NURSING QUESTIONS
Taken from: NCLEX-RN Exam, Kaplan, 2004-2005 Edition, Simon & Schuster, 2004.
1. The nurse in the newborn nursery has just received report.  Which of the following infants should the nurse see first?

a. a two-day old infant who is lying quietly alert with a heart rate of 185

b. a one-day old infant who is crying and the anterior fontanel is bulging

c. a 12-hour infant who is being held; the respirations are 45 breaths per minute and irregular

d. A five-hour old infant who is sleeping and the hands and feet are blue bilaterally.

2. The nurse is caring for patients on the surgical floor and has just received report for the previous shift.  Which of the following patients should the nurse see FIRST?

a. a 35-year-old admitted three hours ago with a gunshot wound; 1.5 cm area of dark drainage noted on the dressing

b. A 43-year-old who had a mastectomy two days ago; 23 cc of serosanguinous fluid noted in the Jackson-Pratt drain.
c. A 59-year-old with a collapsed lung due to an accident; no drainage noted in the previous eight hours.

d. A 62-year-old who had an abdominal-perineal resection three days ago; patient complains of chills.
3. The nurse visits a neighbor who is 20 weeks gestation.  The neighbor complains of nausea, headache, and blurred vision.  The nurse notes that the neighbor appears nervous, is diaphoretic, and is experiencing tremors.  It would be MOST important for the nurse to ask which of the following questions?

a. “Are you having menstrual-like cramps?”

b. “When did you last eat or drink?”

c. “Have you been diagnosed with diabetes?”

d. “Have you been lying of the couch?”

4. The nurse is caring for a client in the prenatal clinic.  Her nurse notes that the patient’s chart contains the following: blood type AB, Rh negative; serology – negative; indirect Coombs test – negative; fetal paternity – unknown.  The nurse should anticipate taking which of the following actions?

a. Administer Rho (D) immune globulin (RhoGAM).
b. Schedule and amniocentesis.

c. Obtain a direct Coombs test.

d. Assess maternal serum for alpha-fetal protein level.

5. The nurse is caring for a woman at 37 week’s gestation.  The client was diagnosed with insulin-dependent diabetes mellitis (IDDM) at age 7.  The client states, “I am so thrilled that I will be breastfeeding my baby.”  Which of the following responses by the nurse is BEST?

a. “You will probably need less insulin while you are breastfeeding.”

b. “You will need to initially increase your insulin after the baby is born.”

c. “You will be able to take an oral hypoglycemic instead of insulin after the baby is born.”

d. “You will probably require the same dose of insulin that you are now taking.”

6. The nurse is teaching a class on natural family planning.  Which of the following statements, if made by a client, indicates that teaching has been successful?

a. “When I ovulate, my basal body temperature will be elevated for two days, and then will decrease.”
b. “My cervical mucus will be thick, cloudy, and sticky when I ovulate.”

c. “Since I am regular, I will be fertile about 14 days after the beginning of my period.”

d. “When I ovulate, my cervix will feel firm.”

7. The nurse is caring for a patient who had a thyroidectomy 12 hours ago for the treatment of Grave’s disease.  The nurse would be MOST concerned if which of the following was observed?

a. Blood pressure 138/82, pulse 84, respirations 16, oral temp 99° F.

b. The patient supports his head and neck when turning his head to the right.

c. The client spontaneously flexes his writs when the blood pressure is obtained.

d. The client is drowsy and complains of a sore throat.

8. A 70-year-old woman is brought to the emergency room for treatment after being found on the floor by her daughter.  X-rays reveal a displaced subcapital fracture of the left hip and osteoarthritis.  When comparing the legs, the nurse would most likely make which of the following observations?

a. The patient’s left leg is longer that the right leg and externally rotated.

b. The patient’s left leg is shorter than the right leg and internally rotated.

c. The patient’s left leg is shorter than the right leg and adducted.

d. The patient’s left leg is longer than the right leg and is abducted.

9. The nurse is caring for a patient with a cast on the left leg.  The nurse would be MOST concerned if which of the following were observed?

a. Capillary refill time was less than 3 seconds.

b. Patient complained of discomfort and itching.
c. Patient complained of tightness and pain.

d. Patient’s foot is elevated.

10. A nurse is supervising a group of elderly clients in a residential home setting.  The nurse knows that the elderly are at greater risk of developing sensory deprivation for what reason?

a. Increased sensitivity to the side effects of medications.
b. Decreased visual, auditory, and gustatory abilities.

c. Isolation from their families and familiar surroundings.

d. Decreased musculoskeletal function and mobility.

11. After receiving report, which of the following patients should the nurse see first?

a. a 14-year old patient in sickle-cell crisis with an infiltrated IV
b. a 59-year old patient with leukemia who has received half of a packed of red cell transfusion

c. a 68-year-old patient scheduled for a bronchoscopy

d. a 74-year-old patent complaining of a leaky colostomy bag

12. A patient with emphysema becomes restless and confused.  What step should the nurse take next?

a. Encourage the patient to perform pursed-lip breathing

b. Check the patient’s temperature

c. Assess the patient’s potassium level

d. Increase the patient’s oxygen flow rate to 5L/min

13. The nurse is caring for a patient with an acute myocardial infarction.  Which of the following laboratory findings would most concern the nurse?
a. Erythrocyte sedimentation rate (ESR): 10 mm/h

b. Hematocrit (Hct): 42 percent

c. Creatine kinase (CK): 150 U/ml

d. Serum glucose: 100 mg/dl

14. The nurse in a primary care clinic is caring for a 68-year-old man.  History reveals that the client has smoked one pack of cigarettes per day for 45 years and drinks two beers per day. He is complaining of a non-productive cough, chest discomfort, and dyspnea.  The nurse hears isolated wheezing in the right middle lobe.  It would be MOST important for the nurse to complete which of the following orders?

a. pulmonary function tests

b. echocardiogram

c. chest X-ray

d. sputum culture

15. The nurse is caring for a patient with pernicious anemia.  The nurse knows that her teaching has been successful if the patient makes which of the following statements?

a. “In order to get better, I will take iron pills.”

b. “I am going to attend smoking cessation classes.”

c. “I will learn how to perform IM injections.”

d. “I will increase my intake of carbohydrates.”

16. The nurse is caring for clients in the Emergency Department of an acute care facility.  Four clients have been admitted in the last 20 minutes.  Which of the admissions should the nurse see FIRST?

a. A patent complaining of chest pain that is unrelieved by nitroglycerine

b. A patient with third-degree burns to the face

c. A patient with a fractured left hip

d. A patine complaining of epigastric pain

17. The nurse is caring for a patient with a diagnosis of COPD, bronchitis-type, in the long-term care facility.  The patient is wheezing, and his oxygen saturation is 85%.  Four hours ago, the oxygen saturation was 88 percent.  It is MOST important for the nurse to take which of the following actions?
a. administer beclomethasone (Vanceril), two puffs per metered dose inhaler

b. listen to breath sounds

c. increase oxygen to 4 L per mask

d. administer albuterol (Proventil), two puffs per metered dose inhaler

18. The nurse is caring for patients on the pediatric unit.  An eight-year-old patient with second and third-degree burns on the right thigh is being admitted the nurse should sign the new patient of which one of the following roommates?

a. a two-year-old with chicken pox

b. a four-year-old with asthma

c. a nine-year-old with acute diarrhea

d. a ten-year-old with methicillin-resistant staph aureus (MRSA)

19. A patient with a diagnosis of delirium is admitted to the hospital.  To evaluate the cause of a patient’s delirium, blood is sent to the laboratory for analysis.  The results are as follows: Na+ 156(H), Cl- 100(H/nl), K+ 4.0(nl), CO2 21(Low/nl), BUN 86(H), glucose 100 (nl).  Based on these laboratory results, the nurse should record which of the following nursing diagnoses on the patient’s care plan?
a. Alteration in patterns of urinary elimination

b. Fluid volume deficit

c. Nutritional deficit: less that body requirements

d. Self-care deficit: feeding

20. An arterial blood gas is ordered for a man following a myocardial infarction.  After obtaining the specimen, it would be MOST appropriate for the nurse to take which of the following actions?

a. Obtain ice for the specimen

b. Apply direct pressure to the site

c. Apply a sterile dressing to the site

d. Observe the site for hematoma formation

21. The nurse assists the physician with the removal of a chest tube.  Before the physician removes the chest tube, which instruction should the nurse give to the patient?

a. “Exhale and bear down.”

b. “Hold your breath for five seconds.”

c. “Inhale and exhale rapidly.”

d. “Cough as hard as you can.”

22. A man is admitted to the Telemetry Unit for evaluation of complaints of chest pain.  Eight hours after admission, the patient goes into ventricular fibrillation.  The physician defibrillates the patient.  The nurse understands that the purpose of defibrillation is to

a. increase cardiac contractility and cardiac output.

b. cause asystole so the normal pacemaker can recapture.

c. reduce cardiac ischemia and acidosis

d. provide energy for depleted myocardial cells.

23. A man is brought to the emergency room complaining of chest pain.  The nurse performs an assessment of the patient.  Which of the following symptoms would be MOST characteristic of an acute myocardial infarction?

a. colic-like epigastric pain

b. sharp, well-localized, unilateral chest pain

c. severe substernal pain radiating down the left arm

d. sharp, burning chest pain moving from place to place

24. A client returns to the clinic two weeks after discharge from the hospital.  He is taking warfarin sodium (Coumadin) 2 mg po daily.  Which of the following statements, if made by the client to the nurse, indicates that further teaching is necessary?

a. “I have been taking an antihistamine before bed.”

b. “I take aspirin when I have a headache.”

c. “I use sunscreen when I go outside.”

d. “I take Mylanta if my stomach gets upset.”

25. To enhance the percutaneous absorption of nitroglycerin ointment, it would be MOST important for the nurse to select a site that is 

a. muscular

b. near the heart

c. non-hairy

d. over a bony prominence

26. A mother calls the well-baby clinic to report that her 4-month-old son has an upper respiratory infection (URI) with a temperature of 104° F (40° C).  The infant is scheduled to receive his DPT and TOPV immunizations later that day.  The mother asks the nurse if she should bring him in for his scheduled immunizations.  Which of the following responses by the nurse would be MOST appropriate?
a. “Keep him at home.  We’ll give him a double dose next time.”

b. “Bring him in.  His illness will not interfere with his immunizations”

c.   “Keep him at home until his temperature and infection resolve.”

d. “Bring him in.  We’ll give some antibiotics with the immunizations.”

27. The nurse in the postpartum unit cares for a patient who delivered her first child the previous day.  During her assessment of the patient, the nurse notes multiple varicosities on the patients lower extremities.  Which of the following actions should be nurse perform?

a. Teach the patient to rest in bed when the baby sleeps.

b. Encourage early and frequent ambulation.

c. Apply warm soaks for 20 minutes every four hours.

d. Perform passive range of motion exercises three times daily.

28. A client comes to the emergency room with complaints of nausea, vomiting, and abdominal pain.  He is a type I diabetic (IDDM).  Four days earlier, he reduced his insulin dose when flu symptoms prevented him from eating.  The nurse performs an assessment of the patient which reveals poor skin turgor, dry mucous membranes, and fruity breath odor.  The nurse should be alert for which of the following problems?
a. Hypoglycemia

b. Viral illness

c. Ketoacidosis

d. Hyperglycemic hyperosmolar nonketotic coma

29. The nurse assesses a patient with a history of Addison’s disease who has received steroid therapy for several years.  The nurse could expect the patient to exhibit which of the following changes in appearance?

a. Buffalo hump, girdle-obesity, gaunt facial appearance

b. Tanning of the skin, discoloration of the mucous membranes, alopecia, weight loss.

c. Emaciation nervousness, breast engorgement, hirsutism

d. Truncal obesity, purple striations of the skin, moon face.

30. A patient returns to his room following a lower GI series.  When he is assessed by the nurse, he complains of weakness.  Which of the following nursing diagnoses should receive priority in planning his care?
a. Alteration in sensation-perception, gustatory.

b. Constipation, colonic

c. High risk for fluid-volume deficit

d. Nutrition: less than body requirements

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

a. Dosage is increased when the blood glucose level increases.

b. Dosage is decreased when dietary intake is increased.

c. Dosage is decreased when infection stimulates endogenous steroid secretion.  

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

32. A man is brought to the emergency room bleeding profusely from a stab wound in the left chest area.  The nurse’s assessment reveals a blood pressure of 80/50, pulse of 110, and respiratory rate of 28.  The nurse should expect which of the following potential problems?

a. hypovolemic shock

b. cardiogenic shock

c. neurogenic shock

d. septic shock

33. A client is admitted to the hospital for surgical repair of a detached retina in the right eye.  In planning care for this patient postoperatively, the nurse should encourage the patient to do which of the following?

a. perform self-care activities

b. maintain patches over both eyes

c. limit movements of both eyes

d. refrain from excessive talking

34. A 6-week-old infant is brought to the hospital for treatment of pyloric stenosis.  The nurse enters the following nursing diagnosis on the infant’s care plan: “fluid volume deficit related to vomiting.”  Which of the following assessments supports this diagnosis?

a. The infant eagerly accepts feedings

b. The infant vomited once since admission.
c. The infant’s skin is warm and moist.

d. The infant’s anterior fontanelle is depressed

35. A client is admitted for treatment of pulmonary edema.  During the admission interview, she states she has a six-year history of congestive heart failure (CHF).  The nurse performs an initial assessment.  When the nurse auscultates the breath sounds, the nurse should expect to hear

a. crackling

b. wheezing

c. whistling

d. absent breath sounds

36. A mother brings her 4-year-old daughter to the pediatrician for treatment of chronic otitis media.  The mother asks the nurse how she can prevent her child from getting ear infections so often.  The nurse’s response should be based on an understanding that the recurrence of otitis media can be decreased by 

a. covering the child’s ears while bathing.

b. treating upper respiratory infections quickly.

c. administering nose drops at bedtime.

d. isolating her child from other children.

37. The nurse finds a visitor unconscious on the floor of a patient’s room during visiting hours at the hospital.  Which of the following nursing assessments is consistent with cardiopulmonary arrest?
a. absent pulse, fixed and dilated pupils

b. absent respirations, fixed and dilated pupils

c. absent pulse and respirations

d. thready pulse and pupillary changes

38. A man comes to the emergency room complaining of nausea, vomiting, and severe right upper quadrant pain.  His temperature is 101.3° F (38.5°) and an abdominal X-ray reveals an enlarged gall bladder.  He is given a diagnosis of acute cholecystitis and is scheduled for surgery.  After administering an analgesic to the patient, the nurse recognizes that which of the following actions is a priority?

a. assessing the patient’s need for dietary teaching

b. assessing g the patient’s fluid and electrolyte status

c. examining the patient’s health history for allergies to antibiotics

d. determining whether the patient has signed consent for surgery.

39. The nurse evaluates the care provided to a patient hospitalized for the treatment of adrenal crisis (aka adrenal insufficiency). Which of the following changes would indicate to the nurse that the patient is responding favorable to medical and nursing treatment?

a. The patient’s urinary output has increased.

b. The patient’s blood pressure has increased.

c. The patient has lost weight.

d. The patient’s peripheral edema has decreased.

40. The physician orders heparin for a patient.  In order to evaluate the effectiveness of the patient’s heparin therapy, the nurse should monitor which of the following laboratory values?

a. platelet count

b. PTT (clotting time)
c. bleeding time

d. PT
41. A client comes to the clinic for evaluation of acute onset of seizures.  A thorough history and physical examination is performed.  The nurse would expect which of the following diagnostic tests to be performed FIRST?

a. Magnetic resonance imaging (MRI)

b. Cerebral angiography

c. Electroencephalogram (EEG)

d. Electromyogram (EMG)

42. The nurse plans morning care for a patient hospitalized after a cerebrovascular accident (CVA) resulting in left-sided paralysis and homonymous hemianopia (loss of the lateral field of vision in one eye, and the medial field of vision in the other eye).  During morning care, the nurse should

a. provide care from the patient’s right side

b. speak loudly and distinctly when talking with the patient

c. reduce the level of lighting in the patient’s room to prevent glare

d. provide all of the patient’s care to reduce his energy expenditure

43. The nurse prepares for the admission of a client with a perforated duodenal ulcer.  Which of the following should the nurse expect to observe as the primary initial symptom?

a. fever

b. pain

c. dizziness

d. vomiting

44. The nurse is caring for an Rh negative mother who has delivered an Rh positive child.  The mother states, “The doctor told me about RhoGAM, but I’m still a little confused.”  Which of the following responses, if made by the nurse, is MOST appropriate?

a. “RhoGAM is given to your child to prevent the development of antibodies.”

b. “RhoGAM is given to your child to supply the necessary antibodies.”

c. “RhoGAM is given to you to prevent the formation of antibodies.”

d. “RhoGAM is given is to you to encourage the production of antibodies.”

45. A patient returns to his room following a cardiac catheterization.  Which of the following assessments, if made by the nurse, would justify calling the physician?
a. pain at the site of the catheter insertion

b. absence of a pulse distal to the catheter insertion site.

c. drainage on the dressing covering the catheter insertion site

d. redness at the catheter insertion site

46. A patient returns to his room following a transurethral resection of the prostate (TURP) for benign prostatic hypertrophy (BPH).  Which of the following would cause the nurse to suspect postoperative hemorrhage?

a. decreased blood pressure, increased pulse, increased respirations

b. fluctuating blood pressure, decreased pulse, rapid respirations

c. increased blood pressure, bonding pulse, irregular respirations

d. increased blood pressure, irregular pulse, shallow respirations

47. Following a laparoscopic cholecystectomy, the patient complains of abdominal pain and bloating.  Which of the following responses by the nurse is BEST?

a. “Increase your intake of fresh fruits and vegetables.”

b. “I’ll give you the prescribed pain medication.”

c. “Why don’t you take a walk in the hallway?”

d. “Your may need an indwelling catheter.”
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