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NEW QUESTION 1
- (Topic 1)
A batterer is usually someone who:

A. grew up in a loving, secure home.
B. was an only child.
C. was physically or psychologically abused.
D. admits he has a problem with anger.

Answer: C

Explanation: 
Many batterers report having been abused as children.Psychosocial Integrity

NEW QUESTION 2
- (Topic 1)
Erythropoietin used to treat anemia in clients with renal failure should be given in conjunction with:

A. iron, folic acid, and B12.
B. an increase of protein in the diet.
C. vitamins A and C.
D. an increase of calcium in the diet.

Answer: A

Explanation: 
The kidneys of a client in renal failure produce no erythropoietin, a hormone necessary for RBC production.
Erythropoietin can be given as replacement, but the client needs adequate iron, folate, and B12 to increase the effectiveness of EPO. Choice 2 is not necessary for
RBC production and can increase uremia. Choices 3 and 4 are not necessary for RBC production.Physiological Adaptation

NEW QUESTION 3
- (Topic 1)
Which of the following organs of the digestive system has a primary function of absorption?

A. stomach
B. pancreas
C. small intestine
D. gallbladder

Answer: C

Explanation: 
The small intestine has a primary function of absorption. The remaining digestive organs have other primary functions.Physiological Adaptation

NEW QUESTION 4
- (Topic 1)
Teaching the client with gonorrhea how to prevent reinfection and further spread is an example of:

A. primary prevention.
B. secondary prevention.
C. tertiary prevention.
D. primary health care prevention.

Answer: B

Explanation: 
Secondary prevention targets the reduction of disease prevalence and disease morbidity through early
diagnosis and treatment.Physiological Adaptation

NEW QUESTION 5
- (Topic 1)
A middle-aged woman tells the nurse that she has been experiencing irregular menses for the past six months. The nurse should assess the woman for other
symptoms of:

A. climacteric.
B. menopause.
C. perimenopause.
D. postmenopause.

Answer: C

Explanation: 
Perimenopause refers to a period of time in which hormonal changes occur gradually, ovarian function
diminishes, and menses become irregular. Perimenopause lasts approximately five years.
Climacteric is a term applied to the period of life in which physiologic changes occur and result in cessation of a woman??s reproductive ability and lessened
sexual activity in males. The term applies to both genders. Climacteric and menopause are interchangeable terms when used for females. Menopause is the
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period when permanent cessation of menses has occurred. Postmenopause refers to the period after the changes accompanying menopause are complete.Health
Promotion and Maintenance

NEW QUESTION 6
- (Topic 1)
Which of the following nursing diagnoses might be appropriate as Parkinson??s disease progresses and complications develop?

A. Impaired Physical Mobility
B. Dysreflexia
C. Hypothermia
D. Impaired Dentition

Answer: A

Explanation: 
The client with Parkinson??s disease can develop a shuffling gait and rigidity, causing impaired physical
mobility. The other diagnoses do not necessarily relate to a client with Parkinson??s disease.
Reduction of Risk Potential

NEW QUESTION 7
- (Topic 1)
The major electrolytes in the extracellular fluid are:

A. potassium and chloride.
B. potassium and phosphate.
C. sodium and chloride.
D. sodium and phosphate.

Answer: C

Explanation: 
Sodium and chloride are the major electrolytes in the extracellular fluid.Physiological Adaptation

NEW QUESTION 8
- (Topic 1)
A client is complaining of difficulty walking secondary to a mass in the foot. The nurse should document this finding as:

A. plantar fasciitis.
B. hallux valgus.
C. hammertoe.
D. Morton??s neuroma.

Answer: D

Explanation: 
Morton??s neuroma is a small mass or tumor in a digital nerve of the foot. Hallux valgus is referred to in lay
terms as abunion.Hammertoe is where one toe is cocked up over another toe. Plantar fasciitis is an inflammation of, or pain in, the arch of the foot.Basic Care and
Comfort

NEW QUESTION 9
- (Topic 1)
Which of the following might be an appropriate nursing diagnosis for an epileptic client?

A. Dysreflexia
B. Risk for Injury
C. Urinary Retention
D. Unbalanced Nutrition

Answer: B

Explanation: 
The epileptic client is at risk for injury due to the complications of seizure activity, such as possible head
trauma associated with a fall. The other choices are not related to the question.Reduction of Risk Potential

NEW QUESTION 10
- (Topic 1)
Which of the following is an appropriate nursing goal for a client at risk for nutritional problems?

A. provide oxygen
B. promote healthy nutritional practices
C. treat complications of malnutrition
D. increase weight

Answer: B

Explanation: 
Promoting healthy nutritional practices is an appropriate nursing goal for a client at risk for nutritional
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problems. Choice 1 is incorrect because it is a nursing intervention, not a goal statement.
Choice 3 is incorrect
because it is a therapeutic treatment. Choice 4 is incorrect because weight gain is an appropriate goal only if the client is underweight.Basic Care and Comfort

NEW QUESTION 10
- (Topic 1)
Which is the proper hand position for performing chest vibration?

A. cup the hands
B. use the side of the hands
C. flatten the hands
D. spread the fingers of both hands

Answer: C

Explanation: 
The hands are flattened over the area of the body where chest percussion is used to conduct vibration through to the chest and loosen secretions. The other hand
positions do not accomplish this task.
Reduction of Risk Potential

NEW QUESTION 11
- (Topic 1)
All of the following factors, when identified in the history of a family, are correlated with poverty except:

A. high infant mortality rate.
B. frequent use of Emergency Departments.
C. consultation with folk healers.
D. low incidence of dental problems.

Answer: D

Explanation: 
Dental problems are prevalent because of the lack of preventive care and access to care.
High infant mortality is one of the most significant problems correlated with poverty. Pregnant women who do not have access to care might come to the
Emergency Department when in labor. Those in poverty are likely to use Emergency Departments because they may not be turned away. Those in poverty might
also turn to folk healers or other persons in their community for care who might be easier to access and might not demand payment.Health Promotion and
Maintenance

NEW QUESTION 14
- (Topic 1)
Which of the following physical findings indicates that an 11–12-month-old child is at risk for developmental dysplasia of the hip?

A. refusal to walk
B. not pulling to a standing position
C. negative Trendelenburg sign
D. negative Ortolani sign

Answer: B

Explanation: 
The nurse might be concerned about developmental dysplasia of the hip if an 11–12- month-old child doesn??t pull to a standing position. An infant who does not
walk by 15 months of age should be evaluated. Children should start walking between 11–15 months of age. Trendelenberg sign is related to weakness of the
gluteus medius muscle, not hip dysplasia. Ortolani sign is used to identify congenital subluxation or dislocation of the hip in infants.Health Promotion and
Maintenance

NEW QUESTION 17
- (Topic 1)
In teaching clients with Buck??s Traction, the major areas of importance should be:

A. nutrition, ROM exercises.
B. ROM exercises, transportation.
C. nutrition, elimination, comfort, safety.
D. elimination, safety, isotonic exercises.

Answer: C

Explanation: 
Nutrition, elimination, comfort, and safety are the major areas of importance. The diet should be high in
protein with adequate fluids.Basic Care and Comfort

NEW QUESTION 21
- (Topic 1)
The kind of man who beats a woman is:

A. from a minority culture in a low-income group.
B. from a majority culture in a middle-income group.
C. one who was never allowed to compete as a child.
D. from any walk of life, race, income group, or profession.
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Answer: D

Explanation: 
Batterers cannot be predicted by demographic features related to age, ethnicity, race, religious denomination, education, socioeconomic status, or class. Ninety-
five percent of domestic abuse cases
involve male perpetrators and female victims.Psychosocial Integrity

NEW QUESTION 24
- (Topic 1)
Assessment of a client with a cast should include:

A. capillary refill, warm toes, no discomfort.
B. posterior tibial pulses, warm toes.
C. moist skin essential, pain threshold.
D. discomfort of the metacarpals.

Answer: A

Explanation: 
Assessment for adequate circulation is necessary. Signs of impaired circulation include slow capillary refill,
cool fingers or toes, and pain.Basic Care and Comfort

NEW QUESTION 26
- (Topic 1)
Which of the following foods should be avoided by clients who are prone to develop heartburn as a result of gastroesophgeal reflux disease (GERD)?

A. lettuce
B. eggs
C. chocolate
D. butterscotch

Answer: C

Explanation: 
Ingestion of chocolate can reduce lower esophageal sphincter (LES) pressure leading to reflux and clinical
symptoms of GERD. The other foods do not affect LES pressure.Basic Care and Comfort

NEW QUESTION 28
- (Topic 1)
The nurse teaching about preventable diseases should emphasize the importance of getting the following vaccines:

A. human papilloma virus, genital herpes, measles.
B. pneumonia, HIV, mumps.
C. syphilis, gonorrhea, pneumonia.
D. polio, pertussis, measles.

Answer: D

Explanation: 
Vaccines are one of the most effective methods of preventing and controlling certain communicable diseases.
The smallpox vaccine is not currently in use because the smallpox virus has been declared eradicated from the world??s population. Diseases such as polio,
diphtheria, pertussis, and measles are mostly controlled by routine childhood immunization. They have not, however, been eradicated, so children need to be
immunized against these diseases.Physiological Adaptation

NEW QUESTION 29
- (Topic 1)
Which of the following injuries, if demonstrated by a client entering the Emergency Department, is the highest priority?

A. open leg fracture
B. open head injury
C. stab wound to the chest
D. traumatic amputation of a thumb

Answer: C

Explanation: 
A stab wound to the chest might result in lung collapse and mediastinal shift that, if untreated, could lead to
death. Treatment of an obstructed airway or a chest wound is a higher priority than hemorrhage. The principle of ABC (airway, breathing, and circulation) prioritizes
care decisions.Physiological Adaptation

NEW QUESTION 34
- (Topic 1)
A client with stress incontinence should be advised:

A. to purchase absorbent undergarments.
B. that Kegel exercises might help.
C. that effective surgical treatments are nonexistent.
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D. that behavioral therapy is ineffective.

Answer: B

Explanation: 
Kegel exercises, tightening and releasing the pelvic floor muscles, might improve stress incontinence. Choice 1 is not an appropriate treatment for stress
incontinence. Several effective surgical treatments exist. Lifestyle and dietary modifications can also be helpful.Physiological Adaptation

NEW QUESTION 38
- (Topic 1)
Which of the following statements, if made by the parents of a newborn, does not indicate a need for further teaching about cord care?

A. ??I should put alcohol on my baby??s cord 3–4 times a day.??
B. ??I should put the baby??s diaper on so that it covers the cord.??
C. ??I should call the physician if the cord becomes dark.??
D. ??I should wash my hands before and after I take care of the cord.??

Answer: D

Explanation: 
Parents should be taught to wash their hands before and after providing cord care. This prevents transferring pathogens to and from the cord. Folding the diaper
below the cord exposes the cord to air and allows for drying.
It also prevents wet or soiled diapers from coming into contact with the cord. Current recommendations include cleaning the area around the cord 3–4 times a day
with a cotton swab but do not include putting alcohol or other antimicrobials on the cord. It is normal for the cord to turn dark as it dries.Health Promotion and
Maintenance

NEW QUESTION 39
- (Topic 1)
Which of the following foods is a complete protein?

A. corn
B. eggs
C. peanuts Dsunflower seeds

Answer: B

Explanation: 
Eggs are a complete protein. The remaining options are incomplete proteins.Health Promotion and Maintenance

NEW QUESTION 42
- (Topic 1)
The nurse explains to a client who underwent gastric resection that which of the following meals is most likely to cause rapid emptying of the stomach?

A. a high-protein meal
B. a high-fat meal
C. a large meal regardless of nutrient content
D. a high-carbohydrate meal

Answer: D

Explanation: 
Meals that are high in carbohydrates promote rapid gastric emptying. The other options are associated with
decreased emptying time.Basic Care and Comfort

NEW QUESTION 46
- (Topic 1)
A client comes to the clinic for assessment of his physical status and guidelines for starting a weight-reduction diet. The client??s weight is 216 pounds and his
height is 66 inches. The nurse identifies the BMI (body mass index) as:

A. within normal limits, so a weight-reduction diet is unnecessary.
B. lower than normal, so education about nutrient-dense foods is needed.
C. indicating obesity because the BMI is 35.
D. indicating overweight status because the BMI is 27.

Answer: C

Explanation: 
Obesity is defined by a BMI of 30 or more with no co-morbid conditions. It is calculated by utilizing a chart
or nomogram that plots height and weight. This client??s BMI is 35, indicating obesity. Goals of diet therapy are aimed at decreasing weight and increasing activity
to healthy levels based on a client??s BMI, activity status, and energy requirements.Physiological Adaptation

NEW QUESTION 47
- (Topic 1)
A teenage client is admitted to the hospital because of acetaminophen (Tylenol) overdose. Overdoses of acetaminophen can precipitate life-threatening
abnormalities in which of the following organs?

A. lungs
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B. liver
C. kidneys
D. adrenal glands

Answer: B

Explanation: 
Acetaminophen is extensively metabolized in the liver. Choices 1, 3, and 4 are incorrect because prolonged
use of acetaminophen might result in an increased risk of renal dysfunction, but a single overdose does not
precipitate life-threatening problems in the respiratory system, renal system, or adrenal glands.Pharmacological Therapies

NEW QUESTION 52
- (Topic 1)
Diagnostic genetic counseling, for procedures such as amniocentesis and chorionic villus sampling, allows clients to make all of the following choices except:

A. terminating the pregnancy.
B. preparing for the birth of a child with special needs.
C. accessing support services before the birth.
D. completing the grieving process before the birth.

Answer: D

Explanation: 
If findings are ominous, the grieving process will not be completed before birth. If the couple elects to
terminate a pregnancy based on diagnostic tests, there will be grief and concerns for future pregnancies. Couples might choose to access support services and
prepare for the birth of an infant with special needs. Some fetal conditions can be treated in utero.Health Promotion and Maintenance

NEW QUESTION 53
- (Topic 1)
A 10-month-old child is brought to the Emergency Department because he is difficult to awaken. The nurse notes bruises on both upper arms. These findings are
most consistent with:

A. wearing clothing that is too small for the child.
B. the child being shaken.
C. falling while learning to walk.
D. parents trying to awaken the child.

Answer: B

Explanation: 
Children who are shaken are frequently grasped by both upper arms. Symptoms of brain injury associated
with shaking include decreased level of consciousness.Psychosocial Integrity

NEW QUESTION 55
- (Topic 1)
A client has been diagnosed with Disseminated Intravascular Coagulation (DIC) and transferred to the medical intensive care unit (ICU) subsequent to an acute
bleeding episode. In the ICU, continuous Heparin drip therapy is initiated. Which of the following assessment findings indicates a positive response to Heparin
therapy?

A. increased platelet count
B. increased fibrinogen
C. decreased fibrin split products
D. decreased bleeding

Answer: B

Explanation: 
Effective Heparin therapy should stop the process of intravascular coagulation and result in increased
availability of fibrinogen. Heparin administration interferes with thrombin-induced conversion of fibrinogen to
fibrin. Bleeding should cease due to the increased availability of platelets and coagulation factors.Physiological Adaptation

NEW QUESTION 57
- (Topic 1)
Which of the following neurological disorders is characterized by writhing, twisting movements of the face and limbs?

A. epilepsy
B. Parkinson??s
C. muscular sclerosis
D. Huntington??s chorea

Answer: D

Explanation: 
Huntington??s chorea is characterized by writhing, twisting movements of the face and limbs.
The remaining options are neurological disorders that do not have such movements as part of their disease process.Reduction of Risk Potential

NEW QUESTION 59
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- (Topic 1)
A client is taking hydrocodone (Vicodin) for chronic back pain. The client has required an increase in the dose and asks whether this means he is addicted to
Vicodin. The nurse should base her reply on the knowledge that:

A. the client??s body has developed tolerance, requiring more drug to produce the same effect.
B. the client is preoccupied with getting the drug and is experiencing loss of control, indicating drug dependence.
C. addiction is the term used to describe physical dependence with withdrawal symptoms and tolerance.
D. the client has a dual diagnosis of substance abuse and chronic back pain.

Answer: A

Explanation: 
Drug tolerance is characterized by the ability to ingest a larger dose without adverse effect and decreased
sensitivity to the substance. Substance dependence is a severe condition indicating physical problems and
disruption of the person??s social, family, and work life. The psychological behaviors related to substance use are termed addiction. Dual diagnosis is the
coexistence of substance abuse and psychiatric disorders.Psychosocial Integrity

NEW QUESTION 64
- (Topic 1)
Which of the following is most likely to impact the body image of an infant newly diagnosed with Hemophilia?

A. immobility
B. altered growth and development
C. hemarthrosis
D. altered family processes

Answer: D

Explanation: 
Altered Family Processes is a potential nursing diagnosis for the family and client with a new diagnosis of
Hemophilia. Infants are aware of how their caregivers respond to their needs. Stresses can have an immediate impact on the infant??s development of trust and
how others relate to them because of their diagnosis. The longterm effects of hemophilia can include problems related to immobility. Altered growth and
development could not have developed in a newly diagnosed client. Hemarthrosis is acute bleeding into a joint space that is characteristic of hemophilia. It does
not have an immediate effect on the body image of a newly diagnosed hemophiliac.Health Promotion and Maintenance

NEW QUESTION 68
- (Topic 1)
To remove a client??s gown when she has an intravenous line, the nurse should:

A. temporarily disconnect the intravenous tubing at a point close to the client and thread it through the gown.
B. cut the gown with scissors.
C. thread the bag and tubing through the gown sleeve, keeping the line intact.
D. temporarily disconnect the tubing from the intravenous container and thread it through the gown.

Answer: C

Explanation: 
Threading the bag and tubing through the gown sleeve keeps the system intact. Opening an intravenous line causes a break in a sterile system and introduces the
potential for infection. Cutting a gown off is not an alternative except in an emergency. IV gowns, which open along sleeves, are widely available.Basic Care and
Comfort

NEW QUESTION 69
- (Topic 1)
Which of the following nursing actions is most effective when evaluating a kinetic family drawing?

A. telling the child to draw their family doing something
B. offering specific suggestions of what to include in the drawing
C. discouraging the child from talking about the drawing
D. noting the omission of any family members

Answer: D

Explanation: 
There are several guidelines for evaluating kinetic family drawings, including Choice 4.
Effective nursing actions include asking the child to explain what each family member is doing, encouraging him or her to tell as much as possible about the
drawing, noting physical intimacy or distance, noting placement of family members in the drawing, noting facial expressions of family members and noting if they
are facing each other or turned away.
Choice 1 is initial instruction, not evaluation. Only general encouragement should be given to avoid suggesting themes to the child.Health Promotion and
Maintenance

NEW QUESTION 73
- (Topic 1)
Which of the following terms refers to soft-tissue injury caused by blunt force?

A. contusion
B. strain
C. sprain
D. dislocation
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Answer: A

Explanation: 
A contusion is a soft-tissue injury caused by blunt force. It is an injury that does not break the skin, is caused by a blow and is characterized by swelling,
discoloration, and pain. The immediate application of cold might limit the development of a contusion. A strain is a muscle pull from overuse, overstretching, or
excessive stress.
A sprain is caused by a wrenching or twisting motion. A dislocation is a condition in which the articular surfaces of the bones forming a joint are no longer in
anatomic contact.Physiological Adaptation

NEW QUESTION 78
- (Topic 1)
Which of the following methods of contraception is able to reduce the transmission of HIV and other STDs?

A. intrauterine device (IUD)
B. Norplant
C. oral contraceptives
D. vaginal sponge

Answer: D

Explanation: 
The vaginal sponge is a barrier method of contraception that, when used with foam or jelly contraception,
reduces the transmission of HIV and other STDs as well as reducing the risk of pregnancy. IUDs, Norplant,
and oral contraceptives can prevent pregnancy but not the transmission HIV and STDs.
Clients using the contraceptive methods in Choices 1, 2, and 3 should be counseled to use a chemical or barrier contraceptive to decrease transmission of HIV or
STDs.Health Promotion and Maintenance

NEW QUESTION 83
- (Topic 1)
Which of the following diseases or conditions is least likely to be associated with increased potential for bleeding?

A. metastatic liver cancer
B. gram-negative septicemia
C. pernicious anemia
D. iron-deficiency anemia

Answer: C

Explanation: 
Pernicious anemia results from vitamin B12 deficiency due to lack of intrinsic factor. This can result from
inadequate dietary intake, faulty absorption from the GI tract due to a lack of secretion of intrinsic factor
normally produced by gastric mucosal cells and certain disorders of the small intestine that impair absorption.
The nurse should instruct the client in the need for lifelong replacement of vitamin B12, as well as the need for folic acid, rest, diet, and support.Physiological
Adaptation

NEW QUESTION 88
- (Topic 1)
An appropriate intervention for the client with suspected genitourinary trauma and visible blood at the urethral meatus is:

A. insertion of a Foley catheter.
B. in and out catheter specimen for urinalysis.
C. a voided urine specimen for urinalysis.
D. a urologist consult.

Answer: D

Explanation: 
A urologist consult is appropriate for a client with visible blood at the urethral meatus and suspected trauma.
Choices 1 and 2 are contraindicated. A urinalysis might be ordered by the physician, but the question does not provide enough information to make Choice 3 the
correct answer.Physiological Adaptation

NEW QUESTION 93
- (Topic 1)
Acyclovir is the drug of choice for:

A. HIV.
B. HSV 1 and 2 and VZV.
C. CMV.
D. influenza A viruses.

Answer: B

Explanation: 
Acyclovir (Zovirax) is specific for treatment of herpes virus infections. There is no cure for herpes. Acyclovir
is excreted unchanged in the urine and therefore must be used cautiously in the presence of renal impairment.
Drugs that treat herpes inhibit viral DNA replication by competing with viral substrates to form shorter,
ineffective DNA chains.Physiological Adaptation
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NEW QUESTION 96
- (Topic 1)
The nurse is assessing the dental status of an 18-month-old child. How many teeth should the nurse expect to examine?

A. 6
B. 8
C. 12
D. 16

Answer: C

Explanation: 
In general, children begin dentition around 6 months of age. During the first 2 years of life, a quick guide to
the number of teeth a child should have is as follows: Subtract the number 6 from the number of months in the age of the child. In this example, the child is 18
months old, so the formula is 18 – 6 = 12.
An 18-month-old child should have approximately 12 teeth.Health Promotion and Maintenance

NEW QUESTION 98
- (Topic 1)
Which of the following is the primary force in sex education in a child??s life?

A. school nurse
B. peers
C. parents
D. media

Answer: C

Explanation: 
Parents are the primary force in sex education in a child??s life. The school nurse is involved with formal sex
education and counseling. Peers become more important in sex education during adolescence but might lack correct information. The media play a powerful role
in what children learn about sex through movies, TV, and video games.Health Promotion and Maintenance

NEW QUESTION 103
- (Topic 1)
Following a classic cholecystectomy resection for multiple stones, the PACU nurse observes a serosanguious drainage on the dressing. The most appropriate
intervention is to:

A. notify the physician of the drainage.
B. change the dressing.
C. reinforce the dressing.
D. apply an abdominal binder.

Answer: C

Explanation: 
Serosanguious drainage is expected at this time. The dressing should be reinforced.
Changing a new postop dressing increases the risk of infection. An abdominal binder interferes with visualization of the dressing.Basic Care and Comfort

NEW QUESTION 104
- (Topic 1)
Which of the following is likely to increase the risk of sexually transmitted disease?

A. alcohol use
B. certain types of sexual practices
C. oral contraception use
D. all of the above

Answer: D

Explanation: 
STDs affect certain groups in groups in greater numbers. Factors associated with risk include being younger than 25 years of age, being a member of a minority
group, residing in an urban setting, being impoverished, and using crack cocaine.Physiological Adaptation

NEW QUESTION 105
- (Topic 1)
All of the following should be performed when fetal heart monitoring indicates fetal distress
except:

A. increase maternal fluids.
B. administer oxygen.
C. decrease maternal fluids.
D. turn the mother.

Answer: C

Explanation: 
Decreasing maternal fluids is the only intervention that shouldnotbe performed when fetal distress is
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indicated.Reduction of Risk Potential

NEW QUESTION 106
- (Topic 1)
A 20-year-old obese female client is preparing to have gastric bypass surgery for weight loss. She says to the nurse, ??I need this surgery because nothing else I
have done has helped me to lose weight.?? Which response by the nurse is most appropriate?

A. ??If you eat less, you can save some money.??
B. ??Exercise is a healthier way to lose weight.??
C. ??You should try the Atkins diet first.??
D. ??I respect your decision to choose surgery.??

Answer: D

Explanation: 
This statement is most appropriate, as it shows respect and empathy. The other statements are both insensitive and unprofessional.Physiological Adaptation

NEW QUESTION 111
- (Topic 2)
The nurse teaching an obese client about nutritional needs and weight loss should include all of the following except:

A. knowledge of food and food products.
B. development of a positive mental attitude.
C. adequate exercise.
D. starting a fast weight-loss diet.

Answer: D

Explanation: 
Start a fast weight-loss diet.Health Promotion and Maintenance

NEW QUESTION 113
- (Topic 2)
A 57-year-old woman is recently widowed. She states, ??I will never be able to learn how to manage the finances. My husband did all of that.?? Select the
nurse??s response that could help raise the client??s self-esteem.

A. ??You feel inadequate because you have never learned to balance a checkbook.??
B. ??You should have insisted your husband teach you about the finances.??
C. ??You are strong and will learn how to manage your finances after awhile.??
D. ??Why don??t you take a class in basic finance from the local college???

Answer: C

Explanation: 
The nurse can raise the client??s self-esteem by communicating confidence the client can participate in
actively finding solutions to the problem. The nurse also conveys the client is a worthwhile person by listening and accepting the client??s feelings and praising the
client for seeking assistance.
Psychosocial Integrity

NEW QUESTION 116
- (Topic 2)
In performing a psychosocial assessment, the nurse begins by asking questions that encourage the client to describe problematic behaviors and situations. The
next step is to elicit the client??s:

A. feelings about what has been described.
B. thoughts about what has been described.
C. possible solutions to the problem.
D. intent in sharing the description.

Answer: B

Explanation: 
Questions should be asked in a precise order (specifically, from the most-simple description to the moredifficult disclosure of feelings). When the problems have
been described, eliciting the client??s thoughts about the dilemmas provides further assessment data as well as the client??s interpretation of what has happened.
Feelings, solutions and articulating intent are more complex processes.Psychosocial Integrity

NEW QUESTION 119
- (Topic 2)
A nurse observes a client sitting alone and talking. When asked, the client reports that he is ??talking to the voices.?? The nurse??s next action should be:

A. touching the client to help him return to reality.
B. leaving the client alone until reality returns.
C. asking the client to describe what is happening.
D. telling the client there are no voices.

Answer: A
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Explanation: 
Nurses need to inform clients that there is a difference in perceptions and pay attention to the content of
hallucinations. The other options are not therapeutic.Psychosocial Integrity

NEW QUESTION 121
- (Topic 2)
Using clich??s in therapeutic communication leads the client toward:

A. viewing the nurse as human.
B. accepting himself as human.
C. self-disclosing.
D. feeling discounted.

Answer: D

Explanation: 
The use of clich??s in therapeutic communication is commonly construed by the client as the nurse??s lack of understanding, involvement, and caring, so the
client might feel demeaned and discounted.
Psychosocial Integrity

NEW QUESTION 124
- (Topic 2)
A 35-year-old Latin-American client wishes to lose weight to reduce her chances of developing heart disease and diabetes. The client states, ??I do not know how
to make my diet work with the kind of foods that my family eats.?? What should the nurse do first to help the client determine a suitable diet for disease
prevention?

A. Provide her with copies of the approved dietary guidelines for the American Diabetic Association and the American Heart Association.
B. Ask the client to provide a list of the types of foods she eats to determine how to best meet her needs.
C. Provide a high-protein diet plan for the client.
D. Provide the client with information related to risk factors for heart disease and diabetes.

Answer: B

Explanation: 
Assessment is the first step. Assessing what the client eats helps the nurse determine a plan for dietary
recommendations based on the ADA and AHA guidelines. Providing the client with a copy of the guidelines is important but is not the first priority. Based on the
client??s wish to reduce her chances of heart disease and diabetes, a high-protein diet plan might not be appropriate. Providing information to the client related to
risk factors for heart disease and diabetes is important but is not the first step.Health Promotion and Management

NEW QUESTION 126
- (Topic 2)
The nurse is caring for a client who is dying. While assessing the client for signs of impending death, the nurse observes the client for:

A. elevated blood pressure.
B. Cheyne-Stokes respiration.
C. elevated pulse rate.
D. decreased temperature.

Answer: B

Explanation: 
Cheyne-Stokes respirations are rhythmic waxing and waning of respirations from very deep breathing to very shallow breathing with periods of temporary apnea,
often associated with cardiac failure.
This can be a sign of impending death.Psychosocial Integrity

NEW QUESTION 129
- (Topic 2)
The nurse is teaching a client about erythema infectiosum. Which of the following factors are not correct?

A. There is no rash.
B. The disorder is uncommon in adults.
C. There is no fever.
D. There is sometimes a ??slapped face?? appearance.

Answer: B

Explanation: 
Fifth??s disease, erythema infectiosum, is uncommon in adults. All the other statements are correct.Safety and Infection Control

NEW QUESTION 133
- (Topic 2)
Someone who has received a recent tattoo should be screened for:

A. tuberculosis.
B. herpes.
C. hepatitis.
D. syphilis.
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Answer: C

Explanation: 
Tattooing puts a client at risk for blood-borne hepatitis B or C if strict sterile procedures are not followed.
Tuberculosis is an airborne pathogen, while herpes and syphilis are spread directly (such as through sexual
contact).Safety and Infection Control

NEW QUESTION 138
- (Topic 2)
Health promotion activities are designed to help clients:

A. reduce the risk of illness.
B. maintain maximal function.
C. promote healthy habits related to health care.
D. all of the above.

Answer: D

Explanation: 
Health promotion activities are designed to help clients reduce the risk of illness, maintain maximum
function, and promote health habits related to health care.Health Promotion and Maintenance

NEW QUESTION 140
- (Topic 2)
The death of a beloved spouse places the surviving partner in which type of crisis?

A. maturational
B. reactive
C. nonreactive
D. situational

Answer: D

Explanation: 
A situational crisis is an unexpected, unplanned event, such as the death of a spouse.
Option 1 is a normal maturational crisis; Choices 2 and 3 are not recognized crisis states.Coordinated Care

NEW QUESTION 144
- (Topic 2)
In an emergency situation, the nurse determines whether a client has an airway obstruction. Which of the following does the nurse assess?

A. ability to speak
B. ability to hear
C. oxygen saturation
D. adventitious breath sounds

Answer: A

Explanation: 
Ability to speak is a major way to identify an airway obstruction.Safety and Infection Control

NEW QUESTION 148
- (Topic 2)
The client??s lab culture report is negative for a suspected infection. A test that can correctly identify those who do not have a given disease is:

A. specific.
B. sensitive.
C. negative culture.
D. marginal finding.

Answer: A

Explanation: 
Testing that identifies clients without a disease is said to be specific, while testing that identifies clients with a disease is said to be sensitive. Safety and Infection
Control

NEW QUESTION 150
- (Topic 2)
A child comes to the clinic with a skin rash. The maculopapular lesions are distributed around the mouth and have honey-colored drainage. The caregiver states
that the rash is getting worse and seems to spread with the child??s scratching. Which of the following advisory comments should be given?

A. The history and presentation might indicate chickenpox, a highly contagious disease.
B. The lesions might indicate a noncontagious infection that does not require isolation.
C. The history and presentation might indicate an infectious illness called impetigo.
D. The lesions are not contagious unless others have open wounds or lesions themselves.

Answer: C
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Explanation: 
The scenario describes classic impetigo for which the physician is likely to order antibiotic therapy.
Chickenpox is highly contagious but presents with a history of high fever followed by a vesicular rash.Safety and Infection Control

NEW QUESTION 151
- (Topic 2)
Which of the following ethnic groups is at highest risk in the United States for pesticide- related injuries?

A. Native American
B. Asian-Pacific
C. Norwegian
D. Hispanic

Answer: D

Explanation: 
Because Hispanic people represent a large percentage of migrant workers in the United States, many work in agricultural settings and might be exposed to
pesticides, putting them at higher risk than the other groups.Safety and Infection Control

NEW QUESTION 156
- (Topic 2)
Which isolation procedure will be followed for secretions and blood?

A. Respiratory
B. Standard Precautions
C. Contact Isolation
D. Droplet

Answer: B

Explanation: 
Standard precautions are taken in all situations for all clients and involve all body secretions except sweat and are designed to reduce the rate of transmission of
microbes from one host to another or one source (environment such as the client??s bedside table) to another.Safety and Infection Control

NEW QUESTION 160
- (Topic 2)
The nurse should teach parents of small children that the most common type of first-degree burn is:

A. scalding from hot bath water or spills.
B. contact with hot surfaces such as stoves and fireplaces.
C. contact with flammable liquids or gases resulting in flash burns.
D. sunburn from lack of protection and overexposure.

Answer: D

Explanation: 
The most common type of first-degree burn is sunburn, underscoring the need for education regarding the use of sunscreens and avoiding exposure.Safety and
Infection Control

NEW QUESTION 161
- (Topic 2)
A nurse observes a client sitting alone and talking. When asked, the client reports that he is ??talking to the voices.?? The nurse??s next action should be:

A. touching the client to help him return to reality.
B. leaving the client alone until reality returns.
C. asking the client to describe what is happening.
D. telling the client there are no voices.

Answer: C

Explanation: 
Nurses might observe behavioral cues that can indicate the presence of hallucinations.
Talking about the hallucinations is reassuring and validating to the client who has them. Focusing on the symptoms and asking about the hallucinations helps the
client gain control.Psychosocial Integrity

NEW QUESTION 164
- (Topic 2)
A 2-year-old child diagnosed with HIV comes to a clinic for immunizations. Which of the following vaccines should the nurse expect to administer in addition to the
scheduled vaccines?

A. pneumococcal vaccine
B. hepatitis A vaccine
C. Lyme disease vaccine
D. typhoid vaccine

Answer: A
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Explanation: 
Pneumococcal vaccine should be administered as a supplemental vaccine. Hepatitis A vaccine is for travelers and individuals with chronic liver disease. The Lyme
disease vaccine is for people between the ages of 15 and 70 who are at risk for Lyme disease (transmitted by ticks primarily). The typhoid vaccine is for workers in
microbiology laboratories who frequently work with Salmonella typhi.Health Promotion and Maintenance

NEW QUESTION 169
- (Topic 2)
A client has chronic respiratory acidosis caused by end-stage chronic obstructive pulmonary disease (COPD). Oxygen is delivered at 1 L/min per nasal cannula.
The nurse teaches the family that the reason for this is to avoid respiratory depression, based on which of the following explanations?

A. COPD clients are stimulated to breathe by hypoxia.
B. COPD clients depend on a low carbon dioxide level.
C. COPD clients tend to retain hydrogen ions if they are given high doses of oxygen.
D. COPD clients thrive on a high oxygen level.

Answer: A

Explanation: 
COPD clients are compensating for low oxygen and high carbon dioxide levels. Hypoxia is the main stimulus to breathe in persons with chronic hypercapnia.
Increasing the level of oxygen decreases the stimulus to breathe.
Physiological Adaptation

NEW QUESTION 172
- (Topic 2)
Quality is defined as a combination of all of the following except:

A. conforming to standards.
B. performing at the minimally acceptable level.
C. meeting or exceeding customer requirements.
D. exceeding customer expectations.

Answer: B

Explanation: 
Compliance or performance at the minimally acceptable level is not considered quality care.Coordinated Care

NEW QUESTION 176
- (Topic 2)
An assessment of the skull of a normal 10-monthold baby should identify which of the following?

A. closure of the posterior fontanel.
B. closure of the anterior fontanel.
C. overlap of cranial bones.
D. ossification of the sutures.

Answer: A

Explanation: 
The posterior fontanel should close by the age of 2 months.Health Promotion and Maintenance

NEW QUESTION 181
- (Topic 2)
A wrong committed by one person against another (or against the property of another) that might result in a civil trial is:

A. a tort.
B. a crime.
C. a misdemeanor.
D. a felony.

Answer: A

Explanation: 
Torts are wrongs committed by one person against another person (or against the property of another), which might result in civil trials. A crime is also defined as a
wrong against a person or their property but is considered to be against the public as well. Misdemeanors are crimes that are commonly punishable with fines or
imprisonment for less than one year, with both or with parole. A felony is a serious crime punishable by imprisonment in a State or Federal penitentiary for more
than one year.Coordinated Care

NEW QUESTION 184
- (Topic 2)
A client states, ??I eat a well-balanced diet. I do not smoke. I exercise regularly, and I have a yearly checkup with my physician. What else can I do to help prevent
cancer??? The nurse
should respond with which of the following statements?

A. Sleep at least 6–8 hours a night.
B. Practice monthly self-breast examination.
C. Reduce stress.
D. All of the above.
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Answer: D

Explanation: 
All of the choices are methods of preventing cancer. Sleep is important in maintaining homeostasis, which
helps the body respond to disease. Monthly breast examination can indicate cancer or fibrocystic disease. The body has a physiological response to stress that
can decrease the immune response and increase the risk of disease.Health Promotion and Management

NEW QUESTION 188
- (Topic 2)
A 45-year-old client with type I diabetes is in need of support services upon discharge from
a skilled rehabilitation unit. Which of the following services is an example of a skilled support service?

A. shopping for groceries
B. house cleaning
C. transportation to physician??s visits
D. medication instruction

Answer: D

Explanation: 
The only skilled service listed is medication instruction. Grocery shopping, house-cleaning services, and
transportation services are all examples of unskilled services offered by volunteer and fee- for-service agencies.
Coordinated Care

NEW QUESTION 191
- (Topic 2)
According to the ANA Code of Ethics for Nurses, professional nurses have an ethical obligation to:

A. clients (patients).
B. the profession of nursing.
C. provide high-quality care.
D. all of the above.

Answer: D

Explanation: 
All the choices are elements of the ANA Code of Ethics for Nurses.Coordinated Care

NEW QUESTION 196
- (Topic 2)
Fat emulsions are frequently administered as a part of total parenteral nutrition. Which statement is true regarding fat emulsions?

A. They have a high energy-to-fluid-volume ratio.
B. Even though hypertonic, they are well tolerated.
C. They are a basic solution secondary to the addition of sodium hydroxide (NaOH).
D. The pH is alkaline, making them compatible with most medications.

Answer: A

Explanation: 
They have a high energy-to-fluid-volume ratio. Fat emulsions are formulated in 10%, 20%, and 30%
solutions and supply 1.1, 2, and 3 kilocalories respectively for each milliliter. A milliliter of 5% dextrose only
supplies 0.17 kilocalories. Choices 2, 3, and 4 are incorrect because fat emulsions are essentially pH neutral and isotonic.Pharmacological Therapies

NEW QUESTION 197
- (Topic 2)
Which of the following individuals may legally give informed consent?

A. an 86-year-old male with advanced Alzheimer??s disease
B. a 14-year-old girl needing an appendectomy who isnotan emancipated minor
C. a 72-year-old female scheduled for a heart transplant
D. a 6-month-old baby needing bowel surgery

Answer: C

Explanation: 
The 72-year-old client scheduled for heart transplant surgery may give informed consent for the surgery.
There are no age limitations with the exception of minors. Choices 1, 2, and 4 are incorrect.
An individual with advanced Alzheimer??s disease is incompetent to make decisions. Only an emancipated minor may give consent (a 14-year-old child who lives
alone, away from family, and is totally independent). Infants are unable to give consent.Coordinated Care

NEW QUESTION 199
- (Topic 2)
A syringe pump is a type of electronic infusion pump used to infuse fluids or medications directly from a syringe. This device is commonly used for:

A. solutions administered in obstetrics.
B. dilute antibiotics.

Passing Certification Exams Made Easy visit - https://www.surepassexam.com



Recommend!! Get the Full NCLEX-PN dumps in VCE and PDF From SurePassExam
https://www.surepassexam.com/NCLEX-PN-exam-dumps.html (725 New Questions)

C. large volumes of IV solution.
D. the neonatal and pediatric populations.

Answer: D

Explanation: 
 Small volumes of medication or fluids are delivered and sometimes at slow rates to neonates and pediatric clients. The syringe pump allows precise infusion of
small volumes. Choice 1 is incorrect because a syringe pump can be used in almost any setting, but is not generally for adult clients. Choices 2 and 3 are incorrect
because large volumes of fluids are not administered with a syringe pump.Pharmacological Therapies

NEW QUESTION 204
- (Topic 2)
Nursing considerations when caring for African- American clients include that:

A. families are generally distant and unsupportive.
B. special hair, skin, and nail care might be required.
C. fad diets are a cultural norm.
D. clients are generally future-oriented.

Answer: B

Explanation: 
Special hair, skin, and nail care might be required for African-American clients.
Psychosocial Integrity

NEW QUESTION 209
- (Topic 2)
Following the change of shift report, the nurse should analyze the information and set priorities accordingly. When the plan has been formulated, at what point
during the shift can or should the nurse??s plan be altered or modified?

A. halfway through the shift
B. at the end of the shift before the nurse reports off
C. when needs change
D. after the top-priority tasks have been completed

Answer: C

Explanation: 
The nurse changes the plan to respond to changes in needs.Coordinated Care

NEW QUESTION 213
- (Topic 2)
Narrow therapeutic index medications:

A. are drug formulations with limited pharmacokinetic variability.
B. have limited value and require no monitoring of blood levels.
C. have less than a twofold difference in minimum toxic levels and minimum effective concentration in the blood.
D. have limited potency and side effects.

Answer: C

Explanation: 
The therapeutic index is the ratio between the median lethal dose and median effective dose of a drug. It
provides a general indication of the margin of safety of a drug. Choice 1 is incorrect because pharmacokinetics is the process of adsorption, distribution,
metabolism, and elimination. Choice 2 is incorrect because narrow therapeutic index drugs require close monitoring since there is often little difference between
the desired drug effect and toxicity. Choice 4 is incorrect because narrow therapeutic index drugs have the potential for severe toxic effects with only slight
increases in the dose or slight decreases in elimination.
Pharmacological Therapies

NEW QUESTION 215
- (Topic 2)
Which is the best way to position a client??s neck for palpation of the thyroid?

A. flexed toward the side being examined
B. hyperextended directly backward
C. flexed away from the side being examined
D. flexed directly forward

Answer: A

Explanation: 
Flexed toward the side being examined.Health Promotion and Maintenance

NEW QUESTION 220
- (Topic 2)
A 65-year-old female client is experiencing postmenopausal bleeding. Which type of physician should this client be encouraged to see?
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A. a radiologist
B. a gynecologist
C. a physiatrist
D. an oncologist

Answer: B

Explanation: 
A gynecologist is the physician who treats and manages disease of the female reproductive organs. A radiologist evaluates X-rays. A physiatrist is the physician
manager of a rehabilitation team. An oncologist treats clients with cancer.Coordinated Care

NEW QUESTION 223
- (Topic 2)
Rehabilitation services begin:

A. when the client enters the health care system.
B. after the client requests rehabilitation services.
C. after the client??s physical condition stabilizes.
D. when the client is discharged from the hospital.

Answer: A

Explanation: 
Rehabilitation services should begin when the client enters the health care system.Health Promotion and
Maintenance

NEW QUESTION 227
- (Topic 2)
In conducting a health screening for 12-month-old children, the nurse expects them to have been immunized against which of the following diseases?

A. measles, polio, pertussis, hepatitis B
B. diptheria, pertussis, polio, tetanus
C. rubella, polio, pertussis, hepatitis A
D. measles, mumps, rubella, polio

Answer: B

Explanation: 
By 12 months of age, the child should have had DtaP and polio. MMR is not administered until a child is
12 months of age.Health Promotion and Maintenance

NEW QUESTION 229
- (Topic 3)
A client with major head trauma is receiving bolus enteral feeding. The most important nursing order for this client is:

A. measure intake and output.
B. check albumin level.
C. monitor glucose levels.
D. increase enteral feeding.

Answer: A

Explanation: 
It is important to measure intake (I) and output (O), which should be approximately equal.
Enteral feedings are hyperosmotic agents pulling fluid from cells into the vascular bed. Water given before feeding presents a hyperosmotic diuresis. I and O
measures assess fluid balance.Basic Care and Comfort

NEW QUESTION 233
- (Topic 3)
Which of the following client groups should the nurse recognize as the fastest-growing
segment of the homeless population?

A. single, adult men
B. single mothers with 2 or 3 children
C. runaway adolescents
D. single, adult women

Answer: B

Explanation: 
Single mothers with two or three children are the fastest-growing segment of the homeless population. The majority of the children are under the age of five, and
the total number of children who are homeless account for more than one-third of the homeless population in the United States. In the past, single adults were the
largest group in the homeless population, with more men than women being homeless. Runaway adolescents account for another group of homeless children.
Many are victims of abuse or long-term family or school problems.HealthPromotion and Maintenance

NEW QUESTION 236
- (Topic 3)
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The nurse is transferring a client from a wheelchair to the bed. Which is the correct procedure?

A. Pull the client toward you, and pivot him on the unaffected limb.
B. Pull the client toward you, and pivot him on the affected limb.
C. Push the client toward the bed, and pivot him on the affected limb.
D. Stand the client on both legs, and push him toward the bed.

Answer: A

Explanation: 
Pulling the client toward the nurse lowers the workload force. Pivoting on the unaffected limb offers strength
to support the affected limb while pivoting to the bed.Basic Care and Comfort

NEW QUESTION 240
- (Topic 3)
The method of splinting is always dictated by:

A. location of the injury and whether it is open or closed.
B. the severity of the client??s condition and the priority decision.
C. the number of available rescuers and the type of splints.
D. all of the above.

Answer: B

Explanation: 
The method of splinting is always dictated by the severity of the client??s condition and the priority decision.
Basic Care and Comfort

NEW QUESTION 244
- (Topic 3)
Tuberculosis (mycobacterium) usually effects which system?

A. stomach (GI)
B. heart (cardiac)
C. lungs (respiratory)
D. skin (integumentary)

Answer: C

Explanation: 
Mycobacterium tuberculosis is an aerobic bacillus that requires a great deal of oxygen to grow and flourish. It needs highly oxygenated body sites, such as lungs,
growing ends of bones, and the brain. The bacillus is airborne.
Physiological Adaptation

NEW QUESTION 248
- (Topic 3)
A client, age 28, is 8 12 months pregnant. She is most likely to display which normal skin- color variation?

A. vitiligo
B. erythema
C. cyanosis
D. chloasma

Answer: D

Explanation: 
Chloasma, also known as the mask of pregnancy, is described as tan-to-brown patches on the face. This
hyperpigmentation results from hormonal changes.Health Promotion and Maintenance

NEW QUESTION 252
- (Topic 3)
Which of the following statements by an adult child of a client with late-stage Alzheimer??s
disease indicates a need for further teaching by the nurse?

A. ??I should provide a regular schedule for toileting.??
B. ??I should talk to my father less because he can??t communicate.??
C. ??I should give my father oral care after every meal and bedtime.??
D. ??I should assist my father with eating and drinking.??

Answer: B

Explanation: 
Even though an Alzheimer??s client might not be able to talk or communicate his needs, the family should still communicate through talking and touching. The
other statements are correct and indicate adequate understanding.
Reduction of Risk Potential

NEW QUESTION 257
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- (Topic 3)
Which instruction should be given in a health education class regarding testicular cancer?

A. All males should perform a testicular exam after the age of 30.
B. Testicular exams should be performed on a daily basis.
C. Reddening or darkening of the scrotum is a normal finding.
D. Testicular exams should be performed after a warm bath or shower.

Answer: D

Explanation: 
Testicular exams should be performed after a warm shower or bath to relax the scrotum.
Testicular exams
should be performed on a monthly basis by all men beginning at about age 15. Reddening or darkening of the scrotum is not normal finding and should be
reported to a physician.Physiological Adaptation

NEW QUESTION 260
- (Topic 3)
While performing a physical assessment on a 6-month-old infant, the nurse observes head lag. Which of the following nursing actions should the nurse perform
first?

A. Ask the parents to allow the infant to lay on her stomach to promote muscle development.
B. Notify the physician because a developmental or neurological evaluation is indicated.
C. Document the findings as normal in the nurse??s notes.
D. Explain to the parents that their child is likely to be mentally retarded.

Answer: B

Explanation: 
Head lag should be completely resolved by 4 months of age. Continuing head lag at 6 months of age
indicates the need for further developmental or neurological evaluation. Laying the infant on her stomach
promotes muscle development of the neck and shoulder muscles, but because of the age of this child, a referral should be the first action. These findings are not
normal for a 6-month-old infant. Significant head lag can be seen in infants with Down syndrome and hypoxia, as well as neurologic and other metabolic disorders.
Some of those disorders might have mental retardation as a component. However, this child needs to have the referral to determine the cause of the head lag
first.Health Promotion and Maintenance

NEW QUESTION 262
- (Topic 3)
A client with sickle cell disease is worried about passing the disease on to children. Which of the following statements by the PN is most appropriate for this client?

A. ??You should discuss this with your physician.??
B. ??Sickle cell disease is genetically based and might be passed on to children.??
C. ??Sickle cell disease is genetically based and is not passed on to children.??
D. ??Sickle cell disease is caused by an infection and cannot be passed on to children.??

Answer: B

Explanation: 
A client with sickle cell disease passes on the least sickle cell trait and possibly sickle cell disease, depending on the sickle status of the other parent. Choice 1 is
not helpful to the client. Choices 3 and 4 are not true.
Physiological Adaptation

NEW QUESTION 264
- (Topic 3)
An Rh-negative woman with previous sensitization has delivered an Rh-positive fetus. Which of the following nursing actions should be included in the client??s
care plan?

A. emotional support to help the family deal with feelings of guilt about the infant??s condition
B. administration of MICRhoGam to the woman within 72 hours of delivery
C. administration of Rh-immune globulin to the newborn within 1 hour of delivery
D. lab analysis of maternal Direct Coombs?? test

Answer: A

Explanation: 
If a woman is sensitized to the Rh factor, it poses a threat to any Rh-positive fetus she delivers. The nurse
needs to provide emotional support to help the family deal with the infant??s condition, which might involve a
host of conditions that could lead to death or marked neurological damage. RhoGam is never given to a woman already sensitized. If not previously sensitized,
MICRhoGam (a smaller dose of Rh immune globulin) is given after an abortion or ectopic pregnancy to prevent sensitization. If not sensitized, RhoGam is given to
the woman within 72 hours of delivery. Rh-immune globulin is never given to the newborn. To determine if sensitization has occurred, an Indirect Coombs?? is
drawn on the mother to measure the number of Rh- positive antibodies.Health Promotion and Maintenance

NEW QUESTION 266
- (Topic 3)
Accurate documentation of assessment findings regarding pressure ulcers is very important because:

A. the law requires the nurse to document lesions.
B. the hospital requires the nurse to document lesions.
C. the physician requires the nurse to document lesions.
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D. the nursing assessment of ulcers is a standard of nursing practice.

Answer: D

Explanation: 
Documentation of assessments by the nurse promotes continuity of care and helps prevent further progression of the ulcer.Basic Care and Comfort

NEW QUESTION 269
- (Topic 3)
A man reports his wife is constantly cleaning. The activity has interfered with the family life. Friends have stopped visiting because she makes them uncomfortable.
He states he has awakened in the middle of the night and found her cleaning. The nurse should consult with the couple and recommend the husband help with
therapy by:

A. telling his wife to stop cleaning whenever he notices her actions.
B. making a baseline record of the time the wife spends cleaning.
C. decreasing the stimuli in the home.
D. helping his wife with the cleaning.

Answer: C

Explanation: 
His wife is exhibiting obsessive-compulsive behavior. Because this is an anxiety disorder, it is desirable to maintain an environment that is calm and as stress free
as possible. Attempting to stop or focusing on the behavior can increase the wife??s anxiety and therefore the repetitive behavior.Psychosocial Integrity

NEW QUESTION 270
- (Topic 3)
A contraindication for topical corticosteroid use in a client with atopic dermatitis (eczema) is:

A. parasite infection.
B. viral infection.
C. fungal infection.
D. spirochete infection.

Answer: B

NEW QUESTION 275
- (Topic 3)
Which of the following describes the stages of domestic violence in an intimate relationship?

A. happiness, crisis, angry outburst, intervention
B. honeymoon period, escalation of stress, outburst, reconciliation
C. acting out and making up
D. peace and calm, angry outburst, peace and calm, denial

Answer: B

Explanation: 
A pattern of behavior known as the cycle of abuse has been described in the literature. It involves a honeymoon stage, followed by a buildup of stress, an angry
outburst that might involve beating, reconciliation, and another honeymoon phase. Clients who do not receive help are at increased risk of harm, which might
include homicide.
Psychosocial Integrity

NEW QUESTION 277
- (Topic 3)
Which of the following procedures describes an opening between the colon and abdominal wall?

A. ileostomy
B. jejunostomy
C. colostomy
D. cecostomy

Answer: C

Explanation: 
A colostomy is an opening between the colon and abdominal wall. The remaining terms describe other types of ostomies.Physiological Adaptation

NEW QUESTION 278
- (Topic 3)
Which of the following tests is commonly performed on newborns with jaundice?

A. blood urea nitrogen
B. magnesium
C. bilirubin
D. prolactin

Answer: C
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Explanation: 
A high bilirubin level is found with hepatic immaturity in newborns, from which jaundice results. The other
choices are not.Reduction of Risk Potential

NEW QUESTION 280
- (Topic 3)
Clients who take iron preparations should be warned of the possible side effects, which might include:

A. dizziness and orthostatic hypotension.
B. nausea, vomiting, diarrhea or constipation, and stomach cramps.
C. drowsiness, lethargy, and fatigue.
D. neuropathy and tingling in the extremities.

Answer: B

Explanation: 
Oral iron preparations are often used to treat clients who have iron deficiency anemia to regain a positive iron balance. These preparations need to be
supplemented with adequate dietary intake of iron.
It can take 2–3 weeks to see improvement and up to 6–10 months to return to a stable iron level after a deficiency exists. The most common adverse effects
associated with oral iron intake are related to direct GI upset, anorexia, nausea, vomiting, diarrhea, dark stools, and constipation. Nursing comfort measures
include taking the preparations with meals, teaching about black stools, encouragement, and proper nutrition.Physiological Adaptation

NEW QUESTION 282
- (Topic 3)
When a client with a major burn experiences body image disturbance, which of the following is an appropriate nursing intervention classification?

A. grief work facilitation
B. vital signs monitoring
C. medication administration: skin
D. anxiety reduction

Answer: A

Explanation: 
Grief work facilitation is a nursing intervention classification for disturbed body image in burn clients. The
expected outcome is grief resolution. Vital signs monitoring is a nursing intervention classification for deficient fluid volume in clients with major burns. Medication
administration: skin is a nursing intervention classification for impaired skin integrity for clients with major burns. Anxiety reduction is a nursing intervention
classification for anxiety experienced by clients with major burns.Health Promotion and Maintenance

NEW QUESTION 286
- (Topic 3)
When assessing a client with amytrophic lateral sclerosis (ALS), the nurse should expect which of the following findings?

A. mental confusion
B. muscular weakness
C. sensory loss
D. emotional liability

Answer: B

Explanation: 
Clients with ALS have progressive muscular weakness and wasting. However, the mind remains clear and sharp, and there is no sensory loss. There might be
periods of grieving, but usually not emotional liability.Reduction of Risk Potential

NEW QUESTION 290
- (Topic 3)
An 8-year-old Asian child is being examined during a school screening. The nurse notices small bruises on the anterior and posterior ribs. The nurse should ask
the child:

A. if the family practices coining.
B. who hit him.
C. if the child has fallen.
D. how long the abuse has been occurring.

Answer: A

Explanation: 
The nurse must be aware of cultural practices that resemble child abuse. These practices include coining, cupping, and fallen fontanella. Coining and cupping are
thought to draw infections from the body. Coining involves rubbing a heated coin on the chest and torso and might cause bruising. Cupping uses heated glasses
that can produce erythematous and ecchymotic rounded lesions or linear streaks on the body from the suction. Fallen fontanella involves turning a child upside
down to correct a depressed fontanelle; it can cause vomiting, diarrhea, and dehydration in infants. Retinal hemorrhages can also occur, and sometimes Shaken-
Baby Syndrome is erroneously diagnosed.Psychosocial Integrity

NEW QUESTION 295
- (Topic 3)
The sexually transmitted disease, sometimes referred to as the silent STD, that is more common than gonorrhea and a leading cause of PID is:
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A. genital herpes.
B. trichomoniasis.
C. syphilis.
D. chlamydia.

Answer: D

Explanation: 
Chlamydia is a sexually transmitted genital infection and is manifested in males primarily as urethritis and in
females as mucopurulent cervicitis. Clinical manifestations of urethritis are often difficult to distinguish from
gonorrhea and include mucopurulent discharges of scant or moderate quantity, urethral itching, and burning on urination. Possible complications or sequelae of
male urethral infections include epididymitis, infertility, and Reiter syndrome. In homosexual men, receptive anorectal intercourse might result in chlamydial
proctitis. In women, the clinical manifestations might be similar to those of gonorrhea and frequently present as a mucopurulent endocervical discharge, with
edema, erythema, and easily induced endocervical bleeding caused by inflammation of the endocervical columnar epithelium. However, up to 70% of sexually
active women with chlamydial infections are asymptomatic. Complications and sequelae include salpingitis with subsequent risk of infertility, ectopic pregnancy, or
chronic pelvic pain. Asymptomatic chronic infections of the endometrium and fallopian tubes might lead to the same outcome.Physiological Adaptation

NEW QUESTION 297
- (Topic 3)
Which of the following coping mechanisms protects an individual from anxiety?

A. denial and fantasy
B. rationalization and suppression
C. regression and displacement
D. reaction formation and projection

Answer: A

Explanation: 
Denial, rationalization, regression, and fantasy are coping mechanisms that protect persons from anxiety.
Psychosocial Integrity

NEW QUESTION 301
- (Topic 3)
Which of the following lab values is elevated first after a client has a myocardial infarction?

A. LDH
B. troponin
C. CPK
D. SGOT

Answer: B

Explanation: 
The troponin level is the first to rise in a client who has had a myocardial infarction, followed by CPK, SGOT, and LDH.Reduction of Risk Potential

NEW QUESTION 306
- (Topic 3)
When teaching parents how their children learn sex role identification, the nurse should include which of the following statements?

A. Sex role identification begins in infancy.
B. Sex role identification begins in the preschool years.
C. Sex role identification begins during the school-age years.
D. Sex role identification begins during early adolescence.

Answer: A

Explanation: 
Sex role identification begins during infancy. Infants can identify body parts by the end of the first year. Preschoolers frequently engage in masturbation and sex
play with peers. School-age children continue to gain awareness of their sexual identity. During this time they might continue to masturbate and engage in sex
play. They might add behaviors such as hugging and kissing members of the opposite sex. Adolescent sex role identification is largely influenced by sexual
maturation and trying out or assuming a sex role.Health Promotion and Maintenance

NEW QUESTION 311
- (Topic 3)
Which of the following foods present a problem for a client diagnosed with Celiac Disease?

A. butter
B. oats or barley cereal
C. fresh vegetables
D. coffee or tea

Answer: B

Explanation: 
Celiac disease, orceliac sprue,is a malabsorption disorder affecting the small intestine in which there is a
problem with the ingestion of gluten, a protein normally found in grain products such as wheat, rye, oats, or
barley. The other choices reflect substances that do not contain gluten and should not pose problems for a client with this disorder.Basic Care and Comfort
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NEW QUESTION 315
- (Topic 3)
Appropriate nursing strategies to assist a client in maintaining a sense of self include:

A. using the client??s first name when addressing the client.
B. treating the client with dignity.
C. explaining procedures only if the client is attentive.
D. discouraging the use of personal items.

Answer: B

Explanation: 
All clients must be treated with dignity. Rather than a strategy, treating clients with dignity is a basic core
value universal to nursing.Psychosocial Integrity

NEW QUESTION 317
- (Topic 3)
Which statement best describes electrolytes in intracellular and extracellular fluid?

A. There is a greater concentration of sodium in extracellular fluid and potassium in intracellular fluid.
B. There is an equal concentration of sodium and potassium in extracellular fluid.
C. There is a greater concentration of potassium in extracellular fluid and sodium in intracellular fluid.
D. There is an equal concentration of sodium and potassium between intracellular and extracellular fluid.

Answer: A

Explanation: 
There is a greater concentration of sodium in extracellular fluid and potassium in intracellular fluid.
Physiological Adaptation

NEW QUESTION 322
- (Topic 3)
Which of the following is true concerning human immunodeficiency virus (HIV)?

A. HIV infection involves CD4 receptor protein on the surface of helper T-cells.
B. The presence of circulating antibodies that neutralize HIV is evidence that the individual has immunity-HIV.
C. HIV replication occurs extracellularly.
D. DNA replication

Answer: A

Explanation: 
The virus makes a DNA copy of its own RNA using the reverse transcriptase enzyme, and the DNA copy is
inserted into the genetic material of the infected cell.Physiological Adaptation

NEW QUESTION 323
- (Topic 3)
Laboratory tests reveal the following electrolyte values for Mr. Smith: Na 135 mEq/L, Ca 8.5 mg/dL, Cl 102 mEq/L, and K 2.0 mEq/L. Which of the following values
should the nurse report to the physician because of its potential risk to the client?

A. Ca
B. K
C. Na
D. Cl

Answer: B

Explanation: 
Normal serum potassium level ranges between 3.5 and 5.5 mEq/L. The levels in choices 1, 3, and 4 are
within normal ranges.Physiological Adaptation

NEW QUESTION 327
- (Topic 3)
A client with a nasogastric (NG) tube begins vomiting. What action should the nurse take?

A. Retape the NG tube.
B. Clamp the NG tube.
C. Remove the NG tube.
D. Check the NG tube placement.

Answer: D

Explanation: 
For the client with an NG tube who begins vomiting, the nurse should check the tube placement because
it might be displaced, thereby leading to vomiting. The other responses are not appropriate.
Reduction of Risk Potential
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NEW QUESTION 332
- (Topic 3)
A pregnant client has congenital heart disease. The nurse should expect to see which alterations in this client??s diet during pregnancy?

A. reduced calories and reduced fat
B. caffeine and sodium restrictions
C. decreased protein and increased complex carbohydrates
D. fluid restriction and reduced calories

Answer: B

Explanation: 
Caffeine might increase heart rate that is already stressed due to pregnancy. Sodium can cause fluid retention. Both might need to be restricted. The other choices
are incorrect because calories, fat, and protein are not usually decreased due to the risk of nutrient deficiencies.Basic Care and Comfort

NEW QUESTION 335
- (Topic 3)
A client had a colostomy done one day ago. Which of the following is an abnormal finding when assessing the stoma?

A. mild edema
B. minimal bleeding
C. rose color
D. dark red color

Answer: D

Explanation: 
A dark red color is an abnormal finding when assessing the stoma. It indicates inadequate blood supply. The other findings are normal one day
postoperatively.Physiological Adaptation

NEW QUESTION 338
- (Topic 3)
Hazards of improper splinting include:

A. aggravation of a bone or joint injury.
B. reduced distal circulation.
C. delay in transport of a client with a lifethreatening injury.
D. all of the above.

Answer: D

Explanation: 
Hazards of improper splinting include aggravation of a bone or joint injury, reduced distal circulation, and
delay in transport of a client with a life-threatening injury.Basic Care and Comfort

NEW QUESTION 340
- (Topic 3)
A client who is newly diagnosed with Parkinson??s disease and beginning medication therapy asks the nurse, ??How soon will I see improvement ??? The
nurse??s best response is:

A. ??That varies from client to client.??
B. ??You should discuss that with your physician.??
C. ??You should notice a difference in a few days.??
D. ??It might take several weeks before you notice improvement.??

Answer: D

Explanation: 
It might take several weeks of therapy for the client with Parkinson??s disease to see improvement in symptoms.
Choice 1 is also true but is not the best response to the question. Choice 2 might be indicated but is not the best response to the question. Choice 3 is
incorrect.Physiological Adaptation

NEW QUESTION 342
- (Topic 3)
A client is having problems with her ankles. To assess her ankles?? ROM, which ROM exercises should the nurse have her perform?

A. flexion, extension, hyperextension
B. flexion, extension, abduction, adduction
C. external rotation, internal rotation
D. extension, flexion, inversion, eversion

Answer: D

Explanation: 
Moving a joint through the full range of motion identifies limitation of movement.Basic Care and Comfort

NEW QUESTION 344
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- (Topic 3)
A preschooler has successfully completed the test item ??counts 5 blocks?? on the Denver II test. This pass is evidence of which of the following developmental
concepts?

A. centration
B. causality
C. C.nonreversibility
D. D.conservation

Answer: D

Explanation: 
The ability to move five blocks to a piece of paper and state there are five blocks on the paper is evidence
that the preschooler has the ability of conservation. This concept refers to the fact that the quantity of something doesn??t change just because the shape,
contour, and so on has changed. Five blocks are still five blocks, whether they are lying beside the paper, stacked on the paper or moved to the paper.Centrationis
the ability to concentrate on one feature of a situation while neglecting all other aspects.Causalityis based on the sequence of events, one event ordinarily following
another.Nonreversibilityrefers to the inability of preschoolers to reverse their operations. They are only able to think forward, not retrace or reverse their thought
processes.Health Promotion and Maintenance

NEW QUESTION 348
- (Topic 3)
Which of the following conditions has a severe complication of respiratory failure?

A. Bell??s palsy
B. Guillain-Barr?? syndrome
C. trigeminal neuralgia
D. tetanus

Answer: B

Explanation: 
Guillain-Barr?? syndrome has a severe complication of respiratory failure. The remaining choices are peripheral nerve conditions, like Guillain-Barr??. However,
they do not lead to such a severe complication.Reduction of Risk Potential

NEW QUESTION 349
- (Topic 3)
The nurse who was not promoted then went to the utility room and slammed several cupboard doors while looking for Kleenex. This behavior exemplifies:

A. displacement.
B. sublimation.
C. conversion.
D. reaction formation.

Answer: A

Explanation: 
Displacement unconsciously transfers emotions associated with a person, object, or situation to another lessthreatening person, object, or situation. The nurse
slammed doors instead of striking the promoted nurse or the administrator who made the promotion decision. Sublimation is the unconscious process of
substituting constructive activity for unacceptable impulses. This choice cannot be considered correct because the slamming of the cupboard doors cannot be
considered a constructive activity. Conversion involves unconsciously transforming anxiety into a physical symptom. Reaction formation keeps unacceptable
feelings or behaviors out of awareness by using the opposite feeling or behavior.Psychosocial Integrity

NEW QUESTION 352
- (Topic 3)
The test used to differentiate sickle cell trait from sickle cell disease is:

A. sickle cell preparation.
B. peripheral smear.
C. sickledex.
D. hemoglobin electrophoresis.

Answer: D

Explanation: 
Hemoglobin electrophoresis is used to differentiate between sickle cell trait and sickle cell disease.
Physiological Adaptation

NEW QUESTION 357
- (Topic 3)
A hospital discharge planning nurse is making arrangements for a client who has an epidural catheter for continuous infusion of opioids to be placed in a long-term
care facility. The family prefers a facility in its neighborhood to facilitate visiting. The neighborhood facility has never cared for a client with this type of need. What
is the most appropriate action by the discharge planning nurse?

A. B.Arrange for immediate in-services for the long-term care facility staff on pain management using epidural catheters.
B. C.Explain the situation to the client and family and seek another long-term care facility for discharge from the hospital.
C. D.Encourage the family to hire private duty nurses skilled in epidural catheter pain management to allow the client to be transferred to the neighborhood facility.

Answer: C
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Explanation: 
Safety demands that a client be transferred to a facility that can deliver care equal to the hospital.Basic Care and Comfort

NEW QUESTION 361
- (Topic 4)
A 50 milliliter (ml) bolus of normal saline fluid is ordered by the physician. The physician wants it to infuse in 30 minutes. The nurse should set the pump rate at:

A. 100 ml per hour for one hour.
B. 60 ml per hour for one-half hour.
C. 120 ml per hour for one hour.
D. 50 ml per hour for one hour.

Answer: A

Explanation: 
One hundred ml in one hour equals 50 ml in 30 minutes, which is what the physician prescribed. Choice 2 is 10 ml more than the physician prescribed for 30
minutes. Choice 3 is the same asChoice 2; it is 10 ml more than the physician prescribed for 30 minutes. Choice 4 only provides 25 ml over 30 minutes, or half the
volume prescribed. Pharmacological Therapies

NEW QUESTION 363
- (Topic 4)
A client and his family facing the end stage of a terminal illness might be best served by:

A. a rehabilitation center.
B. an extended care facility.
C. Hospice.
D. a crisis intervention center.

Answer: C

Explanation: 
Hospice has the belief that more humanized alternative care for dying clients is needed than is being provided in hospitals, which focus mostly on medical cures.
No matter where the care is delivered, Hospice provides a specialized interdisciplinary team of health care professionals who work together to manage client
care.HealthPromotion and Maintenance

NEW QUESTION 366
- (Topic 4)
In the United States, several definitions of death are currently being used. The definition that uses apnea testing and pupillary responses to light is termed:

A. whole brain death.
B. heart-lung death.
C. circulatory death.
D. higher brain death.

Answer: A

Explanation: 
Most protocols require two separate clinical examinations, including induction of painful stimuli, papillary responses to light, oculovestibular testing, and apnea
testing. Choices 2 and 4 have no specific test required. Choice 3 is not a current definition of death in the United States.Psychosocial Integrity

NEW QUESTION 370
- (Topic 4)
Who should receive the hepatitis A vaccine?

A. children who are 18 months of age
B. infants, who should receive the vaccination at birth
C. people who travel to other countries
D. individuals who might come into contact with blood

Answer: C

Explanation: 
Hepatitis A is for individuals who travel or persons with chronic liver disease. Infants receive the hepatitis B vaccine at birth. DTaP is administered at 18 months of
age. Individuals who come into contact with blood should be immunized against hepatitis B. Health Promotion and Maintenance

NEW QUESTION 374
- (Topic 4)
The intravenous route is potentially the most dangerous route of drug administration because:

A. the IV might infiltrate.
B. it is expensive and nursing intensive.
C. rapid administration of a drug can lead to toxicity.
D. the client always has more side effects.

Answer: C

Explanation: 
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The bioavailability of the injected medication is 100% and might lead to toxicity. An IV infiltration can cause serious problems with tissue necrosis, but this is not life
threatening. Expensiveandtime consumingdo not equate withdangerous. Choice 4 is not always true. Pharmacological Therapies

NEW QUESTION 379
- (Topic 4)
Some drugs are excreted into bile and delivered to the intestines. Prior to elimination from the body, the drug might be absorbed. This process is known as:

A. hepatic clearance.
B. total clearance.
C. enterohepatic cycling.
D. first-pass effect.

Answer: C

Explanation: 
Drugs and drug metabolites with molecular weights higher than 300 can be excreted via the bile, stored in the gallbladder, delivered to the intestines by the bile
duct, and then reabsorbed into the circulation. This process reduces the elimination of drugs and prolongs their half-life and duration of action in the body. Choice 1
is the amount of drug eliminated by the liver. Choice 2 is the sum of all types of clearance including renal, hepatic, and respiratory. Choice 4 is the amount of drug
absorbed from the GI tract, then metabolized by the liver (reducing the amount of drug that makes it into circulation).Pharmacological Therapies

NEW QUESTION 380
- (Topic 4)
A client has just returned from surgery where a femoral-popliteal bypass was performed. The nurse has assessed the client and is unable to feel a pulse at either
the dorsalis pedis or the posterior tibial sites of the left foot. The foot feels warm and the color is pink. What action should the nurse perform next to prevent
ischemia?

A. Notify the physician immediately.
B. Obtain a Doppler device to check for pulses, and notify the physician if they are still absent.
C. Wait 30 minutes and recheck the pulses.
D. Document the finding.

Answer: B

Explanation: 
The nurse should immediately obtain a Doppler device and recheck the pulses. The dorsalis pedis and posterior tibial can be difficult to assess and might need to
be verified with a Doppler. Because the client just had a surgery in which a complication is arterial insufficiency, the client must be monitored carefully. If the pulses
are not found, the nurse should recognize that this is an emergent situation, and the physician must be notified immediately. If the nurse waits 30 minutes before
determining if the pulses can be felt, this could compromise the viability of the client??s foot due to ischemia. Documenting the findings is important but must be
performed after the nurse locates the dorsalis pedis and posterior tibial pulses or any necessary interventions are made.Health Promotion and Maintenance

NEW QUESTION 385
- (Topic 4)
As a type of quality indicator, an example of a structure standard is:

A. a written philosophy.
B. a procedure for a straight catheterization.
C. a protocol for treatment of a client with chest pain.
D. the diagnostic work-up for a client with abdominal pain.

Answer: A

Explanation: 
Structure standards define all the conditions needed to operate, direct, and control a system. They do not address client care but rather describe structure with
regard to purpose, such as philosophy, objectives, goals, hours of operation, and management responsibility.Coordinated Care

NEW QUESTION 386
- (Topic 4)
Local anesthetics block the conduction of pain impulses to the spinal cord. Their duration of action:

A. is always longer than general anesthesia.
B. is determined by the rate of diffusion and absorption at the site of administration.
C. is usually short (10 minutes).
D. varies, depending on the client??s weight.

Answer: B

Explanation: 
Diffusion and absorption depend on the chemical properties of the anesthetic and other factors such as local pH and blood flow. Duration might or might not be
longer than general anesthesia. Duration can be short if the type of local anesthetic is a short-acting agent. Client weight is not a factor.Pharmacological Therapies

NEW QUESTION 387
- (Topic 4)
Which of the following symptoms is most characteristic of a client with cancer of the lungs?

A. exertional dyspnea
B. persistent changing cough
C. air hunger; dyspnea
D. cough with night sweats
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Answer: B

Explanation: 
The most common sign of cancer of the lung is a persistent cough that changes. Other signs are dyspnea, bloody sputum, and long-term pulmonary infection.
Choice 1 is common with chronic obstructive pulmonary disease (COPD). Choice 3 is common with asthma. Choice 4 is common with
tuberculosis.PhysiologicalAdaptation

NEW QUESTION 391
- (Topic 4)
Which of the following vaccines are not part of the regular schedule of immunizations for children?

A. DTaP
B. MMR
C. Hib
D. hepatitis A

Answer: D

Explanation: 
Hepatitis A is not part of the regular immunization schedule for children. DTaP, MMR, and Hib are all regularly scheduled vaccines for children.Health Promotion
and Maintenance

NEW QUESTION 396
- (Topic 4)
A neighbor telephones the nurse to tell her that her child has erythema infectiosum and asks for information. The nurse knows that another name for the disorder
is:

A. Kawasaki disease.
B. rheumatic disease.
C. lupus erythematosus.
D. fifth disease.

Answer: D

Explanation: 
The child has Fifth disease, a parvovirus flulike illness that is self-limiting but is contagious for two–three weeks.Safety and Infection Control

NEW QUESTION 401
- (Topic 4)
A client asks the nurse what risk factors increase the changes of getting skin cancer. The risk factors include all except:

A. light or fair complexion.
B. exposure to sun for great periods of time.
C. certain diet and foods.
D. history of bad sunburns.

Answer: C

Explanation: 
Conditions that increase risks for skin cancer are: light or fair complexion, history of having bad sunburns or scars from previous burns, personal or family history of
skin cancer, frequently working or playing outdoors with exposure to the sun, exposure to X-rays or radiation, exposure to certain chemicals through work or
hobbies (coal, pitch, asphalt, petroleum), repeated trauma or injury to an area resulting in scars, older than age 50, male gender, and living in a geographic
location near the equator or at high altitudes. Ways to prevent skin cancer are avoiding exposure to the sun, wearing a hat to protect the face, avoiding all sun
lamps, and using a sunscreen with a minimum of 15 sun protection factor (SPF) if exposure to the sun is unavoidable. Teaching clients how to recognize a
potential problem involves inspecting the skin frequently; noting all birthmarks, freckles, and moles; and seeking medical assistance if any of the following are
noted: change in color, change in shape, change in surface texture, change in size, change in the surrounding skin, or a new mole or a sore that does not
heal.HealthPromotion and Maintenance

NEW QUESTION 403
- (Topic 4)
A client with a diagnosis of Schizophrenia has been released from an acute care setting. The client had a prolonged recovery from relapse. One of the parents
says to the discharge nurse, ??I do not understand what is going on. The hospital said she was better, but all she does is sit around all day and smoke. We cannot
get her to go to the vocational training you arranged.?? The nurse recognizes that more teaching is needed about:

A. the pathophysiology and acting out behaviors of schizophrenia.
B. support groups that can help the parents release their feelings of frustration.
C. the prolonged recovery time and depressive effects of medicines to prevent relapse.
D. motivational techniques that are effective in clients with schizophrenia.

Answer: C

Explanation: 
The nurse conducting discharge teaching must stress the lengthy recuperation process with emphasis on the sedative qualities of the medication used to prevent
relapse. Support groups are useful for caregivers. The emphasis during recuperation is on maintaining nutrition and hygiene.Psychosocial Integrity

NEW QUESTION 406
- (Topic 4)
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When questioning an elder about suspected abuse, the nurse should keep the questions:

A. nonjudgmental.
B. probing.
C. confrontational.
D. indirect.

Answer: A

Explanation: 
Questions about suspected should be direct and nonconfrontational. Indirect questions encourage denial.
Psychosocial Integrity

NEW QUESTION 409
- (Topic 4)
A client is having psychological counseling for problems communicating with his mother. Which model of stress is the most useful in reference to this stressor?

A. Adaptation Model
B. Stimulus-Based Model
C. Transaction-Based Model
D. Selye??s Model of Stress

Answer: C

Explanation: 
The Transaction-Based Model is, according to R.S. Lazarus, a state that Stimulus theory and Response theory do not consider individual differences. He takes into
account cognitive processes that intervene between the encounter and the reaction and the factors that affect the nature of this process. He includes mental and
psychological components or responses as part of his concept of stress (Person—Environment Transactions). Psychosocial Integrity

NEW QUESTION 413
- (Topic 4)
Which of the following clients require airborne precautions?

A. a client with fever, chills, vomiting, and diarrhea
B. a client suspected of varicella (chickenpox)
C. a client with abdominal pain and purpura
D. a client diagnosed with AIDS

Answer: B

Explanation: 
Chickenpox (varicella) is an acute, infectious, airborne illness that requires others in direct contact to wear a respirator mask.Safety and Infection Control

NEW QUESTION 417
- (Topic 4)
All of the following tasks could be delegated to a nursing assistant or unlicensed assistive personnel (UAP) except:

A. monitoring intravenous infusion.
B. assisting a client to the bathroom.
C. offering fluid intake every 1–2 hours.
D. monitoring/recording the amount of fluid taken.

Answer: A

Explanation: 
Monitoring an intravenous infusion must be performed by an RN or LPN. Assisting during activity, offering fluids and recording intake are in the job scope of the
nursing assistant. Coordinated Care

NEW QUESTION 418
- (Topic 4)
To improve overall health, the nurse should place highest priority on assisting a client to make lifestyle changes for which of the following habits?

A. drinking a six-pack of beer each day
B. eating an occasional chocolate bar
C. exercising twice a week
D. using relaxation exercises to deal with stress

Answer: A

Explanation: 
Health promotion is motivated by the desire to increase people??s well-being and health potential. The nurse promotes health by maximizing the client??s own
strengths. Identification and analysis of the client??s strengths are a component of preventing illness, restoring health, and facilitating coping with disability or
death. The nurse facilitates decisions about lifestyle that enhance one??s quality of life and encourage acceptance of responsibility for one??s own health.Health
Promotion and Maintenance

NEW QUESTION 420
- (Topic 4)
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The ethical principle of keeping professional promises or obligations is:

A. veracity.
B. autonomy.
C. fidelity.
D. beneficence.

Answer: C

Explanation: 
The ethical principle of veracity is truth-telling. Autonomy is client self-determination (that is, clients making their own decisions). Beneficence is the principle of
doing good, which is a foundation of nursing care.
Coordinated Care

NEW QUESTION 422
- (Topic 4)
Which of the following needs immediate medical attention and emergency intervention? The client who:

A. complains of sharp pain upon taking a deep breath and excessive coughing.
B. exhibits yellow, productive sputum, lowgrade fever, and crackles.
C. has a shift of the trachea to the left, with no breath sounds on the right.
D. has asthma and complains of an inability to catch her breath after exercise.

Answer: C

Explanation: 
Choice 3 is indicative of a tension pneumothorax, which is considered a medical emergency. The respiratory system is severely compromised and venous return to
the heart is affected. The mediastinal shift is to the unaffected side. Choice 1 contains symptoms of pleurisy, and Choice 2 lists symptoms of bronchitis. Neither are
emergencies. The client in Choice 4 should expect difficulty breathing after exercise when asthma is an existing condition and might need immediate attention if his
rescue inhaler is ineffective. Physiological Adaptation

NEW QUESTION 426
- (Topic 4)
What is the reason for a contract between nurse and client?

A. Contracts state the roles the participants take.
B. Contracts are indicative of the feeling tone established between participants.
C. Contracts are binding and prevent either party from ending the relationship prematurely.
D. Contracts spell out the participation and responsibilities of both parties.

Answer: D

Explanation: 
A contract emphasizes that the nurse works with the client, rather than doing something for the client.Working withsuggests that each party is expected to
participate and share responsibility for outcomes. Contracts do not,however, stipulate roles or feeling tone, nor is premature termination expressly
forbidden.Psychosocial Integrity

NEW QUESTION 428
- (Topic 4)
A nurse discharge planner is preparing a client for discharge from an acute care setting. The nurse assesses that skilled home care services are clinically
indicated. This assessment is based on all of the following indicators except:

A. the client has been admitted to the hospital three times in the last 2 months.
B. the client has a Foley catheter.
C. the client??s family is available to care for him 24 hours a day.
D. the client is ordered to continue IV antibiotics 5 days post discharge.

Answer: C

Explanation: 
Family availability to provide care and assistance is not an indicator for skilled home care. In fact, the nurse might see some opportunity for family education in
meeting the client??s needs so that less community support is needed. This needs to be negotiated with the family. Frequent hospital readmissions imply that the
client has not been able to manage either due to condition instability or lack of care needs being met. This is a red flag for home care services to be able to meet
those needs and appropriately monitor the client. A Foley catheter is an indication for home health care due to infection potential and care requirements. IV
antibiotics involve home care due to maintaining line patency and assessment of the site.Coordinated Care

NEW QUESTION 433
- (Topic 4)
A risk management program within a hospital is responsible for all of the following except:

A. identifying risks.
B. controlling financial loss due to malpractice claims.
C. making sure that staff follow their job descriptions.
D. analyzing risks and trends to guide further interventions or programs.

Answer: C

Explanation: 
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Risk management is an organizationwide program to identify risks and control incidents and legal liability.
It does not have any direct supervisory or management responsibility for staff.Safety and Infection Control

NEW QUESTION 438
- (Topic 4)
Kleinman??s Explanatory Model of Health and Illness is significant because:

A. it explains what kind of health beliefs a family is likely to have.
B. it brings out the importance of culture in forming health explanations.
C. it discusses the important role that popular and folk domains of influence have.
D. it has an educational base to the structure.

Answer: C

Explanation: 
The anthropologist Kleinman makes a distinction between disease and illness. Disease is the health care professionals?? biomedical understanding of the health
problem, while illness is the client??s personal and unique understanding and definition of what is happening to him. The theorist states that cultural factors
determine the importance of the various domains of influence.Health Promotion and Maintenance

NEW QUESTION 443
- (Topic 4)
The nurse??s first action upon discovery of an electrical fire should be which of the following?

A. Disconnect the electrical power if it can be performed safely.
B. Smother the source with an object such as a blanket.
C. Saturate the source with water or other readily available liquid.
D. Activate the fire alarm immediately.

Answer: A

Explanation: 
If it is safe to do so, the nurse should disconnect electrical devices from the power source.
Smothering with a blanket is not indicated in an electrical fire and might serve to fuel the fire,just as water or other liquids might incite an explosion or flames. The
fire alarm should be activated promptly, and this should be the next action after disconnecting the electrically powered equipment.Safety and Infection Control

NEW QUESTION 444
- (Topic 4)
A visitor accidentally knocks over a plastic pleural drainage system connected to a client, and it cracks. What should the nurse do first?

A. Observe the client??s response.
B. Notify the physician.
C. Change the drainage system.
D. Observe for leaks.

Answer: C

Explanation: 
If a crack is seen in a pleural drainage system, it should be changed immediately. The remaining choices can be performed later.Reduction of Risk Potential

NEW QUESTION 448
- (Topic 4)
The emergency triage nurse should perform which action upon receiving the history that a client has a severe cough, fever, night sweats, and body wasting?

A. Place the client in the waiting room until an available cubicle is open.
B. Seclude the client from other clients and visitors.
C. Perform no intervention because it might not be necessary until tests confirm a disease.
D. Don gown, gloves, and mask immediately.

Answer: B

Explanation: 
The client is describing signs and symptoms of tuberculosis. The client is potentially infectious to others and should be secluded. A respirator mask should be worn
by caregivers, but it is not necessary for the nurse to don a gown and gloves. If the client is moved to other areas such as radiology, a mask should be worn by the
client and a respirator mask should be worn by those working in close contact with the client.Safety and Infection Control

NEW QUESTION 450
- (Topic 4)
While walking in the hallway of an acute care unit of the hospital, the nurse overhears the change of shift report. The nurse should:

A. make the charge nurse on the unit aware of the situation so that he or she can take the necessary steps to maintain the confidentiality of the information being
reported.
B. disregard the information because it changes quickly on the acute care unit and is outdated within 2–3 hours anyway.
C. return to his or her own unit and not disclose that confidential information has been overheard.
D. ignore the situation.

Answer: A
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Explanation: 
To protect the confidentiality of the information being reported, the nurse should make the charge nurse on
the unit aware of the situation so that the information can be communicated in an appropriate way in privacy.
Coordinated Care

NEW QUESTION 451
- (Topic 4)
Hearing screening of prematurely born infants is an effective means of identifying disease and is an example of:

A. primary prevention.
B. secondary prevention.
C. tertiary prevention.
D. disability prevention.

Answer: B

Explanation: 
The three levels of prevention address disease and disability across all phases, from absence of disease and at risk for disease, to preventing further impairment.
Hearing impairment associatedwith prematurity cannot be prevented by screening, but identifying the infants with hearing loss might prevent sequelae and further
impairment by allowing early intervention.Safety and Infection Control

NEW QUESTION 453
- (Topic 4)
Which of the following clients should refrain from therapy with the thiazide diuretic hydrochlorothiazide (HCTZ)?

A. a client with renal impairment
B. a client with hypertension
C. a client with diabetes mellitus, type II
D. a client with renal calculi (kidney stones)

Answer: C

Explanation: 
The thiazide class of diuretics cause metabolic abnormalities such as elevated blood glucose levels. This elevation is caused in part by diuretic-induced potassium
deficiency. Hypokalemia reduces the secretion of insulin by pancreatic beta cells, thereby increasing plasma glucose levels. Thiazides have been used for many
years in clients with the conditions described in choices 1 and 2. Thiazides decrease calcium excretion, thus decreasing the likelihood of renal
calculi.Pharmacological Therapies

NEW QUESTION 454
- (Topic 5)
A physician orders a serum creatinine for a hospitalized client. The nurse should explain to the client and his family that this test:

A. is normal if the level is 4.0 to 5.5 mg/dl.
B. can be elevated with increased protein intake.
C. is a better indicator of renal function than the BUN.
D. reflects the fluid volume status of a person.

Answer: C

Explanation: 
A serum creatinine level should be 0.7 to 1.5 mg/dl, and it does not vary with increased protein intake, so it is a better indicator of renal function than the
BUN.Physiological Adaptation

NEW QUESTION 458
- (Topic 5)
Which of the following blood pressure parameters indicates PIH? Elevation over a baseline of:

A. 30 mmHg systolic and/or 15 mmHg diastolic.
B. 40 mmHg systolic and/or 20 mmHg diastolic.
C. 10 mmHg systolic and/or 5 mmHg diastolic.
D. 20 mmHg systolic and/or 20 mmHg diastolic.

Answer: A

Explanation: 
These are the accepted parameters for mild PIH. Mild preclampsia includes an increase in systolic blood pressure higher than 30 mmHg or an increase in diastolic
blood pressure higher than 15 mmHg, noted on two readings taken 6 hours apart (or 140/90). Physiological Adaptation

NEW QUESTION 463
- (Topic 5)
What is pica?

A. dependency on alcohol
B. increased iron in the diet
C. the sickle cell trait
D. eating ice
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Answer: D

Explanation: 
Pica represents the ingestion of nonfood substances that leads to a clinical iron deficiency and might actually be the first sign of a problem. Clients eat a wide
range of nonfood items, including ice, clay, dirt, and paste.Physiological Adaptation

NEW QUESTION 466
- (Topic 5)
Which of the following statements by a client indicates adequate preparation for magnetic resonance imaging?

A. ??I can leave my metal jewelry on during the test.??
B. ??I need to wear earplugs during the test.??
C. ??I can have the test even though I have a pacemaker.??
D. ??I can have the test even though I have an artificial hip.??

Answer: B

Explanation: 
Due to the loud noises from the scanner moving to obtain images, earplugs need to be worn. No metal objects are allowed, including jewelry, pacemakers, and
artificial joints. Reduction of Risk Potential

NEW QUESTION 467
- (Topic 5)
In infants and children, the side effects of firstgeneration over-the counter (OTC) antihistamines, such as diphenhydramine (Benedryl) and hydroxyzine (Atarax),
can include:

A. Reye??s syndrome.
B. cholinergic effects.
C. paradoxical CNS stimulation.
D. nausea and diarrhea.

Answer: C

Explanation: 
Typically, first-generation OTC antihistamines have a sedating effect because of passage into the CNS. However, in some individuals, especially infants and
children, paradoxical CNS stimulation occurs and is manifested by excitement, euphoria, restlessness, and confusion. For this reason, use of first-generation OTC
antihistamines has declined and second-generation product use has increased. Reye??s syndrome is a systemic response to a virus. First-generation OTC
antihistamines do not exhibit a cholinergic effect. Nausea and diarrhea are uncommon with first-generation OTC antihistamines.Pharmacological Therapies

NEW QUESTION 468
- (Topic 5)
Increased cortisol levels might be found in a client with which condition?

A. Cushing??s syndrome
B. Addison??s disease
C. renal failure
D. congestive heart failure

Answer: A

Explanation: 
Cushing??s syndrome produces elevated cortisol levels. Addison??s disease produces decreased cortisol levels. The other conditions are not associated with
cortisol levels. Reduction of Risk Potential

NEW QUESTION 473
- (Topic 5)
Physical examination of a client regarding mobility status should:

A. begin with gait.
B. be oriented to time, place, and person.
C. begin with the Romberg test.
D. begin with the Tandem Walk test.

Answer: A

Explanation: 
Gait is usually assessed as the client walks into the room. Normal gait is smooth, flowing, and rhythmic without assistive devices.Basic Care and Comfort

NEW QUESTION 478
- (Topic 5)
A female prostitute enters a clinic for treatment of a sexually transmitted disease. This disease is the most prevalent STD in the United States. The nurse can
anticipate that the woman has which of the following?

A. herpes
B. chlamydia
C. gonorrhea
D. syphilis
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Answer: B

Explanation: 
Epidemiological studies indicate that chlamydia is the most prevalent sexually transmitted disease in the United States.Physiological Adaptation

NEW QUESTION 482
- (Topic 5)
Herbal therapy has several indications for use. Primarily, herbal therapy is:

A. used to treat many common complaints and diseases.
B. used to promote certain types of low-carb diets.
C. used as an adjunct to medications.
D. used to create a diet without salt and carbohydrates.

Answer: A

Explanation: 
Herbal therapy is used to treat many common complaints and diseases.Physiological Adaptation

NEW QUESTION 487
- (Topic 5)
Which of the following home-care strategies is most likely to negatively impact the body image of a client with Cushing??s syndrome?

A. providing safety measures to prevent falls
B. taking medications as prescribed
C. wearing a medical ID indicating Cushing??s syndrome
D. having regular health assessments

Answer: C

Explanation: 
All of the strategies listed are included in home care for the client with Cushing??s syndrome. Choice 3 is the best answer because wearing a medical ID is a
visible sign that something is wrong and a constant reminder to the client that he or she has a loss of body function.
Choice 1 might enhance body image because it prevents falls that could cause further injury and debilitation. Taking medications as prescribed should enhance
body image because it decreases the symptoms present. Having regular health assessments indicates an enhanced body image because it signals the desire to
take care of the body and keep it at its best.Health Promotion and Maintenance

NEW QUESTION 492
- (Topic 5)
The teaching plan for a postpartum client who is about to be discharged should include which of the following instructions?

A. ??It is normal for your breasts to be tende
B. You should call the physician if you also have redness and fatigue.??
C. ??Because your baby was delivered vaginally, you might have to urinate more frequently.??
D. ??It is normal to run a low-grade temperature for a few day
E. If it is higher than 100?? F, call your physician.??
F. ??Be sure to call your physician if your vaginal discharge becomes bright red.??

Answer: D

Explanation: 
The vaginal discharge after birth is called lochia, and it changes from red (rubra) to serosa (clear) on the third postpartum day. If it returns to red or contains clots, it
could signal impending hemorrhage or infection and the physician should be notified. It is not normal for the breasts to be tender. If the breasts become engorged,
they might be tender and the mother might need to be given additional instructions on breast care. Tenderness, redness, and fatigue are clinical manifestations of
mastitis and should be reported to the physician. A woman should void in normal patterns and frequency after birth. Increased frequency is a sign of a urinary tract
infection and should be reported to the physician. By the time of discharge, the woman??s temperature should be normal. Elevations should be reported to the
physician.Health Promotion and Maintenance

NEW QUESTION 495
- (Topic 5)
A nurse is caring for a client with an elevated cortisol level. The nurse can expect the client to exhibit symptoms of:

A. urinary excess.
B. hyperpituitarism.
C. urinary deficit.
D. hyperthyroidism.

Answer: C

Explanation: 
High levels of cortisol can produce sodium and fluid retention and potassium deficit, thus creating urinary deficit.Physiological Adaptation

NEW QUESTION 497
- (Topic 5)
A client tells the nurse that his wife??s nagging really gets on his nerves. He asks the nurse to talk with her about her nagging during their family session tomorrow
afternoon. Which of the following responses is the most therapeutic for the client?
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A. ??Tell me more specifically about her complaints.??
B. ??Can you think why she might nag you so much???
C. ??I??ll help you think about how to bring this up yourself tomorrow afternoon.??
D. ??Why do you want me to initiate this in tomorrow??s session rather than you???

Answer: C

Explanation: 
The client needs to learn how to communicate directly with his wife about her behavior. The nurse??s assistance enables him to practice a new skill and
communicates confidence in his ability to confront this situation. Choices 1 and 2 inappropriately direct attention away from the clientand toward his wife, who
isn??t present. Choice 4 implies that there might be a legitimate reason for the nurse to assume responsibility for something that rightfully belongs to the client.
Instead of focusing on his problems, he??ll waste precious time convincing the nurse that he or she should do his work.Psychosocial Integrity

NEW QUESTION 502
- (Topic 5)
Which of the following microorganisms is easily transmitted from client to client on the hands of health care workers?

A. mycobacterium tuberculosis
B. clostridium tetani
C. staphylococcus aureus
D. human immunodeficiency virus

Answer: C

Explanation: 
Staphylococcus aureus microorganisms are ubiquitous and easily transmitted by health care workers who fail to conduct routine hand washing between clients.
Tuberculosis is almost always transmitted by the airborne route, and tetanus usually results from exposure to dirt. HIV is a weak virus that does not live long
outside the body.Physiological Adaptation

NEW QUESTION 504
- (Topic 5)
The nurse is turning a client who has a new prosthetic hip. Which position should be avoided to prevent injury to the new prosthetic hip?

A. abduction of the hip
B. adduction of the hip
C. flexing the hip at 80?? flexion
D. flexing the hip at 90??

Answer: B

Explanation: 
New prosthetic hips should have an abduction pillow in place to avoid adduction.Basic Care and Comfort

NEW QUESTION 508
- (Topic 5)
The NSAID that is comparable to morphine in efficacy is:

A. Feldene.
B. Stodal.
C. Toradol.
D. Elavil.

Answer: C

Explanation: 
Toradol is the first injectable NSAID equal to morphine in efficacy.Basic Care and Comfort

NEW QUESTION 511
- (Topic 5)
All of the following clients are in need of an emergency assessment except:

A. a bleeding client who has an injury from falling debris.
B. an unresponsive client.
C. a client with an old injury.
D. a pregnant woman with imminent delivery.

Answer: C

Explanation: 
The client with an old injury does not need an emergency assessment because this is not a life-threatening or new situation or condition.Safety and Infection
Control

NEW QUESTION 516
- (Topic 5)
Which of the following is not a function of parathyroid hormone?

A. moving calcium from bones to the bloodstream
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B. promoting renal tubular reabsorption of phosphorus
C. promoting renal tubular reabsorption of calcium
D. enhancing renal production of vitamin D metabolites

Answer: B

Explanation: 
Parathyroid hormone depresses renal tubular reabsorption of phosphorus. All of the other choices are functions of parathyroid hormone.Reduction of Risk
Potential

NEW QUESTION 519
- (Topic 5)
When a woman is receiving postpartum epidural morphine, the nurse should plan to observe for which of the following side effects to occur within the first 3 hours?

A. nausea and vomiting
B. itching
C. urinary retention
D. somnolence

Answer: B

Explanation: 
A side effect of postpartum epidural morphine is the onset of itching within 3 hours of injection and lasting up to 10 hours. Nausea and vomiting might occur 4–7
hours after injection. Urinary retention is a side effect of postpartum epidural morphine but is not assessed as such within the first 3 hours. Somnolence is a rare
side effect.Health Promotion and Maintenance

NEW QUESTION 523
- (Topic 5)
The chemotherapeutic agent 5-fluorourcacil (5-FU) is ordered for a client as an adjunct measure to surgery. Which statement about chemotherapy is true?

A. It is a local treatment affecting only tumor cells.
B. It is a systemic treatment affecting both tumor and normal cells.
C. It has not yet been proved an effective treatment for cancer.
D. It is often the drug of choice because it causes few, if any, side effects.

Answer: B

Explanation: 
5-FU is an antieoplastic, antimetabolic drug that inhibits DNA synthesis and interferes with cell replication. It is given intravenously and acts systemically. It affects
all rapidly growing cells,both malignant and normal. It is used as adjuvant therapy for treating cancer of the colon, rectum, stomach, breast, and pancreas. This
drug has many side effects, including bone marrow depression, anorexia, stomatitis, nausea, and vomiting.Physiological Adaptation

NEW QUESTION 524
- (Topic 5)
Which of the following viruses is most likely to be acquired through casual contact with an infected individual?

A. influenza virus
B. herpes virus
C. cytomegalovirus (CMV)
D. human immunodeficiency virus (HIV)

Answer: A

Explanation: 
Influenza virus is transmitted through respiratory droplets. Herpes virus is transmitted by direct contact, and HIV is transmitted through blood and body fluids.
Cytomeglaovirus is an opportunistic infection.PhysiologicalAdaptation

NEW QUESTION 527
- (Topic 5)
Nail and foot care are essential in meeting basic hygiene needs of clients. Important assessments by the nurse in this area include:

A. all body assessment, including the feet and nails.
B. the essential lab work of the client.
C. the nail beds and the tissue surrounding the nails.
D. foot corns and calluses only.

Answer: C

Explanation: 
The nail beds and the tissue surrounding the nails should be assessed for abnormal discoloration, lesions, paronychia (infection of tissue surrounding the nail),
tissue dryness, breaks in the skin, pressure areas, or other abnormal appearances.Basic Care and Comfort

NEW QUESTION 531
- (Topic 5)
As part of the teaching plan for a client with type I diabetes mellitus, the nurse should include that carbohydrate needs might increase when:

A. an infection is present.
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B. there is an emotional upset.
C. a large meal is eaten.
D. active exercise is performed.

Answer: D

Explanation: 
Active exercise increases insulin sensitivity, thus lowering blood glucose levels. Additional carbohydrates might be needed to balance the usual insulin dose. All of
the other choices increase blood glucose levels.BasicCare and Comfort

NEW QUESTION 534
......
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