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NCLEX® EXAM TIPS

Focus on common health conditions: The adult health category covers a
wide range of health conditions, but it's important to focus on the most
common ones, such as hypertension, diabetes, heart failure, and chronic
obstructive pulmonary disease (COPD).

Cover the nursing process: Make sure to cover the nursing process
(assessment, diagnosis, planning, implementation, and evaluation) as it
applies to the care of adult patients.

Address safety issues: Safety is a key concern in the care of adult patients, so
be sure to address common safety issues such as falls, medication errors, and
pressure ulcers.

Discuss medication management: Medication management is a critical
aspect of caring for adult patients, so be sure to cover the common
medications used to treat adult health conditions and their side effects.

Cover patient education: Patient education is an important part of caring for
adult patients, so make sure to cover topics such as diet and exercise, self-
care, and medication management.

Address cultural competence: Cultural competence is essential when caring
for adult patients from diverse backgrounds, so be sure to cover cultural
considerations and provide strategies for providing culturally sensitive care.

Use case studies: Using case studies can help students apply the material to
real-world scenarios and practice critical thinking skills.



NCLEX® MNEMONICS

"M.L.L.D." for heart failure treatment: This mnemonic stands for
Medications, Interventions, Lifestyle modifications, and Diet. These are the
four main areas of focus in managing heart failure.

"0.C.C.U.R." for wound assessment: This mnemonic stands for Odor, Color,
Consistency, Undermining, and Exudate. These are the key elements to
assess when evaluating a wound.

"S.T.0.P." for preventing falls in the elderly: This mnemonic stands for
Stop and stay still, Think about what you need to do, Observe the
environment, and Proceed with caution. These are the steps to take before
moving to prevent falls in the elderly.

"D.R.E.S.S." for wound care: This mnemonic stands for Debridement,
Regeneration, Epithelialization, Soothing, and Securement. These are the
steps to follow in wound care to promote healing and prevent infection.

"H.I.P.P.A." for patient privacy: This mnemonic stands for Health Insurance
Portability and Accountability Act. This is a federal law that protects the
privacy of patient health information.



A client with severe coronary artery disease who had cardiac surgery 24 hours ago
has had a urine output averaging 20 mL/hour for 2 hours. The client received a single
bolus of 500 mL of intravenous fluid. Urine output for the subsequent hour was 25
mL. Daily laboratory results indicate that the blood urea nitrogen level is 45 mg/dL
and the serum creatinine level is 2.2 mg/dL. Based on these findings, the nurse
would anticipate that the client is at risk for which problem?

NOTES:

Multiple Choice Exercise

Which of the following is a common diagnostic test used to evaluate acute kidney
injury (AKI)?

a. Electrocardiogram (ECG)

b. Magnetic resonance imaging (MRI)

. Chest X-ray

d. Serum creatinine level measurement

Multiple Selection Exercise

Which of the following are potential causes of prerenal acute kidney injury (AKI)?
Select all that apply:

a. Severe dehydration

b. Kidney stone obstruction
c. Glomerulonephritis

d. Cardiogenic shock

e. Medication toxicity




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is d. Serum creatinine level measurement.
Measuring the serum creatinine level is a common diagnostic test used to evaluate
kidney function and diagnose AKI. Serum creatinine is a waste product filtered by the
kidneys, and elevated levels indicate impaired kidney function. While ECG, MRI, and
chest X-ray may be ordered for other purposes in AKI management, they are not
specific diagnostic tests for AKI.

Multiple Selection Exercise

The correct answers are a. Severe dehydration, b. Kidney stone obstruction, d.
Cardiogenic shock, and e. Medication toxicity.

a. Severe dehydration: Prerenal AKI occurs due to reduced blood flow to the kidneys,
often caused by conditions like severe dehydration, hypovolemia, or significant
blood loss.

b. Kidney stone obstruction: Obstruction of the urinary tract, such as by a kidney
stone, can impair blood flow to the kidneys and lead to prerenal AKI.

d. Cardiogenic shock: Cardiogenic shock refers to a severe decrease in blood flow
due to heart failure or other cardiac issues. Inadequate blood perfusion to the
kidneys can result in prerenal AKI.

e. Medication toxicity: Certain medications, such as nonsteroidal anti-inflammatory
drugs (NSAIDs), aminoglycoside antibiotics, and contrast dyes used in medical
imaging, can cause prerenal AKI due to their nephrotoxic effects.




REMEMBER

e Hypovolemia refers to a decreased volume of blood circulating in the body. It
can occur due to various reasons, such as excessive fluid loss (e.g., through
vomiting, diarrhea, or excessive sweating), inadequate fluid intake, or fluid
shifts within the body. In the given scenario, the client has a low urine output
(20 mL/hour for 2 hours) despite receiving a bolus of 500 mL of intravenous
fluid. This suggests that the client may be experiencing hypovolemia, as the
kidneys are conserving fluid in response to decreased blood volume.
Hypovolemia can lead to decreased perfusion to vital organs, including the
kidneys.

* Acute kidney injury (AKI) refers to a sudden and often reversible decline in
kidney function, resulting in the inability of the kidneys to adequately filter
waste products from the blood. The client's laboratory results indicate an
elevated blood urea nitrogen (BUN) level of 45 mg/dL and a serum creatinine
level of 2.2 mg/dL. Elevated BUN and creatinine levels indicate impaired
kidney function. In addition, the low urine output (20 mL/hour for 2 hours)
and minimal increase (25 mL) despite the fluid bolus suggest that the kidneys
are not functioning properly. AKI can occur as a result of various conditions,
including inadequate blood flow to the kidneys (such as in hypovolemia) and
other factors that directly damage the kidney tissue.

» Glomerulonephritis is inflammation of the glomeruli, which are tiny filters in
the kidneys responsible for filtering waste and excess fluid from the blood. It
is usually caused by an immune response, such as an infection or
autoimmune disease. However, there is no specific evidence in the given
scenario to suggest glomerulonephritis. Glomerulonephritis often presents
with symptoms such as blood in the urine, proteinuria (excessive protein in
the urine), and signs of systemic inflammation, which are not mentioned in
the scenario.

e Urinary tract infection (UTI) is an infection in any part of the urinary system,
including the kidneys, bladder, ureters, and urethra. It is commonly caused
by bacteria entering the urinary tract. Typical symptoms of a UTIl include
increased urinary frequency, urgency, pain or burning during urination, and
possibly fever. However, the scenario does not mention any symptoms
suggestive of a UTI, making it less likely as a contributing factor to the low
urine output.



The nurse is caring for a client who has just had the implantation of an automatic
internal cardioverter-defibrillator. The nurse would assess which item based on
priority?

NOTES:

Multiple Choice Exercise

An automatic internal cardioverter-defibrillator (AICD) is primarily indicated for:

a. Hypertension management

b. Bradycardia treatment

c. Prevention of sudden cardiac death
d. Management of heart failure

Multiple Selection Exercise

Which of the following are potential complications or considerations related to the
use of an automatic internal cardioverter-defibrillator (AICD)? Select all that apply:

a. Infection at the surgical site

b. Device malfunction or failure

c. Allergy to the device components

d. Need for routine battery replacement
e. Development of atrial fibrillation




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Prevention of sudden cardiac death. AICDs are
implanted devices designed to monitor and treat life-threatening arrhythmias, such
as ventricular tachycardia or ventricular fibrillation, which can lead to sudden cardiac
death. While hypertension, bradycardia, and heart failure may require other
treatment interventions, AICDs are specifically indicated for preventing sudden
cardiac death in high-risk individuals.

Multiple Selection Exercise

a. Infection at the surgical site: Any surgical procedure carries the risk of infection,
including the implantation of an AICD. Infection at the surgical site can lead to
complications and may require antibiotic treatment or device removal.

b. Device malfunction or failure: While AICDs are highly reliable, there is a potential
risk of device malfunction or failure. This can include issues such as lead fracture,
battery depletion, or programming errors. Regular follow-up appointments and
monitoring are necessary to detect and address any device-related problems.

c. Allergy to the device components: Although rare, some individuals may experience
an allergic reaction to the materials used in the AICD or its components. This can
include hypersensitivity reactions or skin irritation. In such cases, alternative
materials may need to be considered.

d. Need for routine battery replacement: AICDs require a power source (battery) to
function properly. The battery life varies depending on the device and usage but
typically requires replacement every few years. Routine monitoring and follow-up
visits are necessary to assess the battery status and schedule battery replacement
before it depletes.




REMEMBER

Assessing the anxiety level of the client and their family is important for
providing emotional support and addressing any concerns they may have.
However, in the immediate post-implantation period of an automatic internal
cardioverter-defibrillator (AICD), there are other more critical assessments to
prioritize.

A MedicAlert card provides important information about the client's medical
condition and any implanted devices. It is beneficial for emergency medical
personnel to have this information in case of an emergency. While it is
important for the client to have a MedicAlert card, it is not the highest
priority assessment in this situation.

It is essential for the client to have a clear understanding of the restrictions
on physical activity after AICD implantation. This helps ensure their safety
and prevent any activities that could potentially interfere with the device or
lead to cardiac complications. While this information is important for the
client's long-term care, it is not the top priority at the immediate post-
implantation stage.

Assessing the activation status of the AICD, the heart rate cutoff, and the
number of shocks it is programmed to deliver is the highest priority. It is
crucial to ensure that the device is functioning properly and programmed
appropriately based on the client's specific condition. This assessment helps
ensure the client's safety and the effectiveness of the AICD in responding to
life-threatening cardiac arrhythmias.

Esteem
respect, sglf-esteem, status, recognition, strength, freedom

Safety ne
personal security, e

Physiological needs

air, water, food, shelter, sleep, clothing, reproduction




The nurse is caring for a client scheduled for a transsphenoidal hypophysectomy.
The preoperative teaching instructions would include which statement?

NOTES:

Multiple Choice Exercise

Which of the following statements accurately describes a transsphenoidal
hypophysectomy?

a. It involves removal of the entire pituitary gland.

b. The surgical approach is through the abdominal cavity.
c. It is performed under general anesthesia.

d. It is commonly used to treat brain tumors.

Multiple Selection Exercise

Which of the following are potential complications or considerations associated with
a transsphenoidal hypophysectomy? Select all that apply:

a. Cerebrospinal fluid (CSF) leakage
b. Diabetes insipidus

c. Visual disturbances

d. Impaired sense of smell

e. Increased risk of blood clots




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. It is performed under general anesthesia. A
transsphenoidal hypophysectomy is a surgical procedure performed through the
nasal cavity to remove a pituitary tumor or treat certain pituitary gland disorders. It
is typically done under general anesthesia, where the client is completely
unconscious and unaware during the surgery. Options a, b, and d are incorrect as a
transsphenoidal hypophysectomy involves removing part of the pituitary gland, the
surgical approach is through the nasal cavity, and it is primarily used to address
pituitary gland issues rather than brain tumors.

Multiple Selection Exercise

a. Cerebrospinal fluid (CSF) leakage: A potential complication of a transsphenoidal
hypophysectomy is leakage of cerebrospinal fluid due to the surgical disruption of
the sella turcica, where the pituitary gland is located. This leakage may require
intervention to prevent infection and promote healing.

b. Diabetes insipidus: The surgical removal or disruption of the pituitary gland can
lead to temporary or permanent diabetes insipidus, a condition characterized by
excessive thirst and urination due to impaired regulation of water balance.

c. Visual disturbances: Depending on the location and size of the pituitary tumor or
the extent of surgical manipulation, visual disturbances can occur. These may
include changes in peripheral vision, double vision, or visual field deficits.

d. Impaired sense of smell: The olfactory nerves pass through the nasal cavity, and
surgical manipulation in a transsphenoidal hypophysectomy can lead to impaired or
loss of sense of smell (anosmia).




REMEMBER

e "Your hair will need to be shaved": This statement is not a necessary part of
preoperative teaching for a transsphenoidal hypophysectomy. In this surgical
procedure, the surgeon accesses the pituitary gland through the nasal cavity,
and shaving of hair is typically not required.

e "You will receive spinal anesthesia": Spinal anesthesia is not commonly used
for a transsphenoidal hypophysectomy. This procedure is typically
performed under general anesthesia, where the client is completely
unconscious and unaware during the surgery. The choice of anesthesia will
be determined by the anesthesiologist based on various factors, but spinal
anesthesia is not the usual choice for this particular surgery.

e "You will need to ambulate after surgery": This statement is generally true
and should be included in preoperative teaching for a transsphenoidal
hypophysectomy. Ambulation, or walking, after surgery is important to
prevent complications such as blood clots, promote circulation, and aid in
recovery. However, it is important to note that the specifics regarding when
the client will be able to ambulate and any restrictions or precautions will be
provided by the healthcare team based on the individual client's condition
and the surgical procedure.

e "Brushing your teeth needs to be avoided for at least 2 weeks after surgery":
This is the correct answer. In a transsphenoidal hypophysectomy, the
surgical approach is through the nasal cavity, and there is a risk of damaging
the surgical site by brushing the teeth too soon after surgery. To avoid any
trauma or disruption of the surgical area, clients are often instructed to avoid
brushing their teeth for a specific period, typically around 1 to 2 weeks.
During this time, alternative oral hygiene measures may be recommended,
such as using a mouthwash or gently swabbing the teeth and gums.



The nurse would include which interventions in the plan of care for a client with
hypothyroidism? Select all that apply.

NOTES:

Multiple Choice Exercise

Hypothyroidism is characterized by:

a. Overproduction of thyroid hormones
b. Underproduction of thyroid hormones
c. Enlargement of the thyroid gland

d. Hyperactivity of the thyroid gland

Multiple Selection Exercise

Which of the following are common signs and symptoms of hypothyroidism? Select
all that apply:

a. Fatigue and weakness

b. Weight loss and increased appetite
c. Cold intolerance

d. Dry skin and hair

e. Constipation




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is b. Underproduction of thyroid hormones.
Hypothyroidism refers to an underactive thyroid gland that fails to produce sufficient
thyroid hormones. Options a, ¢, and d are incorrect as they describe conditions
associated with overproduction or hyperactivity of the thyroid gland.

Multiple Selection Exercise

a. Fatigue and weakness: Fatigue and weakness are common symptoms of
hypothyroidism. A decrease in thyroid hormone levels can lead to a reduced
metabolic rate, resulting in feelings of fatigue and generalized weakness.

c. Cold intolerance: Hypothyroidism can cause a decrease in body heat production
and impaired heat regulation, leading to cold intolerance. Individuals with
hypothyroidism may feel excessively cold or have difficulty tolerating cold
temperatures.

d. Dry skin and hair: Hypothyroidism can affect the skin and hair, causing dryness
and brittleness. The decreased production of thyroid hormones can disrupt normal
skin and hair hydration, leading to dry, rough skin and brittle hair.

e. Constipation: A sluggish digestive system is a common symptom of
hypothyroidism. Reduced thyroid hormone levels can decrease the motility of the
gastrointestinal tract, resulting in constipation and difficulty passing stool.




REMEMBER

Hypothyroidism is characterized by a decreased production of thyroid
hormones, which can result in a reduced metabolic rate and sensitivity to
cold. However, providing a cool environment is not a specific intervention for
managing hypothyroidism.

Clients with hypothyroidism should be encouraged to consume a balanced
and nutritious diet. While dietary recommendations may vary, a high-fat diet
is not typically recommended for individuals with hypothyroidism. A diet rich
in fruits, vegetables, whole grains, lean proteins, and healthy fats is generally
advised.

Hypothyroidism is commonly managed by replacing the deficient thyroid
hormones with synthetic thyroid hormone medication. Instructing the client
about the importance of taking the prescribed thyroid replacement therapy
and adhering to the recommended dosage schedule is a crucial part of the
plan of care.

Hypothyroidism can sometimes lead to constipation, so encouraging the
client to consume an adequate amount of fluids and high-fiber foods can
help promote regular bowel movements and prevent constipation.

Hypothyroidism is typically caused by an underactive thyroid gland and is not
primarily treated with iodine preparations. lodine deficiency can contribute
to hypothyroidism in some cases, but it is not the primary treatment
approach. Thyroid hormone replacement therapy is the mainstay of
treatment.

Hypothyroidism can be associated with various cardiovascular
manifestations, including heart-related symptoms such as chest pain.
Instructing the client to promptly contact their primary healthcare provider if
they experience episodes of chest pain is important to evaluate and manage
any potential cardiac concerns.



The nurse is caring for a client with acute pancreatitis and is monitoring the client for
paralytic ileus. Which piece of assessment data would alert the nurse to this
occurrence?

NOTES:

Multiple Choice Exercise

Acute pancreatitis is most commonly caused by:

a. Chronic alcohol abuse
b. Gallstones

c. Genetic predisposition
d. Smoking

Multiple Selection Exercise

Which of the following are typical manifestations or complications of acute
pancreatitis? Select all that apply:

a. Severe abdominal pain radiating to the back
b. Elevated serum amylase and lipase levels

c. Nausea and vomiting

d. Hypoglycemia

e. Development of pancreatic pseudocysts




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is b. Gallstones. Gallstones are one of the most
common causes of acute pancreatitis, accounting for a significant proportion of
cases. Chronic alcohol abuse is another major cause of acute pancreatitis, but it is
not the most common cause. Genetic predisposition and smoking can contribute to
the development of pancreatitis, but they are not the primary causes.

Multiple Selection Exercise

a. Severe abdominal pain radiating to the back: This is a hallmark symptom of acute
pancreatitis. The pain is usually severe and located in the upper abdomen, often
radiating to the back or left shoulder.

b. Elevated serum amylase and lipase levels: Acute pancreatitis is characterized by
inflammation of the pancreas, which leads to leakage of pancreatic enzymes,
including amylase and lipase, into the bloodstream. Elevated levels of these enzymes
in the blood are diagnostic indicators of pancreatitis.

c. Nausea and vomiting: Gastrointestinal symptoms, including nausea and vomiting,
are common in acute pancreatitis. These symptoms can be associated with the
inflammation and disruption of normal digestive processes.

e. Development of pancreatic pseudocysts: Pancreatic pseudocysts can occur as a
complication of acute pancreatitis. These are fluid-filled sacs that develop in or
around the pancreas, resulting from the inflammation and damage to pancreatic
tissue.




REMEMBER

Inability to pass flatus: This is the correct answer. Paralytic ileus refers to the
temporary paralysis or decreased function of the intestines, which can occur
as a complication of acute pancreatitis. When paralytic ileus is present, the
normal movement of gas and stool through the intestines is disrupted. As a
result, the client may be unable to pass flatus (gas) or have difficulty passing
stool.

Loss of anal sphincter control: Loss of anal sphincter control is not
specifically associated with paralytic ileus. It may be seen in conditions that
affect the nervous system or lower spinal cord, but it is not a characteristic
sign of paralytic ileus related to acute pancreatitis.

Severe, constant pain with rapid onset: Severe, constant pain with rapid
onset is a common symptom of acute pancreatitis itself, rather than a
specific indicator of paralytic ileus. Acute pancreatitis is characterized by
inflammation of the pancreas, often causing severe abdominal pain that can
radiate to the back.

Firm, nontender mass palpable at the lower right costal margin: This finding
is not suggestive of paralytic ileus. It is more commonly associated with other
conditions, such as an enlarged liver or gallbladder. In the case of acute
pancreatitis, a physical examination may reveal tenderness or swelling in the
upper abdomen, but not a firm mass at the lower right costal margin.



The nurse is monitoring a client for the early signs and symptoms of dumping
syndrome. Which findings indicate this occurrence?

NOTES:

Multiple Choice Exercise

Dumping syndrome is most commonly associated with:

a. Excessive alcohol consumption
b. Inflammatory bowel disease

c. Gastric bypass surgery

d. Thyroid dysfunction

Multiple Selection Exercise

Which of the following are typical signs and symptoms of dumping syndrome? Select
all that apply:

a. Nausea and vomiting

b. Diarrhea

c. Sweating and palpitations

d. Abdominal pain and constipation
e. Dizziness and lightheadedness




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Gastric bypass surgery. Dumping syndrome is a
common complication of gastric bypass surgery, particularly the Roux-en-Y
procedure. This surgical intervention alters the anatomy of the stomach and small
intestine, leading to rapid emptying of the stomach contents into the small intestine,
triggering the symptoms of dumping syndrome. Excessive alcohol consumption,
inflammatory bowel disease, and thyroid dysfunction are not directly associated with
dumping syndrome.

Multiple Selection Exercise

a. Nausea and vomiting: Dumping syndrome can cause gastrointestinal symptoms
such as nausea and vomiting. These symptoms can occur due to the rapid
movement of food from the stomach to the small intestine.

b. Diarrhea: Rapid emptying of the stomach and the subsequent osmotic effect in
the small intestine can lead to diarrhea. This occurs as a result of increased fluid
influx into the intestines.

c. Sweating and palpitations: Sweating and palpitations are common autonomic
symptoms associated with dumping syndrome. The rapid release of insulin in
response to high blood sugar levels can lead to these symptoms.

e. Dizziness and lightheadedness: Rapid shifts in blood sugar levels and the resulting
hypoglycemia can cause dizziness and lightheadedness in individuals with dumping
syndrome.




REMEMBER

e Sweating and pallor: This is the correct answer. Sweating and pallor are early
signs and symptoms of dumping syndrome. Dumping syndrome occurs
when food, especially high-sugar or high-carbohydrate foods, moves too
quickly from the stomach to the small intestine. Rapid emptying of the
stomach triggers the release of hormones and causes a rapid increase in
blood sugar levels. The body responds by releasing insulin, which can lead to
sweating and pallor as a result of hypoglycemia.

e Bradycardia and indigestion: Bradycardia, or a slow heart rate, and
indigestion are not typical signs and symptoms of dumping syndrome. In
fact, tachycardia (rapid heart rate) is more commonly associated with
dumping syndrome due to the release of hormones and the physiological
response to hypoglycemia. Indigestion may be a general symptom but is not
specific to dumping syndrome.

e Double vision and chest pain: Double vision and chest pain are not
characteristic sighs and symptoms of dumping syndrome. Double vision may
be associated with neurological conditions or ocular disturbances, while
chest pain may indicate cardiac or respiratory issues. These symptoms are
not directly related to dumping syndrome.

e Abdominal cramping and pain: While abdominal symptoms may occur in
dumping syndrome, they are not specific to the early signs and symptoms.
Abdominal cramping and pain can be caused by various gastrointestinal
conditions and may occur in the later stages of dumping syndrome,
especially when food rapidly enters the small intestine and triggers an
osmotic effect.



The nurse is providing dietary teaching for a client with a diagnosis of chronic
gastritis who is at risk for vitamin B12 deficiency. The nurse instructs the client to
include which foods rich in vitamin B12 in the diet? Select all that apply.

NOTES:

Multiple Choice Exercise

Chronic gastritis is most commonly caused by:

a. H. pylori infection

b. Excessive alcohol consumption

c. Long-term use of nonsteroidal anti-inflammatory drugs (NSAIDs)
d. Vitamin B12 deficiency

Multiple Selection Exercise

Which of the following are potential signs and symptoms of chronic gastritis? Select
all that apply:

a. Abdominal pain or discomfort
b. Nausea and vomiting

C. Loss of appetite and weight loss
d. Fatigue and weakness

e. Heartburn and acid reflux




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is a. H. pylori infection. Chronic gastritis is
commonly caused by Helicobacter pylori (H. pylori) infection, which is a bacterial
infection affecting the stomach lining. Excessive alcohol consumption and long-term
use of NSAIDs can also contribute to the development of gastritis, but they are not
the most common cause. Vitamin B12 deficiency is not a direct cause of chronic
gastritis but may be associated with certain cases.

Multiple Selection Exercise

a. Abdominal pain or discomfort: Chronic gastritis can cause ongoing abdominal pain
or discomfort. The pain may be dull, burning, or gnawing in nature and is typically
located in the upper abdomen.

c. Loss of appetite and weight loss: Chronic gastritis can lead to a reduced appetite,
which may result in unintentional weight loss over time. The inflammation in the
stomach lining can interfere with normal digestion and contribute to a loss of
appetite.

d. Fatigue and weakness: Chronic gastritis can cause fatigue and weakness, which
may be related to a combination of factors such as nutrient deficiencies, decreased
absorption of nutrients, and the inflammatory process affecting overall energy
levels.

e. Heartburn and acid reflux: Chronic gastritis can result in increased gastric acid
production and disruption of the normal gastric pH balance. This can lead to
symptoms such as heartburn and acid reflux, where stomach acid flows back into
the esophagus, causing discomfort and a burning sensation.




REMEMBER

Meat: This is a correct answer. Meat, particularly red meat, is a good source
of vitamin B12. It is recommended for individuals at risk of vitamin B12
deficiency, including those with chronic gastritis. However, it is important to
note that other sources of vitamin B12 are available for individuals following
vegetarian or vegan diets.

Corn: Corn is not a significant source of vitamin B12. While it is a staple grain
in many diets, corn does not contain appreciable amounts of vitamin B12.
Therefore, it would not be helpful for a client at risk for vitamin B12
deficiency.

Liver: This is a correct answer. Liver, especially beef liver, is a rich source of
vitamin B12. It is considered one of the best dietary sources of this vitamin.
Including liver in the diet can help meet the vitamin B12 needs of individuals
at risk for deficiency, such as those with chronic gastritis.

Apples: Apples are not a significant source of vitamin B12. While apples are a
nutritious fruit, they do not contain vitamin B12 in significant amounts. Other
fruits, such as bananas, are also not rich sources of this vitamin.

Bananas: Bananas, like apples, are not significant sources of vitamin B12.
While bananas are a healthy fruit choice, they do not contain appreciable
amounts of vitamin B12. Other food sources need to be included in the diet
to meet vitamin B12 requirements.



Laboratory studies are performed for a child suspected to have iron-deficiency
anemia. The nurse reviews the laboratory results, knowing that which result
indicates this type of anemia?

NOTES:

Multiple Choice Exercise

Iron-deficiency anemia is primarily caused by:

a. Excessive iron intake

b. Vitamin C deficiency

c. Inadequate dietary iron intake
d. Autoimmune disorders

Multiple Selection Exercise

Which of the following are common signs and symptoms of iron-deficiency anemia?
Select all that apply:

a. Fatigue and weakness

b. Pale skin and nail beds

c. Shortness of breath

d. Rapid heart rate

e. Increased appetite and weight gain




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Inadequate dietary iron intake. Iron-deficiency
anemia occurs when the body does not have enough iron to produce sufficient
hemoglobin, the protein responsible for carrying oxygen in red blood cells. While
excessive iron intake can lead to iron overload disorders, it does not cause iron-
deficiency anemia. Vitamin C deficiency can affect iron absorption, but it is not the
primary cause. Autoimmune disorders can cause other forms of anemia, but they
are not directly associated with iron-deficiency anemia.

Multiple Selection Exercise

a. Fatigue and weakness: Fatigue and weakness are common symptoms of iron-
deficiency anemia. Decreased oxygen-carrying capacity due to low hemoglobin levels
can lead to generalized feelings of fatigue and weakness.

b. Pale skin and nail beds: Iron-deficiency anemia can cause paleness or pallor of the
skin and nail beds. This is due to reduced red blood cell production and decreased
oxygenation of tissues.

c. Shortness of breath: Inadequate oxygen supply to tissues resulting from low
hemoglobin levels can lead to shortness of breath, especially during physical
exertion.

d. Rapid heart rate: Iron-deficiency anemia can cause a compensatory increase in
heart rate to help circulate oxygen-depleted blood throughout the body. This can
lead to a rapid heart rate or palpitations.




REMEMBER

Elevated hemoglobin level: An elevated hemoglobin level is not indicative of
iron-deficiency anemia. In fact, iron-deficiency anemia is characterized by low
levels of hemoglobin, as iron is necessary for the production of hemoglobin,
which carries oxygen in red blood cells.

Decreased reticulocyte count: A reticulocyte is an immature red blood cell. In
cases of iron-deficiency anemia, the bone marrow may not be able to
produce a sufficient number of red blood cells, including reticulocytes.
Therefore, a decreased reticulocyte count can be an indication of iron-
deficiency anemia.

Elevated red blood cell count: An elevated red blood cell count is not typical
of iron-deficiency anemia. This condition is characterized by a decrease in
the number of red blood cells or a decrease in the amount of hemoglobin in
each red blood cell.

Red blood cells that are microcytic and hypochromic: This is the correct
answer. Iron-deficiency anemia is often associated with red blood cells that
are microcytic (smaller than normal) and hypochromic (pale in color). The
reduced iron levels impair the synthesis of hemoglobin, leading to smaller
and paler red blood cells.
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The nurse is teaching a client with emphysema about positions that help breathing
during dyspneic episodes. The nurse instructs the client that which positions
alleviate dyspnea? Select all that apply.

NOTES:

Multiple Choice Exercise

Emphysema is primarily caused by:

a. Chronic obstructive pulmonary disease (COPD)
b. Genetic factors

c. Exposure to cigarette smoke

d. Viral infections

Multiple Selection Exercise

Which of the following are common signs and symptoms of emphysema? Select all
that apply:

a. Shortness of breath

b. Chronic cough

c. Wheezing

d. Chest pain

e. Fatigue and weight loss




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Exposure to cigarette smoke. Emphysema is a
type of chronic obstructive pulmonary disease (COPD) that is primarily caused by
long-term exposure to cigarette smoke, including active smoking or exposure to
secondhand smoke. While genetic factors can contribute to the development of
COPD, they are not the primary cause. Viral infections can lead to other respiratory
conditions, but they are not directly associated with emphysema.

Multiple Selection Exercise

a. Shortness of breath: Shortness of breath, also known as dyspnea, is a
characteristic symptom of emphysema. It typically worsens over time and may be
particularly noticeable during physical activity.

b. Chronic cough: Emphysema often presents with a chronic cough, which is
persistent and can be exacerbated by factors such as irritants or respiratory
infections.

c. Wheezing: Wheezing is commonly associated with emphysema and results from
the narrowing of the airways and obstruction to airflow. It can be heard as a high-
pitched whistling sound during breathing.

e. Fatigue and weight loss: Emphysema can cause fatigue and unintended weight
loss. The increased work of breathing, reduced oxygenation, and energy expenditure
associated with breathing difficulties can contribute to fatigue. Weight loss can occur
due to the increased effort of breathing and the metabolic demands associated with
the condition.




REMEMBER

Sitting up and leaning on a table: This is a correct answer. Sitting up and
leaning forward, such as leaning on a table or with hands supported on the
knees, can help alleviate dyspnea in clients with emphysema. This position
allows for improved chest expansion and reduces the pressure on the
diaphragm, making it easier to breathe.

Standing and leaning against a wall: This is also a correct answer. Similar to
sitting up and leaning forward, standing and leaning against a wall can help
improve breathing during dyspneic episodes. It helps with optimizing chest
expansion and reducing the effort required for breathing.

Lying supine with the feet elevated: Lying supine with the feet elevated is not
recommended for clients with emphysema during dyspneic episodes. This
position can worsen dyspnea by putting pressure on the diaphragm and
reducing lung capacity. It may also increase the workload on the respiratory
muscles, making breathing more difficult.

Sitting up with the elbows resting on knees: This is a correct answer. Sitting
up with the elbows resting on the knees allows the client to lean forward,
which aids in improving chest expansion and reducing the effort of
breathing. It is an effective position for managing dyspnea in clients with
emphysema.

Lying on the back in a low-Fowler's position: Lying on the back in a low-
Fowler's position is not recommended for clients with emphysema during
dyspneic episodes. It can restrict chest expansion and make breathing more
challenging. This position can also increase the risk of developing orthopnea,
which is difficulty breathing while lying flat.



The nurse performs an admission assessment on a client with a diagnosis of
tuberculosis. The nurse would check the results of which diagnostic test that will
confirm this diagnosis?

NOTES:

Multiple Choice Exercise

Tuberculosis (TB) is primarily caused by:

a. Bacterial infection with Mycobacterium tuberculosis

b. Viral infection with the human immunodeficiency virus (HIV)
c. Fungal infection with Aspergillus species

d. Parasitic infection with Plasmodium species

Multiple Selection Exercise

Which of the following are common signs and symptoms of tuberculosis? Select all
that apply:

a. Persistent cough
b. Night sweats

c. Chest pain

d. Fever and chills
e. Rapid weight gain




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is a. Bacterial infection with Mycobacterium
tuberculosis. Tuberculosis is caused by the bacteria Mycobacterium tuberculosis.
While HIV infection can increase the risk of developing TB, it is not the primary cause.
Fungal and parasitic infections mentioned in options c and d are not associated with
tuberculosis.

Multiple Selection Exercise

a. Persistent cough: A persistent cough lasting for more than three weeks is a
common symptom of tuberculosis. The cough may be productive, producing
sputum, or dry.

b. Night sweats: Night sweats, which refer to excessive sweating during sleep, are a
characteristic symptom of tuberculosis. They often occur alongside other symptoms
such as cough and fever.

. Chest pain: Chest pain can occur in tuberculosis, particularly when there is
inflammation or involvement of the pleura, the lining around the lungs. The pain
may worsen with deep breathing or coughing.

d. Fever and chills: Fever and chills are common symptoms of active tuberculosis.
The fever is usually low-grade, but it may be accompanied by night sweats and other
constitutional symptoms.




REMEMBER

e Chest x-ray: A chest x-ray is an important diagnostic test for tuberculosis (TB)
but cannot confirm the diagnosis on its own. It can provide valuable
information by showing characteristic findings such as lung infiltrates,
cavities, or lymph node enlargement, which are suggestive of TB. However,
additional tests are required to confirm the diagnosis definitively.

» Bronchoscopy: Bronchoscopy is a procedure in which a flexible tube with a
camera is inserted into the airways to examine the lungs and collect samples.
While bronchoscopy may be used to evaluate respiratory symptoms or to
obtain a sample for further testing, it is not a confirmatory test for
tuberculosis. The collected samples during bronchoscopy, such as
bronchoalveolar lavage (BAL) fluid or bronchial washings, can be examined
for TB bacteria or other pathogens.

e Sputum culture: This is the correct answer. A sputum culture is a key
diagnostic test to confirm the presence of tuberculosis. It involves collecting
a sample of sputum (mucus coughed up from the respiratory tract) and
culturing it in a laboratory. The culture allows for the identification and
growth of Mycobacterium tuberculosis, the bacteria responsible for
tuberculosis. This test helps determine the presence of active TB and also
helps identify the strain of the bacteria, which can inform treatment
decisions.

e Tuberculin skin test: The tuberculin skin test, also known as the Mantoux
test, is used to determine if a person has been exposed to tuberculosis. It
involves injecting a small amount of purified protein derivative (PPD) from
the TB bacteria into the skin and then observing for a reaction. However, the
tuberculin skin test cannot confirm an active TB infection, only exposure to
the bacteria. It is commonly used as a screening tool, but a positive result
requires further evaluation with additional tests, such as a chest x-ray and
sputum culture.



The nurse is admitting a client with Guillain-Barré syndrome to the nursing unit. The
client has complaints of inability to move both legs and reports a tingling sensation
above the waistline. Knowing the complications of the disorder, the nurse would
bring which most essential items into the client's room?

NOTES:

Multiple Choice Exercise

Guillain-Barré syndrome is primarily characterized by:

a. Central nervous system (CNS) dysfunction

b. Inflammation of the brain tissue

c. Peripheral nervous system (PNS) dysfunction
d. Genetic abnormalities

Multiple Selection Exercise

Which of the following are common signs and symptoms of Guillain-Barré
syndrome? Select all that apply:

a. Muscle weakness and paralysis

b. Tingling or numbness in the extremities

C. Loss of appetite and weight gain

d. Difficulty breathing and respiratory failure
e. Blurred vision and hearing loss




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Peripheral nervous system (PNS) dysfunction.
Guillain-Barré syndrome is a disorder characterized by inflammation and
dysfunction of the peripheral nerves. It primarily affects the peripheral nervous
system, leading to muscle weakness and paralysis. It is not a central nervous system
disorder, and it is not associated with inflammation of the brain tissue or genetic
abnormalities.

Multiple Selection Exercise

a. Muscle weakness and paralysis: Muscle weakness and paralysis are characteristic
symptoms of Guillain-Barré syndrome. The weakness typically starts in the lower
extremities and can progress upward, potentially affecting the respiratory muscles.

b. Tingling or numbness in the extremities: Sensory symptoms such as tingling or
numbness in the extremities are common in Guillain-Barré syndrome. These
symptoms often start in the toes and fingers and may ascend along with the
weakness.

d. Difficulty breathing and respiratory failure: Difficulty breathing and respiratory
failure can occur in severe cases of Guillain-Barré syndrome. The muscle weakness
and paralysis associated with the condition can affect the respiratory muscles,
potentially leading to respiratory compromise and the need for mechanical
ventilation.




REMEMBER

Nebulizer and pulse oximeter: A nebulizer and pulse oximeter are not the
most essential items for a client with Guillain-Barré syndrome. Guillain-Barré
syndrome primarily affects the peripheral nervous system, leading to muscle
weakness and paralysis. While respiratory support may be necessary in
severe cases, such as when respiratory muscles are affected, it is not the
most immediate concern in this scenario.

Blood pressure cuff and flashlight: While monitoring blood pressure is
important in managing a client with Guillain-Barré syndrome, it is not the
most essential item to bring into the client's room. Similarly, a flashlight may
be useful for assessing pupillary responses or examining the client, but it is
not the most critical item.

Nasal cannula and incentive spirometer: Nasal cannula and incentive
spirometer are not the most essential items for a client with Guillain-Barré
syndrome. These items are typically used to assist with oxygenation and lung
expansion in clients with respiratory conditions. While respiratory support
may be necessary in some cases of Guillain-Barré syndrome, it is not the
most immediate concern in this scenario.

Electrocardiographic monitoring electrodes and intubation tray: This is the
correct answer. The most essential items to bring into the client's room are
electrocardiographic (ECG) monitoring electrodes and an intubation tray.
Guillain-Barré syndrome can affect the muscles involved in breathing,
including the diaphragm. In severe cases, respiratory failure may occur,
necessitating intubation and mechanical ventilation. Monitoring the client's
cardiac rhythm using ECG electrodes is essential during this critical period.



The nurse is instituting seizure precautions for a client who is being admitted from
the emergency department. Which measures would the nurse include in planning
for the client's safety? Select all that apply.

NOTES:

Multiple Choice Exercise

Seizures are caused by:

a. Electrolyte imbalances

b. High blood pressure

c. Brain injury or abnormal brain activity
d. Low blood sugar levels

Multiple Selection Exercise

Which of the following are common signs and symptoms of seizures? Select all that
apply:

a. Loss of consciousness

b. Convulsions or jerking movements
c. Uncontrolled muscle twitching

d. Confusion or disorientation

e. Sensations of tingling or numbness




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Brain injury or abnormal brain activity. Seizures
occur due to abnormal electrical activity in the brain, which can be caused by various
factors such as brain injury, epilepsy, or certain medical conditions. Electrolyte
imbalances, high blood pressure, and low blood sugar levels can potentially
contribute to seizures, but they are not the primary cause.

Multiple Selection Exercise

a. Loss of consciousness: Loss of consciousness is a common sign during a seizure. It
may occur partially or completely, depending on the type and severity of the seizure.

b. Convulsions or jerking movements: Convulsions or jerking movements are
hallmark signs of seizures. These involuntary muscle contractions can involve
various parts of the body.

c. Uncontrolled muscle twitching: Uncontrolled muscle twitching, also known as
myoclonus, is a common manifestation during seizures. It involves brief and rapid
contractions of muscles.

d. Confusion or disorientation: Confusion or disorientation may be experienced after
a seizure, known as the postictal state. It can involve a period of confusion, memory
loss, or difficulty regaining full awareness.




REMEMBER

Padding the side rails of the bed: This is a correct answer. Padding the side
rails of the bed helps protect the client from injury during a seizure. It
prevents them from hitting or injuring themselves against the hard surface
of the bed rails.

Placing an airway at the bedside: This is a correct answer. Placing an airway
at the bedside ensures that it is readily available in case the client
experiences difficulty maintaining a patent airway during or after a seizure. It
can be quickly inserted to maintain proper oxygenation and ventilation.

Placing the bed in the high position: Placing the bed in the high position is
not a necessary precaution for seizure management. In fact, it may increase
the risk of injury if the client were to fall from the bed during a seizure.
Keeping the bed in a low position helps reduce the risk of injury.

Putting a padded tongue blade at the head of the bed: Putting a padded
tongue blade at the head of the bed is not a recommended measure for
seizure precautions. The use of tongue blades is not appropriate during a
seizure and may pose a risk of injury or airway obstruction.

Placing oxygen and suction equipment at the bedside: This is a correct
answer. Placing oxygen and suction equipment at the bedside ensures
immediate access to these resources if needed during or after a seizure.
Oxygen may be required if the client experiences respiratory distress, and
suctioning may be necessary to clear the airway of any secretions.

Flushing the intravenous catheter to ensure that the site is patent: This is a
correct answer. Ensuring that the intravenous (1V) catheter is patent is an
important step to maintain access for administering emergency medications
or fluids if needed during a seizure.



The nurse is conducting an interview of an older client and is concerned about the
possibility of benign prostatic hyperplasia (BPH). Which are characteristics of this
disorder? Select all that apply.

NOTES:

Multiple Choice Exercise

Benign prostatic hyperplasia (BPH) is characterized by:

a. Enlargement of the testes

b. Inflammation of the prostate gland

c. Increased size of the prostate gland

d. Presence of cancerous cells in the prostate

Multiple Selection Exercise

Which of the following are common signs and symptoms of benign prostatic
hyperplasia (BPH)? Select all that apply:

a. Urinary frequency and urgency

b. Weak urine flow or difficulty starting urination
c. Hematuria (blood in the urine)

d. Painful ejaculation

e. Pelvic pain




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Increased size of the prostate gland. Benign
prostatic hyperplasia (BPH) refers to the non-cancerous enlargement of the prostate
gland. The testes are not directly involved in BPH, and the condition is not associated
with inflammation or the presence of cancerous cells.

Multiple Selection Exercise

a. Urinary frequency and urgency: Urinary frequency and urgency are common signs
of BPH. As the prostate gland enlarges and obstructs the urethra, it can lead to
increased frequency of urination and a sense of urgency to urinate.

b. Weak urine flow or difficulty starting urination: Weak urine flow or difficulty
starting urination, known as hesitancy, can occur due to the obstruction caused by
an enlarged prostate. It may take longer to initiate urination and the flow may be
weaker than usual.

d. Painful ejaculation: Painful ejaculation can occur in some individuals with BPH.
This symptom may be related to the obstruction or inflammation caused by an
enlarged prostate.




REMEMBER

Nocturia: This is a correct answer. Nocturia, which refers to waking up during
the night to urinate, is a common symptom of benign prostatic hyperplasia
(BPH). As the prostate gland enlarges, it can obstruct the flow of urine from
the bladder, leading to increased frequency of urination, particularly during
the night.

Incontinence: This is a correct answer. Incontinence, or the inability to
control urine flow, can occur in individuals with advanced BPH. The
obstruction caused by an enlarged prostate can interfere with normal
urinary function, leading to symptoms such as urgency, frequency, and in
some cases, incontinence.

Enlarged prostate: This is a correct answer. Benign prostatic hyperplasia
(BPH) is characterized by the enlargement of the prostate gland. The
prostate gland surrounds the urethra, and as it grows, it can exert pressure
on the urethra and obstruct the flow of urine, resulting in urinary symptomes.

Nocturnal emissions: Nocturnal emissions, commonly known as "wet
dreams," refer to involuntary ejaculation during sleep. While they are a
normal occurrence in males, they are not directly associated with benign
prostatic hyperplasia (BPH).

Decreased desire for sexual intercourse: While sexual dysfunction can occur
in individuals with BPH, including decreased libido and erectile dysfunction, it
is not a consistent characteristic of the disorder. Some individuals with BPH
may experience changes in sexual function, while others may not.



The client newly diagnosed with chronic kidney disease recently has begun
hemodialysis. Knowing that the client is at risk for disequilibrium syndrome, the
nurse would assess the client during dialysis for which associated manifestations?

NOTES:

Multiple Choice Exercise

Chronic kidney disease (CKD) is characterized by:

a. Acute onset and rapid progression of kidney dysfunction
b. Temporary impairment of kidney function

c. Persistent and progressive decline in kidney function

d. Complete loss of kidney function

Multiple Selection Exercise

Which of the following are common complications or manifestations of chronic
kidney disease (CKD)? Select all that apply:

a. Hypertension (high blood pressure)

b. Anemia (low red blood cell count)

c. Hyperkalemia (high potassium levels)
d. Osteoporosis (decreased bone density)
e. Elevated blood glucose levels




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Persistent and progressive decline in kidney
function. Chronic kidney disease is characterized by a gradual and progressive
decline in kidney function over a period of time. It is not typically associated with
acute onset or rapid progression. It can lead to varying degrees of kidney
impairment, but it does not necessarily result in complete loss of kidney function.

Multiple Selection Exercise

a. Hypertension (high blood pressure): Hypertension is a common complication of
chronic kidney disease. The kidneys play a vital role in blood pressure regulation,
and as kidney function declines, it can lead to the development or worsening of
hypertension.

b. Anemia (low red blood cell count): Anemia is a common manifestation of chronic
kidney disease. The kidneys produce a hormone called erythropoietin, which
stimulates the production of red blood cells. In CKD, the kidneys may not produce
enough erythropoietin, leading to decreased red blood cell production and
subsequent anemia.

c. Hyperkalemia (high potassium levels): Hyperkalemia is a potential complication of
chronic kidney disease. The kidneys help regulate potassium levels in the body, and
as kidney function declines, it can result in the buildup of potassium, leading to
hyperkalemia.

d. Osteoporosis (decreased bone density): Chronic kidney disease can lead to
decreased bone density and increased risk of osteoporosis. The kidneys play a role
in maintaining calcium and phosphorus balance, and when kidney function is
impaired, it can lead to disturbances in bone metabolism and density.




REMEMBER

Hypertension, tachycardia, and fever: This is the correct answer.
Disequilibrium syndrome is a potential complication of hemodialysis,
particularly in clients who are newly initiated on the treatment. It is
characterized by a rapid shift in fluid and electrolyte balance during dialysis,
leading to manifestations such as hypertension (high blood pressure),
tachycardia (rapid heart rate), and fever.

Hypotension, bradycardia, and hypothermia: Hypotension (low blood
pressure), bradycardia (slow heart rate), and hypothermia (low body
temperature) are not typically associated with disequilibrium syndrome.
These manifestations are more commonly observed in conditions such as
hypovolemia (low blood volume) or complications related to the dialysis
procedure.

Restlessness, irritability, and generalized weakness: Restlessness, irritability,
and generalized weakness are not specific to disequilibrium syndrome.
These manifestations can occur due to various factors such as anxiety,
electrolyte imbalances, or inadequate dialysis. While clients with chronic
kidney disease may experience these symptoms, they are not directly related
to disequilibrium syndrome.

Headache, deteriorating level of consciousness, and twitching: This is
another correct answer. Disequilibrium syndrome can present with
manifestations such as headache, deteriorating level of consciousness, and
twitching. These symptoms indicate neurological involvement and can be
attributed to the rapid changes in fluid and electrolyte levels during dialysis.



A client recently diagnosed with chronic kidney disease requiring hemodialysis has
an arteriovenous fistula for access. The client asks the nurse what complications can
occur with the access site. What complications would the nurse inform the client
about? Select all that apply.

NOTES:

Multiple Choice Exercise

Hemodialysis is a renal replacement therapy that:

a. Involves the removal of the kidneys

b. Uses peritoneal membrane for filtration

. Requires a surgically created access for blood flow
d. Uses medications to stimulate kidney function

Multiple Selection Exercise

Which of the following are common considerations or complications of
hemodialysis? Select all that apply:

a. Hypotension (low blood pressure)

b. Infection at the access site

c. Allergic reactions to dialysis membrane or blood tubing
d. Hyperglycemia (high blood sugar levels)

e. Hemolysis (destruction of red blood cells)




ANSWER KEY

Multiple Choice Exercise

Explanation: The correct answer is c. Requires a surgically created access for blood
flow. Hemodialysis is a renal replacement therapy that involves the removal of waste
products and excess fluid from the blood through a dialysis machine. It requires a
surgically created access, such as an arteriovenous fistula or graft, for blood to be
withdrawn from the body, filtered through the dialysis machine, and returned to the
body.

Multiple Selection Exercise

a. Hypotension (low blood pressure): Hypotension is a common consideration during
hemodialysis. Rapid fluid removal during dialysis can lead to a drop in blood
pressure, causing symptoms such as dizziness, lightheadedness, and nausea.

b. Infection at the access site: Infection is a potential complication of hemodialysis.
The access site, whether it is an arteriovenous fistula or graft, is at risk of infection.
Strict aseptic technique, regular site care, and infection prevention measures are
important in reducing the risk of infection.

c. Allergic reactions to dialysis membrane or blood tubing: Allergic reactions to
dialysis membrane or blood tubing materials can occur, although they are relatively
rare. Symptoms can include itching, rash, difficulty breathing, or hypotension. Close
monitoring and appropriate management are necessary to address allergic reactions
if they occur.

e. Hemolysis (destruction of red blood cells): Hemolysis is a potential complication of
hemodialysis. It can occur when red blood cells are damaged or ruptured during the

dialysis process. Hemolysis may result in a decrease in hemoglobin levels, increased

bilirubin levels, or symptoms such as jaundice or dark urine.




REMEMBER

e Hepatitis: This is a correct answer. Although rare, hepatitis can be a potential
complication associated with hemodialysis. Hepatitis B and hepatitis C are
bloodborne viral infections that can be transmitted through contaminated
blood or equipment during the hemodialysis process. However, with proper
infection control measures, the risk of hepatitis transmission can be
minimized.

 Infection: This is a correct answer. Infection is a common complication that
can occur at the arteriovenous fistula site or at the site where the dialysis
needles are inserted. The risk of infection increases due to repeated
puncture of the skin during hemodialysis sessions. Strict aseptic technique,
proper hand hygiene, and regular site care are essential to prevent infection.

e Hypertension: Hypertension, or high blood pressure, is not a direct
complication of the arteriovenous fistula or hemodialysis. However,
hypertension is a common comorbidity in individuals with chronic kidney
disease. It may be present prior to the initiation of hemodialysis or can
develop or worsen as kidney function declines. Proper blood pressure
management is important for overall cardiovascular health in individuals
with chronic kidney disease.

e Muscle cramping: Muscle cramping is not a specific complication of the
arteriovenous fistula or hemodialysis. However, muscle cramps can occur in
individuals undergoing hemodialysis, and the cause can be multifactorial,
including electrolyte imbalances, fluid shifts, and impaired circulation.
Adequate hydration and management of electrolyte imbalances are
important in minimizing muscle cramping.

» Post-treatment blood clots: Post-treatment blood clots, also known as
thrombosis, can occur in the arteriovenous fistula after hemodialysis. This
can lead to compromised blood flow and affect the effectiveness of dialysis.
Measures such as proper needling techniques, regular assessment of the
fistula site, and appropriate anticoagulation therapy may be implemented to
reduce the risk of blood clot formation.
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The nurse reviews the nurses’ notes and vital signs record for a middle-aged client

who just arrived at the ED.

0923: 55-year-old well-nourished client brought to the ED via ambulance. Partner
states client is on warfarin therapy due to a synthetic aortic valve replacement for
aortic stenosis last year. History of hypertension, diabetes mellitus type 2, and
migraine headaches, which are controlled by medication and diet. Client began
having new symptoms of left-sided weakness and numbness, blurred vision, and
dysarthria about 3 hours ago. Unable to stand or ambulate without assistance. Alert
and oriented. Able to understand and speak using short sentences. NIH Stroke Scale
score 8. INR 3.0. Head CT to R/O cranial hemorrhage completed. MRA with diffusion-
weighted MRI ordered.

e T 98°F (36.7°C)
e HR 88
e RR 20

e BP 200/122
e SpO2 95% RA
e Pain level 6/10 (headache)
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_ Q _ Matrix Multiple Response. These items have columns and rows.
Each response column could have multiple correct responses.
One or more than 1 option per row could be correct.

PASSERS

NCLEX

The nurse analyzes the client findings. For each client finding listed below, select
to indicate which finding is associated with which client condition. Some findings

may be consistent with more than one condition.

Acute Ischemic
Migraine with Aura | Hypoglycemia
Stroke 9 ypogly

Client Finding A B C

1.200/132 mmHg

2.Weakness

3. Numbness

4. Dysarthria

5. Blurred vision




A 55-year-old well-nourished client was brought to the ED via ambulance with new

onset of left-sided weakness and numbness, blurred vision, and dysarthria. The NIH
Stroke Scale score is 8. The client’'s INR is 3.0 as a result of long-term warfarin
therapy following an aortic valve replacement last year. The vital signs are within
normal range, except that BP is 200/122 mmHg. The client reports a headache with a
pain level of 6/10 on a 0 to 10 pain scale. Head CT showed no cerebral bleeding; MRA
with diffusion-weighted MRI found a middle cerebral arterial thrombus confirming
an acute ischemic stroke caused by an embolus, most likely as a result of aortic valve

replacement.

N\ /7

/Q\ Cloze DropDown. Complete the sentence or fill-in-the-blank by choosing
PASSERS from a list of drop-down options and selecting the correct option.

NCLEX

Complete the following sentence from the lists of options provided.

The nurse determines that the priority for the client’s care is to manage the

client's

1.headache pain of 6/10
2.decreased mobility caused by left-sided weakness
3.blood pressure of 200/122

4.international normalized ratio (INR) of 3.0

without decreasing

1.warfarin effectiveness
2.intracranial pressure

3.ADL function

4.cerebral perfusion




LY Select all that apply. You need to select all correct options that apply.

- O —  There may be only 1 correct response or multiple correct responses.
= There will be at least 5 options with no more than 10 options but all 10
PASSERS options could be correct.

NCLEX

Scoring: Partial credit: earn 1 point for selecting the correct option; lose
1 point for each incorrect selection.

Based on the imaging results, client findings, and history, what interventions would

the nurse expect for the client at this time? Select all that apply.

1.Give IV alteplase per agency protocol.
2.Administer labetalol per agency protocol.
3.Place the client in a supine flat position.
4.Administer supplemental oxygen.

5.Prepare the client for interventional radiology.

6.Initiate large bore IV access.

7.0Dbtain blood samples for coagulation studies.




A 55-year-old client was diagnosed 4 weeks ago with a cardioembolic acute ischemic

stroke and had a mechanical thrombectomy to remove the clot. After almost a week

in the hospital, the client was discharged to home with her partner with a plan for

physical and occupational therapy follow-up. Today the client is accompanied by her

partner for a follow-up appointment with the neurologist. The office nurse reviews

the client’s previous ED note below and compares the findings with today’s

assessment findings.

NP Matrix Multiple Choice. These items have columns and rows.
- O - Make 1 selection per row. Each row must have 1 response selected in
& N order for the test to move on.

PASSERS

NCLEX Scoring: Partial credit, 1 point for selecting the correct option; 0 points

for incorrect responses.

Current Client Finding

Improving
A

Not Improving
B

1. Able to ambulate with a cane independently

2. No weakness in left leg; slight weakness in left arm

3. Reports frequent blurred vision

4.No evidence of dysarthria

5. No numbness on left side

6. Communicates in sentences of varying lengths as
needed

7. BP 126/70 mmHg
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