. Which of the following should the
nurse do FIRST before administering the medications?

(A) Scanthe medication label and the client’s wristband.

(B) Ask the client his or her name to properly identify this client as the
one for whom the medications were ordered.

(C) Match the client’s date of birth and name on the client’s wristband
with the same information on the medication order.

(D) Match the client’s name and room number with the medication
order.



17. The physician verbally orders a medication for a client during an
emergency code. Which of the following should the nurse do?

(A) Repeat the order back to the physician for confirmation and
administer it.

(B) Retrieve the medication and administer it.

(C) Write the order down, retrieve the medication, and administer it.

(D) Read the order to another nurse, have that nurse retrieve the
medication, and stay with the client.

18. The client has a new order for placement of a Foley catheter due to urinary
retention. Which of the following should the nurse do before starting the
procedure? Select all that apply.

(A) The nurse should confirm the client’s identity, because a procedure
requires proper identification.

(B) The nurse should confirm the client’s medical record number via the
wristband and order.

(C) Askthe client his or her name only, because this is a procedure and
not a medication administration.

(D) The nurse should confirm the client’s name via the wristband and
order.



19. Which of the following actions by the nurse is the MOST effective means of
preventing infection?

(A) Washing hands after client contact

(B) Washing hands after removing gloves

(C) Hand hygiene between clients

(D) Hand hygiene before entry to a client’s room and upon exit of a

client’sroom

20. Theclientis an obese male with decubitus ulcers. Treatment of the ulcers
requires frequent turning and repositioning. The nursing unit has a special
lift that allows for turning of clients and placement onto a bedpan without
any lifting on the part of the staff. The client urgently requests the bedpan.
Because the lift apparatus takes a few minutes to set up, which of the
following should the nurse do?

(A) Quickly assist the client onto the bedpan without the lift because he
needs to use it urgently.

(B) Encourage the client to try to be patient, and set up the apparatus.

(C) Get the assistance of an aide to help lift the client.

(D) Encourage the client to wear an incontinence brief.

21. Theclient has experienced multiple episodes of hyperglycemia not
manageable by subcutaneous insulin injections. The client has an active



22.

order for infusion of an insulin drip for glycemic management to be
discontinued at bedtime, after which the client is NPO. The client’s most
recent blood sugar level, taken at 3 r.m., was 60. Which of the following
actions by the nurse is the MOST appropriate?

(A) The nurse should follow the order and allow the insulin to infuse until
bedtime.

(B) The nurse should recheck the client’s blood sugar.

(C) The nurse should bring this blood sugar level to the physician’s
attention and discuss stopping the infusion.

(D) The nurse should seek advice from other nurses.

The adult children of a hospice home care client inquire about whether it is
safe to hug their mother, because she has had a methicillin-resistant
Staphylococcus aureus (MRSA) infection in the past. Which of the following
statements by the children would indicate a need for further teaching by

the nurse?

(A) “We should wash our hands frequently.”

(B) “We should use hand sanitizer.”

(C) “Those of us with poor immune systems should be extra careful.”
(D) “We should wear gowns and gloves at all times when having contact

with our mother.”



23. The nurse witnesses another nurse, wearing a gown and gloves, enter a
client room labeled “Airborne Precautions.” Which of the following actions
by the witnessing nurse is MOST appropriate?

(A) Notify the nurse manager to discuss policies with the other nurse.

(B) Ask a physician to give a presentation on which precautions require
which types of personal protective equipment (PPE).

(C) Remind the other nurse that she needs a mask in addition to a gown
and gloves for airborne-type precautions.

(D) Ask the other nurse to look up the policy about precautions.

24. The nurse discovers a client on the floor in the client’s hospital room. After
examining the client and assisting him safely back to bed, which of the
following should the nurse do FIRST?

(A) File anincident report.

(B) Putthe bed alarm back on.

(C) Institute a client observer to sit with the client and prevent further
falls.

(D) Notify the nurse manager.

25. The hospitalized client is receiving an infusion and the pump has
malfunctioned. Which of the following actions by the nurse is MOST



appropriate once the infusion has been stopped and restarted with a

functioning pump?

(A) Place a “Broken” sticker on the malfunctioning pump according to
hospital policy, and place the pump in the designated malfunctioning
equipment area.

(B) Place the malfunctioning pump in the utility room.

(C) Remove the malfunctioning pump from the client’s room and place
with other pumps.

(D) Place the malfunctioning pump to the side in the client’s room.

26. The nurse completes a peripherally inserted central catheter (PICC) line
dressing change for a home care client. When removing the PPE, the nurse
should do which of the following?

(A) Remove the mask and then the gloves.

(B) Remove the gloves and then the mask.

(C) Remove only the gloves; there is no need to wear a mask.
(D) Remove only the mask; there is no need to wear gloves.

27. Theclientis found on the floor by the nursing assistive personnel (NAP).
Once the client is safe, which of the following should the nurse do next?



(A) Document the event in the client’s medical record and file an incident
report.

(B) File anincident report only.

(C) Document the event in the client’s medical record and have the NAP
file an incident report.

(D) Document the event in the client’s medical record only.

28. The nurse is making a home visit to an elderly client during the winter. The
nurse notices upon arrival that the client has the oven turned on with the
oven door open, and is using it as a form of heat. Which of the following
actions by the nurse is MOST appropriate?

(A) Take care of the client’s medical needs and do not get involved in the
client’s private matters.

(B) Shut the oven off and continue with the home visit.

(C) Report the event to the local Fire Department.

(D) Have a meeting with the client and family and warn them of the fire
and safety risks of using the oven for heat.

29. The medical center encounters a bomb threat. The emergency response
team informs the staff that the threat is legitimate and that clients should
start being evacuated. Which of the following clients should the nurse
begin evacuating FIRST to the safe designated area?



(A) Ambulatory clients
(B) Bedridden clients

(C) ICU clients
(D) Infant clients

30. The nurse discovers that the last dose of intravenous antibiotic
administered to a client was the wrong dose. Which of the following should
the nurse do?

(A) Document the event in the client’s medical record only.

(B) File anincident report, and document the event in the client’s
medical record.

(C) Document in the client’s medical record that an incident report was
filed.

(D) File anincident report, but don’t document the event in the client’s
medical record, because information about the incident is protected.



Chapter Quiz Answers and Explanations

1. The Answer is 2
The physician orders an MRI of the brain for an adult male client. Which of the

following findings in the client’s history should the nurse report to the
physician?

Category: Accident/injury prevention; Safe use of equipment

(1) Allergy to contrast dye is contraindicated in CT scans with contrast, not
MRI.

(2) CORRECT: Metallicitems, including metallic implants such as a cardiac
pacemaker, are contraindicated in MRI.

(3) COPD s not a contraindication for MRI.

(4) Herniarepairis not a contraindication for MRI.

2. The Answeris 3
The nurse is developing a care plan for a client with hepatitis C. The nurse

knows that the primary route of transmission of this hepatitis virus is which of
the following?

Category: Standard precautions/transmission-based precautions/surgical
asepsis



(1) The hepatitis A (not hepatitis C) virus is transmitted through the fecal-oral
route, primarily through ingestion of contaminated food.

(2) The hepatitis A (not hepatitis C) virus is transmitted through the fecal-oral
route, primarily through ingestion of contaminated food.

(3) CORRECT: The hepatitis Cvirus is transmitted through blood and
parenteral routes.

(4) The hepatitis Cvirus is not transmitted through sputum.

3. The Answeris 4
The nurse is preparing to discharge a client with rheumatic heart disease who
is recovering from endocarditis. Which of the following statements from the
client indicates that the client understands the teaching?

Category: Standard precautions/transmission-based precautions/surgical
asepsis

(1) The client must take the full course of prescribed antibiotics even if feeling
better.

(2) The client must restrict activity as directed by the physician.

(3) Relapse may occur, but not until about 2 weeks after treatment stops.

(4) CORRECT: Susceptible clients must understand the need for prophylactic
antibiotics before, during, and after dental work.

4. The Answer is 2
The nurse is preparing to test a client who has allergies from an unknown
cause. Which of the following tests should the nurse perform?



Category: Error prevention

(1) The Tzanck test is used to detect the herpes virus.

(2) CORRECT: The patch test identifies the cause of allergic contact
sensitization and is indicated in clients with suspected allergies or allergies
from an unknown cause.

(3) The Rinne test compares bone conduction to air conduction in the ears.

(4) A stresstest assesses cardiovascular response to increased workload.

5. The Answeris 1
The nurse is preparing a client with acquired immunodeficiency syndrome
(AIDS) for discharge to home. Which of the following instructions should the
nurse include?

Category: Standard precautions/transmission-based precautions/surgical
asepsis

(1) CORRECT: The human immunodeficiency virus (HIV), which causes AIDS, is
concentrated mostly in blood and semen. The client should not share
articles that may be contaminated with blood, such as razors and
toothbrushes.

(2) HIVisnot transmitted by sharing eating utensils.

(3) Someone with HIV does not need to limit time in public places.

(4) HIVisnottransmitted by sharing food from serving dishes used by
someone with AIDS.



6. The Answer is 4

The nurse is preparing to administer a tuberculin (Mantoux) skin test to a
client suspected of having tuberculosis (TB). The nurse knows that the test
will reveal which of the following?

Category: Standard precautions/transmission-based precautions/surgical
asepsis

(1) The test cannot detect how long a person has been infected.

(2) The test cannot detect whether the infection is latent (inactive) or active.
(3)

(4)

3) The test cannot detect whether the infection can be passed on to others.
4) CORRECT: A tuberculin skin test is performed to determine if a person has

ever had TB.

7. The Answer is 2
An older adult has been admitted with diagnosis of stroke and a history of

dementia. Which of the following nursing diagnoses has the highest priority
for this client?

Category: Accident/injury prevention

(1) Abathing/hygiene self-care deficit would not be the highest priority.

(2) CORRECT: Older adults with dementia are at risk for injury due to increased
risk for falls, because they may not recognize their limitations, despite
immobility related to stroke.

(3) Impaired physical mobility would not be the highest priority.



(4) Disturbed thought processes would not be the highest priority.

8. The Answeris 3
The nurse has just administered insulin to a diabetic client. In which of the
following ways should the nurse dispose of the needle?

Category: Handling hazardous and infectious materials

(1) Needles should not be re-capped.

(2) Needles should not be re-capped and should be placed in puncture-
resistant containers, not just any biohazard container.

(3) CORRECT: Needles and sharps should be placed in the nearest puncture-
resistant container.

(4) Needles should not be broken.

9. TheAnsweris6,3,1,2,7,4,5
The nurse is preparing to administer packed red blood cells (PRBCs) to a
client. Arrange the following steps in the order the nurse should perform
them. All options must be used.

Category: Error prevention

(1) The third step is to explain the procedure to the client.

(2) The fourth stepisto obtain the client’s vital signs.

(3) The second step is to assess that the client has a blood bank identification
armband.



(4) The sixth step is to obtain the PRBCs from the blood bank according to
hospital policy and perform a visual check of the blood.

(5) The last step is to perform a bedside identification and blood product
verification by two licensed individuals.

(6) Thefirst step is to verify the physician order.

(7) The fifth step is to prime the transfusion tubing with a 0.9% sodium
chloride solution.

10. The Answer is 4
Two nurses are preparing to lift a client up in bed. Which of the following
should the nurses do to help avoid injuring their backs?

Category: Accident/injury prevention; Ergonomic principles

(1) When lifting or moving a client, nurses should maintain the natural curve of
the spine and not bend at the waist.

(2) When lifting or moving a client, nurses should lift with the legs and not the
back.

(3) When lifting or moving a client, place the bed in the Trendelenburg
position if the client can tolerate it.

(4) CORRECT: The bed should be in a reasonably high position so the nurses do
not have to lean.

11. The Answer is 3
In the emergency room, the nurse assesses a 4-year-old child suspected of
having measles. Which of the following kinds of precautions should the nurse



initiate?

Category: Standard precautions/transmission-based precautions/surgical
asepsis

(1) Contact precautions are not used for measles.

(2) Droplet precautions are not used for measles.

(3) CORRECT: Airborne precautions are used to prevent the transmission of
infectious agents that remain infectious over long distances when
suspended in the air.

(4) Reverse isolation is not used for measles.

12. The Answer is 3
A female client comes to the Emergency Department reporting vaginal
discharge, irritation of the vagina, and the need to urinate often. The nurse
suspects a sexually transmitted disease (STD), and the physician orders
diagnostic testing of the vaginal discharge. Which of the following STDs does
the nurse know must be reported to the Department of Public Health?

Category: Standard precautions/transmission-based precautions/surgical
asepsis

1

(1) Genital herpesis not a reportable disease.

(2) Human papillomavirus infection is not a reportable disease.
(3)

(4)

3) CORRECT: Gonorrhea must be reported to the Department of Public Health.
4) Trichomoniasisis not a reportable disease.



13. The Answeris1,2,5,and 6
An elderly client, who is not oriented to time, place, or person, had a total hip
replacement. The client is attempting to get out of bed and pull out the IV line
that is infusing antibiotics. The client has bilateral soft wrist restraints and a
vest restraint. Which of the following interventions by the nurse are
appropriate? Select all that apply.

Category: Use of restraints/safety devices

(1) CORRECT: Toileting and range-of-motion exercises should be provided
every 2 hours while a client is in restraints.

(2) CORRECT: The client must be assessed frequently to ascertain when
restraints can be removed, and this information must be documented.

(3) Restraints should never be tied to the side rails, because this can cause
injury if the side rail is lowered without untying the restraint.

(4) A new physician’s order must be obtained every 24 hours if restraints are
continued.

(5) CORRECT: The nurse should observe for correct placement of restraints.

(6) CORRECT: Restraints should be tied in knots that can be released quickly
and easily.

14. The Answer is 2
The nurse is preparing to administer a unit of PRBCs to an anemic client. After
obtaining the blood from the blood bank, the nurse must begin administering
it within which of the following time periods?



Category: Error prevention

(1) The nurse has up to 30 minutes to begin administering the blood product.

(2) CORRECT: After obtaining the blood product from the blood bank, the
nurse must begin administering the product within 30 minutes.

(3) Thistime period is too long.

(4) Thistime period istoo long.

15. The Answer is 2
The nurse is assessing an elderly client for risk of falls. Which of the following
should the nurse collect?

Category: Accident/injury prevention

(1) The facility’s restraint policy is not relevant to a fall risk assessment.

(2) CORRECT: Fall risk should include assessment of gait, balance, and visual
impairment.

(3) The client’s psychosocial history isimportant but not in relation to risk for
falls.

(4) The facility’s environmental safety plan is not relevant to a fall risk
assessment.

16. The Answer is 3
The nurse is administering nightly medications, which include an
anticoagulant and a stool softener. Which of the following should the nurse
do FIRST before administering the medications?



Category: Error prevention

(1) Scanningthe medication label and the client’s wristband might be correct
if the institution has a bar coding system, but it is not the first thing you
would do.

(2) Askingthe client his or her name might be correct, but it is not the most
complete answer.

(3) CORRECT: The 2012 National Patient Safety Goals require using a minimum
of two patient identifiers as a means to promote the safest care and to
prevent medication errors.

(4) The room number should never be used as a client identifier.

17. The Answeris 1
The physician verbally orders a medication for a client during an emergency
code. Which of the following should the nurse do?

Category: Error prevention

(1) CORRECT: In an emergency code situation, the order can be repeated back
to the physician for confirmation and given, as there is another nurse
recording events of the code.

(2) The medication order should be confirmed with the physician first.

(3) The order should be repeated back to the physician for verification before
itisadministered.

(4) The nurse should confirm the order with the physician first.



18. The Answeris1,2,and4
The client has a new order for placement of a Foley catheter due to urinary
retention. Which of the following should the nurse do before starting the
procedure? Select all that apply.

Category: Error prevention

(1) CORRECT: The nurse should confirm the client’s identity, because a
procedure requires proper identification.

(2) CORRECT: The nurse should confirm the client’s medical record number via
the wristband and order.

(3) The nurse must always properly identify clients for any and all treatments,
not just for medication administration.

(4) CORRECT: The nurse should confirm the client’s name via the wristband
and order.

19. The Answeris 4

Which of the following actions by the nurse is the MOST effective means of
preventing infection?

Category: Standard precautions/transmission-based precautions/surgical
asepsis

(1) Washing hands after client contact is appropriate but not the most
effective means of preventing an infection, and alone, is not enough.
(2) Washing hands after removing gloves is appropriate but not the most



effective means of preventing an infection, and alone, is not enough.
(3) Hand hygiene between clients is appropriate but not the most effective
means of preventing an infection, and alone, is not enough.
(4) CORRECT: Hand hygiene should occur before entry and upon exit of all
client care transactions.

20. The Answer is 2
The client is an obese male with decubitus ulcers. Treatment of the ulcers
requires frequent turning and repositioning. The nursing unit has a special lift
that allows for turning of clients and placement onto a bedpan without any
lifting on the part of the staff. The client urgently requests the bedpan.
Because the lift apparatus takes a few minutes to set up, which of the
following should the nurse do?

Category: Ergonomic principles

(1) Quickly assisting the client onto the bedpan is a tempting answer and
might happen frequently in real life. However, it is not the best or safest
option for the client or the nurse.

(2) CORRECT: Encourage the client to wait while the apparatusis set up. Itis
more important to prevent potential injury to the nurse. Nurses are
commonly affected by ergonomic injuries related to lifting and moving
clients.

(3) Thisis not the best or safest option for the client or the aide.

(4) Encouraging the client to wear an incontinence brief is inappropriate.



21. The Answer is 3
The client has experienced multiple episodes of hyperglycemia not
manageable by subcutaneous insulin injections. The client has an active order
for infusion of an insulin drip for glycemic management to be discontinued at
bedtime, after which the client is NPO. The client’s most recent blood sugar
level, taken at 3 r.m., was 60. Which of the following actions by the nurse is the
MOST appropriate?

Category: Error prevention

(1) The nurse has a duty to verify the order, given the change in circumstances.
The blood sugar is now low, and continuing an insulin drip has the
potential to drop it to a dangerous level.

(2) The nurse would recheck the client’s blood sugar level only if there was
reason to believe it might be in error.

(3) CORRECT: The most appropriate action is to contact the physician and
discuss stopping the infusion, based on the last blood sugar level.

(4) The nurse might ask a colleague for advice, but the most appropriate
action is to discuss the situation with the physician.

22. The Answer is 4
The adult children of a hospice home care client inquire about whether it is
safe to hug their mother, because she has had a methicillin-resistant
Staphylococcus aureus (MRSA) infection in the past. Which of the following

statements by the children would indicate a need for further teaching by the
nurse?



Category: Standard precautions/transmission-based precautions/surgical
asepsis

(1) Astatement that “we should wash our hands frequently” is accurate.

(2) Astatement that “we should use hand sanitizer” is accurate.

(3) Astatement that “those of us with poor immune systems should be extra
careful” is accurate.

(4) CORRECT: The family does not have to wear gowns and gloves when
interacting with their mother. The infection occurred in the past; even if it
was active, gowns and gloves would not be required. Staff wear PPE to
prevent spreading these types of infections to other clients.

23. The Answer is 3
The nurse witnesses another nurse, wearing a gown and gloves, enter a client

room labeled “Airborne Precautions.” Which of the following actions by the
witnessing nurse is MOST appropriate?

Category: Standard precautions/transmission-based precautions/surgical
asepsis

(1) The nurse manager does not need to be notified about this event unless it
was recurring behavior endangering clients and staff. The witnessing nurse
may still notify the manager, but it is not the most appropriate priority
action.

(2) A presentation about which precautions require which types of PPE does
not need to be delivered by a physician. Precautions are within the realm of



nursing practice.

(3) CORRECT: Remind the other nurse that she needs a mask in addition to a
gown and gloves for airborne-type precautions.

(4) The other nurse might need to review the policy, but a gentle reminder to
use a mask is the most professionally appropriate act by the witnessing
nurse.

24. The Answer is 2
The nurse discovers a client on the floor in the client’s hospital room. After
examining the client and assisting him safely back to bed, which of the
following should the nurse do FIRST?

Category: Accident/injury prevention

(1) The nurse would file an incident report after meeting the patient’s care
needs.

(2) CORRECT: Putting the bed alarm back on is the most appropriate first step
to promote immediate safety of the client.

(3) Instituting a client observer might be appropriate, but not enough
information about the circumstances of the client and the manner in which
he got to the floor is given in the question stem.

(4) Notifying the nurse manager might be appropriate, but not enough
information about the circumstances of the client and the manner in which
he got to the floor is given in the question stem.

25. The Answeris1



The hospitalized client is receiving an infusion and the pump has
malfunctioned. Which of the following actions by the nurse is MOST
appropriate once the infusion has been stopped and restarted with a
functioning pump?

Category: Safe use of equipment

(1) CORRECT: The malfunctioning equipment should be labeled clearly and put
in a separate area to be reviewed by the equipment department.

(2) Placing the malfunctioning pump in the utility room may inadvertently
allow the pump to reenter circulation and have the potential to lead to an
infusion error.

(3) Placing the pump with other pumps may inadvertently allow the pump to
reenter circulation and have the potential to lead to an infusion error.

(4) Placing the pump to the side in the client’s room may inadvertently allow
the pump to reenter circulation and have the potential to lead to an
infusion error.

26. The Answer is 3
The nurse completes a peripherally inserted central catheter (PICC) line
dressing change for a home care client. When removing the PPE, the nurse
should do which of the following?

Category: Standard precautions/transmission-based precautions/surgical
asepsis



27.

Removing the mask with gloves on could transfer contamination from the
gloves to the mask and potentially to the nurse’s head.

CORRECT: Gloves are removed first.

Both gloves and a mask should be worn when changing a PICC line
dressing.

Both gloves and a mask should be worn when changing a PICC line
dressing.

The Answer is 3

The client is found on the floor by the nursing assistive personnel (NAP). Once

the client is safe, which of the following should the nurse do next?

Category: Reporting of incident/event/irregular occurrence/variance

(1) The nurse should not file the incident report—the one who discovers the

event (the NAP) should document it.

(2) Anincident report needs to be filed for internal purposes of learning from

(3)

occurrences, but the event must also be documented for purposes of client
care.

CORRECT: The event should be documented in the client’s medical record
and the NAP should file an incident report.

(4) Anincident report needs to be filed for internal purposes of learning from

occurrences.

28. The Answer is 4



The nurse is making a home visit to an elderly client during the winter. The
nurse notices upon arrival that the client has the oven turned on with the
oven door open, and is using it as a form of heat. Which of the following
actions by the nurse is MOST appropriate?

Category: Home safety

(1) Asthe home care nurse, it is the nurse’s obligation to promote client safety
and to prevent hazards.

(2) Shutting the oven off and continuing with the home visit might be a
tempting choice. The nurse might do this, too, but it doesn’t solve the
problem if no education is done with the client and family.

(3) Reporting the event to the local Fire Department is not necessary unless
the nurse has a fear that this activity will be continued.

(4) CORRECT: Have a meeting with the client and family and warn them of the
fire and safety risks of using the oven for heat.

29. The Answeris 1
The medical center encounters a bomb threat. The emergency response team
informs the staff that the threat is legitimate and that clients should start
being evacuated. Which of the following clients should the nurse begin
evacuating FIRST to the safe designated area?

Category: Emergency response plan

(1) CORRECT: Ambulatory clients have the potential to wander and end up in



an unsafe place if not directed correctly.

Bedridden clients cannot leave without assistance; therefore they would be
evacuated subsequent to the ambulatory clients.

ICU clients cannot leave without assistance; therefore they would be
evacuated subsequent to the ambulatory clients.

Infant clients cannot leave without assistance; therefore they would be
evacuated subsequent to the ambulatory clients.

30. The Answer is 2
The nurse discovers that the last dose of intravenous antibiotic administered
to a client was the wrong dose. Which of the following should the nurse do?

Category: Reporting of incident/event/irregular occurrence/variance

(1)

(2)

(3)

The event should be filed both in an incident report and in the client’s
medical record.

CORRECT: The event should be filed in an incident report and in the client’s
medical record.

Nurses should not document in the client’s medical record that an incident
report was filed. The incident report is for internal purposes of learning for
the institution.

The event should be filed in both an incident report and in the client’s
medical record.



CHAPTER 6

HEALTH PROMOTION AND
MAINTENANCE

Health promotion and maintenance involves helping your clients achieve and
continue to enjoy optimal health. You help people to identify that target state,
discover their strengths and their needs, and then support their path to full health
and wellness potential. Putting your enthusiasm into screening, education, and
treatment efforts can make a significant difference in successful outcomes.

On the NCLEX-RN® exam, you can expect approximately 9 percent of the questions
to relate to Health Promotion and Maintenance. This category focuses on the
knowledge of expected growth and development principles, prevention and/or
early detection of health problems, and strategies to achieve optimal health. Exam
content related to Health Promotion and Maintenance includes, but is not limited
to, the following areas:

Aging process

Ante/intra/postpartum and newborn care

Developmental stages and transitions

Health promotion/disease prevention



Health screening

High-risk behaviors

Lifestyle choices
Self-care

Techniques of physical assessment

Let’s now review the most important concepts covered by the Health Promotion
and Maintenance category on the NCLEX-RN® exam.



Aging Process

The aging process unfolds gradually, starting with infancy (the first year of life).
After that, school becomes the dividing marker. Thus preadolescent stages are
divided into two: preschool (1-4 years) and school-age (5-12 years). Puberty marks
the onset of the adolescent stage (13-18 years). Adulthood is divided into three
parts: the working years (19-64 years), the retirement years (65-85 years), and the
elderly years (over 85 years). As you review for the NCLEX-RN® exam, make sure you
understand the special needs of each of these age groups so that you can provide
the necessary care and education required.

Whichever stage your clients are in, you need to be able to assess their reactions to
expected age-related changes. For example, an adolescent and an elderly person
are going to react differently to a change in their residential location. A teenager
will probably make that transition more easily than an elderly client who is coping
with other physical and cognitive losses.



Ante/Intra/Postpartum and Newborn Care

To ensure the health of both mother and baby, pregnancies are now closely
monitored from the moment a woman knows she is expecting to several weeks
after the baby is born.

ANTEPARTUM CARE

Antepartum care is care given to the mother and baby before birth. It is also known
as prenatal care. Antepartum care involves keeping track of the client’s history and
includes a number of important examinations.

Calculating Expected Delivery Date

Every mother wants to know her estimated date of delivery. A simple way to
calculate thisis to add 7 days and 9 months to the first day of the last menstrual
period. Only 4 percent of women actually give birth that day.

A pregnancy is considered full term between weeks 37 and 42. Birth occurring prior
to week 37 is considered a premature birth, and later than week 42 is considered to
be overdue.



Documenting the Mother’s Current Health and Previous
Health History

Documenting the mother’s current health and previous health history is an
important part of prenatal care. You should obtain data about blood pressure,
weight, lifestyle, and family and genetic history; and ask about support systems,
perception of pregnancy, and previous coping mechanisms. The absence of an in-
place support system can be countered by putting the client in touch with a
prenatal support group, for example. A referral is also appropriate if the client sees
pregnancy as an illness, or if she has previously used denial or fantasy as coping
mechanisms.

You also need to know which medications the client is using—prescribed,
alternative, and over-the-counter. Category X medications have such a harmful
effect on the developing fetus that they are contraindicated in pregnancy. These
include:

e Birth control pills

® Accutane

e Some hyperlipidemia medications

e Warfarin (Coumadin)

e Ulcer drug (Cytotec)

e Vaccines for measles, mumps, and smallpox

You also need to test for the Rh factor, unless the mother is Rh-positive (has the
factor) or both parents are Rh-negative (lack the factor). If the mother is Rh-



negative and the father is Rh-positive, the mother needs to have Rho (D) immune
globulin (RhoGAM) in the 28th week.

Ultrasounds are used to noninvasively confirm fetal viability, gestational age, fetal
anatomy, and location of the placenta.

Sometimes an amniocentesis—withdrawing amniotic fluid for analysis—is done
after the 14th week. The test is indicated for women over age 35 and those with a
family history of genetic or metabolic problems.

Documenting Fetal Health

Fetal heart rate during routine prenatal exams should be between 120—160 beats

per minute.

Educating a New Mother-to-Be

Nutrition is an important part of prenatal care and education. An estimated 50
percent of pregnancies are unplanned, and the mother-to-be might not have been
getting adequate nutrients. Pregnant teenagers need more protein, calcium, and
phosphorus than pregnant adults, because their bones are still growing.

Weight gain should be limited to between 22 and 27 pounds—somewhat less if
overweight, somewhat more if underweight. Substantial weight gain is deleterious
to both mother and baby because it increases risk of preeclampsia. If the mother
does not lose the extra pounds after childbirth, she increases her risk of diabetes



and high blood pressure, which are linked to a greater risk of coronary artery
disease, among other conditions.

You also need to be able to provide prenatal education about normal pregnancy
events, such as quickening (the first perceptible fetal movement, typically at 17—19
weeks, but in some instances as early as 13 weeks or as late as 25 weeks). Some
women might have some Braxton Hicks contractions after the 20th week.

It is equally important to educate about possible danger signals. Examples include:

e Vaginal bleeding

e Continuous headaches during the last three months

e Marked or sudden swelling of extremities during the last three months
e Dimnessor blurring of vision during the last three months

e Severe, unrelenting abdominal pain

e Decreased fetal movement after 24 weeks

Recognizing Cultural Differences

Be aware of cultural differences in childbearing practices. Chinese Confucian
women value modesty and self-control, so such women may remain stoic during
pregnancy, asking few questions. For Mormon women, pregnancy is viewed as a
time of personal and family growth, as it creates a connection with eternity. The
Orthodox Jewish woman is considered ritually impure after her water breaks, so
her Orthodox Jewish husband is unlikely to be in the delivery room. Instead, he
prays in the waiting area.



INTRAPARTUM CARE AND EDUCATION

Intrapartum care is defined as care that is given during labor and birth.

Identifying Onset of Labor

The three main factors that may cause labor to begin are the effect of hormones,
the distension of the uterus, and the effect of oxytocin. Two recognizable signs of
impending labor are the passage of a thick mucus plug from the cervix and rupture
of the amniotic membranes. On average, the entire process from onset to birth
lasts about 12-14 hours for a first baby. Subsequent labors tend to be shorter in
length.

Care During Labor

Nursing care mirrors labor’s four stages:

From 4 to 10 cm: Assess cervical effacement and dilation, and need for
analgesia.

). From complete dilation to delivery of baby: Assess newborn.

). From delivery of baby to expulsion of placenta: Usually within 5-20 minutes
after birth; assess umbilical cord for two arteries and one vein.

l. Immediate recovery and observation: Approximately two hours after birth;
assess maternal vital signs, uterine fundal height, vaginal discharge, and bladder
distention; assist breastfeeding efforts if indicated.



POSTPARTUM CARE AND EDUCATION

The mother must be carefully observed after birth to identify serious
complications, including the following;:

e Hemorrhage: Report heavy clots or spurts of bleeding. Expect some blood in
vaginal discharge for 3-6 weeks.

e Infection or other illnesses: Watch for a temperature over 100.4° F (38° C);
sudden increase in perineal pain; unusually heavy or foul-smelling vaginal
discharge; hot, tender, or red breast; dysuria; pain or swelling in the legs; and
chest pain or cough.

NEWBORN CARE AND EDUCATION

One minute after birth, the physician rates five factors:

. Appearance (color)

). Pulse (heart rate)

). Grimace (reflex irritability)

L. Activity (muscle tone)

). Respiration (respiratory effort)

Thisis known as the APGAR score. The value of each factoris 0 (not good), 1 (OK), or
2 (good). A total score of 10 is optimum.



Inform the mother of the warning signs of complications with her newborn, and
explain when to call a doctor or take the baby to an emergency room. Those
complications include:

Has sunken or swollen soft spots on the head
Has a fever higher than 100.4° F (38° C)
Vomits more than once in 24 hours

Is unable to keep down food or water

Is not breathing easily

It is also important to assist the mother in performing newborn care. Thisis an
ideal time to answer questions about parent-infant bonding. This is also the best
time to provide contraception education, if needed. The client’s menstrual cycle
should begin in 6-8 weeks after giving birth, unless she is breastfeeding. Make sure
your client knows about normal emotional stress (the blues) during her second or
third postpartum week. Tell her to contact her physician if she experiences
significant negative mood changes.



Developmental Stages and Transitions

The following sections provide an overview of life’s milestones to review for the
NCLEX-RN” exam.

INFANTS

Infants are 1-12 months old.

Expected Development

e Physical: May have swollen genitals and breasts, a misshapen head, milia (white
spots) on face; exhibits sucking, grasping reflexes; able to focus; learns to grasp
with thumb and finger

e Cognitive and psychosocial: Vocalizes sounds (coos); begins to respond
selectively to words

Deviations

e Not rolling from tummy to side at 10 months
e Not transferring toys from hand to hand at 9 months



Special Needs

e Parent-infant bonding

PRESCHOOL-AGE CHILDREN

Preschool-age children are 1-4 years old.

Expected Development

e Physical: Enjoys physical activities; has increasing bladder and bowel control;
can manipulate small objects with hands; is able to dress and undress self; has
refined coordination

e Cognitive and psychosocial: Becomes aware of limits; says “no” often; has a
limited vocabulary of 500-3,000 words in very short sentences (3-4 words);
believes that adults know everything; can use a pencil to draw shapes; is eager to
learn; has a strong desire to please adults

Deviations

Does not walk at 18 months

Does not speak at least 15 words

Does not imitate actions or words or follow simple instructions

Talks excessively about violence or other mature topics

Not interested in “pretend” play or other children



Special Needs

e Security and consistency of environment
e Protection from harmful situations caused by natural curiosity
e Some allowance for independence and playtime

SCHOOL-AGE CHILDREN

School-age children are 5-12 years old.

Expected Development

e Physical: Able to do a series of motions to perform activities, such as skipping or
jumping rope

e Cognitive and psychosocial: Able to follow two-step directions; knows full
name, age, and address; tends to identify with parent of the same sex

Deviations

e Bed-wetting late into childhood
e Verbal or outward expression of anxiety about school or home

Special Needs

e Developing scoliosis (sideways curvature of spine)
e Vision and hearing problems: important to discover at earliest stages



ADOLESCENTS

Adolescents are 13-18 years old.

Expected Development

e Physical: Shows increased interest in personal attractiveness; develops
secondary sexual characteristics

e Cognitive and psychosocial: Struggles with sense of identity; forms strong peer
allegiances; engages in risk-taking due to a sense of immortality

Deviations

e Persistent misbehavior, especially in school
® Aggression

Special Needs

e Understanding of puberty’s effect on disposition and personality

ADULTS

Adults are 19-64 years old.

Expected Development



e Physical: Peak reached between 25 and 35 years old; might live for many years
with a chronic condition

e Cognitive and psychosocial: From 19-34 years old—Erikson’s stage of intimacy
versus isolation; from 35-64 years old—Erikson’s stage of generativity versus
stagnation

Deviations

e Feeling that life is meaningless

Special Needs

e Learning lessons of workplace, long-term relationships, and parenting

OLDERADULTS

Older adults are 65-85 years old.

Expected Development

e Physical: General slowing of physical functioning

e Cognitive and psychosocial: General slowing of cognitive functioning; Erikson’s
stage of ego integrity versus despair; interpersonal relationships continue
despite changes and losses



Deviations

e Despair can arise from remorse for what might have been

Special Needs

e Learning lessons of successfully retiring from the workplace
e Keeping or losing long-term relationships

VERY OLD ADULTS

Very old adults are over 85 years old.

Expected Development

e Physical: Continued decline of physical functioning
e Cognitive and psychosocial: Continued decline of cognitive functioning;
marked increase in changes and losses in relationships

Deviations

e Suicidal thoughts and behavior

Special Needs



e Acceptance of life’s accomplishments and declines



Health Promotion/Disease Prevention

Traditionally, health is the absence of disease and disability. Known as the medical
model, that philosophy has changed with the recognition that people can enjoy life
even while experiencing challenges. The World Health Organization defines health
as a state of physical, mental, and social well-being. Thus the phrase “health and
wellness” points to your helping each client achieve optimal functioning regardless
of current health status or disability.

During the continuum of life from infancy to old age, you need to be able to
educate clients about their health and help them make changes to increase their
wellness. Your approach is straightforward:

. Assess the client’s perception of his or her own health status.
. ldentify the client’s health-oriented behaviors.

At regular intervals, evaluate the client’s understanding of health and wellness
activities.
L. Encourage client participation in behavior modification programs, as needed.

Health promotion concerns helping people to increase control over and to improve
their health. Health promotion activities seek to empower individuals and their
communities to organize, prioritize, and act on health issues. Disease prevention,



on the other hand, involves efforts to stop the onset of a specific illness or
condition, such a cancer.

You should be able to identify the important risk factors for disease/illness. Table 1
lists the top three leading causes of death by age group, as identified by the Centers
for Disease Control and Prevention.

Causk oF DEATH

Birth defects 1 2 3

Disorders related to 2

premature birth

Maternal pregnancy 3

complications

Unintentional injuries 1 1 1 1 1 1 3 3

Cancer 2 3 2 1 1 2

Homicide 3 3 3

Suicide 2 2 2

Heart disease 3 2 2 1

Chronic lower respiratory 3

diseases

Stroke

* Adapted from the Centers for Disease Control and Prevention’s “10 Leading Causes of Death by Age Group,
United States, 2014.”




Table 1

HEALTH PROMOTION/DISEASE PREVENTION PROGRAMS

Health promotion/disease prevention programs include using community
intervention techniques, such as holding health fairs or doing on-site education at
elementary and high schools. Health promotion topics might include the following:

e Healthy weight management: The client’s current weight should be assessed in
comparison to a desirable weight. Know that a person with type 2 diabetes can
improve glucose control by losing only 10-20 pounds.

e Smoking cessation: Factors associated with continued smoking include the
strength of the nicotine addiction, continued exposure to smoking-associated
stimuli (at work or in social settings), stress, depression, and habit. Continued
smoking is more prevalent among those with low incomes, low levels of
education, and psychosocial problems. Multiple factors often require multiple
strategies.

e Stress management: Studies show a cause-and-effect relationship between
stress and events including infectious diseases, traumatic injuries (e.g., motor
vehicle crashes), and some chronic illnesses. Teaching stress reduction prevents
other additional negative consequences.

e Exercise: Benefits include improved circulatory and respiratory systems;
decreased cholesterol; lower body weight; delayed osteoporosis; and more
flexibility, strength, and endurance.

e Special diets: Clients with hypertension should avoid foods high in sodium, such
as processed, canned foods. Clients with high cholesterol should avoid saturated



fatty acids (found in fatty meats) and trans fatty acids (found in deep-fried fast
foods).

Complementary, alternative, or homeopathic therapies: Examplesinclude
hypnosis, acupuncture, and massage. Some clients use over-the-counter
remedies, vitamins, minerals, herbal medicines, or other approaches, such as a
shaman.

Breast self-examination (BSE): Beginning at puberty, women should examine
their breasts monthly, between day 5 and day 7 of their menstrual period. In
menopause, BSE should continue monthly.

Testicular self-examination: Testicular cancer is the most common cancerin
men ages 15-35, and one of the most curable solid tumors. Teach clients that
the best time to check is after bathing, when the scrotum is more relaxed. Any
evidence of a lump or swelling should be reported to a physician.

Hormone replacement therapy (HRT) information updates: HRT lowers the
risk of osteoporosis-related bone fractures, but increases the risk for coronary
artery disease (CAD), breast cancer, deep vein thrombosis (DVT), and stroke.
Immunizations: Hepatitis B vaccine is given to newborns. Infants get most
immunizations from 2-12 months. Annual flu shots can start at 6 months.
Meningococcal vaccine is recommended for previously unvaccinated college
freshmen living in dormitories. Seniors over age 60 need vaccinations to prevent
shingles (herpes zoster) and pneumonia.

Oral health: Gum disease can allow bacteria to enter the body. Clients should
schedule regular visits to dentists every 6 months beginning at age 2.

Mental health: Teach ways to deal with stress and encourage seeking
professional help during crises.

Stroke and heart disease prevention: Clients should monitor blood pressure



regularly, especially if they have a positive family history of hypertension.
Healthy joints: Teach clients to do weight-bearing and stretching exercises
regularly.

Bone health: Diets need to include vitamin D and calcium to prevent
osteoporosis.

Skin cancer prevention: Teach clients to counteract the negative impacts of
excessive sun exposure by using sunscreen, wearing protective clothing, or
limiting time outdoors.



Health Screening

Health screening requires you to apply your knowledge of pathophysiology and risk
factors linked to ethnicity and known population or community characteristics.
Screening examples include:

e Blood sugar check: Levels more than 199 mg/dL without fasting or more than
125 mg/dL with fasting for 8 hours signal the need for a more complete workup.

e Blood pressure check: One-third of people whose blood pressures exceed
140/90 mm Hg do not know it. Incidence of the silent killer is higher in the
southeastern United States, especially among African Americans. Other risk
factors are age over 60 years, inactive lifestyle, and hyperlipidemia.

e Fasting lipid profile: Adults should have a fasting lipid profile done at least once
every 5 years. The total cholesterol value should be under 200 mg/dL,
triglycerides (fatty acids) should be under 150 mg/dL, the low-density
lipoprotein (LDL, the "bad" cholesterol that accelerates atherosclerosis) value
should be under 100 mg/dL, and the high-density lipoprotein (HDL, the "good"
cholesterol that removes cholesterol) value should be greater than 40 mg/dL for
men and 50 mg/dL for women.

e Colorectal screening: Regular screening, beginning at age 50, is the key to
preventing colorectal cancer. This screening can include fecal occult blood test
(FOBT), sigmoidoscopy, colonoscopy, double-contrast barium enema (DCBE), or
digital rectal exam (DRE).



e Prostate screening: Men should get a prostate-specific antigen (PSA) test
beginning at age 50.

e Mammograms: Women should get a baseline mammogram between ages 40
and 50, after considering risk factors.



High-Risk Behaviors

High-risk behaviors are those lifestyle practices that increase the likelihood of
illness, disease, or death. For example, in the case of HIV/AIDS, those activities
include unprotected sex (anal, vaginal, or oral), using contaminated needles or
sharing syringes, and coming in contact with bodily fluids (blood, semen, vaginal
fluids, and saliva). Unprotected sex can also lead to other consequences, such as
sexually transmitted diseases (STDs). Most safe sexual practices take some
planning, such as having condoms available. An unplanned pregnancy can be
avoided by taking birth control pills regularly.

Promote accident awareness to reduce deaths due to unintentional injuries. This
includes using seat belts in automobiles, wearing helmets while biking, and using
crosswalks.



Lifestyle Choices

Lifestyle is a characteristic set of behaviors and practices that range from habits
and conventional ways of doing things to reasoned actions. Examples of lifestyle
choicesinclude being child-free; living in urban, rural, or suburban environments;
educating children in public or private schools or home-schooling; and using
alternative or homeopathic health care practices. Any of these choices might have

an impact on your clients’ health.



Self-Care

Self-care includes all activities that promote and maintain personal well-being
without medical, professional, or other assistance or oversight. For
developmentally delayed or elderly people, an inability to perform these tasks can
curtail their ability to live independently. Your knowledge of in-home community
resources might enable them to live in that environment longer. Your care plan
might also need to involve clients (if able to give input), family members, friends, or
paid staff inside or outside an institution.



Technigues of Physical Assessment

You should know the four methods or techniques of performing a physical

assessment:

Inspection or purposeful observation: Pay attention to outward details about
the client, noting any deviations from expected age-related development. Note
posture and stature, body movements, nutritional status by appearance, speech
pattern, and vital signs. Individualize your approach. For example, with an obese
young person, use an adult-size blood pressure cuff to get an accurate reading
while assuring client comfort.

Palpation: Use fingers and palms to apply a light touch or deeper pressure to
gather data about the health of superficial blood vessels, lymph nodes, the
thyroid, and the organs of the abdomen and pelvis.

Percussion: Tap a part of the body and listen for the returned sound. This
technique is often used on the chest and abdominal walls.

Auscultation: Use a stethoscope to listen to sounds caused by movement of air
or fluid within the client’s body. This provides information about breath sounds,
the spoken voice, bowel sounds, cardiac murmurs, and heart sounds. The
stethoscope’s bell (hollow cup) part of the endpiece can assess very-low-
frequency sound, such as heart murmurs. The diaphragm (disc) part of the
endpiece can assess high-frequency sounds from the heart and lungs.






Principles of Teaching/Learning

Principles of teaching and learning are techniques that allow you to share medical
and health information with clients. You have been in school for some time, so it is
second nature for you to absorb new information. For clients, you need to do the
following:

Use an organized approach to assess readiness and ability to learn.

a. Consider age and developmental stage when teaching clients. For example,
teaching adolescents might best be done by pointing them to trusted Internet
sites, so that they can have a sense of autonomy in discovering health advice
for themselves.

b. Take into account clients’ living situations. An example is an elderly person
who is socially isolated due to decreasing sight and hearing or geographically
isolated due to family and friends living far away.

c. Encourage clients to establish their own goals and evaluate their own
progress.

d. Letclients demonstrate their understanding of information and practice their
skills.

e. Afterteaching, evaluate the results.

. Account for learning preference.
a. Visual learners think in pictures, so use visual aids such as diagrams,



videotapes, and handouts.

Auditory learners best understand material through listening. Tell them about
community lectures, discussions, and recordings.

Tactile or kinesthetic learners prefer to learn via experience-moving,
touching, and doing. Let the client hold a scale model of body organs to
illustrate anatomy, for example.

). ldentify barriers to client learning.

J.

a
b
C
d
e.
f
g
h

Physical condition, such as decreased sight or hearing
Financial considerations

Lack of support systems

Misconceptions about disease and treatment

Low literacy and comprehension skills
Cultural/ethnic background and language barriers
Lack of motivation

Environment

Negative past experiences

Denial of personal responsibility

This chapter reviewed aspects of childbirth to features of old age, and looked at

health and wellness across the life span. Whatever your clinical setting, and

whatever the reason clients seeking medical help, you can rely on your grasp of

basic health promotion and maintenance concepts. That knowledge will be evident

when you successfully take the NCLEX-RN® exam.






Chapter Quiz

1. A20-year-old client has just given birth. The baby looks healthy, with the
exception of giving a grimace instead of a cry. Which of the following would
the nurse expect the obstetrician to say?

(A) “The APGAR score is 3.”
(B) “The APGAR scoreis6.”
(C) “The APGAR scoreis9.”
(D) “The APGAR scoreis12.”

2. The outpatient client is postmenopausal. In discussing breast self-
examination, which of the following should the nurse let the client know
that she can do?

(A) Switch to an annual schedule, because she does not have periods.

(B) Discontinue self-examination, because hormone changes decrease
her risks.

(C) Wait until her mammogram shows some findings.

(D) Continue to palpate monthly, picking her own meaningful date.



3. Aclient with acne has been using isotretinoin. She tells the nurse that she

recently learned she is pregnant. She asks “Will my pregnancy interfere

with the medication’s effectiveness?” Which of the following is the

appropriate response by the nurse?

“The medication is contraindicated for pregnant women.”

“You will have to change the route of administration, because you are
pregnant.”

“There is no reason you can’t continue taking it.”

“If the medication helps you look better, that will help feel better
about yourself.”

4, The nurse is preparing for a women’s health fair. The nurse knows that

which of the following is correct when teaching about the risks and

benefits of hormone replacement therapy (HRT)?

HRT is related to a decreased risk of deep vein thrombosis (DVT).
HRT is related to an increased risk for coronary artery disease (CAD).
HRT is related to an increased risk for osteoporosis-related bone
fractures.

HRT is related to a decreased risk of breast cancer.

5. The nurse has been working with a 45-year-old African American who

bicycles to work. Lab tests show low serum lipids. The nurse knows that



the client’s risk factors for primary (essential) hypertension include which
of the following?

(A) Beingunder the age of 65
(B) Race
(C)
(D)

Low serum lipids
Active lifestyle

6. The nurse is designing a diet plan for a 70-year-old with poorly fitting
dentures who has been recently diagnosed with type 2 diabetes. The nurse
knows that which of the following is the LEAST likely risk to the client?

(A) Malnutrition

(B) Dehydration

(C) Hyperglycemia
(D) Low blood sugar

7. The nurse is providing education at a senior center. Which of the following
measures will the nurse say is MOST effective in attaining normal blood
sugar levelsin a client with type 2 diabetes?



(A
(B
(C
(D

)
)
)
)

Decreasing sodium intake

Increasing potassium and calcium intake
Reaching recommended weight
Decreasing daily exercise

8. Alocal high school is having a health fair. Which of the following main
courses should the nurse recommend as most healthful for a teenager

whose cholesterol level is 300 mg/dL?

(
(
(
(

A

B
C
D

)
)
)
)

Medium-rare hamburger with only one slice of cheese
Vegetarian New York-style pizza
Grilled chicken breast

Salad with extra dressing

9. The nurseis talking to a client who is still grieving the loss of a parent to

stomach cancer. The nurse knows that which of the following would

increase the client’s risk of cancer?

(
(
(
(

A
B
C
D

)
)
)
)

Keeping a strict high-protein diet
Following a low-fat, low-carbohydrate diet
Using considerable spices when cooking
Smoking cigarettes



10. A 3-month-old child accompanies her parents to a seasonal flu clinic.
Assuming that the child does not have a fever, can the nurse give the child

a flu shot?

(A) Yes,if regularimmunizations are up to date.

(B) No, because the child is not old enough.

(C) Yes, because then the child won’t get sick later.

(D) No, because it would interfere with regular immunizations.

11. The nurse gives a 35-year-old primigravida client a RhoGAM injection in her
28th week of pregnancy. Which of the following client situations requires
the nurse to take this action?

(A) Rh-positive mother and Rh-negative father
(B) Rh-positive mother and Rh-positive father

(C) Rh-negative mother and Rh-negative father
(D) Rh-negative mother and Rh-positive father

12. The nurse is teaching a young male client to recognize the most common
early sign of testicular cancer. The nurse emphasizes the fact that he
should be aware of which of the following?



(
(
(
(

A
B
C
D

)
)
)
)

Lumbar pain

Urinary frequency

Urinary urgency

Painless testicular enlargement

13. New parents are concerned about an unexpected characteristic of their

newborn baby. Which of the following would cause the nurse to initiate

contact with the physician?

(
(
(
(

A
B
C
D

)
)
)
)

Swollen genitals and breast
High-pitched crying
Misshapen head

Milia

14. A public health nurse visits a client at home three days after the client gave

birth. In which of the following situations should the nurse instruct the

client to report to a clinician?

(
(
(
(

A
B
C
D

)
)
)
)

Vaginal drainage with streaks of bright red blood
Some discomfort at the site of her episiotomy
Feelings of fatigue late in the afternoon and evening
An elevated temperature without other symptoms



15. The pediatric nurse is providing discharge instructions to the parents of a
newborn. In which of the following situations would the nurse advise the
parents to call a physician? Select all that apply.

(A) Theinfant has a temperature higher than 100.4° F (38° C).
(B) The infant vomits more than once in 24 hours.

(C) Theinfant’s respirations are even and unlabored.

(D) Theinfantisunable to keep down food or water.

(E) Theinfant has sunken or swollen soft spots on the head.

16. The client’s first day of her last period was February 1. Which of the
following should the nurse tell the client is her expected date of delivery?

(A) November 8
(B) October8

(C) December1
(D) November 20

17. The clientis 7 months pregnant with her first child. She is anxious because
she feels some mild contractions at times. The nurse tells her which of the
following?



(A)
(B)
(C)
(D)

She should increase her bed rest to prevent those contractions.
The contractions are normal unless they increase in severity.
The contractions are a way of her body asking for more exercise.
She should avoid getting constipated and having gas as a result.

18. Theclient is 40 years old and pregnant with her first child. Her obstetrician

has asked the nurse to schedule her for an amniocentesis. The client

inquires why she needs that test. The nurse says which of the following as

an explanation?

“We routinely do an amniocentesis on all our clients to check the
child’s gender.”

“An amniocentesis is not invasive, so there is less risk than doing an
ultrasound.”

“The standard for doing an amniocentesis