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Welcome to the Strategies for Student Success on the Next Gen-
eration NCLEX® (NGN) Test Items!

is book is focused on providing you with information 
about the Next Generation NCLEX® (NGN) and practice 
questions to prepare you to successfully answer the new test 
item types expected on the NGN.a is book highlights gen-
eral NGN Tips and unique test-taking strategies. Chapter 1
introduces the clinical judgment (CJ) cognitive skills upon 
which the new test items will be based. Chapter 2 presents 
examples of the new NGN test item types. Chapters 3 through 
8 describe the CJ cognitive skills and present unique test-
taking strategies on how to answer practice items that measure 
each skill. Chapter 9 demonstrates how Stand-alone items and 
Unfolding Case Studies will be presented on the NGN, and 
Chapter 10 provides an NGN Practice Test to apply what was 
learned throughout the book. e answers, rationales, test-
taking strategies, content area, and CJ cognitive skill(s) for 
each practice question throughout the book are presented at 
the end of the book. In addition, the priority concept is identi-
ed. e specic focus of each chapter is summarized below.

Organization of the Book

n Chapter 1, Introduction to the Cognitive Skills of Clinical 
Judgment, describes how clinical judgment builds on 
the nursing process and introduces you to the six essen-
tial cognitive skills of the NCSBN Clinical Judgment 
Measurement Model (NCJMM). These cognitive skills are 
the basis for the new NGN test item types.

n Chapter 2, Introduction to the NGN and the New NGN Item 
Types, explains the purpose and design of the NGN and 
presents the new test item types. An example of each item 
type is presented, and the correct responses are provided 
with brief rationales.

n Chapter 3, Strategies for Answering NGN Questions: 
Recognize Cues, describes the CJ cognitive skill, Recognize 
Cues, which requires you to identify relevant clinical find-
ings and decide which findings are of immediate con-
cern and most important based on the clinical scenario. 
This chapter also identifies test items and enhanced test-
taking strategies that you can use when answering items 
that measure this skill. Examples of these test items allow 
you the opportunity to practice applying these strategies 
within the chapter and in the practice test at the end of the 
chapter.

a Please note: The NGN content provided in this book and on the Evolve site 

reects the information available at the time of production of this resource. 

The NCSBN research about NGN is ongoing, and changes in the  items to 

measure each cognitive skill may be forthcoming. The NCSBN website at 

www.ncsbn.org provides you with the latest updates.

n Chapter 4, Strategies for Answering NGN Questions: 
Analyze Cues, describes the CJ cognitive skill, Analyze 
Cues, which requires you to connect or link relevant cues 
to the clinical scenario, interpret these cues, and establish 
their significance. This chapter also identifies test items 
and enhanced test-taking strategies that you can use when 
answering items that measure this skill. Examples of these 
test items allow you the opportunity to practice applying 
these strategies within the chapter and in the practice test 
at the end of the chapter.

n Chapter 5, Strategies for Answering NGN Questions: 
Prioritize Hypotheses, describes the CJ cognitive skill, 
Prioritize Hypotheses, which requires you to establish 
and rank client needs or hypotheses in order of priority. 
This chapter also identifies test items and enhanced test-
taking strategies that you can use when answering items 
that measure this skill. Examples of these test items allow 
you the opportunity to practice applying these strategies 
within the chapter and in the practice test at the end of the 
chapter.

n Chapter 6, Strategies for Answering NGN Questions: 
Generate Solutions, describes the CJ cognitive skill, 
Generate Solutions, which requires you to use knowledge 
of evidence-based solutions about treatments and inter-
ventions that would address identified client needs and 
modify them to meet priorities of care. This chapter also 
identifies test items and enhanced test-taking strategies 
that you can use when answering items that measure this 
skill. Examples of these test items allow you the opportu-
nity to practice applying these strategies within the chapter 
and in the practice test at the end of the chapter.

n Chapter 7, Strategies for Answering NGN Questions: Take 
Action, describes the CJ cognitive skill, Take Action, which 
requires that you perform appropriate and necessary inter-
ventions based on the client’s situation and generated solu-
tions. This chapter also identifies test items and enhanced 
test-taking strategies that you can use when answering 
items that measure this skill. Examples of these test items 
allow you the opportunity to practice applying these strat-
egies within the chapter and in the practice test at the end 
of the chapter.

n Chapter 8, Strategies for Answering NGN Questions: 
Evaluate Outcomes, describes the CJ cognitive skill, 
Evaluate Outcomes, which requires that you examine out-
comes and measure client progress towards meeting those 
outcomes in the plan of care. This chapter also identifies 
test items and enhanced test-taking strategies that you 
can use when answering items that measure this skill. 
Examples of these test items allow you the opportunity to 
practice applying these strategies within the chapter and in 
the practice test at the end of the chapter.
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n Chapter 9, Strategies for Answering NGN Stand-alone 
Items and Unfolding Case Studies, describes the differences 
between Stand-alone items and Unfolding Case Studies. 
Samples of Stand-alone items (including the bow-tie and 
trend) are illustrated, as well as Unfolding Case Studies. 
This chapter also identifies test items and enhanced test-
taking strategies that you can use when answering ques-
tions accompanying each type of case study. Examples 
of these test items allow you the opportunity to practice 
applying these strategies within the chapter. This chapter 
also points out external factors to consider in NGN cases, 
such as the environmental and individual factors.

n Chapter 10, NGN Practice Test: Putting It All Together, pro-
vides you with the opportunity to practice all of the new 
types of test items expected on the NGN, starting with 
Unfolding Cases Studies and ending with Stand-alone 
Bow-tie and Trend items.

Special Features of the Book

n NGN tips within each chapter. These unique tips provide 
the student with key points to remember, such as the NGN 
item type or cognitive skill (CS) features.

n In-chapter sample questions are presented within Chapters 
3 through 9 to provide examples of the new NGN test 
item types that best measure the clinical judgment cogni-
tive skill presented in the chapter. Each question within 
the chapter specifies the priority concept and content area 
being tested. The answer, rationale, enhanced test-taking 
strategy, and references are also presented to help students 
learn the thinking process needed to select the correct test 
item response.

n End-of-chapter practice questions are presented at the end 
of Chapters 3 through 8 to provide the opportunity for stu-
dents to apply what they learned in each chapter and expe-
rience answering selected test items that measure each of 
the NCSBN’s clinical judgment cognitive skills. Chapter 9 
presents Stand-alone items, both Bow-tie and Trend items, 
and Unfolding Case Studies.

n A comprehensive practice test is presented in Chapter 10 to 
allow students to apply what they learned in Chapters 1 
through 9. Students have the opportunity to answer mul-
tiple Unfolding Case Studies and Stand-alone items rep-
resenting all clinical specialty areas. The priority concept, 
content area, answer, rationale, enhanced test-taking strat-
egy, and reference for each test item are provided at the 
end of the book.

n Enhanced test-taking strategies for the NGN. This unique 
feature walks students through the thinking process 
needed to navigate complex NGN cases. Each strategy 
explains how to apply the cognitive skill when considering 
the information presented in the clinical scenario. Each 
question is accompanied by test-taking strategies that are 
presented both narratively and in a table format to guide 
the student through a logical thinking process and to suit 
multiple learning styles. This thinking process with test-
taking strategies will also help on current NCLEX-style 
(Stand-alone) items and nursing course exams.

n Thinking Space. The Thinking Spaces located in the margins 
of the book is a place for personal note-taking. The student 
can use these spaces to write down new and important 
information they want to remember. To become most famil-
iar with the cognitive skills and to build clinical judgment 
skills, using the Thinking Space to make important linkages 
between clinical scenario information and the cognitive skill 
will reinforce the aspects of the NCJMM model as the stu-
dent is studying and preparing for the NGN.

Special Features Found on Evolve

e Evolve site accompanying this resource provides the stu-
dent with all of the case studies and practice test questions in 
the book plus an additional 30 unfolding case studies, each 
with 6 NGN items. e book includes 60 single cases (each 
with 1 NGN item), 10 Stand-alone items (5 Bow-tie and 5 
Trend), and 5 Unfolding Case Studies (items with 6 NGN 
items). is equals a total of 100 NGN items. en there are 
an additional 30 unfolding cases, each with 6 NGN items, and 
4 additional Stand-alone items (2 Bow-tie and 2 Trend) total-
ing 184 NGN items. Altogether, there are a total of 284 NGN 
items on Evolve.

e Evolve site lists various category selections. You can 
select by type of question—either single case, Stand-alone 
items (either bow-tie or trend), or Unfolding Case Study. You 
can also select by the specic cognitive skill, content area, or 
priority concept. e table below illustrates the various cat-
egories for selection.

Type Cognitive Skill Content Area
Priority 
Concept

Single
Stand-

alone
Unfolding

Recognize Cues
Analyze Cues
Prioritize 

Hypotheses
Generate 

Solutions
Take Action
Evaluate 

Outcomes

Foundations 
of Nursing

Maternal-
Newborn 
Nursing

Medical-
Surgical 
Nursing

Mental Health 
Nursing

Pediatric 
Nursing

Pharmacology

Clotting
Cognition
Elimination
Fluid and 

Electrolyte 
Balance

Gas 
Exchange

Glucose 
Regulation

Immunity
Mobility
Mood and 

Aect
Perfusion
Stress and 

Coping
Tissue 

Integrity

How to Use This Book

For Students

As implied in the title, this book was written to help you be 
successful when taking the new test item types that will be 
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part of the Next Generation NCLEX® (NGN). e rst two 
book chapters present a review of clinical judgment and the 
NGN item types. All new item types are based on the six cog-
nitive (thinking) skills needed for safe, appropriate clinical 
judgment. Be sure that you are very familiar with this infor-
mation before beginning to practice answering the test ques-
tions later in the book.

Chapters 3 through 8 describe each clinical judgment cog-
nitive skill and provide general NGN Tips on how to answer 
test items that measure each skill. Sample NGN test items are 
then presented with the Rationale and Test-Taking Strategy 
for the correct and incorrect responses, followed by six end-
of-chapter practice questions for you to answer. e practice 
questions in each chapter represent all content specialties. e 
rationale and test-taking strategy that you can use for each 
question to determine the correct answers are described in 
detail, with tables to help organize the information in each 
question. In addition, each test item is labeled by priority 
nursing concept and content specialty. References are also 
provided to help you review the content associated with each 
test item if needed.

When working through Chapters 3 through 8, start with 
Chapters 3 and 4 early in your program so that you can learn 
how to determine the most important client ndings in a 
clinical scenario and what they mean (Recognize Cues and 
Analyze Cues). When you feel you have mastered these cogni-
tive skills, work through Chapter 5, which will help you learn 
to prioritize client needs and the care required to meet them. 
Chapters 6 and 7 are focused on helping you learn to plan and 
implement nursing actions to meet the client’s needs. Finally, 
Chapter 8 will assist you in determining whether the client’s 
condition has improved aer care has been implemented.

Aer working through Chapters 3 through 8 and when you 
feel ready to put all the cognitive skills together, Chapter 9 pro-
vides examples for NGN Unfolding Case Studies and Stand-
alone items. Chapter 10 presents a comprehensive practice test 
that simulates what you can expect on the NGN. e rationale 
and test-taking strategy for each practice test item in these 
chapters are described in detail. Many additional practice NGN 
test items are available on the Evolve site with rationale, test-
taking strategy, content specialty, priority nursing concept, and 
reference for each Unfolding Case Study or Stand-alone item.

For Faculty

is book is designed for you to use as it is organized, begin-
ning with helping students learn what CJ is and gain an 
understanding of each of the essential CJ cognitive skills as 
described in Chapter 1. Students in their rst nursing course 
should learn how to use these skills to make safe, appropri-
ate clinical judgments to ensure client safety. If students are 
already making clinical judgments using these skills, Chap-
ter 1 could be used for review. en students should become 
familiar with the NGN test design and new item types as pre-
sented in Chapter 2. Finally, by the end of the rst semester 
(or other term), students should learn how to Recognize Cues 
and Analyze Cues (Chapters 3 and 4). ese cognitive skills 

focus on assessing the client, discerning how to determine 
which client ndings are the most important, and deciding 
what those ndings mean. End-of-chapter practice ques-
tions can be used during class, online, simulation pre- or 
post-brieng, or clinical post-conference. e test items can 
be assigned to students as individuals or in groups to answer. 
Regardless of where or how practice test items are used, such 
as in the classroom, online, lab sessions, or clinical setting, 
be sure to review the answers, rationales, and strategies for 
arriving at the correct response(s) to identify and improve 
students’ thinking process as needed.

As students progress to the next course, they should begin 
to learn how to prioritize care to determine what nursing 
actions they would plan and implement. Part of this thinking 
process includes an assessment to decide if the actions were 
eective and the client’s condition has improved. erefore 
students in this semester would focus on Chapters 5 through 
8. Again, you can assign the practice items to students as indi-
viduals or in groups and review the items to help students 
improve their thinking as needed.

Chapters 9 and 10 puts together all the cognitive skill steps 
and new NGN test item types—both Stand-alone items and 
Unfolding Case Studies. ese chapters can be used when-
ever students are applying the individual CJ cognitive skills 
to successfully answer the new test items in preparation for 
the NGN. Assign these practice Unfolding Case Studies and 
Stand-alone items as individual student practice to determine 
any skill areas where improvement is needed. Students need-
ing improvement can then review any of the six earlier chap-
ters (Chapters 3 through 8) to hone their thinking skills.

Faculty Tool Kit
e Faculty Tool Kit was created to guide faculty in using this 
book with their students at any stage in the program to pre-
pare them for the NGN. 

e Tool Kit:
■ Furnishes a guide for how to use this book, Strategies for 

Student Success on the Next Generation NCLEX® (NGN) 
Test Items, to prepare students for the NGN

■ Provides chapter-to-chapter strategic points to empha-
size to students and ways to prepare students for an-
swering NGN items

■ Provides suggestions for using the Evolve site accompa-
nying this book

■ Presents step-by-step guides for writing Stand-alone 
items and Unfolding Case Studies

■ Presents step-by-step guides for writing NGN items
■ Species NCSBN resources that focus on NGN for stu-

dents and faculty
■ Provides Elsevier resources and references for prepar-

ing students for the NGN

Additional Resources for Students

n Ignatavicius, D.D. (2021). Developing Clinical Judgment for 
Professional Nursing and the Next-Generation NCLEX-RN® 
Examination. St. Louis: Elsevier.
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is workbook helps students preparing to become 
RNs learn how to develop NCSBN’s six clinical judg-
ment cognitive skills through practice in answering 
new NGN test item types embedded in unfolding and 
single-episode cases throughout the entire curriculum. 
Clinical scenarios are presented from more basic care 
to complex, multisystem care of clients in multiple spe-
cialty areas.

n Ignatavicius, D.D. (2022). Developing Clinical Judgment 
for Practical-Vocational Nursing and the Next-Generation 
NCLEX-PN® Examination. St. Louis: Elsevier.
is workbook helps students preparing to become LPNs 

or LVNs learn how to develop NCSBN’s six clinical judg-
ment cognitive skills through practice in answering new 
NGN test item types embedded in unfolding and single-
episode cases. Clinical scenarios in multiple specialty 
areas are included, with a primary emphasis on the care 
of older adults in a variety of health care settings, and 
can be used throughout the entire curriculum.

n Silvestri, L., & Silvestri, A. (2023). Saunders Comprehensive 
Review for the NCLEX-RN® Examination (9th ed.). St. 
Louis: Elsevier.
is is an excellent resource to use both while you are 

in nursing school and in preparation for the NCLEX® 
examination. is book contains 20 units with 70 chap-
ters, and each chapter is designed to identify specic 
components of nursing content. e book and accom-
panying soware contain more than 5200 practice ques-
tions and include alternate item format questions. e 
soware also contains a 75-question preassessment test 
that generates an individualized study calendar. A pos-
tassessment test is included, as well as case studies and 
accompanying NGN item type practice questions.

n Silvestri, L., & Silvestri, A. (2021). Saunders Q&A Review 
for the NCLEX-RN® Examination (8th ed.). St. Louis: 
Elsevier.
is book and accompanying Evolve site provide you 

with more than 6000 practice questions based on the 
NCLEX-RN® test plan. Each practice question includes 
a priority nursing tip that provides you with a piece of 
important information to remember that will help you 
answer questions on nursing exams and on the NCLEX® 
examination. e chapters in this book are uniquely 
designed and are based on the NCLEX-RN® examina-
tion test plan framework, including Client Needs and 
Integrated Processes. Alternate item format questions 
and accompanying NGN item type practice questions 
are included. With practice questions focused on the 
Client Needs, Integrated Processes, and Clinical Judg-
ment/Cognitive Skills, you can assess your level of 
competence.

n Silvestri, L., & Silvestri, A. (2020). HESI/Saunders Online 
Review Course for the NCLEX-RN® Examination. (3rd ed.) 
St. Louis: Elsevier.
e online NCLEX-RN® review course provides a sys-

tematic and individualized approach and addresses all 
areas of the test plan identied by the National Council 

of State Boards of Nursing, Inc. is self-paced online 
review contains 10 interactive, multimedia-rich mod-
ules featuring animations and videos, practice ques-
tions, end-of-lesson case studies, and much more! A 
diagnostic pretest generates a study calendar to guide 
your review. NCLEX®-style questions—including every 
type of alternate item format question—are provided, 
concluding with a comprehensive examination that 
will sharpen your test-taking skills. In addition, case 
studies and accompanying NGN practice questions 
are included. Unique videos that simulate a live review 
course focus on dicult subjects such as dysrhythmias 
and make them easier to understand.

n Silvestri, L., & Silvestri, A. (2021). Saunders 2022-2023 
Clinical Judgment and Test-Taking Strategies (7th ed.) St. 
Louis: Elsevier.
is book is designed for both RN and PN nursing stu-

dents and provides a foundation for understanding and 
unpacking the complexities of NCLEX® exam ques-
tions, including alternate item formats. Saunders 2022-
2023 Clinical Judgment and Test-Taking Strategies takes 
a detailed look at all the test-taking strategies you will 
need to know in order to pass any nursing examination, 
including the NCLEX® examination. Special nursing 
content tips are integrated along with other tips, such 
as clinical preparation tips and life-planning tips. ere 
are 1200 practice questions included so you can apply 
the testing strategies. NGN items and practice test ques-
tions are also included on the Evolve site accompanying 
this resource.

n Silvestri, L., & Silvestri, A. (2022). Saunders Comprehensive 
Review for the NCLEX-PN® Examination (8th ed.). St. 
Louis: Elsevier.
is is an excellent resource to use both while you are in 

nursing school and in preparation for the NCLEX® exam-
ination. is book contains 19 units and 65 chapters, and 
each chapter is designed to identify specic components 
of nursing content. e book and accompanying Evolve 
site contain more than 4500 practice questions and 
include alternate item format questions. e soware also 
contains a 75-question preassessment test that generates 
an individualized study calendar. A post-assessment test 
is also included, as well as case studies and accompanying 
NGN item type practice questions.

n Silvestri, L., & Silvestri, A. (2020). Saunders Q&A Review 
for the NCLEX-PN® Examination (6th ed.). St. Louis: 
Elsevier.
is book and accompanying Evolve site provide you 

with more than 5900 practice questions based on the 
NCLEX-PN test plan. Each practice question includes 
a priority nursing tip that provides you with a piece of 
important information to remember that will help you 
answer questions on nursing exams and on the NCLEX® 
examination. e chapters in this book are uniquely 
designed and are based on the NCLEX-PN® examina-
tion test plan framework, including Client Needs and 
Integrated Processes. Alternate item format questions 
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and accompanying NGN item type practice questions 
are included. With practice questions focused on the 
Client Needs, Integrated Processes, and Clinical Judg-
ment/Cognitive Skills, you can assess your level of 
competence.

n Silvestri, L., & Silvestri, A. (2020). HESI/Saunders Online 
Review Course for the NCLEX-PN® Examination. (3rd ed.) 
St. Louis: Elsevier.
is online NCLEX-PN® review course provides a sys-

tematic and individualized approach and addresses all 
areas of the test plan identied by the National Council 
of State Boards of Nursing, Inc. is self-paced online 

review contains 10 interactive, multimedia-rich mod-
ules featuring animations and videos, practice ques-
tions, end-of-lesson case studies, and much more! A 
diagnostic pretest generates a study calendar to guide 
your review. NCLEX®-style questions—including every 
type of alternate item format question—are provided, 
concluding with a comprehensive examination that 
will sharpen your test-taking skills. In addition, case 
studies and accompanying NGN practice questions 
are included. Unique videos that simulate a live review 
course focus on dicult subjects such as dysrhythmias 
and make them easier to understand.
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is chapter will help yu understand the need fr change in the NCLEX® and the six 
clinical judgment cgnitive (thinking) skills that serve as the basis fr new test item 
types n the NGN. Aer a brief review f the current NCLEX® design, thinking skills 
needed t make safe, evidence-based clinical judgment are intrduced. General NGN 
Tips are prvided t help yu relate each thinking skill with the new exam.

e new NGN item types will be included n the NCLEX® n sner than 2023 and 
are described in Chapter 2 f this bk. Specic Test-Taking Strategies that will help 
yu crrectly answer these new items are prvided thrughut ther chapters f this 
bk and accmpany all practice questins in the bk and n the Evlve site. Be sure 
t review this chapter before reading the rest f this bk r practicing NGN questins!

What Are the Purpose and Design of the Current NCLEX®?

As yu knw, prelicensure nursing educatin prgrams like the ne yu’re currently in 
prepare students fr eligibility t take either the NCLEX-RN® r the NCLEX-PN® aer 
graduatin. ese natinal licensure examinatins are develped and updated under 
the directin f the NCSBN. is rganizatin als versees the administratin f the 
NCLEX® in the United States, Canada, and a number f ther cuntries.

e primary purpse f the NCSBN is t protect the public by prviding cmpe-
tency assessments, such as the NCLEX®, that are sund and secure. e NCLEX® is cm-
prehensive and reects current nursing practice. T ensure examinatin currency, the 
NCSBN cllects and analyzes nursing practice data every 3 years frm thusands f 
graduates t determine what knwledge and activities are required in their jbs as new 
nurses. is infrmatin is used t develp the cntent f the NCLEX® and is rganized 
in a new licensure test plan every 3 years (https://www.ncsbn.rg/testplans.htm). e 
test plan is rganized by fur majr Client Needs Categries, sme f which have sub-
categries. In additin, ve Integrated Prcesses are dened and included thrughut 
the NCLEX® Test Plan as shwn in Bx 1.1

e NCLEX® currently measures the new graduate’s minimum cmpetence in safety 
t ensure public prtectin thrugh a variety f test items. Mst f the test items (abut 
95%) are either Multiple Chice r Multiple Respnse, als knwn as Select All at 
Apply (SATA) questins. Fr each f these item types, client infrmatin is presented 
in a shrt clinical scenari fllwed by a questin abut the nurse’s rle in client care. 
Examples f these test item types are presented in Bx 1.2

As yu’ll ntice in the afrementined test items, each questin fcuses n what the 
nurse wuld d r say in respnse t specic client data. Only the client infrmatin 
that is the mst imprtant, relevant, r, in sme cases, f immediate cncern t the 
nurse is presented in the clinical situatin. e answer is then selected frm a list f 
chices prvided. e narrw fcus f these test items des nt represent the scpe f 
actual nursing practice and des nt allw measurement f clinical judgment. Rather, 
these types f items reect whether the candidate can distinguish between right and 
wrng. At this pint in yur educatin, yu likely are very familiar with these item types 
n yur curse exams.

Introduction to the Cognitive 
Skills of Clinical Judgment

C H A P T E R  1

THINKING SPACE
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Why Is There a Need for NCLEX® Change?

Althugh natinal NCLEX® rst-time pass rates fr bth RN and PN graduates have 
been abve 80% fr many years, health care emplyers cntinue t reprt increasing 
errrs in client care and lack f apprpriate clinical judgment skills amng new nursing 
graduates. A recent literature review cnducted by the NCSBN fund that 50% f all 
nurses have been invlved in at least ne client errr. Sixty percent f thse errrs were 
the result f pr clinical judgment. Over 80% f nursing emplyers are not satised 
with the ability f new nursing graduates t make accurate r apprpriate clinical deci-
sins regarding client care. In respnse t these data, the NCSBN began t questin if 
the NCLEX® was measuring “the best thing” t prtect the public.

e 2013–2014 Strategic Practice Analysis f activities perfrmed by practicing RNs 
and RN rle experts cnrmed the imprtance f sund clinical judgment skills fr 

Integrated Processes Client Needs Categories/Subcategories

Nursing Processa

Teaching and Learning
Communication and Documentation
Caring
Culture and Spirituality

Safe and Eective Care Environment
 • Management of Careb

 • Safety and Infection Control
Health Promotion and Maintenance
Psychosocial Integrity
Physiological Integrity
 • Basic Care and Comfort
 • Pharmacological and Parenteral

Therapiesc

 • Reduction of Risk Potential
 • Physiological Adaptation

BOX 1.1 NCLEX-RN® Test Plan Organizing Concepts

aThis Integrated Process on the NCLEX-PN® Test Plan is the Problem-Solving Process.
bThis Client Needs subcategory on the NCLEX-PN® Test Plan is Coordinated Care.
cThis Client Needs subcategory on the NCLEX-PN® Test Plan is Pharmacological Therapies.

Example : Multiple Choice Single Response

The nurse is planning care for a client admitted to the hospital with a diagnosis of acute 
pancreatitis and controlled hypertension. What is the nurse’s priority for the client’s care 
at this time?
☐ Administer an antiemetic medication.

☐ Manage the client’s acute pain.

☐ Monitor the client’s blood pressure.

☐ Administer supplemental oxygen.

Example : Multiple Response (Select All That Apply)

The nurse is assessing an adolescent who was taken to the ED for threatening to commit
suicide. What is (are) the most appropriate question(s) for the nurse to ask the client at
this time? Select all that apply.
☐ “What made you want to kill yourself ?”

☐ “Do you have a plan for killing yourself ?”

☐ “Do you plan to kill yourself with anyone else?”

☐ “Is this the ųrst time you’ve threatened to kill yourself ?”

☐ “Did you write a suicide note to explain why you are doing this?”

BOX 1.2 Examples of Current Multiple Choice and Multiple Response 
NCLEX® Test Items

Note:  Indicates correct response(s).

THINKING SPACE
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many tasks and activities perfrmed by entry-level nurses. is analysis als highlighted 
that nurses tday make mre cmplex decisins t prvide safe care fr clients with 
higher acuity and advanced age.

e NCSBN literature review als fund that the nurse’s primary practice activity is 
the ability t prblem slve and critically think—thinking prcesses needed fr mak-
ing apprpriate clinical judgments. Problem solving is the prcess f develping and 
evaluating nursing slutins r appraches t client prblems. Critical thinking can be 
described as a prcess requiring the use f lgic and clinical reasning t identify the 
strengths and weaknesses f nursing slutins r appraches t client prblems. e 
NCBSN built n these prcess descriptins t create a denitin and mdel f clinical 
judgment t be used as a basis fr develping new NCLEX® test item types.

What Is the NCSBN’S Def inition and Model of Clinical 
Judgment?

As a result f the literature review, Strategic Practice Analysis, and input frm a vari-
ety f nurse clinicians and educatrs, the NCSBN develped this denitin f clinical 
judgment:

Clinical judgment is dened as the observed outcome of critical thinking and decision 
making. It is an iterative process that uses nursing knowledge to observe and assess present-
ing situations, identify a prioritized client concern, and generate the best possible evidence-
based solutions in order to deliver safe client care.

S, what des this denitin mean fr yu as a nursing student and future prfes-
sinal nurse? ink abut each f these key pints in the clinical judgment denitin:
■ Recgnize that clinical judgment is the result r outcome of thinking t make deci-

sins abut client care when ptential r actual health prblems ccur. The same 
prcess f thinking t make clinical decisins ccurs repeatedly as yu manage client 
prblems (iterative process).

■ Acquire and recall nursing knowledge t make apprpriate clinical judgments. 
(Hwever, having knwledge des nt guarantee that an accurate r apprpriate 
clinical judgment will be made.)

■ Learn hw t prioritize a client’s need fr care based n the data presented abut a 
clinical situatin.

■ Be familiar with the best current evidence regarding a presented client situatin s 
yu can cme up with pssible slutins r appraches fr care t keep the client 
safe.
Yu will want t acquire these skills and a strng knwledge base during yur nurs-

ing prgram t be ready fr a dynamic, cmplex health care system and the NGN.
Aer the NCSBN develped its denitin f clinical judgment, the rganizatin cre-

ated a mdel f clinical judgment, called the NCSBN Clinical Judgment Measurement 
Mdel (NCJMM). As the name implies, this mdel was created t measure the nursing 
graduate’s ability t make clinical judgments. Althugh it is nt imprtant fr yu t be 
familiar with the entire mdel, it is essential that yu master the thinking skills assci-
ated with clinical judgment. e NCJMM identies six cgnitive (thinking) skills that 
are needed fr eective prfessinal nursing practice and serve as the basis fr the new 
NGN test item types. ese skills are smetimes referred t as Layer 3 f the NCJMM 
and are intrduced in the next sectin f this chapter.

e NCJMM als identies factrs that inuence the ability f nurses t make appr-
priate clinical judgments. Examples f these Envirnmental and Individual factrs, 
smetimes referred t as Layer 4 f the NCJMM, are listed in Table 1.1. Individual fac-
trs are thse related t the nursing graduate candidate taking the NGN.

What Are the Six NCSBN Clinical Judgment Measurement 
Model Cognitive Skills?

e NGN includes new test item types that measure the six cgnitive skills f clinical 
judgment. Each f these thinking skills, smetimes referred t as cgnitive prcesses, 

THINKING SPACE
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is intrduced in this chapter. Chapters 3 thrugh 8 in this bk describe these skills in 
mre detail and present examples f NGN test items that are designed t measure each 
skill. e six cgnitive skills essential fr clinical judgment are listed in Bx 1.3 with key 
questins that explain the fcus f each skill.

Recognize Cues

Fr clients in any health care setting, the nurse cllects client data frm a number f 
surces. Cues are client ndings r assessment data that prvide infrmatin fr nurses 
as a basis fr decisin making t make apprpriate clinical judgments and can be divided 
int fur majr types as listed belw. Chapter 3 describes these surces f cues in mre 
detail.
■ Envirnmental cues; e.g., presence f family member
■ Client bservatin cues; e.g., signs and symptms
■ Medical recrd cues; e.g., lab values r vital signs
■ Time pressure cues; e.g., rapid clinical decline

In actual clinical practice, the nurse reviews all client ndings t determine which 
data are mst imprtant, relevant, and, in sme cases, f immediate cncern. T help 
yu Recognize Cues, ask yurself which client data are mst imprtant in the presented 
clinical scenari. Carefully review the client’s presenting data, such as vital signs and 
medical diagnsis, t determine their relevance. Fr example, a heart rate f 140 bpm 
wuld be f immediate cncern fr a middle-aged adult, but is within the typical range 
fr a newbrn.

In sme clinical scenaris the client has a histry f ne r mre acute and/r chrnic 
health prblems. Fr example, an lder adult with a lng histry f COPD may have a 
Pao2 f 65 mm Hg. is arterial xygen level is abnrmal because it is belw the usual 
range f 80 t 100 mm Hg. Hwever, fr this client, the lw arterial xygen level is 
likely nt imprtant r f immediate cncern because it is expected. Many clients with 
advanced COPD have chrnically lw arterial xygen, but they cmpensate by using 
breathing techniques cmbined with lw-w supplemental xygen.

Analyze Cues

Aer relevant cues have been identied in a clinical scenari, the nurse rganizes and 
links them t the client’s presenting clinical situatin. Ask yurself: “What d the rel-
evant client data mean r indicate at this time?” Fr example, cnsider a middle-aged 

Recognize Cues: What matters most?
Analyze Cues: What could it mean?
Prioritize Hypotheses: Where do I start?
Generate Solutions: What can I do?
Take Action: What will I do?
Evaluate Outcomes: Did it help?

BOX 1.3 Clinical Judgment Cognitive Skills With Key Questions

Remember: To Recognize Cues,

carefully review the client’s as-
sessment data like developmental
age and history to help determine 
if ndings are relevant or of im-
mediate concern to the nurse.

NGN TIP

TABLE 1.1 Example of Environmental and Individual Factors That 
Inuence Clinical Judgment

Examples of Environmental Factors Examples of Individual Factors

Environment

Medical records

Time pressure

Task complexity

Resources

Cultural considerations

Client observation

Consequences and risks

Knowledge

Skills

Specialty

Prior experience

Level of experience

Candidate characteristics
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client wh had a small bwel resectin 2 days ag and begins having increasing abdm-
inal pain, distentin, vmiting, and absent bwel sunds. ese data, when gruped 
tgether, are cnsistent with a pstperative paralytic ileus. T link these assessment 
ndings with an ileus, yu need knwledge f pathphysilgy, especially signs and 
symptms.

In sme clinical scenaris, the client may have multiple relevant cues that are assci-
ated with several dierent client cnditins. e example in Bx 1.4 illustrates this type 
f scenari fr an lder adult hspitalized fr a urinary tract infectin and sepsis. In 
this inking Activity, yu wuld need t review each client nding t determine if it is 
cnsistent with ne r mre f the specied client cnditins.

In this example, ne nding may be linked with tw r three client cnditins, such 
as generalized weakness and acute cnfusin. Hwever, dyspnea n exertin is assci-
ated with nly ne f the listed prblems—anemia. e crrect respnses t the ink-
ing Activity are fund in Bx 1.5

In ther clinical scenaris, the client may nt be experiencing an actual health prb-
lem, but is at risk fr ne r mre ptential cmplicatins. Fr example, the wman wh 
recently had a spntaneus vaginal delivery is at risk fr pstpartum hemrrhage within 
the rst 24 hurs, particularly if the uterus becmes bggy (a client bservatin cue). In 
sme clinical situatins then, part f the thinking prcess t Analyze Cues is t identify 
if cues are linked t r assciated with ptential cmplicatins.

Prioritize Hypotheses

Aer rganizing, gruping, and linking relevant client ndings with actual r ptential 
client cnditins, the next cgnitive skill requires yu t narrw dwn what the data 
mean and priritize the client’s prblems r needs. Althugh yu may have learned 
abut pririty decisin-making mdels such as the ABCs r Maslw’s Hierarchy f 
Needs, these mdels are en nt very useful in helping yu make clinical judgments in 
mre cmplex clinical situatins.

T Prioritize Hypotheses, review and evaluate each f the client’s needs r health prb-
lems in the clinical situatin. en rank them t decide what is most likely the pririty 

Client Finding Dehydration Hypernatremia Anemia

Generalized weakness

Acute confusion

Dry mouth

Increased heart rate

Dyspnea on exertion

BOX 1.4 Example of a Thinking Activity That Requires the Ability to 
Analyze Cues

Remember: To Analyze Cues, you 
are not required to make a medi

cal diagnosis but rather will be 
expected to connect or link client

ndings with selected client con-
ditions or health problems, either 
actual or potential.

NGN TIP

Client Assessment Finding Dehydration Hypernatremia Anemia

Generalized weakness X X X

Acute confusion X X X

Dry mouth X X

Increased heart rate X X X

Dyspnea on exertion X

BOX 1.5 Example of a Thinking Activity That Requires the Ability to 
Analyze Cues
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health prblem. Evaluate factrs in the clinical situatin such as urgency, risk, diculty, 
and time sensitivity fr the client. Fr example, cnsider this clinical situatin:

A 42-year-old postpartum client who just gave birth to a third child in 4 years reports 
severe “aerbirth pains” of 9/10 on a 0 to 10 pain intensity scale. e client also reports 
having problems with getting the baby to latch for breast-feeding/chest-feeding. e 
nurse assesses that the client has a boggy uterus and is saturating a peri-pad every 20 to 
30 minutes.

In this example, the client has three prblems that yu wuld evaluate and rank in 
this rder:

1. Excessive pstpartum bleeding due t bggy uterus
2. Severe abdminal pain due t uterine cntractins
3. Diculty with breast-feeding/chest-feeding due t inability f baby t latch

e pririty fr this client at this time is t manage excessive pstpartum bleeding 
because the client culd becme hypvlemic and develp shck. In this situatin, man-
aging the client’s bleeding is mre urgent than managing severe pain r breast-feeding/
chest-feeding diculty t prevent the risk f a life-threatening cmplicatin.

Generate Solutions

Aer identifying the client’s pririty prblem in a given clinical scenari, yu want t 
think abut all the pssible actins that can be used t reslve r manage the prblem. 
T assist in selecting the pssible actins r apprach t care yu might include, rst 
determine what utcmes are desired r expected fr the client. Fr example, cnsider 
this scenari:

e birth parent of an 11-year-old brings the child to the ED for a right forearm injury 
experienced as a result of a scooter accident. e nurse observes that the child is crying and 
guarding the right arm, which is swollen, deformed, and bruised. e child is le-handed. 
During the head-to-toe assessment, the nurse notes old bruising on the le side of the child’s 
chest and scarring on both upper thighs. Both knees have large abrasions with small stones 
and dirt embedded in them. e child denies having had any previous accidents or injuries. 
An x-ray conrms a right nondisplaced metaphyseal ulnar fracture.

In this example, the client has an acute injury and signs f previus injuries, pssibly 
frm abuse. e desired utcmes wuld include that the client:
■ States that pain is n mre than a 2–3/10 n a 0 t 10 pain intensity scale
■ Des nt experience cmprmised neurvascular cmprmise in the right arm
■ Has decreased swelling f the right arm
■ Will experience healing f bilateral knee abrasins withut infectin
■ Is safe at hme (n neglect r abuse) with the birth parent r ther family/significant 

ther
e next step in this thinking prcess is t identify multiple ptential actins r nurs-

ing interventins that culd achieve the desired utcmes. Als identify which actins 
wuld be avided r are cntraindicated. T develp a list f actins r interventins 
fr this pediatric client, yu need knwledge f child develpment, fracture treatment, 
child abuse, and pain management.

Sme nursing actins may fcus n cllecting additinal infrmatin abut the cli-
ent. Fr instance, the nurse wuld likely want t interview the birth parent t btain 
infrmatin abut the ld bruising and scarring bserved n the child’s chest and 
thighs. Other ptential actins that culd help achieve the desired utcmes in this 
clinical situatin include:
■ States that pain is n mre than a 2–3/10 n a 0 t 10 pain intensity scale

■ Administer nnpiid pain medicatin; avid piids if pssible.
■ Prvide distractin fr the child, such as an iPad r gaming device.
■ Reassure the child that analgesics will be available as needed aer discharge.

Remember: The urgency of a clini-
cal situation and risk to the client

are important factors that will 
help you Prioritize Hypotheses.

NGN TIP

Remember: To Generate Solutions

to meet a client’s priority needs, 
determine the client’s desired or 
expected outcomes rst.

NGN TIP
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■ Des nt experience cmprmised neurvascular cmprmise in the right arm
■ Assist in applying a right synthetic frearm cast.
■ Mnitr the child’s right arm neurvascular status aer cast applicatin.

■ Has decreased swelling f the right arm
■ Apply ice pack t arm utside cast and teach child need t use ice fr the next 24 

hurs.
■ Teach child t keep arm elevated as much as pssible.

■ Will experience healing f bilateral knee abrasins withut infectin
■ Clean bth knees t remve debris and dirt.
■ Apply triple antibitic cream n pen areas and cver with clean gauze.
■ Apply tpical lidcaine t knees t decrease pain.

■ Is safe at hme (n neglect r abuse) with the birth parent r ther family/significant 
ther
■ Cmmunicate cncern abut child’s safety t primary health care prvider.
■ Cnsult with the scial wrker abut the child’s ptential safety risk, family situa-

tin, and pssible change in placement f the child.
■ Reprt ptential child abuse t Child Prtective Services (CPS).

Aer the list f ptential actins has been identied fr each desired utcme, deter-
mine which actins shuld be implemented t meet the pririty needs f the client in 
the Take Action prcess.

Take Action

Deciding which actin t implement is the fcus f this clinical judgment thinking 
skill. Aer generating a list f pssible interventins, determine the mst apprpriate 
interventin r cmbinatin f interventins that will reslve r manage the client’s 
pririty health prblems r cncerns. Als determine hw each interventin will be 
implemented. Examples f methds t accmplish r implement interventins include 
what t cmmunicate, dcument, perfrm, administer, teach, r request frm a primary 
health care prvider r ther member f the health care team.

Fr example, in the pediatric clinical scenari described in the previus sectin n 
Generate Solutions, yu might request a cnsultatin with the scial wrker t interview 
the birth parent abut the child’s injuries and hme situatin. Scial wrkers are experts 
in interviewing and addressing family situatins, and can determine if the child’s inju-
ries are ptentially cnsistent with abuse.

When deciding n hw t implement interventins, avid memrized textbk meth-
ds r prcedures. Instead cnsider the elements f the clinical situatin t determine 
which apprach t use. Fr example, teaching the birth parent abut the care f the child 
aer discharge wuld be apprpriate fr mst situatins. Hwever, in the pediatric clinical 
example, yu might not want t teach the birth parent abut hme care aer discharge 
frm the ED until it is determined whether the child will g hme with the birth parent. If 
abuse is suspected, the child wuld be remved frm the current family situatin.

Evaluate Outcomes

e last clinical judgment thinking skill is t determine if the interventins imple-
mented fr the client reslved r eectively managed the health prblem(s). e best 
way t make that determinatin is t cmpare what the desired r expected utcmes 
are with current client ndings r bserved utcmes. Ask yurself, “Which assessment 
ndings/signs and symptms indicate that the client’s cnditin has imprved?” “Which 
ndings indicate that the client’s cnditin has declined?”

Fr example, cnsider this clinical scenari:
A 78-year-old client has been hospitalized for 6 days for exacerbation of chronic heart failure. 

On admission the client was placed on supplemental oxygen and IV furosemide for peripheral 

Remember: When deciding to 
Take Action, avoid memorized 
textbook methods and proce

dures; instead, customize your 
action to meet the needs of the 
client in the clinical scenario.

NGN TIP

THINKING SPACE
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edema and impending pulmonary edema. e primary health care provider adjusted the cli-
ent’s cardiac medications and restricted salt intake (no added table salt). e nurse preparing for 
the client’s discharge performs a head-to-toe assessment to determine the eectiveness of heart 
failure management. e nurse documents the following client ndings:
■ Lungs clear with no adventitious breath sounds
■ No shortness of breath when walking short distances
■ Lost 5 lb (2.3 kg) during hospital stay
■ Bilateral ankle and foot edema decreased from 3+ to 1+
■ States planning to continue using table salt at home

In this example, all f the client assessment data at the time f discharge demnstrate 
that the interventins used t manage heart failure were eective because the client is 
imprving. Hwever, the client plans t cntinue using table salt at hme, which culd 
cntribute t anther exacerbatin f heart failure. e nurse may need t reinfrce 
teaching abut the relatinship f sdium t uid retentin r cnsult with the regis-
tered dietitian nutritinist t prvide the teaching.

How Will the Six Clinical Judgment Skills Be Measured on the 
NGN?

e new NGN exam is cmpsed f current test item types and new test item types. e 
ttal number f test items shuld range between 85 and 150 ttal questins. e six NCJMM 
cgnitive skills intrduced in this chapter are measured n the NGN thrugh use f a variety 
f new test item types that are embedded int tw types f case studies—the Unflding Case 
Study and the Stand-alne item. Bth types f cases present a clinical scenari and include 
part f a medical recrd similar t the recrd shwn in the gure.

Additinal medical recrd tabs may be included as the scenari requires.
e Unfolding Case Study presents the client ver time thrugh several phases f care 

in the clinical scenari. It is en referred t as the NGN Case Study. e time between 
phases can be minutes, hurs, r even days. e client may initially be evaluated in an 
ED, acute care hspital, clinic, schl, r urgent care center. As the scenari changes, 
r “unflds,” new NGN test items require that the candidate use the infrmatin in the 
current phase f the client’s care t answer each questin. Nursing candidates can expect 
t have three NGN Case Studies with six questins each. Each f the six questins rep-
resents ne f the clinical judgment cgnitive skills discussed earlier.

e Stand-alone item smetimes referred t as the Stand-alne clinical judgment 
item, presents a client at ne pint in time and includes ne f the new NGN test item 
types. Each item measures ne r mre f the six clinical judgment cgnitive skills. 
Nursing candidates are expected t have varying numbers f Stand-alne items n the 
NGN, depending n the candidate’s ability in taking the exam. Hwever, it is expected 
that mst candidates will have abut seven Stand-alne items.

How Can You Prepare for the NGN?

In additin t using this bk, ther resurces such as the Developing Clinical Judgment
wrkbks written by ne f this bk’s authrs (D.D.I.) prvide thinking exercises t 

Remember: To Evaluate Out-

comes, compare desired or 

expected client outcomes with 

current observed outcomes.

NGN TIP

Health History Nurses’ Notes Vital Signs Laboratory Results
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help yu master the six cgnitive skills t make apprpriate clinical judgments. If yu 
need help with basic NCLEX® test-taking strategies and want beginning practice with 
NGN test items, tw f this bk’s authrs (L.A.S. and A.E.S.) created a bk entitled 
Clinical Judgment and Test-Taking Strategies. All f these bks are included in the NGN 
Resurce list at the end f this bk.

Anther way t prepare fr the NGN is t practice multiple test items in the Unfld-
ing Case Study and Stand-alne item frmats. NGN practice questins are lcated at the 
end f Chapters 3 thrugh 8 f this bk. Chapter 9 illustrates Stand-alne and Unfld-
ing Case Studies with apprpriate NGN test items. Chapter 10 is a cmprehensive NGN 
Practice Test that includes questins in all specialty areas. Crrect answers, ratinales, 
test-taking strategies, specialty cntent area, selected cncepts, and references are avail-
able fr all NGN practice questins in the bk.

In additin t the questins in this bk, 50 Stand-alne items and Unflding Case 
Studies with accmpanying questins are available fr yur practice n the Elsevier 
Evlve site. Categries fr selectin f questins n Evlve include Cntent Area, Prir-
ity Cncept, and Clinical Judgment Cgnitive Skill.

Nw that yu have been intrduced t the six cgnitive skills needed t make appr-
priate clinical judgment, yu are ready t learn abut the new NGN test item types. e 
next chapter describes and illustrates examples f the new NGN test item types.

THINKING SPACE
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As described in Chapter 1, the NGN will be composed of current test item types and 
new test item types. e six NCJMM cognitive (thinking) skills introduced in Chapter 
1 will be measured on the NGN through use of a variety of new test item types that are 
embedded into two types of cases—the Unfolding Case Study and the Stand-alone item. 
Both types of cases present a common, realistic clinical situation that new graduates will 
likely encounter.

is chapter describes the 15 new item types that will likely be part of the NGN. An 
example of each item type is presented and the correct responses are provided with brief 
rationales. Multiple examples of all item types, each with detailed Rationales, Content Area, 
Priority Concept, Cognitive Skill, and References, are presented throughout this book.

Unlike the current NCLEX® items, most new NGN items will be scored using partial credit 
rather than being completely correct or incorrect. is means that for most NGN items you 
will receive credit for any correct responses but will not receive credit for incorrect responses.

Test Item Types Used for Unfolding Case Studies

As described in Chapter 1, the Unfolding Case Study, also known as the NGN Case Study, 
presents a client and the initial data describing the clinical situation. ese data will typi-
cally be part of a client medical record. e client either will be experiencing an urgent or 
emergent health problem or will be at risk for experiencing an urgent or emergent health 
problem. You’ll need the information in the initial clinical scenario to answer the rst 
NGN test item, which will measure the clinical judgment cognitive skill of Recognize Cues.
e second NGN test item will likely measure your ability to Analyze Cues. As the clinical 
scenario continues, the client’s condition will change over time through several phases of 
care in the clinical scenario. Four additional NGN test items will measure the other clinical 
judgment cognitive skills based on what client data are provided.

Twelve of the new item types on the NGN will be integrated into multiple unfolding 
case studies. e remaining two types will be used for the Stand-alone items discussed 
later in this chapter. Table 2.1 organizes these item types by major category and the cog-
nitive skills that they best measure. Chapter 1 describes each of the six cognitive skills 
essential for making appropriate clinical judgment when caring for clients across the 
lifespan in a variety of health care settings.

Chapter 9 provides examples of complete unfolding cases with six accompanying test 
items and examples of the two types of Stand-alone items. e new item types that will 
be used as part of unfolding cases are described in the following sections.

Multiple Choice Test Items

Multiple choice test items have been a large part of the NCLEX® for many years. ese 
items currently present a short clinical scenario and four choices with one correct 
response and three distractors (the wrong options) (see Box 1.2 in Chapter 1 for an 
example). For the NGN, there are two variations of the multiple choice item type: Mul-
tiple Choice Single Response and Matrix Multiple Choice.

Introduction to the NGN and 
the New NGN Item Types

C H A P T E R  2

Remember: Data presented in 
the new NGN test item formats 
will usually be presented as part 
of a medical record as shown in 
the gure in Chapter 1. Many of 
the test items presented in this 
book are displayed in the medical 
record format.

NGN TIP

Remember: Expect each unfold-
ing case on the NGN to present 
client data that change over time 
(minutes, hours, days) and six 
NGN test items, each measuring 
one of the six clinical judgment 
cognitive skills.

NGN TIP
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Multiple Choice Single Response Item
On the NGN, the format for the Multiple Choice Single Response test item will be similar to 
the current NCLEX® format. However, the clinical scenario will be longer with more infor-
mation about the client situation, usually within a portion of the medical record. In addition, 
the number of responses will not be restricted to four options, and as many as 10 options 
may be included. Sample Question 2.1 shows an example of this type of item to measure the 
clinical judgment cognitive skill of Take Action for an adult client with a mental health issue.

TABLE 2.1 NGN Item Types for Unfolding Case Studies

NGN Item Types and Variations Cognitive Skills That Can Be Optimally Measured

Multiple Choice

Multiple Choice Single Response

Matrix Multiple Choice

Recognize Cues

Analyze Cues

Prioritize Hypotheses (except Matrix Multiple Choice)

Generate Solutions

Take Action

Evaluate Outcomes

Multiple Response

Multiple Response Select All That Apply

Multiple Response Select N

Multiple Response Grouping

Matrix Multiple Response

Recognize Cues

Analyze Cues

Prioritize Hypotheses (except Matrix Multiple Choice)

Generate Solutions

Take Action

Evaluate Outcomes

Drop-Down

Drop-Down Cloze

Drop-Down Rationale

Drop-Down in Table (may be replaced by a 

Drag-and-Drop in Table)

Recognize Cues

Analyze Cues

Prioritize Hypotheses

Generate Solutions

Take Action

Evaluate Outcomes

Drag-and-Drop

Drag-and-Drop Cloze

Drag-and-Drop Rationale

Recognize Cues

Analyze Cues

Prioritize Hypotheses

Generate Solutions

Take Action

Evaluate Outcomes

Highlight

Highlight in Text

Highlight in Table

Recognize Cues

Evaluate Outcomes

Based on the client information provided, what is the nurse’s rst
action?

☐ Ask the client’s friends to check the client for additional 
weapons.

☐ Reassure the client that the client is safe and secure in the ED.

☐ Call Security for assistance.

Allow the client to vent own feelings.

☐ Administer an antianxiety medication.

☐ Distract the client and guide the client to practice coping 
skills.

Multiple Choice Single ResponseSample Question .

Health History Nurses’ Notes Vital Signs Laboratory Results

: A 28-year-old client is brought to the ED by friends, 

who state that the client became violent this evening in 

a local bar after a partner “break up.” The client accused 

the partner of “cheating” and pulled out a knife. The cli-

ent’s friends were able to stop the client and take the knife 

before any harm occurred. They state that they have never 

seen the client act like this and are worried that something 

might be seriously wrong. Currently the client seems agi-

tated and restless, and begins pacing in the ED demand-

ing to “see my partner right now.”
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Remember: As with any client 
who is upset, paranoid, angry, 
or potentially violent, you would 
rst allow the client to vent feel-
ings, which may help diuse the 
situation. Allowing a client to 
vent and keeping the client and 
sta safe are the initial focus of 
nursing care when encounter-
ing any client with an actual or 
potential mental health problem 
or crisis.

NGN TIP

The nurse provides health teaching for a 70-year-old client 
who had a TKA 3 days ago and is preparing to go home with 
a daughter.

For each client statement, click or specify (with an X) whether the 
statement indicates understanding or no understanding of the 
teaching provided.

Client Statement Understanding No Understanding

“I’ll call my surgeon 
if my incision gets 
red or has drainage.”

☐

“I can stop taking 
my blood thinner 
when I get home.”

☐

“I’ll have physical 
therapy for about a 
week.”

☐

“I’m allowed to bear 
weight on my right leg.”

☐

“I can probably drive 
in a few months.”

☐

Matrix Multiple ChoiceSample Question .

Rationale: e rst nursing action is to allow the client to vent feelings. is action may 
help to de-escalate and decrease the client’s agitation and restlessness. e nurse would 
not want to ask friends to check for weapons because they could possibly be harmed. 
Although calling Security may be needed later, the client may feel threatened by the pres-
ence of that authority gure and become more agitated or violent at this time. Reassuring 
the client that the client is safe does not address the concern. Although the client is agi-
tated, distraction and practicing coping skills may be a better option at a later time aer the 
current concern is addressed. Medication is usually the last resort unless needed to calm 
the client so that communication can occur. Although the client is restless and pacing in 
the ED, there is no evidence that the client would not vent feelings to the nurse.

Matrix Multiple Choice Item
e Matrix Multiple Choice test item is more complex than the Multiple Choice Single 
Response item. A Matrix Multiple Choice item provides a clinical scenario and selected data 
about the client. e test item is structured in a tabular format (matrix) with at least four 
rows and three columns. For this item, you would select only one response for each row. 
Sample Question 2.2 shows an example of this type of item to measure the clinical judgment 
cognitive skill of Evaluate Outcomes for an adult client who has had a surgical procedure.

Rationale: As indicated in the test item, the client’s statements that are not correct and show 
that the client does not understand the health teaching include: “I can stop taking my blood 
thinner when I get home,” and “I’ll have physical therapy for about a week.” Clients who have 
total joint arthroplasty (especially knee and hip) are at a high risk for venous thromboem-
bolism—DVT or PE. To help prevent these problems, the client is prescribed an oral antico-
agulant, which is typically continued for 10 days to several weeks aer surgery and should be 
taken aer the client is home. e client would call the surgeon if the incision becomes red 
and/or has drainage because these symptoms indicate possible infection.

Aer surgery, most clients have 3 to 6 weeks of physical therapy depending on the 
type of prothesis and the client’s overall health and tolerance. e surgical joint is oen 
sti, painful, and swollen, which limits the client’s range of motion; however, weight 
bearing to tolerance helps promote ambulation and increase muscle strength. Physi-
cal therapy plus exercises that clients practice every day help to improve joint function 
and independence. e client will be allowed to drive when muscle strength and joint 
mobility improve. Driving is dicult until the surgical knee is able to ex more than 90 
degrees. is goal may not be achieved for 6 to 8 weeks or more aer surgery.
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Multiple Response Test Items

Multiple Response test items have been a large part of the NCLEX® for many years. 
ese items currently present a short clinical scenario with ve or six options. e cor-
rect response(s) could be one, some, or all options (see Box 1.2 in Chapter 1 for an 
example). For the NGN, there are four variations of the Multiple Response test item:
■ Multiple Response Select All That Apply Item
■ Multiple Response Select N Item
■ Multiple Response Grouping Item
■ Matrix Multiple Response Item

Multiple Response Select All That Apply Item
On the NGN, the format for the Multiple Response Select All at Apply test item will 
be similar to the current NCLEX® format. However, the clinical scenario will be longer 
with more information about the client situation, usually within a portion of the medi-
cal record. e item will have at least ve choices and no more than 10 choices. e cor-
rect response could be one, some, or all options. Sample Question 2.3 shows an example 
of this type of item to measure the clinical judgment cognitive skill of Analyze Cues for 
an older client who is residing in an assisted-living facility and who experiences acute 
confusion.

Rationale: e client’s assessment ndings indicate that the client likely has a UTI (as evi-
denced by multiple bacteria in the urine). Fever, acute confusion, and a low BP suggest that 
the client is dehydrated and may have urosepsis. Acute confusion is also known as delirium, 
a common assessment nding in older clients who have a UTI. Because the client has type 2 
diabetes, the client also is likely experiencing a diabetic complication called hyperglycemic 
hyperosmolar syndrome. e client’s elevated blood glucose and dehydration are consistent 
with a hyperosmolar state. A low blood pressure is also consistent with dehydration.

Multiple Response Select N Item
e Multiple Response Select N test item is similar to the Multiple Response Select All 
at Apply item except that the number of required correct responses is specied in the 
question. is item will also have at least ve options but no more than 10 options from 
which to choose. Sample Question 2.4 shows an example of this type of item to measure 
the clinical judgment cognitive skill of Recognize Cues for an adult client who has new 
onset of symptoms.

An 81-year-old client was admitted to an acute care unit from an 
assisted-living facility with a low-grade fever and acute confusion. 
The client’s daughter tells the admitting nurse that the client’s 
mother had a stroke 2 years ago that resulted in left hemiparesis 
and urinary incontinence, and the client has been in the assisted-
living facility for the past 5 months. The client has a long history 
of DM type 2, which has been well controlled. Until this morning, 
the client’s daughter had not been allowed to visit the facility due 
to the COVID-19 pandemic. During the visit today, the daughter 
noted that her mother was lethargic, confused, and unable to am-
bulate with a walker. POC testing in the ED indicated the presence 
of multiple bacteria in the client’s urine and FSBG of 331 mg/dL 
(18.4 mmol/L). The client’s BP is currently 96/48 mm Hg.

The nurse reviews the client assessment ndings and determines 
that the client most likely has which of the following conditions?
Select all that apply.

Urosepsis

Delirium

Dehydration

☐ COVID-19

☐ DKA

☐ Transient ischemic attack

Hyperglycemic hyperosmolar syndrome

Multiple Response Select All That ApplySample Question .

THINKING SPACE
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The nurse assesses a 53-year-old client whose partner brought 
the client to the ED with report of acute onset dyspnea and back 
pain that started about an hour ago. The client’s medical history 
includes DM type 2, obesity, hypertension, hypercholesteremia, 
and asthma. The client’s admission vital signs include:
 • Temperature = 98.8°F (37.1°C)
 • HR = 78 BPM and irregular
 • RR = 26 bpm and slightly labored
 • BP = 148/90 mm Hg
 • SpO2 = 95% (on RA)

The nurse reviews the client’s assessment data. Select 4 client nd-
ings that are relevant and of immediate concern to the nurse

Dyspnea

Back pain

☐ Temperature

☐ History of obesity

☐ History of diabetes

Tachypnea

☐ History of asthma

Elevated BP

Multiple Response Select NSample Question .

Remember: When reviewing cli-
ent ndings, rst determine what 
is most relevant for that particu-
lar client in the clinical scenario. 
Organize these ndings to deter-
mine which data are consistent 
with specic client conditions or 
health problems.

NGN TIP

The nurse admits an 11-month-old infant who has possible bac-
terial meningitis to the acute pediatric care unit.

For each body system listed below, click or specify (with an X) the po-
tential nursing interventions that are appropriate for the client’s care. 
Each body system may support more than one potential intervention.

Body System Potential Nursing Interventions

Respiratory ☐ Incentive spirometer every 2 hours

Oxygen therapy via nasal cannula

☐ Chest x-ray now and at bedtime

Continuous pulse oximetry monitoring

Droplet Precautions

Neurologic Seizure Precautions

☐ Neurologic checks every day

Cardiovascular ☐ Type and crossmatch for 2 units of 
packed red blood cells (PRBCs)

Vital signs every hour

Contact physician if temperature above 
102.4°F (39.1°C)

Begin IV cefotaxime infusion

Blood cultures

Multiple Response GroupingSample Question .

Rationale: e client’s new symptoms include dyspnea and back pain, which could 
indicate a possible MI and therefore are relevant in this clinical scenario. Women with 
an MI oen present with symptoms that dier from those in men, including having back 
or jaw pain. e client’s RR and BP are both elevated, but the temperature is normal. HR 
is within normal limits but is irregular. e medical history may help explain or predict 
the current client condition, but is not relevant at this time for planning nursing care.

Other examples of questions or statements that could be part of a Multiple Response 
Select N test item with their associated cognitive skills include:
■ Select the three priority health problems that the client is experiencing. Analyze Cues
■ What are the five assessment findings that indicate the client is improving? Evaluate 

Outcomes
■ Select the four physician orders that the nurse would anticipate for this client. Take Action

Multiple Response Grouping Item
e Multiple Response Grouping test item is similar to the Multiple Response Select 
All at Apply item except that the options are presented in categories or by group in 
a table with a minimum of two columns and ve rows. Each category will have two to 
four options per row and require that at least one response option be selected. Sample 
Question 2.5 shows an example of this type of item to measure the clinical judgment 
cognitive skill of Generate Solutions for a pediatric client who has bacterial meningitis.
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Rationale: Bacterial meningitis can be very contagious depending on the type, requir-
ing Droplet Precautions to help prevent spread of the disease. e nurse would anticipate 
the immediate need for IV antibiotic therapy with either a cephalosporin or penicillin 
medication typically for 7 to 10 days, depending on the result of the blood cultures. e 
nurse would carefully monitor vital signs, especially temperature and BP. Complica-
tions of untreated or severe bacterial meningitis include sepsis, cardiovascular collapse, 
respiratory problems, and shock. Seizures and neurologic deterioration may also occur. 
erefore the nurse would initiate Seizure Precautions and monitor the infant’s neu-
rologic status every hour (not daily) until the client is stabilized. Oxygen therapy via 
nasal cannula or with CPAP is frequently used unless the infant experiences more severe 
respiratory distress, which may necessitate intubation and mechanical ventilation. Mon-
itoring the infant’s pulse oximetry provides data on the oxygen saturation level.

Matrix Multiple Response Item
e Matrix Multiple Response test item is similar to the Matrix Multiple Choice item in that 
they are both presented in a table format with multiple columns and rows. However, instead 
of selecting only one correct option per row as shown in Sample Question 2.6, you may select 
more than one option in each row. For this type item, each column must also have at least one 
option selected. Sample Question 2.6 shows an example of this type of item to measure the 
clinical judgment cognitive skill of Analyze Cues for an adult client who has abdominal pain.

Rationale: e client has classic signs and symptoms of acute pancreatitis, including an 
acute onset of severe abdominal pain, nausea and vomiting, and gray-blue coloration 
of the abdomen, especially around the umbilical area. Vomiting can cause dehydration 
but is not a symptom of dehydration. e client’s vital signs reveal fever, tachycardia and 
hypotension, which are common in clients with pancreatitis. ese vital sign changes 
are also common in clients who are dehydrated.

Drop-Down Test Items

For any Drop-Down test item, you will need to click on the word [Select] to determine 
what the options are for a ll-in-the-blank item to complete the information. For the 
NGN, there are three variations of the Drop-Down test item:
■ Drop-Down Cloze item
■ Drop-Down Rationale item
■ Drop-Down in Table item (This variation may be changed to a Drag-and-Drop Table.)

Remember: When selecting which 
nursing interventions are ap-
propriate for a client in a clinical 
scenario on the NGN, consider 
the client’s health problem and 
those actions that also require 
an order by a physician or other 
primary health care provider.

NGN TIP

The nurse is assessing a 63-year-old client who is admitted to the 
ED with report of acute severe abdominal pain and profuse vomit-
ing. The client is jaundiced and has a gray-blue coloration of the 
periumbilical area. Current vital signs include:
 • Temperature = 101.6°F (38.7°C)
 • Apical pulse = 108 BPM
 • RR = 26 bpm
 • BP = 90/48 mm Hg
 • SpO2 = 96% (on RA)

For each client nding below, click or specify (with an X) if the nd-
ing is consistent with acute pancreatitis and/or dehydration. Each 
nding may support both client conditions.

Client Findings Acute Pancreatitis Dehydration

Fever

Tachycardia

Abdominal pain ☐

Hypotension

Vomiting ☐

Matrix Multiple ResponseSample Question .
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Drop-Down Cloze Item
e Drop-Down Cloze and Drop-Down Rationale test items are very similar. Both 
variations present a sentence with blanks that you will need to ll in with options pro-
vided for each blank. e Drop-Down Cloze item has a minimum of one sentence and 
a maximum of ve sentences with one or more drop-down menus per sentence. Sample 
Question 2.7 shows an example of this type of item to measure the clinical judgment 
cognitive skill of Prioritize Hypotheses for a pregnant woman.

A woman who is 32 weeks pregnant visits her primary health 
care provider for the monthly OB visit. The nurse performs an 
initial assessment of the client prior to being examined by the 
provider and collects the following client data:

 • States that she has had several mild to moderate head
aches during the past week

 • Gained 10 lb since last visit 4 weeks ago
 • States that the baby is very active, especially at night
 • FHR = 146 BPM
 • Temperature = 98°F (36.7°C)
 • HR = 82 BPM and regular
 • RR = 18 bpm
 • BP = 150/92 mm Hg
 • Urine protein = 1+
 • 1+ pitting edema on both feet and ankles

Based on the client ndings, complete the following sentence by 
choosing from the lists of options provided.

Options for  Options for 

CKD Admit the client to the hospital

Gestational diabetes Ensure maternal and fetal safety

Preeclampsia Restrict her uid intake

HELPP syndrome Place her on a special diet

The nurse reviews the client’s assessment data and recognizes 

that she most likely has . The priority for this 

client’s care is to .

Drop-Down ClozeSample Question .

Options for  Options for 

CKD Pitting edema

Gestational diabetes Hypertension

Preeclampsia Weight gain

HELPP syndrome Proteinuria

The nurse reviews the client’s assessment data and recognizes 

that she most likely has as evidenced by 

 and .

Drop-Down RationaleSample Question .

Rationale: As you probably determined, the client most likely has preeclampsia because 
she is in her third trimester of pregnancy, has an elevated BP, has dependent pitting 
edema, and is spilling protein in her urine. She has also had several headaches, which 
could be related to this complication of pregnancy. e most important desired outcome 
for the client is to ensure that she and her baby stay safe and healthy. Although urinary 
protein and edema may occur in clients who have CKD, additional signs and symptoms 
specic to CKD would be present. Likewise, there is no information presented in the 
clinical scenario that indicates the client has gestational diabetes. Hemolysis, elevated 
liver enzymes, and low platelets (HELPP) syndrome is a complication of hypertension 
during pregnancy. In this condition, HELPP develops before the 37th week of preg-
nancy but can occur shortly aer the baby is delivered.

Drop-Down Rationale Item
e Drop-Down Rationale test item also uses a cloze (ll-in-the-blank) format in a cause-
and-eect sentence. Using the clinical scenario and client data from the Drop-Down Cloze 
item in Sample Question 2.7, Sample Question 2.8 provides an example of this type of item 
to measure the clinical judgment cognitive skill of Analyze Cues for the client.
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Rationale: e client most likely has preeclampsia because she is spilling protein in her 
urine and has an elevated BP. Having severe headaches would also be signicant, but she 
describes her headaches as mild to moderate, which is not signicant for a pregnant woman 
unless she develops additional visual changes. Having pitting edema does not necessarily 
indicate that the client is preeclamptic, but can occur in women with this complication.

Drop-Down in Table Item
e Drop-Down in Table test item provides categories of options from which you would 
need to choose. ese options are oen grouped by body system. Sample Question 2.9
shows an example of this type of item to measure the clinical judgment cognitive skill of 
Take Action for a pregnant woman.

A woman who is 32 weeks pregnant visits her primary health 
care provider for the monthly OB visit. On assessment, the cli-
ent is found to be hypertensive and has 1+ protein in her urine.
The client has gained 10 lb over the past 4 weeks and has 1+ pit
ting edema in both feet and ankles. The physician recommends 
that the client be hospitalized for expectant management.

For each body system listed below, select the potential nursing 
intervention(s) that would be appropriate for the care of the client. 
Each body system may support more than one potential nursing in-
tervention, but at least one option in each category should be selected.

Options for  Options for  Options for 

Antihypertensive drug 
therapy

Seizure 
precautions

Weekly labs for 
creatinine

Vital signs every shift Activity restriction Urinary catheter

Daily labs for complete 
blood count

Ibuprofen for 
headaches

Diuretic therapy

Cardiovascular

Neurologic

Renal

Drop-Down in TableSample Question .

Rationale: e client does not have severe preeclampsia at this time, so she can be moni-
tored either at home or in the hospital. Her physician suggests hospitalization so that the 
client can be carefully monitored for more severe complications while she is receiving anti-
hypertensive drug therapy and is on activity restriction. She would have admission lab work 
for a complete blood count (CBC), including platelets, creatinine to monitor kidney func-
tion, and liver function studies. Aer the admission labs, the client would then likely have 
weekly monitoring. Her BP and other vitals would be monitored frequently, at least once a 
shi. Unless her condition were to worsen or she were receiving intravenous magnesium 
sulfate, she would not need to be on seizure precautions or to have her reexes monitored.

Drag-and-Drop Test Items

Drag-and-Drop test items are similar to current NCLEX® Drag-and-Drop/Order 
Response items in that you will need to click on several options and move them into part 
of one or more sentences to complete. At least two types of items will use this method: 
the Drag-and-Drop Cloze item and the Drag-and-Drop Rationale item.

Drag-and-Drop Cloze Item
e Drag-and-Drop Cloze test item is very similar to the Drop-Down Cloze. Instead of 
clicking on the blank to obtain a drop-down selection of options, you’ll need to click on 
the correct responses to move them into the blanks to complete one or more sentences. 
Sample Question 2.10 displays an example of this type of item to measure the clinical 
judgment cognitive skill of Analyze Cues for a pregnant woman, using the clinical sce-
nario in Sample Question 2.7.
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Drag one condition and two client ndings to ll in each blank in 
the following sentence.

Client Condition Client Findings

HELPP syndrome

Preeclampsia

CKD

Heart failure

Increased FHR

Proteinuria

Weight gain

Elevated BP

The nurse reviews the client’s assessment data and deter-

mines that she most likely has as evidenced by 

and .

Drag-and-Drop RationaleSample Question .

Remember: When answering 
either a Drop-Down Rationale 
or Drag-and-Drop Rationale test 
item that measures Analyze Cues
or Prioritize Hypotheses, be sure 
that the client condition that you 
select is supported by the client 
ndings presented in the clinical 
scenario in a cause-and-eect 
relationship.

NGN TIP

Rationale: e client has gestational hypertension as evidenced by her BP being ele-
vated to above the normal range. In addition, she likely has preeclampsia because she 
is in her third trimester of pregnancy, when this complication most commonly occurs, 
and is spilling protein in her urine.

Drag-and-Drop Rationale Item
e Drag-and-Drop Rationale test item is very similar to the Drop-Down Rationale in 
that this item also uses a cloze format in a cause-and-eect sentence. Instead of click-
ing on the blank to obtain a drop-down selection of options, you’ll need to click on the 
correct responses to move them into the blanks to complete the sentence. e sentence 
may have two blanks (dyad) or three blanks (triad) to complete. Using the clinical sce-
nario and client data from the Drop-Down Rationale in Sample Question 2.8, Sample 
Question 2.11 provides an example of this type of item to measure the clinical judgment 
cognitive skill of Analyze Cues for the client.

A woman who is 32 weeks pregnant visits her primary health 
care provider for her monthly OB visit. The nurse performs an 
initial assessment of the client prior to her being examined by 
the provider and collects the following client data:

 • States that she has had several mild to moderate head
aches during the past week

 • Gained 10 lb since her last visit 4 weeks ago
 • States that the baby is very active, especially at night
 • FHR = 146 BPM
 • Temperature = 98°F (36.7°C)
 • HR = 82 BPM and regular
 • RR = 18 bpm
 • BP = 150/92 mm Hg
 • Urine protein = 1+
 • 1+ pitting edema on both feet and ankles

Drag (or select) words from the choices below to ll in the blank in 
the following sentences.

The nurse reviews the client’s assessment data and determines 

that she has and .

Drag-and-Drop ClozeSample Question .

Options

HELPP syndrome

Gestational diabetes

Preeclampsia

CKD

Gestational hypertension

Heart failure

Rationale: e client most likely has preeclampsia because she is spilling protein in her 
urine and has an elevated BP. e FHR is within normal limits, and she is expected to 
gain weight with pregnancy. However, part of her weight gain may be due to uid reten-
tion as evidenced by pitting edema.

Highlight Test Items

Highlight test items require you to identify information in the clinical scenario to answer 
the question by highlighting with the computer mouse or, in a print product, with a 
marker. e two variations of this item are the Highlight in Text and Highlight in Table.
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Highlight in Text Item
As discussed earlier for the new NGN, the clinical scenarios are presented as part of a client’s 
medical record under tabs such as Nurses’ Notes or Health History. is text is usually about 
a paragraph in length and presents client ndings, including assessment data. To answer a 
Highlight in Text item, you would click on the computer mouse to answer the question, as 
shown in Sample Question 2.12. is example measures the clinical judgment cognitive skill 
of Recognize Cues for a young adult with type 1 DM.

Rationale: e client has DM type 1, indicating that the client is taking insulin for glucose con-
trol. e client began having symptoms that indicated the client’s blood glucose was too low, 
including nausea and vomiting, diaphoresis, light-headedness, and headache. ese ndings 
prompted the ED nurse to perform a stat lab draw to conrm the blood glucose level, which 
was 50 mg/dL (2.8 mmol/L). Vital signs are within normal limits except for BP and respira-
tions, which are elevated. Other client assessment data are not important at this time and could 
be addressed later.

Highlight in Table Item
e second variation of the Highlight test item is the Highlight in Table item. For this 
item type, the client ndings are listed in a table format and oen organized by body 
system, as shown in the example in Sample Question 2.13. is example uses the client 
ndings in the clinical scenario described in Sample Question 2.12

Click to highlight the ndings that are of immediate concern to the 
nurse.

Highlight in TextSample Question .

Health History Nurses’ Notes Vital Signs Laboratory Results

: 31-year-old with a history of type 1 DM admitted to 

the ED with nausea and vomiting, diaphoresis, and head-

ache. Has been working out on home gym equipment, but 

worked out longer than usual with extra-heavy weights late 

tonight. Started feeling “light-headed” about an hour ago 

and checked FSBS, which was 62 mg/dL (3.4 mmol/L). 

Drank a glass of fruit juice but FSBG decreased to 46 mg/dL 

(2.8 mmol/L). Began feeling nauseated and vomited several 

times, which prompted a call to 911. Wondering if consti-

pation for the past week is contributing to these problems. 

Had COVID-19 4 weeks ago and has been very fatigued 

since that time. Lungs clear throughout and bowel sounds 

present × 4. Stat blood work shows current blood glucose 

is 50 mg/dL (2.8 mmol/L). HR = 89 BPM; RR = 28 bpm;

BP = 146/88 mm Hg. IV Ŵuids started; given one dose of

ondansetron at 0120.

Click to highlight the ndings that require immediate follow-up by 
the nurse. Each body system will have at least one signicant client 
nding.

Body System Client Findings

Gastrointestinal Recent history of constipation, nausea and 

vomiting, abdominal bowel sounds present × 4

Neurologic Reports headache and being light-headed, 

reports fatigue, blood glucose = 50 mg/dL

(2.8 mmol/L)

Respiratory

Cardiovascular

Recent history of COVID; RR = 28 bpm

HR = 89 BPM, BP = 146/88 mm Hg

Highlight in TableSample Question .

Rationale: e client has DM type 1, indicating the client is taking insulin for glucose 
control. e client began having symptoms that indicated the client’s blood glucose was 
too low, including nausea and vomiting, diaphoresis, light-headedness, and headache. 
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Remember: To answer a Bow-tie 
item, you’ll rst need to identify 
relevant data and organize those 
data to determine what the cli-
ent’s condition is in the clinical 
scenario. Then review the choices 
under Potential Conditions and 
select the one that best matches 
your analysis. After selecting or 
dragging the client condition into 
the middle section of the Bow-tie 
gure, decide on the Nursing 
Actions that would be appropri-
ate to manage the client condi-
tion and the Parameters that a 
nurse would need to monitor to 
determine if those actions were 
eective.

NGN TIP

ese ndings prompted the ED nurse to perform a stat lab draw to conrm the blood 
glucose level, which was 50 mg/dL. Vital signs are within normal limits except for BP 
and respirations, which are elevated. Other client assessment data are not important at 
this time and could be addressed later.

Test Item Types Used for Stand-alone Items

As described in Chapter 1, Stand-alone Clinical Scenarios, most oen called Stand-
alone items, present a client situation with assessment data, similar to that in the rst 
phase of an Unfolding Case Study. However, the client’s condition does not change over 
time unless data are presented in a trend format. Depending on the ability of the can-
didate, not everyone taking the NGN will have these items as part of the computerized 
adaptive licensure exam. e two types of Stand-alone items are the Bow-tie item and 
the Trend item. Both items can measure more than one clinical judgment cognitive skill.

Bow-tie Test Item

e Bow-tie test item provides a clinical scenario that includes client data at one point in 
time. e responses to the item are placed into three areas of a “gure” that looks like a 
bow-tie or buttery using drag-and-drop technology. An example of a Bow-tie test item 
is presented in Sample Question 2.14

The nurse is assigned to a newly admitted 49-year-old client.

The nurse is reviewing the client’s admission note to prepare 
the client’s plan of care.

Complete the diagram below by dragging (or selecting) from the 
choices below what condition the client is most likely experiencing, 
two actions the nurse would take to address that condition, and two 
parameters the nurse would monitor to assess the client’s progress.

Condition Most
Likely Experiencing 

Parameter to Monitor

Parameter to MonitorAction to Take

Action to Take

Nursing Actions
Condition 

Most Likely 
Experiencing

Parameters to 
Monitor

Start continuous IV 

heparin infusion

PE POC glucose level

Give IV regular insulin Upper GI bleeding Oxygen saturation

Insert an NG tube to low 

continuous suction

Unstable angina Pain level

Administer oxygen at 4 

L/min via nasal cannula

DKA Vital signs

Administer sublingual 

nitroglycerin

Serum creatinine

The correct responses for this Bow-tie test item are shown below.

Start continuous IV 

heparin infusion
PE

Oxygen saturation

Administer oxygen at 4 

L/min via nasal cannula

Vital signs

Bow-tieSample Question .

Health History Nurses’ Notes Vital Signs Laboratory Results

: Client admitted to the ED with partner with report of 

feeling “extra tired” for over a week. Has been experiencing 

intermittent chest pain and dyspnea today. Had a right an-

kle ORIF about 10 days ago. Other history includes several 

recent anginal episodes, DM type 1, and GERD. Admission 

blood glucose is 159 mg/dL (8.8 mmol/L).
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Rationale: e client had orthopedic surgery (ankle ORIF) within the last 2 weeks. Clients 
who have this type of surgery are at high risk for postoperative VTE, including PE, which 
typically manifests with sudden onset chest pain and dyspnea. Although the client has an 
elevated blood glucose level, there is no indication of DKA. erefore IV insulin is not nec-
essary at this time. e client’s chest pain and dyspnea when resting might indicate unstable 
angina, but most clients with stable angina do not have dyspnea or shortness of breath. ere 
is no evidence that the client has upper GI bleeding. e client does not have nausea or vom-
iting (hematemesis), which would be expected for clients who have active bleeding; there-
fore, there is no need for an NG tube. Once the diagnosis of a PE is conrmed by pulmonary 
angiography and V/Q scan, the nurse would start a continuous IV heparin infusion to pre-
vent the clot(s) from becoming larger and oxygen to manage the client’s dyspnea. To ensure 
that the treatment is eective, the nurse would monitor the client’s oxygen saturation levels 
via pulse oximetry and vital signs. Pain level would not be the most important parameter to 
monitor because it is more subjective than vital signs. ere would be no need to monitor 
serum creatinine because there is no indication of possible kidney dysfunction.

Trend Test Item

Similar to the Bow-tie item for the Stand-alone item, the Trend test item begins with 
a client situation that includes assessment data. ese data, however, include multiple 
data points over time in the clinical scenario, such as vital signs, I&O, lab values, and 
Nurses’ Notes entries. e test question for this type of item may be any of the 12 item 
types used for the Unfolding Case Studies. Sample Question 2.15 displays an example of 
a Trend item used for a Stand-alone item.

The nurse is caring for a 15-year-old client who is admitted for 
observation due to moderate abdominal pain, loss of appetite, 
and nausea and vomiting, and is reviewing the medical record.

The nurse consults with the surgical resident about the client’s plan 
of care. Which of the following physician’s orders would the nurse 
anticipate? Select all that apply.

☐ Obtain informed consent.

Prepare client for surgery.

☐ Place a Salem sump tube and clamp.

☐ Type and crossmatch for 2 units packed RBCs.

Administer IV antibiotic 1 hour prior to surgery.

Change IV to Ringer’s lactate at 125 mL/h.

TrendSample Question .

Health History Flow Sheet Nurses’ Notes Laboratory Results

Nurses’ Notes

: Admitted with moderate abdominal pain (6/10) that 

started early this morning. Reports nausea with no appe-

tite since yesterday, and vomited twice this morning. Bowel 

sounds present × 4; abdomen soft and slightly distended.

Awaiting results of abdominal x-ray and ultrasound. IV of 

5%D/0.45%NS infusing via left forearm catheter at 100

mL/h. Maintaining NPO. Given IV antiemetic.

: Imaging studies show excessive intestinal gas and 

enlarged appendix with inammation. Resident on call no-

tied. Increased IV rate to 125 mL/h. Lab called for stat 

results of CMP. Potassium and sodium slightly decreased;

other labs WNL. Bowel sounds present × 4; abdomen more

distended than at 1900. States pain is increasing. Placed in 

a high-Fowler position. No additional vomiting episodes.

: Surgical resident in to examine client. IV continu-

ing to infuse at 125 mL/h. Remains NPO. Temperature in-

creased. States nausea is improving.

Vital Signs   

Temperature 100°/37.8° 100.8°/38.2° 101.6°/38.7°

HR 82 90 80

RR 16 18 16

BP 112/74 96/58 102/64

THINKING SPACE
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Remember: Before answering a 
Trend test item, review all infor-
mation presented and determine 
the signicance of changes in 
assessment data across time. The 
test question for this type of item 
may be any of the 12 types used 
for the unfolding case studies.

NGN TIP

Rationale: e client has appendicitis and requires an appendectomy to remove the 
inamed appendix before it could possibly rupture and cause peritonitis. e surgeon or 
surgical resident (not the nurse) is responsible for explaining the surgical procedure and 
potential complications, including death, and getting informed consent from the par-
ents in this case. e nurse prepares the client for surgery by reinforcing health teaching 
and completing the preoperative checklist. e IV solution likely needs to be changed to 
Ringer’s lactate because this isotonic solution is used to maintain or increase blood vol-
ume for clients who have or are at risk for low BP. An IV antibiotic may be given either 
an hour before surgery or at the surgical opening in the OR. e other orders are not 
required because this procedure will be performed laparoscopically and the client does 
not have peritonitis at this point. Because the client has not had additional vomiting, 
the Salem sump tube is not necessary. e client may be typed and crossmatched pre-
operatively in the event that blood is needed during surgery, but there is no information 
indicating that the client needs 2 units of packed RBCs.
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Recognize Cues is a CJ cognitive skill needed for nurses to make good clinical decisions. 
When clinical deterioration or a major change in a client’s condition is not recognized, 
death or permanent disability from a complication of illness or care can result. is 
event is referred to as “failure to rescue.” Preventing these negative client outcomes is 
crucial and requires that nurses have keen observation and thinking skills. erefore be-
ing able to Recognize Cues is essential to ensure client safety and quality of care and will 
be measured both on the NGN and by your instructors on course exams.

What Are Cues?

As we discussed in Chapter 1, cues are client ndings or assessment data that provide 
information for nurses as a basis for decision making. Table 3.1 lists common sources and 
examples of client ndings that may be presented as part of an NGN clinical scenario.

How Are Client Findings (Cues) Presented in an NGN 
Clinical Scenario?

Unfolding Case Studies on the NGN will begin with a clinical scenario that could be 
presented in several ways. To make the scenario as realistic as possible, client ndings 
are displayed as part of a medical record similar to the accompanying gure.

Strategies for Answering 
NGN Questions: Recognize 

Cues

C H A P T E R  3

NGN test items that measure the ability to Recognize Cues will require you to distin-
guish between which presented client ndings are relevant (cues that are directly related 
to client outcomes or priority of care) and not relevant (cues that are not directly related 
to client outcomes or priority of care)

Remember: Relevant client nd-
ings make a signicant dierence 
in achieving optimum outcomes 
for the client and help to deter-
mine the nurse’s priority for client 
care.

NGN TIP

Health History Nurses’ Notes Vital Signs Lab Results

Admitting Problem: LUQ abdominal pain with rectal bleeding

History of Present Illness: Last week this 82-year-old widow residing in an independent liv-

ing senior center began noticing bright red blood on tissue after having a BM. Since then 

the client has had bright red blood in the toilet every time the client defecates. Yesterday the 

client also started having LUQ abdominal pain, which worsens during the night. Admitted 

through the ED.

Current Medications:
• Acetaminophen 650 mg orally every 4–6 hours PRN for joint pain
• Metoprolol XL 100 mg orally every morning for hypertension
• Calcium carbonate 1000 mg chewable tabs twice each day for osteopenia
• Clopidogrel 75 mg orally every day for atrial fibrillation

THINKING SPACE
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Which Client Findings Are Relevant?

When determining which client ndings are relevant, you’ll need to rst consider if they 
are within the normal or usual parameters you learned from your nursing textbooks. 
For instance, consider the client ndings in the following clinical situation:

A 91-year-old client has been brought by EMS to the ED aer falling at home. e 
client’s daughter explains to the nurse that the client has “always been stubborn by 
insisting on doing everything herself.” While the daughter went out to buy groceries, 
the client climbed onto a stepstool to reach something in a cabinet over the refrigera-
tor. e client apparently lost balance and was found on the kitchen oor. e nurse 
performs the initial assessment and documents these client ndings:

■ Temperature: 96.8°F (36°C)
■ HR: 90 BPM and regular
■ RR: 22 bpm
■ BP: 142/88 mm Hg
■ SpO2: 92% (on RA)
■ Alert and oriented × 2 (person and place)
■ States that pain is 10/10 (on a 0–10 pain intensity scale)
■ Whimpering and holding right hip
■ Right leg and foot externally rotated
■ Right leg shorter than le leg

In this situation, the ndings that are not within the usual or normal range for an adult 
include:
■ Temperature = 96.8°F (36°C)
■ Respirations = 22 bpm
■ BP = 142/88 mm Hg
■ SpO2 = 92% (on RA)
■ Alert and oriented × 2 (person and place)
■ States that pain is 10/10 (on a 0–10 pain intensity scale)
■ Whimpering and holding right hip
■ Right leg and foot externally rotated
■ Right leg shorter than left leg

Although each of these ndings is not within the usual or normal range for an adult 
and could be relevant, a body temperature of 96.8°F (36°C) is expected for older adults 
as a normal physiologic change associated with aging. So, for this client, a low body 
temperature is not relevant in this clinical situation. Another expected nding for any 
healthy adult is being alert and oriented × 3 (person, place, and time). However, this 
client is oriented to only person and place. Aer a fall with injury for an older adult, it 
would be expected that she might be disoriented, especially considering the amount of 
pain being experienced. erefore the decit in one aspect of orientation (time) is likely 
not relevant or of immediate concern to the nurse at this time.

Another example of an abnormal but expected nding for this client is the BP of 142/88 
mm Hg, which is above the recommended normal range for adults. is elevation in BP 

TABLE 3.1 Common Sources and Examples of Client Assessment 
Findings

Sources of Client Findings Examples of Client Findings

History data provided by client or family History of past and present illness, family history, 

medications, allergies

Physical assessment findings VS, breath sounds, pain level

Behavioral findings Alcohol use, tobacco use, illicit drug use, mental 

health status

Laboratory test results Basic metabolic panel (BMP), complete blood count

(CBC)

Imaging test results X-rays, CT scan impressions

THINKING SPACE
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could be relevant. However, this client is an older adult who is in severe pain owing to 
trauma from a fall, and the BP elevation is likely not relevant. As you may recall, when 
clients are in severe pain, they experience a sympathetic nervous system response. As a 
result, BP and HR increase. If this client’s pain is eectively managed, the BP may return 
to a normal level or to the client’s baseline.

e client’s RR is slightly elevated (22 bpm) and the SpO2 is slightly low at 92%. 
However, the client is in severe pain, so these data are probably not relevant in this 
clinical situation. An individual’s oxygen saturation level tends to decrease with 
advanced age, so 92% may be expected and likely not relevant for this client.

e most relevant abnormal data are related to the client’s trauma resulting from the 
fall. ese data include:
■ States that pain is 10/10 (on a 0–10 pain intensity scale)
■ Whimpering and holding the right hip
■ Right leg and foot externally rotated
■ Right leg shorter than left leg

e CJ cognitive skill of Recognize Cues requires you to not only select relevant client 
ndings, but also involves deciding which relevant ndings are of immediate concern 
and most important to the nurse based on the clinical situation. is step determines 
how well you can identify client ndings that must be followed up and managed imme-
diately to prevent potential or actual harm.

Which Relevant Client Findings Are of Immediate Concern to 
the Nurse?

In some clinical scenarios, client ndings may be relevant, but not of immediate concern 
or important at this time. For example, the nurse assessing a child who sustains multiple 
traumatic injuries aer a motor vehicle accident would be immediately concerned about 
possible internal organ damage and hemorrhage. e child’s history of well-controlled 
DM type 1 would be relevant for later in the client’s plan of care, but is not an immediate 
concern to the nurse at this time.

What Types of Clinical Scenarios May Be Included on the 
NGN?

As mentioned in Chapter 2, the test items on the current NCLEX-RN® and NCLEX-
PN® are very concise and include only the relevant information needed for selecting a 
correct response. Similar to the items on the tests in your nursing program, most test 
questions are multiple choice. All current questions measure the ability of the test taker 
to ensure client safety. Box 3.1 presents an example of a current NCLEX®-style multiple 
choice item.

In this test question, the most relevant information that requires immediate attention 
of the nurse is provided in the brief clinical scenario. No additional client ndings or 
other data are included. However, as described in Chapter 2, the new NGN items used to 
measure the cognitive skills of clinical judgment are lengthier than those on the current 
NCLEX® and usually require multiple answers rather than just one answer. Most impor-
tantly, NGN items present realistic and comprehensive clinical scenarios that nurses are 
likely to encounter as new graduates. Box 3.2 provides examples of common clinical 
problems requiring the ability to Recognize Cues

What NGN Item Types Optimally Measure Recognize Cues?

Many NGN test item types may be used to measure the CJ cognitive skill of Recognize 
Cues. e best item types for measuring this skill are listed in Table 3.2

Examples of these item types that best measure Recognize Cues are presented in this 
chapter

Remember: At this point, you 
should not interpret or analyze 
what is causing the client’s nd-
ings or what nursing care may be 
required as a result.

NGN TIP

Use these strategies for NGN
items that measure Recognize 
Cues:
1. Decide if each client ųnding is

normal/usual or abnormal.
2. If the client nding is abnor-

mal, determine if it is expected 
in the clinical scenario; if the 
client nding is expected in the 
clinical situation, it is likely not 
relevant. If the client nding is 
abnormal and not expected, it 
is likely relevant in the clinical 
scenario.

3. Decide which relevant client 
ndings are most important, 
require follow-up, and/or are 
of immediate concern to the 
nurse for the client in the clini-
cal scenario.

NGN TIP
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Highlight Items to Measure Recognize Cues

Highlight test items provide a clinical scenario with multiple client ndings. When this 
item type is used to measure Recognize Cues, the test taker is required to highlight the 
relevant ndings that require follow up or are of immediate concern to the nurse. e 
two variations of the Highlight test item are the Highlight in Text and Highlight in Table 
test items. Sample Question 3.1 illustrates a Highlight in Text item for an adolescent 
clinical scenario. e rationale and test-taking strategy to help you derive the correct 
responses in Sample Question 3.1 are also provided.

A client delivered a baby 4 hours ago and states she has saturated two peri-pads in the last
hour. What is the nurse’s best action at this time?
1. Document the client assessment in the medical record.
2. Massage the client’s fundus until it is rm. 
3. Administer supplemental oxygen at 2 L/min.
4. Increase the rate of the client’s intravenous Ŵuids.

BOX 3.1 Example of Current NCLEX®-Style Multiple Choice Item

Note:  indicates correct response.

• Dysrhythmias
• MI
• Heart failure
• Respiratory compromise
• Pneumonia
• Gastrointestinal bleeding
• Intestinal obstruction
• Bleeding, hypotension, hypovolemia, shock
• Stroke
• VTE (DVT and PE)
• Infection, sepsis, septic shock
• Arterial occlusion
• AKI
• Compartment syndrome
• Abdominal trauma
• Chest trauma
• Fluid and electrolyte imbalances
• Mental health crisis

BOX 3.2 Examples of Common Clinical Problems Requiring the Ability 
to Recognize Cues

TABLE 3.2 Test Items That Optimally Measure Recognize Cues

Type of Test Item Item Variations

Highlight Highlight in Text

Highlight in Table

Drop Down Drop-Down Cloze

Drop-Down Rationale

Drop-Down in Table (may be replaced by a Drag-and-Drop in Table)

Multiple Response Multiple Response Select N

Multiple Response Select All That Apply

Multiple Response Grouping

Matrix Multiple Response

Drag-and-Drop Drag-and-Drop Cloze

Drag-and-Drop Rationale
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Rationale: e client is a teenager who cuts herself and was planning to use her parent’s 
antianxiety medication to manage emotional pain. e nurse would want to follow up 
on the client’s self-mutilation behaviors and whether the client is suicidal or has suicidal 
tendencies now. e client thinks she is too fat, although her BMI is 16.4, below the 
desired level, and expected for a client with eating disorders. As a result, the client binge 
eats and then purges, which is a major concern for the nurse owing to potentially life-
threatening risks for uid and electrolyte imbalances. e nurse would want to collect 
more data about how long these eating behaviors have occurred and what previous body 
weights have been. e lack of support systems is a concern and needs to be addressed, 
but not immediately. e client’s thigh dressing with old blood is expected because she 
has been cutting herself. is nding is also not concerning at this time because there is 
no active or new bleeding. VS are within normal range.

Test-Taking Strategy: Remember to rst identify normal/usual or abnormal and 
expected (not relevant), and abnormal and not expected (relevant) client ndings to 
determine which ndings require immediate follow-up by the nurse. e client’s nd-
ings can be categorized as shown in the table.

Client Finding

Normal/Usual or 
Abnormal but Expected 
(Not Relevant) and Not 
Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) and 
Requiring Immediate 
Follow-up

Alert and oriented ☐

Cuts herself ☐

Depressed and planning to 
take medication

☐

Parents loving and supportive ☐

No other support system ☐

Thinks her boyfriend broke 
up with her because she is 
too fat

☐

Test-Taking
Strategy

Highlight in Text: Recognize CuesSample Question .

A 16-year-old client is admitted to the acute behavioral health
unit for observation and therapy. The nurse documents client 
ndings in the medical record.

Highlight the client ndings below that require immediate follow-
up by the nurse.

Health History Nurses’ Notes Vital Signs Lab Results

: Alert and oriented × 3. Cut herself last night like

before and doesn’t understand why she was admitted. 

Client has been very depressed and was “planning to take

parent’s Xanax to help ease the emotional pain.” Recog-

nizes that her parents love her and are very supportive, 

but has no other support system. Thinks her boyfriend 

broke up with her because she is too fat. Has increased 

binge eating and purging. Height = 68 inches (173 cm);

weight = 108 lb (49 kg). BMI = 16.4. Left upper thigh

dressing from cutting intact with old bloody drainage. 

VS: T = 98°F (36.7°C); HR = 88 BPM; RR = 18 bpm; BP =

122/74 mm Hg.

Continued
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Client Finding

Normal/Usual or 
Abnormal but Expected 
(Not Relevant) and Not 
Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) and 
Requiring Immediate 
Follow-up

Increased binging and 
purging

☐

Underweight for height ☐

Thigh dressing with old 
bloody drainage (from 
cutting)

☐

VS: T = 98°F (36.7°C); HR =
88 BPM; respirations = 18
bpm; BP = 122/74 mm Hg

☐

Next, recall that although teenage girls oen have a poor self-image and self-esteem 
if they are rejected by their peers, it is not normal/usual or expected for them to self-
mutilate, binge and purge, and take psychoactive drugs to manage their stress. For this 
clinical scenario, then, all of the relevant client ndings require immediate follow-up by 
the nurse because they are of concern, with most being unhealthy coping behaviors that 
can cause self-harm.

Content Area: Mental Health Nursing
Priority Concept: Mood and Aect
Reference(s): Halter, 2022, pp. 247–254, 342–344, 483–484

Drop-Down Test Items to Measure Recognize Cues

Drop-down test items can be used to measure multiple cognitive skills needed to make 
clinical judgments, including Recognize Cues. Sample Question 3.2 presents a test item 
using the Drop-Down Cloze variation to assess whether you are able to identify the 
relevant client ndings that are of immediate concern to the nurse. e rationale and 
test-taking strategy to help you derive the correct responses in Sample Question 3.2 are 
also provided.

The nurse is reviewing the Nurses’ Notes for an 84-year-old
client admitted to a skilled nursing facility (SNF).

Based on the client ndings, complete the following sentence by 
choosing from the lists of options provided.

Options for  Options for  Options for 

RR = 18 bpm
BP = 102/64 mm

Hg (sitting)
HR = 88 BPM

Confused at times
since surgery

H/O transient 
ischemic attack

Fell yesterday
Alert and oriented 

× 3
Incontinent of urine

Admitted for PT/OT
after a TKA

eratahtsgnidnfitneilctnavelerehttahtsezingoceresrunehT

of immediate concern to the nurse are 

, and 

Drop-Down Cloze: Recognize CuesSample Question .

Health History Nurses’ Notes Vital Signs Lab Results

: Transfer from the community hospital following 

a right TKA for PT/OT. Daughter states that mother has

been confused at times since surgery, but has no previous 

diagnosis of dementia. Needs supervision when transfer

ring from bed to chair; incontinent of urine at times. Able 

to feed self and needs assistance with bathing. Fell yester

day while in bathroom while unattended with walker. VS: 

T = 98°F (36.7°C); HR = 88 BPM; RR = 18 bpm; BP = 102/64

mm Hg (sitting). Right knee incision dry and intact with

Steri-Strips. Currently alert and oriented × 3. H/O hyper

tension, transient ischemic attack (TIA), stress inconti

nence, and osteoarthritis.
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Rationale: e client is an older adult who had surgery several days ago before being 
admitted to the SNF. VS are within normal limits, but her sitting BP is a low normal 
reading of 102/64 mm Hg. When an individual changes from a sitting or lying position 
to standing, a slight decrease in systolic and/or diastolic BP is expected. An older adult, 
however, may have a major decrease in BP when changing positions, a condition known 
as orthostatic hypotension. Orthostatic hypotension is a decrease in systolic BP by at 
least 20 mm Hg or a decrease in diastolic BP by at least 10 mm Hg within 3 minutes of 
moving from a lying or sitting position to an upright position. is drop in BP is most 
common in older adults and can contribute to falls. e client’s HR and RR are within 
normal limits.

According to the daughter, the client had no problems with cognitive state until sur-
gery. Since that time, the client has apparently had episodes of confusion. Confusion is 
of immediate concern to the nurse because the client may try to get out of bed without 
supervision and experience a fall. e need for postoperative PT/OT is the purpose of 
admission; PT/OT should make the client stronger and able to ambulate and provide 
self-care, thus helping to prevent falls. e client’s diagnosis of a previous TIA is not of 
immediate concern to the nurse, but the nursing sta would monitor for any new indi-
cations of a TIA or stroke while the client is in the SNF. e client experienced a fall the 
day before admission. A previous fall is a major risk factor for additional falls. erefore 
the fall history is of immediate concern to the nurse. Urinary incontinence is also a 
risk factor for falls, but is not as important as the recent fall history. e client’s current 
mental status of being alert and oriented × 3 is within normal limits and not a concern.

Test-Taking Strategy: Note that the word immediate requires you to review the client 
ndings in the options and decide which ndings need to be addressed now or at a later 
time. Some ndings are normal and expected, and would not be a concern to the nurse 
in this clinical scenario. Use the table to help you answer this test item.

Client Finding
Client Finding of 
Immediate Concern

Client Finding That Can Be 
Addressed at a Later Time 
or Is Not a Concern

RR = 18 bpm ☐

BP = 102/64 mm Hg (sitting) ☐

HR = 88 BPM ☐

Confused at times since surgery ☐

H/O transient ischemic attack ☐

Admitted for PT/OT after a TKA ☐

Fell yesterday ☐

Alert and oriented × 3 ☐

Incontinent of urine ☐

Content Area: Foundations of Nursing
Priority Concept: Mobility
Reference(s): Potter & Perry, 2021, pp. 404, 488, 824

Multiple Response Test Items to Measure Recognize Cues

Four variations of the Multiple Response test item can be used to measure any of the 
six CJ cognitive skills. When this type of item is used to measure Recognize Cues, a 
clinical scenario describing a client with multiple client ndings is presented. en these 

Test-Taking
Strategy
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ndings are listed in the test item, where you will be asked to select the relevant options 
that are of immediate concern to the nurse in the scenario. Sample Question 3.3 illus-
trates a Multiple Response Select N item for an older adult admitted to the ED. e 
rationale and test-taking strategy to help you derive the correct responses in Sample 
Question 3.3 are also provided.

Rationale: e client has adventitious breath sounds and an additional heart sound, which 
are not normal ndings and are likely relevant. e BP of 146/82 mm Hg, HR of 102 BPM 
(tachycardia), and respirations of 28 bpm (tachypnea) are above normal or usual limits and 
are therefore relevant and of immediate concern to the nurse. e husband’s report of the cli-
ent’s diculty breathing is also concerning, given the presence of crackles. e nurse would 
recognize that all of these ndings are indicative of impaired perfusion and gas exchange and 
could worsen. A history of DM may be a contributing factor to symptoms, but it is not of 
immediate concern to the nurse at this time. Many obese older adults have type 2 DM, which 
oen contributes to cardiopulmonary health problems.

Test-Taking Strategy: Remember to rst identify normal/usual or abnormal and expected 
(not relevant), and abnormal and not expected (relevant) client ndings. e client’s nd-
ings can be categorized as shown in the table.

Client Finding

Normal/Usual or 
Abnormal but Expected 
(Not Relevant) and Not 
Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) and 
Requiring Immediate 
Follow-up

Fine crackles bilateral lung
bases

☐

S3 present ☐

Test-Taking
Strategy

The nurse reviews the medical record of a 65-year-old client ad
mitted to the ED.

The nurse reviews the client’s assessment data, including VS, as 
documented in the medical record. Select six client ndings that 
are of immediate concern to the nurse.

 Fine crackles bilateral lung bases

S3 present

☐ SpO2
95% (on RA)

Tachycardia

 Elevated BP

☐ Bowel sounds present × 4

Tachypnea

☐ History of type 2 DM

Diculty breathing

Multiple Response Select N: Recognize CuesSample Question .

Health History Nurses’ Notes Vital Signs Lab Results

: Admitted to the ED accompanied by husband of 40

years. Started having intermittent diculty breathing and 

palpitations 2 days ago. Able to walk short distances. H/O 

type 2 DM, hypertension, and obesity. Lost 70 lb over the

past several years. Admission assessment:
 • Alert and oriented × 3
 • Denies chest pain
 • Fine crackles bilateral lung bases
 • S3 present
 • Abdomen soft
 • Bowel sounds present × 4

Health History Nurses’ Notes Vital Signs Lab Results

:
 • Temperature: 97.6°F (36.4°C)
 • HR: 102 BPM
 • Respirations: 28 bpm
 • BP: 146/82 mm Hg
 • SpO2 95% (on RA)
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Client Finding

Normal/Usual or 
Abnormal but Expected 
(Not Relevant) and Not 
Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) and 
Requiring Immediate 
Follow-up

SpO2 95% (on RA) ☐

Tachycardia ☐

Elevated BP ☐

Bowel sounds present × 4 ☐

Tachypnea ☐

History of DM ☐

Diculty breathing ☐

Next review the ndings that are abnormal and not expected for this particular cli-
ent. ese client ndings are the signicant cues in this clinical scenario and provide the 
correct responses to this test item measuring Recognize Cues.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 670–671

Drag-and-Drop Test Items to Measure Recognize Cues

As described in Chapter 2, Drag-and-Drop test items have at least two variations: Drag-
and-Drop Cloze and Drag-and-Drop Rationale. A test item using the Drag-and-Drop 
Cloze item can assess whether you are able to identify the relevant client ndings that 
require follow-up by the nurse (see Sample Question 3.4).

Rationale: Infants and children have a greater need for water and are very vulnerable 
to altered uid and electrolyte imbalances. When compared with adults, infants have 
a lower uid volume, and therefore any loss of uids can rapidly lead to dehydration. 
is infant presents with risk factors and assessment ndings that place her at risk for 

The nurse interviews the grandmother of a 10-month-old infant
prior to being examined by the pediatrician.

Drag and drop (or select) the correct responses from the list of client 
ndings below to ll in the blanks in the following sentence.

Client Findings

Had vomiting × 2
Attends day care
Has diarrhea
Has a “cold” with a runny nose
Has an axillary temperature = 103°F (39.4°C)
Refuses to eat or drink
Has history of frequent upper respiratory infections

sihttaesrunehtotnrecnoctsomfoeratahtsgnidnfitneilcehT

time are that the client , ,

dna

Drag-and-Drop Cloze: Recognize CuesSample Question .

Health History Nurses’ Notes Vital Signs Lab Results

: Grandmother states she brought the baby in to see

the doctor because infant refused to eat or drink anything 

last night or this morning; vomited × 2. States that baby 

seems feverish with no interest in play; has had a cold with 

a “runny” nose and diarrhea for the last few days. Has

a history of frequent upper respiratory infections. Grand

mother is the baby’s guardian because her daughter is a 

drug addict and lives with her boyfriend. States that she 

had to put the baby in day care last week because she went 

back to work to support her family. Blames herself that the 

baby may have gotten sick from day care. Baby’s current 

axillary temperature = 103°F (39.4°C).
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dehydration. First, the infant lost uid (and electrolytes) through vomiting and diarrhea. 
Second, the infant refuses to eat or drink, so she is not replacing uids that were lost. e 
infant’s temperature is elevated, which indicates that she is already likely dehydrated. 
Dehydration can lead to hypovolemic shock and if not treated could be life-threatening. 
ese client ndings indicate possible dehydration and would be of immediate concern 
to the nurse. Although attending day care places the infant at risk for infections, this 
nding is not of immediate concern. e infant’s history of frequent respiratory infec-
tions, including a current cold with “runny” nose, is of interest but is not of immediate 
concern for the nurse.

Test-Taking Strategy: e infant presents with multiple ndings, including those that 
are consistent with a possible upper respiratory infection and those that are consistent 
with possible dehydration. Dehydration in an infant can be life-threatening. erefore 
client ndings that support or are risk factors for dehydration would be of immediate 
concern to the nurse. Use the table to determine which client ndings are possibly asso-
ciated with dehydration and would be of concern for the nurse at this time.

Client Finding
Possibly Associated With 
Dehydration: Yes or No?

Had vomiting × 2 Yes

Attends day care No

Has diarrhea Yes

Has a “cold” with a runny nose No

Has an axillary temperature = 103° F (39.4°C) Yes

Refuses to eat or drink Yes

Has history of frequent upper respiratory infections No

Once you have competed the table, select the options in the test item for the client 
ndings for which you responded “Yes.”

Content Area: Pediatric Nursing
Priority Concept: Fluid and Electrolyte Balance
Reference(s): Hockenberry etal., 2019, pp. 738–744

Practice Questions

Test-Taking
Strategy

The nurse reviews the assessment ndings for a newborn who 
was born 10 minutes ago via cesarean section at 35 weeks. The
newborn’s length is 19 in (48.3 cm) and weight is 4.4 lb (2000 g).

For each body system listed below, click or specify (with an X) the 
newborn ndings that are of immediate concern to the nurse. Each 
body system may support more than one relevant newborn nding.

Body System Newborn Finding

Respiratory ☐ Respirations: 40–60 bpm

☐ Intermittent expiratory grunting

☐ Fine crackles

☐ Occasional apneic episodes

Neuromuscular ☐ Arms and legs relaxed

☐ Crying

☐ Relaxed body posture

☐ Diminished reŴexes

Cardiovascular ☐ Skin mottled

☐ Axillary temperature: 96.7°F (35.9°C)

☐ HR: 132 BPM and regular

☐ Presence of murmur

Practice Question . Multiple Response Grouping
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A 78-year-old client has been hospitalized for the past week for
evacuation of a subdural hematoma after a fall. Immediately 
after surgery, the client was alert and oriented with right-sided 
hemiparesis. The client’s speech was slurred, but client could 
communicate needs without problem. The client was continent 
of bowel and bladder most of the time, and began rehabilitative 
therapies. On the third postoperative day, aspiration pneumonia 
was conrmed by x-ray and the client was placed on IV antibiotic 
therapy. Today the nurse reviews the last entry in the Nurses’
Notes for an update of the client’s condition.

Drag (or select) client ndings from the choices below to ll in the 
blanks in the following sentence.

The nurse reviews the notes and recognizes that the client ndings 

that are of immediate concern are ________[Select]________, 

________[Select]________, ________[Select]________, and 

________[Select]________.

Client Findings

Drowsiness
No adventitious or diminished breath sounds
Right arm weakness
Bowel sounds X 4
Incontinent diarrheal stools
Speech ability
Elevated temperature

Practice Question . Drag-and-Drop Cloze

Health History Nurses’ Notes Imaging Studies Lab Results

: Very drowsy this morning but can be aroused with gen-

tle shaking. Remains oriented × 3. Does not readily respond 

when spoken to, but eventually answers in 1–2 words. No

adventitious or diminished breath sounds. S1, S2 present; no 

additional heart sounds. BS present × 4 and abdomen soft.

Had 2 incontinent diarrheal stools during the night. Able to 

move all extremities but right arm continues to be weak. Skin 

intact; no reddened areas noted. Plan to send to PT and OT

this morning. Temperature this morning has increased from 

98°F (36.7°C) last evening to 100.2°F (37.9°C).

The nurse reviews selected data from the medical record of a 
54-year-old client who was admitted to the ED with report of diar
rhea and weakness.

Highlight the client ndings below in the Nurses’ Notes and Labora-
tory Results that require immediate follow-up by the nurse.

Practice Question . Highlight in Text

Health History Nurses’ Notes Imaging Studies Lab Results

: 54-year-old client admitted to the ED with report of 

severe, watery diarrhea, weakness, and occasional muscle 

twitching. Has no nausea and vomiting; alert and oriented 

× 3. Has stage 3 CKD, which has been well managed with

diuretics, diet, and Ŵuid restriction. Is not receiving kidney

replacement therapy. HR 59 and irregular. Current ECG

shows tall peaked T waves, Ŵat P waves, and widened QRS

complexes.

Health History Nurses’ Notes Imaging Studies Lab Results

: Stat lab results.

Laboratory Test Result Normal Reference Range

Serum sodium 145 mEq/L
(145 mmol/L)

Serum potassium 5.9
mEq/L (5.9 mmol/L) H

Hemoglobin 11.0 g/dL
(6.83 mmol/L) L

Hematocrit 35% (0.35
volume fraction)L

Blood urea nitrogen (BUN)
34 mg/dL (12.14 mmol/L) H

Creatinine 2.8 mg/dL
(247.58 mmol/L) H

136–145 mEq/L (136–145
mmol/L)

3.5–5.0 mEq/L (3.5–5.0
mmol/L)

14–18 g/dL (8.7–11.2 mmol/L)

42%–52% (0.42–0.52 volume
fraction)

10–20 mg/dL (3.6–7.1
mmol/L)

0.6–1.3 mg/dL (53–106
mmol/L)
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The nurse reviews part of a Nurses’ Notes entry for a 48-year-old
client admitted to the inpatient psychiatric unit after a suicide 
attempt.

Which client ndings are of immediate concern to the nurse related 
to risk factors for additional or worsening pressure injuries? Select 

all that apply.

☐ Attempted suicide

☐ Quadriplegic

☐ Current stage 3 sacral wound

☐ ADL dependent

☐ Uses sliding board for transfers

☐ Urinary and bowel incontinence

☐ 48 years of age

☐ Weight loss of 20 lb (9.1 kg)

☐ Fair appetite

Practice Question . Multiple Response Select All That Apply

Health History Nurses’ Notes Imaging Studies Lab Results

: Admitted to unit for observation and treatment relat-

ed to a suicide attempt. Attempted to cut both wrists, which 

are currently bandaged. Client was in a severe motor vehicle

accident 5 months ago, resulting in quadriplegia. Has been

living in a group home with full-time caregiver for assis-

tance with ADLs since discharge from rehabilitation. Has no 

family living in the area. Has stage 3 sacral pressure injury

covered with gauze dressing. Recently completed a course 

of antibiotics for infected sacral wound. Wears an external 

condom catheter and follows bowel regimen but has fre-

quent problems with urine leakage and bowel incontinence. 

Is able to transfer with supervision from bed to wheelchair 

using sliding board. Lost 20 lb (9.1 kg) since the accident

and describes appetite as “fair.” Does not want to be here

because he is “sick of being in hospitals.”

The nurse reviews the Nurses’ Notes documented by the nurse
from the last shift who was assigned to care for a 70-year-old
client. The client had a right THA 2 days ago and is planning to 
be discharged tomorrow.

For each body system listed below, select the client ndings that 
would be of immediate concern to the nurse. Each body system 
may support more than one client nding, but at least one option 
should be selected for each system.

Body System Client Findings

Cardiovascular ______________ 1 [Select]_______________

Neurologic ______________ 2 [Select]_______________

Respiratory ______________ 3 [Select]_______________

Options for  Options for  Options for 

Tachycardia Increased right hip pain Diculty breathing

Hypotension Ambulating with walker Tachypnea

Decreased oxygen 
saturation

Feeling anxious Periodic coughing

Practice Question . Drop-Down in Table

Health History Nurses’ Notes Imaging Studies Lab Results

: Alert and oriented. Walked in hall tonight with walker 

independently. Reports increasing pain in right hip and 

“feeling funny” and anxious for the past hour. Is excited

to go home tomorrow and follow up with PT. Husband

states that the client has been coughing periodically since 

stopped walking and returned to the room. No adventi-

tious or abnormal breath sounds. Current VS: T = 99.4°F

(37.3°C); HR = 88 BPM; RR = 20 bpm; BP = 102/58 mm Hg;

SpO2 = 93% (on RA). Will recheck client and VS in 1 hour.

: Reports “a little” diŵculty breathing but denies chest

pain. VS: T = 99.4°F (37.3°C); HR = 94 BPM; RR = 26 bpm;

BP 98/52 = mm Hg; SpO2 88% (on RA). Oxygen initiated

at 2/min via NC and HOB in Fowler position. MD notiųed

and awaiting orders.
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The nurse reviews the admission note for a 13-year-old client in
the Urgent Care Center.

Select four client ndings that are of immediate concern to the 
nurse.

☐ Anorexia

☐ Occasional diarrhea

☐ Nausea and vomiting

☐ Poor eating habits

☐ Elevated temperature

☐ Fatigue

☐ Wants to sleep

☐ Dark urine

Practice Question . Multiple Response Select N

Health History Nurses’ Notes Imaging Studies Lab Results

: Parent reports that son started having new GI

symptoms 2 days ago, which were “due to something

he may have eaten and didn’t agree with him.” Started

with lack of appetite and nausea but has progressed to 

fever and vomiting with occasional diarrhea. Last night 

he went to bed earlier than usual and showed no interest 

in playing video games as he usually does before dinner 

every night. Parents are divorced; child is with one par-

ent during the school week and the other parent every 

weekend. Parent is concerned that son does not eat a very

healthy diet on the weekends. Both of them prefer “fast

food,” especially hamburgers. This morning parent noted

dark urine in the toilet. Current temperature is 103.2°F

(39.6°C). Child states he feels very tired and wants to go

home to bed.
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Analyze Cues is a cognitive skill nurses use to interpret the cues recognized in a clinical 
scenario and establish the signicance of those cues. e nurse considers the context of 
the clinical scenario and thinks about what could be happening. e relevant cues are 
analyzed to determine supporting and opposing manifestations of an evolving client 
condition. en, multiple factors are considered and potential complications that could 
be occurring are identied to guide subsequent planning and nursing actions. Applying 
the skill Analyze Cues is essential for making appropriate CJs and is a skill that will be 
measured both on the NGN and on your nursing course exams. When analyzing cues, 
you need to determine the meaning of the cues that are concerning. You need to connect 
or link these relevant cues to the client’s scenario to determine their meaning.

How Do You Analyze Cues?

e cognitive skill Analyze Cues requires a prompt and comprehensive examination 
of client data, tting them into the bigger picture of the overall clinical scenario, and 
determining what the relevant cues mean. is requires considering multiple factors 
about what is occurring for the client and narrowing them down, serving as the basis 
for analysis and CJ. When analyzing cues, ask yourself two questions. First, ask yourself 
“What do these client ndings mean?” Second, ask yourself “What is happening to the 
client?” Chapter 3 provides you with information about the cognitive skill Recognize 
Cues. Table 4.1 provides two examples of client ndings that may be presented as part of 
an NGN clinical scenario. Relevant cues requiring application of the cognitive skill Ana-
lyze Cues are in boldface and italicized. All information in the client ndings presented 
in these examples needs to be considered, but the relevant data are the focus to Analyze 
Cues and determine what these data mean for the client and how they t into the bigger 
clinical picture.

How Does Analyzing Cues Help You Guide Client Care?

e cognitive skill Analyze Cues requires you to examine the relevant data in a clini-
cal scenario, link them to the client’s clinical situation, and determine what these data 
mean. It is important to consider all factors presented in the clinical scenario to deter-
mine what is happening to the client. is is an important process because determining 
what relevant data mean tells you what is happening to the client. Once this is known, 
then you will be able to determine what you need to plan and do next to meet the client’s 
needs.

Strategies for Answering 
NGN Questions: 
Analyze Cues

C H A P T E R  4

Remember: Analyzing cues and 
determining what relevant client 
data mean leads to formulating 
client needs, prioritizing client 
care, planning care, and clinical 
decision making with implement-
ing care.

NGN TIP

THINKING SPACE
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How Do You Analyze Cues in an NGN Clinical Situation?

As noted in Chapter 3, NGN questions will begin with a clinical scenario presented as 
either a Stand-alone item or an Unfolding Case Study. Information about the client is 
presented, and you need to identify the relevant data. Once these relevant data are noted, 
you analyze the data and link these data to the client situation to determine what the data 
mean and what is happening to the client. Determining what these data mean and what is 
happening to the client is application of the cognitive skill Analyze Cues. e accompany-
ing example provides you with a medical record and client data. Aer reviewing informa-
tion in all tabs of the medical record provided, and once relevant cues are identied, you 
then analyze cues to determine what is happening to the client to guide client care. In this 
example, relevant data (cues) are in boldface and italicized. You need to analyze these data 
and make connections with the client situation to determine the meaning of the data. e 
cognitive skill Analyze Cues is required to ensure planning safe client care.

Example: Analyze Cues

TABLE 4.1 Examples of Clinical Scenarios and How to Analyze Relevant 
Cues

Clinical Scenario Analyze Cues

Scenario 1: A 5-week-old infant is brought by 

their parent to the clinic for a well-child 

check. The parent reports a white coating 

on the tongue for the last 2 weeks. The 

parent tried to clean the tongue with a 

washcloth but the coating could not be 

removed.

A white coating on the tongue of an infant could likely 

be milk residue or a sign of thrush. Factors to con-

sider in analyzing these data are that the finding 

has lasted for 2 weeks and the coating could not 

be removed with a washcloth.

What do these data mean? What is happening to the 

infant?

Analysis of these data leads to a concern regarding 

the presence of thrush.

Scenario 2: A client had a vaginal birth at 

home. The newborn’s birth weight was 7 

lb 11 oz (3.2 kg), and gestational age was 

38 weeks 3 days. The newborn was trans-

ferred to the hospital immediately after 

birth. A heart murmur was detected at the 

hospital, and the newborn was scheduled 

for a cardiology consultation.

A heart murmur in a newborn may be an innocent 

murmur, meaning that it is not a cause for concern, 

or it could mean that there is a congenital cardiac 

condition, thus the need for cardiology consultation.

What do these data mean? What is happening to the 

newborn?

Analysis of these data leads to a concern regarding 

the possible presence of a congenital cardiac con-

dition, and therefore further evaluation is required.

Health History Nurses’ Notes Vital Signs Laboratory Results

A 65-year-old client presents to the ED at 1030 for diarrhea 5 to 6 times daily × 1 week.

States that they get the urge to have a bowel movement suddenly and describes it as 

mixed, both watery and formed at times. Denies melena or blood in the stool. Doesn’t 

recall eating anything that would cause the symptoms. Denies associated abdominal pain 

or colic and has no alleviating or aggravating factors. Has not taken any medication for the 

symptoms. Is still able to eat and drink, and appetite is unchanged. States they “just need 

to stay close to a bathroom.” Denies recent travel and recent antibiotic use and states that 

they have no sick contacts. Current medications are reviewed, and none are associated 

with the complaints. The client is admitted to the observation unit for further testing.

Health History Nurses’ Notes Vital Signs Laboratory Results

: T = 98.2°F (36.8°C); HR = 110 BPM; BP = 102/68 mm Hg; RR = 16 bpm; SpO2 = 98% 

on RA

THINKING SPACE
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What Will You Think About to Analyze Cues in This Clinical 
Scenario?

To analyze cues, you will examine the relevant data and link these data to the clinical 
situation to interpret the data, determine what the data mean, and draw conclusions 
about what is happening to the client.

In this situation, the ndings that are not within the usual or normal range include:
■ Reports of frequent diarrhea; both watery and formed at times
■ WBCs: 15,000/mm3 (15 × 109/L)

THINKING SPACE Health History Nurses’ Notes Vital Signs Laboratory Results

: Laboratory tests prescribed and stool culture for Clostridium dicile. Stool noted to 

be watery and tan in color. Specimen collected and sent to laboratory for testing.

Health History Nurses’ Notes Vital Signs Laboratory Results

Test Result Normal Reference Range

Red blood cells (RBCs) 4.8 × 1012 (4.8 × 1012) 4.2–6.2 × 1012/L (4.2–6.2 × 
1012/L)

White blood cells (WBCs) 15,000/mm3 (15 × 109/L) H 5000–10,000/mm3 (5–10 × 
109/L)

Segmented neutrophils 75% (8.3 × 109/L) H 62%–68% (2.5–7.5 × 109/L)

Band neutrophils 10% (1.1 × 109/L) H 0%–9% (0–1 × 109/L)

Lymphocytes 20% (0.1 × 109/L) 20%–40% (0.1–0.4 × 109/L)

Monocytes 2% (0.1 × 109/L) 2%–8% (0.1–0.7 × 109/L)

Eosinophils 1% (0.00 × 109/L) 1%–4% (0.00–0.5 × 109/L)

Basophils 1% (0.05 × 109/L) 0.5%–1% (0.02–0.05 × 109/L)

Platelets 200,000/mm3 (200 × 
109/L)

150,000–400,000/mm3

(150–400 × 109/L)

Hemoglobin (Hgb) 17 g/dL (170 g/L) 12–18 g/dL (120–180 g/L)

Hematocrit (Hct) 46% (0.46) 37%–52% (0.37–0.52)

Albumin 4.2 g/dL (42 g/L) 3.5–5.0 g/dL (35–50 g/L)

Blood urea nitrogen (BUN) 24 mg/dL (8.64 mmol/L) H 10–20 mg/dL (3.6–7.1 
mmol/L)

Calcium 10.2 mg/dL (2.7 mmol/L) 9–10.5 mg/dL (2.25–2.75 
mmol/L)

Chloride 102 mEq/L (102 mmol/L) 98–106 mEq/L (98–106 
mmol/L)

Creatinine 0.9 mg/dL (79.5 mcmol/L) 0.5–1.2 mg/dL (44–106 
mcmol/L)

Glucose 87 mg/dL (4.8 mmol/L) 70–99 mg/dL (3.9–5.5 mmol/L)

Potassium 3.8 mEq/L (3.8 mmol/L) 3.5–5.0 mEq/L (3.5–5.0 
mmol/L)

Sodium 142 mEq/L (142 mmol/L) 135–145 mEq/L (135–145 
mmol/L)

Total bilirubin 0.3 mg/dL (5.1 mcmol/L) 0.3–1.0 mg/dL (5.1–17 
mcmol/L)

Total protein 6.4 g/dL (64 g/L) 6.4–8.3 g/dL (64–83 g/L)

Alanine aminotransferase (ALT) 28 U/L (28 U/L) 4–36 U/L (4–36 U/L)

Aspartate aminotransferase 
(AST)

28 U/L (28 U/L) 0–35 U/L (0–35 U/L)

Stool culture C. dicile toxin Detected Negative
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■ Segmented neutrophils 75% (8.3 × 109/L)
■ Band neutrophils 10% (1.1 × 109/L)
■ BUN: 24 mg/dL (8.64 mmol/L)
■ HR 110 BPM
■ BP 102/68 mm Hg
■ Stool culture C. difficile toxin: Detected

To consider these ndings in the bigger clinical picture, it is important to think about 
why these results may be out of range and how they are connected. Reports of frequent 
diarrhea as the primary client problem is a good starting point to frame the analysis. It 
helps to start thinking about possible causes of the diarrhea. Considering the informa-
tion available in the medical record, a connection can be made that the ED physician is 
interested in exploring C. dicile infection as a cause.

From there, considering why the physician might be ordering a complete blood count 
or comprehensive metabolic panel will help progress the analysis. Specically, a complete 
blood count will provide information about signs of infection. In this case, the WBC count 
is elevated and the dierential, which breaks down the number of types of WBCs in the 
specimen, is also abnormal. With the segmented and band neutrophils being elevated, a 
bacterial infection would be suspected. is is oen referred to as a “shi to the le.”

A comprehensive metabolic panel will provide information on hydration status, electrolyte 
balance, and kidney and liver function. e BUN is elevated, and in the setting of a normal cre-
atinine level, this indicates dehydration. is ts within the clinical context of multiple episodes 
of diarrhea as a result of suspected GI infection. e BP is lower than normal and the HR is ele-
vated, also expected characteristics in dehydration. e potassium level and sodium level are in 
normal range but need to be monitored because these electrolytes are lost when a client has diar-
rhea. Last, the detection of the C. dicile toxin conrms the diagnosis of C. dicile infection.

Which Client Findings Are Most Important When Analyzing 
Cues?

e cognitive skill Analyze Cues requires you to interpret the meaning of client ndings 
and create a bigger clinical picture to set the stage for making important decisions that 
inform and guide safe client care. All client ndings are important, but those that are not 
normal or not expected are the most important when it comes to analyzing cues. You 
need to analyze these abnormal ndings and ask “Is the abnormal nding acceptable or 
expected considering this client scenario, or is it not acceptable and an immediate con-
cern for the nurse?” For example, the nurse assessing a client with an acute exacerbation 
of COPD would interpret acute shortness of breath as a manifestation of importance at 
this time and would determine that it requires immediate follow-up. However, noting a 
barrel chest when performing the physical assessment is relevant, but with further anal-
ysis the nurse knows that this is a long-term manifestation of the client’s chronic disease.

When Might You Need to Analyze Cues in a Clinical Situation?

e ability to eectively apply the cognitive skill Analyze Cues is critical and is needed 
when answering both current NCLEX®-style questions and NGN questions. As a nurse, 
you need to always Analyze Cues in a clinical situation; this is an important part of your 
nursing practice. Knowledge about health problems and linking this knowledge to the 
interpretation of history and physical assessment ndings, nursing assessment ndings, 
and diagnostic test results are required to Analyze Cues. Table 4.2 provides examples of 
common health problems and diagnostic sources that would provide relevant data that 
link to the listed common health problem. ese data are helpful when determining 
what is happening to the client with the listed health problem.

What NGN Item Types Optimally Measure Analyze Cues?

Four types of test items may be used to optimally measure the cognitive skill Analyze 
Cues. Variations of each type will be presented on the NGN. Table 4.3 presents these 
item types and their variations.

Remember: Use these strategies 
for NGN items that measure 
Analyze Cues:

1. Examine the relevant cues or 
ndings that are unexpected.

2. Determine client conditions 
that link or connect with the 
client ndings or cues.

3. Ask yourself: What do these 
ndings mean and what is 
happening to the client? Are 
there any ndings or cues that 
support or oppose any client 
conditions?

4. Decide if any other informa-
tion in the clinical situation 
would help establish the 
signicance of the ndings 
within the context of the big-
ger clinical picture.

NGN TIP

THINKING SPACE
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All of these test item types are discussed in Chapter 2 with examples. e following 
sections explain the four major item types that best measure Analyze Cues.

Drop-Down Test Items to Measure Analyze Cues

As mentioned in Chapter 2, Drop-Down items include Drop-Down Cloze, Drop-Down 
Rationale, and Drop-Down in Table. When the Drop-Down item type is used to mea-
sure Analyze Cues, the test taker is required to complete a sentence or blank space by 
choosing from a list of options. Sample Question 4.1 illustrates a Drop-Down Rationale 
type of item. Rationale and test-taking strategy to help you derive the correct responses 
shown in Sample Question 4.1 are also provided.

TABLE 4.2 Examples of Common Health Problems and Diagnostic 
Sources for Analyzing Cues

Common Health Problems Diagnostic Sources

Dysrhythmias ECG results

MI ECG results, laboratory results (e.g., cardiac markers, troponin 

levels)

Heart failure ECG results, laboratory results (e.g., B-natriuretic peptide), imag-

ing results (chest x-ray)

Respiratory compromise Laboratory results (e.g., arterial blood gas levels)

Pneumonia Laboratory results (e.g., white blood cell count, inflammatory 

markers), imaging results (e.g., chest x-ray)

GI bleeding Laboratory results (e.g., hemoglobin level, hematocrit level, plate-

lets, electrolytes), imaging results (e.g., abdominal CT scan, 

esophagogastroduodenoscopy [EGD])

Hypotension, hypovolemia, shock Laboratory results (e.g., blood urea nitrogen [BUN] level, creati-

nine level, electrolytes)

Stroke Imaging results (e.g., CT scan of the head)

VT (DVT and PE) Laboratory results (e.g., prothrombin time [PT]/international nor-

malized ratio [INR], partial thromboplastin time [PTT]), imag-

ing results (e.g., Doppler ultrasound, CT scan of the lungs)

Sepsis Laboratory results (e.g., white blood cell count, lactic acid level, 

glucose level)

Arterial occlusion Imaging results (e.g., ultrasound)

Kidney dysfunction Laboratory results (e.g., blood urea nitrogen [BUN] level, creati-

nine level), imaging results (e.g., renal ultrasound)

Compartment syndrome Imaging results (e.g., x-ray, MRI, compartment pressure testing)

Abdominal trauma Laboratory results (e.g., hemoglobin level, hematocrit level, plate-

lets), imaging results (e.g., abdominal CT scan)

Chest trauma Laboratory results (e.g., hemoglobin level, hematocrit level, plate-

lets), imaging results (e.g., chest CT scan)

TABLE 4.3 Test Items and Variations That Optimally Measure Analyze Cues

Type of Test Item Variations

Drop Down Drop-Down Cloze

Drop-Down Rationale

Drop-Down in Table

Multiple Response Multiple Response Select N

Multiple Response Select All That Apply

Multiple Response Grouping

Matrix Multiple Response

Multiple Choice Multiple Choice Single Response

Matrix Multiple Choice

Drag-and-Drop Drag-and-Drop Cloze

Drag-and-Drop Rationale

Drag-and-Drop in Table (may replace Drop-Down in Table)

Remember: In a Drop-Down 
Rationale test item that requires 
completing a rationale, there is 
no partial credit. You must un-
derstand the full concept and the 
justication through the rationale 
to receive credit for your answer.

NGN TIP

THINKING SPACE
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The nurse on a medical-surgical unit is caring for a postopera-
tive 52-year-old client transferred from the PACU at 1100 follow-
ing hiatal hernia repair using laparoscopic Nissen fundoplica-
tion (LNF). The client is on O2 2 L per NC with orders to titrate 
based on SpO2. The client has an NG tube attached to low inter-
mittent suction (LIMS), and a PCA pump with hydromorphone 
for pain management.

Complete the following sentences by choosing from the list of op-
tions provided.

Options for  Options for  Options for 

Atelectasis
Gas bloat syndrome
Temporary 

dysphagia
An obstructed NG 

tube

VS
Gastric output
Diculty 

swallowing
Reports of no 

eructation or 
atus

Initiating early 
mobility

Checking NG tube 
placement

Initiating NPO 
status

Encouraging 
incentive 
spirometer use

The nurse suspects as a complication 

related to fundoplication. This suspicion is supported by 

. The nurse would 

confirm the complication by and 

reassessing the client.

Drop-Down Rationale Item: Analyze CuesSample Question .

Health History Nurses’ Notes Vital Signs Laboratory Results

: Arrived by bed from PACU and received bedside report 

from PACU nurse. Spouse is at bedside and engaged in teach-

ing. VS stable on admission to postoperative unit. Surgical site 

dressings × 3: clean, dry, and, intact with topical adhesive in 

place, no drainage. NG tube in right naris to LIMS, 10 mL of 

gastric secretions in suction container. Pain reported as a 3/10 

in surgical site. Oriented to room and to PCA use. Ice chips pro-

vided. Sequential compression devices in place as prescribed. 

Incentive spirometer teaching completed. Two side rails up, 

call light in reach. Demonstrates understanding of use of PCA 

pump and call light. VS: T = 98.2°F (36.8°C); HR = 90 BPM; BP 

= 128/74 mm Hg; RR = 16 bpm; SpO2 = 99% 2 L per NC.

: Resting in bed comfortably with eyes closed. Pressed 

the PCA button one time with one dose delivered. Surgical 

site dressings × 3: clean, dry, and intact with no drainage, 10 

mL of gastric secretions in suction container. VS: HR = 92 

BPM; BP = 132/78 mm Hg; RR = 16 bpm; SpO2 = 98% 2 L 

per NC. Reporting pain in abdomen 2/10.

: Resting in bed comfortably with eyes closed. Pressed 

the PCA button three times with two doses delivered. Surgi-

cal site dressing × 3: clean, dry, and intact with no drainage, 

20 mL of gastric secretions in suction container. VS: HR = 

92 BPM; BP = 130/78 mm Hg; RR = 16 bpm; SpO2 = 98% 2 L 

per NC. Reporting pain in abdomen 2/10.

: Alert and oriented × 3, grimacing at times. Pressed the 

PCA button six times with three doses delivered. Surgical 

site dressings × 3: clean, dry, and intact with no drainage, 

20 mL of gastric secretions in suction container. Reporting 

pain in abdomen 6/10. Reports no eructation or atus. VS: 

HR = 90 BPM; BP = 148/80 mm Hg; RR = 20 bpm; SpO2 = 

97% 2 L per NC.

: Alert and oriented × 3. Grimacing frequently. Pressed 

the PCA button nine times with four doses delivered. Surgi-

cal site dressings × 3: clean, dry, and intact with no drainage, 

30 mL of gastric secretions in suction container. Reporting 

pain in abdomen 8/10 with associated nausea; abdomen is 

distended. Reports no eructation or atus. VS: T = 98.2°F 

(36.8°C); HR = 98 BPM; BP = 156/82 mm Hg; RR = 22 bpm; 

SpO2 = 97% 2 L per NC.
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Rationale: Complications of fundoplication procedures include temporary dyspha-
gia, gas bloat syndrome, atelectasis, pneumonia, and obstructed NG tube. Based on 
the overall clinical scenario, including progressively increasing pain and overuse of the 
PCA; nausea; abdominal distention; lack of eructation or atus; and increasing BP, RR, 
and pulse rate without abnormal changes in SpO2 or temperature, the most likely com-
plication is gas bloat syndrome. e dening manifestation for this complication is the 
report of no eructation or atus, and the nurse would conrm this complication by ini-
tiating early mobility to promote peristalsis and monitor for improvement aer mobility 
interventions. Atelectasis is oen seen with dyspnea or chest pain, and pneumonia oen 
presents with a fever. Use of incentive spirometry is encouraged to prevent and man-
age these complications. Temporary dysphagia is associated with diculty swallowing, 
and NPO status may be needed until the dysphagia resolves. An obstructed NG tube 
may cause nausea, vomiting, abdominal distention, and a nondraining NG tube. If this 
is suspected, NG tube placement would be veried. In this case, the NG tube has been 
draining adequately.

Test-Taking Strategy: First you need to identify the complications that can happen fol-
lowing this surgical procedure. Next, focus on the client information and think about 
what these data mean and what is happening to the client. Ask yourself if there are any 
ndings or cues that support or oppose any complications. Decide which cues are of 
concern because they are relevant and not expected, and then establish the signicance 
of the ndings within the context of the bigger clinical picture. In a Drop-Down Ratio-
nale question, choosing correctly for the rst option is the most important part, to guide 
you in selecting correct options for the remaining choices that follow.

To choose correctly in the rst option for this situation, use the approach illustrated 
in the table, which categorizes the client’s ndings.

Client Finding

Supports 
Gas Bloat 
Syndrome

Opposes 
Gas Bloat 
Syndrome

Differentiates Gas Bloat 
Syndrome From Other 
Conditions

Excessive PCA use ☐ Temporary dysphagia usually not 
associated with pain

Adequate gastric 
output

☐ Obstructed NG tube would have 
inadequate gastric output

Location of pain 
(abdomen)

☐ Pneumonia, atelectasis: pain usually 
located in the chest, not abdomen

Abdominal 
assessment 
(distention)

☐ Pneumonia, atelectasis, temporary 
dysphagia: would not see 
abdominal distention

Lack of eructation 
or flatus with 
resulting abdominal 
distention

☐ Pneumonia, atelectasis, temporary 
dysphagia: would not see ab-
dominal distention

VS: no fever or 
abnormal 
oxygenation 
changes in this case

☐ Pneumonia, atelectasis: likely would 
see fever or oxygenation changes

Categorizing the ndings of each possible complication using this table will help you 
determine which client ndings support or oppose the possible complications. e com-
plication with the most ndings in the “Supports Gas Bloat Syndrome” column is most 
likely the correct answer for the rst option. You can decide which complications are dif-
ferentiated based on the client ndings, which will help to narrow down the answer.

e PCA use in this case supports gas bloat syndrome, and dierentiates temporary dys-
phagia because temporary dysphagia does not usually cause pain. Gastric output, which is 

Test-Taking
Strategy

THINKING SPACE
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Remember: In a Drop-Down 
Rationale test item, it is critical to 
choose the rst option correctly 
so that the remaining option 
choices are based on the correct 
foundation.

NGN TIP

adequate in this case, supports gas bloat syndrome and dierentiates obstructed NG tube, 
because with an obstructed NG tube there would be inadequate gastric output. e pain 
assessment supports gas bloat syndrome and dierentiates pneumonia and atelectasis, 
because the pain reported with these complications is usually located in the chest and not the 
abdomen. e abdominal assessment supports gas bloat syndrome in that abdominal dis-
tention is noted, and dierentiates pneumonia, atelectasis, and temporary dysphagia because 
this nding is not consistent with those complications. Lack of eructation and atus also sup-
ports gas bloat syndrome because eructation and atus relieve abdominal distention. is 
nding also dierentiates pneumonia, atelectasis, and temporary dysphagia. Last, the VS 
support gas bloat syndrome and dierentiate pneumonia and atelectasis because with these 
problems you would likely see a fever and changes with oxygenation.

Content Area: Medical-Surgical Nursing
Priority Concept: Fluid and Electrolyte Balance
Reference(s): Ignatavicius etal., 2021, pp. 1086–1087

Multiple Response Test Items to Measure Analyze Cues

As mentioned in Chapter 2, Multiple Response test items include Multiple Response 
Select All at Apply, Multiple Response Select N, Multiple Response Grouping, and 
Matrix Multiple Response. When the Multiple Response item type is used to measure 
Analyze Cues, the test taker is required to follow the question directions regarding how 
to select options. Sample Question 4.2 illustrates a Matrix Multiple Response type of 
item. Rationale and test-taking strategy to help you derive the correct responses shown 
in Sample Question 4.2 are also provided.

An 86-year-old client with COPD was admitted to the medical-
surgical unit from the ED with complaints of increased short-
ness of breath, cough, heart palpitations, and more mucus pro-
duction than normal.

For each assessment nding below, click to specify if the nding is 
consistent with COPD exacerbation, pneumonia, or adverse eects 
of medications. Each assessment nding may support more than 
one condition.

Assessment 
Finding

COPD 
Exacerbation Pneumonia

Adverse 
Effect of 
Medications

Increased 
shortness of 
breath

☐

Cough ☐

Increased 
mucus 
production

☐

Heart 
palpitations

☐ ☐

Blood glucose 
295 mg/dL 
(16.8 mmol/L)

Fever ☐ ☐

SpO2 88% on 
RA

☐

Matrix Multiple Response: Analyze CuesSample Question .

Health History Nurses’ Notes Vital Signs Laboratory Results

H/O DM and COPD

Medications: Theophylline, short- and long-acting beta-

adrenergic agonists, high-dose inhaled corticosteroid, pred-

nisone, insulin glargine, and insulin aspart

Health History Nurses’ Notes Vital Signs Laboratory Results

: Color is pale, coughing and expectorating yellow-

colored sputum, and complaining of chest tightness

Lung sounds reveal wheezing and diminished breath 

sounds bilaterally

POC blood glucose is 295 mg/dL (16.8 mmol/L)

VS: T = 101.8°F (38.8°C); apical HR = 120 BPM and regular; 

BP = 128/80 mm Hg; RR = 20 bpm; SpO2 = 88% on RA
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Rationale: Manifestations of COPD exacerbation include increased coughing, wheez-
ing, and more shortness of breath than usual. Other manifestations include changes in 
the color, thickness, or amount of mucus. In some COPD clients an SpO2 of 88% could 
be normal, but it could also be an indication of exacerbation. In pneumonia the client 
presents with fever, a cough and mucus production, and shortness of breath. SpO2 could 
be lower than normal because of the compromised respiratory status. Sharp or stabbing 
chest pain is also characteristic. e glucose level increases in the presence of infection 
such as pneumonia or in COPD exacerbation because the stress response in the body 
increases the amount of certain hormones such as cortisol and adrenaline. is leads to 
the body’s increased production of glucose. Prednisone and other corticosteroids can 
cause a rise in blood glucose levels by making the liver resistant to insulin. eophylline 
is a bronchodilator. Signs of toxicity are nausea, vomiting, abdominal pain, tachycardia, 
and muscle tremor. Heart palpitations are also a sign of toxicity.

Test-Taking Strategy: For each of the client conditions asked about in this question, 
you should ask yourself, based on the ndings in the Health History and Nurses’ Notes 
data, whether the assessment ndings are specically related or not specically related 
to the suspected client condition and why you are interpreting the ndings in this way. 
You can organize your thinking process as illustrated in the table.

Assessment 
Finding COPD Exacerbation Pneumonia

Adverse Effects of 
Medications

Increased 
shortness of 
breath

Related because of the 
added stress on the 
respiratory system

Related because of 
the added stress 
on the respiratory 
system

Not specically related

Cough Related as a chronic 
manifestation of 
COPD, worsened in 
exacerbation

Related as an acute 
manifestation of 
respiratory infection

Not specically related

Increased mucus 
production

Related as a chronic 
manifestation of 
COPD, worsened in 
exacerbation

Related as an acute 
manifestation of 
respiratory infection

Not specically related

Heart 
palpitations

Not specically related Not specically 
related

Related to theophylline 
toxicity

Blood glucose 
295 mg/dL (16.8 
mmol/L)

High-dose inhaled 
and oral corticosteroid 
therapy can cause 
an increase in blood 
glucose; client has 
diabetes

Related as a 
manifestation of 
infection, especially 
in clients with DM

Related to prednisone

Fever Not specically related Related as a 
manifestation of 
respiratory infection

Not specically related

SpO2 88% on RA Related as a chronic 
manifestation of 
COPD, worsened in 
exacerbation

Related as an acute 
manifestation of 
respiratory infection

Not specically related

Content Area: Medical-Surgical Nursing
Priority Concept: Gas Exchange
Reference(s): Burchum & Rosenthal, 2022, pp. 836, 928; Ignatavicius etal., 2021, pp. 

573–577, 600

Test-Taking
Strategy

Remember: In a Matrix Multiple 
Response item there will be 
response columns, and each 
response column could have 
multiple correct responses.

NGN TIP

THINKING SPACE
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Drag-and-Drop Test Items to Measure Analyze Cues

Drag-and-Drop test items include Drag-and-Drop Cloze, Drag-and-Drop Rationale, 
and Drag-and-Drop in Table. When the Drag-and-Drop item type is used to measure 
Analyze Cues, the test taker is required to complete a sentence or ll in a blank space by 
choosing from a list of options and dragging that selected option to the answer space. 
Sample Question 4.3 illustrates a Drag-and-Drop Rationale type of item. Rationale and 
test-taking strategy to help you derive the correct responses in Sample Question 4.3 are 
also provided.

The nurse conducts the admission assessment for a 72-year-old 
client admitted to the medical-surgical nursing unit with fever 
and shortness of breath. The medical record reveals the follow-
ing ndings.

Drag one complication to option 1, one client nding to option 2, 
and one other client nding to option 3 to ll in each blank in the 
following sentence.

Options for  Options for  and 

Aspiration Body aches

Heart failure Acute infection

Dysrhythmias Inability to drive

VTE Prescribed medications

Acute MI Obesity

The client is at highest risk for developing due to 

and .

Drag-and-Drop Rationale Item: Analyze CuesSample Question .

Health History Nurses’ Notes Vital Signs Diagnostic Results

H/O present illness: 72-year-old client comes to the ED with 

complaints of fever and shortness of breath. Reports recent 

upper respiratory infection with fever and body aches diag-

nosed as inuenza at the urgent care 3 days ago; oseltami-

vir was prescribed

Past medical history: Obesity, rheumatoid arthritis, stroke 4 

years ago, type 2 DM, hyperlipidemia

Social history: Has smoked 1 pack of cigarettes per day for 

the past 42 years. Lives with child; does not drive owing to 

problems with eyesight and has limited mobility

Medications: Aspirin 81 mg daily, metformin 1000 mg twice 

daily, atorvastatin 10 mg daily, azathioprine 150 mg daily, 

oseltamivir (3 days remaining in course)

Health History Nurses’ Notes Vital Signs Diagnostic Results

T = 101.2°F (38.4°C); HR = 90 BPM; BP = 168/92 mm Hg; 

RR = 22 bpm; SpO2 = 90% 2 L per NC

Weight: 220 lb (99.79 kg)

Height (reported): 5 feet 2 inches

Health History Nurses’ Notes Vital Signs Diagnostic Results

2-view chest x-ray: left lower lobe inltrates

Rationale: Although the client has some risk factors for the other conditions (aspira-
tion, heart failure, dysrhythmias, acute MI), the highest risk is for VTE. VTE history and 
risk are assessed at admission. Some risk factors include active cancer, previous VTE, 
reduced mobility, thrombophilic conditions, recent trauma or surgery, older age, car-
diac and respiratory failure, acute MI, ischemic stroke, acute infection, rheumatologic 
disorders, obesity, and hormonal treatment. Client ndings consistent with these risk 
factors include active infection, information noted in the past medical history (obesity, 
rheumatoid arthritis, cardiovascular disease, such as stroke), and social factors (smok-
ing). e presence of body aches, although consistent with infection, is nonspecic and 
could be related to other problems. e inability to drive is not specically related, and 
the medication regimen actually decreases the client’s risk for this problem.

Test-Taking Strategy: First, focus on the client data, especially the relevant data and 
the abnormal and unexpected data, and determine what is happening to the client. Use 
thinking processes and determine what these data mean and how they aect the health 
of the client. Next, use knowledge and think about the complications that can occur 
with this client. Ask yourself if there are any ndings or cues that support or oppose any 

Test-Taking
Strategy
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Remember: For the Drag-and-
Drop Rationale item, a full under-
standing of “paired” information 
is required in order to answer the 
question correctly. The concept 
needs to be justied by the 
rationale chosen. If a question 
is asking about a complication 
and associated client ndings or 
associated risk factors, the com-
plication needs to be correctly 
identied rst. Then the client 
ndings and risk factors associat-
ed with that complication need to 
be determined in order to receive 
credit for the answer.

NGN TIP

complications. Decide which cues are of concern. In a Drop-Down Rationale question, 
choosing correctly for the rst option is the most important part to guide you in select-
ing correct options for the remaining choices that follow. When answering a Drag-and-
Drop Rationale item, it may be helpful to look at the options for the client ndings rst 
and then pair them with the possible complications. e complication with the most 
client ndings is most likely the correct answer for the rst option.

Client Finding Complication

Body aches Nonspecic to listed complications

Active infection Risk factor for VTE

Inability to drive Nonspecic to listed complications

Prescribed medications Treatment for heart failure, dysrhythmias, acute MI, VTE

Obesity Risk factor for heart failure, dysrhythmias, acute MI, VTE

As noted, the client presents with multiple risk factors for VTE compared with the 
other complications listed. e client’s medication regimen is preventing or treating 
health problems. You may need to rely on your knowledge base related to risk factors for 
VTE and the other conditions to some extent to answer this question correctly.

Content Area: Medical-Surgical Nursing
Priority Concept: Clotting
Reference(s): Ignatavicius etal., 2021, p. 721

Multiple Choice Test Items to Measure Analyze Cues

Multiple Choice items include Multiple Choice Single Response and Matrix Multiple 
Choice. When these item types are used to measure Analyze Cues, the test taker is 
required to either select one option from a list of up to 10 options (Multiple Choice 
Single Response) or select one answer in each row of options (Matrix Multiple Choice). 
Sample Question 4.4 illustrates a Matrix Multiple Choice item. Rationale and test-taking 
strategy to help you derive the correct responses are also provided.

A 32-year-old client is admitted to the acute behavioral health 
unit for observation and therapy. The client is accompanied by 
their sibling, who tells the nurse that the client has had a no-
ticeable, uncharacteristic change in behavior over the last 4 to 
5 days. The nurse cares for the client during the daytime shift 
and provides the oncoming nurse with a report on the client.

For each assessment nding, click to specify if the nding is consist-
ent with hypomania or acute mania.

Assessment Finding Hypomania Acute Mania

Client talking and joking with 
everyone

☐

Demanding another client’s 
attention

☐

Making inappropriate sexual 
propositions to the other clients 
sitting in the day room

☐

Telling everyone they are the 
child of the Vice President of 
the United States

☐

Too distracted and disorganized 
to eat lunch

☐

Writing countless numbers of letters 
to famous people in Hollywood

☐

Overactive and busily occupied 
with grandiose plans

☐

Verbalizing crude and sexual 
remarks and profanities to the 
nursing sta

☐

Matrix Multiple Choice: Analyze CuesSample Question .

Health History Nurses’ Notes Vital Signs Laboratory Results

Client talking and joking with everyone; demanding an-

other client’s attention
Making inappropriate sexual propositions to the other 

clients sitting in the day room
Telling everyone they are the child of the Vice President of 

the United States
Too distracted and disorganized to eat lunch
Writing numerous letters to famous people in Hollywood
Overactive and busily occupied with grandiose plans
Verbalizing crude and sexual remarks and profanities to 

the nursing sta
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Remember: In a Matrix Multiple 
Choice item, you need to select 
one option for each row.

NGN TIP

Rationale: Hypomania and acute mania are disorders related to bipolar spectrum dis-
orders. Hypomania is a less severe and less intense form of mania and is characterized 
by a noticeable change in functioning that has lasted at least 4 days and that is unchar-
acteristic of the individual.

Acute mania is a more severe form of mania, and psychotic symptoms may be pres-
ent. In hypomania the individual talks and jokes with everyone to be seen as the “life of 
the party,” whereas in acute mania the individual becomes inappropriately demanding 
of people’s attention, and their intrusive nature repels others. In hypomania the indi-
vidual makes inappropriate sexual propositions to total strangers; talk is sexual and 
can be obscene. As the individual reaches acute mania, they verbalize crude and sexual 
remarks and profanities, especially to the nursing sta. In hypomania the individual 
has elaborate and grandiose schemes for becoming rich and famous and writes a large 
number of letters to rich and famous people about these schemes. ese individuals are 
overactive and busily occupied with grandiose plans but are not delusional. In acute 
mania the individual has grandiose delusions and may come to believe that they are 
famous or especially gied without any basis in fact. In hypomania the individual usu-
ally has a voracious appetite and eats on the run, gobbling food during brief periods. In 
acute mania the individual is too distracted and disorganized and has no time to eat.

Test-Taking Strategy: First note the dierence in the terms hypomania and acute
mania. You can determine that hypomania assessment ndings will be less severe than 
acute mania assessment ndings. e easiest way to organize your thinking process 
for this question is to categorize the client ndings as either “less severe” or “more 
severe” because these are the dierentiating factors between hypomania and acute 
mania. Refer to the table as an example of applying these strategies. e client ndings 
categorized as less severe would be answered as ndings associated with hypomania, 
whereas those categorized as more severe would be answered as ndings associated 
with acute mania.

Assessment Finding Severity

Client talking and joking with everyone Less severe

Demanding another client’s attention More severe

Making inappropriate sexual propositions to the other clients 
sitting in the day room

Less severe

Telling everyone they are the child of the Vice President of the 
United States

More severe

Too distracted and disorganized to eat lunch More severe

Writing numerous letters to famous people in Hollywood Less severe

Overactive and busily occupied with grandiose plans Less severe

Verbalizing crude and sexual remarks and profanities to the 
nursing sta

More severe

Content Area: Mental Health Nursing
Priority Concept: Mood and Aect
Reference(s): Varcarolis & Fosbre, 2021, pp. 199–200, 227–229

Test-Taking
Strategy

THINKING SPACE
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A 45-year-old client diagnosed with CKD requires dialysis. As a 
candidate for both hemodialysis and peritoneal dialysis, the cli-
ent decides that peritoneal dialysis is the better option for their 
lifestyle. The client is hospitalized and undergoes insertion of 
the peritoneal dialysis catheter, and the rst dialysis procedure is 
ordered. The nurse documents predialysis assessment data and 
reviews laboratory results.

During dialysis infusion, the nurse notes a slow inow of the di-
alysate and the client complains of pain. On assessment of the 
catheter, the nurse notes some brin clot formation in the dialysis 
tubing. Complete the following sentences by choosing from the 
list of options.

The nurse recognizes that the slow inow, presence of 

brin clots, and complaints of pain are most likely the result of

______1 [Select]______ due to the _____2 [Select]______.

Options for  Options for 

Peritonitis

Initial dialysis treatment

Bowel perforation

Abdominal pressure

Catheter slippage

Surgical procedure

Lack of aseptic technique

Elevated BP and laboratory 
results

Practice Question . Drop-Down Rationale

Practice Questions

Health History Nurses’ Notes Vital Signs Laboratory Results

: T = 98.2°F (36.8°C); apical HR = 90 BPM and regular; 

BP = 146/98 mm Hg; RR = 16 bpm; breath sounds clear 

bilaterally. Weight = 160 lb (72.57 kg)

Test Result
Normal Reference 
Range

Blood urea 
nitrogen (BUN)

30 mg/dL (10.8 
mmol/L) H

10–20 mg/dL (3.6–7.1 
mmol/L)

Creatinine 6.0 mg/dL (528 
mcmol/L) H

0.5–1.2 mg/dL 
(44–106 mcmol/L)

Glucose 110 mg/dL (6.1 
mmol/L) H

70–99 mg/dL (3.9–5.5 
mmol/L)

Sodium 150 mEq/L (150 
mmol/L) H

135–145 mEq/L 
(135–145 mmol/L)

Potassium 5.5 mEq/L (5.5 
mmol/L) H

3.5–5.0 mEq/L (3.5–5.0 
mmol/L)

Health History Nurses’ Notes Vital Signs Laboratory Results
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An 80-year-old client who had a cholecystectomy 2 weeks ago 
was admitted 2 hours ago to the medical-surgical unit from the 
ED with acute pain located in the left upper abdomen. The cli-
ent had laboratory testing and contrast-enhanced CT scan of the 
abdomen. The nurse conducts an admission assessment and 
reviews the laboratory and diagnostic ndings.

Based on the information in the Nurses’ Notes and in the Diagnos-
tic Results, complete the following sentence from the list of options 
provided.

As a complication of acute pancreatitis, the client is at highest

risk for developing _________1 [Select] ________ as evidenced 

by _______2 [Select] ________.

Options for  Options for 

Atelectasis

Bile duct calculi

Pulmonary edema

Coagulation defects

SpO2 level

PT/INR results

CT abdomen results

BUN and creatinine levels

Practice Question . Drop-Down Rationale

Health History Nurses’ Notes Vital Signs Diagnostic Results

: T = 99.2°F (36.8°C); HR = 90 BPM; BP = 168/88 mm 

Hg; RR = 24 bpm; SpO2 = 89% on RA; lung sounds clear 

but diminished to auscultation bilaterally and breathing is 

nonlabored. Bowel sounds are hypoactive in all quadrants. 

Abdominal pain is 4/10, client receiving prescribed 

morphine in the ED.

Health History Nurses’ Notes Vital Signs Diagnostic Results

Test Result
Normal 
Reference Range

White blood cells 
(WBCs)

16,000/mm3 (16 
× 109/L) H

5000–10,000/
mm3 (5–10 × 
109/L)

Hemoglobin 
(Hgb)

16 g/dL (160 
g/L)

12–18 g/dL 
(120–180 g/L)

Hematocrit (Hct) 44% (0.44) 37%–52% 
(0.37–0.52)

Blood urea 
nitrogen 
(BUN)

18 mg/dL (6.48 
mmol/L)

10–20 mg/dL 
(3.6–7.1 mmol/L)

Creatinine 0.8 mg/dL (70.6 
mcmol/L)

0.5–1.2 mg/
dL (44–106 
mcmol/L)

Glucose 110 mg/dL (6.1 
mmol/L) H

70–99 mg/dL 
(3.9–5.5 mmol/L)

Alanine 
aminotransferase 
(ALT)

80 U/L (80 U/L) 
H

4–36 U/L (4–36 
U/L)

Aspartate 
aminotransferase 
(AST):

88 U/L (88 U/L) 
H

0–35 U/L (0–35 
U/L)

Activated partial 
thromboplastin 
time (aPTT)

32 sec (32 sec) 30–40 sec (30–40 
sec)

Prothrombin time 
(PT)

11.4 sec (11.4 
sec)

11–12.5 sec 
(11–12.5 sec)

International 
normalized ratio 
(INR)

1.0 (1.0) 0.81–1.2 (0.81–1.2)

Amylase 800 U/L (800 
U/L) H

60–120 U/L 
(60–120 U/L)

Lipase 320 U/L (320 
U/L) H

0–160 U/L (0–160 
U/L)

CT abdomen with contrast impression: Edema of the 
uncinate process of the pancreatic head, with peripancreatic 
fat, consistent with acute interstitial pancreatitis
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The nurse working at the outpatient pediatric clinic is per-
forming an admission assessment for a 7-year-old child who 
is accompanied by their parent. The child reports right ear 
pain for 3 days. The nurse documents the following assess-
ment ndings.

Complete the following sentence. Drag the words from the options 
below to ll in each blank.

The nurse determines that the child is experiencing oti-

tis externa based on assessment ndings that include 

_________1 [Select] ________, _________2 [Select] _________, and 

_____3 [Select] _________.

Options for  Options for  Options for 

No sick contacts

Ear pain without 
fever

Attends full 
school days

Left auricle is 
nontender to 
manipulation

Denies neck stiness

Immunizations 
up-to-date

Swimming daily for 
the past week

Lack of nasal 
drainage or 
throat pain

Denies cough

No lymphadenopathy

Tenderness on manipu-
lation of right auricle

Lung sounds clear 
to auscultation 
bilaterally

Practice Question . Drag-and-Drop Cloze

Health History Nurses’ Notes Vital Signs Diagnostic Results

Reports right ear pain × 3 days described as constant, 

aching, nonradiating; denies dry mucous membranes, eye 

drainage, nasal drainage, or throat pain; oropharynx pink, 

moist, with no redness, swelling, exudate

Reports no sick contacts and has been attending full days 

of school; reports swimming daily for the past week

Denies neck stiness; no swelling of the neck, or swollen 

lymph nodes

Denies cough, wheezing, diculty breathing; lung sounds 

clear

Tenderness noted on palpation and manipulation of right 

auricle with ear canal erythema; no discharge; left auricle 

nontender

Immunizations up-to-date

Allergies: No known allergies

Health History Nurses’ Notes Vital Signs Diagnostic Results

Weight: 55 lb (59th percentile)

Height: 49.25 inches (55th percentile)

BMI: 15.94 (58th percentile)

T: 97.9°F (36.6°C) temporal

HR: 98 BPM

RR: 18 bpm

BP: 108/70 mm Hg
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Every 30 minutes the nurse is monitoring a 28-year-old client who 
was admitted 3 hours ago to the labor and delivery unit in the rst 
stage of labor. The nurse suddenly notes late decelerations and 
frequent episodes of fetal tachycardia in response to FHR decel-
erations on the monitor.

The nurse determines that these ndings indicate which of the follow-
ing conditions? Select all that apply.

☐ Breech baby

☐ Fetal hypoxemia

☐ Metabolic fetal acidemia

☐ Strong uterine contractions

☐ Uteroplacental insuciency

Practice Question . Multiple Response Select All That Apply

A 45-year-old client is admitted to the ED because of frequent ep-
isodes of chest pain unrelieved by sublingual nitroglycerin. The 
ECG shows ST segment elevation. Troponin levels are elevated. 
While awaiting results of diagnostic studies and transfer to the 
cardiac unit, the nurse monitors the client.

Vital signs reveal the following:

The nurse determines that these vital sign ndings most likely indi-
cate which complication(s)? Select all that apply.

☐ Dysrhythmias

☐ Pulmonary edema

☐ Cardiogenic shock

☐ Cardiac tamponade

☐ Pulmonary embolism

☐ Dissecting aortic aneurysm

Practice Question . Multiple Choice Select All That Apply

Health History Nurses’ Notes Vital Signs Laboratory Results

: HR = 88 BPM; RR = 22 bpm; BP = 142/86 mm Hg

: HR = 92 BPM; RR = 24 bpm; BP = 120/82 mm Hg

: HR = 106 BPM and weak; RR = 28 bpm; BP = 

100/62 mm Hg

: HR = 120 BPM and weak; RR = 32 bpm; BP = 

90/58 mm Hg
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At 1300 hours an 86-year-old client with altered mental status who 
is accompanied by their child is admitted to the medical-surgical 
unit, and the nurse is performing an assessment. The client has 
an IV solution of a 1000-mL bag of 0.9% sodium chloride hung 
at 1200 in the ED that is infusing at 100 mL/hr. One hour after 
admission the client’s child calls the nurse and reports that the 
client has a pounding headache, is having trouble breathing, and 
seems scared.

For each assessment nding below, click to specify if the nding is
most likely consistent with dehydration, circulatory overload, or di-
goxin toxicity.

Assessment Finding Dehydration
Circulatory 
Overload

Digoxin 
Toxicity

Anorexia ☐ ☐ ☐

Dry mucous membranes ☐ ☐ ☐

BUN and creatinine 
levels

☐ ☐ ☐

Sodium and potassium 
levels

☐ ☐ ☐

Digoxin level ☐ ☐ ☐

Elevation in BP and RR ☐ ☐ ☐

Wheezing and conges-
tion bilaterally in lungs

☐ ☐ ☐

Neck vein distention ☐ ☐ ☐

Practice Question . Matrix Multiple Response

Health History Nurses’ Notes Vital Signs Laboratory Results

: Client is weak and reports has not been able to eat or 

drink in the past 3 days because of anorexia.

Skin is very dry, dry mucous membranes, sleepy.

The child reports that the client has a H/O heart failure, 

hypertension, and hyperlipidemia.

Breath sounds clear bilaterally.

Medications include lisinopril, carvedilol, and digoxin.

: Client is dyspneic and complaining of chest 

tightness, coughing and is pale, neck vein distention is 

seen. Breath sounds wheezing and congestion bilaterally. 

500 mL remaining in the IV bag.

Health History Nurses’ Notes Vital Signs Laboratory Results

: T = 100.2°F (36.8°C); apical HR = 72 BPM and regular; 

BP = 100/68 mm Hg; RR = 24 bpm; SpO2 = 90% on RA

: T = 100.2°F (36.8°C); apical HR = 110 BPM and 

regular; BP = 152/98 mm Hg; RR = 28 bpm; SpO2 = 89% 

on RA

Health History Nurses’ Notes Vital Signs Laboratory Results

Test Result
Normal Reference 
Range

Blood urea 
nitrogen (BUN)

24 mg/dL (8.64 
mmol/L)H

10–20 mg/dL (3.6–7.1 
mmol/L)

Creatinine 1.8 mg/dL (159.4 
mcmol/L) H

0.5–1.2 mg/dL (44–106 
mcmol/L)

Digoxin level 2.2 ng/mL (2.8 
nmol/L) H

0.5–2.0 ng/mL (0.64–
2.56 nmol/L)

Sodium 148 mEq/L (148 
mmol/L) H

135–145 mEq/L 
(135–145 mmol/L)

Potassium 5.2 mEq/L (5.2 
mmol/L) H

3.5–5.0 mEq/L (3.5–5.0 
mmol/L)
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Prioritize Hypotheses is a cognitive skill nurses use to establish and rank client needs 
or hypotheses in order of priority. When prioritizing hypotheses, the nurse considers 
potential occurrences such as the likelihood of what could happen in a specic scenario, 
the urgency of it, and associated risks. In addition, environmental factors and individual 
factors need to be considered when you are prioritizing hypotheses. ese factors are 
described in this chapter.

What Do Hypotheses Mean?

You may ask, “What are hypotheses?” A hypothesis (singular) or hypotheses (plural) are 
in part a prediction that you make about a clinical scenario to determine the client’s 
priority needs. Once you interpret the relevant data in a clinical scenario and consider 
all possibilities or predictions about what is occurring, you then rank these predictions 
according to their urgency and risks for the client, in order to decide on the priority 
needs. You need to determine which needs are most immediate and most serious, and 
why. You need to ask yourself, “What could explain what I am seeing with my client? 
Which explanations are most likely? Which explanations are least likely? Which of these 
explanations are the most immediate and serious?” and “Where do I start with planning 
care?”

What Does Prioritizing Mean?

Prioritizing means that you need to rank the client’s needs in order of importance. It is 
important to focus on all the information in the clinical scenario because the order of 
importance may vary depending on the health problems, the environmental setting, 
and the client’s condition. When a clinical situation is presented, you may also need to 
consider what the client deems a priority, which may be quite dierent from what you 
think is most important.

What to Consider When Prioritizing Hypotheses

Applying the skill Prioritize Hypotheses is essential for making appropriate clinical judg-
ments, and is a skill that will be measured both on the NGN and on your nursing course 
exams. When prioritizing hypotheses, in addition to the information in the clinical sce-
nario, you need to consider external factors and connect or link these factors to the clin-
ical scenario in order to determine priority client needs. Considering external factors is 
important when applying every cognitive skill. e cognitive skill Prioritize Hypotheses
is the skill that involves considering all possibilities or predictions about what is occur-
ring, ranking these predictions by their urgency and risks for the client, and deciding 
where to start with planning care. A description of how each external factor aects your 
thinking process in determining priority client needs is discussed in this chapter. See 
Box 5.1 for the possible external factors you may be asked about or need to consider in 
a clinical scenario.

Strategies for Answering 
NGN Questions: Prioritize 

Hypotheses

C H A P T E R  5

Remember: When you prioritize, 
you are deciding which client 
needs or problems are primary 
and require immediate attention 
and which ones could be delayed 
until a later time because they are 
not urgent.

NGN TIP
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External Factors and Prioritizing Hypotheses

e cognitive skill Prioritize Hypotheses asks you to determine priority client needs in a 
specic clinical scenario. In doing so, you need to consider the context of any external 
factors presented. e NCSBN notes that there are environmental factors and individual 
factors that need to be considered (see Box 5.1). Following is a description of how each 
external factor aects your thinking process in determining priority client needs.

Environmental Factors

Environment

e environment refers to the setting in which client care is taking place. e environ-
ment is important to think about because you may need to establish priority client needs 
and approach answering a question in the ED dierently than in a community-based 
clinic. For example, a client experiencing an emergent problem, such as symptoms of 
acute coronary syndrome, or a heart attack, would need to have care prioritized dier-
ently based on the resources available in the environment in which the care is taking 
place. In a clinic setting the nurse would be calling EMS to transport the client to the 
hospital as a priority, whereas in the ED setting the nurse would be facilitating manage-
ment of the problem, such as obtaining diagnostic testing and analyzing the results, and 
initiating the treatment plan.

Client Observation

e nurse’s observations of the client need to be considered in order to establish hypoth-
eses and then rank them in order of priority, which will be necessary to guide further cli-
ent care. Your thinking process should be focused on “Where do I start?” For example, 
when caring for a client who is in pain, the nurse would prioritize by rst conducting a 
thorough and comprehensive pain assessment. is would help the nurse to determine 
the most appropriate solutions and interventions and allow for a connected follow-up 
assessment aer pain medication or other pain-relieving measures are instituted.

Resources

Availability of resources will aect the way you answer a question about a clinical sce-
nario. For example, if you were a rst responder to a mass casualty site, you would triage 
victims dierently than you would if the victims were brought to the ED because the 
available resources would be quite dierent and much more limited at the mass casu-
alty site. Also, think about this situation: If a cardiac arrest was discovered, you would 
answer a question dierently if you had additional personnel to assist than if you (the 
nurse) were the only personnel available.

Environmental Factors Individual Factors

Environment Knowledge

Client observation Skills

Resources Specialty

Medical records Candidate (test-taker) characteristics

Consequences and risks Prior experience

Time pressure Level of experience

Task complexity

Cultural considerations

BOX 5.1 External Factors to Consider When Prioritizing Hypotheses

From National Council of State Boards of Nursing (NCSBN). (2019). Next Generation NCLEX® News,

Winter 2019. <https://www.ncsbn.org/NGN_Winter19.pdf>
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Medical Records
NGN test items will present a medical record as part of the question, and this is another 
external factor you need to consider before answering the question about the clinical 
scenario. All information provided in the medical record needs to be reviewed and criti-
cally analyzed before you determine the urgency of ndings, think about explanations 
of those ndings, and establish priority client needs. Refer to Chapter 3, which discusses 
the cognitive skill Recognize Cues, and Chapter 4, which discusses the cognitive skill 
Analyze Cues—both of which need to be applied when considering information in a 
medical record before applying the skill Prioritize Hypotheses.

Consequences and Risks
While thinking about explanations for client ndings and establishing and ranking 
hypotheses based on the explanations, you need to think about the consequences and risks 
associated with the ndings. is will guide you in prioritizing. For example, the nurse 
caring for a client with dehydration will think about the risks and consequences associ-
ated with the uid volume decit being le untreated or unmanaged while considering the 
urgency or priority of subsequent nursing actions. Another example may be a client with a 
UTI, who would be monitored for signs and symptoms of sepsis and shock.

Time Pressure
Time pressure is another external factor to consider when applying the skill Prioritize 
Hypotheses. If time is part of the data presented in the question, it may be a factor to 
consider as you are deciding on the answer or answers to the question. As an example, 
a nurse taking care of a postoperative client will consider client data ndings dier-
ently and consider dierent explanations of the ndings based on whether the client just 
came out of surgery, has been out of surgery for 8 hours, or had the surgery several days 
before. Another example may be related to how long it may take to meet a client need. 
If you had a client experiencing dyspnea, you would consider elevating the head of the 
client’s bed right away to alleviate the respiratory distress, which takes seconds to do, 
before listening to lung sounds, which will take more time.

Task Complexity
Task complexity is a measure of the diculty of a task that the nurse considers and takes 
into account in order to complete the task. For example, with regard to prioritizing 
hypotheses, one factor a home care nurse would think about is how much time would 
be needed and how involved the client’s needs are for each assigned client for the day, 
and would organize the schedule according to the clients’ needs and the complexity of 
the care to be provided. e nurse may have a client who needs an admission assessment 
completed, a client who needs a wound irrigation, and a client requiring teaching about 
a simple dressing change. e nurse would take into consideration the complexity of the 
tasks involved with the care being provided as one factor to decide how to prioritize.

Cultural Considerations
e last environmental factor to think about is cultural considerations. If information 
related to the client’s culture is included in the clinical scenario, it will be important to 
consider these factors as you are answering test questions. As an example, the nurse may 
need to consider dietary preferences as they relate to culture in order to provide nutri-
tion that is aligned with these important values and meet the client’s needs while the cli-
ent is in the nurse’s care. Or you may need to consider higher-risk health problems that 
are specic to a cultural group when you are prioritizing hypotheses.

Individual Factors

Knowledge and Skills
Nursing knowledge and skills are individual factors considered when nursing exam 
questions are developed for your nursing courses and for the NGN. Intuitively, exam 
questions will be written to test specic nursing knowledge and skills, based on expected 
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activities performed by new graduate nurses. When caring for a client, you need to use 
nursing knowledge when applying all cognitive skills including prioritizing hypotheses. 
In your nursing program it is critical that you not learn just by memorizing concepts. 
Learning by memorization is short-lived and is a supercial type of learning that does 
not require any thinking. You need to approach the learning process so that you will be 
able to make connections from what you learned to a new situation you may encounter 
and be able to know what is most urgent when prioritizing hypotheses. is type of 
learning is called deep learning, and requires thinking. For example, you are presented 
with a situation in which a client has an MI. You will need to recall many previously 
learned concepts and skills in order to prioritize hypotheses and safely care for that cli-
ent. Some concepts you need to recall are the anatomic structure of the heart and coro-
nary arteries, their function, cardiac rhythms, emergency treatments, and complications 
associated with an MI.

Specialty
Another individual factor is the nursing specialty. With regard to nursing exams and 
NGN test items, you will be presented with questions about foundations of care, phar-
macology, medical-surgical nursing, or mental health nursing. Exam questions may 
also be written based on the population being cared for, such as children (pediatrics) 
or pregnant individuals (obstetric or maternity nursing). As noted earlier, deep learn-
ing is important because you may, for example, need to apply physical assessment 
concepts or foundational concepts previously learned to a new situation. Consider 
this scenario when prioritizing hypotheses: An 85-year-old client is admitted to the 
nursing unit with weakness, confusion, an elevated temperature, tachycardia, and 
hypotension. You need to consider all possibilities or predictions about what is occur-
ring in this client, such as possible dehydration or even infection; you then rank these 
predictions according to their urgency and risk(s) for the client in order to decide 
on the priority need(s). You need to determine which needs are most immediate and 
most serious, and why. You would need to recall previously learned knowledge to then 
prioritize hypotheses.

Candidate Characteristics, Prior Experience, and Level of Experience
Candidate characteristics, such as prior experience and level of experience, are addi-
tional individual factors considered with the application of cognitive skills and clinical 
judgment. As an example, a new nursing graduate may not be as skilled as an experi-
enced nurse about actions to take when the nurse notices a change in a client’s clinical 
condition. is could depend on their prior experience and current level of experience. 
However, it is important to remember that regardless of prior or level of experience, cli-
ent safety is the priority, and the nurse needs to be able to rank priority needs swily if a 
client’s condition deteriorates. Nurses with less experience can always use the guidance 
of more experienced nurses as an invaluable resource.

How Do You Know That You Need to Prioritize?

As a nurse, you will be prioritizing all the time; this skill is a critical one to ensure safety 
for each client. For example, when you receive an assignment for the nursing shi you 
will need to prioritize client needs for a group of clients and determine which assigned 
client you will need to assess rst, second, third, and so on. Look at the following sce-
nario about prioritizing for a group of clients.

Scenario 1: e nurse is assigned the following three clients on the 0600–1400 shi. 
Who would the nurse assess rst, second, and third?

Client 1: Client who was admitted to the nursing unit during the night because of dif-
culty breathing

Client 2: Client on IV antibiotics and due to receive a dose at 0900
Client 3: Client being discharged to home today who needs further teaching about insu-

lin administration and diet
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In addition, as a nurse, you will also need to prioritize client needs for one client. On 
NCLEX®, prioritizing client needs for one client will most likely be presented. Look at 
the following example of prioritizing for a single client.

Scenario 2: e client is experiencing a sickle cell crisis. What are the immediate 

priority client needs? Select all that apply.

Client Need 1: Pain
Client Need 2: Fluids
Client Need 3: Oxygen
Client Need 4: Nutrition
Client Need 5: Electrolyte balance

Questions that require prioritization will include strategic words or strategic phrases 
in the question that indicate the need to prioritize. Be sure to look for these specic 
words or phrases. What are these words or phrases? Box 5.2 lists some of the common 
strategic words or phrases.

What Three Strategies Can You Use to Prioritize Hypotheses?

First and foremost, it is important to think and use your nursing knowledge. Nursing 
knowledge provides information that you need to process and think about critically in 
order to answer the question. If you can use your nursing knowledge to answer the ques-
tion, then by all means do so!

Next, three strategies that you can use to assist in prioritizing client needs are the 
Priority Classication System; Airway, Breathing, and Circulation; and Physiological and 
Safety Needs. ese strategies are described in the following sections.

Priority Classification System

There are some strategies that you can use to prioritize hypotheses. To start, try to 
use the Priority Classification System and rank hypotheses as a high (top), interme-
diate (middle), or low (last) priority. Your high-priority hypotheses then become 
your primary and urgent client needs. Your intermediate hypotheses are the client’s 
needs that are less urgent but still important, and can wait to be addressed. Your 
low-priority hypotheses are those client needs that are either unrelated to the client’s 
health problem or can wait to be addressed until after attending to the high- and 
intermediate-priority hypotheses. Box 5.3 provides a description of the three types 
of classifications.

Best
First
Primary

Initial
Immediate
Next

Essential
Most likely
Most important

BOX 5.2 Common Strategic Words or Phrases

High (Top) Priority: A client need that is life-threatening, or if untreated could result in 
harm to the client
Intermediate (Middle) Priority: A nonemergency and non–life-threatening client need that 

does not require immediate attention and can wait to be addressed
Low (Last) Priority: A client need that is not directly related to the client’s illness or 

prognosis, is not urgent, and can wait until high and intermediate client needs are 
addressed

BOX 5.3 Priority Classication System
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Airway, Breathing, and Circulation

Airway, breathing, and circulation is abbreviated as the ABCs. You can use the ABCs to 
help you determine the priority client needs. Airway is always a priority in caring for any 
client. ink about it: If a client does not have a patent airway and breathing is ineective 
to oxygenate body tissues, will any other client need matter? Breathing is the next priority 
because breathing is needed to oxygenate tissue; again, if the airway is not patent, then the 
client will not be able to breathe. Finally, circulation: Circulation is critical but requires 
oxygenated blood to eectively oxygenate tissue. Note that there is one exception, and 
that is if you are prioritizing client needs in a cardiopulmonary resuscitation scenario. 
For these scenarios, remember to follow CAB—circulation (compressions), airway, and 
breathing—to prioritize. Consider the clinical scenario in which a client with COPD is 
experiencing diculty breathing and the SpO2 level is lower than the baseline level. is 
scenario would take high priority because the airway (and breathing and circulation as 
well) is involved. When ranking in the context of other client’s needs, consider this clinical 
scenario for the client with COPD and at the same time a postoperative client complaining 
of pain of 5/10 at the operative site who is asking for pain medication. Because the second 
clinical scenario does not involve the ABCs, the nurse would appropriately rank the client 
with diculty breathing ahead of the client having pain.

Physiological and Safety Needs

A physiological client need and safety are always priorities. It is important to consider all 
client needs in any clinical scenario, but most likely you will need to address physiologi-
cal needs. Remember that physiological integrity is necessary for survival. Along with 
this priority need is the need for safety. In fact, client safety must be at the top of your 
list when caring for each and every client.

For example, you have a client who is being discharged from the hospital and needs 
teaching about administering insulin, so you identify teaching as a priority client need. 
Safety must be considered along with the teaching. Your client suddenly develops weak-
ness, shakiness, and hunger, and you determine that the client is experiencing hypo-
glycemia. At that time your priority client need switches from teaching to one that is 
addressing the physiological need of hypoglycemia, but, in addition, safety is a priority. 
It is important to remember that in a clinical scenario the priority order of client needs is 
not static. In other words, as a client’s condition changes, whether that be improvement 
or deterioration, the priority of needs can change.

How Do You Prioritize Hypotheses in an NGN Clinical 
Situation?

As noted in Chapter 3, NGN questions will begin with a clinical scenario presented as 
either a Stand-alone item or an Unfolding Case Study. Information about the client is 
presented, and you need to identify the relevant data. As noted in Chapter 4, once these 
relevant data are noted, you analyze the data and link these data to the client situation to 
determine what the data mean and what is happening to the client. en, based on your 
judgment of what you think is happening to the client, you assign priority or urgency to 
those client needs, which exemplies application of the skill Prioritize Hypotheses. e 
following example provides you with client data. Aer reviewing information in all tabs 
of the medical record, and once relevant cues have been identied and analyzed, you 
then prioritize hypotheses. You need to determine the urgency of the identied client 
needs to guide the next steps in client care. e cognitive skill Prioritize Hypotheses is 
required to ensure planning safe client care. Remember to consider the external factors 
previously discussed when considering the priorities of care.

Example—Prioritize Hypotheses: A 45-year-old client is preparing for discharge following a 
2-month hospitalization and will need long-term IV antibiotics. e client has a central line in 
place. e client has a past medical history of DM, and takes insulin with meals and at bedtime. 

Remember: Prioritize Hypotheses
is the cognitive skill in which you 
rank the urgency of client needs. 
This leads to formulating the plan 
of care based on those needs 
(Generate Solutions), and clinical 
decision making with implement-
ing care (Take Action).

NGN TIP
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During this hospitalization the client has become very weak and needs PT and OT to help 
improve functional ability. e client will be moving in with family, who will be the primary 
caregivers. e client will have home health support services to help manage medications. e 
client is anxious about going home and having to rely on others to help with care.

What Will You Think About to Prioritize Hypotheses in This 
Clinical Scenario?

To Prioritize Hypotheses, you would need to think about the client’s needs based on the 
information provided in the scenario. As the nurse preparing the client for discharge, you 
would consider what the client will need in the rst few days at home, until the client’s 
new routine is established and home health care services and other supports are in place.

Begin by considering the external factors that may be important in the scenario. inking 
about these factors before looking at the question you are being asked will help your thinking 
process as you answer. Consider the environment—a hospital setting. is helps to frame 
your thinking in terms of what the role of the nurse is in providing teaching and support 
to the client during this time. ink about any client observation data—the client will need 
long-term IV antibiotics, is weak aer a prolonged hospitalization, has a past medical history 
of DM and takes insulin, and is anxious about going home. ese client needs will be impor-
tant to address as priorities in the discharge teaching. is scenario mentions the resources of 
home health care and family support. As you think about answering questions about this, con-
sider these resources and how they may factor into the way the questions are answered. Other 
considerations as you prioritize hypotheses for this scenario may be task complexity and 
consequences and risks. e client will need IV antibiotics and insulin. ese are important 
interventions where very clear and understandable teaching will need to be provided in order 
to promote safety and mitigate risk and any unintended consequences. In this scenario, think-
ing also about the external factors, you would consider the following as priority hypotheses:
■ Safety in the home environment
■ Discharge needs
■ Establishing care with home health support
■ Maintaining a central line
■ Administering antibiotics
■ Complications of a central line
■ Side effects of medications
■ Client and caregiver teaching

What NGN Item Types Optimally Measure Prioritize 
Hypotheses?

ree types of test items may be used to measure the cognitive skill Prioritize Hypoth-
eses. Variations of each type will be presented on the NGN. Table 5.1 presents these item 
types and their variations.

All of these test item types are discussed in Chapter 2, and some examples are pro-
vided. e following section explains the three major item types that best measure Pri-
oritize Hypotheses.

Remember: Use these strategies 
for NGN items that measure 
Prioritize Hypotheses:

1. Examine the clinical scenario 
and any relevant external 
factors.

2. Determine urgency of client 
ndings as you assign priority 
in planning subsequent client 
care.

3. Ask yourself: Which needs are 
most immediate and most 
serious, and why?

4. Think about: What could ex-
plain what I am seeing with the 
client, and what explanations 
are most likely or least likely?

5. Ask yourself: Where do I start 
with planning care?

NGN TIP

TABLE 5.1 Test Items and Variations That Optimally Measure Prioritize 
Hypotheses

Type of Test Item Variations

Drop Down Drop-Down Cloze

Drop-Down Rationale

Drop-Down in Table

Multiple Response Multiple Response Select N

Multiple Response Select All That Apply

Multiple Response Grouping

Drag-and-Drop Drag-and-Drop Cloze

Drag-and-Drop Rationale

Drag-and-Drop in Table (may replace Drop-Down in Table)

THINKING SPACE
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Drop-Down Test Items to Measure Prioritize Hypotheses

As discussed in Chapter 2, Drop-Down items include Drop-Down Cloze, Drop-Down 
Rationale, and Drop-Down in Table. When the Drop-Down item type is used to mea-
sure Prioritize Hypotheses, the test taker is required to complete a sentence or blank 
space by choosing from a list of options. Sample Question 5.1 illustrates a Drop-Down 
Cloze type of item to measure the cognitive skill Prioritize Hypotheses. e rationale and 
test-taking strategy to help you derive the correct responses in Sample Question 5.1 are 
also provided.

Remember: In a Drop-Down 
Cloze test item the maximum 
score is equivalent to the number 
of drop downs, and partial credit 
for correct responses is given.

NGN TIP

A 32-year-old client visits the physician because of vomiting and 
severe watery diarrhea for the previous 3 days. Following an ini-
tial assessment, the physician prescribes hospital admission for 
further evaluation and treatment. The nurse conducts an initial 
assessment and reviews the physician’s orders and results of 
preadmission laboratory tests.

Complete the following sentences by choosing from the list of 
options.

Options for  Options for  Options for  Options for 

Renal injury Sodium level Anemia Urine output
Hypokalemia Potassium level Infection Temperature
Hypernatremia Blood urea 

nitrogen level
Dehydration WBC count

ehT immediate eranoissimdanosserddaotsdeentneilc

as evidenced by  and

as evidenced by .

Drop-Down Cloze Item: Prioritize HypothesesSample Question .

Physician’s Orders Nurses’ Notes Vital Signs Lab Results

Contact Precautions
Stool culture: Call with results as soon as known
Call with result of laboratory studies
Blood culture × 3 for temperature >100.2°F (37.9°C)
Clear liquid diet
IV 1000 mL D5W in 0.9% NS at 100 mL/hr
Ondansetron 4 mg IV stat then 8 mg sublingual every 6 hr
Loperamide 4 mg oral stat then 2 mg oral after each 

unformed stool; daily dose not to exceed 16 mg
VS every 4 hours
Strict intake and output measurements

Physician’s Orders Nurses’ Notes Vital Signs Lab Results

: T = 101.2°F (38.4°C); HR = 102 BPM; BP 100/66 mm 

Hg; RR = 20 bpm; SpO2 = 96% on RA; abdominal pain = 

4/10

Physician’s Orders Nurses’ Notes Vital Signs Lab Results

: States vomiting and diarrhea began 3 days ago shortly 

after eating cheese manicotti and tossed salad at a local res-

taurant. Vomit is described as mostly bile and is unable to 

hold down any liquids or food. Stool is watery and now tan to 

yellow in color. Has experienced frequent chills and fever. Re-

ports no blood in vomit or stool. Has diuse abdominal pain 

rated currently as 4/10 and states it is continuous.

Appears pale, skin and mucous membranes dry, feeling 

tired and light-headed.

Urine output 45 mL since 0900, dark yellow, strong smell-

ing; states urinating in small amounts about 3 times daily.

Current medications: No regular medication regimen and 

states tried some loperamide with no eect.

Denies recent travel and states has not been in contact with 

any sick persons. Is an insurance agent and has been working 

from home for the past 10 months because of the pandemic.

Stool sent for culture.

Laboratory called for blood culture draws.

Health History Nurses’ Notes Vital Signs Lab Results

Test Result
Normal Reference 
Range

White 
blood cells 
(WBCs)

15,000/mm3 (15 
× 109/L) H

5000–10,000/mm3 
(5-10 × 109/L)

Hemoglobin 
(Hgb)

17 g/dL (170 
g/L)

12–18 g/dL (120–180 
g/L)

Hematocrit 
(Hct)

46% (0.46) 37%–52% (0.37–0.52)

Blood urea 
nitrogen 
(BUN)

24 mg/dL (8.64 
mmol/L) H

10–20 mg/dL (3.6–7.1 
mmol/L)

Creatinine 0.9 mg/dL (79.5 
mcmol/L)

0.5–1.2 mg/dL (44–106 
mcmol/L)

Potassium 3.1 mEq/L (3.1 
mmol/L) L

3.5–5.0 mEq/L (3.5–5.0 
mmol/L)

Sodium 147 mEq/L (147 
mmol/L) H

135–145 mEq/L (135–145 
mmol/L)

Stool 
culture

Pending Negative

Blood culture Pending No growth
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Rationale: When a client experiences vomiting and severe watery diarrhea over a 
period of time, one primary client need and concern is that the client is dehydrated. 
In addition, electrolytes, specically potassium, are lost whenever a client experiences 
diarrhea. e client exhibits signs of dehydration, such as paleness, dry skin and mucous 
membranes, tiredness and light-headedness, small amounts of urine output, dark color 
and strong odor of urine, and infrequent voiding. e BUN is slightly elevated, and 
in the setting of a normal creatinine level this indicates dehydration. e potassium 
level is low, indicating hypokalemia, and needs to be immediately addressed because 
of the risk of dysrhythmias. ere is no evidence of kidney injury; the slightly elevated 
BUN and low urine output are associated with dehydration. erefore dehydration and 
hypokalemia are the immediate client needs to be addressed on admission. Although 
an elevated temperature may occur in dehydration, here it is more likely an indication 
of infection because the WBC count is also elevated; infection is a concern but cannot 
be treated until blood culture and stool culture results are known. e Hgb and Hct 
are normal and this is expected because the client reports no evidence of blood in the 
vomit or stool; therefore anemia is not a concern. e sodium level is elevated and this 
is another sign of dehydration. e pulse rate is elevated and the BP is lower than nor-
mal; these ndings are associated with the dehydration. e nurse would immediately 
report the laboratory results to the physician and point out that the potassium level is 
low. e physician may prescribe potassium to be added to the IV solution. Once the 
dehydration is treated, other abnormal ndings will resolve and return to normal range. 
e potassium level will also return to normal once potassium is administered.

Test-Taking Strategy: Focus on the information in the scenario. Remember that with 
questions that require prioritizing, there will be options that are pertinent, but you need 
to decide which options take priority. As illustrated in the table, consider each client 
condition, whether it is present or not present, the evidence supporting each condition, 
and assign priority to those conditions based on safety.

Client Condition
Present/
Not Present

High Priority/
Low Priority

More Information 
Needed

Renal injury Not present N/A N/A

Hypokalemia Present High priority No

Hypernatremia Present Low priority No

Anemia Not present N/A N/A

Infection Present High priority Yes

Dehydration Present High priority No

N/A, Not applicable.

is thinking process will help you answer the rst part of each question. Renal 
injury and anemia are not present and can be eliminated rst. Hypokalemia is present 
and is a high priority because it can lead to life-threatening dysrhythmias if not treated. 
Hypernatremia is present but is of low priority because it is expected with the client’s 
condition. Infection is present and is a high priority because of complications that can 
occur, such as sepsis and shock, but additional information is needed, such as the blood 
culture and stool culture results, before treatment can begin. Dehydration is present and 
is a high priority because it can lead to other life-threatening complications as well. To 
decide between dehydration and infection, ask yourself if you have all the information 
you need in the clinical scenario, and then rank accordingly. You do not have all the 
needed information to address the infection, so the higher priority should be assigned 
to dehydration at this time. Next, using concepts of pathophysiology, connect each pri-
oritized client condition with the evidence in the scenario that supports that condition.

Content Area: Medical-Surgical Nursing
Priority Concept: Fluid and Electrolyte Balance
Reference(s): Ignatavicius etal., 2021, pp. 247–248, 253, 925, 1135–1137

Test-Taking
Strategy
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Multiple Response Test Items to Measure Prioritize Hypotheses

As discussed in Chapter 2, Multiple Response test items include Multiple Response 
Select All at Apply, Multiple Response Select N, and Multiple Response Grouping. 
When the Multiple Response item type is used to measure Prioritize Hypotheses or other 
cognitive skills, the test taker is required to follow the question directions regarding how 
to select options. Sample Question 5.2 illustrates a Multiple Response Select All at 
Apply type of item. Rationale and test-taking strategy to help you derive the correct 
responses in Sample Question 5.2 are also provided.

Remember: In a Multiple Response 
Select All That Apply test item, 
there may be only one correct 
response or multiple correct re-
sponses. In addition, all responses 
presented could be correct.

NGN TIP

A 34-year-old client is brought to the ED by EMS. The client fell 
while downhill skiing and hit a tree. EMS reports that the client 
was unconsciousness when they arrived at the scene. VS were as 
follows: BP 100/70 mm Hg, HR 98 BPM, and RR 30 bpm. Pupils 
were reactive bilaterally. GCS score was reported as 3, in which 
there was no response to eye opening, and no verbal or motor 
response. The client was placed on a spinal backboard and the 
neck was immobilized at the site of the injury. EMS applied oxy-
gen at 2 L/min per NC and inserted an IV line. No open wounds 
or obvious injuries or fractures noted by EMS. The initial assess-
ment on arrival at the ED reveals the following ndings. Physi-
cian’s orders are initiated.

What are the immediate concerns for the client? Select all that apply.

Bleeding

☐ Infection

☐ Kidney injury

Cerebral edema

☐ Perforated bladder

☐ Electrolyte imbalance

Respiratory compromise

☐ Spontaneous pneumothorax

Increased ICP

Multiple Response Select All That Apply: Prioritize HypothesesSample Question .

Physician’s Orders Nurses’ Notes Vital Signs Test Results

T = 98.2°F (36.7°C); HR = 100 BPM; BP 90/40 = mm Hg; 

RR = 32 bpm and labored; SpO2 = 91% on 2 L/min per NC

Physician’s Orders Nurses’ Notes Vital Signs Test Results

Combative and unresponsive to commands. 

GCS = 8: no appropriate motor response, opens eyes 

spontaneously, verbal responses are inappropriate.

Patent IV line.

Lying on spinal backboard; neck immobilized.

No open wounds seen and no obvious deformities noted. 

Purple bruising noted on right hip area and right lower 

abdomen.

Physician’s Orders Nurses’ Notes Vital Signs Test Results

CT scan of the head

Chest, pelvic, and spinal x-rays

Arterial blood gas (ABG) analysis

Maintain a patent IV line

Insert Foley catheter; obtain urinalysis

White blood cell (WBC) count, hemoglobin (Hgb) and 

hematocrit (Hct), electrolytes, blood urea nitrogen (BUN) 

and creatinine

Test Result
Normal Reference 
Range

White blood 
cells (WBCs)

9,000/mm3 (9 × 
109/L)

5000–10,000/mm3 
(5–10 × 109/L)

Hemoglobin 
(Hgb)

10 g/dL (100 g/L) L 12–18 g/dL (120–180 
g/L)

Hematocrit 
(Hct)

33% (0.33) L 37%–52% (0.37–
0.52)

Blood urea ni-
trogen (BUN)

10 mg/dL (3.6 
mmol/L)

10–20 mg/dL 
(3.6–7.1 mmol/L)

Creatinine 0.5 mg/dL (44 
mcmol/L)

0.5–1.2 mg/dL 
(44–106 mcmol/L)

Potassium 4.0 mEq/L (4.0 
mmol/L)

3.5-–5.0 mEq/L 
(3.5–5.0 mmol/L)

Sodium 142 mEq/L (142 
mmol/L)

135–145 mEq/L 
(135–145 mmol/L)

ABG pH 7.40
PaCO2 40 mmHg
PaO2 90 mmHg
HCO3 23 mEq/L

7.35–7.45
PaCO2 35–45 mmHg
PaO2 80–100 mmHg
HCO3 22–27 mEq/L

Urinalysis Bilirubin: Negative
Glucose: Negative
Blood: Negative 
pH: 5.0
Protein: Trace
Specic gravity: 
1.010

Bilirubin: Negative
Glucose: Negative
Blood: Negative 
pH: 4.6-8.0
Protein: Negative
Specic gravity: 
1.005–1.030

CT scan of the head: Left temporal cerebral contusion 
with a midline shift of brain structures. Left temporal 
parietal subdural hematoma.
Chest, pelvic, and spinal x-rays: No fractures or 
abnormalities seen. Negative x-rays.

Physician’s Orders Nurses’ Notes Vital Signs Test Results
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Rationale: e client sustained a severe head injury. e immediate concerns for this 
client are bleeding, cerebral edema, increased ICP, and respiratory compromise. e 
GCS is a useful and quick tool to use to determine a client’s neurologic condition. e 
scale assesses eye opening, verbal response, and motor response. Scores range from 3 to 
15; the lower the score, the more critical the condition. A score between 3 and 8 indi-
cates a severe head injury. e client currently has a GCS score of 8. e CT scan shows 
a temporal cerebral contusion with a midline shi of brain structures and a le tempo-
ral parietal subdural hematoma. Brain shis can lead to edema, shearing of brain struc-
tures and bleeding, and brain ischemia. erefore the nurse would be most concerned 
about bleeding in the brain, swelling and cerebral edema, and a resultant increase in 
ICP. e client’s pulse is at 100 BPM, very slightly elevated from that measured at the 
scene of the accident. e BP is lower at 90/40 mm Hg, and respirations are increased 
at 32 bpm and labored. e client’s Hgb and Hct are lower than normal. Normal Hgb 
is 12–18 g/dL (120–180 g/L). Normal Hct is 37%–52% (0.37–0.52). erefore the nurse 
would be concerned about bleeding. e respiratory center is located in the brain, so 
the nurse would be very concerned about respiratory compromise. Cerebral edema can 
cause pressure on the respiratory center, resulting in a life-threatening condition. It is 
critical for the nurse to continuously monitor the VS and neurologic status so that any 
subtle changes that indicate deterioration in the client’s condition can be detected early. 
Infection is not a concern at this time; the client’s temperature is normal, there are no 
open wounds, and the WBC count is normal. Because the pelvic and spinal x-rays are 
normal, kidney injury and bladder perforation are not an immediate concern, although 
follow-up monitoring would be important. In addition, the urinalysis is normal with-
out blood present. Laboratory studies reveal normal electrolytes, so electrolyte imbal-
ance is not a concern. e chest x-ray is normal, so spontaneous pneumothorax is not 
an immediate concern.

Test-Taking Strategy: Note the strategic word immediate. ink about the scenario and 
the eects of the injury. Look at each option provided and make an association with the 
information presented in the medical record, as illustrated in the table.

Option Evidence From Medical Record

Bleeding BP: 90/40 mm Hg
RR: 32 bpm and labored
SpO2: 91% on 2 L/min per NC
Hgb: 10 g/dL (100 g/L)
Hct: 33% (0.33)
CT scan results

Infection None—WBC count and temperature are normal

Kidney injury None—BUN, creatinine, urinalysis normal

Cerebral edema Neurologic changes
GCS scores

Perforated bladder None—urinalysis normal

Electrolyte imbalance None—potassium, sodium normal

Respiratory compromise RR: 32 bpm and labored
SpO2: 91% on 2 L/min per NC
CT: scan results

Spontaneous pneumothorax Negative chest x-ray

Increased ICP CT scan results

Test-Taking
Strategy
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Note that for infection, kidney injury, perforated bladder, and electrolyte imbalance, 
there is no evidence that these problems exist. e respirations are elevated and labored 
and the SpO2 is low; because the chest x-ray is negative, this rules out a spontaneous 
pneumothorax as a concern. e correct options are supported by clear evidence or 
data, and therefore would be considered the immediate concerns.

Content Area: Medical-Surgical Nursing
Priority Concept: Safety
Reference(s): Ignatavicius etal., 2021, pp. 912–922

Drag-and-Drop Test Items to Measure Prioritize Hypotheses

As discussed in Chapter 2, Drag-and-Drop test items include Drag-and-Drop Cloze, 
Drag-and-Drop Rationale items, and Drag-and-Drop in Table. When the Drag-and-Drop 
item type is used to measure Prioritize Hypotheses, the test taker is required to follow the 
question directions regarding how to select options. Sample Question 5.3 illustrates a 
Drag-and-Drop Rationale type of item, and Sample Question 5.4 illustrates a Drag-and-
Drop Cloze type of item. e rationale and test-taking strategy to help you derive the 
correct responses in Sample Question 5.3 and Sample Question 5.4 are also provided.

The nurse working in the outpatient dialysis center is assist-
ing in performing hemodialysis. The client’s BP during dialysis 
decreased to 82/54 mm Hg. The nurse intervened by reducing 
the temperature of the dialysate, adjusting the rate of the dia-
lyzer blood ow, placing the client in Trendelenburg position, 
and administering albumin as prescribed. The BP after these 
interventions was 80/52 mm Hg, and the client started com-
plaining of light-headedness.

Based on this clinical scenario, drag one condition and one under-
lying cause to ll in each blank in the following sentence.

Condition Potential Underlying Cause

Hypoglycemia Fluid shifts

Myocardial injury DM

Infectious disease Pericardial disease

Fluid volume imbalances Frequent blood transfusions

Disequilibrium syndrome Rapid reduction of electrolytes

The client is most at risk for developing

due to .

Drag and Drop Rationale: Prioritize HypothesesSample Question .

Remember: In a Drag-and-Drop 
Cloze test item you will be asked 
to drag an option from a list of 
choices to ll in the blank in a 
sentence.

NGN TIP



CHAPTER 5 Strategies for Answering NGN Questions: Prioritize Hypotheses 65

Rationale: Certain adverse effects can occur during hemodialysis, including hypo-
tension, disequilibrium syndrome, cardiac events, and reactions to dialyzers. Hypo-
tension is a common complication caused by heat transfer resulting in vasodilation. 
Initially the nurse would reduce the temperature of the dialysate; adjust the rate of 
the dialyzer blood flow; place the client in Trendelenburg position; and adminis-
ter a fluid bolus, albumin, or mannitol as prescribed. If these interventions do not 
resolve the problem and if hypotension persists, the nurse would consider myocar-
dial injury and possible underlying pericardial disease as a cause. The other condi-
tions noted can occur with hemodialysis; however, the client findings in this clinical 
scenario and the fact that the interventions were ineffective indicate a cardiac 
event.

Test-Taking Strategy: Note the strategic word most, and remember that this word indi-
cates the need to prioritize. is likely means that some or all of the options are correct 
or make sense in the clinical scenario, but you need to decide which condition the client 
is most at risk for. Note that the interventions were ineective, and even though a cardiac 
history is not noted, this points to pericardial disease as the underlying cause. In the table, 
begin by matching the condition on the le with the potential underlying cause on the 
right.

Condition Matched Potential Underlying Cause

Hypoglycemia DM

Myocardial injury Pericardial disease

Infectious disease Frequent blood transfusions

Fluid volume imbalances Fluid shifts

Disequilibrium syndrome Rapid reduction of electrolytes

From here, based on the data in the clinical scenario, you need to decide which 
condition the client is most at risk for developing, knowing that these are all possible 
with hemodialysis. Note that the nurse already reduced the temperature of the dialy-
sate, adjusted the rate of the dialyzer blood ow, placed the client in Trendelenburg 
position, and administered albumin as prescribed, and the BP was still low. is will 
direct you to consider myocardial injury caused by pericardial disease as the priority 
client need.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, p. 1416

Test-Taking
Strategy

Remember: A Drag-and-Drop 
Rationale test item requires full 
understanding of paired informa-
tion and justication through a 
rationale. Both the concept and 
the rationale must be correct to 
earn credit.

NGN TIP



A 38-year-old client presents to the ED complaining of severe 
back pain in the right ank area rated 9/10 on a 0 to 10 pain 
intensity scale. The client has a history of hypertension, DM, 
hyperlipidemia, hypothyroidism, arthritis, and renal calculi. The 
CT scan of the abdomen shows a 10-mm renal calculus in the 
right kidney with hydronephrosis. The client is requesting ke-
torolac for the pain, stating that this has worked well in the past. 
Home medications include lisinopril, metformin, atorvastatin, 
levothyroxine, and ibuprofen. The ED physician resumes all 
home medications except for the ibuprofen, adds tamsulosin 
daily and ketorolac as needed for pain, orders laboratory testing, 
and arranges for urology consultation. The urologist assesses 
the client and adds morphine as needed for pain to the medica-
tion regimen, and orders extracorporeal shockwave lithotripsy 
(ESWL) for the following day. Laboratory results return, and the 
nurse reviews the results and physician’s orders.

Based on this clinical scenario, drag one client need to ll in each 
blank in the following sentence.

Options for  Options for 

Pain management Pain management

Stone analysis Stone analysis

Preparation for ESWL Preparation for ESWL

ehT priority ebdluowdeentneilc

y

dewollof

Drag-and-Drop Cloze: Prioritize HypothesesSample Question .

Test Result
Normal 
Reference Range

Red blood cells 
(RBCs)

5.8 × 1012 (5.8 × 1012) 4.2–6.2 × 1012/L 
(4.2–6.2 × 1012/L)

White blood 
cells (WBCs)

9,000/mm3 (9 × 
109/L)

5000–10,000/
mm3 (5–10 × 
109/L)

Platelets 200,000/mm3 (200 
× 109/L)

150,000–400,000/
mm3 (150–400 × 
109/L)

Hemoglobin 
(Hgb)

17 g/dL (170 g/L) 12–18 g/dL 
(120–180 g/L)

Hematocrit 
(Hct)

50% (0.50) 37%–52% 
(0.37–0.52)

Albumin 3.6 g/dL (36 g/L) 3.5–5.0 g/dL 
(35–50 g/L)

Blood urea 
nitrogen (BUN)

32 mg/dL (11.52 
mmol/L) H

10–20 mg/dL 
(3.6–7.1 mmol/L)

Calcium 10.2 mg/dL (2.7 
mmol/L)

9–10.5 mg/
dL (2.25–2.75 
mmol/L)

Carbon dioxide 
(bicarbonate)

27 mmol/L (27 
mmol/L)

22–27 mmol/L 
(22–27 mmol/L)

Chloride 102 mEq/L (102 
mmol/L)

98–106 mEq/L 
(98–106 mmol/L)

Creatinine 2.2 mg/dL (194.3 
mcmol/L) H

0.5–1.2 mg/dL 
(44–106 mcmol/L)

Glucose 80 mg/dL (4.45 
mmol/L)

70–99 mg/dL 
(3.9–5.5 mmol/L)

Potassium 4.4 mEq/L (4.4 
mmol/L)

3.5–5.0 mEq/L 
(3.5–5.0 mmol/L)

Sodium 140 mEq/L (140 
mmol/L)

135–145 mEq/L 
(135–145 mmol/L)

Total bilirubin 0.3 mg/dL (5.1 
mmol/L)

0.3–1.0 mg/dL 
(5.1–17 mcmol/L)

Total protein 6.5 g/dL (65 g/L) 6.4–8.3 g/dL 
(64–83 g/L)

Urinalysis Bilirubin: Negative
Glucose: Negative
Blood: Positive
pH: 5.0
Protein: Trace
Specic gravity: 1.012

Bilirubin: Negative
Glucose: Negative
Blood: Negative 
pH: 4.6-8.0
Protein: Negative
Specic gravity: 
1.005-1.030

Health History Nurses’ Notes Vital Signs Lab Results
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Rationale: Calculi (also known as stones) are deposits of minerals that form into stones 
inside the urinary tract, and can be found in the kidneys, ureters, or bladder. When 
the calculus moves, it can cause pain that is oen described as unbearable. Medica-
tions are integral to the treatment of someone with this problem, particularly for the 
management of pain. Because the client is experiencing such severe pain, the priority 
need is pain management, and the nurse would administer prescribed pain medication 
as a priority. Ketorolac can be very eective for pain associated with renal calculi. It is 
classied as an NSAID. is medication can be problematic in the setting of impaired 
renal function. Because the client’s BUN and creatinine levels are elevated and there is 
blood noted on the urinalysis, NSAIDs should be avoided, and the nurse would opt for 
another pain management choice, such as the prescribed morphine. Opioid analgesics 
are oen needed for the client experiencing renal colic from calculi. e nurse would 
need to contact the physician to inform them of the abnormal renal function and to 
clarify whether the ketorolac should be discontinued as an option for pain management. 
ESWL uses shock waves to break a kidney stone into small pieces that can more easily 
travel through the urinary tract and pass from the body. e nurse would prepare the 
client for this procedure next. Tamsulosin is classied as an alpha-adrenergic antagonist; 
it works by relaxing the smooth muscle in the bladder neck and thereby assists with 
passing the stone. is medication would be administered, but not as the priority need 
in this scenario. A 10-mm stone may be dicult to pass, but aer ESWL the stone frag-
ments will pass and may pass more easily if tamsulosin is part of the treatment plan. e 
stone then can be analyzed for composition and type, and this information will assist 
with determining the best treatment.

Test-Taking Strategy: Note the strategic word priority in this question. e ability to 
use judgment and prioritize client needs is needed to answer this question correctly. 
Considering the client’s needs in the context of the health problem the client is experi-
encing can help you decide on priorities of care. Using a thinking process as illustrated 
in the table may be helpful.

Plan/Intervention
Assists With Immediate 
Client Need

Does Not Assist With 
Immediate Client Need

Pain management ☐

Stone analysis ☐

Preparation for ESWL ☐

Once you determine that pain management and preparation for ESWL are the priori-
ties because they assist with immediate client needs, you need to rank order these and 
decide which one should come rst and which should follow. Focusing on the client and 
the client’s experience will help you decide on pain management as the rst priority, fol-
lowed by preparation for ESWL.

Content Area: Medical-Surgical Nursing
Priority Concept: Elimination
Reference(s): Burchum & Rosenthal, 2022, p. 162; Ignatavicius etal., 2021, p. 1362

Test-Taking
Strategy
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A 12-year-old client visits the health care clinic for a follow-up 
visit after laboratory and other testing. The client is accompa-
nied by a parent. The client tells the nurse about an increase in 
appetite lately and about urinating more frequently than usual.
The nurse reviews the client’s test results and collects data from 
the client prior to the client being seen by the physician. The fol-
lowing is documented in the medical record.

For each body system, click to select the priority client need to pre-
vent a complication of the client’s health problem. Each body sys-

tem supports one priority client need.

Body System Priority Client Need

Respiratory ☐ Oscillatory positive expiratory therapy (PEP)

☐ Oxygen administration

GI ☐ Pancreatic enzyme therapy

☐ Low-fat diet

Immune ☐ Prophylactic antibiotic therapy

☐ Contact precautions with separation from 
others with CF by at least 6 feet

Endocrine ☐ Insulin administration

☐ Recombinant human growth hormone 
administration

Integumentary ☐ High-sodium foods

☐ Oatmeal baths

Practice Question . Multiple Response Grouping

Health History Nurses’ Notes Diagnostic Tests Lab Results

VS: T = 98.2°F (36.6°C); HR = 78 BPM; BP = 118/70 mm 

Hg; RR = 16 bpm; SpO2 = 96% on RA; denies pain.

Skin: Warm, dry, intact.

Respiratory: Dry cough. Reports sputum expectoration of 

white thick mucus following respiratory treatments. Lung 

sounds clear to auscultation in all lung elds.

GI: Increased appetite. Reports taking pancreatic enzymes 

with all meals and snacks. Bowel sounds active × 4 

quadrants. Regular bowel movements that are brown and 

fatty.

Weight: 91.5 lb (41.5 kg)

Height: 59.0 inches (149.8 cm)

Parent states that client was diagnosed at 3 years of age 

with cystic brosis (CF).

Health History Nurses’ Notes Diagnostic Tests Lab Results

Chest x-ray: Mild lung hyperination; no chest inltrates, 

atelectasis, or bronchiectasis

Oral glucose tolerance test (OGTT): glucose 240 mg/dL 

(13.37 mmol/L) 2 hours after administration of the glucose 

liquid

Practice Questions
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A 68-year-old client complaining of chest pain is admitted to 
the medical-surgical nursing unit for acute coronary syndrome. 
The cardiologist prescribes a continuous IV heparin infusion per 
protocol. The client weighs 165 lb (74.8 kg), and baseline partial 
thromboplastin time (PTT) is 32 seconds. A bolus is administered 
as prescribed and a continuous infusion is initiated based on the 
protocol noted in the Medication Administration Record.

The next day, the oncoming nurse assigned to monitor the cli-
ent assesses the client and checks laboratory results. The client 
states, “I feel OK, I just have a hard time sleeping since I’ve been 
in the hospital. My chest pain is better. I had a nosebleed this 
morning but it stopped. I’m ready for breakfast; it should be here 
soon.” The most recent PTT from 1 hour ago was 92 seconds. 
The heparin infusion is running at 13.5 mL/hr.

Select the three priority needs that are of immediate concern.

☐ Appetite

☐ Chest pain

☐ Nosebleed

☐ PTT results

☐ Heparin infusion

☐ Diculty sleeping

Practice Question . Multiple Response Select N

Health History Nurses’ Notes Vital Signs Med Admn Record

Baseline PTT and every 6 or 12 hours after start of 
continuous infusion based on protocol

Heparin 80 units/kg IV bolus prior to start of continuous 
infusion

Start heparin 25,000 units in 250 mL D5W (concentration 
100 units/mL) continuous infusion 18 units/kg/hr

Adjust continuous infusion based on the following:
 • PTT less than 35 seconds: IV bolus 80 units/kg, in-

crease rate by 4 units/kg/hr, PTT in 6 hours
 • PTT 35–45 seconds: IV bolus 40 units/kg, increase rate

by 2 units/kg/hr, PTT in 6 hours
 • PTT 46–70 seconds (goal): No bolus, no rate change,

PTT in 12 hours
 • PTT 71–90 seconds: No bolus, decrease rate by 2

units/kg/hr, PTT in 12 hours
 • PTT above 90 seconds: No bolus, stop infusion
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A 70-year-old client had an exploratory laparotomy with colecto-
my due to small bowel obstruction. The surgery was completed, 
and the client has been transferred to the postoperative medical-
surgical nursing unit. The client received general anesthesia and 
has a PCA pump with hydromorphone for pain control. The client 
has been using the PCA pump every 10 minutes for the last 8 hours. 
The oncoming nurse receives report and is assessing the client.

Based on the client ndings, complete the following sentence by 
choosing from the lists of options provided.

The client is at highest risk for developing ______1 [Select]______ 

as evidenced by ______2 [Select]______.

Options for  Options for 

Infection Urine output

Atelectasis Temperature

Hemorrhage BP

Urinary retention RR

Wound dehiscence Drainage on dressing

Practice Question . Drag-and-Drop Rationale

Physical Assessment Nurses’ Notes Vital Signs Lab Results

T = 98.2°F (36.7°C); HR = 80 BPM; BP = 138/78 mm Hg; RR 

= 18 bpm; SpO2 = 96% on 2 L/min per NC; pain rated as a 

2/10 on a 0 to 10 rating scale

Physical Assessment Nurses’ Notes Vital Signs Lab Results

Skin: Warm, dry, intact.

Respiratory: RR 18 bpm, unlabored. SpO2 96% on 2 L/

min per NC. Dry cough, no sputum. Lung sounds clear to 

auscultation in all lung elds.

Cardiovascular: Apical pulse rate 80 BPM. Heart sounds, 

regular rate and rhythm.

GI: Bowel sounds active × 4 quadrants. Abdomen rigid to 

palpation. Dressing over midline abdominal incision intact 

with scant amount of serosanguineous drainage noted. 

Dressing changed per surgeon’s order, wound cleansed 

with normal saline, and dressing reapplied. Incision is well 

approximated; no redness, swelling, tenderness at incision 

site. Pain 2/10 at the incision site.

Genitourinary: Unable to urinate since arrival to unit 8 

hours ago.

Neurologic: Alert and oriented × 3.
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A 22-year-old client is brought to the ED by EMS. The client’s par-
ent found the client slumped over and unconscious. The client 
was sitting in the wheelchair eating breakfast when the parent last 
saw the client, 15 minutes prior. The client was bleeding profusely 
from both wrists, and the parent reports immediately placing 
pressure on both wrists and screaming to the spouse for help and 
to call EMS. At the scene, EMS reports that the client was uncon-
scious but that the bleeding was controlled and pressure dress-
ings and continuous pressure to both wrists were maintained. 
EMS reports that the client’s BP was 98/60 mm Hg, apical HR 
was 120 BPM, RR was 16 bpm. Oxygen at 3 L per NC was adminis-
tered, an IV line was inserted, an infusion of lactated Ringer’s was 
initiated, and the client was transferred to the ED.

On arrival at the ED, the client is arousable but sleepy. As-
sessment and treatment are immediately initiated, and the cli-
ent is stabilized and admitted to the hospital. The admission 
nurse reviews the medical record, performs an assessment, and 
documents in the Nurses’ Notes.

Which of the following are the priority client needs of immediate

concern? Select all that apply.

☐ Pain

☐ Appetite

☐ Infection

☐ Bleeding

☐ Paraplegia

☐ Suicide risk

☐ Urinary output

Practice Question . Multiple Response Select All That Apply

Health History Nurses’ Notes Vital Signs Lab Results

This 22-year-old client sustained a spinal cord injury in the 

lower thoracic region 1 year ago from a motor vehicle crash.

Client has paraplegia.

No other medical problems.

Health History Nurses’ Notes Vital Signs Lab Results

T = 101°F (38.3°C); HR = 96 BPM; BP = 116/78 mm Hg; RR 

= 20 bpm; SpO2 = 94% on RA; wrist pain = 4/10

Health History Nurses’ Notes Vital Signs Lab Results

Client is alert and oriented. Is sleepy but easily arousable.

States is “sick and tired of living this way and is too young 

to have to be in a wheelchair for the rest of my life.” States, 

“It is my own fault that I am this way, and I am so sorry that 

they found me this morning. I slashed my wrists using my 

breakfast knife. I am so useless and do nothing right, even 

with trying to kill myself.”

Has no appetite and is refusing to eat. States wants to 

sleep and not be bothered by anyone.

Dressings on both wrists are dry and intact. No redness or 

break in skin integrity noted in other skin areas.

No sensation felt in lower extremities. Unable to move 

lower extremities.

Last bowel movement 1 day ago. Bowel sounds present in 

all 4 quadrants.

Abdomen rm. Urinary output 200 mL in the ED via 

catheterization. States needs to self-catheterize every 6 

hours depending on intake.

No respiratory distress. RR = 20 bpm; SpO2 = 94% on RA; 

wrist pain = 4/10. Pain medication administered in the ED 

2 hours ago.

No chest pain; pulse 96 BPM.

Health History Nurses’ Notes Vital Signs Lab Results

Test Result
Normal Reference 
Range

Red blood cells 
(RBCs)

4.7 × 1012 (4.7 × 
1012)

4.2–6.2 × 1012/L 
(4.2–6.2 × 1012/L)

White blood cells 
(WBCs)

12,000/mm3 (12 
× 109/L) H

5000–10,000/mm3

(5–10 × 109/L)

Platelets 160,000/mm3

(160 × 109/L)
150,000–400,000/
mm3 (150–400 × 
109/L)

Hemoglobin 
(Hgb)

14 g/dL (140 g/L) 12–18 g/dL (120–
180 g/L)

Hematocrit (Hct) 42% (0.42) 37%–52% (0.37–0.52)
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A 30-year-old pregnant client (G2P1) who is at 35 weeks of gesta-
tion presents to the labor and delivery triage unit stating that a 
sudden gush of uid occurred 1 hour ago. The nurse collects 
data and documents the following in the Nurses’ Notes.

Based on this clinical scenario, select four potential complications 
that are of highest priority to the nurse.

☐ Preeclampsia

☐ Client sepsis

☐ Chorioamnionitis

☐ Client hypertension

☐ Umbilical cord prolapse

☐ Fetal pulmonary hypoplasia

☐ Umbilical cord compression

Practice Question . Multiple Response Select N

Health History Nurses’ Notes Vital Signs Lab Results

:

Client states that they noticed a sudden gush of uid 1 

hour ago at 1300

Has continued to notice uid leakage sporadically since 

that time

States that prior to becoming pregnant, smoked cigarettes, 

1 pack per day for 13 years; has not smoked during 

pregnancy

States was diagnosed with chlamydia early in the 

pregnancy, which was treated with doxycycline

A 59-year-old postmenopausal client with stage IV bilateral breast 
cancer had a double mastectomy. The biopsy showed a hormone 
receptor–positive tumor, and the client was prescribed tamoxifen 
therapy. One month later the client visits the clinic for a follow-up 
and tells the nurse completing the intake about experiencing the 
following over the past month since the last visit:
• Pelvic pain, vaginal discharge, burning on urination
• Hot Ŵashes, dizziness, tenderness and warmth to the left leg
• Weakness, bone pain, joint stiŲness
• Constipation, stomach cramps, nausea and vomiting

For each body system below, click to specify one priority concern spe-
cic to a complication of tamoxifen therapy.

Body System Priority Concern

Genitourinary ☐ Pelvic pain

☐ Vaginal discharge

☐ Burning on urination

Cardiovascular ☐ Hot ashes

☐ Dizziness

☐ Tenderness and warmth to left leg

Musculoskeletal ☐ Weakness

☐ Bone pain

☐ Joint stiness

GI ☐ Constipation

☐ Stomach cramps

☐ Nausea and vomiting

Practice Question . Drop-Down in Table
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Generate Solutions is a cognitive skill nurses use to create the plan of care. When gen-
erating solutions, the nurse uses knowledge of treatments and interventions that would 
address identied client needs and modies them to meet priorities of care. e nurse 
needs to be able to generate the best possible evidence-based solutions to provide safe 
care.

What to Consider When Generating Solutions

Applying the skill Generate Solutions is essential for planning and making appropriate 
clinical judgments and is a skill that will be measured both on the NGN and on your 
nursing course exams. When generating solutions, you need to consider the information 
in the clinical scenario, and connect appropriate actions to your ranked hypotheses. You 
will use the hypotheses to identify interventions that would achieve an expected client 
outcome. Because the cognitive skill Generate Solutions is the skill that involves thinking 
through several care options to create the plan of care, you will need to decide which 
actual or potential interventions are acceptable in that scenario and which are poten-
tially harmful and therefore need to be avoided. See Box 6.1 for examples of acceptable 
and contraindicated interventions in a plan of care for a client with heart failure exacer-
bation with uid volume overload.

The Plan of Care and Generating Solutions

e cognitive skill Generate Solutions asks you to determine outcome criteria based on 
priority client needs while planning care. In doing so, you need to think about appropri-
ate interventions, the evidence that will help to determine whether the client has met 
outcomes and to what extent, followed by communicating and documenting the plan 
of care.

How Do You Know That You Need to Generate Solutions?

As a nurse, you will be problem solving and using your nursing knowledge to create 
evidence-based plans of care based on previous client data and presenting hypothe-
ses. For example, when you assume care for your assigned clients, you will look at the 
previously established plan of care, and consider current hypotheses to determine the 
appropriateness of the interventions in the plan of care. You may need to revise a plan 
of care based on evolving client needs. As the nurse, you need to think about what you 
would plan to do, as well as what you would plan not to do, in order to meet the client’s 
needs. Ask yourself: What are the desirable outcomes for this client? What interventions 
will achieve those outcomes? What interventions need to be avoided? Box 6.2 lists some 
important considerations related to Generate Solutions that will help you to eectively 
apply this cognitive skill.

Strategies for Answering 
NGN Questions: Generate 

Solutions

C H A P T E R  6

Remember: When you Gener-

ate Solutions, you are using your 
nursing knowledge of evidence-
based practice to decide which 
interventions or actions need to 
be taken in a clinical scenario.

NGN TIP

Remember: Generating solutions 
requires the nurse to identify 
expected outcomes by using 
established priorities to dene 
a set of interventions that will 
achieve outcomes.

NGN TIP
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How Do You Generate Solutions in an NGN Clinical 
Situation?

As noted in Chapter 2, NGN questions will begin with a clinical scenario presented as 
either a Stand-alone item or an Unfolding Case Study. Chapter 3 discusses the cognitive 
skill, Recognize Cues; information about the client is presented and you need to identify 
the relevant data. As discussed in Chapter 4, once these relevant data are noted, you ana-
lyze the data and link these data to the client situation to determine what the data mean 
and what is happening to the client. en, as stated in Chapter 5, based on your judgment 
of what you think is happening to the client, you identify client needs and assign priority 
or urgency to those needs. At this point, you are ready to begin thinking about outcome 
criteria and developing a plan of care consisting of evidence-based nursing interventions, 
applying the skill Generate Solutions. e following example provides you with a clinical 
scenario in which you use client data to Generate Solutions. Remember to consider both 
acceptable and contraindicated interventions as you apply this cognitive skill.

Example: Generate Solutions

An 88-year-old client is on the medical-surgical nursing unit with acute confusion. e cli-
ent’s children brought the client to the ED when the client wasn’t making sense on the phone 
one evening. e children report that when arriving at the client’s home, the client was in 
disarray, was very weak, and was speaking incoherently. e children tell the nurse that the 
client has a history of stroke 2 years ago and has type 1 DM. e client’s spouse died from 
breast cancer in the last year. e client’s appetite is very poor. e client is diagnosed with 
acute delirium related to hypoglycemia. e physician has prescribed continuous IV uids 
with dextrose 10% in water.

Acceptable Interventions Contraindicated Interventions

Monitor for edema Provide sodium in the diet

Monitor daily weight Encourage uid intake

Monitor I&O Administer IV uids

Monitor labs (B-natriuretic peptide [BNP], electrolytes) Maintain the same position in bed

Assess lung and heart sounds Promote high activity level

Administer diuretics

Encourage activity as tolerated

Position upright

Assess VS

BOX 6.1 Heart Failure Exacerbation With Fluid Overload: Examples of 
Acceptable and Contraindicated Interventions

Data from Ignatavicius, D.D., Workman, M.L., Rebar, C.R., et al. (2021). Medical-surgical nursing: Concepts 

for interprofessional collaborative care (10th ed.). St. Louis: Elsevier, p. 691.

• Use known client data and prioritized hypotheses.
• Decide on expected outcomes of safe client care.
• Create a list of multiple actual and potential interventions—not just the best intervention.
• Remember that actual and potential interventions could be actions or collecting more

information.
• Communicate and document expected outcomes clearly.
• Revise interventions as client needs evolve.

BOX 6.2 Considerations Related to Generate Solutions

THINKING SPACE
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What Will You Think About to Generate Solutions in This 
Clinical Scenario?

To generate solutions, you need to think about the client’s problem based on the infor-
mation provided in the scenario. As the nurse caring for the client, you would consider 
what client outcome data would demonstrate improvement in the acute confusion, and 
what interventions you would need to perform to promote attainment of this goal.

Begin by considering the outcome data. What would tell you that the acute confusion 
is improving? It would be important to know this client’s cognitive baseline. You could 
ask the children if the client has any confusion at baseline or if the client is alert and 
oriented. Next, you could consider outcome criteria based on level of consciousness and 
cognition. Perhaps a return to the client’s baseline cognition would be an appropriate 
outcome to consider in the plan. Another appropriate outcome would be for the client to 
remain safe and free from injury. With these outcomes in mind, you would think about 
the nursing interventions or actions that will assist in achieving these goals. Remember 
that some interventions may be focused on assessment and others on actions. Nursing 
interventions to consider in this clinical scenario might be:
■ Perform a mental status assessment every shift.
■ Assess for hypoglycemia and hyperglycemia and treat accordingly with available pre-

scribed interventions.
■ Identify contributing factors, such as medications, hypoglycemia, infection, or other 

problems that may result in acute confusion.
■ Promote adequate hydration, nutritional intake, and sleep.
■ Facilitate sensory awareness and use sensory aids as appropriate, such as glasses and 

hearing aids.
■ Provide orientation to surroundings as often as needed.
■ Encourage visitation from family and support persons.
■ Assist with toileting needs frequently.
■ Communicate and document changes with cognition.

What NGN Item Types Optimally Measure Generate Solutions?

Four types of test items optimally measure the cognitive skill Generate Solutions. Varia-
tions of each of these types will most likely be presented on the NGN. Table 6.1 presents 
these item types and their variations. Each of these test item types is discussed in Chap-
ter 2, and some examples are provided. e following section explains the four major 
item types that best measure Generate Solutions.

Drag-and-Drop and Drop-Down Test Items to Measure Generate 

Solutions

As discussed in Chapter 2, Drag-and-Drop and Drop-Down items include Cloze, Rationale, 
and Table. When the Drag-and-Drop item type is used to measure Generate Solutions, the test 

Remember: With NGN item types 
that measure Generate Solu-

tions, you could be asked about 
planning assessment-related 
interventions and action-related 
interventions.

NGN TIP

TABLE 6.1 Test Items and Variations That Optimally Measure Generate 

Solutions

Type of Test Item Variations

Drag-and-Drop Drag-and-Drop Cloze

Drag-and-Drop Rationale

Drag-and-Drop in Table (may replace Drop-Down in Table)

Drop Down Drop-Down Cloze

Drop-Down Rationale

Drop-Down in Table

Multiple Response Multiple Response Select N

Multiple Response Select All That Apply

Multiple Response Grouping

Matrix Multiple Response

Multiple Choice Multiple Choice Single Response

Matrix Multiple Choice

Remember: In a Drag-and-Drop 
Cloze item, the maximum score
is equivalent to the number of 
targets for answer boxes, and 
partial credit is given for correct 
responses.

NGN TIP

THINKING SPACE
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taker is required to drag words from a list of choices to ll in the blank of a sentence or sentences. 
When a Drop-Down item type is presented, the test taker is required to select words from a 
drop-down menu to ll in the blank of a sentence or sentences. Sample Question 6.1 illustrates 
a Drag-and-Drop Cloze type of item to measure the cognitive skill Generate Solutions. Ratio-
nale and test-taking strategy to help you derive the correct responses are also provided.

: A 32-year-old client G2P1 is admitted to the labor and 
delivery unit, and the nurse assigned to care for the client re-
views the health history.

Complete the sentence. Drag one intervention listed in Options for 
1 and one intervention listed in Options for 2 if the intervention is 
required to meet the client’s immediate needs.

To meet the client’s needs the nurse would immediately plan 

for  and .

Options for  Options for 

Uterine massage Hysterectomy

Rapid administration of blood Uterine tamponade

Administration of methylergonovine Oxygen administration

Manual exploration of the uterine cavity IV infusion of oxytocin

Drag-and-Drop Cloze Item: Generate SolutionsSample Question .

Health History Nurses’ Notes Vital Signs Lab Results

: The client delivers a 7 lb 4 oz (3.35 kg) baby via an uncom

plicated vaginal delivery. Postdelivery VS: T = 98.6°F (36.0°C); 

HR = 92 BPM; BP = 132/78 mm Hg; RR = 20 bpm; SpO2 = 95%

on RA. The client is breast-feeding/chest-feeding the baby.

: The client’s spouse calls the nurse because the client 

is complaining of abdominal cramping and complains that 

the peripad feels wet. The nurse checks the pad and nds 

that it is saturated with blood. The nurse assesses the fun-

dus while another nurse checks VS. VS: HR = 120 BPM; BP 

= 98/62 mm Hg; RR = 24 bpm; SpO2 = 92% on RA. The

fundus is soft and 4 ngerbreadths above the umbilicus 

and deviated to the right.

Health History Nurses’ Notes Vital Signs Lab Results

32-year-old G2P1. First delivery was vaginal and uncom-

plicated. Has a history of uncomplicated mitral valve ste-

nosis that is currently being monitored. No other medical 

history. No prescribed medication taken except for prena-

tal vitamins. Uterine ultrasound done 1 week ago showed

normal progression of pregnancy, and examination re-

vealed eŲacement 100% with 4 cm dilation.

Rationale: e initial intervention in management of excessive postpartum bleeding 
focuses on interventions to contract the uterus and stop the bleeding. Immediate inter-
ventions if the bleeding is due to uterine atony is rm massage of the uterine fundus, 
expression of any clots in the uterus, elimination of bladder distention, and continuous 
IV infusion of oxytocin. It may be necessary to insert an indwelling urinary catheter to 
prevent bladder distention and to monitor urine output as a measure of renal perfusion to 
vital organs. Laboratory studies will be monitored and usually include a complete blood 
cell count with platelet count, brinogen, brin split products, prothrombin time, and 
partial thromboplastin time. Blood type and antibody screen are done if not previously 
performed. Rapid administration of crystalloid solutions or blood products or both may 
be necessary to restore intravascular volume, but this is not the immediate intervention. 
Methylergonovine is a medication that is administered intramuscularly to produce sus-
tained uterine contractions; however, this medication is contraindicated in the presence 
of hypertension or cardiovascular disease because it can induce vasoconstriction, so this 
is not a safe option for this client because of the history of mitral valve stenosis. Oxygen 
may be administered by nonrebreather facemask to enhance oxygen delivery to the cells, 
but this is not the immediate intervention. In addition, the SpO2, although lower than the 
previous reading, is still a normal value. If the uterus does not become rm and bleeding 
persists, the PHCP may perform manual exploration of the uterine cavity for retained 
clots or placental fragments. If treatment measures are ineective, uterine tamponade or 
surgical management may be necessary and a hysterectomy may be needed.
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Test-Taking Strategy: First it is important to note the word immediately in the question. 
is tells you that some or all of the options may be correct, and you need to select the 
option for each blank area that would be a rst action. Retrieving your knowledge on 
the causes of postpartum bleeding, think about what would be immediate or primary 
actions as part of the plan of care in this particular clinical scenario, as illustrated in the 
table. Note that in the rst column, you are presented with a set of actions. You need 
to decide if each listed action is primary for the client in this question, or if there are 
any data in the client’s history that would make any of the actions unsafe actions and 
contraindicated.

Nursing Action Primary Contraindicated

Uterine massage Yes No

Rapid administration of blood No No

Administration of methylergonovine Yes Yes

Manual exploration of the uterine cavity No No

Hysterectomy No No

Uterine tamponade No No

Oxygen administration No No

IV infusion of oxytocin Yes No

For those options that are primary and not contraindicated, these are the actions 
you would consider as being the correct answers to this question. If an action is not a 
primary action, but rather a later action if other interventions were unsuccessful, or if 
the action is contraindicated, then these are probably not the correct answers to this 
question.

Content Area: Maternal-Newborn Nursing
Priority Concept: Perfusion
Reference(s): Lowdermilk etal., 2020, pp. 724–725

Multiple Response Test Items to Measure Generate Solutions

As discussed in Chapter 2, Multiple Response test items include Multiple Response 
Select All That Apply, Multiple Response Select N, Multiple Response Grouping, 
and Matrix Multiple Response. When the Multiple Response item type is used to 
measure Generate Solutions or other cognitive skills, the test taker is required to 
follow the question directions regarding how to select options. Sample Question 
6.2 illustrates a Multiple Response Select All That Apply type of item. The rationale 
and test-taking strategy to help you derive the correct responses are also provided.

Test-Taking
Strategy

A 68-year-old client presents to the ED complaining of numbness 
and tingling of the left side of the face and the left arm that started 
2 hours ago. The ED nurse performs a focused assessment and 
notes focal neurologic decits on the left side of the body. The 
ED physician orders a stat CT scan of the brain, which conrms 
ischemic stroke aecting the middle cerebral artery. The ED nurse 
assesses VS. The client has no known past medical history and 
does not take any medications on a routine basis.

Which of the following actions would the ED nurse plan for the cli-
ent? Select all that apply.

Complete a swallow screen.

☐ Allow thickened liquids only.

Administer brinolytic therapy.

Obtain an electronic infusion pump.

Perform a cardiovascular assessment.

☐ Insert an indwelling urinary catheter.

☐ Administer IV antihypertensive medication.

Perform frequent neurologic assessments.

Multiple Response Select All That Apply: Generate SolutionsSample Question .

Health History Nurses’ Notes Vital Signs Lab Results

BP = 152/84 mm Hg; HR = 98 BPM; RR = 20 bpm; T =

97.5°F (36.4°C); SpO2 = 96% on RA

Remember: In a Multiple 
Response Select All That Apply 
item, credit is given for correct 
responses, and credit is deducted 
for incorrect responses.

NGN TIP

THINKING SPACE



Strategies for Student Success on the Next Generation NCLEX® (NGN) Test Items78

Rationale: An ischemic stroke is caused by a blockage of a cerebral or carotid artery. 
Multiple interventions are needed for the client experiencing a stroke, in order to ensure 
safety. e client with an ischemic stroke may experience impaired swallowing as a com-
plication of the stroke. e nurse needs to complete a swallow screen per facility protocol, 
to determine any impairments with swallowing. is action will prevent complications 
such as pneumonia from aspiration. e nurse needs to keep the client NPO until the 
appropriate diagnostic testing is completed, such as a video uoroscopic swallow study 
usually performed by a speech-language pathologist; therefore, thickened liquids would 
not be given at this time until this workup has been done. e nurse would anticipate 
a prescription to administer brinolytic therapy. is is the standard of practice for cli-
ents experiencing ischemic strokes who meet specied criteria. Exclusionary criteria 
include more than 4.5 hours from onset of symptoms, older than 80 years, anticoagu-
lant use, ischemic injury to greater than one-third of the brain, signicant neurologic 
impairment, and history of both stroke and DM. is client does not meet any of these 
exclusionary criteria and therefore would be considered a candidate for brinolytic 
therapy. To safely administer this therapy, the nurse needs to use an electronic infusion 
pump and double-check the dose with another licensed nurse. A cardiovascular assess-
ment is important to assess for heart murmurs, dysrhythmias such as atrial brillation, 
and hypertension. With an ischemic stroke, a BP of approximately 150/100 mm Hg is 
needed to maintain cerebral perfusion. With a BP of 152/84 mm Hg, an IV antihyper-
tensive medication would not be indicated. For a client receiving brinolytic therapy, 
invasive tubes such as indwelling urinary catheters should not be placed for at least 
24 hours or until the client is stable, in order to prevent bleeding. Frequent neurologic 
assessments per facility protocol are important for a client with ischemic stroke and for 
clients receiving brinolytic therapy, to detect further clinical deterioration early.

Test-Taking Strategy: Note that the question is asking about nursing actions to plan 
care for the client experiencing an ischemic stroke. ink about the scenario and the 
potential eects of these interventions on the health problem presented. Look at each 
option provided, and make an association with the information presented in the medi-
cal record, as illustrated in the table.

Intervention Potential Effects on Ischemic Stroke

Complete a swallow screen. Ensure safety in the event of dysphagia as a 
complication of the stroke.

Allow thickened liquids only. Is unsafe and could result in aspiration; need to wait 
until further work-up and consultation are done.

Administer brinolytic therapy. Would promote a better outcome for a client with 
ischemic stroke meeting criteria.

Obtain an electronic infusion pump. Needed to safely administer brinolytic therapy.

Perform a cardiovascular 
assessment.

Important information such as heart sounds and BP 
are needed to monitor for complications in a client 
with ischemic stroke.

Insert an indwelling urinary 
catheter.

No indication that this is necessary, and it could pose 
a risk for UTI and bleeding.

Administer IV antihypertensive 
medication.

A BP of 150/100 mm Hg is needed to maintain
cerebral perfusion; BP is not high enough for an IV 
antihypertensive medication.

Perform frequent neurologic 
assessments.

Assists in detecting clinical deterioration early.

e correct options are those that ensure safety, monitor for complications or clini-
cal deterioration, or promote a better outcome of care. e options that are unsafe and 
could result in additional complications or that do not have the data to support the 
interventions are the incorrect options.

Test-Taking
Strategy

THINKING SPACE
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Content Area: Medical-Surgical Nursing
Priority Concept: Clotting
Reference(s): Ignatavicius etal., 2021, pp. 928–934

Multiple Choice Test Items to Measure Generate Solutions

As discussed in Chapter 2, Multiple Choice test items include Multiple Choice Single 
Response and Matrix Multiple Choice test items. When the Multiple Choice item type 
is used to measure Generate Solutions, the test taker is required to select a single option 
from a list of several options or from a table with rows. Sample Question 6.3 illustrates a 
Matrix Multiple Choice type of item. e rationale and test-taking strategy to help you 
derive the correct responses are also provided.

Rationale: Evisceration is the total separation of wound layers and the protrusion of 
internal organs through the wound. It usually occurs between the h and tenth days 
aer surgery. e separation of wound layers occurs most oen in clients who have dia-
betes, are obese, are malnourished, have an immune deciency, or use steroid medication. 
Evisceration is a surgical emergency, and the nurse would stay with the client and have 
another nurse notify the surgeon and/or Rapid Response Team immediately and bring any 
needed supplies. e nurse would provide reassurance to the client and position the client 
in a supine position with the hips and knees bent and with the head of the bed at 15 to 20 
degrees. is position prevents stretching of the abdominal tissues and prevents pressure 
on the incision line, which would worsen the condition. Using sterile technique, the nurse 
would apply one to two large abdominal dressings saturated with warm normal saline to 
the wound. is will prevent hypothermia and provide moisture to the tissues and pro-
truding organ. e nurse would not attempt to reinsert the protruding organ because this 
could cause trauma. e nurse would monitor the client’s VS every 5 to 10 minutes until 
the surgeon arrives and would monitor for signs of shock. e client is not allowed to have 
anything by mouth, to decrease the risk of aspiration if surgery is necessary.

A client who is 5 days postoperative following a right colectomy
to remove a bowel tumor calls the nurse and states that they felt 
a popping sensation in the incision after an episode of force-
ful coughing. The nurse removes the abdominal dressing and 
notes that the incision has opened, wound layers are separated, 
and a portion of the bowel is protruding from the wound.

Place an X to indicate whether each potential intervention listed 
below is either Indicated (appropriate or necessary), or Contrain-
dicated (could be harmful) for the plan of care for the client at 
this time.

Potential Intervention Indicated Contraindicated

Place the client with the head 
and body at and with the 
hips and knees bent.

☐

Place a sterile warm 
saline–soaked dressing 
over the open wound.

☐

Don sterile gloves and gently 
reinsert the protruding bowel 
into the wound.

☐

Provide the client with 
small amounts of water 
or juice to stay hydrated.

☐

Notify the surgeon. ☐

Prepare the client for surgery. ☐

Assess VS every 10 minutes. ☐

Matrix Multiple Choice: Generate SolutionsSample Question .

Remember: In a Matrix Multiple 
Choice item type, each row must 
have an option selected in order 
for the test taker to move on, and 
each row should be treated as its 
own multiple choice question.

NGN TIP

Remember: In a Matrix Multiple 
Choice item, you will be asked to 
select one option per row, and 
there can be up to 10 rows in an 
item.

NGN TIP
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THINKING SPACE

Test-Taking Strategy: Note that this question is asking about interventions that are 
either indicated or contraindicated, based on the clinical scenario involving eviscera-
tion. Using a thinking process as illustrated in the table, you can decide whether each of 
the options would be a part of a safe and eective plan of care for a client in this situa-
tion, and then think about what the outcome of that action might be.

Potential Intervention
Safe and 
Effective Potential Outcome

Place the client with the head and 
body at and with the hips and knees 
bent.

No Lying at could cause further tissue 
disruption from pressure on the 
incision line.

Place a sterile warm saline–soaked 
dressing over the open wound.

Yes Will prevent hypothermia and will 
provide moisture to the aected 
organs and tissues.

Don sterile gloves and gently reinsert 
the protruding bowel into the wound.

No Could cause trauma.

Provide the client with small amounts 
of water or juice to stay hydrated.

No Aspiration could occur in the event 
surgery is needed.

Notify the surgeon. Yes Obtain additional orders; determine 
details for likely surgery.

Prepare the client for surgery. Yes Repair the surgical site.

Assess VS every 10 minutes. Yes Monitor for clinical deterioration, 
early detection of shock.

Organizing the information in this way will allow you to then decide whether these 
potential interventions are indicated or contraindicated in this clinical scenario. You 
will need to rely on your nursing knowledge of the care involved with this postoperative 
complication in order to answer this question correctly.

Content Area: Medical-Surgical Nursing
Priority Concept: Tissue Integrity
Reference(s): Ignatavicius etal., 2021, pp. 177, 181

Sample Question 6.4 illustrates a Multiple Choice Single Response item type, in 
which the test taker is presented with a clinical scenario and asked to select the correct 
option from a list of several options.

Test-Taking
Strategy

A 3-month-old infant diagnosed with heart failure due to ven-
tricular septal defect (VSD) at birth is being seen by the cardi-
ologist in the pediatric intensive care unit (PICU). The nurse
performs an assessment and documents the ndings in the 
Nurses’ Notes. The pediatric cardiologist prescribes digoxin, 
enalapril, carvedilol, and furosemide.

Based on this clinical scenario, select one intervention that the 
nurse would plan for the infant.

☐ Maintain a uid restriction

☐ Administer sodium bicarbonate.

☐ Administer potassium supplements.

Plan feedings around the infant’s sleep schedule.

☐ Allow the infant to cry for 5 minutes before feeding.

☐ Monitor for bradycardia, bradypnea, and hypertension.

Multiple Choice Single Response: Generate SolutionsSample Question .

Health History Nurses’ Notes Vital Signs Diagnostic Results

Tachycardic, tachypneic, cool extremities, hypotensive, 

weak peripheral pulses, prolonged capillary rell time, ir-

ritability, feeding diculties

Health History Nurses’ Notes Vital Signs Diagnostic Results

RR = 64 bpm; HR = 164 BPM; T = 97.8°F (36.5°C); BP =

78/48 mm Hg; SpO2 = 91% on RA

Health History Nurses’ Notes Vital Signs Diagnostic Results

Chest radiograph impression: Cardiomegaly, marked left 

atrial enlargement
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Rationale: Heart failure is the inability of the heart to pump an adequate amount of 
blood to the rest of the body to meet metabolic demands. Heart failure can occur as a 
consequence of congenital heart disease, such as VSD. Clinical manifestations of heart 
failure may include tachycardia, tachypnea, cool extremities, hypotension, weak periph-
eral pulses, prolonged capillary lling time, irritability, and feeding diculties, among 
other ndings. Even though uid volume overload is a problem with heart failure, uid 
restriction is oen not needed in infants because of their feeding diculties. Medica-
tion therapy is a mainstay of heart failure management for an infant with congenital 
heart disease. Medications that improve cardiac function include digoxin, angiotensin-
converting enzyme inhibitors such as enalapril, and beta blockers such as carvedilol. 
In management of heart failure exacerbation, diuretics such as furosemide may be pre-
scribed. Monitoring the potassium level is very important for anyone taking furosemide, 
because it is a potassium-wasting diuretic. Oen, potassium supplementation is needed; 
however, for the infant being given enalapril, potassium supplementation is usually not 
needed even when the infant is taking furosemide, because the enalapril also blocks the 
action of aldosterone, which can lead to hyperkalemia, especially if potassium supple-
mentation is given. Sodium bicarbonate is a medication used in chronic kidney disease; 
although renal impairment can occur with heart failure, sodium bicarbonate is not part 
of the treatment regimen for heart failure. An important part of care for the infant with 
heart failure is maintaining nutritional status. e metabolic rate for these infants is 
greater because of poor cardiac function; therefore their caloric needs are higher. Feed-
ing diculties occur because of lack of energy related to the cardiac problem. Feedings 
need to be planned around the infant’s sleep schedule so that energy can be conserved 
for feedings and feedings can be most eective. e infant needs to be fed soon aer 
awakening so that energy is not depleted from crying.

Test-Taking Strategy: Note that this question asks you to select one correct option. e 
ability to use clinical judgment and determine whether listed interventions would be 
safe and eective is needed to answer this question correctly. Using a thinking process 
as illustrated in the table may be helpful.

Intervention

Assists With 

Health Problem Indicated

Not Indicated or 

Contraindicated

Maintain a uid restriction. No ☐

Administer sodium bicarbonate. No ☐

Administer potassium supplements. No ☐

Plan feedings around the infant’s 
sleep schedule.

Yes ☐

Allow the infant to cry for 5 minutes
before feeding.

No ☐

Monitor for bradycardia, bradypnea, 
and hypertension.

No ☐

For each intervention, decide whether it would be indicated or not indicated or 
contraindicated in this scenario. To decide that, think about whether that intervention 
assists with the health problem. If so, then it would be indicated. If not, it would be not 
indicated or contraindicated.

Content Area: Pediatric Nursing
Priority Concept: Gas Exchange
Reference(s): Hockenberry etal., 2019, pp. 741–752

Test-Taking
Strategy

THINKING SPACE
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Practice Questions

A 58-year-old client is recovering from an L4–L5 spinal fusion com
pleted 3 hours ago. The client is on the medical-surgical nursing 
unit, and is prescribed hydromorphone via PCA, 0.2 mg every 10 
minutes, with a 4-mg lock-out dose in 4 hours. The nurse is pre-
paring a plan of care for this client.

For each body system below, click to specify the potential intervention 
that would be appropriate for the initial plan of care to monitor for 
or prevent adverse eects of hydromorphone. Each body system may 
support more than one potential nursing intervention.

Body System Potential Nursing Intervention

Renal ☐ Assess renal function.

☐ Monitor I&O.

☐ Maintain uid restriction.

Respiratory ☐ Assess RR frequently.

☐ Ensure naloxone is available.

☐ Place the PCA on hold if RR is less than 
18 bpm.

Cardiovascular ☐ Encourage brisk walking.

☐ Instruct the client to change positions slowly.

☐ Assess BP and HR frequently.

Gastrointestinal ☐ Administer methylnaltrexone.

☐ Administer ondansetron as indicated.

☐ Ensure adequate intake of uids and ber.

Urinary ☐ Assess the bladder frequently.

☐ Prompt the client to void every 4 hours.

☐ Perform straight catheterization every 4 hours.

Practice Question . Multiple Response Grouping

A 72-year-old client with a history of peripheral vascular disease 
has an arterial leg ulcer that is open and draining copious amounts 
of drainage. The client is admitted to the medical-surgical nursing 
unit for wound care management. The initial plan is to pack the 
wound with sterile saline–moistened gauze and then cover with a
dry sterile dressing, with daily dressing changes and as needed. 
The nurse noted that the client was requiring multiple dressing 
changes each day owing to the excessive drainage, and initiates 
a wound care team consultation. The client is seen by the wound 
care team, and the physician prescribes negative-pressure wound 
therapy (NPWT).

Which ve interventions would the nurse include in the plan of care for 
the client to maintain and ensure a good seal during NPWT? 

☐ Identify air leaks using a stethoscope.

☐ Shave the hair on the skin around the wound.

☐ Make sure the periwound skin surface area is dry.

☐ Avoid wrinkles when applying the transparent lm.

☐ Fill uneven skin surfaces with a skin barrier product.

☐ Frame the periwound area with a hydrocolloid dressing.

☐ Cut the transparent lm to extend ½ inch beyond the wound 
perimeter.

☐ Use as many additional dressing layers as needed for identi
ed air leaks.

Practice Question . Multiple Response Select N
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A 22-year-old client presents to the outpatient clinic report-
ing feeling “down” and stating having diculty maintaining 
responsibilities with school. States experiencing a hard time 
nding friends, that peers in class don’t think the client is 
smart, and that they make fun of the client behind the client’s 
back. When asked about family dynamics, the client states is 
not speaking to parents and that the only support system is 
the client’s partner. States “putting myself through school.” 
Describes not being able to meet assignment deadlines and 
thinks about considering quitting school. The client is referred 
to the counseling and psychological center and is beginning 
group therapy.

Based on this scenario, which of the following interventions would 
the psychiatric nurse plan for the client? Select all that apply.

☐ Set realistic goals for behavior modication.

☐ Reward the client for practicing new behaviors.

☐ Provide positive regard for adaptive behaviors only.

☐ Encourage the client to practice behavior modications.

☐ Help the client identify negative qualities and experiences.

☐ Help the client identify their own behaviors needing change.

☐ Reinforce self-worth with time and attention by giving one-
to-one time.

Practice Question . Multiple Response Select All That Apply

A 44-year-old postoperative client returned to the nursing unit 
from the PACU following bilateral mastectomy. The client has
four Jackson-Pratt drains from the incisional areas on the chest. 
The nurse assesses VS and performs the physical assessment.

Based on the client ndings, complete the following sentence by 
choosing from the lists of options provided.

To ensure client safety, the nurse plans to rst
_______1 [Select] _______ to address _______2 [Select] _______.

Options for  Options for 

Administer enoxaparin Pain

Administer pain medication Infection

Increase supplemental oxygen Hypoxemia

Empty and compress surgical drains Thrombus risk

Practice Question . Drag-and-Drop Rationale

Health History Physical Assessment Vital Signs Orders

Alert and oriented. Incisional pain rated 2/10.

Bilateral incisions on the chest covered with a dry sterile 

dressing, clean, dry, and intact.

Lung sounds clear to auscultation bilaterally. S1S2, no 

S3S4. +2 peripheral pulses, no edema.

4 Jackson Pratt drains from the incisional areas: #1 with 5

mL of sanguineous drainage, #2 with 10 mL of sanguineous 

drainage, #3 with 5 mL of sanguineous drainage, #4 with

10 mL of sanguineous drainage, compressed for suction.

Health History Physical Assessment Vital Signs Orders

BP = 146/72 mm Hg; HR = 70 BPM; RR = 20 bpm; T = 

98.2°F (36.8°C); SpO2 = 97% at 3 L per NC

Health History Physical Assessment Vital Signs Orders

Monitor VS per unit protocol
Titrate oxygen to maintain SpO2 greater than 92%
Monitor incision site for signs of bleeding
Monitor and maintain surgical drains
Enoxaparin 40 mg subcutaneously daily
Apply sequential compression devices (SCDs) below the 

knee bilaterally for venous thrombosis prevention
Pan management via PCA pump
Clear liquids advance to regular as tolerated
Incentive spirometry per unit protocol
Ondansetron 4 mg IV every 4 hours as needed for nausea
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A 32-year-old client is in the neurologic unit after sustaining a 
head injury after falling from a ladder while working in the garage.
The client is unable to eat or drink because of unconsciousness. 
The intensivist prescribes central line insertion and total paren-
teral nutrition (TPN) to be administered for nutritional support.

Place an X to indicate whether each potential intervention listed below 
is either Anticipated (appropriate or necessary) or Contraindicated

(is unnecessary or is harmful) for the client’s plan of care at this time.

Potential Intervention Anticipated Contraindicated

Administer insulin. ☐ ☐

Assess for diaphoresis. ☐ ☐

Monitor IV site. ☐ ☐

Follow Droplet Precautions. ☐ ☐

Monitor blood glucose level 
every 6 hours.

☐ ☐

Shut the infusion o if the 
bag is empty while waiting 
for the next TPN bag to 
become available.

☐ ☐

Practice Question . Matrix Multiple Choice

A 46-year-old client was admitted to the hospital after reporting 
increased thirst, increased hunger, and increased urination for 
the last 7 days. On admission, the client’s blood glucose level 
was signicantly elevated, and the client was treated for DKA. 
After being stabilized, the client was discharged to home with
a diagnosis of new-onset DM. The home care nurse is visiting 
the client and is providing teaching on self-management and 
measures to prevent hospitalization. The client tells the home
care nurse about often feeling hungry, irritable, shaky, and weak 
and having a headache.

Based on the client’s reported symptoms, which ve measures would 
the home care nurse plan to teach this client to implement when 
these symptoms occur?

☐ Eat 6 saltine crackers.

☐ Eat 3 graham crackers.

☐ Drink 120 mL of fruit juice.

☐ Drink 240 mL of skim milk.

☐ Consume 6 to 10 hard candies.

☐ Consume 4 tablespoons of honey.

☐ Drink 120 mL of a diet soft drink.

☐ Decrease intake of carbohydrates.

☐ Administer insulin based on sliding scale.

Practice Question . Multiple Response Select N
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Take Action is a cognitive skill that is activity oriented and involves the nurse performing 
appropriate and necessary interventions based on the client’s situation and generated solu-
tions. us this cognitive skill involves the nurse undertaking an action or multiple ac-
tions. Necessary nursing actions can be those interventions that prevent health problems, 
maintain client stability, improve the client’s condition, prevent complications of a health 
problem, or manage an emergency situation such as a deterioration in a client’s condition. 
e ability to make decisions using clinical judgment about essential actions to take in a 
clinical situation is a crucial nursing responsibility to promote safe client care.

e cognitive skill Take Action requires using nursing knowledge about the clinical 
event encountered, thinking about generated solutions, determining necessary actions 
to meet goals, understanding the rationale for such actions, and implementing these 
actions. As a nurse, you need to ask yourself: What will I do? Why do I need to do this? 
What support do I need? and How do I accomplish this? Sometimes you need to think 
and make quick decisions about immediate actions to take, and that is why nursing 
knowledge is so important. You need to know what action(s) are appropriate and neces-
sary, which address the highest priorities of care, and how the actions will be performed. 
erefore the cognitive skill Take Action is essential to meet the client’s needs and ensure 
client safety and high-quality care. is ability will be measured both on the NGN and 
by your instructors on course exams and in the laboratory and clinical settings.

How Do You Know What Actions to Take?

Implementing care aer deciding what actions to take is the focus of the clinical judg-
ment cognitive skill Take Action. Once you have generated a list of possible interven-
tions that will resolve or manage the client’s priority health problems, think about other 
factors that may have an impact on the actions you take. Some factors are as follows, 
along with questions to ask yourself.

Clinical scenario: What is happening to the client? What are the priority needs? What 
must I do to address and meet these needs? What are the goals of care? What do I 
need to do to prevent complications and clinical deterioration in the client?

Nursing knowledge: What have I learned about these assessment ndings and clinical 
scenario? What nursing interventions have I learned are necessary in the care of a 
client with these assessment ndings?

Clinical experiences: Have I cared for a client in the past with similar health problems or 
client needs? What actions did I take in caring for a client with similar needs?

Scope of practice: What necessary actions must I take? What necessary actions can be 
done by another health care provider?

How Will Nursing Actions Be Tested?

Taking a nursing action is the same as implementing nursing care. Much of what you 
will do as a nurse involves taking actions to care for a client and meet that client’s needs. 
erefore you can expect to be frequently tested on nursing actions. Beginning with 

THINKING SPACE

Strategies for Answering 
NGN Questions: Take Action

C H A P T E R  7

Remember: Focus on the needs 
of the client and think about what 
you will do to meet these needs. 
Ask yourself: What action(s) will 
I take?

NGN TIP
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Remember: A Drop-Down Ra-
tionale item provides you with a 
scenario and data about the client 
and includes a Take Action sen-
tence in which you need to select 
the correct action to take and the 
rationale for that action from the 
drop-down menus.

NGN TIP

your rst nursing course, you have been tested on actions you would take in a variety 
of clinical scenarios. Sometimes testing required you to identify the actions you need to 
take; other times you were tested on how the actions would be performed. As a basic 
example, you may have been presented with a scenario in which a client is experienc-
ing constipation and been asked what actions you would take to alleviate this health 
problem. Or you may have been asked about actions you would take if a client experi-
enced cramping during administration of an enema to alleviate constipation. As a more 
complex example, you may have been presented with a scenario in which a client with 
heart failure is experiencing dyspnea and been asked what actions you would take. Or 
you may have been asked what actions you would take if a client with heart failure were 
to develop signs and symptoms of pulmonary edema.

What NGN Item Types Optimally Measure Take Action?

As noted in Chapter 2, NGN questions will begin with a clinical scenario presented as 
either a Stand-alone item or an Unfolding Case Study. e types of test items and the 
variations that may be used to measure the cognitive skill Take Action are presented in 
Table 7.1. Some of these types are presented in the Sample Questions through this chap-
ter. ese test item types are discussed in Chapter 2 with additional examples. Also, refer 
to the Evolve site for additional practice with these item types.

THINKING SPACE

TABLE 7.1 Test Items and Variations That Optimally Measure Take Action

Type of Test Item Variations

Drop Down Drop-Down Cloze

Drop-Down Rationale

Drop-Down in Table

Multiple Response Multiple Response Select All That Apply

Multiple Response Select N

Multiple Response Grouping

Matrix Multiple Response

Multiple Choice Multiple Choice Single Response

Matrix Multiple Choice

Drag-and-Drop Drag-and-Drop Cloze

Drag-and-Drop Rationale

Drag-and-Drop in Table (may replace Drop-Down in Table)

The home care nurse visits a 79-year-old client who was dis-
charged from the hospital 1 week ago for treatment of heart 
failure. The client tells the nurse that the exercise regimen of 
walking 3 times weekly was started but feels extremely fatigued 
the day after walking. The client has avoided walking this week 
because of feeling so tired. The nurse gathers additional data 
and documents the following:

Complete the following sentence by choosing from the list of options.

Options for  Options for 

Advise the client to slow 
down on the exercising

Inform the client to maintain 
the same exercise regimen

Instruct the client to check 
the amount of ankle 
edema before exercising

The heart needs to contract 
eciently, and exercise is 
one treatment measure to 
accomplish this

An additional dose of the 
prescribed diuretic needs to 
be taken before exercising

Tolerance to increased activity 
needs to be built up and 
takes time

dluowesrunehT

because

Drop-Down Rationale: Take ActionSample Question .

Health History Nurses’ Notes Diagnostic Studies Laboratory Results

: VS: T = 98.6°F (37°C); HR = 68 BPM; RR = 20 bpm; 

SpO2 = 92% on RA; BP = 112/68 mm Hg

Lung sounds clear bilaterally, no peripheral edema. Sleep-

ing well with 2 pillows for head elevation. Up to bathroom 

to void once nightly.
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Rationale: e client with heart failure would be encouraged to stay as active as pos-
sible and to develop a regular exercise program such as a home walking program. How-
ever, the client needs to be taught not to overexert. e client should try to walk at least 3 
times a week and should slowly increase the time walked over several months. Tolerance 
to the increased activity needs to be built up and takes time. If chest pain or severe dys-
pnea occurs while exercising or the client is fatigued the next day, the client is probably 
advancing the activity too quickly and should slow down. Telling the client to maintain 
the same exercise regimen is incorrect and could actually be harmful. Checking the 
amount of ankle edema before exercising may be a helpful action but is not related to 
the exercise and the fatigue. e nurse would not advise a client to take an additional 
dose of the prescribed diuretic because prescribing medications is not part of a nurse’s 
scope of practice and because this action does not specically address the problem or 
concern. e heart does need to contract eciently, and exercise is one component of 
the treatment program, but this is not related to the action the nurse would take to assist 
the client with alleviating the extreme fatigue experienced. e client’s VS and other 
ndings are not abnormal for this client. e HR and BP may be lower than normal 
range, but this is expected owing to medication usually prescribed to treat heart failure. 
e need to void during the night is expected because of the diuretic therapy normally 
prescribed to treat heart failure.

Test-Taking Strategy: Focus on the information in the scenario and note that the client 
feels extremely fatigued the day aer walking. ink about the pathophysiology associ-
ated with heart failure and the healing process of the heart in this condition. Use your 
knowledge about heart failure to determine that the ndings noted in the Nurses’ Notes 
are expected. Organize your thinking process as illustrated in the table and think about 
the possible eect on the heart and subsequently the fatigue, with each action.

Nursing Action Possible Effect on Heart and Fatigue

Advise the client to slow down on the 
exercising

Allow the heart to recover while also still beneting 
from exercise, which should help with fatigue

Inform the client to maintain the same 
exercise regimen

May cause overexertion of the heart, worsening 
fatigue

Instruct the client to check the amount 
of ankle edema before exercising

May help to promote early detection of problems, 
but not specically related to fatigue

ink about what the nurse would do. Once you have determined the action to take, 
think about the reason for that action. Maintaining the same exercise regimen could be 
harmful, so eliminate that option. Checking the amount of edema in the ankles is not an 
incorrect measure, but it is unrelated to the information in the scenario. erefore your 
action would be to advise the client to slow down on exercising. Next, think about why 
you are taking this action. Remember that the heart needs to heal and this takes time 
and building up tolerance.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, p. 680 

THINKING SPACE

Test-Taking
Strategy

Remember: Before taking a nurs-
ing action, you need to con-
sider what is relevant in the client 
scenario, what is happening to 
the client, what the priority client 
needs are, and the goals of care.

NGN TIP
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A 25-year-old client hospitalized in a mental health unit is restless 
and pacing in the hallway. The client begins yelling at other clients 
who are in the day room and then runs down the hallway slam-
ming doors of other clients’ rooms, yelling and arguing with the 
nurse about the need to take prescribed medication.

Select ve actions that the nurse would take to de-escalate the cli-
ent’s behavior. Click in the box to select the ve actions.

Maintain a calm and in-control approach.

Listen closely to what the client is saying.

Set clear and enforceable limits for the client.

☐ Face the client and maintain consistent eye contact.

Provide the client with options that deal with the behavior.
☐ Talk to the client when the client is yelling, in order to stop the 

behavior.

Describe the consequences of the behavior for the client and 
others.

Multiple Response Select N: Take ActionSample Question .

Rationale: Signs and symptoms that can precede violence include an angry, aggressive, 
and irritable aect; hyperactivity such as restlessness or pacing; slamming doors; yell-
ing; and argumentativeness. Other signs include verbal abuse and profanity. e nurse 
needs to implement de-escalation techniques in order to protect other clients, self and 
sta, and the individual who is losing control. e nurse would maintain a calm and 
in-control approach; the perception that someone is in control can be comforting and 
calming to someone who is losing control. Listening closely allows the client to feel 
heard and understood and helps build rapport, and thus energy can be channeled pro-
ductively. Setting clear and enforceable limits and describing the consequences of the 
behavior provides the client with an understanding of expectations and consequences 
of not adhering to those behaviors. Providing the client with options assists and involves 
the client in problem solving. Facing the client and maintaining consistent eye contact 
can be threatening to the client. e nurse would not try to speak when the aggressive 
person is yelling because the client will view this as arguing, and this will escalate the 
anger and can lead to violence.

Test-Taking Strategy: e focus of the question is on nursing actions to take to de-
escalate the client’s angry and aggressive behavior. Note also that you need to select 
ve actions. Read each option and think about what its eect would be on a client who 
is already angry and showing aggression. Avoid any actions that will make the client 
feel angrier or threatened. You need to remember that the client is out of control, and 
your actions need to focus on safety and providing control of the situation. Using the 
table, think about each nursing action, whether it would promote safety, and the pos-
sible outcome to assist in answering the question correctly. e correct options in this 
question promote safety and de-escalation; the incorrect options could result in further 
escalation.

Test-Taking
Strategy

THINKING SPACE

Remember: A Multiple Response 
Select N item provides you with a 
scenario and data about the client 
and includes answer options. 
The item will tell you the number 
of options (N) that need to be 
selected. You will not be allowed 
to select more options than the 
N species. You can select fewer 
options than the N species, but 
then you will lose some credit. So 
be sure to follow the directions 
for these item types.

NGN TIP
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Nursing Action Safety Possible Outcomes

Maintain a calm and in-control 
approach.

Promotes De-escalation

Listen closely to what the client 
is saying.

Promotes De-escalation

Set clear and enforceable limits 
for the client.

Promotes De-escalation

Face the client and maintain 
consistent eye contact.

Does not promote Escalation

Provide the client with options 
that deal with the behavior.

Promotes De-escalation

Talk to the client when the client 
is yelling, in order to stop the 
behavior.

Does not promote Escalation

Describe the consequences of 
the behavior for the client and 
others.

Promotes De-escalation

Content Area: Mental Health Nursing
Priority Concept: Mood and Aect
Reference(s): Varcarolis & Fosbre, 2021, pp. 380–383

THINKING SPACE

A 28-year-old client in labor who is receiving an oxytocin infusion 
reports, “My water broke, and I feel like something is coming 
through my vagina.” The nurse performs a vaginal assessment 
and nds that the umbilical cord is protruding from the vagina.

For each nursing action, click in the box to indicate whether the 
nursing action is indicated (appropriate or necessary) or contraindi-
cated (could be harmful).

Nursing Action Indicated Contraindicated

Administer oxygen to the 
client.

☐

Notify the obstetric health 
care provider.

☐

Monitor the FHR 
continuously.

☐

Increase the ow rate of the 
oxytocin infusion.

☐

Gently push the cord into 
the vagina toward the cervix.

☐

Position the client with the 
head of the bed elevated at 
30 degrees.

☐

Wrap the cord in a sterile 
towel saturated with warm 
normal saline.

☐

Glove the hands and insert 
two ngers into the vagina 
and exert upward pressure 
against the presenting part.

☐

Matrix Multiple Choice: Take ActionSample Question .
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Remember: A Matrix Multiple 
Choice item provides you with a 
scenario and data about the client 
and includes two or three options 
columns. There will be at least 
four rows that present the nurs-
ing actions. You need to select 
one response for each nursing 
action.

NGN TIP

Rationale: In cord prolapse, the nurse stays with the client and asks someone to notify 
the obstetric health care provider. e client is placed into the extreme Trendelenburg or 
modied le-lateral position or a knee-chest position to relieve pressure of the present-
ing part on the cord. A supine or Fowler or upright position is contraindicated because 
these positions exert pressure on the presenting part, further compressing the cord. Oxy-
gen is administered by a nonrebreather face mask at 8 to 10 L/min. If oxytocin is infus-
ing, it would be immediately stopped, and IV uids such as lactated Ringer’s or another 
prescribed solution are infused. With a gloved hand, the nurse inserts two ngers into 
the vagina and exerts upward pressure against the presenting part to relieve pressure on 
the cord. If the cord is protruding from the vagina, it is wrapped in a sterile towel satu-
rated with warm normal saline. e nurse would not attempt to replace the cord into the 
vagina because this could cause damage to the cord and disrupt circulation to the fetus. 
e fetal status is monitored continuously and the client is prepared for immediate birth.

Test-Taking Strategy: Focus on the data in the scenario and visualize this event. ink 
about the purpose of the umbilical cord and that it delivers oxygen to the fetus. Next, 
thinking about what would happen if the cord were compressed and thinking about 
what needs to be done to alleviate cord compression will assist in answering correctly. 
Also, recalling that this is an emergency situation and recalling the eect of oxytocin on 
uterine contractions will assist in selecting the indicated and contraindicated actions. 
inking about the eects of the actions on the fetus by using the table may assist in 
answering the question correctly.

Nursing Action
Promotes Fetal 
Well-Being

May Cause 
Fetal Harm

Administer oxygen to the client. ☐

Notify the obstetric health care provider. ☐

Monitor the FHR continuously. ☐

Increase the ow rate of the oxytocin infusion. ☐

Gently push the cord into the vagina toward 
the cervix.

☐

Position the client with the head of the bed 
elevated at 30 degrees.

☐

Wrap the cord in a sterile towel saturated with 
warm normal saline.

☐

Glove the hands and insert two ngers into the 
vagina and exert upward pressure against the 
presenting part.

☐

Content Area: Maternal-Newborn Nursing
Priority Concept: Perfusion
Reference(s): Lowdermilk etal., 2020, pp. 716–717

Test-Taking
Strategy

THINKING SPACE
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Rationale: For a child with an acute asthma exacerbation the nurse would monitor air-
way, breathing, and circulation closely in the event that supportive measures are needed. 
Pulse oximetry is monitored as well, to ensure an oxygen saturation level above 90% and 
to ensure adequate oxygenation of tissues. Humidied oxygen via simple face mask is 
administered to avoid drying secretions. Oxygen via NC will dry secretions. Dyspnea, 
chest tightness, wheezing, and retractions are indicators of respiratory compromise. 
e child with acute asthma exacerbation is usually very apprehensive and anxious and 
needs to be comforted. It is important to reassure the child that the child will not be le 
alone and to allow the parents to remain with the child. e child is allowed to assume 
a position of comfort that will promote maximum ventilation function. A le lateral 
position is not a position that will enhance breathing and ventilation. An IV line is 
necessary for the administration of uids and IV medications if needed. Quick relief 
(rescue) medications usually via inhalation are given to open constricted airways and 
allow air exchange and to enhance tissue oxygenation. Laboratory studies and arterial 
blood gases are done to obtain a baseline and to determine the need for additional and 
more aggressive intervention. e elevated pulse, RR, and BP are expected to return to 
normal range once treatment is provided.

Test-Taking Strategy: Focus on the information in the scenario and note the child’s 
problem, an acute asthma exacerbation. You need to use knowledge about the pathophys-
iology of an acute asthma exacerbation to assist in answering correctly. ink about what 
is expected in this event to determine nursing actions. Recalling that the primary goals 
of care are to provide oxygenation and to implement measures that will ensure adequate 
ventilation will assist in answering correctly. Also recall that anxiety and apprehension 
exacerbate a problem with airway and oxygenation, so ensuring psychosocial support 
is important. You can also follow a logical path for answering this question by using the 
approach illustrated in the table.

Test-Taking
Strategy

THINKING SPACE

Remember: A Multiple Response 
Select All That Apply item pro-
vides you with a scenario and 
data about the client and a list of 
actions. You will need to select 
one or more answer options. 
There may be only one correct 
option or multiple correct op-
tions. There will be at least ve 
options with no more than 10 
options, but all 10 options could 
be correct.

NGN TIP

A 5-year-old child with a history of asthma is brought to the ED 
by the parents, who tell the nurse that the child is having an 
asthma attack.

Which actions would the nurse take? Select all that apply.

Initiate an IV line.

Obtain arterial blood gases.

Administer quick relief (rescue) medications.

☐ Assist the child into a left lateral position.

☐ Administer oxygen via NC at 2 L/min.

☐ Ask the parents to wait in the ED waiting room.

Place the child on continuous cardiorespiratory and pulse 
oximetry monitoring.
Obtain blood specimens for electrolytes, complete blood 
count, and renal function tests.

Multiple Response Select All That Apply: Take ActionSample Question .

Health History Nurses’ Notes Diagnostic Studies Laboratory Results

: Child is dyspneic and complaining of chest 

tightness. Apprehensive and anxious. Wheezing heard 

bilaterally in lungs. Retractions noted. SpO2 90% on RA.

VS: T = 98.6°F (37°C); HR = 112 BPM; RR = 24 bpm; BP = 

124/82 mm Hg
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An occupational nurse is called for emergency assistance to a 
42-year-old victim of an accident in which the victim’s index and 
middle nger were completely severed by a machine saw. The 
victim is sitting on the oor leaning against a wall and the n-
gers are seen on the oor 2 feet away from the client.

What actions would the nurse take? Select all that apply.

☐ Call 911 (EMS).

☐ Elevate the aected hand above heart level.

☐ Place the ngers in a waterproof sealed plastic bag.

☐ Check the victim for airway or breathing problems.

☐ Place the waterproof sealed bag containing the ngers on ice.

☐ Apply direct pressure to the amputation sites with layers of 
dry gauze.

☐ Remove the dry gauze after 10 minutes to check the status 
of the bleeding.

☐ Ensure that the amputated ngers are transported to the 
hospital with the victim.

Practice Question . Multiple Response Select All That Apply

Health History Nurses’ Notes Vital Signs Laboratory Results

:

VS: T = 98.2°F (36.7°C); HR = 120 BPM; RR = 22 bpm; BP 

= 132/84 mm Hg

Nursing Action
Helpful/Likely to 
Address Problem

Not Helpful/Not 
Likely to Address 
Problem

Initiate an IV line. ☐

Obtain arterial blood gases. ☐

Administer quick relief (rescue) medications. ☐

Assist the child into a left lateral position. ☐

Administer oxygen via NC at 2 L/min. ☐

Ask the parents to wait in the ED waiting 
room.

☐

Place the child on continuous 
cardiorespiratory and pulse oximetry 
monitoring.

☐

Obtain blood specimens for electrolytes, 
complete blood count, and renal function 
tests.

☐

Content Area: Pediatric Nursing
Priority Concept: Gas Exchange
Reference(s): Hockenberry etal., 2019, pp. 939–940; Ignatavicius etal., 2021, p. 541

THINKING SPACE

Practice Questions
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The nurse is preparing to administer medications to a hospital-
ized 82-year-old client recovering from an acute exacerbation of 
heart failure. The client was taking eight dierent routine medica-
tions at home and is started on three additional medications to 
be taken while in the hospital. Recognizing the safety risks of poly-
pharmacy and the importance of safe medication administration, 
the nurse takes steps to prevent medication errors.

Complete the following sentence. Drag or select words from the op-
tions below to ll in each blank.

To promote medication administration safety and to prevent 

medication errors, the nurse checks at least ______1 [Select] _____

client identier(s), reads medication labels at least 

_________2 [Select] _______ time(s), and documents medication 

administration _________3 [Select] _______.

Options 
for 

Options 
for  Options for 

One
Two
Three
Four

One
Two
Three
Four

As soon as medications are given

Immediately before medications are given

After medications are given and after 
leaving the room

Before removing the medications from 
the dispensing system

Practice Question . Drag-and-Drop Cloze

A 65-year-old client was hospitalized and treated for symptoms 
of heart palpitations and extreme shortness of breath. On admis-
sion, diagnostic studies showed the following:

The nurse is preparing the client for discharge and provides teach-
ing about prescribed medications.

For each medication listed, click in the box to specify the teaching 
point the nurse would provide to the client. Each teaching point may 
support more than one medication.

Teaching Point Amiodarone Metoprolol Warfarin

Routine laboratory 
monitoring

☐ ☐ ☐

Monitor and 
report signs of 
bleeding

☐ ☐ ☐

Monitor and 
report shortness 
of breath

☐ ☐ ☐

Monitor BP and 
HR

☐ ☐ ☐

Consume 
consistent 
amounts of green 
leafy vegetables

☐ ☐ ☐

Practice Question . Matrix Multiple Response

Health History Nurses’ Notes Vital Signs Diagnostic Studies

• ECG: atrial ųbrillation
• CT of the lungs: negative for embolism
• Chest x-ray: enlarged left ventricle
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The nurse is caring for an 80-year-old client on the medical-surgical 
unit admitted with complicated UTI. The client takes lisinopril and 
metformin at home and is started on antibiotics for infection and 
antipyretics as needed. The physician ordered the Modied Early 
Warning Score (MEWS) to be calculated every 4 hours to moni-
tor for signs of septic shock. Assessment ndings include RR, 12 
bpm; HR, 110 BPM; systolic BP, 92 mm Hg; temperature, 100.5°F 
(38.1°C); and the client is currently alert and responsive. The cli-
ent’s MEWS is currently a 2 and is documented as follows:

+ + +  + + +

RR X

HR X

Systolic BP X

T X

Mental status X

MEWS Scoring Key

RR (bpm) Systolic BP (mm Hg)

<9 +2 ≤70 +3

9–14 0 71–80 +2

15–20 +1 81–100 +1

21–29 +2 101–199 0

≥30 +3 ≥200 +2

HR (BPM) T

<40 +2 <35°C / 95°F +2

41–50 +1 35-38.4°C / 95–101.1°F 0

51–100 0 ≥38.5°C / 101.3°F +2

101–110 +1 Mental Status

111–129 +2 Alert 0

≥130 +3 Reacts to voice +1

Reacts to pain +2

Unresponsive +3

Based on this assessment, click in the box to specify nursing actions 
that are Indicated (appropriate or necessary) and those that are 
Contraindicated (could be harmful).

Nursing Action Indicated Contraindicated

Perform hourly VS, urine 
output, neurologic, 
and cardiopulmonary 
measurements

☐ ☐

Administer prescribed 
daily BP medication

☐ ☐

Administer ibuprofen for 
fever

☐ ☐

Administer prescribed 
antibiotics

☐ ☐

Notify the physician of an 
increase in the MEWS

☐ ☐

Practice Question . Matrix Multiple Choice
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A 48-year-old client underwent laparoscopic cholecystectomy 
and is transferred to the surgical outpatient unit. The nurse 
performs a postoperative assessment and documents in the 
Nurses’ Notes.

The nurse would take which actions in managing this client’s care in 
the immediate postoperative period? Select all that apply.

☐ Keep the head of the bed at.

☐ Assist to the bathroom to void.

☐ Assess incision sites frequently.

☐ Administer antiemetics as needed.

☐ Maintain strict NPO status.

☐ Administer pain medication.

☐ Encourage use of the incentive spirometer.

Practice Question . Multiple Response Select All That Apply

Health History Nurses’ Notes Diagnostic Studies Laboratory Results

:

VS: T = 99.2°F (37.3°C); HR = 92 BPM; RR = 16 bpm; BP = 

118/72 mm Hg; SpO2 = 97% on RA

Alert and oriented. Dressing dry and intact. IV 5% dextrose/

lactated Ringer’s infusing at 100 mL/hr. Has not voided. 

Pain 4/10.

The nurse is caring for a 70-year-old client with cellulitis on both 
lower extremities caused by methicillin-resistant Staphylococcus 
aureus (MRSA) and who is being treated with IV vancomycin. 
The next dose of vancomycin is due now, and the nurse checks 
the laboratory results.

Based on this information, which action would the nurse take? 
Complete the following sentence by choosing from the list of options.

The nurse would __________1 [Select] ___________ because 

________2 [Select] __________.

Options for  Options for 

Hold the next dose The WBC count is high
Administer a lower dose The trough level is normal
Administer the next dose 

orally
The creatinine level indicates 

toxicity
Administer the next dose 

as prescribed
The BUN level is high but not toxic

Practice Question . Drop-Down Rationale

Health History Nurses’ Notes Vital Signs Laboratory Results

Test Result Normal Reference Range

Vancomycin 
trough level

16 mcg/
mL (11.3981 
mcmol/L)

10–20 mcg/mL 
(10.3498–13.7998 
mcmol/L)

White blood 
cells (WBCs)

10,000/mm3

(10 × 109 /L)
5000–10,000/mm3

(5–10 × 109 /L)

Blood urea 
nitrogen 
(BUN)

20 mg/dL (7.1 
mmol/L)

10–20 mg/dL (3.6–7.1 
mmol/L)

Creatinine 0.6 mg/dL (53 
mcmol/L)

0.5–1.2 mg/dL (44–106 
mcmol/L)
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Evaluate Outcomes is a CJ cognitive skill that involves examining outcomes and measur-
ing client progress toward meeting those outcomes in the plan of care. It is an ongoing 
and continuous process that compares actual client outcomes with the expected out-
comes in a clinical scenario. It provides a basis for determining the need to modify the 
plan of care. As an iterative process, this skill involves revisiting the clinical scenario and 
examining the application of the cognitive skills Recognize Cues, Analyze Cues, Prior-
itize Hypotheses, Generate Solutions, and Take Action. us the cognitive skill Evaluate 
Outcomes involves looking back and making necessary revisions or modications to 
provide safe and eective client care.

A nurse always needs to determine the eectiveness of the plan of care. In addition 
to determining eectiveness of the plan of care, the cognitive skill Evaluate Outcomes
requires communication of client ndings, as well as documenting and reporting the 
client’s response to treatment and care. As a nurse, you need to ask yourself: Did my 
actions help? Are things improved? Are things worse; has the client’s condition declined?
and Are things unchanged? Based on your evaluation ndings, you will need to think 
about how to move forward and what changes may be necessary in order to achieve the 
outcomes of care. erefore the cognitive skill Evaluate Outcomes is essential to meet 
the client’s needs and ensure client safety and high-quality care. is ability will be mea-
sured both on the NGN and by your instructors on course exams and in the laboratory 
and clinical settings.

How Do You Evaluate Outcomes?

Determining the effectiveness of the care provided is the focus of the CJ thinking 
skill Evaluate Outcomes. Once you have completed a phase of care or an aspect of 
care, think about what information you need to determine if the care was effective 
and to what degree. You may determine that expected outcomes have been met, 
unmet, or partially met. You will likely need to think about factors influencing the 
care and subsequent outcomes so that you can decide what needs to happen next 
to move toward the outcomes. Questions to ask yourself as you apply this cognitive 
skill may include:
■ Based on previous assessments and interventions, what is happening to the client 

now?
■ Are there ongoing or new client needs? If so, which ones are the priority?
■ What must I do to address and meet these needs?
■ Are the outcomes of care the same, or do they need to be revised?
■ What else do I need to do to promote achievement of client outcomes?

Strategies for Answering 
NGN Questions: Evaluate 
Outcomes

C H A P T E R  8

Remember: Focus on the out-
comes of client care and think 
about what you need to consider 
as possible revisions to the plan 
of care. Ask yourself: What else 
needs to be done and what needs 
to change to meet the expected 
outcomes?

NGN TIP

THINKING SPACE



CHAPTER  8 Strategies for Answering NGN Questions: Evaluate Outcomes 97

How Will Evaluate Outcomes Be Tested?

can expect that you will be tested on your ability to accurately evaluate the outcomes of 
care provided, and the necessary follow-up based on that evaluation. Beginning with your 
rst nursing course, you were asked about interpreting the outcomes of care in a variety 
of clinical scenarios. Sometimes testing required you to determine follow-up assessments 
you need to take; at other times you were tested on follow-up nursing actions that are 
needed to meet established outcomes. For example, you may have been presented with a 
clinical scenario in which a client was administered a unit of PRBCs because of a GI hem-
orrhage. In this scenario, evaluating assessment ndings aer administration of the blood 
product to determine the outcome of that intervention was likely a focus of the question 
or questions. Or maybe you were asked about interpreting VS and conducting a follow-up 
pain assessment aer administering pain medication to a postoperative client.

Remember: When you Evaluate 
Outcomes, you need to determine 
if expected outcomes have been 
met, unmet, or partially met. If 
outcomes are unmet or partially 
met, then you need to examine 
the application of the cognitive 
skills Recognize Cues, Analyze 
Cues, Prioritize Hypotheses, Gener-
ate Solutions, and Take Action.
Then you need to determine what 
needs to be changed, revised, or 
added to the plan of care in order 
for outcomes to be met.

NGN TIP

NGN Question Stems Addressing Evaluate Outcomes

Test question stems will give you clues in the wording if the aim is to determine your 
ability to Evaluate Outcomes. Box 8.1 provides a list of examples of NGN question stems 
that will help you know that this thinking process is being addressed.

THINKING SPACE

• Click to specify which client/caregiver statement indicates the need for further teaching.
• Click to highlight the ųndings that would indicate the client is not progressing as expected.
• Drag one complication and one associated client ųnding that indicates the client’s

condition has worsened.
• Click to highlight the ųndings that indicate the client’s health problem is not yet resolved.
• Click in the appropriate column to specify which client/caregiver statement/observation

indicates that the home care instruction is either understood or requires further teaching.
• For each factor, click to specify if the ųnding indicates readiness for discharge.
• For each body system, click to specify the ųnding that indicates progression toward 

expected outcomes.
• Which ųndings following assessment and teaching are unexpected and therefore require 

additional follow-up?
• Click to specify if the ųnding is consistent with a therapeutic outcome or an adverse out-

come of the prescribed medication.
• For each client statement, click to specify if the statement indicates that the treatment 

plan is eective or ineective.
• Select the four ųndings that indicate a therapeutic outcome of medication therapy.
• The nurse determines that interventions were eective because of the ____1 [Select]____ 

as evidenced by the ____2 [Select]____ and the ____3 [Select]____.

BOX 8.1 NGN Question Stems Addressing Evaluate Outcomes
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A 38-year-old client (gravida 6, para 6) at 40 weeks of gestation 
is admitted to the labor and delivery unit for a scheduled induc-
tion of labor. A vaginal examination is done, and it is determined 
that the cervix is 80% eaced and 4 cm dilated. The client is not 
experiencing contractions. The obstetrician prescribes IV oxyto-
cin. The nurse starts the oxytocin infusion per agency protocol 
and monitors the client and the fetus on the fetal monitor to 
determine eectiveness of the oxytocin.

For each assessment nding, click to specify if the nding is consist-
ent with a therapeutic outcome or an adverse outcome of oxytocin. 
Each row must have one response option selected.

Assessment Finding
Therapeutic 
Outcome Adverse Outcome

Altered mental status ☐

Adventitious lung sounds ☐

Contractions every 
3–5 minutes lasting 45 
seconds each

☐

Sudden pain between 
contractions

☐

Decelerations on the fetal
monitor

☐

Pain intensifying 
gradually with 
contractions

☐

Matrix Multiple Choice: Evaluate OutcomesSample Question .

What NGN Item Types Optimally Measure Evaluate 
Outcomes?

Four types of test items optimally measure the cognitive skill Evaluate Outcomes. 
Variations of each of these types will most likely be presented on the NGN. Table 
8.1 presents these item types and their variations. Sample Question 8.1 illustrates a 
Matrix Multiple Choice item type. Sample Question 8.2 illustrates a Highlight In Table, 
and Sample Question 8.3 illustrates a Multiple Response Select All that Apply item 
type. Sample Question 8.4 illustrates a Multiple Response Grouping type of item. e 
rationale and test-taking strategy to help you derive the correct responses are also 
provided.

TABLE 8.1 Test Items and Variations That Optimally Measure Evaluate 
Outcomes

Type of Test Item Variations

Highlight Highlight in Text

Highlight in Table

Multiple Response Multiple Response Select All That Apply

Multiple Response Select N

Multiple Response Grouping

Matrix Multiple Response

Multiple Choice Multiple Choice Single Response

Matrix Multiple Choice

Drag-and-Drop Drag-and-Drop Cloze

Drag-and-Drop Rationale

Drag-and-Drop in Table (may replace Drop-Down in Table)

Drop Down Drop-Down Cloze

Drop-Down Rationale

Drop-Down in Table

THINKING SPACE
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Rationale: Oxytocin is a hormone that is produced naturally by the posterior pitu-
itary gland. Oxytocin produces uterine contractions during pregnancy and can be 
administered to induce labor for a term pregnancy. Additional therapeutic outcomes 
include milk ejection and control of postpartum hemorrhage. When given for labor, 
the client will experience intensifying contractions, including intensifying pain as the 
labor progresses, until eventually the contractions are occurring every 3 to 5 minutes 
and lasting 45 seconds each. Because oxytocin exerts an antidiuretic eect, water 
intoxication is an adverse outcome of oxytocin. Assessment ndings related to water 
retention may be noted, such as altered mental status, adventitious lung sounds, and 
peripheral swelling. Another adverse outcome that can occur is uterine rupture. Sud-
den pain between contractions, excessive vaginal bleeding, and decelerations on the 
fetal monitor would be noted with this complication. e client with higher parity, 
specically more than ve pregnancies, is at higher risk for uterine rupture when 
given oxytocin.

Test-Taking Strategy: Note that this question is asking you to evaluate assessment nd-
ings and decide whether they are consistent with a therapeutic or adverse outcome of 
oxytocin. e question is asking about the use of oxytocin for the induction of labor; 
therefore you need to think about the ndings in the context of normal labor progres-
sion. Any nding that is not specically related to or associated with normal labor pro-
gression should be classied as an adverse outcome. Using a table format to organize 
your thoughts may be helpful.

Test-Taking
Strategy

Remember: In a Matrix Multiple 
Choice question, each row must 
have one response item selected. 
If you don’t select a response
item for each row, you won’t be
able to move on to the next item 
on the exam.

NGN TIP

Assessment Finding
Associated With Normal 
Labor Progression

Not Associated With 
Normal Labor Progression

Altered mental status ☐

Adventitious lung sounds ☐

Contractions every 3–5 minutes 
lasting 45 seconds each

☐

Sudden pain between 
contractions

☐

Decelerations on the fetal
monitor

☐

Pain intensifying gradually with 
contractions

☐

Altered mental status, adventitious lung sounds, sudden pain between contractions, 
and decelerations on the fetal monitor are not normal ndings and are not specically 
related to normal labor progression.

Content Area: Maternal-Newborn Nursing
Priority Concept: Perfusion
Reference(s): Burchum & Rosenthal, 2022, p. 783
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An 86-year-old client was hospitalized 4 days ago because of
multiple episodes of severe watery diarrhea, anorexia, and weak-
ness. The client’s spouse reports that the client had not eaten
much for 4 days prior to admission and complained of thirst 
but hadn’t been able to “hold anything down.” On admission,
the physician prescribed IV uids with potassium chloride, an-
tiemetic and antidiarrheal medication, laboratory studies, and 
stool and blood cultures. The stool culture and blood culture 
were negative, but laboratory ųndings and VS measurements
indicated severe dehydration.

On day 4 of hospitalization, the daytime nurse assesses the
client, reviews the laboratory results drawn in the morning, and 
documents the ųndings.

Click to highlight below the ndings that indicate that the client’s 
health problem is not yet resolved.

Highlight in Table: Evaluate OutcomesSample Question .

Health History Nurses’ Notes Vital Signs Lab Results

Laboratory Results

Test Result
Normal Reference 
Range

White 
blood cells 
(WBCs)

10,000/mm3

(10 × 109/L)
5000–10,000/mm3

(5–10 × 109/L)

Blood urea 

nitrogen 

(BUN)

22 mg/dL (7.92

mmol/L) H

10–20 mg/dL
(3.6–7.1 mmol/L)

Creatinine 0.9 mg/dL (79.5
mcmol/L)

0.6–1.2 mg/dL
(53–106 mcmol/L)

Potassium 3.3 mEq/L (3.3

mmol/L) L

3.5–5.0 mEq/L
(3.5–5.0 mmol/L)

Sodium 148 mEq/L (148

mmol/L) H

135–145 mEq/L
(135–145 mmol/L)

Assessment Findings

GI Tolerating clear liquids and soft foods. 

States has an appetite. Had two epi-

sodes of brown watery diarrhea at 0700

and 0800. Reports cramping abdomi-

nal pain rated currently as 4/10

Genitourinary Urine output 240 mL during the night.

Voided 100 mL at 0800, yellow and con-

centrated.

VS T = 100.8°F (38.2°C); HR = 98 BPM; BP 

= 118/80 mm Hg; RR = 20 bpm; SpO2 = 

95% on RA
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Rationale: e client has been treated for severe dehydration. Although the nurse is 
not provided with baseline information about the client, there are abnormal data that 
indicate that the client’s health problem has not resolved. e client had multiple epi-
sodes of diarrhea, and although the cause of the diarrhea is unknown, it has led to severe 
dehydration. e client had two episodes of brown watery diarrhea at 0700 and 0800 on 
day 4 of hospitalization, 1 hour apart, and also reports cramping abdominal pain rated 
as 4/10. is indicates that the client is still experiencing the health problem. Although 
the urine output is minimally adequate, the urine is concentrated, indicating insucient 
body uid. In addition, a decit of normal body uid can cause hyperthermia, and this 
client is exhibiting an elevated temperature at 100.8°F (38.2°C). Because the stool and 
blood cultures are negative and the WBC count is within the normal range (5000/mm3

to 10,000/mm3 [5–10 × 109/L]), infection is not likely, and the temperature elevation is 
probably associated with dehydration. In dehydration, some electrolytes are lost, speci-
cally potassium. e client’s potassium level is low at 3.3 mEq/L (3.3 mmol/L), known as 
hypokalemia; normal potassium level is 3.5 to 5.0 mEq/L (3.5–5.0 mmol/L). e sodium 
level is elevated (known as hypernatremia), and this is an indicator of dehydration and 
that the health problem is not resolved. Normal sodium level is 135 to 145 mEq/L (135–
145 mmol/L). In hypernatremia, the body contains too little water for the amount of 
sodium; therefore the sodium level in the blood becomes abnormally high when water 
loss exceeds sodium loss. e BUN is slightly elevated at 22 mg/dL (7.92 mmol/L), and 
in the setting of a normal creatinine level, this indicates dehydration. e normal BUN 
level is 10 to 20 mg/dL (3.6–7.1 mmol/L). e normal creatinine level ranges from 0.6 
to 1.2 mg/dL (53–106 mcmol/L).

Test-Taking Strategy: Note that the question is asking you to evaluate assessment nd-
ings that indicate that the client’s health problem has not yet resolved. Focus on the 
information in the scenario and note that the client is severely dehydrated. Use knowl-
edge of the pathophysiology associated with dehydration and its manifestations. Look 
for abnormal data in the ndings that indicate a dehydrated state. Using a table format 
to organize your thoughts may be helpful.

Related to or Consistent With Dehydration
Unrelated to or Inconsistent With 
Dehydration

• Had two episodes of brown watery diarrhea at
0700 and 0800

• Reports cramping abdominal pain rated cur
rently as 4/10

• Concentrated urine
• Temperature 100.8°F (38.2°C)
• BUN: 22 mg/dL (7.92 mmol/L)
• Creatinine: 0.9 mg/dL (79.5 mcmol/L)
• Potassium: 3.3 mEq/L (3.3 mmol/L)
• Sodium: 148 mEq/L (148 mmol/L)

• Tolerating clear liquids and soft foods
• States has an appetite
• Urine output 240 mL during the night
• Yellow urine
• HR 98 BPM
• BP 118/80 mm Hg
• RR 20 bpm
• SpO2 95% on RA
• WBCs: 10,000/mm3 (10 × 109/L)

Note that questions requiring you to evaluate assessment ndings specic to such 
things as body systems, VS, or laboratory results may ask about those indicating that the 
problem has resolved or has not yet resolved. Some ndings listed, may be normal but 
are related to the health problem, such as the creatinine level. You need to decide which 
ndings are related and which are not. For example, in the case of dehydration, yellow 
urine would be noted in an improved state, as well as in an unchanged state. However, 
concentrated urine indicates lack of improvement in the client condition. Be sure to 
consider all ndings in the assessment when evaluating outcomes.

Content Area: Medical-Surgical Nursing
Priority Concept: Fluid and Electrolyte Balance
Reference(s): Ignatavicius etal., 2021, pp. 247–248, 253, 925, 1135–1137

Test-Taking
Strategy

Remember: In a Highlight in Table 
question, you will select from a 
table pieces of information that 
are signiųcant to the question
being asked. The table may display 
part of a medical record, such as 
Nurses’ Notes, Ŵow sheet data,
Physician’s Orders, or Laboratory
Results.

NGN TIP
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Rationale: A permanent pacemaker may be needed for a client who experiences car-
diac conduction disorders that do not improve with other measures. e pacemaker is 
placed in a subcutaneous pocket at the shoulder in the right or le subclavicular area. 
Complications of pacemaker placement include pericardial eusion, pericardial tam-
ponade, and diaphragmatic pacing. Client reports of pain at the level of the diaphragm 
and muscle contractions noted over the diaphragm that correspond to the HR may indi-
cate diaphragmatic pacing, which occurs when the pacemaker is malpositioned or one 
of the leads is dislodged, and would require additional follow-up. Although some shoul-
der movement should be encouraged to prevent stiness, the client needs to avoid liing 
the arms over the head; therefore if the client is performing range-of-motion shoulder 
exercises, additional follow-up is needed. In addition, the client should avoid liing any-
thing more than 10 lb on the aected side because this could dislodge the pacemaker 
wire. Signs of pacemaker malfunction need to be reported to the primary health care 
provider, including diculty breathing, dizziness, fainting, chest pain, weight gain, and 
prolonged hiccupping. e dressing should be clean, dry, and intact, and the pacemaker 
implantation site should be free of redness, swelling, and drainage. e client needs to 
avoid sources of electromagnetic elds and telecommunications transmitters because 
these could cause a disruption in the pacemaker settings; therefore the client should use 
the le ear to talk on the cell phone if the pacemaker site is on the right side.

Test-Taking Strategy: Note that this question is asking you to determine which assess-
ment ndings require additional follow-up. Using a thinking process as illustrated in 
the table, consider whether each option is normal or expected and therefore not likely 
to cause harm, or whether it is abnormal and unexpected and has the potential for harm. 
Any option that has the potential for harm would be selected because this would require 
additional follow-up.

Assessment Finding
Normal/Expected/Not 
Likely to Cause Harm

Abnormal/Unexpected/
Potential for Harm

The client reports pain at the 
level of the diaphragm.

☐

The client reports hiccupping 
that lasts longer than usual.

☐

The dressing over the pacemaker 
site is clean, dry, and intact.

☐

The client uses the left ear when 
talking on her cell phone.

☐

Test-Taking
Strategy

A hospitalized 68-year-old client has a biventricular pacemaker
placed in the right subclavicular area. The nurse is providing 
care following the procedure and is initiating postprocedure 
teaching.

Which ndings following postprocedure assessment and teaching 
are unexpected and therefore require additional follow-up? Select 

all that apply.

The client reports pain at the level of the diaphragm.

The client reports hiccupping that lasts longer than usual.

☐ The dressing over the pacemaker site is clean, dry, and intact.

☐ The client uses the left ear when talking on the cell phone.

The client performs right-shoulder range-of-motion exercises.

☐ The client avoids lifting more than 10 lb on the aected side.

☐ The implantation site is free of redness, swelling, and drainage.

Muscle contractions are noted over the diaphragm that cor-
respond to the HR.

Multiple Response Select All That Apply: Evaluate OutcomesSample Question .

Remember: In a Multiple Response 
Select All That Apply question, you 
will need to select all options that 
are correct. There will be at least ųve
options to select from and no more 
than 10 options for selection. There 
may be only one correct response 
or multiple correct responses, or all 
options listed could be correct. With 
a Multiple Response Select N item, 
you need to select the exact number 
of options that the instructions 
indicate. You can select fewer than
the number of options provided, 
but not more. However, if you do 
select fewer than the number (N) 
indicated in the question, you will 
not receive full credit.

NGN TIP
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A hospitalized 65-year-old client is recovering on the postopera
tive unit following open reduction with internal ųxation of the
left hip. The nurse is performing the ųrst assessment after hav
ing received the client from the PACU 15 minutes ago.

For each body system below, click to specify the assessment nding(s) 
consistent with expected post-operative outcomes. Each body sys-
tem may support more than one assessment nding.

Body System Assessment Finding

Respiratory ☐ RR 8 bpm

SpO2 93% on 3 L/min per NC

Lung sounds clear to auscultation bilaterally

Cardiovascular ☐ BP 90/56 mm Hg

☐ HR 120 BPM

Peripheral pulses 2+ bilaterally

Neurological Drowsy, arousable and responsive to
stimuli

Pupils equal, round, and reactive to light

Sensation intact in bilateral lower 
extremities

GI/Genitourinary Bowel sounds hypoactive × 4 quadrants

☐ Urine output 20 mL/hr

Urine yellow, clear, no odor

Integumentary ☐ Surgical dressing saturated with bright 
red blood

No redness over pressure point areas

No petechiae or rashes throughout the 
skin

Multiple Response Grouping: Evaluate OutcomesSample Question .

Assessment Finding
Normal/Expected/Not 
Likely to Cause Harm

Abnormal/Unexpected/
Potential for Harm

The client performs right-
shoulder range-of-motion 
exercises.

☐

The client avoids lifting more 
than 10 lb on the aected side.

☐

The implantation site is free of 
redness, swelling, and drainage.

☐

Muscle contractions are noted 
over the diaphragm that 
correspond to the HR.

☐

e client reporting pain at the level of the diaphragm, the client performing right-
shoulder range-of-motion exercises, the client reporting hiccupping lasting longer than 
usual, and muscle contractions noted over the diaphragm that correspond to the HR 
are all abnormal, are unexpected, and/or have the potential to cause harm and therefore 
require additional follow-up. erefore these are the correct answers to the question.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 648–649

Rationale: An RR of 8 bpm indicates a problem with the airway or respiratory system 
and is not consistent with an expected postoperative nding. e normal pulse oxim-
etry range in the postoperative period is 92% to 100%, so an SpO2 of 93% is acceptable; 
in addition, the client will likely be on supplemental oxygen at this time. Lung sounds 

THINKING SPACE
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should be clear. BP should be at or above baseline and may be elevated owing to pain. 
is client’s BP is low, which is an unexpected postoperative nding and could indicate 
a problem with perfusion or bleeding. e HR may be elevated above baseline because 
of pain; however, if it is substantially elevated, such as a HR of 120 BPM, this may be 
due to a problem with perfusion or bleeding. Peripheral pulses 2+ bilaterally is normal 
and expected progression. In the postoperative period, it is expected for the client to 
be drowsy but arousable and responding to stimuli. Pupils should be round, equal, and 
reactive to light. Sensation should be intact in the extremities. Hypoactive bowel sounds 
in all four quadrants are expected in the postoperative period because of the eects 
of anesthesia. Clear, yellow urine without odor is normal and expected. Urine output 
of 20 mL/hr may indicate renal impairment and could be associated with perfusion 
problems; this is not an expected outcome. A surgical dressing saturated with bright red 
blood likely indicates bleeding from the incision site and is not an expected outcome. 
No redness over pressure point areas is important to note as the operating room table 
can cause pressure injuries; this nding is normal and expected. No petechiae or rashes 
throughout the skin is also normal and expected progression for the client in the post-
operative period.

Test-Taking Strategy: Begin to answer this question by looking at each assessment 
nding, and consider whether it would require continued monitoring versus additional 
or immediate action or follow-up. If the evaluation necessitates additional or immediate 
action or follow-up, then it would not be consistent with expected or normal outcomes 
in the postoperative period. Organize your thinking process as illustrated in the table.

Assessment Finding Continue to Monitor

Requires Additional 
or Immediate Action/
Follow-up

RR 8 bpm ☐

SpO2 93% on 3 L/min per NC ☐

Lung sounds clear to auscultation
bilaterally

☐

BP 90/56 mm Hg ☐

HR 120 BPM ☐

Peripheral pulses 2+ bilaterally ☐

Drowsy, arousable and responsive to
stimuli

☐

Pupils equal, round, and reactive to light ☐

Sensation intact in bilateral lower 
extremities

☐

Bowel sounds hypoactive × 4 quadrants ☐

Urine output 20 mL/hr ☐

Urine yellow, clear, no odor

Surgical dressing saturated with bright 
red blood

☐

No redness over pressure point areas ☐

No petechiae or rashes throughout the 
skin

☐

Test-Taking
Strategy

Remember: In a Multiple Re-
sponse Grouping item, there will 
be a maximum of four selec-
tions in each row or grouping. 
You need to select at least one
response from each grouping 
category to answer the question.

NGN TIP
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The nurse is preparing a 68-year-old client in a rehabilitation center 
for discharge to home. The client was transferred from the hospital 2 
weeks ago following treatment for a right cerebral stroke. On admission
to the rehabilitation center, the following ųndings were documented.

The nurse consults with the case manager about the plan for 
home care. Collaboration with the client and spouse and the case 
manager reveals that the spouse will need assistance with the cli-
ent’s personal needs and ADLs and with ambulation and PT. A
home care aide is scheduled to visit the client daily for 3 hours a 
day. In addition, PT is planned for home visits 3 times weekly. The 
nurse implements a teaching plan for the client and spouse and 
monitors the client’s readiness for discharge.

Which client or spouse statement/observation indicates that the 
home care instruction is either understood or requires further teach-
ing? Place an X in either the Understood column or the Requires
Further Teaching column

Client or Spouse 
Statement/Observation

Understood Requires Further 
Teaching

Client places the right arm 
into the shirt sleeve ųrst
when putting the shirt on.

☐ ☐

Spouse states: “It will
help vision if I approach 
my spouse from the right 
side.”

☐ ☐

Spouse states: “I will talk
to the home care aides 
when they come, to be 
sure they get all of the 
care done during the ųrst
hour after they arrive.”

☐ ☐

Client turns the head to 
the right and then to the 
left before taking on an 
activity.

☐ ☐

Client states: “I know
that I need to call for 
help if I need to use the 
bathroom.”

☐ ☐

Client states: “I can
skip the stool softener 
medication if I have a 
bowel movement.”

☐ ☐

Client picks up a 
washcloth with the left 
hand to wash the face.

☐ ☐

Practice Question . Matrix Multiple Choice

Health History Nurses’ Notes Vital Signs Physician’s Orders

T = 98.6°F (36.0°C); HR = 92 BPM; BP = 132/78 mm Hg;

RR = 20 bpm; SpO2 = 95% on RA

Health History Nurses’ Notes Vital Signs Physician’s Orders

Client is accompanied by spouse, who will be the primary 

caregiver when the client returns home.

Alert and oriented and understands about receiving 

rehabilitative therapy before returning to home. States 

doesn’t really have “much to rehab” and is ųne but will do

what the doctor says to get home.

Has left-side weakness and seems impulsive with 

movements. Able to move right arm and leg with adequate 

strength noted.

Has diculty focusing and attention span is short; spouse 

is assisting in answering questions.

Spouse notes that the client’s judgment is impaired and is

concerned about the client’s safety because of the client’s

impulsivity.

Client also exhibits left-sided neglect; lacks proprioception.

Has homonymous hemianopsia.

Health History Nurses’ Notes Vital Signs Physician’s Orders

PT and OT evaluation and initiate a treatment plan as
needed

Low-fat diet
Out of bed as much as tolerated
Begin to prepare client and spouse for discharge to home
Referral to case manager to plan discharge
Clopidogrel 75 mg oral daily
Carvedilol 3.125 mg oral twice daily
Docusate 100 mg oral daily
Simvastatin 20 mg oral daily

Recall that evaluating outcomes questions will require that you examine outcome data 
provided. Depending on what the question is asking, you need to determine whether the 
data are expected, unexpected, or unrelated. en you need to think about additional 
actions or follow-up that may be necessary based on the conclusions you have made.

Content Area: Foundations of Nursing
Priority Concept: Perfusion
Reference(s): Potter etal., 2021, pp. 1348–1350

Practice Questions



A 16-year-old client was admitted to the mental health residential 
treatment center. The nurse performs an admission assessment 
and documents the following ųndings.

An interdisciplinary treatment approach was instituted to treat 
the client’s eating disorder and included nutritional consulta
tion, weight restoration therapy, and intensive psychotherapy and 
counseling. In addition, family therapy was planned. After 70 days
of treatment, the interdisciplinary team meets to discuss the cli-
ent’s readiness for discharge to home and use of outpatient sup
port services.

The nurse evaluates the client for acceptable outcome criteria indicat-
ing readiness for discharge. For each factor below, click to specify if the 
nding indicates readiness for discharge. Each factor may support 
more than one nding.

Factor Finding

Physiological ☐ Weight: 102 lb (46.3 kg)

☐ Eating 80% of each of the 3 meals delivered 
by the dietary department and 2 snacks

☐ Electrolyte results indicate:

 • Potassium: 3.2 mEq/L (3.2 mmol/L) L (normal 
reference range: 3.5–5.0 mEq/L [3.5–5.0 mmol/L])

 • Sodium: 130 mEq/L (130 mmol/L) L (normal 
reference range: 135–145 mEq/L [135–145 mmol/L])

 • Chloride: 95 mEq/L (95 mmol/L) L (normal ref-
erence range: 98–106 mEq/L [98–106 mmol/L])

Psychological Client states:
☐ “I really need to walk around the nursing unit

10 times a day and do 45 laps each time. I was 
doing 50 laps each time but cut down to 45.”

☐ “I counted my calories that I ate for the day and it
came to 950. I think that’s more than enough but
I need to keep counting the calories to be sure.”

☐ “I am clear about what triggers my disruptive
eating patterns and I know what alternative 
behaviors I need to take to help this.”

Social Client states:
☐ “My best friend asked if I would go to lunch

with some of our friends but I’m not going to
go because I have nothing to wear that makes 
me look good. All my clothes are too tight.”

☐ “My parent is taking me and my siblings to
that new movie that just came out; it’ll be fun.
I’m really looking forward to sharing a big box
of popcorn and drinking a cola!”

☐ “I have no interest in going to my prom this
year. I’ve gained this weight and people in my
class are deųnitely going to notice that.”

Family 
Support

☐ Parent states will be sure that the child eats at 
least 3 full meals a day and 2 snacks and will 
remove and throw away any “teen magazines”
or other distracting books or magazines that
are in the child’s bedroom.

☐ Parent states that all of the children are going to 
take a 15-minute walk every evening after dinner.

☐ Parent states, “My child seems to want to stay
close to home, but I’m encouraging my child
to spend some time with friends from school. I 
think these peer relationships are important.”

Follow-up ☐ Parent states that family therapy sessions are 
not necessary since the problem is with the 
one child “and not the family.”

Client states:
☐ “I have an appointment with the nutrition

person in 2 weeks, but I’m thinking that if I
maintain my weight and eat like I’m supposed
to, then I can cancel it.”

☐ “The nurse at my school says there is a sup
port group for students with eating problems 
and that they meet weekly. Do you think that
this will help me?”

Practice Question . Multiple Response Grouping

Health History Nurses’ Notes Vital Signs Lab Results

T = 96.4°F (35.7°C); HR = 40 BPM; BP = 88/48 mm Hg;
RR = 16 bpm; SpO2 = 92% on RA

Height: 5 ft 6 inches
Weight: 88 lb (40 kg)
BMI: 15.99 kg/m2

Health History Nurses’ Notes Vital Signs Lab Results

Client is accompanied by a parent. The parent consistently 

interrupts the client during the interview.

Parent states that the client is compulsive and always has 

to have everything in perfect order otherwise becomes 

anxious.

Parent states, “I was just like my child when I was that

age and always had to look perfect and be perfect with 

everything that I did. I know my child is very skinny, but 

that is how I was when I was a teenager and I had to starve 

myself like my child does in order to keep my hourglass 

ųgure.”

Client reports not socializing much because of being too

busy exercising and reports constant exercising all day 

long, at least 10 times a day for an hour each session. 

Reports the need to burn o calories and stay in control 

of weight.

States hardly eats because of feeling fat and feeling 

appearance is fat. Is very fearful of gaining weight; 

describes restrictive eating patterns.

Loves to collect food recipes and cookbooks and prepare

huge meals for other people but doesn’t eat with them.

Denies alcohol or drug misuse.

Denies suicidal thoughts.

Denies food binging and purging, or use of laxatives or

enemas.

Reports amenorrhea for the past 3 months.

Face is hollowed with sunken eyes.

Skin is pale, hair dry and thin.

Growth of lanugo on skin, skin is yellow tinged.

Complains of dizziness and skipped heart beats.
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A 68-year-old client is admitted to the ED with a diagnosis of
atrial ųbrillation and rapid ventricular response. The ED physi
cian completes the history and physical, and prescribes IV amio-
darone to treat the dysrhythmia.

Select the four ndings that indicate a therapeutic outcome of 
medication therapy.

☐ Reports of tremors

☐ Reports of photosensitivity

☐ BP 90/56 mm Hg

☐ HR regular at 102 BPM

☐ Prolongation of the PR interval

☐ Widening of the QRS complex

☐ Peripheral edema 2+ pitting bilaterally

☐ Reports of anorexia, nausea, and vomiting

☐ Atrial ųbrillation converted to sinus rhythm

Practice Question . Multiple Response Select N

Health History Nurses’ Notes Vital Signs Lab Results

A 68-year-old client presents to the ED at 1215 with

complaints of “heart Ŵuttering” and shortness of breath

that started 2 hours ago. Associated with fatigue and 

dizziness, worsened by activity. No alleviating factors,

symptoms are constant. Denies chest pain, losing

consciousness, and diculty breathing while lying 

down. Reports past medical history of hypertension, 

hyperlipidemia, and type 2 DM. Family history is negative

for cardiac events.

Speaks in short sentences, appears short of breath while 

talking. Skin is warm, dry, and intact throughout. Rapid, 

irregular HR, 120–140 BPM on auscultation. Lung sounds

clear to auscultation in all ųelds. No peripheral edema.

Health History Nurses’ Notes Vital Signs Lab Results

:: T = 98.8°F (37.1°C); apical HR = 120–140 BPM and

irregular; RR = 22 bpm; BP = 128/76 mm Hg; SpO2 = 95% 

on RA

Health History Nurses’ Notes Vital Signs Lab Results

: Client admitted to ED. Received orders for IV ami-

odarone.

: Admission assessment completed. Amiodarone 

started. Continuous VS monitoring and cardiac monitor 

in place. Cardiac monitor shows shortened PR interval, 

narrowed QRS complex, atrial ųbrillation with an irregular

rate of 120–140 BPM.

: Follow-up VS and assessment completed. Client 

reports tremors, light sensitivity, lack of appetite with 

nausea, vomiting × 1 undigested food, no hematemesis. 

BP 90/56 mm Hg, HR 102 BPM. Cardiac monitor shows

prolongation of previously shortened PR interval, widening 

of previously narrowed QRS complex, atrial ųbrillation

converted to sinus rhythm. HR regular at 102 BPM. 2+ 

pitting peripheral edema.
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A 39-year-old client is being seen in the outpatient pain manage-
ment clinic. The client was in a motor vehicle accident 1 year ago 
and sustained an injury to the cervical and lumbar spine and has
been experiencing neck and back pain since the injury. The client
has tried conservative measures, including ice and heat, massage, 
and PT. The client has also tried acetaminophen, NSAIDs, muscle
relaxants, and opioid analgesics, and the pain has become intol-
erable again even with these measures. The pain management 
specialist has added amitriptyline to the treatment plan, and the 
nurse provides teaching to the client about the plan. The client 
returns to the clinic 1 month later for follow-up evaluation.

Which observations indicate that the treatment plan is eective? For 
each client statement/observation, click to specify if the statement 
indicates that the treatment plan is Eective or Ineective.

Statement/Observation Effective Ineffective

Client states: “My back and neck
are sore after PT.”

☐ ☐

Client states: “I have been walking
a mile each day before going to 
work.”

☐ ☐

Client states: “I need to wear my
neck collar all the time because I 
need it for added support.”

☐ ☐

Client ambulates to the 
examination room and is limping 
and leaning the hand on the wall 
while walking.

☐ ☐

Client states: “I know that new
medication is used for depression 
but it has helped my pain too.”

☐ ☐

Practice Question . Matrix Multiple Choice
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A 58-year-old client is admitted to the medical-surgical unit at 
0600 from the ED with abdominal pain, fatigue, dizziness, and
bright red blood in the stool, and is diagnosed with GI hemor-
rhage. The nurse reviews the medical record on admission.

Based on the client ndings, complete the following sentence by 
choosing from the lists of options provided.

The nurse determines that the ________1 [Select]________ was 

eective, as evidenced by the ___________2 [Select]________ and 

the ___________3 [Select]________.

Options for  Options for  Options for 

Pantoprazole Hemoglobin level VS
Hydromorphone
Blood transfusion

Coagulation 
studies result

Fecal occult blood 
test result

Abdominal pain
Report about fatigue 

and dizziness

Practice Question . Drop-Down Cloze

Health History Nurses’ Notes Physician’s Orders Lab Results

Past medical history: DM, osteoarthritis, depression

Social history: Smokes cigarettes 1 pack per day for 10 years, 

drinks 3 glasses of wine nightly, denies other recreational 

drug use

Medications: Metformin 500 mg twice daily, ibuprofen 800 

mg three times daily for joint pain, citalopram 10 mg daily

Health History Nurses’ Notes Physician’s Orders Lab Results

: Received and reviewed laboratory results. Started 

blood transfusion per protocol. Administering 1 unit 

PRBCs. Client reports continued abdominal pain, fatigue, 

dizziness. VS stable.

: 1 unit PRBCs completed. VS stable throughout trans-

fusion. Client reports abdominal pain is unchanged. States 

no longer feels dizzy and feels less fatigued.

: Hemoglobin and hematocrit result updated. T = 

98.8°F (37.1°C); apical HR = 82 BPM and regular; RR = 18

bpm; BP = 122/74 mm Hg; SpO2 = 95% on RA.

Health History Nurses’ Notes Physician’s Orders Lab Results

Complete blood count (CBC)
Prothrombin time (PT)
Partial thromboplastin time (aPTT)
International normalized ratio (INR)
Type and crossmatch
1 unit PRBCs if hemoglobin is less than 8.0 g/dL (80 g/L),

repeat hemoglobin and hematocrit level 2 hours after 
transfusion is complete

Bowel preparation (polyethylene glycol as directed) for 
colonoscopy

Obtain consent for colonoscopy
Pantoprazole 40 mg intravenously every 8 hours
Bowel rest, NPO
Normal saline IV maintenance Ŵuids at 125 mL/hr
Hydromorphone 1 mg IV push every 3 hr as needed for pain
GI specialist consultation

:

Test Result
Normal Reference 
Range

Complete Blood Count

Red blood 
cells (RBCs)

4.5 (4.5 × 1012) 4.2–6.2 × 1012/L
(4.2–6.2 × 1012/L)

White blood 
cells (WBCs)

8000/mm3 (8 × 
109/L)

5000–10,000/mm3

(5–10 × 109/L)

Platelets 180,000/mm3

(180 × 109/L)
150,000–400,000/mm3

(150–400 × 109/L)

Hemoglobin 
(Hgb)

7.6 g/dL (76
g/L) L

12–18 g/dL (120–180
g/L)

Hematocrit 
(Hct)

32% (0.32) L 37%–52% (0.37–0.52)

Coagulation Studies

aPTT 32 seconds 30–40 sec

PT 12.5 seconds 11–12.5 sec

INR 1.0 0.81–1.2

Fecal Occult Blood Test

Occult blood Detected Negative

Type and Crossmatch

Type and 
crossmatch

O positive
No antibodies 
detected

:

Test Result
Normal Reference 
Range

Hemoglobin (Hgb) 9.0 g/dL
(90 g/L) L

12–18 g/dL
(120–180 g/L)

Hematocrit (Hct) 39% (0.39) 37%–52% (0.37–0.52)

Health History Nurses’ Notes Physician’s Orders Lab Results
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A 3-day-old newborn is seen in the outpatient pediatric clinic for 
a post-hospital follow-up appointment. The nurse reviews the 
health history and notes the following.

The nurse performs an assessment on the newborn and obtains a 
blood specimen for evaluation of the bilirubin level. The following 
notes are documented.

Click to highlight the ndings that indicate the need for follow-up in 
the 3-day-old newborn.

Practice Question . Highlight in Text

Health History Nurses’ Notes Vital Signs Lab Results

Breast-feeding/chest-feeding every 2 to 3 hours without

diculty. Parents report infant urinates 12 to 15 times per 

day and has a bowel movement 5 to 6 times per day. They 

report that stool is greenish brown to yellowish brown, thin 

and less sticky in consistency than it has been. They have 

noticed the skin looks tan and the eyes look yellow.

Health History Nurses’ Notes Vital Signs Lab Results

T = 99.6°F (37.5°C) axillary; apical HR = 180 BPM and

regular; RR = 70 bpm; weight = 7 lb 5 oz (3.4 kg)

Health History Nurses’ Notes Vital Signs Lab Results

Test Result Normal Reference Range

Bilirubin 4.8 mg/dL (81.6

mcmol/L) H

0.2 –1.4 mg/dL (3.4–23.8

mcmol/L)

Health History Nurses’ Notes Vital Signs Lab Results

Test Result Normal Reference Range

Bilirubin 3.1 mg/dL (52.7

mcmol/L) H

0.2–1.4 mg/dL (3.4–23.8

mcmol/L)

Infant born full-term via vaginal delivery. No labor 

or birth complications.

Birth weight: 7 lb 3 oz (3.3 kg)

Birth length: 19 inches



111

Case studies provide the foundation for the NGN test items. ere are two types of 
case studies used on the NGN: the Stand-alone items and the Unfolding Case Study. 
Although there are some dierences between the two types of cases, both types pre-
sent a realistic clinical situation commonly encountered in practice by the new nurs-
ing graduate. is chapter describes the dierences between the Stand-alone items 
and the Unfolding Case Study. Samples of each type of case and accompanying NGN 
items are illustrated throughout the chapter along with rationales and test-taking 
strategies.

e NCSBN NCJMM identies the six clinical judgment cognitive (thinking) skills 
that the nurse applies when caring for a client and making a clinical decision to ensure 
safety and high-quality care (Box 9.1). e model also identies factors that inuence 
the ability of the nurse to make appropriate clinical judgments; these are known as Envi-

ronmental Factors and Individual Factors and are the external factors considered in the 
daily care of a client. Environmental Factors focus on the client and the environment. 
Individual Factors are those related to the nurse caring for the client. Table 9.1 pro-
vides a list of these environmental and individual factors. As case studies are presented 
throughout this chapter, these environmental and individual factors are identied with 
color shading to distinguish them and illustrate how they are represented in a case study. 
Also, refer to Chapter 5 for a description and examples of how each external factor 
aects your thinking process in making clinical judgments.

What Are Stand-alone Items?

Stand-alone items present a short paragraph of client information. ese item types 
present a stated diagnosis or an implied diagnosis and include clinical information for 
a specic client. e client information may be presented in paragraph form or in the 
form of a medical record such as Nurses’ Notes, medical history, physician orders, VS, 
I&O, or laboratory and diagnostic tests, for example. ere are two types of Stand-alone 
items used on the NGN: the Bow-tie item and the Trend item. Both item types provide 
information that require you to make one or more clinical decisions. us these item 
types can measure more than one CJ cognitive skill.

Strategies for Answering 
NGN Stand-alone Items and 

Unfolding Case Studies

C H A P T E R  9

Remember: Environmental Factors

and Individual Factors are the 
external factors considered in the 
daily care of a client. Environmen-

tal Factors focus on the client and 
the environment, and Individual 

Factors are those related to the 
nurse caring for the client. These 
factors inuence your thinking 
process in making clinical judg-
ments.

NGN TIP

Recognize Cues
Analyze Cues
Prioritize Hypotheses
Generate Solutions
Take Action
Evaluate Outcomes

BOX 9.1 Cognitive Skills of the NCJMM
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Remember: According to the 
NCSBN, in a Bow-tie item the 
response options are known as 
the tokens and the placeholders 
for the response items are known 
as the targets. In order to move 
forward in the exam, all targets 
must be lled with the tokens, 
which are found directly below 
the Bow-tie in labeled columns.

NGN TIP

TABLE 9.1 Environmental and Individual Factors That Inuence Clinical 
Judgment

Environmental Factors Individual Factors

Client observation

Consequences and risks

Cultural considerations

Environment

Medical records

Resources

Task complexity

Time pressure

Candidate (test-taker) characteristics

Knowledge

Level of experience

Prior experience

Skills

Specialty

From National Council of State Boards of Nursing (NCSBN). (2019). Next Generation NCLEX® News, Winter 2019. 

https://www.ncsbn.org/NGN_Winter19.pdf

Bow-tie Item

e Bow-tie item can address all six cognitive skills in the NCJMM and provides a clini-
cal scenario that includes client data at one point in time. Using drag-and-drop technol-
ogy, the responses to the item are dragged and placed into three areas (categories) of a 
“gure” that looks like a bow-tie. e Bow-tie item has headers identifying each of the 
three areas. e options are provided, in addition to specic directions as to how to 
answer the item. Samples of Bow-tie items are presented in Sample Question 9.1 and 
Sample Question 9.2. ese samples provide client data in the form of a medical record.

Remember: For the Bow-tie item in Sample Question 9.1, 
you need to read the information in the scenario and rec-
ognize which ndings are relevant (Recognize Cues), make 
connections to determine what these relevant ndings 
mean and what condition the client may be experienc-
ing (Analyze Cues), and identify the client’s immediate 
problem(s) (Prioritize Hypotheses). Then you need to 
identify possible solutions to address the client’s needs 
(Generate Solutions), the appropriate actions to take (Take 
Action), and parameters to monitor once actions have 
been taken (Evaluate Outcomes).

NGN TIP

Remember: To answer a Bow-tie item, select from the 
middle well rst, which in Sample Question 9.1 is the 
Potential Condition. To make the correct selection, identify 
relevant data and organize those data to determine what 
the client’s condition is in the clinical scenario. Then 
review the choices under Potential Conditions and select 
the one that best matches your analysis. After selecting 
or dragging the client condition into the middle section 
of the Bow-tie gure, decide on the Nursing Actions that 
would be appropriate to manage the client condition and 
the Parameters that a nurse would need to monitor to 
determine if those actions were eective.

NGN TIP
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Complete the diagram by dragging (or selecting) from the choic-
es below one potential condition, two actions the nurse would 
immediately take to address the condition, and two parameters 
the nurse would monitor to assess the client’s progress.

Potential Condition

Action to Take

Action to Take

Parameter to Monitor

Parameter to Monitor

Action to Take Potential 
Condition

Parameter to 
Monitor

Clamp the tubing and 

determine location of the 

problem.

Bleeding Chest x-ray

Apply pressure to the 

chest tube insertion site.

Air leak in the 

drainage system

Hemoglobin, 

hematocrit, 

platelets, red 

blood cells

Check for subcutaneous 

emphysema.

Displacement of 

the chest tube in 

the pleural space

Respiratory 

status, HR, BP, 

RR, SpO2

Disconnect and 

submerge the chest 

tube in a bottle of 

sterile water.

Lung has re-

expanded

Fluctuation 

and bubbling in 

the water seal 

chamber

Notify the surgeon. Drainage amount 

in the collection 

chamber

Answers

Clamp the tubing 
and

determine location 
of the problem

Check for 
subcutaneous
emphysema

Respiratory status, 
HR, BP, RR, SpO2

Air leak in the 
drainage system

Fluctuation and
bubbling in the 

water seal chamber

Sample Bow-tie ItemSample Question .

Health History Nurses’ Notes Vital Signs Lab Results

: Client was admitted to medical-surgical unit from 

the recovery unit following right wedge resection with 

one chest tube attached to a 3-chamber closed chest tube 

drainage system. Dressing covering the chest tube inser-

tion site is occlusive, dry, and intact. 50 mL bloody drain-

age in the collection chamber, intermittent bubbling in the 

water seal chamber, gentle bubbling in the suction control 

chamber. Arousable and oriented, oxygen via NC at 2 L/

min, HOB at 30 degrees.

VS: T = 98.6°F (37.0°C); HR = 80 BPM; RR = 20 bpm; BP 

= 118/70 mm Hg.

SpO2 95% on 2 L oxygen. Pain 3/10 right chest tube inser-

tion site, increases with deep breathing and coughing.

: The nurse notes that the client has dyspnea and 

reports an increase in pain to 5/10. Drainage in the collec-

tion control chamber is at 100 mL bloody drainage; there 

is continuous vigorous bubbling in the water seal chamber

and gentle bubbling in the suction control chamber.

Health History Nurses’ Notes Vital Signs Lab Results

A 53-year-old client undergoes a right lung wedge resection 

to remove a tumor. Biopsy results are pending but the tu-

mor has caused moderate to severe pain in the right lung 

area. The client has no history of cancer and reports no his-

tory of cancer in the family. The client reports being a nurse 

and works at a home health agency as a visiting nurse. The 

medical history includes hyperlipidemia and taking atorv-

astatin 40 mg daily. No other medical or surgical history 

reported.

Environmental Factors 

Client Observation

Environment

Medical Records

Individual Factors

Specialty

HIGHLIGHT

KEY

Rationale: A chest tube is a catheter inserted through the rib cage into the pleural 
space to remove air, uid, or blood; to prevent air, or uid from re-entering the pleu-
ral space; or to re-establish normal intrapleural pressure aer trauma or surgery to pro-
mote lung re-expansion. Aer a chest tube is inserted, it is attached to a drainage system. 
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A traditional chest drainage system has three chambers: one for collection of drainage, 
one for maintaining a water seal, and one for suction control. e uid in the collection 
chamber needs to be measured hourly for the rst 24 hours aer insertion by marking 
the drainage level in the collection chamber with a piece of tape or per agency procedure. 
Unless otherwise specied by the surgeon, drainage amounts greater than 70 to 100 mL 
per hour are a concern. Following lung resection, bloody drainage would be expected; 
but if the drainage changes to bright red or increases suddenly, bleeding is suspected 
and the surgeon is notied immediately. e water seal chamber prevents air from re-
entering the client’s pleural space. Fluctuation of the water (moves up as the client inhales 
and moves down as the client exhales) is expected. Intermittent bubbling in this chamber 
may be noted and indicates air leaving the pleural space.

If the lung has re-expanded the nurse would note that the uctuation has stopped. 
A sign of a displaced chest tube is also absence of uctuation. A chest x-ray would con-
rm either situation. However, continuous and vigorous bubbling indicates a leak in the 
drainage system or the presence of a pneumothorax. If this occurs, the nurse immedi-
ately assesses the system and the client to determine the location and extent of the leak. 
Leaks can occur outside the client’s body (such as within the drain or tubing connections) 
or within the body (for instance, at the tube insertion site or inside the chest cavity). To 
determine the location of the leak, the nurse would clamp the tubing as close as possible 
to the client. If bubbling continues, the leak is in the tubing or there could be damage to 
the drainage device. If bubbling disappears when the tube is clamped, the air leak is likely 
at the insertion site or within the chest wall. With a signicant internal air leak, the nurse 
would palpate subcutaneous emphysema or “crackling” (also known as crepitus) under 
the skin around the insertion site. If the leak is at the insertion site the nurse would apply 
petroleum gauze and a sterile occlusive dressing to seal it o. If the air leak is due to a 
cracked drainage system, the nurse would replace the system following agency procedure.

Whatever its source, an air leak needs to be addressed and resolved because of the 
risk of tension pneumothorax; this can result in cardiac tamponade—a life-threatening 
emergency. Once the nurse locates the air leak and takes actions to resolve it, the sur-
geon is notied. e nurse monitors the client’s respiratory status, HR, BP, RR, and 
SpO2 level. e nurse would also closely monitor the status of the water seal chamber, 
looking for uctuations and the absence of continuous vigorous bubbling. If bleeding is 
suspected, depending on its location, pressure may need to be applied to the insertion 
site and the drainage amount will be monitored. In addition, laboratory values such as 
the hemoglobin, hematocrit, platelets, and red blood cells would be monitored to assess 
blood loss and the need for blood administration or surgical intervention. If a chest tube 
disconnected from the system, it would be submerged in a bottle of sterile water in order 
to maintain the water seal until the system could be re-established.

Test-Taking Strategy: To begin answering this question, organize your thought process 
into two parts. is question is asking you to decide on the potential condition based on 
data provided in the clinical scenario. ink about each assessment nding, and decide 
if it is consistent with the condition listed, as illustrated in the table.

Supportive Assessment Finding Potential Condition

VS N/A, WNL

Dyspnea Bleeding, air leak in the drainage system, displa-
cement of the chest tube in the pleural space

Increased pain Bleeding, air leak in the drainage system, displa-
cement of the chest tube in the pleural space

100 mL bloody drainage in collection 
control chamber

N/A, expected

Vigorous bubbling in the water seal chamber Air leak in the drainage system

Gentle bubbling in suction control chamber N/A, expected

N/A, Not applicable; WNL, within normal limits.

Test-Taking
Strategy

THINKING SPACE
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e VS are within normal limits and therefore are not related to any of the potential 
conditions. e dyspnea could be related to bleeding, an air leak in the drainage system, 
or displacement of the chest tube in the pleural space. Increased pain could be related to 
bleeding, an air leak in the drainage system, and displacement of the chest tube in the 
pleural space. e 100 mL of bloody drainage in the collection control chamber is an 
expected nding, as is gentle bubbling in the suction control chamber. Vigorous bubbling 
in the water seal chamber is consistent with an air leak in the drainage system. Consider-
ing that most of the supportive assessment ndings relate to an air leak in the drainage 
system, you should choose this as the potential condition. Aer you have identied the 
most likely potential condition, the second part of your thought process will be to decide 
on the most appropriate nursing actions for the care of the client with an air leak. To 
decide on the two interventions the nurse would immediately take, think about whether 
there are data to support performing each intervention, as illustrated in the table.

Immediate Action to Take Supporting Data

Clamp the tubing. Yes

Apply pressure to the chest tube insertion site. No

Check for subcutaneous emphysema. Yes

Disconnect and submerge the chest tube in a bottle of sterile water. No

Notify the surgeon. No

e dyspnea, increased pain, and vigorous bubbling in the water seal chamber are 
the data that support clamping the tubing to further assess for an air leak in the drain-
age system. ere are no data supporting applying pressure to the chest tube insertion 
site. Because an air leak is suspected based on the assessment, there are data to support 
checking for subcutaneous emphysema. ere are no data to support disconnecting and 
submerging the chest tube in a bottle of sterile water because the chest tube has not been 
dislodged from the chest. ere are no data to support contacting the surgeon yet, until 
further assessment data are gathered. Next, you need to decide on additional parameters 
to monitor based on the actions you decided on. To help you with this, decide whether 
each listed parameter is directly related to either the condition or the nursing actions to 
assist in selecting the correct options, as illustrated in the table.

Parameter to Monitor Related to Condition or Action

Chest x-ray No—displacement of the chest tube in the 
pleural space and lung has re-expanded

Hemoglobin, hematocrit, platelets, red blood cells No—bleeding

Respiratory status, HR, BP, RR, SpO2 Yes

Fluctuation and bubbling in the water seal 
chamber

Yes

Drainage amount in the collection chamber No—expected nding

e chest x-ray is not specically related to an air leak in the chest drainage system, and is 
a distractor because this would be useful in assessing for displacement of the chest tube in the 
pleural space and also in assessing if the lung has re-expanded. e hemoglobin, hematocrit, 
platelets, and red blood cells are also a distractor because this would be useful in assessing for 
bleeding. e respiratory status, HR, BP, RR , and SpO2 are important parameters to monitor 
for an air leak, as this information would enable the nurse to detect any complications of this 
problem. Fluctuation and bubbling in the water seal chamber is directly related, as this pro-
vides information about the functionality of the chest drainage system. e drainage amount 
in the collection chamber is an expected nding in this clinical scenario and therefore is not 
a parameter that needs to be monitored specic to the air leak.

Content Area: Medical-Surgical Nursing
Priority Concept: Gas Exchange
Reference(s): Ignatavicius et al., 2021, pp. 559–562; Potter et al., 2021, pp. 939–940; 

965–971

THINKING SPACE



Strategies for Student Success on the Next Generation NCLEX® (NGN) Test Items116

Rationale: NAFLD is a liver condition aecting individuals who drink little to no 
alcohol. e primary characteristic of the disorder is that in NAFLD, too much fat is 
stored in liver cells. e primary complication of fatty liver disease is the progression 
of NASH, an aggressive form of fatty liver disease, which is marked by liver inam-
mation and may progress to advanced scarring (cirrhosis) and liver failure. Symptoms 
of NASH may include severe tiredness, weakness, weight loss, yellowing of the skin 
or eyes (jaundice), weblike clusters of enlarged blood vessels on the skin, and itch-
ing. If NASH results in cirrhosis symptoms, uid retention, internal bleeding, muscle 
wasting, and confusion occur. Cirrhosis can lead to liver failure and the need for a 
liver transplant. Some risk factors for fatty liver disease include obesity, diabetes or 
prediabetes, elevated cholesterol and triglyceride levels, and hypertension. Fatty liver 
disease may be suspected if liver function blood tests are abnormal and elevated. 

: The nurse is reviewing the client’s admission history and 
Nurses’ Notes to prepare the client’s plan of care.

Complete the diagram by dragging (or selecting) from the choices 
below one potential complication the client is most likely expe-
riencing, two most likely assessment ndings that support that 
condition, and two potential interventions to treat the condition.

Supportive
Assessment 

Finding

Supportive
Assessment

Finding

Potential 
Intervention

Potential 
Complication

Potential 
Intervention

Supportive 
Assessment 

Finding

Potential 
Complication

Potential 
Intervention

Frequent nosebleeds Variceal bleeding Increase 

semaglutide 

dosage weekly

Jaundice Hepatitis Liver biopsy

Enlarged blood 

vessels just beneath 

the skin’s surface

Nonalcoholic 

steatohepatitis 

(NASH)

Weight loss and 

exercise program

Weight 206 lb (93.44 

kg)

Cirrhosis Antihypertensive 

medication

Blood pressure Medication to 

lower cholesterol 

levels

Answers

Jaundice

Enlarged blood 
vessels just

beneath the skin's 
surface

Weight loss and
exercise programNonalcoholic 

steatohepatitis
(NASH)

Liver biopsy

Sample Bow-tie ItemSample Question .

Health History Nurses’ Notes Physician’s Orders Lab Results

: A 52-year-old client arrived at the ED accompanied by 

the spouse and reports loss of appetite, weight loss, weak-

ness, fatigue, and frequent nosebleeds. The client also re-

ports occasional upper right abdominal discomfort. Past 

medical history includes type 2 DM, atrial brillation, and 

hypothyroidism. Client reports that the physician suspects 

nonalcoholic fatty liver disease (NAFLD). The client denies 

alcohol or drug use. States takes levothyroxine 112 mcg daily, 

apixaban 5 mg twice daily, and semaglutide 1 mg weekly. Re-

ports that the recent HbA1c was 5.7.

: Client was admitted to medical-surgical unit. As-

sessment reveals yellow-colored skin and yellow sclera and 

the client reports itchy skin. Weblike clusters of enlarged 

blood vessels are noted under the skin on the face and 

abdomen.

VS: T = 99.2°F (37.3°C); HR = 88 BPM; RR = 22 bpm; BP = 

120/68 mm Hg.

SpO2 = 94% on RA, pain 2/10 right upper abdomen.

Weight 206 lb (93.44 kg) Height 5 ft 2 inches.

Environmental Factors

Client Observation

Environment

Medical Records

Individual Factors

Specialty

HIGHLIGHT

KEY
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Imaging studies such as ultrasound and magnetic resonance imaging may show fat 
deposits and scar tissue in the liver. However, the only way to be certain that fatty liver 
disease is present is with a liver biopsy. Based on analysis of the biopsy, if fat is present 
but no inammation or tissue damage, the diagnosis is NAFLD. If fat, inammation, 
and liver damage are present, the diagnosis is NASH. If there is scar tissue, known as 
brosis, it is probably developing cirrhosis. If the client has NASH, no medication is 
available to reverse the fat buildup in the liver. Although jaundice and visible blood 
vessels may be seen in cirrhosis, there is no evidence of uid retention, internal bleed-
ing, muscle wasting, or confusion; therefore cirrhosis is not a likely complication. 
ere is also no evidence to suggest brosis. In some cases the liver damage stops or 
even reverses itself. However, in others the disease continues to progress. erefore it 
is important to control any conditions that may contribute to fatty liver disease. Treat-
ments and lifestyle changes may include weight loss, exercise, medication to reduce 
cholesterol or triglycerides and medications for hypertension if needed, medications 
to control diabetes if needed, limiting over-the-counter medications, avoiding alco-
hol, and consulting with a liver specialist. ere is no supporting evidence that this 
client has variceal bleeding. Although the client has nosebleeds, these could be the 
result of altered coagulation studies or due to many other causes such as allergies. In 
addition, if the client had variceal bleeding, the client would most likely be vomit-
ing blood. Although some of the client’s symptoms are related to hepatitis, the client 
indicates that the physician suspects NAFLD, and hepatitis is not a complication of 
this health problem. e client’s HbA1c was 5.7, which indicates good control of the 
diabetes. erefore there is no reason to increase the semaglutide, which is an antidia-
betic medication. e BP is normal, so there is no need for antihypertensive therapy. 
ere is no evidence of hyperlipidemia, so medication to lower the cholesterol level 
is not indicated.

Test-Taking Strategy: To begin answering this question, organize your thought pro-
cess into two parts. is question is asking you to decide on the potential complication 
based on the client’s supportive assessment ndings noted in the options. ink about 
each assessment nding and decide if it is consistent with the complications listed, as 
illustrated in the table.

Supportive Assessment Finding Potential Complication

Frequent nosebleeds Coagulopathy

Jaundice NASH, hepatitis, cirrhosis

Enlarged blood vessels just beneath 
the skin’s surface

NASH, cirrhosis

Weight 206 lb (93.44 kg) Nonspecic, although it is a risk factor for 
fatty liver disease

BP 120/68 mm Hg Normal and therefore not related to a 
potential complication

Test-Taking
Strategy

THINKING SPACE
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THINKING SPACE The frequent nosebleeds are most likely related to coagulopathy from the client 
being on anticoagulant therapy. Jaundice could be related to NASH, hepatitis, and 
cirrhosis. Enlarged blood vessels beneath the skin surface could be related to NASH 
or cirrhosis. Weight, although nonspecific, is a risk factor for fatty liver disease. The 
BP is normal and therefore is not related to any potential complication. Considering 
that most supportive assessment findings relate to NASH and cirrhosis, you should 
choose NASH as the potential complication because there is no other evidence of 
cirrhosis, such as fluid retention, internal bleeding, muscle wasting, or confusion. 
After you have identified the most likely potential complication, the second part 
of your thought process will be to decide on the most appropriate nursing actions 
for the care of the client with NASH. To decide on the two interventions the nurse 
would perform, think about whether there are data to support performing each 
intervention, as illustrated in the table.

Potential Intervention Supporting Data

Increase semaglutide dosage weekly No

Liver biopsy Yes

Weight loss and exercise program Yes

Antihypertensive medication No

Medication to lower cholesterol level No

In NASH, a liver biopsy is needed to conrm this condition versus NAFLD; therefore 
there are supporting data to indicate the need for this test. inking about the patho-
physiology and the causes of NASH, you would be able to determine that there are sup-
porting data for the need for a weight loss and exercise program. e client’s HbA1c is 
5.7; therefore there are no data to support increasing the semaglutide. e client’s BP is 
120/68 mm Hg; therefore there are no supporting data for the need for an antihyperten-
sive medication. ere is no evidence of high cholesterol; therefore there are no data to 
support starting a medication for this.

Content Area: Medical-Surgical Nursing
Priority Concept: Tissue Integrity
Reference(s): Ignatavicius etal., 2021, p. 1158

Trend Item

Similar to the Bow-tie for the Stand-alone test items, the Trend item begins with a client 
situation that includes assessment data. e client information is presented in the form 
of a medical record, such as Nurses’ Notes, medical history, physician orders, an I&O 
record, or laboratory and diagnostic tests. e dierence between the Bow-tie and the 
Trend item is that the Trend item presents data gathered over a period of time rather than 
at one point in time. erefore in the Trend item the candidate examines trends in data 
over time to determine changes in the client’s condition. e Trend item can measure 
more than one cognitive skill in the item. In addition, any NGN item type (except a 
Bow-tie item) will be used in a Trend item. Samples of a Trend item are presented in 
Sample Question 9.3 and Sample Question 9.4.



CHAPTER 9 Strategies for Answering NGN Stand-alone Items and Unfolding Case Studies 119

A 34-year-old G4P4 delivered their fourth baby 3 hours ago via 

vaginal delivery and was transferred to the postpartum unit. The 

postpartum nurse received hand-o report from the labor and 
delivery nurse.

The postpartum nurse reviews the medical record, performs a 
physical assessment, and documents the ndings.

At the 1145 time point, click to specify which ndings would be ex-
pected, indicating normal postpartum progression, and which nd-
ings would be unexpected, indicating a need for follow-up.

Assessment 
Finding Expected

Indicates a Need 
for Follow-up

Breast ☐

Breath sounds ☐

Fundus ☐

Lochia ☐

Perineum ☐

Bladder ☐

Abdomen ☐

Lower extremities ☐

Sample Trend ItemSample Question .

Health History Nurses’ Notes Physical Assessment Lab Results

:
Breast: Soft, no pain to palpation.
Breath sounds: Clear to auscultation.
Fundus: Firm, midline, at level of umbilicus.
Lochia: Lochia rubra, dark red.
Perineum: Laceration well approximated with sutures in 

place. Reports mild pain to the area.
Bladder: No bladder distention.
Abdomen: Soft, active bowel sounds in all quadrants.
Lower extremities: Deep tendon reexes 1+, peripheral 

edema 1+ nonpitting.

:
Breast: Soft, no pain to palpation.
Breath sounds: Clear to auscultation.
Fundus: Firm, midline, at level of umbilicus.
Lochia: Lochia rubra, dark red.
Perineum: Laceration well approximated with sutures in 

place. Reports mild pain to the area.
Bladder: Has not voided, slight bladder distention.
Abdomen: Soft, active bowel sounds in all quadrants.
Lower extremities: Deep tendon reexes 1+, peripheral 

edema 1+ nonpitting.

:
Breast: Soft, no pain to palpation.
Breath sounds: Clear to auscultation.
Fundus: Soft, boggy, deviated laterally to the left.
Lochia: Large clots, large amount of lochia rubra, dark red.
Perineum: Laceration well approximated with sutures in 

place. Reports mild pain to the area.
Bladder: Bladder distention noted on palpation of the 

abdomen.
Abdomen: Soft, active bowel sounds in all quadrants.
Lower extremities: Deep tendon reexes 1+, peripheral 

edema 1+ nonpitting.

Environmental Factors

Client Observation

Environment

Medical Records

Individual Factors

Specialty

HIGHLIGHT

KEY

Remember: Any NGN item type (except a Bow-tie item) 
is used in a Trend item. This sample Trend item provides 
client data in the form of a medical record presenting 
physical assessment data over time. The item type for this 
question is a Matrix Multiple Choice. In this item type, you 
need to select one response option for each row.

Health History Nurses’ Notes Physical Assessment Lab Results

: Other children are 7, 5, and 2 years old. Epidural was 

used for pain management during labor. Labor was 8 hours, 

and membranes were articially ruptured by the obstetrician. 

Oxytocin was administered to induce labor. Stage 2 vaginal 

laceration, which was repaired after delivery. Rh negative and 

Group B Streptococcus (GBS) negative. Last fundal assess-

ment was rm, dark red lochia. Plans to breast-feed/chest-

feed. Newborn’s Apgar scores were 8, 9, and 9. Birth weight 

was 7 lb 12 oz (3.26 kg). First stool passed. Skin-to-skin care 

for 1 hour after birth, 3 feedings since birth. Erythromycin eye 

prophylaxis given, vitamin K injection administered.

NGN TIP
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THINKING SPACE Rationale: e nurse needs to consider all assessment ndings and how they relate 
to one another, to decide what could be happening with the client and to plan care 
accordingly. In comparing the ndings at 1145 with previous assessment ndings, 
the nurse would determine that there are changes, specically with the fundus, the 
lochia, and the bladder assessment ndings. Breasts are expected to be so without 
pain to palpation during the rst 1 to 2 days. On days 2 to 3 they are lling, and on 
days 3 to 5 they are full but soen with breast-feeding/chest-feeding. ere should be 
no rmness, heat, pain, or engorgement of the breasts. Breath sounds should be clear 
to auscultation; crackles could indicate possible uid overload, which can occur aer 
oxytocin administration and would require follow-up. e fundus should be rm and 
midline and should involute approximately 1 cm or 1 nger-breadth per day. If it is 
so, boggy, or higher than the expected level, this could indicate uterine atony. e 
lochia should be dark red, also known as lochia rubra, on days 1 to 3. On days 4 to 10 
it changes to lochia serosa, which is brownish red or pink. Aer 10 days it changes to 
lochia alba, which is yellowish white. ere may be a few clots, and sometimes there is 
a eshy odor. Unexpected ndings include a large amount of lochia, large clots, or foul 
odor. Any of these ndings could indicate uterine atony or infection. Expected nd-
ings for the perineum would include minimal edema, and if a laceration or episiotomy 
is present, the edges should be approximated and any pain controlled by analgesics and 
nonpharmacologic interventions. Unexpected ndings would be pronounced edema, 
bruising, hematoma, redness, warmth, or drainage, which could indicate bleeding or 
infection. e client should be able to void and there should not be bladder disten-
tion noted. An overdistended bladder could cause lateral fundal displacement, uterine 
atony, and excessive lochia. e abdomen should be so with active bowel sounds in 
all quadrants. e client should expect to have a bowel movement by day 2 or 3 aer 
birth. e lower extremities may have peripheral edema from the uid and medica-
tions. Deep tendon reexes should be 1+ to 2+. ere should be no pain, tender-
ness, redness, or thrombophlebitis. e assessment ndings in this scenario that are 
expected are the ndings related to the breast, breath sounds, perineum, abdomen, 
and lower extremities; and the assessment ndings indicating the need for follow-up 
are the ndings related to the fundus, lochia, and bladder.
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Test-Taking Strategy: Note that this question is asking you about assessment ndings 
that are expected or indicate the need for follow-up in the postpartum period. is 
question is testing you on whether you can recognize signs of a complication. As illus-
trated in the table, categorize the assessment ndings based on the complication you 
suspect, if any.

Assessment Finding Possible Complication

Breast N/A—expected as milk is being produced

Breath sounds N/A—normal assessment nding

Fundus Uterine atony

Lochia Uterine atony/bleeding

Perineum N/A—expected after vaginal birth

Bladder Uterine atony due to bladder distension and lateral 
fundal displacement

Abdomen N/A—normal assessment nding

Lower extremities N/A—expected after oxytocin and uid administration

N/A, Not applicable.

e assessment ndings that would be noted with one of the complications would 
then be those that you select as indicating a need for follow-up, whereas the ndings 
that are not clearly associated with a possible complication would be selected as normal 
or expected. Note that although an assessment nding could be abnormal, such as with 
the peripheral edema, it could still be expected. Peripheral edema is expected aer oxy-
tocin and uid administration in the postpartum period and therefore does not require 
follow-up at this time. is thinking process can be applied to the assessment ndings 
for the breast and perineum as well. e breath sounds and abdomen are normal assess-
ment ndings.

Content Area: Maternal-Newborn Nursing
Priority Concept: Perfusion
Reference(s): Lowdermilk etal., 2020, pp. 425–427

Test-Taking
Strategy

THINKING SPACE



The nurse on the pediatric medical-surgical nursing unit is car-
ing for a 12-year-old child admitted 2 days ago with acute post-
streptococcal glomerulonephritis (APSGN). The child is being 
treated with medications, low-sodium diet, and close monitor-
ing. At 0900, the nurse performs an assessment and reviews 
the results of the laboratory studies done early in the day and 
then compares ndings with those done the day of admission.

At the present time, click to highlight the ndings that indicate im-
provement in the child’s condition.

Admission Present

VS T: 98.7°F (37.0°C)
HR: 98 BPM
RR: 18 bpm
BP: 158/88 mm Hg
SpO2: 99% on RA

T: 98.9°F (37.2°C)
HR: 92 BPM
RR: 18 bpm

BP: 116/70 mm Hg
SpO2: 99% on RA

Physical 
assessment

Weight: 100 lb; 
appears lethargic
Periorbital edema 
present
Oropharynx red, 
erythematous, with 
positive exudate
Neck: Anterior cervical 
lymphadenopathy
Respiratory: Lungs 
clear to auscultation 
bilaterally
Cardiovascular: Radial 
and pedal pulses 
2+; 3+ pitting edema 
to bilateral lower 
extremities
GI: Abdomen at, 
nondistended; bowel 
sounds present × 4 
quadrants
Renal/urinary: Dark 
urine noted; urine 
output = 15 mL/hr

Weight: 95 lb; alert, 

active

No periorbital edema 

present

Oropharynx pink and 

moist

Neck: No 

lymphadenopathy
Respiratory: Lungs 
clear to auscultation 
bilaterally
Cardiovascular: Radial 
and pedal pulses 

2+; 1+ pitting edema 

to bilateral lower 

extremities
GI: Abdomen at, 
nondistended; bowel 
sounds present × 4 
quadrants

Renal/urinary: Clear 

yellow urine noted; urine 

output = 30 mL/hr

Laboratory 
results

Sodium: 138 mEq/L 
(138 mmol/L)
Potassium: 3.9 mEq/L 
(3.9 mmol/L)
Blood urea nitrogen: 
32 mg/dL (11.4 
mmol/L)
Creatinine: 2.0 mg/dL 
(176.7 mcmol/L)
ASO titer: 480 Todd 
units
Urinalysis:
Specic gravity 1.040
Bilirubin: Negative
Glucose: Negative
Hemoglobin: Positive 
pH: 6.0
Protein: 3+
Leukocytes: Negative
Nitrites: Negative
Bacteria: Negative

Sodium: 138 mEq/L 
(138 mmol/L)
Potassium: 3.9 mEq/L 
(3.9 mmol/L)

Blood urea nitrogen: 22 

mg/dL (7.8 mmol/L)

Creatinine: 1.6 mg/dL 

(141.3 mcmol/L)

ASO titer: 140 Todd 

units
Urinalysis:

Specic gravity: 1.030
Bilirubin: Negative
Glucose: Negative

Hemoglobin: Negative 
pH: 6.0

Protein: Trace
Leukocytes: Negative
Nitrites: Negative
Bacteria: Negative

Sample Trend ItemSample Question .

Environmental Factors

Client Observation

Environment

Medical Records

Individual Factors

Specialty

HIGHLIGHT

KEY

Health History Vital Signs Nurses’ Notes Laboratory Tests

Blood Test Normal Reference Range

Sodium 135–145 mEq/L (135–145 mmol/L)

Potassium 3.5-5.0 mEq/L (3.5–5.0 mmol/L)

Blood urea 
nitrogen

10–20 mg/dL (3.6–7.1 mmol/L)

Creatinine 0.5–1.2 mg/dL (44–106 mcmol/L)

ASO titer <200; In children under the age of 5, 
<100

Urinalysis Normal Reference Range

Specic gravity 1.003-1.030

Bilirubin Negative

Glucose Negative

Hemoglobin Negative

pH 4.0-8.0

Protein 0-trace

Leukocytes Negative

Nitrites Negative

Bacteria Negative

Remember: Any NGN item type (except a Bow-tie item) 
is used in a Trend item. This sample Trend item provides 
client data in the form of a medical record presenting 
admission assessment data and present assessment data. 
This sample measures the cognitive skills Recognize Cues
and Evaluate Outcomes. The item type for this question 
is a Highlight in Text. In this item type, you need to select 
parts of the text based on what the question is asking you 
to select. For this question, you need to select the ndings 
that indicate improvement in the child’s condition.

NGN TIP
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Rationale: Acute glomerulonephritis can occur on its own or can occur secondary 
to another disorder, and can range from mild to severe. Common features include 
oliguria, edema, hypertension, circulatory congestion, hematuria, and proteinuria. 
A common cause is streptococcal infection, resulting in APSGN. is occurs pri-
marily in school-age children, and is uncommon in children younger than 3 years. 
APSGN usually occurs 1 to 2 weeks following a throat infection and 3 to 6 weeks 
following a skin infection. Oen the association with the infection is not recognized 
because of the latent period between the infection and the nephritis. e infection 
can sometimes still be present with APSGN. Initial signs include facial puness with 
periorbital edema, anorexia, decreased urine output, and cola-colored urine. e cli-
ent also exhibits paleness, irritability, lethargy, and overall unwell appearance. Facial 
edema is prominent in the morning and then spreads to the extremities, abdomen, 
and genitalia throughout the day. BP may be elevated (mildly to severely), and severe 
symptoms may include hypertensive encephalopathy, pulmonary and circulatory con-
gestion, or hematuria. e initial signs of improvement in the child with APSGN are 
increased urinary output, decreased body weight, improved appetite, decreased BP, 
and decreased gross hematuria. During the acute phase, urinalysis reveals hematuria, 
proteinuria, and increased specic gravity. e urine is discolored and red blood cells 
are present, along with leukocytes, epithelial cells, and red blood cell casts. Bacte-
ria are not present and urine cultures are negative. roat cultures of the pharynx 
may be positive for streptococci. Electrolyte levels may be normal or may be out of 
range. Blood urea nitrogen and creatinine levels may be elevated with kidney injury. 
e antistreptolysin O (ASO) titer will be elevated. e chest x-ray may show cardiac 
enlargement, pulmonary congestion, and pleural eusion during the acute phase of 
the disease. erapeutic management involves rest; improving uid balance by moni-
toring VS, body weight, and I&O; and administering diuretics if uid volume overload 
is present. Antihypertensives and anticonvulsants may be needed in severe disease. A 
decreased sodium diet is needed for clients with hypertension and edema. Antibiotic 
therapy is used for children with conrmed streptococcal infection.

Findings that indicate improvement in the child’s condition with treatment include:
■ VS: All VS were within normal limits at admission except the BP and are normal at 

present. The BP has improved with treatment.
■ Physical assessment: The child has lost weight as the fluid balance has improved. The 

mental status has improved, as the child is no longer lethargic and rather is alert and 
active. The oropharynx is pink and moist and now without exudates, and there is no 
longer lymphadenopathy, indicating that the antibiotics are helping the infection. 
The edema in the lower extremities is decreasing, indicating that fluid balance is 
improving. The urine color has normalized and the urine output is increasing, which 
are indicators of improved fluid balance and renal function. All other findings on the 
physical assessment were normal at admission and are normal at present.

■ Laboratory results: The electrolytes were normal at admission and remain normal 
at present. The blood urea nitrogen and creatinine levels were elevated and are 
improving with treatment. The ASO titer is also decreasing, an indicator of improve-
ment. The specific gravity is improving, which indicates improved fluid balance. 
Hemoglobin is no longer detectable in the urine and the protein is decreasing as well, 
which indicate improvement in the condition. Other results on the urinalysis were 
normal at admission and are normal at present.

Test-Taking Strategy: Note that this question is asking you about assessment nd-
ings that indicate improvement in the child’s condition. is question is testing you on 
whether you can recognize abnormalities and then whether you can determine trends 
and changes in those ndings and evaluate improvement, decline, or no change. As 
illustrated in the table, categorize the assessment ndings as an improvement, a decline, 
unchanged, or unrelated.

Test-Taking
Strategy

THINKING SPACE
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Assessment Finding
Improvement, Decline, 
Unchanged/Unrelated

T: 98.9°F (37.2°C) Unchanged/Unrelated

HR: 92 BPM Unchanged/Unrelated

RR: 18 bpm Unchanged/Unrelated

BP: 116/70 mm Hg Improvement

SpO2: 99% on RA Unchanged/Unrelated

Weight: 95 lb Improvement

No periorbital edema present Improvement

Oropharynx pink and moist Improvement

No lymphadenopathy Improvement

Lungs clear to auscultation bilaterally Unchanged/Unrelated

Radial and pedal pulses 2+ Unchanged/Unrelated

1+ pitting edema to bilateral lower extremities Improvement

Abdomen at, nondistended Unchanged/Unrelated

Bowel sounds present × 4 quadrants Unchanged/Unrelated

Clear yellow urine Improvement

Urine output: 30 mL/hr Improvement

Sodium: 138 mEq/L (138 mmol/L) Unchanged/Unrelated

Potassium: 3.9 mEq/L (3.9 mmol/L) Unchanged/Unrelated

Blood urea nitrogen: 22 mg/dL (7.8 mmol/L) Improvement

Creatinine: 1.6 mg/dL (141.3 mcmol/L) Improvement

ASO titer: 140 Todd units Improvement

Specic gravity: 1.030 Improvement

Bilirubin: Negative Unchanged/Unrelated

Glucose: Negative Unchanged/Unrelated

Hemoglobin: Negative Improvement

pH: 6.0 Unchanged/Unrelated

Protein: Trace Improvement

Leukocytes: Negative Unchanged/Unrelated

Nitrites: Negative Unchanged/Unrelated

Bacteria: negative Unchanged/Unrelated

e assessment ndings that indicate an improvement would be the ones that you 
would select or highlight as the answers to this question. Note that there are not any 
assessment ndings indicating a decline, whereas there are many ndings that are 
unchanged or unrelated. Any ndings that are unchanged or unrelated would not be 
highlighted.

Content Area: Pediatric Nursing
Priority Concept: Fluid and Electrolyte Balance
Reference(s): Hockenberry etal., 2019, pp. 791–795

THINKING SPACE
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What Are Unfolding Case Studies?

The Unfolding Case Study presents the client situation over time through several 
phases of care in the clinical scenario. It is often referred to as the NGN Case Study. 
The time between phases can be minutes, hours, or even days. The client may ini-
tially be evaluated in an ED, in an acute care hospital, in a clinic, at school, in an 
urgent care center, or at home. As the scenario changes, or “unfolds,” NGN test 
items require you to use all of the information, including the information in the 
current phase of the client’s care, to answer each question. On the NCLEX® you will 
always have access to the case study, including all of the phases as the case emerges 
and unfolds. Nursing candidates are expected to have three NGN Case Studies with 
six questions each on the NCLEX®. Each of the six questions represents one of the 
CJ cognitive skills.

As described in Chapter 1, the Unfolding Case Study presents a client with initial 
data describing the clinical situation. ese data will typically be part of a client’s medi-
cal record. e client will either be experiencing an urgent or emergent health prob-
lem or will be at risk for experiencing an urgent or emergent health problem. You will 
need the information in the initial clinical scenario to answer the rst NGN test item 
that will measure the CJ cognitive skill Recognize Cues. e second NGN test item will 
measure your ability to Analyze Cues, those cues you recognized as relevant. As the 
clinical scenario continues, the client’s condition will change over time (minutes, hours, 
days) through several phases of care, and new information will be presented as the case 
unfolds. Four additional NGN test items will follow and measure the remaining CJ cog-
nitive skills (Prioritize Hypotheses, Generate Solutions, Take Action, Evaluate Outcomes)
based on what client data are provided. Sample Questions 9.5, 9.6, 9.7, 9.8, 9.9, and 9.10
accompany an Unfolding Case Study in which a client’s condition changes and requires 
immediate intervention during the home visit by the nurse.

How Are Stand-alone Items and Unfolding Case Studies 
Different?

ere are similarities and dierences between Stand-alone items and Unfolding Case 
Studies. According to the NCSBN, every candidate tested will be administered three 
Unfolding Case Studies, each with six questions testing each cognitive skill identied 
in the NCJMM. Not all candidates will receive Stand-alone items. e competency level 
determined as the test taker proceeds through the exam governs whether or not Stand-
alone items will be presented. Box 9.2 illustrates these similarities and dierences.

Stand-alone Items Unfolding Case Studies

Present a realistic clinical situation com-
monly encountered in practice by the 
new nursing graduate.

Present a realistic clinical situation commonly 
encountered in practice by the new nurs-
ing graduate.

The clinical situation is accompanied by one 
item, either a Bow-tie or a Trend item.

The case is accompanied by six NGN items.

The Bow-tie item provides a client situa-
tion at one point in time, and the Trend 
item presents client information such 
as VS, assessment ndings, and I&O 
information over time.

Presents the client’s story over time through 
several phases of care in the clinical situ-
ation. The time between phases can be 
minutes, hours, or even days.

Information will be presented in a medi-
cal record format.

Information will be presented in a medical 
record format.

BOX 9.2 Stand-alone Items and Unfolding Case Studies: Similarities 
and Dierences

THINKING SPACE
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: The nurse plans a visit to a client who was discharged 
from the hospital 1 week ago. The nurse reviews the discharge 

summary in the medical record and the Nurses’ Notes from 
the previous home visit done on the day after hospital dis-
charge.

: The nurse arrives at the client’s home and after intro-

ductions performs a focused assessment.

Highlight the ndings in the assessment that are of immediate

concern.

Unfolding Case Study: Question : Recognize Cues—Highlight in TextSample Question .

Nurses’ Notes

One day post-discharge: Client alert and oriented. Sit-

ting up in wheelchair. Reports using a transfer board, 

with spouse’s assistance, to get out of bed to the wheel-

chair. Reports sitting in the wheelchair all day. Reports 

fair appetite and is drinking uids. Complains of tired-

ness and falling asleep in the wheelchair during the 

day. Reports sweating during the night, which wakes 

the client; once repositioning to the side, the sweating 

stops but has diculty falling back to sleep. Complains 

of muscle spasms in the lower body. No complaints of 

headache. Reports self-catheterizes every 6 hours. Last 

bowel movement was on the day of hospital discharge.

VS: T = 98.6°F (37.0°C); HR = 86 BPM; RR = 18 bpm; BP = 

120/78 mm Hg

Environmental Factors

Client Observation

Environment

Medical Records

Individual Factors

Specialty

HIGHLIGHT

KEY

Health History Nurses’ Notes Diagnostic Results Discharge Summary

 week ago: This 32-year-old client sustained a T6 spinal cord

injury 3 months ago from a motor vehicle crash that caused 

paralysis of the lower body. The client was sideswiped by a 

truck, which caused the car to roll over 3 times and end up in 

a ditch o the roadway. The client was pinned in the car, and 

the front end and side of the car crushed the lower half of 

their body. The client was hospitalized for 3 months. During 

hospitalization, emergency treatment was administered, 

and once stabilized, the client was monitored for complica-

tions. The client received rehabilitative therapy including PT 

and OT, and home care services were initiated for discharge.

The client is married, and the client’s spouse stays at home car-

ing for their two children, ages 7 and 10. Prior to the injury, the cli-

ent was a forklift driver at an industrial manufacturing company.

The client has no previous medical history, does not take 

any medications, does not smoke, and drinks occasionally 

at social gatherings.

Health History Nurses’ Notes Diagnostic Results Discharge Summary

VS: T = 99.2°F (37.3°C); HR = 60 BPM; RR = 18 bpm; BP 

= 150/90 mm Hg. Alert and oriented. Reports poor appetite 

over the last few days and is nauseated. Complains of tiredness

and continued sweating during the night. Muscle spasms in 

the lower body worsening and was incontinent once during the 

night. Reports feeling as though is getting the u because of 

nausea, nasal stuness, and pounding headaches. States last 

bowel movement was 4 days ago.
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Rationale: Spinal cord injury is caused by trauma to the spinal cord that leads to partial 
or complete disruption of the nerve tracts and neurons. Following the injury, spinal cord 
edema develops and necrosis can develop as a result of compromised capillary circula-
tion and venous return. Loss of motor function, sensation, reex activity, and bowel 
and bladder function may result. Common causes of spinal cord injury include motor 
vehicle crashes, falls, sporting and industrial accidents, and gunshot or stab wounds. 
e client’s temperature is slightly elevated at 99.2°F (37.3°C), and the client is at risk 
for infection, specically a UTI. e client had an episode of incontinence and is self-
catheterizing, increasing this risk. e client’s pulse rate is at the low level of normal 
and is a concern because the baseline is 86 BPM. Respirations are unchanged and not a 
concern. e client’s BP is elevated from baseline and would be an immediate concern 
for the nurse. Other immediate concerns for this client would be the report of nausea, 
continued sweating, worsening muscle spasms, and incontinence. Other new and con-
cerning ndings are the nasal stuness, pounding headache, and constipation.

Test-Taking Strategy: Remember to rst identify normal/usual or abnormal and 
expected (not relevant), and abnormal and not expected (relevant) client ndings 
requiring follow-up. e client’s ndings can be categorized as shown in the table.

Client Finding

Normal/Usual or 
Abnormal and Expected 
(Not Relevant)

Abnormal and Not 
Expected (Relevant 
Requiring Follow-up)

T = 99.2°F (37.3°C) ☐

HR = 60 BPM ☐

RR = 18 bpm

BP = 150/90 mm Hg ☐

Alert and oriented

Reports poor appetite over the last 
few days and is nauseated

☐

Complains of tiredness and 
continued sweating during the night

☐

Muscle spasms in the lower body 
worsening

☐

Incontinent once during the night ☐

Nausea, nasal stuness, and 
pounding headaches

☐

States last bowel movement was 4 
days ago.

☐

inking about what could be happening to the client will help you determine which 
ndings are expected versus those that are unexpected. Unexpected ndings are the 
parts of the Nurses’ Notes that should be highlighted in this question.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, p. 880

Test-Taking
Strategy

THINKING SPACE
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Rationale: Autonomic dysreexia, sometimes referred to as autonomic hyperreexia, is 
a potentially life-threatening condition in which noxious visceral or cutaneous stimuli 
cause a sudden massive, uninhibited reex sympathetic discharge in people with high-
level spinal cord injury. Some symptoms include a pounding headache; ushed face 
and/or red blotches on the skin above the level of spinal cord injury; sweating above the 
level of spinal cord injury; nasal stuness; nausea; a slow HR; goose bumps below the 
level of spinal cord injury; and cold, clammy skin below the level of spinal cord injury. 
e causes of autonomic dysreexia are typically GI, gynecologic-urologic, and vascular 
stimulation. Specic risk factors are bladder distention, UTI, epididymitis or scrotal 
compression, bowel distention or impaction from constipation, or irritation from hem-
orrhoids. Pain; circumferential constriction of the thorax, abdomen, or an extremity 
(such as tight clothing); contact with hard or sharp objects; and temperature uctuations 
can also cause autonomic dysreexia. ere is no information that indicates that the cli-
ent has anxiety. Further spinal cord damage is unlikely unless another injury occurred; 
in addition, the client’s assessment ndings do not indicate that this is the case.

Test-Taking Strategy: Begin answering this question by noting that you have to select 
the correct option for the rst part of the question in order to answer the question cor-
rectly. inking about the description in the clinical situation and assessment ndings, 
decide whether each option could be a cause of those signs or symptoms.

Option Possible Explanation of Signs/Symptoms

Anxiety No

Noxious stimuli Yes

Urinary incontinence No

Further spinal cord damage No

Anxiety and urinary incontinence could occur as a result of autonomic dysre-
exia but are not a cause. Bladder distention, however, is a cause. Further spinal cord 
damage would be caused by additional injury but not by autonomic dysreexia as a 
complication of an existing spinal cord injury. Next, you need to use your nursing 
knowledge to determine which factors precipitate autonomic dysreexia. Remember 
GGUV—GI, gynecologic-urologic, and vascular; thus constipation is a precipitant of 
this complication.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, p. 880

Test-Taking
Strategy

: The nurse analyzes the assessment ndings that are of 

immediate concern to make an interpretation about the client’s 

condition.

Complete the following sentence by choosing from the list of options.

The nurse determines that the client assessment findings 

would most likely be the result of caused by 

the .

Options for  Options for 

Anxiety Infection
Noxious stimuli Paralysis
Urinary incontinence Constipation
Further spinal cord damage Worsening muscle spasms

Unfolding Case Study: Question : Analyze Cues—Drop-Down RationaleSample Question .

THINKING SPACE
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Rationale: Based on the client assessment data, the client is exhibiting signs of autonomic 
dysreexia, an abrupt, uncontrolled sympathetic response, elicited by stimuli below the 
level of injury. e client is also at risk for skin breakdown because of a report of sitting in 
the wheelchair all day. In addition, the client is at risk for infection, specically a UTI. e 
client reports an episode of incontinence, and there is a slight increase in the temperature. 
Catheterization every 6 hours also places the client at risk. Although the client reports 
nausea and a poor appetite, there is no evidence that malnutrition is a risk. Spinal shock 
occurs immediately aer the injury as the cord’s response to the injury. is client’s injury 
occurred 3 months ago. Clients who sustained a spinal cord injury can experience abnor-
mal temperature control as either hypothermia or hyperthermia. Although this client is 
experiencing some disturbances of sweating, there are no extreme temperature uctua-
tions occurring; this requires monitoring but is not a high priority at this time. Neuro-
genic shock is a type of distributive shock, characterized by hypotension, bradycardia, and 
peripheral vasodilation and attributed to severe central nervous system damage such as 
head or cervical cord trauma, or high thoracic cord injuries. Although the client has a low 
pulse rate, there are no data indicating that this condition is a risk.

Test-Taking Strategy: inking about autonomic dysreexia as the most likely com-
plication occurring in this clinical scenario, consider each option and how it may or 
may not be pertinent. Also note that the question asks for the highest risk, which means 
that some or all of the options may be correct, but you need to decide on the three most 
important in this situation. Using the thinking process illustrated in the table, rst deter-
mine whether the option could be a potential problem as it relates to spinal cord injury, 
and then from there, whether there are supporting data for that problem.

Option Related/Unrelated Supporting Data

Infection Related Yes

Malnutrition Related No

Spinal shock Related No

Hyperthermia Related No

Skin breakdown Related Yes

Neurogenic shock Related No

Autonomic dysreexia Related Yes

If you determine that the option is related and supporting data are present, it is likely 
correct. Also, note that this question asks for a specic number of options to choose. As 
you can see, all options are related in some way, so it is really important to rely on the avail-
able data to determine the highest priorities. e only three options with data to support 
that they are happening are infection, skin breakdown, and autonomic dysreexia.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 877–881

Test-Taking
Strategy

: The nurse reviews the ndings from the focused assess-
ment done on the client and identies the potential risk condi-
tions of concern.

The client is at highest risk for developing which three conditions?

Infection

☐ Malnutrition

☐ Spinal shock

☐ Hyperthermia

Skin breakdown

☐ Neurogenic shock

Autonomic dysreexia

Unfolding Case Study: Question : Prioritize Hypotheses—Multiple Response 
Select N

Sample Question .

THINKING SPACE
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: Based on the highest-risk conditions, the nurse quickly 
prepares a plan of care for the client and potential interventions.

For each potential intervention, click to specify whether the interven-
tion is indicated or contraindicated in the care of the client.

Potential Intervention Indicated Contraindicated

Assist the client in getting back 
into bed, and position supine.

☐

Check the BP frequently. ☐

Check for bladder distention. ☐

Check for bowel impaction. ☐

Contact the physician. ☐

Place cold packs on the back 
of the client’s neck and in the 
axilla areas.

☐

Administer sublingual 
nifedipine.

☐

Unfolding Case Study: Question : Generate Solutions—Matrix Multiple ChoiceSample Question .

Rationale: e client is exhibiting symptoms of autonomic dysreexia including a 
lower than baseline HR at 60 BPM, BP of 150/90 mm Hg, sweating during the night, 
nausea, nasal stuness, and pounding headaches. e client also reports that the last 
bowel movement was 4 days ago so the client could be experiencing a bowel impaction, 
a cause of autonomic dysreexia. Other risk factors include bladder distention, and the 
nurse would plan to assess for this occurrence. e nurse would plan to notify the physi-
cian and obtain orders for additional interventions if necessary. e nurse would sit the 
client up because a supine position will exacerbate the hypertension. e nurse would 
also plan to monitor the BP frequently. If BP elevation does not exceed 150/90 mm Hg, 
the client should continue to be observed. If the BP exceeds 150/100 mm Hg and a cause 
is either not found or found but not likely to be eliminated quickly, pharmacologic treat-
ment should be initiated. If BP elevation is between 150/100 and 180/120 mm Hg, the 
client may be treated with sublingual nifedipine. Because a likely cause is known for this 
client and because the BP is 150/90 mm Hg, nifedipine is contraindicated at this time. 
Clients who sustained a spinal cord injury can experience abnormal temperature con-
trol as either hypothermia or hyperthermia. Cold packs would cause chills and shaking 
and could lead to unwanted alterations in temperature.

Test-Taking Strategy: Note that this question is asking you to identify potential inter-
ventions that are indicated and those that are contraindicated. For each action, think 
about whether that action could improve/would be necessary or would worsen the auto-
nomic dysreexia. Remember GGUV—GI, gynecologic-urologic, and vascular—and 
organize your thought process as illustrated in the table.

Potential Intervention Improve/Necessary or Worsen

Assist the client in getting back into bed, and 
position supine.

Worsen

Check the BP frequently. Improve/Necessary

Check for bladder distention. Improve/Necessary

Check for bowel impaction. Improve/Necessary

Contact the physician. Improve/Necessary

Place cold packs on the back of the client’s 
neck and in the axilla areas.

Worsen

Administer sublingual nifedipine. Worsen

Test-Taking
Strategy

THINKING SPACE
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Remember that positioning is important for managing BP abnormalities. Recall that 
temperature changes can worsen the condition. Note that the BP needs to exceed a cer-
tain parameter before antihypertensive medications would be indicated.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 877–881

Rationale: Autonomic dysreexia is a potentially life-threatening condition in which 
noxious visceral or cutaneous stimuli cause a sudden massive, uninhibited reex sym-
pathetic discharge in people with high-level spinal cord injury. e causes of autonomic 
dysreexia are typically GI, gynecologic-urologic, and vascular stimulation. Specic risk 
factors are bladder distention, UTI, epididymitis or scrotal compression, bowel disten-
tion or impaction from constipation, or irritation from hemorrhoids. e nurse would 
immediately take actions to decrease the client’s BP and identify and eliminate the nox-
ious stimuli. e client would be helped back into bed in a head-elevated position so as 
to prevent further increases in the BP. e nurse would loosen clothing because tight 
clothing causes cutaneous stimulation. e nurse would assess for bladder distention 
and catheterize the client and digitally remove stool. It is not necessary to call EMS 
unless immediate measures do not resolve the condition and the condition becomes 
life-threatening. ere are no orders for a culture and sensitivity of the urine, although 
the physician may prescribe this to rule out UTI. e nurse would obtain the urine 
specimen and discuss this intervention with the physician; this, however, would not be 
an immediate intervention. e nurse would teach the client about measures to prevent 
autonomic dysreexia, but this is not an immediate intervention; measures to resolve 
the complication are the priority.

Test-Taking Strategy: Note the strategic word immediately. Knowing that the cli-
ent is experiencing the complication of autonomic dysreflexia, decide whether 
each listed intervention would address this complication. Remember GGUV—GI, 
gynecologic-urologic, and vascular—and organize your thinking process as noted 
in the table.

Test-Taking
Strategy

Unfolding Case Study: Question : Take Action—Multiple Response Select All That 
Apply

Sample Question .

: The nurse quickly considers the plan of care and inter-
venes to manage the complication the client is experiencing.

Which actions would the nurse perform immediately? Select all 

that apply

Catheterize the client.

Loosen the client’s clothing.

Remove impacted stool digitally.

Help into bed in an upright position.

☐ Send a urine specimen to the lab for culture and sensitivity.

☐ Teach the client about the measures to prevent autonomic 
dysreexia.

☐ Call EMS to transport the client to the hospital.

THINKING SPACE
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THINKING SPACE Immediate Nursing Action GGUV

Catheterize the client. GU

Loosen the client’s clothing. V

Remove impacted stool digitally. G

Help into bed in an upright position. V

Send a urine specimen to the lab for culture and 
sensitivity.

N/A

Teach the client about the measures to prevent 
autonomic dysreexia.

N/A

Call EMS to transport the client to the hospital. N/A

GGUV, GI, gynecologic, urologic, and vascular; N/A, not applicable.

Note that catheterizing the client, loosening the client’s clothing, removing impacted 
stool digitally, and assisting to an upright position address GGUV and are the immedi-
ate actions. Sending a urine culture, teaching the client about the measures to prevent 
autonomic dysreexia, and calling EMS do not directly address the cause and therefore 
should be eliminated.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 877–881

: The nurse has performed the interventions, assesses 
the client, and makes the following notations in the Nurses’ 
Notes.

: The nurse teaches the client about measures to take to 
prevent episodes of autonomic dysreexia.

Unfolding Case Study: Question : Evaluate Outcomes—Matrix Multiple ChoiceSample Question .

Health History Nurses’ Notes Physician’s Orders Lab Results

VS: T = 99.2°F (37.3°C); HR = 78 BPM; RR = 18 bpm; BP = 

132/78 mm Hg.

Client assisted to bed; sitting upright.

Bladder distended, 400 mL urine output via catheterization.

Urine obtained for culture and sensitivity pending physi-

cian’s order.

Moderate amount of stool removed digitally.

Client teaching initiated about the measures to prevent au-

tonomic dysreexia.

Reports a mild headache and nasal stuness.

Which client statement indicates that the client understood or re-
quires further teaching? Place an X in either the Understood or 
the Requires Further Teaching column.

Client Statement Understood

Requires 
Further 
Teaching

“I need to follow the bowel 
regimen every day.”

☐

“A low-ber diet will help with the 
abdominal discomfort and muscle 
spasms that I get.”

☐

“It’s best to go back to bed during 
the day and limit the amount of 
time I spend in the wheelchair to 
2 to 3 hours a day.”

☐

“I should check my bladder to see 
if it is distended and make sure 
that I don’t allow it to get too full.”

☐

“I will call 911 immediately to take 
me to the hospital if I experience 
any of these symptoms.”

☐

“I need to have my spouse help 
me check my skin to be sure there 
is no redness or skin breakdown.”

☐



CHAPTER 9 Strategies for Answering NGN Stand-alone Items and Unfolding Case Studies 133

Rationale: e nurse needs to teach the client about the causes of autonomic dys-
reexia, measures to take to prevent its occurrence, and actions to take if an episode 
occurs. e causes of autonomic dysreexia are typically GI, gynecologic-urologic, and 
vascular stimulation. Specic risk factors are bladder distention, UTI, epididymitis or 
scrotal compression, bowel distention or impaction from constipation, or irritation 
from hemorrhoids. e client needs to be taught about these causes and measures for 
prevention of this occurrence. Measures to prevent autonomic dysreexia include emp-
tying the bladder so that it does not become distended, preventing bladder infections, 
controlling pain with nonpharmacologic or pharmacologic measures as prescribed, eat-
ing a high-ber diet and achieving adequate uid intake, and performing bowel care 
including taking stool soeners to avoid stool impaction. It is best that the client be out 
of bed rather than in bed because of the complications associated with staying in bed, so 
it is not helpful to limit the time spent in the wheelchair. However, the client should be 
taught to shi weight to a dierent position in the wheelchair to prevent scrotal pressure 
or skin integrity issues. e client needs to be instructed on the signs and symptoms 
of autonomic dysreexia so that it can be detected early and immediate interventions 
to resolve it can be initiated. Finally, the client needs to be instructed on measures to 
take if autonomic dysreexia occurs. e client needs to learn how to check the BP and 
needs to sit up straight if an episode occurs. e client should be taught not to lie down 
or recline because this can increase the BP even more. e client should monitor the 
BP during the episode every 5 minutes to check for improvement. e client needs to 
quickly determine the cause, such as bladder distention, bowel impaction, or skin prob-
lems. e client needs to loosen any clothing that is tight, self-catheterize, and quickly 
do a rectal check for any stool in the rectum. e physician should be notied of the 
event, even if the symptoms resolve. If the client is unable to resolve the problem, then 
EMS is called. e client should also carry a medical identication card indicating the 
risk for autonomic dysreexia.

Test-Taking Strategy: Note that the question is asking you about evidence to support 
whether client teaching has been either understood or not understood, therefore neces-
sitating further teaching. For each of the options, decide whether the actions described 
in the client statement will help to prevent autonomic dysreexia. Organize your 
thoughts as illustrated in the table.

Client Statement
Helpful/Not Helpful/
Not Necessary

“I need to follow the bowel regimen every day.” Helpful

“A low-ber diet will help with the abdominal 
discomfort and muscle spasms that I get.”

Not Helpful

“It’s best to go back to bed during the day and limit the amount 
of time I spend in the wheelchair to 2 to 3 hours a day.”

Not Helpful

“I should check my bladder to see if it is distended and make 
sure that I don’t allow it to get too full.”

Helpful

“I will call 911 immediately to take me to the hospital if I 
experience any of these symptoms.”

Not Necessary

“I need to have my spouse help me check my skin to be sure 
there is no redness or skin breakdown.”

Helpful

Recall that a high-ber diet, rather than a low-ber diet, is helpful in preventing 
constipation. Limiting time in the wheelchair is not an option for this client because of 
complications associated with staying in bed. It is not necessary to call 911 immediately; 
and this action does not prevent, but rather treats, the problem.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 877–881

Test-Taking
Strategy
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As described in Chapter 9, complex clinical scenarios provide the foundation for the NGN 
test items. Two types of clinical scenarios are part of the NGN starting in 2023: the Unfolding 
Case Study and the Stand-alone item. Each Unfolding Case Study includes six test items to 
measure the cognitive skills identied in the NCJMM. Two types of Stand-alone Items will 
also be included for some candidates taking the NGN—the Trend item and the Bow-tie item. 
Both item types provide client information that require you to make one or more clinical 
decisions. us these item types can measure more than one CJ cognitive skill.

is chapter allows you the opportunity to practice all of the types of test items you will 
have on the NGN, starting with Unfolding Cases Studies and ending with Stand-alone Bow-
tie and Trend items. e answers, rationales, test-taking strategies, and CJ cognitive skills(s) 
for each test item are presented at the end of the book. To correctly answer the questions 
related to these practice clinical scenarios, you’ll need to apply one or more CJ cognitive skills 
from the NCJMM. Chapters 3 through 8 describe these cognitive skills and present test-
taking strategies on how to answer test items related to each skill if you need to review them.

Unfolding Case Studies

Unfolding Case Study 1

NGN Practice Test: Putting It 
All Together

C H A P T E R  10

The nurse reviews the medial rerd f a 56-year-ld lient wh 
was reently admitted t the ED.

Highlight the client ndings in the Nurses’ Notes that require 
immediate follow-up by the nurse.

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a suiide 

nte and the gun abinet unlked. Reprts that the lient 

is “nt the same persn” after being hspitalized 3 mnths 

ag with severe COVID-19 and mehanially ventilated fr 

ver 2 weeks. Client states that sine being disharged frm 

the hspital, has perids f heart palpitatins, insmnia, 

apathy, depressed md, and anrexia. Reprts that drink-

ing alhl every night helps t relax, but still bemes anx-

ius and depressed at times. Is very wrried abut getting 

COVID again beause the lient’s sibling, whm the lient 

reently visited, tested psitive yesterday. Has nightmares 

abut the hspital experiene beause the lient nearly died. 

Lst 35 lb (15.9 kg) during the hspital stay but states still 

weighs mre than 260 lb (117.9 kg). Was nsidering sui-

ide this evening beause the lient was afraid f pssibly 

“being reinfeted and dying this time.” Reently diagnsed 

with type 2 DM ntrlled by diet and metfrmin.
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The nurse reviews the latest entry (2330) in the Nurses’ Ntes f 
a 56-year-ld lient’s medial rerd.

Based on the information in the Nurses’ Notes, complete the follow-
ing sentences from the lists of options provided.

The lient most likely has ________ [Select]_________as 

the primary ptentially life-threatening mental health n-

ditin, as evidened by _______ [Select]_______ and 

________ [Select]_________. The priority fr the lient’s are is 

t ________ [Select]_________

Options for  Options for  Options for 

Persnality disrder
Dissiative identity 

disrder
PTSD
Clinial depressin

Anrexia
Nightmares
Exessive wrry
Flashbaks

Begin intensive 
unseling

Ensure persnal 
safety

Start drug therapy
Refer t spiritual 

advisr

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a suiide 

nte and the gun abinet unlked. Reprts that the lient 

is “nt the same persn” after being hspitalized 3 mnths 

ag with severe COVID-19 and mehanially ventilated fr 

ver 2 weeks. Client states that sine being disharged frm 

the hspital, has perids f heart palpitatins, insmnia, 

apathy, depressed md, and anrexia. Reprts that drink-

ing alhl every night helps t relax, but still bemes anx-

ius and depressed at times. Is very wrried abut getting 

COVID again beause the lient’s sibling, whm the lient 

reently visited, tested psitive yesterday. Has nightmares 

abut the hspital experiene beause the lient nearly died. 

Lst 35 lb (15.9 kg) during the hspital stay but states still 

weighs mre than 260 lb (117.9 kg). Was nsidering sui-

ide this evening beause the lient was afraid he “might be 

reinfeted and die this time.” Reently diagnsed with type 

2 DM ntrlled by diet and metfrmin.

: Sial wrker (SW) interviewed lient and adminis-

tered several sreening assessments fr seleted mental 

health nditins. Client admitted t ashbaks abut hs-

pitalizatin and feels guilty abut putting family thrugh 

that experiene. States was “lazy” and did nt wear a mask 

r sial distane at an imprtant rprate meeting. As 

a result, the lient develped a COVID-19 infetin, whih 

wrsened and led t the hspital stay and mehanial 

ventilatin. Expressed remrse fr upsetting spuse and 

aplgized t her and the SW.

The nurse reviews the medial rerd f a 56-year-ld lient wh 
was reently admitted t the ED.

For each client assessment nding, click or indicate with an X which 
nding is associated with which client condition. Some ndings may 
be consistent with more than one condition.

Client 
Finding

Generalized 
Anxiety 
Disorder

Clinical 
Depression PTSD

Had reent 
near-death 
experiene

☐ ☐ ☐

Anrexia ☐ ☐ ☐

Depressed 
md

☐ ☐ ☐

Apathy ☐ ☐ ☐

Nightmares ☐ ☐ ☐

Ptential 
suiide risk

☐ ☐ ☐

Exessive 
wrry

☐ ☐ ☐

Insmnia ☐ ☐ ☐

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a suiide 

nte and the gun abinet unlked. Reprts that the lient 

is “nt the same persn” after being hspitalized 3 mnths 

ag with severe COVID-19 and mehanially ventilated fr 

ver 2 weeks. Client states that sine being disharged frm 

the hspital, has perids f heart palpitatins, insmnia, 

apathy, depressed md, and anrexia. Reprts that drink-

ing alhl every night helps t relax, but still bemes anx-

ius and depressed at times. Is very wrried abut getting 

COVID again beause the lient’s sibling, whm the lient 

reently visited, tested psitive yesterday. Has nightmares 

abut the hspital experiene beause the lient nearly died. 

Lst 35 lb (15.9 kg) during the hspital stay but states still 

weighs mre than 260 lb (117.9 kg). Was nsidering sui-

ide this evening beause the lient was afraid f pssibly 

“being reinfeted and dying this time.” Reently diagnsed 

with type 2 DM ntrlled by diet and metfrmin.
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A 56-year-ld lient was diagnsed with PTSD after being ad-
mitted t the ED beause the lient’s spuse fund a suiide 
nte and unlked gun abinet. After a thrugh evaluatin, 
the lient was admitted fr ne-n-ne bservatin in the aute 
inpatient psyhiatri unit and started n sertraline and psyh-
therapy. The nurse plans health teahing abut the mediatin 
fr the lient and spuse befre administering the rst dse.

Select ve statements that the nurse would include in the health 
teaching about sertraline.

☐ “This drug is ne f the mst eetive ways t treat PTSD 
and depressin.”

☐ “We will be mnitring yu fr sedatin eets while yu 
are here.”

☐ “Let me knw if yu have truble urinating r having a 
bwel mvement.”

☐ “Let me knw if yu have truble sleeping r feel nervus 
while n the drug.”

☐ “We will be mnitring yu arefully fr hanges in yur 
vital signs.”

☐ “Yu might experiene mild nausea and feel agitated when 
yu start this drug.”

☐ “Yur liver and kidney funtin will need t be mnitred by 
lab testing.”

Practice Question . Unfolding Case Study 

The nurse reviews the latest entry (2330) in the Nurses’ Ntes f 
a 56-year-ld lient’s medial rerd.

The client was diagnosed with PTSD, anxiety, and suicidal risk. 
Which physician orders would the nurse anticipate for the client at 
this time? Select all that apply.

☐ Begin antidepressant drug therapy.

☐ Admit t aute psyhiatri unit.

☐ Refer t ase manager.

☐ Refer t spiritual advisr.

☐ Begin intense psyhtherapy.

☐ Plae n suiide preautins.

☐ Limit visitrs t immediate family.

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a suiide 

nte and the gun abinet unlked. Reprts that the lient 

is “nt the same persn” after being hspitalized 3 mnths 

ag with severe COVID-19 and mehanially ventilated fr 

ver 2 weeks. Client states that sine being disharged frm 

the hspital, has perids f heart palpitatins, insmnia, 

apathy, depressed md, and anrexia. Reprts that drink-

ing alhl every night helps t relax, but still bemes anx-

ius and depressed at times. Is very wrried abut getting 

COVID again beause the lient’s sibling, whm the lient 

reently visited, tested psitive yesterday. Has nightmares 

abut the hspital experiene beause the lient nearly died. 

Lst 35 lb (15.9 kg) during the hspital stay but states still 

weighs mre than 260 lb (117.9 kg). Was nsidering sui-

ide this evening beause the lient was afraid he “might be 

reinfeted and die this time.” Reently diagnsed with type 

2 DM ntrlled by diet and metfrmin.

: Sial wrker (SW) interviewed lient and adminis-

tered several sreening assessments fr seleted mental 

health nditins. Client admitted t ashbaks abut hs-

pitalizatin and feels guilty abut putting family thrugh 

that experiene. States was “lazy” and did nt wear a mask 

r sial distane at an imprtant rprate meeting. As 

a result, the lient develped a COVID-19 infetin, whih 

wrsened and led t the hspital stay and mehanial venti-

latin. Expressed remrse fr upsetting spuse and apl-

gized t her and the SW.
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A 56-year-ld lient was disharged frm the aute psyhiatri 
are unit 2 mnths ag with a diagnsis f PTSD, anxiety, and 
linial depressin. The lient is fllwing up with the family nurse 
pratitiner (FNP) tday. Prir t being examined by the FNP, the 
e nurse reviews the previus ED admissin rerd and per-
frms an interview regarding the lient’s urrent health state.

Based on the ED admission notes and data collected during the 
nurse’s interview with the client, indicate which client ndings dem-
onstrate that he is either Progressing (Improving) or Not Progress-

ing (Not Improving).

Client Finding
Progressing 
(Improving)

Not Progressing 
(Not Improving)

Has nt nsumed any 
alhl sine hspital 
disharge

☐ ☐

States has a mre 
psitive utlk 
withut depressed 
mds, and a better 
appetite

☐ ☐

Has ashbaks and 
nightmares abut ne 
a week

☐ ☐

Sleeps mst nights fr 
7–8 hurs

☐ ☐

States n lnger has 
heart palpitatins

☐ ☐

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a sui-

ide nte and the gun abinet unlked. Reprts that the 

lient is “nt the same persn” after being hspitalized 

3 mnths ag with severe COVID-19 and mehanially 

ventilated fr ver 2 weeks. Client states that sine being 

disharged frm the hspital, has perids f heart palpita-

tins, insmnia, apathy, depressed md, and anrexia. 

Reprts that drinking alhl every night helps t relax, 

but still bemes anxius and depressed at times. Is very 

wrried abut getting COVID again beause the lient’s 

sibling, whm the lient reently visited, tested psitive 

yesterday. Has nightmares abut the hspital experiene 

beause the lient nearly died. Lst 35 lb (15.9 kg) during 

the hspital stay but states still weighs mre than 260 lb 

(117.9 kg). Was nsidering suiide this evening beause 

the lient was afraid he “might be reinfeted and die this 

time.” Reently diagnsed with type 2 DM ntrlled by 

diet and metfrmin.

: Sial wrker (SW) interviewed lient and adminis-

tered several sreening assessments fr seleted mental 

health nditins. Client admitted t ashbaks abut hs-

pitalizatin and feels guilty abut putting family thrugh 

that experiene. States was “lazy” and did nt wear a mask 

r sial distane at an imprtant rprate meeting. As 

a result, the lient develped a COVID-19 infetin, whih 

wrsened and led t the hspital stay and mehanial 

ventilatin. Expressed remrse fr upsetting spuse and 

aplgized t her and the SW.
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The nurse is assigned t are fr a 68-year-ld lient wh had 
a right THA 2 days ag. The lient’s pain is being managed 
with ral piids and gabapentin. The lient is preparing fr 
pssible disharge tmrrw. The lient has been n apixa-
ban 5 mg rally ne a day and has ambulated with assis-
tane 4 times eah day in the hall with a walker. The nurse 
perfrms a shift assessment and duments the fllwing 
Nurses’ Ntes.

For each client assessment nding, click or indicate with an X which 
nding is associated with which potential client condition. Some 
ndings may be consistent with more than one condition.

Client Finding PE GERD
Respiratory 
Infection

Chest pain ☐ ☐ ☐

Belhing ☐ ☐ ☐

Restlessness ☐ ☐ ☐

Anxiety ☐ ☐ ☐

T 100°F (37.8°C) ☐ ☐ ☐

HR 104 BPM ☐ ☐ ☐

RR 20 bpm with dyspnea ☐ ☐ ☐

SpO2 90% n RA ☐ ☐ ☐

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Reprts was unable t ambulate this evening be-

ause f sharp hest pain that hurts wrse when taking a 

deep breath. States has been “belhing” sine dinner be-

ause f eating nins and peppers n a steak. Restless 

and anxius abut pain, but n aute nfusin. T = 100°F 

(37.8°C); HR = 104 BPM; RR = 20 bpm with dyspnea; BP 

= 114/62 mm Hg; SpO2 = 90% n RA. Right THA inisin 

dry and intat withut redness. Right pedal pulse nnpal-

pable but deteted n Dppler; ft warm and nt swllen. 

Psterir tibial and ppliteal pulses +2 bilaterally. Able t 

ex bth feet equally; ap rell <3 sends.

Unfolding Case Study 2

The nurse reviews the preperative nte fr a 68-year-ld lient 
wh is sheduled t have an anterir right THA this mrning.

The nurse recognizes that which assessment ndings listed below 
place the client at high risk for postoperative VTE? Select all that 

apply.

☐ Histry f hypertensin

☐ 52–pak-year histry

☐ BMI f 30.1

☐ Histry f high hlesterl

☐ Having a THA

☐ Histry f hleystetmy

☐ Histry f bilateral hip stearthritis

☐ Histry f DVT × 2

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Admitted t the OR fr a THA using an anterir 

surgial apprah. Histry f several surgeries inluding 

hysteretmy, appendetmy, and hleystetmy. 52–

pak-year histry but quit 2 years ag; BMI f 30.1. His-

try f DVT × 2, hypertensin ntrlled by diet and drug 

therapy, high hlesterl ntrlled by statins, and GERD 

ntrlled by an antaid PRN. Bilateral hip stearthritis 

with right hip mre painful than left. Lives in send-r 

apartment in a rural twn. Has n transprtatin and de-

pends n family friends t btain fd and get t medial 

appintments. Family friends are willing t help with pst-

perative revery and transprtatin. Advane diretives 

n le. Prepped fr surgery.
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The nurse is assigned t are fr a 68-year-ld lient wh had a 
right THA 2 days ag. The lient’s pain is being managed with 
ral piids and gabapentin. The lient is preparing fr pssible 
disharge tmrrw. The lient has been n apixaban 5 mg rally 
ne a day and has ambulated at least 4 times eah day in the 
hall with a walker. The nurse perfrms a shift assessment and 
duments the fllwing Nurses’ Ntes.

Based on the information in the Nurses’ Notes, complete the follow-
ing sentences from the lists of options provided.

The lient most likely has ____ [Select]____ as the priority n-

ditin as evidened by ____ [Select]____ and ____ [Select]____

Options for  Options for  Options for 

Right leg 
neurvasular 
mprmise

PE
Pneumnia
GERD

Chest pain
Hyptensin
Bradyardia
Nnpalpable right 

pedal pulse

Tahypnea
Belhing
Dereased apillary 

rell
Dyspnea

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Reprts was unable t ambulate this evening be-

ause f sharp hest pain that hurts wrse when taking a 

deep breath. States has been “belhing” sine dinner be-

ause f eating nins and peppers n a steak. Restless 

and anxius abut pain, but n aute nfusin. T = 100°F 

(37.8°C); HR = 104 BPM; RR = 20 bpm with dyspnea; BP = 

114/62 mm Hg; SpO2 = 90% n RA. Right THA inisin dry 

and intat withut redness. Right pedal pulse nnpalpable 

but deteted n Dppler; ft warm and nt swllen. Ps-

terir tibial and ppliteal pulses +2 bilaterally. Able t ex 

bth feet equally; ap rell <3 sends.

The nurse is assigned t are fr a 68-year-ld lient wh had a 
right THA 2 days ag. The lient’s pain is being managed with 
ral piids and gabapentin. The lient is preparing fr pssible 
disharge tmrrw. The lient has been n apixaban 5 mg rally 
ne a day and has ambulated at least 4 times eah day in the 
hall with a walker. The nurse perfrms a shift assessment and 
duments the fllwing Nurses’ Ntes.

The nurse develops a plan of care to manage the client’s suspected 
condition. Select six actions that would be appropriate for the nurse 
to include in the plan of care at this time.

☐ Obtain venus aess.

☐ Plae the lient in a at supine psitin.

☐ Cnnet the lient t a ntinuus ardia mnitr.

☐ Prepare the lient fr mputed tmgraphy pulmnary 
angigraphy (CTPA).

☐ Apply xygen by NC r mask.

☐ Inrease the lient’s ral apixaban dsage frm 5 mg 
t 10 mg.

☐ Draw bld fr labratry testing, inluding mplete bld 
unt and agulatin studies.

☐ Plae the lient n ntinuus xygen saturatin 
mnitring.

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Reprts was unable t ambulate this evening be-

ause f sharp hest pain that hurts wrse when taking a 

deep breath. States has been “belhing” sine dinner be-

ause f eating nins and peppers n a steak. Restless 

and anxius abut pain, but n aute nfusin. T = 100°F 

(37.8°C); HR = 104 BPM; RR = 20 bpm with dyspnea; BP = 

114/62 mm Hg; SpO2 = 90% n RA. Right THA inisin dry 

and intat withut redness. Right pedal pulse nnpalpable 

but deteted n Dppler; ft warm and nt swllen. Ps-

terir tibial and ppliteal pulses +2 bilaterally. Able t ex 

bth feet equally; ap rell <3 sends.
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The nurse is assigned t are fr a 68-year-ld lient wh had a 
right THA 2 days ag. During shift assessment, the nurse du-
ments new nset f symptms inluding hest pain and dys-
pnea. Cmputed tmgraphy pulmnary angigraphy (CTPA) 
nrmed the diagnsis f a submassive PE. The rthpedi 
surgen enters the fllwing rders:

The nurse revises the plan of care for the client with conrmed di-
agnosis of PE. Click or place an X to specify nursing actions that are 
Indicated (appropriate or necessary) and those that are Contrain-

dicated (not useful and could be harmful) related to drug therapy 
for this client.

Potential Nursing Action Indicated Contraindicated

Mnitr the lient’s platelet 
unt.

☐ ☐

Mnitr the lient’s ativated 
partial thrmbplastin time 
(aPTT).

☐ ☐

Assess the lient fr bleeding 
r exessive bruising.

☐ ☐

Mnitr the lient’s 
internatinal nrmalized 
rati (INR).

☐ ☐

Mnitr the lient’s 
hematrit.

☐ ☐

Chek fr availability f 
prtamine sulfate.

☐ ☐

Chek fr availability f 
phytnadine (vitamin K).

☐ ☐

Practice Question . Unfolding Case Study 

Nurses’ Notes Physician Orders Imaging Studies Lab Results

:
• Fondaparinux 7.5 mg subutaneusly ne daily
• Warfarin 5 mg orally once daily
• Supplemental oxygen per NC at 5 L/min
• Continuous pulse oximetry monitoring
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A 68-year-ld lient wh had a right THA is returning t the r-
thpedi surgen’s e fr a 6-week fllw-up visit. While in 
the hspital revering frm surgery, the lient experiened a PE, 
whih was suessfully treated. Tday the e nurse nduts 
a brief assessment befre the lient is examined by the surgen 
and duments the fllwing nte.

Based on the nurse’s brief assessment, which ndings indicate that 
the client is improving or progressing? Select all that apply.

☐ N new reprt f shrtness f breath r hest pain

☐ Hip inisin healed with hairline sar

☐ SpO2 f 95% n RA

☐ Right arm badly bruised

☐ Reent weight lss f 27 lb

☐ Left hip is beming mre painful

☐ Walking independently with ane

☐ Perfrming ADLs withut assistane

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Walking independently with a ane with full weight 

bearing; states is able t perfrm ADLs withut assistane. 

Right hip inisin healed with hairline sar and slight dis-

tal bruising. Taking warfarin as presribed and fllwing 

up n INR testing, but depends mstly n family friends 

fr transprtatin t the lab. Right arm badly bruised but 

reprts n ther bleeding. T = 97.9°F (36.6°C); HR = 86 

BPM; RR = 18 bpm; BP = 126/74 mm Hg; SpO2 = 95% 

n RA. N adventitius breath sunds; n new reprt f 

shrtness f breath r hest pain. States a lss f 27 lb 

sine hspitalizatin as part f a new weight lss prgram. 

Als reprts that left nnsurgial hip is inreasingly painful 

and may sn need t be replaed.
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Unfolding Case Study 3

A 64-year-ld lient presents t the ED and reprts a 2-week his-
try f fever and hills, nausea and abdminal pain, sre thrat, 
ugh, fatigue and lethargy, and musle ahes. An initial nursing 
assessment reveals the fllwing:

: The nurse reviews the reent labratry and diagnsti test 
results, whih inlude the fllwing:

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Lab Tests Diagnostic Tests

: Histry f diabetes type 1, hypertensin, hyperlipi-

demia, hypthyridism. Denies hest pain r shrtness 

f breath. Nnprdutive ugh, arse rakles heard 

in lwer lbes bilaterally. Bld gluse levels have been 

well ntrlled, but this mrning the lient reprts a level 

f 375 mg/dL (20.8 mml/L), prmpting the visit t the 

ED. States reent glyated hemglbin (A1) level dne 2 

mnths ag was 7.0%. Unable t eat and reprts stpping 

mediatins 3 days ag beause f the nausea and ab-

dminal pain. States has had inreased urinatin despite 

the inability t tlerate fd r uids. Reprts weakness 

and musle ahes and being nned t bed fr the past 

3 weeks. Fruity breath dr nted. POC gluse 400 mg/

dL (22.2 mml/L).

VS: T = 100.4°F (38.0°C); HR = 96 BPM; RR = 24 bpm; BP 

= 142/90 mm Hg; SpO2 = 91% n RA.

Weight 175 lb (79.37 kg), height 5 feet 9 inhes (stated).

Vided: 250 mL.

Medications:
Levthyrxine 125 mg ral daily
Lisinpril 2.5 mg ral daily
Simvastatin 20 mg ral daily
Insulin glargine 28 units subutaneus daily
Semaglutide 1 mg subutaneus weekly

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Laboratory 
Test Results

Normal 
Reference Range

Gluse 440 mg/dL (24.4 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Ketnes 86.4 mg/dL (4.8 
mml/L) H

<0 mg/dL (0.0–
0.27 mml/L)

White bld 
ells (WBCs)

9900/mm3 (6.3 
× 109/L)

5000–10,000/mm3

(3.5–12 × 109/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (9.0 
mml/L) H

10-20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL (88.3 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Ptassium (K) 5.9 mEq/L (5.9 
mml/L) H

3.5-5.0 mEq/L 
(3.5–5.1 mml/L)

Sdium (Na) 150 mEq/L (150 
mml/L) H

136-145 mEq/L 
(136–145 mml/L)

Thyrid-
stimulating 
hrmne (TSH)

4.0 mIU/mL 
(4.0 mIU/L)

2-10 mIU/mL 
(0.4–4.8 mIU/L)

D-dimer 15 mg/mL 
(112.5 nml/L) 
H

<250 ng/mL r 
<0.4 mg/mL (<3 
nml/L)

Creatine kinase 
(CK)

140 U/L (150.5 
U/L)

20–200 U/L 
(20–215 U/L)

C-reative 
prtein (CRP)

10.2 mg/dL (102 
mg/L) H

<1 mg/dL (<10.0 
mg/L)

Trpnin I 0.01 ng/mL 
(0.17 mg/L)

<0.03 ng/mL 
(<0.35 mg/L)

Bld ulture Pending N grwth

Urinalysis
WBCs
Ketnes

0 (0)
Psitive H

0–4 lw-pwer eld
Nne

Urine ulture Pending N grwth

Arterial bld 
gases (ABGs)

pH 7.30 L

Pco2 27 mm 
Hg L
HCO3 14 mEq/L 
L

Po2 85 mm Hg

pH 7.35–7.45 
(7.35–7.45)
Pco2 35–45 mm 
Hg (35–45 mm Hg)
HCO3 21–28 
mEq/L (23–29 
mEq/L)
Po2 80–100 mm 
Hg (80–100 mm 
Hg)

SARS-CV-2 
PCR

Psitive Negative
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Which four laboratory ndings require immediate follow-up?

☐ A1

☐ BUN

☐ Sdium

☐ Gluse

☐ D-dimer

☐ Ptassium

☐ C-reative prtein

☐ Arterial bld gases

Practice Question . Unfolding Case Study —cont’d

Diagnostic 
Test

Results

Chest x-ray Bilateral pulmnary inltrates mpatible 
with COVID-19 pneumnitis

ECG NSR

Health History Nurses’ Notes Lab Tests Diagnostic Tests
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A 64-year-ld lient presents t the ED and reprts a 2-week his-
try f fever and hills, nausea and abdminal pain, sre thrat, 
ugh, fatigue and lethargy, and musle ahes. An initial nursing 
assessment reveals the fllwing:

: The nurse reviews the reent labratry and diagnsti test 
results, whih inlude the fllwing:

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Lab Tests Diagnostic Tests

: Histry f diabetes type 1, hypertensin, hyperlipi-

demia, hypthyridism. Denies hest pain r shrtness 

f breath. Nnprdutive ugh, arse rakles heard 

in lwer lbes bilaterally. Bld gluse levels have been 

well ntrlled, but this mrning the lient reprts a level 

f 375 mg/dL (20.8 mml/L), prmpting the visit t the 

ED. States reent glyated hemglbin (A1) level dne 2 

mnths ag was 7.0%. Unable t eat and reprts stpping 

mediatins 3 days ag beause f the nausea and ab-

dminal pain. States has had inreased urinatin despite 

the inability t tlerate fd r uids. Reprts weakness 

and musle ahes and being nned t bed fr the past 

3 weeks. Fruity breath dr nted. POC gluse 400 mg/

dL (22.2 mml/L).

VS: T = 100.4°F (38.0°C); HR = 96 BPM; RR = 24 bpm; BP 

= 142/90 mm Hg; SpO2 = 91% n RA.

Weight 175 lb (79.37 kg), height 5 feet 9 inhes (stated).

Vided: 250 mL.

Medications:
Levthyrxine 125 mg ral daily
Lisinpril 2.5 mg ral daily
Simvastatin 20 mg ral daily
Insulin glargine 28 units subutaneus daily
Semaglutide 1 mg subutaneus weekly

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Laboratory Test Results
Normal 
Reference Range

Gluse 440 mg/dL (24.4 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Ketnes 86.4 mg/dL (4.8 
mml/L) H

<0 mg/dL (0.0–
0.27 mml/L)

White bld 
ells (WBCs)

9900/mm3

(6.3 × 109/L)
5000–10,000/
mm3 (3.5–12 × 
109/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (9.0 
mml/L) H

10–20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL 
(88.3 mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Ptassium (K) 5.9 mEq/L (5.9 
mml/L) H

3.5–5.0 mEq/L 
(3.5–5.1 mml/L)

Sdium (Na) 150 mEq/L (150 
mml/L) H

136–145 mEq/L 
(136–145 mml/L)

Thyrid-
stimulating 
hrmne (TSH)

4.0 mIU/mL 
(4.0 mIU/L)

2–10 mIU/mL 
(0.4–4.8 mIU/L)

D-dimer 15 mg/mL 
(112.5 nml/L) H

<250 ng/mL r 
<0.4 mg/mL (<3 
nml/L)

Creatine kinase 
(CK)

140 U/L 
150.5 U/L)

20–200 U/L 
(20–215 U/L)

C-reative 
prtein (CRP)

10.2 mg/dL 
(102 mg/L) H

<1 mg/dL (<10.0 
mg/L)

Trpnin I 0.01 ng/mL 
(0.17 mg/L)

<0.03 ng/mL 
(<0.35 mg/L)

Bld ulture Pending N grwth

Urinalysis
WBCs
Ketnes

0 (0)
Psitive H

0–4 lw-pwer eld
Nne

Urine ulture Pending N grwth

Arterial bld 
gases (ABGs)

pH 7.30 L

Pco2 27 mm 
Hg L

HCO3 14 
mEq/L L

Po2 85 mm Hg

pH 7.35–7.45 
(7.35–7.45)
Pco2 35–45 mm 
Hg (35–45 mm 
Hg)
HCO3 21–28 
mEq/L (23–29 
mEq/L)
Po2 80–100 mm 
Hg (80–100 mm 
Hg)

SARS-CV-2 PCR Psitive Negative
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For each client nding below, click or check to specify if the nding is 
consistent with the disease process of DKA or COVID-19. Each nd-
ing may support more than one disease process.

Client Findings DKA COVID-

Fever and hills ☐ ☐

Nausea ☐ ☐

Abdminal pain ☐ ☐

Inreased urinatin ☐ ☐

Cugh ☐ ☐

Lung rakles ☐ ☐

High C-reative prtein level ☐ ☐

High gluse level ☐ ☐

Abnrmal ABGs ☐ ☐

Practice Question . Unfolding Case Study —cont’d

Diagnostic Test Results

Chest x-ray Bilateral pulmnary inltrates 
mpatible with COVID-19 
pneumnitis

ECG NSR

Health History Nurses’ Notes Lab Tests Diagnostic Tests
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A 64-year-ld lient presents t the ED and reprts a 2-week his-
try f fever and hills, nausea and abdminal pain, sre thrat, 
ugh, fatigue and lethargy, and musle ahes. An initial nursing 
assessment reveals the fllwing:

: The nurse reviews the reent labratry and diagnsti test 
results, whih inlude the fllwing:

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Lab Tests Diagnostic Tests

: Histry f diabetes type 1, hypertensin, hyperlipi-

demia, hypthyridism. Denies hest pain r shrtness 

f breath. Nnprdutive ugh, arse rakles heard 

in lwer lbes bilaterally. Bld gluse levels have been 

well ntrlled, but this mrning the lient reprts a level 

f 375 mg/dL (20.8 mml/L), prmpting the visit t the 

ED. States reent glyated hemglbin (A1) level dne 2 

mnths ag was 7.0%. Unable t eat and reprts stpping 

mediatins 3 days ag beause f the nausea and ab-

dminal pain. States has had inreased urinatin despite 

the inability t tlerate fd r uids. Reprts weakness 

and musle ahes and being nned t bed fr the past 

3 weeks. Fruity breath dr nted. POC gluse 400 mg/

dL (22.2 mml/L).

VS: T = 100.4°F (38.0°C); HR = 96 BPM; RR = 24 bpm; BP 

= 142/90 mm Hg; SpO2 = 91% n RA.

Weight 175 lb (79.37 kg), height 5 feet 9 inhes (stated).

Vided: 250 mL.

Medications:
Levthyrxine 125 mg ral daily
Lisinpril 2.5 mg ral daily
Simvastatin 20 mg ral daily
Insulin glargine 28 units subutaneus daily
Semaglutide 1 mg subutaneus weekly

Laboratory 
Test Results

Normal 
Reference Range

Gluse 440 mg/dL 
(24.4 mml/L) 
H

74–106 mg/dL 
(3.9–6.1 mml/L)

Ketnes 86.4 mg/dL (4.8 
mml/L) H

<0 mg/dL (0.0–0.27 
mml/L)

White bld 
ells (WBCs)

9900/mm3

(6.3 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Bld urea 
nitrgen 
(BUN)

22 mg/dL (9.0 
mml/L) H

10-20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/
dL (88.3 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Ptassium (K) 5.9 mEq/L (5.9 
mml/L) H

3.5-5.0 mEq/L (3.5–5.1 
mml/L)

Sdium (Na) 150 mEq/L (150 
mml/L) H

136-145 mEq/L 
(136–145 mml/L)

Thyrid-
stimulating 
hrmne 
(TSH)

4.0 mIU/mL 
(4.0 mIU/L)

2-10 mIU/mL 
(0.4–4.8 mIU/L)

D-dimer 15 mg/mL 
(112.5 nml/L) 
H

<250 ng/mL r <0.4 
mg/mL (<3 nml/L)

Creatine 
kinase (CK)

140 U/L (150.5 
U/L)

20–200 U/L (20–215 
U/L)

C-reative 
prtein (CRP)

10.2 mg/dL 
(102 mg/L) H

<1 mg/dL (<10.0 
mg/L)

Trpnin I 0.01 ng/mL 
(0.17 mg/L)

<0.03 ng/mL (<0.35 
mg/L)

Bld ulture Pending N grwth

Urinalysis
WBCs
Ketnes

0 (0)
Psitive H

0–4 lw-pwer eld
Nne

Urine ulture Pending N grwth

Arterial bld 
gases (ABGs)

pH 7.30 L

Pco2 27 mm 
Hg L
HCO3 14
mEq/L L
Po2 85 mm Hg

pH 7.35–7.45 
(7.35–7.45)
Pco2 35–45 mm Hg 
(35–45 mm Hg)
HCO3 21–28 mEq/L 
(23–29 mEq/L)
Po2 80–100 mm Hg 
(80–100 mm Hg)

SARS-CV-2 
PCR

Psitive Negative

Health History Nurses’ Notes Lab Tests Diagnostic Tests
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Complete the following sentence by choosing from the lists of options 
provided.

The lient is at highest risk fr develping _____ [Select]_____, as 

evidened by ______ [Select]_____ and _____ [Select]_____

Options for  Options for  Options for 

Seizures BUN Chills

Aute renal injury Fever Creatinine levels

Myxedema ma D-dimer level Chest x-ray result

Respiratry failure Lung rakles TSH level

Thrmbemblism Histry f 
hypthyridism

Immbility

Practice Question . Unfolding Case Study —cont’d

Diagnostic Test Results

Chest x-ray Bilateral pulmnary inltrates 
mpatible with COVID-19 
pneumnitis

ECG NSR

Health History Nurses’ Notes Lab Tests Diagnostic Tests
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: The ED physiian duments rders fr the lient and the 
nurse is planning are. The nurse reheks VS and btains a POC 
gluse reading. VS: T = 100.4°F (38.0°C); HR = 98 BPM; RR = 24 
bpm; BP = 146/92 mm Hg; SpO2 = 89% n RA. POC gluse read-
ing is 500 mg/dL (27.7 mml/L). The lient is alert but lethargi 
yet arusable. Viding 200 mL/hr. Dry ugh. N shrtness f 
breath. Carse rakles heard in lwer lbes bilaterally. Hspital 
admissin is planned.

: The nurse reviews the reent labratry and diagnsti test 
results, whih inlude the fllwing:

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Laboratory 
Test Results

Normal 
Reference Range

Gluse 440 mg/dL 
(24.4 mml/L) 
H

74–106 mg/dL 
(3.9–6.1 mml/L)

Ketnes 86.4 mg/dL 
(4.8 mml/L) H

<0 mg/dL (0.0–0.27 
mml/L)

White bld 
ells (WBCs)

9900/mm3

(6.3 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Bld urea 
nitrgen 
(BUN)

22 mg/dL (9.0 
mml/L) H

10-20 mg/dL 
(2.9–8.2 mml/L)

Creatinine 
(Cr)

1.0 mg/
dL (88.3 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Ptassium (K) 5.9 mEq/L (5.9 
mml/L) H

3.5-5.0 mEq/L 
(3.5–5.1 mml/L)

Sdium (Na) 150 mEq/L (150 
mml/L) H

136-145 mEq/L 
(136–145 mml/L)

Thyrid-
stimulating 
hrmne 
(TSH)

4.0 mIU/mL 
(4.0 mIU/L)

2-10 mIU/mL 
(0.4–4.8 mIU/L)

D-dimer 15 mg/mL 
(112.5 nml/L) 
H

<250 ng/mL r 
<0.4 mg/mL (<3 
nml/L)

Creatine 
kinase (CK)

140 U/L (150.5 
U/L)

20–200 U/L (20–215 
U/L)

C-reative 
prtein (CRP)

10.2 mg/dL 
(102 mg/L) H

<1 mg/dL (<10.0 
mg/L)

Trpnin I 0.01 ng/mL 
(0.17 mg/L)

<0.03 ng/mL (<0.35 
mg/L)

Bld ulture Pending N grwth

Urinalysis
WBCs
Ketnes

0 (0)
Psitive H

0–4 lw-pwer eld
Nne

Urine ulture Pending N grwth

Arterial bld 
gases (ABGs)

pH 7.30 L

Pco2 27 mm 
Hg L
HCO3 14 
mEq/L L
Po2 85 mm Hg

pH 7.35–7.45 
(7.35–7.45)
Pco2 35–45 mm Hg 
(35–45 mm Hg)
HCO3 21–28 mEq/L 
(23–29 mEq/L)
Po2 80–100 mm Hg 
(80–100 mm Hg)

SARS-CV-2 
PCR

Psitive Negative

Health History Nurses’ Notes Lab Tests Diagnostic Tests

: Histry f diabetes type 1, hypertensin, hyperlipi-

demia, hypthyridism. Denies hest pain r shrtness 

f breath. Nnprdutive ugh, arse rakles heard 

in lwer lbes bilaterally. Bld gluse levels have been 

well ntrlled, but this mrning the lient reprts a level 

f 375 mg/dL (20.8 mml/L), prmpting the visit t the 

ED. States reent glyated hemglbin (A1) level dne 2 

mnths ag was 7.0%. Unable t eat and reprts stpping 

mediatins 3 days ag beause f the nausea and ab-

dminal pain. States has had inreased urinatin despite 

the inability t tlerate fd r uids. Reprts weakness 

and musle ahes and being nned t bed fr the past 

3 weeks. Fruity breath dr nted. POC gluse 400 mg/

dL (22.2 mml/L).

VS: T = 100.4°F (38.0°C); HR = 96 BPM; RR = 24 bpm; BP 

= 142/90 mm Hg; SpO2 = 91% n RA.

Weight 175 lb (79.37 kg), height 5 feet 9 inhes (stated).

Vided: 250 mL.

Medications:
Levthyrxine 125 mg ral daily
Lisinpril 2.5 mg ral daily
Simvastatin 20 mg ral daily
Insulin glargine 28 units subutaneus daily
Semaglutide 1 mg subutaneus weekly
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Practice Question . Unfolding Case Study —cont’d

Click or check to indicate whether each potential intervention listed 
below is either Anticipated (appropriate or necessary) or Contrain-
dicated (could be harmful)/Not Helpful for the client’s plan of care 
at this time.

Potential Intervention Anticipated
Contraindicated/
Not Helpful

O2 per NC ☐ ☐

0.45% nrmal saline 
infusin

☐ ☐

Insulin glargine blus ☐ ☐

Cntinuus infusin f 
regular insulin diluted in 
nrmal saline

☐ ☐

IV ptassium ☐ ☐

Cntinuus ardia 
mnitring

☐ ☐

Enxaparin 
subutaneusly daily

☐ ☐

Tilizumab and 
dexamethasne

☐ ☐

Ceftriaxne ☐ ☐

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Diagnostic Test Results

Chest x-ray Bilateral pulmnary inltrates 
mpatible with COVID-19 
pneumnitis

ECG NSR
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: The ED physiian rders are initiated and the lient with 
DKA and COVID-19 is transferred t the aute are medial 
unit fr hspital admissin. The lient is alert and riented n 
admissin. VS: T = 99.4°F (37.4°C); HR = 88 BPM; RR = 20 bpm; 
BP = 138/90 mm Hg; SpO2 = 90% n RA. The admitting physi-
ian presribes labratry studies, and the nurse ntats the 
labratry fr the tests.
: The labratry results are reprted, and the nurse reviews 
the results and subsequent physiian presriptins.

Based on the client assessment and laboratory ndings, which three 
actions would be the priority?

☐ Administer IV ptassium.

☐ Oer a sprts drink fr sipping.

☐ Chek hurly urine utput amunts.

☐ Teah abut the ways t prevent dehydratin.

☐ Administer 5% dextrse in 0.45% nrmal saline.

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Vital Signs Lab Tests

Laboratory 
Test Current Results

Normal 
Reference Range

Gluse 240 mg/dL (12.6 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

BUN 18 mg/dL (5.22 
mml/L)

10–20 mg/dL 
(2.9–8.2 mml/L)

Cr 1.2 mg/dL (106 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

K 4.0 mEq/L (4.0 
mml/L)

3.5–5.0 mEq/L ( 
3.5–5.1 mml/L)

Na 150 mEq/L (150 
mml/L) H

136–145 mEq/L 
(136–145 mml/L)

: Hand- reprt frm the night nurse t the day nurse has 
been mpleted. The night nurse reprts that the lient presrip-
tins t treat DKA were implemented n the previus evening 
shift. The lient als reprts that the lient had a mfrtable 
night. Labratry tests and VS were heked every 4 hurs dur-
ing the night and remained stable. The day nurse assesses the 
lient and reviews the mst urrent labratry results.

Which ndings indicate that the treatment plan is eective? For 
each client nding, click or place an X to specify if the nding indi-
cates that the treatment plan is Eective or Ineective

Previous 
Client Finding

Current Client 
Finding Effective Ineffective

Gluse 240 
mg/dL (12.6 
mml/L)

Gluse 190 
mg/dL (10.64 
mml/L)

☐ ☐

Ptassium 4.0 
mEq/L (4.0 
mml/L)

Ptassium 4.0 
mEq/L (4.0 
mml/L)

☐ ☐

Urine utput 
200 mL/hr

Urine utput 45 
mL/hr

☐ ☐

Na 150 mEq/L 
(150 mml/L)

Na 150 mEq/L 
(150 mml/L)

☐ ☐

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Vital Signs Lab Tests

Laboratory 
Test Current Results

Normal 
Reference Range

Gluse 240 mg/dL (12.6 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

BUN 18 mg/dL (5.22 
mml/L)

10–20 mg/dL 
(2.9–8.2 mml/L)

Cr 1.2 mg/dL (106 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

K 4.0 mEq/L (4.0 
mml/L)

3.5–5.0 mEq/L ( 
3.5–5.1 mml/L)

Na 150 mEq/L (150 
mml/L) H

136–145 mEq/L 
(136–145 mml/L)
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Unfolding Case Study 4

A 70-year-ld lient arrived at the ED fr hest heaviness and dif-
ulty breathing. The nurse duments the admissin assess-
ment.

Highlight the client ndings in the following medical records that 
are of immediate concern to the nurse.

Practice Question . Unfolding Case Study 

Health History Physical Assessment Vital Signs Test Results

: 70-year-ld lient admitted t the ED reprting hest 

heaviness and diulty breathing fr 2 days. Symptms 

are ntied mre with ativity and subside with rest after a 

few minutes. Past medial histry f type 2 DM, hyperten-

sin, hyperlipidemia, hypthyridism, stearthritis. Cur-

rently smkes 1 pak igarettes per day × 20 years. Medi-

atins inlude sliding sale insulin aspart prir t meals 

and at bedtime, insulin glargine at bedtime, lisinpril, atr-

vastatin, levthyrxine, and naprxen.

Health History Physical Assessment Vital Signs Test Results

General: Appears nntxi, well nurished, well hydrated.
Integumentary: Warm, dry, intat.
Respiratory: Lungs lear t ausultatin bilaterally, n 

adventitius sunds. N use f aessry musles.
Cardiovascular: HR irregularly irregular. S1 and S2 nted, n S3 

r S4, n murmurs, rubs, gallps. N peripheral edema.
GI: Abdmen sft, nntender, nndistended. BS present 

× 4 quads.
Neurologic: Cranial nerves II–XII grssly intat.

Health History Physical Assessment Vital Signs Test Results

: VS: T = 36.4°C (97.5°C) ral; HR = 130 BPM; RR = 20 

bpm; BP = 108/59 mm Hg; SpO2 = 95% n RA
Height: 165 m (5 feet 5 inhes)
Weight: 81.6 kg (180 lb)
BMI: 30.0

: I: 120 mL water (ral)

: O: 140 mL lear yellw urine

Health History Physical Assessment Vital Signs Test Results

ECG:
Atrial brillatin with rapid ventriular respnse, rate 130 

BPM
Aute anterir and lateral MI
Intraventriular ndutin delay
N ST elevatin

Laboratory Test Results
Normal 
Reference Range

Sdium (Na) 136 mEq/L 
(136 mml/L)

136–145 mEq/L 
(136–145 mml/L)

Ptassium (K) 3.8 mEq/L 
(3.8 mml/L)

3.5–5.0 mEq/L 
(3.5–5.1 mml/L)

Calium (Ca) 9.2 mg/dL 
(2.4 mml/L)

9–10.5 mg/
dL (2.25–2.62 
mml/L)

Chlride (Cl) 98 mEq/L 
(98 mml/L)

98-106 mEq/L 
(98–106 mml/L)

Gluse level 212 mg/dL 
(11.8 mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Bld urea 
nitrgen (BUN)

22 mg/dL 
(7.8 mml/L) H

10–20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL 
(88.3 mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Glmerular 
ltratin rate 
(eGFR)

70 mL/min/
1.73 m2

>60 mL/min/1.73 
m2

Complete Blood Count (CBC)

White bld ells 
(WBCs)

6000/mm3

(6.0 × 109/L)
5000–10,000/
mm3 (3.5–12 × 
109/L)

Red bld ells 
(RBCs)

4.6 × 1012/L 
(4.6 × 1012/L)

4.2–6.1 × 1012/L 
(4.2–6.2 × 1012/L)

Hemglbin 
(Hgb)

Hgb: 13 g/dL 
(130 g/L)

12–18 g/dL 
(120–180 g/L)

Hematrit (Ht) 38% (0.38 
vlume 
fratin)

37%–52% 
(0.37–0.54 vlume 
fratin)

Cardiac Markers

Trpnin T 0.8 ng/mL (0.8 
mg/L) H

<0.1 ng/mL (0.1 
mg/L)



A 70-year-ld lient arrived at the ED fr hest heaviness and 
diulty breathing. The nurse is nduting the admissin as-
sessment.

Based on the assessment ndings, the nurse monitors for complica-
tions. Complete the following sentence by choosing from the lists of 
options provided.

The lient is at highest risk fr develping 1 [Select]

as evidened by 2 [Select]

Options for  Options for 

Fluid vlume verlad I&O

Diminished ardia utput Respiratry assessment

Dereased renal perfusin Neurlgi assessment

VTE Cardivasular assessment

Practice Question . Unfolding Case Study 

Health History Physical Assessment Vital Signs Test Results

: 70-year-ld lient admitted t the ED reprting hest 

heaviness and diulty breathing fr 2 days. Symptms 

are ntied mre with ativity and subside with rest after a 

few minutes. Past medial histry f type 2 DM, hyperten-

sin, hyperlipidemia, hypthyridism, stearthritis. Cur-

rently smkes 1 pak igarettes per day × 20 years. Medi-

atins inlude sliding sale insulin aspart prir t meals 

and at bedtime, insulin glargine at bedtime, lisinpril, atr-

vastatin, levthyrxine, and naprxen.

Health History Physical Assessment Vital Signs Test Results

General: Appears nntxi, well nurished, well hydrated.
Integumentary: Warm, dry, intat.
Respiratory: Lungs lear t ausultatin bilaterally, n 

adventitius sunds. N use f aessry musles.
Cardiovascular: HR irregularly irregular. S1 and S2 nted, 

n S3 r S4, n murmurs, rubs, gallps. N peripheral 
edema.

GI: Abdmen sft, nntender, nndistended. BS present 
× 4 quads.

Neurologic: Cranial nerves II–XII grssly intat.

Health History Physical Assessment Vital Signs Test Results

: VS: T = 36.4°C (97.5°C) ral; HR = 130 BPM; RR = 20 

bpm; BP = 108/59 mm Hg; SpO2 = 95% n RA
Height: 165 m (5 feet 5 inhes)
Weight: 81.6 kg (180 lb)
BMI: 30.0

: I: 120 mL water (ral)

: O: 140 mL lear yellw urine

Health History Physical Assessment Vital Signs Test Results

ECG:
Atrial brillatin with rapid ventriular respnse, rate 130 BPM
Aute anterir and lateral MI
Intraventriular ndutin delay
N ST elevatin

Laboratory 
Test Results

Normal 
Reference 
Range

Sdium (Na) 136 mEq/L 
(136 mml/L)

136–145 mEq/L 
(136–145 
mml/L)

Ptassium (K) 3.8 mEq/L 
(3.8 mml/L)

3.5–5.0 mEq/L 
(3.5–5.1 mml/L)

Calium (Ca) 9.2 mg/dL 
(2.4 mml/L)

9–10.5 mg/
dL (2.25–2.62 
mml/L)

Chlride (Cl) 98 mEq/L 
(98 mml/L)

98–106 mEq/L 
(98–106 mml/L)

Gluse level 212 mg/dL 
(11.8 mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Bld urea 
nitrgen (BUN)

22 mg/dL 
(7.8 mml/L) H

10–20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL 
(88.3 mml/L)

0.6–1.2 mg/
dL (53–106 
mml/L)

Glmerular 
ltratin rate 
(eGFR)

70 mL/min/
1.73 m2

>60 mL/min/1.73 
m2

Complete Blood Count (CBC)

White bld 
ells (WBC)

6000/mm3 (6.0 
× 109/L)

5000–10,000/
mm3 (3.5–12 × 
109/L)

Red bld ells 
(RBCs)

4.6 × 1012/L (4.6 
× 1012/L)

4.2–6.1 × 1012/L 
(4.2–6.2 × 1012/L)

Hemglbin 
(Hgb)

Hgb: 13 g/dL 
(130 g/L)

12–18 g/dL 
(120–180 g/L)

Hematrit 
(Ht)

38% (0.38 
vlume fratin)

37%–52% (0.37–
0.54 vlume 
fratin)

Cardiac Markers

Trpnin T 0.8 ng/mL (0.8 
mg/L) H

<0.1 ng/mL (0.1 
mg/L)



A 70-year-ld lient arrived at the ED fr hest heaviness and 
diulty breathing. The nurse is nduting the admissin 
assessment.

The nurse has mpleted the admissin assessment and is initi-
ating the plan f are. The nurse ntes that the ardilgist has 
been nsulted and has rdered further diagnsti testing.

Based on the clinical scenario, complete the following sentence by 
dragging one answer from each list of options.

The priority and most specic diagnsti test wuld be 

___1 [Select]___ t assess fr ___2 [Select]___.

Options for  Options for 

D-dimer level Bld lts

Chest radigraph Cardimegaly

Cardia atheterizatin Hyperthyridism

Trended eletrlyte levels Hypkalemia r hyperkalemia

Thyrid-stimulating hrmne Blkages and narrwed vessels

Practice Question . Unfolding Case Study 

Health History Physical Assessment Vital Signs Test Results

: 70-year-ld lient admitted t the ED reprting hest 

heaviness and diulty breathing fr 2 days. Symptms 

are ntied mre with ativity and subside with rest after a 

few minutes. Past medial histry f type 2 DM, hyperten-

sin, hyperlipidemia, hypthyridism, stearthritis. Cur-

rently smkes 1 pak igarettes per day × 20 years. Medi-

atins inlude sliding sale insulin aspart prir t meals 

and at bedtime, insulin glargine at bedtime, lisinpril, atr-

vastatin, levthyrxine, and naprxen.

Health History Physical Assessment Vital Signs Test Results

General: Appears nntxi, well nurished, well hydrated.
Integumentary: Warm, dry, intat.
Respiratory: Lungs lear t ausultatin bilaterally, n 

adventitius sunds. N use f aessry musles.
Cardiovascular: HR irregularly irregular. S1 and S2 nted, n S3 

r S4, n murmurs, rubs, gallps. N peripheral edema.
GI: Abdmen sft, nntender, nndistended. BS present 

× 4 quads.
Neurologic: Cranial nerves II–XII grssly intat.

Health History Physical Assessment Vital Signs Test Results

: VS: T = 36.4°C (97.5°C) ral; HR = 130 BPM; RR = 20 

bpm; BP = 108/59 mm Hg; SpO2 = 95% n RA
Height: 165 m (5 feet 5 inhes)
Weight: 81.6 kg (180 lb)
BMI: 30.0

: I: 120 mL water (ral)

: O: 140 mL lear yellw urine

Health History Physical Assessment Vital Signs Test Results

ECG:
Atrial brillatin with rapid ventriular respnse, rate 130 

BPM
Aute anterir and lateral MI
Intraventriular ndutin delay
N ST elevatin

Laboratory Test Results
Normal 
Reference Range

Sdium (Na) 136 mEq/L (136 
mml/L)

136–145 mEq/L 
(136–145 mml/L)

Ptassium (K) 3.8 mEq/L (3.8 
mml/L)

3.5–5.0 mEq/L 
(3.5–5.1 mml/L)

Calium (Ca) 9.2 mg/dL (2.4 
mml/L)

9–10.5 mg/
dL (2.25–2.62 
mml/L)

Chlride (Cl) 98 mEq/L (98 
mml/L)

98–106 mEq/L 
(98–106 mml/L)

Gluse level 212 mg/dL (11.8 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (7.8 
mml/L) H

10–20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL 
(88.3 mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Glmerular ltra-
tin rate (eGFR)

70 mL/min/
1.73 m2

>60 mL/min/
1.73 m2

Complete Blood Count (CBC)

White bld ells 
(WBCs)

6000/mm3

(6.0 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Red bld ells 
(RBCs)

4.6 × 1012/L 
(4.6 × 1012/L)

4.2–6.1 × 1012/L 
(4.2–6.2 × 1012/L)

Hemglbin 
(Hgb)

Hgb: 13 g/dL 
(130 g/L)

12–18 g/dL 
(120–180 g/L)

Hematrit (Ht) 38% (0.38 
vlume 
fratin)

37%–52% 
(0.37–0.54 vlume 
fratin)

Cardiac Markers

Trpnin T 0.8 ng/mL (0.8 
mg/L) H

<0.1 ng/mL (0.1 
mg/L)
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The nsulting ardilgist rdered ardia atheterizatin fr a 
70-year-ld lient suspeted f having an MI. Stents were plaed, 
and bld w was re-established t the aeted areas f the 
heart. The predure has been mpleted, and the nurse is mni-
tring the lient n the intermediate are unit. The left femral 
vein was used as the insertin site fr the predure.

Choose the interventions the nurse would plan in the care of this client 
following cardiac catheterization. Select all that apply.

☐ Assess fr shrtness f breath.

☐ Keep bth extremities straight.

☐ Enurage ativity as tlerated.

☐ Apply a sft knee brae t the left leg.

☐ Psitin the lient in a supine psitin.

☐ Mnitr the lient fr hanges in mental status.

☐ Mnitr the VS every 15 minutes initially.

☐ Assess the insertin site fr bldy drainage r hematma.

☐ Apply SCDs t bth lwer extremities.

☐ Assess irulatin, sensatin, and mtin f the aeted 
extremity.

Practice Question . Unfolding Case Study 
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A 70-year-ld lient was diagnsed with aute MI and pst-
myardial heart failure with an ejetin fratin f 30%. The nurse 
is initiating disharge teahing related t mediatin therapy.

Which information will the nurse teach the client regarding the dis-
charge medications? Choose the most likely option for the missing 
information in the table below by choosing from the lists of options 
provided.

Medication
Dose, Route, 
Frequency Drug Class Indication

 [Select] 81 mg rally 
daily

Antiplatelet MI preventin

Carvedill 6.25 mg rally 
twie daily

Beta blker  [Select]

Atrvastatin 20 mg rally 
daily

 [Select] Atherslerti 
ardivasular 
disease

Lisinpril 5 mg rally 
daily

Angitensin 
nverting 
enzyme 
inhibitr

 [Select]

Nitrglyerin  [Select] Vasdilatr Aute angina

Options 
for 

Options 
for 

Options 
for 

Options 
for 

Options 
for 

Aspirin
Ibuprfen
Dilfena

0.6 mg subl-
ingually 
every 15 
minutes as 
needed up 
t 5 times

0.4 mg 
sublingually 
every 5 
minutes as 
needed up 
t 3 times

0.6 mg 
sublingually 
× 1 befre 
strenuus 
ativity

Fibrate
Bile aid 

sequestrant
HMG-CA

redutase 
inhibitr

Aute 
angina

Hyper-
tensin

Heart 
failure 
with 
redued 
ejetin 
fratin

Hyper-
tensin

Hyperli-
pidemia

Heart 
failure 
with 
redued 
ejetin 
fratin

Practice Question . Unfolding Case Study 



Strategies for Student Success on the Next Generation NCLEX® (NGN) Test Items156

The nurse is aring fr a 70-year-ld lient wh had a ardia 
atheterizatin yesterday t nrm an MI and has mpleted 
disharge teahing using the teah-bak methd. This mrning 
the nurse is evaluating the lient’s understanding f the disharge 
plan f are.

For each of the statements made by the client, click or specify with an 
X whether the statement indicates an Understanding or No Under-
standing of the teaching provided.

Client Statements Understanding No Understanding

“I shuld walk 
1 mile at least 
ne a day in the 
beginning.”

☐ ☐

“I will be sure 
t arry my 
nitrglyerin with 
me.”

☐ ☐

I will hek my 
pulse befre, 
during, and after I 
d my exerises.”

☐ ☐

“If I ntie my 
pulse is mre than 
5 BPM higher than 
what it usually is, I 
wn’t exerise.”

☐ ☐

“I will exerise 
indrs as muh as 
pssible.”

☐ ☐

“I will make sure 
t walk at least 3 
times per week.”

☐ ☐

“I need t avid 
straining, s I wn’t 
d push-ups r 
pull-ups.”

☐ ☐

Practice Question . Unfolding Case Study 
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The nurse is aring fr a 56-year-ld lient admitted 2 days ag 
frm the ED fr reurring atrial brillatin. The lient has a his-
try f besity, heart failure, and hypertensin. Tday the lient 
reprts inreasing pitting edema f ankles and is wrried abut 
anther episde f heart failure. Mrning VS are as fllws: T 
= 98°F (36.7°C); HR = 84 BPM; RR = 20 bpm; BP = 158/92. A 
review f the lient’s I&O rerd shws that 24-hur urinary 
utput n hspital day 1 was 750 mL; yesterday urinary utput 
dereased t 535 mL. The nurse reviews the lient’s lab prle t 
mpare lab results frm this mrning with thse n the day f 
admissin.

Based on the client’s laboratory results, which six physician’s orders

would the nurse anticipate?

☐ Prepare lient fr kidney imaging studies.

☐ Administer uid hallenge.

☐ Begin diureti therapy.

☐ Maintain strit I&O.

☐ Insert indwelling urinary atheter.

☐ Rerd hurly urinary utput.

☐ Weigh lient daily befre breakfast.

☐ Prepare lient fr hemdialysis.

Practice Question . Stand-alone Item : Trend

Health History Lab Results Imaging Studies Nurses’ Notes

Laboratory 
Test

Laboratory 
Results on 
Admission

Laboratory 
Results 
Today

Normal 
Reference 
Range

Sdium 
(Na)

141 mEq/L 
(141 mml/L)

138 mEq/L 
(138 mml/L)

136–145 mEq/L 
(136–145 
mml/L)

Ptassium 
(K)

5.0 mEq/L 
(5.0 mml/L)

5.5 mEq/L 
(5.5 mml/L) 
H

3.5–5.0 mEq/L 
(3.5–5.0 
mml/L)

Gluse 106 mg/dL 
(6.0 mml/L)

100 mg/dL 
(5.5 mml/L)

70–110 mg/
dL (3.9–6.1 
mml/L)

Calium 
(Ca)

9.0 mEq/L 
(9.0 mml/L)

8.6 mEq/L 
(8.6 mml/L) 
L

9.0–10.5 
mEq/L (9.0–
10.5 mml/L)

Bld urea 
nitrgen 
(BUN)

28 mg/dL 
(10.0 mml/
dL) H

38 mg/dL 
(13.6 
mml/L) H

8.0–23.0 mg/
dL (2.9–8.2 
mml/L)

Creatinine 1.8 mg/
dL (157.2 
mml/L) H

3.1 mg/
dL (274.1 
mml/L) H

0.6–1.2 mg/
dL (53–106 
mml/L)

Hemglbin 
(Hgb)

14.2 g/dL 
(142 g/L)

14.0 g/dL 
(140 g/L)

14.0–18.0 g/dL 
(140–180 g/L)

Hematrit 
(Ht)

46% (0.46 
vlume 
fratin)

44% (0.44 
vlume 
fratin)

42%–54% 
(0.42–0.54 
vlume 
fratin)

Stand-alone Items

Stand-alone Item 1: Trend
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Stand-alone Item 2: Trend

The nurse in the surgial unit is aring fr a 51-year-ld pstp-
erative lient with nn–small ell lung aner (NSCLC) f the 
right lung wh had a thratmy. The lient has a hest tube 
attahed t a statinary lsed hest drainage system.

Click (or check with an X) to indicate whether each nursing action 
listed below is either Anticipated (appropriate or necessary) or Con-
traindicated (could be harmful)/Not Helpful for the client’s plan 
of care at this time.

Nursing Action Anticipated
Contraindicated/
Not Helpful

Cntat the surgen. ☐ ☐

Clamp the hest tube. ☐ ☐

Request an rder fr a 
stat hest x-ray.

☐ ☐

Mnitr the lient fr 
ntinued hanges ver 
the next hur.

☐ ☐

Request an rder 
fr additinal pain 
mediatin.

☐ ☐

Flush the hest drainage 
tube.

☐ ☐

Inrease the amunt f 
sutin in the sutin 
ntrl.

☐ ☐

Practice Question . Stand-alone Item : Trend

Health History Physical Assessment Vital Signs Nurses’ Notes

  

T 99.6°F 
(37.5°C)

100.4°F 
(38.0°C)

101.6 F (38.6°C)

HR 88 BPM 96 BPM 110 BPM

RR 18 bpm 22 bpm 26 bpm

BP 100/62 
mm Hg

128/88 mm 
Hg

140/90 mm Hg

SpO2 94% n 2 L 
O2 per NC

92% n 2 L 
O2 per NC

90% n 2 L O2

per NC

Health History Physical Assessment Vital Signs Nurses’ Notes

: Arrived frm the PACU. Alert and riented × 3. Rest-

ing mfrtably in bed, n restlessness. Clsed hest tube 

drainage system intat. Upper tube is near the right frnt 

lung apex, lusive dressing dry and intat. Lwer tube n 

the right side near the base f the lung, lusive dressing 

dry and intat. Drainage hamber = 70 mL red uid. Water 

seal hamber = utuatin f uid, n bubbling. Sutin 

ntrl hamber = gentle bubbling. N subutaneus em-

physema. N shrtness f breath r diulty breathing. 

Lung sunds lear bilaterally. HOB elevated. Trahea mid-

line. O2 2 L per NC. Having diulty with ughing and 

deep breathing and using inentive spirmeter. Pain 4/10.

: Alert and riented × 3. Reprts nausea. Restless, 

states pain is 8/10. Clsed hest tube drainage system 

intat. Olusive dressings dry and intat. Drainage ham-

ber = 170 mL red uid. Water seal hamber = utuatin f 

uid with intermittent bubbling. Sutin ntrl hamber 

= gentle bubbling. N subutaneus emphysema. States 

diulty breathing due t pain. Lung sunds lear bilater-

ally. HOB elevated. Trahea midline. O2 2 L per NC. Refus-

ing t ugh and deep breathe r use inentive spirmeter 

due t pain. Able t tlerate respiratry treatment with 

assistane f respiratry therapist. Nausea and pain medi-

atin administered as presribed.

: Sleepy but arusable. Restless, states nausea sub-

sided, pain 7/10. Clsed hest tube drainage system intat. 

Olusive dressings dry and intat. Drainage hamber = 

170 mL red uid. Water seal hamber = ntinuus bub-

bling. Sutin ntrl hamber = gentle bubbling. Small 

amunt subutaneus emphysema arund upper tube 

near the right frnt lung apex. States diulty breathing. 

Lung sunds = rakles in lwer lbes bilaterally. Trahea 

= slight deviatin t the left. O2 2 L per NC. Refusing t 

ugh and deep breathe.
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Stand-alone Item 3: Trend

A 2-year-ld hild is seen in the ED, where the ED physiian diag-
nses mderate aute laryngtrahebrnhitis.

The nurse is preparing to collaborate with the ED physician about 
the child’s plan of care. Based on the assessment ndings, highlight 
the interventions the nurse anticipates the ED physician to order.
Select all that apply.

☐ Oral dexamethasne

☐ Supplemental xygen

☐ Cl mist via faemask

☐ Intubatin with ventilatin

☐ Strit NPO status

☐ Nebulized epinephrine every 20 t 30 minutes prn

☐ Limited interatin between the parents and hild

Practice Question . Stand-alone Item : Trend

Health History Nurses’ Notes Vital Signs Physical Assessment

Neurologic: Alert and respnsive. Resting mfrtably in 
bed, n restlessness. Respnsive t verbal and tatile 
stimuli.

Respiratory: Chest symmetrial. Suprasternal retratins 
with nasal aring. Barking ugh, labred breathing, 
use f aessry musles. Inspiratry wheezes 
bilaterally.

Cardiovascular: S1 and S2 nted, pulse 110 BPM. N 
murmurs, rubs, gallps. N yansis, edema, 
lubbing, pulsatins. Radial pulses 2+ bilaterally. Pedal 
pulses 2+ bilaterally.

Health History Nurses’ Notes Vital Signs Physical Assessment

  

Tempe-
rature

99.6°F 
(37.5°C)

99.4°F 
(37.4°C)

99.6°F (37.5°C)

Apial 
pulse

110 BPM 112 BPM 112 BPM

RR 34 bpm 36 bpm 34 bpm

BP 100/62 mm 
Hg

98/60 mm 
Hg

98/60 mm Hg

SpO2 94% n RA 92% n RA 90% n RA
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The nurse is assigned t are fr a 74-year-ld lient wh was 
admitted this mrning fr a spider bite (type unknwn) n the 
left alf that urred 3 days ag while hiking. Sine that time, 
the leg has beme inreasingly reddened, ht, swllen, and 
painful. This mrning the bite area started t drain a mderate 
amunt f greenish-yellw exudate, whih prmpted the lient 
t g t the ED. VS: T = 98.4°F (36.9°C); HR = 85 BPM; RR = 
16 bpm; BP = 128/76 mm Hg; SpO2 = 97% n RA. The lient’s 
medial histry inludes type 2 DM, hrni heart failure, and 
hypertensin. The lient was admitted fr IV drug therapy with 
eftriaxne and bservatin. The nurse is preparing t adminis-
ter the rst dse f eftriaxne t the lient.

Complete the diagram by dragging from the choices below to spec-
ify what drug classication ceftriaxone is in, two actions the nurse 
would take when caring for the client receiving this drug, and two 
parameters the nurse would monitor to assess the client’s progress 
and the eectiveness of the drug.

Drug Classification

Action to Take

Action to Take

Parameter to Monitor

Parameter to Monitor

Actions to Take
Drug 

Classif ication
Parameters to 

Monitor

Chek fr allergy 

t peniillin befre 

giving drug.

Peniillin Oxygen saturatin

Assess fr fluid 

retentin.

Carbapenem VS

Mnitr fr seizures. Cephalsprin Wund drainage

Avid giving NSAIDs. Mnbatam Breath sunds

Assess fr 

dysrhythmias.

Serum ptassium

Practice Question . Stand-alone Item : Bow-tie

Stand-alone Item 4: Bow-tie
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Stand-alone Item 5: Bow-tie

A 72-year-ld lient is being prepared fr hspital disharge fl-
lwing treatment fr a new-nset episde f atrial brillatin. The 
lient’s medial histry ntes that the lient has a lng-term his-
try f heart failure that has been treated with diet and media-
tins, inluding fursemide, lisinpril, and arvedill. Apixaban 
5 mg rally twie daily has been added t the hme mediatin 
regimen. The nurse plans disharge teahing fr the lient abut 
the new mediatin.

Complete the diagram by dragging from the choices below to specify 
the primary adverse eect of apixaban, two points the nurse would 
teach the client, and two statements that indicate understanding 
following teaching.

Primary Adverse
Effect

Teaching Point

Teaching Point

Statement Indicating
Understanding

Statement Indicating
Understanding

Teaching 
Points

Primary 
Adverse Effect

Statements 
Indicating 

Understanding

Headahes are 
a mmn side 
eet f the drug 
and are expeted.

Bleeding “Ibuprfen is best 
t take if I have a 
headahe.”

Right side pain 
radiating t 
the shulder is 
mmn.

Hyptensin “I really hpe that I 
dn’t end up getting 
gallbladder stnes 
frm this drug.”

Urinary 
retentin an 
ur during 
treatment.

Gallbladder 
stnes

“If I bruise easily r 
nte any bld in my 
urine I will all my 
dtr.”

Nsebleeds r 
gum bleeding is 
a nern.

Renal 
impairment

“I need t have my 
bld wrk heked 
twie weekly while 
I am taking this 
mediatin.”

Persistent 
tiredness and 
weakness shuld 
be reprted t 
the physiian.

“Reatins t the drug 
are rare but if I get a 
rash I shuld have it 
heked.”

Practice Question . Stand-alone Item : Bow-tie
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Stand-alone Item 6: Bow-tie

The nurse in the birthing suite perfrms an initial assessment 
n a newbrn and duments the fllwing data in the Nurses’ 
Ntes.

Complete the diagram by dragging (or selecting) from the choices 
below to specify which potential condition the newborn is most likely 
experiencing, two assessment ndings that support that condition, 
and two potential interventions to treat the condition.

Condition Most
Likely Experiencing

Supportive
Assessment Finding

Supportive
Assessment Finding

Potential Intervention

Potential Intervention

Supportive 
Assessment 

Findings

Condition 
Most Likely 

Experiencing
Potential 

Interventions

Skin lr bluish Aryansis Sutining

Prfuse salp hair Menium aspi-
ratin syndrme

Oxygen therapy

Skin dry and raked 
withut lanug

Large fr 
gestatinal age

Early feedings 
with dextrse

Length 23 inhes 
(58.42 m), weight 
5.5 lb (2500 g)

Transient 
tahypnea

Phttherapy 
with a bili-
blanket

Nails and umbilial 
rd stained a yellw-
green lr

Abdminal 
dempressin 
with an NG tube

Practice Question . Stand-alone Item : Bow-tie

Health History Nurses’ Notes Vital Signs Lab Results

: Newbrn f 43 weeks’ gestatin brn via vaginal 

delivery. Apgar sre at 1 minute = 3. Newbrn limp, skin 

lr bluish, RR 80 bpm, grunting during breathing with 

nasal aring. Laks ry with minimal respnse t gentle 

slap n sles. Nails and umbilial rd stained a yellw-

green lr. Bld gluse 40 mg/dL (2.2 mml/L). Pr-

fuse salp hair. Length 23 inhes (58.42 m), weight 5.5 lb 

(2500 g). SpO2 = 90% n RA.
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Rationale: For the respiratory system, the relevant client ndings that would most con-
cern the nurse are the newborn’s expiratory grunting and apneic episodes because they 
indicate respiratory distress and impaired gas exchange. Fine crackles are common and 
expected, but coarse crackles would be abnormal and concerning to the nurse. e nor-
mal/usual newborn RR is 30 to 60 bpm, so the RR is normal and expected. Mottled skin 
and crying are also typical for newborns. However, the arms and legs of a newborn are 
usually in a exed position rather than a relaxed one. e relaxed posture could be the 
result of hypotonia or muscle atrophy, which could result in respiratory compromise, a 
signicant concern for the nurse. e cardiovascular/metabolic ndings, including the 
presence of a murmur, are typical for a newborn with the exception of the body tem-
perature, which is below normal. A subnormal temperature (hypothermia) may lead 
to systemic complications such as hypoglycemia and acidosis and would therefore be 
concerning to the nurse. e normal newborn HR is 100 to 160 BPM.

Answers to Practice 
Questions

C H A P T E R  3

The nurse reviews the assessment ndings for a newborn who 
was born 10 minutes ago via cesarean section at 35 weeks. The 
newborn’s length is 19 in (48.3 cm) and weight is 4.4 lb (2000 g).

For each body system listed below, click or specify (with an X) the 
newborn ndings that are of immediate concern to the nurse. Each 
body system may support more than one relevant newborn nding.

Body System Newborn Finding

Respiratory ☐ Respirations: 40–60 bpm

Intermittent expiratory grunting

☐ Fine crackles

Occasional apneic episodes

Neuromuscular Arms and legs relaxed

☐ Crying

Relaxed body posture

Diminished reexes

Cardiovascular ☐ Skin mottled

Axillary temperature: 96.7°F (35.9°C)

☐ HR: 132 BPM and regular

☐ Presence of murmur

Practice Question . Multiple Response Grouping
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Test-Taking Strategy: Similar to the approach you would take for the sample questions 
in this chapter, you would identify normal/usual or abnormal and expected (not rel-
evant), and abnormal and not expected (relevant) client ndings for the newborn in this 
clinical scenario to measure Recognize Cues. e newborn’s ndings can be categorized 
as shown in the table.

Newborn Assessment 
Findings

Normal/Usual or Abnormal 
but Expected (Not Relevant) 
and Not Requiring 
Immediate Follow-up

Abnormal and Not 
Expected (Relevant) and 
Requiring Immediate 
Follow-up

Respirations: 40–60 bpm ☐

Intermittent expiratory 
grunting

☐

Fine crackles ☐

Occasional apneic episodes ☐

Arms and legs relaxed ☐

Crying ☐

Relaxed body posture ☐

Diminished reexes ☐

Skin mottled ☐

Axillary temperature: 96.7°F 
(35.9°C)

☐

HR: 132 BPM and regular ☐

Presence of murmur ☐

Recall that a baby born between 34 and 36 weeks is considered to be a late preterm 
newborn, which may result in abnormal assessment ndings. ese ndings are rel-
evant and require immediate follow-up by the nurse.

Content Area: Maternal-Newborn Nursing
Priority Concept: Gas Exchange
Reference(s): Lowdermilk etal., 2020, pp. 492–503

Test-Taking
Strategy
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Rationale: e client has severe watery diarrheal stools that are making him weak and 
could lead to dehydration, which is of immediate concern to the nurse. e abnormal 
ECG, dysrhythmia, and muscle twitching suggest that he could have an electrolyte 
imbalance. Weakness could also be the result of dehydration and/or electrolyte imbal-
ance. e lab results conrm that the client has hyperkalemia, which could be causing 
cardiac and muscle assessment ndings and can be life-threatening if not addressed. e 
client has an elevated blood urea nitrogen (BUN), which is consistent with both CKD 
and dehydration, possibly caused by his diarrhea. e nurse would be very concerned 
about those ndings that indicate dehydration because the client could become hypo-
volemic and progress to shock if not treated. e low hemoglobin and hematocrit are 
expected for a client who has stage 3 CKD. He has no symptoms of anemia, so these lab 
results are expected and not relevant. e elevated creatinine is also expected because of 
his CKD and is not of immediate concern to the nurse at this time because it is not at a 
life-threatening level. An elevated creatinine is associated only with kidney function and 
not uid or dietary status.

Test-Taking Strategy: To determine which client ndings are of immediate concern 
to the nurse, you need to categorize the ndings into those that are within normal/
usual limits or abnormal but expected (not relevant), or abnormal and not expected 
(relevant), as shown in the table, to Recognize Cues.

Test-Taking
Strategy

The nurse reviews selected data from the medical record of a 
54-year-old client who was admitted to the ED with report of di-
arrhea and weakness.

Highlight the client ndings below in the Nurses’ Notes and Labora-
tory Results that require immediate follow-up by the nurse.

Practice Question . Highlight in Text

Health History Nurses’ Notes Imaging Studies Lab Results

: 54-year-old client admitted to the ED with report of 

severe, watery diarrhea, weakness, and occasional muscle 

twitching. Has no nausea and vomiting; alert and oriented 

× 3. Has stage 3 CKD, which has been well managed with 

diuretics, diet, and uid restriction. Is not receiving kidney 

replacement therapy. HR 59 and irregular. Current ECG 

shows tall peaked T waves, at P waves, and widened QRS 

complexes.

Laboratory Test Result Normal Reference Range

Serum sodium 145 mEq/L 
(145 mmol/L)

Serum potassium 5.9 mEq/L 

(5.9 mmol/L) H

Hemoglobin 11.0 g/dL (6.83 

mmol/L) L

Hematocrit 35% (0.35 

volume fraction) L

Blood urea nitrogen (BUN) 

34 mg/dL (12.14 mmol/L) H

Creatinine 2.8 mg/dL 

(247.58 mmol/L) H

136–145 mEq/L (136–145 
mmol/L)

3.5–5.0 mEq/L (3.5–5.0 
mmol/L)

14–18 g/dL (8.7–11.2 mmol/L)

42%–52% (0.42–0.52 
volume fraction)

10–20 mg/dL (3.6–7.1 
mmol/L)

0.6–1.3 mg/dL (53–106 
mmol/L)

Health History Nurses’ Notes Imaging Studies Lab Results

: Stat lab results.
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Practice Question . Drag-and-Drop Cloze

A 78-year-old client has been hospitalized for the past week for 
evacuation of a subdural hematoma after a fall. Immediately 
after surgery, the client was alert and oriented with right-sided 
hemiparesis. The client’s speech was slurred, but client could 
communicate needs without problem. The client was continent 
of bowel and bladder most of the time, and began rehabilitative 
therapies. On the third postoperative day, aspiration pneumonia 
was conrmed by x-ray and the client was placed on IV antibiotic 
therapy. Today the nurse reviews the last entry in the Nurses’ 
Notes for an update of the client’s condition.

Drag (or select) client ndings from the choices below to ll in the 
blanks in the following sentence.

The nurse reviews the notes and recognizes that the client

dna

findings that are of immediate concern are

Health History Nurses’ Notes Imaging Studies Lab Results

: Very drowsy this morning but can be aroused with 

gentle shaking. Remains oriented × 3. Does not readily 

respond when spoken to, but eventually answers in 1–2 

words. No adventitious or diminished breath sounds. 

S1, S2 present; no additional heart sounds. BS present × 

4 and abdomen soft. Had 2 incontinent diarrheal stools 

during the night. Able to move all extremities but right arm 

continues to be weak. Skin intact; no reddened areas noted. 

Plan to send to PT and OT this morning. Temperature this 

morning has increased from 98°F (36.7°C) last evening to 

100.2°F (37.9°C).

Client Findings

Drowsiness
No adventitious or diminished breath sounds
Right arm weakness
Bowel sounds X 4
Incontinent diarrheal stools
Speech ability
Elevated temperature

Client Findings

Normal/Usual or Abnormal 
but Expected (Not 
Relevant) Not Requiring 
Immediate Follow-up

Abnormal and Not 
Expected (Relevant) 
Requiring Immediate 
Follow-up

Severe, watery diarrhea ☐

Weakness ☐

Occasional muscle twitching ☐

History of stage 3 CKD ☐

Cardiac dysrhythmia ☐

Elevated serum potassium ☐

Low hemoglobin ☐

Low hematocrit ☐

Elevated BUN ☐

Elevated serum creatinine ☐

Once you decide which client ndings are either normal or expected and which are 
abnormal and not expected, you can then highlight the client ndings that would be 
of immediate concern to the nurse at this time and require follow-up. e client’s stage 
3 CKD likely caused his hyperkalemia, which then resulted in cardiac, muscular, and 
gastrointestinal manifestations.

Content Area: Medical-Surgical Nursing
Priority Concept: Fluid and Electrolyte Balance
Reference(s): Ignatavicius etal., 2021, pp. 255–256, 1383–1386
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Rationale: Immediately aer surgery, the client was alert and oriented, communicative, 
and continent of bowel and bladder. e client began rehabilitative therapies for right 
hemiparesis and dysarthria (slurred speech), but developed aspiration pneumonia for 
which treatment was initiated. One week later, the client’s LOC changed from alert and 
oriented to drowsy and oriented. A decrease in LOC suggests that the client is likely 
clinically deteriorating, and this change would therefore be of immediate concern to 
the nurse. e client is less communicative and incontinent, which are also signicant 
changes that would concern the nurse. e elevated temperature could be related to cra-
nial surgery or could be caused by an infection. e client’s arm weakness was present 
aer surgery, so that nding is expected and not concerning. e client’s breath sounds 
are obviously improved as a result of treatment with antibiotic therapy. Bowel sounds 
are normal and expected at this time.

Test-Taking Strategy: is clinical scenario is somewhat dierent from the other test 
item examples in this chapter because the client’s recent health history since hospital 
admission is presented prior to the current Nurses’ Notes entry. To answer this test item 
correctly, you need to rst compare the client’s current assessment data with the previ-
ous data. en categorize the client’s ndings as you would do for the other test items 
that measure Recognize Cues.

Client Findings

Normal/Usual or Abnormal 
and Expected (Not Relevant) 
Not Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) 
Requiring Immediate 
Follow-up

Drowsiness ☐

No adventitious or 
diminished breath sounds

☐

Elevated temperature ☐

Right arm weakness ☐

Bowel sounds X 4 ☐

Incontinent diarrheal stools ☐

Speech ability ☐

Content Area: Medical-Surgical Nursing
Priority Concept: Immunity
Reference(s): Ignatavicius etal., 2021, pp. 414–415, 916–918

Test-Taking
Strategy
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Rationale: e nurse recognizes that the client is at high risk for additional or wors-
ening pressure injury due to a number of factors. First, the client already has a stage 3 
pressure injury, which resulted in full-thickness skin loss and infection. A local infection 
can lead to systemic infection and possibly sepsis, a potentially life-threatening health 
problem. e existence of a pressure injury suggests that the client is vulnerable to skin 
breakdown. As a result of the client’s accident, the client has impaired mobility and is 
unable to walk. Impaired mobility is a major risk factor for skin breakdown and would 
be a concern for the nurse. Using a sliding board for transfers can lead to skin friction 
and shearing, especially due to decreased skin sensation. To add to impaired mobility, 
the client’s skin is frequently soiled by urine and feces. Excessive skin moisture is a major 
risk factor and would therefore alert the nurse that the client is at high risk for skin and 
tissue breakdown. e client is not an older adult, meaning that skin should not be thin-
ning to make the client vulnerable for skin integrity issues. Weight loss and fair appetite 
are likely not of concern at the moment because the client’s original weight is not known 
and quadriplegics have better mobility at a lower weight. e client’s ADL dependence 
is expected and would not cause skin integrity problems.

Test-Taking Strategy: To answer this question that measures Recognize Cues, you would 
need to think about what client ndings could lead to additional problems with his skin 
and tissue integrity as categorized in the table.

Client Findings

Normal/Usual, Abnormal 
or Expected, but Not a Risk 
Factor for Pressure Injury

Abnormal or 
Expected, but Is 
a Risk Factor for 
Pressure Injury

Attempted suicide ☐

Quadriplegic ☐

Current stage 3 sacral wound ☐

ADL dependent ☐

Uses sliding board for transfers ☐

Test-Taking
Strategy

The nurse reviews part of a Nurses’ Notes entry for a 48-year-old 
client admitted to the inpatient psychiatric unit after a suicide 
attempt.

Which client ndings are of immediate concern to the nurse related 
to risk factors for additional or worsening pressure injuries? Select 

all that apply.

☐ Attempted suicide

Quadriplegic

Current stage 3 sacral wound

☐ ADL dependent

Uses sliding board for transfers

Urinary and bowel incontinence

☐ 48 years of age

☐ Weight loss of 20 lb (9.1 kg)

☐ Fair appetite

Practice Question . Multiple Response Select All That Apply

Health History Nurses’ Notes Imaging Studies Lab Results

: Admitted to unit for observation and treatment 

related to a suicide attempt. Attempted to cut both wrists, 

which are currently bandaged. Client was in a severe motor 

vehicle accident 5 months ago, resulting in quadriplegia. 

Has been living in a group home with full-time caregiver for 

assistance with ADLs since discharge from rehabilitation. 

Has no family living in the area. Has Stage 3 sacral pressure 

injury covered with gauze dressing. Recently completed 

a course of antibiotics for infected sacral wound. Wears 

an external condom catheter and follows bowel regimen 

but has frequent problems with urine leakage and bowel 

incontinence. Is able to transfer with supervision from bed 

to wheelchair using sliding board. Lost 20 lb (9.1 kg) since 

the accident and describes appetite as “fair.” Does not want 

to be here because he is “sick of being in hospitals.”
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Client Findings

Normal/Usual, Abnormal 
or Expected, but Not a Risk 
Factor for Pressure Injury

Abnormal or 
Expected, but Is 
a Risk Factor for 
Pressure Injury

Urinary and bowel incontinence ☐

48 years of age ☐

Weight loss of 20 lb (9.1 kg) ☐

Fair appetite ☐

As you might expect from the Nurses’ Notes, the client has ve of the six evidence-
based risk factors for predicting pressure injury risk identied by the Braden Scale, as 
shown in the table.

Braden Scale Risk Factors for 
Predicting Pressure Injury Risk

Client Risk Factors for Pressure 
Injury (indicated by an X)

Sensory perception impairment

Moisture excess

Activity impairment

Mobility impairment

Nutrition decit ☐

Friction and shear problem

The Braden Scale for predicting pressure injury risk is a valid tool frequently 
used by nurses to assess for risk of skin breakdown. If using the Braden scale, you 
would determine a score for each of these categories. The scores are totaled and 
interpreted as:

Score of 15–16 Client is at mild risk for skin breakdown

Score of 12–14 Client is at moderate risk for skin breakdown

Score of less than 11 Client is at severe risk for skin breakdown

e references below include the entire Braden tool if you need to review it.

Content Area: Foundations of Nursing
Priority Concept: Tissue Integrity
Reference(s): Ignatavicius etal., 2021, pp. 440–441; Potter etal., 2021, pp. 1241–1244
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The nurse reviews the Nurses’ Notes documented by the nurse 
from the last shift who was assigned to care for a 70-year-old 
client. The client had a right THA 2 days ago and is planning to 
be discharged tomorrow.

For each body system listed below, select the client ndings that 
would be of immediate concern to the nurse. Each body system 
may support more than one client nding, but at least one option 
should be selected for each system.

Options for  Options for  Options for 

Tachycardia Increased right hip pain Diculty breathing

Hypotension Ambulating with walker Tachypnea

Decreased oxygen 
saturation

Feeling anxious Periodic coughing

Body System Client sgnidniF

Cardiovascular 

Neurologic 

Respiratory 

Practice Question . Drop-Down in Table

Health History Nurses’ Notes Imaging Studies Lab Results

: Alert and oriented. Walked in hall tonight with walker 

independently. Reports increasing pain in right hip and 

“feeling funny” and anxious for the past hour. Is excited to 

go home tomorrow and follow up with PT. Husband states 

that the client has been coughing periodically since stopped 

walking and returned to the room. No adventitious or 

abnormal breath sounds. Current VS: T = 99.4°F (37.3°C); 

HR = 88 BPM; RR = 20 bpm; BP = 102/58 mm Hg; SpO2 = 

93% (on RA). Will recheck client and VS in 1 hour.

: Reports “a little” diculty breathing but denies chest 

pain. VS: T = 99.4°F (37.3°C); HR = 94 BPM; RR = 26 bpm; 

BP 98/52 = mm Hg; SpO2 88% (on RA). Oxygen initiated 

at 2/min via NC and HOB in Fowler position. MD notied 

and awaiting orders.

Rationale: e client is getting ready for discharge the next day but begins to have new 
onset of symptoms. e cardiovascular ndings that are of immediate concern to the 
nurse are the signicant changes in VS. e client became hypotensive with a BP of 98/52 
mm Hg. e oxygen saturation also decreased from 93% to 88% on RA. Although the nor-
mal oxygen saturation is 95% or greater, it is not unusual for a 70-year-old client to have 
a 93% level. However, 88% is too low and is of major concern to the nurse. ese changes 
suggest possible clinical decline. Although HR increased, it is not considered tachycardic. 
e major neurologic change for the client is increased right (surgical) hip pain. e client 
should be having less hip pain when preparing for discharge to home. e client’s anxiety 
may be due to increased hip pain, impending hospital discharge, or decreased oxygen sat-
uration, and therefore is important to the nurse at this time. New rapid onset of diculty 
breathing and tachypnea (RR is 26 bpm) could indicate PE or other cardiopulmonary 
health problem. Increased respirations are the rst sign of a client’s clinical deterioration. 
Many clients who experience a PE also have chest pain and cough, but this client denies 
chest pain and has only a periodic cough, which could be the result of sinus congestion, 
dry throat, or allergy.

Test-Taking Strategy: Recall that this client began having new symptoms that worsened 
within an hour. To answer this test item correctly, you need to categorize the ndings 
into those that are within normal/usual limits or abnormal but expected (not relevant), 
or abnormal and not expected (relevant), as shown in the table, to Recognize Cues.

Client Findings

Normal/Usual or Abnormal 
and Expected (Not Relevant) 
Not Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) 
Requiring Immediate 
Follow-up

Increased HR ☐

Hypotension ☐

Decreased oxygen saturation ☐

Right hip pain ☐

Test-Taking
Strategy
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Client Findings

Normal/Usual or Abnormal 
and Expected (Not Relevant) 
Not Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) 
Requiring Immediate 
Follow-up

Ambulating with walker ☐

Feeling anxious ☐

Diculty breathing ☐

Tachypnea ☐

Periodic coughing ☐

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 588–589

Rationale: e child experienced new GI symptoms 2 days ago that included anorexia, 
nausea/vomiting, and elevated temperature (fever). ese ndings are signicant and of 
immediate concern to the nurse because the child could become dehydrated and have 
electrolyte imbalances. Having dark urine is also of concern because this nding could 
be due to an increased bilirubin caused by liver inammation or dysfunction. e child’s 
diarrhea is not concerning at this time because it is only occasional and commonly 
occurs in children with GI distress. Fatigue and desire to sleep are expected because of 
the client’s GI symptoms and would not be of concern for the nurse at this time. A low 
sodium and/or potassium level can cause fatigue, malaise, and weakness. Hypovolemia 
caused by uid loss through vomiting (combined perhaps with occasional diarrhea) can 
also cause these symptoms. e child’s poor eating habits can be addressed later and are 
not a part of the nurse’s current concern for planning care.

The nurse reviews the admission note for a 13-year-old client in 
the Urgent Care Center.

Select four client ndings that are of immediate concern to the 
nurse.

Anorexia

☐ Occasional diarrhea

Nausea and vomiting

☐ Poor eating habits

Elevated temperature

☐ Fatigue

☐ Wants to sleep

Dark urine

Practice Question . Multiple Response Select N

Health History Nurses’ Notes Imaging Studies Lab Results

: Parent reports that son started having new GI 

symptoms 2 days ago, which were “due to something 

he may have eaten and didn’t agree with him.” Started 

with lack of appetite and nausea but has progressed to 

fever and vomiting with occasional diarrhea. Last night 

he went to bed earlier than usual and showed no interest 

in playing video games as he usually does before dinner 

every night. Parents are divorced; child is with one 

parent during the school week and the other parent every 

weekend. Parent is concerned that son does not eat a very 

healthy diet on the weekends. Both of them prefer “fast 

food,” especially hamburgers. This morning parent noted 

dark urine in the toilet. Current temperature is 103.2°F 

(39.6°C). Child states he feels very tired and wants to go 

home to bed.
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Test-Taking Strategy: Similar to the other practice questions in this chapter, you need 
to categorize the client ndings as those that are within normal/usual limits or abnormal 
but expected (not relevant), or abnormal and not expected (relevant), as shown in the 
table, to Recognize Cues. en you will be able to easily select the correct options.

Client Findings

Normal/Usual or Abnormal 
and Expected (Not Relevant) 
Not Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) 
Requiring Immediate 
Follow-up

Anorexia ☐

Occasional diarrhea ☐

Nausea and vomiting ☐

Poor eating habits ☐

Fever ☐

Fatigue ☐

Wants to sleep ☐

Dark urine ☐

Content Area: Pediatric Nursing
Priority Concept: Immunity
Reference(s): Hockenberry etal., 2019, pp. 866–868

Test-Taking
Strategy
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Rationale: Pain during the inow of dialysate is common when a client is initially 
started on peritoneal dialysis therapy following the surgical procedure and catheter 
placement. Usually, this pain no longer occurs 1 to 2 weeks aer receiving these treat-
ments. Warming the dialysate bags before instillation by using a heating pad to wrap 
the bag or by using the warming chamber of the automated cycling machine will assist 
in preventing pain. Slow inow of the dialysate is not uncommon initially but should 
always be assessed because it could be due to a kink in the tubing or brin clots. Fibrin 
clot formation is not uncommon aer catheter placement, although it is also important 
to know that it can occur with peritonitis. In this client situation brin clot formation 
is most likely an expected nding because the client recently had the catheter placed 
and because there are no associated ndings of peritonitis such as fever. In addition, it 

Answers to Practice 
Questions

C H A P T E R  4

A 45-year-old client diagnosed with CKD requires dialysis. As a 
candidate for both hemodialysis and peritoneal dialysis, the cli-
ent decides that peritoneal dialysis is the better option for their 
lifestyle. The client is hospitalized and undergoes insertion of 
the peritoneal dialysis catheter, and the rst dialysis procedure is 
ordered. The nurse documents predialysis assessment data and 
reviews laboratory results.

During dialysis infusion, the nurse notes a slow inow of the dialysate 
and the client complains of pain. On assessment of the catheter, the 
nurse notes some brin clot formation in the dialysis tubing. Com-
plete the following sentences by choosing from the list of options.

Options for  Options for 

Peritonitis
Initial dialysis treatment
Bowel perforation
Abdominal pressure

Catheter slippage
Surgical procedure
Lack of aseptic technique
Elevated BP and laboratory 

results

nirbfifoecneserpwoflniwolsehttahtsezingoceresrunehT

clots, and complaints of pain are most likely ehtfotlusereht

 due to the 

Practice Question . Drop-Down Rationale

Health History Nurses’ Notes Vital Signs Laboratory Results

: T = 98.2°F (36.8°C); apical HR = 90 BPM and regular; 

BP = 146/98 mm Hg; RR = 16 bpm; breath sounds clear 

bilaterally. Weight = 160 lb (72.57 kg)

Health History Nurses’ Notes Vital Signs Laboratory Results

Test Result
Normal Reference 
Range

Blood urea 
nitrogen (BUN)

30 mg/dL (10.8 
mmol/L) H (3.6–7.1 mmol/L)

Creatinine 6.0 mg/dL (528 
mcmol/L) H

0.5–1.2 mg/dL 
(44–106 mcmol/L)

Glucose 110 mg/dL (6.1 
mmol/L) H

70–99 mg/dL 
(3.9–5.5 mmol/L)

Sodium 150 mEq/L (150 
mmol/L) H

135–145 mEq/L 
(135–145 mmol/L)

Potassium 5.5 mEq/L (5.5 
mmol/L) H

3.5–5.0 mEq/L 
(3.5–5.0 mmol/L)
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is not likely that signs of peritonitis would show just aer catheter placement. Milking 
the tubing may dislodge the brin clot and improve ow. Bowel perforation would be 
exhibited by a brown-colored outow. Abdominal pressure may occur on inow and 
may cause minimal discomfort, but this is an unlikely occurrence in this client situation; 
also, brin clots are not associated with abdominal pressure.

Test-Taking Strategy: The first thing you would do is look at the client data and use 
knowledge about the peritoneal dialysis procedure and expected and unexpected 
findings. Think about what the findings presented mean and what could be happen-
ing to the client. The elevated BP and laboratory findings are expected in a client 
with CKD, indicating the need for dialysis. If the catheter slips and is malpositioned, 
fluid will not drain in or out. Also, note that this scenario presents a client receiving 
the first dialysis treatment after insertion of the dialysis catheter. Next, look at the 
options presented and think about what you would expect to note in each of these 
conditions. Construct a table to help organize your thoughts to answer correctly. 
In a Drop-Down Rationale item, it is important to select the correct answer for the 
first option so that you can correctly pair the information with the second option 
choices.

Condition Expected Findings

Peritonitis Fever, not likely to be present initially after insertion, even if 
there was a lack of aseptic technique

Initial dialysis treatment Pain, slow inow, and brin clots initially due to a new 
catheter

Bowel perforation A complication, but the most likely nding is brown outow

Abdominal pressure May be present on inow, but pain would be minimal and 
expected; this is unrelated to brin clots

Content Area: Medical-Surgical Nursing
Priority Concept: Elimination
Reference(s): Ignatavicius etal., 2021, pp. 1403–1405

Test-Taking
Strategy
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An 80-year-old client who had a cholecystectomy 2 weeks ago 
was admitted 2 hours ago to the medical-surgical unit from the 
ED with acute pain located in the left upper abdomen. The cli-
ent had laboratory testing and contrast-enhanced CT scan of the 
abdomen. The nurse conducts an admission assessment and 
reviews the laboratory and diagnostic ndings.

Based on the information in the Nurses’ Notes and in the Labora-
tory and Diagnostic Results, complete the following sentence from 
the list of options provided,

Options for  Options for 

Atelectasis
Bile duct calculi
Pulmonary edema
Coagulation defects

SpO2 level
PT/INR results
CT abdomen results

tsehgihtasitneilcehtsititaercnapetucafonoitacilpmocasA

Practice Question . Drop-Down Rationale

Health History Nurses’ Notes Vital Signs Diagnostic Results

: T = 99.2°F (36.8°C); HR = 90 BPM; BP = 168/88 mm Hg; 

RR = 24 bpm; SpO2 = 89% on RA; lung sounds clear but dimin-

ished to auscultation bilaterally and breathing is nonlabored. 

Bowel sounds are hypoactive in all quadrants. Abdominal pain 

is 4/10, client receiving prescribed morphine in the ED.

Health History Nurses’ Notes Vital Signs Diagnostic Results

Test Result

Normal 
Reference 
Range

White blood cells 
(WBCs)

16,000/mm3 (16 
× 109/L) H

5000–10,000/
mm3 (5–10 × 
109/L)

Hemoglobin 
(Hgb)

16 g/dL (160 
g/L)

12–18 g/dL 
(120–180 g/L)

Hematocrit (Hct) 44% (0.44) 37%–52% 
(0.37–0.52)

Blood urea 
nitrogen (BUN)

18 mg/dL (6.48 
mmol/L)

10–20 mg/dL 
(3.6–7.1 mmol/L)

Creatinine 0.8 mg/dL (70.6 
mcmol/L)

0.5–1.2 mg/
dL (44–106 
mcmol/L)

Glucose 110 mg/dL (6.1 
mmol/L) H

70–99 mg/dL 
(3.9–5.5 mmol/L)

Alanine 
aminotransferase 
(ALT)

80 U/L (80 U/L) 
H

4–36 U/L (4–36 
U/L)

Aspartate 
aminotransferase 
(AST):

88 U/L (88 U/L) 
H

0–35 U/L (0–35 
U/L)

Activated partial 
thromboplastin 
time (aPTT)

32 sec (32 sec) 30–40 sec (30–40 
sec)

Prothrombin time 
(PT)

11.4 sec (11.4 
sec)

11–12.5 sec 
(11–12.5 sec)

International 
normalized ratio 
(INR)

1.0 (1.0) 0.81–1.2 (0.81–
1.2)

Amylase 800 U/L (800 
U/L) H

60–120 U/L 
(60–120 U/L)

Lipase 320 U/L (320 
U/L) H

0–160 U/L 
(0–160 U/L)

CT abdomen with contrast impression: Edema of 
the uncinate process of the pancreatic head, with 
peripancreatic fat, consistent with acute interstitial 
pancreatitis
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Rationale: Acute pancreatitis is an acute inammation of the pancreas, and compli-
cations associated with acute pancreatitis can sometimes be life-threatening. Atelec-
tasis, bile duct calculi, pulmonary edema, and coagulation defects are all potential 
complications of acute pancreatitis. Older adults are at risk for developing atelectasis 
and resultant pneumonia as a complication of acute pancreatitis. e overall clinical 
presentation, including leukocytosis, hyperglycemia, elevated liver enzymes and pan-
creatic enzymes, and the CT results, is consistent with acute pancreatitis. e eleva-
tion in BP is likely due to pain. Other clinical manifestations include the elevated 
temperature, RR 24 bpm, SpO2 89% on RA, and diminished lung sounds bilaterally. 
ese ndings point to atelectasis as the most likely complication of this condition. 
e dening manifestation for atelectasis is the hypoxemia as evidenced by the SpO2

level.

Test-Taking Strategy: Remember to rst think about client conditions consistent 
with the ndings or cues. Ask yourself if there are any ndings or cues that support 
or oppose any client conditions. Decide which cues are of concern and which are 
expected, and establish the signicance of the ndings within the context of the bigger 
clinical picture. In a Drop-Down Rationale item type, you have to understand both 
or all aspects of the concepts being tested in order to receive credit. To answer this 
question correctly, use the “Supports” or “Opposes” strategy as illustrated in the table 
below.

Client Finding Supports Atelectasis Opposes Atelectasis

SpO2 89% on RA ☐

Age ☐

Elevated WBC count ☐

Diminished lung sounds bilaterally ☐

RR 24 bpm ☐

Categorizing the findings of each complication listed in the options is a strat-
egy that will help you analyze cues and determine which client findings support or 
oppose the possible complications. The complication with the most findings in the 
“Supports” column is most likely the correct answer for the first option. The low 
SpO2 level, the elevated RR, and diminished lung sounds bilaterally support atelec-
tasis rather than supporting pulmonary edema. In pulmonary edema, there would 
be labored breathing, sputum production, and adventitious lung sounds such as 
rhonchi or crackles. The coagulation study findings would be normal in atelectasis, 
whereas in coagulation defects these results would be abnormal. The CT results 
support acute pancreatitis and differentiate bile duct calculi, as this would be noted 
in the results if this complication were present. The BUN and Cr levels are normal 
and therefore are not related.

Content Area: Medical-Surgical Nursing
Priority Concept: Elimination
Reference(s): Ignatavicius etal., 2021, pp. 1182–1086

Test-Taking
Strategy
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The nurse working at the outpatient pediatric clinic is perform-
ing an admission assessment for a 7-year-old child who is ac-
companied by their parent. The child reports right ear pain for 3 
days. The nurse documents the following assessment ndings.

Complete the following sentence. Drag the words from the options 
below to ll in each blank.

Options for  Options for  Options for 

No sick contacts
Ear pain without 

fever
Attends full school 

days
Left auricle is 

nontender to 
manipulation

Denies neck 
stiness

Immunizations 
up-to-date

Swimming daily 
for the past 
week

Lack of nasal 
drainage or 
throat pain

Denies cough
No lymphoadenop-

athy
Tenderness on 

manipulation 
of right auricle

Lung sounds clear 
to auscultation 
bilaterally

sititoottnioptahttnemssessaehtnidetonsgnidnfilacinilC
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Practice Question . Drag-and-Drop Cloze

Health History Nurses’ Notes Vital Signs Diagnostic Results

Weight: 55 lb (59th percentile)
Height: 49.25 inches (55th percentile)
BMI: 15.94 (58th percentile)
T: 97.9°F (36.6°C) temporal
HR: 98 BPM
RRs: 18 bpm
BP: 108/70 mm Hg

Health History Nurses’ Notes Vital Signs Diagnostic Results

Reports right ear pain × 3 days described as constant, 

aching, nonradiating; denies dry mucous membranes, eye 

drainage, nasal drainage, or throat pain; oropharynx pink, 

moist, with no redness, swelling, exudate

Reports no sick contacts and has been attending full days of 

school; reports swimming daily for the past week

Denies neck stiness; no swelling of the neck, or swollen 

lymph nodes

Denies cough, wheezing, diculty breathing; lung sounds 

clear

Tenderness noted on palpation and manipulation of right 

auricle with ear canal erythema; no discharge; left auricle 

nontender

Immunizations up-to-date

Allergies: No known allergies

Rationale: Otitis externa is also known as swimmer’s ear and is associated with inam-
mation and possibly exudate in the external auditory canal. Otitis externa is conrmed 
when there are no other disorders such as otitis media or mastoiditis. Fever is usually 
absent, and hearing is unaected. Oen there is tenderness on palpation of the tragus 
and manipulation of the auricle. e lining of the canal is erythematous and edematous, 
and discharge may be seen. Another factor that suggests otitis externa is that the child 
has been swimming daily for the past week. e other ndings noted are not risk factors 
for this problem. Attending full school days heightens the risk for otitis media, which 
can occur secondary to an upper respiratory infection.

Test-Taking Strategy: Remember to first think about client conditions consistent 
with the findings or cues. Ask yourself if there are any findings or cues that support 
or oppose any client conditions. Decide which cues are of concern and establish 
the significance of the findings within the context of the bigger clinical picture to 
determine what the findings mean and what is happening to the child. In a Drag-
and-Drop Cloze question, partial credit is given if correct and incorrect answers 
are chosen. Choosing correctly as you begin answering the question will help you 
choose the greatest number of correct answers. In this question, thinking about the 
most common conditions that cause ear pain and focusing on the findings will help 
you answer the question correctly. Otitis externa and otitis media are the most com-
mon ear problems in children. Categorize the findings as noted in the table to assist 
in answering correctly.

Test-Taking
Strategy
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Every 30 minutes the nurse is monitoring a 28-year-old client who 
was admitted 3 hours ago to the labor and delivery unit in the rst 
stage of labor. The nurse suddenly notes late decelerations and 
frequent episodes of fetal tachycardia in response to FHR decel-
erations on the monitor.

The nurse determines that these ndings indicate which of the follow-
ing conditions? Select all that apply.

☐ Breech baby

Fetal hypoxemia

Metabolic fetal acidemia

☐ Strong uterine contractions

Uteroplacental insuciency

Practice Question . Multiple Response Select All That Apply

Client Finding Otitis Externa Otitis Media

Ear pain

No fever ☐

No sick contacts ☐

Attends full school days ☐

Swimming daily for the past week

Tenderness noted on palpation and 
manipulation of the auricle

☐

Erythema in the ear canal ☐

Categorizing the ndings of each possible problem using this table is another strat-
egy that will help you analyze cues and determine which condition is most likely occur-
ring. Some ndings are related to both common ear problems. e condition with the 
most ndings is most likely the correct answer. You need to rely to some extent on your 
knowledge base of the dierences in clinical manifestations for these two conditions. 
e absence of fever and the presence of erythema of the external canal leads you to 
determine that the child is experiencing otitis externa.

Content Area: Pediatric Nursing
Priority Concept: Tissue Integrity
Reference(s): Hockenberry etal., 2019, pp. 898–902

Rationale: ere are certain FHR patterns associated with physiologic processes for 
both the birth parent and the fetus. A deceleration can be benign or abnormal. Early 
decelerations, considered a normal nding, are caused by fundal pressure; breech posi-
tions; strong uterine contractions; vaginal examination; and placement of internal 
monitoring equipment. Late decelerations are caused by fetal hypoxemia due to utero-
placental insuciency and therefore are considered an abnormal and concerning nd-
ing. Metabolic fetal acidemia is characterized by fetal tachycardia in response to FHR 
decelerations and is a possible condition. In cases of fetal hypoxia, the nurse would 
observe progressively more frequent episodes of tachycardia aer decelerations that 
are initially transient and later become more consistent. is is because in response to 
repetitive hypoxic stress from uterine contractions, the fetus initially compensates by 
increasing its HR, as its ability to increase stroke volume is not very ecient.

Test-Taking Strategy: Remember to rst think about client conditions consistent with 
the ndings or cues. Ask yourself if there are any ndings or cues that support or oppose 
any client conditions. Decide which cues are of concern and unexpected and establish 
the signicance of the ndings within the context of the bigger clinical picture. For this 
question, use knowledge about the normal ndings during labor and the signicance 
of fetal tachycardia and decelerations. It may be helpful to organize the information by 

Test-Taking
Strategy
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determining causes of early and late decelerations and whether there is the potential to 
cause fetal harm, or if fetal harm is not likely to result.

Causes
Early 
Decelerations

Late 
Decelerations

Potential 
to Result in 
Fetal Harm

Not Likely 
to Result in 
Fetal Harm

Breech baby ☐ ☐

Fetal hypoxemia ☐ ☐

Strong uterine 
contractions

☐ ☐

Metabolic fetal 
acidemia

☐ ☐

Uteroplacental 
insuciency

☐ ☐

Categorizing the cause and whether it is or is not likely to result in fetal harm as illus-
trated in the table is a strategy that will help you Analyze Cues. en, connecting this 
analysis with the clinical signicance of the FHR patterns will help you select the correct 
options, recalling that early decelerations are not a cause for concern and that late decel-
erations are concerning. You may need to rely on your knowledge when presented with 
questions about FHR patterns. You may want to also create a similar table for variability 
patterns to assist you with answering questions about this content.

Content Area: Maternal-Newborn Nursing
Priority Concept: Perfusion
Reference(s): Lowdermilk etal., 2020, pp. 363–370

Rationale: Cardiogenic shock occurs with severe damage (more than 40%) to the le 
ventricle. Classic signs include hypotension; a rapid heart rate that becomes weaker; 
decreased urine output; and cool, clammy skin. RR increases as the body develops meta-
bolic acidosis from shock. Dysrhythmias would be detected by changes in the rate and 
rhythm of the pulse and would be evidenced on the cardiac monitor and ECG. Although 
ST segment elevation is noted, there is no evidence of dysrhythmias. Pulmonary edema 
is evidenced by severe dyspnea and breathlessness and adventitious breath sounds. Car-
diac tamponade is accompanied by distant, mued heart sounds and prominent neck 
vessels. Pulmonary embolism presents suddenly with severe dyspnea accompanying the 
chest pain. Dissecting aortic aneurysms usually are accompanied by back pain.

A 45-year-old client is admitted to the ED because of frequent ep-
isodes of chest pain unrelieved by sublingual nitroglycerin. The 
ECG shows ST segment elevation. Troponin levels are elevated. 
While awaiting results of diagnostic studies and transfer to the 
cardiac unit, the nurse monitors the client.

Vital signs reveal the following:

The nurse determines that these vital sign ndings most likely indi-
cate which complication(s)? Select all that apply.

☐ Dysrhythmias

☐ Pulmonary edema

Cardiogenic shock

☐ Cardiac tamponade

☐ Pulmonary embolism

☐ Dissecting aortic aneurysm

Practice Question . Multiple Choice Select All That Apply

Health History Nurses’ Notes Vital Signs Laboratory Results

: HR = 88 BPM; RR = 22 bpm; BP = 142/86 mm Hg

: HR = 92 BPM; RR = 24 bpm; BP = 120/82 mm Hg

: HR = 106 BPM and weak; RR = 28 bpm; BP = 100/62 

mm Hg

: HR = 120 BPM and weak; RR = 32 bpm; BP = 90/58 

mm Hg
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Test-Taking Strategy: Focus on the words most likely in the stem of the question. Begin 
answering this question by analyzing each of the options and thinking about the mani-
festations of the condition and the most likely eect of each condition on the vital signs. 
Keeping in mind the pathophysiology associated with each condition will help you 
determine the most likely eect. As illustrated in the table, cardiogenic shock, cardiac 
tamponade, and pulmonary embolism are conditions likely to cause the changes with 
VS noted in this clinical scenario.

Client Condition Most Common VS Effect: Increase, Decrease, or Both

Dysrhythmias P: both R: both BP: both (depending on dysrhythmia)

Pulmonary edema P: increase R: increase BP: increase

Cardiogenic shock P: increase R: increase BP: decrease

Cardiac tamponade P: increase R: increase BP: decrease

Pulmonary embolism P: increase R: increase BP: decrease

Dissecting aortic aneurysm P: increase R: increase BP: increase

Next, you need to consider the other client data presented including the ECG nd-
ings and elevated troponin levels. Next, make the connection between these abnormal 
ndings and the most likely client condition—cardiogenic shock. Although the VS nd-
ings in this clinical scenario are also consistent with cardiac tamponade and pulmonary 
embolism, the other client data are not usually found in these conditions. is will direct 
you to cardiogenic shock as the correct answer.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 618, 672, 702, 713, 740, 751

Test-Taking
Strategy
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At 1300 hours an 86-year-old client with altered mental status who 
is accompanied by their child is admitted to the medical-surgical 
unit, and the nurse is performing an assessment. The client has 
an IV solution of a 1000-mL bag of 0.9% sodium chloride hung 
at 1200 in the ED that is infusing at 100 mL/hr. One hour after 
admission the client’s child calls the nurse and reports that the 
client has a pounding headache, is having trouble breathing, and 
seems scared.

For each assessment nding below, click to specify if the nding is 
most likely consistent with dehydration, circulatory overload, or di-
goxin toxicity.

Assessment Finding Dehydration
Circulatory 
Overload

Digoxin 
Toxicity

Anorexia ☐ ☐

Dry mucous 
membranes

☐ ☐

BUN and creatinine 
levels

☐ ☐

Sodium and potassium 
levels

☐ ☐

Digoxin level ☐ ☐

Elevation in BP and RR ☐ ☐

Wheezing and 
congestion bilaterally 
in lungs

☐ ☐

Neck vein distention ☐ ☐

Practice Question . Matrix Multiple Response

Health History Nurses’ Notes Vital Signs Laboratory Results

: Client is weak and reports has not been able to eat or 

drink in the past 3 days because of anorexia.

Skin is very dry, dry mucous membranes, sleepy.

The child reports that the client has a H/O heart failure, 

hypertension, and hyperlipidemia.

Breath sounds clear bilaterally.

Medications include lisinopril, carvedilol, and digoxin.

: Client is dyspneic and complaining of chest tightness, 

coughing and is pale, neck vein distention is seen. Breath 

sounds wheezing and congestion bilaterally. 500 mL 

remaining in the IV bag.

Health History Nurses’ Notes Vital Signs Laboratory Results

: T = 100.2°F (36.8°C); apical HR = 72 BPM and regular; 

BP = 100/68 mm Hg; RR = 24 bpm; SpO2 = 90% on RA

: T = 100.2°F (36.8°C); apical HR = 110 BPM and regular; 

BP = 152/98 mm Hg; RR = 28 bpm; SpO2 = 89% on RA

Rationale: Dehydration is a condition in which the body has a lower than needed 
amount of body uid. At admission this client showed signs of dehydration and reported 
weakness. e client’s skin and mucous membranes were very dry, and the client was 
sleepy. In addition, the BUN, creatinine, sodium, and potassium are elevated, also noted 
in dehydration and due to the loss of uid aecting cellular regulation. e dehydration 
is likely a result of the client not being able to eat or drink for the last 3 days.

Circulatory overload occurs when the volume of uid in the body is greater than the 
body needs and uid accumulates faster than the circulatory system can compensate for 
the large volume of uid. Fluid exists in greater amounts than needed in the extracellular 
compartments. An elderly client is at risk because of changes in the circulatory system due 

Test Result
Normal Reference 
Range

Blood urea 
nitrogen 
(BUN)

24 mg/dL (8.64 
mmol/L)H

10–20 mg/dL (3.6–7.1 
mmol/L)

Creatinine 1.8 mg/dL (159.4 
mcmol/L) H

0.5–1.2 mg/dL 
(44–106 mcmol/L)

Digoxin 
level

2.2 ng/mL (2.8 
nmol/L) H

0.5–2.0 ng/mL 
(0.64–2.56 nmol/L)

Sodium 148 mEq/L (148 
mmol/L) H

135–145 mEq/L 
(135–145 mmol/L)

Potassium 5.2 mEq/L (5.2 
mmol/L) H

3.5–5.0 mEq/L (3.5–5.0 
mmol/L)

Health History Nurses’ Notes Vital Signs Laboratory Results
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to the aging process. In addition, those with compromised cardiac function, such as a cli-
ent with heart failure, are at greatest risk. In this client, 400 mL of uid is infused into the 
client during a 1-hour period (inadvertently, because the prescribed rate was 100 mL/hr), 
and this is the likely cause of the circulatory overload. Some of the signs and symptoms 
of circulatory overload include headache, dyspnea, orthopnea, wheezing, tightness in the 
chest, cough, cyanosis, tachypnea, a rapid increase in BP, and distended neck veins.

A client taking digoxin is at risk for digoxin toxicity. e therapeutic digoxin level ranges 
from 0.5 ng/mL (0.66 nmol/L) to 2.0 ng/mL (2.6 nmol/L). A digoxin level of 2.2 ng/mL 
(2.8 nmol/L) is above the therapeutic level. Early signs of digoxin toxicity are mental status 
changes and GI alterations that include anorexia, nausea, vomiting, and diarrhea. Brady-
cardia or tachycardia can occur and the client develops visual disturbances such as blurred 
vision and changes in colors.

Test-Taking Strategy: Begin answering this question by analyzing the data provided in the 
Nurses’ Notes, Laboratory Results, and Vital Signs tabs of the medical record. For each of the 
ndings, some thought as to whether the nding is consistent with the client condition and 
why or why not will assist in answering the question correctly. Drawing from your nursing 
knowledge, try to recall the signs and symptoms of the conditions in the question and then 
list the ndings from the medical record and determine whether they are related or not 
related. Some ndings are the opposite of what you would see; this makes sense because the 
client is being treated for dehydration with rehydration measures; and so, thinking about the 
complications of the treatment, it is possible for opposite ndings to be noted depending on 
outcomes of the treatment. Organize your thinking process as illustrated in the table.

Assessment 
Finding Dehydration Circulatory Overload

Digoxin 
Toxicity

Dry mucous membranes, 
mental status changes, 
weakness, low-grade fever, 
decreased and concentrated 
urine, hemoconcentration, 
elevated BUN and creatinine 
levels, hypotension

Headache, shortness 
of breath, cough, 
elevated BP, puness 
around the eyes, 
dependent edema, 
neck vein distention, 
congestion in the 
lungs

Anorexia, 
blurred vision, 
mental status 
changes, 
dysrhythmias, 
nausea, 
vomiting, and 
diarrhea

Anorexia Not related Not related Related

Dry mucous 
membranes

Related Not related (opposite) Not related

BUN and 
creatinine levels

Related Not related Not related

Sodium and 
potassium levels

Related Not related Not related 
(potassium 
opposite)

Digoxin level Not related Not related Related

Elevation in BP 
and RR

Not related (opposite) Related Not related

Wheezing and 
congestion 
bilaterally in lungs

Not related Related Not related

Neck vein distention Not related (opposite) Related Not related

is thinking process demonstrates how to consider the ndings in the question and 
analyze and interpret them, tting them into the clinical picture. Using visual aids is a 
very helpful way to ensure you are considering everything you need to and drawing on 
all available knowledge to direct you to the correct options.

Content Area: Medical-Surgical Nursing
Priority Concept: Fluid and Electrolyte Balance
Reference(s): Ignatavicius etal., 2021, pp. 168–169, 216, 700

Test-Taking
Strategy
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Answers to Practice 
Questions

C H A P T E R  5

A 12-year-old client visits the health care clinic for a follow-up 
visit after laboratory and other testing. The client is accompa-
nied by a parent. The client tells the nurse about an increase in 
appetite lately and about urinating more frequently than usual. 
The nurse reviews the client’s test results and collects data 
from the client prior to the client being seen by the physician. 
The following is documented in the medical record.

For each body system, click to select the priority client need to pre-
vent a complication of the client’s health problem. Each body sys-

tem supports one priority client need.

Body System Priority Client Need

Respiratory Oscillatory positive expiratory therapy (PEP)

☐ Oxygen administration

GI Pancreatic enzyme therapy

☐ Low-fat diet

Immune ☐ Prophylactic antibiotic therapy

Contact precautions with separation from 
others with CF by at least 6 feet

Endocrine Insulin administration

☐ Recombinant human growth hormone 
administration

Integumentary High-sodium foods

☐ Oatmeal baths

Practice Question . Multiple Response Grouping

Health History Nurses’ Notes Diagnostic Tests Lab Results

Chest x-ray: Mild lung hyperination; no chest inltrates, 

atelectasis, or bronchiectasis

Oral glucose tolerance test (OGTT): glucose 240 mg/dL 

(13.37 mmol/L) 2 hours after administration of the glucose 

liquid

Health History Nurses’ Notes Diagnostic Tests Lab Results

VS: T = 98.2°F (36.6°C); HR = 78 BPM; BP = 118/70 mm 

Hg; RR = 16 bpm; SpO2 = 96% on RA; denies pain.

Skin: Warm, dry, intact.

Respiratory: Dry cough. Reports sputum expectoration of 

white thick mucus following respiratory treatments. Lung 

sounds clear to auscultation in all lung elds.

GI: Increased appetite. Reports taking pancreatic 

enzymes with all meals and snacks. Bowel sounds active × 

4 quadrants. Regular bowel movements that are brown and 

fatty.

Weight: 91.5 lb (41.5 kg)

Height: 59.0 inches (149.8 cm)

Parent states that client was diagnosed at 3 years of age 

with cystic brosis (CF).

Rationale: CF is a condition characterized by exocrine (mucus-producing) gland dys-
function and leads to multisystem involvement. CF is inherited as an autosomal reces-
sive trait. CF leads to decreased pancreatic secretion of bicarbonate and chloride and an 
increase of sodium and chloride in both sweat and saliva. e primary factor respon-
sible for many manifestations of the health problem is mechanical obstruction caused by 
the increased viscosity of mucous gland secretions. e mucous glands produce a think, 
heavy mucoprotein that accumulates and dilates them. en small passages in organs 
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become obstructed as secretions precipitate or coagulate to form concretions in glands 
and ducts. Because of the increased viscosity of bronchial mucus, there is a greater 
resistance to ciliary action, a slower ow rate of mucus, and incomplete expectoration. 
e retained secretions serve as an excellent medium for bacterial growth. Pulmonary 
symptoms are produced by the stagnation of mucus with eventual bacterial colonization 
leading to destruction of lung tissue. e thick mucus also obstructs the bronchi and 
bronchioles, leading to bronchiectasis, atelectasis, and hyperination. Airway clearance 
therapy (ACT) is a primary need for these clients to assist with the removal of secretions 
and prevention of pulmonary infection. Chest physiotherapy, percussion and postural 
drainage, PEP, oscillatory PEP, high-frequency chest compressions, and exercise are 
among some of the treatments. Oxygen administration may be used for children with 
acute episodes and exacerbations but must be used cautiously because many children 
with CF have chronic carbon dioxide retention and oxygen can be harmful. e extent 
of GI involvement varies. In many clients, the thick secretions block the ducts of the 
pancreas, leading to cystic dilations then degeneration and progressive diuse brosis. 
Essential pancreatic enzymes are unable to reach the duodenum, causing impairment 
in the digestion and absorption of nutrients, particularly fats and proteins. Excessive 
stool fat (steatorrhea) and foul-smelling stools are characteristic. Biliary obstruction 
and brosis occur in the liver, and extensive liver involvement with fatty inltration 
occurs despite adequate nutrition. Pancreatic enzyme therapy is necessary to treat pan-
creatic insuciency and is administered with meals and snacks to ensure that diges-
tive enzymes are mixed with food in the duodenum. In addition, because the uptake of 
fat-soluble vitamins is decreased, water-miscible forms of these vitamins (A, D, E, and 
K) along with multivitamins are also needed. e client with CF also requires a well-
balanced, high-protein, high-calorie diet with unrestricted fat because of the impaired 
intestinal absorption.

Prevention of infection is critical in the client with CF. Sta, people with CF, and 
their families need regular and ongoing education to remind them that all persons with 
CF have some colonization of secretions in the respiratory tract. erefore clients with 
CF should separate from others with CF by at least 6 feet to reduce the chance of cross-
infection. In addition, contact precautions are needed for all clients regardless of the 
pathogens present. e client with CF is also advised to wear a mask in common areas of 
health care facilities. Antibiotics are not administered to the client with CF as a prophy-
lactic measure. If this were done, then a resistance to the antibiotic would develop and 
it would not be eective when needed to treat an infection. If an infection is conrmed, 
such as a respiratory infection, then the client is aggressively treated with antibiotics and 
possible antifungal medications.

e incidence of cystic brosis–related diabetes (CFRD) is a concern because the 
islets of Langerhans decrease in number as the pancreatic brosis develops and pro-
gresses. CFRD is diagnosed with an OGTT. e result of the OGTT 2 hours aer 
administration of the glucose liquid shows a glucose level of 240 mg/dL (13.37 mmol/L), 
indicating diabetes. Children with CFRD require close monitoring of blood glucose, 
administration of insulin injections, diet and exercise management, and glycosylated 
hemoglobin monitoring. e administration of recombinant human growth hormone 
is being used to achieve optimum growth in children with CF who have growth delay. 
ere is no indication that this child has a growth delay.

The abnormally high sodium and chloride concentrations in the sweat are a 
unique characteristic of CF. Parents will often describe their children as tasting 
“salty” when they kiss the child. Because of the abnormal salt loss, dehydration and 
hypochloremic and hyponatremic alkalosis during hyperthermic conditions are 
concerns. Therefore salt replacement therapy is necessary for the person with CF. 
The recommended dose of salt replacement for people with CF is based on the 
individual’s symptoms, dietary intake, climate conditions, and exercise or activity 
level. The easiest and best way for people with CF to get extra salt is by adding salt 
to foods and eating foods that are naturally high in salt. Although salt crystals may 
deposit on the skin, and oatmeal or other types of baths may be helpful, baths are 
not the priority need.
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Test-Taking Strategy: Note that this question is asking for the priority client needs,
and the options are organized by body system. You are presented with two possible 
priority needs within each body system, and you are asked to select one option for 
each system. Also note that you are asked to choose the priority need to prevent com-
plications associated with CF. Remember that when you are asked to prioritize, some 
or all of the options presented to you are good choices; however, you need to rank 
the options in order of priority based on what the question is asking about. In this 
clinical scenario, certain options prevent complications of CF (what the question is 
asking you), other options manage complications, and some options are not helpful in 
preventing or managing complications. Organize your thinking process in this way, 
as illustrated in the table.

Client Need
Prevents 
Complications

Manages 
Complications

Not Helpful 
in Preventing 
or Managing 
Complications

Oscillatory PEP ☐ ☐

Oxygen administration ☐ ☐

Pancreatic enzyme 
therapy

☐ ☐

Low-fat diet ☐ ☐

Prophylactic antibiotic 
therapy

☐ ☐

Contact Precautions with 
separation from others 
with CF by at least 6 feet

☐ ☐

Insulin administration ☐ ☐

Recombinant human 
growth hormone 
administration

☐ ☐

High-sodium foods ☐ ☐

Oatmeal baths ☐

Choose options that prevent complications as the correct answers for each body sys-
tem, as this most directly relates to the subject of the question, or what the question is 
asking about. Options that are used to manage complications or are not related to pre-
venting or managing complications of CF are of lesser priority.

Content Area: Pediatric Nursing
Priority Concept: Gas Exchange
Reference(s): Hockenberry etal., 2019, pp. 944–952

Test-Taking
Strategy
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Rationale: e major adverse eects of heparin therapy include heparin-induced 
thrombocytopenia (HIT) and/or hemorrhage. Other adverse eects include hypersen-
sitivity, local irritation and hematoma, and allergic responses. e priority needs in this 
scenario that are of immediate concern are the client report of a nosebleed, the PTT 
results, and the heparin infusion. Nosebleeds can be associated with an adverse eect 
of HIT or hemorrhage. e PTT results are above the therapeutic range and could also 
lead to bleeding. e heparin infusion is still running and therefore is of immediate 
concern. e cardiologist needs to be notied of the nosebleed and supratherapeutic 
PTT level, and the heparin infusion needs to be stopped. e client is reporting look-
ing forward to having breakfast; this is not a concerning nding related to appetite. e 
client reports that the chest pain has improved, and therefore this is not an immediate 
concern. e client’s diculty sleeping since being in the hospital is most likely due to 
the disruption in routine and is not specically related to the treatment; therefore this is 
not of immediate concern.

Test-Taking Strategy: Focus on the strategic word immediate and note that this ques-
tion is asking you to prioritize three ndings out of a total of six that are of immediate 
concern to the nurse. Use all the information provided to you in the clinical scenario 
to help you decide on the three most important ndings. In addition, thinking about 
whether these client needs require immediate follow-up in order to ensure safe client 
care may help direct you to the correct options. is thinking process is illustrated in 
the table.

Test-Taking
Strategy

A 68-year-old client complaining of chest pain is admitted to 
the medical-surgical nursing unit for acute coronary syndrome. 
The cardiologist prescribes a continuous IV heparin infusion per 
protocol. The client weighs 165 lb (74.8 kg), and baseline partial 
thromboplastin time (PTT) is 32 seconds. A bolus is administered 
as prescribed and a continuous infusion is initiated based on the 
protocol noted in the Medication Administration Record.

The next day, the oncoming nurse assigned to monitor the cli-
ent assesses the client and checks laboratory results. The client 
states, “I feel OK, I just have a hard time sleeping since I’ve been 
in the hospital. My chest pain is better. I had a nosebleed this 
morning but it stopped. I’m ready for breakfast; it should be here 
soon.” The most recent PTT from 1 hour ago was 92 seconds. 
The heparin infusion is running at 13.5 mL/hr.

Select the three priority needs that are of immediate concern.

☐ Appetite

☐ Chest pain

Nosebleed

PTT results

Heparin infusion

☐ Diculty sleeping

Practice Question . Multiple Response Select N

Health History Nurses’ Notes Vital Signs Med Admn Record

Baseline PTT and every 6 or 12 hours after start of 
continuous infusion based on protocol

Heparin 80 units/kg IV bolus prior to start of continuous 
infusion

Start heparin 25,000 units in 250 mL D5W (concentration 
100 units/mL) continuous infusion 18 units/kg/hr

Adjust continuous infusion based on the following:
 • PTT less than 35 seconds: IV bolus 80 units/kg, in-

crease rate by 4 units/kg/hr, PTT in 6 hours
 • PTT 35–45 seconds: IV bolus 40 units/kg, increase rate

by 2 units/kg/hr, PTT in 6 hours
 • PTT 46–70 seconds (goal): No bolus, no rate change,

PTT in 12 hours
 • PTT 71–90 seconds: No bolus, decrease rate by 2

units/kg/hr, PTT in 12 hours
 • PTT above 90 seconds: No bolus, stop infusion
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Client Finding
Requires Immediate 
Follow-up

Does Not Require 
Immediate Follow-up

Appetite ☐

Chest pain ☐

Nosebleed ☐

PTT results ☐

Heparin infusion ☐

Diculty sleeping ☐

e client is reporting an appetite, which is normal and does not require follow-up; 
therefore this option can be eliminated. e client’s chest pain is improved and therefore 
does not require follow-up either, so this option can also be eliminated. Although the 
client is reporting diculty sleeping, consider the environment as contributing to this. 
e nurse would want to take measures to address this to promote sleep, but it is not an 
immediate client need. is leaves you with the three remaining options of nosebleed, 
PTT results, and the heparin infusion as the correct answer to this question.

Content Area: Pharmacology
Priority Concept: Perfusion
Reference(s): Burchum & Rosenthal, 2022, pp. 607–610

A 70-year-old client had an exploratory laparotomy with colecto-
my due to small bowel obstruction. The surgery was completed, 
and the client has been transferred to the postoperative medical-
surgical nursing unit. The client received general anesthesia and 
has a PCA pump with hydromorphone for pain control. The client 
has been using the PCA pump every 10 minutes for the last 8 hours. 
The oncoming nurse receives report and is assessing the client.

Based on the client ndings, complete the following sentence by 
choosing from the lists of options provided.

Options for  Options for 

Infection Urine output

Atelectasis Temperature

Hemorrhage BP

Urinary retention RR

Wound dehiscence Drainage on dressing

The client is at highest risk for developing 

as evidenced by .

Practice Question . Drag-and-Drop Rationale

Physical Assessment Nurses’ Notes Vital Signs Lab Results

Skin: Warm, dry, intact.

Respiratory: RR 18 bpm, unlabored. SpO2 96% on 2 L/

min per NC. Dry cough, no sputum. Lung sounds clear to 

auscultation in all lung elds.

Cardiovascular: Apical pulse rate 80 BPM. Heart sounds, 

regular rate and rhythm.

GI: Bowel sounds active × 4 quadrants. Abdomen rigid to 

palpation. Dressing over midline abdominal incision intact 

with scant amount of serosanguineous drainage noted. 

Dressing changed per surgeon’s order, wound cleansed 

with normal saline, and dressing reapplied. Incision is well 

approximated; no redness, swelling, tenderness at incision 

site. Pain 2/10 at the incision site.

Genitourinary: Unable to urinate since arrival to unit 8 

hours ago.

Neurologic: Alert and oriented × 3.

Physical Assessment Nurses’ Notes Vital Signs Lab Results

T = 98.2°F (36.7°C); HR = 80 BPM; BP = 138/78 mm Hg; 

RR = 18 bpm; SpO2 = 96% on 2 L/min per NC; pain rated 

as a 2/10 on a 0 to 10 rating scale
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Rationale: e client in the postoperative period is at risk for certain complications 
related to having surgery. In this scenario, the client is at highest risk for developing 
urinary retention due to the eects of anesthesia and opioid analgesics, as well as the 
type of surgery the client had because of manipulation of the tissues surrounding the 
bladder. Certain positions can also impair voiding reexes, and a normal voiding posi-
tion should be assumed whenever possible.

e client’s lack of urine output in at least the last 8 hours is evidence that urinary 
retention may be a complication that is occurring; the client should have a minimum 
of 30 mL of urine voided per hour on average, and should be able to initiate the urinary 
stream without diculty.

In addition, the GI assessment, which revealed a rigid abdomen, is suggestive of uri-
nary retention. Sometimes, straight catheterization following surgery is necessary until 
the voiding routine is re-established.

Infection can occur aer surgery and most oen occurs in the wound or incision 
site. It can be caused by poor aseptic technique or contamination of the site. Signs and 
symptoms would include warm, red, and tender skin around the wound or incision site; 
fever; chills; and purulent drainage. Because the client’s temperature is normal and the 
drainage is serosanguineous, which is normal in the early stage of healing, this compli-
cation would not be a concern.

Atelectasis can occur because of the eects of anesthesia, analgesia, and immobiliza-
tion; signs and symptoms include elevated RR, dyspnea, fever, crackles, and productive 
cough. Because this client’s RR is normal, there is no fever, lung sounds are clear, and the 
cough is dry, atelectasis is most likely not a problem.

Hemorrhage or bleeding can occur aer surgery from slipping of a suture or a dis-
lodged clot at an incision site. e client may experience hypotension, weak and rapid 
pulse, cool and clammy skin, increased RR, restlessness, and, in the later stages, reduced 
urine output. e client’s lack of urine output is a concern; however, in the absence of 
these other signs and symptoms, hemorrhage is most likely not a complication occur-
ring at this time.

Wound dehiscence occurs when there is separation of wound edges at the suture line. 
Contributing factors include malnutrition, obesity, radiation to the site, older age, poor cir-
culation, and strain on the suture line. Signs and symptoms include an appearance of under-
lying tissues at the incision site. e client’s incision is well approximated, so this is not a 
complication that is occurring.

Other complications that can occur aer surgery include pneumonia; hypoxemia; 
PE; hypovolemia; thrombophlebitis; embolus to the brain, heart, or mesentery; decon-
ditioning; paralytic ileus; abdominal distention; nausea and vomiting; UTI; wound evis-
ceration; skin breakdown; intractable pain; and malignant hyperthermia. ere are no 
data that indicate that any of these complications are a concern.

Test-Taking Strategy: Focus on what the question is asking about: postoperative com-
plications. ink about what happens during surgery, including the use of anesthesia, 
manipulation of tissues, medication administration, and immobility. Because the client 
had surgery, the client is at risk for all of these complications, so you need to look for the 
data or evidence that a complication is actually happening. Look at each complication 
listed in the rst column, and use your knowledge of pathophysiology to think about 
the evidence that is needed to support the presence of this complication. Relate this 
knowledge back to the data provided in the clinical scenario, as illustrated in the table.

Test-Taking
Strategy
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Complication Supporting Evidence

Infection None—Temperature is normal; incision site without signs of infection

Atelectasis None—Lung sounds are clear, SpO2 is normal, RR and work of 
breathing normal, cough is dry

Hemorrhage BP normal, pulse normal, RR and work of breathing normal, alert and 
oriented × 3
Urine output is inadequate; however, without other signs of bleeding, 
this likely is not related to this complication.

Urinary retention Inadequate urine output, rigid abdomen

Wound dehiscence Incision is well approximated
Serosanguineous drainage can be a sign of future dehiscence but 
is also a normal part of the healing process; because incision is not 
separated, it is not a complication now.

As you can see, some of the ndings in the clinical scenario can relate to more than 
one potential complication; however, the highest risk would be for an actual complica-
tion that is conrmed based on the available data. Urinary retention can be conrmed 
on the basis of inadequate urine output and rigid abdomen, as well as the fact that the 
client has not urinated for the last 8 hours. Note that there are no data to support infec-
tion or atelectasis. e only supporting evidence for hemorrhage is inadequate urine 
output; recall, however, that this would be a later sign, and in the absence of other signs 
and symptoms this would not be the priority concern. Although serosanguineous drain-
age is present, it does not conrm wound dehiscence, and there is evidence to support 
that this complication is not occurring, as the incision is well approximated; therefore 
this is not the priority concern at this time. Remember to consider all data presented in 
the clinical scenario and organize your thinking process in a way that will allow you to 
make connections; this will make it much easier to decide on the priority client needs.

Content Area: Foundations of Nursing
Priority Concept: Gas Exchange
Reference(s): Potter etal., 2021, p. 1353
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A 22-year-old client is brought to the ED by EMS. The client’s 
parent found the client slumped over and unconscious. The cli-
ent was sitting in the wheelchair eating breakfast when the par-
ent last saw the client, 15 minutes prior. The client was bleeding 
profusely from both wrists, and the parent reports immediately 
placing pressure on both wrists, and screaming to the spouse 
for help and to call EMS. At the scene, EMS reports that the cli-
ent was unconscious but that the bleeding was controlled and 
pressure dressings and continuous pressure to both wrists were 
maintained. EMS reports that the client’s BP was 98/60 mm 
Hg, apical HR was 120 BPM, RR was 16 bpm. Oxygen at 3 L per 
NC was administered, an IV line was inserted, an infusion of 
lactated Ringer’s was initiated, and the client was transferred 
to the ED.

On arrival at the ED, the client is arousable but sleepy. As-
sessment and treatment are immediately initiated, and the cli-
ent is stabilized and admitted to the hospital. The admission 
nurse reviews the medical record, performs an assessment, and 
documents in the Nurses’ Notes.

Which of the following are the priority client needs of immediate

concern? Select all that apply

☐ Pain

☐ Appetite

Infection

☐ Bleeding

☐ Paraplegia

Suicide risk

☐ Urinary output

Practice Question . Multiple Response Select All That Apply

Health History Nurses’ Notes Vital Signs Lab Results

This 22-year-old client sustained a spinal cord injury in the 

lower thoracic region 1 year ago from a motor vehicle crash.

Client has paraplegia.

No other medical problems.

Health History Nurses’ Notes Vital Signs Lab Results

Client is alert and oriented. Is sleepy but easily arousable.

States is “sick and tired of living this way and is too young 

to have to be in a wheelchair for the rest of my life.” States, 

“It is my own fault that I am this way, and I am so sorry that 

they found me this morning. I slashed my wrists using my 

breakfast knife. I am so useless and do nothing right, even 

with trying to kill myself.”

Has no appetite and is refusing to eat. States wants to sleep 

and not be bothered by anyone.

Dressings on both wrists are dry and intact. No redness or 

break in skin integrity noted in other skin areas.

No sensation felt in lower extremities. Unable to move 

lower extremities.

Last bowel movement 1 day ago. Bowel sounds present in 

all 4 quadrants.

Abdomen rm. Urinary output 200 mL in the ED via 

catheterization. States needs to self-catheterize every 6 

hours depending on intake.

No respiratory distress. RR = 20 bpm; SpO2 = 94% on RA; 

wrist pain = 4/10. Pain medication administered in the ED 

2 hours ago.

No chest pain; pulse 96 BPM.

Health History Nurses’ Notes Vital Signs Lab Results

Test Result
Normal Reference 
Range

Red blood cells 
(RBCs)

4.7 × 1012

(4.7 × 1012)
4.2–6.2 × 1012/L 
(4.2–6.2 × 1012/L)

White blood 
cells (WBCs)

12,000/mm3

(12 × 109/L) H
5000–10,000/mm3

(5–10 × 109/L)

Platelets 160,000/mm3

(160 × 109/L)
150,000-400,000/
mm3 (150–400 ×
109/L)

Hemoglobin 
(Hgb)

14 g/dL 
(140 g/L)

12–18 g/dL
(120–180 g/L)

Hematocrit (Hct) 42% (0.42) 37%–52% (0.37–0.52)

Health History Nurses’ Notes Vital Signs Lab Results

T = 101°F (38.3°C); HR = 96 BPM; BP = 116/78 mm Hg; RR 

= 20 bpm; SpO2 = 94% on RA; wrist pain = 4/10
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Rationale: Suicide or completed suicide is the act of intentionally ending one’s own life. 
A suicide attempt includes all willful, self-inicted, life-threatening attempts that have 
not led to death. A risk factor for suicide is a chronic medical condition that aects a 
person’s life ability. A previous attempt at suicide is also a risk factor. A client who has 
experienced a spinal cord injury with resultant paraplegia may have signicant behav-
ioral and emotional reactions as a result of changes in functional ability, body image, 
role performance, and self-concept. e client needs to be assessed for their reaction to 
the injury, and it is important that the nurse provide opportunities to listen to the client’s 
concerns. e nurse needs to be realistic about the client’s abilities and physical func-
tion, but oer hope and encouragement. Aggressive rehabilitation can help most clients 
live productive and independent lives. is client has two risk factors for suicide: the 
chronic medical condition and the attempt to commit suicide. e client is also express-
ing verbal cues of a suicide risk by stating, “It is my own fault that I am this way, and I 
am so sorry that they found me this morning. I slashed my wrists using my breakfast 
knife. I am so useless and do nothing right, even with trying to kill myself.” erefore 
suicide risk is an immediate priority need and concern, and the nurse would implement 
suicide precautions for this client. Infection is also a priority need for this client. e 
temperature is elevated at 101°F (38.3°C) and the WBC count is elevated at 12,000/mm3

(12 × 109 /L), so this needs to be addressed. e client was medicated for pain 2 hours 
prior in the ED, so although pain is a concern, it is not the priority need at this time and 
the nurse would continue to monitor pain status. Appetite is not a priority need at this 
time, although the nurse would closely monitor appetite status and nutritional intake. 
Bleeding has been controlled and dressings are dry and intact; because this has been 
stabilized and because the client’s VS and RBCs, platelets, and Hgb and Hct levels are 
in the low-normal range, bleeding is not a priority client need. Paraplegia is a chronic 
problem and not a priority client need—although the nurse would plan to address this 
problem at a later time with OT and PT. Urinary output needs to be monitored and the 
client will need intermittent catheterization, but this is not a priority client need because 
urinary output in the ED was 200 mL.

Test-Taking Strategy: Begin answering this question by thinking about which client 
needs noted in the question have immediate safety implications. en consider whether 
any data in the clinical scenario provide supporting evidence that this client need is a pri-
ority and of immediate concern. Organize your thinking process as illustrated in the table.

Client Need Immediate Safety Implications Supporting Evidence

Pain No Yes

Appetite No Yes

Infection Yes Yes

Bleeding Yes No

Paraplegia No No

Suicide risk Yes Yes

Urinary output No Yes

If you are able to determine that both immediate safety implications and supporting 
evidence of this client need are present, then these options are likely correct and would 
be priority needs of immediate concern. If there is no immediate safety implication, 
even if there is supporting evidence, then this option would not be of immediate con-
cern and can therefore be eliminated. If an option would be considered an immediate 
safety concern but there is no supporting evidence, then this option could also be elimi-
nated. Assigning priority to each client need listed in the options will assist in directing 
you to the correct options: infection and suicide risk.

Content Area: Mental Health Nursing
Priority Concept: Mood and Aect
Reference(s): Ignatavicius etal., 2021, pp. 877–882, 884–887; Varcarolis & Fosbre, 2021, 

pp. 366–370

Test-Taking
Strategy
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Rationale: Tamoxifen is an estrogen modulator that blocks the eects of estrogen in 
breast tissue. It is used to treat breast cancer and for prevention of breast cancer in 
those who are at high risk for developing it. is medication works by blocking estrogen 
receptors, which helps to inhibit growth and proliferation of cancer cells. Endometrial 
cancer is a complication because tamoxifen acts as an estrogen agonist at receptors in 
the uterus, which can cause proliferation of endometrial tissue, eventually leading to 
endometrial cancer. In postmenopausal clients, endometrial cancer is oen character-
ized by abnormal menstrual bleeding, so it is an obvious abnormality aer menopause. 
A hysterectomy may be performed as a preventive measure. Another sign of endome-
trial cancer is pelvic pain. Vaginal discharge may be normal or abnormal and can occur 
as a side eect of tamoxifen therapy, and should be addressed, but this is not the highest 
priority. Burning on urination may be a sign of UTI and needs to be followed up on, 
but it is not specically related to tamoxifen. Vasomotor symptoms such as hot ashes 
can occur as a side eect of tamoxifen, but this is not the highest priority and can be 
addressed routinely. Dizziness may also be associated with tamoxifen therapy but is not 
the highest priority. Tenderness and warmth in the le leg may be a sign of thrombo-
embolic events, such as DVT, PE, and stroke; therefore this nding is a priority con-
cern. Tamoxifen can cause transient hypercalcemia and subsequent bone pain in clients 
with bone metastasis, so bone pain is a priority concern and could be an indication of 
metastasis. In addition, the risk for pathologic fractures with bone metastasis is high. 
Weakness and joint stiness are not specically associated with tamoxifen therapy. Nau-
sea and vomiting commonly occur with tamoxifen therapy; this is a priority concern 
because of the associated risk of malnutrition, dehydration, and uid and electrolyte 
imbalance. Constipation and stomach cramping are not adverse eects that indicate a 
complication of tamoxifen therapy.

Test-Taking Strategy: Note the strategic word priority. e rst step in answering this 
question correctly is to determine which of the concerns listed in the question are 
adverse eects indicating a complication specically related to tamoxifen therapy. As 
shown in the table, think about the eects of tamoxifen on the body. First, use your 
nursing knowledge of this medication, and recall that it blocks the eects of estrogen 
by blocking estrogen receptors. Recalling the eects of this hormone will help you 

Test-Taking
Strategy

A 59-year-old postmenopausal client with stage IV bilateral breast 
cancer had a double mastectomy. The biopsy showed a hormone 
receptor–positive tumor, and the client was prescribed tamoxifen
therapy. One month later the client visits the clinic for a follow-up 
and tells the nurse completing the intake about experiencing the 
following over the past month since the last visit:
• Pelvic pain, vaginal discharge, burning on urination
• Hot Ŵashes, dizziness, tenderness and warmth to the left leg
• Weakness, bone pain, joint stiŲness
• Constipation, stomach cramps, nausea and vomiting

For each body system below, click to specify one priority concern spe-
cic to a complication of tamoxifen therapy.

Body System Priority Concerns

Genitourinary Pelvic pain

☐ Vaginal discharge

☐ Burning on urination

Cardiovascular ☐ Hot ashes

☐ Dizziness

Tenderness and warmth to left leg

Musculoskeletal ☐ Weakness

Bone pain

☐ Joint stiŲness

GI ☐ Constipation

☐ Stomach cramps

Nausea and vomiting

Practice Question . Drop-Down in Table
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narrow down which options may be related to complications associated with tamoxi-
fen therapy.

Effects Specif ically Related to Tamoxifen Therapy

Pelvic pain

Vaginal discharge

Burning on urination ☐

Hot ashes

Dizziness

Tenderness and warmth to left leg

Weakness ☐

Bone pain

Joint stiŲness ☐

Constipation ☐

Stomach cramps ☐

Nausea and vomiting

From here, you need to prioritize for each body system which of these ndings would 
be of priority concern related to a complication of tamoxifen therapy. Recall that pelvic 
pain could be a manifestation of endometrial cancer and should be prioritized above 
vaginal discharge and burning on urination. Tenderness and warmth in the leg are signs 
of a thrombus and would be the priority over hot ashes and dizziness. Recalling that 
this medication can cause hypercalcemia in the presence of bone metastasis will assist 
you in prioritizing bone pain. Remembering that malnutrition, dehydration, and uid 
and electrolyte imbalance can occur with nausea and vomiting will assist you in select-
ing this as the priority.

Content Area: Pharmacology
Priority Concept: Clotting
Reference(s): Burchum & Rosenthal, 2022, p. 1248

A 30-year-old pregnant client (G2P1) who is at 35 weeks of gesta-
tion presents to the labor and delivery triage unit stating that a 
sudden gush of uid occurred 1 hour ago. The nurse collects 
data and documents the following in the Nurses’ Notes.

Based on this clinical scenario, select four potential complications 
that are of highest priority to the nurse.

☐ Preeclampsia

Client sepsis

Chorioamnionitis

☐ Client hypertension

Umbilical cord prolapse

☐ Fetal pulmonary hypoplasia

Umbilical cord compression

Practice Question . Multiple Response Select N

Health History Nurses’ Notes Vital Signs Lab Results

:

Client states that they noticed a sudden gush of uid 1 

hour ago at 1300

Has continued to notice uid leakage sporadically since 

that time

States that prior to becoming pregnant, smoked cigarettes, 

1 pack per day for 13 years; has not smoked during 

pregnancy

States was diagnosed with chlamydia early in the 

pregnancy, which was treated with doxycycline
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Rationale: Prelabor rupture of membranes (PROM) is the spontaneous rupture of the 
amniotic sac with subsequent leakage of amniotic uid before the onset of labor. is 
can occur at any gestational age. Preterm prelabor rupture of membranes (pPROM) 
occurs before week 37 of pregnancy. Risk factors for PROM and pPROM include ciga-
rette smoking; urinary or genital tract infection; previous preterm birth; history of 
cervical cerclage; short cervical length; contractions during pregnancy; uterine over-
distention; bleeding in the second and third trimesters; pulmonary disease; connective 
tissue disorders; low BMI; and nutritional deciencies. is client is at risk for pPROM 
because they are at 35 weeks of gestation and has a history of cigarette smoking and 
urogenital infection. A number of complications can occur as a result of pPROM. Client 
complications include chorioamnionitis or bacterial infection of the amniotic cavity, 
placental abruption, retained placenta and subsequent hemorrhage, sepsis, and death. 
Fetal complications include intrauterine infection, umbilical cord prolapse and com-
pression, and placental abruption. Pulmonary hypoplasia can occur in the fetus, but this 
complication occurs before 20 weeks of gestation. Preeclampsia and hypertension in the 
client are not complications that are specically related to or caused by pPROM.

Test-Taking Strategy: Note the strategic words highest priority. Using knowledge and 
thinking about the pathophysiology and visualizing the possible complications that can 
occur with ruptured membranes during pregnancy will help direct you to the correct 
options. Remember that infection and fetal perfusion are the most important consid-
erations with pPROM. Eliminate options that are not complications and are not related 
to either infection or fetal perfusion. Using a thinking process as illustrated in the table 
may be helpful to you.

Complication Yes/No Infection Fetal Perfusion

Preeclampsia No ☐ ☐

Client sepsis Yes ☐

Chorioamnionitis Yes ☐

Client hypertension No ☐ ☐

Umbilical cord prolapse Yes ☐

Fetal pulmonary hypoplasia No ☐ ☐

Umbilical cord compression Yes ☐

Hypertension and preeclampsia are concerning but are not the highest priority in 
this case because they are not directly related to pPROM. In addition, recall that even 
though fetal pulmonary hypoplasia is a complication associated with pPROM, lung 
maturity in the fetus is a concern prior to 20 weeks of gestation; this will assist you in 
eliminating this option.

Content Area: Maternal-Newborn Nursing
Priority Concept: Perfusion
Reference(s): Lowdermilk et al., 2020, pp. 690-691

Test-Taking
Strategy
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Rationale: Hydromorphone is an opioid analgesic used to manage pain. Adverse eects 
include increased intracranial pressure (ICP), neurotoxicity, respiratory depression, ortho-
static hypotension, constipation, emesis, and urinary retention. Other adverse eects include 
cough suppression, biliary colic, euphoria and dysphoria, sedation, miosis, and birth defects if 
taken by a pregnant person. Increased ICP can result from hydromorphone owing to retained 
carbon dioxide from respiratory depression. In addition, opioid-induced neurotoxicity can 
occur, causing delirium, agitation, myoclonus, and hyperalgesia. Renal impairment, cog-
nitive impairment, and prolonged use are risk factors for increased ICP and neurotoxicity 
as adverse eects of this medication. Because ICP relates to renal function, assessing renal 
function, monitoring urinary output, and maintaining hydration and reducing the dose in 
renal impairment are important measures. Respiratory depression is the most serious adverse 
eect. e RR needs to be assessed frequently for a client on PCA receiving hydromorphone. 
e PCA will lock out and would need to be placed on hold if the RR is less than 12 bpm, or as 
otherwise prescribed. Naloxone, the antidote to opioid analgesics, needs to be available in the 
event that respiratory depression occurs. Opioid analgesics lower the BP by blunting the baro-
receptor reex and causing dilation to the peripheral vasculature. e nurse needs to teach the 
client about symptoms of hypotension such as light-headedness and dizziness, and instruct 
the client to sit or lie down if these symptoms are noticed. Changing positions slowly, while 

Answers to Practice 
Questions

C H A P T E R  6

A 58-year-old client is recovering from an L4–L5 spinal fusion 
completed 3 hours ago. The client is on the medical-surgical 
nursing unit, and is prescribed hydromorphone via PCA, 0.2 mg 
every 10 minutes, with a 4-mg lock-out dose in 4 hours. The 
nurse is preparing a plan of care for this client.

For each body system below, click to specify the potential interven-
tion that would be appropriate for the initial plan of care to monitor 
for or prevent adverse eects of hydromorphone. Each body system 
may support more than one potential nursing intervention.

Body System Potential Nursing Intervention

Renal Assess renal function.

Monitor I&O.

☐ Maintain uid restriction.

Respiratory Assess RR frequently.

Ensure naloxone is available.

☐ Place the PCA on hold if RR is less than 
18 bpm.

Cardiovascular ☐ Encourage brisk walking.

Instruct the client to change positions slowly.

Assess BP and HR frequently.

Gastrointestinal ☐ Administer methylnaltrexone.

Administer ondansetron as indicated.

Ensure adequate intake of uids and ber.

Urinary Assess the bladder frequently.

Prompt the client to void every 4 hours.

☐ Perform straight catheterization every 
4 hours.

Practice Question . Multiple Response Grouping



Answers to Practice Questions196

maintaining proper positioning as prescribed by the surgeon, and asking for assistance with 
activity are important safety measures to prevent hypotension from occurring, or to prevent 
injury if it does occur. Regularly assessing the BP and HR will alert the nurse to this problem. 
Constipation is an adverse eect associated with opioid analgesics and occurs as a result of 
suppression of peristalsis. Fecal impaction, tearing, hemorrhoids, and bowel perforation can 
result. Initially the nurse would promote motility by ensuring adequate uid and ber intake, 
encouraging activity, and administering prophylactic stimulants such as senna and stool so-
eners such as docusate. Lactulose or sodium phosphate, stronger osmotic laxatives, may be 
needed if these measures do not work. Methylnaltrexone, a medication that blocks mu recep-
tors in the intestine, may be given as a last resort for opioid-induced constipation but is not an 
appropriate intervention initially. Emesis can occur through stimulation of the chemoreceptor 
trigger zone in the brain. Remaining still and taking an antiemetic, such as ondansetron, help 
with this eect if it occurs. Hydromorphone can cause urinary retention by increasing tone in 
the bladder sphincter, increasing tone in the detrusor muscle, and interfering with voiding by 
suppressing awareness of bladder stimuli. Clients need to be prompted to void every 4 hours. 
e nurse needs to assess for urinary retention by monitoring I&O and palpating for bladder 
distention every 4 to 6 hours. Intermittent straight catheterization may be needed if this com-
plication occurs but is not performed unless clients cannot void on their own.

Test-Taking Strategy: Note that this question is asking for the appropriate potential 
nursing interventions and that the options are organized by body system. You are pre-
sented with three possible interventions within each body system, and you are asked to 
select one or more option for each system. When answering questions about medica-
tions, you should think about how safety is addressed with each of the options presented 
and whether the option monitors for or prevents an adverse eect of the medication. 
Organize your thinking process in this way, as illustrated in the table.

Potential Intervention

Addresses Potential 

Adverse Effect

Does Not Address 

Potential Adverse Effect

Assess renal function. ☐

Monitor I&O. ☐

Maintain uid restriction. ☐

Assess RR frequently. ☐

Ensure naloxone is available. ☐

Place the PCA on hold if RR is less than 18 bpm. ☐

Encourage brisk walking. ☐

Instruct the client to change positions slowly. ☐

Assess BP and HR frequently. ☐

Administer methylnaltrexone. ☐

Administer ondansetron as indicated. ☐

Ensure adequate intake of uids and ber. ☐

Assess the bladder frequently. ☐

Prompt the client to void every 4 hours. ☐

Perform straight catheterization every 4 hours. ☐

Choose options that address adverse eects as the correct answers for each body sys-
tem, because this most directly relates to the subject of the question, or what the ques-
tion is asking about. Options that are unrelated to monitoring for or managing adverse 
eects can be eliminated.

Content Area: Pharmacology
Priority Concept: Gas Exchange
Reference(s): Burchum & Rosenthal, 2022, p. 277

Test-Taking
Strategy
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Rationale: NPWT treats acute and chronic wounds and is a helpful treatment for cli-
ents with wounds with copious amounts of drainage. Maintaining an airtight seal is 
important for NPWT to be eective. To avoid loss of suction, or negative pressure, the 
wound and dressing must stay sealed. Interventions to assist in maintaining an airtight 
seal include identifying air leaks using a stethoscope and repairing them with transpar-
ent dressing; lling uneven skin surfaces with a skin barrier product; making sure the 
periwound skin surface is dry; avoiding wrinkles when applying the transparent lm; 
and framing the periwound area with a hydrocolloid dressing. Rather than shaving, 
the hair on the skin around the wound needs to be clipped per agency policy. Only one 
or two additional dressing layers should be used for air leaks because multiple layers 
reduce moisture vapor transmission and cause maceration of the wound. e transpar-
ent lm should be cut to extend 1 to 2 inches beyond the wound perimeter.

Test-Taking Strategy: Note that this question is asking you to identify ve interven-
tions out of a total of eight listed interventions that the nurse would plan in the care of 
a client receiving NPWT. Use knowledge about this treatment and the information pro-
vided to you in the clinical scenario to help you decide on the ve appropriate interven-
tions. Note that the question focuses on maintaining a good seal for NPWT. inking 
about the interventions that would help with this, and then the interventions that either 
do not help or pose a safety risk, will assist you in answering the question correctly. is 
thinking process is illustrated in the table.

Intervention

Helps 
Maintain/
Ensure Seal

Does Not Help 
Maintain/Ensure Seal 
or Poses Safety Risk

Identify air leaks using a stethoscope. ☐

Shave the hair on the skin around the wound. ☐

Make sure the periwound skin surface area is dry. ☐

Avoid wrinkles when applying the transparent lm. ☐

Fill uneven skin surfaces with a skin barrier 
product.

☐

Frame the periwound area with a hydrocolloid 
dressing.

☐

Cut the transparent lm to extend ½ inch beyond 
the wound perimeter.

☐

Use as many additional dressing layers as 
needed for identied air leaks.

☐

Test-Taking
Strategy

A 72-year-old client with a history of peripheral vascular dis-
ease has an arterial leg ulcer that is open and draining copi-
ous amounts of drainage. The client is admitted to the medical-
surgical nursing unit for wound care management. The initial 
plan is to pack the wound with sterile saline–moistened gauze 
and then cover with a dry sterile dressing, with daily dressing 
changes and as needed. The nurse noted that the client was 
requiring multiple dressing changes each day owing to the ex-
cessive drainage, and initiates a wound care team consultation. 
The client is seen by the wound care team, and the physician 
prescribes negative-pressure wound therapy (NPWT).

Which ve interventions would the nurse include in the plan of care 
for the client to maintain and ensure a good seal during NPWT?

Identify air leaks using a stethoscope.

☐ Shave the hair on the skin around the wound.

Make sure the periwound skin surface area is dry.

Avoid wrinkles when applying the transparent lm.

Fill uneven skin surfaces with a skin barrier product.

Frame the periwound area with a hydrocolloid dressing.

☐ Cut the transparent lm to extend ½ inch beyond the wound 
perimeter.

☐ Use as many additional dressing layers as needed for identi-
ed air leaks.

Practice Question . Multiple Response Select N
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Shaving hair poses a safety risk because of the possibility of injury and therefore can 
be eliminated. From here, use your nursing knowledge to eliminate the option stating to 
cut the transparent lm ½ inch beyond the wound perimeter and the option that states 
to use as many additional dressing layers as needed for air leaks, noting that these inter-
ventions would not help to maintain or ensure a good seal.

Content Area: Foundations of Nursing
Priority Concept: Tissue Integrity
Reference(s): Potter etal., 2021, pp. 999, 1263–1264

A 44-year-old postoperative client returned to the nursing 
unit from the PACU following bilateral mastectomy. The client 
has four Jackson-Pratt drains from the incisional areas on 
the chest. The nurse assesses VS and performs the physical 
assessment.

Based on the client ndings, complete the following sentence by 
choosing from the lists of options provided.

To ensure client safety, the nurse plans to first

sserddaot .

Options for  Options for 

Administer enoxaparin Pain

Administer pain medication Infection

Increase supplemental oxygen Hypoxemia

Empty and compress surgical drains Thrombus risk

Practice Question . Drag-and-Drop Rationale

Health History Physical Assessment Vital Signs Orders

Alert and oriented. Incisional pain rated 2/10.

Bilateral incisions on the chest covered with a dry sterile 

dressing, clean, dry, and intact.

Lung sounds clear to auscultation bilaterally. S1S2, no 

S3S4. +2 peripheral pulses, no edema.

4 Jackson Pratt drains from the incisional areas: #1 with 5 

mL of sanguineous drainage, #2 with 10 mL of sanguineous 

drainage, #3 with 5 mL of sanguineous drainage, #4 with 

10 mL of sanguineous drainage, compressed for suction.

Health History Physical Assessment Vital Signs Orders

BP = 146/72 mm Hg; HR = 70 BPM; RR = 20 bpm; T = 

98.2°F (36.8°C); SpO2 = 97% at 3 L per NC

Health History Physical Assessment Vital Signs Orders

Monitor VS per unit protocol
Titrate oxygen to maintain SpO2 greater than 92%
Monitor incision site for signs of bleeding
Monitor and maintain surgical drains
Enoxaparin 40 mg subcutaneously daily
Apply sequential compression devices (SCDs) below the 
knee bilaterally for venous thrombosis prevention
Pan management via PCA pump
Clear liquids advance to regular as tolerated
Incentive spirometry per unit protocol
Ondansetron 4 mg IV every 4 hours as needed for nausea

Rationale: Taking into consideration all of the client data in this clinical scenario, the 
major concern would be the potential complication for thrombus formation as a post-
operative complication. Enoxaparin, classied as an anticoagulant or low–molecular-
weight heparin, is given to postoperative clients as a preventive measure for thrombus 
formation. To ensure client safety, the nurse would plan to rst administer the enoxapa-
rin to address thrombus risk. e other options may be needed but are not the priority 
at this time. Pain is expected aer surgery and needs to be well managed to promote 
healing. e client’s pain is currently rated 2/10, and because the client has a PCA 
pump as noted in the Orders, it would not be a priority for the nurse to administer pain 
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medication. Hypoxemia can occur aer surgery, related to the eects of anesthesia and 
immobility in the postoperative period. e client’s SpO2 is 97% on 3 L per NC, and 
there is no evidence of hypoxemia; therefore the nurse would not need to increase the 
oxygen ow rate. Maintaining the surgical drains is an important measure so that body 
uids are adequately drained and do not build up in the aected area, leading to infec-
tion. Because there is only 5 to 10 mL of drainage in each drain, it is not the priority to 
empty and compress the surgical drains at this time. In addition, the Physical Assess-
ment notes indicate that the drains were already compressed for suction.

Test-Taking Strategy: Focus on what the question is asking about: nursing interven-
tions to ensure client safety and the rationale behind them. Note the strategic word 
rst. is word may indicate that some or all of the options are correct, and you need 
to decide which intervention should be planned rst. Once you have determined the 
intervention, then consider the rationale for that intervention. ink about the potential 
complications of surgery. Because the client had surgery, the client is at risk for pain, 
infection, hypoxemia, and thrombus, and so you need to decide which intervention 
needs to be planned rst for client safety considerations. Using this knowledge and the 
data provided in the clinical scenario, organize your thought process as illustrated in 
the table. ere needs to be supporting evidence for options in order for the option to 
be correct.

Intervention
Supporting Evidence Indicating Priority 
Intervention

Administer enoxaparin Recent surgery—prevents thrombus

Administer pain medication Not needed—pain 2/10, using PCA

Increase supplemental oxygen Not needed—97% 3 L per NC

Empty and compress surgical drains Not needed—not full yet; already compressed

e client’s pain assessment, SpO2, and surgical drain assessments do not indicate 
the need for intervention at this time and therefore do not need to be addressed rst. 
Because administering enoxaparin is a preventive measure to reduce the risk of throm-
bus following surgery, this intervention should be done rst. Note that the second part 
of the question requires you to demonstrate that you know the reason for choosing the 
rst option. Use your nursing knowledge to recall that enoxaparin is an anticoagulant 
commonly used aer surgery to prevent the formation of a thrombus as a result of the 
surgery.

Content Area: Medical-Surgical Nursing
Priority Concept: Clotting
Reference(s): Burchum & Rosenthal, 2022, p. 596; Potter etal., 2021, p. 1349

Test-Taking
Strategy

A 22-year-old client presents to the outpatient clinic reporting feel-
ing “down” and stating having diculty maintaining responsibili-
ties with school. States experiencing a hard time nding friends, 
that peers in class don’t think the client is smart, and that they 
make fun of the client behind the client’s back. When asked about 
family dynamics, the client states is not speaking to parents and 
that the only support system is the client’s partner. States “putting 
myself through school.” Describes not being able to meet assign-
ment deadlines and thinks about considering quitting school. The 
client is referred to the counseling and psychological center and is 
beginning group therapy.

Based on this scenario, which of the following interventions would the 
psychiatric nurse plan for the client? Select all that apply.

Set realistic goals for behavior modication.

Reward the client for practicing new behaviors.

☐ Provide positive regard for adaptive behaviors only.

Encourage the client to practice behavior modications.

☐ Help the client identify negative qualities and experiences.

Help the client identify their own behaviors needing change.

Reinforce self-worth with time and attention by giving one-to-
one time.

Practice Question .4 Multiple Response Select All That Apply
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Rationale: is client is experiencing decreased self-esteem, which could be related 
to perceived lack of belonging, perceived lack of respect from others, lack of success 
in role functioning, a disturbed relationship with parents or caregivers, and feeling 
targeted by peers. Although not reported, a psychiatric disorder could also be a fac-
tor for this client. e nurse would help the client to describe self in positive ways, 
fulll personally signicant roles, and engage in meaningful interaction with others. 
Interventions that should be planned for this client include setting realistic goals for 
behavior modication; rewarding the client for practicing new behaviors; encourag-
ing the client to practice behavior modications; helping the client to identify own 
behaviors needing change; and reinforcing self-worth with time and attention by giv-
ing one-on-one time. Rather than providing positive regard for adaptive behaviors 
only, the nurse needs to give unconditional positive regard and avoid acknowledge-
ment or reinforcement of negative behaviors. Instead of helping the client identify 
negative qualities and experiences, the nurse would help the client identify positive 
qualities and accomplishments.

Test-Taking Strategy: Note that this question is asking you choose interventions that 
the nurse would plan for this client based on the information described in the clinical 
scenario. To decide on the appropriate interventions for the plan of care, rst you need 
to determine based on the information in the scenario that the client is experiencing 
problems with self-esteem. Next, for each intervention listed, determine whether that 
intervention would improve or not improve self-esteem. Organize your thinking pro-
cess as illustrated in the table.

Intervention
Improves 
Self-Esteem

Does Not Improve 
Self-Esteem

Set realistic goals for behavior modication. ☐

Reward the client for practicing new behaviors. ☐

Provide positive regard for adaptive behaviors only. ☐

Encourage the client to practice behavior modications. ☐

Help the client identify negative qualities and experiences. ☐

Help the client identify their own behaviors needing 
change.

☐

Reinforce self-worth with time and attention by giving 
one-on-one time.

☐

If you focus on the outcome of improving self-esteem, then you will be able to deter-
mine which interventions are appropriate in the plan of care for this client. Options that 
describe new behaviors, realistic goals, self-worth, and changing behaviors are aligned 
with actions that would improve self-esteem. Options that are limited in scope or that 
focus on negative adaptations are the actions that would not improve self-esteem and 
therefore should be eliminated.

Content Area: Mental Health Nursing
Priority Concept: Stress and Coping
Reference(s): Varcarolis & Fosbre, 2021, p. 66

Test-Taking
Strategy
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Rationale: TPN, also called parenteral nutrition (PN), involves IV administration of 
complex and highly concentrated solution that contains nutrients and electrolytes. It is 
formulated to meet the client’s nutritional needs. is nutritional support is provided 
for clients who are unable to digest or absorb nutrition orally or enterally. Clients who 
are in highly stressed physiologic states such as sepsis, head injury, or burns are candi-
dates for TPN. TPN needs to be administered through a central venous catheter (CVC). 
Safe administration of TPN requires management of the CVC and insertion site to pre-
vent infection, and ongoing and careful monitoring to prevent metabolic complications. 
Hypoglycemia and hyperglycemia are potential complications of TPN therapy. e 
nurse needs to monitor for diaphoresis and needs to assess the blood glucose level every 
6 hours to monitor for these complications. For clients receiving TPN who are conscious, 
other signs and symptoms of these potential complications include shakiness, confusion, 
loss of consciousness, thirst, headache, lethargy, and increased urination. In addition, to 
prevent hypoglycemia the TPN should not be abruptly discontinued, but rather tapered 
down. If an infusion bag of TPN completes, and it is necessary to wait for the next TPN 
infusion bag, the nurse would infuse a solution of 10% glucose until the TPN infusion 
bag is available. IV 50% dextrose or glucagon needs to be available to treat hypoglycemia 
if it occurs. TPN also should not be suddenly increased but instead should be tapered up 
to prevent hyperglycemia. Insulin may be required during therapy, especially if the cli-
ent has DM. e client is at risk for infection because of the CVC and because the client 
is receiving TPN. e nurse needs to monitor the IV site for signs of infection and inter-
vene accordingly to prevent infection and to address it if it is suspected. On the basis of 
TPN therapy, the nurse does not need to follow Droplet Precautions but instead should 
follow Standard Precautions, unless the client is on Transmission-Based Precautions for 
another transmissible disease.

Test-Taking Strategy: Note that the question is asking you about actions or interven-
tions that are either anticipated or contraindicated. An anticipated action is one that 
would be appropriate or necessary, whereas, as noted in this question, a contraindi-
cated action is one that is unnecessary or could be harmful. e rst step in answering 
this question correctly is to determine which of the potential interventions listed in the 
options are helpful or not helpful or unnecessary or potentially harmful as they relate 
to the care necessary for a client receiving TPN. As shown in the table, think about the 
eects of TPN on the body. Use your nursing knowledge of the indications and eects 
of TPN.

Test-Taking
Strategy

A 32-year-old client is in the neurologic unit after sustaining a 
head injury after falling from a ladder while working in the garage. 
The client is unable to eat or drink because of unconsciousness. 
The intensivist prescribes central line insertion and total paren-
teral nutrition (TPN) to be administered for nutritional support.

Place an X to indicate whether each potential intervention listed below 
is either Anticipated (appropriate or necessary) or Contraindicated

(is unnecessary or is harmful) for the client’s plan of care at this time.

Potential Intervention Anticipated Contraindicated

Administer insulin. ☐

Assess for diaphoresis. ☐

Monitor IV site. ☐

Follow Droplet Precautions. ☐

Monitor blood glucose level 
every 6 hours.

☐

Shut the infusion o if the 
bag is empty while waiting 
for the next TPN bag to 
become available.

☐

Practice Question . Matrix Multiple Choice
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Potential Intervention
Helpful or Not Helpful/
Unnecessary or Harmful

Administer insulin. Helpful

Assess for diaphoresis. Helpful

Monitor IV site. Helpful

Follow Droplet Precautions. Unnecessary

Monitor blood glucose level every 6 hours. Helpful

Shut the infusion o if the bag is empty while 
waiting for the next TPN bag to become available.

Harmful

From here, you can determine that any helpful intervention is a correct option, but 
any intervention that is not necessary or is harmful is an incorrect option. Recall that 
blood glucose changes can occur with TPN; therefore any option related to monitoring 
for complications or managing blood glucose levels would be helpful. Droplet Precau-
tions are not needed for TPN therapy and therefore are unnecessary. Shutting o the 
infusion before the next bag is available could be harmful because of a drop in blood 
glucose levels and therefore is incorrect.

Content Area: Pharmacology
Priority Concept: Fluid and Electrolyte Balance
Reference(s): Burchum & Rosenthal, 2022, pp. 999, 1124

Rationale: Clients with DM need to be taught how to manage hypoglycemia at home. 
e client’s symptoms (feeling hungry, irritable, shaky, weak, headache) are indicative 
of possible hypoglycemia. To manage or treat hypoglycemia at home if the client is con-
scious, they should be taught to do one of the following: eat 6 saltine crackers, eat 3 gra-
ham crackers, or drink 120 mL of fruit juice, 240 mL of skim milk, or 120 mL of nondiet 
or regular so drink. e client can also consume 6 to 10 hard candies or 1 tablespoon 
of honey or syrup. e client would not be instructed to administer insulin based on the 
sliding scale or to decrease the intake of carbohydrates, as this would worsen the hypo-
glycemia; these measures would be used to manage hyperglycemia.

Test-Taking Strategy: Note that this clinical scenario describes symptoms consistent 
with hypoglycemia. inking about the pathophysiology and recalling the measures 
that are necessary to manage hypoglycemia will help direct you to the correct options. 
Remember that the food item given needs to be the correct item and in the correct 
amount in order to adequately raise the blood glucose, while also not causing the blood 
glucose to go too high. Using a thinking process as illustrated in the table may be helpful 
to you.

Test-Taking
Strategy

A 46-year-old client was admitted to the hospital after reporting 
increased thirst, increased hunger, and increased urination for the 
last 7 days. On admission, the client’s blood glucose level was 
signicantly elevated, and the client was treated for DKA. After be-
ing stabilized, the client was discharged to home with a diagnosis 
of new-onset DM. The home care nurse is visiting the client and is 
providing teaching on self-management and measures to prevent 
hospitalization. The client tells the home care nurse about often 
feeling hungry, irritable, shaky, and weak and having a headache.

Based on the client’s reported symptoms, which ve measures would 
the home care nurse plan to teach this client to implement when these 
symptoms occur?

Eat 6 saltine crackers.

Eat 3 graham crackers.

Drink 120 mL of fruit juice.

Drink 240 mL of skim milk.

Consume 6 to 10 hard candies.

☐ Consume 4 tablespoons of honey.

☐ Drink 120 mL of a diet soft drink.

☐ Decrease intake of carbohydrates.

☐ Administer insulin based on sliding scale.

Practice Question . Multiple Response Select N
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Food Item Correct Item Correct Amount

6 saltine crackers Yes Yes

3 graham crackers Yes Yes

120 mL of fruit juice Yes Yes

240 mL of skim milk Yes Yes

6 to 10 hard candies Yes Yes

4 tablespoons of honey Yes No

120 mL of diet soft drink No No

Food items that are correct items and are also correct in the amount should be cho-
sen as interventions for this scenario. Note that only 1 tablespoon of honey should be 
given to avoid raising the blood glucose too high. Also note that 120 mL of nondiet 
(rather than diet) so drink can be given in the event of hypoglycemia. e last two 
options should be eliminated, noting that decreasing the intake of carbohydrates and 
administering insulin based on the sliding scale would further worsen the hypoglyce-
mia. is leaves you with the ve correct options: the saltine crackers, graham crackers, 
fruit juice, skim milk, and hard candies.

Content Area: Medical-Surgical Nursing
Priority Concept: Glucose Regulation
Reference(s): Ignatavicius etal., 2021, p. 191
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Rationale: e nurse needs to call 911 in the event of a traumatic amputation. Emer-
gency care is necessary while waiting for transport of the victim to the hospital. e 
nurse assesses the victim for airway or breathing problems, examines the amputation 
sites, and applies direct pressure with layers of dry gauze. e hand is elevated above 
the victim’s heart level to decrease the bleeding. Once the dressing has been applied it is 
not removed, in order to prevent dislodging of the clot that may form. e nurse would 
wrap the completely severed ngers in dry sterile gauze and place them in a waterproof 
sealed plastic bag. e bag is placed in ice water, never directly on ice, as 1 part ice and 
3 parts water. e nurse ensures that the amputated parts are transported to the hospital 
with the victim. While waiting for EMS to arrive, the nurse stays with the client and 
monitors the client’s status including VS.

Test-Taking Strategy: ink about the goals of care for a victim of a traumatic amputa-
tion. Bleeding needs to be stopped and adequate peripheral perfusion to the residual part 
needs to be maintained. e goal for the amputated part is to preserve perfusion for pos-
sible reattachment. With these goals in mind, read each option and think about how the 
action will achieve the goal. is will assist in answering correctly. A simple “Yes/No/Why 
or Why Not” approach with some thought as to the rationale for each option will help you 
organize the information in a way that will help to answer correctly, as noted in the table.

Nursing Actions Yes No Why or Why Not

Call 911 (EMS). ☐ Emergency care needed for 
traumatic event

Elevate the aected hand above 
heart level.

☐ To decrease bleeding and 
swelling

Test-Taking
Strategy

Answers to Practice 
Questions

C H A P T E R  7

An occupational nurse is called for emergency assistance to a 
42-year-old victim of an accident in which the victim’s index and 
middle nger were completely severed by a machine saw. The 
victim is sitting on the oor leaning against a wall and the n-
gers are seen on the oor 2 feet away from the client.

What actions would the nurse take? Select all that apply.

Call 911 (EMS).

Elevate the aected hand above heart level.

Place the ngers in a waterproof sealed plastic bag.

Check the victim for airway or breathing problems.

☐ Place the waterproof sealed bag containing the ngers on ice.

Apply direct pressure to the amputation sites with layers of 
dry gauze.

☐ Remove the dry gauze after 10 minutes to check the status 
of the bleeding.

Ensure that the amputated ngers are transported to the 
hospital with the victim.

Practice Question . Multiple Response Select All That Apply

Health History Nurses’ Notes Vital Signs Laboratory Results

:

VS: T = 98.2°F (36.7°C); HR = 120 BPM; RR = 22 bpm; 

BP = 132/84 mm Hg
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Nursing Actions Yes No Why or Why Not

Place the ngers in a waterproof 
sealed plastic bag.

☐ To preserve the ngers for 
reattachment

Check the victim for airway or 
breathing problems.

☐ To ensure cardiopulmonary 
stability

Place the waterproof sealed bag 
containing the ngers on ice.

☐ Not directly on ice—rather, 
in ice water; direct ice could 
damage tissue

Apply direct pressure to the 
amputation site with layers of 
dry gauze.

☐ To decrease bleeding

Remove the dry gauze after 10 
minutes to check the status of 
the bleeding.

☐ May dislodge any formed clots

Ensure that the amputated 
ngers are transported to the 
hospital with the victim.

☐ For possible reattachment

Remember that test-taking strategies are useful ways to organize information in 
order to answer a test question. With multiple response questions, the “Yes/No/Why or 
Why Not” approach is a helpful way to think through each option.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, p. 1048

Rationale: Medication administration is an integral aspect of the nurse’s role. Safe med-
ication administration and preventing medication errors requires careful attention and 
nursing actions. To safely administer medications, the nurse needs to follow the rights of 
medication administration, prepare medications for only one client at a time, use at least 
two client identiers each time medications are administered, read labels at least three
times and compare the medication administration record with medication labels, not 
allow any interruptions, verify all high-risk medications with another licensed nurse, 
question unusually large or small doses, and document all medications as soon as they 
are given.

The nurse is preparing to administer medications to a hospital-
ized 82-year-old client recovering from an acute exacerbation of 
heart failure. The client was taking eight dierent routine medi-
cations at home and is started on three additional medications 
to be taken while in the hospital. Recognizing the safety risks of 
polypharmacy and the importance of safe medication adminis-
tration, the nurse takes steps to prevent medication errors.

Complete the following sentence. Drag or select words from the op-
tions below to ll in each blank.

erpotdnaytefasnoitartsinimdanoitacidemetomorpoT

tsaeltaskcehcesrunehtsrorrenoitacidemtnev tneilc

tsaeltaslebalnoitacidemsdaer)s(refiitnedi ,)s(emit

noitartsinimdanoitacidemstnemucoddna

Options 
for 

Options 
for  Options for 3

One One As soon as medications are given

Two Two Immediately before medications are given

Three

Four

Three

Four

After medications are given and after 
leaving the room

Before removing the medications from 
the dispensing system

Practice Question . Drag-and-Drop Cloze
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Test-Taking Strategy: Visualizing the nursing actions in this question is the rst step 
in answering correctly. inking about how each action promotes safety and focusing 
on certain strategic words, such as at least in this question, will be a helpful strategy. In 
a Drag-and-Drop Cloze question, partial credit is given if correct and incorrect answers 
are chosen. Choosing correctly as you begin answering each part of the question will 
help you in choosing the greatest number of correct answers. For the rst two response 
columns, you will have to rely on your knowledge of how many identiers need to be 
checked and how many times labels need to be checked based on best practice guide-
lines in order to answer correctly. Remember that safety is a central concept for medica-
tion administration. For the third response column, looking at each option and thinking 
through whether that nursing action would promote safety or would not promote safety 
during medication administration, in terms of accurate medication administration doc-
umentation, will help you narrow down your options and answer correctly. Organizing 
your thought process using a table format, or just thinking about it in this way, will help 
you use the process of elimination and narrow down your answers.

Nursing Action Safety Possible Outcomes

Documenting medication administration as soon 
as medications are given

Promotes Accurate 
documentation

Documenting medication administration 
immediately before medications are given

Does not 
promote

Inaccurate 
documentation

Documenting medication administration after 
medications are given and after leaving the room

Does not 
promote

Inaccurate 
documentation

Documenting medication administration before 
removing the medications from the dispensing 
system

Does not 
promote

Inaccurate 
documentation

Documenting medication administration as soon as medications are given promotes 
safety. Looking at the other options, documenting medication administration immedi-
ately before medications are given or before removing medications from the dispens-
ing system does not promote safety. ere are many things that could occur before 
the medication is given, such as interruptions or client refusal, resulting in inaccurate 
documentation. Although you may be drawn to choose documenting aer medication 
administration and aer leaving the room, remember that interruptions could occur 
and could result in inaccurate documentation; therefore documenting as soon as they 
are given is the safest action.

Content Area: Foundations of Nursing
Priority Concept: Perfusion
Reference(s): Potter etal., 2021, p. 606

Test-Taking
Strategy

A 65-year-old client was hospitalized and treated for symptoms 
of heart palpitations and extreme shortness of breath. On ad-
mission, diagnostic studies showed the following:

The nurse is preparing the client for discharge and provides 
teaching about prescribed medications.

For each medication listed, click in the box to specify the teaching 
point the nurse would provide to the client. Each teaching point may 
support more than one medication.

Teaching Point Amiodarone Metoprolol Warfarin

Routine laboratory 
monitoring

☐ ☐

Monitor and report 
signs of bleeding

☐ ☐

Monitor and report 
shortness of breath

☐

Monitor BP and HR ☐

Consume consistent 
amounts of green 
leafy vegetables

☐ ☐

Practice Question .3 Matrix Multiple Response

Health History Nurses’ Notes Vital Signs Diagnostic Studies

• ECG: atrial ųbrillation
• CT of the lungs: negative for embolism
• Chest x-ray: enlarged left ventricle
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Rationale: Amiodarone is an antidysrhythmic used to treat atrial brillation. It causes blood 
vessels to dilate and can lead to dizziness and hypotension. e client is taught how to check 
the HR and BP. An adverse eect of amiodarone is pulmonary toxicity, and if the client expe-
riences shortness of breath, it could be an indication that this eect is occurring, warranting 
prescriber notication. Metoprolol is a beta-adrenergic blocker and causes the HR and BP to 
decrease, so the client needs to make sure the HR and BP are within prescribed parameters 
before taking this medication, so that they do not drop too low. Metoprolol can also cause 
shortness of breath, coughing, and wheezing; if these occur, the prescriber is notied. e 
client taking amiodarone or metoprolol is taught safety measures such as moving slowly 
from a sitting or lying to a standing position and to immediately sit or lie down if dizziness 
or light-headedness occurs. e client is also instructed to contact the prescriber if these 
symptoms persist. Warfarin is an anticoagulant that requires routine laboratory monitor-
ing for coagulation studies, specically the international normalized ratio (INR), and dose 
adjustments are made based on the INR. Because warfarin slows clotting, an adverse eect is 
bleeding, and the client needs to monitor and report signs of bleeding. Green leafy vegetables 
contain vitamin K, which is the antidote for warfarin. e client needs to consume consistent 
amounts of green leafy vegetables so that the vitamin K from these foods remains at a consis-
tent level in the body and does not inhibit the eects of the warfarin.

Test-Taking Strategy: An important nursing action is to provide teaching to a client. 
Begin to answer this question by thinking about the medication classications. Sometimes 
you will be easily able to recognize medication names and their classications, and other 
times you need to rely on knowledge. For example, metoprolol has a common sux (-lol),

which helps you determine that this medication belongs to the beta-adrenergic blocker 
classication. From here, you may need to use your knowledge and determine the other 
medication classications. Rather than trying to learn every medication and everything 
about it, learn medications by associating them with a specic classication. Indications, 
side and adverse eects, and primary nursing considerations and teaching points for a 
classication will be similar, so if you can associate a medication with a classication, this 
will really help you in answering pharmacology questions. Organizing information in the 
format shown in the table when answering pharmacology questions will be a helpful strat-
egy in answering these questions correctly. In this question, recalling the medication clas-
sications and associated side and adverse eects and primary nursing considerations will 
help you determine the teaching points specic to each medication.

Medication 
Classif ication Indications

Side/Adverse 
Effects

Primary Nursing Consider-
ations/Teaching Points

Warfarin 
(anticoagulant)

Long-term 
prophylaxis of 
thrombosis

Bleeding Multiple drug-drug and drug-
food interactions
Review medications and diet 
to identify any interactions
Monitor for bleeding: 
bruising, urine, stool
Safety measures

Amiodarone 
(antidysrhythmic)

Management 
of atrial and 
ventricular 
dysrhythmias

Pulmonary, cardiac, 
liver, and thyroid 
toxicity
Ophthalmic eects
Photosensitivity

Monitor for signs and 
symptoms of toxicity
Measure HR and BP
Report episodes of light-
headedness or dizziness

Metoprolol 
(beta-adrenergic 
blocker)

Treatment of 
hypertension, 
angina, heart 
failure, myocardial 
infarction

Bradycardia, 
reduced cardiac 
output, heart block, 
rebound cardiac 
excitation

Measure HR and BP
Monitor for and report 
adverse eects such as light-
headedness or dizziness, 
cough, wheezing

Content Area: Pharmacology
Priority Concept: Perfusion
Reference(s): Burchum & Rosenthal, 2022, pp. 168–170, 559–560, 612–616; Ignatavi-

cius etal., 2021, pp. 653–654

Test-Taking
Strategy



Answers to Practice Questions208

Rationale: Sepsis and septic shock are complications and potential bodily responses 
to infection. Sepsis and septic shock can cause tissue damage, organ failure, and death 
if le untreated. Older adults are at risk for developing sepsis, and UTI can lead to 
this complication. Because the progression of sepsis occurs over time, there are subtle 
changes in the clinical manifestations as the condition develops. e MEWS system 
is a tool that is helpful in detecting these subtle changes related to a declining condi-
tion. e higher the score, the higher likelihood of the need for intensive care. With 
a MEWS of 2, the nurse would perform hourly observations, administer prescribed 
antibiotics, and contact the physician if the MEWS increases. Additional actions 
may be taken, such as checking the lactate level, checking blood cultures followed 
by administering antibiotics, administering IV uids, and administering vasopressors 
depending on how the client presents and how the condition evolves. Administering 
the client’s prescribed BP medication is contraindicated and could be harmful because 

The nurse is caring for an 80-year-old client on the medical-
surgical unit admitted with complicated UTI. The client takes 
lisinopril and metformin at home and is started on antibiotics 
for infection and antipyretics as needed. The physician ordered 
the Modied Early Warning Score (MEWS) to be calculated every 
4 hours to monitor for signs of septic shock. Assessment nd-
ings include RR, 12 bpm; HR, 110 BPM; systolic BP, 92 mm Hg; 
temperature, 100.5°F (38.1°C); and the client is currently alert 
and responsive. The client’s MEWS is currently a 2 and is docu-
mented as follows:

+3 + +  + + +3

RR X

HR X

Systolic BP X

T X

Mental status X

MEWS Scoring Key

RR (bpm) Systolic BP (mm Hg)

<9 +2 ≤70 +3

9–14 0 71–80 +2

15–20 +1 81–100 +1

21–29 +2 101–199 0

≥30 +3 ≥200 +2

HR (BPM) T

<40 +2 <35°C / 95°F +2

41–50 +1 35-38.4°C / 95–101.1°F 0

51–100 0 ≥38.5°C / 101.3°F +2

101–110 +1 Mental Status

111–129 +2 Alert 0

≥130 +3 Reacts to voice +1

Reacts to pain +2

Unresponsive +3

Based on this assessment, click in the box to specify nursing actions 
that are Indicated (appropriate or necessary) and those that are 
Contraindicated (could be harmful).

Nursing Action Indicated Contraindicated

Perform hourly VS, urine 
output, neurologic, 
and cardiopulmonary 
measurements

☐

Administer prescribed daily 
BP medication

☐

Administer ibuprofen for fever ☐

Administer prescribed 
antibiotics

☐

Notify the physician of an 
increase in the MEWS

☐

Practice Question . Matrix Multiple Choice
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the BP is low. Use of aspirin-containing products and or NSAIDs is a risk factor for 
shock and would be contraindicated in managing the fever; alternative antipyretics 
such as acetaminophen would be used.

Test-Taking Strategy: You need to use knowledge about the eects of sepsis and septic 
shock on the body to assist in answering this question. Consider the strategic words 
indicated and contraindicated and visualize the possible outcomes from each of the nurs-
ing actions. Using the strategy of looking at each option and thinking through whether 
that nursing action would promote safety or would not promote safety, as well as the 
possible outcomes, will assist in answering the question correctly.

Nursing Action Safety Possible Outcomes

Perform hourly VS, urine 
output, neurologic, 
and cardiopulmonary 
measurements

Promotes Assists in detecting clinical deterioration

Administer prescribed daily 
BP medication

Does not promote Dangerous reduction in BP causing 
further clinical deterioration

Administer ibuprofen for fever Does not promote Increased likelihood that shock will occur

Administer prescribed 
antibiotics

Promotes Treat infection and reduce risk for sepsis 
and septic shock

Notify the physician of an 
increase in the MEWS

Promotes Detect clinical deterioration suggestive of 
sepsis and septic shock and determine 
the need for additional treatment

Performing hourly VS, urine output, neurologic, and cardiopulmonary measurements; 
administering prescribed antibiotics; and notifying the physician of an increase in the MEWS 
are all actions that promote safety by allowing the nurse to detect subtle changes of clinical 
deterioration that may be associated with the complications of sepsis and septic shock, and 
the need for additional treatment. Administering ibuprofen and BP medication would not 
promote safety and could harm the client, and therefore these actions are contraindicated.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 743–745; https://www.mdcalc.com/modied-

early-warning-score-mews-clinical-deterioration

Test-Taking
Strategy

A 48-year-old client underwent laparoscopic cholecystectomy 
and is transferred to the surgical outpatient unit. The nurse 
performs a postoperative assessment and documents in the 
Nurses’ Notes.

The nurse would take which actions in managing this client’s care in 
the immediate postoperative period? Select all that apply.

☐ Keep the head of the bed at.

Assist to the bathroom to void.

Assess incision sites frequently.

Administer antiemetics as needed.

☐ Maintain strict NPO status.

Administer pain medication.

Encourage use of the incentive spirometer.

Practice Question . Multiple Response Select All That Apply

Health History Nurses’ Notes Diagnostic Studies Laboratory Results

:

VS: T = 99.2°F (37.3°C); HR = 92 BPM; RR = 16 bpm; BP = 

118/72 mm Hg; SpO2 = 97% on RA

Alert and oriented. Dressing dry and intact. IV 5% dextrose/

lactated Ringer’s infusing at 100 mL/hr. Has not voided. 

Pain 4/10.
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Rationale: Care of the client in the immediate postoperative period following lapa-
roscopic cholecystectomy includes keeping the head of the bed elevated to avoid aspi-
ration and promote comfort, assisting the client to the bathroom to void, assessing 
incision sites frequently, administering antiemetics as needed, oering food and water 
when fully awake, administering pain medication as needed, and encouraging the use of 
the incentive spirometer while awake. Keeping the head of the bed at would be contra-
indicated and could result in aspiration, particularly if the client is experiencing nausea 
and vomiting. In addition, this position causes stress on the abdominal incision sites. It 
is not necessary to maintain NPO status; but food and water need to be oered aer the 
client is alert to prevent aspiration.

Test-Taking Strategy: Note the strategic word immediate, and think about the nursing 
actions necessary in caring for a client immediately aer laparoscopic cholecystectomy, 
as well as general nursing actions for clients undergoing surgery. Using the “Yes/No/
Why or Why Not” approach with some thinking processes as to the rationale for each 
option will help you organize the information in a way that will help you answer cor-
rectly, as noted in the table.

Nursing Actions Yes No Why or Why Not

Keep the head of the bed 
at.

☐ Could result in aspiration; 
postoperative clients often have 
nausea and vomiting; may cause stress 
on the incision sites.

Assist to the bathroom 
to void.

☐ Ensuring adequate voiding after surgery 
is important because urinary retention 
can occur from anesthesia. Ambulation 
is also important to prevent respiratory 
and circulatory complications.

Assess incision sites 
frequently.

☐ Monitor for bleeding, drainage, 
opening of incisions, infection.

Administer antiemetics 
as needed.

☐ Nausea and vomiting are common 
eects of anesthesia.

Maintain strict NPO 
status.

☐ Would be used prior to surgery but 
is not needed following surgery; 
need to ensure adequate oral intake 
after surgery, maintain nutrition and 
hydration once safe to do so.

Administer pain 
medication.

☐ Pain management in the immediate 
postoperative period is important 
in promoting comfort, mobility, and 
recovery.

Encourage use of the 
incentive spirometer.

☐ Important in preventing atelectasis and 
resultant pneumonia.

Remember that test-taking strategies are useful ways to organize information in 
order to answer a test question. With multiple response questions, the “Yes/No/Why or 
Why Not” approach is a helpful way to think through each option and will assist you in 
choosing the correct answers.

Content Area: Medical-Surgical Nursing
Priority Concept: Tissue Integrity
Reference(s): Ignatavicius etal., 2021, p. 1181

Test-Taking
Strategy
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Rationale: Vancomycin is classied as an antimicrobial and works by inhibiting bac-
terial cell wall synthesis. It is indicated for treatment of serious infections, including 
infections caused by MRSA. Vancomycin can be administered orally, intravenously, 
and rectally. IV administration is indicated for systemic infections. Dosages need to 
be reduced in renal impairment, and trough levels need to be monitored for IV van-
comycin. e trough level is the lowest concentration of the medication in the client’s 
bloodstream; therefore the specimen should be collected just prior to administration 
of the vancomycin. e peak level is the highest concentration of the medication in the 
client’s bloodstream. A peak level is drawn 1 hour to several hours aer the medication 
is administered, depending on the medication. Vancomycin trough levels of 10 to 20 
mcg/mL (10.3498 to 13.7998 mcmol/L) are recommended for best outcomes. A trough 
level of 16 mcg/mL (11.3981 mcmol/L) is normal and in the expected range and indi-
cates that the kidneys are adequately excreting the medication as expected; therefore 
the nurse can administer the next dose as prescribed based on this information. e 
reference range for vancomycin peak levels is 20 to 40 mcg/mL (13.7998 to 27.5995 
mcmol/L). e normal WBC count is 5000 to 10,000/mm3 (5 to 10 × 109/L). e normal 
BUN level is 10 to 20 mg/dL (3.6 to 7.1 mmol/L). e normal creatinine level is 0.5 to 
1.2 mg/dL (44 to 106 mcmol/L).

Test-Taking Strategy: First, it is necessary to know the normal or therapeutic trough 
level for vancomycin and the normal reference ranges for the WBC count, BUN, and 
creatinine. From there, it may be helpful to look at the options for the second response 
column rst and determine the appropriate action in terms of dosage adjustment for 
these ndings. is may help you choose the correct answer for the rst response col-
umn. Refer to the table for an illustration applying this strategy.

Test-Taking
Strategy

The nurse is caring for a 70-year-old client with cellulitis on both 
lower extremities caused by methicillin-resistant Staphylococcus 
aureus (MRSA) and who is being treated with IV vancomycin. 
The next dose of vancomycin is due now, and the nurse checks 
the laboratory results.

Based on this information, which action would the nurse take?
Complete the following sentence by choosing from the list of options.

dluowesrunehT

because .

Options for  Options for 

Hold the next dose The WBC count is high

Administer a lower dose The trough level is normal

Administer the next dose orally The creatinine level indicates toxicity

Administer the next dose as 
prescribed

The BUN level is high but not toxic

Practice Question . Drop-Down Rationale

Health History Nurses’ Notes Vital Signs Laboratory Results

Test Result Normal Reference Range

Vancomycin 
trough level

16 mcg/
mL (11.3981 
mcmol/L)

10–20 mcg/mL 
(10.3498–13.7998 
mcmol/L)

White blood 
cells (WBCs)

10,000/mm3

(10 × 109 /L)
5000–10,000/mm3

(5–10 × 109 /L)

Blood urea 
nitrogen 
(BUN)

20 mg/dL 
(7.1 mmol/L)

10–20 mg/dL 
(3.6–7.1 mmol/L)

Creatinine 0.6 mg/dL 
(53 mcmol/L)

0.5–1.2 mg/dL 
(44–106 mcmol/L)
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Laboratory Result Action and Rationale

The WBC count is normal, not high. No specic action is indicated, as the value is normal.

The trough level is normal and in 
expected range.

Same dosage can be administered; level is in the 
expected range and indicates that the kidneys are 
adequately excreting the medication as expected.

The creatinine level is normal, not 
toxic.

No specic action is indicated, as the value is normal.

The BUN is normal, not high or toxic. No specic action is indicated, as the value is normal.

Using knowledge to determine that the WBC count, BUN, and creatinine level are 
normal will assist in answering. Next, if you can determine that the trough level is nor-
mal, you can then decide that the same dosage would be indicated. is will assist in 
directing you to administer the next dose as prescribed as a safe and appropriate nursing 
action based on this clinical scenario.

Content Area: Pharmacology
Priority Concept: Elimination
Reference(s): Burchum & Rosenthal, 2022, p. 1045
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Answers to Practice 
Questions

C H A P T E R  8

The nurse is preparing a 68-year-old client in a rehabilitation 
center for discharge to home. The client was transferred from 
the hospital 2 weeks ago following treatment for a right cerebral 
stroke. On admission to the rehabilitation center, the following 
ndings were documented.

The nurse consults with the case manager about the plan for 
home care. Collaboration with the client and spouse and the 
case manager reveals that the spouse will need assistance with 
the client’s personal needs and ADLs and with ambulation and 
PT. A home care aide is scheduled to visit the client daily for 3 
hours a day. In addition, PT is planned for home visits 3 times 
weekly. The nurse implements a teaching plan for the client and 
spouse and monitors the client’s readiness for discharge.

Which client or spouse statement/observation indicates that 
the home care instruction is either understood or requires further 
teaching? Place an X in either the Understood column or the 
Requires Further Teaching column.

Client or Spouse 
Statement/Observation

Understood Requires Further 
Teaching

Client places the right arm 
into the shirt sleeve rst 
when putting the shirt on.

☐

Spouse states: “It will 
help vision if I approach 
my spouse from the right 
side.”

☐

Spouse states: “I will talk 
to the home care aides 
when they come, to be 
sure they get all of the care 
done during the rst hour 
after they arrive.”

☐

Client turns the head to the 
right and then to the left 
before taking on an activity.

☐

Client states: “I know that 
I need to call for help if I 
need to use the bathroom.”

☐

Client states: “I can skip the 
stool softener medication if 
I have a bowel movement.”

☐

Client picks up a washcloth 
with the left hand to wash 
the face.

☐

Practice Question . Matrix Multiple Choice

Health History Nurses’ Notes Vital Signs Physician’s Orders

T = 98.6°F (36.0°C); HR = 92 BPM; BP = 132/78 mm Hg; 

RR = 20 bpm; SpO2 = 95% on RA

Health History Nurses’ Notes Vital Signs Physician’s Orders

Client is accompanied by spouse, who will be the primary 

caregiver when the client returns home.

Alert and oriented and understands about receiving 

rehabilitative therapy before returning to home. States 

doesn’t really have “much to rehab” and is ne but will do 

what the doctor says to get home.

Has left-side weakness and seems impulsive with movements. 

Able to move right arm and leg with adequate strength noted.

Has diculty focusing and attention span is short; spouse 

is assisting in answering questions.

Spouse notes that the client’s judgment is impaired and is 

concerned about the client’s safety because of the client’s 

impulsivity.

Client also exhibits left-sided neglect; lacks proprioception.

Has homonymous hemianopsia.

Health History Nurses’ Notes Vital Signs Physician’s Orders

PT and OT evaluation and initiate a treatment plan as 
needed

Low-fat diet
Out of bed as much as tolerated
Begin to prepare client and spouse for discharge to home
Referral to case manager to plan discharge
Clopidogrel 75 mg oral daily
Carvedilol 3.125 mg oral twice daily
Docusate 100 mg oral daily
Simvastatin 20 mg oral daily
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Rationale: A right cerebral stroke occurs in the right side of the brain. e eects of a 
right cerebral stroke may include le-sided weakness or paralysis and sensory impair-
ment. e client tends to deny decits, such as the weakness or paralysis. Visual prob-
lems include an inability to see the le visual eld of each eye. Unilateral neglect, also 
known as unilateral inattention, occurs most commonly in clients who have had a right 
cerebral stroke. is problem places the client at risk for injury, especially falls, because 
of the inability to recognize the physical impairment on one side of the body or a lack 
of proprioception (body position sense). e client needs to be taught to touch and use 
both sides of the body. When dressing, the client needs to be reminded to dress the 
aected side rst, which would be the client’s le side. In addition, the client should be 
encouraged to use the aected side so that attention is paid to the decit. e client can 
use the unaected side to assist with using the aected (neglected) side. For example, 
the client can use the unaected hand to hold the aected hand to perform the activity, 
such as washing the face. In homonymous hemianopsia, vision is lost on the same side 
of the visual eld in both eyes. e client should be approached from the unaected 
visual side so that the client can sense someone approaching. In addition, the client is 
taught to turn the head from side to side to scan the environment and expand the visual 
eld. Because of the client’s short attention span, activities should be divided into short 
steps rather than being done all at one time. Trying to complete all care and activities in 
1 hour can also be very frustrating to the client. Because of the le side weakness, the 
client is at risk for injury, so the client needs to be encouraged to call for assistance when 
getting out of bed or for other activities that can cause injury. Stool soeners need to be 
taken on a daily basis as prescribed to assist in promoting bowel elimination because of 
the risk of constipation caused by decreased mobility. In addition, stool soeners pre-
vent the Valsalva maneuver during defecation to prevent increased ICP.

Test-Taking Strategy: Begin answering this question by thinking about the physical 
manifestations following a stroke, and remember that if the stroke aects the right side 
of the brain, then decits will be noted on the le side, whereas if the stroke aects 
the le side of the brain, then decits will be noted on the right side. Focusing on the 
fact that this client experienced a right-sided stroke, evaluate each of the statements or 
observations and consider whether the action will be helpful or not helpful for a client 
experiencing le-sided physical decits. Organize your thinking process as illustrated 
in the table.

Client or Spouse Statement/Observation Helpful Not Helpful

Client places the right arm into the shirt sleeve rst 
when putting the shirt on.

☐

Spouse states: “It will help vision if I approach my 
spouse from the right side.”

☐

Spouse states: “I will talk to the home care aides 
when they come, to be sure they get all of the care 
done during the rst hour after they arrive.”

☐

Client turns the head to the right and then to the left 
before taking on an activity.

☐

Client states: “I know that I need to call for help if I 
need to use the bathroom.”

☐

Client states: “I can skip the stool softener 
medication if I have a bowel movement.”

☐

Client picks up a washcloth with the left hand to wash 
the face.

☐

Test-Taking
Strategy
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Caregiving for this client will be helpful by ensuring that others approach the client 
from the right side, encouraging the client to turn the head to the right and then the le 
when scanning the environment, and reminding the client to call for help to go to the 
bathroom. Also recall that both sides need to be used and the aected side should not be 
neglected so that strength can be regained over time on that side. Looking at the other 
options, note that it will not be helpful for the client to place the right arm into the right 
sleeve of the shirt rst because of the physical limitations on the le side. Clustering care 
in the rst hour will cause exhaustion and depletion and will also delay recovery. Lastly, 
recall the pharmacologic concepts surrounding use of stool soeners, remembering that 
they work best as a preventive measure, and so even with bowel movements occurring, 
they should still be taken.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 908–912



A 16-year-old client was admitted to the mental health residen-
tial treatment center. The nurse performs an admission assess-
ment and documents the following ndings.

An interdisciplinary treatment approach was instituted to treat 
the client’s eating disorder and included nutritional consulta-
tion, weight restoration therapy, and intensive psychotherapy 
and counseling. In addition, family therapy was planned. After 
70 days of treatment, the interdisciplinary team meets to dis-
cuss the client’s readiness for discharge to home and use of 
outpatient support services.

The nurse evaluates the client for acceptable outcome criteria indi-
cating readiness for discharge. For each factor below, click to specify 
if the nding indicates readiness for discharge. Each factor may sup-
port more than one nding.

Factor Finding

Physiological Weight: 102 lb (46.3 kg)
Eating 80% of each of the 3 meals delivered by 
the dietary department and 2 snacks

☐ Electrolyte results indicate:
 • Potassium: 3.2 mEq/L (3.2 mmol/L) L (nor-

mal reference range: 3.5–5.0 mEq/L [3.5–5.0 
mmol/L])

 • Sodium: 130 mEq/L (130 mmol/L) L (normal ref-
erence range: 135–145 mEq/L [135–145 mmol/L])

 • Chloride: 95 mEq/L (95 mmol/L) L (normal 
reference range: 98–106 mEq/L [98–106 
mmol/L])

Psychological Client states:
☐ “I really need to walk around the nursing unit 10 

times a day and do 45 laps each time. I was do-
ing 50 laps each time but cut down to 45.”

☐ “I counted my calories that I ate for the day 
and it came to 950. I think that’s more than 
enough but I need to keep counting the calo-
ries to be sure.”
“I am clear about what triggers my disruptive 
eating patterns and I know what alternative 
behaviors I need to take to help this.”

Social Client states:
☐ “My best friend asked if I would go to lunch 

with some of our friends but I’m not going to go 
because I have nothing to wear that makes me 
look good. All my clothes are too tight.”
“My parent is taking me and my siblings to 
that new movie that just came out; it’ll be fun. 
I’m really looking forward to sharing a big box 
of popcorn and drinking a cola!”

☐ “I have no interest in going to my prom this 
year. I’ve gained this weight and people in my 
class are denitely going to notice that.”

Family 
Support

☐ Parent states will be sure that the child eats at 
least 3 full meals a day and 2 snacks and will 
remove and throw away any “teen magazines” 
or other distracting books or magazines that 
are in the child’s bedroom.
Parent states that all of the children are going to 
take a 15-minute walk every evening after dinner.
Parent states, “My child seems to want to stay 
close to home, but I’m encouraging my child 
to spend some time with friends from school. I 
think these peer relationships are important.”

Follow-up ☐ Parent states that family therapy sessions are 
not necessary since the problem is with the 
one child “and not the family.”

Client states:
☐ “I have an appointment with the nutrition 

person in 2 weeks, but I’m thinking that if I 
maintain my weight and eat like I’m supposed 
to, then I can cancel it.”
“The nurse at my school says there is a sup-
port group for students with eating problems 
and that they meet weekly. Do you think that 
this will help me?”

Practice Question . Multiple Response Grouping

Health History Nurses’ Notes Vital Signs Lab Results

T = 96.4°F (35.7°C); HR = 40 BPM; BP = 88/48 mm Hg; 
RR = 16 bpm; SpO2 = 92% on RA

Height: 5 ft 6 inches
Weight: 88 lb (40 kg)
BMI: 15.99 kg/m2

Health History Nurses’ Notes Vital Signs Lab Results

Client is accompanied by a parent. The parent consistently 

interrupts the client during the interview.

Parent states that the client is compulsive and always has 

to have everything in perfect order otherwise becomes 

anxious.

Parent states, “I was just like my child when I was that age 

and always had to look perfect and be perfect with everything 

that I did. I know my child is very skinny, but that is how I 

was when I was a teenager and I had to starve myself like my 

child does in order to keep my hourglass gure.”

Client reports not socializing much because of being too 

busy exercising and reports constant exercising all day 

long, at least 10 times a day for an hour each session. 

Reports the need to burn o calories and stay in control 

of weight.

States hardly eats because of feeling fat and feeling 

appearance is fat. Is very fearful of gaining weight; 

describes restrictive eating patterns.

Loves to collect food recipes and cookbooks and 

prepare huge meals for other people but doesn’t eat 

with them.

Denies alcohol or drug misuse.

Denies suicidal thoughts.

Denies food binging and purging, or use of laxatives or 

enemas.

Reports amenorrhea for the past 3 months.

Face is hollowed with sunken eyes.

Skin is pale, hair dry and thin.

Growth of lanugo on skin, skin is yellow tinged.

Complains of dizziness and skipped heart beats.
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Rationale: Individuals with anorexia nervosa, an eating disorder, have intense irratio-
nal beliefs about their shape and weight. ey engage in self-starvation behaviors and 
express intense fear of gaining weight. Physiologic outcome criteria for a client with 
anorexia nervosa include that the client consume a healthy diet and adequate daily 
calories per kilogram of body weight, demonstrate and maintain ideal body weight, 
maintain normal uid and electrolyte levels, and demonstrate skin turgor and mus-
cle tone that indicate that the nutritional state is proportionate with physiologic and 
metabolic needs. e client is 102 lb (46.3 kg), which reects a 14-lb weight gain since 
admission. A weight less than 90 lb (40.9 kg) can be life-threatening. Although 102 lb 
(46.3 kg) may not be the ideal weight, it does indicate a gain of 14 lb. Eating 80% of 
each meal and 2 snacks is a positive outcome for the client. If the client’s electrolyte 
levels are abnormal, this is not a positive outcome and needs to be addressed because 
of the adverse and in some situations life-threatening eects on the body; this does not 
meet acceptable criteria for discharge. is client’s electrolyte levels are low: normal 
levels are potassium is 3.5 to 5.0 mEq/L (3.5–5.0 mmol/L); sodium 135 to 145 mEq/L 
(135–145 mmol/L); and chloride 98 to 106 mEq/L (98–106 mmol/L). An extreme 
regimen of physical exercise in an eort to burn unwanted calories and a focus on 
counting calories indicate compulsive behavior. In addition, cutting laps from 50 to 45 
and thinking that 950 calories a day is sucient is unhealthy thinking. However, the 
ability to identify triggers for disruptive eating patterns and strategies that will man-
age impaired behaviors is positive criterion. ese clients express a disturbance in the 
way their body weight, size, or shape is experienced or viewed and see themselves as 
fat, although they are grossly underweight. inking that clothes are too tight or that 
classmates will notice a weight gain is a negative outcome. However, viewing a social 
activity such as a movie as fun and looking forward to sharing popcorn and drinking a 
cola is a positive outcome. e family’s ability to relate to one another and to the client 
in a meaningful way is important. Clients with anorexia nervosa should not be forced 
to eat or be punished for not eating because these methods only make them ght more 
for control. e client should not be forced to eat or controlled in any way because this 
can disrupt the positive progression. Removing items from the client’s room, such as 
magazines, is controlling and punitive and will not help in the healing process. Rather, 
giving the client control and responsibility provides the client with the opportunity to 
grow, develop, and take charge of one’s own life. Peer relationships are important and 
should be encouraged. Taking a 15-minute walk every evening aer dinner is a posi-
tive activity; the parent shows that exercise in some form is important and acceptable 
and healthy. Exercise within limits is important to maintain physical and emotional 
wellness. Family therapy is helpful to identify strategies to deal with behaviors eec-
tively. Follow-up appointments with a nutritional therapist are important to ensure 
that adequate progression is made and that weight reaches normal and is maintained 
because starvation is life-threatening. Any faltering from the plan of care can be identi-
ed and addressed early. Support groups provide a safe, supportive setting that gives 
clients the opportunity to share problems and discuss strategies for management of 
symptoms.

Test-Taking Strategy: A simple “positive/negative” thinking process can be applied 
to help you answer this question correctly. Using the table, consider each nding and 
whether it would be an adaptive or maladaptive outcome for a client with anorexia 
nervosa.

Test-Taking
Strategy
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Finding Positive (Adaptive)
Negative 
(Maladaptive)

Weight: 102 lb (46.3 kg) ☐

Eating 80% of each of the 3 meals delivered 
by the dietary department and 2 snacks

☐

Electrolyte results indicate: Potassium 3.2 
mEq/L (3.2 mmol/L); sodium 130 mEq/L 
(130 mmol/L); chloride 95 mEq/L (95 
mmol/L)

☐

“I really need to walk around the nursing 
unit 10 times a day and do 45 laps each 
time. I was doing 50 laps each time but 
cut down to 45.”

☐

“I counted my calories that I ate for the 
day and it came to 950. I think that’s 
more than enough but I need to keep 
counting the calories to be sure.”

☐

“I am clear about what triggers my disrup-
tive eating patterns and I know what alter-
native behaviors I need to take to help this.”

☐

“My best friend asked if I would go to 
lunch with some of our friends but I’m 
not going to go because I have nothing 
to wear that makes me look good. All my 
clothes are too tight.”

☐

“My parent is taking me and my siblings to 
that new movie that just came out; it’ll be 
fun. I’m really looking forward to sharing a 
big box of popcorn and drinking a cola!”

☐

“I have no interest in going to my prom 
this year. I’ve gained this weight and 
people in my class are denitely going to 
notice that.”

☐

Parent states will be sure that the child 
eats at least 3 full meals a day and 2 
snacks and will remove and throw away 
any “teen magazines” or other distracting 
books or magazines that are in the child’s 
bedroom.

☐

Parent states that all of the children are 
going to take a 15-minute walk every 
evening after dinner.

☐

Parent states, “My child seems to want to 
stay close to home, but I’m encouraging 
my child to spend some time with 
friends from school. I think these peer 
relationships are important.”

☐

Parent states that family therapy sessions 
are not necessary since the problem is 
with the one child “and not the family.”

☐

“I have an appointment with the nutrition 
person in 2 weeks, but I’m thinking that 
if I maintain my weight and eat like I’m 
supposed to, then I can cancel it.”

☐

“The nurse at my school says there is a 
support group for students with eating 
problems and that they meet weekly. Do 
you think that this will help me?”

☐
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In evaluating each of these ndings, look for words or indicators that indicate pro-
gression toward a successful outcome. Consider negative words, such as “I have no 
interest,” and associate these with a negative or maladaptive outcome. On the other 
hand, evaluate positive words, such as “support groups,” as being aligned with a positive 
or adaptive outcome. Using this thinking process will help you organize your evaluation 
and answer this question correctly.

Content Area: Mental Health Nursing
Priority Concept: Stress and Coping
Reference(s): Varcarolis & Fosbre, 2021, pp. 186–188, 190–192

A 68-year-old client is admitted to the ED with a diagnosis of 
atrial brillation and rapid ventricular response. The ED physi-
cian completes the history and physical, and prescribes IV amio-
darone to treat the dysrhythmia.

Select the four ndings that indicate a therapeutic outcome of medi-
cation therapy.

☐ Reports of tremors

☐ Reports of photosensitivity

☐ BP 90/56 mm Hg

HR regular at 102 BPM

Prolongation of the PR interval

Widening of the QRS complex

☐ Peripheral edema 2+ pitting bilaterally

☐ Reports of anorexia, nausea, and vomiting

Atrial brillation converted to sinus rhythm

Practice Question . Multiple Response Select N

Health History Nurses’ Notes Vital Signs Lab Results

A 68-year-old client presents to the ED at 1215 with complaints 

of “heart uttering” and shortness of breath that started 2 hours 

ago. Associated with fatigue and dizziness, worsened by activity. 

No alleviating factors, symptoms are constant. Denies chest pain, 

losing consciousness, and diculty breathing while lying down. 

Reports past medical history of hypertension, hyperlipidemia, and 

type 2 DM. Family history is negative for cardiac events.

Speaks in short sentences, appears short of breath while 

talking. Skin is warm, dry, and intact throughout. Rapid, 

irregular HR, 120–140 BPM on auscultation. Lung sounds clear 

to auscultation in all elds. No peripheral edema.

Health History Nurses’ Notes Vital Signs Lab Results

: Client admitted to ED. Received orders for IV 

amiodarone.

: Admission assessment completed. Amiodarone started. 

Continuous VS monitoring and cardiac monitor in place. Cardiac 

monitor shows shortened PR interval, narrowed QRS complex, 

atrial brillation with an irregular rate of 120–140 BPM.

: Follow-up VS and assessment completed. Client 

reports tremors, light sensitivity, lack of appetite with nausea, 

vomiting × 1 undigested food, no hematemesis. BP 90/56 

mm Hg, HR 102 BPM. Cardiac monitor shows prolongation 

of previously shortened PR interval, widening of previously 

narrowed QRS complex, atrial brillation converted to sinus 

rhythm. HR regular at 102 BPM. 2+ pitting peripheral edema.

Health History Nurses’ Notes Vital Signs Lab Results

:: T = 98.8°F (37.1°C); apical HR = 120–140 BPM and 

irregular; RR = 22 bpm; BP = 128/76 mm Hg; SpO2 = 95% 

on RA
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Rationale: Amiodarone is an antidysrhythmic used for treatment and prevention of 
atrial brillation and other cardiac dysrhythmias. For this client experiencing atrial 
brillation with rapid ventricular response, IV therapy is a lifesaving measure. e cli-
ent comes to the ED with elevated HR, shortened PR interval, narrowed QRS complex, 
and atrial brillation, as noted on the cardiac monitor. Amiodarone primarily aects 
the atrioventricular node and slows conduction; therefore on follow-up assessment aer 
starting the medication, client ndings that indicate a therapeutic outcome include HR 
regular at 102 BPM (previously irregular at 120 to 140 BPM), prolongation of the PR 
interval (previously shortened), widening of the QRS complex (previously narrowed), 
and conversion of the rhythm from atrial brillation to sinus rhythm. Reports of trem-
ors; photosensitivity; and anorexia, nausea, and vomiting are adverse (as opposed to 
therapeutic) outcomes associated with amiodarone use. BP of 90/56 mm Hg (previously 
128/76 mm Hg) indicates hypotension, which can occur as an adverse outcome (not 
therapeutic) in some clients receiving this medication. Peripheral edema is an abnormal 
nding and may be associated with cardiotoxicity and heart failure, which is another 
possible adverse outcome (not therapeutic) of this medication.

Test-Taking Strategy: Evaluate each of the options in this question, thinking about 
whether the nding is consistent with a therapeutic outcome or an adverse outcome, 
recalling that amiodarone is used for its antidysrhythmic properties. Also think about 
the normal and abnormal ndings. Using the table, consider each nding and whether 
it would be a therapeutic or normal and expected outcome or an adverse or abnormal 
and unexpected outcome.

Finding Therapeutic Outcome Adverse Outcome

Reports of tremors ☐

Reports of photosensitivity ☐

BP 90/56 mm Hg ☐

HR regular at 102 BPM ☐

Prolongation of the PR interval ☐

Widening of the QRS complex ☐

Peripheral edema 2+ pitting bilaterally ☐

Reports of anorexia, nausea, and vomiting ☐

Atrial brillation converted to sinus rhythm ☐

ink about cardiac monitoring ndings when a client is experiencing atrial bril-
lation with rapid ventricular response. e HR will be elevated, the PR interval short-
ened, the QRS complex narrowed, and morphology reective of brillation in the atria. 
Knowing that amiodarone is used to address the problems with cardiac conduction, 
consider these options as the answers, and then further evaluate them to determine 
whether they indicate a therapeutic outcome. Also recall that, although amiodarone 
can be very benecial and in some cases lifesaving, there are adverse outcomes; there-
fore monitoring the client and evaluating for therapeutic as well as adverse outcomes is 
integral to promoting safe client care. e incorrect options are not specically related 
to cardiac conduction and would be good options to consider as possible adverse out-
comes of amiodarone.

Content Area: Pharmacology
Priority Concept: Perfusion
Reference(s): Burchum & Rosenthal, 2022, pp. 559–560

Test-Taking
Strategy
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Rationale: Amitriptyline is a tricyclic antidepressant that can reduce pain of neuropathic 
origin. It can be used either on its own or in conjunction with opioid analgesics for chronic 
pain. is medication works by inhibiting norepinephrine uptake, thereby reducing pain. 
is medication is particularly helpful in the management of chronic back pain and neu-
ropathic pain. PT is oen used in conjunction with medication therapy for chronic pain 
management. It is normal and expected for there to be some pain or discomfort aer PT 
because of exercising muscles associated with the injury and would be an indicator of 
eectiveness of the treatment plan. e client’s ability to walk a mile before going to work 
and the ability to continue working are both indicators of eectiveness as well. e client 
statement that the medication has helped the pain also provides evidence of an eective 
treatment plan. e need to wear a neck collar all the time for support and limping and 
leaning on the wall during ambulation are signs that the treatment plan may not be ade-
quate or may be ineective and would need to be addressed further.

Test-Taking Strategy: Note that this question is asking about evidence of an eective 
treatment plan for a client with chronic pain. You need to look for signs that pain man-
agement interventions are indicating either an improvement and expected outcome or a 
declining and unexpected outcome. Organize your thought process using an approach 
as outlined in the table.

Test-Taking
Strategy

A 39-year-old client is being seen in the outpatient pain manage-
ment clinic. The client was in a motor vehicle accident 1 year 
ago and sustained an injury to the cervical and lumbar spine 
and has been experiencing neck and back pain since the injury. 
The client has tried conservative measures, including ice and 
heat, massage, and PT. The client has also tried acetaminophen, 
NSAIDs, muscle relaxants, and opioid analgesics, and the pain 
has become intolerable again even with these measures. The 
pain management specialist has added amitriptyline to the 
treatment plan, and the nurse provides teaching to the client 
about the plan. The client returns to the clinic 1 month later for 
follow-up evaluation.

Which observations indicate that the treatment plan is eec-
tive? For each client statement/observation, click to specify if 
the statement indicates that the treatment plan is Effective or 
Ineffective.

Statement/Observation Effective Ineffective

Client states: “My back and neck are 
sore after PT.”

☐

Client states: “I have been walking a 
mile each day before going to work.”

☐

Client states: “I need to wear my 
neck collar all the time because I 
need it for added support.”

☐

Client ambulates to the examination 
room and is limping and leaning the 
hand on the wall while walking.

☐

Client states: “I know that new 
medication is used for depression 
but it has helped my pain too.”

☐

Practice Question . Matrix Multiple Choice
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Observation
Improving/
Expected

Declining/
Unexpected

Client states: “My back and neck are sore after PT.” ☐

Client states: “I have been walking a mile each day 
before going to work.”

☐

Client states: “I need to wear my neck collar all the 
time because I need it for added support.”

☐

Client ambulates to the examination room and is 
limping and leaning the hand on the wall while walking.

☐

Client states: “I know that new medication is used for 
depression but it has helped my pain too.”

☐

You may think that soreness in the neck and back aer PT is not an improvement; 
however, continued adherence to the treatment plan is important, and some soreness is 
expected aer these activities because the aected muscles are targeted during therapy. 
Increased activity and functionality, such as walking and going to work, are signs of 
improvement as well. Any client statement regarding relief of pain is also an indication 
of improvement. e report of using the neck collar all the time is an indication that 
the pain is not adequately controlled with other measures; a neck collar should not be 
needed all the time or on a long-term basis. Objective signs such as limping are indi-
cators of a lack of improvement or a decline in the client’s progress and therefore may 
indicate that the treatment plan is inadequate or ineective.

Content Area: Pharmacology
Priority Concept: Tissue Integrity
Reference(s): Burchum & Rosenthal, 2022, p. 310
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A 58-year-old client is admitted to the medical-surgical unit at 
0600 from the ED with abdominal pain, fatigue, dizziness, and 
bright red blood in the stool, and is diagnosed with GI hemor-
rhage. The nurse reviews the medical record on admission.

Based on the client ndings, complete the following sentence by 
choosing from the lists of options provided.

Options for  Options for  Options for 

Pantoprazole Hemoglobin level VS

Hydromorphone

Blood transfusion

Coagulation 
studies result

Fecal occult blood 
test result

Abdominal pain

Report about fatigue 
and dizziness

The nurse determines that the was effec-

tive, as evidenced by the and the 

 .

Practice Question . Drop-Down Cloze

Health History Nurses’ Notes Physician’s Orders Lab Results

Past medical history: DM, osteoarthritis, depression

Social history: Smokes cigarettes 1 pack per day for 10 years, 

drinks 3 glasses of wine nightly, denies other recreational 

drug use

Medications: Metformin 500 mg twice daily, ibuprofen 800 

mg three times daily for joint pain, citalopram 10 mg daily

Health History Nurses’ Notes Physician’s Orders Lab Results

Complete blood count (CBC)

Prothrombin time (PT)

Partial thromboplastin time (aPTT)

International normalized ratio (INR)

Type and crossmatch

1 unit PRBCs if hemoglobin is less than 8.0 g/dL (80 

g/L), repeat hemoglobin and hematocrit level 2 hours 

after transfusion is complete

Bowel preparation (polyethylene glycol as directed) for 

colonoscopy

Obtain consent for colonoscopy

Pantoprazole 40 mg intravenously every 8 hours

Bowel rest, NPO

Normal saline IV maintenance uids at 125 mL/hr

Hydromorphone 1 mg IV push every 3 hr as needed for pain

GI specialist consultation

Health History Nurses’ Notes Physician’s Orders Lab Results

: Received and reviewed laboratory results. Started 

blood transfusion per protocol. Administering 1 unit 

PRBCs. Client reports continued abdominal pain, fatigue, 

dizziness. VS stable.

: 1 unit PRBCs completed. VS stable throughout 

transfusion. Client reports abdominal pain is unchanged. 

States no longer feels dizzy and feels less fatigued.

: Hemoglobin and hematocrit result updated. T = 

98.8°F (37.1°C); apical HR = 82 BPM and regular; RR = 18 

bpm; BP = 122/74 mm Hg; SpO2 = 95% on RA.

Health History Nurses’ Notes Physician’s Orders Lab Results

:

Test Result
Normal Reference 
Range

Complete Blood Count

Red blood cells 

(RBCs)

4.5 (4.5 × 

1012)

4.2–6.2 × 1012/L 

(4.2–6.2 × 1012/L)

White blood cells 

(WBCs)

8000/mm3 (8 

× 109/L)

5000–10,000/mm3

(5–10 × 109/L)

Platelets 180,000/mm3

(180 × 109/L)

150,000–400,000/

mm3 (150–400 × 

109/L)

Hemoglobin 

(Hgb)

7.6 g/dL 

(76 g/L) L

12–18 g/dL 

(120–180 g/L)

Hematocrit (Hct) 32% (0.32) L 37%–52% (0.37–0.52)

Coagulation Studies

aPTT 32 seconds 30–40 sec

PT 12.5 seconds 11–12.5 sec

INR 1.0 0.81–1.2

Fecal Occult Blood Test

Occult blood Detected Negative

Type and Crossmatch

Type and 

crossmatch

O positive

No antibodies 

detected

:

Test Result
Normal Reference 
Range

Hemoglobin 

(Hgb)

9.0 g/dL (90 g/L) L 12-18 g/dL (120–180 

g/L)

Hematocrit 

(Hct)

39% (0.39) 37%–52% 

(0.37–0.52)
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Rationale: GI bleeding can occur in the upper or lower GI tract. In this clinical scenario, 
the location of bleeding would be determined once the client undergoes the colonoscopy. 
Certain risk factors increase the likelihood of this health problem, such as smoking, use 
of NSAIDs and selective serotonin reuptake inhibitors, alcohol consumption, and a his-
tory of DM. e client’s subjective complaints of abdominal pain, dizziness, and fatigue 
are supportive of GI bleeding. e client’s laboratory results, specically the hemoglobin 
and hematocrit levels, are below normal range and are consistent with anemia, likely sec-
ondary to the bleeding. e physician ordered PRBCs to be administered, and the client’s 
hemoglobin level necessitates this order. In addition, the physician ordered pantoprazole, 
which is a proton pump inhibitor. is is an important part of the treatment plan for a client 
with GI bleeding. Pain management is also oen necessary for the client with this problem, 
and hydromorphone is the treatment for this, as well as bowel rest (NPO status). Based on 
this clinical scenario, the nurse determines that interventions were eective, specically the 
blood transfusion, as evidenced by the hemoglobin and hematocrit levels and the reports 
of dizziness and fatigue being improved. Although pantoprazole and hydromorphone have 
been administered, the evidence does not exist to support these interventions as being eec-
tive at this time. e client’s abdominal pain is still present; this does not provide informa-
tion to conrm these interventions as being eective. e coagulation studies results were 
normal and unrelated to these interventions, and the fecal occult blood test result does not 
provide additional evaluative information for these interventions.

Test-Taking Strategy: Note that this question is asking you to evaluate whether certain 
interventions (blood transfusion, medications) were eective, and to decide based on 
the evidence of that evaluation. Recall that blood transfusions are used to treat acute 
blood loss and anemia. Also remember that pantoprazole and hydromorphone are com-
ponents of the treatment plan for GI bleeding. Look at the options for all three columns 
in the question. en connect the evidence (columns 2 and 3 in the question) with the 
interventions (column 1), as illustrated in the table.

Evidence Intervention

Hemoglobin level improved Blood transfusion

Coagulation studies results—normal Not specic to a listed intervention

Fecal occult blood test result—positive Not specic to a listed intervention

VS—normal Hydromorphone (nonspecic)

Abdominal pain unchanged Hydromorphone and pantoprazole

Reports about dizziness—no longer feels 
dizzy and is less fatigued

Blood transfusion

Note that the question is asking for an intervention that is supported by two dierent 
sources of evidence. Consider the evidence rst: e improved hemoglobin level and 
report about dizziness and that the client no longer feels dizzy provide specic infor-
mation about the client’s anemia and the eectiveness of the blood transfusion. e 
results of the coagulation studies and the fecal occult blood test do not provide informa-
tion specic to the blood transfusion, the hydromorphone, or the pantoprazole. e VS 
(noted as stable and are normal) may provide information about the eectiveness of the 
hydromorphone, but this information is nonspecic. e abdominal pain would pro-
vide evidence for the eectiveness of hydromorphone and pantoprazole, but the client’s 
pain is unchanged. Note that the only intervention that is supported by two sources of 
evidence is the blood transfusion, which may be another strategy to assist you in choos-
ing the correct options.

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius etal., 2021, pp. 1108–1109

Test-Taking
Strategy
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A 3-day-old newborn is seen in the outpatient pediatric clinic for 
a post-hospital follow-up appointment. The nurse reviews the 
health history and notes the following.

The nurse performs an assessment on the newborn and obtains 
a blood specimen for evaluation of the bilirubin level. The follow-
ing notes are documented.

Click to highlight the ndings that indicate the need for follow-up 
in the 3-day-old newborn

Practice Question . Highlight in Text

Health History Nurses’ Notes Vital Signs Lab Results

Infant born full-term via vaginal delivery. No labor or birth 

complications.

Birth weight: 7 lb 3 oz (3.3 kg)

Birth length: 19 inches

Test Result
Normal Reference 
Range

Bilirubin 3.1 mg/dL (52.7 

mcmol/L) H

0.2–1.4 mg/dL (3.4–23.8 

mcmol/L)

Health History Nurses’ Notes Vital Signs Lab Results

T = 99.6°F (37.5°C) axillary; apical HR = 180 BPM and regu-

lar; RR = 70 bpm; weight = 7 lb 5 oz (3.4 kg)

Health History Nurses’ Notes Vital Signs Lab Results

Breast-feeding/chest-feeding every 2 to 3 hours without 

diculty. Parents report infant urinates 12 to 15 times per 

day and has a bowel movement 5 to 6 times per day. They 

report that stool is greenish brown to yellowish brown, 

thin and less sticky in consistency than it has been. They 

have noticed the skin looks tan and the eyes look yellow.

Rationale: Hyperbilirubinemia occurs when an excessive amount of bilirubin accumu-
lates in the blood. e most common evidence of hyperbilirubinemia is the relatively 
mild and self-limited physiologic jaundice, or icterus neonatorum. Physiologic jaundice 
is not associated with any pathologic process. Although almost all newborns experi-
ence elevated bilirubin levels, only about half demonstrate observable signs of jaundice. 
Normal values of unconjugated bilirubin are 0.2 to 1.4 mg/dL (3.4–23.8 mcmol/L). In 
all newborns, levels must exceed 5 mg/dL (85 mcmol/L) before jaundice is observable. 
Because this 3-day-old has a serum bilirubin level of 4.8 mg/dL (81.6 mcmol/L), signs 
of jaundice such as tan-colored skin and yellow eyes are not expected and are a con-
cern requiring follow-up for evaluation of pathologic jaundice associated with a disease 
process. Newborns will urinate up to 20 times a day because the bladder involuntary 
empties when stretched by a volume of 15 mL. Transitional stools appear by the third 
day aer initiation of feeding and are greenish brown to yellowish brown, thin, and less 
sticky than meconium. A bowel movement 5 to 6 times a day is expected depending on 
the frequency of feeding. Normal VS are temperature 97.7°F to 98°F (36.5°C to 37°C) 
axillary, apical HR 120 to 140 BPM, and RR 30 to 60 bpm. e temperature, apical HR, 
and RR are elevated, warranting follow-up. e serum bilirubin level of 4.8 mg/dL (81.6 
mcmol/L) requires follow-up because of observable signs of jaundice in this newborn. 
e bilirubin level will rise and peak before it returns to a normal level in physiologic 
jaundice. Depending on age, it could peak as high as 12 mg/dL (204 mcmol/L) before 
dropping down to a normal range.

Test-Taking Strategy: is question is asking you to evaluate the ndings that indicate 
the need for follow-up in the 3-day-old newborn. You need to use knowledge and recall 
normal ndings in a newborn infant and expected progression of the jaundice that 
occurs, dierentiating physiologic from pathologic jaundice. Create a table and orga-
nize your thinking process by considering ndings that are consistent with expected 
outcomes or outcomes that are abnormal and/or indicate the need for follow-up.

Test-Taking
Strategy

Health History Nurses’ Notes Vital Signs Lab Results

Test Result
Normal Reference 
Range

Bilirubin 4.8 mg/dL

(81.6 mcmol/L) H

0.2 –1.4 mg/dL 

(3.4–23.8 mcmol/L)



Answers to Practice Questions226

Finding

Expected/
Normal 
Outcome

Unexpected 
Outcome/Requires 
Follow-up

Breast-feeding/chest-feeding every 
2 to 3 hours without diculty

☐

Urinates 12 to 15 times per day ☐

Has a bowel movement 5 to 6 times per day ☐

Stool is greenish brown to yellowish brown, thin 
and less sticky in consistency than it has been

☐

Skin looks tan and eyes look yellow ☐

Temperature 99.6°F (37.5°C) axillary ☐

Apical HR 180 BPM ☐

RR 70 bpm ☐

Weight 7 lb 5 oz (3.4 kg) ☐

Serum bilirubin level 4.8 mg/dL (81.6 mcmol/L) ☐

Content Area: Maternal-Newborn Nursing
Priority Concept: Elimination
Reference(s): Hockenberry etal., 2019, pp. 198, 205, 257–259
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Unfolding Case Study 1

Content Area: Mental Health Nursing
Priority Concept: Stress and Coping
Reference(s): Halter et al., 2022, pp. 252–255; 277–281; 299–302; 475–483

Answers to Practice 
Questions

C H A P T E R  10

The nurse reviews the medial rerd f a 56-year-ld lient wh 
was reently admitted t the ED.

Highlight the client ndings in the Nurses’ Notes that require 
immediate follow-up by the nurse.

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a sui-

ide nte and the gun abinet unlked. Reprts that the 

lient is “nt the same persn” after being hspitalized 

3 mnths ag with severe COVID-19 and mehanially 

ventilated fr ver 2 weeks. Client states that sine being 

disharged frm the hspital, has perids f heart palpita-

tins, insmnia, apathy, depressed md, and anrexia.

Reprts that drinking alhl every night helps t relax, but 

still bemes anxius at times. Is very wrried abut get-

ting COVID again beause the lient’s sibling, whm the 

lient reently visited, tested psitive yesterday. Has fre-

quent nightmares abut the hspital experiene beause 

the lient nearly died. Lst 35 lb (15.9 kg) during the hs-

pital stay but states still weighs mre than 260 lb (117.9 

kg). Was nsidering suiide this evening beause the li-

ent was afraid f pssibly “being reinfeted and dying this 

time.” Reently diagnsed with type 2 DM ntrlled by 

diet and metfrmin.

Rationale: e client was brought to the hospital because the client was planning suicide, 
a life-threatening problem which is an immediate concern for the nurse. Because of the 
client’s near-death experience with COVID-19, the client is having physical, psychological, 
and emotional manifestations that are likely contributing to suicide risk, including palpi-
tations, depressed mood, insomnia, anorexia, apathy, anxiety, and frequent nightmares. 
erefore these symptoms and behaviors are also concerning to the nurse. Although alco-
hol is an ineective coping strategy for the client, the nurse is not concerned about this 
behavior at this time because it is not immediately life-threatening. e client’s weight and 
diabetes are important for overall health but are not necessarily related to suicide risk. 
erefore these client ndings are not of immediate concern to the nurse at this time.

Test-Taking Strategy: Remember to rst identify normal/usual or abnormal and 
expected (not relevant) client ndings versus abnormal and not expected (relevant) 

Test-Taking
Strategy
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ndings to determine which ndings require immediate follow-up by the nurse. e 
client’s ndings in the Nurses’ Notes can be categorized as shown in the table to help 
Recognize Cues in this case study.

Client Finding

Normal/Usual or Abnormal 
but Expected (Not Relevant) 
and Not Requiring Immediate 
Follow-up

Abnormal and Not 
Expected (Relevant) 
and Requiring 
Immediate Follow-up

Insmnia ☐

Heart palpitatins ☐

Anxiety ☐

Anrexia ☐

Depressed md ☐

Apathy ☐

Drinks alhl every night ☐

Nightmares ☐

Overweight ☐

Type 2 DM ☐

Planned suiide earlier tday ☐

Review the factors that contribute to the client’s risk for suicide. e client’s reported 
physical, psychological, and emotional behaviors are indicative of clinical depression 
and anxiety, which make the client at current risk for suicide and are therefore of imme-
diate concern to the nurse.

CJ Cognitive Skill: Recognize Cues

The nurse reviews the medial rerd f a 56-year-ld lient wh 
was reently admitted t the ED.

For each client assessment nding, click or indicate with an X which 
nding is associated with which client condition. Some ndings may 
be consistent with more than one condition.

Client Finding

Generalized 
Anxiety 
Disorder

Clinical 
Depression PTSD

Had reent near-death 
experiene

Anrexia ☐

Depressed md ☐

Apathy ☐

Nightmares ☐ ☐

Ptential suiide risk ☐

Exessive wrry ☐ ☐

Insmnia

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a sui-

ide nte and the gun abinet unlked. Reprts that the 

lient is “nt the same persn” after being hspitalized 

3 mnths ag with severe COVID-19 and mehanially 

ventilated fr ver 2 weeks. Client states that sine being 

disharged frm the hspital, has perids f heart palpita-

tins, insmnia, apathy, depressed md, and anrexia. 

Reprts that drinking alhl every night helps t relax, 

but still bemes anxius and depressed at times. Is very 

wrried abut getting COVID again beause the lient’s 

sibling, whm the lient reently visited, tested psitive 

yesterday. Has nightmares abut the hspital experiene 

beause the lient nearly died. Lst 35 lb (15.9 kg) during 

the hspital stay but states still weighs mre than 260 lb 

(117.9 kg). Was nsidering suiide this evening beause 

the lient was afraid f pssibly “being reinfeted and dying 

this time.” Reently diagnsed with type 2 DM ntrlled 

by diet and metfrmin.
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Rationale: e nurse analyzes the client’s ndings to determine which mental health 
conditions the client is likely experiencing. PTSD can occur aer any traumatic event 
that is not part of one’s usual life experience. Clients who experience a highly trau-
matic event that has the potential for actual or threatened death oen respond with fear 
similar to what this client expressed. Adults who have PTSD oen have comorbidities 
including anxiety disorders, clinical depression, and/or dissociative disorders. In this 
client’s case, the near-death experience as a result of a severe COVID-19 infection most 
likely led to PTSD, depression, and anxiety.

Clients who have generalized anxiety disorder display excessive worry, which can 
affect their sleep patterns and appetite. Some clients have anorexia, whereas oth-
ers respond to excessive stress by eating more than usual. Clients who have major 
clinical depression can also be anorexic or overeat. They tend to lack energy, are 
apathetic, and experience a negative or depressed mood, often every day. These 
negative and depressed thoughts place them at risk for suicide. Clients who have 
PTSD have many of the same physical and emotional behaviors that are common 
in clients with anxiety and depression. Two additional common behaviors seen in 
clients with PTSD are nightmares and flashbacks. Flashbacks are intense, repeated 
episodes of reliving the traumatic experience while a client is fully awake. Night-
mares and flashbacks are very scary for the client and can lead to thoughts of suicide 
as an escape.

Test-Taking Strategy: Many of the client’s ndings are common behaviors associated 
with more than one mental health condition. To add to that challenge in answering 
this test item, many clients who have PTSD also have other mental health conditions, 
including anxiety and clinical depression. Use the table to help decide which client nd-
ings represent supporting data for each mental health condition in this item measuring 
Analyze Cues.

Client Finding 
(Assessment Data)

Supporting Data 
for Generalized 
Anxiety Disorder? 
Yes or No

Supporting 
Data for Clinical 
Depression? Yes 
or No

Supporting 
Data for 
PTSD? Yes 
or No

Had reent near-death 
experiene

Yes Yes Yes

Anrexia Yes Yes N

Depressed md N Yes Yes

Apathy N Yes Yes

Nightmares N N Yes

Ptential suiide risk N Yes Yes

Exessive wrry Yes N N

Insmnia Yes Yes Yes

Apply nursing knowledge and retrieve information about the characteristics and 
assessment ndings for each condition. Once you review these data in the table, you can 
more easily determine which mental health conditions the client may be experiencing 
to answer the test item.

CJ Cognitive Skill: Analyze Cues

Test-Taking
Strategy
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Rationale: e client likely has several mental health conditions, including PTSD 
and clinical depression. However, the primary life-threatening mental health condi-
tion is PTSD due to his history of a near-death experience as a result of having severe 
COVID-19 infection. e client expresses being afraid of getting the infection again 
and perhaps not survive a second event. Since surviving that experience, the client 
developed new emotional and physical behaviors. Two of the classic dierentiating 
behaviors associated with PTSD and not with other mental health conditions are 
nightmares and ashbacks. Excessive worry and anorexia are associated more with 
anxiety than with PTSD. e client is at suicide risk because the client was planning 
how to end his life; therefore the priority for the client’s care is safety. Safety is always 
the priority for any client. Once safety is ensured, the client may start drug therapy, 
begin counseling, and/or need a spiritual advisor.

Test-Taking Strategy: To answer this test item measuring the CJ cognitive skill Prioritize 
Hypotheses, rst determine which of the potential client conditions are life-threatening 
to narrow down the choices. Clients who experience PTSD and clinical depression have 
the potential for suicide, which is obviously life-threatening. Next, review the support-
ing client ndings for each of these two disorders by using the table.

Test-Taking
Strategy

The nurse reviews the latest entry (2330) in the Nurses’ Ntes f 
a 56-year-ld lient’s medial rerd.

Based on the information in the Nurses’ Notes, complete the follow-
ing sentences from the lists of options provided.

Options for  Options for  Options for 

Persnality disrder
Dissiative identity 

disrder
PTSD
Clinial depressin

Anrexia
Nightmares
Exessive wrry
Flashbaks

Begin intensive 
unseling

Ensure persnal safety
Start drug therapy
Refer t spiritual 

advisr

tneilcehT most likely sah htlaehlatnemyramirpehtsa

ybdecnedivesanoitidnoc dna ehT.

priority otsieracstneilcehtrof .

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a sui-

ide nte and the gun abinet unlked. Reprts that the 

lient is “nt the same persn” after being hspitalized 

3 mnths ag with severe COVID-19 and mehanially 

ventilated fr ver 2 weeks. Client states that sine being 

disharged frm the hspital, has perids f heart palpita-

tins, insmnia, apathy, depressed md, and anrexia. 

Reprts that drinking alhl every night helps t relax, 

but still bemes anxius and depressed at times. Is very 

wrried abut getting COVID again beause the lient’s 

sibling, whm the lient reently visited, tested psitive 

yesterday. Has nightmares abut the hspital experiene 

beause the lient nearly died. Lst 35 lb (15.9 kg) during 

the hspital stay but states still weighs mre than 260 lb 

(117.9 kg). Was nsidering suiide this evening beause 

the lient was afraid f pssibly “being reinfeted and dying 

this time.” Reently diagnsed with type 2 DM ntrlled 

by diet and metfrmin.

: Sial wrker (SW) interviewed lient and ad-

ministered several sreening assessments fr seleted 

mental health nditins. Client admitted t ashbaks 

abut hspitalizatin and feels guilty abut putting fam-

ily thrugh that experiene. States was “lazy” and did nt 

wear a mask r sial distane at an imprtant rprate 

meeting. As a result, the lient develped a COVID-19 in-

fetin, whih wrsened and led t the hspital stay and 

mehanial ventilatin. Expressed remrse fr upsetting 

spuse and aplgized t her and the SW.
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Client Finding 
(Assessment Data)

Supporting Evidence 
for PTSD? Yes or No

Supporting Evidence 
for Clinical Depression? 
Yes or No

Anrexia N Yes

Nightmares Yes N

Exessive wrry N N

Flashbaks Yes N

As displayed in the table, there is only one client nding that supports clinical depres-
sion, but two ndings that support the presence of PTSD. e test item required you 
to identify two client ndings for the condition, and only PTSD has evidence of two 
supporting ndings. erefore you would conclude that the client’s primary condition 
is PTSD.

For the second sentence of the test item, you need to decide what the client’s priority 
need is based on the diagnosis of PTSD. e client was planning suicide, but the suicide 
note and unlocked gun cabinet were found before the client could actually commit this 
action. e priority for the client, then, is to keep the client safe at all times. Safety is 
the priority for all clients and is ensured by using a variety of nursing and collaborative 
interventions.

CJ Cognitive Skill: Prioritize Hypotheses

The nurse reviews the latest entry (2330) in the Nurses’ Ntes f 
a 56-year-ld lient’s medial rerd.

The client was diagnosed with PTSD, anxiety, and suicidal risk. 
Which physician orders would the nurse anticipate for the client at 
this time? Select all that apply.

Begin antidepressant drug therapy.

Admit t aute psyhiatri unit.

☐ Refer t ase manager.

☐ Refer t spiritual advisr.

Begin intense psyhtherapy.

Plae n suiide preautins.

Limit visitrs t immediate family.

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a suiide 

nte and the gun abinet unlked. Reprts that the lient 

is “nt the same persn” after being hspitalized 3 mnths 

ag with severe COVID-19 and mehanially ventilated fr 

ver 2 weeks. Client states that sine being disharged frm 

the hspital, has perids f heart palpitatins, insmnia, 

apathy, depressed md, and anrexia. Reprts that drink-

ing alhl every night helps t relax, but still bemes anx-

ius and depressed at times. Is very wrried abut getting 

COVID again beause the lient’s sibling, whm the lient 

reently visited, tested psitive yesterday. Has nightmares 

abut the hspital experiene beause the lient nearly died. 

Lst 35 lb (15.9 kg) during the hspital stay but states still 

weighs mre than 260 lb (117.9 kg). Was nsidering sui-

ide this evening beause the lient was afraid f pssibly 

“being reinfeted and dying this time.” Reently diagnsed 

with type 2 DM ntrlled by diet and metfrmin.

: Sial wrker (SW) interviewed lient and ad-

ministered several sreening assessments fr seleted 

mental health nditins. Client admitted t ashbaks 

abut hspitalizatin and feels guilty abut putting fam-

ily thrugh that experiene. States was “lazy” and did nt 

wear a mask r sial distane at an imprtant rprate 

meeting. As a result, the lient develped a COVID-19 in-

fetin, whih wrsened and led t the hspital stay and 

mehanial ventilatin. Expressed remrse fr upsetting 

spuse and aplgized t her and the SW.
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Rationale: e desired outcome for this client’s care is to ensure safety because of 
potential suicide. e orders would be focused on ways to keep the client safe, including 
admission to the acute psychiatric unit for one-on-one observation and treatment with 
medication and psychotherapy. e client would also be placed on suicide precautions, 
which usually include:
■ Observing the client swallow each dose of medication
■ Removing glass and knives from meal trays to prevent self-injury
■ One-on-one observation of the client at all times
■ Documentation of client’s behaviors and verbal statements every 15 to 30 minutes

Visitors would likely be limited to a small number of immediate family members 
to prevent the client from obtaining devices from others that could cause self-harm. 
Immediate family members could provide support and encouragement for the client 
during the hospital stay. A case manager can help plan for the client’s discharge to ensure 
continuity of care to keep the client safe at home or in another setting but would not 
help ensure immediate safety. A spiritual advisor may be requested by the client but is 
not usually ordered.

Test-Taking Strategy: To answer this question measuring Generate Solutions, remem-
ber that the priority desired outcome is to ensure the client’s safety. erefore review 
each choice in the test item to determine if the intervention or order would promote the 
client’s immediate safety. Use the table to help with this determination.

Potential Physician’s Order
Promotes Client’s Immediate 
Safety? Yes or No

Begin antidepressant drug therapy. Yes

Admit t aute psyhiatri unit. Yes

Refer t ase manager. N

Refer t spiritual advisr. N

Begin intense psyhtherapy. Yes

Plae n suiide preautins. Yes

Limit visitrs t immediate family. Yes

Note that this question asks you to identify the physician orders that you would 
anticipate for the client at this time. ink about the client’s conditions and immediate 
needs. e potential orders that promote the client’s immediate safety and are marked 
by a “Yes” are the correct responses to the test item.

CJ Cognitive Skill: Generate Solutions

Test-Taking
Strategy
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Rationale: Sertraline is a selective serotonin reuptake inhibitor (SSRI) that can be very 
eective in managing clinical depression and/or PTSD. Side eects of the drug include 
insomnia, nervousness, anxiety, agitation, and mild nausea. Although not common, this 
drug, like most antidepressants, can aect liver and kidney function, which should be 
monitored through frequent lab testing. e nurse would monitor VS to help assess for 
a rare adverse drug reaction called serotonin syndrome. is syndrome is likely due to 
overaction of central nervous system receptors and is usually dose related or the result 
of drug interactions. Symptoms include elevated temperature, HR, and BP; delirium; 
muscle spasms; abdominal pain; diarrhea; and possible seizures. Severe manifestations 
can lead to shock or possibly death. Urinary retention, constipation, and sedation more 
commonly occur in clients who take other classes of antidepressants, especially tricyclic 
antidepressants.

Test-Taking Strategy: Remember that health teaching about side and adverse eects is 
particularly important for clients starting new drug therapy. If the client responds to and 
tolerates the medication, the client will likely continue taking it aer being discharged. 
Also recall that sertraline is classied as an SSRI. Apply knowledge of antidepressant 
drug therapy as shown in the table to help delineate which side or adverse eects can 
occur when clients are prescribed SSRIs.

Potential Drug Side or Adverse Effect
Occurs Commonly in Clients 
Taking SSRIs? Yes or No

Sedatin eets N

Urinary retentin and nstipatin N

Insmnia and nervusness Yes

Inreased VS Yes

Mild nausea Yes

Agitatin Yes

Liver and/r kidney impairment Yes

Based on the side or adverse eects for which you responded with a “Yes” for SSRIs 
such as sertraline, you can then select the appropriate options in the test item that would 
be included in health teaching to measure Take Action.

CJ Cognitive Skill: Take Action

Test-Taking
Strategy

A 56-year-ld lient was diagnsed with PTSD after being ad-
mitted t the ED beause the lient’s spuse fund a suiide 
nte and unlked gun abinet. After a thrugh evaluatin, 
the lient was admitted fr ne-n-ne bservatin in the aute 
inpatient psyhiatri unit and started n sertraline and psyh-
therapy. The nurse plans health teahing abut the mediatin 
fr the lient and spuse befre administering the rst dse.

Select ve statements that the nurse would include in the health 
teaching about sertraline.

“This drug is ne f the mst eetive ways t treat PTSD 
and depressin.”

☐ “We will be mnitring yu fr sedatin eets while yu 
are here.”

☐ “Let me knw if yu have truble urinating r having a 
bwel mvement.”

“Let me knw if yu have truble sleeping r feel nervus 
while n the drug.”

“We will be mnitring yu arefully fr hanges in yur 
vital signs.”

“Yu might experiene mild nausea and feel agitated when 
yu start this drug.”

“Yur liver and kidney funtin will need t be mnitred by 
lab testing.”

Practice Question . Unfolding Case Study 
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Rationale: Prior to the psychiatric hospital stay, the client consumed alcohol every 
night to help relax. However, since discharge, the client says he has not consumed alco-
hol to help cope with the situation. Today the client does not have insomnia, anorexia, 
or palpitations, and states not experiencing the depressed moods experienced prior to 
hospitalization. All of these client ndings show that the client has improved and is 
progressing. e client still reports ashbacks and nightmares, which does not indicate 
improvement, but is sleeping better.

Test-Taking Strategy: is test item requires you to compare the client’s initial ndings 
before the inpatient psychiatric unit stay with current ndings during this follow-up 
visit. Use the table to help you determine if the client has improved, and is therefore 
progressing, to answer this test item measuring Evaluate Outcomes.

Test-Taking
Strategy

A 56-year-ld lient was disharged frm the aute psyhiatri 
are unit 2 mnths ag with a diagnsis f PTSD, anxiety, and 
linial depressin. The lient is fllwing up with the family nurse 
pratitiner (FNP) tday. Prir t being examined by the FNP, the 
e nurse reviews the previus ED admissin rerd and per-
frms an interview regarding the lient’s urrent health state.

Based on the ED admission notes and data collected during the 
nurse’s interview with the client, indicate which client ndings dem-
onstrate that he is either Progressing (Improving) or Not Progress-

ing (Not Improving)

Client Finding
Progressing 
(Improving)

Not Progressing 
(Not Improving)

Has nt nsumed any 
alhl sine hspital 
disharge

☐

States has a mre 
psitive utlk withut 
depressed mds, and a 
better appetite

☐

Has ashbaks and night-
mares abut ne a week

☐

Sleeps mst nights fr 
7–8 hurs

☐

States n lnger has 
heart palpitatins

☐

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Spuse brught lient int ED after nding a sui-

ide nte and the gun abinet unlked. Reprts that the 

lient is “nt the same persn” after being hspitalized 

3 mnths ag with severe COVID-19 and mehanially 

ventilated fr ver 2 weeks. Client states that sine being 

disharged frm the hspital, has perids f heart palpita-

tins, insmnia, apathy, depressed md, and anrexia. 

Reprts that drinking alhl every night helps t relax, 

but still bemes anxius and depressed at times. Is very 

wrried abut getting COVID again beause the lient’s 

sibling, whm the lient reently visited, tested psitive 

yesterday. Has nightmares abut the hspital experiene 

beause the lient nearly died. Lst 35 lb (15.9 kg) during 

the hspital stay but states still weighs mre than 260 lb 

(117.9 kg). Was nsidering suiide this evening beause 

the lient was afraid f pssibly “being reinfeted and dying 

this time.” Reently diagnsed with type 2 DM ntrlled 

by diet and metfrmin.

: Sial wrker (SW) interviewed lient and ad-

ministered several sreening assessments fr seleted 

mental health nditins. Client admitted t ashbaks 

abut hspitalizatin and feels guilty abut putting fam-

ily thrugh that experiene. States was “lazy” and did nt 

wear a mask r sial distane at an imprtant rprate 

meeting. As a result, the lient develped a COVID-19 in-

fetin, whih wrsened and led t the hspital stay and 

mehanial ventilatin. Expressed remrse fr upsetting 

spuse and aplgized t her and the SW.
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Client Finding Before 
Psychiatric Unit Stay

Client Finding During Current 
Provider Visit

Current Finding 
Demonstrates Client 
Is Progressing or 
Improving? Yes or No

Reprts that drinking 
alhl every night 
helps t relax

Has nt nsumed any alhl 
sine hspital disharge

Yes

Has anrexia and is 
depressed at times

States has a mre psitive utlk 
withut depressed mds, and a 
better appetite

Yes

Has ashbaks and 
nightmares

Has ashbaks and nightmares at 
least ne a week

N

Has insmnia Sleeps mst nights fr 7–8 hurs Yes

Has heart palpitatins States n lnger has heart palpitatins Yes

Creating a table as illustrated will help you organize your thoughts to help answer 
the question. Use the ndings that are answered with a “Yes” as the correct responses 
for the test item.

CJ Cognitive Skill: Evaluate Outcomes

Unfolding Case Study 2

Content Area: Medical-Surgical Nursing
Priority Concept: Clotting
Reference(s): Burchum & Rosenthal, 2019, pp. 612–616; Ignatavicius et al., 2021, 

pp. 587–592, 1009–1010

The nurse reviews the preperative nte fr a 68-year-ld lient 
wh is sheduled t have an anterir right THA this mrning.

The nurse recognizes that which assessment ndings listed below 
place the client at high risk for postoperative VTE? Select all that 

apply.

☐ Histry f hypertensin

52–pak-year histry

BMI f 30.1

☐ Histry f high hlesterl

Having a THA

☐ Histry f hleystetmy

☐ Histry f bilateral hip stearthritis

Histry f DVT × 2

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Admitted t the OR fr a THA using an anterir 

surgial apprah. Histry f several surgeries inluding 

hysteretmy, appendetmy, and hleystetmy. 52–

pak-year histry but quit 2 years ag; BMI f 30.1. His-

try f DVT × 2, hypertensin ntrlled by diet and drug 

therapy, high hlesterl ntrlled by statins, and GERD 

ntrlled by an antaid PRN. Bilateral hip stearthritis 

with right hip mre painful than left. Lives in send-r 

apartment in a rural twn. Has n transprtatin and de-

pends n family friends t btain fd and get t medial 

appintments. Family friends are willing t help with pst-

perative revery and transprtatin. Advane diretives 

n le. Prepped fr surgery.

Rationale: VTE is the development of one or more blood clots and includes DVT and PE. 
e nurse needs to recognize that the client has multiple risk factors for developing VTE, 
which can be potentially life-threatening. e client has a 52–pack-year smoking history 
but quit 2 years ago. However, long-term smoking exposure causes vasoconstriction and 
vessel damage, which predispose the client to clot development. A BMI of over 30 indi-
cates that the client is obese; clients who are obese are at higher risk of VTE and other post-
operative complications than clients who are within a normal weight range. For unknown 
reasons, orthopedic injuries and surgery increase VTE risk. Clients who have a history of 
VTE are at higher risk for recurrence than are clients who do not have that history.
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Hypertension is an arterial health problem aecting peripheral vessels and would not 
likely contribute to developing a peripheral venous or pulmonary clot. High cholesterol 
can contribute to hypertension and atherosclerosis development in small arterial ves-
sels. A surgical history of cholecystectomy, GERD, and current bilateral osteoarthritis 
are unrelated to one’s risk for VTE.

Test-Taking Strategy: Recall that all clients having major orthopedic surgery are at risk 
for VTE. However, this client has additional ndings making the client especially prone 
to this postoperative complication. Use the table to help you decide which assessment 
ndings to select to Recognize Cues that should concern the nurse.

Client Assessment Finding
Can Contribute to 
Developing VTE

Does Not Typically 
Contribute to Developing 
VTE

Histry f hypertensin ☐

52–pak-year histry ☐

BMI f 30.1 ☐

Histry f high hlesterl ☐

Having a THA ☐

Histry f hleystetmy ☐

Histry f bilateral hip 
stearthritis

☐

Histry f DVT × 2 ☐

Apply your knowledge of VTE pathophysiology to help you determine the correct 
responses. Based on this table, select all of the client ndings that are marked with an X
under “Can Contribute to Developing VTE” to correctly answer the test item.

CJ Cognitive Skill: Recognize Cues

Test-Taking
Strategy

The nurse is assigned t are fr a 68-year-ld lient wh had a 
right THA 2 days ag. The lient’s pain is being managed with 
ral piids and gabapentin. The lient is preparing fr pssible 
disharge tmrrw. The lient has been n apixaban 5 mg rally 
ne a day and has ambulated with assistane 4 times eah day 
in the hall with a walker. The nurse perfrms a shift assessment 
and duments the fllwing Nurses’ Ntes.

For each client assessment nding, click or indicate with an X which 
nding is associated with which potential client condition. Some 
ndings may be consistent with more than one condition.

Client Finding PE GERD
Respiratory 
Infection

Chest pain

Belhing ☐ ☐

Restlessness ☐

Anxiety ☐

T 100°F (37.8°C) ☐ ☐

HR 104 BPM ☐

RR 20 bpm with dyspnea ☐

SpO2 90% n RA ☐

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Reprts was unable t ambulate this evening be-

ause f sharp hest pain that hurts wrse when taking a 

deep breath. States has been “belhing” sine dinner be-

ause f eating nins and peppers n a steak. Restless 

and anxius abut pain, but n aute nfusin. T = 100°F 

(37.8°C); HR = 104 BPM; RR = 20 bpm with dyspnea; BP = 

114/62 mm Hg; SpO2 = 90% n RA. Right THA inisin dry 

and intat withut redness. Right pedal pulse nnpalpable 

but deteted n Dppler; ft warm and nt swllen. Ps-

terir tibial and ppliteal pulses +2 bilaterally. Able t ex 

bth feet equally; ap rell <3 sends.
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Rationale: e client is at risk for postoperative complications including VTE and 
respiratory infection because of age, decreased mobility, smoking history, DVT his-
tory, and obesity. e client has a history of GERD, which can cause eructation (belch-
ing) and chest discomfort or pain aer eating foods that are spicy or highly seasoned. 
However, none of the other client ndings are associated with GERD. Chest pain can 
also occur in clients who are experiencing PE or respiratory infection such as pneu-
monia. PE can be massive or small, but most oen results when a piece of clot dis-
lodges from a DVT and occludes one or more pulmonary blood vessels. In many 
cases the DVT is undetected or not diagnosed. e results of a PE typically include an 
obstructed pulmonary blood ow, which leads to hypoxia. is hypoxia may manifest 
with tachypnea, dyspnea, restlessness, anxiety, and decreased oxygen saturation. As 
a compensatory mechanism, the HR increases (tachycardia) to circulate blood more 
rapidly throughout the body. ese same pulmonary and cardiac ndings may be seen 
in clients with a respiratory infection. Infection is also usually accompanied by a fever, 
which increases the body’s metabolic rate. Anxiety may be present in clients with PE 
and respiratory infection because of dyspnea and chest pain. Increased temperature in 
clients with respiratory infection occurs as the body attempts to reduce or destroy the 
microorganisms that are causing the infection. Fever is not common in clients who 
have either a PE or GERD.

Test-Taking Strategy: To answer this test item you need to recall the pathophysiology 
and typical clinical manifestations associated with three health problems—PE, GERD, 
and respiratory infection, such as pneumonia. To help organize the information you will 
need to Analyze Cues, develop a table such as the one shown here. Review each client 
nding and decide if it provides supporting evidence for a PE, GERD, and/or respiratory 
infection.

Client Finding 
(Assessment 
Data)

Supporting 
Evidence for 
PE? Yes or No

Supporting 
Evidence for 
GERD? Yes or No

Supporting Evidence 
for Respiratory 
Infection? Yes 
or No

Chest pain Yes Yes Yes

Belhing N Yes N

Restlessness Yes N Yes

Anxiety Yes N Yes

T 100°F (37.8°C) N N Yes

HR 104 BPM Yes N Yes

RR 20 bpm with 
dyspnea

Yes N Yes

SpO2 90% n RA Yes N Yes

As you will note, some client ndings such as chest pain support several client 
conditions or health problems. In other cases the client nding supports only one of 
the client conditions. For example, belching (also called eructation) supports only 
GERD. is GI symptom is not associated with pulmonary problems. An elevated 
temperature can occur in clients with infection but is not associated with PE or 
GERD.

CJ Cognitive Skill: Analyze Cues

Test-Taking
Strategy
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Rationale: e client had orthopedic surgery 2 days ago and is at risk for a number of 
postoperative complications. e risk is further increased by obesity and a smoking his-
tory. Although the client may be at risk for or have ndings associated with the four cli-
ent conditions listed for Option 1, the potentially life-threatening condition is PE, which 
would therefore be the priority client problem. A respiratory infection such as pneumo-
nia could possibly be life-threatening if not treated, but neurovascular compromise in 
the surgical leg and GERD are not life-threatening unless they progress over time. A 
long-term diagnosis of GERD that is not well managed can cause Barrett esophageal cell 
changes, which can predispose the client to esophageal or gastric cancer. Neurovascular 
compromise may result in compartment syndrome, which can cause irreversible tissue 
damage due to impaired perfusion.

e classic manifestations of a PE are a sudden onset of chest pain and dyspnea, 
which the client has according to the Nurses’ Notes. Clients who have pneumonia 
may also have chest discomfort, but it tends to be more gradual in onset and may be 
described as discomfort rather than sharp pain. e client does not have hypotension, 
bradycardia, or tachypnea, but does have dyspnea, which can be associated with a PE or 
pneumonia. A nonpalpable pedal pulse may not be signicant as long as there are other 
indicators of adequate perfusion. e client has adequate capillary rell and her aected 
foot is warm, indicating that there is no problem with perfusion. erefore there is no 
evidence that she has neurovascular compromise.

Test-Taking Strategy: is test item requires you to determine the priority client condi-
tion and the client ndings that provide the supporting evidence for your answer. First 
you want to determine the priority client condition. Recall from Chapter 5 that factors 
such as complexity, urgency, risk, and diculty aect how you decide on the client’s 
priority problem. In this client’s case, the amount of risk is the key factor in deciding the 
priority because one of the four choices is potentially immediately life-threatening and 
the others are not immediately life-threatening. erefore PE is the client condition that 
takes priority over the other problems, because it aects perfusion and causes hypoxia. 

Test-Taking
Strategy

The nurse is assigned t are fr a 68-year-ld lient wh had a 
right THA 2 days ag. The lient’s pain is being managed with 
ral piids and gabapentin. The lient is preparing fr pssible 
disharge tmrrw. The lient has been n apixaban 5 mg rally 
ne a day and has ambulated at least 4 times eah day in the 
hall with a walker. The nurse perfrms a shift assessment and 
duments the fllwing Nurses’ Ntes.

Based on the information in the Nurses’ Notes, complete the follow-
ing sentences from the lists of options provided.

Options for  Options for  Options for 

Right leg 
neurvasular 
mprmise

PE
Pneumnia
GERD

Chest pain
Hyptensin
Bradyardia
Nnpalpable right 

pedal pulse

Tahypnea
Belhing
Dereased 

apillary rell
Dyspnea

tneilcehT most likely sah ehtsa priority sanoitidnoc

ybdecnedive dna .

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Reprts was unable t ambulate this evening be-

ause f sharp hest pain that hurts wrse when taking a 

deep breath. States has been “belhing” sine dinner be-

ause f eating nins and peppers n a steak. Restless 

and anxius abut pain, but n aute nfusin. T = 100°F 

(37.8°C); HR = 104 BPM; RR = 20 bpm with dyspnea; BP = 

114/62 mm Hg; SpO2 = 90% n RA. Right THA inisin 

dry and intat withut redness. Right pedal pulse nnpal-

pable but deteted n Dppler; ft warm and nt swllen. 

Psterir tibial and ppliteal pulses +2 bilaterally. Able t 

ex bth feet equally; ap rell <3 sends.
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Once you make that decision, you need to determine which ndings are present in this 
client that provide supporting evidence for the condition you selected. Use the table to 
help make those decisions.

Client Finding Option
Supporting Evidence 
for PE? Yes or No

Finding Present in 
This Client? Yes or 
No

Chest pain Yes Yes

Hyptensin Yes N

Bradyardia N N

Nnpalpable right pedal pulse N Yes

Tahypnea Yes N

Belhing N Yes

Dereased apillary rell N N

Dyspnea Yes Yes

As you can see, there are four options for supporting evidence that could be associ-
ated with a PE. However, only two of those four ndings are present in this client sce-
nario—chest pain and dyspnea. e client does not have tachypnea at this point because 
her RR is within the normal range of 16 to 20 bpm. e client does report belching, but 
that is not a client nding associated with PE. erefore you would select the client nd-
ings for which there is supporting evidence and that are present in this client scenario 
to Prioritize Hypotheses.

CJ Cognitive Skill: Prioritize Hypotheses

The nurse is assigned t are fr a 68-year-ld lient wh had a 
right THA 2 days ag. The lient’s pain is being managed with 
ral piids and gabapentin. The lient is preparing fr pssible 
disharge tmrrw. The lient has been n apixaban 5 mg rally 
ne a day and has ambulated at least 4 times eah day in the 
hall with a walker. The nurse perfrms a shift assessment and 
duments the fllwing Nurses’ Ntes.

The nurse develops a plan of care to manage the client’s suspected 
condition. Select six actions that would be appropriate for the nurse 
to include in the plan of care at this time.

Obtain venus aess.

☐ Plae the lient in a at supine psitin.

Cnnet the lient t a ntinuus ardia mnitr.

Prepare the lient fr mputed tmgraphy pulmnary 
angigraphy (CTPA).

Apply xygen by NC r mask.

☐ Inrease the lient’s ral apixaban dsage frm 5 mg t 10 mg.

Draw bld fr labratry testing, inluding mplete bld 
unt (CBC) and agulatin studies.

Plae the lient n ntinuus xygen saturatin mnitring.

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Reprts was unable t ambulate this evening be-

ause f sharp hest pain that hurts wrse when taking a 

deep breath. States has been “belhing” sine dinner be-

ause f eating nins and peppers n a steak. Restless 

and anxius abut pain, but n aute nfusin. T = 100°F 

(37.8°C); HR = 104 BPM; RR = 20 bpm with dyspnea; BP = 

114/62 mm Hg; SpO2 = 90% n RA. Right THA inisin 

dry and intat withut redness. Right pedal pulse nnpal-

pable but deteted n Dppler; ft warm and nt swl-

len. Psterir tibial and ppliteal pulses +2 bilaterally. Able 

t ex bth feet equally; ap rell <3 sends.
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Rationale: e client most likely has PE with one or more emboli obstructing pul-
monary blood ow. To conrm this probable health problem, the client usually has a 
CTPA or helical CT. In some settings, magnetic resonance angiography (MRA) may be 
used instead of either CT scan procedure. As a result of PE, the client develops hypoxia 
with either normal breath sounds or adventitious sounds such as crackles and wheezes. 
erefore the nurse would place the client in a sitting (high-Fowler) position rather 
than a at supine position to facilitate breathing and would apply oxygen therapy and 
continuous pulse oximetry to monitor SpO2. If the PE is not treated or is large, car-
diac symptoms such as hypotension and tachycardia can occur owing to decreased tis-
sue perfusion. Electrocardiography changes such as transient T-wave and ST-segment 
changes can also occur, so the nurse ensures that the client has continuous cardiac mon-
itoring. Venous access is needed for administering drug therapy or uids as indicated. 
e client needs IV anticoagulant therapy if PE is conrmed to prevent the clot(s) from 
becoming larger. Laboratory testing to check her platelet count, serum creatinine, CBC, 
and coagulation studies provide a baseline before drug therapy is initiated. Increasing 
the dosage of her oral anticoagulant, apixaban, would not be eective in managing this 
potentially life-threatening condition because it does not act immediately or prevent a 
clot from becoming larger.

Test-Taking Strategy: To help you decide on possible actions to include in the client’s 
care, rst recall the pathophysiology of PE. is acute health problem causes respiratory 
and cardiovascular compromise, which can be potentially life-threatening. erefore, 
nursing interventions would be planned to provide respiratory and/or cardiovascular 
assessment data or support. Use the table to help decide which actions would be indi-
cated for this client:

Potential Nursing Action

Action Provides 
Respiratory 
Assessment Data or 
Support? Yes or No

Action Provides 
Cardiovascular 
Assessment Data or 
Support? Yes or No

Obtain venus aess. N Yes

Plae the lient in a at supine psitin. N N

Cnnet the lient t a ntinuus 
ardia mnitr.

N Yes

Prepare the lient fr mputed 
tmgraphy pulmnary angigraphy 
(CTPA).

Yes Yes

Apply xygen by NC r mask. Yes Yes

Inrease the lient’s ral apixaban 
dsage frm 5 mg t 10 mg.

N N

Draw bld fr labratry testing 
inluding CBC and agulatin studies.

N Yes

Plae the lient n ntinuus xygen 
saturatin mnitring.

Yes Yes

Once you review the table, select all of the nursing actions that provide assessment 
data regarding the status of the client’s cardiopulmonary system and/or support the 
function of the cardiopulmonary system to Generate Solutions.

CJ Cognitive Skill: Generate Solutions

Test-Taking
Strategy
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Rationale: Fondaparinux is a synthetic anticoagulant that increases the activity of anti-
thrombin to cause selective inhibition of factor Xa. Unlike heparin, this drug does not 
aect thrombin and therefore has no eect on prothrombin time or aPTT. However, it 
can lower platelet counts. Warfarin aects multiple vitamin K–dependent clotting fac-
tors in the liver. e drug’s eectiveness is measured by monitoring the INR. erefore 
the nurse would monitor the client’s platelets (for fondaparinux) and INR (for warfarin), 
but there is no need to monitor the aPTT. Both drugs can cause bleeding, and there-
fore the nurse would monitor the client for bleeding and excessive bruising. e client’s 
hematocrit would decrease if the client experiences internal bleeding and would also 
need to be monitored. Unlike heparin, the antidote for fondaparinux is not protamine 
sulfate, but vitamin K is the antidote for warfarin overdose. e nurse would ensure that 
vitamin K is readily available if needed.

Test-Taking Strategy: To correctly answer this test item, you’ll need to dierentiate 
fondaparinux from heparin, although both drugs are fast-acting anticoagulants used 
for DVT and PE and given parenterally to prevent clots from enlarging. Fondaparinux 
is administered as a xed dose, but IV heparin must be titrated based on the client’s lab 
values. Warfarin is an oral anticoagulant that works slowly in the liver and takes several 
days to begin its eectiveness. Both drugs that are ordered for the client can cause bleed-
ing. ere is no antidote for fondaparinux, but vitamin K is the antidote for warfarin. 
e remaining nursing actions are primarily focused on laboratory test monitoring. Use 
the table to help decide which lab tests are appropriate based on the mechanism of drug 
actions.

Test-Taking
Strategy

The nurse is assigned t are fr a 68-year-ld lient wh had a 
right THA 2 days ag. During shift assessment, the nurse du-
ments new nset f symptms inluding hest pain and dys-
pnea. Cmputed tmgraphy pulmnary angigraphy (CTPA) 
nrmed the diagnsis f a submassive PE. The rthpedi 
surgen enters the fllwing rders:

The nurse revises the plan of care for the client with conrmed di-
agnosis of PE. Click or place an X to specify nursing actions that are 
Indicated (appropriate or necessary) and those that are Contrain-

dicated (not useful and could be harmful) related to drug therapy 
for this client.

Potential Nursing Action Indicated Contraindicated

Mnitr the lient’s platelet 
unt.

☐

Mnitr the lient’s ativated 
partial thrmbplastin time 
(aPTT).

☐

Assess the lient fr bleeding 
r exessive bruising.

☐

Mnitr the lient’s interna-
tinal nrmalized rati (INR).

☐

Mnitr the lient’s 
hematrit.

☐

Chek fr availability 
f prtamine sulfate.

☐

Chek fr availability 
f phytnadine (vitamin K).

☐

Practice Question . Unfolding Case Study 

Nurses’ Notes Physician Orders Imaging Studies Lab Results

:
• Fondaparinux 7.5 mg subutaneusly ne daily
• Warfarin 5 mg orally once daily
• Supplemental oxygen per NC at 5 L/min
• Continuous pulse oximetry monitoring
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Laboratory Test

Appropriate to Monitor 
When Client Receives 
Fondaparinux? Yes or No

Appropriate to Monitor 
When Client Receives 
Warfarin? Yes or No?

aPTT N N

Prthrmbin time N Yes

INR N Yes

Hematrit Yes Yes

Platelet unt Yes N

Review the table to determine which lab tests are appropriate to monitor for each of 
the two drugs and select those lab tests that match the choices provided in the test item 
to measure Take Action.

CJ Cognitive Skill: Take Action

Rationale: e client was treated for PE on the second postoperative day while recov-
ering from hip surgery 6 weeks ago. At that time, the client was able to ambulate with 
assistance and a walker, and likely needed help with selected ADLs. Today the client is 
independent in both ADLs and ambulation and has progressed from walking with a 
walker to walking with a cane, which provides less support for the client. e client does 
not currently have chest pain or dyspnea, and the SpO2 has increased from 90% to 95%. 
e desired SpO2 is 95% or greater for adults without chronic pulmonary problems. 

A 68-year-ld lient wh had a right THA is returning t the r-
thpedi surgen’s e fr a 6-week fllw-up visit. While in 
the hspital revering frm surgery, the lient experiened a PE, 
whih was suessfully treated. Tday the e nurse nduts 
a brief assessment befre the lient is examined by the surgen 
and duments the fllwing nte.

Based on the nurse’s brief assessment, which ndings indicate that 
the client is improving or progressing? Select all that apply.

N new reprt f shrtness f breath r hest pain

Hip inisin healed with hairline sar

SpO2 f 95% n RA

☐ Right arm badly bruised

Reent weight lss f 27 lb

☐ Left hip is beming mre painful

Walking independently with ane

Perfrming ADLs withut assistane

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Imaging Studies Lab Results

: Walking independently with a ane with full weight 

bearing; states is able t perfrm ADLs withut assistane. 

Right hip inisin healed with hairline sar and slight dis-

tal bruising. Taking warfarin as presribed and fllwing 

up n INR testing, but depends mstly n family friends  

fr transprtatin t the lab. Right arm badly bruised but 

reprts n ther bleeding. T = 97.9°F (36.6°C); HR = 86 

BPM; RR = 18 bpm; BP = 126/74 mm Hg; SpO2 = 95% 

n RA. N adventitius breath sunds; n new reprt f 

shrtness f breath r hest pain. States a lss f 27 lb 

sine hspitalizatin as part f a new weight lss prgram. 

Als reprts that left nnsurgial hip is inreasingly painful 

and may sn need t be replaed.
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e client’s incision has healed normally with minimal bruising or scarring, which is a 
desired outcome. However, the client’s right arm is badly bruised, which is an adverse 
eect of warfarin therapy. When admitted for hip arthroplasty, the client’s BMI was 30.1, 
indicating that the client was obese. Obesity likely contributed to hip arthritis and PE. 
e increased pain in the client’s le hip demonstrates that the arthritis is worsening 
rather than improving. Aer discharge, the client apparently entered a new weight loss 
program and has already lost 27 lb in about 6 weeks. is weight loss will help the client 
continue to become more mobile, decrease le hip pain, and place the client at less risk 
for additional medical complications.

Test-Taking Strategy: To correctly answer this test item, you’ll need to compare the 
client assessment ndings in the most recent Nurses’ Notes with those documented in 
the hospital Nurses’ Notes. Use a table like the one shown here to make this comparison, 
and then determine if the most current ndings show improvement in the client’s condi-
tion, in order to Evaluate Outcomes.

Client Finding During 
Hospitalization Current Client Finding

Client Condition 
Improving or 
Progressing? Yes 
or No

Aute nset f dyspnea and hest 
pain

N new reprt f shrtness 
f breath r hest pain

Yes

Inisin nly a few days ld and 
likely nt healed

Hip inisin healed with 
hairline sar

Yes

Oxygen saturatin f 90% n RA SpO2 f 95% n RA Yes

N nted arm bruising Right arm badly bruised N

Weight nt nted but lient bese 
as evidened by BMI ver 30

Reent weight lss f 27 lb Yes

Right hip pain was wrse than 
left and was therefre replaed 
rst during THA

Left hip is beming mre 
painful

N

Ambulated with walker 4 times a 
day until nset f hest pain and 
dyspnea

Walking independently with 
ane

Yes

Was reeiving drug therapy t 
manage pain and likely needed 
assistane with seleted ADLs 
suh as dressing r bathing lwer 
extremities

Perfrming ADLs withut 
assistane

Yes

To answer the test item, review the table and select all of the ndings for which you 
indicated “yes” for improvement in the client’s condition in the right column.

CJ Cognitive Skill: Evaluate Outcomes

Test-Taking
Strategy



A 64-year-ld lient presents t the ED and reprts a 2-week his-
try f fever and hills, nausea and abdminal pain, sre thrat, 
ugh, fatigue and lethargy, and musle ahes. An initial nursing 
assessment reveals the fllwing:

: The nurse reviews the reent labratry and diagnsti test 
results, whih inlude the fllwing:

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Lab Tests Diagnostic Tests

: Histry f diabetes type 1, hypertensin, hyperlipidem-

ia, hypthyridism. Denies hest pain r shrtness f breath. 

Nnprdutive ugh, arse rakles heard in lwer lbes 

bilaterally. Bld gluse levels have been well ntrlled, 

but this mrning the lient reprts a level f 375 mg/dL (20.8 

mml/L), prmpting the visit t the ED. States reent gly-

ated hemglbin (A1) level dne 2 mnths ag was 7.0%. 

Unable t eat and reprts stpping mediatins 3 days ag 

beause f the nausea and abdminal pain. States has had 

inreased urinatin despite the inability t tlerate fd r 

uids. Reprts weakness and musle ahes and being n-

ned t bed fr the past 3 weeks. Fruity breath dr nted. 

POC gluse 400 mg/dL (22.2 mml/L).

VS: T = 100.4°F (38.0°C); HR = 96 BPM; RR = 24 bpm; BP 

= 142/90 mm Hg; SpO2 = 91% n RA.

Weight 175 lb (79.37 kg), height 5 feet 9 inhes (stated).

Vided: 250 mL.

Medications:
Levthyrxine 125 mg ral daily
Lisinpril 2.5 mg ral daily
Simvastatin 20 mg ral daily
Insulin glargine 28 units subutaneus daily
Semaglutide 1 mg subutaneus weekly

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Laboratory 
Test Results

Normal 
Reference Range

Gluse 440 mg/dL (24.4 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Ketnes 86.4 mg/dL 
(4.8 mml/L) H

<0 mg/dL 
(0.0–0.27 mml/L)

White bld 
ells (WBCs)

9900/mm3

(6.3 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Bld urea nit-
rgen (BUN)

22 mg/dL (9.0 
mml/L) H

10-20 mg/dL 
(2.9–8.2 mml/L)

Creatinine 
(Cr)

1.0 mg/dL (88.3 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Ptassium (K) 5.9 mEq/L (5.9 
mml/L) H

3.5-5.0 mEq/L 
(3.5–5.1 mml/L)

Sdium (Na) 150 mEq/L (150 
mml/L) H

136-145 mEq/L 
(136–145 mml/L)

Thyrid-
stimulating 
hrmne (TSH)

4.0 mIU/mL 
(4.0 mIU/L)

2-10 mIU/mL 
(0.4–4.8 mIU/L)

D-dimer 15 mg/mL 
(112.5 nml/L) H

<250 ng/mL r <0.4 
mg/mL (<3 nml/L)

Creatine 
kinase (CK)

140 U/L (150.5 
U/L)

20–200 U/L 
(20–215 U/L)

C-reative 
prtein (CRP)

10.2 mg/dL 
(102 mg/L) H

<1 mg/dL (<10.0 
mg/L)

Trpnin I 0.01 ng/mL 
(0.17 mg/L)

<0.03 ng/mL (<0.35 
mg/L)

Bld ulture Pending N grwth

Urinalysis
WBCs
Ketnes

0 (0)
Psitive H

0–4 lw-pwer eld
Nne

Urine ulture Pending N grwth

Arterial bld 
gases (ABGs)

pH 7.30 L
Pco2 27 mm Hg L

HCO3 14 
mEq/L L
Po2 85 mm Hg

pH 7.35–7.45 (7.35–7.45)
Pco2 35–45 mm Hg 
(35–45 mm Hg)
HCO3 21–28 mEq/L 
(23–29 mEq/L)
Po2 80–100 mm Hg 
(80–100 mm Hg)

SARS-CV-2 
PCR

Psitive Negative

Unfolding Case Study 3

CJ Cognitive Skill: Medical-Surgical Nursing
Priority Concept: Glucose Regulation
Reference(s): Ignatavicius et al., 2021, pp. 226, 568–570, 721, 1250, 1292–1298; Pagana 

et al., 2021, pp. 104, 157, 302, 304, 307, 325, 464, 721, 824, 877, 901, 933, 973; Pagana 
et al., 2019, pp. 121,199, 201, 205, 217, 269, 420, 479, 500, 531, 534, 549, 824, 991; 
Centers for Disease Control and Prevention (CDC), 2021; National Institutes of 
Health (NIH), 2021
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Rationale: DKA is a complication of DM and is characterized by uncontrolled hyper-
glycemia, metabolic acidosis, and increased production of ketones. is condition 
results from the combination of insulin deciency and an increase in hormone release 
that leads to increased liver and kidney glucose production. e most common precip-
itating factor for DKA is infection. Other precipitating factors include an inadequate 
insulin dose. COVID-19 is a viral infection, and this client demonstrates manifesta-
tions of COVID in addition to a positive test for the virus. is is one of the client’s 
precipitating factors for DKA. e client also reports being unable to eat and stopping 
medications 3 days ago because of the nausea and abdominal pain and inability to tol-
erate food or uids. is lack of insulin is also a precipitating factor for DKA. DKA is 
a life-threatening complication of DM. e nurse needs to recognize manifestations of 
this event early so that interventions can be performed immediately. Classic symptoms 
of DKA include hyperglycemia, polyuria, polydipsia, polyphagia, a rotting citrus fruit 
odor to the breath, nausea or vomiting, abdominal pain, dehydration, weakness, and 
confusion. Shock and coma can result. From the laboratory tests listed in the options, 
the nurse would be most concerned with the glucose, D-dimer, potassium, and ABG 
results. e glucose level is extremely elevated at 440 mg/dL (24.4 mmol/L), which is 
signicant, indicating hyperglycemia. is result along with the serum and urinary 
ketone results is an additional indication of DKA. Arterial blood gas results also indi-
cate metabolic acidosis, another indication of DKA. e pH is low and the HCO3 is 
low—other indicators of DKA. e potassium level is elevated, and although this will 
return to normal once treatment begins, it is an immediate concern because of the risk 
associated with life-threatening dysrhythmias when the potassium level is outside of 
the normal range. Coagulopathy and thromboembolism are complications of COVID. 
e D-dimer is a test that helps to conrm coagulopathy; because this level is elevated, 
it is an immediate concern because of the risk for thromboembolism. e A1c is 7%; 
although a value of <7% indicates good diabetic control, the test is a long-term index 
of the client’s average glucose level and is not an immediate concern. e sodium (Na+) 
level is elevated, and although this is an abnormal value, it is not of immediate con-
cern. is increase is expected because of the dehydration that occurs with illness. 
Once treatment begins and hydration is provided, the Na+ level will likely return to 
a normal level. e slightly elevated BUN is expected because of the dehydration and 
is not an indication of renal involvement, especially as the Cr is normal and there are 
no other manifestations of kidney injury. e C-reactive protein is elevated; this is a 
nding that is noted in the client with COVID owing to the infection and inamma-
tion that occur. Elevated levels also occur in the client with hypertension, metabolic 
syndrome, or DM.

Practice Question . Unfolding Case Study —cont’d

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Diagnostic Test Results

Chest x-ray Bilateral pulmnary inltrates 
mpatible with COVID-19 
pneumnitis

ECG NSR

Which four laboratory ndings require immediate follow-up?
☐ A1
☐ BUN
☐ Sdium

Gluse
D-dimer
Ptassium

☐ C-reative prtein
Arterial bld gases
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Test-Taking Strategy: First, note that this question is asking for the laboratory results 
that require immediate follow-up by the nurse. is indicates that there may be other 
results that are abnormal but not of immediate concern. Remember to rst iden-
tify normal/usual or abnormal but expected results. ese results would not require 
immediate follow-up by the nurse. Next, identify abnormal/not expected results to 
determine which results require immediate follow-up by the nurse. e laboratory 
results in the medical record can be categorized as shown in the table to help Recog-
nize Cues.

Laboratory Results

Normal/Usual 
or Abnormal/
Expected Not 
Requiring 
Immediate 
Follow-up

Abnormal/
Not Expected 
Requiring 
Immediate 
Follow-up

Acute or Chronic 
Safety Implication 
if Not Addressed 
Immediately/Requires 
Immediate Follow-up? 
Yes or No

A1 7.0% H ☐ Chrni
N

BUN ☐ Aute
N

Sdium 150 mEq/L 
(150 mml/L) H

☐ Aute
N

Gluse 440 mg/dL 
(24.4 mml/L) H

☐ Aute/Chrni
Yes

D-dimer 15 mg/mL 
(112.5 nml/L) H

☐ Aute
Yes

Ptassium 5.9 mEq/L 
(5.9 mml/L) H

☐ Aute
Yes

CRP ☐ Aute
N

Arterial bld gases
pH 7.30 L
Pco2 27 mm Hg L
HCO3 14 mEq/L L
Po2 85 mm Hg

☐ Aute
Yes

Note that the question asks you to select the four options requiring immediate fol-
low-up. Of all the options, the four options that are most concerning are the glucose, 
D-dimer, potassium, and arterial blood gas levels. ese results could have immediate 
safety implications and acute ndings and therefore need to be addressed immediately. 
e other results, although they could be relevant in some way to the acute condition 
or be abnormal, do not require immediate follow-up and could be safely addressed at a 
later time. ey may also be related to a chronic condition and therefore do not require 
immediate follow-up.

CJ Cognitive Skill: Recognize Cues

Test-Taking
Strategy



Answers to Practice Questions 247

A 64-year-ld lient presents t the ED and reprts a 2-week his-
try f fever and hills, nausea and abdminal pain, sre thrat, 
ugh, fatigue and lethargy, and musle ahes. An initial nursing 
assessment reveals the fllwing:

: The nurse reviews the reent labratry and diagnsti test 
results, whih inlude the fllwing:

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Lab Tests Diagnostic Tests

: Histry f diabetes type 1, hypertensin, hyperlipi-

demia, hypthyridism. Denies hest pain r shrtness 

f breath. Nnprdutive ugh, arse rakles heard 

in lwer lbes bilaterally. Bld gluse levels have been 

well ntrlled, but this mrning the lient reprts a level 

f 375 mg/dL (20.8 mml/L), prmpting the visit t the 

ED. States reent glyated hemglbin (A1) level dne 2 

mnths ag was 7.0%. Unable t eat and reprts stpping 

mediatins 3 days ag beause f the nausea and ab-

dminal pain. States has had inreased urinatin despite 

the inability t tlerate fd r uids. Reprts weakness 

and musle ahes and being nned t bed fr the past 

3 weeks. Fruity breath dr nted. POC gluse 400 mg/

dL (22.2 mml/L).

VS: T = 100.4°F (38.0°C); HR = 96 BPM; RR = 24 bpm; BP 

= 142/90 mm Hg; SpO2 = 91% n RA.

Weight 175 lb (79.37 kg), height 5 feet 9 inhes (stated).

Vided: 250 mL.

Medications:
Levthyrxine 125 mg ral daily
Lisinpril 2.5 mg ral daily
Simvastatin 20 mg ral daily
Insulin glargine 28 units subutaneus daily
Semaglutide 1 mg subutaneus weekly

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Laboratory 
Test Results

Normal 
Reference Range

Gluse 440 mg/dL (24.4 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Ketnes 86.4 mg/dL 
(4.8 mml/L) H

<0 mg/dL (0.0–0.27 
mml/L)

White bld 
ells (WBCs)

9900/mm3

(6.3 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (9.0 
mml/L) H

10–20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL 
(88.3 mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Ptassium (K) 5.9 mEq/L (5.9 
mml/L) H

3.5–5.0 mEq/L 
(3.5–5.1 mml/L)

Sdium (Na) 150 mEq/L (150 
mml/L) H

136–145 mEq/L 
(136–145 mml/L)

Thyrid-
stimulating 
hrmne (TSH)

4.0 mIU/mL 
(4.0 mIU/L)

2–10 mIU/mL 
(0.4–4.8 mIU/L)

D-dimer 15 mg/mL 
(112.5 nml/L) H

<250 ng/mL r <0.4 
mg/mL (<3 nml/L)

Creatine kinase 
(CK)

140 U/L 
(150.5 U/L)

20–200 U/L 
(20–215 U/L)

C-reative 
prtein (CRP)

10.2 mg/dL 
(102 mg/L) H

<1 mg/dL 
(<10.0 mg/L)

Trpnin I 0.01 ng/mL 
(0.17 mg/L)

<0.03 ng/mL 
(<0.35 mg/L)

Bld ulture Pending N grwth

Urinalysis
WBCs
Ketnes

0 (0)
Psitive H

0–4 lw-pwer eld
Nne

Urine ulture Pending N grwth

Arterial bld 
gases (ABGs)

pH 7.30 L
Pco2 27 mm Hg L

HCO3 14 mEq/L L

Po2 85 mm Hg

pH 7.35–7.45 (7.35–7.45)
Pco2 35–45 mm Hg 
(35–45 mm Hg)
HCO3 21–28 mEq/L 
(23–29 mEq/L)
Po2 80–100 mm Hg 
(80–100 mm Hg)

SARS-CV-2 PCR Psitive Negative

Continued
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Practice Question . Unfolding Case Study —cont’d

For each client nding below, click or check to specify if the nding 
is consistent with the disease process of DKA or COVID-19. Each 
nding may support more than one disease process.

Client Findings DKA COVID-

Fever and hills ☐

Nausea

Abdminal pain

Inreased urinatin ☐

Cugh ☐

Lung rakles ☐

High C-reative prtein level

High gluse level ☐

Abnrmal ABGs ☐

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Diagnostic Test Results

Chest x-ray Bilateral pulmnary inltrates 
mpatible with COVID-19 
pneumnitis

ECG NSR

Rationale: e signs and symptoms of COVID-19 that present at illness onset vary, 
but over the course of the disease, most individuals experience fever and chills, cough, 
shortness of breath or diculty breathing, fatigue, muscle or body aches, headache, 
new loss of taste or smell, sore throat, congestion or a runny nose, nausea or vomit-
ing, abdominal pain, and diarrhea. Fine or coarse crackles are heard in the lungs, and 
a chest x-ray reveals pulmonary inltrates characteristic of COVID-19 pneumonitis. In 
addition to a positive SARS-CoV-2 PCR test, other ndings include, depending on the 
severity of the disease, lymphopenia, neutropenia, elevated liver enzyme levels, high 
CRP, high ferritin levels, and elevated D-dimer levels. Respiratory failure is a concern 
in COVID. If the client’s condition deteriorates, ABGs would show values indicative 
of respiratory acidosis. e ABG values for this client are not indicative of respiratory 
acidosis. Classic symptoms of DKA include hyperglycemia, polyuria, polydipsia, poly-
phagia, a fruity odor to the breath, nausea or vomiting, abdominal pain, dehydration, 
weakness, and confusion. An elevated C-reactive protein is a normal nding in DM. 
Arterial blood gas results also indicate metabolic acidosis.

Test-Taking Strategy: Considering the two conditions, DKA and COVID, think about 
the pathophysiology that occurs with each of these conditions. e client’s ndings in 
the medical record can be categorized, as shown in the table, to help Analyze Cues.
Remember that with Analyze Cues, you are thinking about what could be happening to 
the client based on the information in the clinical scenario.

Test-Taking
Strategy
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Client Finding Pathophysiology

Fever and hills: COVID-19 COVID-19: Immune respnse related t infetius 
press

Nausea: Bth DKA: Metabli dempensatin
COVID-19: Virus in GI trat

Abdminal pain: Bth DKA: Metabli dempensatin
COVID-19: Virus in GI trat

Inreased urinatin: DKA DKA: Kidneys remve exess gluse, and water is 
exreted alng with the gluse

Cugh: COVID-19 COVID-19: Cugh as a mpensatry mehanism 
t respiratry injury and infetin

Lung rakles: COVID-19 COVID-19: Fluid develps as part f the immune 
respnse and mpensatry mehanism t 
respiratry injury and infetin

C-reative prtein level: Bth DKA: Inammatin frm metabli imbalane
COVID-19: Inammatin frm infetius 
press

Gluse level: DKA DKA: Insulin deieny leading t hyperglyemia

ABG levels: DKA DKA: Buildup f ketne bdies when diabetes is 
unntrlled

Think about DKA primarily as a metabolic process and COVID-19 primarily as 
a respiratory process. Remember that absolute insulin deficiency is the main cause 
of DKA. Recall that metabolic decompensation and acidosis occur, causing a num-
ber of signs and symptoms including nausea, abdominal pain, increased urination, 
inflammation, and elevated glucose levels. With COVID-19, remember that respi-
ratory infection and subsequent injury is the main manifestation; however, other 
bodily processes are also affected. Fever and chills, nausea, abdominal pain, cough, 
lung crackles, and elevated CRP are all common possible findings associated with 
COVID-19. Thinking about the pathophysiology of each condition and consider-
ing all of the data available to you will help you Analyze Cues and direct you to the 
correct options.

CJ Cognitive Skill: Analyze Cues
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A 64-year-ld lient presents t the ED and reprts a 2-week his-
try f fever and hills, nausea and abdminal pain, sre thrat, 
ugh, fatigue and lethargy, and musle ahes. An initial nursing 
assessment reveals the fllwing:

: The nurse reviews the reent labratry and diagnsti test 
results, whih inlude the fllwing:

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Lab Tests Diagnostic Tests

: Histry f diabetes type 1, hypertensin, hyperlipi-

demia, hypthyridism. Denies hest pain r shrtness 

f breath. Nnprdutive ugh, arse rakles heard 

in lwer lbes bilaterally. Bld gluse levels have been 

well ntrlled, but this mrning the lient reprts a level 

f 375 mg/dL (20.8 mml/L), prmpting the visit t the 

ED. States reent glyated hemglbin (A1) level dne 2 

mnths ag was 7.0%. Unable t eat and reprts stpping 

mediatins 3 days ag beause f the nausea and ab-

dminal pain. States has had inreased urinatin despite 

the inability t tlerate fd r uids. Reprts weakness 

and musle ahes and being nned t bed fr the past 

3 weeks. Fruity breath dr nted. POC gluse 400 mg/

dL (22.2 mml/L).

VS: T = 100.4°F (38.0°C); HR = 96 BPM; RR = 24 bpm; BP 

= 142/90 mm Hg; SpO2 = 91% n RA.

Weight 175 lb (79.37 kg), height 5 feet 9 inhes (stated).

Vided: 250 mL.

Medications:
Levthyrxine 125 mg ral daily
Lisinpril 2.5 mg ral daily
Simvastatin 20 mg ral daily
Insulin glargine 28 units subutaneus daily
Semaglutide 1 mg subutaneus weekly

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Laboratory 
Test Results

Normal 
Reference Range

Gluse 440 mg/dL 
(24.4 mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Ketnes 86.4 mg/dL 
(4.8 mml/L) H

<0 mg/dL (0.0–0.27 
mml/L)

White bld ells 
(WBCs)

9900/mm3

(6.3 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (9.0 
mml/L) H

10-20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL (88.3 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Ptassium (K) 5.9 mEq/L (5.9 
mml/L) H

3.5-5.0 mEq/L 
(3.5–5.1 mml/L)

Sdium (Na) 150 mEq/L (150 
mml/L) H

136-145 mEq/L 
(136–145 mml/L)

Thyrid-
stimulating 
hrmne (TSH)

4.0 mIU/mL 
(4.0 mIU/L)

2-10 mIU/mL 
(0.4–4.8 mIU/L)

D-dimer 15 mg/mL 
(112.5 nml/L) H

<250 ng/mL r <0.4 
mg/mL (<3 nml/L)

Creatine kinase 
(CK)

140 U/L 
(150.5 U/L)

20–200 U/L (20–215 
U/L)

C-reative prtein 
(CRP)

10.2 mg/dL 
(102 mg/L) H

<1 mg/dL (<10.0 
mg/L)

Trpnin I 0.01 ng/mL 
(0.17 mg/L)

<0.03 ng/mL (<0.35 
mg/L)

Bld ulture Pending N grwth

Urinalysis
WBCs
Ketnes

0 (0)
Psitive H

0–4 lw-pwer eld
Nne

Urine ulture Pending N grwth

Arterial bld 
gases (ABGs)

pH 7.30 L

Pco2 27 mm 
Hg L
HCO3 14 
mEq/L L

Po2 85 mm Hg

pH 7.35–7.45 
(7.35–7.45)
Pco2 35–45 mm Hg 
(35–45 mm Hg)
HCO3 21–28 mEq/L 
(23–29 mEq/L)

Po2 80–100 mm Hg 
(80–100 mm Hg)

SARS-CV-2 PCR Psitive Negative



Rationale: rombus formation has been associated with stasis of blood, endothelial injury, 
and/or hypercoagulability, known as the Virchow triad. Immobility is one condition that 
can promote thrombus formation. COVID-19 can cause severe inammation, which can 
trigger alteration of the clotting mechanism. Older adults and those individuals who have 
underlying medical conditions such as heart or lung disease or diabetes seem to be at higher 
risk for developing more serious complications from COVID-19 illness. In severe cases of 
COVID-19, these individuals may develop abnormal blood clots—from PE in the lungs and 
DVT in the legs to clots that lead to strokes or heart attacks. is client is at highest risk 
for developing thromboembolism because of the report of immobility for the last 3 weeks 
and the elevated D-dimer level. e client is experiencing chills and has a temperature of 
100.4°F (38.0°C). However, it is unlikely for the client to experience seizures related to this 
temperature reading; seizures are most likely to occur with a sustained high fever. ere is 
no evidence of renal injury. Although the BUN level is elevated, this elevation is most likely 
due to the dehydration that occurs in DKA. In addition, the Cr is normal. Myxedema coma, 
sometimes called hypothyroid crisis, is a serious complication of untreated or poorly treated 
hypothyroidism. is client has a history of hypothyroidism, but the TSH level is within a 
normal reference range, indicating that the condition is controlled. ere is no evidence of 
respiratory failure. Although the client has lung crackles bilaterally and the chest x-ray shows 
pneumonitis, the client is not experiencing diculty breathing or shortness of breath. e 
ABGs show evidence of metabolic acidosis and not a respiratory condition.

Test-Taking Strategy: Note the strategic word highest in this question. e ability to use 
judgment and prioritize potential complications and associated evidence is needed in 
order to Prioritize Hypotheses. Considering the possible complications in the context of 
the clinical scenario and deciding which denitive evidence would support and apply to 
each complication listed can direct you to the correct options. Using a thinking process 
as illustrated in the table may help you Prioritize Hypotheses

Potential Complication
Def initive Evidence/Supportive or Not Supportive of 
Complication?

Seizures Fever, hills; nt supprtive

Aute renal injury BUN, Cr nrmal; nt supprtive

Myxedema ma Histry f hypthyridism, TSH level is nrmal; nt supprtive

Respiratry failure Lung rakles, hest x-ray result; nt supprtive

Thrmbemblism D-dimer level, immbility; supprtive: D-dimer level is highly 
suggestive f this risk, and immbility is a majr risk fatr

Remember that in order to Prioritize Hypotheses, you need to decide on the potential 
complication that is of highest priority rst, and then decide on the denitive evidence 
that is supportive of the complication. For each condition, there are risk factors pres-
ent, but the only option that has denitive evidence of risk is thromboembolism, with 
an elevated D-dimer level and immobility as a major risk factor for this complication.

CJ Cognitive Skill: Prioritize Hypotheses

Test-Taking
Strategy

Practice Question . Unfolding Case Study —cont’d

Complete the following sentence by choosing from the lists of options 
provided.

Options for  Options for  Options for 

Seizures BUN Chills

Aute renal injury Fever Creatinine levels

Myxedema ma D-dimer level Chest x-ray result

Respiratry failure Lung rakles TSH level

Thrmbemblism Histry f hypthyridism Immbility

tasitneilcehT highest gnipolevedrofksir ,

ybdecnedivesa dna .

Diagnostic Test Results

Chest x-ray Bilateral pulmnary inltrates m-
patible with COVID-19 pneumnitis

ECG NSR

Health History Nurses’ Notes Lab Tests Diagnostic Tests
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: The ED physiian duments rders fr the lient and the 
nurse is planning are. The nurse reheks VS and btains a POC 
gluse reading. VS: T = 100.4°F (38.0°C); HR = 98 BPM; RR = 24 
bpm; BP = 146/92 mm Hg; SpO2 = 89% n RA. POC gluse read-
ing is 500 mg/dL (27.7 mml/L). The lient is alert but lethargi 
yet arusable. Viding 200 mL/hr. Dry ugh. N shrtness f 
breath. Carse rakles heard in lwer lbes bilaterally. Hspital 
admissin is planned.

: The nurse reviews the reent labratry and diagnsti test 
results, whih inlude the fllwing:

Practice Question . Unfolding Case Study 

Health History Nurses’ Notes Lab Tests Diagnostic Tests

: Histry f diabetes type 1, hypertensin, hyperlipi-

demia, hypthyridism. Denies hest pain r shrtness 

f breath. Nnprdutive ugh, arse rakles heard 

in lwer lbes bilaterally. Bld gluse levels have been 

well ntrlled, but this mrning the lient reprts a level 

f 375 mg/dL (20.8 mml/L), prmpting the visit t the 

ED. States reent glyated hemglbin (A1) level dne 2 

mnths ag was 7.0%. Unable t eat and reprts stpping 

mediatins 3 days ag beause f the nausea and ab-

dminal pain. States has had inreased urinatin despite 

the inability t tlerate fd r uids. Reprts weakness 

and musle ahes and being nned t bed fr the past 

3 weeks. Fruity breath dr nted. POC gluse 400 mg/

dL (22.2 mml/L).

VS: T = 100.4°F (38.0°C); HR = 96 BPM; RR = 24 bpm; BP 

= 142/90 mm Hg; SpO2 = 91% n RA.

Weight 175 lb (79.37 kg), height 5 feet 9 inhes (stated).

Vided: 250 mL.

Medications:
Levthyrxine 125 mg ral daily
Lisinpril 2.5 mg ral daily
Simvastatin 20 mg ral daily
Insulin glargine 28 units subutaneus daily
Semaglutide 1 mg subutaneus weekly

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Laboratory Test Results
Normal 
Reference Range

Gluse 440 mg/dL 
(24.4 mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Ketnes 86.4 mg/dL 
(4.8 mml/L) H

<0 mg/dL (0.0–0.27 
mml/L)

White bld ells 
(WBCs)

9900/mm3

(6.3 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (9.0 
mml/L) H

10-20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL (88.3 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Ptassium (K) 5.9 mEq/L (5.9 
mml/L) H

3.5-5.0 mEq/L 
(3.5–5.1 mml/L)

Sdium (Na) 150 mEq/L (150 
mml/L) H

136-145 mEq/L 
(136–145 mml/L)

Thyrid-stimulating 
hrmne (TSH)

4.0 mIU/mL 
(4.0 mIU/L)

2-10 mIU/mL 
(0.4–4.8 mIU/L)

D-dimer 15 mg/mL 
(112.5 nml/L) H

<250 ng/mL r <0.4 
mg/mL (<3 nml/L)

Creatine kinase 
(CK)

140 U/L 
(150.5 U/L)

20–200 U/L (20–215 
U/L)

C-reative prtein 
(CRP)

10.2 mg/dL 
(102 mg/L) H

<1 mg/dL (<10.0 
mg/L)

Trpnin I 0.01 ng/mL 
(0.17 mg/L)

<0.03 ng/mL (<0.35 
mg/L)

Bld ulture Pending N grwth

Urinalysis
WBCs
Ketnes

0 (0)
Psitive H

0–4 lw-pwer eld
Nne

Urine ulture Pending N grwth

Arterial bld 
gases (ABGs)

pH 7.30 L

Pco2 27 mm 
Hg L
HCO3 14 
mEq/L L

Po2 85 mm Hg

pH 7.35–7.45 
(7.35–7.45)
Pco2 35–45 mm Hg 
(35–45 mm Hg)
HCO3 21–28 mEq/L 
(23–29 mEq/L)

Po2 80–100 mm Hg 
(80–100 mm Hg)

SARS-CV-2 PCR Psitive Negative
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Rationale: DKA is a complication of DM and is characterized by hyperglycemia, meta-
bolic acidosis, and increased production of ketones. e hyperglycemia leads to osmotic 
diuresis and electrolyte loss. Fluid therapy and the administration of regular insulin are 
needed to treat this condition. e rst outcome of uid therapy is to restore blood vol-
ume and maintain perfusion to vital organs. Dehydration will be treated with IV infu-
sions of 0.9% or 0.45% normal saline as prescribed. Hyperglycemia will be treated with 
regular insulin as prescribed. An IV bolus dose of regular insulin is prescribed, followed 
by a continuous infusion of regular insulin mixed in 0.9% or 0.45% normal saline. Insu-
lin glargine is a long-acting insulin that works slowly over 24 hours. us it is not helpful 
in treating DKA when blood glucose levels are critically high and need to be lowered. 
When treating DKA, the electrolyte levels are monitored closely. is client’s potassium 
level is 5.9 mEq/L (5.9 mmol/L), which is elevated above the normal reference range, so 
administering potassium would be contraindicated at this time. In addition, continu-
ous cardiac monitoring is necessary because of the risk of dysrhythmias associated with 
an elevated potassium level. is client also tests positive for COVID-19 and exhib-
its signs of the viral infection. Although the client has no shortness of breath or dif-
culty breathing, the SpO2 reading is 89% on RA, which warrants the need for oxygen. 
COVID-19 is a viral infection; therefore there is no need for ceriaxone, an antibiotic 
that treats bacterial infections. An antibiotic is not helpful and could actually be harm-
ful in treating a viral infection because of its eect on the immune system, and could 
lead to a superinfection. Although the blood culture is pending, there is no evidence of 
bacterial infection warranting the use of an antibiotic. Older adults and those individu-
als who have underlying medical conditions such as diabetes seem to be at higher risk 
for developing more serious complications from COVID-19 illness. In severe cases of 
COVID-19, these individuals may develop abnormal blood clots. is client is at high 
risk for developing VTE because of the report of immobility for the last 3 weeks and the 
elevated D-dimer level. erefore prophylaxis with enoxaparin, a low-molecular-weight 
anticoagulant, is warranted. Tocilizumab, a monoclonal antibody, is currently used to 
treat hospitalized clients with COVID-19 who show signs of inammation and experi-
ence hypoxemia. is client has an elevated C-reactive protein, indicating the presence 
of inammation, and an SpO2 of 89% on RA. Dexamethasone, a corticosteroid, may also 
be prescribed to treat inammation and reduce mortality in COVID.

Practice Question . Unfolding Case Study —cont’d

Click or check to indicate whether each potential intervention listed be-
low is either Anticipated (appropriate or necessary) or Contraindicated
(could be harmful)/Not Helpful for the client’s plan of care at this time.

Potential Intervention Anticipated
Contraindicated/
Not Helpful

O2 per NC ☐

0.45% nrmal saline infusin ☐

Insulin glargine blus ☐

Cntinuus infusin f regular 
insulin diluted in nrmal saline

☐

IV ptassium ☐

Cntinuus ardia mnitring ☐

Enxaparin subutaneusly 
daily

☐

Tilizumab and 
dexamethasne

☐

Ceftriaxne ☐

Health History Nurses’ Notes Lab Tests Diagnostic Tests

Diagnostic Test Results

Chest x-ray Bilateral pulmnary inltrates 
mpatible with COVID-19 pneumnitis

ECG NSR



Answers to Practice Questions254

Test-Taking Strategy: Note that the question is asking for potential interventions that 
are either anticipated or contraindicated/not helpful to the client with DKA complicated 
by COVID-19 infection. ink about the clinical scenario and what each of the listed 
interventions would do for this client. Look at each option provided, and think about 
the potential eect of that information and how that relates to promoting safe client 
care. Organize your thought process as illustrated in the table.

Intervention Potential Effect
Promotes/Inhibits 
Safety/Neither

O2 per NC Treat hypxemia related t respiratry 
infetin

Prmtes

0.45% nrmal saline 
infusin

Hyptni, des nt add t the gluse 
lad; administered with regular IV 
insulin

Prmtes

Insulin glargine blus Lng-ating insulin, nt useful in 
treating autely elevated bld gluse 
levels

Inhibits

Cntinuus infusin 
f regular insulin diluted 
in nrmal saline

Treat elevated bld gluse levels 
assiated with DKA

Prmtes

IV ptassium Currently hyperkalemi Inhibits

Cntinuus ardia 
mnitring

Help detet mpliatins f nditin 
and need fr treatment

Prmtes

Enxaparin 
subutaneusly daily

Help prevent VTE Prmtes

Tilizumab and 
dexamethasne

Treat inammatin assiated with 
COVID-19 infetin

Prmtes

Ceftriaxne Antibiti: nt neessary beause 
infetin is viral; may ntribute t 
superinfetin risk

Inhibits

Consider the rationale behind each of the actions in the context of whether it would 
promote or inhibit safety, or if the action would not make a dierence either way. Each 
intervention that you categorize as promoting safety should be an anticipated action, 
whereas the interventions categorized as inhibiting safety or doing neither would be 
chosen as contraindicated or not helpful actions. Remember that in order to Generate 

Solutions, you need think about expected outcomes and use your hypotheses to dene a 
set of interventions that will enable the client to achieve the expected outcomes.

CJ Cognitive Skill: Generate Solutions

Test-Taking
Strategy
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Rationale: During treatment for DKA, it is critical for the nurse to monitor the uid 
and electrolyte status of the client along with the glucose levels. When treating dehydra-
tion, 0.9% or 0.45% normal saline solution is infused. A continuous infusion of regular 
insulin is administered to lower the blood glucose level. During the rst hour of treat-
ment, the potassium level will fall rapidly as the dehydration and acidosis are treated. 
To prevent hypokalemia, potassium replacement is initiated aer the potassium level 
falls below 5.0 mEq/L (5.0 mmol/L). is client’s potassium level has decreased from 
5.9 mEq/L (5.9 mmol/L) to 4.0 mEq/L (4.0 mmol/L), warranting the need for potas-
sium. erefore this would be a rst action by the nurse. Because potassium is excreted 
through the kidneys, adequate renal function is ensured before potassium is admin-
istered; therefore another rst action is to check hourly urine outputs to ensure that 
the client is urinating a minimum of 30 mL/hr. is is another important intervention 
because if renal function is altered, potassium accumulation could occur, leading to 
life-threatening dysrhythmias. e blood glucose level is monitored closely. When the 
blood glucose level reaches 250 mg/dL (13.8 mmol/L), 5% dextrose in 0.45% normal 
saline is administered to help prevent hypoglycemia and cerebral edema, which can 
occur when serum osmolarity declines too rapidly. If the blood glucose level falls too far 
or too fast before the brain has time to equilibrate, water is pulled from the blood to the 
cerebrospinal uid and the brain, causing cerebral edema and increased ICP. Teaching 
the client about self-care is important, but this would not be a rst action and can wait 
until the emergent situation is stabilized. e client needs to be taught ways to pre-
vent dehydration because dehydration can precipitate DKA. e client should be taught 
that when nausea is present, liquids containing both glucose and electrolytes, such as a 
sports drink, should be consumed. e client is also taught not to stop taking medica-
tions for diabetes when ill.

: The ED physiian rders are initiated and the lient with 
DKA and COVID-19 is transferred t the aute are medial 
unit fr hspital admissin. The lient is alert and riented n 
admissin. VS: T = 99.4°F (37.4°C); HR = 88 BPM; RR = 20 bpm; 
BP = 138/90 mm Hg; SpO2 = 90% n RA. The admitting physi-
ian presribes labratry studies, and the nurse ntats the 
labratry fr the tests.
: The labratry results are reprted, and the nurse reviews 
the results and subsequent physiian presriptins.

Based on the client assessment and laboratory ndings, which three 
actions would be the priority?

Administer IV ptassium.

☐ Oer a sprts drink fr sipping.

Chek hurly utput measurements.

☐ Teah abut the ways t prevent dehydratin.

Administer 5% dextrse in 0.45% nrmal saline.

Practice Question . Unfolding Case Study 

Laboratory 
Test Current Results

Normal 
Reference Range

Gluse 240 mg/dL (12.6 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

BUN 18 mg/dL (5.22 
mml/L)

10–20 mg/dL 
(2.9–8.2 mml/L)

Cr 1.2 mg/dL (106 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

K 4.0 mEq/L (4.0 
mml/L)

3.5–5.0 mEq/L 
( 3.5–5.1 mml/L)

Na 150 mEq/L (150 
mml/L) H

136–145 mEq/L 
(136–145 mml/L)

Health History Nurses’ Notes Vital Signs Lab Tests
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Test-Taking Strategy: Note that this question is asking you about the actions the nurse 
will take based on updated assessment ndings and laboratory results.

Intervention Related to New Finding Correct First Action?

Administer IV ptassium. Yes—dereased K level Yes

Oer a sprts drink fr sipping. Yes—dereased K level N

Chek hurly urine utput 
amunts.

Yes—assess renal funtin, 
whih an be aeted by 
nditin and treatment

Yes

Teah abut the ways t 
prevent dehydratin.

N—being managed with IV 
uids

N

Administer 5% dextrse in 
0.45% nrmal saline.

Yes—dereased bld gluse 
level, IV insulin

Yes

Once you determine which interventions are specically related to a new nding 
(which could be related to the condition itself or to the treatment for the condition), 
then you want to think about whether it would be a correct rst action. Administering 
IV potassium is needed because of the decreased K level and would be a correct rst 
action to prevent hypokalemia from IV insulin therapy. Hourly urine output measure-
ments are important to ensure adequate renal function, as the conditions and the treat-
ments can both cause renal impairment leading to additional complications. A sports 
drink may be helpful is treating dehydration, but the question asks for the three priority 
actions; considering the options provided, this would not be a priority but could be an 
intervention once the others have been implemented. Teaching about ways to prevent 
dehydration may be important at some point in time but not as a rst action. e client’s 
condition is being treated with IV uids, and ultimately this measure could wait until a 
later time once the acute issues have been resolved. Administering 5% dextrose in 0.45% 
normal saline is important to prevent hypoglycemia from the treatment. Because the 
blood glucose level has decreased, this is an important action to prevent complications 
of the insulin therapy. Remember that in order to Take Action, you need to think about 
the solutions that address the highest priorities and relevant problems. In this scenario 
the actions are focused on managing the acute condition and preventing complications 
related to treatment.

CJ Cognitive Skill: Take Action

Test-Taking
Strategy
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: Hand- reprt frm the night nurse t the day nurse has 
been mpleted. The night nurse reprts that the lient presrip-
tins t treat DKA were implemented n the previus evening 
shift. The lient als reprts that the lient had a mfrtable 
night. Labratry tests and VS were heked every 4 hurs dur-
ing the night and remained stable. The day nurse assesses the 
lient and reviews the mst urrent labratry results.
: The labratry results are reprted, and the nurse reviews 
the results and subsequent physiian presriptins.

Which ndings indicate that the treatment plan is eective? For 
each client nding, click or place an X to specify if the nding indi-
cates that the treatment plan is Eective or Ineective

Previous 
Client Finding

Current Client 
Finding Effective Ineffective

Gluse 240 
mg/dL (12.6 
mml/L)

Gluse 190 
mg/dL (10.64 
mml/L)

☐

Ptassium 4.0 
mEq/L (4.0 
mml/L)

Ptassium 4.0 
mEq/L (4.0 
mml/L)

☐

Urine utput 
200 mL/hr

Urine utput 45 
mL/hr

☐

Na 150 mEq/L 
(150 mml/L)

Na 150 mEq/L 
(150 mml/L)

☐

Practice Question . Unfolding Case Study 

Laboratory 
Test Current Results

Normal 
Reference Range

Gluse 240 mg/dL (12.6 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

BUN 18 mg/dL (5.22 
mml/L)

10–20 mg/dL 
(2.9–8.2 mml/L)

Cr 1.2 mg/dL (106 
mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

K 4.0 mEq/L (4.0 
mml/L)

3.5–5.0 mEq/L 
( 3.5–5.1 mml/L)

Na 150 mEq/L (150 
mml/L) H

136–145 mEq/L 
(136–145 mml/L)

Health History Nurses’ Notes Vital Signs Lab Tests

Rationale: In DKA, the priority is treating the dehydration with uids, managing the 
electrolyte imbalances, and treating the hyperglycemia. DKA is considered resolved 
when the blood glucose is less than 200 mg/dL (11.2 mmol/L); therefore a blood glucose 
level of 190 mg/dL (10.64 mmol/L) indicates resolution and eectiveness of the treat-
ment. e client’s initial potassium level was 5.9 mEq/L (5.9 mmol/L), and it decreased 
to 4.0 mEq/L (4.0 mmol/L), which indicates a normal level. Although the nurse needs 
to continue to monitor the potassium level closely and for signs of an imbalance, the 
normal level indicates eectiveness of treatment. A manifestation of DKA is polyuria, 
which was an initial complaint for this client, and urine output has been 200 mL/hr. 
Once the dehydration and acidosis are treated, the urine output will return to normal. 
An output of 45 mL/hr is within the range, indicating eectiveness of treatment. e 
Na+ level of 150 mEq/L (150 mmol/L) could indicate that further resolution of the 
dehydration status is necessary. e nurse would report this nding to the physician 
to further investigate the reason it remains elevated and to determine further necessary 
treatment measures.
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Test-Taking Strategy: This question is asking you to evaluate treatment effectiveness 
for DKA. Remember that treatments for this condition may result in a number of 
other effects that need to be monitored for and addressed if they occur. Think about 
each assessment finding and determine how it has changed and then decide whether 
that is in line with improvement or worsening of the condition or if the condi-
tion remains unchanged. If the result is evidence of improvement, then it would 
be considered effective; however, if it is evidence of worsening or is unchanged, 
then it would be considered ineffective. Use a thinking process as illustrated in the 
table.

Assessment Finding
Improvement/Worsening or 
Unchanged

Gluse 190 mg/dL (10.64 mml/L) Imprvement—indiates reslutin f 
DKA

Ptassium 4.0 mEq/L (4.0 mml/L) Imprvement—indiates reslutin 
f hyperkalemia and avidane f 
hypkalemia wing t insulin therapy

Urine utput 45 mL/hr Imprvement—indiates stable renal 
funtin despite aute nditin and 
treatment measures

Na 150 mEq/L (150 mml/L) Unhanged—indiates hypernatremia 
and pssible ntinued dehydratin; 
uld lead t neurlgi prblems and 
needs t be reprted

Remember that in order to Evaluate Outcomes, you need compare observed 
outcomes against expected outcomes, and look for evidence that the interventions 
were effective. In this case, you need to determine whether the assessment find-
ings demonstrate improvement or worsening or no change with regard to DKA 
treatment.

CJ Cognitive Skill: Evaluate Outcomes

Test-Taking
Strategy
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Unfolding Case Study 4

Content Area: Medical-Surgical Nursing
Priority Concept: Perfusion
Reference(s): Ignatavicius et al., 2021, pp. 657–658, 772–774, 781, 790; e Joint Com-

mission (TJC), n.d.

A 70-year-ld lient arrived at the ED fr hest heaviness and dif-
ulty breathing. The nurse duments the admissin assess-
ment.

Highlight the client ndings in the medical record below that are 
of immediate concern to the nurse.

Practice Question . Unfolding Case Study 

Health History Physical Assessment Vital Signs Test Results

70-year-ld lient admitted t the ED reprting hest 

heaviness and diulty breathing fr 2 days. Symptms are 

ntied mre with ativity and subside with rest after a few 

minutes. Past medial histry f type 2 DM, hypertensin, 

hyperlipidemia, hypthyridism, stearthritis. Currently 

smkes 1 pak igarettes per day × 20 years. Mediatins 

inlude sliding sale insulin aspart prir t meals and 

at bedtime, insulin glargine at bedtime, lisinpril, 

atrvastatin, levthyrxine, and naprxen.

Health History Physical Assessment Vital Signs Test Results

General: Appears nntxi, well nurished, well hydrated.
Integumentary: Warm, dry, intat.
Respiratory: Lungs lear t ausultatin bilaterally, n 

adventitius sunds. N use f aessry musles.

Cardiovascular: HR irregularly irregular. S1 and S2 nted, 
n S3 r S4, n murmurs, rubs, gallps. N peripheral 
edema.

GI: Abdmen sft, nntender, nndistended. BS present 
× 4 quads.

Neurologic: Cranial nerves II–XII grssly intat.

Health History Physical Assessment Vital Signs Test Results

1200: VS: T = 36.4°C (97.5°C) ral; HR = 130 BPM; RR = 
20 bpm; BP = 108/59 mm Hg; SpO2 = 95% n RA
Height: 165 m (5 feet 5 inhes)
Weight: 81.6 kg (180 lb)
BMI: 30.0
1200: I: 120 mL water (ral)
1230: O: 140 mL lear yellw urine

Health History Physical Assessment Vital Signs Test Results

ECG:

Atrial brillatin with rapid ventriular respnse, rate 130 

BPM

Aute anterir and lateral MI

Intraventriular ndutin delay
N ST elevatin

Laboratory Test Results
Normal 
Reference Range

Sdium (Na) 136 mEq/L 
(136 mml/L)

136–145 mEq/L 
(136–145 mml/L)

Ptassium (K) 3.8 mEq/L 
(3.8 mml/L)

3.5–5.0 mEq/L 
(3.5–5.1 mml/L)

Calium (Ca) 9.2 mg/dL 
(2.4 mml/L)

9–10.5 mg/dL 
(2.25–2.62 mml/L)

Chlride (Cl) 98 mEq/L 
(98 mml/L)

98–106 mEq/L 
(98–106 mml/L)

Gluse level 212 mg/dL (11.8 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (7.8 
mml/L) H

10–20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL 
(88.3 mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Glmerular 
ltratin rate 
(eGFR)

70 mL/
min/1.73 m2

>60 mL/min/1.73 
m2

Complete Blood Count (CBC)

White bld ells 
(WBC)

6000/mm3

(6.0 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Red bld ells 
(RBCs)

4.6 × 1012/L 
(4.6 × 1012/L)

4.2–6.1 × 1012/L 
(4.2–6.2 × 1012/L)

Hemglbin 
(Hgb)

Hgb: 13 g/dL 
(130 g/L)

12–18 g/dL 
(120–180 g/L)

Hematrit 
(Ht)

38% (0.38 
vlume fratin)

37%–52% (0.37–0.54 
vlume fratin)

Cardiac Markers
Trpnin T 0.8 ng/mL (0.8 

mg/L) H
<0.1 ng/mL (0.1 
mg/L)
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Rationale: Client ndings that are of immediate concern to the nurse include reports 
of chest heaviness, diculty breathing for the last 2 days, irregularly irregular HR at 
130 BPM, atrial brillation with rapid ventricular response, acute anterior and lateral 
MI, intraventricular conduction delay on the ECG, and the troponin T level of 0.8 
ng/mL (0.8 mcg/L). ese ndings support an acute problem with the cardiovascular 
system and conrm that the client had an MI. In order to promote optimal outcomes, 
the nurse would need to follow up on these ndings immediately. Other items in the 
health history, such as the past medical history, social history, and medications, are 
important and may relate to the acute condition, but are not of immediate concern 
to the nurse. e ndings in the physical assessment that are of immediate concern 
would be the cardiovascular and respiratory ndings. An irregularly irregular ele-
vated HR is consistent with atrial brillation with rapid ventricular response, which 
is a potentially life-threatening dysrhythmia. Physical assessment ndings in all other 
body systems are normal or stable. e troponin T level is elevated, with a normal 
level being <0.1 ng/mL (<0.1 mcg/L), which indicates cardiac muscle damage and is 
consistent with myocardial ischemia and MI. All other laboratory results are normal 
or only slightly out of range.

Test-Taking Strategy: First, note that this question is asking which findings are of 
immediate concern to the nurse. This indicates that there may be findings that are 
abnormal but not of immediate concern. Remember to first identify normal/usual 
or abnormal/expected client findings. These findings would not be of immediate 
concern to the nurse. Next, identify abnormal/not expected findings to determine 
which findings are of immediate concern to the nurse. The client’s findings in the 
medical record can be categorized as shown in the table, in order to help Recognize 
Cues

Client Finding

Normal/Usual or 
Abnormal/Expected 
Not of Immediate 
Concern

Abnormal/Not 
Expected and 
of Immediate 
Concern

Chest heaviness ☐

Diulty breathing ☐

Past medial histry ☐

Current smker ☐

Current mediatins ☐

Physial assessment: General ☐

Physial assessment: Integumentary ☐

Physial assessment: Respiratry ☐

Physial assessment: Cardivasular ☐

Physial assessment: GI ☐

Physial assessment: Neurlgi ☐

T 36.4°C (97.5°C) ☐

HR 130 BPM ☐

RR 20 bpm ☐

BP 108/59 mm Hg ☐

SpO2 95% n RA ☐

Test-Taking
Strategy
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Client Finding

Normal/Usual or 
Abnormal/Expected 
Not of Immediate 
Concern

Abnormal/Not 
Expected and 
of Immediate 
Concern

I & O ☐

Atrial brillatin with rapid ventriular 
respnse, rate 130 BPM

☐

Aute anterir and lateral MI ☐

Intraventriular ndutin delay ☐

N ST elevatin ☐

Sdium: 136 mEq/L (136 mml/L) ☐

Ptassium 3.8 mEq/L (3.8 mml/L) ☐

Calium: 9.2 mg/dL (2.4 mml/L) ☐

Chlride: 98 mEq/L (98 mml/L) ☐

Gluse level: 212 mg/dL (11.8 mml/L) ☐

BUN: 22 mg/dL (7.8 mml/L) ☐

Cr: 1.0 mg/dL (88.3 mml/L) ☐

eGFR 70 mL/min (2 m2) ☐

WBCs: 6000/mm3 (6.0 × 109/L) ☐

RBCs: 4.6 × 1012/L (4.6 × 1012/L) ☐

Hgb: 13 g/dL (130 g/L) ☐

Ht: 38% (0.38 vlume fratin) ☐

Trpnin T 0.8 ng/mL (0.8 mg/L) ☐

Chest heaviness; diculty breathing; cardiovascular assessment ndings (specically 
the HR and rhythm); ECG ndings indicating dysrhythmia, MI, and conduction delay; 
and the troponin T level are all ndings that are of immediate concern to the nurse 
because they are specically related to a life-threatening condition and require immedi-
ate follow-up to promote optimal outcomes. e other options, although they could be 
relevant in some way to the acute condition or abnormal, are not of immediate concern 
and could be safely addressed at a later time.

CJ Cognitive Skill: Recognize Cues
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A 70-year-ld lient arrived at the ED fr hest heaviness and 
diulty breathing. The nurse is nduting the admissin as-
sessment.

Based on the assessment ndings, the nurse monitors for complica-
tions. Complete the following sentence by choosing from the lists of 
options provided.

Options for  Options for 

Fluid vlume verlad I&O
Diminished ardia utput Respiratry assessment
Dereased renal perfusin Neurlgi assessment
VTE Cardivasular assessment

tasitneilcehT highest gnipolevedrofksir

as evidenced by .

Practice Question . Unfolding Case Study 

Health History Physical Assessment Vital Signs Test Results

: 70-year-ld lient admitted t the ED reprting hest 

heaviness and diulty breathing fr 2 days. Symptms 

are ntied mre with ativity and subside with rest after a 

few minutes. Past medial histry f type 2 DM, hyperten-

sin, hyperlipidemia, hypthyridism, stearthritis. Cur-

rently smkes 1 pak igarettes per day × 20 years. Medi-

atins inlude sliding sale insulin aspart prir t meals 

and at bedtime, insulin glargine at bedtime, lisinpril, atr-

vastatin, levthyrxine, and naprxen.

Health History Physical Assessment Vital Signs Test Results

General: Appears nntxi, well nurished, well hydrated.
Integumentary: Warm, dry, intat.
Respiratory: Lungs lear t ausultatin bilaterally, n 

adventitius sunds. N use f aessry musles.
Cardiovascular: HR irregularly irregular. S1 and S2 nted, n S3 

r S4, n murmurs, rubs, gallps. N peripheral edema.
GI: Abdmen sft, nntender, nndistended. BS present × 4 

quads.
Neurologic: Cranial nerves II–XII grssly intat.

Health History Physical Assessment Vital Signs Test Results

: VS: T = 36.4°C (97.5°C) ral; HR = 130 BPM; RR = 20 

bpm; BP = 108/59 mm Hg; SpO2 = 95% n RA
Height: 165 m (5 feet 5 inhes)
Weight: 81.6 kg (180 lb)
BMI: 30.0

: I: 120 mL water (ral)

: O: 140 mL lear yellw urine

Health History Physical Assessment Vital Signs Test Results

ECG:
Atrial brillatin with rapid ventriular respnse, rate 130 

BPM
Aute anterir and lateral MI
Intraventriular ndutin delay
N ST elevatin

Laboratory Test Results
Normal 
Reference Range

Sdium (Na) 136 mEq/L (136 
mml/L)

136–145 mEq/L 
(136–145 mml/L)

Ptassium (K) 3.8 mEq/L (3.8 
mml/L)

3.5–5.0 mEq/L 
(3.5–5.1 mml/L)

Calium (Ca) 9.2 mg/dL (2.4 
mml/L)

9–10.5 mg/dL 
(2.25–2.62 mml/L)

Chlride (Cl) 98 mEq/L (98 
mml/L)

98–106 mEq/L 
(98–106 mml/L)

Gluse level 212 mg/dL (11.8 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (7.8 
mml/L) H

10–20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL 
(88.3 mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Glmerular ltra-
tin rate (eGFR)

70 mL/
min/1.73 m2

>60 mL/min/
1.73 m2

Complete Blood Count (CBC)

White bld ells 
(WBC)

6000/mm3

(6.0 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Red bld ells 
(RBCs)

4.6 × 1012/L 
(4.6 × 1012/L)

4.2–6.1 × 1012/L 
(4.2–6.2 × 1012/L)

Hemglbin 
(Hgb)

Hgb: 13 g/dL 
(130 g/L)

12–18 g/dL 
(120–180 g/L)

Hematrit (Ht) 38% (0.38 
vlume fratin)

37%–52% (0.37–0.54 
vlume fratin)

Cardiac Markers

Trpnin T 0.8 ng/mL (0.8 
mg/L) H

<0.1 ng/mL (0.1 
mg/L)
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Rationale: Atrial brillation is a cardiac dysrhythmia in which the atria quiver as a 
result of chaotic electrical signals. is dysrhythmia is oen accompanied by a rapid 
ventricular response, causing a rapid HR. Owing to the ineectiveness of this rhythm, 
there is a risk for diminished cardiac output. In addition, the ECG results indicate MI, 
which is tissue necrosis of the heart muscle. is can also contribute to diminished 
cardiac output. e cardiovascular assessment ndings are characteristic of diminished 
cardiac output. Fluid volume overload, decreased renal perfusion, and VTE could also 
occur as potential complications for someone experiencing atrial brillation and MI; 
however, the highest risk complication would be diminished cardiac output. Dimin-
ished cardiac output would be a predisposing factor to these other complications and 
can aect all body organ systems.

Test-Taking Strategy: Looking at each complication listed in the rst set of options, 
determine the supportive data from the clinical scenario for each condition. e client’s 
ndings in the medical record can be categorized as shown in the table to help Analyze 
Cues. Remember that with Analyze Cues you are thinking about what could be happen-
ing to the client based on the information in the clinical scenario.

Complication Supportive Data

Fluid vlume verlad Chest heaviness
Diulty breathing
Past medial histry
Cardivasular assessment (althugh there is n 
peripheral edema, whih is usually nted)
VS (HR speially)

Diminished ardia utput Chest heaviness
Diulty breathing
Past medial histry
Cardivasular assessment
VS (HR and BP)
ECG results

Dereased renal perfusin Past medial histry
BUN level (althugh reatinine is nt elevated and 
eGFR is nt lw)

VTE Chest heaviness
Diulty breathing
Past medial histry
ECG results

e complication with the most supportive data would be the one that is the highest 
risk. Chest heaviness and diculty breathing could both be present with uid volume 
overload, diminished cardiac output, and VTE. e client’s past medical history could 
also predispose the client to any of these complications. e VS and cardiovascular 
assessment, which shows a rapid irregular HR and atrial brillation, could potentially 
lead to uid overload and diminished cardiac output. In uid overload, however, it is 
very common to see peripheral edema, and this is not present, making this complication 
less likely in comparison to diminished cardiac output. e laboratory results show an 
elevated BUN, but the Cr and eGFR are both normal; therefore decreased renal perfu-
sion would be less likely compared with diminished cardiac output. Although the ECG 
shows evidence of atrial brillation, there are no ndings on the physical assessment that 
elevate the suspicion of VTE, such as redness, swelling, and pain in an extremity, and 
therefore this is less likely than diminished cardiac output. inking about the patho-
physiology of each of the listed complications and considering all of the data available to 
you will assist in Analyzing Cues and will direct you to the correct options. Remember 
that in the Drop-Down Rationale item type, you need to select the correct potential 
complication rst in order to select the correct evidence to support that complication.

CJ Cognitive Skill: Analyze Cues

Test-Taking
Strategy
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A 70-year-ld lient arrived at the ED fr hest heaviness and 
diulty breathing. The nurse is nduting the admissin as-
sessment.

The nurse has mpleted the admissin assessment and is initi-
ating the plan f are. The nurse ntes that the ardilgist has 
been nsulted and has rdered further diagnsti testing.

Based on the clinical scenario, complete the following sentence by 
dragging one answer from each list of options.

ehT priority dna most specific caidracebdluowtsetcitsongaid

rofssessaot

Options for  Options for 

D-dimer level Bld lts
Chest radigraph Cardimegaly
Cardia atheterizatin Hyperthyridism
Trended eletrlyte levels Hypkalemia r hyperkalemia
Thyrid-stimulating hrmne Blkages and narrwed vessels

Practice Question . Unfolding Case Study 

Health History Physical Assessment Vital Signs Test Results

: 70-year-ld lient admitted t the ED reprting hest 

heaviness and diulty breathing fr 2 days. Symptms 

are ntied mre with ativity and subside with rest after a 

few minutes. Past medial histry f type 2 DM, hyperten-

sin, hyperlipidemia, hypthyridism, stearthritis. Cur-

rently smkes 1 pak igarettes per day × 20 years. Medi-

atins inlude sliding sale insulin aspart prir t meals 

and at bedtime, insulin glargine at bedtime, lisinpril, atr-

vastatin, levthyrxine, and naprxen.

Health History Physical Assessment Vital Signs Test Results

General: Appears nntxi, well nurished, well hydrated.
Integumentary: Warm, dry, intat.
Respiratory: Lungs lear t ausultatin bilaterally, n 

adventitius sunds. N use f aessry musles.
Cardiovascular: HR irregularly irregular. S1 and S2 nted, 

n S3 r S4, n murmurs, rubs, gallps. N peripheral 
edema.

GI: Abdmen sft, nntender, nndistended. BS + × 4 quads.
Neurologic: Cranial nerves II–XII grssly intat.

Health History Physical Assessment Vital Signs Test Results

: VS: T = 36.4°C (97.5°C) ral; HR = 130 BPM; 
RR = 20 bpm; BP = 108/59 mm Hg; SpO2 = 95% n RA
Height: 165 m (5 feet 5 inhes)
Weight: 81.6 kg (180 lb)
BMI: 30.0
: I: 120 mL water (ral)
: O: 140 mL lear yellw urine

Health History Physical Assessment Vital Signs Test Results

ECG:
Atrial brillatin with rapid ventriular respnse, rate 130 

BPM
Aute anterir and lateral MI
Intraventriular ndutin delay
N ST elevatin

Laboratory Test Results
Normal 
Reference Range

Sdium (Na) 136 mEq/L 
(136 mml/L)

136–145 mEq/L 
(136–145 mml/L)

Ptassium (K) 3.8 mEq/L 
(3.8 mml/L)

3.5–5.0 mEq/L 
(3.5–5.1 mml/L)

Calium (Ca) 9.2 mg/dL 
(2.4 mml/L)

9–10.5 mg/dL 
(2.25–2.62 mml/L)

Chlride (Cl) 98 mEq/L 
(98 mml/L)

98–106 mEq/L 
(98–106 mml/L)

Gluse level 212 mg/dL (11.8 
mml/L) H

74–106 mg/dL 
(3.9–6.1 mml/L)

Bld urea 
nitrgen (BUN)

22 mg/dL (7.8 
mml/L) H

10–20 mg/dL 
(2.9–8.2 mml/L)

Creatinine (Cr) 1.0 mg/dL 
(88.3 mml/L)

0.6–1.2 mg/dL 
(53–106 mml/L)

Glmerular 
ltratin rate 
(eGFR)

70 mL/min/
1.73 m2

>60 mL/min/1.73 
m2

Complete Blood Count (CBC)
White bld ells 
(WBCs)

6000/mm3

(6.0 × 109/L)
5000–10,000/mm3

(3.5–12 × 109/L)

Red bld ells 
(RBCs)

4.6 × 1012/L 
(4.6 × 1012/L)

4.2–6.1 × 1012/L 
(4.2–6.2 × 1012/L)

Hemglbin 
(Hgb)

Hgb: 13 g/dL 
(130 g/L)

12–18 g/dL (120–
180 g/L)

Hematrit (Ht) 38% (0.38 vlu-
me fratin)

37%–52% (0.37–0.54 
vlume fratin)

Cardiac Markers
Trpnin T 0.8 ng/mL (0.8 

mg/L) H
<0.1 ng/mL (0.1 
mg/L)
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Rationale: For acute coronary syndrome, which includes acute MI, a number of diag-
nostic tests could be ordered to assess for various causes contributing to this health 
problem. e priority diagnostic test would be cardiac catheterization, as this is the 
most denitive test in diagnosing heart disease. Indications for cardiac catheterization 
include conrmation of suspected heart problems such as congenital abnormalities, 
coronary artery disease, myocardial disease, valvular disease, and valvular dysfunction. 
It is also done to determine the location and extent of the problem; determine the best 
therapeutic option, such as angioplasty, stenting, bypass gra, or valve replacement; and 
to evaluate the eects of medical or invasive treatment for cardiac problems. Because 
the ECG indicates MI, the client needs to undergo cardiac catheterization for further 
diagnostic determination of the extent of the problem as well as for treatment of the 
problem. e D-dimer level is helpful in evaluating for the presence of blood clots; 
however, this is a nonspecic test and the result can be elevated by several conditions, 
such as pregnancy, liver disease, inammation, malignancy, and hypercoagulable states. 
Given the client’s symptoms, a D-dimer would be helpful but would not be the priority 
diagnostic test. A chest-x-ray may be done to assess for cardiomegaly or other complica-
tions of ischemia such as pulmonary edema but will not determine further treatment 
measures for this client. is would not be the priority diagnostic test because it would 
not provide information needed to treat the causative factors. Trending electrolyte levels 
are important because electrolyte imbalances, particularly potassium, can result in car-
diac dysrhythmias that may lead to myocardial ischemia or MI and diminished cardiac 
output. is client’s electrolyte levels were all within normal range 1 hour ago, and so 
this would not be the priority diagnostic test at this time. at the client is already expe-
riencing MI would make this laboratory test of lesser importance in comparison to the 
cardiac catheterization. A thyroid-stimulating hormone level may provide information 
on other, less common causes of MI, such as hyperthyroidism. is diagnostic test may 
be done especially if there are no blockages or narrowed vessels causing the ischemia or 
infarction. As with the other tests, in comparison with the cardiac catheterization, this 
test is of a lesser priority at this point in time.

Test-Taking Strategy: Note the strategic word priority in this question. e ability to 
use judgment and prioritize client needs is necessary to Prioritize Hypotheses. Consider-
ing the client’s needs in the context of the current health problem she is experiencing 
can help you decide on priorities of care and the most important diagnostic test to fur-
ther direct client care. ink about whether the test would be the initial step in determi-
nation of further treatment. Using a thinking process as illustrated in the table may be 
helpful to Prioritize Hypotheses.

Diagnostic Test

Initial Step in 
Determining Further 
Treatment

Helpful but Not an Initial 
Step in Determining 
Further Treatment

D-dimer level ☐

Chest radigraph ☐

Cardia atheterizatin ☐

Trended eletrlyte levels ☐

Thyrid-stimulating hrmne ☐

Another way to look at this is whether the diagnostic test would address the highest 
priority problem for the client based on the clinical scenario, which would be nar-
rowed or blocked cardiac blood vessels. Use this thinking process as illustrated in the 
table.

Test-Taking
Strategy
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Diagnostic Test Addresses Narrowed or Blocked Vessels

D-dimer level N

Chest radigraph N

Cardia atheterizatin Yes

Trended eletrlyte levels N

Thyrid stimulating hrmne N

Once you determine that cardiac catheterization is the priority diagnostic test because 
it is the most important in promoting optimal outcomes, you then need to choose the 
correct indication. Use your nursing knowledge of the indications for cardiac cathe-
terization to assist in directing you to the correct option of assessing for blockages or 
narrowed cardiac vessels as the second answer. Remember that in order to Prioritize 
Hypotheses, you need to decide on the diagnostic test that is of highest priority rst, and 
then decide on the correct indication.

CJ Cognitive Skill: Prioritize Hypotheses

The nsulting ardilgist rdered ardia atheterizatin fr a 
70-year-ld lient suspeted f having an MI. Stents were plaed, 
and bld w was re-established t the aeted areas f the 
heart. The predure has been mpleted, and the nurse is mni-
tring the lient n the intermediate are unit. The left femral 
vein was used as the insertin site fr the predure.

Choose the interventions the nurse would plan in the care of this client 
following cardiac catheterization. Select all that apply.

Assess fr shrtness f breath.

☐ Keep bth extremities straight.

☐ Enurage ativity as tlerated.

Apply a sft knee brae t the left leg.

Psitin the lient in a supine psitin.

Mnitr the lient fr hanges in mental status.

Mnitr the VS every 15 minutes initially.

Assess the insertin site fr bldy drainage r hematma.

☐ Apply SCDs t bth lwer extremities.

Assess irulatin, sensatin, and mtin f the aeted 
extremity.

Practice Question . Unfolding Case Study 

Rationale: For a cardiac catheterization procedure, the client is taken to the catheter-
ization laboratory (“cath lab”) and positioned on the table securely. e cardiologist or 
technician injects a local anesthetic to the insertion site. A catheter is then inserted into 
the access site, usually through the femoral vein to the inferior vena cava or through the 
basilic vein to the superior vena cava. e catheter is advanced into the right atrium, 
through the right ventricle, and through the pulmonary artery if needed. Intracar-
diac pressures are measured, and blood samples are obtained. e contrast medium 
is injected to detect cardiac shunts or regurgitation from the valves or narrowed or 
blocked cardiac vessels. If the le side of the heart needs to be examined, then the cath-
eter is advanced up the aorta, across the aortic valve, and into the le ventricle, and 
abnormalities are visualized, and blood samples obtained as indicated. Follow-up care 
following this procedure is important to prevent complications of cardiac catheteriza-
tion. e client is monitored closely aer the procedure. e nurse would assess for 
shortness of breath and monitor the client’s mental status, because pulmonary edema, 
dysrhythmias, PE, MI, cardiac tamponade, and bleeding are all complications of this 
procedure. VS are monitored every 15 minutes initially, and then every 30 minutes for 
2 hours or until the VS are stable, as per agency policy. e aected extremity (not both 
extremities) needs to be kept straight for a period of 2 to 6 hours aer the procedure to 
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prevent bleeding; therefore activity as tolerated would be avoided. A so knee brace on 
the aected extremity can help the client to remember to keep the leg straight. Typically 
the client is placed in a supine position, and the head of bed would not be elevated above 
30 degrees as prescribed by the cardiologist. e insertion site is assessed every 15 to 30 
minutes to monitor for bloody drainage or hematoma. SCDs are used to improve blood 
ow to the lower extremities but are not indicated following cardiac catheterization and 
could potentially increase the risk for bleeding in the insertion site.

Test-Taking Strategy: Note that the question is asking about planning care for the cli-
ent following cardiac catheterization. ink about the clinical scenario, what is involved 
with the procedure, and the potential complications of the procedure. Look at each option 
provided, and think about the potential eect of the intervention and how that relates to 
promoting safe client care. Organize your thought process as illustrated in the table.

Intervention
Potential Effect After Cardiac 
Catheterization

Promotes/Inhibits 
Safety or Neither

Assess fr shrtness f 
breath.

Helps detet mpliatins f 
predure.

Prmtes

Keep bth extremities 
straight.

Keeping aeted extremity straight is 
neessary, but it is nt neessary t 
keep bth extremities straight.

Prmtes fr the 
aeted extremity, 
neither fr the ther 
extremity

Enurage ativity as 
tlerated.

Bed rest needs t be maintained t 
prevent bleeding and t prmte 
hemdynami stability.

Inhibits

Apply a sft knee brae t 
the left leg.

May help the lient t remember t 
keep the aeted extremity straight.

Prmtes

Psitin the lient in a 
supine psitin.

Helps t maintain hemdynami 
stability, minimizes pain, prevents 
bleeding at insertin site.

Prmtes

Mnitr the lient fr 
hanges in mental status.

Helps detet mpliatins f the 
predure.

Prmtes

Mnitr the VS every 15 
minutes initially.

Helps detet mpliatins f the 
predure.

Prmtes

Assess the insertin site 
fr bldy drainage r 
hematma.

Assesses fr pstpredural bleeding. Prmtes

Apply SCDs t bth lwer 
extremities.

May inrease risk fr bleeding. Inhibits

Assess irulatin, 
sensatin, and mtin f 
the aeted extremity.

Helps detet mpliatins f the 
predure.

Prmtes

Consider the rationale behind each of the interventions in the context of whether it 
would promote or inhibit safety, or if the action would not make a dierence either way. 
Assessing for shortness of breath; monitoring the client’s mental status; monitoring VS fre-
quently initially; and assessing circulation, sensation, and motion of the aected extremity 
all help to detect complications of the procedure and therefore promote safety and are cor-
rect. Regarding the option that states to keep both extremities straight, note that although 
it would promote safety to keep the aected extremity straight, it would not make a dif-
ference for the unaected extremity, and therefore this option is incorrect. Remember 
that for an option to be a correct answer, all aspects or parts of the option need to be 
correct. Encouraging activity as tolerated may increase the risk for bleeding and hemody-
namic instability and therefore inhibits safety and is incorrect. Applying a so knee brace 
may help the client to remember to keep the extremity straight and therefore would help 
prevent bleeding at the insertion site; this promotes safety and is correct. Positioning the 
client in a supine position helps to promote hemodynamic stability, minimizes pain, and 

Test-Taking
Strategy
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helps to prevent bleeding at the insertion site and therefore promotes safety and is correct. 
Assessing the insertion site for bloody drainage or hematoma also promotes safety and is 
correct. Applying SCDs to both lower extremities, although it promotes circulation, may 
increase the risk for bleeding following this procedure and therefore inhibits safety and is 
incorrect. All options that promote safety should be selected as correct answers, and all 
options that inhibit safety or neither promote nor inhibit safety would be incorrect and 
should not be selected. Remember that in order to Generate Solutions, you need think 
about expected outcomes and use your hypotheses to dene a set of interventions that will 
enable the client to achieve the expected outcomes.

CJ Cognitive Skill: Generate Solutions

A 70-year-ld lient was diagnsed with aute MI and pst-
myardial heart failure with an ejetin fratin f 30%. The 
nurse is initiating disharge teahing related t mediatin 
therapy.

Which information will the nurse teach the client regarding the dis-
charge medications? Choose the most likely option for the missing 
information in the table below by choosing from the lists of options 
provided.

Medication
Dose, Route, 
Frequency Drug Class Indication

Aspirin 81 mg rally 
daily

Antiplatelet MI preventin

Carvedill 6.25 mg 
rally twie 
daily

Beta blker Heart failure 
with reduced 
ejection 
fraction

Atrvastatin 20 mg rally 
daily

HMG-CoA 
reductase 
inhibitor

Atherslerti 
ardivasular 
disease

Lisinpril 5 mg rally 
daily

Angitensin 
nverting 
enzyme 
inhibitr

Heart failure 
with reduced 
ejection 
fraction

Nitrglyerin . mg sub-
lingual every 
 minutes as 
needed up 
to  times

Vasdilatr Aute angina

Options 
for 

Options 
for 

Options 
for 

Options 
for 

Options 
for 

Aspirin
Ibuprfen
Dilfena

0.6 mg 
sublingually 
every 15 
minutes as 
needed up 
t 5 times

0.4 mg 
sublingually 
every 5 
minutes as 
needed up 
t 3 times

0.6 mg sublin-
gually × 
1 befre 
strenuus 
ativity

Fibrate
Bile aid 

seques-
trant

HMG-CA
redutase 
inhibitr

Aute 
angina

Hyper-
tensin

Heart 
failure 
with 
redued 
ejetin 
fratin

Hyper-
tensin

Hyperli-
pidemia

Heart 
failure 
with 
redued 
ejetin 
fratin

Practice Question . Unfolding Case Study 
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Rationale: Aspirin, an antiplatelet medication, in the dose of 81 mg orally daily, is used 
for MI prevention and is prescribed at discharge following acute MI. Ibuprofen and 
diclofenac are similar in that they are also NSAIDs, but these medications are not used 
for MI prevention. Nitroglycerin is a vasodilator and, when prescribed at a dose of 0.3 
to 0.6 mg sublingually every 5 minutes as needed up to 3 times, is indicated for acute 
angina (not every 15 minutes or up to 5 times). For acute angina, clients are also taught 
that if there is no relief aer the rst dose, they need to call EMS and then take a second 
and a third dose if still no relief occurs while waiting for help to arrive. Nitroglycerin 
may also be prescribed sublingually × 1 before strenuous activity for acute angina pre-
vention, but can be used up to 3 times when being used for an acute angina episode. 
Atorvastatin is classied as an HMG-CoA reductase inhibitor. One use is for treat-
ment of atherosclerotic cardiovascular disease and lowering cholesterol. Fibrates can 
be used to lower cholesterol, and fenobrate and gembrozil are examples of brates. 
Bile acid sequestrants are also used to lower cholesterol, and include medications such 
as cholestyramine and colestipol. Carvedilol is a beta-blocker, is used for post-MI heart 
failure with reduced ejection fraction, and works by preventing cardiac remodeling 
and thereby improving contractility of the heart. It can also be used for hypertension, 
but hypertension is not usually the reason in post-MI management. Carvedilol is not 
used to manage acute angina. Lisinopril is an angiotensin-converting enzyme inhibitor 
and also helps with post-MI heart failure with reduced ejection fraction by the same 
mechanism as with carvedilol. Like carvedilol, lisinopril can also be used for hyper-
tension, but this is not usually the reason in post-MI management. It is not used for 
hyperlipidemia.

Test-Taking Strategy: Note that this question is asking you about the information you 
will provide to the client when doing discharge teaching following acute MI with subse-
quent heart failure. You will need to draw on your knowledge of pharmacology in order 
to answer this question correctly. Use strategies for answering pharmacology questions, 
including recognizing common letters, such as the prex or sux, to place the medica-
tion into a classication, as illustrated in the table. Once you have placed the medication 
into a classication, then you can think about the indications for use. is strategy will 
help you with four of the ve medications in this question.

Medication Pref ix/Suff ix Medication Classif ication

Carvedill -ll Beta-blker (e.g., arvedill, metprll, 
atenll)

Lisinpril -pril Angitensin-nverting enzyme inhibitr (e.g., 
lisinpril, enalapril, aptpril)

Atrvastatin -statin HMG-CA redutase inhibitr (e.g., 
atrvastatin, simvastatin, rsuvastatin)

Nitrglyerin Nitr- Vasdilatr

Once you are able to determine the classifications and indications for four medi-
cations, think about the last medication, aspirin, and recall that it is an antiplate-
let agent. In the baby aspirin dose (81 mg), it is used for MI prevention. You will 
need to rely on your pharmacology knowledge to determine the correct dose for the 
nitroglycerin. Remember that in order to Take Action, you need to think about the 
solution that addresses the highest priorities. In this scenario the teaching is focused 
on the discharge medications, and the actions are focused on which information is 
included.

CJ Cognitive Skill: Take Action

Test-Taking
Strategy
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Rationale: Cardiac rehabilitation is an important part of the recovery process following 
acute MI. Usually a cardiac rehabilitation specialist will provide direction on an activ-
ity and exercise schedule, depending on the specic cardiac condition and the cardiac 
procedures performed. e client should remain near home during the rst week aer 
discharge and should engage in a walking program, light housework, or any activity done 
while standing that does not cause angina. en, during the second week, the client can 
increase social activities and may even be able to return to work part-time depending on 
the severity of the cardiac event and treatment procedures. By the third week, the client 
can begin liing objects and engaging in progressively more intense activity. e client 
with coronary artery disease and stent placement, as in this scenario, should begin by 
walking approximately 400 feet 3 times each day. Walking 1 mile is an eventual goal, but 
not immediately following discharge. Clients should carry their nitroglycerin with them 
in the event they experience angina. ey should check their pulse before, during, and 
aer exercise. If their pulse increases more than 20 BPM above what it usually is, they 
should not continue with the activity. ey should also stop the activity if they experience 
shortness of breath, angina, or dizziness. ey should exercise outdoors when the weather 
is good and do not necessarily have to exercise indoors all the time. e client should 
progressively increase activity, with a goal of walking at least 3 times a week and increasing 
the distance every other week, until the total distance is 1 mile during exercise sessions. 
e client needs to avoid straining, such as with liing, push-ups, pull-ups, and straining 
during bowel movements because of the stress these activities place on the heart.

Test-Taking Strategy: is question is asking you to evaluate understanding of discharge 
teaching for the client following acute MI. Remember that cardiac rehabilitation is a main-
stay in long-term treatment, and activity or exercise is integral to health promotion. ink 
about each of the client statements in the context of safety in the immediate discharge 
period. If the client statement described a safe action during this period, then you should 
categorize it as Understanding. If it is potentially unsafe during this time, then you should 
categorize it as No Understanding. Use a thinking process as illustrated in the table.

Test-Taking
Strategy

The nurse is aring fr a 70-year-ld lient wh had a ardia 
atheterizatin yesterday t nrm an MI and has mpleted 
disharge teahing using the teah-bak methd. This mrning 
the nurse is evaluating the lient’s understanding f the disharge 
plan f are.

For each of the statements made by the client, click or specify with an 
X whether the statement indicates an Understanding or No Under-

standing of the teaching provided.

Client Statements Understanding
No 
Understanding

“I shuld walk 1 mile at 
least ne a day in the 
beginning.”

☐

“I will be sure t arry my 
nitrglyerin with me.”

☐

“I will hek my pulse 
befre, during, and after I 
d my exerises.”

☐

“If I ntie my pulse is 
mre than 5 BPM higher 
than what it usually is, I 
wn’t exerise.”

☐

“I will exerise indrs as 
muh as pssible.”

☐

“I will make sure t walk 
at least 3 times per week.”

☐

“I need t avid straining, 
s I wn’t d push-ups r 
pull-ups.”

☐

Practice Question . Unfolding Case Study 
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Client Statement
Safe/Not Safe/Incorrect in the 
Immediate Discharge Period

“I shuld walk 1 mile at least ne a day in 
the beginning.”

Nt safe

“I will be sure t arry my nitrglyerin 
with me.”

Safe

I will hek my pulse befre, during, and 
after I d my exerises.”

Safe

“If I ntie my pulse is mre than 5 BPM 
higher than what it usually is, I wn’t 
exerise.”

Inrret

“I will exerise indrs as muh as 
pssible.”

Inrret

“I will make sure t walk at least 3 times 
per week.”

Safe

“I need t avid straining, s I wn’t 
d push-ups r pull-ups.”

Safe

Carrying nitroglycerin; checking the pulse before, during, and after exercise; 
walking at least 3 times per week; and avoiding straining are all safe during the 
immediate discharge period. Walking at least 1 mile per day in the immediate dis-
charge period is potentially unsafe, and activity needs to be gradually increased. It 
is safe to exercise unless the pulse rate is greater than 20 BPM higher than what is 
usually is, and exercising outdoors is also acceptable. Remember that in order to 
Evaluate Outcomes, you need compare observed outcomes against expected out-
comes, and look for evidence that the interventions were effective. In this case, you 
need to determine whether the client statements demonstrate understanding or no 
understanding with regard to post-MI discharge teaching related to self-care and 
activity and exercise.

CJ Cognitive Skill: Evaluate Outcomes
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The nurse is aring fr a 56-year-ld lient admitted 2 days ag 
frm the ED fr reurring atrial brillatin. The lient has a his-
try f besity, heart failure, and hypertensin. Tday the lient 
reprts inreasing pitting edema f ankles and is wrried abut 
anther episde f heart failure. Mrning VS are as fllws: T 
= 98°F (36.7°C); HR = 84 BPM; RR = 20 bpm; BP = 158/92. A 
review f the lient’s I&O rerd shws that 24-hur urinary 
utput n hspital day 1 was 750 mL; yesterday urinary utput 
dereased t 535 mL. The nurse reviews the lient’s lab prle t 
mpare lab results frm this mrning with thse n the day f 
admissin.

Based on the client’s laboratory results, which six physician’s orders

would the nurse anticipate?

Prepare lient fr kidney imaging studies.

☐ Administer uid hallenge.

Begin diureti therapy.

Maintain strit I&O.

Insert indwelling urinary atheter.

Rerd hurly urinary utput.

Weigh lient daily befre breakfast.

☐ Prepare lient fr hemdialysis.

Practice Question . Stand-alone Item : Trend

Health History Lab Results Imaging Studies Nurses’ Notes

Laboratory 
Test

Laboratory 
Results on 
Admission

Laboratory 
Results 
Today

Normal 
Reference 
Range

Sdium 
(Na)

141 mEq/L 
(141 mml/L)

138 mEq/L 
(138 mml/L)

136–145 mEq/L 
(136–145 
mml/L)

Ptassium 
(K)

5.0 mEq/L 
(5.0 mml/L)

5.5 mEq/L (5.5 
mml/L) H

3.5–5.0 mEq/L 
(3.5–5.0 
mml/L)

Gluse 106 mg/dL 
(6.0 mml/L)

100 mg/dL 
(5.5 mml/L)

70–110 mg/
dL (3.9–6.1 
mml/L)

Calium 
(Ca)

9.0 mEq/L 
(9.0 mml/L)

8.6 mEq/L 
(8.6 mml/L) 
L

9.0–10.5 
mEq/L (9.0–
10.5 mml/L)

Bld urea 
nitrgen 
(BUN)

28 mg/dL 
(10.0 mml/
dL) H

38 mg/dL 
(13.6 mml/L) 
H

8.0–23.0 mg/
dL (2.9–8.2 
mml/L)

Creatinine 1.8 mg/
dL (157.2 
mml/L) H

3.1 mg/
dL (274.1 
mml/L) H

0.6–1.2 mg/
dL (53–106 
mml/L)

Hemglbin 
(Hgb)

14.2 g/dL 
(142 g/L)

14.0 g/dL 
(140 g/L)

14.0–18.0 g/dL 
(140–180 g/L)

Hematrit 
(Ht)

46% (0.46 
vlume 
fratin)

44% (0.44 
vlume 
fratin)

42%–54% 
(0.42–0.54 
vlume 
fratin)

Stand-alone Item 1: Trend

Content Area: Medical-Surgical Nursing
Priority Concept: Elimination
Reference(s): Ignatavicius et al., 2021, pp. 1375–1383; Pagana, et al., 2019, pp. 205–206, 

269, 295, 299
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Rationale: e clinical scenario indicates that the client is retaining uid as evidenced 
by the history of heart failure and worsening ankle edema. e client also has a 24-
hour urinary output that totaled 535 mL, which is only about 22 mL/hr. e minimum 
normal urinary output is 30 mL/hr, which the client produced on the rst hospital day. 
Decreased urinary output may be the result of impaired kidney function, so the nurse 
would review the client’s laboratory results. Today the client has hyperkalemia and 
hypocalcemia. Although there are a number of causes for these electrolyte imbalances, 
the rapid increase in serum creatinine indicates possible AKI. An acute impairment of 
kidney function results in an increased potassium and increased phosphate level. Phos-
phate and calcium have an inverse relationship in the body; an increased phosphate 
level causes a decrease in serum calcium. Creatinine is a protein waste product that is 
normally excreted via the kidneys to keep the serum level of this toxin as low as possible 
in the body. An increase of 1 to 2 mg/dL of serum creatinine per day accompanied by 
decreasing urinary output is consistent with AKI. e client’s BUN is increased, which 
could be due to dehydration or AKI; urea is also a protein waste product that is elimi-
nated by the kidneys. Although both BUN and creatinine are associated with kidney 
function, creatinine is the most reliable and kidney-specic test that when elevated indi-
cates kidney impairment.

Given that the client is likely beginning to have manifestations of AKI, the nurse 
would anticipate the need for collaborative interventions. A CT scan, ultrasound, and/or 
other imaging study would likely be ordered to help determine the cause of the impaired 
kidney function. Diuretic therapy is used to rid the body of excess uid, which the cli-
ent is experiencing. e client’s uid status is best monitored by taking accurate daily 
weights using the same scale before breakfast. Strict I&O with hourly urinary output 
measurements helps monitor the eectiveness of diuretic therapy and kidney function. 
Hourly urine output can be measured accurately if the client has an indwelling urinary 
catheter. A uid challenge would not be done in this client’s case because he has uid 
retention with heart failure. It is too soon to determine if the client will need kidney 
replacement therapy such as hemodialysis.

Test-Taking Strategy: To answer this test item correctly, you’ll need to approach it in 
a stepwise manner because it measures several cognitive skills. First, review the clini-
cal scenario and the client’s laboratory results to identify ndings that are currently 
abnormal. Next, create a table like the one shown here to help determine which of those 
abnormal client ndings are relevant and require immediate attention by the nurse. is 
step enables you to Recognize Cues that you will then need to analyze.

Abnormal Client Finding

Abnormal Client 
Finding That Is 
Relevant and of 
Immediate Concern

Abnormal Client Finding 
That Can Be Addressed 
at a Later Time or Is Not 
of Immediate Concern

H/O besity, heart failure, and 
hypertensin

☐

Inreasing pitting ankle edema ☐

Derease in 24-hur urinary utput ☐

BP 158/92 mm Hg ☐

Serum ptassium inrease ☐

Serum alium derease ☐

Bld urea nitrgen inrease ☐

Serum reatinine inrease ☐

Test-Taking
Strategy
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As you can see from the table, most of the abnormal client ndings are relevant in this 
clinical scenario and are of immediate concern to the nurse. Analyze Cues to determine 
what these data mean. e client’s increasing ankle edema and increased BP indicate 
that the client likely has uid retention (hypervolemia). However, the client’s kidneys are 
not working adequately to rid the body of the excess uid. Instead the 24-hour urinary 
output demonstrates that the client is eliminating less than the minimum normal output 
of at least 30 mL/hr. Given that the client has impaired urinary elimination, you then 
need to review the laboratory results and compare the previous results with today’s val-
ues. Four of the eight lab tests show signicant changes between admission and today. 
All of those changes in potassium (increased), calcium (decreased), BUN (increased), 
and creatinine (increased) are associated with the client’s priority condition of AKI (Pri-
oritize Hypotheses).

Once you have determined the client’s condition supported by abnormal physical 
and lab ndings, you need to answer the test item by thinking about the interventions 
that are needed for clients with early-stage AKI. Use this table to help you answer the test 
item to measure Generate Solutions.

Potential Physician Order

Indicated for 
Clients With Early 
AKI

Not Indicated for Early 
AKI or Contraindicated 
for This Client

Prepare lient fr kidney imaging studies. ☐

Administer uid hallenge. ☐

Begin diureti therapy. ☐

Maintain strit I&O. ☐

Insert indwelling urinary atheter. ☐

Rerd hurly urinary utput. ☐

Weigh lient daily befre breakfast. ☐

Prepare lient fr hemdialysis. ☐

Note that the client has early-stage AKI. Apply your knowledge of pathophysiology 
to determine the potential interventions for this condition. Also consider the client’s 
coexisting problems and how the interventions may aect those conditions. Use the 
options checked in the “Indicated” column as the correct responses for this Stand-alone 
item.

CJ Cognitive Skills: Recognize Cues, Analyze Cues, Prioritize Hypotheses, Generate 
Solutions
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Stand-alone Item 2: Trend

Content Area: Medical-Surgical Nursing
Priority Concept: Gas Exchange
Reference(s): Ignatavicius et al., 2021, pp. 559–562, 608

The nurse in the surgial unit is aring fr a 51-year-ld pstp-
erative lient with nn–small ell lung aner (NSCLC) f the 
right lung wh had a thratmy. The lient has a hest tube 
attahed t a statinary lsed hest drainage system.

Click (or check with an X) to indicate whether each nursing action 
listed below is either Anticipated (appropriate or necessary) or Con-

traindicated (could be harmful)/Not Helpful for the client’s plan of 
care at this time.

Nursing Action Anticipated
Contraindicated/
Not Helpful

Cntat the surgen. ☐

Clamp the hest tube. ☐

Request an rder fr a stat 
hest x-ray.

☐

Mnitr the lient fr 
ntinued hanges ver 
the next hur.

☐

Request an rder fr 
additinal pain mediatin.

☐

Flush the hest drainage 
tube.

☐

Inrease the amunt f 
sutin in the sutin 
ntrl.

☐

Practice Question . Stand-alone Item : Trend

Health History Physical Assessment Vital Signs Nurses’ Notes

  

T 99.6°F (37.5°C) 100.4°F (38.0°C) 101.6 F (38.6°C)

HR 88 BPM 96 BPM 110 BPM

RR 18 bpm 22 bpm 26 bpm

BP 100/62 mm Hg 128/88 mm Hg 140/90 mm Hg

SpO2 94% n 2 L O2

per NC
92% n 2 L O2

per NC
90% n 2 L O2

per NC

Health History Physical Assessment Vital Signs Nurses’ Notes

: Arrived frm the PACU. Alert and riented × 3. Rest-

ing mfrtably in bed, n restlessness. Clsed hest tube 

drainage system intat. Upper tube is near the right frnt 

lung apex, lusive dressing dry and intat. Lwer tube n 

the right side near the base f the lung, lusive dressing 

dry and intat. Drainage hamber = 70 mL red uid. Water 

seal hamber = utuatin f uid, n bubbling. Sutin 

ntrl hamber = gentle bubbling. N subutaneus em-

physema. N shrtness f breath r diulty breathing. 

Lung sunds lear bilaterally. HOB elevated. Trahea mid-

line. O2 2 L per NC. Having diulty with ughing and 

deep breathing and using inentive spirmeter. Pain 4/10.

: Alert and riented × 3. Reprts nausea. Restless, 

states pain is 8/10. Clsed hest tube drainage system in-

tat. Olusive dressings dry and intat. Drainage ham-

ber = 170 mL red uid. Water seal hamber = utuatin f 

uid with intermittent bubbling. Sutin ntrl hamber 

= gentle bubbling. N subutaneus emphysema. States 

diulty breathing due t pain. Lung sunds lear bilater-

ally. HOB elevated. Trahea midline. O2 2 L per NC. Refus-

ing t ugh and deep breathe r use inentive spirmeter 

due t pain. Able t tlerate respiratry treatment with as-

sistane f respiratry therapist. Nausea and pain media-

tin administered as presribed.

: Sleepy but arusable. Restless, states nausea sub-

sided, pain 7/10. Clsed hest tube drainage system intat. 

Olusive dressings dry and intat. Drainage hamber = 

170 mL red uid. Water seal hamber = ntinuus bub-

bling. Sutin ntrl hamber = gentle bubbling. Small 

amunt subutaneus emphysema arund upper tube 

near the right frnt lung apex. States diulty breathing. 

Lung sunds = rakles in lwer lbes bilaterally. Trahea 

= slight deviatin t the left. O2 2 L per NC. Refusing t 

ugh and deep breathe.
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Rationale: Postoperative care of a client who underwent thoracotomy requires closed-
chest drainage to drain air and blood that collect in the pleural space. Stationary chest tube 
drainage systems, such as the Pleur-evac system, use a water-seal mechanism that acts as 
a one-way valve to prevent air or liquid from moving back into the chest cavity. e rst 
chamber in the system is the drainage collection chamber, located where the chest tube(s) 
from the client connects to the system. Drainage from the tube(s) collects in this chamber, 
which has a series of calibrated columns for measurement of the drainage. e second 
chamber in the system is the water seal to prevent air from moving back up the tubing sys-
tem and into the chest. Water oscillates (uctuates) in this chamber (moves up as the client 
inhales and moves down as the client exhales). e third chamber is the suction control 
chamber, which provides suction when attached to a suction device, such as wall suction. 
e nursing care priorities for a client with a chest tube are to monitor the client closely 
for changes in status, ensure the integrity of the system, promote comfort, ensure chest 
tube patency, and prevent complications. Common complications of chest tube placement 
are malpositioning and empyema. Malpositioning can lead to pneumothorax or tension 
pneumothorax. A pneumothorax is air in the pleural space, causing a loss in negative pres-
sure in the chest cavity, a rise in chest pressure, and a reduction in vital capacity, which can 
lead to lung collapse. A tension pneumothorax is a life-threatening complication of pneu-
mothorax in which air continues to enter the pleural space during inspiration and does 
not exit during expiration. If not promptly detected and treated, tension pneumothorax 
can quickly be fatal. Empyema is the collection of purulent material in the pleural space, 
which can develop following lung surgery. e nurse would monitor for complications 
of chest tubes closely and report any unexpected ndings to the surgeon immediately. 
e amount of drainage from the chest tubes should be no greater than 70 to 100 mL/hr. 
e surgeon is notied immediately if drainage amounts are greater, if drainage becomes 
bright red, or if drainage in the tube stops in the rst 24 hours postoperatively. According 
to the Nurses’ Notes, the client had no drainage between 1400 and 1500. Continuous bub-
bling in the water seal drainage is unexpected and could indicate an air leak in the system; 
the surgeon is notied if continuous bubbling is noted. e nurse would ensure that there 
is continuous gentle bubbling in the suction control chamber. us there are assessment 
ndings that indicate a deterioration in the client’s condition. e client has become rest-
less because the reported pain level decreased only from 8/10 to 7/10 aer the administra-
tion of pain medication. ere is continuous bubbling in the water seal chamber, and some 
subcutaneous emphysema is noted around the upper tube near the right front lung apex. 
e client also states that she is experiencing diculty breathing. Crackles are heard on 
auscultation of the lungs bilaterally, and there is slight deviation of the trachea to the le. 
In addition, the T, HR, RR, and BP have increased and the SpO2 has decreased. Contacting 
the surgeon is the immediate nursing action, along with requesting a stat chest x-ray. e 
chest x-ray will assist in determining the cause of the deterioration in the client’s condi-
tion. Clamping the chest tube is contraindicated and may increase pressure and tension 
in the lungs. Monitoring the client for continued changes over the next hour delays nec-
essary immediate and life-saving interventions. Requesting an order for additional pain 
medication is not a safe action. e client received pain medication 1 hour prior, and 
administering additional pain medication may make the client sleepier and mask signs 
of a worsening deterioration. Flushing the chest tube is contraindicated. Disconnecting 
a chest drainage system can cause a pneumothorax. Increasing the amount of suction in 
the suction control chamber will not increase the drainage outow and is not helpful. In 
fact, increasing the amount of suction could be harmful to lung tissue because too much 
suction can cause mechanical injury.

Test-Taking Strategy: Note that this question is asking you to determine nursing actions 
based on assessment ndings for a client with a chest tube following thoracotomy. Use 
your nursing knowledge to interpret each nding. Looking at each of the interventions 
listed in the options, determine whether it will help or not help the client, and also think 
about the rationale as to why it would help, not help or not be needed or potentially 
worsen the client’s condition.

Test-Taking
Strategy
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Intervention

Helps or Does Not 
Help/Potentially 
Worsens/Not Needed Why?

Cntat the surgen. Helps Assessment ndings suggestive f 
tensin pneumthrax, ntating 
surgen fr further rders fr 
neessary interventins.

Clamp the hest tube. Des Nt Help/Ptentially 
Wrsens

Inreased pressure and tensin in 
lungs.

Request an rder fr a 
stat hest x-ray.

Helps Allws visualizatin f lungs and 
hest tube plaement t determine 
the pssible ause f the deterirating 
nditin.

Mnitr the lient fr 
ntinued hanges 
ver the next hur.

Des Nt Help/Ptentially 
Wrsens

Mre frequent assessment is needed 
t mnitr symptms and intervene 
ardingly.

Request an rder 
fr additinal pain 
mediatin.

Des Nt Help/Ptentially 
Wrsens/Nt Needed

May mask signs f further 
deteriratin; des nt address 
ause f pain.

Flush the hest 
drainage tube.

Des Nt Help/Ptentially 
Wrsens

Can ause further respiratry 
mprmise, an ause r wrsen 
pneumthrax.

Inrease the amunt f 
sutin in the sutin 
ntrl.

Des Nt Help/Ptentially 
Wrsens

Will nt address the prblem 
and uld ptentially wrsen 
pneumthrax and harm lung tissue.

You need to identify relevant data (Recognize Cues), and analyze those data and inter-
pret their meaning in the clinical scenario (Analyze Cues). en you need to determine 
the priority concerns (Prioritize Hypotheses) and think about the solutions that address 
these concerns. Finally, determine the interventions that would promote safe care of 
the client with a chest tube (Generate Solutions and Take Action) and result in desired 
outcomes (Evaluate Outcomes).

CJ Cognitive Skills: Recognize Cues, Analyze Cues, Prioritize Hypotheses, Generate 
Solutions, Evaluate Outcomes
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Rationale: Acute laryngotracheobronchitis (LTB) is a type of croup experienced by 
children ages 6 to 36 months old. Parainuenza viruses types 1, 2, and 3; adenoviruses; 
respiratory syncytial virus; and Mycoplasma pneumoniae are common causes. e ill-
ness is preceded by an upper respiratory infection, which descends to the lower airway 
structures. Clinical manifestations include low-grade fever and a barky, brassy cough 
aer awakening, sometimes with inspiratory stridor. Agitation and crying exacerbate the 
symptoms and are oen worse at night. A major concern with acute LTB is inamma-
tion of the larynx and trachea, causing a narrowing of the airway. Inhaling air past the 
inammation into the lungs can be dicult. is is the cause of the classic sign, inspira-
tory stridor. Other common manifestations include hoarseness, nasal aring, intercostal 
retractions, tachypnea, and continuous stridor. Hypoxia and decreased oxygen saturation 
can occur when the obstruction is severe enough, which can lead to respiratory acidosis 
and respiratory failure. Maintaining airway patency and providing adequate respiratory 
support are the mainstays in the treatment of acute LTB. Oral dexamethasone is given to 
decrease subglottic edema. Intravenous or intramuscular dexamethasone may be given if 
the child is unable to tolerate oral administration. Supplemental oxygen, sometimes with 
mist, may be needed if hypoxemia is present. Cool mist may be provided via face mask or 
as blow-by and helps to constrict edematous blood vessels in the airway, thereby reducing 
narrowing. is child’s SpO2 is decreasing; therefore use of supplemental oxygen and cool 
mist is anticipated. Intubation and ventilation may be required if the airway obstruction 
is severe. Signs of impending airway obstruction include increased pulse and RR; sub-
sternal, suprasternal, and intercostal retractions; nasal aring; and increased restlessness. 

A 2-year-ld hild is seen in the ED, where the ED physiian diag-
nses mderate aute laryngtrahebrnhitis.

The nurse is preparing to collaborate with the ED physician about 
the child’s plan of care. Based on the assessment ndings, highlight 
the interventions the nurse anticipates the ED physician to order. 
Select all that apply.

Oral dexamethasne

Supplemental xygen

Cl mist via faemask

☐ Intubatin with ventilatin

☐ Strit NPO status

Nebulized epinephrine every 20 t 30 minutes prn

☐ Limited interatin between the parents and hild

Practice Question . Stand-alone Item : Trend

Health History Nurses’ Notes Vital Signs Physical Assessment

Neurologic: Alert and respnsive. Resting mfrtably in 
bed, n restlessness. Respnsive t verbal and tatile 
stimuli.

Respiratory: Chest symmetrial. Suprasternal retratins 
with nasal aring. Barking ugh, labred breathing, 
use f aessry musles. Inspiratry wheezes 
bilaterally.

Cardiovascular: S1 and S2 nted, pulse 110 BPM. N 
murmurs, rubs, gallps. N yansis, edema, 
lubbing, pulsatins. Radial pulses 2+ bilaterally. Pedal 
pulses 2+ bilaterally.

Health History Nurses’ Notes Vital Signs Physical Assessment

  

Temperature 99.6°F (37.5°C) 99.4°F (37.4°C) 99.6°F (37.5°C)

Apial pulse 110 BPM 112 BPM 112 BPM

RR 34 bpm 36 bpm 34 bpm

BP 100/62 mm Hg 98/60 mm Hg 98/60 mm Hg

SpO2 94% n RA 92% n RA 90% n RA

Stand-alone Item 3: Trend

Content Area: Pediatric Nursing
Priority Concept: Gas Exchange
Reference(s): Hockenberry et al., 2019, pp. 904–905



Answers to Practice Questions 279

e child is not exhibiting signs of severe airway obstruction. It is important to allow 
the child to drink beverages of choice if the client can tolerate uids. IV uids may be 
needed if airway obstruction is severe or if the child is intubated. Nebulized epinephrine is 
administered every 20 to 30 minutes prn for moderate to severe cases and causes mucosal 
vasoconstriction and subsequent decreased subglottic edema. Children need the security 
of a parent’s presence to minimize crying, as this can worsen the airway obstruction. Par-
ents should be encouraged to use comfort measures such as rocking, holding, singing, and 
reading books with their child.

Test-Taking Strategy: Note that this question is asking you to anticipate physician 
orders based on assessment data in the question for the child with moderate acute LTB. 
Use your nursing knowledge to recall the pathophysiology associated with this condi-
tion. Recall that moderate acute LTB can cause severe airway obstruction and hypox-
emia. Looking at each of the interventions listed in the options, determine whether it 
will help or not help this child. Also think about the rationale as to why it would help, 
not help or potentially worsen the child’s condition, or not be needed.

Intervention

Helps or Does Not 
Help/Potentially 
Worsens/Not Needed Why?

Oral dexamethasne Helps Redues epigltti edema.

Supplemental xygen Helps Treats hypxemia related t airway 
narrwing.

Cl mist via faemask Helps Redues airway narrwing.

Intubatin with ventilatin Nt Needed Nt severe enugh; pulse and RR 
are still nrmal; n restlessness.

Strit NPO status Des Nt Help/
Ptentially Wrsens

Beause airway bstrutin is nt 
severe, ral uids an still be taken 
in; withut adequate hydratin, 
nditin uld wrsen.

Nebulized epinephrine 
every 20 t 30 minutes prn

Helps Redues airway narrwing.

Limited interatin between 
the parents and hild

Des Nt Help/
Ptentially Wrsens

Can ause fear in the hild and 
thus inrease rying and wrsen 
airway narrwing.

You need to identify relevant data (Recognize Cues), and analyze those data and inter-
pret their meaning in the clinical scenario (Analyze Cues). en you need to determine 
the priority concerns (Prioritize Hypotheses), think about the solutions that address these 
concerns (Generate Solutions), and determine the interventions that would promote safe 
care of the child with moderate acute LTB (Take Action) and result in expected outcomes 
(Evaluate Outcomes). Oral dexamethasone will help to reduce airway narrowing. Because 
the child’s airway is still patent as noted through the physical assessment and VS, this med-
ication can safely be given orally; therefore this is a correct answer. Supplemental oxygen 
is indicated and will treat the hypoxemia as noted by the low SpO2 level, and this option 
is correct. Cool mist via facemask may also help to reduce airway narrowing and there-
fore is a correct option. Signs of impending airway obstruction are not present; therefore 
intubation and ventilation would not be anticipated at this time. Strict NPO status would 
be needed if airway obstruction were severe; because it is not severe, the child should be 
encouraged to continue taking in oral uids to prevent dehydration, and this is an incor-
rect option. Nebulized epinephrine every 20 to 30 minutes prn will help to reduce airway 
narrowing and therefore is a correct answer. Lastly, recall that interaction between the 
child and parents is important during stressful times and will reduce fear and distress and 
crying, thereby helping with maintaining a patent airway, making this option incorrect.

CJ Cognitive Skills: Recognize Cues, Analyze Cues, Prioritize Hypotheses, Generate 
Solutions, Evaluate Outcomes

Test-Taking
Strategy
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Stand-alone Item 4: Bow-tie

Content Area: Pharmacology
Priority Concept: Tissue Integrity
Reference(s): Burchum & Rosenthal, 2019, pp. 1039–1042; Ignatavicius et al., 2021, 

pp. 452–455; Lilley et al., 2020, p. 598

The nurse is assigned t are fr a 74-year-ld lient wh was ad-
mitted this mrning fr a spider bite (type unknwn) n the left 
alf that urred 3 days ag while hiking. Sine that time, the 
leg has beme inreasingly reddened, ht, swllen, and painful. 
This mrning the bite area started t drain a mderate amunt 
f greenish-yellw exudate, whih prmpted the lient t g t 
the ED. VS: T = 98.4°F (36.9°C); HR = 85 BPM; RR = 16 bpm; BP 
= 128/76 mm Hg; SpO2 = 97% n RA. The lient’s medial his-
try inludes type 2 DM, hrni heart failure, and hypertensin. 
The lient was admitted fr IV drug therapy with eftriaxne and 
bservatin. The nurse is preparing t administer the rst dse f 
eftriaxne t the lient.

Complete the diagram by dragging from the choices below to specify 
what drug classication ceftriaxone is in, two actions the nurse would 
take when caring for the client receiving this drug, and two parameters 
the nurse would monitor to assess the client’s progress and the eec-
tiveness of the drug.

Cephalosporin

Check for allergy to
penicillin before giving

drug

Avoid giving NSAIDs 

VS

Wound drainage

Actions to Take
Drug 

Classif ication
Parameters to 

Monitor

Chek fr allergy 

t peniillin befre 

giving drug.

Peniillin Oxygen saturatin

Assess fr fluid 

retentin.

Carbapenem VS

Mnitr fr seizures. Cephalsprin Wund drainage

Avid giving NSAIDs. Mnbatam Breath sunds

Assess fr 

dysrhythmias.

Serum ptassium

Practice Question . Stand-alone Item : Bow-tie

Rationale: e client is started on ceriaxone, which is a long-acting third-generation 
cephalosporin (antibiotic), because of a local infection known as cellulitis. e client’s 
infection seems to be localized because the client does not have a fever or other indica-
tions of systemic infection. e client was likely hospitalized rather than managed at 
home because the client is older and has type 2 DM. Because cephalosporins are struc-
turally and pharmacologically similar or related to the penicillin class of antibiotics, 
some clients who are allergic to penicillins are also allergic to cephalosporins. erefore 
before administering the rst dose of ceriaxone, the nurse would check the medical 
record for allergies and ask the client about any known penicillin allergy. Unlike many of 
the cephalosporins, ceriaxone can cause bleeding. e nurse would observe for bleed-
ing or excessive bruising and avoid giving the client any other drug that can cause bleed-
ing such as NSAIDs. In addition, NSAIDs can lead to or worsen AKI. Cephalosporins 
do not cause uid retention. is class of drugs is also not associated with development 
of seizures or dysrhythmias. Antibiotic therapy with a cephalosporin should resolve the 
client’s cellulitis, which is a skin and tissue infection from a spider bite in this clinical 
scenario. e client currently has local signs and symptoms of infection including a 
moderate amount of greenish-yellow wound drainage. If the infection does not respond 
to IV antibiotic therapy, the infection may become systemic, causing an increase in 
body temperature, increased white blood cells, and possibly sepsis. erefore the nurse 
would want to monitor the client’s VS for possible systemic infection, especially the 
development of a fever. e nurse would also monitor the characteristics and amount 
of drainage from the wound. If the client’s cellulitis resolves, the nurse would expect 
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the drainage to decrease and change from greenish-yellow to clear or tan. Monitoring 
oxygen saturation and breath sounds would not provide the information that is needed 
about the client’s cellulitis. Ceriaxone does not aect serum potassium levels.

Test-Taking Strategy: Because this type of NGN test item can measure all clinical 
judgment cognitive skills, you’ll need to use a multistep approach to select the correct 
responses in each part of the Bow-tie gure. First, you need to Recognize Cues to deter-
mine relevant abnormal client ndings that would be immediately concerning. e 
client presented to the ED with a spider bite that caused signs and symptoms that wors-
ened at home. ese signs and symptoms when grouped together are indicative of skin 
and tissue infection, a condition called cellulitis. Once you Analyze Cues to ascertain 
the priority and immediate client condition (Prioritize Hypotheses), you then need to 
determine what type of drug would be prescribed. Given that the client has an infec-
tion, antibiotic therapy would be the most appropriate drug to be administered. Apply 
knowledge about ceriaxone and recall that it is classied as a cephalosporin. Consider 
each of the options in the test item as to whether the action (in the le well of the Bow-
tie) would be appropriate for a client taking ceriaxone. A table as illustrated here will 
help you determine which actions are appropriate for a client receiving ceriaxone.

Potential Nursing Action

Appropriate Nursing 
Action to Take for Client 
Receiving Ceftriaxone

Not an Appropriate Nursing 
Action to Take for Client 
Receiving Ceftriaxone

Chek fr allergy t peniillin 
befre giving drug.

☐

Assess fr uid retentin. ☐

Mnitr fr seizures. ☐

Avid giving NSAIDs. ☐

Assess fr dysrhythmias. ☐

e last part of the test item asks you identify the parameters in the right well of the 
Bow-tie that the nurse would monitor while the client is receiving ceriaxone to deter-
mine if it was eective. e nurse could conclude that drug therapy is eective if the 
client’s condition improves as shown in the table.

Potential Parameter (Client 
Finding) the Nurse Would 
Monitor While Client Is 
Taking Ceftriaxone

Parameter Would Support 
Client Is Improving and 
Ceftriaxone Is Effective? 
Yes or No

Expected Outcome That 
Would Indicate Client Is 
Improving

Oxygen saturatin N N/A

VS Yes Temperature and pulse 
within nrmal limits

Wund drainage Yes Less wund drainage and 
lr hange frm greenish-
yellw t tan r lear

Breath sunds N N/A

Serum ptassium N N/A

N/A, Nt appliable.

Consider the client’s condition and assessment ndings. Two of the parameters (cli-
ent ndings) indicated by a “Yes” should be monitored because they indicate if the 
wound and cellulitis are improving, the client is progressing, and the drug is eective in 
managing the local infection. ese parameters, VS and wound drainage, are the correct 
responses to this part of the test item.

CJ Cognitive Skills: Recognize Cues, Analyze Cues, Prioritize Hypotheses, Generate 
Solutions, Take Action, Evaluate Outcomes

Test-Taking
Strategy
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A 72-year-ld lient is being prepared fr hspital disharge fl-
lwing treatment fr a new-nset episde f atrial brillatin. The 
lient’s medial histry ntes that the lient has a lng-term his-
try f heart failure that has been treated with diet and media-
tins, inluding fursemide, lisinpril, and arvedill. Apixaban 
5 mg rally twie daily has been added t the hme mediatin 
regimen. The nurse plans disharge teahing fr the lient abut 
the new mediatin.

Complete the diagram by dragging from the choices below to specify 
the primary adverse eect of apixaban, two points the nurse would 
teach the client, and two statements that indicate understanding 
following teaching.

Bleeding

Nosebleeds or gum
bleeding is a concern

“If I bruise easily or note
any blood in my urine I

will call my doctor.”

“Reactions to the drug are
rare but if I get a rash I
should have it checked.”

Persistent tiredness and
weakness should be

reported to the physician

Teaching Points Primary 
Adverse Effect Understanding

Headahes are 
a mmn side 
eet f the drug 
and are expeted.

Bleeding “Ibuprfen is best 
t take if I have a 
headahe.”

Right side pain 
radiating t 
the shulder is 
mmn.

Hyptensin “I really hpe that I 
dn’t end up getting 
gallbladder stnes 
frm this drug.”

Urinary 
retentin an 
ur during 
treatment.

Gallbladder 
stnes

“If I bruise easily r 
nte any bld in my 
urine I will all my 
dtr.”

Nsebleeds r 
gum bleeding is 
a nern.

Renal 
impairment

“I need t have my 
bld wrk heked 
twie weekly while I am 
taking this mediatin.”

Persistent 
tiredness and 
weakness shuld 
be reprted t 
the physiian.

“Reatins t the drug 
are rare but if I get a 
rash I shuld have it 
heked.”

Practice Question . Stand-alone Item : Bow-tie

Stand-alone Item 5: Bow-tie

Content Area: Pharmacology
Priority Concept: Clotting
Reference(s): Burchum & Rosenthal, 2019, p. 620; Ignatavicius et al., 2021, pp. 652–653; 

Lilley et al., 2020, pp. 404–406
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Rationale: Heart failure, also called pump failure, is a general term for the inability 
of the heart to work eectively as a pump. In atrial brillation (AF), multiple rapid 
impulses from many atrial foci depolarize the atria in a totally disorganized manner 
at a rate of 350 to 600 times a minute; ventricular response is usually 120 to 200 BPM. 
e result is a chaotic rhythm with no clear P waves, no atrial contractions, loss of 
atrial kick, and an irregular ventricular response. e atria merely quiver. Oen the 
ventricles beat with a rapid rate in response to the numerous atrial impulses. e 
rapid and irregular ventricular rate decreases ventricular lling and reduces cardiac 
output. is alteration in cardiac function allows for blood to pool, placing the cli-
ent at risk for clotting concerns such as DVT, PE, or stroke. AF is frequently associ-
ated with underlying cardiovascular disease because of the atrial brosis and loss of 
muscle mass that occurs. ese structural changes are common in heart diseases such 
as hypertension, heart failure, and coronary artery disease. Because clotting problems 
is a concern, these clients require long-term anticoagulation to prevent stroke and 
thrombus formation. Apixaban is an anticoagulant that may be prescribed to prevent 
these complications of AF. e primary adverse eect of apixaban is bleeding; there-
fore the client needs to be taught to monitor for any signs of bruising or bleeding such 
as from the nose or gums. In addition, persistent tiredness and weakness could be 
a sign of occult bleeding; if indications of bleeding occur, the physician needs to be 
notied. Headaches are not expected and are not a common side eect of the medi-
cation. However, persistent headaches could be an indication of bleeding. Ibuprofen 
would not be given because it is an NSAID and can increase the risk for bleeding. 
Hypotension is not an adverse eect of this drug, although the BP would drop if the 
client was bleeding. Gallbladder stones are not an adverse eect and are not associated 
with this drug; therefore right side pain radiating to the shoulder is not likely to occur. 
Renal impairment is not an adverse eect; however, if the client has renal impairment, 
then the excretion of apixaban can be delayed, increasing the risk of bleeding. Urinary 
retention is not associated with this drug, although this could be a manifestation of a 
coexisting renal problem if one existed. e client taking apixaban does not need to 
have blood work checked twice a week. Laboratory tests, such as hematocrit, hemo-
globin, and red blood cell count, and coagulation studies may be performed periodi-
cally to monitor progress or check for adverse eects, or they may be done before any 
invasive procedure is performed to ensure that bleeding is not a risk. Reactions to the 
drug can occur but are rare. If a reaction does occur, the client is likely to develop a 
rash and needs to contact the physician for instructions.

Although the client is also on furosemide, lisinopril, and carvedilol, because the apix-
aban is a new medication, the nurse would be sure to thoroughly conduct teaching and 
evaluate eectiveness of the teaching related to this medication.

Test-Taking Strategy: Recall that this NGN item type measures multiple clinical judg-
ment cognitive skills. First, you need to Recognize Cues to determine relevant data that 
would be the priority in planning care for this client. e client has new-onset AF and 
is being discharged to home aer starting a new medication. Next, Analyze Cues by con-
sidering the client’s health problems, a long-term history of heart failure, and other pre-
scribed medications. Note that the client is taking furosemide, lisinopril, and carvedilol, 
and that apixaban is being added as a new medication. Prioritize Hypotheses by focusing 
on apixaban because it is a new medication for this client, and think about the primary 
adverse eects of this medication. Start to answer this question by selecting the adverse 
eect from the middle well of the Bow-tie. Use knowledge about apixaban, and recall that 
it is classied as an anticoagulant, to choose bleeding as the primary adverse eect. Next, 
consider each of the teaching point options (in the le well of the Bow-tie) and their rela-
tion to apixaban as an anticoagulant (Generate Solutions and Take Action). Use a thinking 
process as illustrated in the table to choose the correct teaching points for this question.

Test-Taking
Strategy
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Teaching Point

Related to Apixaban and 
Bleeding as an Adverse 
Effect

Not Related to Apixaban 
and Bleeding as an 
Adverse Effect

Headahes are a mmn 
side eet f the drug and are 
expeted

☐

Right side pain radiating t the 
shulder is mmn

☐

Urinary retentin an ur 
during treatment

☐

Nsebleeds r gum bleeding 
is a nern

☐

Persistent tiredness and 
weakness shuld be reprted t 
the physiian

☐

e last part of the question asks you to identify the evidence of teaching eective-
ness, in the right well of the Bow-tie. e nurse would determine that teaching about 
apixaban is eective based on the client statements (Evaluate Outcomes).

Client Statement

Would Help Prevent or Detect Bleeding 
or Other Adverse Effects/May Pose 
Further Risk/Is Not Necessary or Not 
Related

“Ibuprfen is best t take if I have a 
headahe.”

May pse further risk

“I really hpe that I dn’t end up getting 
gallbladder stnes frm this drug.”

Wuld nt help prevent r detet bleeding
Nt related

“If I bruise easily r nte any bld in my 
urine I will all my dtr.”

Wuld help detet bleeding

“I need t have my bld wrk heked 
twie weekly while I am taking this 
mediatin.”

Is nt neessary

“Reatins t the drug are rare but if 
I get a rash I shuld have it heked.”

Wuld help detet an adverse eet

Consider the client’s condition and assessment findings, note that apixaban is 
a new medication, and recall that apixaban is an anticoagulant. Two of the client 
statements provide evidence of client understanding of the teaching. Bruising or 
bleeding is evidence of an adverse reaction. Also recall that if a rash presents in a 
client taking a medication, especially a new medication, an allergic reaction should 
be suspected.

CJ Cognitive Skills: Recognize Cues, Analyze Cues, Prioritize Hypotheses, Generate 
Solutions, Take Action, Evaluate Outcomes
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Rationale: Meconium aspiration syndrome is a condition that occurs when a newborn 
breathes a mixture of meconium and amniotic uid into the lungs in utero around the 
time of delivery or during delivery. Meconium is a dark green fecal material that is 
produced in the intestines of a fetus before birth. Normally the newborn will pass meco-
nium stools aer delivery for the rst few days of life. If the fetus is stressed before or 
during birth, meconium stool may be passed while still in the uterus. e meconium 
stool then mixes with the amniotic uid that surrounds the fetus. e fetus may then 
breathe the meconium and amniotic uid mixture into the lungs shortly before, during, 
or immediately aer birth. Fetal stress oen results when the amount of oxygen avail-
able to the fetus is reduced. Common causes of fetal stress include a pregnancy that goes 
past the due date (more than 40 weeks), a dicult or long labor, maternal hypertension, 
diabetes, or infection. Respiratory distress is the most prominent sign, and the newborn 
may breathe rapidly or grunt during breathing. erefore tachypnea, grunting, a bluish 
skin color (cyanosis), limpness, retractions, nasal aring, and lung crackles may be pres-
ent. e newborn’s nails, skin, and umbilical cord may be stained a yellow-green color. 
A diagnosis is made based on the newborn’s clinical manifestations and the presence 
of meconium in the amniotic uid. Blood gas analysis may be done to evaluate oxygen 
and carbon dioxide levels, and a chest x-ray may be done to determine if meconium 

The nurse in the birthing suite perfrms an initial assessment 
n a newbrn and duments the fllwing data in the Nurses’ 
Ntes.

Complete the diagram by dragging (or selecting) from the choices 
below to specify which potential condition the newborn is most likely 
experiencing, two assessment ndings that support that condition, 
and two potential interventions to treat the condition.

Meconium aspiration
syndrome

Skin color bluish

Nails and umbilical cord
stained a yellow-green

color

Oxygen therapy

Suctioning

Supportive 
Assessment 

Findings

Potential 
Conditions

Potential 
Interventions

Skin lr bluish Aryansis Sutining

Prfuse salp hair Menium 
aspiratin 
syndrme

Oxygen therapy

Skin dry and raked 
withut lanug

Large fr 
gestatinal age

Early feedings 
with dextrse

Length 23 inhes 
(58.42 m), weight 
5.5 lb (2500 g)

Transient 
tahypnea

Phttherapy with 
a bili-blanket

Nails and umbilial 
rd stained a yellw-
green lr

Abdminal 
dempressin 
with an NG tube

Practice Question . Stand-alone Item : Bow-tie

Health History Nurses’ Notes Vital Signs Lab Results

: Newbrn f 43 weeks’ gestatin brn via vaginal 

delivery. Apgar sre at 1 minute = 3. Newbrn limp, skin 

lr bluish, RR 80 bpm, grunting during breathing with 

nasal aring. Laks ry with minimal respnse t gentle 

slap n sles. Nails and umbilial rd stained a yellw-

green lr. Bld gluse 40 mg/dL (2.2 mml/L). Pr-

fuse salp hair. Length 23 inhes (58.42 m), weight 5.5 lb 

(2500 g). SpO2 = 90% n RA.

Stand-alone Item 6: Bow-tie

Content Area: Maternal-Newborn Nursing
Priority Concept: Gas Exchange
Reference(s): Lowdermilk et al., 2020, pp. 310, 462–463, 492, 714, 757
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has entered the newborn’s lungs. If meconium aspiration occurs, the newborn needs 
immediate treatment via suctioning to remove the meconium from the airway. Aer 
emergency treatment is provided to remove the meconium, additional treatment may 
be needed to avoid complications. ese include oxygen therapy, the use of a radiant 
warmer to help maintain body temperature, antibiotics to prevent or treat an infection 
from aspiration, possibly the use of a ventilator to help the newborn breathe, and extra-
corporeal membrane oxygenation (ECMO) if the newborn is not responding to other 
treatments or has pulmonary hypertension. Profuse scalp hair, dry and cracked skin 
without lanugo, and a long and thin body are characteristics of a postterm newborn. 
Although this newborn is postterm, this fact is not one of the options for a potential 
condition. Even though a newborn is postterm, it does not necessarily mean that the 
newborn is large for gestational age. Early feedings may be an intervention for a large-
for-gestational-age newborn because of hypoglycemia. However, this would not be an 
intervention for meconium aspiration syndrome; feedings would not be initiated until 
the syndrome was treated and stabilized. Phototherapy may be prescribed for a newborn 
with hyperbilirubinemia. Abdominal decompression is not necessary in meconium 
aspiration syndrome but may be a necessary intervention in an acute inammatory 
disease of the GI tract such as necrotizing enterocolitis, most oen seen in preterm 
newborns. Acrocyanosis is oen seen in healthy newborns and refers to the peripheral 
cyanosis around the mouth and the hands and feet. It is normal in the rst few hours 
aer birth and may also be seen intermittently for 7 to 10 days aer birth. A large-
for-gestational-age newborn is one who is plotted at or above the 90th percentile on 
the intrauterine growth curve. Assessment ndings would include respiratory distress, 
hypoglycemia, and signs of birth trauma or injury. Interventions include monitoring 
for and treating any respiratory distress that may occur, monitoring for hypoglycemia, 
and early feedings. Transient tachypnea of the newborn is a respiratory condition that 
results from the incomplete reabsorption of the fetal lung uid in full-term newborns. 
is condition usually disappears within 24 to 48 hours. Assessment ndings include 
tachypnea, retractions, nasal aring, uid breath sounds on auscultation, and cyanosis. 
Interventions include oxygen administration and supportive care.

Test-Taking Strategy: To begin answering this question, organize your thought process 
into two parts. is question is asking you to decide on the potential condition by ana-
lyzing relevant data provided in the clinical scenario (Recognize Cues and Analyze Cues). 
List the potential conditions and then think about each assessment nding to decide if 
it is consistent with the condition listed, as illustrated in the table.

Potential Conditions

Aryansis

Menium aspiratin syndrme

Large fr gestatinal age

Transient tahypnea

Supportive Assessment Findinga Potential Condition

Skin lr bluish Menium aspiratin syndrme, 
transient tahypnea

Prfuse salp hair Pstterm (nt an ptin)

Skin dry and raked withut lanug Pstterm (nt an ptin)

Length 23 inhes (58.42 m), weight 5.5 lb (2500 g) N/A t any ptential nditin

Nails and umbilial rd stained a yellw-green lr Menium aspiratin syndrme
aN supprtive assessment findings fr aryansis r large fr gestatinal age.

N/A, Nt appliable.

Test-Taking
Strategy
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Bluish skin color and nails and umbilical cord stained a yellow-green color are both 
specic to meconium aspiration syndrome. Profuse scalp hair and dry skin that is 
cracked without lanugo are both found with postterm newborns, but recall that this 
does not specically mean that the infant is large for gestational age. e length and 
weight identied in the question are not supportive of any of the potential conditions 
listed, and there are no supportive assessment ndings for acrocyanosis or large for 
gestational age in the clinical scenario. Now that you have identied the most likely 
potential condition that is the priority problem (Prioritize Hypotheses), the second part 
of your thought process will be to decide on the most appropriate nursing actions for 
the care of the newborn with meconium aspiration syndrome (Generate Solutions). To 
decide on the two interventions the nurse would take or Take Action, think about what 
occurs in meconium aspiration syndrome. Next, determine whether there are data to 
support performing the listed intervention, as illustrated in the table.

Action to Take Supporting Data

Sutining Yes

Oxygen therapy Yes

Early feedings N

Phttherapy with a bili-blanket N

Abdminal dempressin with an NG tube N

e Apgar score and physical assessment ndings including the muscle tone, skin 
color, RR and other respiratory ndings, level of responsiveness, and umbilical cord 
ndings are all supportive ndings for suctioning and oxygen therapy. Remember that 
with meconium aspiration system, the rst priority is to stabilize breathing and address 
potential or existing respiratory failure. ere are no data supporting early feedings, 
which would actually be contraindicated until the newborn is stabilized. ere are also 
no data to support phototherapy with a bili-blanket or abdominal decompression with 
an NG tube.

CJ Cognitive Skills: Recognize Cues, Analyze Cues, Prioritize Hypotheses, Generate 
Solutions, Take Action
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ADLs activities of daily living

AKI acute kidney injury

BM bowel movement

BMI body mass index

BP blood pressure

bpm breaths per minute

BPM beats per minute

C Celsius

CJ clinical judgment

CKD chronic kidney disease

COPD chronic obstructive pulmonary disease

COVID-19 Coronavirus disease 2019

CPAP continuous positive airway pressure

CT computed tomography

DKA diabetic ketoacidosis

DM diabetes mellitus

DVT deep vein thrombosis

ECG electrocardiogram

ED emergency department

EMS Emergency Medical Services

F Fahrenheit

FHR fetal heart rate

FSBG fingerstick blood glucose

G4P4 gravidity 4 parity 4

GCS Glasgow Coma Scale

GERD gastroesophageal reflux disease

GI gastrointestinal

HELLP 
syndrome

hemolysis, elevated liver enzymes, and 
low platelets

H/O history of

HOB head of bed

HR heart rate

IM intramuscular

I&O intake and output

ICP intracranial pressure

IV intravenous

IVP intravenous push

IVPB intravenous piggyback

LOC level of consciousness

LUQ left upper quadrant

MD Physician

MI myocardial infarction

MRI magnetic resonance imaging

NC nasal cannula

NCJMM NCBSN Clinical Judgment Measurement 
Model

NCLEX® National Council Licensure Examination

NCSBN National Council of State Boards of Nursing

NG nasogastric

NGN Next Generation NCLEX®

NGT nasogastric tube

NPO nothing by mouth

NSAIDs nonsteroidal anti-inflammatory drugs

NSR normal sinus rhythm

O2 L /min oxygen liters per minute

OB obstetric

OR operating room

ORIF open reduction internal fixation

OT occupational therapist

P pulse

PACU postanesthesia care unit

PCA patient-controlled analgesia

PE pulmonary embolism

PERRLA pupils equal, round, reactive to light & 
accommodation

PHCP primary health care provider

PN Practical Nurse

POC point of care

PRBCs packed red blood cells

PRN as needed

PT physical therapist

PTSD posttraumatic stress disorder

RA room air

RN Registered Nurse

RR respiratory rate

SpO2 oxygen saturation as measured by pulse 
oximetry

SCDs sequential compression devices

T temperature

THA total hip arthroplasty

TKA total knee arthroplasty

TPN total parenteral nutrition

UTI urinary tract infection

V/Q scan ventilation-perfusion scan

VS vital signs

VTE venous thromboembolism
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