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QUESTION 1

Following the delivery of a healthy newborn, a client has developed thrombophlebitis and is receiving heparin IV. What
are the signs and symptoms of a heparin overdose for which the nurse would need to observe during postpartum care
of the client? 

A. Dysuria 

B. Epistaxis, hematuria, dysuria 

C. Vertigo, hematuria, ecchymosis 

D. Hematuria, ecchymosis, and epistaxis 

Correct Answer: D 

(A) Dysuria is not a common symptom of heparin overdose. (B) Although epistaxis and hematuria are common
symptoms of heparin overdose, dysuria is not. (C) Vertigo is not a common symptom of heparin overdose. (D)
Hematuria, ecchymosis, and epistaxis are the most common signs and symptoms of a heparin overdose. Others are
thrombocytopenia, elevated liver enzymes, and local injection site complications. 

 

QUESTION 2

The FHR pattern in a laboring client begins to show early decelerations. The nurse would best respond by: 

A. Notifying the physician 

B. Changing the client to the left lateral position 

C. Continuing to monitor the FHR closely 

D. Administering O2 at 8 L/min via face mask 

Correct Answer: C 

(A) Early decelerations are reassuring and do not warrant notification of the physician. (B) Because early decelerations
is a reassuring pattern, it would not be necessary to change the client\\'s position. (C) Early decelerations warrant the
continuation of close FHR monitoring to distinguish them from more ominous signs. (D) O2 is not warranted in this
situation, but it is warranted in situations involving variable and/or late decelerations. 

 

QUESTION 3

During an examination, the nurse notes that an infant has diaper rash on the convex surfaces of his buttocks, inner
thighs, and scrotum. Which of the following nursing interventions will be most effective in resolving the condition? 

A. Coating the inflamed areas with zinc oxide 

B. Using talcum powder on the inflamed areas to promote drying 

C. Removing the diaper entirely for extended periods of time 

Latest NCLEX-RN Dumps | NCLEX-RN PDF Dumps | NCLEX-RN Practice Test                                2 / 9

https://www.pass4lead.com/nclex-rn.html
https://www.pass4lead.com/nclex-rn.html
https://www.pass4lead.com/nclex-rn.html


https://www.pass4lead.com/nclex-rn.html
2023 Latest pass4lead NCLEX-RN PDF and VCE dumps Download

D. Cleaning the inflamed area thoroughly with disposable wet "wipes" at each diaper change 

Correct Answer: C 

(A) Zinc oxide is not usually applied to inflamed areas because it contributes to sweat retention. (B) Talcum powder is of
questionable benefit and poses a hazard of accidental inhalation. (C) Removing the diaper and exposing the area to air
and light facilitate drying and healing. (D) Infants may be sensitive to one or more agents in the wet "wipes." It is better
to simply clean with a wet cloth. 

 

QUESTION 4

A baby who was diagnosed with pyloric stenosis has continued to have projectile vomiting. With prolonged vomiting, the
infant is prone to: 

A. Respiratory acidosis 

B. Respiratory alkalosis 

C. Metabolic acidosis 

D. Metabolic alkalosis 

Correct Answer: D 

(A) Respiratory acidosis is the result of problematic ventilation. Plasma pH decreases, while plasma PCO2 and plasma
HCO3 increase. (B) Respiratory alkalosis results from increased respiratory rate and depth. Plasma pH increases, while
plasma PCO2 and plasma HCO3 decrease. (C) Metabolic acidosis occurs when there is strong acid gain in the body.
Plasma pH, PCO2, and HCO3 decrease. (D) Increased risk for metabolic alkalosis is due to a loss of hydrogen ions;
depletion of potassium, sodium, and chloride when vomiting occurs. Plasma pH and plasma PCO2 increase; plasma
HCO3 may decrease and then increase to compensate. 

 

QUESTION 5

At 30 weeks\\' gestation, a client is admitted to the unit in premature labor. Her contractions are every 5 minutes and last
60 seconds, her cervix is closed, and the suture placed around her cervix during her 16th week of gestation, when she
had the MacDonald procedure, can still be felt by the physician. The amniotic sac is still intact. She is very concerned
about delivering prematurely. She asks the RN, "What is the greatest risk to my baby if it is born prematurely?" The
RN\\'s answer should be: 

A. Hyperglycemia 

B. Hypoglycemia 

C. Lack of development of the intestines 

D. Lack of development of the lungs 

Correct Answer: D 

(A) Any infant would be at risk for hyperglycemia because the infant\\'s liver is missing the islets of Langerhans, which
secrete insulin to break down glucose for cellular use. Prematurity is not an added risk for hyperglycemia. (B) Both
premature and mature infants can be at risk for hypoglycemia if their mother had gestational diabetes during pregnancy
or entered the pregnancy with diabetes mellitus. These infants are exposed to high levels of maternal glucose while in
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utero, which causes the islets of Langerhans in the infant\\'s liver to produce insulin. After birth when the umbilical cord
is severed, the generous amount of maternal blood glucose is eliminated; however, there is continued islet cell
hyperactivity in the infant\\'s liver, which can lead to excessive insulin levels and depleted blood glucose. (C) Mature
infants are born with an immature GI system. The nervous control of the stomach is incomplete at birth, salivary glands
are immature at birth, and the intestinal tract is sterile. This is not the greatest risk to the premature infant. (D) Infants
born before 37 weeks\\' gestation are at greatest risk for an insufficient amount of surfactant in the alveoli system of the
lungs. Surfactant helps to prevent lung collapse and ensures stability of the respiratory system so that the infant can
maintain his own respirations once the umbilical cord is severed at birth. 

 

QUESTION 6

A 30-year-old client has been admitted to the psychiatric service with the diagnosis of schizophrenia. He tells the nurse
that when the woman he had been dating broke up with him, the CIA had replaced her with an identical twin. The client
is experiencing: 

A. Grandiose delusions 

B. Paranoid delusions 

C. Auditory hallucinations 

D. Visual hallucinations 

Correct Answer: B 

(A) There are no indications that the client\\'s thoughts reflect special powers or talents characteristic of grandiosity. (B)
The client\\'s thought content is fixed, false, persecutory, and suspicious in nature, which is characteristic of paranoid
delusions. (C, D) The client is not demonstrating a sensory experience. 

 

QUESTION 7

A client is medically cleared for ECT and is tentatively scheduled for six treatments over a 2-week period. Her husband
asks, "Isn\\'t that a lot?" The nurse\\'s best response is: 

A. "Yes, that does seem like a lot." 

B. "You\\'ll have to talk to the doctor about that. The physician knows what\\'s best for the client." 

C. "Six to 10 treatments are common. Are you concerned about permanent effects?" 

D. "Don\\'t worry. Some clients have lots more than that." 

Correct Answer: C 

(A) This response indicates that the nurse is unsure of herself and not knowledgeable about ECT. It also reinforces the
husband\\'s fears. (B) This response is "passing the buck" unnecessarily. The information needed to appropriately
answer the husband\\'s question is well within the nurse\\'s knowledge base. (C) The most common range for affective
disorders is 6?0 treatments. This response confirms and reinforces the physician\\'s plan for treatment. It also opens
communicationwith the husband to identify underlying fears and knowledge deficits. (D) This response offers false
reassurance and dismisses the husband\\'s underlying concerns about his wife. 
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QUESTION 8

A female client admitted to the labor and delivery unit thinks her bag of water "broke" approximately 2 hours ago. She is
having mild contractions 5 minutes apart. The most immediate nursing intervention would be to: 

A. Note the color and amount of fluid on her clothes. 

B. Assess the FHR. 

C. Notify the physician. 

D. Place the nitrazine test paper at the cervical os and note the color change. 

Correct Answer: B 

(A)

 Amniotic fluid is generally pale and straw colored. Meconium- stained amniotic fluid would indicate a previous hypoxic
episode. This intervention, though appropriate, is not the immediate priority. (B) With rupture of the membranes, the
umbilical cord may prolapse if the presenting part does not fill the pelvis. Assessing FHR ascertains fetal well-being. (C)
More information regarding fetal status and assessing for membrane rupture is needed prior to contacting the
physician. 

(D)

 Nitrazine test paper differentiates amniotic fluid from urine. Amniotic fluid is normally alkaline in contrast to urine, which
is acidic. This intervention, though appropriate, is not the immediate priority. 

 

QUESTION 9

A 32-year-old female client is being treated for Guillain- Barr?syndrome. She complains of gradually increasing muscle
weakness over the past several days. She has noticed an increased difficulty in ambulating and fell yesterday. When
conducting a nursing assessment, which finding would indicate a need for immediate further evaluation? 

A. Complaints of a headache 

B. Loss of superficial and deep tendon reflexes 

C. Complaints of shortness of breath 

D. Facial paralysis 

Correct Answer: C 

(A) Headaches are not associated with Guillain-Barr?syndrome. (B) Loss of superficial and deep tendon reflexes is
expected with this diagnosis. (C) Complaints of shortness of breath must be further evaluated. Forty percent of all
clients have some detectable respiratory weakness and should be prepared for a possible tracheostomy. Pneumonia is
also a common complication of this syndrome. (D) Facial paralysis is expected and is not considered abnormal. 

 

QUESTION 10

The most important goal in the care plan for a child who was hospitalized with an accidental overdose would be to: 
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A. Determine child\\'s activity pattern 

B. Reduce mother\\'s sense of guilt 

C. Instruct parents in use of ipecac 

D. Teach parents appropriate safety precautions 

Correct Answer: D 

(A) This goal is not the most important. (B) There is always some guilt when an accident occurs; however, the priority is
to be sure future accidents are prevented. (C) Ipecac is not used for caustic alkali and acid ingestions. (D) Determining
the parent\\'s knowledge about safety hazards and teaching appropriate preventive measures are likely to prevent
recurrence of accidents. 

 

QUESTION 11

A client was admitted with rib fractures and a pneumothorax, which were sustained as a result of a motor vehicle
accident. A chest tube was placed on the left side to reinflate his lung, and he was transferred to a client unit. Twenty-
four hours after admission he continues to have bloody sputum, develops increasing hypoxemia, and his chest x-ray
shows patchy infiltrates. The nurse analyzes these symptoms as being consistent with: 

A. Pneumonia 

B. Pulmonary contusions 

C. Pulmonary edema 

D. Tension pneumothorax 

Correct Answer: B 

(A) Pneumonia may be reflected by patchy infiltrates. In addition, fever, an increasing white blood cell count, and
copious sputum production would be present. (B) Blunt chest traumacauses a bruising process in which interstitial and
alveolar edema and hemorrhage occur. This is manifest by gradual deterioration over 24 hours of arterial blood gases
and the continued production of bloody sputum. Patchy infiltrates are evident on chest xray 24 hours postinjury. (C)
Pulmonary edema usually results from left heart failure. It is manifest by pink, frothy sputum; increasing dyspnea;
tachycardia; and crackles on auscultation. (D) Tension pneumothorax is a potential complication for someone with rib
fractures and a chest tube. It is manifest by diminished breath sounds on the affected side, rapidly deteriorating arterial
blood gases in the presence of an open airway, and shock that is unexplained by other injuries. 

 

QUESTION 12

The nurse enters the room of a client on which a "do not resuscitate" order has been written and discovers that she is
not breathing. Once the husband realizes what has occurred he yells, "please save her!" The nurse\\'s action would be: 

A. Call the physician and inform him that the client has expired. 

B. Remind the husband that the physician wrote an order not to resuscitate. 

C. Discuss with the husband that these orders are written only on clients who are not likely to recover with resuscitative
efforts. 
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D. Call a code and proceed with cardiopulmonary resuscitation. 

Correct Answer: D 

(A, B, C) The last request from the husband overrides the decision not to initiate resuscitation efforts. (D) The nurse
should begin cardiopulmonary resuscitation unless a living will and durable power of attorney are in force. In the
meantime, the nurse should talk with the husband and notify the doctor. 

 

QUESTION 13

Which of the following nursing actions is essential to prevent drug-resistant tuberculosis? 

A. Monitor liver function. 

B. Monitor renal function. 

C. Assess knowledge of respiratory isolation. 

D. Monitor compliance with drug therapy. 

Correct Answer: D 

(A) Monitoring liver function will not prevent the development of drug-resistant organisms. (B) Monitoring renal function
will not prevent the development of drug-resistant organisms. (C) Knowledge of respiratory isolation will reduce 

transmission of tuberculosis but will not prevent development of drug-resistant organisms. (D) Noncompliance with
prescribed antituberculosis drug regimen is the primary cause of drug-resistant organisms. 

Noncompliance permits the mutation of organisms. 

 

QUESTION 14

A 44-year-old client had an emergency cholecystectomy 3 days ago for a ruptured gallbladder. She complains of severe
abdominal pain. Assessment reveals abdominal rigidity and distention, increased temperature, and tachycardia.
Diagnostic testing reveals an elevated WBC count. The nurse suspects that the client has developed: 

A. Gastritis 

B. Evisceration 

C. Peritonitis 

D. Pulmonary embolism 

Correct Answer: C 

(A) Assessment findings for gastritis would reveal anorexia, nausea and vomiting, epigastric fullness and tenderness,
and discomfort. (B) Evisceration is the extrusion of abdominal viscera as a result of trauma or sutures failing in a
surgical incision. (C) Peritonitis, inflammation of the peritoneum, can occur when an abdominal organ, such as the
gallbladder, perforates and leaks blood and fluid into the abdominal cavity. This causes infection and irritation. (D)
Assessment findings of pulmonary embolism would reveal severe substernal chest pain, tachycardia, tachypnea,
shortness of breath, anxiety or panic, and wheezing and coughing often accompanied by blood-tinged sputum. 
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QUESTION 15

The following nursing diagnosis is written for a comatose client with cirrhosis of the liver and secondary
splenomegaly--High risk for injury: Increased susceptibility to bleeding related to: 

A. Increased absorption of vitamin K 

B. Thrombocytopenia due to hypersplenism 

C. Diminished function of the Kupffer cells 

D. Increased synthesis of the clotting factors 

Correct Answer: B 

(A) There is a decreased absorption of vitamin K with cirrhosis of the liver. This decrease impairs blood coagulation and
the formation of prothrombin. (B) Thrombocytopenia, an increased destruction of platelets, occurs secondary to
hypersplenism. (C) A diminished function of the Kupffer cells occurs with cirrhosis of the liver, causing the client to
become more susceptible to infections. (D) A decrease in the synthesis of fibrinogen and clotting factors VII, IX, and X
occurs with cirrhosis of the liver and increases the susceptibility to bleeding. 
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